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thoracic surgery, that department would have to assi!o: 
responsibility for the final diagnosis. it 

On the other hand, if a team of investigators perform; 
these tests on ever>' patient with heart disease, is the cliniin 
as we know him really necessary ? Reliance upon Ic 
engenders a certain habit of mind in which more confidtbi 
is felt in a figure than upon an opinion based on clir.lAical 
judgment. Indeed, it has been rumoured that in cei Iiain 
more advanced stations the clinician has already been fc,f und 
to be redundant, and his place has been taken by an 
grator who, by assessing the results of the investigate^ 
statistically, has been able to come to a diagnosis and d| Jn'de 
on treatment without seeing the patient at all. 
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cerned are aim, 
exposures hav 
visualize the 
heart P 
more and ro 


tirely radiological.^ A series of rapid 
e made- with sufficient penetratior. to 
of diodone as it passes through the 
'as time goes on, the technique wlli fall 
“ the field of the radiologist and cardio- 


to 




Vjaluation of Tests 


. All the masters of medicine have insisted on the i-^' 
tance of an accurate history. Unless the patient is|i, 
fully questioned regarding his symptoms diagnosie] 
suffer. We may therefore dismiss at once the notio; 
the clinical examination can be superseded. Shou 
then go to the other extreme and discard all tests, 
least all tests which cannot be performed by the clii^ 
ait the time of his examination, as being without vi 
The answer surely is “ No ” ; but we should discrim 
and by using each test in its proper place avoid ni 
'bem our masters. 

No one should practise cardiology who has not 
thorough grounding in electrocardiography. The 
cardiograph is an instrument of precision. It has 
uses but also limitations. In inexpert hands it can b 
dangerous. Hospital cardiographic departments sho^ 
entrusted only to those who have been trained in a 
nized cardiac department. The same 
examination of the heart. The art of 
to be learnt in a day. Yet a correct appreciation 
size of the different chambers of the heart is almost, ii 
quite, as important an adjunct of the examination of cai 
patients as is electrocardiography. To these two 
would add another — namely, the vital capacity — b' 

'so much can be gleaned from it and it takes so 
These three should form part of the routine exa 
of patients with heart disease, as much as the 
of the blood pressure and the auscultation of 
sounds. ' , 

Mackenzie had nothing but scorn for those 
■ use an assistant to take an x-ray photograph oj^ 

•and an electrocardiogram, and even blood pry ® 
ings, and then sit down to study the report.” muiffi, 
in fact, is gained by taking an electrocardic^’ me 
blood pressure oneself, but the remainder 
deft to subordinates. If one would not acc^^ findings 
. f another on auscultation, it is difficult 


legists will the additional information m appro- 
priate case#“giocardiogTaphy will then have to he 
made availf ^ ail hospitals where a cardiac clinic is 
established 

It is a #taWe fact that when surgeons invade a pro- 
vince hilljr considered to be pure!;- medical, diaenosis 
almost a#o becomes more exact. Not vo long ago the 
diagnosiM'-'^t^Scnital morbus co-dis considered quite 
adequaljf Paediatricians, It is true the development 
of car^-‘^'°'°gy directed the at’e/! 
to the Jp^tiital lesions j’ears before 
s considered feasible, a- p ; 
of Fallot, valvula pj ■ 
ct, coarctation, and - 


venti, 
the 
sept: 

rec(#'ci clinically. But t'le 
amlP’ccially of the B'aloc; 
cp# - tiew field, and nc -v 

and major and miner cec' 
ji^uishcd. For this 


ocn of cardiologists 
anv operative infer- 
d rr.a.n type;, ;ach as 
-.onar-', s'eno'is, atrial 
pate cl ductus, were 


fterizaiion are often recuired 
^rdiac caiheterizatior i-; (iiff.c 
^in a thorough mixin: o-' , v 
need to be .pushec f,. j- 
Pis takes time, and rheN m 
'he catheter may dr obi.- re;-- ...• 
'lace; If the cathc c-r 
ae or from the right lo 


oi th.srjcic surgery, 
I an; . operaiion, has 
ricnar;. airesia, tricuspid 
of tr.rnspo 5 ition are 
angiorax.O'^-aphv and cardiac 


1 trained m a|-ecog-y"- = iiom me ngnt lo m- ir 
applies to th<P..>ray'''^m -• ter and .the lample-. 
i cardioscopy is?*/ 'I blood. Herce thf • cr. 


-rr.r; laborious. To 
'.1. p'ood the catheter 
'le rulmonary artery. 
V p.ttalls, as the tip 
appear in unexpected 
'-be right auricle to 
ert'i'.le the pressures 
-V from venous to 
cc : the procedure 
■ ir congenital heart 
owing to the possi- 
in pressure of the 


W • 


in ;-.:ablishing tb? presence o: = 
dise.se. Others i-^e it is useful n 
bill*, of observir.g direct.}- the co 

dilferent chambers of the heart, a-. J .'..inges in the cardiac 
output, caused b,. heart failure o- luced by drugs.. It 
would seem prcbible th?t card.ae cheterization w’ill be 
performed only m hospitals large cr"ugh to have a thoracic 
surgical unit or at research centres 

Most of these tests vvere des,std fe r purposes of research. 
They were developed at single centres, and were later 
adopted general!}' becau.'e they were Avund to be useful I 

JZ T-"" ..1 1_ _.-it ?_ ^ 


suil in the stage 'ofxd'',*r;o'j 


cardioscopy should not 


require 


no apparatus 
anyone who 
give is often 
Ivorth including 


'findings on 
verification. 

Tests of the speed of the circulation 
' , nd take little time. They are availa 
V ires to use them. But the informatioj 
.t'isappointing, and it is doubtful if the 
, a routine examination. 

• Accurate measurements of the ^ 

nil in many ways both in the prog*’^ 
i d in assessing the results of ' bcnl the 

.pparatus with a fine needle is gew j 

iressure measurements will prob^^ includeu >"j/the 
ixamination of patients with he, 

■ , The exploratorj’ work on anr^'^sraphy has 
Iben done mainly by cardiolb. 


the problei 



diagnosis. Other methods 
ment. They may o.- may not come to have a^enei^’ 
application. Such are the oal!;stocardiograro,'''^ie radi-d 
cardiogram, and the measurement of the -volume of ti, 
heart. , ,, 

' The ballistocardiogram enables the cardiac output to b.f 
obtained without the unpleasan'mess of a cardiac cathete^ 
and an arterial puncture. But estimations of the outpu’’' 
do not help much in the diagnosis and treatment of patient 
with heart disease. Tnose with high-output failure ” have 
also fast circulation rates, and the circulation time is an 
easy test to do. In ordinary congestive heart failure the 
output falls only a little, and estimations of the cardiac 
output are unlikely ever to form part of the routine 
investigation of such patients. 

The radiocardiogram and the estimation of the volume 
cf the heart have opened up a new approach to the prob- 
lems of heart failure. They have shown that the dilated 
heart empties itself slowly. With the radiocardiogram the 
emptying time of each ventricle can be measured separately. 
Tlie test is very recent, but it is certainly important, and 
we may expect to hear more of it in the future. 
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the physician, cxtemlinn di-. jn — „ bmtjsh 

‘o the lu-Ium. is extremely ciiflkult ""‘1 medially 

"lieti It IS infected and has stiff walll >» c>osc illustrates this. ^ empyema. The following, case 


tuberculous empyema 


J.. ^ »ans 

In spile of this dillicuitv the prom 
pnrtml empyema group is worse than" tl®^ or 

„cf,. *^"’PVcnia when it one. because 
t . u.illy shows a mixed infection~as in surgeon 

tnneous eases compared with 20 { 370 - wUef the spon- 

Perc''*" following empyema 
infee ion m the local group is oftcri*^ second- This was 
active and sometimes' Willi pneumonic fomi''^'^“^‘' ■■ ■ 

’""p- 4 he aetiology „f 'nbcrculosis 
’• ■ 'wo groups 


. J 1 I 

IS shown in Tables I and II 

T\mr I.— ..t,-(,>.t„ei 


eou-rri.-nsor r!r.ira\ 


Siutitlain-oitf Cl. 


No. orCa^n -ilcnccor 

I Otul.lf}' 

■ .cciion 


Topowyis s.-iMc frt'rilf rr.e'.imoni,: (yee of 
Afirf »rv''nl.!rr.i«i f r.cur.ioihofai , . 


'r.tl. ncy.uitc.I;' 

r 11. pmiiivc on I 
.. I'tCic J); 

a 1 


' I n ocr.iiive, ) I 

, loiiJaio I 

111! pnviioc. f.) I 


poS*^ diagifosiroTLnt'* “ • 

emmema |'|‘^'®'mtis with stinking pus and died after drLage”' 
which" ivas L\ ‘irealS' ® empyema, 

the main causes of secondary infection appears, 
to be bronchial fistula. However, not all the cases withi 
thnicaliy evident fistiilae by any means develop clinical' 
or bacteriological evidence of secondary infection, but the 
incidence of known fistulae is somewhat higher ( 47 %) in 
the secondarily infected group than in the pure tuberculosis i 
group (39%).. Details of the proved fistulae are given in 
1 able IV. 

SV.—Pe/iiiilc PIciirobronchial Fistulae (31 Coses) 
niapnotii by the following means: 




Total 


1 .~ 


Cou^hed'Up empyema pus 

Dcfiniic cavity rupture (radiological evidence) 
Sponuncous pneumothorax . . 

Pfcwarc measurements 
Contrast radiographs . . - . . 

Dcmonstraicd al thoracoscopy 

M open operation 

Taste in mouth of substance iniected into empyema 


9 
$ 
5 
1 3 
3 
\ 
1 
I 


Ta 1;U' If. 


.‘t. ol Cities lolU, Mi, If; P;<-..,„otl,orax- Tre.it. 
f-V Cases} 

'* in,r.-,rlc„„l 

S casts rs>ii<iv\cd co>riy niplurc 

3 CJW rotlowcJ sronMncoin rnfiimotlioraT fsuspc.ictj c;isiiv 
3 cairi fii11<n>cd open imraplcural pneumob-sir '■ "'P''’"’ 

< eaiti rclalcJ ucnaiii main hronchuj. proved by broncliovconv 
3 catev rebited niclcciavii niiliont proved jlenosts 
V c.-ivev in or rolIoKinc uncomplicated pneumotborav 
SeeondiiY infection occurred in 20 casci (37%), 


There were 14 cases of fistula among the 36 cases .with 
no secondary infection ; of these, seven followed 
cavity rupture and three spontaneous pneumothorax, when 
the fistulae were probably short-lived. Among the cases 
with secondary infection there were 17 fistulae. 

Dittfiiwsis of Secondary Infection.— Thh was made clini- 
:ally and bactcriobgically. In 33 of the 38 cases the second- 


ry organisms were demonstrated by aerobic or anaerobic 
It is to be noted that the empyema can occur not onlv 'Imre. In one the clinical condition of, stinking pus 
during the course of the A.P. treatment but also after the ’crmincd'thc diagnosis in the absence of a positive bac- 
A.P. has been abandoned as contrasclectivc or becincc of ,oIogical' report, and in four it was assumed because of 
persistent cflusion. The ease histories in this group show ‘ 
the onset at periods from shortly after the induction till 
many years after the A.P. is abandoned. An c.xampic will 
illustrate this. 


e. 


-standing open draiiiage of the empyema cavity at 


A.P. induced in 1934; right side, for destructive disease. 
Efifusion after six months. A.P. maintained till 1937. Ji,cn 
phrenic avulsion. Under medical control, well and working 
but with known persistent fluid. The time when the ciTii.sion 
became purulent is not known, but an empyema w.is diagno.sed 
in 1942, eight years after the A.P.' was induced, when the patient 
was admitted to Vardasen Sanatorium following a^ febrile 
“ cold." 


3 r operations. 

Pathology 

^'blom's (1933) classification of tuberculous empyema, 
'^^^Sn the fundamental pathology, is used in this series. 

^dcs the disease into four distinct pathological types ; 
~P”‘mipvema without pulmonary disease (Group I) ; 
Svema with pulmonary disease (Group III) ; mixed 
without (Group IB and with • (Group IV) 

P»L"’°'v disease. . f 

less common. • They comprise Cases m 


Grou) j TT m-g j 

, wli'clbf\.yjnpie, localized empyema follows a pleurisy, or 

If a pneumothorax is abandoned because of a persistent 'Ti which ijgp^g treatment has been carried on for many 
clear clfusion it is necessary to follow the progress of the years and, -igyral cavity has become infected but there 
effusion till it is absorbed, or, if there is no evidence that is h‘"of operation ho fubercle bacilli in the sputum, 
this will occur in the course of two or three months, then * ‘ ' -r-n Uac been 

a surgical colleague should be consulted about future 
treatment. 


A mixed infection alters the prognostic picture adversely. 

Its frequency is very high in any large series, and in the 

Table III , — Aetiolosy of Secondary Infection (3S Cases) 

Known bronchia! fistula ' ]7 

Acute pneumonic inrcctioii of inns n ilh T.B. plus i ! ! . 7 . 

External fistulae ■ . s 

Febrile "cold " .. .. .. /_ 1 

Unknown (? bronchial fistulae) , . ' . . . . . . . . 8 

wesent one it is 38 out of 74 (Table III). The threat fhere- 

we hangs over every case of tuberculous empye^nia arid 
\ dancer of secondary infection does not diminish .with a 


A minimur,,^j.j^j j,,ree years ,T.B.-negative has been 
arbitrarily c..^^ indicating no active tuberculosis of the 
lungs. Colla. j^gatment is not needed in these groups. 


Results of Operation 

Table V sho number of cases in each group and 
the results obtai^ },e noted that the prognosis gets 

progressively w,^ Groups I to IV, as is to be 

expected from tl nnderlying pathology. 

The picture giv;.^ perhaps unduly gloomy, because this 
senes included 19 Crated cases referred to later m more 
detail. Further, tfc ^ high' proportion of cases classi- 
fied 4s “ improved cJinicaliy satisfactory, and 

'"ity of these roceed to full cure in time. But 
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Table y.—Ciimcal Results in 74 Cases of Tuberculhits Empn 


Medical /oux.'cu. 


Group 

No. 

Cured 

Improved 

Unimproved 

Died 

I a 

I 

1 




“{b 

'n (b 

'''{b 

4 

4 

16 

14 

2 

3 

13 

2 

6 

3 

9 

1 

I 

1 

* 

7 

2 

{ 

1 

6 

S 

8 

Total 

74 

30 (40-5%) 

12 (16%) 

7 (9-5%) 

25 (11%) 

Other series: 
Jones and 
AIe.xander 
Soderhjelm 

70 

112 

41(61-4%) 
33 (29-5%) 

( (1-4%) 
15(13-4%) 

' 

• 3(4-3%) 
,3 (2-7%) 

'23 (32-9%) 
61 (54-4%) 


, a = Total empyema. 

b s= Partial 

empyema. 



I about 75% of all pitisn;.- admitted 
It wiU be z- j.g treated surgically, ar.d of these 51% 
to the depai 
were cured ^ 
in 74.5% 

(with -wL 
a conditiO' 
prisingly 

results L operations— 1 1 (70% 
repeated 
out of 1 

Unoperated Ca^' 


,o improved, giving a ^.iiisfacto.-y result 
pd cases. In those cases in Group 
' 'cction) which reached the hospital in 
permitted operation 'he result was sur- 
This can be correlated v. I’h the good 
io a similar group b.. hT'Oiiz (1946) b> 
.-eu and improved 


Table V gives the overall results of all patients presented 
to a surgical department. Comparison with other published 
senes is instructive. Jones and Ale.xander maintained that 
thoracoplasty was the standard treatment for a tuber- 
culous empyema unless there were contraindications, while ' 
Soderhjelm (1945) is prejudiced against surgical measure 
because of initial unfavourable experiences, and his cases 
were therefore treated medically in the main. 

The “ cured ’ and “ improved ” cases are taken together 
in Table VI and the -percentage of satisfactory results com- 
pared in the four groups. It will be seen that Jones and 


The 

vm. 

oil/'- 

of 

me 


cf the 19 unoperated 
cases do not of . 
udging non-surgicr' 

■ at can be obtaineL 
from a series trea : 


i >EL£ VIII . — Results 
p. mcijin) .. .. I 

ea (r .nidllin) 

. • yvtc .. 


-i-s shown in Table 
■jrse in any way give 
■j'lods. The judgment 
■■ non-surgical measures 
om the incipient stage 

- i rtofe^aiea Cases 

impvemni 

.. i.iire. •jberculotis spocdylhis) 
Ii5cb2r?rt2 stniiies; I active 
circj. a d looa. dlsrase) 


Tadle VI , — Cured and Improved 


^ ^ 1 

Group Jones and Alexander 1 


n> 


Total 


(! 


Ulleial 

(I) 100% 
(S) «2-S% 
(33)71% 
(30) 36% 


(15)71% 

'(25) 6S% 

(30)40% 

(70) 62-8% j (74) 56-5% 
No. of cases in brackets. 


Soderhfclm 

^C22) 67% 
(52)46% 
(3S) 16% 

(112) 42-9 


Alexander's series is closely comparable with the i 
series. 

Soderhjelm's series is comparable in Groups I 
where there is no active lung disease, but in Grr 
and IV the results fall below the other two sc. 
especially so in Group IN'). Soderhjelm con- 
stating that better results could have been acl/ 
surgical measures in Groups III and IV (CT' ^ 
and III in his article). Table VI gives strong / 
the \'iew, now fairly generally accepted, that thr‘'"^°^ 
of a tuberculous empyema is surgical if medic^^®“'’“ 
do not cure it in the short time after its inc/’ 
it is amenable to these measures. How 
should be will be considered later. 

The main interest centres in the results 
cases which were submitted to thoracoplas/^*’*^^ 

Table YU.— Results of Thoracoplasty for TubJ'^ ^ upyema 


sanatorium or clin .ihere -N.P. treatment is carried 
These cases came . the surgeon too late with either 
atris' ed pulmonar disease or acute secondary infec- 
. tt Cl great toxicil - occasionally amyloid disease in 
jcii” on with a chr'’ . discharging fistula. Nine of these 
•es '■ rre drained, b the general condition did not allow 
rtb.' treatment in ^ .;e of the administration of penicillin 
nd -iphonamides Two were treated by puncture and 
piL V iin ihstillatic . and the local disease was cured, but 
on- T these had i tuberculous spondylitis, so only one 
out • f the whole .ties was finally cured. 

Tlie Time Factor 

A period of -iv months from the estimated time of the 
onset of the cr'r>ema was chosen as an arbitrary' dividing 
line, and the -.ases were divided into groups according to 

r xBLE IX . — Tmie Relationship 



No. 

Cured t Improved 

Died 

Early cases (' 1 hm 6 months) . 

“’4 

16 4* 

4 

Late cases (a.f ir 6 months 

1 31 

1 

12 9t 

ro 


Group 

No. 

Cured 

Improved 

Uafi 

Died 


''a 


1 


1 



la 

3 

2 


i 

1 

.b 

4 

3 


i 


i..^ 

ta 

28 

4 

13* 

! 

10 

1 

7 

IV ^ 

r a 

Lb 

'• 

4 


’ ’ 

1 

4 

I 

Total 

55 

^ 2S (5);d 

13 (23-5>fl/ 

(3 3’.) 

12(22;:) 

Jones and 


74-5% satisfactory j 


/ 

Alexander 

45 

_ 36 (80%) 


7 (155%) 




82-2% sa^tisfactoryV 


-L 


a = Total empyema, b =* 

• IndudesonepaScntajredofetnpyCTauho h° 

oi the opposiie lung. I 


.-rcnlo^ 


•J rjpe-icial fistula; 1 recent op. fistula; I connected broesfeus. - 
t3 Cstu^Le; 1 cold abscess In wall (late) 

3vhether or not they came to the surgeon within this time. 
The results are shown in Table IX ; they appear to be sig- 
nificant, and indicate that cases should be operated upon 
within six months of the onset. 

' In the early group there are three fistulae cases among the 
improved cases. One was investigated by contrast radio- 
graphy, and shown to have a superficial “ coUar-stud ” 

. abscess of the chest not related to the empyema cavity ; 
another fistula was very small and related to a bronchial 
fistula, in a case operated on one year previously. The third 
was operated upon about eight months before. 

In the late group there are three definite fistulae from the 
empj'ema cavity,* and in one patient a subcutaneous cold 
abscess was presumed to be related to the empyema cavity. 
There is therefore a somewhat higher proportion of Ion 
standing fistulae after late operations. The number 
fistulae is small compared with some other series, 
possible explanation of this h'es in the use of apic -7/ 

•These three cases are among the six in which a 
not comnleted. bur a fistula was present when las; o' 
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\ 'lum-r^cuLOus emiwkma 

of total cnipvcin , , 

;ur.cr or s>, taller "I’™' "" 


Out of 35 cases 

.'.picolysis to a larr.er or smaller ex , , • . 

as this is the ettiv mecltanical *; ’ 

jilcmal space at the apex. If this is J 
a very lonp sinus exiemlinii over the i r! i? , 
the nKt!i;\^tin:\l svirfac^' i'hc proceduy 
hvswcvcr, alteiuled with especiallv if 
infection. 

It is clear that the lon.’cr an cnipveni .. 
iinliealeil the ihickei he iiial walls heec 
they may he calcihed aiu ihsoh.tely 
the chest wall hy a stand. i J thoracoplasty. ,p 
close the ritiid cavity compiv toly, anti it is tij’. d 
late cases that the more tietorminit and nf: ' 

operations iniolvini: the op - ' 

c.ivity arc necessary, with roii 
stilfencil tissues. In this verii 
ami Rohcits type ha\e been p. inncd. with tl 
•rtul two rcsidiiai fistulae. Mosi of thc.se casei 
empyemas for .seicral ycar.s befo c operation 

In this series there were foui piovccl cases 
with atelectasis and three cases ot .ttclecfasis with 
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the op. n nc of the chi, 
sal of all ora 
serie.s M opcration.s of 

deaths 
■•tl had 


expansion of the lung by aspiration (if this is not prevented 
by a fistula, stenosis, or pleural thickening. In these cases 
that arc dealt with early, and where the lung can be allowed 
to expand, the early or incipient empyema can be averted. 
This explains the fairly good results obtained by medical • 
• measures in Groups I and 11, and also in early Group III 
cases. 

The moderately satisfactory results obtained by conserva- 
tive measures arc often at the expense of the temporary 
collapse of the lung, usually before its re-expausion w'ould, 
otherwise be indicated. In some cases a cavity will still 
be present in the lung, and in others it may reappear when 
temporary collapse treatment is given up. In such cases, 
when the “cold abscess” of the pleura has been obliterated, 
it will then be necessary for the physician to refer the 
patient for a thoracoplasty to control the disease. Pro- 
vided this is recognized, there is good ground for medical 
treatment of an early empyema in the first two to three 
months, for it is preferable to do a thoracoplasty wUh a 
closed pleural space; but there are no grounds for regard- 
ing the conservative methods of treatmen as an ahernative 
to sureerv except in those cases in which the lung does 

’ lelv to result in closure of the empyema 

iBSESSHiK- 

■ ; WS) '.'ftrton S— Kifl® 
.044 1™ S «pp=d 10. 


t'fonchoscopic evidence of .stenosis. I he efTccl on 
IS cle.ar. as the lung cannot cxpaiul after pncvimo. 

;md the iarec pleural cavity is practically certain to 
infected if allowed to remain; but it is also of inlcrij^ 
note the effect on the extent of the oper.aion. Of the 
eis-'s six had total or subtotal ihoraeopinsty in sev, 
si.T’Cs and one patient died after the first sln.ee. A bf 
ehi’d .stenosis is th.ereforc tin tibsoUue conlraindicali 
to 'i pneumothorax, being tiltcnclcd with a higii risk 

mbseqm.nt empyema. . ',,044 .-X.P.s rsW^hwerV tapped for 

In cencral. also, tlic older tlic empyema the more rib-. (jg.-) h.ad Wberculous effusion increasing 

have to be removed in the standard extrapleural thoraco-^,3rious rc:asons, such as Ion. ^^jg^ioration of general 
plasty (0 close the cavity. _ xudaic Laiority of cases with A-P- aj some 

^ It is not the case, as is sometimes thought, Hint all opera- ,ndition. The ^ exudate which did not 

• ^r«r i.mnvcrn'is need to he total or subtotal Ihoraco- -ic or another had som jl^e figures. 

J wSc H 0 ^'ra«cl -sc, (»t.er c,scMi„p ,hc four 

nm S op=r»>i»»4 I 

imiKu n seven ribs had been removed 

lu S'coSc"i ™ 5 “he hiircrcn. slspcs. In nine of .hese, 
nnl fmTor five ribs were removed, an operation w-ith a 

“Slir hcro^inp 

SfsTx rnf™ rent, 'or nf.cr itu P-h. The 
rcsull.s are seen in Tabic X. 


•ic or another bad sorn d =^^gj (he figures, 
uirc tapping, and ar • developed definite. 

,f the 169 f ^treatment. About one- 

Pdent ‘^mpyema^ m a satisfactory 

9''cr of the exudate case .. . empyemas) the 

■ *''r “X ”» c ^ ‘“'“i"® “1 

be abandoned baeau e 0 P therefore, at 


A;h!"U"*.d.n.db=c».s=^ 

dinn,ion of lung every case of progresswe 

>bc c pf the period was tha ^g^p^nd favourably 

tuberi ^„3 exudate which did ^,,^„doned and an 

to two^ three tappmgs tha ^g g^est wall by aspira- 
attemp^je to get the lung out succeed 


peration under 6 monlhs 
pcratlon aficr 6 monilis 


No. 

Cured 

9 

8 

8 

3 


Improved 


l fcarly residual fluid) . 

V 1 '-'rLidu.l nuid: 6 Xcn«.^l,yc.TT. 

recent operauon. 


Jn the cured cases the late r - 

panded out to the chest wall below differ- 

sections w'ith no pleural thickening or • ijjnited 
i„ ,he -nl. in relntion .0 lime 


in the ccjg of two to three m t consulted as 

an “inci^t empyema ana 

regards th^coplasty. not purulent 

Five suCgj^jgs jn which the el following a 

are includcj^ the present primarily with 

5-6-rib thor^pittsiy. probabli t ^^.^jg^ition, and the 
the underlyhfung focus, P;f''J5;'ed after the size of the 
effusion is th completely abs 
cavity has bet ^nced by opera ■ . 

.T-., V ..f/ipnfhir 

Table XI sht,, jjje ( 


ed by operauui •_ _ g^^ted series 

Table XI shw jjje causes J”jjty rate of 18% is 

as a whole. T pgst-operative extensive operation 

high, but it reff the danger a occurred m 

outside an infei, -nvitv. AU months ol 


:e in the results in relation to time sugges invariably 
eration is fully justified in early ” nths where ' 

:cessful in cases operated upon after six mo , 
arger thoracoplasty is indicated. ' ' - 

tf the problem is fhe^’^Sraln thteafly oulsWe"an ' infei^ -“vity. ' All the 

;.cal point of vmw ^t ^ membrane able patients in whoWhe empyema ® one patient who 

ge although ?s and if the . or Was secondaril-"f,„ed, except for ^./years 

absorb the- effusion if there is no tuberculo" c (he opposite lung , „ipj , 

zity can be obliterated as absorption proceeds. • . . me lung, being healed. 

The second of these objects can be ac le^e ' implications of this'*" q, need repetition- 

^es by the physician stopping the A.P. and aiding m , i not , 
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XT. — Unimproved Ccses and Causes of Death in Operated 
Series f55 Cases) 


II 

m 


No. 


Died 



Post-operative Due to 
Empyema 

Dne to 
Lung, etc. 

2 


2 (shock; mitral stenosis) 


8 

(zll except 1 
oN'CT 6 iRontbs) 

2 

Ourwr 

disease) 

*• (2 infection; 1 shock; 

1 amyloid— late) 

2 

5 


4 (3 infection (2 perforated 
pleura); 1 shock) 


'5 

2 

10 
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Conclusion ' 

Finally, I would like to stress the aetiological relationship 
oetween A.P. treatment and empyema mortality. The 
recorded incidence of empyema in A.P. treatment is very 
variable, and depends partly on the differences in treatment 
and partly on different definitions of an “ empyema.’’ 
Ale,xander (1937) quotes figures ranging from nil (Ulrici, 
diTiJ cases/ to ^f'^o (Hhys, iSi cases/. Frostao', in iV’orway, 
has estimated it at 10%, as an average figure, and in 
Soderhjelm’s series it was given as “ only 7.5%.” 

A consistent large scries from one centre is available at 
Vardasen (Rogstad, 194S). Great care is taken in the selec- 
tion of cases and in the technique of closed internal pneu- 
molysis, the director undertaking them all himself. The 
empyema incidence there is only 6.4% (59 out of 9i. 
patients). An attempt has been made to distinguish in th 
series between mortality due primarily to the empy.i 
and that due to the spread of the tuberculous disease, 
far as could be judged, death was due primarily to 
empyema in 16 cases, or 1.7% of all those in whom 
A.P. was induced. 'This not inconsiderable mor*«l’ 
therefore due to the A.P. as a method of treatment 
should be borne in mind when the induction of a p ■ 
thorax is being considered and weighed against 
methods of collapse of the lung. In' certain os, ^ 
destruction and fibrosis of the lung indicate the n 
a primary permanent method of collapse, such 
thoracoplasty. It is certainly incorrect to induce 
first in practically every case, as is sometimes d- 
grounds that it is an easy and safe method of " 
and therefore should be given a trial. 

The misleading factor about the risk of an A.P 
being only one, although perhaps the worst, y 
plications) is that the risk is spread over such at P-rioo 
of time that it sometimes fails to impress itse 
on the mind. 
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Summary 

The results in a series of 74 cases of tubet)^ empyema 
arc discussed and analysed. 

A staged thoracoplasty is the standard me/°^ treatment 
used in all cases when the general conditio/™'*®’ supple- 
mented by a Schede and Roberts type of r/'®" 
mostly chronic, cases. It should be can 
months of the onset of the empyema. 

In cases without secondary infection and/^*^"* upon with- 
in six months, a limited thoracoplasty seven nfas) B 
often satisfactory. / / 

The treatment of progressive tuberew pleurisy is <&- 
cussed ; if it docs not respond to medw 
three months it is regarded as an “ in/ 
treated by a limited thoracoplasty. 

The risk of the development of a tu^'o.*“ ejnpyern^with 
resulting mortaUty following A.P. tre/"* "S discussed/ 



rEif i»i na? i?aj n;t isio nsi isiz na ,tM4 1345 
Yeatly inddence of cases of suppu-mtive men 
Children's Hospital, Birmingham 

amides, Pittman type b specific rabbit antis^ 
and streptomycin. There is, however, at pr^ 
answer to what is the best line of treatme 
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lo Ihr intt.Hliiciton n!;,- ^nlpfinjutnulc*;. 
iniT.K'n.'nl (ncninj^ilN u.\<; tun, -illy f,il. WiSli (lie titc of 
ttilphun.tttiulr\ itlunr the p-i’-.ition \v.\% - Rule, but 

in Antes ic.t a bti; nih.iiKc v..n; tn.nie h; ( 19 -M) 

contl'iitcJ trc.ttntnit \Mth >;iilph;nli,i,'in.t .( type b 

<;vv'ttut f.iM'it .nntitcsiini. tumt; th'r. ip,,,j .4,.. |,,u (,s 
rrcotfSift If) A ■.ctiiu o! S" lit tbit j,o\tcter. 

'.p-cihe nntretu-n luf. n.’t brrn freely .•'.,1 itinl the 
tnttn AtU.tnee h.tK beett (innlc N'itb tlie tnc t .ttlphcitt-tmidc'; 
and '.vi’h R.'inv'iilii), (it'.’iinn, \\ oiv;tc\Kl, Zinncttt;inn 
ft-steu fcp.trt’i of lAuc-. trc.itcd "■i!h,ij,?(iintnu-.!c'i 
>S',! di-esui the rc-.pnsur t.' tfc-iimcnt in tui-'n to tlic 
ty{V of ote.ntioti involu'd Ihev rceool th:e to 

h:!n;ii-,inr. to I'litnt.in type b, '.'.Its ff.p.nnlcd 
to ;tst.l tltrce e.i-e*;. title to type^ 

o‘;h. 0-".r tesp in.k-.l to -itllpltApt riiline. Ihcv C- . that 


prt's 

th 


.tnd tfc-ttnient depend primarily on t.,,..^;^ 

:hr mfeetme ory.mttm. Gord.-n .md '/inncni.j 
[R* terstjtieity ot tnriott'* '.tmiti', ot //. 
fvnnhihn nrd found that ?l ot -'.s retplr.itory jtr.,^ 
inhths’.cd by con.eentr.ttiori'i of 2 l!nit^ per ml, of .j.ini. 
m l ir> out of IS ^traint itolatcii ir.irn eerehroip;- , 5 ,,;.! 
«efc timsitflv inhibited They eonehnle that //. m.’ 

^.f-ains arc no; int-rtuttuc to petiiciUm thotiyh the ^etuvRy 
1 * r'-'h !o'ac.r than tint of staphvlo^oec.d and •.trcpU\.j.;,i 
..•rairs /no'.emann Mif\cy,s .fo c.o.ee of tnth,;,.,! 

in relation to bacterial typc^ Ot thc-.e, l‘) 
evu-a hv tvpe b, Of ft^c treated 'Mth stilphonamtdcs 
./.'Jem! Yhi!'* of 15 treated with Milphonatnidet 
^I nm/eMicctnered. Meintod. and IDry-hde (!•), 
th- cue of a child aped 2k year-; who develop 
SJ');.fJuvn:nentcninpitis (orp.mism Pittntan type b) dunn 
. ./ .. ffv.rn ntenitntococcal mcninpitts and wb. 
JlmVc!e/on treatment tMlh penicillin and si.lpl.ame/atb.nc 


15rysdale, McIntosh, and Brodic (1946) report recovery in 
a second case, that of a child of 20 months, treated with 
penicillin. In this case the organism (Pittman type b) was 
sensitive to penicillin but insensitive to sulphonamides. 
l-orgacs, Hutchinson, and Rcwcll (1945) recommend that 
infliicnral meningitis should be treated with a combination 
of penicillin and a sulphonamidc, and report two cases,'of 
which one recovered. Thomson, Bruce, and Green (1947) 
put on record four cases, of which three recovered ; they 
advocate the use of intramuscular penicillin and an oral 
sulphonamidc along with the intrathecal administration of 
5 l».(K )0 units of penicillin daily until the temperature has been 
normal for seven days. Gottlieb and Forsyth (1947) report 
four cases in infants, three of whom recovered on treat- 
ment with siilphadia/inc by mouth .and penicillin given 
intramuscularly and intrathccally. The .strain olH. influenzae 
recovered from the cerebrospinal fluid was found to be 
insensitive to 10 units of penicillin per ml. of medium but 
s-nsitivc to 100 tiniU per ml. This justified their use of 
verv liree doses of penicillin, and they consider that high 
.yut'emic clos^ige is essential in order to prevent relapses due 

to reinfection of the meninges, 

■>O{V)0 -;0 0(K) units should be given intrathccally daily 
pi’i otKi units intramuscularly at three-hourly intervals. 

More rcccntlv, reports have been made on the value of 
strentornycin. In the American literature Hoyne and 
Jtrwvn (I94S) record 2S cases with only two deaths. All 

som’^ had scrum and streptomycin, and J 

se.uni. somw -r of .he ^6 who recovered had no 
h.ad streptomycin, fv cn y received 

.PlPk..! ('"f ; Ikrap, ... 
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In a report in the American Journal of Diseases of Children 
(1948) of a discussion (in the Transactions of the American 
Pediatric Society) on the value of streptomycin Alexander 
states that the use of streptomycin alone in the treatment 
of influenzal meningitis led to complete recovery when the 
infection was mild or of average severity; when^the 'infec- 
tion was severe the result was disappointing, the chief cause 
of failure being the development of resistance by the organ- 
ism. In the same discussion Weech reported that he had 
found Pittman type b to be just as susceptible to penicillin 
as to streptomycin, while Hodes found that each of 12 
strains isolated from patients suffering from influenzal 
meningitis was more susceptible to penicillin than to 
streptomycin. 

In this countr>’ Wilson (1948), in a summary of a report 
to the Medical Research Council on the use of streptomycin _ 
in influenzal meningitis, states that the principal cause of 
failure was the development of resistance by the organisiri ; 
this occurred in seven out of nine failures, the sensitivity 
changing from 0.5 unit to as high as 5,000 units in one to 
four days. This development of resistance is a serious 
drawback, and Wilson remarks that “ it has been decided 
in future trials to use a combination of streptomycin, 
penicillin, and sulphonamides from the start.” Smythe 
(1948) reports 12 cases treated with streptomycin, 10 of 
which had received previous treatment with penicillin and 
sulpha diazine. In all of these cases the preliminary dosage 
of penicillin was not high. He concluded that “strepto- 
mycin gar e good results in mild and moderately severe cases 
but was unsatisfactory in three severe cases." Roscoe and 
Gleeson-tVhite fl948) report four cases treated with strepto- 
mycin. In their one fatal case the organism was resistant to 
streptomycin, and in one of their successful cases the infec- 
tion was first controlled with intramuscular penicillin, 
100,000 units followed by 50,000 units three-hourly for two 
days and then 25,000 units four-hourly. Relapse occurred 
on the 15th day, and this was controlled by streptomycin. 
In the light of the e.xperience of Gottlieb and Forsyth and 
of our own e.xperience we do not consider that this case 
indicates a failure of penicillin to cure the disease but that 
it emphasizes the need for continued high dosage. It is 
to this point that we particularly wish to draw attention. 


fnitial Seserity and Duration of illness 

Severe Type . — Cases 6, 7. 8, and II were ad.Tii'.ied 'X, 

24 hours of the onset of illness, and all were comatose cr seX, 
comatose. In the cerebrospinal fluid the cell count was hiah^ 
2.000-12.000 per c.mm. — and no sugar was present. Three of 
these patients recovered, and one (Case II) died withi.t four 
hours of admission. Cases 1, 4. 9, and U were adrr.ilted cr. 
the second or third day of the illness and were comatose cr 
■jemicomatose ; the . cell count in the cerebrospinal fluid was 
577-4,0(X), and sugar v/as present in two ; all recovered. Case 2. 

. steed 1 year, was admitted to hospital on the eighth day of her 
-I'liness, during the first four days of which “she could net be 
roused ” ; she died five weel;.= after admission, .‘t second 
(Case 3), aged 7 months, had been ill for two to three weeks 
snd had “seemed far away” for Two weeks ; she survived, but 
with permanent cerebral damage. A third (Case 5). aged 2 years, 
was admitted on the fifth day of illness and died two days bier. 
These three cases draw attention to the difiiculty in diagnosing 
rneningitis in very young children and emphasize the disaster 
consequent on delay in starting adequate treatment. 

Less Severe Type.— Case 12, aged 10 months, was admitted 
on the lOth day of illness ; he appeared to have pain in the 
head, and resisted fle.xion of the neck, but he wus “lively and 
active.” In the 'cerebrospinal fluid the ceil count was 3S0. 
jugM was absent, and the protein was 55 rr.g. per tTO mi. 
Case 10, aged 1 year 9 months, had been ill for two weeks 
before admission and was, actually under observation in hospital 
for nearly three weeks before meningeal signs appeared : after 
some improvement on treatment with relatively small dcses of 
peDicillin for pyre.xia of unknown origin, a sudden rise in 
temperature on the I7th day induced us to have a -ecend blood 
culture, the first, on his admission to hospital, having proved 
to be sterile. A pure growth of H. Influenzae v,_s obtained. 
Lumbar puncture was carried out on the I9ih day. neck rigidity 
having appeared; the fluid contained 1.400 celb. 5? mg. sugar, 
and 30 mg. protein per 100 ml. : H. influct v.i- v.^v cultured. 
These two cases demonstrate the long bacienaemic pha'e which 
may precede the meningeal phase: in neither case was the 
meningitis severe, imd both patients recovered 


Treatment and Kesults 

The line of treatment adopted has varied somewhat 
according to the physician responsible for the case and 
according to experience gained. That and the results 
obtained will be discussed under three headings. 

I, Sulphadlazine and Penicillin HI cases) 


Report of 15 Cases 

Fifteen cases of influenzal meningitis were treated in the 
Birmingham Children’s Hospital. Two were admitted at 
the end of 1946, rivo in March, 1947, and 11 between 
November, 1947, and July, 1948. Six in the last group were 
under our care, and for permission to include the other 
cases in this report we are indebted to our colleagues. 
Case I has already been reported (Gerard, 1947). Twelve 
of the 15 children are alive, and all are quite well with one 
exception (Case 3), who is spastic and mentally defective. 
■ Details of the cases are summarized in the Table and reports 
are given below. The incidence of influenzal meningitis 
among admissions to the hospital is shown in the Chart. 

Types of Cases 

An evaluation of any line of therapy must take into account 
the age of the patient, the initial severity of the infection, and 
the duration of the illness before treatment is begun. It is well 
established that the mortality is highest in infants. The initial 
severily can be estimated roughly by the rate of progress to a 
comatose state, but, apart from that, clinical signs are of 
uncertain value ; chief among laboratory tests is the amount 
of reducing substance in the cerebrospinal fluid. 

/Ige. — Of the patients whose cases arc here recorded two 
/ were under I year, eight were between I and 2 years, four were 
between 2 and 5 years, and one was over 5 years. 


fa) Three of these patients died. One (Case 1 1 ), aged 2) y ears, 
admitted in coma after 24 hours’ illness, died before more than 
one dose of penicillin had been given, .-\nother (Ca'e 2). aged 
I year, had a severe infection and had been ill for eight days ; 
she was comarose on admission. She was given intrathecal 
penicillin, 40,000 units daily for 12 days, and intramuscular 
penicillin, 10.000 units three-hourly for 36 days. Irreparable 
damage may have been done during the eight days before 
admission, but in any event the intramuscular dose was inade- 
quate. She died on the 36th day of treatment. The third 
(Case 5) was semicomatose on admission, after having been ill 
for five days ; she was given one dose of 40.000 units of penicil- 
lin intrathecally and 50.000 units three-hourly intramuscularly. 
This dosage we regard as inadequate. She died within 4$ hours 
of admission. 

(b) One (Case 3) recovered, but had received permanent 
cerebral damage. She was 7 months old, and had been ill 
for two to three weeks before admission. Again irreparable 
damage may have already been done, but doses of only 10.000 
units were given intrathecally' and 8.000 units, later increase''' 
30,(XX) units three-hourly, intramuscularly. 

(c) Seven cases recovered completely. Six of them wer 
the severe type, comatose or semicomatose on admission :/ 
were admitted within 24 hours of the onset of illness aryr 
within two to three days ; the seventh case hay 
bacteriaemic phase and the meningitis was not sever/ 

(Gerard. 1947). the first in the series, had a cr" 
intramu.scular dosage over a period of four weel/ 
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iit’it'i {I.ith.-, i', continircU for alunif three ua-r-s. 

2. S:s!;‘': l\'i\wiUiK. c.r\! .Srrt'p.'onnt/i; tinr.t). — 

Jf! 12 Mnl 1? a ch-irtyf v.a*. ttt.itle fftnrt penicillin to ^frepto- 

wveh) o.n lire fonrsb .'.ml lifth i!.\y rc’.pcctivdj-, but in c.ich caif 
irnp:ovc:ii:!'.t in tb.e C‘..S (•'. — .\ f.iti in celh from JKO to SO .'’.nil a 
.'i'C ir. M-'r-'ir frorn b to 35 in>‘. prr 100 ml. in one. and a fall in 
Cci!'. fri'ni 2.5-‘'0 to “0 anvl a ri-c in ^iie.ir from 21 tny. to 30.5 nit;, 
p.-.' too rt!. in the other— -had ahc.uly tahen place, '1 he second 

р. ttien; h.ad a eo.nvitb.ion .after one of the inirnihceal injections 
of penieillin. In the third (Case l-'O, a chanr.c to streptomycin 
M'.is jn.ade on tlie second day of treatment. In none of these 

с. '.sc' c.in it be said that peiiiciiiin bad failed; it had not been 
eisen time to sticcecd. All recovered. 

3 .Vfd/d.’C./ineinf nnd .Stre/’Kiiiiyri'i. — One patient (Case I5J 
•a.M treated svilit Ibis combination svitb complete sncee-s. 


A .SrUDY or THE POST-WAR IIVaDENCE 
or RREAST-FEEDING 

ny 

i'. ff. M. DUiMolKR, iM.B., Cii.D., D.P.H. 

. I rris/r.7!/ Connfy Affi/icn! Officer, Hertfordshire ; Maternity 
(trill Chitd Welfare Medical Officer, Iliicldrt and Stevenage 

■flits inve.stirr.iliori was carried out in order (]) to study the 
teal incidence of breast-feeding in (he town of Hitchin, 
North Hcr/fordshirc (population 20,710); (2) to analyse 
the rciisons for early weaning ; and (3) to consider any 
existing correlation of age and p.aritj’, place of confinement, 
effect of vitamin supplements, mixed feeding, and housing. 
Opinions of previous investigators have varied consider- 
ably on the trend in breast-feeding. Spence (1938) reported 
a definite decline; Robinson (1939) stressed the tendency 
towards a slrottcning of the duration ; Hughes (1942), 
reviewing the incidence of breast-feeding in a small mining 
community, found that 31% of babies were weaned by the 
sccerad week, h h,is rcecntly been stated that not more 
than half the b.abics in Britain are breast-fed for longer, 
than three months (Waller, 1947), 

Mntcrinl and Method 

'I'he survey was restricted to mothers living in Hitchin 
who were confined locally between Jan. 1, 1946, and 
Dee. 31, 1947, and who spent at least six antenatal months 
in the district. By such selection it was hoped that varia- 
tions in antenatal and post-natal care, modes of manage- 
ment in infant-feeding, and fiuctuations in the availability 
of c.xira rationed goods would be equalized. 


Conclusion 

We submit that llicse c.ase.s .show that penicillin, com- 
bined with oral .sulph.adi:i7jnc, given in adequate dosage-— 
vr.O.OOO units daily for three weeks in three-hourly doses 
intmnniscularly. and 40,000 units daily infratliccnlly for 
about .scx'cn dav.s aflcr the cerebrospinal fluid is sterile— 
providc.s an effective remedy in the treatment of severe as 
well as of moderately severe eases of influenzal meningitis. 
The facl.s that streptomycin is not freely available at present 
and (hat the organism is known to develop resistance render 
streptomycin less generally useful. 


We wish to express tlianks'to our colleagues for permission to 
include ilicir eases in ihis survey, to the resident medien) staff for tncir 
help in carryini? out the ireaimcol, nod to the nursing staff for their 
(Treat care of t)ic pniienis. We arc also indebted to Dr. Rogers 
for the palhoioRical reports and to Miss E. Hickmans for the 
bioclicmical reports. 
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In order to obtain a comprehensive survey it was obvious 
that the rcco'rds of antenatal and infant welfare clinics 
alone would be inadequate. A detailed questionary was 
therefore prepared and mothers in the above category were 
interviewed individually. The questions were worded so 
that a "social history” of each infant could be built up. 
A complete picture of environmental conditions possibly 
alfccting its intrauterine' and extrauterine life until the age 
of 6-9 months was obtained. Out of all the visits paid, 
in only one instance w,as the required information refused. 

The results of the qiicstionary, taken in conjunction with 
the relevant records in the clinics and the reports of the 
health visitors, provide the basis of this study. 

llcsiills 

Omitting infant deaths, removals from the district, and 
mothers who were confined elsewhere, the total available 
for investigation was- 546. The number successfully inter- 
viewed was 545. Of these, 58.7% were in regular atten^nce 
at the infant welfare centre. This figure is regarded as 
satisfactory, since over 30% of mothers with children born 
in 1946-7 arc living in an area of the town almost 
miles from the centre, and their regular attendance woul 
be a matter of 'great inconvenience to them. 

Deliveries . — ^These were carried out in the ' 

Maternity Home (161), two private nursing-homes (230), tn 
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maternity unit of a local hospital (50), and “ on district ” (104). 
Midwives delivered 3S3 cases, while 162 were doctors’ cases. 
The overall average period “confined to bed ’’ was 11.1 days. 

Age and Parity . — Almost one-quarter of the primiparae were 
.'.gcd 30 or over (Table 1). Although the number of primiparae 
is high — 44 % — the tendency towards postponement of the first 
birth is seen. The average time which elapsed between marriage 
and the birth of the first child to the primiparoiis group was 
3.4 years. Less than 27% have more than two children. 


Tvblc I. — Age and Parity 



Duration of Brer tt-f ceding . — In Table TI “ weaned ’’ is defined 
as “having reached the stage at which the infant receives 
wholly, for the firbt time, feeds other than breast milk.” These 
results are compared with those of previous investigations 


T vnic II — Duration of Breast-feeding (545 Cases) 


Tirrc 

^ Complete Brcasi- 
feeding 

Tartial Brsasi- 
feedms 

Weaned 


i S4-S% 

5-y/. 


Up to 2 weeks 

! 78 3% 

7iy, 


1 month 

i 6S 5% 

45% 

26*0% 


. . 575% 

6 S% 

.'G0% 

3 

' so y/. 


ATor. 

4 

■way. 

S’?-' 

5J*0% 

5 

s'J-is;; 

0-0% 

«i75% 

6 

\yy/. 


6S-4% 


T»ele III. — Durat.on of Breast-feeding. Comparison with Presious 
Investigations 


Time 

i Spence (from 
Fir.iJlay. Edin- 
burghk 1938 
(3,000 Oscs) 

Spence (from 
Brews, Nesv- 
castltf) 1938 
(U26 Cases) 

n,obinson, 

' Liverpool. 
1937 

(439 Cases! 

trughes. 

Ne«cise!n. 

1942 

(112 Cases) 

Present 

Survey 

1948 

(545 Cases) 

10-14 days 

S7% 







2 ^'ceks . . 


— 

S6% 

67% 1 

7S-3% 


_ 

_■ 


55% I 

69-5% 

3 months. . 

— 

5S% 

4sy. 

32% 1 

50-3% 

3-6 „ .. 

^5% 


— 

— 

— 

6 ; 


34-7% ! 


19% 

13-2% 

t 


(Table Ilf). Since the factor of “ duration ” is of greater 
consequence than “initial incidence" the results were further 
broken down to ascertain the trend of primiparous women 
(Table IV). 


Table IV . — Duration of Breast-feeding: Primiparae (742 Cases) 


Time 

Complete Breast- 
feeding 

Partial Breast- 
feeding 

Weaned 

Up to 2 weeks 

75% 

9% j 

16% 

I month . . 

66% ' 

n-5% 

22-5% 

3 months . . i 

50% 

4*2% ! 

45-8% 

6 ; 

1 

12-S% 

18-2% 

69% 


Complementary Feeding . — Table V shows the average period 
for which mothers have been able to extend breast-feeding by 
the use of complementary feeds. Cases in which full breast- 
feeding was later resumed have been excluded. 


Table V . — Showing the Duration of Breast-feeding along with 
Complementary Feeds 


Complemented 

at 

Average Extension of 
Breast-feeding 

Complemented 

at 

As^rage E.’ctcnsion cf 
Breast-feeding 

I uTck 

3-Sviccks 

I S weeks 

6-9 sreel's 

2 wreks 

5-3 .. 

; 12 .. 

10-0 „ 

3 M 

7*3 

. 16 .. 

91 „ 

4 „ 

60 „ 

18 „ 

9S .. 

3 „ 

7-3 .. 

1 20 .. 

11-9 ^ 

6 .. 

6-6 

1 22 .. 

10 


Place of Confinement Reiated to IVeanir.g . — ^The results'^ 
shown in Table VI. 

Table VI . — Percentages IFcar.ed at 14 Date and 3 Mc'-:hs Rcfe-’ti 
to Place of Confm.err en: 


Place of Drf;%ery | Weaned by Da;--? [ by 3 

County Co'arcij Maternity Harr.e i l€ ri’; ' 

Private nursing-hentes .. .. • 

District .. .. 231% 


Housing . — Details of housing accommodation for the firit six 
post-natal months were carefully noted, and cases were ailo- 
cated to one of the six categorites shown in Table VIII. The 
special position of primiparae was ascertained. 


Table ML — Shm.nng (it Housing Disttibuh'en; ':-i P-r-cr.:r:e 
IVcar.cd by S IVet'hs: (Hi) Percentage of Pnrnip.a-e . it', c-c.i 
S IVeeks 


Group ] 

Shanng 

Detached 

Fa; , Rac-.t 

Ir.-:---. 

fi) Overall 

31% 

“.*»■*/ 1 ^5.0% 

I G-'" 

15 4% 

(ji) Weaned by 8 . 
•aeeks 

25-C% 

25-6% ! 33 4% 

•I .% -•> (% 

! a--'-,*' 

(tiO Weaned by 8 
v/eeks (pri- 
msparat) . . 

63% 

1 

i 20-0%. - 29-r' 
i 




Vitamin Supplements. — It might be of some i.nte-e-' to note 
the percentages using the Ministrs of Food vitamin -cnriemen.ls 
A and D and the concentrate of orange juiee l- l;''e for 
e.xpectap.t motherst (1) 27.3% did not use the ".np'.'erts a: 
anytime; (2) 11.8’i took the supplements in hot;, ir'erstal and 
post-natal periods; and (3) 60 9% took them m ,"e a.ntcnatri! 
period only. For cither period the minimum ' e c'lowed in 
the calculations was one month and the nix;.- i months. 
In group I. 25.1% breast-fed for three r.ortr- , mere; in 
croup 2 the figure was 12.3'^, ; and in ,'C'jp 3 N'c 

real relationship is suggested ir. these f-Ji.''g= 

Reasons for B’caning . — The reasons r - ..nrc b;. trr erd 
of the third month were: mater'' il re-s genero. 9' ■ 
maternal illness. local. 15 ; illnes- u 5 . cccncm'c. 

4%', psychological, 10%: physiolce. .al :!' •ri-'er'lanec -s. 
6%. Among the above causes br.-cs; . --e.is accounted or 
4%, mastitis or engorgement with, it lO'Ce'S fcmaii.''- j- 
malformation of nipples or brea 's ;v, and iriTm m- ■' '.-r'.. 
tions such as cleft-pa'ate and hire-lip I 1'' 

Occupationni Groups . — Ap3-r from iliegr “a.; .-il.,ren. in 
all but two cases the occ ipatior. of the bL'S-^-.d .. 1 = ^ccuratei;. 
elicited. Table Mil cosers the occupa;:''.i .' groi ns cf 97' 
of the husbands of the women interMC-ed 

Table MIL — Shoi mg Occupational D it- t-.. . gj sp -.-r-g Timrt 


Occupation 



P.-r=: 


Occiirri-gat 

' 

J-4 kS f. 

s 5 

-12 \Sics 

M-:4Wks ;,\r.t'24 

Professional . . 




15 

22 . 

Civil servant 

1 



22 

26 2' 

Skilled workers 

1 

■* 


21 


Services 


3_5 


2< 

15 i 

Semi-skilled workers 

1 

31 


27 

n ; :.■» 

SioreVeecers . . 



j 

17 

3’^ 1 2* 

Vehicle drivers 


22 


22 

*2 ' 24 

Factory 'workers 


J ! 


15 - I 

:5 3> 

Labourers 


'•J 

, 




Discussion 

From a study of preWous investigations it is cicar th^i 
there is a distinct trend towards early weaning (Speriy 
1938 ; Robinson. 1939 ; Hughes, 1942). The likelihood 
this mode will become permanent is given weight bJ 
fact that the gross initial incidence of breast-feed 
not fallen to any appreciable extent. Of the 242 pj 
in this series 16% had weaned by the end of thi^j 
and of these nearly one-half had either not j 
feed the infant or had failed to establish succj 



Ifi July 2, 1949 


STUDY OF POST-WAR INCIDENCE OF BREAST-FEEDING 


HRmSlf 

Medicai. Journal 


in the first week. In the nn.-ilysis of the reasons for 
weaning at or before 3 months 6% were classified as being 
unwilling to breast-feed. 

Genuine physical incapacity of mother or infant 
amounted to only 6.1%. Spence (1938) considers that 
not less than 5% of failures in lactation are due to 
tliis cause. ' 

The term “ physiological insufiiciency ” covers a multi- 
tude of unsatisfactory causes. In this group the commonest 
explanation was “ My milk just dried up.” Where there 
was any reason to suspect undue worry, shock, or housing 
conditions which were too btid for a nursing mother, to 
cope with there has been a follow-up, and the reason 
re-allocated. But a large percentage of failures remain 
unexplained. In a study of failing lactation Robinson 
(1943) found that in 40% of women who ceased breast- 
feeding before the end of the seventh month no adequate 
reason" could either be given or be found on examination. 
There would seem to be no specific fault, and m the 
majoritv of eases the mother in.sisted that .she wished to 
persist in breast-feeding.' In many instances it is not unlikely 
that the reason was an unadmitted revolt against the condi- 
Uons in which she was placcd-tircdncss small accumu- 
lating worries. living under poor or even bad conditions, 
rcstrfction.of freedom, and, possibly, marital anxieties' 
In such eases home help, (he health visitor’s continuing 
interest and. perhaps most important of all, the attitude of 
the husband would give the nursing mother that peace of 
mind and bodilv rest so essential throughout lactation. It 
Tnbt unknown for the husband to forbid breast-feeding 
One such individual gave as his reason, ‘ 

a disgusting c.xample to our I2-ycar-old daught r. . 

The “danger period” in breast-feeding is 
JLrth or fifth week, with a second relapse about the 
the Jourm or mi » otherwise, of com-' 

tenth times has been strongly voiced 

plerncntary feeds . d even 

(Lishman, 1944 , ’ enabled to resume full 

i" ‘^’rfeedin?ffterthe use of small complementary feeds 
breast-feeding alter me ^ number 

for only a »«t or ’“1 'J^of Want feeding is' 

of mothers give up, and no aspect oi 

trangw with greater f ^e very ntis- 
The use of » Sc medical officer-and, 

leading. It is ‘ faces a substantial obstacle. It 

no less, the practitioner . for test' feeds encour- 

helps oodsiderab^ to h t^ormal 

aged to aft^dd the ch breasts before the 

session so that one may really co-operative 

feed and again during the loed g^sgntial in early 

cases— and the visitor ' can usually 

complementary feeding the ^ f ^5 or at least 

arrange to carry out three consecutive testate 

a minimum of two, including the eighth week 

plementary feeds at the 'later stages-from to ,g 
onwards-can be resdrted to more confidently^ ^ 

parae are also found in,tn thoroughly disheartening 

- friends and /clalions f L of the opinion that housing 

v SSiS 


on the unsatisfactory district figures compared with those of 
nursing-homes onhthe question of weaning by the end of 
the second week. 

In the Ministry of Health Report (1944) the statement 
is made that the Advisory Commttee estimated that 95% 
of Babies born on the district are wholly breast-fed when 
the midwife leaves, while only 80% of babies leave hos- 
pital fully, breast-fed. For these results' the “over- 
mechanized methods” of hospitals are blamed. In this 
scries 83.8% of babies born in the County Council 
Maternity Horne were wholly breast-fed at 14 days, while 
the corresponding district figure was 76,9%., Locally, at 
least, “yover-mechanized methods ” do not appear as an 
outstanding cause of failure. 


This investigation shows that each of the occupational 
groups chosen has its own specific weaning rate. In her 
Liverpool series on the weaning rates in ten classes of the 
population in the years 1930-40, Robinson (1941) found a 
difference of only 8% at the end of the first month and 
onlv 3% between the classes at the fourth to seventh months. 
The smallest fange-12%-in the present survey occurs , 
between the fifth and twelfth weeks. In a senes of this 
rizc we are nof justified in drawing general conclusions from 
these findings. 

From the collected material available it is unfortunate y 

three months or longer. 

Summary 

a- 

“Srlabe, .f babl. b-.-fe.. « 6 n.oa.hs waa 

es,timated at Ihe low "of breast-feeding has not 

Although P^'^bere is evidence of a shortening of the 
appreciably altered breast-feeding is set by the pnmi- 

duration. i ne m _bortened duration, 
parae, who avo complementarj' feeding. 

^heTffei'of housing accommodation are tabulated and 

discussed. . between the early weaning rates of 

baUerbrn^t^S homes and those on the district. 

I have to thank 

fordshire, for DepaTiroent for their ' .fif ^ 

staff of the County Health Depa ^ ^ pbt by the health visitors 

tancc. Most of the to them for their s«t.-.,ned 

nf Hitchin, and I am most d P ^ . j.l agreed to perform these 

fnterestTnd the willingness ssWh which Cambr dge 

' University Library to peruse me 

acknowledged. I^phrbkces ^ ^ 

f M J SS: ». bib- 

Robinson, M- 3, 

(1941). Ibid.. 16, 41- 

'u , I S that the universities should pay 
The Ministry of Health stales and distribution 

the e.xpenses of for the postgraduate cduca 

of the syllabiises of hospital c should not fall ot. 

lion of general practitioners, 
hospital funds. 
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ASCHHEIM- ZONDEK AND HOGBEN PREG- 
NANCY TESTS MODIFIED AND 
COMPARED 

BY 

F. W. LANDGREBE, D.Sc. 

' AND 

B. M. HOBSON, B.Sc. 

{from the Deparlment of Public Health and Social htedicine. 
University of Edinburgh) 

During 1948 the new laboratory of the Pregnancy Diagnosis 
Station of the University of Edinburgh was equipped to 
carry out the Hogben test. Most of the tests now carried 
out here are Hogben tests, though a large proportion of 
Aschheim-Zondek tests are still performed, partly because 
many practitioners do not send us enough urine. 

Modifications 

During this period modifications to both methods have 
been introduced which have resulted in a more efficient 
routine and in greater accuracy. There are now enough 
data available to show that the Hogben test is suitable for 
routine diagnosis, and that it is more reliable than the 
Aschheim-Zondek test. The following modifications are 
those now in use. 

1. Aschheim-Zondek Test 

The method used is that described by Robson (1947), with 
the following modifications. Four mice (obtained from dealers 
as 3-weekS'Old females) are used instead of five. The pre- 
treatment of urine (testing with universal indicator, addition of 
add, or shaking with ether when toxic) and the addition of I g. 
of sulphosalicylic add to 30 ml. of urine have been discarded 
in favour of the following; four drops of 20% thymol in 
alcohol are added to 30 ml. of urine immediately on arrival 
of the specimen. This simple modification has reduced the 
percentage of urines which prove toxic to the test mice. This 
is in conformity with the findings of Zondek and Black (1946), 
who decided that toxicity was not a property of normal urine, 
but was formed, on standing, by bacteria in the urine. It should 
be added that the mice tolerate thymol extremely well, and the 
effect on the ovaries of the test animals seems more clear-cut. 

2. Hogben Test 

The method used is that published by Landgrebe and Samson 
(1944), with the following modifications. Well-fed toads weigh- 
ing 60-100 g. are used, and must respond by ovulating to 
70 i.u. of chorionic gonadotropin instead of 100 i.u. We find 
, that stock animals can be divided into two quite distinct groups 
with regard to sensitivity, and this test dose enables the less 
sensitive animals (about 20% of a fresh stock) to be discarded. 
Toads are used every ten days, as they have been shown to be 
more sensitive than if used at 21-day intervals (Landgrebe, 
1948). They are not, however, used continuously, because they 
lose weight. It may be that with different conditions of 
husbandry this would not occur. So in our laboratory they 
are used three times in one month and the next month not at 
all — e.g., animals used on Jan. 3, 13, and 25 will be rested 
during February' and used again on' March 1, 11, and 23, rest- 
ing the following month, and so on. This means that a single 
Xcnopus toad is used 18 times in a year. 

By means of the Scott (1940) technique 60 ml. of urine arc 
concentrated into 5 ml. of extract. One toad only is used for 
each test, and it receives 2.5 ml. of extract in the dorsal lymph 
sac (sec Landgrebe, 1948). If the toad ovulates within 24 hours 
the resvU is recorded as positive. If, however, no ovulation 


E!L.Te- 

MirtCAi. J -UZN 

results in 2- hours a second toad is injected -wi-ii the rerrNw 
(2.5 ml.) of the same extract. U bath toads are still r.ecN, 

48 hours after the beginning of the test the result is recorded, 
as negative. This enables 25% more tests to be done with the Ny 
same number of test animals without loss in accuracy. We find 
that toads which have previously ovulated can be made to 
deposit eggs if they are injected, 24 hours after their last ovula- 
tion, with ‘‘negative urine” or distilled water. 1: is therefere 
of the utmost importance that toads be taken from the correct 
tanks, otherwise many false positive results will be obtained. 

Comparison of Results 

Slips for confirmation or otherwise are sent out with the 
results of the tests, but unfortunately owing to bek of 
co-operation of the medical practitioners only I4jj were 
returned during 1948. It has been assumed in the follow- 
ing table that our errors are duly reported. In the words 
of one of our local practitioners, ” I don't bother to tel! 
you when you are right, but I soon let you know if you 
are not.” Even if this assumption is incorrect the com- 
parison between the two methods is still valid, as a similar 
proportion of confirmations were received for each test 
The first items in the accompanying Table are a summation 
of data gleaned from the literature. 


Test 

1 

. SciT:rM ' 

No. of i Dificitil? 
Tests 1 Ccrrsci 

1 Dilubtfil 

Filst ' F3i:e 
Nesstivff Posiuve 


1 42 ZTsthoTS i 

13 i 

'26.163 i 
5ASS 

5-4% 
57-:% 1 

' 0-05% 

1 6v; i-r/C 


[ EdnburshP.D.L,' 12467 - 

55% 


0-72% o-cr/' 

Hogfcco 

1 14 aothen i 

7,707 

534% , 

0 

! l\ 0 

Edinburgh P.D-L. 1 

5.666 

55 65% ; 

0 

o-sr/, 0-03% 


It will be seen that the Hogben test nas produced more 
reliable results than the A.-Z. test both at Ed:.-,burgh and 
elsewhere — this in spite of the fac: mat our modification 
of the A.-Z. has increased the accu-acy from an average 
of 98.4% over many years to 99% in 1948. 

The number of false positives (two) given by the Hogben 
test compares favourably with that given by the A.-Z. test. 
One of these Hogben false positives was found v;i;h un'.ne 
from a patient with a history of persistent abortion over 
several years. According to the clinical report received 
later, she had a discharge for a few days following the 
dispatch of the specimen. The second false positive did 
not, however, support the clinical findings, although two 
toads ovulated to the specimen of urine sent. Thus any 
attempt to sensitize the test further should be avoided. 

Some false negative results are probably due to speci- 
mens being collected too soon after the first missed period: 
ten days should elapse before urine is sent for test- We 
cannot decide how many of our false negative results are 
due to this, since in many cases little or no information is 
sent with specimens of unne. 

Conclusion 

It is shown that the Hogben is a more reliable test than 
the A.-Z. Its many other advantages over the A.-Z. have 
been outlined by several different authors (Elkan, 1946 ; 
Herring, 1944 ; Landgrebe and Samson, 19-^4 ; Milton, 
1946 ; Weisman and Coates. 1944 ; Zwarenstcin and 
Duncan, 1944). With our modifications the advantage of 
economy is even more obvious. Some of our animals 
have been used for test over 40 times and are giving con- 
sistent and reliable results. ' We have estimated thatj 
including running costs of the laboratory, a Hogben tesf 
can be carried out at less than half the cost of an A.-Z. tesf 
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A SIHIPLE WEIGHT-REDUCING DIET 

, - BY 

H. L. MARRIOTT, C.B.E., M.D„ r.R.C.P. 

Physician With Charge of Out-patients, Middlesex Hospital 

Fifteen years ago I devised a reducing diet, and have since 
used it for a large number of patients. The essential 
instructions are as follows: 

1. Eat or drink as much as you like (or can get) of : 

’ , Lean meat, poultry, game, rabbit, hare, liver, kidney, heart. 
, sweetbread — cooked in any way, but without addition of 
flour, breadcrumbs, or thick sauces. 

Fish (not tinned), boiled or steamed only ; no thick sauce. 
Eggs, boiled or poached only. 

Potatoes, boiled, steamed, or baked in skins, but not fried, 
' roast, sautd, or “ chips ” ; not potato powder. ^ 

Other vegetables of all kinds (fresh, tinned, or dried) 
cooked in any way not involving the use of fat. 

Salad and tomatoes without oil or mayonnaise. 

Beetroot, radishes, watercress, parsley. 

Fresh fruit of any kind, including bananas. Also bottled 
^ fruit if bottled without sugar. Not tinned or dried 
" fruits (including dates, figs, and raisins). 

Sour pickles, not sweet pickles or chutneys. 

Clear soup, broth, “ bovril,” “ oxo,” " marmite.” 

Salt, pepper, mustard, vinegar, Worcester sauce (no other 
sauces). 

Saccharin for sweetening. 

Water, soda-water, and non-sweetened mineral waters. 

Tte and coffee (milk only as allowed below). 

2. You may have /milk' (not condensed) up to half a pint 
(284 ml.) daily. No cream. 

3. You may have/three very small pieces pf bread per day 
and take them either one at each main meal or all three at 
one meal as desired (“ very small ” means not exceeding ] oz. — 
2S s.}. 

4. You may have nothing else whatever', particularly note 
that this means ; 

No butter, margarine, fat, or oil (except foccooking meat, 

’ not fish). ' 

No sugar, jam, marmalade, honey, sweets, chocolate, cocoa. 
No puddings,, ices, dried or tinned fruits, nuts. 

No bread (except as above), cake, biscuits, toast, patent 
reducing breads, cereals, oatmeal, “ all-bran,” “ r>’vita,'' 

. “ vitawheat.” 

' No barley, rice, macaroni, spaghetti, semolina, sausages, 
cheese. 

No cocktail savouries, alcohol (beer, cider, wines, and 
spirits). 

t.'- Weigh before you begin, and thereafter weekly, on the same 
scales, in the same clothes, and at the same time of day,. 


allow unre 

stneted consumption of specified low- and moderate-calori 
foods,, with measurement of only two foods, -milk am 
bread. It is therefore very simple, and patients generalh 
report it as easy to carry, out, even in these days, whethei 

eating at home or, in restaurants or as guests. - 

The' opening words “ eat or drink as miich as you like ’ 
seem to -predispop to willing co-operation. Encourage, 
ment to eat unlimited potatoes generally occasions pleasant 
surprise. The lay public has deeply rooted the notion that 
potatoes are more fattening than anything else and, con- 
sequently, the obese have usually been denying themselves 
potatoes, which, in fact, are not of high calorie value unless 
covered and impregnated with fat- in cooking. Obese sub- 
jects can eat liberal helpings of boiled, steamed, or baked 
(without fat) potatoes three times, a day and still dontinue 
to lose weight. 

Weight lost by patients who adhere faithfully to the diet, 
without any lapses; varies from 15 to 35 lb. (6.8 to 15.9 kg.) 
in 12 weeks. More can be lost (up to 60 lb. (27.2 kg.) in the 
very fat) by going on. Prolonged experience enables one 
to say that a patient with simple obesity who does not lose 
weight is eating or drinking outside the permitted articles. 

After weight reduction has been achieved the patient-is 
left knowing the foods which are most fattening. He or 
she should be advised to return to ordinary diet but to 
maintain weekly weighing and check any observed tendency 
to regain weight by moderate restriction of consumption 
of the articles listed in Instruction 4. 

Hitherto I have not had the diet printed, except for 
hospital use, but in response to requests from practitioners 
I have arranged with Messrs: H. K. Lewis & Co., Ltd., 136, 
Gower Street, W.C.l, to produce it as a printed diet card 
with the instructions on the front and the weight record on 
the back. (Price 7d. post free,). The instructions are pre- 
faced by a warning that the diet should not be undertaken 
except on the advice and under the supervision of a doctor. 
A footnote states that the card is intended for sale only to 
registered medical practitioners. 
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Pylorospasm in the Adult, Complicated 
by Uraemia 

of true hypertrophic stenosis. remarked that 

In Price’s Practice o MedKUic (. 193 S) 

“spasm is often stated to give rise to 
but the evidence that it can do so 

in the hypertrophic Treatment in General 

-trast to this, Beckman (U.S.A.) in ms ^ re . „ 

Practice under the headings of nerv •• 

“pylorospasm ’’ describes cases very similar to that my 

. G.XSE Revort . , , - 

In January, 1916, while I" and*^was in hospital 

now aged 6o had jaundice wilh acute p n 

for four months. In September, has suffered 

dicectomy for alleged chronic append 

from flatulent dyspepsia ever since. , »<■ ]() 2 '’ p. 

in December, 1919, when he had a 
(38.9° C.) and a much-enlarged and tender g 
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In January, 1927, he still had flatulent dyspepsia, and 
cholecystography on two occasions failed to show the gall- 
bladder. The report on a barium meal was that the first, second, 
and half the third part of the duodenum were enormously 
dilated, possibly by obstruction by the superior mesenteric 
artery. On my advice an exploratory' laparotomy was done. 
The gall-bladder was removed, but was found to contain no 
calculus and did not seem to be unhealthy. From this time 
flatulent dyspepsia had persisted more or less continuously with 
bouts of vomiting. Barium meals on several occasions showed 
no abnormality of stomach or duodenum. lit March, 1946, he 
had jaundice with relapse, piesumably due to infective hepa- 
titis, which was epidemic at the time. During the summer of 
1947, while on holiday in England, he was very ill, vomiting 
frequently and losing a great deal of weight. He was admitted 
to hospital, and after barium and fractional test meals was told 
he was suffering from “ cramp of the stomach,” which in the 
light of recent events presumably meant pylorospasm. 

I saw him in October, 1947. He was then extremely thin, 
but stool culture revealed nothing abnormal. By the middle 
of January, 1948, he had been free of symptoms' for three 
months, had been eating less carefully than for a long time, 
and had gained some 18 lb. (8.2 kg.). This ruled out any possi- 
bility of carcinoma. It was quite evident that his symptoms 
were closely related to worry, of which he had been free during 
these three months. On Jan. 20 he relapsed. He now restricted 
his food, but had \omited several times daily for a week. His 
subsequent history is as follows: 

Jati. 22. — Still vomiting ; mental confusion and delusions. 
Admitted to hospital. Urine : a few granular and hyaline casts ; 
traces of albumin ; sp. gr. 1014. Blood urea 172 mg., plasma 
chlorides 415 mg. per 100 ml, 

/an. 23, — No more vomiting. Urine 14 oz. (400 ml.). 
Rational at times. B.P. normal. Glucose-saline, 500 ml. b.d. 
subcutaneously ; orange juice,* etc. 

Jan. 24. — No vomiting. Great mental confusion. 

Jan. 25. — No vomiting. Urine, 70 oz. (2 litres). Blood urea, 
200 mg. per 100 ml. No noteworthy change occurred for five 
days. 

Jan. 30. — Urine, 70 oz. Blood urea, 72 mg. per 100 ml.' 

Feb. I. — ^Urine, 30 oz. (850 ml.). Vomited copious green 
fluid several limes. 

Feb. 2. — Urine, 34 oz. (965 ml.). Copious vomiting. 

Feb. 3. — Copious vomiting of green liquid. On inspection 
very strong peristaltic waves visible in epigastrium, with a 
swelling as large as a tangerine orange progressing towards the 
pylorus, as seen in congenital pyloric stenosis of infants. 
Barium meal : on screening, very' strong peristalsis of stomach 
w'ith antiperistaltic wave after it had reached the pylorus, Two- 
and-three-quarter hours later no barium had passed the pylorus. 
Atropine 1/100 gr. (0.65 mg.) subcutaneously; ” bellafoline ” 
10 minims (0.6 ml.) t.d.s. ; phenobarbitone J gr. (50 mg.) td.s. ; 
glucose-saline 500 ml. b.d. 

Feb. 4. — No vomiting. Urine, 20 oz. (570 ml.). 

Feb. 5. — No vomiting. Atropine, 1 /200 gr. (0.32 mg.) b.d. 

Feb. 6. — Copious vomiting. Atropine and bellafoline dis- 
continued. "Antal” 10 ml. I.V. daily for 18 days. (Antal is a 
French preparation containing I mg. of atropine and some 
sodium bromide.) It was noticed that the very' violent peristalsis 
of the stomach which occurred after the ingestion of any food 
ceased in' a few minutes after the injection of antal ; the patient 
then announced that the spasm had relaxed, and food was 
passing the pylorus. 

On Feb. 20 he was eating cold chicken and ham without 
inconvenience and had returned to work in his office. 

Nov. 10. — For four months past he has been free of all 
symptoms, eating normally', and feels better than he has done 
for 25 years. 

1 believe the " cure " to be due to his realization that the 
g.astric trouble was due to psychological causes. 

E. N. Russell. MX)., B.Ch. 

Anglo-Swiss Hospital, Alexandria, Egypt. 


Sternal Swelling as a Presenting Sign of 
Hodgkin’s Disease 

The association between stemaT swellings and Hodgkin’s 
disease has been noted by Goldman and Victor (1945) and 
by Sicher (1948). The latter describes an unusual case in 
which Hodgkin’s disease manifested itself by a sternal swell- 
ing of two weeks’ duration. The following case is of interest 
in that a swelling had been present on the sternum for five 
years before the diagnosis of lymphadenoma was made, and 
because the patient had been successfully treated for 
pulmonary tuberculosis. 

Case History 

The patient, a woman aged 36, with a considerable medical 
history, was notified to this department in July, 1947, as a case 
of tuberculosis, and was admitted on Aug. 1 1 to sanatorium for 
further investigation. 

She had had measles and scarlet fever, injuries due to a fall 
of 30 ft. (9.14 m.) at the age of 13, and pulrnonary tuberculosis 
at 22, She was in sanatorium from July, 1933, to January, 
1934, and was treated by left A.P., which was continued 
privately thereafter; last refill January, 1946. Menstrual dis- 
orders for years ; had D. and C. in 1943 and again in January, 
1947. Chronic dermatitis of both hands. 

A small swelling on the upper sternum first noticed about 
1942 had remained static. After the uterine operation in 
January, 1947, the swelling had enlarged noticeably and pro- 
gressively, In June, 1947, the condition was diagnosed as 
tuberculosis, and the case was notified to the public health 
department. 

When I first saw her in July, 1947, her general condition 
was fair. She was febrile, toxic, and anaemic, but, apart from 
the swelling and some weakness, had no complaint. The lungs 
showed signs of fibrosis but none of any active disease. _ The 
cardiovascular, digestive, and nervous systems were clinically 
normal. The dermatitis of both hands was in a quiescent phase, 
but there was slight dry eczema of the v.ebs of the fingers. 

The swelling was a rounded painless protuberance on the 
upper sternum about the level of the second costal cartilages. 
It was exactly in the midline and occupied almost the breadth 
of the sternum. There was no tenderness or sign of pointing, 
but the overlying skin was reddened and fluctuation was present. 
No parasternal lymph nodes were detected. Aspiration v.as 
completely unsuccessful. Radiography of lungs and thorax 
revealed very slight old fibrosis in the right mid-zone, denser 
fibrosis in the left mid-zone with pleural thickening, but no sign 
of active disease or of hilar enlargement. The radiologist also 
reported a large round swelling of the soft tissues of the 
sternum both anteriorly and posteriorly about the second rib 
level ; no erosion of the sternum was observed, but the anterior 
end of the second left rib was ill-defined. Other clinical find- 
ings were enlarged glands in both axillae but no adenopathy 
elsewhere; red cells, 3,730,000; Hb, 53% ; white cells, 15,400: 
B.S.R., 51 mm./hour. 

When she was admitted for sanatorium obsenation on Aug, 1 1 
no definite diagnosis had been made. ^Vhile various possi- 
bilities were recognized, tuberculosis was considered the most 
probable cause, especially in view of her previous history. On 
Sept. 4, however, biopsy of glands from the right axilla re- 
vealed changes typical of lymphadenoma. The patient was 
thereafter transferred to a general hospital where she receised 
deep x-ray therapy, and was discharged on Nos'. 21. Since 
then she has gone to live in the country and has not been 
examined, but is known to be fairly well (November, 1948). 

I has'e to thank Dr. S. I. A. Laidlaw, Medical Officer of 
Health. Glasgow, for permission to publish this case. 

J. S. Geslmill, M.B., D.P.H., 

Divisional .Medical Officer, 

- Public Health Department. Glasgow. 
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THE NOSE AND THROAT 

/Ww «/ rtr AW OTrf r/.ronf By Sir SlCIair TlwmSon, 
i'-R'C.S., nnd V. E. Nccus. M.S*. FRCS 

jnflh edition. (Pp, 1,004; with 13 colour, 20 radiographic,' and 

Co*^^ 'l948 London : Cassell and 

Phis admirable textbook, originally the work of Sir StCiair 
Thomson, has held its hading position since the first edition in 
1912. Mr. Negus has kept alive the spirit of tiie work while 
adding all advances in knowledge of the subject since the 
previous edition of 1937. 

In the preface Mr. Negus writes; “ I commepd this book as 
a monument to its founder and sincerely hope that his spirit 
will illuminate the work, by which the world may recognize and 
remember him, even though he did not survive to celebrate 
its completion.*’ Readers will agree that this is certainly so. 
A book of this calibre gives the reviewer little scope for 
criticism, only the pleasure of praise ; it is most comprehensive. 
The student will find all he needs and more, and the laryngo- 
logist will g.iin much from the wcU-balanced views on diagnosis 
and treatment, which are given in great detail The rvrifing is 
scholarl)', and at the most there are only two misprints; a few 
sentences, evidently taken from previous- editions, give a feeling 
of unreality to-day. 

The era of antibiotics and chemotherapy has so changed the 
clinical picture of many diseases which, regarded as dangerous 
or even fatal in the past, are now susceptible of cure in a matter 
of days or even hours, and this aspect of medicine is perhaps 
not sufliciently emph.asized. 

The subject-matter is divided into tliirteen parts : the first 
concerns embryology and physiology, methods of examination, 
treatment, and prevention, of operative dangers. Under the 
heading of treatment wise advice is given on what not to use 
in nasal sprays, and on the use and abuse of cocaine. There is 
also a clear description of the methods of administration of the 
suiphonamides and penicillin, though doses at present are larger 
than those suggested: It is scarcely necessary to-day to give 
advice about anaesthesia, since this is now in the hands of 
experts. Conditions affecting the nose are described in part two. 
Stress is laid on the importance of proper respect for the ciliary 
mechanism and all this respect implies. The descriptions of 
nasal accidents and diseases are good and well illustrated, 
though exception may be taken by the plastic surgeon to the 
mention of the hinged cartilage graft for the correction of nasal 
deformity. There is an excellent chapter on allergy. 

The paranasal sinuses are discussed justly, and the various 
operations and their dangers fully explained. For rhino-dacryo- 
cystostomy West’s operation is preferred to that of .Dupuy- 
Dulemps, a view which is hot held by all. Crook’s method of 
washing out the antra in children, under cocaine analgesia, is 
adequately described and illustrated. 

■ Part four — on growths of the nose and sinuses— is admirable. 
For' growths of the antrum and ethmoid a combination of deep 
X rays and surgery (using diathermy) is advocated, with removal 
of the hard palate to allow of thorough inspection of the cavity. 
This treatment is supported by statistics. It is suggested that 
growth may originate in or involve the frontal sinus, but. the 
great rarity of this might well have been mentioned. 

Parts five and "six, which are concerned with the naso-pharynx, 
pharynx, and tonsils, occupy 190 pages and clearly express the 
present-day views on the “tonsil and adenoids” question. The 
La Force instrument for removal of adenoids is preferred, as 
doing least damage to the mucous membrane. Good pictures 
illustrate the different operations. Differential diagnoses of 
tonsil infections are given fuHy. Pharyngeal pouch is staled to 


wide, clinical experience and exact observation. These words 
, are particularly, applicable to tho chapter on (he 
paralyses which make a complicated subject appear very easy. 
The excellent diagrams will prove a great help to the reader. 

or the treatment of double abductor paralysis a permanent 
tracheotomy with a tube mcorporatinfe'a one-way flap valve is 
preferred to any other operation.' In the description of the 
treatment of nodules on' the cords not enough emphasis is laid 
on (he excellent results of treatment by skilled teachers of voice 
production, which cures nodes far more quickly than weeks of 
silence, as advised. 

For the treatmeht of epithelioma of the vocal cord laryngo- 
fissure is given preference over radium or' radon needles inseried 
through a window in the thyroid cartilage. The descriptions of 
laryngo-fissure and of laryngectomy are clear and fully illus- 
trated, some of the pictures being those by the late L. Colledge. 

An account of diseases of the trachea and bronchi naturally 
follows in part eight, and exhibits the wide experience of the 
author. Special points are illustrated by x rays, some after 
lipiodol injection. The author proves, if proof be needed, that 
bronchoscopy in the hands of the laryngologist has its place. 

Part nine deals with the oesophagus. It begins by describing 
congenita) deformities,' strictures, and growths and their (reat- 
.ment. An account is given of the author’s ingenious method 
of inserting radon seeds, coupled by links of catgut, round 
malignant growths through an oesophagoscope. There follow 
a well-illustrated chapter on the neurological disorders, 

• including achalasia. Dilatation with Hurst’s mercury tube or 
a dilating bag is recommended, and operation is stated seldom 
to be necessary. ■ Foreign bodies in the air and food passages 
-arc fully discussed and their complications explained with .t-ray 
reproductions. ' A separate chapter is devoted to the technique 
of endoscopy. 

The volume concludes with detailed descriptions of chronic 
infections, tuberculosis, syphilis, and rarer conditions — e.g., 
glanders, actinomycosis, and scleroma. There is also an account 
of the acute specific fevers. Lastly, a list of prescriptions is 
given, with the amounts of the ingredients expressed in English 
and metric measures. , , 

This book must be in every laryngologist’s library. It is so' 
comprehensive that few will not learn something from it, and if 
the reader desires more detailed information bn any particular 
subject there are full lists of references at the end of every 
chapter. It is profusely illustrated and contains thirteen 
excellent colour plates. W. M. Mollison. 


LABORATORY ANIMALS 

T/te VFA.W. Handbook .on the Care and Manamncm pi 

■ endix on Statist--’ ‘ 

x4 A.. B.Sc.. 


lA/C/l/ZV M/ll* 

Laboratory Animals. With an Appendix on Statistical Ana|ys^s. 


M.R.C.V.S,, 
inc, M.A., 
31s. 6d.) 


Edited by Alastair N. V'r”’-'’ 

A.R.I.C. With foreword 
M.R.C.V.S., F.R.S.Ed. ' 0 • ; 

London ; Bailiicre, Tindall and Cox. iv-l/. 

What etymological quirk has decreed that a hnmanilarian is a 
person with kindly, feelings for men, and other 
a philanthropist donfines his abounding affec ion J'"” 

species ? No answer to this question being / 

suggested many years ago that some ncwwor ^ ^ * 

zoophilist, or even animalitarian was needed to attach '^tose 
Lncenting themselves specifically mth 
animals that we group topther 
them are far from that. However, his 
rejected svith enthusiasm,.! must ^^''ihemkrf misunderstand 

ing if I 


arise in the middle line, though anatomically it -ivould seem 
that the origin should be at one side of the posterior median 
raphe. 

Diseases of the larynx are described in part seven. If one 
part of this work should be praised more than others it is this. 
It embodies all Mr. Negus’s knowledge, gained from his re- 
searches into the comparative anatomy of the larynx and his 


if I declare that this book is a very practical blend of 

,c , 

Sitnple text-namely, that in the long run it pdys to be kwd to 
Sals Ld to none more than to the dozen or so species used 
te sdentific laboratories in those types of research and control 
work- for which living animals are indispensable. Common 
Teni ?ot SmeSy. provides the authors -ith the r ey- 
note. "You can,” they say, m effect, get with health) 
contented animals more information from the same numbe . 
or the same amount of information from a smaller number, 
than vou can from sick and miserable animals. No invcsti- 

£?« 

any doiibts about the truth of this statement, especially if his 
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comparisons have been submitted to analysis by \'aUd statistical 
methods. 

The number of animals used each year in the laboratories 
of Great Britain is probably now well over a million, mice 
being facile princeps with more than half that number, guinea- 
pigs second, and rats third, the figures for those species being 
of the order of 200,000 and 100,000 respectively. From the 
point of view of importance, however, both because of the 
work for which they are’ essential and because of the esteem 
in which they are held by the British peoples, the absolutely 
insignificant number of cats and dogs used annually (about 
2,500 to 5.000 of each) is no measure of their relative value in 
teaching and research. One would therefore have supposed that 
special treatment would be meted out to them in this book. And 
so it has — but exactly in the opposite way from what might 
have been expected at first blush, for the authors say in essence, 
" Cats and dogs are so difficult that you must consult the 
experts (some names are given) and keep in touch with the vet. 
Nothing we could write here would be of any practical help 
to you.” However, one can see behind this the shrewd tactics 
of the book’s level-headed planners, who are willing to run 
with the laboratory hares in the most friendly association 
provided they are not also expected to hunt with the anti- 
vivisectionist hounds. They help to avoid this by their special 
deference to our domestic pets. 

All the same, the hook contains useful information on the 
maintenance — ^including housing and feeding — and the breeding 
of several important species besides the most used ones. The 
value of rabbits, ferrets, pigeons, and hamsters is well known, 
but it is not so generally appreciated that voles of several 
species, hedgehogs, canaries, deer mice, and cotton rats are 
sufficiently often required for scientific work fully to justify 
assigning to them severally a number of chapters in this book. 

In his task of collecting, with some degree of collating, data 
from various experts the editor has included many excellent 
illustrations — of buildings, cages, equipment, normal animals — 
and has supplemented the chapters on individual species by 
some more general ones on the animal laboratory and on pest 
control. It would have been helpful to have included also, 
possibly as an additional short chapter, some discussion on 
“ pure lines,” the case for their use in research and assay work, 
and the best systems for produdng and maintaining them. 
A list of available pure h'nes, or even of available highly inbred 
stocks, of mice, rats, guinea-pigs, and rabbits in this country — 
even if foundation breeding stock is all that can be got “ off 
the shelf ” — has never yet been compiled ; it could have been, 
without very much additional work, by the organizers of this 
book and would have made it still more useful. As things are, 
we must wait for publication of some authoritative list by the 
Laboratory Animals Bureau of the Medical Research Council. 

In subsequent editions — and these are pretty sure to be 
needed — would suggest that some notice be taken of the 
fact that rats — albinos and hooded strains at any rate — can 
be bred in wooden cages of suitable design and that some of 
the healthiest and most uniform colonies here and in the 
U.S.A. are so raised. A reference to the use of the "dough- 
mixer” type of blender for preparing homogeneous diets, 
whether stock or experimental, might call some readers’ atten- 
tion to one of the most potent of all time-saving arrangements 
in animal diet kitchens, even for relatively small colonies. It 
might have been a good idea to include Passer domesticus in 
the list of pests that can bring disease to animal houses and to 
call attention to the corollary need for “sparrow-proof" 
windows and ventilators. 

Two outstanding features of tlus book, both by the Federa- 
tion’s energetic chairman. Major C. W. Hume, are a chapter 
on “Law and Practice: the Rights of Laboratory Animals” — 
a brilliant and highly instructive survey of the present law 
governing experiments on animals — and an appendix with the 
modest title “ A Conspectus of the Elements of Statistical 
Analysis.” This occupies 20 pages and is a masterpiece of 
expository condensation. It alone is worth almost the whole 
of the apparently high price charged for this book. The book 
is indeed a bargain, and indispensable to all concerned 
in any way with the production and use of animals in 
laboratories. A. L. Bach.sr.xch. 




74 cases 

BOOKS RECERTD ^ hos- 

IReviciv is not precluded by notice here oj koO‘:s recently recil tO 

Die Elentenie der Nerrosen Tdtigkeil. Bv A. E. KortL’rulf^" 
(Pp- 120, M. 13,50.) Stuttgart : Georg Thi'eaie. 19-7. 

Pathologisehe Physiologic, . By R. Wanlre. (Pp. 196- M. 2-.) 
Stuttgart; Georg Thieme. 1948. 


Conditioned Reflexes and Newon Organr^ation. Bj J. Kor;ors*:i. 
(Pp. 267- 18s.) Cambridge: The University Press. 1945. 

Netironegetaiivo. By E. L. Uranga. (Pp. 595. No price.) B:;er-os 
Aires; Lopez and Etchegoyen, SJIX. 1948. 

Mental Readjustment. By S. Reiss. (Pp. 167. lOs. 6d.) 
London ; George Allen and Un'Rin. 1949. 

TyasAltersulhus an Magenand ’Z.vrbljfingerdarm. By K.. Spang. 
(Pp. 103. M. 10.50.) Stuttgart; Georg Thieme. 19-S. 

Ar^neitherapie des Prahiischen Arches. By G. Banzer. 3rd cd. 
(Pp. 320. Unbound M. 10; bound M. 12.) Berlin: Urban and 
Schwarzenberg. 1949. 


Medihamenienlelrre Jur Schruestern. By G. Banzer. (Pp. 129. 
No price.) Berlin: Urban and SchvA-arzenberg. 1949. 

Diagnoslik durch Sehen und Taster:, By H. Kahler. (Pp. 253. 
13s. 6d.) Vienna: Springer-Veriag. 1949. 

Die Eemrteilung der 'Z.ureelinungsfdhigheit. By K. Schneider. 
(Pp. 24. No price.) Stuttgart: Georg Thieme. 194S. 

Pleoplasms oj Bone and Related Conditions. Bv B. L. Colev, 
M.D. '(Pp. 736. S17.50.) New York: Paul B. Hoeber Inc. 1949.' 

Dictionnaire des Termes Techniques de Medecine, By M. 
Gamier and V. Delamare, 15th ed. (Pp. I,03S. No price.) Paris: 
Librairie Maloine. 1949. 


Pathologie Exotigue. By H. Harant and N. Due. (Pp. 272. 
No price.) Paris: Librairie Maloine. 194S. 


Gymnastique Thdrapeutique. By A. L. P^cunJa, (Pp. 341. No*' 
price.) Paris: Librairie Maloine. 1948. 


Die Synkopaler: Anfalle, By W. Schulte. 2nd cd. (Pp. 92- 
M. 9.^.) Stuttgart: Georg Thieme. 1949. 

Surgeon^ s Saga, By R. McDouall (Pp. 330. 15s.) London: 

Heinemann, 1949. 


Handbook of Diseases of the Skin, By R. L. Sutton, M.D.» 
and R- L. Sutton, jun., M.D. (Pp. 749. 63s.) London: Henry 

Kimpton. 1949. 

Groves and Brickdalds Text^Book for Ktrrses. ReT-dsed by 
J. A. Nixon, C.M.G., and Sir C. V/akelcy, K:.B.E , C.B., 

FJLC.S. 7th cd. (Pp. 698. 30s.) London: Geoffrey Cumberlege. 
1948. 

Social Biology and Welfare. By S. Neville-Rolfc, O.BX. 
(Pp. 416. 21s.) London: George Allen and Unv^-in. 1949. 

Blood Tranrftision. By E. L, DeGo^in, MJD., and others. 
(Pp. 587. 45s.) London: W. B. Saunders. 1949. 

Pathology and Sttrgery of Thyroid Disease. By J. L. 

DeCourej’, M.D., and C. B. DeCourej', M.D. (Pp. 476. 5Qs.) 
Oxford; Blackwell Saentihe Publications. 1949. 


Synopsis of Psychosomatic Diagnosis and Treatmern. By 
F. Dunbar, MJ>., and others. (Pp. 501. 32s. 6d.) London: Henry 
Kimpton. 1948. 

The Practice of Refraction. Bv Sir S- Duke-Elder, K.C-V.O-, 
D.SC., MX)., FJl.C,S. 5th cd. (Pp. 317. ISs.) London: J. and 
A. Churchffl. 1949. 

The Hospital in Coruemporary Ufe. Edited by N. W, 

M.D. (Pp 2SS. 27s. 6d.) London ; Geoffrey (Tumberlege. 1949^ 

The Annual Charities Register and Digest^ 1949 . 56r 

(Pp. 393. 10s, 6d.) London; Longmans, Green, 1949. 

Renewal pages for the Kelson Loose-Leaf Stagerj. 



THE GENERAL AND THE SPECIAL 


British 

MtDiCAL Journal 




LONDON , 

SATURDAY JULY 2 


1949 


lectual environment is such as to liberate the spirit of 
inquij-y. Yet the history of the forerunners of the Royal 

.'j:v'ffi-DIGAL TOURNAL sighed that 

J tlie new presbyter was the old priest writ large the stout 

mind could stand out successfully against the tyranny of 
the ambitious politician. They excluded , from their 
deliberations 41 II mention of politics. But this 'cannot 
be an exact analogy. The twentieth century is not the 
seventeenth. The phenomenal advances of medicine are 
counterpoised by the growth of a. spirit of political 
intolerance and arrogance. As an intellectual minority 
in the community the medical profession is subject to 
the pressure of the modem environment, created by 
demagogues who exploit the heedless impulses of the 
majority. Against this it can oppose, the force of tradi- 
tion and the advancement of medical learning. . In the 
long run these will prevail against the febrilities of the 
modem political scene, and the vagaries of ambitious 
politicians. These things cannot but obsess a' hard- 
pressed profession, and to-day. doctors are by the wish 
of Parliaihent and people caught up in the net of the 
politician. 

Dr. Bain, like his fellow Oxom'ans in the seventeenth 
century, ignores the ephemeral, and traces the progress 
in cardiology that owes so much to the introduction of 
, new instruments of measurement, from Sir John Floyer’s 
watch in the early part of the eighteenth centur>' to the 
catheter which Forssmah in 1929 passed through his 
median basilic vein into the right auricle ^and then 
walked to the x-ray department to have its shadow 
recorded on a film. In the interval between these two 
events there were the discovery of x rays by Roentgen 
in 1895 ; the work of James Mackenzie while in generaL 
practice ■, the construction of the electrocardiograph by 
Einthoven in 1903 and the pioneer researches of Sir 
Thomas Lewis ; and the introduction of the sphygmo- 
manometer. At a combined meeting of the Sections of 
Cardiology and Radiology this week there was much 
discussion on angiocardiography, another method of 
investigation mentioned by Dr. Bain. 

The resources at the disposal of the cardiologist arc 
now considerable, and ail will agree with Dr. Bain that 
“ the complete investigation of a patient with heart dis- 
' ease may therefore be a complicated affair. And he 
finds himself compelled to ask what will be the position 
of the clinician in the face of so many tests t c c inician, 
it is clear from the text, being in this case the cardiologist. 
When the specialist himself begins to feel cluttere up 
by the techniques of bis specialty, then how much more 
must-the general physician and the genera prac 1 ion r 
feel at a loss in the presence of the mtensc specia ■ 
ization characteristic of modem medicine, r. am 
in his own specialty points the way out o t c maze, 

As many thoughtful doctors have done before, he 


THE GENERAL AND THE SPECIAL 
The title of the Presidential Address at this year's Annual 
Meeting reflected, in a different context, the theme of 
Professor Jefferson’s Lister Oration. Professor Jefferson 
was concerned with the implications of the modern 
computing machines and their effect upon our ways of 
thinking about thinking. Dr. C. W. Curtis Bain, whose 
thoughtful and highly informative address appears in the 
opening pages of this Journal, discusses by detailed refer- 
ence to the specialty he practises the impact of the 
machine on the practice of medicine. Dr, Bain develops 
his theme by recounting the historical steps that have 
led to the position of cardiology to-day. The views held 
at any one time on the circulation of the blood and the 
function of any part of the cardiovascular system are 
determined to a large extent by the techniques of 
investigation available, 'WiUiam Harvey, for example,' 
was unable to fill in the gap between artery and vein 
''because he had no microscope with which to see the 
capillaries. Old theories that seem to us, with modem 
knowledge, to have been foolish were not necessarily 
foolish in the setting in which they appeared, such as 
those of Galen on the circulation. Medicine has flagged 
in its pursuit of knowledge when it has clung to theones 
through ah inert acceptance of authority, when it has 
allowed the theory to become a dogma, to challenge 
which led to professional ostracism. Vesalius and 
Harvey were key figures in the scientific renaissance in 
which medicine play^ a notable part. Part of their 
genius was the courage to follow the thought where it 
led them, to observe objectively, apd to challenge 
authority without fear or favour. In their life and work 
they illustrated the modem theme, the independence of 
medicine. To-day this theme has a new variation. The , 
new authority is not Galen ; it is the State. ' For Medi- 
cine the State is the Minister of Health, his lay and 
medical Civil Servants, and the elongated shadow of the 
Treasury. Modern medicine is in danger of conflict 
with these three parts of the State mechanism. 

Whatever may be the nature of this conflict, now and 
in the future, the strength of Medicine lies in the free 
advancement of knowledge, and how this, at an unequal 
pace, has taken place in cardiology is recounted with tell- 
ing point by Dr. Curtis Bain. It might be argued that 
knowledge cannot advance unimpeded unless the intel- 
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empliasizcs. after examining his theme, the importance 
of clinical examination, baekecl up by a scleetion of tests 
that are trustworthy. It is the elinieal examination that 
enables the physician to synthesize his findings and 
knowledge, to include in this synthesis what he knows 
of the whole person who is his patient. Both in this 
country and in the U.S.A. more and more stress is laid 
upon this aspect of the art of medicine. And if this is 
true for the specialist, how much more true is it for the 
general physician and general practitioner. If the 
challenge that lies behind the title of Dr. Bain’s Presi- 
dential Address is to be met, the specialist should take 
heed of his conclusion, and the profession at large must 
sec to it that, however ncccss<'iry specialism is, the general 
physician and the general practitioner hold their funda- 
mental position in relation to the public— that of the 
doctor who secs the patient as a whole person in a 
particular setting. So long as this position is maintained 
the machine will not dominate medicine. 


TUBKUCUI.OU.S r-Mf’VFiAIA 
The development of a purulent pleural effusion during 
the course of tuberculosis is a serious complication : 
unfortunately its seriousness is still not widely enough 
appreciated. In many cases the tuberculous infection 
of the pleura is one of the natural modes of termination 
of the disease ; this is especially so in the chronic, 
advanced bilateral case, less often in the acute pneu- 
monic form in which early pleural perforation occurs. 
Apart from these groups, in which the illness proceeds 
.swiftly or inexorably to its fatal termination, there is a 
larger number of cases in which the pleural infection is 
less fulminant but in which the ultimate progno.sis 
remains bad. Many of these infections occur during 
the course of artificial pneumothorax treatment. Apart 
from the serious prognosis, these cases arc of great 
importiincc to-day, for the patients must remain long 
in hospital beds that can be ill afforded, and they also 
reciuirc much more individual attention than c<'in often 
be easily provided, b'or many reasons, therefore, the 
efficient treatment of thc.sc patients is important: even 
more important is the prevention of their disability. 

'I'hough a tuberculous empyema following artificial 
pneumothorax treatment may occur in even the most 
carefully chosen and well-conducted case, the highest 
incidence of pleural effusion and empyema occurs in 
those ea.scs in which the collapse is imperfect or contra- 
selective; often the pneumothorax treatment .should 
never have been started, or if started should have been 
abandoned at an early date, niscwhcrc in this i.ssuc 
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Dr, D. A. Andersen report.s a follow-up of 74 a-.st'- 
of tuberculous empyema treated in Norwegian hos- 
pitals ; he rightly states, “It is certainly incorrect to 
induce an A.P. first in practic<ally every' crisc, as is some- 
times done on the grounds that it is an easy and s-afe 
method of treatment and therefore should be given a 
trial.” The seriousness of the condition is demonstrated 
in Andersen’s series: IS of the 74 patients have died, a 
mortality of nearly 34';;,, This agrees svith the findings 
of Woodruff,' who reported a scries of 1.^4 c<ascs v.ith 
a mortality of 42';;,, and of Brock,' who recorded a 
mortality of 44'';;> in 90 crises. 

The part that artificial pneumothorax treatment plays 
in tuberculous infection of the pleura has been dc.scribcd 
in a large number of papers. Morrison' has recently 
reviewed the subject, but his ob.scrvation that "tuber- 
culous empyema, although a serious complic<ation of 
pneumothorax treatment, can be controlled in most 
patients by aspiration of the pus and rc-expansion of 
the lung” would not be generally accepted, though he 
docs qualify the statement by adding. "Thereafter, 
thoracoplasty is usually necessary," In a number of 
case’s the state of the underlying lung, when the disca.se 
is uncontrolled, is such that it should never be allov/ed 
to expand, and primary thoracoplasty is desirable. In 
.some it is reasonable to attempt to control the pleural 
infection by repeated aspiration of air and fluid and 
by encouraging the lung to expand Recently, promising 
results have been obtained in some cases by the use of 
para-aminosalicylic acid, but this is unlikely to be effec- 
tive when a bronchial fistula p-ersists or the pleura is 
too thick and rigid to allow the lung to expand. 

How long con.scrvativc treatment should be pf;rsevcrcd 
with varies svith personal experience and the individual 
case. Andersen suggests that six months is fne abso- 
lute limit. Other atithorities may feel that this v/ould 
be far too long in many cases: the pleura has by then 
usually become very thick, and often sinuses have 
appeared at aspiration sites. If the empyema does not 
respond to medical mc-asures it should be treated by 
thoracopla.sty. When secondary infection is present a 
preliminary drainage is. of course, necesmry. In Andcr- 
scn’.s .scries 56.5';,, of the patients were cured or greatly 
improved by surgery, and he quotes the figure.s of Jones 
and Alc.xander,' who reported cure or improvement in 
of 70 cases. Brock found that in his scries of 90 
aises of tuberculous empyema 77';', of tho'x; who were 
treated conservatively (42 patients) died, whereas out 
of 4S submitted to thoracoplasty seven died (14';',), the 
total mortality being 44';', Brock also noted that iy 
21 patients whose empyemata were not sccondar.z 
infected only one (S';..) died after thoracopb''^ 
But out of 84 cases of .secondarily infected tuber/ 
empyema 91';,', of the patients treated without 
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out of 19 patients treated without operation died. There 
can be no question of tiie seriousness of the condition 
•v\hcn treated medically, and Andersen makes a good 
point when he recommends thoracoplasty in those cases 
of persistent pleural effusion (not yet frankly purulent) 
winch ha\-c not resolved m three months. Five cases of cortex is removed, the lung (especially the basal parts) 
this t\'pc of “ incipient empyema ” were operated upon, will readily expand and fill the empyema space much 
with cure in all. , more easily than would be possible by inserting large 

Tlioracoplasty controls ,the disease in the underlying ni«scle grafts often in thin' patients it is difficult or 
lung and is followed by tlie obliteration of tlie infected j®POssibIe to obtain enoug'h muscle tissue to fill the 


has controlled the lung lesion and reduced the size of 
the empyema, When the lung fails to expand to fill the 
dead space it is usually because it was compressed in 
the early stages of the pleural effusion and held in its 
compressed condition by the thickened cortex. If this 


pleural space in a large proportion of cases. In 
secondarily, infected empyemata it saves life by check- 
ing the constant purulent discharge, which sooner or 
later will cause amyloid disease or other toxic complica- 
tions. To be effective thoracoplasty must be performed 
early, before tlic pleura has become too rigid for rapid 
and complete collapse to occur. Often drainage is 
allowed to continue for many months before thoraco- 
plasty is begun, in the hope that the lung will expand 
and thoracoplasty may prove unnecessary or, that a 
smaller space will have to be closed. Delay for these 
reasons is never justified, for the patient’s condition 
always deteriorates and a poorer collapse is obtained. 
Thoracoplasty should be begun within 10-14 days of 
drainage. 

y Thoracoplasty can save life in many of these other- 
wise hopeless cases, but it often happens that a chronic 
discharging empyema cavity, though small, persists. 
Unless' sqmetliing is done to close it the patient is 
doomed to wear a tube for the rest of his life, with the con- 
stant necessity for daily dressings. The cavity may shrink 
down in 2~3 years and either heals or is little trouble ; 
but usually some, other form of plastic operation is 
needed. Andersen advises an operation of the Schede 
or, Robert's type. Few surgeons would be eager to 
■recommend perpetuation of the Schede type of opera- 
tion tq-day; there is, a much greater place for plastic, 
operations in which pleural or muscle flaps are used' 
to produce obliteration of the residua] cavity. Lain* 
writes of another method — ^namely, decortication of the 
lung— rwhich is now being applied for tfie final closure 
of tuberculous empyema, cavities.. He records three 
cases in which healing was obtained, though in one it 
is doubtful if the disease was tuberculosis. His cases 
are few, but the method has been used suflficiently often 
by surgeons in this country as well as in the U.S.A. to. 
prove that most gratifying results can be obtained. It. 
would seem to be a dangerous or unsatisfactory pro- 
cedure in tuberculous patients if used without prelimi- 
nary thoracoplasty, for in many cases the lung 
dally the upper part) should never be allowed to 
owing to its diseased state, even if it could do 


space completely. After decortication the skin wound 
can be closed, and if suction drainage is maintained for 
a few days healing , wiU. occur by first intention. - Few 
things are more gratifying to a patient who has faced . 
the dangers of a secondarily infected tuberculous 
empyema than to find that he has at last been rid of the 
tube and daily dressings that have been, his lot for 
possibly several years. 


CORTISONE IN TBOE TREATftflENT OF 
RHElllVIATISM 

The Seventh International Congress on Rheumatic 
Diseases just ended in New York is likely to prove a 
landmark in the history of the treatment of those intract- 
able and crippling conditions grouped under the indefinite 
term “rheumatism.” The discovery of the adrenal 
hormone compound E, by Dr, Edward C. Kendall, now 
named by him “cortisone,” and its application in the 
treatment of rheumatoid arthritis by Dr. Philip S. Hench 
and his colleagues, were recently discussed in a leading 
article' in this /ournai. Their account' of the develop- 
ment of this work has now appeared in the June issue- of 
the Annals of the Rheumatic Diseases, published by 
the B.M.A. The history of.the treatment of any disease , 
justifies caution in assessing the claims for a new remedy. 
But the world of medicine is now a ferment of ideas, 
experiment, and discovery, eagerly using in clinical • 
research the new knowledge and techniques of the pure 
sciences. The essence of research, as Sir Edward 
Mellanby pointed out in his recent address on Jenner. is 
discovery, and in the opinion of the specialists on 
rheumatism lately assembled in New or ' an cpoc 
making discovery has now been made m the ireatrnent of 
a- disease crippling in its effects and the cause of great 

suffering and waste of human life J; . . . 

The pubUcity which is naturally and nghtly given to 
the almost unbelievable improvement obtained when 
cortisone is used to treat rheu matoid arthritis has raised 
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the hopes of countless patients, who will no doubt want 
to know from their doctors whether they can gain similar 
benefit. Unfortunately cortisone will not be available for 
verj,' many months, except in small quantities to be used 
for further clinical trials under, it is hoped, conditions 
allowing for strict scientific control. Dr. Hench obser\’ed 
at New \'ork that “at this stage we are not justified even 
to refer to our method as a treatment, except in the 
investigatir'e sense.’’ The scarcity of cortisone can be 
judged from the fact stated by Mr. William L. Laurence, 
the science correspondent of the Neif York Times, that 
the cost of a three-weeks course of treatment amounts to 
SI 8.000. The expense of production is certainly immense 
at present, and Dr. Kendall states that he and his 
colleagues at the Mayo Clinic are receiving only a week’s 
supply at a time of cortisone for treating sixteen patients 
and of the adreno-corticotropic hormone (ACTH) of the 
pituitaiy' body for treating five patients. This small 
supply is being carried by aeroplane each week from the 
Merck laboratories to the Maj'o Clinic. The manufac- 
turers are striving to speed up production,^ but it will 
not be possible to increase the present small yield until 
1950 : even then supply is expected to fall far short of 
demand.® 

Cortisone is a convenient short word for the adrenal 
cortical hormone, 17-hydroxy-ll-dehydrocorticosterone. 
It was first isolated by Dr. Kendall from the adrenal 
cortex in 1935, and he was largely responsible for its 
partial s 5 Tithesis, the final stages being completed by Dr. 
Lewis H. Sarett in the Merck laboratories. At the New 
York Congress Dr, Hench said that in addition to the 
remarkable effect in rheumatoid arthritis cortisone 
alleviated the arthritis associated with psoriasis and also 
that accompanying lupus ery'thematosus. Encouraging 
results had also been obtained m three cases of rheumatic 
fever. Professor Richard H. Freyberg, of Cornell 
University, reported good results in the treatment of 
Striimpell-Marie spondylitis. According to Dr. Edward 
W. Boland, a patient who was bedridden walked and fed 
herself within forty-four hours of starting treatment — 
“ After nine days of treatment she literally danced a jig.” 
Professor Walter Bauer, of the Harvard Medical School, 
from his own experience confirmed the findings of other 
observers. A report of the Congress will appear in a 
subsequent issue of this Journal. An account of the 
proceedings at the Congress was also given to the Section 
of Rheumatology, meeting at Harrogate this week, by 
Dr. G. D. Kersley. Another important point is that, 
because of the euphoria and increased mental capacity 
of those receiving cortisone, workers at the Mav'o Qinic 
are investigating its effects on sufferers from mental 
disorder. 

It must be stressed that in the treatment of rheumatic 
conditions cortisone is not a cure any more than insulin 


is for diabetes. Withdrawal of the hormone from a patient 
with rheumatoid arthritis leads to a relapse into cripple- 
dom. For those who want to treat this disease and for 
those who want to be treated it is therefore not just a 
question of injecting a few hundred milligrams of an 
extremely scarce drug in order to be cured ; it is a 
question, so far as is known now, of being able to main- 
tain treatment indefinitely. Both doctors and the public 
will therefore have to exercise great patience, relying on 
the skill and experience of the pharmaceutical industry to 
overcome the immediate problems of manufacture. If 
the new work now in progress is a great ^ep forward in 
the treatment of rheumatic conditions, it is no less 
important an event in the science of endocrinology' ; in 
this field the full implications have yet to be explored. 


DRUG-RESISTANT TRyTANOSOMES 
One of the great difficulties in controlling trypanosomiasis 
of man or animals in Africa by n^eans of chemotherapy 
has been the tendency for trypa'b»^'jmes to develop 
drug-resistant strains. In commenting® on the new drug 
“antrycide,” developed by Curd and Davey for the 
treatment of trypanosome infections in animals, we men- 
tioned the danger that here also resistant strains might 
develop. Some information about this has now been pub- 
lished by Wilson." Working at Entebbe in Uganda, he has 
found that, though the soluble sulphate of antrycide cured 
Trypanosoma simiae in pigs in doses of 3 to 5 mg. per ' 
kg. of body weight, yet one pig infected with T. simiae 
and treated with 2 mg. per kg. of the relatively insoluble 
chloride relapsed, and attempts to cure the infection with 
5 mg. per kg. were unsuccessful. In cattle also strains 
of T. congolense and T. vivax appear to have become resis- 
tant to antrycide, and after treatment they can resist con- 
siderably higher doses. One such strain of T. congolense 
passaged in mice was not completely eradicated by 10 mg. 
per kg. of antrycide sulphate, whereas a field strain 
obtained from an untreated cow in the same area was 
cured by 0.5 mg. per kg. of antrycide sulphate. The 
resistance had therefore increased at least twenty times. 

In some cases cattle reinfected a few months after treat- 
ment with antrycide and re-treated with curative doses have 
developed cryptic but nevertheless fatal infections. Should 
such cryptic infections or prolonged latent infections occur 
frequently after antrveide treatment an accurate assess- 
ment of the true duration of the prophylactic effect will 
be difficult if not impossible. There is also some evidence 
to show that T. viva.x, the other important cattle trypano- 
some, quickly develops a degree of drug resistance after 
treatment with antrj'cide. In animals which have relapsed 
or become reinfected after treatment with the drug a dose / 
of 5 mg. per kg, will not ensure sterilization of the infec/ 
tion in 'eveiy case and mav' favour the development / 
drug resistance ; a dose in excess of 10 tng. per kg./ 
be to.xic. J 

J 63 isi 3|< / 

“iSoJirc, 1949. 1 W ,$73. 



-6 July 2, 1949 ' , . - 

' — — : trypanosomes 

consciousnStnd dc-uii ~~ ~ 

treatrncnL , o.ht c scs . 1 """ 

oincr cases a severe gastro-enteritis has 


British 

I'ttDICAl JOURflll, 


occurred forty-cicht hourc . fc‘^sfro-cntenhs has 

tion reported b)- Wilson is that teatmen whh 
fcg. of diniidium bromide (phenathridinium 1553) 
or rcmfcclion uith strains of r. consolaTa 
Cldc treatment has been unsuccessful ; it appears, in fLt thli 
s rams resistant to antrycide are resistant also (ocu1£ 
doses of dimidium bromide. As dimidium bromide is the 

hons due to T. consolense, this is a serious drawback 
U f a ever the actual mechanism of drug resistance, it seems 
hkelj tha ear y treatment of relapse or reinfected cases 
IS essential ,f drug-resistant cattle trypanosomes are not to 
be widely distributed m tropical Africa. Repeated treat- 
ments in the field three to. four times a year will obviously 
require most careful planning and may be expensive. Jf 
wall be some time before the true value of such a procedure 
in tsetse areas can be assessed. 


LABORATORY ANIMALS 
A recent attack by the Saturday Evening Post on anti- 
vivisbctionists in the United States has called forth weU- 
dcserved praises from the American medical press. The 
dependence on animal experiments of discoveries like peni- 
cillin and tubocurarine, and of inventions like sulphathiazole 
and sulboestrol to say nothing of the isolation of vitamins 

^and hormones, such as ascorbic acid or corticosterone 

• is obvious to medical readers. There are, however, com- 
plex and often overlooked problems lying behind the results 
obtained fay laboratory workers who use the whole or 
surviving organs of living animals as part, of .their labora- 
tory equipment. Some indications of the importance of 
this subject is given by, amongst other things, the recent 
setting up of the Medical Research Council’s Laboratory 
Animals Bureau and by the publication by the Universities 
Federation for Animal Welfare of a handbook on the 
care and management of laboratory animals this book 
is reviewed on p. 20 in this issue of the Journal. 

The Laboratory Animals Bureau is a purely co-ordinating 
body. It is not concerned directly with the production ,of 
aboratory animals, though in cprying out its terms of 
.eference, which we understand to be simply that of match- 
ing supply and demand ” by directing the would-be user 
to the appropriate producer and vice versa, it may exert a 
very powerful influence on the numbers and kinds of 
animals produced, as well as on their genetic and nutri- 
tional status and their freedom from infection and infesta- 
tion. In the course of this work the Bureau will have 
opportunities for important educational activities, and in 
IS connexion it has already had formal dealings with 
senior technicians in most of the larger industrial and 
non-indnstrial laboratories producing animals, as well 
^'^'de^ contact with some of the more important 

U.F.A.W. Handbook itself raises a number of 
,^ing problems^ne of them a question of seman- 

ajor Hume’s invaluable introductory chapter on the ' 


misCflllccl ** ViviSCCfinn Ar*!- • fi 

likelv to -I u ^ Mh-vivisectionists, who are 

' piniyshon,: LV ”.?' Taz i: 

bv Prlf" « point which wasTtressed 

fLm ^ Memorial 

Lecture reported elsewhere in this issue. They would no 

more support complete.absence of Governmental control in' 
these matters; which’ would leave, their flanks completely 
exposed to the not always too scrupulous attacks of anti- 
vivisectionists, than they would tolerate or work under con- 
ditions that apply in some parts of the United States. It 
IS, we understand, impossible there for some pharmaceuti- 
cal manufacturers to use laboratory animals whether for 
research or control, and subterfuges, such as the setting up 
of a biological institute, become necessary if any biological 
tests at all are to be applied to products that cannot be 
assayed otherwise. In this matter it would seem that our 
own law also might benefit from scrutiny and possible 
amendment. It was, after all, drawn up long before the 
' possibility of, or indeed the need for, biological assay 
existed. That is no doubt why, as Major Hume points out, 
-“The Home Secretary could not legally license painful 
experiments. having a commercial objective.’’. Whether the 
rabbit feels pain after injections of insulin is a moot point; 
certainly the rabbit assay of insulin has a commercial,objec- 
tive, though if may well have more disinterested ones 
besides. Surely it would not defy the wit of parliamentary 
draughtsmen so to reword the Act or its schedules and 
regulations as to free both the Home Secretary and 
the bio-assayist from possible embarrassment in this . 
matter. 

There are other reasons why a revision of existing 
legislation seems overdue. The extreme difficulties beset- - 
ting any worker who wishes to carry out biological research 
or assays on' curare derivatives, the restrictions on any 
kind of “ demonstration ’’ with living animals at meetings 
of learned societies, and the classifying as “ operations ’’ of , 
many hundreds of thousands of painless injections an"* 
feeding experiments and - tests are ail. hindrances to th 
rapid advance of medical science, yet in no way do the 
assist in giving efi^ective protection to animals. On (h 
other band, there are good reasons for thinking that man 
rats, mice, guinea-pigs, and rabbits would be happier i 
Home Office supervision were extended in a suitabi 
manner to cover commercial and other breeding estab 
lishments as well as research laboratories. We believe tha 
. most members of the Universities Federation for Anima 
Welfare and all members of the Research Defence 
Society would find common ground for constructive 
improvement at almost every point where the present 
law is a survival of vestigial precautions rather than a 
true and “humane" expression oT modern requirements. 
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View of proposed new residential college. 


SURGEONS HONOUR LORD NUFETELD 

RESIDENTIAL COLLEGE 


Dr. S. R. 'Taitz, of Johannesburg, 
followed, and spoke of the many evi- 
dences in South Africa of Lord Nuflield's 
generosity. Most surgical traditions in 
the Commonwealth came from Britain, 
and it was thrilling to come .to the 
fountainhead. 

In reply Lord Nuffield said that two 
spedalties had always particularh 
interested him — orthopaedics and anaes- 
thetics. WTien some time ago he had 
suggested es'tablishing chairs in these sub- 
jects he had been told that they were 
unnecessary, that every doctor was an 
anaesthetist and every surgeon an ortho- 
paedic surgeon. However, all that was 
in the past, and these specialties were now 
recognized. He commented on the 
jealousy he had found in the medical 
profession, saying that it had in the past 
hampered him. He was pleased to see so 
many men there from the Dominions. 
The residential college would cement friendships between them 
to the advantace of the whole world. 



The Honorary Fellowship of the Royal College of Surgeons 
was conferred on Viscount Nuffield on June 23. 

Lord Webb-Johnson, P.R.C.S., said that it was nearly seven 
••years since they had invited Lord Nuffield to the College in' 
order to show their appreciation of his tremendous services 
to British medicine. ' "They had then conferred on him the 
Honorarj- Medal of the College— their most exclusive emblem 
of merit. On that occasion their desire was to do honour to 
Lord Nuffield because of his remarkable gifts to British medi- 
cine. To-day the case was different. Lord Nuffield had made 
a gift to the College which would provide facilities and ameni- 
ties unique in the world. They were therefore inviting Lord 
Nuffield to become one of themselves. 

The room was filled, he said, with keen graduate students 
from all parts of the world. Lord Nuffield knew that Lon- 
don could provide for postgraduate medical students a wealth 
of opportunity that could not be surpassed ; but he saw that 
there was one thing lacking for aspirants to high places in 
surgery — a residential college in the precincts of their acar^emic 
headquarters. Lord Nuffield's gift would provide such a col- 
-lege, and students living there would make contacts with leaders 
of their profession which would be a stimulus to them and 
their pupils throughout their lives however many thousands of 
miles away from London they might be. 

Mr. L. E. C. Norbury, Senior Vice-President of the Col- 
lege. introduced Lord Nuffield, saying that his name stood for 
generosity and progress. They were deeply grateful for all 
that he had done for the cause of science. 

Lord Nuffield was then admitted a Fellow of the Royal 
College honoris causa. 

Lord Nuffield thanked the President of the College for the 
honour that had been bestowed upon him, saying that. in his 
youth he had wanted to be a surgeon, but he had had to wait 
until that day. 


Temporary College Opened 

Lord Nuffield then visited the temporary residential college 
and formally opened it. An account of the college appeared 
in the Journal of May 21 (p. 9031. The proposed new building, 
which will stand next to the Royal College on the cast side, 
is depicted above. 

At the luncheon that followed. Dr. Temple Brown, one of 
the first residents of the college, proposed the health of Lord 
Nuffield, thanking him for the gift that had made the enterprise 
possible. This gift of £250.000 was first announced in the 
Journal of Dec. IS. 194S (p. 10721. 


CENTRE FOR ESTERNATIONAL CO-OPERATION 
IN LONDON 

THE CIBA FOUNDATION 

The Ciba Foundation for “ the promotion of international co- 
operation in medical and chemical research ” was opened on 
June 22 at 41, Portland Place, London, W.l. by Sir Henry Dale. 
O.M., F.R.S. The foundation has been endowed by the firm of 
Ciba, manufacturing chemists of Basle. The centre will be used 
as a meeting-place for medical research workers and clinicians, 
and there is accommodation for 15 visitors. If the dignity and 
elegance of the foundation’s headquarters are anything to go by. 
the work that will be done there should be of a high standard. 

Speaking at the opening ceremony for the founders. Dr. Max 
Hartmann said that the centre had been established in London 
because of the pre-eminence of British research work, and 
because the scientific publications in the English language take 
first place in the world. He believed that the field of research in 
medicine was limitless, but team-work was essential if practical 
results were to be achieved. He hoped that the foundation 
would make practicable the interchange of views among medical 
scientists on as wide a scale as possible. 

Lord Horder, the chairman of the trustees — the others being 
Lord Beveridge, "Professor E. D. Adrian, and Mr. Raymond 
Needham — referred to the ready acceptance by the founders of 
a carefully worded trust deed, defining the objects of the founda- 
tion. He hoped that clinicians would play an important part 
in the discussions at the centre and that it would become a 
forum for international co-operation. 


New Responsibilities 

In declaring the centre open Sir Henry Dale said that it 
had many well-conceived and attractive features. The executive 
council was to be advised by a panel of distinguished scientists. 
He congratulated the foundation on obtaining a site so close to 
the centre of London’s medical “quarter." He believed that 
there was nothing inore remarkable in this sdentific era than 
the change in the last half-century from traditional therapeutics 
to the ever-widening range of remedies which deal radically with 
the causes of disease. The production of these remediev 
and their proper use laid new responsibilities on doctors and 
chemists. / 

The relations between these emploj'ed in the pharmaccut--' 
industry and those in hospital, university, and Government V 
needed to be strengthened. An atmosphere of genuine/ 
dence and co-operation was wanted for the develonA 
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; and he hoped that tlic foundatiol! S avdd the ^^^P^nmenters were careful 

tiiui in n tradition of international collabora- of th^ enemies clamour and obstruction 

tun n medical science. Sir Henry thanked the founders £6r .S ohysSirM v ‘he course 

cst.ihlishiiii; the centre in London, and said it was appropriate had^ inade' nhvliAf changed, its procedure, but it 

lli.-it the Idea should originate from Switzerland, the chosen cruelty micht be Possibility that 

hotnc of the international sninf in moiii/'ii T_ 1 ^ ^18 c perpetrated thoughtlessly. 


_ t the international spirit in medical activity. In conclu- 
sion. Loui Ikvcridgc expressed gratitude to Sir Henry Dale for 
his encouraging remarks. 


PHYSIOLOGICAL RESEARCH AND 
VIVISECTION 

.STl’l'JlEN PAGET MEMOKIAL LECTURE 

The eighteenth Stephen Paget Memorial Lecture, given under 
the auspices of the Research Defence Society, was delivered on 
June 9 by Professor C. Lovatt Evans, with Lord Hailey in 
the ch.air. 

Professor Evans, whose subject was "Physiological Research 
.and the Vivisection Act," recalled the history of the Act of 
1S76. It followed upon the Royal Commission appointed 
during the previous year, the Commission itself being the result 
of the controversy ensuing upon the establishment in 1874 at 
University College, London, of the first chair of phyriology. 
From the beginning it was against physiology that anti- 
viviscclionisls directed their abuse. Physiologists had now no 
complaint to make about the administration of the Act in this 
country. Rather they welcomed it as a means of protection. 
It was far otherwise 'in the United States, where apparently 
any crank could demand admittance to a lalioratory and create 
*a disturbance. Another consequence of the early anti- 
vivisectionist agitation was the establishment, also in 1876. of 
the Physiological Society. Physiologists feared that .since 
members of the Government, then as now, were mostly ignorant 
of science, representations made to them by prejudiced persons 
might lead to disastrous results in the framing or administration 
of the Act.' The society had had a great influence on the 
development of physiology throughout the world, but its early 
' Vork was largely concerned with the Act and with the impedi- 
ments placed in the way of experiment. Five years after the 
Act was passed it was slated that there had been many inter- 
ferences with the work on the part of the Home Office, and 
three particular instances were given— Fraser’s work on the 
action of " Borneo poison," Brunton’s on the treatment of snake 
bite, and Lister’s on the arrest of arterial haemorrhage. The 
first prosecution was in 1882. It was that of Fcrrier for work 
in conjunction with Yeo, only the latter having a licence. It 
was proved^ however, that only Yeo performed the operation, v 
and the case against Ferrier was dismissed. As in all subse- 
quent legal actions of the kind, said Professor Evans, valuable 
help was given by the British Medical Association. 


Nowadays the control of anaesthesia had been brought to a 
fine art, and the latest developments in aseptic surgical tech- 
nique and in chemotherapy enabled survival e.xperiments 
where. these were essential, to be carried out under the condi- 
tions most favourable for the animal. Prominent among the 
rapidly growing -branches of experimental physiology was that 
which dealt with human physiology. New techniques and 
apparatus had allowed some remarkable obsemtions to be 
made on normal or diseased human subjects. None of these 
would have been possible without the starting-point of a large 
body of reliable physiological knowledge, all of which rested 
on the results of_ earlier work on animals. It was surprising 
to what extent this recent work had vindicated the findings of 
past generations of physiologists. Comparisons showed that, 
contrary to the assertions of anti-vivisectionist propaganda, 
the results of experiments on the higher animals did' enable 
conclusions—often far-reaching ones — to be drawn regarding 
the physiology of man, 

A vote of thanks was accorded on the motion of Major 
Hume, seconded by Dr. N. G. Horner. The society proceeded 
to reappoint its officers, and Professors ].■ H. Burn, H. P. 
Gilding, and A. A. Miles, and Dr. J. W. Trevan were added to 
the committee. A presentation was made to the retiring 
secretary, Miss Burgiss-Brown, who has served the society for 
thirty-eight years. 


HOLIES FOR AGED SICK 
KING EDWARD’S HOSPITAL FUND 
The Duke of Gloucester presided at the annual meetin/ 
the general council of King Edward’s Hospital Fund for 1 
don at St. James’s Palace on June 21. Referring to the Nati 
Health Service, the president said that there were three 

problems. ' 

First there was the steeply rising cost of the hospital se 
The view of the King’s Fund had been set out again i 
annual report. The old system of accounts was ob 
and until departmental costing was adopted there was no ^ 
means 


of knowing whether or not money was being used to thu 


bestiadvantage. ,• u . -i » 

Secondly there was everywhere a disproportion between the 
number of nurses needed and the numbers likely to be avail- 
able-even where; as in this country *ere had been a steady 
iWease in numbers. The Fund had emphasized he need 
rbuild up a larger body of trained nurses in the hospitals. 

..p . J^hTrecently opened a residential staff college 

The lecturer went on to mention several -libel and other , 24 staff nurses had just gone back to their hospitals 

actions, including the “brown dog” libel case, in which the . .. .. 

late Sir William Bayliss sued the writers of a book and was 
awarded £2,000 damages. As a rejoinder aii anti-vivisectionist 
later on took up two libel actions, one of which was withdrawn 
and the other lost. In short, no court verdict concerning 
experiments on animals has ever gone against us.” 

The Royal Commission of 1875 was set up largely because 
of representations made by the medical profession, and not. 


51 Mil. _ . 

to fake up their duties as sisters. (See p. 2 V.) 

The third problem, which was common to all countries, 
was The need to overhaul the administrative machinery Pro- 
cess in hospital affairs had been so rapid m recen years that 
gress m hu&f'ai . .♦ unexpected places, there 

everywhere, som * qj. gven whole units or branche.s 

TT'the servire which were content with methods which became 
of the service reception given to 

obsolete thirty o , 7 _ admissions and records, published 


as was often supposed, by the anti-vivisection societies. Another Fund’s memorandum on admissions , c i, 

Commission was largely the result of anti-vivisectionist propa- oentember shows how widespread was the need for he p 

. . last come a new school for medical 

of this kind. Out _ Wncniml. a most welcome 


ganda and did not report for si.x years. The conclusions of 
that Commission were, on the whole, in favour of the experi- 
mentalists. One paragraph in the report stated : 

“ . . . the harrowing descriptions and illustrations of operations 
inflicted on animals, which are frequently circulated by post, 
advertisement, or otherwise, are in many cases calculated to mislead 
the public, so far as they suggest that the animals in question were 
not under an anaesthetic'. To represent that animals subjected to 
.'.iicnts in this country arc wantonly tortured would, in our 
' ‘ m, be absolutely false." 

• ,. ’ essor Evans said that it was early recognized that the 
„ -.e of physiological experiments would usually be 

lated if pain was experienced by the animal, and for that 


Hospig 

r'S' 

caterers at St. Pancras Hospital. 

A New Proposal 

I «(■' niniirester went on to describe a development 
The Duke of Glouces^ 

°Vht f/Tr iek i.lons Sally over 60 years of age, for 
might send sick p cniiable provision. Other volunlao' 

(or .ho Apro. «... 
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~ at work in this field, and the official seiA'ices were doing 
' what they could. But, largely as the result of first-hand experi- 
' ence of the Emergency Bed Service last winter, it was felt 
that a vigorous effort was needed to get some hundreds of beds 

* open in homes of this kind before next winter. The Fund was 
therefore inviting hospitals, through their friends and 

■ supporters or through other voluntary bodies prepared to 

- accept the responsibility, to come forward and help. The 

- Fund was prepared within the limits of the scheme to provide • 

■ the bulk of the capital needed. 

• The council then approved a resolution setting aside a sum 

■ of £250.000 to assist in the establishment of homes for the 

- aged sick no longer in need of active treatment. These homes 
' would be managed by voluntary organizations, but would be 

linked with the hospital service. The Fund, while providing 
' for the capital e.vpenditure, would rely on the Metropolitan 
regional hospital boards to enter into contractual arrangements 
with the homes for the maintenance and care of patients sent 
into them. Sir Ernest Pooley, chairman of the Management 
Committee, read the following messase from the Minister of 
Health : . . 

“ The Minister welcomes the generous offer of the Fund to allocate 
£250.000 for capital expenditure for this purpose. fn his view the 
proposal constitutes a social experiment of great value as well as 
being of real assistance in solving the difficult problem of the 
accommodation of tl e chronic sick in the London area.” 

The accounts for 1948, presented by Sir Edward Peacock, 
the treasurer, showed an increase in income from investments 
at £238,827, in part due to the addition to capital in 1948 of 
£425.000 from the Nuffield Trust for the special areas. Apart 
. from legacies and other special receipts, ordinary income had 
exceeded expenditure by £67,710. The fact that the Fund 
id not spend the whole of its income in 1948 was not owing 
lack of claimants but rather to the fact that in the new 
jitions of the hospital world it must proceed with caution. 

^ claims made upon it were innumerable and compelling, 
I'the Fund was an.xious to concentrate on those things that 
most needed and that it was best fitted to help in 
£ if ding. 
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■‘"ffHE FA3IILY PLANNING ASSOOATION 

^ NEED FOR VOLUNT.ikRY EFFORT 

V rhe future work and position of the Family Planning Associa- 
tion in the light of the recommendation in the Report on the 
Royal Commission on Population that advice on contraception 
should be part of the National Health Semce have been des- 
cribed in London by Lady Denman, D.B.E., chairman of the 
executive committee, and other officials of the association. 

Many of the proposals in the Report are what this body has 
been seeking during the 19 years of its existence — it was formed 
in 1930 as the National Birth Control Association. It was 
emphasized, however, that the work of the .voluntary organiza- 
tion will be necessaiy for some time to come if parents are to 
be advised about the planning of families, and that there was a- 
need for a grant from the Ministiy of Health for an expansion of 
the work of the headquarters, including the setting up of new 
clinics. Even when the giving of advice on contraception was 
undertaken by the National Health Service, said Lady Denman, 
there might still remain work for the association to do. Mrs. 
S. C. S. Robinson, the general secretarv', pointed out that it 
would take time for a sufficient number of doctors to be 
trained to give advice on contraceptive methods. 

Advisory Clinics 

The association, the president of which is Lord Herder, has 
78 branch clinics at which medical advice is given on family 
spacing, infertility, and minor gynaecological disorders. These 
clinics' are situated in England. Wales, and Scotland ; more 
are in the process of formation, and more arc needed. Last 
, year 35.000 new patients attended the clinics, in addition to 
persons attending for second or additional visits. A number of 
.gynaecological disorders were discovered among the patients; 
’these were treated at the clinic or referred to hospital. Lady 


Denman stated that many people did not like going to a big 
central hospital unless they were seriously ill, but found the 
association’s clinics small and friendly. The association co- 
operates in the running of cliru'cs in conjunction with local 
authorities, tiring them to use their permissive powers to pro- 
vide contraceptive advice to women who need it on medical 
grounds. Of the 145 health authorities in England and Wales, 
less than 60 provide clinics or special sessions at which advice 
on contraception is given. About 75 pay grants or fees to 
local Family Planning Association clinics, and several let or 
lend premises for use as clinics by Family Planning -Association 
branches. The association is concerned also with providing 
advice and treatment for infertility, and its centre in London 
for the investigation and treatment of male sub-fertility is the 
first of its kind in this country. A centre maintained by the 
association in London provides the results of diagnostic tests 
in 24 hours. 

It has been found that women prefer to receive advice from 
women doctors. The association arranges training sevsio.ns 
at clinics for doctors and also lectures for medical students 
and practitioners. Conferences are arranged from time to time 
for members of the medical profession and others. The 
association has standardized tests for manufacturers' goods and 
set up an approved list of those which have passed these tests. 
Further information may be obtained from its headquarters, 
69, Eccleston Square, S.W.I. 


' B.C.G. VACCINATION 

ADNISTRY OF HEALTH PROPOSALS 

Arrangements for introducing B.C.G. vaccination against 
tuberculosis in this country have been made bv the .Minister 
of Health and the Secretary of State for Scotland, and the 
following information has been provided by the .Ministry of 
Health. , 

It has been thought advisable, since B C.G. has yet to be 
tested in the conditions met with in this counto’, to keep the 
scheme within defined and suitably controlled limits. One part 
of the scheme will be to offer B.C.G. vaccination to all hospital 
nurses and to medical students as a form of inoculation, among 
others, to which their professional prudence may dispose them 
the other part will be to make the vaccine available to che-t 
physicians or other specialists — e.g.. paediatricians — who mej 
wish to use the vaccine on their individual responsibii,;) in 
suitable cases, such as family contacts of tuberculous fe. cr-. 
The medical advisers of the Ministers consider it necevvar", -A 
this stage at least, that this form of vaccination shou.j be the 
responsibility of physicians with spedalized knowledge .and 
e.xperience of tuberculosis. It will consequently no be po-rible 
for anyone to obtain it by going to his own doctor. !r.O'jg.h a 
doctor who may consider it advisable for a pariicubr person 
will, of course, be able to refer that person to a chest physician. 
In addition to the two schemes mentioned above, a long-term 
investigation to assess the value of B.C.G in this country is 
contemplated. 

The arrangements for giving B.C.G. to ho-pital nurses and 
medical students who wish to be vaccinated will be made 
through the hospitals or the authorities of medical schools, 
with whom the Departments will communicate about this part 
of the scheme. It will be a considerable tavk to plan and carry 
out these arrangements throughout the country, and it m.ay take 
a long time to cover all areas. 

The chest physicians who will be able to use B.C.G. within 
their own discretion will for the most part be among those 
engaged in joint service to regional hospital boards and Iccal 
health authorities. MTiere a chest physician in this category 
undertakes B.C.G. vaccination he will need to do so in the 
capacity of his local health authority service and in assodation 
with the authority’s medical officer of health, since it will come 
within the scope of the authonty’s responsibility for the pre- 
vention of tuberculosis under Part III (Section 2S) of the 
National Health Service Aa or Secuon 27 of dhe_V^ifional 
Health Service (Scotland) AcL A circular wi'i’o refer her local 
health auihoriu'es about the procedure 
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Supplies of n.e.G. arc lo be obtained from the Scrum Insti- 
tute, Copenhagen, from wiiich they will be ordered by the 
Ministry of Health (or Department of Health for Scotland) 
ami consigned by air weekly. The arrangements for ordering, 
receiving, and distributing the vaccine will be centralized in 
this wav, because it must be used with the least possible delay 
after it leaves tlic laboratory. Instructions will be issued later 
about the method of ordering the vaccine. Standard forms of 
record have been prepared. 

.•\n exposition about principle.s and technique of B.C.G. 
vaccination has been prepared by experts for the assistance . 
of phy.sicinn.s undertaking it. Two points arc that it is advisable 
to vaccinate only persons who do not react to tuberculin, and 
that the vaccine to be obtained from Copenhagen is suitable 
only for intradcrmal use. 


Correspondence 


STAFF COLLEGE FOR WARD SISTERS 

RESIDENTIAL TRAINING CENTRE 

Kinc Edw,ard’s Hospital Fund for London has opened South 
K^nsiuLn a staff college for ward sisters. This 
traininc centre accommodating up to 26 students, "rhe s^nts 
ccnerafly have had at least a year’s cxpcncnce in hospital, and 
S seconded or. nominated by a hospital which is a training 
scliool to whicli they will return on completion of the 
fhey continue to receive their salmy during the course, though 
ISnheS- emoluments, and no fees are charged or e.drcr tmtio" 
or residence, the whole cost being defrayed by the . 

Tu; rmirse lasts sixtccn weeks and concentrates on three 

mMmMm 

maximum efficiency. i • „ -n/i idministrative methods. 

,k. la«r pm of .1.= ward 

SeS“stu"dy the'work of the 

the course. , ortonted house (formerly two 

The college itself average age of the 

houses), 147, Cromwell Road 53 ^ The 

24 ward sisters at present ^ ®,,gighten the prestige of 

idea behind this pioneer effort Incourage the young 

ward sisters’ work i^ g"!’^^?,S=^"|,|:?a]^posrrmher than to 
trained 'nurse to remain ^employment. It is 

seek some less , .„„rd that the nursing shortage 

realized that it is in ^ idTfvas sLeested to The King’s 

is chiefly felt. It seems “ih the Ministry of 

Fund by the Ministry of Health, wnicn, d^vtI Colleae 

Smalion, lh= Royal Coll.Be of jlha 

6f Midwives, is represented on the commi 
college. In time, it is hoped, many centres traininc 

e^ablished, and this will become the normal method of training 

for ward sisters’ posts. 


The Ophthalmological Society of Egypt is offering ^ ^ 

e value of £E20 for “ the most valuable 

Tore the Annual Congress of the society.’ P^P^^ shoo d be 
bmitted before the beginning of December. The ‘^“'npet 
opeo.to members of the society of less than 20 years pmehee 
41 of^phvsio.mav be obtained from the -society, Dar 
4ed if plin was- ekpi Ainy Street, piro. . 


Medicine in tlic United Stales 

Sir, — ^T wo years ago 1 wrote a letter in the Journal (June 28. 
1947, p. 949) giving some impressions of a visit to endocrine 
and metabolic centres in the U.S.A. Having had the privilege 
of a similar visit to the U.S.A. and Canada this year, I venture 
to express some sequential thoughts. 

or the therapeutic application of radioactive iodine I wrote. 
“ The results are conclusively successful in exophthalmic goitre 
and in toxic adenoma, although the large nodular goitres with 
pressure symptoms are still thought more suitable for. surgery. 
Two years' experience would permit this statement to stand, 
although the difficulty of exact calculation of dosage leads to 
a percentage of m'yxoederoas of the same incidence as met with 
after thyroidectomy ; and thyrotoxic relapses follow inadequate 
dosage. In some centres the treatment is used on a large scale 
as the onerof choice, and is especially favoured in recurrence of 
symptoms after thyroidectomy. The fear of damage to kidneys 
or germinal epithelium or of a carcinogenic stimulus appears 
to be;-egarded as unwarranted with radioactive lodme as distinct 
from other isotopes, although it is still not generally ^ 
children or young adolescents. Clinical results arc certamh 

im^essive. t pf rheumatoid arthritis by Kendall's 
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however, does not necessarily determine good research, and 
there is no lack of appreciation in America of the fundamental 
character and high quality of research in this country, and of 
the clinico-pathological background on which our methods of 
medical education produce sound results. — I am, etc., 

London. W.l C. StMPSON. 

Tuberculosis in Industry 

Sir, — D r. Stephen Hall's letter fJune II, p. 1049) on this 
subject raises a number of interesting points. I have heard 
a good deal about the inquiry into tuberculosis in the boot 
and shoe industry and from time to time discussed it with 
Dr. Alice Stewart and her colleagues (May 28, p. 926), and 
I think the following comments can be made. 

1. The phrase “recently infected persons” was a misstate- 
ment, due to an attempt to put into different words a clumsy 
mode of expression which kept on recurring in the text of 
the MS. But, although it may well reveal some wishful think- 
ing, in the case of this investigation we think it is perhaps not 
far from the truth. The observations made do suggest, indeed, 
that “ transference of bacilli from one worker to another ” has 
taken place. Final proof of this is still lacking, but more 
evidence in this direction will, I believe, be published later. 

2. Dust conditions in boot and shoe factories are now being 
studied, and figures relating to air-bome bacteria will also be 
contained in a later report. About dust production in general, 
there are only two occupations in the industry where this is 
regarded as excessive. One is assodated with a relatively high 
tuberculosis morbidity rate, and the operations are carried out 
under cover of dust-extraction plants. The other has no 
dust extractor and has the lowest rate of all. There may be 
other reasons for this difference, but the important one which 
strikes Dr. Stewart and her colleagues is that the former is a 
light job and the latter a strenuous one. Actually, the highest 
tuberculosis rates of all in the industry have been encountered 
in a strictly non-dusty light occupation, which has been found 
to attract an exceptionally large number of ex-tuberculous 
persons. 

3. We should all agree that it is important for epidemiologists, 
as it is for clinicians, to know why some persons develop overt 
disease and others do not, but is it not a step in the right 
direction, meanwhile, to try to discover where the people are 
who do break down, and what they are doing ? 

May I say in conclusion that the findings of Drs. Stewart and 
Hughes indicate that exogenous reinfection and superinfection — 
using these terms in the strict sense in which Terplan* has used 
them — may play a considerable part in determining the inci- 
dence of the disease in the later age groups, especially in males. 
— I am, etc., 

S. Roodhouse Gloyne. 

RtrlRESCE 

1 Amer, Rev. Tuberc. SuppU,, 1940, pp. 1-176. 

Resectable Carcinoma of the Stomach 
Sir, — D r. A. R. Parsons (June 18, p, 1096) quotes from a 
paper by me {Brit. J. Si/rg„ 1947, 34 , 379), in which I staled 
that “of 1.405 patients with cancer of the stomach treated 
in the London hospitals in 1938-9. only 56 (4.03%) survived 
for five years.” He then proceeds to compare this figure with 
those published by the Mayo Clinic. As this gives a wTOng 
impression of the results of treatment in the London hospitals, 
would you permit me to explain that in the paper from which 
this quotation was taken I gave a table showing that 691 
(49.2%) of the 1.405 patients were subjected to laparotomy, 
and in only 243 (17.3%) was resection possible ? The five-year 
survival rate of these 243 patients was' 23.1 whereas that 
of the 2.772 patients who underwent resection in the Mayo 
Clinic was 28.9%. 

Apart from an examination of the possible causes for this 
difference, one of the main objects of my paper was to draw 
attention to the fact that the figures collected by the British 
Empire Cancer Campaign prove that 82.7% of patients with 
cancer of the stomach were beyond hope of cure by the time 
the surgeon saw them. In the Mayo Clinic the figure was 
74.5%. — I am. etc.. 

LomJon. S.W.t, 'T. L.^ H.XR.VETT.' 


Abortions and Psychonenrosis 

Sir, — T he inquest held on the patient who died following 
the induction of premature labour at the 28th week by Dr. 
Norman Haire for mental instability and suicidal tendency 
(reported in the Journal of May 7. p. 825) raises the question 
of how far' termination of pregnancy is justified as a treatment 
or prophylactic for this or almost any other variety of insanity. 

\5'here pregnancy is the apparent cause of the anxiety state 
in a woman who w-as previously in normal mental health it 
seems logical, at first sight, to induce abortion, Jt is presumed 
that the removal of the cause of anxiety will be followed by a 
rapid disappearance of mental sjmptoms. But the problem 
is not so easy as this. However simple may be the method 
of induction, the operation is potentially dangerous where 
there is fear and deep anxiety. It is difficult to realize that 
nothing more than the passage of a sound to rupture the mem- 
branes or the injection of a few millilitres of a mildly irritant 
paste can cause fatal shock by vagal inhibition. 

In the ordinary routine of hospital work where induction of 
premature labour is performed for. say, toxaemia, it is a com- 
monplace to rupture the membranes or separate them by the 
finger above the internal os without the slightest fear or risk of 
causing shock. But it is a very different operation for those 
women who are the victims of deep depression by reason of 
their pregnancy, especially if it is illegitimate and has been 
concealed. Dr. Keith Simpson (Lancer. Jan. 8, 1949, p, 47) has 
drawn attention to the risks of interference with pregnanev. He 
states that of 100 fatal cases on which he made post-mortem 
examinations no fevxer than 34 had died “immediately" after 
the operation — II from vagal inhibition, 21 from air embolism, 
and 2 from haemorrhage. 

I remember a case of early pregnancy complicated by pro- 
longed bleeding for whom it was agreed that abortion was the 
correct treatment. An hour after the simple mar.ccuvre of 
inserting a laminaria tent into the cervix I was alarmed, on 
being recalled to the house urgently, to find the woman in a 
state of shock, with cold sweating, pallor, feeble pulse, and 
clonic movements. The tent was removed immediately, and 
slow improvement followed. No haemorrhage or injury to 
the utertis had been caused by the insertion of the tent. 

After the necropsy on Dr. Haire’s case Dr. Keith Simpson 
stated at the inquest that he had found no organic disease 
whatever and no local injury as a result of dilatation of the 
cervix and injection of the, paste. Here, evidently, vva,s a case 
of death due to vagal inhibition in a single woman deeply 
depressed by reason of the pregnancy. 

The indication for this operation was suicidal tendency as 
shown by one alleged attempt at self-destruction. .And yet 
death was actually caused by the very measures undertaken to 
prevent it. Under suitable restraint in a mental home this 
woman could have been prevented from the risk of suicide. 
Modem methods of treatm.ent of depressive states have entirely 
altered the prognosis for these patients and should influence 
our attitude to the view that if the pregnant woman attempts 
or even threatens suicide abortion should be induced forthwith. 

It falls to obstetricians to perform the actual operation, and 
it behoves them to be aware of the dangers and very sure 
of their ground when they receive the recommendation from 
the psychiatrist. It should be remembered also that a number 
of depressed women who have had pregnancy terminated suffer 
from self-guilt and remorse for years afterwards. This is a 
factor which impedes spontaneous recovery from depression. 

There are, of course, occasional cases of mental distur'oance 
where termination of pregnancy may be indicated, but they are 
uncommon. — I am, etc., 

London. VV.I. .ALECK BOLT-VE. 

Sir. — C an the bewildered GT. have some guidance on the 
psychiatric indications for the termination of pregnancy ? In 
my own practice I am occasionally consulted by some poor 
unmarried girl who is pregnant. She is invariably in the 
denths of despair and suffering from an acute anxiety neurosis. 
VrTien I tell her that it is illegal to interfere with a pregnancy, 
she very often threatens suicide. In spite of my genuine feeling 
of pity for her the best I can offer her is to refer her to an 
antenatal clinic. 
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general practitioner I have been led to understand that 
thiopentone can be a most dangerous anaesthetic in cases of 
shock. — am, etc., 

Morpeth. Northumberland. R. P. ROBERTSON. 

An Unfortunate Precedent 

Sir, — Dr. B. H. Shaw says (June 4, p. 1003) that the Royal 
College of Physicians should not presume to meddle with pro- 
fessional administration. The professional administration of 
most of the munidpal general hospitals.in the country ensured, 
as far as such a thing is possible, that their standard of medicine 
could not rise above mediocrity. Was it not desirable that the 
Colleges and universities should use their influence to alter 
that state of affairs ? It is a misfortune that the difficult 
financial position of this country is hindering the metamor- 
phosis of these hospitals. — I am, etc., 

Tootine. s.w 17 . M. Walker. 

Transfusion Compatibility Tests 

Sir, — ^The conclusion of Dr. R. H. Malone (June 4, p. 1003) 
that anti-D typing of all patients prior to transfusion is essential 
is quite irrefutable It is also probable, however, that a tube 
compatibility test, using 30% bovine albumin as diluent, will 
prove most suitable for the busy hospital laboratory. This 
test is a second line of defence, which will detect incomplete 
anti-D antibodies, as well as the saline-agglutinating antibodies. 
Danger from such antibodies, as Dr. Malone points ouL 
should be rare with accurate anti-D tiping. Mistakes do occur, 
however, in the best regulated laboratories, as evidenced by 
Dr. Kidd’s case (June 4, p. 1002), either due to technical or 
clerical errors. 

A cross-matching test in tubes at room temperature and 
37“ C., using 30% bovine albumin as red-cell diluent, has 
been in use in this laboratory for some months. The tests are 
read after four hours as a routine measure ; in the case of 
emergency the tubes are centrifuged after a half-hour. The 
test is no more time-consuming than the usual one, using saline 
as diluent, either to set up or to read. Technicians can quickly 
be taught to differentiate between rouleaux formation, which 
is rather marked in albumin, and true agglutination. 

While agreeing that routine anti-D typing is the first essential 
in preparation for transfusion to avoid Rh incompatibility, I 
feel that this modified compatibility test is a valuable additional 
safeguard. — I am, etc., 

London. E.I5. M- S. ROSS- 

SiR, — ^We are in agreement with Dr. R. H. Malone (June 4, 
p. 1003) on the necessity of Rh grouping before transfusion, 
and it was not our intention to suggest that this important 
safeguard should be neglected. It is undertaken as a routine 
here, in conjunction with the slide compatibility test, in all 
transfusions matched by the laboratory staff. Until, however, 
resident blood-bank officers become sufficiently numerous, 
there must remain a number of transfusions where the selection 
of blood has to be urgently undertaken by people without 
laboratory experience, and it is for these occasions that we 
feel the albumin slide lest has special value. 

The justification for the routine use of the albumin slide 
test is that it is simple to perform and detects incompatibilities 
that the saline test does not. It is true that Rh antibodies in 
D-positive patients are rare, but in our experience their fre- 
quency has not been negligible. In each 'of these cases the 
presence of antibodies was anticipated from the history, but 
it is hazardous to rely on an intelligently taken history being 
transmitted to the laboratory. It is therefore safest to insist 
on the routine use of a test that can detect Rh antibodies. 
WTiere, from the history, antibodies are expected in’a D-positive 
patient, then the more elaborate tests would, of course, be used 
in selecting a suitable blood. 

We have never, as far as we know, been supplied with an 
incorrectly labelled bottle of blood, but the test could detect 
the bottle of Rh-positive blood incorrectly labelled Rh-negative 
in the case where it mattered most — i.e.. when the recipient 
had strong Rh antibodies. — ^W'e are, etc., g Godwin 

A. J. McCall. 


Prognosis in Hysteria 

Sir, — D r. A. Barham Carter is to be congratulated on the lucid 
and interesting article on this subject (June 18, p. 1076) in which 
he describes incidentally the successful results of treating 
hysterical symptoms. His reference to “phj'sicians who like 
to do their own psychiatric work so far as is possible is par- 
ticularly welcome ; and on the strength of this one is emboldened 
mildly to question the assertion he makes at the outset of his 
conclusion that “ the word ‘ recovery ’ will never mean the 
same to a psychiatrist as to a physician, and one can only try 
to correlate physical and psychological terms.” Given an 
approach which has regard to the whole organism, is it neces- 
sary even to draw distinction between physical and psycho- 
logical ? Dr. Carter obviously combines in his own person the 
qualities of a physician with the training and experience of a 
psychiatrist Should not a psychiatrist, too. be first and 
foremost a physician ? 

Explanations why an hysterical symptom disappears are 
certainly various. Perhaps it has served its fnever. fully 
conscious) turn. Or the hastily selected symptom may have 
become irksome, as instance that of blindness in the case of a 
young and active man, or aphonia in a naturally talkative 
woman. The patient may have found that his complaint does 
not find ready acceptance socially, or even that it results in 
certain sanctions, such as that of isolation, being applied. The 
symptom may disappear because it has been substituted by one 
which seeihs to serve the (unconscious) purpose better, and. as 
Dr. Barham Carter well exemplifies, there is always the possi- 
bility that the patient may, by understanding on the part of his 
physician, be moved to behave differently, svith corresponding 
ads-antages-for sodal adjustment. 

Dr. Carter's experience that ”... more good seemed to come 
from listening than from talking, as patients often found a 
more satisfactory solution to their problems without further 
prompting” helps to illustrate that perhaps there is. after all. not 
so much divergence of aim as between physician and psychiatrisL 
Widely accepted, and applied with due circumspection, the 
principles and practice advocated in this article might go far to 
meet the recognized need for treatment of psychor.eurosis in. 
its milder and less chrom’c forms. — I am, etc., 

UvOTOOl. s. B.srton Rall. 


POENTS FROM LETTERS 

Salicylates in Rbemnalic Ferer 

• Dr. A. D. McDw'i'Er (Dublin) v.'rites: Because of its practical 
importance one must accept with reserve the^ ^^ew of ^ntz and 
colleagues— discussed in a leading article in the Joumsl fJin, 22, 
p. 144) — that massive salicylate prophylaxis does not prever.i the 
manifestations of continuing non-suppurative streptococcal disease — 
really mild to florid rheumatic fever. Without prophylaxis the mani- 
festations are: elr;-ated E.S.R-, hie fever, carditis, arthritis, pjrpura, 
adenitis, pneumonitis. W'ith salicybte prophyhxis the>’ are late fever 
and cardius. Of the latter, their criteria in general are flat or inverted 
T waves and prolontred PR interval Massive salicylates may cause 

(1) fever (98.6’-I00* F. = 37’-37.S* C. rectal) and tachycardia; 

(2) c-xpcrimeniany, signiScant alterations of RST ond^ T in standard 
limb and precordial leads, and abnormal prolongation of QT for 
given rale (because of this, further observations may well confirm 
its effea on the PR interval); (3) a non-specific rise or fall in the 
E3.R. during therapy and a subsequent rise for 1-4 weeks after 
therapy ends; (4) experimentally, prevention or suppression of a rise 
in the leucocyte response to infection. Further, the plasma salicylate 
in the second week of therapy becomes unstable in the rheumatic 
subject, rising or falling by 50% on constant dosage, reeding an 
alteration in latter. Does this explain the appearance of subcutaneous 
nodules when the patient is “ saturated ” v.iih salicylates? . . . One 
interesting point emerging from the incidence of the above manifesta- 
tions is that their inddence of 19.6% is approximate to the estimated 
inddcnce of rheumatic fcA*cr, etc., in the community a: large. The 
post-mortem statistics of the inddcnce of mitral stenosis in the general 
population understates the occurrence of sal-vulitis. a better test cf 
which would be smscularized but otherwise normal valves — the normal 
human heart valve is avascular, a pwnt completely ignored in the 
pathogwesis of septic endocarditis — if allowance is m.ade that o-her 
riral diseases such as infectious miOnonucIecsis, can cause ralvulith/ 
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Prc.sb\terinn Church. Born in the Route, close to the rocky 
co.ist of North Antrim, he was one of a family of eleven 
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IS. there also is love of the. Art.” No happier epitaph could 
be found for Sir Thoinas Houston. 

J. F. O’MALLEY, F.R;C.S. 

Mr.^ J. F. O’Malley, who died at Bexhill-on-Sea on June 22 


of men. He shunned publicity in every form he was wiih 
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or Kindness. While m active practice he was first choice 

amt n'r.y'ivnrt hir ■ J “ eleven, m Ulster have cause to remember him with affec- 

insttii.f Tj arl>' education at Coleraine Academical Imu^te gratitude, A quotation frequently on his lies was 

B A 1^189? and Queen’s College, Belfast, and took his precepts of Hippocrates : “ Wherlthe Jove of man 

B.A. in 1890 and five years later gradiiatcd M.B., Ch.B. ■' ‘ ... - 

B.A.O.. With honours, proceeding M.D. in 1899. He won 
the coveted studentship in pathology of the Royal 
University of Ireland, and was a research scholar of the 
British Medical Association in 1902. He was a past presi- 

n-ir .rlr,!,., rt Section of Pathology, ophthalmology at University College, Galway while yet 

Bactcnologi , and Immunology at the annual meeting of the another was in practice in Lradon, ^ y . 5 

B^I.A. He had twice been vice-president of the same John Francis O’Malley qualified at Dublin in'l 895 when 
Section m earlier years _ , , he was 'first scholar, and went into general practice in 

After uHing (he usual junior posts in a teaching hospital - - — 

Houston was appointed assistant gynaecologist to the Royal 
Victoria Hospital, Belfast. Even in those early days, how- 
ever, his main interest was in laboratory and research work. 

The appointment of Professor Lorrain Smith to the chair of 
pathology in Belfast, and the close friendship which had 
developed with Sir Almroth Wright and his colleagues at 
St. Mary’s Hospital, turned Houston’s footsteps into the 
path of clinical pathology. He was the pioneer worker on 

haematology and applied bacteriology in Northern Ireland, 1914-18 he was ear, nose, and throat specialist, with the 
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London. He was early attracted to oto-laryngology, how- 
ever, and after studying in Vienna he took the F.R.C.S. in 
,1910; He was appointed aural surgeon to the Evelina 
Hospital and later to the Hospital of St. John and St. 
Elizabeth and to the R'oyal Ear Hospital. On the amalga- 
mation of the Royal Ear Hospital with University College 
Hospital in 1919 O’Malley became surgeon, and 'subse- 
quently consulting surgeon, to the ear, nose, and throat 
department of University College Hospital. In the war of 


and year after year he stimulated in younger men a love of 
pathology. Early in his work he recognized the 'hereditary 
and familial tendencies of Addison’s anaemia and the 
importance of the chronic carrier of typhoid bacilli in the 
urine. During the severe outbreak of cerebrospinal fever 
in Belfast in 1908 he and J. C. Rankin grouped the different 
types of meningococci. He applied a modification of 
Wright’s opsonic technique in the serological diagnosis of 
the disease. 

' Houston was appointed physician in charge of the depart- 
ment of haematology and vaccine therapy in the Royal 
Victoria Hospital. He was for many years lecturer in 
toxicology in Queen’s College, Belfast, He was also interested 
in tuberculosis and was physician to the Forster Green 
Hospital. 


rank of Major R.A.M.C., at the Royal Herbert Military 
Hospital, Woolwich, and was mentioned in dispatches. 

At annual meetings of the B.lvI.A. in 1926 at Nottingham 
and in 1933 at Dublin O’Malley Was vice-president of the 
Section of Oto-Rhino-Laryngology and . in 1932-3 he was 
president of the Section of Otology of the Royal Society 
of Medicine, 'in 1933 he was made an honorary M.Ch. of 
the National University of Ireland. 

O’Malley was interested in all branches of his specialty. 
He wrote on otosclerosis and arthritis deformans, depre- 
cated the excessive employment of the radical mastoid 
operation in- middle-ear suppuration, and carried out exten- 
sive researches on the ventilation of the nasal sinuses, 
emphasizing the importance of re-establishing air emrents 
He was a keen golfer, a past president of the Rish Medical 


During the first world war he acted as physician xx-, — o - - , - . - , , , 

in charge of the medical wards and of the laboratory in the Golfing Society, and a hospitable mem er o 
St. John Ambulance Brigade Hospital at Etaples. While ' Club, but his chief interest and hobby was his work, and n 
Studying an epidemic of trench fever he became interested rnn<:iiltincr practice for many years i pp 

m the enterococcus, an interest he maintained to the end .of 
ms life. It is unfortunate that this work of his has never 
been published, for he had^ accumulated a vast store of 
information about this organism, its reaction to its environ- 
ment, and its possible pathogenic properties, Houston, 
however, was always hypercritical of his own work. For 
' his services iri the war he was mentioned in dispatches, 

^varded the O.B.E., and made an Esquire of the Venerable 
Order of St. John of Jerusalem, of which Order he w'as 
later appointed a Commander. He was knighted in 1927 
for his services to medical science in Northern Ireland. In 


was in consulting practice for ^ars 

Wimpole Street. A great favountc with the Irish com- 
munity in London, O’Malley was always genial, tolerant, 
and kind-hearted, and he will be remembered as a sound 
and skilful oto-laryngologist. 

Dr. iViLLMM Alas. Blo^ibld. the leading oto-l^O’ngNogbi 
of Auckland, New 2ealand, died of bead ^ 

in hospital at Sydney at the age of 51.. Born at T?bapuna th- 
son of a well-known New Zealand journalist, Dr B’omMd 
was educated at Auckland University College and at Owg 

University, where he graduated M.B., Ch.B. m 1923. He 
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spent four years in the postgraduate study of diseases of the 
ear, nose, and throat at Vienna, Birmingham, and London, 
where he ^uas clinical assistant at the Metropolitan Ear. Nose, 
and Throat Hospital. He continued his postaraduate studies 
in Edinburgh, taking the F.R.C.S.Ed. in 1927.“ On his return 
to New Zealand he was appointed to the ear, nose, and throat 
department of Waikato Hospital, Hamilton, and subsequently 
to the Auckland Hospital. Keenly interested in his specialty, 
he \-isited clinics m the United States and England in 1937-8. 
He also took his full share in the life of his community, was 
a prominent member of the Rotary and other clubs, and 
honorary surgeon to the local Jockey Club and the Boxing 
Association. A charming personality, always ready to extend 
a helping hand to his juniors. Dr. Blomfield's untimely death 
is a great loss to oto-laryngology in New Zealand. He is sur- 
vived by his wife, a daughter, and two sons, to whom the 
sincere sympathy of his colleagues and friends will be extended. 

' R. S. S. 


Medical Notes in Parliament ' 


NURSES BILL 

When the Nurses Bill was considered on Report in the House 
of Lords on July 21, Lord Shepherd said he believed that the 
measure was now an agreed one. He moved to leave out 
Clause 4 as it stood, and to substimte the original clause. 

In conamittee, Lord Luke had carried an amendment to 
delete the clause and to substitute one which took away the 
authority of the General Nursing Council and the Standing 
Nurse-Training Committees over expenditure, and transferred 
that authority to a new independent body. Ministers had 
attempted to reach an accommodation on Ae matter so that 
the Bill could be sent to the House of Commons as an agreed 
measure. As a consequence of the discussions a series of 
amendments were to come before the House that day. He 
recommended the House to delete the present Clause 4 and 
put back the original clause, and then to meet the views of 
Lord Luke by creating in the General Nursing Council a 
Statutory Committee for administering the funds for tiainihg 
nurses. The Bill also provided that when disputes on matters 
of finance arose in the Standing Nurse-Training Committees 
there should be an appeal to the General Nursing Council, 
with whom the final word would rest. The Government 
believed that it now possessed means by which the 600 schools 
which e.xisted to-day for training nurses could, through the 
Standing Nurse-Training Committees, be brought into intimate 
contact with the General Nursing Council. 

Lord Llesvellin thought this was a better method than the 
amendment which his friends had previously inserted in the 
Bill. He hoped that when the General Nursing Council set 
up the Finance Committee they would take advantage of the 
proposal under the first schedule whereby the Minister was to 
appoint three persons with knowiedge of hospital administra- 
tion and finance. He adsised the House to accept this 
compromise. 

Lord Webb-Johsson said the amendment carried on the 
committee stage had been carried because of anxiety about 
the position of the teaching hospitals. He felt that anxiety 
would be removed by the amendments standing in the name 
of Lord Shepherd. 

The House agreed to Lofd Shepherd's amendments and to 
the deletion of Clause 7 (Expenses of Hospital Grants Com- 
mittee) and the insertion of the following new clause; 

(“ . — (I) The Council shall appoint a finance committee con- 

sisting of members of the Council. 

(2) The number of members of the finance committee and their 
term of office shall be such as may be prescribed by rules made 
bv the Council under subsection (1) of section three of the Act of 
1919. 

(3) Any matter relating to the dischaige by the Council of their 
funaions with respect to the defraying of e-spenses incurred by stand- 
ing nurse-training committees shall stand referred to the finance 
committee and any other matter may be referred by the Council to 
that committee; and the committee shall consider the matter and 
Kport upon it to the Council, and the Council, before taking any 


action on the m.atter, shall, unless in the opinioa of the Council -u-e 
matter is urgent, receive and consider the report cf the committee. 

(4) The power of the Council under paragraph f/j of subseciian ■ 1) 
of section three of the Act of 1919 to make rules fer authorizing the 
delegation to committees of the powers of the Ccuncil and fer 
reguJating the proceedings (including quorum) cf committees sha'.! 
be exerrisable in relation' to the finance committee.") 

On Clause 9 Lord Shepherd mo- ed Dmendnien'.s at the 
request of the General Nursing Council to make it perfectly 
clear that no nurse trained abroad who had failed to pa's nr. 
examination forming pan of her training should have nr.y titie 
to be admitted to the register. He added that his ameridments 
would not preclude the admission of nurses who had completed 
training which did not involve the taldng of an examination but 
which the General Nursing Council could regard as satisfactory. 

Lord Shepherd moved to insert in Clause 10 an additicr.al 
provision : 

“ (3) No request under the last foregoing subsccticr. shall be made 
by the Council with respea to the supplementary pa.-! of the register 
containing the names of nurses trained in the nursing and care cf 
persons suffering from mental diseases unless the Council ore satisfied 
that means e.xist whereby members of the public can readily ascer.ain 
whether a registered nurse has been so trained and no such request 
shall be so made with respect to the supplementary part of the 
register containing the names of nurses trained in the nursing of ste'e 
children unless the Council are satisfied that means exist wltereby 
members of the public can readily ascer.ain whether a registered 
nurse has been so trained.” 

He said that during the committee stage Lord We'oh-Johnson 
had expressed fears about the position of specialized trt.t.'iir.c. 
The Government had gone closely into the matter and had 
produced a new subsection which it hoped would meet the 
difficulty. They desired in particular to make it clear that the 
training of sick children's nurses was not to be disccr.tinued. 
Nothing in the BQl would prevent the General Nursng Council 
in keeping its register from attaching to the names of registered 
nurses the special qualifications which they had earned. Tne 
Council would have among its members representatives of 
specialized nurses who would watch these "natters. 

Lord Webb-Johnsos thought the new v bseetion would safe- 
guard the position of the General Nursing Council. Tne House 
agreed. 

On the First Schedule Lord Shepheep said the Minister had 
agreed to submit amendments one of which added to the 
General Nursing Council three persans who wouM appear to 
the Minister “ to have had experience in the control and manage- 
inent of hospitals.” A further amendment was alsc approved 
providing for regional elections if in the opinion of t'r.s General 
Nursing Council they appeared desirable. Further drafttrg 
amendments w-ere made and the Report Stage concluded. 


Universities and Colleges 


UNI\'ERSm' OF CA.MBRrDGE 
J. A. R. Miles, M.B., B.C-ir., has been reap^KUited Huddersfield 
Lecturer in Special Pathology, and G. W, Harris, MJ3., University 
Leaurcr in Physiology, from Jan 1. 1950. with tenure to the retiring 
age, and D. B. Cater, F.R.CS.. Untvcrsttj; Detr-3r.st."a;or in 
Pathology for fis-e years from Jan. 1, 1950. 

The follosving medical decrees w-ere conferred on June 11 : 
hfD.— D. H. Davies, .Xf. 33'. 3V. 33'ocd. A. G. MatshaH, i-laricrie 
Lawton. 

M.B, B.Chir.— Joan C Owen. 

M.B. — Phvllis L. Broomhead (by pnaxy). 

In the Journal of June 4 (p. 1014) we incorrectly -r.r.C"a.-._ced uhat 
certain honorary degrees were conferred on May 2’ On that date 
propozals for the conferment of the degrees were c.tproved. It is 
expected that they will be conferred at a special Ccr.grena-j'an to 
be held on Aug. 20. when the Firr. International Congress of 
Biochemistry will be held at Cambridge. 

The following candidates have been approved at the e-at.-rj-.aticn 
indicated : 

Finu, M.B. — Per: I fSurpery. Midr.ife^r, end Gy’seeeo.'ogr); A. G. 
Ackerlcy, L. J. H- Ardtur, M. J. Ball. J. L. R. Barlo-w, P- G. Beard. 

D. A A. Beardsmore, I. F. Bishop, P. E. Bod'ein, G. H. Bond. 

E. a A. Bctt, S. D. Bradley. H. H. Broadhead, E. A Cooper. 
M. B. S. Cooper, H. M. C. Ccrfield. G. A. Ccu.ri, E. M. D. Oaig. 



?(i Jm.Y 2, 1949 


UNIVERSITIES AND COLLEGES 


British 

NtfPICAL JoimNAL 



INFECTIOUS DISEASES AND VITAL STATISTICS 

Wc print below a summary of Diseases and Vital Sm^t.cs 

Jn fill* Rrid'sh Isles during the week ended June H.- 

Ftor« of ^Idoafada*^ “'(b) 

end 0/ c^oi'inr! and Wales (including London). 
arc for: (a) Tbcj 26 to«ns in g^gbnd W S 

(M London (ndmin siralive 10 principal Wsms in Northern Ireland, 

return available. — ■ 


> , II. » 

„0VA.. COtLOGE OF SURGEONS OF ENGWND 
l',ofc.ot p, rv. °“'S™coto”a.iiS's ll” FMs. LoiKl". 

of Conpcnii al llgaft 

epidemiological notes 

. Poliomyelitis 

Notificalions (uncorrected) ' we^k entd 

cnccpbaliiis' togctlicr 18. Counties with 

June II to 38 in the Devon (4). Lancaster (2). 

more than one ease svere Surrey (2), Sussex East (5), 

Middlesex (3). ended June 25 groups of 

Yorks W. Riding (5). Lewisham. Plymouth 

-TcSwnn ’’ irap?ears that the small increases so 


Discussion of Table 

aw...' w rs.' ™.EiW 

Ig the week and there were 152, acute 

52 Middlesex 131, » gg The largest decreases in 

were Lancashire 111^^ 

^ A^'man d«’rease in the incidence ^32 Notifications 

i^mrarS; tL largest f being 6 bdow 
f diphtheria The chief feature of the retur . 

he previous lowest • j 7 Birmingham C.B. 

S &hth.ri. ”"S«W f...r 15 '»»' 

nf the 24 cases or paraiypi*^ jarrow M.e. oi* * 

SiS^i?S=SS?S2 

;Sd“Lm so^hamr-. “Aa » 

I„ sew an 'F™™ de=r.M« i» *' ‘”'^^*1°! 

f“rp',r.f;ni£i.a;tS5r,7ot 
SSI S"'S rS S%lpE«a ware — 

SS'S w„. dacrearas i» 
cough 88, measles 19, of the country an 

fever 9 in contrast to the f '"orded in Dubhn C.B. 

of 30 in the notifications of measles was ^ec u notifica- 

"°"\^f^oTcouni”y oTwlSe last lep^ntber 395 children 
reported from County u affected, 

in the Newtownards area have been au 

Week Ending June 18 ' 

SLS"-afE.Srf» 5l. d...,a. 55. 

paratyphoid 38. typhoid fever 8. 


Disease 

Cerebrospinal fever 
Deaths 

Diphtheria 
Deaths 

Dysentery 

Deaths -- 

Encephalitis lethargica. 

•■■ acute 

Deaths 

EDsip'r'tt® 

Deaths 

Infective enteritis -. 
diarrhoea under 2 
years 
Deaths 

Measles* 

Deaths? •■ 

Ophthalmia neonatorum 
Deaths ■• 

Paratyphoid fever 
Deaths •• 

Pneumonia. infloe>“5l;- 
Deaths (from mflu- 
enza) t 

Pneumonia, primary . . 
Deaths 

Polio-encephalitis, acute 

' Peath s 

Poliomyelitis, acute • • 
Deaths! •• 

Puerperal fever . . 
Deaths 

Puerperal p^esial) 
Deaths 

Relapsing fever 


jl 94S fCorrespondingWcel;) 


Whooping-cough* 

rv.nihs 

Deatte(0-1 yoaj) 

‘“(^rl^OoSHvo^ 

will; 

A^^aldeathVatef^r 

■1,000 persons livmg< 
*-‘rnnualWpi^l.O^ 

' persons livens * 

StiUbirths total 

^irthT ’’(l^luding 
stUibom) 



{\ Includes puerpe 


5 
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Friends of Canteiburj’ Calhedral 

A service dedicated to the science and art of healing was held 
at the annual festival of the Friends of Canterburj' Cathedral on 
June 25, the arrangements for which were described in the 
Journal of April 9 (p. 630). Representatives of the B.MA... the 
Royal Colleges, and medical and nursing services were present. 
Lord Webb-Johnson, P.R.C.S., read the lesson, and Lord 
Moran, P.R.C.P.. gave the address. After speaking of the 
achievements of medicine in its conflict with diseases of the 
body, Lord Moran said he could tell no such tale of triumph 
when physicians had tried to follow the working of the mind 
and its many aberrations. People had not acquired the art 
of living together. That was the crucial problem which con- 
fronted society. They were all fumbling for a solution. Why 
was the worker so often without interest in his job ? Was 
it because he was doing the WTong job ? The gulf between 
the worker and the rest of the nation was more dangerous than 
any gap in our economy. The forgotten art of living together 
had to be relearnt over the world, and there was great need of 
tolerance. 

Special Diets for Invalids 

On. the recommendations of the Fdod Rationing (Special 
Diets) Advisorj' Committee the Ministry of Food has made 
the following rationing arrangements for invalids. Hepatitis, 
acute infective hepatitis {catarrhal faundice), toxic jaundice . — 
Meat; a maximum allowance of four rations a week (instead 
of three). Hepatitis, chronic {cirrhosis of the liver). — ^Meat; 
a maximum allowance of four rations a week (instead of three). 
Hypoproteinaemia. — Meat: a maximum allowance of five 
rations a week (instead of four). Nephritis, with gross oedema 
and gross albuminuria {nephrosis). — Meat; a maximum allow- 
ance of five rations a week (instead of four). — Steatorrhoea 
{including caeliac disease and tropical sprue). — Meat; a maxi- 
mum allowance of six rations a week (instead of five). The 
butter ration will now be retained and only the margarine and 
cooking fats coupons will be cancelled. Formerly, all the fats 
coupons were cancelled. Steatorrhoea, convalescent. — Meat : 
a maximum allotvance of three rations a week instead of two. 
Liquid Milk ; a priority allowance of seven pints a week. Half- 
cream National Dried Milk: no change in the present allow- 
ance of one tin a week. Butter, Margarine, Cooking Fat: as at 
present, the coupons will not be cancelled. Diabetes mellitus; 
hypoglycaeinia, spontaneous. — ^No change in the present 
allowances. 

The Secretary Honoured 

The University of Saskatoon, Saskatchewan, conferred the 
honorary degree of LL.D. on Dr. Charles Hill, Secretary of 
the British Medical Association, during his recent visit to 
Canada. 

New Zealand Surgeons to Attend Paris Conference 

Sir James Elliott and Mr. Rolland O'Regan, of Wellington, 
will represent New Zealand at two international medical con- 
ferences to be held at Paris in July. Mr. O’Regan will represent 
the Government at a meeting of the International Cancer Re- 
search Commission on July 17-22. Sir James will attend this 
conference and will also take part in an international conference 
on tuberculosis towards the end of July. He will represent the 
Tuberculosis Society of New Zealand. 

Honorary Fellowship 

Sir Maurice Cassidy has been elected to an Honorary 
Fellowship of Clare College, Cambridge. 

American Honours for British Doctors 

Lord Border and Mr. Lawrence Abel were elected Honorary 
Fellows of the American Medical Association at its recent 
annual meeting, Mr. Abel has also been elected Honorary 
Fellow, and Dr. Cuthbert Dukes Honorary Associate Fellow, 
of the American Proctological Society. 


Inspection of ChUdren's Feet 

A useful pamphlet on “Foot Inspection in Childhood and 
Adolescence ” has been prepared for the Foot Health Educa- 
tional Bureau by a committee under the chairmanship of 
Brigadier G. S. Parkinson. It is Intended to assist school 
medical officers in e.xamining children's feeL and emphasizes 
that much disability in later life is the result of uncorrected 
foot disorders in childhood. It includes suggestions on the 
examination of feet, a list of references, and a mode! form for 
recording the results of the e.xamination. The pamphlet is 
obtainable from the Bureau at 121. Eburv Street. London, 
S.W.I. 

New Medical School Gazette 

TTie first number of a new periodical called the Oxford 
Medical School Gazette has been published; One issue will 
appear each term. Information may be obtained from the 
editor at Osier House, 43, Woodstock Road, O.rford. 

British Orthopaedic Association 
The following, nominated by the e-secutive committee, were 
elected at the annual meeting: — Corresponding Member: 
Dr. P. G. K. Bentzon (Denmark). Fellows: Mr. F. C. Durbin 
(Exeter). Mr. J. H. Mayer (Ttmbridge Wells), Mr. K. Stanger 
^ewcastle-upon-Tyne). Associate Members: Dr. J, K. 
Cunninghame (Wellington, N.Z.), Mr. Johnstone Dickie 
(Leicester), Mr. P. G. Esse.x-Lopresti (Birmingham), Mr. James 
Garden (Carluke), Mr. R. N. Grant ffruro). Mr. H. H. Kennedy 
(Chesterfield), Mr. A. W. L. Kessel (London), Mr. H. Keith 
Lucas (Liverpool), Mr. T. N. Norton (Grimsby), D,-. W. ,A. J. 
Pike (Auckland, NJZ.), Mr. C. G. Rob (Thirsk!. Mr. F. H. 
Stevenson (Stanmore), Mr. T. E. Stoker (Cheara). Mr. G. S. 
Storrs (Bedford), Mr. G. L Walley (Windsor). Mr R 1. DTIson 
(Exeter). 

COTvONG EVENTS 

Exhibition of Medical Photography 
The Medical Group of the Royal Photographic Society is 
holding an exhibition of medical photogi^aphy at the society's 
house, 16, Prince’s Gate, London, S.W . from ^^onday, July 4. 
to Saturday, July 16. The exhibition will be formally opened 
on July 4, at 630 p.m., by Sir Ceal Wakeles. 

Health and Tuberculosis Conference ' 

The Second Commonwealth and Empire Health and Tuber- 
culosis Conference will be held by the National .Association 
for the Prevention of Tuberculosis on July 5-S at the Central 
Hall, Westminster, London, S.W.l. The following discussion' 
will be held. July 5, 10 a.m. : Tuberculosis as a World 
Problem; chairman. Sir Robert Young. 2.15 pun. ; Trends in 
the Modem Treatment of Tuberculosis, Including Streptomycin 
and PA.S. ; chairman. Sir Robert Young. July 6, 10 ajn. : 
Regional, County, and County-Borough Tuberculosis Schemes ; 
chairman, Mr. Anthony Greenwood, M.P. 2.15 p.m. ; Organ: 
ization of Comprehensive Tuberculosis Schemes in British 
Colonies ; chairman, Mr. Fred Messer, ME. July 7, 10 a.m. : 
Psychological and Sociological Readaptation of Chronic D'lsease 
in Industry; chairman. Dr. N. Lloyd Rushy. July S. 10 axn. ; 
Protection from Bovine Tuberculous Infection ; chairman, Pro-| 
fessor W. H. Tyller. NTsits to hospitals and other institutions 
have been arranged to take place on July 8-11. Tickets for 
them may be obtained on July 5. 

Middlesex County Medical Societj- 

The Society’s annual visitor's oration will be delivered by 
Professor Grey Turner on Friday, July 8, at 4.15 pjn. The 
subject will be “Encouragements in Surgery.” 

Royal College of Obstetricians and Gynaecologists 
A lecture on “ Caudal Anaesthesia " will be delivered by 
Professor R. A. Hingson, Associate Professor of Obstetrics. 
Johns Hopkins Hospital, Baltimore. USA., at the Roml Sodety 
of Medicine (Barnes Hall), 1, 'ft'impolc Street, London, W., on 
Thursday, July 14, at 5 p.m. The lecture is being given under 
the auspices of the Royal College of Obstetricians and GvT.aeco- 
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nnd an invitation is extended to Fellows and Members 
iM' the College and other doctors interested in the subject. 
Admission is by ticket only, obtainable from the secretary of 
!hr College at 58, Queen Anne Street, London, W. Tickets 
ssill be allotted in order of application. 

.Summer School in Health Education 
The Centnil Council for Health Education will hold a resi- 
dcnti.d summer school in health education at the School of 
Domestic Economy, Eastbourne, on July 28-Aug. 11 under the 
direction of Dr. Robert Sutherland. The school is intended for 
medical pmcliiioners as well as nurses, social workers, and 
others interested in health education. The cost of the course, 
u'hich includes board and tuition, is 15 guineas or 16 guineas, 
according to room. Particulars may be obtained from the 
.8fcdicnl Adviser and Secretary, Central Council for Health 
Education, Tavistock House, Tavistock Square, London, W.C.l. 

SOCIETIES AND LECTURES 

.Monrta}' 

iNSiiiirrE or Nr.UROt.OGY. National Hospital, Queen Square, London, 
\y.C. — July 4, 5 p.m., " Some New Facts on the Painful Stump," 
by Professor Rcni! Lerichc (Paris). 

Tuesday 

Lsstitute op Urology. — At St. Paul’s Hospital, Endell Street, 
'London, W.C., July 5, (1) It a.m., "Bacterial N on-gonococcal 
Urethritis f Post-gonococcal)," by Dr. A. H. Harkness : (2) 5 p.in., 
" Retropubic Operations on the Prostate," by Mr. A. W. Badcnoch. 
RoY,a College of Surgeons of England. Lincoln’s Inn Fields, 
London, W.C.— July 5, 5 p.m., ” The Surgery of Congenital Heart 
Disease" Moynihan Lecture by Professor D. W. Gordon Murray, 

A a 

^Ycancsoay 

iNSTinrre of Urolooy.— At St. Paul’s Hospital, Endell Street, 
London, W.C., July 6, (1) 1 1 a.m., " Bacterial Non-gonococcal 
Urethritis," by Dr. A. H. Harkness; (2)_ 5 P-m . Endoscopic 
Resection of the Prostate," by Mr. R. Ogicr Ward. 

St. John’s Hospital Dermatological Society.— At Royf' Society 
of Medicine, 1. Wimpole Street, London, W., July 6, 4.30 p.m., 
"Allergy; A Dermatologist's Reminiscences and Bpeciilations. 
Prosser White Annual Oration by Professor Marion B. Sulzberger 
(New York). 

Institute of Urology.— A t St. Paul’s Hospital, Endell Street, 
Innrfnr) W C Julv 7 (I) H a.m., "Abacterial Urethritis, by 
br? A 'IT Harknc^ss;’(2) 5 pirn.: " Malignant Disease of the 

Lo^^ov UNbmR^.-A‘?Ste of Neurology, National Hospital 
K Square, London, W.C.. July 7 5 p.m., “ Surgical Treatment 

, of Myasthenia Gravis," W— July 7, 

Royal Society, Burlington House, Picca . ■■ ■ . ■ hrsical 

2 20 p.m.," Muscular Contraction and 

and Chemical Basis," discussion to be , ; . 

=’'Sr"l “LT sss 

demonstration by Dr. D. Curran. 


Any Questions? 


• Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and aftstvers which seem to be of general interest. 

Dicoumarol and Prothrombin Level 
Q.—The required dosage of dicoumarol' for patients under- 
going anticoagulant therapy has to be judged by the level of 
prothrombin in the blood, 1. would like to know the range 
which is considered to be safe, and the correlation between 
prothrombin time, . prothrombin index, and percentage 
prothrombin. 

A.— The normal prothrombin time, as measured by means of 
fresh Russell viper venom, ranges between 15 and 25 seconds 
with undiluted plasma when the usual technique is employed. 
Solutions of Russell viper venom are so unstable that it is 
always wise to measure the prothrombin time in a 
trol at the same time as it is measured in the patient. Wen the 
normal time is around 20 seconds, the ideal level to be main- 
tained in the patient is between 30 and.40 seconds. .The pro 
thrombin index is , 

' the normal time as measured in a conlrN — ^ 
the prothrombin time as measured in ihw patient^ 

and should bo ntBiuBined !>"•“» ‘J*;, iPfaJi'S 

12.5 /b. ine is a rcctancular hyperbola, 

times inversely proportional to the plasma 

the prothrombin converted into a straight 

dilutions : the curve can thereto -nip^eais of the plasma 
line by plotting the time ag . prothrombin time from 
dilulibUS. From "aT'psrssn.ass .sd.ily. 

day *0. i’dn 's^eonds is seen from the graph to repre- 

Sifthl dmemsuhSig from 20%, piasma dilution,^ itm^ay be, 

expressed as 20% Pf°‘''''’!S'ministering 
55 to 25% activity when administering 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS ' 

HollIncs.-On June 19. 1949. at Warrinston General Hnsplial, to Joan (nCe 
Eddy), wife of Dr. A. H. Hollitias, a son, 

deaths ' . 

Addis.— On June 4, 1949. at Los Anseles. U.S.A.. Thomas Addis. M. ., ate 

, of Stanford Lcland University. 

BereridEe.— On fune 13. 1949, at 44. rnvctleilh Place. EdinburEh. Wi 
John Morton Bcver/dcc, M.B., B.Ch/r. . , _ 

BmId.--On June 17. 1949. at DunaJ/stair, Milnffarle, Elizabeth Grace Braid. 
M.B.. Ch.B. ^ 

Ca«.—On June 19, 1949. at Edinburgh. Frederick James Duo^ 
L.R.CP.&S.Ed,, of 2. Eildon Street. Edinburgh, and late of Links Loaec. 
Montrose. , a 

Coimellan, — On June 16, 1949, at 65. Western Avenue, London, W., Edmund 
Victor Conncllan, M.R. C.S., L.R.C.P. 

Deters, — On June 9, 1049, Michael Devers', M.B.. Ch.B. 

Fischer, — On June 15, 1949, at Westwood, Crowborough. Sussex, Ernest 
Colton Fischer. M.D., F.R.C.S,. aged S3. 

Francis. — On June 16. 1949, at S. Langdale Road, Hove, James Bernard 
Chalmers Francis, M.R.C.S., L.R.C.P. 

Greares. — On June 14, 1949, Alice Mary Ley Greaves. L.M.S.S.A., of 5, 
Grosvenor Road, Scaford, Sussex. 

John.— s-On June 9, 1949. at Sandon House, Sfokc-on-Trenf, Ambrose Hiiion 
John, M.B., B.S., aged 73. ‘ 

Joacf. — Oa June 15, 1949. at HighCelds, Hertford, Evan Jones, M.R.C.S.," 
UR.C.P. 

Kcir.-~On June 12. 1949. W/Iliam Wallace Keir, C.M.G.. M.B.. B.Ch., 
Surgeon Rear-Admiral R.N., retired, aged 72. 
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I?tT25% aclivi when administering dicoumarol. 

Hypoglycaemia and Cerebral Lesions 
Q.-Are frequenr 

Tamagel'^l^so^lMare the symptoms and signs, and is there 

any treatment • coma, and are 

A.— Provided that ‘h ‘fa, cerebral complications will 

readily f^beved whe ug^^ duration are also unlikely 

not occur. Penods of jp„ger— say, six hours or 

to do any ..rious damage to the brain. The less 

more — ,hcy may cause serious^ a^ 

severe symptoms ar . \ _ n,ental degeneration, which 

which may Sradually return^ children, may gradually 

may be permanent or ^^jousness, which may persist for 

improve ; (3) ensues from pneumonia or other 

several weeks befo -ompiications only occur if a big mis- 
disease.. These venous cornpUc^^ ^ 
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glycaemia starts so hypoglycaemia which foil 

before any food quick-acting insulin is likely to - 

injection of ‘b®. which occurs after the ' ; 
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adrenaline. 1 cive glucose intravenously as soon 

is usually necessao' ‘o ^ 25 ml. of 25% glucose ar- 

possible. A”P^“/purpose, and the injection of 10 
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Esimr: 

Mrorcu. Jovzxu, 


25 g. (1 oz.) of sugar should bs given by mouth as soon as the 
patient can swallow. If glucose in ampoules is not available, 
glucose or cane sugar 50 g. (2 oz.) in water can be given through 
a stomach tube If these methods are not effective, a drip 
infusion with 5?.-. glucose in normal saline should be started, 
and if the patient remains unconscious 2,000 mi. a day may be 
needed for many days. If the patient has sustained serious 
damage to the cerebral cells he will need careful re-education, 
and considerable improvement may be brought about slowly. 

Bacteriologv of the Throat 

Q . — What is the normal bacteriology of.- the throat? 

A. — The bacteria to be found in the normal healthy throat 
may be divided into two groups — the resident and the transient 
flora. In the first group are included non-haemolytic strepto- 
cocci of the viridans and salivarins types, Gram-negalise 
diplococci of the catarrhalis group, slender Gram-negative 
bacilli of the Haemophilus influenzae family, and Gram- 
positive diphtheroids. These bacteria are present in varying 
numbers in the throats of most people, and, although they 
are ordinarily not associated with any disease process, some 
of them are potentially pathogenic, particularly if they have 
an opportunity to multipV in a locus minoris resistentiae. For 
e.vample, if Streptococcus viridans gets into the blood stream 
after a dental extraction in a patient with damaged heart valves, 
it may initiate subacute bacterial endocarditis, or H. influenzae 
may act as a secondary Lnfecting organism on the damaged 
respiratory mucosa after an attack of virus influenza. 

In the second group are organisms which are recognized 
pathogens: Staphylococcus aureus, haemolytic streptococci, 
pneumococci, meningococci, and occasionally diphtheria bacilli. 
Most people with healthy throats do not carry these organisms 
continuously, but if the throats of a 100 normal people were 
swabbed 5 to 10 might be harbouring haemolytic strepto- 
cocci, 20 to -lO pneumococci, and 2 to 10 meningococci. A 
month later there might be the same proportion of carriers of 
these organisms, but not necessarily the same carriers, as on 
the first swabbing. In other words, most of us are temporary 
carriers of these pathogens and as a rule suffer no ill effects 
from the transient invasion. Here again, if local or genera) 
resistance is lowered, infection with one or other of these 
organisms may follow. For instance, bronchial pneumonia and 
otitis media in infancy are often associated with pneumococcal 
types— for e.vample, 6 and 19 — which arc found in the normal 
child’s throat. Such infections might be calle'd endogenous, and 
are due to bacteria of relatively low virulence. Lobar pneu- 
monia in the healthy adult, on the other hand, is usually doe to 
pneumococcal types of greater virulence and invasiveness — for 
example, types 1, 2, 5, and 7, which are not ordinarily found 
in the normal throat. Outbreaks of streptococcal tonsillitis are 
usually due to one particular strain of streptococcus which 
spreads from case to case. These are e.xamples of exogenous 
infections, and it is generally accepted that the great bulk of 
infection occurs in this way. 

Anaphylaxis to A.T.S. 

Q . — A hoy oj 14. presumahly of allergic diathesis, suflers 
from typical seasonal hay-fever, for which he is undergoing a 
course of desensilitaiion. About five years ago he had an 
injection of A.TS. for a penetrating injury of the foot without 
ill eflect. What is the likelihood of severe anaphylactic re- 
action following any further injection of A.TS. or other serum ? 
In the event of his sustaining injury in a road accident, how- 
would the casualty officer in a hospital know of any potential 
risk in the routine administration of A.TS., and, in view of this 
potential danger, what steps ought to be taken? 

A. — ^The likelihood of a severe anaphylactic reaction after 
a further injection of A.T.S. in this boy's case is very small. 
However, before any serum is given in future he should have 
an inlrodcrmal lest with 0.02 ml. of the animal serum about to 
be used, in a dilution of I in 100. If this is positive, an 
ophthalmic test with a 1 in 10 dilution of the serum should be 
carried out. The tests are read in 10 to 15 minutes. It is 
important to lest with dilutions of the animal serum and not 
with the therapeutic serum. If the skin reaction is negative. 


serum caa be given by any route, but adrenaline should t; 
easily available. If the s5an reaction is positive and the 
ophthalmic reaction negative, intravenous therapy should be 
avoided unul subcutaneous injections ha'e been river, safely: 
then, if intravenous therapy is necessary, the therapeutic seru-m 
should be diluted with saline and given slowly. .Adminisr-ado.-. 
of an antihistamine drug — such as " antfcisan " 300 mg. — s'nou’d 
precede any injection of serum, and adrenaline should be 
immediately available. If reactions to both the skin and the 
ophthalmic tests are positive, an immediate reaction is probable 
by any route, and treatment with the serum of this psrtlcuhr 
animal is contraindicated. The patient should therefore be 
re-tested with the serum of a different animal. The bay could 
carry a card with such advice. Alternatively, and preferably, 
he could be immunized with tetanus toxoid and then carry a 
card similar to the one used by Unger (Bronchial Astkn-.c, 
p. 611 ; Charles C. Thomas, Illinois, I9C5) ; 

“ To whom it may concern: This is to certify that 

is highly allergic and has received two OA-ml. doses of telar.u: 
toxoid to prevent tetanus. In tic event that he sustains an inju.-y 
for which prophylactic doses of leta.aus antitoxin would ordinarily 
be given, please inject instead 0 5 ml. tetanus toxoid. Do wjr 
CIVE TET.XOTS A,VTrrOXlN-.'' 

Distribution of Pain In Coronary Occlusion 
Q , — in a man of 65 severe pair, developed over the occipital 
region and down the back of the neck to both shoulders shortly 
after he retired and lasted several hours. The next day the pair, 
returned when he went to bed and persisted for srteral days. 
It now centred mainly in the back of the neck, in the right 
infrcclavicular region, and down the right arm to the elbow : 
there was some paraesthesia in the left hand. Radiography 
revealed extensive disk degeneration between CS, C6. and C7. 
with marked spondylitis. Two weeks later the patient com- 
plained of dyspnoea on exertion, and an e.cctroccrdiogrcm 
revealed myocardial infarction of recent origin. Has such a 
distribution of pain been described for coronary occlusion ? 

A. — It is possible for the pain of erronary thrombcsi- lO 
occur in the distribution described, especially so in this ci<e. 
in which there was cervical spondylitis It is a very uncommon 
distribution for referred cardiac pain .Accessory svmpat’nctic 
afferent fibres occasionally enter the cord at C5. C6. end C~ . 
Heinbecker (/. thorac. Siirg.. 1933-3. 2. SI") found a lev, suth 
fibres at this level. The presence of advanced cervical sponay- 
litis would more easily give rise to reterred pair, along the 
cervical nerves caused oy summation of stimuli. There is 
the possibility in this case that the original pain was i.n fact 
due to the spondyUlis or a prolapsed i.nicr.e.'-teb.-al disk, the 
coronary thrombosis occurring at the time of the dvspncea. 

Chronic Diarrhoea 

Q . — What are the likely causes of persistent loose stools in 
a man of 24? The conditior. has persisted for four year: end 
does not respond to sulphonamidc Tr.crcpy or prolonged seda- 
tion with phenobarbitor.e. The patient is a ■.vell-nourisked. 
apparently healthy individual with a goad appetite, hut of the 
anxious, over-conscientious, sensitive, syrnpatheticotor.ic type. 
There is no evidence of thyrotoxicosis, or any other abnor- 
mality apart from a mild pruritus cr.i and first-degree interna! 
hcemorrhoids. 

A. — ^The possible causes of chronic diarrhoea arc innumer- 
ahle, but in this patient many have been excluded by Lhc long 
history: for instance, carcinoma of the colon or tuberculous 
enteritis would have declared it.'elf in unequivocal terms within 
the period of four years. U.ndoubtedly the two commonest 
causes for such symptoms are ulcerative (non-speciric) colitis 
and " nervous diarrhoea.” Examination of the stools is essential 
to e.xclude infections with Entamoeba histolytica or fiacellates ; 
diemical analysis may be nreesvary if tbeir appearance suggests 
steatorfhoea ; the presence of blood and mucus will, of course, 
indicate colonic ulceration, but affords no clue to its nature. 
Radiological examination of the colon and sigmoidoscopy will 
be necessary before ulcerative coliti.s or other organic disease 
of the bowel can be discou.nted. The wording of the question 
suggests that this has been done, and the description of trey 
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i>r. Ma!,. J949. 42. 235) has been devoted to (his problem^ 
p.irt)ci;J;ir stress was hid on the patient's personality in 


Patient makes a diasnosis of nervous diarrhoea ' 'probable. 
«, "“.’W So*.? of Modictao (rroc. 

and 

these eases. 

Anaerobic Streptococci from Uterus 

Q.—AnncroMc streptococci hove been isolated jrom a uterine 
ssvab from a potienr who had a prolonged labour with post- 
parttim fwrniorr/wse four weeks previously. Three weeks later 
she still had a ' slislii la.ss.” On curettage the uterus was found 
to contain a stiiall amount of serous pus ; retained products of 
conception were present, but there was only a mild degree of 
rolymorphonuclcar infdtration of the endometrium. She bad 
a slight fever for three days after the curettage. What is the 
significance of the finding of anaerobic streptococci? 

A.~Orc.inisnis of all kinds, including anaerobic streptococci, 
c.in be cultured from the uterine cavity during the early days 
of the puerperium, and so frequently that their presence is to 
be rcg.irdcd as normal. Some workers go so far as to suggest 
that they play a part in assisting the normal dissolution of 
fragments of decidua and blood-dot. Bacteria, and often 
anaerobic streptococci, have also been cultured from histo- 
logically normal uteri late in the puerperium in afebrile patients 
and even apart from pregnancy. The finding of anaerobic 
streptococci in the uterus is not necessarily serious or even 
indicative of pathological changes, though these organisms can 
be (he source of major^pucrperal infections. In this case their 
continued presence late in the puerperium was no doubt 
favoured by the retention of necrotic placental tissue. Any 
infection, however, seems to have been limited almost entirely 
to this tissue, so that it subsided quickly when the latter was 
removed. A large literature exists on the subject, but two of 
the more recent references are; Holmstrom, E. G., and Murata, 
A., /inter. /. Obsict. Gynec., 1948, S6, 531 ; Hesseltine, H. C., 
and Hite, K. Eileen, ibid., 1949, 57, 143. 


BiuriSH 

MttJIOU. JOUXMU 


NOTES AND, COMMENTS 

Temperature at OvuIa«on.~Mrs.,S. C. R. Robimson. Secretary of 

EcOeston Square, LoiSon 
S.W.l, macs. Increasing numbers of practitioners are using monihiv 

to locate ovulation dateTk ^naect 
laborious to explain the technique lo pau'ents, and 
- the Medical Subcommittee of this Association has drawn up a 
panted temperature chart and instructions, which is used in some 
hospital out-patient departments and in private work. Possibly other 
practitioners might be glad to order copies from this office, 

, Posl-gasfrec/omy Diet.— Dr. John R. Gillespie (Belfast) writes; 
Under “Any Questions ? ’’ (May 38, p. 967) there is a serious omis- 
sion in (he answer given to the question about diet after partial 
^strcctomy. The concluding sentence >ays, “There is no genera! 
indication for medicines, hut in some instances a vitamin concentrate 
and iron riiay be advisable.” Now, before the operation the patient 
probably had, excess of hydrochloric acid secretion. But after the 
operation he probably has a sen'ous deficiency, or even total absence, 
of this secretion; and this deficiency should be met by prescribing a 
suitable dose of dilute hydrochloric acid, to be taken in a glass of 
water after at least one meal a day. Otherwise the patient is likely 
to develop severe anaemia. 

VaCc'inc Lymph. — Dr. B. J, Peck (Plymouth) writes'; With refer- 
ence to the recent cortespondence in the Journal on the expulsion of 
vaccine lymph from tubes, perhaps the following niethod rvili satisfy 
both those who feel that on attempt at asepsis should be made and 
those who are more lax. The apparatus consists of the rubber bulb 
of an ordinary eye-dropper, with the outlet narrowed dorvn by the 
insertion of a small rubber bung which has had a longitudinal hole 
of about 1 mm. diameter bored through it and which is kept in place 
with a little rubber solution. (I understand that this is not an original 
idea, and one or two firms market a “ vacdne-expeller” of mueh 
the -same design.) The vaccine tube is inserted into the hole in the 
bung, and when required the lymph can be deposited on the skin by 
breaking off the exposed end of the tube and squeezing the bulb. 


Ergotamine and Pregnancy 

Q. — Is the administration of ergotaminc tartrate liable to cause 
abortion ? A patient who has suffered from migraine for several 
years has been treated with ergotamine tartrate. She has noiv 
missed two periods and is presumed to be pregnant. What 
alternative treatment can be recommended, or is it safe lo 
continue with ergotamine ? 

A. — Unless the patient’s previous history suggests a special 
susceptibility to abortion or premature labour, ergotamine is 
unlikely to have any significant effect on the uterus, and its 
continued administration is therefore, not contraindicated. It 
may be found, however, that during pregnancy the attacks of 
migraine will become less frequent or even cease, and conse- 
quently the treatment will be unnecessary. 

Sydenham’s Chorea 

Q.— A girl aged 11 years suffers from mild afebrile chorea. 
She has no symptoyyis other than typical clumsy purposeless 
movements, and no signs of infection. In view of the mild 
course and the absence of any sign of cardiac involvement, is 
there any justification for insisting on rest in bed ? Should 
salicylates or other drug be prescribed ? 

A. — Patients with Sydenham’s chorea fall into one of two 
clinical groups ; in the first, chorea is accompanied by fever 
and tachycardia, evidence of active heart disease, perhaps 
arthritis, and certainly an elevated erythrocyte sedimentation 
rate ; in the second group chorea is the only symptom,. there 
are no signs of heart disease or evidence of active infection, 
and, in particular, the erythrocyte sedimentation rate is normal. 

this second type, to which the questioner’s patient seems to 
belong, there is no need for drugs other than sedatives. Rest 
in bed for three or four weeks is advisable in most patients, 
particularly when movements are vigorous. There is, however, 
no evidence that supervised activity prolongs the disease, and 
in rhe absence of other clinical or laboratory evidence of active 
rheumatic infection no harm comes of allowing the mildly 
choreic patient to be out of bed. 


Pediculosis Pubis.— Dr. G. F. Msgurran (Exeter) writes; Your 
answer to the question of the most effective treatment of pediculosis 
pubis (“Any Questions? ’’ May 21, p. ,920) is to my mind very 
i^mmolete I would beg to make the following observations; 

oedicidi cling like limpets to the skin, and I do not believe 
tot mere shaving aL washing 'car^ be effective.. (2) The nits and 
SicSi frequently spread not only over the pubic repon but owr 
to lower abdomen, all around the upper third of the thighs and the 
burtocks and consequently are missed by treatment. (3) Sure y 
MnVwnp should beTumigatcd ? (4) In a case of remfesiation m spitf 
of Sate UratmenTther^ are probably other cases in the bouse. 
(I ffound during the war tnat),tivp appUcatlons of benzyl benzoate | 
cmidsion" sviihour shaving, were simple, clean, and adequate. 

-.ns—Miss G Thompson (Richmond, Surrey) writes: Th 
^nttts. M p j g Sneddon (March W 

article on the mmd of O. H. Horrall (BUl- 

f- Re/a//aa to Disease. CWcago), who came toth 
frs Toxicio o -JJ pruritus is associated with * 

following cq - . . , 2 ) (hat even a slight pressure on the biiu? 

disturbed rj) that in certain cases of persistent itch!'; 

duct causes obstmction , 

without - ( 4 ) that a chronic exise of pruritus deii-: 

CS) that drainage of ihep: 
Sir oftS^vefcrntplete relief; (6) that the most efficiem uf. 
bladder . f ,j,e icterus. Unless these points are borctj 

S wnsiderable injustice to some sufferers from pruritus will oc 
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ANNUAL REPRESENTATIVE MEETING, HARROGATE, 1949 


The Annual Representative Meeting ss’as held in the Royal 
Hall, Harrogate, on Friday, June 24, and subsequent days. 
Dr. E. A. Gregg (London) presided, supported by Dr. H. Guy 
Dain (Chairman of Council) and the other officers of the 
Association. The main and supplementary agenda contained 
250 motions and amendments, almost the whole of which 
related to matters corttamed Irr the Arrmtal and SuppVemerttary 
Reports of Council, published in the Supplement of April 2 
and of May 28, respectively. 

FRIDAY, JUNE 24 
PRELIMINARY 

The British Commonwealth Medical Conference 

The Chairman of Council, in dealing with preliminary matters 
set out in the Annual Report, said that during this year the first 
meeting of the Commonwealth Conference had taken place at 
Saskatoon. It was remarkable that though such an enormous 
distance had to be covered a representative of every member 
of the Commonwealth was present. Dr. Hill and he had repre- 
sented the Association in the home country'. A very' successful 
conference was held. The Canadian hosts arranged a three-day 
programme in which practically all the important problems of 
medical administration as they affected Canada were put for- 
w-ard in the form of a number of papers, which were then 
discussed by other members of the Conference from the point 
of view of the situation in their own countries. The Confer- 
ence was held in connexion with the Annual Meeting of the 
Canadian Medical Association which followed it, and most of 
the visitors stayed for the whole time of that meeting. It was 
a very informative experience. An enthusiastic welcome was 
given by the Canadians. It was proposed next year that a 
similar conference be held in connexion with the Australian 
Branches of the Association at their annual meeting in Brisbane. 
These international meetings were naturally expensive occasions, 
but the experiment had begun very well and he hoped it 
would be continued. The World Medical Association was meet- 
ing this year in London and had elected their own Secretary, 
Dr. Charles Hill, as president. The meeting would take place 
in October. 

President, 195(1-1 

' The Chairman of Council then proposed that Professor T. P, 
McMurray, C.B.E., M.Ch.. F.R.C.S.Ed., be elected as President 
'of the Association, 1950-1. He said that Liverpool in con- 
, junction with Southport had invited the .Association to hold its 
'Annual Meeting there next year and had nominated Professor 
_,McMurray as President 

5 The motion was carried unanimously and with applause. 

National Formulary 

On the question of the National Formulary, which was the 
subject of a statement in the preliminary part of the Report, 
Hendon asked that early steps should be taken to improve the 
contents and scope of the existing National Formulary so that 
t would prove of real value to those engaged in the science 
^nd art of medicine and to the public at large. 


Dr. R. W. Cockshut said he was not criticizing the Com- 
mittee, which had done a very good job within the limits set 
for iL But those limits were too narrow. The old idea of the 
Formulary in the days of National Health Insurance was rather 
being continued, and the idea behind the present compilation, 
it seemed to him, had been primarily one of chrapness. In the 
National Health Service they must get away from that idea 
as being a main consideration, though they would all agree 
(hat unnecessary extravagance must not be allowed. He felt 
that if the Formulary was allowed to continue in its present 
form the ultimate result on prescribing would be serious. 
Excellent preparations would be replaced by others less’ 
acceptable on the ground that they w-ere cheap. (Mien they 
compared this National Formulary with, say, Martindale, he 
felt rather ashamed of the former. He did not decry the good 
old drugs nor would he suggest the most expensive products, but 
he thought the idea of cheapness should be brushed aside. He 
made some amusing criticism of the “Notes for Prescribers,” 
and said that if theirs was the sort of profession which needed 
that sort of advice about prescribing he did no: think they 
deserved any increase in the capitauon fee. 

Dr. J. A. Ireland (Council) took exception to the implica- 
tion in the Hendon resolution that the National Formulary 
had no real value. He considered that there was an enormous 
amount of good in the Formulary, though it was capable of 
improvement, and a certain number of deletions and adaiticrs 
might be made. 

Dr. Frank Gray (Council) said that Dr. Cockshut had com- 
pletely misconstrued the purpose of the Formulary ar.d of the 
Committee which drew' it up. There was no dictauon here. 
The Formulary was intended to be only a help to those who 
cared-tp use it. It bad been indicated in various ways that 
practitioners liked to have a Formulary for convenience, and 
accordingly a good deal of work had been put ia in connexion 
with this. If they did not like it after it had been tried out 
for' a reasonable time they had only got to say so. But to 
suggest that it was something from on high which limited their 
discretion in any way whatever was ridiculous. He also read 
into Dr. Cockshut's remarks a suggestion that the authority of 
the National Formulary had been used to favour commercial 
interests. This was an extraordinary implication. .-\s for the 
simplicity of the preparations, this might help those doctors 
who were about to graduate from certain medical schools 
where simplicity was not recognized at its full value and might 
remind them that drugs after all were not the largest part in 
the treatment of the patient and that there were other things 
which were of more importance. 

The Chairman of Council said that under National Health 
Insurance they had been u.sed to a Formulary for a long time. 
Dr. Cockshut knew perfectly well that he might prescribe what- 
ever was necessary for his patients, however expensive, and he 
might use or not use the Formulary as .he wished. This 
Formulary was put forward for the use of the profession as 
it wished. It was sent out with no instn etions whatever. He 
hoped the meeting would show its disapproval of the vic'.v Dr. 
Cockshut had taken and of the motion which Hendon had 
brought forward. 
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i' "‘ P,'"- tloctors prcscnpthn rate was over the 
’ rape ft r his area the matter would be investigated, and such 

t" “y* to stick 

o the Anfionn/ Formulary in future.” He therefore felt that 
the)' wanted a very much better Formulary than the one which 
h.ui been placed before them. ■ 

The Hendon motion was adopted by a majority. 

CIVIC WELCOME 

.At this point the business was suspended while a civic wel- 
come was given to the Association by the Mayor of Harrogate 
(Councillor Mrs. M. Fisher, J.P.). 

The Mayor said this was probably the proudest moment of 
her yc.ir of office. It had already fallen to her lot to welcome 
'•cveni! conferences to Harrogate during her first month as 
.Mayor and she hoped to welcome many more, but the present 
conference was not merely (he biggest she was likely to have 
the pleasure of seeing in that hall, but also one of (he most 
important that Harrogate could wish to welcome. The links 
between Harrogate and the medical profession were manifold. 
Tiie town received its Charter of Incorporation in IS84, and 
in the olficial inquiry which led up to the granting of the 
charter much was made about the inability of the British 
.Medical Association to come to Harrogate at that lime because 
the town had no mayor. Weil, they had had to svait 65 years 
before achieving the purpose for which they were apparently 
incorporated as a borough, but the occasion had been well 
.worth waiting for. She hoped that the Association would have 
a tiscful and happy stay in Harrogate and that the meeting 
would be of grc,at benefit not only to themselves but to the 
country as a whole. Finally, she presented to the Association 
.a handsome banner bearing the Harrogate coat-of-arms, which 
she tnisted would always bo a reminder of most successful 
conference. 

Dr. Gregg, on behalf of the Association, thanked the Mayor 
for her very kind words of welcome. He had been asked how 
it was they had not come to Harrogate before and he had never 
been able to gel an answer until the Mayor had given an explana- 
tion that morning. He did not think that Harrogate needed 
much in the way of advertisement. In the 65 years since its 
incorporation it had proved of value to many people in this 
country and from all parts of the world, and the Association 
was extremely pleased to have had an opportunity of holding 
this meeting in such beautiful surroundings. One of the things 
they would carry away most warmly in their hearts was me 
■ He thanked the Mayor also for the beautiful 
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surprising that many of our members 

with , handicapped in their work. We are confronted 
such as we had never anticipated 


■ dfe Statements given to us before we accepted 

bn S. m- I ““'■ ‘""'/aDce into the Service was conditional 
.on the establishment of a Whitley machinery by which our 
terms could always be discussed and which would be backed 

‘^e event of disagreement. Under.no other 
conditions could we have accepted service. We could not and 
would not as representatives of a great profession in thii 
country have accepted a position in which we should be placed 
completely in the hands of the Government or of a Govern" 
ment Department. If we cannot attain a complete freedom to 
take our case, whatever we may consider it to be, to arbitration ' 
we shall be compelled to come out of the Service. (Prolonced 
cheers.) 

It is a great comfort to me to see the extent to which you 

■ react to this particular situation, because in my view there is 
no posri'bility of going back from this. We have gone into the 
Service and have hoped to make it a good one, but we can 
do that only if we are free to express our opinions as we are 
able and free to take our difficulties to arbitration, and are not 
subject to the ultimate decision of a Minister as to whether we 
may Or may not make 'that resort. 

The position; of course, is altering in (he field of negotiation 
very materially. In the past, in the matter of Whitley Councils 
the Government have stood outside and watched the proceed- 
ings in a benevolent way as between employer and employed, 
and- have approved of Whitley Councils as representing both 
sides of an industry. But if the Government of the country 
arc to continue to become increasingly the employers of one 
section of the community after another, and are to be in our 
case the employers of the medical profession, they must be 
prepared to accept the position of employers with regard to 
Whitley Council machinery, and not stand behind any previous 
idea that the Slate must be outside such a situation. They 
cannot be employers and judges at the same time. 

It is natural for the Government to say, as I understand has 
been said, that it cannot be in a position in which any pro-; 
fession or calling can. dictate to the Chancellor of the Exchequer 
what his Budget shall be. But we cannot stand for that attitude. 
We must have the right to go to arbitration even though it is 
the Government which is the employer. It is essential to us if 
we are to continue in the Service that freedom to go to 
arbitration should never be in question. (Loud applause.) 


civic welcome. - — - , rr .t . rr * 

banner, which would be treasured in (he Great Hall at B.M.A. ^ ^ _ 

House in London in company with a number of other banners .,-(5 profound dissatisfaction at the Minister’s breach 
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The Amending Bill 

Dr. A. W. Gardner (Brighton) called upon the meeting to 


from cities in which they had held their meetings. 

The Mayor then retired. 

NATIONAL HEALTH SERVICE 
Dr. Daia’s Statement 

The Chairman of Council introduced the sections of the 
Annual and Supplementary Reports under “ National- Heatm 
Service.” 

Dr. Dain spoke as follows : This is an opportunity to review ’ jitT made suggestions and promises, none of which 

what has taken place since last July, We have now had newly tod r p ^ , j. jj only a day or so before the 
a year of experience of the Service, and that expenence has had o e nb’ied that (heir representatives were assured 

been very, informing and in many respects disappointing. We Amending Bill was tabled mai m p. 

have found a public willing to accept the Service, ready to take 
advantage of the public provision to a very complete extent, 
and we have found, as we expected, that the provision of 
services is not likely to be sufficient to meet the demand. We 
in general practice have experienced an enormous demand for 
pur services. We have had the disappointment of continued 
delay in the setting up of the final arrangement for all kinds of 
practice. We protested as vigorously as we could against the 
tarting of a service until more complete arrangements had been 
e, and at the end of a year we find that the Goyeriiment 
t even yet prepared to agree the terms of service of con- 
nts and specialists in our hospitals, and the final remunera- 
of general practitioners is not yet determined. That has 
a cause of great dissatisfaction. There is much yet to be 


of faith in not honouring his undertaking to consult the medical 
profession before presenting the Amending Bill to Parliament. 
He said that they had been told that the Minister promised to 
consult the profession before submitting the Amending Bill 
to Parliamenl. and he bad failed to do so Members of the 
profession had done their best to work the Act but they could 
not go on working the Act if the Minister said one thing one 
rffiv and chanced his mind the next, ^ 

Dr, D. F. Hutchinson (West Middlesex) said that the Minister 


Tt r Assodafion would be consulted This had gone on 
fortoo long. They had the opportim|ty at the present meeting 
S maWng B perfectly clear to (he Mmister that these pohtical 
(ricks should be exposed for what they were. 

Dr W 'R E. Ham-son (Brighton) appealed for a unanimous 
exmession of dissatisfaction with the behaviour of the Ministry 
of Health But words expressing dissatisfaction taken alone 
.woffid cut' no ice with Mr. Bevan. -Hie time must come when 

such words were translated into 
Dr A G Manley (Richmond) asked that the meeting might 
toe told 'when the Minister actualiy gave an undertaking to 
consult the profession as stated m the Bnghton motion. 

The Chaiiman of Coundl replied that the posiUon mih 
regard to the Amending Bill was that they had a distinct under- 
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standing with the secretary of the Ministry that immediately 
the Service started they should discuss with him the contents 
of ' the Amending Bill and leant from them what subjects it was 
proposed to include. That had not been implememed. There 
had been no consultation as to the contents of the Bill, and 
when they protested, the Bill having been printed and laid 
before Parliament, that they had not had the promised consulta- 
tion, the Ministry took refuge in the position that they could 
not be shown the Bill before it had been presented to Parlia- 
ment. But they had never asked that the Bill should be shown 
to them, only that its contents should be discussed. The secre- 
taiy of the Ministiy' had said that the Ministry, having heard 
their arguments, regarded this as consultation on the contents 
of the Bill. 

The Brighton motion registering profound dissatisfaction at 
the Minister's breach of faith in not honouring his undertaking 
to consult the profession before presenting the Amending Bill 
was carried unanimously. 

Medicines for Private Patients 

Dr. W. McCarthy (Hendonj moved that “ disappointment 
and resentment ” be expressed by the Representative Body at the 
failure of the Minister to include in the Amending Bill provision 
for the free supply of medicines and scheduled appliances for 
private patients. He said that it was very important to the 
survival of private practice that patients who elected to have 
a private doctor should not be penalized when they required 
expensive appliances and preparations. The Minister had said 
that he could not subsidize private practice. But, after all. 
everybody in this country was paying in some way or other for 
this Service. Admittedly the administrative difficulties would 
be great but they would not be insurmountable. Dr. R. Kelson 
Ford (Chelsea and Fulham) pointed out that it was the patient 
who was being penalized, not the doctor. To make a patient 
pay twice was almost savouring of malice, possibly of vindictive- 
ness. Dr. A. M. Easton (Kingston-on-Thames) and Dr. A. V. 
Russell (South Staffordshire) supported the motion. 

Dr. Dain said that they had been pressing all the time for 
the right of the private patient to receive medicines as part 
of the service. An amendment to that effect to the Amending 
Bill would be moved, and he hoped that representatives would 
do what they could with their Members of Parliament to impress 
upon them the public interest in this matter. 

Dr. E. C. Warner (Marylebone) said that the Minister was 
acting quite arbitrarily in this respect, even by Parliamentary 
standards. Private practice in this country must be supported 
if they were going to survive as a free profession. Visitors 
to this country were told that they could have all the health 
benefits under the Act, and yet benefits were being denied to 
our own people. Mr. Bevan had said on March 15 last that 
there was no limitation to what the Health Service could do. 

Dr. J. Lipetz (City of Edinburgh) considered that the Hendon 
motion was scarcely in keeping with the serious purpose of 
that meeting. If any private patients felt that perhaps they 
were gelling better service fay seeing doctors privately and by 
being willing to pay privately for their services, he thought 
such patients should pay also for their medicines. The adminis- 
trative difficulties of providing free medicines for private 
patients would be considerable, but much more important was 
it that the principle involved would be quite contrary' to the 
spirit of (he Act. This was not a constructive proposal. He 
begged the meeting not to make an issue of so flimsy a point. 

The Hendon motion was carried by a considerable majority. 

Position of Aliens 

Dr. I. C. Arthur (Gateshead) asked the meeting (o express 
strong disapproval of the position whereby any alien has free 
access to all medical services paid for by the British taxpayer 
while the taxpayer is denied free medicine if he elects to 
make a private contract with his general practitioner. He said 
that the position was an intolerable one. 

Mr. Eric Steelcr (Marylchone) said that the Gateshead 
motion was not strictly accurate. Six months ago a patient was 
flown over to this country to have a specific operation per- 


formed on him by the present speaker. The patien: warned 
to have it done under the British Health Service. The speaker 
accordingly wrote to the Ministry and asked whether it ccjld 
be done under that Service, and the reply was that it cocjd 
not, that an alien arriving in this country for a specific opera- 
tion or treatment was not entitled to the benefits of the Naticnal 
Health Service. He asked further what -was the position cf 
a Commonwealth citizen coming over here for a specific opera- 
tion or treatment, and was told again that the answer was 
“ No.” Of course, the visitor might quite easily come over 
here for another purpose and while here develop an illness 
which required treatment But the fact remained that any 
alien was not entitled to a free National Health Service. 

Dr. Hill (Secretary to the Association) said that Mr. Stealer 
was quite correct. When they raised the origina! point as to 
whether aliens were entitled to the benefits of the &tvice they 
were advised by lawyers that they were so entitled because they 
came within the description of persons who were for the time 
being within the area of an Executive Council. Mr, Stceler's 
experience showed that the Ministry of Health, having achieved 
the legal position that all aliens in the country were entitled 
to the Service, had, by a process of administrative law, divided 
the aliens iota two groups — those who came as tourists and 
fell ill while here, and those who came deliberately with the 
purpose of seeking the benefits of the Service. This was an 
added complication to the position. 

The Gateshead motion was carried with one dissentient. 

The Right to Arbitration 

Dr. S. J. Firth (Brighton) moved : “ That this meeting is of 
opinion that arbitration provided for in the Amending Bill 
should be under Whitley Council arrangements, and not as set 
out in sect 12 of the Bilk” 

He said that without the consent of one or other party a 
trade dispute could he referred to the Minister of Labour, who 
would set up an independent tribunal, but the decision of that 
tribunal could be accepted only as advice. The argument 
might well be that it would be unconstitutional for a Minister 
to be ruled by the decision of an independent body. In terms 
of general policy it would be difficult to imagine that an 
independent body could overrule the State, but vve had to-day 
a somewhat changed v-iew of democracy. It was suggested 
that it must be considered essential to the working of the 
National Health Service that any dispute, certainly in regard 
to remuneration and conditions of service, should go to an 
arbitration tribunal, whose dedsion should be binding on both 
parlies. 

Dr. G. O. Barber (Mid-Essex Divisionl considered that the 
Minister's refusal to grant the right of appeal in disdplinary 
cases, or arbitration if the Whitley machinery broke down, 
showed an autocratic attitude which the medical profession 
would not tolerate. 

They felt that they had been completely let douai over this 
failure to go to arbitration. They should put it strongly that 
they would not tolerate his autocratic attitude. The time had 
come when they had to show that on th'is fundamental prin- 
dple they were not going to tolerate, the autocratic attitude 
of the hlinister. 

Dr. A. G. Manley (Richmondl held that the right of arbitra- 
tion must be an integral pan of the Whitley Coundl machinery 
set up for the medical profession, and must be incorporated 
in the Amending Bill. If the constitution of the Whitley 
Coundl machinery vvas made so that they could arbitrate on 
all matters within such machineiy, then they would achieve 
the end which they were seeking. He submitted that Clause 12 
of the Bill covered the admission of trade disputes and was 
not directly allocated to Whitley Council machinery, except 
that the disagreement might at a later date be dealt with by such 
machinery when set up. Their job was to ensure that the 
constitution of such machinery was to their liking. 

Dr. R. Forbes (Hendon) said there would be some difficulty 
if the meeting passed the Brighton resolution in its p.-esenr fo.-m 
— namely, that arbitration provided for in the .^mending Bill 
should 'be under VnTiitlev' Coundl machinerv- and rot as set 
out i” Clause 12 of the Bill. The operation of the Whitley 
machinery was primarily to enable employers and employees 
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la ccmc topcliier lo discuss matters of common interest and to 
arriv e at agreement if practicable. On occasion agreement .was 
no! rcacbcd, .and what they wanted to ensure was not the 
situation foreshadowed under Clause 12 of the Amending Dill 
— ti.inicly, (hat there might be arbitration ensuing on disagree- 
ment—bul that there should be arbitration if they or the 
Mini-vtcr so desired. Brighton was suggesting that arbitration 
should be incorporated in some way in tiie Whitley machinery. 

What they w.antcd was that the Whitley machinery should stand, rnpprausc.; mey wcic ai uic pa 
but it should be backcd'by compulsory resort to arbitration. ' this Service was going on and they 

c*/\/\nr«p rtf frtrtlc rtF \'finicfrtr i 


Whitley Machinco' 

Dr. Hill (Secretary) said that Whitley machinciy was a volun- 
l.iry arrangement. What they were promised in terms which 
had been set out in tlic Jourtwi was that voluntary arrange- 
ments would be buttressed by an arbitration system. There- 
fore it was necessary for something to be said in the Am^- 
inc Bill as to the form of that arbitration machinery. The 
Mini.strv had always made plain to them that there would be 
an arbitration agreement defining the field of subjects upon 
which arbitration could properly, be sought, but it had always 
b'cn understood that whatever else came witliin the realm of 
arbitration as a result of that agreement remuneration cer- 
tainlv would do so. Therefore the question arose. Did Clause 12 
of the Amending Bill provide what was necessary and what 
%vas promised ? The effect of Clause 12 was to provide setUe- 
bv arbitration only if the Minister approved, and the 
Court of Inquio’ 'Mhe Minister did not agree that there shou d 

they had been explonng the problem 

other party could despite the unsatisfactory 

S S nS'ln .to. » to 

ly s 

■ which were dealt with by ' po,,vers^of the Minister, 

to interfere with the * acainsf the fundamental issue 

and that brought them r 8^ P Remuneration would in due 
raised by the new uja'tion ; therefore a constitutional 

course be the subject of r g „ a form of arbitration 

issue existed here. They icjuest of one or other 

which provided ,.,_re one which was dealt with 

party even though the i „nwers of the Minister. It was 
under the from the arbitration system, and 

desirable to /-vc(em they should face the fact 

in examining the arbitration y j machinery which', was 
that there was wo^^^ need to be new 

satisfactory for their P^^pose. Jher ou arbitration 

legislation if, they were to ^^'^j’Jf.^lu'Sneration. 

which could back ,.„.j .uat the whole profession 

' Dr. C. P. Wallace (GuiWford) said that the wn^^ 

was indebted to letter to T^ie Times on the 

Whilby, for his statement in a letter to .jeations for 

previous Monday. He had pointed far-reaching. If they 
the professional classes , were grave and / ^t have 

. weri^to go to war with the 

leadership not only from the Chairman -j ^ rvhoie. 

■ they had already received it--but resolu- 

It was agreed at this stage to pass from ^ «ng 
tion to a later resolution by Kingston-on-Thames whicn 
thought to deal with the matter more fully. 

Dr T W Morgan {Kingston-on-Thames) accordingly mo 
: a°'as ihe kSr had withdrawn the official assuran^s and 
' rtakings, repeatedly given to the profession, on 

f arbitration in the event of a dispute, the R^presentati 
demanded that effective action be taken forthwUh to 
that arbitration machinery be set up, and that deman 
bitration by the profession should not be subject to the 

had^befn "said that morning that the Minister of Health 
bound by precedent. To a certain extent that was true. 


but it had also been said that in that event he could not be a 
party to arbitration. He submitted this was not right. They 
all knew that there were many, cases in the Law Courts in 
which although the title of the case was Rex v. XYZ, the 
decision of the j'udges was against Rex. If this request to 
the Ministry for. the right of 'arbitration, which should not he 
subject to the Minister’s veto was turned down then the only 
course open . to them was to resign forthwith from the Service. 
(Applause.) They were at the parting of the ways. Either 
this Service was going on and they were going to become just 
stooges or tools of the Ministry, or else they were going to 
retain a certain amount of the independence of the profession. 

Dr. J. A. Gorsky (Westminster and Holborn) moved a further 
amendment ; “That this Representative Body therefore calls 
upon the Minister of Health ' to redeem his Government's 
pledges by the necessary alteration in the Amending Bill." 
He moved this amendment in the full consciousness of a 
constitutional crisis. When the Genera! Medical Services Com- 
mittee' met the Ministry of Health to discuss the case for 
higher remuneration ' for, general practitioners it learned to 
its dismay of the change of front regarding the provision of 
adequate machinery for arbitration. Dismay had now turned 
into disgust, and disgust into growing' anger at what the pro- 
fession considered a piece of political chicanery, particular y 
as it was quite obvious that the Ministry was fully aware of 
Ae wording of Clause 12 of the Amending Bill when it was 
Sscussing the matter with Dr. Wand and 
Clause 12 applied only the existing machinery for indu?'^'® 

arttelW Z ...k .0 oogto "''k”''’ “firs' 

position created by the introduction of the N.H.S. and 

increasing e^tensm ^of were bc- 

romTnremploVed directly or indirc^ly by the 
men and women freedom, ns a right, 

classes m making a ,},e,-r service with the 

to negotiate the teims ^ndihons^of the.r^s 

State as their employers, ^ ^ higher standard 

conciliation agreement and 

ercLrS'i rendered by them since the 

inception of the Mt. , nUnued, had made a sacrifice 
The profession, Dr. Gorsky extinction 

of freedom, giymg fhey asked for a clear ratifica- 

of private nationalization the Government 

tion of pohtical P'^8 _ By^ crystallization 

bad made itself , completely altered the whole aspec 

of political ideology h therefore changed the old 

of the system of ,£^Crown. The Government 

idea of the preroptives P‘ “I by using the trad.- 

““to «,»* >h ” So J. Th. Oo«m; 

tional prerogative P[. Jjgjf above the law. It was not 
meat was in | a?d another for the poor; it vas 

now one law for the n 'satellite executive and another 

one iaw.for the ixamination of the consmuuona 

for the citizen. After a cios prerogative was a matter ot 
DOsiUon Dr. Gorsky said that me By reference 

law and rtot of fact Therefore he demanded as of 

to some separate enactment. Amending Bill should 

.ishi, ..J ”« o«iy wki"* '! ‘trfZ 

tiv., Li alftooeh Ih, MinisK, ot Heal* 

Iter. noltaos ■ 10 •»" 


live, auu me nijiiia,,., 

there was nothing now to p j^em at will. Th 

his regulation-making POWER ,b3i ,t wa 

- Advocate (Mr. John -y’ , „„ a tribunal on the 

lines of the Civil Service Arb Servants with an upp-r 

!hat that tribunal was •* jVe arc noi salaried Cud 

ceiling limit of £1,200 per a ■ „ 

Senmnts and we hope ^ niton-on-Thames accepted th- 
Dr. Morgan on behalf of Kingsi 
addition by Dr. Gorsky. 
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Dr. S..Wand moved a further amendment to the Kincston-on- 
Thames motion — namely, to insert the words “ including arbitra- 
tion for resolution of disputes involving finance,” He said 
that they were discussing here a motion malang reference to 
arbitration, but they were apt to forget that arbitration could ^ 
be arranged for a whole host of matters other than finance. 
When they discussed the Whitley Council machinery recently . 
it was made quite clear to them that there could be defined 
a field in which arbitration would be applicable, but that that 
field need not necessarily involve remuneration at .all. That 
being so, it was obviously necessary for this body to make 
it quite clear that they wished finance to be included in that 
arbitration field. They as a profession would regard compul- 
sor}’_arbilration as something which was fair and to which they 
could attach themselves. 

Dr. Morgan on behalf of Kingston-on-Thames accepted this 
addition also. 

■The Kingston-on-Thames resolution with these additions was 
then put to the meeting and carried unanimously in the 
following form: 

" That as the Minister of Health has withdrawn the otEcial assur- 
ances and undertakings repeatedly given to the profession on the 
question of arbitration in the event of a dispute, this Representative 
Body demands that effective action be taken forthwith to insist that 
arbitration machinery (including arbitration for resolution of disputes 
invohins finance) be set up, and that dsmands for srbkrstion by the 
profession shall not be subject to the Minister's veto. This Repre- 
sentative Body therefore calls upon the Minister of Health to redeem 
his Government's pledges by the necessary alteration in the Amending 
Biil." 

Threat of Resignation 

Dr. S. F. L. Dahne (Reading) called upon the meeting to 
advise the profession to resign from the NJH.S. unless the 
Minister guaranteed that in the event of disagreement between 
representatives of the profession and himself all matters should 
be submitted to arbitration, and that in the event of disagree- 
ment on the betterment factor this he submitted immediately to 
arbitration. He said that Jiis motion carried the Kingston 
motion one step further. It put forward the constitutional issue, 
it would afford them the right to take direct and dwisive action. 

Dr. Wand asked how they were to decide at the present 
moment, while the Amending Bill was still before Parliament, 
what was the right moment to act. There had been a ten- 
dency of late to bandy about the word “ resign ” too lightly. 
When they came to the point of putting forward their resigna- 
tion they wanted to be sure that at the periphery it was known 
just where they stood. He asked the meeting to await the 
final shape of the Amending Act and in the meanwhile to be 
satisfied with the resolution of Kingston-on-Thames. 

Dr. Manley (Richmond) agreed with Dr. Wand. The Minister 
had not said he would not arbitrate, but he had said he would 
not arbitrate on certain matters without further discussion. He 
considered it loo early to pass such a motion as the one Reading 
had put forward. 

' Dr. A. W. Gardner (Brighton) said that they had a pro- 
crastinating politician as Minister of Health ; they did not want 
to have a procrastinating chairman of any of their committees. 
He felt that they must have resignation in their minds and the 
Council must know that they were going to demand it 
Dr. J. A. Ireland (Council) said that he was rather perturbed 
about this resolution. He thought that the Kingston resolution 
covered all that was necessary at the moment, and he did 
not like to use the word “resignation.” He moved therefore 
that the meeting proceed to the ne.tt business. 

It was agreed to proceed to the ne^t business. 

The First Year of the Service 

Dr. R. Halc-Whitc (Marylebone) moved : 

That Ihh meeting of representatives from all parts of the country 
regrcirully records the fact that during the first year of the N'affoni 
Health Service the Minister and the Mmistry of Health have shown 
little or no desire for co-operation with the medical profession in its 
efforts to serve the public, that they have met the profession’s 
wiggcstions with indifference and procrastination, that thev have bren 
Wilty of breach of faith, and that these are added renso’ns why the 
Service is falling far below the standard the public were led to expect. 
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He said that they had talked already about varicus briaah;; 
of faith. They had heal'd from the Chairman of Cc'cnnl a 
strong expression of resentment at the prociastinatio- cf the 
Minister, It was hard for doctors to p’ve of their best when 
they received this sort of treatment and ■were con5‘.ar.t;y ar.xic't' 
about thefr incomes. So far as private practice was concerned, 
the Minister had made no attempt to carr." out pro.Tjies cver. 
W'hen the Act was brought in. The Minister and the Ministry 
were both mentioned in this motion for the reason that it was 
very difficult sometimes to know whic'n was fclarr.ew ordr.-. . But 
it was the Minister who was bubbling over •wi'di ta'dt a'cou: 
co-operation in the letter of July 3, p'ubli.shed in the B.ririr.i 
Medical Journal last year. The profession 'r.ad loyally cone it; 
bit, but what real evidence was there of co-operation on the part 
of the Minister ? 

Mr. A. l_aw,Tence Abel (Maryh'cone), in supporting dte 
motion, said that in the terms for t'ne specialist service the werd 
“ specialist " was now omitted. Tee public who were promised 
specialists by the Spens Report were now to have contultants 
and senior hospital medical officers. There had been procrasti- 
nation and breach of faith. Tnis motion couid 'ce carried 
with a clear conscience and it would strengthen the 'r.ands c; 
the Council. 

The Chairman of Council said that he must adopt the ur.u'ca'. 
role of taking the Minister's part .At no time that he rcrue.'u.- 
bereef had tbs Miaisisr ever undertsksn to suppo.-r p.-ftt'e 
practice. He had never had the slightest interest ir pr’tte 
practice except to destroy it 

Dr. Hale-Whi'e explained that he had realized c me., 
that the Minister was out to destroy private p.-ar .: B'ut 
before the Act came in he did say that anyone r.s- rriy 
to do as much or as little private practice as •■ . -ru. 

The Marylebone motion was carried with two i r 

Lay Control of Medicino 

Dr. F. Lishman nSishop .Aucklin J) move j '■ Tni meet- 
ing views with great alarm tie threater.ec liy cont-ol .-f — .ec;- 
dne and recommends that appropriate tuor. be taken. He 
complained of a circular sent by the M •'i.s'my •x'htch “ad been 
taken by many hospital secretaries as meam'tg th.at •'i; were 
in control of the medical administrat'c r of the hetet-vis He 
also complained of the remcreration medical supe-.-.t:- dent' 
Where the superir.'endent; had adnt'r -tratf.e oci.v > •' 

was proposed they shoulo be paid or the sa.me bj'ts as the 
lay administrators: when tney performed spec -'l-'t -l-teo is 
well they should be paid in proportion to the ti.me '..-.e. -pent 
on such duties. Funher m a recent is'ue of fe 
Journal it was suggested that the medical officer c: heal'm 
of the future, like the medical superintendert. wc .’d .-to: be 
a doctor but a lay administrator v.-it.h a sac:*, 'cence degree. 

Dr. R. Kelson Ford (Chelsea and Fulhami said that p.-acrical 
work for the sick was in the p.-ocess of being craccc.oed into 
subservience to bureaitcralic ric.-ninaiior. in ore hospital the 
patients occupying paying beds had teen told by the lay 
authority they need not pay a fee to the spactalists. In anoffier 
hospital a notice was put up that the ope.-eung theat.-e mi^t 
be used only at certain hours. In another, a certai.u specialist 
turned up to take his usual out-patient clinic and found the 
room occupied by clerics and was told he v.as dispo-sessed. 
There was no other p.-ovision made for hi.m u.nttl he was 
about to “pack up.” In anoffier hospital group the lay sjcre- 
tary of the management committee ignored ad'vice from the 
medical advisors- ccm.-nirtee and proceeded to write letters to 
the Regional Com.-uittee in a contrary vein without inferming 
the mescal adviso.-v- committee tha.t he had done so. As for 
'general practitione.-s. certain of them had been told theat they 
must hold more surgeries, and indeed must hold r-vo at the 
same time in different places. Tnis was an indication of the 
w-ay things were going under 'me direction cf irureaucnatic 
control. 

Dr. S. I, Futh (Brighton) supported the mcticn. Tnis tv-pe 
of control, he said, was tv'pical Ci'.il Service, and ail the regu- 
lations which were framed by the lay administrative people 
could lead only to frustration. Doctors in 'dte Ser.ice in 
hospitals were already feeling the effect of this new rr.achtne. 
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he called medical administration, was gremjrthc ImS ' 

of pattenis. who would siiffcr severely if medical men and ship problem; the work which Lulled in the enlaLSof 

the mileage fund ; the remuneration of general practitioners for 
services rendered in convalescent homes ; the question of fees 
for locumtenents white practitioners were taking refresher 
coupes ; matters relating to the Pensions Scheme, devised to 
fill in the gaps in the Superannuation Scheme; the training of 
assistants ; the position of the general-practitioner specialist ; 
the statistical inquiry into the work of doctors; the temporary 
resident problem ; the inflation of doctors’ lists ; rural practi- 
tioners’ problems, and very many other aspects of the Service. 
With regard to inflation of doctors’ lists, it had been impressed 
upon the Ministry that it would be advisable to reconstitute a 
Central Register such as existed in the old days ; they hrfd 
secured a promise that all possible steps would be taken to 
reduce inflation, and if those steps were not adequate the possi- 
bility of a Central Register when the census was taken in 1951 
would be considered. Another matter which had engaged the 
attention of the committee concerned the reintroduciion of 
rules of conduct for patients, including the setting up of some 
disciplinary machinery. A subcommittee had been set up to _ 
consider the problems affecting genera! practitioners who woul- 
go into health centres. In regard to some of these questions 
the committee had got what it wanted ; in regard to others it 
was making progress. 

Dr. Wand concluded with a tribute to the late Dr. John Bone 
and his great work for the old Insurance Acts Committee and 
the Defence Trust. His would be a name they would always 
remember with great affection. He also referred to the magnifi- 
cent work done by the present chairman of the Representative 
Body Dr. Gregg, as chairman of the Insurance Acts CommitteS. 


women were discouraged from entering for these posts.' It 
would be most unfortunate if the work should fall into the 
hands of lay administrators. ' ' 

Dr. A. Bc.auchamp fllirminghnm) said that he was in full 
agreement with the case made out, but he did not think the 
meeting should support the resolution as it stood. He was not 
himself aware of any threatened lay control in general medical 
serx'ices, and it should be made plain that it was hospital 
.scniccs which were in view. 

Dr. I*. Phillips (Bristol) spoke of the unfortunate position 
in which deputy superintendents, men who had done perhaps 
ten years’ service and were aspiring to superintendent posts, 
were placed. Those of them who were consultants or “ con- 
sulfoid.s ” might not have a great deal to complain of, but he 
w.a.s glad to support this motion. 

Dr. W. N. Leak (Mid-Cheshire) said that if this went on it 
would mean, not a medical scrs'icc, but a sers'icc controlled 
by non-medical people. Dr, A. Smith (Lanarkshire) said that 
the medical administrator was essential in every hospital And 
.what was going to happen to the general practitioner, if this 
kind of thing went on, when they set vp heaith centres J 
Miss Gladys M. Sandcs (Maryicbone) said that some social 
workers were apparently to be given the discretion as to whether 
an aged person should really be admitted to hospital or not. 
Mr. C. F. Maync (Plymouth) said that lay administration in 
committees was essential, but political lay administration, which 
wa.s often to be found, was not essential. 

The motion viewing with great alarm the threatened lay 
control of medicine, and recommending appropriate action, was 
carried unanimously,. 


ConsfitotioD of Conunirtcc 


GENERAL MEDICAL SERVICES 


Dr. S. Wand (Chairman qf the General Medical Services Com- 
mittee), in bringing forward the Report of Council under mat 
heading, gave an account of the work of the committee. The 
case on which the Special Representative Meeting agreed had 
not yet been discussed with the Ministry. Both the officials of 
the Ministry and the Minister himself had made it quite clear 
that they did not propose to give an answer on the case until 
the results of the inquiry had been analysed. But at the first 
interview two important issues arose. They were told that any 
modification of the pool would not necessarily be retrospective 
to July 5. The other matter related to the attitude on arbitra- 
tion. which had been discussed that morning. It was made clear • 
they Had no right to automatic arbitration, though arbitra- body should have direct access lu (,n[y 

tion was not ruled out. The results of the inquiry were smd that this was put forward in no p > 

expected to be published next .month. It was quite clear to ensure that the penphery would be , ,, , 

that in computing the size of the pool, and the amount of .action of the centre in any *^ventuaht>, this'^ molion. 

money that went into it, the Ministry would put in every single would get nd of its apathy. Since ne b 

oennv that was earned by general practitioners in the Service, however, a good deal of water had run « Guild 

The appircation ffiat the profession had made for a greater sum- in particular there had been set up wL 

of money bad been spoken of in some quarters as if it was an Therefore he proposed, with the leave of th 

increase ; it was not an increase, it was merely a proper asse.ss- draw the motion. 


Dr Wand went on to move approval of the paragraph in the 
Annual Report (25) setting out the proposals for the constitution 
of the General Medical Services Committee. 

Dr D. L. S. Johnston (Halifax) had down an amendment to 
the- effect that the committee should be reconstituted to fom 
the executive body for all general' practitioners grouped withm 
the framework of the Association in areas conforming to the 
present Divisions; that representatives on this executive bodv 
shTuld be elected directly by vote of practitioners each 

constituency conforming to a pLu [v1 

Conference also electinc representatives, that the execu iv 
body should be subject 'to no other body by veto in matters 
vvhSi had been decided by a centra! LTecutive 

representatives of the practitioner . , Health He 

body .should have to 
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Call for Withdrawal from the Service 
Dr. H. J. Cronhelm (Belfast) moved: 

That omng to the unsatisfactor>' situation which has arisen due 
o - the indefinite postponement of discussion by the Ministry of 
fealth of the reasonable and documented case put forward by the 
jeneral Medical Services Committee for increasing the Central Pool 
)>■ £16,500,000, this meeting demands that further delay shall not 
le tolerated, and that the Association take immediate steps to 
irganize a mass nithdrawal from the Service. 

He said that the Minister had shown no desire to treat their 
:laim as the urgent matter which it certainly was. He had 
idopted a technique of delay and obstruction. There was one 
rourse open to them, to have nothing further to do with the 
Jealth Service. The latest promise from the Minister was that 
lis inquiry would be completed by July, but it might well 
>.0 on to August and September. The machinery which was 
in essential preliminary to any concerted action by the pro- 
■ession should now be set in motion. 

Mr. Eric Steeler (Marylebone) said that the motion reminded 
lim of the definition of a love-letter — the writer should start 
Ty not knowing what he was going to say and end by not 
laring what he had said. If they withdrew en masse it was 
he British Medical Guild to which they must pin their faith, 
ind he had already sufiiciently criticized that organization. 

Dr. R. V. GoodViRe (Croydon) complained that all the 
resolutions at the present meeting which called for action had 
been whittled down or put out of the way. Dr. Dain had said 
that if they did not get satisfaction they might at some time in 
the future have to consider withdrawal from the Service. 

Dr. Dain: I spoke more definitely than that. 

Dr. Goodliffe asked what had happened since that speech 
was made earlier in the morning. The meeting, which was 
alert and keenly receptive to that suggestion, had gone on to 
jermit the withdrawal or whittling down of any resolution which 
ailed for action. This was the last opportunity they would 
tave of putting into actual effect the enthusiasm they showed 
.vhen Dr. Dain addressed them. 

Dr. H. Ale.vander (Wandsworth) said that the National Health 
Service was about to celebrate its first birthday. It was- born 
prematurely ; in fact there was difference of opinion as to 
whether it was a viable child. It owed its survival to the 
devotion of the doctors. One might have e.xpecled that its 
political father, so proud of his child, imperfectly developed 
IS it was, would have shown some kind of appreciation of the 
doctors, ijut in fact he had rewarded them with scant respect. 
He had gone forward without consulting the profession and he 
still refused to pay the “conhnement fees." (Laughter.) It 
would always be true that doctors were loath to take legal 
action, but the time had come when at least a strongly worded 
“ solicitor’s letter ’’ should be written pointing out the inevitable 
consequences of refusal on the part of the Minister to meet 
his obligations. 

Dr.'F. A. Roper (Cornwall) said if this was passed it would 
be a mandate to the Council to organize mass withdrawal forth- 
with. He noticed, however, that the proposer had taken another 
line, for he had interpreted the word " organize ” as meaning 
“ asking the Council to explore the possibilities,” He suggested 
this resolution required amendment to make it clearer in the 
light of the mover's speech. 

Dr. D. S. Saklatvala (West Bromwich and Smethwick) moved 
as an amendment that the termination of the Belfast motion 
should read: "... take immediate steps to enable a mass 
withdrawal to be effected at any time.” 

Dr. C. R. Barrington (Bromley) agreed with the amendment. 
If the machinery' was in being it would make any action they 
took very much more effective. Dr. A G. Holman (East 
Norfolk) said the word “resignation” was often used, but 
could they be sure that they had the Divisions behind them ? 
Divisional meetings were often poorly attended. He had been 
told that in certain industrial areas doctors feared physical 
violence if they refused to tre.it their patients under the National 
Health Service. Dr. H. Barbara Woodhousc (Harrow) said 
that it was for representatives to organize in their localities 
and educate their fellow practitioners on this vital issue. The 
last speaker had suggested that if doctors resigned they might 


suffer. If they were not prepared to face sacrifices she did not 
think they were worthy to be called supporters of the cause of 
freedom. (Applause.) Dr. W. R. E. Harrison (Brighton) said 
that if the rank and file got the idea'that the B.MA. stood for 
peace at any price, then they had “ had it” 

The amendment proposed by Dr. Saklatvala was agreed to. 
In further discussion on the substantive motion Dr. G. O. 
Barber (Mid-Esse.x) said that the motion was a weakening of 
their previous motion insisting on arbitration. This subject 
should be left to arbitration, and if arbitration were not granted 
they should proceed with withdrawal. Dr. J. C. Wishart 
^Bromley) said that if they went back to their constituencies 
and said that preparations were being made to organize this 
witbdrawal it would be the best means of combating Divisional 
apathy. 

Dr. T. W. Morgan (Kingston-on-Thames) reminded the meet- 
ing that that morning it had passed unanimously a motion on 
arbitration which meant that they did not allow the Minister 
a veto against the profession. But the Belfast motion meant 
that they were holding a veto against the Minister. 

Dr. Wand hoped that the amended motion would be passed. 
He thought it met what the Representative Body would wish 
done at this moment. 

The motion in the following form was carried with one or 
two dissentients. 

That, owing to the unsatisfactory situation which has arisen, due 
to the indefinite postponement of discussion by the Ministry of 
Health of the reasonable and documented case put forward by the 
General Medical Services Committee for increasing the pool by 
£16,500,000, this meeting demands that further delay shall not be 
tolerated, and that the Assodaiion take immediate steps to enable a 
mass withdrawal to be effected at any time. 

A motion by Dr, T. W. Morgan (Kingston-on-Thames) 
demanding that the contemplated improvements in remunera- 
tion should have effect retrospective to the commencement of 
the Serv'ice, seeing that the present capitation fee had never 
been agreed by the profession, was carried. 

Dr. G. R. Mitchell (Blackpool and Fylde) called for full 
support for the Conference of Local Medical Committees in 
seeking adjustment of general practitioner remuneration on fte 
basis* of the report prepared by the Genera! Medical Service 
Committee, and stressed the urgency of the matter in view of 
financial hardship. Until last July in his area private practice 
largely predominated over insurance practice. Among many 
practitioners who formerly had good private practices financial 
hardship was acute. 

A motion to this effect was agreed to. 

Mr. J. Shirley Cailcutt (Wembley) moved : That this meeting 
considers that the amount of the capitation fee is not equitable 
throughout the country and should be made uniform irrespective 
of area and of other payments such as mileage and dispensing. 
The figures for mileage, dispensing, etc., should be separated 
from the global sum, and division made among general practi- 
tioners according to the number on each list. 

Dr. Wand reminded the meeting that the pool method was 
the only wuy in which the capitation fee for 95% of the 
population could be got into the pockets of the doctors. 

The motion was lost. 

Temporary Residents 

Dr. C. J. B. Fo.x (Consett and Hexham) said that the fee of 
I5s. for attending temporary residents was totally inadequate. 
As it specially affected seaside and holiday resorts, where the 
patients called in medical aid only in the event of severe dis- 
ability, his Division considered that the fee should be not less 
than one guinea. 

Dr. E. G. Smallbore (South Essexl said that this was a 
matter which should be decided by actuarial investigation, 
not by a show of hands at that meeting. D,'. S. N'oy Scott 
(Plymouth) said that thousands of cases were sent for conva- 
lescence and required no other aid vvhatsoever. beyond a 
monthly certificate. They must rot lose their sens* of pro- 
portion. Dr. E. W. Vincent (Scarborough) pointed out that a 
town might have a population of 5,0(X) in winter and 20,000 
in summer, and by any computation a large number of these 
additional people must require medical attention. A large 
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understanding Hc.xham withdrew its motion. 

Mileage Payments 

asked the meeting to express 


H. n. Muir fPife) asKco tfic meeting to express the 
opinion that payment for mileage under the maternity scheme 
should not be deducted from the central mileage fund. In a 
long speech fortified with many figures from his own practice 
he said that there were many reasons why the two types of 
payment .should be divorced. He complained that Dr, Wand 
did not understand the mileage question in connexion with rural 
practice, and especially the question of maternity mileage. 

Dr. D. M. llughcs (South-West Wales) said (hat since the 
Inst Representative Meeting he had come to see that (he position 
in rural areas in respect of mileage was much better than he 
had thought. He was afraid they might have trouble if they 
flogged this mileage question in the future. 

After Dr. J. O. McDonagh (Perth) and others had spoken, 
Dr. Wand said that he thought they had done rather well for 
rural practitioners interested in mileage, having attached to them 
a sum of half a million new money. He reminded the meeting 
that they had agreed to a pool method of payment. All moneys 
paid to doctors came out of the pool. If extra money were 
taken for a particular section of the work it came out of the 
pool, and thereby other items in that pool were lessened in a 
financial respect. As they had attached themselves to the pool 
system, his committee had referred to the Rural Practitioners ' 
Subcommittee — to whom else could they go ? — and received its 
' endorsement. He hoped that until they got the global ‘ sum 
question settled there ss’ould be no more talk of little bits here 
and there being taken out of the pool. “ t)o not let us make 
major political issues out of what are isolated cases of 
maladjustment." 

The Fife motion was lost. 

The session concluded at 6,15 p.m. 


xxr t »jwiviv;c5> v^onM 

tion from that fund for maternity mileage The ™ra? 
had to be examined anlenatally quite frequently at her home 
.and allowance had been made for this ; allowance had further 
been made for the fact that in many cases the mother was on' 

Tko was given for that purpose 

also. Allowance had been made for the fact that in 

cases the mother would move further away from her home for 
he confinement ; in others she would go nearer to the place 
in which (he doctor was practising. Thus it would be seen 
that the problem had been discussed in all its aspects, and he 
would ask the meeting to accept this motion as a reference 
to (he Committee, bearing in mind that the arrangement had 
only recently been made and should be allowed to run for 
some lime to sec whether it needed revision^ 

Dr. Forman, in reply, agreed that the matter should be passed 
to the Council for consideration, but he took exception to 
Dr. Jopc’s remark. Representatives were sent by Bran'bhes to 
express their points of view, and if they were not allowed to 
do so it was a waste'of time to attend. 

The motion was withdrawn on the understanding that the 
matter should be referred to Council. 


SATURDAY, JUNE 25 . 

Tile meeting began at 9.30 a.tn., with Dr, Gregg in the 
chair, and further motions arising out of the section of the 
Annual Report dealing with General Medical Services were 
taken, starting again with some discussion of the payments for 
mileage. 

Dr. A. H. Forman (Fife) asked the meeting to express the 
opinion that payment for mileage undqr the maternity scheme 
should be on a similar basis to (hat prevailing under the 
Maternity Services (Scotland) Act, 1937 — ^namely, a compromise 
payment for each case booked or a payment for each mile 
travelled over (wo miles from the patient’s residence for each 
visit to the patient’s home, special visits being paid at the full 
rate and visits in the course of a round at one-third of the 
full rate, the choice of method being left to the doctor. He- 
did not see why practitioners should not receive mileage in 
respect of this service as they had for the past few years. "The 
fact that it was not received in England was beside the point. 
His Division was not asking for something to which they 
were not entitled ; they were entitled to ask for every penny 
of mileage they could get. Patients in towns would attend 
clinics, but in the country they would not ; bus services were 
not always convenient, and in any case it was unfair to ask 
an expectant mother in the last six weeks of pregnancy to 
travel in some of the rural buses. He asked for support of 
the, motion to help rural practitioners to obtain this extra 
money. 


Treatment of Miscarriages 

Dr. J. M, Gil! (Aberdeen and Kincardine Counties, Orkney, 
and Shetland) asked (hat the treatment of miscarriages 
should be regarded as' outside the ordinary terms of service 
of a general practitioner, and paid for on the same basis as a 
confinement, irrespective of whether the woman had signed 
E.C.24 or not. He said that though part of the resolution 
had been conceded (on which he .congratulated the B.M.A.) 
it did not go far enough. His Division felt that a miscarriage 
should qualify foi\ a Part I payment. An emergency confine- 
ment qualified for 41 guineas, and the only justification for 
the difference would be if a miscarriage did not require the 
same knowledge, judgment, and skill as an ordinary confine- 
ment. This was nonsense. The conduct of a miscarriage a; 
any stage might call for as much skill and judgment as a 
confinement, and might occupy i the doctor for as long. His 
Division also felt that it was as necessary for a post-natal 
examination to be carried out six weeks after a_ miscamage 
as after a confinement. The payment for miscarriages should 
be the same as for an emergency 

miscarriage had taken place between the 25th and 27th neck 
and any antenatal visit had been made that also should 

^*Dr ^S^'wand said this was what was called “ wanting jam. 

"Sr'VSnte. wto » -r 

sLir-oTpoiu. f.- 

bTp'K. 

The motion was lost. 

Basic Salaries 

Dr. J. W. AMa,,hy 

10 represent to the Ministry that .all b. • ' central 
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Even the more enli^tened had thought the doctor received 
the whole 18s. capitation fee, but this was not the case. 
East year in Middlesex practitioners received 15s. 7d. capitation 
fee for the whole year. Different reasons for this disparity 
were given : (1) inflation of lists, (2) inaccuracy of the registra- 
tion figures, and (3) the number of basic salaries. These last 
were controlled by the Local Medical Committee ; if a man 
was refused a basic salary he appealed and it was taken out 
of the hands of the local committee ; there was a case, he 
submitted, for basic salaries to be paid out of a central pool. 

Dr. H. F. Moffit (North Glamorgan and Brecknockh-speak- 
ing as an industrial area representative, asked the rneeting to 
reject the motion. He agreed that there should be special 
payments to “ truly rural practitioners,” but if Dr. Wand's cam- 
paign for an extra £16m. to be put into the central pool and 
an increased capitation fee for the first thousand patients was 
successful discrepancies would disappear in respect of scattered 
rural areas. If this motion was accepted they would be one 
step nearer a full-time salaried service ; it would lead to a 
greater number of practitioners seeking and getting the basic 
salary, which would mean a large drainage on the central pool 
and consequent reduced capitation fees all round. There must 
still remain the rate for the job, and doctors with small lists 
in residential suburbs should not expect basic salaries to be 
paid out of the central pool and thus reduce the capitation 
fee in all other areas. Practitioners in industrial areas did 
the work in the past; they were doing the work to-day, and 
were strongly opposed to this proposal. 

Dr. R. W. Cockshut (Hendon) said that in .Middlese.x there 
were very densely populated industrial areas. His Division 
was asking for a simple act of justice. Basic salaries existed 
and he did not see why they should not come out of a central 
pool. Middlesex was a distressed area in that it had a higher 
proportion of doctors to the population than anywhere else 
in the country ; they had been -hard hit, which meant that 
an abnormal number of basic salaries had to be paid. U the . 
housing situation was easier many would have moved into 
areas where the proportion of doctors to the population was 
not so high, and if that bad happened such areas would have 
fell the difference. The strictest supervision should be exer- 
cised on the payment of basic salaries, and to make them a 
first charge on the pool was an act of justice which could 
not be refused. 

Dr. H. B. Muir (Fife) supported the motion because anomalies 
did exist. In one area in Scotland 18 out of 20 doctors were 
entitled to basic salaries — a quite impossible situation. 

Dr. S. Wand said he would ask the Representative Meeting 
to bear in mind not only the immediate problem but the 
major issue involved. The greatest fear with regard to the 
Service was the possibility of a universal basic salary which 
might be steadily increased until it became the major pan of 
a practitioner's income, with a resulting drift into a full-time 
salaried service. In the area quoted by the last speaker a 
case could be made out for a larger number of payments 
from the Special Inducement Fund, and more of these applica- 
tions should be made. In the case of Middlesex he agreed that 
there had been some anxiety, but the matter had been taken 
up and an endeavour was being made to put it right. Because 
there was this immediate difficulty in Middlesex, howevp, they 
must not do something which would create a major issue at 
some future date. 

Dr. McCarthy, in reply, said that Hendon had worked as 
hard as any area in the fight. He thanked Dr. Wand for 
his interest in Middlesex, but his constituents were looking 
for results. The payment for the last quarter was lower than 
ever. Basic salaries paid from the central pool would be better 
controlled, and every doctor would get a fairly equal return 
for the work he put in. 

Dr. Wand, in reply to a question whether if the increase on 
the first thousand patients were obtained the Committee would 
explore the possibility of abolishing the basic salary, said that 
the Representative Meeting was told that it was hoped that 
the extra pajment would result in the abolition of the basic 
salary. The Committee would haxe that in the forefront 
of its mind. 

The motion was lost. 


Dr. G. MacFeat (Council) called upon the meeting to take 
grave exception to the actio.n of the Secretary of State for 
Scotland in granting, on appeal, certain fixed annual payments 
previously refused by both local medical committees and 
executive councils. He said that his Div'ision was serioush. 
disturbed at the action of the Secretary of S'uite in granting 
appeals of practitioners who were refused basic salaries by the 
local medical committees and the Executive Council. It con- 
cerned practitioners with sufficient lists to produce an income 
of £900, practitioners refused for unethical conduct, and r.vo 
glaring cases of practitioners who had been practising for some 
vears and had in no sense developed practices. He desired 
to protest in the strongest terms against this action. Tne 
assessment of need for basic salary v.as one of the most un- 
pleasant duties imposed upon medical committees and executive 
councils, and to have their w-ork. overturned without rhyme or 
reason was most unjust. 

Dr. D. F.. Hutchinson (West Middlese-x) moved, as an amend- 
ment, that “ the Minister of Health ” be inserted in the motion 
before “ the Secretary of State for Scotland.” The meeting 
would do well to support this motion. In one case where the 
basic salary was refused it went to the Minister on appeal ; the 
appeal was refused, but the practitioner's solicitor WTOte what 
he described as a grossly improper letter to the Minister, as a 
result of which the Minister decided to reconsider his decision. 
The result was not yet known, but the Executive Council had 
taken strong exception to it. He agreed that the appeal should 
not lie with the Minister but with some other body, and he felt 
it should be the Medical Practice Committee. 

Dr, A. V. Russell (South Staffordshire) seconded the amend- 
ment and supported the motion. Dr. F. M. Ross (Preston) 
said, in supporting the amendment and the motion, that Lanca- 
shire had had to deal with many applications and had been 
strict in its consideration of these claims, but the Minister had 
granted appeals which no medically constituted comrnittee 
would have granted. 

Dr. F. Gray (Council) said that' the Minister had tnanaged 
to do a quite extraordinary thing ; he had managed to convince 
the lay members of the London Executive Council of the dis- 
honesty of his department In London every ease had received 
serious and careful consideration, and appeals had been allowed 
where they should not have been allowed. Vilien the Minister 
deliberately perverted the course of justice it was time that these 
appea'is were taken right out of his hands and placed in the 
hands of those who could be trusted to see that justice was 
done. 

Dr. MacFeat accepted the amendment He said that this 
was a very serious matter ; the local medical committees and 
executive councils had a sense of frustration when their decisio.n' 
were turned down without proper inquiry, and this was unt 
helpful in the development of a satisfactory m.edical service. 

The motion as amended was carried unanimously. 

Vaccination and Immunization 

Dr. Wand moved approval of the paragraph in the Annual 
Report dealing with vaccination and immunization. There had 
been during [he last week or two a change in the position which 
made them feel that they could once again go into conference 
with the local authorities and the Ministry, and they were 
awaiting a date for that meeting. The general approach was 
now established and bade fair to be rather more S3tisfacior>-, 

Dr. E. C. Davxsoa (Derby) moved as an amendment that 
the fee for vaccination should be one guinea and for htimuniza- 
tion 5s. for each injectiorr. In vaccination, he said, there were 
normaliy three attendances. If each of these was to be counted 
for an attendance fee, £! 2s. 6d. could be claimed. But diffi- 
culties sometimes arose and examination might have to be made 
every day, which would bring about a heavy bill on the basis 
of daily attendance. It was thought by his Division that the 
best way out of the difficulty would be” one inclusive fee of a 
guinea. 

Dr. lames Fenton (Council) asked that the reference to 
immunization might be omitted. Immunizatici: was in his 
view- not treatment but p.revention, and a separate fee should 
be paid by the local health authority. He was satisfied that it 
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a fee of 
was a 

iJicj ••ccepted tlic recommendation as hid down in the Council’s 
report of 7s. Cd. for attendance, and there weic at least three 
attend;tnccs at each vaccination. . (Voices; No, two.) He under- ' 
stood they .should look foi- an accelerated le.action on the 
second or third day and for a normal reaction on the seventh 
d.iy, and in that case the payment would be £1 2s. 6d. 
llic Derby amendment was lost. 

Dr. W. Smith (Greenwich and Deptford) moved to ask the 
meeting to regard the Minister’s continued refusal to agree 
o payments of fees for vaccination and immunization as 
ndcfcnsiblc. It seemed that now the clinics would be able to 
do all these services ; that was supposed to be progress. Did 
they wish that immunization and vaccination should be carried 
out to the greatest possible extent ? If so, the Minister was 
not helping the public to obtain what they should. 

Dr. Wand considered that this was a matter for local authori- 
ties. The trouble was more local authority than ministerial. 

, It w.as agreed to pass to the next business. 

Dr. J. C. Arthur (Gateshead) moved; 

Th.it until it be established th.it local authorities arc responsible 
for the pajtneni to practitioners of fees for the performance of 
vaccinations and immunizations, it is recommended that no reports 
of the performance of such services be rendered. 

He said that the service could not be refused, but there were 
other directions in which the profession could take effective 
action, and the withholding of reports was one of them. 

Dr. A. C. Holman (East Norfolk) said that the Ministry and 
the local authorities were indulging in a game of “ passing the 
buck.” In his area they had adopted the plan of performing the 
service but holding on to the record until the question of 
responsibility for payment of fees bad been determined. 

Dr. Wand said that it would be indefensible, while negotia- 
tions wgre in progress, for an important body to pass 'SUch a 
motion as its official policy. 

Here also the meeting decided to proceed to the next business. 

Dr. J. W. McCarthy (Hendon) asked the meeting to express 
the definite opinion that immunization and vaccination should 
fall outside the scope of the contract for public practitioners, 
and be made the subject of separate remuneration, both for the 
services and for the reports involved. 

Dr. Wand again deprecated such a resolution at the present 
moment while negotiations were pending. 

The meeting again resolved to pass to the next business. 


was the method 
n.. ce r> \ ” — piuiccuon. » 

iLv fn and Huntingdon) said he was 


for their own protection. 


Special Facilities in Hospitals 

Dr. J. S. Ross (East Herts) moved that the maintenance of 
pathological and radiological facilities for genera) practitioners 
without the intervention of a consultant in a hospital out-patient 
department was essential. He said it seemed as if there was a 
further attempt here to exclude general practitioners from the 
hospital service. They were apparently considered incapable of 
deciding when jc-ray examination was needed. 

The general practitioner was prepared to co-operate in 
reducing the demand on x-ray departments and in discouraging 
patients from making unreasonable demands, but be hoped 
that this matter of facilities wovid be taken up very actively 
with the Ministry so that general practitioners might have these 
facilities for diagnosis maintained. 

Dr. T. F. Tierney (Marylebone) said that he was a radio- 
logist both" to a teaching and to a country hospital. In the, 
country hospital any practitioner could send a patient without 
interference, merely because they bad facilities and the time to 
carry out the amount of work which was needed. In the teach- 
ing hospital there was so much work going through the depart- 
ment that it was a physical impossibih'ty for the department to 


en irely m sympathy with the general practitioner and coulrt 
ffi/ffculfy should be put in his way What 

Whl; ^ facilities in hospitals’’ 

When a- r;as were introduced 50 years ago it was 
practitioners who look up the method, and they had dfficuUy 
“mv” tIc"® ““"y. ‘Consultants as to the value of this new 
pioneers were general practitioners. If the 
pad nt went through the hospital departments the amount of 
work attaching to him was likely to be increased. A general 
pracdlioner would be satisfied to know whether the patient had 
had a gastnc ulcer or not, but in the out-patient department the 
patient would possibly come into the hands of one of the junior 
registrars and time would not be saved, because he was likely 
to be referred for many investigations. 

Dr. D. E. Yarrow (Tunbridge Wells) said this was a question 
of the general practitioner retaining some clinical interest. 

Mr. H. H. Langston (Winchester) ~ said some members 
appeared to think that consultants wished to prevent the genera! 
practitioner from having access to these special services. On < 
the contrary, consultants fell that the general practitioner should 
be able to investigate his cases as fully as he thought necessary. 
But in his own hospital there was a three-weeks waiting-list for 
,v-ray investigation of cases of gastric ulcer, and he could 
assure them that to open the departments to genera) practitioners 
at the moment, in view of the great amount of Investigation 
work required, was impossible. Consultants were not out of 
sympathy with general practitioners in this matter. 

Dr. J. M. Alston (City) proposed the addition of the following 
words to the' motion : “ and should be extended as facilities 
become available.” As a pathologist he found that most of 
them, were unable to carry out their good wishes towards the 
general practitioners because of shortage of space, staff, and 
materials. 

Dr. W. Smith (Greenwich and Deptford) seconded the amend- 
ment. The motion without the amendment was impracticable. 
Much work in the pathological departments was now done by 
technicians without medical supervision, so that if the patients 
were sent to departments of that kind it would result merely 
in reports being obtained which were not necessarily com- 
pietely informative. 

Mr. R. L. Newell (Council) said he heartily agreed with the 
principle underlying the motion and the amendment. If they 
were to mainh>in standard of general practice it was 

essential that they should provide general practitioners with 
these facilities. It was perfectly true that the departments in 
the large hospitals had been overloaded. The overloading was 
doe to many causes, one of them the fact that they appeared 
to be teaching their younger people that no diagnosis wm pw- 
sible without submitting the patient to innumerable Pa 
and x-ray investigations. Nevertheless, the absence of facditiM 
should not deter the meeting from passing the amendment. 

intolJy c.„«d 4h Two »»ll 

considerable sympathy with some of the remarks ma y _ 


crE" r throthThrud, there was a dernand through- 
out the country to exclude general he 

cottage hospitals. Consequently, ns a 

asked the meeting, in order to assist the cep. r m 
further arrangements were being But for 

particularly discreet in their demands on the Serw e. 
hLven’s sake, let them keep the Semce m them hands. 

The motion was carried m the following form ■ 

That the maintenance of Palholo^cnl and ^ 

for general practitioners without the tc cxienda 

hospital out-panent department is essential and shouia oc 

as fadlioes become available. 

Legal Advocacy in Medical Service Cases 

Dr. R. Forbes (Hendon) moved that the Counal 
make early representations to the Minister to amend fb- 
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regulations governing the procedure of medical services com- 
mittees to bring them into line with those applicable to Northern 
Ireland, whereby a' defendant doctor appearing before a medical 
services committee may have, if he desires, the services of a paid 
advocate or solicitor. 

The practitioner should not be left alone without skilled 
assistance in the presentation of his defence. There was a 
growing volume of evidence that at the present time there was 
an increase in the number of cases finding their way to the 
medical services committees. This was perhaps due in some 
measure to the introduction of a new section of the community 
— a better-paid, perhaps a better-educated, section — at all events 
a section more conscious of its rights. These people were now- 
making more frequently a complaint against doctors on the 
grounds of negligence or impropriety of conduct of one sort 
or another. Not uncommonly they used such action as a 
forcing point to see what success mi^t follow a complaint of 
that kind. If they gained a favourable decision at the medical 
services committee they might possibly go on to the Courts of 
Law or to the General Medical Council as complainants against 
the doctor. Many doctors vvere quite unable effectively to 
present a good defence on their own behalf, even though a 
good defence was possible. Many did themselves more harm 
than good by attempting to present the case on their own behalf. 
In this changed set of circumstances the defence societies in 
their experience thought that the time had now arrived when 
the profession should ask for the right to have representation 
of a medical practitioner by a paid solicitor or advocate if the 
practitioner so desired. 

It was recognized if that right was given to the doctor it 
must also be given to the other side. But it was believed that 
the exercise of that right on behalf of the doctors would pro- 
tect them in a way in which they could not be protected at 
present. He hoped he could enlist their sympathy in providing 
for the defendant doctors w-ho had to appear before these 
committees on a serious charge the right to be legally repre- 
sented and to have put fonvard on their behalf as good a 
defence as was possible in the circumstances of the case. 

Dr. Frank Gray (Council) said there was a good deal of 
substance in what Dr. Forbes had put forward, but he asked 
the meeting to look carefully on the other side of the ques- 
tion. If the doctor had paid skilled assistance the other side 
would have it also, and, whilst undoubtedly skilled assistance , 
would be a great help to the doctor, to have a skilled lawyer' 
on the other side cross-examining him might possibly produce 
results which in the long run would be of no benefit to the 
doctor. He added that every secretary of a local medical 
committee had a statutory right to be present at such hearings. 

- Dr. E. C, Dawson (Derby) thought they must be very careful 
on this question of paid defence, which might well prove to be 
a double-edged weapon. 

Dr. D. S.'Saklatvala (West Bromwich and Smethwick) spoke 
' in support of the motion. He said sometimes political bias 
operated among members of the committee. If they were faced 
with such bias the frequency of appeals would increase, and it 
was clearly to the advantage of the doctor to have properly- 
trained advocacy at the earliest possible stage. 

Mr. G. WTiylc Watson (Bradford) said that strict justice was 
better than rough justice. They could not get strict justice in its 
entirety, but when there were legal arguments they approached 
nearer to strict justice. He begged that the doctor might have 
this help if he so desired. 

Dr. E. J. Warburton (Reading) opposed the motion. To have 
^ the doctor himself present with a colleague was by far the 
best possible arrangement. All the doctor needed to do was to 
be honest, fair, and straight, and he had medical colleagues on 
the committee. 

Dr. E. J. Allan (Buxton and GIossop) described the 
method adopted in Derbyshire whereby the doctor got all the 
advice he needed without the necessity for paid legal advocacy-. 
He thought the meeting should be careful before passing a 
motion of this kind. 

Dr. F. M. Rose (Preston) said that from his experience the 
Present set-up did not work to the disadvantage of the general 
practitioner. Recently in a medical service case a doctor did 
*>ring a solicitor friend with him. He was admitted as a friend 


and he put a number of questions to the complainant, but this 
did not help the doctor in this particular case and the finding 
went against him. 

Df. Wand said that his committee had considered this matter 
very carefully- indeed, and the experience of those who had 
served on the old medical services committees under N.K.I. 
was such that they felt it would not be an adv-antace to allow 
lawyers to enter into the matter at this stage. In some respects 
they were not altogether happy about the whole of this disdeii- 
nary- machinery and they were proposing to have a look at it 
again next year in the light of experience. ■ 

Dr. Forbes, in reply, said that he was still unrepentant. 
Before this resolution was formulated discussions had taken 
place in the coundls of the defence bodies themselves and 
agreement had been reached upon the desirability- of having the 
regulations changed. The defence bodies saw this problem with 
all its difficulties. They found they had to consider cases of 
negligence which would never have come to light at all if it 
had not been that the complainants learnt the facts o-ving to the 
irregular procedure of these cammiitees. 

The motion by Hendon calling for the right to a defendant 
doctor to have the services of a paid advocate or solicitor was 
pul to the meeting and carried by a very small majority. Tr,: 
voting was : 

In favour 125 

Against .. .. ,,123 

A recount was demanded, with the following result : 

In favour 127 

Against 126 

Demands were made for a further recount, for a roll call, and 
for a card vote, but on a motion from the meeting the Chairman 
decided to proceed to the next business. 

At this point it was agreed that in view- of the state of the 
agenda the time limit on speeches should be reduced from 
10 minutes to 5 minutes for proposers of motions and to 5 
minutes for other speakers. 

Treatment of Dental Haemorrhages 
Dr. D, S. Robertson (City of Edinburgh) took strong excep- 
tion to paragraph 49 of the Annual Report of Council, which 
slated that the Minister had been informed that, in view of the 
position with regard to the ruling of the Minister concerning 
the treatment of cases of dental haemorrhage, unless the 
decision was modified general practitioners vvould be advised 
to refuse to accept service in cases of haemorrhage arising from 
dental operations. Dr, Robertson said that this paragraph 
advocated withholding of service from people who might be in 
dire need, and therefore it abrogated the principle the Associa- 
tion had always supported. He submitted that this was a denial 
of their sailed duty as doctors, and he refused to follow this 
advice of Council. He had know-n one case of death following 
dental haemorrhage. Suppose that happened, ho-w could they 
ever justify themselves before any- tribunal, least of all the 
tribunal of their own consciences ? This was a form of strike, 
as blameworthy as that of strikes which impeded the food 
supply of the nation. Edinburgh proposed' that treatment 
should not be refused in cases of dental haemorrhage, but 
that pressure should be continued to obtain a fee for such emer- 
gency- se.-vice. He would be very- disillusioned and saddened if 
one v-oice was raised against the Edinburgh amendment. 

Dr. G. de Swiet (Paddington) agreed that they should not 
refuse treatment in these haemorrhages but should press for a 
better pay-ment such as they- got for dental anaesthetics. 

Dr. H. W. Pooler fChesterfield), who described himself as 
the oldest practitioner present, not only in years but in period 
of service, said that he had been much worried by these cases 
of dental h 2 emon-h.agc. He had never refused to’ do his best 
for the patient and he would never contemplate'any such refusal. 

Dr. yVand said that his committee had q-cire recently re- 
opened discussions with the Ministry on this point and wn’s net 
unhopeful of obtaining a reasonable settlemen',. 

He suggested the meeting should pass to the next business. 
The meeting, howevc.% demanded to vote on the Edinburgh 
amendment, which was carried by an overw-hrJming majority. 
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The G.Ttcshead motion was carried. 

rrivolons or Unjustified Calls 

(J-incoIn) asked that steps be taken to persuade 
t > Jinistcr to set up a senes of rules for patients comparable 
• c-d under the National Hcaltlt Insurance Act. 

He said that what was put forward in the Lincoln motion was 
now more or less Council's policy.. Prior to July 5, under- 
ihe old there were several ways in which the patient 

could be penalized. For flagrant violation of the doctor’s lime 
.ind patience the patient could be fined up to a statutory maxi- 
mum .amount, increased for a second^ offence, and he could 
ittiNc his nKtlica! benefit withdrawn for a definite period, (hough 
this was seldom done. In his experience in Lincolnshire 98% of 
patients were coiiricoiis and considerate and in no way could 
be accused of being awkward, but the other 2% were apt to be 
beyond endurance. The doctor was disciplined by a multitude 
of regulations, and his Division asked that the patient should 
be subject also to a certain measure of discipline. 

Dr. E. 0. Uakey (Denbigh and West Flint) said he did not 
think anyone who had been in general practice would doubt 
that ensuring that messages were received before 10 a.m. was 
the mo.st important help their patients could give them. He 
agreed that the vast majority of their patients were most help- 
ful when they understood the situation. They asked only that 
patients should be given an opportunity of understanding the 
doctor’s difficulties in order that they might co-operate. 

Df. W. Smith (Greenwich and Deptford) said that he had 
inquired as to wliat was the commonest cause of frivolous 
emergency calls, and the general consensus was that such calls 
came through clinics, where patients or parents of child patients 
. were advised to go and see the doctor forthwith when there 
was no emergency at all. In his area the Divisional Medical 
Officer of the L.C.C. had circularized all his clinics to make it 
perfectly clear that when it tvas recommended that the doctor 
should be seen it must not be interpreted as necessarily an 
cmcrgcnc}', and that patients should go at the proper time. 
This miglit in many areas save a number of these emergency 
calls. 

Dr, Wand said tJrat action bad been taken to incorporate an 
amendment on this matter in the Amending Bill now before 
Parliament. 

The motion was carried. 




nommg done.” But Dr n^m .v T , “ 

in his Pracn m;.. n- .L ® quics. to put the necessary weapon 

doaiio* ,«h 

current 

m^rshnui? h / 'u Representative Meeting that something 
T-,Tflr,h^ J^eCallum had done well to 

fhl, ‘^e enthusiaslic action from the Divisions, and -when 
that was obtained the Council could do something about it It 
was no use telling the leaders to take action and to deny them 
troops. On Monday morning the meeting would have an 
opportimity of discussing the reorganization of the Council. 

Ihe Torquay motion was carried, and the remainder of the 
Report under “General Medical Services ” was approved. 


Outstanding Questions 

■ Dr. G. O. Barber (Mid-Essex) moved that steps be taken for a 
speedy settlement of a number of outstanding problems, such 
as the provision of health centres, payment for mileap in 
maternity eases, payment for urban mileage and for mileage 
in connexion with examination and certification of persons of 
unsound mind, payment for vaccination and immunization, and 
increase in payment for temporary residents. 

He said that this was a hotch-potch of questions which the 
members of his Division considered should be brought forward, 
but he thought Ihe purpose would be served if he asked that they 
might be referred to Council with a view to going to the various 
committees. 

Dr. Wand accepted this instruction. 

Dr. P. A. McCaJlum (Torquay) moved: 

That this meeting congratulates the Council on the vast volume 
work contained in its Annual Report, but regrets that so little 
impro'vcment in the , terms of service under the National Health 
Service Act lias accrued from it. All Divisions are therefore urged 
to give Council such active support as will encourage it to stand 
firm in its determination to carry its negotiations with the Minister to 
a successful conclusion. 

He said that he began to wonder occasionally when be 
followed the proceedings of Council whether it tvas emulating 


Tlie Position of School Medical Officers 
Dr. A. G. Heron (Bristol) moved that a school medical 
officer should send any child he considered to need hospital 
treatment to the family doctor, and should not, except in caise 
of urgency, send the child to any particular hospital or particu- 
lar consultant, this- choice being the proper province of the 
family doctor in conjunction with the parents. Some repre- 
sentatives, he said, might think that this motion was not of very 
great importance, but in Bristol and other places general practi- 
tioners were being faced with a strong move to undermine the 
responsibility of the general practitioner for his patients. The 
local health departments had lost a great deal of power by this 
Act, and some of them were unwilling to accept this and seemed 
determined to establish themselves by all possible means. In 
Bristol, and also in the county of Gloucester, the health officers, 
instead of leaving the responsibility of the children to the family 
doctor, were trying to strengthen their hold by what were con- 
sidered to be unethical measures. They had written to the south- 
west regional hospital board asking for medical reports on 
children admitted to hospital regardless of whether the children 
had been referred by the school medical officers or not. 
Gloucestershire had issued a form which had to be completed 
in respect of children attending schools, including secondary 
schools, and children under 5 ; Bristol asked for a report on all 
school-children whether treated as in- or out-patients. In neither 
case was there any recognition of the rights of the parents or 
the family doctor. A doctor desirous of a second opinion might 
send a child to a consultant at a hospital only to find that the 
child was admitted to another hospital under another consultant, 
or he would only learn that one of his patients had been 
admitted to hospital and operated on ryhen he was asked to 
attend the patient after discharge. If this was allowed to con- 
tinue and increase it would be all the more obnoxious, exasper- 
ating. and humiliating. Every child was now on a doctors hs , 
and that doctor should be (he one to arrange for any necessar 
treatment or investigation ; he had the child s r^ord fd there 
was no need for them to be.duphcated by 
tious diseases would continue to be 

officer required any further information he should write to nc 
Sy doctor. TMee years ago the 

passed a resolution upholding (he Pf J, 

the child should be the care of the family , 

confident that this meeting would pass this strong r 

Council to help Divisions faced with these 


to enable 
difficulties, 


the 
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general practitioner and part-time ^^dica • 

doctor had the right to treat the f.S’ofSedtal 

was a lot to be said for the semee 

service was operating. The family doctor sa - trhool 

svas brought to him by the intelligent P^r^n'’ ^ 
medical officer had to see that no dise.asc v.ns present 
school. The two services should be integrated, but 

medical service must not be destroyed, rrrt'finl 

resolution was accepted. (" No.") The school mcoical 
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service must be looked at as a whole, not by the odd cases 
referred by the school medical officer to hospital. An intelligent 
divisional school medical officer’s arrangements were such that 
they were integrated with the general practitioner service ; in 
his area no child was sent to hospital without prior intimation 
to the family doctor, who also received a copy of any reports ; 
if treatment was advised it was referred to him. TTie school 
medical service kept an eye on the children, which it was not 
possible for the family doctor to do ; teachers could refer 
problems which they thought were medical to the school 
medical officer, the service sorted out all the cases referred by 
the school nurse. The proper measure, in his view, was to 
integrate the two services more closely and not to destroy one 
of them. 

Liaison with General Practitioners 
Dr. A. Barker (East Kent) said that the liaison between the 
school medical service and the general practitioner was far from 
perfect. The circumstances outlined by Dr. Heron were similar 
to the experience in his area, and the Division bad decided to 
approach the county medical officer. He asked the meeting to 
support the motion. 

Dr. J. G. Thwaites (Council) said that he could not agree 
that if this motion was- passed it would nullify the work of the 
school medical service ; one must have sympathy with the school 
medical officer ; the Education Act laid down that he was not 
only responsible for the inspection of school-children hut for 
their treatments. The motion tried to make it clear that 
“responsibility for treatment” should be a reference of the 
child needing treatment to his own family doctor, and that, of 
course, was the right way to do it. The mover of the motion 
mentioned the ethical side of the problem. That had not been 
forgotten by the Council, and the matter was under discussion 
at the present time with the Society of Medical Officers of 
. Health, the results of which he thought would be satisfactory in 
the right direction. To pass this motion would be helpful. 

Dr. A. W. Gardner (Brighton) said that the East Sussex 
county authorities had taken a strong line that patients might 
not be sent to hospital except through their family doctor, and 
if a school medical officer offended in this respect he was 
reprimanded. 

Dr. I. M. Gibson, speaking as a member of the Public Health 
Service, said that the motion was a strong criticism of the school 
medical service as a whole. Whilst at one time there was a lot 
said about the school medical service being an encroachment 
upon medical practice, that could not be said now ; in fact, it 
was working with the general practitioner and doing a great 
deal of work on his behalf. If there was no school medical 
service the general practitioner would have a great deal more 
work to do. He agreed that it was much better that the family 
doctor should be consulted and his advice taken, but many 
practitioners did not want to take the responsibility for many 
children and were content that the school medical officer should 
deal with them. He felt that the resolution was going a little 
too far and he asked that it should be rejected. 

Dr. E. C. Dawson (Derby) said that the school medical officer 
was one of the ever-growing number of people exarainitjg other 
people's children ; a parallel case was that of the industrial 
medical officer who examined patients in an institution — that is, 
a factory — all patients belonging to other doctors. He hoped 
the motion would be supported on ethical grounds. 

Dr. F. Booth (Mid Cheshirel. also in support, said that most 
of the faults described were found in Cheshire, but they were 
faults not so much in the school medical officers as in the 
system and in the instructions to them. 

Dr. A. G. Heron, in reply, said that he had inferred that 
there were many benevolent school medical officers and that 
there was no trouble in many Divisions. In others there was 
a danger of unlimited interference with the general practUiontr 
with regard to their child patients, and if allowed to continue 
it would Spread to other spheres of practice. These requtre- 
, tnents struck at the very roots of medical ethics, but at the same 
lime it was a question of the system. 

The motion was carried. 


General Practitioners and Hospital Work 

Dr. W. X. Leak (Mid Cheshire) moved that the meeting 
should strongly protest against the steady exclusion of general 
practitioners from work in hospitals. The method which had 
been adopted, he said, was one of cxadualness. First of all 
they were asked to meet the consultant of the regional hospital 
board and one of his officers, who stated that only three out 
of the general practitioners on the staffs of the hospitals could 
be ■ recognized, and these three were given temporary contracts 
for two sessions a week ; when the contracts were received they 
were for only one session a week. Doctors did not see why 
they should send their patients to be operated on by another 
doctor ; the patients did not see it either ; and .the result was 
that patients were sent further afield and the whole system of 
cottage hospitals was being undermined. This had a profound 
effect on the doctors themselves. Practising in a hospital gave 
a doctor an added sense of responsibility ; be worked in 
collaboration with and to some extent in competition with other 
doctors, and he worked under the skilled eye of other people ; 
he lost all this when he was excluded from the hospital. The 
existence of a hospital in a district attracted keen men and 
tended to raise the standard of professional work ; if the 
hospitals were closed to them the enthusiastic doctors would 
tend to congregate round the big hospitals, vvhere they might 
become clinical assistants. The effect of this on country prac- 
tice would be deplorable in the extreme. Lastly, there was the 
effect on patients, many of whom preferred to suffer rather than 
go to a strange doctor. Patients' feelings should be respected. 

East Herts Division had tabled a similar motion, and Dr. J. S. 
Ross (East Herts) therefore spoke in support of the Cheshire 
resolution. He said that the same t>-pe of thing was happening. 
The general practitioners were required to work under the 
supervision of specialists ; they were no longer able to decide 
which cases they were competent to deal with themselves : 
general practitioners experienced in midwifeiy were prevented 
from looking after their own cases in the maternitv- depart- 
ments because they had not some specific qualification. ITiere 
was a grudging proposal to allow general practitioners to serve 
as clinical assistants, hut this practice would not be continued 
as the posts became vacant. 

Mr. A. Staveley Gough (Council) said that this was not 
merely a question of instructing the Council of the B.MA. If 
general-practitioner staff was to be maintained they must con- 
centrate on hospital management committees and regional hos- 
pital boards. There was already no uncertain feeling in the 
Ministry, on the boards, and in hospital management com- 
mittees that the qualitv- of general practice was being upset 
by the total removal of general practitioners from hospitals, and 
certain boards were begjnning to take steps to see how they 
could integrate the genera! practitioner. The hospital whic'p 
had grown out of a cottage hospital could not be left entirely 
with a general practitioner staff unless (I) the quality of that 
staff was agreed by the assessing committee to be such that 
the practitioners not on the staff would be satisfied with the 
treatment given ; (2) it be remembered that the boards had 
a responsibility to the patient, and that (3) the general practi- 
tioner should not take final clinical responsibility ; he should 
have a specialist in control of the bed who would give him the 
contact with modern medicine which was necessary for his 
future good in medicine. The boards were now prepared to 
give increasing numbers of clinical assistantships of so-eallcd 
senio'r registrarship status to general practitioners, and a hrge 
number of these posts would be available on some form of 
rota basis so that a wider number of general practitioners would 
be able to get some training in hospitals all over the country 
and thereby upgrade their general standing. V.’hiie the Council 
could be asked to press this matter there must also be pressure 
at the periphery, and genera! practitioners must help. 

Dr. A. Weston (West Middlesex) said that in North- 
west Middlesex three cottage hospitals were to be closed, 
and the general practitioners on their staffs would no longer 
be employed. A liaison committee had been formed from the 
six local medical committees, and it was hoped that action 
would be taken to resist this proposal. 
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.The motion was carried. , 

Decisions of Medical rracticcs Committee 

Dr. P. J. Gibbons (Liverpool) moved that, wherever ihe dnw. 
smn of the iMcdical Practices Committee differs from that of 
the Lo^al E.vccutivc Council, the former should furnish In 
writing to the Executive Committee the reasons for its decision 
He said that the Liverpool resolution was clear enough. It 
nicrciy that where the Medical Practices Committee 
differed from the Local Exccutii'c Council it should give its 
r^sons in writing. That was a good democratic practice on 
which tlicir own Association was based, and the local committee 
\yas m the long run the best qualified to judge the local condi- 
tions. Tiic resolution also gave him (he opportunity of venti- 
iuiing some opinion about the Medical Practices Committee in 
general. He thought that most of them, after the Act had 
been accepted, considered that the Committee had a part to 
play in helping in (he distribution of doctors, and some of 
them felt also that it could be extremely helpful in an advisory 
capacity in local conditions. However, it had been found in 
his area that it had varied in its behaviour in many ways. 
For example, in ils early and inexperienced days it' permitted 
a doctor in Liverpool to go on the List— in fact, it insisted 
that he should go on the List — who had not any form of 
surgery premises in Liverpool, and who lived a considerable 
distance away. Its latest variation was to attempt to override 
the decision of the Executive Council in the choice of a practi- 
tioner to fill a vacancy in the area. On any standard that was 
an extraordinary claim, for Executive Councils were statutory 
bodies on which general practitioner opinion was fully repre- 
sented, and he might say that in Liverpool in any matter affect- 
ing the general practitioners the Executive Council acted only 
after full and free consultation with the local medical com- 
mittee. This, of course, obtained in every area, and it was one 
of the means which they had for protecting the freedom of the 
profession. It was surely a big claim to make that a central 
body, remote in London, should supersede the decisions of a 
body well informed of .local conditions. He would say at once 
as both a member of the Association and a member of the 
Liverpool Executive Council that any such attempt would be 
resisted with all the powers they possessed. 

By all means let the Medical Practices Committee concern 
itself with distribution. This was an ppp'ropriate and, to his 
Way of thinking, a largely untilled held for ils activities. Let 
it use its power in an advisory capacity and co-operation would 
then be assured. He believed that the community as a whole 
was suffering from too much centralization. Let the medical 
profession at least preserve as organs of freedom the Executive 
Councils and the Local Medical Committees which had been 
, t’Ct up under the Act. 

The Chairman of Council said that the Medical Practices 
Committee consisted mainly of general practitioners on whom 
they could rely for sound judgment. This was not an autocratic 
machine set up centrally and expected to be in opposition to 
loral opinion, but it was a very valuable committee. The 
Ministry accepted the profession’s nominations for it, and ex- 
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would be satisfied not to act in the way Liverpool had 
sugpsted, but would believe that in the Medical Practices Com- 
mittee ^ey had a body acting in the interests of all concerned. 

- Or. fc. J. Warburton (Reading) moved an amendment to the 
Liverpool motion, making it end; 

. . . the Medical Practices Committee should give the Executive 
Council an opportunity of supporting their views by discussions U 
they so desire. 

Dr. H. F. Hiscocks (South-East Essex) said that in his area 
they felt that the Committee had rather failed to understand 
local conditions. He came from an area which had a central 
district containing a very large proportion of medical practi- 
tioners relative to the population. Before luly 5 these practi- 
tioners all made a reasonable living ; since then, with a con- 
siderable fall in private practice, it had been increasingly diffi- 
cult for some of them to do so. One at least became part-time 
assistant and finally abandoned the struggle to seek a living in 
industrial practice. That sort of readjustment was no doubt 
what Mr. Bevan intended to lake place. Soon after this incident 
another practitioner in the same over-doctored area decided to 
leave. His list was one of 1,000. The Local Executive Counril, . 
with the backing I of the Local Medical Committee, agreed 
unanimously to recommend to the Medical Practices Committee 
that this vacancy be not filled. Within a radius of half a mile 
were 14 doctors, each with an average list of something under 
2,000, but the Medical Practices Committee could not see it; 
way clear to let this vacancy go unfilled. It staled that a lisi 
of just over a thousand could not be described as a small 
practice. This was but another instance of llie dangers of 
central control without full local knowledge. 

Dr. Wand said that the mover of the motion and the last 
speaker were proposing to make things very difficult indeed. 

It would be recalled that a year ago they insisted very strongly 
on the right of practitioners to practise where they liked. At 
this moment the Medical Practices Committee was being faced 
with an increasing number of requests for closure of areas, and 
it was resisting this. They had to think of the. younger men 
who were trying to get into practice. There was no very 
grave exception to the motion by Liverpool as am^ended. but 
he did want the meeting to bear m mind that they had a b > 
of men in the Medical Practices Committee who were anxious 
to be kept informed of the position as it was at the penpherr 
They wS in hT opinion, doing as good and as honest a job 
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Consultants and Specialists 

Owing to the fact that some of the representatives con- 
cerned in that part of the agenda under “ Consultants and 
Specialists** would be absent on Monday, a section of the 
report under this heading was taken at this point, and the 
continuation of the agenda under “ General Medical Services '* 
was postponed. 

Mr. R. L. Newell (chairman of the Centraf Consultants and 
Specialists Committee) said that the comraitiee was constituted 
in 194S and its fonnation was discussed at Cambridge last year. 
It was agreed that it should be a body democratically elected 
irrespective of membership of the Association in order that it 
should be truly representative of consultants and specialists 
throughout the country and competent to speak on all matters 
aSecting their interests. In addition regional committees had 
been formed. The Central Committee was very jealous of its 
autonomy and began to be somewhat suspicious of the Associa- 
tion, and therefore he esteemed it a great honour that it, 
should have elected him as its chairman. 

The committee had spent a strenuous sear. They had to 
form an e.\ecutive committee, which had been meeting almost 
every fortnight. It became evident that the old Negotiating 
Committee could not continue its role as the mouthpiece of the 
consultants and that the Central Committee should undertake 
this function. It was also apparent that the views of con- 
sultants should be presented to the Minister through one 
channel and one only, and it wls clear on grounds of prestige 
and status that the Royal Colleges and the Scottish Corpora- 
tions also had a claim to participate in any discussions with the 
Minister. In consequence a Joint Committee had been formed. 
This committee had worked e.stremely well, and was very 
fortunate in obtaining the services of the President of the 
Association, Sir Lionel Whitby, as its chairman There had 
been no disagreement between the constituent bodies. Even 
if there had been, there was in fact an “e-scape clause” which 
allowed any constituent body to present its case to the Minister. 

Since the Report of Council the new terms for consultants 
and specialists bad been published. He wanted to draw atten- 
tion to certain items which he considered to be of vital impor- 
tance. It was represented to the Ministiy that the betterment 
t factor was quite insufficient. The Minister had refused to alter 
this factor, and what was more ominous was his statement 
concerning WTiitley Council machinery. The present meeting 
had already given a very strong expression of opinion on the 
question of arbitration. He regarded this as of fundarnental 
importance and a battle which they must win. 

The question of the senior hospital medical officer had caused 
the gravest misgivings in his committee. They realized, of 
course, that in this interim period a position such as this might 
be necessary in certain branches, but they were afraid this 
short-term policy would develop into a long-term policy. They 
were afraid that people who were fully qualified consultants 
would be relegated to this grade for the rest of their lives. 

. They got an assurance from the Minister that no new appoint- 
ment of this character would be made, except within a defined 
; field, but the Minister had vacillated on this question. The 
■. Ministry had in effect issued orders that these officers should 
■ be graded as a second type of consultant. It had gone back "on 
that, and in the new report these officers appeared under the 
heading of “ other hospital officers.*’ His committee had 
; formed a subcommittee to go into the duties of these particular 
officers. Unofficial communications had been made to the 
grading committees that they should grade all people occupy- 
, ing posts at hospitals into three grades of consultants. He had 
. always thought that the object of this service was to see that 
. people giving consultant service were of a consultant grade. 
i- Hundreds of appeals against the grading had gone to the 
regional boards, and an Appeal Committee was set up. Fortu- 
nately he himself was not a member of the grading committee, 
hut was later appointed by the Royal College of Surgeons as 
3a outsider to hear these appeals ; it bad been possible to 
. Upgrade a very large number of people because at the appeal 
they had had a full statement from the man himself which was 
read out. The original grading committee had had no knovv- 
ledge of the man’s work or of its quality. 


He came next to the pay-bed question. Instructions bad gone 
round to regional boards that amenity beds should be formed 
in the relation of one to two of private beds, and in the future 
in the relation of one to each private bed. In many instances 
these amenity beds were taken at the expense of the fully 
private beds. 

There were many other points he.WouId have to put before 
his Central Committee at the meeting shortly to be held, and 
it was difficult to know which points one could discard without 
danger, because in the mass they produced a summation of 
effect. He would reiterate the advice they had already given 
to consultants that they should not sign their contracts until 
they had received some indication from the Consultants and 
Specialists Committee. (Applause.) 

Autonomy of Central Committee 

Mr. Newell then went on to move a recommendation designed 
to clarify the position of the Committee. .Apparently, he said, 
the resolution passed at the previous Annual Representative- 
Meeting had left some doubt as to vyhether the autonomy of 
the Committee was limited strictly to the sphere of consultant 
practice, and whether within that sphere it had complete auto- 
nomy. To make this abundantly clear he nowjnoved that the 
resolution of last year be amended to read as follows ; 

The Centra} Consultants and Specialists Committee shall be an 
autonomous body with full powers to determine policy and action 
on consulting and specialist and hospital matters through the adminis- 
trative machinery of the Association, The decisions of the Commiuce 
within that sphere shall not be subject to the approval of the Council 
or the Representative Body. 

Dr. 3. Ewart Purves (Bromley) moved as an amendment ; 

That so long as the General Medical Sendees Committee and the 
Central Consultants and Specialists Committee are autonomous, the 
Representative Body can no longer be considered to be_ the body 
that formulates the policy of the B.MA.; that this situation strikes 
at the whole structure of the Association, and that steps should be 
taken to remedy it. 

He said that the Chairman of Council had completely mis- 
understood the object of this amendment. There was no 
implied criticism of the Council's resolution affirming the 
complete autonomy of the Committee, but it must be under- 
stood that his Division at least was in some bewilderment on 
this subject. He sincerely hoped that they wer^ labouring 
under a misapprehension and that the Council had a long-terrh 
policy which would bring a united profession into smooth 
waters. It seemed that there would be four autonomous bodies 
within the B.MAi. organization — ^the General Medical Services, 
Consullanls and Specialists, and Public Health Committees, 
and the British Medical Guild. All these bodies which were 
directing policy were completely out of control of the repre- 
sentatives and in fact might act in defiance of them. In March 
last his Division after a very large meeting decided on a better- 
ment factor, but at the Special Representative Meeting they 
were told by Dr. Wand that they could save their breath because 
the Committee had decided what betterment factor to go for and 
had commum’cated it to the Ministry and the Press. Attend- 
ance at that meeting was a complete waste of time. Dr. Wand 
would say that the I.A.C. had also been autonomous. Perhaps 
that autonomy was one of the reasons for the break-up last 
year. The position of consultants and specialists would be 
made absolutely autonomous. The shadowy Guild had as yet 
sbomr-few signs of life. 

The Chairman here called upon the speaker to pay some 
attention to the terms of his amendment. 

JDt. Ewart Purves went on to say that it seemed to them in 
Bromley that the only relation they as an Association would 
have with these' autonomous bodies would be as their milch 
cow. They would have full use of Association buildings, ser- 
-vants, and funds, and yet withdrawal of those facilities would 
not restrain them ; the Associa'tion had no direct financial con- 
trol over them. The only power left to the Annual Representa- 
tive Meeting was to increase the annual subscription so that 
they might be supplied With these facilities. There had been 
a widespread feeling that the Association required drastic 
reorganization to make it into an effective fighting machine. 
Reorganization was going on apace, but what was the goal ? 
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L \ anted to add this, lliat he was quite sure they would be 
doing a great disservice to the Association if theypassed the 
llromley inolion. The proper course w,as to accept the situation 
created and to adjust the constitution accordingly. A motion by 
Hoiirncmoiiih w.as also on the agenda in which the situation 
created was realized, and, the Council was asked to' look into 
the problem and report. 

Dr. Frank Gray (Council) said that the Representative Body 
was a responsible body and would look at this question in the 
most serious and responsible manner possible. All the time, 
and especially since the pa.ssing of the new Act, the problems 
in each branch of practice became not only more serious but 
more complicjited—problems of great detail which could not 
be decided without careful study or without a considerable 
degree of detailed knowledge. He thought every member oL 
that meeting would wish the problems of his own particular 
section to be decided by those in that section, whether general 
practitioners, consultants, or public health officers. None of 
them would wish that the general practitioner should tell the 
consultants what to do, or consultants tell medical officers of 
health. If that was accepted there must be, as in fact there had 
always been, a great .deal of autonomy in each separate section, 
but that did not mean in any sense that the responsibility of the 
Representative Body would be in any way diminished. When 
any section had looked at its problems and decided the line it 
wished to take it would come through the Council and the 
Rcpre.scntativc Body to ask that the support of the whole pro- 
fession should be given in presenting its case to the Ministry. 
That w'as the statesmanlike line to take. VVhen the problems of 
any section were not confined’ to that section, and impinged on 
tlic problems of another, then they could properly be brought 
llirough the Council to the Representative Body for settlement. 
He hoped that the meeting would feel that the practice they had 
had in the past was to be continued in the future. They did 
not want jrickerings among themselves : it was too sgrious. 
They would agree that each section, having settled its own 
domestic details, was entitled to look to colleagues in the rest 


of the profession for support. . 

The Chairman of Council, in reply to a question, said that 
he could give the assurance that the Representative Body would 
continue to have the power to advise He pointed o the fact 


coming year to arming the Association with the necesliry powc? 
lO entorce its demands*** 

(Mid-Cheshire) asked whether it reailv 
tollowed from these Council statements and decisions that the 
general practitioner was considered to have no connexion with 
hospital matters. - ‘ ^ 

Mr. Newell replied that general-practitioner specialists were 
represented on the Central Consultants and Specialists Com- 
mittee; moreover, there was a joint committee of general 
practitioners and consultants surveying the whole field. 

The motion clarifying the position of the Central Committee 
was adopted. , 

Representation of the Colleges 

Dr. G. Catherine Evans (East Kent) moved, “That the 
democratically elected Consultants and Specialists Committee 
is the body which should represent its constituents and there 
should be no representation of the Colleges as such on the 
negotiating committee." In a very amusing speech Dr. Evans 
said that the College representatives were representatives only 
of the College Council and not of the mass of consultants. The 
heads of the Colleges were there for their academic distinction, 
not for their medico-political leadership. 

Mr. Eric Steeler (Marylebone) said that at Cambridge last 
year he had spoken of the difficulties which might arise if the 
Association set up its own Consultants and Specialists Com- 
mittee and the Royal Colleges and Scottish Corporations set 
up their own committee as well. He felt that there would 
be a division of consultants and specialists into two camps. 
Mr. Newell had told them how that difficulty had been over- 
come by the creation 6f the Joint Committee presided over by 
Sir Lionel Whitby. 

After Dr. A. Smith (Lanarkshire) and others had joined^ in 
the debate, Mr. Newell said he wanted the meeting to think 
carefully before it passed the East Kent I'esolution. It would 
put him in an impossible position at this stage when they were 
considering as a united body the new terms and conditions of 
service This resolution would destroy that body. The Joint 
Committee was formed for the purpose of putting forward the 
views of the constituent bodies to the Ministry and h.id never 
taken upon itself the power to agree to any of the Ministers 
proposals. 

The, East Kent motion was rejected. 


Posftion of Non-teaching Staffs 
Dr. Catherine Evans (East Kent), moving that if was essential 
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suggested that a later resolution in the name of Bournemoutn 
was a perfectly suitable one to be passed for the constdetafton 
of the Council in the next session. 

Dn W. Jope (Council) said that the Government wished to 
negotiate with a body representative of practitioners working in 
that particular service. It was very right that the British Medical 
Association should have that body under its guardianship. It 
was not a “poor relation,” but very wealthy. He had taken 
the general practitioner side as an example, but be was perfectly 
convinced that the' consultants’ and specialists’ side most have 
a similar set-up. 

The Bromley motion was lost fay a large majority. 

Dr. Doris Odium (Bournemouth) then moved ; 

That the Council be asked to appoint a special committee to 
consider and report on the situation created by the formation of 
autonomous bodies within the Assod-ation and their relationship to 
•the Representative Body. 

She thought this would clarify their niinds and define their 
lion. ■ ■ ' 
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as c.\isfed ttilh (he leaching hospilals. ffe hoped that allcra- 
tions could be made for the proper representation of the non- ' 
leaching staffs in the administration of the Senice. 

Dr. G. MacFe.at (Council) supponed the motion because the 
provision in Scotland for some of the consultants was not satis- 
factors'. The> were not getting an adequate voice in decisions, 
and the Colleges were having too much influence. 

Dr. P. C. McKinlay (East Yorkshire) said that the feeling 
among non-teachers in his area was veri’ strong. The chairman 
of the Consultants and Specialists Committee had appealed for 
unity, but this matter was creating a serious threat to that unity 
because non-teaching staffs were trying to create an association 
of their own. He would suggest that if B.M.A. members were 
to honour the position taken up at Cambridge a larger propor- 
tion of places should be allowed to non-teaching specialists. 

Mr. R. L. Newell said that he hoped the meeting would not 
pass the resolution because it saicT^all specialist committees.” 
There were specialist committees attached to boards of gover- 
nors all the members of which were teachers. The regions had 
been asked to appoint two people, one a teacher and one a 
non-teacher. The Committee would be bound considerably if 
this motion was adopted, and he would prefer that it should be 
referred back for further consideration. It had wide implica- 
tions, and at the moment they were negotiating to try to make 
the medical committees statutory bodies ; if that was obtained 
that would be the time to consider the formation of these com- 
mittees. He thought in his central committee the non-teachers 
were well represented ; if not fully represented, they neverthe- 
less spoke a great deal and their remarks were listened to. 

Dr. Evans, in reply, suggested that five out of 18 could not 
be called a fair representation. The people who did the work 
should be the people representing the workers, and she hoped 
that it would be agreed to carry at least equality of 
representation. 

Dr. Doris Odium asked if it w-as not out of order to dictate 
the composition of a committee which was to be autonomous, 
to which the Chairman replied that he thought that was what 
Mr. Newell was trying to put forward. 

The resolution was carried. 

Proposed Terms for Hospital Medical Staff 
Dr. T. W. Morgan (Kingston-on-Thames) moved ; “ That this 
Representative Body deplores the delay in offering final terms 
of sendee to consultants and specialists and demands that such 
terms be offered forthwith for their consideration.” He moved 
this formally because these terms had now been disclosed. 

Mr. A. Lawrence Abel (hfarylebone) said that it was true that 
the substance of the motion ssas now out of date, but there was 
one matter which had not arisen and which did not arise any- 
where else. Instead of saying "demands that such terms be 
offered forthwith," they could say now that these terms bad 
been offered, and demand that three months be allowed for 
their consideration. He moved this as an amendment. 

Dr. E. C. Warner (Marylebone) strongly supported the 
amendment. 

Mr. Newell said that the terms had been issued for many 
months and they had been amended ; people were getting 
aiuious about very large sums of money in respect of retro- 
spective payments. These terms had been sent to the regions, 
not for them to go through them again in detail — that had 
already been done — but for consideration as to whether they 
could be accepted or not and to give reasons. His committee 
was meeting within a week or two and would consider reports 
■from the regions ; the Joint Committee would meet to consider 
reports from the Colleges. They did not really require a 
further three months’ notice to go through these terms ; the 
alterations were not very great, and he hoped this decision 
,, Would not be delayed any further. 

; In reply to a question, he said that the terms had been issued 
to boards of governors and regional hospital boards and they 
uad been pubh'shed in the Journal. Instructions had been given 
’“.these bodies to draw up contracts, and that was why he had 
» trilcraled the ^statement that no consultant should sign the 
^ntracts until he had had some indication from the Central 
Consultants and Specialists Committee. The boards of gover- 
“ors and regional hoards would be pow'erless if the contracts 


were not signed. There could be delay, but to fix a ti-me for the 
delay would be unfortunate. Many men were owed large sums 
of money and they were in difficult circumstances. If it was 
decided not to accept, well and good ; but if they went on 
for three months apd then accepted the terms they won! 1 find 
themselves in a difficult position. “ Do not bind the Central 
Committee at this moment in terms of months.” 

Dr. Morgan said that one of the difficulties was. that up to 
recently most spedalists and consultants during their interim 
contracts had had a certain number of sessions with which they 
had been comparatively satisfied. The gradings being m.tde 
had in a large number of cases been disappointing. Men had 
assumed on the terms of remuneration issued that their incomes 
would be a certain figure and were prepared to accept that. The 
review boards had been and were in process of cutting down 
those sessions, and consequently the income of the consultants 
W'as going to be considerably reduced. In the area of one 
particular regional board the gradings had not yet been pub- 
lished, and as the consultants and specialists did not know 
their gradings they could not ' compute their income ; and 
how could they then accept these terms ? They must have 
sufficient time for consideration, and therefore he supported 
the amendment. 

Dr. R. Cove-Smith (Marylebone) said that at a meeting at 
O.tford a few weeks ago it was stated that 11 out of 70 had 
received their gradings, and great anxiety was expressed as to 
the position of the younger members and the registrars because 
the delay was causing some finanrial hardship. Arrangements 
should be speedy, simple, and more publicly Imown ; but it was 
felt that any hardship that a small number of younger spedalists 
might feel as a result of a few months’ delay was considerably 
offset by the fact that they must have a long-term view on this 
point. They were aiming at produdng a satisfactory status for 
consultants and specialists in 10, 20, or 30 years’ time. “ Do not, 
let us be worried too much about sacrificing a few for a few 
months lest we fail 'to obtain satisfactory terms and status for 
the many in several years’ time.” At a London hospital last 
week the terms were put before a group of junior consultants, 
registrars, and house officers, and every one decided to turn 
them down forthwith. 

Mr. Laurence Abel said that the chairman of the Central 
Committee had misled the meeting on two points. He said 
that they had had months to consider this matter : the terms 
of service were published in the Journal at their own e.xpense 
on June II, barely three weeks ago ; they had been reprinted 
in a booklet and sent to each one, also at their own e.xpense. 
Mr. Newell also said that there was not much change ; but 
there was a good deal of change. If they had read the terms 
and the memorandum sent with them they would see that the 
first change was that England was not to have a single 
specialist ; they were going to have consultants, and they were 
going to have hospital medical officers, and the hospital officers 
were going to do the specialists’ work. How did Mr. Newell 
fit that in with no change ? Thousands of his colleagues, 
general praclilioriers and others, thought they were going to be 
graded as specialists ; the profession had recognired them as 
specialists for years ; but there was no spedalist status in the 
whole of the terms of service. Both the full-time people and 
the part-time people were going to sign on the dotted line that 
they- would not treat private patients without being at the whim 
of the lady almoner. Was that no change 7 Was it “ no 
change ” to have no private practice 7 

The consultants and specialists must have time to think again. 
The work had been done by specialists for years, but that grade' 
was going to disappear. The Spens report talked about con- 
sultants and specialists, but that report was being denied in 
spirit, word, and deed. “ We must have three months ; we 
must give the men time to find out what was happening to the 
medical service of the country when the Government cannot 
produce a single specialist. Let us have specialists, brought 
back into British practice, where they have always been, and let 
us not have their livelihood taken away from them. The 
Central Committee is to meet on July 5 at 11 in the forenoon, 
and the meeting, I understand, will start with two minutes’ 
silence.” (laughter and applause.) 

The motion, as amended, was carried. 
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Ministry of Health. He asked 

this martin,* M.V forthwith to end 

■ 1 . that if this, was passed unahimousiv it 

'sould strengthen the hands of the Council. ^ 

Mr. Newell said that they had been very much concerned 
■ hospitals in London, and had 

received certain assurances, but he would accept the motion 
with great pleasure. 

Mr. Lawrence Abel moved an amendment so that the mbtioii 
would read : 

, That the Representative Body protests most emphatically at the 
procedure, now developing in London and elsewhere, in the action 
of a tew boards of governors of teaching hospitals and regional 


moved to instruct the Council 


immed!.,. step, 

^eciahsts dissatisfied by the decisions of regional grading con- 
tribunL'^'^^* independent apr«! 

Dr J. A. Brown (Council) thought it doubtful whether .ini 
amendment of the Act was required in order to set up the-e 
tribunals. He moved an amendment : “Thai an appe.i! cpk- 
mittee should be set up in each region and that such committee 
snouJd include among its members some of those who nuJe 
the ortginal assessment. The appellant should have the right to 
make a personal appeal before the Appeals Committee." 

Mr. Newell said that the procedure at present adopted va- 


boards giving notice of termination of appointments of conSlng committee should act as an appe-il 
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staffs at smaller hospitals rvhieh-have been "designated” by the 
Minister of Health, and demand tliat the Council take suitable action 
forihiwth to end, this practice. 

Mr. Newell accepted this also. 

, Miss Gladys M. Sandes (Marylebone) said that the action 
of a regional board in ordering the closing of a hospital with- 
out consultation with the consultant and specialist 'staff was 
completely totalitarian. She ss'ished to emphasize this unheard- 
of behaviour. It w.as scandalous that^a body which was 
politically controlled should contravene all the elements of 
justice, and, what was more, get away with it. 

- The ruotion as amended was carried. 

The Senior Hospital Medical Officer 

Dr. F. M. Rose (Preston) had a motion deprecating the 
a.rbitrary action taken by the Regional Hospital Boards in 
assessing the status of the medical staffs of hospitals. This 
was not a vote of censure on regional boards as such, but_ on 
the general procedure of this business of setting one medical 
man against another in the judgment of his work. At one stage 
, it was proposed that there might be certain gradings of general 
”, practitioners. He was very glad to say that any such attempt 
■ wms resisted. Nothing has caused ^eater disquiet than the 
application of this method by which so many anomalies 
were created, particularly in the case of general-practitioner 
specialists and in some of the categories like anaesthetists, who 
had received no appropriate grading at all. 

' Mr. P; A.'McCallum (Torquay) moved to add the words 
“ and assures the Central Consultants and Specialists 
mittee of the Association’s full support should it be decided 
■to advise membere to refuse to sign contracts. The motion 
. -was a good one, but not strong enough, and feeling was running 
very high. He could assure Mr. Abel that the feeling was just 
as high in the provinces as it was in London. Many men 
were alarmed at the- idea of becoming senior hospital medical 
, officers and remaining as such, possibly for the res 0 
Jives. II was not- only an indignity, but it meant a very serious 
' loss of remuneration— in some cases possibly £1,000 a year or 
even more, . . , 

The amendment was accepted, and the motion as carnea 
' read : 

• That this meeting deprec.ales the arbitraiy action taken by the 
'Regional Hospital Boards in assessing the status of the medical stalls 
-of hospitals and assures the Central Consultants and Spw.msts 
Committee of the Association’s full support should it be decided to 
adWse members to refuse to sign contracts. 

Dr. D. M. Hughes (South-West Wales) moved to instruct the 
Council to urge the Minister of Health so to amend the Acts 
or Regulations that the regional grading committees should by 
statute consult the medical practitioners of all classes, general 
practitioner or otherwise, on the merits of individual applicants 
for grading. Wffien grading committees sat hundreds of miles 
.away from the area it was very difficult for them to assess the 
position as general practitioners s.aw it. The general practi- 
tioner was the keystone on the arch poised between the p.atHnt 
and consultant, and he was surely the man to help ihe judge 


committee with the addition of two individuals, one tiomin.iicd 
by the appropriate college and one by another reviciv com- 
mittee. He thought that Dr. Brown’s suggestion was an 
extremely satisfactory one, and he was prepared to accept it. 

The amendment moved by Dr. Brown was carried. 

At this point the meeting adjourned (5.30 p.m.) until .Mond.n 
morning. 

MOiVDAY, JUNE 27 

The Representative Body resumed its meeting, under the 
chairmanship of Dr. Gregg, at 10 a.m., following a meeting 
of Ihe Council earlier in the morning. , In accord.mce with 
previous arrangement, the business under “Organization" was 
first taken. 

ORGANIZATION 
Constitution of Central Council 

Dr. J. A. Pridham, chairman of the Organization Committee, 
as a recommendation of Council, moved : 

That the Representative Body approve the principle that ihe 
number of members of Council directly elected by members Jn tie 
Branches and Divisions of the Association in Great Britain .in.) 
Northern Ireland should be increased. 

Dr. Pridham explained the changed circumstances which h.id 
induced the Council to bring about this alteration in the 
method of election. The first was the cnomious growth in 
the membership of ihe Association ; the .second was the mcre.is- 
inc encroachment of Ihe State upon the w.iy of hfe and the 
pocket of every doctor. TTe rank and file 
some means of making their views and opinions felt ..1 ifu. 
ceMre and the difficulty was. with very large electoral are.. s 
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of ihc Council uas a complicated and difficult one. It was 
necessary to make the Council a stronger and more ffexible 
instrument ot medico-political action than in the past. Two 
factors which demanded consideration were the formation of 
autonomous organizations of general practitioners and 
specialists and the formation ot the British Medical Guild. 
He beliexed that the formation of autonomous bodies was 
absolutely necessary, but it had two consequences. The power 
of the Council and of the Representative Body in medico- 
political matters within those spheres had largely disappeared, 
but all matters of common interest should be the province 
of the Council, and for that purpose it should have more 
sectional representation. It was not enough to have merely 
the chairmen of the autonomous committees on the Council. 
The Guild, which had to organize and finance collective action, 
made it more necessary still that the Council should contain 
direct representatives of the autonomous committees. 

Dr. J L. NfcCallum (I'^estminster and Holbom) felt that 
thet were not proud enough of their Association. He supported 
the reference back, which meant that they reaffirmed their 
pride in what had been done already. The B.M^A. was the 
only organization which could save the profession. The danger 
la>’ in apathy in the Divisions. More seats rather than fewer 
were requited for members directly elected on the Council 
b> the Representative Body, Drily in the Representative 
Meeting could the relative merits of the individuals who should 
be on the Council be weighed up. 

Dr. S. Noy Scott (Plymouth) urged the rejection of the refer- 
ence back. The Organization Committee had produced a set 
of recommendations. Was it desired further to delay matters 
before these were accepted ? 

Mr. H. H. Langston OVmchester) said that in the Association 
they needed two things ; a really strong Council, confident 
of the support of its members, and a Council in close touch 
with the periphery. They had been told that the Council bad 
much the same constitution as in 1907. The directly elected 
membership should be substantially increased, and in Win- 
chester they did not think that the proposals put forward by 
the Organization Committee went far enough. If this motion 
was passed as it stood the matter would not come up for dis- 
cussion until next year, and it would be two years before the 
new- Council could be formed. 

Dr. P. C. McKinlay (East Yorkshire) drew attention to some 
of the anomalies in the proposed groupings of Branches and 
Disisions for election of Council, in particular the allocation 
of only two seats to Yorkshire as compared with four to 
Lancashire and Cheshire. 

Dr. R. W. Cockshut (Hendon) said that the point was whether 
they should abolish the two-tier method of election they had 
at present. Should they do away with the great deal of the 
power of the Representative Body to elect members of 
Council ? Election at the periphery was often uninformed, 
while election by the Representative Body was informed. In 
two constituencies the members had not even troubled to nomi- 
oate a candidate for the Council, and then they were told 
that these were the people who should have the power to elect 
the Council, while that power was taken away from the Repre- 
sentative Body. It was up to the Representative Body who 
were in touch with the periphery to elect this important part 
of the Council. 

Dr. G. de Sw-iet (Paddington) supported the reference bach 
and instanced the position in the Metropolitan Counties Branch, 
which would be apt to be dominated in electoral numbers by 
the important Marylebone Division. 

Mr. G. MTiyte Watson (Bradford) said that it was necessary 
to, have a strong Council, The apathy in the periphery arose 
from the lack of contact ot members of Divisions with their 
Giuncil representatives. In many cases the representative had 
to cover a wide area and could not possibly be much known 
“V his constituents. If they did not get down to smaller areas 
more locally elected representatives the Council could not 
take decisions with any assurance that the rank and file of the 
Pt^ession were behind them. 

Ur. F. Gray (Council) said that there were two objectives; 
best men for the job, and contact between the centre and 

- periphery. Their forefathers seemed to have thought of 


the first but not of the second, and at a critical moment when 
the Council had to make important decisions contact with the 
periphery was lost. It was useless to have elections of people 
who were only names on a piece of paper ; there must be 
contact and it must be maintained. Every member of Council 
should be ex officio a member of the executive committee of 
every Division in his area ; there should also be contact between 
Division secretaries. The meetings should not go into details 
but should accept the principle so that progress could be made. 

Dr. C. Watney Roe (Chelsea and ' Fulham) supported 
Winchester, There was no need to refer the matter back to 
Council ; the rank and file would not support the Council 
unless it had confidence in it. ■ 

Dr. I. G. Innes (Council) said that the resolution was put 
before the Representative Body after very careful consideration. 
The position in London and the surrounding counties had been 
considered, but the greatest difnculty arose in the very large 
areas in other parts of the country. 

Dr. D. L. GuUick (East Herts) said that the original motion 
was quite modest, but the amendment of Gloucestershire was 
ssveeping — the reference back ot this section of the Council’s 
report. If this was passed no further discussion on the Win- 
chester reforms could take place, and he asked that the 
reference back be opposed. 

Dr. J. G. Thwaites (Council) said that the essential principle 
being debated was whether the direct representation of the 
periphery on the Council should be increased, and he thought 
the meeting would wish to adopt this principle and not refer it 
back for further consideration. His experience' as a direct 
representative was that he- did not receive co-operation from 
the Divisions, and if this principle was adopted he hoped 
members would do their part by attending meetings and show 
their appreciation of the fact that their member of Council 
went to see them. 

Dr. S. Wand (Council) said that he came to the meeting pre- 
pared to support the recommendation, but the arguments he 
bad heard made h'lm feel that th’is should be given further 
consideration, because he feared the young men who made 
their mark in the Representative Body would not get a better 
chance of election. He bad in mind the election of an aider- 
manic bench, and as the matter was so important and principles 
were involved he supported the reference back. 

Dr, Pridbam, in reply, associated himself with the tribute 
paid to Winchester for their interest and work in this matter. 
This was not a contest between the Council and the Representa- 
tive Body ; it was a matter purely for the Representative Body 
to decide. There was eridence that the periphers’ wanted some- 
thing of this sort, and it was that which induced the Council to 
make these recommendations. Now the representafives could 
show whether that was so or noL If it was referred back the 
Council would not know what was wanted, and it w’ould more 
or less kill it for some time to come. It was hardly likely that 
the Council would call a Special Representative Meeting to 
discuss only this question. He would suggest that the general 
principle should be adopted and then the details could be 
considered. 

Dr. Cockshut, on a point of order, said that there were other 
methods of calling a Special Representative Meeting, to which 
Dr. Pridhara a^eed ; but this was a proposition which had 
been considered very carefully indeed. If they liked the general 
principle and wanted to get at the details — throw out the 
amendment and pass the original resolution.” 

The Chairman of Coundl said that the resolution was a 
matter of principle only. Many speakers had obscured the 
issue by going into detail, giving reasons for the reference back.; 
but he hoped before that was done that the meeting would 
e.xpress its approval of the increase of direct representation. 
By referring it back on this amendment no opinion would have 
been expressed. It had already been agreed that the Council 
■would have to consider the constitution of the Association in 
view of the establishment of two autonomous bodies, the result 
ot which might involve some reconstruction of the membership 
of Council. He hoped the principle of direct representation 
would be accepted and the rest of the report referred back for 
reconsideration. 
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Dr. Dowler, in reply on the amendment, said that the debate ^ . • . _ ^ 

had served to show that changes were needed. Dr. Cockshut's , Other Orgamza on a crs 

point that two Divisions had failed to make nominations was Dr. Pridham, in. moving the adoption of the remainder o 
an indication surely of the apathy which existed. He agreed the report under “Organization,” said that some fall in ih 
with Dr. Gray that Council members should visit their constitu- membership might have been expected when the excitemen 
encies, but that was not at present possible, because of their had died down, but it had continued to rise and had no' 
size.' He could not agree' tliat there would be very much delay reached a record figure. A conference of honorary 
if the matter was referred back. It must be settled, and it was was held during the year which was very we 1 attended ; tli 
urgent and important for the future. - chairman of that conferenw would be sent ' 

The Chairman pointed out that the .meeting should under- of the Organization Committee and asked to attend its mcennj, 
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Specialists Committee should be members of had 4en exnressed that with the formatioi 


Specialists Committee should be members ot tne .council, ir 
not already members— the whole of the proposed constitutional 
changes in' so far as they affected the composition of the 
Council were set aside for reconsideration. ' 

The amendment svas lost. 

A motion was then proposed by Dr. Brown, and seconded 
by Dr. Russell: ' - 

That this meeting, while approving the principle of increased direct 
representation on the Council, refers back to Council for considera- 
tion the detailed reconstitution of Council. 

Mr. ■ Langston supported this proposal, but- said that the 
numbers of directly elected representatives proposed j 

Ws view, “ chicken feed.” A considerable increase in directly 

men 'on the ground that delay ought to be avoided. 

On “show of ha"nds the amendment was earned. 
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The resolution was carried. n 

Dr. P. W. F. Mcllvenna (Reading) moved that the qim 
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The motion «ns agreed to with applause, except that, in 
accordance with the by-laws, the word "honorary" was 
changed to “associate.” 

Dr. \V. Smith (Greenwich and Deptford) asked the Council 
to consider ways in which Disisions could honour members 
who had rendered outstanding serxices on their behalf. He 
said that his own particular Division had one member who for 
40 years had rendered outstanding service to the area. 

The Chairman of Council said he was prepared to look into 
this matter. He realized that the opportunities they had at 
the moment for recognizing distinguished service at the peri- 
phery were meagre. 

PSYCHIATRY AND THE LAM' 

Dr. Doris Odium, Chairman of the Committee on Psychiatry 
and the Law, moved the portion of the Report under this 
heading. She said that her committee was a joint one of magis- 
trates and doctors, the latter including both psychiatrists and 
general practitioners. It had been at vvork since 1945 and had 
produced some memoranda of interest. Last year it produced 
a memorandum on the treatment of sexual offenders, the pro- 
posals in which had been received with great favour, as letters 
testified from all over the world. The committee also had a 
part to play in amendments to the Criminal Justice Bill. Other 
matters which it was proposing to look into included the delin- 
quent adolescent boy. solicitation and the law, and drink and 
drug addiction. 

The section was approved. 

CONSULTANTS A.ND SPECIALISTS 
Senior Hospital Medical Officers 
The meeting then turned to the portion of the Report under 
“Consultants and Specialists” from the point where it left off 
on Saturday. 

Dr. E. J. Warburton (Reading) moved ; 

That this meeting views with concern the creation of a body of 
senior hospital officers without right of appeal against their 
assessment to an independent tribunal. 

Mr. A. M. A. Moore, on behalf of the Central Committee, 
said that this was the view of the committee, and he accepted 
the motion on its behalf. 

Mr. A. Lawrence Abel (Maiy lebone) moved to add the words 
“and feels that this grade should be allowed to die out.” He 
said that when they discussed this matter with regard to various 
types of consultants and specialists it was pointed out that in 
tuberculosis and mental institutions there was a grade of men 
who had never wished to become more highly qualified or to be 
what would be called specialists, but nevertheless they did out- 
standing work, and it was for these men that this category had 
been set up. The word “Specialist” had now been omitted. 
There was no such grade as that of Specialist. There were only 
Consultants and Junior and Senior Medical Officers. There 
was no mechanism whereby a hospital officer might ever become 
a consultant, and therefore it was felt that this grade should 
be allovved to die out. The public, Mr. Abel added, were losing 
something. 'Vt'hat the average man in the street had had in the 
past was good doctoring and increasingly better doctoring. 
Some would say that the term “ consultant ” included 
“specialist." Very well. Then let them have it in the 
“Book of Words." The elimination of the specialist was a 
device of the Government to save money at the expense of 
•he population. MTiat would be the effect upon the consulumt 
and specialist service of this country ? It would mean that no 
•tian in the Service could became a specialist, or if he did he 
Would not be so called. 

Mr. ^foore said that this again was already the policy of 
•be Central Committee and had been impressed upon the Com- 
•nittee very' strongly indeed by Sir Lionel MTiitby and his Joint 
Committee. 

Dr. Warburton, the mover of the original motion, thought 
Mr. Abel's an unfortunate addition to the amendment. It intro- 
duced something entirely different from the original motion. 

Dr. J. C. McJfaster fWest Somerset) said that the average 
•wte of remuneration offered for a senior hospital medical 


officer worked out at an average of £178 per annum for one 
session per week, which compared unfavourably svith general- 
practitioner remuneration, though he would not agree that the 
latter was adequate. In his view the xvhole memorandum con- 
cerning hospital medical staff should be entirely redrafted. 

.Mr. Abel's additional words were taken as a rider, and both 
the original motion and the rider svere carried unanimously. 

Dr. J. C. Arthur (Gateshead) moved ; 

That lubcrculosts medical officers of standing and experience 
should be classified as specialists and 'not as senior medical officers. 

He said Mr. Abel had stated that the Minister had killed off 
the specialists. He held that tuberculosis medical officers should 
come within the specialist category. 

Dr. T. W. Davies (Swansea) said that tuberculosis officers 
were men who fulfilled entirely the criteria laid down in the 
Ministry’s memorandum. They were men of experience, in 
charge of beds, and held in the highest regard as consultants by 
their general-practitioner colleagues. 

Dr. A. Smith (Lanarkshire), in supporting the motion, said 
that, if there was not an adequate establishment of tuberculosis 
service in the future, young men would not be inclined to enter 
that service. He quoted the pre-war figures for tuberculosis in 
Ghseow. New cases in the last pre-war year xvere 3.3(X), and 
in 1948 they were 9.9SI. The waiting-list in 1939 was 127 ; it 
was now 1,481. These were terrifying figures. But this ser- 
vice could be improved only by obtaining a reasonable estab- 
lishment of senior consultants so that the men who entered it 
could be assured of their future. 

The Gateshead motion was carried. 

Dr. R. G. Cooke (Derby) proposed the creation of an inter- 
mediate grade between senior hospital medical officers and 
specialists, to include medical superintendents not already graded 
as specialists, with a salary range of between £1,500 and £2,500. 
He said that the administrative work these medical superin- 
tendents had had to do, especially in general hospitals, had 
adversely affected their claims to specialist payment. The 
result of the proposals which had been put forward was that 
quite a number of people in general hospitals would be no 
better off at all. The suggestion of Derby would avoid the 
victimization of a class of people who in the past had worked 
so xs'cll that they had brought municipal hospitals to the high 
standard in which they had entered the National Service. 

Mr. Moore said he was very sympathetic to this motion, but 
he suggested that it should be reworded as follows : 

That the salary' of medical superintendents not graded as specialists 
be in the range of between £1,500 and £2.500. 

He pointed out that the meeting had already agreed on 
Mr. Abel's motion that the grade of senior hospital medical 
officers be allowed to die out. 

THE ASSOCIATION OTTRSHAS 

Before calling upon the Chairman of the Colonial and 
Dependencies Committee to present that part of the Council's 
report, the Chairman expressed pleasure at the presence of a 
number of representatives from Overseas Branches in the Repre- 
sentative Meeting. There were difficulties at home, but all were 
conscious that their colleagues overseas had difficulties and 
problems which perhaps were not fully understood, but he 
would assure them that all possible help would be given to 
them if they would put their problems to the Coundl of the 
Association. 

Dr. J. B. Wrathall Rowe moved on behalf of the Chairman 
of the Committee that the report be received. He said a good 
deal of work had been achieved during the year. Although 
it became clear that the revised salary' scales obtained for the 
medical service in East Africa were not satisfactory, the Com- 
mittee decided to press on with a full-scale review of the whole 
situation in the light of the Spens Report and the terms nego- 
tiated for doctors in the National Health Service of this 
country'. There were many and complex problems to be con- 
sidered, and the help of an expert statistician was called in. 
The Colonies would have to draw their service doctors from the 
United Kingdom and would have to compete with the National 
Health Serv'ice ; therefore salary scales had to be comparable. 
The Committee had also given careful thought to the remunera- 
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African Branches earlier in the year was much appreciated, and 
It was hoped to send a Committee member or a Secretaiy to 
the various parts of the Colonial territories. In concluXn 
he added his own words of welcome to the representatives from 
overseas. 


overseas. 

Dr. D. R. Belietty (Assam) conveyed sincere greetings from 
the tea-growing districts of India. While he was Secretary 
medico-poiiticai problems cropped up, and so far as India was 
concerned it was premature to formulate any definite and fixed 
^policy with regard to the Indian Medical Association, which 
had not quite made up its mind as to its approach to the B.M.A. 

Professor C. C. de Silva (Ceylon) said he would probably 
be the last representative of the Ceylon Branch of the B.M.A. 
to bring greetings. Next year one of his colleagues would be 
the first representative of the Ceylon Medical Association, which 
would be affiliated to the parent body. He thanked the B.M.A. 
for all the help and service given to his country during the last 
62 years in manifold and diverse ways. 

Dr. P. Moran (Eire) said his country had walked out of the 
Commonwealth with its head up and its tail up, but so far as 
he could see there was no desire on the part of the medical 
profession to set up an independent medical republic. They 
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proud to belong to the British Commonwealth of N.^ions in 
Australia, With over 6,000 practitioners, fewer than iOO 
answered the call of the Government to enter into its .scheme 
a” wefi^ non-adherence included non-members of the I).M.Ai 

pr L. L. Davey (South Australia) said that the last two vearv 
had been anxious ones for the profession in this country 
the problems in Australia and in Great Britain were in many 
respects similar. They were sticking to the four Principlcv 
of the paramounlcy of the welfare of the paiient, the freedom 
of the doctor, the acknowledgment that in medical m.alterv 
he yvas the official c.xpert, and the maintenance of the doctor- 
patient relationship. 

Dr. D. E. Thompson (Tanganyika) spoke of the great appre- 
ciation of the members in East Africa of Dr. Grey Turner's 
visit. 

Dr. J. S. Brown (Uganda) said that in most of the Crown 
Colonies the service was cquiv.aJenl to the National Hc.dth 
Service in this country, and home practitioners would know 
how many difficulties were attendant with such a service. They 
had been greatly heartened by the interest taken in their ohc, 
difficulties by the parent body. 

Dr. G. T. James (Victoria) said that all the branches in 
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memties placed at its disposal. He paid a 

particular tribute to the clerical ^taff of the B.M.A. for all the 
help they had given to the Eire Association clerical staff in the 
difficult work of reorganizing the new association. 

Dr. C. J. Austin (Fiji) brought greetings from the smallest 
and most distant Branch represented at the meeting. His 
pranch was very grateful for the interest of the parent body 
<n Its Welfare ; that its assistance was needed could be seen 
. ^ ? ^°mparison of the minimum scale of salaries drawn up 
y *ue Association with the scale actually paid in Fiji. 

-Dr. R. E. Anderson (Malaya) said that the Branch went out 
“I existence dunktg the Japanese occupation, although it held 
^'*^uded meetings during the internment. It 


^^rgeiy attended meetings aunng tfie internment, tt was 
after the war, and the membership increased from 
^ in December, 1946. to 505 in December, 194S. One of the 
questions considered by the Branch was the conditions 
at members were now being paid basic salaries 

1 Same rate as European doctors, which was fair, as the 
'^^^.^ualification was recognized by the G.M.C. Proposals for 
‘ unified service were under consideration. He thanked the 
P rent Association for its support and hoped that it would be 
continued. 


their own 
loyalties. 

Dr. A. H. Tonkin, medical secretary of the .Sfedjc.d Avvo- 
ciation of South Africa, said that his .association, llmorh it 
no longer had the letters " B.M.A.” after its n.inic an'! had 
become in a sense an independent body, was full) au.irc of 
its long ties with the parent body. 

Overseas Organizafioa Committee Proposed 
Mr. Eric Steeler (Marytebanc) moved : 

That a subcommittee be aprointed la ccr.Sid-T i! e B ' 
eas Orsanization including Dominions, Co.'on-es, 
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and to ascertain the feeling of ail sections of mc'.'ic.v. ft-'-'i 
and others interested. 

He pointed out that hitherto the majority vf dxrjr. wi,-.,.-. 
in the Colonial Empire had been recruited frrr; i. e I r.r 
Kingdom. This situation was now sllerin.'- r ; r 

Dependencies non-European doctors ’.'.ere b-.;:rr:..,. 
dominate. Thc^c phees ^^crc nc: I'l 
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The present problem wms hov. to direct me .erew.-n/ ra’ ' ; . a 
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lion into r.ght channels. It was not possible to divorce the 
medical from the political aspects. One of the main etfecls of 
the spreading of civilization had been to make life duller for 
the ordinary inhabitant. There was need for deeper knowledge 
for this almost unevplored field of social study. A new 
policy must be detised for the profession overseas if the 
Association was to remain in the van of progress. He asked 
that this Committee might be set up to consider the whole 
problem, to sift facts from emotions, and weed out prejudices 
and partially informed opinions, and to consider whether it 
might not he wise to establish autonomous branches in all those 
areas affiliated to the B.M.A. 

Mr. A, Smith Gray (Auckland) opposed this motion. He 
took exception to the suggestion that autonomous Branches 
should be set up. If this were passed it would create the 
impression that the parent body was finding such overseas 
Branches as theirs a problem and an encumbrance. He knew 
the proposer would say that vvas not the intention. Much 
had been heard about the peripheiy, and he would suggest that 
there was a periphery far beyond the shores of this country, and 
those of them vvho were so situated would like to feel that the 
link with the centre would continue as strong as ever. 

Dr. R. B. MacGregor (Central Malaya) also apposed the 
motion. He protested against anvthing that might make for 
disintegration.' They were told that the main problem which 
faced the Association in its overseas organization lay in those 
parts of the Empire where non-European doctors vvere likely 
to outnumber the others. Malaya vvas one of the places 
where this state of affairs already existed. There were already 
more non-European doctors than European, It vvas true that 
their interests frequently conflicted with the interests of doctors 
recruited from Great Britain, and that they vvere not immune 
from racial and political currents. But the B.M.A. in its present 
form provided the one forum where they could meet and discuss 
their problems on grounds of equality. 

.Miss Gladv’S M. Sandes (Marvlebone) put fonvard the point 
of view of the postgraduate non-European student who came 
to this countrv’. These students vvere not in all cases from 
countries where they had the opportunities mentioned by the 
previous speaker and where there were good relations between 
European and non-European doctors. These postgraduates, 
some of whom had obtained European qualifications and some 
not, were gravely concerned about the situation arising in 
some of the.'r areas and vvere quite convinced that unless they 
were able to have more consideration for their point of view 
they would be forced to keep out of the B.M.A. The Maryle- 
bone motion asked for an inquiry, and those of them who had 
had some hand in the training of these people wished to put 
over that point of view. 

Dr. D. R. Belletty (Assam) said that so far as India was 
concerned they thought that this matter should be kept as it 
was. They were quite content to let matters go on. and any 
changes might be misinterpreted. 

DrT C. F. Mayne (Pljanouth) supported the Marylebone 
motion. Some of their overseas colleagues had mistaken their 
intentions. The Council of the Association vvas about o 
appoint a committee to go into the problem of the Colonies 
and Dependencies, and some parts of this problem vvere very 
wide and far reaching. Those of them who had worked on 
such a committee vvere aware of the implications and asked 
for the appointment of the committee which Marvlebone had 
in view. A number of pressing problems called for a com- 
mittee consisting of members vvho vvere prepared to take wide 
views in the solution of them. 

Professor C. C. de Silva (Ceylon) also supported the motion. 
There was not only a serious shortage of doctors but also of 
teachers. The Government sent 40 to 50 doctors to this country 
.each year vvho took their Fellowships, etc., but that vvas not 
enough, and he begged that they should be given internships. 
This was something'in which a special committee could help. 
Ceylon would also'be grateful if distinguished men in the pro- 
fession would visit the countn’, and he wished that young 
fraduates could go out from this country to help with the 
teaching and do their research at the same time. 

The Chairman of Council said that he vvas interested to find 
that those who had spoken in favour had come from this 
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country and from Ceylon, whose problem so far as organization 
vvas concerned was solved. The overseas representatives had 
expressed seme anxiety with regard to this proposed com- 
mittee, and he thought it would be unwise for this body to 
pass such a resolution if the people on the spot vvere not in 
favour of it. 

Dr. J. B. Wrathall Rowe said that he was sorry that Maryle- 
bone had persisted in putting forward this resolution after the 
information he had given that morning. The motion said “ A 
special committee should be appointed." He did not think 
there vvas anv need for a special committee ; all that vvas 
necessary could be done by the present committees. 

Mr. Sleeler, in reply, said that he had asked for a committee 
to go into the whole question ; it should have much wider 
terms of reference than the. Colonial Committee. 

The resolution vvas lost. 

A motion by Dr. F. E. Gould (Birmingham Central), seconded 
by Dr. J. A. L. Vaughan Jones (Council), that the time of 
speeches be limited to five minutes and three minutes was 
agreed to. 

CONSULTANTS AND SPEOALISTS 

Discussion vvas resumed on Dr. Firth's motion that an inter- 
mediate grade be created between senior hospital medical 
officers and specialists to include medical superintendents who 
were not already graded as spedalists, and that the salary of 
this grade range between £1,500 and £2,500. He said that 
the Ministry wished to put the medical superintendent down 
to a salary: commensurate with that of a lay secretary, which 
vvas most unjustified. 

Dr. E. C. Warner (Marylebone) said that there was no doubt 
that the intention of the Minister vvas to try to drive out of 
the profession those vvho had done valuable work — medical 
superintendents. No cognizance vvas being taken of the qualifi- 
cations and experience which medical superintendents and their 
deputies had had. They should be graded higher than hospital 
secretaries. 

A suggestion was made that the resolution should read as 
follows; "That the salary scale of medical superintendents not 
graded as specialists be £1,500 to £2,500.” The meeting 
accepted this suggestion and the motion in this form vvas carried. 

Dr. W. D. Steel (Worcester and Bromsgrove) moved: “That 
the reference in para. 63 of the Council's report should be to 
group medical committees, as in a number of areas the medical 
advisory committee is a subcommittee of the management com- 
mittee, of which none of the members are elected by or 
representative of medical hospital staffs.” 

Mr. A. M. A. Moore said that it was hoped that an amend- 
ment to the Amending Bill which was before Parliament would 
be moved on these lines. 

The amendment vvas carried and was then adopted as the 
substantive motion. 

Mr. Weldon Watts (Newcastle-upon-Tyne) moved to instruct 
the Association to press either for direct representation of 
appropriate sections of the profession on boards and com- 
mittees of the National Health Service, or that medical practi- 
tioners be appointed to such boards and committees after 
consultation and in agreement with such sections of the profes- 
sion. He said that a trusted member of the profession was 
nominated and elected last year to the regional board ; the 
same member vvas nominated this year but vvas not elected, 
a clergyman with left-wing tendencies being elected instead. 
No one could think that a clergyman could adequately represent 
the medical staffs. 

Dr. D. S. Saklatvala (West Bromwich and Smethwick), who 
had asked permission to withdraw a later resolution on this 
matter, supported the Newcastle motion. 

Mr. Moore said that the Central Consultants Committee was 
pressing this same view ^n the Ministry' all the time and he 
fully supported the motion. 

"The motion was carried. 

Mr. Moore then moved that para. 66 of the Coundl's report 
be approved. 

An amendment by Worcester that after the word " partner- 
ship ” in line 3 of the fifth paragraph there be inserted, 
“whether with other specialists or with general practitioners,” 

V 
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accepted in its present form. 

' 1 , supported Mr. Ross Smith. This matter 

had been fully considered by the Central Consultants Com- 
mittee, who saw the danger of this proposition, and he would 
urge the meeUng not to accept it. 

Dr. Golding, in reply, thought that the sense of the motion 
had been misunderstood. 

A motion to pass to the next business was carried. 

^ A representative of Edinburgh moved that the recommenda- 
tion to the committee in regard to domiciliary visits in nursing- 
^ homes should be extended to include all urgent medical or 
surgical or other cases. He failed to see why obstetric and 
neonatal cases should be distinguished from other medical and 
surgical conditions. 

Mr. Ross Smith thought exactly the same objections applied 
here as in the case of the Bristol motion. 

Here also it was agreed to pass to the next business. 

Dr. J. A. Ireland (Council) moved: 

That it would be advantageous to hospital medical staff committees 
for them to co-opt any local member of the central B.M.A. council 
as observer. 
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Mr. Ian J. Fraser (unopposed). 

Eight members of Council elected bv ali the 
acting together; 

Dr. J. C. Arthur. 

Dr. 0. C. Cirfer. 

Dr. R. Forbes. 

Dr. James Fenton. 

Dr. ]. D. Grant. 

Dr. J. A. Gorsky. 

Dr. J. j\. L. Vaughan Jones. 

Dr. S. Wand. 

Surgeon Rear-Admiral C. H. M. Gimletic, R.N. (ret > iv.as 
elected as the representative of the Medical Brandi Kmal 
Navy, on the Councii for the period 1949-52, 

Dr. 0. C. Carter (Bourncmoulh) was selected by the meet, 
ing to receive the support of the Association in Die cleciion 
of a direct representative to fill a vacancy on the Gcner.il 
Medical Council. 


repre- 


: reprc.benutives 


GENERAL MEDICAL SEin iCF-S 

The meeting then returned to the rcm.aining motions on ilic 
portion of the report dealing with General Medic.il .Services. 
A motion by West Bromwich and Smcthaick supporting the 
action of the General Medical Services Committee m iib 
endeavour to ensure that general practitioners can order stoek 
drugs on Form E.C.JO was carried. 

Dr. S. Smith (Tower Hamlets) mosed : 

That the lime has arrived when cert.iin me.isiire'. slitnild be i.’km 
to limit the misuse by patients of the right to dianpc thei.' iloclor 
at any time, while maintaining the principle of " free choice " 

This was referred for consideration to the ctimmiuec. 


E.v-Scn ice Doctors and Assessment Compensation 
Dr. Smith further moved: , 

That in place of the present err.anrmmrs w.'.e.-ehy cs-fc-uVr 
doctors appeal to a tribunal for assr-smer.; of cnr.sp-r< !’inn to 
based on pre-vsar earning, it shoiiM thei." rinht to i!.a in, if i! 
so desire. 




which was accepted on behalf of the committee. 

Mr. A. Lawrence Abel (Marylebone) moved to emphasize 
para. 72 of the report of Council on the subject of trainee 
specialists' and urged that consultation with medical staff com- 
mitfees should be made statutory. This was agreed to. 

Dr. G. O. Barber (Mid Essex) moved; 

Economy in hospital management should be effected firstly by a 
Eeauction in administration costs. 

He said that this was brought to his notice by the consultants 
a focal hospital in his Division. There the cost of administra- 

se^i whole 

of ^he service were analysed and the amount 

the "'orking in that sendee were separated from — . . . 

Dercpm^^ ^ *^°ney spent on drugs, appliances, etc., this Practices Compensation Commute: was to .allirca:: fff n i’ia ■" 
WHien naight represent a quite unreasonable proportion, fairly among all the doctor;. Et-Senicc d'’:.'.ir! f. ic! I.j J 
serviVvc ^ Ead to be made in hospital consideration. The suggestion t.bat t.be d'ct'-.' -b. •;>,! 1 

should be 

wiffionf"w''*°" and further motions were carried 

of fChelsea and Fulham) that a list 

should h . * p"t ° Undertake domiciliary consultations 


consideration. The sug^ 
opportunity of demanding th.it i 
into consideration was sorr.eikirg wh.:h r > 
able to demand. Even- ex -Service d.-cter 

t. .. I ". - < 


ihe'c pre-war fgs.re. 

V'«t, ,« .. 


could bring forw.ard 
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sse.'sed at their carnine value. He asked the meeting that their 
epresentatives . a the committee. Dr. Jope, Dr. Buchan, and 
imself, as well as other members, should be trusted to act 
airly and equr. lUly. 

It was agreeo to pass to the next business. 

Dr. E. O. La-,ey (Vi'est Denbigh and Flint) moved; 

That superannuation should not be deducted on the cost o£ 
vpensive drugs s.ipplied by rural practitioners. 

Dr. Wand replied that if the expensive drugs came to the 
alue of £100 a year the superannuation deduction was 6%, 
ut .hat 6% attracted S% of Government money. 

Here again it was resolved to proceed to the next business. 
Blackpool requested the General Medical Services Com- 
littee to examine the whole question of superannuation with 
articular reference to the lack of “ cover ” provided during 
le first ten years of service. 

Dr. Wand asked that any motion of this kind might await 
le public.ition of a scheme which was being propounded to 
uild up in units and to provide for different groups in the 
rofession. 

Range of Service 

Dr. 1. C. Arthur (Gateshead) moved to request the Ministry 
f Health to correct a misinterpretation of Regulation 6 (I) of 
chedule 1 of the General Medical and Pharmaceutical Services 
tegulations. Recently in his area a practitioner asked the 
-xecutive council for a ruling on the question whether the 
iving of anaesthetics ssas within the range of service. The 
xecutive council referred to the Ministry, which replied that 
t was. 

It was agreed that this matter be referred to the Council. 

At this point it was desired by one representative to move, 
nth regard to the newly published Report on Population, 
That the giving of advice on contraception should not form 
lart of the range of service of general practitioners." 

The Chairman of Council said that those present had as yet 
lad no opportunity of studying the Report on Population. He 
bought it could be left to the Council to lake any necessary 
teps.'and he begged them not to deal with this matter at that 
neeffng. 

A motion to i ispend standing orders to admit a discussion 
in this subject vvas lost. 

Various other motions were referred to Council. 

. Dr. R. Cove-Smith (Marylebone) moved to call the attention 
of the Minister to the fact that executive councils were giving 
iasuflicient notice to the patients of doctors resigning from 
nitdical lists. He said that since July 5 there had been in the 
london area 123 withdrawals of doctors from the Service. In 
six cases the vacancies were advertised and filled ; in 34 the 
patients were taken over by a partner, but in 83 cases the 
patients were dispersed among other doctors. 

Dr. Wand said if Marylebone would produce evidence of any 
base in which this had happened it would be taken up in the 
appropriate way. 

, A motion by Gateshead to call the attention of the Ministry 
to the waste of doctors' time caused by the great number of 
unnecessary references to regional medical officers vvas referred 
to the Council. 

A motion, by Chelsea and Fulham, that there should be no 
purchase tax on drugs, was formally moved and carried. 

A motion by Lincoln, that doctors when travelling at the 
u-Xpense of the Ministry of Health should be allowed first-class 
fares, was carried. 

Domiciliary Physiotherapy 

Dr. P. A. McCallum (Torquay) moved that as a matter of 
jPundple it should be within the power of the general practi- 
(Uoner to order domiciliary physiotherapy for patients when 
the practitioner’s opinion this vvas necessary. Formerly the 
^usral practitioner could order this treatment, but now in the 
, 'estera region it could be given only on the certificate of a 
l^nsultant. It was becoming very difficult for some members 
' f . public to obtain some of these services, particularly 
; j?‘ 'j'^'ridden patients who could not be admitted to hospital. 

! he argued that there were not enough to do the work, 

/ "'xt w-as beside the point 


Dr. Wand said it would be difficult to carry out this resolu- 
tion if there were not enough physiotherapists. If the mover of 
the resolution would be willing for the Committee to explore 
this possibility as the personnel became available he would be 
happy to accept it 

The mover agreed to make his resolution a reference to 
Council, and the meeting agreed to it in this form. 

PUBLIC HEALTH 

Dr. James Fenton, Chairman of the Public Health Committee, 
in moving that part of the Report of the Council, said that no 
official information had yet been received that local authorities 
were prepared to negotiate. A scale of salaries was prepared 
12 months ago, and ultimately the local authorities associations 
were informed that unless they would begin negotiations by 
Feb. 28 no more advertisements would be accepted in the 
Journal. This vvas done, and he wished to express sincere 
thanks to the Lancet, the Medical Officer, the Medical World. 
and Public Health for taUng similar action, at financial sacrifice. 
Only five doctors were known to have applied for or accepted 
positions which the Journal refused to advertise. Public health 
officers appreciated the time given to the question of medical 
superintendents and tuberculosis officers and asked for the 
same kindness for themselves. The Committee dealt with 
part-time salaries for practitioners at cottage hospitals, remand 
homes, and so on. and were in negotiation with regard to 
these ; it also dealt with the question of equal pay for men 
and women in respect not only of salary but of bonus, and in 
almost every case where the local authority was approached 
(he Committee was successful in securing equal pay for women. 
The Committee vvas considering the recent legislation with 
regard to milk. 

With regard to the Report of the Working Party on Mid- 
wives. the Committee's position vvas that the doctor and midwife 
constituted a team ; it did not regard the midwife as the practi- 
tioner of normal midwifery and the doctor as the practitioner 
of abnormal midwifery ; they were a team, and they must work 
together. The midwife did not lose status by working as a 
team with the doctor, and he objected to the term “ maternity 
purse" when the midwife was working with a doctor. She 
should be called a midwife on all occasions. Finally, midwives 
should be trained nurses ; midwifery training should be a post- 
graduate training. 

Mr. J. Shirley Callcutt (Wembley) moved that the attention 
of the profession should be drawn to the undesirability of 
medical practitioners accepting service with local authorities 
on a sessional basis which would tend to enable such auihoriues 
to carry out their public health work and thus ignore the 
B.M.A. corrditions of service for whole-time pubfic health 
officers. He said that probably many of those accepting part- ■ 
time work did not realize that they were defeating the object of 
the Association, and it showed that there was a lack of con- 
certed action among the various branches. To pass this 
resolution would go some way towards showing that there 
was mutual interest in the various branches of the profession. 

Dr. P. C. McKinlay (East Yorkshire) suggested that black- 
listed authorities should not be named in the Journal because 
it gave them a free advertisement. The entry should be that 
of appointments which conformed to the B.M.A. scale, and all 
other appointments should be ignored. 

Dr. Fenton said that this was a suggestion which he would 
discuss with the Secretary and the Editor. The Wembley motion 
set down what was being done ; doctors were being warned not 
to enter into part-time appointments when these should be full- 
time. He would accept the Wembley' motion. 

The Chairman asked if the meeting would accept the motion 
as a reference to Council, but representatives indicated that 
they wished to vote and the motion was carried. 

Midwives’ Fees 

Dr. E. C- Dawson (Derby) moved that the period during 
which claims for fees under the Midwives Act may be submitted 
be extended to six months. He said that “ three months ” was 
deceptive ; where a post-natal examination was made at six 
weeks there was only seven weeks in which to make the claim. 
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emanated from a medical nffir^r r u P proposition 
refuse applicatip which came in a l^Sys l^e" 

rise to a 

. were a day or two late they were ^efLd? bu" ^ ZS S 
been done and there was a definite obligation to oav He aci-pa 

and cover the cases where payment had been refused 
. t-iT hoped the meeting would not accept the motion 
They were successful in getting the Minister to put in the 

BnrnndlfjTa^'''^ ‘he Amending 

Bill, and he did not think it would be wise to ask for a further 

extension. Local authorities had power to meet claims made 
after three months in circumstances where the doctor could 
not send in his bill to lime and their auditor would pass it. 
He did not think the Amending Bill would be retrospective. 

Dr. Dawson appreciated what Dr. Fenton had said but hoped 
the meeting would accept the amendment. 

The amendment was lost, and the remainder of the Report 
was approved. 

Institutional Maternity Services 
Norwich had tabled a motion urging that steps be taken to 
ensure that local authorities might run insthutiana.1 maternity 
services independently of the regional hospital boards, to which 
general practitioners should have access. This was formally 
. moved by the Chairman in the absence of the representative. 

Dr. N. J. P. Hewlings '(Oxford) said that the motion embodied 
a very important principle, but it was entirely impractical and 
he moved that it be amended to read : 

That this meeting urges that steps be taken to ensure that regional 
hospital boards retain existing general practitioners’ maternity 
hospitals and beds and provide more institutional maternity facilities 
to which general practitioners shall have access. 

Dr. Fenton said he would vote for the motion, but it con- 
cerned consultants and general practitioners and he suggested 
that it be referred to Council, where it would be considered 
very quickly. 

This was agreed to. 

BUILDING 

Mr, L. Dougal Callander, Chairman of the Building Com- 
mittee, moved that the Annual Report of Council under 
"Building" be received. He said that considerable progress 
had been made in respect of repairing, redecorating, and rebuild- 
House. It was anticipated that the 
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reason or another had not been proceeded with rZ • 

£m„hS,Vh 5 a a, a-y "T”*' ™l . 

offered the suggestion that a memorial be carried out it a coc'i 
of approximately £10,000. and that an appeal should be Mi 
to members of the Association to raise that sum of monc)'. ' 
Ur. J. B, Wrathall Roit’e (Harrow) moved; 

opposes tile action taken bv llie Coimci 
•■'•s 'var memorial; it rcqiicw 

£10,000 should be devoted to educational scholarships for the 
dependents of the fallen. 


ing the Association’s - . 

Southern 'iVing would be completed by 1950. provided the 
necessary materials were forthcoming, and there were no 
strikes. It would cost a considerable sum of money, but ^ 
large income would be derived from lettings. Only one group 
of rooms was still requisitioned, and it was anticipated ttia 
these would be freed in a few months. It was hoped to inaKe 
improvements in the Common Room and rnembers . dining- 
room : the old library had been used for meetinp and confei^ 
:nces. and as licences became easier the Committee hoped to 
provide the amenities for which many members. asked. 

The report was accepted. 

The Association War Memorial 
A number of amendments were on the agenda to the proposal 
of the Council to erect a war memorial in the shape ot a 
fountain in the forecourt of Tavistock House. Harrow an 
several other Divisions asked that no further action should be 
taken along these lines, and that, instead, a system of edura- 
tional scholarships should be set up for the dependents of the 
fallen. On the other hand, Hendon congratulated the Council 
on its decision. 

The Chairman of Council, in moving the appropriate para- 
graph of the Annual Report, said that it bad been generally 
agreed that the Association should establish ^a memorial to 
the members who fell in the last war. There were a number of 
^imendmenis in the agenda pointing out different ways in v\hicn 
such a memorial cou/d be raised. There was nothing new in 
them ; thev were all considered by the Committee, and for one 


^ In the Council he bad suggested that £10.000 was an enormous 
sum to expend on an apparatus for ejecting water into the .air. 
He did nol think it was a suitable memorial at all. Later the 
Harrow Division had met and the amendment now proposed'^ 
was unanimously approved. His Division felt lh.it so large a. 
sum of money ought to be spent on something really useful, 
not merely ornamental, and that it should be chosen by the 
representatives and not by a body of outside experts. 

Dr. R. W. Cockshut (Hendon) said that the B.M.A. Hoiisi 
was a building of very great merit, one of the finest building 
in London. Were they going to finish it or nol? As um 
evident from the four stone plinths at the corners of the court 
Lutyens left it incomplete because at the time the Associ.ition 
could not afford to finish it. In the p.ist great patrons h.iil 
spent vast sums of money on art. If there was no one like the 
Association to take their place then architects would not he 
able to live. 

Dr. G. H. Barendt (Sonih.impton) was against the .amendment 
by Harrow. The Education Act, 1944. expressly laid on local 
authorities responsibilities with regard to the children svhosc 
parents could not afford m.ainlenancc fees at sccond.iry schooK. 
public schools, and universities. If they devoted a great sum of 
money to educating the dependents of doctors who fell in tliff 
war they would only be relieving local authorities and the 
Treasury. 

Dr. J. A. Gorsky (^Veslminstcr and Holborn) s.aid that hi- 
Division asked him to oppose the fountain memorial under the 
impression that the £10.000 was coming out of the A'smeiatiop 
funds. But he Ic-arnt that it ssas going to be raised by an appeal 
to the profession. If the meeting felt that a fountain vias an 
appropriate war memorial apart from the question of cduca e 
tiona! grants then it was for the Representative Body to ask the ; 

Council to issue an appeal. , , „ ... 

Dr D L Little (Dudley) supported the H.irross amendmem. 
but suegesfed it might be possible to provide the .cholafshir ^ 
out of'inconlc from the money subscribed, and then, ;i' 

dependents no longer needed this assistance, the capital mi.t.f 
be employed in erecting the fountmn. 

Dr J A. Pridham (Council) reminded the mec.ing lh..t t, .. 
purpose of the warmcmori.al ssas to set up somethin:; 
as an inspiration to themselves and , heir sua^-o. . or , 
purpose a visible structure was warded A s,ho, ,r..^.p . T 
would disappear in the accounts of the Associaim... 11- - . k, 

then! think of their lovely 

something there which would rernmJ ah ^ ^ i 

were more things in heaven and earth th.n s-.. ex, . 

Mr. A. Lawrence Abel (.\f.arylebore) sa. 
they felt it would be in keeping^ vot.h 


id the: 

&uri could be mad;^ oind:mr^; - ^ 


m M:r>:e 
bi.u’-'f.r/ i 


that £10,000 should be deso..J m e ^ , , 

hoped they would ntu-'.' r. - v., . • 

they were trying ';y (i.... ^trej a- < re.-:- ' ■ 

The Chairman of ^ ^ , , , , 

would enhance the v rre r e r 

I.'' thev were going to - - >■, s 

thrift 'that they would no: ex.-ee; 
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I memorial. Moreover, it must be something that 'was 
lermanent and that would remain in the building for those 
vho came after them. It was proposed to have a competi- 
ion open to sculptors and artists. The usefulness of scholar- 
hips would quickly disappear, and already a number of years 
tad elapsed since the end of the war. 

Dr. Janet K. Aitken (Council) supported the proposal for a 
Isible memorial which should be a permanent thing of beauty. 
3r. J. A. Brown (Council) supported the idea of a fountain 
vhich would be a source of pride to the living and hot an 
nsult to the dead. Dr. H. B. Muir (Fife) opposed the fountain 
dea and appealed for a useful memorial. Dr. K. C. Bailey 
West Somerset) felt that the sum suggested was inadequate and 
aid that his Division recommended a subscription of £50,000. 
Dr. R, Halc-DMiite (Marylebone) said the reason why a beautiful 
■isible memorial did not appeal to more people was that they 
tad only an imperfect idea of what was in the minds of the 
troposers. If a drawing of the intended memorial could be 
arcularized it would be an advantage. Dr. Elsie Warren 
Kensington and Hammersmith) supported the proposal for the 
iducation of dependents. 

Dr. J. W. Hope-Simpson (Mid Herts) suggested a memorial 
n the shape of travelling seholarships, which would have the 
tffect of encouraging international good will. Dr. A. Barker 
East Kent) urged the formation of a charity primarily for the 
dependants of those who fell in the war. Dr. A. Brown (Cam- 
bridge and Huntingdon) also supported a memorial which 
would be for the benefit of dependants. Dr. J. A. Moody 
(Stratfony thought that the fund should aim at £100,000, which 
would be much more appropriate to the sentiment of the whole 
profession. 

The Chairman of Council reminded the meeting that there 
was already a War Relief Fund to which the Association had 
made very generous contributions. That fund was still in 
existence for the help of dependants, but there were practically 
no applications for its use at the present day. 

Dr. Wrathall Rowe, in replying, said that some speakers had 
suggested that after a few years scholarships would cease to be 
needed. In that case the use of the money could be changed. 
The sum of £100,000 had been suggested. This would change 
the situation altogether. They might under those circumstances 
unite a visible with an educational memorial. But he thought 
that if the clergy of 1840 could start a school at Marlborough 
the doctors of the present day could do something of the 
same kind. 

"nie motion by Harrow calling for educational scholarships 
for the dependants of the fallen was lost by a large majority 
and the paragraph of the Annual Report of Council was 
approved. 

' Cambridge proposed that the war memorial should com- 
tnemorate ^all members of the medical profession who fell in 
. the war, not merely members of the Association, and this point 
referred to Council. 

( The meeting adjourned at 6.30 p.m. 


ANNUAL GENERAL 3IEETING 

^0 1 17th Annual General Meeting of the British Medical 
Association was held in the Grand Hotel Ballroom, Harrogate. 
Ja Monday, June 27, at 9 p.m. The retiring President, Sir 
'■loVEL WntTBY, was in the chair. 

Induction of President, 1949-50 
j The Minutes of the last Annual Meeting held at Cambridge 
'fu June 29, 1948, were confirmed. Sir Lionel WTiitby then 
-.'Mucted into the Chair Dr. C. W. Curtis Bain. M.C.. D.M.. 
as President of the Association, 1949-50, and invested 
vith the presidential badge of office. In doing so he said 
Dr. Bain would enter upon a difficult term of office, but 
I'pi^^^ured him that he would have the co-operation and support 
tile officers of the Association. His family had been 
h*"*® ’n Harrogate for many years, and he was now the most 
' physician in this spa. He wished him good fortune 
•• Tear of office. 

rjT' Curtis Bain then took the Chair and reserved any 
'ks he had to make until the following evening. 


WePLE^tEfiT TO THE 27 

Bumsn Medical Jovks^i, 


Balance Sheet 

On the morion of the Treasurer (Mr. Moore) the balance 
sheet and income and expenditure account for the year 1948 
was submitted and approved. 

Appointment of Auditors 

The motion that Messrs. Price, Waterhouse and Co. be re- 
appointed auditors of the Association until the next Annual 
General Meeting at a fee of 450 guineas was moved, seconded, 
and carried. 

President-Elect 

The Chairman of Council (Dr. Dain) reported that Mr. T. P. 
McMurray, C.B.E., i\f.Ch., F.R.C.S.Ed., Emeritus Professor in 
Orthopaedic Surgery, Liverpool University, Consulting Ortho- 
paedic Surgeon, Northern Hospital, Liverpool, and Royal Liver- 
pool Children's Hospital, had been elected by the Representative 
Body as President of the Association, 1950-1. 

Vote of Thanks to Past President 

The Chairman of Council moved ; 

That the hearty thanks of the Annual General Meeting of the 
Assodation be given to the retiring President, Sir Lionel WTiitby, for 
his senices as President, 1948-9. 

He said that the Association had been fortunate in retaining 
many of its Presidents after their term of office had expired. 
They had continued to take an interest in the central administra- 
tion. This year the Assodation had made one of its greatest 
finds. In Lionet Whitby they had a man who was prepared to 
take his place in the work of the Assodation. He had assumed 
the most difficult job of Chairman of the Joint Committee 
representing the Royal Colleges and the Association — two 
difficult bodies to bring and hold together. He was accom- 
plishing that task with great skill. Having obtained the services 
of so excellent a President, they hoped to keep a tight hold 
on him, and to see that he did not recede into obscurity. They 
looked forward to his continued help in the difficult times which 
faced the Association in the next 12 months. The Assodation 
could not be too enthusiastic in its thanks to its Past President. 

The vote of thanks was enthusiastically carried. 

Sir Lionel Whitby, in response, said' they had made him 
President at a very critical time, when there were no medals 
to be gained whatever policy was followed./ He had enjoyed 
being President, for many reasons. He had made thousands 
of new friends. He bad developed a tremendous admiration 
for the effidency of the Association, which he had never seen 
before. He had enjoyed the rough-and-tumble of the Coundl 
and of the Annual Representative Meeting. He had enjoyed also 
the quieter matters dealt with in committees. He had enjoyed 
the kindly and enthusiastic co-operation by every member of 
the administrative staff. He had learned the great qualities of 
Dr. Charles Hill and had valued his wise opinion and counsel. 
He had admired the British Medical Journal and the integrity of 
its Editor. All these had been great pleasures to him and had 
made it possible for him to'pick up the work of the Association 
with the greatest of etise. He thanked all of them for having 
made his year of office so pleasurable. 

'The Annual General Meeting then concluded. 


EXTRAORDINARY GENERAL MEETING 

An Extraordinaiy General Meeting followed immediately on 
the Annual General Meeting held at Harrogate on June 27. 
Dr. Curtis Bain presiding. 

The resolution for the alteration of the Articles of Associa- 
tion, as printed in the Supplement of June 4, p. 311, was pro- 
posed by the President, as a Special Resolution, with the excep- 
tion of the proposed new Article 41 (a). 

Dr. E. A. Gregg, Chairman of the Representative Body, 
moved the following amendment : 

COUNCIL 

Composition 

The Council shall be composed of the President of the Associarioa, 
the President-Elect, the immediate Past-President, the Chairman, 
the immediate Past-Chairman, and the Deputy Chairman of the 
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Representative Body, tfie Chairman and (during the year immediately 
following' his period of office as Chairman of Council) the Past- 
Chairman of Council, the Chairman of the. Genera! Medical Services 
Committee, the Chairman of the Central Consultants and Specialists 
Committee, the Treasurer, and (during the year immediately follow- 
ing his period of office as Treasurer), the Past-Treasurer, ex officio, 
and of Members of the Association elected by the bodies and in the 
manner prescribed , in that behalf by the By-laws. 

This was carried, and the Special Resolution as thus amended 
was put to the meeting and adopted.. 

The Extraordinary General Meeting then concluded. 


Correspondence 


LUNCHEON TO OVERSEAS REPRESENTATIVES 

Forty-four representatives of overseas branches and hosts 
attended the Overseas Luncheon at the Queen Hotel on Friday, 
TnlX. After the Loyal Toast the health of the overseas 

KfnseMtivc, proposed »'■ P-.p"’ S S uSn. 

Council Dr Dain apologized first of all on behalf of Sir Lion i 
Y^iitby,' the President of the B.M.A., who was to h.s great 

regret ^prevented from attending, ^r. Dam stated that * 

vene on behalf ot me m u ^ , office had shown 

and government J ^tive and large-minded than 

itself to be much required to be kept 

certain the overseas members of the 

fully informed of the branches would not 

Association, and he hoped ma whenever they 

hesitate to enlist the P aT^d to send out repre- 

tequired it. The Council Empire to establish the close 

sentatives to the branches in t P ^^1 relationships, 

contact that could come ^Scal Services of the 

Dr. R. B. MacGregor, D rector fgUchous impromptu 

Federation ^J^^rHarrogate Division warmly for all 

speech. He thanked . rri the overseas membeis. 

tL hospitality that had to Dr. Curtis Bam 

He addressed a special word of g a arranged 

S' ,he Z'fon SmbL of .he 

for their pameutor eoroEotJ- i„„„„ ,|,c.vn .n thw 

elation were very gratef Dr. Dain heartily for 

SUPPLEMENTARY OPHTHAlfflC SERVICE 

.N .NVESr.GAinOiVS 

When a.eompW"! nommi.tee .»»« f'r.h" 

Service is being investiga same branch of 

professional member helone^ng .,ttee contains <»« 

Service as the respondent. The interested parl> 

dispensing optician, and if h app ,ull 

or unable for some other reasu 

impossible to form a therefore made the Nationa 

The Minister of ‘^Pouncils) Amendment Regulatio • 
Health Service (E.xecutive C jor the appointment 

1049 (SI- No. 1120), "’h<eh-P medical practitioners or 

rdcpu% to any. of the ^Pj^XeS of the^ommittee as 

ophthalmic opticians «;ho are provided that the appomt 

w^el! as to the ^ram to °hta.neffi 

ment is necessary- jojnable_n_q_^^ 

Correction 

r.i°n,s‘»rfr;hc 


, i 

Hospital Stall Terms 

Sir, — I am writing on behalf of my part-time colleagues ii« 
the North-East and myself to draw your attention to a number’ 
of the provisions in the proposed terms and conditions^ of 
service of hospital medical staff {Supplement, June 11. p. .114) 
which, are considered ims.itisfactory. 

Exceptional Consultations . — Emergency visits by p.art-timc 
specialists to hospitals not included in the contract with (he 
regional hospital board arc not satisfactoril.v covered. These 
visits include calls to hospitals in charge of spcci.ilists who .irc 
incapacitated or on holiday, cases of puerperal pyrexia in ini-e- 
tious-discases or outlying cottage hospitals with no obsieiricL.ns 
on the staff, and cases presenting obstetrical and gynacco ogfs-ii; 
problems arising in hospitals not normally dealing with tins 

'^'section 6, which refers only to specialists who have no 
contract with the board, does not make provision for such 
cases - and para. 28 of the Explanatory- Memoratuhim (Stipph- 
S’lune U p. 321) is impracticable, as the time to be spent/ 
cannot be estimated. If this time, which varies consuicr.iW 
fro^week to week, is included in the maximum number o 

A /“tv W'n'i". “ 

It is suggested that Kcs mr j, 

mileage in .g Lyablc for domiciliary visits ani.^ 

less favourable than niaximum rcmimcration. 

should not be subject W t e " ^ mileage pay- 

Domiciliary FwdL ” f.vc.miic increases of radius, not 
ment shouId.be based to operate fairly 

twenty-mile increases, -.^fnent for each mile travelled to 

^'fbsietric the patients; 


^ ObsiCric £''-S"bi;rcaremcrgcncies in the patients' 
attendance upon ^ hospitals bv the " fiying squad, 
homes or outlying '““f ^ i, csscntial-not attendance 

In these cases tottnediate at hospital visiis- 

within a few hours as m mos ^ (he night. As 

and a high proportion should not be erampei! 

ffiey arc of maximum of -.200 gumeas ,n 

hv inclusion m the vear ” (Section 8 (c)). 

any quarter or 800 j«mmans, the time spent i.-i 

In viess- of the urgency o —ore remunerative work .it 
resuscitation, the the frequency nt niulii calls 

sTort notice during '^^Xinc-'ion is 

the proposed scale of rcrni j^5,o,,.3nce shnuKI be nimie 

u) (T)). An adequate ravel. 

P. ), Burke, and Mr. 1 > Wiiiissi lU--'!ii‘s 

^cvatilc-uVon-'^l''r--- 

V. ,, -ns should not he ai-rrct i...t 

c.n —1 feel strongly tha’ .-.-i.,--!--: 

StR.—l 1' „„_.r security of '’•'t . iV.-o-hiccd t.. i'arl:..r.-r 



iheir .opinion. - , pcrm.i"r.. c-- , 

S'i’pSV.to” ,■ 

Health Service Ae. U ,;;-r!ir-s 

of sessions ... 

enirsnt and ( -r-c-'- ' .. .. . 

All regulation' .. 

referred for c.L-nme.ntt. t. 
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0 Parliament (.-Vnnual Report of Council (24) (15), Supplement. 
ipril 2. 1949, p 174) Also, quoting from counsel’s opinion 
ited above: 

“ One of the nii. v unsatisfactory features of the Act is that many 
if the important n-.jitcis arising under it are not enacted in the 
’ody of the Act. but arc left to be governed by regulations. The 
tlinister has \cr\ wule powers to make regulations, and is not under 
my statutory obligation to constilt the medical profession before 
la makes such regulations, ... I advise that the Mim'ster should 
approached wun ,i \ien to securing an amendment which provides 
hat Section I ot nc Rules Publication Act, 1893 (or a suitable 
■aodification ihciet.:i. Mould apply to regulau'ons made by the 
■Irnister in futuie 

“Under Sectic.i I . ' .e Rules Publication Act, 1893, a Minister 
s required (inter , i . r give forty dajs’ notice in the London 
jozette of his into i ' ' make regulations. Any public body may 

nspect the draft r.. ■ j . ns and the Minister is required to consider 

he tvritten rep.'c-, i o of any public body interested before he 
nakes the regulat,, n> 

A reminder of i.io M ..ister's power is in the Forms of Con- 
tact (Siipplemcn: .li - 11, pp. 320 and 321); “ . . . subject 

o the terms and ^ '^c.. ons of service determined from time to 
ime by the Mii r ■ Health " (the italics are mine). 

No one would sj\ .t there are no advantages to the com- 
nunity and to the pr : sion in the stated terms and conditions, 
5Ut if we are to be appy profession able to give our best 

ervice to our pane: • id, in future, if the best citizens are to 

)e attracted into our pufession, surely this will be helped by 
he knowledge tna; eninnce gives a proper security of tenure, 
ind by the kno Wedge that there is an agreed opportunity for 
txamination and for comment of intended alteration to the 
egulations by the Mini ter before submission to Parliament. 

E.xcept for those «h.> can find a living entirely outside the 
lospitals among pruute natiems, we are absolutely in the hands 
)f the Ministry of Hea th both for our private and for our 
lational work — in fact, for our very livelihood. Under such 
tircumstances good intentions, however genuinely intended, 
nust not be accepted It is absolutely necessary to have the 
linding document expressed in no uncertain terms. — I am, etc., 

KiddenEicster, Wor.s JOHN 3iV, StRETTON. 

Sir. — It is stated iSuppIemenl. June 18, p. 331) that the 
published terms and conditions of service of hospital Stas’ 
represent the limit to which the Joint Committee has been able 
to secure concessions by negotiation. 

The terms define senior hospital medical officers as those 
ienior oBicers performing clinical duties who are not of con- 
sultant status but are not registrars. No assurance is give.n 
that the grade will be reserved for certain e.xceptional appoint- 
ments : instead, there is merely some word-play in para. 8 of 
the Explanatory Memorandum. 

Letters to the daily press indicate that the majority of those 
practHing as specialists have been “ assessed ’’ only as senior 
bospital medical officers. This being so, their grading is not 
in accordance with the definition. In the face of general 
policy the appeal machinery is unlikely to affect the result 
much, and even less since it is worked by the original review- 
committees plus only two new members, one of whom is 
engaged in similar review procedure in another region. 

The conditions under which negotiations of the terms of 
service were conducted precluded the disclosure of unfavourable 
trends. If, however, the' proposed application of the terras 
were made known and seriously disapproved, the Joint Com- 
mittee surely need not have proceeded further ; if this were 
not made Imown the present position is an evasion and a 
breach of good faith. It need not remain so after the meeting 
of the Joint Committee on July 5. 

1‘ Difficulty and dissatisfaction are bound to result from 
attempts to assess the worth of individuals, but grading of 
ippoimments in terms of remuneration should be a compara- 
^vely simple matter. It is the accepted method in almost 
111 large organizations. In the case of the Health Service, 
fihich has largely abolished alternative sources of income, the 
; hly fair index is the full value of the appointment to the 
^bmmunity served. On this basis the reduction in status and 
leration of many former specialists is indefensible. 


Distinction awards are a further likely cause of trouble. If 
appointments are given their fair comparative value, there 
should be no need for additional payments. In any case, the 
total remuneration of the individual will in time come to be 
attached to the post itself and the most suitable be chosen to 
fill it. This might as well be recognized, and attention con- 
centrated on the one thing that matters — a fair range of 
payments throughout the Service. — I am, etc.. 

Hole Norton:. S. W. DriNKWATER. 


Grading of Hospital Staffs 

‘Sir, — The local results of the grading of hospital staffs 
appear to the undersigned completely puzzling. Remembering 
e.xamples which we had all known of the patchwork character 
and autocratic set-up of the old health services, we felt justified 
in e.xpecting better things — first, in co-ordination, anil secondly 
in democratic administration. 

Among the decisions which have been made, for e.xample, 
we_ do not see any logic in one which gives no higher grade 
to a senior resident who has a higher degree and takes charge 
of the hospital in the absence of the medical specialist than 
to a casualty officer ; or in another which gives lower grading 
to the medical trainees than to the surgical ones, though their 
qualifications, work, and responsibilities are, to any reasonable 
observer, equivalent. 

In the second place, we, on whose work the Service depends, 
were not told what our own hospital grading committee recom- 
menced ; we do not even know the composition, far less the 
principles, of the regional grading committee. Even our 
specialist staff have been heard to say that the regional board 
is a remote body on which local representation is inadequate. 

We feel, as more and more workers are feeling, that in this, 
as well as in other matters, some way must be found of 
establishing contact between people in offices and people on 
the job — for example, candid formal reports to individuals on 
the progress of their work and on the reasons for their grading ; 
representation of the resident staff, in either executive or 
observer capacity, on the committee 'which decides their fate. 

Without some such changes our cynicism will increase ; and 
cynics cannot be good doctors. — Vi'e are, etc.. 

Fourteen Hosprr.sL Residents. 


Grading of Specialists 


Sir, — The Council of the Regional Hospitals' Consultants 
and Specialists Association (Non-Undergraduate Teaching Hos- 
pitals), of 45, Lincoln’s Inn Fields, London, W.C51, would be 
glad to receive from consultants , and spedalists who are dis- 
satisfied with their grading by' the regional hospital board 
particulars of their case, a copy of the appeal they base 
lodged, and its result when l^own, in order that they may 
estimate how widespread the jmoblem is. It is not the inten- 
tion of the council to take vp individual cases, but to deal 
with the matter as one of principle. — I am, etc.. 


The RegiQieil Hospilals* Coesullac^ and 
Specialists Assodation | 
(Non-UnderffTCduatc Tcachins HospLuls), 
45. Liflcoln’s Inn Fields. London, 


Nigel Ctudiand, 

Honorary Secretary. 


Specialists : The >Vliiiister’s Intention 


Sir, — ^At the present lime tthe profession is considering the 
terms and conditions of serj^lce of hospital medical and dental 
staffs (Supplement, June Kl, p. 314). In the Journal of June 25 
the North-West Metrojfioliian Regional Hospital Board adver- 
tised for nineteen spe^iaLsts in \'arious branches of medicine, 
surgery, patholog}', e^c., only three of these were part-time 
and SKleen were.VuIl-tir e appointments. A number of these 
appointments wq^e in hcvr'^^is which were under the county 
councils of Ldr^'don and Mikidlesex prior' to the appointed day, 
but others we -re in old-ume -oluntary' hospitals in the West 
Herts and Br^dfordshire areas. 

In M’ew o9i the repeatedly expressed promises of the Minister 
to allow pr^ivate practice to continue for specialists, and in view 
also of th tg present Amending Bill, which undertakes^ not to 
introduce -a whole-time salaried service by regulation, it seems 
most un' fortunate that young specialists are being offered 
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o^y full-time appointments and have such little choice of nart- 
tjme posfs. Is the ultimate intention of the Minister and of hk 
restonal boards not madetclearer than mr‘>~l am etc 

. E-aw* 

Mifeage 

S.R.M. on March 29 [Supplement, April 2 
p. 209) both Dr. Wand and Dr, Pearce remarked durin’g the 
discussion on mileage that they wished speakers had come for- 
ward with their facts and figures when the Rural Practitioners 
Subcommittee was collecting information. 1 am therefore 
tempted to ask what information was sought by the committee 
before it recommended the 3s. single payment per mile (out- 
ward) over two miles for each maternity case booked in rural 
areas. 

Be that as it may, I have two very serious criticisms to make: 
(u) that it is wrong in principle to take money from the central 
mileage fund to meet these payments ; (b) that the suggested 
payments are insuificient, and based on an unfair method of 
calculation. 

Let me -deal with (o). Under the general practitioner service 
of the N.H.S, there are two different services side by side — 
viz., (1) general medical services, and (2) maternity services. 

Payment under (1) is based on a capitation fee per patient 
' on the practitioner’s list, and is paid out of a central pool, while 
payment under (2) is made under contract for work done and 
varies according to how much service is rendered, and in 
England according to whether or not thtf practitioner’s name 
is on the obstetric list. Moreover, the money for this purpose 
does not come from the central pool and must therefore come 
direct from the Exchequer. That being so, there is no reason 
why this precedent should not be followed in regard to mileage 
payments for maternity work, for mileage is also done under 
contract. Indeed, if a proper mileage fee is paid the drain on 
the central mileage fund will be so great (as my figures at the 
'end of this letter prove) that it will be necessary to adopt this 
procedure. 

The rural practitioner can easily prove that he does more 
work per case than the -ayerage urban practitioner and that 
■ he 'is therefore entitled to extra payment. This argument has 
nothing whatever to dp with the question of hardship or with 
small lists ; it merely deals with a reasonable demand equal 

pay for equal work. . , . 

To conclude my arg'-rment under this heading I would like 
to draw attention to tile following facts: 

Cl) Under, the ' Matcmi\Scrviccs __(Scotlan£> AcL local 


y, ^ n'-iA mileiEC fec^ndcr two methods, the practitioner 

Sf “ no oomonlon <«lh An.HJ. n,«o fond. 

(2) Under the present local 


practitioner is called in by a 
mileage fee by the authority. 

(3) When the question of mileage 
was made of mileage for maternity] 
mileage for maternity cases was mcl; 
was made by Dr. Wand at the last 

I therefore contend that the 
has not been properly investigat 
to deduct money for this purpoj 

Now Jet me deaf with (b). T 

in the recommendation by the Gl 
I loner s right to be paid a milea, 


rity midwives scheme, where a 
ife he is paid an appropriate 


; under discussion no mention 
s. Tile first indication that 
in the central mileage fund 
-a very strange affair. 

jon of maternity mileage 
. that it is quite improper 
3 ih the central fund. 

good thing I can see 
i is that the rural prac- 
for maternity cases has 


booo ...obfehod: Toi™,; 
criticism. 

In the first place their recommendatjMfc‘^^^?‘"^|fg 3 pe 
long as the money for this purpose is ded*"' 
fund. As I put it at the last S.R.M., it^ ^ " 

money is taken out of one pocket of the ru 
put into another pocket. There was no nee? 
representations to the Ministry about that fort 
sure it was ill-timed and ill-considered to take 
the position bad been clarified or prcfperlv 

si.. ^ 


ijtioner and 
jakc any 
quite 
cforc 


svrrLFvrxr n> m, 

n^iTifn Mituoi Jfn«,N,i 


eiiher^m^ practitioner h.id the choice of being p. 

^iher (a) a composite sum of 6s. (outward) per mile over n 

hnm spcci.ll visit to the p.itien 

• home, and at one-third of that rate where the visit uns ni.idc 
the course of the daily round. 

1 chose method (6) for obvious re.ison.s. and I will now ci' 
you -my figures for ISO consecutive cases, whicli are therefo 
irrespective of locality and whether the service uas a comnJc 
service or not; 

(1) Total number of non-mile.ige cases = 76. 

(2) Total number of railc.igc c.iscs = 74. 

(3) Total mileage for mileage cases = 326 miles. 

(4) Total mileage eligible for p.iyincnt 17S miles 

(5) Total payment received by me = 176 x Is. 6d. x niimhci i 
visits = £124 13s. 6d. 

(6) Total payment which would he received bv me under i/i 
scheme put forward by the G.M.S.C. (from the mile, we fimr 
=£26 14s. 

Need I say any more, e.vcept th.it my books are open fo 
inspection if any doubts arc entertained in regard to my fi.curcs ' 
— am, etc., 

Auchlcnnuchty, Fife. IlUtiH I3. MlUll. 

%* The Secretary of the Association wrues; When tin 
Ministry recently agreed to increase the mileage fund fron 
£1.3 million to £2 million, it was .agreed that the latter amoiin 
should include mileage payments in maternity cases. 

Mass Rc-signalion 

Sm, — It is very evident from the letters published rccenih 
in the Jonrnnl and motions submitted from many areas o 
the country that there is grave dissatisfaction with the teriiv 
of service and remuneration of general practiiioners. Ne.uh 
a year has passed since the inception of the Act. ami there li.v 
been no response from the Ministry to repeated rcqiicsis k 
rectify these gross injustices. It is clear tliat negotiation wul 
the present Ministry is hopeless. 

A large majority of practitioners arc impaticnily waiting f.M 
a Ie.id from the Council of the Uritish Nfcdieal Assocmu.ui 
and 1 would suggest that, through them, meeting, be c.ilh. 
throughout the country at a very early date to determine .r 
immekte line of action. Let -those in avmir of a m „■ 
resignation come into the open by actu.illv givii;: in iluu 
signature, accompanied if need be by a subsianiial cheque 

! am, etc., ,, pp.,.. j 1 1 - I i < i 

Birminsham. 


StR.- 


WiUidmwal of Scnicc : Corrccliwi 
-] was misquoted in a certain London d.dly p.-per 


that 


industrial mcas doctors f«red 

of Last Norfolk ibe do-mr p.ilico! 


some doctors in my are.^ fcaret! rjq nod 

told 


wholly inaccurate. . ‘ phyvirai violence if 


they refused to treat 
Service. . , . 

tt 


relationship remains g- tr- .iih C-rvice. l ii eiei''!b 
,ke:r dislike of the an im.orewioo thd 

hurriedly to [' jy^h ff.>r.-T ara. e;-., 

doctors in Norfolk base any (I-,ivf.- 


doctors 
Ayl<Jom. Norfn’.le 


Association Notices 


MEDICAL STLDI. 


r,NT.s- PBfZf- 


fer !'■ 


In the second place, the sum of 3s, ret-^r.,™ _ 

lessly inadequate. It is not enough to pay 
fraction of the extra expense incurred by the ' 
attcndinc the case. Compare it with the P 

payment 



to enter the comp- 
yVsvocbtinn for a form ot a,. 
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" We are often, made to feel that there is another youth and 
age than that which is measured from the year of our natural 
birth." These words of Emerson's come to one’s mind in 
this centenary year of Sir William Osier’s birth. For his 
teaching and influence are ever-present and in his lifetime 
he never grew old. 


lets, “ the third element of the blood." It was Osier who 
first saw these bodies in the circulating blood, and his 
observations were presented before the Royal Society by 
Burdon-Sanderson in 1874. Afterwards Osier published 
several papers and lectures on the blood, including one on 

the development of 


William Osier, the 
youngest and sixth son 
in a family of nine, 
was born on July 12, 
1 849, in a parsonage at 
^ Bond Head, Tecum- 
seth County, Canada. 
He came of Cornish 
stock. His father, the 
Rev. Featherstone 
Lake Osier, married 
Ellen Free Pickton in 
1837. and they went 
out to Canada from 
Falmouth in the same 
jear. Mrs. Osier died 
in 1907 in her 101st 
yqar. 

Work on Zoology and 
Physiology 
William’s school- 
master. the Rev. W. A. 
Johnson, at Weston, 
near Toronto, intro- 
duced him to the study 
of biology and geology 
and to the use of the 
microscope. At 18 
years of age Osier 
began to describe and 
enumerate the Diato- 
maceac of Canada, and 
his interest in biology 
was stimulated further 



blood corpuscles in 
the bone marrow. 
All this work estab- 
lished his reputation 
as an original investi- 
gator. 

After obtaining the 

L. R.C.P.Lond., and 
visiting .Berlin and 
Vienna. Osier returned 
to Montreal in 1874 
and was appointed 
Professor of Institutes 
of Medicine to teach 
physiology and histo- 
logy. As professor of 
physiology in the 
\'eterinary College, 
Montreal, he also 
worked at compara- 
tive pathology. In 
1878 he was elected 
physician to the 
General Hospital, 
Montreal, and imme- 
diately aftenvards left 
for London to take the 

M. R.C.P, examination 
and to pursue three 
months’ clinical study 
at the chief teaching 
hospitals. In addition 
to clinical work he 
did an extraordinary 
amount of original in- 


by Dr. James Bovell 

when he entered the Toronto Medical School in 1868. He 
published a number of original papers on this subject. In 
1870 he became a medical student of McGill University, 
Montreal, where the clinical opportunities far exceeded those 
which Toronto then afforded. He graduated M.D. in 1872. 
and in 1872-3 spent fifteen months in the Physiological 
Laboratory, University College, London, working at physio- 
logy and histology under Professor Burdon-Sanderson. Here 
he made an important contribution to scientific knowledge 
by describing the form and movement of the blood plate- 


vestigation in biology, 
physiology, and pathology during these years at Mon- 
treal. The call to Philadelphia to be professor of 
clinical medicine in the University of Pennsylvania in 1884 
marks the end of Osier’s investigations as a pure scientist 
in the fields of zoology and physiology. -As W. T. Council- 
man said •. “ He could easily have become a great 

scientist, but he chose the path which led to the forma- 
tion of the great clinician which he became : a worthy 
associate of the great men who have made English 
medicine famous." 


4618 
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Productive Years in Baltimore 
In ISS4, lostll.cr ivifl, Clifford Allbult, he „as elected 
‘'r' Cdlinso of Physicians after iS 


BxmsH 

MrritCAi Joux-NiL 


Shortest possible period of proba^on i;S;7ol,org‘'year 
he delnercd the Gouistonian Lectures to the College on 
malignant endocarditis, which contained the first comphre- 
hcnsn-c account of the disease in English. At Philadelphia 
he increased his reputation as ph 3 'sician and teacher, studied 
malaria, and wrote on the cerebral palsies of children in 
addition to contributing numerous articles to textbooks and 
medical journals. The Quaker City would have fain kept 
Osier, but this was not possible. In ISSS he was offered, 
and accepted, the chair of medicine in the new Johns 
Hopkins University, Baltimore. Here he built up a great 
medical school which became famous not onlv in America 
'• but throughout the world. He devoted special attention to 
the organization of the Johns Hopkins Hospital, where he 
was piij'sician-in-chicf. From an c.xtensii'e experience of 
medical schools in two continents Osier welded together the 
best features of British teaching and of die German clinics. 
He revolutionized medical instruction in North America by 
introducing the individual bedside teaching of students, 
who as clinical clerks had free access to Ae wards and 
patients in a clinic under a director with highly trained 
assistants and laboratory equipment. Osier indeed desired 
no epitaph other than that “ he taught medical students in 
the wards.” 

Dr, Welch, the Professor of Pathology, collaborated with 
Osier in this pioneer work. When Dr. Welch honoured me 
with a \'isit in ^^^h^tehall in 1920 he spoke with feeling of 
those happy, and productive years with his colleague and 
friend in Baltimore. 

In 1S92 Osier gave to the world his famous Principles and 
■ Practice of Medicine, used by students all over the world 
and translated into French, German, Spanish, and Chinese. 
As Harvey Cushing, his biographer, wrote: “The volume, 
indeed, was what might be called a practical pathology in 
which were given The results of modern investigation, 
microscopical, bacteriological, and chemical. On this 
foundation was built up the symptomatologt' and diag- 
nosis of disease. ...” Osier adorned his textbook with 
personal references to his vast clinical experience, and 
attractive allusions to personalities, ancient and mooern, 
in illustrations of symptoms and treatment. 

On Feb. 4' 1S92, the day of ik publication. Osier, 
with a copy under his arm, walked into a 


all happiness I cannot speak— of my home. Many of \'ou 
know It, and that is enough.” He was elected a Fellow* of 
the Royal Society in 1898. 

In 1904 Osier attended the Annual Meeting of the British 
Medical Association at Oxford and received an Honorary 
D.Sc. from the University. His former teacher. Sir John 
Burdon-Sanderson, the retiring Regius Professor of Medi- 
cine, asked him to accept nomination as his successor. 
Osier at 56 was feeling the strain of his over-busy life at 
Baltimore, and when he cabled to his wife on the subject 
she at once replied, “ Don’t procrastinate : accept at once.” 
They left America amid universal regret and came to 
Oxford in. 1905, eventually to reside at 13, Norham 
Gardens, which soon became known as “The Open Arms." 

During the Philadelphia and Baltimore periods other 
universities had ofifered Osier appointments of distinction. 
His alma mater, .McGill, asked him to return to Montre.iI 
on at least two occasions. Harvard thrice offered him chairs 
of medicine. In 1895 New York City offered him a univer- 
sity post. In 1900, on the invitation of E. A. Schiifer and 
others, he actually became a candidate for the chair of 
medicine at Edinburgh, but withdrew on account of pressure 
from a!! sides to keep him at Baltimore. 

Actirities at Oxford 

At O.xford the Osiers were at once plunged in all 
sorts of activities— social, professorial, and professional. 
Although elected a student of Christ Church, the College 
of two of his favourite authors, Richard Burton and John 
Locke, Osier’s tireless energy could never allow him to lead 
a life of scholarly ease. He was active as physician to the 
Raddiffe Infirmary, giving ward demonstrations to students 
and practitioners. He promoted and extended the work of 
the Oxford Medical School, was Master of the fne- 
centuries-old almshouse at Ewelme, curator of the Bodleian 
{University) Library ' where his profound bibliographical 
knowlcd^’c and love of old books was of great value, at 
one time member of the Hebdomadal Council which governs 
the Universitv. President of the Oxfordshire Association 
for the Prevention of Tuberculosis, one or the founders 
and the first President of the Section of the Histo^’ of 
Medicine of the Royaf Society of Medicine-Uie catalogue 
Toffirial duties is almost an cnaless one. He served on 
two Roval Commissions, and throughout England, 

Scotland and Ireland was in constant request to deliver 
S tVes and addresses at hospitals, universities, and medical 
lecturer a consultation not^ onh- 
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volume into her Jap with the words: “There, take the arn 
thing ! . Now what are you going to do with the ^man . 
They were married on May S, Osier then being 4„ 
of age, and after a visit to Canada and England settled 
dowm in No. 1, M^est Franklin Street, Baltimore, where on 
Dec. 28, 1895, their son Edward Revere was bom. 

Grace Revere Osier was descended from Paul Revery. 
the hero of the famous ride and a distinguished silversmith 
and copperplate engraver. Witty, wise, and eminently 
practical, she was a devoted helpmeet to'Sir William, enter- 
tained his friends and students, lightened the burden of his 
constant labours, and made their homes at Baltimore and 
Oxford a Mecca of hospitalit}' and good will. Lady Osier 
had great personal beauty in youth, and in old age retained 
her wonted charm. Under a dignified presence — she was 
often compared to a duchess — she ha'd the kindest and most 
(renerous of hearts. It was an ideal union, and at a fare- 
well dinner aiven to Osier by the profession of the United 
States and Canada in 1905 Osier said: “Of the greatest of 
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scanty leisure was occupied in preparing the Bibliotheca 
Osleriana, a bio-bibliographical catalogue of his library. 
It was successfully completed and published in 1929 by his 
cousin. Dr. W. W. Francis, with the collaboration of R. H. 
Hill, of the Bodleian, and Dr. Archibald Malloch, now 
librarian of the New York Academy of Medicine. The 
library itself was bequeathed with an endowment to McGill 
University, Montreal. 

It has been possible here to mention only the more 
important of Sir William’s witings. His published books, 
papers, lectures, and addresses covered an extremely wide 
range and mounted up to more than a thousand, as can 
be seen from the classified and annotated bibliography by 
Dr. Maude E. Abbott (Montreal, Canada, 2nd edition, 
1939). “ So wide are they,” wrote Sir Humphry Rollcston, 
” that any writer, especially with a new idea, observation; 
or historical subject, would be well advised to find out 
before publication what Osier may have said upon the 
subject.” His literary style was delightful; adorned with 
wit, epigram, and historical allusions, and all he wrote 
possessed the merit of clear e.xposition. These features are 
well displayed in his essays, Acquanimitas (1904) and An 
Alabama Student (1908). Sir William Osier was the pre- 
eminent type of the scholarly physician. 

. Thus, although Osier had accepted the Regius Chair as a 
relief from overwhelming pressure, his public aofivities 
expanded instead of diminishing. In the Coronation 
Honours of King George V, in June, 1911, his outstanding 
services were recognized by a baronetcy. Subsequently 
he was sounded on whether he would accept a peerage, 
but he declined. 

The War Period 

The war of 1914-18 came and added to his labours. He 
was an honorary colonel and a member of committees at 
the War Office, where on medical questions, such as the 
establishment of special hospitals, his advice and sugges- 
tions were invaluable. He was also on the committee con- 
cerned with the Medical History of the War and on the 
War Reports Committee. He rendered important services 
to the Canadian Army Medical Corps. As consulting 
physician he visited regularly the Duchess of Connaught’s 
Red Cross Hospital at Taplow, Beachborough, the Heart 
Hospitals at Hampstead and Colchester, and the American 
Hospital at Paignton. Later he visited nearly all the Ameri- 
can hospitals in the south of England. At these visits he 
renewed acquaintance with many of his old friends and 
students. On the receipt of a cable from an anxious parent 
he would visit any hospital in England to see a Canadian 
or American soldier and reply that he had seen that every- 
thing possible was being done. 

Sir William said at a farewell dinner on May 2, 1905, in 
New York, that he desired “ to be ready when the day of 
sorrow and grief came to meet it with the courage befitting 
a man.” Noble words fraught with sad premonition. On 
Aug, 30, 1917, their gallant son, so full of life and promise, 
died of w’ounds in Belgium. That very night his stricken 
father wrote : “ Poor Grace ! it hits her hard ; but we are 
both going to be brave and take up what is left of life 
as though he were with us.” 

Brave indeed was the face they presented to the world. 
They carried on in the same way, with lavish hospitality, the 
promotion of cordial relations between North America and 
England, and a host of medical activities. Only those who 
knew them well realized the sorrow that lay beneath. 
Sir William’s hair grew white, his face was lined with care, 
but he continued to work for humanity. His seventieth 
birthday in 1919 called forth an outburst of universal 


affection. The medical journals in Great Britain and the 
Dominions and in the United States issued special “ Osier 
Numbers,” and from near and far people vied with one 
another in paying him loving tributes. A memorial in two 
volumes, containing contributions by a number of his old 
friends and pupils from both sides of the Atlantic, was 
presented to him by his brother Regius of Cambridge, 
Sir Clifford Allbutt, at the Royal Society of Medicine. The 
Oxford Medical Graduates Club entertained Sir William 
at a dinner, and in reply to the enthusiastic toast of his 
health he said: “I have 'worked hard all my life. There 
must be good rubber in my arteries or I should not now 
be among you still working at three-score years and ten.’" 
But even then Mr. Great-heart’s course was nearly run. In 
October, 1919, he fell ill with influenza, and broncho- 
pneumonia supervened. In bed he read and wrote. His 
last published paper was a review of Sir Victor Horsley's 
Life, by Stephen Paget, for the Oxford Magazine. He kept 
careful notes of his own symptoms and, cheery as he strove 
to be to his wife, doctors, nurses, and visitors, he knew 
that the call had come to cross the River. “I smell the 
mould above the rose,” he said, quoting Thomas Hood’s 
Stanzas. The end came in the afternoon of Dec. 29. There 
was an impressive service in Christ Church Cathedral, 
Oxford, on Jan. 1, 1920, when men and women gathered 
from all parts of the kingdom to pay their last tribute to 
the beloved physician. His ashes, mingled with those of 
Lady Osier, who died in 1928, repose in an urn in the Osier 
Library of McGill University, surrounded by the books 
so dear to him. 

William Osier departed from the world tearing behind 
him the memory of a great physician, a physician of two 
continents, an inspiration to British, Canadian, and Ameri- 
can medicine, a friend of young and old. His teaching and 
work are an ever-abiding presence not only to those who 
knew and loved him but to future generations. 


OSLER AT OXFORD 

BY 

Sir CHARLES SHERRINGTON, O.M., G.B.E., F.R.S. 

Osier at Oxford! The impression left upon me is vivid 
enough, although 1 feel it far from easy to convey. It had 
its different sides. My privilege was to join him as a 
colleague in the teaching when he was still relatively a 
new-comer to the place. I think he regarded his chair — 
the Regius Chair of Medicine (attached to Christ Church) 
— ^as legitimately to be treated as a sort of sinecure ; its 
'Very stipend was then rather beggarly, and Osier sometimes 
did not scruple to say so. He looked upon what was 
expected of him, not, I fancy, as in any ordinary sense a 
part of the routine teaching of medicine, but rather as a 
focal point whither to draw together the scattered strands 
of tradition pertaining to an ancient Faculty, some of them 
beginning to wear thin. I think he felt wliat was incum- 
bent on him was to maintain a stately but rather formal 
professional intercourse, a picturesque ceremonial fur- 
bished with tags of scholastic learning, a certain dignity 
of custom, and the observance of loyalty to certain past 
ways. In a number of these features Oxford resembled 
its sister on “ reverend ” Camus ; and Osier was deeply 
gratified to have as his opposite number Clifford Allbutt, 
a classical scholar as well as a close friend. 

Canadian by birth and upbringing, his ties with the 
Empire formed a cherished background to his life. The 
annals of European Medicine' were familiar and dear to 
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him, and that his position should link him with Linacre, 
Sydenham, and Harvey rose, I think, almost daily to his 
thought. Not tiiat he lived in the past ; rather he trod 
a stage whose scenery was much of it furnished from the 
past. The very buildings had their fascination for him. 
Once as I walked alongside him across the open space 
between the Camera, the Bodleian, and All Souls, he 
stopped and, looking round, said : “ The finest architectural 
view in Europe." - ' 

Love of Rare .Books 

' One of the happinesses he cultivated in, Oxford was to 
serve as showman to parties of transatlantic visitors and 
to introduce them to his favourite glimpses of the Univer- 
sity scene — a personally conducted tour, leading finally to 
lunch at his own house with Lady Osier at the table. , The 
number of guests might be anything up to fifteen or 
sixteen, and the hostess had little notice of exaefiy how 
many there would be. But the babble of conversation was 
unceasing, and their host seemed able to address them 
each one intimatcly-Tom, Jack, Jim, or whatever famili- 
arity dictated. One regular item of their entertainment, 
laid out for their inspection in a small well-windowed room 
opposite the “Study,” would be some dozen or so choice 
printed books, each volume open at a selected place. These 
specimen volumes would include first-rate rarities a 
fifteenth-century Aristotle from a Pans press, a Descartes 

^^His^library was housed mainly in one large joorn wth 
„p.n shelves reaching ,0 tte ,»;■> ^ 'h editions 
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strong-box in his bedchamber there. The key, wher 
inquired for, was not to be found, and Osier, thoroughh 
intrigued, wired to Chubb's, of London, for an e.xpcrt Ic 
pick the ancient lock. The expert when he came lookec 
at the. chest, then, taking a small wooden mallet from hi; 
travelling-bag, tapped the sides of the lid and almos 
- at once lifted it. “This chest has not been locked thcsi 
many years,” he said. The box contained deeds, man; 
of them on vellum with seals attached, each seal in its littl 
case fixed to the ribbon belonging to the document. Oslo 
was enchanted. All the way home he could speak o 
nothing else. 

As Consultant 

I fancy that his opinion was considerably sought as 
consultant during his Oxford years. I was present oul 
when it was— unofficially — appealed to. It intcrestcil m 
to see his manner change at once. It became gm\'cl> i ' ' 
fessional. His voice assumed a deeper tone, his torcL 
frowned slightly; his lips tightened, his bearing bcca i 
dramatic and oracular-kindly always but now dispcms,,, 
kihdness oracularly. His position in, Oxford was such 
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I am not competent even to attempt any judgment of 
Osier’s distinction as a clinician. He had of course a 
certain position as a man of letters. His literary style was 
rather obviously formed on his prime favc^urite, Browne 
of the Religio. without the redundant wealth of classical 
allusion. One conviction about Osier’s influence on his time, 
of which I am quite sure and to which I would here bear 
witness, regards the remarkable camaraderie and personal 
affection which radiated from him. It stood for friendships 
which were lifelong ties. It was contagious. It propagated 
itself along his social contacts wherever he moved. His 
unlocked bookshelves were a part of it. In Baltimore, when 
he and Cushing occupied adjoining houses, doorways were 
cut through on each floor to facilitate communication 
between the households. 


THE OSLER FAlvnLY 
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W. W. FRANCIS, M.D. 

Librarian. Osier Library. McGill University. Montreal 

Osier’s ancestors were seafarers of Falmouth, small ship- 
owners, privateersmen, and merchants. His great-grand- 
father died of wounds in the West Indies ; one great-uncle 
was killed in a sea fight, and another successfully fought 
off the Barbary pirates from a shipload of settlers he was 
taking to. the Cape. His descendants are numerous in 
South Africa and Australia — some of them physicians,'iome 
cricketers, and a few both. Osier’s great-grandmother, a 
sister of Samuel Drew, “ the Cornish metaphysician." is 
suspected of having infused brains into the line, and it is 
certain that cheerfulness was irradiated by his grandmother, 
Mary Osier, better know'n to the end of her long life as 
Polly Paddy. 

The statement in a recent biography of Sir Jonathan 
Hutchinson that he and Osier had common collaterals in 
Lincolnshire is a mistake : Lady Osier, not Sir William, 
was descended from the learned Anne Hutchinson, who 
in 1643 was massacred with all but one of her sesenteen 
children near what is now New York. 

Change in Bent 

With the religious revival in the early nineteenth century 
the bent of the family changed. Of the five sons of Osier’s 
graridfather, the eldest was a surgeon and an ardent church- 
man, and two became missionaries. Edward Osier (1798- 
1863), who attained the distinction of a notice in the 
Dictionary of National Biography, qualified M.R.C.S. at 
Guy’s and St. Thomas’s after an apprenticeship with a 
surgeon in Truro. His MS. eye-witness account of 
Cooper’s famous ligation of the aorta is , in the Wills 
Library. Becalmed on the way to London in 1816 in one of 
his father’s packets, they were jeered one evening by a 
passing neivfangled steamer, but had the satisfaction of 
overtaking it next morning and offering a tow! For seven 
. years house-surgeon of the Swansea Infirmary', he after- 
wards practised at Bath and Truro. He is better known 
as a miscellaneous writer, author of Church and King, The 
Life of Admiral Viscount Exmouth, and poems ; a hymn- 
writer (“ O God unseen, yet ever near,” is almost the sole 
sun'ivor) ; and editor of the Cornwall Gazette for twenty- 
years. Biological papers of his on marine animalcules w-ere 
presented to the Royal Society and printed in the Trans- 
actions. All that I, his grandson, ever heard of his sur- 
gical practice is that he was delighted to be summoned one 


morning to a grand house in the country, and on arrival 
was told by a supercilious butler to wait in the hall till 
her ladyship should be ready. Not he ! The house had 
a famous library, to which he found his own way. It was 
mid afternoon when he remembered what he had come 
for! His only descendants are in Canada, where his two 
daughters were a great help to Osier in his Montreal years. 

Sir William's Parents 

Featherstone Lake Osier (1805-95), the father of Sir 
William, was a venturesome lad who was sent to school 
inland to keep him from drowning ; but at the' age of 12 
he was at sea and nearly lost his life in his first wreck. He 
.then joined the Royal Navy- and saw varied service in 
several ships, including the Victory, and rose to the rank 
of lieutenant Having become something of a student, 
especially of mathematics, he entered St Catherine’s Hall, 
Cambridge, in 1833, with a view to taking orders. Thanks 
to an influential godfather, his prospects in the Church 
were particularly bright, but in 1836, in answer to a strong 
appeal, the Upper Canada Clergy Society was formed and 
he was persuaded that his duty lay there. The next year 
found him and his bride in what were then the wilds of 
Canada, forty miles north of Toronto. Undaunted by the 
incredible hardships of the first few years, they laboured 
here for two decades, teaching everything from theology 
to agriculture and sewing. He held services in twentv- 
different places scattered over 2,000 square miles of country. 
At some distant gatherings he would announce the date 
of the next service six months or more hence, and the con- 
gregation would be there without, as he said, any further 
notice. One sees where W. O. got his punctuality! The 
parson’s household — when he managed to get a house built 
— comprised at one time, besides his growing family, five 
young men whom he was training for the ministry. These 
included his youngest brother, Henry (1815-1902). A 
breakdown in health occasioned a visit home in 1841, and 
the most useful gift, besides money, which he brought back 
was many dozen pairs of spectacles for those of his flock 
with failing eyesight. 

Osier’s mother, Ellen Free Pickton 0806-1907), was a 
really remarkable woman, small in build and stature, but 
with tireless energy. Dark as her husband was fair, she 
was a Cornish "Black Celt," with beautiful features, 
enlivened by an unfailing wit and good humour, which 
more than matched her piety. Her influence was long 
remembered. Girls came from miles around to her Sunday- 
school and to her Thursday afternoon class, which was 
meant to teach sewing but included everything. Usually 
thirty would arrive early in the morning and stay all day. 
Her greatest achievement, however, was bringing into the 
world and bringing up in the backwoods no fewer than 
nine children despite her late start ; for she was 30 when 
she mamed in 1837. She lived to enjoy her hundredth 
birthday, but left it to her great-grandchildren to blow out 
the one hundred candles on it. Did it remind her of her 
first Sunday-school picnic, when she baked three barrels of 
flour into cakes and bread and fed seven hundred from 
twelve of her husband’s nearest settlements? 

Children of Distinction 

Brought up by such parents under pioneering conditions 
in a country parsonage where helpfulness and self-reliance 
were the order of the day, no wonder that four of the six 
sons attained distinction. They were educated at an excel- 
lent grammar school in Barrie, sixteen miles from their 
home, and the elder three later studied law in Toronto. 
When Wfllliam was 6 the family moved to Dundas.- in a 
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crcatcr^TOd Hfl' ameniUes were 
1 r 5 strenuous. Unfortunately, little is 

L;; as cutting off the tip of his sister’s 

finger, smoking out. the old girl ’’—namely, the school’s 
unpopular housekeeper— for which he spent a day in gaol 
and was fined a dollar and costs ; or his earliest recollec- 
tion, which he told so often that he came to believe he 
could remember how, in his second year, the day his 
younger sister was born, a calf with which he was tethered 
butted him into the pail of milk they were sharing 
and nearly drowned him. A visiting English cousin 
described him at 16 as “a light-hearted boy, but with 
many of the tastes and much of the dependabieness of 
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fhJ 1° America 225 descendants of 

the three Cornish brothers, all creditable citizens, and 
among them four physicians-none of the Osier nanie- 
mcludmg the lamented AV. 0. Abbott (1902-43) of Phila- 
delphia, a gifted teacher (like his great-uncle) and the 
co-inventor of the life-saving Miller-Abbott tube. 


OSLER; SOME PERSONAL 
RECOLLECTIONS 

' BV . 

CHARLES SINGER, M.D., D.Sc., D.Litf., F.R.C.P. 


a man. 

Tlic eldest brother, Featherston (1838-1924), probably the 
most learned of the family, was thirty years on the bench 
and head of the commission revising the Statutes of 
Ontario. His three sons became distinguished lawyers. 
The non-medical majority of the family consider Britton, 


Emeiilus Professor of History of Medicine, University of 
London 

My first meeting with Osier was in the winter of 1904-5,, 
when I took the’ M.B. at Oxford. I had made a small 
contribution to anatomical literature, illustrated by my own 
drawings, but was altogether astonished that he had read 


known as “B. B.” (1839-1901), tire most remarkable figure it and noticed my draughtsmanship. He found out from 
of them all. He was the greatest civil and criminal lawyer me that I was interested in Natural History and 
of Canada, the “ thirteenth juryman.” , Some of his cases, that I was shortly going to Malaya. A few days after 


notably his prosecution of the murderer Burchali, attracted 
attention in England, and it is a pity that his speeches were 
not collected and published. Like bis medical brother, 
he had a thorough understanding of his fellow men, with 
personal magnetism, courtesy, and accessibility. The next 
lawyer brother, Edward (1842-1906), was early crippled 
w'ith arthritis. The fourth brother, Sir Edmund, known as 
“ E. B.” (1845-1924), early rvent into business and became 
a leading financier, a director of the Canadian Pacific Rail- 
way, and a member of the Dominion parliament. That 
did* not prevent his being a man of learning also. It was 
to his generosity that W. 0., not four years his junior, owed 
his two years of postgraduate study and ready help in 
other financial crises. As for hospitality, at his summer 
place on Lake Simcoe, not far from his childhood home, 
I have seen fifty-six sit down to Sunday dinner. “ He has 
the warmest heart and the most open hand of any man I 


know,” wrote Sir William. 

• A year and a half ahead of W. 0. came far from identical 
twins The girl, a model of all the virtues, became Je 
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W. O. was not above slipping him a banknote, Ji 
ouieting results! The last I saw of the dear old fellow 
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He outlived them all, dying in 1932. 


I received from him some books on the fauna of that 
. region. Later I learned to admire Osier’s wonderful power 
of making every young man he met feel that he was in the 
presence of one who was taking a personal interest in him. 
Though this was doubtless the result of some conscious 
effort on Osier's part, it was certainly an effort that he loved 
to make, for it was a true and natural expression of the 
overflowing humanity that was part of him. Universal 
sympathy always seemed to me the essence of his greatness. 
His was especially a' greatness of personality, and not 
of intellect, or of demonstrative skill, or of observational 
acumen, or of learning, or of literary power, though none 
could deny that he had all these things in good measure. 

I remained in some sort of relation with him for. his last 
fifteen years, and for part of that time saw him almost 
daily. I am convinced that it was this universal sympathy 
that gave him that characteristic power to perceive and 
elicit the best in any companion. 

What sort of figure did he seem to younger men, and 
why did he impress them so deeply ? I can only tel! 
how he appeared to me. Pie was a small, sallow, extremely 
dark, quickly moving man, of a lively and often puckish 
humour, very emotional withal and easily moved to tears, 
but when he was in earnest he had a grave deep voice 
which I learned to love. What always struck me most abom 
his physical appearance was his lustrous, almost womanly 
eyes that seemed to suggest those of the Sistine Madonna. 
For despite his gaiety. Osier always appeared to me as 
profoundly and essentially melancholy. I do not know, 
and there can now be none living who does know, of any 
deep sorrow that came to him in bis earlier years, but to 
me he always appears as one who has passed through some 
tragedy to a life of human service, one who is always 
whispering to himself, Down, thou climbing sorrow." It 
is a great and moving memory. 

My contacts with Osier were naturally mainly of a literary 
kind and concerned especially older books and manuscripts. 
He was a true book-lover, to whom the very sight and touch 
of an ancient document brought a deep and subtie pleasure. 
His humanity, which seemed to me to be his leading 
characteristic, was especially brought out by the way in 
which he was constantly discerning the same essentia! 
humanness under the most different temporal, social, and 
personal. conditions. Much of what was often regarded as 
his whimsicality was really a part of this search for the ; 
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man in many diversities. If he loved his books he loved 
the authors of them even more. His antiquarian interests 
were really a search for man in his diverse guises. - 
Thus he was a bibliographer and biographer rather than 
a historian in the proper sense. The literary' reference- 
books that were most often in his hands were, I think, 
after the Dictionary of Natural Biography, Bayle and 
ITjiUaye's excellent Biographic Medicate and Ferguson’s 
Bibliotheca Chcmica, a work that contains far more than 
its title suggests. All are books which tell about people 
rather than about things. Osier was at his literary best 
either when he was musing on life and its vagaries or in 
such bio-bibliographical pamphlets as those on Servetus. 
on Linacre, or on Fracastorius. It is a great pity that he 
did not have time to treat in this way the sixteenth-century 
character whom he loved most of all, Conrad Gesner, for 
Osier bore some resemblance to Gesner in taste, in 
catholicity of interest, and even in personal appearance. 


MY ASSOCIATION WITH OSLER 

BY 

LORD HORDER, G.CV.O., M.D., F.R.CP. 

■'I fint met Osier in England about 1900. He asked my sup- 
port for his idea of an Association of Physicians, for the 
formation of which he was so largely responsible. Backed 
by his energy and influence, it was a great success from 
the word “ Go.” 

We were next associated when the B.M.A. met at 
Leicester in 1905. Tooth opened a discussion on menin- 
gitis ; I followed with an account of the lumbar puncture 
findings, and Osier, as a distinguished visitor, followed me. 
The sequence, though a logical one, was unfortunate for 
me — Osier’s prestige was so high that the audience would 
barely hear me out and showed signs of impatience. 
“ Turnips ! ” whispered Osier. “ Your stuff is bed rock." 
In the years that followed I was to enjoy this kind of 
encouragement again and again — the encouragement of the 
20-years-older man to his young colleague. I treasure a 
postcard which he wTote me when I was knighted in 1918: 
“ I am glad it has come whilst the sun is on your face,” 
it said. 

In consultation Osier was profound in his knowledge 
of the “ case,” but not very' impressive to the “ friends." 
The diagnosis made, he tired a little in laying down a plan 
of treatment ; so that it w'as not always easy to explain what 
had determined the choice of him as a final opinion. • 

In his last illness Osier paid, me the signal compliment 
of asking me to go to Oxford to confer with his doctors. 
He was not only a very' ill man, he was a man indifferent 
to life, so bludgeoned had he been by the loss of his 
beloved son. But he preserved towards us all that winning 
manner, and towards himself that equanimity, w'hich we 
had always associated with him. 


"y\Tien he came to die. Osier was, in a very real sense, the 
greatest physician of our time. He was one of Nature's chosen. 
Good looks, "distinction, blithe benignant manners, a sunbright 
personality, radiant svith kind feeling and good will toward his 
fellow men, an Apollonian poise, swiftness and surely of 
thought and speech, every gift of the gods was his ; and to 
these were added careful training, unsurpassed clinical ability, 
the widest knowledge of his subject, the deepest interest in 
everything human, and a serene hold upon his fellows that was 
as a seal set upon them.” — F. H. Garrison, An Introduction to 
the History of Medicine, 1929, page 631. 


GRACE REVERE, LADY OSLER 

BY 

K. 3. FRANKLIN, D.RL, F.R.CJ’. 

Professor of Physiology, St. BartholomeK's Hospital 
Medical College 

Some day someone will write a long-overdue essay on 
the ways in which great men in our profession, and in 
its allied sciences, have been aided in their achievement 
by the selfless devotion of their wives. Meanwhile it 
is supremely fitting that, in an issue commemorating 
Sir \ViIliam Osier and his varied accomplishments. Lady 
Osier and her contribution should receive some special 
mention. For it is impossible to overrate what she did 
to stimulate “ the great physician,” to help him to make 
right decisions, to provide him with necessary recreation 
at home, to entertain their numerous friends while leaving 
him free for his work, and in countless other w'ays to 
be his ideal partner for twenty-seven eventful years. 

“No. 13” 

Mr. Arnold Muirhead, Dr. Harvey Cushing, and others 
have written of Grace Revere with far more intimate 
knowledge than I can claim, and my sole justifications for 
producing this account are the need already mentioned in 
the^ preceding paragraph, the present preoccupation of 
Mr. Muirhead with other matters, and the fact t’nat I can 
perhaps be regarded as representing those many who, intro- 
duced to Lady Osier but with no special claims upon her, 
nevertheless received a warm welcome thenceforward at 
No. 13, Norham Gardens, found their hostess keenly 
interested in their relatively minor doings, and can look 
back on an inspiring friendship with a truly great lady to 
whom they remain for ever indebted. 

As an ex-Service medical student at O.xford in 1919 1 
was privileged to have one short talk with Sir William. 
The next year an .American theological student with whom 
I shared rooms, and who had brought with him an intro- 
duction to Lady Osier, asked if he might take me with 
him on his next visit to "The Open Arms” at No. 13. 
In consequence I became a regular caller there once or 
twice a term during the rest of my time in Oxford, met 
many of the Osier circle, and added considerably to my 
store of happy undergraduate memories. Oxford in those 
days was still a dream city, with a population only a 
quarter of its present figure, the surrounding country 
unspoiled, the Cherwell an enchanted stream, the beautj- 
of the High as yet unsullied by the vast amount of traffic 
which now passes through it. .At that time, too, to an 
extent which is now quite impossible, the friendly inhabi- 
tants of North Oxford dispensed hospitalitj' each Sunday 
afternoon to undergraduates and others who called upon 
them, and thereby contributed greatly to the pleasure of 
our educative years. At Lady Osier’s there were often 
thirty or more to tea, but each visitor was conscious of 
a personal welcome, and each came away stimulated and 
inspired by the kindness and interest which he or she had 
encountered. 

The above is a pen-picture of the early nineteen-twenties, 
and for more information about the central figure in it, 
and particularly about the qualities which made her so 
ideal a wife to William Osier, we turn to the excellent 
biography by Mr. Muirhead.* 

*Mr. Muirhead has most kindly given me pennission to make such 
use as I of his account. — ICJ.F. 
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grace revere and lady osler 


Ancestry and Early Life 

in Boston on June 19 ' 1854 
■ I ’ Huijucnot ancestry on her paternal side and 

was the AriieL"’‘'''^T- fi^eat-grandfathers 

as did he, a strong will, positive opinions, and a delight 
in emergencies which called forth ail" her “power and 
energies From her parents, on the other hand, she 
inherited sympathy with and a desire to assist others, and 
these trails were precociously developed through the per- 


^ , British 
MrprcAi Journal 


“^hf with her said afterwards that 
tn oei though she Owned the Palace and\4s abm 

e King and Queen to spend a few days there ! '* 

Her Courage in Bereavement 


At the ombreak of war in 1914 she and her 18-ycar-old 

a visit to relatives and friends. They returned at once in 
the same boat, now painted black— Lady Osier to devote 

, , . , - ^ - o - pw- „ ^^emingly endless energy to all kinds of war work 

son.il losses sustained by her family during the Civil War. soon to pass into the Army and eventually to die 

(hrough her Engiish-style schooling under iMiss Foote in ■ wounds in August, 1917, in Belgium. The courdge 
lloston she derived understanding of the people with whom Parents in carrying on after that appalling 

in Ilic future she was to have so much to do ; throughout “ their joint story, but it needs no 

her life, loo, she was an excellent letter-writer, and had 

an enviable memory for names. Finally, in so far as these 
general notes arc concerned, we recall her love of flowers 
and her artistry in' arranging them, also that she was as 
beautiful in her youth as she was handsome in her later 
years. 

Her first husband, whom she married in 1876 and who 
was seventeen years her senior, was Dr. Samuel Weissel 
Gross, of Philadelphia. His father, the leading surgeon 
of the city, was widower, and the young hride acted as 
hostess in his home as well as in her own. So she had 
early experience of large-scale entertaining, and from the 
beginning she proved herself a most efficient housekeeper. 

Apart from this not unimportant social side, she brought 
her strong will and enthusiasm to bear on her husband’s 
professional career, and until his premature death from 
pneumonia in 18S9 she fired him to greater efforts 
whenever his own ambition and spirits were flagging. 


Her Mnrriagc to Osier 

William Osier, who had come from Montreal in 18^4 
to the Chair of Clinical Medicine in the University of 
Pennsylvania, had done so largely through Dr. Gross’s 
persuasion. In 1SS9 he went from Philadelphia to Johns 
Hopkins and se't to work on his great textbook ; shortly 
after it was finished-i.e., in lS92-he married his friends 
widow They had reached an understanding earlier, but 
she had insisted, as she did on many subsequent occa 
sibns that their personal Mnchnations should be made 
subservient to the greater claims of medicine, and she had 
brought Osier round to Her point of view. Many more 
items^ could be extracted from the story of their joint hf 
“ Am“L .nd in England np In •»' O"*. f 
in 1914 but here I shall content myself with but three. 
The first is an example of her dfciswenKS^^an is given 


redescription .here. I will pass instead to 1919, in July 
of which year Osier received world-wide tribute on his 
seventieth birthday only to be stricken down wjth illness 
in September and to die in December. Lady Osier’s feel- 
ings on this second blow can only be imagined, and she 
would have been tempted to leave Oxford but for two 
things. In the first place, she had to arrange for the com- 
pletion and cataloguing of Osier’s library and its transfer 
to Montreal ; in the second, she found the tradition of 
No. 13 already so great that she could best help others by 
remaining there to receive old friends and to welcome new 
ones, to pass on something of Osier’s spirit tOi those 
who could appreciate it, and to give to young people 
some of the love which Revere had not returned to 
. enjoy. 

How well she did all these things during the next eight 
years is well known ; how valiant an effort it must have 
been for her to do them in her double bereavement can 
only be guessed. The main tasks, at all events, had been 
accomplished by the time that she herself died, at No. 13 
and in the presence of her sister and of Dr. John Fulton, 
on Aug. 31,. 1928. She remains in our grateful memories 
as “ one who has loved and worked for the profession and 
the sweet influences of whose home have been felt by 
successive generations of students.’’ 
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,n Wrcabie“rDon:t procrastinate: 7, 


him when he was in doubt, m 


Under the Transfer of Functions (Food and Drugs) (Scot- 
land) Order, 1949, certain functions exercised by the Secretary 
of State for Scotland will be taken over by or shared with the 
Minister of Food. The local authorities’ duties of enforcement 
are not affected. The Ministry of Food will be responsible for 
those sections of the Food and Drup (Adulteration) Act, 1928, 
which imposed restrictions on the mixing of colouring and other 
ingredients with foods and prohibit the sale of food not of the 
nature, substance, or quality demanded. The Ministry will also 
take over the Central Department’s responsibilities under the 
Food and Drugs Acts relating to margarine, margarine-cheese, 
milk-blended butter, condensed milk, and dried milk. The 
Secretary of State will exercise jointly with the Minister of Food 


which she .sent to mi" ■■■• — --- . , , ,v ocwwiuij v/i ..... j — — - — - - 

If bf. chniild allow himself to be considered for me negius general power to make regulations concerning Ihe composi- 
n at Oxford The second shows her sense ot ,f,g conditions under which it is imported. 


Professorship at Oxford. The — "V, ^bipided Osier 

?rornJn-p7o7e1sio^^^^^^^^ 

for or IcBSt share with, tneir 
Sere about to leave forEngland fe^ad arranged all ffi.r 
household packing while he went ^ This 

a handbag and *®'‘j£rSrodSced the sly remark that 


-always flies when ‘^*"S^rkable 5rsonSmy,°to which 

rlfr„el“£p.y.£« Sh’i^.ly before 

M designated .a Baronet in the Coronation 

?, 0 .““us."Se*bSf r4 prereoied .. Courf. end 


prepared, transported, or sold. The Secretaiy of State will be 
concerned mainly with hygiene and the Minister of Food with 
labelling, and composition, but the Secretary of State will 
remain the central authority for the purposes of the Milk and 
Dairies Acts and the inspection of slaughter-houses and of meat 
derived from home-fed animals. The two Ministers will exercise 
jointly the power to make regulations governing the qualifica- 
tions of public analysts. The Department of Health for Scot- 
land will continue to supervise and give guidance to local 
authorities on these matters. The Secretary of State, acting 
through the Department of Health, will continue to be the 
central authority in respect of drugs coming within the scope 
of the Food and Drugs Acts and as regards the protection of 
the public from infected food. 
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TREATMENT OF ERYTHROBLASTOSIS FOETALIS 


TREATMENT OF 160 CASES OF 
ERYTHROBLASTOSIS. FOETALIS' WITH 
REPLACEMENT TRANSFUSION* 

BY 

J. J. van LOGHEM, M.D. 

J. H. A an BOLHUIS, M.D. 

J. M. SOETERS, M.B. 

AND 

G. M. H. VEENEKLAAS, M.D. 
rom the Blood Grouping Department of the Central Labora- 
ry of the Dutch Red Cross Blood Transfusion Service. 
Binnengasthuis. A nisterdam ; Department of Paediatrics, 
University Hospital, Leiden ; St. Ignatius Hospital. 
Breda; and fVilhelmina Childrens University 
Hospital, Utrecht) 

tie discovery that Rh antagonism is a cause of eirthro- 
astosis foetalis has revolutionized the treatment of this 
sease. Many authors consider early induction of labour to 
: a method of some importance in protecting the infant as 
uch as possible against the attack of Rh antibodies, which 
iss the placenta mainly towards the end of pregnancy ; 
■en caesarean section is applied to prevent their penetra- 
in during labour. However, from several points of view 
is measure is open to discussion. Transfusions with 
icked Rh-negative cells or with Rh-negative whole blood 
ive been widely applied with success. Maternal milk is 
Jen withheld because of the possibility of Rh antibodies 
iing harmful in the first days of life through permeability 
■ the intestinal tract. The application of vitamin K as a 
otection against haemorrhagic diathesis is still in use. 
Owing to the studies of Wiener et al. (1947), Wallerstein 
947), Diamond (1947), and other workers a new method 
: treatment has been introduced. The principle of this 
ethod consists in replacing the Rh-positive infant’s blood 
'f Rh-negative blood of the homologous ABO group in 
:der to eliminate the Rh-positive red cells, which will be 
:pidly haemolysed. At the same time Rh antibodies in 
le infant's circulation are washed out. 

Although the diS'erent authors base their method of treat- 
lent on the same principle, the technique can be applied 
1 various ways. 

Wallerstein’s method consists of infusion of blood into 
ae of the greater veins, the blood being withdrawn with 
fringes out of the sinus sagittalis longitudinalis. 

Wiener uses the saphenous vein for infusion of the blood 
ad the radial artery for bleeding. It is very important to 
ilance the rates of inflow and egress in order to prevent 
lethora by too rapid a transfusion, and to prevent shock 
om too rapid withdrawal of blood. In order to prevent 
otting of blood the child is heparinized (Wiener and 
7exler, 1946). Wiener, Wexler, and Shulman (1948) suc- 
:eded very w'ell even with massive transfusions of 1,000 ml. 
Diamond’s method consists in introducing a plastic 
itheter info the umbilical v'ein. The exchange (or replace- 
lent) transfusion is performed by repeatedly replacing 
nail quantities (20 ml.) of the infant’s blood by citrated 
esh donor’s blood. He uses a closed system with the 
d of three-way valves between catheter, syringe, and 
lood-transfusion ampoule. 

In Holland exchange transfusion was started in January, 
M7, as soon as the necessary information was obtained 

•Report of the Dutch Foundation for Blood Group Research. 


from Diamond and Wiener (van Loghem, 1948 ; van 
Loghem ct al., 1948). Exchange transfusion has been per- 
formed in 160 cases in two years by 43 physicians.* Nearly 
all the serological examinations were carried out in the 
Blood Grouping Department of the Central Laboratory of 
the Netherlands Red Cross. 

Under the direction of the Working Committee for Rh 
Investigation courses of instruction were given ; these 
greatly helped in acquainting physicians with simple 
methods of serological Rh-investigation and with the 
technique of e.xchange transfusion. 

Diamond’s method is very easy to perform, and was 
done even 40 hours after birth. Wiener’s more compli- 
cated method does not offer any special advantage, except - 
when the umbilical vein is obliterated, and even then it 
may be possible to use Diamond’s method in one of the 
greater veins (vena femoralis). In only a few transfusions 
have we used Wiener’s system. 

Recently another method has been described which offers 
the possibility of performing the exchange transfusion 
through the umbilical vein a few days after birth, when 
the passage of the umbilical cord is obstructed. Pinkus 
(1948) described 'a new approach to the umbilical vein 
above the insertion of the umbilical cord. 

Method of Treatment 

Through lack of the plastic catheters recommended by 
Diamond one of us (Soeters, 1947) tried a rubber nelaton 
catheter which has now come into general use (No. 6 — 
inner diameter 1 mm., outer diameter 2.6 mm. No. 8 — 
inner diameter 1.5 mm., outer diameter 3.1 mm. — is also 
very useful). These catheters are very easy to insert into 
the umbilical vein. They are slightly modified — the end 
of the catheters being opened to facilitate the inflow of 
blood, or even cut off and well polished. One advantage 
they have over plastic catheters is that they are easy to 
sterilize by boiling and are very elastic. Furthermore, the 
end not being sharp, there is no danger of damaging 
the venous wall. A small glass tube is inserted between 
the rubber catheter and the adapter in order to control the 
inflow of blood and to* prevent the inlet of bubbles of air. 
During the exchange of syringes the catheter is carefully 
closed by arterial forceps. One should be very careful in 
using the syringes. After every withdrawal and injection 
of blood they should be thoroughly washed in saline with 
heparin, and afterwards in pure saline. We use syringes 
of 20 ml. An assistant fills the syringes while the physician 
injects and withdraws the blood. 

Hepajinized blood is mostly employed for the exchange 
transfusion. “ Heparine vitrum ” (Brocades and Stheemann, 
Amsterdam), 20 mg. in 10 ml. of saline, is mixed with 
500 ml. of donor blood of the homologous blood group. 
Heparinized blood should be administered within a few 
hours after taking, because heparin is apt to denaturate 
rather quickly. In general the infant is not heparinized. 
During the exchange transfusion the catheter is washed 
a few times with 1 or 2 ml. of a weak solution of heparin 
(2 mg. of heparin per ml.) in order to prevent clotting in 
the catheter. In our experience this is quite sufficient, 
although some prefer to heparinize the child by the injec- 
tion of 10 mg. of heparin into the umbilical vein or 
intramuscularly before beginning the exchange transfusion. 

If citrated blood is used, 90 ml. of 3.3% disodium dtrate 
and 15% glucose is sufficient for 500 ml. of blood. Mollison 

*\Ve are greatly indebted to all the physicians who have proWded 
us with detailed clinical data of their e.xsanguinated babies and the 
necessary information about the histories of the pregnancies. 
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Co(bush (1948) iKe 
‘iisodnmi citrate and 3 r ^r ^“anfity, 2.5 g. of 
-0 mi. of distilled water wh.Vh dissolved in 

ycnting dilution of the blood of pre- 

nercase the haemoglobin coment i f n 'T® 
Wood Moliison eliminates aS MtS '^1'^ 
natant plasma citrate. By rninaeftmt super- 

nsk of causing tetany by hvnnr-,] ^ ^ 

a i0% solution of cLiumT. ^ ml. of 

prescribed quantity of disodium Se 
•^mall quantities of calcium ‘^‘any 

mjcctcd intravenously (about f ml ^°Wtion may be 

eilrated blood) It L %TLi ^1. 

'Pluconatc through the ithefer m f administer calcium 
should be washed carcS v-m i-P'"'^^ '^“‘heter 
cloning due to the present ^eSiTcVL^d" 
subt-tmw'^?’ mothers of erythroblastotic children were 

^isss 

aucr oirtn, which has the advantage that the nrocerit.r^ 
goes very smoothly because of the free passage through 
(he umbilical vein. It is also important from a 'therapeufic 

ll'c Rh-positive blood and the Rh 
antibodies as soon as possible. 

The infant is placed on an operation tabic in a well-heated 

shrsvilh fSc m f-iT- disinfecting the abdominal 

shin with iodine the child is covered witli sterile blankets and 

kept warm svuh electric cushions. Through the window (2 by 
J2 cm.) in the blanket the umbilical cord is brought outside 
The operator, assistant, and nurse should take all '’the aseptic 
precautions necessary for an ordinary operation. 

Before inserting the catheter the umbilical cord is cut off at 
a distance of about 1 or 2 cm. The cord is kept open with two 
forceps by an assistant, and the catheter is inserted into the 
great umbilical vein (6-8 cm.). 

A stricture caused by fibrous tissue in the Linca alba may 
obstruct the introduction of the catheter. It is always possible 
to pass this' stricture— if necessary by dilatation by means of 
a sound. In any case it is advisable to cut off the cord very 
dose to the skin to avoid unnecessary difficulty. 

One of us (J.M.S.) studied the Venous system of the 
new'born- by means of .v-ray photographs of cadavers after 
filling the venous system with thorotrast. In this w'ay the 
Catheter’s route could be followed. It is possible to insert 
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the catheter up to the vena jugularis. It passes 
umbil|calis, sinus portalis, ductus venosus Aram 
cava inferior, vena cava superior, and the \'cn.> 

(see Figs.'l and 2). Sometimes it is difficult to b. 
catheter into the ductus venosus Arantii bccaiisf 
stricture of the distal part of the duct, when the , 
is apt to turn off to the left or right side into the h 
of the portal vein. When the catheter has been 1 , 
to a length of about 12-14 cm. it has reached tb 
cava inferior. A stoppage at about 11 cm, 1 
that the catheter has entered the left or rmhi 
branches. 

The withdrawal of blood from the vena cai.i 
proceeds very smoothly ; in the sinus portalis n 
difficult. Most of us have found that it is not ncv . 
insert the catheter up to 14 cm., but that the w.i 
and injection of blood is very easy to pertoini 
inserting the catheter info the umbilical vein for i> 

The catheter is filled with saline and closed wjij 
forceps. When the catheter has reached its rif ^ 

syringe filled with saline is fitted on to the catiK-kr. The 
arterial forceps is now removed and a small miuunt of 
saline is injected very carefully. When this c.m be done 
smoothly, an attempt is made to withdraw the baby’s blood.) 
Sometimes it takes a few moments to find the right place] 
in the umbilical vein for the injection and withdrawal ofl 
blood. j 

The quantities of aspirated and injected blood arc carej 
fully measured in order to prevent overdosage. In cases •! 
of severe anaemia a supplementary injection of blood 
(maximum 50 ml.) is given. The quantity needed for the% 
replacement depends on the infants blood s’olumc. Tlie '* 
amount of circulating blood is about one-tenth of the 
birth weight. In general an c.xchancc transfusion is done 
with about one and a half times the blood volume. In 
this way at least 70-80% of the infant’s blood is replaced., , 
In nearly all cases of e.xchange transfusion the perccnfages|!i 
of replaced blood were controlled bv one of us (J J.v.L.) 
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Methods Used 

(a) The best method for calculating the percentages of 
replaced blood is that of Ashby, modified by MoIIison 
T947). To I ml. of a red'Cell suspension in saline an 
equal amount of a very powerful anti-Rh (anti-D) 
agglutinating serum is added. After an incubation period 
of one hour the tubes are centrifuged for one minute ; the 
tube is then gently shaken and stood for a few seconds 
to allow sedimentation of the large clumps to start, and 
a drop of fluid from the column is examined for the con- 
tent of non-agglutinating cells. By means of a control of 
the same red-cell suspension with an equal amount of saline 
instead of anti-Rh serum the percentages of Rh-positive and 
Rh-negative cells are calculated. Before this examination 
the infant’s red cells have to' be eluted thoroughly, as they 
are coated with incomplete antibodies, which sometimes pre- 
vent strong agglutination. The non-agglutinating cells in 
both tubes are counted in a counting chamber. In the 
control tube there are no agglutinating cells ; in the other 
one there are a number, depending on the presence of 
Rh-negative cells, as nearly all the Rh-positive cells are 
clumped by the anti-Rh serum. 

(b) It is also possible to obtain a rather rough impres- 
sion of the replacement of blood by determining the litres 
of iso-agglutinins a and/or This is done in the following 
way. 

The titres of a and agglutinins in the donor’s blood are 
carefully determined. In the blood of newborn infants these 
iso-agglutinins are usually absent or very weak. By comparing 
the increasing titres of the above-mentioned iso-agglutinins in 
the succeeding fractions during and after the exchange trans- 
fusion with the litre of iso-agglutinins in (he blood of the donor 
it k possible to find how much of the baby’s blood is replaced 
by that of the donor. If the exchange transfusion has been 
done correctly and about one and a half volumes of the baby’s 
blood used for the c.xchange transfusion, the litre of the last 
traction of the baby’s blood will generally be a little lower 
than the tiire of the donor's blood. 

The Rh factor and Coombs’s test are controlled during the 
replacement and are found to become negative. 

The percentage of replaced blood (method of MollisonJ 
corresponds well with the mathematical formula given 
by Wiener, Wexler, and Shulman (1948). When the 
exchange transfusion has been completed 20,000 units of 
peniciUin are injected and the catheter is withdrawn. The 
umbilical vein is ligated and the cord sutured with catgut. 

Indications for Exchange Transfusion 

The following factors are considered to be indications 
for this therapy. 

It is very important to have the previous history of afiected 
children. The death of previous children in utcro during the 
last months of pregnancy cenainly calls for early induction of 
labour, but not before the eighth month of pregnancy, because 
prematurity adversely influences the clinical course. Clinical 
manifestations, such as anaemia, jaundice, and oedema, are of 
great help in arriving at a decision. In the same way oedema of 
the umbilical cord and hydropic placenta ,are also important. 
A pale placenta weighing more than one-sLxth of the birth- 
weight must be regarded as a significant sign. 

Sometimes it is very difficult to know whether an exchange 
transfusion is necessary. Serological investigations are often 
of great help (high litre of Rh antibodies of the incomplete 
form, homozygous genoWpe of the father). Occasionally there 
is a definite increase in the litre of Rh antibodies during preg- 
nancy, but there may even be a fall m litre during the’ end of 
pregnancy. In general the control of the titre of Rh antibodies 
does not in itself give sufficient indication for exchange 
transfusion. 


Sometimes the condition of the neivbom may show a rather 
sudden and unfavourable change, so that even when the children 
seem to be in good condition it is necessary to apply exchange 
transfusion if the history of previous children is bad and the 
Rh factor and direct Coombs’s test are positive. 

Haematological examinations are of great value, especially 
when the infant shows no clinical sv'mptoms shortly after birth. 
The findings may include hyperchromic anaemia, mild or strong 
leucocytosis with immature forms, erythroblastaemia, and' 
hyperbilirubinaemia. 

■ MoUison and Cutbush (1948) report that haemolytic disease 
was very mild in all infants whose cord-blood haemoglobin was 
above IS g. per 100 mi. and cord-bilirubin concentration below 
3 mg. per 100 ml., and that a stormy or fatal course would 
be likely in infants whose cord blood showed anaemia or a 
bilirubin value of over 4 mg. per 100 ml. 

We observed a few cases in which the blood showed little 
abnormality shortly after birth and the bilirubin content was 
not increased in the cord blood, but kemicterus developed a 
fev/ days after birth and the children died. We are inclined to 
believe that, apart from the haematological investigations, the 
other facts are of considerable importance. 

The cord blood is used directly after birth for the 
necessary investigations preceding the exchange transfu- 
sion (direct Coombs’s lest, blood-group determination 
.^BO and Rh. blood counts, blood smear, and bilirubin 
content). 

The results of exchange transfusion are very favourable 
in cases of severe jaundice with anaemia, but it is difficult 
to decide whether it reduces the frequency of kemicterus. 

The clinical symptoms gave the impression that haemo- 
lytic disease of the newborn is not merely restricted to the 
action of Rh antibodies on the red cells, but that liver, 
placenta, and other tissues also contain Rh antigen. The 
first investigations to establish the presence of Rh antigens 
in different tissues were done by Boorman and Dodd (1943). 
One of us has made a detailed study of this subject (van 
Boihuis, 1948). The placenta of Rh-positive infants suffer- 
ing from haemolytic disease of the newborn caused by Rh 
incompatibility nearly always had an inhibiting effect on 
Rh agglutinins. This influence was demonstrated in 27 out 
of 31 placentas. 

Diseased parts of other brgans, especially the basal 
ganglia of the brain in cases of kemicterus and the diseased 
liver in cases of icterus gravis, also have an inhibiting effect 
on Rh antibodies. On the other hand, suspensions of 
apparently normal organs do not absorb Rh agglutinins in 
any great quantity. It seems reasonable, therefore, to 
accept the view that kemicterus is due to the direct 
action of Rh antibodies on the brain, especially the basal 
ganglia, and that damage to the liver may be the result 
of Rh antibodies reacting with Rh antigen present in liver 
tissue. 

Not until the diagnosis was firmly established on clinical 
and serological findings and the indication was clear was 
exchange transfusion performed. 

Cerebral haemorrhage and congenital heart disease are, 
of course, contraindications to exchange transfusion. 

Most cases were caused by D-d antagonism (replacement 
with ede/ede blood), one by C"'-C (ede/ede blood), one 
by c^C (replacement with CDe/CDe blood), one by B-O, 
and two by A-O antagonism. 

Results of Exchange Transfusion 

From Jan. I, 1947, to Jan. 1, 1949, 160 newborn babies 
were treated with exchange transfusion* : 36 of them died — 

*It k impossible to mention in detail here all the clinical and 
serological resuiis of this materia!. 


) 
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rate of 22,5%, The following, were the 


i.e., a mortality 
causes of death. 

'Icciwictil Failures. — Air cmhoihm : — In one case the catheter 
was not closed tinring the exchange of- syringes and caused 
aspiration of air. B!6od of she wrong group : — Four, children . 
were tre.atcd .with Rh-posilivc blood : two, of them died shortly 
after the transfusion. It may be that Rh-positive blood was the 
c.mse of dcnlh, although the two other children had a normal 
clinical course. One case of A-0 antagonism was treated with 
A rr blood: this child also died shortly after the operation. 
infirtion .-—One child died from sepsis. An abscess was found 
in the diictns Arantii. There were thrombosis of the portal 
ve.ssc!s and multiple lung absee,s.ses. 

Passihh' liifiitcncc of Heparin . — In five children death was 
c.utsed by ; adrenal bleeding, I ; -cerebral bleeding. 2 ; lung and 
cerebral bleeding, and bleeding in other visceral t!ssuc.s, 1 ; 
and bleeding in all visceral tissues pips Icernicterus, 1, It is 
not quite certain that heparin was the cause of death, but it 
m.iy tinve had an influence on the haemorrhagic diathesis, 
jorpes ct <il. (1939) proved that protamine sulphate synthesized 
in a special way is a harmless antidote against heparin. It is 
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of sepsis ; four cases of secondar}’ infection, death oecurrini 
three wee^ after birth ; one case of spleen rupture. 

By excluding these cases- the mortality rate is reducei 
from 22.5 to 17.5%. 

•It is difficult to efeterrpine in what way the other above 
mentioned factors such as heparin, Rh-positive blood, am 
symptoms of hydrops foetalis have had a direct influence ot 
the lethal course. 

We have received information concerning the subsequen 
clinical course of 135 patients treated with exchange trans 
fusion. In five cases there were sequelae of brain damage 
In a great number of cases a hypochromic anaemia occun ec 
up to three to nine weeks after birth, in one case e\ei 
combined with a fresh attack of jaundice. In a few case 
it was necessary to give supplementary transfusions will 
Rh-negative blood. 

One of us (G.M.H.V.) made a detailed haematologic.i 
study of his exsanguinated babies. Haemoglobin conten 
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Table showing Cowparison between Newborn Infants Treated with 
Exchange Transfusion and Cases of Icterus Gravis not so Treated 





, Mild Cases 

1 ofE.F. 
(Haemol. 
Anaemia 
and Mild 
Jaundice) 

1 IcterusGrasis j 

Slillbirth 
(5ib to 
9th 

Month) 


’ No. of 
Families 

No. of 
Pres- 
nancies 

Normal 

Children 

Alive 

Died 

i Abortion 

1 

1 

t 

SS 

465 

192 

(41%) 

25 

(5-3%) 

41 ! 

115 

57 

(12-2%) 

1 38 

1 (S-1%) 



156 1 

(33-5%) 


Mortality rate of icterus gravis, 73*7%. 

Mortality rate of icterus gravis, mild cases included, 63'55J. 

MortaUty rate of 160 cases of icterus gravis treated with exchange transfusion 
22-5%. 

that of cases treated by exchange transfusion, for we have 
not sufficient personal experience of the latter. 

It is beyond doubt that the prognosis in icterus gravis 
of the newborn has improved considerably owing to the 
treatment with exchange transfusion, whether preceded or 
not by partus arte praematurus. 

• Summary 

After a short introduction the method of exchange transfu- 
sion applied to 160 newborn infants suffering from haemolytic 
disease is described. 

The indications for the application of exchange transfusion 
are discussed. 

The mortalitv rate of 160 babies treated by this method was 
22.5%. ' 

In order to determine whether the mortality of icterus gravis 
was reduced by this therapy, the results of treatment with 
exchange transfusion were compared with those in icterus gravis 
of children not so treated. Although we have no data on the 
results of treatment with simple transfusion of Rh-negative 
blood, the difference (63.5 to 22.5%) seems to indicate that the 
prognosis of the newborn suffering from icterus gravis has 
improved considerably by the application of exchange 
transfusion. 

We wish to express our gratitude to Dr. R. R. Race for all his kind 
help and much useful advice. 

We are greatly indebted to Miss M. v. d. Hart and Miss A. 
Paulussen for their skilful help in serological investigations and 
statistical analysis. 
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The Minister of Health intends to dispose of all hospital land 
and premises other than those which are being used or are 
likely, to be needed for the hospital service. Hospital manage- 
ment committees have been asked to consider what property 
is suitable for disposal. The Minister will agree to the reten- 
tion of endowed property only where there is a clear need for 
it — for example, when in the hospital board's opinion it should 
be reserved for future development. If the development and 
disposal of hospital property near a hospital is likely to injure 
the amenities of the hospital, the Ministry's attention should be 
drawn to the risk, so that it can consider including restrictive 
covenants in the conveyance of the property. In some cases 
boards may wish to make a case for the retention of such 
property. 


A CASE OF ANAMNESTIC REACTION 
WITH Rh AGGLUTININS 

BY 

D. A. OSBORN, M.B., B.S. 

Assistant Clinical Pathologist. Gay's Hospital 

Since the recognition of the importance of Rh agglutinins 
in relation to pregnancy and haemolytic disease of the new- 
born the interpretation of the serological findings has 
become a rather complex problem. The discovery of Rh 
agglutinins during the antenatal period does not necessarily 
foreshadow damage to the foetus, as it may represent a 
“carry-over" from the previous pregnancy. Of much 
greater significance is the demonstration of a rising titre, 
which is generally accepted as evidence of specific antigenic 
stimulation by the Rhesus-incompatible cells from the 
foetus. The importance of this assumption hardly needs 
to be emphasized, since on it may depend the decision to 
induce premature labour. 

The following case is recorded because of its rarity 
and to draw attention to a possible alternative interpreta- 
tion of the serological findings in pregnancy. 

Case Report 

The patient, a woman aged 34. had been married twice. By 
the first marriage she had a normal male child. Eight years 
later, in December. 1945. she was delivered of a normal male 
infant (by the second rparriage). In December. 1947, she 
gave birth to a male child which was normal at birth but 
became jaundiced on the second day and died on the sixth 
day, deeply jaundiced and exhibiting kemicterus. 

At this time the mother was found to be Rh-negative and 
her husband was thought to be homozygous positive. The 
infant was found to be Rit (cDE/cde). The mother's serum 
contained albumin agglutinins to a serum dilution of I; 16. 

In 1948 she became pregnant again and attended the ante- 
natal clinic of this hospital. At the I7th week of pregnancy 
her serum was found to contain albumin agglutinins (anti-D) 
to a litre of 1:8. Examination of the patient's cells showed 
her to be group Ai.N.rr. At the 32nd w'eek the titre was 
estimated to be 1:16, and two weeks later it had risen to 1 :64. 
Taking into account the past history' and the rising titre' of 
antibodies, it was decided to induce labour in the 35lh week. 
A normal female infant was subsequently delivered and has 
since made good and uneventful progress. 

Examination of the cord blood yielded the following 
information: Group A,.MNaT. Direct Coombs's lest, nega- 
tive. Serum contained albumin agglutinins (anti-D) to a litre 
of 1:32. The serum bilirubin was 1.75 mg. per lOO ml. -A 
blood film showed marked anisocytosis and polychromasia 
and a number of nucleated 
red cells (late forms) — approxi- 
mately 9 per 100 white ceils. 

A haemoglobin estiraauon per- 
formed on capillary blood was 
18.9 g. per lOO ml. The picture 
was consistent with the degree 
of prematurity. 

Examination of the mothers 
serum four and 17 days after 
delivery gave litres of 1 : 32 and 
1 : 64 respectively — in albumin 
(see Chart). No saline agglutinins were detected, and the 
indirect Coombs's lest gave fairly comparable results as shown. 
No anli-M could be detected in the mother's serum. Examina- 
tion of the father's blood showed him to be group A„ R.r. 

Discussion 

The delivery of a D-negative infant came as a surprise in 
the face of the alleged genotype of the father, but, this 
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having been satisfactorily explained, interest was focused 
on the rising anti-D litre. After repetition of the tests, it 
was concluded that the rise' w’as more than could be 
accounted for by technical error. 

Tliis would therefore appear to be an example, of 


CAHCINOIVIA OF THE BREAST IN 
CASTRATED WOMEN 

BY 

M. DARGENT, M.D. 

Surgeon. Centre Antkancereux, Lyons 
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lavc not given consistent results. However, it has been 
lointcd out (Topley and Wilson, 1936) that where an appre- 
iablc rise did occur in response to the introduction of a 
ccond antigen, the latter bore some relation to the primary 

inligcn. • .. 

Our knowledge of the chemistry of the blood-group anm 
rens has been considerably increased m respect of the ABG 
;y.slcm (Morgan, 1947). but is very much more ^antj so 
■ir ns the Other antigens are concerned. However, on 
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Anatomical and Ciinical Data 
1 Fremimey. —In 2,000 cases of carcinoma of the breast 
I have found 32 (1.6%) occurring in castrated wo^n 
fstatistics from the Centre Anticancereux, Lyons). This 
figure is higher than that of carcinoma occurring during 
pregnancy (21, or 1.05%) or in men (16, or 0.8 yo). 

Sumtjwry of Resulis 
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4. Means of Castration. — These are shown in the 
Table. In seven cases castration was performed by 
irradiation (three by radium and four by x rays) and was 
followed by amenorrhoea when done before the menopause. 

5. Indications for Castration. — In 19 cases castration was 
performed for fibroids or metropathia haemorrhagica. In 
16 of these cases the procedure was carried out before the 
age of 4S. There was one case of bilateral pyosalpinx 
(age 42). one case of prolapse (age 60 — vaginal hyster- 
ectomy performed), two cases of carcinoma of the cervix, 
and one case of recurrent tumour of the ovary that was 
operated upon when the patient was aged 32 and 43. (This 
appeared as a solid tumour, the exact nature of which it 
was impossible to determine.) Eight cases were castrated 
for miscellaneous reasons. 

6. Influence of Age at Castration on the Interval before 
the Appearance of Carcinoma. — It is impossible to corre- 
late the age at castration with the interval before the onset 
of carcinoma. One can only observe that when castration 
is performed after the age of 50 the interv'al is often short 
(four cases out of eight). In 16 cases in which castration 
was performed during the menopause, between 40 and 50 
-years of age, the interval was usually long. In only two 
cases was it less than five j’ears, and these two patients 
survaved longer than five years. 

7. Types of Carcinomn.— rWTten first examined the patients 
presented carcinomas that could be classified as follows; 
grade 1, 9 cases ; grade 2, 11 cases ; grades 3 and 4, 9 cases ; 
not precisely classified, 3 cases. Among the nine advanced 
types five had developed in less than sLx months. Only one 
had developed over a period of TO years, after the age of 
45 ; this patient had undergone castration by x rays at 38. 
No comment need be made concerning the morphological 
type or histological picture of these carcinomas. Only one 
was of the endocrine tj^ie. 

8. Mode of Development of Carcinomas. — These carci- 
nomas appeared to be particularly malignant. Of 32 patients 
one was not followed up, one survived for Uvo years, 
two survived three years and now' show evidence of recur- 
rence, and four survived up to 10 years. Of the 24 patients 
who died of carcinoma, five survived five years after treat- 
ment. These were five women castrated at an early age (28 
to 46). One (Case 1) had been operated upon two years 
after the appearance of the tumour. The condition recurred 
in the sixth to the ninth year after treatment, in the form 
of metastases in the lungs or widespread metastases in the 
vertebrae. On the other hand, seven patients out of 24 
died in less than a year. Among these there were two with 
grade 1 carcinomas ; both were castrated at the age of 32 
and developed carcinoma at 35 and 53. The other five 
patients had grade 4 carcinoma which developed in less than 
six months and permitted only palliative treatment. 

9. Remarks on Case Histories. — The effect of treatment 
must be taken into account in deciding the length of time 
during which the carcinomas developed. Apart from one 
case which was treated by a combination of surgery and 
irradiation, ail the others (i.e., 23) that were suitable for 
radical treatment underwent Halsted’s operation (with the 
exception of one patient with grade 1 carcinoma treated by 
local mastectomy). Four patients survived up to 10 years 
without recurrences among these 23 cases, giving one of 
the worst statistical results in surgerj-. 

Some cases seem to merit special mention: (a) in two 
definite cases (carcinoma of the cervix) and in one probable 
case (recurrent tumour of the ovary) castration was indi- 
cated for malignant tumour of the genital tract ; (b) in 
19 cases out of 32 castration was performed for a fibroid 


or for hj'perplasia of the uterus ; (c) nine post-menopausal 
cases were retained in the series because many pathologists 
consider that even in these circumstances castration still has 
a favourable action. No conclusion can be drawn from my 
own observations. 

In some cases there are circumstances that I consider 
to be especially unfavourable: one case had previously 
undergone a biopsy and had been treated with small doses 
of testosterone ; after castration two cases developed goitres, 
one of which was to.xic (these were removed) ; and in one 
case the woman’s mental condition (neurasthenia) might 
have been responsible for the rapid development of the 
growth. 

Comment 

The study of these 32 cases demonstrates the relative 
rarity of carcinoma of the breast in castrated women. The 
figure arrived at (1.6%) agrees with the figure of 1.5% that 
Herrell (1937) has established. He included benign growths 
in his series, and showed that in a significant number of 
patients dying of non-cancerous conditions the frequency 
of antecedent castration was 15.4%. However, although 
rare in castrated women, cancer does occur. Interpretation 
of a limited number of results is always hazardous, and 
these observations are mainly set down for the purpose of 
recording the facts. It is, however, obvious that in this 
series the age of onset of carcinoma is relatively late, and 
that the number of patients above the age of 60 is signifi- 
cantly high. It is particularly interesting to note that when 
castration was performed between the age of 40 and 50 — 
at the age when the amount of circulating foUiculin is 
considered significant — carcinoma of the breast appeared 
in general late (in one case the interval reached 23 years), 
and in all cases the development of the carcinoma was 
rather slow, even in cases of early onset. 

The large number of cases of highly malignant carcinoma, 
in young as well as old women, is surprising. It is on this 
point possible to invoke not only the earlier experimental 
work of Cori and Murray, referred to by all surgeons and 
radiotherapists supporting the principle of castration, but 
also the more precise results obtained by other workers. 
The liberation of the growth hormone of the pituitary after 
castration has been demonstrated by Sauerbruch and Knake 
(1937). The favourable action of the gonadotrophic hor- 
mone on the growth of tumours of an ovary, the folficular 
secretion of which has been neutralized by splenic implan- 
tation, has been demonstrated by Penchar and Biskind 
(1947). One should perhaps attribute to an action of this 
sort the rapid growth and early onset of mammary tumours 
after castration and the unfavourable influence of treatment 
of a goitre in two cases. 

At the same time it is well known that the menopause, 
natural or artificial, does not always suppress the appear- 
ance of foUiculin in the circulating blood, and endocrino- 
logists have occasionally been able to discover the presence 
of significant levels. The discovery of hyperplasia or 
adenomas of the suprarenal by Wooley and Little (1945) 
in mice after castration at birth, and by Gardner (1942) 
in older animals, shows that probably it is this gland that 
ensures the secretion of foUiculin after the castration, and 
in the experience of these authors the frequency of spon- 
taneous carcinoma of the breast is not altered. 

The age at which castration is performed is certainly 
highly important, and the appearance of extragenital folU- 
culiii capable of producing carcinoma of the mammary 
gland is probably not so rapid in castrated women in the 
stage of hyperfoliiculinaemia. I present this simple theory 
to explain the relative benignancy of carcinoma of the 
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Conclusions 

Until clinicians possess as many data concerning their 
patients as experimental workers have concerning their 
mice, castration by surgery or irradiation will never become 
a therapeutic procedure the efficacy of which can be 
guaranteed. On the contrary, there are perhaps cases 
where sterilization will have harmful effects. From the 
practical point of view these and other observations on 
castration performed for carcinoma of the breast, either 
already treated or first seen in an advanced stage, leads to 
the following conclusions. 
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(n) When carcinoma of the breast begins after castration, or 
. even' in spite of castration, the prognosis should be regarded 
as bad unless castration was performed near the time of the 
menopause. Castration has therefore, above all, a value in 
prognosis. 

(h) Routine castration after treatment of the carcinoma is not 
a guarantee against later manifestations of the malignaht condi- 
tion. The problem is evidently not the same as in the cases 
discussed here, since the mammary tumour has been removed 
or irradiated. The point is to assure prophylaxis against local 
recurrence or metastascs to bones or viscera. The sensitivity 
of these different sites to the action of hormones is very variable, 
and there is no proof that all of them are likely to be influ- 
enced. We know, for example, that a recent case of surgical 
castration, done shortly after combined surgical and x-ray treat- 
ment for carcinoma of the breast in a woman of 34, was 
followed after three months by the appearance of extensive 
mediastinal and pulmonary melastases. Recently Rudler 
reported similar cases at the Academic de Chirurgie. The 
fact that castration, advocated more than fifty years ago by 
Shinzinger and Beatson, has never been generally accepted as 
a favourable measure is proof of its relative ineffectiveness. 

At present the results reported by Horsley (1947) are often 
quoted ; he combined surgical castration with treatment of the 
primary lesion and obtained excellent results over a period of 
five years. I think that the restricted number of these cases and 
the follow-up period of five years render these results open to 
criticism, and observation of our own cases castrated at the 
menopause shows that the value of this procedure can be judged 
only after an interval of at le^st ten years. 

(c) Castration by surgery or irradiation in advanced carcinoma 
of the breast has given us. two good temporary results (of 3 to 
13 rnonths) in ten cases in which the castration was performed 
surgically ; -of 28 cases in which castration was performed by 
irradiation 14.39% showed some degree of remission. Cases of 
highly malignant carcinoma appearing in recently castrated 
young Women make us consider the possibility of failure of 
castration in similar circumstances. 

However, the immediate favourable effects, even on the day' 
of operation, on the pain of vertebral melastases or on the 
lymphatic infiltration in the mammary region, lead one to 
envisage a special neuro-hormonal or vasomotor effect of castra- 
tion rather than a long-lasting endocrine effect. 


CONGENITAL HEMIATROPHY 
ASSOCIATED WITH OTHER CONGENITAL 
DEFECTS 

BY 

W. L. CALNAN, M.B. 

Minimal bpdy asymmetry is very common in human 
development. Halperin (1931). in discussing normal asym- 
metry, states (hat the left side of the body is slightly larger 
than the right, particularly the cerebral hemisphere, skull, 
face, leg, and breast. When the inequality is such that it 
is noticed, at or soon after birth it constitutes one of the 
rarest congenital . abnormalities. The case reported here 
was associated tvith partial dental apiasis, cutaneous 
pigmentation, and talipes equinus. 

Case Report 

A girl aged 3 years 2 months was admitted to hospital in 
status cpilepticus. Subsequent investigation showed that this 
was due to whooping-cough with bronchopneumonia. The 
status cpilepticus was followed by a left-sided hcmiplcgi 
which cleared up completely after five days. The cerebn 
spinal fluid was normal. The Wassermann reaction wr 
negative in mother and child. 

The patient was a full-term second baby, and pregnancy an 
labour had been normal. The birth weight was 8 lb. (3.6 kg 
The child was bottie-fed. The father developed shingles aboii 
one week 'after the estimated date of conception. Botl 
parents are alive and well. There is no familial discas. 
or abnormality. At birth the child exhibited a vesicular erup 
tion on the left leg and on the dorsum of both hands. Thi 
condition lasted about four months and healed with sirring 
particularly on the left leg. The aetiology of this eruption r 
^uncertain and may have been a bullous impetigo. Browi 
pigmentation of the skin was also present at birth, and it ha' 
not altered in character or distribution. 

When the child was 3 months old the mother noticed thai 
the left leg was shorter than the right. At 1 year the child 
walked with a painless limp, and the left leg was considered to 
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be weaker than the right. At IS months she svas seen by an 
orthopaedic surgeon, who found I-in. (0.9S-cnt.) shortening of 
the left leg. Recently the mother has had difficulty in obtaining 
a pair of shoes to fit both feet. 

Examination 

The child is thin and has a small face with a receding chin: 
height, 3S in. (96.5 cm.); weight, 261 lb. (12 kg.). She is right- 
handed. Although moderate in degree, the smallness of the 
left leg is immediately noticed. No scoliosis is seen clinically. 

Head . — ^The left side seems flatter than the right, with narrow- 
ing of the left palpebral fissure. The ears and pupils are equal. 

Skin.-^Thcre is an increased amount of hair present on the 
left arm and leg. Scalp hair is equally distributed. Atrophic 
hairless scars are present on the left arm and leg, corresponding 
to the site of the vesicular eruption in infancy. Melanotic 
linear pigmented areas are present over the anterior part of the 
trunk on the left side, extending for 2 in. (5 cm.) down the front 
of the thigh. This pigmentation is also present over the lateral 
wall of the thorax on the right side. It does not show a somatic 
segmental distribution. There are no cutaneous naevi, no evi- 
dence of sclerodermia, and no difference in sweating on the two 
sides. 

Teeth . — Some deciduous and permanent teeth are absenL 
The distribution of the teeth is shown in Table T._. of the 
deciduous teeth, the lateral incisor and first molar are absent 
from the right upper and lower jaws, and the upper lateral 
incisor is absent from the left side. No deciduous teeth are pre- 
sent in the left lower jaw. Of the permanent teeth, the lateral 
incisor, both pre-molars, and the second and third molars are 
absent from the right side in both upper and lower jaws, and in 
addition the canine is absent from the lower jaw. In the left 
upper jaw only the medial incisor and first molar are present. In 
the left lower jaw the only permanent unerupted tcoth present 
resembles a canine in its radiological appearance, but it is well 
developed and calcified and shows some features of a lateral 
incisor. 

Table I 


e c a 


6 3 1 1 

1 6 

e c a 1 

1 a c d e 

6 I 1 

! 2(7) 


Deciduous teeth - Permanent teeth 

(calcified uncrup:ed) 


, Limbs . — ^The measurements are shown in Table II. The 
apparent smallness and shortening of the limbs on the left 
side are more striking than would be expected from the differ- 
ences in measurements. All movements of the left leg are 
weaker than those of the right A talipes equinus is present on 
the left side. Tilting of the pelvis when standing is seen clinic- 
ally and radiolo^cally. The difference in size of the long 
bones has been confirmed radiologically. Bone architecture is 
normal. The skull is normal radiologically. The bone age 
agrees with the chronological age, and no difference has been 
detected between the two sides. 


Table I\. — Mensiirements o) Limbs 


1 

Left 

Right 

Axms: 

Length of Y.hole arm 

2S-5'cm. 

29-0 cm. 

Circumference of upper arm 

16-5 cm. 


Circumference of forearm 

15-4 cm. 


Length of third finger 

5*8 cm. 

6*0 cm. 

Legs: 



Length of whole leg 

, 46*0 cm. 

47*6 cm. 

Length of thigh 

1 25-2 crn. 


Length of lov'er leg 

20-8 cm. 


Circumference of thigh 

29-0 cm. ' 


Circumference of calf 

18-7 cm. 1 


Length of foot 

14*5 cm. 1 


Half circumference of trunk at level of 
umbilicus 

26*5 cm, i 

' 28*0 cm. 


The child’s mental development is normal, and no abnor- 
mality was found in the central nervous system. 


Discussion 

In 1927 Kraus and Perkins reviewed the literature on 
hemiatrophy and collected 18 cases, of which only five were 
not associated with motor disorders such as hemiplegia and 
athetosis. They classified hemiatrophy into congenital, 
familial, and acquired types. The hemiatrophy may be 
partial or complete. The sex distribution is equal. Hemi- 
atrophy more commonly affects therieft side of the body, 
as opposed to hemihypertrophy, which is copnmoner on 
the right side. Later, Landauer (1939) was able to collect 
22 cases of partial or complete hemiatrophy, mostly in 
America. 

Mental defect and cutaneous abnormalities are common 
in cases of hemihypertrophy, but are rarely associated with 
hemiatrophy. 

Only one of the cases of hemiatrophy reported by Kraus 
and Perkins showed cutaneous abnormality. The case 
reported by Masten (1936) showed cutaneous pigmentation 
and defects of the nails of the fingers and toes on the 
atrophied side. 1 have been unable to find a previous report 
of dental aplasia associated with unilateral atrophy. There 
is no familial history of dental or cutaneous abnormalities 
in the present case. The distribution of the teeth that are 
present shows some degree of symmetry. 

The occurrence of transient hemiplegia affecting tire left 
side following convulsions suggests an abnormality in the 
right cerebral hemisphere. Unfortunately it was not 
possible to carry out encephalography in this case. Ross 
(1941) found cerebral atrophy in cases of infantile hemi- 
plegia. Penfield and Robertson (1943) examined cases of 
growth arrest and. atrophy, and at operation found lesions 
(e.g., scarring) in the post-central gvTUs of the contra- 
lateral cortex. The majority of their cases followed birth 
injury. 

The aetiology of congenital hemiatrophy is still obscure. 
In the above case the history of shingles in the father shortly 
after the estimated date of conception of the child may be 
significant. It is possible that the male germ-plasm w'as 
affected by the virus, and this may have caused a defect 
in the resulting embryo. The asymmetrv' is probably 
apparent very early in foetal life. Phisalix (1888) found a 
10-mm. human embryo which was asymmetrical. A case 
of congenital hemihypertrophy reported by Wakefield and 
Hines (1933) was associated with complete bilateral deaf- 
ness. No further details are given. 

Hemiatrophy is sometimes seen in chondrodysplasia 
(Ollier’s disease), which is essentially a condition affecting 
one side of the body. Certain features of the case of 
hemiatrophy repotted by Zondek (1945) were suggestive 
of Ollier’s disease. There was no such evidence in my 
case. 

Very few cases of congenital hemiatrophy without motor 
disorders are reported, but the condition is probably more 
common than a review of the literamre suggests. There is 
a considerable variation in the degree of asymmetiw' in the 
cases, and also in the extent to which this asymmetry 
develops with growth of the patient. Both sides of the 
body may grow at the same rate or the difference may 
increase. 

MTien the case is seen at an early age it is sometimes 
difficult to decide which is the abnormal side and whether 
the case is one of hemiatrophy or hemihypertrophy. 

The association of dental aplasia predominantly on the 
left and the left-sided talipes equinus, muscle weakness, 
cutaneous pigmentation, and transient hemiplegia indicate 
that the left is the abnormal side in the present case. 
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Summary 

‘^'’"Senilal hemiatrophy, associated with partial 
denial aplasia, cutaneous pigmentation, and talipes, is reputed* 
A possible actiological factor is mentioned. 

i am indcblcd to Dr. M. E. Edmunds for permission to publish 
this c.ase and for much helpful criticism and advice. 
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exceTs "of ^n'^ papillaris contains an- 

xcess or tree and fixed cells and many melanopborcs ” The 

mepaenne patch-test was negative. Soon after stSg an IS 

faSn he nggravated. 

fLt whrh ’’»rn>ns irritation of the hands and 

h? siSeli j^!t^ T P';‘='''°“5ly been affected. About this time 
he suddenly developed mental symptoms of a schizoid type, 
Xvtth confusion and excitement. ‘On stopping the drug the 
mental condition rapidly returned to normal and the skin to 
tts former state. Mental symptoms have been seen in cases 
of mepaenne intolerance (Gaskill and Fitz-Huch. 1945 ; British 
Medical Journal, 1945; Duncan Shiers, 1946). 

A^variety of local applications and vitamin therapy appeared 
to have no specific effect, and this has been the general 
experience (Sulzberger and Baer, 1945). A year later the lesions 
were still present but, showed considerable improvement, and 
the pigmentation was less intense. 

Comment 


Medical Memoranda 


A Case of Mepacrine Dermatitis 

The following record is of interest because- of several 
features not previously reported. 


Case Report 

The patient was a private in the R.A.M.C., aged 36, with two 
years’ service. He had previously been a plumber. In 
November, 1946, he had a generalized rash, most pronounced 
over the shoulders, loins, buttocks, internal aspects of fore- 
arms, and external aspects of legs. The axillae, palms, and 
soles were, free. The rash consisted of deeply pigmented 
macules with petechiae, mainly in line with the ribs, and a 
keratotic follicular spiny clement giving rise to a “nutmeg- 
grater" skin, chiefly present on the back. The nails were 
exfoliating and discoloured, and showed a pronounced heaping 
up— the so-called Beau line. The hair was thin on the scalp, 
and the outer third of the eyebrows had disappeared. There 
were some lichcn-planus-like lesions of the mouth. No com 
plaint of itching was made. The eruption had been present 
for three months. 

The rash began on the waist' after prickly heat at Singapore 
in March, 1946. It rapidly spread to the arms, legs, feet, 
and forehead. The eyebrows and scalp hair began to fail at the 
same time, and the nails were also affected. The rash, ongmallj 
red and irritating, soon developed into rough scaly 
had reached its present static state a month later. The patien 
had taken mepacrine for six months ^nd had been m India for 
eight months before the eruptioh appeared. He had no! "®*'" 
any irritation from khaki. The eruption had been diagnosed 
in Singapore as tropical lichenoid dermatitis. ^ , • f 

He had suffered from backache and pains in the loins for 
the past six months, but had not had any other disea . 
mother has had a scaly rash of uncertain origin on Per tees 
for many years. He complained of malaise and poor P. ' 
On examination the B.P. was 120/65 nim. Hg* 
abnormal was found in the heart and lungs, abdo , 
C.N.S., lymphatics.’ and upper respiratory tract, ; 

no albumin, sugar, bile ; no deposit. Kahn tes 
negative. B.S.R., 8 mm. -in one hour. A biooo 

count showed: Hb, 118%; red cells, 5,500,500 ; C.I., l-O-. 
white cells, 6,600 (polymorphs 56%, lymphocytes 37 ^, mono- 
cytes 2%, eosinophils 5%). Platelets numbered 720,000 per 
c.mm. A radiograph revealed some calcified areas in tlie nem 
base, but no evidence of active infiltration. The heart sna _ 
was normal. The Hess tourniquet lest was negative, user 
function shown by the Quick and Schlesinger tests was norma . 

A skin biopsy was done and the pathological report sta e 
“ There is an increase in the stratum comeum. The granular 
layer appears more distinct than normal. There is considera 


.'ptere seems to be little doubt that in this case mepacrine 
was the cause of the dermatitis. The .association of the 
skin condition with cerebral symptoms lias not previously 
been described, and the nail dystrophy, which was such 
a pronounced feature, has not received much atten- 
tion. Pigmentation (Lutterloh and Shallenbcrger, 1946) 
and loss of nails (Wilson, 1946) have been mentioned as 
occurring, while it is known by fluorescence under Wood’s 
light that mepacrine is excreted in the nails (Kierland e/ a/., 
1946). In the present case the Beau line of the nail corre- 
sponds in date with the first acute appearance of the 
eruption three months before. Growth of the nail has been 
normal since. Especially noteworthy is the long continu- 
ance of the eruption since cessation of the drug IS months 
ago. 

Acknowledgment is due to Dr. J. E. M. Wigley and to 
Dr. I. Muende for help in the investigation of this case, and 
to the War Office for permission to publish. 

G. ^I. V. Clarke, M.B., B.S., A.R.l.C,, 
Graded Dermatologist, R.A.M.C, 
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Rheumatic Pericarditis with 
Hyperpyrexia 

It is stated by Miller in the British Encyclopaedia of 
Medical Practice that “rheumatic hyperpyrexia has now 
virtually disappeared. When it occurred it was almost 
always associated with acute pericarditis and was at one 
lime usually fatal. It was always much commoner in 
adults than in children.” 

The following report of the case of a young soldier in 
which the temperature reached 109.2° F. (42.9° C.), with 
recovery, may therefore be of some interest. 

Case Report 

A signalman aged 19 was admitted to a military hospital on 
Dec. 11, PJM, complaining of pains and stiffness affecting the 
wrists, knees, and ankles. He had had quinsy in childhood, 
hernia' at 13, and appendicitis with peritonitis in July, 1947. 
There ""as no history of scarlet fever, rheumatic fever, or 
crowing pains. 
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He had been quite well until the evening of Dec. 9, when he 
suddenly felt tired, shiveiy, and generally "out of sorts,” and 
complained of sore throat and pains in both shoulders and 
upper arms. Next day these symptoms were still present,,\vith 
frontal headache and dizziness on moving about. On Dec. 11 
he started to get pains and stiffness in the knees, ankles, wrists, 
and elbows. He noticed that his left knee was swollen. He 
vomited twice that day. On admission-to hospital he felt wetifc 
and ill. his throat was still sore, and the joint pains were still 
severe. He had also constant dull pain in the precordial area. 
His appetite, normally good, had been poor since the onset of 
symptoms and he had become constipated. There was no 
cou^ or sputum nor were there any urinary symptoms. 

On examination he was flushed and ill, the tongue was moist 
and coated, and the throat slightly injected. The mucosae were 
normal. No rash, no palpable nodes, and no cyanosis or 
clubbing were present. The temperature was 100° F. (37.8° C.), 
pulse 94, and respirations 20. The heart was not clinically 
enlarged. The heart sounds were normal at all areas ; there were 
no murmurs. The blood pressure was 130/75. 

Respiratory system : no dullness ; sounds vesicular all areas ; 
no adventitious sounds. The abdomen was lax, with some 
tenderness in the left upper quadrant. The liver, spleen, and 
kidneys were not palpable. The central nerx’ous system showed 
ho disease. There was pain on passive movement of wrists, 
elbows, knees, and ankles, with redness and swelling of the left 
knee. The urine showed no abnormality. On x-ray examina- 
tion the heart and luncs appeared normal. White blood cells 
numbered 7,300 (N. 77“,',, L. 18%, M. 3%, E. 1%. B. 1%). Acute 
rheumatism was diagnosed and salicylate therapy started. 

Progress. — The joint symptoms responded to salicylates, and 
after the first few days in hospital the patient was free of joint 
pains and stiffness. The p>Texia, however, gradually increased. 
On Dec. 17 a pericardial friction rub was audible over the 
greater part of Ute cardiac area. The temperature was 102° F. 
(38.9° C.). On Dec. 19 the area of cardiac dullness had 
increased and the rub had disappeared. X-rzy examination 
confirmed gross cardiac enlargement with pericardial effusion. 
By Dec. 20 the pyrexia had become remittent in type, reaching 
104-105° F. (40-40.6° C.) each evening. IrSTiite blood cells 
numbered 21,000 (N. 89%. L. 9%, M. 2%). 

On Dec. 23 blood culture was sterile. Agglutination tests for 
the enteric group of organisms and Brucella abortus and 
Brucella luelitensis were negative. Pericardial puncture yielded 
20 ml. of evenly blood-stained serous fluid. Films showed 
lymphocytes and polymorphs in equal nembers, and no 
organisms. Culture was sterile. 

■Despite negative findings it was deemed advisable to start 
penicillin therapy — 50,000 units three-hourly. There was no 
response to chemotherapy. The temperature continued to swing, 
reaching 106.4° F. (41.3° C.) on Dec. 25 and 109.2° F. on 
Dec. 26. Immediate cold sponging and the application of ice- 
bags lowered the temperature to 105° C. (40.6° F.) within fifteen 
minutes. 

On Jan. 2, 1948, the patient was unable to take fluids and 
became very dehydrated. Chlorides disappeared from the 
urine. 

A'-ray examination showed gross pericardial effusion hiding 
the lung as far up as the second rib anteriorly, with opacity of 
the lung above, due to collapse. He was given intravenous 
saline and by Jan. -5 the dehydration had improved and be was 
again taking fluids orally. Further needling of the pericardium 
yielded similar blood-stained fluid containing a moderate 
number of white blood cells, mainly lymphocytes. Both these 
specimens gave no growth on culture for acid-fast bacilli. From 
this date the temperature gradually fell from 103-105° F. 
(39.4-40.6° C.) to normal. 

On Jan. 15 x-ray examination showed some diminution of 
the heart shadow and there was a definite improvement in the 
general condition. Blood examination showed: red cells, 
2,560,000; Hb. 8 g. % ; M.C.H., 31 r/: white cells. 5.900 
(N. 51%, L. 42%, M. 7%). 

Convalescence continued satisfactory over the next four 
months, apart from a raarked’degree of anaemia which responded 
slowly to iron therapy. On May 10 the patient was transferred 


to a hospital near his home. His general condition was excel- 
lent and he had put on a considerable amount of weighL 
Clinically the heart was not enlarged, the heart sounds were 
normal, and no murmurs were audible. A radiograph showed 
the heart shadow to be within normal limits. The B.S.R. was 
28 mm./hr. Blood examination showed; red cells, 4,300,000; 
Hb, 10.7 g. % : M.C.H.. 22 ; white cells, 9,400 (N. 62%, 

L. 31?i,M. 5%, E.2%). 

I am indebted to Lieutenant-Colonel E. H. P. I,assen, RAAI.C., 
for permission to publish this case, and to htajor T. B, S. Dick, late 
RA.M.C., for assistance and advice. 

Dougl.xss W. Taylor, M.B., Ch.B., 
Captain, RA.M.C. 


Self -castration 

The following case seems to be rare enough to justify 
publication. 

Case Report 

A man aged 34 was brought to the casualty department by 
ambulance on July 10, 1947, at 8.50 p.m. He stated that he 
had removed both his testicles with a razor two hours 
previously ; he was an epileptic, and had been told that castra- 
tion would effect a cure. He appeared to be healthy and 
robust, and in complete possession of his senses. He had a 
severe lacerated wound of the scrotum, which was not bleeding 
very severely. He was not at all shocked, and was very garru- 
lous. He seemed quite well satisfied with his action, which he 
had been contemplating for some time. This was evidenced by 
such statements as, “ Well, I have done it now, doctor." 

On examination the scrotum had a large lacerated wound 
on the anterior wall, which had been literally ripped open. 
Both compartments of the scrotum were filled with blood clot, 
making it difficult to assess the amount of trauma lo the cord 
and soft tissues. He had his testicles in a small cloth bag, 
which he stated was his " money bag," and this was rolled up 
in the front of his vest. He produced these with an air of 
great satisfaction. The calmness with which his actions were 
performed was very remarkable. 

In order to gain sanction for the necessary operation the 
patient was solemnly asked if he would sign the following state- 
ment: "I state that I cut my testicles out 

to-night with a razor blade, and I consent to an operation." 
This was done before operation to provide legal cover in the 
even of any subsequent action after the patient had realized his 
deformity. 

At operation the lacerated ends and the bleeding-points of 
the spermatic cord were secured and ligated and the scrotum 
was closed with a small drainage-tube. He was treated with 
penicillin and made a good recovery from the effects of the 
operation. The wound healed within two weeks. 

In view of the comment excited by the case, and as he was 
obviously an undesirable patient to keep in the general ward 
of a hospital — he made no secret of his act. and was indeed 
rather proud of himself — ^he was transferred to the county 
mental home next day. He was subsequently shown at a 
clinical meeting, when his attitude had not changed. Up to 
the time when last seen /July, 1948) he had had two fits, but 
was under suitable mental treatment. 

R. D. N. Bisset. F.R.C.S., DA. 


According to the Manchester Guardian a report presented to 
the Leeds Exeentive Council showed that during the first nine 
months of the National Health Service in Leeds the general 
medical services cost £372,094. prescriptions £224.097, general 
dental services £280,751, ophthalmic sendees £173,397, and 
administratiDn £15,670. The total expenditure of more than 
one million pounds was equal to £2 a head of the population. 
The 484.000 people on doctors’ lists shared more than two 
million .prescriptions, obtained 35,500 pairs .of glasses, had 
75,000 sight tests, and paid 48,663 visits to the dentists. 
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ear, nose, and throat 

liCchit if 

ilhmrmion.. 25s.) / Bristol ; Jo!,n'’w4hrand S^n"s. ^^948 

k By Georges 

■ .Mnssrci cfe'!' ?94k 2.500 francsf) Parf; 

t’riu.n' Pn'r book, hailing from Sydney, is 

subject. No controversial theories are discussed, nor are major 
opcraiions described : the subject matter is simple and practical. 
The first chapter describes the examination of the nose, throat, 
and car. with helpful illustrations, and gives several “ tips ” for 
the comfort of the p.aticnt and the success of the observer. The 
coloured plate depicting various appearances of the tyrnpanic 
nicmhranc is good, though one of them might with ^tdvantage 
haNC shown a marginal perforation. Hearing tests are briefly 
dismissed; after advocating the spoken word as the most 
practical test and mentioning gramophone audiometry, it seems 
a pity the author added the forced whisper and the watch 
test. Tlic explanation and illustration of the labyrinth tests 
are good, 

Tncrc follow sections devoted to the diseases of the individual 
parts of the upper respiratory tract, beginning with the throat. 
The operations for removal of tonsils and adenoids are fully 
described and illustrated. In the discussion on retropharyngeal 
abscess and its treatment mention of such a rare complication 
as erosion of the internal carotid seems out of place. Again, 
in describing syphilis of the pharynx the author states. “A 
primary lesion takes the form of a shallow and slightly 
indurated ulcer." In this country a primary syphilitic lesion 
of the pharynx is extremely rare and does not take the form 
of an ulcer. Exception may also be taken to lack of emphasis 
that tuberculous ulceration of the pharynx is only seen as a 
complication of advanced phthisis. 

The section on the nose and sinusitis wisely" recommends 
a conservative line in treatment, that every effort should be 
directed to restoring the nasal lining to normal. For chronic 
sinusitis standard operations are advocated, but an external 
fronlO'Clhmoida] operation surely may be classed as a major 
procedure. In several instances antibiotic chemotherapy is 
advised, but is given second place to surgery. Again, it is 
unfortunate the author states that a common cause of head- 
ache of nasal origin is reflex irritation from sharp septal spurs 
and ridges, a view long abandoned in this country. 

The next part deals with the ear. and is perhaps the b®st in 


S\S'Lle?seen = ‘be student 

instructions exactly eSTneTl'^’ followed the 

qualely. The method nf laf ‘broat ade- 


the passage of the Eustachian catheter 

larvn?^ i mouth and pharynx; 

ry , trachea, and bronchi ; oesophagus • 
examinations. ’ 


IS given eight pictures. 

1 pharynx ; 
laboratory 


■ ^®5OTPh'on of the examination of. the ear is detailed 
profuse y Illustrated, and includes the anatomy and physiSilogy: 

explain the internal ear there are several reproductions of 
microscopical sections. Functional examination of hearing is 
fully discussed, and the analysis of the reactions of the labyrinth 
occupies many pages, every stage being shown in photographs. 
Radiography of the mastoid is demonstrated in various posi- 
tions. The same meticulous care and detail is devoted to the 
examination of the nose and naso-pharynx. The author uses 
a special naso-pharyngoscope and a sinuso-pharyngoscope 
ivith which the cavity of the antrum can be studied. 

The section on the mouth and pharynx includes a description 
of sialography and explains how radiographs of the pharynx and 
the teeth should be taken. Chapters on the larynx, trachea, 
and bronchi open with a detailed account of the anatomy (as in 
all other sections), after which the voice and the use of liic 
stroboscope are considered. There follow a great number of 
illustrations of various methods of direct examination, includ- 
ing the suspension laryngoscopy of Killian, which is now 
rarely used in this country. The gastroscope also has a pl.ice 
in this part of the book. 

The work ends with a full description of laboratory methods, 
which is not considered necessary in English books on the 
specialty. The compilation of this tome, the work of one man. 
must be regarded as a fine achievement. 

W. M. Mollison. 


PSYCHOBIOLOGY 

Psychobiohey and Psvcliialry. By Wendell Muncic, M IJ 
Second edition. (Pp. 620; 70 illustrations. £2 5s.) London 
Henry Kimpton. 1948. ^ 

Psychobiology is a school of psychiatry initiated by Dr. Adoli 
Meyer. Under Meyer’s leadership the HeniY Phipps Chnu > 
the Johns Hopkins Hospital became a teaching centre of mtci 
national repute. Many teachers in key positions in this countr . 
studied there under Meyer, whose doctrines have thirctoi. 
exercised an important influence on British psychiatry 
Psychobiology has three significant aspects : a philosopii, 
a mode of approach to the patient, and a framework for clmu ■) 


the book. The pages on mealitis are excellent ; obviously me j „jp,jon_ prom the philosophical point of view it is 


author has had very wide experience of ev'ery variety. His 
advice on chemotherapy in acute otitis media is exactly wna 
is needed by the student. In the description of acute mastoiditis 
the indications for operation are good, but should include 
deafness and facial paralysis. Lastly comes the section on 
the larynx. Acute and chronic laryngitis are described, oo 
one complication of the former — ulceration and perichondritis 
— is surely too rare for inclusion. The discussion on paralysis 
of the cords is the weakest part of the work. There is no 
.'description of the muscles that move the cords, and one 
sentence must leave the student in doubt whether only the 
left recurrent nerve passes round the aorta. Further, a page 
of pictures of the larynx to show the various positions 
cords in different kinds of paralysis is upside down. There 
follows a good description of the operation of tracheotomy. 
Other chapters discuss foreign bodies in the air and food pas- 
sages, diseases of the oesophagus (with good x-ray pictures), 
internal-ear deafness, and the use of hearing-aids. 

In L'Exploration Clinique en Oto^Rhino-Laryngologie Docteur 
Georges Portmann asserts that the clinical approach to the 
patient is vital, and unless the doctor has this clinical know'Jcdee 
all his scientific learning is useless. He emphasizes throuchoul 
the importance of symptoms and signs, and this monumental 


mtiru'-tii.. 


demanding that the individual should be treated as a unity .uk, 
not in the separate categories of body and mind ; and ii ni.uiv 
tains that the laws of behaviour are distinct from, and of a 
higher order than, those of physical medicine, as the Liws of 
chemistry are not directly to be derived from the coplopi^ dI 
physics but have a validity of their own. The psychobiologiLul 
approach to the individual patient is mainly directed to .m 
effort to understand his behaviour as the resultant of p,.,t 
experiences and present circumstances. Mjntal disorders oc 
conceived as reactions; the approach is biographical, ihe ...n- 
cepts employed are dynamic. Allowance is made for r 
‘ and constitutional factors : but every attempt is made u, 
for as large a part as possible of the total pic'ure 
what is individually rather than generally signdls 
is that such concepts as that of the ’• cndoc'emui. 
come to have little meanm^ and^even the spc-cifl. 


or ■ ,nic 
j;ni 
in t^ri, - (if 

inr 


it 

oils”' p .;,t,l-,0scs 

cf 

organic stales tend to become submerged under ernphdsjs 
civen to the total reaction of the indiMduul. 

Standinc midway between Ihe cla'-sical ps'.cliuir^ I'.hich 
stems from Kraepciin and the pan-ps>chic t! cones dcsclopcd 
by the psycho-analysts, psychobiology has been .is-.,, led from 
both sides. From the point of view of the former, ,is prin- 
cipal iveakness is that it leaves little room for the Tcsibc 
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states derived from organic process and hereditary predisposi- 
tion. The strength it gains in therapy is lost in the fields of 
diagnosis and prognosis. As the individual patient always 
remains an individual, features shown in common by groups 
of patients receive scant attention. It has accordingly proved 
remarkably sterile in stimulating research, and in this respect 
cannot be compared with cither neo-Kraepelinian psychiatry 
or psycho-analysis. From the psycho-analytic side it is 
criticized for the insufficient emphasis it places on the uncon- 
scious and for its neglect of free association as a technique 
of investigation and treatment. In the United States its posi- 
tion has become weaker, and it seems that it will disappear 
under the rising tide of adherence to the Freudian school. 
Nevertheless.it has important advantages over both the opposed 
trends. It has corrected the too static concepts of the older 
psychiatry, and has especially fructified the study of the 
neuroses. In this field some of its concepts are indispensable, 
and it is probably the best available discipline for the student 
of psychotherapy. Compared with psycho-analysis, it has the 
great advantages of retaining the medical viewpoint and of 
being balanced, scientific, and undogmatic. Every student of 
psychiatry, no matter to what school he is drawn, should read 
Dr. Muncie’s exposition. 

ELtor Slater. 

FEMALE SEX HORMONES 

Die wciblichcn Sexualhonnone in der Pharmnkothcrapie. By O. 

Muhlbock, H. Knaus, and E. Tseheme. (Pp. 300; illustrated. 

24.S0 Swiss francs.) Bern: Medizinischer Verlag Hans Huber. 

This book on therapy by female sex hormones is one of a 
series intended to discuss the treatment of individual diseases 
and the uses of various therapeutic substances. It opens with 
a section on the biochemistry, physiologj', and pharmacology 
of oestrogens and progesterone. The chemical structure, pre- 
paration, site of formation, and metabolism of the steroids are 
dealt with in turn, and methods of chemical and biological 
assay are mentioned. A brief description is then given of the 
action of the, hormones on the reproductive tract and other 
organs in the body. This general introduction adequately 
fulfils the authors' intention of providing a summary of reason- 
ably accepted knowledge for practising doctors. 

The second part of the work is concerned with the use of 
female sex hormones in clinical practice. It is illustrated by 
clear diagrams and describes the hormonal treatment of 
menstrual abnormalities, pregnancy, and sterility. The methods 
proposed do not conflict with current practice in this country. 
The final section treats of the use of oestrogens in endocrine 
disorders, in circulatory disturbances, and in dermatology, 
urology, psychiatry, and other branches of medicine. Much 
of this matter consists of summaries of uncontrolled observa- 
tions reported by clinicians who on purely empirical grounds 
have found oestrogens beneficial. This section may provide 
ideas for treating refractory cases, but it is not based upon 
sufficient scientific knowledge. It is remarkable that the 
strikingly successful use of oestrogen in the palliative treatment 
of cancer of the prostate is not mentioned at all. 

P. L. Krohn. 


The third edition of Handbook of Orthopaedic Surgery, by A. R. 
Shands and R. B. Raney (pp. 574; 159 illustrations; 56.00 or 
£1 12s. 6d. St. Louis: The C. V. Mosby Company; London: Henry 
Kimpton), has apparently been found of great value as an adjunct 
to undergraduate orthopaedic study in the United States, where many 
of the leading medical schools dispose of the subject in twenty-four 
lectures of an hour's duration. Accordingly, this work is divided 
into twenty-four chapters, which provide a sound and comprehensive 
outline of orthopaedics. The book is excellently produced and 
beautifully illustrated, with the exception of the radiographs, which 
are generally not reproduced photographically but represented by 
artists' drawings. Although this has been done to eliminate 
unnecessary de'.ail it introduces a confusing element of unreality. 
The work'is naturally deficient on those aspects of orthopaedics 
which in any case cannot be leamt from books — namely, after- 
treatment and splintage. One of the best features is a really excellent 
bibliography, providing a valuable " source book ” of orthopaedics, 
a feature which will appeal greatly to the postgraduate student. 
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The Sfental and Physical Effects of Pain. By V. C. NTcdvei, 
M.D., M.R.CP. (Pp. 59. 3s.) Edinburgh: E. and S. Lhincstons. 
1949. 

Some Notes on Galen* s Anatortty. By W. L. H. Duckworth, 
MJV., M.D., Sc.D. (Pp. 42. 2s. 6d.) Cambridge: W. Hefter. 
1949. 

Minutes of the Denial Board of the United Kingdom, 194^. 
VoL 27. (Pp. lOI, No price.) London: Constable. 1949.. 

Haemoglobin. Edited by F. J. W. Roughton and J. C. Kendrew, 
(Pp. 317. 40s.) London: Buttenvorth. 1949. 

Modern Practice in Psychological Medicine, 1949. Edited 
by J. R. Rees, M.D. (Pp. 475. 50s.) London: Butienvortb. 1949, 

hehrbttch der Gebtirtshilfe. Pan 11’ Pa'hologie- By H- 

Martius and others. (Pp. 1,196. M 72.) Stutteart: Georg Thieme. 
1948. 

Death Be Not Proud. By J. Gunther. (Pp. 212. 75, 6d.) 

London: Hamish Hamilton. 1949, 

A Dictionary of Scientific Terms. By I. F. Henderson, M.A., 
and W. D. Henderson, B.Sc., F.R.S.Ed. 4ih ed. by J. H. Kenneth, 
M.D., F.R.S.Ed. (Pp. 480. 32s.) London and Edinburgh: Oliver 
and Boyd. 1949. 

Principles oj Psychiatric Ntarsing. By M. E. Ingram. 3rd ed. 
(Pp. 525. I9s.) Philadelphia and London : W. B. Saunders Com- 
pany. 1949. 

Modern Contraception. By P. M. Bloom, M.B., Ch.B. (Pp. 46. 
2s.) London: DcUsle Limited. 1949. 

Essentials of Orthopaedics. By P. Wiles, M.S., F.R.C.S., 
PA.es. (Pp. 486. 42s.) London: J. and A. Churchm. 1949: 

College Zoology. B>‘' G. W’, Hunter, Ph.D.. and F. R. Hunter, 
Ph.D. (Pp. 821. 27s. 6d.) London: W'. B Sau.nders. 1949. 

Blood Trattsfusion, Edited by G. KeyT.ss, MA., M.D., F.R.C.S. 
(Pp. 574. 52s. 6d.) London: Simpkin .Marshall. 1949. 

Textbook of Obstetrics and Obstetric Nursing. By M. M. 
Bookmiller and G. L. Bowen, A.B., M.D. (Pp. 737. 22s. 6d.) 
London: W. B. Saunders. 1949. 

Post'traumatic Epilepsy. By A. Earl Walker, M.D. (Pp. 86. 
I5s.) Oxford: Blackwell Sdentific Publications. 1949. 

Climeal Orthoptics. By M. E. Kramer. (Pp. 475. 40s.) London: 
Hcniy Kimpton. 1949. 

Fractures and Dislocations. By E.. O. Geckeler, M.D. 4th ed. 
(Pp. 370. 27s. 6d.) London : Baillie'c, Tindall and Cox. 1948. 

The Nitrsery Age. By H. M. Cousens, S R.N., Pa.S.C.N., S.C.3i-L 
(Pp. ISO. lOs. 6d.) London: Faber and Faber. 1949. 

Plaster of Paris Technic. By E. O. Geckeler, MX). 2nd ed. 
(Pp. 220. 16s. 6d.) London : Baiihere, Tindall and Cox. 1943. 

Forensic Medicine. By Sir S. Smith, C.B.E., M.D., FX..C.P., 
D.P.H., and F. Smith Fiddes, O.B.E., M.D. Sih ed. (Pp, 659, 
30s.) London: J. and A. Churchill. * 1949. 

Clinical Aspects and Treatment of Surgical hfeclions. By 
F. L. Meleney, M.D^ PA.CS. (Pp. 840. 60s.) London r W'. B. 
Saunders. 1949. 

Clinical Roentgenology of the Digestive Tract. By M. 
Feldman, M.D. 3rd ed. (Pp. 901. 44s.) London : Bailliere, Tindall 
and Cox. 1948. 

Mayo Clinic Diet Manual. By the Commiuee on Dietetics of 
the Mayo Clinic. (Pp. 329. 20s.) London : W'. B. Saunders. 1949. 

Semiologia Radiolbgica de la Colttmna Vertebral, By L. R. 
Badia. (Pp. 101. No price.) Barcelona: Byp* 1949. 



62 Jui.Y 9, 1949 


THE ANNUAL MEEJING 


Bwnyii 

Medical Journal 


BRITISH MEDICAL JOURNAL 

LONDON 

SATURDAY JULY. 9 1949 


of three were given to the scientific sections, an innova- 
tion introduced by the honorary local science secretary. 
Dr. J. V. Wilson, to whom the B.M.A. is much indebted 
for the first-class and varied intellectual fare last week. 
The Sections were very well attended, and in most of 
them there was time and scope for discussion. 

Before the main body of visitors arrived the Annual 
Representative Meeting, , at which there was a record 
attendance, had spent three and a half' days in debate 
on the various matters now preoccupying the mind of 
the profession generally. In fact the agenda was so 
heavy that, in spite of the efficient conduct of the busi- 
ness by Dr. E. A. Gregg, the Chairman, there was not 
enough time left on the last morning to deal adequately 
with many important committee reports. Two subjects 
stood out in the meeting, on one of which there was 


THE ANNUAL MEETING 

Last year the Annual Meeting was held at a time when 
the medical profession was full of anxiety about the 
introduction of the National Health Service. It was fit- 
ting. therefore, that the B.M.A. then met in an ancient 
university town, where it could be reminded that the ' agreement and on the other of which there 

advancement of learning was something but little affected disagreement. On arbitration the Representative 

by the shifting political scene. In spite of difficulties enthusiastically followed the lead given to it by 

those responsible for arranging the Cambridge meeting Q„y jjain^ and comment on this appears in 

set a \'cry high standard for those who were to succeed another leading article. On the organization of the 
them as hosrs year by year. The Harrogate Division, g the R.B. once more found itself with a divided 
under the new President of the B.M.A., Dr. C. W. Curtis proposals before it were the result of the most 

Bain rose to the occasion with conspicuous success, and tj^orough examination by the Organization Committee 
the meeting last week had much of the flavour and ' the Council. The debate on this, which was 
atmosnhcrc of annual meetings held before the war. f„i,y reported in last week’s Supplement, at least shows 
rJorrnoafc tumcd out to be an ideal place for a con- representatives take a lively interest in the question 
iarrogai only- was the setting full of the B.M.A. should adapt its structure to changing 

, and good rather, but the buildings in which conditions. Apart from the question of how. for 

f L was conducted and the visitors vvere lodged ,^,n,p,e, members should be elected, the desire 

business was con representation on the 

were so ^ ^ ^ „ne to another without Council of the B.M.A. This is understandable and sup- 

tl.al .1 was easy 10 pa f class be asked 

faugue and on foot mi a ,„yent an increase of size makes for an rncrcasc ot 

smoothly IS indeed a tribute t ^ „ y 

organization behind it Dr ana ,l ,s p,obablc lhai a special 

delightful and ““““”‘”5 pf He burden „presentative meeling will have to be called to look 

local general secretary faUs mu important problem. The mcciing. 

of organization, and m I’'; tad found p„oecupied as it was with the present and the Imiire. 

OEBcer of Health for Ha™gate. the Dm P a„d earnestly considered how 

- • I ,1. fnr the lOb. -• aI® ^do auij * r ^ ^ thnQf* mmirnl mrn 

Sr ?®A Best Mr % V Pearce. Dr. T. G. Reah, and 
Dr. 1. A. ocsi, rvn. a . anH enter- 


Dr. 1. A. oest, mi. a. ^ . , , 'ntpr- 

Dr. L. J. Prosser in providing for the 

tainment of the guests not only from this ^ 

also from overseas. The 

Mayor. Councillor Mrs., M. Fisher, J. . 

obviously in the closest co-operation wi 

medical, profession to make the' week - m H g 

memorable and enjoyable. 

If Harrogate was a social success, it was no ® 
success intellectually. 'One of the P^ncipal reasons 
holding the meeUng is to provide through t e sci 
sections an opportunity for the visitors o 
luthorities what they know and thi^ about cu 
medical progress. For' the first time four days instead 


best it might commemorate those medical men and 
women who lost their lives in the war. It decided finally 
to adopt the Council’s suggestion that there should be 
a visible and permanent memenal in lire shape ,.1 a 
fountain in the courtyard of B.M.A. House. Tan, lock 

Square. 

No meetin'^ of professional men is complete -.Mihout 
the ceremoniri and ritual which give it cohesion, strength, 
d disnity In spite of the heat of the day a large 
SLssion wended its way to the church on Tuesday, 
h e it had the privilege of hearing a sermon by the 
irehbishop of York. The Adjourned Annual General 
meeting was once more, and this time '.-.uh greater sig- 
nificance made colourful by the introduction one b> one 
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of delegates from overseas. On this occasion the 
Gold Medal of the Association awarded to the late 
Dr. John W. Bone, who for many years held office, 
including that of Treasurer, in the B.M.A., was presented 
to his son, Mr. Alan W. Bone. The popular lecture at 
the conclusion of the meeting was attended by a full 
gathering of the people of Harrogate to hear Dr, Charles 
Hill's well-known voice on the subject of “Health and 
Happiness.” 

At each annual meeting the Association, in electing 
its President for the coming year, also chooses the man 
as President-Elect who is to be the next to preside over 
the B.M.A., the choice this year being Professor T. P. 
McMurray, the well-known orthopaedic surgeon in 
Liverpool. If Liverpool succeeds in emulating the 
example set by Harrogate then we may be sure that 
the large numbers who attended this year’s meeting will 
be present next year in a countj’ whose rivalrj’ with 
Yorkshire has been told so often in the history books. 


ARBITRATION 

During the second reading debate on the National Health 
Sers’ice Bill in May, 1946, Mr. Greenwood, replying for 
the Government, pointed out that the Minister was given 
“ power to prescribe by regulations the conditions of 
service and remuneration of those employed in the 
National Health Service. He went on to say that Mr. 
Sevan’s intention was to use “ the familiar machinery 
of discussion and negotiation nith employees” before 
prescribing terms of service or rates of remuneration. 
Where suitable machinery' existed it would be used with 
such adaptations as might be necessary'. “ Vtffiat my 
right hon. friend [Mr. Aneurin Bevan] has in mind where 
there is no machinery is to set up some machinery’ of the 
Whitley Council type, behind which there may be pro- 
vision for agreed reference to arbitration.” In view of 
what has happened since, we should draw attention to 
the words “may” and “agreed.” In May, 1948, the 
Minister agreed that after the inception of the Service it 
would be open to the profession to raise through Whitley 
machinery the question of betterment It was because 
of this that the cha'irman of Council, Dr. H. Guy 
Dain, was able to persuade the medical profession to 
enter the National Health Service. A document set- 
ting forth the Government’s proposals for Whitley 
machineiy' was sent to the B.M.A. in October, 1947.^ In 
this the following statements appeared ; “ It will suffice 
here to say that, while the Government hopes that the 
normal working of Whitleyism will minimize the neces- 
sity for arbitration, it is anxious to accord the fullest 
rights to arbitration subject to the preservation of the 

* British ^fcd^cal Journal Supplemem, April 23, 1949,237. 

2 Ibid., April 23. 1949,237. 

^ The Times, June 2i'>, 1949. 

* British Medicji Jourr.zl, 1949, t, 762. 

5 Ibid., 1949, t,94S. 


Government’s prerogatives. A code of conduct is 
unlikely to be arbitrable, but a simple proposal for a 
change in wage or salary rates almost certainly is." (Our 
italics.) But when representatives of the General Medi- 
cal Services Committee went to the Ministry of Health 
in April of this year and asked whether the question of 
remuneration for general practitioners could be raised 
through Whitley machinery' and, in the event of dis- 
agreement, if recourse could be had to arbitration, it 
received this reply ; “ It must not be assumed without 
further discussion that participation in the Whitley 
machinery necessarily involves, in the event of disagree- 
ment, the right to resort compulsorily to arbitration on 
all subjects.”" 

The Minister is under a moral obligation to provide 
machinery for arbitration in the event of disagreement 
on the remuneration of those medical men and women 
working in the National Health Service. What better- 
ment factor should be applied to the remuneration of 
general practitioners and consultants and specialists so 
as to carry out the recommendations of the Spens 
Reports is now being discussed. In the event of dis- 
agreement it is imperative that the right to arbitration 
should be granted and Ministerial promises thus be met. 
As Sir Lionel Whitby pointed out in a recent letter to 
The Times^ under Qause 12 of the Amending Bill, the 
Minister of Labour has the power to refer disputes to 
arbitration and is unlikely to do this if the Minis ter of 
Health does not want it to be done. Sir Lionel asks 
why the Government have gofie back on their pledge and 
are proposing to treat professional workers less fairly 
than the rest. He points out that the implications of the 
Government’s attitude are far reaching, as more and 
more professional workers are becoming employed by the 
State indirectly or directly. This is not a question afiect- 
ing only medical men and women, and it is because of 
these wider imphcations that the medical profession must 
press for a satisfactory settlement of a matter which 
weekly becomes more confused by this or that interpre- 
tation of this or that mechanism. As the Secretary of 
the Association pointed out at Harrogate, the profession 
had been promised that the voluntary arrangements 
under the Whitley machinery should be buttressed by 
an arbitration system. A constitutional issue was raised 
by the fact that remuneration would in due course be 
the subject of regulations. Now that so much of industry 
is nationalized and the medical profession also, the 
Government has lost its function as a balancing mechan- 
ism between two sides in a dispute, as it now becomes 
a party in disputes in nationalized industries and profes- 
sions. If this country’ is to preserve its reputation for 
justice and fair play it is essential that in disagreements 
between the Government as employer and, for example, 
the medical profession as employee there should be as 
a matter of principle a method of referring such disputes 
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10 arbitration in a way that will allow the medical pro- 
fcsf;i('in to do its work free from a feeling of grievance. 
Arbitration has already been the subject of two recent 
articles in this Journal:' ’ and we make no apology for 
returning to this theme once more. 

The Joint Committee representing consultants and 
specialists decided on Tuesday afternoon, to advise con- 
.sultants and specialists not to sign permanent contracts. 
In a letter sent to the Secretary of the Ministry of Health 
(and published in the Supplement) Sir Lionel Whitby, as 
chairman of the Joint Committee, asks that there should 
be established for consultants and specialists a perma- '• 
nent negotiating machinery, and that disputes (including 
those on remuneration) should be referable to arbitration, 
both parties to be bound by the decision of the arbitrator. 
As Dr. Dain said at Harrogate ; “ We must have the 
rieht to go to arbitration even though it is the Govern- 
ment which is the employer. It is essential to us if we 
are to continue in the Service that freedom to go to arbi- 
tration should never be in question.” 


Association. There are in the coming year also changes 
in the membership of the Council, and fourteen doctors 
.will for the first time take part in its deliberations. There 
is provision in the Association’s constitution for the 
past President to be a member of Council, and in this 
capacity the Association will continue during the next 
year to have the advantage of Sir Lionel Whitby’s 
interest in and grasp of the business of a body which can 
through its membership speak for the profession as a 
whole. 


PAST AND PRESENT 

u r,.iv Dain this year did not seek re-election as 
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WILLIAM OSLER 

We celebrate this week the centenary of the birth of a 
great physician — “ a physician of two continents for 
William Osier’s name is honoured as much in Canada , 
and the United States of America as in Great Britain. 
In payin- tribute to Osier’s memory we have been helped 
bv six men who knew him well and whose memories of 
their friend bring him vividly before the reader ffiirty 

years after his death. c • 

Sir Charles Sherrington, who as Professor of P lysio- 
lo-y at Oxford worked closely with the Regius Professor 
of Medicine, tells- of Osier’s influence there as a scho ar 
humanist, and physician. In modem times Oxford has 
received many professors from other universities, but 
there can have been no worthier adopted son or one who 
so speedily became imbued with its spirit and tradition. 
pXor Charles Singer speaks of Osier’s love of old 
tooks and manuscripts : “He was a triie book-lover 
^ LTthe verv si-ht and touch of an ancient document 
subtle pleasure.- Professor Singer 
kn discerned in him, despite his gaiety, a profound and 
e£nt melancholy, as of one who had passed throv^i 
tragedy to a life of human service. This 
S was XX iu osier’s las. years by .be loss of 

his onl} son. Francis, who worked under 

V-^tt irCbi- and completed the 

him at John in a spirit of scholarly devotion, 

a^n interesting account of the Osier family 

L Osier in his last illness, emphasizes his en- 
lent of. and interest in, a younger colleague 
r K J Franklin pays tribute to Lady Osier. A; 
r'T “R stapossibl to overrate what she did tc 
T; ‘ the -reat physician.’ to help him to maki 
'Elisions to provide him with necessary rccreatio. 

1 to entertain their numerous friends while leavin, 
hlTee for his work, and in countless other ways to b 
j 1 nartner for twenty-seven eventful years. Lad, 
1 creat and good woman, and no tribute to he 
? h nd’s mfmory would be complete without rcfercnc 
In^rrm mrt she fulfilled as wife and helpmati 
f ^llVsir Arthur MacNalty contributes a biographic; 

based on personal knowledge of the gr. 

physjcian during his years at Oxford. 
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Tlie life of Osier falls into three distinct periods; the 
Canadian period, during which he did his scientific 
researches as zoologist, physiologist, and pathologist and 
taught the new learning in medicine at McGill Univer- 
sity ; the American period, in which at Philadelphia he 
enhanced his reputation as teacher and physician and 
afterwards as Professor of Medicine at Johns Hopkins 
University built up a famous medical school from the 
beginning ; and the Oxford period, in which he not only 
serx'ed the Oxford Medical School but advanced British 
medicine and became one of its recognized leaders. Here 
too. he found opportunity for gratifying his love of 
letters and for welding closer links between Britons and 
Americans, links which have been of paramount impor- 
tance in two world wars. In the 1914-18 v.'ar Osier him- 
self rendered conspicuous service as a consultant and 
V adviser to the War Office. 

Osier was an outstanding figure in medicine in his day 
and generation.. He was the author of an original and 
widely read textbook of medicine, based on personal 
experience. He first described the blood platelets in the 
circulating blood ; he made a number of observations on 
some rare diseases, two of which bear his name ; he wrote 
monographs on medicine, lectures, and historical studies 
of men and books ; and he was an able teacher and 
medical administrator. But these facts are insufficient to 
explain the great influence that he exercised on his con- 
temporaries and on medical progress, or to render it 
apparent to a younger generation. The answer to this 
question will be found in the contributions from his 
friends and students assembled in this issue of the 
Journal. Throughout each and all of these tributes, like 
a golden thread in a variegated tapestry, runs, in addition 
to profound admiration for Osier’s intellectual gifts, a 
reference to his humanity and the magnetic charm of his 
personality. Everybody who met Osier at once became 
his friend — ^high and low, rich and poor. The child, the 
student, the colleague, the old men at Ewelme, all realized 
that in Osier they had found a sympathetic confidant. 
This gift of approach to men and women was aided by 
his marvellous memory for faces.. It was said of Osier 
that he never made an enemy. He never spoke unkindly 
of anyone, and, realizing the imperfections of mankind, 
sought out the best in everyone. Like St Martin, one 
snowy night in Baltimore he gave his cloak to a beggar, 
who in return bequeathed to “ my good friend William 
Osier ” his, liver, hobnailed byTlrink. 

In some respects Osier was a ^int of medicine, yet, as 
his practical jokes showed, a very human saint He spent 
himself freely for others, for the honour and dignity of 
his profession, and for the common weal. He declared 
that happiness lies in absorption in some vocation that 
[ satisfies the soul ; that we are here to add what we can 
^ to, not to get what we can from, life, and he lived up to 
that belief. 


EARLY Y’EA^^NG 

Is breast-feeding on the decline ? General impressions are 
that it is ; on the other hand, history records that from the 
time that infant feeding became the subject of special study 
in this country there have always been many mothers 
unable or unwilling to suckle their babies. Fashion, 
fancy, poverty, ignorance, and social trends have all in their 
day had the blame attributed to them. So has the mother- 
in-law, despite the fact that breast-feeding has no more 
effective propagandist than the mother-in-law who has her- 
self nourished all her family on the breast. The influence 
of these various factors changes with the times, and without 
more reliable evidence it would be unwise unreservedly to 
accept that the mothers of to-day are less inclined to breast- 
feed than those of previous generations. If there is reason 
to doubt an absolute decline in the incidence of breast- 
feeding there is more justification for believing that a ten- 
dency e.xists for breast-feeding to be terminated earlier than 
hitherto. Spence' drew attention to this before the last 
war, and eridence in support of his views was later put 
forward by Robinson" and Hughes.’ In last week's Journal 
(p. 14) Dr. F. H. M. Dummer described a recent investi- 
gation in Hertfordshire. He found that only 13.2% of 
babies were still wholly breast-fed at the age of sLx months, 
and he pointed out that the “ mode ” in breast-feeding is 
set by the primiparae. Physical incapacity on the part of 
the mother or infant is a relatively rare cause of failure 
to continue breast-feeding. Failure is not infrequently 
ascribed to “ physiological insufliciency.” Dummer rightly 
criticizes the use of the term, for it includes many ill-defined 
causes concerning which little is known, no matter how- 
suspect they may be. 

In a Ministrv- of Health report* the opinion was . 
expressed that a rigid feeding routine in institutions may 
have an adverse effect on breast-feeding. This view finds 
its extreme form in the self-regulating feeding programme 
recommended by Aldrich and Hewitt’ Obviously there is 
a need for compromise between a routine rigidly imposed 
and self-regulation freely allowed. Allowance must be 
made for the emotional disturbances which are experienced 
by the recently delivered mother and which tend to be 
aggravated when she returns home from hospital — a crucial 
time for the successful maintenance of breast-feeding. 
Midwives, health visitors, and doctors who are themselves 
mothers are the readiest to testify to this fact and to its 
particular importance in the case of a mother recently 
delivered of her firstborn. Naish,' a staunch advocate of 
breast-feeding, has warned against irrational insistence on 
complete breast-feeding when convincing contraindications 
are present. A persistently hungry baby and a continuouslv 
miserable mother are poor advertisement for breast-feeding. 

It is probable that insufficient use is made of complemen- 
tary feeds as a temporary measure to tide over the difficult 
lactational phases which may occur in the first and third 
months after delivery. For success in the use of comple- 
mentary feeds the full co-operation and complete 

^ Bririih 1933. 2. 729. 

1939,15,259. 

® Jnurrcl, 19-47, 2, 

« The B>east-feedirt cf Ir.famr, 1944. Misstry of Hsaltii Rr-ort, No. 91 
London t H-M.S-0. 

* Arr.er r^ed. Azs., 1947. T3S. 340. 

* Breast Feedlr^. 1948. London. 

tArrh. Dis, LhiMh., 1946. 21. 105. 

* Unirersitx o/ Letds Medical Ma?azbie, 1943, 18, 37. 
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confidence of the mother have to be won Perhanc ;»■ le -rt, 

failure to secure this that contributes to the trend towards somLSTaS f ^ 

premature weaning, for some mothers not uncommonly dis- ' me“- Dr WahlmL^ th 

continue breast-feeding without seeking professional advice Wahlmann s job was 

of any kind. Antenatal care offers valuable opportunities 


for obtaining the mother's confidence, and preparation for 
breast-feeding along the lines advocated by Waller' has 
much to recommend if on both physical and psychological 
grounds. Intimate, unhurried, and understanding advice, 
whether given in the home, in the antenatal clinic, or in the 
lying-in ward, encourages the mother to continue to seek 
guidance about the feeding and care of her infant. It js 
important that she should not feel that the continuity of 
professional advice is broken, and, ideally, (he mother 
should be present with her baby when responsibility for 
supervision of a “ case ” is being transferred by the midwife 
to a health visitor. Mothers are quick to sense discrep- 
ancies in (he views held among (hose who advise them, and 
continuance of breast-feeding is unintentionally discouraged 
on occasions by the variety of advice proffered. Over- 
lapping is not uncommon and should be avoided. 

Breast-feeding is a subject calling for joint research. 
More opportunities are needed for the general practitioner 
and his medical and nursing colleagues in the maternity and 
child-welfare services to exchange clinical observations. 
Craig® considers that the answer to many of the, problems 
of premature weaning are to be looked for in the home 
and (ho clinic and not in the hospital ; and that the 
answers, when forthcoming, may well cal! for revision of 
■ instructions given to pupil midwives, student nurses, and 
medical students. 

the had am ar trial 

The Hadamar Institution, near Limburg, in Hesse-Nassau, 
was a mental hospital up to 1940. In January, 1941, it was 
given the further duty of putting to death German naUonals 
alleged to be mentally ill and wi* undefined prospects of 
recovery. In the first seven and a half months Acre were 
10,000 of these killings, at first by gassing and later y 
“ medications afid injections.” It was a condition o e 
work tliat it should be performed in secrecy. In June, 
1944, this practice was extended to non-German 
chiefly Poles and Russians, who allegedly suffered fro 
advanced tuberculosis. The Hadamar trial was concerned 

with this second series of . killings, ‘ 

conducted' in Wiesbaden during October, 1945, by a mili- 
tary commission appointed by the comnian mg genera 
the United States Army, Western Military District 
I Germany. Its proceedings^ provide a fantastic recor 
the change which can take place in the out oo ' an 
standards of a hospital once the motive for its exis ence 
has been lost. 

The medical officer. Dr. Adolf Wahlmann, was not e 
administrative head of the institution. Neither did or ere 
to kill have to be given, because “ these people came wi 
the aim of being killed.” They came “after they had been 
examined by a specialist for lung tuberculosis,' or, as 
Dr. Wahlmann later said; “I cannot know that. They 
might, have been general practitioners.” These people 
“ came and were killed without my seeing them. ■ • - 


me. ur. wammann’s job was " to hand out the medica- 
tions. That was my task, and without medications death 
would not have set in.” He did not know the average 
dose : that was "left to my chief nurses," and " the phar- 
macy was open to (he two of them,' so to speak.” There 
were bottles containing morphine, scopolamine, chloral 
hydrate, and paraldehyde, and tablets of “veronal,” sul- 
phonal, and “ trional.” In the morning, on his desk, he 
received a slip of paper that the patients had died in the 
night, and he went down to the cellar to make ah inspec- 
tion which was “not thorough." He did not feel their 
pulses, or use a stethoscope : “ I had to rely on the fact 
that my chief nurses had determined the death before- 
hand.” He. agreed that some of the dead “ looked remark- 
ably healthy.” His motive in inspection was “ to protect 
the personnel in Case somebody accused them of cruelties 
or injuries.” Also he signed the certificates, assuming 
“ besides the tuberculosis, [death] from a weak heart or 
some other disease.” Dr. Wahlmann had qualified in 1903, 
retired on pension from mental-hospital work in 1936 on 
account of heart disease, was recalled to service in 1941, 
and sent a year later to the Hadamar Institution. He was 
sentenced to hard labour for life. 

Those sentenced to be hanged were Alfons Klein, the 
administrative head of the hospital and a member of the 
Nazi party,- and Heinrich Ruoff and Karl Wiiljg, the male 
nurses who gave the “medications and injections.” There 
were also three further sentences of hard labour. There 
is little medical interest in the case of Klein : he seemed 
anxious in evidence to justify the administrative decision 
that these killings should take place. Ruoff, one of the 
male nurses, emphasized that, as well as injections, “wc 
did quite a bit of work with tablets.” Morphine and 
scopolamine were in short supply, and the men took the 
tablets “ without any trouble.” The women, who did not 
like tablets, were given injections. So were the children. 

The killings of German nationals were not the subject 
of the trial, but were admitted in evidenep as giving the 
background of the institution. They were in fact the reason 
that Poles and Russians — ^presumed to be from the German 
slave-labour force — were killed in this way and in this 
place. Two points of interest were the secrecy of the 
operation and the concentration of the killing in only 
four institutions, of which Hadamar was one. As to the 
first. Dr. Quanbusch, ex-chief prosecutor of Wiesbaden, 
testified that four or five years before the trial he reported 
to his superiors his suspicions that German insane persons 
were being put to death in asylums. He was visited by 
the Chief Prosecutor from Frankfurt and told that all 
prosecutors and court presidents bad been invited to a con- 
ference in Berlin where, after viewing some pictures of 
insane persons, they were shown a photostat copy of an 
order from Hitler authorizing the killing of insane persons 
by physicians in the institutions under certain undefined 
conditions. This was classified as a “ State Secret Affair,” 
and it was no doubt this secrecy which led to the con- 
centration of killings in particular institutions. The result 
was that what had been a hospital became a place of cxecu- 
don, acting not on its own medical judgment-r-apart from 
principle — but on decisions’ taken by others. ' 
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INSTITUTES OF MEDICAL STUDIES IN 
THE U.S.S.R. 

BY 

V. LEBEDEVA 

Director of the Central Institute of Advanced Medical Studies 
of the US.S.R. 

The provision of facilities enabling physicians to undertake 
advanced studies to improve their theoretical knowledge and 
practical qualifications is an important part of the public health 
system of the U.S.S.R. In the Soviet Union the advanced 
training institutes for physicians at the hospitals, polyclinics, 
maternity homes, maternity and child-welfare centres, and 
medical educational institutions are under the central authority 
of the State, which organizes and finances them. 

The Soviet Government has issued a number of decrees on 
advanced medical studies. After every 3 to 5 yean’ work in 
the provinces every physician has the right to advanced training 
at State expense. During training he continues to draw his 
pay from his place of employment. The doctors attending 
the courses are provided with living quarters and all other 
conditions ensuring effective study. 

Before the October revolution in 1917 Russia had only one 
institute for advanced medical studies. If was in St. Petersburg, 
and very few physicians could afford the cost of studying there. 
Only 9,906 physicians graduated from the institute in the 
32 years of its existence (from 1885 to 1917), but in 25 years 
of Soviet power over 37.000 physicians graduated from it — that 
is. 1,500 a year, or five times as many as before the revolution. 

The Soviet Government opened ten similar institutes in 
Moscow, Kazan, Kiev, Kharkov, Odessa, Minsk, Novosibirsk, 
•Tashkent, Tbilisi, and Baku. The largest is the Central Insti- 
tute, in Moscow, founded in 1930. Over 52.000 physicians 
have graduated from it in the 18 years of its existence — an 
average of 3,000 a year. 

■There are two systems of raising the qualifications of 
physicians : (1) Specialization — that is, learning a new medical 
specialty ; and (2) advanced .training, when the specialist gains 
further knowledge of an already acquired specialty. The course 
for advanced training used to be of 2 to 3 months' duration, 
but now it has been prolonged to 4-6 months and in some cases 
to 12 months. 

This course covers the main branches of medicine — such as 
therapy, surgery, paediatrics — and also special subjects such 
as endocrinology, helminthology, laboratory testing, diet, 
remedial physical culture, and so on. 

Physicians can improve their qualifications in various 
branches of medical science, including patho-physiology, 
pathological anatomy, and other theoretical disciplines. 

The Central Institute 

The Central Institute of Advanced Medical Studies has 49 
.chairs distributed among the three faculties of surgery, therapy, 

' and sanitary hygiene. The leaching staff includes seven mem- 
bers of the Academy of Medical Sciences, six corresponding 
J members, 43 doctors of medicine, and 111 masters of science 
i (medicine). 

The major clinics of the Central Institute are in the Botkin 
^Hospital, the largest in Moscow. The chairs of theoretical 
subjects and of hygiene, such as epidemiology, microbiology, 
'communal hygiene, food, and industrial hygiene, are part of the 
c'lnstitute’s organization. The chair of public health is of special 
importance. The task of this department is to train skilled 
..administrators and organizers of the public health service. The 
' training course is 12 months. 

The Institute maintains contact with its graduates through 
7 he consultation bureau, which advises them on various theo- 
cf etical and practical subjects. Hundreds of physicians in the 
..Provinces are engaged in scientific work under the guidance 
'„jf the Institute. In the second half of 1948 alone twenty 
•(physicians defended fheir theses on material received from 
'.-he Institute. 


The serial publications, A Practical Physician's Library, 
issued by the Institute and consisting of a number of mono- 
graphs on problems of theory and practice, serve as an import- 
ant means of contact between the physicians and the Institute. 
The Institute has its publishing house, which issued 40 books 
in about 500,000 copies in the last two years. It also has 
a library with 70,000 volumes. 

The Central Institute sends its teachers out to various places. 
Some teams have already visited the Lithuanian, Latvian, 
Esthonian, Byelorussian, Central Asian, and Transcaucasian 
Republics. 

One of the most important tasks of the Institute is training 
postgraduate students and housemen in all the medical branches 
represented at the Institute. This course of training is three 
years. 

The five-year plan of the Ministry of Health envisages 
advanced training and specialization for most physicians. The 
major part of the plan will be carried out by the Central 
Institute of Advanced Medical Studies in Moscow. 


LEBANON HOSPITAL FOR MENTAL 
DISEASES 

The 50lh annua! meeting of the Lebanon Hospital for Mental 
Diseases was held in London on June 15, with Mr. H. Lvn 
Harris, chairman of the general committtee, presiding. The 
history of the hospital and its background was sketched by 
Mr. Albert Hourani, who gave a vivid picture of the primitive 
Lebanon of fifty years ago as compared with the modem 
republic. Tne hospital itself had shared in these changes. 
From being a place for the segregation of the mentally afflicted, 
and then a place for their treatment and relief, it had become 
a centre of demonstration, experiment, and training for work 
in mental diseases in the Middle East. 

Dr. I. Tylor Fox, on behalf of the medical director. Dr. R. B. 
Robertson, presented the medical report. There were 454 
patients admitted during 1948 and 375 discharged, both figures 
showing an increase of some 120 on the previous year ; 320 
patients were now in residence. Electric convulsion therapy 
was used during the year in 171 cases, chieSy of schizophrenia 
and affective psychoses, with recovery in 70. relief in 41, and 
temporary relief in 28. Prefrontal leucotomy had been under- 
taken by Dr. lidijan, of the American Universitv- at Beirut, on 
two patients. This was believed to be the first time the opera- 
tion had been performed in the Middle East. One interesting 
and important departure was the setting up of an out-patient 
neuropsychialric clinic at Beirut. Dr. Tylor Fox said that the 
turnover of the hospital for its size was larger than that of 
any mental hospital in England. In physical treatment and in 
occupational therapy it was a pioneer in its part of the world. 
Four-year medical students from the American University 
went there for training in psychiatry. Even such a modem 
feature as the hospital club for staff and patients had been 
instituted. Short addresses were given by other sympathizers 
with the work, including the minister of the Swiss Church in 
London. 


ROYAL SOCIETY OF ]\nEDICINE 

NXW HONORARY FELLOWS 
Sir Henry Dale, O.M., who was re-elected for a second year 
as President of the Royal Society of Medicine at the annual 
meeting of the Society on July 5, presented on the same occa- 
sion diplomas to five newly elected honorary Fellows. 

In making the presentation to Sir Ernest Rock Carling he 
referred to his innumerable activities, especially on the Radium 
Commission and the King Edward’s Hospital Fund, and 
described him as a distinguished surgeon, a great servant of 
the community, and a valued counsellor in the Society. 
Dr. Brock Chisholm he greeted as a Canadian and as one 
who by virtue of high international office was charged with 
great responsibility for the co-ordination of medical activities 
over a large part of the world. He was most fittingly the first 
Director-General of the World Health Organization. The next 
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^ f to a recent president of the Society, 

Sir Gordon Gordon-Taylor. Sir Henry Dale referred to 
Sir Gordons distinguished record in the war, when he- was 
arrayed as it seemed with such natural fitness in the uniform 
of a rear-admira!,’’ His eminence in surgery and his gift for 
imparting knowledge were recognized all over the world, as 
witnessed by the fact that Melbourne, Toronto, and Athens 
nad^ honoured him with degrees. His readiness to serve the 
Society was a great support to its present president. The fourth 
diploma was presented, itt absentia, to Dr. Alan- Gregg, head 
of the division of medicine of the Rockefeller Foundation, 
who had shown most sympathetic understanding of the needs 
and true spirit of research. “1 find it impossible to suppose," 
.said Sir Henry Dale, "that any intcrnatiorially constituted 
org-anization within any future which we can discern wilt be 
able to devise quite such wise and independent distribution of 
support for medical research on so completely an international 
basis as that which the Rockefeller Foundation has achieved 
with such success,” The last recipient was Professor Rend 
Lcrichc, of Paris, who was described as one of the most fertile 
and original workers in the field of surgery. The president had 
a special interest in welcoming Professor Leriehe to honorary 
fellowship, because he was 'an exponent of surgery which 
had its roots in experimental physiology. He specially men- 
tioned his work on the surgery of the sympathetic system. He 
already held the Lister Medal for surgical research. 

After the presentations the ordinary business of the annual 
meeting proceeded. The report of Council showed that the 
Society had, 9.389 members, a gain of 360 on the year, and 
that 1,393 members were resident abroad. A vote of thanks 
was accorded to the retiring honorary secretary, Mr. W. A. 
Pool, and the retiring vice-presidents (that is, presidents of 
sections) and other members of Council. 


CONGENITAL PULMONARY STENOSIS 

SURGICAL TREATMENT 

The second A!c.xander Simpson-Smith- Memorial Lecture under 
the auspices of the West London Hospital Medical School .was 

civen by Air. K. C. Brock on June 1-5. ' • r 

^ Mr. Brock opened by saying that the relief of/^^ain forms 
of cyanotic congenital heart disease had aroused consijrable 
"ntercst during th% past two or three years. The presen^ 

1 suitable lime to review the position and to assess the results 
rf “Srl!VteckT,,,Bis operalion and Ita 
probtea, Pf the -blue baby" bad 

hiif it wns only ^ since operation became P . 

incidence and the full tragedy of the ‘=°"2en awarconTn"d 
fest Many of these children bad been ^tdde y» ^ ' 
to heir house or room for the greater part of their fives T^re 
JveS children as old as 6 who had never been 

I The mortality during the fe"' ° able to carry 
only a few patients who reached the twen i Ug,,, clinic at 
on any useful employment. At congenital heart dime 
Sliyf Hospital during 15 months 340 '85 rnale. 155 

■ female) had been seen. One in two reached g ■ 

in five the age, of 14, and less than one m 10 

During those T5 months 24 patients ha ^ re" cases’ "' aII these cardiac operations, be said, cause 

admission to hospi a . • j „ considerable risk, the risk anxiety and raised many dinicult problems, bu 

untreated. It was not enough for the surgeon to < q 
self with the technical details of vascular anastomosis, n 
it a type of surgery for the lone operator. Team ' 

essential, and at Guy’s 15 people were actively engage ■ j j- • . • i i • 

management of these cases. As soon as it became possible o obtained by the surgeon in dealing with congenita! lesions mus 
operate on cases of this kind, accuracy in diagnosis 
be an academic refinement. Clinical assessment was or nrsi 
importance, aided by routine radiography. 


Bmnsn 

. Momc al Jouksal 

the elucidation of the part played by this second factor. Th 
pulmonary blood flow must be assessed in each case. By radio 
paphy and radioscopy it was possible to exclude those case 
in which isferc was evidence of plentiful or excessive blood flo\ 
m the lung, as shown by the degree of vascularity. Mr. Brocl 
here^ illustrated methods of- cardiac catheterization and angio 
cardiography. By angiocardiograms it was easy to demonstrat 
right and left shunt, and by studying the anatomical arrange 
ment of the vessels the surgeon could form an idea whethe 
they were likely to be suitable for anastomosis. 

Owing to the smallness of the vessels, operation before th 
age of 2 was not recommended by Blalock. The policy at Guy’ 
had been not to operate much before the age of 5. Olde 
children on the waiting-list could not with safety be left to wai 
as long as the younger. Blalock also, if possible, avoidci 
operation on patients over the age of 20, and with this th 
lecturer fully agreed. The oldest patient operated on success 
fully at Guy’s was aged 29. 

Mr. Brock went on to describe Potts’s operation, which ther 
had been a tendency to adopt because it appeared to be quickc 
and easier, than Blalock's operation. If it was possible t 
mobilize the subclavian artery to make an effective anastomosis 
it seemed to him unjustifiable to use the aorta. In the choic 
between the subclavian and the aorta he could not feet it righ 
to choose the aorta ; if anything happened to that importan 
structure there were no means of retrieving the situation. Th 
special advantage of Potts’s operation was in those cases ii 
which the subclavian artery was very small or very short. H 
felt that the use of the carotid or innominate artery could nc 
be justified. 

Blalock recommended an anlero-latera! intercostal approaci 
but the lecturer himself had given that up after trial, preferrin 
a postero-lateral approach. He had also, after 50 cases, abar 
doned (he approach from the right side. By working from th 
left side a very thorough examination could be made. Ther 
was a marked tendency for bleeding to occur after operatior 
and he made it a rule to drain the chest in every case. Tha 
was an important .point for those who were intending ti 
embark upon these operations. 

Mortality and Results 

In his latest report on 610 cases Blalock gave an overai 
mortality of 17%. In the first 50 cases at Guy’s seven patient 
had been lost, a mortality of 14%. The total mmher of case 
in which Blalock's or Potts's operation bad been employed wa 
86 with 13 deaths, a mortality of 15%. Among these 86 wer 
a large number of very poor risks. Blalock stated the result 
to be excellent in 75% of his cases. Among the fust 50 case 
at Guy's in addition to the seven deaths, there were three i- 
which there was no improvement, but in 6GS^ the result vva 
described as “almost perfect." He mentioned the case of 
lad who previously could not walk 10 yards, but after opera 
tion was able to ride a motor-cycle. A young woman who wa 
rescued from a condition of helplessness by operation was not 
married and pregnant and the pregnancy was being allowed V 

conltnue.^^^^ finally' discussed pulmonary valvular stenosis am 
its relief by valvulotomy, which he had performed with succcs 
. jjyg 5.3555, and also infundibular stenosis and its relief b; 
direct operation, which had been achieved with success i 


feasibility or otherwise of such operations could be judgeti 
Alihouch most of the present work was directed to the relief o 
conoenfiai abnermaiities, the relief of acquired heart lesion 
as" now feasible' in some cases, and here the knowledg 


Pre-operative Assessment 
Blalock and Taussig had pointed out that the 
disability were duetto (he mixing of the venous a”d 
blood in' the heart 'and to inadequacy of the supply of Wood to 
the lungs : the most important element in their contnbution was 


RHerence was made by Mr. Brock himself, by General Nci 
Cantlie. who took the chair, and by Dr. Geoffrey Konstam 
who propo.sed the vote of thanks to the lecturer, to the promts 
in" young surgeon. Alexander Simpson-Smith, in whose memon 
the lecture was founded. Simpson-Smith was taken prisonc 
at Tobruk. He made a gallant attempt to escape to the Britis! 
lines and his body was subsequently found. 
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ST. THOMAS'S PARISH VESTRY RECORDS AND A 
.. BODY-SNATCHING INCIDENT 

There is now available for those who wish to study them in the 
library at County Hall, London, a collection of books and docu- 
ments of the vestry of St. Thomas's Parish, Bermondsey, which 
the -L.C.C. has recently acquired. St. Thomas’s parish com- 
prised St. Thomas's Hospital on its old site, Guy’s Hospital, 
and a small area around : Horwood’s map showing the parish 
boundaries in 1819 is reproduced in Parsons’s History of St. 
Thomas's Hospital.' It ceased to be a separate civil parish in 
1899.' It has been suggested that it was a separate parish even 
before the church was built, and was certainly one in 1378.’ 
For ecclesiastical purposes it was merged by Order in Council 
in 1898 with St. Saviour’s (now St. Saviour’s with St. Peter’s), 
the parish and hospital church being to-day the chapter-house 
of Southwark Cathedral. 

The muniments acquired by the L.C.C. cover the period from 
the latter part of the seventeenth century to the early part of 
the nineteenth. As is to be expected, there are references in 
the records to St. Thomas's Hospital and to Guy’s Hospital. 
In 1703 the vestry declined to appoint a committee to negotiate 
with the former the exchange of almshouses for other houses 
“ untill the Gouvmors of the said Hospital have given ys 
vestry Satisfaction in Relation to the Vaults under our 
Church.” * Another time there was amicable discussion on 
whether the parish or the hospital should pay for the 
“surplices.’” The underwardens’ accounts for 1754 include an 
item ; “ye Hospital’ Beadles ’5." * At a vestry held in the 
school-room on March 32, 1803, it was reported that “the 
Treasurers of S' Thomas’s and Guy’s Hospitals were authoris’d 
by their Committees to advance the Parish the Sum of £150, 
towards defraying the Expence demanded, on the failure of 
raising seven Men for the Army of Defence.” As that left a 
deficiency of £58, the meeting decided to raise a shilling in the 
pound rate.' In 1815 there was friction between the parish 
and the hospitals about whether certain persons connected 
with the hospitals should pay rates. The parish won a test 
ease at the Quarter Sessions. The counsel representing the 
vestry thereupon “proposed to give up the Cases of Mary 
Boyce the Cook of Guy’s Hospital, and of John Spooner the 
Porter, Cath"!: Wheeler the Cook. Jane Wright' the Matron, 
and Ja’ Patterson the Porter of S' Thomas's Hospital, the 
aggregate amount of whose Rates was inconsiderable,” if 
certain other appeals were abandoned.' 

Body-snatching 

From the medical point of view, however, perhaps the most 
interesting item in the records is the transcription in the minute- 
book in 1795 of a report. of a general meeting held at the 
Crown and Anchor Tavern to consider the "lately discovered 
Depredations in Lambeth Burial Ground." The account given 
at the meeting states ; 

“ . . . It appeared, that the robberies of the said Burial Grounds, 
were discovered by three men being disturbed as they were conveying 
from thence five human bodies in three sacks, in the night of the 18tb 
of February last. 

“ That in consequence of such discovery, people of all descriptions, 
whose relations had been interred in that Ground, resorted thereto, 
and demanded to dig for them : which being refused they in great 
nurnbers forced their way in, and in spight of every effort the Parish 
Officers could use, began like mad people to tear up the ground ; at 
the same time, charging the Officers and every one that offered them 
any opposition, with being privy to the robberies, and in general 
terms threatening them : thus circumstanced, the Parish Officers finding 

London°"^ F- <3.. Thr History of St. Thamasfs Hospital. 1932, I. facing p. I2S. 

e London Government Act (62.63 Vice., c. 14) 

2 F. G-. Ific History of St. Thomjos’s Hospital, 1932, 1. 52. 

‘L.C.C. MuninientJ.P,ai/213. 

‘Ibid., p;il/215. 

‘IHd., P/7U2. 

’Ibid.. Pl7l(2t6. 


nothing but dowu-right force, (and lliat of more strength than the 
civil power) could prevent the populace, and fearing to bring on a riot 
(which in its effects might produce _the most serious consequences) 
after having used every effort, short of force, were necessitated to 
give way, and let the people go on in their searches; fay which a 
great number of empty coffins were discovered, the corpses having 
been stolen from them; great distress and agitation of mind was 
manifest in every one, and some, in a kind of phrensy, ran away 
with the coffins of their deceased relations; and the generality of 
the populace were so ripe for nu'sehief, that they attacked a house 
with stones and briek-bats, upon the bare suspicion that the occupier 
had been coneerned in, or privy to the robbery of the ground, and it 
was with difficulty they were prevented from demolishing it. 

“ To restore order, and discover the offenders if possible, a large 
reward was offered, and the committee aforesaid appointed; by 
whose enquiries, it was found that the Grave Digger, and three other 
persons were the robbers, and that the bodies had been conveyed 
away in a coach to different people for various purposes, as was 
made appear to them by informations upon oath ; the material parts 
of one of which informations being now read, showed, that within 
the knowledge of the informant, eight surgeons of pufaKc repute, 
and a man who calls himself an Articulator (and by hand-bills openly 
avows the trade, exclusive of others of less note) arc in the constant 
habit of buying stolen dead bodies, during' the winter half year ; in 
whose service the following fifteen persons are generally employed, 
namely, Samuel Amot, alias Harding; John Gilmore, Thbmas 
Gilmore, Thomas Pain, Peter Meintire, afias Me Intosh, James 

Profit, Jeremiah Keese, Moris Hogarty, ViTiite, a man called 

Long John the Coachman, John Butler, John Howison, Samuel 
Hatton, John Parker; and Henry Wheeler, whose depredanons have 
extended to thirty Burial Grounds that the informant knows of ; and 
that grave diggers, and those intrusted with the care of Burial 
Grounds, are frequently accessory to the robberies, and receive five 
shillings per Corpse for every one, that with their privily is carried 
off, by which means many hundreds are taken from their graver 
annually. 

" That with the Surgeons and with the men above alluded to, there 
is a set price for dead bodies, 'Viz. for an Adult, two guineas and a 
Crowp, and for every one under age, six shilh'ngs for the first foot, 
and nine per inch for all it measures more in length ; that the bodies 
thus procured are used here in various ways, and the flesh by some 
burnt, by others buried, and by others the informant did not know- 
how it was disposed of; that some bodies are prepared and made 
into Skeletons, and sent to America, and the X'r’est Indies; and many 
with the flesh on. or made into Skeletons, are sent into different parts 
of the Kingdom. 

“ By another informant upon oath, the whole of which was also 
now read, it appeared that the aforesaid Articulator, makes the most 
wanton use of some that fall into his hands, substituting human 
skulls for nail boxes, and having the Skeleton of a Child, instead of 
a doll, for his owm child to play with. 

“The Chairman also acquainted the meeting, that from other 
evidence (which though not yet upon Oath yet sirch as r^y be relied 
on) information is given that experiments have been tried and per- 
fccied, whereby human flesh has been converted into a substance 
like Spermaceti, and candles made of it, and that Soap has also been 
made of the same material.” 

The represenlalives of the various London parishes who 
attended the meeting were indignant at the state of tho law over 
body-snatching, and a subsequent meeting decided to try to 
get a Bill passed to make the stealing of bodies a capita! offence. 
St. Thomas’s vestry decided to subscribe five guineas to the 
expenses of such a Bill.' 

Lvu-rence Dopsos. 


The licensing of foreign medical graduates in the United 
States has recently been discussed by Barker and hfooney in 
the Journal of the American Medical Association (1949, 140. 
10). Twenty-three States will not admit graduates of any schools 
outside the United States and Canada. At the time of writing 
there were eight States in which recent graduates of foreign 
medical schools may be permitted to' practise. In addition, 
graduates of certain schools in Great Britain may he acceptable 
in several other Slates. It appears that two States, Mississipi 
and Rhode Island, admit foreign graduates without much restric- 
tion. The rules made by the various State examining boards 
change rapidly, and it is difficult to provide completely reliable 
and up-to-date infonnalion. 
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SUMMARY OF PROCEEDINGS, 


/n sithscqiioit, issues there will be -printed in the Bbitish 
Medical Journal a few of the opening papers read at the 
Scientific Sections. All the papers will be published in full in 
a separate volume of Proceedings. The reports of the discus- 
sions in this and successive issues are intended to give members 
who were not present a general idea of the proceedings. 


Type or 
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2- 4 hours 
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Much nearer 
soluble insu- 
lin in action 
than to P.Z. 
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SECTION OF MEDICINE 

Tuesday, June 2S 

Diabetes Mcllitus \ - 

‘ter Professor R. E. Tunbridge (Leeds), 

ined the n?ccting. Professor A. P. Thomson (Birmingham) 

larded by liomione rmpounds. InsuUn 

had. been changed formed hexase 

imulated the enzyme systems took on further 

losphate; .,tiiSion. ^Insulin thus made an 

■ocesscs in carbohydrate j^o^jaUon, first for imme- 

; two distinct diseases. There in whom the 

,rson, particularly women j „„ Ketosis. That 

-ine was laden diet alone, a diet low m 

pe' should. rightly be (he aim of reducing 

irboh'ydrate, fat, and cartes, sugar dis- 

eight. When those patients had i ^ continue 

id even increase the obesi y,^ ketosis occurred mostly m 

l„o„d ,ypd, wift ““ Sis indiCPd, . .«ai 

)ung adults, and substitution injections. 

ificiency in insulin f greatest importance. , 

hus the test for, ketones was of Their 

There were two groups of Ih yp endogenous insulin, 
Rulta The severe diabetic produced «« J^^^bsorption was 
sponded rapidly for state when absorption 

[•one but relapsed into a severe d of patients who 

Id There was also the milder sr^P^ P„ded some 

■educed some endogenous insulin ,„ount of 

:ogenous insulin after eatmg 

.rbohydrate. „ ..j.n cajd that expenmcntaiisis 

Professor R- E. Tunbridge .(Leeds) s ^ by partial 


the rate of development of hyperglycaemia and ketosis, and 
statisticianrhad shown that there had been a decline m mortality 
from diabetes mellitus after the introduction of rationing during 
both world wars. It seemed that caloric restriction was essen- 
tial in constructing a diabetic diet. He suggested the following 
as being reasonable diets : (1) For the obese a 

t \z “irs; s 

calorie value of 1,800 to 2 400. Only a 
oatients actually took the diets prescribed. Of 94 P‘d'C"'s 
attending the Leeds General Infirmary who recorded their food 
Se for one complete week in March, 1948 togcfiier with 
iiR rost and other relevant sociological factors, 1 6 yielded satis 
Its cost and om" r findings were tolerably satisfactory. 

S'S' Th™ 1 . Tte Sr w.™ (1) hek it 

iiisiiHp 

Tlvll S EuSey showed that the cost to the average 
looked, ine su y {compared with an 

ToT 0? U J.»c« i»i it k"" ’ p'"™ 

an a mn.hnd ot «i- 

sucar-^3 micro-colorimctrie method rcpe.at- 
mating the b^od ,i„p,e, requiring little 

able with great accur y Blood. 0.1 ml., was 

apparatus, , isotonic copper and sodium sulphate 

washed into 3.7 of 30 ml. of 7% 

solution (320 w.is precipitated by 4 drops of 

CuS0..5H,0). The shaken and filtered . 

4% sodium' tungstate. Th xt j 5_ 2, and 

through flP'f P^f;Xtcd ; Solufion A (1.3% CuS0.5H,0) 

5 ml. 1 mk "f® and then Solution B (2 4% sodium 
was added to 1.5 jw NaHCO,, 3.68% 

potassium ,4^ KI)’ The tube was plugged with 

potassium 10 minutes. After cooling, phospho- 

colton-wool and boil ,0 ific 

molybdate solution 0^ with standard. 

5 T RaIlaf^e (Glasgow) described the ocular changes 

Dr. A. J. M ,u‘ , ,be late stage was not often seen 

in- diabetes. “"^*“^,,|,,eous opacities, and haemorrhages, but 
because of catara ' . , by infiltration and oedema, and 

r “ ‘'nS'MpSon .nUnon. .kn fnndn., Th... 

was DO cure ^°[^^|?pg‘B^aNs"(L’ondL) said that Pf'SDamj 
compyed W diabetes melli.^ 

mortality rat . ‘ -nnained at approximately 40%. Large 

mortality mortality rate occurred also in the 

babies and "hBhfoeiai mortality ^ 

ih=Vtorc b..o ir...ed wi.h 3^0 w 
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daily; so far 16 had been treated, with four neonatal deaths. 
There had been no reduction of the tendency to produce large 
infants, which would suggest that either their hypothesis of the 
diabetogenic growth complex causing gigantism was incorrect 
or stilboestrol in the dosage given was not effective in suppres- 
sing the production of that hormone. 

Dr. Charles Roluano (Edinburgh) thought it possible that 
overactivity of the anterior lobe of the pituitary might he the 
common cause of diabetes, large foetus, and pre-eclamptic 
toxaemia. 

Dr. R. G. P.ALEY (Leeds) said that cutaneous reactions 
occurred in 55.8% of patients. They were due to impurities 
in the insulin and could be greatly reduced by using si.x-timcs 
recrystallized insulin solution. In 30% of patients there was a 
spontaneous desensitization, and in the rest the symptoms 
were rarely severe enough to indicate the purified insulin. 
Dr. K. M. A. Perry (London) remarked that 1 in 40 diabetics 
developed pulmonar)’ tuberculosis, and therefore it was essen- 
tial to examine their chests by x rays at frequent intervals. 
Dr. R. R. Bomford (London) emphasized that growing adoles- 
cents were the exception to the rule of dietarj’ restriction. They 
must have enough food to grow. 

Dr. Elliot P. Joslin (Boston, U.SA.), described by the 
chairman as the “ grand old man ’’ of diabetes and as essen- 
tially a general physician, discussed the changes in treatment 
that had taken place in his lifetime. He had treated diabetes 
for 25 years before insulin ; now diabetic coma had almost 
disappeared. Diabetes was commoner than generally believed. 
In his home town the U.S. Public Health Service had carried 
out a survey of the 5,000 inhabitants, and besides the 40 known 
diabetics they had found 30 more unknown ones. The doctor 
treating diabetes who maintained a strict control over his 
patients had great opportunities for studying disease and learn- 
ing of its beginnings. Of the 229 deaths which had occurred 
in his diabetic patients only 5 had resulted from the diabetes. 
Diabetes was universal ; it was as common in rich towns as 
in poor towns. It was as common in the Red Indian as in 
the negro and white populations. In the 150 millions in the 
United States there were one million known diabetics and 
probably as many unknowm. 


. SECTION OF OBSTETRICS AND GYNAECOLOGY 
Tuesday, June 2S ' 

Breech Presentation and its Management 
Mr. R. Newton (Manchester) said that many statistics on 
breech presentation and its management had been produced 
since the Annual Meeting at Belfast in 1937, when Macafee and 
McClure surveyed a series of 349 breech deliveries, with a 
corrected foetal mortality in primiparae of 10%, in multiparae 
of 3,42%, and in all cases of 6.10%. Potter, of Buffalo, had 
fired the imagination with his good results, and at the B.M.A. 
meeting at Eastbourne in 1931 Holland, Gibberd, and Bourne 
had pointed out the heavy loss of foetal life in breech deliveries. 
Since 1931 external version had come to be accepted by nearly 
all authorities. Keith Vartan had shown that by the thirty- 
fourth week most cases had undergone spontaneous version 
and that few would undergo reversion. The reversion rate was 
higher after external version, “ a fact which suggests that the 

■ obstetrician is not so clever as the foetus in deciding when the 

• operation should be done.'J External version was best accom- 

• plished by pushing on one pole of the foetus and turning the 

■ easiest way. At Withington Hospital, Manchester, he had found 
■■ that there was a foetal mortality of 2.6% in 116 successful 

versions. If version failed, the obstetrician’s first duty was to 
•' exclude the possibility of contracted pelvis. 

' -The first stage of a breech delivery could be managed in 
■- much the same way as a normal vertex presentation. There 
7 was greater likelihood of prolapse , of the cord when the mem- 
v' branes ruptured. Several authors — for example, Heaton and 
U Gujar — had shown that' early rupture of the membranes, which 
s' was more common in breech deliveries, did not contribute 
< to foetal mortality. Difficulties arose in the second stage of 
c- labour. Sir Eardley Holland had emphasized that the foetus 


died of trauma, always or nearly always — and nearly always 
at the outlet. Other causes of death were not important. 

Mr. Newton stressed the need for attention to detail. He 
practised conservative methods of delivery', but when difficulty 
arose he undertook complete extraction under general anaes- 
thesia. This presupposed a trained anaesthetist. Episiotomy, 
he thought, was nearly a necessity in every primipara, but he 
preferred conservatism and the insertion of a stitch as soon as 
the perineum showed signs of tearing. It was seldom that the 
tear extended when this was done. For the arms he used 
Potter's or Lovset's method ; for the head, the Mauriceau grip, 
but forceps always in difficult cases. 

The speaker went on to analyse 12 years’ booked cases at 
St. Mary’s Hospital, Manchester. They showed a corrected 
foetal mortality of 7.1%. 
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Foetal Mortality Rates in Primiparae and Multiparae 



Gross ! 
Foetal ' 
Moitality 

1 

Twin* 
Icdodsd i 

Second j 
Twins ' 
Excluded 

First 

T»na5 

Excluded 

ProTapted 

Cord 

Excluded 

Pnexiparae . . 
Multiparae 

21-5% 


7-1% 

6-2% 

74% 

6-9% 

6 5% 
5-1% 

Corrected to lb. 

(2-5 kg.) 

Prusiparae , , 
Multiparae 

1 

1 

6-2% 

7-3% j 

7-5% 

S-7% 

>5% 

6-5% 


The corrected foetal mortality tor the last five years was as 
follows : 
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By treating contracted pelvis, large babies, or prolonged 
labour by caesarean section, more babies could have been saved. 
There remained a hard core of “ unexplained ” foetal deaths, 
as well as those with prolapse of the cord. The answer to this 
was supervision by a team of experienced obstetricians and 
probably the more common use of breech extraction. 

Dr. 1. Lovset (Bergen) was welcomed as a distinguished 
visitor responsible for a marked advance in the treatment of 
breech presentation. He reviewed the conditions of practice 
in Norway. He stated that in breech deliveries he did not 
interfere before the buttocks were bom if labour was proceed- 
ing normally. He considered that there were three indications 
for bringing down a leg: (I) mechanical disproportion (com- 
pound presentation or extended legs) ; (2) functional dystocia 
when incision of the cervix might be required at the same time 
that the leg was brought down ; (3) signs of distress in 
the mother or foetus. Wliich leg was brought down was 
unimportant 

Dr. Lovset’s material comprised breech deliveries over the 
last 14 years at the Hospital for Women in Bergen. During 
the first seven years the deliveries were managed conservatively, 
whereas during 1941-7 they were treated as he had previously 
indicated. Twins, versions, and extractions were excluded. The 
corrected foetal mortality rate for 1934-40 was 9.86% and for 
1940-7 353%. He advised a careful watch during labour 
and delivery, and the prophylactic bringing down of the leg. 
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was possible at present. They might also lead to the use of a 
purified bacterial fraction instead of the whole bacterial body. 

In the general discussion. Dr. B. W. Lacey (London) said he 
had been using pemasal and postnasal swabs for the diagnosis 
of pertussis in children with suspicious coughs. From some 
450 children he had isolated H. perUissis in over 100 cases and 
H. parapertussis in 14 cases. In four of the latter croup 
H. pertussis was also present He described the distinctive 
features of H. parapertussis, which could be isolated selectively 
by incorporating 5 units of streptomycin and 1 unit of penicillin 
per ml. of Bordet-Gengou medium. The organism was associ- 
ated with a rather mild infection, usually occurring in small 
family groups. 

Dr. H. SugarT (Leeds), speaking as a general practitioner, 
stressed the urgent need for an effective prophylactic against 
this serious and debilitating disease. Dr. 1. Ung.ar (London) 
said that he had found 48-hour cultures most virulent for mice, 
but could not demonstrate a close correlation between mouse 
virulence and the haemagglutinating fraction of the organism. 

In summing up. Professor Cruickshank hoped that practi- 
tioners would soon be using the pemasal swab for the diagnosis 
of suspicious coughs in the same way as they used the throat 
swab for the differential diagnosis of sore throat. 

Care and Treatment of Laboratory Animals 

Dr. Jean Vinter (London), technical secretary to the Uni- 
versities Federation for Animal Welfare (UFAW). said that the 
welfare of laboratory animals depended on the good will of 
the experimenter and his technical assistants, on a sound know- 
ledge of animal husbandry, and on the control imposed by- 
law, in that order of importance. Legal control limited experi- 
mentation on animals to bona fide scientific purposes, required 
licensing of the experimenter and the premises, and instituted 
unannounced inspection by Home Office inspectors. There was 
legal control of aninial experimentation in very few other 
countries and, as the British law was cumbersome, she had 
thought of drafting a model law with the inspector as a friendly 
adviser on animal care and outlining the conditions under which 
research work on animals was best performed. 

Such a model law might be based on a schedule of degrees 
of suffering rather than on favoured animals, since there was 
no evidence that rats or mice suffered pain any less than cats 
or dogs. There should also be a qualified veterinary adviser 
attached to the Home Office inspectorate, who could he con- 
sulted about the breeding and supply of laboratory animals, 
their ■ care and maintenance, the choice of anaesthesia, etc. 
It was worth while studying the UFA W Handbook and keeping 
in mind such points as these : needles should be really sharp ; 
animals should have adequate space for exercise ; most animals 
in captivity required water to drink ; the best methods of anaes- 
thesia should be known and practised ; and there should be 
the same care and forethought given to the planning of animal 
as to the planning of test-tube experiments. It would be useful, 
too, if all medical students were required to attend one lecture 
on the functions and scope of animal experimentation in 
medical research. 

Professor Alastair N. W'orden, editor of the UFA W Hand- 
book, commented on the quickening of interest and recent 
progress in the use of small animals for biological research. 

, He mentioned particularly the setting up of the Laboratory 
I Animals Bureau by^the Medical Research Council ; studies on 
animal breeding and feeding at the National Institute for 
Medical Research, Hampstead; and the publication of the 
■j UFAW Handbook. He stressed the need for better standards 
> in the training and status of animal attendants ; the use of 
- suitable food-containers to avoid wastage ; the need for supplies 
of homogeneous stock ; and the steps to be taken to avoid 
V natural parasitic, bacterial, and virus infections among labora- 
^tory animals. 

Professor R. J. V. Pulvertaft felt that strong representations 
should be made to hospital management committees and other 
yJay hospital bodies on the requirements for the proper housing 
l;and care of laboratory animals. Professor G. P. Crowtden 
A.fLondon) said that more attention shoulS be given to en-viron- 
^mental conditions — ^heating, lighting, ventilation, and relative 
^.humidity — in animal houses. 


SECnO.N OF RADIOLOGY 
Tuesday, June 28 

Scope and Limitations of Radiotherapy 
Dr. J. S. Fulton (Liverpool) said that the action of radiation in 
the X and gamma ranges was fundamentally damaging. The 
effect of the dosage depended upon the volum-e of tissue irradi- 
ated. This concept enabled the effect of small doses in infiam- 
matory conditions or of large doses in malignant disease to be 
assessed. A more favourable response was usually obtained 
when the treatment was in a relatively vascular area ; it was 
less good when the -vascular supply was temporarily impaired. 
Patients with carcinoma of the tongue who had syphilis or had 
had it previously, for example, invariably responded less favour- 
ably, Cardnoma of the lung, which appeared to be on the 
increase, offered a field in w hich radiotherapy was of real value, 
although it could rarely be regarded as other than palliative. 
The relief from pain and dyspnoea which radiation afforded 
w-as a genuine contribution to the treatment of the condition. 
Carcinoma of the oesophagus, again, was another valuable 
field for radiotherapy, and the same applied to radio-sensitive 
tumours of the nasal accessory sinuses. 

There was a tendency to regard tumours of bone as hopeless, 
but this view was frequently unjustifiable, and he instanced cases 
in which good results had followed radiotherapy. In the treat- 
ment of non-malignant conditions he had obtained consistemly 
good results in plantar verruca. The value of radiotherapy in 
ankylosing spondylitis and arthritic conditions was well 
established. 

Dr. Chester Williams (Bradford) discussed treatment by- 
radiotherapy in four anatomical sites. In the skin, radiotherapy- 
had achieved its greatest success in the treatment of accessible 
tissues, but the more experienced the dermatologist the more 
conservative he was in its use. A dermatological colleague had 
come to the conclusion that it should not be used to treat 
lesions of the palm of the hand or the sole of the foot. Sufferers 
from pruritus ani needed urgent relief, which could be given 
in many cases by radiotherapy. Over 90% of rodent ulcers 
were treated successfully, but there were limitations in the 
treatment of epitheliomala — for example, radiotherapy was not 
successful in the treatment of epithelioma of the dorsum of the 
hand in the elderly. Lesions in the mouth, whether malignant 
or non-malignant, responded well to radiotherapy. In cancer of 
the breast he believed that simple mastectomy and radiotherapy 
was the treatment of choice. In cases of recurrent and meta- 
static cancer isolated nodules could be treated and w ould remain 
isolated for years, but multiple skin nodules presented an almost 
insoluble problem. Radiation could be repeated too often ; 
plantar warts should be treated once only. There were also 
long-term dangers in treating excessive hair growah. 

In some general discussion Professor B. W. Windever said 
that radiotherapy- must be regarded as a dangerous method of 
treatment, not to be used when other simpler and less dangerous 
methods would be effective. With regard to the treatment of 
ankylosing spondylitis, if the radiation was given through the 
sacral joints sterilization was apt to follow-, but he thought it 
w-as possible to apply- the radiation tangentially through those 
joints in such a way as to avoid this sequel. 

Dr. J. R. Nuttall (Leeds) said that in cases of cardnoma. of, 
the prostate he had used a combined method of orchidectomy. 
stilboestrol, and radical x-ray therapy ; quite a number of 
patients were alive and well after four or five years. Dr. C. G. 
HrrcHcocK (Harrogate) said that sometimes children were seen 
with w-arts very- widely distributed over the body- ; if the main 
groups were treated the whole body was freed. Dr. Fulton 
said that this was a w-ell-authenticated phenomenon. Warts 
w-ere contagious, and by taking a careful - history- the mother 
wart could be located ; if it was treated radically- all the warts 
w-onid disappear. 

A question was raised on the use of x rays in treating straw- 
berry naevi. Dr. Chester. Willi.ams said that he had tried to 
persuade mothers who had children -with this disfigurement to 
leave it, at least until the children had to go to school ; but if 
the naevi did not disappear spontaneously it was a very slow 
process. Dr. Fulton said that the worst possible thing was the 
application of carbon-dioxide sno-w. 
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SECTION OF SURGERY 
Tuesday, June 28 
Prostafic Obstruction 


Barrmi 

Medical Journal 


HamS 5’^- 'he chair. 

*• 'Hamilton Stewart ll^r!i(^tnrr^\ nnnnnfi acute retention was nni nnw/ r^#>circiKi« t*u«. ^ .• 


v,. .. . Stewart (Bradford) opened the discussion 

b> a consideration of 2,192 patients treated in hospital and 

prostatic 

alcnlion to hospital. The dangers of attempting catheteriza-. 
lion were trauma, infection, the effects of rapid decompression, 
and failed catlicterization, but if instrumentation was per- 
formed these could be offset by a careful technique. An' 
initial injection of 10 ml. of sterile water-soluble lubricant into 
the urethra was given. Tlie catheter, its end clipped to lock 
the air in its lumen, was then introduced through a meatus 
controlled by compression of the glans. This procedure 
all-iwcd a hydraulic column to advance ahead of the catheter 
and prevent damage to the mucosa, 
never be repeated. 


Catheterization should 
Suprapubic aspiration, the alternative to 
catheterization, carried the risk of damage to an intraperitoneal 
dotne. “ Silent retention ” was easily overlooked if the bladder 
dome was intraperitoneal ; to detect it, bimanual examination 
was invaluable, with ballottement of the bladder beuveen a hand 
on the abdomen and a finger in the rectum. Diagnostic catheter- 
ization was dangerous, and unnecessary unless urethral stricture, 
coc.vistcd. In general, prostatectomy was desirable as soon 
as tlic diagnosis was established, unless coincident disease 
made the expectation of life short. Only if obstruction was 
slight and residual urine was small in amount might the patient 
be treated conservatively — and watchfully. Indwelling catheters 
required special care ; the instrument should not be too large, 
and leakage of mucus around it should be encouraged by 
careful and repeated removal of the meatal crust of dried 
discharge. The presence of a congenital stricture of the 
urethra called for special care ; tight meatal strictures called 
for mcatotomy. higher strictures for transurethral prostatectomy 
fay the perineal route. ' 

It was a mistake to use one method of prostatectomy to 
the exclusion of ail others. In 1,347 perurethral operations, 
performed tvith the use of the Thomson punch, the mortality 
had been. 3.04% even though most of the bad-risk cases were 
included. If properly performed this procedure allowed as 
thorough a removal as any other and there was no greater 
risk of recurrence. Open operation, m one or two stages, and 
chiefly by the transvesical route, had been performed in 61 
cases, with a mortality of 2.93%. The one-stage operation had 
been used in an increasing proportion, and in ® 

years had been used in 70.9% of (he patients treated by open 
operation, with virtually the same mortality 
in the ,16% of patients so treated in the 
The main indications for the open operation were ( 1 ) be con , 
currence of prostatic obstruction with cancer, 
stones in the^ bladder, or with congenital 
of the urethra, and (2) large prostates 
70 g. Multiple resections were to be avoided except 
the only alternative was a permanent suprapubic tube 
carcinoma of the prostate large doses of oestrogen j... 
cated, obstruction being relieved by transurethral . g 

resection. . , , - ,v,„ fine 

Mr. Wilson Hey (Manchester) concluded from the nne 

results recorded in the previous paper that cases of 
prostate should go to the specialist and not to the gene , 
surgeon. In the preparation for operation penicillin ana, 
possible, streptomycin were preferable to sulphonamides. 
Particularly, these drugs must be given before and alter 
catheterization. If catheterization must be performed (an 
suprapubic puncture was preferable) then prostatectomy should 
follow in 48 hours. Malignancy after removal of an apparently 
benign prostate was a special danger now that the survival 
period after prostatectomy was increasing. Subcapsular 
orchidectomy followed by minimal doses of oestrogen was 
employed in combination with prostatectomy whenever cancer 

was suspected. t 

Mr. Asrton Miller (Bristol) argued in favour ot tnc 
retropubic operation. He supported the previous speakers in 


prostatectomy and, in acute retention 
immediate prostatectomj’ 
'?.L! i°."' suprapubic puncture was preferred to 

, .. 'f patients not yet 

retention was not now desirable. The desire to 
micturate after naturally emptying of the bladder was a better 
index of a high residual urine. Intravenous cystography imme- 
diately after natural micturition gave an even more precise 
measure of the residual urine. The transurethral operation 
was diincult, and in the hands of the inexpert dangerous, thouch 
Its efficiency in expert hands was admitted. Transurethral 
resection was reserved for the small adenomatous or fibrous 
prostate. The only satisfactory method of distinguishing be- 
tween adenomatous and fibrous obstruction was cystoscopy, or 
preferably cysto-urethroscopy. The retropubic operation gave, 
in his hands, better results than any other, though probably no 
one method should be used exclusively. Only in a few cases, 
particularly of small fibrous glands, svas the operation difficult.’ 
Infection and secondary haemorrhage were particularly trouble- 
some in patients with chronic retention, but even in these 
the retropubic technique was more satisfactory than any form 
of two-stage operation. 

Mr. John Swinney (Newcastle-upon-Tyne) attached parti- 
cular importance to the character of the stream of urine 
observed when the patient micturated before him. Rectal 
examination provided little information of the total size ol 
the enlarged gland and must be supplemented by cysto- 
urethroscopy. Cystoscopy should be followed at once by opera- 
tion in cases when it provided a clear diagnosis of obstruction. 
The amount of residual urine was considered an unreliable 
guide to the bladder condition ; against it must be considered 
the degree of (one in vesical and sphincleric muscle. 

Transurethral resection was limited to glands of less than 
100 g. weiglit — the maximum amount of tissue which could 
be removed in an hour. Bulky upward enlargement lent itself 
to the transvesical operation, bulky lateral and posterior 
enlargements to the retropubic. Tlie total mortality rate was 
4 to 5% in any year. The lower rate (1-2%) reported in the 
United Slates could not be easily explained ; the speaker, using 
the same technique in both countries had obtained a sub- 
stantially lower mortality rate in America than he had 
subsequently obtained in England. Perhaps the explanation 
was that in the former country patients, more prostate-conscious, 
came to the surgeon earlier. 

In the subsequent discussion introduced by Mr. Ian Fraser 
(Belfast), vice-president of the Section, Mr. Thomas Moore 
(Manchester) pointed out that the transurethral procedure, 
often advantageous as it might be, was a serious operation if 
adequately performed. In his experience the retropubic opera- 
tion was of less magnitude and, on the whole, better sustained 
by the patient. Mr. R. Marcus (Liverpool) urged that strepto- 
* mycin be reserved for use against the rare pyelonephritis after 
operation; if given before operation streptomycin-resistance 
might occur. 

Replying, Mr. Hamilton Stewart emphasized the import- 
ance of meticulous haemostasis in preventing post -opera live 
haemorrhage ; serious haemorrhage could not be controlled 
bv catheter lavage. In the detection of malignant disease a 
oLitive diagnosfs by either clinician or pathologist should 
stand against a negative diagnosi.s by the other. In the 
treatment of cancer of the prostate, cisiration and oestrogen 
ihcrapy were preferable in the first instance, to be followed 
bv deep x-ray therapy if symptoms returned or if the histo- 
i^ical pattern of the tumour changed, as it sometimes did. 
Mr WiLSO.v Hey. replying lo questions, said he preferred 
the vertical incision when malignant disease was suspected, 
because of the greater access it .iflorcicd, and the transverse 
suprapubic incision in other cases. Haemostasis depended on 
accurate use of the endoihcrm app.iratus. The transvesical 
atmroach seemed preferable to others because of the wide 
visual access which it .afforded. In the treatment of suspected 
nrostalic cancer wide resection of prostate and seminal vesicles 
was a prerequisite, even if it put the rectum to a little hazard, 
or if it entailed opening the peritoneum ; carcinoma sometimes 
developed, after prostatectomy, in the seminal vesicles. 
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SECTION OF ANATOMY AND PHYSIOLOGY 

Tuesday, Jane 2S 

Control of Acfivitj- in the Gastro-intcstinal Tract 
Professor R. A. Gregory (Liverpool) gave an account of 
experimental work designed to determine the nature of the 
mechanisms controlling intestinal tone and motility after meals 
in relation to the passage of food along the intestine. Observa- 
tions had been made on unanaesthetized dogs with two Thiry- 
Vella loops in the mid-part of the small intestine. Fluid was 
fed into the loop from a reservoir and the rate of passage of 
fluid and the associated intestinal contractions could be 
recorded ; the method was more sensitive than those employ- 
ing balloons in the lumen of the gut. It measured the resistance 
to the flow of liquid and the general nature of the motility 
elieited in the loop. A general diminution in tone was associ- 
ated with a rapid flow and a decrease in rhythmic contractions. 
After a prolonged fast the loop was in a “ basal ” state on which 
there were superimposed some alternating periods of quiescence 
and activity. When a meal was given there were almost 
immediate changes with slowing of the flow and an increase 
in motility. The effect of a meal might last for several hours, 
though in diminishing degree. 

Analysis showed that the response was nervous and was 
mediated through the vagus with two probable sites of origin, 
(a) cephalic reflex stimulation, and (6) distension of the stomach. 
If the animal. was “sham-fed” the typical response occurred 
even though the food had not entered the stomach. Alterna- 
tively the response appeared if the stomach was distended by a 
balloon or if the mucosa was stimulated gently by a blunt 
instrument inserted through a fismla. The reaction did not 
occur if the loop was denervated, but was gradually restored as 
regeneration took place. 

The effect of alterations in the chemical composition of the 
fluid perfusing the gut had also been studied. The addition of 
bile salts, protein digestion products, or hypertonic saline 
retarded or stopped the flow, and the contractions of the loop 
were increased so that the fluid tended to reflux to and fro 
between the loop and the reservoir. Increase in aridity of the 
fluid slowed the flow until some neutralization had been effected. 
It was thought that there were local reflex arcs in the wall of 
the intestine, because the response to chemical changes w-as 
abolished by applying a local analgesic to the mucosa. 

Dr. J.-J.' Spira (London) held that the peristaltic wave was 
the most important means of intestinal propulsion, and that 
there was no evidence of a physiological mechanism to pro- 
duce fetroperistalsis. The sphincters might operate to prevent 
retrograde movement of the intestinal contents. 

Dr. J, N. Hunt (London) described work undertaken at Guy’s 
Hospital on the rate of emptying of the stomach. Existing 
techniques for test meals did not allow a complete picture 
'of the emptying pattern to be built up, but by giving serial test 
meals to an accustomed subject on successive days and with- 
drawing specimens after different periods it was possible to con- 
struct charts which would show, for any instant, the volume of 
: the original meal remaining in the stomach, the volume of the 
i gastric contents, and the rate at which the gastric contents were 
i leaving by the -pylorus. The meal, which was physiologically 
: inert, contained pectin, sucrose, phenol red, and NaOH to adjust 
j to pH 6.5. The amount of dye remaining in the stomach could 
be calculated, and therefore the rate at which the meal was 
s passing through the pylorus. 

~ The-pattem of emptying had been found to be much more 
■I regular and fixed than had been expected. In 21 subjects the 
mean rate of emptying was 3% of the gastric contents per 
;l minute — the rate of emptying varying with the volume of the 
^ gastric contents, provided the stomach contained between 20 and 
; 750 ml. of standard meal. About halt the contents passed out 
every 22 minutes. 

^3 Dr. A. A. Harper (Manchester) surveyed the development of 
ti. knowledge about the regulation of gastric and pancreatic secre- 
;.’S tion. He had confirmed Mellanby’s findings that secretin caused 
a copious flow of enzyme-free pancreatic juice and that stimula- 
>; tion of the vagus led to the appearance of a small volume of 
secretion rich in enzymes. Even when all nervous connexions 


had been cut the passage of a meal from the stomach was 
followed by a large secretion of pancreatic juice containing 
enzymes. Working with Professor Raper, he had isolated 
pancreozymin, a hormone which caused enzyme secretion. This 
action was not affected by atropine, and the findmgs had been 
extended to man. 

The duodenal contents were drawn off by a tube, and the 
injection of secretin caused the formation of a large volume of 
enzyme-free fluid. If pancreozymin was injected when the fluid 
secretion had been established by secretin there was a slight 
increase in the rate of secretion, which then contained amylase, 
trypsin, and lipase. The preparations of pancreozymin were 
probably not completely pure, because contraction of the gall- 
bladder occurred, but they might make possible the develop- 
ment of more complete tests of pancreatic function in man. 

Understanding of the regulation of gastric secretion had 
advanced similarly. Edkin’s claim that a hormone, gastrin, 
which regulated gastric secretion could be extracted from the 
pyloric mucosa was opposed because of the discovery that 
histamine was a powerful stimulant of the oxyntic cells. But 
recently Komarov and others had extracted from the antral 
mucosa a protein-like, histamine-free substance wbich promoted 
the secretion of hydrochloric arid from the stomach. The 
search for a substance, analogous to pancreozymin, which would 
stimulate the secretion of pepsin had so far been unsuccessful. 

Dr. R. E. Davies (Sheffield) dealt with the mechanism of 
secretion of gastric juice. “ Pure ” gastric juice was a mixture 
of the secretions from several types of cells. . Recently, bio- 
chemical experiments on isolated gastric mucosa, using indicator 
dyes, had shown that the oxyntic cells were responsible for the 
secretion of hydrochloric arid at a concentration of 0,16 M, 
which corresponded to pH 1.4. 

The acid was formed as such by the oxyntic cells and not in 
the form of a precursor. Using isolated gastric mucosal pre- 
parations, chiefly from amphibian stomach, it had been shown 
that the acid secretion depended on an ionic exchange. Vi’hen 
the gastric mucosa secreted arid there was an uptake of carbon 
dioxide equivalent to the arid secreted. Hydrogen ions came 
ultimately from the water of the tissue fluid and blood and an 
equivalent amount of bicarbonate ions was passed into the 
blood in exchange for chloride ions ; this explained the alkaline 
tide in urine after meals. The actively arid-secreting stomach 
required supplies of carbon dioxide from the arterial blood, and 
the rate of arid secretion could be so fast that the output of 
hydrogen ions might be much greater than the uptake of o.xygen 
from the blood or the rate of production of carbon dioxide 
from metabolism in the stomach. 

If in isolated gastric mucosa secretion was stimulated in the 
absence of external supplies of carbon dioxide, then ulcers and 
perforations might occur. Carbon dioxide prevented this, 
apparently by preventing the accumulation of alkali formed 
within the oxyntic cell concomitantly with the arid. Since many 
more hydrogen ions were formed than oxygen molecules used, 
most of the hydrogen ions must come initially from the water of 
the blood, and electrochemical work was needed to separate the 
positive and negative charges. 


SECTION OF ORTHOPAEDICS 
Tuesday. June 28 
Fractures of Radius and Ulna 

With the president, Mr. R. Bp.oomhead (Leeds), in the chair, 
Mr. E. Merv'YN Evans (Birmingham) opened a discussion on 
closed fractures of the shaft of the radius and ulna. He empha- 
sized the virtues of non-operative treatment, basing his discus- 
sion on torsional derangements of the radius, which were 
insufficiently recognized. Failure to reduce them was the 
largest single element preventing an accurate position being 
obtained and kepL The best method of checking torsion was 
by comparative radiographs of the patient's opposite forearm 
in varying degrees of pronation and supination. Views of the 
upper end of the ulna and radius were taken of both lim’cs 
with a tube centred on the front of the forearm and tilled 
20 degrees towards the elbow. On the fractured side the upper 
fragments were brought into equilibrium by the action of the 
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reduced, the majority of these fractures remained stable Ld thoradc inlet 

retention in nlncipr ...p,- o„. moractc inlet disturbances must be distinguished were writer’s 

cramp (hysterical) and cervical intervertebral disk protrusions. 
The latter were radicular in site and more cephalic in distribu- 
1 ’ f ^ff^ctmg the 5th, 6th, or 7th cers'ical segments. 


retention in plaster was satisfactory. For oblique single’ frac- 
tures of the radius, or those also involving the distal end of the 
ulna, u was necessary to apply traction to the thumb for 
several weeks. In ver)’ lew (even comminuted) fractures was 
it necessary to carry out open operation. Rules for the posi- 
tion in which to retain forearm fractures based upon their site 


A useful test which also was of therapeutic value was splintage 
of the upper limb. 
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ntenis was , necessary, though the speaker’s study of 50 cases 
showed that the torsion position was inconstant. , 

Mr. F.'W. Holdsworth (Sheffield) emphasized the need for 
open reduction and plating for those special types for which 
thumb traction had been advocated as well as for the majority of 
other fractures which, because, of minor degrees of obliquity 
and comminution or of the great liability to soft-tissue inter- 
position, were unstable or slow in uniting. Such a course 
enabled liie case, within a day or two, to be treated as one 
almost of soft-tissue repair and without splintage. Such treat- 
ment was dependent upon perfect surgical technique, with avoid- 
ance of clumsy instruments and unnecessary soft-tissue damage. 

Mr. I. Lawson Dick (Bradford), in underlining Mr. Holds- 
worth’s argument, mentioned the liability of the radius, after 
closed reduction, to angulate inwards, and that continued trac- 
tion on the thumb or any other part of the hand brought its own 
problems of rehabilitation. Mr. H. H. Langston (Winchester) 
pleaded for a critical assessment of the need for operation in 
every particular case, and Mr. N. Ross Smith (Bournemouth), 
while favouring closed methods, thought that some cases were 
better treated by the simple interlocking of fragments through 
small incisions. ,Mr. G. A. PoitoCK (Edinburgh) believed a 
middle course wasTi^ht in most cases, for good function could 
be obtained in spite of interior defects of anatomical reduction. 

Dr. F. W. Hanford (Northern Rhodesia) felt that the advo- 
cates of open reduction had underestimated the risks of infec- 
tion. Mr. H. H. Hill (Western Australia) felt that there were 
•risks in the early movement of plated bones, and found func- 
tion just as good in those cases in which closed reduction was 

The discussion was concluded by Mr. Mervvn Evans, who, 
while agreeing that open operation jarely neejd though 
that the decision should not be prejudged-a delay of two 
rveeks was not harmful. Soft-tissue interposition, comminu- 
tion, and minor obliquity did not in themselves provide reasons 
for open operation of any kind. 

Lesions of Thoracic Inlet 

k discussion on upper-limb pain due 

. thoracic inlet was opened by, the bony 

(CardiS) who'described the anatomical relations 
S"\. comprise .he ihle., Md .he 
abnormal, which might cause compression angulation,^.^^ 

chafing of the subclavian artery or the f Jn^ption of 

plexus as they passed over the aperture. M 
the erect posture, and the dependent position . ’ 

favoured ■ the pngulation of these structures, p^giutionary 
lower limb such lesions were unknown, because t , 

process had had a reverse effect. There were two trunk 

The commoner, of neural origin, was due to the j 

of the brachial plexus being stretched over an^ c P 
against a cervical rib element of bony, or “crous na , 
abnormal first rib, the medial tendinous fibres or tne 
medius muscle, or an abnormal scalene muscle, 

Lambert Rogers felt that too much emphasis had 
upon the scalenus anterior muscle — the medius was 
important. The Jess common (8 out of 35 operations in 
series) type of case was vascular in origin and due to compr 
Sion of the subclavian artery betw’een the clavicle and a cervica 
oi; abnormal first rib. In cases of the neural type pain was o 
tingling character and mainly of ulnar distribution. In vascuia 
cases the aching pain of ischaemia was associated with peri- 
pheral colour changes. 


others; Pancoast’s syndrome, in which 
tumours m mis space cause pain in the shoulder and inner side 
of the arm, intrinsic-muscle atrophy. Horner’s syndrome, and, 
radiologically, an apical pulmonary shadow with more or less 
rib destruction. The other type was that shown by E. S. R. 
Hughes to be due to compression of the subclavian vein by a 
pre-venous phrenic nerve. A possible serious complication of 
compression of the subclavian artery between n cervical rib 
and the clavicle was aneurysm, from which, if thrombosis 
occurred, retrograde spread might cause embolism through the 
carotid artery and a contralateral hemiplegia. Many cases of 
thoracic inlet syndrome were in grossly overworked housewives ; 
the usual treatment by rest, etc., was economically impossible. 
Much relief could be obtained by training such patients in 
scalene muscle relaxation and by galvanic treatment of the 
neck muscles — a cure usually being effected in six to eight 
weeks. 

Mr. Ross Smith mentioned that there were other lesions of 
the cervical disk besides protrusion which caused symptoms, 
particularly in the elderly. These degenerative changes should 
be borne in mind in the differential diagnosis. Mr. Hill believed 
that the radiological evidence of protruded cervical disks was 
unreliable. 


SECTION OF RHEUMATOLOGY 

Tuesday, June 2S 

Rheumatoid Arthritis in (he Young 

Dr. Bernard Schlesinger (London) said that a wider view 
of the clinical picture of rheumatoid arthritis with icss emphasis 
on the locomotor system was more likely to cast fresh light on 
its aetiology. Study of the disease in its most acute form and 
from the onset in the young might be profitable. He had chosen 
for study 20 patients, all of whom suffered from considerable 
fever and the general acute manifestations first described by 
Still. The onset was usually abrupt, and began with arthralgia, 
followed by migratory arthritis, an urticarial or maculo-papiilar 
rash, adenitis, and sometimes splenomegaly. Fever was usually 
high and continuous at first, but later occurred in irregular 
periodic bursts. Complete recovery with no residual arthritis 
was the final result in four cases ; 10 developed typical rheuma 
toid arthritis, two were still in the acute stage, .and four patients 
died. 

Apart from a slight degree of anaemia, the most significant 
change in the blood picture was a marked leucocytosis at the 
beginning of the disease, which soon dropped to normal. Lciico 
penia followed in a few cases, sometimes terminating it 
agranulocytosis. Leukaemia was the final result in two cases. 
Occasional complications were pericarditis, pneumonitis will 
pleurisy, and jaundice ; rarely, cirrhosis and encephalitis wertj 
observed. 

In many ways these 20 cases resembled some of the rarerj 
arthritic disorders such as intermittent hydrarthrosis, angioncura'’ 
arthrosis (Solis Cohen), palindromic rheumatism (Hcnch ant 
Rosenberg), and Felty's syndrome. Comparison with lupuv 
erythematosus and polyarteritis nodosa might help to elucidat; 
the cause, and some allergic basis was suggested. The form o1 
the antigen was probably bacterial, the initial leucocytosis bein;| 
a sign of the primary invasion. The occasional leucopeni 
developing later with agranulocytosis and, rarer still, leukaemi 
might be due to repeated anaphylactic assaults on the bor, 
marrow. The character of the fever, the clinical course, tt. 
regions involved, and the type of lesion in Still’s disease all gai 
support to this theory, but many points remained obscure. N 
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one had yet discovered the nature of the antigen, explained how 
it produced a prolonged disease with progressive inflammatory 
lesions, or what predisposed certain individuals and allowed 
others to escape. In conclusion Dr. Schlesinger considered 
that " cortisone ” might one day be used in the treatment of 
this disease, and in this connexion mentioned one of his patients 
who became hirsute when the illness itself had subsided. 

Professor W. S. McR. Craig (Leeds) commented on the return 
to thinking in terms of endocrinology. The sex incidence in 
infective arthritis was of some interest in this connexion. In 
the adult it was most common in females at about 20 years 
and 45 years of age, the latter often coinciding with the 
climacteric. In the child infective arthritis came at the time 
of most active growth — namely, about the age of 5 years. He 
looked for some common factor such as infection, and pointed 
out that at the age of 5 years infection was usually acute, not 
chronic, and that foci of infection were more commonly found 
at that age. 

He urged the need for research on a broad national basis, 
because of the comparative raritj- of the disease and lack of 
clinical material. He considered that parallel studies should 
be carried out, and in this way it might he possible to check 
up on such factors as climate, soil, etc. He put in an earnest 
plea for treatment of the child in the home with home helps 
and visiting teachers rather than in residential special schools 
or convalescent hospitals. Professor Craig considered that 
more money should be spent on this type of case rather than 
as at present on patients with a less favourable prognosis. He 
thought that a generous diet was an important part of the 


treatment. 

Dr. DON.ALD Wilson (Bognor Regis) commented on the rarity 
of the disease, but thought it was possible that this was 
e.xaggerated and that it was at times confused with other 
diseases. In treatment he emphasized that to avoid deformity 
orthopaedic measures were needed at an early stage. He gave 
an account of a child of 1 1 years he had seen suffering from 
this disease, treated with ACTH (adrenocorticotropic hor- 
mone) in a hospital in Philadelphia. There was alleviation of 
symptoms after three hours, and in eight hours all symptoms 
had disappeared. The child was running about and the E.S.R. 
was normal. The reversal of symptoms lasted eight daysr and 
then the disease returned. Dr. Wilson thought that it was 
difficult to reconcile primary infection in the aetiology of Still's 
disease if cortisone or ACTH could cause the disappearance 
of all signs and symptoms in such a short space of time. 

Dr. George D. Kersley (Bath) commented on shock as the 
trigger mechanism in precipitating the onset of Still’s disease, 
and considered this another link in the theory of excessive 
strain on the adrenal cortex and anterior pituitary. He said 
also that the onset of the disease during the period of most 
rapid growth might point to changes in the anterior pituitary. 
, He wondered if the effect of cortisone and ACTH on the 
i blood picture, in that it caused a fall in lymphocytes and 
eosinophils, might have some bearing on the leucopenia and 
occasional agranulocytosis observed by Dr. Schlesinger in his 
series of cases. 

, In reply Dr. Schlesinger said that he did not regard diet 
1 as an important factor in Still’s disease. Most of the children 
) in his series came from well-to-do homes. He pointed out 
that, in a-disease where orthopaedic and other measures were 
^ essential, admission to hospital was a necessity in the acute and 
^ subacute phases of the disease. , He had not found gold therapy 
of any value, nor had he had good results with transfusions 
’ using blood from pregnant women, or with induced infective 
^ hepatitis. 

:i Clinical Demonstration 


Sir Henry Cohen (Liverpool) demonstrated three cases from 
The Royal Bath Hospital of arthritis occurring in girls in the 
first decade of life; a child aged 5, whose illness had started 
;’at the age of 15 rnonths: one aged 15. who gave a seven-years 
r-i'history ; and a woman of 22 years, whose arthritis began at the 
jr'age of 3 and had left her severely crippled. 

Sir Henry stated that these three cases illustrated a lesson 
jwhich still needed emphasis — that we were too apt to isolate as 
;<scparate diseases under the labels of Still’s disease. Felly’s 
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syndrome, and the like, a number of pathological states whose 
common feature was arthritis, implying that these might be the 
expression of differing primary essential causative factors. 
Experience showed that cases of so-called rheumatoid arthritis 
were part of a heterogeneous group of arthritides of unknown 
and probably of variable and dissimilar causation. Another 
point which it seemed timely to stress in view of the striking 
effects of cortisone in securing reversibility of the arthritic 
state was that the arthritic changes which in the early stages 
were reversible became in later stages irreversible. Corffsone 
would not replace destroyed articular cartilage or reduce sub- 
luxated joints. Early diagnosis and treatment would still be 
essential. Finally, Sir Henry emphasized the relation of peri- 
pheral vasospasm to the problem of arthritis and claimed that 
it was possible to recognize this as a major factor in the genesis 
of arthritis in some patients, a factor which possibly rendered 
the joints less resistant to the specific noxious agenL 

Sir Henry demonstrated also a classical case of gout and a 
doubtful case of gout in a man of 29. Since the latter patient 
had an atypical history, a normal blood uric acid, and had not 
responded to anti-gout therapy. Sir Henry doubted the correct- 
ness of the diagnosis. ’The absence of tophi at his age was not 
of importance in excluding gout. 

Dr. Leslie C. Hill (Bath), in discussing these cases, agreed 
that the giving of individual titles to relatively rare diseases 
had no clinical value. He commented on the significance of 
peripheral vasomotor spasm as exhibited in the second case, 
and said that the incidence of this condition in patients with 
rheumatoid arthritis was higher than in the normal person. It 
might well be “ the soil ” in which this disease could develop. 
Discussing the third case, he indicated the danger of calling 
this a self-limiting disease, and emphasized the necessity for 
early orthopaedic measures. 

Dr. Schlesinger said that the marked effusion into the joints 
in the second child was in his op’inion a very good sign, as it 
made adhesions less likely ; in his experience it was the only 
type of joint which defeated all orthopaedic measures. 


SECrnON OF tropicajl medicine 

Tuesday, June 28 

Tropical Diseases as Aftermath of War 
Air Vice-Marshal T. C. St. C. Morton said that the most 
important and the commonest tropical disease among ex- 
Service men was amoebiasis. The usual clinical syndrome was 
one of irregular bowel action with discomfort over the caecum, 
and the hepatic and splenic flexures relieved by the passage 
of flatus. The diagnosis was made by finding E. histolytica 
or cysts in the stool. The specimen should be sent, by post if 
necessary, to a centre which had special experience in this 
work. Sigmoidoscopy should also be performed. Amoebic 
granuloma of the rectum might simulate neoplasm, and dis- 
comfort in the right iliac fossa appendicitis. A correct diagnosis 
was important, because surgical intervention was contra- 
indicated. Liver abscess or hepatitis might also occur. After 
they had been treated it was important to steriUze the gut. 

■jthe treatment of amoebiasis of the intestine was by means 
of emetine bismuth iodide, reinforced by “diodoquin.” If 
there was ulceration, and in chronic relapsing cases, penicillin 
and sulphasuxidine proved valuable in removing secondary 
bacterial infection and allowing the ulcers to heal : emetine 
was then more effective. 

Colitis following bacillary dysentery was less common. It 
was treated by rest in bed. high protein diet, sulphasuxidine. 
and penicillin. Kala-azar might he found, especially in men 
returning from Bengal ; it was often mistaken for undulant 
fever. Repeated marrow puncture might be necessary to estab- 
lish the diagnosis. Treatment was by pentamidine. 

Enteric fevers were particularly common among those 
stationed in the Canal Zone in Egypt. There was little risk 
of frank cases acting as carriers in this country, because of the 
careful examination before discharge from hospital, but mild 
atypical cases in inoculated persons might escape detection 
at the time. 
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ccphaeline. Failure might also be due to concomitant infection 
with pyogenic bacteria ; this should be treated by penicillin 
and sulphonamides. He now restricted the use of emetine to 
(he treatment of complications of amoebiasis, such as tiver 
abscess. His standard course was, based on diiodohydroxy- 
quinoline (“ diodoquin ”) 0.8 g. three times daily for ten days. 
Tins was reinforced by quinoxyl enemata, although these rarely 
reached the caecum. Dr. Caplan-also disclissed the treatment 
of relapsing benign tertian malaria in ex-Service men. Radical 
cure was best achieved by a combined course of quinine and 
pentaquine given for ten daj's in hospital.' 

Sir Gordon Covell (London) discussed the diagnosis and 
• treatment of malignant tertian malaria. For prophylaxis he re- 
commended proguiinil (paludrine) or alternatively chloroquin. 
Quinine might cause blackwafcr fever in exceptional cases, 
and mepacrine psychosis ; it also stained the . face yellow. 
Chloroquin also might on rare, occasions have toxic effects. He 
therefore used' proguanii, but reinforced it with 900 rag. of 
mepacrine on the first day to reduce the fever more rapidly and 
to diminish the possibility of subsequent relapse. 

\ I Loaiasis 

Professor G. J. Stefanopoulo (Pasteur Institute, Paris) spoke 
of loaiasis, which was common among Europeans working in 
French Equatorial Africa. Besides the well-known Calabar 
swellings there were other symptoms due to sensitization which 
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SECTIONS OF MEDICINE AND SURGERY 
Wednesday, June 29 
Treatment of Peptic Ulcer 

\yith Professor R. E. Tunbridge (Leeds), prc.sidcm of ihc Sec- 
tion of Medicme, m the chair, Sir Henry Cohen il.ivcrpoo!) 
opening the discussion, characterized peptic ulceration as the 
most important social and economic medical problem afler the 
group of rheumatic diseases. In this country 1{ million persons 
were computed to suffer or to have suffered from peptic ulcer 
and one-half of the males between the ages of 45 and 54 in the 
County of London. Peptic ulcers had in common a restriction 
of site to areas with which acid juice came in contact If tl 
proteolytic ferments and acids were subjected to an increa 
in their strength or in the duration of their action an iilo 
might be expected to follow, and a reduction in the rcsistir 
power of the mucosa c.xposed to them would have a sirnih 
effect. Local vascular or inllammatory disturbance, ft 
example, might lead to a lowered resistance of a mi’icosi 
area and render it susceptible to the ferments. Spiced fooc 
might effect a local irritation of the oxyntic cells, but in gener: 
such a local cause was unimportant ; they must usually sec 
a more distant and usually nervous cause. Anxiety or hype 
thalamic disturbance might produce an excessive secretion of „ 
juice unusually rich in acid. In addition to the direct neural 
mechanism there was a humoral mechanism, perhaps also sub- 
ject to vagal influences, and dependent on the secretion by 
antral cells of a^hormone called gastrin, which stimulated acid 
production. The gastrin-secreting cells might be stimulated 
excessively by local irritative or inflammatory processes, by 
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might resemble acute rheumatism, synovitis, lymphangitis, excessively by local irritative or inflammatory processes, by 
Hodgkin’s disease, or 'tropical eosinophilia. Later the patients ; disturbances in neural control, and perhaps by regurgitating 
became desensitized and most of the symptoms subsided, but bile. 

pruritus and eruptions might occur. Geographical factors had Treatment must aim at diminishing acid pepsin secretion and 
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pruritus and eruptions might occur. Geographical factors had 
to be borne in mind in making the diagnosis. Leucocytosis 
and eosinophilia would be found, and there were microfilariae 
in the blood in 40% of cases. Intradermal and complement- 
fixation tests were valuable, Litomosoides from cotton-rats being 
used as antigen. ' 

Previously, specific treatment was unsuccessful, but 
“ hetrazanr’ which was given by mouth, had a marked effect. 
Microfilariae disappeared from the blood in 48 hours. At first 
all the allergic symptoms reappeared or Were increased — espe- 
cially oedema, pruritus, and rashes, which might be papulo- 
vesicular or urticarial. Afler two days, however, these symp- 
toms subsided. Relapse was common. He gave 400 mg. a 
day for 10 days and repeated this course several times at 
monthly intervals. He was investigating the possibility of 
using hetrazan prophyiactically to protect French engineers 
who visited West Africa for limited periods. 

Dr. F. HAXvKrNG (National Institute for Medical Research. 
London) spoke of -the valuable work carried out by Dr. 
D. M. Blair and Mr. Alves on schistosomiasis in Southern 
Rhodesia. He mentioned the new compound “miracil,” or 
“ m'lodin,” which could be given by mouth and cured infections 
with S. haematobium. He also described the work of Col, W. 
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increasing mucosal resistance, fl) The neural secretion might 
be attacked (a) at a mental level by adjustment of the individual 
to his environment and by the aJminisfr.Kion of sedatives, 
particularly of (he barbiturate group, or (b) .it a peripheral' 
level by atropine or vagotomy. (2i Hormonal secretion had 
been attacked, not ^\crj succcssfullv, hy ivy's entcrogastrone, 
an extract of intestinal mucosa, and by the administration of 
extract of pregnant mare’s urine Partial gasiredonu .rimed 
at the same effect. (3) Attempts mieht he m.ide to huffer acids 
by the frequent administration of f-.od, to neutralize them by 
alkalis, to effect their absorption h, cerr.on s.nthetic resins to ‘ 
dilute them by water, or, surgically, to dilute and neutralize 
them by allowing intestinal juice to enter the stomach 
(4) Gastrectomy, increasingly r.id.cal, h.id been employed’ 
apparently an the genera! principle th.it without an ulcer- 
bearinc area there could not be an i,'..cr 
Of the complirations of peptic uk.-, perforation and stenosis 
required surgical treatment, and haemorrhage was incrcasinelv 
treated by the surgeon too. Ulcers must be regarded af 2 i 
incidents in (he h^ of the subject of the ulcer diathesis and 
treatment must be directed to the patient as a whole ratber’than 
to his gastric mucosa alone. 
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Dr. C. N; Pulvert.ut (York) read the paper by the late 
Mr. A. Hedley Visick — almost completed before his death. 
The two Sections had stood silent in tribute to his memory for 
a minute when the meeting opened. In selecting a scheme of 
treatment for an actual patient, the knowledge of the general 
practitioner, who alone was familiar with that patient as a 
whole man, was of paramount importance. Treatment would 
vary too from district to district, the family doctor being guided 
in his choice by the facilities for particular types of treatment 
in his own area. Patients with a long history of the disorder, 
previous perforation, gastro-jejunostomy already performed, 
and persistent pain usually required surgery. The patient’s 
emotional constitution must be considered, and his economic 
situation. The local pathological nature of the ulcer, the 
scarring or stenosis it may have produced, and its deep penetra- 
tion were of importance too. 

The first method — ambulatory treatment at home — must be 
carried out by the family doctor, with repeated follow-up by 
institutional methods. Men under the age of 30 could be 
treated with high efficiency and complete safety by gastrec- 
tomy. The indications for medical treatment were (1) economic 
unsuitability for surgery, (2) economic suitability for prolonged 
inactivity under medical care, (3) absence of stenosis, (4) short 
history, and (5) a pronounced anxiety state. Repeated haemor- 
rhage or perforation and the suspicion of malignancy were 
absolute indications whatever were the attendant circumstances. 

Of surgical methods, gastro-jejunostomy was a safe operation 
for patients over 50 with stenosing duodenal lesions. Vago- 
tomy had not yet been finally assessed. Gastrectomy aimed 
at producing complete and permanent achlorhydria. To 
achieve this effect the gastrectomy should leave a remnant of 
stomach measuring 5 in. by 2 in. (12.7 by 5.1 cm.), though when 
performed for jejunal ulceration the remnant should measure 
only 1 by 1.5 in. (2.5 by 3.8 cm.), and the whole greater curva- 
ture should be mobilized, with division of all vasa brevia. The 
operation must be regarded as only an incident in treatment, 
and dietetic and sociological matters must be adjusted after it, 
though a full diet, alcohol, and smoking were usually per- 
missible a week after operation. 

Mr. A. Davis Beattie (Leicester) considered gastrectomy to 
be the only successful treatment for large or complicated peptic 
ulcer, but it seemed an unaesthetic and unnecessarily drastic 
procedure to carry out in cases of duodenal ulceration, and its 
results showed a smaller proportion of full economic successes 
than was generally realized. Vagotomy seemed a more physio- 
logical operation. Its rationale was based on the reduction of 
gastric acidity, particularly of the night secretion, and the relief 
of muscle spasm which followed it. Experience of 200 cases 
of vagotomy suggested that the operation was particularly 
suited to (1) uncomplicated duodenal and pyloric ulcers, 
(2) recurrent or jejunal ulcers after gastrectomy, and (3) small 
early ulcers of the lesser curvature, especially towards its upper 
end. The transabdominal approach was preferred to the trans- 
thoracic, since it permitted determination of the extent and 
nature of the ulcerative process. 

Vagotomy was followed by an immediate loss of pain. 
A temporary ileus of stomach and small bowel lasted 24 to 
48 hours, to be followed by a gradual increase in intestinal 


motility during the succeeding 12 to 18 months, and consequent 
relief of any previous tendency to constipation. Temporary 
post-vagotomy cardiospasm always resolved spontaneously after 
2-3 weeks. Pylorospasm was the only cause of persistent post- 
operative symptoms and was responsible for nearly all failures. 
Retention symptoms were present in some degree in 65% of 
cases, were objectionable in about half of these, and were 
incapacitating in about 15%. 

Apparent recurrence of ulcer symptoms seemed always to be 
due, either to incomplete neurectomy or to retention ; in no 
case could it be proved to be due to persistent or recurrent 
ulcer. The frequency of retention symptoms had led him in 


the last 100 operations to combine vagotomy svith pyloroplasty 
or gastro-jejunostomy, and a certain proportion of the first 100 
• patients treated had subsequently required one or other of these 
' additional procedures. Vagotomy, supplemented by pyloro- 
1 plasty (preferably) or gastro-jejunostomy, afforded complete 
i relief from all dyspeptic symptoms, improvement in psycho- 


logical outlook, and the ability to return to full work six weeks 
after operation. 

Dr. Richard Dole (London) discussed the sociological 
aspects of peptic ulceration. In the latter half of the last 
century 50% of perforations were in women under 25 years of 
age, but since 1920 90% had been in men. A similar change 
had overtaken the incidence of haematemesis. It thus seemed 
reasonable to deduce that sociological influences were at work. 
Geographical differences in the incidence of peptic ulceration 
supported this deduction. Differences in the social scale, too, 
affected ulcer incidence ; deaths from gastric, but not duodenal, 
ulcer were more numerous relatively among the poor than 
among the wealthy. An investigation by personal interview of 
5,950 ulcer patients, 80% of whom had had a positive radio- 
logical, gastroscopic, or operative diagnosis, had been conducted 
by the speaker and Dr. Avery Jones. The standardized 
morbidity ratios showed that the incidence of ulcer was highest 
in doctors. The incidence was average in bus and trolley 
drivers, lower than average in agricultural workers. Sedentary 
workers had a low incidence too, not statistically very con- 
vincing, but perhaps rendered less dramatic because some ulcer 
patients had been transferred to clerical work as part of the 
treatment of dyspepsia. There was no difference in ulcer inci- 
dence between men on regular hours and men on shifts, between 
those who had regular and those who had irregular meals, but 
perhaps a low incidence in the latter group was obscured by 
ulcer patients having moved, under advice, from the latter 
group to the former. 

There had been a rise in the inddence of ulcer during the 
recent svar due to industrial fatigue rather than to danger, for 
the incidence of perforation in Glasgow reached its peak before 
the air attack on that city (Illingsvorth). Anxiety at work was 
of high importance, but only in cases of duodenal ulcer, not 
gastric. Food processing and smoking were under investiga- 
tion nosv, and preliminary' results seemed to show no difference 
between the incidence of ulcer in smokers and in non-smokers. 
The changed sodological relations between children and parents 
now as compared with the last century might be of importance 
in the increase in ulcer-incidence, and Halliday had blamed 
very' tentatively an unhappy background during the first five 
years of life for the subsequent development of ulcer. One 
interesting effect of the survey was that it revealed gastrecto- 
mized patients happily and successfully performing all kinds 
of work, even the heaviest manual labour. 

Dr. Cornet (Paris) said that ulcers of the anterior wall of the 
stomach were difficult to detect and follow by radiological 
methods, and their presence could sometimes be proved only by 
gastroscopy. Even gastroscopy had its own difficulties, the 
great oedema around these ulcers sometimes simulating 
malignant disease. 

Dr. J.-J, Spola (London) said that hydrochloric acid played 
no part in acute ulceration, but no chronic ulcer formed in the 
absence of add. Chronic ulcers might be classified according 
to their situation on a mucosa which normally secreted alkali 
(oesophagus, jejunum, Meckel’s diverticulum) or add (stomach, 
first part of duodenum). Add. pepsin, or an add-pepsin mix- 
ture alone could not produce ulcer. A second factor was also 
required, and that was the presence of bile in the stomach. 

Dr. 3. LrPETZ (Edinburgh) recommended the greater use of 
the Gregersen slide test for the detection of occult blood in the 
stool as a convenient and reliable method for the genera! practi- 
tioner to select those of his dyspeptic patients who suffered 
from gastro-duodenal ulceration. Dr. D. R, Belletty (Assam) 
had found a high inddence of peptic ulceration in his coolie 
patients, who were meat-eaters when they could get meat, 
fairly heavy drinkers when they could get drink, and heavy 
smokers when they could get tobacco. Dr. Montgomery 
(Montreal) reported that in North America they were coming 
to the opinion that the late results of vagotomy did not entirely 
fulfil the early promise of that operation. Dr. C. M. Steven- 
son (Cambridge) blamed the dgarette but not the pipe for 
ulcer-production. Dr. D. A. Jen'ntngs (London) had fo-jnd 
that only three of over 300 patients on ambulatory out-patient 
treatment had continued to have pain. The real difficulty was 
to get the patient off milk and back to work. The prindples 
of treatment were primarily psycho-analytic — the patients must 
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SECTIONS OF OBSTETRICS AND GYNAECOLOGY 
AND RADIOLOGY 
Wednesday, June 29 
Radiography and Disproportion 
Walker (London), vice-president of the Section 
\ f Gynaecology, called upon Professor Chassar 

^loir (Oxford) to open the discussion. Professor Chassar 
Moir said he believed that distrust of pelvimetry had arisen 
because radiologists as a class had little first-hand knowledge 

, failed to appreciate the intricacies of 

childbirth. Similarly, the obstetrician seldom appreciated the 
technical difilcultics of .v-ray methods.. He pleaded for close co- 
operation between obstetrician and radiologist if progress was 
to be made. Disproportion was the most important of the causes 
of dystocia, and it was right that it should have special con- 
sideration, though measurements of it took no account of such 
important features as the force and frequency of the. uterine 
contractions, the adaptation of soft tissues, or the moulding 
of the baby's head. Least of all,did radiology measure the 
patient’s psychology. 

Adequate pelvic examination necessitated much more than 
recording the size of the' conjugata vera, important as that time- 
honoured measureinenf was. Radiological measurement had to 
include examination of the pelvis in more than one projection, 
and shape ns well as pelvic size was important. The occipito- 
postcrior position of the head, for example, was often associated 
with a pelvis greater in its antero-posterior than in its transverse 
measurements. Disproportion could be assessed by various 
methods. There was the “ impressionistic ” method, seen at its 
best in the stereographic technique used by Caldwell and Moloy. 
This was, however, a time-consuming method. Ball and March- 
bank.s, of.-New York, had 'developed 'a' method of corriputing 
head volume and comparing it with pelvic capacity, but this 
suffered because the technical difficulties were formidable, 
Nicholson, of Moreton-in-Marsh, had related the pelvic area at 
brim level and at ischial-spine level to the progress of labour, 
but he had paid little attention to the size of the foetal head 
and he had not considered sufficiently the variation of prognosis 
that derived from variation in pelvic shape. However, Nichol- 
son was to be congratulated on focusing attention on the need 
for accurate measurement ; that work had been done m a busy 
general practice in a rural district. Rolarid Williams and 
speaker had developed methods by which pelvic outline could be 
reduced -to true size and shape and the charts used for estima- 
ting the “ fit ” of the foetal head. A strict analysis of 193 assess- 
able cases of clinically suspected pelvic abnormality had been 
caSed out, with the following results : VVhen easy Jabo»yvas 
indicated by the graphs, the labour w 72 /o of cases was short, 
spontaneous and uneventful ; when difficult delivery was indi- , 
cited labour was' prolonged or required operative assistance in 

86% of cases. The accuracy was even Rom 

indicated by contraction in the brim graph, as distinc 

the cavity and outlet graphs. -j ,u„, the 

Dr. J. Blair Hartlev (Manchester) ^f^bstetri- 

radiologist was reporting to more than one £_ ^,1 
cianS; 


ful study, especially in relation to pelvic mobilUy Co-oneminn 
. with the obstetrician was essential. _ ^ 

JM^ve Kenny (London) said that she was an " imprev 
sionist,’ believing in the value of stereoscopic .v-ray pd! - 
metry. There was a great need for the accurate measurement of 
.the pelvis for although the infantile mortality rate had fallen 
considerabiy^m the last half-century there had been no difference 
in the figures of the years 1900 and 1947 of deaths in the first 

trauma (Martin, Briu's/i 
Medical Journal, 1949, 1, 438). The day might come when even' 
woman would'have her pelvis x-rayed. There was no absolute 
indication nowadays for caesarean section, and the incidence 
of this operation had not risen because of .x-ray pelvimetry. 

Dr. S. Josephs (Newcastle-upon-Tyne) described his method 
of cephalometrj'. He said that 30 cases had now been collected 
in which radiological cephalometry had been performed twice, 
and in no case had there been any evidence of growth during’ 
the last, four weeks of pregnancy. That investigatibn was con- 
tinuing, with estimations of foetal skull size at 32 weeks, 36 
weeks, and at term. 

Mr. Linton M; Snaith (Newcastle-upon-Tyne) said that he 
had been associated with Dr. Josephs in this important discovery. 
He stressed the importance of estimating mid-cavity pelvic size, 
and labour should not be allowed to proceed where it was 
inadequate. Dr. Alan Barker (East Kent) thought Professor 
Moir’s charts were the answer to the general practitioner's 
problems. 

Dr. A. J. MacLeod (North Uist) thought ossification of the 
'foetal skull was more important than size. Mr. J. A. Stall- 
worthy (Oxford) described himself as an “ unbeliever " and 
maintained that after two years’ experience a registrar could 
give a better forecast of the outcome of a labour by clinical 
means than by using the available radiological methods. 
Professor T. N. A. Jeffcoate (Liverpool) advocated the uses of 
trial labour and of “ intranatal ” radiology (.v-ray examination 
during labour). 

Others taking part in the discussion included Mr. C, Scorr 
Russell (Manchester), Mr. Arnold L. WXlker (London), Mr. 
R. Newton (Manchester), Dr. R. D. B. Wright (Hull), Dr. T. F. 
Redman (Manchester), Dr. J. Lovset (Norway), and Mr. G. 
Gordon Lennon (Oxford). 
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SECTIONS OF PATHOLOGY AND BACTERIOLOGY 
AND TROPICAL MEDICINE 

Wednesday. June 29 

The Sprue Syndrome 

Dr. J. G. Greenfield was in the chair for the first part of the 
meeting and Dr. Balfour Kirk for the second. 

Professor A. C. Frazer (Birmingham) defined the sprue syn- 
drome as including tropical and non-tropical sprue and the 
coeliac syndrome. Fat absorption was constantly affected, and 
on this background of sleatorrhoea such things as watery diar- 
rhoea, vitamin deficiencies, and haematological changes were 
superimposed in varying degree. The fat-absorption defect was 
a partial one, and could be related to the amount of fat fed. 
The sprue patient was intolerant of saturated fatly acids, and 
the fat in sprue stools was mainly of this type, though short- 
chain volatile fatty acids might also be greatly increased. The 
usual increase in particulate blood-fat (chylomicrons) after a 
fatty meal was absent in the sprue syndrome. When particulate i 
fat absorption was impaired more fat might be hydrolysed, 
and there might be increased mucus formation in the intestinal 
lumen, leading to further interference with particulate fat 
absorption, and also possibly to flocculation of barium sulphate 
emulsion, giving rise to the characteristic deficiency pattern sesft 
radiologically. The vitamin deficiencies which were so charac- 
teristic of the established sprue syndrome might be associated 
with an increase of the bacterial population of the imestine. 
These might invade the small intestine, and even the stomach 
in achlorhydric patients, and their competition for the vitamfo 
in the diet would impoverish their host. Alterations in dici 2 r; j 
fat and an increased susceptibility to overgrowth of intestini j 
bacteria might account for the increased incidence of the spn-U 
syndrome under tropical conditions. * 
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Professor Frazer's address was followed by a brisk discussion. 
Professor R. J. V. Pulvertaft described work in which he 
had removed the ileo-caccal valve in dogs, thereby allowing 
colonic bacteria to invade the small bowel ; no blood changes 
had followed this procedure, and steatorrhoea had not been 
obsersed. In 'reply. Professor Frazer suggested that possibly 
the quantitative conditions needed for producing steatorrhoea 
had not been attained. Dr. G. M. Findlay asked if there 
were any explanation for the absence of sprue in tropical 
Africa ; Professor Frazer quoted work done by Dr. I. M. 

• French in his department, which demonstrated that the type 
of dietary fat might influence the appearance of the sprue 
syndrome. There were considerable differences in the fats 
eaten in India and in Africa. Dr. J. P. C.aplaN asked why 

- prisoners in Japanese hands had failed to developd the sprue 
'■ syndrome, although on a very deficient diet. This was explained 
by the very low fat content of their diet, too low to enable 
' steatorrhoea to become apparent. 

Dr. D. A. K. Bl.ack (Manchester) suggested that although 
J, impairment of fat absorption was perhaps the most obvious 
! and characteristic feature of the sprue syndrome, it was prob- 
ably - always attended by defective absorption of other sub- 
stances, though this mighLnot be apparent clinically. He had 
: recently seen a patient who presented a case of iron-deficiency 

• anaemia. Steatorrhoea had been found, and intravenous iron 
■ had given a good haematological response, although the 

. anaemia was refractory to iron given by mouth. To the patho- 
^ legists Dr. Black commended the virtues of a three-day fat- 
. balance test in the diagnosis of doubtful cases of steatorrhoea. 

Vihen steatonhoea was obvious on inspection of the stools 
. laboratory tests were not needed.^ It was important to bear in 
. ^mind the danger of salt depletion in those patients with sprue 
i. in whom there was severe and long-continued diarrhoea. Liver 
; and sulphaguanidine had proved effective in arresting watejy 

• dianhoea in the sprue syndrome. 

Dr. K. D. Keele (London) had had an unusual opportunity 
of observing the early ' stages of tropical sprue during his 
work in' Bihar and later in Poona. His experience had led 
him to distinguish a stage of “onset or relapse” and a stage 
of " remission.” In the early stages diarrhoea was present in 
, 80 to 90% of cases. Anorexia and vomiting were also 
common. With the appearance of remission, which might 
happen spontaneously or be induced by liver therapy, these 
symptoms became less marked, but often abdominal distension 
or a sore tongue appeared. There was considerable dissociation 
between the degree of steatorrhoea and the clinical state of the 
patient. For instance, liver could induce a complete clinical re- 
mission without the steatorrhoea disappearing. The action of 
_ liver seemed to be to enhance the absorption of water-soluble 
substances, but not of fat. In the aetiology of sprue, a high fat 
content of the diet probably played some part In view of 
the high incidence of sprue in India in the hot season it would 
: seem that a high effective temperature might precipitate sprue. 

T3r, A. W. D, Leishman (Sheffield) spoke of the blood 
changes in sprue. Marrow biopsy had increased knowledge 
cf the anaemias of sprue. In early sprue severe anaemia was 
', uncommon. In established sprue the anaemia might be macro- 
, cytic in type, although a megaloblastic bone-marrow was rather 
uncommon. This type of anaemia might well be analogous 
' '' to the anaemia produced in rats by intestinal manipulation. 

In another type of anaemia found in sprue the haematological 
• stigmata of iron deficiency complicated the macrocytic anaemia. 

When the bone-marrow was megaloblastic there was a good 
: - . response to folic acid ; otherwise the response was poor. 
Macrocytic anaemia must be looked on as a delayed complica- 
tion rather than as an essential part of the sprue syndrome. 

In the concluding discussion Air Vice-Marshal T. C. 
MorYon contended that the widespread use of sulphaguanidine 
?'',in suspected cases of dysentery mi^t explain the high incidence 
y.- of sprue in the 1939-45 war. He also quoted Sir Patrick 
y'^Manson's dictum that “sprue is the past participle of spree.” 
.y”Dr.,G. M. Findlay asked whether the type of fat present 
-y in the “K diet” might be responsible for the high incidence of 
.'•sprue in men who had taken this diet. Dr. Keele, while dis- 
> i' claiming knowledge of this type of fat in the diet, was 
..-'■emphatic about its nauseating properties. 

I 


SECTION OF RADIOLOGY 
IVednesday, June 29 

Radiotherapy in Spondylitis Ankylopoietica and Osteoarthritis 
With Professor B. W. Windeyer, vice-president, in the chair, ' 
the subject of radiotherapy in spondylitis ankylopoietica and 
osteoarthritis was opened by Dr. E. L. Gwendolen Hilton 
(London). The first of these conditions, she said, was often 
a crippling disease and attacked mostly young men. Gold 
therapy, which was very useful in rheumatoid arthritis, was of no 
value in the treatment of spondylitis. She had also seen patients 
who had been treated for months with vaccines but had steadily 
got worse. With x-ray therapy beneficial results began almost 
at once. Her remarks were based on nearly 1,500 cases, all of 
which had been carefully followed up. It was extremely easy to 
miss the early radiological appearances in spondylitic joints. Not 
all cases progressed to complete bony ankylosis of the whole 
spine. The disease might become quiescent spontaneously at 
any stage. In some cases the disease affected the spine only 
and not the peripheral joints at all ; in others it- might affect 
many of the peripheral joints early in its course. When once 
bony changes occurred they were permanent. In spite of 
complete clinical cure she had never noticed any radiological f 
evidence of reversal of bony change. 

Patients often asked whether x-ray treatment would have any 
deleterious effect, particularly on the genital organs. If the 
scrotum was properly protected no damage was done to male 
genitalia during treatment. In the female it was more difficult, 
because the ovaries came within the direct beam of the rays 
when the sacro-iliac joints were exposed, though if the joints 
were irradiated obliquely the dose received was reduced and 
amenorrhoea was not produced in every case. In young women 
x-ray treatment of the sacro-iliac joints Should not be given 
unless it was essential ; it should be given only if the woman 
was ill and incapacitated by disease. Finally, she had noticed 
a considerable difference in the progress made by patients who 
had received identical x-ray treatment but who. on the one 
hand, had had physiotherapy in her own hospital, and, on the 
other, had had physiotherapy elsewhere, administered by people 
who had less experience in dealing with spondylitics. The treat- 
ment should be adapted to the individual in each case. 

Dr. Margaret D. Snellino (London) presented details of a 
series of cases of spondylitis treated at Middlesex Hospital. The 
aim of x-ray treatment had been to get rid of acute symptoms, 
restore function, and prevent recurrence of attack. About 300 
cases of ankylosing spondylitis had been treated during the 
period 1937-47. Nearly all of them were males, and the great 
majority were in the second stage of the disease, in which the 
disease was active and affected the whole or most of the spine. 

Of the cases in this stage and in the first stage, with the disease 
active but localized, much improvement in symptoms within 
three months of treatment was recorded in 69%. Of 66 patients 
in the second stage whose progress was followed from three to 
five years after initial treatment, 48 showed marked improve- 
ment in symptoms and 35 marked improvement in signs. It was 
of the greatest importance to undertake physiotherapy and all 
adjuvant treatments. 

Dr. L. Janet Mallender (Leeds) said that in the treatment 
of osteoarthritis radiotherapy was new ; it did not replace the 
older and long-tried methods but it might offer an alternative. 
Opinions about the value of radiotherapy differed ; it had been 
suggested that the effect was purely psychological. She 
presented figures relating to 259 patients with osteoarthritis. 

She formed the impression that small joints did better than large 
ones. The dissected figures were as follows : 


! 

, Relisvetjfor 

1 More than 6 

Relie%-ed for 
Ljcss than 6 



j Months 

Months 1 


Males !17 .. .. i 

1 i 

1 23% 

! 21-5% 

Females 142 . . . - \ 

[ 46-5'/. 

25-SX 

2S% 


After quoting other figures, she said that x-ray therapy in 
osteoarthritis offered a most useful degree of palliation, and was 
weir worth the small amount of trouble it entailed. 
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Professor B. W. Windeyer said that in osteoarthritis radio- operation the anaesthetist should be ready to employ 
therapy should not be used when other simpler measures were if necessary. Patients should be oxygenated during th 
likelv to be effective. Dr. .T. .sj. Frti.TON n.ivernnnn ennsidered' (inn and for at least twelve hours after.. Couchinc 


therapy should not be used when other simpler measures were 
likely to be effective. Dr. J. S. Fulton (Liverpool) considered 
that the value of radiotherapy in osteoarthritis was not as clearly 
known as it might be. As for x-ray therapy directed to the 
sacro-iliac joint, he did not think.it could be given without 
involving the ovaries, and in his view it should not be given to 
women capable of bearing children. 


jperauon me anaesmeiisi snouiu oe reaoy lo employ sucfwr, 
if necessary. Patients should be oxygenated during the open- 
tion and for at least twelve hours after.. Coughing was the 
main item jn treating atelectasis. Bronchial plugs should re; 
be allowed to remain for more than 48' hours or there wai 
risk of ulceration of the mucosa. The prevention of dies; 
complications should be part of the duty of the anaesthetist. 
Dr. Donald Tears (London) described post-operative pul- 
monary complications in patients who had died within 24 houn 
of onpratinn .Some died durinc recovery from asphvxi: 


monary complications in patients who had died within 44 i 
of operation. Some died during recovery from asphyxia arc 
anoxia. He had seen pneumothorax as well as air cmbolisit 
from penetration of the lung by needles during regional blod 
With regard to atelectasis, the two prime factors were i 

firt/1 o incnimtorv effort. 


SECTION OF ANAESTHETICS 
Wednesday, June 29 

Post-operative Pulmonary Complications tory obstruction and, a weax ^ - - 

. . « nr r. P fOxfordt in produce both of these by means of bronchospasm an 

With the President, Professor R. R. Macintosh (Oxtord), in . deoression. 

the chair, Dr. E. M. BumRD (Oxford) began by q,.. JoL Millar (Newcastle-upon-Tyne) discussed pro 

ii.niT .-ihsress. This Condition was very difficult to diagnos !it<.ip('t!)sU Pre-ooerativelv. attcntioi 

• 41 * nru«. niciure 


With regard to atelectasis, tne two pnme laciors were respira 
tory obstruction and, a weak inspiratory effort. Curare coiil 
......t...,., knit, nf Hv TTipani: nf hronchosoasm 


lung abscess. 1 his condition was very uiuwuu lu 
without v-ray examination. The once-common classical picture 
of the “putrid lung abscess" was now rare because of pre- 
and post-operative penicillin. The onset was insidious and 
often symptomless, and bronchoscopy had little place in its 
treatment. In its early stage the lesion was 
bronchoscopy. Surgical help should be ^°^t early. There 


Dr. JOAN Millar (Newcastie-upon-iynej 
phylaxis against atelectasis. Pre-operatively, attention w-is 
directed towards existing respiratory infection. A radiograph 
w-as taken, breathing exercises were initiated, and oral sepsis 
was treated'. During operation she used adequate oxygen, 
light anaesthesia, and either intubation with suction or gravits 
to control secretions. Most anaesthetic techniques were cquall) 
I . -.k., a;a inri-pncp. (be liabilitv to atelectasis. Post 


,iagc uit - to control secretions. Most anaesmeue iccimmuw 

help should be sought early, ihere _ increase the liability to atelectasis. Post 

wcT^Ura Types of post-operative operatively, endobronchial instillation of penicillin was at 

the condition was induced by misplaced important treatment. . . - - • ,v, 

needles and in the other it occurred after an acute ^r. B. G. B. Lucas (London) showed that during inspiratioi 

in the respiratory tract. Air escaped from the alveoli ‘"‘o bronchi were larger than during expiration. He had triei 

•nt^sri iTt ssu^^^^^ The early recognition f bronchial dilatation by administering ephednn 

I eristic '°?,otaor“R “"“MMrmosH described eases of piieomt 

the body, bccau P^^^^^^ the methods by operative samples p ^Yoolmer (Bristol) inquired whether 

L a result of this P^^^ • ^ invest.gaung 


tef aircomplicationj^ SS P^ctice ffic'pTblished^^^^^^ ^ r_ YouNOMAN^O^^bridg^e)^^^^^^^^ 

ninor ones. As j[^g only technique for (Morecambe), • (London), and W. S. McConnell 

il/cSUK^iiS ,,cnoN ov — V '■ 

!ess rigSf 'VouW Pp^„^PS!'sSa1ing^s ■ Anatomy"and Physiology of (he Skin 

Mr. Donald S. M. BaRLO V jn the first the cues p.p^boft (London), who spoke on Facton 

rgeon, recognized ^ a mechanical nia or Professor pj jj, Skin." reviewed methods oi 

abby bo. J a true PSTb Jk R»“«“^“TLS«rior circab^^^^ in .be sib- b”' “» 


. ,,vithout being iiui.i-i.- . — condition ••^^“"hjnc'avra'n account of recent work. Arnott and Macfi 
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- heating only part of the body ; this vasodilatation was caused 
by inhibition of vasoconstrictor tone rather than by the action 
of any vasodilators. Light falling on one part of the body 
caused vasodilatation in another part (Cooper and Kerslake). 
This was not due to local heating of the blood and a consequent 
rise in body temperature, because it occurred after occlusion 
of the arterial supply to the part exposed to light. Vaso- 
constriction in the skin of the fingers caused by deep breathing 
continued even after spinal section in man, unlike the vaso- 
constriction due to psychic reactions. It would appear that there 
were spinal vasomotor reflexes. Increased blood flow in the 

■ skin during pregnancy was suggested by the dilated veins which 
could be demonstrated by infra-red photography (Bow'cs). 
Fluorescein injections had been used to assess the vasculariza- 

' tion of the pedicles of skin grafts. The effects of sympathec- 
tomy on cutaneous blood flow haveieen followed in tire post- 
■ operative period ; the immediate dilatation was followed by a 
' rapid return of tone to the cutaneous vessels. It was pointed 
'■ out that plethysmography offered a means of assessing the 
action and value of vasodilator drugs. 

The discussion which followed this paper centred largely on 
' the changes in cutaneous blood flow which occurred during 
pregnancy, and it was agreed that there is clinical evidence of 
vasodilatation. 

' Dr. C, A. Keele (London) said that sweating was controlled 
by (I) stimuli cau-mg sweating, (2) the efferent nerve pathways 
concerned, (3) the chemical transmitter between nerve endings 
' and sweat glands. Kuno differentiated between “mental” and 
"* “ thermal " sweating. Thermal sweating was least on the palms 
and the soles ; greatest on the forehead, dorsum of hand, 
axilla, chest, and back. Mental sweating was greatest on the 
palms and soles, but occurred also on the forehead and face. 
Sweating was regulated by the sympatheu’c division of the 
autonomic nervous system, and control might be effected at 
", cortical, h^-pothalamic, and spinal levels. The centre for 
•" thermal sweating was in the anterior hypothalamus and was 
stimulated by a rise in the temperature of the blood. The 
posterior part of the hypothalamus might regulate cutaneous 
vasoconstriction and shivering. 

The situation of the centre for mental sweating was un- 
f" known, but the sweating was sudden in onset and increased 
T quickly. Sweating occurred in certain mass responses — for 
example, shock reactions — but its usefulness in some of them 
"2 was uncertain. The nerve endings to the sweat glands were 
cholinergic, and this had led Keele and Chalmers to look for 
■‘-2 some upset in the transmitter mechanism to explain hyper- 
"2 hidrosis. The response of normal and hyperhidrotic subjects 

■ "2 to acetylcholine injected intraderraally tad been compared. 
■- Although hyperhidrosis might be due to the persistence of 
i"; acetylcholine owing to some local deficiency of cholinesterase, 
"" or to hypersensitivity of the sweat glands themselves to acetyl- 

choline, no evidence pointing to these possibilities was found. 
Hyperhidrosis was therefore attributed to overactivity of the 
f"-’ centres. 

Cf Dr. R. E. Billin'GH.xs! (Birmingham), discussing the 
anatorhical basis of epidermal pigmentation in man, said that 
melanin pigment granules were found in the deepest layer of 
epidermal cells, but obviously there were great differences in 
{0 intensity of distribution between different races. The epidermis 
had two distinct types of cells : the basal-cell layer, from which 
by differentiation and keratinization the overlying layers were 
formed, and the dendritic cells. The latter were responsible for 
; 'i-producing pigment. They could be demonstrated by separating 
-c' dermis and epidermis by the tryptic digestion of smaU shavings 
^ i'of skin. If the digestion was prolonged the basal-cell layer 
^iUbegan to come away and the processes of the dendritic cells 
'-‘.were clearly shown. The dopa (dihydroxyphenylalanine) re- 
jiy'action had been applied to demonstrate the formation of dopa 
^^- r'melanin in the dendritic cells, but the ordinary basal cells did 
j.jnot show it. 

7-: The processes of the dendritic cells ran upwards and horizon- 
1, <- tally between the round basal cells and ended as caps in contact 
li.:‘with some of them. Almost every round cell in the basal layer 
was "capped,” and the pigment granules within them tad a 
.^bolar distribution corresponding to the,' situation of the cap. In/ 
'l2<^he upper layers the distribution of granules was random. It 


appeared that pigment was formed in the dendritic cells and 
transferred to the basal cells. In negro and Indian skin melanin 
was constantly being produced, but a definite stimulus, such as 
ultra-violet light, had to be applied to Caucasian skin to cause 
formation. It was suggested that there might be an inhibitor 
in Caucasian skin which was removed by the stimulus. The 
'dendriuc cells also supplied pigment to the hairs. 

Dr.G. Weddeu. (O.xford), describing the pattern of cutaneous 
innervation, said that specific end-organs could be associated 
with certain sensations — ^Krause's bulbs with cold, Meissner’s 
corpuscles with touch. A definite “spot" on the skin, a cold 
spot or touch spot, was usually related to a group rather than 
to a single end-organ. Nerve fibres corresponding to each 
organ left the region, which in this sense had multiple innerva- 
tion. A hair bulb and hair might have two or three separate 
nerve fibres in which action potentials might be recorded. 

Long-branching beaded processes were associated with pain, 
and they formed a network which might be the anatomical basis 
for the reactions on which Lewis based his hypothesis of the 
" nocifensor system.” Disturbances in sensation at the margins 
of areas of local analgesia due to drugs, ischaemia, or nerve 
degeneration were thought to be associated v/ith changes in 
the usual grouping of end-organs or the overlapping supply of 
the fibres subserving pain. The brain did not usually receive 
impulses derived from a single nerve ending, and normal sensa- 
tion might depend upon the pattern of impulses projected on to 
the central nervous system. 


SECTTO.N' OF NEUROLOGY AND PST’CHLATRY 
Wednesday, June 29 
Intractable Pain 

Dr. J. PoRDOM Martin said that pain which had become intrac- 
table had ceased to be protective. Many cases of intractable 
pain were associated with lesions in nervous ussue — post- 
herpetic neuralgia, probably trigeminal neuralgia, causalgia, 
tabetic pains, the pains of syringomyelia, and the thalamic syn- 
drome. In other cases nerves were involved in new growths. 
There was a partial lesion, or partial recovery of a lesion, of 
the pathways conducting painful impulses from the peripheral 
receptor fibres to the thalamus itself m a large proportion of 
cases. 

A second group of patients were suffering from lesions affec- 
ting other structures, particularly bone. Pains might also reflect 
disturbances of function consequent on an organic lesion, as 
in angina or intermittent claudication. Pain was excited by a 
normal mechanism, which became unduly sensitive. The third 
group of cases, the most intractable, included painful neuroses, 
obsessional pain, and hysterical pain frequently affecting 
some part of the neck and tongue. Local operations aggra- 
vated the condition, and in Dr. Purdon Martin’s experience 
psychotherapy had not proved helpful. 

Surgical interruption of the conducting pathway between the 
site of the disturbance and the sensorium was applicable to 
all cases in the first and second groups, except the thalamic 
syndrome. 'It was still not known whether such cases could 
be relieved by an operation on the thalamus, or by prefrontal ' 
leucolomy. Prefrontal leucotomy was applied to the obsessional 
and hysterical cases. Medical treatment had not made any 
great advance. “ Trilene ” had a selective action on the tri- 
geminal nerve. Morphine still retained absolute superiority in 
relieving pain. Pethidine and physeptone were in a lower rank, 
and pethidine might cause addiction. 

Mr. Wyeie McKissock described the applications of spino- 
thalamic cordotomy and prefrontal leucotomy. Spinothalamic 
cordotomy had 'proved highly successful in the treatment of 
intractable pain in the lower limbs and trunk as high as the 
fourth dorsal segment. In a total of 44 cases there were 
36 successes, 7 failures, and 1 death ; 6 failures were due to 
the low level of anaesthesia. The operation had been under- 
taken to relieve pain due to malignant growths (28 cases), 
neurofibromatosis (2 cases), painful flexor spasms (3 cases), and 
in one case each of osteoarthritis of the hip, spina bifida, 
post-herpetic neuralgia, abdominal pain, and intractable sciatica. 
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oroncHv r °Pe‘?''On, of prefrontal leucotomy it 

-fiUM ' Ti*^ considered when other methods of treatment had 
failed. The results of leucotomy in a series of six cases had 
been good. Two patients had intractable thalamic pain, one 
post-hcrpetic neuralgia, three malignant disease. After opera- 
tion the patients never spontaneously complained of pain • 
they were serene and required no drugs. The result was poor 
. in one patient who required an extensive bilateral leucotomy. 
He became too apathetic to eat, and would not make a wili 
before he died of carcinoma. 

Dr. E. B. Strauss said that any discussion of pain raised 
the insoluble “ bodj'-mind ” problem. -An artificial distinction 
was often drawn betiveen " real ” 'and “ imaginary ’* pain, 
despite the fact that all pain was in The final analysis a psychic 
event. , Pain was an emotional as well as a sensory experience. 
Pain divorced from its emotional component was very different 
from the total experience, as was well shown by leucotomy. 
Severe pain which did not respond to analgesic drugs was likely 
to be psychogenic, or emotionally overdetermined. Many pains 
primarily psychogenic were secondarily somatogenic; Thus 
colic iissociated with a spastic colon would be innervated in 
the usual way through the autonomic system, although the 
spasticity might be psychically determined. Such states could 
be treated pharmacologically as well as psychologically at one ■ 
and the. same time. 

Hj-pnosis was a. much neglected reliever of pain. Hypnosis 
could be induced by the individual without a hypnotist or the 
mystical concept of rapport. Salter, in the United States, had 
elaborated methods of training people in autohypnosis which 
appeiired lo be sound &nd relatively simple. , It was useful 
for an individual to be able to abolish existing pain at mil, 
cure his insomnia, render himself deaf io disturbing noise^ 
increase his inclination to work, and eliminate stage fright and 
other crippling forms of self-consciousness without dependence 

on any psychologist. . ' . . ‘ c » »,:o 

Dr. 'Andrew Wilson (London) proposed to confine fiis 

remarks to the more recent work on analgesics; Although 
morphine enjoyed world-wide reputation as a P'"""''®''®''' ® 
drug! its other actions on the gut and respiration, and Ae 
possibility of addiction, severely limited its 
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(Leeds) drew attention to the disiribu- 
SeJ'LZhnT ■ P.'J’‘'bogcnic pains. He said that in manv^ 
rj" 'be distribution of a nerve and 

'"C differential diagnosis was often very difficult. 

Dr. M^\• G. Valentine (Inverurie, Aberdeenshire) quoted 
recent reports on the value of unilateral lobotomy for intract- 
able pain. Section on the side of the dominant hemisphere 
was particularly successful. 

Dr. E. Stengel (London) h.ad noticed that in some hundreds 
of personally obsen’cd cases of psychological disorders treated 
by leucotomy there was no alteration in the response lo painful 
stimuli apart from a general emotional indifference. 

Dr. James Valenti.ve (Biir/ey-in-WharfcdalcI had seen some 
poor results following the surgical treatment of intractable pain, 
E.C.T. had temporarily improved some of his patients. 

Dr. Douglas Gordon-Camppell (University of C.ilifornia) 
described the presence of damage to the occipito-ailamal joints 
revealed by tomography in cephalalgia due to be.id inpiry. 
Relief might be obtained by deep infiltration with procaine or 
by manipulation. 

The President, Dr. W. Russell Brain, described two cases : 
the first was a woman who had a glioma deep in the right 
parietal region involving the thalamus. A pin-prick on the 
left foot produced the typical thalamic ovcrrcaction. Pin-pricks 
simultaneously on both feel failed to produce this ovcrrcaction. 
This raised the most interesting possibilities concerning the 
part played by the cortex in the awarcnc.ss of pain. The 
second case was a woman with carcinoma of the breast and 
secondaries involving her brachial plexus and causing severe 
pain. Leucotomy made her euphoric. TTierc was some per- 
sonality- deterioration, but apart from that the result was 
strikingly good, 

Mr. WvLiE McKissock. in reply, said that his p.itients. after 
leucotomy, perceived extraneous painful stimuli normally. He 
aiso said that leucotomy, as practised in this country, produced 
comparatively little personality change. This was pfob.ibly due 
to the limited material of the operation as compared with 
that practised elsewhere. He advocated a technique for undcr- 
cuttinc areas 9 and 10. This produced very little personality 
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and also the pethidine series and the miadone • 

He discussed the absorption of ‘b® 

evidence that neostigmine increases the intensity an p . - 
the duration of their action. The respiratory depressant action 
of these drugs was important, though some denva i 
miadone did not appear to exhibit this properly. 

All the analgesic drugs so far tested were potentially ru 
of addiction, and consideration must be given to the lac^ 
of psychical dependence, acquired tolerance, 
dependence. More critical methods of assessing the JiKeJinoo 
of addiction ' to new drugs were needed. 

Dr. W, Ritchie Russell (Oxford) showed a film illustrating 
his method of treating painful amputation stumps by repeated 
percussion of the neuroma w'ith a mallet and wooden applicator, 
as described in his recent paper in the Journal (June IL 

p. 1024). . , ■ . K - 

Dr. Hugh G. Garland (Leeds) discussed the part played nj 
the sympathetic, and recalled that in India he had had many 
patients with causalgia. Some of these he had treated success- 
fully by sympathetic block. The technique was lo produce 
a temporary block by means of procaine at weekly inten-als 


Dn PuRDON Martin, in summing up. remarked how the dis- 
cussion had emphasized the dose affiliation between neurology 
and psychiatry. He said that Professor Weiss, of Strasbourg, 
had given up leucotomy for intractable pain, except in people 
with a short expectation of life, because he had found .that 
after a lime the pain tended to recur. The problem -'f per- 
sistent post-herpciic neuralgia was particularly difficult ;causc 
jhc p.Tticnts were so often obsessional. , 

4icJh 

SECTION OF OCCUPATIONAL HEAI/ 

Wednesday, June 29 fnion 

The Future of Occupational HcallH'sfibsei . ^ • 

The President, Professor R. E. L.ssr (,\tanchcstcr).''^.'’lii- 
in the chair, opened the proceedings by stressing that 
present economic predicament this country could not affot / 
deploy its doctors unwisely. Medicine could exist in industi 
not a's a lu.xury, but, only as a service contributing to il 
health and efficiency of industry. 

Dr. Don.sld Stew.vrt (Birmingham) said that a number ( 
individuals a'’-d scientific 'grm'Ps believed that there was ncc 



July 9, 1949 


BiimsH 

MEDTCAX. JOUtKXL 


85 


I 

THE SECTIONS: SUMMARY OF PROCEEDINGS 


for the expansion of occupational health services. The Prime 
Minister had recently appointed a committee to advise on the 
organization of these services so as to ensure that there tvas 
no overlapping with the National Health Service. As a basis 
of any plan for future expansion the aims and purpose of 
an occupational health service should be clearly defined, and 
these had been set out in a recent B.M.A. report (Snpplcinent, 
May 28. p. 296). There were five main purposes. First, 
to attend to hygiene and environmental conditions. Secondly 
and thirdly, to assess fitness for work and provide for rehabilita- 
tion and resettlement. Fourthly, to provide for the emergency 
treatment of illness and injury. Here he said Aat too many 
medical officers were doing too much curative treatment, which 
in small units should be cut to a minimum. Fifthly, to pro- 
mote research. With the reorganized Industrial Health Re- 
search Board this country was now pursuing industrial health 
research as never before. 

The purposes could not be fulfilled Without educating indus- 
trial medical officers on the lines adopted by Manchester Uni- 
versity. The selection of these medical officers must be just 
and wise and satisfactory to all parties in industry. There 
should be a central authority planning the services. The Minis- 
tries of Labour, National Insurance, and Health all had claims, 
but of the three the Ministry of Health was the one he would 
choose. Within this Ministry there should be a small Depart- 
ment of Occupational Healdi, which should first appoint 14 
regional consultants who would undertake surveys to find out 
facts on which the future services would be based. After 
regional surveys, suitable standards could be laid down and 
related to different types of industrial organizations. Legisla- 
tion would be required giving power to force firms with no 
services or with substandard services to come up to these stan- 
dards. Those firms already having their own services would 
be approved, provided their identical health services reached 
the required standard. Each organization should bear the cost 
of service with suitable allowances on an agreed basis with the 
Treasury. 

Progress in the development of a national service should be 
slow and based on facts. It would be wise to start with a 
small administrativf organization capable of expansion. The 
prospect would he gloomy if there was to be a rapid growth 
based on confused concepts. It would be foolhardy to rush 
into a national scheme -without essential data. 

Dr. Stuart Laidlaw (Glasgow) said that occupational health 
was a specialized branch of preventive medicine and had a 
basic relationship with public health. It was reasonable to 
advoeate that the practice of occupational health could be 
undertaken by some of the larger local health authorities. 

In Scotland there were twelve large cities or industrial 
. counties in which over -90% of all its factories were situated. 
These authorities already had statutory duties and legal powers 
for factory supervision. In Glasgow two pilot investigations 
had been carried out in a weaving mill and in the Corporation 
cleansing department by medical officers attached to the Glas- 
gow Public Health Department, It was shown that an eflBcient 
service could be provided for smaller units in industry by a 
public health authority with the assistance of general practi- 
tioners at little extra cost to the community. 

Other arguments in favour of an occupational health service 
based on the major local health authorities were that the 
school medical and/the industrial health services could easily 
be brought more closely together. The staff of the 
health department included impartial investigators who had 
access to and close liaison with other health workers in 
the local authority. Particular attention should be paid to 
-providing health services for cafds and restaurants. 

-CTTr. N. 1. Cochran (Burton-upon-Trent) said that the employ- 
rrient of part-time general practitioners in factories offered a 
more practicable solution to the problem of providing a service 
for small factories than group services with whole-time industrial 
medical officers. Group service was impracticable for scattered 
factories partly because it entailed too much time spent in travel ; 
and even for small factories in areas such as trading estates 
it was difficult for one doctor to make close contact with' many 
employers and several groups of workers. Provision must be 
made for other working groups such as those in offices, labora- 


tories, hotels, catering establishments, transport undertakings, 
etc., which all had both special and general occupational health 
problems. 

The general practitioner with duties in industry could see 
both the industrial and domestic aspects of disease and ill- 
health. Dual responsibility of this kind would help to break 
down the barriers set up by specialization and would eventually 
be of benefit to the patient. Large indu.strial communities 
should have whole-time medical officers. The general practi- 
tioner working in industry could help to relieve the growing 
burden of sickness which weighed so heavily on the personal 
health services. 

In the discussion which followed, Dr. Alice Stewart 
(Oxford) said that decisions about new schemes should be 
postponed until more facts had been collected by the academic 
departments of social and industrial medicine, which were 
equipped to carry out selected field surveys. 

Dr. E. H. Cluver (Johannesburg. S. Africa) said that in 
his country gold-mining was the main industry with the pre- 
dominant hazard of silicosis. It was now realized that nearly 
alt the people were “ occupied ” and therefore subject to occu- 
pational hazards. In the reorpnization of the training of 
South Africa’s medical students it was proposed to pay special 
attention to social medicine, which would include occupational 
health. 

Dr. W. Blood (London) stressed the dangers of increased 
mechanization, which made it almost impossible to place every 
worker in a job which satisfied his abilities. He considered 
that Dr. Laidlaw’s work showed the need for increasing the 
size of the factory inspectorate. 

Dr. F. S. Cooksey (London) said that occupational health 
must be regarded under the headings of research, teaching, and 
field work. A central organization was necessary to stimulate 
research and teaching, but the responsibility for administering 
field work should be decentralized. 

Concluding the discussion. Professor G. P. Crowden (Lon- 
don) said that the problems of occupational health called for 
co-ordinated team work. Before 1939 special intensive counes 
were organized for medical officers, safety engineers, person- 
nel managers, nurses, and welfare supervisors. They met 
together and the spirit of co-operation was encouraged at an 
early stage of their training. 

Several other speakers emphasized the importance of making 
the fullest use of general practitioners in any future scheme for 
occupational health services. 


SECTIONS OF ORTHOPAEDICS AND RHEUhLATOLOGY 
Wednesday, June 29 
Synovial Membrane 

Under the chairmanship, first, of Mr. R. Broomhead (Leeds), 
president of the Section of Orthopaedics, and, later, of Dr. 'W. 
Yeoman (Harrogate), president of the Section of Rheumatology, 
Professor D. V." Davies (London) opened a discussion on the 
structure and function of synovial membrane. Synovial mem- 
brane. he said, was a relatively undifferentiated tissue forming 
the lining cells of the joint space developed within the embryonic 
mesenchymal condensation which became skeletal. Being undif- 
ferentiated in comparison with bone, cartilage, and ligaments, 
it bad great powers of regeneration. But, being of the same 
mesenchymal origin, it was not surprising that under patho- 
logical conditions it might produce within it cartilage and bone. 
Its capacity to produce mucin strengthened the similarity to 
embryonic connective tissue. Its vascular structure influenced 
the fonnation and absorption of synovial fluid. The synovial 
cells were active in the removal of particulate matter from the 
joint cavity, as was well seen histologically when, after haemor- 
rhage into the joint, those cells were found loaded with haemo- 
siderin. The vascularity was increased at the edges of articular 
cartilage to form Hunter’s vascular circle, which nourished 
the peripheral portions of that otherwise avascular structure. 
Except for the mucin, synovial fluid was a dialysate from the 
blood, and the addition of mucin admirably adapted the fluid 
to retention within the joint. The innervation of synovial 
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reactions in human synovial tissues, considered the patliolorical 
changes in synovial membrane under three heads; (I) Changes 
m synovial cells; (2) vascular and exudative phenomena; 
P) leucocytic reaction. Under the first he emphasized the 
intportancc of histiocytic differentiation and phagocytosis, which 
were characteristic of haemarthrosis and were present in certain 
benign synoviomata. Such histiocytes might fuse and form the 
giant^ cells of a variety of pathological lesions. The vascular 
reactions of synovial tissues were often out of proportion to 
the severity of the inflammatory stimulus ; the former was not 
infrequently maximal while die latter was minimal. Perivascular 
lymphocj'lic infiltration was slight in cases of chronic trauma 
and osteoarthritis. Massive infiltration was found only in severe 
chronic infiarrimation, and was particularly striking in rheu- 
matoid arthritis ; neutrophil polymorphic leucocytes were few, 
but it was noteworthy that in neighbouring joint effusions the 
proportion was reversed and they contained many polymorphs 
— probably because of their greater powers of motility. Tlie 
rapid development and subsidence of these changes were well 
illustrated fay the articular phenomena of rheumatic fever. 
Synovial tissues had a great capacity for repair and regenera- 
tion. ■ Tlicse facts supported the views of Hench and his 
co-workers on the reversibility of joint inflammation, par- 
ticularly in its less chronic forms. 

Arthritis of the Hip-joint 

Mr. H. Petty (Leeds), discussing the denervation operation, 
reviewed the anatomy of hip-joint innervation. He bad used 
partial denervation of the hip-joint in 19 cases. The results 
were encouraging. In tlwee cases relief of pain was complete- 
and in 12 was good, there being only occasional slight aching 
afterwards. Exfrapcrifoncal resection of the obturator nerve 
was required, and division of the branch of the sciatic nerve 
to the quadratus femoris (the main posterior articular supply). 
The high division of the obturator nerve was justified because 
of the occasional high origin of articular branches and the 
advantage of denervating the adductor muscles. 

Mr. R. Broomhead (Leeds), after paying tribute to the work 
of Smilh-Petcrsen, reviewed 100 cases of mould arthroplasty ot 
the hip-joint which he had performed for a variety of con i- 
tions. Suitable cases must be medically fit and of 
capacity to understand and co-operate in the pre- and pos 
operative regime. Age had little and sex no bearing on e 
result. The mortality was practically nil. The most 'Jipurlan' 
local factor influencing the result was the condition of t P 
musculature. The best results were in patients with the 
nearly normal muscles. The worst muscles ivere those imrouc 
ones found in chronic rheumatoid and spondyh^ i 
which the results of arthroplasty were not good. He piea e 
for the earlier consideration of arthroplasty by physicians i 
, such cases, for surprisingly good results had been obtained i 
treating these acute forms of disease. Among other types o 
disease osteoarthritis gave the best results with this treatment. 
In young people those who had had early Perthes's disease or 
adolescent coxa vara did very well, those with spontaneous osteo- 
arthritis not so well. In the largest group of casts that is. 
of morbus coxae senilis — there was, as in all the others, free- 
dom from pain and a range of movement which on the average 
was 40% of normal. Better results were obtained in. patients 
with a long femoral neck. Deformity, particularly external 
rotation and flexion, added to the post-operative difliculties. 
One of the difficulties encountered after operation might be 
the formation of new bone, which might lock the cup in posi- 
tion and limit movement. It could be minimized by manual 


the SE(JriONS : SUMMARY OF PROCEEDINGS 


• CwTisn 
Auimcal Jowul 


Tusl “Pirating and by washing out all particles of bone 
Among the speakers who, joined in the discussion Dr. Dox^ui 

soundness of Smith-Petersen’s method of pre- and 
‘^^re— the training of muscles and the .prolonccd 
Mr- Norman.Capener (Exeter), mentioning 'the 
unsahsfactory results of mould artliroplasty in ankylosing spon- 
aylifis, recommended Batchelor's procedure of excision of the 
temoral he^ and neck with a Schanz type of subtrochanterie 
supported by Mr. F. W. Holdswortii 
(Mieffleld). Mr, H. Jackson Borrows (London) mentioned the 
mective method of hip-joint denervation practised throuch the 
Kocher posterior approach by his old teacher Elmslie In his 
operation of extirpation of the capsule. 

Mr. Broomhead in his reply agreed with most ot what had 
been said, but, referring to arthrodesis for single osteon rthri tic 
hips, warned against the possibility of osteoarthritis dcvdopinc 
in the opposite hip. 

Physical Treatment of Arthritis 

Dr. H. F. Turney (London) said that whereas superficially 
applied heat was useful for the knee, sliorl-wavc diathermy 
was more suitable foT the hip-joint. Exercise's, which shoiikl 
be of non-weighf-bearing type, were of particular importance 
for the restoration and maintenance of movement and for tl« 
muscular reconditioning which was of special significance in tin 
knee, the stability of which was so dependent on its muscles. 
In all (his work the Guthrie Smith apparatus, or improvisec 
machinery of this type, was of great value. Active cxcrcisct 
were more important physically and psychologically than pas- 
sively applied faradism. It was important to avoid fatigue, 
Reduction of weight by diet might be of value, but no par- 
ticular diet benefited arthritis. The value of mud packs was 
in their poultice-like heating effect and not in the naturc_ of 
their constituents. The beneficial effect of intra-articular injec- 
tions was attributed to their acid content ; he was not con- 
vinced of this in practice. Nevertheless such treatment was of 
great value ; non-acid solutions could be used. Part of the 
benefit appeared to be due to the initial mobilization under 
local analgesia and the after-treatment. It should not be pur- 
sued indefinitely if no relief was obtained. Sometimes the 
results were dramatic. « 

Mr. Grant Waugh (Sunderland) believed the reactions of 
synovial membrane and their treatment had been much 
neglected. Because of the sensitivity of some of his patients 
to 'procaine be had given up administering Ibis drug in his injec- 
tions of lactic acid, the continued good results of which were 
independent of any local analgesic action. No other drugs 
were as satisfactory. 


A warm 


SECTION OF CHILD HEALITI 

Wednesday, June 29 

Common Feeding Difficulties in Infancy 

welcome was extended by the President, Emeritus 
Professor C. W. Vining (Leeds), to guests who included Dr. 
V. A. FtiNGER (Danish Medical Association), Dr. I. C. Yuan 
(W orld Health Organization), Professor C. C. dr Silva (Ceylon), 
and Dr. D. G. Campbell (San Francisco). 

Professor R. S. Illingworth (Sheffield) contended that many 
of the difficulties arising in connexion with infant feeding were 
man-made and preventable. Routine regular test feeds might 
contribute to early failure of lactation by woro’ing the mother, 
by implying doubt about her ability to breast-feed, and by 
leading to the premature adoption of complementary feeds. 
Doctors, he thought, had a better knowledge of abnormal than 
of normal infant feeding. 

Reviewing other common difficulties, Professor lUmgwortn 
deprecated the use of a fixed and rigid feeding schedule ; drew 
attention to the undesirability of too strict insistence on a baby 
being put to each breast for ten minutes at each feed ; stressed 
the danger of too much emphasis being placed on overfeeding . 
and commented on the effects of excessive clothing. Loneliness 
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gave rise to difficulties, and an infant should not be kept 
separated from the mother. A diagnosis of underfeeding 
required confirmation by test feeds before any question of 
taking a child off the breast was answered. Defective weight 
gain might arise'as a result of defective intake, low-grade sepsis, 
or excessive clothing,- or it might follow too literal adherence 
to “ instructions on the tin ’’ and too great reliance on the spoon 
as an accurate measure. Laxatives taken by the nursing mother 
were a not uncommon cause of diarrhoea in the infant, but 
in the breast-fed infant normal stools were often mistakenly 
described as loose, and stools normal in all respects might be 
described as constipated because of apparent infrequency. 

Dr. Charlotte Nmsh O'otk) discussed common feeding 
difficulties in infancy from the point of view of the general 
practitioner. In assessing the value of breast-feeding it was 
misleading to compare “the underfed breast-fed baby” with 
the fully fed baby reared artificially.” Insufficiency of breast 
milk SA-as an indication for complementary feeds and not for 
the termination of breast-feeding. 

Study of 100 consecutive cases in general practice showed 
that circumstances (excluding accidents and notifiable infectious 
diseases) calling for domiciliary visits for babies of less than 
1 year of age -were much less common in the case of infants 
who had been breast-fed for an appreciable period than in 
those who had never been breast-fed or who had been breast- 
fed over only a short period. Morbidity was not influenced 
by social level. 

There were among mothers “ good, medium, and poor 
milkers.” Too much must not be made of this fact, however. 
The likelihood of achieving successful breast-feeding was closely 
linked -with the system of supervision. Often there were loo 
many supervising authorities. Close contact with the patient 
must be maintained by the doctor. Breast-feeding must be 
discussed freely during the antenatal period, and continuity of 
supervision was essential. Portable scales were useful used in 
the third and fourth weeks at the time of the customary post- 
natal visits. Advice and supervision could be continued by 
the general practitioner at clinic sessions organized for this 
purpose. 

Professor S. G. Gr.arat .1 (Glasgow) dealt with problems 
related particularly to feeding of the premature infant. Feed- 
ing problems were inseparable from those concerned with the 
prevention and cure of disease in premature infants. Con- 
sidering the smallest premature infants in the first few.- weeks 
of life. Professor Graham said that there was no evidence to 
justify the view that breast milk was not the milk of choice. 
Those who believed otherwise attached too much importance 
to gain in weight as the sole criterion of progress. There were 
other criteria, such as ability to feed, activity, and colour. The 
amount and technique of feeding were important. It was 
dangerous to stimulate these infants too early or loo quickly. 
Oedema was common, and resulted from capillary damage due 
to anoxia and immature kidney function. Anoxia called for 
oxygen therapy. In the presence of oedema fluids should be 
withheld for at least 24 to 48 hours. Feeding by the bottle was 
desirable. Gavage and the use of a pipette involved a risk 
of aspiration pneumonia. The results of feeding the premature 
infant depended on the nursing staff. 

Impressions based on a survey of 1,000 children attending 
infant welfare centres were given by Dr. E. Badenoch (Birm- 
ingham). The children represented a random selection. Difficul- 
ties in infant feeding had not been eased by social factors 
related to overcrowding, housing problems, and queueing. While 
more mothers were attempting breast-feeding, fewer were main- 
taining it for six months. Difficulties in artificial feeding arose 
from the nature of “ the instructions on the tin ” ; and from a 
tendency to give too few feeds. Habit vomiting was a fairly 
common source of trouble. Approximately 10% of infants are 
unable to take cod-liver oil in pure form, but they tolerated 
maintenance doses of concentrated vitamin preparations. Mild 
rickets was confirmed in 10 out of 2,000 babies examined in 
connexion with adoption proceedings. Common clinical con- 
ditions encountered were; pyloric stenosis under 2 months; 
gastro-entcritis and respiratory infection between 2 and 5 
months ; teething disturbance and otitis media between 5 and 8 
months; and pyelitis between 8 and 12 months. 


Mother-love was important, and the mother’s daily presence 
was essential, and preferable to isolation in a nursery. Dried 
milks were the most favoured substitute for human milk in the 
lower-income homes, and have contributed to the reduced inci- 
dence of gastro-emeritis among infants. 

Dr. J. Mackintosh (Birmingham) also stressed the importance 
of education beginning during the antenatal period. She sug- 
gested that local authorities might help family doctors under- 
taking antenatal care by lending local authority staff to provide 
the health education. In some instances use might be made 
of welfare and other centres. 

Subsequent speakers raised a number of points. Professor 
C. C. DE Silva (Ceylon) referred to the absence of feeding 
difficulties among the lower-income groups in Ceylon. He 
asked that the profession in this country should discourage the 
view common among Europeans that breast-feeding was contra- 
indicated in the Tropics. Dr. C. C. H.aRVey (Doncaster) urged 
that greater attention should be paid to re-establishing breast- 
feeding prematurely discontinued. Professor A. E. Kaish 
(Sheffield) emphasized the value of test feeds, provided that the 
attendant was aware of variations within the normal range and 
provided that the mother had had explained to her the purpose 
and interpretation of the procedure. Test feeds at monthly 
intervals helped in the early detection of slight falls in milk 
supply which if uncorrected might contribute to undernourish- 
ment and anorexia on the part of the infant. Dr. Pooler 
(Chesterfield) said child-welfare experience confirmed the need 
for elasticity in education. The tenth day of the puerperium, 
when the mother resumed domestic responsibilities, was a 
danger period in lactation. Dr. Simon (York) agreed that educa- 
tion" for breast-feeding should start antenatally, regretted the 
multiplicity of foods available because they encourage unneces- 
sary feeding changes, and commented upon the fact that 
adolescent schoolgirls thought of infants in terms of babies 
with bottles and teats. Dr. Goldsborolgh (Leeds) said that 
changes in rationing and the national diet handicapped breast- 
milk secretion by depriving roolhen of essential hormones of 
exogenous origin. In his experience only 10% of women are 
able to nourish their babies at the breast 

Dr. Mary Crosse (Birmingham! shared views expressed 
previously concerning the value of breast milk for premature 
infants ; suggested that there might be some advantage in giving 
extra protein to infants of birth weight under 34 lb. (1.59 kg,); 
and said she had come across only one case of rctro-lemal fibro- 
plasia in 3.000 premature babies. Dr. I. Webb G^'indsor) urged 
a review of teaching methods. Children’s physicians and local 
authority medical officers should have more insight into each 
other's wrk. He emphasized the value of hospital breast-milk 
banks. Dr. S. Kelsey (Cheltenham) confirmed previous criti- 
cism of instructions on tins of artificial food. The basis should 
be expected weight and not age. 

Summing up the discussion. Professor Illingworth stressed 
the need for knowledge of neonatal physiology ; referred to the 
reduced risk of infeaion in breast-fed infants : and urged 
differentiation between overfeeding and WTong feeding. 

, Domiciliary Care of the Premature Child 

Dr. F. J. W. Miller (Newcastle-upon-Tyne) showed slides 
illustrating a domiciliary special nursing service at work in 
artisan homes in Newcastle. The service bad been in opera- 
tion since 1945. Of 244 premature infants bom and nursed 
entirely at home 197 survived. Only 26 were admitted to 
hospital after receiving care from a home nurse. Assessment 
of the results was difficult Comparing results with those 
obtained in premamre units of the highest standard, it appeared 
that infants of birth weight over 34 lb. (1.59 kg.) had as good 
a chance of survival at home as in hospital ; and that the 
prospects of those under 34 lb. were better in hospital. The 
value of the domiciliary service was threefold. It has a social 
value to the family, was a direct help to the family doctor, 
and facilitated the concentration of care on the very small 
infants accommodated in premature units. 

In reply to questions Dr. Miller emphasized that the key to 
success in domiciliary care rested with the nurse and that 
ultimate clinical responsibility tested with the family doctor. 
Oxygen and electric blankets were supplied to these homes. 
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N (|{ AND GYNAECOLOGY Peterkin (Edinburgh) pointed out that 

ANJ) dermatology a dermatologist diagnosed pruritufiuC il inScaS 

77ii/f,t(/,jy. June 30 condition present to account for the 

I’niritiK Vi.lrni. ntn fh/c "1! Was ; either gynaecological or fell 

i' -r V \ I • which fh idiopathic” group, in a proportion of 

• ■ f i, N. A. JiiifOAiK (Liverpool) said that pruritus appeared to be entirely due to psychological 

. f for which nppro,\imatcIy 10% of women De fhought that the highest incidence occurred between 

c ([!■: ?) naccologi^t. When patients complained of thought, after 

of th.r viilv.i it W. 1 S easy to assume that by this nicnopawe. It was prudent to remember that venereal 
C'-raf! itching.” whereas often they meant pain tender- pruritus vulvae. ' He hsted other condi- 

O' a t-i'r.iiiit sensation. Unless there was a desire to ™8fit be responsible for pruritus, 

f.'ir t.-r.m prutitis should not be used. It was important ocummala, when itching might precede the 

i ' ti c site of the priirilii.s. for pruritus vuIvm and of the warts by several weeks. Podophyllin resin 

rw-iW i.-niofirn had ditlercnt causes. It w.as also important m these cases. 

fo 's'-nss if i: V.-,!S .asioci-iled with pruritus elsewhere. hcsl for which tar and ultra-violet light were 

r -.N-g Ef!!Fcsuir'jl"lcTatc^s?!:^^^^ mistaken for leukoplakia, 

Glycosuria was an Lichen sckrosiis ei atrophiciis was even more frequently 
f*. r-'.iath ‘IS pase rise to pruritus pubis rather diagnosed as leukoplakia. Carcinoma did not arise from the 

■>. j ..,. 1 .’,.. sids.ic. fils an.itysis of a large senes of cases vulval lesions in this disease. Some cases responded well to 

: t;.',. nuns possible causes tiicrc were. prolonged treatment with stilboestrol ointment. 

< ( i f I'nJ.er h .’.W Cor.sraithe Casei. ExcUiding Contact dermatitis might be due to quinine pessaries, rubber 

l(Vin;ea contraceptives, clothing, medicated toilet-paper, sanitary towels, 

Number of Cases and even nail-vamish. The commonest cause of all was one 

s'.j'. vj.ri'-.nii (not prosed lv3aerio!ogica!Iy in of the myriad antipruritics prescribed, especially cocaine. The 

lot c!.'n.‘a!',y typical) 100 acute case responded well to treatment with starch poultices 

f «cfs;:i:i». icfsical erosion, .and polypi .. .. 2S and Casicllani's paint. 

ffu* r-'.^'csi sjgmiiK prnb.ibly present .. 9 eruptions — for example, those due to phenolphthalein 

■■ ■■ %■ .V .. 20 and the sulphonamides— might cause pruritus. 

■ "jj i'/fi.V'ncy '. V. "3 * Circumscribed ncurodermaiitis (lichen simplex chronicus) 

.V.-t'trbydri.a .. .. .. .. 13 and the asthma-eczema group should be treated with crude 

l>.';':;!n %7 ar-semi-s (iron or liver factors) .. 4 - tar, jf rays and thorium X, or cod-liver oil and hydrochloric 

f'lycf -’rmi.* caiivri - .. .. •• 1* acid. 

Siin d se-ares not tpcd'fu- to the siitsa; psoriasis, inter- Flexural infective eczema could be cured by 1% gentian 

tn.fo, ir.l.'a-cpi.!e:m.sl oncer, etc N violet, and for follicular infective eczema treatment by means 

l';o’.:f>.c _ of a penicillin spray gave good results. 

•• I cuVop'aj.!* vulvae *' ' Fungus infections were due either to true ringworm or to 

Glj cc-.-:rt a. diabetes mellitus .. .. •• •• ..easts and were often found in diabetic patientsp It had been 

ri:.''r‘.r*. infcctmn of the vagina and vulva ^ pointed out that 18% of healthy women harboured monilia 

c>-micnb (man.'^deiiol" ;;^sarfc: , in the gaslro-intestlnal or genital tract. For fun^ infections 

c^ir-lv U . — •• •• •• 5 one of the best antipruritics was undecylemc acid 

-"iZ ^ '•Idiopathic" cases. Dr. Grant Peterkin concluded, formed 

r.s;;:m:n,;p.si.,al airopWc vuliitis ' a group /n which focal sepsis was often an important factor. 

Ur!»,nov\n as also were emotional and anxiety states. 

ProfcMor JcfTcoatc considered that one of the greatest Dr. C. J. Maciunlay (Glasgow) said that Pr“tUus 

adinnLs of rcc!nt‘ycars had been the recognition that certain vulvae affected ^^ref ^ .‘^fich'to fkcSr 

deficiency- states could cause pruritus vu lyac-for "amp'e* pre^ant, and an continuance of the 

of vil.-imin A. R complex, and iron and liver factors. J^y ‘°r“ ^D^cnosis svas^difficult, and he suggested that no 
20', i of cases were due to these deficiencies. He had details the diagnosis of a Grade I flora 

of .16 women with pniritus vulvae who had histamine-f 5 narticularly in cases of pruritus, unless swabs had 

achlorhydria. Tlicy had been treated with dilute hydrochloric (S^^hroed 4 part^^ Sa^bouraud’s medium and had failed to 

add liy mouth, and iron preparations when necessary, but been - - fungus. A direct film stained by Gram’s 

00 other general or local treatment. Tlic results were . grow c , deceptive, as the fungus could assume 

Cured 34 “ ^f^holofjically indistinguishable from Doederleins 

Slight relief > TrTatme^ by " mycil ” pessaries and jelly had given 

No response 7 , n^^*P^^ABETH^HiiNT .(London) said she had never seen a 

The 34 cured cases were followed up, and it was found j^iopathic ” pruritus vulvae. 

that 25 had permanent relief for one to eight years ; one patient cas ^er experience Ps^hogenic causes wer 

died of intcrcurrent disease ; two were not traced ; six ha thought that ‘ dettol baths headed ■, 

relapsed and did not respond to further treatment. irritants She reviewed 88 cases referre^o her for p - 

Hie most important part of the management of pruritus nt 1949 Jh® 

vulvae was a thorough investigation to find the cause. A ^ jj, 34 ^^ of these cases, and m 4 ,0 the vulva was 

careful hiitory and full pJiysical examination were required General constituuonal diseases accounted to 

as well as (J) repeated examination of fresh vaginal swabs for effected 25%, skin diseases 50%. and other cause, 

trichomonas, Oidium albicans, and other fungi ; (2) a frac- -0%. present-day excessive carbohydrate diet migh 

lional test meal; (3) full examination of the, blood; (4) a glu- r me condition. 

c 6 se-tolcrance test; and (5) biopsy of vulval skin in selected Lipman Cohen (London) did not believe there wa. 

cases. He concluded by stressing that even in the present slate of Hr. ■ £qj. ^ disease. He thought the psycno' 

knowledge a definite organic cause, amenable to treatment, alway often primarily responsible in cases 01 

could bp found in not less than four out of every five women genic * jyge_ 

who complained of pruritus vulvae. In no more than 5% p, jf^ixiER (L®®ds) thought there was a lot oi 

of cases was it impossible to give relief by one means or Dr. • J talked at present about vitamin deficiencies 
another. ‘ .nonsense being 
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proved resistant to all forms of therapy, can now 
benefit from the symptomatic relief afforded by 
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of the ubiquitous fungal spores. 
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Dr. S. T. Anni-VG (Leeds) was sceptical about monilia causing 
colpitis. ' 

Dr. B!u.\n F. Russell (London) said that psychogenic factors 
were most important. He believed that there were true defi- 
ciency states due to dietetic fads. 

Dr. Muriel Keyes (Harrogate) said many women were dis- 
inclined to go to their doctor when complaining of vulval 
itching. She stressed the importance of urethral disorders 
as a cause. 

Othen who took part in tlie discussion were Dr. A. Barker 
(East Kent), Dr. G. A. Hodgson (Cardiff), Dr. S. L. 
NAV,AR.ATNAVt (Colombo), Mr. ]. A. Chalmers (Inverness), Dr. 
S. Smith (London), Dr. W. H. Brown (Glasgow), Dr. H. R. 
Vickers (Sheffield). Dr. A. French (London), and Dr, J, T. 
Ingilam (Leeds). 

Summing up, Professor Jeffcoate thought that all were 
agreed that pruritus vulvae was a symptom and not a disease. 
Vitamin deficiencies could exist without demonstrable defi- 
ciencies in the blood. Some 25% of women were carriers of 
trichomonas, and he wondered if this infection was not often 
spread in hospital wards. 


SECTIONS OF RADIOLOGY AND CARDIOLOGY 
Thursday, June 30 
Angiocardiography 

The Sections of Radiology and Cardiology combined for a 
discussion on “.Angiocardiography,” Sir John Parklnson pre- 
siding over the first part of the meeting and Dr. J. L. A. 
Grout over the second. Sir John Parkinson said that this 
was the first occasion on which a Section of Cardiology had 
been arranged, and the cardiologists were glad that their first 
meeting should be with the radiologists, to whom they owed so 
much.- They were also proud that one of their members. 
Dr. C. 5V. Curtis Bain, should be President of the Association. 

Dr. Frances Gardner (London) said that angiocardiography 
afforded a clearer understanding than had hitherto been pos- 
sible of normal cardiac anatomy. In her department they had 
collected a small series of normal angiocardiograms in different 
age groups taken in the three standard positions used in fluoro- 
scopy, and in addition to their educative value they had pro- 
vided a useful standard for comparison with abnormal films. 
She proceeded to give a lantern demonstration of angiocardio- 
grams in the normal child and adult and showed their value 
in the recognition of specific aortitis and in the differential 
diagnosis of aortic aneurysm and mediastinal tumour. 

Perhaps the most striking contribution which this procedure 
had made to modem cardiology was in the realm of cyanotic 
congenital heart disease. The surgical procedures in this con- 
dition initiated by Blalock in the United States and by Brock 
in this country called for accurate anatomical diagnosis. The 
first concern in considering suitability for operation was to 
e.vclude those cyanosed patients in whom the pulmonary blood 
flow was adequate or increased. Here anpocardiogiaphy might 
only confirm the clinical diagnosis, but it might afso add some 
useful anatomical details. Many abnormalities were included 
in this group, and for some of them surgery was contraindicated. 
The practicability of increasing the blood supply to the Jungs 
depended on the^ presence of both right and left pulmonary 
arteries, and only by angiocardiography could this be 
determined with certainty. 

Dr. J. Wilkie (Sheffield) sketched the earliest attempts to 
outline the cardiac chambers, culminating in the use by Robb 
and Steinberg of 70% “dibdone.” Many devices had been 
evolved for enabling a rapid series of radiographs to be taken. 
The most likely appeared to be some development of cine- 
radiography. He described a rotating cassette holder capable 
of giving six exposures at intervals of about 1 second. The 
position of the patient during examination was important The 
arm must be maintained in proper relationship to the trunk 
during injection. Adults were examined under full sedation ; 
children under general anaesthesia (cyclopropane). In the latter 
case a second injection could be made, provided an, adequate 


interval was allowed between the two. Timing of the exposure 
intervals was correlated with the side of the heart v/hich was 
suspect. He discussed possible dangers of the procedure, and 
referred to one isolated fatality. All possible care should be 
taken in the selection of cases, and the information likely to 
be obtained should be of sufficient value to justify the risk. 
He demonstrated the radiographs of four cases — coarctation of 
the aorta, complete transposition of the great vessels, Fallot’s 
tetralogy, with early and late filling of the aorta, and pulmonary- 
stenosis with an atrio'septal defect and rudimentary right 
ventricle. 

Dr. K. D. Keeee (London) demonstrated the value of angio- 
cardiography in seven cases, all in children with’ congenital 
defects. He described the history and signs in relation to the 
appearances in the angiocardiogram. In a case of patent inter- 
ventricular septum, for example, the angiocardiogram showed 
filling of the right and left ventricles in 2 seconds, both remarn- 
ing filled for 6-8 seconds. In a case of congenital heart block 
and patent ductus arteriosus the antero-posterior view showed 
a normal right- auricle and right ventricle, poor filling of the 
left ventricle, small aorta, the pulmonary fields remaining filled 
for 8-10 seconds, and pulmonary clonus not filled at the same 
lime as the aorta, while the left anterior oblique view showed 
patent ductus arteriosus. In a case of patent ductus arteriosus 
the angiocardiogram showed refilling of the left pulmonary 
artery from the aorta and. on an oblique view, a small local- 
ized dilatation of the inner wall of the descending arch of the 
aorta. The ductus was ligated, and an angiocardiogram repeated 
five weeks later showed now no refilling of the left pulmonary 
artery from the aorta, and the localized aneurysm of the inner 
wall of the descending arch of the aorta was larger than 
previously. 

Dr. T. H. Hills (London), whose paper was read in his 
absence through indisposition, said that Guy’s Hospital had 
been fortunate in that a large number of cases in the cyanotic 
group had - been investigated before operation, and the ratSio- 
logical findings had been checked in the operating theatre and 
at times in the post-mortem room. Angiocardiography was a 
dangerous investigation in this group, and should not be under- 
taken solely to confirm a diagnosis in a patient not suitable for 
operation. About 90 cases had now been z-rayed at Guy’s. 
However well established a clinical diagnosis of Fallot might 
be, the thoracic unit at Guy's was not prepared to consider 
operation without this investigation. He discussed the techni- 
cal requirements for the investigation. The films must be large 
enough to include the vessels of the neck, accurately timed so 
that correlation of the rate at which the chambers of the heart 
filled was possible, and taken at such intervals that there was 
not too great a difference between any two consecutive pictures 
in the series. Both antero-posterior and oblique views were of 
value, but if the diagnosis was in little doubt, and it was desired 
that the risk of a second injection be avoided, the antero- 
posterior view should be preferred. The oblique view, how^eyer, 
was desirable in a case of supposed ductus or a transposition. 
He went on to mention a number of points in the interpretation 
of anciocardiograms. 

Dr. F. Jackson (London) discussed present trends in North 
American clinics. Angiocardiography had been used at 157 
different hospitals in North America, and in some 6.000 exa^- 
nations. Three main methods were used: cassette-changing 
method, the continuous roll of x-ray film, and photo- 
fluorography, in which the fluorescent screen was photographed. 
At Mount Sinai Hospital, New York, where the greatest number 
of angiocardiograms had been taken (over 1,500), a gravity- 
machine with electrically operated release was used. The con- 
tinuous roll method had been developed at the Toronto 
Children’s Hospital and at Ann Arbour. More rapid exposinres 
could be obtained in this way, and many workers believed that 
the exposures made- rapidly during the critical two or three 
seconds after injection revealed information not given by slower 
methods. It svas believed that there could not be too many 
exposures in the early seconds. Photo-fluorograpby was diffi- 
cult. chiefly because the fluorescent screen emitted only a small 
fraction of the energy falling on it as actinic light, and be did 
not think this method would provide a solution, at any rate 
for some time to come. 
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of all children became delinquents in a court sense, and in these 


Dr. Mii.dvid Cr.f.At: (London) commented on the controver- 
tial r.tture of the .subjeel and emphasized the need for altcn- 
tion Ii> the preventive aspects of work at child-guidance clintc.s. 
She stfctsfd the importance of history-taking and the depen- 
dr.ncc of successful treatment on lengthy first interview’s. There 
.should be closer contact between children’s physicians and 
psychiatriAtv. An almost insoluble problem was that arising 
from the unwillingness or inability of parents to make neces- 
sary adjiisimcni.A to the presence of children. Emotional prob- 
Icrtis could be traced to tension and conflict, which might be 
at the conscioiLs level or might consist of influences carried 
over from deeper fcvci.s. Prevention could begin in the ante- 
natal stage and be continued during the pucrpcriiim. Roommg- 
in arrangements," which found favour in Ameriran m.aternity 
hospitals, were to be commended. They helped the mother to 
learn what her child' wanted and tlicy tempered the attitude 

of the staff. , , , 

One result of the small families of to-day was that adolescents 
Icariied little of home life and acquired only a limited experi- 
ence of children. In our modern way of h'vmg, home-mwing 
and parcntcraft came low in the list of priorities. 
of the war years were eyident among children who oid not 
know their fathers in their earlier years. _ There was evidence 
that persisting problems were most common 'in children who 
had been evacuated and particularly in those svho were evacu- 
ated when very young. There was a danger in removing ^ 
child from the emotional attachments of his home at certain 
stages in development. Divorce resulting in loss of a parent 
was a growing problem as a cause of difficulty in adjustment 
in children. Short periods in hospital cojild produce profound 
disturbances. Aggression in a child in hospital or at school 
might be a healthy attitude providing evidence of leadiness 
to face and grip new problems. 

Speech, reading, and number concepts bad an orderly pat- 
tern of development. Confusion occurred on returning to 
school after an absence. Hospitals, she thought, should pro- 
vide some form of educational help. 


cases only 10% called for action in the.home. Delinquency 
was eighty times more common among boys than among girls. 
A point of unquestionable importance was the religious point 
of view characterizing the family background. Too much 
emphasis could be attached to physical defect. Low intelli- 
gence-engendered a desire in the child to push himself forward 
if his school was unsatisfactory. Frustration developed and 
behaviour problems resulted. 

Dr. MacDonald urged that education authorities should give 
the same altention to emotional stability as to intellectual 
advancement. The general practitioner should aim at enabling 
people to do without the doctor; and the mother should aim 
at keeping her child away from the child-guidance clinic. 
Child-guidance clinics should keep the child away from the 
juvenile court. Future preventive measures should pay special 
attention to girls of school-leaving age, too few of whom were 
conscious of the part they would play in the character formation 
of (heir children in the years ahead. 

Dr. D. Henderson (York) drew attention to the important 
part to be played by the family doctor in prevention, and . 
recommended closer linking of the child-guidance with other 
child-health services. Certain published assessments of the 
extent of the problem of behaviour disorders had probably 
exaggerated the real problem. 

Dr. A. A. E. Neavth '(Nottingham) pointed out that as early 
suspicions about child guidance were being dispelled a balanced 
outlook was being established. Contact between hospital physi- 
cians and parents was to be encouraged. So also was a closer 
liaison between school health and hospital services. Psychiatric 
treatment for the child and the parent should not be under- 
taken by the same organization. Better treatment facilities for 
children tvere required. The influence of school on the child 
was not fully appreciated. Schooling might give rise to diffi- 
culties, but more frequently served as a valuable corrective 
to the feeling of insecurity due to tension in the home. 

Dr. Margaret Lowenfeld (London) said that children 
should have the reasons for their admission to hospital 
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explained to them : that greater importance should be attached 
to tile place of food in the imagination of the child in hos- 
pital ; and that new hospital .design should take more account 
of a child's psychological needs. The view that religious bodies 
and local education authorities should take a more active part 
in tackling delinquency was advanced by Dr. H. St'G.sRE (Leeds). 
The point was made by Dr. Chsrlotte Nmsh (York) that the 
family doctor should aim at establishing an attitude of under- 
standing friendship towards the mother, utiliaing the oppor- 
tunities of general practice to further education for health. 
Dr. D. D. P.VYNE (Harrogate) suggested that reference of pupils 
to a child-guidance clinic should be by the school medical 
officer. There was need on occasion to protect children from 
teachers who were enthusiastic about psychology and ready 
to refer too many children for examination. Organic disease 
was considered to be a common source of behaviour problems 
by Dr. W. N. Lesk fWinsford). Dr. F. P. H. Birtsvhistle 
(Barton-on-Humber) argued that children should be told what 
they should do and not what they should not do, and stressed 
that threats of correction did more harm than good if not 
followed by action when indicated. 

Dr. P. Mor,\N (Eire), contrasting the position in his own 
and in this country, attributed the existence of behaviour prob- 
lems .to an ever increasingly complicated social structure, to 
emphasis on group existence to the detriment of family' 
life, to failure to appreciate the advantages of isolation, and 
to lack of. emphasis on moral and religious considerations. 

Summing up. Dr. Creak agreed that newer ways of thinking 
involved risks of a wrong conception that ideologies might 
replace humble belief in ourselves. She said the value of the 
father in a child's life was derived from the adventuresomeness 
and the loving authority of his personality. She gave a reminder 
that where there was a choice the average person preferred to 
be physically ill rather than emotionally ill. 

Tuberculosis and other Conditions in Childhood 

in the afternoon members of the Child Health Section paid 
a visit to Scolton Bank Sanatorium, where Dr. Vincent Ryan 
(Knaresborough) demonstrated an interesting series of patients 
and radiographs, 

OTO-RHINO-LAR'YNGOLOGY 
Thursday, June 30 
Nasal Allergy 

V/iih the president, Mr. A. B. Pavey Smith, in the chair, 
Mr. R. R. Simpson (Hull) opened a discussion on nasal allergy. 

, He gave figures showing the incidence of the condition, and 
thought that the apparent increase was really due to increased 
recognition of it. It was merely a local manifestation of a 
constitutional condition. Treatment should be fundamental and 
not simply a local palliative. The characteristic nasal picture 
was described, and compared with that of so-called sinusitis. 
Nasal polypi were predominantly allergic in origin ; 97% of 
his cases showed marked eosinophilia, 

. In non-seasonal allergy skin tests were of some use in 
children, but not in adults. 

Specific desensitization was sometimes satisfactory, if tem- 
porary, in children, but useless in adults. He discussed the 
antihistamine drugs, and nicotinic acid given in addition. Local 
applications to the nose should be isotonic with the nasal secre- 
tions and not over 1 % in strength. He decrecated ionizat-on, 
cautery, sclerosing injections, and x-ray treatment. Radium 
was useful only for the prevention of recurrent polypi. Sur- 
gery had little or no place in the treatment of non-infected 
cases. 

Professor R.' B. Hunter (Dundee) described the effects of 
antihistamine drugs in perennial vasomotor rhinorrhoea. AH 
cases studied had allergic mucosa diagnosed by biopsy, and 
the standard of cure was the return of mucosa to normal, 
again as judged on biopsy. All cases were first given dummy 
tablets for 14 days. During this period 5% were cured. Of 
the remaining cases. 54% were cured after one month’s treat- 
ment with “anthisan.” and nearly two-thirds of these were 
still symptom-free after 15 months. It would be well worth 


while to try to estimate the amount of histamine present in 
nasal biopsies and determine whether this was in direct 
proportion to the number of eosinophil cells present 

Mr. J. Gerrie (Aberdeen) discussed allergy in children, 
which had been increasingly recognized by paediatricians in 
the last decade. Unfortunately the general public still expected 
the condition to be cured by removal of tonsils and adenoids. 
It was important to diagnose and treat allergy in the early 
stages, and to avoid all treatment which might tend to add 
infection. He stressed the importance of family history and 
past history'. 

A small biopsy was the most reliable diagnostic aid. In 
treatment general measures were proper sleep, exercise, light 
and airy clothing, and avoidance of the specific allergen. He 
had found non-specific desensitization quite valueless and 
specific dcsensitization good but troublesome. For local treat- 
ment cauterization had given the best results, followed by breath- 
ing exercises for a month. Elixir of “ benadryl " was useful, 
and “ anthisan ” in older children. Operations should be per- 
formed only if there was infection, or if there was obstruction 
by adenoids. 

Dr. Leon Unger (Chicago, U.SA.) disagreed with Mr. 
Simpson on the value of skin tests. He thought that 50% 
to 70% of cases of perennial allergy gave a positive skin reac- 
tion, particularly to house dust. He divided cases into three 
groups: (1) seasonal, due to pollens ; (2) seasonal or perennial, 
due to fungi ; (3) perennial vasomotor rhinorrhoea. Three 
factors were present: (I) constitutional, usually hereditary; 

(2) contributory, such as fumes, dust, temperature change ; 

(3) exciting allergens. The presence of more than 4% of 
eosinophils in the cell count of nasal smears was diagnostic 
of allergy. 

Treatment should be preventive, and by desensitization. Prob- 
ably 75% to 80% of all so-called “ sinusitis ” was due to allergy. 
Purulent material from sinuses should bs stained and examined: 
it might then be found full of eosinophils. House dust prob- 
ably contained some specific factor, the dust from bedding and 
upholstered furniture being much more potent than that from 
carpets. Local nasal treatment should not be prolonged. Anti- 
histamine drugs were of some value. Surgery should be 
reserved for cases of marked polyposis, severe septal deviation, 
sinus infection, and septic tonsils and adenoids. 

Dr. H. Henderson Moll (Leeds) thought that non-seasonal 
vasomotor rhinitis was often not allergic, but caused by nervous 
and non-specific factors. Allergic rhinitis, however, was a 
frequent accompaniment of allergic asthma, and the changes 
observed in the nose reHecled the general allergic condition. 
Allergy was suggested by the age of onset (under 40), by a 
positive family history, and, in a high proportion of cases, 
could be confirmed by skin tests. Nasal polypi occutring with 
asthma usually pointed to an infective factor. They occurred 
in an older age group, and were normally associated with 
infective asthma. The effect of administering para-amino 
benzoic acid, 100-500 mg. every two hours during the day, was 
described. 

Dr. D. R. Belletty (Assam), as a sufferer from nasal allergy, 
described the failure of submucous resection, followed by 
improvement later with desensitization and the use of a vaedne. 
Mr. A. S. DE B, Cocks (Adelaide, South Australia) thought that 
in house-dust allergy skin tests were positive in almost all 
cases, and that polypi were usually of allergic origin. Dr. S. F. L. 
Dahne (Reading) found that in cases of so-called catarrh 
or nasal obstruction about 20% of adults and 25% of children 
were allermc. Dr. J. G. Reed (Malaya) asked if varying nasal 
obstruction was due to allergi’. Had any serious side-effects 
been produced by antihistamines ? Was there any scope 
for psychiatric treatment in children ? 

Mr. R. Scorrr Stevenson (London) deprecated the sugeestion 
that operations were harmful, and stressed the importance of 
the surgeon’s deciding whether an operation was indicated, 
Nblhing gave more satisfactory results than submucous resec- 
tion in the proper case. Dr. K,ate M.aunsell (London) asked 
if the combination, of antihistam'me drugs with desensitization 
was harmful. Dr. S. D'^Bovo (Malta) thought that an> surgery 
would give temporaiy relief, but that the condition would recur. 
Therefore it was best avoided. 
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Dr. R. C. Cohen (Braintree) said that provided adequate 
supervisiort and treatment were available the results confirmed 
the view that there was no evidence that pregnancy, labour, 
and the puerperium had any harmful ellect on the course of 
tuberculosis. It was doubtful whether there was a strictly 
clinical justification for termination of pregnancy, though social 
factors might justify such a measure. 

Dr. jE.tN (Birmingham) said that tuberculous women, 

even with severe lesions, gave birth to healthy but often prema- 
ture babies. Stillbirths were not increased. When prematurity 
was allowed for, the figures for neonatal deaths shosved no 
increase. The total infant mortality, however, was high (lOS 
per 1,000 live births), the chief cause of death being gastro- 
enteritis, with which was associated the high prematurity rale, 
lack of breast-feeding, and risk of infection attached to residen- 
tial nurseries. As regards the mothers, primigravidae fared 
worst, especially when the lesion was not diagnosed before 
pregnancy. 

Dr. C. J. Stewart (Colindale) said that exceptionally a 
patient might be allowed to become pregnant. Prognosis was 
little different between pregnant and non-pregnant cases. 
Some deaths and relapses occurred after delivery. 

Dr. E. D. Irvine (Dewsbury) criticized the suggestion that 
termination of pregnancy might be justified because of social 
difficulties — present or future. It indicated a failure in public 
care, and not least in the health service. Dr. H. J. Trencrard 
(Harrow) said that the risk of infection depended more on the 
resistance of the healthy consort (i.e., tuberculin-negative 
reaction) than on any other factor. Dr. D. 1. Mart (S.E. Essext 
asked what advice should be given to a tuberculous married 
woman if she was anxious to have children. 

Dr. R. C. Cohen (Braintree) replying to Dr. Irvine, said it 
was difficult to justify artificial termination on purely clinical 
grounds. Any strain there might be after delivery was largely 
due to worry, extra work, or financial anxiety. It was possibly 
the duty of the State to help in that respect The possibility 
of infection in domestic workers suggested that they should be 
tuberculin-tested. In reply to Dr. Mart he advised against 
pregnancy in active cases and until after two years’ quiescence. 
Dr. F. A. H. SlsiMONDS (South Mimms) in replying stressed 
the importance of using all known preventive measures to con- 
trol the risk of infection to those in contact with tuberculous 
persons — affianced, consorts, domestic helps, and children. 
These included routine radiological examination of contacts, 
tuberculin-testing of infants, children, and young adults, and, 
when available, the use of B.C.G. vaccination. In the mean- 
while removal of babies from the tuberculous environment was 
important ; breast-feeding was permissible only when the disease 
in the mother was proved quiescent. 

Recent Developments in Infiuenza 
With Dr. D. D. Payne (Harrogate), vice-president, in the chair. 
Dr. C. H. Andrewes, F.R.S. (Hampstead), read a paper on 
recent advances in the diagnosis and treatment of influenza. 
Laboratory diagnosis of influenza, he said, was unimportant 
from the point of view of treating the individual patient. 
However, it was vitally important to identify the causative 
agent of outbreaks in order to help onr understanding of 
epidemiology and prospects of control. Recent diagnostic 
methods included (1) isolation of the virus from throat wash- 
ings, (2) haemagglutination tests, and (3) complement-fixation 
tests. The two former had to be done on pairs of samples 
taken in the acute stage and again in convalescence. Vaccines 
of high potency could be obtained by purifying and formoliz- 
ing virus grown in fertile eggs. Their efficacy in preventing 
influenza had been proved where a homologous strain of virus 
was concerned. It was not only a question of the two influenza 
types A and B ; there were serological races within the A group 
(iiffering sufficiently to affect the results of attempts at prophy- 
'axis. Strange antigenic types of virus might spread from one 
•ountry to another. The epidemiology of influenza must thcre- 
ore be studied on a world-wide basis. 

Dr. }. E. Cauohey (New Zealand) said that in Auckland they 
ad had an epidemic of influenza which started 18 months 
;o. The diagnosis had been established by serological tests 
' 'th antigen (A and B) received from Professor Burnet. Both 


A and B strains had been present and in some cases A and B 
combined. There had been four deaths, and the secondary 
invaders in these cases had been penicillin-resistant strains of 
Slaphylococus aureus. Four cases had presented as primary 
at^ical pneumonia. 


MEDICAL PHOTOGRAPHY 

EXHIBITION IN LONDON 

An exhibition of medical photography by members of the 
Medical Group of the Royal Photographic Society of Great 
Britain was opened at the Society’s headquarters of 16, Prince’s 
Gale, London, S.W.7, by Sir Cecil Wakeley, chairman of the 
Medical Group, on July 4. The exhibition is open from 
10 a.m. to 5 p.m. until July 16. The accompanying photograph 
(taken by E. V. Willmott, F.R.P.S.) shows one side of the 
exhibition room. The first exhibition arranged by the Medical 
Group was held a year ago, and it is hoped that next year’s 
exhibition will include photographs from members in the 
Dominions and Colonies. 

At this exhibition the emphasis is mainly on the clinical 
appearance of a lesion, though there are many fine photographs 
of pathological specimens, such as No. 85, “ Aortic VaUes in 
Rheumatic Carditis,” from the Manchester Royal Infirmary. 



Another interesting photograph from the same hospital is 
No. 93, “ Rheumatic Tendon Nodules.” Among the many 
good photographs illustrating clinical appearances are the 
following: No. 21, “Acromegaly,” and No. 23, “Osteo- 
clastoma of Hard Palate,” from the Middlesex Hospital ; 
No. 22, “ Squamous-cell Carcinoma of Tongue,” from the 
Royal Cancer Hospital; No. 10. “Clubbing of Fingers," from 
St. Bartholomew’s Hospital; No. II, “Psonasis of Nails,” 
from the Westminster Hospital; No. 18, “Nodular Tertiary 
Syphilis,” from St. Mary’s Hospital ; No. 40, " Mediastinal^ 
Obstruction” (an infra-red photograph shoving venous con- 
gestion), from the Postgraduate Medical School ; No. 67, 
“Acid Erosion of Teeth,” from the Manchester Royal 
Infirmary ; No. 96, “ Osteomyelitis — Cross Leg Skin Flap,” 
from the Royal National Orthopaedic Hospital. These are 
only a few of the ISO exhibits. 

Photographic Assessment of Therapy 

There are some conditions which it must be hard for a 
photographer to record, but very realistic results can be 
achieved — for example, two photographs of the skin in 
avitaminosis (No. 89, by Dr. A. C. Roxburgh, and No. 94. from 
the Postgraduate Medical School). A method of using photo- 
graphs to assess progress during therapy is illustrated in No. 47. 
“Spondylitis Ankylopoietica,” from the Manchester Royal 
Infirmary. About fifty of the exhibits are coloured transparen- 
cies. Three new motion pictures are also included in the 
catalogue of the exhibition : “A Case of Gross Involuntary 
Movements,” by Mr. C. E. Engel ; “ The Multiple Pressure 
Technique of Vaccination,” by Dr. B. Stanford ; and 
“Ankylosing Spondylitis,” by Dr. P. Satfin. ■ 
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in I Hi; Ol- MHDICAL OFFICERS IN THE FORCES 

V '*"■* Ser\'icc5 Section of the Royal Society 

Mc..u-inc vt\ June 28, Sir IIcnry Tinv presiding, a discussion 
(.','1 p.ivc oil the profcsvional future of tlie medical officers 
o! the fi.-fuln:' forces. 

Asr .Marnli.d P. C.. l.tviNCiSTON, opening the discussion, 
I'iirtiy outlined the personal qualities that the successful Ser- 
'■icc ntrdie.il officer .should c.xhibit at different stages in his 
c.’.rcfr. .Surgeon Commander P. G. Borgcss, R.N., said that 
the nasal rhvtnr nou' obtained some c.xpericncc in treating 
worticn in the \V.R.N.S. and children in tlic families of Service 
me,'!, I't,! he rciiiiircd more help to keep his professional know- 
ledge up to d.ite. He .siiggc-stcd there was a place for tlic non- 
^peci.alirt On tlic st.aff of naval hospitals, and that specialists 
'ho'.d.l f'itc teaching rounds in the wards and out-patient 
dep-iftinenis F'r the benefit of medical officers in port. After 
hA iniii.al aunmissions at sea and in a shore establishment 
the young ‘^iiigcon lieutenant should spend n period in a naval 
hospital ; if he proved iiis ability, he should have (he chance 
to stml) for higher degrees. 

Speaking for the Army, Afajor A. D. Young said there must 
be Cirn'idereJ first tlic requirements of the Service, and 
secondly the ambition and ability of the individual officer con- 
cerned. The general duties officer was as essential to the Ser- 
vice ai his specialkst colleague, for he achieved familiarity with 
milif.irv .administration, tactic::, and planning. Major Young 
suggested the early sclecfion of suitable general duty officers 
for traming for future staff rank. 

Gri'iip Captnn F. F. I-ir.scoMn maintained that the general 
duties medical officer must he afforded certain opportunities. 
He shoidsl be able to render useful scrs'ice to the R.A.F. as a 
doctor; to lead a prore.ssionaily satisfying life; to reach a 
position of responsibility, authority, and reasonable reward; 
and on miliinry retirement to compote for employment on an 
equal footing with other doctors. He added that all careers 
in X fighting force mu.st bo subordinated to a primary aim of 
h.at force- (he prcscrs’ation of hc.alth in readiness for war. 
The general diitic’i officer should be encouraged lo wdc" ^ 

out the disparity in the recognized ^ ' conditions of 

medical officer and the special st. He tliougm c^^^ ^ 
service could be improved and the o i ' gurgeon 

and an c.\amination before promotion to 

Lieutenant-Commander. . —(..liral officer 

Major J. C. BAnnACE said the general '"SSa 

was the gyeneral practitioner of the Services, jv^j officer 
definite tenure of appointment as a £acly 

and attend courses in professional aiJoiiraned. 

specialization among medical officers shoiild be • 
Squadron Leader J. B. Loudon proposed tha c eniist- 

medica! officers should be abandoned m favour 
mcnt .of more regular officers. . ■ 

Surgeon Commander T. Crawford said that the a • 

tor, as well as the specialist, must be Irained ior. ’ 

A comparison between the lives of a doctor in Inc g 
"orces and , his civilian 'counterpart was made by Maj • 
Jennett. He said tliat the Service medical officer enjoy 
longenial life with opportunities for travel, and regular no 
if W'ork. He had ample equipment for treating his patien , 
ind consultants W'erc always available. He also had the 
)f postgraduate specialization. ' The civilian doctor, on _tne 
ither hand, could expect more family life, a greater variety 
if clinical medicine', and higher remuneration. 


ourgeon Lieutenant-Commander J. Glass suggested a pro- 
gramme of training for the general duties naval medical officer 
during the, first 15 years of his service. He said that the first 
course should be held on entry to the Service. It should be 
concerned with naval organization and health problems. The 
second course, to be taken after five to eight years’ service 
. -should last for nine to 12 months ; it should consist of a study 
of medicine, surgery, public health, administration, and marine 
medicine. After 12 years’ service further instruction should be 
given to qualify the officer for the rank of surgeon commander. 
This should resemble the second course, but with emphasis ' 
laid on administration. A final course in recent advances in 
medicine should be held after 15 years’ service. 

Sir Henrv Tidv, summing up, said that the Services must 
make the best of the medical officer of average ability as well 
as the better man. The general duties medical officer would 
benefit from hospital appointrpent early in his Service career, 
and should be offered repeated opportunities for postgraduate 
study (not necessarily with the aim of his becoming a specialist) 
to preserve his interest in clinical medicine. He should be 
allowed to retire if he saw no chance of his advancement after 
the age of 35. Sir Henry added that it was impossible under 
present conditions to abolish the conscription of medical 
officers. 


BRITISH ORTHOPAEDIC ASSOCIATION 

The spring meeting of the British Orthopaedic Association was 
held at Nottingham on April 22 and 23. The papers were pre- 
sented at Nottingham University ; the clinical part of the meet- 
ing was held at Harlow Wood Orthopaedic Hospital. The 
value of the meeting was enhanced by the presence of five 
Ciinadian and ten American orthopaedic surgeons who were 
paying a six-weeks visit to orthopaedic centres in this country. 
Those from Canada were Drs. F. P. Patterson (Vancouver), 
W. B. McKinnon (Winnipeg), F. P. Dewar (Toronto), R. Gariepy 
(Montreal), and J. A, Leo Walker (Montreal), and from 
the U.S.A. Drs. J. H. Allan (Philadelphia), C. B. Larson 
(Boston), L. R. Straub (New York), Hugh Smith (Memphis), 
S. B. Fowler (Nashville), B. E. Obletz (Buffalo), J. J. Fahey 
(Chicago), W. H. Bickel (Rochester), V. T. Inman (San Fran- 
cisco), and D. W. Blanche (Los Angeles). 

Upper Limb 

Dr. Verne T. Inman (San Francisco, California) illustrated 
experiments showing that elevation of the upper limb involved 
rotation of the clavicle about its long axis, and that fixation of 
the clavicle to the coracoid' prevented elevation above shoulder 
level. In eight patients the clavicle had been completely 
excised without loss of function, except that holding things 
above the head required extra effort. This operation was sug- 
gested as an adjunct to arthrodesis of the shoulder for joint 

Tom Rowntree (London) considered anomalies in the 
innervation of .the hand muscles, referring to 688 cases of 
median- and ulnar-nerve lesions treated at the Wingfield-Morris 
Orthopaedic Hospital, Oxford, and at the Royal National Ortho- 
paedic Hospital, London, Cases with known complete axonal 
division had been accepted— 102 of median-nerve lesion and 124 
of ulnar-nerve lesion. The observations were checked in a few 
cases by procaine block of the unaffected nerves. The lumbri- 
cals were ignored because of the difficulty of assessing their 
power, and fiexor pollicis brevis was described as one muscle. 
Of these subjects 33% showed the innervation ordinarily 
described in the textbooks, the median nerve supplying abduc- 
tor pollicis brevis, opponens, and flexor pollicis brevis, and the 
ulnar, supplying adductor pollicis, the hypothenar muscles, and 
all the interossei. The flexor pollicis brevis had a purely ulnar 
supply in 32% and a clinically demonstrated dual (median and 
ulnar) supply in 16%. The normal arrangement was, therefore, 
that abductor pollicis brevis and opponens were supplied by the 
median nerve, and the adductor pollicis, interossei, and hypo- 
thenar muscles by the ulnar ; the supply of flexor pollicis brevis 
was variable and probably usually dual. An anomalous supply 
was found in 20% of patients, including some with complete 
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median innenaition and some with complete ulnar. In a few 
cases procaine ner\c block had demonstrated an anastomosis 
between ulnar and median neiaes in the forearm. These results 
emphasized the fallacy of diagnoses based on muscle power 
alone. 

Dr. S. Beniamin Fowixr (Nashville, Tennessee), discussing 
the extensor apparatus of the digits, stated that the extensor 
communis tendons had no insertion into the pro.ximal phalanges 
of any functional significance. The inability of extensor com- 
munis to extend the interphalangeal joints of the claw hand 
depended upon hyperextension of the basal joints. If these 
had capsules tight enough to pres’ent hyperextension in cases 
which otherwise would show claw hand the interphalangeal 
joints could he actively extended by the long extensor 
tendons. 

Mr. R. G. PuLX'ERTAFT (Derby) demonstrated tendon surgery 
in the hand with a motion picture. Among the procedures 
shown were shortening of the dorsal expansion in old cases of 
mallet finger, repair of the boutonniere lesion of the extensor 
expansion, tendon transplantation of extensor indicis proprius 
for rupture of extensor pollicis longus, suture of divided flexor 
tendons of the fingers, . and their replacement by tendon 
grafts. 

Mr. D.avid Trevor (London) described five cases of spon- 
taneous rupture of extensor pollicis longus tendon after Colles's 
fracture treated at intervals of one week to five months after 
rupture. He had bridged the inevitable gap with No. 6 nylon 
(non-capillary) sutures. Good union had occurred. The sutures 
had been removed three months or more after operation. 
Rupture was ascribed to aseptic necrosis from ischaemia. 
Mr. Brun L. McFarland (Liverpool) suggested that ischaemic 
changes in the tendon might be caused by strangulation in the 
pulley opposite Lister's tubercle. 

Mr. E. Mervyn Evans (Birmingham) put forward clinical 
and experimental evidence that the anterior Monteggia fracture 
was caused by a combination of forced pronation and .longitu- 
dinal compression of the forearm. In full pronation the radius 
and ulna crossed in contact, and continuing forced pronation 
would break the ulna near its middle and prise the radial head 
forwards out of its joint. Closed reduction by supination had 
succeeded in nine out of eleven cases. Mr. F. W. Holdsworth 
(Sheffield) confirmed Mr. Evans's observation that “ compound- 
ing ” of this fracture was always forwards. He treated children 
conservatively, but in older people the ulna might be plated. 
E.xcisioa of the radial head gave bad results. Sir Reginald 
Watson-Jones (London) said that one form was clearly due to 
j direct injury — the “baby.car” fracture or, as the Americans 
■ more picturesquely put it, " the side-swipe ” fracture. There 
. might still be a place for plating the ulna, but not for open 
reduction of the radial head. Mr. W. Sayle-Creer (Man- 
chester) doubted whether supination alone would maintain 
j. re.ductidn, which was sometimes prevented by the rent capsule. 


Lower Limb 

:• Mr. P. C. Elmes (Oxford) had analysed the results in 115 
S' cases of fractured neck of femur treated by closed nailing and 
followed up for two years or more. The clinical results were 
good in 35 cases, fair in 42, and bad in 38 ; in three of these 
repinning was successfully carried out, in six unsuccessfully. 
Anatomical results were estimated in 61 cases radiographed more 
than two years after operation. Sound bony union had occurred 
in 39 cases, but nine of these showed ischaemic necrosis with 
■C collapse of the femoral head. Established non-union was found 
:'in 22. In men fractures of the femoral neck were as common 
before 55 years of age as after, but in women they were much 
commoner after that age. 

y.' Mr. R. C. Murray (Inverness) discussed the classification and 
<;;'results in 100 consecutiv'e patients with trochanteric fracture of 
','-. the femur treated conservatively by simple weight traction com- 
”,>hined with a medial-rotation bandage, early movement being 
As'encouraged. Ten pauents, aged over 80, died. The anatomical 
};f Vesults in the others were ; excellent 33 ; good 29 ; fair 21 ; 
’,;,aad 7. The functional results were: excellent 25; good 42; 
/j'hir 14 ; bad 9. Apart from patients who had already had 
..ji'-.pastic paralysis before fracture, the fair or bad results had been 


mainly due to prior osteoarthritis of the hip. With ordinary 
nursing skill conservative treatment was best. 

Mr. WiLLLAM Gissane (Birmingham) referred to 4A consecu- 
tive patients, of an average age of 75, with trochanteric fractures 
treated hy the Capener-Neufeld nail. Of the 32 who had com- 
pleted treatment 31 had a normal or excellent range of move- 
ment in hip and knee. 

Dr. L. R. Straub (New York) gave the results in 80 cases of 
luihbo-sacral fusion by Dr. Philip Wilson’s method, in which 
metallic fixation was combined with the Hibbs procedure supple- 
mented by bone chips, both autogenous and from the “ bank." 
One patient had died of post-operative shock. Of the remainder, 
69 showed solid bony fusion on radiological examination in 
various positions at the end of six months ; failure in five had 
been at the lumbo-sacral joint, and in five at a higher level. 
Recently, metallic fLxation had been combined with a cortical 
graft, and 25 patients out of 27 had shown solid fusion. 
.Among 103 patients treated without metallic fixation there had 
been three deaths and 29 failures. 

Mr. 3. Roland Hughes (Preston), discussing the radiological 
diagnosis of recent lesions of (he lateral ligament of the ankle, 
recalled that avulsion of a bony flake was exceptional, but diag- 
nosis of ligamentous injury by radiography of the ankle with the 
foot inverted was now well established. He had carried out this 
examination on 90 consecutive injured ankles and 90 normal 
ankles. About 6" of tilt represented the transition from normal 
to abnormal. The lateral ligament was lax with the ankle 
plantar-flexed and tight with it dorsi-fle.xed. In the cadaver, 
important tilting did not occur until the anterior talo-fibular 
ligament was cut, and the capsule also as far as the lower limit 
of the articular surface of the talus. Tilt through 30’ was then 
possible. These ligaments were tom by a movement of plantar 
flexion combined with rotation about the medial malleolus. If 
tilting occurred through 18 or 20* or more there must be 
rupture of the anterior talo-fibular ligament, the calcaneo-fibular 
ligament, and the intervening capsule. The anterior talo-fibular 
ligament was the first to give way. 

Mr. 3. Grant BosNrs (London) considered that tilting up to 
about 15* indicated rupture of the anterior talo-fibular ligament : 
15-30", the calcaneo-fibular ligament also ; more than 30*, all 
three parts of the ligament. It was important to radiograph the 
opposite talus, which could be tilted about 4= in 10 to 15% of 
cases. 

Mr. Norman \V. Roberts (Liverpool) discussed osteo- 
chondritis dissecans of the elbow. The condition was almost 
confined to the male, was commonest under the ace of 15, and 
affected both elbows in perhaps a quarter of casts. A diffuse 
cystic change was frequent. The loose bodies, if detached, 
were much more often multiple ; irregular or ragged lesions 
were commoner than in the knee. The radial head was usually 
enlarged, and premature epiphysial fusion might occur. An 
association with preceding injury was difficult to establish. 
Radiographs of cases of loose bodies in the elbow very often 
revealed flattening of the capitellum and pronounced enlarge- 
ment of the radial head, evidence of an unsuspected origin from 
osteochondritis dissecans rather than from osteoarthritis, which 
was often a complication rather than a cause. Mr. H. Jackson 
Burrows (London), said that the presence of bone in the 
separated fragment was important in distinguishing between 
osteochondritis dissecans and chondromalacia, which was often 
mistaken for it. 

Professor 3. Delchef (Brussels), discussing nerve-root pain 
of vertebral origin not dependent on disk prolapse, emphasized 
that such conditions as apophysial sprain were real entities and 
that arthritis of the posterior articulations might be an important 
cause of sciatica of single root origin. Mr. J. R. ARvtSTRONG 
(London) recalled that the first sacral root, the most frequently 
affected, was unrelated to a posterior joinL and furthermore 
that sciatica was not usually rch'eved by arthrodesis. Almost all 
cases were due to intervertebral disk lesions. 

At a special meeting a transatlantic club was formed, to be 
known as the A.B.C. Club, representative of its American, 
British, and Canadian members. The main function of the club 
is to facilitate similar vasits in the future and to concentrate, as 
far as possible, the work and material to be seen! 
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lUUMlNGlIAM ANDi MIDLAND OBSTETRICAL 
AND GYNAECOLOGICAL SOCIETY 

At the llirniinphnni Medicnl Instiliilc on March 31 the final 
n::c!in,c of the Midland Obstetrical and Gynaecological ■Society 
u.n h--!vl tinder the chairmanship of the president, Mr. W. E. 
list s'i -'Niisiii Mt. It svns decided to wind up this society and 
to found a new society to he called the Jlirmincham and Mid- 
hnd Obstetrical and Gynaecological Society. Professor Hilda 
U, ni> w.as elected president, Mr. H. C. McLaren is the 
secret uv. and Mr. SsMUiL Davidson the treasurer. 

Mr U K DfVAl.. Mr. L. M. Park, and Mr. A. WEtrrwoRTH 
LvatnE were aUo elected as additional members of an interim, 
e.’'n*r'i:tec to fotmiilaie the rules of the society. 

tv {• !■ pttv.stow. who was the first secretary of the former 

• 1 I f,rm »» Mmir'il incciinc in the Mcdicfli 

the nu-mhers proceeded to ‘"p'Sor Hn.DA L 

Scb.ool. Two r-apers were rc.id: one ^y. C. W. 

Mr...-,, «. n. 

a I -tr lJ.-i'o\.al " and another by Mr. H. c. mclari.c 
uol’of .Menopausal Symptoms by n-Tocopberol. 


INTERNATIONAI BOOK EXmEITION 

It would be fair to say that British book production can 
compete with any in the world. In Oslo, for example, British 
books — and British medical books in particular make a 
magnificent showing in the bookshops surrounding the uni\er- 
sity Vet a visit to the National Book League’s Third Inter- 
national Exhibition of Book Design, on view till July 23 at 
7, Albemarle Street, London, W.l, gives the impreaion that 
British books are sorry things. This is certainly not due to the 
. amount of space given to them, which is greater than that given 
to any of the other countries exhibiting. But it is very diffi^u 
to see on what basis the selection of books was made. The 
art books look very well, though not so well as they d«erve , 
the children’s books are also good. Other sections fall fai 
below standard, and technical books are extremely badly repre^ 
sented. There are no medical books as such, but there is- one 
on biological .assay, the general appearance of which is ordinary. 
Other countrfes tave included in their more limited number 
of exhibits excellent technical books, and 
medical textbooks are shown by Norway and by Holland, i ne 
"f aXission, 2s. 6d.. may put off the casual visitor; the 

catalogue is extra. 
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an improved gordh needle 

r. c t Robertshaw, Obstetric Registrar, Moorgate Genera! 

Dr. F. L. KOBERisHA DriiicVi version of the Gordh 

Hospital, Rotherham, .. described in the Briiisli 

no..clottinE i"f~ “'J ' SllyTcon*^ of » m.to 
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Correspondence 


Mind, Machine, and Man 

Sir. — I feel sure that all of your readers must have been as 
fascinated as 1 was by Professor Geoffrey Jefferson's Listerian 
Oration on " The Mind of Mechanical Man ” (June 25, p. 1105). 
Here we have an e.xample of medical philosophy at its best, 
for it is a philosophy with its feet firmly on the ground. Perhaps 
one of the most fundamental points to which he draws attention 
in comparing the brain with the modern computing machine 
is the tremendous difference in complexity — ten thousand 
million brain cells as compared with twenty thousand valves 
of the American or one thousand of the more economical 
English machine — factors of 500.000 or 10,000,000 respectively. 

To think of, say, a million such machines (the coverage area 
would give the Nlinistry of Town and Country Planning cause 
for an.\iety) all properly integrated is beyond the imagination 
of my 10.000.000,000 cells. But the actual disparity would be 
much greater than this, for it appears that the brain cell, unlike 
the electronic valve, is capable of responding to more than a 
single type of stimulus — e.g., electrical, chemical, physical, and 
so on. To all of these and their combinations and permuta- 
tions a nerve cell may react, and so the factors given above 
must be still further increased. Even if a supermachine were 
constructed in the future capable of responding to other than 
electronic impulses, the lecturer reminds us that it would have 
no self-consciousness, no ego, and so would not be a brain 
in the truest sense. Those holding completely mechanistic 
views concerning the relationship between brain and mind would 
nevertheless probably agree that this shortcoming is more than 
a mere question of greater, but similar, complexity. Our per- 
ception of our own consciousness remains a riddle to-day, 
despite ail the thought that has been given, to it throughout 
the ages. 

But so far I have been using your valuable space for a simple 
paraphrase of Professor Jefferson's remarks, and this was not 
my intention, I think the lecture provides an analogy to, and 
a wanting concerning, certain tendencies which we see all 
around us. I was particularly impressed by the author’s 
repeated admonition that we should not allow ourselves to be 
led away by the specious suggestions that here we have in effect 
a model of the brain in action, and that we should not “ anthro- 
pomorphize the machine.” Rather should we emphasize the 
great differences (not only in complexity) between the brain and 
the machine, otherwise we may fall into the error — common 
enough nowadays — of believing that because we are able to 
plan, build, and control the machine we are capable of produc- 
ing a blue-print of the living brain accurate enough to be put 
to practical use. I have no objection to the production of a 
blue-print as an academic exercise, but I have the strongest 
antipathy to any attempt to apply it, in our present ignorance, 
to the control of human destiny. 

J am afraid that my lack of facility in the handling of word^ 
has obscured the issue, and so I fall back on a practical example 
to make myself clear — at least so I hope. The present popula- 
tion of this country is stated to be some 50,000.000 units, which. 

. although much less than the 10,000,000.000 cellular units of the 
brain, is nevertheless a vast number. Each unit has its own 
individuality and its own responses to the stimuli of its environ- 
ment. Each presents a much greater variation of activity than 
that of an individual neuron. And so our society, considered 
as a whole, has as much complexity of organization and varia- 
bility of response (social and political) as the brain has in its 
particular sphere of action. Yet we have people in no small 
number who believe that a blue-print of our social and political 
life can be drawn up, and who furthermore act upon such a 
blue-print in advocating what is called a planned State, They 
appear to have no conception that the meagre information and 
statistics upon which their plans are based bear no more 
relationship to the complexities and interactions of social life 
than does the mechanical computer ,lo the real human brain. 
Would we permit the clever designers of the electronic com- 


puting machines, because of their knowledge, skill, and dili- 
gence in that field, to control the whole of our psychological 
and nervous life ? 

The reason why I have the gravest doubts, both rational and 
intuitive, of the planned State is that I do not believe we have 
at present anything like sufficient knowledge of the intricacies 
and complexities of social behaviour to warrant interference 
except in the simplest matters. As doctors we have had a good 
example of the unpredicted effects of the application of 
'planning during the past year. He would be an incorrigible 
optimist or a bigoted ignoramus who regarded the outcome 
as anything more ‘than an extremely disappointing exhibition 
of the unforeseen vagaries of human reaction under changing 
circumstances. But planners, possibly intoxicated by the magni- 
tude of then plans, seem to see nothing wrong ; and in any 
case humanity is very adaptable — there is always a considerable 
lime lag before the effects of a change are fully felt and 
appreciated, and collective mankind has a short memory. 

Our own profession’s problems are, however, only a small 
pan (probably smaller than we are apt to think) of the general 
problem which now affects the whole nation. Because man- 
kind can successfully plan houses. Mulberry harbours, atomic 
bombs, and other mechanisms, the planners, with complete 
disregard of the enormous difference in comple,xity between 
even an atomic bomb and the social organization, audaciously 
step in where angels fear to tread and force us to accept their 
plans for our happiness, our desires, our ambitions, and the 
whole of our destiny. 

From Professor Jefferson's lecture we leam to regard with 
great suspicion any attempt to explain the compIe.xities of 
thought and psychological action by comparing the brain with 
the infinitely simpler computing machine. Equally we should 
be supremely cautious in applying our meagre knowledge of 
simple social reactions to the extremely complex problems of 
sociology. Surely it behoves us to regard the question with 
great humility, not with overweening arrogance. Certainly we 
should hesitate and hesitate again before taking any action 
based on our theories which svill affect the lives of our fellow- 
men. Let us not be luted from our scientific agnosticism by 
the facile talk of the planners, for they know not svhat they 
do. — I am, etc., 

Lendon, W.l. NORXLSN C. LaIZE. 

StR. — I should like to stress that the problem of whether or 
not the calculating machine has a mind is fundamentally the 
same problem as that of whether or not human beings (other 
than myself) have minds. Each one of us (allow me to assume 
the problem solved) is conscious only of his own mental pro- 
cesses, and assumes that his fellow beings have minds by 
analogy of their bodily behaviour with his own, which he knows 
to be correlated with mental processes. 

Let us therefore solve the problem of the machine by con- 
stant reference to this older form of the problem, and by asking 
ourselves what it is in the actions of others that leads us to 
suppose that minds exist. Space is short, so it remains for me 
only to state my conclusion after comparing the behaviour of 
the machine with that of my fellow creatures. I am unwilling 
to postulate a machine mind, but I do think that this machine 
provides an excellent teleological argument for the existence 
of man. — I am, etc.. 

WillUllein. SuvsM. P. Du-PRE, 

The Lock Hospital 

Sir, — I have refrained from entering into any controversy 
concerning the fate of the above, with which I have been 
associated for forty-two years, but 1 feel that 1 must now do 
so before it is tooTate. The hospital is not being threatened 
because it is cut of date, inefficient, or no longer required. 
It is a beautiful modem building, spedally built for the purpose 
of treating venereal disease, and situated in the centre of Lon- 
don, where it is ideally placed for the purpose for which i( 
was intended. It is the largest clinic in the West End, much 
larger than the clinics of any of the general or special hospitals. 
Patients come to it because they feel they will be treated with 
kindness, not as- pariahs but as unfortunate, frightened human 
beings. 
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the hospital dunng the last two months, since the first rumours 
of the possible disaster to what they look upon as their hospital 
have appeared in the Press. Nobody seems to have thought of 
them in official circles. — I am, etc., 

London, W.t. J. JoHNSTON AbRAHAM. 
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Prevention of Sea-sickness 

Sir,— W ith reference to your leading article on this subject 
(May 14, p. 855), it may be of interest to quote our impres- 
sions on the .use of ** dramamine.” We have been reserving 
it for the cases in which hyoscinc has been of little or no 
benefit. We have found that in almost every case dramamine 
has caused almost complete disappearance of the sea-sickness. 
As mentioned in your leading article, it seemed to us that the 
recommended dose was too high, and we find that 50 mg. 
twice daily will keep most people happy. We are now trying 
out 25 mg, doses. 

It is, unfortunately, not possible in large, fast passenger 
ships to carry out controlled experiments, but meanwhile our 
impression is that dramamine is indeed all that it is claimed 
to be. — ^Wc.are, etc., 

S. M. Rust. , 

,R.M,S. Queen Elizabeth, R W. A. FOSBERY. 

Quality of Liver Extracts 

' Sir, — In recent months there has been some correspondence 
in the medical ' press in which it has been stated that the 
quality of British liver , extracts made from "pharmaceutical 
livers ” is inferior to those made from fresh, edible livers. 
Though none of the correspondence which I have seen gives 
any detailed evidence in support of the writers’ views, it was 
nevertheless, decided to inquire into' the matter, as it is clearly 
one of considerable importance both for the welfare of patients 
at home, and for the maintenance of the good reputation which 
British pharmaceutical houses have won in the export market. 

In the course of discussions which hiive been held here no 
evidence could be discovered to substantiate the claim that 
better Hver extracts could be made by using fresh, edible livers 
than by using so-called “ pharmaceutical livers.” The following 
points are worth noting. 

“ Pharmaceutical livers ” is a trade term to cover livers 
•which are tough or not sufficiently fresh in appearance to attract 
the housewife. It does not include tuberculous livers or those 
with abscesses, cysts, or other ob'vious disease, and such 
livers are not used for the manufacture of liver extract. There 
appears to be no risk of disease being transmitted to patients 
through the use of pharmaceutical livers, and in any case 
the production processes provide effective sterilization. 

The vitamin B,. content of pharmaceutical livers and edible 
livers has been measured and no significant difference was 
found. B ,5 is not necessarily the only factor therapeutically 
active in liver, but at least this test appears to give a fair 
measure of the anti-anae'mic activity. 
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Minisiry of Health. London, S.W.l. W. DaLRYMPLE-ChaMPNEYS. 

Medical Fitness for Air Travel 

SiR,--Dr. R. Lane (June 11, p. 1053), rightly refers to the 
great advantage of air travel to many invalids wishing to return 
to the United Kingdom for special treatment, and points out 
that he has sent home from Calcutta a number of patients who 
would have been excluded had the criteria given in our article 
' (April 9, p. 603) been rigidly followed. 

These criteria were given merely as a general guide to medical 
mep for the safety and comfort of their patients on long flights 
which are more arduous than. Dr. Lane suggests, as even many 
robust individuals corhplain of fatigue after a flight from such 
a distance as Calcutta, and more so on longer journeys like 
those from Australia, the Far East, South Africa, and South 
America. Among the factors leading to this fatigue arc the 
early hour of starting and the long hours (8 to 12 daily) of 
travel in a somewhat confined space at an average altitude of 
8,000 to 10,000 feet, which is accompanied by a low but per- 
ceptible degree of anoxia. It is for the medical practitioner 
concerned to decide on the fitness of the patient for the pro- 
posed air journey on the general advice given, aided by his 
own personal experience of air travel and his knowledge'of the 
patient. 

The British Airlines’ policy is to accept at the passenger's 
own risk all invalids who are vouched for by a medical practi-' 
tioner as fit to 'undertake a particular journey, provided that 
the invalid’s condition is not objectionable to other passengers. 

It is not true to say that in the case of any ordinary severe 
illness, provided a few common-sense precautions are taken 
the risk to the patient is no greater than in an ordinary hospital 
bed: the anoxia and lowered atmospheric pressure exert a 
definite and deleterious effect on certain medical conditions as 
outlined in our article. In one type of pressurized aircraft 
travel can be guaranteed at an altitude no greater than 5 000 
feet. ^ 

It would be impracticable with the present number of 
passenger seats available in aircraft to have some of them 
reserved solely for invalids up to 10 days before the actual 
flight, but the Corporations’ station managers are always willing 
to consider sympathetically (he passage of invalids, including 
last-moment cases, and the practice is to place them in scats 
near (he lavatory and where their attendants can be alonqsidc 
them. 

At present oxygen is always available for passengers in case 
of emergency, but when the use of pressurized aircraft becomes 
general the provision of an adequate oxygen supply will not 
be so easy, as the seating is arranged on .as hich a density as 
possible and the weight factor of several hours’ supplv of 
oxygen for each patient would have to be considered It would 
not, therefore, be practicable to carry more than one or two 
patients who might need oxygen during the journey as oxveen 
is not laid on m pressunzed cabins, and special mobile oxygen 
apparatus would have to be provided. 
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Our recommendations were based mainly on Service experi- 
ence and the known facts concerning anoxia and lowered pres- 
sure effects' over various lengths of time at different altitudes, 
and which vary with the individual, depending on his physical 
condition and psychological make-up. The mortality rates for 
different diseases per flight cannot be stated, as wc are not aware 
of tlie nature of every case carried in civil aircraft and as a 
large number of invalids travel without revealing that they 
have any disability. Fortunately, however, the annual mortality 
rate for all invalids carried is very low, owing, no doubt, to the 
care with which such cases arc usually selected for air travel. 
It is wise to err on the safe side in transporting invalids by air, 
as it is very disconcerting, inconvenient, and expensive for them 
to be off-loaded en route should they be taken ill . — We arc, etc., 

H. E. WrrtTTiNGH.sst. 

A. BUCHVN.SN B.vrbour. 

London. W.I. J- f-- MaCGOWN. 

Herpes Zoster Treated with Liver Extract 

Sir. — 1 was very' interested in Dr. H. S. Gaskell’s article 
(June II, p. 1037) on the treatment of herpes zoster by liver 
extract. It is a treatment I have consistently followed since 
1946, when you published a letter from Dr. Hugh Dickie 
(June 15, 1946, p. 942), who advocated this treatment. The 
rationale is not very obvious, but I suppose it acts as a general 
“ tonic.” 

In my list of cases, numbering twelve, there was only one 
in which there was not a rapid improvement and a very much 
quicker recovery than is usual in this painful complaint. The 
one exception was the case of an old lady of 82 who had 
other troubles, of which she died two years later. 

The preparation I employ is “ anahaemin,” and one injection 
of 2 ml. is sufficient The relief is rapid and noticed in 
3-7 days. — I am, etc., 

Brishton. James Room. 

Sir,— I have read with interest the article by Dr. H. S. Gaskell 
on the treatment of herpes zoster with liver extract (June II. 
p. 1037). In Paris Midicol (Aug. 14, 1948, p. 370) I gave the 
results of a few cases treated by 0.5 g. of liver extract ; I hope 
presently to be able to give the results in more than 25 other 
cases. I can already say that though my results are good they 
are not as good as those of Dickie (June 15, 1946, p. 942) and 
Gaskell. This might be due to the different liver extract I have 
used. — I am, etc., 

farts. hf- Mansour. 

Treatment of Basal-cell Carcinoma 

Sir. — In reply to Dr. P. A. M. Robertson’s letter (June 4. 
p. 1002) on recurrent rodent ulcers, his experience is all too 
common. If the recurrence occurs in or; adjacent to a previous 
lesion I think it fair to assume that treatment was inadequate. 
If the fresh rodent ulcer is in an entirely new site it should 
be looked upon as unconnected. 

Multiple basal-cell epitheliomata are not uncommon. I have 
recently seen a patient with eleven scattered over various parts 
of the body, which have been in existence for twenty years, 
gradually enlarging. They are sometimes quite superficial 
and occasionally respond even to repealed applications of 
thorium-X varnish. The fact of multiplicity gives support to 
the view that these lesions spring up from incompletely differ- 
entiated embryonal cells — i.e., they are not carcinomas, not 
derived from basal cells, but are naevoid tumours. — ^I am, etc., 

Brissioo. I. P. Myers. 

StR, — The reasons put forward by Sir Cecil Wakeley and Mr. 
Peter Childs (April 30, p. 737) in favour of exclusively surgical 
treatment of basal-cell carcinoma of the skin are hardly con- 
vincing. True, surgical excision may be regarded as a good 
second choice in some cases where an exceptionally skilled 
surgeon is available, but generally the results are inferior to 
those of radiation treatment. This has been my experience 
in a series of over 70 cases. Unless the excision is very wide 
relapses will occur : for basal-cell carcinomas have a tendency 


to form advance guards of strands of malignant cells far beyond 
the limits of the visible lesion. 

The authors do not sufficiently emphasize'tbe disadvantages 
'of surgical treatment : unsightly scars ; the consequential need 
of a second, plastic operation ; the possibility of keloid forma- 
tion ; stimulation of the growth ; and the very real danger 
of wound infection. None of these may occur if, as said above, 
exceptionally good surgical workmanship may be counted upon, 
but potentially they are to be expected after every operation. 

Radiation therapy, on the other hand, has been so successful 
in the treatment of these tumours that a reversal to surgical 
methods must be regarded as a retrograde step. After all. 
gamma rays (produced by radium or the x-ray machine) have 
been proved to have a selective effect on the nuclei of tumour 
cells ; their application is a biological procedure — ^which sur- 
gical excision is most certainly not. 

In expert hands radiation of basal-cell carcinoma is a safe, 
clean, painless, and effective method, and in the large majority 
of cases preferable to surgery. (The late Dr, Sequeira, whose 
e.xperience in this field was probably unique and with whom 
I had occasion to discuss the question of radiation or excision, 
was strongly in favour of radiation whenever possible and 
feasible.) — I am, etc., 

Nairobi. pRASK PiERS. 

Oestrogenic EfFccf of Amphefamine 

Sir. — The following may be of interest concerning the 
oestrogenic effect of amphetamine. Eighteen months ago I 
was treating a patient whose condition was rapidly deteriorating 
whilst on stilbocstrol treatment for prostatic carcinoma. He 
was mentally depressed and had suicidal tendencies. Following 
administration of amphetamine (10 mg. daily), not only his 
mental but his physical condition improved markedly, and he 
appears to be in considerably better health. — I am, etc., 

Prestatyn. Flints. T. H. HaRGRE-SYES. 

Treatment of Stress Incontinence 

Sir, — Mr. Wilfred Shaw (June 18, p. 1070) is to be congratu- 
lated for his ingenuity and for his courage in carrying out the 
pioneer work which together have produced another valuable 
contribution to vaginal surgery. There is definitely a need for 
an operation which can be employed where the modified 
anterior coiporrhaphies have failed. It is essential that the 
operation performed shall not endanger the integrity of the 
bladder or the urethra, and it is also essential that it shall 
cure the condition. 

Shaw’s operations would seem to fulfil these requirements (I 
use the plural, for it appears that his technique is still under- 
going modifications). The disadvantages at first sight arc the 
formidable nature of the undertaking, the driUing of bone, 
which surgeons (orthopaedists excepted) naturally abhor, and 
the scar down the thigh. Curiously enough, the patients do 
not mind the last, and since the vaginal and vulvar incisions are 
lost sight of the operation, however formidable it sounds in 
print. leaves the patient with surprisingly little to show for it. 
We can accept that in 50 cases no instance of osteomyelitis 
has occurred. 

After witnessing the operation, I have myself performed 
this on seven occasions and have encountered some teething 
troubles. Six of my patients are cured — the failure was a 
patient in whom the sling was brought up through the obturator 
feramina. It is a pity that this will not always do the trick, 
for It is easier and less formidable (and sometimes succeeds), 

- Mr. Shaw slates that on incising the pubococcygens “ trouble- 
some bleeding rarely occurs.” It can do, hov/ever, but it is 
in my experience easily controlled by packing with J-in. 
(I.3-cm.) ribbon gauze until the time has come to thread the 
strap through. I still use the arched incision including the 
clitoris ; I have not found the bleeding here a nuisance, and 
have not had to drain. One patient has a sinus at the apex of 
this wound, presumably because I used silk sutures which have 
not yet separated. 

One important point to keep in mind is that the operation 
will not cure cystocele. In the excitement of carrying through 
the Shaw operation step by step one can forget .this. If the 
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patient has both conditions, then presumably after taking the 
strap from the thigh a routine colporrhaphy must be done and 
the strap threaded through before finally closing the skin — 
I am, etc., • - . - . 

London, S.E.3. . , ' . KEint VaRTAN. 

Toxic Effects of Antistin 

Sir,— was interested in Dr. Maurice Tobias’s account of a 
case of poisoning by “ anthisan ” (June 18, p, 1098). I should 
like to record another case of overdose of an antihistamine 
substance, which did not, however, result in death. 

The patient was a man, aged, 46, who took about 20 tablets of 
“ antistin ” , (2-N-phenyl-N-benzyl aminomethylimidazoline), while 
intoxicated, at 2 a.m. According to his wife, he lost consciousness 
within a few minutes of taking the drug, and his face became a dark 
red. colour. He vomited profusely, and when scen-by his doctor the 
following morning he was semi-comatose. He was sent to hospital, 
and on arrival was unable to answer questions, relapsing into stupor 
when left undisturbed. No abnormality was .found in' his tendon 
jerks. Plantar responses were flexor. Pupils were constricted. A 
well-marked “ triple response " was obtained on scratching his skin. 
After gastric lavage his condition improved a little, but he remained 
drowsy for two days in spite of small doses of amphetamine. On the 
third day he was much belter, and was fit for discharge on the 
fourth day. 

It would appear that the toxic effects of antistin are entirely 
cerebral and resemble those of “ benadryl,” but that a larger 
dose is required to produce them (2 g.) with the former than 
with the latter drug. — am, etc., 

London. S.W.l. HUMPHREY HaHN. 
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gastric juices regurgitating into the oesophagus. I know of 
at least one fatality from haemorrhage following this operation, 
which came from peptic digestion of the oesophageal wall. 

In Leeds, a modified Heller’s operation has been performed 
on those cases which did not respond to dilatation with the 
-Negus hydrostatic bag, ■ This is a safe operation, for it does 
not interfere with the pinchcock; action, and post-operatively 
there has been no regurgitation into the oesophagus. It has 
given excellent results both symptomatically and radiologicall)’ 
the seventeen times it has been performed. It is the operation 
of choice, because other 'operative procedures, altering the 
cardiac mechanism, may prove to.be dangerous. — I am, etc., 

Leeds. - , G. H. WOOLER. 

Treatment by Hll 

— Sir, — I enclose leaflets on H 1 1 which I received by the penny 
post. You will note there is nothing to show who is the sender 
of these leaflets. I would like to protest strongly- against this 
method of advertisement of a treatment for such an important 
disease as cancer. 

In 1943 H 1 1 was tried out in a case of bronchial carcinoma. 
The patient was in a large chest hospital. All facilities were 
offered to the Hosa Laboratories for the investigation and treat- 
ment of the case personally, but these were refused. Hll was 
tried out by the medical staff of the hospital, but the treatment 
failed and the patient died. 

I make my protest as I feel that it is most undesirable that 
hopes should be raised of a cure of cancer. — I am, etc., 

Dorking. . P. H. Phipps., 


Zoster anfl Varicella in tlie Same Patient 

Sir, — I' was interested to read Dr. A. Courts’s account 
(June 11, p. 1052) of the co-existence . of herpes zoster with 
chicken-pox. I believe these cases are very rare. 

In 1933 I attended a man aged 55 who had severe shingles 
of the third division of the fifth cranial, nerve on the left side, 
His wife had had a. mild shingles of the angle of the mouth a 
short time before. His was a severe attack with a temperature 
of 101° F. (38.3° C.). Three days later, after his temperature 
had fallen, it rose again to 102° F. (38.9° C.) ; he was acutely 
ill and developed a typical varicella rash. Recovery was com- 
plete in three weeks. — ^I am, etc., 

^ ^ C. E. Taylor. 

Puricy, Surrey. ' 


Treatment of Cardiospasm 

Sir, — I nnumerable different operative procedures have been 
devised to treat cardiospasm. Some have produced no bench , 
some have been completely successful, and some have created 
a worse condition which has ended fatally. 

Tie aetiology of cardiospasm remains unknown. Wo satis- 
factory' operation has yet been performed on the nwve 
mechanism controlling the cardla to overcome the spasm 1 he 
most successful results of treatment have, been obtained by 
disrupting theidrcular muscle fibres which are in . 

may be carried out by dilatation with nnera- 

bag, or at operation by dividing the muscle fibres. Wh P _ . 
tion has become necessary, there are a few most importan 
facts to which I should like, to draw attention. 

In a normal person the gastric contents are preven e ^ 

regurgitating into the oesophagus by two mam ' 

(1) th'e action of the cardiac sphincter ; and (2) the pinchcock 
action of the diaphragm, , Any operative procedure w ic i 
embarked upon' to cure cardiospasm must necessarily m er 
with the first of these, but it is of the greatest importance 
preserve the second — i.e., the pinchcock action or c 
diaphragm. . ' „ 

If both of these mechanisms are damaged by surgery 
patulous cardia results. This produces oesophagitis^ and even- 
tually peptic ulceration of the oesophagus, which is a worse 
condition and more difficult to deal with surgically 
spasm. The operation of oesophago-gastrostomy should only 
be mentioned in the treatment of cardiospasm to be condemned. 
It certainly relieves the obstruction at the cardia, but it creates 
a dangerous and killing anomaly, for there is nothing to prevent 


Treatment of Thyrotoxicosis 

StR, — ^The issue of the British Medical Journal of April 16, 
1949, has only recently come to hand in this part of the world, 
and the remarks made by Sir Heneage Ogilvie (p; 645) regarding 
thyrotoxicosis in his otherwise excellent address, “ In Praise of 
■ Idleness,” are by no means in accord with one’s experience here 
nor with that reported from Canada and the U.S.A. The intelli- 
gent use of thiouracil and its derivatives in acute thyrotoxicosis 
has completely revolutionized the treatment of this condition 
and is paralleled only by the introduction of the antibiotics in 
other spheres of general medicine. 

I have published several articles in the Medical Journal of 
Australia principally on the use of methyl thiouracil in long- 
term therapy in the acute primary type of toxic goitre, and in a 
series of 120 cases treated with thiourea and thiouracil and 
another series of 200 cases treated with methyl thiouracil the . 
results show complete control of the thyrotoxicosis with restor- 
ation to normal health and recession of the gland in 80% of 
cases. In a further 10% there was control of thyrotoxicosis, but 
an enlarged gland persisted. Recurrences were under 5% and 
always occurred in the latter class, so now all such. cases are 
subjected to operation. The other 10% for various reasons were 
operated upon, several because of some sensitivity to the drug, 
others because they would not or could not carry on jvith pro- 
longed treatment, and others again for- cosmetic reasons. 

All the cases have been followed for a minimum period of 
six months after concluding treatment, and many for two to 
five years, without recurrence.- In addition all secondary cases 
of thyrotoxicosis associated with old colloid or adenomatous 
goitres are subjected to short-term therapy until the toxic con- 
dition is under control, and then operation is carried out. In 
this class I now have close on 500 cases. 

The figures quoted by Sir Heneage Ogilvie are deplorable, 
and if they are the average of English experience then it is high 
time the methods of therapy in vogue should be reviewed and 
altered drastically. In the 800-900 cases personally treated 
or under treatment since the “ thio ” compounds were intro- 
duced in 1943 I have had two cases of agranulocytosis — one in 
the early days and one where a patient developed an acute 
pyelitis and was given large doses of one of the sulphonamides 
by her local doctor. Slight reactions have been noted in only 
3% of cases, and in only 0.5% of cases was treatment stopped 
because of a febrile reaction or a leucopenia. The mortality 
rate has been nil for the whole series. Seventeen patients have 
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been treated during pregnancy and delivered safely with normal 
babies. Quite an appreciable number of woman have had one to 
three children after concluding long-term therapy without any 
rccnidcscence of the thyrotoxicosis, and 1 regard this as a 
good test of “ cure.” 

The mortality rate of surgery in expert hands with the iodine 
regime was 0.25-1%, but the overall general surgical mortality 
is nearer 5% ; and, even so, many cases are only just pulled 
through after several very anxious days, whereas with the 
thiouracil preparation there is seldom any post-operative re- 
action that would worry either the nursing staff or the surgeon. 
So far my operation mortality rate is nil, and similar large or 
larger series are reported from the U.S.A. 

It seems that the “ week's reflection in the relative anoxia 
of 12,000 ft.,” to which Sir Heneage refers, has made him 
unduly dogmatic in his pronouncements regarding thiouracil, 
and he has not exercised that personal supervision of his cases 
and that clarity of thought that one expects from him. He 
states he has “ not drained a thjToid for 10 years ” — possibly a 
safe proceeding in his capable hands, but not wise advice to 
give the average young surgeon, as a split tube or corrugated 
rubber drain for 36 hours is safe in certain cases and leaves no 


reminder. 

As regards the “ considerably enhanced difficulty " of oper- 
ation, 1 find in cases properly prepared there is no greater diffi- 
culty with the large hyperplastic glands prepared with thiouracil 
and iodine than there is with those prepared with iodine alone, 
while with the adenomatous glands, even in those patients who 
have been fibrillating, one is freed from wor^ and strain both 
■during and after operation, as also is the nursing staff. Perhaps 
the difference in our results is that I personally supervise both 
the medical and surgical treatment of all my cases, and it is I 
who decide if and when the patient should be operated on. — 
I am. etc.. 


Sjdner. 


H. R. G. POATE. 


Nutritional Macrocytic Anaemia 
Sir, — F or the record, Drs. J. Rubie and C. D. Calnan 
(June 18, p. 1079) may like to see the report of a case of 
megalocytic anaemia in a young vegetarian (April 22, 1944, 
p. 558). This young man had a severe “ pure ” anaemia 
■(without skin or mental changes) which responded promptly 
to “anahaemin." An initial histamine-fast achlorhydria gave 
place to a spontaneous secretion of free acid 17 months 
later; and a presumptive diagnosis of pernicious anaemia was 
finally ruled out of court. — I am, etc., 

Hanlcpool. tPurham, t"- CoOKE. 


Marriage Guidance by Doctors 

' Sir, — I would refer to the recommendations of the Royal 

Commission on Population regarding instruction and advice to 
the public upon sexual life and behaviour, now at last recog- 
nized as of paramount imjjortance to the welfare of the nation. 
While recognizing the overcrowded nature of the syllabus con- 
fronting the medical student, I would wish to propose that 
in the interests of all concerned some room should be made 

- for the training of the aspirant-doctor in the understanding 

- not only of sexual physiology but also of sexual psychology, 
including the psychological differences between man and 

” woman, the stresses of women’s problems, and the use of 
1' birth control, not for avoidance of parenthood but for the 
proper spacing of families. 

i:- It is a regrettable fact that at the present time many other- 
‘ i ■wise excellent G.P.S have a repugnance to giving advice upon 
[ii setjual problems, even while they can hardly not be aware of 
■<:! the tremendous incidence of troubles of this nature among 
their patients and their results upon physical and psycho- 
-:'r logical health. Most of these men have acquired a good deal 
■,.-C of insight during their years of practice; but there' are many 
who are unable, through not knowing quite how best to 
j-c: approach it, to give impersonal and yet humane advice in 
,r^such cases. 

Since the subject’s importance — indeed, its fundamental 
,.;H’character — is now tor the first time officially noticed, and 


since it appears that such help and advice may come within 
the scope of the health services of the State, it would seem that 
the need for training of young doctors in this direction is both 
vital and urgent. If doctors, busy and, indeed, overworked 
as they all are, can rise to meet this opportunity, I feel that 
they will be well rewarded. A sympathetic understanding of 
these human problems will go far to strengthen the ties of 
good will between doctor and patient, confirming ever more 
strongly the position of the “ family doctor ’’ as an essential 
and honoured part of our social life. — I am, etc., 

London, VV.l. EuSTACE CHESSER. 

Adoption Bill, 1949 

Sir, — Miss Anne Ashley’s admirable letter (April 23. p. 725) 
embodies all the principles the National Council for the Un- 
married Mother and her Child works for. Above all, we 
warmly endorse her insistence on the right and privilege of 
the mother to-take a decision about her child’s future “with 
proper safeguards and never in a hurry.” It is for this reason 
that this council presses for an amendment of paragraph 3, 
subsection (2), of the Adoption Bill, 1949, which would, as it 
stands, allow a consent to be given “ whether or not an applica- 
tion for such an order is pending.” This section provides for 
a mother to abdicate from her position and to sign away her 
child directly after birth, thereby possibly depriving ber of the 
responsibility of taking this decision at a later time. 

It is these insufficiently considered and hastily arranged 
adoptions which bring trouble only too often to the mother 
and to the adopters alike : much careful thought over a period 
of many years has served to emphasize the importance of the 
time factor. Experience has shown that doctors not infrequently 
encourage adoption at this early date, even when the mother 
herself wants to keep the child. This council urges the medical 
profession to use its influence to secure the amendment of this 
clause when the Bill comes before the House of Lords, and 
above all asks doctors to consider each case on iLs merits before 
recommending adoption. — 1 am, etc., 

Lettice Fisher. 

Londoc. W C. I . Chiuman. National Ccuncl for tht U-carriet! 
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POESTS FROM LETTERS 

Zoster and Varicella 

Dr. A. F. Do'S Carrie (Manchester, 15) writes: Some years ago 
I attended a female child aged 2 years for a typical attack of chicken- 
pox of moderate seventy which ran a normal course till t’ne tenth 
day, when she developed a well-marked herpetic eruphoo along the 
distribution of the fifth dorsal nerve on the left side. As is urnal 
in young subjects, the herpes ■was attended -with little discomfort or 
pain and subsided spontaneously, requiring no treatment other than 
the application of a dusting powder. 

Milk and Rheumatic Fever 

Dr. John T. Maclachlav (Glasgow) writes: Two yearn ago I 
expressed the opinion in the JoiptioJ (May 31, 1947, p. 784) that 
rheumatic fever was probably due to milk from infected rktumatic 
cows. In my opinion this induction will be clinched if pasteurization 
of milk destroys the infection of rheumatic fever. Some doctois 
tell me that rheumatic fever seems to be rare. It would be worth- 
while making rheumatic fever a reportable disease to determine this 
veiy important point. 

Horseflies and Poliomyelitis 

Dr. Rich-ard V. WEiGHr (Coldbeck, Cutnberland) wrhes: During 
the summer of 1947 I noticed that the blood-sucking honeSy was 
very prevalent and a nuisance. Recently, swimming in Late Lowes- 
water, I noticed these blood-sucker flies made the habit of poundng 
upon other flies, including the Musca domeuica, bringing them pick- 
a-back to ground and then sucking their abdomens. No^w the tnasca 
has been shown for certain to carry the virus of poliomyelitis in its 
intestine, and thus the horsefly could be earily infected on its 
perforating proboscis, and then infect the next inanima! it attacks, 
and so be the vector into the blood of humans. And this vrould also 
account for horses being so commonly affected by poliomyelids 
during an epidemic, and also for bathers being attacked so readily 
by the infeetton. • 
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THE NATIONAL HEALTH SERVICE (AMENDMENT) 

' BILL 

A Standing Committee of the House of Commons began on 
June 28 the examination of the National Health Service 
(Amendmenl) Bill (see Supplement, May 21, p. 274). On 
Clause 1, which is concerned with existing partnership agree- 
meats and modification of those agreements, Mr. Bevxn moved 
and the Committee accepted an amendment for the purpose of 
making clear that the free transfer of one share in a partner- 
ship to another person was in fact affected. The words substi- 
tuted were " in lieu of the payment of the purchase price by 
the partner to whom the share is transferred.” 

Mr. -Wauren Eeuot pointed out that there was a difference of 
opinion between the Government and the Opposition about the 
number of persons affected by the Bill. ,The Financial 
Memorandum accompanying the Bid had estimated that about 
50 practices were involved and that the number of doctors 
concerned was nearly 150. The Lord Advocate had said on 
the second reading that only one of these was in Scotland. It 
was the view of the Opposition that a much larger number ot 
persons was affected. The mere stipulation to bring in a new 
appointed day showed that the controversy which the Bill was 
- designed to clear up affected a very large number of practi- 
UonL, possibly half the number in 

partnerships and a very large number of assistants. The Bill 
dealt with a problem which affected the whole profession and 
to Which the whole profession had taken grave exception 
Sir Hugh Lucas-Tooth said that ^ 

nartnershins in existence on the appointed day. In luib 
LctiTn (3)^ it provided that Section 35 of the National Health 
Service Ac which prohibited the sale of medical pracUcp 
shSd be deemed never to have affected the exercise under 

Sinfo™..tn ?p“r.rai;o?i|o„ is 

sTrf the'yjdpS s. “ 

might not be covered by the c ^ affected was 

purely speculative. He agr nmonc a large number of 

of these clauses had been an^j t947. The^ 

doctors by many partnerships, if any. 

Ministry had no information h Bevan explained that 

had been dissolved as a reared to sensa- 

in .speaking rf irrcponsible pr p among a large number 

tional headlines which however, knew from ex- 

ot general Bnctors had joined the Service 

perience that larger numbers of cessary. The 

than had at the time this propaganda would be 

number of partnerships affec ^ „ons coming forward for 
demons'rated by the number of few- 

compensation, (Je thought to be entered on 

On Clause 3, (right fJcA^ToaTH said the 

lists after appointed day) Sir H ■ passing of the Bill 

period of two months from da . pases in which 

was reasonable, but there would be 

compliance would be difficult. -gj jt would prob- 

seas or were ill might require a long P Minister or some 
ably have to be at the discretion of the Mmisi 

outside body. „rpssed on this. It was 

Mr. Bevan hoped '^.^pciation to arrange for 

impossible for the British Medica matter 

the distribution of the ’ placed on the Statute Book 

was in doubt. The Bill could not b p would follow, so 

before the end of July, and the Long Recess wouio 

the profession would have ample notice. 


On Clause 5 (modification of other medical partnerships in 
force on the appointed day) Mr. Bevav moved an amendment 
having the effect of giving to all members of a partnership to 
which the provisions of the clause applied the benefits of Sub- 
section (2). He said that as the subsection was worded the 
obligation of a partner outside the Service to purchase, in pursu- 
ance of an agreement in force before the appointed day, the 
share of a partner who joined the Service after the appointed 
day was converted into an option, whereas the obligation of 
a partner who was inside the Service to make a similar pur- 
chase had not been so converted. His amendment with the 
subsequent one would bring the clause into line with other 
provisions in the Bill which turned an obligation into an option 
in cases where the purchaser was acquiring something less than 
he had contracted for and something which, owing to the 
provisions of the original Act, he could not sell. 

Mr. Eli-iot said this could reasonably be regarded as an 
easement. On the understanding that the Minister had dis- 
closed the whole meaning of the amendment the Opposition 
consented to its incorporation in the clause. The amendment 
and the further consequential one were then accepted and the 
clause as amended was ordered to stand part of the Bill. 

On Clause 6 (existing agreements with medical assistants) 
Mr. Elliot said these had scarcely been mentioned in the 
debate on the second reading. He believed that the nurnber of 
assistants affected would certainly reach 1,000. and might be 
1,300 or more. He 'took it that all these were covered by . 
the clause. If it were thought that the clause merely applied to 
the 50 practices which had been referred to, dismay would be 
created among those whom the Bill was intended to benefit. 

The Lord Advocate (Mr. John Wheatley) said that follow- 
ing the recommendations of the Slade Committee the Govern- 
ment proposed to apply the same principles in this Bill to 
assistants as were applied to partners within a partnership agree- 
ment covered by the Bill. He gave an assurance that assistants 
were included within the clause in the. same manner as part- 
ners within a partnership agreement. The number of assistants 
affected was a matter of speculation. Information on that pomt 
should have been more readily procurable from the medical 
profession and medical organizations than from the 

Government. , . ♦i. 

Mr. Elliqt hoped that if at any subsequent stage of the 
Bill the Opposition brought forward information derived from 
the professional orgam'ration, its submissions would be received 
in a spirit of sweet reasonableness. The clause was then ordered. 

to stand part of the Bill. , 

On Clause 7 (removal of hardships) Sir Hugh Lucas-Tooth 
moved to provide that where the arbitrator or committee acting 
under the powers conferred bv the cliiue modified the opcraliDn 
of the Act of 1946, or of this Act or of any regulations in 
Clarion m the provisions of the agreement, it should irnmedi- 
ateiv report such modification to the Minister, who should 
from time to time lay a statement 

brief paTticolavs of all such reports, Sir Hugh said that the 
nower to vary the Acts and the consequent regulations was wide 
burnecessa;;. B behoved the CommiHep to see that wkit 
Parliament had laid down was effectually ^H-ied out, 
subsection might enable a coach and horses to be driven ‘trough 
what Parii^t had decided. Two or more foctop could 
ronceiSiy appoint an arbitrator without the know edge of 
the Ministw or of Parliament and persuade that ° 

modify the provisions of the principal Act and of this Bill. 
The Committee agreed to the amendment. 


Prohibition of a Salaried Sendee 

On Clause 10 (prohibition of full-time salaried P^=>«itioner 
Lucas-Tooth moved to insert, an amendment 
orovidtfthat Symern “ exc^^ in special areas or except where 
^ basic salary had been granted ofTafient 

iTHTcrsaid the wtds "spedM circumstances” were in no 
S/rl in he clLc. and the words “wholly or ma-nly 
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in his reply had failed to answer that question Sir Hugh thought 
the Committee must assume this was a fair interpretation of 
the phrases which he had quoted. They should have a clear 
statement from Mr. Sevan on what he thought the words meant. 
The Opposition in the amendment which he had moved and in 
the following one wished to provide that the remuneration 
should consist of remuneration in relation to the number of 
patients, except in the case of special areas and the case in 
which a basic salary had been granted. In its second amend- 
ment the Opposition proceeded to give definition to the terms 
“special areas” and “basic salary.” It was desirable that the 
Committee should clearly indicate to those who were to be in 
the Service what the rights and obligations of those in the Ser- 
vice were likely to be. It was unsatisfactory that people should 
be expected to enter the Service not knowing how far the terms 
of service might be altered, because Parliament contemplated 
that a doctor having once entered the Service at the age of 25 
would continue to serve until he was 60 or even 70. In the 
amendment basic salary* was defined as being such salary as 
might be determined by regulations made under Subsection (1) 
of Section 33 of the Act of 1946 or the conesponding section 
of the Scottish Act, and the amendment provided that it should 
only be payable to a medical practitioner for the purpose of 
making special provision for meeting cases of hardship or other- 
wise to provide special assistance to particular classes of practi- 
tioners, In the section dealing with special areas power was 
given to the Minister to provide by regulation for any part of 
a doctor's remuneration up to 100% to be given by way of 
salary in special areas where entirely special circumstances pre- 
vailed. The obvious case was that of the Highlands and 
Islands. These amendments carried out the desire of members 
in all parts of the Committee within the meaning of the pledge 
which had been given. 

Mr. Sevan said he had made it clear again and again during 
the controvers)’ which accompanied the launching of the 
•National Health Service Act that it was not the intention of 
the Government to introduce a whole-time salaried service. 

• Sir Hugh Lucas-Tooth: “Not while the fruit is green.” 

Mr. Sevan said that when he had talked about the fruit 
being green he had meant that the ethical standards of many 
people would have to be raised before they could be trusted 
to do their job without the application of rewards and punish- 
ments. Even in the Opposition amendment the cases to which 
it should apply were not defined narrowly. “ Or otherwise ” 
was as wide a phrase as that of the Bill itself. It was clear that 
the Minister should be able to pay a young man in the Service 
a salary of £300, which might amount to more than half his 
remuneration. It might also be the fact that aged practitioners 
who were quite useful nught have a declining list which would 
make the basic salary' more than half their remuneration. The 
Opposition did not contest that this might be desirable and 
necessary. It was also common ground that it might be neces- 
sary for salary to be paid in certain areas because the number 
of people living in that area would not suffice on a capitation 
basis to reward adequately, the general practitioner. What was 
left was a suspicion that the words in the clause would permit 
some Government at some time to impose clandestinely on the 
medical profession a full-time salaried service before they were 
prepared to accept it. Never was there a more unworthy 
suspicion or a clumsier way of trying to meet it. Statutory 
power was not what the Minister required in such circumstances. 
What was wanted was the willingness of the profession to 
accept what was proposed, and no amount of statutory protec- 
tion would deal with that position. Even if the language of 
the Opposition were put into the Bill a Minister would have 
exactly the same latitude as was ^ven in the Bill. Sir Hugh 
had said he thought the language of the Bill gave effect to the 
pledge Mr. Bevan had offered in the House. Why then was it 
necessary to refine this language ? 

Mr. Eiiior said the Minister was arguing that because the 
Opposition had made an attempt to meet him and to give 
latitude which they realized was necessary the case they had 
advanced could be brushed aside. Mr. Bevan had asked the 
Opposition to clear its - mind of subjective consideration. 
Medicine was largely a matter of subjective consideration. Many 
of the chromium-plated figures of modem health administration 


were not so satisfactory to the patient as one who showed him- 
self sympathetic and an.xious to deal with the human problem 
of a sick man. In all these matters the Opposition was con- 
cerned to maintain the human contact between doctor and 
patient, which tended to be diminished when a vast central 
organization came into the matter. Mr. Bevan had referred to 
his efforts to raise the ethical standards of the medical profession. 

Mr." Bev.an replied that when he had said that in many pro- 
fessions ethical standards were not yet sufficiently high to exempt 
them from State assistance and that they therefore could not 
be trusted with a full-time salary he had not referred to the 
medical profession. 

Mr. Elliot said that if the Minister told the Committee 
that he had been indulging in a poem more suitable for an 
Eisteddfod than for a committee of the House of Commons 
the Opposition was willing to let the matter go at that. He 
suggested that the Minister should raise a flag when he eame 
to one of his general metaphors but lower it when he came to 
a concrete application. The step-by-step technique in intro- 
ducing changes was familiar, and the legal maxim of resisting 
the beginnings was sound. The form in which the Opposition 
would cast the clause was positive and indicated the line of 
approach they might take at subsequent stages. 

Mr. Bevan suggested that the language of the amendment, 
was more dangerous than the language of the Bill, because it 
made it possible to give a decision on hardship and thus to 
take in classes of general practitioners. 

Sir Hugh Lucss-ToerrH said that if the Minister objected to 
the words “ or otherwise ” he was willing to take them out. 

Mr. Bevan said he had no objection to these words, but to the 
tvhole amendment. 

Mr. Elliot said the Minister would not deny that the medical 
profession would like to have the amendment 

Mr. Bevan said he had no evidence that the medical profes- 
sion would like it. He strongly advised the medical profession 
not to support the amendment, because it was more capable of 
being misrepresented than was the language of the Bill. 

Mr. Elliot assured Mr. Bevan that the medical profession 
considered the amendment a desirable step. , 

Mr. Linstead said the Minister seemed to be taking powers 
in the clause as drafted which would enable him, if be thought 
there were special circumstances, to apply a fixed salary over 
the whole profession. If that was not the meaning of the Bill 
then the Opposition had cleared up a point which was in douhL 
The suspicion that the profession would be faced with a full- 
time salaried service resided in the profession, and it was unjust 
of Mr. Bevan to pin it on to the Opposition. The dental pro- 
fession was definitely afraid that an opportunity would be 
taken to introduce a full-time service paid by fixed salary. The 
value of the discussion that day had been on the one or two 
additional assurances the Minister had given of the present 
intentions of himself and his Government. 

Basic Salary 

Mr. Bevan said the Opposition pretended it was speaking for 
the profession and the country. VVhat it was really doing, and 
had done ever since 1946, was to stir up as much mischief as 
possible against the National Health Service AcL Sir Hugh 
Lucas-Tooth was attempting to induce in the mind of every 
doctor a suspicion of the Government’s intention. Over the 
last two or three years the Opposition had dons its best to 
sabotage the whole of the health service administration. It 
was time the country knew this. The Committee had before 
it an innocent clause carrying out the pledge which he 
(Mr. Bevan) had given to the medical profession. Every 
doctor understood it clearly. He had received no letters about 
the clause and did not believe there was any doctor who did 
not trust the intentions lying behind the clause. Why should 
he give Sir Hugh a pledge ? He was not entitled to it What 
was happening bad been agreed between the Government and 
the medical profession. The profession might wish to alter 
the arrangements, as there was a great deal of doubt in the 
minds of doctors about the basic salary. With the ordinary 
administrative machinery at its disposal the medical profession 
could make the basic salary practically universaL Many doctors 


July 9, 1949 


medical notes in parliament 


profession itself was Mthhold- 

Whof M w "‘"I they ought to have 

What the Ministry had said was that- it must satisfy itself that 

a was dea mg with a bona-fide general practitioner. If a person 
merely put up his plate and said, “I am a general practitioner " 

rmo . mstanccs where he had refused to pay 

£300 because on inquiry he was satisfied that the applicant 
were not seriously practising their profession. It might easily 
happen at any time that the profession might come to him 
and say they would like to have the basic salary universal to 
all genuine medical practitioners. Until they did so he would 
not make it universal. That was the only pledge he was pre- 
pared to give. He was not prepared to put the whole of the 
conditions for the payment of the medical profession within a 
statute so that the Ministry could not' move without altering 
that statute. Beyond the three categories of doctors for whom 
the basic salary was necessary— th'e young doctor who wanted 
to avoid borrmving money at exorbitant rates' of interest, the 
old general practitioner who wanted to continue practising,’ and 
doctors in places where the population was too sparse to give 
reasonable remuneration— it was not in the mind of the Govern- 
ment to introduce a universal salaried service. 


British 

AlEOiCio. Journal 


of the whole medical profession. He did say that the medical 
profession was profoundly suspicious of the Minister The 
accusation made by the Minister that the amendment was part 
of a dchberate attempt to sabotage the health service was not 
justified by the words and arguments which had been used. 


Backstairs Pressure 

Mr. Bevan said the British Medical Association had met his 
officials on this Bill, but on no occasion had they raised the 
question of this clause. It was the duty of the Association to 
raise such issues with the Ministry if they wished to call atten- 
tion 'to what they considered to, be the inadequacy of the 
language in the Bill. It was exceedingly difficult for the 
Government to carry on discussions with responsible organiza- 
tions if those organizations did not use the channels of com- 
munication open to them and used backstairs ways of bringinc 
pressure to bear on Members of, the House. 

Mr. Eccles said the point of the Bill, of the clause, and of 
the amendment was to make the Service work better. The 
Opposition intended that the amendment would help to make 
more doctors willing members of the health service. There 


Mr. Elliot said Mr. Bevan was 'arguing along two 
opposed lines. He was saying that he did not wish to alter 
the conditions and also that he did not like the amendment- 
because it might interfere with him if he desired to alter them. 
Mr. Bevan’s idea was that the whole of the difficulty between 
himself and the medical profession arose from the arguments 
introduced by Conservative M.P.s. He should have noticed 
in the course of his political life that he was capable of stirring 
up opposition without the support of Conservative^ 

Mr. Sevan •. And of dealing with it. 

Mr. Eluot said Mr. Bevan must not object when the 
medical profession felt that he should be treated with a good 
deal of circumspection. The Minister could point to ho instance 
where the Opposition bad attempted to sabotage the working 
of the Act. He assured Mr. Sevan that the Opposition had the 
upport of the doctors on this amendment. Later, on the ques- 
ion of arbitration, the Opposition could refer to the proceedings^ 
at the, conference of the B.M.A. in Harrogate. 

Mr. Sevan said his recollection was that the Harrogate con- 
ference had never raised the question of the basic salaries. The 
Government had received no communication from the doctors 
about the clause. 

Mr. Eluot said he could give an assurance that these 
matters had been discussed with the representatives of the 
British Medical Association. 

Mr. Sevan asked whether he was to understand that the 
Opposition had been in communication with the British Medical 
Association about the amendment though the Association had 
made no official representation to the Government. 

Mr. Eluot recalled that earlier the Minister had said 
lhat any such approach had his entire approval and tbat^ he 
would accept it from the Opposition. Naturally the Opposition, 
IS responsible persons, did their best to discuss such matters 
with other responsible people. 


was no question of the amendment having been put down to 
exacerbate the doctors in the Service, who were still highly 
suspicious of the Minister. 

Mr. Bevan said that was the characteristic attitude of the 
medical profession towards every Minister in every country of 
the world. It was the Opposition which had introduced person- 
alities about the Minister. That was not true about members 
of the medical profession, but had been deliberately created by 
the language of the Opposition. 

On a division the proposed amendment was then rejected by 
13 to 7. 

On the motion that the clause stand part of the Bill Sir Hugh 
Locas-Tooth said the Opposition had not been approached by 
the British Medical Association or by any official person in 
the Association about an amendment to the clause. He and 
his friends had drafted the amendments. They were subse- 
quently seen by the British Medical Association, which took no 
initiative in the mailer, though those members of the Associa- 
tion who had seen the amendments whole-heartedly approved 
them. 

Mr. Bevan said Sir Hugh’s statement must be taken with a 
large slab of salt, as it contradicted what had been said earfier. 
He hoped Mr. Elliot would give the Committee some 
clarification of a serious accusation. It had been said that 
Opposition members had, been in touch, with leaders in the 
medical, profession. The Committee should have a frank 
disclosure of Die names of those consulted and their rela- 
tions with the Conservative party and the British Medical 
Association. 

The Chairman (Sir Charles MacAndrew) said that the 
debate on the motion that the clause stand part of the Bill 
was very narrow, and he could not allow those questions to be 
answered. 

Mr. Elliot said the Opposition had made a statement on 
how the amendment was drawn up. It had been shown to 
responsible persons. It would be wrong for him to go beyond 


An “ Intrigue ” with the Opposition ' 

Mr. Bevan said this was astonishing. They had got 
o the point where the British Medical Association’s ^epre- 
lentatives carried on an intrigue with the Opposition. 
hey got to backstairs intrigues between the Opporition and 
he medical profession about a Bill before the House of Com- 
nons implemented a public pledge given to the House by the 
Minister of Health ? The duty of the British Medical Associa- 
ion, if it thought that the Bill did not give effect to the pledge, 
vas to come to the Minister of Health and say they did not like 


Mr. Bevan said the Opposition would much regret that morn- 
ing’s work.' 

Mr. Elliot said the Bill imperfectly carried out a pledge 
given by the Minister in response to representations made by 
the Opposition after consultation with responsible persons. The 
Opposition was prepared to leave the matter there. 

The clause was then approved, as also was Clause 11. 


Settlement of Disputes 


he words. They had not come. 

Mr. Elliot said the Opposition had brought forward the 
mendroent entirely on its responsibility as Members of Farlia- 
nent. The amendment had been advanced after taking counsel, 
>ut it was advanced solely on the responsibility and on benali 
if the Opposition — not of the British Medical Association. The 
Ipposifion had never claimed that it spoke with the support 


On Clause 12 (reference of disputes as to conditions.of sers'ice 
of persons employed in health services), Mr. Lins-tead, 
on the motion that the clause stand part of the Bill, said it 
would be helpful to have an elucidation by the Minister of a 
number of points. Under the clause, disputes over conditions 
of service or remuneration could be dealt with by conciliation or 
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could go to the Industrial Court, or to arbitration by arbitrators 
appointed by the Minister of Labour, or to arbitration by a body 
appointed by agreement by both sides with a chairman appointed 
by the Minister of Labour. The crux of the procedure was that 
there could be no arbitration until both sides were agreed that 
there should be arbitration. If there was a dispute between 
the Minister and a section of those serving within the Service, 
the Minister apparently could refuse to allow that dispute to 
go to arbitration. Under Section 66 of the principal Act the 
Minister had power to make regulations prescribing the qualifi- 
cations, remuneration, and conditions of service, so that if he 
refu.sed to consent to arbitration he could use his power of 
making regulations and leave the dissatisfied parties with the 
sole alternative of approaching the Opposition so that a prayer 
against the regulations could be moved in the House. Mr. 
Linstead could not feel that the Minister intended the references 
to arbitration to be a one-sided gesture. He assumed the 
Nfinister intended that when there was a dispute he would not 
use his power to withhold consent and so prevent that dispute 
going to arbitration. If Mr. Bevan would say so he would 
go a long way towards clearing up the purpose of the clause. 
Mr. Linstead recalled that the Secretary of State for Scotland 
had given an undertaking to Scottish pharmacists that arbitra- 
tion would be open to them under this clause. Mr. Linstead 
asked three questions of the Minister. Did he accept the 
principle of arbitration as the method of settling disputes which 
arose on remuneration 1 Did he regard arbitration as binding 
on the Crown ? If a dispute went to arbitration, would the 
Minister regard himself as bound by that award, despite the 
suggestion that the award of an Industrial Court or of an 
arbitrator could not be binding on the Crown ? 

. Mr. Bevan asked for an assurance that these questions were 
not put on behalf of the medical profession. 

Mr. Linstead said he had not discussed the matter with any 
representatives or members of the medical profession and took 
personal responsibility for putting the inquiries. 

Mr. Bevan said he svas glad to have that statement. What was 
under discussion was an agreement forming part of the partici- 
pation of the medical profession in the Wiitley machinery. 
The Conciliation Act, 1896, and the Industrial Courts Act, 1919, 
did not provide for compulsory arbitration, and the present Bill 
would be an inappropriate place in which to amend those Acts. 
It had always been held that it would be highly undesirable to 
have compulsory arbitration under those Acts. The whole 
purpose of the Whitley machinery was to bring about agreement 
without arbitration. In the course of the last year agreement 
had been reached over many matters, especially those concern- 
ing nurses and domestic workers in hospitals. It had been a 
wide range of agreement without resort to arbitration. He 
much regretted that in the last few months some members of 
the National Health Service had talked insistently of arbitration 
before negotiations had begun. That was as though there was 
an intention to disagree, and that arbitration was inevitable. 
There was every reason why the machinery of the industrial 
courts should not provide for compulsory arbitration,, because 
arbitration, once it was made compulsory, meant that it was 
impossible to vary an award. If the award was imposed like 
a damp, any mistake was immediately converted into fact and 
caused the most irritating conditions for both sides. Nothing 
new was being done in the clause. All the Government sought 
to do was to provide for ultimate machinery in the event of a 
breakdown. He could not agree beforehand that everything 
should go to arbitration. The Spens Committee was not arbitra- 
tion. It might be much better to have an inquiry to iay down 
general principles, guiding any future agreement on a particular 
matter. 

Arbitration 

Mr. Linstead asked whether the Minister felt he should 
refuse arbitration when the other party in a dispute desired iL 

Mr. Bevan said discussions were stilt going on about the 
nature of the agreeraenL When those discussions took place 
the question of arbitration would arise and would be written 
into whatever agreement might be reached. All the Bill did 
was to_ give powers to enable an agreement to be made. The 
Committee was not writing an agreement into the Bill. To 


insert an arbitration clause would 'hot be proper, because the' 
present clause covered every element in the National Health 
Service and it was necessary that the Ministry should have 
power from Parliament to enable the machinery to be estab- 
lished. He recalled the case of the Burnham machinery where, 
after discussions between both sides, a report was made to the 
Minister of Education, who might or might not implement it. 
If both sides agreed to go to arbitration, obviously the Minister 
of Health would accept the consequences of the arbitration. It 
was much better that in each particular case what should go to 
arbitration should be decided in regard to the circumstances and 
not beforehand. The fixing of fees was not a matter upon which 
the Ministry of Health could agree beforehand to go to arbitra- 
tion. It was much more complicated. The Government could 
not, over the vast field of National Health expenditure, say 
beforehand that Parliament should put it out of its power to 
consider the fiscal consequences of an arbitration. That was 
why he did not agree beforehand to compulsory arbitration 
over the whole field. The Committee should not say beforehand 
that neither the Chancellor of the Exchequer, nor the Govern- 
ment, nor Parliament, but someone else should determine the 
operation of public revenue and public expenditure. The fact 
that regulations had to be made implied the right of the House 
of Commons to refuse these regulations. Mr. Bevan asked if 
they wanted to put this outside the power of the elected repre- 
sentatives of the people to decide and to have a Fascist set-up. 
Only in most exceptional circumstances would the House of 
Commons throw out a regulation reached after arbitration, yet 
it must have that residual righL 

Sir Lionel IMiitby's Letter 

Mr. Elliot said Mr. Bevan had made a statement in con- 
vincing language about the necessity for leaving discretion to 
the Minister when dealing with claims which might result in 
demands on the public purse. But the contrary opinion seemed 
to have arisen in the minds of responsible persons in the medical 
profession. Since there had been arguments on the channels 
of information by which the Opposition could legitimately 
ascertain opinion outside the Committee, Mr. Elliot said the 
responsible person whom he cited was Sir Lionel Whitby, 
the retiring president of the British Medical Association. He 
quoted a letter by Sir Lionel appearing in The Times of June 29 
which said that in proposals issued in October, 1947, the 
Government bad stated that they were anxious to accord the 
fullest rights to arbitration, subject to preservation of the ' 
Government’s prerogative. Sir Lionel had added that it seemed 
the Government had forgotten a pledge gjven to the medical 
profession before the start of the National Health Service. That 
letter had led to a resolution passed at Harrogate recording 
with regret that the Minister and Ministry had shown little or 
no desire for co-operation with the profession in its efforts to 
serve the public, that they had met the profession’s suggestions 
with indifference and procrastination, and that they had been 
guilty of breach of faith. Mr. Elliot took it that Mr. Bevan 
felt his conscience was entirely clear in the matter. His argu — • 
ment, however, was not written on a clean sheet of paper. It 
came at the end of long negotiations in which it would be 
most unfortunate if any suggestion of breach of faith were not 
immediately dispelled. 

Sir Hugh Luass-TooTH said that, whereas a doctor employed 
on his own account could go to arbitration and demand that 
the decision of the arbiter should be enforced, yet as soon as 
he had access to the bottomless purse of the State he must 
become subject to the discipline of political decisions. Sir Hugh 
did not quarrel with the assertion of Mr. Bevan that, subject to 
the control of the House of Commons, he must retain control 
of these decisions, but there was a difference, as between the 
two sides, in arbitrations under the Bill. If the employer wished 
to insist on arbitration he could, under the clause, see it was 
made compulsory, whereas the employed could not insist that 
a grievance should be the subject of arbitration and that the 
arbitration should be put into force unless the employer con- 
sented. That was inherently unfair and undesirable. The medi- 
cal profession had understood it had received a promise from 
Mr. Bevan that it would have a right to insist on arbitration 
equal with the right of its employers. It seemed to Sir Hugh 
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No Contpukoty Arbitration 

Mr. Bevan said he did not attach undue weight to the adiec- 
in the resolution of the conference of the British 
Medical Association. That was a very adjectival body, in- 
cnpable of passing a resolution except in terms of hyperbole. 
It did not intend every word to be taken seriously. He could 
fell a talc of procrastination which would show he was the 
most badly used man in Britain. Part of the difficulty of the 
Ministry was to get the members of the medical profession to 
act with more expedition. Their machinery was so cumbrous 
that months passed before any decision was received from them. 
Their negotiating committee was never entrusted with negotia- 
ting powers, and the profession had prided itself that the nego- 
tiating committccf had no power to settle with the Minister. 
Mr. Bevan saicl he had tried to come to a conclusion on 
specialists' terms of remuneration, but month after month went 
By and the profession was quite incapable of reaching a deci- 
sion. TIic clause merely enabled machinery to be set up under 
the two Acts to which the clause referred. Once it had been 
accepted and the medical profession had joined the Whitley 
machinery, disputes would be settled in accordance with the 
Acts. In these there was no provision for compulsory arbitra- 
'tion, nor did Mr. Bevan think that there should be. Negotia- 
tions still continued on the agreement under which doctors 
would share in the Whitley ■ machinery. There could be no 
charge of breach of faith until a conclusion had been reached, 
and the letter of Sir Lionel Whitby should not have been written 
in such terms. The difficulty AVas that professional persons 
reached precipitate conclusions and rushed into the Press. 

The October, 1947, proposals to whi,ch Sir Lionel drew 
attention did not differ from what Mr. Bevan had said on the 
previous day. Mr. Bevan declared that he had not altered his 
statement that a code of conduct was unlikely to be arbitrable, 
but a simple proposal for a change in wages or salaries almost 
certainly was arbitrable. Under the two Acts mentioned in the 
clause mutual consent was necessary before arbitration.^ He 
. could hot take the medical profession to arbitration if it did 
not wish to go, nor could the profession take him if he did not 
desire to go. If arbiUation were known to be at the end of 
the road from the beginning, then all would go to arbitration 
straight away. Instead of talking about arbitration in every 
Jease the Ministry should negotiate with the representatives^ of 
the medical profession the terms to be agreed. The medical 
profession should come forward from time to time with their 
proposals and try to settle them by negotiation. ,If that was 
not possible, they and the Ministry should decide what means 
could be adopted to reach a mutually acceptable conclusion. 
Those means might not be arbitration. It might be better to 
have an inquiry or to refer matters to a quasi-judicial profe- 
sional body for consideration and statement of principles. He 
wanted to leave the question as open as possible. He appre- 
ciated that discussion on the point had been necessary. 

Mr. Howard said Mr. Bevan had complicated the matter by 
saying that in arbitration procedure it was necessary to agree 
on what was to be referred. If Mr. Bevan would give a clear 
assurance that either party should have the right to refer an 
unsolved matter to a second independent and impartial body 
he' would receive the whole-hearted support of all professional 
■men and women. 

The Industrial Court and the N.H.S. 

Mr. Bevan pointed out that the Minister of Labour was the 
■ person concerned under the Conciliation Act. Section 2 
ithat Act envisaged a battery of agencies by means of whicn 
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settlement might be brought about by mutually agreed arbitra- 
tion, and he did not think there was any reason to apprehend 
that this elaborate machinery would fail. He added that the 
Government desired to establish a special division of the Indus- 
trial Court to deal with the National Health Service and so 
to create a body of people with special knowledge of that 
service- which would eventually obtain the confidence of 
everyone concerned. The Minister of Labour would ensure 
that those appointed had experience of other fields of arbitra- 
tion. In very few instances would regulations be needed to 
give effect to any decisions. Only three situations could ulti- 
mately arise. The applicants could withdraw their application, 
in which case the original situation would be revived. They could 
agree to arbitration. They could agree to accept the Minister’s ' 
fiat. These were the limitations of reality; No machinery could 
be more flexible than that which he had described. If the repre- 
sentatives of the profession got themselves into a position where 
they could- only have recourse to arbitration or accept the 
decision of the Minister, that would be defective negotiation. 

Mr. Elliot asked whether there was not a fourth- course 
open to the applicants— withdrawal of labour. 

Mr. Bevan suggested there was not, and that members would 
not believe that a set of professional workers who had been 
offered arbitration would prefer to strike rather than to accept 
it. To cease work would be the abandonment of all machinery. 

Dr. Haden Guest said Mr. Bevan had put his finger on the 
spot when he talked of special machinery. The machinery 
devised for the call-up of doctors for war service, working by 
conciliation, understanding, and agreement, had done most valu- 
able work. A parallel kind of machinery should deal with the 
special difficulties of the medical profession. In very few cases 
would arbitration have to be considered. 

Mr. Elliot referred to Sir Lionel Whitby’s letter and 
said it was the Minister’s business to see that such misunder- 
standings did not arise. 

Mr. Bevan said it was ridiculous to say that the duty of the 
Minister was to remove misunderstandings on the benches oppo- 
site. In some cases a neurologist would be required— not a 
Minister. 

Mr. Elliot suggested Mr. Bevan was thinking of a 
psychologirt — not a neurologist. The apprehension bad' been 
left not only in the mind of the president of the British Medical 
Association but in the mind of the Association itself. 

Mr. Bevan asked whether the Opposition desired compulsorj’ 
arbitration in all cases. Compulsory arbitration was not in the 
Whitley machinery. A misunderstanding had arisen in the 
mind of the medical profession : they had confused temporary 
war legislation with pre-war Acts and with the machinery which ■ 
the Government was setting up, 

Mr. Elliot said it was a great pity that as late as lune 20 
of this year the negotiating body should still be in doubt over 
what had been proposed to them as long ago as October, 1947. 
The Minister bad just said that a simple proposal for a change 
in wage or salary rates was almost certainly arbitrable. 'That 
was bound to reassure those who had read Mr. Sevan’s declara- 
tion of 'the previous day that the fixing of fees in certain 
circumstances was not a matter on which the Ministry could 
agree beforehand to go to arbitration. The Minister apparently 
■had in mind that some other proceeding might be applicable, 
but those who had -read his statement could Msily take it to 
mean “ I will make a decision and announce it.” 

Mr. Bevan said that if clarity was needed by members of the 
medical profession they could easily obtain it by entering into 
an agreement with the Government under the Whitley machinery 
when the clause was part of the Act. This was an enabling 
clause, and what would be done under it was a matter for 
negotiation between the Government and the representatives of 
the medical profession. 

Mr. Elliot said that in practice the medical profession 
had been able to work such things very well. The setting up 
of a committee to decide under what circumstances the Con- 
scription Acts should apply to them had been a shining triurnph 
of voluntary co-operation. In the present matter the mediral 
profession was in a position where they had to negotiate with 
an all-powerful employer who could legislate. That employer 
was negotiating with a body of employees who had declared 
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that under no circumstances would they ever go on strike. 
The profession desired the assurance, and had that day received 
a certain amount of it, but it was undesirable that the Minister 
should deal with the point about procrastination and not with 
the point about breach of faith. TTie doctors were negotiating 
under different circumstances to those of any other profession. 
Men who held in their hand life and death could not go on 
strike, and therefore at the end of the day must fling themselves 
upon the compassion of the Minister. 

Mr. Bev\n said that under the 1946 Act the doctors were 
not in contract with the Crown, but with the regional hospital 
boards and executive councils. The Minister could not be 
indifferent to the demands made upon the Chancellor ef the 
E.xcheqncr over so wide a field. He asked Mr. Elliot to 
say whether he thought that in this field there should be 
compulsory arbitration. 

Mr. EuLtOT replied that everyone who had spoken on the 
Opposition side had said " No," and he too said “ No." \STiat 
the Opposition was tiying to do was to secure for the benefit 
of the Service something to replace compulsory arbitration, 
which all sides agreed it was not possible to use. The sugges- 
tion of Mr. Sevan that it was desirable to create a special 
section of the Industrial Court concerned with the National 
Health Service was an advance, but he begged him to consider 
that the necessity for a reassurance still remained. 

The clause was then ordered to stand part of the Bill 
without a division. 

Resumption of Practice 

On the motion that Clause 13 (removal from lists of persons 
who do not provide services) stand part of the Bill Mr. Linstead 
asked what assurance a dental practitioner had that if he was 
taken off the lists on ceasing to provide dental services for 
persons in that area he would be replaced on the lists when he 
resumed the provision of such a service. In the clause it looked 
as though someone who had been disqualified would not have 
the automatic right of returning to the list when he resumed 
practice. 

Mr. Bevan said that if such a practitioner wished to come 
back he could have his name put up — an illustration of the 
fact that the Minister had got to take him but that he was 
not bound to come. 

Sir Hugh Lucas-Tooth asked whether the clause would not 
be used as a means of disqualifying practitioners who wished 
to take only a small share in the public service. 

Mr. Bevan replied that the executive councils had reported 
,that it was confusing when general practitioners who left the 
district entirely or did not practise at all still had their names 
up, and the Ministry had no way of removing these names. 

Mr. Linste.ad said he understood that what the Minister said 
meant that a man’s name was removed but that he was not 
disqualified. Mr. Bevan indicated assent to this, and 
Mr. LtNSTEAD said he was satisfied. The clause was then 
ordered to stand part of the Bill, as were Clauses 14 and 15. 

Mr. Bevan, proposing a new clause concerned with the 
superannuation of. officers of certain hospitals, explained that 
the Ministry had contracts of service with hospitals which 
did not come within the ambit of the National Health Service 
but of which he wished to make use. Such hospitals found 
it difficult to get staff because people who went outside the 
National Health Service lost their superannuation rights. This 
clause was read a second time and added to the Bill. 

Mr, Bevan then proposed a further new clause concerned 
with superannuation of certain officers of Government depart- 
ments. He said that the Government desired to have the 
utmost mobility within the Government service, so that doctors 
could move freely about in that service, particularly in the 
case of the Colonial service. The peculiar situation was arising 
that because of the success of preventive health services in 
countries like Great Britain many doctors had not as much 
clinical experience as formerly of epidemic diseases. The 
Government desired that they should be able to take part in 
the Colonal medical service and come back to the National 
Health Service carrying with them their superannuation rights. 
This clause was added to the Bill, and the Committee adjourned 
Until July 5. 


London W’ailing-Iists 

Answering Mr. Pt,ATrs-Mtn.s on June 23 Mr. Bevan furnished 
these waiting-lists of the London Regional Hospital Boards. 
He added that a very large proportion of the waiting-lists 
consisted of ear, nose, and throat cases, the majority of them 
awaiting tonsillectomy. 
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Non-paying Patients in Pay-Beds . — Mr. CoLLtNS asked 7»lr. Eevaa 
on June ii to draw the attention of Regional Hospital Beards to the 
importance of ensuring that priority in the allocation of private wards 
was given to non-paying patients who were in need of privacy on 
medical grounds. Mr. Bevan said his information was that Boards 
already followed this practice. In 69 hospitals having S47 private 
pay-beds, 342 were at the time of his inquiry occupied by non-paying 
patients on medical grounds. 


Universities and Colleges 


UNIY'ERSITY OF LONDON 

A Special University Lecture on " Normal and Pathological Physio- 
logy of the Kidney ’’ will be delivered by Donald D, Van Sljke, 
Ph.D., Sc.D. (Rockefeller Institute for Medical Research), a: the 
London School of Hygiene and Tropical Medlctce, Keppell Street, 
W.C., on Monday, July 18, at 530 pan. 

"‘The degree of Ph.D, in the Faculty of Medicine (Non-dinical) has 
been awarded to S. De, M. A. El Meheiri, S. El D. M. Sajama, A. S. 
Stnha, S. Manheim. 

UNIVERSITY OF WALES 

The following candidates for ihe degrees of MB., B.Ca. at the Welsh 
National School of Medicme have satisfied the ex a m i n ers at the- 
examination indicated : 

Pathology a.nd Bscteriology. — D. F. Brown, Josephins J. Candy, 
L. M. Charles, D. E. Copas, B. M. Davies, Bid M. L. Davies, 
•J. M. S. Dixon, J. L. A, Dowse, D. R. T. Evans, D. W. Evans. 
J. Evans, B. M. Frost Smith, B. J. Fudge, S. G. Gang, Nansi G 
Gwynne, A. J. Hooper, D. T. Jones, Mary E. V. Jones. J. MageC, 
T. M. Morgan, W. B. Morgan, E. D. Morris, T. L. Moms, D- 
Phillips-Miles, Dilys Rees, J. W. Rees. D. B. Scourfield, A. P. 
Thomas, Margaret E. Thomas, Margaret H, J. Thomas, Anns G. 
Tighe, D. S. Wood. 

•With distincuon. 

uNivERsrry of Sheffield 

At a meeting of the University Council held on Jinie 17 lbs following, 
appointments 'were made: Part-time Lecturer in Neurology cnd‘ 
Clinical Teacher: James Carson, M.B., M.R-C.P- (to be held ecu- 
currenUy with his part-time Leanreship in Psj-chology). Part-time 
Clinical Teachers in Medicine: K, J. G. blilne, M-D^ D-PJEI., 
E G G. Rhind, M.B., Ch.B., M.R.CJ». Part-time Clinical Tecchen- 
in Surgery: J. T. CJhcstennan, F.R.C.S., Fj*t.C.S., F, J. P. O’Gorman, 
FJLC.S.Ed., M.R,C.O.G., S. Pappwonb, M.B^ M.Ch-(Orth.). Part- 
time Lecturer in Obstetrics and Gynaecology end Clinical Teacher: 
Da^id H. Lees, F.R.CS-Ed. 

UNrvmSITY OF BPJSTOL 

J. S. Baxter. MA., M.Sc., M.D^ FJI.C5J., Senior Lectnrer in 
Anatomy, has been elected Reader in Anatomy ia the UziYsrsiiy, 
from Aug. 1. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 
Mr. Norman Shenstone, M.D., Hon.F.R.C.S., ^11 deUrer the- 
Tudor Edwards Lecture at the College (Lincoln's Inn Fields, Lotidon, 
W.C.) on Wednesday. July 13, at 5 pm. His subject is ‘"The 
Treatment of Bronchiectasis.** 
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(n) 

(b) 

(0 

(d) 

(e) 

(a) 

(b) 

(c) 

(d) 

(e) 

Cerebrospinal fever . ; 
Deaths 

22 

2 

18 

2 

I 

45 

8 

14 

I 

6 

”7 

Diphtheria 

Deaths 

S2 

10 

28 

! 

5 

10 

t 

158 

1 

"li 

56 

IT 

3 

Dysentery 

Deaths 

57 

5 

29 

1 

2 

91 

16 

41 

2 

— 

nneeph slit is let h at gica» 
ncute 

Deaths . 


1 

— 

~ 

— 

— 

. 2 

1 

— 

— 

Erysipelas 

Deaths 



22 

5 

2 




34 

8 

~~6 

Infective enteritis or 
diarrhoea under 2 
years 

Deaths 

33 

1 

4 

44 

1 

1 

45 

4 

3 

23 

1 

3 

Measles* 

Dcathst 

9,t52 

908 

419 

259 

132 

10,624 

755 

188 

1 

ISI 

1 

67 

•Ophthalmia neonatorum 
Deaths 

39 

, 4 

6 

3 

— 

53 

4 

21 

— 

I 

Paratyphoid fever 

Deaths - . . 

3S 

1 


— 


8 


" 

KB) 

— 

Pneumonia, inltuenrat 
Deaths (from intlu- 
enialt 

426 

4 

18 

6 

f 

3 

■ 6 

456 

3 

19 

1 

3 

2 

1 

9 

Pneumonia, primary . , 
Deaths 

159 

31 

147 

23 

8 

5 

156 

23 

161 

30 

6 

Polio-encephalitis, acute 
Deaths 

3 

2 




— 





Poliomyelitis, acute . . 
Deaths? 

35 

5 

4 

2 

2 

— 

15 


3 

3 


Puerperal fever . . 

Deaths , . 


— 

2 





8 



Tuerpcral pyrexiall 

Deaths 

99 

13 

“'~5 

I 

— 

96 

io 

8 


2 

Relapsing fever 

Deaths 

— 

— 



— 

— 





Scarlet fever 

Deathst 

930 

73 

196 

74 

53 

1.542 

107 

374 

62 

4) 

SmaUpox 

Deaths 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

Typhoid fever 

Deaths .. ** 

8 

1 

5 

1 

— 

— 

1 

7 


z 

1 


Typhus fever . . 

Deaths 

— 

— 

— 

— 

_ 




— 


' Whooping-cough • 

2,253 

5 

Ill 

tot 

2 

lOO 

1 

83 

3.086 

fi 

273 

4C 

105 

i 

J7 

1 

Deaths (0-1 year) 

Infant mortality rate 
(per 1,000 live births) 

BS 

32 

46 

33 

4 

■■ 295 

32 

31 

14 


Xteaths (excluding still- 
births) 

Annual death rate (per 
ItOOO persons living) 

4,m 

61S 

623 

12-5 

171 

10’« 

94 

4,178 

635 

53< 

lOS 

186 

11-6 

109 

Live births 

Annual rate per 1,000 
persons living 

8,201 

1307 

968 

19-4 

395 

24-5 

249 

8,565 

1412 

1072 

21-7 

434 

27-1 

264 

Stillbirths 

Rate per 1>000 total 
births (including 
stillborn) . . 

188 

27 

21 

21 


' 

211 

16 

37 

25 




• Measles ano wnoop»»i;-^^u&»' . 

"tg«^hrf^oS,“S?a?d^°cS^;t fever ft England and Wale.. I-ndcn 
W for Elgland"^'^ wins, London (admlniswaUve 
Tm’nTm£r°of dSte'fmm poliomyelitis and poli<«n«phali.is for England 


EPIDEMIOLOGICAL NOTES 
Paratyphoid Ferer in North Durham 
Since the beginning of June eighty-one infections with S. para- 
typhi-B have been recognized in North Durham. All those so 
far tested have been phage type 3a. The infections fall 
into two main groups. In the Jarrow-Hebbum-Boldon 
area 74 cases have been investigated. The first case 
occurred on May 25, and the majority of clinical cases began 
during the following week. The severity of the disease has 
varied considerably. In 10 patients t^e illness was moderate 
to severe and the condition of three gave rise to anxiety, though 
there have been no deaths. In the remainder the disease has 
been mild or trivial ; and in nearly half there were no symptoms, 
the infection being recognized only in the course of examination 
of contacts. Cream cakes appear to have been the cause of 
the primary infections. Two symptomless infected persons have 
been detected in the bakery concerned, though it is not yet 
known whether they are true carriers or recent infections. 
One of these, a baker who makes the cream cakes, excreted the 
organism in his urine. It appears that the primary source of 
infection has ceased, but further secondary cases are probable, 
since the cakes believed to have been infected had a wide 
distribution. In the Sunderland area seven infections have been 
recognized in five families. No connexion has been established 
between these families and those infected in the Jarrow-Heb- 
burn outbreak, and no vehicle of infection has been discovered. 
Variations in the clinical picture have been similar to those 
found in the Jarrow-Hebburn outbreak. There have been no 
deaths. 

Poliomyelitis in Cornwall 

Twelve cases of poliomyelitis have been notified during the 
last 14 days (up to July 4) in the Redruth-Cambome urban 
district. Eight of these cases were from the village of Illogan, 
four in one family. Only five of the patients have developed 
paralysis, and one child, aged 2i, has died. Of the 12 cases 
so far notified, nine are in the 1-5 age group. 

Quarterly Returns for Scotland "" 

The birth rate during the March quaner of 1949 was 19.0, 
being 0.8 below the rate for the first quarter of 1948. The 
infant mortality rate of 50 per 1,000 registered five births was 
1 below the rate for the corresponding quarter of the pre- 
ceding year and 15 below average of the first quarters of 
1944-8. The general death rate at 1 5. 1 per 1,000 was 2.0 
more than in the first quarter of 1948 and 0.3 above the average 
of the five preceding March quarters. There were 356 deaths 
attributed to the principal epidemic diseases, the largest totals 
being 280 from influenza, 45 from whooping-cough, 14 from 
cerebrospinal fever, 7 from measles, and 6 from diphtheria. 
The death rate from alt forms of tuberculosis was 78 per 
100.000 and from respiratory tuberculosis 70. The former 
rate is the same as that for the first quarter of 1948, but the 
latter is 4 more than the corresponding figure for 1948. These 
rates were respectively 4 less and 5 more than the average of 
the five preceding first quarters. 

Discussion of Table 

In England and Wales there was an increase in the nuinber ol 
notifications of whooping-cough 447, acute poliomyelitis^ 18 
and paratyphoid fever 14. There were decreases in the met 
dence of scarlet fever 160 and measles 97. 

The largest increases in the notifications of measles wen 
I ondon 107 and Lancashire 98 ; the largest decreases wen 
Derbyshire 134 and Kent 104. A fall occurred in the inci 
dence of scarlet fever in all areas except the south-casten 
counties, where there was a slight rise; the largest fall wa 

46 in Lancashire. .... 

The chief feature of the returns for diphtheria was an in 
rrp-i-;c of 6 in London. The largest rises in the incidence o 
whooping-cough were Lancashire 99 and Yorkshire We: 

^ A*"fur^her 28 cases of paratyphoid fever were notified fror 
the outbreaks in Durham, referred to above, where 15 casi 
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were reported last week, Tire larges^ returns durinc the week 
were Jarrow M.B. 13 and Hebbum U.D. 7. 

A small decrease in the incidence of dysentery' was recorded 
in every area except Lancashire. The rise there was due 
to the experience of Liverpool C.B., where the cases increased 
from S to 26. 

■ In the rural district of the Isle of Wight 82 cases of food 
poisoning were notified. A further 25 cases of food poisoning 
were notified in Northumberland. Hexham U.D. : 25, 4, and 
24 cases have been notified in this town durinc the past three 
weeks. 

In Scotland decreases were recorded in the notifications of 
measles 157, whooping-cough 27, and dysentery 22 ; an increase 
w-as reported for scarlet fever 16. The decrease in the incidence 
of dysentery was due to the city of Glasgow, where the cases 
notified fell from 34 to 18. 

In Eire increases occurred in the notifications of measles 42. 
whooping-cough 24, scarlet fever 11, and diarrhoea and enteritis 
23. The largest of the fresh outbreaks of measles was at 
Kerry, Listowel R.D. 49. In Dublin C.B. notifications of 
measles were 36 fewer than in the preceding week, but an 
increase was recorded for other infectious diseases in this city. 

In Northern Ireland increases were reported in the notifica- 
tions of whooping-cough 20, scarlet fever 9, and diphtheria 7, 
'with a decrease of 27 in the incidence of measles. 

Week Ending June 2S 

Notifications of infectious diseases in England and Wales 
during the week included ; scarlet fever 1,137, whooping-cough 
2,1SI, diphtheria 73, measles 6,863, acute pneumonia 334. cere- 
brospinal fever 26. acute poliomyelitis 48, dysentery 66, para- 
typhoid 31. and typhoid 8. 


The Services 


Ntajor-General K. A. M. Tomoo', C.B., O.B.E., late RA.M.C.. 
has been appointed Honorao' Physician to the King in succession 
10 Major-General W. Foot, C.B,, M.C., v.ho has retired. 

DEATHS IN THE SERVICES ' 

Colonel Alfred Rosenbloom, late died on June I at the 

age of 47. A native of Edinburgh, he graduated M.B., Ch.B. there in 
1923 and tooh the Liverpool D.T.M. in 1929. In 1925 he joined the 
Indian Medical Service, and he retired in 1947 ^ilh the honorary rank 
of colonel. He leaves a widow and two young children. 

Lieul.-Colonel E. J. Curran ^Tites: His many friends in the 
Services nill learn with much regret of the recent death of “ Rosie 
or “ Blossom,” as he was knon'n to many of us. A cheerful kind- 
heaned man who loved his work, he was popular alike with colleagues 
and patients and was always prepared to give of his best. We have 
lost a good comrade and reliable colleague. 

) 

Surgeon Rear-Admiral Willum Wallace Keir, who was formerly 
•in charge of the Royal Naval Hospital at Haslar, died on June 12 
at the age of 72. A student at Glasgow University, he graduated 
M.B., Ch.B. in 189S. During the early pan of the 1914-18 \i*ar he 
v'^as. medical officer of the minelayer Iphigenia. He served at Jutland 
in the WarspitCy and from December, 1916, he w'as senior medical 
officer of the hospital ships Reiva and China. He was made a C.M.G. 
in 1918 and was a Chevalier of the Legion of Honour. After the war 
Keir was squadron medical officer, of the First Battle Squadron and 
the Battle Cruiser Squadron, and was later in charge of the hospital 
ship Afn/ne. After service in China in charge of the Hong Kong 
Naval Hospital, he was transferred in 1932 to the Royal Naval 
Hospital at Haslar, where he sucewded Surgeon Rear-Admiral H. C. 
Whiteside. In 1934 he was appointed honorary surgeon to the King, 
and he retired in 1935. 


The National Office of Vital Statistics in the U.S.A. has 
recently reported that the maternal mortality rate for the United 
States in 1947 v.'as 1.3 per 1,000 live births. This is said to 
be the lowest reported for any nation. The State with the 
lowest rale (0.6 per 1,000 live births) was Minnesota. 




Medical News 


NuITield Professor of Orthopaedic Surgery 

Dr. Joseph Truela has been appointed Nuffield Professor 
of Orthopaedic Surgery in the University of O.xford. 

Dr. Truela. who is 51 years old, was bora in Barcelona and 
graduated at the University of Barcelona in 1921, proceeding M.D. 
the following year. In 1933 he was appointed assistant professor of 
surgical pathology in the University, and in 1935 succeeded Professor 
E. Ribas-Ribas as Chief Surgeon to the Hospital de la Santa Cren i 
Sant Pau, Barcelona, bearing the title of Professor of Surgery. 
During the Spanish Civil War he gained wide experience there in the 
treatment of casualties, and developed the closed-plaster technique 
of treating compound fractures. He came to Britain in 1939, and 
since then has been working at the Wingfield-.Vforris Orthopaedic 
Hospital at Oxford and hospitals associated with it. In 1940 he was 
appointed to the staff of the Wingfield-Morris Hospital in the 
capacity of adviser to the Ministry of Health, and from 1942 to 1944 
he was in charge of the accident service at the Radcliiie Infirmary, 
Oxford. Oxford University made him an additional Member of the 
Faculty of Medicine in 1949. Among his earliest papers on war 
surgery published in this country was " War Fractures Treated by the 
Closed Nfethod,” which appeared in the British Medical Journal of 
Dec. 2, 1939 (p. 1073). More recently he has studied the renal 
circulation, and in particular the vascular short-circuiting mechanism 
and its relation to cortical ischaemia. This work was recorded in a 
monograph. Studies of the Penal Circulation^ by himself and his 
colleagues published in 1947. 

Guy's Hospital Honours Lord Nuffield 

Lord and Lady Nuffield were present at Guy's Hospital on 
June 29, svhen Lord Goschen unveiled a statue of Lord Nuffield 
by Mr. Maurice Lambert. This was the outcome of a resolu- 
tion by the Court of Governors in 1944 to mark “their pro- 
found appreciation of his manifold benefactions to the hos- 
pital, of his inestimable services as its treasurer, and of his 
never-failing interest in the progress of medicine.” The cost 
of the statue was met by subscriptions limited to the governors 
and staff of Guy’s and to men and women trained there. The 
intention is that the statue will stand in the new hospital, but 
in the meantime it has been placed in the west quadrangle. The 
ceremony was performed in the presence of many distinguished 
visitors and of large numbers of nurses, students, patients, 
and their friends. In bis speech Lord Goschen thanked 
Lord Nuffield for his many benefactions to Guy’s, among them 
his gift of £250,000 for rebuilding, and for his services to medi- 
cine. In reply Lord Nuffield said that in his travels he had 
found that Guy’s Hospital was renowned throughout the world. 

Rj\.M.C. Book of Remembrance 

The Book of Remembrance, which records the names of 437 
officers and 2,026 other ranks of the Royal Army Medical Corps 
killed in the second world war, was dedicated by the Dean of 
Westminster at Westminster Abbey on June 27. The ceremony, 
which took place after evensong, was held- beneath the 
R.A.M.C. window which was unveiled in 1922. Among those 
present were Lieutenant-General Neil Cantlie. Director-Genera! 
Army Medical Services, and officers and other ranks of the 
R.A.M.C. 

Recognition tor Bravery 

The London Gazette has announced the appointment as 
M.B.E. (Ciril Division) of Dr. W. J. L. Sladen, Medical Officer, 
Falkland Islands Dependencies Survey, for courage and forti- 
tude in hazardous circumstances when isolated in Graham 
Island. 

B’llharzia Film 

Two films about bilharzia were shown at the London School 
of Hygiene on June 30. Professor G. ^facdonald introduced 
Mr. K. M. Goodenough, the High Commissioner for S. 
Rhodesia, who explained that the films had been prepared by the 
Health and Public Relations Departments of the Government 
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wnrfrf;. for *0 instruction of doctors and health 

workers, while \hc second film, “Still Waters," was for public 
.education. In .b^i films emphasis is jilaced on the prevration 
of infection. The African Schistosomiases ” runs for about 
hfly mimites and gives a full account of the life cycle of the^ 
purasilcs, the pathology of the disease, methods of laboratory 
investigation, treatment, and prevention. “ Still Waters ” is a 
shorter film, illustrating -in a convincing waly, with the help 
of actors, the dangers of carelessness and the precautions which 
should be taken to avoid infection. 


BRITOI 

Medical 


^.Wednesday 

iKpiTUTE OF Urology:— A t St. Paul’s Hospital, Endell Street 
London, W.C., July 13, (1) 11 a.m., " Trawnatic UrcilmtH” by 
yr^A^^Harkness; (2) 5 p.m., Stricture of the Urethra." by Mr. 

Royal College of Surgeons of Engund, Lincoln’s Inn Fields 
London, W.C. ^Juty 13, 5 p.m., " The Treatment of Bronchi- 

^°rman Shensfone, 

Royal Sauitarv iNsriTUTE.— At 90, Buckingham Palace Road, 
London, S.NV., July 13, 2.30 p.m., Discussion; "Health Centres,' 
W be o^n^ by Dr. J. A. Scott, W. J. Durnford, F.R.I.BA., and 
Dr. A, Talbot Rogers. 


British Doctors Honoured in New York - 

At tile banquet of the Seventh -International Congress on 
Rheumatic Diseases held at the Waldorf-Astoria in New York 
reccnlJy the following were presented with Diplomas of 
Honorary Membership of the American Rheumatism Associa- 
tion : Dr. C. W. Buckley, Dr. J. B. Burt, Dr. D. H. Collins, Dr. 
W. S. C. Copeman, Professor L. S. P. Davidson, Dr. J. A. 
Glover, Lord Horder, Dr. G. D. Kersley, and Dr. W. Tegner. 


J. kiutauaj 


iNpTOTE OF Urology.— At St. P.iul’s Hospital, Endrii Sireei 
■-London, W C., July 14, (1) H a.m., " Ureteritis Due to Local 
Diseases of the Penis,’ by Dr. A. H Harkness; (2) 5 p.m.. 
^ Gonococcal Urethritis," by Dr. W. N. Mascall. 

Royal Cojj^oe of OssTETRtciANS and •Gynaecologists.— At Royal 
Society of Medicine, 1, Wimpole Street, London, W., Julv k, 
5 pan.. Caudal Anaesthesia," by Professor R. A. Hingson (Johns 
Hopkins Hospital, Baltimore). Admission by ticket only. 

Royal College of Surgeons of England, Lincoln's Inn Fields, 
London, W.C. — ^July 14, 5 p.m., " Adventures in Metabolism," 
Bernhard Baron Lecture by Professor John Beattie, MJ2. 


Wilts 

Dr» Louisa Hamilton, who tras senior physician to the 
Elizabeth Garrett Anderson Hospital, left £21,169. Dr. Hugh 
Mundie Wilson, of Linton, Cambs, left £10,500; Dr. William 
John Young, of Kempston, Beds, £7,137 ; Dr. Matthew 
McLintock Bainbridgc, of Birmingham, £2,283. 

COIVnNG E’VENTS 
Maternal and Child Health in India 

A lecture on this subject will be given by the Hon. Rajkumari 
Amrit Kaur, Minister of Health to the Government of India, 
at the Royal College of Obstetricians and Gynaecologists, 
58, Queen Anne Street, London, W.l, on Monday, July II, at 
5 p;m. Admission is by ticket only; these can be obtained 
from the secretary. 

Nclhcmc Psychiatric Hospital 

An exhibition of paintings by patients of Netheme Psychiatric 
Hospital, Coulsdon, Surrey, will be formally opened by the 
Countess of Limerick at 1, Grosvenor Crescent, Hyde i^rk 
Corner, London, S.W., on Monday, July 11,' at 12 noon. The 
exhibition will remain open until July 16, from 10.30 a-m, to 
4.30 p.m. daily (Saturday, 10.30 a.m. to 12 noon). A lecture 
will be given each day at 3 p.m. 


Osier Club 

A dinner will be held by the Osier Club, at the Royal 
College of Surgeons on July 12 at 7.15 p.m. for 7.30. 
Mr. Gilbert Frankau will deliver the Oslenan Oration on Are 
We Over-doctored ? — A Centennial Reflection. 

International Congress of Otolaryngology 
The fourth International Congress of wil 

be held at King’s College, Strand, London, 
to 23, and will be opened by the Duchess of Kent on Monday. 
July 18, at 11 a.m. 


• Friday 

Royal College of Surgeons of England, Lincoln’s Inn Fields, 
London, W.C, July IS, Part I, 3.45 p.m., " Odontogenic Tumours 
of the Jaws." Part II, 5 p.m., “ Osteogenic Tumours of the Jaws," 
Charles Tomes Lecture by Professor Kurt Thoma (President, 
American Academy of Oral Pathology). 

Royal Sanitary Institute.— July IS, 10.15 a.m.. Visits to Messrs. 
Boots Pure Drug Co.'s Works at Beeston and to sewage disposi 
works and farm at Stoke Bardolph; 2.15 p.m., At the Guildhall, 
Nottingham, " Atmospheric Pollution — the Present Position and 
Outlook for the Fiilure," by Alfred Wade ; " Sewage Disposal in 
Nottingham — Some Recent Developments." by Hugh Lawson, B.Sc, 


APPOINTMENTS 

NEWNHA.M. C. T., M.R.C.S.. L.R.C.P., D.O.M.S., Medical omccr, Western 
ReriaUt British Railways. 

Sr. Andrew’s Hostital, Bow, Lo.nddn, ■£.— Senior Resident Physlelan, R. 
King Brown, M.D., M.R.C.P. Assistant Specialist, Obsienician anii Gynaeco- 
logist, S. task, M.D., M.R.C.O.G. 

tVEST, R,, M.R.C.S., 1..R.C.P., D.P.H., Medical Officer to the National Dock 
Labour Board's Medical Scheme for the Humber Porta. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 


Byrne. — On Tune 17. 1949, to Ruth (nCc Matltf. wife of John W. Bymc. 
M.B., B.Ch.. B.A.O., of The Bam. Rush Hill. Bath, a brother for Simon — 
jeftrey Patrick. 

Fiddian.-^n June 26. 1949. at Warwick Hospital, to Audrey {nfc Masiin). 
wife of Dr. M. P. Fiddian. a son— Colin Pauit. 


tajury. — On June 16, 1949. at Johnstone House, Belfast, to Marsarci <n6e 
Huss, S.R.N.). wife of Dr. Arthur S. Mafury, a dauahier, 
fere. — On June 25, 1949. at Guy’s Hospital, to Eiiiabcib (nfc Hunt), wife 
of Richard Neve. Lf.B.. B.S., a ssicr tor Michile. 

laybir.— On June 27, 1949. at Carobridsc. to Marsaretta fnfe Blakcsion). 
wife of Dr. A. S, Playfair, a brother for David and Rodney— Oucniin. 
ratth.— On April 30, J949. in Sinsapore, lo Thonen. wife of Mr. T. E. Smith, 
a daushrcf. 




Shield— Wood.— On June 3, 1949, at St. John’s Presbs-rertan Church. Kensinc- 
ton. London. James Boyd Shield, M.B.. F.R.C.S.Ed.. Southampton, to 
Marearct Hay Wood, Aberdeen. 

ZcBcl— Gottroann.— On June 26. 1949. in London. Dr. Louis Zetzel. of Boston. 
Mass.. U.S.A.. to Elizabeth Guttmann (Dr. Elizabeth Rosenberg), widow ot 
Dr, Eric Guttmann. „e,-rize 


SOCIETIES AND LECTURES 

Monday 

3SDON University: Institute of^ild 

Sick Children, Great Ormond Street, London, W.C., Jmy b 

5 p.m., " The Artificial Kidney,'' Aiexande^impson-Smit Lerture 

by Professor Gordon Murray, Associate Professor of Surgery in 
the University of Toronto. 

Tuesday 

STJTUTE OF Urology.— At St. Paul’s Hospital, Endefl Swt, 
I nndon W.C., July 12, (1) 11 a.m., “ Urethritis due tp J’roto^^. 
Meta~oa, and Fungi," by Dr. A. H. Harkness (2) 5 p. 

" Hydblid Disease and Bilhorzia of the Urinary Tract, by ^5r.K. 

Problem in’Sm'tzerland." by Dr. Henri Revilliod (Geneva). 


Une —On June 20. 1949, at Chevers Lodge. Ballybunion. Co. Kerry. Daniel 
Thomas Lane, M.D.. Licuicnani-Coloncl i.M.S.. rciited. 

jIcAf«.— On June 13. 1949. at West Kitbv. Duncan John McAfee, M.C, 
M.B..’ch.B.. aged 65. 

• aianriee— On June 19. 1949. at Manton Weir. Marlborough. Godfrey 
fSndeScy Maurice. D.S.O., M.C., M.R.C S.. L.R C.P.. Colonel iate 
R.A.M.C.. aged 62. 

afrCarter —On' June S. at the Royai Portsmouth Hospital. William Harold 
R^hacl MeCatlet. M.B.. B.Ch., ot East Cottage. Hurstpierpoint, Susses, 
late ot Burgess Hill. 

Motllngs.— On June 12. 1949. William Thomas Multsngs. M.D . of 27. Com- 

’ paytte Gardens. London. N W.. formerly of S4, Belgravc Road. London, 
sTw.. and Dunsfoid, Godalrotng. ( 

AJurcar.— On Jane i9, 1949. at Bridge ot Earn Hospital, Archibald C. Murray, 
M.B..' Cb.B. 

n’M-iller— On June 22. 3949. at AVhartedalc. Cantelupc Road. Beshill-on-Sea. 
John FranriJ O’.Malley. ,M.Ch.. F.R.C.S.. aged SO. 

Pnrtes-Stcwatf.— On Jure 24. 1949, at 45. Edwardes Sauarc. London. IV.. Sir 
James Purves Morison Purvcs-.Sie-wart. K.C.,M G., C.B.. M.D.. F.R.C.P.. 
aged 79. 

-Thwalies.— On June 10, 1949. at Old Acres. Ashicad. Surrey. Cyril Evered 
M.R.C.S.. L.R.C.P.. aped 74. 
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Any Questions ? 


Correspondents should give their names and addresses (not for 
publication} and include all relevant details in their questions, 
which should he typed. Ife publish here a selection of those 
questions and answers which seem to be of general interest. 

Hypertension and Functional Menorrhagia 

Q . — Is there any relationship between hypertension and the 
. functional menorrhagia of the menopause ? Could you please 
quote references 

— ^There is no work on record which establishes the 
existence of such a relationship or which goes to show that 
hypertension alone ever causes any form of uterine haemor- 
rhage. The idea was popular in the early part of this century, 
and throughout the literature of that lime ate phrases such as; 
“The significance of functional hypertension as a factor in 
uterine haemorrhage is obvious " (C. Culbertson, Surg. Gyncc. 
Obstet.. 1916, 23, 667). Statements of this kind, however, are 
nof supported b\ evidence. Although this view has gradually 
lost popularity and is now rarely mentioned in textbooks, it is 
difficult to find any reference to investigations which prove 
that hypertension does not cause uterine bleeding. Neverthe- 
less, in most cases of “ functional uterine bleeding ” another 
cause can be demonstrated: a significant association between 
bleeding and hypertension is not noticeable in everyday prac- 
tice, and uterine bleeding does not occur at the age when the 
blood pressure reaches the highest levels; therefore, after the 
menopause. 

It might be argued that uterine haemorrhage may result if 
the hypertension is associated with arteriosclerosis affecting the 
uterine vessels. This again is an old view which v,as the basis 
of numerous articles earlier this century. Many of ihe'se were 
reviewed by E. Novak in Menstruation and Its Disorders 
(Gynaecological and Obstetrical Monographs) in 1921, and he 
concluded then that "no evidence has as yet been presented 
which, to my mind, justified us in ascribing more than an 
occasional role to this cause.” Nor has such evidence been 
produced since that time. 

Adrenaline and Blood Pressure 

Q . — Does the blood pressure rise or fall following the use 
of compound adrenaline infections, tablets, or inhalations for 
asthma ? One preparation is advertised as causing a slow rise 
in blood pressure, whereas another is said to cause a rise rarely 
and a fall ordinarily. What is the eSect of the isopropyl-nor- 
adrenaline compound? 

A. — Adrenaline when infused intravenously causes some rise 
of systolic pressure and some fall of diastolic pressure, as shown 
recently by Barcroft and Konzett (.Lancet, 1949, 1, 148). When 
injected subcutaneously adrenaline has little effect on the blood 
pressure, and what effect there may be is similar to that of 
intravenous infusion. Given as a tablet by mouth, or when 
inhaled as a spray, adrenaline has no effect on the blood pres- 
sure as a rule. Isopropyl-nor-adrenaline causes a fall of blood 
pressure even when injected intravenously'. 

Estimating Basal Metabolic Rate 

' Q . — Is Read’s formula for estimating the basal metabolic 
rote reasonably accurate? Are there any other methods of 
estimating the B.MJl, without cumbersome and expensive 
apparatus ? 


(B.M.R.) in 91% of cases and within 10% in 60% of cases. Two 
years later he modified his formula to 0.75 (PR-fO.74 PP)— 72. 
and claimed that the result of this estimation was within 10'% 
of the correct value in over 50% of cases (Arch, intern. Med.. 
1924, 34 , 553). Read’s data were subjected to statistical analysis 
by Gale and Gale (Lancet, 1931, 1, 1287), who tested six different 
formulae and concluded that PR-bPP — 111 gave the best corre- 
lation, with an error not exceeding 20% in 74% of cases. From 
a study of his own records, Jenkins (Arch, intern. Med., 1932, 
49 , 189) suggested that, for males. 0.534 PR-bO.436 PP -62.55 
and, for females, 0.75 PR-1-0.57 PP— 72 gave the best fit, with 
a probable error of 9.9% when the Aub-DuBois standards of 
basal metabolism were used. Bene (Lancet, 1949, J. 147) has 
raised the subject again by claiming that a more reliable guide 
is' given by his “ RP-Index,” To obtain this the pulse and 
respiratory frequencies per minute are multiplied ; the normal 
range is 1,100-1,500, with a mean of 1,296. The observed 
RP-Index, when stated as a percentage of the mean normal, 
lies within 10% of the B.M.R. in about 60% of cases. 

These observations prove that there is an imperfect correla- 
tion between the B.M.R. and the pulse frequency and pressure. 
The figures given by the various formulae may give numerical 
expression to the degree of thyrotoxicosis in a rough fashion, 
but they are no substitute for careful and accurate estimation 
of the basal metabolism. In practice the B.M.R. estimation is 
useful in two situations; first, to confirm the diagnosis when 
some doubt exists ; and, secondly, as a guide to progress. The 
formulae do not give a sufficiently exact correlation for diag- 
nostic purposes and the patient’s progress can usually be 
assessed by changes in his clinical state, pulse frequency, and 
weight. Thus Read’s formulae and their successors never pro- 
vide information to which much importance can be attached 
and if it seems desirable to know the patient’s B.M.R. it must 
be estimated in the usual fashion. 

Whooping-cough Vaeeine 

Q . — Is it necessary to give booster doses of pertussis vaccine ? 
If so, at what intervals, and in what doses ? 

A. — If it is assumed that prophylactic vaccination is effective 
against whooping-cough, the primary coune should be given as 
early as possible in infancy, since 10 to 20% of children are 
affected in the first year of life and more than half the deaths 
occur at this time. Little is known about the value of a booster 
dose or when it should best be given. Kendrick and his 
colleagues (Amer. J. Dis. Child., 1946. 72, 383) found that the 
defence mechanism, as tested by the opsonocytophagic reaction, 
was similar in groups of kindergarten children who had their 
primary vaccine one, two, three, or four years previously, and 
the antibody response to a further injection was the same in 
all four groups. The pertussis attack rate during the first wo 
years’ attendance at school was 0.7% among 408 im.munized 
children who received a booster dose, 1.2% among 418 immu- 
nized children who did not receive a booster dose, and 6.4% 
among 829 children not previously vaccinated. A booster dose 
of, say, 1.0 ml. of vaccine would therefore seem to have some 
value and should be given two or three years after the primary 
course, or when the child goes to school. 

' Vitamin B, in Diabetes 

Q . — The carbohydrate tolerance of a male patient suffering 
from diabetes melUius has improved since 10 mg. of vitamin B, 
were added to the morning and evening injections of insulin. 
How does vitamin B, act on the carbohydrate metabolism in 
a normal person and in a person suffering from diabetes 
mellitus ? 


A. — For many years attempts have been made to find a A. — This experiment has been tried by others without being 

mathematical correlation between pulse pressure and pulse fre- followed by any reduction in the dose of insulin required”, 
quency on the one hand and basal metabolism on the other. Experiences of this kind, which others have failed to confirm, 
■The earliest formula devised was that of Read (J, Amer, med. have been reported with so many different substances that it 
Ass., 1922, 78, 1887). He claimed that if PR is the pulse fre- is important to consider the reasons for the discrepancies. There 
qucncy in beats per minute and PP the pulse pressure in milli- are two, and possibly more, explanations: (1) The patient’s 
metres of mercury, the expression 0.683 (PR-i-0.9 PP)— 71.5 pro- health was improving at the time of the experiment, and this 
vided a figure which was within 20% of the basal metabolic rate _ is responsible for the change in the dose of insulin and not the 
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Li”,", ’" ^ patient to 


' Travel, in Italy 

Q.-^WIwt iustnictians should be eiven -to n u 

erne K M ■!“!»«■ »** spiclal re/c^ 

oi ‘owns (he drinking of tap-water 

should be avoided unless it has been boiled previously^ (b) It 

tVDhoid^'' M Tf ?fl ogainst typhoid and para- 

tiphoid (c) If the traveller is staying only in the larger towns 

(here js little or no risk of his becoming infected with malaria 
It he proposes to stay in small towns or villages or to be in the 
country m the evenings he should take proguanil 0,1 gr daily 
during the time that he remains in the country. 

, Anaesthetics for Domiciliary Miduifery 

Q* At obstetrics in general practice open ether has the dis- 
advantage of infiamntabUity.' To what extent is this a danger — 
c.g; with open fires, paraffin lamps, etc. ? If this is a real 
contraindication, what is the most satisfactory alternative 
anaesthetic for single-handed domiciliary obstetrics? 

A. — The danger of using drop-ether in proximity to an open 
fire is that of burning rather than that of explosion of the ether 
vapour. Although it is generally stated in the textbooks 'that a 
mixture of ether vapour and air is explosive, experts in this 
field are doubtful whether this is so in ordinary clinical prac- 
tice. The danger of fire, however, is .very real, and is doubly 
dangerous because the ether vapour burns with an almost 
invisible flame which may travel some distance without any 
warning and so set fire to distant inflammable objects. The 
alternative to ether in domiciliary midwifery is either chloro- 
form or trilene. In view of our pharmacological knowledge of 
these drugs, trilene seems to be the safer. Adequate analgesia 
.with trilene is easily provided by means of one of the many 
types of apparatus on the market for the purpose. In one of 
these (i.e., the Cyprane inhaler) the concentration of trilene 
inhaled by the patient can be increased, should the anaesthetist 
desire it, and thus general anaesthesia may be induced. An 
alternative arrangement is to use any gas-oxygen apparatus and 
to put the trilene in the ether bottle which is upaily to be 
found on such an apparatus. The strength of trilene .vapour 
delivered from the Freedman inhaler is unlikely (except in 
patients with very low resistance) to produce general anaesthesia. 

Protecting a Stiff Thumb 

Q . — A patient has had an injury^ which has resulted in 
ankylosis of the interphalangeal joint 'of his right thumb. He 
is a very keen cricketer, and finds now thm, although he can 
hold his bat adequately,' his right thumb is exposed to -fre- 
quent injury while batting. He has asked me whether any 
metal protectors for fingers which have suffered injury are 
available, and I could not tell him. Can anything more be 
done for him ? 

A. — ^This is a problem which can probably best be solved 
by consultation between the patient and a skilled surgical appli- 
ance maker. Almost certainly some suitable protective cover- 
ing for the thumb could be devised. It is possible (hat a thumb- 
stall of relatively soft leather, with steel reinforcement sewn into 
it along the dorsum and over the tip of the thumb, would be 
adequate. 

Loss of Eyebrows 

Q . — What are the causes of loss of hair from the eyebrows? 

Is there any effective treatment ? A male patient aged 29 has 
had patchy loss of hair from both eyebrows for the last two 
months. The patches are absolutely smooth and no broken 
hair can be seen ; the skin in these areas is otherwise normal. 
There is no itching or soreness. 

A. — This case is almost certainly one of alopecia areata, but 
the location of the changes makes it important to exclude local 
factors or irritation, such as infection in adjacent sinuses or 
teeth or enors of refraction. It is more- probable that the 


It must be remembered that the great majority of cases of 
alopecia areata are transient and of little s gnifirance anl 

I ®“™vndmgs would probably be beneficial 

I? indicated except perhaps to obscure 

the bald areas by means of an eyebrow pencil, 

NOTES AND COMMENTS 

Urticarial Reactmn to PenicQIin.— Lieuten<rnt-Colonel H s! 
^DERSOrV. R.A.M.C. (ret.), writes: With reference to the question 
. and answer under this heading (“Any Questions ? ” June 4 p. toifi) 
I'j^ ^uostioner may be interested in a personal experience.' In March, 
1^48, I was given four injections of penicillin ; the fourth one was 
given at my request. Nineteen days later urticaria appeared, was 
personally treated, and remained troublesome for about- five weeks. 
In September, 1948, 1 received three injections of jrenicilUn. Urticaria 
occurred on the ihirieenih day, accompanied by slrancury and 
haematuna. I was given an antihistamine drug by mouth" for four 
days, but improvemeni was noticeable within 24 hours, and urine 
returned to normal rapidly. 

Treatment of Asthma,— Major Ernest Sovsa (Colombo) writes: 
The association of asthma and leucocytosis in the case mentioned 
in “ Any Questions ? ” (April 23, p. 736) raises the interesting possi- 
bility of an cosinophiUc- reaction, even though this patient’s prerious 
allergic history may not be typical of the eosinophilic respiratory 
syndrome common in the Tropics. I have recently seen two similar 
cases, Both patients were Englishmen in whom leucocytosis had 
been detected a short time previously in London, neither having 
derived any lasting benefit from various asthma treatments. I had 
their differential counts done : one had 15,000 leucocytes per c.mm. 
with 48% eosinophils, and the other had 17,900 leucocytes with 50% 
eosinophils. Examination of the sputum of one patient by a special 
technique' revealed tyroglyphid mites. Oral medication with penta- 
valent arsenic (carbarsone 1 tablet b.d, for five days, repeated after 
an interval of two days) produced the typical dramatic cure in both 
patients, who showed the Herxheimer reaction reported previously in 
the Journal.' A recent review’ of a series of asthmatic cases (in 
Ceylon) with eosinophilia ranging from 1,000 to 50,000 cells per 
c.mm. disclosed occupational and environmental risks of inhaling 
airborne mites in 80% of the cases. Detection of mites in 62% of 
the sputum examinations undertaken was suggestive of pulmonary 
acariasis and confirmed the original findings' that led to this line of 
inquiry. Three series of control cases subjected to identical sputum 
tests g.ive negative results. Pathognomonic appearances of the 
eosinophilic respiratory syndrome were observed in 50% of the 
pulmonary radiographs studied. The strikingly effective thcrapcuiic 
action of organic arsenicais was constant. A few workers in other 
lands have confirmed observations made in Ceylon on the association 
of this eosinophilic respiratory syndrome with pulmonary acariasis. 
Further studies of the aetiology and pathology arc necessary, and 
m'll doubtless be forthcoming, in view of the world-wide interest that 
appears to have been created in this remarkable malady. 

REmtENCES 

1 Carter. H. F.» Wedd, G., and D’Abrcniv V. St. E.» /ndian med. 

~ Soysa E., and jay 3 wardena» M. D. S., BriTfsA ^tedicat Joumat, i945, 1, K 
3 — , J.R. Army m:d. Cps, 1949, 92, I. 


Correction.— H. K. Lewis and Co. are not the publishers of 
Collected Papers: The Middlesex Hospital Medical School (June IS, 
p. 1085). - 
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TUESDAV, JUNE 28 

On ihe Iasi das the meeting resumed at 9J0 a.m., under the 
chairmanship of Dr. E. A. Gregg. The first business was to 
accord a hearty sole of thanks to a number of distinguished 
persons and organizations who had helped to make the stay 
at Harrogate so pleasant for the representatives. Those specially 
thanked included H.R.H. the Princess Royal and the Earl of 
Harewoo<L the Mayor and Corporation of Harrogate, and many 
others who had afforded hospitality ahd service, not least the 
doctors of Harrogate and their ladies. 

The British Medical Guild 

The Chairman of Council (Dr. H. Guy Dain), in reply to a 
request, described the progress of the British Medical Guild. 
.The Guild had now been properly established. The board of 
trustees was constituted of members of Council who had signed 
the trust deed. Arrangements were in process for obtaining 
financial support. So far as general practitioners in the Service 
were concerned Ihe method of collection tvas already in being. 
It had been referred to the Central Consultants and Specialists 
Committee and the Public Health Committee to consider the 
method to be used in those branches of the profession. In 
each area there would be a branch of the Guild with its own 
officers, who would be charged with making contact with all 
members of the profession. 

The Record of Representative Meetings 

Dr. C. R. Barrington (Bromley) moved that the meetings of 
the Representative Body should be recorded verbatim as in 
Hansard and be available for reference. His Division was 
dissatisfied with the length at which the Special Representative 
Meeting was published in the Journal, and thought that, though 
it would entail more expense, everything said should be 
recorded. 

Dr. Hill (Secretary) said he would offer no opinion as to the 
desirability of this or the quality of the volume which would 
emerge, but it would be a very expensive procedure ; and it 
would be unwise on financial grounds to adopt it unless -it was 
thought that the volume would be published and sold in suffi- 
cient numbers to justify the expense. 

Dr. G. Catherine Evans (East Kent) supported the Bromlej- 
proposal. Representatives took a grave responsibility in coming 
there, and at some future time they might be very thankful — or 
tenibly embarrassed — if their actual words could be quoted. 

Dr. Hill suggested that the report as it appeared in the 
Journal, the work of an experienced reporter of Association 
proceedings, was probably more useful than a verbatim record. 

A- representative suggested that any alteration should be in 
the direction of compression rather than extension. Members 
were apt not to read such proceedings, and the longer the 
reports the more likely they xvere to be unread. 

Dr. Barrington said he had read reports of meetings which 
were accurate in wording but misleading in sense ; he was cast- 
ing no aspersions. 

About half a dozen hands were held up in support of the 
Bromiey motion, which xvas lost. 


MEETING, HARROGATE, 1949 

The next two motions were referred to Council. One ssas 
from Lanarkshire, calling for the consideration of measures for 
safeguarding the interests of practitioners who might in the 
future be called for service with the Forces, and the other from 
Westminster and Holborn, requesting the Council to consider 
the advisability of appointing a legal co-ordinating committee 
in view of the increasing complexity of legislation since the 
inception of the National Health Service. 

A motion by Bradford which was put foixtard said the mover 
(Dr, R. H. Sunderland) xvith a desire to remove misunder- 
standing and doubts regarding the status of the British Medical 
Guild, asked the meeting to express the opinion that the only 
organization which could protect the interests of the general 
practitioner tvas one holding the certificate of the Registrar of 
Friendly Sodelies. Questions were raised as to whether such 
a motion was in order, on the ground that two months’ notice 
had not been given, and that if the motion were implemented 
it would involve resdnding the dedsion reached at the Spedal 
Representative Meeting concerning Ihe setting up of the British 
Medical Guild. The Chairman ruled it out of order. 


PRIVATE PRACTICE 

The Chairman of the Private Practice Committee, Dr. I. D. 
Grant, gave a summary of the several matters dealt with under 
this heading which appear in the Annual Report of Coundl, 
and said that notwithstanding the large section of business taken 
over by the General Medical Services Committee it was remark- 
able how many questions remained within the domain of his 
committee. 

Allowances to Medical Witnesses 

Dr. H. F. Hiscocks (South-east Essex), in view of the issue 
by the Home Secretary of new regulations amending the maxi- 
mum allowances payable to medical witnesses giving evidence 
in criminal cases, considered that regulations under which 
maximum allowances were quoted, but not minimum, led to 
inequalities in remuneration and were unsatisfactory. He asked 
the Coundl to approach the Home Office with a view to a fixed 
scale of fees being laid down. After giving an instance of what 
had occurred to a medical witness in his Division, be safd that 
they should demand the rectification of a state of affairs in 
which professional witnesses could be treated in an arbitrary 
fashion, C 

Dr. J. A. Gorslry (Westminster and Holborn) desired to 
strengthen the South-east Essex motion by adding ; “ This meet- 
ing also views with grave disquiet the action of the Home 
Secretary in instructing clerks of courts not to’ pay professional 
witnesses’ fees to whole-time medical officers in hospitals and 
other health services.” The Private Practice Committee had 
appointed three representatives to go to the Home Office to 
make representations on this subject A request that such a 
deputation should be received was, made four or five months 
ago, and they had not had the courtesy of a reply. 

The motion, with the Westminster and Holborn addition, 
was carried. 


2320 
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The Doctor’s Car 

now unnecessary and undesirlbJe. Dr. R FoS'fSdoM 
moved (0 compliment the Cmincil on the design of a S SZ 

iKcw t'ha? tUrr ‘’'f of last year and to resSe 

mZbere of hi should be made available forthwith to 

CVVest Bromwich and Smethwick) hoped 
^ t present meeting restated anything it would be that 
any oaclgc was unnecessary and undesirable. Dr. J. B. W. Rowe 
(Harrow) said that if the badge were made available it would 
stop the sort of thing he saw the other day— a car with the 
word Doctor on the wind-screen, the port side, and the 
rear window. 

Mr. A. Lawrence Abel (Marylebone) held that there should 
be something distinctive about a doctor’s car. England was 
almost the only country where there was no indication what- 
ever, except for' that ^ overdone word “Doctor.” , In most 
countries the registration board of the doctor’s car was pre- 
ceded or followed by the letters “ M.D.” 

The Hendon motion was adopted. 

Dr. H. H. Goodman (Newcastle-upon-Tyne) moved ; “That 
this meeting is not satisfied that the profession receives a suffi- 
cient ineasure of priority in the delivery of new cars.” The 
profession should insist on a return to some priority. Any 
doctor now using a pre-war car should be eligible for imme- 
diate supply of a new one. 

Dr. Grant said he made no pretence that the car position 
was satisfactory, but it was not nearly so bad as Dr. Goodman 
would have them believe. In January of this year the position 
was so bad that the Association finally got the car manufac- 
turers to agree to Vhat was called a hard core of doctors’ cars 
which really required replacement. The number. of “hard 
core ” cases submitted by the Association to the manufacturers 
was 3,290. The manufacturers took the matter up with the local 
agents, and as a result of their investigations they cut out 
457 of these cases as not being justified. Since January 
2,086 cars had actually been delivered, and they had an assur- 
ance that' within a very short time the remaining 25% would 
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Worc^rn? onri" was referred to the Council. ^ 

ZrreJd fn^h ^^presentative said that board 

ffie recruit Whv^Z'"® 

Dr rZ compensate the overworked doctor'’ 

Dr. Grant said it. was not possible to get Territorial recruits 

£keTZr”m-°" '” 1 ^^^ day-time. It would be difficult, having 
asked for this work, now to demand a higher fee. The cases 

""dZm x! "'^ 1 ! business. 

Dr. Mona MacNaughton (Newcastle-upon-Tyne) drew atten- 
tion to the inadequacy of the rate of salary offered to medical 
students of approved schools in view of the nature and amount 
of work entailed. She applied various criteria to enforce her 
argument that this irork was underpaid. Among other points, 
the children were difficult, and it was not suitable for them to 
attend at the surgery. 

Dr. Grant said he was very much in sympathy with regard to 
the capitaUon fee in this instance, but with regard to the time 
spent m the school, this had been estimated for a school of 
100 pupils at about one hour per week, for which the doctor 
received a salary of £75 a year. If information were forth- 
coming that the doctor had spent much more time than this it 
would be a .,good case for more remuneration, but for the 
coming year the present scale of fees might very well be 
accepted as a temporary measure. 

The motion was referred to Council. 

Reports to Insurance Companies 

Dr. J. C. Arthur (Gateshead) asked the meeting to reaffirm 
a- resolution it passed in 1937 concerning payment for reports 
to insurance companies furnished after the death of patients 
\yho had been accepted for insurance without medical examina- 
tion. This resolution affirmed that in such circumstances the 
certificate should be obtained direct from the medical practi- 
tioner of the deceased, that it should not be furnished without 
the previous consent of the nearest available competent relative,' 
and that a fee of not less, than half a guinea should be paid by 
the insurance company for such certificate. This was amended 
.in 1939 by a resolution calling for the discontinuance of the 
practice of giving “ duration ” certificates to insurance com- 
panies, or to the relatives at the request of such companies. 


be allocated to the profession. A debt of gratitude in this . .relating to the health of their patients before death, and asking 


respect was owing to Dr. Potter, the Assistant Secretary, and 
his staff. Everything possible was being done. 

Dr> P. C. jVfcKiniay (East Torksfiire) moveci as an amend- 
ment : “That the strongest possible pressure be applied by 
B.M.A. Headquarters to the appropriate Government Depart- 
ments to obtain release of cars for doctors instead of the method 
of persuasion through motor-trade channels.” (Jars essential 
for the National Health Service were the responsibility of the 
Ministry of Health, and it was for the Minister to. put pressure 
on the appropriate'Government Department. It was a blow to 
the prestige of the B.M.A. if members Jiad to turn to other 
organizations to help them. . . 

Dr. Grant said that the action suggested by this amendment 

had already -been taken. . , u j 

A representative said that the only yvay a fellow-doctor had 
been able to get his car was by being fined at Bow Street 
, because his car was not fit to be on the road. , 

The East Yorkshire amendment was carried, with the addi- 
■ lion of the words ; “ and instructs the Council to take positive 
action forthwith to remedy this situation.” , 

Fees 

Mr. H. W. Harvey (Marylebone) moved to call the attention 
of Jhe British Red Cross Society, the St. John Ambulance Asso- 
ciation, and the Home Office to the resolution passed, at the 
last Annual Representative Meeting concerning fees for first- 
aid lectures and examinations (a minimum of one and a halt 
guineas for, each lecture, with mileage). This was in of 
what was stated in the Annual Report of Council (para .85). 
Z. Grant said he understood that in the great majonty of 


that practitioners refuse to issue certificates in all such cases. 

- The motion was accepted by the Chairman of the Committee, 
and approved^ by the meeiws- 

Routine Examination of Nurses 
'Dr, E. C. Dawson (Derby) moved to. instruct the Council to 
press for the payment of fees to practitioners engaged in the 
routine medical examination of nurses. He said that this had 
nothing to do with the treatment of nurses in illness. Before 
the Act the honorary medical staff of the hospital examined 
these nurses- periodically, never expecting remuneration, but 
taking it as part of their job, but under the Act it was thought 
that they should receive remuneration. Fees were paid for 
lectures to nurses, and there should be a fee for examinations 
of the kind mentioned in this motion. ."There was also the 
general-practitioner angle. General practitioners in their sur- 
geries had applications for examination from young girls who 
were proposing to become nurses. They were in some cases 
in difficulty as to the sort of examination required, and were 
rather embarrassed about asking these girls for fees. 

Dr. W. Jope (Council) said that at a meeting with the Ministry 
of Health a few weeks ago it was stated that arrangements had 
been made for the payment of fees to general practitioners for 
the examination of nurses to be employed under Regional 
Hospital Boards, and also of nurses changing from the area of 
one board to another. ' He believed the fee was one guinea. 
The Derby motion was accepted. 

Df. J. C. McMaster (West Somerset) moved to ask the Coun- 
cil to represent to the appropriate bodies the need for raising 
the fee of one guinea now recommended for the examination 
of candidates for appointments under the Regional Boards and 
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Local Executive Councils, and of half a guinea for emigration, 
to the same level as that of examinations for life assurance — 
namely, one and a half guineas. 

Dr. Grant said that so far as the emigration fee was con- 
cerned the Private Practice Committee would be in entire agree- 
ment with the motion. With regard to the other part of the 
motion he asked that it should not be passed. The c.xaminalion 
was not in any way commensurate with a life assurance exami- 
nation. and the fee of one guinea was not inadequate. 

The motion was referred to Council. 


OCCCPATIONAL HEALTH 
Ethical Rules for Industrial Medical OITiccrs 
Dr. J. A. L. N aughan Jones, chairman of the Occupational 
Health Committee, moved for approval the revised statement 
of the duties of and cthic.iI rules for industrial medical officers, 
which appeared as an appendix to the Annual Report (Sitp- 
plement, April Z) He said it had been widely felt that these 
rules, first formul.ited in 1937, were in need of examination. 
He paid a tnbuie lo the considerable assistance which his com- 
mittee had rcceued from the Ethical Committee, under the 
chairmanship of Dr. I. G. Thwaites. The duties of occupa- 
tional medical oft cers had been extended under the modem 
conception of hew Jr. with its greater emphasis on preventive 
work. No fundamental change had been made in the rules, 
but the rearrangement svas advantageous. 

The resised staiement was approved. 


Comprehensive Occupational Health Sersice 


Dr. Vaughan Jones further moved the adoption of the report 
on "A Comprehensive Occupational Health Sen’ice ” which 
appeared as an appendix to the Supplementary Report of Coun- 
cil {Supplement. May 21). In doing so he said that this subject 
was not thought to be urgent until last year, when it became a 
priority question. The need for a national occupatrfinal health 
serxice had long been recognized by the Association and other 
important bodies. With the nationalization of industries fol- 
lowing the coming of the Government into power in 1945, a 
mushroom growth and incoordinated development of indus- 
trial medical sendees had taken place. This piecemeal develop- 
ment was extremely wasteful of medical and nursing personnel. 
Occupational health osyed a considerable debt to the initiative 
of private enterprise in the industrial field. The greatest need 
was in the small factories. There was obvious need for the 
closest relationship between the National Health Sendee and 
the occupational health services. The Prime Minister had 
announced in the House of Commons on June 1 that the 
Government had recently been considering the relationship 
between the National Health Sendee and the various health 
sendees provided in industry which made a call on medical 
man-power. The endeavour was to secure that the country's 
limited medical resources were used to the best advantage. 
The Prime Minister had appointed a committee to advise the 
Government on this matter, and it was very satisfactory that 
two of their members. Dr. Jope and Dr. Talbot Rogers, were 
on that high-level committee. (“ Hear, hear.”) 

There was a definite tendency on the part of some people. 
Dr, Vaughan Jones continued, to consider the development of 
the occupational health sendee as a whole-time salaried service. 
This idea must be countered at the earliest possible opportunity. 
General practitioners suitably trained acting in a part-time 
capacity must play a major part in the development of this 
sendee. The assistance of all branches of the profession would 
be required, but the bulk of the svork must and would be done 
by general practitioners. Therefore it was considered essential 
that an announcement should be made now. There was no sug- 
gestion that this sendee could become a nation-wide one on an 
appointed day. 

Dr. W. N. Leak (Mid-Cheshire) drew attention to the para- 
graph in the Annual Report which was headed “Prescribing 
by Industrial Medical Officers.” He said that under the new 
Act conditions were changing. A practice was developing in 
certain parts of the country whereby patients were asked by 
their own doctor to go to the factory and get treatment. The 
changing circumstances of industrial life and the pressure on 


doctors’ surgeries bad brought about new ethical and social 
problems. In some areas this kind of thing had reached such 
proportions that it had become a real industrial issue. The 
Council should consider the conditions which were growing up. 

Dr. Vaughan Jones said he would accept this as a reference 
10 Council. The matter had already been referred to the 
General Medical Services Ciommitlee, and they had had the 
benefit of the opinion of that committee in relation to it. 

The report was adopted. 

NURSING 

Dr. Mary Esslemont (chairman of the Committee on Nursing) 
presented this portion of the Reports of Council. She outlined 
what had taken place in Parliament since the report was pub- 
lished. The Nurses Bill had passed through the Committee and 
Report stages in the House of Lords, and efforts had been 
made to secure amendments in the direction which the Council 
thought appropriate, and further amendments would be sought 
in the Committee stage in the House of Commons. She 
concluded by expressing the thanks of the Committee to 
Dr. Macrae, Deputy Secretary, for all his help in connexion 
with the work. 

Dr. C. F. Mayne (Plymouth) asked that the Committee on 
Nursing should take up the question of certain anomalies. He 
referred in particular to the striking contrast between the salaries 
paid lo highly trained nurses of all types and the clerical estab- 
lishment of hospitals. A senior sister in his own hospital 
received £250, plus £120 emoluments, subject to income tax ; 
a junior £180 and £120 respectively, a senior 'staff nurse £150 
and £100, and an assistant nurse £200 inclusive of emoluments. 
On the other hand, a shorthand typist received £380, an appoint- 
ments clerk £380, and a junior clerk — really an office boy — 
£160 as a starting salary. 

Dr. Esslemont said she would bring these facts to the notice 
of her committee. 

“BRITISH MEDICAL JOURNAL” 

Dr. O. C. Carter (chairman of the Journal Committee) said 
he had a very satisfactory statement lo make with regard to 
the Journal. The circulation had steadily increased owing to 
the continued rise in the membership of the Association, but 
also to the increased circulation among non-members. This 
circulation, among non-membets stood at the present moment 
at about 10,000 copies a week. During this last week the record 
number of 6S,000 copies of the Journal were posted. During 
the last 12 months a quarter of a million more copies had been 
published than during the year before. In addition the Journal 
had increased in size. In fact, in this last year a complete set 
of Journals bad contained 800 more pages than in 1947. This 
great increase had thrown a tremendous strain on the printing 
capacity by the flat-bed process. The service received had been 
first class, but the Journal had outgrown that method of print- 
ing, and it had been decided to revert to printing by rotary 
press. It was important that quality of production should not 
be sacrificed to speed. With regard to the contents of the 
Journal, every shade of opinion was expressed. The original 
articles published continued to be of a very high order. “ Any 
Questions ? ” was still a very popular feature, and questions 
were received from every part of the world. 

The quarterly journals maintained their high academic stan- 
dard, but the cost of printing and other serxlces had risen 
rapidly, and the Council was now finding it necessary to increase ■ 
the subscription to the quarterly journals — a subscription rate 
which had remained unchanged since 1926. He submitted the 
report with confidence. Between the covers of the Journal was 
all that was best in British medicine, and by means of the 
Journal the prestige of the British Medical Association had 
been maintained and enhanced. 

A Popular Health Journal ^ 

The report under “British Medical Journal” having been 
adopted. Dr. Carter went on to move that the Association under- 
take the publication of a popular health journal, the date for 
its inception to be determined by the Council in the light of 
the financial position of the' Association then obtaining. He- 
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■ a monthly journal was intended, containing some 

pages and cover, and fully illustrated. It was felt tbat this 
ctve practical public relations of the first order. It would 
give the profession an opportunity of giving public advice on 
Jhe ^roadcst aspect. The Committee had had 

the advice of two editors of popular publications. It might be 
publishing house had not taken it up 
The difticulty was the medical staff. Such a publication was 
considered to be a job for a medical organization with lay help 
rmher than for a lay organization with medical help. The 
Oommittec was confident that the Association could success- 
fu ly produce a first-rate journal which would be of enormous 
value not only to the Association but to the whole profession 
and the public at large. 

- In reply to a question as to whether they could be assured 
that such a journal would be kept completely free from medical 
politics. Dr. Carter said, "Quite definitely, yes.” 

A Voice; Why? 

Dr. Carter: Politics would completely destroy the value of 
such a journal. 


SUPPLEMENT TO 75K 
British Medjcal Jourkal 


profession. But he did not believe 


It 


The motion approving th’e publication 'of the new journal 
was carried. 

Apathy in the Profession 

Dr. A, W. Gardner (Brighton) moved a resolution “viewing 
with profound regret the apparent apathy in the profession” 
and instructing the Council to use the editorials of the British 
Medical Journal as much as possible to rouse members of the 
profession to realize their responsibilities in the outcome of the. 
present conflict. He said it seemed to his Division that more 
use should be made of the Journal to stimulate members of the 
profession and to dispel apathy. More stimulating articles 
should be written, and in plain English. This would help the 
Divisions considerably. 

Dr. C. P. Wallace (Guildford) moved as an amendment that 
the Council ‘be requested to confer with the Editor and the 
Journal Committee with a view to making the Journal more 
easily readable and therefore more effective as an organ of 
medico-political opinion. The Journal, he considered, was in a 
^ large degree responsible for the apathy at the periphery. Too 
often the scientific articles which appeared were more suitable 
for specialist journals, and others were produced by intellectual 
sfiobs. With regard to the Supplement, he urged that it be pro- 
duced in a more popular form, even at a cost to the Association. 
He could not agree to the Brighton proposal to instruct the 
Editor. The Editor, in his view, was comparable to a judge 
on the bench or a bishop in his diocese. He was in a most \ 
privileged position, and it was most reassuring to have heard 
Sir Lionel Whitby the previous evening say that he had been 
impressed by the integrity of the Editor. He himself would 
abhor any suggestion that the Editor should be told to put this 
or that in next week. An editor would be right to resent such 
dictation. Jf they were not satisfied with him they should tell 
him so, discharge him, and compensate him adequately. But 
he did urge that an effort should be made to -publish the Journal, 
and particularly the Supplement, in a more popular form. 

' Dr, R, G. Gordon (Council) hoped the Representative Body 
would not countenance any coercion of the Editor. The Editor 
had done extraordinarily well. (Applause.) Why should the 
Journal be blamed because a certain number of practitioners 
did not Jake the trouble to see whether it was interesting or 
.not ? In actual fact he was quite convinced that although some 
'lO or 15 years ago it might have been true that a number of 
copies were left unopened, this no longer held good. To-day 
the correspondence columns and the response to “Any Ques- 
tions ? showed that a very lively interest was taken in every- 
thing published in the Journal. But Dr. Carter would not mind 
him saying that the Council through the Journal Committee was 
constantly examining the situation and frying to make the 
Journal more acceptable to all parts of the profession. A 
balance had to be kept, and he thoMht it was being kept so 
’ far as the paper situation would alio'w) 

' Dr. Carter said it was the fact that in every walk of life 
there was considerable apathy nowadays, and it was unlikely 
th.at the apathy throughout the country would not find some 
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Journal Ihh S ' T all that went in the 

S The Sr f f of material which he was instructed 

hL beS, for stimulus, he thought there 

bad been nothing more stimulating than the reports which 

Renew! 5«pp/e/new under the heading “The Secretary 

Reports. It was impossible for a committee to dictate to' the 
/ouriitil, but with regard to all medico-political articles the 
Editor was in close consultation with the Secretary. There was 
the closest co-operation between the medico-political arid the 
editorial side. (Applause.) 

It was moved and immediately agreed to proceed to the next 
business. ' • 

FINANCE 

Mr. A. M. A. Moore (Treasurer) presented the financial state- 
ment He referred to the serious loss which the Association had 
sustained in the passing of Dr. Bone. The Finance Committee 
in particular mourned a very distinguished figure. Last year 
was one of heavy expenditure, and for the first time in 30 years 
there was a deficit on the year's work. This deficit was antici- 
pated from the approximate calculations of the previous year. 
A large proportion of the additional expenditure could be attri- 
buted to -the Association’s campaign prior to the introduction 
of the Act. Further deficits must be expected unless the income 
from subscriptions was increased. The assets as represented by 
the Association building and its contents had been written down 
on a generous scale. He drew attention to the amount spent 
on capitation grants, regional otfices, and other matters of local 
organization — namely £32,29$ — and to the central rneefing ex- 
penses — £20,836. He mentioned these items in order that the 
Representative Body might be fully aware of the need for 
increased income. 

Increase of Membership Subscription 
.The Treasurer moved the adoption of a recommendation of 
Council that as from Jan. 1 next the membership subscription 
rates (except for members of not less than 40 years' standing, 
those retired from practice with not, less than 10 years’ member- 
ship, and members resident outside Great Britain and Northern 
Ireland) be increased. The proposed increase in the ordinary 
subscription is from three guineas to four guineas ; that for 
other categories is set out in the Annual Report of Council 
(para. 116). 

He added that from what he bad said already it would be 
quite apparent that the time had arrived when the Association 
must increase its income. If the membership was maintained 
—and he personally bad no doubt on that point— it %vas esti- 
mated that this increase in subscription would bring in an added 
income of between £30,000 and £35,000. 

An amendment by Cardiff that the subscription of medical 
officers in the Public Health Service who received no income-tax 
allowances in resj^ct thereof should remain as at present was 

referred to Council, , 

Dr. C. Watney Roe (Chelsea and Fulham) opposed the pro- 
jected increase to four guineas. The estimated deficit for 1949 
if the subscription was not increased was only £10,000, but 
an increase of one guinea in the ordinary subscription would 

bring in another £60,000, . . 

' The Treasurer pointed out that the assumption that the 
Increase was equivalent to an extra guinea for every member 

iKwiv i . - . f\Art 


was quite erroneous. 


The increase would be between £30.000 


and £35,000. He added that the subscription to the Association 
had been three guineas for the last 26 years. Compared with 
similar bodies in the Dominions,' it was still a very low 

subscription, _ 

The recommendation of Council to raise the subscription 
rates in the manner set out was carried by a very large majority. 

A Welsh representative pointed out the very small amount 
down to the Welsh Committee as compared with the Scottish 
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Mr Moore mentioned that 
£10,000 had been allocated to Males for the purchase of a 
M'clsh House. 

The business under ** Finance ” \sas approved. 

Further Business 

.*Vl this point the Chairman said th,ii there was great pressure 
on the time of the meeting, which must he concluded by a 
certain hour. He begged those who brought forward motions 
not to make speeches unkss the motions were opposed. 

Dr. J. G. Thwaites. chairman of the Central Ethical Com- 
mittee, in bringing forward the report under “ Medical Ethics,” 
referred to the impact of the National Health Service and the 
increased influence of by administrative bodies as affecting 
medical ethics. It had been necessary to take action in several 
cases successfully on questionarics which medical men in the 
Service were cspccled to fill up and which involved a breach 
of professional secrecy. The high ethical standard of the pro- 
fession had been well maintained. He closed with a tribute 
to his predecessor. Dr. N. E. Waterfield, in the chair of the 
committee. 

A motion by Kensington and Hammersmith asking that the 
pamphlet on mcdic.tl ethics be issued not only to newly qualified 
medical practitioners but also to all overseas practitioners who 
had arrived in this country during the last 10 years was accepted. 

Recommendations of Council concerning mortuary accommo- 
dation and pathological facilities and also concerning mobile 
laboratories were approved. These were amended versions of 
the paragraphs on these subjects which had appeared in the 
previous Annual Report of Council. 

Dr. R. 'G. Gordon (Council) formally moved the reports 
under " Nutrition " and under " Science,” With regard to the 
latter he said it was unfortunate that it always came late on 
the agenda, and us uncontroversial character kept it in the 
background ; but it represented some highly important work. 
The chief duty of the Science Committee was the allocation of 
prizes. A very htgh standard of entry had been reached this 
year. 

Major-General Sir Percy Tomlinson (Council) brought for- 
ward the report under “ Armed Forces ” and mentioned the 
comprehensive character of the Assodation’s Armed Forces 
Committee, which now' represented all aspects of the Services. 

The reports under “ Public Relations,” “ Scotland,” and 
“ Wales ” were moved formally. Dr. R. P. Liston, chairman 
of the Films Commiftee, moved the report under “ Medical 
Films,” and spoke of the " farce ” of the procedure whereby 
motions were taken in this hurried manner. The Chairman 
(Dr. Gregg) took strong e.xception to the word ” farce.” 
Dr. Liston, however, continued to make his objection. The 
same thing, he said, occurred every year, and it was a reflec- 
tion on the platform that so many important motions should 
have to be dealt with at the end of the meeting in this summary 
manner. 

' The reports under " International Relations ” and under 
“ Medical Benevolence ” were similarly taken, and this con- 
cluded the Annual and Supplementary Reports of Council. 

A motion by Torquay was accepted by the Chairman of 
Council — 

That in order that the Association should become a potent instru- 
ment in obtaining satisfaction, the Council should bend all its 
energies in the coming year to aiming the Association with the 
necessary power to enforce their demands. 

Thank You 

Dr. J. C. McMaster (West Somerset) moved : 

That this meeting desires to express to the Chairman and members 
of Council and its officers their congratulations and thanks for the 
excellent work which has been undertaken, as evidenced by the 
Annual Report of Council, and their continued confidence in the 
Council, 

This was carried unanimously. A further motion by 
Dr. D. L. S. Johnston (Halifax and Todmorden) expressed the 
thanks of the meeting to Dr. Gregg for his able chairmanship, 
and this was carried by the representatives rising in their places 
and applauding. Dr. Gregg made a suitable acknosvledgraent. 


He said he had tried to do his best to get through an immense 
amount of work in a limited time, and if he had offended any 
or been guilty of wrongful tactics or omissions he apologized. 
The meeting closed at 12.30 p.m. 


ADJOURNED ANNTJAL GENERAL MEETING 
President’s Address 

The Adjourned Annual General Meeting was held in the Royal 
Hall, Harrogate, on the evening of June 28, with Dr. C. W. 
Curtis Bain in the chair. The hall was filled with a distin- 
guished assembly, many wearing academic gowns. The Mayor 
and Mayoress of Harrogate were among those present. 

The Chairman of Council first introduced to the President 
the following delegates from kindred associations: Major- 
General G. B. Denit and Lieutenant-Colonel 3. W. Regan 
(American Medical Association), Professors Demuth and 
Feih’nger (Austrian Nfcdical Association), Dr. Edna Guest 
(Canadian Medical Association), Dr. A. Clausager-Madsen and 
Dr. V. A. Fenger (Danish Medical Association), Dr. P. Moran 
and Dr. P. T. O’Farrell (Medical Association of Eire), Dr. 
Olafur Bjamason (Icelandic Medical Association), Dr. E. Rabau 
and Dr. H. Steinitz (Medical Association of Israel), Dr, Eilert 
Eilertsen (Norwegian Medical Association), Dr. E. H. Cluver, 
Dr, J. Harvey Pirie, and Dr. A. H. Tonkin (Medical .'Associa- 
tion of South Africa), and Docent Stig Bersens (Swedish Medical 
Association). 

The distinguished foreign guests next introduced were: 
Professor Hilding Bergsttand (Stockholm), Dr. Robert A. Hing- 
son (Baltimore), Dr. 1. Lbvset (Bergen), Dr. Winifred Pitkin 
(New York). Professor Stefanopoulo (Paris), and Dr. Leon 
Unger (Chicago). 

Representatives and delegates from Overseas Branches of the 
B.M.A. included: Dr. F. W. Hanford (Northern Rhodesia), 
Dr. D. E. Thompson (Tanganyika). Dr. D. R. Bellctty (Assam), 
Dr. W. Balendra, Dr. S. L. Navaramam, and Professor C. C. de 
Silva (Ceylon), Dr. R. E. Anderson, Dr. R. B. MacGregor, 
Professor J. K. Monro, and Dr. A. A. Sandosham (Malaya), 
Dr. J. Coen, Mr. N. McAlister Gregg, and ^fr. G. C. Halliday 
(New South Wales), Dr. J. Lloyd Simmonds (Queensland), 
Dr. R. A. Burston, Dr. L, LI. Davey, Dr. W. M. Irwin, Dr. 
H, M. Jay, and Dr. Peter W: Verco (South Australia), Mr. G. E. 
Foreman and Dr. G. T. James (Victoria), and Mr. Henry H. 
Hill (Western Australia), Dr. Salvatore Debono (Malta), 
Dr, P. J, Fogarty, Dr. Owen Johnston, and Mr. Norman C. 
Speight (New Zealand), and Dr. C. J. Austin (Fiji). 

The Gold Medal 

The Chairman of Council said that the next item on the 
programme was a sad one. It was a posthumous presentation 
to Mr. Alan Bone, F.R.C.S., of the Gold Medal of the Associa- 
tion which was awarded to his father, the late Dr. J. W. Bone. 
Dr. J. W. Bone was a very faithful servant of the Assodation, 
whose loss they all mourned. The medal was accompanied 
by a testimonial setting out Dr. Bone's record of work. The ■ 
testimonial concluded: 

In you the Coundl admires a colleague of high capadty and wide 
learning, the pronuse of whose early academic brilliance has been 
amply fulfilled in the years of maturity. It salutes in you a man 
greatly gifted in the handling of practical affairs, persuasive in debate, 
and skilled in the art of negotiation, independent of mind yet ever 
attentive to opposing arguments and ever responsive to the daims of 
comradeship. In sincere appredation of your outstanding achieve- 
ments, and gratefully recognizin’g that the many and exacting public 
duties which you have undertaken have been fulfilled with a com- 
pletely unselfish and single-minded devotion to the welfare of the 
Assodation and of the whole profession, the Coundl delights to 
confer upon you the highest distinction within its gift. 

The Association prizes were next presented: the Middlemore 
Prize to Dr. A. A. Douglas (Birmingham) for his essay on 
“The Value of Orthoptics in the Treatment of Squint”; the 
Nathaniel Bishop Hannan Prize to Dr. F. Hampson (Grimsby) 
for his essay on “ Endometrial Biopsy ; Studies on the Norma! 
and Pathological Histology of the Human Endometrium.” 
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The Dawson Williams Prizes were then presented to Dr. J. C. 
Spence (NeweaslIe-upon-Tyne) for his research into diseases of 
children, and to Professor , Alan Moncrieff (London) for his 
work in the field of child health.' Nurses’ prizes were also 
presented, the first to Miss G. Kenneth (Malvern) and the 
second to Miss E. A. B. Davis (London), these in a competition 
for State-registered nurses not working in hospital. Miss Jean 
Gumming (Middlesex Hospital) won the prize for student 
nurses. Prizes were presented to the following medical stude:nts 
for their essays on “ The Value of Observation in the Training 
of the Medical Student.” 

Mr. L. H. Berman (Edinburgh), Mr. H.,Ji Bland (Bristol), Mr. 
H. J. Dawson (Leeds), Mr. M. H. Gough (St. Thomas’s), Mr. J. S. 
Kennedy (Glasgow), Miss Mary C. Shaw (Bristol), Mr. M. H. Sheard 
(Manchester), Mr. G. T. Smerdon (Oxford), and Miss S. M. 
Taubner (Royal Free), ' • 

Lady Whitby invested Mrs. Bain with the President’s Lady’s 
Badge. In so doing she said how much she had enjoyed her 
term of office and the friendliness with which she had been 
everywhere received. - Mrs. Bain said that she felt she was 
accepting this decoration on behalf of doctors wives all over 
the country, who had to run their houses, bring up their 
families, and often act as unofficial assistants. _ 

The President then delivered his Presidential Address on 
“ Man and the Machine,” which was published ip the opening 
paces of the Journal last week. 

Finally Dr. E. A. Gregg, Chairman of the Representative 
Bhdy, proposed a vole of thanks to the President for an address 
of great weight and scientific interest. They were all indebted 
to Dr. Bain for having prepared and delivered an address so 
carefully constructed' and documented. The -vote of thanks- 
was heartily accorded, and the formal proceedings terminated. 

The meetinc was followed by a reception given by the 
President and Mrs. Bain. The numbers attending 
that the guests had to be divided. Some 600 proceeded to the 
Royal Baths, and an equal or greater number remained in the 
Royal Hall. Dr. and Mrs. Bain received their guests at each 
plaLin turn. Light refreshments and music were provided.. 


PROCEEDINGS OF COUNCIL 

Monday, June 27 

The last meeting of the old Council was in the Counal 
loom of the Municipal Offices, Harrogate, on Monday, June 27, 
vith Dr. H. Guy Dain in the chair. , j 

The congratulations of the Coundl ^^f^VrecenuJ 

members of the Association upon whorn honours y 

E inferred by H.M, Ihe Kins. eont«“ 

they would note with special pleasure c.Lcii the 

upon Mr. H. S. Souttar, a former Chairman Conn , 
C.B.E. for Professor Picken, a prominent r ’ 

n R P fnr Dr N E Waterfield, a present memoer. 

*ASe?'was read from the Medical Secretary 
AsVociation of Eire thanking the Association great k, 

ness in arranging to lend that body *e^surn of £ 0,000 over_^ 
term of twenty years, and without any interest, su j 
conditions as to repayment. . ko me 

,- On the motion of Dr. Pridham, the Council 
request of a large number of members of the Group, 

formation of a Tuberculosis and Diseases of the Chest Gr p 

Association Prizes 

Dr. R. G. Gordon, for the Science Committee, 
ward recommendations for the awards of the ^ .Lj 

These included the Nathaniel Bishop Harman ^ P 

for medical students, the Association prizes for nurses, ano 
various scholarships. A variation been made m the 

Association prizes for medical students, for which a , 

S3 essays had been received, and the Committee 
Ae CoScil agreeing, that a total of ten national pnzes each 
consisting of a -certificate and a cheque for £25. should 
awarded. . ' 


Public Health , 

Dr. James Fenton, chairman of the Public Health Committee, 
presented a report on various outstanding matters. These 
included a statement prepared by the Joint Subcommittee (of 
the Central Consultants and Specialists, General Medical 
Services, and Public Health Committees) on the report of the 
Working Party on Midwives. The Association supported many 
of the recommendations of the Working Party, but ‘felt that 
those concerned should recognize that there was no acute crisis 
in the midwifery profession. Tribute was paid in the com- 
ments to the continuous efforts which had been made during 
the last- twenty years by the Central Midwives Board, the 
College of Midwives, individual tutors, and matrons, to develop 
.the profession, and it was considered tha.t the best results in 
the future would be achieved by fostering these existing agencies. 

A report on action taken was presented by Dr. Wan'd for the 
General Medical Services Committee. It concerned the position 
on remuneration, inflation of doctors’ lists, and other matters. 

The Central Consultants and Specialists Committee reported 
that the Minister of Health had decided to appoint a depart- 
■mental committee to advise , how the statutory registration of 
opticians could best be effected and what qualifications should 
be required as a condition of registration. The Council decided 
that the Faculty of Ophthalmologists, the Royal College of 
Physicians, and the Royal College of Surgeons should be invited 
to co-operate in setting up a joint committee to prepare a state- 
ment of the profession’s requirements in this respect, and to 
collect evidence in support thereof for submission to the depart- 
mental committee. The Council appointed three represcniapves 

to the Joint Committee. , v a,, c, i 

The Council had before it a confidential report by Mr. tst. i. 
D Buxton on his visit to Greece as a B.M.A, lecturer, discussing 
in' particular a number of problems .concerned vwth orthopaedic 
■ surgery which he had encountered during his stay in that 
'count^. Mr. Buxton was heartily thanked for a valuable report, 
the rewmmendations of which would he forwarded to the 
appropriate quarters. 

Wednesday, June 29 

The first meeting of the new Council was held in the Municipal 
Offices, Harrogate, on June 29. ■ 

Election of Chairman 

Htsriission Dr. E. A. Gregg was unanimously elected 
rhiimim of Council He said be could not think that any 

The Retiring Chairman i 

T6e TeSS 'if 5!: 

offii bTS to™ M »” ‘'“f'r' 

important omces, oui z . . jmeresls of the 

devotion to the Assoc at unselfishly than Dr. Dain. 

profession had spent B experience practi- 

The speaker was able to recall V I chairman. 

cally the entire ^t,en he was an ordinao' 

He j„^,urance Acts Committee. From then onwards 

(member of the insura persistent worker on 

he bad been the f .l... unew so well. As 

behalf of lus Profe^o CoLittce, of the Conferenw 
chairman ,Cnel Committees, of the Representative 

of Local ffie CouS alv^ays he had been the 

Body, and, oretending to no gifts of oratory, but 

s^e Dam, was outstanding and unforgettable, 

offenng an, examp ^nvone like Dain before — I say that 
Sest fear If contradiction. We have had all 
had done ^'onderful work, and 
iThave apprTc afed ffiem, but Dr. Dain stands by himself. 
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On your behalf 1 offer him the very sincere thanks of this 
Council and of the Association for the magnificent work he 
has done on our behalf." 

The members of Council rose in their places and applauded. 

Dr. Dain, in response, said he could imagine no greater 
opportunity for the development of character than to have 
served the Association. Any qualities which he might possess 
at the moment had been developed over the years in his con- 
mets with members of the various committees and of the 
Council. He was unable to imagine anything he could have 
enjoyed better, and if anybody had had any fun out of it he 
sure it had come to him. He had always held that respon-. 
^ibility was the salt of life, and this had been his during the 
iast five rears in good measure. He had been very happy in' 
tihe work. The atmosphere in the Council and in the Associa- 
'don generally had been delightful ; the friends he had made 
had been many, and he would not have missed a minute of 
the experience. In latter years the Association had given him 
the opportunity of extending his travels and his friendships 
overseas, and it had been a highly interesting and exciting 
experience. He had now felt that it was proper and right 
that he should bring his term of office to an end, but he hoped 
do be able to continue as a member of Council for a while 
and to serre on a number of committees in whose work he was 
specially interested. 

New Members 

Twelve new members of Council were welcomed. 

Dr. Wand, who was ex officio a member of Council by virtue 
of his chairmanship of the General Medical Services Committee 
and was also one of the eight elected by the Representative 
Body, said he would prefer to have it in the records that he 
was a member of Council by the votes of his colleagues rather 
than by virtue of his office, and it was agreed that some words 
should be found to denote this. 

Dr. Dain read a letter he had received from Dr. J. A. Ireland, 
no longer a member of Council, expressing appreciation of the 
kindness and consideration he had received at his hands during 
the last six years. , 

Committees 

The Council proceeded to the election of its own members 
on the Standing Committees and to the reappointment of such 
Special Committees as had not discharged their reference. The 
composition of the International Relations Committee was 
widened to include the chairman of the Board of Manage- 
ment of the Empire Medical Bureau and representatives of 
the British Council and of the British Medical Students’ 
Association. 

It was intimated that the Central Medical War Committee 
had been asked to continue until the end of 1949, but it was 
expected that it would then cease to exist and that the Govern- 
ment would form a small committee of its own to carry on the 
work. 

N.H.S. Conciliation Machinery 

The Council then unanimously agreed to the passing of a 
resolution expressing surprise and regret at the Government’s 
decision to withhold from the medical profession the right to 
have disputes referred to arbitration ; 

This decision (the resolution continued) is a violation of assurances 
and carries with it constitutional' implications of the gravest character, 
involving open discrimination against professional workers by deny- 
ing to many of them the rights freely accorded to others engaged in 
nationabservices. 

Autonomous Bodies within the Association 

Following upon the Bournemouth resolution in the Repre- 
sentative Meeting asking the Council to appoint a special cora- 
riittee to consider and report on the situation created by the 
formation of autonomous bodies within the Association and 
their relationship to the Representative Body, the Council 
appointed a special committee of 15 members, including the 
Chairman of Council, Sir Lionel 'VSTiitby, and Dr. Dain, its 
terms of reference being the words of the Bournemouth motion, 
and it was expected that it would bring in an interim report in 
October. • ‘ 


Other Business 

The report of a Joint Committee of the B.Mjk. and the 
National Veterinary Medical Association was before the Coun- 
cil, but it was stated that the veterinary body was still con- 
sidering a number of the points, and general approval was 
accordingly deferred. 

A report of a Joint Committee of the B.MJ^. and the Pharma- 
ceutical Society was submitted, and its three recommendations 
were approved as follows ; 

That it is undesirable that a doctor and a pharmadst should 
practise from the same premises unless each has a separate address 
and there are separate means of access to the two addresses. 

That it is undesirable that a doctor should have a finandal interest 
in directing his patients to a particular chemist when there are other 
chemists in the area. 

That in order to preserve the" prindple of free choice and to avoid 
abuse it is undesirable that a doctor should recommend a particular 
chemist, or a chemist a particular doctor, unless he is specifically 
asked to do so by the patient. 

It was proposed that the Ethical Committee should be con- 
sulted on the ethical problems involved. 

Dr. J. A. L. Vaughan Jones, on behalf of the Occupational 
Health Committee, brought forward a recommendation for 
the approval as an interim arrangement of certain rates of 
remuneration for whole-time and part-time medical officers of 
the National Coal Board, and this was agreed to. 

The Secretary reported that he had been in informal discus- 
sion with whole-lime medical Civil Servants with a view to 
placing the Association in the right relationship to them on 
the matter of negotiation on remuneration. Subject to the 
approval of the Council, it had been agreed that the remuner- 
ation of whole-time Civil Service medical officers in relation 
to the Spens Committee reports should be bandied by a cotn- 
mittee consisting of three members of the CouncU, 

three of the Institute of Professional Civil Servants, and three 
of the Mim’stry of Health Medical Staff Association. 

’The Council agreed to this course and appointed Dr. C. 
Metcalfe Brown, Dr. James Fenton, and Dr. Dain as its repre- 
sentatives on the proposed committee. 

Dr. Vaughan Jones gave notice that at the next meeting of 
Council he would ask it to consider a motion that chairmen of 
commillccs presenting reports at the Annual Representative 
Meeting be given adequate time for the presentation of their 
reports to the Representative Body. 


OVERSEAS CONFERENCE 

The Overseas Conference in connexion with the Annual Meet- 
ing was held in the Council Chamber, Harrogate, on Wednesday, 
June 29. Dr. J. B. Wrathall Rowe, retiring member of Council 
for the West Indian Branches, took the chair, and the new 
Chairman of Council, Dr. E. A. Gregg, was presenL 

Survey of the Colonial Services 
Dr. E. Grey TuR-SER, Assistant Secretary, in charge of the 
work of the Colonies and Dependencies Committee, gave a 
■ brief report. He said that at Headquarters they did their 
best always to bear in mind the problems of the overseas 
member. The Colonial Office had agreed that the terms of ser- 
vice in the Colonial Medical Service must be broadly equiva- 
lent to those in the National Health Service at home. An 
attempt had been made to work out a colonial interpretation 
of Spens. Many special factors had to be brought into such 
a calculation — taxation, pension arrangements, housing, and 
a factor which was usually called expatriation. The people 
in the Colonies were in some ways better off and in 
.other ways worse off than in this country, but the Colonial 
Office had rejected the suggestion that the various factors 
might be held to cancel one another out, holding that the 
figures should be worked out, plus or minus, and the Spens 
salaries adjusted in that way. 

Taxation in the Colonies was very much lower than in this 
country, but this disparity might lessen, as there was a prospect 
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of colonial income tax going up. Moreover, .the colonial medi- though some of them had recently been revived. Sierra Leone 
cal officer, iii return for such income tax as he paid, did not Branch .was the only one on the West Coast of Africa. The 
get the advantage of many of the social services and general Association had 114 members in Nigeria, and 65 on the Gold 
amenities 'which the tax provided, although it might be said Coast, but no Branch, which was a great pity. At Headquarters 
that in this country also the social services were hot much they were, in the words with which a predecessor of his used 
used by doctors. Pension schemes varied from Colony to to sign his letters, 

Colony, but were substantially more generous than the N.H.S. our power.” 


oros wun wmtn a prcuccc&bui ul uacu 
Always at your service within the limits of 

Colony^ but were substantially more generous than the N.H.S. our power.” , • 

mpemnnuation scheme.' The colonial medical officer was also Dr. Sandiford, director of the Empire Medical Advisory 
provided with a house, though the housing might not always . Bureau, said a few words on the personal service to visiting 
be verv satisfactory. ' overseas members , which the Bureau performed. Up to thej 

The* difficult factor of expatriation had also to be taken end of May there had been 176 inquiries of the Bureau, and 

into account. - The colonial medical officer, recruited in the 433 visitors had paid over 800 visits. Most of the visitors 

United Kingdom, spent his time working at a great distance came for postgraduate mstruction, and Jhe Bureau had a 
"rom home and was put to heavy expense in such matters as synopsis of the regulations for the various diplomas The 

• ° cducMi’on of his children. Cost of living was a difficult Bureau was able also to help m finding accommodation, 

rrr In iissess. Then the colonial officer was separated from ^ ; 


the education of his children. Cost ot living was a auiicun 
factor to assess. Then the colonial officer was separated from 
his family to some extent. How was that hardship to be 
allowed for ? He had to admit that he had utterly failed to 
convince anyone that life in the Colonies was substantially at 
a disadvantage as compared with life in the United Kingdom. 
He had pointed to the lack of cultural facilities, but he had been 
told that this was offset by the facilities for sports and games in 
.... ^-1 A fimiro Vi-irt tn he attached to all these factors 


General Discussion 

, Some of the overseas representatives present made briet 
observations. Dr. R. E. Anderson (Malaya) said that income 
tax had just been instituted in Malaya, and no doubt would get 
le had pointed to the laci; or cuiiurai lauu.uui,, uu, uv Vhe housing position in Malaya, perhaps owing to the 

old that this, was offset by the faciIiUes influx of officers to the new departments, had become acute, 

he Colonies. A figure had^to be „ and in a number of instances there was a waiting-list. Officers 

nd the Spens figure adjusted accordingly. A further po rit was y, tended to keep their children there because of the 
hat the sliens reports were based on U.K. doctors worlang.n in England. Petrol m Malaya cost 

he UK., and it was questionable whether they had y ^ gallon, and was rationed. Dr. R. B. Macgregor 

elevance’to, say, local)y recruited African doctors working considered that the possible ^ ^ 

n Africa. The utmost should be done to obtam ^ ^of retirement in the Colonial service 

ecniitcd members the most favourable terms jf ,Vas impossible to generalize on the cost of living in I 

mist rely on the Branches to negotiate those terms and inform Malaya the price of many commodities was 

leadquarters. . , , recruit- dmes the pre-war cost. 

OtL matters were being discussed, of them _ 

rcl^T'IoJg period^ 


^Dr *D^ R Thompson (Tanganyika) spoke of 
disirict medicaf officers, and the lack of contact swffi specato 
■,nrt oathologists. These officers were entirely on their o 


bould be. 

A Quick Look Round 

f„ a, ,h. Thalnd.., aaJ P»kg». """Sr'F W 

'TrT:nTnyS'?-« ^ “ Tti' S' SSSSr. whjc, 

urinn the wa^but its activities were now extending CommonweaUh Medic 

r 'wSS.i IbTprSro!. /.d "y.ToS “f 

‘f -ErBSa? “ « . “i'sry- »•“« Si" s 


satisfied Avilh the They took 

had been foreshadowed m the Pbilipp " r^P^^^ 

the view that they would like , was not possible 

were free from finaneUl . and if that vas^^ the sources 

they would press for the complete res 

of income, including pnvate practic . h the^idea that the 

Dr. J. ScoTr_BROA^^(Ugand 
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\\-as done il should be possible within a rclativclv short time 
for all the Branches to be visited. 

Other Business 

It was reported that a medical officer in the R.A.F. had 
subtntUcd a suggestion that the Government should establish 
a boarding school in the United Kingdom for the children of 
officers in the Armed Forces and in the Colonial Service. An 
alternative suggestion was that the Government should reserve 
places in Slate-aided local authority boarding schools for the 
children of such officers. The Armed Forces Committee of the 
Association and the Colonies and Dependencies Committee bad 
r.skcd that the matter be considered by those attending the 
Overseas Conference. The chairman suggested that representa- 
Vives on their return should seek the opinion of the other 
•members in their area and mite to the Secretary of the 
Colonies and Dependencies Committee on the subject. 

Dr. Grey Teteser made a brief statement on the control of 
overseas advertisements in the British Medical Journal. Over- 
seas Branches occasionally requested that advertisements be 
refused, without giving adequate reasons. The Committee 
would work out a policy whereby this control might be more 
efficient and expeditious. Advertisements coufd only be 
refused if they cut across the definite policy of the Associa- 
tion or broke a negotiated agreement. It did not help if an 
overseas branch secretary returned an advertisement with the 
remark. “We think this is a little below what it should be.” 
The policy when fully worked out would be communicated to 
Branches. 

Dr. WR,xmxLL Rowe closed the meeting with an e.xpression 
of the good wi-hes of the Association at home to the repre- 
sentatives on returning overseas and to their colleagues in their 
various countries. 


ANNUAL DINNTR 

The Annual Dinne- of the Association was held in the Hotel 
Majestic, Harrogate, on June 30. A company of just over 
400 assembled under the chairmanship of the President, 
Dr. C, W. Curtis Bain. The guests included the Lord Bishop 
of Ripon, the Mayor of Hanogate, and others who had afforded 
hospitality and service to the Association in the course of the 
meeting, as well as a number of oversea delegates and 
representatives. 

Mr. A. Dicksov Wright, in proposing the toast of “The 
Mayor and Corporation,” referred to the abounding hospitality 
of Harrogate. Everything the town had had been at the dis- 
posal of the visitors. Although the profession had been con- 
verted into a public utility, it was a great thing to find that it 
still had some life left in it and was able to hold its annual 
conference with the same good spirit of comradeship it had 
always exhibited. 

The Mayor. Mrs. Fisher, 3.P., spoke of the pride she felt 
in welcoming the Association to Harrogate as one of the first 
acts of her year of office. If Harrogate had come up to expec- 
tations the local people were well rewarded. Another source 
of pride for Harrogate was the election of Dr. Curtis Bain as 
President, and she wished him a successful year of office. 

“ The British Medical Association ” 

The Lord Bishop of Ripon (Dr. Chase) said that he had had 
a good deal of contact with doctors. In the first war he was 
a padre, and for the first two and a half years he was attached 
to one of the hospitals in this country and shared the doctors’ 
mess. Later he was at Cambridge at a college where one of the 
Fellows was professor of pathology, afterwards the master, and 
he always brought in the examiners to dine with them in hall. 
He heard their talcs at dinner, and this made him more inclined 
to propose the health of the patients than that of the doctors. 

■' The Bishop went on to say that he had read a certain 
amount of what the Association had been talking about during 
the week, though he could not pretend that he knew very much 
about the B.M.A., but the previous week he was in London and 
there at lunch he met a doctor whom he found to be interested 
in one part of the work of the Association and who spoke 


of it in highly complimentary terms. This was its work in 
welcoming doctors and research students from overseas, making 
them feel at home during their visit to this country’ and putting 
them in touch with the right people. His doctor friend bore 
testimony to the enormous value of that work, and the Bishop 
wanted to endorse his tribute. 

Dr. E. A. Gregg made his first public speech as Chairman 
of Council in responding to this toast. He began with a 
reference to his predecessor. Dr. Dain, and the regret t^yey all 
felt that he should have come to the end of his term of office 
and relinquished the chair which he had filled with great 
distinction through such a long and difficult period. He then 
added for his own part an expression of thanks to all who had 
contributed so splendidly to their comfort during this visit to 
Harrogate. It had turned out To be one of the best and 
happiest meetings the Association had ever known. One ot 
the memories of it he would. carry away was of a gracious little 
lady presenting the Association xvith a banner in the name of 
the Nfayor and Corporation of Harrogate. That banner would 
be hung in Tavistock Square. In course of time its colours 
would dim a little, and other banners would be added there, 
but for those who had attended the Harrogate meeting it would 
always continue to evoke the most happy memories. 

The Bishop had said that he did not know very much about 
the B.M..A. What was the B.M.A.? It was the organized 
representation of the medical profession in this country.- It 
contained within its ranks over 80% of all the doctors. When 
it spoke it had a right to claim that it was expressing the views 
of the profession. It spoke as a democratic organization. 
Some might think, reading the proceedings of the last week, 
that the voice was a little confused, but for all that the general 
view of the majority was finally expressed in the form of an 
easily understood resolution which was rightly taken as the 
expression of the views of the doctors of this country. 

The British Medical Assodation sought to gather together 
the views ot doctors generally, and to express professional 
opinion on all subjects. But by far the greater part of the work 
was concerned with the advancement of scientific knowledge 
and with assisting doctors in their relations with one another- 
The Assodation had asked that the great National Health 
Service should be introduced by stages ; it said it was too 
big a thing to be introduced all at once, and it had been 
proved right. The whole scheme did not hatch out of the 
brain of '^itehall ; it had been borrowed from the profession 
itself, which had been working on the subject for thirty years 
at least. It had asked Government after Government to 
. devise a scheme of medical care for the people of this country. 
But this request fell on deaf ears, until a few years ago “ when 
they vvoke up and took over our stuff, adding to it ingredients 
W'hich made it less good.” He thanked the company for the 
way in which the toast had been received. 

“ The Guests ” 

Dr. T. V. PE.VRCE. chairman of the Harrogate Division, 
proposed the health of the guests. He referred in particular 
■ to the guests from overseas. There were guests present that 
evening from China, Israel, Poland, France, Holland, Denmark. 
Sweden, Iceland, and the United States. The republic of 
Ireland was represented, as well as all the Dominions — Canada, 
Australia, South Africa, New Zealand, India, Pakistan, and 
Ceylon. The Branches represented stretched from A to Z — 
from Assam to Zululand. 

Dr. N. McAlister Gregg,,. M.C., made the first of two 
responses to the toast. New South Wales, he said, his part 
of the world, still considered itself as belonging to the British 
Empire and thought of England as home. He found changes 
'in England, but there was still the same spontaneous and 
abundant hospitality. He acciaimed the work of the Empire 
Medical Advisory Bureau. 

Major-General G. B. Dentt, M.D., of the American Medical 
Association, brought greetings and best wishes from that body 
and from the Surgeon-General of the U5. Army. The medical 
professions of their two great countries had always worked 
together, in peace and war, and the tremendous advances of 
medicine during the last two decades might be said to represent 
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their combined efiorts. Great Britain had launched on a pro- 
gramme of socialized medicine, while in America they had only 
talked about it, or, more properly, talked against it,' But in 
America they were watching the British experiment with pro- 
found interest, and its success or failure would determine to 
a large e.vlent their own course. 

' ' * 

“ The President ” 

Thetrfinal toast, that of "The President," was proposed hy 
Dr. W. Russell Brain. He spoke of Dr. Bain out of a friend- 
ship of more than thirty years, and told one or two stories 
of his O.xford student career. Subsequently he established 
himself in practice in Harrogate, where he had built up a great 
reputation. In his presidential office he would guard (hose 
essential values of medicine which were their particular 
responsibility in the present situation. 

The President contented hiniself in bis reply with making 
grateful reference to his Harrogate colleagues who, while he 
himself had been more or less a figurehead, had worked over 
a long preparatory period to make the meeting a success. 
Praise was due in the first place to Dr. D. D. Payne, the Hon. 
Local General, Secretary, and to Dr. , 1 . V. Wilson, the Hon. 
Local Science Secretary, who had carried through one of the 
revolutions they had made at Harrogate — the institution of a 
tour-day scientific programme. Dr. T. G. Reah had been 
responsible for the entertainments and excursions. Dr, T. A. 
Best for the dinners and luncheons. Dr. T. V. Pearce and 
Mrs Pearce, M.D., must have made many friends in (heir 
irrangements for the hospitality of overseas visitors ; they had 
corresponded personally, and sometimes at length, with every- 
one of the overseas guests.. The Ladies Committee had been 
admirably guided by Mrs. D. D. Payne. There were many 
others who. should be mentioned in connexion with transport 
arrangements, premises, sport, the museum, and to all of them 
their thanks were due.- The scientific programme was entirely 
in the hands of the presidents and other officers of 
and he hoped that the programme provided had been to me 
taste of the visitors. ' 

THE REPRESENTATIVES’ DINNER 

The representatives attending the Annual Mecdug at Harrogjc 
with thdr ladies, dined together at the Grand Hotel on Monday 
evening, June 27, under the chairmanship 

Jhe proceedings were shortened 7'"^ follow 

Annual General Meeting of the Association was 
immediately, and, as usual, the only toast ^ ^rUve 
speeches was the health of the Chairman of 
Body. This was in the hands of Dr. D. M. Hughes, ot houm 
west Wales, who spoke of the charming and p Although 
^hik Dr, Gregg had handled 
occasionally he had been stern, he had ^ 

and very straight. However troublesome " jltion ^ow- 

become, however unjust their cnticisms o 

ever unlearned they might show and kind He 

cedure, the Chairman was invariably f,, r^nd a skill 

had carried through his sincerely admired, 

which they from the body of the hall h Gregg. 

Dr. Hughes also accorded a gracious welcome t 

The toast was accorded musical honoore. _ of his 

. Dr. Gregg said that he had awSited the I'^dgment 
colleagues in the Representarive Body with jj, the 

because as time diminished and the be ruthless. But 

meeting increased, he had had occasional y ^ indeed 

events showed that he need not Medial Asso- 

should he fear in any gathenng of ,5 in their 

dation? The members were invanably over- 

^ppra'isement of any ability one put consciS. 

&ng the many the'ch^Le somTffiings 

He must be forgiven if he had m the Ch^^.77,0 do some 
which he ought not to haw p . ^ business 

things which he ought. His aim had to 

tough. Thus, 

r.orrs » -hu » wg K ou„ 


the time were at their disposal, ' He thanked those concerned 
especially with the last set of amendments in Monday’s pro- 
ceedings — those dealing with the Association war memorial. He 
had taken unpardonable liberties with those amendments, doing 
all sorts of things which were unconstitutional, but it was the 
only way to get the thing completed. The representatives, like 
the generous people they were, had helped him through it. He 
spoke in conclusion of the pleasure and satisfaction of working 
■for the Association. 


MEDICAL MISSIONARY BREAKFAST 

A small company accepted the invitation of the Medical Prayeri 
Union to a “Missionary Breakfast ”, at -Harrogate Hydro, onj 
July 1 . The President of the Association, Dr. C. W. Curtis 
Bain, was in the chair, and introduced Dr. R. C. Cochrane, 
honorary director of' the Leprosy Campaign for the, Govern- 
ment of Madras, and fonnerly principal of (he Christian 
Medical College, Vellore. 

Dr. Cochrane spoke of the recent pohlical advance of India, 
where in two years as much had been accomplished as 
previous fifty/ He said that missionaries, like others, had to 
accept the fact that countries such as India were subscribing 
to an ideology under which it was the State’s job to carry out 
(he work of healing and were organizing hospitals along tho^ 
lines Although State medicine in the full sense of the term 
did not yet prevail in India, the Government was largely respon- 
sible for medical work. Some of them as 
or thirty years ago, awaire of the tremendous need, \^nded to 
2 t into a panic because they measured it, only against their 
5 wn plr resources ; but they were prtaanly out there not 
(o meet need, but to show how need should be met, and t 
chafienge the Government so that it might see that the right 

... 

India had ever; produced and. f^jeove^’j 

greatly by Christian ‘ that new India, with 

fluence would permeate .. . ^ ' things, medical 

SrieThalTntvTn greater task and responsibility than 
in the past. 

RELIGIOUS SERVICES 

Priests and Physicians 

The official f 

Meeting was ^ G^ace the Archbishop of York, 

when the preache preceded by the pro- 

Members rohjd m J r presented by the Mayor of 

fessional staff and by Ghurcb The Mayor and members 
Harrogate, oiso attended. The service, which was 

of the Corpomhon conducted by the 

broadcast in i„s) . the Bishop of Ripon (Right Rev. 
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restoration of the sict. Many diseases which were at one time 
regarded as physical were now known to have their roots in 
the depths of the mind. Sometimes it was plain that an illness 
was due to a spiritual cause — depression, persistent and ener- 
vating an.xiety, the darkness of melancholia, what our fathers 
would describe as sin. There were diseases for which the help 
of the priest was required. Advice and treatment given by 
the doctor needed sometimes to be supplemented by the gospel 
of faith and forgiveness. Sometimes the priest and the doctor 
working together could do what neither could do separately. 

The Church cou'd also join with the doctor in the war against 
such social evils as bad housing and malnutrition. Much had 
been done to reduce malnutrition, but he feared that many 
mothers of families still suffered from under-feeding. Much 
had also been, done since the war to build new houses, but 
overcrowding was still an appalling evil. Here the Church 
■could join with the medical profession in exposing these 
problems. 

There was a third way in which the Church could help in 
the work of healing. It taught the value of the individual, and 
demanded that everj' man, woman, and child should be treated 
with respect and reverence as of value in the sight of God. 
There was a tendency to-day to lump individuals together and 
group them under the label of " the common man.” There 
was no such thing as a common man. The medical profession 
had inherited a noble tradition of treating their patients as 
individuals with special needs and characteristics. In the medi- 
cal profession the family doctor had always been held in affec- 
U'on and respect. It might not be so easy to continue in the 
future, with increasing specialism, the tradition whereby the 
doctor gave to each patient full individual attention. It would 
be tempting to make a swift diagnosis and set the patient in a 
groove in which all were treated in much the same way. 
Against this the overworked priest and the overworked doctor 
must be ever on their guard. The fundamental difference 
between the patient in a totalitarian and in a democral'c State 
was that in the former his value to the State was the first 
consideration, and if he was feeble, crippled, and unable to 
do useful work he was throwm on the scrap-heap, whereas in 
the democratic State each was, or should be, treated according 
, to his special needs. The medical profession, said the Arch- 
bishop in conclusion, was passing through a critical and anxious 
time, but he trusted that out of it would emerge ultimately great 
blessings for the community. 

ft 

Roman Catholic Service 

Roman Catholic members of the Assodation, some of them 
in academic gowns, attended the celebration of Benediction at 
St. Robert’s Church, Harrogate, in the afternoon of June 30, 
when an address was given by the Bishop of Leeds (Rt. Rev. 
H. J. Poskitt, D.D.). 

The work of medicine, said the Bishop, always ended in 
apparent failure. No matter how good the doctor or bow 
marvellous the .treatment, sooner or later the patient died. It 
seemed always as If doctors were trying to do the impossible, 
to confer immortality upon the mortal, to defy the Word of 
God, which declared, “ Dust thou art, and unto dust shall thou 
return.” Not only was there apparent conflict in the sphere 
of life and death but in that of pain and suffering. The 
Christian faith taught that man was destined by the Fail to 
suffer in this world, and yet the whole work of doctors was fo 
fight such suffering and to banish pain. But all this supposed 
conflict between rehgion and medicine was superficial. The 
work of medicine, so far from contravening the law of God, 
was fulfilling it in redeeming humam'ty and exalting the value 
of human life. 

The Bishop went on to remind Catholic doctors that many 
of the great moral problems were in the field of medicine — 
contraception, artificial insemination, sterilization of the unfit, 
euthanasia. It was most important that doctors should be pro- 
perly instructed in handling ethics to meet these materialistic 
theories on their own ground. Catholic doctors should make 
it their business to join the Guild of St. Luke, where they would 
breathe the Catholic atmosphere and would be taught Catholic, 
principles as applied to the practice of medicine. 


OPENING OF EXHmrnON 

The Exhibition of Surgical Instruments and Appliances, Drugs, 
Foods, and Books was installed in the Sun Pavilion at Harro- 
gate. It was opened on the first day of the meeting by the 
President, Dr. C. W. Curtis Bain. 

In his first public speech as President, Dr. Bain said that one 
of the preoccupations of those who had arranged that meeting 
at Harrogate was to find a place where the exhibitors could 
display their products to advantage. The medical profession 
realized to the full the value of the contribution which the 
manufacturing firms represented in the Exhibition were making 
to medicine. One had only to think of the products of modem 
limes — insulin, liver extracts, the vitamins, thiouracil, mercury 
diuretics, and, not least, the sulphonamides and penicillin — to 
realize what had been achieved in research and production. 
Now they were awaiting a product which, it was hoped would 
revoluuonize the treatment of rheumatoid arthritis. 

There had been a change in the medical profession since the 
meeting a year ago. In fact, the manufacturers represented in 
the Exhibition seemed to be one of the few examples of free 
enterprise remaining. He wished the exhibitors a successful 
week, and declared the Exhibition open. 

The' Chairman of Council, in thanking the President, spoke 
of the ever-increasing interest of the preparations which were 
introduced for the treatment of disease. The last session, of 
the" Representative Meeting was put back a little in order that 
representatives might look round the Exhibition. 


THE POPULAR LECTURE 
“HEALTH AND HAPPINESS ” : BY DR. CHARLES HILL 
The closing event of the Harrogate, Meeting was the Popular 
Lecture, which was delivered in the Royal Hall on July 1 to 
an audience of about 1,300. The lecturer was Dr. Charles Hill, 
and the chair was taken by the President of the Association, 
Dr. C. W. Curtis Bain, who was accompanied by the principal 
officers of the meeting. The Mayor of Harrogate was also on 
the platform. 

Dr. Hill said that his chosen subject, “ Health and Happiness," 
presented so vast a canvas that it was impossible to do more 
than touch on some of its aspects and make some random 
reflections. Health and happiness were essentially matters for 
the individual. Health was difficult to define and measure. 
Mortality figures, the incidence of infectious diseases, the extent 
of incapacity were statistically demonstrable, and there had 
been various health surveys, but even when the last figure had 
been worked out the picture remained incomplete. It was 
necessary to beware alike of the politicians who painted improved 
health in rosy colours with the implication that they themselves 
were responsible for the improvement, and those who drew a 
mournful and distressful picture with the objea of inflicting 
their particular nostrums on the people. 

What was health ? It was more than mere freedom Lorn 
disease and discomfort. It had been said that it was essentially 
unawareness of what was going on inside. Mark Twam defined 
digestive health as, “ Eating your food and remaining in blissful 
ignorance of its melancholy fate in the department below.” 
But what was health in the idea! sense ? Was it not something 
over and above mere mechanicat fitness or mere freedom from 
organic disease ? Was there not some “ plus ” which repre- 
sented the difference between ordinary existence and the buoyant 
lively existence of the exuberantly healthy ? 

There were those who found their happiness not in health 
but in the lack of it — ^wbo “ enjoyed bad health.” “ There are 
people who do not hesitate even in this beautiful town of yours 
to throw their varicose veins in your face.” But another form 
of inverted happiness was an excessive interest in'positive 
health — the muscle boy who judged health by the measure- 
ment of his biceps, who proudly took his 12 short breaths 
before the open window in the morning. There were the people 
who went to near and distant spas in order to absorb such 
sustaining fluids as might be there available. There was an 
attitude of mind which was obsessed with health. On the 
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other hand, the genuinely healthy attitude of mind was not 
one preoccupied with disease nor with health itself but a sane 
. ncl sensible outlook based on a knowledge of how the human 
body w orked, with a determination to observe The simple rules 
of healthy conduct which led to the maintenance and develop- 
nient of neallh, ^ 

The Components of Happiness 

From this brief survey of health Dr. Charles Hill turned 
to a consideration of the problem of happiness. 'He refused 
to consider happiness in terms of endocrine glands or of psycho- 
therapy. Happiness was difficult without health, but complete 
and buoyant health was impossible without happiness. Perhaps 
to define happinps, to condition it too closely, was to endanger 
It. Happiness did not depend on surroundings. “ More happi- 
ness may be experienced by a man playing darts in a pub than 
by a young hussy sipping cocktails in a high-class hotel.” A 
great deal of happiness in this world came from making other 
people happy.. One of the tragedies of recent developments, 
however commendable such developments might be oh some 
of ffieir merits, was that they tended to narrow the oppor- 
tunities of service to others. Too many people were trying to 
squeeze happiness out of life instead of putting something 
into it. 

An often forgotten source of happiness was a little praise. 
This was not sufficiently realized in the home. The healthy 
emotional development of a child needed as part of the building- 
up process a certain amount of self-confidence and a sense of 
his worth-whiieness which praise could give. In earlier and 
less sophisticated days there was a warmth and richness of 
happiness which we were in danger of losing to-day. There 
was happiness, too, in being treated as an individual and not 
as a number. There was happiness in being able to live one’s 
life in one’s own sweet way. There was some danger of losing 
one’s self in the organization of one’s life. Happiness was a 
matter of simple, unexpected pleasures — “a job to do, some- 
thing to enthuse about, something to get on with, something 
that makes you work — for the time has come when we must 
preach and recognize the essential virtues of work. The mother 
with the large family has not time to he unhappy. We are 
pressing for more and more leisure and shorter and shorter 
hours before we have mastered' the art of using our leisure. 

Was security necessary for happiness 7 In some measure, 
yes. Certainly a sense of security was necessary to the happi- 
ness of children. But it was possible that we might be heading 
for a new problem — the problem of excessive security. Had 
civilization increased our health and happiness,? Well, man 
had certainly learned the erect posture, but the orthopaedic sur- 
geons were very busy. We drew food from everyAiontinent in 
the world, but digestive troubles increased year by year. Nico- 
tine, alcohol, caffeine — we relied on them more and more in a 
sort of vague belief that there lay the road to happiness, but 
we knew that that belief was vain. We knew full well between 
ourselves that to base ^ our search .for happiness on stimulants 
and narcotics was to Jose the quest. We were in fact pursuing 
something elusive if we set out to search for happiness along 
such roads. He agreed that many who preached the simple 
life did not practise it, and told the story of the surgeon 
after giving certain advice, was reminded that he did not ffillow 
it himself. His reply was that he was a signpost, “3'’° 
do not expect a signpost to travel to where it points.” 

A Rehim to the Greek Ideal 

Health was largely not a matter of hospitals, doctors, and 
nurses, but of good housing, good food, and a right attitude of 
mind, a sensible observance of the rules of living, facilities for 
eduedtion and recreation, and, not least, the individual’s assump- 
tion of his own responsibilities in this field. A return was 
needed to the Greek ideal of balance, moderation, and the 
restoration of the family as the natural unit of society. In 
listing some of the things which made for happiness he bad 
omitted the satisfaction" which came from happiness in marriage. 
Men were apt to treat the subject with a cynical laugh, but let 
them be unashamed in this matter and admit that marriage 
had been the source of richest satisfaction and happiness.^ A 
cynical Restoration poet declared that courtship is to marriage 
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f Well, let them face the 

dullness, the humdrum of matnmony, and find there a greater 
satisfaction than in all the glittering externals of this life of 

That view might be old-fashioned, reminiscent of lace curtains 
and aspidistras. But this country could do with a little more 
ot the old-fashioned loyalties and co-operations and, within the 
family circle, could find greater delight in (lie simple, the small 
the ordinary. 

In closing, Dr. Hill pleaded for a more intelligent attitude 
towards the achievements of medicine. The notion that health 
was mainly a matter of .the medicine-bottle must be exploded. 
There had been enormous progress in the treatment of disease 
by drugs during the last 16 or 17 years. Medicine was equipped 
as never before to fight and to treat a number of infection!. 
But it still remained true that there were far too many peopll 
who swallowed a bottle of medicine and expected some magia 
to be wrought. There was still a secret faith in the unorthodox' 
and the dramatic. Perhaps it was well not to deny people their 
dreams, not to deride the idea that the eating of crusts was the 
effective way of producing ringlets in the hair. Let them 
beware of the invention of new symptoms and the building up 
of new diseases for which some expensive quack remedy was 
immediately forthcoming! ■ 


THE PATHOLOGICAL MUSEUM 

The Pathological Museum, which was opened by Professor 
M. J. Stewart, attracted a steady flow of visitors throughout 
the week. The whole exhibit had been admirably planned 
and laid out by the museum committee, with Df. Georgiana 
Bonser as cliairman and Drs. T. 'V. Sutherland and J. V. Wilson 
as joint secretaries. What made the museum particularly' 
attractive to a diversity of medical visitors was the uaricty 
and scope of the exhibits. Pathology itself was well represelr.tcd . 
by a fine collection of specimens from Processor Stewart illus- 
trating ulcers, cancers, and polyps of the stomach, and 
cicatricial deformity with pouch formation 'of the' first . part 
of the duodenum following chronic duodenal 'ulceration. Pro- 
fessor C. Poison (Leeds) supplied ophthalmological specimens 
of melanomata, gliomata, and various non-malignant condi- 
tions. Specimens illustrating bone and joint diseases were 
contributed by Dr. D. H. Collins (Leeds). An assorted collection 
of interesting and rare exhibits came from Professors R. J. V. 
Pulvertaft (London), J. Magnus (London), and T. F, Hewer 
and bis colleagues (Bristol). Dr, J. N. Wilson showed specimens 
directing attention to the frequency of neoplastic disease in 
infancy and childhood. Dr. J. W. Burn (Grimsby) showed 
some of his unique collection of specimens of congenital heart 
deformities, and there was a most attractive exhibition of 
medical paintings done .by Mary D. Brown for Mr. Allison, of 
ihe General Infirmary, Leeds, depicting cancers and peptic 
ulcers of the stomach and oesophagus. In the same room were 
photographs from Drs. A. Maepherson and G. M. Findlay 
London) of phagedaenic ulcers, noma, and gingivitis treated 

effectively with penicillin.- . . 

An exhibit which excited much comment was a series of 
electron photomicrographs and x-ray diffraction photographs 
from Professor W. T. Astbury (Department of Btomolecular 
tincture Leeds) shelving the detailed structure of muscle and 
related tissues. The cross-striated collagen fibrils in the con- 
nect Se of human skin and the hill and valley ridging 
' of the epidermis were wonderful to behold. Tb^ere were other 
exeSent anatomical exhibits in this section while in another 
rnnm Professor A. C. Frazer (Birmingham) had a senes ol 
Sms illustrating the partition hypothesis of fat absorpt.oi 
with soecial reference to the sprue syndrome. 

Professor- H. E. Shortt (London) had a coloured diagram 
Tnd microscopical preparations showing the complete cycle, 
^luS the ^-eSthrocytic stage in the liver of the mam- 
malln malarial parasite. Plasmodium omomolgu and Professor 
R G Macgrailh (Liverpool) demonstrated the pathogenesi 
S hepatic centrilobular degen'eration and necrosis (anoxic 
syndrome) in the liver lesions in malaria. 
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An interesting exhibit put up by the Pharmaceutical Society 
showed methods of sterilizing glassware, oily solutions, sus- 
pensions, and powders, etc. ; pH estimation and sterility tests of 
solutions for injection ; the curarizmg effect of decamethonium 
iodide ; and the pharmaceutical application of ultra-sonics. 


GOLF COMPETITIONS 

The golf competitions at Harrogate attracted a larger entry than 
usual. .As there \sere three courses available the variety added 
much to the pleasure of the competitors. The very dry condi- 
tions made plaj on all courses difficult. 

- Treasurer s Cup . — This was played at Pannal Golf Club and won 
bV Dr. John K. M.Tcka>, of Middlesbrough, with a score of 73 less 
h=7’ (scratch score being 75) from a field of 29 entrants. The 
tfunner up uas Dr L Hurrich, of Bradford, with SO less 7=73. 
t Leinster and Clulde Cups . — This competition against bogey was 
/played on ihe course of the Oakdale Golf Club. The Leinster cup 
/open to all uas non by Dr. G. Blair (7), of Middlesbrough, t up. 

‘ The Childc Cup open to those with handicaps of 10 and over was 
won by Dr. Areyn Evans (10), of Cardiff, 3 dot™. 

Notts Ladtes Cha’Ienee C«p.— This uas played on the course of. 
the Harrogate Golf Club and unfortunately the entry was small. 
The winner w-as Mrs C R. D. Leeds with a score of S9 less 17=72. 
The runner up was Dr. M. E. Johnson with a score of 92 less 19=73. 


OTHER ENTERTAINTIIENTS 

Visitors to the Annual Meeting at Harrogate were given the 
choice of many entertainments. Some of these have been 
described in this issue, but there were many others, more than 
enough to fill ever; minute of a crowded week. 

While the repreventalives were debating arbitration som.e of 
their ladies, thanks to the kindness of H,R.H. the Princess 
Royal and the Earl of Harewood, enjoyed a visit to Harewood 
Park and Gardens. Over the first week-end there were oppor- 
tunities to admire Rievaulx and Byland Abbeys, Ripon and 
Fountains Abbey, and to explore the Richmond and Wensley- 
dale countryside. On the Sunday evening there was an 
operatic concert. 

Throughout the week there were tours to Ilklcy and Bolton 
Abbey. Brimham Rocks, Fewston. Bumsall and Appleireewick, 
Aldborough and Ripley Castle, Spofforth Castle and Plompton 
Rocks. York attracted many visitors and so did Tempie- 
newsam. The excursion to Haworth and the Bronte country 
was popular and so were visits to Knaresborough Market, 
Listers Mills, and other centres. Everywhere the organiza- 
tion ran smoothly, and hospitality maintained the Yorkshire 
tradition. 

For the less energetic there were film shows every day and 
notably “ The Medical Motion Picture ” which was prepared 
originally for the centenary meeting of the American Nfedical 
Association. There was a cocktail party for the Press and a 
sherry party arranged by the Medical .Women’s Federation.' 

Two functions were attended by many overseas delegates and 
their ladies. At the British Council's reception on Tuesday 
evening the guests were welcomed by Sir Gordon Gordon- 
Taylor, and on the following day a cocktail party was given 
by the Empire Medical Advisory Bureau. 

The Glasgow Graduates had their dinner on Saturday, 
June 25, and the Irish Graduates’ Lunch, which used to be 
held at annual meetings before the war, was again an enjoyable 
occasion. After this and other luncheon parties tours of the 
Royal Baths were popular, and the famous waters w'ere sampled 
freely. 

A great deal of interest was shown in the mobile health 
unit provided by the Joseph Rowntree Village Trust and on 
view for two days near the Royal Hall. The ladies found even 
more to interest them in the mannequin parade which formed 
a novel part of the Garden Party given by the Harrogate Divi- 
sion on Thursday, June 30. 

During the w hole meeting there was garden party .weather. 
All the visitors were delighted with Harrogate, and there were 
few who did not enjoy private hospitality as much as the many 
more formal entertainments. 


HEARD AT HARROGATE 


The A.RAI. 

The Representative Meeting was the largest since long before 
the war, and the debates, though scarcely tinged with bitterness 
(except against the Minister of Health), showed little humorous 
edge either. By Saturday night fewer than a hundred of the 
250 motions and amendments on the agenda had been disposed 
of. Generally the first morning of the Representative Meeting 
is given up largely to formal matters, but at Harrogate scarcely 
were the representatives seated before they were plunged into 
the big discussion on arbitration and Whitley machineiy. If 
anybody had an idea that the setting up of autonomous com- 
mittees would ease the burden on the Representative Body, and 
shift a number of matters on to a conference representing 
general practitioners in the Service, or one representing con- 
sultants, he was disillusioned. The reports of both the General 
Medical Service and the Central Consultants and Specialists 
Committees bristled with points which speakers were eager to 
lake up. Vet during the first two days of the meeting there 
was 6nly one occasion, and that over a relatively minor matter, 
when there was a close division on a show of hands. Almost 
everything else was unanimous, or as near unanimous as makes 
no difference. Once only the voting revealed a majority of two. 
Someone demanded a recount, and it was put to the meeting 
whether there should be a recount or not, with the inevitable 
result that the ayes and noes were again relatively equal. 
A recount was, however, taken and showed that the majority 
of two had been halved. The Chairman was assailed with 
advice as to what he should do in these circumstances — ^have a 
card vote, a roll call, a division — but he took the sensible course 
of proceeding to the next business. 

Emperors of Fourth Estate 

The Press at Harrogate were accommodated in curtained 
boxes all around the arena, rather like emperors watching the 
gladiatorial co.mbat. It is one of the blessings of microphone 
and amplifier that speeches in large assemblies can be heard 
equally well in any part of the building, so that there is no 
longer any need for the reporters to be crowded together at one 
long table underneath the platform, where they intimidate some 
speakers and embolden others. 

The Section Meetings 

It was a new experience for the Sections to gather in com- 
fortable hotel lounges instead of in hard-seated and bare 
lecture theatres, and to have a break in mid-morning for coffee. 
The members who attended took full advantage of these 
amenities, and found that the easy chairs and gilt mirrors and 
the ornate furniture and tapestries of luxury hotels interfered 
not at all with their appreciation of angiocardiograms or what- 
ever it might be which was demonstrated on the lantern. The 
four-day Section meeting was an innovation which seemed to 
justify itself. In one of the Sections which met on each of 
the four days the attendance on the last day was the best of 
all, except for one combined meeting with another Section. 

Old Days Back 

The Royal Hall at Harrogate, which seats 1,250 people, and 
stands a good many more, underwent various transformations 
during Annual Meeting week, and if halls have any personality 
it must have been rendered giddy by its experiences. For four 
days it was the forum of medico-political argument, interrupted 
by a Sunday on which it staged an operatic celebrity concert. On 
the fourth night it was like a senate house, with gorgeous 
academic robes and significant ceremonies. On the following 
night, when the Mayor of Harrogate gave a civic reception to the 
Association, receiving as many guests as the hall would hold, 
it was given up to revelry. The arena was cleared for danring. 
and those who looked on from the amphitheatre or the galleries 
probably had as much enjosmem as did the eminent, and some 
of them venerable, members of the profession gyrating below. 
But in the corridors afterwards there were tables stretching out 
apparently to infinity and laden with confectionery. An old 
member of the Association declared that the old days had 
really come back again. 
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STANDING ADVISORY COMIHITTEES 

CHAIRMEN APPOINTED 

The Standing Advisory Commiftees constituted by the Minister 
ot HcaWi (Supplement, Feb. 5, p. 58, and Feb; 12, p. 72) to 
advise liim and the Central Health Services Council on various 
parts of the National Health Service have elected the following 
chairmen and vice-chairmen (their home town is given in 
parentheses); ' 

jl/cd/cfl/.— Chairman: Professor Sir Henry Cohen (Liverpool). 
Vice-chairman: Dr. J. A. Brown (Birmingham). 

ZJentn/.-— Chairman : Professor R. V. Bradlaw (Newcastle- 
upon-Tyne). Vice-chairman: Mr. H. T. Roper-Hall 
(Birmingham). 

P/mr/imrcnticn/.-— Chairman ; Alderman W. J. Tristram,' 
M.P.S. (Liverpool). Vice-chairman: Mr. R. H. Henriksen, 
M.P.S. London). 

A'nr.wng.-r-Chairman: Miss C. H. Alexander, ' S.R.N. 
(London). Vice-chairman; Alderman A. F. Bradbcer 
(Birmingham). 

Maternity and Midwifery. — Chairman; Sir William Gilliatt, 
P.R.C.O.G. (London). Vice-chairman : Mr. X. W. Walker 
(Cambridge). 

Mental Health. — Chairman: Sir Allen Daley (London). Vice- 
chairman; Dr. W. G. Masefield (Eastbourne). 

Tuberculosis. — Chairman: Professor Sir Harry Platt (Man- 
• Chester). Vice-chairman; Sir Robert Young (London). 

Cancer and Radiotherapy. — Chairman : Sir Ernest Rock 
Carling . (London). Vice-chairman ; Professor E.- Finch 
(Sheffield). 

Ophthalmic. — No permanent chairman has yet been 
\appointed. , 

The Minister has appointed Miss C. H. Alexander, S.R.N., 
matron of the London Hospital, to filha vacancy on the Central 
Health Services Council caused by the resignation of Miss 
, M. E. G. Milne, S.R.N., on the grounds of ill-health. 
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CONSULTANTS ADVISED NOT TO SIGN 

rntntnl- f ^oya! Colleges, the Royal Scottish 

potations, and the Central Consultants and Specialists Com- 

July 5 Ministry^ of HcaUh on 

Dear Sir William,’ 

The Joint Committee at its meeting to-day, after considering 
res^oludOTS-”^ constituent bodies, passed the following 

1. The Joint Committee finds itself unable at present to advise 
consultants and- specialists to enter into permanent contracts on 
the basis now offered by the Minister. 

2. The Joint Committee finds it essential to reopen discussions 
with the Minister on the following points: 

(i) There should be established for consultants and 
specialists a permanent negotiating machinery, the Minister! 
or the representatives of the profession having the right, in\ 
the event of disagreement, within an agreed range of subjects ( 
■ to refer the matter for settlement by arbitration, both parties 
being bound by the award of the arbitrator. 

The agreed range of subjects should include any terms and 
conditions of service affecting remuneration. 

The form of contract should be revised so as to make it 
clear that the terms and conditions of service offered are those 
which have been agreed with the profession or determined by 
arbitration, and not "determined from time to time by the 
Minister of Health.” 

(ii) Facilities for private treatment in hospital should be 
maintained and developed throughout the country for those 
who desire them. 

(iii) Information concerning the remuneration of part-time 
clinical teachers should be available before the practitioners 
concerned are called upon to sign permanent contracts. 

3. In the meantime the Joint Committee recommends consul- 
tants and specialists not to sign permanent contracts until 
further advice is tendered by the Joint Committee. 

The Joint Committee desires an interview in order to discuss 
these resolutions. i 

' Yours sincerely. 


RECRUITMENT AND TRAINING 
The Minister of Health and, the Secretary of State for Scotland 
have set up eight committees to review questions of recruit- 
ment, training, and qualifications of medical auxiliary workers 
in the National Health Service. All eight committees are 
under the chairmanship of Mr. V. Zachary Cope, former Presi- 
dent of the Board of Registration of , Medical Auxiliaries. Two 
members on all the committees are Dr. G. A. Clark, Principal 
’Medical Officer, Ministry of^ Health, and Mr. A. B. Tajrior, 
Assistant Secretary, Department of Health for Scotland. The 
other members of each committee are : 

Almoners. — Dr. F. Grundy, Miss M. M. Meinnes, Miss M. J. 
Roxburgh. One vacancy. 

Chiropodists.— Ur. St. J. D. Buxton, Miss D. Grant Nisbet, 
Miss C. F. Norrie, Dr. J. A. ScoTT. 

Dietitians . — Miss M. C. Broatch, Professor S. J. CowEU^ Dr. 
D. P. CuTHBERTSON, Dr. G. Graham, Miss R. Pybus. 

Laboratory Technicians. — Mr. T. C. Dodds, Mr. A. Norman, 
Dr. G. S. Wilson. Two vacancies. 

Occupational Therapists . — Miss M. D. Barr, Miss E. M. 
Macdonald, Mr. L. W. Plewies, Dr. T. P. Rees. 

Physiotherapists. — Mr. J. T. Buchan, Mr. J. H. C. Colson. 
Dr.. J. L. Livingstone, Miss M. I. V. Mann, Miss M. U. Sharpe, 
Mr. T. T. Stamm. Dr. W. S. Tegner. 

Radiographers. — Dr. S. Cochrane Shanks, Professor G._ 
Stead, ,Mr. C. Lovell Stiles, Mr. R. White, Professor B. W. 

WlNDEYER. 

Speech Therapists.— Dr. E. J. Boome, Dr. J. B. Gaylor, 
Mr. V. E. Negus, Dr. C. C. Worster-Drought. One vacancy. 

The secretary of all the committees is Mr. J. G. Paterson, 
of the Ministry of Health. 


(Signed) Lionel Whitdy, 

Chairman of the Joint Committee. 



Questions Ans'wered 


Tlircc Problems 

Q, — (J) Is a separate fee still payable for a doctor called to 
a road accident ? If so. by what procedure is the fee obtained ? 
I was recently called to an accident involving a motor-car and 
motor-cycle. 

'(2) I have recently been requested to immunize and vaccinate 
State patients privately. Can a doctor charge for this service 
if desired by the patient and the material is purchased by the 
doctor ? 

(3) I have received numerous requests for the prescribing on 
Form E.C.IO of various- types of contraceptives. In some cases 
contraception is advisable for medical reasons, and in others 
desirable for social and economic reasons. Can a doctor order 
these materials on Form E.C.IO? 

fl) separate fee under Section 16 of the Road Traffic 

Act," 1934, may be claimed when a doctor is called to a road 
accident. The claim should be made immediately to the injured 
party's insurance company. 

(2) If the patient is a public patient of the doctor concerned 
no private fee may be claimed in respect of vaccination .and 
immunization. 

(3) Discussions are now in progress on the prescribing of 
contraceptive appliances on Form E.C.IO whether for medical 
or social reasons. At present these appliances may not be 
prescribed. 
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Correspondence 


Comparaiive Incomes 

Sir. — T he obscnations by "A.C.E. " (Supplement, June 18. 
p. 354) regarding the comparative incomes of medical practi- 
tioners, dentists, etc., arc most interesting. In view of the 
present dissatisfaction among medical officers in the local 
authority medical scn ices regarding salaries, the following table 
of comparative rates of remuneration of public health medical 
officers, specialists employed part-time by local authorities, and 
Ny.H.l. fees of general practitioners over the past ten years may 
prove of interest to members of the profession. 


'Aski'ilh Mceiorjedeni ! SpedatisK* Fees for P.in'tiine 

I for Assisuin McJicol , > L.A. Semce 

t j Coosuhatton { Sessional 


/ 1939 ; 

£500 . 

£25 to t700 

9s. 1 

£2 is. Od. j 

£2 12s. 6d. 

1942 1 


Oo 

9s. 9d. ! 

(i.e, -Sr.) 1 

1 

do. j 

do. 

1943 j 

1 


do 1 

10s. 6d. 1 

(i.e. -- 16%) j 

£2l0s.4d. 1 

(U. + 20%) 1 

1 £3 3s. Od. 

[ (i-c. T 20*0 

1946 

i 

i £650 ■ 

, U e 

tZS to £S50 ’ 
- 30:.) 

15s. 6d. 1 

(i.e. - 72^0 1 

do. i 

1 

do. 

1947 

1 £675 > 

1 (t.c 

£25 tn £S75 ' 

-35...) , 

do. ( 

1 

£4 4s, Od, 
(i.e. - imo 

£4 4s. Od. 
(i-c. -r 60%) 

I9-S9 1 

1 

i 

do ' 

Approx. I7s. 1 

0.e. -r j 

- ! 



Tbe perccatagts gi>en above in respect of assistant medical officers are the 
increases of the mimraum salaries in each range over the 1939 mmxmum. A 
person cn the maximum salary (£700) in 1939 and now getting £875 p.a. is 
proportionately vs one off, as his increment is only 255^ of his 1939 remuneration. 

Probably there arc few members of the profession outside 
the public health medical services who are aware that medical 
practitioners in these services are still paid on a scale originally 
introduced in 1929, and as recently as 1946 were receiving 
salaries at the same figure as in 1929 apart from a small war 
bonus (an increase of only 9% or less). — I am, etc., 

staffotd. H. L. Settle. 

Hospital Waiting-lists 

Sir, — I s it not time that Mr. Sevan realized, or that we made 
him realize, that his own vindictive regulations are largely 
responsible for the hospital waiting-lists ? 

la pre-war days, when accommodation itself was. not at the 
low ebb of the post-war period, the general wards mainly served 
the “ working-class ” population. The middle and professional 
classes did not, as now, compete for admission to these wards, 
for they had a choice of reasonably priced rooms or cubicles 
in the hospitals, or a fair range of nursing-home prices. 

By Mr. Bevan's regulations the private accommodation in 
•hospitals is now prohibitive. Many London nursing-homes 
were bombed, and new ones are not likely to arise so long as 
Mr. Bevan retains the “ right ” of taking over any going concern 
of this nature. 

Thus at present the entire population is competing for admis- 
sion to beds formerly mainly reserved for the working classes. 
In fact, foreign visitors are also allowed to add to the lists and 
are freely catered for at the taxpayer's expense. But the private 
British patient — tax-paying and scheme-contributing — obtains 
no benefits at all, and pays purchase tax on medicines. 

These regulations arise at a time of low accommodation, 
shortage of staff, shortage of visiting and private nurses and of 
home-helps. It is therefore almost impossible to be ill and 
adequately nursed at home. Therefore again, the waiting-lists 
swell. 

Cannot the B.M.A. insist; 

(1) That in the future any nursing-home or small hospital of private 
enterprise be un-interfered with ? 

(2) Some reasonable paying accommodation in hospitals be 
allowed ? 

(3) Foreign visitors not accepted in the scheme 7 

(4) Purchase'tax on medicines be reconsidered ? 


(5) To save taxpayers, some contribution by the recipient be made 
for wigs, surgical corsets, etc., also for the second or third pair of 
glasses ? 

The scheme from the beginning has had many anomalies, 
many injustices, and many extravagant vote-catching sections. 
The B.M.A., it appears to me, can only go on trying persistently 
to stand up for the rights of all sections of the population and 
patch up a singularly ill-thought-out programme. — I am, etc., 

London. W.l. A, BROMAN. 

Special Tax 

Sir, — The slogan at the time of the introduction of the 
National Health Service was, “ No payment at the time cf 
service." If it was the intention to raise the slogan to the status 
of a principle, which was my impression at the time, subsequent 
experience has surely proved it wrong. The cost to the 
Exchequer for the services of the medical profession was 
accurately forecast. The cost of the services in terms of effort 
on the part of the profession was completely ignored. How 
often have ue not heard the phrase, “I have come to you, 
doctor, for such and such, because by so doing it costs me 
nothing ’’ ? The saving of a paltry sum of money for the odd 
bandage or packet of aspirins costs the doctor expenditure of 
time and effort ; but the thoughtless patient assesses it as a 
pure saving for himself in terms of money. 

The bill for the medicines, spectacles, and what not, paid for 
on a cosl-pcr-iiem-of-service basis, could not be so accurately 
forecast. Unlike the item of professional service, its cost is 
not in sweat and weariness but in terms of pounds, shillings, 
and pence. I am not concerned to demonstrate the rottenness 
of the slogan, “ No payment at the time of service," elevated 
to the status of a principle in practice, but 1 am most con- 
cerned to support most strenuously the plea of Dr. Peter H. 
Keppich (Supplement, May 28, p. 300) that any form of contri- 
butory payment that may be introduced should not be directed 
to assessing each item of medical service at either a shilling, 
a penny, or a pound. 

I should be loath to see it assessed at anything in terms of 
money. Let us take our living in terms of capitation or salary, 
as you please, for we have to live. But let the item of payment 
for service at the time of service be directed to the charge of 
Is. for each item on a prescription paid directly to the chemist, 
who is in most instances also a retailer of private prescriptions 
of his own or proprietaiy firms. Such a standard charge per 
item prescribed could be easily collected, would act as a safe- 
guard on the expenditure of public money, and indirectly would 
relieve the burden on the profession. 

I would make only one exception: items to children under 
school-leaving age should be left free of charge, thus ensuring 
no neglect of children’s ailments. — I am. etc.. 

Souih Motion. Devon. NaSH. 

Pay of Service Medical Officers 

Sir, — I have read with interest and mixed feelings the letter 
of “ Ra^.M.C.” in the Supplement of April 30 (p. 258), which 
I received to-day. 

I quite agree that the remuneration of medical officers ic 
the permanent Forces is too low and in some cases totally out 
of proportion to the work that they do. For example, a 
friend of mine on this overseas station is shore-based and 
attends the wives and families of the naval and dockiurd 
personnel ; and he has estimated that, if he were “ outside ” 
as a civilian general practitioner under the N.H.S. scheme, 
the fees that he would receive from his maternity work alone 
would be greater than his present rate of pay. 

On the other hand the medical services have a higher rate 
of pay than the executive branch ; I, in my second year in 
the Service, have a higher rate of pay than. the executive officer 
in this ship, who is due for his half-stripe this year and is 
one year my senior in age. If the B.M.A. Council’s proposals 
were implemented, then it would be grossly unfair to the 
executive branch if their pay was not proportionately raised. 

The theorj' advanced that medical administrative work should 
be treated as a specialist appointment, and therefore should 
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receive specialist emoluments, must amuse the ceneral uricti- 

r;";',?. !"h >■- in=™?“‘„Si 

as muc? if nn, O'- adjutants, who have 

as much, if not more, administrative work but do not get an 
increased rate of pay. On the other hand, some fJm of 
incentive for the doctor with higher degrees to enter or remain 
n the Services will have to be devised, but I cannot foresee 
die Lords Commissioners of the Navy or the Army or Air 
.u permitting a, gross disparity of pay between 
the ditfcrent branches of their Services, rank for rank. 

Does this R.A.M.C. officer consider himself worse off 
financially than an executive officer of similar rank in his unit ? 
If so, he has just cause for complaint. But if he chooses to 
remain in the Services he should not start comparing bis 
financial status with that of his colleagues in civilian practice, 
he should consider the discrepancy in pay of an Army officer 
with that of those in a similar position in other professions. 
He may then be thankful he did not choose the Church.— 
I am, etc., 

Surgeon-Lieutenant, R.N.V.R. 


Rate of Payment 

Sir, — Surely doctors in the underpaid areas "are entitled to 
more support than they seem to be getting from the Associa- 
tion. Headquarters declare that proof is forthcoming that 
sufficient money has been paid into the Central Pool to allow 
a capitation fee of 17s. 5d. per annum. Here in Cornwall" 
doctors are being paid at the rale of 15s. 5d. per annum. The 
difference must be going to someone, but it is difficult to dis- 
cover to whom. To find oneself' less well-off by £200 per 
annum than doctors in other areas with lists of the same size 
is a disquieting experience. 

, Again, the mileage unit in Devon is worth precisely 25% 
more than the same unit in Cornwall. Why should a doctor 
in Cornwall receive a cheque for £100 while his colleague 
“ over the water ” with the same number of units on his list 
receives £125? 

Are, we, in this county, subsidizing inefficiency on the 
administrative side in our own area or at a higher level? — 

I am. etc., 

Launceston, Corntvnil. ^ DoNALD M. O’CoNNOR. 

V The Secretary of the Association writes: Bpsic salaries 
and inflation of doctors’ lists are the two main causes of the 
lower rate of payment in most areas. For causes of inflatioji, , 
see “The Secretary Reports” {Siipplcmeut, June 4, p. 303). 
Inflation does not necessarily result in underpayment. Its effect 
is that the properly constituted " pool ” has to be spread over 
many more names than would be the case if doctors lists were 
cleared. The General Medical Services Committee has dis- 
cussed with the Ministry of Health the question of clearing 
doctors’ lists as speedily as possible. 

Transport (o Hospital 

Sir, — Recently a directive has been issued by the lotal execu- 
tive council concerning the use of free transport to hospital. 

It states that a patient may be allowed this service on condition 
that his illness is of such a degree that he is unable to travel 
by public transport. 

Just as 1 have to sign false certificates to enable patients 
to obtain corsets, so I am now forced to order transport, willy- 
nilly, unless I wish to alienate the patient’s feeling for his 
doctor. How can one possibly judge in every case who shall 
ride in comfort and who shall fight his way to hospital as 
best he can ? Admittedly, there are a few clear-cut cases, 
but the vast majority cannot be assessed so easily. Home 
conditions, difficulty of access to public transport, the awkward 
hour of appointment — all these factors may be a greater dis- 
ability to the patient than “ the degree of illness.” Here 
again it should not fall to the doctor to stand in judgment. • 
Quite apart from this problem is the burden placed on the 
doctor of finding himself deputy unpaid “ M.T.O.” 
nwn rural practice I have had frequently to make 
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' ‘he patient when his 

Serit"" ^ have managed to 

be Quoted ‘hese complications can 

or fads tn '^hen the car has been delayed 

^ materialize. Frantic phone calls oh mv pan from 

vli? surgeries are usually 

vht 1 ’ u responsible for all these difficulties, 

Wd’ ""“"■e of the scheme. 

I cidentally, each of my ’phone, calls costs a minimum of six- 
pence, and on one occasion it cost me 3s. 8d. The eightpence 
had to be borrowed from the patient. One county ambulance 
centre now require a special form to be filled up in every case 
but they offer to pay postage, so one should not grumble tofa 
much. • , 1 

Another aspect is' the appalling number of cars which' have 
to be ordered for patients attending the out-patient physio- 
therapy department of a hospital. In many instances the 
doctor has not ordered the treatment himself, and in some 
cases the whole set-up is the happy hunting-ground of th^ 
conversion hysteric, who prescribes for himself different forms \ 
of electrical treatment with increasing enthusiasm for his new- ' 
found outlet. 

If we have decided that this country can afford a “ free ” 
health service, and that the patients are to be provided with 
hospital cars, then let the patient himself contact the ambulance 
control centre and explain his circumstances to the officer con- 
cerned. As long as certain basic requirements are fulfilled, then 
transport should be granted. — I am, etc., 

John Eskell. 

.• Sc. Briavds, Glos, 




Association Notices 


PHYSICAL MEDICINE GROUP 


b.e held at 
p.m. The 


In my 
a visit 


A meeting of the Physical Medicine Group will 
B.M.A. House on Friday, July 15, 1949, at 2 
main business will be to receive the report of the Group Com- 
mittee and to discuss any other matters of interest to members. 

After the general meeting, at approximately 3 p.m., Dr. W. S. 
Tegner, chafrman of the Group Committee, will address the 
meeting on his recent visit to America for the International 
Congress for Rheumatic Diseases. Any non-members of the 
Group who wish to attend to hear this address will be welcome. 

CiuRLEs Hill, 
Secretary. 


Diary of Central Meetings 
July 

Journal Committee, 10 a.m. 

Publishing Subcommittee, 11 a.m. 

Physical Medicine Group Committee, 12 noon. 
Pharmacopoeia Subcommittee, 2 p.m. 

Proprietary Medicines Committee, 2 p.m. 

Committee on the Postgraduate Education of General 
Pracliiioncrs, 2 p.m. 

General Medical Services Committee. 11 a.m. 
Committee on Psychiatry and the Law, 2 p.m. 


Branch and Division Meetings to be Held 

Cambs and Hunts Branch.-^Ai the To-vn Hall, Peterborough. 
Thursd.ay, Aug. 4, 1 p.m., annual general meeting. Election of 
office'rs'for the year 1949-50. 

NniiTH Wales and Monmouthsiure Branch. — A t Osborne Hotel, 
Mumbles, near Swansea, Thursday, July 14, 3.15 p.m., annual general 

"'suFFOLK Branch.— At Everards Hotel, Com Hill. Bury St. 
Fd-munds Thursday, July 14. 11.30 am., annual general meeting. 
Mr M W. D Bulman: “The New Look in Obstetrics.” 


“THE SECRETARY REPORTS” 

This report will not appear next week but will be resumed in 
a subsequent issue of the Supplement. " 
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THE ASSOCIATION OF CERTAIN OVARIAN CELLS WITH 
ENDOMETRIAL CANCER* 


WILFRED SHAW, M.D^ F.R.C.S., F.RCO.G. 

AND 

BURJOR DASTUR, M.D.Bombay, MJLC.O.G. 

(From the Williamson Laboratory of the Medical College, from the Gynaecological Department, 
St. Bartholomew’s Hospital, London, and from St. Andrew's Hospital. Dollis Hill) 



r Much attention has been paid in recent years to a possible 
relation between ovarian function and the development of 
adenocarcinoma of the endometrium. Marital status and 
previous pregnancies have been studied by Healy and 

- Brown (1939), and delayed menopause followed by the 
development of endometrial carcinoma by Crossen and 
Hobbs (1935), RandaU (1945), Masson and Gregg (1940), 
and Taylor and Millen (1938). A great deal has been 
written on a possible connexion between endometrial hyper- 
plasia and the development of carcinoma (Novak and Yui, 

■ 1936 ; Jones and Brewer, 1941 ; Howard Taylor, 1932). The 
high incidence of corpus carcinoma with granulosa- and 
. theca-cell tumours- has been studied by Schroder (1922), 
Dockerty (1940), Hodgson, Dockerty, and Mussen (1945), 

- fanner and Dockerty (1945), and Hertig (1945). Recently 
= a paper by WoU, Hertig, Van S. Smith, and Johnson (1948) 
■' has'drawn attention to the presence of cortical granulomata 
• and thecomatosis in association with adenocarcinoma of 
" the endometrium. 


Case 1 

On June 5, 1947, a married woman aged 81, with three 
children, was operated upon. A large combined Brenner 
tumour and pseudomucinous cystadenoma of the left ovary, 
together with- a small cystic right ovary and the uterus, were 
removed (W.S.), An early adenocarcinoma of the endo- 
metrium was found in the uterus. The large tumour was a 
typical combined Brenner tumour and pseudomucinous cyst- 
adenoma. The case was examined with some care histologically, 
r. because it was hoped to investigate the cause of uterine bleed- 
ing with Brenner tumours. In the right ovary was a small 
■Brenner tumour together fwith a cystoma, but the mesovarium 
contained unusual cells. The cells were localized to the part 
of the mesovarium immediately adjacent to the cortex of the 
ovary, approximately at the level of the white line. The cells 
,-'were large and polyhedral and the protoplasm stained deeply 

- r with eosin. The nuclei were large and spherical (Fig. 1) and 

the cells were superficially similar to the paralutein cells of a 
r - mature corpus luteum. 

- The appearance of the cells suggested that they were in a 
, : state of activity, and from their resemblance to paralutein cells 

if seemed reasonable to believe that they were secreting a hor- 
mone-like substance. The rete ovarii also showed some activity. 
The patient was aged 81, so there was no question that the 
cells were derived from follicles. Moreover, the location of 


•Received for publication on June 25. 
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the cells was quite different from that of Graafian follicles. 
At the time it was believed that the cells were probably oestro- 
genic, and it was thought that they might be responsible for 



Fig. 1. — Cells under high magnificauon (Case I). Although mainly 
polyhedral, their shape varies. In the lower part of the photograpn 
the cells seem to be fused together. The characteristic rounded 
nuclei of the cells can be seen. These cells were found near the 
hilum at the level of the white tine. 


the rayohyperplasia found in the uterus and might explain the 
post-menopausal haemorrhage encountered Brenner 

tumours. 

Case 2 S 

On Sept, 24, 1947, a nulliparous married woman, aged 40, 
was operated upon (W.S.) for what was believed to be metro- 
pathia haemorrhagica. There was a history of amenorrhoea 
followed by continuous bleeding. The uterus was found to 
be slightly enlarged, and the right ovary was palpably about 
twice the normal size. A subtotal hysterectomy and a right 
salpingo-oophorectomy were performed. At operation the right 
ovary was found to be symmetrically enlarged and not to con- 
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Fig. 2. — Cell clusters, Case 2. The large deeply staining cells 
which surround the blood vessel in the middle of the photomicro- 
graph arc the cells which we describe. The cells seem to be spread- 
ing out from the wall of the blood vessel. The light area represents 
the medulla of the ovary, while, to the left and above, the deeply 
staining cells form part of the cortex. The cells shown to the left 
arc better differentiated than those which surround the vessel in 
the centre. . 

> 

tain a cyst. The endometrium was not polypoidal and was 
only slightly irregular to the naked eye. The specimen was 
examined histologically, when a very early adenocarcinoma of 
the endometrium was found. The tumour was only a few 
millimetres in diameter. 

Comment on Cases 1 and 2 
For various reasons'it was felt that these two cases should 
be investigated in detail and reported in the literature. 

It was not until March, 1949, that we were able to start 
work on these and other cases. Case 2 was clearly of an 
unusual type ; consequently the ovary which had been 
removed was examined in great detail. It contained a 
small number of primordial follicles, a normal number ^of 
interstitial cells, but no corpus luteum and no active 
Graafian follicle. To our surprise we found deeply stain- 
ing polyhedral cells in the ovarian medulla which were 
morphologically identical with those found in Case 1. The 
identification of the cells was much more difficult than in 
the first case, for the patient was aged 40 and it was essen- 
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Fig. 3.— Cells from Case 2, under higher magnification than Hg. 1. 
The same rounded nuclei and the same pecuhanues of the ceu 
outline can be seen. 


Fig 4.— Case 2, illustrating the close relation of the cells to the 
endothelium of the blood vessels. The syncytial-like appearance 
^t.thh aejls IS well shown. Above lies the lumen of the vessel with 
red blood corpuscles. 

tial to prove that the cell clusters were independent of the 
follicle system.' We have had some experience of ovarian 
histology and in the past have investigated the morphology 
of Graafian follicles (Shaw, J'927a), atretic follicles 
(Shaw, 1925), corpora lutea, and interstitial cells (Shaw, 
1926). We concluded that the cells were independent 
of the follicular system and were not derived from either 
granulosa or theca interna cells. The analysis was rigorous 
and critical. No atretic body was found in the vicinity of 
the, cells. The cells were localized to the medulla and the 
cell clusters were found in separate parts of the ovary with- 
out any communication between the clusters. The cells' 
were mainly polyhedral, with rounded nuclei, but sometimes 
they were fusiform and sometimes stellate. In other areas 
they were syncytial-like, with the protoplasm of adjacent 
cells fusing together. The unusual forms of cells found in 
chocolate cysts have been investigated previously (Shaw, 
1927b ; Shaw, 1933), and the cell clusters identified in this 
specimen were different from any of the types of cell found 
with chocolate cysts of the ovaries. In this case the cells 
were not located to the subcortical area of the mesovarium- 
but had spread into the medulla. (Photomicrographs of the 
cells are shown in Figs. 2-5.) 
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.\s a result of the investigation of these two cases it 
i emed possible that the cell clusters might have some 
*■1 ation to the development of an adenocarcinoma of the 
, 'dometrium. 

, i Case 3 

married woman, aged 57, had been treated in 1940 by 
te of us for menopausal haemorrhage by means of an inlra- 
, erine application of 50 mg. of radium for 48 hours. The 
'.itient was nulliparous. She was admitted to hospital on 
; larch 10, 1949, complaining of vaginal haemonhage of 14 
.lys’ duration. A b.opsy combined with curettage of the 
rvical canal was carried out ne.vt day, and a squamous-celled 
ircinoma was demonstrated in the specimen. On March 25 
Schauta operation was performed (\V.S.) and both ovaries 
ere removed. The uterus contained an early endocervical 
j ircinoma. The ovaries were shrunken. 

In view of the findings in the first two cases, both ovaries 
ere examined in great detail. The same cell clusters found 
~i the first two cases were demonstrated in the vicinity of the 
:.Chite line in one ovary. The cells "had the typical appearance 
rjf those found in the other cases. The cell clusters were also 
aund in the second ovary. Some were localiaed to the vicinity 
f the white line, while others were identified in the medulla 
.-.a the neighbourhood of strands of hyaline tissue. ‘ 

Case 4 

A single woman, aged 51, was admitted to hospital on May 
!Ji 8, 1949, complaining of lower abdominal pain and irregular 
^’post-menopausal haemorrhage. Curettage was performed by the 
“house-surgeon, and the pathologist reported that the material 
■removed suggested that the patient had an endocervical 
- carcinoma. Because of this report a Wertheim operation 
' was ' performed on May' 27 (NV.S.). The growth was found 
. to be an adenocarcinoma of the endometrium, and it was clear 
that the material removed at the curettage was the lower pole 
, of a polypoidal projection. The ovaries were examined in 
' detail. They were more vascular than normal. They con- 

■ tfined no Graafian follicles and no recently atretic follicles. 
Again, the cell clusters were found in the hilum of one ovary 
n the mesovarium at the level of the white line. The cells 
lave been found, up .to the present, in only one ovary. In this 
ase the' cell clusters were less numerous than in the first three 
■ases. On the other hand, the carcinoma was more advanced. 

Examination of Coiifrols 

At this stage of the investigation it became obvious that 
: controls must be examined, although one of us has spent 
much time upon the histology of the normal ovary and 
could not recall seeing such cells previously. It was 

■ realized, however, that much of this previous work had 
j dealt with the follicular system. One of us has a large 
; collection of slides of ovaries obtained from the 'Williamson 
I laboratory. They have been regarded in the past as being 
1 e.xtremely valuable, and were removed from the laboratory 
I before the war. The slides are numbered in accordance 

with the registration system of the laboratojy. 

‘ One evening some 200 of these slides were examined, and 
! in only one were the cell clusters discovered. The next 
I day it was possible to identify the slide. The specimen 
j had been obtained in 1932 by a Wertheim operation (W.S.) 
I performed upon a multipara of 55. In this case the carci- 
' noma was endocervical in type and a pyometra had 
I developed in the cairity of the uterus above the -level of 
ii the carcinoma. Although the report given from the labota- 
\ tory stated that the ovaries were normal, one of us had a 

■ vague feeling that he had seen the cells as long ago as 1932 
> and had been puzzled by them but had not investigated 
j .them further. After the identification of the cell clusters 
' in this fifth case of carcinoma of the uterus, particularly as 
; the identification had been made without any possibility 

of bias, we became convinced that the cell clusters had 


some association with adenocarcinoma of the endometrium 
and cervical canal. 

The next step was to examine the collection of slides in 
the Williamson laboratory. One of us had been in charge 
of the laboratory when it was started, and had insisted that 
every slide and every' paraffin block should be stored. 
Unfortunately, the collection was badly damaged by bomb- 
ing, and only with the greatest difficulty have old slides 
been found and identified. Moreover, it seems almost 
impossible to sort out the paraffin blocks, with the result 
that the investigation of the specimens is imperfect and 
incomplete. We have collected together 58 specimens of 
ovaries from cases of carcinoma of the uterus. We have 
thought it best to group the cases into those of adeno- 
carcinoma of the endometrium, endocervical carcinoma, 
and squamous-celled carcinoma of the vaginal portion of 
the cervix. The results are as follows: 

Adenocarcinoma of the endometrium. — ^Total spedmens, 48 
(cell clusters found, 24 ; no cells found, 24). 

Endocervical carcinoma. — Total spedmens, 9 (cell clusters 
found, 6 ; no cells found, 3). 

Squamous-celled carcinoma of the portio. — ^Total spedmens, 

1 (cell clusters found, 0 ; no cells found, 1). 

The interpretation of these figures is important. The 
four cases completely investigated were all positive. In 
the third of these four cases many sections were made 
before the cells could be identified. In all cases, apart from 
these four, only one slide of the ovaries has been available. 
Consequently the negative findings are not regarded as 
conclusive. We believe that it may be necessary to make 
a large number of sections from an ovary' before the cells 
can be identified. The small number of cases of squamous- 
celled carcinoma of the portio is explained because carci- 
noma of the cervix has usually been treated with radium 
at St. Bartholomew's Hospital. We are not prepared to 
draw any conclusions about the incidence of cell clusters 
in squamous-celled carcinoma of the portio from the 
material we have at our disposal. 

We must stress the difficulty of demonstrating the cells. 
If they are aggregated in the mesovarium, at the level of 
the white line, in close proximity to the edge of the cortex, 
they can be recognized without much difficulty'. If, hov/- 
ever, they are scattered through the medulla it may be 
necessary to examine the whole ovary fairly extensively 
before they can be demonstrated. The size of the cells and 
their deep staining with eosin help in their recognition. 
In no case have we found a large number of cells, and we 
do not regard their detection as being particularly simple. 

We have not been able to trace any reference to the cells' 
in the literature. It seems highly improbable that they 
have not been recognized before and we believe that some 
previous description will be found. 

Significance of the Cells 

The number of cases examined is small and- we are 
' unlikely to be able to collect a large number of specimens 
.in the immediate future. We have therefore thought it 
advisable to publish these results so that a wide search 
can be made in other laboratories. We are convinced that 
the cells are found in association with carcinoma of the 
endometrium and cerv'ical canal. It may be that time will 
show that our work on control specimens has been incom- 
plete, and that similar cells will be found in ovaries 
not associated with carcinoma of the uterus, but that is not 
our belief at the present time. Furthermore, at this early 
stage of the investigation any views that we may put for- 
ward are conjectural, hypothetical, and perhaps unsound. 
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In our view the cells are carcinogenic and lead to the-, 
development cither 'o£ an adenocarcinoma of the endo- 
metrium or of an cndocervical carcinoma of the cervix. 
At the moment we have insufficient evidence tb show that , 
there is a relation between the cell clusters^and the develop- 
ment of squamous-celled carcinoma of the portio. Against 
this view is the possibility that the cell clusters appear as 
the result of the stimulation of the ovaries by the carci- 
noma, and it may be that both the cell clusters and the 
carcinoma arc induced coincidentally by some third factor. 
The dominance of the uterus by the ovaries has always 
been the main theme of our previous work on the ovaries. 
Indeed, the cells of the cell clusters are so similar in type to 
granulosa-lutein and theca-lutein cells that we feel that the • 
cell clusters arc the cause and the uterine cancer the effect. 

Wc are of course familiar with the literature on the 
development of adenocarcinoma of the endometrium in the 
absence of both ovaries; three cases were recorded by 
G. Van S. Smith (1941). We are also acquainted with the 
large number of cases of stump carcinomata arising, after 
subtotal hysterectomy. Nevertheless, only very few cases 
of adenocarcinoma of the endometrium arising 
removal of both ovaries are on record. It is possible that 

cell clusters may be found in the 

the ovario-pelvic fold, and that such cells left 

operation initiated the after Se 

described The stump-carcinoma cases ansing alter the 

mmoval of both ovaries cannot be explamed by *e tWy 

we have put forward. Although.it t Se 

SrhysfemS'y tVpIrSSrwe must a«ep^ f ^ 

»=.! clusters » 



the uterus and of the cervical canal. 


Origin of Cells 

We believe that the ceUs the ovary 

either in the normal ovary or m of the 

of patients who are not ^ material at 

uterus. An attempt has oeen , 2 was 

our disposal to trace the origin o to be 

of much interest, because the ce ovary but 

spreading not only into ffie f " “^ifeortex The 
circumferentially between the medulla av-rangement.of 

variation in shape and the jAing. TheV wbre 

the cells imply that they were f^bvely 'jets ahd we 

invariably found in the vicinity of blood 
believe that we have traced their . Neither of 

thelium of small capillaries and of l}OTphatics. 
us is a trained cytologist, so that this opinion may 
little value. . , ,v„ rM 

If, however, our main thesis is comet, a 

clusters are carcinogenic to the must 

of the uterus and the cervical canal, some attemp 
be made to explain why the ceff flusters app 
obvious interpretation is that a ^ the 

causes the cells to develop from th^ndotfaehum J t 
blood vessels or lymphatic spaces. This canal 

cause of carcinoma of the endometrium and cerweal 

local Phenomenon. We realize that such a possi- 

carcinoma. 


' Other lines of investigation present themselves immedi- 
ately. We feel that wherever possible ovaries from cases 
of carcinoma arising elsewhere in the body should be 
examined histologically. This is paxticularly so in the case 
of carcinoma of the breast, for there is evidence that 
malignant disease of the breast sometimes retrogresses after 
the removal of both ovaries. A similar investigation might 
be made of the testis and epididymis in cases of carcinoma 
of the prostate. ^ 

Case 's is of some importance gynaecologically. The 
patient had been treated previously with radium and an 
artificial menopause had been created. Although the 
follicular system in the ovaries had retrogressed completely, 
the cell clusters were found not only near the white line 
but also in the medulla. The findings suggest that the cells 
appear after the creation of an artificial menopause, and 
that many of the puzzling features of the development of 
carcinoma of the endometrium after radiotherapy can be 
explained. Again, in the radium treatment of carcinoma 
of the uterus it seems that the cells must first be destroyed 
by radium, otherwise a recurrence of carcinoma is to be 
expected. It seems to us important to determine whether 
the cells clusters disappear after the application of radium 
to -the cervix. If the cell clusters arc not destroyed, and 
our thesis that they are carcinogenic is correct, the pro- 
cedure in such cases should be to remove the ovaries before 
radium treatment is instituted. 

Conclusions 

Unusual cells have been demonstrated in the mesovariurn 
and medulla of the ovaries of cases of adenocarcinoma of 
- the endometrium and of cndocervical carcinoma of the 
uterus So far as we know, the cells have not been 
described before. If they have been described, httle attea- 
Son has been paid to them. The cells do not seem o be 
found in normal ovaries, and their presence seems to be 
restricted to cases of carcinoma of the uterus. They are 
usually found in the mesovariurn, close to the temmation 
of the cortex of the ovary, but they may also be found 
t the ovarian medulla and, very rarely, in the cortex. 
Although they may possibly appear as the result of some 
reaction from^the uterine carcinoma or may be shmula ed 
L aonear by a hypothetical factor which also initiates the 
carSma of the uterus, wc incline to ;Uie view that they 
Se cardnogenic. Our main difficulty has been to obtain 

'"fn ohly four cases have the ovaries been investigated in 
^ t riptnil In 54 other cases of carcinoma of the body 
* am Sd erdnema of «.vix, only on. slid, 
of the uter avaUable. Of these 54 cases the 

“have been found in 26. We emphasize the difficulty 
n-fviniy the cells, and we firmly believe that the cells 

ovirits had been available for examination. Never- 
Iven in this small and imperfect series the incidence 
f me cells is appreciable. We feel that further mvestiga- 
of . „\l„de and if specimens are removed and 

tions should b j . ^ available we hope that 

suitable laboratmy facilities examination. The 

the J of squamous-celled carcinoma of the 

available for investigation is surprisingly small, and 
portio avaiiao comment on the associa- 

to d.v.lopn>»t of this ft.™ of 

■>' Snmmnty 

1 .„ik have been demonstrated in the mesovariom and 
Unusual cells adenocardnoma of the endometrium 

rnroTcTdocervical carcinoma. 
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The cells are secretory in type, yet differ morphologically 
^ rom any ovarian cells known to us. 

1 ., They have not been discovered in control cases, 
j. They are found only in relatively small numbers and may 
,, e extremely difficult to detect. A single section through the 
^ rary is insufficient, as a general rule, to demonstrate them. 

The cells may possibly be carcinogenic, secreting a hormone 
■ .hich stimulates some of the cells of the endometrium of the 
- od>; of the uterus and cervical canal to undergo malignant 
hange. It is hoped that a further search for them wilt be made 
.. 1 other laboratories. 


: Our thanks arc due to Mr. Bert Cambridge, of the Williamson 
. aboratory, for his great help, particularly in sorting out microscope 
sides from bomb debris, and to Mr. Norman K, Harrison, A.R.P.S., 
b f the photographic department, who has offered every possible 
: acility. Miss J. E. Colley has given secretarial help enthusiasucally 
t unusual times of the day, and her knowledge of the literature has 
.• een most useful. Miss Joan Wheelwright has followed the work 
■. fith great interest, instilling the optimism of youth at the most 
• ritical phase of the investigation. 
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^is paper reports the results of a combined clinical and 
bacteriological investigation of infantile diarrhoea and 
’I vomiting, and includes a note by Dr. F, O. MacCallum 
on his virus investigations. In order that cases of infective 
origin should be presented for bacteriological study the 
riinical material was drawn in the main from outbreaks 
i-'. 3f diarrhoea and vomiting and from intercurrent attacks 
n hospital wards. In addition there were included two 
ieries of cases admitted consecutively to the gasfro-enteritis 
inits of a children’s hospital and of an infectious diseases 
lospital. In these groups there was sometimes uncertainty 


whether cases should be classified as “ infective,” “ dietetic,” 
or “ secondary to parenteral infection.” 

The first outbreak occurred in the nurseries of a mater- 
nity unit, and a number of observers took part in its investi- 
gation. Subsequently the course of each outbreak and the 
clinical progress of each case were followed by one paedia- 
trician. Material for bacteriological examination was dealt 
with at a centrally placed laboratory- as soon as possible 
after collection. In this way a wide area of field investiga- 
tion could conveniently be covered. The methods and 
results of the general bacteriological investigation of the . 
cases are given in a later section. 

The detailed study by Crowley et al. (1941) left little • 
expectation that a bacterial agent might be determined by 
a quantitative comparison of the faecal flora of affected 
and unaffected babies. From the outset of the present 
investigation it had seemed that bacterial studies would 
need to follow the modem trend towards subditnsion 
of genera by serological, biochemical, and phage-typing 
methods. Primary culture plates or subcultured strains 
were therefore sent to laboratories specially equipped for 
their detailed examination. Similarly, for virus studies, 
post-mortem tissues and other material were submitted to 
a laboratory engaged in virus research. 

Previous investigators (Costello and Lind, 1939 ; Sakula, 
1943 ; Sevitt, 1945 ; Light and Hodes, 1943 ; Buddingh and 
Dodd, 1944) have found a variety of bacterial and virus 
agents associated with infantile diauhoea and vomiting. 
Bray (1945) isolated a particular serological type of Bact. 
coll var. neapolitanum from 42 out of 44 cases of infantile 
" summer diarrhoea.” From an early stage of our investi- 
gation, work on a certain type of Bact. coll provided a 
promising line to pursue. Sera for its identification were 
prepared from the Bact. coll strains of infants suffering 
from epidemic diarrhoea of the newborn. The outbreak 
in which these cases occurred is described under Group A 
below. The strain is referred to throu^out the paper as 
Bact. coll D 433. A description of the serological work, 
together with an account of the biochemical activities and 
other characters of the strain, are given in a later section. 

The main purpose of this paper is to report the associa- 
tion of Bad. coll D 433 with certain groups of cases of 
infantile diarrhoea and vomiting and its absence in control , 
groups of healthy and sick babies. Work on similar lines 
was published by Giles and Sangster in March, 1948. They 
reported the isolation of a serologically homogeneous strain _ 
of Bact. colt from over 90% of cases of primary infective 
gastro-enteritis admitted to hospital during an outbreak in 
the city of Aberdeen in 1947. 

Cases of Infantile Diarrhoea and Vomiting 

Clinical and bacteriological investigations were made on 
the following groups of infants suffering from diarrhoea 
and vomiting : one outbreak in a maternity unit (Group A) ; 
two outbreaks in a mothers and babies’ hostel (Groups B 
and C) ; one outbreak in a residential nursery (Group D) ; 
intercurrent cases of diarrhoea and vomiting in a children’s 
hospital (Group E); routine admissions to two gastro- 
enteritis units (Groups F and G) ; and endemic diarrhoea 
and vomiting in a residential nursery (Group H). 

Group A 

An outbreak of epidemic diarrhoea of the newborn occurred 
in February and March, 1947, in the 90-bed matemitj- unit 
of a Derbyshire hospital. In all, 20 babies contracted the ' - 
disease and 14 of them died. At the onset of the illness the 
age of 19 of the babies was from 6 to 20 days, and that of 
one baby, retained for the treatment of minor sepsis, was 
43 'days. All the babies had received early glucose feeds. 
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Fifteen were fully bottle-fed and four partially breast-fed at 
the time when the illness began ; one baby, apart from early 
glucose feeds, had been fully breast-fed from birth. 

The outstanding symptom was diarrhoea with frequent 
watery green or yellow stools, preceded in some cases by a 
period of lethargy, reluctance to feed, and loss of weight. 
Vomiting also occurred in all cases. Parenteral infection was 
limited to one case of early bronchopneumonia, some sub- 
cutaneous abscesses, and a few minor skin infections. AH the 
• babies became dehydrated, most of them severely so. 

Nine babies were available for examination during the active 
stage of the disease, and Bact. coli D 433 was isolated from 
all of them. Five had developed symptoms after discharge 
from the maternity unit and were readmitted for treatment in 
the emergency gastro-enteritis unit. The duration of illness at 
the time of swabbing varied from two to five days. In eight 
cases the strain was isolated from the rectal swabs and in one 
case from the upper respiratory tract only. 

Group B 

A severe and sudden outbreak of diarrhoea and vomiting 
occurred in a mothers and babies’ hostel in Middlesex between 
Sept. 7 and 18, 1947. The hostel has accommodation for 
14 mothers and their babies. They are usually a^dmdted direct 
from maternity hospitals after the lying-in period. The babies 
are cared for by their mothers, under the supervision of a small 
stair oi^ nurses. Of the 12 babies living m the \oslel at the 
time 1 1 developed the disease. The one baby who remained 
healthy was fully breast-fed. The others were all ^lottle-fed 
babies^ who had thriveH since birth and were in good health 
m the Zi of the outbreak Their age << ^tnbutmn was as 
follows- under 1 month, 3', 1 month, 3’ ,2 monttts, /> 

1 months 2' 4 months, 1. One other baby, the 9 -months-old 

litorgy and reluctance '« “’‘J ‘'y r'ttiSl 

,T?;e"lrc.'”e’ *' Vc”„ .l.r»ecS in all bn. 
event m one fatal case), v evidence of paren- 

cases ; it was severe four. secondary infection 

teral infection at the start of e-nurse Some degree of 

, occurred in several cases jn two 

' dehydration occurred m all the 12 ^^ 

and severe ^ evere Seven babies were given 

classed as mild and 10 s „,.nvered There were three 
intravenous therapy, and these recovered. 

: “al swab, .ere laken, « 

L'tsSi:, ■" 

Group C . . 

A second and less severe Group B. 

occurred in the same hostel eig infection developed 'the 

Eight of the 17 I’^^Wes exposed to infectmn J 

■ disease between May 13 and Jrae j 6 WS. 

eight were bottle-fed, and one, 2 months. 

Seven of the babies were 1 mon previous out- 

The clinical features were comparatively 

break, but with two exceptions the cases were 

“The onset of illness was more 
outbreak, and in three cases was characterised 
reluctance to feed. The stools were gree Vomiting 

in the severe cases and relaxed m th 
occurred, but was never a severe featur . 
had no more than slight j®/ j (he others by a 

accompanied in one by loss of weio t ^ these very 

temporary' interruption of infective diarrhoea. 

, • mild cases might not have been outbreak 

but it was considered that they y; The remaining 

and therefore mild examples of the d^scase^ dehydrated. 

Le babies were more severely ill , uvo became 
and one of these died. 


Bad. coli D 433 was isolated from the rectal swabs of the 
eight babies with diarrhoea and vomiting. The swabs were 
taken in five cases on the first, second, or third day of illness 
and iii the other three cases on the twelfth, fourteenth, ant 
fifteenth days. Rectal swabs had been taken from three babic: 
before the onset of symptoms. Boot, coli D 433 was isolatei 
from one baby on seven occasions during the nine days pre 
ceding onset and from the other two babies on the precedin: 
one and four days. 

Group D 

An investigation was made of an outbreak of diarrhoea an 
vomiting in a residential nursery' in Hertfordshire. It ha 
accommodation for 40 children, including a nursery unit fc 
12 babies. At the end of December, 1947, two babies die 
from diarrhoea and vomiting ; these are not included in tV 
series. Four others developed the disease between Feb, 1 
and 15 1948. They were all bottle-fed. Their ages were i 
follows ; 1 month, 1 ; 2 months, 2 ; 3 months, 1. The symptor 
were severe diarrhoea with green watery mucoid stools at 
vomiting. No parenteral infection was found at the start 
the illness. All the babies became dehydrated. One baby di 
after an illness of eight days. 

■■ Bact. coli D 433 was present in the rectal swabs of the to 
cases. The swabs were taken from the fourth to the six- 
day of the illness. 

Group E 

An investigation was made of 23 babies who developed inter- 
cunent diarrhoea and vomiting while undergoing in-patieni 
Sment in a children’s. hospital in London The occurrence 
of seven cases in one ward during a period of twq months, anc 
of two or three cases in quick succession m 
suggested the possibility that some, if not all, ^ 

o/L infective type. The babies were all nursed in single 

'^^The period of study was from late January to early May 
104 R The babies were all bottle-fed or on mixed feedin£ 

SnfSculty. rSnaliot^onrenital defSh eacmi 
i.e., leeoing oiu j, attack of diarrhoea and vomitin 

surgical operation, e . watery diarrhoea, accoir 

panied in most cases oy (Lv^nteen of the babies bccarn 

*w"ill mriVrrrivea Inlravenou, therapy the olh. 

pames ii<k ^resent in the rectal swabs of 21 

Group F 

' . • of 76 cBSCs of diiirrlioCti 

single-cot cells. vomiting while in other wards of tl 

["''Sr.", Crfraf- 'r 

h-ive already been included in Group E. 
cases have alre y diarrhoea and vomiting were 

The other 14 infants vi medical practitioners, 

admitted from outside at the r q feeding. Their ages 

They were all bottle-fed or °n tf 5 „®onths, 3 ; 6 .0 

„„ Mo., t 3 rf th. babte 

8 months, f, o'er 1 year, - , tp days and 

had been ill more •^‘hree had suppurative otitis 

five for three weeks or mor , history of recent coryza. 

media, one “,ere given intr^enous therapy. 

Seven were severely ill and Siv /i 

Bact. coli D 433 was .^vabs were taken on the 

the 14 cases ; 'y** f ^ *1 ' of these six babies three had 
- - the unit. 01 in hospitals. Uw 


day of- admission to in„ other hospitals. iw« 

contracted diarrhoea ^"0 nutfcrics, and one, a sporadic 

during outbreaks m res . . — whom the strain was 


during °h babies from whom the strain was 


case. 
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' Group G 

’ An invesligation was made of 24 cases of diarrhoea and 
omiting admitted consecutively during May, 1948, to a gastro- 
■;atcritis unit, consisting of 48 single-cot cells, in a London 
•infectious diseases hospital. From each baby a rectal swab was 
taken in the receiving-room before admission to the unit, and 
■^a nasopharyngeal and repeat rectal swab on the following day 
within the uniL 

Two of the 24 babies were partially breast-fed ; the remainder 

- were either bottle-fed or on a mixed diet. Their ages were 
' as follows : under 3 months, 7 ; 3 \to 5 months, 1 1 ; 6 to 8 
■ monthL 3 ; 9 to 11 months, 3. Three had contracted the disease 
t while in another hospital, four while in a residential nursery, 
:and 17 at home. A history of contact with other cases of 
: infantile diarrhoea and vomiting was found in nine instances. 

- The clinical picture and the severity varied considerably. 
■'Diarrhoea was the main symptom in all cases, and vomiting 

•occurred id all but a few, although it was marked in only 
-nve. Parenteral infection was found on admission in eight 
■babies (upper respiratory tract infection, 5 ; bronchopneumonia, 
2 ; vaccination reaction, 1). On admission 17 cases were classi- 
' ned as mild and seven as severe ; in the latter group six were 
sufficiently dehydrated to need intravenous therapy. Seventeen 
•nade uneventful recoveries, four (one of whom died) had 
;evere relapses, and three developed secondary parenteral 
..nfections (bronchopneumonia, 2; skin sepsis, I). 

-•: Twenty-one of the 24 babies were admitted during the first 
— veek of the disease, two in the second week, and one, with a 
elapse and pneumonia, in the seventh week. Bact. colt D 433 
i.-sas present on admission in three of the seven severe cases 
.-.nd in two of the 17 mild ones. There were no obvious clinical 
~. eatures to distinguish those cases in which the strain was 
ound. Two of the five babies in whom Bact. coli D 433 was 
, tresent had contracted diarrhoea and vomiting while under- 
,:i oing treatment in another hospital ; the other three were 
Admitted direct from home. 

’ Group H 

A- mild’ type of endemic infantile dianhoea and vomiting 
l..yas investigated in a large residential nursery in London, 
^..tccommodation is prosaded for 120 children under 3 years 
Z-'f age, including about 40 bottle-fed or breast-fed babies. 
.l..'here is a large turnover of children, tvith frequent admissions 
■^„nd discharges. On arrival some of the babies are in poor 
—tfiysical condition and arc under weight. Rises in incidence 
the endemic diarrhoea and vomiting occur from time to 
^rime. A period of comparative freedom from the disease was 
“■'ollowed by an increase in the number of cases during March 
^■'ind April, 1948. 

Investigations were made of 14 cases occurring consecutively 
during this time. The babies affected were all either bottle- 
•'.hd or on mixed feeding. Their ages were as follows: under 
4 3 months, 8 ; 3 to 5 months, 3 ; 6 to 8 months, I ; 9 to 11 
'^months. 1 ; over 1 year, 1. Diarrhoea and vomiting, usually 
-j^of insidious onset, were the main symptoms. Parenteral infec- 
tions at this stage were found in only two of the babies. Eight 
^-jihowed clinical evidence of dehydration, but only three were 
f''’!everely ill. There were no deaths. 

Rectal swabs were taken from the 14 babies at times varying 
'';rom the first to the sixth day of illness. No Bact. coli D 433 
t.vas isolated from them. 

Control Groups of Babies 

Rectal swabs were taken from a control series of 208 
'ijabies (Groups K and L). Their ages were as follows: 
-xmder 3 months, 122 (including 79 under 1 month) ; 3 to 
' 5 months, 42; 6 to S months, 35; 9 to 11 months, 9. 
^ -'Seventy-seven were breast-fed, 43 partially breast-fed, and 
:'''S8 either bottle-fed or on mixed feeding. Those who had 
received no more supplementary feeding than water or 
'“glucose feeds during their early days have been included in 
■'^the breast-fed group. 


Group K : Healthy Babies. — One hundred and seventy-five 
healthy babies were examined during the period February- 
June, 1948. Sixty-seven of them were attending infant-welfare 
clinics in North and South London, 29 .were in residential 
nurseries in North London and in Hertfordshire, !0 were 
attending ch'nics for congenital defects in Central London, and 
69 were in the newborn babies’ nurseries of three maternity 
hospitals in East and North London and in Middlesex. No 
Bact. coli D 433 was isolated from the rectal swabs of these 
175 babies. After an interval of at least two •weeks an inquiry 
was made about the progress of each baby. Thirteen of them 
could not be traced. None of the other 162 had developed 
diarrhoea and vomiting, but it was reported that six neonatal 
babies had had mild digestive disturbances with relaxed stools. 

Group L: Sick Babies. — ^Thirty-three sick babies were 
swabbed in the receiving-room of a children’s hospital in Lon- 
don immediately before their admission for conditions other 
than diarrhoea and vomiting. Seventeen of them were 
examined in May and June, 1948. and 16 in October and 
November. 1948. No Bact. coli D 433 was isolated from their 
rectal swabs. The clinical progress of each baby was followed 
for a fortnight after admission ; none of them developed 
diarrhoea and vomiting during this time, but five of them had 
some relaxed stools while in hospital. 

Incidence of Bact. coli D 433 

The accompanying Table shows that Bact. coli D 433 was 
present in all the 31 cases of infective diarrhoea and vomit- 
ing which were swabbed in four outbreaks of the disease 


Table showtne Incidence of Bact. coli D 433 in Cases oj Diarrhoea 
and Vomiting and in Control Groups of Babies 





L , 

j Bact. coli D 433 

a 

t 

0 

Place 

' Description of Group | 

; 1 

0 0,0 

L2 « S 

f No. of . 
1 Babies 

1 Positive ! 

Percec- 
tace of 

1 Babies 
[ Positive 

A 

^fateraily unit 

Epidemic diarrhoea of the 
newborn 20 cases. 14 deaths 

9 


1 100 

B 

; Mothers and 

Severe outbreak- 1 2 cases. 3 
deaths 

10 

to 1 

100 

C 

1 Mothers and 
babiss’ hostel 

Second and less severe out- 
break in same hostel as 
Group B. 8 cases. 1 death 

1 ^ 

8 

1 ! 

100 

D 

Residential nor- 

Severe outbreak. 4 cases. 1 
death 

4 

i ) 

j 100 

E 

ChiJdrco’s hos- 
pital 

Intercurrent cases amonc stek 
babies 17 severe and 6 | 
moderate or mild cases. 2 
deaths 

23 

' 21 ! 

1 91 

F 

Gastroenteritis 
unit 1 (child- ] 
Ten’s hospital) ' 

Rooiins admissions. 7 severe 
and 7 moderate or mild 
cases. No deaths 

1 14 

1 

i ^ ' 

1 1 

1 43 

1 

G 

Gasiro-enteritis 
unit 2 (mfec- 
(ious diseases 

Routine admissions. 7 severe 
. and 17 mild cases. 1 death 

24 

5 

2! 

H 

hospital) 
Residential nur- 
sery 

Endemic diarrhoea and vomi- 
ting. 3 severe and 11 mild 
cases. No deaths 

14 

0 1 

i 0 

K i 

1 

Clinics, mater- 
nity units, and 
residential nor- 

Healthy babies 

175 

0 

0 

L 

Recei\Tng-roora 
of chSdrcn’s 
hospital 

Sick babies on admission for 
conditions other than diar- 
rhoea and vomiting 

33 

j 

0 

0 


(Groups A-D) and in 21 out of 23 intercurrent cases in 
a children’s hospital (Group E). The strain was not, on the 
other hand, isolated from any of the 14 cases of endemic 
diarrhoea and vomiting in a large residential nursery 
(Group H). Bact. coli D 433 was present in six of the 
14 cases admitted direct to gastro-enteritis unit 1 (Group F), 
but was found in only five of the 24 cases admitted to 
gastro-enteritis unit 2 (Group G). It was not isolated 
from any babies in the control group, which consisted of 
175 healthy babies and of 33 sick babies suffering from 
conditions other than diarrhoea and vomiting. 

-The great majority of the babies from whom Bact. coli 
D 433 was isolated had severe attacks of diarrhoea and 
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, vomiting, with enough dehydration to. need intravenous 
merapy. Some of the cases in which it was found were, 
however, mild examples of the disease. 

''An analysis of the age distribution of the 63 babies in 
whom liact. coli D 433 was present gave the following' 
results: under 3 months, 33 ; 3 to 5 months, 15 ; 6 to 8 
months, II; 9 to 11 months, 4. The first age grpup 
included 13 babies in the neonatal period, eight of whom 
were involved in the outbreak of epidemic diarrhoea of 
the newborn (Group A). The hges of the' babies in the 
outbreak of Group B were of interest in that they ranged 
from 25 days to 9 months. The limits of age,, taking the 
whole series of cases showing Bact coli D 433, was 
iO days for the youngest baby and 1 1 months for the oldest. 

' Farther Observations on Cases . 


Bxmsij 

Medical Iqvkskx. 


of the babies were negative to Bact. coli D 433 on admis-' 
Sion and six of Aese became positive during their illness. 
The first positive swab was discovered at times varying 
from the 10th to the 30th day after admission. The 'finding 
of Bact, coli D 433 was in one case associated with a * 
severe exacerbation of diarrhoea and in three others with 
mild relapses. Of 12 babies who were positive to Bact. coli 
D 433 on admission nine' became negative during their 
stay in the unit. The stools of three had settled by this 
time, but those of the other six were still relaxed. The 
first negative swab occurred at times varying from the aintl 
to the, 34th day of illness. 

(b) Re-examination of Cases in Groups A-D. — ^Eighteen 
other babies (Groups A-D) from whom Bad. coli D 433 
had been isolated in the first swab were re-examined durinj 
the course of their illness. It was not possible to .correlate 


1. Necropsies. — ^Post-mortem examinations were carried 
out on 13 babies of Groups A-E. The seven neonatal 
babies all showed hyperaemia of the intestines, particu- 
larly of the small intestine ; in all but one case there was 
some enlargement of the mesenteric glands. Two small 
membranous lesions of the gastric mucosa were found in 
one of these seven babies, and a few large superficial 
erosions of the small intestine in another. No evidence of 
parenteral infection other than one case of early broncho-, 
pneumonia was found. Among the group of six older 
, babies four showed some hyperaemia of the small and 
large intestines ; the alimentary tract of the other two 
appeared normal. In five of these cases the liver showed 
fatty change. The only parenteral infections found were 
pneumonia and mastoiditis in one case. A sample of the 
contents of the small intestine was taken at necropsy from 
four of the neonatal and three of the older babies. Bact. 
coli D 433 was present in all these specimens. It was 
also present in the mastoid antra of the baby with 
mastoiditis. The interval from the onset of diarrhoea and_ 


exactly the clinical progress of the cases with the finding 
of Bact. coli D 433. It was observed, however, that ir 
some cases loose stools continued after the rectal swab; 
had become negative, and that in others the stools hac 
settled while the result was still positive. 

(c) Clinical Relapses. — Four babies admitted to gastro- 
enteritis unit 2 during April and May, 1948, had at firsi 
mild or moderate attacks of diarrhoea and vomiting, accom- 
panied in one case by bronchopneumonia. While in hos 
pital they had relapses of their diarrhoea and vomiting 
during which they all became dehydrated. Three wer( 
given intravenous therapy and one of them died. Bact. col 
D 433 was not isolated from their rectal swabs during tht 
initial attacks, but was present in all four during thei: 
relapses. 

\ 6 . Cases Other than Diarrhoea and Vomiting. — ^During 
the course of .the investigation 14 babies admitted to the 
gastro-enteritis units were found to have illnesses other thar 
diarrhoea and vomiting. No Bact, coli D 433 was isolatec 
from their rectal swabs. 


vomiting to death varied from three to 27 days. One of 7 , Other Outbreaks of Diarrhoea and Vomiting. — Bact 
the 13 dead babies had not been swabbed during life. coli D 433 was present in rectal swabs or stools receivee 


2. Nasopharyngeal Swabs.—Nasopharyngeal as well as 
rectal swabs were taken from 88 of the babies suffering 
from diarrhoea and vomiting. Bact. coli D 433 was iso- 
lated from the nasopharyngeal swabs in 12 cases; 11 of 
these yielded the strain in the rectal swabs also. Five of 
these 12 were suffering from epidemic diarrhoea of the 
newborn (Group A), 

3. Chemotherapy.SixteeQ babies were on courses of 
sulphonamides (sulphadiazine, sulphamezathine, sulpha- 
suxidine, or phthalyl sulphathiazole) and three on pem- 
cilUn treatment when BocL coli D 433 was isolated from 
their rectal swabs. 

4. Infant Feeding.— An analysis was made of the feeding 
of those babies from whom Bact. coli D 433 bad been 
isolated. It was found that on the day of swabbing and 
during the previous few days they had received a variety of 
dried-milk preparations to which had been added sucrose, 
glucose, lactose, or dextrimaltose. Expressed breast milk 
or diluted Hartmann’s fluid had been given to a few of 
them. Two of the babies were fully breast-fed and three 
partially breast-fed. 

5. Later Swab bing of Babies with Diarrhoea and Vomiting 

(a) Clinical Progress and Bad. coli. D 433. — ^In gastro- 
enteritis unit I a study was made of the association between 
the clinical progress of the cases and the finding of Bad. 
coli D 433. From the 20 babies concerned, rectal swabs 
were taken on admission and on each subsequent Monday 
from early February to the end of March,- 1948. Eight • 


from a limited number of cases of diarrhoea and vomit 
ing which occurred in other outbreaks during 1948. Th( 
residential nurseries in which they arose were situated ir 
three counties. The results of these examinations, taker 
together with those listed in the Table, show a distributior 
of Bad. coli D 433 over a wide area. In all, it was iso 
Jated from cases of diarrhoea and vomiting in Derbyshire 
Middlesex, Hertfordshire, Berkshire, Leicestershire, 'Sussex 
and London. 

Adult and Baby Contacts 

A number of adult and baby contacts of infective diar 
rhoea and vomiting were examined for the presence o: 
Bact. coli D 433 in their faeces or rectal swabs. Somt 
individuals were direct contacts and others were indirec 
contacts exposed only to mediate infection or to possible 
carriers of the infecting agent. 

Adult Contacts. — Faeces (or rectal swabs) were obtainet 
from 84 adult contacts of infantile diarrhoea and vomiting 
Specimens were taken, usually once only from each person 
either during or shortly after an outbreak of the disease. Foui 
of the contacts reported diarrhoeal attacks during the course 
of the investigation of Groups A, B, and H, No Bact. coh] 
D 433 was found in their specimens, but in two instances 
the diarrhoea was not reported until recovery was complete. 
The other 80 adult contacts were associated with Groups B, 
C, D, and E, and none of them reported any attack of diar- 
rhoea’. Bact. coli D 433 was isolated from only four of these 
go persons— a daily cleaner whose baby had an attack of 
diarrhoea and vomiting, a laundress whose duties uxiuded the 
washing of soiled napkins, and two mothers, one of whom 
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was the mother ot a case. On re-examination of the laundress 
and the cleaner six and 1 1 days later, respectively, no Bact. coli 
D 433 was found in their faeces. 

Baby Contacts . — Rectal swabs were taken from 34 baby con- 
tacts of cases of diarrhoea and vomiting from which Bact. coU 
D 433 had been isolated. Eleven of the baby contacts were 
associated with the neonatal outbreak (Group A), nine with 
the outbreaks in the mothers and babies’ hostel (Groups B 
and C), seven with that in a residential nursery (Group D), 
and seven with cases of intercurrent diarrhoea and vomiting 
in a hospital ward (Group E). The rectal swabs were obtained 
once only from 26 of the baby contacts and on several occasions 
from the other eight. Nine of the 34 baby contacts were 
positive to Bact. coU D433. Three of these nine were asso- 
ciated with Group A, one with Group B, and five with Group C. 
Four of the nine babies were breast-fed, two partially breast- 
fed, and three bottle-fed. The remaining 25 were negative to 
Bact. coli D 433 ; seven of these were breast-fed, four were 
partially breast-fed, and 14 either bottle-fed or on mixed feed- 
ing. The progress of the 34 babies was followed for a further 
formight, and all remained free from diarrhoea and vomiting. 
Rectal swabs were also taken from 28 baby contacts of cases 
of endemic diarrhoea and vomiting (Group H) in a residential 
nursery. No Bact. coli D 433 had been Isolated from the 
babies suffering from the disease and none was found among 
the baby contact. ^ 

t 

Subsequent Investigations in Nurseries and Hospital ’13’ards 

Rectal swabs were taken some months later from infant 
occupants of the nurseries and wards in which cases of 
diarrhoea and vomiting associated with Bact. coli D 433 
had been investigated. The 'groups present at the later 
date consisted, with few exceptions, of different babies from 
those originally there. 

(a) On'three occasions examinations were made of groups 
of babies in the maternity nurseries in which epidemic diarrhoea 
of the newborn (Group A) had occurred in February-March, 
1948. (1) Three months after the outbreak, in June, 1947, 

20 neonatal babies in the nurseries were swabbed. No Bact. 
coli D 433 was isolated from them. Their subsequent progress 
was not followed. (2J Fourteen and 17 months after the out- 
break, in May and August, 1948, two funher groups of neo- 
natal babies in these nurseries were examined. TTie groups 
consisted of 21 and 30 babies respectively, making a total of 
51. The results were unexpected, for a strain of Bact. coli 
which was closely related antigenically to Bact. coli D 433 
but which failed to produce gas in “ sugars ” rvas isolated from 

21 of them. Particulars of this anaerogenic strain are given 
below. A clinical follow-up of the 51 babies was made 24 
weeks after each swabbing. Fourteen had suffered from mild 
transient diarrhoea ; from 10 of these 14 the anaerogenic 
strain had been isolated. It was evident that the babies were 
free from severe epidemic diarrhoea of the newborn. It is 
uncertain whether any significance should be attached to these 
minor diarrhoeal attacks, which may possibly have been no 
more than digestive disturbances common in the neonatal 
period. 

. (6) The infant community of the mothers and babies’ hostel 

were swabbed three months after the second outbreak of 
^ diarrhoea and vomiting (Group C) and that of the residential 
" nursery in Hertfordshire three and six months after the out- 
1 break (Grdup D). There had been no cases of diarrhoea and 
vomiting in the intervening months. The number of babies 
' present was 13, 10, and 8 respectively. No Bact. coli D 433 
S was isolated from the rectal swabs. Progress reports for the 
4i- ensuing fortnight showed that none of the babies developed 
It* diarrhoea and vomiting during this time, 

(c) Thirty-one sick babies accommodated in wards where 
intercurrent diarrhoea and vomiting had occurred in January- 
May, 1948, were swabbed in August, 1948. The intervening 
^^.period had been a quiescent one. No. Bact. coli D 433 was 
- isolated from the rectal swabs of these babies. Their clinical 
L'-' records for the following fortnight showed that one of them 
.h" 


had des'eloped diarrhoea and vomiting during this time, and 
that the others had remained free from the disease. 

Report of Vims Investigations by Dr. F. O. MacCallnm 

Attempts made to isolate a virus from material obtained 
from four fatal cases of diarrhoea and vomiting yielded 
negative results. 

1. Post-mortem material was obtained from two babies, 
aged 9 and 17 days, who had died from epidemic diarrhoea 
of the newborn (Group A). They had been ill for three 
and five days respectively. Suspensions of brain, small 
intestine, and intestinal contents were filtered through 
collodion membranes which had an A.P.D. of 750 mp. 
The filtrates were then inoculated into mice, cotton-rats, 
guinea-pigs, and young swine. Intracerebral passages were 
made, using 100 mice. The mice were killed after various 
intervals and brain suspensions injected into further mice. 
Eight passages were made, with negative results. Sis intra- 
cerebral passages using 18 guinea-pigs were negative. Four 
intranasal passages, using 20 guinea-pigs, of the consolidated 
lung of an intracerebrally inoculated guinea-pig were nega- 
tive. Four intracerebral passages using 20 cotton-rats were 
negative. The original swine were inoculated intranasally 
and orally, and then three passages were carried out with 
brain intracerebrally, vvith lung intranasally, and with intes- 
tine orally. Seventeen swine were used, and the results 
were negative. 

2. Post-mortem material was obtained from twin babies, 
aged 3 months, who had died from diarrhoea and vomiting 
(Group B). They had been ill for 7 and 8 days. Mice 
wereinoculated intracerebrally with brain, intranasally with 
lung, and orally with intestine. The material was unfiltered. 
Two passages using 16 mice gave negative results. Similar 
inoculations in four cotton-rats and four young rabbits gave 
negative results. Three passages in IS guinea-pigs were 
negative. 

General Bacteriolo^cal Investigations 

The number of cases of infantile diarrhoea and ’.omiting 
listed in the Table is 106. Rectal swabs from 85 of these 
were examined on two to four occasions for non-lactose- 
fermenters and from 18 on one occasion only. Naso- 
pharyngeal and rectal swabs from 88 of the 106 cases were 
submitted to general bacteriological examination. 

Nasopharyngeal swabs consisted of curv'ed swabs which 
were passed under the usaila to the posterior phaiyaigeal 
wall. They were inoculated on to horse-blood-digest-agar 
plates, which v;ere incubated aerobically. In most cases 
rectal swabs w’ere taken through a narrow glass anal 
cannula for their protection from skin contamination. Cul- 
ture media used were horse-blood digest agar (one plate 
incubated aerobically and one anaerobically), horse-blood 
digest agar -r 1 in 1,000 chloral hydrate for inhibition 
of swarming by Proteus (Gillespie, 1948), plain digest 
agar + 7.5% NaCl for isolation of staphylococci (Chapman, 
1945), and desoxycholate-citrate medium (Hynes, 1942) or 
Difeo “ bacto S S ” agar for isolation of non-lacto'se- 
fermenters. 

No salmonellae or shigellae were isolated from the rectal ' 
swabs of the 103 cases examined for non-lactose-fermenters. 
Thirty-six of the 88 babies from whom nasopharyngeal 
and rectal swabs were taken had, prior to swabbing, either 
had diarrhoea and vomiting for more than seven days or 
had received chemotherapeutic drugs. They have therefore 
been excluded from the following analysis of the general 
bacteriological results. The swabs from the remaining 52 
babies were taken in 18 cases on the first or second day 
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of illness, in 21 on the third or fourth day, in 11 on the 
fifth or sixth day, and in 2 on the seventh day. The 
distribution of organisms in the 52 nasopharyngeal swab 
cultures was as follows ; alpha- and non-haemolytic strepto- 
cocci, 48'; Staph, pyogenes, 30 ; Neisseria, 23 ; Bact. coli, 
18 ; diphtheroids, 7 ; Haemophilus, 5 ; pneumococcus, 5 ; 
yeasts, 3 ; aerobic spore-bearing bacillus, 1 ; Chromobac- 
terium, 1 ; paracolon bacillus, 1. The distribution of 
organisms in the 52 rectal swabs was as follows ; Bact. 

, coli, 50 ; Streptococcus, 41 ; Staph, pyogenes, 16 ; Proteus; 
16 ; Lactobacillus, \5 ; Micrococcus, 15 ; paracolon bacilli, 
5 ; Fusiformis, 3 ; Clostridium, 2 ; yeasts, 2 ; aerobic 
spore-bearing bacillus, 1. 

Bact. coli was present in abundance in 47 of the 52 rectal 
swabs. The detailed exaihination of the Bact. coli strains' 
is described below. Organisms of the Proteus group were 
isolated from 16 of the 52 rectal swabs, but in abundance 
from only 11 cases. Proteus was not isolated from any 
of the babies with epidemic diarrhoea of ,- the newborn 
(Group A) or from those with diarrhoea and vomiting in 
two other outbreaks (Groups B and C). It was, on the 
other hand, present in the rectal swabs of all the babies 
in Group D, but it was also present in the seven unaffected 
baby contacts in this outbreak. '' 

Only seven of the 14 cases with endemic diarrhoea and 
vomiting (Group H) were, suitable for inclusion in the 
general bacteriological -analysis, and Proteus was grown 
from' the rectal swabs of three of them ; the organism was 
also found in 16 of the 28 baby contacts in the nursery. 
Paracolon bacilli were present in the rectal swabs of five 
of the 52 babies ; three of these five were suffering from 
epidemic diarrhoea of the newborn. Paracolon bacilli were 
isolated from the nasopharyngeal swab of one of them. 
Staph, pyogenes (i.e., coagulase-positive staphylococci) was ' 
present in the nasopharyngeal swabs of 30 and in the rectal 
swabs of 16 babies ; in 15 of the latter it was isolated from 
the nasopharyngeal swabs also, ■. 

Staph, pyogenes strains isolated from the cases of the first 
two outbreaks (Groups A and B) were examined for phage 
type by Dr. V. D. Allison. The distribution of the phage 
types in the nasopharyngeal swabs was type 7/47 (one 
baby), type 47 (one), type 52A (one), and type not found 
(five ) ; in the rectal swabs it was type 1 jAl (one), type 47 
(one), type 52 (one), type 52A (one), and type not found 
(two). On account of the variety of phage types in the first 
two outbreaks, and' of the low incidence and sparsity of 
Staph, pyogenes in the rectal swabs in general, phage 
typing was not continued. The phage types determined in 
the first two outbreaks were not those comrnonly found in 
staphylococcal food-poisoning outbreaks — i.e., type 6/47 
and type 42D (Allison, 1949). 

Gale (1944) found large numbers of Group D streptococci 
with an unusually high tyrosine decarboxylase activity in 
the stools of cases in certain outbreaks of neonatal diar- 
rhoea. A detailed examination was therefore made by 
Dr. P. M. F. Shattock and Miss M. E. Sharpe of strepto- 
cocci isolated from the babies with, epidemic diarrhoea of 
the newborn. Group D streptococci in small numbers were 
■ isolated from the rectal swabs of only three of these babies. 
Nine strains derived during this outbreak from these rectal 
swabs and from the intestinal contents of two other babies 
after death, together with two strains from the upper respira- 
tory tract, were examined. They were found to be: Str. 
faccalis, 3 ; Str. faccalis var. liquefaciens, 3 ; Str. faecalis 
var. zymogcncs, 3 ; unclassified, 2. These strains were 
found to be of several serological types. Their tyrosine 
decarboxylase activity varied from a high figure to nil. 


' Scanty Group B streptococci were isolated from the rectal 
swabs of two other neonatal cases in this outbreak. 
Clostridium was found in only two of the 52 rectal swabs. 

Thirty-four stools from cases of diarrhoea and vomiting 
were examined microscopically. Abundant bacteria were 
seen, varying numbers of epithelial cells, rarely more than 
• a few leucocytes, and very occasionally a few red bloo'd 
cells. No flagellate protozoa were observed. Stools from 
the 24 cases admitted to gastro-enteritis unit 2 (Group G) 
were examined for Giardia lamblia, each on two occasions, 
by Mr. L. G. C. Maslen, but none was found. The ether 
concentration method was used. 

Blood was taken, at times varying from the second to 
the seventh day of illness, from the internal jugular vein 
of eight babies with Bact. coli D 433 in their rectal swabs. 
Six had severe and two moderate or mild attacks of diar- 
rhoea and vomiting. Cultures were prepared in liquoid 
digest broth and incubated aerobically, anaerobically, and 
under CO, at 37° C. for 14 days.- With the exception of 
two contaminated anaerobic cultures, no growth was found. 

In summarizing the general bacteriological results of the 
rectal swabs it may therefore be said that no recognized 
pathogen was isolated, that Proteus and Staph, pyogenes 
(of phage types other than those of food-poisoning staphylo- 
cocci) were each present in about one-third of the cases, 
that Clostridium was rarely found, and that Group D strepto- 
cocci were not conspicuous in the outbreak of epidemic 
diarrhoea of the newborn. Bact. coli was the most fre- 
quently occurring organism, and, with the exception of a 
profuse growth of Lactobacillus, Proteus, or Streptococcus 
on some plates, it yielded the most abundant growth. 

Serological and Other Investigations of Bact. coli Strains 

Lovell (1937), working on the types of Bact. coli isolated 
from diseased calves, identified his strains by the precipitin 
reaction. Bray (1945), using the agglutination reaction suit- 
able for the identification of the somatic antigen, isolated 
a particular serological type of Bact. coli var. neapolitanum 
from cases, of infantile “summer diarrhoea." Kauffmann 
and his collaborators, using agglutination tests, identified 
the O or somatic, the H or flagellar, and the K antigens 
of the Bact. coli group; the K antigen may be of the 
L type (surface) or A or B types (capsular or surface), which 
are distinguished by their susceptibility to heat treatment. 
These workers were able to establish a diagnostic coli anti- 
genic schema of O groups, subdivided into types and classi- 
fied by their O, H, and K antigens. Giles and Sangster 
(1948) used their techniques for the identification of a sero- 
logically homogeneous strain of Bact. coli from over 90% 
of their -cases of gastro-enteritis. Detailed information 
.regarding the serology of the coli group may be found, in 
the review of the subject by Kauffmann (1947) and the 
monographs by Vahlne (1945) and by Knipschildt (1945). 

The methods used by these Scandinavian workers have 
been followed for the examination of Bact. coli strain: 
isolated in this investigation. The first strains of Bact. col 
to be investigated were derived from the outbreak of epi 
demic diarrhoea of the newborn (Group A). Primarj 
blood-agar plates were inoculated with nasal, nasopharyn 
geal, throat, and rectal swabs taken from nine babies ii 
the active stage of the disease, two in the convalcscen 
stage, 11 baby contacts, and four babies at first suspectec 
of epidemic diarrhoea of the newborn but later found t< 
have ailments other than this ; the intestinal contents o 
four babies who died from epidemic diarrhoea of thi 
newborn were taken at necropsy and similarly plated 
Colonies suggestive of Bact. coli were picked from all thos 
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plates on which they were found, the number picked 
depending on the number of colonial forms present. Each 
strain %vas then tested for its fermentation reactions on a 
variety of “ sugars," the production of in'dole, urease, and 
H,S, utilization of citrate, Voges-Proskauer and methyl 
red reactions, liquefaction of gelatin, gas production at 
44° C., and , haemolysis (using- the method described by 
Vahlne). In this way 178 strains of Bact. coif were Isolated. 
The subsequent serological investigation of these strains 
will be described later. _ 

For the preparation of sera, eight strains of Bad. coU 
isolated from active cases of epidemic diarrhoea of the 
newborn (Group AJ were used. Six of these strains had 
been isolated from the rectal swabs of six babies, one from 
the nasopharynx of one of these babies^ and one from a 
subcutaneous abscess of another of them. This abscess had 
formed at the site of a subcutaneous injection. These eight 
strains were chosen because in their biochemical reactions 
they showed some slight variation from one another and 
were representative of other strains found. 

O sera were made in rabbits, using as antigen an overnight 
broth culture steamed for 2i hours. K sera were made, 
using a living culture which had grown overnight on a 
tlrick 0.1% glucose-agar plate, a suspension of about 500 
millions per ml. in quarter-strength Ringer solution being 
employed as inoculum. O and K sera were made from each 
of the eight strains. One of the rectal strains was motile, 
and from this an H serum was made using a formolized 
overnight broth culture. Thus, a total of 17 sera were 
prepared. Cross-agglutination and reciprocal-agglutination 
: absorption reactions were carried out between these 17 
sera and the eight strains of Bact. colt used for their 
production. From the results obtained it was obvious that 
five of the strains were serologically identical ; of these, 
three bad been isolated from rectal swabs and the fourth 
and fifth from the nasopharynx and rectal swab respectively 
of another baby. 

This serological typs is referred to as Bact. coli D 433. It 
is non-motile, therefore O and K sera only were used for 
, its identification. It was tested with Bact. coU sera kindly 
supplied by Dr. G. Vahlne, and was found to be different 
from any, of the 25 O groups of the diagnostic coli antigenic 
schema of Kauffmann, Knipschildt, and Vahlne. The 
organism is not capsulated, so that the A antigen was not 
considered’. The presence of an L antigen could not be 
demonstrated, but a B antigen may be present, though 
more work is needed for. the proof of this point. Dr. F. 
I .Kauffmann in a personal communication states that he 
believes Bact. coli D 433 has a surface antigen of the B type 
and that both the O and the B antigens differ from those 
of other strains in the schema. The strain of Bact. coli 
isolated by Giles and Sangster (1948) was tested and found 
I to be identical with Bad. coli D 433. 

The titre of the Bact. coli D 433 O serum was 1 in 6,400 
■ and of the Bact. coli D 433 K serum 1 in 800. It was con- 
'i sidered that these titres were high enough to show any 
-5 differences between Bact. coli D 433 and related serological 
types which might subsequently be investigated. All the 
J) 178 strains already isolated in connexion with the outbreak 
X- >f epidernic diarrhoea of the newborn (Group A) were then 
fa sted against each of the 17 sera. The results suggested 
qt bat Bact. coli D 433 might be related to the outbreak in 
hat it was isolated from the nine active cases examined, 
to rom the four cases at necropsy, and from three of 1 1 con- 
es acts; it was not- isolated from the two- convalescent cases 
tis f the disease or from the four cases other than epidemic 
'.rf- iarrhoea of the newborn. 


The Bact. coli D 433 O and K sera, already prepared 
with strains from cases of epidemic diarrhoea of the new- 
born, were used for the subsequent identification of Bact. 
coli D 433 among the sick babies and contacts and controls 
of Groups B-L. Material from these babies was plated 
on blood-agar. From all plates on which “ coliform ” 
colonies appeared four discrete colonies were tested with 
Bact. coli D 433 K serum by the slide-agglutination method. 
One agglutinable colony was then taken from each “ posi- 
tive ” plate and its characteristics investigated. Without 
serological tests it was not possible to identify colonies of 
Bact. coli D 433 either on blood agar or on desoxycholate- 
citrate-agar plates. If Bact. coli D 433 colonies were over- 
grown with Proteus they were sometimes found to be 
inagglutinable by the slide method. In this event it was 
usual to test discrete colonies on duplicate primary plates 
of blood agar -f 1 in 1,000 chloral hydrate ; if these were 
not available, colonies subcultured on to this medium from 
the primary blood-agar plates were tested. 

In all, 133 cultures of Bact. coli D 433 were investigated ; 
they were derived from clinical cases of diarrhoea and 
vomiting and their contacts. ^1 the strains were non-motile. 
All fermented lactose, glucose, maltose, mannitol, and 
sorbitol, with the production of acid and gas, after over- 
night incubation at 37° C. The fermentation of sucrose, 
salicin, and dulcitol was occasionally rather slov/er, but 
the majority of strains gave acid and gas in these “ sugars ” 
in four days. .All strains were V.P. — , M.R.-f , produced 
indole, failed to utilize citrate, gave acid and gas in 
MacConkey broth when grown at 44° C, and failed to 
liquefy gelatin or to produce H,S. The large majority of 
the strains when gro'vn on 10% horse-blood-agar plates 
showed no ring of haemolysis round well-isolated colonies, 
though there was always haemolysis in the area of con- 
fiuent growth. Each strain was subjected to the haemolysis 
test; only six strains gave a positive result. All strains 
were agglutinated to titre by Bact. coii D 433 K and O sera. 
Representative strains from each group of babies investi- 
gated were used for absorption tests and completely 
removed all agglutinins to the homologous strain. 

We have already stated that an anaerogenic strain of 
Bact. coli was isolated from a number of newly bom 
babies accommodated in the maternity nurseries where 
over a year before epidemic diarrhoea of the newborn had 
occurred. This strain produced acid but no gas in lactose, 
glucose, maltose, mannitol, and sorbitol, failed to ferment 
sucrose and dulcitol, and gave variable reactions in salicin. 
The other biochemical reactions were the same as those 
of Bact. coli D 433. The O and K antigens o! the two 
strains were identical, but the anaerogenic strain possessed 
in addition an H antigen and in this respect differed from 
Bact. coli D 433. 

Four motile aerogenic strains of Bact. coli haring the O - 
and K antigens of Bad. coli D 433 were isolated during 
the investigation. These strains were derived from the 
rectal swabs of four babies, trvo of whom had mild attacks 
of diarrhoea and vomiting and were included in Group E 
and Group H respectively. The other two were healthy 
babies. The first of these was included in Group K (healthy 
controls) and the second was among the neonatal babies 
swabbed in the matemify nursery where epidemic , diar- 
rhoea of the newborn had occurred 14 months previously ; 
their progress reports for 24 weeks after swabbing showed 
that they remained free from diarrhoea and vomiting during 
this period. The biochemical reactions of these strains 
showed no constant difference from those of Bact. coli 
D 433, though two strains failed to ferment maltose in 
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strains have not been classed as Bact. coli D 433. It has 

not been possible to assess their significance, particularly 
as they have been so few in number. 


Thirteen strains' of Bact. coli i§olated from calf scours 
were tested. ■ The biochemical reactions of some strains 
were similar to those of Bad. coli D 433. but all the strains 
oilfered from it serologically. . ‘ 


Pathogenicity tests, were;carried out, using 18-hour broth 
cultures of Bact. coli strains, by intravenous and intra- 
peritoneal inoculation,' with and without piucin, of mice of 
various ages and by the intramuscular inoculation of guinea- 
pigs. One strain of Bact. coli D 433, two strains , from 
calf scours, one strain from a subcutaneous abscess, and 
one strain front a healthy child were tested. All the strains 
were pathogenic to animals, but no marked difference in 
degree of pathogenicity could be detected between them. 


Discussion 

Among over a hundred cases of infantile diarrhoea and 
vomiting no recognized intestinal pathogen was detected 
and virus studies of four fatal cases yielded negative results. 
A serological type of Bact. coli, referred to as Bad. coli 
D 433, was first identified during an outbreak of epidemic 
diarrhoea of the newborn in a maternity unit. It was 
present in all of the nine babies available for examination 
during the active stage of the disease. The same sero- 
logical type was subsequently isolated from all of 22 cases 
of diarrhoea and vomiting examined during two outbreaks 
in a 'mothers and babies’ hostel and one outbreak in a 
residential nursery. The results thus showed a constant 
association between Bact. coli D 433 and cases of undoubted 
infective origin. 

Clinically, the characteristic feature of the cases in these 
outbreaks was diarrhoea and vomiting, leading to dehydra- 
tion. Parenteral infection at the onset was limited to one 
case of bronchopneumonia. The strain was also isolated 
from 21 (91%) out of 23 sick babies who developed diar- 
rhoea and vomiting during in-patient treatment in a chil- 
dren’s hospital. In this group only two of the babies 
showed any evidence .of parenteral infection at the start 
of their attacks. The circumstances in this series suggested 
that some, if not all, of these intercurrent cases were of an 
infective type. 

Lower association rates between clinical cases and Bad. 
coli D 433 were found among the routine admissions to 
two gastro-enteritis units. These units accept cases from a 
wide area on the recommendation of medical practitioners, 
and therefore admit babies with diarrhoea and vomiting of 
possibly varying aetiology. In the first unit, six (43%) of 
the 14 cases yielded the strain. The clinical history of five 
of these six babies suggested that the attacks were of an 
infective type. In the second and larger unit Bact. coli 
D 433 was found in only five (21 %) of a series of 24 babies 
admitted with diarrhoea and vomiting. The strain was not 
detected among the 14 babies examined in a large resi- 
dential nursery. Their attacks of diarrhoea and vomiting 
were insidious in onset, and 11 of them were mild in type. 
The series of cases was spread over a period of two months 
and appeared to be due to a rise in incidence of the diar- 
rhoea and vomiting endemic in this nursery ratlier than 
to an outbreak of the disease : it differed, therefore, in this 
respect from the sharp outbreaks which were investigated 
among other infant communities. Among a control series 
of 208 babies Bact. coli D 433 was not found. 

The majority of the babies in whom Bact. coli D. 433 
was present had severe attacks of diarrhoea and vomiting. 


The relatively large number of severe cases associated with 
the strain may have been due, however, to .the selection of 
this type of case for investigation. An uiiselected series of 
cases might have shown a different incidence of the strain 
in relation to severity. Bact. coli D 433 was in fact found 
in some mild examples of the disease such as those of the 
second outbreak in the mothers and babies’ hostel. 

The distribution of Bact. coli D 433 was not closely con- 
fined to one area or to one season of the year. The strain 
was found in -counties as widely separated as Derbyshire 
and Sussex, and was isolated during all seasons from the 
winter of 1947 to the summer of 1948. It was not restricted 
to one age group among the cases, for the strain was 
present in babies ranging in age from 10 days to 11 rnonths. 
It is interesting to" note that Bad. coli D 433 was present 
both in young babies with epidemic diarrhoea of the new- - 
born and in older babies with infective diarrhoea and 
vomiting. 

Consideration was given to the possibility that Bact. coli 
D 433 may have owed its existence in the stools to some 
common factor in the feeding of those babies from whom 
it was isolated. An 'analysis of the feeds which were being 
given at the time of swabbing and during the previous few 
days showed, however, that the babies had received 'a 
variety of preparations and several types of added sugar. 
A small number were fully or partially breast-fed. Simi- 
larly, the administration of chemotherapeutic drugs could 
not be held responsible for the appearance of the strain, 
since 42 of the 63 sick babies from whom it was isolated 
had not received this form of treatment. 

A diarrhoeal condition is evidently not essential for the 
existence of Bact. coli D 433 ; this was shown by the fact 
that the strain was isolated from a number of adult and 
baby contacts who remained free from intestinal distur- 
bance. The possibility that the serological type may result 
from alimentary-tract conditions pertaining to all diar- 
rhoeal states seems to be ruled out by the fact that it was 
not found in a number of babies with watery diarrhoea. 
More difficult to determine is whether the strain, present 
in small numbers and therefore passing undetected in the 
stools of the normal infant, may grow out freely under 
particular intestinal conditions associated with only certain 
forms of diarrhoea. Before reaching a decision on this 
matter a readier method than slide agglutination wiii be 
required for the detection of small numbers of Bact. coli 
D 433 on culture plates. 

Relapses are a common occurrence during the course of 
diarrhoea and vomiting. Five babies were admitted to 
gastro-enteritis units with mild or moderate diarrhoea and 
vomiting. While under treatment they developed severe 
relapses with dehydration. Bact. coli D 433 was not iso- 
lated from them during their initial attacks, but it was 
found in all of them during their relapses. It seems pos- 
sible that the relapses were in fact attacks of infective 
diarrhoea and vomiting acquired within the unit and 
superimposed on some milder primary condition. 

In the later stages of the work a Bact. coli strain closely 
related antigenically to Bad. coli D 433 was isolated from 
babies in the maternity nurseries in which epidemic diar- 
rhoea of the newborn had occurred more than one year 
before. It differed from Bact. coli D 433 in the possession 
of an H antigen and in producing no gas in “ sugars.” 
Some of the babies from whom it was isolated suffered from 
a mild and transient diarrhoea, but they were evidently free 
from diarrhoea of the severe epidemic type. Four aerogenic 
motile strains having the O and K antigens of Bact. coli 
D 433 were isolated from four older babies, two with 
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diarrhoea and vomiting and two healthy. The significance 
of these related strains of Bact. coli cannot as yet be 
assessed, but further work may bring an answer to this 
problem. 

Another and more important problem is the possible 
status of Bact. coli D 433, when confirmed by biochemical 
and serological test, as a causative agent of .infective diar- 
rhoea and vomiting. Its close association with clinical 
cases in certain outbreaks of diarrhoea and vomiting and 
its absence from control groups of babies suggest that it 
may play some part in the genesis of the disease, but fur- 
ther work is necessary before any definite conclusion can 
be reached. Possible lines of research are animal transmis- 
sion experiments, pathogenicity and toxicitj’ tests, labora- 
tory investigation of the strain for further distinguishing 
characteristics, closer correlation between the clinical find- 
ings and the detection of the strain, and studies of possible 
dual virus and Bact. coli causation. , 

Summary 

,4 clinical and bacteriological investigation of infantile diar- 
rhoea and vomiting was carried out. The clinical material was 
drawn from one outbreak of epidemic diarrhoea of the new- 
born (Group Al, two outbreaks of diarrhoea and vomiting in 
a" mothers and babies’ hostel (Groups B and C), one outbreak 
in a residential nursery (Group D), intercurrent cases among 
sick babies in hospital (Group E). two series of admissions to 
gastro-enteritis units (Groups F and G), and endemic diarrhoea 
and vomiting in a residential nurseiy (Group H). 

No recognized intestinal pathogen was isolated, and virus 
investigation of fatal cases yielded negative results. 

Bact. coli sera, prepared from strains isolated from cases 
of Group A, led to the identification of a particular serological 
type, referred to as Bad', coli D 433. It was isolated from all 
nine cases examined during life in this outbreak. 

The same sera were subsequently used for the identification 
of Bact. col! D 453 among the other groups of babies studied. 
It was isolated from all 22 cases (100%) of Groups B, C, and D, 
from 21 (91 %) of the 23 cases in Group E, from 6 (43%) of the 
14 cases in Group F, from only 5-(21%) of the 24 cases in 
Group G, and from none of the 14 cases in Group H. 

Bact. coli O 433 was not isolated from any of the 208 babies 
of the control groups.- 

Five babies with mild or moderate diarrhoea and vomiting 
has severe relapses while in gastro-enteritis units. Bad. coli 
D 433 was not isolated from them during the initial attacks, 
but was present during the relapses. 

Bact. coli D 433 was isolated from cases in seven counties 
and during all seasons of the year. The youngest baby in whom 
it was found was aged 10 days and the oldest 11 months. 

Bad. coli D 433 was isolated from four of 84 adult contacts 
and from nine of 34 baby contacts examined in connexion with 
Groups A-E. 

Bad. coli D 433 was not isolated from rectal swabs taken 
three to six months later from 82 infant occupants of nurseries 
and wards in which cases of diarrhoea and vomiting (Groups 
A-E) had been investigated. Fifty-one newborn babies, occupy- 
ing the maternity nurseries in which epidemic diarrhoea of 
the newborn (Group A) had occurred, were swabbed more 
than a year after the outbreak. From 21 of them an anaero- 
genic motile Bact. coli strain was isolated which was closely 
related antigenically to Bact. coli D 433. Ten of these babies 
suffered from a mild diarrhoea the significance of which is at 
present undetermined. 

Whether the serological type of Bact. coli has any aetio- 
. logical significance in diarrhoea and vomiting is, undecided. 
Lines for further research on this matter are indicated in the 
discussion. ' 

ive TOsh to acknowledge our thanks and indebtedness to the follow- 
ing; Dr. R. Cruickshank and Professor A. A. Moncrieff for their 
encouragement and adricc; the Medical Committee of the Hospital 


for Sick Children, Great Onnond Street, London, for facilities for 
research in the wards and laboratories, and Dr. B. E. Schlesinger for 
his interest in the work; Dr. R. G. Cooke for facilities to make 
investigations in the Derby City Hospital; Dr. S, Dundon and Dr. 
R. E. Glennie for voluntary and invaluable service in the gastro- 
enteritis unit for neonatal diarrhoea; Mrs. W. S. Willett (working 
for the Public Health Laboratory Service) tor the preparation of the 
Bact. coli sera and for much other bacteriological work during the 
early stages of the investigation; Dr. G. R. Osborn and Dr. M. 
Ldcutier for permission to include their) post-mortem findings; the 
medical officers of health of the areas in which investigations vac 
made; the medical superintendents, medical officers, matrons, sisters, 
and nurses of the hospitals, nurseries, and welfare clinics concerned. 

References 

Allison, V. D. (1949). Proc. R. Soc. Med.. 42, 216. 

Bray, J. (1945). J. Path. Bad.. 57, 239. 

Buddineh, G. J., and Dodd, K.. (1944). J. Pedict., 25. 105. 
Chapman, G. H. (1945). Amer. J. digest. Dis.. 12, 399. 

CosteUo, J. P.. and Lind, H. E. (1939). S/it. med. J., 32, 620. 
Crowley, N., Downie, A. W., Fulton, F., and Wilson, G, S. (1941). 
Lancet. 2. 590. 

Gale, E. )F. (1944). British Medicai Journal, 1, 631. 

Giles, C., and Sangster, G. (l94S). J. Hyg., Camb., 46, 1. 
Gillespie, E. H. (1948). J. din. Path.. 1. 99. 

Hynes. M. (1942). J. Path. Bact., 54, 193. 

KaulTmann, F. 11947). J. Immunol., 57, 71. 

Knipschildt, H. E. (1945). Undersogelser over Coiigruppens Seroiogi 
med saerligt Henblik paa " ■" ■’ 'V-.- V-— '--ik Forlag, 

Arnold Busek, Copenhag- 

LighU 3. S., and Hodes, H. L. . ' ■ . 33, 1451. 

Lovell. R. (1937). J. Path. Bad.. 44. lij. 

Sakula, J. (1943). Lancet. 2. 75S. 

Sevitt, S. (1945). J. Hyg., Camb.. 44. 37. 

Va)ilne, G. (1945). Serological Typing of the Colon Bacteria. 
Gleerupska Univ.-Bokhandeln, Lund. 


WHAT IS SOCIAL MEDICINE?* 

BY 

W. HOBSON, ^LD„ B.Sc., D.P.H. 

Professor of Social and Industrial Medicine. Sheffield University 

It is usually assumed that the expression “ social medicine ” 
is of relatively recent origin. Dr. Rene Sand (1948) has 
shown, however, that it was used exactly 100 years ago by 
Dr. Jules Guerin, writing in the Gazette Medicale de Pans. 
The idea of social medicine therefore is certainly not new. 
The only new thing about it is the reawakening of thought 
which realizes that here is something of fundamental impor- 
tance that has been forgotten in certain circles. 

If, in the past, clinicians have forgotten the importance 
of the environment in determining disease, hygienists have 
perhaps been too limited in their outlook and interpreta- 
tion. Social medicine attempts to link together climeal 
medicine and preventive medicine in the hope of benefit 
to both. It is my purpose to try to illustrate the existence 
of a common ground between the two. 

If we are to understand fully the meaning of and need, 
for social medicine it is necessary to trace briefly the history 
of medicine as a whole and its relation to other branches of 
human activity. 

To the Greeks medicine meant the art of healing ; it 
achieved importance because of the necessity,' for curing 
a sick person of disease. The emphasis was therefore on 
the treatment of disease, and little or nothing was known 
of aetiology. Preventive medicine was certainly studied 
by Hippocrates, and his wTitings are full of sound reason- 
ing concerning the spread of epidemics. Preventive medi- 
cine, however, could make no real advance until the basic 
sciences of physiology and bacteriology had been developed. 
Throughout the Middle Ages no advancement was made in 

*A paper read to the West of England Branch of the Society of 
Medical Officers of Health at Bristol on Nov. 20, 194S. 
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our knowledge of aetiology, and treatment was largely 
empiric^ and often associated with magical and ritualistic 
rites. The Greeks also developed the idea of health not 
merely as absence of disease but as something to be 
cultivated. ' - 

, The word hygiene, meaning “ wholeness of body,” is still 
in use to-day, and is associated with the idea of the produc- 
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diagnosis and the removal of the disease process in •; 
individual, and little attention was paid to the study o! 
man in his environment. 

This is the point of view which has permeated the teach- 
ing of medicine in many of our universities and medical 
schools, '^en he first qualified the medical student haa 
received little or no training in the conduct of general 


greater functional reserve against the encroach- practice. He soon learnt by bitter experience that to“attach 

visoroS lirin?^ TW^ttf ^ f discipline of clean and pYecise labels to disease was often difficult and impossible 

wgorpus living. This theme of positive health is well with his limited facilities. He discovered also that man is 

WiUiam Morris: “First of all a social animal, and many of the disease processes he was 



to rejoice in satisfying the due bodily appetites of the 
human, animal without .fear of degradation or sense of 
wrong-doing: yes, the wherewithal- to be well formed, 
straight limbed, straightly knit, and expressive of' 
countenance.” 

England was the first country in the world to control 
epidemic disease by the sanitary idea. Advancement in 
this idea did not of necessity depend upon the knowledge 
of causation of disease ; indeed, the decreases in epidemic 
disease began before the germ theory of disease was estab- 
lished as a scientific doctrine. 

Public Health 

The Magna Charta of Public Health was passed in 1875, 
but for many years after that Sir James Creighton was dis- 
puting the germ theory of disease, and yet William Budd, 
working in this City of Bristol, bad already shown the 
practical way in which excremental diseases were spread. 
Sanitary science is now a well-established technique, and 
as such it has, its obvious social uses. It should not be 
taken for granted that it is any less necessary or less impor- 
tant than it was a century ago. It was perhaps unfortunate 
that the practice of public health was largely divorced from 
the practice of clinical medicine ; indeed, it has been the 
fashion for the consulting physician to regard his brethren 
in the field of public health as belonging rather to another 
and inferior world. 

The general practitioner, too, has tended to adopt a 
critically hostile attitude to the medical officer of health, 
and he has often resented an intrusion into the field of 
curative medicine. Certainly there has not always in the 
past been that happy liaison between the two which is to 
the best interests of the community. The public health 
services were saddled with the heavy responsibility of admin- 
istering the municipal hospitals — a responsibility which was 
thrust upon them because the public health service was Ae 
only administrative machine in existence capable of dealing 
with it. It never was the function of a medical officer of 
health to enter this realm of curative medicine, and the 
recent steps taken to put these services under a separate 
authority are logical and necessary. 

Side by side with the study of the environmental factors 
which affect health there was simultaneously a concentra- 
tion of study on the disease processes in the sick individual. 
Diagnosis, which had formerly relied entirely upon the 
skill and experience of the physician at the bedside, became 
more and more dependent upon the intricacies of bio- 
chemical investigation, radiographic analysis, and the like, 
and the pathology of internal disease developed pan passu 
%vith the use of the microscope and the advancement in 
histological techniques. The era of internal medicine had 
arrived. Almost the whole of the resources of clinical 
medicine as practised in hospital were centred upon 


food. 


Adverse Social Factors 

To-day we realize that disease processes can be initiated 
not only by adverse factors in the purely physical environ- 
ment but also by adverse factors in the social environment 
With the growth of civilization and urbanization the tech 
nicalities of life have become more and more complicatec 
and increasingly difficult to understand. The factors whicl 
make for a healthy sbcial environment arc becoming mor< 
difficult to obtain. A happy family circle, a full and adjustec 
community life at work and at play, a sense'of purpose anc 
responsibility in the world — these are of vital important 
to social well-being. In the troubled times in which we livi 
it is small wonder that the psychosomatic diseases such a: 
duodenal ulcer and angina pectoris have increased in pre 
valence ; and there are other pointers to psychosomatii 
, imbalance, such as the increased urge for tobacco and thi 
rise in juvenile delinquency. 

It is also important to realize that diseases condjtionei 
by an adverse environment have often inevitable soda 
implications and repercussions in themselves. Tuber 
cuiosis, venereal disease, and many mental ills are typica 
and outstanding examples of those conditions in which th( 
individual has in turn a responsibility to the community. 

The family physician has always been aware of thesf 
various factors in the physical and social environment whicl 
affect the health of his patients, and' he is equally awan 
that these factors are of profound importance in determin- 
ing health or disease. Unfortunately, as an individual he 
is not always in a position to correct them, as the causes arc 
often dependent upon the social framework and way ol 
life 'of the community. There are, nevertheless, many 
factors in the environment which it is in our power tc 
control, particularly by communal action. They come into 
the realm not only of preventive medicine but also that of 
curative medicine. 

Wlien we 'consider the effect of environmental factors 
upon health we find there is no hard-and-fast line between 
prevention and cure. The use of the term “preventive 
medicine " in this sense is therefore limited in its scope : 
the term “corrective” is perhaps more suitable. In America, 
according to Smillie, the term “ preventive medicine ” has 
an even more limited application. It is used to desenbe 
those activities in the prevention of disease which arc the 
direct responsibility of the individual, and “ public health 
serves to denote those factors which are a responsibility ot 
the community. However we define these terms it is clear 
that the physician in practice has an obligation to his pattern 
and to the community to prevent illness and to promote 
family and communal health, and for that reason full diag- 
nosis and adequate treatment are impossible without a 
knowledge of the social and economic factors nhicn 
influence the life of the patient. 
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“Inlernal” and “Esfernal” Medicine 
One thing, is clear; the' term “medicine” as used in its 
widest sense to-day is no longer limited to the art of healing. 
7 It includes the prevention and treatment of disease, and 

■ takes within its compass the study of the basic sciences of 
; anatomy, physiology, and pathology as well as the healing 
' arts of clinical medicine and surgery. It also includes within 
; its scope the factors which promote health. There is no 

■ sharp dividing-line between health and disease — the one 
' merges imperceptibly into the other ; and I must stress the 

■ point that there can never be watertight compartments in 
' medicine. There is a need for stressing the importance of 

■ environment in medicine, because in the teaching schools 
and in hospital practice this has often been forgotten. We 
can call this “ external medicine.” 

‘ In what way does “ internal medicine ” differ from 
. external medicine ? Internal medicine has for its back- 
i ground the study of the internal anatomy and physiology 
i.of the individual and the elucidation of the changes which 
vtake place in disease and their internal causes. It is con- 
jjcerned with the diagnosis of the disease condition and with 
pthe treatment of disease by the correction of the deranged 
•^mechanisms of the body, whenever possible. External 
^medicine, on the other hand, has for its background the 
-study of social structure and social pathology ; it is con- 
tcemed with the ultimate aetiology of disease and tvith those 
;sfactors which promote health. It aims at the control of these 
-factors both by individual and by communal action, 
s So far as research and investigation are concerned we 
scan see two lines of development. The high-power research 
of the laboratory has centred largely upon internal medi- 
-cine, mainly because the immediate results have been of 
^,jpractical value to the patient. But original research and 
^investigation in external medicine, apart from epidemiology, 
-have been haphazard and have lacked organization and co- 
i; ordination. With a few exceptions, what has been done 
- has usually been carried out by individuals working alone 
i, in the course of busy routine work. But research in external 
> medicine more than in any other branch requires team- 
j work, organizatiori, the use of statistical method, and survey 
j technique. - In the past undoubtedly valuable contributions 
■.have been made by medical officers of health ; but as their 
time became more and more absorbed with routine work so 
their opportunities became less. 

The result is that our knowledge of disease processes in 
.1 the body and our advances in diagnostic technique have 
. outgrown our knowledge of aetiology. 

The practitioner of medicine must be a complete doctor ; 
he must study and consider all factors affecting health, 
internal and external. Sir William Osier, one of our great- 
est clinicians and a prolific writer on internal medicine, was 
also a great exponent of the value of external medicine. 

Definition of Social Medicine 
With these ideas in our minds we are now in a position 
to give a definition of social medicine and to demonstrate 
its activities. 

Social medicine is the study of those environmental 
factors which affect health, and the appheation of that study 
to the benefit of man. It ‘has two main applications ; 

. (1) The use of this knowledge for the benefit of the indivi- 
. dual both in health and in disease ; this is a responsibility 
j not only of the physician and surgeon but of each indhi- 
dual. (2) The use of this knowledge on a communitj’ basis; , 
this is a responsibility of the communit)' and has been 
known in the past as “ public health ” or “ State medicine.” 


The term “ environment ” is used here in its very’ widest 
sense, to include not only the physical and social environ- 
ment but also the study of heredity and genetics in their 
effect upon human health; and by the term “health” is 
implied “ optimuni health,” and not just the absence of 
disease. Clearly we cannot be limited in our conception of 
the' communal aspects of this branch of medicine. 

From what has been said it is not possible to separate 
preventive from curative and individual from communal 
medicine. It may be asked why it has been necessary to 
reintroduce the term “ social medicine ” at all. I think the 
answer lies in the fact that the older terms “ public health ” 
and “ preventive medicine ” are too limited in their scope 
To define adequately the branch of medicine which I have 
described and which^as definite claims to be regarded as a 
distinct branch. It also indicates the importance of the 
social enr'ironment as distinct from the purely physical 
environment. Unless we take into account all factors 
affecting health, our efforts to improve social evils may 
cause more harm than good. Thus Dr. Mannheim (1948) 
has shown that in Cambridge there is a much higher rate of 
juvenile delinquency on the new housing estates, just as 
Dr. M'Gonigle at Stockton-on-Tees found a higher death 
rate in a population which had been moved from a slum 
area to a new housing estate. Rehousing in itself is no 
cure for social evils. 

Clearly there are many factors not mentioned in the 
Public Health Acts which affect health, and it is difficult to 
envisage any field of human activity or endeavour that 
does not have its repercussions upon the health of the 
individual — agriculture, the Road Traffic Acts, the employ- 
ment of labour, town planning, crime, finance, sport, and 
even politics. It is this common interest which brings social 
medicine in relation to so many phases of human activity. 

Mortality Statistics 

One of the basic sciences of social medicine is that of 
social pathology, just as the basic science of clinical meffi- 
cine is human pathology. Its function is to study the dis- 
orders and ills dependent upon a communal life. The idea, 
however, is certainly not new. One of the greatest accounts 
of social pathology was that written by Edwin Chadulck 
(1842). This was, however, largely concerned with the 
physical environment. Much of the information on the 
adverse effects of environment can be ascertained from the 
study of mortality statistics, first instituted by John Graunt 
and later developed by William Farr. Our information on 
communal mortality is contained in the Registrar-General s 
Reports. Perhaps the most important of all these is the 
Decennial Supplement on Occupational Mortality for 1931. 
Although this document was not published until 1938 it 
constitutes the most complete account in any country of 
mortality analysed by occupation and social class. The 
technique of the analysis of mortality statistics has been 
described by John Ryle (1948) as the “ social post-mortem.” 

It is easy to arrive at erroneous conclusions from a study 
of mortality statistics. The Registrar-General has made 
every' endeavour to eliminate these from the purely statis- 
tical point of view. He is able, for example, to nieasure 
the effect of an ageing population and to counteract this 
effect by the use of special devices: this is particularly 
important in such diseases as cancer and heart disease. He 
is not, however, able to measure changes in the fashions 
and trends of diagnosis. We know that there have been 
considerable changes and inaccuracies in diagnosis in 
recording the cause of deaths. This may make considerable 
differences in such diseases as bronchogenic carcinoma and 
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the leukaemias. An interesting example is seen in the chang- 
ing trend of diagnosis between nepfaitis and essential hyper- 
tension, which has recently been analysed in cotton-workers 
by Platt. 

The value of mortality statistics lies hot so much in their 
relative accuracy as in the fact that they are pointers to lines 
of more detailed study and research, lines of study which 
should give vitally important information on the causation 
of disease. It is clear that for their correct interpretation 
one must have some knowledge of disease processes in the 
body. There is no doubt that here is common ground for 
social pathology and internal pathology, and the one can 
make good the deficiencies of the other. 

The morbid anatomist is too often apt to regard his 
material as characteristic of the population as a whole. 
Usually, however, his material is highly selective and is 
based on a very small sample of the population. On the 
other hand, the information which is gleaned by the social 
pathologist very often includes the whole population.^ The 
wise pathologist will not limit his activities to the field of 
morbid anatomy. He will combine the studies of experi- 
mental and social pathology and endeavour to correlate the 
findings of these techniques. But the use of such methods 
is stiU in its infancy ; that is why I look to the future to 
see the increasing use of morbidity and mortality statistics 
as research tools of the social pathologist. 

Infant Mortality 

If we attempt to analyse mortality we find that it is 
greatest at the extremes of life. In infancy and old age 
the individual is less adapted to withstand adverse environ- 
mental factors. The infant mortality. rate has often been 
used as an index of the healthiness of a community, and 
there is a considerable differential class mortality, the 
mortality rate being considerably higher in the lower social 
groups. This informa'tion has been analysed in detail by 
Titmuss, who has shown that this differential class mor a i y, 
contrary to what is usually assumed, is, if anything, 
becoming more pronounced. ^ 1 would draw attention o 
the fact, however, that mortaUty in the second year of life 
is probably a more sensitive index of enviroiimental facto ^ 
Thus the mortality rate from measles during the 
year of life is 19 times greater in the lowest social class than 

in the highest. 

I would here like to draw attention to an interesting 
feature of infant mortality in relation to the occupation ot 
the father. When we consider those occupations are 
connected with the highest infant mortality, are 
in assuming that the social way of.Ufe ® f ■ 

particular occupations is responsible for the high 
infant life, or are there genetic influences at woix / s > 
are there sufficient .numbers from which to draw a y 
significant conclusion ? 

As one would expect, there is a very high mortality 

amongst the infants of labourers, costermongers, and similar 

groups. Three occupations, however, show a high 
mortality where one would not expect it to occur. These 
occupations are sugar-confectionery makers, retailers of 
sugar confectionery, and salesmen of sugar confectionery. I 
shall leave you to decide whether there is any real signifi- 
cance in the association of a high infant mortality with 
employment in the sugar confectionery trade. 

There are, of course, not only diseases of poverty ; there 
arc also diseases of affluence. Thus gout, diabetes, and 
particularly cirrhosis of the liver show a greater mortalit}' 
in the higher social classes, and in publicans in particular. 
It is interesting to note that a considerable fall in mortality 


in these diseases occurred during the war, a fall which was 
not shared by ouf neighbours in America. And what of 
the diseases of worry, the so-called psychosomatic affec- 
tions, of which duodenal ulcer and angina are important 
examples ? Surely there is some significance in the.observa- 
tion that the mortality has increased during the last few 
years and that it is greatest in the higher social classes ? 

I shall not attempt to discuss all the possibilities envisaged 
by these observations, but hope that they will stimulate 
•others to search this fascinating publication, .the Decennial 
Supplement on Occupational Mortality, for further informa- 
tion, and perhaps even to pursue ffleir own inquiries into 
the aetiological relationships suggested by this technique 
of the “ social post-mortem.” Personally, whenever I pick 
up some occupational mortality supplement I never fail to 
find something new and exciting. 

Duties of Medical Officer of Health 
In 1925 the Ministry of Health issued a inemorandum on ■ 
the duties of the medical officer of health, and in it appears 
this sentence: “He should endeavour to acquire an accurate 
knowledge of the influences, social, environmental, and 
industrial, which may operate prejudicially to health in the 
area.” 

So far as the study of the occupational influence is con- 
cerned it remains virtually an unexplored field to the 
medical officer of health. He has therefore a great part 
to play in the development of this idea, and a fresh sphere 
of opportunity awaits him. The loss of the millstone of hos- 
pital administration can only be to his ultimate advantage, 
for in' that way he is left free to investigate the environ- 
mental factors which affect health. The opportunities will 
present themselves, but to make full use of them he must 
go to the homes of the people and become more closely 
associated with the activities of clinical medicine. Tffie 
formation of practitioner health centres should provide 
a great opportunity for him in this respect. The only way 
to obtain the final answer on the aetiology of many disease 
conditions is to study, man in his environment. This is 
no new idea ; it was expressed by Ramazzini in 1705 in 
words which might be applicable to-day ; “ For my own 
share I have done what I was able to do and thought it 
no indecency to step sometimes into the meaner sort of 
houses especially now that almost all physic is reduced to 
mechanism and the schools sound of nothing so much as 
an automaton or machine of the body, the shops and bouses 
of tradesmen are the only schools in which we can find any 
satisfactory knowledge of these matters.” 

Two important and stimulating addresses o" 

' ' tance of this idea have recently been given the first by 
Professor Parry (1948) in his Presidential Address to the 
' Society of Medical Officers of Health, 
a broadcast in the Third Programme fay Dr. Cohen (1948) , 
perhaps Professor Parry will forgive me if I make a com- 
oSison between the two. Professor Parry has >ndica cd 
how important it is that the medical officer of health oMhe 
future should become more clinically minded and 
ooSunities for visiting the homes of the people 
dI- Cohen, on the other hand, has shown how meagre is 
our ffiformation.on the social sciences, how little we really 
i-nmw of the way people live, and the need for a science of 
LTt,° Se). is . wosM lack of dala on »h,ch .o base a 
scientific approach to the planning of health services and an 
absence of any kind of research organization in public 
health departments. 

One would have thought that such organizations wer 
essentia! before we could even begin to find the answer.! 
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to some of our practical problems. I hope that in the 
future the Minister of Health will make some constructive 
proposals enabling public health departments to set up 
machinery for sociological investigation, for this is urgently 
needed to answer some of our immediate practical prob- 
lems, quite apart from the more fundamental research into 
aetiology, which must be carried on by university depart- 
ments of social medicine. Nor must we be cheese-paring 
in our demands ; this type of research requires teams whose 
sole function is research and whose time is not burdened 
with routine duties. 

Statistical Method 

It is clear that false conclusions and deductions can arise 
from the observations of one man alone, and it was not 
until the statistical method was applied to the measurements 
of morbidity and mortality that any real advance was made. 
Unfortunately, similar mistakes are perpetrated to-day, and 
medical men in particular are very prone to generalize from 
results of their own often limited e.xperience. That is why 
I regard the use of the statistical method of the utmost 
importance in the study of social medicine. 

, In the words of Greenwood; “The knowledge which a 
\ great physician has of the body and of the hiind is neither 
meagre nor unsatisfactory, but physicians great or smalt 
cannot assess group experience without resort to a calculus 
of groups which must be statistical.” One has only to glance 
through the sections on aetiology in some of the earlier text- 
-■ books of medicine to realize the importance of this state- 
ment. There are mistakes the origin of which can be traced 
back to the limited observations of one man. Such 
mistakes are copied from textbook to textbook, and once 
k-" they have appeared in print they are more than difficult 
to eradicate, and even to-day some are still retained. The 
’"recorded obsenations on normal ranges of physiological 
■‘•^variations in groups of human beings are also in a very 
^■■'chaotic state,' and, apart from Price-Jones’s research into 
the size of the red cell, there has been very little real work 
done on a statistical conception of normality. The Grant 
study at Harvard is an attempt to remedy this. When we 
5^’ look for an organized science of aetiological relationships 
‘ we can see that it is heavy with hypothesis and dismal with 
■■ - uncorrelated observations. Practical success in the preven- 
c" tion of disease depends upon advances in our understand- 
i'ting of causation. As Seiglitz has pointed out, there are 
■t‘ predisposing, provoking, and perpetuating factors in disease, 
all of which come under the heading pathogenesis, and there 
is rarely one single aetiological factor. I am certain that 
it is fundamentally wrong to think of a single cause in 
" aetiology. Tuberculosis provides a very good case in point." 
It may be caused by the tubercle bacillus, but, in terms of 
practical politics, genetic, nutritional, and environmental 
vi factors are of considerable importance in determining the 
i’- onset of disease. Ho\y else can we explain the fact, that 
i - some individuals can remain perfectly healthy despite heavy 
and repeated exposure to the tubercle bacillus and yet others 
c^' require only a minimal exposure to produce a widespread 
and extensive disease process ? Very often the predisposing 
c'."’ and perpetuating factors are of greater importance than the 
! Uy- provoking factors. 

Of all diseases which require detailed investigation none 
Jfv'is more important than tuberculosis. Here is a disease of 
>?^;Which we know the predisposing, provoking, and perpetu- 
iC-^'ating factors in its causation, and yet it remains the most 
of'"' 'important cause of death in young people. In females in 
s;^f!this country aged 15-20 it still accounts for 40% of deaths. 
C 5 -’ There can be no more important study than the social 
medicine of tuberculosis. 


So far I have confined myself to a study of mortality ; 
that does not mean that the causes of ill-health are not 
important. In the words of Dickens : “ It concerns a man 
more to know the risk of the fifty illnesses that may throw 
him on his back than the possible date of the one death 
that must come.” It is over fifty years since Sir John Simon 
recognized the importance of information on morbidity 
statistics and advocated their use. We still have no organ- 
ized means of obtaining such information. 

Important Aspects 

This conception of social medicine would not be complete 
if it did not indicate in some degree the emphasis to be 
placed on its various aspects. There are those who would 
place this emphasis on its application to the benefit of the 
patient in hospital, others on health and its communal 
aspects. John Ryle, himself a clinician of considerable 
experience and the first professor of social medicine in this 
country, has elaborated the importance of social medicine 
in its clinica! application. He has nevertheless indicated 
that the aspects associated with the community and its rela- 
tion to health are possibly of even greater importance. It 
is clear that our conception of social medicine must include 
within its scope the realm of preventive medicine, public 
health, occupational medicine, and the application of those 
humanitarian principles so long practised by the good 
family physician. 

There is no doubt that the occupational environment is 
of supreme importance, but it seems to me that the relative 
importance of industrial toxicology in the causation of 
ill-health and death has been grossly exaggerated. It is 
fascinating and exciting to read about beryllium lung and 
manganese pneumonitis, but disease arising from such 
specific poisons is extremely rare compared with the com- 
mon diseases from which men suffer and die. Many occu- 
pations show a high mortality rate because of the social way 
of life necessitated^ by those occupations. This is proved 
by the fact that in a great many occupations the high 
mortality rate of the men is shared by the wives who are 
subject to the hazards of the same social environment but 
do not share the specific occupational hazards. There are 
of course occupations which have high mortality because 
they attract men of poor physique — for example, tailoring, 
printing, and the boot and shoe industry. 

Conclusion 

In a free society our aims must be to provide a healthy 
' environment and to ensure that all possible measures are 
taken to secure freedom from disease. Each individual 
must be left free to develop according to his own needs and 
requirements. The idea that there should be any dragoon- 
ing into health savours to me of the Nazi doctrine: hard 
physical exercise is not the only way to achieve optimum 
health. That is why I am always a little suspicious of those 
individuals who talk about positive health. 

I regard social medicine as a philosophy which should 
permeate all branches of medicine, for its implications 
cannot be divorced from any branch of medical learning. 
It is a branch of medicine also which provides a connecting- 
link with, the vider humanities. In the teaching of medicine 
the accumulation of facts has been pursued, to the neglect 
of the study of man in his environment. The liberal and 
intellectual structure of medicine and the humanism of 
medicine are often lost in a welter of technical detail. It 
is well to remember that the great pioneers of social 
medicine were men of liberal education and wide outside 
interests. They were interested in men as part of humanity. 
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answer: " The Itudf S asserted that giris nowadays are menstruating' o 
give him hfe and to give ^A<= did their mothei 
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OCennedy, 1933 ; Pryor, 1936 ; Michelson, 1944). The preset 
investigation was planned to consider afresh these thre 
suggestions. 

' Data 

Data were collected from nine secondary girls’ schools 
of which three are in Oxford City and the other six ii 
Oxfordshire. The schools draw children from a variety 
of social and economic environments. The informatioi 
included .the present ages, heights, and weights of thf 
children, together with a record of whether their menstrua 
periods had started, and, if so, of their age at the time ol 
onset. In order to be sure that the samples were repre 
sentative of the geographical areas served by the schools 
children were included only if they had been resident ir 
the area for at least three years preceding the menarche oi 
the date of the inquiry, whichever occurred earlier, Al 
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One city school the information was available only for those 
whose periods had already started. In ail, records were 
analysed for 1,338 girls between the ages of 10 and 19 — 572 
were from city schools and 766 from country schools. Of 
the total, 604 had not started menstruating when the inquiry 
was made. 

City and Country Scfioots 


During the past century there has been a general tendency 
for European children and adolescents to grow with increas- 
ing rapidity, so that at a given age they are now taller' and 
heavier than children of 50 years ago. This effect is also 
found in the more privileged classes compared with the less 
privileged, and has been ascribed to better nutrition 
(Morant, 1939). Studies of London school-children reflect 

similar secular change in growth (Daley, 1948). The 
possibility that earlier sexual maturity may be associated 
with this accelerated growth in stature and weight is a 
matter of some social importance and has led to the present 
inquiry. 

It is generally accepted that the developjnent of sexual 
maturity is influenced both by heredity and environment 
and, more directly, by the action of pituitary hormones .on 
the thyroid gland and gonads. H. Hogben, J. A. H. Water- 
house, and L, Hogben (1948), in a noteworthy contribution, 
to the study of puberty, have discussed the salient features 
concerned in the process of full development. Ellis (1948) 
has shown that when comparing growth and nutrition in 
groups of boys and girls the stage of sexual maturity of 
the individuals concerned is almost as important as their 
chronological age ; he has suggested a simple clinical ' 
grading for the use of school medical officers. 

The onset of menstruation, now usually referred to as 
the menarche, represents to the individual girl a very 
definite point in time, which can be accurately determined 
retrospectively within, a few years of its occurrence. No 
other aspect of sexual maturation, whether in girls or in 
boys, is so striking. Thus, although the onset of menstrual 
periods is only one aspect of a complex developmental pro- 
cess, information regarding it can be obtained quickly and 
reliably. For these reasons the present study is confined 
to sexual maturation as exemplified by the age of the 
menarche. 

Observations in many different countries show that 
groups differ in the average age of (he menarche, A number 
of associations between the age of onset of menstruation 
and environmental influences have been stressed by several 
investigators. (1) It has been stated that torvn girls on an 
average menstruate earlier than country girls. (2) Associa- 
tions with height and weight have been demonstrated, (3) It 


The age of onset of menstruation ranged in individual girls 
from 9 to 18 years. The average age of the menarche among 
the children who had attained it was 13.23 years. In the three 
city" schools the figure was 13.4 years and in the six country 
schools 13.09 years. However, in each school a substantial 
proportion of the girls had not started menstruating, and this 
fact makes the average ages quoted above dependent upon the 
age distribution of the children in the various schools. Schools 
with a higher proportion of older girls will naturally rcturr 
a higher mean age at the menarche among those whose period: 
have started. This effect is shown in Table I. 


Table I . — Age of the Menarche in City and Country Schools 



1 

Average Age of 

Average Age of All 

i 

Menarche 

Children 

city schools 

13 40 yean 

14-03* years 

Country schools 

13 09 

13-70 „ 

AH schools 

13-23 „ 

13-83 


* Two schools only* 


It is evident that the apparently lower age of the menarche 
in country schools may express no more than the young'ei 
average age of the children at those schools. The point was 
tested explicitly in the following manner. It is, possible from 
the data to calculate for each birth anniversary the percentage 
of girls who have started menstruating by that age. The ' 
information for every girl who has passed the particular birth 
anniversary, whatever her present age, may be used to contri- 
bute to the calculation of this percentage. Table 11 shows 


Table II . — Percentages of Children who have Attained the Menarche 
by Various Ages in City and Country Schools 


Age 

2 City Schools 

6 Country Schools 

~ 9 

0-0 

1 0*0 

10 

0-2 

0-0 

u 

0-6 

1*0 

12 

5-6 

7-5 

13 

24-8 

1 29-6 

14 

64-6 

63-3 

15 ! 

90-S ] 

89-4 

16 

95-5 

95-4 

17 

1 100-0 

98-2 

• " ** 

1 100-0 

300-0 


such percentages for city and country children. The " median’' 
age of the menarche — that age at which half the girls havt 
started their periods— when estimated graphically is almos' 
identical at about 13.6 years in the two groups. Nor is lhe« 
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any suggesuon of a greater spread in the age of the menarche 
among one group of children than among the other. There is 
thus no apparent difference between the children from town 
and country in respect of age at the menarche. 

Height and Weight 

Table III gives the mean heights and weights of all the 
children studied according to their present age and their age 
at the menarche. The data for those children whose periods 
had not started are analysed according to their present age. 

The most striting feature of the table is the considerably 
greater mean heights and weights among those who have 
menstruated compared with those of the same age who have 
noL Where weights alone are concerned the frequent plump- 
ness of girls at this phase of life has long been a familiar 
observation. For children of 1 1 or 12 the difference in average 
height is about 3 in. (7.5 cm.) and in weight about 25 Ib. 
(11.3 kg.). For children of 14 or 15 the difference in mean 
height is about 14 in. (3.75 cm.) and in weiaht about 17 Ib. 
(7.7 kg.). 

The columns of the table give some indication of the way- 
in which present height and weight depend upon the interval 
since the menstrual periods started. There seems to be little 
or no variation in present height according to the interval 
since the menarche. There is a slight tendency among the 
younger girls for those who first menstruated recently to have 
lower weights than girls of the same age who first menstruated 
earlier. It is quite evident, however, from the figures that 
^owth is much slower after the menarche, and that there must 
be a considerable spurt in growth shortly before or around 
the time of onset of the menstrual periods. 

Mothers and Daughters 

At one of the city schools it was possible to arrange an 
approach to the mothers of the girls who had already menstru- 
ated, and to obtain, in confidence, information regarding the 
ace of the mother at her menarche. The mothers of 54 girls 
were involved. The mothers of two were dead, and it was not 
possible to get in touch with the mothers of three others. A 
brief explanatory questionary was posted by the school medical 
officer to the mothers of the remaining 49 girls and repUes 
were received from the mothers of 41. Mother and dangler 
were given a common code number by the school authorities 
and so in each instance the difference between the ages at 
menarche could be determined. In this way genetic differences 
were allowed for to some extent. 

Table TV shows the distribution of the differences in ages 
at the menarche. In 16 instances the daughter was older than 
the mother; in 16 instances the mother was older than the 

Table IV . — Age of Mother at the Menarche Minus Age of Daughter 
at the Menarche for 41 Daughters (39 Mothers) 


DiE’ettncaBet^ftteT Asss at 

Birthday Previous to the 

No. cf 

Menarche (Mother oiaas 

Inatarces 

Daughter) 

—4 years 

n 

>-3 „ 

-2 


— 1 year 

j J 

0 

9 

1 m ' 

2 years 

Ij-IS 


f 

daughter; and in nine instances the ages at the previous birth- 
day were identical. There is no evidence from this admittedly 
small sample of any decrease in average age at the menarche. 

Disctission 

t The negative findings in the first and third parts of this 
inquiry are not necessarily inconsistent with earlier findings. 
The association between height and weight and the age of 
the menarche, which appears so clearly from the figures 
presented here, suggests that nutrition may be an important 
factor in sexual development, and the adequacy of nutrition 
could well differ as between town and country or between 
one generation and the next. In this instance it is doubtful 
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age of the MENARCHE 


^unsu 

MEDlCAL'JOUWUt 


' . — 1 J>lEDICAL'JOUWUt 

uniform and adequate as a- result of equftable rationing ITaT h 

during the- past nine .years. The mothers who wprp number of mothers of a more favoured social 

approached regarding their own age at the menarch'e were ^roup were compared with their children in respect of the 
drawn from favoured social groups, and it is unlikely that of menarche. There was no apparent tendency for 
the mothers’ nutrition differed greaUy from that o/ their c children to start menstruating at an earlier age. 
daughters. It is unfortunate that the planning of a similar ' S' JV-i ^^S^ested that the negative findings (1) and (4), 
inquiry among mothers in poorer homes would probably be f® confirm the work of earlier investigators, may 

hampered by prejudices associated with the subject comparable nutritional status before or 

The figures in Table III confirm' the conclusion’of Ellis ‘^“"og adolescence, in this country, of. the groups involved. 
(1948) that the stage of sexual maturity is as important in • , ^ height and weight of 

assessing growth as is chronological age. It is noteworthy related to the age at 

that no entry, relating to the age of the menarche is at menstruated. 

present included in the new school medical record card of indebted to the edurational and medical authorities 

the Ministry of Education. If the physical growth of girls t of nine schools in the City and 

is to b. adequately assessed this omissloa will need to be SSfs 5 SS 
remedied. . ' 

Shuttleworth (1937) presents individual growth curves. . References 

of 10 ^Is who first menstruated between 10 years 7 months Jn^ ' & ’^DiS^hildh.. 23 , n. 

and 11 years 3 months, and of 10 girls with, menarche ^^gben, H., Waterhouse, J. A. H., and Hogben, L. (1948). Brit. 

between 14 years 5 months and 15 years 2 months. The ^ r,u . r- r, ■ 

c . . a II J • ai. • j .wKetmedy, W. (1933). J. Obsiet Gynaec. Brit. Emp., 40, 392. 

first group were on the average Uller during the period ^chelson, N. (1944). Amer. J. phys. Anthwp., 2, 151. 

from 8^ to 12 years,of age than those in whom the men- London, 

irche occurred later. There was a rapid decrease in rate ^ufeworth, F Ki’dM’O Monograph of thfc Society for Research 
of growth in stature after the. menarche. Those whose in Child Development, 2, No. 5, National Re.search Council, 

menarche was later continued to grow after the girls in Washington. , 

the earlier group had practically ceased and in the end were ■ 

taller. Our findings do not confirm this last observation; ' 

Table V summarizes the figures of Table III for the 47 girls OBSERVATIONS ON THE TREATMENT 


Table V. — Mean' Heights and Weights of Giris aged 17 and 18 
According to Age of the Menarche 


Ago of Iho Menarche 

No, of Girls 

Mean Height 

Mean Weight 

Under 13 yeafs 

13 - 14 

14 - 15 

15 years and over . . 

13 

13 

II 

64-4 in. 

64-6 in. 

64- 3 in. 

65- 1 in. 

125-4 lb. 

135-7 lb. 

119-9 lb. 

125-4 Ib. 

All ages . . 

47 

64'6-m, 

126-8 lb. 


aged 17 and 18. 'There is ho consistent tendency for those 
whose menarche was later to jie either taller or heavier than 
those who first menstruated earlier. 


Conclusions 

Data concerning the age of the menarche were obtained 
from 1,338 girls (604 of whom had not yet started their 
periods), between the ages of 10 and 19, attending three 
secondary schools in Oxford City and six in Oxfordshire. 
These schools cater for children from a variety of social 
and economic environments. 

1. No differences in the age of onset of menstrual periods 
could be detected between children attending the town and 
country schools. The median age (that at which half of 
the girls had started menstruating) was 13.6 years. The 
age ranged in individuals from 9 to 18 years. 

2. Girls who have not started menstruating are consider- 
ably shorter and lighter than their fellows of the same age 
whose periods have started. On the other hand, there fs 
little difference in the mean heights and weights of the latter 
groups when subdivided according to the interval since the 
menarche. It is concluded that there must be a considerable 
spurt in growth before op around the age of menarche. 

3. The close relation with height and weight means that 
information on the age of menarche is essential for the 
adequate assessment of physical growth in adolescent girls. 


OF INFANTILE GASTRO-ENTERTTIS 

' BY 

C. ZAHRA NEUMAPW, M.D., D.C.H., M.R.C.P. 

{From the Royal Malta University) 

The aetiology of infantile gastro-enteritis is still far fron 
clearly understood. In a proportion of cases met with i: 
Malta, especially in our hot summers, the disease is almos 
certainly of infective origin, but the nature of the causativ 
organisms is a matter of acute controversy, as it has beet 
impossible to incriminate any specific agent except in som 
cases belonging to the dysenteric, enteric, and salmonell; 
group of diseases. Bacteriological examination of the stool 
of healthy and sick babies has disclosed no qualitative dif 
ferences ; indeed,. some paediatricians have held that gastro 
enteritis vvas not provoked by any specific organism bu 
that it originated from the invasion of territory normally 
sterfie, such as the upper reaches of the small intestine 
(Moro, 1916; Blacklock et a/.,- 1937). Others have postu- 
lated a virus infection and offer as evidence the observatior 
that epidemics of gastro-enteritis and of colds seem ofter 
to occur together (Gunn, 1944)r. From the study of some 
400 cases Sevitt (1945) concludes that parqcolon anc 
proteus bacilli are responsible for many cases of infantile 
gastro-enteritis. The disease may not represent a single 
entity,' but may be, the resultant of a number of differeni 
agents. 

An Explanation of (he Mechanism of Enteritis 

If the rapid and abundant loss of fluid which is the 
cardinal sign of gastro-enteritis originates from the intestinal 
vascular plexus it must imply quite an abnormal perme- 
ability of the capillaries. Although many factors may con- 
tribute to produce this exaggerated leakage, it is proba’-’" 
that histamine ranks high on the list. 
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: Histamine is a disintegration product of the amino-acid 

;• histidine, and the conversion can be effected by a variety 
of organisms acting on proteins ; appreciable quantities of 
^ histamine arc found in the stools of mammals. Experi- 
. mentally, if administered in suitable amounts it is able to 
induce vomiting and diarrhoea, often with strong colicky 
pains. The effect is transitory- owing to a rapid destruc- 
. lion of histamine by various agents, among which is the 
ferment histaminasc, and perhaps also by a compensatory 
■■ discharge of adrenaline (Feldberg, 1941). 


then finally cracking the ring nucleus containing the two 
^atoms of nitrogen and the three atoms of carbon. 

Some years before the last war histaminasc was marketed 
by the I. G. Farbenindustrie under the name of “ torantil.” 
Great hopes were entertained on -its curative action in 
gastro-enteritis and in allergic conditions, and encouraging 
reports by Riglcr (1936), Horsier (1936), and others were 
published, but subsequent papers by Miller and Piness 
(1940) and others have been much less optimistic, so that 
the drug has now been practically forgotten. 


Analysis of Some Methods of Treatment 
, ‘ If one bears in mind how many different methods of 
treatment have been proposed for enteritis, most of which 
are successful in at least some eases, one can reason that 
' it is by no means essential to kill any pathogenic organ- 
isms in order to cure the disease. 

Castor oil will often clear a mild diarrhoea in a matter of 
hours, and it can do so only by the rapid excretion of the 
irritating agents ; its antiseptic powers arc of course negli- 
.gifale. If we arc prepared to admit that histamine is the 
■: principal cause of the diarrhoea, then jls quick removal 
- lowers its concentration around the intestinal vascular 
plexus, thus diminishing the permeability of the blood 
vessels. The natural resistance of the body can then cope 
..A with the organisms remaining in the gut. 
w Heislcr (1928) and Moro (1929, 1930) recommended 
apples for enteritis. This treatment was widely conceded 
to be effective in mild cases, and various modifications, such 
as the use of bananas and canots, were proposed by Con- 
lincntal paediatricians (Peer, 1929; Fanconi, 1930; and 
.. Glanzmann, 1939). The mode of action is supposed to be 
" due to the adsorption of toxic and irritating agents by 
pectin (Salomon, -1936). Ramos (1941) published a study 
on the carob {Ccratonia siUqua), a tree of the Lcguminosac 
family which is abundant in most Mediterranean countries. 
The pod, whose epicarp is almost as hard as wood, contains 
^ a sweet pulp much prized as fodder for horses. Ramos 
- claims that roasted and pulverized carob pulp is very cffcc- 
tive in gastro-enteritis. 

While apples are rich in pectin (5.7 g. per kg. of apple 
pulp), a kilogram of a 10% carob suspension contains only 
1.8 g. of this carbohydrate; hence the active material in 
the carob pulp cannot be pectin. Martin du Pan (1945a), 
•' who states that carob pulp is very rich in lignin, ascribes 
its therapeutic action to this. Freudenberg (1939) has 
svritten an interesting paper on this hydrophilous colloid, 
while Martin du Pan (1945b) states that one litre of a 
5% carob suspension is able to adsorb 0.74 g. of histamine, 
whereas a 5% suspension of “ aplona ” (an apple product) 
is able to adsorb little more than half this quantity. On 
, adsorption the amino-acids are not susceptible to the action 
of bacterial enzymes, and thus the formation of histamine 
and other irritants is much diminished. 

The First Antihistaminic 

r‘J 

j.;'i In 1930 Best and McHenry reported that watery extracts 
of various organs were able to inactivate histamine through 
the action of a body to which they gave the name of 
histaminasc. Rose and Browne (1938) thought that, 
although-' histaminasc was not the only agent capable of 
1 destroying histamine, they had found that the mucosa of 
the, small intestine contained large quantities of histamin- 
ase ; it was therefore possible that in the absence of sufli- 
F ; cient quantities of this enzyme histamine would display its 
5?'' usual toxic effects. Histaminasc is believed to act on hist- 
7 ' amine by first separating ammonia from the side chain and 


Limitations of Sulpha Drug Therapy 
It cannot be denied that some cases of gastro-enteritis do 
get well spontaneously, eyrecially when the diarrhoea is so 
profuse that the toxic products are so diluted that they are 
rendered harmless. The dilution is further assisted when 
the fluid intake, oral or parenteral, is increased. There are 
several reports on the good results obtained from the use 
of sulpha derivatives in gastro-enteritis (Anderson, 1941 ; 
Meyer, 1943), but it is common e,xperience to find them 
useless in some of the severer cases (Hinden, 1948). This 
can be explained by admitting that if the permeability of 
the intestinal vascular plexus exceeds a certain critical value, 
then death through dehydration may occur even in the 
presence of an efficient sulpha drug capable of killing any 
causative organisms. It is obvious that no sulpha deriva- 
tive can neutralize or otherwise dispose of previou.sly 
formed histamine or related bodies. It is recognized that 
sulpha drugs arc also ineffective in non-specific diarrhoeas 
due to virus or other unrecognized pathogens. 


Antihistamines in Gastro-enteritis 

Starting from the assumption that histamine was the 
immediate cause of the fatal dehydration found in gastrej- 
cntcritis and was responsible for many of the toxic mani- 
festations, it was decided to treat a number of cases with 
an antihistamine ("benadryl" in this series) combined 
later with a sulpha derivative. Moderately severe and 
severe cases only were selected, and the criteria were: 
the presence of pyrexia of 101° F. (38.3° C.) or over in 
the rectum ; more than eight stools a day ; and the presence 
of toxaemia, as shown by the rapid pulse, dyspnoea, 
and prostration. Vomit- 
ing, although present in 
the majority of cases, 
was not a constant find- 
ing. 

The results arc given 
in three Charts. In 
Chart 1 are included 24 
cases treated by a short 
period of starvation 
during which half-normal 
saline or Hartmann’s 
sodium lactate solutions 
were used orally, or Hart- 
mann-Ringer solution 
parcnterally. After 18 
to 24 hours a proprietary 
buttermilk was given 
in gradually increasing 

amounts. No other medicinal measures were used. 



Chart 1. — Showins daily aver- 
age number of stools in 24 cases 
treated by a short period of 
starvation durin? which various 
solutions were gj'en. 


Four 


babies died, which gives a lower mortality than is usual 
in hospital cases ; all cases were treated in private homes. 

In Chart 2, 16 cases are reviewed, and these received 
the same treatment as before but with the addition of 
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benadryl. Parenteral infusions were not required Although ^ r,-, 

rapid diminution in the' number of stools was observtSe condition of the patients is 

fever was- often uninfluenced and the condition of some sTonned w '"'f benadryl is 
' patients deteriorated when the benadryl was stooned When intervals between the doses are lengthened. 

a sulpha derivative was eo„c™iy adSSed TaS 

P niezathine and benadryl, but three deaths occurred in the 
series treated with sulphamezathine alone. 


COHBIHED -BENADnYL' 
AND SULPHA TREATMENT- 

1 



Chart 2.— Showing daily average number 
of stools in 16 cases treated as in Chart 1 
but with benadryl and combined benadryl 
and sulpha drug added. 


and permanent 
improvement set 
in. 

The choice of 
a sulpha deriva- 
tive is, no easy 
one, and so far 
can be considered 
to be largely em- 
piric. Among the 
non-diffusible de- 
rivatives sulpha- 
guanidine, sulpha- 
suxidine, and 
phthalylsulpha- 
thiazole are avail- 
able, while among 
the diffusible ones 
the best are prob- 
sulphamezathine. 


ably sulphadiazine (Klose, 1947) and 
Biatt and his associates (1947) could discover no significant 
difference between the action of sulphathiazole and 
phthalylsulphathiazole. It is my impression, based on the 
observation of over 120 cases, that there is little to choose 
between sulphamezathine and phthalylsulphathiazole, and 
I always use one or the other of these two drugs. 

As regards the dose of benadryl, I give 1 mg. for every 
month of age four-hourly, and when improvement sets in 
the same dose every six hours. This dosage is suitable for 
babies up to 5 months of age.' From 6 months to 1 year 
the dose is 6 to 8 mg., administered in the same way. 

Chart 3 gives the 
results in 42 cases treated 
with sulphamezathine 
alone and in 40 cases 
treated with a combina- 
tion of sulphamezathine 
and benadryl. It shows 
that the number of stools 
diminishes' more rapidly 
When both drugs are 
used simultaneously, but 
it does not show the 
other favourable effects 
of using the combination 
of drugs, such as the very 
quick disappearance ,of 
the toxaemic symptoms. 

Vomiting, when present, 
ceases in a very short 
time ; the prostration, 
dyspnoea, and tachy- 
cardia subside in most cases in a few hours. The 
continuous and irritating whine is replaced' by a more 
peaceful cry ; this is not surprising, as benadryl seems to 
have a sedative effect on the central nervous system, and 
!! infants who have been unable to sleep owing , part-time workers— 2,600 more than in September, 1948. 

essness or colic repose quietly after a few doses.^ in number of sludeni nurses increased by 2,578 to 45,300 in 
no case \vas it necessary to resort to the parenteral admmis- sanic period. The numbers of full-time midwives in 'hos- 
tration of fluid ; in fact, four cases among those treated pjtaij rose from 4,381 to 4.813, pupil midwives from 3,184 to 
showed a moderate but clearly visible generalized oedema. 3,677.' and part-time midwives from 809 to 888, In the same 
That this represents water retention is shown by a rapid six months full-time domestic staff increased from 99,733 to 
ncrMSC of weight — as much as 200 g. or more in two or 100,514 and^ part-time from 23,131 to 25,065. 



Chart 3. — Showing daily aver- 
age number of stools in 42 cases 
treated syith sulphamezathine alone 
(dotted line) and in 40 cases treated 
With sulphamezathine and benadryl 
(continuous line). 


Conclnsion 

This communication is of the nature of a preliminary 
report, and further studies are necessary to assess the value 
of the combination of antihistamines and sulpha derivatives 
in the treatment of infantile gastro-enteritis. It is claimed 
that this combination does influence and materially shorten 
the course of the disease. Should this claim be confirmed 
some progress in the treatment of a distressing and often 
fatal condition will have been achieved. 

Smnmaiy 

The symptomatology of infantile gastro-enteritis can be 
explained, at least in part, as a manifestation of histamine 
intoxication. 

The beneficial action of various therapeutic measures can be 
considered as being due to the removal or neutralization of . 
histamine by rapid evacuation, by adsorption, or through anti- 
histamines. , Sulpha drugs, by acting on pathogenic organisms, 
may prevent the formation of histamine. 

These measures often fail when the histamine intoxication is 
severe unless they destroy the histamine in situ or prevent the 
histamine from acting on the intestinal vascular plexus ; only 
antihistamines can do this. 
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The Ministry of Health states that the latest figures for 
nursing and midwifery staffs in hospitals in England and Wales 
under the National Health Service continue to increase. In 
March of this year there were 5,600 more nurses than six 
months earlier, the total being 1 S'?, 600. ”0115 figure includes 
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EXPERIENCE WITH A SYRINGE UNIT that the temperature recorded this way is much lower than 


BY 

ANTHONY G. RICICARDS, M.D. 

[From ihc Department of Pathology, Royal Lancaster Infirmary) 

Many hospitals in this country are at present considering 
the establishment of a comprehensive syringe service. Such 
a unit has been in operation at this hospital for the past 
sixteen months, and it is felt that our experience may be of 
help to those about to undertake a similar service. 

Method of Cleaning and Packing 

Many different techniques have been tried in the steriliza- 
tion and packing of syringes ; the method of our choice is 
outlined below. 

The syringes are first cleaned on the wards, and on arrival 
at the depot are placed in a bow! of soapy water or soapless 
detergent and boiled for 20 minutes. They are then rinsed 
in hot running water. These procedures are carried out 
with the piston pulled out of the barrel to about three- 
quarters of its distance. After rinsing well, clean warm 
I water is. drawn up and discarded with every syringe. The 
sjTinges are then dried in the hot-air oven again, with 
- pistons pulled out to three-quarters of their distance, and, 
after cooling, a Utile liquid paraffin is applied to the bottom 
' of the piston, the syringe being worked until an even coat- 
' ing of oil is obtained between piston and barrel. 

The needles are similarly treated fay boiling in soapy 
water, rinsing, and drying, and are then tested for sharpness 
and patency. 

We have found that the simplest method of packing the 
syringes and needles is to place them in a hard glass tesf- 
I tube of appropriate size containing a wad of cotton-wool 
on the bottom. The top of the tube is then similarly sealed 
! with a cotton-wool plug. The method advocated by the 
Medical Research Council (War Memorandum, No. 15, 
1945) differs from our own in that the assembled syringe 
is placed in a glass tube of such diameter that the barrel 
of the -syringe is a loose fit but the flange rests on the top 
' ofithe tube. The disadvantage of this latter procedure is 
that the top of each syringe must be covered with paper 
or “ cellophane,” tied or twisted, to keep its position. More- 
over, paper subjected to the required heat often becomes 
very friable and cracks on handling. 

The disadvantage of our method of packing is that the 
nozzle of the syringe is in direct contact with the plug of 
' cotton-wool at the bottom of the tube. Sometimes pieces 
of wool become adherent to the nozzle and interfere with 
a good join between needle and syringe. This difficulty has 
been overcome by protecting the nozzle of the syringe with 
4 a Durham tube. 

Two needles of different bore are threaded through ’ a 
small slip of paper and placed in the same tube alongside 
^ the, syringe in such a way that the paper prevents the points 
of the needles from touching the wool at the bottom of 

the tube. 

Vs 

. Sterilization 

1 ^ Sterilization is carried out by placing the assembled units 
in wire baskets in a hot-air oven at a temperature of 160° C. 
ij'.' for not less than one hour. A point of difficulty which' 
3^-^, often arises is the degree of temperature variation at differ- 
'yi, ent places within the same oven. The usual method of 
estimating the temperature is to place a thermometer 
■-se through a slot in the top of the oven so that the mercury 


that at the bottom and sides of the oven, the variation being 
as much as 20° C. To overcome this difficulty it is best to 
place a thermometer in a test-tube plugged with wool and 
take recordings' wherever it is intended to sterilize the 
syringes. 

A further point to bear in mind is the rapid lowering of 
the oven temperature when cold syringes are placed within 
it. A considerable time may elapse before the oven regains 
its heat, and allowances for this factor must be made in 
the sterilizing time. As an alternative to dry sterilization 
an' autoclave with drying facilities may be used. This 
would allow sterilization to be effected at a much lower 
temperature — a distinct advantage when dealing with glass- 
and-metal syringes. 

Syringes 

In the past all-glass syringes have been almost exclusively 
used where sterilization by hot air has been required, but 
several manufacturers are now producing glass syringes 
with metal nozzles which will withstand ordinary dry 
sterilizing heat at 160° C. 

This syringe unit started with a stock of all-glass syringes, 
but these are now being replaced by the metal-and-glass 
types. There are two serious disadvantages to the all-glass 
syringe. The first is the fragility of the nozzle : approxi- 
mately half of our breakages have been due to chipped glass 
nozzles. The second disadvantage lies in the poor join 
between needle and glass nozzle. This union is not as 
satisfactory as with the metal nozzle. A disadvantage 
encountered in the glass-and-metal syringe is that occa- 
sionally the solder melts at ste rilizin g temperature. This 
has not been a frequent occurrence in our experience, and 
when it does occur the syringe can usually be repaired by 
clamping it in a vertical position, applying gentle heat to 
the supported metal base, and allowing the solder to set 
again. 

A recent innovation by a firm of syringe manufacturers 
is the production of interchangeable pistons and barrels. 
These, however, are as yet produced only in the all-glass 
type of syringe, but the innovation has much to com- 
mend it. A further point to remember is the desirability 
of eccentric nozzles. In syringes of 5-ml. volume and 
upwards eccentric nozzles are preferable to the central 
type, especially when using a metal-and-glass syringe. It 
w® be found that some makes have a rather large metal 
base, rendering intravenous work difficult without eccentric 
nozzles. Some manufacturers of metal-and-glass syringes 
do not charge more for those with eccentric nozzles, but 
in other cases there is a considerable increase in cost. 

Syringe Markings . — ^This problem has given more 
anxiety than any other in the syringe service. Originally 
it was found that the markings on the all-glass syringes 
had become almost invisible after six to eight weeks of 
constant use. The notice of the manufacturers was drawn 
to this fault, and they have improved the staying-power of 
the markings ; but syringes still differ in the durability of 
the markings, and before large orders are placed it would 
be wise to test samples for this failing. Syringes with 
engraved markings are preferable to those of transfer type. 

Number of Syringes required for the Service . — From 
experience it is found that three times the estimated daily 
turnover is the minimum number of syringes necessary to 
meet all requirements with efficiency. The estimation of 
the daily needs is a more difficult problem, and wiU vary 
with different types of hospitals. In this hospital, which 
has 230 beds and caters for fairly large out-patient needs. 
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it is found that the average daily turnover is in the region 
of ' 400 to 500 syringes. 
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' Expenditure.—ThG following items of expenditure are 
based on the first year’s experience with the service; cost 
of initial outlay on syringes and needi^, £600; cost of 
replacements, £750 ; cost of labour, £300. 

Breakages and Lost Syringes.-— As will be seen from the 
expenditure figures, the cost of replacements has been very 
high during the first year’s trial period, the average number 
of breakages being approximately 1% per day. If this 
rate of loss were to continue the service would hardly 
justify the expense. Approximately 50% of these losses 
, Were due to chipped and broken nozzles, and the introduc- 
tion of metal nosepieces has proved a great saving. More- 
over, to avoid clerical work, an over-generous attitude was 
originally adopted to the issue of syringes, but it is felt 
that the system is not conducive to careful handling on the 
part of the users, so a system has been instituted by which 
each ward and egch department are allotted an adequate 
number of syringes, and sterilized units are issued only 
in exchange for used syringes. It is already becoming 
apparent that the introduction of metal-and-glass types, 
together with the more rigid check on the return of the 
syringes, is resulting in a decrease in the number of 
breakages. 

It has been found that one person working eight hours 
a day is capable of servicing 300 syringes daily. This 
includes cleaning, assembling, sterilizing, and sharpening 
of needles. 

Conclusion ' 

It is hoped that this short account will save others need- 
less expense and trouble. In particular it is emphasized 
that before ordering large numbers of syringes the 
manufacturer’s claims should be thoroughly confirmed. 


AMOEBIASIS IN ENGLAND AS A 
HOUSEHOLD DISEASE 

BY 

A. R. D. ADAMS, M.D., F.R.C.P. 

AND 

D. R. SEATON, M.B., M.R.C.P. 

(From the Liverpool School of Tropical Medicine) 

The recorded cases of acute amoebic dysentery or amoebic 
liver abscess occurring in persons who have not been ou 
of Great Britain have for the most part been desenbed as 
isolated instances, without regard to the source of t e 
infection or of their infectivily to contacts. ^ There nave 
recently come to our notice three families, living in Eiv^- 
pool, in each of which more than one member of the 
household was suffering from amoebiasis. 

Case Reports 

In July, 1947, we were consulted by a ship’s officer who bad 
leveloped dysentery during the previous few weeks. Examina- 
ion of his stools showed vegetative Enlamocba histolytica. 
^ile receiving, treatment in hospital he mentioned that his 
rife, who had not been overseas, had recently developed 
liarrhoca, and he inquired whether he might not hav'e infected 
ler with his complaint.. He was assured that this was most 
inlikely, but, as his wife’s diarrhoea continued, her stools were 
.xamined, and it was found that she, too, had acute amoebic 
ysenterv'. 


,In July, 1948, a boy aged 16 came under our care sufferins; 
from dysentery of undetermined causation which he had had 
intermittently for the previous two years. His stools contained 
blood, mucus, and numerous vegetative E. histolytica. This 
boy had dwelt all his life in a Liverpool stum. In the house- 
hold were his mother, stepfather (a dock-labourer), and. six 
other children, none of whom had lived out of Liverpool. 
On inquiry if was found that the boy’s mother had been 
troubled with diarrhoea during the previous two months. 
Examination of her stools showed that she had acute amoebic 
dysentery. The remainder of the family were in good health, 
but it was found that the stepfather and four of the six children 
were passing cysts of E. histolytica. This family was also 
largely infected with threadworms, Giardia iambiia, and 
Entamoeba coJi. 

In February, J949, a boy aged 7 was admitted under ’our 
care suffering from an intractable colitis which he had had 
for three years. His stools contained blood, mucus, and very 
large numbers of vegetative E. histolyiico. This boy had never 
lived out of Liverpool. Specimens of faeces were obtained 
from his family, which consisted of his mother, stepfather, and 
three sisters. Of these the stepfather was found to be passing 
E. histolytica cysts. He had no history of dysentery, but it is 
of interest that be was born in India and had lived there until 
he was 13, since when (he is now 45) he has been in England 
The remainder of the family had not been abroad. 

Comment 

The experience of these families sert'es as a remindei 
that amoebiasis is a condition which may easily spread jr 
a household where personal cleanliness is not of a higl 
order. This fact, though' plain enough, has perhap: 
suffered from a lack of attention in this country. By con 
trast, French medical publications contain a number o 
instances of autochthonous amoebic dysentery in whicl 
association with proved carriers was established. Dopte 
(1917) reviews these; see also Garin and Lepine (1924). 

Finally, we would stress the undesirability of diagnosini 
ulcerative colitis before excluding amoebic dysentery a 
a possible cause of the syndrome by microscopical examina 
tion of the stools by someone familiar with the appearanci 
of £. histolytica. Two of the cases recorded here bad bcci 
ill for years and were sadly reduced in health from th 
want of this precaution. 

References * 

Dopter, C. (1917). Pans Died.. 21, 389. 

Garin, C., and Lupine, P. (1924). Pr. mad., 32, 927, 


The National Tuberculosis Association of the United State 
has made 22 grants for research during the present year. Fou 
of these awards are new ; the remainder are for the continuanc 
of work already started. Dr. E. R. Long, director of medica 
research, has given details of current work aided by the assc 
ciation. Professor James Waring, University of Coloradc 
will be investigating the modification of tubercle formation t 
allow better access of drugs to the bacillus. Constitution; 
factors responsible for resistance and susceptibility to tubci 
culous infection are being investigafcd by Dr. P. B. Sav/in, i 
Maine, and Dr. M. B. Lurie, of Philadelphia. Dr. D. Selicsoi 
of Vancouver, Washington, will be making a study of the bloc 
pictures of tubercnlous patients. Work on the virulence c 
strains of the organism and their resistance to drugs is heir 
done by Dr. hfary Bunting, of Yale. Grants have also bee 
made for further research into the factors responsible ft 
caseation, and it is hoped these studies will indicate how tisst 
destruction in tuberculosis can be reduced. The chemistry i 
tuberculin is currently under examination in the Universities < 
Pennsylvania and Wisconsin ; an investigation of moulds i 
discover an additional therapeutic agent against tuberculosis_ 
being made at the University of Colorado. Most of the remai 
ing grants are for clinical work in tuberculosis. 
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; Salt and Water Depletion in Surgical . 

■ Practice 

' vt the time of publication of Dr. Marriott’s excellent 
.rticle on the physiology and pathology of water and salt 
balance (JounwI. 1947, I, 245, 285, 328) attempts were 
i eing made in this hospital to reorganize the methods of 
. Baling with this problem. The opportunity was taken of 
rutting all Dr. hlarriott's recommendations into practice, 
including the quantitative tvard test for urinary chlorides 
v'hich he suggested. Enough time has now elapsed to 
evaluate the results ; the tests have been an unqualified 
success. All patients who are, or have been, vomiting 
.severely, or who are having gastric suction, are given intra- 
venous normal saline so long as the vomiting or suction 
continues, or until the urinary chlorides reach the level of 
0.5 g.%, at which time a change is made to half-normal 
saline, rendered isotonic with glucose. A third solution is 
in use for infants, consisting of quarter-normal saline 
rendered isotonic with glucose. We found that the quanti- 
tative ward test can easily be carried out by a sister or 
staff nurse. It may be of interest to note that faeculent, 
..nd even faecal, vomiting seems no longer to be “ a sign of 
impending death " in many cases if intelligent intravenous 
therapy is carried out. 



It was realized from this reorganization that the fluid 
; eharts in use at that time were not satisfactory, and conse- 
quently a new’ chart was evolved. As this may be of 
i .merest to others, a copy of the chart which was used over 

• a period of twenty-four hours in a case of acute jejunal 
-abstruction is included. Its use is best explained by these 
■ nstructions, which are posted in the ward for the informa- 
tion of nurses: 

Use op- Intake and Output Charts 

• 1. The chart is to be kept with the patient’s notes and other 
r'harts. 

; / 

'■ 2. All measurements should be recorded on the chart at the 
Vime of making them. It will be seen that there are spaces 
’ Provided against the various methods of intake and output, and 
'■'loitrly totals (giving figures to the nearest 4 fl. oz.) should be 
ecorded in them. 


-3. Each chart ends at noon, and so it is desirable that all 
measurements are recorded up to date then. In other words, 
where possible, bladders should be emptied, vomits measured, 
and gastric suction bottles emptied and measured, and the 
measurements recorded. 

4. Intravenous, subcutaneous, and rectal drips should be 
recorded when each bottle is empty. 

5. In dehydrated patients — those having normal saline— all 
specimens of urine should be tested quantitatively for 
chloride, and the result recorded. Otherwise a daily record 
only is required. 

6. The graph, which is a summation of the nurse's records, 
should be made up by the sister or senior nurse only. 


The sister or senior nurse constructs the two graphs 
(intake and output) by the addition of figures already 
entered by the nurses. The urine chloride graph needs no 
explanation. ^ 

D. T. H. Paine, M.B., B.S., F.R.C.S.Eng. 

Resident Surgical Officer. 

D. R. Doff. M.R.C.S., L.R.C.P., 


Department of Surgerv-. 
Victoria Hospital, Blackpool. 


House-surgeon. 


A Case of Polyorchidism 

Spermatoceles, cysts of the cord, and other scrotal swellings 
are apt to be mistaken for an extra testicle, but, actually, 
cases of polyorchidism proved by operation or necropsy 
are extremely rare, and Boggon (1933) in an interesting 
article described what he said was the twelfth case on 
record. The following case is therefore considered unusual 
enough to be worth publication. 

Case Report 

The patient was .a German physician aged 50 who came 
conceminc a swelling in the right side of his scrotum and 
double hemiac. In 1940 he noticed a swelling in his right 
groin which he knew to be a hernia. It was easily reducible, 
and he began to use a truss. Soon he observed that the right 
testicle was enlarged, and he attributed ibis to pressure of the 
’ truss. In 1947 he found a small hernia on the left side and 
began to wear a double truss. On Feb. 22. 1948. he found 
for the first time a new swelling in the right side of his scrotum 
and, fearing that this might be a malignant tumour of some 
kind, he sought advice. His past and family history’ did not 
have any bearing on the case. 

Physical examination and routine laboratory tests did not 
show any evidence of other disease. He was seen to have 
bilateral direct inguinal hemiae. small in size. The left 
testicle and cord appeared normal. The right testicle was four 
times as big as the left and was translucent. Just above the 
risht testicle and apparently attached to the cord was a smooth 
oval swelling the size of a small hen's egg. It was not attached 
to the skin and was opaque on transillumination. There was 
no tenderness on pressure. The cord on both sides felt normal. 
Rectal examination showed a moderately enlarged prostate but 
no abnormality of the seminal vesicles. 

The nature of the lump above the right testicle was not clear. 
It was thought to be a haemaioma of the cord due to some 
trauma, a lipoma of the cord, or. possibly, a malignant tumour. 
A long' list of all the possibilities was written down, but the 
list did not include what the lump turned out to be. Because 
of the possibility of malignancy, exploration was suggested. 
The patient readily agreed, and requested that the hydrocele 
and the hemiae be dealt with at the same time. 

Operation . — On Feb. 28. under spinal analgesia, an incision 
was made over the right inguinal canal, the cord drawn upon, 
and the testicle delivered. The hydrocele was dealt with by 
excision of the sac, and the lump above the testicle was then 
examined. It was smooth in outline and readily dissected from 
the cord, to which it was but lightly adherent. Soon it became 
apparent that it had a cord and a vas deferens of its own, and 
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this extra corcLwas .separated up to the internal ring, ligated 
and divided. Both herniae were then repaired. ’ 

Pedologist’s report was as follows Gwj examina- 
fio/i.— Oval-shaped mass of tissue, size ,4 by 2.5 cm., with 
ateral-adhenng, round, long Cord-like structure, thickness 1 cm 
length 10 cm. No cpididymis-like structure was seen. The 
oval mass is covered by dense white connective tissue of the 
appearance of the , tunica albuginea; On section the tissue is 
yellow, lobulated, and consists of fat tissue. Only on the 
border near the cord the tissue is dense and whitish red. The 
cord tissue consists of connective tissue and blood vessels and 
a vas deferens. Microscopical examination .—Only sections 
from the testicle itself were examined. Sections from three 
different places gave the same histological structure. The tissue 
' consists mainly of fat tissue with interspersed stroma and blood 
vessels. On the outer, periphery is a layer of dense connective 
tissue and some muscle , fibres. Between this outer layer and 
the fat is an unsharply outlined narrow space filled with an 
eosin-stained fibrillar material and numerous spermatogonia and 
spermatozoa. Parenchymatous tissue of the . type of the testicu- 
lar tubuli was not seen. Diagnosis : — Lipoma of ,a degenerated 
testicle.” 

The patient_ is a married man wth one child aged 12. He 
reports that his sexual functions are normal in every way, and 
that certainly he has never been oversexed. He is positive that 
until a week before the operation he had never noticed any 
abnormal swelling, other than the hydro'cele, in the scrotal 
region. ' 

F. T. Ranson, F.R.C.S.Ed.,.F.A.C.S. 

Reference 

Boggon, R. H. (1933). Brit. J. Surg., 20, 630. 
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the last two days he had vomited after meals, and diarrhoe; 
had accompanied the vomiting. On re-examination he looked 
ill and anxious. His tongue was dry and furred. Tti; 
abdomen was slightly distended and there was visible peristalsis 
The scar of the previous operation was soundly healed, bu 
tenderness was again present in the left hypochondrium. Sped 
mens of stool and vomitus were identical. A barium cnem: 
•confirmed a diagnosis of gastro-colic fistula. 

Second Operation. — On Dec. 3 the abdomen was agaii 
opened. A large gastro-jejuno-colic fistula was found an< 
completely excised. The fistula involved the stomach, thi 
efferent loop of intestine, and the transverse colon, and wa: 
obviously an extension of the stpmal ulceration seen at th; 
previous operation. Continuity was restored in the transver.si 
colon and the jejunum. The remaining portion of stomacl 
was further resected proximal to the stomal ulcer am 
anastomosed to the jejunum distal to the loop that had beer 
repaired. 

The post-operative course following the second operafior 
was satisfactory apart from some initial collapse of the righi 
lower lobe of the lung. The patient was again discharged home 
symptom-free 18 days after operation. Six weeks later ht 
started work, and further follow-up continues. 

Comment 

It was unfortunate that no insulin test meal was carrier 
out after vagus-nerve resection to test its adequacy. Suck 
was the intention, but events forestalled it. The abdominal 
distension and diarrhoea for 14 days following this opera- 
tion were signs which suggest that the nerve pathways had 
been suitably interrupted. 

Some of the most encouraging results of vagus-nerve 


Gastro-colic Fistula after Vagotomy for 
Stomal Ulcer 

Bilateral resection of the vagus nerves is now often carried 
out in cases of stomal ulcer complicating previous gastro- 
enterostomy or partial gastrectomy. The following case 
history is therefore not without interest. 

Case Report 

A clerk aged 49 was admitted to the Royal Victoria Infirmary’, 
Newcastle-upon-Tyne, in October, 1948, with a history of left- 
sided abdominal pain for five months. Fifteen months pre- 
viously he had had a partial gastrectomy for chronic duodenal 
ulcer. He had been perfectly well for ten months after the 
operation. ■ 


resection have been obtained in cases of stomal ulcer after 
gastro-enterostomy or partial gastrectomy. Excision of the 
ulcer mass followed by gastrectomy is the alternative 
operation. Few surgeons will disagree regarding the 
proportionate difficulties of the two procedures. 

In this case, however, within a month of bilateral section 
of the vagus nerves the process of stomal ulceration at the 
site of a previous partial gastrectomy had proceeded to 
further penetration, with the development of a gastro-colic 
’ fistula. 

James A. Key, M.B., F.R.C.S., 

Firsl Assistant, Professorial Surgical Clinic, 

Royal Victoria Infirmary, NcwcastIc-upon-Tyne. 


On examination he looked thin and anxious. There was 
tenderness and guarding of the left hypochondrium overlying 
a small ill-defined abdominal mass. A tentative diagnosis of 
stomal ulcer was confirmed by barium meal. The samples of 
gastric juice following an insulin test meal were too scanty to 
allow of anything but qualitative analysis. All samples 
contained free HCl. 

Operation. — On Nov. 5, 1948, exploration showed the pre- 
vious operation to have been an antecolic partial gastrectomy 
with distal prepyloric section. The scarred remains of an ulcer 
in the first part of the duodenum still remained. The probable 
cause of the stomal ulcer was thus not far to seek. The 
thickening of a stomal ulcer was palpable at the site of 
anastomosis between stomach and jejunum, at the lesser-curve 
end of the anastomosis. The small remaining prepyloric portion 
of the stomach and the first part of the duodenum were 
mobilized and excised distal to the ulcer. The duodenal stump 
was closed. The left lobe of the liver was then mobilized 
and a transhiatal bilateral resection of the vagus nerves carried 
out. About 2 in. {5 cm.) of each nerve was resected. 

The post-operative course was complicated by diarrhoea and 
pronounced abdominal distension. The patient gradually 
improved, however, and was discharged home 18 days after 
operation, symptom-free. 

One week later, on Nov. 30, he was again admitted to hos- 
pital. He had been well for five days after discharge, but for 


With the introduction of death grants on July 5, 1949, the 
whole national insurance scheme has been brought info opera- 
tion. Death grant is a cash payment of not more than £20 to 
help to meet the expenses connected with a death, and will 
usually be paid to the person bearing the funeral costs. Detailed 
provisions relating to death grant arc contained in the National 
Insurance (Death Grant) Regulations which were laid before 
Parliament on June 27 by the Minister of National Insturancc. 
As death grant is an entirely new benefit of State insurance 
towards wliich no conlributions were paid before the new 
national insurance scheme began last year, there will at first be 
many deaths on which no death grant can be paid. It is estimated 
that a grant will be paid on rather less than half (he deaths 
occurring during the next year, but the proportion of deaths on 
which payment- can be made will gradually increase until the 
whole population is covered. No grant can be paid for the 
following deaths: (1) any death occurring before July 5, 1949; 
(2) the death of a man who was aged 65 or over on July 4, 
1948, or the death of a woman who was aged 60 or over at 
that date ; (3) the death under the age of 10 of any child born 
before July 5, 1948. A leaflet (N.I.49) explaining the conditions 
for receipt of a grant and how to claim one is available in local 
National Insurance offices and will be supplied by registrars loj 
persons notifying a death. A special death certificate will alsci 
be provided free of charge by registrars for use in connc-vimj 
with death grant and widow’s benefit claims. 
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CONTINENTAL HAEMATOLOGY 

Bone Morrow Biopsy. By S. J. Lritncr, M.D. English transla- 
lion revised and edited by C, J. C. Britton, MJ>.. Ch.B.. D.P.H., 
and E. Neumark, M.B., B^., M.R.C.S., L.R.C.P. (Pp. 433; 

7 plates (6 in colour), and 194 text-figures. £2 2s.) London: 

3. and A. Churchill. 1949. 

In its original form this book was .a monumental collection 
>f the Continental literature on the subject, supplemented by the 
author’s own views, and it is essentially a work of reference. 
It provides access to all the Continental literature during a 
period svhen the English-speaking world was cut off from such 
information. The author obviously found himself in a com- 
parable position, for neither English nor American work 
receives the prominence it deserves. Those responsible for the 
English translation have attempted to rectify this last feature, 
at the same time making cuts in some of the more ponderous 
and pragmatic pronouncements so dear to the German 
mentality. In so doing the editors have thought fit to omit 
from the voluminous bibliography {amounting to more than 
2,500 references) titles of papers which receive only brief and 
uncritical comment in the text. The reader is therefore left 
in doubt whether a reference is really worth consulting. He 
is also faced with the difficulty of knowing which is the 
pertinent reference, for there is no" indication, by letter, title, 
or number, which is meant of the several contributions a pven 
author has made in one t'ear. On the whole the trans- 
lation is good, but many sentences still exhibit an unwieldy 
Continental construction which seems strange to English ears 
(e.g., p. 161 : “Schiappoli (1939) , , , as well as marrow 
hyperplasia . . . observed evidence of much extramedullary 
haemopoiesis in the liver and spleen 
Leitner's original text suffered greatly from his uncritical 
attitude towards the work of the many he had considered 
worthy of notice. His own observations and deductions are 
on the whole admirable, but he is at times prone to make 
dangerous teleological statements. For example, in speaking 
of the macropolycytes of pernicious anaemia (p. 80) he states : 
“Hypersegmentation may represent a compensatory process in 
which the body attempts to balance the reduced production of 
leucocytes caused by maturation arrest by keeping alive the 
aged cells.” Most haematoiogists will lake exception to the 
statement (p. 171) thaL “though in myeloid leukaemia normo- 
blasts are found in the peripheral blood, hypoplasia of 
eryihropoiesis is present in the marrow.” It is a pity that 
Leitner uses the term “ eiythraemia ” as synonymous with 
erythroblastosis and etythroblastaemia (pp. 166-170). Such 
juggling with terms will cause confusion in the English-speaking 
community and should have been adjusted in the English trans- 
lation. Despite these criticisms, and many others which might 
have been made, all haematoiogists will be indebted to Leitner 
for his cornpilation of the Continental literature, and to 
Britton and Neumark for making this work readily accessible 
in English; 

Lionel Whitby. 


"nte first secliOD considers the transparent tissues — the cornea, 
the aqueous humour, and the crystalline lens. The mechanism 
of vision is discussed in the second part, which describes the 
retina, adaptation, and visual, acuity. Section 3 gives an 
account of the muscles of the eye and their innervation, and 
part 4 contains an excellent description of visual perception, 
including stereoscopic vision and the perception of movement. 
Section 5 is devoted to the optics of the eye and the refrac- 
tive errors, with their diagnosis and correction. This book 
is one which can be strongly recommended. 

H. H.VRTP.tDGE. 

OCCUPATIONAL MARKS 

Occupational Marks and Other Physical Si?ns. By Francesco 

Ronchese, M.D, Foreword by J. G. Downing, MOD. (Pp. ISl ; 

tSt illustrations. SS.50.) New York: Grune and Stratton. 

1948. 

This book will interest practitioners of forensic medicine and 
dermatologists and should be in the library of the necropsy 
room. Written by a dermatologist, it describes and illustrates 
in detail the “ stigmata or marks ” of occupation found on 
the skin and in the subcutaneous tissues. It is a summaiy of 
existing knowledge and an original contribution to clinical 
medicine. 

In the foreword Dr. J, G. Downing says that “good physi- 
cians must be good detectives,” to which Dr. Rochese adds, 
“ This essay is not intended to make every man his own Sherlock 
Holmes.” Every person shows posllive or negative marks, 
especially upon his hands. “ To be able to detect, solely from 
the kgs of an individual murdered and dismembered, that it 
was a female, her station in life, [her] probable occupation, 
and (to give] valuable clues leading to her identity," was 
one of the author’s achievements, as is noted in the introduction. 

The text consists of several short chapters dealing with the 
general and special marks of many occupations, of sex, age, 
race, and social status. Particular attention is paid to the signs 
found on the hands of players of musical instruments, to special 
groups of hand-workers, to nail defects, tattoo marks, and to 
hair changes. One chapter describes deceptive marks and dis- 
cusses legal problems, though from the American viewpoint. 

Only positive marks are of value for identification : jheir 
absence means nothing. Diagnosis by these alone is a 
hazardous procedure. Knowledge of ‘.hese indications may 
give a clue to the diagnosis of obscure skm lesions and aid in 
assessing compensation. Occupations and their techniques are 
constantly changing, and differ from country to country and 
from place to place. Individual idiosyncrasies sometimes oon- 
fusc the picture, and a short absence from work may abolish 
the evidence. A rough clas-ificaiion is made of occupattonai 
marks, and is supported and illustrated by 151 figures, oirect 
photographs or admirable lir.e-drawrngs. 

Most of the indications named are seen m this county', and 
genera! practitioners and heusemen can make an imeresur.a 
and profitable hobby out of their study. Works doctors are 
familiar with them : 'ome of them have been described in 
recent literature. An extensive bibliography —but a poor index 
— completes an admirable clinical study. When w. iters m 
detective fiction discover this book a wealth of ' new clues 
• will be available for use — and misuse. H jy CiAiiin 


PHYSIOLOGY OF VISION 

The Physiology of the Eye. By Hugh Davson. D.Sc. With fore- 
word by Sir Stewart Duke-Elder, K.C.V.O., D.Sc., PhD., M.D., 
F.R.C.S. (Pp. 451; 301 illnstrations. £1 12s.) London: 

3. and A. Churchill. 1949. 

Several books have been published recently on vision : Granit's 
Sensory Mechanisms of the Retina, Pirenne’s Vision and the 
Eye. Willmcr’s Retinal Structure and Colour Vision, and 
Wright’s Researches on Normal and Defective Colour Vision. 
All these form suitable reading for an advanced worker 
who is engaged in research, but are not what the student 
requires. They each discuss one aspect of the physiology 
of the eye in great detail, whereas the ideal work for the 
student should be less specialized. This is such a book ; it is 
clearly written, unbiased, easy to read, and interesting. More- 
over, the printing and illustrations are excellent. 


LOC.AL ANALGESIA 

A stur-enn's Guide to Local Anaesthesia. By C.-E. Corletle, 

M.D^a..M.rSyd1. F.RA.CS. (Pp. 368; 200 lUustrauons. 

£I 15s.) Bristol : 3obn Wright and Sons. 194S, 

As the name implies, this book by a surgeon is wTitten for 
surgeons ; its value for anaesthetists is limited. It w a guide, 
but BOl a complete manual, on local analgesia. Its uUimate 
aim is shockless surgery, to be achieved by local analgesia in 
conjunction with the use of adrenaline to act as a physiological . 
tourniquet. The first nine chapters describing drugs, the pre- 
paration of the patient, and the preparation and measurement 
of materials are excellent, and will be of value to all who 
read them The remainder of the book, particularly the section 
on anatomy and the technique of local analgesia, will appeal 
principally to the practising surgeon. r, Macintosh, 
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ANALGESIA IN MIDWIFERY 

and’Aiwsthesia. By Franklin F SnvHpr 
M.D. (P^401. £1 12s. 6d.) , Philadelphia and London - W B* 
Saunders Company. 1949. ' 

This book contains a large amoiint of information, much of 
which IS priginal and based upon experimental work performed 
by the author and his colleagues at the Harvard Medical School, 
the Johns Hopkins Hospital, and the Chicago and Boston Lying- 
in Hospitals. The physiology and pathology of labour are dealt, 
with at great length— for example, the chapter on “Respira- 
tion before Birth ” contains 34' pages, and that on “ Intrauterine 
p Pneumonia ” 37 pages. Ppt 2, which starts at page 213, is 
devoted to the treatment of pain during labojir, and the various 
methods of general and local analgesia are considered in detail. 
Recent developments such as fractional caudal block are 
discussed, but curiously enough no mention is made of 
trichlorethylene. 

This book will be invaluable to advanced specialists and 
research workers, but the casual anaesthetist or obstetrician may 
be somewhat disappointed, as theoretical considerations are 
, given precedence over the practical detalils of individual 
techniques. 

C. Langton Hewer. 
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AETIOLOGY OF INFANTILE ENTERITIS 

Diarrhoea and vomiting in infancy is a syndrome rather 
than a specific clinical entity. Textbooks on paediatrics 
classify the condition under such broad headings as 
dietetic, parenteral, and infective, though in the last 
group accepted intestinal pathogens are rarely isolated 
from infants (with enteritis) under 1 year of age. 
However, in any diarrhoeal condition search should 
always be made for salmonella and dysentery organisms, 
nowadays easily and quickly identified, and for giardia. 
Sonne dysentery is- particularly dangerous in an institu- 
tion because of its high infectivity ; giardia infection, 
causing a less acute diarrhoea, may go smouldering on 
in a nursery for weeks before attention is drawn to it ; 
and recent evidence suggests that salmonella infection 
may not be so rare in infancy. Thus an outbreak of 
gastro-enteritis affecting 68 children, of whom 56 were 
under 1 year of age, occurred in a hospital population 
in Melbourne' and was apparently attributable, in part 
at least, to dust-borne contamination of food and food 
utensils." In most institutional outbreaks, however, the 
most painstaking investigations have usually failed to 
demonstrate any specifically recognizable bacterial 
pathogen, so that the possibility has been considered 
that a virus may be the cause, particularly in the epi- 
demic diarrhoea of the newborn, which workers in the 
U.S.A. have been inclined to regard as a disease sui 
generis. > 

■ In Britain attempts, both published and unpublished, 
to demonstrate virus in- faeces or other material from 
newborn and older infants have' been unsuccessful. 
Drs. Joan Taylor, B. W. Powell, and Joyce Wright, in 
a paper published elsewhere in this issue, refer to investi- 
gations by Dr, F. O. MacCallum. In extensive animal 
tests with tissues removed from four fatal cases of 
infantile gastro-enteritis he was unable to find any 
evidence in favour of a virus aetiology. It should, how- 
ever, be emphasized that there are at least two forms of 
neonatal diarrhoea v the type that affects both mother 
and infant may well be due to a virus, as American 
investigations have suggested. 

The t’iew that certain Gram-negative bacteria, includ- 
ing the paracolon group, the proteus family, of which 
Morgan’s bacillus is a member, and Ps. pyocyanea, may 


be causally related to infantile enteritis has long been 
held by different workers, but the fact that these bacteria 
are common concomitants in diarrhoeas due to other 
known causes and the difficulties of their specific identi- 
fication have prevented general acceptance of their 
aetioiogical significance. Lately, close study of the sero- 
logy of the lactose-fermenting coliform group by Kauff- 
mann’ and his colleagues has indicated that a few of 
the many serological types may be potentially more 
pathogenic than others, for 2 or 3 types were prepon- 
derantly present in cases of urinary infection, chole- 
cystitis, and appendicitis. The first indication that a 
specific strain of Baci. colt may be associated with 
infantile enteritis came from Bray,' who isolated a sero- 
logically sjtecific late maltose-fermenting organism with 
a characteristic seminal smell from 42 out of 44 infants 
admitted to hospital with “ summer diarrhoea ” ; he 
failed to find a similar organism in 100 contact infants 
without diarrhoea. Then, in the Aberdeen outbreak of 
gastro-enteritis in the spring of 1947, Giles and Sangster’ 
identified a single serological type of Bact. colt in the 
faeces of 86 out of 92 infants suffering from the epidemic 
infection and from only five out of 116 infants with 
“ parenteral ” diarrhoea or mild infections not requiring 
hospital treatment. This organism was rarely isolated 
from healthy children or adults, but it was found in the 
faeces of four infants who twenty-four hours later 
developed diarrhoea. 

Meanwhile a team of bacteriologists and paediatricians 
(the authors of the report in this issue), working with the 
support of the M.R.C. at the Hospital for Sick Children, 
Great Ormond Streeu and the Central Public Health 
Laboratory, Colindale. had set themselves the task of 
investigating clinical, epidemiological, and bacteriological 
aspects of institutional outbreaks of infantile enteritis in 
maternity units and residential nurseries. The first of 
these outbreaks affected 20 babies (with 14 deaths) in 
the maternity unit of a Derbyshire hospital ; 15 of the 
babies were bottle-fed, four partially breast-fed, and only 
one fully breast-fed. The outstanding symptom was 
diarrhoea with severe dehydration, preceded in some 
cases by lethargy', reluctance to feed, and loss of weight. 
The age at onset varied from 6 to 20 days. Rectal 
and nasopharyngeal swabs were obtained from nine 
acute cases, and from each of them a serologically 
specific Bact. coli, labelled D 433, was isolated. The 
same coliform organism was isolated from 10 babies 
(all artificially fed) who developed acute diarrhoea and 
vomiting in a mothers and babies’ hostel in Middlesex, 
and again from eight affected babies in the same hostel 
eight months lat er. Bact. coli D 433 was also found 

* Mushiu. R-. /- Wi?. Cemb.s I94S. 4S. I5I. 

5 Rubbo. S.T>., ibid.. 1948. 46. 15S. 

3 /. Immur.ol., 1947, 57. 71. 

‘ 4 J. Path.. Bact., 1945. 57. 239. 

3 J. Hy 7 . Cami., 194S, 46. 1. 
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in the faeces of four babies living in a residential nursery 
in Hertfordshire where there was an outbreak of enter- 
itis, and in 21 out of 23 infants who developed 'inter- 
current diarrhoea, usually in small .groups, in a child- 
ren’s hospital, but in none of 14 babies with snM inter- 
current diarrhoea in a residential nursery and irregularly 
(6 out of 14 cases, 5 out of 24 cases) among children 
admitted- to two hospitals with a diagnosis of gastror 
enteritis. Further evidence suggesting an aetiological 
relationship of this organism to infantile diarrhoea was 
its disappearance from affected cases during convales- 
cence, its appearance after relapses in infants not 
previously yielding positive cultures, and its absence 
from a large scries of control healthy and sick babies. 
It was rarely found in the faeces of healthy adult con- 
tacts, but was found in nine out of 34 contact babies, 

* • 

none of whom later developed any clinical infection. It 
is noteworthy that the strains of Bact. coU isolated by 
Bray, by Giles and Sangstcr, and by Taylor and her 
colleagues were' all serologically identical. 

When a particular member of a family of organisms 
that normally live as saprophytes in the body is singled 
out as a possible pathogen the evidence must be specially 
convincing before its pathogenicity is accepted. - A 
parallel to the present problem of the relationship of one 
or more serological types of Bact. coll to infantile 
enteritis may be drawn from the pneumococcus family. 
Pneumococci are present in the throats of 30-60% of 
healthy individuals, and scepticism about their patho- 
genicity would have been justified if it was not known 
that there are many different serological types, only a, 
few of which — e.g., types 1, 2, 5, and 7 — ^have epidemic 
propensities and are specifically associated with the 
communicable disease lobar pneumonia. Tlrse types 
are rarely found in the normal throat; orythe other 
hand, certain types — 6, 19, 23 — are common in the 
throats of healthy children, and these sauje types are 
frequently associated with bronchopneumonia, which 
affects mostly young children with pO'|L resistance 
to infection. Bronchopneumonia may -therefore be 
regarded as an endogenous non-communicible infection 
and lobar pneumonia as an exogenous infectious disease. 
It may be permissible to postulate a simila r division for 
infantile enteritis — ^the sporadic cases resulting from 
parenteral infection or other predisposingseause being 
associated with the endogenous coliform W®®* while 
outbreaks would be caused by the less frequent “epi- 
demic ” strains. Attempts to put such a hypothesis to 
the test would have to take into consideratiorSthe intri- 
cate serology of the coliform group, the difliujltks of 
isolation and recognition of specific types, ard the 
search for a suitable animal on which to test pUtho- 
genicity *, the absence of an acute inflammatory' reaction 
in the gut or the development of specific antibody in 


the affected infant and the mode of spread of the infec- 
.tion and its selective attack on artificially fed babic; 
under 1 year of age. But the quickening of interes 
in both the aetiology and treatment of this serious infee 
lion, illustrated by the two papers in this issue, augur 
well for its better control in the future. 


EXCHANGE TRANSFUSION 

The idea of exchange transfusion is an old one. Nearly ' 
three hundred years ago a list was - published in the 
Philosophical Transactions of the Royal Society of 
London* of some of the possibilities of transfusion which 
trials could settle. No. 8 was as follows: “Whether a 
dog that is sick of some disease chiefly imputable to 
the mass of blood, may be cured by exchanging it for 
that of a sound dog.” In the experiments ‘of those times 
various animals were used, and since the donor could 
be sacrificed the exchange could be massive. The 
quantities necessary to secure various degrees of 
exchange in man have been estimated by Wiener and 
Wexler,” If blood is continuously withdrawn from a 
patient’s circulation while the blood of a donor is infused 
into a different vein at an equal rate, the infusion and 
witbdraVai of an amount of blood equal to twice the 
patient’s blood volume will achieve about an 86% 
exchange ; -thus after transfusion and withdrawal of, 
some 10 pints (5.7 litres) of blood from an adult only; 
14% of the patient's own blood will be left in his 
circulation. 

It is evident that large-scale exchange transfusions can 
be performed on adult humans only when many blood 
donors are available. This is doubtless the reason why 
it is only recently, with the organization of large blood- 
transfusion centres, that the operation has been practised 
in any systematic way.’ However, it-is an easier proce- 
dure in an infant. The blood volume of a newborn , 
infant is only about one-twentieth that of an adult: an' 
adult can therefore harmlessly donate an amount of 
blood twice as great as the entire blood volume of an 
infant. Many methods of carrying out exchange trans- 
fusion in infants have been suggested, but that of 
Diamond' seems to be the simplest and best. Within a 
few hours of birth a fine plastic catheter is passed up the 
umbilical vein, and blood is withdrawn and replaced by 
that of the donor in small successive steps. The route j 
that may be taken by the catheter is well illustrated in ' 
the article by Dr. J. J. van Loghem and his colleagut 
which appeared in last week’s issue. 

> PMf. Trans, JRoy, Soc. Lend-, 1665-6, t, 387. 

2 /. Lab. cjln. Kfed., 1946. 5016. 

^ M., aac5 DcmatiJ. 3., 1948, 19, 40, 

< Prac. n. Soc, Med.* 1947. <0. 546. 

5 Wallcrsfcm, H., Amer. J, Dli. ChSU., 5947, 19. 

® Mollison, P. L., and Cutbnsh, Lancef* 1948, 2, 5Z2. 
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Exchange transfusion in infants has been practised 
ilraost exclusively for haemolytic disease of the new- 
born. In this condition, at birth and for a variable time 
afterwards, the infant’s own (Rh-positive) erythrocytes 
are being haemolysed rapidly. Rh-negative eiylhrocj’tcs 
ire not susceptible to the haemolytic process, and the 
ihaemia may be successfully combated by simple trans- 
fusion of Rh-negative blood. If massive transfusions of 
Rh-negative blood are given the infant’s own eiythro- 
poiesis dies down, and for a few weeks practically no 
Rh-positive erv’throextes are to be found in the circula- 
tion, tlie infant relying almost entirely on the transfused 
erj'throcytes. When this method of treatment is carried 
out it is a few days before the Rh-positive erithroeytes 
disappear from the circulation, and with exchange trans- 
fusion an attempt is made to remove almost all the 
Rh-positive eiythrocytes during the period of the trans- 
fusion and thus leave the infant with only a few of 
■its oivn erythrocytes. At least three possible advantages 
have been claimed for this operation: first, that it 
diminishes the likelihood of the development of kemic- 
terus,* a toxic state which reaches its climax two to five 
days after birth and usually causes the death of the 
infant ; secondly, that it diminishes the risk of overload- 
ing the circulation of severely anaemic infants; and, 
thirdly, that it simplifies treatment by enabling a suffici- 
ent number of Rh-negative erythrocytes to be introduced 
into the infant’s circulation at a single operation so that 
no subsequent transfusions are needed.' This last claim 
seems to be the most soundly established, though the 
expeditious performance of the operation is likely to he 
achieved only in highly specialized centres. 

Dr. -van Loghem and his colleagues report a fatality 
rate of 22.5% in 160 infants treated by exchange trans- 
fusion. They contrast this figure with a fatality rate of 
63.5% in a group of 88 infants not treated by exchange 
transfusion. These infants were elder siblings of some 
of those included in the “ exchange ” group ; no details 
of their treatment are given, and the authors state, “ It is 
impossible for us to compare the mortality rate of icterus 
gravis treated by simple blood transfusion with that of 
cases treated by exchange transfusion.” At first sight 
it would seem that the findings of such a difference in 
fatality rates made any further trials unnecessary, but 
this conclusion may not be so well founded as it appears- 
First, some years ago icterus gravis was diagnosed only 
in cases which would now be considered as moderate or 
severe, whereas to-day cases are sometimes included in 
a series when the diagnosis is based entirely upon labora- 
tory findings, such as a positive direct Coombs’s test 
Evidently, then, if the mortality of the disease a fen- 
years ago were to be compared with that of an untreated 
series collected to-day an apparent fall would almost 
certainly be noted. The second difficulty in making a 
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comparison between a series treated “ then ” and “ now ” 
is that inherent in all comparisons of this kind; factors 
unconnected with exchange transfusion may help to 
lower mortality — for example, the availability of 
penicillin. Finally, though e.xchange transfusion is 
certainly better than no transfusion, the real point of 
interest is whether it is better than simple transfusion, 
and on this point there is still no good evidence. 

The question whether the prognosis for a severe case 
of haemolv-tic disease of the newborn is improved by 
giving an exchange transfusion rather than a simple 
transfusion is an important one to solve. The successful 
performance of exchange transfusions demands special 
zeal on the part of the operator. The transfusion must be 
carried out within a certain time of bhih and the opera- 
tor must be prepared to undertake it at any time of the 
day or night. He cannot be expected to do this if it is 
likely that the infant has just as good a chance of recovery 
if treated by a simple drip transfusion of Rh-negative 
blood. It is to be doubted whether the relative 
merits of the two procedures can be settled by anvthing 
short of a properly controlled statistical trial in .which 
the same investigators try out both methods of treat- 
ment in parallel. Nevertheless, such careful records as 
those of van Loghem and his colleagues provide 
invaluable data for those intending to practise exchange 
transfusion. 


fflGH- VOLTAGE X RAYS 
Installation has been completed at the Royal Cancer 
Hospital of the first of the wo 30-miIlion volt sj'nchro- 
trons which, as made known in July, 1947,' have been 
under construction for the Medical Research Coundl. 
The second has been allocated to the department of 
radiotherapeutics in the University of Cambridge. Tneir 
function is to provide x rays of comparable voltage, at 
first for physical and biological research and later for 
therapeutic use in the irradiation of deep-seated cancers. 
Their advantage, compared v/ith conventional x-ray 
sources, is that depth dosage is considerably increased 
compared with skin dosage.' It should therefore be 
possible to administer greater dosages to deep tumours 
without corresponding increase in the risk of surface 
injury. Much experimental work', extending probably 
over about a year, will be needed before the apparatus 
is used for treatment. 

The synchrotron is in a basement laboratory which 
forms part of the physics department of the hospital 
under Professor W. 'V. Mayneord. .The opening cere- 
mony was on July 5, and the demonstrations which were 
given illustrated also the general work of the department 

1 B'i:hh McUcclJc-jral. 1547, 2. 101. 

4 Ibid., 1547,1, £71. 

3IKd,!94S, 2,951. 

‘Ibid, 1943.1.554. 
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in the application of nuclear physics'^ to medicine. 
Subjects included the use in animals of cbbalt-60 (Co®®) 
—the most probable artificial substitute for radium® ; 
'autoradiography as a research method, with the distribu- 
tion of radioactive materials in tissue sections shown by 
the blackening of photographic films with which the 
tissue sections have been brought into contact; and the 
handling and clinical use of radio-isotopes. Devices 
for the remote control of radio-isotopes were shown, 
some of which have been designed and constructed in 
the department, and also a number of instruments 
specially designed for clinical work, and the clinical 
techniques used with radioactive sodium and iodine. 

In the synchrotron, as in other x-ray sources, the 
generation of x rays is due to impact oh a solid target 
of a bearti of electrons which has previously been acceler- 
ated to a high energy.® The differences are in the level 
of energy to which the electrons are accelerated and the 
means used to accelerate them. Instead of being a 
“ tube ” in the ordinary sense of that word the synchro- 
tron has the external form of a cylinder approximately 
four feet (122 cm.) in diameter. This is because the 
electron beam is accelerated round a circular track 
which is many times repeated. The earlier stages of 
acceleration are magnetic. The later stages are elec- 
trical — the, accelerating force being arranged to vary in 
synchronism with the rotating electrons. Hence the 
name of the instrument. A further point of difference 
is that whereas a normal x-ray source is continuous the 
synchrotron operates on a pulse principle. It provides 
50 pulses of high-energy electrons per second, and the 
same number of x-ray pulses — the duration of each 
pulse being some millionths ' of a second. In* conse- 
quence, though the energy of the x-ray, beam is very 
high, the average dosage rate is not high (probably 
about 10 roentgens per minute at one metre). The elec- 
tron energies are expected to reach 30 million volts 
which is the design figure — but the mean energy of the 
x-ray beam will necessarily be lower, because the elec- 
trons are not instantaneously' brought to rest on hitting 
the target, but on the average penetrate it to an appre- 
ciable extent before their energy is converted into xjays. 
In other words, there is some loss of energy before 
x-ray generation takes place. This is the case with any 
form of x-ray source. 

The first stage of investigation will be to define the 
physical limits of the .v-ray beam. At the same time 
the efficacy of the initial protection which has been pro- 
% idcd will hav'e to be in\'estigated, and any further steps 
which may be necessary must then be taken. This will 
involve a detailed series of measurements ' which may 
well extend over some montlis. Thirdly, it will be neces- 
san.' to distinguish between stray electrons which have 
escaped from the synchrotron and the x-ray beam which 


.it is its main function to supply. Only when this has 
been done can the beam itself be seriously studied. In 
this connexion Professor Mayneord and Dr. J. H, Martin 
of his department have been making measurements 
during the past two years on synchrotrons and betatrons 
— ^an earlier type of electron accelerator®— both in Great 
Britain and the United States. Their observations, soon 
to be published, afford the first comparison in inter- 
nationally agreed units between the physical results 
obtained in the two countries. 

In the second stage of investigation two related 
studies- will be carried out. One will be of the. depth 
dosage in a “ water phantom ” which adequately repro- 
duces the course of absorption in the body. The other 
will be of the range of energies ineiuded in the .r-ray 
beam. Finally, though the beam itself will be compara- 
. lively marrow, with the effective dosage falling off to half 
at a distance of some degrees off centre, it is likely that 
means for further canalizing the beam will also be 
considered. In the next stage the biological effects of 
the rays oh a number of organisms, animals, and specific 
tissues will be observed. It is hoped in particular to 
study the effects on tissue cultufes, in association with 
the Chester Beatty Research Institute of the Royal Cancer 
Hospital and other- organizations, including the Strangc- 
ways Laboratory at Cambridge. Apart from the exten- 
sion of' the energy level at which such measurements 
have been made there is the further question of pulse 
irradiation—the repeated administration of a high dosage 
rate over very short periods. 

A proposal for a gimbal-mounting,' which was dis- 
cussed at an earlier stage, has been deferred until after 
the experimental period. The effect would be that the 
direction of the beam could be altered, as in .v-ray 
installations generally. It is hoped in any case that the 
present site will be a temporary one.' 

• The scientific development of the synchrotron has 
been largely due to a section of the Telecommunications 
Research Establishment, Great Malvern, which now 
forms part of the Atomic Energy Research Establish- 
ment at Harwell. The magnets and much of the elec- 
trical aear have been built by the English Electric Com- 
pany, Stafford, iii consultation' with T.R.B., which is 
also responsible for the electronics. Development costs 
have been borne by the Medical Research Council. The 
hospital itself undertook the conversion of an old build- 
ing to house the synchrotron and with the Medical 
Research Council has developed a fairly large centre foi 
research m nuclear physics applied to medicine. Then 
has been close co-operation for many years between th 
radiothcrapeutic and the physics departments of th 
Royal Cancer Hospital. It is recognized to be essenti: 
in the present work that the closest touch be mail 
tained between the clinic and the research laboratory. 
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On behalf of the Joint Committee and of the Central 
Consultants and Specialists Committee Sir Lionel 
^^^titby in a letter to the Ministry of Health on 
July 5 asked for the establishment of a permanent 
negotiating machinerj’ for consultants and specialists 
in the National Health Service. He also asked that 
the Minister or the representatives of the profession 
should have the right in the event of disagreement to 
refer for arbitration any matter within an agreed range 
of subjects, both parties to be bound by the award of 
the arbitrator. The agreed range of subjects should 
include any terms and conditions of service affecting 
remuneration. The Joint Committee also seek dis- 
cussion on facilities for private treatment in hospital 
and for information about the payment of part-time 
clinical teachers. Until these matters are settled the 
Joint Committee advises consultants and specialists not 
to sign permanent contracts. 

Of the three points in Sir Lionel’s letter the 
one of outstanding importance is that on arbitra- 
tion. We print in this week’s Supplement the 
reply of the Ministry of Health to the Joint Com- 
mittee.- In this Sir William Douglas, secretary to the 
Ministry of Health, observes that the Ministry wants 
a permanent negotiating machinery, which, it is 
thought, should be established as a medical section 
, of the Whitley mechanism. Sir William Douglas con- 
tinues thus: “But you also want to add an absolute 
right to the medical profession, in the. event of dis- 
agreement in discussion (within a prescribed range of 
'subjects including remuneration), to refer the dispute 
fo arbitration — both parties then to be bound by the 
arbitrator’s decision. Here we certainly diverge from 
yoUj but more in the principle involved than what we 
conceive as likely actually to happen.” Sir William draws 
attention to Qause 12 in the Amending Bill as pro- 
' viding the medical profession the same rights of arbitra- 
tion already available to any other profession or trade. 
He points out that arbitration would be by mutual 
consent, although there are surviving wartime powers 
which go beyond this and which can be used by the 
medical profession- so' long as they are in force. 
The position, therefore, seems to be that the 
’ Ministry of Health agrees that there should be per- 
, manent negotiating machinery backed up by arbitra- 
' tion by mutual consent. It is not 'prepared to agree 
to compulsory resort to arbitration. 

" In the Committee Stage of the National Health Ser- 
vice (Amendment) Bill Mr, Aneurin Bevan made this 
important statement: -“If both sides agree to go 
to arbitration, obviously the Minister would accept 
' the consequences.” The-fixing of fees was not a matter 


upon which he could agree beforehand to go to arbitra- 
tion. As those employed in the National Health Ser- 
vice were in contract with the Executive Councils or 
Regional Hospital Boards the employees were not Civil 
Servants and not in direct contract with the Crown. 
What was involved was a verv' substantial proportion 
of the budget. “ We could not over this vast field . . . 
say beforehand that Parliament should put it out of 
its power to consider the fiscal consequences of an 
arbitration. If that were done I think it would be 
unconstitutional. That is why I am not agreeing 
beforehand to compulsory arbitration over the whole 
field. . . .” He reiterated later that if the Minister' 
went to arbitration this involved acceptance of the 
results. A regulation would be laid before the House 
of Commons with the recommendation of the Govern- 
ment behind it. Only in the most exceptional circum- 
stances would the House of Commons use its power 
to throw the regulation out. but it must have that- 
residual right. 

Conservative M.P.s in subsequent discussion 
agreed with Mr. Bevan that arbitration should 
not be made compulsory. Sir Hugh Lucas-Tooth, 
for example, observed that he did not quarrel with 
Mr. Bevan “in asserting that, subject to the general 
control of the House of Commons, he must retain con- 
trol on these decisions.” But he added that it would be 
unfair if the employer had the right under the Industrial 
Courts Act to insist on arbitration if the employed did 
not have an equal right. Mr. Bevan said later that 
under the Acts mentioned in Qause 12 there was no 
provision for compulsory arbitration. Referring to 
Sir Lionel Whitby’s letter to The Times of June 20 
and the quoted statement in it that “ a code of conduct 
is unlikely to be arbitrable, but a simple proposal for 
a change in wages or salary almost certainly is,” 
Mr. Bevan said, “ I have not altered that statement. 
That still stands. I have not departed from that.” He- 
went on to say that under the two Acts referred to in 
Clause 12 mutual consent was necessary before arbitra- 
tion took place ; “ I could not take the medical’ pro- 
fession to arbitration if they did not want to go ; they 
could not take me if I did not want to go ; so we are 
on terms of complete equality here.” ' Mr. Arthur 
Howard (Conservative M.P. for Westminster) pleaded 
that the Minister should make clear in a public statement 
that it was his intention to see that behind the con- 
ciliatory' machinery there should be a second indepen- 
dent and impartial body to which either side should 
have the right of referring a matter in dispute. In 
Mr. Sevan’s view the Conciliation Act of 1896 pro- 
vided a number of agencies for reaching a settlement 
under mutually agreed arbitration, and he added that 
it was intended to establish a special Division of the 
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Industrial Court to deal with the National Health Ser- 
• vice. Mr. Walter Elliot said tliat a misunderstanding 
had arisen and that it wks a great pity drat as late 
as June 20 this year “ the negotiating body should still 
be in doubt as to what had been decided or proposed 
to them so long ago as October,- 1947.” He stressed 
. that in the case of die medical profession the employer 
could legislate and was also negotiating with a body 
of employees who had declared that in no circumstances 
would they ' go on strike. When he was asked by 
Mr. Bevan whether on behalf of the Opposition he 
thought that there should be corhpulsory arbitration, 
Mr. 'Elliot replied, “No. Every hon. Gentleman who 
has spoken on this side has said no, because it is not 
possible.” Mr. Elliot went on to say that tliey were 
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menstruating and non-menstruating girls of the same age, 
particularly their height-weight ratios. Contrary to popular 
belief, these workers found that little difference existed 
between the age of the menarche of girls living in the town 
and in the country^ and that the age incidence had not altered 
appreciably during the course of the last generation. The 
•significance of the inquiry lies in the findings of the differ- 
ences in the heights and weights between menstruating and 
non-menstruating girls in relation to their ages, and it thus 
confirms the work of Ellis. ^ To know that there is a mean 
difference of 3 in. (7.5 cm.) in height and of 25 lb. (1 1.34 kg.) 
in. weight at the age of 11-12 and H in. (3.75 cm.) and over 
17 lb. (7.7 kg.) at the age of 15-16 is of some importance 
for purposes of research (particularly from records) on 
growth curves of large numbers of children. At the indi- 
vidual examination of girls, however, the clinical manifestaT; 
tions of puberty are so obvious that it would be unlikely 


trying to secure something in place of the power of - anyone to 'confuse the overweight child with the 
compulsory arbitration, and he considered that the 
Minister’s suggestion to create a special section of the 
Industrial Court concerned with the National Health 
Service Was a step in advance. 

The Joint Committee and tire Central Consultants 
and Specialists Committee have asked' for compulsory 
arbitration, and the reasons for it are well known.' The 
rnedical profession, as Mr. Elliot observed, is in a 
different position from that of any other section of the 
community in that by the nature of its work it is 
unable to use the weapon of the strike. Nevertheless 
both the present Government and the Opposition, while 
agreeing on the need for arbitration machinery, refuse 
to allow it to be compulsory. This question is a 
matter which the Joint Committee will have to consider - 
seriously when it meets representatives of the Ministry 
of Health. It is not clear what is meant by tlie last 
paragraph of Sir William Douglas’s letter, and vve should 
be reluctant to put on it what seems to be an obvious 
interpretation — ^namely, that unless matters are speedily 
settled the terms and conditions of service will not be 
made retrospective. 


pre-pubescent one. If average curves for height and weight 
are used for comparative purposes it would seem that two 
curves should be substituted for the one commonly in use — 
one for those who have reached the menarche and one for 
those who have not. Even then these curves can be mis- 
, leading, since the individual child’s pattern of growth must 
be taken into account when comparison with the average 
\ curve is made. 

Drs. Wilson and Sutherland found no evidence that the 
height and weight of girls aged -17 and 18 arc in any way 
related to thq age at which they first menstruated. The 
, mean height and weight of girls (at the age of 17-18) who 
began to menstruate at 15 years and over were 65.1 in. 
(163 cm.) and 125.4 lb. (56.9 kg.) ; the figures for girls of 
the same age who began to menstruate at ages under 13 
were 64.4 in. (161-cm.) and 125.4 lb. (56.9 kg.). This finding 
contrasts with that of Sfauttieworlh," who found in a small 
group of girls that there was a rapid decrease in the rate 
'of growth after the onset of menstruation. Girls whose 
menarche was later continued to grow after the height of 
those who had already begun to menstruate had become 
nearly stationary ; in consequence those in the former 
group eventually overhauled the girls whose menarche’ was 
earlier and who were on the average taller during the period 
from SI to 12 years of age. 


THE onset of menstruation 
A lthough the first, menstrual period does not mark the 
beginning of the changes in physical development associ- 
ated with the maturation of the genital system, it is an 
important landmark, since the age at which it occurs is 
easily ascertained. Elsewhere in this issue Drs. D. C. 
Wilson and 1. Sutherland describe an investigation under- 
taken by the Institute of Social Medicine into the age of 
onset of menstruation in a cross-section sample of 1,338 girls 
in schools of Oxford city and county. As a survey it pro- 
vides intercst'mg indications about differences between 
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The sample studied by Drs. Wilson and Sutherland is 
not very large, and the figures obtained in a comparatively 
small city, favourably placed, together with a restricted 
rural area, may not necessarily correspond with those which 
would be obtained in densely populated or industrial 
areas. Further confirmatory evidence is necessary before 
the findings can be accepted for the country as a whole. 
The investigation, however, docs provide information whicfii 
medical practitioners, especially school medical officers, 
should bear in mind. The omission of any mention of the 
age of onset of the menarche in the school medical record 
card issued by the Ministry of Education must have beer 
an oversight which no doubt will be remedied in due coursi 
Though this information is unlikely to have much value i 
the ages of the three statutory examinations, it is ( J 
retrospective value and should be included. - 
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•n^TELFTH MEETING IN LONDON 
The IweKth British Congress of Obstetrics and Gynaecology 
was held at Friends House, London, on July 6, 7, and S, 
under the presidency of Sir Eardley Holland. Normally the 
Congress takes place every second or third year, but this was 
the first .since that held in Edinburgh in 1939. Seven hundred 
members registered, four times as many as on the previous 
occasion. 

The Congress was declared open by the Minister of He.slth. 
There was one feature 6f the National Health Service, he said, 
which gave rise to an.viety in the minds of obstetricians — 
namely, the division of responsibility between regional hospital 
boards and local health authorities, svhich, it was feared, might 
: i work to the disadvantage of the maternity service as a whole. 
-2 In practice, he believed, this dichotomy would be bridged. 

ver)’ fine team of people were now responsible for maternity 
r services. Mr. Bevan also gave the provisional vital statistics 
-for 194S — a maternal mortality rate of I.OI, compared with 3.13 
fcin 1939; stillbirths 23.1, compared with 3S.0 ; neonatal deaths 
19.7, compared with 28.3 ; and infant mortality 34, compared 
^ p. with 50.6. 

.. Modem Caesarean Section 

„!• Mr. C. McIntosh M.arsh.sll (Liverpool) introduced this 
subject by bringing fortvard statistics from 19 large hospitals 
in various parts of the country covering the period 1943 to 
1947. The total number of deliveries at these hospitals was 
■ r-j 125,179, and caesarean section had been carried out in 7,762 
cases (6.2%). There had been 77 maternal deaths (0.99%) among 
these cases of caesarean section. The lower-segment operation 
was performed in 5,851 cases, with 35 deaths, and the classical 
operation in 1,734 cases, with 38 deaths. From these figures 
the classical operation came out three times worse than the 
lower-segment operation. “ In my paper I speak of the classical 
i operation with restraint and sadness ; in public I never speak 
of it at all.” Mr. Marshall recalled that in 1921, at the annual 
i t meeting of the British Medical Association at Newcastle, 
Professor Munro Kerr and Mr. Eardley Holland brought for- 
ward a similar collection of cases, covering the years 1911-20, 
"i. and he compared this earlier series with that of 1943-7. In 
Kerr and Holland’s collection were 1.218 cases of “favourable 
, omen” (patient not in labour) with 19 deaths (1.56%); in the 
■•■' series now presented there were 3,126 such cases, with si.x 
deaths (0.19%). In the group of contracted pelvis and other 
■i;; cases (all cases being in labour), the maternal mortality in the 
■ earlier series was 4.41% and in the later series 056/i. In the 
■^, cases of eclampsia the figures were 32.1% and 7.69% respec- 
lively, in toxaemia 21.9% and 1.61%, and so with other indica- 
■: *■- tions or groups in which caesarean section had been performed, 
. They had all been more than half aware, said Mr, Marshall, 
that the scope and safety of caesarean section in this country 
had been steadily increasing over the last ten years or more, 
:d - Now the evidence was seen, and the extent of the success 
could be measured. It would be a pity, however, if they 
' allowed themselves to rest there. The problems to-day were 
different but just as great as those of thirty years ago. The 
ideal antibiotic would be discovered, and chemotherapy must 
■iP still have many gifts in store. Anaesthetic practices would be 
even more streamlined, though he could not conceive that any 
• method which produced unconsciousness would be without risk. 
In theory the answers to thrombosis and embolism had been 
found. And all the time a more thoughtful devotion to their 
, art would lead, more surely than any other thing, to a lessening 
' j'of maternal mortality in any one of its aspects — and, above all. 
y.-'-’ in caesarean section. 

This introduction led to a lively discussion and an almost 
^ vv.’astronomical multiplication of statistics. Dr. Ninlan Falkiser 
'■ ..(Dublin) brought forward figures from the Rotunda extending 
b .'' over seven years; vaginal deliveries were 34,489 and abdominal 
“Teliveries 841 — the number of deaths following the former being 
( 56 and the latter 1 5. The same advantage of the lower-segment 
ipcration over the classical came out in these figures as in 


Mr. Marshall’s. Mr. A. W. Purdie (London) described an 
investigation covering Middlesex county hospitals over the 
period 1943-7. There had been 1,667 caesarean sections per- 
formed, svith 23 maternal deaths (1,38%). The total deliveries 
numbered 51,562. In the cases of “favourable omen” the 
lower-segment operation was performed 410 times, with four 
■maternal deaths, and the classical 116 times, with one death. 
Mr. Purdie hoped that the Congress would not be followed by 
a spate of unnecessary and ill-judged caesarean sections. 

“ Failed Forceps ” Cases 

Mn Fra.nk Stabler (Newcastle) said that at the Princess ^^ary 
Maternity Hospital the policy had been consistently pursued of 
not refusing section to septic cases, however bad the state of 
the patient before operation. For many years they were iso- 
lated in this practice, but now with improvements in technique 
and the advance of chemotherapy there was a sway towards 
their opinifan ; but they had not been wrong even before the 
sulphonamides and penicillin. He gave an analysis of his 
“ failed forceps ” cases since 1925. In 23 years his department 
had performed caesarean section on 144 women who had previ- 
ously undergone attempted forceps extraction. There were 23 
deaths (15.9%). Since the employment of sulphonamides in 
1936 there had been 61 lower-segment caesarean sections after 
failed forceps, with six deaths (10%). In the last 10 years, 
when blood transfusion had been freely available, there had 
been 33 cases, with one death. Penicillin had been available 
only for three years, so that it was impossible to show its effect, 
but it could be said that nowadays a mortality in the region 
of 5% might be expected. The incidence of “failed forceps” 
cases was dwindling every year. He did not advocate caesarean 
section for all failed forceps ” cases. It should be employed 
for cases of obstructed labour who would need it if there was 
no question of infection. In 307 cases of “failed forceps,” 
50 caesarean sections were done. 

Dr. Kevin Feeney (Dublin) said that too many caesarean 
sections were being performed. Enthusiasm for this operation 
should be tempered by common sense. To use it as an easy 
way out of obstetric difficulty was unjustifiable. In any case 
it should be performed only by senior members of the staff. 
'Professor Douo.u. Baird (Aberdeen) estimated that in 10 years’ 
time there would be 150.000 women in Great Britain who had 
been the subject of caesarean section. What would be the effect 
on their future childbeating '' On the long-term view they must 
look forward to the time when caesarean section would not be 
necessary at all. Contracted pelvis was disappearing among 
the generation now growing up. It should not be forgotten that 
childbirth was a natural process. 

Professor Munro Kerr paid tribute to earlier pioneers than 
Eardley Holland and himself, and said how proud he was to 
hear-these latest figures. 

Professor Sunde fOslo) said that during the past seven and 
a half years 600 caesarean sections had been performed at his 
University Hospital, with five deaths (0.8?, >- The credit for 
this low mortality should be given primarily to penicillin and 
sulphalhiazole in cases of infection, heparin treatment of 
thrombosis and embolism, and the organization of blood banks. 
Cases of toxaemia were not subjected to caesarean section, and 
it was his opinion that eclampsia and accidental" haemorrhage 
should as a rule be regarded as contraindications. In older 
primiparae — over 40 — age alone was not considered sufficient 
indication. Only in complications such as weak pains, large 
foetus, or breech presentation was section considered. Dr. Rex 
Matters (Adelaide) was surprised to learn of the high propor- 
tion of cases in which section was done. At the antipodes they 
did not expect so high a percentage. Dr. G. W. Theobald 
(Bradford) told the Congress of a dream: wishing to visit the 
gynaecology department, he found that it had been abolished, 
that menstruation had been completely controlled, that the 
period of gestation had been reduced to three months, and 
that all deliveries were by caesarean section, to facilitate which 
a zip-fastener had been invented ! Another slightly satirical 
speech came from Dr. Bethel Solomons (Dublin), who 
suggested that the next Congress should include a first-rate 
discussion on normal labour. 
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Prcgnancdiol in the Urine 

.Professor G. F. Marrian ^dinburgb) opened a discussion on 
the methods of assay and clinical significance of pregnanediol 
m the urine. He said that it had been established that 'durino 
the menstrual period this steroid was excreted in the urine only 
during the luteal phase; during pregnancy it was excreted in’ 
increasing amounts up.to the time of delivery, and in women in 
whose ovaries there were no corpora lutea the injection of 
progesterone was followed by the appearance of pregnanediol 
in the urine. Quantitative investigations svggested, however, 
that the amounts of pregnanediol present in the urine during 
the luteal phase of the menstrual cycle and during pregnancy 
might not be quantitatively related to the total endogenous 
secretion of progesterone or to that fraction of the latter utilized 
in producing the physiological changes characteristic of the 
hormone. If that were so it would be difficult on theoretical 
grounds to justify the use of pregnanediol determinations for 
clinical purposes. But it would be premature to be dogmatic 
on the question, and the clinician should adopt a cautious 
attitude. There were grounds for hoping that pregnanediol 
determinations would ultimately prove to have a real, though 
limited, clinical value. 


Dr. G. I. M. SwYER (University College Hospital), after 
examining the results of 860 pregnanediol assays, considered 
that in general such assays had little to offer the practising 
clinician'. There were no solid grounds for believing that 
pregnanediol excretion .reflected at all closely the progesterone 
levels of' the blood, and undoubtedly the latter were of far 
greater physiological significance. A simple, direct means of 
assessing the blood progesterone would supply evidence of much 
.more clinical value than could ever be expected from the 
pregnanediol excretion in ' the urine. 

The subsequent discussion, in which several French and Swiss 
workers joined,, took very much the same line. Dr. P. M. F. 
Bishop (London) said that it had brought out three important 
points; (1) that pregnanediol assays were time-consuming 
procedures requiring expert supervision and technical assis- 
tance ; (2) that they called for close co-operation and under- 
standing between the ward or out-patient department and the 
laboratory-; and (3) that they were of such limited clinical value 
that the first reaction must be one of disappointment. He con- 
sidered also that (he problems of what might be called medical 
gynaecology were becoming so numerous and complicated that 
there was a good deal to be said for referring them to a special 
department. There was already a tendency to separate the 
investigation and treatment of infertility from the work of the 
routine gynaecological out-patieni clinic. Dr. A. C. Crooke 
(Birmingham) also described this “laborious and somewhat 
insensitive method ” as of very little clinical value in studying 
abnormalities of menstruation. 


Essential Hypertension in Pregnancy 

A well-sustained discussion on this subject was opened by 
Professor G. F. Pickering (London), who said that there seemed 
strong grounds for the provisional opinion that essential hyper- 
tension was an inherited condition, probably on a simple 
Mendelian basis, but a more extended survey of the children 
of hypertensive parents was necessary before such a conclu- 
sion could be regarded as fully established. As for the 
mechanism of the condition, there was no doubt that the raised 
arteriolar pressure was the result of vascular narrowing, for the 
cardiac output and the blood viscosity had been measured 
accurate' y and found normal. This vascular jlarrowing was 
likely to be due to a chemical abnormality either of the blood 
or of the vessels themselves. 

Professor F. J. Browne (London) discussed diagnosis, course, 
and treat Ticnl. He considered that with the exception of those 
cases in which renal function was diminished or in which there 
was albuminuric retinitis pregnancy might be allowed .to con- 
tinue. As danger to the foetus arose only when blood pressure ' 
was above 160 mm. Hg systolic, 100 diastolic, efforts should be 
made to keep it below that level, and for this purpose the best 
remedy at present was rest, which should be enjoined through- 
out pregnancy and its extent increased as pregnancy proceeded. 


especially after the twenty-fifth week. Sympatheclomv was use- 
tul in carefully selected cases of hypertension, and was said to 
give better results if the diastolic pressure was high and the 
pulse pressure low. It was contraindicated if the kidneys were 
badly damaged or if there was coronary disease or marked 
arteriosclerosis. It should be considered if the outlook for a 
^ successful pregnancy was bad, and especially '^if previous 
pregnancies had been unsuccessful. ' 

Among Professor Browne's conclusions were: (I) chronic 
hypertension contributed about 25% of all forms of toxaemia 
of late pregnancy ; (2) if the blood pressure at (he start of 
pregnancy was ISO/100 or oyer, the outlook fora viable child 
was poor ; (3) there was no evidence that the hypertension was 
permanently aggravated by the pregnancy unless the patient 
developed superimposed pre-eclamptic toxaemia or eclampsia ; 
(4) as pre-eclamptic toxaemia developed in 60% of chronic 
hypen'ensive cases, and the risk of chronic hypertension follow- 
ing pre-eclamptic toxaemia was 50%, it followed that about one- 
third of ail women with chronic hypertension who became 
pregnant had their hypertension permanently aggravated in sonic 
degree. ■ 

A Warning against “ Mutilating Operations ” 

Mr. G. F. Gibberd (London) hoped that obstetricians would 
be on guard against mutilating operations on the sympathetic 
nervous system. The field of routine midwifery must not be 
allowed to be invaded , by “ destructive surgery still in an 
experimental stage.”' On the clinical side they were concerned 
with three weil-recognized conditions: essential hypertension, 
toxaemia of pregnancy, and chronic nephritis ; but the more 
critical they were the more they^would find the need for another 
group unclassifiable in the present state of knowledge. In- 
creased knowledge in the future would come from the fuller 
study' of the relatively few well-defined examples of the disease 
under discussion rather than from statistical surveys of large 
numbers of patients placed in arbitrary classes with no clinical 
significance. 

Professor R. J. Kellar (Edinburgh) summarized the position 
thus: in normal pregnancy there was an increase in the cardiac 
output and the blood volume, and an increased flow through 
the muscles of the forearm and through the skin of the hands 
at, cool room temperatures. In essential hypertension compli- 
cating pregnancy the changes were of the same order, with the 
exception that the /low through the forearm muscles was some- 
what increased. The paradox of an^ increased cardiac output, 
such as occurred so commonly both* in normal and in hyper- 
tensive pregnancies, could be explained only by the presence of 
(he highly vascular uterus and the choriodecidual space. Here, 
therefore, was an example of a positively beneficent effect qf 
pregnancy on the hypertensive process, albeit, alas, a temporary 
one. Mr. G. J. Sophias (London) said that they were still 
ignorant of what happened in the early stages of hypertension, 
but he personally felt that functional vascular spasm due to 
sympathetic overactivity was the primary factor, and that it 
resulted, if too severe and long-continued, in an anatomical 
change ’in “which the muscular reactivity of the vessels was 
replaced by the relative irresponsiveness of fibro-elastic tissue. 


\ Caesarean Section in Hypertension 

Professor T. N. A. Jeffcoate (Liverpool) brought back the 
iiscussion to the previous theme of caesarean section, (his time 
vith recard to' its place in chronic hypertension and comph- 
•atinc albuminuria. He said franklj- that much of the discus- 
ion on caesarean section at the Congress was not up to the 
tandard to be expected in a gathering of that kind. Many 
jJatitudes had been stated without evidence to support them, 
md the impression which must have gone out was that the art 
ind science of obstetrics consisted in birth by the 
jassages at all costs-the “costs” being the death of the child 
md very often injury to the mother. It reminded him of what 
ased to be said many years ago-that caesarean section was a 
•onfession of failure, the implication being that a dead child 
vas a sign of success. Results which he was able to bring 
brxvard showed that by delivering babies by caesarean section 
—the cases chosen being the worst possible material (that is to 
av. those in which the disease was most intense)— figures 
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relating to the children could be produced practically as good 
^ as those of spontaneous delivery at ^rm, and in the case of 
very small babies caesarean section offered the best of all 
prospects in chronic hypertension complicated by albuminuria. 

Mr. Dickson Wntour discussed hypertension from the 
operating surgeon's point of view, and after a number of 
\ others had taken part Professor F. 3. Browne replied to 
Mr. Gibberd's remarks about “mutilating surgery.” 


that there had been no reference to the radical vaginal hyster- 
ectomy of Schauta. For the surgeon who had had eKperience 
in vaginal operations the Schauta operation was not difficult. 
Its primary mortality was low — only one death in about 250 
cases at Amsterdam from 1942 to 1949 — and the five-year cure 
rate was 55.34^4. Professor MrrR.\ (India) also drew attention 
to the many advantages of vaginal hysterectomy as compared 
with the abdominal approach. 


Carcinoma of the Uterus 


' A long session of the Congress was devoted to modem con- 
cepts in the diagnosis, prognosis, and treatment of carcinoma 
af the uterus. Dr. J. Er.nest Avre (Montreal) said the vaginal 
^mea'r method, first put forward by Papanicolaou in 192S, was 
1 simple means of detection, but the “ surface biopsy ” modifica- 
lion, by scraping an area of the cen’ix, was a more sensitive 
and accurate method of diagnosis in early cases of cancer, 
negative " surface biopsy ”- scraping might be relied upon 
f indicate freedom from malignancy. Dr. Gilbert I. Str.\chan 
If- [Cardiff) described precanccrous changes in the cervix on the 
' basis of an investigaU'on which had comprised the clinical 
■ examination of about 500 cases, including the histological 
examination of many hundreds of sections. He devoted special 
attention to one lesion of the cervix, namely, leucoplakia. which 
-eemed to be the connecting link between the traumatized and 
infected cervix on the one hand and carcinoma on the other. 


Precanccrous lesions were not observed at the growing edge of 
an established carcinoma, the probable reason being that when 
carcinomatous growlh started it extended rapidly, blotting out 
any intermediate changes. The growing edge of an early 
carcinoma showed a sharp, sloping line of differentiation 
between the normal and the affected tissue. 


. Dr. A. Gli;ck.sm.ann, of the Strangeways Research Labora- 
. tory, read a paper on prognosis based on biopsies. He found 
a agreement between the early histological prognosis and five-year 
clinical results in 91% of cases, and held that suitably selected 
.. biopsies were reliable samples of the tumour and of its reaction 
to treatment. By the method he described patients with tumours 
'I curable by radiation methods could be selected for continued 
.V radiotherapy, while others were chosen for radical surgery. 


Pelvic Exenteration 

The Congress then listened to an exposition by Dr. 
pT- .kLE.v\NDER Brunschwig, of the Memorial Hospital, New 
Ti; York City, of his method of partial or complete exenteration 
-.ci for advanced uncontrolled cancers, prindpally of the cervix 
s-t but also of the uterus and vulva, which he had been practising 
- ;! during the last two years. One type of operation consisted of 
-r. complete excision of vagina, uterus,, bladder, and pelvic lymph 
cT. nodes, with bilateral implantation of the ureters into the pelvic 
■gr- colon ; the other, of complete pelvic exenteration — excision of 
; the bladder, vagina, and pelvic colon, together with the entire 
L • ;• perineum, and implantation of both ureters into the colon 
. 5 ;' .above an end-colostomy. The partial pelvic exenteration had 
, w- neen dong in 26 cases, with a surgical mortality of 19%. One 
patient had lived for IS months and died of intercurrent disease, 
and others were living and well after a year or more. The 
complete pelvic exenteration had been carried out in 52 cases, 
,^'vith a surgicaTmortality of 23%, and seven patients were living 
;i- and well after a period of from one year to 20 months. He 
j c'; defined surgical mortality as death occurring within a month of 
s"-'jperation, whatever its cause. 

t'-' Dr. Joe Vincent Meigs, of the Vincent Memorial Hospital, 
. '"Boston, said that his group had done 35 similar operations, with 
iL^ibout the same success as that reported by Dr. Brunschwig. 
r cf^it was the operation of choice in patients in whom radiation 
t f : - reatment had failed or who had fistula or recurrent tumours in 
; bladder or rectum, especially if they were in fair physical 

■ undition, as they so often were. Pictures were shown of these 
, ;;*b)atients apparently, except for the inconvenience of a colostomy, 
'..jzjving a normal life., 

Mr- Yictor Bonney (London) said that some means should 
[ p - 'ie found of distinguishing quite certainly the radiosensitive 
.. e;-'Vom the radio-resistant tumours before any treatment was 
'i;;'’jscided. Professor van B. Bastelsnse (Amsterdam) regretted 
..v-i?-' ' 


Plea for Radiotherapy 

Professor J. Hey.man (Stockholm) took a different view. In 
the last six years the absolute cure rate at the Radiumhemmel 
had been 42% (the relative cure rate for Stage Tbeing 10%, for 
Stage II, 42%, and for Stage III, 25%). They were very satisfied 
with the results of radiotherapy, and they had treated about 
8,000 cases. -,He did not believe that there were any radio- 
resistant cases — there were cases which could not be cured by 
radiotherapy because they belonged to the group which was 
particularly malignant, but such cases could not be cured what- 
ever the method used. If they had more extensive surgery it 
would mean a number of less competent surgeons at work, and 
they would not be likely to restrict themselves to the carefully 
selected case. Dr. Malcolm Donaldson urged the setting up 
by the Royal College of a Clinical Cancer Research Committee 
with an instruction to stimulate and co-ordinate mass investiga- 
tions into the treatment of gynaecological cancer and to evaluate 
the results. 

Maternal Mortality 

Sir Willlam Gilllstt, president of the Royal College of 
Obstetricians and Gynaecologists, was applauded when he 
protested against the habit Ministers had of using maternal 
mortality statistics for political purposes. The Minister of 
Health in opening that Congress had spoken of the team work 
in the maternity service under the new Health Act and had then 
gone on to quote the figures, which were excellent in every way. 
BuPit might be suggested to the Minister that the National 
Health SeA’ice, which was 367 days old, could scarcely be 
responsible for the maternal mortality figures in 1948 — at all 
events in the first half of that year. Sir William Gilliatt brought 
forward an analysis of maternal mortality in 1947 as compared 
with 1927. In 1927 the number of maternal deaths was 2,707, 
and in 1947 it was 1,058. a reduction of 61 o. In the two groups 
of infections, post-abortional and puerperal, added together, 
the reduction had been as much as 82.75%. This he attributed 
to several factors: improvement in the planning of maternity 
units and the nursing of puerperal patients, the diminishing 
virulence of the streptococcus, the advent of the sulphonamides, 
the discovery of penicillin, and the better feeding of pregnant 
women. The reduction in mortality in the toxaemic group in 
20 years had been 55.5%. Could this be carried further 7 
During the past few years opinion had changed, and now not 
a low protein diet but a high one w'as advised, not only for 
normal pregnant women but also for those suffering from 
toxaemia, and the good results justified this striking change. In 
spite of official statistics, haemorrhage was the most common 
cause of maternal death. It was responsible directly for a large 
proportion of deaths in some of the other official groups. It 
was of the utmost importance to prevent unnecessary bleeding 
and to replace as soon as possible at least the amount of blood 
lost. He indicated the many ways in which unnecessary bleed- 
ing might be prevented. 

Professor Hilda Lloyd (Birmingham) urged that normal 
confinements, after adequate and first-class antenatal care, 
should be conducted by midw-ii'es, whose training, it must be 
remembered, had been raised to a very high standard, far 
higher than that of the average newly qualified doctor who had 
had no further obstetric house appointments. The most urgent 
problem at the present time was an investigation into the aetio- 
logy', causation, and treatment of toxaemia, using the word in 
its broad sense. 

Dr. Percy Stocks (Registrar-General's Office) said that about 
three-fifths of the fall in maternal sepsis between 1928-30 and 
1947 could be attributed to the new drugs, the other two-fifths 
being due to improvements in antiseptic technique, including 
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anteMtaf "care^ niasks, and routine examination, and to greater 

Midwifery and the General Practitioner 

Sir Eardley Holland, president of the Congress, said that 
.very few individual obstetricians could get a real insight into 
the causation of maternal mortality, because they saw relatively 
so few deaths. He himself did not gain such an insight until at 
the beginning of the war it became one of his duties to investi- 
gate every maternal death in the home counties. He found 
the commonest cause to be shock or haemorrhage or both. , 
Another generalization was that a high proportion of deaths 
were avoidable. He believed that in the home counties over 
three years', at least half the maternal deaths would have been 
avoided by quite ordinary standards of midwifery. 

Speaking of domiciliary practice. Sir Eardley Holland 
described the term “ general-practitioner obstetrician ” as an 
“ absolute sham ” and a misuse of the word “ obstetrician.” 
In America they had maternal mortality committees, and he 
thought such committees might be appointed here, consisting 
of clinical obstetricians and one or two specialists, to report on 
maternal deaths and analyse them, as was done in the American 
bi-monthly Obstetrical and Gynecological Survey. 

■ ' Mr. G. W. Theobald (Bradford) said that owing to the 
dichotomy in the service some medical officers of health were 
persuading women who wanted to be attended by midwives to 
employ doctors, because if midwives were sent out the charge 
fell locally, whereas if the general practitioner went it fell on 
State funds. He believed that recent administrative develop- 
ments had put back the clock of obstetric advance, though no 
doubt the blood transfusion service, the use of sulphonamides 
and penicillin, and so on, would mask the setback. 

, Dr. Kosmak (New York) gave further details about the 
maternal mortality committees in the United States. Practically 
every large city now had one 'Of these official juries investigating 
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He^related the foetal mortality to the age of onset of diabetes 
m the mother. Thus with mothers in whom the diabetes had 
begun at age 1 to 15 the foetal mortality was 42% ; with 
mothere who first had the disease between the ages of 16 and 
24 the foetal mortality was 29% ; and in those in whom diabetes 
did not appear before the age of 25 the foetal mortality w.is \ 
only 6%. ' 

Doubt was cast upon the many statistics given in the course 
of this discussion when Professor F. J. Browne said tltat an 
expert statistician, looking at these figures, could “ drive a horse 
and cart through them." ■ ■ 

Hernia of the pouch of Douglas was the subject of another 
brief discussion, opened by Mr. C. D. Read (Chelsea Hospital 
for Women), and continued by Mr. Victor Bonney, Dr. Green- 
Armytage, and others. 

Throughout the Congress and at every session many members 
■ who wished to contribute to the discussions had to be denied t 
owing to lack of time. Visits were paid to a number of hos- 
pitals, and at University College Hospital delegates were able 
to watch by means of television the operations performed in 
the theatre. This was done by means of Marconi pori.Th/e 
television equipment. Two cameras, mounted in the g.T//cr>’ '■ 
of the theatre, with their telephoto lenses trained on the operat- 
ing table, recorded every phase of the operations, which were 
projected on the 20-in. screens of two Monitor receivers 
installed in a separate lecture hall. 

Social occasions in connexion with the Congress included a , 
banquet at Guildhall and a number of receptions. The next 
Congress will be held at Leeds in 1952. 


COmONWEALTH AND EMPIRE TUBER- 
CULOSIS CONFERENCE . 


. individual deaths. A great many confinements had been found 
to take place in so-called maternity homes which were po0'ly 
equipped, and in which the doctor was privileged to do any- 
thing he wanted, from induction of labour to caesarean section, 
though he might not be qualified to perform it. Through the 
Department of Health a set of rules and regulations had been 
drawn up which were in force at the present time and had 
proved to be of great value. Under these no general practi- 
tioner who undertook the care of a maternity case in one of 
these institutions was allowed to perform any major surgery 
without consultation. Among others who joined in this discus- 
sion were Dame Louise McIlroy, Professor Dugald Baird, 
and Dr. -H. R. MacLennan. 

Sir William Gilliatt said that he thought Sir Eardley 
Holland’s suggestion for a committee to be appointed to 
investigate all maternal deaths was a good one, and that it 
might be transmitted to the Maternity and Midwifery Standing 
Advisory Committee recently constituted 'by the Minister, of 
which he was chairman. 

Further Discussions 

A short discussion on the management of pregnancy in 
diabetics was opened by Dr. Wilfrid Oakley and Mr. John 
Peel (King’s College Hospital) in a joint paper. They showed 
that the foetal mortality rate in the pre-diabetic state reached 
its maximum in the two-year period immediately preceding 
the onset of diabetes. The duration and severity of the 
maternal diabetes appeared to be unrelated to. the high foetal 
mortality, but the degree of control was an important factor. 
Without proper control of diabetes a significant number of 
mothers died, in diabetic coma, but with proper control the 
maternal mortality was influenced only very slightly if at all 
by the presence of' the disease. The incidence of hydramnios 
I was high in pregnancy in diabetic women, and that of toxaemia 
was greater than in non-diabetic women, the highest incidence 
being in the last three weeks. Reference was made to the 
high rate of neonatal d eath in babies born of diabetic mothers. 
The majority of the deaths occurred within 48 hours. 

Dr. Petersen (Copenhagen) reported a study of 205 preg- 
nancies in 152 diabetics in two lying-in hospitals in Denmark. 


The second Commonwealth and Empire Health and Tuber- 
culosis Conference, organized by the National Association for 
the Prevention of Tuberculosis, which is celebrating its fiftieth 
anniversary, was held at the Central Hall, Westminster, from 
July 5 to 8.' It was attended by 1,200 medical and lay delegates 
and observers, 160 of whom came from overseas. Although 
pre-eminently a Commonwealth Conference, the United States, 
every country in Western Europe, and many foreign countries 
in Asia and Africa were represented. The discussions were on 
tuberculosis as a world problem, trends in modern treatment, 
tuberculosis schemes of local authorities and schemes in the 
Colonies, the prevention and the detection of the disease, and 
the psychological and social rcadaptation of the chronic 
sufferer. The conference was addressed by several members 
of the Government, including the Secretary of State for the 
Colonies, the Secretary of State for Commonwealth Relations, 
and the. Parliamentary Secretary'to the Ministry of Food, The 
Minister of Health sent a message in which he spoke of 
advances in the control of tuberculosis under the National 
Health Service. ’ He referred to facilities for mass radjography, 
the availability of B.C.G. vaccination "within prudent and 
controlled limits,” and the establishment as a statutory duty 
of the care and aftercare of tuberculous patients by local health 
authorities. Sir Robert Arthur Young presided over the first 
sessions of the conference. 

Streptomycin 

A discussion on trends in the modern treatment of tubercu- 
losis turned largely upon streptomycin, on which several experts 
from other countries addressed the conference. Professor 
Etie.nne Bernard, professor in the Faculty of Medicine, Uni- 
versity of Paris, said that streptomycin had transformed the 
prognosis of miliary tuberculosis of the lungs. But there were 
two qualifications to be made. During the treatment of tuber-j 
culosis with streptomycin, or even after treatment, there some- ’ 
times appeared a suppurative cervical adenitis. No treatmer 
was of any value, and in some of these cases, in spile of clcai 
ance of the lung fields, the patients died of cachexia. Orgamsir 
from the glandular pus showed streptomycin resistance. I 
other cases of acute miliarj’ tuberculosis, after a complet 
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cure had apparently been effected a relapse occurred within 
six months or a year, with reappearance of miliary lesions 
in both lung fields and extra-pulmonary lesions. The relapses 
were severe ; renewal of treatment was disappointing owing 
to streptomycin resistance, and some of the patients died in 
spite of the addition of para-aminosalicylic acid to the strepto- 
m>cin. Clearing of the lung shadows did not therefore mean 
that the contest was definitely won, and the late danger of a 
relapse of miliary tuberculosis, with an unfavourable prognosis, 
must be borne in mind. 

Dr. Cecil Gordon Sievver. superintendent of the Niagara 
Peninsula Sanatorium Association, gave an account of the use 
of streptomycin in Canada. The drug became available to 
Canadian sanatoria early in 1947, but the cost at first was 
too high for its general use. In July, 1948, however, free 
distribution of streptomycin was made possible through 
federal health grants, and from then until the end of March 
1.786 patients in Ontario sanatoria had received 1,950 free 
courses of treatment. Symptomatic improvement had been 
noted in practically every case, the main exceptions being those 
with fibro-cavemous disease. One point generally noted was 
that cases with fever showed a gradual subsidence of tempera- 
ture unlike the usual course of tuberculous disease. Of seven 
adult cases of tuberculous meningitis good results were 
obtained in four cases but three showed relapses of varying 
severity. Of 13 cases of miliary tuberculosis 10 showed a 
good initial response, but six of these subsequently developed 
meningitis and died. In pulmonary tuberculosis exudative 
lesions had responded extremely well ; in spreading disease, 
of 116 cases 75 (M%) showed improvement beyond ordinary 
expectations. In this group there had been five cases of 
relapse, leaving a total of 60% improved. In 27 cases there 
was no improvement, and in the remaining 14 the condition 
became worse under treatment. 

.\fter discussing the results in various tuberculous conditions 
Dr. Shaver said that most of the sanatoria were using a dose 
■ of one gramme daily for periods of 42 to 120 days. Investiga- 
tion of the resistance of tubercle bacilli to streptomycin showed 
that resistance did not often develop before the end of six 
weeks; so that if a six-weeks course of treatment would 
produce the desired resulL the drug should be discontinued at 
or before the end of that period. The Toronto Hospital at 
Weston reported 'that in the majority of cases in which 
streptomycin resistance appeared in the isolated organisms 
such resistance occurred from five to seven weeks after the 
beginning of treatment. In a few cases complete streptomycin 
resistance was not apparent at the conclusion of therapy, but 
showed itself a few months later. It was not possible as yet 
to state whether or not resistant bacilli might regain sensitivity. 

British Experience of hrodem Treatment 

Dr. Geoffrey M.xrsiull (Brompton Hospital), after reciting 
the history of various treatments, some of which had been 
; overrated and afterwards discarded, said that in streptomycin 
Jin the treatment of tuberculous meningitis they had something 
very different from what had gone before. He went on to 
: describe the investigation of the value of streptomycin in 
j pulmonary tuberculosis — an investigation under much more 
^ critical control than had ever been platmed before in the case 
of a therapeutic remedy. The improvement under strepto- 
mycin was undoubted, but it was not lasting; most of the 
patients started to relapse during the latter part of the first six 
4 months of the trial. , _ - 

rl Streptomycin was a valuable but a short-lived remedy. Wffth 
Jihe development of streptomycin-resistant strains, the prepara- 
Vdon was no longer of value to the patient. The danger was 
r.hat such patients might infect a younger person, w’ho might 
imontract a tuberculous meningitis which was streptomycin- 
ytresistant. A particular .value of streptomycin was in the case 
r'of a patient uho should have collapse therapy but was too ill 
--'to undergo it. For a limited time such a patient improved 
yrreatly under the drug, but the collapse therapy must be insti- 
jtuted within three months. Streptomycin could be used as an 
•' umbrella ” for surgery, but it was better to keep it in reserve ; 
r'l was more effective as a remedy than as a preventive. The 


value of para-aminosalicylic acid was being tested. The Medi- 
, cal Research Council was conducting a rigid trial of PAS alone, 
streptomycin alone, and a combination of the two. 

^ir. C. Price Thomas (Vi'estminster Hospital) described 
recent advances in thoracic surgery’, particularly resection of 
the lung. There were some who thought that all patients should 
be subjected to resection, but this had its dangers, especially 
non-healing of the bronchus, the patients tending to get 
empyemas of the lung, and the disease spreading during the 
actual operative process. He agreed with Dr. Geoffrey Marshall 
that streptomycin had little power to prevent complications, 
but it was able to deal with them when they arrived. Operation 
could be done without streptomycin, but it was desirable that 
it be used as a cover ; he started the administration of strepto- 
mycin one day before operation. 

Professor J. Lehm.ann (Gothenburg) said that chemo- 
therapeutic agents could be considered only as an aid in the 
treatment of tuberculosis, and that all physical measures 
should still be used. Treatment with the present therapeutic 
agents was "only a faltering step in a long and stony way.” 

Collapse Therapy in Domiciliary Treatment 

The increased demand for hospital and sanatorium beds and 
for more highly trained doctors and nurses consequent upon 
the newer treatments was emphasized by Dr. J. G. Scadding 
(Institute of Diseases of the Chest, London). Streptomycin had 
greatly increased the average period required for institutional 
care — care, moreover, m a well-equipped and fully staffed 
institution. This applied alike to tuberculous meningitis, to 
miliary tuberculosis, and to pulmonary tuberculosis. One of 
the great advantages of streptomycin was that it enabled 
patients previously considered unsuitable for surgical treat- 
ment to undergo that treatment, but this needed trained teams 
and again prolonged the time necessary for institutional care. 

The increased demand for beds as a result of these new 
measures. Dr. Scadding continued, had led to the use of collapse 
therapy as part of domiciliary treatment in suitable cases. 
Here he gave an account of work done along these lines in 
Southwark and in Hammersmith. .M one clinic, out of some 
90 new patients, roughly t'vo-thirds were treated in their own 
homes by collapse therapy, with the result that it had been, 
possible to cancel a number of applications for sanatorium 
accommodation. The scheme required careful co-operation 
between doctor, nurse, and social wiorker, but it seemed as if 
collapse therapy was likely to play an increasing part in the 
domiciliary treatment of pulmonaiy tuberculosis. Those 
engaged in this work had no doubt about the success of these 
measures, and the improvement in the morale of the patient 
was very evident. Such measures, however, must continue to 
be regarded as palliative only, and there should be no undue 
complacency following on their apparent success. 

Dr. E. Rist (France) urged the advantages of artificial 
pneumothorax. Streptomycin and PAS were valuable, but they 
had their dangers and their failures. Pneumothorax on its inlro- 
ducUoo was hailed as the greatest advance ever made, but 
afterwards it underwent an unjustified decline in favour. He 
was surprised to find some colleagues preferring thoracoplasty 
and to read in American literature that many phj’sicians pre- 
ferred long bed rest to the institution of an artificial pneumo- 
thorax. After long experience be could affirm that the results 
obtained after collapse were more permanent than after bed 
rest only. 

Para-aminosalicylic Acid 

Dr. G. BnuATH (Sweden) mentioned the clinical advantages 
of PAS. An investigation of 150 to 200 cases had been made 
by the Swedish National Tuberculosis Association, and the 
results showed a significant difference in every respect, even 
radiologically, in favour of the PAS-treated cases. The effect 
was not so rapid as that of streptomycin, although a striking 
improvement might occur during the first sLx weeks of treat- 
ment One of the main indications in toxic cases was to employ 
thoracoplasty, maintaining the patient on PAS throughont; 
the fever disappeared and the patient gained weighL The 
development of resistant micro-organisms seemed very rare.- 
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Dr. E. K. Pritchard (Southwark) said that Dr. Toussaint, 
who originated collapse therapy in domiciliary treatment in 
Southwark, had since left that neighbourhood and he himself 
had continued to treat tuberculous patients in their homes. 
During the first , eighteen months over i 00 cases had .been 
treated, and 31% were now sputum-free ; 10% of these patients 
had died, but in a number of them the disease was fairly 
advanced before they came into his hands. About half were 
treated with pneumoperitoneum and ialf with pneumothorax ; 
the former, he thought, should be the initial measure in the 
patient’s home, except in very light and early cases. Any hope 
of doing good work in domiciliary treatment depended to- a 
-very large, extent upon the keenness and efficiency of the health 
visitor. It was her business to get the patients into the right 
frame of mind, and to look in on them at odd times and make 
sure they were resting. PAS had a place in domiciliary treat- 
' ment, and he had used it in a number of cases. 

The long discussion was summed up by Dr. G. S. Todd (King 
Edward VII Sanatorium, Midhurst), who paid a special tribute 
to matrons and .nurses. Modern treatment would be useless 
unless there was’h competent team. The doctor might see the 
.'patient for five minutes every day, but the nurses saw him 

for liours and had to carry out many onerous duties. / 

\ 

Tuberculosis a World Problem. 

Another session of the conference was devoted, to the con- 
sideration of tuberculosis as a world problem. In was opened 
by Dr. J. E. Perkins (National Tuberculosis Association, 

' U.S.A.). Dr. Perkins said that in the United States the death 
rate from tuberculosis was only 30 per 100,000, but tuber- 
culosis was still a leading cause of death in the critically 
-important age groups 15-34. In India the mortality was five 
•' . times as high as in the United States, and in China even higher ; 
in Asia as a whole the death rate was estimated by the World 
Health Organization to be between 260 and 360 per 100,000. 
The first WHO Assembly recognized the magnitude of the 
problem by giving it top priority for action by the secretariat, 
but -the amount set aside to finance 'the work was pitifully 
small. 

After speaking of the continuing need for voluntary organ- 
izations he pleaded for a clear understanding between these 
and the World Health Organization. The International Union 
against Tuberculosis, which gave invaluable service in the past 
in stimulating the exchange of scientific informaUon through 
periodical international conferences and in other ways, went 
into hibernation during the war, but the stage was now set for 
its return. 

A number of delegates then gave information about the 
position in their respective countries. Dr. C. J. W. Beckwith 
^(Canadian Tuberculosis Association) said that during the^ last 
twenty years the death rate from all forms of tuberculosis in 
Canada had been reduced by about 50%. In 1926 it was 86.5 
per 100,000, in 1947 it was 43.4. It was believed that with 
intelligent and balanced use of the various measures for ctm- 
trol and treatment, including the increasing use of B.C.G. 
vaccination, this death rate and the morbidity figures could be 
reduced appreciably further. Sanatorium treatment was pro- 
vided without charge by law in five provinces ; five provinces 
had legislation for compulsory segregation, and all the pro- 
vinces had schemes for the support of the family while the 
breadwinner received treatment. 

Dr. Frank Retief (Johannesburg) said that during 1947-8 
over 25,000 new entrants to the mining industry from the native 
territories within the Union of South Africa were e,\amined by 
miniature radiography, and the radiological findings debarred 
199 of them from employment. The death rate from pulmon- 
ary tuberculosis in native labourers in the gold mines was 52 
per 100,000 ; the European death rate in the Union w’as 32, 
one of the lowest in the world. Miss Ruth Bridges gave an 
account of a special investigation into the relatively high inci- 
dence of tuberculosis among nurses in New Zealand. 

The Indian Subcontinent 

Dr. Ram Chandra Adiiikari (Bengal Tuberculosis Associa- 
tion) painted a sombre picture of tuberculosis in India, where. 


it was estimated, at least,' half a million people died of the 
disease, every year and there were about 2i million open cases 
in the country. The death rate froth tuberculosis in Lucknow 
was 419 per 100,000, compared with 96 in London. His talc 
he said, was unrelieved by any silver lining. But mass inocu- 
lation must be introduced at once, and it was a great relief 
to learn that the Government of India, in spite of so many 
preoccupations, had seriously taken up the task of manufactur- 
ing B.C.G. vaccine on a large scale. 

Dr. Riaz Ali Shah (Pakistan) said that in his country there 
were fewer than 700 beds for tuberculosis and only sever 
clinics. A .Pakistan National Tuberculosis Association had 
been started; doctors had been sent to India and to Scan- 
dinavia for training, and 100 tuberculosis beds had been added 
to the hospital at Karachi. Dr. G. Ranawake (Ceylon) sait 
that in his country every public health officer was being trainee 
to ^ecome a potential tuberculosis officer, particularly in rcia 
tiori to the families and contacts of sanatorium patients 
Ceylon was endeavouring also to make the sanatorium par 
and parcel of the hospital, instead of allowing the tuberculoui 
patient to be the “ private property ” of the tuberculo.'iis 
specialist. 

Dr. J. B. McDougall, secretary of the WHO Expert Com- 
mittee on Tuberculosis, described how during the past two 
years the World Health Organization had .accepted the responsi- 
bility for a world survey of tuberculosis. This summer a 
number of areas in Central and South America were undci 
scrutmy by WHO consultants ; the South-East Asia region, 
comprising India, Ceylon, Burma, Siam, and Afghanistan, was 
also being surveyed ; and in the Eastern Mediterranean visits 
had been paid to Iran, Irak, Aden, Egypt, Transjordania, and 
other areas. Of all the factors entering into the spread ol 
tuberculosis in most-countries in the world the extent of infec- 
tion and the low nutritional standards of the people were th< 
two most naturally linked together; If thirc was no infeclior 
there was no tuberculosis, irrespective of the environmenta 
standards of the community. The lower the nutritional am 
environmental standards and the greater the amount of infee 
tion the higher was the price to be paid in morbidity ant 
mortality. Adequate nutrition was the most useful ally in thi 
campaign, and without help from those directly msponsibli 
for world food supplies their cflorts would be much les 
successful. The Expert Committee in its first report had said 
“There can be no isolationism in the field of health. Tin 
fight against tuberculosis is not a national or racial problem 
it is a task for the whole of humanity.” 

Regional and Local Tuberculosis Sclicmes 

From world problems the congress turned to discus 
regional; county, and county borough tuberculosis scheme! 
Sir Wilson Jameson (Chief Medical Officer, Ministry o 
Health) said that organized efforts to deal with tubcrculosi 
dated only from 1912,. or, more correctly, 1921, when the dut; 
of making provision for the care of tuberculous patients wa 
placed upon county and county borough authorities, WitI 
some outstanding exceptions, this provision was inadequate 
Tuberculosis was not a disease which could be taken care o 
by general provision ; it required .special arrangements for pre 
vention, control, and treatment, and various bodies had a pat 
to play’ in it. The roots of tuberculosis lay deep in the condi 
tions which favoured infection— bad housing, unhealthy indui 
trial conditions, infected milk, malnutrition, and poverty, an 
unless all authorities did their duty there was no end to th 
road. They were apt to refer complacently to the great dcclin 
in mortality during the last few years, but the decline starte 
lone before any special attack was made, and in 1948 there wei 
stilf nearly 22,000 deaths from tuberculosis in England an 
Wales, most of them at ages when the people should h.iv 
been making their greatest contribution to the well-being c 
the community ; and in the colonial empire it was the mo 
widespread killing disease. The problem could be tackle 
only on sound epidemiological lines, with the isolation ( 
infected persons, early diagnosis, and the management of sul 
clinical infections. 

The details of a tuberculosis scheme. Sir Wilson Jame.so 
continued, were not to be found in the National Health Scrvic 
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Act — they were a matter for local administration. To regional 
hospital boards was entrusted the institutional and dispensary 
part of the scheme, and to local authorities the arrangements 
for prevention, care, and aftercare. On the family doctor 
rested the responsibility for the preliminary diagnosis. He 
was a little weary of hearing complaints of confusion. Was 
anyone satisfied by the old arrangements under which the 
care of the tuberculous was isolated from all other branches 
of medicine? Anyone desiring now to specialize must undergo 
an extensive training and be eligible for consultant status if 
he made the grade, and it was only right that his employer 
should be the regional hospital board. But the preventive 
and social aspects of tuberculosis were more important than 
the curative, and the specialist who did not concern himself 
with all three would be failing in his duty. 

The medical officer of health was the person to see that the 
community was getting the facilities it required and to secure 
the integration of the various parts of the scheme, one of which 
was the control of sources of infection. U was only by good 
will and common sense that a good'^ervice could be provided. 
The introduction of a new Health Service brought a new 
opportunity. They had better weapons than before to help 
them to overcome difficulties. 33Tiat was wanted was a united 
and determined effort, and he hoped that this conference, held 
on the fiftieth birthday of the National Association, would mark 
a mrning-point in the fight. 

Bridging the Gaps 

Dr. 1. Greekwood WmsON (Cardiff) mourned the passing of 
the Welsh National Memorial Association. The area physician 
of that body had acted in every respect like the tuberculosis 
officer, sitting with the medical officer of health on committees 
and working in close collaboration with the local authorities. 
The average waiting-list for admission of Cardiff patients to 
association institutions over a period of years was 72, and the 
average time of waiting two to four months. Now the average 
waiting-list was 158 and the time of waiting three to nine 
months. The national administration had been split up between 
14 hospital management committees. There was an echo of 
-the medi&il committee in the advisory committee for each 
region which made recommendations to the regional hospital 
board, but an advisory body was not as powerful as an execu- 
tive. There was a certain amount of weakness in an organiza- 
tion which divorced responsibility for institutional accommoda- 
tion for the tuberculous from responsibility for their individual 
care. Dr. Wilson went on to describe what had already been 
done in Cardiff, and pointed out how much an active local 
authority could do for the care of patients and their families. 

Dr. A. B. WnxiAMSON (Leeds Regional Hospital Board) said 
that the schism created by the Act between the clinical and 
preventive aspects soon became apparent, and the Board had 
sought ways and nieans of bridging the gap. Among these were 
a system of cross-representation, conferences between repre- 
sentatives of the Board and eleven health authorities, and on 
the professional side the formation of a technical advisory 
panel. Councillor G. E. Hardsun (Withington Hospital 
Management Committee) said that the Lancashire County Coun- 
cil tuberculosis service had been a model of its kind, and he 
could not conceal the regret he felt at the break-up of one of 
the outstanding tuberculosis schemes in the country. He was 
left with the impression that they were going back in tuber- 
culosis — not going forward. Mr. WnxuM Harvey (Northern 
Ireland Tuberculosis Authority) gave an outline of the Northern 
Ireland scheme, which was working well. 

Dr. W. E. R. Saunders (South-East Metropolitan Regional 
Board) said that the tuberculosis schemes of counties and 
county boroughs before the appointed day varied greatly in 
adequacy and efficiency. The smaller authorities had difficulty 
in providing a satisfactory service. Some of the larger authori- 
ties had much more satisfactory schemes, but even the L.C.C. 
scheme had two defects; that diagnosis was carried out by a 
number of metropolitan borough dispensaries while institu- 
tional treatment was the function of the county council itself, 
and that the tuberculosis officers, although carrying out their 
. tuberculosis duties with great efficiency, had obtained their 


appointments with a view to becoming eventually medical 
officers of health of their respective metropolitan boroughs. 

A discussion of the organization of comprehensive tuber- 
culosis schemes in the Colonies was opened by Dr. CaAREES 
Wu-COCKS (Director, Bureau of Hygiene and Tropical Diseases, 
•London). He referred to B.C.G., a subject which must inevit- 
ably be considered wherever the tuberculosis situation .was 
serious. B.C.G. was now being administered on a veiy large 
scale, and special teams were being sent by the World Health 
Organization to tropical and other countries. 

Dr. R. B. MACGREGOR (Malaya), Dr. K. C. Yeo (Hong 
Kong), Dr. W. S. Haynes (Kenya), Dr. L. G. Eddey (British 
Guiana), and Dr. P. C. Cosgrove (Sierra Leone), with others, 
gave accounts of the conditions and facilities in their respective 
fields. 

Tuberculosis among Nurses and Students 

A special session devoted to this subject was opened by 
Dr. John Lundquist (Stockholm). He said that during the 
last fifteen years special dispensaries tor students had been set 
up in four Swedish cities, subsidized by the State and by the 
National Association. Students were regularly examined by 
tuberculin tests, x rays, and estimation of sedimentation rates. 
At first only first-year students were examined, but now older 
ones were included. It was considered important to examine 
them annually on account of the risk of infection to which 
they were exposed. A much higher morbidity occurred among 
medical students than among students from other faculties. 
Their long period of training might contribute towards this. 
At the beginning of their training medical students reacted 
negatively to about the same extent as other students, but in 
contrast to these others they often reacted positively during 
the third year, which coincided with the completion of the 
course in pathology. Among nurses tuberculosis was perhaps 
more prevalent than in any other profession. The death rate 
was six times greater among hospital personnel than among, 
for example, domestic science students. The disease was usually 
pulmonary, occurred during the first three years, and was 
caused by inhalation, often starting with acute laryngitis. 

Dr. G. 3. V/HERRETr (Canadian Tuberculosis Association) said 
that this subject had received a great deal of attention in Canada 
during the last 25 years. In protecting the nurse the first step 
"would appear to be the adoption of a rational nursing technique. 
In many hospitals there was a very- casual approach to the 
question of infection in tuberculosis wards. Four essential 
points were; (1) adequate instruction of the nurses and students, 
and also of the patients ; (2) care of the person, with adequate 
washing facilities ; (3) protective clothing ; (4) routine examina- 
tion of all members of staff. B.C.G. vaccination had been 
found to be safe and had been generally accepted. Miss Nora 
Burrows (N.AT.T. Sanatorium, Matrons’ Section) indicated 
some simple methods of prevention which should be carried 
out in all hospitals. 

Dr. E. R. Long (Pennsylvania) referred to the greatly 
increased incidence of mberculosis among medical students as 
compared with other classes. It looked, he said, as if some- 
thing happened during the second year, and the finger of 
suspicion was pointed more and more at the pathology course. 

The discussion was wound up by Dr. Marc Dantels (Medical 
Research Council). He said that for some reason people were 
apt to talk of infection in this disease as a useful method of 
immunization. In many hospitals a lack of elementary pre- 
cautions, such as would be viewed with horror in wards for 
other contagious diseases, was tolerated. He referred particu- 
larly to the lack of instruction to new nurses or domestics 
entering the tuberculosis wards for the first tirae. This did not 
apply, of coune, to the best hospitals, but it applied to many 
of the others. Infection could often be prevented by the wear- 
ing of masks, but these were used in relatively few institutions. 
Another method of preventing the disease among hospital 
workers was by the detection and proper treatment of the early 
lesion. Among nurses and medical students unparalleled oppor- 
tunities for the early diagnosis of tuberculosis were often 
missed. There were still too few routine medical examinations 
in this country, especially when compared with the United 
States and with France and Holland. He added that he hoped 
the introduction of B.C.G. would not give people a false sense 
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of security. The vaccine did not provide complete protection, 
and the methods of ■ mainlining resistance and avoiding 
hazardous exposure should still be applied. Recent work had 
shown that the major part of tubercnjous infection was avoid- 
able by taking adequate precautions, without detracting from 
the quality of the service given by hospital staff. 

Administration of B.C.G. 

The effectiveness of B.C.G. vaccine was debated at another 
session. Dr. K. A. Jensen (University of Copenhagen) said 
that nearly thirty years had passed since B.C.G. was first 
employed for the vaccination of human beings, and discussions 
about whether it did any good were still proceeding. Experi- 
mentally it was ascertained long ago that B.C.G. vaccination 
increased the resistance of the organism but gave no absolute 
immunity. It would be unreasonable to expect more, for the 
resistance of experimental animals did not come up to the level 
of human resistance. Nevertheless, it was possible to ascertain 
some fundamental rules to which he wanted to call attention 
once more. 

In the non-immunized organism the individual tubercle 
bacillus produced no toxic effects. It was phagocyled by one 
of the macrophages, in which it multiplied unhampered during 
the pre-allergic phase. But, once the state of allergy appeared, 
the tubercle bacillus exerted a strong influence, to which the 
organism responded with an acute exudative inflammation. At 
this juncture there were numerous tubercle bacilli present at 
the site of invasion, and there followed abscess formation with 
caseation — a typical primary focus. In the abscess itself the 
tubercle bacilli might keep on multiplying, whereas bacilli 
situated in the non-necrotic part of the inflammatory process 
were destroyed or ceased to multiply. Once a necrotic focus 
had developed there was danger of its spread. 

In the immunized organism an acute exudative inflammation 
developed rapidly, but as a rule the irritant ef^ct was not 
strong enough to give rise to a central abscess. ConMquently 
the few tubercle bacilli remained embedded in reactive tissue 
and did not multiply, so that there was only ^ 

none at all, of the spreading of the process by endogenous 
aspiration or by way of lymphatics or blood 
long the exudative inflammation turned into chronic inflamma 
tion with a tendency to heal. But in the allergic 
few tubercle bacilli might remain alive ^ 
resistance was lowered might multiply afresh 
the fundamental difference between the 
and non-immunized experimental animals, and 
hardly be any doubt that this great difference at the start ot 
an infection might decide its later course 

The available experimental and clinical X, 'E 

of B.C.G. vaccine were now so comprehensive 
they might properly wonder whether to-day it . j. 

to omit B.C.G. vaccination because controls were 
remained to be seen whether B.C.G, vaccination w ^ 
effective in countries where people were hving of 

ditions, where natural resistance had been reduced be 
malnutrition, and where the risk of exposure was grave. 

B.C.G. Vaccination in India ‘ 

Dr. P. V. Beniamin (Tuberculosis Association of todia) said 
that B.C.G. vaccination was started in 1948 in India, w cr 

4.000 clinics were needed and half a million beds, and at presen 
there were only about 105 clinics and 7,500 beds, 

had been in use for many years for small sections ot tn 
population, and the results showed that it could reduce <mn- 
siderabiy the morbidity and mortality rates, but where this had 
been the case the standard of living had been better than in 
India as a whole. 

Vaccination of a fesv thousand people here and there could 
not materially change the trend in a country like India. It was 
estimated that 100 million people needed vaccination — people 
who were negative reactors, mostly in age groups below 20- 
One team of workers, consisting of doctor and nurse or health 
visitor, with other staff, and a mobile van, could vaccinate 

100.000 persons a year. With 200 such teams it would be 
possible to vaccinate the whole population in five years. The 


vaccine was now prepared at a laboratory under the control, 
of the Government of India and was certified by a number of 
experts. Sue teams, each consisting of a doctor and two nurses, 
were supplied from Denmark and were now working in different 
centres in India, It was hoped by the fend of 1950 to have 
trained about 200 teams. 

Professor Arvid Wallgren (Stockholm) said that tlicre was 
no doubt that the number of people with natural resistance was 
increasing ; in an isolated population the proportion would be 
small, but in an older civilization which had been' fighting the 
disease for centuries it would be high. - The degree of resistance 
was not fixed ; it altered during the individual’s lifetime with 
differences of nutrition, standards of living, and' age. With 
B.C.G. vaccination the immunity lasted for five or ten years 
or more. It had been shown to last at least three years in 
90% of cases, and six years in 80% of those examined. When 
sensitivity disappeared, re-vaccination should be undertaken if 
the risk of exposure continued. Tlie object of this artificial 
immunity was to compensate for low natural resistance, and 
it was therefore particularly suitable for infants and small 
children, children at puberty, and those whose resistance was 
low owing, to heredity or environment. 

In addition to the formal sessions, clinical demonstrations 
were arranged at the Brompton Hospital, and dicre were visits 
to the Papworth Village Settlement, St. Marys Hospital, Car- 
shalton, the British Legion Village at Maidstone, and to Mid- 
hursl and other sanatoria. On the social side the dclega c 
were entertained at receptions by the Government by the 
British Medical Association, by the Royal GoUege of ■ ’ 

by the High Commissioner for India, and by the Wellcome 
Historical Medical Museum. 


progress in treatment of 

RjaEUMATIC DISORDERS 

INTERNATIONAL CONGRESS OF RHEUMATOLOGY 

[From a Spectal Correspondent] 

The Seventh International Congress on Rheumatic Diseases was 

irLdv Lid in New York under the joint auspices of the 
recenUy held in ^cw , 5^^ Amencan 

rTcSS opening session at the Waldorf- 

SriSrattended by over a thousand people, including some 
rheumatSogists from other countries. Messages from Prcsi- 
■Zt Mn and Governor Dew^were read by 

Sdafl 'siSS^’an^pSley,' confirLiSLffi 

by- ^ sm-'h as is seldom seen at medical meetings. 

™ S 5 S erte c»r,™.d by 
, u-L nhvLians who had each been provided with 
hve " for trial. A brief summary of 

someTVe more outManding ^cf Tio 

Le pLLSing tho'’proccedinES in one volume later in the year 

presentation was pro^id^^^ y distinguished physician who 

- was under th Pnr an hour they discussed the 

which had been allotted to them on the basi? 
particular su ) ^ v»v outside members of the Con- 

*^\he darprLio«s"v. The official banquet was attended bj 
AovemLcntal L rnedical personages, and afterwards th< 

SS: a D. Kersley, W. Tcgner, and Professor L. S. P 
Compound E 
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moderately severe rheumatoid arthritis. In each case improve- 
ment in clinical features and in sedimentation rates began to 
appear within a few days. WTien administration of the hormone 
was discontinued the disease generally relapsed promptly. 
Compound E has been given, with encouraging results, to three 
patients with acute rheumatic fever and to one patient with 
lupus erythematosus with polyarthritis. Essentially similar 
clinical results accompanied by various biochemical effects, 
including reduction of sedimentation rates, were obtained from 
the administration of the pituitary adrenocorticotropic hormone 
(ACTH) to four patients with rheumatoid arthritis. 

The rarity of these compounds at present and in the imme- 
diate future, and the limited scope of the preliminary data 
(especially regarding prolonged administration), make inappro- 
priate now the use of the term “ treatment ” except in an 
investigative sense. This paper was presented not as a clinico- 
therapeutic report but as a study of certain, physiological effects 
which these new hormones exert on rheumatoid arthritis. To 
proside adequate controls the injections of the adrenal cortical 
hormone were in some cases preceded — in other cases replaced 
— by injections of a preparation of similar appearance, a sus- 
pension of cholesterol. The times when the control solution 
and the adrenal hormone were interchanged were unknown to 
the patients and were for five weeks unknown even to the three 
clinical workers who were evaluating the results. When injec- 
tions of the control solution were first administered for a few 
days, no outstanding clinical or biochemical alterations occurred 
until these injections were replaced by injections of the hor- 
mone. Likewise, when the adrenal hormone was replaced 
by the control preparation articular and muscular symptoms 
recurred within a few days and sedimentation rates rose. The 
changes in the function of joints and muscles were also demon- 
strated by motion pictures taken before, during; and after the 
administration of the adrenal cortical or the pituitary adreno- 
corticotropic hormone. 

After the Congress a few of the delegates visited the Mayo 
Clinic by invitation and were prisiteged to see a new series of 
cases of severe rheumatoid arthritis started on this compound. 
After only three days one stated that she was completely 
symptom-free, all objective tests being negative. At the end of 
a week all three appeared to be functionally normal and had 
remained so for several days after injections were stopped. 
The difSculty in synthesizing this substance, as well as the occa- 
sional occurrence of undesirable side-effects, however, ensure 
that it will not be available for anything but well-controlled 
experimental work for some time to come. 

Pituitary-adrenal Function 

Another paper of the highest importance dealt with the pos- 
sible relationship of pituitary-adrenal function to rheumatoid 
arthritis. Its authors. Professor G. W. Thom (of Harvard) and 
Drs. P, H. Forsham, I. E. .Warren, and T. B. Bayles, reported 
that the pituitary adrenocorticotropic hormone (ACTH, 
Armour) in normal subjects and in patients with intact 
adrenals stimulates the secretion of electrolyte-regulating, carbo- 
nydrate-regulating, and androgenic adrenal steroids. A fall in 
the level of circulating eosinophils (direct determination) and an 
increase in the urinary excretion of uric acid represent sensi- 
tive indicators of the increased secretion of 11-oxy adrenal 
steroids. With the eosinophil change as a reflection of adrenal 
cortical function, patients with rheumatoid arthritis, rheumatic 
fever, and gout have been investigated by administering 
pituitary ACTH. The initial eosinophil level was found to 
provide a simple measure of adrenal cortical activity in selected 
instances. The response to ACTH is a semi-quantitative method 
of estimating the reserve capacity of the gland. Actions where- 
by adrenal steroids may modify the course of disease were dis- 
cussed. Of particular interest is the fact that the pituitary- 
adrenal system serves as a link between the effect of psycho- 
logical and emotional factors and measurable changes in meta- 
bolic processes. 

Endocrines and Ageing of Tissues 
, Drs. Martin Silberberg and Ruth Silberberg spoke on the 
iffect of endocrines on articular tissues and their relation to 


ageing processes. They reported that. the growth processes and 
regressive changes occur spontaneously in the articular tissues 
of ageing mice. The changes manifest themselves in hyperplasia 
and hypertrophy as well as in destruction of the anicular carti- 
lage, outgrowth of bone, swelling or fibrinoid change of the 
interstitial substance of the ligaments, mucoid change or pro- 
liferation of the synovia, and fibrosis of the bone marrow. 
These age changes differ in different strains of mice ; they are 
genetically determined as to their onset, incidence, and severity, 
and are controlled by endocrine secretions. Moreover, the 
course of these age changes may be influenced by nutritional 
factors. Administration of thyYoid or sex hormones delays the 
time of appearance of the age changes in the articular tissues 
and decreases their incidence. Conversely, joint lesions can be 
produced in laboratory animals by the administration of anterior 
hypophyseal hormone or by removal of the sex glands. The 
changes thus produced are morphologtcally indistinguishable 
from those occurring spontaneously, although the former appear 
at an earlier age and are more frequent than the latter. Some 
data on the effects of certain nutritional factors on the articular 
tissues, in particular of a high fat diet, were integrated with 
the aforementioned findings. It seemed from the discussion 
which followed this paper that endocrine secretions may be 
involved not only in the pathogenesis of rheumatoid arthritis 
but also in certain types of degenerative joint disease. 

New Work on Gout 

Gout has been the subject of intensive study in the last few 
years, and there is now strong evidence of adrenocortical dys- 
function as a controlling factor. An important paper w'as read 
by W. Q. Wolfson, R. Levine, C- Cohn, E. F. Rosenberg, H, D. 
Hunt, and H. S. Guterman, of Chicago, reporting their studies 
in this field. These seem to provide evidence for the existence 
of two types of adrenocortical dysfunction in gout. 

t. In gout, biological androgen activity appears to be maintained 
by an abnormal male sex hormone which when metabolized con- 
tributes only slightly to urinary 17-ketosteroid excretion. Similar 
findings are not observed in non-gouty hyperuricaemia or in 
rheumatoid arthritis. This “ gouty androgen ’’ appears to originate 
in the adrenal cortex and to be secreted under the same conditions as 
normal androgen, and to be oestrogen-opposed. It appears probable 
that the normal sex differential in plasma urate concentration js 
controlled by normal androgen and that goutv' hjperaricaemia is 
controlled by the “gouty androgen.” 

2. An acute relative adrenocortical hjpofunction with respect to 
ll-oxysteroid production appears to provide the prodromal setting 
for the attack of acute gouty arthritis. This relauve deficiency may 
result from endogenous c>clic metabolic changes, from increased 
peripheral demand for 1 l-oxystcroid due to certain varieties of stre^, 
or from the withdrawal of adretiocorticotropm. Alterations in 
serum cholesterol concentration suggest that this prodromal relauve 
deficiency of, 1 1-oxysteroid secretion may be associated with increased 
production of other unidentified adrenal steroids. Spontaneous or 
induced increases in ll-oxysteroid produaion appear to tend to 
terminate the attack of acute gouty arthritis. 

It appears reasonable to assume that production of an 
abnormaJ androgen by the adrenal and the deficient response 
of the gland to increased demand for 11-oxv steroid are not 
independent defects but two aspects of a single underlying 
metabolic disturbance in gouL 

Anotber important paper amplifying and extending these 
fundamental observations came from Ann Arbor University, 
Michigan — the role of the anterior pituitarv- and adrenal cortex 
in urate metabolism and in gout by W. D. Robinson, W. Conn, 
D. Bioefc, H. Louis, and 1. Katz. These endocrine factors have 
been studied by observing (1) the effect of adrenocorticotropic - 
hormone (ACTH) on urate metabolism in normal and gouty 
patients and on the course of acute gout ; (2) 17-ketosteroid 
excretion in gouty patients ; (3) the eSects on metabolism and 
clinical gout produced by stimulating the anterior pituitao' with 
epinephrine ; and (4) the effect of colchicine on the pituitary- 
adrenocortical mechanism. In addition to blood and urine 
urate determinauons by a specific enzv-matic method other 
indices of pituitary-adrenocortical activity were followed. 

ACTH produces a marked increase in urate excretion ’ 
normal individuals, without a significant fall in blood ur 
The chief differences in a gouty patient given ACTH dr 
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an asymptomatic period were a sharp decrease in true blood 
urate to less than 50% of the base-line levels and the absence 
of any evidence of rebound in pituitary-adrenocortical' activity 
in the post-injection period ; acute gout developed on the third 
post-injection day. Acute gout following’ tophectonay was not 
associated with any evident change in adrenocortical function. 
Injection of ACTH resulted in prompt temporary amelioration 
of symptoms on two occasions, and was followed by indications 
of adrenocortical stimulation. Epinephrine in doses of 1.5 mg/ 
intravenously had no effect on acute gout. When it was given 
to an asymptomatic gout patient intravenously or intramuscu- 
larly in divided doses of 6 mg. daily, no metabolic effects were 
noted except a decrease in eosinophils. Twenty-six determina- 
tions of 17-ketostcroid excretion in 10 patients with gout gave 
values consistently lower than normal, during both attacks and 
interval periods. Colchicine in doses of 4 to 5 mg. orally and 
2.0 mg. intravenously produced no change in eosinophil counts 
or nitrogen balance in patients with gout; Effects on blood and 
urine urate levels were inconsistent. 

Tentative conclusions to date are (1) the adrenal cort« has a 
profound influence on urate metabolism ; (2) its effect in gouty 
patients differs from that in normal subjects; (3) gout is 
characterized by a low excretion of 17-ketosteroids ; (4) ^e 
adrenal cortex of gouty patients can respond to stimulation 
both during interval periods and at times of acute attacks. 
There is suggestive but not conclusive evidence that acute attacks 
tend to occur at times qf decreased adrenocortical activity. 
Epinephrine appears to be an unsatisfactory method of stimu- 
lating pituitary-adrenocortical activity in gouty patients. The 
mode of action of colchicine through an endocrine mechanism 
has not yet been established. 

Familial Gout 

The familial aspects of gout were also reassessed in the light 
of modern knowledge by Professor J. H. Talbott. Gouty 
arthritis has long been identified as one of the diseases wim a 
high familial incidence. Scudmore, in the first quarter of toe 
nineteenth century, reported a paternal incidence of gout in87/« 
of patients who admitted a family history of disease Only 
recently, however, has the subject been studied as ^ genealogical 
problem with social and prevenuve imphcations. This has been 
possible in part because of the development 
methods for the determination of unc 
turn has permitted the accumulation of 

concentration of serum uric acid in the general ^ 

well as in patients known to be suffering from Sotoy artonUs^^^ 
In the absence of certain obvious disturbances su 
disease and leukaemia, etc., most gouty 

serum uric acid of less than 6 mg. per 100 v , , 

persons have a concentration above this level. 
between normal and gouty persons may be shgfly m 

females than in males. Three senes of gouty 
affected relatives have been studied 3 “! 

researches have been pursued in Ann . jnvesfleated 

Boston, respectively. The fourth senes is now bei g . . 
in Buffalo. The results are similar and toe t^otutwe. , 

significant. Approximately 25% of 
gouty patients have a hyperuricaemia when sampled at ran 
ages. Presumably this percentage decreases in each de_ 
life, since an occasional non-affected relative with hyperuncacmia 

will develop gouty arthritis and will no longer be classi ® 
a non-affected relative. The age at which hypcruncaerma aj^ 
has not been determined ; possibly it is associated with pu 
The statistical evidence suggests that hyperuncaemta in gou y 
families is a single autosomal dominant gene. The mechaniOT 
whereby the dominant manifests itself is still uncertain. Ine 
strength of the dominant — i.e., the’ degree of elevation of serurn 
uric acid — the duration of the metabolic dyscrasia, or an as yet 
unrecognized factor may each participate. As a problem m 
preventive medicine, or more appropriately anticipatory medi- 
cine, an enlightened approach to the care of gouty families 
would be the periodic examination of the serum of all relatives 
of gouty patients. These familial studies lend support to toe 
hypothesis that the pathogenesis of gouty arthritis is related to 
an increased formation of uric acid by the body rather than to 
an impaired excretion. 


Rheumatism a Social Problem 

Dr. E. T. Conybeare, representing the British Ministry of 
Health, outlined the system on which it is proposed to tackle 
the problem of the rheumatic diseases under the 'National Health 
Service. He pointed out that the present reluctance of the 
medical staffs of a majority , of the English leaching hospitals, 
and in particular mf their specialist physicians, to accept 
rheumatology as a diagnostic and therapeutic specialty of 
proved value to patients and students may be regarded as the 
chief administrative difficulty in developing better medical care 
for rheumatic patients under toe British National Health Service. 
The reasons for this attitude were discussed and suggestions 
made for the solution of the problem thereby presented. It 
appeared that in America professors of medicine were prepared 
to take the subject and its problems much more seriously, and 
considerable advances in knowledge had resulted. 

Lord Horder spoke on, “ Rheumatism— A National Problem," 
and outlined the plan drawn up by the Empire Rheumatism 
Council to combat it. The dimensions of this problem, he said, 
were considerable. In Great .Britain a , conservative estimate of , ^ 
the number of adult sufferers from rheumatic disease is more 
than one million— or 1 in 50 of the population. The economic 
damage in sick pay, lost wages, and cost of treatment among 
the insured workers alone is £17,000.000 per annum, and this 
accounts for only one-third of the total population. A" over-all 
figure of £30,000,000 would be a cauUous estimate. Only by 
national action can this national problem be adequately dealt 
with. Health authorities should encourage and subsidize two 
types of rheumatic centres. (1) A specialized centre at a teach- 
ing hospital for diagnosis and treatment of cases referred by 
loLl centres, hospitals, or doctors ; for teaching home therapy , 
investigation of new therapeutic methods; postgraduate 
bourses® of instruction and research. (2) (penphera^^ 

treatment centres for out-patients referred by doctors. Tlie 
result of such a plan would be to divide rheumatic patients into 
S groups: (a) a large section which with a very brief period 
of institufional treatment and a sound course of education 
would be enabled to carry on chiefly by simple home treatment, 
but would be kept under supervision by periodic visits to a 
treatment centre or by visits of skilled social service workers , 
(h) another large section which could secure adequate treaimen , 
lithourmuch disturbance of norfnal life, by attendance for he 
n^essarT^m at a local treatment centre; and (c) a smaller 

"to .„.h«ri,y 

wlSh would have toe power to approve rheumatism clm.es 
which satisfied the requirements deemed essential. 

Rheumatoid Arthritis p 

T, f .,.-7 <; p Davidson reported the results of a recent 

Professor L. S. . aetiology of rheumatoid arthritis 

controlled investigation m .. previous pub- 

by the Empire Rheuma 1 pnntrolled investigation into the 

liked report absence of a controfied invest,^ 

incidence of similar favors impossible to dctcr- 

rheumatoid arthritis . piaims made. The Scientific 

minetoevalidityoftocaei Rheumatism Council. 

Advisory Committee of the bmpue 

believing that a mitot provide clues indicating 

aeUology of fundamental laboratory 

studies, decided t , j.u jt was hoped would enable an 

for statistical 2 ^ aetiological questions. Five 

answer to be given . „,j,rjtis of five years’ duration or 
hundred cases of ‘ sXrin. from rheumatoid 

a,ltanscompanblc 'n «gP b „ 

been investigated “"“„i.':r”r,,.isticians and the information 

'tf SintfS' BO, .on and 

artorifis-a f Se whok more clcar-cui 

His findings appeared to be on me wn 
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than those of the Empire Rheumatism Council. The onset of 
rheumatoid arthritis was usually preceded by constitutional 
symptoms or precipitating factors or both. Of the former the 
validity of fatigue and anore.xia as prodromal symptoms was 
established. Strain, either mental or physical, and acute infec- 
tions most commonly preceded the onset of arthritis, with, less 
frequently, exposure to cold or dampness, surgical operations, 
trauma, and childbirth. His data suggest that prodromal con- 
stitutional symptoms may mark the real onset, and that so- 
called precipitating factors merely determine a more easily 
recognUable phase, with articular localization of the morbid 
process. 

The histopathology of rheumatoid arthritis, especially in the 
extra-articular manifestations, was discussed in a paper by 
Drs. Gibson and Kersley. They pointed out that further obser- 
vations on synosial histology have confirmed that in early cases, 
before development of the Ghormlcy focus, diffuse plasma-cell 
reaction is present. By appropriate staining intra-cytoplasmic 
bodies, similar to those seen in myeloma, have been demon- 
strated in plasma cells ; they are probably of protein nature. 
They pointed out that the nodules of rheumatoid arthritis can 
be clearly distinguished from those arising in rheumatic fever, 
though the pathology may not be dissimilar. 

Other studies on the histopathology of the neuromuscular 
system in rheumatoid arthritis by L. Morrison, P. Catoggio, 
and Walter Bauer, of Boston, showed that small paravaseular 
foci of round cells were present in the interstitial tissue of the 
neives and muscles ', these -foci were usually in the perineurium 
or perimysium. The symapathetie chain was similarly affected 
by cellular infiltrations not only along the course of the fibres 
but also within the capsules of the ganglia as well. About 75% 
of the nerves and 65% of the muscles presented these cellular 
accumulations. In the muscles foci were found, whether blocks 
were taken from extensors or flexors, from the belly or near 
the tendon, from close to or far from an involved joint, from 
atrophied or healthy muscle. And similarly in neives, whether 
motor or sensory or mixed, lesions were widely distributed. 
There was not much relationship between the presence of cel- 
lular accumulations on the one hand and, on the other, clinical 
activity of the disease, the age of the patient, and the duration 
of the disease. In comparing these nodular foci of round cells 
with those found in other disease of the connective tissue group 
like lupus eryffhematosus disseminatus, dermatomyositis, and 
rheumatic heart disease, it was concluded that no distinguishing 
diagnostic differences could be relied upon on account of over- 
lapping pictures in the various diseases. 

Further studies were presented from Sweden, America, and 
Chili on the electrophoretic analysis of plasma proteins, the 
urinary excretion of amino-acids, and a diff^erential sheep-cell 
agglutination test for rheumatoid arthritis. Dr. E. G. L. 
Bywaters reported a “ palindromie ” variant of rheumatoid 
arthritis, from which he eoncluded that the separation of cases 
of “palindromic rheumatism ” from the main body of rheuma- 
toid arthritis may be justified on prognostic and therapeutic 
-grounds, but that from the nosologic point of view, until further 
information is available about the causation of this group 
of diseases, we should view this type of case as a variant from 
the main type of rheumatoid arthritis. 

Gold and Copper 

. The Department of Medical Physics of California University 
(Dr. I. 3. Bertrand er al.) reported on the distribution of radio- 
active gold in the blood of animals and man. They stated 
that relatively small amounts of gold are held by the blood 
cells, the white cells containing much more per unit weight 
than the red cells. Most of the gold is found to be in the 
plasma and in a form which is chemically bound to one or 
several of the plasma fractions. It has been repeatedly demon- 
strated that soon after the intravenous injection of gold sodium 
thiosulphate it is present in the plasma in a form that will not 
dialyse through a semi-permeable membrane. At the present 
time work is under way by which the one or more fractions 
of plasma proteins which contain the gold may be identified. 
Dr. L. Grauirer (New York) described successful results in 
8 cases of rheumatoid arthritis where gold had failed, by- 


means of post-partum plasma, admim'stered over a period of 
a year. Drs. I. Forestier, A. Certonciny, and F. Jacqueline 
from an experience of over 300 cases consider the 
indications for injections of copper salts to be as follows : 
(o) early cases of rheumatoid arthritis, where the action is 
quicker than that of gold salts ; (6) resistance to gold salts 
(dubious results) ; (c) intolerance to gold salts (favourable 
results) ; (d) psoriasis arthropatica, polyarticular synovitis with 
effusion, and certain forms of chronic polyarticular gouL In 
cases where gold is tolerated, however, this substance remains 
the better of the two. 

Ankylosing Spondylitis 

Drs. Roland Davidson and Koetz, of Stanford University, 
California, read an interesting paper on the effert of A 5 preg- 
nenolone on urinary ll-ketosteroid excretion and on the symp- 
tomatology of ankylosing spondylarthritis, with a note on the 
results of fractionation. They report that increased urinary 
excretion of IV-ketosleroids has been demonstrated m 
ankylosing spondylarthritis in both male and female patients, 
and is present in early eases with little demonstrable joint 
change as well as in those patients who have had the disease 
for many years and show the typical findings of the advanced 
case. A 5 pregnenolone is a steroid having several actions 
not characteristic of other steroids. Its chemical composition 
makes it a logical process material to act as a precursor of many- 
active steroids. When normal individuals are subjected to acute 
stress and fatigue adrenal cortical activity- is accelerated and 
increased rates of 17-ketosteroid excretion are observed. 
Pregnenolone administered under such conditions lowers the 
17-kestosteroid excretion, improves performance, and combats 
fatigue. This steroid has not previously, they believe, been 
used in disease states. Its general properties, freedom from 
toxicity, its ability to lower urinary- 17-ketosteroid excretion 
and to combat fatigue suggested its possible value in 
spondylarthritis. 

Two series of cases treated by deep x-ray therapy svere then 
assessed. The Canadian workers D. C. Graham, A. A. Fletcher, 
and Wallace Graham reported that 60% of cases received some 
symptomatic benefit, but they could find no esidence that the 
underlying disease process is affected. Severe reactions were 
rare, but one case developed a fatal leukaemia. Drs. F. Foster 
and J. Gillespie, of Boston, on the other hand, considered that 
in some at least of their cases the disease process had been 
rendered inactive, and in 88% they claimed favourable effects 
— mote particularly in those cases treated within ten years 
of onset. 

An important contribution to our knowledge of the role of 
heredity in both spondylitis and rheumatoid arthritis (these 
entities tend to be confused in many American statistics) svas 
made by Drs. Robert Stecher, W. Solomon, and R. W’olpan, 
of Cleveland. The heredity and familial incidence of rheuma- 
toid arthritis and spondylitis svas studied by coinparing the 
family history Of patients with rheumatoid arthritis and of 
spondylitis with each other and with the families of several con- 
trol series. Rlieumatoid arthritis occurred in the fathers, 
mothers, and sisters of rheumatoid arthritis patients in a signifi- 
cantly higher proportion than it did in the relatives of patients 
with spondylitis or in the controls. Spondylitis occurred in 
the brothers and sisters of spondylitis patients and of rheuma- 
toid arthritis patients more than it did in any- other group. The 
figures, which had been statistically analy-sed and shown to be 
significant, were striking. ' 

Non-articnlar Rheumatism 

Dr. Henriek Sey-fforth, of Oslo, presented^ a paper on the 
disease picture presented by chronic overstrain of the skeletal 
system as the result of faulty posture, occupational stresses, ^c., 
reviewing the whole field from the angle of industrial medicine. 

Dr. W. S. C. Copeman illustrated his paper on “ the rela- 
tionship of fibro-fatty- tissue changes to certain rheumatic 
syndromes” with a film-strip. He showed that a completely 
new pathological entity- appears to underly certain of these 
conditions, which in essence consist of a periodica] shift of 
body fluid accompanied by tension pain. This is probably 
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.control, and in its later stages may give rise 

Lf fat tissue in certain loca- 

tions. Dr. O Steinbrocker, of New York, spoke on reHex 
dystrophy of the extremities, basing his remarks upon a study 
of 98 cases, some of which he had followed up for ten years. 
He considered that stellate ganglion block is the most rapid 
therapeutic measure in such cases. 

The fashionable “ psychogenic ” conception of certain forms 
of rheumatism was discussed in four major papers, the most 
broadly based of which was that of Dr. W, Tegner He 
^viewed the problem from the standpoint of general m^icine. 
He said that, though fundamentally the syndrome is present 
without physical signs of organic disease, there are many 
reactions which can be elicited which are of help in establishing 
the diagnosis. Laborato^ findings and radiological examina- 
tion will assist in excluding organic disease. The nature of 
the sensations of which the patients complain is abstruse and 
of great interest. It is very persohal to the individual patient. 
The value of physiotherapy, which is so often ordered, is open 
to debate. The response of patients to various forms of 
treatment may be so bizarre as to be of diagnostic significance. 
The disposal of these patients presents a real problem. They 
are a burden to the community. Their symptoms are of 
value to them and are not easily dispelled. Individual psychiatry 
is not normally possible or helpful. Experimental work on 
group therapy is being carried out. 


Drs. A. Walters, Wallace Graham, and H. C. Slade, of 
Toronto, reported that as the result of a clinical study of 
cases of this type they conclude that fibrositis may be a 
mixed entity. Factors influencing this appear to include both 
peripheral physical faults and central psychological abnormali- 
ties, Dr. E. Weiss, of Philadelphia, stressed the unsuspected 
/physical causes such as brucellosis and subacute rheumatic 
fever which maj; underly the diagnosis of fibrositis. He con- 
siders, however, that a similar picture can arise solely from 
mental causes, of which marital problems are the most common. 
Dr. A. Ludwig, of New York, reported a small group of 
similar cases in which psycho-analysis had demonstrated a 
characteristic personality structure. 

In the pathological sections there were several papers of 
interest and importance. Those on various aspects of con- 
nective tissue pathology — the key to our basic understanding 
of the rheumatic diseases — were contributed by such authorities 
as Karl Meyer and Paul Klemperer (New York) arid Marian 
Ropes (Boston). The role of enzymes in rheumatic disease, 
the histological and chemical changes in skeletal muscle in 
normal and rheumatic subjects (J. J. Bunim et al.), and some 
new work on cardiac changes induced by certain types of 
streptococcus (Homer F.- Swift) all attracted considerable 
attention, as did Dr. Douglas Collins’s paper on the range of 
pathological reactions which can be displayed by human 
synovial tissues — a contribution to the study of specific lesions 
in which he stressed the need for caution in comparing reactions 
in synovial and extra-articular tissues. Dr.' L. Dienes,_ of 
Boston, put forward some further work on the possible 
relationship of pleuro-pneumonia-like organisms to articular 
disease. J. H, Kellgren’s address on the peripheral genesis of 
pain, in which he put forward new work on the many different 
mechanisms involved, was also the object of much interest. 


After the Congress 

Subsequent to the Congress in New York a party of delegates 
attended the American Medical Association’s Annual Meeting 
in Atlantic City, where they listened with interest to the 
denunciation of " socialized medicine ” contained in the presi- 
dential address which was given before nearly 12,000 medical 
men and women. After this they were taken on a post- 
convention tour to some of the chief centres of rheumatic 
research work. They visited Philadelphia, where they were 
guests of the American College of Physicians, as also of the 
University. From there to Boston, where the Massachusetts 
General Hospital, Robert B. Brigham Hospital, and other 
famous institutions, including Harvard University, provided 
scientific sessions and entertainment. The Niagara Falls and 
the University of Buffalo were visited cn route (by lake steamer) 


to Detroit and Ann Arbor University. Next came Chicago 
and a fascinating practical demonsiration of the effects of 
adrenocortical steroids on both rheumatoid arthritis and gout. 
From Chicago to the Middle West, to Rochester, Minnesota, 
where the party were hospitably enieriainetl for three days 
at the Mayo Clinic under the auspices of Drs. Bench and 
Kendall, Some delegates remained for another week to study 
further work in' the Rheumatism Department while most of 
the party proceeded to Washington, Here the heat-wave began 
to “ get down ” even the tougher delegates, and the party 
returned to New York after two interesting days there. The 
proceedings were marred by the sudden death of the president 
of the Congress, Professor Ralph Pemberton, whose loss will 
be widely felt. Dr. Coring Swaim, of Boston, deputized for 
him throughout. 


MATERNITY AND CHILD WELFARE 
CONFERENCE 

Effects of Legislation on Mothers and Children 

The annual conference of the National Association for Mater- 
nity and Child Welfare was held at Friends’ House, London, 
from June 22 to 24. The general theme of the six sessions was 
the effects of recent social legislation on mothers and children. 

The conference was opened by Dr. Charles Hill, Secretary of 
the British Medical Association, who, suggested that the experts 
in the field of social welfare and legislation were confronted 
with certain dangers. They were tempted, when reading the 
recent report of the Royal Commission on Population, to speak 
of potential mothers as “ women of child-bearing age," and to 
think of children as “ contributions to a population policy, also 
as recipients of calories, as vehicles of infectious disease, as 
temporary possessors of tonsils, and as a form of biological life 
worthy of the deepest scientific study by those of reforming 
rnind^’ He was sufficiently " impertinent ” to present a purely 
parental point of view, and, undismayed by the collection of 
distinguished obstetn'eians, administrators, and educationists he 
saw in front of him, to plead for an emphasis on a field of 
responsibility which no ■ others could assume— namely, the 
responsibility which must be placed fairly and squarely on the 
shoulders of parents. 

There was a danger, said Dr. Hill, that there might be handed 
over to external authority something which belonged to the 
parent, a danger also that, in tackling the complexities of legis- 
lation and- struggling with the intricacies of administration, the 
simplest lessons of all might be 'forgotten— namely, the need 
for bringing home to the people— what was the secret of any 
population policy— that there was far more satisfaction to be 
found in the humdrum rearing of a family than in ail the 
external delights which civilization had imported info this 
modern age. 

The General-Practitioner Obstetrician and the Midwife 

In the first discussion, wth Sir Alles Daley presiding, the 
opener was Dr. E. K. Macdonald, medical officer of health 
for Leicester He discussed the problem arising out of Section 23 
of the NaUonal Health Service Act— of the provision by local 
health authorities of a midwifery service. The problem was in 
the relationship of the general-practitioner obslctncian and the 
midtvife In theory there was everything to be said for the 
establishment of a class of genera! practitioners with special 
experience and knowledge of midwifery, who would stand at 
the side of the midtvife ready to help when help was needed. 
But the Ministry's rcculations were drawn so loosely and pre- 
supposed so low a minimal standard of service for quite good 
remuneration that at times the patient must suffer. Dr. Mac- 
donald referred in particular to the requirement that the 
general-practitioner obstetrician must give a minimum of two 
antenatal examinations. Did anyone feel that this was 
adequate? The danger was that a few general-practitioner 
obstetricians might be content with this low standard and, 
feeling it to be adequate, might not permit the midwife to do 
antenatal work herself, while the more conscientious practi- 
tioners, who were, of course, in the majority, would themselves 
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can>' out a complete senicc of antenatal care and again exclude 
the midwife, whose experience would suffer. 

While he welcomed the genus general-practidoner obstetrician, 
he felt strongly that its numbers should be restricted to practi- 
tioners who had had real experience and special training in the 
specialty, and that the principle of the doctor undertaking the 
confinement so that he might retain the remainder of the 
family on his list should be forgotten. He added that in 
Leicester there were some 2,500 domiciliary births a year and 
100 general practitioners — gising an average of 25 cases, among 
which there would be very few “ abnormals.” Sufficient experi- 
ence to deal with a bad abnormality could not be gained by 
that method, and what he would prefer was only 20 general- 
practitioner obstetricians, who would do all the abnormal domi- 
ciliary midwifery in the city. 

Dr. B\rb\r.\ B.ttLEY, who continued the discussion from the 
point of view of a general practitioner, said that the new mater- 
nity service had been the cause of some heartburning among 
doctors and midwives. The difficulty arose over the question 
of attendance at confinemenL The patient usually wanted the 
doctor to be there when her baby was born, because, rightly or 
wrongly, the question of the doctor attending the confinement 
was wTapped up in the patient’s mind tvith the relief of pain. 
The midwife, who should be, in the words of the Working 
Party’s report, the “practitioner of normal midwifery,” felt 
' herself relegated permanently to the position of maternity nurse. 
The doctor was pulled all ways — by the patient who pressed 
him to attend her confinement whether necessary or not, by the 
knowledge that he was not intended to oust the midwife from 
delivering the normal case, and by the feeling that attendance 
at a certain number of normal confinements was absolutely 
necessary to maintain skill and clinical judgment. It was diffi- 
cult to see how the balance could be struck and good feeling 
maintained between midwives and doctors ; yet it was vitally 
important that there should be good feeling in the interests of 
the mothers and babies. It was her own practice to be present 
at the majority of the confinements of her National Health 
Service patients, to ask the midwife to deliver the baby and 
herself to be responsible for the analgesia and anaesthesia as 
required. 

In Middlesex, out of 2,760 confinements occurring during 
the first nine months of the new Service, a doctor attended in 
2,197 cases — an astonishingly high record. These figures showed 
that the doctors had set themselves a more exacting standard of 
work than the Act required. The statutory number of antenatal 
examinations was insufficient. Her own experience showed that 
eight antenatal e.xaminations, were made of each patient ; she 
would regard it as a retrograde step if she saw a patient only 
twice during pregnancy. Yet that was all that, was required by 
the terms of the Act. 

Safeguards for Mother and Child 

The Minister of Health was expected to address the final 
session of the conference, but his place was taken by Mr. A, 
Blentunsop, MP., Parliamentary Secretary to the Ministry. 
Mr. Blenkinsop also devoted some part of his remarks to the 
maternity medical service. In this respect, he said, Scotland 
had for some time past been a pioneer in the use of doctors in 
domiciliary confinements. It was hoped to secure a further 
advance by ensuring that if a doctor was needed by a midwife 
at the time of the confinement he should be one already con- 
versant with the case he was handling. This would be an addi- 
tional safeguard both for mother and child. But it was certainly 
not intended to take away the midwife’s feeling of responsi- 
bility. It was felt that there was a great opportunity for part- 
nership between midwife and doctor for the benefit of mother 
and child. The clinic and the centre had a great part still to 
play, and here again it was certainly not desired to see any 
diminution of the vital work the clinics had to carry out. There 
.was room for much voluntary work in antenatal supervision, 
advice on diet, and education for motherhood. The Ministry 
desired to see the most effective co-operation between doctor, 
midwife, clinic, and health visitor. This meant that there must 
be close liaison between the regional hospital boards, the local 
health authorities, and the executive councils. Mr. Blenkinsop 
concluded with some remarks on vaccination and immunization. 


The Ministry was concerned at the fall in the percentage of 
children vaccinated since the ending of compulsory vaccina- 
tion. Recent events had underlined the Importance of taking 
proper precautions early. Wth rapid modem transport there 
still might occur small outbrealss of smallpox which caused a 
great deal of worry and concern to large numbers of people. 

In reply to a remark by a member of the audience that, while 
a great deal of lip-service was paid to maternity and child wel- 
fare, medical officers were being driven out of the service owing 
to the salaries offered, Mr. Blenkinsop said that he could not 
enter into a discussion on the salaries of medical officers of 
health. He gathered that the medical officers had put in a 
claim ; he was afraid a great many other people were putting 
in claims at the moment. 


Nova et Vetera 


HISTORY OF A SPECIALTY 

A History of Oto-Loryn^ology. By R. Scott Stevenson. MJ9., 

FJt.C.S.Ed., and Douglas Guthrie, MJD., F.R-C.SJEd. (Pp. 155 ; 

illustrated. 17s. 6d.) Edinburgh : E. and S. Livingstone. 1949. 

The compilation of a history of even a small section of medicine 
emails a great deal of reading, with separation of the relevant 
from the inelevant. In this discrimination the authors have fully 
succeeded, and they have reviewed references as far back as 
3500 B.c, 

It is clear that no real advances in the study of the ear, nose, 
and throat could take place until anatomy was taken seriously, 
as it was in the sixteenth century with the studies of Vesalius. 
Leonardo da Vinci, Eustachius, and Fallopius. The seventeenth 
and eighteenth centuries saw such important workers as 'WiUis, 
who showed that the seventh nerve was different from the 
eighth ; Valsalva, who observed fixation of the stapes in the 
ova! window ; and Scarpa, who described the saccule and utricle 
in 1789. All these discoveries were temarkabie in the absence 
of modem aids to research. In the nineteenth century, when 
otology became a science, a galaxy of talented observers arose 
from all parts of the world. There was Helmholtz in 1862, 
with his ” Sensations of Tons ” ; Flourens in 1830, and his 
work on the semicircular canals; Breuer in 1874, who noted 
that rotation caused movements of the head in animals and 
nystagmus in men ; and that trio, Weber, Rtnne, andSchwabach, 
whose names are still applied to tests to-day. Though a quack, 
Curtis made a fortune and founded what became the Rota! 
Ear Hospital ; he died in poverty 

After an account of these workers comes the story of Jamw 
Yearsley, Toynbee, who was aural surgeon to St. Mary's Hospi- 
tal (which has the distinction of being the first genera! hospital to 
allot beds to the specialty ^, and Sir William 'Wilde, of Dublin, 
There follows an interesting chapter on the education of the 
deaf down the years. 

It is a matter of interest that laryngology did not progiep at 
the pace of otology, but once established it went ahead rapidly. 
Though Garda is hailed as the founder of laryngology (he saw 
his own cords by means of mirrors in 1855) it is satisfactory’ to 
read that Benjamin Guy Babington is credited vrith the inven- 
tion of his “ glottiscope " in 1829, though the authors throw 
doubt on his having seen the vocal cords. Physick, of Phila- 
delphia, is named the father of American surgery ; in 1820 he 
published an account of his method of removing tonsils by 
means of a snare, suggesting this was original. The modem 
sections are crowded with ffie names of well-known figures, 
many of whom will be known in person by readers. 

This is a most readable volume of great interest to ear-nose- 
and-throat surgeons, and indeed to all those who enjoy medical 
history. 

W. M. MoiitsoN, 


The Daily Telegraph (July I) reports that Lloyd’s under- 
writers will now insure anyone against contracting certain infec- 
tious diseases. This is a development of a scheme introduced 
during the epidemic of poliomyelitis in 1947. 
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ONE HUNDRED AND SEVENTEENTH 
ANNUAL MEETING 

of the 

British Medical Association 

HARROGATE, JUNE 28 TO JULY 1, 1949 


THE SECTIONS 


SUMMARY OF PROCEEDINGS 


In subsequent issues there will be printed in the British 
Medical Journal a few of the opening papers read at the 
Scientific Sections. All the papers will be published in full in 
a separate volume of Proceedings. The reports of the discus- 
sions, concluded in this issue, are intended to give members 
who were not present a general idea of the proceedings. 

SECTION OF ANATOMY 
Tuesday, June 28 
Stnicturc and Fanctioa of Muscle 

With Professor John Kirk (London), the president, in the 
chair, Professor W. T. Astbury (Leeds) opened the discussion 
on the structure and function of muscle by considering muscle 
as a molecular machine. Studies of muscle protein by a:-ray 
diffraction analysis had shown that pure myosin had essentially 
the same structure as whole muscle itself, and that molecules 
of myosin were oriented in the direction of the myofibrils. 
Myosin seemed to be the seat of the contractile properties of 
muscle. Closely similar diffraction pictures were given by 
keratin of hair or wool, so that these molecules appeared 
to belong to the same family of elastic proteins. Recent work, 
too, had shown that the protein of bacterial flagella had a 
similar structure. The essential characteristic of all these pro- 
teins was that they could alter their molecular length and 
form. Even in the resting relaxed state they were in a folded 
configuration, but they could be pulled out into a more extended 
form or become more folded still. The molecules in india- 
rubber were somewhat different in that they were ordinarily 
coiled up in a complex manner, though they too could be 
pulled out into a chainlike form. The folding of hair and 
muscle protein was more regular than in the case of rubber. 
It was possible to make the protein of hair supercontractile 
so that a hair might contract to half its ordinary length. It 
would seem then that the basis of elasticity of hair, muscle, 
and india-rubber was essentially the same — a straightening out 
of already folded-up molecular chains with the resumption of 
the initial state when the extending force was removed. Pro- 
fessor Astbury showed electron photomicrographs of myofibrils 
which he had recently received from Draper and Hodge in 
Australia. Such work suggested that actual shortening of 
the contractile elements of the myofibril took place at the 
molecular level, and thus was not to be observed with the 
electron microscope but only by the indirect method of x-ray 
diffraction analysis. 

Although myosin was now believed to be the actual sub- 
stance which became shortened at the molecular level during 
muscular contraction, the work of Srent Gyorgyi and his 
colleagues had shown that there was another contractile pro- 
tein present in muscle — “ actin." That, too, could be prepared 
pure and studied by the electron microscope and by diffraction 
analysis. Actin could e.xist in a corpuscular form as a scries 
of discrete rounded particles, and also assume a fibrous form 
by the joining together of these elementary bodies. This 
change was reversible, and could be brought about by altera- 
tions in the pH or salt concentration of the dispersion medium. 
The modem view u-as that myosin and actin worked together 


culari ?• ‘u" globular (corpus- 

cular) form of actin became converted into the chainlilce 

of^mvnl°n'‘ contracted (i.e., more folded) molecules 

of myosin ranged themselves alongside these filaments 

mS/nf "’i'h 'I'c replica technique and the 

method of stnpping successive layers developed in the Leeds 
school had shown that the cross striation of the myofibrils 
was real enough, though the surface of the fibril opposite 
stnations was raised, which suggested differential chLges 
dunng the dehydration necessary in preparing material for 
electron-microscope examination. In addition to the ordinary 
bands there were transverse striations some 400 A apart which 
might be due to local accumulations of calcium and magnesium. 
These bands had been studied further by micro-incineration 
coupled with electron microscopy. Ordinary muscle striations 
were not essential for muscular contraction ; they were not, 
for example, seen in plain muscle. Their appearance was 
associated with the need for speed of contraction. Striations 
might be depots of essential materials such as calcium or 
magnesium placed ready for use, as barrels of tar might be 
ranged along the side of a road under repair. Such stores 
might be used up if the muscle were worked too hard, and 
indeed an overworked muscle did show fuzziness and displace- 
ment of the striations. The flagella of PfOteus vulgaris were 
rnade up of macromolecules ; photographs indicated a structure 
similar to that of myosin. ■ Flagella were probably macro- 
molecular hairs — the simplest possible unit. Those flagella 
were thinner than the rods of the tobacco mosaic virus — 
probably’ about 120 A against the latter's 150 A. 

Dr. R. Barer (Oxford) said that the sarcofilasm of muscle 
fibre would escape as a jet through a rupture in the sarcolemma, 
and the clear fragment of membrane remaining could then be 
examined with the electron microscope. Minute circular dots 
appeared on it, but their nature was unknown. The sarcolemma 
was less than O.lg thick. 'Very fine collagen fibres were 
closely adherent to the surface of the membrane and could 
readily give rise to mistaken ideas about the structure of the 
sarcolemma if examined by the progressive stripping technique 
of the Leeds workers. The sarcolemma had considerable 
elastic strength. The old idea of Ktlhne that sarcoplasm itself 
was contractile could not be entirely dismissed. There always 
remained the problem of how the nervous impulse brought 
in at the motor end-plate was disseminated to the myofibrils. 
Phase-contrast microscopy suggested that the incoming nerve 
fibre might lose itself in the granular sarcoplasm. The 
myofibrils were 1-2 g in diameter. When a muscle fibre was 
treated with alkaline Ringer solution (he myofibrillgr contrac- 
tion became asynchronous, and it was then possible to study 
the individual fibrils. 

Professor W. E. Le Gros Clark (Oxford) said that the 
experiences of (he war had started an investigation into the 
vascular pattern of different muscles from the point of view 
of its influence on the prospects of regeneration or survival 
after injury. Each muscle seemed to have its own vascular 
oaltern Although it would seem possible that there might 
be anastomoses within the muscle, injection preparations 
suggested that was not the case, for the anastomoses were 
inadequate to carry on the nutrition of any dcvascularized 
area The tibialis anterior muscle was supplied entirely 
froni the anterior tibial artery and was therefore more 
susceptible to necrosis than extensor digitorum longus or 
extensor hallucis longus, which received branches from the 
posterior tibial artery also. In a second type of vascular su^ly 
a single branch entered a muscle or a muscle belly. ™t 
was seen in the two heads of the gastrocnemius muscle, where 
such single branches formed virtually the whole blood supply. 
On that account the muscle was susceptible to necrosis. 
Similarly, the biceps was also liable to have its blood supply 
interfered with, and a case of necrosis limited to that muscle 
was on record. 

Individual branches within a muscle might anastomose, but 
such anastomosis might not be adequate for continued nutn- 
tion of the muscle. It was possible that in extensive incisions 
into muscles carried out at operation there might result more 
extensive necrosis than was commonly supposed. However, 
muscle was able to undergo considerable regeneration— 



July 16, 1949 


THE SECTIONS; SUMMARY OF PROCEEDINGS 


Britcb 

Medical /ourxal 


161 


surprising amounts of regeneration in view of the commonly 
held view that muscle healed by scar tissue. By producing 
vascular lesions and examining the partially devascularized 
muscle at intervals after the operation he had shown that the 
necrotic area, which was found after two days, was invaded in 
about three weeks by streams of nucleated protoplasm growing 
down from the uninjured muscle fibres. It was astonishing to 
find that in the rabbit the greater part of the tibialis anterior 
muscle could be replaced in that way. The empty endomysial 
sheaths acted as guiding channels for the protoplasmic strands 
in much the same way as Schwann sheaths guided regenerating 
nerve fibres. It would appear that protoplasm might grow 
out with equal vigour from both ends of a muscle fibre. How- 
ever, if scar tissue became interposed in the path of the out- 
growing protoplasmic strands, then they became blocked and 
swelled up into pools, like neuromata. In one of Dr. F. K. 
Sanders's preparations of regenerating nerve, regenerating 
muscle fibres coursed down endoneural tubes. That would 
suggest that it was the mechanical action of the tubes acting 
as guides rather than any special chemotaxis which aided the 
regeneration of the muscle fibres. Possibly the areas of hyaline 
degeneration occurring in certain muscles in the course of 
such diseases as typhoid fever might disappear by regenerative 
processes such as those described. 

Dr. R. E. M. BowmEN (London) described the histologieal 
changes taking place in human voluntary muscle at intervals 
after peripheral nerve injury. After six weeks there was a 
certain looseness of the muscle fibres, which also had a tortuous 
appearance. Nuclei tended to become crowded together and 
the myofibrils were prominent. There was increase in fat 
and connective tissue, but there was no fat within muscle 
fibres, nor did there appear to be fibrous metaplasia of muscle 
tissue. Even 26 years after denervation there were still " ghosts ” 
of muscle fibres to be seen. Motor end-plates could be recog- 
nized up to nine months after division of a peripheral motor 
nerve. Blood vessels in the muscle changed, the intima and 
media becoming thickened and perivascular leucocytic infiltra- 
tions appearing. In a favourable type of nerve injury with 
preserved Schwann tubes nerve fibres could be found struggling 
across fibrous tissue towards the original motor end-plates when 
regeneration was taking place, a finding in agreement with the 
experimental work of "Young and Guttman on the possible 
regeneration of motor end-plates. 

As to electromyographic changes shown by denervated human 
muscle, fibrillation action potentials began to appear 10 days 
to 4 weeks after denervation. Fibrillation potentials might 
make their appearance only on attempting voluntary movement. 
It seemed that the higher a nerve lesion the more rapid the 
rate of recovery — a finding in accordance with Young’s theory 
of an axonic vis a tergo from the cell body being the basis of 
nerve-fibre regeneration. 

Mr. W. F. Floyd (London) said that fibrillation action 
potentials seemed to be the units of which ordinary activity 
was made up. The latter was due to random temporal distri- 
bution — i.e.. an asynchronous firing-off of the individual motor 
units. It had to be remembered always that the electrical 
disturbance was over when the actual wave of muscular 
contraction took place. The introduction of the needle electrode 
into a muscle led to a burst of electrical activity — ^“insertion 
potentials ” — ordinarily of very short duration, but in cases of 
myotonia atrophica it might last two seconds or more. Tapping 
a muscle also caused an outburst of electrical activity, svhich 
again was prolonged in myotonia. In that condition, too, 
gentle palpation of a muscle had the same effect. Charac- 
teristically. there was a persistence of action potentials after 
the cessation of stimulation, and that persistence might go on 
for three or four seconds. The phenomena were not made 
to disappear by curare. The disease could not, therefore, be 
one which affected the motor end-plate. It had been found 
than intravenous procaine modified greatly the myototic 
response of myotonic muscles. 

La the discussion which followed cases were alluded to 
in which muscular spasm was unaccompanied by any electrical 
record. It was also pointed out that in the case of heart 
muscle the electrical manifestations did not necessarily parallel 
the degree of muscular contraction. 


SECTION OF MEDICINE 
Thursday, June 30 
Streptomydn 

With the vice-president. Professor H. W. Futlerton (Aberdeen) 
in the chair. Dr. Geoffrey Marshall (London) read a paper on 
streptomycin. In cases of tuberculous meningitis the drug had 
been given intrathecally and intramuscularly daily for one 
month, after which an interval of a week was allowed. This 
was followed by 48-hourly dosage, continued for at least three 
months and probably six months. As a result 30% of the 
children over the age of 3 had been cured ; many had 
survived for a period, maimed either by deafness, blindness, 
or paresis, but most of these patients had died within a year. 
In only three cases had resistant strains of tubercle bacilli 
developed. 

There had been fashions in the treatment of pulmonary 
tuberculosis. They had shown how difficult it was to assess 
results in this disease. Controls were necessary. It was decided 
to use streptomycin in patients between the ages of 15 and 30 
in whom the disease was of not more than 12 months’ duration 
and of exudative type, where cavitation was not the dominant 
feature, whose sputum was positive, and pyrexia was present. 
The cases and controls were selected by a statistician with the 
usual precautions. Some patients died during the period of 
observation and were therefore omitted from the series, which 
left SS treated cases and 52 controls. The treatment lasted 
four months and was followed by two months’ observation. 
As a result 69% of the treated cases were improved, against 
33% of the controls. He emphasized how well some of the 
controls had done. They had become apyrexial and even put 
on a stone in weighL Of the treated patients 7% died during 
the period of observation, of the controls 27%. 

There appeared to be two disadvantages : first, the develop- 
ment of resistant strains of tubercle bacilli, and secondly the 
effect of the drug on the vestibular mechanism of the body, 
producing ataxia. In non-tuberculous disease of the lung the 
drug was particularly effective against Ps. pyocyanea, but unfor- 
tunately reSstance developed within a very short time. 

Professor Robert CEtJicKSHA.sTr (London) said that using 
the drug had caused the development of more accurate methods 
for the demonstration of the tubercle bacillus and estimating 
its sensitivity to streptomycin. The examination of smears was 
inadequate, and culture had become essential. To achieve this 
it was necessary to render the sputum homogeneous and to 
kill other organisms that might be present. The usual method 
of doing this involved treatment with N 1 1 NaOH for 26-30 
minutes at 37° C. But this was not very satisfactory, since 
many tubercle bacilli were killed with the other organisms. 
The method known as Jungmann’s acid-iron-peroxide method 
was the best. 

With regard to medium, if egg was used it should be made 
from fresh eggs and must be sown within three months. The 
du Boss medium, made with bovine albumiiL which protected 
the tubercle bacillus, was most effective, and it could be made 
into a solid plate by the addition of agar. It might even render 
homogenization unnecessary, since penicillin and sulphonamides 
could be incorporated to prevent the growth of secondary 
organisms. He hoped that fungicides might also be added. 
A rapid test of sensitivity could be developed by sowing two 
plates, one as already described and the other containing 
streptomycin. 

Strains that became highly resistant were in patients who 
had a poor tissue resistance and invariably did badly. The 
degree of resistance therefore could be used to some extent 
in assessing the prognosis. Low chloride in the cerebrospinal 
fluid was not of value in determining the early stage of 
meningitis, but on the other hand the sugar value was of great 
importance ; in no case was it found above 50 mg. per 100 ml. 
In non-tuberculous disease the drug had been most effective in 
cases of H. influenzae meningitis, but all organisms became 
very rapidly resistant. 

Dr. Kenneth Perry (London) referred to the use of 
streptomycin in thoracoplasty. Started three days before the 
operation, it had not proved a very’ successful umbrella in 
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preventing spread of infection, though it was most effective in 
treating it. The optimum time for inducing ah artificial pneumo- 
thorax for the purpose of closing cavities in the more acute 
case was three or four weeks after the start of streptomycin 
therapy. 

Dr. Marshall, replying to questions, said that he considered 
the use of streptomycin in clear pleural effusion was wrong, 

• since there was no method of determining which might sub-, 
seqoently develop pulmonary tuberculosis or indeed which were 
tuberculous ; and, further, its use would be likely to produce 
resistant pulmonary disease. It was found to be not as effec- 
tive when inhaled as when injected intramuscularly. It had 
not proved very effective in the treatment of pyothorax, though 
-it was very good when the Semb space was infected. 

Radioactive Substances 

Dr. R.' R. Bomford (London) then took the chair, and 
Dr Russell Fraser (London) read a paper on radioactive 
isotopes. These were most useful at present in physiology and 
experimental medicine, where they- could be used for tagging 
substances either given by mouth or injected intravenously, so 
that they could be traced through the body. It must be 
remembered that the patient was given irradiation, and the 
broper protection was necessary. No patient was given 
more than 0.01 r in a day. This was quite safe ; 
civen in a local exposure when a barium meal was performed. 
Some isotopes were more useful than others. Calcium could 
not be used, because of its long half-life ;• conversely, the rays 
of nitrogen were soft and its half-life was very short. Radio- 
active iodine was one of the best, since lU half-Iife of eight 
days was not too long to be dangerous .and not so short that 

Isotopes could be used in treatment. Many *yroid cancers 
Hii nSncentrate iodine, but several did. In the latter radia- 
tion could be given to the right place in greater concentration 
tLn bv any other method. Radioactive phosphorus was very 
effectwl in the treatment of chronic 
Semia. Isotopes might also be given m 
for the local treatment of accessible carcinomata such as those 

radioactive iodine could be most useful m show- 
in?i4efher or not a retrosternal tumour 

'rSois .h. 

oTLioactiv. Wine “.iS 

sU Mf, in pten.. as *= t ,he plaS 

and in urine as the percentage easily meLured. 

the concentration was weak and therefore amount 

iriL urine it could usefully be measured as the amoum 

Screted over 48 hours or over different 
hours after the injection. In .fse was true 

fell rapidly and then flattened out, ^ radioactive iodine 

in myxoedema. Broadly speaking, hours the higher 

in the urine specimen between 8 and 12 hours, me mt 

the basal metabolic rate. finis- the iodine 

Radioactive iodine might also be used 1“ ? thvroid 

content of histological material obtained 
gland. Contrary to what has been stated, there was n 
that the pituitary concentrates iodine. ^ 

Anticoagulants 

Professor H. W. Fullerton (Aberdeen) then read » 
on anticoagulants. There was little doubt of the . 

heparin in the prevention of arterial and 
but the expense of the drug and the neccp^ f^ 8' S 
intravenously had confined its use to hospital, inc „ ■ 5 
time should be kept at 30 minutes, and this was rarely 
by dosage less than 75-100 mg. every four houre. 
obtained by a continuous intravenous drip, and_ could thereto 
be used only for a few days. Dicpumarol, which can be given 
bv mouth and which lowered the prothrombin concentration, 
w’as becoming more firmly established in the treatment ot 
venous thrombosis and coronary infarction. The Amencan 
Heart Association had recently compared the remits of ire^' 
inc 386 patients with the latter disease by conventional methods 


with those of treating 432 patients with conventional therapy 
plus dicoumarol. Of the control group 24% died, whereas of 
the dicoumarol group only 14.9% died. Of the control group 
25% had one or more thrombotic complications (secondary 
myocardial infarct ; pulmonary, cerebral, or peripheral emboli 
venous thrombosis), whereas only 12% of treated cases were so 
affected. 

No uniform scheme of dosage can be applied, and each indi- 
vidual needed to' be controlled by a regular estimation of the 
plasma prothrombin, olhenvise there was great danger from 
haemorrhage. Plasma lipoid played ■ an important part in 
coagulation wpich had not previously been recognized. While 
the vcnom-and-lecithin method was the most accurate for pro- 
thrombin estimation, the venom alone gave a more accurate 
method of estimating coagulability, which was much influenced 
by the amount of fat in the diet. In dicoumarol therapy, 
while the prothrombin in the blood was lowered the lipoid 
activator was increased. He therefore thought that the venorn 
lest was the best for controlling this therapy. He usually 
gave 350 mg. on the first day, 200 mg. on the next day, and 
then endeavoured to keep the accelerated clotting time by the 
venom test at 40 seconds. There were no definite rules about 
how this should be done ; not only should the accelerating 
clotting time be noted but also (he speed at which it was rising- 
When haemorrhage occurred it was frequently in the form of 
haematuria and was controlled by transfusion. ,. 1 , a 

Professor A. P. Thompson (Birmingham) said that he hao 
treated patients with heparin by intravenous drip with success, 
and he felt it was safer than dicoumarol. With this drug he 
had had two deaths: in one there was a suprarenal haemor- 
rhage ; many sub-pleufal and sub-endothelial haemorrhages haO 
been a feature at the necropsies. , a 

Professor R. E. Tunrridge (Leeds) recorded a case he had 
seen where a patient had died although the prothrombin time 
had been normal; ibc necropsy revealed many small endo- 
thelial haemorrhages and small haemorrhages m many organs. 

Professor Fullerton in reply agreed that heparin was much 
safer than dicoumarol, but it could not be given for th5 inonlh 
or six weeks necessary for the treatment of coronary thrombosis- 


SECTION OF PATHOLOGY AND BACTERIOLOGY 
Thursday, June 30 

Chemolberapy in the Treatment of MaUgnant Disease 
The discussion on chemotherapy in the treatment of malignant 
disease was introduced by Professor E. C- Dodds (London), 
wL pointed out the obstacles to a rational approach to this 
oroblem since the cause of the disease svas still unknown, A 
great variety of chemotherapeutic agents had been tried and 
the most hopeful of these fell into two main groups: (1) sub- 
inhihitiTio; the Growth of turnours indirectly by their 
eff "« on the host background, and (2) substances wtih a directly 

'1^hffc“ZpSoe'?™i was the outstanding eaample, 
A been used in the treatment of carcinoma of the 
nSstS wirremarkably successful results allhou^ claims 
for complete cure could not be substantiated. In the second 
orniin of cytotoxic agents, of which urethane and the nitrogen 
mustrnds w4e examples, the margin between the therapeutically 
Sective and the toxic dose was small. These substances acted 

“'a SewapprS tad' been nt.de .witb the use oI 
acW compounds which, since folic acid was an essential require- 
ment for neoplastic growth, suppressed selectively the 8^ 
of and leukaemic cells. Encouraging results had been 

SSd with these compounds in the treatment of spontaneous 
and transplanted tumours in animals, but more work was needed 
assess their clinical value. 

Professor A. Haddow (London) restneted his remarU 
one type of substance of chemotherapeutic interest with a dir« 
aefiofon the tumour cell. This was a new senes of som 
200 compounds, mainly aromatic nitrogen mustards or analogou 
He was representing a team of workers tha 
LSed G. A I Ton, VL C. L Ross, P. C. Koller, A- Loveless 
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*TRILENE’-in addition to its use in analgesia- j 
is employed vrith success for the production of 
a light plane of anaesthesia. Contra-indications 
are few, and recovery is rapid with no un- 
pleasant after-effects. 

Containers of 250 and 500 c.c. Cmshable 
ampoules of 1 c.c. in boxes of 5; ampoules of 
6 C.C., boxes of 1, 5 and 25. 


‘KEMITHAL’ sodium is a highly efficient 
ultra-short-acting barbiturate used for the pro- 
duction of basal hypnosis or full surgical 
anaesthesia of short or prolonged duration. 
Respiratory depression is minimal, and ex- 
perience has shown that the occurrence of 
laryngeal spasm is less frequent than with 
similar agents. 

Ampoules of \ or 2 gratrmies, with or without 
distilled aater. Containers of 5 and 25. 


Other anaesthetics and analgesics include : ‘Avion’ brand Chloroform^ Procaine, 
and Pethidine {with and without Hyoscine). 

IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. ^CT 

(/4 subsidiary company of Imperial Chemical Industries Ltd.) 
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Undecylenic Acid in the 
treatment of fungous infections 
of the skin 

THE STUDY of possible fungicidal agents 
in sweat led to the use of naturally occurring 
fatty acids in therapeutics. 

It has been found that undecylenic acid 
and its derivatives are among the most 
effective fungicidal agents, especially valu- 
able in the prophylaxis and treatment of 
tinea pedis and other dermatophytoses. 

Fungicidal Ointment-Boots contains 5 % 
undecylenic acid and 20% zinc undecy- 
lenatein a vanishing cream base. Fungicidal 
Powder-Boots contains 2% undecylenic 
acid and 20 % zinc undecylenate in a starch 
and kaolin base. They do not irritate the 
skin and may be used safely by patients for 
self-treatment over long periods. 

Fungicidal Ointment-Boots 

Tubes of approx. 1 oz. 

Fungicidal Powder-Boots 

Sprinkler containing approx. oz. 

Literature and further information sent 
on request to the Medical Department 

BOOTS PURE DRUG CO. LTD. 
NOTTINGHAM ENGLAND 

S-O 




ElASTIf PIASTER BANDAGES 


Variban Elastic Plaster Bandages are 
now recognised as the most successful 
in the treatment of Varicose condi- 
tions of the .leg. They are also 
indicated for Strains, Fractures and 
general orthopaedic cases. 

CuxsoHj Gerrard & Co. Ltd. 

MANUFACTURING CHEMISTS 
. ' OLDBURY • BIRMINGHAM 



SUPPORT WITH COMFORT 

Abdominal Ptosis in all its forms can be reliably treated 
by the Curtis Abdominal Support No. 1 . It gives direct 
anterior-posterior pressure but has no undue constricting 
effect on the lower abdomen and assures complete 
freedom of hip movement; in other words, it gives 
gentle pressure and firm support only where it is needed. 

• Lasting comfort in wear is assured at all times by .the 
high standard of workmanship and finish. This is one 
of the many types of Curtis Products, whose use is 
recommended by the Medical Profession. 


MODEL No. 1 
ABDOMINAL SUPPORT 

H. E. CURTIS & SON, LTD. 

4. MANDEVILLE place, LONDON, W.l 

Phone: Welbcck2921. Grams: Curtis, Welbcck, 2921. 

Sole Makers of Curtis Appliances, Abdominal Supports and 
Corsets, Elastic Hosiery, Trusses, Colostomy Appliances, etc. 
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E. S. Homing, and R. J. Goldacre. While it seemed not 
unreasonable to expect improved therapeutic etllciency from 
chemical modification of the aliphatic types so far employed, 
clinical trial of a few new types, especially the fci.r-chloroethyl 
derivative of /3-naphthyIamine, indicated that therapeutic effects 
were still largely confined to those tumour types — especially 
Hodgkin’s disease — which were most responsive to the aliphatic 
chloroethylamines. The new aromatic substances had, however, 
some practical advantage in that they could be readily adminis- 
tered by mouth for considerable periods. Examples were 
shown of the clinical responses obtained, especially in Hodgkin’s 
disease, chronic lymphatic leukaemia, and plasmocytoma. 

That the action of such substances was largely a direct one 
on the cell was illustrated by cytological evidence — induction 
of nucleic-acid-deficient zones in the chromosome, chromosome 
breaks, defects of chromosome spiralization, anaphase bridges, 
and ejection of fragmented chromatin into the cytoplasm in the 
form of micronuclei. The significant effect was believed to be 
produced in the resting stage, with consequent damage to the 
mechanism of mitosis which became evident cytologically only 
in the course of cell division ; such damage tended to augment 
in successive disasions until the cell was no longer viable. 

Both the clinical responses ”^and cytological effects induced 
by these substances clearly illustrated the'ir radiometric charac- 
ter, and this was further seen in the damage which they inflicted 
upon cell division in the bone marrow and testis, and in the 
characteristic and permanent bleaching of pigmented hair in 
the areas overlying the site of subcutaneous injection; the last 
effect was quite indistinguishable from a similar effect produced 
by irradiation with .x rays or the subcutaneous injection of 
plutonium. 

Since x rays and other agents with similar growth-inhibitory 
properties were known to be carcinogenic, it became important 
to decide whether the new aromatic mustards were endowed 
'with the same property. Extensive biological tests had now 
shown this to be so. ^Examples were shown of sarcomata 
.induced at the site of subcutaneous injection, and there was 
evidence that these substances were also active by mouth and 
so might induce carcinomata in the intestinal tract. Many of 
the induced sarcomata were of exceptional interest on account 
of their high incidence of cytological abnormality, a feature 
which appeared to be characteristic and was maintained on 
transplantation over many generations. Professor Haddow 
went on to discuss the mode of action of these new chemically 
active substances on the cell and looked forward to the eventual 
prospect of correlating the chemical properties of a carcinogen 
with the chemical and genetic properties of particular chromo- 
some regions. He concluded that the frontal attack on the 
chemotherapy of cancer was not likely to be the most successful, 
since workers were inevitably drawn back to questions of the 
mechanism of carcinogenesis, questions which were more 
fundamental and hence more fruitful in the long run. 

Professor F. Dickens (London) discussed the use of folic acid 
antagonists in experimental cancer therapy. Folic acid as a 
member of the B group of vitamins was essential for cell grow th, 
being particularly concerned with haemopoiesis and probably 
with the synthesis of nucleic acids and related compounds. 
Actively growing cells, such as bone marrow and intestinal 
mucosa, had a special need for folic acid, which was also the 
vitamin present at the highest relative level in neoplasms. It 
therefore seemed logical to attempt the suppression of tumour 
growth by anti-folic-acid compounds such as aminopterin and 
anethopterin. 

Professor Dickens and his colleagues had tested the effect of 
both folic acid derivatives and anti-folic acid substances in the 
treatment of rnammary adenocarcinoma in mice. With the 
former group they failed to obtain inhibition or regression of 
tumour growth, but with anethopterin, given daily by intra- 
peritoneal injections, only two of sLx mice tumours grew in 
the same way as in the control animals. Two tumours which 
had regressed started to grow again and two regressed com- 
pletely. The treated animals showed pronounced leucopenia 
and haemoconcentration associated with diarrhoea. larger 
groups of mice were now under test. 

Sir Stanford Cade (London) described his experience with 
both cylotoxic substances and hormones in the treatment of 


clinical cases.. The nitrogen mustards had produced striking 
improvement in Hodgkin’s disease and other reticuloses, and 
were particularly valuable in cases which had become resistant 
to X rays, but patients who relapsed usually failed to respond to 
a second course. Urethane was useful in chronic leukaemia, and 
had the advantage that the maintenance dose could be con- 
tinued for years. Aminopterin, the anti-folic-acid compound, 
had been given in acute and chronic leukaemias (lymphatic, 
myelogenous and monocytic). It acted on both normal and 
abnormal blood cells and could reduce the total leucocyte count 
to very small numbers remarkably quickly, but the effect was 
only temporary. 

Discussing the use of hormones. Sir Stanford Cade said that- 
about 10% of prostatic cancers failed to respond to stilboestrol ; 
a very large dosage had no advantages. He had employed both 
oestrogens and androgens in the treatment of mammary cancer ; 
only oestrogens were effective in male mammary cancer, and 
in women they should not be given until ten or more_ years 
after the menopause. Testosterone was particularly effective 
against metastases in bone in female mammary cancer ; by 
controlling tumour growth and allowing bone replacement it 
gave marked relief of symptoms. The tendency to masculiniza- 
tion was not related to dosage. There were no significant blood 
changes, although hypercalcaemia had been reported and there 
was an excessive excretion of 17-ketosteroids during treatment. 

In the general discussion which followed. Professor R. J. V. 
PuLVERTAFT, the president of the Section, pointed out the 
analogy between the events of carcinogenesis as described by 
Professor Haddow and the induction of adaptive modifications 
in bacteria. Professor Haddow agreed, and stated that in fact 
many of the induced tumours had proved on test to be quite 
insensitive to the cytotoxic action of the compounds used to 
induce them. 


SECTIONS OF SURGERY AND NEUROLOGY AND 
PSYCHIATRY 

Thursday. June 30 
Head Injury 

With Mr. T. V. Pearce (Harrogate) and Mr. W, R. Henderson 
(Leeds) presiding, Mr. G. F. RowmoTH-AM (Newcastle) opened a 
discussion, in the absence of Professor Norman Dott owing 
to illness, on the treatment, after-treatment, and sequelae of 
closed injuries to the head. Speaking of the diagnosis and 
management of the acute stage, he said that head injuries might 
provide difficult problems in diagnosis. Distortion of the brain 
rvas the essential lesion, and the whole brain was involved. 
Associated injuries must not be overlooked, and they might 
complicate the clinical picture ; injuries to the cervical vertebrae 
were specially important. He distinguished between the intrin- 
sic injury to the brain (contusion, laceration, diffuse neuronal 
injury) and the many complications which might develop. The 
intrinsic lesion might be overwhelming and cause death, but 
more attention to, and study of, the extrinsic complications 
should lead to lives being saved. 

Careful supervision and nursing were required in the acute 
stage. Attention to feeding, bowels, bladder, skin, mouth, and 
eyes were specially important, while restlessness required treat- 
ment It was difficult to know how often secondary complica- 
tions occurred, or to visualize what was going on within the 
skull. Nevertheless, if they could control the complications 
they would save many lives. From studying post-mortem 
material be believed that even a thin layer of extra-dural blood 
could turn the scales and cause death. If consciousness was 
returning, operative interference was rarely required. Dehydra- 
tion played no part in treatment. When there was grave doubt 
about the advisability of operation he advocated an exploratory 
trephine or “ inspection hole ” so that the site of possible intra- 
cranial haemorrhage could be looked at. He stressed the 
dangers of inadequate debridement of scalp wounds ; this might 
lead to serious intracranial complications. 

Dr. W. RrrcHiE Russell (Oxford) emphasized the difficulty 
at necropsy of knowing whether the visible abnormalities were 
in fact the cause of death. Most cases of head injury did well 
on “ sheer neglect.” but perhaps 20% required help with 
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rehabilitation. He advocated: ( 1 ) During the acute' stage an 
• environment of confident optimism; which prevented needless 
anxiety ; (2) graduated physical exercises started early and 
{mrsued vigorously ; (3) some form of advice service to which 
those patients could turn during convalescence. 

A 'rehabilitation programme for the patient to attempt was 
helpful, and some competent person should be available to 
discuss matters fully with him. Ah early return to a few 
hours’ work a day was specially valuable, but dangerous occupa- 
tions might have to be given up for a time. Insistence on light 
work was often undesirable. Half a day spent at hard manual 
^ work might be much less tiring than a whole day at “ liglit ” 
work. An essential principle of rehabilitation was that the 
patient should practise those movements or activities which 
caused symptoms. For example, orthoptic exercises might be 
very helpful when reading led to blurring of vision or head- 
ache. Where disability was gross or the occupation specially 
dangerous the situation should be faced without delay, and if 
necessary a change of occupation advised. The head-injury 
advice bureau at Oxford had been valuable. Developments 
along those lines would be a useful form of preventive 
medicine. 

Dr. E. Stengel (London), speaking of the psychiatric aspects, 
of - head injury, said there was no phase following head injury 
in which the handling of the patient should not be guided by 
the psychiatric approach. The psychiatric approach was an 
attitude of mind which made one see an illness or accident as 
something that happened to a personality rather than to a part 
of the body. It also implied a distrust of uninformed common 
sense. They were less concerned than were their predecessors 
with separating the so-called functional from the organic 
features among the symptoms following head injuries, and aimed 
at stimulating the resources of the undamaged parts of the 
brain by rehabilitation and psychotherapy. Head injury was 
felt to be a psychic tcauma much more than injury to almost any 
other part of the body. The head was the most significant 
part of the body image. Neurotic symptoms were apt to emerge 
when the ability of the personality to deal with the impact of 
emotional stress had suffered as the result of structural damage. 
He fully supported Dr. Ritchie Russell’s proposal for the estab- 
lishment of advice bureaux for those with head injuries, and 
thought that a psychiatrist versed in the problems concerned 
might be an asset on the staff of such a centre ; he would also 
study the problem of accident proneness, which was part of a 
specific character structure. 

In the discussion which followed, Mr. T. V. Pearce said that 
he was surprised to find that the industrial insurance companies 
were not much impressed by the -alleged difficulties in dealing 
with head injury cases. Dr. D. Engel described an increased 
permeability of the blood— brain barrier in the acute stage. 
Dr. Hugh Garland advocated -care in what is said to the patient 
about fractures of the skull. Dr. Gordon Campbell (San 
Francisco) referred to associated cervical lesions causing head- 
ache and even giddiness. Dr. J. G. Greenfield said that pontine 
lesions were rare, ^but the clinical picture in fatal cases often 
indicated a hypothalamic cause of death. 
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SECTION OF ANAESTHETICS 
Thursday, June 30 
Dental Anaesthesia 

With Dr. H. B WtLsoN (Aberdeen) in the chair, the discussion 
on dental anaesthesia was opened by Dr. W. S. McConnell 
(London), who said that traditionally nitrous oxide was regarded 
as the safest and least harmful of anaesthetics. It was there- 
fore administered regardless of its limitations, often with poor 
results. Its “ safety ” depended on the anaesthetic being 
abandoned at the whim of the anaesthetist and perhaps before 
completion of the operation. A physiological insult wtis offered 
to a patient by using a gas whose anaesthetic potency was 
so low that oxygen deprivation had (o be used to augment its 
effect. He stressed the risks of so subduing a struggling patient. 
Nitrous oxide was contraindicated in children, who had a 


large oxygen demand and small vital capacity ; in large muscu- 
lar men the ageing athlete,” who might be resistant when 
there was any psychological intolerance of general anaesthesia ; 
and in patients who had a pre-existing lesion, such as respira- 
tory obstruction, lung disease, myocardial disease, or anaemia 
which made anoxia dangerous. The speaker alway.s made a 
point of using a strap around the patient's pelvis. 

^ A film was then shown of the technigue of continuous nasal 
nitrous oxide, illustrating the difficulties and their management. 

Dr. Stephen Coffin (London) discussed the problem of 
anaesthetizing children for dental extractions in the chair. They 
were difficult patients because of a raised metabolic rate, 
nervousness, and the accentuation of mechanical difficiilties by 
a small mouth. It was important that a child’s first anaesthetic 
should not affect adversely his reaction to future ones. Dr. 
Coffin preferred nasal nitrous oxide and oxygen, because, 
though less easy than other methods, it allowed adequate work- 
ing time and had the advantages of a pleasant induction and 
a rapid and uneventful recovery. Premedication was not given 
routinely except in the younger and more nervous patients. 
Troubles that might occur during maintenance were : difficulty 
in balancing good anaesthesia and colour, rapid cyanosis in 
response to oxygen limitation, and mechanical difficulties which 
reduced the airway. He stressed the prime necessity for a human 
and friendly approach to dental anaesthesia in children. • 

Mr. Balendra (Ceylon), speaking as a dental surgeon, 
pleaded for team work so that clumsiness on the part of the 
dentai surgeon might not upset the anaesthesia. He had devised 
a strap which was part of an apron and was therefore not so 
objectionable to the patient. He also felt it was unwise to 
operate on patients who had trismus. In these patients cardiac 
or respiratory distress appeared suddenly on opening the mouth ; 
they should be anaesthetized lying down. 

Dr. A. H. Galley (London) drew attention to (he value of 
trilene for children. He used it in the Oxford vinesthene 
inhaler. Dr. E. F. Adams (Birmingham) appealed for, the 
modification of dental apparatus so that the gas mixture could 
be varied by means of a foot control. 

Dr. J. McAuley (Blackpool) found a small dose of curare 
more helpful in the obstreperous patient than thiopentone. 
Curare with cyclopropane was best for elderly patients with 
cardiovascular disease. Drs. G. Catherine Evans (Herne Bay). 
G. S. W. Organs (London), and R. P. Harbord (Leeds) gai'e 
examples of their own methods, and described in particular 
how they gained the confidence of .children about to undergo 
dental anaesthesia. 

Continuous Caudal and Peridural Analgesia 

With Dr, G. S. W. Organ'E (London) in the chair. Dr, Ronenr 
A. Hincson (Baltimore) outlined the history of caudal and 
peridural analgesia from Sicard and Cathclin in l9Qt to the 
present day, referring in particular to the work of Lundy and 
Cleland. He showed the instruments he used for continuous 
caudal analgesia, pointing out that the sacral hiatus was easy 
to enter and that there were no structures other than the last 
sacral and coccygeal nerves which were liable to injury. The 
latter in any case could be cut with impunity so far as the 
anal sphincter was concerned. A common technical error wa.s 
injecting fluid or air. outside the sacrum and traumatizing the 
■ periosteum of the sacral canal, with the production of pain. 
No standardization of dose 'was possible— each must be 
“ taiJor-made ” to fit the individual patient. He had used con- 
tinuous caudal block to remove the sympathetic vascular tone 
from the lower half of the body, producing a “bloodless 
phlebotomy” for those conditions in which a classical phle- 
botomy might have been undertaken. Pulmonary oedema and 
eclampsia were examples of conditions in which phlebotomy 
had been used (o treat a vasomotor crisis, and for which caudal 
analgesia was equally successful . , , . 

Dr. Hincson then desenbed the use of this method in the 
treatment of eclampsia and showed how the sympathetic block- 
relieved hypertension, thus reducing the work of (he heart and 
relieving oedema. Oxygen therapy must always be used con- 
currently. He demonstrated Tuohy’s needle, which allowed a 
fine catheter to be inserted into the peridural or subarachnoid 
space in cither a cephalic or caudal direction at the wish of 
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the administrator. Other "^successful uses of the method had 
been in cases of chronic ulceration of the legs, thrombo- 
phlebitis, and acute arterial thrombosis. In all these cases every 
safeguard, and particularly oxygen, was needed. 

Dr. Winifred Pitkin iNew York), the British-born widow of 
the late Dr. George Pitkin, reviewed the neuro-anatomy of the 
parts concerned in continuous caudal block. 

Caudal Analgesia in Obstetrics 
Later, at a joint meeting of the Sections of Anaesthetics and 
Obstetrics and Gynaecology, Dr. Robert A, HtNosoN read a 
paper on continuous caudal analgesia in obstetrics. He first 
referred to ancillary factors which helped to make women in 
labour more comfortable, such as air-conditioning, artistic wall 
decorations, music, and television. The safeguards without 
which he considered caudal analgesia should not be undertaken 
were a continuous drip infusion and oxygen therapy. 

The method was not without its disadvantages from the 
obstetric point of view, 40% oT multiparae and 80% of primi- 
parae needing forceps delivery. The obstetrician must be pre- 
pared for this or else he should reserve caudal analgesia for 
those cases where forceps were going to be applied in any case. 
He had now managed many thousands of cases with only two 
maternal' deaths, one due to a massive spinal injection and the 
other to infection following penetration of the rectum. A total 
of 600.000 cases had now been reported. The extent of the 
anaesthesia had varied from the xiphoid cartilage to the toes, 
the duration from one hour to weeks. He advised that hospitals 
should arrange for teams of workers to cover the whole 24 
hours, each team consisting of trained nurses and doctors who 
would look after the patient continuously. Many statistical 
and other charts were then shown illustrating how the method 
had reduced infant mortality, particularly among premature 
babies. Dr. Hingson again warned his listeners against the 
use of this method by untrained people and in unsuitable 
surroundings. 

Dr. A. H. Galley (London), in opening the discussion, 
reviewed the anatomical pathways for both sensory and motor 
impulses connected with labour. He felt that continuous 
caudal analgesia was contraindicated in cases of placenta 
praevia, because the relaxed cervix ceased to give support to 
the placenta. The main indications were: multiparae. breech 
presentations, continuous contractions of the uterus with much 
pain, rigid cervix, foetal distress, prematurity, and where forceps 
delivery was antidpated. Professor R. R. Macintosh (Oxford) 
inquired how Dr. Hingson- sterilized his catheters. 

In reply Dr. Hingson again referred to the possible dangers 
of the methods, saying that it could “ assassinate women ” if in 
improper hands or unsuitable drcumstances. His catheters were 
all autoclaved. Formerly he used shellac-coated catheters, but 
had now found a new plastic material, "vinethyl,” and which 
could be autoclaved. Another type of plastic catheter (poly- 
thene) would not stand up to heat but had to be sterilized in 
aqueous antiseptic. Continuous caudal analgesia carried with 
it an inherent mortality of about one in 20,000 women, because 
in one in 10,000 cases a peridural infection followed, and this 
condition carried with it a 50% mortality. 


SECTION OF OCCUPATIONAL HEALTH 
Thursday, June 30 
Tuberculosis and Occupation 

The chair was taken in turn by the vice-presidents. Dr. W. 
Blood (London), Professor G. P. Crowden (London), 
and Dr. F. S. Cooksey (London). Dr. Alice Stewart 
(Harrow-on-the-Hill) opened the discussion by describing 
an investigation into the incidence of pulmonary tuber- 
culosis in the boot and shoe industry’ in Northamptonshire. 
It had been known for at least fifty’ years that the shoe trade 
carried a high mortality rate from phthisis. Investigation, 
based on the results of a mass radiography survey, on notified 
cases, and on the medical records of men called up, showed 
that this was partly due to selective recruitmenL The shoe 
trade employed more men with quiescent tuberculosis than 


other trades. The physique of men was slightly subnormal, 
and there was a strong family tradition, so that workers were 
often interrelated. There was no evidence of a specific indus- 
trial hazard in boot and shoe factories, and the death rate for 
other diseases was below average. 

The incidence of active tuberculosis was not uniformly dis- 
tributed. Men and women employed in factories with large 
workshops contracted the disease more often than those in 
factories with small workrooms. The phthisis rate per LOGO 
w’as 2.9 in rooms with fewer than 20 workers and 10.4 in those 
with over SO workers per room. This same relationship between 
size of workroom and incidence had been found in the clo'thing 
industry. Further work would be necessary before it could 
be stated categorically that spread of infection was a funda- 
mental cause of this high rate, but it might be an important 
'factor in the epidemiology of other diseases. 

Dr. W. PoiNTON Dick (Denham), discussing the advantages 
of mass radiography surveys in industry, said that 25% of 
those over 15 years old worked in factories. With the recent 
proposal that each worker should bring along a non-factory 
worker it would be possible to survey a substantial proportion 
of the adult population. Between 75 and 85% of the total 
population volunteered, and the degree of response was usually 
high where relations between management and workers were 
good. In return visits it was found that the rate of new cases 
per I(X) examined was reduced by a third. 

Dr. F. R. G. Heap (London) said there were three important 
factors in the resettlement and rehabilitation of the tuberculous. 
First, it was never certain that a tuberculous person had 
recovered from his disability. Although there were few 
reliable figures in the follow-up of tuberculous cases, there 
was sufficient evidence to demonstrate a high relapse rate. 
Important factors in preventing relapse were high standards 
of housing and nutrition and routine medical examination at 
least once a year. The night sanatorium which offered care, 
nourishment, and rest had great possibilities in the future. 

Secondly, it was not possible to assess the capacity for work 
of tuberculous persons except by trial and error. Certain 
occupations such as outdoor .work, which was usually heav’y, 
and high-pressure team-work were undesirable. WTiere possible 
the tuberculous should be spedally trained so that their work 
had an economic value. 

Thirdly, when the disease was active it was usually infectious, 
but it was probable that inherent resistance was the most 
important factor in infectivi^-, and that exogenous infection 
apart from the primary infection played a small part in causing 
active disease in those already infected. Financial assistance 
played a vital part in rehabilitation. This could sometimes be 
assured by contributions from certain authorities, but to apply 
a means test would do great harm. 

Dr. E. H. Clitv’Er (S. Africa) said that in his country they 
were working on the assumption that the primary’ infection must 
be avoided. There would be extensive tuberculin testing of 
the African population from which gold-mining labourers were 
recruited. Those with a negative reaction would be given 
B.C.G. vaccine. 

Dr. Peter Edwards (Market Draylon) said that many of 
the “ incurables ” could work and should be given a chance. 
Untutored idleness was bad for the tuberculous. Exogenous 
infection was an important factor in spread of the disease but 
could be controlled by proper sanatorium treatmenL It was 
vitally important to educate the positive case, but a hard core 
of 10% were ineducable. At Papworth the value of education 
and sanatorium control was proved by the numbers of children 
and adults who had never become infected. Dr. Bri.a-n Davey 
(Oxford) made a plea for using mass radiography as an instru- 
ment for epidemiological research. 

In reply Dr. Heap said that tuberculin tests showed that a 
much higher percentage of the population in the lower age 
groups was escaping primary infection. B.C.G. vaccination 
could probably prevent the primary lesion from becoming 
dangerous. Later, infection by the exogenous route certainly 
took place, but it need not be harmful if the inherent resistance 
of the infected vvas high. Dr. Alice Stew'art suggested that 
it was easier to stop infection than to attempt to raise the 
resistance of the total population. 



100 JULY 16, 1949 


THE SECTIONS: SUMMARY OF PROCEEDINGS 


SECTION OF RHEUMATOLOGY 


URITBlt 

Medicai, Journal 


' Thursday, June 30 
Intcrantional Congress at New York 

1 Dr. G. p. Kersley (Bath) gave his impressions of the seventh 
International Congress on Rheumatic Diseases held in New 
York. Naturally, he said, discussions and clinical sessions 
tended to centre on endocrinology, so itiuch so that Dr. Philip 
S. Hench coined the word “ rheumocrinology ” for this field. 
.^Much interest was also shown in the histology and micro- 
chemistry of connective tissue and their application to the 
“ collagen diseases.” Under this heading Professor Walter 
Bauer discussed rheumatic fever, rheumatoid disease, spondy- 
litis, generalized lupus erythematosus, dermatomyositis. sclero- 
dermia, and polyarteritis nodosa. , 

\ These diseases had much in common, including a favourable 
reaction to “ cortisone ” (compound E), but Bauer advised that 
these syndromes should be kept separate until more was known 
of their specific aetiology. The widespread microdermal 
changes in rheumatoid disease were considered a non-specific 
response to some biochemical reaction, though they occurred 
much more frequently in this condition than in any other. 
Steiner (Detroit) alone maintained that tlie absence of reticulin 
network and the compactness of the focal lesions in rheumatoid 
disease allowed him to differentiate with certainty these lesions 
from those more rarely seen in other conditions. 

The old difference of opinion about the interrelationship of 
ankylosing spondylitis and rheumatoid arthritis was maintained, 
the Americans considering the two conditions identical in spile 
of the different age and sex incidence, rarity of nodules ana 
biopsy changes in the muscles in spondylitis, and their different 
reactions to gold and x-ray therapy. 

In the field of orthopaedic surgery the outstanding 
pre- and post-operative care of cases undergoing cup arthro- 
plasty for arthritis of the hip at Smith-Petersen’s clinic at 
Boston was remarkable, the surgeon himself supeiwising all 
exercises during the early stages and rehabilitation being carried 
on for as long as two -years. This operation was still being 
performed for spondylitic cases, but a second conservative 
operation was often indicated some eighteen months later. No 
walking was permitted without crutches for at least six months. 

Excision of the heads of the metatarsals where there was 
pain and deformity was giving good results, and sunilar excisions 
of the acromial process, the head of the radius, and the lower 
end of the ulna were being carried out quite frequently when 
indicated. 

A niunber of papers were read on the use of endoennes 
in rheumatic disease, notably by Hench and Kendall 
(Mayo Clinic), Thorne (Boston), and Woolfson (Chicago). 
Later a series of cases so treated were seen and 
examined. In addition to the Mayo Clinic, five other centres 
were given sufficient cortisone to treat two cases each tor two 
weeks. Each centre confirmed the results obtained at the Mayo 
Clinic. The use of these hormones could not yet be looked 
upon as a new treatment likely to be available soon. Not only 
were supplies so limited that only research centres were likely 
to have any for some time, but the present cost of about £4,000 
for two weeks’ treatment was prohibitive. Much more needed 
to be learnt about actions and side-reactions. 

“ ACTH ” (Armour), the corticotropic hormone of the anterior 
pituitary, and cortisone (Merck) (compound E acetate), 17- 
hydroxy-1 1-dehydrocorticosterone, a steroid from the adrenal 
cortex, had very similar properties, the former stimulating the 
adrenals to produce the latter. The dosage required, however, 
was so great that the contamination of ACTH with “ pitressin ” 
would often cause a rise in blood pressure, faintness, and 
vomiting. 

Cortisone given intramuscularly in a dosage of 100 mg. a 
day produced a dramatic temporary remission in all the collagen 
diseases and also in gout, and was believed to be of benefit in 
treating such diverse conditions as metastatic carcinomatosis, 
hyperpiesis, and the shock of coronary thrombosis. Its action 
therefore was obviously a fundamental one, possibly on con- 
nective tissue, and not specific to rheumatic disease. 

In rheumatoid arthritis some symptomatic improvement — 
relaxation in tension and casing of pain — began within a matter. 


of horn. Within a week, pain largely disappeared, swelling 
was reduced, the appetite improved, weight was gained, anaemia 
was corrected, and the sedimentation rate began to drop. How- 
ever, twenty-four hours after the cessation of treatment some 
falling off in the improvement was noticed, and often within a 
week the patient had relapsed, perhaps 80% of the improvement 
being lost. In rheumatic fever a similar result was obtained, 
but in only one case did a relapse occur immediately treatment 
was stopped. 

Relief was experienced in attacks of gout within one to four 
hours, but about four days after the withdrawal of ACTH or 
cortisone, uniess colchicine was administered in large doses, 
an acute attack occurred owing to the temporary production 
of a negative phase of corticosteroid production. This arti- 
ficially produced attack was associated with all the usual 
chemical and clinical phenomena of gout and of ll-o.\ysteroid 
depression. This suggested that gouty individuals, had a poor 
“ stress ” response from their anterior pituitary glands to shock, 
trauma, infection, or strain, and that this was the mechanism 
by which the trigger factors in gout acted. 

Woolfson postulated that this sluggish corticosteroid response, 
together with an abnormal androgen, which was not a pre- 
cursor of 17-kelosteroids and which helped to regulate a 
hereditary hyperuricaemia, explained the age, sex incidence, 
phases of gout, and the abnormally low 17'ketosleroid 
excretion in this disease. The latter was not due to difficulty 
in excretion, as testosterone administered to the gouty patient 
immediately produced a normal ketosteroid response. 

In conclusion Dr. Kersley said it was impossible at the 
moment to define the significance of the recent discoveries in 
relation to the anterior pituitary and adrenal cortical hormones 
of the “carbohydrate" group or 'even their site of action. 
Their action must be fundamental rather than specific for 
rheumatic disease, though they affected beneficially all the 
collagen diseases and probably helped to explain the way in 
which the same triggers of shock, fatigue, infection, etc., 
adversely affected all these diseases. To produce results large 
doses had to be used, and this treatment could not be looked 
upon as simple replacement therapy, like insulin in diabetes or 
thyroid, extract in myxoedema. He pointed to the absence of 
arthritis in Addison’s disease. In certain diseases it might be 
that large doses of these steroids might act biochemically, as 
in the use of massive doses of vitamin C with arsenic, or the 
compounds may be catabolized over-rapidly in certain people. 
The only thing that was clear was that a new and wide field 
for research had been opened up .with a reasonable hope of 
securing a valuable therapeutic weapon at some time in the 
future. 


SECTION OF MEDICINE 
Friday, July I 
Cirrhosis of the Liver 

Professor R. E. Tunbridge (Leeds), the president, took the 
chair and Dr. N. H. Martin (London) opened a discussion on 
cirrhosis of the liver. He said that since Hanot described the 
condition 50 years ago the studies had been mainly of connec- 
tive tissue, but what they really wanted to know was 
the condition of the liver cell. By means of liver biopsy 
it was possible to follow the changes from tlie acute phase 
to the stage of restoration as well as the chronic progressive 
disease, and it might thus be possible to discover how many 
recovered and how many subsequently broke down. However, 
it was only a small sample, and one only of the right lower 
lobe of the liver.' Experimental evidence during exercise 
showed that there was a markedly diminished flow through the 
liver; if exercise were allowed too early during the recovery 
from'acute hepatitis, the cells might be intermittently deprived 
of oxygen and thus permanently damaged. This might also 
explain the tendency to relapse. 

In yellow fever there was little autolysis of the liver cells, and 
therefore there was rarely any fibrosis ; whereas when the liver 
was poisoned by carbon tetrachloride there was marked auto- 
lysis, which he regarded as precirrhotic. It had long been 
known that carbohydrate had a protective action on the liver ; 
but recently choline and methionine had been shown to 
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protect the liver from fatty infiltration. If sulphur-containing 
amino-acids, such as cystine, were cut out of the diet, small 
areas of haemorrhage and necrosis developed, whilea-tocopherol 
(\ilamin E) protected the whole liver when there was a 
deficiency of cystine and methionine. It was therefore most ■ 
important not to starve the patient but to ensure an adequate 
protein intake. 

Liver-function tests were disappointing. He usually used 
four: (I) Circulating bilirubin; (2) total plasma pro- 
tein, and albumin-globulin ratio ; (3) thymol turbidity ; and 
(4) ajkaline phosphatase. Steady deterioration shown by these 
tests indicated obstructive jaunifice, whereas they showed 
gradual improvement in cases of acute hepatitis. The thymol 
turbidity test continued positive long after the serum bilirubin, 
urinary bilirubin, and urobilinogen had returned to normal 
levels. This test might be of value in prognosis, and those 
cases in which it was positive over a long period might be ones 
that would subsequently develop cirrhosis. With regard to 
plasma proteins, estimation of the total protein did not help 
very much, since it was very variable, but gross inversion of the 
albumin-globulin ratio was of significance. 

Dr. M. H. K. HAGGtE (London) said that eveiyone had been 
taught that alcohol caused cirrhosis. He had therefore studied 
the notes of patients with evident cirrhosis who had come to 
necropsy at the London Hospital over a period of 40 years to 
ascertain how many ■ gave a history of atcohoiism, and had 
found that there had been a falling incidence in recent years. 
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He had also examined 19 patients tvith cinhosis who had been 
in the hospital in the past two years. They had consisted of 
12 women and 7 men, whereas in the old literature the incidence 
was -three males to one female. This also indicated a changing 
cause. Two of the 19 — one a barman and one a barmaid — 
were alcoholics. He therefore thought that alcohol was a factor 
in the cause of cirrhosis ; but alcoholics often did not eat, and 
were therefore deficient in the necessary protective factors. 

Mr. J. E. Richardsos (London) said that surgery was mostly 
concerned with the complications of cirrhosis — namely, haemat- 
emesis and ascites. It had been suggested in the past that 
portal hypertension might increase the liability of the gastric 
mucosa to ulcer formation and that gastrectomy was the right 
treatment; but in his experience a ruptured ofsophageal varix 
was always found at necropsy. Further, if the lower end of 
the oesophagus was studied radiologically after swallowing 
barium the Indentations of oesophageal varices could always 
be found in , patients who had had recurrent haemorrhages. 
While ascites was often mechanical, it was sometimes also 
biochemical, and therefore a gross disturbance of the albumin- 
globulin ratio was an indication against surgery. 

The main cause of post-operative deaths was oozing of blood, 
and therefore fresh blood should be used for transfusion, since 
stored blood was deficient in prothrombin and those patients 
also had a low prothrombin concentration in the blood. Many 
operations had been considered. Sclerosing fluid had been 
injected through an oesophagoscope into the varices; but the 
thrombosis might spread dangerously after that procedure, and 
it did not remove the cause of the varices. Splenectomy was 
dangerous because of the large number of vascular adhesions 
which had to be disided. Recently shunt operations had come 
into favour, such as anastomosing the splenic vein to the left 
renal vein, or the portal to the inferior vena cava. Anastomosis 
of the superior mesenteric to the inferior vena cava and of 
the inferior mesenteric to the left spermatic had also been per- 
formed. The spleno-renal w as the easiest technically ; it was 
possible that the porto-caval might eventually prove the best, 
since it gave the biggest shunL The results were, naturally 
somewhat better in cases of e.xtrahepatic obstruction than in 
those of cirrhosis, but the operation carried a mortality rate 


as low as 10% and had given survival, rates of 34 years up to 
the present time without recurrence of the bleeding. In cases 
of ascites it had given survival of 18 months to the present 
time with no subsequent tapping. 

Dr. E. R. Cullinan (London) said that when Laennec 
described cirrhosis 130 years ago he had referred to the golden- 
yellow colour of the liver; the name had been subsequently 
attached to sclerosis. He did not believe that acute hepatitis 
frequently progressed to cirrhosis. He was writing to one in 
five of the troops who developed hepatitis in the Middle East 
in 1942 and had had a very good reply ; few of them had had 
subsequent trouble. He thought that patients with this disease 
needed rest for a considerable time after recover;' and that it 
was vital to feed them to get a quick recovery. Extra rations, 
including meat and skimmed milk, were now available. 

There was a difference between multiple nodular hyperplasia 
with recurring attacks of jaundice due to necrosis and sub- 
acute necrosis, which finally ended with cholaemia and death 
in jaundice and coma. The state was usually associated with 
cirrhosis. The first group never developed ascites. The latter 
condition was a very prolonged one. Early stages were quiet 
and produced few symptoms apart from attacks of gastro-' 
enteritis, but eventually there were portal hypertension, oeso- 
phageal varices, splenomegaly, and ascites. The patients 
practically never gave a history of preceding jaundice. 

Alcohol was a predisposing cause of cirrhosis ; it was there- 
fore important to recognize the early stages, since by stopping 
the patient's drinking it might be possible to prevent the 
development of portal hypertension. Those patients also often 
had anorexia, and it was important to get them to eat a full 
diet, generous in protein and .carbohydrate and not restrictive 
in fats. Such a diet would certainly contain enough methionine. 
Vitamin-B complex should be given. The evidence in favour of 
giving androgens was equivocal. Bleeding might be the first 
sign of the disease, and accounted for 4% of cases of haemat- 
emesis ; patients rarely lived two years after such an incident. 
Surgery therefore played an important part in prolonging life 
in those cases. Patients with ascites sometimes did well with 
a low-salt diet and mercurial diuretics, but rarely survived 
three paracenteses, which had the effect of hastening the onset 
of cholaemia, with confusion, serai-coma, and finally death. 
Porto-caval shunt therefore did offer some hope of prolonging 
life. 

Dr. H. Steinttz (Tel-Aviv, Israel) thought that the laevulose- 
tolerance test was of value and that a test of carbohydrate 
function should be included. Though they saw many kinds of 
liver damage in bis country' — particularly as a consequence of 
amoebiasis and infective hepatitis — true cirrhosis of the liver 
with portal hypertension, haematosis, and ascites was very 
rare. He did not know the cause, but there was almost no 
drunkenness in Israel or in the Arab population of Palestine. 

Dr. R. R. Bomford (London) said that the theory that acute 
hepatitis led to portal cirrhosis was an attractive one but was 
without foundation. He asked whether every patient who had 
a palpable liver as his only abnormality should be regarded as 
an early case of cirrhosis. Dr. f. R. Forbes (D'rexham) said 
that one knew many people addicted to alcohol who never 
appeared to develop cirrhosis, and wondered whether there was 
a constitutional factor. Professor A. P. Tho.msos (Birming- 
ham) said that alcohol played a contributory part in the causa- 
tion of cirrhosis. The poor in the past had had a diet deficient 
in lipotropic factors which would protect the liver after the 
drinking of alcohol. In cases of diabetes fatty infiltration and 
palpable liver were common, but cirrhosis was rare. He had 
known patients have recurrent haematemesis for 20 years. 

Salicylates in Rhenmatic Fever 

Dr. G. Wattunsov (Leeds) then read a paper on salicylate 
therapy in acute rheumatic fever. It had first been advocated 
-73 years ago, but apart from its analgesic and antipyretic 
actions there was no agreement on its value. A new phase of 
therapy began in 1943 with the publication by Coburn of the 
dramatic effects resulting from massive controlled therapy. 
He had attempted to assess the value of the therapy by treat- 
ing 90 R.A.F. recruits (87 men and 3 women) aged 18 who 
developed rheumatic fever between April, 1947, and September, 
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1949, with salicylates in various doses. Of these, 21 had had 
rheurnatic fever previously; 71 had bad an upper respiratory 
infection in the preceding two weeks, mostly with a positive 
haemolytic streptococcal throat swab. The results in those 
■observed for 18 months were. as follows: 
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High dosage shortened the period of fever and pain and brought 
the sedimentation rate (Westergren) more rapidly back to 
normal. There was some objection to using the sedimentation 
rate as an index of activity of the disease, since some workers 
had suggested that salicylates would lower this in other condi- 
tions such as pulmonary tuberculosis. He bad made some 
- observations on this and- had found that the salicylates did 
have some effect in other conditions but not in the same way 
as in rheumatic fever. 

The six patients in the series who had had pericarditis 
responded well on doses that were adequate to keep the blood 
salicylate level abovp 40 mg. per 100 ml. 

The effect on permanent valvular damage was perhaps the 
most important matter to determine. In that series the number 
' of patients who had ended with valvular disease of the heart 
was not statistically different in any of the three groups. There 
had been fewer, however, in the hi^-dose group who were 
' left with a systolic murmur and had been classified as having 
potential heart disease. The figures of that experiment com- 
pared with those of Coburn were: 
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It seemed probable that none of the patients m the present 
series had had valvular defects before the attack of rheumatic 
fever, since they had been rccniits, had just been through a 
medical board, and had had their chests ar-rayed. 

Toxic effects could be divided into three groups. In the first 
the symptoms were common but important, and did to some 
extent indicate that an adequate blood level had been reached. 
They were tinnitus, nausea, sweating, and fransient vomiting. 
The second group were uncommon but serious, and incluoeo 


molt types was painless and perhaps 

most frequently seen in the young. Few would deny that tL 
feminine glandular system could be deranged tempoLily and 
spontaneous cure might account for some of the apparent 
successes of honnone thera.py. 

What was the bleeding factor and how could it be 

^ controlled 

metronhagia, just as it did amenorrhoea. When it did the 
individual rather than her organs of generation must become 
the object of therapy. The hypothalamus influenced the pituitars' 
gland, and presumably it was not until the emotional tension 
was relieved that there was a return to normality. Functional 
bleeding, then, was a symptom rather than a disease. 

He bad consulted records of 384 cases of functional' bleeding 
seen m private between 3930 and 1949. The following table 
showed the pathological findings in 326 patients between 13 and 
45 years of age. 
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In the series of 384 cases there were 63 cases of puberty or 
young-adolescent haemorrhage, 35 of which had to be 
corrected. Eleven patients were classified as having emotional 
haemorrhage when all other causes had been excluded. In 
182 there were various stigmata of endocririe disorder, such 
as obesity, slight enlargement of the ihyroid, etc. 

Discussing treatment, Mr. Green-Armyiage stressed the 
importance of first excluding physical, organic, conccptional, 
and more obvious endocrinal causes of excessive bleeding. If 
the patient ivas young and unmarried the administration of 
thyroid extract, 0.5 gr. (32 mg.) daily, increasing by 0.5 gr. 
weekly for six weeks, and Lugol’s iodine, 30-15 min. 
(0.6-0.9 ml.), was excellent, but contraindicated in the thin 
or nervous subject. At the same time iron, liver, yeast, and 
possibly sedatives were given, and attention was paid to any 
source of mischief in the teeth, tonsils, and general hygiene. 
Very often change of food and environment was beneficial. If 
after 4-6 weeks of that treatment there was no improvement 
the “ Hamblen Plan ” was carried out. Stilbocstrol, 2 mg. Id.s., 
was prescribed for 20 days ; at the end of 10 of these days 
ethisterone or progesterone, 10 mg. f.d.s., was given in addition. 
That regime must be undertaken at the onset of persistent 
bleeding. Stilbocstrol, 5 mg. q.q.h., for 24-36 hours might 
be needed as a haemostatic, but there was a danger of profuse 
haemorrhage following this, necessitating immediate curettage. 
Androgen treatment might be preferred but was expensive. 
He did not use radium or x rays in this connexion. If a 


vertigo, drowsiness, mental upsets, and haemorrhage. The _ _ — , . , -t* j 

third group were common and alarming, and consisted of severe v;as at or about the age of 40 and had failed to react 

vomiting and hyperventilation. The occurrence of symptoms hormonal treatment or curettage, then vaginal hysterectomy 


of tbe last two groups called for a modification of dosage. 


SECTION OF OBSTETRICS AND GYNAECOLOGY 
Friday, July J 

Functional Uterine Haemorrhage 
With Miss Gladys K.ay (Harrogate), vice-president, in the 
chair, Mr, V. B, Greem-Armytage (London) opened the dis- 
cussion by reviewing the history of endometrial biopsy. It 
was well to remember that functional derangements of several 
types might result in abnormal bleeding. For instance, it 
might occur in the patient with a hyperplastic (oestrogenic) 
endometrium, or in one with an endometrium so atrophic that 
no material for section could be obtained. On the other 
hand it might be seen in patients who had either a progestational 
endometrium or even delayed shedding of the premenstrual 
membrane, a condition possibly due to some disturbance of 


was the ideal procedure, , , , . . 

Dr. P. M. F. Bishop (London), giving the viewpoint 
of the endocrinologist, said it might become the orthodox teach- 
ing that uterine bleeding was more intimately related to the 
condition of the uterine vessels than to the histology of the 
uterine mucosa. He had found that stilbocstrol, 5-15 mg. 
4-ht)urly would stop bleeding within 24 hours, though it might 
cause nausea or vomiting. The second problem was to pre- 
vent troublesome bleeding, metropathia, and menorrhagia. The 
object in the former was to forestall the bleeding episode and 
substitute for it an apparently norma! period. This could be 
done by giving progesterone, preferably by injection, in four 
doses of 20 mg. on alternate days (“ medical curettage ”). A 
repetition of the course of progesterone 20 days after the onset 
of the previous medical curettage would again forestall tbe 
tendency to a melropathic flooding. 

Menorrhacia was a different problem, and probably mamly 
due to a disturbance of the normal oestrogen-progesterone 
ratio in the premenstrual phase. Individual cases required; 
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differenl Irealments — for example, chorionic gonadotropins to 
stimulate progesterone secretion (daily doses of 1,000 i.u.) ; 
progesterone to ensure total shedd'mg of the endometrium ; 
and androgens to antagonize the ovarian hormones, to atrophy 
the .endometrium, or to exert a vascular haemostatic effect. In 
from one-third to one-half of the cases of functional menor- 
rhagia a course of 10-15 mg. of methyl testosterone daily by 
mouth would reduce the bleeding, and remission followed for 
a few months. And there were cases of masked hypothyroidism 
in which 2-3 gr. (0.13-0.2 g.) of thyroid extract daily produced 
spectacular results. Endocrine therapy could offer no cure 
for functional uterine bleeding ; nevertheless it could have 
limited, and on occasions spectacular, results. Endocrine 
therapy should be logically conceived, properly planned, and 
abandoned if it had obviously failed after a reasonable 
trial. ' 

Dr. T. N. MacGregor (Edinburgh) said that each case at 
the Gynaecological Endocrine Clinic of the Royal Infirmary, 
Edinburgh, was investigated as follows ; (1) Detailed histoo' 
taken ; (2) height, weight, and diet recorded (when indicated, 
an anti-obesity regime was adopted) ; (3) general physical 
examination, including haemoglobin estimation ; (4) pelvic or 
■ rectal examination and endometrial biopsy ; (5) given menstrual 
calendar and temperature chart for recording rectal tempera- 
ture. At first, treatment was directed towards improving the 
general state of health. Functional uterine haemorrhages at 
puberty not responding to general measures could be treated 
effectively by progesterone (ethisterone, 20 mg. by mouth t.d.s., 
would clear up haemorrhage in 3-S days, although the bleed- 
ing might be aggravated at first). Severe bleeding requiring 
immediate control was best treated by ethinyl oestradiol. 
0.05 mg. t.d.s. Initial control of bleeding, whether by oestrogen 
or progesterone, was followed by the administration of ethi- 
sterone, 20 mg. Ld.s.. from the 14th to the 24th day of the 
cycle. This treatment was repeated for 3-4 months. Metropathia 
haemorrhagica was treated similarly, but metropalhic bleeding 
after the age of 35 should be investigated by careful curettage 
to e.xclude malignant disease. Such cases did not respond to 
progesterone so svell as the younger cases, and often hyster- 
ectomy was necessary. But some cases did respond to short- 
wave diathermy, the response indicating mild pelvic infection, 
especially following childbirth or abortion. Male-hormone 
therapy was dangerous. 

Professor A. M. Clave (Leeds), the president, asked what 
was the appropriate time for doing .a curettage, and stressed 
the importance of exploring the uterus in women of 35 and 
. over. He wondered why Dr. MacGregor used the rectal 
method (or recording temperature. Dr. A. Barker (East Kent) 
questioned the advisability of vaginal hysterectomy when there 
was a great possibility of endometriosis being present. He 
Asanted to know the indications for implantation therapy. 
Mr. G. G. Lennov (Oxford) asked Mr. Green-Armytage if 
he did a vaginal hysterectomy when the cervix did not come 
down to the introitus, for many cases of functional uterine 
bleeding were in multiparae ; and were cystic ovaries removed 
vaginally also ? Dr. J. Lovset (Norway) thought metropathia 
Asas evidence of a Mendelian dominant 

Professor T. N. A. Jeffco.ate (Liverpool) considered that 
thyroid therapy VA-as excellent. He did not think metropathia 
was so common as had been indicated. Polypi in the uterine 
cavity were often missed at curettage, and for that reason 
hystero-salpingography was useful. The uterine cavity should 
be explored by incision of the uterus prior to abdominal 
hyslereclomy. Mr. G. "W. Theobald (Bradford) said that 
the theory of the influence of the hypothalamus was one he 
had advanced many years before. Dr, Erwin Raba (Israel) 
also contributed to the discussion. 

In reply Mr, V. B. Green-ArmytaoE said he regarded 
12 days of bleeding (or inability to work) as indications for 
curettage. He removed the uterus vaginally even when the 
cerA’ix did not descend, and he pricked or removed cysts of 
the ovaries sa^nally. 

Dr. Bishop pointed out that even small doses of 
androgen could be harmful. The dosage must be kept under 
300 mg. per month — for only two months at a time, with two- 
monthly intersals. If harmful effects were seen, they dis- 


appeared when administration was stopped, except for the 
deeper tone of voice. Implantation therapy was seldom indi- 
cated — ethisterone AVas not absorbed \Ahen implanted — and 
progesterone had to be put in deeply to avoid extrusion. There 
wns no need to take the temperature per rectum. He endorsed 
the hypothalamic theory. Dr. MacGregor emphasized that, 
if endometrial biopsy was to be done, pregnancy had to be 
excluded. The only indication for implantation treatment 
was recurrent abortion, when progesterone Avas used. There 
might be a psycholopcal effect of rectal temperature recording. 
Irregular bleeding in a Avoman older than 40 must be regarded 
as due to malignant groAAih until cancer was excluded. 


SECTION OF PATHOLOGY AND BACTERIOLOGY 
Friday, July I 

Pathology of Hypersensitiiity Reactions 
Dr. J. G. Greenfield (London), the vice-president, took 
the chair. Professor Hilding Bergstr.and (Stockholm), dis- 
cussing the pathological anatomy of hypersensitivity in man, 
thought the general term “hypersensitivity" was preferable 
to “ allergy ” if they Avere to appreciate the different manifesta- 
tions in that group of disorders. They included anaphylactic 
shock — a rare disease in man— characterized by contraction of 
smooth muscle and dilatation of capillaries and small blood 
vessels due to an interaction between antigen and antibody in 
the tissues of the sensitized animal. A mild form of anaphylaxis, 
noAv becoming rare, was serum sickness. Avith joint pains and 
SAvellings, skin rashes, oedema, etc., appearing 7-10 days after 
injection of a foreign protein. The Arlhus phenomenon was 
a severe local anaphylactic reaction of haemorrhage and ulcera- 
tion foiloAving repeated intracutaneous injection of an antigen. 
Atopy was the American name given to a variety of allergic 
diseases in man, of Avhich the prototype was pollen hyper- 
sensitlA'ily : in asthma, contraction of the smooth bronchial 
muscle Avas a prominent feature, as it Avas in anaphylaxis. The 
skin rash of serum sickness had its corresponding atopic skin 
disease, such as infantile eczema. There was a group of hyper- 
sensitivity reactions associated with drugs Avhich were not them- 
selves antigenic but became so after conjugation with a protein. 
The tissue reaction here could be of either the atopic or the 
bacterial type; the latter AAas exemplified by contact dermatitis, 
in which there AAas a delayed, not an immediate, response to 
the antigen. In the bacterial type of tissue hypersensitivity, 
of which the tuberculin reaction Avas the prototype, all the 
cells of the body seemed to be sensitized, in contrast to the 
localized sensitivity of smooth muscle and endothelium in the 
anaphylactic reaction. That difference could be demonstrated 
by experiments on the avascular cornea. 

Capillary damage Avas the main feature of the tissue changes 
in hypersensitivity diseases. Characteristically it occurred as 
a focal neurosis with fibrinoid thrombi and some secondary 
haemorrhage, and that capillary damage could probably explain 
such phenomena as urticaria, angioneurotic oedema, and joint 
swellings. Changes in the larger vessels had the character of 
periarteritis nodosa, with focal necrosis, intramural and peri- 
vascular cell infiltration, and proliferation of the vascular endo- 
thelium to such an extent that the lumen might be occluded. 
The secondary changes in the connective tissue consisted of 
oedema and focal splitting of the collagen fibres into reticulin 
fibrils AA-hich stained black with silver. That was followed 
by fibroblastic reaction and formation of the “rheumatic” 
granuloma. An outstanding feature of most hypersensitivity 
reactions was the localization in different organs, with a 
markedly focal distribution in the affected organ. That the 
localization was related to the nature of the antigen was 
suggested by the finding that rabbits sensitized with albumin 
developed vascular lesions of the periarteritis-nodosa type, 
whereas with gamma-globuhn glomerulonephritis was the most 
prominent lesion. The capricious distribution of the lesions 
would account for the diversity of the hypersensitivity diseases 
— polyarthritis, endocarditis, pneumonitis, glomerulonephritis, 
periarteritis nodosa, lupus erythematosus, etc. He hoped that 
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there might be a closer integration of the clinical," serological, 
and pathological findings in these hypersensitivity disorders. 

Professor M. J. Stewart (Leeds) demonstrated the histo- 
logical changes in two cases of “allergic prostatitis,” both in 
elderly asthmatics. The characteristic focal granulomata were 
present, together with a gross eosinophilia, present also in the 
■glandular tissue, so that the eosinophils would presumably 
have been found in the urinary deposit. Professor K. R. Hill 
(J amaica), who had recently worked with Professor Rich, 
thought. that anaphylactic and bacterial sensitivity should be 
regarded as essentially similar; he discussed “ collagenosis ” 
and a paramyeloid condition, both of which were probably 
hypersensitivity tissue reactions. Professor R. J. "V. Pulvertaft 
wondered if the acute blood changes — haemolytic anaemia and 
granulocytopenia — following sulphonamidc therapy were sensi- 
tivity phenomena ; he was interested in the local eosinophilia 
that sometimes accompanied acute gastric ulcers and appendi- 
citis. Dr. H. Royle (London) remarked on the importance of 
histamine in allergic reactions, but noted that eosinophilia was 
absent when histamine was used to produce these reactions 
-experimentally. Dr. Purdon Martin (London) asked about 
auto-sensitization, with particular reference to encephalopathies. 

Temporal Arteritis 

Dr. C. V. Harrison (London) said that temporal arteritis 
produced, in the elderly of either sex, a general illness which 
preceded and outlasted the local signs and which was much more 
severe than would be expected. It affected mainly the temporal 
arteries, but the facial and occipital arteries were sometimes 
involved too, and in about one-third of the cases involvement 
of the ophthalmic vessels led to blindness in one or both eyes. 
In a few cases seen at necropsy there had been involvement 
of many internal arteries as well. Clinically there was intense 
headache and often fever, leucocytosis (though rarely eosino- 
philia), and a high E.S.R. The affected arteries were thick, 
cordlike, and tender, and the skin might be reddened. Removal 
of a segment of the artery for biopsy seemed to be the most 
reliable method of giving symptomatic relief. Lantern plates 
of six cases of temporal arteritis and two cases of polyarteritis 
were shown to demonstrate the characteristic histology of the 
former (narrowed lumen, greatly thickened intima with charac- 
teristic histology, and inflammatory infiltration of media and 
adventitia) and the similarity of the two diseases. It was con- 
cluded that temporal arteritis was a characteristic disease both 
clinically and pathologically, but that it resembled polyarteritis 
enough to justify the view that they might be of similar 
aetiology. 

Professor Bergstrand believed that temporal arteritis was 
merely a form of polyarteritis, and Professor Pulvertaft 
recalled two cases of temporal arteritis, one of which had 
eosinophilia. 

Vascular Changes in Diabetes 

Discussing the vascular changes in diabetes, with particular 
reference to the renal and retinal vessels. Dr. Norman Ashton 
(London) compared the histopathological changes in the retina 
with the general vascular condition and the kidney lesions^ in 
32 fatal cases of diabetes. With the aid of new staining 
methods, particularly the periodic acid technique of oxidizing 
polysaccharides to polyaldehydes and then staining with fuchsin- 
sulphite, he showed, with a series of coloured lantern slides, 
that the essential lesion was a capillary microaneurysm con- 
fined to the retinal vessels and chiefly localized in the posterior 
polar region in the capillaries which link the deeper and more 
superficial plexuses. He compared the occurrence of this retino- 
pathy, graded according to severity, with the presence of inter- 
capillary glomerulosclerosis, and found that the more severe 
the retinopathy the more constant was the association with 
this particular renal lesion. The two conditions were mani- 
festations of the same pathological process modified by different 
anatomical structures. He hoped that histochemical methods 
would be used to find if the waxy exudate in the retinopathy 
was the same as the hyaline material in the glomerulosclerotic 
lesion. Professor K. R. Hill believed that the hyaline masses 
in the glomerulus in intracapillarj' glomerulosclerosis were in 
fact microaneurysms, as could be sho\vn by serial section. 


SECTION OF RADIOLOGY 
Friday; July 1 
Radiology of Joints 

Under the chairmanship of Dr. C. G. Hitchcock (Harrogate), 
vice-president, a discussion took place on the radiology of 
joints. Dr. E. Duff Gray (Manchester) said that in the radio- 
logical examination of joints the following features required 
individual study: (1) The “joint-space,” (2) the articular sur- 
faces, (3) the architecture and density of the neighbourine 
bones, (4) the para-articular soft tissues, and (5) the effects of 
movement and posture. The routine radiographic projections 
were well known and had become largely standardized ; their 
aim was to show as much bone-free joint-space as possible and 
to demonstrate the relationships of the opposing articular sur- 
faces. The true joint-space was not normally seen, but could 
be readily demonstrated by the special technique of “arthro- 
graphy,” and might" be occasionally visible when conditions 
were suitable for the “vacuum phenomenon.” The density of 
the bones near a joint might be estimated by the simultaneous 
exposure of a similar bone embedded in a special medium to 
represent the soft tissues in the living subject or by the 
densitometry readings of a selenium cell with comparative read- 
ings of graduated ivory cylinders. The effects of movement 
and posture had not yet been fully studied radiologically. 
Lateral films of the cervical spine in flexion and extension 
seemed to provide a fruitful field for inquiry. A special method 
of using tracings from such films allowed a ready appreciation 
of the extent and type of the movement taking place at each 
vertebral level. It seemed likely that the cervical spine was an 
early site for rheumatoid arthritis, and its involvement might 
be indicated by the radiological demonstration of abnormal 
movement at one or more levels. In the study of joint lesions 
x-Tsy examination of parts of the body other than the affected 
joints might be useful, and in the search for a “ toxic focus ” 
a wide range of radiological methods was employed. The inter- 
pretation of abnormal radiological findings required in most 
cases a consideration of the history and the clinical picture, 
because the x-ray appearances of joint lesions were rarely 
specific. 

Dr. J. B. King (Edinburgh) spoke of various respects in which 
the radiologist could afford more help to the orthopaedist. 
Everybody who had worked on the subject of degenerative 
arthritis — a term which he preferred to osteoarthritis — agreed 
that there was a hereditary predisposing factor in its develop- 
ment, but no attempt had been made scientifically to ascertain 
to what extent hereditary and acquired factors existed in 
different individuals. An American observation had shown 
that identical twins later in life showed similar degrees of costal- 
cartilage degeneration. This suggested a possibility for research. 
It might be useful to x-ray the cervical spine in a series of 
identical twins — a fair number would have to be taken because 
of the likelihood that in many cases the hereditary condition 
would be obscured by the result of trauma, including the trauma 
of gravity — and to ascertain to what extent the joints of twins 
showed similar degenerative arthritis. 

After Dr. J. H. "Wilding (Manchester) had given a demon- 
stration of the radiological appearances in various conditions- 
of the knee-joint. Dr. J. Blair Hartley (Manchester) spoke of 
a certain drifting apart of orthopaedic and radiological depart- 
ments. Discussions between radiologists and orthopaedic sur- 
geons ought to be more frequent. The radiologist did not 
always assist the orthopaedic surgeon as he might. How often, 
for example, was the orthopaedic surgeon presented with 
pictures of the ankle-joint or joints of the foot taken with the 
patient lying down, which must be useless when the case was 
one of flat-foot ? An obligatioil which he always imposed upon 
himself was to x-ray the opposite — i.e., the normal — joint as 
well as the joint affected. On one point he differed from the 
opener, who had said that it was in the cervical spine that 
rheumatoid arthritis began ; in his own observation rheumatoid 
arthritis attacked the cervical spine late. 

Dr. R. F.wcttt (Ulverston) said that radiologists saw as 
patients very few of the people of whom they took radiographs, 
and if the orthopaedic surgeon "would take a little more trouble 
to tell them something about the patients it might result in 
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more helpful positioning and radiography. Dr. J. L. A. Grout 
(president of the Section) said that his impression was that 
ankylosing spondylitis started not in the cers’ical spine but in 
the sacro-iliac joint, and this joint should always be included in 
the examination. He had recently .visited a steel firm which 
had a 400-kV machine for the .r-ray examination of its 
material, and he found that they were accustomed always to 
take eight projections ; for the human being it was customary 
to make use of only two films — antero-posterior and lateral. 
Dr. Leo Delic.sti (Buxton) believed that ankylosing spondy- 
litis and rheumatoid arthritis were the same disease in two 
different forms. Motion films would be extremely valuable in 
the elucidation of many points concerning joint structure and 
aberrations. Dr. J. Alex Thompson (Harrogate) urged the 
formulation of a standard technique, with standard screens and 
probably standard exposures based upon the thickness of the 
part, so that early rarefaction of the bone might be better recog- 
nized. It was absurd to have exactly the same technique for the 
delicate hand of a lady and the thick hand of a labourer. 

Dr. W. R. MrrcHEii (Northampton) spoke of the problem 
of detecting vciy early changes in the articular cartilage of 
the patella. One of his own early cases had no significant bony 
change, but the patella showed a frond-like process 2 cm. long. 
He had no doubt that many arthritic conditions which they 
were called upon to treat in people over the age of 40 did 
start in the adolescent years with this peculiar condition of the 
articular cartilage of the patella, which did not seem to be 
found in other joints. As an orthopaedic surgeon he had been 
surprised not to hear more about cineradiography of joints. 


' SECTION OF SURGERY 
Friday. July I 
Pain in Right Iliac Fossa 

With the president, Mr. T. V. Pearce (Harrogate), in the chair. 
Dr. A. Fullerton (Batley) opened the discussion by referring 
to pain in the right iliac fossa as the Cinderella of the abdomen, 
with the appendix and the right ovary in the roles of the ugly 
sisters. Pain in general was classified as physiogenic (visceral, 
referred, and somatic) and psychogenic (anxiety, hysterical, and 
so on). Visceral pain was due to interference with the blood 
supply of a viscus, referred pain to deep-seated stimulation of 
cerebrospinal sensory nerves, anxiety pain to fear, and hysteri- 
cal pain to a craving for sympathy. If pain in the right iliac 
fossa, present for more than a week, was due to appendicitis, 
a lump would be palpable. Chronic pain in the right iliac fossa 
w-as never due to appendicitis, or to adhesions, or to a right 
ovary free from demonstrable disease. Visceroptosis never 
caused pain in a patient whose autonomic nhivous sj'stem and 
emotional reactions were well balanced. In distinguishing 
between physiogenic and psychogenic pain, age, sex. fertility, 
emotional conflict, and duration were important, and the prog- 
nosis of a psychogenic pain depended on its duration. Appen- 
diceclomy was adrised for psychogenic pain in the right iliac 
fossa to remove anxiety about appendicitis. It relieved the 
doctor of the need to consider appendicitis at each outburst 
of functional pain, and gave an opportunity for complete 
exploration of tbe abdomen to exclude organic disease. 

Professor Djgby Chamberlain (Leeds) said that when a sur- 
gical opinion was sought it was usually with the idea of 
deciding whether or not pain in the right iliac fossa was due 
to appendicitis. Surgeons had tried to impress on the general 
public that that kind of pain might be due to appendicitis, and 
had been so successful that the public mow almost regarded 
pain in the right iliac fossa and appendicitis as synonymous. 
Appendicitis might be acute, recurrent, or chronic. Chronic 
appendicitis was not characterized by chronic pain in the right 
iliac fossa, and the term “ grumbling appendix ” was a bad 
one, had no pathological basis, and should be discarded. In 
chronic right iliac fossa pain, when the diagnosis was in doubt, 
there was rarely urgency ; in occasional cases, when doubt 
continued and operation was considered desirable, an explora- 
tory laparotomy should be done and not an appendicectomy 
through a limited incision. 


Mr. Kenneth Bowes (London), discussing the gynaecological 
aspects of the subject, said that pain from the ovary was 
referred to the tenth dorsal nerve and pain from the tube to the 
eleventh, so that the territories of surgeon and gynaecologist 
overlapped. When consulted, the gynaecologist might find some 
definite pathological condition of uterus, ovary, or tube, but 
often he found either no lesion at all, or else one of those 
pelvic conditions which are neither well defined nor well under- 
stood. Endometriosis in the infertile woman of over 30 caused 
recurring attacks of pain on one or other side, often referred 
down the inner aspect of the thigh, premenstrual, and relies ed 
by menstruation. Absence of physical signs did not exclude 
endometriosis ; sometimes a palpable swelling followed the 
onset of symptoms ,by several months. It was now known 
that endometriosis was common in the twenties, and 4% of 
affected svomen svere in the 'teens, so for this reason alone 
a diagnosis of neurosis must be made with caution. In the 
treatment of endometriosis, conservatism should be exercised 
towards ovarian tissue. Partial resection was preferred to 
oophorectomy. 

Straight x-ray examination was sometimes of value in reveal- 
ing ossification in a dermoid — a common cause of continuous 
pain, with acute exacerbations if torsion occurred. Intermen- 
strual pain {Mittebchmerz) particularly masqueraded as appen- 
dicitis if accompanied, as it commonly was, by low pyrexia 
at ovulation. In the middle-aged woman persistent and rather 
vague pain suggested carcinoma of the ovary and required 
urgent treatment, for pain meant penetration of the ovarian 
capsule. A history of menorrhagia with chronic and usually 
bilateral pain in the abdomen, together with a tender swollen 
tube felt on palpation, was characteristic of chronic salpin^tis. 

A less definite group of patients presented in the adult sex- 
functioning age period with evidence neither of inflammation 
nor of any other definite single pathological condition. Pain 
was referred low in one or other iliac fossa, but usually the 
right, and there was low backache and dyspareunia. The pain, 
which was premenstrual, was increased by effort, standing, or 
emotional strain. Intermittent attacks of acute pain might 
simulate appendicitis but were accompanied by agitation and 
emotional reaction. On physical examination there might be 
tenderness in an ovary or lateral to the cervix, which might 
be infected. There might be urinary symptoms too, or mammary 
discomfort, or such psychological concomitants as insomnia, 
frigidity, headache, or excessive fatigue. Fertility was often 
low. It was unlikely that psychological disturbance was alone 
to blame. Disturbances in pelvic circulation might be impor- 
tanL for they could be effected by gravity, bowel function, 
endocrine influences, and nervous stimulation. Such patients 
did not require surgical intervention. 

Mr. G. H. Macn.ab (London), considering right iliac fossa 
pain in childhood, said that the frequency of abdominal pain 
in childhood was due to immaturity of the lymphatic system, 
which seemed over-responsive to infection. He gave a clinical 
description of abdominal lymphadenitis, non-specific and 
tuberculous. Mr. M. W. C. Oldfield (Leeds) recalled the • 
observation of Braithwaite that an enlarged lymph node could 
cause pain mechanically, its rough surface scraping over 
adjacent peritoneum. Mr. Philtp Turner (London) added 
Meckel’s diverticulum to the list of causes of pain in the right 
iliac fossa previously considered, and described two cases of 
that condition. Spasm of the colon and orchitis in an 
abdominal testis might also cause right iliac fossa pain on 
occasion. Mr. Lan Fraser (Belfast) described chronic appen- 
dicitis as a sodological phenomenon because of the present 
pressure on hospital beds. He disagreed with a previous 
speaker about the age at which the abdominal lymphoid tissue- 
reached full development ; in his view that tissue was enormous 
in quantity, particularly in the young child. 

Mr. Dickson Wright (London) recalled that tragedies had 
occurred from concluding that a child suffering from tonsillitis 
and abdominal pain must be suffering from lymphadenitis 
rather than the appendicitis which was really present He also 
disagreed that castor oil was dangerous in itself ; it was the 
delay associated with purgation rather than the purgation 
itself which was important He could not believe that 
the removal of a normal appendix was ever followed by 
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lifelong invalidism, and he had no hesitation in performing 
appendiccctomy if the diagnosis was doubtful. He used at ' 
operation a small incision, big enough only to introduce a 
' finger into the pelvis and to withdraw the ileum for the detec- 
tion of a Meckel’s diverticulum. Girls in the late ’teens, suffer- 
ing from right iliac fossa pain were a common problem and 
were best treated by appendiccctomy. Mr. T. V. Pearce, the 
president, recalled from his e.xperience some rare causes of 
pain in the right iliac fossa. There was a remarkable case 
of mediastinal abscess, consequent on quinsy, which pointed 
as a psoas abscess in the right iliac fossa. 

Dr. Fuixeuton, replying, had found that a- tender spot above 
and to the left of the umbilicus (Power’s point) was commonly 
present in cases of adenitis. 


SECTION OF CARDIOLOGY 
Friday, July I 

Simulation of Heart Disease by Other Conditions 

Dr. Rae Gilchrist (Edinburgh), in discussing common errors 
in diagnosis, said that he believed that many mistakes could 
be avoided if more time were spent in obtaining an accurate 
history, and particularly in paying attention to the manner m 
which the story was told. This applied especially to the inter- 
pretation of symptoms such as pain. Angina pectoris, for 
example, had to be diagnosed entirely on the history, not hy 
physical signs. When a patient complained of pain in the 
chest the chances were that it was not angina pectons or any 
other organic disorder. If a person was able to take a brisk 
walk on a cold day one could be fairly confident that angina 

"'^he speaker then discussed the differential diagnosis between 
cardiac infarction and massive pulmonary embolism, Pressed 
that (1) a patient in bed or during convalescence on account of 
sorne other iUnL was far more Ukely to develop pulmonary 
embolism than cardiac infarction ; (2) the onset of 
was abrupt in pulmonary embolism, and they reached their 
maximum severity at once, whereas in 

was often delay before the symptoms reached their peak, 
(3) pain in massive pulmonary embolism was admitted y 
central bu^did not, as a rule, radiate ; moreover, it was rarely 
severe ’ being more properly described as distress from suffoca 

tTon (4) n pulmonary embolism, dyspnoea was sudden and 

intense, wherLs in cardiac infarction it was 

at the onset. The distinction could usual y be | f “ 7’ 

although the electrocardiogram was he pful in doubtful cases. 

- Dr. Gilchrist then turned to physical signs He had found 
that hypotension often gave rise to anxiety ‘hat ,the signih 
nnce of a fall in pressure following cardiac „ ^5 

to be overemphasized. This fall was of^n on y ® *S 
in some cases did not occur at all ; on the o her ’ • 

blood pressure frequently resulted from long-con inue P 
or other infection. Oedema was caused by many agents other 
than heart failure ; and in the absence of dyspnoea it was rarely 

cardiac in origin. . . , u 

Speaking more generail>vJ2?:- Gilchrist emphasized the impor- 
tance of avoiding terms lil^'&ttty heart”: it was hetwr to 
tell an obese patient that he had a engine but a 

the bodywork was poor. It was important ti> weigh the pan n . 
A neurosis could be detected by studyingv the patient s per- 
sonality ; organic heart disease was rare vwithout dyspnoea , 
it nas often more important to measure the haemoglobin than 
to take an electrocardiogram ; and, finally fewer mistakes 
would be made if the phssiciun always demandeW an aetiological 
diagnosis. Even so there w’as a borderline griNp in which it 
was by no means easy to be sure whether theilre was organic 
heart disease or not. There was Gowers's synd\ome,_ charac- 
terized by weakness, prostration, and bradycardia .lasting half 
an hour or so, in middle-aged women — Ryle’s vaso-.-m_edyll^ 
storms ; and there were cases of apparent heart failure in preg- 
nancy in which follow-up studies showed no evidence of heart 
disease. In fact, in 380 follow-up examinations of cases of 
heart disease detected in pregnancy 10 % appeared to be normal 
subsequently. 


Dr. J. Clifford Hoyle (London) dealt with the simulation 
of heart disease by pulmonary disease. Purulent sputum was 
never cardiac in origin. Cough was dominant in heart disease 
only in the presence of congestive heart failure, gross cardiac 
enlargement, or aneurysmal dilatation of the left auricle, pul- 
monacy embolism, or pericarditis. Dyspnoea could rarely be 
ascribed to disease of the heart if that organ was not enlarged, 
and it was rare for patients svith bronchial asthma to develop 
cor pulmonale. He also stressed the absence of electrocardio- 
graphic changes in cases of dyspnoea due to pulmonary 
disorders. • 

Paroxysmal dyspnoea, though suggestive of left ventricular 
failure, might also be due to bullous disease of' the lungs or 
to partial bronchial stenosis with recurrent collapse. Haemo- 
ptysis appeared late in heart disease, whereas it often compli- 
cated the earlier development of pulmonary disease. Pain 
radiating into the left shoulder and arm might be due to apical 
pleural adhesions, and sternal pain might result from mediastinal 
tumours. 

In radiological differential diagnosis Dr. Hoyle pointed out 
that difficulty might arise in .distinguishing between dilated 
pulmonary arteries and hilar adenopathy, and between the 
appearances of lymph stasis associated with sarcoidosis, for 
example, and pulmonary congestion in mitral stenosis, par- 
ticularly when associated with haemosiderosis ; and finally 
between neoplasm or other space-filling tumours and aneurysms. 

Dr. S. W. Patterson (Ruthin Castle) discussed the simula- 
tion of heart disease by intestinal disease. He lent support 
to the old' aphorism about patients complaining of indigestion 
having heart disease, and vice versa. He described the painful 
effects of diaphragmatic hernia, and pointed out that dyspndca 
and sweating might accompany attacks. Such pain, however, 
was not closely related to effort. Breathlessness might be due 
to the anaemia associated with a bleeding ulcer, gastric neo- 
plasm, or haemorrhage from bleeding haemorrhoids. Vomiting 
and collapse due to food poisoning was sometimes mistaken 

for coronary thrombosis. , ■ , 

He went on to discuss reflex disturbances of cardiovascular 
function, and quoted a case of paroxysmal tachycardia cured by 
appendiccctomy. He showed electrocardiograms and graphic 
records of respiration and blood pressure illustrating cardio- 
respiratory dysfunction resulting from oesophageal, gastric, 
biliary, or colonic distension. Psychosomatic cardiovascuhr 
disturbances should not be confused with reflex disorders of 

'^'Dr^^WmLUM Phillips (Cardiff) described the simulation of 
heart disease by psychoneurosis. Numerous vague and mdefin- 
abie symptoms, especially faintness, dizziness,^ palpitations, 
weakness, exhaustion, and left inframammary pain, were com- 
monly psychoneurotic. In the history of man most o^be com- 
mon emotions had been described in terms of the heart. It was 
not a bizarre situation that mattered most in psychiatric nctio 
low but the ordinary day-to-day disappointments, diflicultws 
and anxieties Frequent sighs and inability to take a deep b^ath 
were “psvehiatric in origin. The “"‘y ‘common sympmm 
of organic heart disease was pam or breathlessness on effort 
psychoneurotic pain or breathlessness was far less closely 

^^Psychoneurorir might be referred to 
vcirL • tn because innocent symptoms were attributed to the 
hS^b.; ither hf patient or his doctor ; (2) following a card.ac 
fllnL or death in the family or in the patient’s circle of 
fripnds- (3) because of incautious statements or actions b 

Scal’advisers • (4) because there had been no proper rcassuf 
medicaladyiser , t I difficulties would be re 


I^V n Evan Bedford (London) opened this discussionb; 
defi°4fthftc"nn®’obstina,e heart fa^ 
meant Congestive heart failure with oedema continuing 


Obstinate Heart Failure 
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patient at rest in bed and despite routine therapeutic measures, 

: including digitalis, mercurial diuretics, and limitation of salt 

■ and water ; or a similar situation recurring as soon as a patient 

• became ambulant ; or persistent left ventricular failure or cleva- 
; tion of the venous pressure and enlargement of the liver with- 
out oedema in similar circumstances. The first consideration 

■ was to make sure that no aetiological agent which could be 
corrected was responsible, such as thyrotoxicosis, anaemia, 
avitaminosis, and Pick's disease. The next step might be to 
put the patient into a wheel-chair, for it was possible to keep 
a patient in bed too long. Phlebothrombosis with recurrent 
pulmonao' embolism was encouraged by prolonged recumbency. 
Dr. Bedford had never been convinced that anything could be 
gained by giving mercurial diuretics more often than twice 
weekly ; but in cases of obstinate ascites the intraperitoneal 
route was sometimes helpful ; another variation that might 
help was to change from “neptal” to mersalyl or vice versa 
when the response became poor. Mechanical drainage of fluid 
.through incisions made over the dorsum of the foot was 
advised in cases of persistent dropsy. The patient should sit 
in a chair with the, legs down not only while the fluid was 

; draining away but also beforehand, so that the legs were tense 
! Before the incisions were made. 

A low sodium diet was undoubtedly of great benefit. In an 
ordinary hospital light diet 3-5 g. of sodium could be expected ; 
sodium could be reduced to 2-4 g. by eliminating table salt 
; and cooking salt ; but this was not enough, for less than 2 g. 

: of sodium per day was required. Bread and butter were the 

■ chief difficulties in London. The Karrell diet, consisting of 
; 900 ml. of skimmed milk per day, contained 0.4 g. of sodium. 
; The Kempner diet,, consisting of rice, fruit, and sugar, con- 
: tained only 0.15 g. of sodium per day. Modified diets could 
c be arranged of 1,000-2,000 calories, containing from 0.5-2 g. 
I of sodium per day, ancl these were very helpful in prolonged 

• treatment ; but a low calorie diet was often beneficial in itself. 

With ambulant patients a close watch should be kept on 
their weight, and effective treatment should not be withheld 
; until oedema was manifest Dr. Bedford then discussed the 
: results of therapeutic myxoedema, induced either by means of 

- total ablation of the thyroid gland or by thiouracil derivatives. 
'• Myxoedema benefited cases of heart failure not only by 

reducing the oxygen requirement and therefore the work of 
; the heart, but also by lowering the heart rate. The latter 
( applied particularly to cases of auricular fibrillation or flutter 
in which the heart rate could not be properly controlled by 
; ordinary means. Therapeutic myxoedema was far less helpful 
;• in cases of obstinate oedema than in patients with persistent 
j left ventricular failure or intractable angina. The results of 

- . total thyroidectomy were probably better than those with 
.. thiouracil, and the mortality rate was not higher. He had 

used methyl thiouracil in doses of 600 mg. daily in 35 cases 

- of persistent heart failure with good results in 50% ; three 
. developed agranulocytosis, and one of these patients died. 

; He did not object to patients prescribing vitamin E for 
themselves, for he felt fairly confident that it did them no 
•. harm. He used anticoagulants for those with phlebothrombosis. 
Recent surgical measures devised for particular situations were 
mentioned. They included ligation of the inferior vena cava 
;; and tricuspid valvulotomy for patients with severe pulmonary 
i congestion ; anastomosis of a pulmonary vein to the azygos 
> vein in cases of severe mitral stenosis with recurrent attacks of 
.t pulmonary oedema ; and mitral valvulotomy. 

'• Dr. D. R. Cameron (York) described the low sodium diet 
and the results of this treatment in greater detail. He had been 
Z; able to obtain salt-free bread and butter in Liverpool and 
j- admitted that this eased the difficulties in arranging a suitable 
. diet He was able to provide for these patients 2,000 calories 
j daily containing only 0,4 g. of sodium. In cases of congestive 
,• heait failure under control the addition of 2-5 g. of sodium 
chloride daily caused a demonstrable rise in body weight within 
a few days. With a satisfactory diet the daily excretion of 
sodium chloride should not exceed 1-2 g. ; using a strict 
Kempner diet it rarely exceeded 025 g. A scries of charts 
were shown illustrating not only the proof that a low sodium 
diet was beneficial but also the difficulties that were met in 
f,, coming to such a conclusion. 


SECTION OF DERMATOLOGY 
Friday, July 1 
Psoriasis 

With the president. Dr. J. T. Lngram (Leeds), in the chair. Dr. 
H. \y. Barber (London) in a stimulating and provocative 
opening paper stressed the similarity between the problems 
of psoriasis and of rheumatoid arthritis. He would not 
exclude the possibility of a specific infective organism such as 
a rims playing an important part in the aetiology, as in herpes 
simple.x. The weight of evidence, however, was in support 
of psoriasis being a non-specific reaction of the skin to various 
kinds of stress in persons with an inborn tendency to that 
pattern of reaction. There was no specific treatment for 
psoriasis. The work of Danysz, who produced a variety of 
non-specific diseases in experimental animals by repeated injec- 
tion of a foreign protein, was discussed. TTie particular “ target 
organ ” which reacted was specific for the individual. The 
work of Selye with pituitary and adrenocortical extracts was 
important, and his term “ diseases of adaptation ” was very apt. 

The relationship of psoriasis to rheumatic fever in childhood 
and to rheumatoid arthritis, gout, and other “rheumatic con- 
ditions” in the adult was considered, and also the occasional 
association with so-called allergic diseases. Age at onset, race, 
and climate were all significant. Among the many factors 
which might be operative in the aetiology of psoriasis attention 
was drawn to the influence of infections, especially streptococcal 
infections. This guttate reaction to infections was seen parti- 
cularly in children. The influence of the menopause in pro- 
voking a particular pattern of psoriatic reaction was noted ; 
other influences, such as errors of metabolism and shock or 
emotional disturbances, were important provocative factors. 
Pregnancy and jaundice commonly had a temporary beneficial 
effect upon the course of psoriasis and of rheumatoid arthritis. 
The association of psoriasis with rheumatoid arthritis was a 
recognized syndrome. Gout with secondary osteoarthritis when 
associated with psoriasis gave a very similar picture. 

Dr. Barber described two patients in whom the ingestion of 
cow’s milk seemed to be responsible for the eruption of 
psoriasis, and he felt that the question of food allergy called 
for further research. Each case of psoriasis had to be considered 
individually, and if the provoking cause or causes could be 
determined in a particular case there was a good chance of 
successful treatment. 

Dr. Brian F. Russell (London) took the view that the 
psoriatic state, often latent, was hereditary and probably 
indicated some error in fat metabolism not yet elucidated. 
This underlying state, however, might not call for treatment ; 
it was the provocative causes of exacerbations of the condi- 
tion which had to be treated. In this regard two large groups 
were those cases following infectii-e states and those associated 
with psychogenic disturbances. In the latter group the erupfion 
was often of flexural distribution ; it would seem that pruritus 
was commonly the primary symptom and psoriasis appeared 
secondarily as the result of friction. 

Psoriasis was a skin reaction to a wide range of stresses, 
including all grades of physical injury, lack or excess of sun- 
light, cold, fatigue, infections, bacterial toxins, drugs, emo- 
tional difficulties, and endocrine disturbances. The skin was 
the organ which suffered, because of an inherited biochemical 
fault resulting in defective keratinization, a fault which was 
latent until aggravated by one of these stresses. The stresses 
were similar in nature to those which might excite rheumatoid 
arthritis. The tendency in both disorders to spontaneous 
remissions and relapses, improvement in pregnancy, and 
response to non-specific measures all seemed to support the 
possibility that they might both arise from repealed stimulation 
leading to failure of adaptation in the endocrine-autonomic 
system. 

Dr. 1. H. Txviston D.axtes (Manchester), commenting on 
Dr. Barber’s consideration of the arthropathic forms of psoriasis, 
drew attention to analopes in other dermatoses. He discussed 
the generalized form of guttate psoriasis of isolated or seasonal 
occurrence and its possible relationship to what he termed 
“ seborrboea.” He criticized the conventional classification of 
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agreed that psoriasis could sometimes be 

t^adi,,.!^ h-c patient 

ahour infirmity rather than 

h! Him ^ r lines of treatment. He stressed 

' assessing the value of physical' and chemical 

metnods of treatment. 

In a lively discussion which followed the opening papers 
Dr Herbert Brown (Glasgow) compared psoriasis of the 
vulva and pen-anal regions with neurodermatitis in these sites 
and thought they were often of similar significance ; jc-ray 
therapy was often useful. Dr. G. A. Grant Peterkin (Edin- 
burgh) recognized heredity and trauma as playing a pari but 
raised the question of a filterable virus and quoted cases 
suggesting contagion. He thought that psoriasis in hot countries 
was caused by sweating and friction. Sir Norman Walker 
had employed the “so-called” Goeckermann treatment many 
years ago. Dr. F. F. Hellier (Leeds) thought that treatment 
which included sunlight therapy increased the patient’s resist- 
ance and diminished the possibility of relapse. Dr. G. Hodgson 
(Cardiff) said he had seen the part played by trauma as an 
aetiological factor in mine workers. Dr. Mary Smith (Glasgow) 
suggested that those who did not tan were more readily affected, 
but Dr. A. Bigham '■(Bradford) said he had seen many cases of 
psoriasis in coloured troops in India. 

Dr. H. R. Vickers (Sheffield) had found thorium X of value 
in psoriasis of the scalp, and Dr. W. N. Leak (Winsford) put 
in a plea for dithranol to be prescribed in cream bases in tubes 
, so as to reduce the staining of clothes. Dr. S. t. Anning 
(Leeds) protested against the psoriatic patient being left 
untreated. Dr. J. T. Ingram (Leeds) mentioned a patient who 
had been under his care in infancy with eczema, at 7 years 
of age with alopecia, and now at 14 for psoriasis. Others 
who contributed to the discussion were Dr. C. D. Evans 
(Bristol), Dr. McKinley (Derby), and Dr. A. J. E. Barlow 
(Huddersfield). 

In reply Dr. Barber said that, while a first treatment with 
X rays was often effective, subsequent treatments were not. He 
stressed the importance of focal infection and quoted the 
analogous relationship in tuberculide and dermalophytide 
reactions. 

Use and Abuse of Chemotherapy 
Dr. F. F. Hellier (Leeds) introduced a discussion on chemo- 
therapy in dermatology. Penicillin and sulphonamides were 
frequently prescribed when there was no justification for their 
use. Penicillin was probably more effective and less likely 
to give rise to sensitization if used as a lotion or spray. It 
was of value in the treatment of impetigo, ecthyma, infected 
ulcers, folliculitis, and sycosis. It should not be used in ecze- 
matous slates even though infected. The application should 
be limited to a seven-day period. Sycosis often relapsed through 
infection being carried in the nostrils, and they should therefore 
receive treatment. 

Parenteral therapy was suitable for deep infections ; procaine 
penicillin was more efficient and less painful than other forms. 
Its use by mouth should be restricted to infants under the 
age of 6 months. Common reactions to the drug ^were 
erythema and urticaria, though asthma and exfoliative derma- 
titis might occur. Sulphonamides should not be used for local 
treatment^ for longer than five days. Internally they should 
be given in an adequate dosage for about five days. Sulphon- 
amide dermatitis was now less common, but if it occurred 
it was very intractable. It was characterized by vesicles about 
the fingers suggesting a dermalophytide eruption. Recently 
attention had been drawn to the occasional appearance of 
periarteritis nodosa as a result of sensitization to sulphonamides. 

Dr. P. B. Mumford (Manchester) did not think penicillin 
or sulphonamides should be used locally, and he did not regard 
the use of soap and water as helpful in the treatment of boils. 
Dr. H. W. Barber (London) mentioned a case of periarteritis 
nodosa due to sulphonamides. He restricted the use of sulphon- 
amides to a single five-day course. Dr. H. R. Vickers (Sheffield) 
felt that the specialist did not see the large number of cases 
treated successfully by general practitioners. He saw much 
less pyodermia in children than previously, and he thought 
sensitization in children was very' rare. Dr. W. N. Leak 
(Winsford) suggested that the microform sulphathiazole used 
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as a cream was more efficacious.^ Dr. Lipman Cohen (London) 
thought thyrotricin should replace penicillin and the sulphon- 
amrdes.in local therapy, as sensitization to this antibiotic was 
(Sunderland) and Dr, A/ Carleton 
(Oxford), however, mentioned cases of sensitization to thyro- 
tricin. ^ Dr. A. J. E. Barlow (Huddersfield) had seen penicillin 
dermatitis follow the insertion of penicillin tablets into dental 
sockets. 

SECTION OF OPHTHALMOLOGY 
Friday, July I 
Toxoplasmosis 

Under the chairmanship of Mr. N. P. R. Galloway (Notting- 
ham), vice-president, a paper on toxoplasmosis was read by 
Mr. A. B. Nmr (Sheffield). He described the case of a 3}-ycar- 
old girl with signs of old central choroido-retinitis in each 
fundus together with mental backwardness. Two years pre- 
viously, when he had first seen the child, a diagnosis of toxo-. 
plasmosis had not been considered, because at that time no 
known cases had been seen in this country. But the ravages 
of the disease might well have been misinterpreted- as instances 
of congenital malformation or as the consequences of other 
infective agents. During a study visit of the Faculty of 
Ophthalmologists to Professor Franceschetti’s clinic at Geneva 
last year Mr. Nutt had had the opportunity of hearing 
Dr. Bamatter’s account of toxoplasmosis and to examine a 
number of cases assembled by that observer. Being struck by 
certain features of resemblance to his own case, Mr. Nutt had 
investigated the girl’s case on returning to England. No radio- 
logical signs of intracranial calcification had been found, but 
that feature was neither pathognomonic nor invariable. 
Admittedly the toxoplasma had not been identified, but the 
intracellular protozoon w^as notoriously elusive, even during 
the acute stage of the disease. Laboratory tests, however, bad 
given results supporting that diagnosis, towards which the clini- 
cal features had already drawn his attention. 

In that case there had been no history of any severe illness 
before the child’s vision had first been presumed to be defec- 
tive, but intrauterine infection was a well-recognized mode of 
acquiring toxoplasmosis, and the house inhabited by her mother 
during pregnancy had contained a dog and was infested by 
mice. Mice, guinea-pigs, cats, and dogs are among the animals 
suspected of conveying the organism. Several cases had been 
reported in a family of taxidermists, and one of Dr. Bamattcr’s 
patients had been a woman whose pillow had been shared with 
a cat. 

Clearly the problem of toxoplasmosis required further 
research, and so far the results of treatment had been dis- 
appointing, nor was it yet known to what extent prevention 
was possible. Meanwhile clinicians should bear in mind the 
possibility of this protozoal disease as an e.xplanation for low- 
grade intelligence in association with bilateral patches of old 
central choroido-retinitis characterized by large size, irregular 
pigment proliferation, and clear-cut margins. Mr. Nutts 
coloured fundus drawings clearly displayed these features, and 
in bis case no similar lesions were present in the outlying 
regions of either fundus. Peripheral lesions did occur, and 
might reach a size many times greater than that of the optic 
disk. When the intrauterine devastation wrought by rubella 
was first revealed by Australian observers, clinidans in other 
parts of the world were sometimes inclined to suggest that 
disease as an explanation for lesions readily attributable to 
other maladies. The same tendency was already becoming 
evident with regard to toxoplasmosis. Nevertheless, the disease 
could no longer be dismissed as a remote possibility in Britain. 
Hitherto most of the cases recorded had been in inhabitants of 
the U.S.A. or the European mainland, and he could find only 
one published case in our literature at the time of reading his 
paper. (A report by Mr. Harold Ridley of a case of toxo- 
plasmosis has since appeared in the British Journal of Ophthnlm~ 
ology, 1949, 33, 397.) 

■ Ophthalnjolog>' in Spain and Holland 

Mr. John Foster (Leeds) then spoke on practical ophthal- 
niology in Spain and Holland ir> 1948. He had been greaib 
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- impressed by the speed of certain operators in Spain and 
; Holland. At several clinics he had found that the average 
^ time spent on diathermy for detached retina was less than five 
, minutes, and once he had witnessed fifteen intracapsular cataract 
, e.xtractions in three-quarters of an hour. Such speed — when 
■ it was combined with care and dexterity, as it had been on 
^ those ocaisions — could be achieved only by an able operator 
supported by first-rate assistants working in a smoothly organ- 
ized theatre, .^nother striking feature had been the wide dis- 
crepancy between different clinics with regard to operative 
asepsis. Some surgeons had favoured prolonged washing of 
hands and forearms before donning gown, cap, mask, and 
gloves. Others bad cared for none of these things, and 
, purists would perhaps be horrified to hear that statistics did 
. not reveal any corresponding discrepancy in the post-operative 
. infection rate. 


SECTION OF OTO-RHINO-LARITS'GOLOGY 
Friday, July I 

Respiratory Obstruction in Children 

With the president, Mr. A, B. Pavey Sximr, in the chair, 
f Mr. G. E. Archer (Manchester) read a paper on acute respira- 
j tory obstruction in infants and young children. He reviewed 
, some of the causes of asphyxia neonatorum, suggesting how it 
■■ might be avoided and how treated, and emphasized the desir- 
ability of having a trained endoscopist attached to every 
, obstetric unit. Nasal respiration was the natural method, and 

■ essential in newborn infants. Nasal and postnasal obstruction 
could therefore cause severe dyspnoea. He stressed the impor- 
tance of adenoid hypertrophy in the veo’ young, and described 
acute nasopharyngeal tonsillitis as a clinical entity. He dis- 
cussed laryngo-tracheitis and the differential diagnosis between 
it and laryngeal diphtheria. He then described and differentiated 

' spasms of the larynx due to reflex irritation, inflammatory 
' states, or other causes, referring specially to laryngismus 
^ stridulus, laryngitis stridulosa,'’ and nocturnal dyspnoeic attacks 
in children, and he emphasized the importance of other con- 
ditions, such as laryngeal diphtheria, retropharyngeal abscess, 
^ thyroid and thymic disease, and foreign bodies. 

Dr. Mary J. Wilmers (London) discussed the wa^’S in which 
acute respiratory obstruction presented in infants and young 
" children. She defined four clinical groups; (I) Sudden 
" cessation of breathing without preceding distress, as seen 
'I .in “ breath-holding,” laryngismus stridulus, and pertussis ; 
' (2) laryngeal distress and stridor, the commonest cause being 
laryngeal diphtheria, though other causes were trauma by 
■; instrumentation, as in bronchoscopy, and oedema secondary to 
' scalds or caused by allergy ; (3) attacks simulating asthma, 
due to obstruction of a main bronchus by foreign body or 
■' tuberculosis ; (4) variable and intermittent stridors, which svere 
’’ absent during sleep or resL That included congenital laryngeal 
stridor, and pressure on the trachea from without by an abnor- 
mal aortic arch, retrosternal goitre, enlarged thymus, and tuber- 
I culous mediastinal and paratracheal glands. It could also occur 
; in cases of papillomata of the larynx and of catarrhal laryngitis, 
i Mr. I. H. Otty (Bradford) emphasized, how rarely the 
: laryngologist Saw the condition under discussion. In a 10-year 
r period at Bradford at the Royal Eye and Ear and the Fever 
^ Hospitals only 27 patients required tracheotomy and 10 intuba- 
tion. He agreed with Mr, Archer on the importance of 
•_ adenoids, but thought that in infants much help could be 

■ obtained from the use of paraffin or ephedrine drops, and from 
^ multi-sitamin therapy. He rarely found it necessary to curette 
^ the adenoids before the age of 3 or 4 years. Acute retro- 
^ pharyngeal abscess was becoming very rare, and acute laryngeal 
•” obstruction by papillomata was extremely rare. He looked 
' forward to the day when fever hospitals would become part 

of the general hospital system, so that endoscopists would be 
readily available to them. 

Dr. E. C. Benn (Leeds) ascribed the unusual fall in the inci- 
dence of laryngeal diphtheria to the type of bacillus. The most 
important cause, of mortality in tracheotomized diphtheria 
patients was toxaemia. Among the fevers measles now was 
-j' the commonest cause of laryngeal obstruction. There was 


the group of varying and often uncertain aetiology, which 
included those cases of acute laryngo-tracheitis which 
Mr. Archer had described. He concluded by evaluating 
the three forms of interference available — aspiration, intubation, 
and tracheotomy. 

In the •discussion which followed Mr. A. S. de B. Cocks 
(Adelaide, South Australia) condemned the use of metal instru- 
ments in treating cases of asphyxia neonatorum. He drew 
attention to the frequent cases of acute laryngo-tracheitis 
reported in Australia and to the almost complete disappear- 
ance of diphtheria in S. Australia. Dr. H. M. J.ay (South 
Australia) described the epidemic of acute laryngo-tracheitis in 
more detail. All cases were thought at the time to be laryngeal 
diphtheria, and almost all were fatal from toxaemia. Mr. W. I. 
D.scgett (London) strongly deprecated the use of endotracheal 
anaesthesia in infants. 

Dr. 1. F. Birrell (Edinburgh) stated that the commonest 
cause of death from respiratory obstruction in infants in the 
Sick Children’s Hospital in Edinburgh was the inhalation of 
vomit. Treatment by bronchoscopic suction had succeeded in a 
few such cases. Congenital laryngeal paralysis with associated 
sensory changes was sometimes a cause. He advocated' 
tracheotomy in cases of obstructing laryngeal papillomata, 
and favoured removal of adenoids, when necessary, in very 
small infants. Dr. S. Debono (Malta) described an epidemic 
of laryngo-tracheitis occurring in Malta last winter, and the 
treatment by direct laryngoscopy and aspiration, with the 
administration of streptomycin. Dr. A. P. M. Page (Notting- 
ham) disagreed ryith giving carbon dioxide to babies. He 
thought the condition described by Mr. Archer should be called 
acute laryngo-tracheo-bronchitis, and that it was the extension 
into the bronchioles and not the toxaemia which killed. 
Palpation was important in the diagnosis of retropharyngeal 
abscess. 

Mr. T. McM. Boyle (Leeds) asked if cases of pertussis 
developing stridor should be treated in the decompression 
chamber. Dr. H. Stanley Banks (London) thought that 
laryngo-tracheitis comprised two or more conditions, either 
of bacterial or of virus origin. Tracheotomy did not save these 
patients, nor did chemotherapy. Two fatal cases showed well- 
marked haemorrhagic pulmonary oedema. The decompression 
chamber was of no value in treating early pertussis and its 
complications. 

Dr. W. M. Jones (Harrogate) said that most cases of asphs'xia 
neonatorum were due to drugs and anaesthetics given to the 
mother. Mr. Pavey Smith, the president, agreed that tracheo- 
tomy in diphtheria was becoming ever rarer. He advocated 
intubation of the larynx by a gum-elastic catheter under direct 
vision as the first step in performing tracheotomy. Mr. Archer, 
in reply, agreed that tracheotomy in young infants was an 
exceedingly difficult operation. .Anaesthetists should be trained 
to reafizc the possibility of damaging the delicate structures 
of the infant larynx. Laryngo-tracheo-bronchitis had been dis- 
cussed at some length, but he had seen only four cases, two 
proving fatal ; and in these the oedema present was tracheal 
and not laryngeal. 


CLINICAL DEMONSTRATIONS 
On the afternoons of June 30 and July 1 demonstrations were 
arranged at the Royal Bath Hospital. A large number of 
patients suffering from osteoarthritis, ankylosing spondylitis, and 
rheumatoid arthritis were shown in various stages of recovery 
following surgical procedures. Some of them were still bed 
cases, others were on crutches or could walk unassisted, some 
even entered the hail on bicycles, and so right up to apparent 
full recovery of function, bir. H. Petty (Leeds) was in charge 
of the demonstration, which was followed by a film. The 
physiotherapy regime for cases of cup arthroplasty was demon- 
strated. The patient was put on a Thomas splint with skin 
traction, and passive movements were instituted with the aid 
of a cord passing through.' pulleys and attached to the splint. 
The Thomas splint was taken off at the fourth week, a foot 
splint used, and the exercises continued. By the eighth week 
there was progress to crutches, and the patient was shown to 
be capable of performing certain special exercises. 
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Dr. H. Bruce Low writes; As an intimate friend of Henry 
Anstey COOKSON may I add a few words to the tributes already 
!’■ ■ Oookson was richly endowed 

Md Uad unusually varied opportunities for gaining experience. 
He was pathologist to a busy provincial hospital, and materia! 
from other hospitals in a thickly populated industrial area was 
sent to him ; all of which made him claim to be essentially a 
clinical pathologist. But he became also an expert in forensic 
medicine, and coroners’ and judicial courts relied to an increas- 
ing extent on his investigations and testimony. His attainments 
were recognized by bis colleagues in Edinburgh admitting him 
without examination as a member of the Royal College of 
Physicians and later promoting him a Fellow. His scientific 
standing was acknowledged by his election as a-.Fellow of the 
Royal Society of Edinburgh. 

Cookson’s interests were wide. He was equally at home in 
discussing moths and butterflies, gannets on the Bass Rock, 
palaeolithic prehistory, the internal workings of a motor-car, 
the intellectual and cultural qualifications of bishops, or, it 
seemed, anything and everything. He had shrewd, wise, and 
provocative opinions readily expressed on any subject that 
happened to be mooted. He was prepared to say what districts 
■of the country motorists had passed through by an examination 
of the insects adhering tij their windscreens. With no parade 
of piety, he had definite religious convictions. He cared not 
whether a man was Episcopalian or Presbyterian, but he dis- 
dained any who were devoid of religious principles. Pride of ' 
•face and in his country’s achievements were a portion of the 
deeper parts of his character. 

But among his friends this man, affectionately known as 
“Cookie,” will be remembered chiefly for his boyish impishness 
and fun. To be in his company was a delightful entertainment. 
A humorous remark quickly broke through the resem of 
strangers, and a picture comes to my mind of the learned scientist, 
sitting on his luggage in the corridor of a wartime crowded train, 
taking his part with a group of passengers in reading a play 
which a hitherto unknown fellow-traveller happened to have in 
his bag, the whole performance promoting hilarious enjoyment 
on an otherwise tedious journey. Be bis desk never so high 
with work waiting to be done, he followed you out of his office, 
along the passage, down the stairs and to the outer, door, firing 
oS quips, jests, and leg-pulls that made the escape of the 
■willing victim ifficuU. With all his learning and bonhomie, 
there was a surprising tenderness and depth of feeling for any 
who were in trouble. His imagination readily put him into 
the predicament of the unfortunate one and he was apt with 
sympathy and proffered help. The world of bis acquaintances 
is left sad and impoverished by the loss of this remarkable and 
lovable man. 

Dr. Auster Fokbes Cowan died at his home in Lincoln on 
June 9 at the age of 62. For the past two or three years he 
had been handicapped by illness but had carried on his practice 
with characteristic pluck. Born in Edinburgh, he_ was^ educated 
at Merchiston Castle School and at Edinburgh University, where 
he graduated M.B., Ch.B. in 1912. He took the F.R.C.S.Ed. m 
1923. After holding resident appointments as house-surgeon in 
the Royal Infirmary, Edinburgh, and as senior house-surgeon 
at the Royal Sussex County Hospital, Brighton, -he joined the 
late Dr. F. I. Paley in practice in Hove. He served in the first 
world war as a captain, R.A.M.C., and subsequently migrated 
to New Zealand, where for some years he practised at Akaroa 
and had charge of the hospital there. Always interested in 
gynaecology, Cowan decided to specialize in this subject and 
moved to Wellington, but unfortunately he was soon incapaci- 
tated by illness. After his recovery he settled in Lincoln, where 
he practised for the rest of a busy life. AJister Cowan’s buoyant 
and enthusiastic temperament carried him through all difficulties, 
and his sunny nature made him many staunch friends. He was 
.n fine quartcr-miler in his young days, and be loved every kind 


of sport, especially^ shooting, golfing, and fishing. To hii 
vvidow and two surviving children, one an officer in the Gurkhas 
the sympathy of all his colleagues and friends will be extended 
— N. F. 

Dr. Laurence Sebastian Morgan, of Grenada, British Wes 
Indies, died at Virginia Water, Surrey, on June 9, aged 6' 
years. He was the elder brother of Dr. H. B. W. Morgan, M.P 
for Rochdale. He qualified later in life than usual, and' aftt 
short service in the R.A.M.C. in the 1914-18 war (from whirl 
he was invalided) he returned to the Caribbean area and jdinci 
the Colonial Service. He was stationed for the remainder o 
his life in the Colony of Grenada and its satellite islands, ani 
did at different periods many malarial surveys for the Govern 
ment. He was secretary, and later president, of the Grcnad 
branch of the B.M.A. Finally he acted as chief medical ofilcci 
medical officers of prisons, and principal medical officer of th 
asylum and quarantine station until his resignation. He wa 
buried in Highgafe Cemetery, London, after a service at th 
Dominican Church, Southampton Road, Hampstead. 

Dr. Charles Morton Gavin Elliott died suddenly o 
June 10 at the age of 68. He was born in Geraldton, Wester 
Australia, and educated at St. Peter’s College, Adelaide. H 
started work in a shipping firm, but gave this up to study med' 
cine''at Edinburgh. He took the Scottish triple qualification i 
1914, and was a house-surgeon at the Royal Infirmary, Edir 
burgh. Afterwards he worked as an assistant to Dr. Ronah 
of Larberl. On the outbreak of war in 1914 he joined th 
R.A.M.C., and served in France for four years. He was twac 
mentioned in dispatches. After the war he returned to Edir 
burgh to take his D.P.H. in 1919, and later settled in practic 
in the High Street, Old Portsmouth. He built up an extensiv 
practice, especially with Service families, and continued with hi 
work until shortly before his death. During the recent wa 
Dr. Elliott-carried on under difficult conditions, for his hous 
and surgery were destroyed by enemy action. A soun 
physician, he never spared himself in his devotion to the higbci 
ideals of his profession and to the welfare and comfort of h 
patients. His qualities won him the respect and affection of a 
classes. He married Alison Jones, of Larbert, in 1919,' and sh 
survives him with a daughter and two sons. 

I 

Mr. Hyman Barnett Lieberman, who died in Nottingham o 
June 25 at the early age of 46, was born in Sydney, Australi; 
He graduated M.B., Ch.M. at the University of Sydney in 192i 
He then came to this country, and was appointed house-surgeo 
to the late Mr. A. R. Tweedie and Mr. H. Bell Tawsc at th 
Genera) Hospital, Nottingham. He had a natural ability fc 
ear, nose, and throat surgery and soon decided to make th; 
his life work. He took the D.L.O. in 1930 and the F.R.C.S.Ei 
in 1932. After gaining these higher qualifications he wa 
appointed honorary aural surgeon to the Mansfield and Distrii 
Hospital, and clinical assistant to the General Hospital, NoUlni 
ham. In 1936 he was appointed honorary assistant surgeo 
at the General Hospital, Notlingham, and throughout the wr 
years, following the death of Mr. Tawse, he was in charge c 
the car, nose, and throat department. Long hours of wor 
■with a depleted staff, and little leisure, undoubtedly contribute 
to his early death, for he never spared himself in his servic 
to his patients. After the war he retired from the -Mansfie! 
and District Hospital in order to concentrate his work at th 
General Hospital, Nottingham, where he was appointed to th 
full staff in 1947. He always had a hankering to go back t 
Australia. In 1948 be resigned his appointments and traveik 
to Perth, where he intended to continue the practice of b 
sp,^jalty, but anxiety about the health of his childtcn led t 
his early return to Nottingham. Not long after this his ow 
health broke down his death from pneumonia was uncxpecte 
and tramc. It could be said of Lieberman that he had Ihre 
interests— his family, to whom he was devoted, music (he 
an accomplished pianist), and his work. The esteem in whtc 
he was held by his colleagues and his patients was an indicate 
of the character and value of his services.—- G.G. 
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J9r. George Thomas Willan, a well-known Hove practitioner, 
died suddenly at bis home on June 24 at the age of 74. 
Dr. Willan received his medical education at Cambridge and 
Guy's Hospital, taking his B.A. in IS98 and the conjoint 
diploma in 1891. In his early days he was especially interested 
in industrial medicine, and wrote several articles for Pilinan's 
'Dictionary of Industrial ^^cdicinc, including those on the 
medical examination of employees, factory health, and factory 
records and statistics. During the South African war he was 
attached to the 17th Lancers as a cisil surgeon. In the 1914-18 
war he commanded the 82nd Field Ambulance in the 27th 
Division from 1915 to 1918. He served in Belgium, France, 
and Macedonia, and in 1917 was awarded the D.S.O. and men- 
tioned in dispatches. He was invalided from Salonika in 1917. 
Dr. Willan practised in Carlisle and later in Milton Regis and 
Sittingboume before settling in Hove. He had given valuable 
service to many organization's, including the South African 
Veterans, the R.A.M.C. Association, the Ypres League, and the 
St. John Ambulance Brigade. In 1935 he held the office of 
president of the Border Counties Branch of the B.M.A. During 
the recent war he was in charge of a camp reception station in 
Brighton. Dr. Willan was a good all-round sportsman, and 
enjoyed a regular dip in the sea up to the last. He is survived 
by his widow, one son, and two daughters. The profession in 
Hove has lost a fine representative of the old type of general 
practitioner, who will be ‘much missed not only by his many 
friends and patients but also by his colleagues, with whom for 
many years he had worked in steady friendship. He 'was a 
.good comrade aho could always be relied on for help when 
needed. — L. A. P. ' 

Dr. John Galwey Leebody, medical superintendent of 
Fulham Hospital and formerly medical superintendent of 
St. George-in-the-East Hospital, died in Hammersmith Hospi- 
tal on July 2 at the early age of 49. Although he had been in 
^indifferent health for some time, his death came as a great 
shock to his many friends. Leebody was bom in Edinburgh, 
educated at Merchiston, and graduated M.B., B.Ch. at Edin- 
burgh in 1923. He obtained the F.R.C.S.Ed. in 1936. Most of 
his professional life was spent in the municipal hospital service. 
■ He was a capable surgeon, but of recent years had devoted more 
and more time to medical administration. At work he was 
conscientious to a fault, never sparing himself and doing every- 
thing he could for his patients and for the East End Hospital 
he lovedr The hospital building was badly damaged during the 
r- war, and the anxiety of these years was no doubt an added 
; strain on his health. Leebody was a man of high integrity' and 
; infinite charm who endeared himself to all who knew him. He 
;; was an ideal companion, quick with the happy phrase that 
j neatly sized up a personality or a situation. In sport he was 
i' an all-rounder, though his activities in this field had necessarily 
j been curtailed of late. The deep sense of loss felt by his 
f; colleagues will also be shared by the many nurses who worked 
a with him. He is survived by his widow and a young son, to 
whom the sympathy of many friends will be extended. — 
- J.R.M;W. - 


rr 
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A STILL LONGER GESTATION PERIOD 
[From Our Medico-Legal Corresponden-t] 

Where 'divorce suits have been founded wholly or chiefly on 
'4; abnormal length of gestation the Divorce Court has accepted 
' r, as possible periods of gestation 346 days in 1947 and 349 days 
in 1948.' Mr. Commissioner Blanco White, recently retrying 
a petition previously heard at Chester in December, 1947, would 
ll’. not feject 360 days.° A leading aircraftman serving in Germany 
r? had home leave from Aug. 7 to 17, 1945. and was demobilized 
on Feb. 9. 1946. Between those dates he had no access to his 
wife, Mr on Aug. 13, 1946, she bore a child which weighed 

-J;' 1 iroocf V. Wood: Hadlumv. Hadlunu 

5 Daily Telesrapft, ^ta^ch 25, 1949. 


8} lb. and was apparently normal in every way. This meant a 
gestation period of either 186 days or 360 days. The wife, so 
far as the evidence showed, was a respectable and hardworking 
woman with a small child who lived with her parents. She 
worked as an assistant linesman on the railway. No allegation., 
of misconduct was made against her. In November and 
December, 1945, about nine months before the birth, she wrote 
to her mother-in-lavy and husband as if with a clear conscience, 
and when it took place she notified him by telegram and by 
letter. 

The Commissioner was satisfied on the medical evidence that 
the child could not have been conceived as late as 186 days 
before the birth, but on the question whether the 360 days’ 
gestation was possible he had to ask himself whether the extra 
14 days over the period of 346 days previously accepted by the 
courts was such as to tip the balance between a reasonable and 
a fantastic doubt, for adultery has to be proved beyond reason- 
able doubt. He did not think it right to condemn this respect- 
able woman, who had sworn that she had not committed mis- 
conduct, on speculation alone. He could not say, on the court's 
judicial knowledge of natural laws, that 360 days was an 
impossible period, and so was not satisfied beyond reasonable 
doubt that adultery had been committed. 

An appeal has now been entered in this case. 


Universities and Colleges 


UNIVERSITT OF CAMBRIDGE 

The following candidates have been approved at the examination 
indicated : 

Final M.B . — Parr tl (Principles and Practice of Physic. Tatholozy, 
end Pharmacology}: J. Armstrong, G. K. Barker, A. Bales, P. E. 
Bodkin, I. I. Bomsteln, E. C. A. Bolt, J. F. Boyle, B. I. Brown, 
F.. Bryan-Brown, D. Bulmer, J. F. C. Callow. N. L Cardno, C. C. 
Clapham, E. A. Cooper, P. B. Corston. G A. Court, P. J. Crossland- 
Taylor, W. G. Dawson, R. D. Eagland, J. G. Elliott, M A. Epstein, 
R. \V. Fairhead, E. H. R. Ford, P. R. Freeman. A. Gol, D. Gough, 

0. A. Gresham, B. M. Grimmeti, E C. B. Hall Craggs, J. R. Harris, 
E. H. Hemsted, R. N. T. Higgins, B. J. Hockey, L. B. Hunt, L. C. 
Hurst, I. P. James, E. W. P, Jones, M. J. Kehoe, D. S. Kerr, H. P. 
Kilner, A. J. Lane, D. C. A. Leggett, D. W. L. Leslie, H. P. Lotten- 
berg, h Lynfield, J. P. Lyihgoe. C. McCance, I. R. Mc\\'hinney, 
T. C. K. Marx, J. D. Marsh, E. Monkhouse, W. p. L. Morrison, 

1. H. Neame, H. R. Odium, B. W. Peckett, P. T. Perkins, S. T. H. H. 
Pilbeam. K- K. J. Pocock, A. Polak. H T. Pvth, J. H. Rack, J. M. 
Roberts, C. A. Rogerson, J. B. Self, V. H. SmiUi, J. F. Soothill, L. R. 
Spencer, J. Stevens, T. E. Stockley, R. A. Struthers, T. J. Sullivan, 
M. K. Sykes, D. G. Thompson, P. NV. Thompson, E. Veldhuyzen, 
p. P. WagstaR, C. B. Walker, I. S. Waller, S. A. Wanski, J. F. 
Watkins, R. G. Watkinson, E. J. Waison-Williams, D. D Webb, 
E. K. Westlake, J. L. Whitby, B. F. Whitehead, M. Wilkinson. 

UNIVERSITY OF ST ANDREWS 
The folloiving candidates have been approved at the e.xaminaiions 
indicated : 

M.D. — Elizabeth M. Ford, D. Myles, D. Thomson. 

M.B., Ch.B. — ^W. G. F. Adams, O. R. Akinshete, Anne Asiley', T. S. 
Beveridge, S. C. Cameron, R. E. Candlin, P. G. Cannon, Jean E. H. 
Charlton, Elizabeth M. Chester, J. J. Christ, Denys P. L. Cooper, 
J. A. Doig. D. W. Emuchay, Denys V. I. Fairweather, Eileen R. 
Forrest, J. L. Galloway, D. G. Garrow, C. W. Grant, P. W. Grant, 
Sheila C. Grant, J. D. Green, W'. Guthrie, J. B. W. Halley, F. T. 
Hardy, Margaret M. A. Harley, W. A. Henderson, P. M. Jouben, 
Margaret M. Kennedy, G Kerr, A. S. Liddell, A. S. Lindsay, 
Doreen S. Lowson, Anihea L. MacBean, Mary E. \fcGarin, J. A. 
McGregor, A. D. Meinness, A. M. McLeod, Margaret G. 
Macnaughton, R. A. Main, Pamela A. Mais, Muriel I. K. Nicoll, 
Isabella G. R. Nimmo, Joan North, Margaret Oliver^ Evelyn J. 
Paterson, Joan E. Perry, I. R. Purdom, I. H. Redhead, A. W'. 
Robertson, Mom’ca V. Robinson, M. Rosen, J. N. Rushforth, A. 
Saddler, J. Simpson, Isobe! M. Smith, A. W. Sumner, G. W'iUiams, 
janina Zaborowska. 

UNIN^RSITY OF LONDON 

The followng members of the medical profession have been 
appointed representatives of the University on the governing bodies 
of the mstiiutions indicated in parentheses: Professor S. J. Cowell 
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the amendment, would be fulfilled.if a local authority provided 
; one apparatus. What Mr. Thorneycroft wanted was a stunt and 
, not analgesia. 

It was for the clinician to decide what it was best to give ihe 
mother and for the Minister to put into the hands of the mid- 
wife or the doctor the full range of clinical services which might 
be necessary. It was not the duty of laymen like Mr. Thomey- , 
croft to, say what should be clinically applied in a given set of 
' circumstances. There were other ways of- inducing painless 
birth which were not, analgesia. Why did not members of the 
Opposition move an amendment to provide that streptomycin 
I .should be given in all cases of tuberculous meningitis ? They 
; could go through the whole range of clinical medicine and insist 
on each case being mentioned in a Bill. , Each''piece of clinical 
practice was ,a part of the general Health Service. -It was the . 
. duty of the Minister to- put at the disposal of the medical ' 
profession the full range of medical apparatus and then to leave 
' the. medical profession to apply it in the light of changing 
experience. In six months or a year this practice might be 
entirely dated and they would have~an Act of Parliament 
insisting on the administration of an out-dated practice'. If 
Mr. Thorneycroft was better acquainted with the subject he 
would know thqt some obstetricians and gynaecologists objected 
to this form of birth. In-this Jield Parliament.must give proper 
attention to the welfare of the Service as a whole and the health 
of the patients in particular. It would be .sheer idleness to . 
accept the amendment, because the words .would mean nothing. 
Parliament ought not to single out any special form of treats 
ment. It had Ndone so under the principal Act with regard to 
dental priorities and Members could see what had happened.- 

Dr. Guest pointed out that the new Clause included a duty ' 
on the local health authorities to secure that the midwives whose 
services- were provided were enabled to render “all services 
reasonably, necessary for the appropriate care” of the women 
they attended. Surely that provision included analgesia and 
everything else. 

Mr. Bevan agreed that these words covered the whole range 
of services which at any moment might be regarded as clinically 
necessary — not only analgesia but all services. 

\The Committee then divided and -Mrs. Manning’s amendment 
was rejected by 1,6 votes to 15. Mr. Bing’s clause as originally 
piroposed was then added to the Bill. 

On the Schedule covering minor amendments of the Acts of 
1946 and 1947 Mr. Sevan moved to insert words to enable. the 
, Exchequer grant to be paid on the money which local health 
authorities* had to find to make good the annual deficit of. the 
Central Midwives Board. , The Committee agreed to the 
amendment. i 

An amendment by Dr. Segal to add representatives of 
ophthalmic and dispensing opticians to the local representa- 
tive committee was withdrawn when Mr, Bevan agreed in 
principle to accept it at the report stage. • 

Drugs for Private Patients 

Mr. Richard Law moved to insert words to enable patients 
who were treated by private practitioners and not under the 
National Health Service to receive the advantages of the Act 
so far as pharmaceutical services were concerned. There was 
a very strong feeling among private patients that they were 
being unfairly treated. 

Consideration of this amendment was adjourned until the 
Committee resumed for a fourth sitting. 

When the Committee resumed on July 6 Mr. Bevan r^eplied to 
Mr. Law, whose amendment proposed that a doctor, who treated 
a private patient could prescribe drugs, medicines, and appli- 
ances, which would be provided under the National Health 
Service. He .said that if this were allowed there would be no 
effective check on expenditure. It was a mistake to say that 
the Ministry could make regulations to provide for a doctor 
who was outside the Service being brought inside for discipli- 
nnry purposes in Ibis respect. The patients of private doctors 
were not denied the services provided under the Act : they 
denied themselves. Probably less than 4% of the population 
still chose to have private doctors. A large number of doctors 
in the Service had private patients as well. He saw no reason 
why they should not have, if they wished to maintain the 


relationship of private doctor and private patient which hai 
formerly existed, but he saw no reason why Parliament shouli 
pump out public money to support the proposition moved bi 
Mr. Law.. 

.The-Nationaf Health Service (Amendment) Bill afforded iin 
limited scope for the Opposition to put down amendments tc 
the National Health Service Act, yet the only substantial amend 
ment proposed was this one which added to. the expcnditiin 
without adding to the Service. A doctor wishing to retain r 
priyate patient might be induced to prescribe expensive drug- 
bec.iuse the more he satisfied that patient that he' was prescribinj 
astronomically the more inclined the patient would be to- keep 
him. as a private doctor. Until the Service had stabilized itsell 
Parliament ought not to do anything that would bring about r 
return to the old situation. 

Sir Hugh Lucas-Tooth asked Mr, Bevan whether he would 
accept an amendment which would enable doctors who were 
in the Service to prescribe for their private patients. 

Mr. Bevan said the fact that a doctor treated a person pri- 
vately put both of them - outside the Service in respect of that 
treatment. - 

Sir Hugh Lucas-Tooth pointed out that a doctor could pre- 
scribe for a visiting patient or for. a foreigner. 

Mr. Bevan said the Opposition could have put doVvn an 
amendment to deal with' the problem and exclude foreigners, 
but all it wished to do' was to create bitterness and prejudice 
without facing the problem. If visitors to this country fell sick 
they took advantage, as a general rule, of the hospital system 
but that was no reason why the Committee should make a 
general breach in the system. 

Sir Hugh Lucas-Tooth said that a person could go to a 
doctor as a private patient and at the same time be placed or 
the list of some other.doctor under the scheme and take advan- 
tage of that fact to obtain medicines recommended for him by 
his private doctor. 

Dr. Haden Guest said that was not the way that medical 
practice worked. If it took place it wbuld be regarded as a 
very "Serious matter by both doctors. The majority of doctors 
in the Service were men of the highest integrity. Some forms 
of treatment were very expensive. It might be necessary to 
prescribe for patients gland extracts at a cost of £100 per week. 
To suggest that such treatment should be outside the control 
of the National Health Service was fantastic. Doctors would 
resent having to send in two kinds of accounts and would pre- 
fer to deal with the matter from a National Health Service 
point of view. From the doctor’s point of view the advantage 
of the Service was that it got rid of commercialism. 

Colonel Stoddart-Scott drew a comparison between a 
British subject who paid his taxes and his contributions to 
the Health Service but could not get that service, while a 
foreigner was able to get any treatment under the Health Ser- 
vice without being on the list of any doctor. 

Dr. Segal hojjed that Mr. Bevan would set his face against 
the amendment. He believed that the present glut of over- 
prescribing was a relic of the bad old days. The tendency would 
diminish as the Service _ developed. He did not see how 
Mr. Bevan could make a concession which would add to the 
opportunities fof overprescribing. 

Mr. Law said Mr. Bevan had been unreasonable in arguing 
that the change proposed was not administratively possible, and 
unreasonable in arguing that it was a dodge to endow private 
practitioners with public funds. 

Mr. Bevan said that if a citizen contributed to the upkeep 
of a park which he never entered he suffered no injustice, 
because the park was not withheld from him. It was not true 
that the Government was withholding from a British private 
citizen what it was giving to a foreigner. Old age pensioners 
and also wives and children did not pay the donlribution and 
were still entitled to the medical service. If he made the con- 
cession which had been asked for, the 4% of population outside 
the Service would grow very rapidly. 

Mr, Law's proposed amendment to the schedule was -then 
rejected by 20 to 7. ' 

An amendment by Mr. Howard to provide for compensa- 
tion for “ loss of remunerative time ” by individuals attending 
hospital management committees o’r other bodies in place of 
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ihe provision in the Bill for compensation for " any loss of 
earnings” was withdrawn after Mr. Bevan had given an 
assurance that the phrase used in the Bill involved no narrow- 
ing of the provision. 

Election of Chairmen 

Colonel Stoddart-Scott moved an amendment the purpose 
of which was to provide that the Minister, having nominated 
every member of every regional hospital board and every mem- 
ber of every board of governors of teaching hospitals, should 
permit them to elect their own chairmen'from among the people 
he had appointed. The amendment also asked that management 
committees should be allowed to choose their own chairmen. 

Mr, Bing said that the power which the Minister possessed 
enabled him to make appointments of a semi-political nature 
which it would be difficult for the regional boards themselves 
to make. 

Mr. Bev.an remarked that of all his tasks in connexion with 
the National Health Service the appointment of boards of 
governors and their chairmen and of regional hospital boards 
and their chairmen had been one of the most difficult. He did, 
not seem to have been able to please anyone, but he was 
consoled by the fact that the regional boards and the boards 
of governors were settling down quite happily to their tasks. 
Nothing could be more undemocratic than to permit a body of 
nominated persons to elect a chairman and thereby to stop the 
House of Commons from criticizing the Minister for the 
administration of these boards. The Executive Council was 
not an agent of the Minister but a statutory and contractual 
body, and therefore it was proper for it to elect its own 
chairman. 

The amendment was withdrawn. 

Mr. Bevan moved an amendment authorizing him to pay 
certain expenses to members of subcommittees of the Executive 
Council. ' The Committee agreed to this amendment and to 
further drafting amendments, and the Committee Stage ended. 


The Lock Hospital 

Sir Hugh Lucas-Tooth asked Mr. Bevan on July 7 whether 
he had considered the proposal of the Regional Hospital Board 
that the London Lock Hospital should cease to he used as 
a hospital for the treatment of venereal diseases ; and whether 
such action had received his approval or sanction. 

Mr. Bev.an said this proposal had not been before him 
ofScially, because the Regional Hospital Board's delegated 
powers for the planning and development of hospital services 
ill their area did not require them to obtain his approval 
before' they made changes in the use of particular hospitals. 
If representations were made to him that a -hospital ought 
not to be diverted from or to a particular purpose he would 
lake these representations into account. 

Dr. Stephen Taixor said the Regional Hospital Board bad 
, given most careful and sympathetic consideration to the case 
i of the Lock Hospital. Only after the matter had been/iarefully 
. discussed for a long time dfd the Board reach this decision. 

Mr. Eevan said it was undesirable that regional boards should 
, be interfered with in their detailed plans. 

Analgena in Childbirth Bill 

A Standing Committee of the House of Commons resumed 
-on June 28 consideration of the Analgesia in Childbirth Bill, 
r; Mr. J. J. Robertson said that the Government proposed in 
^committee on the National Health Service (Amendment) Bill to 
ijaccept in principle new clauses standing in the name of hfr. Bing 
.-■and Mrs, Mann. Mr. Bevan and Mr. Woodburn took the view 
-that under the National Health Service Act local health authori- 
;'ties could be required to make provision for the supply of 
/apparatus, for transport, and for the training of midwives in the 
' use of analgesia. The domiciliary midwifery service was part 
yof the National Health Service, and the provision of analgesia 
tor women confined at home should not be divorced from other 
,,-:are given by domiciliary midwives to their patients. It would 
'yie wrong to single out analgesic apparatus and transport but not 


to secure that midwives were provided with other equipment 
and drugs required for the efficient practice of their calling. 

Mr. Thorneycroft said that those who proposed to make 
specific provision for analgesia were not the first people to 
single out something in the National Health Service Acts. The 
Ministry had placed specific duties on local health authorities. 
The Government had made it a duty and not the option of the 
local health authority to arrange for the care of mothers and 
children under the age of 5. He had no doubt that if the Bill 
passed there would be a greater use of analgesia. The machines 
were available and were piled up in the stockrooms of the 
manufacturers. 

Dr. Haden Guest said it would be better that action should 
be taken on an amendment to the National Health Seni'ce 
(Amendment) Bi!) to confer not only the power to make use of 
analgesia but power to do everything else necessary to make 
motherhood safe, to diminish maternal mortality, and to 
diminish the fear of pain. He thought that in future the psycho- 
logical and physical preparation of a woman for childbirth 
would be more important than it was now. Safer motherhood 
depended on a big and elaborate organization. They had had 
that organization in London for some time and it could be set 
up in other places, 

Mr. Thorneycroft said that if the Government was prepared 
to put a specific duty on local authorities in respect of the 
supply of drugs, apparatus, and transport he was prepared to 
drop the Analgesia in Childbirth Bill. 

Ntr. Blenkinsop, for the Government, said Ministers wished 
to make the position clear by accepting words ensuring that 
the Nfinister had power to impose a duty on local authorities 
over the whole range of the services and not merely for 
analgesia. After further discussion the proposal that Clause 2 
stand part of the Bill was defeated by 21 to 13. Subsequent 
clauses were accepted with minor amendments. The Bill was 
then reported to the House. 

On July 1 the Bill was considered as amended in Standing 
Committee, and Mr. THOR,NEvcROFr offered to accept several 
amendments proposed by Mr. Bing. Discussion of these 
continued till the time appointed for the rising of the House, 
and the Bill did not then receive a third reading. 

On July 8 the third reading of the Bill was moved and was 
rejected by 108 to 44. 

Berxiliiim Poisoning. — Mr. JrMES Griffiths said on June 28 that 
beryllium poisoning had been added to the list of prescribed industrial 
diseases. He was also considering a lecommendation about certain 
forms of cancer among nickel workers. 

Sickness Benefit.SSr. Tom Steele stated on July 7 that it was 
estimated that about 800,000 persons were in receipt of sickness 
benefit on June 1, 1949. A statistical inquiry into the average dura- 
tion of sickness in 1949 was being made, but the rKults would not 
be available until early next year. 

Exiravagant Prescriptions. — Mr. Peter Freem.\n on July 7 asked 
the Minister of Healih whether he knew that much larger quantities of 
medicines were frequently supplied on National Health Service 
prescriptions than were necessary, and what steps were being taken to 
prevent such waste of public money. Mr. Bevan said a doctor whose 
prescriptions suggested extravagance irught have his prescribing 
investigated by a local professional cotrrmittee Before this he would 
be given the opportunity of explaining his reasons to, and being 
advised by, one of the Ministry of Healt'n tredical officers. 

Health Centres. — ^Mr. Bev-.an announced on July 7 that 26 existing 
clinics were being run as health centres, medical or dental. One 
important new scheme was under way. and three other proposals were 
being considered. iVfeanwhile a vpedal comnultee of the Central 
Health Services Council had the whole subject of future development 
in vierv. 


The Ministry of Health reports that nearly 26.000 new blood 
donors were enrolled in the first three months of 1949, bringing 
the number of donors in the National Blood Transfusion Ser- 
vice to approximately 375,000. During the quarter there were 
106,766 blood donations — 23,000 more than in the comparable 
period last year. To keep ahead of the steadily increasing 
demand of hospitals, and to avoid, where possible, calling on the 
individual donor more often than twice a year, it is estimated 
that another 200.(XK) donors will be required. 
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INFECnbUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital Statistics 
m the British Isles dunng the week ended June 25 [No "’I 

Fi^es of Prmdpal Notable Diseases for the week and those for the rone- 
sponding week last year, for: (a) England and Wales (London indudedWb) 
London (adi^trative county), (c) Scotland, (d) Eire, (e) Northern Ireland 
nrp Deaths, and of Deaths recorded under each infectious disease, 
-A ereat totvns in England and Wales (including London) 

(adnumstrative county) (c) The, 16 principal towns in Scotland 
■(d) The 13 pnncipal towns m Eire, (e) The 10 principal loivns in Northern Ireland. 

A dash denotes no cases; a blank space denotes disease not notifiable or no 
return available. ' ' ' 


Disease / 

1949 

1948 (CorrespondingWeek) ' 


Ca) 

(b) 

(0 

(d) 

(e) 

(a) 

(b) 

(c) 

(d) 

(e) 

Cerebrospinal fever 

26 

3 

16 

2 

- 

34 

1 

17 

4 

, 

Deaths 


— 

“ 

. 



2 



Diphtheria 

73 

17 

24 

6 

5 

137 

17 

44 

6 

1 

Deaths .|. ... 

2 

1 

— 


1 

„3 




— 

Dysentery 

66 

■ 7 

43 




64 

10 

39 

1 


Deaths 





— 



— 

— 

Encephalitis lethargica, 



' 




- 




acute . , , . 

Deaths 


— 



' 


— 




Erysipelas 



18 

3 

- 3 



> 21 

9 

1 

Deaths 


— 





— 




Infective enteritis or 











diarrhoea under 2 
years 

17 



39 


33 



46 


Deaths 

1 

4 

— 

— 

I 

n 

2 

— 

Measles* 

6,863 

613 

301 

200 

153 

10.571 

880 

165 

144 

66 

Deathst . . . . 



1 

— 

— 




— 

— 

Ophthalmia neonatorum 

52 

4 

10 

— 

— 

47 

9 

11 

— 


Deaths 












Paratyphoid fever 

Deaths 

31 

1 

— 

“ 

— 

8 

1 

2(B) 

— 


Pneumonia, influenzal . , 

334 

25 

3 

10 

4 

373 

, 19 

1 

14 


■ Deaths (from influ- 






■4 





enzaJt 

7 

“ 

1 

•*“ 




1 


Pneumonia, primary . . 
Deaths 

ill 

17 

153 

25 

9 

4 

114 

14 

142' 

26 

4 

4 

Polio-encephalitis, acute 

4 

— 




4 

1 




Deaths 









A 


Poliomyelitis, acute 

48 

6 

2 

3 

— 

27 

7 

2 

1 



DeathsS 

3 

1 









Puerperal fever . . • . 


— 

6 




2 

, 12 


— 

Deaths 











puerperal pyrcxiall 

88 

3 

3 

1 

- 

109 


5 

— 

— 

Deaths 












Relapsing fever 


_ 



— 

— 





Deaths 












Scarlet fever 

1,137 

76 

175 

68 

57 

1,649 

103 

394 

40 

36 

Deathst 



— 

— 







Smallpox 

— 

— 

_ 

— 

— 

— 

— 

— 

— 


Deaths 










- - 

Typhoid fever . . 

8 

2 

2 

1 

— 

3 

— 

3 

• 1 

— 

Deaths 



— 









Typhus fever 

— 

— 


— 


— 

— 

— 

— 

— 

Deaths 




— 

, 



. 




Whooping-cough* 

2,181 

90 

57 

87 

82 

2,?03 

217 

.38 

1 

86 

12 

3 

Deaths 

8 

2 

— 

I 



— * 



Deaths (0*1 year) 

216 

25 

38 

18 

11 

256 

40 

46 

i; 

8 - 

Infant mortality rate 











(per 1 .000 live births) 










■ 

Deaths (excluding still- 
births) 

4,183 

616 

561 

154 

116 

4,018 

615 

586 

151 

137 

Annual death rate (per 








11-8 

9-4 


1,000 persons living) 



11-3 

9-5 






Live births 

7,666 

1197 

1010 

425 

251 

7,743 

1246 

1015 

448 

246 

Annual rate per 1,000 
persons living 







— 

20-5 

28-0 




20-3 

26-3 






JtvUbirlhs 

193 

26 

29 



241 

35 

26 



Rate per 1,000 total 











births (including 

stillborn) . . 



28 





25 




• Measles and whooping-cough are not notifiable in Scotland, and the returns 
ire thererore an approximation only. . 

t Deaths from measles and scarlet fever for England and Wales, London 
administrative county), will no longer be published. . , 

J Includes primar>- form for England and Wales, London (administrative 
roumy), and Northern Ireland. ^ • • r xr i 

§ The number of deaths from poliomyelitis and polio-encephalitis for England^ 
ind Wales. London (administrative county), arc combined. 

11 Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES { 

' c 

Poliomyelitis ! 

Notifications in England and Wales in the week ended July 
were poliomyelitis 80 (48), polio-encephalitis 1 (4). (Figures h 
the previous week are shown in parentheses.) Counting polic 
myelitis and jjolio-encephalitis together, multiple cases wc, 
reported from the following counties : Cheshire 2 (1), Corr- 
wall 9 (3), Devon 4 (3), Essex 3 (5), Gloucester 3 (2), Hen- 
ford 3 (1), Kent 2 (2), Lancashire 5 (5), Leicestershire 2 (II, 
London 6 (6), Middlesex 9 (3), Oxford 4 (2), Somerset 2 (1) 
Yorkshire East Riding 2 (0), Yorkshire West Riding 9 (4)', 
Carmarthen 2 (0). 

The general epidemiological picture is one of a widespread 
increase, but the only definite groupings of cases so far reporiej 
have been in Newhaven (last case reported June 17), Camborne- 
Redruth U.D. (last reported case July 8), and Camberwell (last 
reported case July 7). A feature of the outbreaks has been the 
occurrence of unusual numbers of multiple cases in families. 
There have been three instances of two cases in one family, in 
Camberwell in two instances and in Newhaven in one instance. 
Cases have occurred among children rather' than adults... 

. Many clinicians believe that muscular activity in the early 
indefinite stages of the disease is harmful, and Ritchie Russell 
brought forward evidence on this point based on his questioning 
of 100 patients who had poliomyelitis in 1947 (Journal, 1947,2, 
1023). His conclusion was that “ complete physical rest in bed 
from the onset of the pre-paralytic stage greatly reduces the 
danger of severe paralysis. Severe physical activity at this stage 
is almost suicidal, while the continuance of even average physi- 
cal activity is dangerous.” This point was mentioned in the 
Ministry of Health memorandum published in the Journal of 
July 26, 1947 (p. 141), but did not perhaps then receive the 
emphasis which should now be given to it. 


Food Poisoning at a London Hospital 
Over a hundred members of the staff and patients at a la^ 1 
London hospital were affected by an outbreak of food peij^ 
ing on July 5. S. typhi murium has been isolated from a Lj. - 
ber of those attacked. There is little doubt that the vehi(^^j,j 
infection was “ queen of pudding,” eaten by some 600 p^^jj 
at lunch on that day. This pudding was made in two g. 
First breadcrumbs vyere mixed with a custard made fror|.yjj.g 
and the yolks of- 200 duck eggs, and baked in the 
about half an hour. The white of the eggs was then 
up with sugar and poured on to the top of the spoijgj^ ^ 
grilled until the surface was lightly browned. 

No members of the kitchen staff had had any suspu ^ 
illness before the outbreak, and it can be assumed that infei^, 
originated from the duck eggs. It is possible that parts d 
of the sponge which had been baked in the oven for halfS 
hour may not have reached sterilizing temperatures ; but ity 
certain that the heat treatment given to the white of the eri 
was riot sufficient to kill the organisms in this part of tfr. 
pudding. . ( 

This outbreak, together with other recent incidents in which 
, duck eggs have been involved, is a further reminder of thd 
potential danger of consuming duck eggs without adequate hc^ 
treatment. Furthermore, unless the origin of the egg is know^^ 
and it is certain that they are not infected with S. typhi muriuir) 
it is dangerous to use duck eggs in the preparation of mcringj( 


t. 

lie 


Discussion of Tabic 

In England and U'alcs there was a decrease in 4he notfaic 
tions of measles 2,289, acute pneumonia 92,’ and whoojcr.s 
cough 72. The only increase was in the incidence of schnd 

fever 207. ... j?" 

The largest declines in the incidence of measles were Lorfdc 
295, Warwickshire 254, Yorkshire West Riding 254, Kent 1.' 
-Sussex 131, Surrey 122, Middlesex 111, and Northumberiri 

^^There were only small changes in the notifications \ 
whooping-cough, notably an increase of 31 in Essex andf 
decrease of 55 in Lancashire. An increased incidence of scar'y 
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fever was reported throughout the country; notifications in- 
creased appreciably in Yorkshire West Riding 42 and Warwick- 
shire 34. 

The 73 notifications of diphtheria represented a new low 
record, which was eight less than the previous lowest return. 
The chief feature of the returns for diphtheria was the rise 
7 in London from 10 to 17, due mainly to an outbreak in 
Bermond.sey with 10 notifications. 

: A further 28 cases of paratyphoid were notified from the 

r outbreak in Durham (Hebburn U.D. 17 ; larrow M.B. 7). 
Notifications of dysentery from the outbreak in Lancashire, 
Liverpool C.B.. numbered 32, which was six more than in the 
preceding week. 

In Scotland decreases were recorded in the notifications of 

■ measles US, whooping-cough 44, and scarlet fever 21, with a 
' rise of 14 in the incidence of dysentery. This increase in 

■ dysentery was due to the experience of Glasgow, where the 
; notifications increased from 18 to 31. 

• In Eire there were falls in the notifications of measles 59, 

■ whooping-cough 13, and scarlet fever 6. In contrast to the 
^ general trend a rise of 17 in the notifications of measles was 

• reported from Dublin C.B. 

In rVort/ierri Ireland there was an increase of 21 in the 

■ notifications of measles. This increase was confined to two 

•'Counties — Antrim 10 and Armach 12. 

- » 

• ’ Week Ending July 2 

Notifications of infectious diseases in England and Wales 
during the week included; scarlet fever 1,031, whooping-cough 
7 Z260, diphtheria 80, measles 6,984, acute pneumonia 376, 

. cerebrospinal fever 23. acute poliomyelitis SO, dysentery 49, 
paratyphoid 13, and typhoid 4. 


Medical News 


.^-Vrelfth British Congress of Obstetrics and G>Tiaecolog>’ 

dinner was held in the Guildhall on July 8 at the conclu- 
. he ha of the Twelfth British Congress of Obstetrics and 
■ that lecology. Sir Eardley Holland, president of the Congress, 
. a hosfi the chair, and the guests included the Archbishop of 
. such a-bury, the Lord Mayor, and Lord Webb-Johnson. Sir 
: ‘4lr. -n Giiliatt, president of the Royal College of Obstetricians 

officiallynaecologists, in proposing a toast to the Lord Mayor, 
j powers of the connexions between the City and the Royal 
, 111 theses and the close association of the present Lord Mayor 
, befo> St. Bartholomew’s Hospital. The Lord Mayor replied, 
if t welcomed the visitors from overseas to the City. Dr. J. V. 
• foHgs proposed “ The Congress,” to which Sir Eardley Holland 
4 >al ponded. Mr. Victor Bonney proposed a toast to “The 

, jests,” who, he said, represented over 20 countries. Dr. Claud 
" S'jelbre (Paris) and Professor Ebbe Brandstrup (Copenhagen) 
; Professor Hilda Lloyd proposed a toast to Su Eardley 

, °nd Lady Holland. 

1 ^tPorld Federation for Mental Health 

At a Press conference held in London on July 7, Dr. J. R. 
.<ees, president of the Federation, spoke of the immediate plans 
f'" f his organization and the difficulties it was now facing. The 
4- onxleration, which was in the first year of its existence, was 
hde up of 55 societies representing 33 ‘countries, and more 
conre to be admitted. It enjoyed consultative status to Unesco 
aced IVHO. Dr. Rees said that it was planned later to carry 
and a world-wide investigation of mental health, but even 
y Hut 1 rhore limited activities their financial difficulties were con- 
ties ;rable. The Federation needed £30,000 a year in order 
l^f-ap; establish an office in Geneva and arrange meetings of its 
,.ilt.-embers. At present the offices of the Federation were in 
!vc';if jndon, and delegates travelled to the conferences at their 
ovn expense. He added that an anonymous donor had recently 
...K Wen £2,500 for three years as the salary of a medical director, 
'^-3nd the Macy foundation had made a grant of 545,000. The 
y^'ongress to be held in Geneva in August would discuss how the 


Federation could contribute most usefully to the plans of 
WHO. Dr. Rees hoped that surveys of rural, industrial, and 
student mental health could be carried out, making use of the 
existing administrative machinery of WHO. He emphasized 
that the Federation would not be made up solely of medical 
men and women, but would include educationists, journalists, 
and representatives of other professions concerned with mental 
health and public cducatiorf. 

Royal College of Obstetricians and Gynaecologists 
The Honorary Fellowship of the Royal College of Obste- 
tricians and Gynaecologists was conferred on Sir Henry Dale, 
O.M., F.R.S., and Professor E. J. Hejinan, of the Radium- 
hemmet, Stockholm, at a meeting of the council of the college 
held on July 5. Professor Hilda Lloyd and Professor Chassar 
Moir, sponsoring Sir Henry Dale, referred to the effect of 
his work on ergot and pituitrin on practical obstetrics. Dr. 
Malcom Donaldson and Miss Martindale introduced Professor 
Heyman. The president of the college. Sir William Giiliatt, 
welcomed the new Fellows. 

South African Medical and Dental Council Overruled 

Recently the Medical and Dental Council of South Africa 
refused registration to Dr. Grantly Dick Read. This ruling 
was set aside by the Supreme Court on June 23. According 
to Mr. Justice de Villiers, “ ... as the Act and the rules now 
read, in my judgment. Dr. Read has fulfilled all the conditions 
requisite for registration, and the council had no j'urisdiction 
to refuse him registration on grounds extraneous to the clear 
provisions of the Act.” 

Rye Flour 

The Ministry of Food states that patients who are allergic to 
wheat or wheat-flour extracts need no longer produce a medical 
certificate to obtain supplies of rye flour. They should try to 
get rye flour from a retailer in the normal way. If they have 
any difficulty they should seek advice from the local food office. 

Commonwealth Fund Fellowships 
Appointments to Commonwealth Fund Fellowships in 
Medicine from September, 1949, are announced as follows: 
J. C. S. Paterson, M.B.. Ch.B.. M R.C.P. (to University of 
Rochester): G. J. Romanes, Ph.D.. M B., Ch.B. (to University 
of Columbia); and G. Smith, M.B., Ch.B. (to Johns Hopkins 
University). Information concerning Fellowships, which are 
ofiered by the Commonwealth Fund of New York, may be 
obtained from the secretary, Commonwealth Fund Fellowships, 
35, Portman Square, London, W 1. Appointments are tenable 
by British graduates in American universities for one year. 

Sanderson-Wclls Prize 

Dr. S. S. B. Gilder, assistant editor of Abstracts of If'orld 
Medicine, has been awarded the Sanderson-Wells (Senior) Prize 
of the University of London for 1949 for his essay entitled 
“ Syanptoms and Signs of Experimentally Induced Vitamin 
Deficiency in Man.” The prize (value £20) is awarded for the 
best essay on a subject set by the university submitted within 
one vear of the competitor's taking the London degree of 
M.B..' B.S. 

Cambridge Medical Graduates’ Club 

Mr. W. H. C. Romanis presided over a meeting of the (Jam- 
bridge University Medical Graduates’ Club at Pembroke College 
on July 8. followed by a dinner in the College Hall. Mr. S. C. 
Roberts, Master of the College, gave an informal speech of 
welcome. Mr. H. U. Willink, P.C., Master of hfagdalen, said 
that so far as he could judge the quality of the students entering 
medicine was high, and Sir Lionel Dhitby said a few words 
about the plans for medicine in Cambridge. 

IVflIs 

Dr. Lorimer Gifford Nash, of Ashwell. Herts, who left 
£55,685, left £100 to the Royal Medical Benevolent Fund; 
Dr. Walter Edward Manby, of Pembroke, left £24,071 ; Dr. 
Harold Edward Gibson, of Seaton, Devon, £19,598 ; and Dr. 
Septimus Bodger, of Redditch, Worcs, £19,197. 
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COMING EVENTS 

International Congress of Otolaryngology 

The Fourth International Congress of Otolaryngology will 
be held at King’s College, Strand, London, W.C., from July 18 
to 23, and will be opened by the Duchess of Kent on Monday 
July 18, at 11 a.m. ' ' . 

Old People, at Home ■ 

A conference is being held on July 20 and 21 at the' Royal 
' College of Nursing at the request of the Public Health Section 
to discuss with representatives of national voluntary bodies im- 
mediate and economic ways of helping the aged and infirm in 
. their own homes.'' . , ■ 

■ Banting Memorial Lecture / 

Dr. R. D. ■ Lawrence \vill deliver the Banting Memorial 
Lecture at King’s College Hospital Medical School, Denmark 
Hill, S.E., on Friday,' July 22, at 10.30 a.m. His' subject is 
“ Insulin Therapy ; Successes and Problems.” 

l' 

British Standards Institution 


Thursday 

Drea'dnought Seamen’s Hospital, Gtecmvich, London, S ! 

July 21, 3 p.m., demonstration by Mr. S. Power. 

IN^TOTE OF,:,UROLOGv.-At St. Paul’s Hospital, Endell Sir 
London, W.C., July 2L (1) 11 a.m., “ Pinta, and.Be'icJJ 
W. N. Mascall; (2) 5 p.m., Tumours of the Testicle,*' 
Mr. W. K. Irwn. 


Royal Society of Tropical Medicine and Hygiene —A t 26 P 
land Place, London, W., July 21, 7.30 p.m., “ The Mass Comm 
Malaria with the New Insecticides," by Dr. A, Gabali 
(Venezuela). A discussion will follow. 


Friday 

iNsfiTUTB.OF Urologv.~A( St. Paul’s Hospital, Enddl Str 
London, W.C., July 22, 5 p.m., ” Injuries and Diseases of 
Testicle and Epididymis other than Tumour or Tuberculosis. " 
Mr. Harland Rees. 

King’s College Hospital Medical School, Denmark Hill, S.t 
July' 22, 10.30 a.m., " Insulin Therapy; Successes and Prohten 
Banting Memorial Lecture by Dr. R. D. Lawrence. 


Saturday 

Medical Society for the Study of Venereal Diseases.— 
Leicester -Royal Infirmary, July 23, 28th annual general mecli 
Presidential Address by Dr. C. Hamilton Wilkie : “ The Lcices 
V.D. Clinic and the New Neallit Schentc." 


BIRTHS, MARRIAGES, AND DEATHS 


The annual general meeting of the British Standards Institu- 
tion will be held on July 27 at 3 p.m. in the council room of 
^the institution (first hoor), 24', Victoria Street, London, S.W.l.i 
/ ; 
Psychotherapy and tlie Community 

A summer school on “ The Contribution bf Psychotherapy to 
the Life of the Community in Medicine, in Education, and in 
Religion ” will be held at the Davidson ' Clinic, 26, Chalmers ■ 
Street, Edinburgh, on July 28- Aug. 3. ' The guest lecturers are 
Dr. S. H/ Foulkes and Dr. George H. Day. Information may 
be obtained from the secretary at the address above. 

International Congress of Catholic Doctors 
The fourth International Congress of Catholic Doctors rvill 
be held in Rome from Sept. 24 to Oct. 1. An Audience with - 
His Holiness will take place on Sept. 29. “Man'in the Light 
of Medical Science ”^forms the subject for discussion. Doctors 
wishing to join the English delegation, which will be led by 
Dr. W. B. Pemberton, should communicate with Dr; 'W. J. 
O’Donovan, O.B.E., 130, Harley Street, London; W.l, before 
July 31. 

^ SOCIETIES AND LECTURES 

V 

Saturday 

British Association op Allergists.— At Cardiff, July 16, general 
meeling. Morning: At Medical Unit, Cardiff Royal Innrmary, 
10 a.m., “ The Treatment of Bronchial risthma,” by Dr. Leon 
Unger ; 11.15 a.m., " Prognosis in Asthma,” by Dr. D. McCracken ; 

12 noon, " Siiio-bronciiial Syndrome," by Dr. P. T- Bray; 
12.20 p.m., demonstration of pollen slides. Aliernooii: At National 
Museum of Wales, 2rl-5 p.m., business meeting; 2.30 p.m., .nilen 
and Mould Studies at Cardiff,” by Messrs. H. A. Hyde and D. A. 
Williams. 

Monday 

London University. — At London School of Hygiene and Tropical 
Medicine, Keppel Street, W.C., July 18. 5.30 p.m., " Normal and 
Pathological Physiologv of the Kidney," by Dr. D. D. van Slyke 
(Rockefeller Institute for Medical Research). 

Tuesday 

Institute of Urology. — ^At St Paul’s Hospital. Endell Street. 
London, W.C., July 19, (1) 11 a.m., " Collection of Specimens for 
Laboratory Diagnosis." by Dr. R. Thomson ; (2) 5 p.m., “ Non- 
gonococcal Urethritis.” by Dr. A. H. Harkness. 

JVednesday 

Institute or Urology. — At St. Paul's Hospital, Endell Street. 
London. W.C.. July 20, (1) 11 a.m.. "Skin Diseases of Possible 
i'eriereal Origin: Differential Diagnosis of Genital Dermatoses," 
hv Dr. W. N. Mascall : (21 5 p.m., " Fistula, Carcinoma, and 
Foreign Bodies of the Urethra, and Injuries of the Urethra," bv 
Mr. C. H. Mills. — 


BIRTHS 

Bishop. — On July 1. 1949. at River Park Nursing Horae, Leamington Spa, 
Dr. Mary (nie FiizCIarkc). wife of Dr. J. \V. Bishop,, a son. 

Blair. — On July 2, 1949. at Queen Vietoria Nursing Io.sijiution, Wolverhampt 
to Mary.’ 'vife of Dr. Eric J. Blair, a son. 

Fraser. — On July S, 1949. in London, to Edith Victoria (nfc Foyle, M.B.). v 
of Frederick E, Fraser, M.B., a son. — - 

Harper. — On June 21, 1949. to Barbara, wife of Ernest Haipcr, F.R.C.S., 
East Mailing. Kent., a daughter. 

Mlltar.— On July 2, 1949. at the London HospiLal. to Patric'a. wife of Dr. 
Bruce Millar, a son. 

Thurston. — On June 28. 1949, at St. Mary’s Hospital, haddineton,- London, s 
to Gabricllc (nfc Denvir). wife of John V, Thurston, M.B,. B.S., a sot 
Graham Patrick. 

DEATHS 

Birks. — On June 25. 1949. at 4, Goldingion Ro.id. Bedford. Guy Thorn 
Birks. M.B.. B.Ch.. aged 71. 

Briscoe.— On July 1, 1949. James Rynd Briscoe, M.B., B.Ch., of Chardstock 
Darroch. — On June 19. 1949, at an infirmary, Glasgow. Margaret Baird Spri 
Darroch, M.B.. Ch.B., late of Blackpool, 

Fin'ay. — On July 10, 1949. ai Wells Dene. Gloucester, Douglas Edward Flnt 
M.B., B.S., J.P. 

Forsnnn. — On June 23. 1949, at a nursing home, Scarborough. Bernard Gill 
Forman, AI.B.E., M.B.. J.P., late of The Beeches. Cloughton. aged 75 
Green. — On June 27. 1949, at 24. Romscy Road. Eastleigh, Hants, Lc' 
Ernest Green, M.R.C.S., L.R.C.P., aged 45. 

Hemfepson.— On July 1. 1949. at 52, Prestwick Road, Ayr. George Hendcro 
M.B.. Ch.B.,Tormcriy ol Pcckham. aged 73. 

Hood. — On July 1, 1949. at a nursing home, Thomas Hood. C.M.G.. M.R.C. 
.L.R.C.P.. of Miramar. Pelham Gardens. Folkestone, aged 78. 

' James. — On June' 24. 1949, at 32, Marine Terrace, Aberystw-yth, Gwilym lam 
M.R.C.S.. L.R.C.P. 

Johnson.-^n June 28. 1949, Arthur Carveth Johnson, M.B.. B.Ch.. o( : 
Bassalcg Road, Newport. 

Jones. — On July 6. 1949. Reginald Lewis Jones. L.S.A., Snrgcon-Coromare 
R.N., Ret,, of Rivcrsdalc. Brixton Dcvcri'I. Warminster, Wilts, 

Lawrence. — On July 5. 1949. Laurie Asher Lawrence. F.R.C.S.. of Bris 
Square. London, N.W.. aged 91. 

Letbody.— On July 2. 1949. in Hammersmith Hospital. John Galwcy Leebot 
M.B.. Ch.B.. F.R.C.S.Ed.. aged 49. 

Utberman.— On June 25, 1949. Hyman Barnett Licberman. M.IL. Ch5 
F.R.C.S.Ed„ 44, The Rope Walk. Nottingham, aged 46, 

Macdonald. — On June 30. 1949. at 73. Grccnhili, London, N.W.. Geoi 
Alexander Macdonald. M.B.. Ch.B.. 137. Hatley Street. London. W. 
.Afafiony.— Recently, at 189. Drake Sirecl. Rochdale. Martin Jamas Mahm 
L.R.C.P.&S.Ed.. aged S2. 

Milne.— On July 4, 1949. Alastair David Milne, M.R.C.S.. L.R.C.P, 

Mi'roy. — On July I, 1949. at 26a. Warren Drive. Wallasey. William Cunme 
ham Milroy, M.D.. J.P. 

Morann.— On June 9. 1949, at Virginia Water. Surrey. Laurence Siboal. 
Morgan. ALB.. Ch.B.. aged 67. 

Ross.— On June 30, 1949. at the Straifotd-on-Avon Hospital. Henry Ro-s.-M i 
C.M.. aged 87. 

Ross. — On July 3, 1949. at Twickenham, Gilbert Matheson Ross, M.B.. Ch- 
Simpson. — On June 22. 1949. at Meadow Bank. Thursby, Carlls'c. Haro 
Christopher Simpson, L..M.S.S.A.. D.P.H. 

Smith. — On July 7. 1949. at home. John Charles Smith. M.B.. L.D.S. 

cpijjanr. On June 12. 1949. in a Singapore bfispital. David James Pair! 

Spillanc. M.R.C.S.. L.R.C.P., Lieu;tfi3nt.Coloncl, I.M.S.. aged 38. 

Swayne. — On June 30. 1949. at 16. Higher Polsham Road, Paignton, Desc 
Richard Woodward Swayne. O.B.E.. M.B,, B.S., aged 69. 

Tail — On June 25. 1949. -at a nursing heme, Edinburgh. Joseph Gillison Ta 
m’.R.C.S,. L.R.CP. 

Wfrfan,. — On June 24. 1949, at 14. York Avenue. Hose. George Th’rr- 
Willan. D.S.O.. T.D.. M.R.C.S.. L.R.C.P.. late Colonel R.A.M.C . astd 7 
WHlkow'ki. — On June 26, 1949. at Hampstead General Hospiral. Dai 
W'ittkow-ski, .\{ D.. 24. Aberdare Gardens, f.ondon, N.W.. aged 81. 
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Any Questions?- 


.orrcspofuicitts sfiotdd give their Jianics nnrf addresses (not for 
wihlicatioii) and include all relevant details in their guestions. 
vhich should be typed. We publish here a selection of those 
jucstions and ansyvers which seem to be of general interest. 

Pulmonan- Tuberculosis and Pregnancy 

Q. — H hat is the safest, least violent modern method for 
'erminating pregnancy of two months' duration ? 'The ease in 
question is that of n girl need 17 who has recently come out of 
ci 5aHnrpnHm, yvherc she has been for three years with bilateral 
pulmonary tuberculosis. Although the disease seems to be 
pdcsccnt at the moment, the patient's general condition is not 
^ood. 

A, — Although, there ma\ he special circumstances which 
usiify it in this case, a decision to terminate pregnancy should 
i?e made only with the kno^^ ledge that the consensus of modem 
opinion is that pregnancy and childbirth do not have any signi- 
tcani effect on pulmonary' tuborculosU — no matter whether it 
DS active or quiescent. This k the general conclusion reached 
n* C.J. Stewart and F. A. H. Simmonds British MedicalJournal. 
1947, 2. 726) ; R. C. Cohen (ibid . 1943 2. 775) ; C. J. Barone, 

1. A. Fino, and L. H. Heihenngton < imer. 3. Obstet. Gynec., 
t947, 54. 475); L. L. Friedman and J K. Garber (Amcr. Rew 
Tuberc,, 1947, 54. 275). and as. again evpressed by speakers at 
l meeting held in Newcastle-upon-Tyne on March 25, 1949, and 
■eported in this Journal (June 11. p. 104"). The whole subject 
ras also discussed al the recent meeting at Hanogaie of the 
Section of Preventive Medicine (JuU 9, p. 92). It is e.xtremely 
ioubtful whether induction of abortion improves the patient’s 
Jrospects — at least in those cases nhere a sanatorium regimen 
tnd collapse therapy are available during and after pregnancy. 

If it is decided to terminate pregnanes the operation should 
5e carried out at once, if onl;, because it becomes technically 
bore difBcuIt and dangerous as the pregnancy advances beyond 
eight weeks. Up to this stage dilatation of the cervix and,.^ 
tvacuation of the uterus under general anaesthesia is probably 
he most satisfactory procedure. Anaesthesia provides littie in 
he way of a problem provided a specialist anaesthetist with 
bodem equipment is available. A method of inducing abor- 
tion which has achieved some popularity in this country in 
recent years is the intrauterine injection of an abortifacient 
peste. It is attractive in that it is simple and does not require 
tn anaesthetic, but it is a method which is by no means free 
irom risk, nor is it certain in its results. It was dealt with in 
considerable detail in a repjs to a question published in this 
fonrnoi (1947, 2, 317). 

“ Pituitary Obesity ” 

Q- — Il’/iat is the modern treatment of pituitary obesity ? Is 
dure any preparation of anterior pituitary available for use in 
'iiis condition ? 

A.— The diagnosis'of pituitary obesity implied in this question 
s usually made in the absence of any detectable gross lesion, 
■od is somewhat hypothetical. Further, the question implies 
nit, the adiposity is due to a deficiency of anterior pituitary 
ind can be rectified by replacement therapy with one of its 
tormones. If the pituitary itself is a primary cause of adiposity, 
he reverse of this supposition is probably the case, and the 
loor food intake with consequent wasting of animals subjected 
0 hypophysectomy but whose hypothalamus has not been inter- 
ered with is well known. It has recently been shown that 
utuitary adrenocorticotropic hormone leads to an increased 
Ppetite and increased weighL quite apart from water retention, 
nerapeutically, in the absence of a gross lesion the treatment 
t pituitary obesity, or hypothalamic-pituitary obesity, or idio- 
alhic obesity, consists of (1) low-calorie diet ; (2) diuretics to 
ounteract water retention ; (3) such substances as amphetamine 
ilphate, which reduce appetite by central nervous action. 


I.ipsjick Dermatitis ' 

Q . — Is anything known about allergy to lipsticks Z IVhat is 
the treatment in the case of a woman aged 33 who has a condi- 
tion of the lips characterized by constant painless exfoliation, 
leaving small raw patches which heal, and by a stvelling of the 
Ups about two hours after the application of lipstick ? 

A.— Lipstick dermatitis may be due to hypersensitiveness to 
nerfume, fatty base, or colouring matter — usually eosin — and 
this can be determined by patch-test investigation. The great 
majority of cases are due to hypersensitivity to eosin, and there 
may be a superadded factor of induced light-sensitiveness, eosin 
being fluorescent. There are few lipsticks which do not contain 
eosin, but such should be sought if that substance is shown to 
be the cause of the dermatitis ; inquiry from recognized cosmetic 
firms is advised. If the dermatitis is due to perfume or base, 
a change of lipstick would probably be effective. The previous 
application of a barrier cream, of the kind employed as a 
protective against industrial irritants to the lips, has been known 
to permit the use of a lipstick without injury. 

Combined Diphtheria-Pertussis Vaccination 

Q . — A baby,- now aged IS months, had a first inoculation 
of diphtheria-pertussis vaccine when aged 9 to 10 months. What 
is the risk of sensitization attacks now ? Is it safe to carry 
on as usual ? What dosage is recommended for diphtheria arid 
whooping-cough vaccine, singly or combined 7 

A. — There is no risk of sensitizauon in an infant of 15 
months given an injection of combined diphtheria and pertussis 
prophylactic six months previously. A second injection of 1 ml. 
of the combined vaccine given now will act as an elficient 
secondary" stimulus. The combination of pertussis vaccine and 
diphtheria toxoid does not interfere with the immunizing 
potency of either reagent. 

Intravenous Iron Therapy 

Q . — Is there a preparation of iron safe for intravenous use ? 
If so. please give dosage and precautions necessary. 

A. — Saccharated iron oxide in 5% dextrose solution may be 
successfully given intravenously. Davidson and Girdwood 
described a dramatic response to saccharated oxide of iron given 
intravenously in a case of refractory iron-deficiency anaemia 
(British Medical Journal, 1948. 1, 733). Nissim recommended 
the following course : 


10 ras 

of iron m 1 ml 


2 5 ml. 

50 .. 

„ 5 mf. 

ICO .. 

lOmI 

250 .. 

25 ml. 

500 .. 

50 ml. 


Thrombophlebitis, fever, tachycardia, cyanosis, and headache 
may arise after the larger doses. A detailed description of the 
intravenous use of an iron-sucrose preparation has just been 
published by Slack and Wilkinson (Lancet, 1949, 1, 11), and 
this should be consulted, as should Nissim's paper (Ibid.. 1947, 
2, 49). ^ 

Sulphur-containing Sweat 

Q . — A man of 44, in good health except for a long history of 
constipation, has noticed that his touch turns silver articles 
block. What is the pathology and what is the treatment of this 
complaint 7 

A. — It is probable that the black discoloration of silver 
articles is due to the formation of silver sulphide ; the sulphur 
is presumably derived from the patient's sweat. It is known 
that chronic constipation is occasionally associated with 
sulphaemoglobinaemia in the condition called “enterogenous 
cyanosis.” Possibly in the present case the prolonged constipa- 
tion has been combined with excessive formation of hydrogen 
sulfide in the bowel, sufficient being absorbed to increase the 
excretion of sulphur compounds in the sweat. It would be 
interesting to know if spectroscopy shows any evidence of 
sulphaemoglobinaemia. WTiatever the precise cause, the 
indication is to establish a normal bowel function. 
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Osteomalacia- or Senile Osteoporosis ? 

Q.—JF/w( is the modem treatment of osteomalacia, and what 
is the prognosis ?■ A female aged 65 suffers from, this disease,- 
most marked in the bodies of the cervical and lumbar vertebrae. 
This has led to a loss of weight, knock-knees, and disk lesions 
at the levels of C4-5 and L5-S1. At present she is having a 
high-protein diet' with 180 'gr. (12 g.) calcium gluconate and 
2,700 units vitamin D daily and suitable physiotherapy. Serum 
calcium and urine calcium figures are within normal range. 'The 
history is approximately of nine months' duration, and there 
is no evidence of hormone imbalance. 

A.— If the diagnosis of osteomalacia is correct the treatment 
being given appears to be appropriate and should prove effec- 
tive. But osteomalacia is uncommon in this country, and unless 
there are special features to support the diagnosis it seems more 
probable that the case is one of senile osteoporosis of the spine. 
True osteomalacia is usually characterized by curvatures of the 
tibiae and femora, and coxa vara ; the shape of the pelvis is 
altered, the acetabula being displaced medially. These deformi- 
ties represent the effect of body weight on the softened bones. 
In senile osteoporosis the main changes are in the vertebral 
bodies. There is considerable bone atrophy, and the inter- 
vertebral disks bulge into the softened spongy tissue of the 
vertebral bodies, which assume a biconcave appearance. There 
is a general kyphosis, often pronounced, and in addition there 
may be marked wedging of individual vertebrae. The under- 
lying cause of senile osteoporosis is unknown, and curative t 
treatment is not available, Nevertheless the wearing of a lighj 
but strong spinal support is often a useful palliative. 

Letterer-Siwe’s Disease 

Q—I am interested in a child of 19 months who was taken 
ill in South Africa, some months ago with what at first was 
diagnosed as glandular fever ; she has been ailing ever since, 
with mild pyrexia, and her condition has recently been recog- 
nized as Letterer-Siwe’s disease. Would you kindly tell me the 
' cause, treatment, and prognosis ? 

\ A. — ^Letterer-Siwe’s disease is a systemic -aleukaemic non- ' 

lipoid reticulo-endotheliosis occurring sporadically, usually in 
infants or young children. It is characterized by fever, marked 
splenomegaly, some hepatomegaly, generalized adenopathy, 
eczematous, granulomatous, petechial, or haemorrhagic cutane- 
ous lesions, localized tumours with rarefactions in bone, and 
secondary anaemia with usually a normal white cell count. The 
. cause is unknown, but possibly may be infective. Treatment is 
k uncertain and unsatisfactory, but chemotherapeutic agents, anti- ■ 
^biotics, and .v-ray irradiation may be tried. The majority of 
reported cases have been fatal. 

Intermittent Claudication 

Q. — What are the prognosis and treatment, of intermittent 
claudication in a man of 50 otherwise in good health ? X-ray 
examination shows some calcification of the leg vessels. Does 
this finding add to the gravity of the prognosis? 

A. — ^The word “ prognosis ” in this question has a certain 
ambiguity ; it may refer to the survival of the patient or to 
the survival of Uie patient’s lower limbs. In respect of the first, 
the outlook at this age is not good and expectation of life is 
undoubtedly reduced. Arterial degeneration is unlikely to be 
limited to the vessels of the legs, and many patients with this 
disorder die from coronary thrombosis ; this is a danger 
additional to the threat to life which would bejafforded by the 
onset of gangrene. The prognosis in respect of the legs is also 
likely to be poor. At such an age the arterial obstruction is 
usually diffuse and adequate collateral circulation is difficult to 
attain ; the degenerative process advances more rapidly than 
in a man twenty years older, and consequently the Wood shpply 
to the legs will probably become increasingly defective. Calci- 
fication in the arteries of the leg indicates that these vessels arc 
degenerate ; it docs not make the prognosis more grave. The 
presence of intermittent claudication is already evidence of 
arterial inadequacy. 


• _ Treatment depends somewhat on the site of arterial obstruc- 
tjon; if of a main vessel, efforts to increase collateral circula- 
tion by plasma transfusions, intermittent venous occlusion, and 
sympathectomy are often followed by improvement. When the 
distal vessels are affected the prognosis is worse and the results 
of treatment more disappointing. In both types scrupulous 
care of the feet is essential if gangrene is to be avoided. The 
precise details of. treatment will be found in any of the. current 
textbooks. ' 

Ergotamine Tartrate 

^ patient who for many years has waked in the night 
with a severe throbbing headache has received complete relief 
from 1 mg. of ergotamine tartrate taken prophylactically before 
retiring. 1^ this patient likely to develop ergotism, and, if so, 
approximately how long is it safe to go on giving the 
ergotamine ? 

' A. — Different people differ greatly in their tolerance to 
ergotamine tartrate. Usually 1 mg. is well tolerated, but if 
the drug is being taken every night the patient must be on the 
look-out for such symptoms as burning or tingling sensations in 
the legs, toes, or hands. Ergometrine should be tried instead 
of ergotamine. Ergometrine is equally effective in relieving 
attacks ■ of migraine in many people, and docs not cause 
ergotism. If this docs riot work, then dihydroergotaminc 
(DHE-45) might be given in a dose of 2 mg. This drug is 
considerably less toxic than ergotamine. 


NOTES AND COMMENTS 

Dysparcunia. — Dr. B. Sandler (Urmston, Lancs) writes: May I 
disagree with the reply given under this heading (“ Any Questions 1 " 
June 4, p. 1017) ? In a patient with a psychopathic background, as 
described, glass dilators should not be used at all— not even on 
patients with a normal background arc they often required. She 
should be advised to apply oestronc ointment to the introitus, and 
then perform self-dilatation by the gentle insertion, first of her fore- 
finger, next of two fingers, and finally of two or three fingers and 
thumb, over a period of a fortnight. The use of her own fingers is 
less frightening and more completely controllable ; whilst the oestronc 
ointment produces local vasodilatation, which ns.sists in relaxation. 

Report on a Cure tor Cancer.— Dr. E, WinAur, Secretary-Treasurer 
of the Netherlands Medical Association, writes: An Amsterdam 
'physician. Dr. J. Samuels, advertises at home and abroad that he has 
found a universal method to cure malignant and benign tumours, 
diabetes, and multiple sclerosis. The method consists of radiotherapy 
by means of radiation with short waves of the hypophysis. Dr. 
Samuels does not judge the result according to the usual clinical and 
p.alholdgical methods, but by observing the supposed changes in the 
circulating blood. These changes arc alleged to be visible through 
a fold of the skin by means of a spectroscope. The Minister of Social 
Affairs, who is also responsible for the supervision of public health, 
has asked the President of the Council for Public Hygiene to examine 
this matter. The result of this e.xamination has been that not one 
single case of cure of the diseases mentioned above has been con- 
firmed. Besides that, the method of diagnosis and the therapy must 
be looked upon as completely worthless. 

The result of the examination has been published as " The Report 
to the Minister,” dated January. 1949 (States Printing Office, Tltc 
Hague. Price 1.27 florins). An abstract of the report has been pub- 
lished by the medical weekly of the Netherlands Medical Association, 
Medisch Contact. Copies of this issue of Mcdisch Contact may be 
obtained on application to the office of the Netherlands Medical 
Association, Kcizcrsgracht 327, Amsterdam (C). 
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MINISTRY’S^ REPLY TO CONSULTANTS 

The follotying tetter has been seat from the Ministry of Health 
to Sir Lionet Whitby, chairman of the Joint Committee, in 
reply to the letter sent by him on July 5 : 

Dear Sir Lionel, 

I have your letter of July 5, telling me the matters which 
your Joint Committee regard as still outstanding, for further 
discussion. We are ready to discuss these points at any time 
— but you will not need me to remind you of the urgency of 
a decision being reached without avoidable delay. 

It may accelerate discussion if 1 set out shortly our view 
on your points (i), (ii), and (iii) in Paragraph 2 of your letter. 

As to (i),,we are at one with you in wanting a permanent 
negotiating machinery, which we think should be established 
as a medical section of the 'Whitley machinery already being 
developed. There have been delays — e.g., in respect of public 
health medical officers — but we hope we can soon reach 
agreement on that. 

But you also want to add an absolute right to the medical 
profession, in the event of disagreement in discussion (within 
a prescribed range of subjects including remuneration), to refer 
the dispute to arbitration — both parties then to be bound by 
the arbitrator’s decision. Here we certainly diverge from you, 
but more in the principle involved than in what we conceive as 
likely actually to happen. 

In the amending Bill now before Parliament we have inserted 
a provision which gives to the medical profession juU the 
same rights of arbitration as are already given to any other 
profession or trade ; and arbitration would be by mutual con- 
sent, as it is for everyone else. (So far as there are surviving 
wartime powers which go beyond this, you loo can use them 
as anyone else.) But you go on to ask for something which 
no other profession enjoys, and for something which might 
produce a situation where the arbitration of one or more indivi- 
duals could override Parliament and the Government itself — 
even in circumstances where the national interest was clearly 
in condict with it. Constitutionally this would be impossible 
to accept. 

It is important to consider what the practical position is 
likely to be. There will be, say, a proposal from thfe pro- 
fession to raise the capitation fee, or something similar. At 
this stage neither side ought to be thinking about arbitration. 
Discussion and conciliation should be the first aim — and 
normally that should bring agreement, we should hope. But 
suppose it does not, and a deadlock arises. If arbitration 
is the obvious course (and there ate no serious national con- 
siderations against it) it will be agreed upon, and obviously 
the Minister will normally agree to accept its findings, subject 
always to the' overriding authority of Parliament. And the 
same would apply the other way round. Alternatively, both 
sides might prefer, on some subjects, to refer for independent 
advice to an dd hoc committee, like the Spens Committees, or 
to take any other course which both thought best. Arbitration 
is not always the best machinery: It can sometimes embarrass 
those who seek it, by its very finality and infie.xibility. 

But the main point is that — instead of asking the Govern- 
ment to say now, for ever, that they will accept the dictate 
of an outside tribunal on any unknown subject, at any future 
time, whatever its effects on the national welfare which the 
Government e.xists with Parliament to protect — it is more 
sensible and practical to say that, as and when any deadlock 
arises in future discussion, both sides can consider which is 
the best thing to do, and if arbitration seems best the Minister 
will certainly agree to it and to be bound by the result, subject 
only tio Parliament. This would, I think, probably lead 


naturally to leaving out the words “ by the Minister of Health ” 
in the model contract, so that it would simpiy refer to terms 
of service “determined from time to time." 

Now, as to 2 (ii) of your letter, it is difficult to see how your 
intentions could be written into any statute or contract. It 
has been agreed that there will be facilities tor private as well 
as public patients in the hospital service. So long as there 
is the demand for private practice in hospitals, clearly it will 
be necessary to secure accommodation for it on the lines con- 
templated in the Act, and not drive all private patients out 
of the service and into the nursing-homes. But. this cannot 
be reduced to a formula and written in an Act 
•As to (Hi), this is a matter not within the control of the 
Minister, and ought not to be imposed as a condition precedent 
to the signing of a contract. 

On your last paragraph, let me say this. Tl'e should certainly 
he wiiling to meet the joint Committee again sooh, on the 
above points, if necessary. But you will appreciate the 
impossibility of a situation in which consultants and specialists 
are continuing to be'advised to postpone entering into contracts, 
while being assured by us that any solution wali be retrospective 
for them. This is an aspect that we shall be bound sooner 
Or later to review, and we uant you to help us to make any 
such reriew unnecessary by joining us in speeding the solution. 

Yours sincerely. 

(Signed) Wst. S. Dovolas. 
Ministry of Health, WTiitehall, S.W.l. 

The following letter, which was sent by Sir Lionel Whitby 
to the Ministry on July 5, is reproduced from the Supplement 
of July 9 (p. 44). 

The Joint Committee at its meeting to-day, after considering 
the views of its constituent bodies, passed the follov.ing 
resolutions ; 

1. The Joint Committee finds itself unable at present to 
advise consultants and speciahsts to enter into permanent con- 
tracts on the basis now offered by the Minister. 

2. The Joint Committee finds it essential to reopen discussions 
with the Minister on the following points : 

(i) There should be established for consultants and 
specialists a permanent negotiating machinery', the Minister 
or the representatives of the profession having the right, in 
the event of disagreement, within an agreed range of subjects 
to refer the matter for settlement by arbitration, both parties 
being bound by the award of the arbitrator. 

The agreed range of subjects should include any terms and 
conditions of service affecting remuneration. 

The form of contract should be reiised so as to make i! 
clear that the terms and conditions of senfee offered are those 
which have been agreed with the profession or determined 
by arbitration, and not “determined from time to time by 
the Minister of Health." 

Ci) Facilities foi private treatment in hospital should be 
maintained and developed throughout the country for those 
who desire them. 

(iiil Information concerning the remuneration of part-time 
clinical teachers should be available before the practitioners 
concerned are called upon to sign permanent contracts. 

3. In the meantime the Joint Committee recommends con- 
sultants and specialists not to sign permanent contracts until 
further advice is tendered by the Joint Committee, 

The Joint Committee desires an interview in order to discuss 
these resolutions. 
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THE CONSULTANTS’ “ NO ’’ 


SOPPLE^fENT TO THE 
British Medical Journal 


THE CONSULTANTS’ “NO” 

A special meeting of the Central Consultants and Specialists 
Committee 'was held at B.M.A. House, London, on July 5 ' 
.under the chairmanship • of Mr. R. L. Newell, to formulate a 
recommendation regarding the acceptance or otherwise of the 
Mmistry^s terms and conditions of service of hospital medical 
staff, which, with an explanatory' memorandum, were published 
m the Journal of June 11. The chairman said that there 
were many matters connected with the terms of service which 
were extremely important ; among them was, most prominently, 

' the question of arbitration, also the form' of, the proffered 
contract whereby the Ministry was allowed to change its terms, . 
and other points of perhaps a less crucial character. 

A summary -placed before the committee, of the replies 
received, from the regions showed that in very nearly all in 
'England and Wales the opinion appeared to be against 
acceptance. The representatives of each of the regions then 
gave some account of the feeling in their areas. Even those 
, /areas which had not answered an emphatic “ No ” had qualified 
their consent by insisting on certain conditions of acceptance, 
most prominently the concession of the right to arbitration. In 
the Scottish regions the' position was rather different; while 
• there was still insistence on rectification of the points at 
issue, the majority — in some cases the large majority — favoured 
acceptance. 

Before the vote was jtaken there was some discussion on the 
question of arbitration. The meeting was' reminded that under 
Section 12 of the amending Bill settlement by arbitration could 
have effect only if both parties agreed, and the Minister would 
not say in advance that he was necessarily prepared to agree. 
One of the Minister’s objections to acceptance of arbitration 
Was that it was Parliament — not an external independent person 
(the arbitrator) — who must determine' the size of the budget. 
But this ignored the consideration that Civil Servants up to a 
certain salary level (£1,200) — admittedly a level below that pro- 
posed for consultants — were permitted recourse to arbitration, 
and in view of the large numbers so involved an arbitration 
decision might make far more difference to the budget than 
any arbitration which concerned the medical profession. 

After full discussion the committee decided that consultants ^ 
^ and specialists should be advised not to sign the proposed 
contracts unless certain changes were made. 

The question of arbitration was immediately put to the meet- 
ing, and received unanimous assent. The Scottish representa- 
tives. like those of England and Wales, insisted on the right of 
arbitration as a sine qua non of acceptance. Other matters 
. considered were the unilateral nature of the proposed contract, 
the doubt as to security ''of tenure, the apparent intention to 
diminish if not to eliminate private practice, and the questions 
attending the creation of the grade of senior hospital medical 
officers; though on this last question it was pointed out that 
the eventual agreement might be wholly satisfactory or wholly 
unsatisfactory, and yet this grading, with its unsatisfactory 
features and its dangers, would-remain. 

The resolution agreed upon by the committee was as follows : 


HOSPITAL EYE SERVICE 

' THE MINISTER’S VIEW 

The Ministry of Health has sent a circular to hospital board.s 
and committees announcing that the Miriister disagrees with 
an opinion expressed by the Ophthalmic Group Committee and 
published in the Supplement of June 4 (p. 304). The committee 
expressed the view that ophthalmic opticians employed in the 
hospital service should be appointed on a full-time basis. The 
.circular states that the Minister “ feels it necessary to point out ” 
that this does not represent his policy. In the Minister’s view 
optical staff may' suitably be employed on a part-time sessional 
basis (other than the senior ophthalmic optician, ivho should be 
a whole-time officer) as well as on a whole-time basis. “ Boards 
and committees should accordingly have regard to the advan- 
tages of part-time as well as of whole-time service when making 
appointments of optical staff in the hospital eye service." 

MEDICINE IN EIRE 

DANGERS OF STATE INTRUSION 

Dr. P. Moran, President of the Medical Association of Eire, 
said at the annual meeting of the association on July 7 that 
medical science was a private, personal, and confidential service, 
and its value and efficiency depended on mutual trust and con- 
fidence of patient and doctor. He is reported in the Irish Times 
as saying : “ We unreservedly accept the thesis that the best 
means of achieving and maintaining, or restoring, health should 
be available to all, but we reject the thesis that this can best 
be done on mass-production lines under State control.” The 
Health Act of 1947 was on the Statute Book, he added. Vnit 
the present Minister of Healfb had given the association a 
written assurance that he would not make any major decisions 
implementing the provisions of the Act without consulting them. 

Referring to the British Service, he said it had been very far 
from an unqualified success, and many were forced to the con- 
clusion that the old system was much to be preferred. 


HEARD AT HEADQUARTERS 


His Own Doctor 

Some practitioners have put their own names on their lists 
of patients, taking the injunction, “ Physician, heal thyself," too 
literally. The Ministry holds that it is not possible to allow a 
doctor or anyone else to prescribe for himself under the Act. 
Nevertheless, there arc cases in which some indulgence might 
be claimed. One case which the Association has brought to the 
notice of the Ministry is that of a doctor in a rural area, with 
no colleague within reasonable distance, who prescribed insulin 
for him'self. The prescriptions were disallowed, but on the 
representation of the Association the sympathetic consideration 
ct the Ministry is to be given to the question of refunding the 
cost in this instance. And, of course, as one member remarked, 
“ If a doctor removes himself from his list he will then be at 
lihertv to charge himself for any service.” 


That this Centra! Consultants and Specialists Committee recom- 
mends the Joint Committee to advise consultants and specialists not 
to enter into permanent contracts on the basis now offered by the 
Minister unless and until the following changes are made: 

(1) There should be established for consultants and specialists a 
permanent negotiating machinery, the Minister or the representa- 
tives of the profession having the right, in the event of 
disagreement, within an agreed range of subjects to refer the 
matter for sctllement by arbitration, both parties Niing bound by 
the award of the arbitrator. 

The agreed range of subjects should include any terms and 
conditions of service affecting remuneration. 

(2) TIic contract should be an agreement between contracting 
parties and not subject to unilateral determination or modification 
by the Minister. 

(.'I The .safcguard.s for private practice should be greatly 
strengthened. For c.xamplc. Clause 5 of the whole-time contract 
and Clause 2 of the part-time contract should be amended to make 
it clear that there m’ll be no encroachment on opportunities for 
private practice. 


Questions Answered 


Disagreement Between Principal and A.s.slstant 

/„ ihc event of a dmpreement between a principal /mil 

an assistant concerning an increase in remuneration and car 
allowance, is there any authoritative body to whom the assistant 
may refer his claim as an alternative to terminating his engage- 
?nent ? 

— An assistant is usually engaged on mutually agreet! 
terms which should be embodied in a properly conslitutco 
legal agreement. The contract is between principal and 
assistant", and either should have the right to terminate it after 
giving due notice if it should prove unsatisfactory. No thirv 
party or outside body can intervene, though by mutual consen: 
a disagreement can be referred to arbitration. 
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Correspondence 


The Tail End 


Sir, — F or some lime I have taken a passing interest in the 
correspondence in your columns concerning the National Health 
Service, but as one who leads a comparatively_ secluded life 
in a hospital laboratory such problems as the capitation fee, 
mileage fund, central pool, and so on did not affect me directly 
except in so much as my sympathy was extended to those who 
were endeavouring to earn an honest living in medicine. The 
National Health Service, however, has now washed up against 
the door of my laboratory for the first time, and the tidal 
refuse which it has deposited there has compelled me to take 
a livelier interest in the vacillations of such things as regional 


boards. 

I suppose one might describe me as a middle-aged specialist 
(whatever that is) or consultant (whatever that is) in clinical 
biochemistry, reasonably well qualified both in science and in 
medicine, and with some considerable experience in both teach- 
ing and research. The glorious fifth of July found m.e in the 
position of a university lecturer and one of the honorary (un- 
paid) biochemists to what was once the largest voluntary 


hospital in the country. 

Like the great majority of others 1 viewed the whole position 
with a pair of Micawber-like eyes, and carried on expecting 
; that some day something might possibly "turn up." After 
, eight months I discovered the existence of a body known as 
; the “ regional hospital board," and wrote them a timorous little 
' letter inquiring whether or riot I was employed by the National 
Health Service. They stated in reply that they did not know. 
' blit tiiat they would set the problem before a committee to 
V. find oul. Further inquiries spaced at monthly intervals evoked 
' no response until the latter halt of June, when two long letters 
' arrived. From these letters three solid facts emerged ; 
^ (1) that the board hadn't the faintest idea what the position 
' of biochemists was, (2) that the whole matter was being handed 
over to the universitj’, and (3) that as far as the Spens Report 
was concerned biochemists didn’t exist anyway. Two days 
later the bombshell arrived. 

The university” authorities informed me that in addition to 
my university duties my appointment now covered “all duties 
which you may be required to perform'in connexion with the 
biochemical sers'ices of the regional hospital board.” Prior 
to receipt of this information, it could be calculated that my 
university salarj' was £570 per annum. This salary was raised 
to £650 per annum. The only logical conclusion that one can 
draw is that my biochemical services to the board are valued 


at £80 per annum.- 

Practical joking can be excluded ; such an august body as a 
, niversity court does not indulge in that sort of thing. Clerical 
error can also be ruled out, since the advice note from the 
accountant confirmed that the last quarter's salary from April 
;to June had been increased by £20. 

The possibility has been suggested that 50% of the revised 
salary may correspond to university work and the other 50% 
to hospital work. This implies that, for exactly the same 
ahaount of university work, the salary has been reduced from 
£570 to £325 per annum for no apparent reason. It would 
-also imply that the university is being used to bolster up the 
Socialist Health Service financially by culling lecturers’ salaries 
in half. Further suggestions, are that the salary will increase 
annually and that it represents only part-time employment, 
• but the official letter gives no clue to the amount of time 
■'(“number of sessions” is. I understand, the modern jargon) 
'that one is expected to devote to one's work ; but it seems 
unlikely,^that the board would allow me to start up in general 
^practice as well. _ 

”, One is therefore forced back to the conclusion that the 
;clinical biochemist is rated at £80 per annum. It is interesting 
,>to compare this remuneration with that enjoyed by other hos- 
■ pilal employees. Omitting the higher-paid ranks, the tail end 
j^of the financial scale appears to be as follows ; 


Porter 

Female cook 
Kitchen maid 
Cleaner 
Biochemist 


£260 pa. 

£226 pa. 
£!!15-£2!I pa. 
£195 p.a. 

£S0 pa. 


I can discover no one lower down the scale than the biochemist, 
if we exclude the ward cat, who has so far avoided nationaliza- 
tion and has been allowed to continue his mousing activities 
in a purely honorary capacity. 

Parenthetically, it is interesting, as indicative of modern 
methods, that one is not “ offered ” such an appointment. The 
correspondence states that “ the university' court has arris-ed at 
the decision that your salary will be .. . and that the salary’ 
is an inclusive one. ...” .Apparently a university lecturer is 
ipso facto a servant of the Ministry of Health, however much 
he may be opposed to State medicine. 

There is. however, good in everything, and even when the 
b'oehemist finds that the bottom has fallen out of the blood- 
urea market he can still find consolation in appreciating the 
ridiculous side of it all. More detailed inspection reveals that 
the revised salarv has been paid for only' one of^ the four 
quarters which have elapsed since the glorious fifth. Deducting 
income tax, I discover that I have pocketed to date £11 plus 
a few odd shillings as the financial reward for a year of 
hospital work under the new' Socialist health rackec- 

Heaven and heredity have combined to endow rne with a 
cood sense of humour, and I freely admit that the joke is on 
me. I have been led up. around, and down the garden by a 
charming gentleman who regards me as " worse than vermin ’’ 
and who has given me just sufficient salary to buy enough 
D.D.T. to poison myself. I must give full marks to the little 
Welshman who can treat a Sco’sman (and an Aberdoman at 
that, by thunder '.) in this fashion and get away with it. 


I am, etc.. 
Edinburgh. 


E. B. Hendri. 


Grading of Hospital Staffs 

StB, — I am wondering if it is worth while intervening at 
this late stace in the unhappy situation in which we find our- 
selves. It a'ppears to me that the injustices and inequalities, 
everywhere apparent, of the policy of grading individuals 
would have been avoided b\ gradmo the posts at hospitals ; 
in other words, by fixing the medical establishment, which 
could be altered later as necessity arose. 

Hospital A may have two specialists in a given departrr.ent 
with approximately equal claim to consultant status, while 
Hospital B. in the same region, may be doing the same aor\ 
with a medical officer haring neither the background nor 
degrees considered necessary for the grade of speCTahst . by 
fixing the establishment at one consulwm per specialty in either 
hospital and deciding by negotiation among themselves, or by 
advertisement of the post and appointment in tbe usual manner, 
the malter should be settled to the satisfaction of 
It is at least in accordance with democratic practice. 
specialist at Hospital B becomes a senior hospital offic-r but 
this should not prejudice bis rising later to specialist status 
either by virtue of increased experience fit may be under one 
of the consultants appoimedi or by the acquisition of the aPP ' 
criate degrees. The same principle should apply in appointin- 
subordi'rate grades to enable the Minister to ascertain exac y 
the staffing and remuneration costs at each hospital. ^ 

On the vexed question of lay versus medical administration 
it must be conceded that there are strong arguments in favour 
of conserving our professional resources by increased Use of 
specially trained laymen who should undertake the 
omanization and supervision of hospitals under th. m-dical 
staff and in conformity with the decisions of the venous com- 
mittees and subcommittees of the boards. One hears of in- 
stances in which secretaries and administrative officers con- 
sistently ignore the decisions of properly constituted committees, 
placing their own interpretation on the Ministers instructions, 
without prior reference to them, vutb disastrous results. Com- 
mittees— lay. medical, or mixed— have the appropnate remedy 

*"ln’consequence of the reorientation of effective control there 
are good reasons for increasing the status and power of th-^ 
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financially as well, but, again, I. would stress that in the^ past 
these men did valuable land irreplaceable service. But times 
and needs have changed and— wKo knows ?— in 20 years the 
pure consultant' surgeon aiTd obstetrician may be replaced by 
the expert in preventive medicine — and how we will all resent 
and .hate it !— I am, etc., 

Irvine, Ayrshire. RiCHARD DE SoLDENHOFF. 

Marriage Allowances for Medical Officers 

Sir, — Mr. Alexander is reported as having replied to a 
question by Colonel StoddartiScott in the House of .Commons 
concerning, the marriage allowances of' Service doctors that 
he did not think these officers were badly off compared with 
other National Service officers. All comparisons, we know, 
are odious. This one is also entirely irrelevantj for the following 
reasons. ' ■ 

As Dr. E. J. Trimmer pointed out (Supplement, April 30, 
p. 259),- medical officers are fully trained prior to their engage- 
ment. They require little preliminary training at^ Service 
expense to be capable of the kind of work required. This is 
also true of officers employed in other professional branches^ 
but there are few dfisj^hese serving on a National Service basis 
at the moment. ■ ' 

The majority of the remaining National Service officers have 
to be trained by the Service prior to their commissioning. Also 
these men are six to seven years younger and therefore mostly 
unmarried ; hence^ the problem of suchN allowances does not 
affect them. 

I can only conclude that the reason for such shoddy treat- 
ment is an attempt to browbeat us into signing on for longer 
engagements (thus making us eligible for these monetary awards 
amongst other privileges — e.g., leave entitlement). However, 
I think most of us are made of sterner stuff and will not submit 
'to such pressure. We shall just do our time and depart with 
bitterness, which is a pity and unnecessary. ' 

Sir, is there nothing that can be done to remedy such incon- 
sistencies ? I regret signing myself in anonymity, but circum- 
stances at the moment require this. — I am, etc.,- 

Flying Officer., 

/ 

Ethics of the Profession 

Sir, — Mr. Bevan closed his speech in the House of Commons 
on the N.H.S. Amending Bill with, a claim so richly humorous, 
and incidentally untrue, that it should not be, I think, passed 
over in silence. 

Mr. Bevan, in his short term of office, has destroyed certain 
ethical standards observed by the medical profession in every 
civilized country for more than a thousand years. He has, 
by regufation framed on his sole authority, compelled the 
doctor in his Service to break the Hippocratic Oath to regard 
the confidences made to him by patients in his professional 
capacity as the “ holiest of secrets.” Mr. Bevan now compels 
the doctor in his Service, by regulations issued by himself since 
the passage of the N.H.S. Act, 1946, to divulge these “holiest 
of secrets " to a number of lay persons; the disclosure required 
involving a practitioner parting with his records of patients, the 
ultimate destination of which cannot be foreseen. That breach 
of age-old adition which has made the medical profession one 
of the proudest of the great professional bodies will be peculiar 
to British medicine, where it has hitherto received the strictest 
observance. Yet Mr. Bevan had the effrontery to declare in 
his speech in the Commons that he was bent upon “ raising the 
ethical standards of the profession.” Comment is superfluous. 
— 1 am, etc., 

Hou^c of Commons. E. GraHAM-Li 1 1 LE. 

POINTS FROM LETTERS 

New School Tic 

Dr. Al\n Maherly (London, W.l) writes: Any morning now a 
consultant may find on his breakfast table, to his consternation or 
gratification, a notification to the elTect that he is a specialist. I 
suggest that much confusion might be saved his patient-s, and 
embarrassment to his colleagues, if the regional boards were to issue 
an appropriate tie for identification. A blazer might be thought to 
be savouring of advertisement. 


’ SUPPLEMENT to hie 
British Medical Ioursil 


Association Notices 


FORMATION OF A MERSEYSIDE BRANCH ' 

The Council has formed a Merseyside Branch comprising tht 
following Divisions of the Lancashire and Cheshire Branch; 
Birkenhead and Wirral, Chester, Liverpool, St. Helens, South 
port, Wallasey, Warrington. 

The new Branch comes into existence as from the date o 
publication of this notice. ' - Charles Hill, 

I Secretary. 

PROPOSED MANCHESTER AND EAST CHESHIRE, . 
AND NORTH LANCASHIRE BRANCHES 

Notice is hereby given by the Council to all concerned of a 
proposal that two new Branches should be formed in place of 
that part of the Lancashire and Cheshire Branch not covered 
by the Merseyside Branch — namely: 

(1) A “ Manchester and East Cheshire Branch,” coterminous 
with the areas of the following Divisions of the Lancashire and 
Cheshire Branch ; Ashton-under-Lyne, Bolton. Bury, Crewe, 
Hyde, Leigh, Macclesfield and East Cheshire, Manchester, Mid- 
Cheshire, Oldham, Rochdale, Salford, Stockport; Wigan. 

(2) A “ North Lancashire Branch,” coterminous wifli the 

areas of the following Divisions of the Lancashire and Cheshire 
Branch: Blackburn, Blackpool, Burnley, Furness, Lancaster, 
Preston. _ . , 

Any Division or member affected by the proposed changes 
and objecting 'thereto should write to the Secretary of the 
Association by Aug. 13, 1949, stating the objection and ffic 
ground therefor. _ Charles Hill, 

Secretory. 

TUBERCULOSIS AND DISEASES OF THE CHEST 

group 

The Council has approved the formation of a special group 
of members of the Association engaged wholly or pre- 
dominantly in the field of tuberculosis and diseases of the 
chest. Members so engaged are invited to apply to the 
Secretary, for a form of application for membership of the 

group. « - 

An inaugural meeting of the group will be held as soon as 
practicable, due notice bein^ given in the Supplement of the 


Journal! 


Charles Hill, 

Secretary. 


Diary of Central Meetings 
July ^ 

Organiz.Ttion Committee, 2 p.m. 

Pharmacopdeia Subcommittee, 2 p.m. 

Ethical Rules Subcommittee, 2 p.m. 

Proprietary Medicines Committee, 2 p.m. 

Committee on the Postgraduate Education of General 
Practitioners, 2 p.m. 

General Medical Services Committee, 11 a.m. 
Committee on Psychiatry and the Law, 2 p.m. 


Branch and Division Meetings to be Held 

Dorset Divtsiov.— At Old Shire Hall, .Dorchester. ThiirM.lay, 
Tub- 21 S pm., coloured sound film: “Angina Pectoris. Doctors 
arc^nvitedm bring their wives, and nursing sisters arc invited. 

Mid-Cheshire Divisios.-At General Hospital. Altrincham, 
Fridav July 15, 8.15 p.m., annual meeting. 

SotmiAMPTON-DivisiON.-At Royal South Hants and Southampton 
DOLiiiiA. 1 . . ^ g p ^ ^ general meeting. Dr. S. J. 

' B.Mj\.) will spc.Tk on the present 


19 

Tucs. 

19 

Tucs.'’ 

21 

Thurs. 

26 

Tues. 

27 

Wed. 

28 

Thurs. 

28 

Thurs. 


Hospital, Wednesday 
Hadfield (Assistant Secretary, 


’’'’worcfstershire and HEREroRDSiiiRE BRANCH.— At Alton Street 
,fo%lKsion-W>e, Thursday. July 21. 230 p.m., annual meeting. 

yLl-sihre Brlnch— At Rehabilitation .Centre. Richmond Park 
Avenue oir Ha^dsworth Road. Handsworth Sheffield. 9. Wcrlnes- 
day Ju'lv 20. 2.45 p.m., annual meeting. Presidents adarcss b> 
day, JUL_ _. Rchabilimiion Methods’ : followed by sliort 


day. 

Dr. D. C. Barron ; 


, followed by 

mlks‘'on''thirsubject fay Dr. J. A. L. Vaughan Jones and Mr. E. 
iloliisworth. 
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the observations I here put forward are correct, we are 
w in a position to turn over a fresh page so far as our 
iception of certain of the so-called rheumatic syndromes 
concerned. I am not able to do much more than write 
! chapter heading for this new page ; it seems to me, 
wever, that this new chapter will be worth writing when 
equate material is forthcoming. 

It is generally agreed that much of the pathology 
scribed for the chronic rheumatic diseases is speculative 
her than factual. Biopsy does not seem to confirm the 
rrent impression that muscle or fibrous tissues are gener- 
y the seat of cellular change in non-articular rheumatism, 
r indeed that inflammation is the underljing pathology. 
So far as aetiology is concerned, I suggest that bacterio- 
'y has had its day, and that the day of endocrinology 
d perhaps genetics is dawning. The therapeutic witch- 
nt for focal sepsis is slackening — we need an alternative 
e of thought. 

Pathologically, the contribution I wish to make is simple 
t, I believe, -fairly far-reaching in this field. There is a 
rd tissue, also of mesodermal origin — namely, fat — which 
s' seldom been considered in this connexion, but which 
:ms to be quite commonly subject to pathological varia- 
ns which may .cause symptoms that are labelled “ rheu- 
itic.” Fatty tissue is widely distributed and constitutes 
arly 20% of the.body weight. It appears to be functional 
well as protective, and, this being so, it would be strange 
its functions were not sometimes disordered. One of 
:se functions seems to be concerned with water storage 
le most striking example of this' is perhaps seen in the 
haviour of the camel’s hump). It has been established 
r^ent years by Bishop and others that human fat may 
ain water to a pathological degree in certain disorders, 
wquld seem to be some derangement of this normal 
action of water storage which underlies the syndromes 
cussed here. 

Fibrositis 

Fibrositis as a clinical entity has for many years past 
en accepted in this country, although its pathological 
jndations are, as has been mentioned, slender, resting 
nost entirely upon the theories of Gowers (W04), the 
ually unconfirmed histological studies of Stockman (1920), 
d the suggestion of Elliott (1944) regarding muscle spasm 
a cause. Stockman defined fibrositis as “ a condition of 
ronic inflammation of the white fibrous tissue of the 
icial aponeurosis, sheaths of muscles and nerves, liga- 
:nts, tendons, periosteum, and subcutaneous tissues, 
curring in all parts of the body and giving rise to pain, 
hing, stiffness, and other symptoms, the result of pre- 
ling general infections or local inflammations or injuries.” 

‘Hunterian Oration tieUvered at the Roval Collece rrf Surseons of 
gland on March 25. . r ^ 


It is now generally defined less comprehensively as an 
idiopathic disorder of the soft tissues chiefly characterized 
by pain and tenderness, which may be local, widespread, 
or referred, and is often associated with muscular spasm. 

Natorc of the Pain in Fibrositis 

It was only comparatively recently that Lewis and - 
Kellgren and others pointed out that the pain in fibrositis 
generally has its origin in certain focal points from which 
the more general subjective pain domplained of by the 
sufferer is referred according to a segmental plan. This 
referred pain may seem to be situated at a considerable 
distance from its real origin. A good example is to be 
seen in those cases of sciatica not due to a disk mechanism, 
in which the focal point of pain — the “trigger-point” — 
may be found in the region of the iliac crest or even in 
the lumbar region. These trigger-points, which when palp- 
able are generally termed “ fibrositic nodules,” are definite 
objective clinical entities in so far that when they are found 
by the examining finger the patient winces involuntarily. 
■They are not merely tender spots, which are also commonly 
found, but they are specific points at which real pain is 
produced, and from which the more general pain can be 
referred by quite light pressure. The existence of these 
trigger-points is now well recognized in view of the thera- 
peutic success which often attends their injection with 
local analgesics in saline. Palpable nodules which are not 
tender are not infrequently found, but do not appear to be 
significant from a clinical point of view. 

Classification of Fibrositis 

Himsworth, in his '’949 Oliver-Sharpey Lectures, has 
emphasized the liberation of medical thought which has 
resulted from the substitution of syndromes for “disease 
entities” as units of illness. The syndrome has its 
philosophical basis in a chain of physiological processes, 
interference with which at any point produces the same 
impairment of bodily function. He points out that the same 
syndrome may thus arise from different causes. This con- 
ception inspires a much more catholic concept of aetiology, 
which is no doubt fully applicable to the field of “ rheu- 
matism" in all its forms. It must not therefore be 
assumed that the conclusions put forward here are thought 
to explain more 'than a certain proportion of cases. It 
will also be apparent that an aetiological classification will 
be unlikely of attainment in this field, where causes are 
probably multiple. 

It would seem that the only objective sign of the disorder 
lies in these localized trigger-points, which are, moreover, 
sometimes palpable in the form of nodules ; it therefore 
seems reasonable to attempt to classify idiopathic fibrositis 
according to the anatomical nature of the nodule where 
this is known or strongly suspected. \^erv little biopsv or 

4620 
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other work of this nature has been done as yet, and the 
accompanying table based upon this objective must be 
regarded as being very provisional. It seems possible, how- 
ever, that some form of classification such as that which 
follows might ultimately prove useful. 

Classification of " Fibrositis " 


Nature of 
Pain 

Site 

Clinical 

Finding 

Morbid 

Anatomy 

Cause 

t. Focal 

Tendon or 
aponeurosis 

Nodule, small 
! and hard 

Fibrous 

Trauma, rheu- 
matic fever 

2. Focal 

Lumbar or 
gluteal 

1 Larger nodulo 

Fibro’fatty 

Oedematous 

changes 

3. Focal 

On muscle 
belly 

Smallish elon- 
gated " no- 
dule ” 

Local spasm 
of muscle 
fibres 

Irritative focus 
in neural seg- 
ment 

A. Diffuse . . 

Whole muscle 1 
group 1 

Muscle ten- 
derness 

Unknown 

Toxaemia 

5. Diffuse . . 

Many muscle 
groups 

Spasm - 

Chrome mus- 
cular fatigue! 

Psychoncuro- 

sis 

6. Diffuse . . 
(sometimes 
local) 

Subcutaneous 

tissues 

Panniculitis, 
tender fal 
deposits 

Abnormal 
oedematous 
deep fat 

Endocrine 


Aetiology of TrigRcr-points and Nodules 
It was observed (Copeman, 1943) that the pain in the 
back which accompanies- most pyrexial illnesses is of the 
same nature and pattern as in fibrositis. It was shown, 
moreover, that, although the pain disappears with the cessa- 
tion of pyrexia, the tender trigger-point will persist in a 
proportion of cases often for very -long periods, unknown 
to the patient. These trigger-points can be reactivated by 
a recurrence of pyrexia, even if this is due to a different 
cause. It is therefore suggested that the tissues in which 
trigger-points and nodules subsequently occur in the course 
of fibrositis may sometimes have been “ sensitized ” earlier 
in life in the course of an attack of influenza or one of 
the exanthemata. The nature of the lesion may be a recur- 
rent oedema painfully distending certain fat lobules in the 
deep subcutaneous tissues. It has also seemed certain that 
trauma, and probably also the direct action of cold, can 
be causative of similar lesions or at least precipitate their 
development in this way. No evidence of the direct causa- 
tive effect of focal infection has been established. 

Fibrositis Due to Oedematous Changes in the Fibro-fatty 
Tissues in Certain Sites 
Method of Investigation 

The frequency of the occurrence of “ fibrositic ” pain of 
the lower back in otherwise healthy young soldiers first 
stimulated our interest in this matter. As a first step exact 
measurements were taken of the site 
of these trigger-points or nodules in a 
large number of sufferers and a pain 
chart (Fig. I) was plotted. The back 
of every patient who died in hos- 
pital was systematically dissected and 
special reference was made to these 
areas. As the result of this, and of 
many subsequent clinical observations 
and biopsies, certain conclusions re- 
garding ” fibrositis ” and similar con- 
ditions in this and o'H r regions of the 
body have been arnvd at. many of 
which arc embodied ■ in this , p,^pc^. 
The pain chart which evolved as the 
result of plotting the site of the trigger- 
points or painful nodules in our series 
of c.iscs of lumbar fibrositis, as already 
mention'^d, was found to outline the 
erector spinac muscles, the crest of the iliac bones, and 
the sacro-iliac joints. It was later found that this chart 
also corresponded with areas in which residual fat occurre^. 
even in patients dead with the grossest forms of cachexia. 



Fig. 1. — Usual 
sites of fihro-f.niy 
lesions. A, hernia- 
tion. n, tension 
pain. 


As no evidence of pathological change could be found in ■ 
fibrous tissue or muscle in biopsy material, wc decided to 
examine the deeper layers of fat which constituted the 
remaining tissue in flic neighbourhood of the trigger-points 
— notwithstanding the usual assumption that no pathology 
of interest normally affects this type of tissue. NVe were . 
lucky in our first case in that we noticed a curious hernia- 
tion of a large lobule of distended fat through a defect 
in the deep fascia. In a later biopsy of an easily felt and 
tender nodule from which widespread pain was being 
referred we discovered by cautious dissection that the 
nodule in this case was an ocdematous-looking node of 
fatty tissue lying among superficial fat of the upper buttock, 
but with a pedicle which could be traced down to the 
layer of fat lying beneath flie deep fascia. 

Fatty Structures as a Site for Painful Lesions 
In our original paper (Copeman and Ackerman, 1944)- 
wc described the areas of fat in which painful “ fibrositic " 
lesions occurred as being in the main “ residual, in the 
sense that lobulatcd fat remains in these areas even when 
it disappears from other areas as the result of cxlrenic 
cachexia. The colour of this residual fat in such cases was 
often darker or pinker than ordinary fat. In two cases \vc 
were able after death to trace the pedicle of a superficial 
fat hernia down to the paranephric fat mass. These obser- 
vations suggested to us that flic areas of fat liable to be 
affected, at any rate in the lumbar region, might bear some 
relation dcvelopmcntally to the primitive renal (at gland 
round which, from a comparatively early period of embry- 
onic development, fat congregates in closely lobiilated 
clumps, which in rats (according to Hammar) arc also of 
a darker colour than normal. The well-marked area of 
residual fat which lines the rim of the ilium may not be 
covered by this hypothesis, although another primitive fat- 
organ is described in the outer groin in some textbooks. 
The largest of these fat-organs is said to be situated between 
the scapulae— a position which seems to correspond with 
that of our “ dorsal fat-pad.” 

Normal Anatomical Disposition of Fat 
Not much information is to be- found on this subject in 
most anatomical textbooks. Subcutaneous fat exists very 
ncncrally throughout the body, although its distribution 
fs not uniform. In certain situations it collects more abun- 
danflv Here it forms a considerable layer beneath the 
reticular layer of the corium, where it is laid down m 
the subcutaneous areolar tissue— panniculus adiposus. Th s 
areolar tissue forms a thin, indistensibic fibrous capsule 
round the large lobules, where the fat is lobulatcd. Ti 
lymphatics serving fat accompany the blood vessels m vc 
close relation as they enter the lobule. There arc nunicro 
sensory nerves to the blood vessels, and possibly to olh 
structures in the lobules, and sympaflictic-ncrvc fibr 
which run to the fat cells control the function of storai 
and yielding. Where the skin is thicker and less movab 
thc^ reticular layer is fixed to the deep fascia by numcroi 
stout fibrous bands (retinaculum cutis) the sP-'ce bchv 
being filled with firm fat-clusters. This formation norm, 
occurs mostly on the posterior aspects of the trunk ar 
the upper and outer aspects of the limbs. 

Pathological Herniation of Fat Lobules 
From the brief account which has so far been given 

' sacra! renion with Ihc basic fal pat • r * nHrrf (t 
were surdcally explored, herniation of distended ^ 

fobu cs through deficiencies in their investing ^ ; 

iSg was often found. Removal or disruption of ihc- 
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herniae in such cases provided lasting relief from pain. 
Histological examination of the material removed has 
I shown in practically every case nothing but normal fat 
; tissue distended with oedematous fluid — suggesting that the 
.cause of this oedema is not inflammatory. 

In -the lumbo- 
sacral region the fat 
herniae seen so far 
have been of three 
types : fa) pedun- 
culated (Fig. 2), (W 
non- pedunculated 
(Fig. 3), and (c) 
foramihal (Copeman 
and Ackerman, 1944) 
(Fig. 4). The first 
two are self-e.xplana- 
tory, the herniation 
occurring from the 
deeper layer of fat 
through a flaw in the 
fascial covering or 
layer into a more 
superficial layer. 
The foraminal 
herniae occur along 
the foramina which 
exist in the deep 
fascia of the sacro- 
spinalis muscles, 
along which pass the 
lateral branches of 
the posterior primary 
divisions of the first, 
second, and third 
lumbar nerves to- 
gether with a small 
T artery and vein. 

Twenty-two selected case histories from our series have 
een published (Copeman and Ackerman 1944, 1947) in 
'hich removal of a fat hernia of one of these types resulted 
a permanent cure of the pain, and many subsequent 
j-mpublished cases have been investigated with similar find- 
■;igs and results. Herz (1945), working in Cleveland, has 
.jonfirmed this work and has published two further, larger 
series of successful cases. 

Lesions Other than Herniation Occtnaing in Fat of 
Normal Dislribntion 
Upper Dorsal Region 

The skin is normally six to eight times thicker in this 
;Ttuation than in most parts of the body, and islands of 
■jat may be found actually in the reticular layer of the 
^orium of patients suffering from panniculitis. In the upper 
(.jack the fibrous projections between the corium and the 
^,leep fascia normally form a series of honeycomb-like com- 
^jartments which are filled with vascular fat. The axes of 
;^hese “ cells ” are found to be roughly parallel with the 
_,'snsion (cleavage) lines of Langer. This structure is par- 
'iicularly noticeable in the upper back area, and we have 
jailed this diamond-shaped area the “ dors^ fat-pad.” It 
,s one of the common sites of “ fibrositic ” pain, and its 
^rea corresponds fairly accurately with that of the trapezius 
muscle which lies beneath it 

.. When painful nodules are palpable, as is commonly the 
^case in “ fibrositis ” of this region, they are seldom fibrous 
vin nature. Biopsy will generally disclose the nodule to 
j consist of the fatty contents of one or more of these com- 
I 



IG. 2 . — Fatty hernia: pedunculated type. 



"iG. 3. — Fatty hernia; non-pedunculatcd 



-:iG.. 4.— Fatty hernia: foranunal type. 


partments, swollen and under tension. Tension is shown 
by the fact that if the incision is made at right angles to 
the lines of tension in the skin the wound will gape and 
the lobule will be seen to present above its surface. It is 
also shown by the peaii d’orange appearance if the skin 
and subcutaneous tissues of an affected area are compressed 
laterally. Negative evidence of this is afforded by the weU- 
attested observation that palpable nodules of this type can 
be “ rubbed away ” by means of deep massage ; a fact 
that could not be rationalized if they were formed of solid 
material such as fibrous tissue. Herniation of these lobules 
into adjoining compartments has been observed, but is 
uncommon owing to the density of their walls. 

Periarticular Fat-pads 

It does not seem to be generally appreciated amongst 
clinicians that localized collections of fat are to be found 
normally in association with certain joints, particularly the 
knees and ankles, and that these may become painful with- 
out the joint itself necessarily being affected. When this 
occurs an irresponsible diagnosis of arthritis is often made 
as the result of insufficient examination. 

(a) The Patellar Fat-pads . — A normal intracapsular fat- 
pad is situated between the joint and the patella. This is 
weU recognized by anatomists and surgeons. These infra- 
patellar pads will often become tender and painful without 
the joint itself being affected ; this is particularly so around 
the time of the menopause. It is this lesion that commonly 
gives rise to the sensation of grating on movement, which 
is sometimes considered to imply that arthritis is present. 
A fold called the infrapatellar synovial fold extends pos- 
teriorly from the apex of each fat-pad to be attached to 
the femur inside the joint cavity. No doubt in certain 
cases, if this is also affected, intra-articular function will 
to some extent be deranged. 

(fc) The " Popliteal Fat-pad."— -This has not. so far as I 
am aware, been described as a separate entity. None the 
less, it is present in more than 80% of normal people over 


Fig. 5. — ^The popliteal fai-pads ; nonnal 
structures which generally enlarge v.hen 
painful. Often mistaken for faursae. 

40 years of age. When it attracts 
notice by enlarging and becoming 
tender it is often wrongly described 
as a bursal enlargement (Figs. 5 and 
6). It is sharply limited at its lower 
margin by the upper crease of the 
popliteal skin, and its outer border 
lies roughly parallel with the course 
of the semimembranosus muscle. 

Its upper border, when the pad is 
large, is delineated by another crease which develops in 
these circumstances. The inner border lies to the 
outer aspect of the midline of the popliteal space. This 
fat-pad lies between the superficial and deep layers of the 
fascia covering the popliteal space. When large it distends 
the skin, although the cause of pain and tenderness seems 
to lie rather in the distension of the fat itself. In these 
circumstances, however, full flexion of the knee-joint, by 
compressing the fat-pad, may give rise to pain — and so 
again to a mistaken diagnosis of arthritis. 




obesity. A, Enlarge- 
ment of popliteal 
fat-pads. B, Addi- 
tional fat-pads at 
inner aspects of 
knees. (By courtesy 
of Amer. J. med. 
Sci.) 
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Tlie Sacral Fat-pad 

This can be observed in about 10% of normal persons 
(Fig. 7). In structure it is very similar to the dorsal fat-pad. 
It is rather smaller than the sacrum, but is of the same 
shape and lies over it. It sometimes enlarges painfully as 
an isolated phenomenon, but is more often in association 
with a general condition of panniculitis, either with or 
without obesity. 


Two other small 
fat-pads exist in 
many normal 
persons and in all 
who are obese. . I 
can find no pub- 
lished description of 
these, however. The 
first is situated over 
the dorsal surface of 
the basal phalanx of 
the great toe.. The so-called “ male hairs ” described by 
Wood Jones spring from its surface. It seems to be designed 
to buffer the strong action between the tendon of extensor 
hallucis longus and the skin. It is seldom of clinical signifi- 
cance, although its enlargement greatly contributes to the 
shiny swelling of the skin in this region in cases of acute ancT 
subacute gout. The other fat-pads which seem to be of 
some significance, in so far as they often become swollen 
and locally painful in obese persons, are situated 'at the 
ankle-joint. Medially there is one between the malleolus 
and the heel, roughly over the flexor retinaculum ; whilst 
on the fibular side one lies over the stem of the inferior 
extensor retinaculum. A further fat-pad sometimes 
develops over the adductor tendons of the thigh at their 
pubic origin. It is rather doubtful, however, whether this 
can be considered to be of normal occurrence. It always 
develops in cases of obesity, and may be very painful. 



Fig. 7. — The sacral fat-pads, present in 
about 10% of normal subjects. 


Clinical Effect of Altering Volume and Distribution of 
Body Fluids 

If the views which have been propounded are correct 
regarding the role of increased fluid tension in certain tissue 
causing pain, it should prove possible to relieve the pain 
by reversing this process. An experiment was accordingly 
planned (Copeman and Pugh, 1945) whereby 22'cases of 
fibrositis in which we believed that the pain might be of 
this type were selected. In theSe patients we induced the 
state of clinical dehydration ; at which point we added elec- 
trolyte to the extracellular fluid to increase its osmotic 
pressure. Since the cell membranes are impermeable to 
sodium and chloride, intracellular dehydration would result. 

The method of achieving this was to restrict the fluid 
intake of these patients for 36 hours to about 8 oz. (225 ml.). 
After this they were allowed neither food nor drink for 
24 hours, and their fluid output was increased by the 
administration of 4 oz. (14 ml.) of sodium sulphate af 
hourly intervals for six doses. The process of dehydration 
could be followed by noting the daily loss of weight, which 
'aried between 1 and 3.5 kg. This preliminary stage of 
dehydration was followed by an intravenous injection of 
sodium chloride (15 g.) into a vein. Immedi- 
ately after this injection the patient was allowed to drink 
4 oz, (114 ml.) of tea to mitigate thirst. Apart from this 
no fluid was permitted for four hours, after which no 
further limitation was imposed and the patient was 
encouraged to get up and about. 

The clinical result of intracellular deh\'dration in this 
group was that of the 22 patients submitted 13 were 


rendered completely free of pain for variable periods. It, 
was thought that this experiment confirmed other evidence 
about the nature of the mechanism of the pain suffered 
in the successful cases. 


Relationship of Panniculitis with Fibrositis 


According to Stockman pain of unknown origin occur- 
ring in. mesodermal tissue, which he believed (as is indi- 
cated by his nomenclature) was always due to inflamma- 
tion of the white fibrous tissues, is covered by the generic 
term fibrositis. Pain which has been described above as 
occurring from the distension in normally situated sub- 
cutaneous fat lobules can also therefore conveniently be 
classified under this heading. Where pain of this type 
occurs in abnormally deposited fat, however, it will be 
referred to as panniculitis. The condition was described 
by Stockman (1911) and also by Telling. It was defined 
by the former as being fibrosis of the deep subcutaneous 
tissues, or more specifically as “ a chronic inflammation of 
the areolar tissue of the'panniculus adiposus, including the 
small nerves and blood vessels.” Although he recognized 
the presence of excessive fat locally he, considered this to 
be fte result of the inflammation and did not recognize 
that it had any association with the pain. 

Panniculitis is a common condition which is insufficiently 
recognized as a cause of pain which is not infrequently 
labelled “ psychogenic.” Our investigations have shown 
no single instance histologically of an inflammatory reaction 
having occurred, and we believe that the pain in this con- 
dition originates as the result of oedema, and consequently 
distension, of lobules of the abnormal fat deposits. Pannicu- 
litis can best be considered in relation to those regions of 
the body in which it is most commonly cncountcrcd-;- 
namely, the upper dorsal region, the upper and outer aspects 
of the limbs, around certain joints, especially the knees, 
elbows, and ankles, and some other sites. Panniculitis 
is often associated with general obesity. Even in cases 
showing this association the sites of pain generally remain 
confined to the regions in which pain is situated in cases 
not so complicated. This continuing localization of the 
pain in cases of general obesity may be due to the less 
lobulated nature of the fat which is laid down elsewhere and 
also to the fact that in other sites, such as the abdominal 
wall, no fibrous fascia or capsule is present to limit the 
distension of the fat if it becomes oedematous. Herniation 
of fat lobules is common in association with obesity. 


Although adiposis dolorosa would seem to differ from 
re preceding syndrome merely in degree, it does show 
rore generalized areas of pain. The nodular feel of the 
at deposits, the fluctuation in the sites of pain, and the 
istological findings, however, suggest that the underlying 
ause of the pain may be the same as in the preceding 
yndromes— namely, a shifting non-inflammafory oedema 
ffecting the. pathological fat deposits. In this connexion 
E is interesting to note in Dercum’s (1892) original dcscrip- 
ion that “ occasionally very severe paroxysms of pain 
iccurred, and these were coincident with temporary swelling 
nd hardening of the fat masses. 


Panniculitis of tlic Upper Dorsal Region 
•he “dorsal fat-pad,” which has been described as the 
‘ of local lesions in fibrositis, is more generally insolvcd 
-ases of panniculitis. The tissues are sometimes execs- 
•ly thickened and the subcutaneous tissues cannot b 
S b^veS .he fmger and .h»mb. 
y region involved in this process, in which ca c th 
In fends to be concentrated round the base of the 
deal spine — the “ buffalo hump. 
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Panniculitis of the Upper and Onler AsikcIs of the Limbs 

Tender nodules not infrequently form along the upper 
and outer aspects of the thighs, often in association with 
enlargement of the periarticular fat-pads of the knee, which 
are discussed below. Pain due to this cause is generally 
diagnosed as “ fibrositis.” A few biopsies and dissections 
have been made in order to study the -method of formation 
of nodules in this site. 

The usual situation of theseTocalized collections of fat 
is in the panniculus adiposus, where certain portions of 
the areolar tissue seem to become more hearily charged 
with fat than do others. These portions appear to be more 
closely lobulated and independent of the average layer of 
fat at this level, although lying in it, and give the appear- 
ance of being small independent “ mesenteries ” each with 
its own blood and lymphatic supply. There is,also a large 
, potential space between the superficial and deep layers of 
the fascia which overlies the fascia lata of the thighs, and 
fat nodules sometimes form also in this space. 

In cases in which these collections become painful in 
this situation it is found that they have become circum- 
scribed by adhesions which seem to prevent lateral exten- 
sion of the fat mass. The pain is presumably due in such 
cases to attempted distension of the unyielding fascial walls. 
The cause of these limiting adhesions is unknown ; it may 
be traumatic, but since their occurrence appears to be 
related in many cases to the menopause they may result 
from a drying up of the normal lubricating fluid of the 
fascia. - No detailed investigations have yet been carried 
out to investigate similar conditions in the region of the 
upper arm or round the elbow-joints, where panniculitis 
is also commonly found. 

The Knee-joint ^ 

An abnormal fat-pad develops over the itmer aspect of 
the knee-j'oints as a menopausal manifestation and perhaps 
precursor. of ultimate osteoarthritis. It also occurs as a 
prominent feature of general obesity' at any age, and of 
course in those rare cases known since 1892 as Dercum’s 
disease (adiposis dolorosa). The appearance of these abnor- 
mal fat-pads, which may become very large and pendulous, 
is well known (Fig. 6). They are generally bilateral, 
although pain or tenderness is often confined to one side 
only. Posteriorly they cover the lower insertion of the 
inner group of hamstring muscles, being separated by a 
definite sulcus near the midline of the popliteal fossa from 
the normally present (but probably enlarged) popliteal fat- 
pads described above. Anteriorly they are limited by the 
internal asjiect of the patella, but often appear to blend 
lower down svith the infrapatellar fat-pad. There is no 
accompanying sensory abnormality of the overlying skin, 
although it is often the seat of multiple stellate or spider- 
like collections of thin superficial veins. 

Varicose veins and local thromboses are also a common 
association, as is spontaneous bruising. On palpation dis- 
tinct lobulation of the contained fat is easily felt, and it 
can be appreciated that only certain lobules — which feel 
more tense — are tender. If these be marked it will be 
found that this localized tense tenderness will affect dif- 
ferent lobules on different days. This tenderness, appears, 
therefore, to depend upon a condition of shifting oedema 
which moves from lobule to lobule. Excision of the painful 
fat-pad successfully relieves the pain. Microscopical exami- 
nation shows only oedematous fat of normal structure and 
with no cellular reaction. 

These pads are not to be considered as lipomata ; the 
fat is laid down in the reticular areolar tissue between the 
corium of the skin and the synovial capsule, into the folds 


of which lobules will often penetrate and adhere. The 
arrangement of this areolar tissue does not seem to be as a 
continuous layer but in discrete sheets which when infil- 
trated with fat lobules in this way have the appearance 
each of a separate miniature mesentery. The various collec- 
tions of lobules are thus in fact discrete clumps, each with 
its own blood supply and lymphatic system. 

These medial fat-pads when they attain a large size can 
interfere considerably with the free function of the joint, 
and pain from these is quite often referred to the joint 
itself subjectively, although carefully objective search will 
reveal a tense periarticular fat lobule in the pad as its real 
origin. The differential diagnosis of “ arthritis ” and its 
despondent-sounding implications is all too often made in 
such cases, more particularly if the normally occurring 
“ age-changes ” are interpreted as radiological confirmation 
of this view. 

Aetiology 

Endocrine 

The cause of the non-inflammatory oedema which is 
found locally to be distending the fat lobules which cause 
pain in the type of “ fibrositis ” which has been described, 
and in panniculitis, is unknown, although it may well be 
part of a more general.process. It may be part of a general 
condition of dysfunction of fat-water metabolism, as it 
appears to be in those cases assodated with obesity. It is 
this factor which accounts for those rapid and otherwise 
inexplicable variations in weight which occur during the 
dietetic treatment of the obese. 

In view of the frequent association of these syndromes 
with the female menopause (both natural and artifidal) 
it is tempting to suspect that the underlying cause must be 
endocrine. It seems to be accepted by endocrinologists 
that excessive secretion of oestrogens in the human will 
result in water retention, which largely affects the fatty 
tissues. This is released at a normal period, but if this 
does not occur the condition may become cumulative. 
Some reflection of this process is often seen clinically in 
the cases which have been described. The fault here may 
lie in the dysfunction of the ovarian glands or, more 
probably, further back in the pituitary or hypothalamus. 
The latter probability is strengthened by the fact that men 
suffer from these syndromes, more particularly the fibrositic 
one, quite often. 

Overactivity of the pituitary and the adrenal cortex is 
known to be assodated with pregnancy and the climacteric, 
and commonly results in obesity. In most cases, horyever, 
no objective eddence of endocrine disorder is to be found, 
and it may be surmised that the metabolism-regulating 
centresxjf the hypothalamus are disordered. This is known 
to result in water retention, owing to the interference with 
secretion of the antidiuretic factor of the posterior pituitary 
lobe. It is said that in these cases administration of 
chorionic gonadotropin will reduce the subcutaneous fat 
and release water, and probably the effect of this should 
be tried in selected cases. It may be presumed that there 
is no gross pathology present in the majority of the cases 
which are being discussed, and it seems possible that the 
lesion may be primarily of genetic determination. The 
thyroid gland has also been invoked, largely on account of 
its value in the treatment of certain of these cases ; it is 
thought, however, that as this substance possesses the 
property of eliminating excessive tissue fluids its benefits 
probably do not reflect any share in aetiology. 

Kling (1947), writing of what he terms " juxta-articular 
adiposis dolorosa” (probably a condition of panniculitis 
localized to the joints), states that no high degree of 
endocrine disturbance was found in his patients, although 
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B.M.R. estimates were only markedly abnormal in one-third 
of them. He also failed to find evidence of interstitial 
inflammation of sensory nerves, but he found evidence of 
increased tissue tension in these sites and .considered it 
probable that the mere increase of the fat tissue causes 
pressure on the nerve endings and so gives rise to tenderness 
and pain. Where enlarged knee fat-pads were only part of 
a more generalized condition of adiposis dolorosa, these 
findings were generally found to be applicable to the other 
joint areas which were affected. 

No generalized abnormality has been detected in the 
majority of our cases of panniculitis ; all routine clinical 
tests, including the B.P. and E.S.R., were normal. Arthritis 
did not develop in those cases which were successfully 
treated for the periarticular condition. The condition is not 
necessarily associated with general obesity, although it may 
be ; and when it is it tends to be more severe and wide- 
spread. Adiposis dolorosa, both in its full form and in the 
periarticular form described by Kling, may constitute only 
a variation of this entity. 

Sodium Balance 

Disturbances of water exchange in general betoken dis- 
location of sodium balance. It can be demonstrated experi- 
mentally that cells, including fat cells, swell or contract in 
a predictable manner in response tb variations in sodium 
concentration in the interstitial fluid, since all cell mem- 
branes permit the free passage of water but not of sodium 
and chloride. The water and salt levels are now believed 
to be controlled largely by activity of the hormone of the 
posterior lobe of the pituitary and the influence of the 
desoxycorticosterone fraction of the adrenal cortex. 

Genetic Factors 

There may also prove to be a genetic factor involved, 
since close questioning of 50 unselected fetnale cases of 
severe panniculitis revealed a history of a similar condition 
having occurred in the family (mostly in a mother or a 
mother’s sister) in nearly one-half of them. This is a very 
high proportion, but it does not necessarily point to the 
disease being a familial one, since all these patients had 
been subjected Co similar endocrine disturbance as repre- 
sented by the menopause. It is perhaps more probable that 
it is the body type which is familial, and panniculitis cer- 
tainly occurs most often in that type which Sheldon (1940) 
designated the endodermic somatotype. 

Cold 

It is striking how sudden the first onset of pain may be 
in some cases, leading occasionally to a wrong diagnosis 
for this reason alone. It has seemed that in a large number 
of these cases cold has been the precipitating factor, no 
doubt merely activating a state already in being. -This is 
understandable in light of the' observation of Bazett and his 
co-workers that a temperature gradient exists between the 
surface of the body and the deep tissues extending inwards 
to a depth of 2-3.5 cm. and having a temperature differ- 
ence ranging from 5 to 15° F. (3-9° C.). TTie fatty tissues 
which we believe to be chiefly implicated in the type of 
fibrositis that has been described and panniculitis lie well 
within this gradient, and, since the femperature gradient — 
and to some extent its depth — ^vary in response to the cool- 
ing power of the atmosphere, these tissues must be directly 
affected by the external environment. These reactions are 
no doubt responsible for the well-attested phenomenon of 
weather-sensitivity in these cases. 

Treatment 

The pain which occurs in the two main syndromes con- 
sidered in this lecture — namely, a certain type of fibrositb 
and panniculitis — has been shown to be due in each case 


to a painful distension of fat lobules within a confined 
space. Treatment in both will therefore be along similar 
lines and have the same objectives. Where these syndromes 
are complicated by the addition of obesity, the factor of 
weight reduction will also have to be faced. ■ 

The results-of treatment at the present time are variable, 
and relapse is common. If the syndrome occurs at the 
menopause, however, as is not uncommon, and remission 
can be induced for a sufficient period to cover the comple- 
tion of this process, prognosis is fairly good. The desiderata 
of treatment may be epitomized under various headings. 

DM. — Since fat is the site of the painful lesion in these cases 
weight reduction is always indicated even in patients who do 
not appear to be overweight. It is seldom that any improyernent 
is noted as the result of other methods unless the body weight 
is falling. Restriction may be limited to starch-containing foods 
and to fat. Ordinarily, protein foods need not be limited. 

Endocrines . — It has been pointed out that there is clinical 
evidence that oestrogen tends to cause fluid retention in the 
tissues, which is released at menstruation, and that in the 
menopausal patients this condition may become cumulative 
Theoretically, androgens might in such cases be the propei 
remedy, and some recent observations tend to confirm theii 
usefulness. In menopausal cases ordinary endocrine treatment 
should be tried ; in patients who are not menopausal Ihyroit! 
is none the less sometimes helpful, except in those cases which 
normally show a rapid pulse rate. In these cases thyroid 
extract will generally result in palpitations but no reduction 
in weight. There are no known drugs or hormones which will 
reduce pituitary activity, although such an objective would 
seem to be desirable. 

Diuresis and Dehydrotioii.—The type of diuresis that is 
required in these syndromes is that which not only increases 
the urinary volume but also depletes the body fluids, producing 
thirst. This is the type called by physiologists "obligatory 
diuresis” There are several substances which may be 
employk, and, since there is no contraindication to employing 
them at the same time, it is reasonable to do so, (a) Chemical 
substances which act by distorting the internal environment, 
such as urea. This may be given in large doses (20 g.), sus- 
pended in a little water or fruit juice after each naeal, for 
lone periods, (b) Chemical substances which alter the acid- 
base equilibrium and electrolyte balance, such as ammonium 
chloride. This is often given fo supplement the action of 
mercurial diuretics, which may also be employed "'"h benefu 
and whose effect seems to be to decrease he J 

sodium chloride reabsorbed by the renal tubules, (c) A 
free diet, which is effective in reducing the volume of bodi 
fluid where there is an excess. Its effect results from the 
removal of one of the essential components of this Process, 
wNlst restriction of water, the other chief essential, is rendered 
unnecessary and thirst will thus be relieved. 

Phvsiaiherapy.—Firm localized massage is used to disperse 
the swelling where oedemalous fat lobules can be felt and are 
tne sweiuiib generally prove very painful at first, 

the cause of pam. 8ene^.^ y 

r; ‘S ihfss:' s'S™ 

“Srtlem w/ PO»iWe. 

IS'orSpffop b, ...bod ..y b. 

The object of local injection treatment is to 

In/ecfion.— the , . hydrostatic pressure and sc 

disrupt the swollen inf. Oration with anaesthetic 

relieve the painful tension. Merc infltration i^ 

solution will has' seemed to allow auto 

quent cases m which this P , . ^ subsequent permanen 

reduction of a hernia as solutim 

disappearance of both the n nurcosc has been procaini 

which we have “^ed mostly for this pu^ose n s i ^ 

0.5% in saline. Undercutting or 

the needle afterwards area may be thorough!] 

of localized panniculitis the affected area may 
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-nfillrated with an oily anaesthetic solution — such as benzyl 
Salicylate — under pressure, with the same object in view. The 
jibrous compartments sejjarating the fat lobules should after- 
•vards be disrupted with the cutting edge of the wide-bored 
leedle employed, to prevent recurrence. 

' Surgery. — ^Surgery has no place in fibrositis in which hemia- 
:tion is not a cause of the pain. Removal of irreducible fat 
rhemiae which cannot be disrupted by injection, however, 
-remains the logical procedure, and in well-chosen cases is highly 
successful. These structures, however, arc sometimes 'sur- 
.prisingly difficult to locate in a well-covered person and local 
analgesia is essential, as the patient's subjective impressions are 
■often necessary to ensure that it has been rightly localized. It 
must not be forgotten that herniations are sometimes multiple. 
In cases of panniculitis with obesity, persistent pain which can- 
•not be remedied by other means can sometimes be cured surgi- 
■cally by undercutting the painful area. Presumably the sensory 
nerves responsible are cut in the course of this procedure, in 
:two cases of persistent severe pain situated in an enlarged 
:fat-pad on the medial aspect of the knee-joint the whole pad 
ts-as c-xcised, with permanent relief of pain, to the satisfaction 
Ilf the sufferers, who had found no relief from less drastic 
rirocedures. 

- Several papers have been published in America during the 
-last few years confirming the part played by fat hemiae in 
-the causation of paiain the lumbar and gluteal regions. The 
-largest series is that of Hertz, of Cleveland. In a personal 
-communication in 1948 he stated that since 1944 his series of 
"such cases had reached a' total of 229, 68 of which he had 
-operated upon. At his last follow-up 62 of these had main- 
-tained complete relief from pain. Hutcherson, in a paper read 
before the Association for Surgery of Trauma in July, 1948, 
(reported 42 such cases operated upon, with permanent relief 
;ot pain in 40. In England I know of no published series', 
(although I have received accounts of isolated operations of 
this type which have been successful. Among surgeons who 
have communicated with me in this way I wish to thank Messrs. 
L. E. C. Norbury, S. 'L. Higgs, Rodney Maingot, Harold 
Edwards, J. C. R. Hindenach, and David Trevor. 

Sommaiy 

It is thought that an aetiological classification, although 
desirable in the case of a “disease entity,” must remain imprac- 
ticable in the case of a syndrome, "rhe classical conception 
of fibrositis is briefly reviewed, and a classification based upon 
the structure of the nodules found at the source of the pain 
is tentatively proposed. 

Evidence is produced that the fat tissues of the body are 
subject to pathological variations which cause pain. This pain 
is generally labelled as “ rheumatic ” or “ fibrositic.” When 
this occurs in the neighbourhood of joints the condition is 
often wrongly termed arthritic. 

It has been shown that several recognizable “ rheumatic ” 
syndromes can be the result of an abnormal retention of fluid 
by fat lobules in certain situations. When this occurs they 
endeavour to swell, but, being confined by indistensible fibrous 
tissue, they are unable to do so, and tensioh'pa'm results. This 
oedema shows no sign of being inflammatory' in nature. 

In some such cases a flaw occurs in the fibrous covering, 
resulting in herniation of the enclosed fat lobule into an 
adjoining layer. Such herniations may be of three types, which 
are described. 

The origin of this selective swelling is probably endocrine. 
The direct effect of cold may unmask iL 

The syndromes described as being due to this abnormality 
of fat are: (a) “ fibrositis,” which occurs in any of the several 
noimally occurring fat-pads which are described, and (6) panni- 
culitis, which occurs in abnormally deposited fat, mostly in 
predictable sites. Panniculitis may occur with or without 
general obesity. In either case the chief sites of pain tend to 
remain similar. Adiposis dolorosa (Dercum’s diseasel would 
appear to be only a quantitaUve variation of this combination. 

Treatment must be directed concurrently along several lines 
if success is to be achieved. Those discussed include diet, 
endocrincs, diuresis and dehydration, local injections, physio- 
therapy, and surgery. 


The indications for surgery are limited but tend to afford 
dramatic relief. These are the removal of irreducible fat 
hemiae, and to a smaller extent removal of localized areas of 
painful tissue in severe cases of panniculitis. 

The fliustralions are from a film-strip kindly made for me by Mr. 
E. Wilson, in the Photographic Department of the Royal Sodety of 
Medicine. 
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[With Photogravure Plate] 

The aetiology of rheumatoid arthritis stDl remains unsolved, 
but fresh has been cast on the problem by a wider 
view of the ch'nical picture. The term “ rheumatoid disease ” 
has been wisely suggested (Ellman and Ball, 1948), and 
realization of the extensive nature of the condition, with less 
emphasis on the locomotor system, is a great step in the 
right direction. Arthritis has obviously attracted the most 
attention, but concentration on this single manifestation has 
certainly hampered search for the cause. That is why a 
study of the disorder can most profitably be undertaken in 
the young, for it is then that disease in general appears in 
its most acute and unadulterated form. 

My remarks will be chiefly confined to certain aspects 
of Still’s disease, which all now agree is no more than an 
acute form of rheumatoid arthritis in children. Further, 
I will try (o correlate several striking features which have 
appeared fairly constantly in the group I have been study- 
ing with some of the rarer syndromes described by the 
able physicians of the past. 

The study of rheumatoid arthritis, even in children, has 
to my mind centred too largely on the disease after it has 
become weU established. Investigators have often not the 
opportunity of witnessing the onset and must rely largely 
on second-hand accounts from the child's relatives. In this 
way important developments may be missed. 

Acute examples of a disease are also more likely to give 
information than insidious cases. I have therefore chosen 
for study from my case notes 20 children all of whom 
suffered from considerable fever and the usual general 
acute manifestations first described by Still. In nearly 
all of them careful clinical observations were made early 
in the disease, if not from the onset; subsequently the 
progress of the children was followed for many years, 
sometimes into adult life. 

The account deals particularly with the early stages 
and general aspects of the disease ; following the 
principles already ■ expressed, arthritis will receive only 
short consideratiom 

•Read in opening a discussion in the Section of Rheurnatoloey at 
the Annual Meeting of the British Medical Association, Harrogate, 
1949. 
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Mode of Onsetf 

This is more or less abrupt and could often be dated 
to a day. In most instances there was considerable fever 
and the disease began Wi\h. arthralgia. At first there was 
little obviously wrong with the joints until attempts were 
made to move them, which were painful. Sometimes they 
were puffy and, though somewhat stiff, movement was not 
greatly restricted. Later definite arthritis set in, but at this 
early stage it was usually migratory, flitting from joint to 
joint and lasting only for a few hours .(see Chart I). Redness 
of the surrounding skin has been observed in some instances, 
and the glistening appearance, ..swelling, and pain so 
resembled, gout that blood uric acid levels 'were estimated 
but were always found to be normal. Sometimes the onset 
was like that of rheumatic fever, but failure of adequate 
salicylate therapy soon 
proved this diagnosis 
to be wrong. 

In a few cases joint 
manifestations were 
minimal or entirely 
-absent, and the main 
clinical features were 
listlessness, anorexia, 
adenitis, an unex- 
plained fever, and a 
rash. The diagnosis 
then generally inclined 
towards glandular 
fever or brucellosis, 
but this was not sup- 
ported by laboratory 
tests. 

Adenitis . — ^This con- 
stantly occurred at some 
period, but with few 
exceptions could not be 
counted as one of the 
earliest features. Once 
present the enlarged 
glands persisted 

throughout the acute . - • u , , a ic -i-c 

phase and disappeared Table incorporating the chief clinical points refcircd rases 8 

o.,y if ,he chi,5'’.ade 3 a„ 
a good recovery. When 
a more chronic form 
of rheumatoid arthritis 

developed glandular enlargement continued until the disease 
became “ burnt out.” 

Splenomegaly . — ^This was not prominent at the beginning and 
was found to any degree in only just over one-third of^ the 
cases. Later enlargement of the spleen became more obvious. 

The Rash . — This appeared in 15 children, usually at the 
onset, and varied in intensity more or less with the temperature. 

At a later stage it vanished altogether, and that is no doubt 
why it has not been greatly stressed in the literature. The 
rash had a fairly widespread distribution on the limbs, the 
trunk, and occasionally the face. It was sometimes urticarial 
at first but without the usual pronounced irritation ; soon it 
became maculo-papular and was often migrator^'. With the 
associated adenopathy it is not surprising that cases have been 
wrongly suspected of being rubella. Rarely the macules fused 
into a widespread erythema ; occasionally petechiae appeared 
and the capillari’ fragility was found to be raised. 

Fever . — In his original description Still slated that the fever 
might be continuous or might occur in bouts. Both types were 
seen in 16 of the 20 patients : usually a prolonged intermittent 
or a high irregular continuous temperature in the opening 

tThe following section should be read in conjunction with the 
accompansin.g Table, in which the main features of the 20 cases arc 
sum.marized. 
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Stages, giving way to periodic febrile attacks later (see Charts 1 
and II). The periods of pyrexia were not so clearly defined as 
in Hodgkin's disease or mclitensis, or undulant, fever, but careful 
analysis clearly showed their phasic character, which varied 
considerably from case to case and from bout to bout (sec 
Charts l-III). In fact, the temperature in some children never 
remained normal for long ; nevertheless the “ switchback ” 
appearance of the curves was typical (see Chart IV). 

• Both joint involvement and the rash tended to lessen or to 
vanish completely when the temperature dropped. Adenitis 
and a raised B.S.R., on the other hand, persisted throughout 
the acute and active stages of the disease. During the bouts 
of fever the child was very miserable, obviously ill, and in 
pain. Improvement followed the fall in temperature, but the 
clinical condition slowly deteriorated with each successive rise. 
Eventually the febrile attacks ceased and a typical clinical 
picture of varying degrees of rheumatoid arthritis remained 

(11 cases). Complete re- 
covery with no obvious 
residual arthritis was. 
the final result in three 
(cf. Hench, 1949), death 
occurred in four from 
causes which will be 
discussed later, and in 
two the acute stage has 
not yet terminated. 

Blood Picture . — With 
any prolonged fever 
anaemia is to be ex- 
pected, and it was not 
surprising to find before 
long a reduction of the 
red cells to between 
three and four million 
per c.mm., with a corre- 
sponding drop in the 
haemoglobin. More sig- 
nificant was the pro- 
nounced leucocytosis, 
almost invariably pre- 
sent at the beginning of 
the disease (18 out of 
20 cases). Counts be- 
tween 17,000 and 30,000 
.white cells per c.mm. 
were commonly regis- 
tered, with a pronounced 
polymorphonuclear cy- 
tosis in the region of 
80 to 90%. Very soon, 
however, the number of white cells returned to normal and 
leucocytosis was seldom repeated (see Table and Chart IV). 

On rare occasions and at any stage the disease appeared to 
become too much for the bone marrow. Severe Icucopcnia 
then set in Both neutrophils and lymphocytes might be equally 
affected but agranulocytosis has also been observed (Plate 
Figs 1 ’and 2), and in two cases the final clinical picture and 
bone-marrow biopsy were indistinguishable from that of 
lymphatic leukaemia in an aleukaemic phase (Cases 1 and -0). 
Leucopenia developed in four cases— three patients died (Cases 
1, 6, and 20), and one recovered rapidly and soon had a normal 

blood count (Case 15). 

outer Clinical Feafurcs and Complications 
Pericarditis is a well-known manifestation, and occurred 
in six of the series. It may in fact precede all other mani- 
fesJfuons and be mistaken at first for acute rheumatic 
pericarditis (Chart III). Doubt arises when the illness does 
Lt follow the usual course and the myocardium is not 
found to be greatly involved. Sometimes the 
are not very’ obvious ; pericarditis is then inasked by the 
acute febrile disturbance and is observed only at necropsy 
(Cases I and 6). 
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Chart I. — Temperature chart of a boy (Case 10) in the early stages of his 
disease, shovsing at first an irregular continuous form of pyrexia which subsequently 
became phasic in character. TTie migratory nature of the arthritis is also well 
demonstrated. 


Pleurisy and piteunionilis are commonly associated witK 
the pericarditis, but occasionally they may occur on their 
owm (Cases 13 and 14) (cf. Ellman and Ball, 1948). 

Jaundice figured as an occasional complication in Still’s 
! riginal account In the present group it appeared in four 
lases and the liver became enlarged in nine. In one remark- 
Cible instance (Case 11) the liver and spleen reached well 
j-jelow the umbilicus, and laboratory tests at the time 
demonstrated impaired liver function. After a year’s illness 
lU signs of rheumatoid arthritis vanished ; the boy appeared 
ivell and active, but 'was left with an enlarged spleen and 
zrirriioris of the liver (see Chart n and Plate, Fig. 3). 

; Amyloid disease has been described (Imrie and Aitkenhead, 
U939), but it Vi-as never demonstrated during life or after 
Meath in the present series. 

Only one account of encephalitis as a complication could 
.be found in the literature (SpUhler, 1941). This was in three 
adults with Still’s type of acute rheumatoid arthritis. In 
one of ray cases (No. 12) convulsions and prolonged coma 
suddenly developed with pneumonia, pyelonephritis, cardiac 
failure, and transient hj’perpiesia (B.P. 200/120) as addi- 
tional features' (see Chart IV). The boy recovered from 
all these, but has been permanently aphasic and demented 
ever since. The aetiology of all tlus is obscure. Poly- 
arteritis nodosa has lately been much debated in relation 
to rheumatoid arthritis, and the question 
naturally arose in this case, but the condition 
was not confirmed by muscle and vessel biopsy. 

Among other early features in the series were 
excessive sweating, rapid muscular wasting, and 
generalized bone rarefaction. Later hirsuties, 
particularly round the labia, was often noticed 
in quite young girls and is difficult to explain. 

One other factor should be mentioned; in a 
few isolated instances the onset of the disease 
followed within a few hours of some severe 
trauma or shock, such as a fall down a deep 
chalk pit, with concussion,' or sudden accidental 
immersion in cold water. Such occurrences 
may be purely fortuitous and have no bearing 
on the problem, but they may have some aetio- 
logical significance. Similar happenings are 
well known to anyone who has had wide 
e.xperience of juvenile rhehmatism. and serious 
, relapses have been obsers'ed in children ■with 
• acute rheumatic carditis following fractures, 
after surgical operation, or subsequent to a long 
' drive in an ambulance (Bland and Duckett 
" Jones, 1935). 

5 Relationship to Other Sjmdromes 
i! Henrj’ Cohen (I94S) in a chapter on “"the 
■? rarer arthritic syndromes ” has picked out one 


or two groups which seem to be interrelated. 
Some of them bear a striking resemblance in 
part of their clinical course to the acute form 
of rheumatoid disease just described. In his 
description of intermittent hydrarthrosis Garrod 
(1910) refers particularly to the associated skin 
rashes, which might be urticarial, erythematous, 
or haemorrhagic. Although the knee-joints 
were usually alone affected, others have 
observed a migratory arthritis. The disorder 
differs, however, from the disease we are con- 
sidering in its more benign course and in the 
greater regularity of its periodic outbursts. In 
Garrod’s cases the condition was mostly super- 
imposed on damaged joints ; in mine it was 
often the precursor of permanent arthritis. It is interesting 
to find that Garrod also mentions injury as a precipitating 
cause. 

Pyrexia is not a great feature of intermittent hydrarth- 
rosis ; when present it coincides with the joint swellings 
and e.xhibits a fairly regular periodicity. More severe fever 
occurred in an allied disorder which Solis Cohen (1913) 
called “ angioneural arthrosis.” About 40% of his cases 
were febrile, and in a number of them the pyrexial attacks 
had the same phasic character. 

Comparable also to a few of the cases in my series was 
the erythematous or gouty appearance of the joints during 
the attacks. More or less the same clinical picture was 
described by Hench and Rosenberg (1944) in a condition 
they term “ palindromic rheumatism,” which seems to be a 
milder form with no effect on the blood sedimentation rate, 
no fever, .a normal blood count, and little tendency to 
chronic arthritis, but ■with widespread nodule formation. 
Palindromic rheumatism has also attracted the attention of 
Parkes Weber (1946), who finds a common thread running 
through all these separately described syndromes, including 
also those of Schlesinger (1899) and Kahlmeter (1939). In 
many respects their course differs considerably, from that 
of Still’s disease in its usual form, but several striking points 
of resemblance can be found. 



Crvrt n. — Chart of a boy (Case 1 1) five months after the onset. Short periodic 
bursts of pvrexia art shown. Leucocytosis, present at the onset, is no longer 
evident ; the' temporary' recurrence iaicr was assoaated with jaundice. There was 
complete recovery from arthritis, but orihosis of the U\er developed (see also 
Plate, Fig. 3). 
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Chart III. — Chart of Case 7 with pericarditis as an early feature. Irregular 
bouts of fever are again obvious. 
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eruptions, and occasional involvement of th 
pericardium (Schlesinger and MacCaxlhy, 1949 ) 
Glomerular nephritis, which is common ii 
these two rare disorders, is not a feature o 
Still s disease. The link here is perhaps mor 
with serum disease produced experimentally i 
animals and resulting in a number of lesion 
which are also found in human serum diseast 
nephritis, polyarteritis nodosa, rheumatic fevei 
and rheumatoid arthritis. 

Comparison of Still’s disease with thes 
two rare disorders, whose character ha 


Precursor fo Lenkacmia 

The rare termination of Still’s disease in lymphatic leuk- 
aemia, which I have discussed, raises all kinds of possi- 
bih'ties. Preceding this there may possibly be a stage of 
undifferentiated Jeucopenia (panleucopenia), a complication 
of acute rheumatoid arthritis first described by.Felty (1924). 
In his syndrome the neutrophils were not specially picked 
out and the low white cell count persisted for many months 
without the patient being in great distress or the joint 
affection severe. Felty remarked upon the associated 
pigmentation and the resemblance of his cases to those 
described by Band. The glands and spleen were enlarged 
but not the liver, although in one case some liver 
impairment was suspected. 

There are also one or two accounts of agranulocytic 
leucopenia in rheumatoid arthritis, not attributable fo any 
specific form of therapy (Collins, 1937 ; Blechmann and 
Carcanagues, 1940). None of these cases proceeded to 
leukaemia, but this followed in one patient described by 
Tfirk (1938). 

It seems as if the severer cases of SfilTs disease are in 
danger of developing leucopenia. Front this the patient can 
occasionally recover, but the condition is more likely to 
proceed to agranulocytosis and in rare instances degenerate 
into leukaemia. Further research by repeated bone- 
marrow biopsy during the course of the disease is required 
in order to discover the exact sequence of events. 


only recently become clearer, and with syndrome 
of the past in which an infective factor has alway 
been in doubt does seem to favour some allergi 
basis as the underlying cause. Its exact form is still mos 
obscure. No one has yet discovered the nature of thi 
antigen, explained how it produces a prolonged disease wifi 
progessive inflammatory lesions, or discovered what pre 
disposes certain individuals and allows others to escape 
Possibly some organism, normally innocuous, may be livini 
in harmonious symbiosis with its human host and suddenl; 
become pathological .when the balance is somehov 
deranged by stress or trauma. This might explain thi 
occasional effects of shock, to which attenh'on has ahead; 
been drawn. 

The dual role, partly infective and partly sensitizing, tba 
bacteria can play in the development of disease is wel 
known. The tubercle bacillus in tuberculosis and th 
streptococcus in nephritis and in purpura arc good examples 
So far no specific infection has been constantly found t( 
precede the onset of rheumatoid arthritis, but an infectivi 
factor is strongly suggested by the pronounced polymor 
phonuclear leucocytosis which was revealed in the carli 
stages of nearly all the cases under review. Leucopenia am 
agranulocytosis might possibly be the detrimental effect oi 
the bone marrow of repeated allergic reactions. 

The changing character of the fever from a more or Jes; 
continuously high level to an irregular periodicity mighi 
also conceivably be regarded as the successive result of ar 
infective and an allergic' process. 


Discussion 

Recently some form of allergy has again been 
as the basis of the pathological process m 
rheumatoid arthriris, and in support of this 
two rare conditions — lupus erythematosus and 
polyarteritis nodosa — have been repeatedly 
quoted. Both arc thought to be allergic dis- 
orders and to bear a certain resemblance to 
acute rheumatoid disease. This is suggested by 
the pathology of lupus erythematosus, in which 
the collagen tissue is chiefly affected by fibrinoid 
changes (Klemperer, 1948 ; Humphreys, 1948). 
The clinical features — fever, glandular swelling, 
arthritis, anaemia, leucopenia, and occasionally 
pericarditis and diffuse or focal cerebral disease 
— are also significantly similar to the symptoma- 
tology we have been considering. Focal myo- 
carditis, another frequent lesion in lupus 
eryihematosus, might be taken as further 
e\'idence of a common pathology', particularly 
by those who consider rheumatic fever and 
rheumatoid arthritis to be associated. 

The morbid anatomy of polyarteritis nodosa, 
on the other hand, does not seem to bear such 
a close relationship, but its clinical course is 
somewhat similar, particularly the arthritis, 
fever, sweating, prostration, tachycardia, skin 


Mesenchymal lesions in the skin, lymph nodes, joints 
suggested heart, lungs, and spleen result from the experimenta 
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intravenous injection of soluble antigens (horse serum) into 
animals, while somatic antigens (whole bacteria) produce 
their effect mainly in the lungs, liver, and spleen (Ehrich 
ct al., 1949 ; Gregory and Rich, 1946). Most of these are 
regions commonly involved in Still’s disease, and, as has 
i been shown, the lungs, the heart, and the liver may not 
! escape. 

- Conclusions 

Study of the most acute cases of Still’s disease emphasizes 
the widespread nature of the lesions. Although the 
[ majority of cases proceed to progressive arthritis, some 
patients may recover completely. Characteristic types of 
pyrexia can be recognized at different stages, and significant 
effects on the blood picture have also been obseiwed. In 
rare instances the clinical picture may change from Still’s 
disease to leukaemia. The close resemblance of Still’s 
disease, particularly at the onset, with certain rare syn- 
_ dromes of an allergic nature suggests that rheumatoid 
arthritis may have a similar aetiological basis. Should this 
^ be so, some form of primaty bacterial invasion seems to 
; be likely in the course of events. 

' lam indebted to several of my medical colleagues for allowing me 
i to study their cases, and to Dr. Bodian and Mr. Marfm for the 
1 histological sections and microphotographs reproduced in the 
■' photogravure plate. 
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The current issue of Planning is the three-hundredth in the 
series which PEP began some 17 years.ago. It looks back on 
the early history of PEP between its foundation in 1931 and the 
outbreak of war. A brief account of its origin mentions the 
men who were most concerned with the development of the 
group. In the early days PEP was given some special grants by 
the Rockefeller Foundation, but over the period 1933-9, 12 
major and two minor reports and more than 150 broadsheets 
were published on a budget of no more than £56,000 for these 
seven years. There is a brief description of the ad hoc working 
groups set up by PEP, and an attempt is made to assess its 
conlribution to contemporary knowledge and ideas. The first 
major report to be prepared by the Civic Division of PEP was 
that on The British Social Services, and this was followed in 
^December, 1937, by the Report on the British Health Services. 
•Three groups which did important work during the war were 
.the Social Security Group, the reconstituted Health Group, and 
the Population Policies Group. The report on Population 
\Policy in Great Britain, however, was not published until 
t April, 1948. 
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In a large hospital to which patients are referred suffering 
from “ rheumatism ” considerable diagnostic experience is 
needed in order to classify the various conditions included 
in this omnibus term. There is no agreement at present 
on the scope of the term ; it is customarily taken to indicate 
a group of painful disorders of the locomotor system. It 
is obvious that a large number of syndromes come under 
this heading. While the arthritides, neuralgias, and other 
somatic conditions as a rule present straightforward signs 
and symptoms, patients are continually encountered whose 
experiences do not seem to fit in with any recognized 
syndrome and in whom physical signs are absent or mini- 
mal. In such cases one may be tempted to regard the 
patient as suffering from pain which is primarily of psycho- 
genic rather than organic origin. If this hypothesis is 
correct, it is plain that rheumatic disorders of this type 
call for particular care in diagnosis and for treatment more 
far-reaching than analgesics and physiotherapy. 

In recent years there has been a growing disinclination 
to accept all rheumatic complaints as somatic in origin. 
Even before the war one of us- had coined the term “ poly- 
algia syndrome ” to describe the symptoms of which some 
patients complained. In England, Ellman et al. (1942) 
studied 50 patients with “ fibrositis ” : 23 had no physical 
signs, although they had been diagnosed as suffering from 
somatic disease ; 25 showed hysterical tendencies. An 
interpretation of the rheumatic complaint in psychological 
terms was given by these workers. An important contri- 
bution was made by Flind and Barber (1945) ; many of the 
subjects investigated by them were found to be suffering 
from psychiatric rather than orgatuc states. Hench and 
Boland (1946) gave a full description of psychogenic 
rheumatism in a paper on the incidence of rheumatic disease 
in the United States Army ; this condition was the third 
most common diagnosis made in their series of 800 patients. 
If psychogenic rheumatism is to be accepted as an entity 
both by those who diagnose and treat rheumatic disease 
and by psychiatrists, our concept of it needs clarification 
and acceptable diagnostic criteria must be established. This 
demands close collaboration between clinician and psychia- 
trist: it is the purpose of this paper to show the results 
of such an endeavour. 

Fifteen patients regarded by the clinician as suffering 
from psychogenic rheumatism -were referred for detailed 
psj'chiatric examination. In each case the patient was first 
examined by routine clinical methods. The haemoglobin 
and sedimentation rate were estimated. The group con 
tained 14 women and one man ; the distribution bv ag 
was: 15-29, four ; 3(L-39, three ; 40-49, four ; 50 and’ov 
four. The preponderance of women in this group was 
accord with the assumption that psychogenic rheuma ' 
in clinical practice is considerably commoner in wo 
A control group of patients suffering from a painful 
order of which the cause was known was investigated 
the same means. This group consisted of subjects of 
same age and sex distribution, and broadly of the s 
social class. The diagnoses were: osteoarthritis 
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brachial neuralgia (3), fracture of a joint (3), cervical rib 
(1), periarthritis (1), lesions of an intervertebral disk (2), 
rheumatoid arthritis (1), alveolar abscess (1). The psychia- 
tric examination was conducted along three main lines — 
clinical interview, psychometric examination by two pro- 
jective methods (Rorschach test and Thematic Apperception 
lest — ^T.A.T.), and appraisal of information given by a 
relative, employer, or friend. 

Results 

A. Form of Rheumatic Complaint 

Expression of Complaint. — Brief and consistent terms 
(“ sharp,” “ sore,” “ aching ’’) ; controls, 10 ; patients, 3. 
Compound or unusual terms (“ twisting,” “ heaviness,” 
“ burning,” “ stinging and stabbing,” “ shooting and numb- 
ness,” “ terrible,” “ hard to describe ”) : controls, 5 ; 
patients, 12. The patients often seemed to be trying to put 
into words an indescribable sensation. The impression to 
the observer is frequently that of a mystical or ecstatic 
experience, with an undercurrent of satisfaction, which 
recalls Helene Deutsch’s (1947) elaboration of masochism 
as a primary , feminine trait. Terms may be used which 
convey the description of a mental state rather than of a 
physical stimulus — e.g., “ irritation.” The psychological, 
precipitants are at times stated quite plainly — e.g., “ bore- 
dom causes irritation.” 

Site of Discomfort. — ^Localized: controls, 11 ; patients, 
3. Widespread: controls, 4 ; patients, 12. In the majority 
of the control group discomfort was confined to the area 
of the lesion or to an area related to it. The distribution 
of discomfort in the test group was commonly very exten- 
sive — e.g., neck, spine, knees, shoulders, calves, hands.- 
The phrase “ pain all over ” was employed by several 
patients. 

Factors influencing Severity of Discomfort. — ^In the 
controls the most common aggravating factor was touch 
or movement of the affected part: 11 cases. Among the 
patients the following were mentioned : work, 4 ; relaxa- 
tion, 4 ; mood, 2 ; noise, 1 ; heat or cold, 2 ; doubtful, 2. 
Relief of distress in the control group followed rest in 10 
cases and treatment in four. Of the patients, seven did 
not admit relief with any activity or form of treatment ; 
in the remainder some relief occurred with rest or exercise, 
a hot bath, or quiet. Analgesic drugs produced improve- 
ment in six out of seven control subjects in which they 
were tried ; out of eight patients, none noticed any effect 
from these drugs. Two control subjects considered that 
the complaint was influenced by their state of feeling, as 
compared with six patients. Variations in the severity of 
discomfort throughout the 24 hours, or from day to day, 
showed no great differences between the groups. The effect 
of climatic conditions — cold and damp — was similar in both 
groups. Degrees of disability from slight to total were 
noted in six control subjects ; only one patient suffered 
any disability, and this was slight. 

Associated Symptoms. — ^Depression, tension, irritability, 
poor sleep, or phobias were present in 14 of the patients 
and in five of the controls. In two of the latter the nervous 
symptoms were considered to be secondary to the somatic 
disorder. 

B. Circumstances of Onset 

Two of the controls and 13 patients became aware of 
the onset of the disorder in circumstances associated with 
emotional tension. In the remaining 13 controls the onset 
of illness appeared to be fortuitous. In the majority of the 
test group the rheumatic condition could be shown to 
have a comprehensible meaning in relation to the patient 
and her life situation. 


C. Psychiatnc Status 

Clinical Examination . — In 10 of the control group no 
significant psychiatric abnormality was found. In the other 
five the physical condition' was accompanied by nervous 
symptoms : 

_ The first of these subjects complained of worries, fears, ten- 
sion, and fatigue. It was considered that her conditions of 
housing were' producing anxiety and frustration, which increased 
the disability due to her organic state (osteoarthritis). In the 
second, depression, lack of energy, and poor sleep appeared 
about one month after the onset of brachial neuralgia and 
seemed to be a consequence of pain and limitation of activity. 

In the third, a right-sided cervical rib had begun to cause 
symptoms a few days after a fall on the right hand. On exami- 
nation the patient also admitted to shakiness, depression, dis- 
turbingidreams, and fear of the dark and of open spaces. These 
were discovered to accompany sexual maladjustment \vith 
dyspareunia and fear of pregnancy. They appeared unrelated 
to the rheumatic complaint. 

In the fourth subject pain from periarthritis of the right 
shoulder was accompanied by fatigue, headache, and insomnia. 
The shoulder condition followed a fall a few months before 
the time of examination ; the other symptoms had been present 
over many years and were the expression of a lifelong neurotic 
state. 

The fifth subject, with a twelve-months history of rheumatoid 
arthritis, complained of lassitude, depression, and disturbed 
sleep. She gave a history of previous nervous illness. In view 
of the common observation that rheumatoid' arthritis may 
become manifest after emotional trauma, the circumstances 
of onset in this patient were carefully reviewed. No signifi- 
cant precipitating event was found, and the nervous symptoms 
were considered to be secondary to the arthritis. 

In only one patient of the test group were there no 
associated nervous symptoms. With two possible excep- 
tions the rheumatic condition in every patient in this group 
formed one component of a reaction pattern which was 
also expressed in disturbance of affect and behaviour. The 
pathogenesis of the condition in each patient is considered 
in more detail below. 

Psychometric Findings. — (a) Rorschach test: This is a 
sensitive indicator of personality disturbance. Interpreta- 
tion of records is a skilled task and cannot be reduced to 
a quantitative scoring method. Eor the purposes of this 
investigation the accompanying table of incidence of cer- 
tain Rorschach signs of maladjustment was drawn up ; it 
shows a greater degree of disturbance in the test group 
than in the control group taken as a whole. If the two 
control subjects with neurotic features on clinical examina- 


licstills of Rorschach Test 



Responses <15 
or >70 

No Colour 

Response 

Colour Response 
COnly 

Rcleclions Other 
Than IX 

Last 3 Cards 

Content Categories 
Under 5 

P Responses 

Under 4 

Under 30% 

Above 45% 

Total 

Controls . . . . 
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— 1 

5 

6 

— 1 

6 1 

6 

7 

Controls, without neuro- 1 










tic subjects . . . . | 
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2 

— 1 

4 
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— 1 

6 ! 
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5 

Palicnls . . . . , 

11 
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8 

8 

2 

10 

to 

11 


tion are excluded the difference becomes more pronounced. 
More patients than controls showed evidence of difficulties 
in the emotional field; domination by emotional impulses 
or a morbid fear of and withdrawal from situations likely 
to arouse them. “ Blocking ” — complete failure to handle, 
adequately such situations — was more often found. Aware- 
ness of alien forces within the personality of a sinistcl 
and threatening nature was commoner in the patient grouf f 
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^Signs of sexual maladjustment occurred more often. The 
various effects of anxiety on the test performance were 
shown to a considerably greater extent in the controls than 
in the patients’ records. 

(6) Thematic Apperception Test (selected series of cards) : 
The patients shosved in general a greater preoccupation with 
themes of violence, injury, crime and punishment, murder, 
and suicide. For example, one at least of the cards was 
interpreted as showing a murder by six of the patients, as 
against three controls ; as showing a suicide by four patients, 
as against one control ; and as showing some form of 
violence by five patients, as against one control. Themes of 
guilt after wTongdoing were also more frequent in the 
patients’ records. 

The material from the Rorschach and TA.T. records 
will be used at a later date to build up a formulation for 
the pathogenesis of illness in the test group. 

D. Physical Status 

The control group showed the physical signs appropriate 
to the physical disorder from which they were suffering. 
The complaint was in general consistent in its expression 
and the discomfort was localized to one, usually anatomical, 
body area. 

The test group complained in the main of diffuse and 
severe discomfort, inconstant in site, in degree, and in 
/ nature. The terminology used to express the complaint 
was often bizarre. The distribution of the discomfort did 
not correspond to that of a recognized physical disorder. 
Physical signs of a skeletal abnormaiity were absent To 
say, however, that no physical signs can be elicited is not 
usually correct A typical reaction to examination was 
found. Tenderness was often diffuse and due to skin 
hyperaesthesia. The patients found relaxation difficult, 
and muscular tension had often to be overcome before full 
joint movement could be demonstrated. Deep reflexes 
were exaggerated. In several cases the patient took the 
examiner’s hand and appUed it to the painful portions of 
her body. 

Y-ray examination and sedimentation rate estimation in 
the test group showed no abnormality. 

Pathogenesis 

The absence of physical signs of organic disease and the 
:linical characters of the complaint, especially the distribu- 
tion of the discomfort and the significance of the complaint 
in the patient’s total reaction, place this type of rheumatism 
in a class apart from the hitherto recognized rheumatic 
Jisorders. Its formulation as. a “ psychosomatic ” condition 
cannot, however, be considered as adequate unless the 
morbid physiology underlying the physical symptoms can 
be articulated with the psychodynamics of the patient’s 
emotional state. 

In the test group a tentative formulation of the patho- 
genesis could be arrived at in 13 of the 15 cases. A fuller 
account embodying the psychometric material and further 
physiological data will be published later ; a summary of 
each case, necessarily simplified, is here given. 

Miss A., aged 24. is described as “ fussy, upright, proud ; 
holds herself very upright.” Mother ; rheumatism ; nervy, 
quick-tempered. Mother died in 1943 ; in 1945 father began 
to carry on a liaison with another woman, who drank. Patient 
objected to this, and there were quarrels, after which she felt 
very disturbed and tense. Her feelings “seem to bottle up 
inside.” Onset of generalized pains, mainly neck and spine, in 
194S. Pathogenesis: somatic expression, perhaps in muscular 
tension, of strong moral resentment of father's behaviour. 


Mrs. B, aged 50, was nervous and timid in childhood ; illness 
diagnosed as chorea. Nail-biting and enuresis until II years. 
Horae unhappy. Marriage unsatisfactory ; husband has “ bad 
nerves " and accuses her constantly of infidelity. “ Prolapse 
of womb” in 1946 ; after this she was convinced that "some- 
thing was wrong inside ” which had not been discovered. Pain 
in the right side and back began at this time, accompanied by 
hysterical outbursts. Pathogenesis; nosophobia, 

Mrs. C., aged 45. Father : violent, unstable. Mother; nervy. 
As a child patient was timid and nervous and afraid of father. 
Marriage happy ; wanted large family hut had only one child. 
Operation at 30 for stenlity ; at 42, uterus and one ovaiy 
removed. Very distressed by this ; felt inferior to other women. 
Backache began after the operation. Rorschach : gross disturb- 
ance by a sinister fantasy life, with aggressive and sadistic 
trends. Pathogenesis: somatic expression of self-punitive trend 
at her failure to bear children. 

Mrs. D„ aged 39, is an unstable, dull, shallow person who 
nevertheless has considerable determination and can usually get 
her way with people. Married during the war and left her 
husband next morning as she could not tolerate sex relations. 
Felt strongly the need for home and security. Onset of pain in 
back and perineum while living alone in London. This resisted 
all treatment until she found a congenial job with friendly 
people. Pathogenesis: somatic expression of intense self- 
concern and need for affection. 

Miss E., aged 27. Father: rheumatism; bad temper. Mother: 
rheumatism ; irritable. Patient a diligent, conscientious, active 
person. Is compelled by circumstance to do a good deal of 
housework as well as her job, and resents iL Both parents are 
difficult and obstinate, and there are continual family quarrels. 
Onset of generalized pains after an increase in household duties 
on her sister’s marriage. Pathogenesis: somatic expression of 
suppressed resentment of her parents’ attitude and demands. 

Mrs. F., aged 42, was nervous and timid as a child ; enuresis 
till 12 years. Regular dysmenorrhoea ; after marriage, dis- 
inclination for sex. Onset of pain in rectum while on evacuation 
from London during the war ; this was relieved by injection for 
haemorrhoids, but she was told that the “ neck of the womb 
was out of order.” Became convinced that she had some disease 
of the uterus, probably cancer ; pain in rectum returned, with 
backache. Pathogenesis : nosophobia. 

Mrs. G., aged 53. Father; rheumatism " all over ” ; irritable. 
Mother; rheumatism. Patient nervous and worrying as a child. 
Family unhappy. AU her life has bad to look after invalids ; 
her husband died of tuberculosis after a long illness. Had one 
child which lived only two weeks ; pain in the back at this 
time. Had to take care of a sister with Parkinsonism who 
did not appredate what was done for her : exacerbation of 
rheumatism at this lime. Depressed ; considers her life is empty. 
Pathogenesis; somatic expression of anxiety with guilt over her 
aggressive impulses towards sister. 

Mr. H., aged 23, was wayward and delinquent £s a boy ; 
preferred sport to work. Served in R-A.M.C. during the war, 
much of the time abroad. Found this " nerve-racking ” ; longed 
for home. Onset of pain in left chest during a football match, 
probably from a minor injury, in Singapore after return from 
home leave. After demobilization, dissatisfied with civilian job 
and living conditions. Pathogenesis ; prolongation of physical 
symptom due to frustration and discontenL 

Mrs. I., aged 42. Mother: rheumatism ; very concerned over 
children’s health. Patient is married and has four children, who 
are a constant worry to her lest they fall ill or are injured. 
Never lets them out of her sight, but is impatient if they resist 
her — “ would like to take a knife to them.” Onset of backache 
during a depressive illness. TA.T.: preoccupation with death 
and suicide. Pathogenesis : somatic expression of tension from 
markedly ambivalent feelings towards children. 

Mrs. J., aged 33. Father; backache, nervous. Mo'dier: 
"curved spine.” Patient always wished to do well in busi- 
ness and was happiest when managing a public house. Has 
always been irritable, tense, and unable to relax. Marriage 
fairly satisfactory, but she had dysmenorrhoea, distaste for sex 
relations, delayed conception, and vomiting in pregnancy. She 
sleeps badly, and while half awake sees vivid pictures of death 
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and injury. T.A.T. : preoccupation with and fear of sadistic 
impulses. Onset of pain in back, legs, and hands during last 
pregnancy. Pathogenesis: somatic expression of discontent 
from thwarted masculine aims and ambitions. 

Mrs. K., aged 32. Father: rheumatism in head, arms, 
shoulders, knee ; “ always rubbing himself ” ; “ nerves in the 
head.” Patient “ takes after father very much.” Onset of 
aching pain in back, arms, and legs while living away from 
-London during the war. No immediate source of emotional 
tension found. Patient very preoccupied with' her complaint 
and sure she is going to be crippled with rheumatism, as her 
father and aunt were. Probable pathogenesis: nosophobia. 

Miss L., aged 19. Father died when patient was 11. Brought 
up by mother, with whom she has always got on badly. Patient 
described as “ hysterical ; flares up easily.” Both she and her 
mother have violent tempers. Patient says she wants to leave 
home, yet is clearly very dependent on mother. Has one boy 
friend, with whom she quarrels continually. They became 
engaged, hoping that this would ease things ; the quarrels ceased, 
but the patient developed pain in shoulders and arms, with odd 
sensations in the limbs. Pathogenesis: somatic expression of 
anxiety from two main conflicts — over dependence, and. over 
relation to fiance ; with utilization of illness as a means of 
avoiding marriage. 

Mrs. M., aged 52. Father: ill-tempered and unstable; left ' 
home. Patient strong and active ; reared in a convent. 
Marriage difficult ; husband a chronic invalid who died, 
leaving her with five young children. She had to work to 
support the family. Onset of pain in back and limbs after 
a confinement in her early thirties. Repeated mild attacks of 
depression, ascribed to worry of looking after children. T.A.T. : 
marked preoccupation with theme of injury and reparation as 
between mother and child. Probable pathogenesis: somatic 
expression of guilf over care of children. 

Miss N., aged 59. Father: nervous, temperamental. _ Mother: 
rheumatism. Patient has energetic and forceful disposition, ^ 
with strong intellectual and social ambitions, which have never ' 
been realized. At about 24 she began to suffer from insomnia 
with “ visions,” in which she could see herself as a crowned 
queen ; with this, she felt .irritation under the skin. At about 
50 pain began in knees, ankles, and fingers, worst during the 
night, when she cannot sleep. T.A.T. : preoccupation with and , 
fear of sadistic impulses. Pathogenesis: somatic e.xpression of 
suppressed resentment from thwarted ambition, precipitated by 
menopause. 

Miss O., aged 43. Mother : fainting attacks ; chronic fatigue ; 
dominating and strict .with her children. Patient active, vigor- 
ous, ambitious, and successful ; reached her goal — to be a head 
mistress. Onset of backache during the war, at a time of 
especial stress while she was concerned over danger to her 
mother from the air raids. Had to give up her career to look 
after mother because of illness. Pathogenesis: somatic expres- 
sion of anxiety from conflict over relation to mother. 

Diagnosis and Treatment 

The principal diagnostic features ■ of psychogenic 
rheumatism appear to be in (1) expression of complaint ; 

(2) area of discomfort ; (3) failure to conform to an 
established organic syndrome ; (4) setting of the illness in 
relation to the patient’s life situation ; and (5) lack of 
response to physical treatments. 

The treatment and disposal of patients regarded as 
suffering from psychogenic rheumatism has always pro- 
vided a real problem to the clinician. It is part of the 
syndrome that they do not respond to treatment which is 
limited to physical measures. It seems clear that to these 
patients their suffering is something very personal and 
\aluable ; it makes them important, interesting, and worthy 
of sympathy, and is a protection against an unkind world. 

To treat them with passive physiotherapy is to acquiesce in 
their own diagnosis of disease and to allow it to take a 
deeper root. Such treatment usually gives temporary 
relief but does not cure ; after a time it may come to be 


indispensable to the patient. Physiotherapy which is pain- 
ful may remove the symptom ; another symptom will then, 
take its place. Injections of a local analgesic may be. 
tried ; they generally have a dramatic effect. Even as. 
little as a few drops of 1 % procaine may lead to fainting, 
and hysterical manifestations. 

One of us has attempted to treat the patients in groups, 
by general ultra-violet irradiation followed by exercises ; 
this method has had some success. Group psychotherapy 
of selected patients has now been started and has already 
given encouraging results. It is probable that an approach 
along these lines will prove to be the most profitable- 
measure. 

Summary 

An investigation by a physician, a psychiatrist, and a psycho- 
logist of a group of patients suffering from a rheumatic disorder 
without signs of organic disease is described ; a comparison 
with a control group is made. t‘~- 

In the former group the disorder was found to have certain 
special characters ; in most cases the onset and course of the 
condition could be correlated with emotional disturbance. The " 
condition seems to merit recognition as a clinical entity : it may 
be described by the term “ psychogenic rheumatism.” 

We are indebted to Dr. T. A. Munro for his co-operation and 
advice; to Dr. K. W. N. Palmer, of the Department of Physical 
Medicine at Guy’s, for his assistance with the control patients; and 
to Professor Aubrey Lewis and Dr. J.. L. F. Maine for helpful 
suggestions. 
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A CASE OF RHEUMATOID ARTHRITIS 
SIMULATING PYOGENIC 
INFECTION 

BY- 

D.S. SHORT, M.D., M.R.C.P. 

Medical Registrar, Soiithmead Hospital, Bristol 

The rarity of high fever in rheumatoid arthritis may be 
judged from the fact that Bannatyne (1896) on one occa- 
sion recorded a temperature of 105° F. (40.6° C.). This 
observation was later quoted by Garrod (1907) and by 
Jones (1909) as still unrivalled. Modern authors confine 
themselves to the statement that the temperature may rise 
to 102-103° F. (38.9-39.4° C.) and that a slight pyrexia 
may persist for several weeks. 

The highest leucocytosis recorded in an uncomplicated 
case appears to be the figure of 15,800 mentioned by 
Erv'ing (1903). Most modern writers omit all reference to 
the possible occurrence of a marked leucocytosis, and 
Gibson' (1948) declares that “an increase of over 12,000 
leucocytes per c.mm. is rare.” 

The following case is more reminiscent of the disease 
as seen in children, when fever and general symptoms may 
be present for weeks or months before definite articular 
manifestations make their appearance and fever and leuco- 
cytosis may be so marked as to simulate a pyogenic 
infection or leukaemia. 

Case Report 

The patient, a clerk aged 26, had previously been healthy 
sav'e for a succession of sore throats. 
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He was first seen at Southmead Hospital on Jan. 2, 1948, when 
le gave a history of having had a sore throat nine weeks pre- 
dously, accompanied by fever and pains in many joints, which 
lad not become swollen. Fever with profuse sweating had 
persisted, and a temperature chart which he produced showed 
in evening rise varying between 101 and 103” F. (38.3 and 
59.4° C.) over the past tsvo.and a half weeks. 

On examination he was seen to be thin and pale. His 
temperature was 101.2° F. (38.4° C.) and the skin warm and 
moist. The pulse (90-120) was accelerated in proportion to 
the fever, and the B.P. was 130/80. The only joint affected 
aas the left elbow, which showed a 30-degrees limitation of 
extension. There was no local heat, swelling, or tenderness, 
though muscle spasm was pronounced. Examination of all 
other systems was entirely negative, and no nodules were found. 
There was a soft systolic murmur at the apex. 

Three days after admission an effusion developed in the left 
knee, and the metacarpo-phalangeal joint of the right thumb 
also became painful. A blood count revealed a leucocytosis 
of 30,800 (neutrophils 88%, lymphoev’tes 8%, metamyelocytes 
4%); Hb, 72%, red cells, 3,790,000. Two blood cultures were 
sterile, and agglutinations to Salmonella typiti, S. paratyphi A 
and B, and Brucella abortus were negative. Radiographs of 
the chest and left elbow were normal. No abnormality was 
found in the urine, although a trace of albumin appeared in 
several subsequent specimens. No malaria parasites were 
found in the blood. The Wassermann reaction and Paul- 
Bunnell test were negative, and intravenous pyelography 
revealed no abnormality. 

On the evening of Jan. 7 the patient had a temperature of 
103.6° F. (39.8° C.) and appeared critically ill. It was con- 
sidered justifiable to employ chemotherapy empirically. 
“ Sulphamezathine ” was accordingly given in full doses for a 
week, to a total of 50 g. By the time the drug was discontinued 
he appeared much improved : the effusion in the left knee had 
subsided, the temperature had been subnormal for five days, 
and the Ieucoc>'te count bad fallen to 8,700. 

During the following week- the temperature started to rise 
again, until on Jan. 22 it reached 102° F. (38.9° C.). The 
leucocyte count reached 15,000 and the E.S.R. was 35 mm. in 
the first hour. Two further blood cultures were negative. A 
radiograph of the spine and long bones showed no evidence 
of osteomyelitis or other bony disease. An evening temperature 
of 102° F. was maintained for 72 hours, then gradually 
subsided to normal, where it .remained for nine days. At 
the end of this time the patient felt well and did not complain 
of joint pains. The leucocyte count of 17,800 nevertheless 
revealed that all was not well. 

The temperature started to mount on Feb. 6, and by Feb. 19 
the patient was again seriously ill, with a leucoc>'tosis of 
24,000. Penicillin was begun in a dosage of 30,000 units 
three-hourly, and as there was no response within four days 
this drug was supplemented by sulphamezathine in full doses 
for six days. For three days the temperature fell to a lower 
level, but on the fourth day he had a rigor and it rose to 
105.2° F. (40.7° C.). On the next two days there were further 
rigors, and temperatures of 104 and 105.2° F. (40 and 40.7° C.) 
were recorded. Fortj'-eight hours later the patient was once 
again afebrile. , 

Further bouts of fever occurred during the next four months, 
and the temperature did not subside finally until the middle of 
July. During the first eighteen weeks in hospital the only 
constant physical sign was limitation of extension of the left 
elbow, with spasm and progressive wasting of the muscles above 
and below the affected joint. This and other joints were 
repeatedly x-rayed, with negative results until May 14, when 
periosteal changes were apparent around the neck of the left 
radius. Many joints were affected for short periods from an 
early stage in the course of the disease. At the end of February 
the left wrist and the proximal interphalangeal joints of the 
left hand became swollen and painful for a few days. Early 
in March there was pain on movement of the cervical spine, 
which persisted for about a fortnight. Later in the month both 
shoulders became painful for a week. Jn the middle of April 


both wmsts were swollen and the proximal interphalangeal 
joints of the fingers were stiff for several days. ' 

On May 17 more persistent changes appeared. The 
metacarpophalangeal joints of the -left hand became swollen, 
red. and painful. At this time the leucocyte count rose to 
its second highest figure, 26,200. Ten days later the left wrist 
was inflamed and movement of the right w-rist was found to 
be restricted. Thenceforward the typical deformity of the 
hands developed rapidly, and by the end of June radiological 
appearances characteristic of rheumatoid arthritis w'ere 
apparent. None of the other joints, with the exception of 
the left elbow noted above, showed any radiological changes. 

During the last week of February the patient complained of 
great soreness in the throat and pain on swallowing. The 
pharynx was injected, but no pathogens were isolated from the 
nose and throat swabs. Early in March definite hepatic tender- 
ness became evident and there was an increase of urobilin 
in the urine. The van den Bergh reaction was negative, but 
the serum alkaline phosphatase was raised to 26.1 units. The 
serum albumin was 3.2 g. % and the serum globulin 4.1 g. %. In 
view of these observat.ons, and bearing in mind that the patient 
had seen tropical service, amoebic hepatitis was considered. 
Emetine was tried empirically, 8 gr. (0.52 g.) of the hydro- 
chloride being given over a period of ten days, but without 
benefit.. In April one of the left axillary lymph glands became 
enlarged and was removed for biopsy. Non-specific inflam- 
matory changes only were found. 


Therapy and Progress 

Sodium saficylate had been given for several weeks before 
admission and was administered again, without benefit, while the 
patient was in hospital. (For other therapeutic details, see Chart.) 
On July 29 he was transferred to the Royal National Hospital 
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for Rheumatic Diseases, Bath, for further treatment. On 
admission his temperature was found to be 101.5° F. (38.6° C.) 
and for three weeks there was an evening rise of two or three 
degrees. He was given a transfusion of 2 pints (1.14 litres) 
of packed red cells. Other therapeutic measures included rest 
plasters for his hands at night, exercises in the pool, and mud- 
packs. Gold therapy was continued in the form of “ auro- 
calcium,” 20 me. per week, rising later to 50 mg. At the end 
of November, when he was readmitted to Southmead Hospital 
for tonsillectomy, he looked remarkably well. His weight, 
which during April and May fell to 6 st. 12 Ib. (42.6 kg.), had 
risen to 9 st. 9 Ib. (60.5 kg.), and he had recovered a full 
head of hair, much of which had fallen out during his long ill- 
ness. The only disability apparent was slight ulnar deviation of 
both wrists, with considerable limitation of movement in all 
directions. There was also periarticular thickening of the 
metacarpo-phalangeal and proximal interphalangeal joints of 
both hands, together with wasting of the intrinsic muscles. 
Radiographically, the carpus showed marked decalcification 
and narrowing of the joint spaces. - All other joints (including 
the left elbow) showed a full range of painless movement. 
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Summary 

A case of rheumatoid arthritis is described, in which bouts 
of high fever occurred over a period of three months and of 
low-grade fever continued for a further four months before 
the diagnosis was evident. On two occasions a temperature 
of 105.2° F. (40.7° C.) was recorded after a rigor. ^ - 

The highest leucocyte count was 30,800, recorded on admis- 
sion ; the next highest was 26,200 eighteen weeks later. 

My thanks are due to Dr. G. D. Kersley for his help and for 
details of the patient’s treatment and progress while under his care 
in the Royal National Hospital for Rheumatic Diseases, Bath ; to 
Dr. D. H. Davies, under whose care the patient .was admitted to 
Southmead Hospital, for advice and criticism ; and to Dr. P. Phillips, 
the medical superintendent, for permission to publish. 


Harper (1938) reported eight further cases under the same 
title, in five of which necropsy showed typical -pancreatic 
lesions, and Blackfan and May (1938) described 35 cases 
with similar pancreatic lesjons which in lesser degree they 
had observed in a further 200 cases ; biit they considered 
that it was not possible to determine accurately dependable 
diagnostic features in life in these cases. Fibrocystic disease 
of the; pancreas was, however, becoming recognized with 
increasing frequency at necropsy ; and, finally, Andersen 
(1938) showed that the disease was a definite and common 
clinical entity with a characteristic course and clinical 
history. She has since written extensively about the disease 
in all its aspects, and recently gave in this country a 
summary of her work (Andersen, 1949). 
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FIBROCYSTIC DISEASE OF THE 
PANCREAS* 

«■ BY _ ^ 

W. J. MATHESON^ M.D., M.R.C.P., D.C.H: 

{From the Paediatric Unit, St. Mary’s Hospital, London) 

[With Photogravure Plate] 

Although the American literature on this subject is now 
fairly extensive there have been few. reports from this 
country. Doubtless many cases have gone unreported, but 
there is still a widespread belief that the disease is rare, and 
personal experience has shown that it is often misdiagnosed. 
The only large series described here is that of Bodian (1946), 
who reported 30 cases. Henderson (1945) recorded one 
case and MacGregor and Rhaney (1948) two cases in 
siblings. Previously, under the title of congenital steator- 
rhoea. Miller and Perkins (1920) and Cockayne 0933) each 
described one probable case of fibrocystic disease, and 
Clarke and Hadfield (1924) a proved case, for necropsy 
showed the pancreatic lesions which are now associated with 
this disease. It is unlikely that the case described by 
Garrod and Hurtley (1913) under the same title was one 
of fibrocystic disease, since Garrod (1920) subsequently 
aborted that this patient was of normal development and 
^jb-ity at the age of 14 years. 

,, Jpthough the association of pancreatic disease and 
•^^^^torrhoea had been known for over a century it was not 
■ until 1905 that Landsteiner described the pancreatic lesions 
now associated with fibrocystic disease. Passini (1919) first 
reported a case in which the association of the digestive 
disturbance and the pathological lesion of the pancreas ivas 
recognized. Parmelee (1935) described the cases of two 
patients with congenital steatorrhoea who died of broncho- 
pneumonia. and in both of whom necropsy revealed cystic' 
fibrosis in the pancreas ; he had found in the literature only 
four cases with a similar historj' and post-morterri findings. 
Blackfan and Wolbach (1933) had, however, described six 
similar cases among 10 reported as cases of vitamin-A 
deficiency in infants, and Harper (1930) one case among 
two reported under the title of congenital steatorrhoea. 

•B.iscd on a thesis submitted to the University of Edinburgh for • 
the degree of M.D., September, I94S. 


Case 1 - 

This patient, a boy aged 10 (Fig. A), was first seen at the 
age of 8. Since birth his stools had been bulky, loose, pale, 
and offensive. Despite a good appetite and arc adequate diet, 
he had never gained weight well. An irritative cough had 
been present since the age of 
2 years, and had become worse 
and been accompanied by 
purulent sputum in the past 
nine months since an illness 
diagnosed as pertussis and 
bronchopneumonia. 'When 2 
years old he was taken to an- 
other hospital, where coeliac 
disease was diagnosed. Dietary 
treatment for two years 
brought no improvement, and 
the diagnosis was altered to 
tabes mesenterica ■ when his 
Mantoux reaction was found 
to be positive and calcified 
glands were seen in the abdo- 
men at- lapardtomy performed 
on account of recurrent abdo- 
minal pain. He bad had 
bronchopneumonia at 2 weeks 
.and rectal prolapse at 6 
months. His parents were not 
blood relations. One sibling 
aged 8 months is alive and 
well. The patient’s weight 
was 44 lb. (19.96 kg.) (average, 57 lb. — ^25.85 kg.) ; height 
48 in. (122 cm.) (average, 51 in. — 130 cm.). His abdomen was 
prominent and his fingers were clubbed. Chest : percussion 
note hyperresonant ; persistent crepitations in right lower and 
mid zones. 

Investigations . — Duodenal Juice contained no trypsin. Micro- 
scopical examinations of the stools revealed numerous fat 
globules, and completely undigested muscle fibres; the fat: 
content was 50%, of which 80% was split fat. Nitrogen 
excretion on a normal diet was 4.47 g. per day in faeces and 
7.8 g. in urine. Blood counts showed no anaemia, but persistent 
polymorphonuclear leucocytosis. The predominant organism 
in the sputum was a penicillin-sensitive pneumococcus. Radio- 
graphy of the chest showed emphysema with a generalized 
bronchitic appearance and parenchymal changes at the right 
base. 

Progress and Treatment . — For ! 8 months be has been treated 
with a iow-fat, high-protein, and high-carbohydrate diet and' 
30 g. of casein hydrolysate and 16 g. of pancreatin in the form 
of enteric-coated capsules and extra vitamins. He has gained 
only 4 lb. (1.81 kg.) in weight and 21 in. (6.25 cm.) in height. 
At first his activity was greatly increased, but accesses of the 
pulmonary infection, although relieved by penicillin inhala-. 
tions; have recently been occurring so often (about once a 
month) that his activity is now about the level maintained 
before specific therapy was started. Stools are now formed 
and not very offensive. On the same diet faecal nitrogen has 
been found to be diminished when pancreatin is given. 
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Fig. I. — Normal anterior horn cell. Fig. 2. — Anterior horn cell showing loss of Fig. 3. — Complete loss of nucleus and 
H. & E. (x 1200.) nuclear membrane and nucleolus; partial granula- complete granulation of tigroid sub- 

lion of tigroid substance. H. and E. (x 1200.) stance. H. and E. (x 1200.) 






Fig. 4. — Complete chromatolysis, leav- Fig. 5. — Commencing invasion of degenerated cell Fig. 6. — Degenerated neurone under 
ing a structureless eosinophil mass, by histiocytes (monkey). H. and E. (x 1200.) going phagocytosis (monkey). 
H.andE. (X 1200.) H. and E. (x 1200.) 
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Case 2 

A boy aged 2 years was admitted to hospital on Sept. 13, 
948. Since the age of 2 months he had wheezed continually ; 
diagnosis of asthma was made and never altered. One month 
efore admission he began to cough and lost weight and 
nergy. Rectal prolapse had occurred repeatedly in the past- 
.vo months. Despite a good appetite, he had never thrived, 
is weight at 8 months being 151 Ib. (7 kg.) and at 1 year 
8} lb. (8.4 kg.) (birth weight was 7i lb. — 3.4 kg,). From the 
ge of 6 months or so his stools had been frequent and 
nformed, bulky,- and very offensive. He was the third child. 
Tje eldest died of acute bronchitis at 11 weeks. The second, 
ged 5 years, is alive and well. A paternal aunt, who had 
ever thrived, died at 16 dej-s. 

On examination his temperature was normal, pulse 120, and 
espirations 32 ; he was dyspnocic, with frequent paroxysmal 
oughing. His weight was 21 lb. (9.5 kg.) (average, 27 lb. — 
2.2 kg.) : height, 30 in. (76 cm.) (average, 33 in. — 83.5 cm.). 
:hest : percussion note hyperresonant ; rhonchi and crepita- 
ions in all areas. The liver was palpable two fingerbreadths 
lelow the costal margin in the nipple line. 

Investigations. — Numerous' fat globules and undigested 
luscle fibres were found in the stools ; the fat content was 
0%. A latyngeal swab revealed Staphylococcus aureus sensi- 
ive to streptomycin only. Duodenal intubation was unsuccess- 
ul. Blood counts showed a progressive fall in haemoglobin 
D 75% on Oct. 28 ; there was a persistent polymorphonuclear 
sucocytosis up to 40,000 per cjnm. Radiographs of the chest 
bowed increasing spread and confluence of bronchopneumonia 
a all- areas of the lung fields. 

Progress and Treatment. — ^Wheezing disappeared after two 
' eeks, but despite the use of streptomycin, given by inhalation 
-’d intramuscularly, the cough became more severe, crepita- 
ons persisted in the lungs, and a swinging temperature soon 
iveloped and persisted. Cyanosis was present in the fortnight 
-efore death on Nov. 19. His appetite had been good for 
ct weela, and on a low-fat diet with extra protein and 26 g. 
f casein hydrolysate and 8 g. of pancreatin (in the form of 
nteric-coated granules) daily his wei^t had risen to 22 lb. 
5.98 kg.) but then fell progressively. His stools had continually 
leen frequent,, unformed, and very offensive. The liver had 
emained enlarged. 

Post-mortem Report. — There was much mucopurulent 
aaterial in the air passages, and in the lungs extensive 
ironchopneumonia with bronchiolectatic abscesses. The 
lancreas appeared normal macroscopically. The liver was 
nutmeg,” and the appendix was thickened. Microscopically, 
be pancreatic ducts were considerably dilated and filled with 
osinophilic material, and there was much surrounding fibrosis ; 
he lumen of the appendix was filled vrith eosinophilic material 
ontinuous with that in the dilated glands of the wall (Plate, 
7g. 1). Similar lesions were seen in the mucous glands of 
he trachea and bronchi (Fig. 2), the salivary glands, the 
uodenal wall, and the periurethral glands. 

Case 3 

A girl aged 2 years was first seen in January, 1947, at the 
ge of 21 months, with rectal prolapse, which was attributed 

3 inadequate intake of vitamin D. Her weight was then 

4 lb. (10.88 kg.). When next seen, a month later, she had 
eveloped a slight cough and had lost weight despite a good 
ppetite. She was admitted early in May, 1947, for correction 
f the prolapse, but was discharged five days later as she was 
aought to have pertussis. At home the cough became more 
:vere, the weight-loss was accelerated, and she was readmitted 
t the end of May. Even in infancy her gain in weight had 
ever been satisfactory, although her appetite was so good 
hat she was fed three-hourly with amounts prescribed for 
our-hourly feeds. Her stools had always been bulky, pale, 
nd very offensive. 

She was the fourth child of healthy unrelated parents. Her 
hree siblings had all died of bronchopneumonia before the 
ge of 6 months ; none had thrived, and aU had had very 


offensive stools. The maternal grandmother had lost file out 
of eight children in infancy from unknown causes. The 
paternal grandmother had lost six of 12 children in infancy — 
four at birth and two of pneumonia during the first year. 

On May 22 her temperature was 101.6° F. (38.7° C.), respira- 
tions 64, pulse 128, weight 181 lb (8.28 kg.) (average, 24 lb. — 
10.88 kg.). She was wasted and dyspnoeic. Chest ; Fine 
crepitations in all areas. The abdomen was protuberant. The 
liver was enlarged to the umbilicus. The spleen was not 
palpable. 

Investigations. — The faecal fat amounted to 49%, 86% of 
it being split faU Blood counts showed a progressive anaemia. 
Three attempts at duodenal intubation were unsuccessful. 
Mantoux, negative at 1 in 1,000. Serum proteins (June 25) 
were 7 g. % — albumin 2.8, globuhn 4.2. Chest radiographs 
showed increasing bronchopneumonic changes. 

Progress and Treatment. — Sulphamezathine and penicillin 
failed to control the respiratory infection. Cyanosis was cnly 
temporarily relieved by oxygen. The stools were frequent, 
unformed, and very offensive ; appetite was never good, and 
weight fell progressively. Pancreatin given in the last three 
weeks had no appreciable effect. Peripheral oedema, unrelieved 
by blood transfusion and intravenous " casydrol,” appeared four 
weeks before death, and petechiae terminally. 

Post-mortem Report (July 22). — Much mucopus in the air 
passages. In the lungs marginal emphysema was present, with 
extensive bronchopneumonia and numerous bronchiectatic 
abscesses in practically all areas. The pancreas on section 
showed dilated ducts. The liver was large and pale. Micro- 
scopical examination showed gross dilatation of pancreatic ducts 
filled with eosinophilic material, much surrounding fibrosis, and 
almost complete disappearance of acinous tissue. There was 
bronchopneumonia with, in places, destruction of bronchial 
walls and dilated bronchial glands. The liver showed gross 
fatty degeneration. 

Case 4 

A girl aged 4 months was transferred on July 16, 1948, from 
another hospital, where she had been treated for six weeks for 
bronchopneumonia without improvement. Despite a good 
appetite she bad never thrived, and her stools had always been 
frequent and offensive. At 3 months she developed pneumonia, 
whioh did not respond to treatment with sulphonamides and 
penicillin. She had three siblings alive and well. A maternal 
uncle, who had never thrived, died at 10 years of “ consumption 
of the bowels.” 

On e.xamination on July 16 the temperature was 99° F. 
(37.2° C.), respirations 48, weight 8 lb. 15 oz. (4 kg.) (expected 
weight, 124 lb.— 5.67 kg.). She was wasted; the abdomen 
was prominent. There was dyspnoea with frequent cough. 
Chest : percussion note impaired at left base ; fine crepitations 
audible over the entire left chest. 

Investigations. — Duodenal juice contained no trypsin. Faecal 
fat : (a) on skimmed milk 40%, ib) on half-cream milk with 
pancreatin 21% (96% split). A laryngeal swab contained 
predominantly a penicillin-sensitive Staph, aureus. Hb was 
65%. Radiography of the chest showed left basal consolidation. 

Progress and Treatment. — Penicillin was continued, but the 
respiratory trouble spread. Appetite was poor. Stools were 
always frequent, bulky, and very offensive. She died on Aug. 4. 

Post-mortem Report. — ^The immediate cause of death was 
bronchopneumonia. The pancreas was smaller than normal, 
was nodular, and presented an increased resistance to section. 
Microscopically, typical changes were seen in the pancreas and _ 
salivary glands. 

Case S 

A boy aged 4 months was admitted to hospital on Aug. 3, 
1948. His appetite had always been good, but weight-gain 
had never been satisfactory' (his best weight was 8 lb. (3.63 kg.) 
at three months). Stools had always been frequent but not 
noticeably offensive. A frequent dry cough had been present 
since birth. 

On examination the temperature and respirations were 
normal and the weight 7 lb. II oz. (3.48 kg.) (expected weight. 
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121- lb.-r-5.55 kg.). -Mediastinal shift to right with hyper- 
resonant percussion note over left chest. 

Investigations . — ^Three attempts at duodenal intubation failed. 
Faecal fat (on full-cream milk), 72% (50% split). Laryngeal 
swab revealed Staph, aureus. Blood counts showed a progres- 
sive anaemia. 

Progress and Treatment.— Ten days after admission he 
developed a pulmonary infection which did not respond to 
penicillin. Appetite was very good, and on a skimmed-milk 
diet with pancreatin and hydrolysates weight increased slowly 
to 8 lb. 10 oz. (3.91 kg.). Stools were always bulky, frequent, 
and very offensive. 

Post-mortem Report {Sept. 2J).— The immediate cause of 
death was bronchopneumonia. The pancreas was normal 
externally, but dilated ducts were seen on section. Micro- 
scopically, typical changes were seen in the pancreas, salivary 
glands, and bronchial and intestinal walls. 

Case 6 

t 

A girl aged 5 months, an only child, was admitted to hospital 
on Nov. I, 1947, with right basal' pneumonia. She had had 
a cough since birth, but weight-gain had been satisfactory, 
and she had reached 121- lb. (5.55 kg.) (expected weight, 12 lb. 
— 5.44 kg.) when pneumonia developed- two weeks before 
admission. Chemotherapy and antibiotics failed to control the 
respiratory infection, and although she ate well her weight fell. 
Stools were first noticed to be offensive two weeks after 
admission ; the fat content was 40% (on half-cream milk feeds). 

Post-mortem Report {Dec. 17 ). — ^The immediate cause of 
death was bronchopneumonia. The pancreas was smaller and 
more nodular than normal. On the surface of the liver were 
small nodules up to 2 mm, in diameter. Microscopically the 
pancreas showed the typical changes in an advanced stage 
(Fig. 3). In the liver the nodules were seen macroscopically 
to consist of cirrhotic areas in which were numerous bile ducts 
filled with eosinophilic material. Similar lesions to those in 
the pancreas were found in the salivary glands and in the 
duodenal wall (Fig. 4). 

Case 7 

A girl aged 16 months was transferred on July 30, 1948, 
from another hospital, where she had been treated for two 
months for coeliac disease without improvement. Weight-gain 
was never satisfactory, and from the age of 4 months her stools 
were bulky and offensive. This abnormality became more 
noticeable at 1 year. She had had bronchitis at 8 months. 

On July 30 her weight was 15 j lb. (6.92 kg.) (average, 22 lb. 
— 9.98 kg.). She had a coeliac appearance. Her chest was 
normal. Duodenal juice showed tryptic activity in undiluted 
^juice but not in a dilution of 1 in 10. Faecal fat ; (o) on a normal 
»iet, 60% (75% split; {b) on a low-fat diet with pancreatin, 
^15 %. With specific dietary treatment she gained 3 lb. (1.36 kg.) 
in three weeks. Her stools were always unformed and 
offensive. 

Discussion 

The seven cases described were seen between June, 1947, 
and September, 1948. To ascertain the hospital incidence 
it is necessary to exclude Cases 4 and 5, which were trans- 
ferred from other hospitals because of our known interest 
in fibrocystic disease ; the remaining five cases occurred 
among .^40 medical admissions to the children’s ward — ^an 
incidence of 2%. Andersen (1938) found evidence of the 
disease in 3 % of all necropsies on infants, and Bodian 
(1946) in 3.4% of 500 necropsies on children. The disease 
therefore is by no means uncommon. The failure to 
appreciate this prior to 1938 is undoubtedly due to the 
fact that bronchopneumonia, the usual cause of death, was 
taken to be an adequate cause and consequently the pancreas 
was not sectioned. 

The evidence points to the disease being inherited 
(Andersen, 1949). In this series no other proved case has 
occurred in an affected family, but there is presumptive 


evidence of the disease in the family history of Case 3 am 
suggestive evidence in Clase 2. The inheritance may b 
explained by incomplete dominance ; Fisher (quoted b 
Cockayne, 1947) has shown that many dominant defects ar 
gradually becoming recessive, this being brought about b 
the selection of genes which prevent a dominant conditio: 
becoming manifest when in the heterozygous state ; more 
over, a defect may behave in one family as a recessive and i: 
another as a dominant. 

The pancreatic lesions were formerly sometimes ascribe^ 
to dehydration, but Farber (1942) disproved this. Blackfa: 
and Wolbach (1933) first advanced the hypothesis that the; 
were caused by inspissation of viscid secretion in the ducts 
this was confirmed by Farber (1942), who reproduced th 
lesions in kittens by vagal stimulation. It remains to b 
seen if similar experiments will reproduce the lesion 
occurring in other organs also, and the cause of th 
abnormal secretion has yet to be determined. 

Farber (1944) reported the finding of dilated glandula 
structures in both the respiratory and the intestinal tracts 
he concluded that the disease affected all mucus-secretin 
glands, the lesions being caused by inspissation of viscii 
secretion, and that it was the loss of normal mucus from th 
bronchial tree that was responsible for the susceptibility ti 
pulmonary infections. Bodian (1946) also has stressed tha 
this is a pluriglandular disease, as have Continental workei 
(Glanzmann, 1946 ; Riniker, 1946). Andersen (1949), how 
ever, while accepting Blackfan and Wolbach’s explanatioi 
for the pancreatic lesions, considers that the pulmonar 
infection is conditioned by dietary deficiency, and that th 
lesions observed in the bronchial walls are secondary t 
infection. But this explanation does not suffice for th 
similar lesions found in other organs in which there is ni 
infection ; moreover, dogs in whom the pancreatic duct hai 
been tied did not die from pulmonary infections (Ivy, 1936] 
The pathological findings in this series have again confirmee 
the pluriglandular nature of this disease, and there seem 
little doubt that Farber’s hypothesis is correct. 

Earlier observers (Parmelee, 1935 ; Harper, 1938) con 
sidered that a high percentage of neutral fat in the stool 
indicated pancreatic disease. Andersen (1945a), however 
has shown that faecal fat can be split in the colon and out 
side the body by bacterial action, and Fourman et al. (1948 
consider that increased nitrogen excretion in the faeces i: 
the most reliable test of pancreatic steatorrhoea. Fa 
analyses of three-day collections of stools, as carried ou 
in these cases, will usually detect steatorrhoea (Fourmar 
et al., 1948), but the determination of split and unsplit fai 
is of no diagnostic value (May, 1947). 

Andersen (1938) showed that cases fell into three main 
groups : (1) cases of meconium ileus which present within 
a few days of birth with intestinal obstruction ; (2) cases 
which present in the first six months of life with respiratory 
infections— nutritional difficulty is also present (this is the 
largest group) ; (3) cases which present later with nutritional 
difficulty as instances of the coeliac syndrome or with rectal 
prolapse or with chronic respiratory infection. The typical 
history is of a poor gain in weight despite an adequate diet 
and an excellent appetite, dating from, early infancy. The 
stools are frequent, unformed, bulky, and very offensive ; 
these abnormalities are more often noticed by mothers who 
have previously borne normal children, and usually date 
from early infancy. Sooner or later respiratory infection 
supervenes and dominates the picture. 

Although it is generally agreed (May, 1947 ; Andersen, 
1949) that estimation of trypsin in the duodenal juice 
is necessary to establish the diagnosis, nevertheless it is 
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desirable to make a diagnosis on clinical evidence whenever 
possible, and experience has indicated that this can be done. 
In all the present cases the diagnosis was made clinically 
and w’as never disproved by subsequent examination of the 
duodenal juice or by necropsy. The clinical picture is 
highly characteristic, but it 'must be emphasized that an 
accurate history is essential, and close questioning may be 
required to obtain this, as noted by Miller and Perkins 
(1920). 

The disease should be suspected iti all cases of chronic 
nutritional difficulty and chronic respiratory infection in 
children, and specific questions asked about appetite, 
weight-gain, the character of the stools in regard to number, 
size, and smell, the exact date of onset of any abnormality 
noted, and the family history, especially of infantile deaths. 
In a number of cases the abnormality of the stools, while 
present from early infancy, becomes more obvious when 
solids are added to the diet or even later, and this over- 
shadows the history. Cough may be present without signs 
of infection, and is then presumably due to efforts to expel 
viscid mucus from the bronchial tree. The clinician should 
himself examine the stools, for their offensive smell is 
characteristic. The typical history, associated with the 
clinical findings, enables a firm diagnosis to be made. 

. Sheldon (194S) considers that it is usually possible to 
distinguish coeliac from fibrocystic disease on clinical 
grounds alone. In typical cases, therefore, duodenal intuba- 
tion is superfluous and should be reserved for cases in which 
the picture is not characteristic — e.g.. Case 6. It is import- 
ant to remember that in some children any chronic infection 
may produce steatorrhoea and that the association of 
bronchiectasis and steatorrhoea does not justify a diagnosis 
of fibrocystic disease without supporting evidence. 

It is not only desirable but sometimes necessary to make 
a clinical diagnosis, since duodenal intubation has often 
been unsuccessful, and repeated attempts do not improve 
the condition of children already wasted. Moreover, the 
absence of trypsin from the duodenal juice is not patho- 
gnomonic of fibrocystic disease. Dr. G. M. Bull, to whom 
I am indebted for these particulars, has under his care two 
adults — brother and sister, aged 18 and 22 years respectively 
— ^tvho have suffered from steatorrhoea since early infahcy. 
Recently duodenal intubation has shovra a complete 
absence of trypsin in both, but there is no pulmonary infec- 
tion. These patients are not suffering from fibrocystic 
disease as regarded generally. Their cases are, however, 
similar to the case reported by Garrod and Hurtley (1913). 
Either the underlying lesion may be a congenital stenosis of 
the main pancreatic duct or these cases may be analogous 
to that reported Ijy Farber (1944) in which lesions typical 
of fibrocystic disease were found only in the lungs and 
liver ; vice versa, there may be cases in which the pancreas 
is affected and not the lungs. 

Treatment . — ^The diet used has been that recommended 
by Andersen (1949), but pancreatin has been more exten- 
sively employed than casein hydrolysates, since the latter 
are unpalatable and older children are loath to take them. 
It is unfortunate that hydrolysates are so unpleasant, since 
the evidence indicates that they are of more value than 
pancreatin (West et al, 1946). 

Results of Treatment and Prognosis . — Of the seven 
patients, five have died of bronchopneumonia and one of 
the survivors has extensive bronchiectasis. The prognosis 
therefore depends on the respiratory infection, and the 
failure of appropriate chemotherapeutic and antibiotic 
agents to control.it has been most disappointing. Specific 
dietary treatment also has proved of limited value. 


Pancreatin does, however, seem to be of value in increasing 
the utilization of food, and this effect is especially noticeable 
in infants. 

The number of cases reported here is small, but no evi- 
dence has been found to support Andersen’s (1949) conten- 
tion that appropriate chemotherapy, given early in the 
course of the respiratory infection, combined with specific 
dietary treatment, may result in the control of the infection. 
Personal experience of cases diagnosed before the onset of 
respiratory infections is limited, but Andersen’s (1945b) 
evidence that most, when given specific therapy, do not 
contract chronic respiratory infections and develop 
normally is not fully convincing. In assessing the results of 
any therapeutic regime in this disease it is important to 
remember that the oldest proved case in the ffterature, aged 
14i years (Parmelee, 1935), was treated by a low-fat and 
high-protein diet only. Moreover, Cases 1 and 7 in this 
series showed that pulmonary infections in infancy do not 
invariably become chronic even without treatment Also 
there are a few cases which, although they lack trypsin in 
their duodenal juice, do not develop pulmonary infections 
at all. 

Since in the great majority of cases of bronchopneumonia 
in children a good response is obtained, the failure of 
chemotherapy to control the pulmonary infections in these 
cases suggests that unusual factors are involved. One 
unusual factor is the abnormaIit>’ of the mucous glands of 
the air passages, and the treatment so far possible cannot 
be expected to influence this. The rational treatment would 
be to liquefy the mucus in the bronchial tree by some 
substance (e.g., hyaluronidase) aimed at restoring normal 
conditions in the respiratory system. 


Smnmary 


Seven cases of fibrocystic disease of the pancreas are described 
which occurred among 2% of routine admissions to a children s 
ward. 

Inheritance by incomplete dominance is postulated. 

The pathological findings have again confirmed that this 
disease affects mucus-secreting glands throughout the body. 

The diagnosis can usually be made clinically provided an 
accurate history' is obtained. 

The results of treatment have been disappointing, since five 
of the patients have died of bronchopneumotua and one of the 
survivors has extensive bronchiectasis. 

- It is su"» 2 esled that measures directed at liquefying the mucus 
in the bronchial tree might lead to mote >uccesstul results than 
those generally at present obtained. 


advice 


I wish to thank Dr. Reginald Lightwood for much helpful 
and criticism and for permission to publish these cases, except CAM ^ 
for which I am indebted to Dr. Ursula James. I also wash “ 
the staff of St. Mary's Hospital. Paddington, for rairymc out the 
investigations; Mr. E. V. Willmott for the photomicrographs, and 
Mr A Fvfl^nn for the clinical photograph. 
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The case of fatal polio-encephalitis described in detail below 
is reported because of its interesting clinical picture and 
because of the striking proof of the diagnosis by intra- 
cerebral inoculation in a monkey. The similarity of the 
lesions in the cord of the human victim to those in the 
monkey inoculated with a filtered saline extract from the 
child’s brain and cord can easily be seen by reference to 
the illustrations. ' 

Case Report 

A well-developed child of 3i years was admitted to Edgware 
General Hospital on Aug. 3, T948. He had had pertussis at 
li years, but had otherwise been well until he began to attend 
a nursery school one month before his admission. He was not 
happy at the school, slept irregularly at night, and was sleepy 
in the mornings. Three weeks before admission he had an ill- 
ness of influenzal type lasting one day, during which he vomited 
and was febrile and drowsy. On July 31 he was said to have 
fallen from a swing, though apparently with no untoward effect! 
However, the next day he became drowsy and slept through 
I much of it, would not eat, complained of abdominal pains, and 
' vomited twice. During the night he awoke three times and 
complained of headache and pains in the back of the neck and 
in the legs. On Aug. 2 he still complained of the pains, and 
some weakness of the left side of the face developed, the face 
being drawn to the right. Although he was febrile and eager 
for fluids, he appeared to swallow with difficulty. He talked 
normally throughout the day. By evening he was generally 
stiff and showed a tendency to restlessness and twitching of the 
limbs. The bowels were constipated from that day to the end, 
and he again vomited once. On the day of admission he was 
not easy to rouse and would not speak ; the restlessness and 
twitchings continued. 

On admission he was very drowsy, toxic, and cyanosed. His 
temperature was 192° F. (38.9° C.), pulse 88, respiraUon 56. 
His tongue was moist but furred. The throat was not inflamed, 
but the tonsillar glands were palpable. There was pronounced 
stiffness of the neck and spine. Kemig’s sign was not present 
and the legs were not stiff. His pupils were equal and reacted to 
light, though sluggish. The disks were 'normal. He had slight 
weakness of the left side of the face. No other apparent abnor- 
mality in cranial nerves was observed and no weakness was 
noted in the limbs. Tendon-jerks were absent in the left lower 


limb but brisk on the right side. Plantar response was extensor 
on the left side and indefinite on the right. No abnormality 
was noted in other systems. 

Lumbar puncture showed clear fluid under normal pressure; 
total protein, 80 mg. per 100 ml. ; Pandy -1- ; white blood cells, 
55 per c.mm (degenerate polymorphs 5%, lymphocytes 20%, 
large endothelials 75%); chlorides, 710 mg. per 100 ml.; no 
organisms seen ; sterile on culture. 

Overnight his condition had deteriorated rapidly, and when 
seen by one of us (G. H. J.) next morning (Aug. 4) he was 
almost completely unconscious. He was still toxic and 
cyanosed ; respirations were stertorous, but the rate was only 
22. His temperature was 98° F. (36.7° C.) and pulse 80. . A 
tendency to show slight general convulsions was noted. The 
disks were normal, as were the pupils, apart from the persistent 
sluggish reaction to light. Neck stiffness was slight and Kernig’s 
sign %vas negative. The face was now almost expressionless as a 
result of general weakness. The left side of the body, though 
still showing voluntary movement, appeared definitely weaker 
and more flaccid than the right. TTie tendon-jerks, though 
sluggish, were all elicited except the right ankle-jerk. The abdo- 
minal reflexes were all preseiit. The left plantar response was 
still definitely extensor, but that on the right remained indefinite 

Lumbar puncture showed C.S.F. under very low pressure : 
no block ; opalescent fluid ; fibrin clot formed after 15 minutes 
white blood cells, 195 per c.mm. (lymphocytes 86%, poly 
morphs 14%) ; red blood cells, 465 per c.mm. ; normal sugai 
content ; sterile on culture. A blood count showed : Hb, 90% 
fed cells, 5,090,000; white cells, 4,700 (polymorphs 68% 
lymphocytes 28%, monocytes 4%. 

A diagnosis of a neurotropic virus iiifection was made, an( 
since the prodromal illness three weeks before admission wai 
within the reported maximal incubation period of 35 days fo 
the poliomyelitis virus it was considered that the case wa: 
possibly one of polio-encephalitis. The child’s condition con 
tinued to deteriorate ; the temperature became subnormal, thi 
pulse rate increased to 120-136, and the respiration rale re 
mained at 24-26. He died early on the following mornini 
(Aug. 5) after many hours of complete unconsciousness. 

Post-mortem Examination 

This was performed five hours after death. The body wa 
that of a normally developed male child. 

Brain (1,350 g.). — Meninges normal. Surface of brain intensel; 
congested. On section the cortex of the hemispheres was plum 
coloured, but showed no petechiae ; white matter normal excep 
for a few tiny petechial haemorrhages in the occipital lobes 
The cerebellum, mid-brain, pons, and medulla ' were macro 
scopically normal. 

Spinal Cord. — Macroscopically normal. 

Skull. — Normal except for a small quantity of yellow glair; 
fluid in the right mastoid cavity. Films of this fluid showe( 
occasional pus cells, and on culture a few colonies of Bacteriun 
coli and Streptococcus Jaecalis were grown. 


Comparison of Histological Lesions of Central Nenous System ii 
the Case described and in the Inoculated Monkey 


Motor cortex, left 
„ „ right 

Sensory cortex, left 
.. right 
Olfactory bulb 
Basal nuclei . . 
Brain stem . . 


Cervicat cord 


Thoradc cord 
Lumbar cord 


Human 


/Early perivascular cuHinj 
\ Nil 
Nil 


Monlrey 


Congestion only 


Few small areas of peri- 
vascular cuffing imd 
very early neuronal 
changes 

Marked perivascular cuf- 
fing. Slight cellular 
infiltration of anterior 
horns. Early neuronal 
degeneration 

Marked perivascular cuf- 
fing. Marked cellular 
infiltration of anterior 
horns, particularly on 
left side. Adva^d 
neuronal degeneration 


Nil 

Nil 

NU 

Perivascular cuffing ant 
early neuronal degenera 
tion 

Marked perivascular cul 
fing. Cellular infiltra 
tion of grey mattei 
most marked m anterio 
horns. All stages c 
1 neuronal degeneratior 
including neuronopht 
gia by histiocytic cell: 
The changes Increas 
in severity, progressin 
from cervical to lumba 
region 
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Fig. a. — P eri\^u!ar cuffing in poliomyelitis. (i) Section of lumbar cord (human). H. and E. (x 100). (ii) Section of lumbar cord 

(monkey). H. and E. (x 100). 


The remaining organs were normal macroscopicatly and 
microscopically except for some fatty degeneration in the 
liver cells. 

Various pieces of the nervous system were fixed in formol- 
saline for histological examination. Sections were stained with 
haematoxylin and eosin, Loyez’s haematoxylin, and Mallory’s 
phosphotungstio acid. The detailed changes noted in these 
tissues are shown in the accompanying Table and are compared 
with those of an inoculated rhesus monkey (see below) which 
had Been similarly fixed and stained. , 

Atumal Inoculation (Dr. F, O. MacCallaia) 

The diagnosis of poliomyelitis infection in this case was 
confirmed by animal inoculation. A suspension of pieces of 
cerebrum, mid-brain, and pons was prepared within a few hours 
of necropsy and inoculated intracerebrally and intranasally 
under ether anaesthesia into one monkey of the species Cerco- 
pithecus aethiops sabaeiis. The monkey developed typical signs 
of poliomyelitis 13 days later and Was killed with chloroform. 
Histological examination of the central nervous system revealed 
typical lesions of poliomyelitis. 


A suspension of cord from this monkey was inoculated intra- 
cerebrally into a rhesus monkey, which also developed typical 
poliomyeh'tis eight days later ; the microscopical lesions are 
well shown in Figs. A ii and B ii and in the Plate (Figs. 5 and 6). 
The original C.N.S. tissues of the patient were iso inoculated 
intracerebrally into mice and guinea-pigs, with negative results. 

Histological Findings 

The histological changes in both the human and the monkey 
sections were basically the same and varied only in degree. The 
perivascular cuffing, neuronal degeneration, and cellular infiltra- 
tion characteristic of poliomyelitis were all found in the spinal 
cord and brain-stem. 

The neuronal degeneration (Plate, Figs. 1-6) showed itself as 
a loss of the nuclear membrane and of the oxyphil nucleolus 
(Fig. 2). Next the tigroid substance became granular or showed 
condensation at the side of the cell (Fig. 3). Eventually the 
nucleus and the tigroid substance completely disappeared, 
leaving a structureless eosinophil mass (Fig. -t). This was 
invaded by histiocytes (neuronophagia), which eventuiUy re- 
moved it completely (Figs. 5 and 6). The cellular infiltration 
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of the grey matter (Figs. B i and B ii) showed the same cells as 
in the perivascular cuffs. No demyelination of the white matter 
was seen. 

The perivascular cuffing (Figs. A i and A ii) consisted of an 
infiltration of the perivascular space with histiocytic cells and 
lymphocytes ; very few polymorphonuclear cells were seen. 

Discussion 

This case of polio-encephalitis had several features 
of interest apart from the confirmation of the diagnosis by 
animal inoculation. First among them comes the encepha- 
litic nature of the signs, the chief of these being coma 
and evidence of brain-stem involvement. Kelleher (1947) 
stated that in his experience 30% of the poliomyelitis cases 
seen in the first part of the 1947 epidemic were of the bulbar 
type ; of these a few were drowsy, and one became comatose 
and died after being unconscious for less than 24 hours. 
This last case had pronounced cranial-nerve disturbances 
together with mid-brain and cerebellar involvement. Brewis 
and Neubauer (1948) described a probable case of polio- 
encephalitis which recovered after showing coma, fits, 
cerebellar signs, and spastic weakness. Laurent (1947) 
recounted two similar examples of encephalitis, one of 
which made a good recovery ; the other died 16 hours after 
admission. Necropsy in the latter case showed only oedema 
in the cerebral cortex, but small areas of perivascular 

cuffing ” with mononuclear cells were seen throughout 
the brain-stem (bulb, pons, mid-brain, and basal ganglia). 

These findings correspond to some extent with those In 
our case, in which the cortex was extremely congested but 
showed no other lesion. In this case perivascular cuffing 
was observed in the pons, particularly in its dorsal part 
below the floor of the fourth ventricle. In this area, too, 
were cells which showed peripheral concentration of Nissl’s 
granules. Unfortunately, the medulla, cerebral peduncles, 
and basal ganglia were not examined, but it can be said that 
the changes in the pons were of a surprisingly mild order: 
that this was not due to the short history of the case can be 
seen from the intense motor-cell destruction in the .spinal 
cord. 

This sparing of the cortex has been recorded several 
times by investigators in the United States, including the 
Collective Committee investigating the New York epidemic 
of 1907. From their evidence and other evidence at his 
disposal Rothman (1931) was left in doubt about the reality 
> of polio-encephalitis. In fact. Brown et al. (1948) concluded 
from their investigation of a large series of cases of the 
bulbar encephalitis type that the cerebral symptoms were 
in a large measure due to anoxaemia, although in a few 
cases focal cerebral lesions were found. 

Scheinker (1947) also reported no cortical involvement, 
but Bodian (1947), in 24 necropsies on cases of poliomye- 
litis, found involvement in the motor cortex alone, usually 
of mild or moderate degree, in 20 instances. In this series 
the most severe lesions were found in the brain-stem, where 
the substantia nigra, the cerebellar roof nuclei, the vesti- 
bular nuclei, and the reticular formation were heavily 
involved. Bodian felt that stupor, disorientation, and coma 
resulted from these brain-stem lesions, which in some of his 
cases included focal softening. The series also showed 
almost consistent involvement of the fifth, seventh, tenth, 
and twelfth cranial-ners'e nuclei, the seventh being slightly 
more involved than the others. In the cord the anterior 
horn cells were much more involved than those of the 
posterior and intermediate horn cells, and were sometimes 
wiped out over whole segments. These findings again 
correspond to those in our case. 


Scheinker found a distribution of lesions in the C.N.S. 
comparable with those found -by Bodian, the medulla, pons, 
mid-brain, and cerebellum all being markedly involved in 
his cases of poliomyelitis. He also described heavy peri-, 
vascular cuffing in the substantia reticularis, in the floor 
of the fourth ventricle, in the periaqueductal region of the 
brain-stem, and in the substantia nigra. But in these regions 
rarely was there actual destruction of the nerve cells, and 
complete chromatolysis was the most advanced lesion found. 
Lesions in the corpus striatum, the globus pallidus, and in 
the hypothalamic nuclei were likewise of only moderate 
severity. 

Scheinker found numerous foci of lymphocytes in the 
cranial nerves, particularly in the vagi, and also an especial 
concentration of cells around the vagal nuclei. Apropos of 
these findings he quoted the view of Sabin (1942) that the 
virus may spread up the vagi from the alimentary tract to 
the central nervous system. A simultaneous cellular inflam- 
matory reaction, including multiplication of microglial cells 
and degeneration of nerve cells, was a feature of Scheinker’s 
cases. The cellular reaction was most prominent in the 
medulla and mid-brain, and the cell degeneration was most 
pronounced in the anterior horn cells of the cord. 

These main lesions of fatal poliomyelitis correspond to 
those in the fatal encephalitic type of case described by us. 
In the less severe cases which recover it is probable that the 
lesions are of simultaneous type and distribution but of less 
intensity. The extensor plantar responses in our case and 
the spastic paresis seen during recovery in their case by 
Brewis and Neubauer are evidence of a pyramidal involve- 
ment, an involvement which McAlpine (1947) has described 
as occurring, albeit uncommonly, in the spinal form of the 
disease. But it is a matter for comment that, apart from 
occasional motor-cortical lesions in Bodian’s series, upper 
motor, neurone lesions have not been a prominent feature 
to the histologist: not even pyramidal demyelination was 
seen in our case, and no cortical or pyramidal lesions were 
observed by Scheinker. 

It is of course possible that the intense cortical congestion 
in the present case was responsible for depression of upper 
motor neurone function, and though cord oedema was 
thought of little consequence by Bodian it might be asso- 
ciated with the transitory Babinski responses seen in some 
of the spinal cases. The initial flaccidity which may be 
associated with these responses in some cases (e.g., that of 
Brewis and Neubauer) was attributed by Toomey (1940) to 
“ cord shock,” a state certainly more intangible than that 
of congestion or oedema. As Scheinker pointed out in 
describing the inflammatory response of the nervous tissues, 
the wJwle nervous system is invaded by the virus of polio- 
myelitis. It is therefore not improbable that where a pyra- 
midal lesion occurs and recovers in . a more protracted case 
of polioihyelitis there has been some degree of demyelina- 
tion of the tracts. Such changes did not develop in our 
case, possibly because of its short course. 

A final feature of interest is in the comparison of this 
case with a series of cases observed in the same district 
(Jennings, 1947) during the spring, summer, and autumn of 
1946. These cases included eight with encephalitic symp- 
toms (apathy, twitchings, severe drowsiness, and delirium) ; 
four with facial palsies and other cranial-nerve lesions as 
well as cerebral symptoms ; and a number of cases, some ; 
with largely meningitic signs and symptoms, in which there | 
were temporary Babinski responses. Although only one 
of these cases, and that at school, had proved contact with 
poliomyelitis, it now seems possible, in retrospect, that al 
least some of them were cases of poliomyelitis in which 
only the brain-stem and upper motor neurones appeared to 
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je involved. This likelihood was mentioned by MacAlpine 
1947) after the 1947 period of poliomyelitis had included 
iimilar cases ; our present case, though affording no proof, 
ioes give this concept further support. . 

Summary 

A fatal case of infection by the virus of poliomyelitis has 
>een described. 

Although the case clinically showed a mainly encephalitic 
ind brain-stem involvement the cerebral changes were merely 
hose of cortical congestion, and the pons showed only a mild 
nflammatory reaction. The spinal cord, on the other hand, 
bowed gross and widespread destruction of anterior horn cells, 
io really satisfactory histological explanation was forthcoming 
rom either cord or brain to account for the definite clinical 
ividence of upper motor neurone involvement Congestion, 
ledema, or verj' slight early changes in these neurones might be 
idduced as causes of the signs. Inoculation of the nervous 
issues of this case in monkeys resulted in sjanploms and histo- 
ogical lesions closely akin to those in the human subject. 

This seemingly encephalitic case was thus proved to be due 
o an infection by poliomyelitis virus, and its features are com- 
lared briefly with those shown by possible atypical cases of the 
ame infection seen in the same district two years previously. 

Our thanks are due to Miss M. H. Shaw' for the photomicrographs 
)f the sections. 
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he number of instances in which poliomyelitis virus affects 
he fore-brain and brain-stem seems to vary in different 
pidemics. Reports dealing with the 1947 epidemic in this 
ountry indicated a higher proportion than usual of cere- 
iral and bulbar lesions with or without spinal involvement 
ECelleher, 1947 ; McAlpine et al., 1947). The picture has 
een confused by the occurrence, just before the polio- 
ayelitis outbreak of 1947, of minor and localized outbreaks 
f virus encephalomeningilis recorded by Jennings (1947) 
nd Laurent (1947) and regarded by them as a disease or 
roup of diseases in which no relation to poliomyelitis was 
robable. On the other hand both Critchley (1948) and 
.IcAlpine et al. (1947) believe that the virus responsible 
.as probably identical with that of acute poliomyelitis. 


Undoubtedly the lack of facilities for the isolation and 
identification of virus in this country has accentuated the 
confusion, and, whereas Toomey (1941) recognizes eight 
clinical types of poliomyelitis, doubts about the existence 
of types other than spinal and brain-stem are held by many 
authorities in this country — for example, Walshe (1947), 
who slates : “ It is probable, however, that only the spinal 
type and a few cases of brain-stem type really belong to 
this [poliomyelitis] infection.” Baker and his colleagues 
(1947), in a comprehensive review in which the word 
“ bulbar ” has been used “ with some degree of Ucence ” 
to denote involvement of the entire brain-stem, including 
the medulla, pons, and mid-brain, present an acceptable 
classification of all forms of bulbar poliomyelitis. They 
include a “ diffuse encephalitic ” and a “ focal encephalitic ” 
group, and, in connexion with the latter, state that aphasic 
disorders have been reported rather infrequently. They 
quote one case of visual verbal agnosia from the literature. 

The following record is a description of a case of acute 
poIio-encephalomyelitis in which during life it was not 
possible to make a clear clinical distinction between polio- 
myelitis or other virus aetiology, but in which histological 
evidence and ultimately virus isolation estabh'shed the 
aetiological agent 

Case Report 

A man aged 25 with a record of excellent health was admitted 
to the Western Hospital on Oct. 12, 1947, with a history of 
illness which had begun six days earlier with a sense of fatigue 
and malaise, followed 48 hours later by headache and giddiness. 
On the following day (Oct. 9) he vomited once and, because of 
increasing malaise and the onset of giddiness, tremors, and 
blurring of vision, had to take to bed. On the founh day 
after the onset feverishness and thirst were pronounced. He 
was restless and unable to sleep, and had difficulty in bearing. 
His condition rapidly worsened, until on Oct. 12 he was found 
by his relatives to be unable to move, to be generally rigid 
rather than weak or flaccid, and, though conscious, to be unable 
to speak. 

On admission at 5 p.m. on the same day he had a temperature 
of 101° F. (38.3° C.) and a pulse rate of 82. He was conscious, 
and there was some cyanosis of the extremities. He was 
unable to speak. A fine tremor of the outstretched hands was 
noted. There was moderate neck rigidity and hamstring spasm. 
He moved his limbs very slowly. Movements were stiff, jerky, 
and apparently uncoordinated, and passive movements of the 
limbs further revealed the general rigidity and tonic spasm. 
The facial muscles were involved in the general hypertonicity, 
and commands were obeyed incompletely and with great diffi- 
culty and delay in execution. There was fine nystagmus in all 
directions but most pronounced to the righL Apart from a 
possible weakness of the left slemoroastoid muscle there were 
no obvious cranial-nerve palsies. All tendon reflexes were 
present but depressed, and the abdominal reflexes were normal. 
There was a doubtful Babinski sign on the right ; the left 
plantar reflex was flexor. The respiratory muscles were 
unaffected and the pharynx functioned. There was no retention 
of urine, but he was incontinent. 

A few hours later the tendon reflexes in the right lower 
extremity were very sluggish, but apart from the dysfunction, 
which was apparently due to tonic spasm, there was still no 
apparent paresis or paralysis ; the dysarthria might also be 
ascribed to tonic spasm, although possibly it may have been 
a true motor aphasia. Lumbar puncture showed a clear fluid 
containing 18 lymphocytes per c.mm. and 55 mg. of protein 
per 100 ml.; colloidal gold test, 0111210000; Wassermann 
reaction negative. 

On the following day (Oct. 13) there was little change, but 
some weakness of the right lower extremity, with greatly 
diminished reflexes, was noted. Consciousness appeared to be 
clouding and ultimately all response to stimuli failed. The 
tonic ripdity persisted and a fine tremor of the upper lids was 
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noticeable and persistent. A cinematograph record of the facies * 
exists (Ministry of Health, 1948).' A consultant -neurologist 
made a provisional diagnosis of acute disseminated encephalO' 
rnyelids. By the' next day (Oct. 14) there was marked deteriora- 
tion, with a rising temperature and a tendency to accumulation 
of buccal secretion's, but still no respiratory muscle involve- 
ment. Death, apparently due to bulbar failure, occurred rather 
suddenly the same evening. 

Necropsy on. Oct. 15 revealed a little focal haemorrhagic 
bronchopneumonia in the congested lungs, cloudy swelling and 
congestion of the liver and kidneys, and oedema and congestion 
of the spleen (all confirmed microscopically). ' The heart was 
normal, the air passages were clear, the panereas and stomach 
were congested, and the urinary bladder was dilated. There 
was moderate .oedema and congestion of the somewhat swollen 
brain and spinal cord. 

Microscopical examination showed very severe perivascular 
“ cuffing,” mainly with lymphocytoid cells, and foci of acute 
inflammation and degeneration of parenchyma, in places almost 
purulent, in the basal ganglia, mid-brain, pons, and medulla — 
most severe in the mid-brain. The cerebral cortex in the left 
prefrontal, right Rolandic, and left occipital regions showed 
only oedema and congestion, . The third and fourth cervical, 
fourth and eighth thoracic, and second lumbar segments of 
the spinal cord showed inflammation and ..degeneration of the 
grey matter, especially of the anterior horns, in which a con- 
siderable number of neurones were destroyed, and to a smaller 
extent of the white matter. 

The findings were characteristic of acute polio-encephalo- 
myelitis (A.B.B.). 

The histological report was submitted to the , consulting 
neurologist (Dr. T. Rowland Hill), who remarked : “A case 
of fulminating polio-encephalomyelitis in which, before death, 
it was not possible to demonstrate involvement of lower brain- 
stem motor nuclei. There were signs of severe mid-brain 
lesions in that there were tonic fits of decerebrate rigidity and 
marked nystagmus. There was also a degree of flaccid weak- 
ness of the right lower extremity with markedly diminished 
reflexes. Bulbar palsy developed before death.” 

Specimens of the brain and cord were stored at the Virus 
Reference Laboratory, Colindale, in glycerol-saline for ten 
months at - 10° C. A 10% suspension of cord and medulla 
was then inoculated intracerebrally into one rhesus ' monkey 
under ether anaesthesia. The monkey developed typical signs 
of poliomyelitis ten days later and was killed with chloroform. 
Histological examination of the centra} nervovs system 
showed lesions pathognomonic of poliomyelitis (F.O.MacC.). 


Summary 

A case is recorded of acute encephalomyelitis of clinically 
undetermined aetiology, in which histological findings and virus 
isolation established the virus of poliomyelitis as the cause. 

I Our th.nnks are due to Dr. W. H. Bradley, of the Ministry of - 
Health, for helpful suggestions. 
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Hospital matroni vmd nurses from Belgium, Canada, Cyprus, 
Denmark, Egypt, Fin^nd, France, Greece, Italy, the Nether- 
lands. Norway, and thV.U.S.A. have recently attended a two 
weeks' course on nursinN arranged by the British Council in 
Edinburgh. Sir Andresv Davidson, Chief Medical Officer of 
the Department of Heahl for Scotland, gave the opening 
lecture. * 


STKEPTOMYCIN IN DEVELOPMENT OF 
HYDROCEPHALUS IN TUBERCULOUS 
MENINGITIS* 

BY 

S. N. DE, M.B., b.t.M., Ph.D, 

(From the Department of Morbid Anatomy, University College 
Hospital Medical School, London) 


[Wrm Photogravure Plate] 

Since the introduction of streptornydn in the treatment of 
tuberculous meningitis several reports of hydrocephalus 
have appeared. Flory and his co-workers (1947) describe 
a case of relapse of- tuberculous meningitis after cessation 
of streptomycin treatment in which an internal hydro- 
cephalus was discovered at necropsy. Baggenstoss et al. 
(1947) record two fatal cases of tuberculous meningitis 
treated with intramuscular and subcutaneous streptomycin' 
in which occurred heavy exudate at the base of the brain 
and moderate internal hydrocephalus. Wright and Rees 
(1948) report three cases of severe hydrocephalus associated 
with thick basal exudate after treatment with intramuscular 
and intrathecal streptomycin for at least eight weeks. 
Smith et al. (1948) describe two fatal cases with gross 
hydrocephalus after intramuscular, intrathecal, and intra- 
ventricular streptomycin ; in two subjects who survived, 
ventriculography before treatment revealed some dilatation 
of the ventricles. In all of these cases exudate in the basal 
cisternae was found to be most intense. 

An M.R.C. report (1948) includes 46 instances of hydro- 
cephalus among 53 necropsies on cases of tuberculous 
meningitis treated with streptomycin by various routes. 
These studies led me, whilst interested in experimental 
hydrocephalus, to investigate the- histological changes in 
the basal meninges in a small series of cases of tuberculous 
meningitis with the object of finding out if the administra- 
tion of streptomycin had modified the lesion in any way 
that might lead to hydrocephalus. 

Materials and Methods 


The leptomeninges from the undersurface of the pons 
were available for histological examination from eight cases 
of tuberculous meningitis ; six of these were hydrocephalic, 
two were not. Seven 
had been treated 
with intramuscular 
and intrathecal 
streptomycin, with 
or without intraven- 
tricular streptomy- 
cin, for periods 
varying from 12 to 
231 days, while only 
one (hydrocephalic) 
received no anti- 
fa i o t i c treatment. 

Fig. A shows the 
dilatation of the 

anterior horns of . ^ 

the lateral ventricles in the frontal section of the brain ot 
a case of tuberculous menin^tis treated with streptomycin. 

The leptomcaiages, with a piece of brain tissue, were cut 
out from the undersurface of the pons and fixed in 10% 

•Pan of a thesis submitted to the University of London for the 
Doctorate of Philosophy. 



Fio. A. — Hydrocephalus in an infant 
following tuberculous meningitis treated 
with streptomycin. 
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irmol-saline ; the planes of section of the specimens were 
right angles to the long axis of the brain. -These were 
owly dehydrated and embedded in paraffin, and thin sec- 
ons were stained with Ehrlich's acid haematoxylin and 
jsin as well as with Weigert’s iron haematoxylin and van 
ieson’s stain. 

Results 

The basal subarachnoid space in aU the hydrocephalic 
ises were completely blocked by a fibrinous exudate and 
lick tuberculous granulation tissue (Plate, Figs. 1 and 2). 
wo of the five treated cases showed some fibroblastic 
roliferation "within the exudate, mainly directed against 
le fibrinous elements but also partly encircling some 
linute tubercles (Fig. 3). The other three gave no evidence 
f organixation, nor was there any obvious histological 
lodification of the lesions by streptomycin when com- 
ared with the lesions from the untreated case, 
in the two non-hydrocephalic cases, both of which had 
een treated with streptomycin, the subarachnoid channels 
,'ere patent in spite of the presence of meningitis (Fig. 4). 
he fibrinous exudate and the tubercles were there, but 
rey were much less prominent The lesions did not appear 
3 have been essentially modified, nor was there any 
vidence of fibroblastic proliferation. 

In three of the hydrocephalic cases the foramina of 
.uschka were found to be patent from the outside, and 
1 one case histological section through this region showed 
he lateral recesses, including the foramina, to be 
inobstructed by tuberculous lesions. 

Discussion ■ 

Fibrosis of the tuberculous lesions is known to be a 
[eneral response to streptomycin treatment both in miliary 
ubercles in man (Flory et al, 1947 ; Baggenstoss et al., 
947 ; M.R.C. Report, 1948) and in experimental lesions 
n guinea-pigs (Feldman et al., 1945). This naturally 
iroused the suspicion that streptomycin, in the course of 
jroraotion of healing of tuberculous lesions in the meninges, 
night lead to, fibrosis and adhesions, resulting in obstruc- 
ion of the circulation of cerebrospinal fluid and consequent 
lydrocephalus. 

The fact that intrathecal streptomycin had been given 
n many of the reported cases of hydrocephalus strengthened 
he view that ieptomeningeal adhesions after such treat- 
nent were responsible for the blockage. But in the present 
investigation only two of the five streptomycin-treated cases 
showed some fibroblastic proliferation in the basal lepto- 
neninges, and although this reaction did surround a few 
tubercles it seemed to be mainly directed along the fibrin 
threads' in the, exudate. Similarly, only one of the two 
hydrocephajic cases of Baggenstoss et al. (1947) and two 
of 46 hydrocephalic brains of the M.R.C. report (1948) 
showed any fibrosis in the meningeal exudate. 

Further, Rich (1944) noted the presence of some degree 
of organization and repair in the meningeal lesions of the 
more protracted cases in pre-streptomycin days. Long ago 
Martin (1909) recorded scar tissue as replacing antecedent 
tuberculous lesions in the meninges in cases that had 
recovered from tuberculous meningitis, while Kramer and 
Stein (1931) also pointed out the tendency to fibrosis of the 
meningeal exudate in similar cases. These facts suggest 
that the formation of Ieptomeningeal adhesions has not 
always been responsible for the observed hydrocephalus, 
nor has it been especially brought about by treatment with 
streptomycin. 

On the other hand, one of my cases of tuberculous 
meningitis which was not treated vsith streptomycin also 
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showed the presence of an internal hydrocephalus. A 
search through the older literature suggests that tuberculous 
meningitis by itself has long been suspected of being 
associated with hydrocephalus (Barther and Rilliet, quoted 
by Burr and McCarthy, 1900 ; Dandy and Blackfan, 1914 ; 
Rich, 19^; Martin and Elkinton, 1947; Buc>-, 1948). 
Further, it has been possible to produce internal hydro- 
cephalus in guinea-pigs after the introduction of Myco- 
bacterium tuberculosis through the cistema magna (De, 
1949). It may therefore be concluded that tuberculous 
meningitis alone can give rise to hydrocephalus, and the 
prominence given to the condition since the introduction 
of streptomycin treatment is no doubt due to more careful 
examination of the brain in such cases. 

The hydrocephalus found in association with tuberculous 
meningitis has mostly been of the communicating type 
(Wright and Rees, 1948 ; Smith et al, 1948 ; M.R.C. report, 
1948). In some of the brains of my series the foramina 
of Luschka were shown from outside to be free from any 
obstruction. In one case histological section confirmed 
this naked-eye finding. These observations support the 
findings of previous workers that the hydrocephalus is of 
the communicating type. Moreover, in all the hydro- 
cephalic cases, treated and untreated, the wide subarach- 
noid space at the undersurface of the pons had been fully 
occupied by a fibrinous and caseous exudate with tuber- 
culous granulation tissue ; there appeared to be no room 
left for flow of any cerebrospinal fluid. On the other 
hand, the two non-hydrocephalic cases presented open sub- 
arachnoid passages in between the scant>' exudate. 

I have also found that the cisternal introduction of M 
tuberculosis in guinea-pigs is followed by hydrocephalus 
associated with partial blockage of the cistema pontis with 
considerable cellular proliferation, but in the rat this change 
is very slight and there is no evidence of blockage or of 
hydrocephalus (De, 1949). These facts also suggest that 
internal hydrocephalus in tuberculous meningitis is due to 
and occurs with obstruction of the basal subarachnoid by 
the tuberculous exudate, independent of any streptomycin 
treatment. 

It should be noted in passing that in most of the present 
cases with streptomycin treatment the tuberculous lesions 
elsewhere in the body have shown some modification in 
the form of increase of collagen, and in one case almost 
complete replacement by lymphocytes. But in spite of the 
intrathecal administration the meningeal lesions failed to 
respond. Of course, in the two non-hydrocephalic cases 
the basal exudate was less intense, but it is difficult to 
decide if this is an effect of streptomycin, especially in the 
absence of any essential change m the histology. It is 
interesting to recall that the M R.C. report (1948) recorded 
a similar finding in relation to the meningeal lesions where 
the fibrinous exudate around the lesions w-as suspected to 
shelter the bacilli from the effect of the antibiotic. 
Hinshaw and Feldman (1944i, the originators of strepto- 
mycin therapy in tuberculosis, also realized that patho- 
logical characteristics of the local lesions can impose 
marked limitations in the treatment of clinical tuberculosis. 

Conclusions 

Tuberculous meningitis can give rise to an internal 
hydrocephalus associated with complete blockage of the 
cistema pontis by tuberculous granulation tissue and a 
copious fibrinous exudate, but independent of the develop- 
ment of cisternal fibrosis. There is no convincing evidence 
that streptomycin increases the chance of-'this complication 
by stimulating the production of reparative tissue. 
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_ I wsh to thank Professor G. R. Cameron, F.R.S., for his help 
m the preparation of this paper, and Mr. McDopalds for the 
photomicrographs reproduced in the photogravure plate. . 
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Paraffin-wax in the Male Bladder 
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of the Braasch cystoscope could not expel, prevented visualia- 
tion and the bougies were not even glimpsed. 

As a last resort, 4-5 oz. (114-132 ml.) of liquid paraffin of a 
specific gravity of 850 was instilled into the bladder and the 
patient was asked to void. It was hoped that this manoeuvre, 
by bringing the fragments of the bougie more on a level with 
the internal urinary orifice, might effect their evacuation. At 
the first, filling one fragment of the bougie came away, and at 
a subsequent filling, a couple of days later, the remaining frag- 
ments were voided. Doubtless the lubricating effect of the 
liquid paraffin played some small part in helping their expul- 
sion. The above operations were carried out under penicillin- 
sulphonamide cover. 

It is quite possible that the use of liquid paraffin of low 
specific gravity, as described above, may prove helpful in 
securing the evacuation of other lighter-than-water foreign 
bodies not too large to be voided. The method seems so 
innocuous that it is worth a trial, and information regard- 
ing such trials would be very welcome. 

It is obvious that it would be simplicity itself to remove 
these fragments by cystotomy, but it seemed a pity to do 
this if it could be effected otherwise. 

It is a pleasure to acknowledge help from Dr. R. Collis, Dr 
Norman Moore, Mr. Albert le Broequy, of the Greenmount Of 
Co., Dublin, Dr. Dacre Hamilton, of Dublin University Medica 
School, and Mr. Morris, of the Irish Electro-Medical Co. 

T. J. D. Lane, M.D., 

Genito-Urinary Department, Meath Hospital, Dublin 
Reference 

Wardhill, W. E. M. (1924). Lancet, 1, 179. 


The following case of a foreign body in the bladder, and 
the method of evacuating it, may be of interest. 

' Case Report 

One evening a young man, acting under an obsessive compul- 
sive urge, fashioned a bougie, about 2i- in. (6.25 cm.) long by 
about i in, (0.6 cm.) in diameter, out of candle droppings 
and passed it up his urethra, from whence it slipped into his 
bladder. The next morning he came to hospital complaining 
of pain and frequency and giving the above history. Cysto- 
scopy showed the bougie, broken into three fragments, as three 
white rods floating in the water used for distending the bladder. 
A Braasch direct cystoscope was passed and efforts were made 
to grasp the fragments with a Bumpus specimen-taker. These 
efforts were unsuccessful, because the paraffin rods, floating at 
the top of the bladder, eluded capture by bobbing away. As 
the paraflon-wax from which this candle was made was capable 
of solution by liquid paraffin of medicinal quality of a specific 
gravity of 850 at a temperature of 120° F. (48.88° C.), it was 
decided to try dissolving the bougie. A piece of candle in." 
(1.9 cm.) long could be dissolved in 20 minutes, and it was 
hoped that solution of the bougie would be effected by wash- 
ing out the bladder for an hour with the liquid paraffin at a 
temperature of 120° F. The bladder was accordingly filled 
with the specified liquid paraffin and emptied at two-minute 
intervals, 2 oz. (57 ml.) of the oil at 120° F. being used for 
each filling. The washings from the bladder undoubtedly 
contained fine particles of wax, but cystoscopy immediately 
afterwards showed no appreciable difference in the size of the 
rods. The possibility of melting them by using short-wave 
diathermy was inquired into, but as the elevation of tempera- 
ture would not exceed 5° F. (2.8° C.) above blood heat the 
idea was abandoned. 

In 1924 Wardill, of Newcastle, described a technique for 
cystoscopy using liquid paraffin as a medium instead of water. 
The wax from which the bougie was made sank in liquid 
paraffin of a specific gravity of 850, and by using liquid paraffin 
instead of water and thus having the fragments of the bougie 
lying on the trigone instead of floating near the fundus it was 
hoped that the Braasch cystoscope and Bumpus specimen- 
taker. so u.seful in the extraction of foreign bodies heavier than 
water — stones, etc. — might do the trick. However, we met with 
failure again, because air bubbles, which the bubble e.xtraclor 


Histamine Desensitization in Meniere’s 
Disease 

The following case of moderately severe Mdni&re’s disease 
responded so well to treatment by histamine desensitizatioii 
that it is considered worth recording. This form of treat- 
ment in histamine-sensitive patients is most strongly recom- 
mended, as there is little doubt that it achieved success in 
this case. The result also supports the findings and experi- 
ence of Miles Atkinson and others who have obtained 
success in the great majority of their cases. 

Case Report 

The patient, a high-ranking officer in the Roydl Air Force, 
was posted abroad in November, 1946, to take command of a 
very important air-training project. Shortly after his arrival 

1 was called one night to sec him, as he was suffering from a 
sudden attack of intense vertigo, with nausea and vomiting, 
tinnitus, and deafness. 

I arrived to find him quite prostrate, with extreme pallor, 
and covered with clammy sweat. He was vomiting repeatedly 
and complained of pronounced giddiness except in the prone 
position. His pulse was very rapid and barely palpable, 
There appeared to be a momentary loss of consciousness. I 
could not detect nystagmus, though this sign was evident in 
subsequent attacks. The cardiovascular, respiratory, and 
central nervous systems were clinically normal and I could 
find no evidence of focal sepsis. Little doubt remained that 
this was a case of Mdniere’s disease — a diagnosis supported 
by his previous history. 

His wife informed me that he had suffered two previous 
attacks in England, the first some months previously and the 
second shortly before he left the United Kingdom. He had 
been seen then by two specialists, both of whom had con- 
firmed a diagnosis of Mdniere's disease. He had been taking 

2 gr. (0.13 g.) of phenobarbitone twice daily for several month' 
and had been given the usual instructions regarding rcduccc. 
salt and fluid intake. I prescribed bromides and hyoscint] 
which gave some relief, but his attack continued practical!! 
throughout the night. He had completely recovered in 48 hours 
but stated that his hearing was still somewhat impaired ari 
that tinnitus was troublesome. It was known that he 
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been suffering from a high-tone deafness for many years, and 
the impairment of hearing tvas therefore not altogether related 
to M^nibre’s disease. Exactly a fortnight later I was again 
called out in the early hours and found him in a precisely 
similar attack, from which complete recovery occurred again 
within two days. The attacks continued at roughly two-weekly 
intervals, a total of six being recorded. 

In January, 1947, some two months after his arrival overseas, 
when I had attended him in five attacks, I was faced with the 
problem of deciding whether this valuable officer could remain 
abroad or whether I should have.to invalid him. He had been 
specially selected for this post because of his wide experience, 
and he was naturally most anxious to fulfil his mission. I 
discussed his case with several colleagues, including an E.N.T. 
consultant. As a result of these discussions and information 
obtained from current literature — e.g., Atkinson. M., Proc. R. 
Soc. Med., 1946, 39, 807 — a skin test was carried out in order 
to determine whether he was histamine-positive or histamine- 
negative. The test is fully described in the “ Any Questions ? ” 
section of the British Medical Journal of May 10, 1947 (p. 666), 
and is of course an essential preliminarj' to treatment if 
histamine desensitization is contemplated. The patient proved 
to be a well-marked example of the histamine-sensitive group, 
and I decided that he might well benefit from a desensitizing 
course of histamine. This treatment is also described in the 
section of the BJilJ. quoted above. 

The sixth attack since his arrival developed in the early 
stages of treatment, which was begun in Januarj-, 1947, but 
was notably less severe than those from which he had pre- 
viously suffered. The course was completed in April, 1947, 
since when (apart from mild tinnitus), he has been in excellent 
health and completely free from further attacks. There has 
also been subjective improvement in his hearing. It should 
jbe mentioned here that he has had no phenobarbitone or other 
medication for the past 12 months. 

As more than two years has elapsed since this treatment was 
first given, it is reasonable to assume that a cure has probably 
been effected; in any case, a remarkable response has been 
demonstrated to histamine desensitization. Several skin tests 
carried out since this time have shown a consistently negative 
reaction. 

A point of interest is that the patient’s flying category, which 
was reduced in 1946 to noii-combatant flying (passenger only), 
has been restored to that of an active pilot category', and he 
has been able to carry' on with an arduous and intricate task 
at a hi^ly responsible level with the utmost confidence and 
eflSciency. 

I wish to thank the Director-General of Rjk.F. Medical Services 
and the patient for permission to publish this case 

S.wiLLE Paul, M.R.C.S., L.R.C.P., 
Principal Medical Officer, RA.F., Southern Rhodesia. 

, Congenital Cyst of the Cystic Duct 
'Containing Calculi 

I have been unable to find a report of a cyst of the cystic 
duct ; it may be of interest, therefore, to record a case that 
has been under my care recently. 

Case History 

A married woman aged 56 was referred to me on account 
of attacks of upper abdominal pain and vomiting for two years. 
During the attacks some tenderness had been elicited over the 
gall-bladder region. There had been no previous illness, but 
during this period she had had discomfort after eating, with 
flatulence, and had gained considerably in weight. There had 
never been any jaundice. The attacks of colic and vomiting 
had coincided, and the vomit was either green or brown. She 
had never been pregnant, and the menopause occurred at age 50. 

The patient .was very obese and thick-set, but otherwise 
quite healthy-looking. The tongue was clean, the pulse regular 
108 a minute, and the blood pressure 110/65 mm. Hg. No 
physical signs were detected except some haemorrhoids. During 
chemical and radiographic investigations (during which the only 


abnormality noted was a group of five ring shadows medial to 
and a little below the shadow of a gall-bladder which emptied 
normally) the patient had two further attacks of colic, and 
after one of these I detected a definite tenderness below the 
right costal margin. In view of the severity of the attacks an 
exploration of the biliary passages was carried out. 

Operation . — A general anaesthetic consisting of hexobarbi- 
tone, gas, oxygen, and ether by intubation was administered by 
Dr. E. S. M. Merry. A transverse incision was employed, but 
owing to the patient's obesity, the flatulence, and the high gall- 
bladder the incision had to be extended upwards through the 
rectus sheath to get the necessary exposure. The gall-bladder 
was partially enclosed in a tunnel of liver substance. Its fundus 
protruded through the anterior surface of the iiver. The organ 
was distended with bile but did not look unhealthy ; but medial 
to its neck a hard mass could be felt deeply buried in fat which 
also contained the common bile duct On dissection of the 
mass the common bile duct was seen to be of normal size and 
free of calculi. 

The hard mass was in the situation of the cystic duct and 
consisted of a thin-walled cyst packed tightly with calculi and 
biliary mud. On traction on the neck of the gall-biadder it 
was seen to be in continuity with the cy st (see Fig.). In an 
attempt to bring the parts 
nearer to the surface the 
gall-bladder was dissected 
from the liver, but imme- 
diately it was pulled on 
gently it tore away from 
the cyst, with which it 
communicated by a small 
aperture. This was en- 
larged and the contents 
of the cyst evacuated — 
the mud by suction and five black pigment calculi the size of 
small peas by forceps. The walls of the cyst, which was the 
size of a hen's egg, were extremely thin and translucenL In 
view of the difficulty anticipated in removing it a tube was 
passed into the common duct through the cyst cavity and the 
size of the cyst reduced by plicating sutures. The gall-bladder 
bed was then' peritonized and the wound closed. 

Examination of the gall-bladder after its removal revealed 
cholesterosis and three calculi similar to those in the cyst 
itself. As the wall of the gall-bladder was at least of normal 
thickness and that of the cyst was thin, translucent, and devoid 
of fibrous tissue and muscle, I consider that the cyst was of 
congenital origin and not part of an hour-glass gall-bladder. 
There was no inflammation, and the symptoms seemed to have 
arisen mechanically when its fluid contents had been replaced 
by the mud and calculi. These appeared to fill its cavity, but 
the cholecystogram showed that a passage for bile still existed 
between the common duct and the gall-bladder through the 
cyst itself. No trace of a cystic duct was seen, and the opening 
from the cyst into the common duct was large enough to take 
a No. 10 catheter easily. 

CiOMMENT 

I believe that the absence of biliary mud from the gall- 
bladder and common duct and its presence in the cyst was 
due to the flow of bile carrying into the duodenum any that 
escaped into the common duct during attacks of colic, and 
that the weight of the cyst caused valve-like actions at its 
junctions with the common duct and gall-bladder. 

I am indebted to Professor Paterson Ross for his helpful 
comments 'm presenting this case for publication. 

Dougl-as S. Pracy, F.R.C.S.Ed., 

Honorary Surgeon, Nuneaton Genera! Hospital. 


The Manchester Guardian (June 30) has reported that the 
Bath Education Committee has had to close the div's school 
dental service because of lack of professional staff. The 
result of this will be that 8,000 school-children will be deprived 
of regular dental inspection. 
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DEVELOPMENT OF HOSPITALS 

Hospital Trends and Developments 1940-1946. Edited by Arthur 

C. Bachmeyer, M.D., and Gerhard Hartman, Ph.D. (Pp. 819. 

55.50 or £I IQs,) York: The Commonwealth Fund. 

London: Geoffrey Cumberlege. 1948. 

There are more than 160 contributors to this work ; a few of 
mem, including the late Lord Dawson and Sir Frederick 
Menzies, are British. It is a collection from the literature made 
to facilitate reference by tliose whose work is in this field- 
administrators, heads of departments, and students of hospital, 
administration. Readers of the Journal will note with pleasure- 
ftat Lord Dawson’s contribution appeared originally as a lead- 
ing article (May 9, 1942, p. 573), though its form here is taken 
from another source. Despite the unavoidable divergences 
from existing conditions due to its date, there could hardly 
be a more informative or more stimulating contribution for 
readers on this side of the Atlantic. There • are approving 
commentaries upon the article by a number of leading authori- 
ties in the U.S.A. How necessary it is to think along similar 
lines there may be inferred from such a sentence as this, from 
J. S. Faik’s contribution ; “ ... In most urban areas and in 
nearly all rural areas poverty and lack of medical care go aiong 
together.” All the articles upon current trends make it obvious 
that in the United States opinion is veering towards a plan 
like our own in almost every particular, and it looks as if 
President Truman's recommendation to Congress for a national 
service may find a great deal of informed support. 

Turning the pages, one finds a contribution by J. A. Hamilton 
with headings such as these ; Haphazard Location of Hospi- 
tals ; Improper Construction ; Poor Distribution of Skilled 
Personnel ; Lack of Integration of Health Agencies ; Lack of 
Trained Management ; High Cost of Hospital Care ; Lack of 
Co-ordinated Co-operation ; Conduct of Regional Surveys ; 
Establishment of Voluntary Regional Councils ; Development 
of Group Practice; The Health Centre; and so on. They 
might have been taken direct from our surveys and the com- 
mentaries upon them. Article after article repeats their 
substance. 

Part 11 of the book considers administrative problems. The 
American machinery differs from ours, and the discussion is in 
parts more theoretical and academic than is customary here. 

Part III concerns departments. In the section on nursing 
there is to be found the sentence : “ ... It would seem 
economically sound for hospitals to consider using both pro- 
fessional and practical nurses.” Despite ’the rather unkind 
and no doubt unintentional antithesis, it is notable that the 
distinction should be made between those to whom the doctors 
look for technical assistance and those to whom the patient 
looks for personal comfort, bodily and mental — a fundamental 
division of function, imperfectly realized. The bibliography 
does not include the reports on nursing produced here. The 
section on the operating theatre contains a chapter on electrical 
hazards which it would be opportune to study in th/s country. 
There is scarcely one article in this part from which it would 
not be possible to cull some illuminating remark. 

Part IV deals with the finance, design, and servicing of 


picture of this condition in different parts of the world is much 
to be desired. A monograph on the disease from Australia 
should thus be of considerable interest. 

This handsomely produced book represents the clinical 
impressions of acute rheumatism in childhood formed by the 
author while an assistant medical officer in the Rheumatic 
Clinic of the Children’s Hospital, Melbourne. The majority 
of the chapters consist almost entirely of a review of some 
of the current literature on the subject. Unfortunately, no 
new data are provided on the incidence, aetiology, or pathology, 
and the social aspects of the disease appear to be almost com- 
pletely neglected. The chapters dealing with the clinical 
features are profusely illustrated with detailed reports of some 
of the 645 cases personally observ'ed by the author. These 
confirm the already well-know fact that there is little differ- 
ence in the clinical picture of acute rheumatism as seen in 
Australia from that observed in the northern hemisphere. 
Although it sets forth the author’s personal views, the book 
unfortunately adds nothing to our knowledge of this baffling 
disease. 

• C. Bruce Perrv. 

DISEASES OF THE C3HEST 

A Practical Manual of Diseases of the Chest. By Maurice 

Davidson, M.A., M.D., F.R.C.P. Third edition. Oxford 

Medical Publications. (Pp. 670; 26S figures. £2 10s.) London: 

Geoffrey Cumberlege (Oxford University Press). 1948. 

In the third edition of his well-known textbook Dr. Davidson 
has made a number of additions and revisions. Certain of the 
reproductions of radiographs have been replaced by more satis- 
factory ones. The basic plan of the book, however, remains 
unchanged. Its object is to present a readable and practical 
account of current practice in chest diseases. Case reports 
from the author’s lijfe-long experience are added in the text 
to illustrate practical points. There is at tlie end of each 
chapter an adequate list of references, both to more detailed 
textbooks on special subjects and to original papers. 

Dr. Davidson’s literary style is leisurely, and brings rvith it 
a reminder of more spacious days. The younger physician 
will find described here certain methods which he may think 
out-moded — for instance, the creosote chamber in bronchi- 
ectasis, and the use of atropine for, pulmonary oedema. IVhile 
the emphasis of the book is on practical aspects, space is not 
always allocated in accordance rvith the importance and fre- 
quency of diseases in practice ; the section on asthma, for 
example, consists of only 22 pages out of the 660 which the 
volume contains. It is unfortunate -that in the section on 
bronchiectasis the diagrams and nomenclature of bronchial 
anatomy published by Nelson in 1934 are reproduced, whereas 
in a note on the anatomy of the bronchial tree and in the 
section on bronchography, which has been revised with very 
helpful line-drawings to clarify the illustrative bronchograms, 
the later anatomical nomenclature of Foster-Carter and Hoyle 
is used. 

These are Tninor criticisms. On the whole the book can 
be recommended as a reliable account of chest disease which 
will rarely fail to give the physician some indication of what 
to do when faced with practical clinical problems. 

J, G. SCADDING. 


hospitals ; Part V with public health, health insurance, and 
regional platming. 

The editors have done an excellent piece of work, and their 
book is a wortiry successor to two already well icpown ; The 
HospitcJ in Modern Society, and Hospital Care'in '{he United 
States. * , Y 

E. Rock CArt-iNo. 


RHEUMATISM IN CHILDREN 


Juvenile Rheumatism. By G. E M Scott 
L.R.C.PFd., LJtF.P.S.(G)asg.). (Pp. 163. £1 5s.) 
W. Ramsay (Surg.) Pty., Ltd, 1948. 


M.B.(Melb.), 
Melbourne : 


In the present state of our knowledge of acute rheumatism 
information on the incidence, severity, and general clinical 


MEDICINE IN THE SHETLANDS 

A Shetland Parish Doctor. By Harry Pearson Taylor, J.P., 
MB C.M.(Aberd.). With foreword by T. E. Saxby, J.P., 
Fjl.F.P.S., L.R.C.P.&SEd. (Pp. 136; illustrated. 10s. 6d.) 
Shetland: T. & J. Manson (Shetland News Office, Lerwick). 
1948. 

It.was a lucky, day for SheUand in June, 1890, when Dr. H. P. 
Taylor was appointed parish medical officer for the islands 
of Yell and Fetlar, for file job and the man fitted one another 
like hand and glove. One would hardly have expected it, for 
Taylor was bom in Yorkshire, received his early education in 
Northumberland, and had nothing Scottish about him except 
his training at Aberdeen University. He had gone to the place 
as a locum to a sick man and had no intention of remaining, 
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but he spent the rest of his life there, rarely leaving the island. 
As he says, he fell in love with the place and never wished 
to leave it, in spite of temptations to do so. It certainly was 
not the salary which tempted him — £55 a year for Yell and 
£15 for Fetlar — with what he could pick up in the way of 
prisate practice among a mostly poor and hard-working 
population. 

He had to tackle everything, generally single-handed, for his 
nearest medical neighbour was on another island and communi- 
cations were often very difficult. But Taylor was essentially 
a handy man, and very bravely and ingeniously he dealt with 
many cases tthich in town life would have been sent to hos- 
pital. He had a flair for mechanics, which svas sometimes 
exercised on the engines of ships coming to the island. He 
and his wife built a reflecting telescope from which they derived 
much pleasure. 

Anyone who is inclined to patronize the “mere country 
doctor” would get a surprise if he read this book. There 
is not an atom of self-pity in it, but the long walks (at first all 
was done on foot or by means of a boat) in desperate weather 
over rough countrj’ must have been tiying. and there was never 
any question of sending the case to another doctor. For 
35 years Taylor was the doctor and friend of everybody on 
the two islands, and it is good to learn from a foreword by 
the publishers that he was appreciated and loved by everybody. 

The doctors in the Highlands and Islands have always had 
a strenuous job — one which could appeal only to men who 
are country-lovers and “doctors by the grace of God." Taylor 
tells how much the coming of the Highland and Islands Medical 
Sersice meant to him and his colleagues in the improvement 
of their conditions. 

There are many racy stories about the people and their 
customs, some of which disappeared during Dr. Taylor’s time. 
I have no doubt the book will be treasured by many Shetlanders 
both resident and exiled. T sincerely hope it will have a wide 
circulation among people who have never seen Shetland but 
would like to know something about it and its people. They 
will be well rewarded by the talc of the life of a fine character. 
As for myself, the story left me with a regret that I never 
met Dr. Taylor. He was a credit to our profession. 

The book is finely illustrated by pen-and-ink sketches and 
some colour plates, all the work of the author, who was 
evidently no mean artist. 

Alfred 'Cox. 

ABNORMAL PSY’CHOLOGY 

Abnormal Psychology. By James D. Page. (Pp. 441 ; 15 figures. 

S4.00 or £1.) New York and London: htcGraw-Hill Book 

Company, Inc. 1947. 

Here at last is a book properly proportioned to the needs of 
the doctor who sees patients outside a mental hospital, whether 
in general practice or in the wards and out-patient department 
of a general hospital. The psychoses are clearly and adequately 
described, but they do not dominate the book. More attention 
might have been paid to psychosomatic conditions and the 
visceral neuroses if this appeal to the profession outside the 
ranks of the specialist psychiatrist were to be fully met, but 
little complaint can be directed to either the matter or the 
manner of the book. It is clear, concise, and well balanced. 

The author gives the impression of basing his statements 
throughout on a close and reasoned study of facts and figures, 
yet he has entirely avoided a dry statistical style. It is interesting 
to note how doctrines which twenty years ago seemed specula- 
tive and theoretical have stood the test of practical investigation 
and, at least in this book, appear as well-authenticated proposi- 
tions in established psychopathology. 

The opening chapters give a clear picture of the differences 
between normal and abnormal, of motivation and adjustment, 
mental mechanisms and symptoms, and the general causes of 
abnormal behaviour. In the rest of the book the sections on 
the psychoneuroses, alcohol, epilepsy, and crime are specially 
to be commended. The profession as a whole should do their 
best to read this excellent book — even surgeons would benefit 
by its perusal. 

R. G. Gordon. 
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Present Concepts of Rehabilitation in Tuberculosis. By 
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THE GRADING OF SPECIALISTS 

The results of the grading of specialists have caused 
great dissatisfaction in all parts of the country. Much 
of this dissatisfaction is due to the fact that the Assess- 
ment Committees in the various regions interpret their 
duties differently. Thus, in one region the criteria for 
grading are, to the outside observer, far stricter than 
those in an adjacent region. This inequality naturally 
causes sharp resentment and a feeling of injustice. As 
our correspondence columns show, some men blame the 
Ministry of Health for this, while others suggest that 
the B.M.A. or the Joint Committee should act to put 
matters right. It is therefore, in the first place, impor- 
tant to make it clear with whom the responsibility for 
grading lies. 

In November, 1948, the Ministiy of Health requested 
Boards of Governors and Regional Boards to set up 
Assessment Committees for the purpose of grading. An 
Assessment Committee consists of seven members: two 
general physicians, 'two general surgeons, one obstetri- 
cian, and two specialists in the branch of medicine 
practised by the doctor to be graded ; of the two special- 
ists one is to be nominated by the university in the 
region. The first five of these must have practised or 
be practising in the area of the Board. They are chosen 
for “their high professional standing and wide clinical 
experience and their knowledge of the Services of the 
area.” The first point, then, is that the grading is done 
by the profession itself, not by the Ministry of Health, 
not by the Royal Colleges, and not by the B.M.A. 

In its circular the Ministry of Health gave the Assess- 
ment Committees general guidance. It was stated that 
no general criterion of specialist status could be laid 
down: “a proper assessment can be arrived at only 
after a consideration by professional advisers of the 
qualifications and experience of each practitioner ” (our 
italics). The circxjlar made it clear that in many 
instances specialist status could be decided easily on 
the basis of academic qualifications backed up by 
experience and practice as a consultant. In the case, 
for example, of the general-practitioner specialist it was 
stressed that status could not depend solely on the 
possession of postgraduate qualifications: the deter- 


mination of status “must take account of experience, 
which may of itself suffice to warrant acceptance as a 
specialist.” It does not seem that the Ministry of 
Health could have given general guidance in any other 
terms. The guidance is based on the situation that 
exists. Any suggestion that grading should' be done by 
some central mechanism would, we feel sure, be resented 
by the medical profession. Clearly the decision must 
lie in the hands of the men on the spot in the regions. 
That Assessment Committees in different regions will 
interpret their duties differently seems to be inevitable ; 
it is equally inevitable that comparison of the results in 
adjacent regions will cause dissatisfaction. One way of 
removing dissatisfaction is to establish a system of 
appeal that will appear fair to the man who considers 
that he has not been properly graded. The appeal 
mechanism is now the Assessment Committee with two 
additional members appointed to it. The practitioner 
appearing before such an appeal committee may feel 
that it is weighted against him, and it would seem fair, 
therefore, if at least half of the members of the Appeal 
Committee were to come to the hearing of the case with 
unbiased minds. 

There is much to be said for the suggestion that 
in the future it is the posts that should be graded. 
Only those men should be appointed to such posts 
who fulfil the necessary criteria ; and if -suitable 
candidates cannot be found such posts should not be 
filled. In this way we should be able to cut across the 
undesirable practice of some regions of attempting to 
fill specialist posts with men graded as senior hospital 
medical officers — an attempt to avoid responsibility for 
making proper payment for work done. One of the 
problems now is to find jobs for men of registrar status, 
men, that is to say, who have taken higher quali- 
fications, have had experience as specialists, and who 
have been qualified for four or five years. As a result 
of the war it has not been possible for them to find 
their way gradually into specialist and consultant work, 
and it is a commonplace that when a hospital vacancy 
is advertised there is for any one post a large number 
of suitable applicants. This applies especially to posts 
for general physicians and general surgeons. It is 
therefore difficult to believe that, with the exception of 
a few specialties, there is such a dearth of suitable candi- 
dates as to excuse the financial subterfuge of trying to 
fill posts with senior hospital medical officers. One 
of the aims of the new hospital service is to see that 
there is available in all parts of the country adequate 
consultant and specialist skill. That there has been an 
undue concentration of such skill in large cities to which 
teaching schools are attached is admitted. The hospitals 
in the small towns have to a varying extent been staffed 
by men who would be unlikely to be appointed to the 
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staff of a teaching hospital. But these men, many of 
them coming under the designation of general-practi- 
tioner consultant, have secured the confidence of the 


PROBLEJIS OF RHEUM.ATISII 
Study of the rheumatic diseases has been discouraging 


local medical profession and the local community as 
surgeons and as consultant physicians. In time it may 
be assumed that when they retire their place will be 
taken by men and women who practise entirely as con- 
sultants or specialists, many of them, it may be hoped, 
recruited from outstanding general practitioners in the 
district. In the transitional period, which may last for 
years, it would be unjust to attempt to degrade such 
men from the positions they have hitherto held. In so 
far as they practise as consultants and specialists they 
should be remunerated as such. 


to both clinician and research worker because of the 
lack of pathological knowledge and the absence of 
proved methods of treatment, but the recent work by 
Kendall, Hench, Slocumb,' and PoUey at the Mayo 
Clinic, to which we have aheady referred,’ has drama- 
tically widened the field in the treatment of the rheu- 
matic group of diseases. Those who have seen the 
results of the treatment of rheumatoid arthritis with 
“cortisone” have been left in no doubt about its 
efficacy. In the light of this recent American research 
many of the different types of rheumatic disease must 


It must be remembered that the Spens Committee 
emphasized that all specialists should be treated equally, 
those of outstanding ability to have thfeir services 
recognized by Distinction Awards. The Ministrj' of 
Health circular made it plain that hard-and-fast criteria 
cannot be laid down for specialist status. What is 
needed is an exact definition of senior hospital medical 
officer. The B.M.A. is resisting all attempts to include 
under this category those judged on the basis of either 
qualification or experience to have speciahst status. It 
is doing this by refusing to advertise in the Journal posts 
-for S.H.M.O.s required to do specialist work. The 
Ministry of Health will not make new appointments in 
the grade of S.H.M.O. except within a field agreed with 
the Joint Committee. Nevertheless, there would seem 
to be a case for the grade of S.H.M.O. in mental hospi- 
tals, tuberculosis sanatoria, and fever hospitals. Could 
it be said, for example, that an assistant medical officer 
in an isolation hospital should be designated as specialist 
and be paid in the terms of the Spens Report ? The 
same question may also be asked of men similarly placed 
in sanatoria and mental hospitals. 

Government spokesmen have stressed the need for 
more specialists and consultants and for these to be dis- 
tributed more evenly throughout the country, so that the 
public taking advantage of the National Health Service 
may have equal opportunities of obtaining specialist 
advice and skill. Yet young men with the necessary 
qualifications and experience are now finding it extremely 
difficult to get work to enable them adequately to 
support themselves and their families. Other men who 
have been doing such work to the satisfaction of their 
colleagues and the local community are being financially 
penalized by the decisions of Assessment Committees. 
This unsatisfactory situation presents a challenge both 
to the medical profession and to the Ministry of Health. 
If a solution of the problem is not soon found the public 
will have the right to ask why they are not being given 
the medical benefits promised them between 1945 and 
July 4, 1948. 


be regarded from a new viewpoint, and in this issue of 
the Journal there are four papers on various aspects of 
the subject. Dr. Bernard Schlesinger points out the 
importance of studying rheumatoid arthritis in the 
young, in whom the condition appears, as Still’s disease, 
in its most acute and uncomplicated form. In these cases 
the adenopathy, splenomegaly, and fever are more 
marked than in adults. If the suprarenal glands are at 
fault in this disease, as the new work suggests, it may 
be that in children the rest of the endocrine sj'stem 
reacts by over-production; in the case of the pituitary 
this might, for instance, account for the labial hirsuties 
and possibly other unexplained phenomena. There may 
also be a connexion between the pituitaiy and the inci- 
dence of leucopenia and, particularly, lymphopenia. 
It has been shown that the 11- and the 11-17-oxy- 
steroids have some control over the lymphoid tissue, and 
the effect of ACTH (adrenocorticotropic hormone) can 
be measured by the drop in circulating eosinophils and 
lymphocytes.- As Schlesinger states, further research 
into the blood changes in this disease is required. In 
the twenty cases of Still’s disease which he reports four 
developed jaundice, and in one of these the rheumatoid 
arthritis vanished. It will be recalled that the recogni- 
tion by Hench of the fact that jaundice induced remis- 
sions in adult rheumatoid arthritis was one of the steps 
which led him to the final attack on the disease with 


Cortisone. 

Some physicians have considered that rheumatoid 
arthritis is a psychological disorder. The results of 
clinical tests with cortisone, during which any possible 
psychological effect was carefully eliminated by giving 
control substances for certain periods — with relapse in 
each instance — ^has disproved this theory. The fact that 
shock may precipitate the onset of this disease is signi- 
ficant in the light of Selye’s’ work on suprarenal 
exhaustion and the onset of “ stress ” diseases. How- 


^ B^UUh Medical JoienaJ. 19A9 1 , S 12. and 2, 2-». 

* FoTjiaai, P H*. Thom, G. W., Pninty, F. T. G-, and Hills. A. G.. /. el'r, 
Ehjt0Crtnol. * 943 , 8 , 15 . 

» Am. tntenu Med., 1948. 29. 403. 

* Ibid„ 1946. 24, gOS. 

* Ann. rheum. Die., 1949, 8, 90. 
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ever, though rheumatoid arthritis is not a psychological 
disorder, there is no doubt that in treating rheumatic 
diseases the clinician will encounter cases which can be 
described, in a term coined by Hench and-Boland,'* as 
psychogenic rheumatism. They reported that 16-18% 
of the patients in U.S. Service hospitals devoted to the 
treatment of rheumatic, diseases were suffering from 
musculo-skeletal psychoneuroses. A careful study, 
with controls, of this condition is now reported by 
Drs. William Tegner, Desmond O’Neill, and Anna 
Kaldegg. They point out that in such cases the patients 
described their pain in unusual terms ; it was wide- 
spread, and might be represented as “pain all over.” 
The distribution of the physical findings, which were 
inconstant in site, did not correspond to any recognized 
physical disorder. These authors confirm the American 
view that analgesics have no effect on the symptoms, but 
differed in their findings that cold and damp affected 
both patients and controls equally. Now that psycho- 
genic rheumatism is recognized as an entity, diagnosis 
should not be difficult, for the history is bizarre and the 
findings are unrelated to organic disease. It is impor- 
tant that the correct diagnosis should be made, because 
such patients do not require physiotherapy, .which will 
only perpetuate their symptoms. Some method such as 
group psychotherapy might be tried. 

Rheumatoid arthritis is of course the most crippling 
but not the most common form of rheumatic disease. 
The majority of patients attending the rheumatism 
department of a hospital come with conditions which 
can be classified under the heading of non-articular 
rheumatism or fibrositis. Many clinicians deride such 
a diagnosis, and workers in the U.S.A. tend to disregard 
it. But the fact remains, as any general practitioner will 
confirm, that this condition forms tire bulk of “ rheuma- 
tism.” In a paper also published in this issue 
Dr. W. S. C. Coperaan describes research work he 
has undertaken on the relation of fibro-fatty tissue to 
“ rheumatic ” syndromes. Certain important facts about 
the anatomy and physiology of this little-studied part 
of the body have come to light. Tlie discovery of the 
fatty hemiae and the oedematous changes found in the 
fatty tissue in certain sites should be considered in rela- 
tion to the new knowledge about the connexion between 
the rheumatic group of diseases and the suprarenal 
cortex. Of the twenty-eight steroids so far isolated from 
tile suprarc^'l cortex only six are known to be active, 
and of thesy^desoxycorticosterone has been studied in 
more detail than the others, particularly in relation to 
Addison’s disease. It is largely concerned with electro- 
lyte balance, and in Addison’s disease there is increased 
excretion of sodium and chlorides and retention of 
potassium. This may cause increased intracellular fluid 
tension. Copeman points out that in the dorsal and 


sacral fat-pads, and in similar pads round tlie knees 
and ankle where fibrositis occurs, this may be due to 
oedematous distension of fat owing to an upset of the 
water balance. He suggests there may be an endocrine 
cause, and tlte .new work strengthens this concept. 

Leading rheumatologists have for years insisted that 
diagnosis must .be more accurate if progress is to be 
made in the treatment of rheumatic conditions, Hench' 
emphasized last year in a lecture given in this country 
the breadtli and complexity of tlie work in tliis field, 
and he pointed out that tlierc are about a hundred 
different types of arthritis and another hundred musculo- 
skeletal conditions called “rheumatism.” In spite of 
the recent success of the Mayo Clinic workers with 
cortisone, many more careful studies, on the lines of 
tliose reported in this issue, must be made before the 
outstanding problems still presented by the rheumatic 
group of diseases can be solved. 


MosQurro eradication 

The object of mosquito eradication is the total dcstruc 
tion of one or more species in a defined area within 
limited time, the area being .chosen in such a way tlit 
reinvasion is unlikely, or can be easily avoided, and wor 
can be stopped on attainment of the object. It is then 
fore in _ the nature of capital expenditure, in confivist 
to the normal recurring expenditure on mosquito con- 
trol. Mosquito eradication originates from techniques 
developed by the Rockefeller Foundation as long ago 
as 1928 for the destruction of Aedcs negypti in the con- 
trol of yellow fever. The means then used were destruc- 
tion of Aedes larvae by normal methods, such as the 
application of larvicides and the rcmo\'aI of breeding- 
places, the establishment of a thorough checking system 
(using the search for adult Aedes as an index of effective 
larval destruction), and the perfection of anti-larval 
measures where they were shown to be inadequate by 
the continued presence of even single adults. This sys' 
tem achieved such success against the essentially urbar 
Aedes in^ South America that it was rapidly cxtcndcc 
over most of the continent, and now that mosquito ha 
been eradicated from a large part of South and Centrr 
America. 


The first application of this principle to anophelincs 
was made in 1939, when it was found that Anopheles 
gambiac, the main malaria vector of tropical Africa, bad 


iSoptr, F. L., and Wilson, D. Bruce, Anophelfs gambhe In Brazil, 1930-I9J0, 
'43 lioAefcllcr Foundation, New York, 

» Dull. World im Org., 194S, lr309. 

’ Tram. R. Soc. trap. bled. Ilyg., 1949, 42, 393. 

* Sritlih Sfedira! Journal, 1949, 1, 767. 

4 Aiiz, 61., Cyprus med. J., 1948, 1, 21. 
t BuILenli. Res., 1947, 3T, 399. 

1 Malaria, Filarlasis and Yellow Fever In British Guiana, 1948, Medico IDcpart- 
ent, British Guiana. 

» Proceedings of the Fourth International Congress on Tropical Medicine and 
'alarla, 1948, 1, 850. 

» Bull. World Iltth Org., 1948, 1,213. 
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.gained entry into Brazil, and after seven or eight years 
silent multiplication had started devastating epidemics 
of malaria in the country around Natal. An eradication 
scheme was begun by the Brazilian Government with 
the help of the Rockefeller Foundation.’ It was based 
on the same principles — Paris green was used as a larvi- 
cide, and an elaborate checking system .based on the 
search for adults was instituted. Within 22 months of 
starting this work total eradication had been achieved. 
Success was demonstrated by the only effective test — the 
cessation of all anti-larval work with the maintenance 
of the checking system over a period of at least one year. 
This scheme covered an area of roughly 5,000 sq. miles 
and cost 52,140,000. Though the cost was high, it 
was considered smaE in comparison with the damage 
Anopheles gambiae had been causing. 

The second campaign against anophelines was 
carried out under almost identical conditions in Egypt 
during 1944-5. Overwhelming epidemics of malaria in 
1942 and 1943 in the 300-km. stretch of the Nile valley 
south of Assiut proved to be due to Anopheles gambiae 
— a stranger to Egi^t which had gained entry at some 
recent time. The eradication scheme was started in 
1944 with the help .of the RockefeUer Foundation and 
some of the workers from Brazil. Work began in July, 
and the last Anopheles gambiae was discovered in 
February, 1945. Anti-iarval work was stopped six 
months later, and the invaded area successfully passed 
the test of freedom in the foEowing year. The detaUs 
of this campaign have been described by Shousha,’ and 
those of a sirmlar scheme in a smaU area of the Sudan 
by Lewis.’ Neither of these authors gives the actual cost 
of the work, but it is understood that in Egypt it was 
high, of the same order as that in BrazU, whEe in the 
Sudan it was relatively low. These three campaigns had 
a marked simEarity — aE were against the same mos- 
quito, which tends to choose readEy discoverable 
breeding-places and was in each case foreign to the 
area and perhaps not weE adapted to it, and no attempt 
was made to eradicate indigenous species. An even 
more important simUarity was the fact that in BrazE and 
Egypt there was a feeling of impending national calamity 
which made the operation simEar to a war campaign, to 
be backed with all national resources without limit 

In 1946 the Government of C)q)rus decided to attempt 
the eradication bf aE species of anophelines in the island 
as a matter of normal policy. The campaign was referred 
to by Professor G. Macdonald in a letter which appeared 
■ in our correspondence columns last week. The island 
was more malarious than either Egypt or BrazE, and was 
infested by seven indigenous species of anophelines, 
three of which were known to carry malaria. Work was 
^ begun in the face of pubUc apathy, or even opposition, 
each step having to be justified on its merits. The prin- 
ciples of control were the same as those in Egypt and 


Brazil, but a solution of D.D.T. in oE was substituted 
for Paris green as a larvicide and the work was carried 
out on a prearranged three-year schedule, the progress 
of which was described a few weeks ago in this Journal 
by SheEey and Aziz.-* Some parts of the island have 
passed the final test of control — ^freedom despite cessa- 
tion of anti-larval measures — ^but this test has yet to be 
applied to the areas which were treated between AprE. 
1948, and AprE, 1949. It is understood that one or two 
positive records have recently been made, and more may 
be expected during the remainder of this year ; but this 
should not undermine faith in the success of this more 
ambitious scheme, which has been carried out at a much 
lower cost — a sum not exceeding £310,000, or 14s. per 
head of the population. As with other territories, the 
risk of re-invasion has to be guarded against, and the fact 
that it has actually happened in the vicinity of the airport’ 
during 1948 has made it clear that at the next revision 
of the International Conventions for Aerial Navigation 
some further provision for the disinsectization of aircraft 
must be made. 

These schemes might be described as of the “old type.” 
in that they do not necessarEy make use of the newer 
methods of control. The new type, utiEzing them as a 
matter of principle, was initiated in British Guiana, 
where Symes and Hadaway' carried out the experi- 
mental work; this was later enlarged by the Govem- 
ment into an executive scheme under the direction of 
GiglioU, who has since reported on its outcome.' Though 
the country is large, 90.5% of the 375,000 inhabitants 
are concentrated in a narrow svateriogged coastal strip 
infested by numerous mosquitoes, of which A. darlingi 
is the main malaria vector and A. aquasalis a minor one. 
No anti-larval measures have been used, entire reliance 
being placed on the use of D.D.T. residual indoor sprays 
at intervals of eight months. In the initial stages, when 
only a small proportion of houses were treated, no effect 
on breeding was seen, but when all houses came under 
treatment it was observed that control was so effective 
that the breeding of /I. darlingi stopped, and this species 
is no longer present in the populated area. As this mos- 
quito continues to exist in the neighbouring forest the 
risk of re-invasion is clearly great, and can be guarded 
against only by the continued treatment of the populated 
area. The annual cost of this work per head is S0.637. 
It has been brEIiantly successful, but it must be remem- 
bered that conditions proved unusuaEy favourable for a 
residual insecticide in that A. darlingi shelters exclusively 
in houses which are of a type pecuEarly easy to treat. 

In 1946 the ItaEan Health Commission, at the insti- 
gation of the U.N.R.R.A. ItaEan Mission, derided to 
attempt the eradication of aE anophelines from Sardinia 
by the use of residual insecticides. This scheme has not 
yet been reported on officially. Conditions in Sardinia 
resemble those in Cyprus, except that the former is 
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larger. It is known that the attempt at eradication solely 
by residual insecticides, has failed, and that the old 
methods of larval control as used in Cyprus have now 
been undertaken in addition to the new ones. It seems 
that success will probably be achieved, but at about 
10 times the cost per head of the Cyprus work. (Press 
reports state that the governors of the two islands had 
an even-odds bet of 100 litres , of wine on the results of 
their race. The odds on Cyprus should now lengthen.) 
A similar scheme has just been started in Mauritius, a 
highly malarious- island which has had severe epidemics 
of malaria for. the past 70 years and in which the disease 
is carried by A. funestus, with A. gambiae as a subsidiary 
, vector. The intention of this scheme is to attempt eradi- 
cation by the use of residual insecticides and to gain data 
applicable to other territories in the process ; larvicides 
will be used as a supplement if there should be no early 
promise of success by the intended means. This work 
is now in its very early stages and has not yet been 
reported. 

Eradication techniques excited much interest at the 
Fourth International Congresses on Tropical Medicine 
and Malaria in 1948, at which Soper® assessed their 
potentialities. It was clear that they are limited, there 
being no prospect of success against, for instance, a 
forest-haunting mosquito in Central Africa ; but they 
have not yet been fully investigated, and the WHO 
Expert Committee on Malaria® has decided as a matter 
of research to foster an attempt at eradication of an 
indigenous anopheline from a mainland territory with 
no natural boundaries, creating artificial boundaries in 
their place. The relative values of eradication as a 
capital work and control by 'the newer methods as recur- 
rent work have yet to be decided, but it can be said that 
the Cyprus scheme is a pioneer one in the development 
of eradication of indigenous species. 


CONSULTANTS ADVISED TO SIGN 

The Joint Committee on Monday of this week once 
.more discussed with the officials of the Ministry of 
Health the question of arbitration. As a result of 
that meeting the Committee has decided to advise 
consultants and specialists to enter into permanent 
contracts. It was assured that no changes will be made 
in the terms and conditions of service without prior dis- 
cussion in the medical section which is to be established 
as part of the Whitley machinery. The Ministry of 
Health agrees that remuneration is a subject on which 
there may be arbitration in the event of disagreement. 
The Whitley Councils, it should be clear, provide a 
mechanism for conciliation. If, for example, it is not 
possible to reach agreement on remuneration the matter 
can sa\e in exceptional circumstances — go to arbitra- 
tion by common consent of the Minister of Health and 
of the medical profession. “ Exceptional circumstances ” 
means such events as a grave economic crisis. If only 


one of the parties is prepared to go to arbitration 
the matter can still be referred to n committee, to 
inquire into and report on the dispute, no doubt with 
recommendations. 

It was made plain in the Committee _Stage of the 
Amendment Bill that no party in the House of Commons 
will allow either side to compel arbitration.' The Joint 
Committee may be congratulated on having secured 
from the Ministry agreement that remuneration is open 
to arbitration, and it is reasonable to assume that in 
the event of serious disagreement neither the Minister 
of Health nor the medical profession would in practice 
fail to seek the obvious and fair method of resolving a 
dispute — arbitration or a committee of inquiry. The 
Ministry of Health has agreed to delete from the opening 
paragraph of the contract the words “ the Minister of 
Health.” The Ministry, too, has agreed that patients 
admitted to private wards under Section 5 of the Act 
will pay professional fees in addition to maintenance 
charges, except where a public patient is admitted to a 
private bed for medical reasons. 

In the light of the discussion in the Committee Stage 
of the Amendment Bill, which has been fuUy reported 
and commented on in this Journal, it is clear that sub- 
stantial progress has been made. The question of arbi- 
tration affects other sections of the profession, notably 
general practitioners and those in the Public Health 
Service ; no doubt they will now review their position. 


POLIO-ENCEPHALITIS 


There is at present an increase in the number of notifica- 
tions of poliomyelitis. This is partly seasonal, but the' 
figures indicate a greater rise than usual. With the increase 
in poliomyelitis, cases of encephalitis which must be 
attributed to the same virus are bound to occur. In the 
1947 epidemic there was a higher proportion than usual 
of cerebral bulbar lesions with or without spinal involve- 
ment. When this happens during a poliomyelitis epidemic 
the diagnosis is easy, but at other times the aetiology can 
only be suspected. In 1947 Jennings' reported a small 
series of cases with encephalomeningitic symptoms which 
he believed were distinct from those of polio-encephalitis, 
and at the same time Laurent® described additional cases 
which he. placed in the same unknown group. This view 
was criticized by McAlpine and his colleagues,® who con- 
cluded that in this country a brain-stem encephalitis, 
whether sporadic or occurring in small groups, is almost 
certainly due to the virus of poliomyelitis. Critchley® 
agreed with this opinion. 

In this issue of the Journal case reports by Drs. G. H. 
Jennings, J. L. Hamilton-Paterson, and F. O. MacCallum, 
and by Drs. W. H. Kelleher, A. B. Bratton, and F. O. 
MacCallum, provide convincing proof of the identity of 
this type of encephalitis with poliomyelitis. This would 
probably have been decided some time ago if the necessary 
laboratory animals had been available; now that the war- 
time and immediate post-war scarcity is over and monkeys. 


^Lancet. 1947,1.471. 

» Proc. R. Soc. Med., 19M, 40 , 


8 British Medical Journal, 1947, 2, 1019 
^ Medical Annuo). 1948, Bristol, p^25T. 
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can be used for research purposes, the identity of the causal 
agent can be established. Future puzzling cases of 
encephalitis can be investigated in the same fashion. The 
pathological pictures in the two cases described are ver>’ 
much alike and correspond closely to the American 
descriptions. Though the spinal signs may be very slight, 
the most se\’ere lesions occur in the cervical and lumbar 
enlargements of the cord. The brain stem is affected to a 
lesser extent, and the cortex and subcortex show only con- 
gestion or oedema. In spite of the paucity of pathological 
findings the clinical signs are obvious — apathy, twitchings, 
severe drowsiness, delirium, and cranial nerve palsies. 
Death may be due to acute bulbar failure. Jennings and 
his colleagues comment -that the pathologist finds little to 
support the clinical picture of pyramidal involvement. It 
is probable, hower’er, that what are relatively crude tech- 
m'ques may reveal little change if the signs are transient or 
if the patient dies at an early stage of the disease. Gross, 
though temporary, change in function can occur in other 
conditions, such as the acute post-concussion state or the 
post-epileptic state, with nothing or very little indeed to be 
found by the pathologist An interesting clinical feature 
of the encephalitic cases is nystagmus — a relatively common 
finding — and that wild type of eye movement associated 
with diflSculty of fixation kno^vn as opsoclonia. This sug- 
gests strongly that the median longitudinal bundle is 
affected in the brain stem. When recovery takes place 
from the encephalitic type of disease it is usually complete. 
This is to be expected from the mild pathological changes. 
The fact that death is due to bulbar failure, often of the 
respirator!' centre, suggests that if these patients can be 
kept alive in a mechanical respirator till the acute phase 
is over their chances of survival are good. If, however, 
there is a failure of the vasomotor centre and the cardiac 
centre, then it is very unlikely that any therapeutic measure 
will succeed. ^ 


THE CHEMISTRY OF INSULIN 
Interest in the chemical structure of insulin has been stimu- 
lated by.the recent work of Dodds and his colleagues on the 
action of enzimes on the hormone* ’ ’ and that of Sangef* * 
on its o.xidation. The successful preparation of active and 
serviceable pancreatic extracts by Banting and Best in 1921 
and the crystallization of the hormone by Abel and his 
colleagues in 1926 paved the way for the chemical investi- 
gation of the molecule. The protein nature of insulin was 
soon established, and studies were begun on the size of 
the molecule and the nature of the groups responsible for 
the specific hypoglycaemic effect. Behind much of this 
work was the hope that it might lead to a clearer know- 
ledge of the mode of action of the hormone and — ^perhaps 
even more important — might make possible a laboratory 
synthesis of some relatively simple “ modified ” or “ sub- 
stitute ” 'insulin. From all these chemical studies much of 

» J. A. V.. Phillips. D. M. P.. SPd Stephen, J. M. L., Satmf. 1945. 

IBJ. 418. 

4 Biochem. J., 1948, 49, 1 16. and 1949, 44. 224. 

•Ibid., 1945,42.122, 

• .Vnore. Land., 1947. 160. 295, and 1948. 162, 491. 
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4 Ibid., 1945,39,507. 

• J. Antcr. chtm. Sop- 1948. 70, 2517. 2551, and 2554. 

• J. blot. Chew.. 1947, 171. 443. 

10 Fed. Froe., 1948. 7, 200. 
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real value has been learned, but a satisfactorj' simple sub- 
stitute or a synthetic insulin has not yet been found. 

There is no evidence as yet of the presence in insulin 
of any amino-acid or grouping not normally present in 
other proteins. In dilute solution at pH 7-7.5 it has a 
molecular weight of about 48,000,“ Treatment of the hor- 
mone with a variety of chemical reagents has shown that 
the disulphide linkages and the phenolic hydroxyl and the 
primary amino-groups in insulin are necessary for its 
pharmacological action. From these and other chemical 
studies it can be concluded that the hypoglycaemic action 
of insulin is due not to certain prosthetic groups or to some 
as yet unknown amino-acid in the hormone but to a special 
spatial arrangement of the ordinary amino-acids. This does 
not exclude the possibility that the characteristic effect on 
carbohydrate metabolism might be due to the activity of 
some fraction of the molecule — i.e., by a “ submolecule ” — 
of insulin. Sanger* has suggested that the submolecule of 
insulin has a molecular weight of about 12,000 and that it 
consists of four peptide chains bound together by — S-S- 
linkages ; two of these chains have terminal glycine and 
two have terminal phenylalanine groups. Oxidation of the 
disulphide cross-linkages of insulin by performic acid gives 
the separate polypeptide chains, and a start has been made 
with the work of locating the various amino-acids in these 
polypeptides.* ‘ 

Professor Dodds and his colleagues selected insulin as 
specially suitable for a general study of protein structure 
and the action of proteolytic enzymes on the protein 
molecule. When pepsin acts on insulin at pH 2 fragments 
are produced which have an average chain length of about 
seven amino-acid residues and a mean molecular weight 
of about 3,000.* ’ Purified trypsin, unlike ordinary pre- 
parations of trypsin, has only a sh'ght hydrolytic and in- 
activating effect.* Chymotrypsin, however, remo3'es small 
peptides from the insulin molecule, leaving a more massive 
“core,” which has a molecular weight of about a.OOO and 
apparently consists of the slightly shortened insulin chains 
united by -S-S- linkages. Further information about the 
nature of this insulin core will be awaited with interest. 

The chemistry and mode of action of insulin are being 
investigated by many other methods. Vesicant-treated 
insulin, prepared by the use of compounds resembling 
mustard gas and containing radioactive sulphur, has 
been studied by du Vigneaud and his colleagues,' and 
Woolley' *° has described the separation of various pep- 
tides from enzymically hydrolysed insulin. The important 
observations of Dr, and Mrs. Con and their coUeagucs 
have opened another field for research. They have showm 
that the in vitro inhibition of hexokinase (an enzyme which 
catalyses the formation of glucose-fi-phosphate from glu- 
cose in tnuscie, etc.^ by certain freshly prepared anterior 
pituitary extracts is neutralized by the addition of insulin 
to the system.** It is certainly too early to give a structural 
formula” to the “ key ” part of the insulin molecule, but 
research during the past few years has undoubtedly brought 
nearer this desirable achievement 


Sir Cecil Wakeley, K.B.E., C.B., F.R.C.S., F.R.A.C.S., 
F-A.C.S., was elected President of the Royal College of 
Surgeons of England on July 14, in succession to Lord 
Webb-Johnson, President since 1941. 
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Fio. 1. — Entering the decompressor. 


HIGH FLYING AND DECOMPRESSION TREAT- 
MENT OF WHOOPING-COUGH 

BY 

H. STANLEY BANKS, M.D,, F.R.C.P. 

Physician-Superintendent, Park Hospital, Hither Green 

In 1927 an air pilot of Strasbourg took his child suffering 
from whooping-cough for a flight to a height of 10,000 feet 
(3,050 metres). The child's cough was said to have ceased 
dramatically after three days. Before the war Dr. W. Matter 
(1946), of Strasbourg,, did much pioneer work on aerpplane 
flights for whooping-cough, and (he practice became popular 
in many countries of Europe and to some extent in South 
America. As a result of this and of some work done in 
Switzerland (P. Lauener and E. Maeder, 1942) during the 
war, several conclusions were reached ; (1) that the best results 
were obtained in the fifth and sixth weeks of the disease ; 
(2) that several flights were no better than one ; (3) that an 
altitude greater than 10,000 feet was rarely necessary ; (4) that 
the extreme cold at this altitude was harmful to some patients, 
and that for this reason the closed plane was better than the 
open one. 

Claims for (he Treatment 

In 1939 a controlled experiment in Berlin on 88 children 
treated by aeroplane flights and 33 children treated under 
similar atmospheric pressures in the -decompression chamber 
yielded slightly superior results for the latter, and in addition 
none were made worse by the decompression treatment. The 
highest claims made for the treatment about the year 1945 
were ; approximately 30% cured — that is, cessation of 
paro.xysms within four days ; 30% improved — that is, marked 
diminution of the paroxysms within seven to 10 days ; and 
40% no change or worse after seven days. At the same time 
it was generally agreed that the beneficial effect of the treatment 
depended upon low barometric pressure and low oxygen tension 
in the alveolar air rather than upon the actual purity of the 
air breathed. These results were statistically open to con- 
siderable criticism owing to the absence of controlled studies 
and the difficulties of assessment of cure and improvement 
in out-patients. 


• I In 1946 Baldry and. Richou published their . first report fOn 
300 cases treated in a decompression chamber in Paris. Selected 
cases, of all ages from, 2 months to 40 years were treated, 
and of those followed up for 21 days (44% of the total) 
there were 22% of cures in four days, 51% “improved,” and 
4% whose paroxysms were aggravated for some days after 
the treatment. Up to 1948 Richou had treated some 6,000 

cases in Paris. His published conclusions include the follow- 

ing principles ; (1) that the results obtained were independent 
of age and weight ; (2) that the best time for the treatment is 
after the third week of the disease, preferably the fourth, 
fifth, or sixth ; (3) that repetition of the treatment does not 
increase the percentage of successes — that is, a good result is 
obtained with the first treatment or not at all ; (4) that contra- 
indications for the treatment are fever, respiratory and cardiac 
complications, epistaxis and any haemorrhage, nasopharyngeal 
infections, ear infections, hernia, surgical emphysema, and mal- 
nutrition. The rarefied air-pressure is regarded as the chief 
factor in a beneficial result. How it acts is unknown. It has 
been suggested that it may lead to a. relaxation of bronchial 
muscle, damping down of the cough reflex, or alteration of the 
I bronchia] mucosa in some unknown way. 

The method has its severe critics. In 1948 Bergquist treated 
45 children in Stockholm — ^20 by aeroplane at 11,000 feet 
(3,350 metres) for 45 minutes, and 25 at similar- low pressure 
in a chamber for 45 minutes. He stated that an analysis of 
the course of the disease, the frequency of paroxysms and 
vomiting, duration of the disease, bacillary findings, and 
changes in the blood picture showed no significant difference, 
and in his opinion flying and low-pressure chambers were 
completely without value in. treatment of whooping-cough. 

It ■ is clear that a 'critical assessment of the treatment is 
required, preferably in in-patients, with radiological and 
haematological observations before and after. This is not 
easy to arrange, and to a large extent it will probably be 


Fig. 2. — Inside the decompression chamber. Note the observation 
windows for use of doctor and technician, the telephone, the 
thermomeiCT, and oxygen masks (for use in emergency only). 
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necessary’ to conduct observations on out-patients. One point 
that has not been established is the effect of the treatment on 
the various degrees of pulmonary collapse whieh so often 
complicate cases of whooping-cough in the later stages of the 
disease and whieh may not be obvious on ordinary physical 
examination. It is certain, howes-er, that if there are any 
accompanying acute symptoms such as fever or cyanosis, or 
any signs of acute bronchitis, the treatment is contraindicated. 

Conclusions 

The conclusion at present from the work done is that the 
treatment is not a cure for whooping-cough in its early stages 
or for comph'cated whooping-cough. Its object is to clear 
up the persistent cough and vomiting of the later stages (e.g., the 
fourth to seventh weeks) in othenvise uncomplicated cases. 
Its success has still to be confirmed, and, in any case, seems to 
be limited. Trials' are now proceeding at Park Hospital, where 
a renovated ex-RA.F. decompression chamber has recently 
come into use. Of the 32 cases so far treated at the hospital, 
reports have-been received on 22. In four cases the cou^ing 
had virtually ceased within four days and no vomiting occurred 
after the treatment ; three cases were markedly improved, with 
very little cough and no vomiting seven days after treatment; 
and in 15 cases there was gradual improvement or no change. 
In one of the “ eured ” cases a symptomless right-middle-lobe 
collapse had completely re-expanded within seven days. 

Public transport should not be used for cases of whooping- 
cough during the infectious stage, which is generally held to 
include only the first five weeks from onset of the disease, even 
although cough, whoop, and vomiting continue beyond that 
time. Applications for treatment should normally be made 
by doctors to the Emergency Bed Service, 10, Old lenxy, 
E.C,2 Gel., Monarch 3000). 
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COMltfONWEALTH AND eiPIRE 
TUBERCULOSIS CONFERENCE 

PROBLEMS OF RESETTLEMENT 

The main sessions of the second Commonwealth and Empire 
Health and Tuberculosis Conference were reported in the 
Journal of July 16 (p. 150). One of the closing sessions was 
devoted to psychological. and social readaptation. 

Dr. W. E. Chiesman (Medical Adviser to the Treasury) 
spoke of the difficulties which attended re-employment. In a 
group like the Civil Service such cases were numbered in 
hundreds. In 1948, with a working population of 300,000, 
there were between 500 and 600 primary and relapsed cases 
of tuberculosis. He had been surprised to find the difference 
of opinion which existed about the length of time for which 
a patient required treatment. Somelimes a man was discharged 
from hospital and told he could return to work almost immedi- 
ately, while the man’s own doctor recommended another six 
months’ convalescence. The criteria of fitness to return to 
work needed clarification. Another point was that the returned 
patient might have a certain effect on his fellow workers. 
Gperal propaganda had developed a fear of tuberculosis and 
an awareness of the disease, and it was natural that both 
employers and fellow-employees should desire reassurance. A 
satisfactory answer to these questions would clear up some of 
the main difficulties of rehabilitation. It was surely not 
unreasonable to employ persons whom the chest physician con- 
sidered to be safe, but the follow-up ought to be improved 
by asking the patient to get an assuranee from his doctor at 
regular intervals that he was not a potential danger to his 
associates. If there was a risk from tuberculous patients let 
it be assessed as accurately as possible, because the future 
policy for the re'-employment of these people must depend 
upon striking a proper balance between what was good for 
the patient and what was safe for the community. 


A number of industrialists and trade union leaders took 
part in the discussion on this subject. A description of work 
in a rheumatic unit was given by Dr. J. F. Bach (St Stephen’s 
Hospital, London), who said, incidentally, that he believed 
that happy and contented people did not develop rheumatoid 
arthritis. Chronic anxiet>' and shock immediately preceded 
the onset so often that he felt these must be trigger facton. 
In his ch'nic patients were selected for in-patient treatment 
according to the assessment of personality rather than accord- 
ing to’ the degree of joint deformity. 

Dr. Lewis MooiL\LA.N’ (Oklahoma State Medical Association) 
discussed the psychology of the doctor-patient relationship in 
the readaptation to industry of sufferers from chronic disease. 
All good doctors who managed cases of tuberculosis became 
good psychologists and ^’chiatrists. A physician should 
always impress on his patient the importance of the partner- 
ship between patient and doctor in the diflncult task of getting 
well. 


Dr. Trevor Lloyd D.avies (Boots Pure Drug Company) said 
that the great difficulty about special centres for rehabilitation 
was that it was impossible to re-create the social relationship 
as it e.xisted in normal industry. He realized that it was neces- 
sary to have these centres in order to get the patient back to 
industry, but at the very earliest opportunity the patient should 
return to normal industry. Something to the same effect was 
said by Miss Olwen Taylor Davies, welfare liaison officer at 
Papworth Village Settlement. All the schemes developed under 
the Disabled Persons Employment Act, as well as voluntary 
schemes, she said, were satisfactory only in so far as they 
restored the individual to economic independence and a normal 
life. The segregation of unfit workers was not likely to lead 
to complete readaptation. Experience at Papworth had shown 
that the patients most easily lost their sense of inferiority when 
working with fit people. . 


Infected Milk 

At the final session of the Conference Dr. Edith Summer- 
skill, MF., Parliamentary Secretary to the Ministry of Food, 
said no Government could ignore the danger to the health of the 
community arising from infected milL The ultimate objective 
was to secure that all milk sold for domestic consumption 
should be in closed containers, fitted with overlapping caps to 
prevent the contamination of the mouth of the bottle, and 
that the milk should be tuberculin-tested, pasteurized or 
sterilized. Unfortunately, this new policy could not be applied 
immediately to the country as a whole because of insufficiency 
of pasteurizing and bottling plants. The makers of these plants 
were so inundated with orders that it would take a long time 
to complete them. It was therefore proposed to apply the 
restrictions first to groups of large urban areas, and then to 
extend them so far as practicable to rural areas. It was prob- 
able that some twelve months would elapse before any area 
would be specified for this purpose, but it was hoped to com- 
plete the specifying of all urban areas within five years and 
most, if not all, of the rural areas within ten years. 

Mr. J. N. RrrcHiE (Ministry of Agricultrrre and Fisheries) 
said that at the end of May last there were 39^97 attested 
herds, but progress was not equal throughout the country, and 
the greatest progress was not necessarily attained where the 
incidence was originally low. The number of cattle in tubercle- 
free herds (attested and T.T.) in Great Britain was approxi- 
mately 1,780,000. The sale of tubercle-free milk to Milk 
Marketing Boards for the year ended March 31, 1948, was 
354 milh'on gallons, compared with I4I.6 milh’on ’gallons for 
the year ended March 31, 1943. 


According to a report in the News Chronicle duly I), the 
healJi committee of the Maryiebone Metropolitan Borongh 
CouPcil has decided to press for revision of the exempUon 
of Government departments and Crow-n properties from inspec- 
tion by officers of a local authority. The medical officer of 
health is said to have been denied access to inspect staff canteens 
in Government departments. 
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Fio. 1. — A "'schiz'opfirenio patient’s drawing of two universes — the real inter- 
mingling with the unreal. A typical expression of thought disturbance. 


PSYCHIATRY AND ART 

NETHERNE HOSPITAL EXHIBITION 

For the last three years a number of patients ■ at Netherne 
Psychiatric Hospital have been encouraged to paint pictures 
in the course of their treatment, and an exhibition of . some 
of their productions was held at 1, Grosvenor Crescent, London, 
S.W.l, on July 11-16. Though nearly all the work was by 
people untrained in any of the arts, much, of it was remarkable 

Flo. 2. — Entitled “Housework,” this is one of several hundred, 
pictures drawn by a psychopathic girl who was stabilized through 
her work in the studio group. Since discharge she has worked for 
two years as a Land Girl, though previously she had never held a job 
for more than three weeks. 


for. the‘ hi^ quality of its aesthetic expression. 
-L . Many of tlie paintings revealed vigour, imagina- 

, ■ tion, and depth of feeling, and some of them were 

reminiscent of the products of surrealism. 

^ A professional artist, Mr. E. J. Adamson, is 
attached to the hospital to help the patients over- 
come the difficulties of expressing themselves in 
, an unfamiliar technique, but he leaves the choice 

J,\ . of subjects and the actual painting entirely to the 
/' ", ’ patients themselves. ' They paint how and what 

Vj! .r they like, but if one of them wants to know, for 

i /•: example, • how to draw a man sitting down 

“ ' Ji, Mr. Adamson shows them on a separate piece 

of paper. 

■ Discussing the pictures on July 14, Dr. E. 

' - Cunningham Dax, medical superintendent of the 

' hospital, said he did not think they should use 

.. i the term “art therapy.” There were nearly as 
.J. many “ therapies ” in psychiatric nomenclature 
jgfei as there were “ phobias,” and it brought only dis- , 

repute on their experimental methods of attack- 
« 1 ing psychiatric illness if they were labelled as 
curative without statistical evidence to support 
their claims. A better adjustment appeared to 

be made, however, when facilities were given for 

real inter- artistic expression rather than for some form of 
bance. occupational diversion. 

Painting might provide emotional release. He 
had seen many patients reflect their state of mind in their draw- 
ings, and apparently they felt all the better for it. The transla- 
tion of emotions into paintings might give valuable information 
to the psychiatrist, and evidence of a patient’s progress might be 
obtained from his paintings without ever having to discuss them. 
Painting might cut down the time required for psychotherapy, 
since some patients expressed themselves more easily on paper 
than in speech, and came more quickly to the interpretation in 
that way. Useful data might be accumulated in time on which 
to base the study of mental functions, 

In reply to a question, he said that patients often did their 
most interesting work when their minds were disturbed. 


Fig. 3. — Entitled “ The Lizard,” this was painted by a woman with 
an an.xieiy stale and some paranoid features. The patient was feeling 
like the lizard, which appears in the centre. 
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Since its introduction I2 years ago Anahaemin has been noted 
for its high potenc}'^ and clinical reliability. It is for these 
-reasons that Anahaemin is in universal use for the treatment of 
the macrocytic anaemias. 

Although the potency of each batch of Anahaemin has always 
been established clinically before issue, further confirmation of 
its haemopoietic activity is now afforded by the isolation of the 
anti-pemicious anaemia factor vitamin B,,, in ciystalline form, 
from routine batches of Analicemin*. 

• J. Phann. Pharmacol., Jan. 1949, p.6o 
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PAIN ^ 
INSUPPOATABLS 


The test' of experience has established 
'Physeptone' as the outstanding analgesic. 

- Causing neither hypnosis’'nor constipation, 
it may with advantage replace morphine in 
the treatment of pain in patients confined 
to, bed. So potent a drug is seldom required 
in ambulant subjects and it should therefore 
be withheld from them except in rare cases. 
■Physeptone' is issued as' compressed 
products of 5 mgm. in bottles of 25 and 100, 
^or oral administration, and as ampoules of 
10 mgm. in I c.c., in boxes of 12, for 
parenteral administration. Literature on 
request. 
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<)|.2-DIMETHYLAHINO-^M-DIPHENYLHEPTANE-5-ONE hydrochloride 

THE ESTABLISHED ANALGESIC 


BURROUGHS WELLCOME & CO. (the Wellcome foundation ltd.) LONDON 
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DICALOfSA 

For the substantially increased require- 
ments of the mother for these ingredients 
during pregnancy and the puerperium 


Each tablet contains 

Dicalcium Phosphate 4.25 grains 
Calcium Gluconate 3.40 grains 
Exsiccated Ferrous Sulphate 

1.34 grains 

Caiciferol (Vitamin D) 

333 international units 

Supplied in bottles of 100 tablets 

Professional samples arailable to 
members of the Medical Profession 


G. W. CARNRICK CO. 


BROOKS & WARBURTON, LTD; 

‘232-242 VAUXHALL BRIDGE ROAD, S.W. I 


Why Ribena’ in 
fatigue and 
asthenic states • 

Because controlled clinical tests carried out 
in many large factories and institutions have 
indicated that natural vitamin C, in the form 
" of Ribena blackcurrant syrup, definitely tends 
to prevent fatigue, and thus increase the 
capacity for strenuous physical effort. It has 
been observed also that the occurrence of 
muscular cramp following prolonged severe 
exercise has been lessened, and mental 
alertness increased. 

‘ Ribena ’ is employed, too, in asthenic 
states as a general restorative and for the 
biological effea of its vitamin C content or 
utilisation of iron by the organism. 

‘Ribena’ is the pure undiluted juice of fresh 
ripe blackcurrants with sugar, in the form 
of a delicious syrup. Being freed from all 
cellular structure of the fruit, it will not upset 
the most delicate stomach. It is particularly 
rich in natural vitamin C (not less than 
20 mgm. per fl. oz.) and associated factors. 


& 


liWma BLACKCURRANT SYRUP 

(BIEES NTOBA) 

H. W. CARTER A CO.. Ltd. (Dept. 7. A.) 

The Royal Forest Factory, Coleford, Glosi 

Etre.^Jnjtnries should he addressed to Proprietaries {Eire) Ltd., 
iTjzz, Parkgaie Street, Lhbltn. 
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THE ROCKEFELLER FOUNDATION 

POPULATION PROBLEAIS 

The Rockefeller Foundation last year appropriated nearly 
j 15 million dollars for public health projects, medical research, 

I and studies in the natural and social sciences. The new presi- 
) dent of the Foundation, Mr. Chester I. Barnard, who succeeded 

Mr. Raymond Fosdick, suggests in his latest annual review' 
that in future wider fields of study may be contemplated, inclu- 
ding some of those hitherto regarded as the preserve of religion 
and philosophj’. There is need, he says, for a reclassification 
•of the problems of modem society, and especially those popu- 
lation problems which often underlie national, class, and racial 
conflicts. They lend themselves to generalization and over- 
simplification, with quack remedies as a natural consequence. 
The problems are complicated'by wide differences in customs, 
rules of inheritance, moral ideas, and religious principles. It 
is customary to say that the world is over-populated ; “ About 
half the world’s population,” says this review, “ is close to 
starvation, and another quarter suffers from malnutrition.” But 
the 'world may not be over-populated if its peoples will co- 
operate in the economic use of natural resources and if 
productive capacity can be increased. The obstacles to what 
Mr. Barnard calls social engineering are human inertia and 
insufficiencj’ of knowledge. 

Research work in genetics, endocrinology, the physiology of 
reproduction, and sexual behaviour has already been supported 
by the Foundation. The studies of Kinsey and others have 
emphasized the biological maladjustment between the sexual 
drive and population needs. The bearing of this on morals, on 
the incidence of venereal diseases, on frustration, and on crime 
* is evident. In the field of human behaviour the rapid changes 
introduced by modem technology raise many questions. Do 
these changes challenge the meaning and relevancy of andent 
moral precepts? What is the bearing of endocrinology or 
pathology on the moral assessment of human conduct ? 5^at 

II is the relevancy of the application of ancient codes of indi- 
'' vidual behaviour to modem corporate action ? The Rocke- 
" feller Foundation is proposing an e.xamination of the nature of 

the conflicts of ethical systems to-day in the light of modem 
changes. No doubt it will find that these subjects of inquiry 
are much more controversial than investigations concerned only 
with public health and medical science. But the Foundation 
is taking this course because it believes that there can be no 
satisfactory solution to the problems of our dsilization which 
does not take into account the ideals and spiritual aspirations 
of men. 


IVEmnNSTER IVDEDICAL SCHOOL 
CENTENARY CELEBRATIONS 
Westminster Medical School celebrated its centenary with a 
meeting of the staff and students held in Church House on 
July 13. The Earl of Athlone, Chancellor of the University 
of London, gave the opening address. The Dean of West- 
minster, Dr. Logan, Principal of London University, Lord 
Nathan, chairman of Westminster Hospital, and Dr. E. R. 
Boland, Dean of the Faculty of Medicine, London University, 
were among the guests. Also present were two former deans 
of the Medical School — Sir Ernest Rock Carling, who held 
office from 1909 to 1912, and Sir Adolphe Abrahams, who was 
dean from 1934 to 1943. Mr. H. M. Clowes, chairman of the 
Medical School Committee and Council, was in the chair. 

Lord Athlone said that the formal connexion between West- 
minster Hospital and the Medical School dated only from 1849, 
but a medical school had existed as an offshoot of the hospital 
as early as 1834. He was glad to say that ties between the 
school and the hospital remained as close as ever, although the 
Medical School was part of the University of London and 
enjoyed a separate legal existence, with its own council and 
academic board. He disclosed that plans’ were already being 
considered for erecting new buildings and founding a preclinical 

'The HockefeUer Foundation. 1949. New York. 


school, although the present buildings were opened in Horse- 
ferry Road only 11. years ago. The support of theUnivenity 
Was assured for this scheme of development 

There were at present 230 students, and the main difficulty 
Was not to attract more undergraduates, as had been necessary 
in the days after the 1914-18 war, but to devise means of dis- 
criminating among hundreds of eligible and desirable applicants. 

Sir Ernest Rock Carling spoke of the early history of the 
Medical School. He said that preclinical subjects were formerly 
taught, but were given up because the number of students was 
so small. He recalled that the Westminster Hospital was the 
first to build aseptic operating theatres in London, the first to 
make use of radium in treatment, and one of the first to employ 
an almoner. Sir Adolphe Abrahams discussed the advantages 
of the small school, where a greater number of men from other 
hospitals could be included in the staff. 

Mr. G. H. Macnab, the present Dean, spoke of the future of 
the Westminster Hospital and Medical School, the difficulties 
in selecting students, and the pains taken by the authorities to 
choose the right men and women. 


THE OSLER CLUB 

The annual dinner of the Osier Club, held at the Royal College 
of Surgeons of England on July 12, celebrated this year both 
the centenary of the birth of Sir William Osier and its own 
coming-of-age. To mark the occasion several distinguished 
guests were invited, including their Excellencies the Chinese and 
Italian Ambassadors and the Austrian Minister, Dr. R. Gottlieb 
(representing the High Commissioner for Canada), Dr. A. S. 
Osborne, of the U.S. Public Health Service (representing the 
American Ambassador), Mr. Gilbert Frankau, Dr. Wu Lien 
Teh, the distinguished Chinese medical historian and organizer 
of the Plague Prevention Service in Manchuria, Dr. Lewis J. 
htoorman, editor of the Journal of the Oklahoma State Medical 
Association, and Mr. Geoffrey Cumberlege, of the Oxford Uni- 
versity Press, which has made possible the publication of a 
volume of selected writings of Osier, to appear in 1950. 

The chair was taken by Dr. A. White Franklin (an original 
member of the Osier Club), who outlined its future objects. 
During the dinner, speakers were introduced by Dr. W. R. 
Bett (another original member). The Chinese Ambassador 
spoke of Osier as an international physician, and the Itah'an 
Ambassador recalled Osier's visits to Italy both as medical 
man and as bibliophile. 'The Austrian Minister reminded his 
listeners that Osier had rounded off his medical education with 
a visit to Vienna. 

After dinner the Oslerian Oration was delivered by 
Mr. Gilbert Frankau, who, although professing his ignor- 
ance of medicine, made an amusing and provocauve compari- 
son between the state of medical knowledge and public health 
in 1849 and the present day. He believed that the renaissance 
of medicine which had coincided with Osier’s early years as a 
physician had contributed materiallv to his greatness, for he 
had taken advantage of the great opportunities open to him. 

Dr. Moorman spoke of the reverence with which Osier was 
still regarded by American physicians, who. he claimed, knew 
him better than anyone else, for he had been with them longer 
than with the British. In Oklahoma, Dr. Moorman’s home 
city, an Osier Society flourished, and an Osier building pro- 
vided offices for a number of medical men. Dr. Moorman 
concluded by presenting several documents to add to the 
collection of Osleriana possessed by the Osier Club. 


EPSOM COLLEGE 

The Royal Medical Foundation of Epsom College announces 
that the following pensions, scholarships, and grants are now 
available : 

A “ Hadlow ” Pension of £70 per annum for a medical practi- 
tiemer or the widow of a medical man fully 60 years of age. 

One or. two St Anne’s Scholarships for girls attending Church 
of England schools. Candidates must be fully 9 years of 
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age and the orphan daughters of medical men who have been 
in independent practice in England or Wales for not less than 
five years. The value of each scholarship is dependent upon 
the means of the applicant and the locality and fees of the 
school selected. 

Pensions for necessitous medical men fully' 55 years of age, 
provided they have been registered - for five years ; for the 
widows of medical practitioners fully 60 years of age ; and 
for the spinster dau^ters of medical practitioners of 55 years 
and upwards. (Awards are made as vacancies occur.) 

Scholarships and grants for children of either sex, not neces- 
■ sarily orphans. Candidates must be of public-school age and 
in need of such help. 

Grants from the Eastes Trust for the relief of registered 
members of the profession of any age, their widows and 
orphans, and for the educational assistance of their daughters 
or sons. 

Full information and forms of application are available, on 
request, from the secretary, Epsom College, Surrey. 


Preparations and Appliances 


Correspondence 


Ovarian Hilus Cells 

Sir, — While the Journal of July 16 (containing our papi 
entitled “Association of Certain Ovarian Cells with Endi 
metrial Cancer ”) was being printed, our attention was draw 
to a paper by W. H. Sternberg in the American Journal i 
Pathology for May, 1949 (25, 493), on the human ovarian hih 
cells. The author points out that there is little reference to ll 
cells in (he American literature, and we believe that Sternberf 
paper is the first full description of the cells written in Englis 
He groups the cells, known to us as paraganglion cells, amor 
the hilus cells, although we feel that the cells we descril 
belong to a different type. Nevertheless, there is an accura 
description of the relation of some of the cells to the bloc 
sinuses and lymphatic spaces. We must emphasize, howeve 
the activity of these cells in cases of carcinoma of the endi 
metrium, particularly in early cases. — We are, etc., 

Wilfred Shaw. 

London, W.l. BURJOR DaSTUR. 


AN “OVERGLOVE” FOR INTRAUTERINE AND 
OTHER MANIPULATIONS 

Dr. J. A, Moyse, of Mitcham, writes: Access to the uterine 
cavity, even under the most -favourable conditions, is always 
fraught with the risk of Infection. For the practitioner who 
has to carry out an intrauterine manipulation I have designed 
what I call the “ overglove,” a rubber covering for the sterile 
glove used in cases of adherent placenta requiring manual 
removal. ' ~ ' 

The overglove is a retractable covering for the sterile 
“ operating ” gloved hand, designed to be carried over it into 
the potentially septic field of the lower genital tract. At the 
desired level the overglove is held back by the non-operating 
hand pulling on the cuff, so that the encased sterile glove can 
emerge from a suitably shaped slit. The edges of this slit are 
continued into flaps which are invaginated into the lumen of 

the ' overglove and 
there held between 
the sides of an appro- 
priate pair of fingers. 
These flaps are everted 
as the slit retracts 
over the emerging 
sterile gloved hand, 
which is thus un- 
covered only in the field of its application. Not having come 
into contact with anything other than the inner surface of the 
overglove, the gloved hand must be at that moment in its 
original degree of asepsis. 

This sequence of movements or manoeuvres is shown in the 
accompanying sketches. Fig. 1 depicts the overgloye more or 
less “ in plan ’’ but with the operating hand within it. The 
non-operating hand, grasping the cuff, is exerting sufficient pull 
to cause the overglove to retract. The slit is beginning to 
widen as its flapped edges are everted. Fig. 2 shows the sterile 



gloved hand emerging from the stretched slit, the flaps of which 
closely invest it. Continued trac'ion is maintained and the 
movement completed with the slit retracted to the wrist and 
the gloved hand fully outside the ovcrglove. 

The ovcrglove is manufactured by NIessrs. J. G. Franklin and 
Sons. Ltd., Colvestonc Crescent, Dalston, London, E.8. 



Tuberculosis in Industry 

Sir, — Having been one of those responsible for the repor 
of the Medical Research Committee of 1915 dealing wii 
the incidence of tuberculosis in the boot and shoe industi 
I am interested in the letters you have published from D 
Stephen Hall (June 11, p. 1049) and from Dr. S. Roodhou; 
Gloyne (July 2, p. 31). Both writers, and, indeed, Drs. Alii 
Stewart and J: P. W. Hughes (May 28, p. 926), seem to ha' 
overlooked that the subject received extended statistical stuc 
in the Harben Lectures for 1924.° 

Briefly, the mortality data, there quoted indicate, that (n) occ 
pations with no health risk experience low mortalities fro 
every cause of death ; ib) occupations “ infected ” with tube 
culosis (e.g., the boot and shoe industry, tailoring, and printin 
experience a high mortality from tuberculosis, but lo 
mortalities from every other cause of death ; (c) occupatioi 
exposed to the silica dust hazard experience a high mortali 
from tuberculosis and from other diseases of the damage 
respiratory organs, such as bronchitis and pneumonia, b 
low mortalities from other causes ; and (rf) occupatioi 
exposed to a general depressing agent, such as alcohol (e.i 
barman), experience high mortalities from every cause of deat 
— I am, etc., 

Lossicraouth. Moray. • L* L. COLLIS. 

Refebe.vces 

* First Report of the Special Committee upon the Incidence of Phthisis in Relati 
to Occupations. 1915, London. 

-J. State Med., 1925, 33, 150. 


Sir, — I must thank Dr. S. Roodhouse Gloyne for li 
courteous reply (July 2, p. 31). On rereading my letter (June 1 
p. 1049) I can detect some evidence of ill-humour, for whit 
I am sorry. This display of emotion arose because I fancit 
I saw in the “mistakes” of Drs. Alice Stewart and J. P. \ 
Hughes symptoms of a habit common among those who ho 
the bacteriological concept of tuberculosis. They use languaj 
which presupposes the truth of their concept, falsely equath 
“infection” with “disease,” and they tend to regard ar 
reproof of this habit as the objection of a pedant. Neverth 
less, the •offence is rank and fundamental, and its repetitic 
acts' as an irritant to those of us who think less highly of tl 
part played by germs in the aetiology of “ disease.”— I am, eti 
T » 1 Stephen Hall. 


Incontinentia Pigmenti 

— I read with interest the article by Dr. W. L. Gains 
entitled “ Congenital Hemiatrophy Associated with Other Coi 
genital Defects” (July 9, p. 56). The history of that ca 
revealed that the child was born with a vesicular eruption c 
the left leg and dorsum of both hands. There was also line; 
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pigmentation over the anterior part of the trunk on the left 
tide and over the lateral wall of the thorax. The vesicular 
eruption left scarring after healing. Furthermore, teeth ano- 
malies developed, and in addition to these defects a congenital 
hemiatrophy was demonstrable. 

The history of a vesicular eruption at birth with peculiar 
linear pigmentations, combined with other congenita! defects, is 
characteristic of the condition known as incontinentia pigmenti 
(Bloch-Sulzberger*). I had the opportunity of diagnosing three 
such cases at the Hospital for Sick Children (Skin Dept. — 
Dr. R. T. Brain). These are going to be published soon. One 
of the cases was shown at the Dermatological Section of the 
Royal Society of Medicine by myself," and I feel that Dr. 
Calnan’s case belongs to the aforementioned syndrome and that 
the hemiatrophy is a new feature which was not described 
in the previous cases. 

Less than twenty cases have so far been described since 
J926, but I belies'e that many cases of incontinentia pigmenti 
pass undiagnosed. — am, etc.. 

, Louden, W.CJ. H. H.SBER- 

REfErtEUCES 

1 SulEbcrser, M- B„ ytreh. Drrm. S}'ph., ChicasOj 193S, 3S, 57, 

! Proc. R. Soc. Med.. IWS. 41,759. 

Dysentery in South Persia 

Sir. — I have read the article by Dr. Ian S. Stewart (April 
16, p. 663) on this subject, and, while the classifications of the 
different t^-pes of bacillary dysentery may be of value, the article 
generally is not above criticism and 1 would beg space to make 
some comments and criticism on it. 

In the first place it is hardly accurate to assume that the 
conditions as found in Abadan may apply to the rest of the 
prosTnee of Kfauzistan or those other parts which go to make 
up the rest of South Persia. There is quite a difference between 
the' conditions of life in, say. Ram Hormuz, a rural native 
town in the desert plain, and the conditions as found in the 
industrial area of Abadan lying on the Shatt-ai-Arab delta. 
Secondly, the time interval of the experiment is far loo short 
to justify the conclusions reached that a method of control has 
been found.' Dysentery, like so many other infective diseases, 
is a seasonal condition and also varies in its intensity from 
year to year. It would be of interest to know the disease 
incidence in the previous and succeeding years. 

Thirdly, the easy dismissal of amoebiasis, based on the 
laboratory findings alone, as a condition of importance is not 
one that many clinicians would make. This condition is 
notorious for its quiet, unobtrusive, yet sinister presence. Many 
■ cases of -amoebiasis can only be diagnosed clinically and in 
their response to anti-amoebic treatment ; many cases too 
seldom have dysenteric symptoms, and Entamoeba histolytica 
may never be found — especially is this so in the chronic form., 
U is noted also that the use of the sigmoidoscope as an aid 
to the ascertainment of cure is not mentioned. 

My chief complaint is, however, on the assumption by the 
author that a means of control of bacillary dysentery has been 
described. This is far from being the case, and, if it is believed 
that the described method of treating those-.workers reporting 
sick with bacillary dysentery “ will bring about a steady reduc- 
tion in the incidence of the dysenteries,” it is to be hoped that 
it is believed by a very small minority. 

It is true that this single approach to the eradication of a 
disease has been the dream of others, as for example the dream 
that quinine would eradicate malaria, that " 606 ” would 
eradicate syphilis, or that trypnrsamide would eradicate sleeping 
sickness, but to imagine that the described method wall control 
such an unhygienic condition as dysentery and in such an area 
as the Persian Gulf, where the sanitation and personal hygiene 
of the bulk of the people are of a very low standard, is surely 
wishful thinking at its maximum. 

It may come as a surprise to Dr. Stewart and to others to 
leam that of the 30,000 workers mentioned in the experiment 
only 15% approximately are housed in anything like reasonable 
conditions, with modern sanitation, and of this 15?., many have 
still to leam how to use the fittings supplied ; most of the 
remaining 85% live in the congested townships of Abadan town 


and -Ahmadabad, where it is not unusual' to find up to six 
famiiies of three or four persons each living in a single room. 
Some, indeed, have no living abode at all and sleep on the 
ground around the covered market-places or in doorwars. cr 
share a stable or garage with some animal or car. 

IWiiie it is true that public lavatories are provided, any 
vacant space serves as a place where nature's calls may be 
answered— the local inhabitants not being at all fastidious— 
and the whoie district is mostly polluted by faeces, and flies 
are legion. I would in ail humbleness suggest that if control 
measures are' being applied to control bacillary' dysentery those 
measures suggested in an excellent chapter in that admirable 
book. The Control of Comrnon Fevers (London, 1942), be used : 
or. where these more modem measures cannot be' applied com- 
pletely, at least the instructions laid down thousands of years 
ago and described in the book of Deuteronomy (xxiii. 13) be 
carried out. Chemotherapy may have a place in reducing the 
carrier rate, but nothing can replace the fundamentals of sanita- 
tion and personal hygiene in the control of dysentery.- — am. 
etc.. 

Abadan. S. Ptnia. L SWTtENCE G. BRL’CE. 

IPjTorospastn and Uraemia 

Sir. — I n a study of the toxaemia of acute intestinal obstruc- 
tion (1923) I used the subtitle ” Vomiting as a Pathological 
Force ” ; the case of pylorospasm reported in the Journal 
(July 2, p. 181 shows how justified was, and is. that opinion. 
The malaise of sea-sickness, due to an aberration of the blood- 
fiow through the liver occurring before the vomiting begins, 
is made much worse with the repeated vomiting ; atTd dwths 
have ensued from sea-sickness alone. The deaths following 
cholecystectomy, in which the kidneys may become gravely 
implicated, are to be ascribed to the post-operative vomiting, 
and only to that. The bad results following caesarean section 
for eclampsia formerly experienced were due mainly, or indeed 
solely, to the post-operative effect of the general anaesthesia. 
With modem methods of rendering the operative area insensi- 
tive, by which post-operative vomiting is eliminated (and of 
which in these cases spinal analgesia is the best), the picture is 
completely changed; so that we know that in eclampsia the 
most satisfactory' procedure is to empty the uterus, to relieve the 
vascular disturbance induced by the progressive distension of 
the abdomen and magnified enormously by the comutsions 
(in which the abdominal musculature does not become flaccid 
— ^the abdomen is as hard as a boardi as soon as possible. Toe 
day of hyT>otbelical toxins causing pathological changes in 
all these cases is past. 

The case of pylorospasm in an adult related by Dr. E. N'. 
Russell supports this statement. Dr Russell expresses the 
opinion that in his case the cure of the gastric trouble resulted 
from the realization by the patient — a professional man, at the 
lime about 30 — that it was due to psychological causes ; 
causes which, I presume, cannot be supposed to have acted 
by' ssay of producing or of inducing the appearance of a 
toxin. In treatment, "antal” was peculiarly effective. An'cil. 
we are told, consists of a mixture of atropine and of sodium 
bromide, Antal cannot be e.xpected to operate by neutralizing 
a toxin. There was, then, no toxin : yet uraemia occurred. 
The output of urine varied from 14 to 70 ounces (400 ml.- 
2 Hires) a day : and the blood urea showed considerable excur- 
sions — ^frora 200 to 72 mg. per 100 ml. within five days. .And 
the patient, now aged 60. is presumabiy alive and well. .A 
preceding renal disturbance can be eliminated. 

'ft'hen'one considers the structure of the kidney and the long 
and dreuitous course of the tubules through which the urine 
percolates, it is not difficult to understand that with great 
contraction of the abdominal wall muscles, such as occurs with 
vomiting, there is obstruction to the flow of urine and, indeed. 
to the blood stream within the kidney. The same occurs ss-iih 
strenuous rowing. After a race, the urine of all eight men. 
each an athlete in perfect health, contained albumin ; some 
of the urines contained blood, and some (I believe) casts 
(Collier). I have pointed out already that occlusion of the 
ureter with diuresis in play causes the kidney to become almost 
bloodless (Brodie) ; and that a continuous compression of the 
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kidney itself,, such -as occurs in concealed accidental haemor- 
rhage, must produce the same result by occluding the Henle 
hair-pin^ comers and thrusting bodily the pyramids-' of the 
kidney into the renal pelvis, like a cork into a bottle (British 
Medical Journal, ‘1949, 1, 584). In the case'of repeated vomit- 
ing we have a series of compressions : these must present an 
explanation much more acceptable than the play of any toxin 
to the student of medicine conversant with the nature and 
effect of physical force. — I am, etc., 

Rugby. R. H. ParaMORE. 

\ 

Necropsies and Tuberculous Infection 

Sir, — W ith reference to your annotation (May 21, p. 907) 
on the above subject, it may be of interest to recall that 
Hermansson' reported as follows in 1939 : 

“After examining the carcasses of tuberculous cattle, the meat 
inspectors washed their hands in sterile water. This was centrifuged, 
and the sediment injected into guinea-pigs. Eleven of the 15 
inoculations produced tuberculosis in the guinea-pigs. . . . The rinse 
water from the towels used by the meat inspectors was injected into 
guinea-pigs, producing tuberculosis in every instance.’’ 

— I am, etc., 

London.-W.C.l. G. P. WEST. 

' Reference 

1 Skand. vet. tidskr,, 1939, 29, 926. Quotation from Biol. Abstr., 1940, 14 , No. 1205. 

Large Dose of Curare 

Sir,— I t is a well-acknowledged fact that patients vary 
markedly in their susceptibility to different anaesthetics (as 
indeed to drugs in general). 1 feel that the case reported 
below is worth recording, because of the abnormally large 
amount of curare required by the patient in a relatively short 
time. 

The patient, a young man of 22 in the Merchant Navy, weighing 
150 lb. (68 kg.), was to have a partial gastrectomy. There was a 
history of perforated gastric ulcer at the age of 16 years, with a 
further operation three weeks later for liver abscess. Unfortunately 
I have not been able to ascertain the amount of anaesthesia required 
on these occasions, though obviously curare would not have been 
used in those days. He was a teetotaller and smoked about ten 
cigarettes a day. \ 

The anaesthetic technique used has been described elsewhere.' ' 
Sodium thiopentone (0.75 g.) and d-tubocurarine chloride (25 mg.) 
were required before visual intubation and packing of the throat 
could be satisfactorily accomplished. Notwithstanding this already 
significant dose of d-tubocurarine chloride, a further 10 mg. had to 
be given before the abdomen could be explored in comfort. Further 
maintenance doses were given throughout the operation, the respira- 
tion remaining regular and quite deep throughout. Shortly before ' 
closure a further dose of 5 mg. d-tubocurarine chloride had to be 
administered, in order to supplement the relaxation for closure of 
the peritoneum. 

The duration of the operation was 90 minutes, during which time a 
total of 70 mg. of d-tubocurarine chloride and 2.5 g. of sodium 
thiopentone were given. At the termination of the operation 
“ prostigmin ’’ (5 mg.) and atropine (gr. 1/60 = 1 mg.) were 
administered, and the patient returned to the ward with good 
respiratory exchange and in satisfactory general condition. Conval- 
escence was uneventful. All the injections were pven through a 
; Gordh needle, which was unquestionably in the vein. 

The dose of d-tubocurarine chloride in this case was so 
much greater than any I have experienced or read of that I 
feel it will be of interest to all anaesthetists. — I am, etc., 

Manchester. M. SWERDLOW. 

Reference 

1 ChadNNick, T. H., and Swcrdlow, M., Anaesthesiai 1949, 4 , 76. 

Treatment of Retained Placenta 

Sir, — I n these days of synthetic medicine, diplomas, etc., 
it is refreshing to read some of the facts of life" as expressed 
by those capable of using their powers of observation and 
confirming them by experience, Mr. W. G. Mills (June 18, 
p, 109S) puts in a nutshell the true position regarding retained 
placenta, and Sheehan, from a pathological standpoint, has 
confirmed that death occurring from this cause is due to shock. 
Every obstetrician of experience must have repeatedly observed 
the rapid onset of (often c.xtremely severe) symptoms of shock 
in patients retaining the placenta with, or equally frequently 
without, any degree of haemorrhage, even in normal deliveries. 


If ever the saying, “ He who hesitates is lost,” had apt appli- 
cation, retained placenta is the situation . bar none. While 
textbooks still reiterate the two hours’ w-ait after delivery, which 
must have -originated in a generation of mothers very different 
in their resistance to shock from the present, one can only say 
from experience how often lives have been saved by making, 
sure the placenta is removed definitely before, two hours, and, 
all things being equal, the longer before the better. In my 
own domiciliary and hospital practice every midwife long since 
knows the rule — no placenta inside after one hour. 

As to substances necessary for resuscitation (Dr. C. T. H. 
Whiteside (June 4, p. 1005) and others), in the exceptional cases 
, when this is necessary, if haemorrhage is the cause blood holds 
the field, but many a life can be saved by either saline or plasma 
till this can be obtained, or with ancillary restorants. 

I cannot agree with Mr. Mills that “ the first time the hand 
• is plunged into the uterus in search , of the placenta is an 
awful experience,” as that is the very thing which must not 
occur. Passing of the hand with the utmost gentleness, even 
over the already stretched perineum and thence through the 
cervix, is of the highest importance’, and failure to recognize 
this all-important fact is in itself sufficient to precipitate already 
oncoming shock, even to a fatal issue. While bearing this in 
' mind, it is possible manually to remove a placenta even without 
anaesthetic in a bad-risk subject, and the writer has more 
than once been under the necessity of so doing. 

While Mr. Mills rightly stresses sterile gown and gloves, 
he will be fortunate if one night he will not have to be 
satisfied with thorough scrubbing-up, and hand's and arms 
soaked in antiseptic up to the elbows. In the war years 
Dodd and others confirmed this as being satisfactory, and 
more than once I have- had to prove its truth, and I have yet 
to see my first patient to be infected in this way. 

I join with him in marvelling at the reluctance of the 
'average practitioner to undertake this simple and relatively 
easy course out of an often otherwise desperate dilemma, where 
real terror can only be replaced by sheer joy for all 
concerned. — I am, etc.; 

AltrinchQDi, Cheshire. H- A. LoGAN. 

Transfusion in Domiciliary Midwifery 

Sir, — ^A s one associated with the obstetrical “ flying squads ” 
in the Windsor area I should like to make the following points 
for consideration. Most emergency calls are made by practi- 
tioners because of collapse of their patients of such degree as 
to make it rmwise for them to be transferred to hospital before 
preliminary resuscitation. The majority of these patients have 
been delivered of their infants, for cases of antc-partum 
haemorrhage can usually be sent to hospital by ambulance 
while their general condition is still satisfactory. 

The causes of collapse after childbirth can usually be grouped 
’under the headings : (1) traumatic (? obstetric) shock, without 
bleeding, and (2) shock following bleeding, with or without 
associated trauma. With regard to the former— often cases 
with retained placenta— one might suggest that attempts at 
manual expression should not be made unless the doctor is 
prepared to follow this manoeuvre with manual removal if 
necessary. If not, it is better for the patient to be tnansferred 
. to hospital with the placenta in utero, for repeated attempts at 
manual expression cause profound shock, especially when per- 
formed without anaesthetic. Cases of collapse in this group 
often respond satisfactorily to plasma alone. 

If bleeding occurs during the third stage the above principles 
apply, but uterine massage and intravenous ergometrine can 
be used in emergency. It is true that the latter may make 
subsequent removal of the placenta a matter of greater diffi- 
culty, but this consideration should not prevent the use of a 
possibly life-saving measure. 

Furthermore, may I make a plea for more frequent blood 
grouping and rhesus factor estimation during (he antenatal 
period ? ' In this area these tests are .done as a routine in all 
hospital and council antenatal clinics, and if the patient is 
given a copy of the report for her retention it may be invaluable 
in the event of an urgent blood transfusion being necessary at 
a later date. It is not possible for the “ flying squad ” to do 
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more than a simple cross-match in an emergency, and owing 
to the shortage of rhesus-negative blood, at any rate in this 
area, the choice may lie betsveen a plasma infusion or the 
use of rhesus-positive blood, and we have seen some serious 
complications through the use of the latter. 3\'hcn the rhesus 
factor is unknown and rhesus-negative blood is not quickly 
available I would advocate the use of plasma as a temporary 
measure pending full blood investigation, especially in a multi- 
gravida or patient who has had previous blood transfusion. — 

I am, etc., 

Windsor. E- H. FI^XAISO^•. , 

Weight-reducing Diet 

Sir, — D r. H. L. Marriott’s note Uuly 2, p. 18) on a causal 
relationship between "the consumption of boiled potatoes and 
slimming will probably arouse lay interest. Some candidates 
for slimming, however, might conceivably prefer to follow the 
advice given to the late hfr. William Banting by the late 
Mr. Harvey, F.R.C.S., in 1864, and substitute wine, and spirits 
for the drabness of milk and potatoes. The diets published by 
Mr. Banting and by Dr. Marriott are not greatly dissimilar in 
other respects. 

The respective calorific values of Mr. Banting’s daily alcoholic 
intake and Dr. Marriott’s allowance of milk and potatoes are 
approximately the same, but, whereas a boiled potato is con- 
sistently and monotonously just a boiled potato in looks, odour, 
and taste, there is a wide and interesting selection of wines and 
spirits with their different vintages, colours, bouquets, palata- 
bilities, and gusts satisfying to the veriest tyro who desires to 
lose weight pleasantly. 

At the ripe age of 66 Mr. Banting lost 46 pounds (20.7 kg.) 
on' his alcohol-positive, milk-and-potato negative diet, and 
enjoyed doing so. So much interest did Mr. Banting’s simple 
weight-reducing diet (published and distributed free of charge) 
cause, that some eighty years ago Punch broke into verse with 
a poem that.ended thus: 

" To avoid, if you wouldn't grow bigger and bigger, 

All bread, butter, sugar, milk, taters, and beer. 

Take a fresh lease of life and commence a new era 

■ Mr. Banting’s advice makes one long to begin — 

Drink claret and sherry, good grog and Madeira, 

Take four meals a day and“grow gracefully thin.” 

The passage of almost a century does not appear to have 
brought about any marked improvement in the art of slimming, 
and perhaps the old Roman custom (employed to a certain 
extent in this country around 1824, when Sir Astley Cooper 
popularized John Hunter’s (1772) and Dukes’s (1822) modifica- 
tion of what is now Ryle’s stomach tube) of eating a hearty 
meal, pressing on regardless (gastronomically), then vomiting 
immediately afterwards, had certain advantages. — I am, etc., 

London. VV.l. J. DOUGLAS ROBERTSON. 

Sm,— May I suggest the use of Dr. R. D. Lawrence’s simple 
diabetic diet (unweighed) card, or a card on the same lines, 
for the dietetic treatment of obesity ? This card, which shows 
all the common and many of the rarer foods under such head- 
ings as “ Forbidden ” or “ Allowed ” (more or less ad libX 
finally shows a certain number of foods that must be taken in 
known amounts. A modification of the card gives (n) forbidden 
foods, a group including sugar, cakes, and several other items ; 
(i>) allowed ad lib, — tea, coffee, water, and certain other drinks, 
saccharin, etc., ; (c) proteins and fats — here all one need do is 
say “ Normal rations ” ; (d) carbohydrates — (1) a group which 
may be taken ad lib., (2) a group which should be taken in 
normal amounts only, and finally (3) there is Dr. Lawrences 
last group of several common food items, each called a portion 
and each being about 10 g. carbohydrate. This last group in- 
cludes potato (size of hen’s egg), bread, milk (a tea-cup), etc. 
The only item one need weigh (at first) is bread (i oz, 08.8 g.) 
= one portion). If one allows the patient 14 portions per 
day he (or more often she) makes his (her) selection from this 
group. By the use of such a diet obese people can join fairly 
easily in the ordinary family meals. They should weigh 
themselves w'eekly, and should aim to lose an average of 2 lb. 
(0.9 kg.) per week ; if not doing so after two or three weeks 


they can raise or reduce their number of portions sliehtly. It 
has been suggested that one item — nuts — ^not -specially excluded 
on the diabetic diet card should be excluded in the treatment 
of obesity, but in general their cost will forbid them to most 
people. 

The card is obtained from Mesrs. H. K. Lewis & Co., London. 

In using Dr. Lawrence’s diabetic card one must of coune 
delete such paragraphs as relate peculiarly to diabetics — e.g., 
reference to insulin. — I am, etc., 

Middlcsbrotieh. BASIL LoNGBOTELA.M. 

Sm, — Dr. H, L. Marriott’s wei^t-reducing diet (July 2. p. 18) 
allows as many potatoes as the patient likes, but no fat or 
cheese. A variation of this diet which is equally successful and 
pleasanter for the patient is to forbid potatoes but insist that 
all the ration of butter, margarine, cooking fat, and bacon is 
eaten, as well as all the cheese which can be procured. Patients 
should also be told they must eat four meals or snacks daily, 
and if they find that as a result of the diet they are sleeping 
badly or are having nightmares they should have their largest 
meal as late as possible at night. — I am, etc., 

_ London, VV.l. FR.A.NXLIN BicK-VELL. 

Teaching Pharmacology in India 

Sir, — I was much impressed with the report of the Medical 
Curriculum Committee on “The Training of a Doctor.” 
Especially was I pleased to read the remarks on the teaching 
of pharmacology and therapeutics. 

Having devoted now over 30 years to the teaching of pharma- 
colog}'. and being the author of a standard book on pharma- 
cology, materia medica, and therapeutics, I always realized 
the defect in the present sj'stem, and you were good enough 
to publish in the journal of Sept 11, 1937 (p. 552), my v iews 
on the teaching of pharmacology. I stressed the importance 
of teaching pharmacolog}' and therapeutics together and also 
the necessity of allotting clinical beds to the teacher of 
pharmacology. 

Recently the Medical Council of India appointed a com- 
mittee to revise the medical curriculum, and I have been 
appointed chairman of the Committee on Pharmacologv- and 
TTierapeutics. Your report has been of great help to us. I 
have issued a queslionary to get the viewpoints of those who 
are engaged or interested in the subjecL I shall be grateful 
if you could help me in getting the views of those interested 
in the subject in your country. — I am, etc., 

. - - B N. Ghosh. 


Tolerance to Adrenaline 

StR, — ^The following case illustrates acquisition of a ver, high 
degree of tolerance and resistance to adrenaline, followed by 
complete loss of same after the drug had been withheld for a 
short period. 

The patient, a man aged 51, has had spasmodic asthma for four 
years. He suffers from recurrent bouts of what can best be described 
as chronic status asthmaticus. These bouts last about a month. 
Before coming under my care he was taught how to administer sub- 
cutaneous doses of adrenaline to himself. Though restricted as to 
what was a safe dosage, he was urged by the severity of his symptoms 
to adopt " kin or cure ” methods. On one occasion he injected 
ISO minims (10.5 ml.) of adrenaline hydrochloride solution 0/1,000) 
as a sin^e dose. He remembers no subjective symptoms. W.en the 
patient came under my care he vvas using large quantities of the drug 
in divided doses— i c , 3-4 mim'ms (0.18-024 ml.) — cvciy im'nute unii! 
relief of s}'mptoms, perhaps 1 oz. (28.4 ml.) in all during a bad night. 
The injections sometimes brought on an ocripital headache. 

After the last prolonged bout came to an end the drug was 
withheld for a month, and during this time there occurred a remark- 
able loss of tolerance. XVhen next I had occaaon to use the drug 
I was agreeably surprised to find that a 15-minim (0.9-ml.) dose was 
effective. This caused the systolic blood pressure to rise from 125 to 
175 mm. Hg in six minutes, together with a small rise in the diastolic 
pressure and the pulse rate. The ne.xl day a larger amount was 
necessary to relieve his asthma. It caused a most violent reaction 
(agonizing throbbing headache, rigor, and tachycardia), and even 
a 15-minim dose on the following morning caused a similar headache. 
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Thus , a patient who had once taken a single dose of 180 
minims of adrenaline hydrochloride (1/1,000) without subjective, 
ill effects becatne intolerant to a dose of 15 minims when the 
drug was withheld for a month. There was no question of the 
needle being in a vein. — 1 ani, etc., 

Dublin. E. Desmond Flood. 

Exchange of Doctors tnth U.S.A. 

Sir, — ^Before the war there were some schemes in action 
for the exchange of doctors between hospitals in this country 
and the U.S.A. There is now a more widespread desire by 
doctors in this country to visit the U.S.A. This may often be 
facilitated by arranging for a regular exchange of doctors 
between medical schools and hospitals in the two countries. 
There seems to be some fear that making such an arrangement 
for an American doctor to work in a hospital here infringes 
the Acts governing medical practice here.' This, is not the case, 
for by Section 8 of the Medical Practitioners and Pharmacists 
Act, 1947, Parliament has made provision for the admission 
to the Medical Register of Commonwealth and foreign practi- 
tioners temporarily in the employ of hospitals in this country. 

If a hospital is prepared to offer a postgraduate post to, a 
qualified practitioner who is not registered here, it is desirable 
both for him and for the hospital that he should have the 
status of ' a registered medical practitioner as the holder of 
that post, and Section 8 enables him to become temporarily 
registered here for that purpose. 

The procedure for temporary registration under the section 
is quite simple, and it is only necessary to add^ that a practi- 
tioner who is not a British subject must, of course, as a first 
step obtain permission from the Home Office to enter and to 
remain in the U.K. in order to do postgraduate work.— I 
am, etc., 

•• Ronald MacKeith. 


POINTS FROM LETTERS 

Palpation of the Pancreas 

Dr. N. S. Fraser (St. John’s, Ne\yfoundIand) writes: Is it possible 
to palpate the pancreas in disease 7 ' The normal pancreas is soft and 
could not possibly be felt through the abdominal wall, but a diseased 
gland, swollen and congested, will be firm to the touch and has only 
a flaccid, empty stomach over it. The transverse colon does not 
cover it. Then there is the abdominal wall with its tense rectus 
abdominis which is liable to contract if the hand is not gently 
applied. The inscriptiones tendinae are above and below the area 
to bo palpated, and so do -not interfere with the palpation. With 
concentrated attention, a warm hand flat on the abdomen, and fight 
pressure, gradually increased, one can feel the whole gland if it is 
swollen with disease. Then, on pressure with one finger, the patient 
will wince and say it hurts. Such has been my finding m the 
diagnosis of subacute pancreatitis, beginning with a personal expm- 
encc, and I would like an expression of opinion from others. The 
spleen cannot be felt until ifis diseased, and the same can be said of 
the kidney ; so why not the pancreas ? 

Herpes, Varicella, and Liver Extract 

Dr. L. Kilroe (Rochdale) writes: With reference to the letters 
by Drs. James Rooth and M. Mansour (July 9, p. 99), I saw cases 
of herpes coinciding with attacks of chicken-pox in 1940 and 1946. 
Both occurred in adult males (aged 45 and 47). The herpes, in one 
case intercostal and in the other frontal, appeared 5-7 days before 
the chicken-pox rash. Incidentally, the injection of 2 ml. of 
“ anahacmin ” in the second case on the appearance of the herpes 
did not appear to modify the course of either the herpes or the 
chicken-pox. The eruption in the intercostal case was the worst 
I have seen in a case of shingles. In over 40 years of practice I can 
only recall one other case of severe chicken-pox in an adult, again a 
male, aged 52. Herpes was not present. I have not yet seen a 
case of herpes with chicken-pox in a child. 

Creeping Eruption 

Dr, F. ADtM Thomson' (Ipoh, Malaya) writes: With reference to 
the medical memorandum by Dr. J. P. Caplan (March 5, p. 396), 
a number of these cases came under my care while practising in 
Northern Rhodesia. Infection as a rule seemed to date from a 
South .African holiday. All responded to the vigorous local applica- 
tion of oil of chenopodium to the advancing end of the weal. 


Obituary 


I 

BRIAN RAIT-SMITH, D.A., F.FA. R.C.S. . 

Dr. Brian Rait-Smith, anaesthetist and demonstrator 61 
anaesthetics to St. Bartholomew’s Hospital, died at 
St. Albans on July 14, aged 45, He was educated at 
Jesus College, Cambridge, and St. Bartholomew’s Hos- 
pital. He qualified in 1929. Within six months of enter- 
ing the department 'of anaesthetics as a junior he was 
promoted to senior resident anaesthetist, an appointment 
he held until he joined the'honorary staff in 1937. He took 
the D.A. in 1935, and this year was admitted F.F.A. R.C.S. 
He was- particularly interested in the anaesthesia of neuro- 
surgery and thoracic surgery. As a resident he played an 
important part in the pioneer work of chest surgery, and 
until his death gave anaesthetics for the increasingly diffi- 
cult procedures undertaken by thoracic surgeons and neuro- 
surgeons. He published work on anaesthesia for cardiac 
surgery, particularly that of the patent ductus arteriosus, 
and his article on anaesthesia in neurosurgery is shortly to 
appear in a textbook. He also wrote on obstetric anaes- 
thesia, and his own observations on trichlorethylene and 
curare were reflected in papers from his department. Before 
he became whole-time anaesthetist to St. Bartholomew’s 
at Hill End Hospital he was anaesthetist to the British 
Postgraduate Medical School, the Brompton Hospital, 
and Papworth Settlement, and he had been consulting 
anaesthetist to the L.C.C. 

To the surgeons with whom he worked and his colleagues 
in the department Rait-Smith’s skill was a greatly appre- 
ciated constant among the many variables of operative 
surgery. The difficult work he undertook is proof of the 
high standard of his anaesthesia. He had all the properties 
of a first-rate anaesthetist — ability, cool-headedness, sharp 
clinical judgment, and an enviable amount of common 
sense. That he was always cheerful and courteous and 
never allowed his temper to become ruffled was- remark- 
able in one who spent his life in busy operating theatres. 
His residents became his firm friends within a few weeks 
of their appointment, and his help in their later careers 
can be witnessed to-day by a score of successful anaes- 
thetists. A hard worker, he never resented a call to the 
theatres at Barts, however inconvenient the hour the request 
was made. There was no “ side ” about Rait-Smith. He 
hated affectation, and was as skilful in his deflation of a 
self-important surgeon as in his discreet encouragement of 
a young surgeon or anaesthetist. All this he managed 
despite the subarachnoid haemorrhage he had in 1942, the 
significance of which he knew well, and two major opera- 
tions in the following five years. He was so full of zest 
for life in spite of his ill-health that his death is a shock 
to his friends, who will aU extend their sympathy to his 
wife. 

A memorial service will be held in the church of Saint 
BarthoJomew-the-Less, on Tuesday, July 26, at 12.30 p.m. 


Dr. Charles Salkeld, who died in Bournemouth on June 7 
at the age of 81, was for many years in practice as an ear-nose- 
and-throat specialist in Ihat town. He was educated at Man- 
chester Grammar School and served his time as an engineer 
before taking up medicine. After graduating B.A. with honours 
in classics in 1891, he had a brilliant career at Durham Uni- 
versity. He won the Gibb Scholarship in pathology, the Dickin- 
son Scholarship, and the Charlton Scholarship in medicine, all 
in 1896. He graduated M.B., B.S. a year later. After 12 years 
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of general practice in Leeds Dr. Salkeld decided to specialize 
in ear, nose, and throat work, and he studied at the Central 
London Throat and Ear Hospital, where he became a clinical 
assistant. He started specialist practice in Bournemouth in 1913, 
but in 1915 joined the R.A.M.C., in which he served at home 
and overseas for four years. He then returned to Bournemouth, 
where he was appointed to the staff of the Cornelia and East 
Dorset Hospital, Poole, and later the Cottage and Children’s 
Hospitals at Swanage. He also operated for many years at the 
Victoria Home for Crippled Children. Dr. Salkeld had recently 
retired from active practice following a severe illness. He had 
had an unusually broad education in engineering, classics, and 
medicine. His interests were wide, and his range of accurate 
knowledge was a byword with his family and friends. Apart 
from all this Charles Salkeld had a personality and appearance 
which inspired confidence and respect. He had a quiet, cheer- 
ful disposition, and when he spoke it was usually to give a well- 
considered opinion. Small talk and making conversation were 
not in his line ; and he disliked social functions, at which he 
seldom appeared. He was unostentatious, never pompous, and 
completely genuine. His loss will be keenly felt by many 
friends, relatives, and colleagues. He leaves one son, who is in 
practice as an ear-nose-and-throat specialist in Bournemouth. 


Medico-Legal 


LEG.4.CIES TO HOSPITALS UNDER N,H.S. 

[From Our MEDtco-I.EGAi, Corresfontjent] 

A lady made her will on June 18, 1948, directing the executors 
to divide the residue of her estate into eight equal parts and 
to give one part to the Cancer Research Institute and another 
to the Royal Cancer Hospital.' At that time, and when she 
died on June 23, 1948, tolh were charities, but before the 
will was proved the Hational Health Service Act came into 
force, on July 5, 1948, and doubt arose whether the right 
to receive the share of the residue left to the Institute was 
vested in the Royal Cancer Hospital or in the Minister of 
Health. Was the executor required to apply the shares to the 
board of governors of this teaching hospital under Section 60 
of the Act, or to the Ministry, or were they undisposed of ? 
These questions were brought to the Chancery Division for 
solution by the Ministry of Health, counsel admitting that 
the Ministry confessed itself unable to understand the Act. 
The Ministry desired elucidation of the Act for its own 
convenience.' 

Mr, Justice Harman said in his judgment that he had expected 
to find some guidance in the Act on the destination of legacies 
to hospitals. He had read the Act section by section with a 
bewilderment which finally ripened into despair when the con- 
clusion ‘was forced upon him — a conclusion from which he 
could see no escape — that by some mischance the Legislature 
had so framed the clauses of the Act as to leave charitable 
legacies of this kind outside it. The Act in that respect was, 
he said, almost a miracle of ineptitude. 

The question could not go to arbitration, for it was a matter 
of law and not of fact. The interest which was left by the will 
was excluded from the category of endowments, nor was it a 
right acquired for the purpose of carri’ing on the business of 
the hospital. As the legatees had survived the testatrix, the 
legacies could not have lapsed. 

The bequest must be dealt with by a scheme brought into 
court by the Attorney-General in the ordinary way. In 
discussing costs, he said that the difficulty had been caused by 
the astonishing ineptitude with which Part II of the Act was 
drawn, and he saw no reason why the charities which took 
the other shares of the residue should pay for the omissions 
of the Legislature. He did not think be ought to order the 
Minister to pay the costs, but be ordered that they should come 
out of the two shares over which the difficulty had arisen. 


1 Thi- Tmn. May tl. IW’ 

2 Sfanckesjer Cujrdhn, Mty 12, 
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TUBERCULOSIS IX SCOTL-AXD 

Estimates for the Department of Health for Scotland and the 
National Health Service, Scotland, were considered on July 6 
in the Scottish Standing Committee. 

Opening the debate, Mr. Walter Elliot drew attention to 
recent figures for the incidence of pulmonary tuberculosis in 
Scotland. The factual inquiry which the Secretary of State for 
Scotland had set on foot had not yet indicated the nature of its 
report. Would it be available before the House rose for the 
summer 7 

Mr. WooDBUR.'.' said the report would not be available. Many 
facts had been elucidated, but if they were to be published as 
they stood at present they would be misleading and in some 
cases alarming. 

Mr. Elliot said that in the absence of information 
exaggerated figures held the field. He hoped it would be 
possible to bring out an interim report and that some parallel 
figures could be secured for England and Wales. Figures which 
he himself had given to the Committee last year had indicated 
that the good figures for tuberculosis were in the South of 
England and that as one moved to the Xonh the figures 
increased. This was not conclusive, however, because when 
one came to Aberdeen the figures suddenly improved. Dr. Harry 
Rae, the medical officer of health for Aberdeen, had pointed 
out in his report for 1947 that, although in Scotland as a whole 
the death rate for pulmonary tuberculosis was 66 per 100.000, 
in Aberdeen it was 35. Jn Scotland generally there had been 
increases both in the number of deaths and in notifications. 
The number of deaths was 2,717 in 1939 ; 2.932 in 1945 ; 3.231 
in 1946; 3,739 in 1947 ; and 3,417 in 1948. Notifications were 
7.317 in 1945 ; 7,627 in 1946 ; 7,984 in 1947 ; and g.OlO in 1948, 
which was the highest figure in Scotland for 30 years. 

The figures for non-pulmonary tuberculosis were improving 
That reflected success in the long campaign against bovine 
tuberculosis. In 1945 they were 18. which was higher than 
pre-war; 15 in 1946; 14 in 1947 ; and in 1948 they were down 
to 9. In Scotland the number of patients in institutions had 
risen from 4,253 in 1945 to 4.462 in 1948. The waiting-list had 
gone up from 1,600 in 1945 to 2.500 to-day. Yet there were 
still in Scotland 572 beds which because of lack of staff could 
not be used. Dr. Harry Rae attributed part of the favourable 
position of Aberdeen to the fact that there were enough beds 
available there. 

At the recent Harrogate conference a Glasgow doctor had 
spoken of a large increase in the waiting-list there and drew 
attention to an increase in the proportion of noiifications among 
children under 15 — in 1945 it was 9.3'^, but m 1948 it was 
18.4%. Glasgow used to have its own tuberculosis organization. 
Now the responsibility had moved to the Glasgow Regional 
Board. The National Association for the Prevention of 
Tuberculosis bad advised regional hospital boards to set up a 
permanent tuberculosis committee. He did not know to what 
extent that advice had been carried out in Scotland. 

A more extended use of B.C.G. vaccine might be of advan- 
tage and might help to stop the wastage of nurses in tuberculosis 
institutions, which rose as high as 65^,. But isolation must 
always remain one of the main weapons for dealing with the 
white scourge. The number of active cases of tuberculosis or) 
the waiting-list for bouses in Glasgow was 437 in 1945 and in 
1948 was 593. The Secretary of State must regard this as a 
matter of urgency. In some way or another the 500 beds which 
were empty in sanatoria should be brought into use. Vigorous 
campaicniiig by the Secretao’ of State would obtain an increase 
in the number of nurses for sanatoria. 

Some post-war deficiency in nutrition was perhaps responsible 
for part of the increase. The intake of calories per head was 
less than it had been before the war. People in Glasgow, 
although badly housed, had before the war spent more money 
on food. Now they could not get more food than anyone else. 
It might be that somehow a more active tubercle infection had 
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reached the country. The great influx from the Continent, the 
influx of Poles, might have something to do with that. 

Changes in Incidence 

Mr. WooDBURN said the main increases had taken place in 
districts where the Poles had not been. The incidence of 
tuberculosis was very high in Southern Ireland, but there never 
had been a smaller importation from Southern Ireland than in 
the period when tuberculosis in Scotland had increased. The 
fall in deaths from non-pulmonary tuberculosis was from 705 
to 426. Notifications of tuberculosis had gone up by a third 
compared with the five years before the war. But a comparison 
between notifications to-day and pre-war notifications had no 
value except to show that the medical profession was more 
alert to deal with the incipient disease. The number of notifica- 
tions gave no indication of the reason for the increase in deaths. 

Investigations by the Committee which he had set up had 
revealed how difficult it was to reach any sound conclusions. 
Deaths from pulmonary tuberculosis had been rising in Scotland 
but not in every place. The picture Mr. Elliot had given of 
children under 15 was not quite accurate ; actually the number 
of cases had decreased slightly even when compared with the 
pre-war figures. 

The situation could not be explained by any figures available 
at the present time. Because of this he thought it would be 
unwise to publish figures which might create speculation and 
alarm. In the worst places in Scotland the incidence was 110 
per 100,000, and in the best places a little over lO'per 100,000. 
Congested living conditions still had a great deal to do with the 
spread of the disease, and therefore they should concentrate on 
segregation. So far as any distinction could be drawn it was 
between congested old towns and country areas, yet Ross and 
Cromarty was a bad area. 

He had taken sfeps to get an additional 1,000 aluminium - 
houses so as to free houses suitable for families where tubercu- 
losis was present. The Department had also been able to make 
an additional 500 beds available since the beginning of 1948. 
It had put 50 more full-time nurses and 350 part-time nurses on 
to this work. Streptomycin was available in all cases where it 
was suitable for use. B.C.G. would shortly be available for 
use in Scotland for contacts. It was true that Scotland was still 
going backwards in regard to tuberculosis, and that tendency 
had not altered this year. The mystery was that they were 
not going backward in every place. The problem had been 
narrowed down, and the Committee under the National Health 
Services Council was pursuing this matter vigorously. 

Mrs. Cullen suggested that Mr. Woodbum should consider 
moving elsewhere aged and infirm persons who did not require 
trained nursing' personnel. This would clear some wards' so 
that the trained nurses could be used to greater advantage. 

Commander Hutchison said a more extended use might be 
made of health visitors to keep cases of tuberculosis under 
observation. There were four mass radiography units in 
Scotland, and it would be helpful if there were more, 

Mr. Hubbard urged that a campaign should be started by the 
Government giving information to every individual about the 
causes of tuberculosis and the means of preventing its spread. 

Position of Tuberculosis Officers 

Mr. GALBRAtTH urged Mr. Woodburn to ask the Committee 
to issue some sort of report at the earliest possible moment. 
He was doubtful whether patients would continue to get the 
best possible treatment if tuberculosis officers were classified 
as senior hospital officers and not as specialists. This fear had 
been e.xpressed at the B.M.A. meeting at Harrogate. They 
needed to attract the most able doctors to the study of 
tuberculosis. 

Mr. Mathers said doctors with whom he had discussed the 
rise in the incidence of tuberculosis had suggested that the 
conditions of life of young people, and particularly young 
women, were important. In his constituency young people 
left home early in the morning to go to work by bus, had 
hurried meals, and were out dancing till midnight three, four, 
or five nights a week. As a result they became debilitated and 
an easy prey to tuberculosis. A great deal of the incidence 
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could be prevented by instruction to people about the way they 
sapped their energy and reduced their resistance. The highest 
incidence of tuberculosis was between the ages of 15 and 25. 

Replying to the debate, Mr. Tnoms Fraser said Mr. Wood- 
bum was anxious that as much information as possible should 
be made available to health authorities and Members of 
Parliament as well as to the medical profession. The Com- 
mittee which had been set up must conduct its researches 
thoroughly before reporting. It might be that there was a 
deficiency in diet, and the Committee would consider that. The 
diet of Scotland, however, was no different from that of England 
and Wales. The number of notifications in children under 15 
had gone up a little, perhaps because of mass radiography, but 
the death rate of those under 15 was going down. They must 
not imagine that the position was improving in the whole of 
England and Wales. The town where figures had worsened 
most in the last 10 years was Jarrow. In 1938 Jarrow had 78 
deaths from tuberculosis per 100,000 population. In 1947 the 
figure was 1 10. Glasgow was second in the fist with 85 deaths 
in 1938 and 105 in 1947. Next came Dundee with 62 deaths 
per 100,000 in 1938 and 82 in 1947. The worsening was where 
poverty had been greatest in the last 20 years. 

Concluding, he pointed out that the general health of Scotland 
was better than it ever- had been before. The suggestion made 
by Mrs. Cullen that nurses now looking after old people should 
be made available for cases of tuberculosis was well worth 
making and had not been overlooked by the Secretary of State 
or by the- hospital boards. 

The Committee then adjourned. 


General Medical Council 

Sir Hartley Shawcross moved on July 12 the Second Read- 
ing of the House of Commons (Indemnification of Certain 
Members) Bill. He explained that it dealt with a possible 
infringement of the laws relating to offices of profit under the 
Crown. These laws in the main were embodied in the Succes- 
sion to the Crown Act of 1707 and were obscure. The view 
had been taken that to be held under the Crown an office did 
not necessarily have to be subject to any continuing control by 
the Crown in its exercise. Where there was any expectation 
of payment going beyond a fair reimbursement of expenses 
incurred, such payment would make the office one of profit. 
The attention of the Government had been drawn to the posi- 
tion of certain members who had been nominated by his Majesty 
as members of the General Medical Council. The King, on 
the advice of the Privy Council, nominated five members of the 
Council to hold office for a term not exceeding five years. 
Provision was made for the payment of fees to members, and 
in practice they were paid a sum of 5 guineas in respect of 
each attendance. They were not paid out of moneys provided 
by Parliament but out of moneys collected by the medical pro- 
fession from registration fees. That the actual emoluments of 
an office were,derived from sources other than public funds was 
not held by the Government to be a criterion of whether an 
office was one of profit under the Crown. During the present 
Parliament two Members of the House had been nominated to 
the Council on the advice of the Privy Council. Previously 
many members had sat on the General Medical Council with- 
out anyone suggesting that there might be an infringement of 
the Statute of 1707.- Penalties against these members should 
now be statute barred and they were not included in the Bill. 

The two members appointed in the lifetime of the present 
Parliament had been appointed and held their office in good 
faith on the basis of many precedents, but there was no doubt 
that they had been appointed to an office of profit under the 
Crown. Mr. John Hynd had nev'er acted in the office, because 
before he took any part in the proceedings of the General 
Medical Council it occuired to him that there might be some 
question of impropriety in holding the .office. The two 
Members concerned must vacate the appointments but ought 
not to be penalized for having held them, and this Bill sought 
to indemnify them. The Government did not seek to constitute 
the office into one not of profit, and did not propose to legislate 
to say this should not be an office which members must not 
hold. It would be the future policy that no member should be 
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qualified to hold the office. Sir Hartley went on to refer to a 
case of a different character in which another member was 
concerned and for which the Bill also proposed indemnification. 

Mr. R. A. Butler said that, in view of the fact that under 
the rules of the General Medical Council fees and reasonable 
travelling expenses could be paid, there was no doubt that the 
case of the two members ought, to be covered by a Bill such as 
that before the House. It was intolerable that members should 
be in a position where they might at any time unwittingly 
contravene the law. 

The Bill was then read a second time without a division, 
passed through Committee without amendment, reported, and 
read a third time. 


Universities and Colleges 


UNIVERSITY OF CAhfBRIDGE 

Sir Maurice Alan Cassidy, Physician-in-Ordinary to the King, has 
been elected an Honorary Fellow of Clare College 
David Robertson Smith, M.B., B.Chir., has been elected to an 
Elmore Medical Research Studentship, from May 1. 

In Congregation on June 21 the degree of M.D. was conferred on 
T. S. Hindle. 

In Congregation on June 22 the degree of M.B. was conferred, 
by proxy, on J. Ff. Edwards. 


UNfSERSITY OF GLASGOW 
The following medical degrees were conferred on July 9 ; 

M.D. — A. Allison, W. Chambers, W. W. Douglas, W. S. Linton, 
T. M. Paterson. 

Chjrl. — ^J. Cuthbert, A. W. Kay. 

M.B., Ch.B. — ^Kathleen M. Adams, Marion K. Aitken, A. G. 
Andmon, G. Anderson, I. N. O. Asinobi, H. B. M. Auld, Anne R. 
Austin, A. G. BarTde, M. McA. Baird, R. Bankier, G. 1. Barrow, 
N. J. B. Bowie, A, H. Boyd, A, Brodie, I. D. Brown, T. Brown, J. 
Buchanan, Millicent E. Bums, R. K, Butt, A. H. P. Carswell, Mary S. 
Christian, J. H Cowte, I. D. Cullen, T. A. Cunningham, D. Davies, 
F. W, G. Dcighton, D. A. T. Dick, J. F. Dick, Grace C. Dunbar, R. 
Erskine, J. Forsyth, J. Frame, P. G. Gaskell, R. M. Gibson, J. C. 
Gillespie, J, S. Gillespie, B. Green, R. Greenhrll, A, J. Hale, A. M. 
Halliday, P. Hay, J. C. M. Henderson, G. P. Henry, W. F. Heslin, 
Elspeth C. Higgins, Margaret 1. Hill, D. S. Hogg, D. W, G. Honey- 
man, R. McD, Hosie, Janet L. P. Hunter, S. W. Hind, Christina M. 
Jack, J. B. Johnson, D. G. Kay, Mary W. Kellock, A. E. D. Kennedy, 
A, S. L. Kennedy, J. Knox, A. Kyle, A. S. McC. LamonL J. G. Leitch, 

S. -G. Leitch, D. W, Leslie, G. H. Lowther, S. G. McAlpine, 
Sheena E. McCoshim, D. MacDonald, D. G. MacDonald, Sheila C. 
MacGregor, N. J. McKellar, J. V. McKenzie, Ruth B. McKenzie, 

D. McKirdy, J. R. Maclean, Ethel E. M. McLellan, Cynthia J. 
McPherson, W. McQuater, R. K. McRae, G. T. Matr, Maureen A. F. 
Malcolm, Hazel G. Mansell, Elizabeth L. Millar, T. M. MtJler, A. T. 
Mitchell, J. N. S. Mitchell, J. J. E. D. Mitchell, J. Moodie, J. B. 
Morris, Sylvia Morris, T. P. O’Hea, H. W. J. Park, L. R. Parker, 
D. C. Pendrigh, A. J. E. Pollock, W. M. Prentice, J. R. Raeside, A. M. 
Retd, A. W. Reid, J. M. Reid, B. J. Reilly, A. A. Robertson, A. K. 
Ross, P. Roughead, J. R. Roy, T. S. Russell, T. C. Rutledge, Jessie L. 
Sharp, A. Silver, R. G. Sinclair, G. D. Smellie, C. McP. Smith, 
Joan E. Smith, W. D. Smith, Sheila W. Soote, R. H. Stewart, W. O. 
Stewart, D. S. Strachan, G, H. Swanson, Vera Taylor, Elizabeth D. 
M. J. Thomas, A. S. Watson, Sheila M. Whiteside, J. R. M. Wilson, 
R. B, Wilson, W. Wilson, G. B. Wylie, G L. Wylie, Mary W. Young. 

UNIVERSITY OF DUBLIN 
School of Prrvstc, TarNtTV College 
The following candidates have been approved at the exattunaltons 
indicated : 

M.D.— R. A. J. Holmes-Ievers, P. J. Mullaney. 

M.B.. B.Ch., BA.O.^D. W. Beckett, W. G. T. Bell, F. G. O. 
Burrows, Dorothy J. Cartmill, C. G. H. Charlton, R. P. A. Coffey, 
R. S. Crone, W. P. C. Dcely, E. W. Eppel, B. B. Fazackerley, 

T. G. Feeney, * ^Audrey M. Franklin, *R. J- hi. Fry, ’Agnes C. 
Good, C. Harris, Wilhelmina Hutchinson, H. P. Isaacson, ’Beatnce 
P. Karmel, S. M. Laird, ’Thelma H. W. Morks, Sybil E. K. Oulton, 
' ’Eleanor B. Oulon, W. Pappenheim, L. R. Robinson, Kathleen C. 
Rogers, Eva Roith, C. F. Ross, ’Stephanie Saville, ’S. B. Sloan, 


M. D. M. Staunton, B. S. Telford, ’W. D. H. Troughton, E. R D 
Williamson, Oonagh D. Wray, R. S Young-. 

M.B. — Reva Berslock, S, C. Blake, Evelyn Browne, Joan I 
Buchanan, L. J. Qein, K. C. Ftnkel, R. C. Gray, O. H. Killen, 

E. B. McHugh, Shcilagh M. McHugh, J. C. McLean, W. D.’ 
McNaul, T. T. E, Michael, R. Nelson, J. P. Nizott, V. P. 
O’SuIlivan-Quinn, Ruth M. Perrott, Frances E. Russell, R. N. 
Siberry, A. A. Sweeney, Annie M. G. Troughton, F. A. Walkev. 

M.B,, Bjk.O. — ^Vyvyan I, K. Johnston, 

B-Ch., B.A,0. ^Mabel M, H. Hodgins, -B. A. McC. Thompson. 
B.Ch. — W. D. H. Powell, Gwendoline G. L. Foots. 

BA.O. — D. L. Cowan, hlarisa A. O'Keeffe. 

’With second-class honours in medicine. ’With 'econd-class 
honours in surgery. 

UNIVERSITi' OF DURHAM 

In Congregations held on July 1 and 2 the following medical degrees 
were conferred: 

M.D. — H. M. Dixon, D. G. French, S. Josephs, F J. Prime, M. 
Walton, ‘C. A. H. Watts, ‘W. E. Hick, ‘C. Strang. 

M.S. — James Watt. / 

M.B., B.S. — C. F. Anderson, J. A. Anderson, G. W. Bainbridge, 
Jean M. Bainbridge, S. M. Bell, G. S. Black, Sheila M. Bowerbank, 

F. W. B. Breakey, Hugh Brown, Eleanor J. CarmichacL Barbara W. 
Cooke, L, D. J. Coore, D. Coulthard, B, W. D. Crawford, Elizabeth 
Daley, H. Davison, H. D. Davison, Mary Dixon, Joyce Dodds, L. B, 
Fleming, Robina M. Forsyth, Vera M. Gallagher, Dorothy B, 
Gilmour, J. B. Glaholm, Pearl Goddard, H. Gossmann, Eve R. 
Halson, J. Harper, Maureen McG, Henderson, J, P. Hurley, J. E. M. 
Hutchinson, W. D. Kerr, E. G. Knox, G. E. Langley, Sheila Langley, 
L. J. Levene, Norma D. Lill, J. McCormack, J, R, McGregor, I, F. 
McNeill, Joan E. Maddison, J. S. Makepeace, R. W. Mayes, Ann 
Moffatt, Sylvia A. Moss, G. A. Nemeth, Muriel K, Nicol, P. G. F. 
Nixon, Ruth Parkinson, Dorothy A. Percy, A. B. Piper, Ann F. 
Pumphrey, Greta L. Reid, W. T. Richardson, Margaret W. Rodham, 

N. R. Rowell, C. M. Scott, Gillian E. Sladden, A. S. Todd, C. G. 
Tulloh, H. P. Tullob, J. Turnbull, W. Turnbull, Constance N. 
Vernier, Elizabeth Wales, E. W, tiValton, A. J, Watson, L. L. 
Williams, R. K. Epstein, *G. H. N, Bates, *J. M. H. Hopper, 
•Kathleen S. Reed, ’Winifred J. Skinner. 

*In absentia. 


UNIVERSITY OF LONDON 

The following candidates at the London School of Hygiene and 
Tropical Medicine have been approved at the examination indicated : 

Academic Postgraduate Dn>LOMA in Public Htant.— A. O. 
Abushamma, Rend F. Barclay, S. Y. Bhagwat, ‘H. Btnysh, J. F. E. 
BIoss, L. B. De Lanerolle, H. A. Dharamsey, J. E. G. Earle. L G. 
Eddey, T. P. Eddy, S. J. Evans, A. F Fowler, 'A. W. Gm:s, 
A. H. Griffith, R. F. Guymer, W. G. Harding, C H. Hoslym., 
Esther Jackson, S. A. Jones, W, A. Karunaratne, M. S. Kataria, 
D. A. Kuruppu, M. G. Langdon, P. A. Lee, R. N. C. McCurdy, 
J. C. McDonald, T. C. Macdonald, J. J. McNair, J. R Mayers. 
Isobel S. Mowat, G. M. O'Donnell, C. E. Phillip, Isabella M. 
Pinkerton, J. St. C. Poison, R. H. Pratt, P. G Roads, C. L. E. H. 
Sharp, R. A. G. Smith, D. G. Snell, W. B Thorbum. R X Wilso.n. 

•Awarded a mark of distinction. 


UNIVERSITY OF MANCHESTER 

The following candidates have been approved at the examinations 
indicated : 

M.D.— 'J. Curry, B. H. Dawson, T. B. S. Dick, ’F, Howarth, 
=W. E. Kershaw, F. Latham, F. S, Mooney, T. H. Renton, =£. P. 
Samuel, D. Sutton. 

Ch.M.— R. H, Sewell. 

FINVL M.B., Ch.B.—’ •E. A. Allcock, ’ ‘Jean A. Lovatt, ’W. J. 
Metcalfe, Mary A. Adlington, Anne R. Barlow, ‘Jesffe M. Beard, 
T. B. Benson, K. Bloor, Margery F. Blumberg. F. Eottomlcy, Jean 
M. Breakell, N. C. Brown, K. D. Buckley, P. M. L. Bume, F. R. 
Calvert, ‘Betty Carrutfaers, C. Cohen, P. Cuff, R. D. Currie, S. 
Dobson, Audrey E. Draycott, P. D. Drinkwnier. ‘ ‘J. B. Eagles, G. 
Fildcs, Edith H. Grundy, G. Hudson, A. G. Jackson. G. Kettlewell, 
Kathleen M. Lord, 1. hlacpherson, Lavim'a M. Mal'.ott, Marroerite 
Midgley, Barbara Oldham, F. W. Oliver, Cr.ris-jr.e M. Parish. 
Marjorie E. Fetch, N. E. Quin, Regina Reif, Maryorie Rivers, A. D, 
Robinson, M. Sandler, Jeanette S. Shankland, D. P. Shepherd, 
Rosaleen E. Singer, I. A. Susman, R. M, Thomson, T. A. J. 'Thorp, 
Marcarct R. Thoseby, Barbara J. WaTiter. Kathleen R. Walker, 
T. H. TMiitaker, Olive C. Wilks, D. H. Yates. Part 1: B. L. 
Alexander, D. Ashworth, R. D. Atherton, Constance .M. 
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Bcvan, G. mils, Flora M. Bisscl-Smilh. S. M. Broman, P. 
Burgess, J. C. Canncy, P. W. Oirnic, Muriel D. Out, G. Oarkc, 
Barbara M. Couldwcll. D. Davies, B, Didsbuo', J. Ellis, E. J. 
Epsicin, J. D. Evans. M. C. Flasher, M. Fox, G. Garrcit, G. R. 
Gales, F. G. Hardman, J. K. Harris, T. V. A. Harry, B. Higgins, 
R. HincliclifTc, J. T. \V. Hmvc, G. Hon-ii(, T. R. Ilunler, /. E. 
Kencli, \V. Kerns, P. B. Lees, B. J. Leonard, M. A. Lemer, P. F. 
Lister, W. H. Lyle, Maria R. Mackay, B. E. Marks, A. W. 
Moule, J. T. Newton, A. S. Nicholas, G. W. H. Oldfield, Nancy 
Parkin, D. \V. Preston, R. Price, G. V. Purnell, K. L. Purnell, M. B. 
Raby, Carolyn C. Rigby, Gertrude H. G. Robinson, J. Robinson, 
Dora M. J. Rosbolliam, D. S. Rosenberg, Kathleen M. Rusliton. 
R. Schofield, H. Selcon, Loina J, Shankland, S. Shubcri, A. Sippcri, 
D. M. Somerville, S. Stead, G. Sullivan, Ha^el \V. Symon, C. F. H. 
Vickers, Margaret R. Wallcy, G. M. Watson, Sheila M. E. West, 
W. A. Whittaker, B. A. Wolfenden, D. Wolman, A. M. Womack. 

DipLovtA IS P.svciiOLooicst. Mrntctsc.— Ear/ 1: M. M. Lidgatc, 
A. Model. 

'Gold medal. ’With commendation. 'Second-class honours. 
‘Distinction in medicine. ‘Distinction in surgery. ‘Distinction in 
hygiene and preventive medicine. 


UNIN'ERSm' OF WALES 

WcLsii National School or Mcdicine 

On the recommendation of the Council of the Welsh National School 
of Medicine the trustees of the Mansel Talbot Endowment have 
appointed Fred'Grundy, M.D., D.P.H., D.P.M., to the hfan.scl Talbot 
Chair of Preventive Medicine .in the Welsh National School of 
Medicine. Dr, Grundy lias been medical officer of health to the 
Borough of Luton since 1937. 


UNfkTRSm' OF LD’ERPOOL 

The following candidates have been approved at the examinations 
indicated ; 

M.D. — C. V. Donnell)', J. G. P. Jones. Edith M. McConnell. P. L. 
Robinson, W.. Sircus, A. H. Williams. 

Masttr of Radioloov. — Pari /: J. Ainsworth, Constance M. 
Davis. Part 11; J. F. Dohcrl)', W. J. L. Francis, B. B. Harri.son, 
W. Kulkc, J. P, MacLaughlin, A. S. Whitehead, F. B. Wright. 

M.B., Ch.B. — * ’Brenda M. Heathcotc, ‘ ’W. B. Jennett, 
* ’J. C. Richardson. Part HI (Old Rcstdniions): Margaret Addison. 
D. U. Bloor, Rosemary J. Bolam, R. Bradshaw, K. W. Brewster, P. 
Burrows. Anthca M. Bushby, Jean O. R. Carmichael, Mary 1. 
Charlc.sworth, Jean M. Collins, Beiyl C. Davies, Catherine M. 
Durkin. W. Ellis, O, L. Evans, Shclagh J. Fair, G. H. Fletcher, 
R. I. Green, 1. W. Griffith, Margaret E. Hall, D. B. Hargrc.ivcs, 
J. F. Hobson, W. M. Hunter, P. Hurst, ’Margaret L, Johnson, J. L. 
Jones, R. E. Jones, R. H, Jones, Margaret Knox, Margaret A. Lees, 
Halina Z. Lewinska, D. H. Lloyd, Marcia McArthur, Audrey M. L. 
Owens, EUiel Owens, W. R. Paro', S Plumpton, Sheila M. Pope, 
Ursula C. Pope, J. N. Rimmcr, R. K. Rimmer, Myfanwy R. IL 
Roberts, E. Rogansky, H. U. Shaw, Pauline R. Sullivan, J. C. Taylor, 

R. P. Watkins, D. L. Williams, J. A. Williams. Passed in Separate 
Subjects: D. J. Adams, Dorothy M. Broadhurst, and J. S. Endbindcr 
(Surgery, Obstetrics and Gynaecology) ; Lily 1. Chesham and C. 
Griffith (Medicine, Obstetrics and Gjuaccology) ; A. J. Cunningham, 
Betsy E, Dasnes, E. J, J. Davies, and B. J. Maxtvcll (Medicine, 
Surgeryl. 

Diploma in Public Health. — D. J. Cusitcr, Elinor M. Evans, 

S. Ghousuddin, K. G. Koshi, D. A. W. Nugent, G. P. Reed, H. D. 
Sutherland, W. F. Wille. 

‘With second-class honours. ’With distinction in obstetrics and 
gynaecology. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GTOAECOLOGISTS 

At a special meeting of the Council held at the College House on 
July 5 with the President, Sir William Gilliatt, in the chair, the 
Honorary Fellowship of the College was conferred on Sir Henry Dale, 
O.M., F .R.S.. President of the Royal Society of Medicine, and on 
Professor J. E. He)-man. of Stockholm. 

The follov.’ing were admitted to the Fellowship of the College; 
H. L. Sheehan, D. F. Standing. 

The following were admitted to the Membership of the College : 
G. C. Brentnall, J. H. Maloney, C. Mukherjee, E. I. Ostn', H. 
Renton. D. B. Stewart, E. G. Zacks. 

The President formally presented the prize for an essay on “ Tlie 
Physiology of the Third Stage of Labour ” to Dr. Jean R. C. Burton- 
Brown; the prize was shared equally with Dr. Dasdd Shaw, whose 
essay was on “ The Management of the Third Stage of Labour.” • 


INFECTIOUS DISEASES AND WAL STATISTICS 

We print below a summary of Infectious Diseases and Vital Statistii^s 
in the British Isles during the week ended July 2. fNo. 

Fipire^ orpjincipal Notifiable Diseases for the week and iho^t for the ccrr:> 
fpondtns lati year, for; (a) Enslancl and Wales (London indaded). {’b> 
London fadminislrativc county), (c) Scotland, (d) Eire, (e) Nonh-m Irclaci 
of Bl'lhx (iri Dfctht, a^.i Depstki reco^dpd irrdrr ejich Irjpcthux disemt^ 
erf for: (a) The !2f> preat ton-n-s in EncUnd and Wales (indudinc: London), 
(b) London (administrative count>). fc) The J6 principal to^ms in Scotland. 
(d)Thc 13 principal town^ in Eire. (e)The tO principal tosvns jn Northern Ireland. 

A dash — denotes no cases; a ManV space denotes disease not notifiable or co 
return available. 


Disrsse 

I9i? 

1 94 5 (CoTTcvpon i 

sngW'ctLi 

(a) 

(b) 

li!L 

Id) 


(a) 

(b) 

(0 

(d) 

fe) 

Cerebrospinal fever 

73 

3 

15 

3 


42 

5 

15 



Deaths 


- 

' 




> 




Diphiberia 

£0 

14 

37 

— 

13 

141 

16 

40 

11 

7 

Deaths 

— 

- 

- 

1 


e 

1 

- 

— 

— 

Di-stntcry 

49 

3 

61 



69 

9 

39 




Deaths 

• 

L. 


— 

— 




— 

— 

Encephalitis Icthartica, 











aaite 





— 


1 


— 

— 

— 

Deaths 


— 





— 




Erjilpelas 

Deaths 


— 


’ 

2 


— 

33 

,, , 

Infective enteritis or 











diarrhoea under 2 











yean 




55 





1: 


Deaths 

22 


4 

; 

— 

27 

I 

11 


1 

McaOrA* 

6.9i4 

714 

iEO 

276 

137 

£.957! 6E0 

1:0 

132 

65 

Droihst 



- 

’ 

— 



- 

- 

1 

Ophthalmia neonatorum 

50 


!■* 

1 

1 

57 

> 


- 

_ 

Deaths 











P.vfatjT.'jotd fevtr 

13 

— 

— 

— 


6 

— 

1(B) 

— 

— 

Dcalhr 

- 

— 

— 

— 

— 

- 


- 

- 


Pneumonia, influenraj . . 

376 

19 

s 

J. 

£ 

359 

9| 


5, 

— 

Draths (from j.inu- 




j 





1 


enrafj 


— 

* 

“ 1 

— 


1 

- 

-I 


Pneumonia, primarj* , , 



169 

35 


.- 4 ' 



25 


DcaiUs 

t3£ 



IT 


I.. 4 I 



4. 

S 

Potio-enc«ph.iHtb. acutr 

I| 


1 

1 


2 



i 


Deothr 



■ 

1 



' 


I 

I 


roliomyclitis, acute 

£0 

6 

z' 

2 


36 

3 

1' 

2 

— 

DealMS 

4 










Putrpcrsl fever . . 

j 

— 

"■'l 




2 



— 

Deathr 

1 

I 



1 



■ 




Puerreml p.Te-tiat 

loi! 

It 

13 

— 1 



1:0 

13 

6 


! 

Deaths 


- 


I 







Relapsing feicr 





— 





— 

Deaths 











Scarlet feitr 

1,031 

96 

146 

59 

29 

1.552 

5:7 

353 


23 

De-Uhst 



- 

- 

— 







Smallpox 

_ 



- 

- 

— 

— 



- 

_ 

Deaths 




- 





- 


Typhoid fever . . 

4 




1 

6 


- 

3 


Deaths 

— 

— 






- 


- 

T>Thu5 fever . . 




— 


— 

— 

— 

- 

— 


Deaths 








_ 



W'hooping-cough* 

2.260, 

no 

52 

£9 

74 

2,907 

223 


69 

16 

Deaths 

6 

— 

1 

— 





a 


Dfaihs (0-1 year) 

251 

37 

32 


11 

243 

31 

41 

29 

10 

Infant monality rate 











(per 1,000 live births) 











Deaths (excluding still- 
births) 

4,192 

707 

■555 

16S 

106 

3.S67 

607 

522 

1S2 

US 

Annual death rate (per 











1,000 persons livins) 



IM 

10-4 








Live births 

7.61S 

1212 

S91 

446 

257 

s.oos 

1275 

971 

4S5 

253 

Annual rate per 1,000 
persons living 



17-9 

27-6 




19-6 

50-3 


Stillbirths 

ISl 

isi 27 



194 

17 

44 



Rate per 1,000 total 











births (including 











Stillborn) . . 












• Ntcasks and whooping-couph are not notifiable in Scotland, and the returns 
arc therefore an approximation oclv. r ^ 

t Deaths from measles and scarlet fever for England and Wales, ^ndv-n 
(administrative county), svill no longer be publish^. , j • • . 

t Includes primarj- form for EncJind and XXales. London (administra.uc 
county), and Northern Ireland. . . . v i-.- r t? 

§ The number of deaths from poliomyelitis and pob^n^phalms for Engia..- 
and Wales, London (administrative county), are combined. ^ 

fi Includes puerperal fc>*cr for England and Wales, Eire, and Northern Irelan- 
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EPIDE^^OLOGICAL NOTES 

Food Poisoning in Yorkshire 

On July 2, 332 cases of food poisoning occurred among 
school-children at Settle, Yorkshire. Salmonella typhl-murinm 
was isolated. The symptoms were fever, headache, prostra- 
tion, bellyache, vomiting, and diarrhoea. In the mildest cases 
the symptoms were constitutional rather than related to the 
abdomen, and were attributed at first to the heat of the sun or 
in one case to teething. Most cases were mild to moderate, but. 
in the more severe, frequent stools were passed containing blood 
and mucus. There were no deaths. On June 30 Farm A. 
which supplied school milk, was short of the required quantity 
and bought some from Farm B. A cowman at Farm B had 
been ill with diarrhoea and vomiting during the week but had 
carried on with his work : it was hay-making time and everyone 
was very busy. The milk from Farm B was stored overnight 
in a refrigerator and distributed with milk from Farm A to 
schools in Settle Rural District on July 1. There were no cases 
in, Skiplon Rural District, which received unmlted milk from 
Farm A. and no cases on Farm A’s milk round. There were 
three mild cases on Farm B's milk round and two moderately 
severe ones on the farm itself. Salm. iyphi-murium was isolated 
from a case on -Farm B, from a sample of the school milk 
supplied on July 1, from four out of six empty but unwashed 
milk bottles, and from the stools of selected cases among the 
school-children. 

Poliomyelitis 

_ An increase in the number of notifications of poliomyelitis has 
been reported for four consecutive weeks. The trend of this 
disease is one of increasing incidence until the autumn, and it 
seems likely that a large outbreak, such as was experienced in 
1947, must be expected. The number of notifications for the 
24th to 26th weeks were 31. 44, and 56 in 1947 compared with 
35, 48, and 80 of this year. 

During the week the largest returns were Cornwall, 
Camborae-Redruth U.D. 9 ; Yorkshire West Riding 9 ; Middfe- 
sex 8 ; London 6 (Lewisham 3) ; Lancashire 5 ; Devonshire 4 ; 
Oxfordshire 4 ; ^sex 3 ; Hertfordshire, Hatfield R.D. 3 ; 
Gloucestershire 3. In Cornwall the disease has chiefly attacked 
young children, and three-quarters of the first 12 notifications 
were of children under 5. 

Notifications in the week ended July 9 were poliomyelitis 73 
(80), polio-encephalitis 4 (1). (Figures for the presious week 
. are in parentheses.) Multiple cases (poliomyelitis and polio- 
encephalitis together) were reported from the following 
counties; London 6 (6), Cheshire 2 (2). Cornwall 5 (9), Devon 
11 (4), Gloucestershire 3 (3), Hertfordshire 4 (3), Lancashire 5 
(5), Middlesex 5 (9), Nottinghamshire 3 (0), Southampton 2 (1), 
Warwickshire 3 (1), Yorkshire West Riding 10 (9), Glamorgan 
3 (1). 

The general picture of incidence is very different from what 
it was at the corresponding period in 1947. In 1947 the early 
rise in incidence was chiefly in the more densely populated 
parts of central England, with additional foci in north-west 
Lancashire (Barrow) and in Tyneside. This year, although 
there has been some increase of incidence in the central parts, 
the chief increases have been in the west and south. Notifica- 
tions in the West Riding of Yorkshire have risen to 10 (9), but 
otherwise the north has remained remarkably free from the 
disease. Another difference between 1949 and 1947 has been 
high attack rates in relatively small and isolated communities. 

Discussion of Table 

In England and Wales there was an increase in the number of 
notifications of measles 121, whooping-cough 79, acute pneu- 
monia 42, and acute poliomyelitis 32 ; decreases were recorded 
for scarlet fever 106, paratyphoid fever 18, and dysentery 17. 

The largest increases in the notifications of measles were 
Warwickshire 103 and London 101, and the largest decrease 
was Kent 193. The largest variations in the local returns of 
whooping-cough were increases in Lancashire 56 and Warwick- 
shire 25 and a decrease in Suffolk 25. The only considerable 
rise in the number of notifications of scarlet fever was 20 in 
London, and the largest falls were Lancashire 34, Yorkshire 
West Riding 33, and Warwickshire 28. There was no great 


change in the local returns of diphtheria, but the disease was 
slightly more widespread, and four more counties reported a 
case than in the preceding week. 

A further 9 cases of paratyphoid fever were notified in 
Durham ; the number of notifications in the three preceding 
weeks were 26, 28, and 15. The only important centre cf 
dysentery was Lancashire 22 (Liverpool C.B. 20). 

In Scotland decreases were recorded in the number of notifica- 
tions of measles 121 and scarlet fever 29, while increases were 
reported for dysentery 18 and diphtheria 13. The rise in inci- 
dence of diphtheria was .spread throughout the country. Tee 
chief centres of dysentery were Glasgow 32. Edinburgh 10, 
and Midlothian county 5. 

In Eire increases were reported in the number of notificaUocs 
of measles 76 and diarrhoea and enteritis 16. The increased 
inddence of measles was general throughout the country except 
in Dublin C.B. The largest returns were Dublin C.B. 136, 
Kerry, Listowel R.D. 47, Cork C.B. 29, and Tipperary, 
Tipperary U.D. 21. An increase of 10 in the notifications of 
diarrhoea and enteritis occurred in Dublin C.B. 

In Northern Ireland a decrease occurred in the number of 
notifications of measles 16 and scarlet fever 28, while an 
increase of 8 was recorded for diphtheria. 

Week Ending Jnlv 9 

The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 946, whooping-cough 
2,183, diphtheria 103, measles 5,571, acute pneumonia 1^6, 
cerebrospinal fever 39, acute poliomyelitis 73, dv-sentery 59, 
paratyphoid 32, and typhoid 5. Of the 477 cases of food 
poisoning 332 were notified in Yorkshire West Riding. Settle 
R.D. (see above). 


Medical News 


Lcserhnlme Research Fellowships 

The advisory committee has recommended and the trustees 
of the Leverhulme Research Fellowships have approved the 
following awards for research tenable for periods up to two 
years: Fellowship, Dr. H. M. Woodman, chemotherapeutic 
treatment of filariasis in Southern Sudan. Research Grants. Dr. 
G. W. Harris, neural control of the pituitary gland : Dr. D. A. 
McDonald, the role of the hypothalamus and brain-stem in 
the regulation of the autonomic nervous svstem. Application 
forms and further information- may be cbta.ned from the 
secretary, Leverhulme Research Fellowships. 7. Bedford Row, 
London, W.C.l. 

Hire Purchase Facilities 

The Medical Sickness Finance Corporation, whose chairman 
is Sir Cecil Wakeley, has been incorporated as a private limited 
company to give hire purchase facilities to medical and dental 
practitioners wishing to buy cars and equipment. The corpora- 
tion is a subsidiary of the Medical Sickness Annuity and Life 
Assurance Society, Ltd. Its address is 7, Cavendish Square, 
London, W.l. 

Society of Medical Officers of Health 

Dr. H. C. Maurice Williams, O.B.E., medical officer of 
health for Southampton, has been elected president of the 
Society of Medical Officers of Health for the year 1949-50. 

Gift of Medical History Journal 

Mrs. Josiah C. Trent, of Durham, North Carolina, U.S_A., 
has instituted an annual gift of 250 one-year subscriptions for 
the Journal of the History of Medicine and Allied Sciences. 
They will be allocated to all medical schools in the U.S-4. and 
Canada. Redpients are to be selected from among those in 
the craduating class who have shown an interest in the 
cultural aspects of medicine. The late Dr. Josiah C. Trent 
was a founder of the journal and a member of its board of 
editors. Recently the journal came under the official sponsor- 
ship of Yale University School of Medidne. 



240 July 23, 1949 


MEDICAL NEWS 


Bwmii 

MEDICJU. JOUKNAl 


International Congress of Otolarjngolojy- 
Tlic congress was opened by the Diicliess of Kent on July 18 
at the Great Hall, King’s College, London. Thirty-nine countries 
were represented. 

Tribute to Sir Gordon Gordon-Ta.vlor 
The April issue of the Ilriiish Joiinial oj Surf;cry is dedicated 
to Sir Gordon Gordon-Taylor. K.H.IL, C.H,. F.R.'c.S.. consult- 
ing surgeon to the Middlcse.v Hospital, and includes an appreci- 
ation of his work in the field of surgery since he entered the 
Middlesex Hospital as a student in 1898. 

Actonian Prize 

The managers of the Roy.a! Institution have awarded the 
Actonian Prize of one hundred guineas for the year 1949 to 
Sir Alexander Fleming, F.U.S., for his paper published in 1945 
entitled '■ Penicillin — Its Discovery. Development, and Uses in 
the Field of Medicine and Surgery.” The prize has been 
awarded every seventh year since 1838 under a trust estab- 
lished in that year by the late Mrs. Hannah Acton, 

Lecturing in Gennany 

Dr. G. M. Findlay, editor of Abstracts oj tVorhi Meiliciae, 
is lecturing in Germany at the invitation of the Foreign Olllcc 
on Tceent advances in knoxvkdge of virus diseases. 

Council for fVclfarc of Handicapped Persons 
Lord RushcIifTc has resigned, owing to ill-health, the chairman- 
ship of the Ministry of Health Advisory Council for the Wel- 
fare of Handicapped Persons. The Minister has appointed 
Mr. Edward Evans, M.P,, formerly vice-chairman, in his place. 
The Minis'tcr has also appointed Alderman Mrs. L’Estrangc 
Malone, chairman of the Welfare Committee of the London 
County Council, to be a member of the Advisory Council in 
place of Councillor Douglas Prichard, who has resigned. 


South African Medical Congresj; 

The Medical Association of South Africa will hold its 371 
medical congress and I6th annual scientific meeting at ili 
University of Capetown, Rondcbosch, on Sept. 19-24, Part 
culars may be obtained from the honorary organizing sccrelar: 
37lh S.A. Medical Congress, Medical House. 35, Wale Stree 
Capetown. 

Intcntational Society of Surgery 
The thirteenth congress of the International Society t 
Surgery will be held at New Orleans, Louisiana, U.S.A., froi 
Oct. 10 to 15 under the presidency of Professor G. Grey Tumi 
(chairman of the British E.xccutivc Committee), when tl 
foUott'ing stibjcci.s will be discussed: “The Surgeiy and Pathi 
logy of the Pancreas, especially in Relation to its Endocrir 
Function," to be opened by Professor Ian Aird (London); “Tl 
Surgery of the Parathyroid Glands.” to be opened by D 
Paolucci (Rome); “The Surgery of the Suprarenal Glands," < 
be opened by M. R. Fontaine (Strasbourg); “'The Patholoj 
and Surgery of the Pituitary Gland,” to be opened by M. Pai 
Martin (Brussels); “The Treatment of Post-operative Thron 
bosis and its Sequelae,” to be opened by Dr. A. Ochsner ar 
Dr. dc Bakey (New Orleans) ; “ The Causes of Recurrence afti 
Operations on the Biliary Tract," to be opened by M. R. Demi 
(Vienna). Members who wish to take part in discussions ai 
reminded that their names should be sent without delay i 
Dr. Dejardin, Secretary-General, 141, Rue Bclliard, Brussel 
Belgium. Members arc individually responsible for makic 
their own travel arrangements, whether by the route outline 
in the official programme or otherwise. 

SOCIETIES AND LECTURES 

Tuesday 

I.v.sTiTuni or Uroloov. — At St. Paul’s Hospital, Endell Stree 
London, W.C., July 26, 1 1 .a.m., “ SocMosicol Problems in Reh 
tion to V.D.” by Dr. R. Lees. 


Laboralorj’ Examinatlon.s 

The Ministry of Health slates that laboratory examinations 
of pathological matcri.il relating to outbreaks or suspected out- 
breaks of infectious disease, other than those occurring in 
hospitals in which a pathologist is working, should be referred 
to the Public Health Laboratory Service where possible .and 
not be Undertaken in hospital laboratories. If the Public 
Health Laboratory Service is not available within a reasonable 
distance, these examinations should be undertaken by hospital 
laboratories and charged to Iiospilal funds. Any information of 
epiderriolocical interest should be reported to the Public Hc.alth 
Laboratory Service and to the medical officer of health con- 
cerned. Ex.aminaiions of specimens taken from material not of 
human origin should be undertaken by hospital laboratories only 
bj arrangement with the Public Health Laboratory Service, the 
latter meeting the cost. Unless the hospital wishes, this arrange- 
ment need not apply to samples of water, milk, food, etc., 
supplied to the hospital for its own use. The Public Health 
Laboratory Service will not be responsible for the payment of 
fees to a pathologist in private practice except where he has 
been called in by arrangement with that service. The term 
” infectious diseases ” excludes venereal diseases and tubercu- 
losis in institutional cases. Examinations in these cases arc 
normally a ho.spital responsibility and are undertaken by the 
Public Health Laboratory Service only by special arrangement. 

COMING EVENTS 

Veterinarj' Congress 

The 14th Internationa! Veterinary Congress will be held on 
Aug. 8-13 atVhe Central Hall and Church House, Westminster. 
Subjects to ce discussed include the control of bovine 
tuberculosis. Brucella abortus infection, and meat inspection. 
Information may be obtained from, the National Veterinary 
Medical Association, 36, Gordon Square, London, W.C.l. 

Air Medicine 

The 20th Annual Convention of the Aero Medical Associa- 
tion will be held at the Hotel Statler, New York City, on 
.Aug. 29~Sept. 1, 


Wednesday 

iNSTiTirrc on Urology. — At St. Paul's Hospital, Endell Stree 
London, W.C., July 27, 11 a.m., " Psyclioloitica! and MedicoAegi 
Aspects oj V.D.r by Dr. W. K. Mascall. 

Tliursd.iy 

IssTiTirrii or Urology. — A t St. P.aul’s Hospital, Endell Stree 
London. W.C., July 28, 11 a.m., “ The Problem of Lcucorrhoea, 
bv Dr. W. N. Atascall. 

Friday 

UiociinMiCAL Society. — At Biochemistty Department, Universii 
College, Dundee, July 29, 1 1 a.m., 27Sth meeting. Papers Mil b 
read. 

Saturday 

Medical Society for the Study of Venereal Diseases.— 4 
Leicester, July 30. Presidential address. 


births, hurriages, and deaths 


BIRTHS 

E„cx-T,opT«1I. — On July It, I9t9. at BirmifEham, to Muriel (nZe Hartop 
M.B.. D.S.. D.R.C.O.G.. wife of Mr. P. Essc.T-Loprcsti, F.R.C.S.. a stsn 
for Timothy— Cijherinc. 

Harper.— On July 5. 1949, at Swindon, to Dr. Xfarita Harper (nee Shattock 
wife ot Or Eric Harper, a daushicr, 

McDonach.— On July 10. 1949. to Dr. and Mrs. McDonaEh. Statvtcy, Pert; 

a dauEhicr. 

MARRIAGES 


Brennan— Reed.— On June IS. 1949. at St. Marks, North Audley Stree 
London XV.. Squadron Leader Terence N. N. Brennan. M.B.. B.Ch,. i 
Mrs. Betty Reed, Cambridge, widow of the late Lieutenant E. 3. Reed. 


DEATHS 

lt„„vn On July IJ, 1919. at Grosvenor X'illa. Gntlanc. East Lothian. Robe 

Archibald Brown. M B.. Ch.B., Surgeon Captain R.N.. retired. 

Campbell. — On June 19. 1949. at Phoenix House. Sutton Oak. St. Helen 
Lancs, Donald Campbell, M.R.C.P.. aged 66. 

Carre-Smilh. — On July 14, 1949, in London. Herbert Lovell Carrc-Smill 
M.R.C.S,. L.R.C.P., aged 80. 

CoWer.— On July It. 1949, at Lancing, Sussex. William Arthur CoUie 
L.R.C.P.. L.R.C.S.Ed.. aged 82. 

Cooke.— On July 13. 1949. at 48. Kingston House, London. S.W., Sir Jam; 
Douglas Cooke, F.R.C.S., aged 70. 

Fliltte. — On July 13. 19*9, at Lynton. Cheltenham Road. Gloucester. Thcodoi 
Fisher. M.D.. F.R.C.P.. aged 86. 

Getria,— On July 4. 1949 at Harrogate, John Geriie, M.B.. Ch.B.. F.R.C.SJEd 
of 2, Queen's Gardens. Aberdeen. 

Conrbu-.— On July 15, 1949, at Rathmore, Elgin, Frederick Gourlay, M.D., i 
fus 82nd year. 
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Any Questions ? 


Correspondenis should ji'ic their names and addresses (not for 
publication) and include alt relevant details in their questions, 
which should be typed. U'c publish here a selection of those 
questions and ans^vers which seem to be of general interest. 

Vitamin C in Fresh Fruit 

Q. — Is there any evidence to support the view that the 
vilamin-C content of fresh fruit is mainly to be found just under 
the peel or shin or actually in it ? Is it a fact that bananas 
and fresh strawberries contain negligible amounts of vitamin C ? 

A. — There is experimental evidence that the vitamin C of 
apples is found mainly in the tissues underneath the skin. The 
vitamin-C content diminishes fairly rapidly from the skin in- 
wards. The amount in the cuticle is not great, but much would 
be removed in peeling in the ordinary way. There is little 
experimental esidence about the vifamin-C content of different 
parts of the pear, which is poor in this substance. The ques- 
tion would not apply to fruits like the' orange, or to soft fruits 
which are wholly edible. The vitamin-C content of apples varies 
widely from about 25 mg. per 100 g. for the Bramley Seedling 
to about 8 mg. or less for the Worcester Pearmain. The 
banana has about the same amount of vitamin C as apples of 
the latter type. Of native fruits the strawberry is one of the 
richest in vitamin C, with about 60 mg. per 100 g. — that is. 
second only to the blackcurrant, with about 200 mg. It is. on 
the average, superior to the orange, with about 50 mg. 

Epidermophytosis 

Q. — TVhat is the risk of contagion from epidermophst.ns 
between the toes? The problem arises especially in connex'u i 
with children sharing bedrooms diin'rig summer holidays Is 
the risk lessened as time passes ? fi'hat is the treatment, and 
is any form of prophylaxis possible ? 

A.— It should be mentioned that the majority of patients 
referred to dermatologists as suffering from epidermophytosis 
prove to have pompholyx of constitutional origin. Confirma- 
tion of diagnosis by microscopical examination and culture is 
desirable. Risk of contagion is great, especially through contact 
in bed. It is much reduced by parasiticidal measures, the wear- 
ing of protective socks in bed and of sandals about the house 
and bathroom, and the use of toilet powders containing 2'V) 
-salicylic and boric acids in talcum between the toes by day. 
Reference may be made to questions in the Journal of June 5. 
1948, p. 1120; Jan. 22, 1949, p. 164; and Feb. 19, 1949, p. 331. 
concerning other prophylactic measures. Modem treatment 
with fatty acids and their esters, such as undecylenic, propionic, 
and caprjiic acids, is very effective. There are many suitable 
preparations on the market. 

Complications of Treatment of Varicose Veins 

Q. — Could you give me any statistics relating to the incidence 
of pulmonary embolism and other potentially fatal complica- 
tions following ligation and injection treatment of varicose 
veins 7 Is it customary to keep the patient in bed for any 
length of time after the operation, or is the modern method to 
allow active exercise immediately ? Also are anticoagulants 
needed post-operatively ? 

.4. — Statistics on this point are not readily obtainable, but 
nevertheless deep femoral, thrombosis and fatal pulmonary 
embolus do occur and are reported at coroners’ inquests. 
Further causes of death are anaphylaxis and suppression of 
urine, which may be due to the injected solution. Violent 
haemorrhage from the slipping of a ligature may also be 
directly fatal or predispose to later embolism. Ambulation 
immediately after operation is imperative if deep thrombosis 
and embolism are to be avoided. Operation and injection 
should not be undertaken in those whose family and personal 


history reveals several repeated thromboses so easily provoked 
as to justify the diagnosis of thrombophih'a. Intervention in 
these patients may cause death or disablement from venous 
thrombosis, or may be followed by arterial involvement with 
loss of a limb. 

Anticoagulants are essential if deep thrombosis or embolism 
has occurred, starting with 45,000 units of heparin and 300 mg. 
of dicoumarol for two days and then continuing with amounts 
of dicoumarol adequate to increase the prothrombin time by 
120%. WTien the clotting is under control, ambulation can be 
resumed. 

Bram’s Test for Hyperthyroidism 

Q. — If'hat is Beam's test for hyperthyroidism, and how. is it 
applied ? 

A. — Bram’s test for hyperlhsToidism depends on his observa- 
tion (Med. Rec.. N.Y., 1920, 98, 887) that 95% of thyrotoxic 
patients can tolerate large doses of quinine without evidence of 
cinchonism. In his book Exophthalmic Goitre and its Medical 
Treatment (London, Henry Kimpton, 1936) he suggests that 
the patient should be given 12 capsules, each containing 10 gr. 
(0.65 g.) of quinine hydrobromide or sulphate. The patient 
is instructed to take one of these capsules three times daily, and 
the non-appearance of symptoms of cinchonism within four 
days is considered as a positive reaction. Gram obtained a 
negative reaction in only 4.25% of thyrotoxic patients, and he 
believed that tolerance of quinine and basal metabolism run 
parallel. 

Muscae Volitantes 

Q. — Is there any general or local treatment for muscae 
\oliiantes 7 

A. — Muscae volitantes are generally of a septic, haemor- 
rhagic, or degenerative origin. In the first rivo instances success- 
ful treatment of the cause will prevent further increase in the 
muscae. The elimination of muscae is a difficult matter. 
Potassium iodide by mouth is sometimes useful, and the muscae 
are much less obvious if glasses properly correcting the focus 
are worn. Subconjunctival injections of hypertonic saline, etc., 
seem to have no effect. In traumau'c cases with a haemorrhagic 
oncir. aspiration of a moderate quantity of vitreous sometimes 
helps (50% of cases in the writer’s experience). _ For the type 
due to degeneration of the vitreous no treatment is effective. 

Intestinal Haemorrhages 

Q . — Within 12 months an unmarried female aged 2-' has had 
three severe intestinal haemorrhages, which cccurred without 
warning. There is no history of dyspepwa. nor has she any 
abdominal symptoms. No abnormality has beer, found on 
X ray or proctoscopy, or at laparotomy. She has suffered from 
a minor degree of spondylitis for the past 10 years. Can you 
suggest a diagnosis and treatment 7 

— Xhe most likely cause of severe intestinal haemorrhage 
in a woman of 24 is ulceration associated with a Meckel s 
diverticulum, but this presumably has been excluded by lapa- 
rotomy. Other possibilities include hiatus hernia of the stomach 

in these cases hacmatemesis would be more likely than 

melaena— and simple tumour of the small intestine ; lipoma, 
fibroma, and leiomyoma can all cause recurrent haemorrhage 
and if small, micht be missed at laparotomy. Telangiectasia of 
the ’gut, if part of the familial haemorrhagic telangiectasia 
(Rendu-Osler-Weber dUease), is likely to be associated with 

epistaxis. - 

Further investigation of this case should include a banum 
meal for small-intestinal pattern and to exclude hiatus hernia ; 
gastroscopy; examination of stools for occult blood to see 
whether the bleeding persists; and, should massive haeraor- 
rhace occur again, a laparotomy at the time of bleeding so 
thar the level of haemonhage in the gut can be ascertained. 
The following references may be useful: Eads, J. T., 1946, 
J. Amer. med. Ass.. 131, 891 ; Kennedy, H. P., 1947, New 
Engl. J. Med., 731. 180 ; Allison, T. D, and Babcock, J. R., 
1948, Ann. Surg.. 127,754; Baker, H. L., and Halley, H., 1946, 
Ann. Surg., 123, 1067. 
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^'aLsalva Expcrimcat 

Q - — Call you give the physiological explanation oj the after- 
dinner trick whereby the victim is remlcred temporarily uncon- 
scious by strong compression of bis chest, held fully expanded 
in deep inspiration, by the interlocked encircling arms of the 
operator? I have seen this performed only once, when the 
victim became unconscious for a few seconds after compression 
for about half a minute, lie gave a slight convulsive jerk 
before regaining consciousness, which iiw immediate and full. 
The pulse was slow, full, and regular, and there was no after- 
effect or ill feeling of any .sort. I have found no record of 
tragedy, but I feel that this procedure must be potentially 
dangerous. 

A. — It is possible to render a victim unconscious by stronc 
compression of the chest aided hy his natural reaction, which 
consists of forced expiration against a closed glottis. This is 
the Valsalva experiment, and if carried out sufTiciently vigor- 
ously it halts the circulation, the intrathoracic pressure being 
so greatly raised as to prevent cardiac filling. In such 
ciraimstanccs loss , of consciousness must be associated with 
absence of the pulse. The procedure is unlikely to be dangerous 
in healthy subjects, for the circulation is fully restored immedi- 
ately the individual is released. 

Delirium Tremens 

Q. — ff'hat is the best treatment for delirium tremens ? 

A. — It is perhaps best to tide the patient over with small doses 
of alcohol and intramuscular injections of paraldehyde in doses 
of 2 dr. (S g.) repeated at four-hourly intervals if necessary. 
Any form of adequate sedation will relieve delirium. 

Persistent Abdominal Sinus 

Q. — A bout a year ago a classical caesarean .section was carried 
out in a woman of 22 with contracted pelvis due to spastic 
hemiplegia. The uterus was emptied and sutured with silk 
mattress sutures. The puerperium was uneventful except for a 
stitch abscess in the abdomen, which resolved after treatment 
by fomentations. The uterus involuted satisfactorily, though 
there is slight menorrhagia. After three months another ah.scess 
developed in one- of the abdominal sutures and a piece of cat- 
gut was extruded; this tt’os followed by a sinus which has 
persisted, and through which bleeding has occurred during the 
last three menstrual periods. Recently one of the uterine sutures 
was extruded through the sinus, which still persists and remains 
troublesome. JVhat is the prognosis, and what further steps do 
you recommend ? 

A. — This patient would appear to have either a uterine fistula 
or an endometrioma of the abdominal wall, or both. A spon- 
taneous cure is now unlikely, and there is little to be said for 
continuing conservative measures. Any operation, however, 
should be conservative in nature and should aim at complete 
excision of the scar and sinus and the restoration , of normal 
uterine function. Preliminary studies by means of radio-opaque 
media injected along the sinus track, and also into the uterine 
cavity ^ tlu’ough the cervix, would probably be helpful. The 
operation is likely to be difficult and should be carried out by 
an experienced gynaecologist. 

NOTES AND COMMENTS 

Dicoumarol and Prothrombin Level.— Dr. G. A. Matthews 
^emel Hempstead, Herts) writes : I was surprised to see in “ Any 
Questions 7 ” (July 2, p. 38) an answer mentioning the use of Russell 
^per venom for measuring the prothrombin time of patients on 
dicoumarol therapy. It has been conclusively shown' that Russell 
viper venom, when used as a thromboplastin, does not measure the 
protmombin content of plasma, and that the coagulation times 
ootmned with ffiis thromboplastin bear no recognizable relationship 
ro tne availability of prothrombin in a patient under treatment with 
mcoumarol. It follows from this that to attempt to control 
dicoumarol th^py by means of Russell viper venom as a thrombo- 
piastm can be positively dangerous, as several workers have 
discovei^, though the blame is often wrongly put on the 
use of dicoumarol. Dicoumarol therapy is a safe procedure when 
brain thromboplastin is used, as in Quick’s one-stage technique of 
measunng prothrombin times, as has been shown in my laboratory 


during the past two years. I trust. Sir, that you will sec that steps arc 
taken to correct the dangerous advocacy of a discredited method o( 
controlling dicoumarol therapy. . 

Dr. A. F. Mohun (London, N.19) writes: There is now 
Miflicicnt evidence available to justify the statement that the 
use of viixir venom as a source of thromboplastin is fraught with 
danger to the patient, in that this reagent may on occasion fail to 
disclose that the prothrombin time is in fact approaching, or has 
already reached, a dangerous prolongation. Alternative reagents 
h.Tvc hitherto consisted of saline extracts of acetone-dried human or 
rabbit tissue (usually brain). These are free from what has become 
known ns the “ viper venom effect.” An even simpler form of extract 
has been devised by Dr. M. Toohey, of New End Hospital, Hamp- 
stead (personal communication). I understand that an account of 
this is in the press. Finally, I should like to express my personal 
opinion that your reply to the question would have performed a 
real service to c)inici.ans and palliologi-sls if it had confined itself 
.solely to the statement that the control of dicoumarol therapy is 
'achieved by aiming at keeping the patient’s prothrombin time ssithin 
the range of one and a half to two and a half times the normal 
control time, using the same reagents. It is still not sufTiciently 
appreciated that “ prothrombin indices ” and “ prothrombin percen- 
tages ” are calculations whose only b.isis is the measurement of time. 
No advantage is gained by el.aboration of the basic data. The calcu- 
lating of " prothrombin percentages ” implies that prothrombin is 
a chemical individual, and that saline dilutions of normal plasma truly 
imitate plasmas from patients receiving dicoumarol : neither of these 
implications can be substantiated — they are therefore not only 
unnecessary but possibly misleading. Although the chemistry of the 
prothrombin time reaction is obscure, the principles of the control of 
dicoumarol treatment arc clear and well substantiated : Use a potent 
thromboplastin other than viper venom: measure the prothrombin 
time of the patient’s plasma and that of a normal control plasma 
(both within three to four hours of removal of the blood); regulate 
the dosage of dicoumarol with the aim that the time ratio shall lie 
between one and a half and two and a half. The method of collection 
of the blood and the interpretation of the results call for personal 
collaboration between pathologist and clinician. 

RtrmcNcts 

1 Biggs, R., and Mncfarlane, R. O. (1949). J. ctin. Path., 2, 33. 

s Lempert. It. (1948), PrMsh Mrdical Jourmt. 1, 125. 

sjames. G. A.(I94S). Ibid., 1,475. 

Tr.insicnt Giddiness. — Dr. David Cowan (Johannesburg) writes: 
In " Any Questions ? ” (May 28, p. 96S) a question was asked on 
the causes and treatment of momentary tranisient vertigo. A 
possible cause not mentioned in your answer, and one I have met with 
on several occasions, is that of cerumen in the ear, deep enough 
presumably to cause pressure on the ty-mpanum. Syringing gives 
complete relief. 


Corrections 

The report of the meeting of the Section of Ophthalmology held 
on June 30, which appeared in our issue of July 9 (p. 92), incorrectly 
summarized Dr. Alice Carlcton’s views. The last sentence reporting- 
her observations does not represent her opinion. 

In the account of the combined meeting of the Sections of 
Obstetrics and Gynaecology and Dermatology held on June 30, 
which appeared in our issue of July 9 (p. SS), Dr. Elizabeth Hunt 
is incorrectly reported to have said that in her experience psychogenic 
causes of pruritus vulvae were rare. In fact she said that pruritus 
vulvae due solely to psychogenic causes was in her experience rare. 

In the report (July 16, p. 165) of Dr. W. Pointon Dick’s ’•emarks 
during the discussion on tuberculosis and occupation at the meeting 
of the Scetion of Occupational Health it was stated: “In return 
visits it was found that the rate of new cases per 100 examined svas 
reduced by a third.” This should have read “ reduced to a third.” 
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CONSULTANTS’ CONTRACTS 

The Joint Committee for Consultants and Specialists has made 
the following announcement: 

The Joint Committee of the Royal Colleges, the Royal 
Scottish Corporations, and the Central Consultants and 
Specialists Cdinmittee has now completed its examination of 
the “ Terms and Conditions of Service of Hospital Medical and 
Dental Staff (England and Wales) " in the light of the observa- 
tions of its constituent bodies. As reported in the medical press 
a fortnight ago, the Joint Committee decided on July 5 to re- 
open discussions with the Ministry on three points — concilia- 
tion machinery and arbitration, facilities for private treatment 
in hospitals, and the remuneration of part-time clinical teachers. 

After receiving the reply of the Ministry, the Joint Committee 
met representatives of the Ministry on July 18, when the 
following assurances were received: 

' , 1. Arbitration 

The Ministry has agreed 

(o) That no changes will be made in the terms and conditions 
of service without discussion in the appropriate part of the 
Whitley machinery, when established, and this will be estab- 
lished as soon as possible. 

(6) That remuneration is a subject which is suitable for 
arbitration. 

(c) That save in exceptional circumstances, and after the 
conciliation machinery of Whitley has been exhausted, issues 
of remuneration remaining in dispute will go either to arbitra- 
tion or for inquiry and report by a committee. 

(d) That the words “ by the Minister of Health ” will be 
deleted from the opening paragraph of the model contract, so 
that it would simply refer to the terms and conditions of service 
“determined from time to time." 

_ 2, Private Practice 

The Ministry reiterated its previous assurances that it was 
not its intention to place difficulties in the way of private prac- 
b’ce. It has agreed that patients adrm'tted to private hospital 
beds under Section 5 of the Act will pay fees for professional 
attendance to part-time practitioners in addition to the mainten- 
ance charges, except where the patient is occupying accommo- 
dation under the proviso to section 5 (I) — i.e., on medical 
grounds. 

The Ministry has agreed that individual practitioners are free 
to leave untouched or to delete from the whole-time contract 
any of the clauses which are enclosed in square brackets, inclu- 
ding Clause 5 requiring attendance on patients occupying beds 
under Section 5 of the Act who have not made private arrange- 
ments under Section 5 (2). 

3. Clinical Teachers 

Assurances, shortly to be made pubh'c, have been received on 
the arrangements for the remuneration of clinical teachers. 

The Joint Committee decided, with the assent of the Ministry, 
to continue negotiations on a number of outstanding points. It 
feels that it is now able to advise hospital staffs to enter into 
permanent contracts. 

A word or two on the background. The Government accepted 
the Specialist Spens report. The Ministry of Health proceeded 


to translate the Spens recommendations into a detailed scheme 
of terms and conditions of service. The Ministry’s first thoughts 
were expressed in a document which was submitted to the Joint 
Committee, in confidence, for its observations. The Joint 
Committee, after consulting its constituent bodies, put forward 
a number of criticisms and suggestions. A number of these 
were accepted by the Ministry, 

The next phase was the submission by the Ministry to the 
Joint Committee of its second thoughts in the form of con- 
crete proposals. The Joint Comrruttee, having gathered up 
criticisms and comments from its constituent bodies, proceeded 
to discuss the proposals with the Ministry and to press for 
certain changes, some of which were made. The last phase 
was the issue by the Ministry of a revised document with an 
explanatory memorandum. The question now before the Joint 
Committee was what advice it should offer to consultants and 
specialists generally on the issue of the signing of contracts. 

When the Joint Committee met on July 5 it had before it 
the comments of its constituent bodies on this point. It 
decided that it could not proceed to advise consultants to 
sign permanent contracts until further and satisfactory discus- 
sions had taken place with the Ministry on three points — con- 
ciliation and arbitration machinery, facilities for private 
practice, and the remuneration of part-time teachers. 

The final meeting of the Joint Committee with the Ministry 
took place on Monday last, and the outcome of it is fully 
set out in the announcement of the Joint Committee with 
which this report opens. 

Arbitration 

The issue of arbitration has loomed large in recent discus- 
sions. Behind the profession's attitude has been a determinau’on 
to avoid the position in which, disagree.ment having been reached 
between the Minister and the profession on the subject of remu- - 
neration, there was no escape from the Ministerial ipse dixit as 
to what the remuneration should be. There were doubts as to 
whether remuneration was in fact regarded by the Government 
as susceptible to arbitration. It has now been agreed by the 
Ministry that remuneration is an issue open to or suitable for 
arbitration. Subject to the words “ save in exceptional drcum- 
stances " it is agreed that whenever the normal conciliation 
machinery has failed to provide agreement on an issue of remu- 
neration the question should be referred to some external body 
for arbitrafion or inquiry. It may be agreed that it should go 
for settlement by arbitration, or it may go for special inquiry 
and report by a committee, the findings of which would be 
available to but not binding on the parties. WTiile it is true that 
the Minister is not bound to accept the advice of a committee 
not empowered to arbitrate, it is equally true that the profession 
is not so bound either. Further, such a report has a moral 
force which neither side will find it easy to escape. 

A good deal hangs on the meaning of the words “ save in 
exceptional circumstances.” It is understood that an e.xamplc 
of such special circumstances is an economic crisis in which 
national considerations override all others. 

Private Practice 

The Joint Committee has pressed again and again that nothing 
should be done unfairly or unnecessarily to restrict the facili- 
ties for private practice. This is a question not so much of the 
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details of an Act or the items in the terms and conditions of 
service, but as to the spirit in which the service is administered. 
On two points tlie position has now become quite clear. The 
first is that when a patient enters a private ward, whether or no 
previous arrangements have been made for treatment, that 
patient assumes an obligation to pay for both accommodation 
and professional services except where the admission has been 
in effect that of a public patient entering private accommoda- 
tion on clinical grounds. The Ministry' accepted this interpreta- 
tion of the position, which is more than can be said for some 
hospital management committees. Secondly, it was made clear 
that the individual consultant or specialist offered a contract is 
free to accept or not to accept the words enclosed in square 
brackets. A particular significance of this is that the whole- 
time officer is not to be required to agree to treat patients in 
private wards, although there will be circumstances in which, 
because there is no part-time officer to undertake the work, it 
is desirable that some special arrangement is reached with the 
whole-time officer. 

Future Negotiations 

The Joint Committee made clear to the Ministry — and the 
Ministry assented — that the detailed scrutiny of the terms and 
conditions of sen'icc and of the various features of the Service 
must continue, and representations will continue to be made 
on a number of outstanding points. Among them is the position 
of some medical superintendents. An important concession has 
been made by the Ministry in the mental hospital field to the 
effect that for practical purposes the mental hospital super- 
intendent will be regarded as mainly engaged in clinical work 
and remunerated, according to his clinical standing, without 
reduction because, of time spent on administrative work. But 
the position of the medical superintendent engaged wholly or 
predominantly on administrative work remains unsatisfactory. 
Among other points which remain to be considered are the 
definition of the field to which the appointment of S.H.M.O. 
will in future be limited, the establishment of a central appeal 
machinery .for grading, problems of registrars — including their 
■grading, the application of the Spens standards to medical 
officers of regional hospital boards, mileage, subsistence allow- 
ances, and study leave. The Joint Committee will continue with 
this work. 


MEDICAL SUPERINTENDENTS IN THE N.H.S. 

THE SCOTTISH VIEW 

Considerable opposition has been aroused among medical 
superintendents in England and 'Wales to the terms and condi- 
tions of service offered them by the Ministry of Health. The 
terms lake no account of the fact that a medical superintendent 
has a medical qualification, since for the work of administration 
he is offered the same pay as a lay administrative officer would 
receive — with the small exception that his remuneration is not 
affected if he gives only a small proportion of his lime to 
administrative duties. This scheme has been interpreted as an 
attempt by the Ministry to discourage medical men from under- 
taking administrative work, and contested on the grounds that 
It is wrong to pursue a policy such as this through the method 
of remuneration. 

The medical superintendent has always played an important 
part in hospital administration in Scotland, and the profession 
there does not accept the view that he is an anachronism in 
me rnodem hospital. The Scottish Negotiating Committee (now 
dissolved) informed the Department of Health of its views, 
the substance of^ which is contained in a memorandum pre- 
pared by a special subcommittee and unanimously approved 
Consultants and Specialists Committee (Scotland), 
the Department has invited the Scottish Joint Committee for 
L,onsultants and Specialists (whose composition is recorded at 
p. 55) to discuss what should be the appropriate salary scales 
tor medical superintendents. The Department will now draft 
propolis which will be the basis of negotiation with the 
Scottish Joint Committee. 


Two Systems of Administration 

In discussing the problem in its memorandum the special 
subcommittee finds that two systems have evolved. They are 
sometimes referred to as the parallel and the hierarchical. 
In the parallel system the management body has 
a lay executive functionary and obtains its technical advice 
from a medical committee. In the hierarchical system the 
executive functionary is a medical man, and therefore qualified 
also as a technical adviser. In practice the two systems are 
not absolutely distinct, but they do in general represent two 
different concepts of managerial structure. 

In Scotland the larger voluntary hospitals, with few excep- 
tions, use the hierarchical system. A medically qualified man 
superintends the day-to-day running of the. institution on behalf 
of the managing body. Through apprenticeship in the local 
authority service, or in other ways, he has added administrative 
experience to his basic medical training. Advocates of the 
parallel system argue that years of medical education arc wasted 
when a doctor is appointed to an administrative post. The 
subcommittee cannot accept this argument, and suggests that 
its appeal probably derives from the complexity of the large 
modern hospital, which has tended to obscure its primaiy 
purpose to provide treatment for the sick. 

It has been argued that suitable training in hospital admini- 
stration can provide the necessary medical understanding for 
running a hospital, but the subcommittee finds this difficult to 
believe, since most of the important problems of hospital 
administration arc essentially medical. Purely medical prob- 
lems often arise which require decisions that only a medical 
man can properly make. Examples arc decisions about the 
admission and discharge of patients, the distribution of patients 
between different parts of the hospital, and decisions on 
competing claims on medical matters from members of the 
hospital staff. This consideration applies both to physician 
superintendents and to purely administrative medical super- 
intendents, and " it appears to us to be incontrovertible 
that such day-to-day decisions would require the authority of 
the executive head of the hospital." 

The Lay Secretary 

The subcommittee concedes the necessity of a lay secretary, 
suitably trained in administration, who would look after the 
book-keeping, accountancy, stores, and similar aspects of non- 
medical management, but such sendees should always be ancil- 
lary’ to the main purpose of institutions designed for treating 
sick people. The medical superintendent ought to be the chief 
executive officer of the hospital or group of hospitals, states the 
subcommittee. “ We are satisfied that die balance of argument 
is strongly in favour of the continuance of the traditional 
Scottish system, and are convinced that to develop and 
encourage it is .the policy of choice.” 

If men are to come fonvard as medical superintendents two 
conditions must be satisfied: first, the salary scale must be 
satisfactory and materially in excess of that applicable to lay 
secretaries ; secondly, opportunity for training must be pro- 
vided. The second provision would require the creation, where 
necessary, of appointments as deputy medical superintendents, 
and medical schools would have to start courses of training in 
medical administration. The subcommittee points out that 
Professor J. M. Mackintosh, Dean of the London School of 
Hygiene and Tropical Medicine, has for some time advocated 
the starting of such courses. 

The Specialist Superintendent 

The subcommittee finds it difficult to imagine how a special 
hospital, such as a tuberculosis sanatorium, an orthopaedic 
hospital, an infectious diseases hospital, or a mental hospital, 
can be run efficiently if the chief clinical specialist is not also 
the administrative and executive head. A lay secretary is still 
necessary in such hospitals, but his status shoidd be inferior 
to that of the specialist superintendent, since the non-medica' 
aspects of management are subsidiary and contributory to thi 
treatment of the patients. If the duties of the specialiit 
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superintendent, which are intimately related to the care and 
welfare of the patients, were made the responsibility of a lay 
secretary, he could carry them out only by continual reference 
to a member of the medical staff, who would in fact carry the 
responsibility and have his time occupied in the execution of 
these duties. 

The subcommittee concludes that if the superior status of the 
specialist superintendent is to be ensured two conditions must 
be fulfilled: (1) The component of his salary in respect of his 
administrative duties must be at a substantially higher rate than 
that for secretaries ; (2) the total salary of , the specialist super- 
intendent. who would usually work full-time and for much 
longer hours than his specialist colleagues scheduled for so 
many sessions per week, and be resident in the hospital, must 
not he lower than that of his specialist colleagues. 

-- Government’s Objective IVrong , 

Finally, the subcommittee comments on the Government’s 
lolicy in the following words : “ In the Government’s proposed 
:rms and conditions of service for hospital medical staff it is 
tated that the objective will be to reduce to a minimum the 
ime to be given by medical staff to administrative duties. It is 
lur opinion that, the number of doctors concerned in medical 
dministration being small, no important benefit would accrue 
o the clinical side of the National Health Service if the numbers 
mployed as medical superintendents declined, and that per 
ontra the retention of the medical superintendent as the 
ixecutive head of the hospital would bring to the Service 
ffeater advantages in efficient and smooth administration, 
riolding this opinion, we consider that the Government’s objec- 
ive, as stated, is not the right one. In any case we believe it 
6 be both wrong in principle and unwise in practice to deler- 
nine in this oblique fashion what should be determined directly 
ind on merit — namely, the future of the medical superintendent.” 


HEALTH CENTRES 

DISCUSSION AT ROYAL SANITARY ESSTITUTE 
“ In principle the vast majority of doctors seem to favour work 
in a health centre. In practice they are concerned with several 
very real difficulties, some of which can only be satisfied by 
Government action.” With these words Dr. J. A. Scott, Deputy 
M.O.H., London County Council, prefaced his discussion of 
general practitioners’ problems in relation to health centres 
when he spoke at the Royal Sanitary Institute on July 13. The 
Minister had said that private practice could not be carried on 
in a health centre. That provoked the rejoinder that health 
centre practice should be rent free or the practitioner would still 
be under the obligation and expense of maintaining his private 
premises for a very small number of private cases. Most 
doctors went further and said that on those terms they would 
not join in health centre work. An example of private practice 
was the life insurance examination. Why should they not take 
place in health centres ? The ancillary staff of a health centre 
was not paid to assist doctors in their private work, but it was 
difficult to see private work becoming substantial. He hoped 
that second thoughts would prevail at the Ministry. 

Protection Against “Squatting” 

The next question doctors asked, he said, was, “What kind 
of guarantee can you ^ve me that a newcomer will not be 
allowed to ‘ squat ’ in the premises I vacate ? ” It was not un- 
natural that a doctor should remember the numbers of patients 
who had joined his list because they lived near him. Protec- 
tion for a year or two by declaring the area closed to new 
medical entrants was requested, and the claim, whatever the 
difficulties in meeting it, was bound to evoke sympathy. 

Consultant Sessions? 

General practitioners with whom he had discussed the ques- 
tion of consultant facilities at the health centre did not attach 
much importance to them. Their views seemed to be that the 


modem specialist required a good deal of technical equipment, 
and even if he came to the health centre he would have to'refer 
most of the cases back to himself at the hospital for further 
investigation. That was a tenable view, but it disappointed 
him. The general practitioner as a rule had no regular per- 
sonal contact with the big general hospitals, and regular con- 
sultant sessions at the health centre seemed to offer a useful 
meeting-ground at which the benefits would be mutual. 

Adaptation of Buildings 

Mr. W. I. Dumford, Senior Architect to the London County 
Council, described the L.C.C. health centre at Woodbeny Down 
and then discussed the adaptation of existing buildings to health 
centres. Large domestic buildings in good structural repair 
could be adapted quite successfully, but he doubted whether 
many suitable buildings existed. Experience proved that major 
adaptation absorbed much skilled labour, that production was 
slow and costly, and that the results were seldom satisfactory. 

, Fadlities Available 

Dr. A. Talbot Rogers, chairman of the B.M.A. Committee on 
Health Centres, said that the average urban centre should 
accommodate up to six doctors, each practitioner having his 
own waitings consulting-, and examination-rooms. Maternity 
and child-welfare and school medical services should be 
developed in co-operation with the general medical and dental 
services. 

Consultation with specialists should normally be at hospital, 
where pathological and radiological services would be provided. 
Apart from a room for simple pathological tests and possibly 
provision for dental radiology, no arrangements for those diag- 
nostic services needed to be made at the health centre. A dis- 
pensing service could be of great value and should be installed 
experimentally in some centres. 

He agreed that to enable doctors to make the transition to 
health centre practice with the least risk and reluctance every- 
thing possible should be done to give them the help and assur- 
ances-they required, even if that meant the right to attend some 
of their few remaining private patients at the centre, or protec- 
tion against the occupation of vacated premises by a rival 
practitioner. 


SCOTTISH JOINT COJIMITTEE FOR 
CONSULTANTS AND SPECIALISTS 

In agreement with the Central Joint Committee for Consultants 
and Specialists a Scottish Joint Committee has been set up to 
discuss with the Department of Health for Scotland matters 
specifically affecting the hospital services under the National 
Health Service (Scotland) Act. The committee is composed as 
follows : 

Central Consultants and Specialists Committee (Scotland).— 
Mr. W. S. Mack, Dr. T. Murray Newlon. Mr. I. Simson Hall. 
Dr. J. H. Wright. 

Royal College of Obstetricians and Gynaecologists. — Mr. J. 
Hewitt 

Royal Faculty of Physicians and Surgeons of GlasgOK . — 
Mr. A. B. Kerr, Dr. W. R. Snodgrass. 

Royal College of Surgeons of Edinbtirgh.—Sir Heno’ Wade. 
Mr. F. E. Jardine. 

Royal College of Physicians of Edinburgh.— Dr. J. D. S. 
Cameron, Dr. I. G. W. Hill. 

Secretary. — Dr. E, R. C. Walker, 


NATIONAL FORMULARY 

The Ministry of Health states that assistants working with 
doctors in the National Health Service, even if the assistan’-s 
themselves are not on the executive council's list, should be 
provided with copies of the National Formulary. 
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HOSPITAL SUPPLIES 

CENTRAL PURCHASE 

A'-ray apparatus, films, and paper, laboratory equipment, 
streptomycin, orthopaedic appliances, and some other articles 
arc already purchased for hospitals by the Ministry df Health. 
The Minister has notv decided in the interests of economy and 
cfiiciency that central purchasing shall be c.xtcndcd and carried 
out wherever necessary. The Supplies Uivision will notify 
hoards of governors and hospital management coniinittccs of 
the types of equipment and stores to be purchased in this 
way, and the Ministry invites these bodies to suggest particular 
classes of goods to be considered for early action. 


RESEARCH AND MILITARY SERVICE 

At a recent meeting the Committee of Ucfcrcncc passed a resolu- 
tion reaffirming its opinion that a practitioner with a li.ability 
under the N.ational Scrs’icc Acts shall be discouraged from 
embarking on long, elaborate, or expensive research work, 
particularly if it will not enhance his particidar value to the 
Forces, The resolution was sent to the Central Medical War 
Committee. 

The Committee of Reference is under the aegis of the Minister 
of Health, and makes recommendations to him on the call-up 
of specialists in the London area for National Service, and also 
on their specialist grade in the Services. Of its 10 members, 
who are all medical men, four arc nominated by the Royal 
College of Physicians, four by the Ropl College of Surgeons, 
one by the Royal College of Obstetricians and Gynaecologists, 
and one by the London County Council. 


POSTGRADUATE COURSES FOR G.P.s 

The Edinburgh Postgraduate Board for Medicine is holding a 
fortnight’s general refresher course which starts on Sept. 12, 
The course is intended primarily for demobilized medical 
officers (Class 2) and for general practitioners. Lecture- 
demonstrations will be given on a wide range of subjects, par- 
ticularly on recent advances in treatment, and there will be 
clinical demonstrations and ward visits. The fee for those not 
claiming expenses from Government sources is 10 guineas. 
Applicants should witc to the Director of Postgraduate' Studies, 
Surgeons’ Hall, Edinburgh, 8, those other than general prac- 
titioners giving particulars of their qualifications and post- 
graduate experience. 


FILM COMMITTEE 

Two silent colour films — " Caesarean Section,” by Dr. K. V. 
Bailey, Manchester University, and “Congenital Abnormalities 
of the Urinary Tract,” by Mr. T. L. Chapman, Glasgow — were 
I shown at a meeting of the Film Committee in the Hastings Hall 
on June 17, with Dr. R. P. Liston in the chair. The committee 
decided to include both films in the B.M.A. Film Library, and 
a sound commentary is to be added to Dr. Bailey’s film. A film 
for students — “ Acute Inflammation,” by Dr. P. Hansell, West- 
minster Hospital — was also shown. 


COMPLIMENTARY DINNER 

The Sheffield Division of the Association gave a complimentary 
dinner on April 14 to Dr. W. E. Dornan, who is chairman of 
the Medical Practices Committee. A large party entertained 
him, and the chairman. Dr. R. C. Burton, paid tribute to 
his excellent work as a Representative for several years, as 
a mernber of Council, and as a member of the Negotiating 
Committee. He expressed the thanks of his colleagues and 
the Division for Dr. Dornan’s valuable services to the pro- 
fession. Dr. Doman acknowledged the help given him so 
generously, and was appreciative of the honour afforded him 
of being able to serve the profession. 

It is hoped in future to arrange an annual dinner to which 
wives tvill be invited. 


DENTISTS SAY NO 

The British Dental Association has advised (British Dental | 
Journal Supplement. July 15, p. 11) its members to refuse I 
t« sign any permanent contract in the Hospital Service at I 
present. Members can accept renewal of their existing tem- 1 
porary contracts, but in doing so should make it clear that 
this is without prejudice to any permanent contract. 

A letter from the association to the Ministry says that discus- 
sions must he reopened with the Ministry on various subjects. 
These include; “That the present differentiation between the 
remuneration of general medical practitioners and general dental 
practitioners employed in hospitals is completely unacceptable 
to the dental profession,” and ‘‘That specific provision is 
essential to ensure that facilities for private treatment in 
hospital shall be maintained and developed throughout the 
country for those who desire it.” 


HEARD AT HEADQUARTERS 


llic Microphone Nuisance 

Now that the congress season is upon us, can nothing be done 
to abate the nuisance of the microphone and amplifier 7 For 
three days at the recent Congress of Obstetrics and Gynaceolog>’ 
at Friends House every speaker was accompanied by an ampli- 
fier on a huge pedestal which he trundled about with him on 
the platform when he went to the lantern screen to expound his 
pictures or came to the footlights to put a point directly to 
his audience, and the microphone had to be readjusted in height 
for each successive speaker. Almost every speaker spoke into 
it as if it were a telephone receiver, and many clung to it as 
if they were shipwrecked and it was a raft. The result was a 
constant falsification and degradation of the voice, especially 
for those in the front of the auditorium, who lost a great deal of 
what svas said. Yet in Friends House, or in the Westminster 
Central Hall, or even in the Great Hall at B.M.A. House, any 
speaker, by raising his voice a little, could make himself com- 
fortably heard without this contrivance at all. It is said that 
the motor-car is depriving man of the use of his legs ; the micro- 
phone and amplifier will soon be depriving him of audible 
and intelligible speech. ^ 

A Doctor's BUI in 1809 

Turning over the pages of the Gentleman's Magazine for 1809 
we came across a complaint against an apothecary — the prede- 
cessor of the general practitioner — on the ground that he had 
sent in a bill for £59 for attending a man and his wife for one 
5 'car, the wife having had very little illness. This complaint 
was followed in the next issue by a voluminous and enthusiastic 
defence of the apothecary and of the profession in general. Was 
it fair, asked the writer, to say that an apothecary had charged 
£59 for a year’s attendance on a married couple without relating 
the circumstances, the social position of the patients, the mimber 
of attendances, the nature of the illnesses, medical or surgical, 
and the distance — mileage in short — between the addresses? 
The writer went on to claim that the apothecary's was the most 
noble and disinterested profession in the country — witness their 
attendance at parish workhouses, where their scanty pittance 
often did not pay their expenses. And in further proof he cited 
their zeal in promoting vaccination, for " the success of vaccina- 
tion has taken more from the pockets of apothecaries than the 
taxes incurred by fifty years of war.” 

The Status of Midwife 

After all, in spite of Shakespeare, there is a great deal in a 
name. The term “ maternity nurse ” for a midwife workin 
with a doctor has led to misapprehension and some amount o 
feeling, and the Association in its comments on the report o 
the Working Party on Midwives recommends to the Centra 
Midwives Board that the use of the term shall be dropped. I 
urges that it should be appreciated that the midwife and th: 
doctor are working together, and that this in no way relegate! 
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the niidwife to an inferior status. She is still a midwife and is 
working as such, and at any time may be called upon to act as 
such. That there is- a confusion of ideas on this point was 
shown by the reception of Mr. Bevan’s remarks at the recent 
meeting of the midwives. The two professions ate not in 
competition. 


Questions Answered 


Pay in R-A-M.C 

Q . — Whar is ' the pay oj (/) a lieutenant, (3) a captain in the 
RAM.C. ? What marriage allowance does he receive (a) if 
under 25 years, (fc) if over 25 years? The rates of pay I want 
to know are those for a “ conscript ” officer doing his eighteen 
months — not a regular. 

A. — The rates of basic pay of lieutenants and captains, 
Ra^.M.C. (both for National Service officers and others), are 


as follows : 

Rank Daily Rate 

£ s. d. 

lieutenant tlO 

Captain 180 

Captain after 2 years as such 1110 

Captain after 4 years as such ■ . . 1 14 0 

Captain after 6 years as such 1 17 0 


Specialists in the Rj\.M.C. receive 4s. a day in addition. 

^fa^Tied National Service officers tinder the age of 25 years 
receive marriage allowance at 45s-. a week ; married National 
Service officers aged 25 and over receive marriage allowance 
at 12s. 6d. a day. 

The rates of basic pay and marriage allowances are the same 
for corresponding ranks in all three Services. 

Regular and short-service officers receive the same rates of 
basic pay as the above, but are entitled to larger marriage 
allowances : 3s. a day more if living in quarters, and 6s. a day- 
more othertrise. 

Holidays for Assistants 

Q . — In these modern days all workers get a stated number of 
holidays in the year, and it is compulsory for the employers to 
give these free days. I should like to know if the position is 
otherwise svhen the employer is a doctor and the employee an 
assistant doctor. 

A. — There is no statutory’ holiday period for an assistant. 

■ Hoh’day arrangements are normally made by mutual agreement 
- between the principal and assistant, and in some cases the 

■ position may be covered in the assistantship agreement. 

' Fees for Dental Anaesthetics 

■ Q . — I had been giving dental gases for a dentist who is in 
I the national scheme. When the dentists' earnings over £4,800 
' per annum Were halved, however, on the next occasion when / 
• gave gases he gave me a cheque for one-half of the fee’s value 

for anaesthetics as laid down in the handbook. Is his action 
! in keeping half the fees legal and ethical ? When asked to give 
' gases for a dentist who has his own machine and provides the 
'■ cylinders of gas for it, am I now liable for payment for the gas 
1 used ? 

[ A. — The fees for dental anaesthetics are laid down in the 

General Dental Services Fees Regulations, I94S, S-I. No. 1297. 
and are as follows ; 

Administration- of general anaesthetic — fee per visit in connexion 
with the e.straction of: 

1- 3 teeth 10s. Od. 

' 4-11 „ £1 Os. Od. 

3 12-19 . „ £1 lOs. 6d. 

1 20 teeth or over .. .. •• •• £20s. Od. 

It is for the dentist to claim the fee from the executive 
council and pass it on to the general practitioner who 
j- idrainisters the anaesthetic. 


Representatives of the dental profession claim that they 
should be entitled to withhold a proportion of'the fee to oSset 
expenses incurred in the provision of anaesthetic apparatus and 
gas, etc., and discussions are now in progress on this particular 
point. Normally the dentist and the doctor mutually arrange 
whether or not such a deduction shall be made, and definite 
arrangements are entered into before the extractions take place. 

There is no official authority for the anaesthetic fee to he 
halved on account of the recent cut in the remuneration of 
dentists. 

Sight Tests 

Q, — Several young men wearing perfectly suitable glasses 
have recently demanded a "sight test" for no other reason 
than their having been told that they should be tested every 
two years. This idea seems to be promulgated by certain 
opticians. Vrtder the new scheme are they in order in actively 
encouraging by post-card reminders, etc., these repeated tests ? 

.A. — ^Except where a person is unable, or unwilling on 
conscientious grounds, to do so, he may obtain a sight test 
for the first time through the Supplementary Ophthalrnic Ser- 
vice only upon a recommendation from a general practitioner. 
Thereafter he is entitled to go direct to an ophthalmic medical 
practitioner or ophthalmic optician for a further sight test at 
any time. 

Apart from the display of a notice at his premises it is an 
infringement of the regulau'ons for an optician to advertise 
either directly or by implication that his name is included in 
the list of an Ophthalmic Services Committee or that he pro- 
vides or is authorized to- provide services under the Act 

Obstetric Emergency 

Q. — / have sent patients to hospital after attending them at 
delivery — e.g- for removal of retained placenta. As I am not 
on the stafi of the local hospital I do not attend them during 
the puerperium. although I perform a post-natal examination 
at about six weeks after delivery, including pelvic examination. 
In such cases the local authority has refused me paymtr.l fiir 
attendance at the confinement or. the grounds that the confine- 
ment was not completed by me and that i d'i not ettsra! the 
patient during the puerperium. Is the oinkc'-ry correct in its 
interpretation of the regulations for Northern Ireland ’ 

.A. — A similar inquiry -was put to the Mmistr/ of Health some 
months ago, and executive councils were informed aiat the full 
fee should he paid where a general practitiv.-'er is arending the 
patient and himself derides after labour has started that the 
patient ought to be removed to hospital c-i account of an 
obstetric emergency. There is no reaso.a tc suppose ffia: the 
same ruling would not apply in Northern he'and. 

Wife Employed by Partnership 

Q. — (o) If I pay my wife for help in the conduct of my prcc- 
tice. must / stamp a card for her? ibt Wha: is the maxirnum 
amount I can pay her without income-'ax deductioras under 
P.A.YS.? 

A. — (a) A doctor working single-handed who employs his wife 
in the conduct of his practice is not required to stamp a card 
for her under the National Insurance .\cl. If she is employed 
by a partnership, her husband being one of the partners, she 
is an employed person, for whom contributions must be naade. 
lb) The maximum amount payable^ without P-A-YX. deductions 
is £3 a week. 


TRADE UNION MEMBERSHIP 
The following 'S a list of local authorities -which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 

Non-County Borough Councils. — Dartford, Wallser.d. 

Urban District Councils. — ^Denton, Droylsdtn, Houchton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to ct-w appoint- 
ments), Tyldesles'. 
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>'enereoIoRy as a Specialty 

Sir, — ^L iverpool has a population of 795,900. Being a sea- 
port, the unnumbered multitude of .seafaring men who visit 
the city each year would justify one in estimating the popvda- 
tion at at least one million. Most large industrial cities have 
a high incidence of venereal disease which is endemic, but 
a port is a nodal point on which a constant influ.x of V.D. 
converges and from which V.D. is disseminated both inland 
and overseas. It is not stirprising, then, that the V.D. treatment 
centres in Liverpool deal with very large numbers of patients 
annually. The number of fresh attendances at the Seamen’s 
Dispensary alone in 1947 and 1948 was over 5,000 each year, 
both venereal and non-vcncreal. Over 60,000 fresh c.ises have 
been seen at this clinic since 1931. 

The diagnosis and treatment of V.D. in Liverpool is under- 
taken by a consultant venereologist who is director of the 
clinics concerned, is adviser to the Liverpool Regional Hospital 
Board, and is employed on a part-time basis ; by three whole- 
time venereologists (one female and two male) ; and by half a 
dozen part-time venereologists. 

Your readers will be surprised to learn that the professional 
assessment committee of the regional board has seen fit to 
accord the status of full consultant to one of this team only. 
All three whole-timers arc to be olTcrcd contracts as senior hos- 
pital medical officers. Their years of experience in V.D. arc 
27 (6 in Liverpool), 15 (14 in Liverpool), and 11 (2 in Liverpool) 
respectively, Birkenhead, with a population of 134,160, has one 
whole-lime vcncrcologtsl of 11 years’ standing. He too is to 
be S.H.M.O. 

It might be assumed that the professional assessment com- 
mitlcec considers the standard of venereology on Merseyside 
to be too low to warrant any recommendations other than those 
ahea't" made. /This view would be refuted by all with an 
.in,nii,ue Knowledge of the clinics concerned. 

To account for the downgrading of venereologists on Mersey- 
side and possibly elsewhere there springs more readily to mind 
an idea which would cause such men as John Hunter, Ricord, 
Fournier, Jonathan Hutchinson, Ehrlich, Ncisscr, and a great 
many more who devoted much of their lives to the study of 
syphilis and gonorrhoea to turn in their graves. It is that 
venereology should not be regarded as a specially in its own 

There would appear to be a prevalent notion that the irnmc- 
diatc and only sequel to the diagnosis of syphilis or gonorrhoea 
in whatever stage is the prescription of large doses of penicillin ; 
that most of the venereologist's work is that of a technician 
applying this technique in routine fashion ; and that any tyro 
can manage a clinic for the care of such patients who arc not 
prepared to be fleeced for the sake of absolute secrecy. Such 
a conception is commonplace in the minds of medical men who 
overlook, the fact that it was more than the convenience of 
patients which prompted the Government to set up special 
clinics for the treatment of these special diseases in 1917. These 
i clinics were inaugurated on account of the completely unsatis- 
factory treatment undertaken privately by too many practi- 
tioners whose chief interest lay elsewhere. By law these clinics 
have to be run by special doctors, though it is readily admitted 
by venereologists that the standard required is quite intdequate 
for the designation of specialist. Also overlooked is the fact 
that in spite of routine work the venereologist as such is an 
integral part of medicine in that he is needed to rectify, where 
possible, the ravages of V.D. in patients who have previously 
been maltreated by “ penicillin punchers ” who, with fatuous 
optimism, see no further than the visible lesion. 

One may be forgiven, while beset with professional scorn, for 
suggesting that mufch of a dermatologist’s work is the routine 
diagnosis and treatment of scabies ; that the anaesthetist can 
leave many cases to inexperienced house-men ; that the obstetri- 
cian depends for his livelihood upon the successful supervision 
of a normal physiological function ; that most of the psychi- 
atrist’s patients leave his consulting-room with the label 


■' chronic unspecified anxiety state ” ; and that the radiologist's 
interpretation of a photograph is often less hazardous than thi 
venereologist’s interpretation of confiicling and doubtful sere 
logical tests. Indeed, every specialist, performs much luuttM 
It is the unusual and difTicult which justices his existence. 

So it is with the venereologist. It is not the diagnosis o 
.gonorrhoea and the prescription of penicillin to which ht 
devotes his study, nor the recognition of a primary chancre and 
the discovery of the Spirochacin paUida'. It is rather the 
management of all forms of metastatic gonorrhoea and late 
syphilis. It is not knowing when and with what to start treal- 
menf. but when to stop and when to continue. It is knowing 
how to advise on the safety of marriage and how to avert 
disruption of marriage, for no other diseases have such dire 
repercussions on family life. It is the intelligent interpretation 
of serological tests and ccrcbrOSpinal-fluid findings and the 
recognition and treatment of drug sensitivity and intolerance. 

It is an appreciation of the epidemiology and social implica- 
tions of V.D. The venereologist is one who not only plays 
a large part in preventive medicine by the proper use of drugs 
and by the organization of intensive follow-up of defaulters 
and contacts in co-operation with the invaluable services of 
welfare workers, he is also one whose specialty encroaches 
on the domain of all the other specialties. He seemingly 
has to trespass, and herein lies much of his trouble. 

General physicians, cardiologists, neurologists, surgeons, 
obstetricians and gynaecologists, paediatricians, ophthalmo- 
logists, olo-rhioo-laryngologists, and psychlalrisls—aB sec the 
venereologist as one who might interfere. Yet none has not 
benefited from the teaching of venereologists and none has 
been unable to say of a patient, "A pity he tvas not in the 
hands of a competent venereologist many years ago.” 

If .all other regional bo.ards adopt the same attitude as the 
Liverpool Board it means that .the only goal for a venereologist 
is to be an adviser to a board, of which there are but 14 in 
Engknd. Had the object of its decision been to guarantee a j 
constant supply of cardiovascular and neurosyphilis cases, etc., 
for the teaching of disease manifestations which might reason- 
ably be made to become medical curiosities, it could not have 
chosen a better method than one which wll ensure that none 
but the mentally backward take op venereology. Fair prospects 
would be too remote. 

Is it not as rational to make a special study of the spirochaete. 
which can invade any tissue of the human body, as to make a 
special study of some region of human anatomy which can 
be invaded by many organisms other than the spirochaete? 
Moreover, is not venereology a vocation which many medical 
men would not follow even if tempted with a merit award in 
lieu of danger money ? 

One can only look westward with ens^y to the U.S.A., where 
venereologists receive their just acclaim and the Government, 
realizing the effect of V-D. on the national economy in peace 
as' well as in war, votes 51,000,000 annually to its rosearch. 

The Lock Hospital appears to be like a ship in tlie process 
of being torpedoed. Are the captains to take to the lifeboats 
and the crew to go dowm with her ?— 1 am, etc., 

Artiwr S.- Wigfield. 

Liverpool. 

Public Health Serstice Appointments 

Sjh — ^ xhe executive committee of the Medical Women’s 
Fedciation seeks this opportunity to express its support of the 
action of the British Medical Association in imposing a ban 
on posts in the Public Health Service which are being adver- 
tised in the lay press at lower salary rates than the B.M.A. 
recommendations for permanent scales of remuneration for 
medical officers in the Public Health Service, the ban to be 
in force until such time as local authorities are prepared to 
begin negotiations on salary scales. 

The struggle for equal pay for medical men and women in 
the Public Health Service was a long one, and the Federation 
would like once more to acknowledge the loyal support of the 
British Medical Association at that time. In the long run the 
battle was won largely because, with very few exceptions, medi- 
cal women refused to' apply for the posts blacklisted because 
of the lower salary offered to women, and in this way they 
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; strengthened the hands of the negotiators. This was at a time 
I of considerable unemployment in the profession, when to 
-refrain from accepting an underpaid post was frequently a - 
'serious financial sacrifice. 

- As regards the present issue, there is often temptation for 
? an applicant to argue the needs of his or her particular circum- 
. stances which they feel make a claim for sympathetic under- 
!' standing. To such applicants we would like to say that they 

are both jeopardizing the issue for the profession as a whole 
J and are in danger of placing themselves in an unhappy position 
“and an inferior status with their colleagues both inside the 
^'Public Health Service and outside it. The Federation begs any 
such would-be applicants, no matter what the circumstances 
; may be, to try to see the matter in all its beatings. We suggest 
' that this wider professional approach to their individual pro&m 
Jwill lead them to add their support to that of colleagues who 
rare loyqlly observing the ban — and thus hasten the day when 
r negotiations will be begun. 

; Should any medical woman still not be clear as to why it 
has been necessary to impose this ban, she is urged to write 

■ to the British Medical Association or to the Medical Women's 
Federation. — am, etc., 

- Gertrude Herzeeld. 

- Tavistock House Nonh. President, 

Tavistock Square. London. Wt.C.l. Medical SVemen’s Federation. 

I' Grading of Hospital Staff 

; Sir, — 1 am instructed by the general meeting of the Liverpool 
: Regional Hospitals Medical Association held on July 11 to 
b send you the following resolution ; 

* “ This meeting regrets that, in spite of cases of up-grading, there 
are xriany anomalies still existing both with regard to groups and to 

: individuals. We are particularly concerned about the two specialties 

- vettereology and tuberculosis, in which the grading has been almost 
. uniformly that of senior hospital medical officer. We feel that low 

grading will inevitably have a depressing effert on efficteno' in the 

1 future, since recruitment will fall in qualiti’. 

' “ Some of the individual grading seems to us so unjust that we feel 

■ that it is essential that fresh consideration to individual appeals 
' should be given forthwith. 

■: " We therefore heartily support the British Medical Association’s 

2 claim for the setting up of regional appeal committees before which 
the appellant will have the right to appear in person and be 

- represented." 

;i — I am, etc., V. Cotton Cornwall, 

Hon. Sccrciaiy. 

,» l-iTerxKJOl Regional Hosnitals Medical Association. 

" Inducement Pajments 

^ Sir, — Like a good many other doctors with small rural prac- 
^ tices in Scotland I have had my application for an inducement 
' pa\*menl turned doun by the Secretary of State for Scotland. 

- I have reason to believe that my application was favourably 
i recommended by the local medical committee and by the 
q e:recutive council in this area. 

; I think that it . is worth bringing this matter to your notice. 
The way the economy axe has struck first at the smaller 
practices with the smaller incomes is surely an indication to 
the whole profession of what the official attitude is likely to 
be towards a general financial betterment. — I am, etc., 

Bracmar. Aberdemshire. D. N. B. MORRlSON. 

School Medical OfiBcers 

' Sir, — I t is with alarm that one reads the report of the 

■ Annual Representative Meeting {Supplements July 2, p. 12) 

^ dealing with the position of school medical officers. 

■ The tone of such remarks of the supporters of the motion 
^ as, “The local health departments . . * seemed determined to 

* establish themselves by all possible means,^’ and later, “The 
ever-growing number of people examining other people’s child- 

1 ren ... all patients belonging to other doctors,’ bodes ill for 

* the development of the co-operation which one had rightly 

3 hoped to see resulting from recent enactments, and which will 
i be essential for the progress of our medical sei^ices in the 

future. The motion means that the G.P is assuming the form 
I of “ veto " over the actions of his colleague in the school 
medical ser%ice in. some cases. 


Let foster co-operation ; let the traffic of information pass 
freely in such directions as are necessary for the working of 
our medical team ; and let us not forget that the well-being 
of the patient is of greater importance than our own prestige 
and pseudo-ethics. — I am, etc., 

Baildon. Yorks. H. GRXY. 


The Assoc'iafion War Memorial 

Sir, — F rom the report on the debate at the A.R.M. (Supple- 
ment, July 2, p. 26) some points of general interest have been 
omitted. Dr. Dain, in moving the report, told the meeting 
that 879 members (105 civilians) had been killed by enemy 
action. J, speaking in support of the Harrow amendment, 
asked Dr. Dain if it were known how many dependants there 
were of those killed, and he replied that the number was not 
known. Later Dr. Dain said that the Medical War Relief 
Fund still had £19,000 and that there were no apph'cants. 

These facts were not generally known, either by representa- 
tives or throughout the Divisions. I hope that Council will 
find out as far as it can the number of needy dependants 
and let that number be known, as well as the sum of money 
which it thinks would be necessary to provide for them as 
they might reasonably have hoped to be provided for. Then 
I am certain that all members, including those in Divisions 
which instructed their representatives to support the Harrow 
amendment, will swiftly and generously respond to an appeal 
for funds. 

If the event proves that dependants are being adequately 
cared for, the £10,000 for the fountain will also be quickly 
forthcoming. As I said at Harrogate, this represents the 
trifling sum of 3s. 4d. per member, but I fear (I hope I am 
wrong) that even this will not be speedily subscribed unless 
the position of the dependants is made clear. We are not 
against a visible war memorial (many of those speaking in 
support of Harrow’s amendment made this point), but we feel 
that it would be WTong to spend money on any form of visible 
memorial if there are dependants of those killed by enemy 
action requiring assistance. 

If Council will tell us all the facts there need be no doubts 
of the generosity of the profession. — I am, etc., 

Lancaster. WlLKIE. 


Free Drugs for Private Patients 

StR, — It is inevitable that in the abbreviations from Hansard 
that appear in the BMJ. some points should be missed. May 
I quote certain passages more fully, as they show a surprising 
admission by the Minister of Health ? 

As you state (Journal, July 16, p. 184), Mr. Richard La\y 
moved an amendment to enable those treated b> private practi- 
tioners to receive the advantages of the Act so far as pharma- 
ceutical serv'ices were concerned. During the discussion Dr. 
Segal (Member for Preston), in hoping that Mr. Bevan would 
set his face against the amendment, said, " A tremendous con- 
cession has been made by the Minister in permitting full scope 
of private practice to evist alongside the National Health Ser- 
vice. That being so, it is more than ungenerous of the 
Opposition to expect the Minister to go to the length of 
actually subsidizing private practice, because that is what it 
amounts to. I hold the view that if my rt. hon. friend was 
templed to giv'e way to the Opposition on this amendment he 
would be sabotaging the whole of the National Health Service 
scheme.’’ 

I am not interested in the view of a doctor or any other 
person who says that a tiny modicum of freedom, unavoidably 
Slanted, is a tremendous concession. And I would have agreed 
with you. Sir, that this opinion was not worth quoting if it 
had liot, a little later, drawn a remarkable confession from 
the Minister when he said. “We now have this 4% [of the 
papulation outside the Service], I do not take exception to 
if, but I say that, if we made the concession asked for to-day. 
that 4% would crow very rapidly indeed, and before very 
Ion„_niy hon. friend the Member for Preston was right— 
this” would prove to be the biggest piece of sabotage of the 
Health Service which could possibly have been conceived.’ 
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To lull the uneasy mind of the public and to make it more 
difficult for the profession to stay out, the Minister said last 
year that any part of the Service was available to anyone, to 
up or not p they chose. Since then he has gone back on 
his word with one quibble after another, and now he states 
that his Act depends for its success on millions being forced 
to use it against their will. 

Here at last we have the truth. It will out. Even Mr. ffevan 
cannot hide it indefinitely. — 1 am, etc.. 


London. N.W.l. 


R. HAi.r.-\ViiiTi:. 


StR, — The question of free dnigs for private patients has 
once more been brought beforo the Representative Body and 
once more it has been agreed by an overwhelming majority 
that they should be entitled to them. 

We arc informed that an amendment will be put before 
Parliament to secure this end. Presumably that amendment 
will be put by the Opposition, since Mr. Bevan has declared 
that by withholding such benefits he hopes that 100?i of 
the population will eventually choose State medicine. The 
opponents of such an amendment will doubtless declare that 
there are insuperable administrative difiTicultics. The only 
administrative difficulties that one can see arc those concerned 
with controlling prescribing by doctors, and this to me appears 
to present no special difficulties. 

All doctors already in the Sers'icc could accept Forms E.C.l 
overprinted with a large P, signifying that the patient wished 
pharmaceutical scrs’iccs only. Such a doctor would have .r 
patients for whom he received a capitation fee and x + ^ 
for whom he prescribed. On this latter figure his prescribing 
costs could be averaged. Likewise, a doctor outside the Service 
could apply to the executive council for admission to a “ P " 
list for prescribing only, and here again his costs could be 
averaged. The latter doctor could not, of course, be fined 
by deducting a sum from his Stale remuneration for over- 
prescribing, since he would have no such remuneration, but 
if any penalty was required then removal from the “ P ” list 
could be threatened. 

The system I have outlined docs not imply that we approve 
of such fines, but it would not add any more administrative 
burdens or difficulties at executive-council levels than if those 
“ P ” patients came on State capitation lists. — I am, etc., 

Matvcm.Worc. G. JAMIESON MEtKLE. 

V An amendment on this subject was defeated when the 
Standing Committee debated the Amending Bill during its third 
and fourth sittings on July 5 and 6. — Eo., D.MJ. 


Clearing House 

Sir, — I have just received a circular letter from my M.O.H. 
quoting a directive from the Ministry. This states that, 
“ should the doctor attending the patient deem that an o.xygen 
tent, or oxygen therapy equipment, is necessary, he must con- 
sult a specialist from a local hospital. If, after consultation, 
it is still found necessary to order the equipment then the order- 
ing becomes the responsibility of the hospital.” 

This directive seems to be remarkable both in its implications 
and in its grossly offensive wording. Is it really the intention 
of the Minister to downgrade the G.P. to the level of a medical 
orderly? 

There is an increasing tendency to regard the G.P. mainly 
as a clearing house, and the loss of confidence in his ability 
fostered by this can only damage the profession as a whole in 
addition to destroying the clinical interests of the practitioner. 
Moreover, this denigration of the G.P., who alone is in a 
position to know the patient as an individual within his own 
environment and not just as a series of dissociated systems, 
would seem to run counter to all modern medical thought. 

There is an increasing feeling of frustration among practi- 
tioners, and if they are now to find their professional interests 
stifled at every turn by regulations of this nature then it would 
seem incumbent to inform young aspirants to general practice 
of their future status. If the best men then turn aside it will 
not matter ; they will not be needed. — I am, etc., 

London, N.W.9. N. C. MOND. 


POINTS FROM LETTERS 

Waste 

Dr. G. C. PETifER (Hadley Wood, Herts) writes : In a recent lett 
to The Times Sir Lionel Whitby has provided further evidence 
such were still needed, tliat the State is less moral than its cilizer 
Such was indeed evident, to those who would see and listen, loi 
before the Health Act. If this be agreed, then the ethical claims . 
the political Left arc seen for what they are— pretentious, insoler 
and false in every sense. ... It has been pointed out that ai 
further advances in serial services can only come from incrcasi 
wealth and productivity. A Minister of the Crown stated some tir 
.ago that exports do not matter. But without exports, visible ai 
invisible, where arc tlic health sen-ices? If I understand him arig 
Dr. Ffranpeon Roberts stressed the necessity of cutting our cc 
according to our cloth. I know a factory employing 3,000 men 
which the contributions of the firm for social insurance amount 
£30,000 a year. Such is a direct charge on manufacture, by whii 
we live. So it would seem that the health sen-ices can only sun-i\ 
c.in only be financially supported on an adequate scale, if w-aste 
ruthlessly eliminated and the Government learns to keep its word. 

Klcclronlc Medicine 

Dr. M. H. K. Kane (London, S.E.21) writes; Why all this fu 
and bother about the salaries of consultants, specialist 
general-practitioner specialists, general practitioners, and nurses 
Is it not only too clear that in a few years we w-ill all 1 
replaced by appropriately specialized electronic brains, w-hich w- 
bc installed in suitable batteries at our teaching hospital 
general hospitals, cottage hospitals, and health centres ? TI 
only factor lacking in tin's arrangement w-ill be human unde 
■Standing, and in view of the well-known infallibility of mode; 
mcclianical aids to diagnosis this is really almost unnecessary-. Tl 
whole troublesome profes-sion will thus be neatly and convenient 
eliminated, w-ith immense saving to the Government of worry ar 
expense. Large sums will be released for the provision ( 
mechanical appliances and supports for the industrial populatioi 
whose w-clfarc, longevity, and productivity will thus be immeasurab 
incTe.ised. Let us therefore relinquish our futile and undignific 
endeavours to hold back the sacred waters of progress. 


B.M.A. LIBRARY 

The following books have been added to the Library: 

Lciincr, S. J.: Bone Marrow Biopsy. English translation revise 
and edited by C. J. C. Britton and E. Neumark. 1949. 

Licht. S. (Editor): Occupational Therapy Source Book. 194S, 

Lloyd, B. (Editor): Science in Films. 194S. 

Lonsdale, K.: Cry-stals and A’-Ray-s. 1949. 

Lyons. W. R., and 3\’oodhall, B. : Atlas of Peripheral Nerv e Injuric 
1949. 

Mace, D. R.; Marriage Counselling. 1948. 

Marshall, Sf. S. : Applied Medical Bacteriology. 1947. 

Nlnrtin, R., and Sureau, B.: Traitement Moderne dcs M^ningitc 
Purulcnlcs Aigufc's. 1948. 

Matthews, F. B.: Mental Hc.alth Services. 194S. 

Melcncy, F. L.: Treatise on Surgical Infections. 1948. 

Modern Practice in Psychological Medicine, 1949: edited by J. P 
Rees. 1949. 

Monrad-Krohn, G. H. :' Clinical Examination of the Nervous Systen 
Ninth edition. 1948. 

Murray, J. B.: Some Common Psychosomatic Manifestations. 194' 

N'imalasuria, A.: Dietetics. 1948. 

Ogilvie, Sir H., and Thomson, W. A. R.: E.arly Recognition o 
Disease. 1949. 

Ponder, E. ; Hemolysis and Related Phenomena. 1948. 

Riddell, V. : Carcinoma of the Breast : a Hunterian Lecture. 1941 

Robertson, J. K.: Radiology Physics. Second edition. 1948. 

Seegers, W. H., and Sharp, E. A. : Hemostatic Agents. 1948. 

Shaw, W. : Textbook of Midwifery. Third edition. 1949. 

SIceman, C. (Editor): Trial of Gozawa Sad.aichi and Nine Other 
(SVar Crimes Trials Series). 1948. , . , 

Smith. Sir S., and Fiddes, F. S. : Forensic Medicine. Ninth edition 
1949. 

Todd, J. W. : Rational Medicine. 1949. . 

Valentine, C. W.: Intelligence Tests for Children. Third edihon 

'948. . ^ , r-, • 

Van der Werff, J. T.: Biological RcacUons Caused by Electri 
Currents and by A'-Rays. 1948. 

Warfield, F. : There’s No Need to Shout. 1949. 

Warkentm, J., and Lange, J. D.: Physirian’s Handbook. Fiftl 
edition. 1948, 

Weber, F. P. ; Rare Diseases and Some Debatable Subjects. Seconi 
edition. 1948. . , „ . 

Weinberger, B. W. : An Introduction to the History of Dentistry 
2 volumes. 1948. 

Wiles, P. : Essentials of Orthopaedics. 1949. 

Wiprud, T. : Business Side of Medical Practice. Second edition 
1949. 
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H.M. Forces Appointments 


ROYAL NAVY' 

Surgeon Rear Admiral J, A. Maxwell, C.V.O., C.B-E., has 

•een placed on the Retired List. 

Surgeon Commander T. L. J. Barry has been placed on the Retired 
-ist. 

Surgeon Commanders W. A. Hopkins, O.B.E., and T. B. Litiagh 
o be Surgeon Captains. 

Acting Interim Surgeon Commanders D, A. Hovenden, E. B. 
Iradbury, E. D. Caldwell, H. G. Silvester, O.B£., and J. L. S. 
Jteele-Perkins to be Surgeon Commanders. 

Acting Surgeon Lieutenant-Commanders A. J. Gaskell and J. Glass 
o be Surgeon Lieutenant-Commanders. 

Royal Naval Volunteer Reserv'e 

Surgeon Lieutenant-Commander R. G. Reid, VJl.D., to be 
Jurgeon Commander. 

Surgeon Lieutenant-Commanders D. Rice and F. J. Curds have 
aeen removed from the Active List. 

Surgeon Lieutenants D. R. Tipping, E. J. King, A. W. Hagger, 
D. H. M. Titcombe, and J. J. Ennitt to be Surgeon Lieutenant- 
Commanders. 

ROYAL AUSTRALIAN NAW 

Surgeon Lieutenant-Commanders J. E. Hughes and M. J. L. 
Stening, R.A.NJl., to be Surgeon Commanders, R.A.N.R. 


ROYAL NEW ZEALAND NAW 


Surgeon Commander E. S. McPhaB, VJl.D., KTf.P., to be 
Surgeon Captain. 

ARMY 

Colonels E. M. Townsend, M.C., and D. T. M. Large, late 
R.A.M.C., have retired on retired pay and have been granted the 
honorary rank of Brigadier. 

Colonel D. H, Murray, late RA.M.C., ha\'ing attained the age for 
retirement, is retained on the \ Active List supernumerary to 
Establishment. 

Colonels W. W. S. Sharpe and F, McKibbin, O.B£., late 
RAM.C., have retired on retired pay. 

■ Lieutenant-Colonel T. F. M. Woods, O.B£., from RA.M.C., to 
.be Colonel, 

ROYAL ARMY MEDICAL CORPS 

Lieutenant-Colonel G. F. Harrison, has retired on retired 

■pay on account of disability*. 

Major (War Substantive Lieutenant-Colonel) J. A. MacDougall, 
O.B.E., to be Lieutenant-Colonel. 

Majors A C. Cox, O.B£., and A. Gleave to be Lieutenant- 
Colonels. 

i Major J. Walsh has been placed on the half-pay list on account of 
disability. 

Captain (War Substantive Major) T. W. Carrick to be Major. 

Short Service Commission, Specialist . — Captain (War Substantive 
Major) J. B. Headley Blythe has retired on account of disability and 
.has been granted the honorary rank of Major. 

Short Serx'ice Commission . — Captain S. J. Nathan to be Major 
Uubstitut^ for the notification in a Supplement to the London 
Gaz^te dated April 22), Captain J. P. Mitchell has retired and 
^has been granted the honorary rank of Major. 

^wrt Service Commission (Type " B Colonel R. H, Robinson, 
T.D., from TA., to be Liratcnant-Colonel. Major H. Shield, from 
TA., to be Major. (Substituted for the notification in a Supplement 
ito the London Gazette dated April 26.) Opiains J. Totten, W. S. 
Angus, and A. A. Grace to be Majors. 

REGULAR AR^rY RESERVE OF OFFICERS 
Royal Army Medical Corps 


. 9°jonels H. G. Monleith, D.S.O., O.B.E., and E. V. \\Tiitby, late 
‘■RA.M.C., ha\'ing exceeded the age limit for liability to recall, have 
ceased to belong to the Reserve of Officers. 

Ueutenanl-Colonels (Honorary Colonels) G. K. Maurice, D-S.O., 
H. F. Panton, D.S.O., M.C., and J. F. W. Sandison, O.BE., 
M.C., ha^Tng exceeded the age limit for liability to recall, have ceased 
to belong to the Reserve of Officers, retaining the honorary rank of 
Colonel 

Lieutenant-Colonels J. A. aark, P. C. Field, and R. H. 

Leigh, M.C,, having exceeded the age limit for liability to recall, 
:-.naye ceased to belong to the Reserve of Officers. 

^Lieutenan^Colonel D. H. Waldron, O.B.E., from IuM.S., to be 
LieutOTant-Colonel. 

zz (Honorary Brigadier) R. H. Lucas, C.B£., M.C., having 

exc«oed the age limit for liability to recall, has ceased to belong 
.<to the Rescue of Officers, retaining the honorary rank of Bricadicr. 

Majors (Honorary Colonels) J. H. Baird, E. Catford, O-BJE., 
. St^'cnson, and H, J. G. Wells, having c.Ttt«ded the age limit 
f';.forxiabuity to recall, have ceased to belong to the Reserve of Officers, 
retaining the honorary rank of Colonel. 

Lieutenant-Colonels) C. M. C. B>Tne, O.B.E., 
W. E. K. Coles, C. R. Dugeon. O-BJE., 
T* \y‘y-.^^^'hner-Corbett. O. D. Jarvis, O.B.E., D. J. H. Jones, 
, •. 7 '*^* ,r%^’ R. B. Myles, O.B.E., having exceeded the age 
hwit for liability to recall, have ceased to belong to the Reserve of 
fj- Ouicers, retaining the honorary rank of Lieutenant-Colonel. 


Majors E. H. W. Elkington, D. G. Evans, H. G. Hobson, 

M.C., D. C. Ogilvie, M.C., T. V. Oldham, D. W. Pailthorpe, M.C.. 
and J. C. Preston, having exceeded the age limit for liabili:\' to retail, 
have ceased to belong to the Reserve of Officers. 

Captain (Honorary Lieutenant-Colonel) P. L. C. Carrier, having 
exceeded the age limit of liability to recall, has ceased to belong 
to the Reserv'e of Officers, retaining the honorary rank of lieutenant- 
ColoneL , 

War Substantive Majors V. St. G. Vaughan, W. M. W'alsh, and 
.A. J. Daldell-Ward, from Emergency Commissions, to be ^Iajo^s, and 
have been granted the honorary rank of Lieutenant-Colonel. 

Major S. J. Nathan, from Short Service Commisrion. to he Maior. 

Nfajors T. K. White, W. C. Templeton, J. J. Barton, and"0. 
Walker, from LM.S., to be Majors. 

Captain (War Substantive Major) H. Mo7.-schensan, from Emer- 
gency Commission, to be Major, and has been granted the henorarv 
rank of- Lieutenant-Colonel. 

Captain T. W. Gillespie, from Supplementary Reserve c: O.ffice.i. 
to be Major, and has been granted the honoraiy* rank of Colonel. 

Captains W. G. Sutdffie, 03.E., R. P. Smj’th, O.BE., G. Pv. 
McNab, J. W. Crofton, T. G, Faulkner-Hudson, G. F. V/rioht, H A 
Magnus, A. E. Francis, R. S. Handley, and W. A. Oliver, 
from Supplementary Resers-e of Officers, to be Majors, and have 
been granted the honorary rank of Lieutenant-Colonel. 

Captains V/. R. Cunnin^am, J. B. McCallum. S. T. Inrin, J. J. t. 
Nforrison, O. C. Dobson, J. Devine, M.C., H. 1. C. Maclean, R. A. 
Binning, H. V. Corbett, D. W. Ashcroft, E. R. Dansie, E. Carew- 
Shaw*, \V. D. B. Petugre^, P- E. CressweU, J Mason, G. A. 

Fowler, M. H. Hughes, P. B. Barker, I. P. J Macnaughten, E H. W. 
Lyle,'W. G. France, J. P Bostock, J. W. S. H. Lindahl. W. 
Mackenzie, A. M. Murray, R. A. Tcnnent, M.B.E., I. C. Thomson, 
R. R. Gordon, M.C., and F. J. Hebbert, from Supplementarv Reserve 
of Officers, to be Majors. 

Captain R. Mowbray, from Supplementary Reserve of Officers, to 
be Captain, and has been granted the honorary rank of Major. 

War Substantive Captains A, T. Wallace and J. G. Damonlin, from 
Emergency Commissions, to be Captains, and have been granted the 
honorary rank of Major. 


TERRITORIAL AR^^Y 
Royal Army Medical Cores 

Colonel J. P. J. Jenkins, O.B.E., T.D., has been appointed 
Honorary Colonel. 

Lieutenant-Colonel W. A. Jackman. T.D., haring exceeded the 
age limit for retention, has retired and has been granted the honora-y 
rank of Colonel. 

Lieutenant-Colonel J. P. McGreehin. M.C., haring exceeded the 
age limit for retention, has retired, retaining the rank of Lieutenant- 
Colonel. 

Lieutenant-Colonel R. H. Robinson, T.D., to be Colonel. 

Major (Acting Lieutenant-Colonel) C. D Evans, O.B E., Reserve 
of Officers, has relinquished his commission 

Nlajor (Acting Lieutenanc-GoloneD J. P. Rabaa. T.D., has relin- 
quished his commission on account of disability and has been 
granted the honorary* rank of Colonel. 

Major (W^ar Substantive Lieutenant-Colonel) V,'. H. D. Patterson, 
T.D., to be acting Colonel. 

Majors C. W. Dudley, T.D , P Hickey, T.D.. D S Jones, A. H. 
MackUn. O.B.E., M.C., T.D., A. S. Pern. O.BE., T.D. R. O 
Townend, TD., E. Walsh, TD , and H 5. ^ard. OBE., TD., 
haring exceeded the age limit, have retired and ha%e been granted 
the bonoraiy* rank of Colonel. 

Majors W. E. A. Buchanan. T.D., T L. Cark, TD. P Hayes, 
T.D., G. E. Lindsay. C. F. Mayme, O.BE.. G Sparrow. M C . T D., 
and J. W. Wa>te, M.C., TD., having exceeded the age l:rr.!:. have 
retired and have been granted the honorary rarE of Lieutenant- 
Colonel. 

Majors A, Willcox and G. M. R. Duffus. ME E . have been granted 
the acting rank of Lieutenant-Colonel. 

Majors S. B. Faulkner, R. W Gemmell, T.D., J. C C. How?. 
F, J. Lidderdale, M.C., L H. Lloyd- Williams, M.C., J. E. McCartney. 
W. H. MilUgan, O. F. W. Robinson. TJj . E. G. Snaith, T.D., G. T 
Symons, A. J. Will, and C. N. Vaisey, T.D., haring exceeded the age 
limit, have retired. . . 

Major R. B. Quinn has relinquished his ccmmisr.cn on account 
of disability. ^ 

Major A. R. Edwards, from RA., T.A., Reserve of Officers, to be 
Major. 

Captain J. Beattie, ha^■mg exceeded the age limit, has reti.'-ed and 
has been granted the honorary rank of Colonel. 

Captain F. C. 0*Mara, haring exceeded the age limit, has retired 
and has been cranied the honorary rank of Major. 

Captain (acting Colonel) J. Donovan has relinquished the acting 
rank of Colonel. 

Captains (Acting Lieutenant-Colonels) J. D. Wade and E. H. 
Evans to be Nfajors, retaining the acting rank of Lieutenant-CefoneL 

Captain (acting Lieuteoant-ColoneD S. Glaser has rcHaquished his 
commission on acOTunt of disability and has been granted the 
honorary* rank of Lfeucenanc-Colcncf. 

Oiptains (acting Majors^ J. D. Wade. J, Macrae, T. M. Park, and 
E. H. Evans ha%*e'’been granted the acting rank of Lieutenant-Colonel. 

Captains W. H. W'olstenholme, O.BE., T.D., R. Mowbray, and 
R. G. W^ Ollerenshaw to be Majors, and have been granted the 
acting rank of Lieutenant-Colonel. 
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Captains (acting Majors) M. N. S. Duncan and P. G. McGrath to 
be Majors. 

Captains 11. F. T. Macfctriclpc, D.S.O., H, V. Vevan, A. W. Forrest, 
A. C. C. Burn, E. Parry, J. S. H. Wade, II. H. Kcnsliolc, D.S.O., 
T.D., E. U. Allan. D. B. McVitiic, A. V. Grifruhs, C. S. M. Hutson, 
T. C. M.acinnes, P. G. Seed, M.B.E., G. Bourne, and L. W. Laustc, 
M.B.E., to be Majors. 

Lieutenant L. J. llaydon to be Major, and lias been granted the 
jictinp rank of Colonel. 

Lieutenant L. Elctclicr, O.B.E.. to be Captain, and has been 
granted the acting rank of Colonel. 


Association Notices 


B.M.A. LECTURES 

Every Branch and Divi.sion may have one B.M.A. Lecture a 
year. The lecturer, who is chosen by the Branch or Division, 
is an authority an his particular subject. He is invited from 
the Central OITtcc and receives an honorarium and his c.xpcnscs. 
Branch and Divisional secretaries making up their programmes 
for the forthcoming year arc invited to send requests to Head- 
quarters for B.M.A. lectures. The application should be on a 
special form obtainahlc from Headquarters denoting the name 
of the lecturer, the subject, and choice of dates. 

SIR CHARLES HASTINGS CldNlCAL PRIZE 
The Sir Charles Hastings Clinical Prize, which consists of a 
certificate and .a money award of 50 guineas, is again open for 
competition. The following .arc the rcgtflal/ons governing the 
award ; 

1. The prize is cst.ablishcd by the Council of the Brjti.sh Medical 
Association for the promotion of systematic observation, icscarcb, 
and record in general practice; it includes a money award of the 
value of 50 gtiinc.is. 

2. Any member of the Association svho is engaged in general 
practice is eligible to compete for the prize. 

3. The work submitted must include personal obsen-ations and 
experiences collected by the candidate in general prnciicc, and a 
high order of cxcclkncc will be required. U no essay entered is 
of sufiicicnl merit no award will be made, it is to be noted that 
candidates in tbeir cniric,s should confine their atlcntion to their 
own observations in practice rather than to comments on previously 
published work on the subject, the ugh reference to current literature 
should not be omitted when it bears directly on their results, their 
interpretations, and (heir conclusions. 

4. Essays, or whatever form the candidate desires his work to 
take, must be sent to the British Medical Association House, 
Tavistock Square, London, W.C.l, not later than Dee, 31, 1949. 
The prize will be awarded .at the Annual General Meeting of the 
Association to bo held in 1950. 

5. No study or essay that has been published in the medical 
press or elsewhere will be considered eligible for the prize, and 
a contribution offered in one year cannot be accepted in any sub- 
sequent year unless it includes evidence of further work. A 
prizewinner in any year is not eligible for a second award of the 
prize. 

6. If any question arises in reference to the cligibility_ of the 
candidate or the admissibility of his or her essay the decision of 
the Council on any such point -shall be final. 

7. Preliminary notice of entry for this competition is required, 
and a form of application can be obtained from the Secretary. 

8. Each essay must be typewritten or printed, must be dis- 
tinguished by a motto, and must be .accompanied by a sealed 
envelope marked with the same motto and enclosing the candidate’s 
name and address. 

9. The writer of (he essay to whom the prize is awarded may, 
on the initiative of the Science Committee, be requested to prepare 
a paper on the subject for publication in the British Medico] 
Journal or for presentation to the appropriate Section of the Annual 
Meeting of the Association. 

10. Inquiries relative to the prize should be addressed to the 
Secretary. 

NATHANIEL BISHOP HARMAN PRIZE 

The Council of the British Medical Association is prepared to 
consider the award of the Nathaniel Bishop Harman Prize in the year 
1950. The value of the prize is approximately £100. The purpose of 
the prize is the promotion of systematic observation and research 
among consultant members of the staffs of hospitals who are not 
attached to recognized medical schools, .It will be awarded for the 
best essay submitted in open competition. The work submitted must 


include pcrson.nl observations and experiences colleclcd by the 
Candidate in the course of his practice. A high order of excellence 
will- be required. No study or essay that has been previously pub- 
lished in the medical press or elsewhere will be considered eligible 
for the prize. 

Any registered medical practitioner who is a consultant member 
of the staff of a hospital in Great Britain or N. Ireland and is not 
attached to a recognized medical school is clipble to compete. If 
any question arises in reference to , the eligibility of a candidate or 
the mlmissibiliiy of his essay the decision of the Council shall be 
fin.al. 

Should the Council of the As.sociation decide that no essay sub- 
mitted is of Sufficient merit, the prize will not be awarded in 1950 
but wilt be offered again the year next following this decision, and 
in this event the money value of the prize on the occasion in 
question shall be such proportion of the accumulated income as the 
Covmcil shall determine. 

The writer of the prize-winning css.ay may be required to prepare 
a paper on the subject for publication in the British Medical journal 
or for presentation to tbc appropriate section of the Annual Meeting 
of tbc Association. Each essay must be typewritten or printed in 
the English language, and must be ‘distinguished by a title and a 
motto. The essay must not bear the name of the vritcr, which should 
be sent with the css.iy in a .sealed envelope bearing only the molto 
on the outside. 

Essays must be forwarded to reach (he Secretary, British Medical 
Association. B.MA. House, Tavistock Square, London, W.C.l, not 
later than March 31, 195U. The title of the proposed essay and the 
motto should also he not'iiiccl in writing to the Secretary by Dec. 1, 
1949, ami a form for this purpose can be obtained from the 
Secretary The prize will be awarded at ibc Annua! Meeting ol the 
A.ssoci.alion to be held in 1950. Inquiries relative to the prize should 
be addressed to the Secretary. 


PRIZES FOR MEDICAL STUDENTS, 1950 
The Council of the British Medical Association is prepared 
to consider the award in 1950 of prizes (o medical student; 
for essays submitted in open competition. _ , . . 

The subject of the essays shall be "Clinical Teaching ir 
Relation to the Practice of Medicine." 

The purpose of these prizes is the promotion of systematic 
observation among medical students. In awarding the prize; 
due regard will be given to evidence of personal observation 
No study or essay that has previously appeared in the medical 
press or elsewhere will be considered eligible for a prize. Any 
medical sludcnt who is a registered member of a medica 
school h Crcai Briiaijj or Northern Ireland at the time ol 
submission of the essay is eligible to compete for a pnze. 

If anv question arises in reference as to the eligibility ol 
a candidate or the admissibility of his or her essay, the decisjon 
of the Council of the British Medical AssoctaUon shall bt 
final. In dclcrmining the number and the value of the prizes tc 
be awarded Ihe Council will take into consideration the numbet 
of essays received. Should the Council decide that no essay 
entered is of sufiicient merit, no awards will be made. 

Each essay must be typewritten or legibly written m the 
Enc)* 5 h on ont side of the paper only, must be 

un.^icncd and must be accompanied by a form of applicatior 
which can be obtained from the undersigned. Essays musi 
be fonvarded so as to reach the Secretary of the British >fedical 
Association not later than Dec. 31, 1949. Inquiries relative tc 
the prizes should be addressed to the SecretaD'. Bntish Medical 
Association, B.M.A. House, Tavistock Square, London, W.C.l, 

Charles Hill, • 
Secretary. 


Diary of Central Meetings 
, July 

Propriet.iry Medicines Committee, 2 p.m. 

Committee on the Postgraduate Education of General 
Practitioners, 2 p.m. 

General Medical Services Committee, II aan. 
Publishing Subcommiitcc, H a.m. fadjownmeut ftoir 
July 14). 

Committee on Psychiatry and tbc Law, 2 p.m. 
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Branch and Division Meetings to be Held 

North of Englmto Brahch.— At Brancepetb Golf Club (five 
west of Durham City), Thursday. July 28, 12.30 p.m., annual meetm?- 
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The Problem 

In the short span of 150 years the -progress of medicine 
has been chiefly responsible for two distinct problems of 
population in Western Europe. In Great Britain, for 
instance, during the first part of that period the reduction 
of infant mortality and the control of infectious disease 
led to a rapid and embarrassing increase in the number of 
youthful inhabitants — from about nine millions in 1801 to 
forty millions at the close of the- nineteenth century. 
Decline of the birth rate and emigration checked the 
incrMSBi^but the astonishing advance of curative medicine 
in the past 50 years has so prolonged the average duration 
of life that the total population is to-day larger by ten 
millions, and of the fifty millions in this country now no 
fewer than seven millions are over 60 years of age. As it 
is inevitable that in the immediate future the proportion 
of the aged will increase, and that the survival of indi- 
viduals with chronic maladies will be greater, the urgency 
of the problem of the proper provision for the chronic 
sick and aged needs no emphasis. It has not indeed been 
neglected. Within the past two years this College (1948) 
and the British Medical Association (1947, 1948) have pub- 
lished' reports from special committed on the care and 
treatment of the elderly and infirm, and in addition there 
have been a number of papers from individuals whose work 
lies mainly in this field. The relevant literature is interest- 
ing and abounds with suggestions for reform. There is a 
general demand for better classification of the patients and 
for their segregation, like with like, in appropriate institu- 
tions ; the need for special housing for the old is empha- 
sized, and a plea is made for the establishment of yet 
another medical specialty in the shape of geriatrics. 

When I sought, however, for some factual and statistical 
analysis of the patients now in the institutions and for 
precise information about how they got there and why they 
stayed so long I often sought in vain, though Affleck (1947) 
in his psychiatric approach to the problem included some 
valuable figures, to which I will refer later. Lack of dis- 
passionate statistical analysis is a weakness in these reports, 
and as there is nothing in the literature from the hospitals 
for the aged and chronic sick that compares, for instance, 
with Sheldon’s (1948) account of the condition of the old 
people living in ordinary homes in Wolverhampton I 

’yh® first of two Lumleian Lectures delivered before the Royal 
College of Physicians of London on April 5 and 7. 


decided to undertake an independent investigation ; in addi- 
tion it seemed probable that conditions would vary in 
different' parts of the country. 

The Position in the Midlands 

In the Birmingham Hospital Region, which includes five 
counties with a population of 4.2 millions, there are 50 
institutions concerned with the reception of the aged and 
chronic sick. Their variety is remarkable ; most of them 
are small and understaffed, with old and dingy buildings 
and poor equipment. Some are parts of acute general hos- 
pitals ; none have been well designed for their present use, 
and the concern expressed by the Nuffield Surveyors for 
the fate of their patients was amply justified. Most of 
these institutions have other functions, of which the most 
important is the accommodation of poor and homeless 
people who, though not sick, are in general unable to fend ' 
for themselves. 

The number of beds available (apart from those for the 
insane and simply destitute) in these 50 institutions is 
5,780, and of these no fewer than 2,400 are contained in 
five large establishments in densely populated areas. For 
comparison the total available for general medical and 
surgical use in the acute hospitals is only 5,960, but in 
addition there are about 1,000 beds for the same purpose 
in the teaching hospital. Briefly, of every 100 beds for 
general medicine and surgery in the region at least 45 are 
reserved for the chronic sicL This large proportion was 
to me surprising. 

Dr. Richard Padley, of the University Department of 
Medical Statistics and Statistical Officer to the Regional 
Board, to whom I am indebted for these figures, also made 
an estimate of the staff employed in caring for the chronic 
sick (e.xcluding medical and laboratory services), and found 
at the end of 1948 that 3,650 persons were so engaged. 
In other words 100 chronic beds required on average a 
whole-time staff of 61, made up as follows: trained nurses, 

4 ; assistant or other nurses, 21 ; domestic workers, 22 ; 
laundry, 4 ; maintenance, 5 ; administration, 5. These are 
serious figures ; with an ageing population it is obvious 
that the staffs necessary for institutions of this kind may 
soon become a serious drain on the national reserve of 
man-power. 

The field to be explored was so extensive and the prob- 
lems were to me so novel and perplexing that it seemed 
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impossible to investigate all the institutions closely, and 
I decided to concentrate attention on the largcst~thc 
Western Road Infirmary in Birmingham— and to be 
content with occasional visits to others. 

First Impressions of Western Rond 

My most vivid impression of the chronic wards of this 
hospital is of an atmosphere of profound apathy. The 
patients seldom spoke to each other ; they rarely moved, 
and although there was a library service and newspapers 
Were provided it was exceptional to see one reading. At 
first we thought that this unnatural calm was a consequence 
of discipline imposed in preparation for our visits, but we 
were assured it was not so and that there was nothing 
unusual in if. Even when we were hours together in a 
ward and examined in turn every patient in it the prepotent 
sense of still foreboding and quiet resignation endured. 

Contact with the patients was not difficult ; histories of 
their social background and infirmities were mostly accur- 
ate and readily given, but what made them remarkable 
was the conspicuous absence of emotional overtones as 
they recounted them. There was no bewailing of their fate, 
no clamant sense of grievance, and they spoke of life's 
adventure with the detachment of a disembodied observer 
rather than with the passion of a participant. One old 
lady told us a strange story of many years of colourful 
life breeding and breaking ponies in the Welsh Marches, 
of visits to country fairs to sell them, of strange adventures 
in wild “country, and of independent freedom rarely to be 
attained in England now. An accident crippled her and 
she had been long in bed. Her face was immobile as she 
spoke ; the glory and the zest had departed ; she tvas 
interested mainly in her tea, which was a little late. Food, 
indeed, was their major interest ; it was astonishing how 
much they ate. Nearly all of them were well nourished, 
and most of them were stout. The wards came momentarily 
to life at meal-times. 

Apathy prevailed also in the large rooms for those who 
were able to dress and move about; they sat listlessly 
and in silence ; the men smoked as long as their tobacco 
lasted. In these rooms there was a striking difTcrcncc 
between the sexes: the women were much more careful 
of their personal appearance ; they were cleaner, their 
clothes were neater, and they were more readily respon- 
sive when addressed. Nearly all the women had capacious 
bags in which they collected a strange and pathetic assort- 
ment of trifles of little value — fragments of food, bits of 
cloth, and empty boxes. Both rooms emptied several 
minutes before a meal, and long queues were formed at 
the doors of the dining-hall, in which there was strict 
segregation of the sexes ; even the inarried couples did 
not sit together, and they rarely expressed any wish to 
do so. 

We were warned that the prevailing calm was sometimes 
broken by outbursts of petulant misbehaviour which were 
commonly the result of childish jealousy, resentment, or 
misdemeanour. Pilfering was common and led to trouble. 
The maimer of the theft was often ingenious and astute. 
One man coveted the pipe that belonged lo another who 
also had half a crown. The pilferer, although almost 
incapable of movement, got up one night 'and, stole the 
half-crown. A little later he bought the pipe with the 
money he had stolen from its owner. The men who were 
up and about had another interest besides food — they 
gambled. Nearly every morning there was an hour of 
feverish activity in which they studied the racing informa- 
tion and arranged their bets for the day. The results- they 


heard on the radio. Football pools were not neglected. 
Ofllcially their financial resources were limited to five 
shillings weekly allowed to them out of their old age 
pensions, but a few earned small sums in addition by 
doing odd jobs. Tlicy had considerable freedom, and when 
fit enough and in the humour they went into the city on 
social occasions ; not rarely they were drunk on their 
return. Some of the more adroit deposited their old age 
pension books with friends outside the institution and 
managed to retain the whole sum by drawing it when they 
went visiting. One old woman bad defeated the regula- 
tions of authority in this manner for over two years ; she 
had glorious “ blinds " on the proceeds and was a source 
of considerable trouble. In the acute wards the atmosphere 
was like that of an ordinary general hospital. Most of the 
p.'iticnts had been admitted from their homes but a short 
time before ; they were interested, and still hopeful of 
recovery sufficient to allow them to gather up the threads 
of their customary way of life. It was here alone that we 
saw any evidence of anxiety ; in the chronic wards there 
was the apathetic indilTcrcnce I have described and in 
others llicrc was frank psychosis, but in none of these was 
anxiety prominent. 

The records of the patients in the wards for the deterior- 
ated showed that many of them had passed from the acute 
block to the chronic beds, where later they had developed 
incontinence or other unpleasant antisocial habits which 
led to their transfer to this final refuge. Whether the pro- 
cess of decay is inevitable or whether it is caused or 
accelerated by the apathy surrounding the chronic beds is 
a matter worthy of consideration. 

. Medical Treatment 

The medical treatment in Western Road Hospital was 
surprisingly good, although there were only five whole- 
time medical ofllccrs, including the medical superintendent, 
to care for 1,000 bedridden patients, and they had in addi- 
tion many other responsibilities — a large venereal depart- 
ment, 150 patients who were up and about but unfit to 
return to their homes, and 300 inmates, including provision 
for maternity, under the control of the Social Welfare 
Committee set up by the National Assistance Act. My 
registrars made frequent visits, took histories, and made 
clinical examinations of the standard usual in a teaching 
hospital, and cach.<weck the staff of the infirmary, my 
registrars, and I spent a long afternoon together in the 
wards comparing the result of our separate observations. 
It was rarely necessary to change a diagnosis or possible 
to modify treatment. A considerable amount of labora- 
tory and radiological investigation had been done in the 
departments of the Dudley Road Hospital close by. 

The individual case records were, it is true, brief and to 
the uninitiated almost incomprehensible, and they were, 
unfortunately, unsuitable for exact analysis. 

In this connexion I have used the words " medical treat- 
ment” in their narrowest sense to signify the therapeutic 
use of rest and drugs, because in the infirmaries no other 
form of treatment is generally possible. In Western Road 
no masseuse had worked for years ; there was a room 
reserved for physiotherapy, but on the door of it was the 
notice “ Do not enter," and within was a heap of electrical 
apparatus apparently in good order. Rehabilitation could 
not be attempted, because there was no staff and all the 
day rooms were full of beds; there was- no occupational 
or diversional therapy, but a few women patients knitted 
and did needlework. I never saw a man engage in any 
spontaneous activity in the wards. 
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Nursing 

Of the nursing in Western Road Infirmary I find it difiS- 
cult to speak with due restraint. When we began our 
survey the patients were roughly classified thus: 



Males 

Females 

Toial 

Group ! ; Btfdn’ddea 

Group 2; AUovtd up but unfit for transfer- 

393 

350 

943 

to homes wfibooi nunins care . , 

67 

73 

140 


460 1 

623 j 

I.0S3 

The number of incomment pauecU among 




those confined to bed 

162 

295 

457 


In addition there was a small maternity ward and a 
considerable venereal-disease department 

The number of full-time nurses was 181 ; there were 
besides 90 half-time nurses, and if they be reckoned as the 
equivalent of 45 the total ar-ailable was 226. Only 14 of 
these were State-re^stered ; the remainder were either 
assistant nurses or in training. 

These figures were given to us before we went into the 
wards, and I was prepared for an unpleasant experience: 
it seemed certain that we would find bedsores, dirty beds 
with the inevitable foul smell, and general untidiness and 
lack of cleanliness. 

The truth was the exact reverse. The wards were clean, 
the beds were impeccably made (indeed, as we found later 
when studying consequent deformities of the feet, they 
were too well made and too firmly tucked in), there was no 
smell or untidiness. We were quite ruthless and perhaps 
a little rude in our first inspection ; we pulled down bed- 
clothes here and there looking for bedsores and dirty beds 
and found none. There were only nine bedsores in the 
whole institution, and these were in cases of gross organic 
nervous disease in the last stages. 

Two nurses were on duty in wards containing 70 patients, 
of whom 30 were incontinent ; they never stopped work- 
ing — they did not come to speak to the doctor of the 
ward or to the matron unless they were sent for ; quietly 
and efficiently they went on with their job. In the incon- 
tinent cases the backs “ were done ” every four hours day 
and night. 

The equipment of the wards was lamentable ; basins 
with running water were, few and far between, the sluice- 
rooms were mainly archaic, though here and there a 
bed-pan washer had been installed ; there were no pulleys 
over the beds ; the baths were of the ordinary domestic 
type — the bedridden were wheeled to them once a week and 
laboriously lifted in and still more laboriously lifted out. 
Many of the women patients could not do their own hair, 
and yet it was tidy and obviously tended regularly by the 
staff. At night one assistant nurse was in charge of the 
70 beds ; to turn a helpless patient she had to fetch a nurse 
from another ward and render her the same service in 
return. The relations between the staff and the patients 
were good ; in our later clinical examinations we heard 
frequent spontaneous tributes to the kindness of the nurses, 
and we were surprised at the extent of their knowledge of 
the social background and personal predilections of the 
patients. 

Conditions such as these are by no means exceptional. 
In many institutions in the Birmingham Repon they are 
much worse ; in few are they as good. For instance, at 
Exhall Hospital, in Coventry, there were only two resident 
nurses for 274 patients of the same sort ; at night there 
were often not enough to allow one to each w’ard of 50 beds. 


and " runners ” were employed to call nurses when and 
where they were most needed. Yet the work was done : 
we found the wards clean and the patients well tended and 
without bedsores. In the smaller hospitals classification of 
the patients was impossible, and we saw babies and young 
children in beds side by side with senile dements. 

In their quiet endurance and their efficiency, as in their 
triumph over discouraging circumstances and lack of 
proper equipment, the nurses recalled the virtues of thsir 
fathers in the rank and file of the county regiments who 
held the trenches in Flanders in the campaign of 1914-18 
and saved Europe. Certainly by their work they have 
delivered the hospitals of this country from chaos, for if 
the infirmaries fail the work of the genera! hospitals will 
be speedily stifled by the accumulation of cases of chronic 
sickness in their wards. 

Rivers of ink have already flowed into the sterile sands 
of controversy about the nursing problem and I do not wish 
to add to them. I confine myself to the statement that the 
work of nursing in the hospitals of this country is most 
inequitably di.stributed ; that a disproportionately heavy 
burden is home by the staffs of the institutions for tbs 
chronic sick ; that, despite neglect and poor equipment, tbs 
most heavily burdened have done their work efficiently 
and humanely, and their triumph owes Utile to theoreti- 
cal instruction, academic distinction, or flowers and 
shampoo-rooms in the nurses' homes. 

These simple facts should be considered by those whose 
duty it is to shape the future of nursing. Kindness, cour- 
age, practical resource, and patient endurance of the routine 
of daily work are quaUties more valuable in nurses than 
a superficial knowledge of the intricacies of anatomy and 
physiology. It may be that the pursuit of a high average 
of academic attainment for State-registered nurses is a 
misUke. It might be better to select a small number for 
intensive training for positions of responsibility as sisters, 
matrons, and administrators and to rely more on character 
and practical work in the wards as the lest for registration 
for the great majority. Unless some change is made it is 
certain that for many years detects of pamaty education 
will exclude a large number of excellent and intelligent 
nurses from the ranks of the registered. In any event the 
condition of the sick in the infirmaries demonstrates the 
foolishness of the contention that the measure of the etn- 
ciency of the nursing staff is the average duration of the 
stay of the patients in hospital. 

The recently published Report of the Working Par^' on 
the Recruitment and Training of Nurses is not a distin- 
guished document, but paragraph 247 deserve notice for 
its almost incredible stupiditj-. It runs : ‘ It is clear that 
for some time to come, owing to the shortage of trained 
staff, it will be essential to continue to use the services 
at least of those assistant nurses now recogniied and 
employed. Such evidence as we have been able to obtain 
points to the fact that useful service can be rendered in 
the nursing of mental and tubercular patients and prob- 
ably also of fever patients and the chronic sick by persons 
who are not fully trained nurses. For many years foUi 
out of five nurses responsible for the care of the chronic 
sick have not been fully trained. I have paid my tribute 
to their skilful and devoted work and hope they will not 
be disuessed by this slighting reference in the report. 

Tentative Condusions Based on Pilot Survey 

Our preliminary survey was undertaken to discover 
whether improvement in the staffing and equipment and 
the application of the standards of investigation and 
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the deteriorated patients in the 
mental hospitals — and that the 
opportunity for effective treat- 
ment has long since been lost. 

At this stage it was clearly 
necessary to check the accuracy 
of our impressions by reference 
to statistical control. My col- 
league, Professor T. McKeown, 
of the Department of Social 
Medicine, with one of his senior 
lecturers. Dr. C. R. Lowe, came 
to our help and devised record 
forms suitable for mechanical 
sorting and analysis. The 
students of the University of 
Birmingham made us a grant of 
£1,000 to pay the cost of the 
investigation. At a later date 
Birmingham Regional Hospital 
Board, at the suggestion of the 
Hospital Management Com- 
mittee at Stoke-on-Trent, sanc- 
tioned a similar survey in the 
Potteries, and soon we hope to 
arrange another in the rural 
peace of Herefordshire. The 
final figures will be published 
independently from the Depart- 
ment of Social Medicine, but by 


treatment of a good general hospital would be likely to Ihc kindness of ' Dr. Lowe I am able to present the 
ameliorate the condition of the chronic patients to such results of a pilot survey, based on a preliminary analysis 
a 'degree that they would be able to return to their own of the records of 714 patients — 318 male and 396 female. 


homes. We were soon convinced that improvement of 
that extent is quite impossible for the great majority, 
although a number might be made fit enough for transfer 
to institutions in which a more active and congenial life 
is possible than in a hospital for the chronic sick. 

The reasons for that discouraging conclusion arc three. 
First, nearly all the patients arc the victims of pathological 
conditions which arc cither degenerative or genetic in their 
origin and beyond the scope of therapeutics in its present 
stage of development. Secondly, long confinement to bed 
without occupational ordivcrsional therapy, without massage 
and passive movement in hospitals so grossly understaffed 
that independent activity of any kind has been discouraged 
for fear of accident, has led to rapid deterioration in the 
shape of contractures, deformities of the feet, and the 
development of incontinence. Thirdly, and probably the 
most important, is the subtle disintegration of human per- 
sonality that is so common in these patients. Many literally 
do not wish to leave the beds in which they have lain so 
long ; several refused admission to my wards in the General 
Hospital for the reason that if they were cured they might 
be compelled to leave the infirmary and resume the struggle 
of life alone. Like T. S. Eliot’s women in the Cathedral 


Arc, Mobility, nnd Mental Condition 

The mean age of the males is 74 years and of the 
females 76; 92% of the males and 95% of the females 
are 60 years and over; 70% of the males and 71% of 
the females arc over 70 years ; and 27% of the males and 
37% of the females arc 80 or over (Chart 1). The largest 
tcn-ycarly group for men is from 70 to 79 years and for 
women from 75 to 84 ; both these groups are 43% of the 
respective totals. Clearly the outstanding characteristic of 
the patients in this infirmary is advanced age. 

Of the 714 patients 394 were completely bedridden (49% 
of the males and 60% of the females); of the remaining 
320 only 56 men and 13 women w'ere fit enough to venture 
out of doors. 

At the time of the survey we judged that all but 5% of 
the bedridden were beyond hope of rehabilitation, but 
unfortunately it was impossible to determine accurately 
what their condition had been at the. time of admission. 
We believe tliat their complete disablement has been in 
some measure due to continued rest in bed and to a large 
degree has been aggravated by it, because later we found 
suggestive evidence tliat a considerable proportion of the 


at Canterbury, they did not wish anything to happen : they 
wished to be left to perish quietly. We had to comfort 
others by telling them that we had no intention or desire 
to discharge them before they would consent to give a 
Wstory or co-operate in examination. Whether the esfab- 
hslment of homes in which a certain amount of nursing 
and domestic help is provided would encourage many of 
these patients to leave the infirmaries willingly is a matter 
to be decided by trial. I am not very hopeful of the 
result of such an experiment. I feel that most of the 
inmates in the chronic wards must be regarded as a sad 
inheritance from a long period of neglect— like many of 


patients had been admitted from their homes simply as a 
consequence of some domestic upheaval and not on account 
of deterioration of their condition. 

Sixty-three per cent, of the men and 52% of the women 
were reported to be “ occupied ’’ in the sense that they 
would occasionally read, write, knit, or help in the war^ 
My own observation, already^recorded, suggests that thi 
estimate is excessive. In Affleck’s survey at Leeds hi 
included 788 patients in five separate and much smalle 
hospitals’; their age distribution and rough clinical classifi 
cation corresponded well with ours, but the proportion o! 
bedridden was much lower (in Leeds 33.9% of the malei 
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and 41.7% of the females). Affleck does not give any 
figures of the nursing staff available, and it may be that 
the difference between the two groups was due to greater 
activitv’ in Leeds than ■ft’as possible in the wards at 
Birmingham. 

Mentally we classified 32% of the males and 39% of the 
females as abnormal and in so doing ignored senile forget- 
fulness, irritability, and other minor manifestations of 
elderly decrepitude ; we considered 25% of all the patients 
certifiably insane. These figures are in exact agreement 
with Affleck’s estimate of 37.3%, and give further support 
to the explanation suggested by Lewis (1946) of the dif- 
ference between the first admissions to English and 
American mental hospitals of patients over 65 years of 
age. The difference is not in the incidence of psychosis 
but in the method of dealing with it. In England a large 
proportion of these cases are cared for in the hospitals for 
the chronic sick, and in America they are in the mental 
hospitals. In England many patients thus escape the 
statistical analysis of the Board of Control. 

Affleck believes that the vast majority of the mental dis- 
orders among the chronic sick are organic in basis, although 
he admits the possibility of the importance of functional 
elements derived from hopelessness and lack of interest. 
The reason for his belief is the undoubted fact that in 
nearly all these cases it is easy to elicit evidence of somatic 

■ disease such as arteriosclerosis, cerebral thrombosis, and 
cardiac insufficiency. On' the other hand, in ordinary clini- 
cal practice cases of that tyfpe are common with no evidence 

■ whatever of mental failure. 

I confess that I am left with the uneasy suspicion that 
; much of the psychiatric disorder in the institutions for the 
; chronic sick may be the result of their apathy and routine ; 
no dogmatic statement, and indeed no opinion, is justified 
at the present time. ^Vhat is needed is a systematic study 
: of the mental and physical condition of the patients at the 
t time of their admission to the infirmaries and of their 
! subsequent progress. Such study has hitherto been impos- 
j sible because the institutions for the aged and chronic sick 
^ have been neglected by both physicians and psychiatrists 
and because their staffs have been too smalt and too 
:• . overburdened with routine work to undertake it. 

t 

. .Marital Status 


Of the men 58% are widowers, and of the women no 
i less than 73% are widows. Both these figures are sig- 
^ nificantly higher than those for similar age groups in the 
general population of Birmingham. The proportion of the 
uiunarried in the infirmary is also higher than outside. 
The result is conveniently illustrated in Chart 2, which 
; shows that, if a man or woman is married and the mate 
^ survives, the risk of ending his or her days in an infirmary 
j! is considerably reduced — a conclusion that may bring com- 
« fort to those who worry about the social institution of 
marriage. In Leeds only 34.5% of the men were widowers 
;j and 59.3% of the women widows. 




S' 




Duration of Slay 

The mean duration of stay for males was 34 months and 
for females 37 months (the range in both sexes from 0 to 
ISi years) ; 26% of the men and 28% of the women had 
been iri the infirmary for more than three years ; 71% of 
the women and 62% of the men had been there for a year 
or more. These figures do not represent the work of the 
infirmary accurately ; they leave an impression of a slow 
drift to ineritabic death over a period of many months, 
and this is far from the truth. During 1948, for instance. 
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MARITAL STATUS (Patients 65 years and over) compared witn 
1939 National Registration, Birmingham. 




NATIONAL registration 



Chart 2 

there were 958 deaths in the institution : of these 656 (68%) 
occurred within 100 days of admission and no fewer than 
548 (57%) within 50 days ; only 12% of those that died 
had been in Western Road for two years or more. Clearly 
an important part of the work was the treatment of acute 
illness in old people, and we decided to investigate this 
aspect of the problem more closely by reviewing the sub- 
sequent history of every patient admitted during one year. 
Mr. Broad, the clerk in charge of the records at the 
infirmary, who had already supplied us with the figures 
relating to the deaths in 1948, undertook the formidable 
task of preparing a summary of the case histories of 2,478 
patients admitted between Jan. 1 and Dec. 31, 1946 
(Tables I and II and Chart 3), and Dr. Padley has provided 
me with the following analysis ; 


Table I. — Admissions, Western Road Infirmary. /9-‘5 


Ags 

Males 1 Females Total 

Uitdcr 50 

50-59 

60-69 

70-79 

80- 

260(17*7\> 1:4(12 3*,) 

l99(I3-5r-J ‘ 75 (7 4*;) 

357 (24-3?;) ! 213(2)6*.) 

493f33 5\) 3S4f3sl?;) 

161(11%) ' 207(;o5*;> 

3S4 (15-5%) 

274 (n 

575 (23 2%) 

877 (}S-i%i 

363 (14-9%) 

Total V . 

1.A70 

l.OOS j 2.478 

Table !I. — Fate of Patients Admitted in 1945. Period of Follo^^'-up 
26 >\fonths 


Males 1 Females ( Total 

Died: 

In liss than 4 months 
In 4 to 26 months . . 
Discharged : 

In less Lban 4 months 
In 4 to 26 months . . 
SuTN’i^’cd 

437 (29-7:0 
115(7-8%) 

7S4<5M%3 

93 (6-3%) 

41 (:•$%) 

355 

S2 (S-I%j 

3S5OS-C0 

103 (10-2*0 

83 ($-2%) 

792 

197(7-9*0 

1,169 (47-1*0 

196 (7-9:;) 

124 (5%) 

Total . • .. j 1.470 

l.OOS 

2,475 


Months art lunar nonlhs ofZS dajT.. 


The fallacies attending conclusions drawn from a sur- 
vey of patients within a short period of time are at once 
apparent, because large numbers of chronic patients will 
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accumulate over years and distort the picture of the work 
done. More detailed analysis yielded some interesting 
results; (1) Men arc admitted to the infirmary at an 
earlier age than women; only 44% of male admissions 
arc 70 years or over, whereas 58% of the females arc of 
that age group. (2) No less than 32% of all admissions 
died within four lunar months and in the same period 
47.1% had been discharged, (3) In 26 months a further 
15.8% of the patients either died or were discharged 
(7.9% in each group). (5) Only 5% of the total admis- 
sions survived 26 months or more, and in this group the 
proportional surs'ival of women was three times greater 
than that of the men (8.2% as against 2.8%). To adopt 
a simile suggested by Lancelot Hogbcn~thc patients enter- 
ing an infirmary arc like a crowd of old people passing 
slowly through a gate into a long avenue. Within four 
months more than 



Table III 



Western Roid, Birmingham 

Orsett Lodge, Essex 

Toiaf fn one year 

Afict! 60 years Anti over 

Under 60 years . . . . 1 

2,478 

ummva 

658 (26‘/,) 

1.430 

780 (35%) 

650 (45%) 

Table IV 


Western Road. Birmingham j 

Or*cit Lodge, Essex 

Total admissions 

Died 

Discharged 

1.820 ' 

902 (49;fl 

807 (44%) 1 

1 

780 

296 (38%) 

284 (37%) 


sions in this age group was also larger in Birmingham, 
because at Orsclt there was an active department of physio- 
therapy and there was none at Western Road. The inference 
is that the discharge of an elderly patient from an infirmary 

depends more on 


50-60 )«3ri 



50*69 



three - quarters 
have left the 
avenue either by 
death or by return 
to their homes. 

In two years 19 
out of 20 have 
gone and only a 
few remain pass- 
ing through the 
shade : these 
stragglers may 
long survive, and 
their accumulated 
numbers at a 
given moment of 
time give a false , 
impression of the 
true condition of 
life wiOua the 
grove. 

A hospital for 
the chronic sick 
is a bad descrip- 
tion of Western 
Road Infirmary, 

and I suspect for many others. Most of the patients 
admitted are acutely ill, and their treatment is undertaken 
in an institution without a laboratory or radiological depart- 
ment and with a staff so small that it is remarkable that the 
treatment and the nursing were as good as we found them 
to be. It is true that the clinical and laboratory staff at 
Dudley Road Hospital, close by, had given all the help that 
lay in their power, but it would not be candid to pretend 
that the arrangements were satisfactory. The taking of a 
radiograph involved a journey of half a mile, and many of 
the patients were unfit for such adventure ; in any event the 
radiological department was too small for the needs of the 
acute hospital and desperately overworked. The diflicuUics 
of laboratory investigation by messenger and transport of 
specimens need no elaboration. 

I have compared Dr. Nagley’s results at Western Road 
with Mr. Cosin’s (1948) at Orsett Lodge Hospital, in Essex. 
At Western Road the number of admissions was greater 
than at Orsett and the proportion of older patients was also 
larger (see Table III). Cosin does not deal with the fate of 
the patients under 60, and a comparison of those over 
that age gave the result shown in Table IV. It seems 
likely that the greater proportion of deaths at Wes- 
tern Road was due to the greater age of the patients. 
What is surprising is that the ratio of discharges to admis- 
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the condition of 
his home than it 
does on the atten- 
tion of a masseuse. 
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Prclndc • 
to Admission 
No less than 
77% of all the 
patients were ad- 
mitted direct from 
their own homes ; 
not more th.an 
18% had passed 
through a general 
hospital, and of 
this number one- 
sixth had passed 
through the gen- 
eral hospital in a 
technical sense 
only — that is, 
they had been 
sent on to the 
CiMRT 3 infirmary from 

.casualty and out- 
patient departments and had not been in the wards. In 
brief, six out of seven patients had been admitted to this 
understaffed and ill-equipped institution without adequate 
investigation or treatment. To the credit of the general 
practitioners of Birmingham it should be recorded that in 
more than onc-balf of the patients admitted to the infirm- 
ary under the age of 60 years some form of laboratory 
or other investigation had first been undertaken in the diffi- 
cult circumstances of their own homes. The figures are in 
striking contrast with those from Leeds, where it is staled 
nearly ail had been thoroughly examined in hospital. 

A study was made of the medical and nursing attention 
required by individual patients at the date of admission, 
and it was found that in 33% all that was needed was s 
visit'from a doctor once a month ; this group had no skilled 
nursing of any kind at home, and it was clear that the 
only reason for their entrance to the infirmary was some 
sort of domestic catastrophe such as the death of a spouse 
or friend or illness of the person who had previously cared 
for them. These cases are entirely a social problem ; fot 
the most part they needed only help in their houses or 
untrained attention to their physical disability. The esti- 
mate of 33% is a conservative one; when there rVas any 
doubt about a particular case it was excluded from the 
group. It was clear that many of these patients hau 
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deteriorated in the infirmary — a consequence, we believe, 
of the prevailing apathy and of prolonged rest in bed. 
That so large a proportion as one-third of all the patients 
had been admitted without disability sufficient to require 
admission on medical grounds lends support to the sugges- 
tion of Brooke (1949) that social services organized by the 
hospital to care for the elderly in their homes might save 
many of them from the last dreary Journey through an 
infirmary to a squalid tomb. 

Investigations at Highbury, a home for 270 old people in 
Birmingham under the administration of the local authority, 
warranted the same conclusion. In this institution the 
mean age of the patients was 78, higher than it was in the 
infirmary, and they were living a much more active and 
pleasant life at a weekly cost of less than half that of an 
infirmary bed. Had this home not existed we were satisfied 
that a very large proportion of its inmates w’ould have 
required accommodation in an infirmary. There is some 
dispute about the proper size of such homes, and the 
National Corporation for the Care of Old People favours 
small ones for 25 to 30 residents. The master and matron 
of Highbury were convinced, on the other hand, that in 
large cities homes for old people should ideally have about 
400 beds, and that most of these should be in small separate 
: rooms, some with two beds for married couples. 

When I asked whether the provision of separate rooms 
would not make the cost of domestic service prohibitive 
they replied that, on the contrary, it would solve the 
problem, because nearly all the old people would keep 
their own room spotlessly clean without help, but many 
of them resented cleaning part of a dormitory. Their main 
arguments in support of their preference for the large 
1 home were that the old people of the cities liked the 
; atmosphere and bustle of a crowd, that communal enter- 
:. tainment in the shape of films, discussions, and stage shows 
; was much more easily and better organized than in the 
small homes, and that the feeding would be better and 
; more economically done. 

I Attitude to Learing the Infirmary 

. One-third of all the patients were unwilling to leave the 
1 . infirmary in any circumstances ; as I have already said, the 
, mere suggestion that they im'ght be made well enough to 
do so distressed them seriously, and we found that this 
. frame of mind was directly related to the duration of their 
J stay in the institution. Thus, within the first three months 
of their admission 65% of the men and 71% of the women 
are eager to return home, but after four years the figures 
^ fall to 45% of the men and 28% of the women, and I am 
'J, sure that the fall would be even greater if the patients 
j were actually confronted with the opportunity of leaving. 
In part this reluctance to leave is due to the disintegration 
of their homes, for we found that more than half (57%) 
^ of all patients had no home of any kind to which they 
' could go if they were discharged. Of the 270 patients with 
^ a home available to them less than a half (44%) could 
expect any form of help fri the house, and more than 
one-half (56%) would either be compelled to live entirely 
alone or in a house deserted during working hours. 

> It is significant that during the first three months of their 
stay 71% of the males and 51% of the females have a 
home to which they would be welcome on their return ; 
thereafter the home and family background progressively 
; recedes and after four years only 24% of the males and 
^ 13% of the females have any sort of home available to 
them. Manifestly the cohesion of the homes of the elderly 
a is fragile: absence for more than three months is suffi- 
S dent to damage it ; in four years more than three out 


of four of their homes have vanished. Two problems 
emerge clearly from this analysis: the first is concerned 
with the maintenance of the elderly home, and the second 
is that of provision of adequate treatment and sodal help 
for the old when they fall sick. 

Factors Afilecting the Cohesion of the Home 

Psychologists and sodal anthropologists agree that the 
forces which promote cohesion in a group are derived 
from fundamental instincts modified by habit and custom 
and, to a very slight degree, by rational considerations. 
The instincts are of two kinds — the self-regarding and the 
group-maintaining: the first are the instincts of self- 
protection, sustenance, and assertion, and the second those 
of mating, nursing, and the herd. At the most primitive 
level these instincts were satisfied fay the organization of 
society in family groups, but the passion and pugnacity 
inseparable from mating led to the institution of exogamy 
to avoid the internecine strife that ensued from sexual 
selection within the family. Exogamy established the tribe 
as the social unit ; conquest and enslavement of the con- 
quered made the nation. The disripline of law with the 
habits and customs that it implies maintains the cohesion 
of a people so long as the makers of the law are wise 
enough to see that its system does not conflict unduly with 
the fundamental instincts that lead to the development of 
society or with its interests. 

It is the opinion of many with long experience of the 
work in institutions for the chronic sick and aged that the 
sense of family unity and responsibility is weakening, and 
that people in this country are less interested than they 
were in the fate of their elderly and disabled relatives. 
We are also told that parents to-day are not as willing to 
sacrifice personal comfort and pleasure in the interests of 
their children, and that many children at the age of pubertj’ 
or soon after lose all sense of responsibility and affection 
for their family. 

Accurate estimation of the value of evidence of this kind 
is difficult, because it emanates from those whose work 
constantly brings them face to face with the tragedy of the 
broken home and their judgments may be unduly melan- 
choly. Sheldon’s (1948) report on the old people of 
Wolverhampton shows how ardently the flame of family 
affection may bum despite discouraging circumstances, and 
suggests that the evidence should be accepted with caution. 
It would be unwise, however, to neglect it, for it comes from 
many sources and its volume is increasing. 

The loosening of the ties of English family life and the 
rapid increase of divorce attracted serious attention in 19IS 
at the end of the first world war and have become more 
pronounced during the past 30 years, especially in the 
period of the second campaign. 

Disruption of a family by conscription and long terms 
of separation inevitably diminished cohesion ; so did 
unemployment and the application of the means tests in 
the uneasy period of truce. During the industrial depres- 
sion many a father found his dignity and authority as the 
main support of a family replaced by a sense of ignominious 
dependence on the earnings of children, who sometimes 
resented the burden of the maintenance of their parents’ 
home. 

The deplorable condition of houses and their over- 
crowding made the position of sick and disabled members 
of a family increasingly difficult, and the burden of their 
care in restricted accommodation seemed intolerable. Many 
social workers regard this factor as the predominant one, 
and it is often pressed in argument by those who seek 
a bed in an insfitufion for a dependent relative. It cannot. 
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however,^ be alone responsible for (he increased demands 
on the infirmaries, because, first, the overcrowding of 
houses is less tlian it was 50 years ago, when the average 
size of families was larger, and, secondly, applications for 
institutional provision often come from those who cannot 
reasonably claim (hat their housing accommodation is 
unsatisfactory. It is dilTicult, too, to induce families to 
take back their relatives when new houses arc available 
to them. Clearly there is now less reluctance to seek the 
aid of public assistance in solving the problems of family 
life. The administration of the infirmaries has become 
more sympathetic and humane, the horror of the Victorian 
union is no longer so deterrent, but it is also possible that 
slackening of the moral fibre of the family and a demand 
for material comfort and amenity outweigh (he claims of 
natural affection. 

A shorter working week for men has encouraged the 
employment of women in industry ; homes therefore have 
less attention at a time when they arc difficult to run. For 
tire same reason domestic service is almost unobtainable 
and local authorities arc unable to recruit " home helps ” 
to care for the sick and aged in their houses. 

It may well be, therefore, that the weakening of family 
cohesion which so many observers claim to have detected 
is in part a result of the trend of recent legislation. As 
a contribution to the study of this social problem we 
investigated the frequency of visiting at the infirmary, with 
the following result. Eighty-two per cent, of the men and 
19% of the women arc visited at least once a week for 
the first three months of their stay ; thereafter the frequency 
of visits declines steadily, but it is not until four years have 
elapsed that the total of weekly visits falls to 40% for 
the men and 46% for the women. 

Irrespective of the duration of stay of the whole .sample 
of 714 patients, no less than 52% of the males and 68% 
of the females are visited by friends or relatives once a 
week ; only 48 men (15%) and 28 women (7%) arc never 
visited. 1110 remainder were visited at intervals greater 
than a week. 

In view of the depressing environment of the infirmary, 
of the unpleasant nature of many of the disabilities in the 
patients, and of the difficulties of travel, these figures show 
that even if natural aflcction has declined, as some believe, 
it is still a potent influence in the social life and conduct 
of the English, Curran et al. (1946) reached the same con- 
clusion in Glasgow, and it must never be forgotten that 
at least 95 % of the aged never go into an institution : with 
the help of their families and friends, or more rarely alone, 
Aey struggle on to the end. 

Indisputably necessary as it was to do something to 
improve the material standard of life of the people, it must 
always be remembered that it is possible to do too much. 
Freedom from tyranny, from poverty arid want, from the 
fear of unemployment, and from the hopeless despair of 
unattended and persistent sickness is no doubt desirable, 
but whether it is good to achieve it without effort on the 
part of the individual or his family — to have it, as it were, 

‘ laid on ” by the State — is questionable, and the matter 
is more commonly decided by an appeal to sentiment or 
self-interest than by reason. 

^The instincts of self-protection, sustenance, and assertion 
imply struggle to satisfy them, and if society makes the 
struggle unnecessary the vitality and survival value of its 
individual members will diminish. Similarly, the power of 
the group-maintaining instincts will suffer if the provision 
of a home, the training of children, and the care of its 
disabled members are no longer the ambition of a family 
but the duty of a local or central authority. 


AND CHRONIC SICKNESS BMrm, 
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In. these debatable matters a decision requiring high 
qualities of statesmanship is necessary before new plans are 
made to deal with the problems of the chronic sick and 
infirm. The problem is simple. Shall they become the 
responsibility of society in large institutions or should we 
encourage their friends and their families to care for them 
whenever possible 7 ’ 

In the interest of social cohesion psychology and anthro- 
pology favour the second course, and so docs ethics, and, 
while it has been the constant aim of religion and morals 
to c.xlcnd the affections of the individual beyond the range 
of his personal and group relations, both agree that such 
extension must be based on a lively sense of responsibility 
for the weaker members of the family and on sendee to 
them. Aesthetics in days of realism is often confused 
with sentiment, but there is a beauty and a value in per- 
sonal service to a crippled friend or relative that no hos- 
pital can rival. Claims of expediency and economy may 
be vulgar, but they arc insistent, and the fact that care of 
the sick and disabled in their homes is cheaper than in 
institutions is worth emphasis. 

For all these reasons, and to avert the distressing dis- 
integration of human personality that is so common in 
patients who lie for years in an infirmary, it would be wiser 
to endeavour to preserve the sense of family responsibility 
and to encourage people to tend their own sick and guard' 
the aged. 

That docs not mean that families should be expected to 
bear the whole burden. Society must help them, and the 
problem really hinges on the type and extent of assistance 
to be provided. Institutions will always be necessary, but 
the aim should be to reduce the demand for them, and the 
measures to be adopted must not conflict with the claims 
of human instinct or with the principles of ethics, morals, 
and religion. 

(A list of references will appear at the end of the second 
lecture, which will be published in our next issue.) 


A memorandum prepared by the Minister of Health’s Stand- 
ing Advisory Committee on Cancer and Radiotherapy and 
endorsed by the Central Health Services Council has just been 
issued for the genera! guidance of regional boards and boards 
of governors. The rnemorandum suggests that no recognition 
should be accorded to “ cancer " as a specialty in itself. To 
secure full efficiency a cancer service should provide a single 
organization to serve a population of the order of two million 
to four million. Tlie area served should normally, but need 
not necessarily, be coterminous with that of a regional hospital 
board. Each cancer service should have a co-ordinating com- 
mittee, appointed jointly by the regional hospital board and 
board of governors, concerned with the allocation of work 
to hospitals, records, follow-up, transfer of patients, provision 
of equipment, and other matters. It should include representa- 
tives of the university and medical school, and should have the 
advice of local health authorities and of a professional and 
scientific subcommittee including representatives of the uni- 
versities and (he appropriate medical school, medical officer 
of health, and general practitioners. Facilities for preliminaf)' 
consultation should be established at an adequate number of 
recognized peripheral hospitals, which should be visited regu- 
larly by specialists for consultation with the general practitioner 
and local staff to assist in preliminary diagnosis and for follow- 
up. Similar facilities should exist in all units of the organiza- 
tion. The co-ordinating committee should advise on the selec- 
tion from among the physicians, surgeons, radiotherapists, and 
other specialists on the staff of hospitals in the area of (hose 
who are to form the headquarters staff of the cancer service. 
Treatment by radiotherapy should be under the control of 
specialists engaged solely in that work. 
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EFFECT OF LOW TEMPERATURES ON 
THE BITTNER VIRUS OF MOUSE 
CARCINOMA 

BY 

EDA MANN, D.Sc., F.R.C.S. 

(From the Laboratories of the Imperial Cancer Research Fund. 

London, J^.W.7) 

In the British Medical Journal of March 26 (p. 511) 
appeared an Imperial Cancer Research Fund lecture by 
Professor W. E. Gye dealing vvith the propagation of mouse 
sarcomas by means of frozen and dried tumour tissue. The 
experiments described make it clear that by refrigeration 
and subsequent drying at a low temperature the tumour 
cells can be killed and an active agent liberated which is 
capable of starting tumours afresh, and which, judging 
from those of its properties so far known, is viral in 
nature. This holds good for both chemically induced and 
spontaneous sarcoma in mice, so that we can regard the 
virus as the continuing cause of sarcoma (i.e., the agent 
which is responsible for the continuing cell division), while 
the chemical in those tumours apparently started by it acts 
as the inciting cause, allowing of, or producing, the change 
in the virus from the latent to the active form. 

This sequence of events can be closely paralleled by what 
is already known to be true of mammary adenocarcinoma 
1 in mice" Bittner and his co-workers in the United States 
have shown that these tumours have for their continuing 
! cause a virus (the Bittner milk factor), but that this virus 
requires a chemical inciter (oestrin) before it can change 
from the latent to the active form and produce a cancer. 
This virus, of which the active form can be seen in 
the tumours with the electron microscope (Porter and 
Thompson, 1948) is present in the milk of lactaling female 
mice in the latent form and enters the bodies of the young 
' mice as they suckle, especially if the milk is drawn into 
- the respiratory passages (Begg, 1949). Here it circulates 
throughout the life of the mouse, reaching every organ 
; which has a blood supply (Woolley, Law, and Little, 1941), 
I but because of its high tissue specificity it is capable of 
’ producing tumours only in mammary cells and then only 
' in the long-continued presence of oestrin. 

' In the male mouse, mammary tubules, imperfectly 
developed and without secreting acini, are present over 
? /large areas of the subcutaneous tissue, but even in high 
' cancer strains male mice do not develop mammary cancer 
s', unless they are subjected to prolonged treatment with 
:i oestrin, when tumours occur as in the females — i.e., the 
virus changes from the latent to the active form. Hitherto 
< no method of obtaining the active form of the virus outside 
the body or apart from living tumour cells has been dis- 
^ covered. That obtained free in milk is naturally in the 
latent form and is” carcinogenic only after long-continued 
action of oestrin. 

In the present experiments, however, it has been shown 
^ that by freezing mammary carcinoma tissue at —79° C. for 
long periods the tumour cells are killed and the Bittner 
’ virus liberated in its active form. It is then capable of 
'■ initiating new tumours in male mice without oestrin as 
J readily as in female mice, but only when injected into 
mammary tissue, thus demonstrating its selective infectivity. 
That these tumours produced with refrigerated tissue are 
'i not transplants but are true new infections is also demon- 
j, strated by the fact that there is an increase in the per- 
.; centage of tumours obtained the longer (within limits) the 


tissue is frozen. This suggests the slow liberation of the 
active virus and also perhaps the denaturing of an inhibi- 
tory substance by cold. Such inhibitory substances have 
already been demonstrated in the Shope papilloma and 
carcinoma of rabbits and in sarcomas of chickens. The 
present experiments were done with both sporadic mammary 
cancers of inbred mice and with the “ 63 ” carcinoma 
(Bashford’s adenocarcinoma) of the hybrid MtR.C.-Hunt 
strain. Roughly equal numbers of males and females were 
used. 

1. Experiments with Frozen Carcinoma Tissue Inoculated 
Subcutaneously in Male and Female Mice 

The technique followed was that worked out in the 
Imperial Cancer Research Laboratory for the transmission 
of sarcomas. The tumour tissue was removed aseptically 
from the freshly killed mouse and minced finely in a Craigie 
mincer (Craigie, 1949). This alone should reduce its trans- 
missibility, since mechanical disintegration of carcinomas 
was shown by Jensen in 1903 to reduce transplantability. 
It was then diluted with an equal volume of 5.3% dextrose 
solution in most cases and drawn up into a 5-rnl. s}Tinge, 
from which it was run into sterile ampoules (1 ml. in each). 
These were sealed, cooled rapidly to —79° C. by immer- 
sion in a solution of solid CO. in “ cellosolve ” (ethylene 
glycol monoethyl ether, B.D.H.), and stored in a “deep 
freeze” storage cabinet kept at —79° C. From this one 
ampoule at a time was removed as required. The contents 
were just thawed and, as soon as fluid, were drawn up in 
a small syringe and inoculated subcutaneously in the right 
mammary region of mice of the same strain as the tumour. 
The average dose was 0.05 to 0.1 ml. per mouse, which 
represents 0.025 to 0.05 ml. of tumour mince. It was noticed 
that the frozen tissue underwent a physical change, 
becoming more homogeneous, softer, and slightly sticky 
on prolonged freezing. This change also occurs in 
long-frozen sarcoma tissue. 

The mice were then examined at intervals of three to 
four days and the time of definite appearance of tumours 
noted. Although the mice all came from high cancer 
lines they were used before they were old enough to develop 
sporadic tumours, and in all cases the tumours obtained 
were at the site of inoculation. It is to be remembered 
that when carcinomas are obtained in male mice known 
to carry the Bittner virus, by paintmg with oestrin, the 
tumours appear in a haphazard distribution and not at the 
site of painting. 

Table I shows that 239 mice were inoculated and 154 
tumours obtained. Tumours were obtained with equal ease 
in male and female mice, and the occasional omission of 
dextrose seemed to make no difference. The time of appear- 
ance of the tumours was related to their rate of growth ; 
rapidly growing tumours appearing often within 10 davs, 
and slowly growing ones being delayed from seven to 12 
weeks. The stable “ 63 ” tumour appeared fairly constantly 
at four weeks, some mice in each batch showing it a little 
later or earlier than this. 

If these figures are examined statistically it becomes 
apparent that” there is a slight increase in virulence the 
longer the tissue is frozen. Thus, if the experiments are 
broken up into groups the percentages of “ takes ” shown 
in Table II are obtained. This is consistent with the 
gradual freeing of virus particles from an inhibitory sub- 
stance, protein in nature, by continuing cold, and is not 
suggestive of survival of intaa tumour cells. The argu- 
ments against cell survival on freezing to -79’ C. in 
the case' of sarcoma tissue have already been stated in 
other papers (Gye, Begg, Mann, and Craigie, 19-9), bUt 
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TMiur. 1.— Frozen Carcinoma Inoculated Subcutaneously 


No. of Expt. 

Strain 

Tumour 
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Time Frozen 

Inoculated 

Tumours 

Time of appearaw 
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R III 

63 
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63 
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15 
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6 

6 

3 

3 
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C3I1 

M53 

MM A 

MGS 

G3C 

n 

n'iii 

tt 

-S/A 

.MRC/II 

R’ilt 

Spoc.-tdi.' 

63 

Sporadic 

•> 

None 

DcAiro^c 

OcTt.-cy^tcinc 

t ^ <• 

12 .. 

24 .. 

24 .. 

24 ,. 

24 .. 

24 „ 

2 da>A 

2 

2 .. 

.6 

■7 

6 

6 

6 

6 

5 

5 

6 

4 

6 

6 

6 

1 

2 

0* 

3 

5 

5 

G 

4 

5 

6 

4 

5 

4 weeks 

11 days 

10 „ 

H 

4 weeks 

4-6 „ 

3-4 „ 

3-4 

G3D 


.. 

Dcxiroxc 

2 „ , 


(i 

c 

3 

MG5 

MG5 

MRC/H 

S'A 

03 

I* 

4 .. 

7 .. 

'8 

6 

6 

2 

4 

3-€ ;; 

2-6 

M53 

Sporadic 

None 

7 .. J 


8 

7 

4 

G3n 

RUI 

Dexirow 

12 „ 


6 

5 

3 

G3r 

sVa 

,, 

Dcxt.-cy*tcine 

None 

12 .. , 

•9 

6 

6 

3 

M53 


14 .. 

1|0 

B 

7 

5 

MGS 

MRCtlt 

63 


14 J 

6 

Of 


M57 

S/A 

Snoradfe 


21 1 


4 

4 


M72 

MRC,U 

63 

Dext. added on 
(havring 

None 

26 „ j 

’ll 

3 

or 


M57 

S/A 

Sporadic 

2S 1 


4 

4 

3 weeks 

MS7 

S/A 


35 .. 


4 

4 

3 

M7< 

MRC/11 

63 

Dext. added on 

37 

12 

3 

1 

4 


S/A 


thawing 





M57 

Sporadic 

None 

42 .. 


4 

4 

3 

M59 

MRC/n 

63 

Dciiroje 

55 .. 

82 


6 

3 

2 

MSG 

RIU 

Sporadic 


3 

3 

1 week 

G25 

MRC/rf 

63 


97 1 

13 

3 

-y 

13 daj-s 

M90 

R 111 

Sporadic 


99 .. f 

3 

•7 

9 

G2I 

C3H 


113 .. J 


3 

2 

2 weeks 

MSS 




118 .. 5 


6 

3 

7 

MG3 

S/A 



119 „ 1 

14 

3 

3 

7 

MGG 



121 ,. J 


3 

2 

12 

GSA 

RUI 



13S 1 


6 

6 

2-3 „ 

Gsn 




I3S 1 

15 

4 

5t 

2-3 .. 

9 days 

M90 

S/A 


None 

182 .. J 


3 

3 


• Tcclinical error. t 7 error. t Two (noculat/onr In one mouse. 


slatistical proof by numbers of successful inoculations is not 
so readily obtained in the ca,sc of the sarcomas, since the 
phenomenon of selective infcciivity is not shown by them 
(see later), and tumours arc obtained in practically 100% 
after freezing for any time after 15 minutes. 


Table 11 


Time Froren 

No. Inoculated 

No, ofTumours i 

Successes 

15 minutes to 12 hours 

72 

30 1 

41% 

72% 

75k 

24 hours to 7 days . , 

76 

55 

12 to 182 days 

91 

69 


By application of the x" test to the figures in Table 1 
it appears that there is an enhancement of the effect of 
cold up to 48 hours, but this is less marked later. In these 
calculations the three experiments with entirely negative 
results have been omitted, because it is very likely tliat they 
were due to a technical error (probably thawing to too 
high a temperature or leaving too long after thawing before 
inoculating). In making calculations the readings have 
been arranged in 15 groups, as shown by the brackets in 
Table I. The value of x" for the first seven readings is 
12.145 yith 6 degrees of freedom, which is greater than 
the value of for which P is 6%. The Value of x* for 
the remaining eight readings is 2.444 with 7 degrees of 
freedom, which is less than the value of x" for which P is 
95%. This is compatible with an increase in virulence 
during the first 48 hours — i.e., during the death of the cells 
and a stabilization later. It must be realized that the 
experiments were not designed for statistical analysis, and 
no claim is made that the statistical approach offers final 


proof of the increase in virulence. It docs, however, afforc 
ancillary confirmation, and suggests a rational design foi 
future experiments. The calculations are shoivn ir 
Table III. 

Table 111 


No. of 
Reading 

Total 

Observ'cd 

o 

Expected 

e 

(o-e)= 


i 

IS 

9 

I0-62 

0-247 



12 

5 

■ 7-08 

0-611 


5 

12 

t 

7-03 

3-644 

y! = 12-14: 

4 

12 

8 

7-OS 

0-119 

\Wlh 6 degree 

5 

18 

6 

10-62 

2-007 

of freedom 

6 

26 

23 

15-34 

3-86! 


7 

24 

19 

14-16 

1-GS4 


8 

20 

13 

15-92 

0-555 


9 

12- 

n 

9-55 

0-220 


10 

S 

7 

6-37 

0-062 

*2 =. 2-44- 

n 

S 

8 

6-37 

0-417 

with 7 desree 

12 

17 

12 

13-53 

0-173 

of freedom 

13 

12 

9 

9-55 

0-031 


14 

12 

8 

9-55 

0-251 


15 

14 

14 

II-I4 

0-735 



My ihonks are due to Mr. Richard Gye for these calculations. 


II. Experiments in Selective Infectivily 
If inbred strains of mice are used tumour tissue can 
be successfully grafted in both subcutaneous and intra- 
peritoneal sites. The new tumours are simply clumps oi 
cells of the original mouse growing in the tissues of the 
new host. If, however, the active form of the Bittner 
virus has been obtained free from living mouse cells il 
seems highly probable that only cells of mammary tissue 
can be infected, and that connective-tissue cells cannot 
respond to it. Since it is well known that the mammary 
tissue of the mouse is very widespread, and that sporadic 
tumours can arise almost anywhere on the surface of the 
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Table IV . — Frozen Carcinoma Inoculated Intraperitoneally 


No. of Expl. 

Strain 

Tumour 

DUucnl 

Time Frozen 

Inoculated 

Tumours 

(Intraperitoneal) 

Tumours in 
Abdominal Wall 

M60A 

MRC/H 

63 

Dextrose 

I hour 


1 






3 hours 


None 

None 



,, 


6 « 


None 

1 


,, 



„ 


None 

None 


• „ 



24 



None 

M53 

S/A 

Sporadic 

None 

24 „ 


None 

Nona 

M60A 

MRC/H 

63 

Dextrose 

2 days 



None 

M53 

S./A 

Sporadic 

None 

7 ■ .. 


None 

None 





14 


None 

None 

M57 




21 


None 

1 





28 


None 

None 



„ 


35 « 


None 

None 

M59 




42 „ 


None 

None 

MRC/H 

63 

„ 

55 „ 


None 

1 

MSS 

C3H 

Sporad’C 

Dextrose 

118 M 


2 

1 

M63 

Rin 

J, 


119 „ 


None 

2 

GSC 

•• 

•• 

138 „ 


None 

None 


body, subcutaneous inoculation of active virus can never 
offer evidence for or against selective infectivity. 

On the other hand, sporadic mammary cancer never 
arises inside the peritoneum, and yet successful intraperi- 
toneal grafts of Using tumour tissue can be easily obtained. 
If, therefore, frozen tumour tissue, which as we have seen 
■ readily produces subcutaneous mammary cancers, were 
inoculated Intraperitoneally it should produce tumours if 
it contained living cells, and should not do so if it con- 
tained only active virus. In the e.\periments shown in 
Table IV it is obvious (by comparison with Table I) that 
a qualitative difference in results exists between sub- 
cutaneous and intraperitoneal inoculation of refrigerated 
mammary tumour. The number of failures is too high to 
be accounted for by any explanation other than the absence 
of mammary tissue in the site chosen. 

The technique of intraperitoneal inoculation is difficult 
because of the ease with which a few cells from the surface 
may be carried into the deeper tissues by the needle and also 
because of the difficulty of avoiding contamination of the 
abdominal wall and subcutaneous tissues by the material 
in the needle during its withdrawal. This can be demon- 
strated in various ways. For example, the inoculum can 
be mixed with powdered charcoal and its position thus be 
rendered visible. Small particles of carbon are often 
found in the abdominal wall at the site of puncture. Again, 
microscopical examination of subcutaneous and intra- 
peritoneal tumour grafts often reveals the presence of hair 
follicles which have been forced in by the grafting-needle. 
A further source of error is a slightly lateral inoculation. 
Unless the skin and the abdominal wall are pierced exactly 
, in the midline there is always the risk of a manunary tubule 
being involved in the puncture, 
i In spite of these obrious sources of error it will be seen 
that out of 92 inoculations 83 were negative, and of the 
nine cases in which tumours were obtained six were in the 
abdominal wall at the site of inoculation and projected as 
' masses of growth on both its superficial and its deep surface. 
These cases therefore prove nothing, since it is probable that 
the needle came in contact with a mammary tubule in its 
, passage through the wall. In three of the cases intraperi- 
] toneal tumours were found apparently unconnected with 
I any structure, but it is not possible to be certain that they 
. were not originally attached to the parietal peritoneum 
' at the site of needle puncture. In any case a failure to 
' obtain growths in 90% of the intraperitoneal experiments 
as against a success in 75% of subcutaneous inoculations 
] (where the chances of the virus encountering a mammary 
' tubule are high but not even there 100%) is strongly in 

• favour of selective infectivity of the virus as against cell 

survival. 


Further evidence in this coimexion is offered by the 
behaviour of refrigerated sarcoma tissue on subcutaneous 
and intraperitoneal inoculation. In both situations the 
percentage of “ takes " is equally high, which suggests a 
qualitative difference between the carcinoma and the 
sarcoma virus, the one being adapted to mammary cells 
only, the other to connective-tissue cells, and therefore able 
to produce tumours in practically any situation. 

Conclusions 

The active form of the Bittner factor can be obtained 
by freezing mammary tumours at -79° C. 

The activity of the refrigerated tissue increases rapidly 
in the first 48 hours and more slowly later. 

The refrigerated tissue possesses selective infectivity for 
mammary tissue, thus differing qualitatively from living 
tumour cells, which can be grafted in any situation. 
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EFFECT OF REPEATED FREEZING .4ND 
THAWING ON MOUSE CARCINOMA 
TISSUE 

BY 

IDA MANN, D.Sc., F.R.C.S. 

(From the Laboratories of the Imperial Cancer Research Fund, 
London, AMi'.7) 

From the experiments described in the preceding paper 
(p. 251) we know that storage of minced mouse carcinoma 
at —79° C. for long periods does not destroy, but rather 
enhances, the power of such tissue to start carcinomas 
afresh when injected into mammarv- tissue. From those 
experiments it has been concluded that such “ deep freeze ” 
storage kills the cells and renders the Bittner virus avail- 
able in its active form. The present series of experiments 
demonstrates that while practically all carcinomas yield 
active material after one period of freezing (be it for 
15 minutes or six months) it is not so easy to produce 
tumours from material which has been frozen, thawed, and 
refrozen. In this respect the Bittner milk virus shows itself 
less thermostable than the sarcoma virus, which will stand 
repeated freezing and thawing. 
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TAm.t A . — Activity Only to Firs! Thawing 


No. of 
Expt. 

Tumour 

Isi rrcc7c and Thaw 

2nd Freeze and Thaw 

/ 

3rd Freeze and Thaw 

4ih Ftecec and Thaw 

c 

o 

o 

(L 

o 

a 

H 

u 

• W 

0 

1 

n 

k. 

a 

o 

a 

3 

H 

Time of 
Appearance 

c 

H 

o 

a 

H 

•3 

«> 

n 

3 

« 

a 

c 

9 

O 

£ 

3 

H 

8 

•oS 

.£ a 

c 

<3 

o 

U. 

o 

6 

H 

•3 

n 

1 

c 

C 

3 

o 

e 

3 

H 

o 

c 

V. n 

MS. 

i-< 

n 

V 

K 

o 

u 

u. 

o 

J 

U 

3 

<j 

Q 

V 

w 

3 

O 

E 

3 

1- 

V 

'oi 

a 

|£ 

h< 

A!70 

M77 

M96 

M9S 

M7S 

M90 

M90 

M91 

Mio: 

M102 

63 carcinomn 

MM 

M 

R HI Sporadic 

R 111 sporadic derived 
from maicri.al fro- 
ren 138 days 

SiroHR A .sporadic. , 

R 111 sporadic ucaled 
uith disilllcd svaicr 
and dcsirosc 

Sirons A sporadic . . 

IS min. 
15 .. 
so U.iys 
W .. 

IS min, 
99 il.n>\ 

IM .. 

15 

15 min. 
19 ila>-5 

6 

r< 

6 

b 

f* 

3 

1 

6 

6 

3 

> 

6 

0 

(i 

3 

3 

6 

“i 

2 

3 uccks 

4 .. 

5- 6 weeks 
•t-5 M 

4 **, 

7-10 

6- 7 .. 

15 min. 
15 

3) .. 

25 

IS 

15 

15 ,. 

30 .. 

15 .. 

15 .. 

6 

6 

6 

6 

6 

6 

r> 

6 

0 

0 

0 

0 

0 

N( 

J 

0 

0 

0 

)t tested 

)t tested 

15 min. 

15 

15 „ 
ts „ 

15 ., 

15 „ 

15 

6 

6 

6 

6 

6 

0 

0 

0 

Nc 

Nc 

0 

0 

- 

)t tested 

it tested 

15 min. 

15 .. 

15 

15 „ 

6 

6 

6 

6 

0 

0 

0 

0 

— 


These facts were first pointed out in 1930 by Cramer,* 
who showed that, while a mince of the cells of mouse 
sarcoma 37S could be frozen in CO; snow, thawed, and 
refrozen four times in succession without much loss of 
activity, the “ 63 ” carcinoma was always rendered com- 
pletely inactive by four such freezings. He also showed 
that diminution of activity occurred even in sarcoma tissue 
if, after freezing, the tissue was warmed up in an incubator. 
From this and other c.Kpcriments he concluded that a 
thermolabilc agent (stable at low temperatures) might exist 
in sarcomata after the cells were killed by freezing. He akso 
pointed out lliat if such an agent existed also in carcinomata 
its presence could not be proved or disproved by failure 
of frozen material to produce a tumour, since the 
carcinoma-producing agent would be tissue-specific and 
could at best give rise to tumours only when in contact 
with mammary cells. If it were also extremely thermo- 
labile the odds svould be that repeated thawings would 
render it practically harmless. 

At the time of Cramer’s work tlic only carcinomas readily 
avaUablc for study were tumours which had been grafted 
from mouse to mouse for many years. Now that we have 
a large number of sporadic carcinomas of the R III and 
Strong A strains, each of them showing slight individual 
diSerences of growth rate, though all of them arc associ- 
ated with the “ milk factor,” it seems of interest to study 
this problem afresh. A variety of sporadic RIII and 

•Cramer, W. “On the Possibility of Trnnsniiuini; Mammalian 
Neoplasms Without the Intcn'cntion of Living Cells.” Ninth 
Scientific Report of the Imperial Cancer Research Fund, p. 21. 19.10. 


Strong A tumours were tested as well as the old strain, 
No. 63. While Cramer’s results with “63’’ were entirely 
confirmed it was found that several, though not all, of the 
virulent sporadic tumours would stand a -succession- of 
changes of temperature from 2‘ to —79° C. and bacK again 
two or three times. 

Out of 24 experiments, 22 of which showed activity of 
the tumour agent after a single freezing, 14 showed activity 
after further freezing and thawing. In 13t cases tumours 
were produced after a second thawing, in eight also after 
a third thawing. In no case did a tumour inactive after the 
second thawing produce a tumour after the third. In no 
ease did a “ 63 " tumour show activity after more than one 
freezing and thawing. The length of time of the first freez- 
ing made no difference to the number of tumours obtained, 
though they appeared earlier the longer the initial freezing. 
This is to be expected from the enhancement of viru- 
lence by long freezing shown in the preceding paper. 

It is therefore to be concluded that the active agent of 
mouse mammary cancer suffers progressive deterioration 
on repeated freezing and thawing, but that individual 
tumours differ in this respect, some being completely 
inactivated by a second thawing, others rendered pro- 
gressively less active. 

Tccimique 

Each tumour was minced in a Craigie mincer. It was 
diluted with a small amount of saline ; glucose was not 

tin one experiment the mice died of intercurrent infection before 
ttirnours doiilci have appc.ircd. 


Table B. — Activity (o Second or Third Thawing 


No. of 
Expt. 

Tumour 

1st Freeze and Thaw 

1 2nd Freeze and Thaw 

1 3rd Freeze and Thaw 

Time 

Fiozen 

Inocu- 

lated 

Tum- 

ours 

Time of 
Appe.irancc 

Time 

Frozen 

Inocu- 

lated 

Tum- 

ours 

Time of 
Appearance 

Time 

Frozen 

Inocu- 

lated 

Tum- 

ours 

Time of 
Appearance 

M91 

Strong A sporadic M82 

33 days 

G 

6 

2-3 weeks 

30 min. 

6 

6 

4-5 weeks 



m 


M91 

R III sporadic from 

112 ,. 

4 

4 

1-2 ., 

30 .. 

6 

5 







material frozen 138 














days 













M96 

As M91 

125 M 

6 

6 

2 M 

30 „ 

6 

5 






. M98 

R III sporadic treated 

29 „ 

6 

6 

4 

25 

6 

2 

5-6 





‘ 

with dist. water and 














glucose 













MIOO 

R III sporadic 

15 min. 

6 

6 

3-4 

15 ,. 

Died of injection 

15 min. 

6 


4 weeks 

MIOO 

Strong A sporadic . . 

21 days 

6 

6 

2-3 

IS .. 

6 

6 

3 weeks 

15 „ 

6 


4 ,. 

M103 

15 min. 

6 

6 

3-4 

15 „ 

6 

6 

6-7 

15 „ 

6 


7-8 „ 

MI 03 

s» s* .. 

17 days 

6 

6 

3-4 

15 ,» 

6 

6 

.4-5 .. 

15 „ 

6 


6-7 M 

M107 

R HI sporadic treated 

15 min. 

5 

5 

2 „ 


6 

5 

3 

20 „ 

6 

■9 

4 


with distilled water 













M107 

» »> 

20 days 

6 

6 



6 

6 

2-3 

15 ,. 

6 

6 

3 .. 


Strong A sporadic . , 

15 min. 

6 

6 


15 „ 

6 

6 

6-7 

15 ., 

•> 

7 



» M t» 

10 days 

6 

6 

I~2 

15 „ 

6 

5 

4 - „ 

15 .. 

6 

2 

4 


•> (V 

15 min. 

6 

6 

4 

15 

6 

1 

5 „ 

15 - ,. 

6 

1 

6 .. 

MI iO 

•> >• »* 

10 days 

6 

6 

3 .. 

15 

6 

1 

5 

15 „ 

6 

5 

7 



: July 30, 1949 REPEATED FREEZING AND THAWTNG OF MOUSE CARCINOMA 


BxmsH 

Medical /oltlkal 


255 


added. It was sealed in 
ampoules containing 0,5 ml. 
each. These were frozen in 
a solution of CO- snow in 
“ cellosolve ’’ (ethylene gly- 
col monoethyl ether, B.D.H.) 
to —79° C. for varying 
periods (from 15 minutes to 
182 days). Each ampoule 
was then thawed, sometimes 
by immersion in water at 
2° C., sometimes by holding 
in the hand. (No difference 
was noticed between the two 
methods.) If it was to be 
tested it was opened, the 
contents drawn up into a 
S3’ringe, and 0.05-0.1 ml. (as 
in Cramer’s original experi- 
ment) injected into the right 
mammary region of each mouse. Equal numbers of male 
and female mice W'ere used, aU younger than the cancer age. 

. As stated in the preceding paper, sex is immaterial provided 


the injection is made in the nipple line. If the mince was to 
be refrozen it was dropped (after an interval of approxi- 
mately five to six minutes) again into the cellosolve. 
Freezings other than the first were for 15 minutes to one 
hour. Tables A and B show the variations in the 
experiments and the results. 

It is interesting to note that the appearance of those 
tumours which show infectivity after two or even three 
thawings is delayed with each successive thawing. Table B 
also demonstrates the slight heightening of activity when 
the same tumour is frozen for some days instead of for 
15 minutes. The Chart demonstrates graphically the rise 
in the latent period for each tumour at successive freezings. 
It is therefore obvious that some acti\ity is lost each time 
the tissue is thawed. 

Conclusions 

Repeated freezing and thawing of mouse mammary 
carcinoma tissue reduces its infective activity'. 

The apparent difference between the behaviour of 
sarcoma and carcinoma on repeated freezing and thawing 
is a quantitative and not a qualitative one. 



THAWIKCS 

. Chart showing rise in latent 
; period at successive freezings. 


PROPAGATION OF MOUSE CABCINOM4 
BY DRIED nraiOUR TISSUE 

BV 

IDA hlAN’N. D.Sc., F.R.C.S. 

AND 

WILLIAM J. DUNN 

(From the Laboratories of the Imperial Cancer Research 
Fund, London, N.Ii'.7) 

The propagation of mouse sarcoma, both chemically 
induced and sporadic, by means of tumour tissue frozen to 
— 79° C., thawed, and then dried in vacuo at —15° C. has 
been demonstrated by Professor Gye (1949). That investi- 
gaffon revealed the presence of an agent, other than a 
living sarcoma cell, which has the properties of a virus. 
Since the spontaneous mammary cancers of the Strong A 
and R III strains of mice are 
known to be caused by the 
' Bittner virus, it appeared to 
us desirable to frj' to propa- 
gate mammary cancer by the 
same method. The difficulties 
are, however, theoretically' 
greater in the case of car- 
cinoma than in sarcoma. 

In the first place, al- 
though we know that the 
virus is liberated in its active 
form by prolonged freezing 
of (he minced tumour, we 
also know that it is tissue- 
specific and must therefore 
be brought into intimate con- 
tact with mammary tissue. 

We know that in its active 
form it can infect male 
mammary' tissue as easily 
as female if injected in the 
nipple line. But this tissue 
specificity in itself leads to a 


lower percentage of tumours in carcinoma than in sarcoma, 
since in the case of the sarcoma mutant of the virus any 
and every subcutaneous connective-tissue cell is susceptible 
to infection, and connective tissues are, moreover, every- 
where easily accessible to an active sarcoma virus. 

In the second place, experiments with serial freezing and 
thawing have shown that the Bittner virus is extremely 
thermolabile, and that many tumours will not withstand a 
second freezing and thawing. Since the method of drying 
sarcoma tissue described by Gye, Begg, Mann, and Craigie 
(1949) involves freezing the minced tumour in an ampoule, 
thawing it, transferring it to the dryiag-fiask, and refreez- 
ing it at the beginning of the drying process, it is likely that 
only a few carcinomas (such as M103 and 51107, described 
in the preceding paper at page 253) will yield active dried 
material by this method. \5'e know certainly that such 
tumours as “ 63 ” and M9I (in the previous paper) will not 
withstand drying by this method. M’e also ascertained this 



Fig. 1. — Section through the R IH sporadic mammary tumour used in Etpen'men: III (see Teb'ei. 
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experimentally by drying “ 63," two C3H, and two Strong A 
sporadic tumours by this method. These gave uniformly 
negative results. 

A method was therefore required whicli would obviate 
the need for thawing the material before transferring to the 
drying-flask. This has been done in two ways ; first, by 
grinding up the frozen material to powder in a mortar 
embedded in CO, snow, dropping the powder into the 
drying-flask, also cooled below freezing-point, and sticking 
it to the bottom of the flask with a small amount of ice-cold 
5% glucose solution, which immediately solidifies. This is 
necessary, since the material to be dried must be in close 
contact with the bottom of the drying-flask. The second 
and easier way is to freeze the tumour mince in the flask in 
which it is to be dried. For this method a tubular con- 
tainer was used in place of the Erlenmeyer type of flask 
usually employed. This made storage at —79° easier, and 
all that was required was to take the tube from the “ deep 
freeze ” and attach it at once 
to the drying apparatus. This 
method has the slight dis- 
advantage that material can- 
not be removed from the 
llask for test for activity after 
freezing but before drying. 

This is easy when the first 
method is used. 

Either method, however, 
gives successful results. We 
have succeeded in six con- 
secutive experiments, using 
six different sporadic mam- 
mary cancers, in obtaining 
tumours from dried material 
in both male and female mice. 

The tumours appear in the 
nipple line at the site of injec- 
tion in from four to 10 weeks. 

AU the mice were young and 
well under the cancer age. 

Photomicrographs of sections 
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of R III sporadic mammary 
tumour used and of the 
tumour produced by inocula- 
tion of the dried material are 
reproduced in Figs. 1, 2, and 
3. The Table shows the 
results. . 

Technical Details 
I. Preparing the Tumours 
for Freezing . — ^The mouse is 
killed with coal gas. The 
tumour is dissected out asep- 
lically, a small piece fixed in 
Bonin’s solution, the rest 
minced in a sterile Craigie 
mincer and diluted with an 
equal volume of 5.3% dex- 
trose solution. If it is to be 
stored in ampoules, 0.5-1 ml. 
is placed in each by means of 
a syringe with a wide-bore 
needle. The ampoules are 
then frozen rapidly to 
— 79° C. ' and stored in 
solid CO., for the desired time. If storage in the drying- 
lube is desired I ml. of the mince is run into the tube and 
by manipuinfion os’cr crushed CO, “ dry ice ” is made to 
freeze in a thin layer spread over the sides and bottom 
of the tube. The tube is then stored as above. 

2. Drying . — The frozen ampoule is removed from the 
storage cabinet, cracked open, and the solid mass extracted 
into a sterile mortar embedded in CO, snow. All the instru- 
ments used are sterile and chilled by keeping in test-tubes 
embedded in CO, snow. The solid mass is ground in the 
mortar and most of it tipped into' the cold drying-flask, 
which stands in a vacuum jar of “ cellosolve ’’ at -15° C. 
Ice-cold 5% glucose solution is dropped with a pipette on 
to the powdered mass in the flask. This solidifies and sticks 
it to the bottom of the flask. The drying is then started (see 
Craigie (1949) for details of the apparatus). The residual 
moiety of the frozen material left in the mortar is now 



Fig. 3.— Section through the tumour produced by inoculation of the dried malerial into the breast 
tissue of a 6-weeks-old R HI mouse. 
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Production of Mammary Cancer with Tissue Frozen and Dried without Thawing 


No. of 

^pt. 

Tumour 

Time 

Frozen 1 
Before 
Drying I 

No. j 

Inoculated 1 

1 

Tumours 
Obtained 1 

Sex 

Time of i 
Appearance 

Controf: Frozen Oaiy 



Inoculated | 

Tumours 

82 1 

Mixture of 3 sporadic strong A tumours 

3 v.eeks i 

^ 1 

3 

1 F.. 2 M. 1 

5 weeks 

3 

I 

S2 

4 . 

6 1 

3 

2 F., 1 M- ' 

'4 „ 

3 

2 

97 : 


56 days ' 

6 

2 i 

2F. 

7 » 

3 

3 

99 

R in tumour from tumour which had 
been frozen 13S dai-s and then 
inoculated 

131 „ 

6 

2 

1 F., 1 M. 

10 „ 

3 

3 

106 

Strong A tumour from tumour frozen 

14 days 

24 „ 

6 

2 

2M. 

s 

3 

3 

111 

R ni sporadic . * . . . . f . . 

5 „ 

6 

1 

1 F. 

5 „ 

Not done 


thawed and inoculated .into three mice of the appropriate 
strain as a control for the activity of the frozen tissue. 

3. Inocidation of Dried Material. — WTien the drying is 
complete a small portion of the dry material is dropped 
into xylol and embedded direct for microscopical examina- 
tion (no dehydration is of course necessary'). The rest is 
wetted fay running into the flask 2-3 ml. of a 1 in 500-1,000 
neutral solution of cysteine. This produces an even emul- 
sion, 0.05 to 0.1 ml. of which is then injected in the nipple 
line of each of six mice (three male and three female) of 
the appropriate strain. Attempts were made to improve 
the results by adding 33% rabbit serum saline to the cysteine 
and by the use of embryo extract. The latter is definitely 
harmful and the former of no greater value than cysteine 
alone, which is therefore recommended. 

It must be repeated that avoidance of thawing at any 
time before drying is complete is essential. Experiment 82 
was repeated without talcing this precaution and using 
material known to be active, and no tumours were obtained 
from the dried material. 

Conclusions 

The active form of the Bittner virus obtained from 
mouse mammary' cancer by freezing can be successfully 
dried in vacuo provided no thawing occurs before the 
material is dry. 

Active dried mouse mammary cancer produces tumours 
' in both male and female mice when injected into breast 
tissue. 
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• The annual report of the National Council of Social Service 
(1947-8) clearly shows how independent organizations can still 

! make a helpful contribution to public welfare by working in 
j collaboration with the developing statutory services and, even 
( more important, by undertaking research work in nerv fields, 
i The British delegation played a notable part at the Inter- 
j national Conference of Social Work at Atlantic City in 1948. 
i In the same year the National Council organized with great 
I success an International Youth Conference in London, and 
' delegates from 25 countries took part. The activities of the 
, Council’s associated groups have also continued to expand. The 
j National Old People's Welfare Committee, for instance, has 
1 established 17 county committees and 235 local committees. The 
I National Assistance Act has increased the need for co-operation 
I between voluntary agencies and Government departments. In 
I the words of the report) “ The problem is so large and increases 
i so rapidly that it requires the combined efforts of both statutory' 

( and voluntary agencies to meet the needs. . . . The stage is 
I set therefore for a concerted effort over the whole country for 
I the welfare of the older members of the community.” A re- 
vised and enlarged edition of the handbook Old People's Tl'el- 

• fare is to be published this year. 


URETHRITIS, GONOCOCCAL AND NON- 
SPECEFIC, TREATED BY 
AUREOMYCIN 

BY 

R. R. WTLLCOX, M.B., B.S. 

Physician in charge of Venereal Diseases Clinic, 

King Edward VII Hospital, Windsor; Senior 
Assistant Medical OQicer, Department of 
Venereal Diseases, St, Mary's Hospital 

AND 

G. M. FINDLAY, C.B.E., iVI.D., Sc-D,, F.R.C.P. 

The treatment of non-specific urethritis has up to the 
present been unsatisfactory. Sulphonamides combined with 
urethral irrigation have in some cases been effective, but 
penicillin has proved of little value. Streptomy'cin has been 
shown to be successful in certain cases (Pulaski, 1947 ; Kane 
and Foley, 1947 ; Willcox, 1949) ; it is also known to be 
active against pleuropneumonia-like organisms both in 
animals and in man — a point of some interest, since there 
is evidence to suggest that this group of organisms may 
sometimes be associated with the distressing and by no 
means uncommon complaint of non-specific urethritis. 

In the present communication the effects of " aureo- 
mycin ” in non-specific urethritis are described. Pleuro- 
pneumonia-like organisms were obtained from the urethra 
in certain of these cases. 

Aureomycin hydrochloride, dispensed in the form of 
capsules each containing 250 mg., can readily be given by 
mouth (Duggar, 1948), and oral administration is in fact 
probably more satisfactory than injection. Aureomycin is 
knowTi to be effective against various rickettsial infections, 
brucellosis (Spink et al., 1948 ; Galpine, 1949), staphylo- 
coccal and pneumococcal infections, and atypical pneu- 
monia. Certain organisms infecting the urinary tract, such 
as Aerogenes aerobacter and Streptococcus faecalis, are 
susceptible, but Proteus vulgaris and Pseudomonas pyo- 
cyaiiea are resistant. Collins et al. (1948) and Finland et al. 
(1948) found that gonorrhoea was influenced: of 66 cases 
given an average of 1.3 g. over a period of 1.2 days 49 were 
cured, 1 1 were^ considered doubtful successes, and sLx were 
failures. Two cases of non-specific urethritis, both of 
which had resisted repeated courses of penicillin, sulphon- 
amides, and streptomycin, were also successfully treated; 
in one, organisms of the pleuropneumonia-like group were 
present in the urethra before treatment. This patient was 
given 9 g. of aureomycin by mouth in six days: he was 
symptomatically improved within three days, and cultures 
were negative. The other patient, of whom no bacterio- 
logical details are given, received 11 g. in five days. He 
rapidly became asy'mptomatic. 
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URETHRITIS TREATED WITH AUREOMYCIN 


Non-specific UrcUiritis 

Four cases of non-specific urethritis were treated with 
aiircomycin. In addition to the routine investigations 
undertaken in the clinic, special examinations were made 
both before and after treatment for the presence of 
plcuropncumonia-likc organisms. 

Case I . — An unmarried white man aped 27 attended the 
clinic \vith a profuse purulent urethral discharge and slight 
dysuria of five days' duration. Ho gonococci were seen in the 
smear and no trichomonads or spirochactes by dark-field 
examination. Urethral cultures revealed Staphylococcus aureus 
and diphtheroids, and plcuropncumonia-likc "organisms were 
found in smears stained with Gicmsa and on culture in media 
containing a high proportion of serum. The urine was hazy 
in the first glass, and there were fullness and tenderness of the 
prostate, but the blood Wassermann, Kahn, and gonococcal 
complement-fixation tests were all negative. Treatment was 
deliberately withheld for two days, after which the consort was 
examined. She had no urethritis or cervicitis but a slight 
vaginitis. Coliforms were obtained on culture, and local treat- 
ment with acetarsol was prescribed. 

Aurcomycin in 250-mg. capsules was then administered orally 
to the man until a total of 2,000 mg. had been given over 
60 hours. Tlic discharge disappeared by the second day of 
treatment, but there was some headache and diarrhoea on 
the last day. When seen two days after the completion of 
treatment the urethral smc.Sr was free from pus, as was the 
prostatic bead. Ordinary urethral cultures grew only diph- 
theroids and Staph, allius, and a special examination revealed 
no plcuropncumonia-likc organisms. The patient remained free 
from discharge, with a clear urine and a normal prostatic bead, 
while 8, 22, and 29 days later prostatic cultures grew only 
staphylococci. 

Case 2. — A white man aged 39 who had been married for one 
month complained of a slight pain in the groin and a urethral 
discharge of five d.ays’ duration. The urethral smear revealed 
pus, and the urine was hazy in the first glass. The Wassermann, 
Kahn, and gonococcal complement-fixation tests of the blood 
were negative. The wife was examined, but there was no 
evidence of urethritis, cervicitis, or vaginitis. Her cultures 
showed Staph, aihus and diphtheroids only. 

Between Jan. 31 and March 14 the husband was seen on 
eight occasions and was given in succession 20 g. of sulpha- 
diazinc over five days, two single intramuscular injections of 
300,000 units of procaine penicillin, a course of " mandaminc ” 
(two tablets four times daily for seven days), and a hexaminc 
mixture for one week. At the end of this time the discharge 
was as profuse as ever and the urine was smoky, with threads 
in the first glass. The urethral smear showed an abundance of 
pus, and the culture grew Staph, aihus and diphtheroids, Plcuro- 
pneumonia-like organisms were isolated in culture and were 
seen in smears stained with Giemsa. No spirochactes or tricho- 
monads were found by dark-field examination, and the serum 
tests were repeated and still found to be negative. He w'as 
given four capsules of aureomycin (1,000 g.), which were taken 
at intervals during 24 hours. When seen five days later there 
was a little urethral moisture containing a very few pus cells 
and the urine was quite clear, although a few threads were 
present. Culture of the urethra continued to show Staph, aihus, 
but examinations for pleuropneumonia-like organisms were now 
negative. No other treatment was given and no. discharge was 
apparent ; the urine remained clear and the prostatic bead free 
(although prostatic culture continued to show Staph, 
albiis, diphtheroids, and occasionally coliforms) 10, 19, 24, 40, 
and 60 days after treatment. Frequent unprotected intercourse 
with the wife was resumed without trouble. 

Case 3. An unmarried white man aged 28 had a purulent 
discharge without dysuria for one week. There had been 
exposures to one girl. The urethral smear showed an 
abundance of pus but no gonococci, and no trichomonads or 
spirochactes were found by dark-field examination. Urethral 
culture grew Staph, albus, and pleuropneumonia-like organisms 
were recovered from the urethra. The consort was examined 
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and showed no urethritis or cervicitis but a slight vaginitis. 
Cultures showed coliforms, diphtheroids, and Staph, albus. She 
was treated with acetarsol locally. The man was given four 
capsules of aureomycin within 24 hours, and when seen the 
following day his urethra was dry and his urine, which formerly 
had been hazy in the first glass, was now clear. The prostatic 
secretion was free from pus and the prostatic culture still grew 
Staph, albus, but no plcuropncumonia-likc organisms could he 
recovered. When seen one week later there was a slight relapse, 
there being a scanty purulent discharge of one day’s duration. 
Fresh exposure was denied. Tlie urethral smear revealed only 
a moderate amount of pus cells, and, though the urine was very 
hazy, it cleared on the addition of a considerable amount of 
acetic acid, to leave a slight haziness in the first glass. The 
Wassermann, Kahn, and gonococcal complement-fi.xation 
scrum tests were negative. He was again treated with aureo- 
mycin, being given four capsules (1,000 mg.) in 24 hours. When 
seen 2, 7, and 14 days later there was no discharge, and the urine 
was again quite clc.nr and the prostatic bead free from pus. 
Staph, albus was grown both at the time of the relapse and again 
after rc-trcalment. A further search for pleuropneumonia-like 
organisms before and after the relapse was negative, and 40 days 
later the patient had no further symptoms. 

Case 4.— An unmarried white man aged 19 had a muco- 
purulent urethral discharge with slight dysuria for one week. 
There had been an exposure in Lisbon two and a half weeks 
before the onset. The urethral smear and culture revealed no 
gonococci, but he had taken 2 g. of sulphathiazole during the 
previous two days. No trichomonads or spirochactes wete 
found by dark-field examination, and the Wassermann. Kahn, 
and gonococcal complement-fixation tests of the blood were 
negative. The urine was hazy in the first glass. He was given 
four capsules of aurcomycin (I,(X)0 mg.) over 24 hours, but 
when seen two days later the condition was unchanged. 
Urethral cultures from this case showed only Staph, albus, and 
Dlcuropncunionia-Ukc organisms were not recovered by culture 
cr seen in smears stained with Giemsa. 

Gonorrhoea 

For comparison Iwo cases of gonorrhoea were treated. 

Case /. — An unmarried white man was first seen on Jan. I, 
1949, complaining of a urethral discharge of one week’s dura- 
tion and a swollen right testicle since October, 1948. The pura- 
Icnt urethral discharge contained an abundance of gonococci, 
.and he was treated with a single intramuscular injection of 
300,000 units of procaine penicillin. The discharge rapidly 
abated and the epididymitis subsided, but unfortunately his 
consort could not be persuaded to attend. On Jan. 21 he again 
showed a purulent urethral discharge containing gonococci, 
although he denied re-exposure. The apparent relapse was 
treated with a single injection of 600,000 units of procaine 
penicillin, to which he responded, and he was quite well when 
seen 7, 30, and 36 days after treatment. On March 5, follow- 
ing exposure one week before to the same girl, he came once 
more with a purulent urethral discharge containing gonococci- 
The urine was hazy in two glasses, and the Wassermann, Kahn, 
and gonococcal complement-fixation tests of the blood were 
negative. His consort rvas secured and found to be suffering 
from gonorrhoea, which was treated. 

The man was given eight 250-rng. capsules of aureomycin 
hydrochloride orally over 52 hours. When seen 48 hotirs after 
'the onset of treatment, and before its completion, the discharge 
had completely gone and the urine was absolutely clear. An 
absence of discharge, a clear urine, and a freedom from pus in 
the prostatic’smear, together with a negative culture for gono- 
cocci, were found at 7, 14, 35, 42, and 49 days after treatment. 

Cose 2. — An unmarried white man aged 28 attended the clinic 
with a purulent urethral discharge and slight dysuria of four 
days’ duration. There was also a small, slightly tender rigW 
inguinal lymph node, and there had been a contact 
stranger ten days before. Gonococci were found without difS' 
culty in the smear and were confirmed by culture. The urine was 
markedly hazy in the first glass, and the Wassermann, Kahn, ana 
gonococcal complement-fixation serum tests were negative. He 
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was given four capsules of aureomydn in divided doses over 20 
hours (1,000 mg.). When seen two days later the discharge had 
gone and the urine was completely clear apart from some 
threads in the first glass ; the inguinal adenitis had entirely 
subsided. The urethral smear showed no pus cells, and the 
culture was negative for gonococci. He did not trouble to 
attend again until the 26th day, when he had no discharge, his 
urine was clear, and his prostatic secretion was free from pus. 


Discussion 

The results here recorded confirm those from' America, 
and suggest that aureomycin is a satisfactory treatment both 
for gonococcal urethritis and for non-specific urethritis, 
pleuropneumonia-like organisms disappearing rapidly from 
the urethral discharge. 

Aureomycin has also been shown to be effective in 
lymphogranuloma venereum (Wright et al. 1948a, 1948b) 
and in granuloma inguinale (Greenblatt el al. 1948). In 
addition O’Leary et al (1948) have reported that doses of 
40 to 50 g. of aureomycin rapidly cleared up the clinical 
symptoms in two cases of syphilis with early secondary 
lesions: serological reactions were unaffected. This anti- 
biotic therefore seems capable of influencing all the common 
venereal infections. 

Summary and Conclusions 

Two cases of gonococcal and four cases of non-specific 
urethritis have been treated by oral aureomycin. One of th'e 
gonococcal cases and one of the non-specific cases received 
2,000 mg. and the remainder 1,000 mg. over 24-60 hours. 

Both the gonococcal cases responded, as did three of those 
\rith non-specific urethritis. Although one of the latter relapsed, 
it reacted favourably to further treatment. There was one 
failure. 

In addition to the routine tests special examinations were 
made for pleuropneumonia-like organisms in patients with non- 
specific urethritis. These organisms were recovered before 
treatment in three cases and after treatment in none. 

Our thanks are due to Professor G. A. H. Buttle, O.B.E., in whose 
laboratories in the Department of Pharmacology, School of 
Pharmacy, the special bacteriological investigations were carried out. 
One of us (G.M.F.) wishes to thank the Medical Research Council 
for a grant towards laboratory expenses. 
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The effect of vaccination during pregnancy on the incideuce 
of malformations has been studied by Greenberg and his 
colleagues [Paediatrics, 1949, 3, 456). More than S.OOO.OW 
people were vaccinated following the outbreak of smallpox m 
New York early in 1947. Among these were 4,172 women in 
the first three months of pregnancy. They gave birth to 68 
children with malformations, an incidence of 1.635). A control 
non-vaccinated group of 2,186 women in the same period of 
pregnancy gave birth to 30 malformed infants, an incidence of 
1.37%. These studies have shown that vaccination of women 
in the first three months of pregnancy does not appear to have 
any deleterious effect on the developing embryo. 


NEUROLOGICAL COMPLICATIONS OF 
MUSIPS 

BY 

JAMES MACRAE, ^LD,, FJLF.P.S., D.P.H. 

AND 

A. M G. CAMPRELL, D.M., M.R-CP. 

[From Ham Green Hospital. Pill, near Bristol) 

Hamilton (1781) first recorded cerebral manifestations 
•associated with mumps ; since then the subject, without 
becoming properly crystallized, has commanded medical 
interest as a comparative rarity. 

Dopter(1910)reported that 9.8% of 1,705 cases of mumps 
showed meningeal symptoms, but admitted that “ real ” 
meningitis might be very rare. When Acker (1913) studied 
details of 30 fatal cases of cerebral mumps he considered 
that true meningo-encephalitis had been present. During 
and after the 1914-18 war French and .American physicians 
described meningo-encephaUtis complicating mumps, and 
details of isolated cases continue to appear in medical 
journals. 

Coe (1945) agreed with Paddock (1932) that clinical 
meningitis accompanied mumps in from 0.15 to 0.55) of 
cases. Frankland (1941), in discussing a mumps epidemic 
involving 234 cases, put the occurrence of meningitis as 
high as 30% and reckoned that meningeal symptoms in con- 
tact cases of mumps could be presumed to be due to mumps 
infection. Five of Frankland’s cases gave a meningeal 
reaction in the cerebrospinal fluid. Another epidemic of 
mumps, among men of the New Zealand Expeditionary 
Force in Japan, was noted by Laurence and hfcGavin 
(1948), who considered that out of 208 cases 60 had symp- 
toms suggestive of meningeal involvement and si,x had 
definite meningo-encephalitis. 

Ford (1937) has collected information demonstrating the 
widespread neurological lesions which may be expected in 
mumps, lesions involving almost any part of the central 
nervous system. 

While it is generally agreed that the cerebral symp- 
toms usually occur after the ordinary signs of mumps 
have shown themselves, Colomb and ^fary-^fercier (1912), 
Bedingfield (1927), and Frankland (1941) described cases 
with neurological signs before there was any suspicion of 
mumps. Also, Howard (1919) and Frankland (1941) 
reported cases in which meningo-encephalitis occurred 
during a mumps epidemic and suggested that these were 
cases of mumps with the neurological signs as the only 
clinical manifestations. 

Dopter (1910), Frankland (1941), and Lightwood (1946) 
tend to hold that the rirus of mumps can be pnmanly 
neurotropic, and this view is gi\en tentative authority by 
Harries and Mitman (1947) on experimental evidence. 
Similarly, Box (1946) ascribes the virus with possible 
neurofropic qualities. 

In reviewing this considerable literature and remember- 
ing that individual cases of mumps meningo-encephalitis 
are stiil reported in some detail from time to time, we feel 
that a group of 14 cases occurring in a restricted area 
and during a short period of time merits attention. 

The Present Series 

With one exception all the cases developed in the Bristol 
area in May (1 case), June (3 cases), July (3 cases). 



August (6 cases), and September, 1948 (1 ease). During 
the same period 23 cases of anterior poliomyelitis were 
admitted to hospital — more than during the general epidemic 
period of 1947. Otherwise tiiere was no marked prevalence 
of virus infections. It was noted that IS out of 48 cases 
of known anterior poliomyelitis had long previously had 
mumps. 

Since mumps is not notifiable and ca.ses arc not usually 
admitted to hospital, it is impossible to compute the total 
number of cases in the area during the time that we received 
these 14 cases, but hearsay evidence did not suggest even 
a moderate mumps epidemic. Table 1 gives details of the 
cases. 

It will be seen that Cases 1, 4, 6, 12, 13, and 14 had 
signs of involvement of the central nervous system before 
there was any other indication of mumps. All the patients 
appeared to be alarmingly ill on admission, and the majority 
entered hospital under a quite justifiable diagnosis of 
meningitis. Four cases showed paralysis, and nystagmus 
was a common feature. Pyrexia on admission was con- 
stantly in the region of 102° F. (38.9° C.). Bradycardia, 
reported as common by French writers, was not noted. 
Severe frontal headache was a distinctive feature. All 
the patients were discharged well and without sequelae. 
Table II gives details of cerebrospinal fluids on admission. 

In all cases the fluid pressure was raised and the general 
picture was that noted in other types of virus encephalitis. 

The emphasis laid by Frankland (1941) on the occurrence 
of a purely lymphocytic reaction was not sustained ; in fact. 
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the polymorphonuclear percentages were welcomed in dif 
ferentiating some of the cases from benign lymphocytii 
meningitis ; but these polymorphonuclear findings made i 
differential diagnosis from tuberculous meningitis mon 
difficult, and in view of the necessity for early treatment oi 
this condition with streptomycin the problem is important 
The recent emphasis on the lowering of the cerebrospina' 
fluid sugar concentration in tuberculous meningitis should 
be a valuable differentiating point, for the sugar concentra- 
tion in mumps meningitis is not low. It is worth noting 
that two of our cases were admitted as cases of tuberculous 
meningitis for streptomycin treatment. 

Most of the cases of mumps meningitis give a history of 
previous contact with a case of mumps, which is not always 
inquired about. It is of interest to note that Case 7 was 
that of a nurse who came in contact with Case 11 and 
might well have had the same strain of virus. A further 
contact with this nurse was a surgeon w'orking in the same 
hospital, who also developed a severe meningitic reaction, 
coming on nine days before the appearance of orchitis. As 
this surgeon refused lumbar puncture we are unable to 
include him in this series. It does seem that this strain of 
virus was highly neurotropic. 

These three cases bear some resemblance to the cases 
of mumps meningitis in twin brothers quoted by Paddock 
(1932). These two brothers developed typical severe 
meningitis with increased cellular responses in the cerebro- 
spinal fluid, but neither case showed any parotitis. Three 
sisters in the same family, however, showed the typical 
parotid symptoms found in mumps. It would seem, there- 
fore, that the virus can have a predilection for Che nervous 
tissue in certain people, but it more usually reacts on the 
parotid. 

Comment 

Although it has been suggested that a cerebrospinal 
reaction exists in cases of orthodox mumps, and Lavergne 
et fll. (1938) have even shown many instances of a cerebro- 
spinal fluid pleocytosis in asymptomatic contacts of mumps, 
rnost commonly during the last three days of the incuba- 
tion period, yet a grouping of 14 cases, such as put torward 
in this article, suggests the presence of an organism more 
than usually neurotropic. It might also suggest a popula- 
tion more than usually susceptible to a neurotropic virus, 
and this might have some bearing on the unusual prevalence 
of poliomyelitis during the same period. 
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Donohue (1941) has described perivascular dcmyeliniza- 
tion, similar to that seen in other cases of post-infective 
encephalitis, when he reported the pathology of a case of 
fulminating mumps meningo-encephalitis. Gordon (1927) 
experimentally produced mumps encephalomyelitis in a 
monkey (Acf. cyiwmolgus),'3.ud noted a cerebrospinal fluid 
reaction similar to that seen in the cases described here. 
He also described histological parotitis at necropsy in 
four cases of enceohalitis lethargica (Gordon, 1913). 
Armstrong et al. (1936) similarly demonstrated the virus 
of choriomeningitis in the testes of experimentally infected 
monkeys. 

There are authenticated cases of orchitis (Humphries, 
1947) and pancreatitis (Box, 1946) as the only signs of 
mumps. We may therefore be but guessing at the tissue 
predilections of virus organisms. It may well happen that 
cases loosely described as aseptic meningitis may in reality 
be mumps meningo-encephalitis. If, however, after study 
of the other manifold manifestations of mumps it is con- 
sidered that this rirus infection is generalized and apt to 
influence any tissue — even the foetus in tiicro (Humphries. 
1947) — then it is quite understandable that the central ner- 
vous system can at times be affected too, and possibly in 
preponderance. Thus it would no longer be necessary to 
postulate a neurotropic virus but rather one which settles 
where it will, and, depending on the speed of immunity 
production, the salivary glands, central nervous system, 
pancreas, ovaries, testicles, or pericardium may one or a'l 
produce clinical signs of virus inflammation. 


Summary 

The literature concerning the central nervous system mani- 
festations of mumps is reviewed. 

Fourteen cases of mumps meningo-encephalitis are presented, 
six of which occurred before other signs of mumps developed. 

The place of the neurological signs of mumps in the picture 
of the disease is discussed, and it is suggested that, being a 
general infection, central nen'ous types of the disease are apt 
to occur more by accident than because the virus is necessarib 
essentially neurotropic. 
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LEUCOCYTE COUNTS IN THE 
PREVENTION OF DRUG 
AGRANULOCYTOSIS 

BY 

C. J. YOUNG, 1VI.B., D.T.M., D.P.H. 

(From the Palhological Department, Bradford Royal Infirmaryl 

Himsworth (1948) stated that he and Morgans (1947) had 
come to the conclusion that frequent blood counts for the 
early detection of agranulocytosis during treatment with 
thiouracil are worse than useless, because agranulocytosis 
develops like a bolt from the blue, and a normal count may 
impart a quite unjustifiable sense of security. This has 
long been known in the case of the sulphonamides, but the 
evidence has been generally disregarded, and leucocyle 
counts for purposes of prophylaxis are stiU considered 
desirable. Roberts (1948) and Hendry (1948) have drawn 
attention to the greatly increased demands being made on 
clinical pathological departments of hospitals, and leucocyte 
counts, requested under the mistaken impression of their 
value in the prevention of agranulocytosis, constitute an 
utmecessary and wasteful part of such demands. 

I drew attention to the failure of serial leucocyte counts 
during sulphanilamide administration either to give warning 
of an impending agranulocytosis or to prevent a fatal out- 
come (Young, 1937). Later I collected evidence supporting 
this observation (Young, 1944). On the other hand, Britton 
and Howkins (1938) carried out leucocyte counts during 
14 days of sulphonamide treatment in 50 patients, and 
found that the polymorphs fell during treatment in 4fi% 
of cases— in 10% to fewer than 2.000 per c.mm— but they 
did not observe agranulocytosis. Also Bigler et al. (1938) 
carried out counts in 33 persons during short courses of 
sulphonamide treatment, and concluded that sulphonamides 
seemed to cause depression of white blood cells even to a 
point at which leucopenia developed, but agranulocytosis 
did not occur with this depression. 

It might be anticipated that leucocyte counts would be 
useful in the prophyla.xis of agranulocytosis in two ways: 
(1) in preventing the occurrence of agranulocytosis, and (2) 
in reducing case mortality through earlier diagnosis. 

Influence of Counts on the Occurrence of Agranulocytosis 

It has been assumed that the detection of a drop in the 
leucocyte count to a leucopemc level during treatment 
would enable agranulocytosis to be averted by stopping 
administration at this stage, and it has been claimed that 
this has been achieved (Hohmann. I93S). Plum (19j7), by 
administering amidopyrine to patients who had recovered 
from aaranulocvtosis due to the same drug, showed that 
the chanaes in the marrow are well established before the 
peripheral blo'od gives any warning, and that, althou^ 
administration of the drug was stopped long before this 
warning in the blood, agranulocylosis followed. His expen- 
ments and other evidence (Shecket and Price, 1939 . 
Agranat et al. 1939 ; Filler. 1941), indicate that when a 
leucopenia is due to an imminent agranulocytosis the latter 
will follow whether the drug is stopped or not If a rise in 
aranulocytes occurs immediately after administration cease, 
the condition merelv represents the mild leucopenia which 
occurs in about 50% of persons, as demonstrated by- 
Britton and Howkins (1938) and Bigler et al (1938) with 
sulphonamides. 
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That such a Icucopcnia docs not proceed to agranulo- 
cytosis is readily demonstrated by continuing the adminis- 
tration of the drug. Such a test ease is the following, in 
which thiouracil was given for the treatment of thyro- 
toxicosis. 

Before trcalmcnl was .slarted ihc blood .showed a polymorph 
count of 3.000 per c.mni. in a total leucocyte count ot 5, GOO. 
After 14 days’ (rc.almcnt the count had fallen to 1.480 poly- 
morphs in a total count of 3,900. At this stage, instead of 
suspending treatment, the dose of thiouracil was doubled. Four 
days later the counts were the same, the polymorphs being 
1,587 and the total leucocytes 4.100. At the end of a further 
six days’ treatment the polymorph count had risen to 3,538 
and the total leucocytes to 6,100, restoration to the pre- 
treatment level having ensued in spite of the continued 
administration of the higher dosage. 

If such a Icucopcnia is to be used as an indication for 
stopping treatment it not only seems to be an unreliable 
indicator but may be so mislcad'ing that it results in patients 
being deprived unnecessarily of the benefits of treatment. 

Filler’s (1941) ease strikingly demonstrated the failure of 
leucocyte counts in the prevention of agranulocytosis. The 
ease Was one of staphylococcal septicaemia treated with 
sulphanicthylthiazolc. After the blood culture had become 
sterile, pyrexia was still present and drowsiness was noted 
for the first time. There was no Icucopcnia at this period, 
but owing to the suggestion of toxicity the drug was stopped. 
Six days later polymorphs had completely disappeared from 
the peripheral blood, so that, although treatment had ceased 
before there was any warning Icucopcnia, agranulocytosis 
was not prevented. 

Influence of Leucocyte Counfs on Mortality 

Although leucocyte counts arc generally misleading as 
indicators of impending agranulocytosis, it might be antici- 
pated that serial counts, by bringing about cessation of the 
offending drug at (he car/icst possihfc moment, would lower 
mortality in comparison with eases in which no counts were 
made. 

To test this assumption the available data relating to 74 
cases of sulpbonamidc agranulocytosis were extracted from 
the literature and arc presented in the Table. 


Table Shawinf; Leucocyte Counts and Morinliiy 


No* ofCouois; | 

0 

1 t-l** 

1-3 

4-14 

Recovered eases .. .. i 

No. of fatal cases 

Case mcirtaliiy per cent 

Observed diflcrcnce per cent. . . 

error of difl’ercnce 
Significance of diiTcrence . . 

1 14 

IS 1 

53 1 

4 

23' 

N 

I . 19 i 

25 1 

! 57 

■5 

II 

14 5 

16 9 

53 1 64 

U 

m 


Two comparisons are made; first, between cases having 
no counts and those having one or more ; secondly, between 
those having one to three counts and those having more 
than three. The latter are rather few in number, but in 
no group was any significant difference in- ease mortality 
demonstrated. While the data may not be sufficient to 
establish the absence of any influence of leucocyte counts 
on case mortality, they show that the assumption generally 
made that they will do so is not justified on the available 
eyiderice, at least in regard to the sulphonamides. Indi- 
vidual cases illustrate how completely they can fail. In 
one of my own cases (Young. 1937) treatment was stopped 
on the day after a count which showed no drop in poly- 
morphs, so that even if a reduction had been demonstrated 
on the following day the drug would not have been stopped 
sooner, yet the patient died. In the case of Shecket and 
Price (1939) five counts in the six days preceding agranulo- 


cytosis failed to avert a fatal outcome, although the drug 
was slopped when the leucocytes fell from 12,500 to 8,500 
per c.mm. Morgan and Detweilcr (1939) described a case 
in which 14 counts were made during 19 days' treatment, 
but again death occurred. Other cases providing similar 
evidence arc among those enumerated in the table, 
references to which, with individual data, are given by 
Young (1944). 

Discussion 

The evidence, both experimental and clinical, indicates 
lliat in drug agranulocytosis the condition is inaugurated 
in the bone marrow some time before granulopenia occurs 
in the peripheral blood, and the information given by the 
latter is too late for prophylactic purposes. Plum’s (1937) 
experiments with amidopyrine showed that the formation of 
granulocytes ceased at its earliest stage, but that the marrow 
granulocytes already formed continued to develop and so 
sustained the numbers in the peripheral blood for some days 
after the condition had been established in the marrow. 

The bone-marrow changes found in sulphonamide 
agranulocytosis have been variously described as absence, 
reduction, maturation arrest, and aplasia of neutrophil 
granular cells, but the term “ maturation arrest ” is not 
justified, as it has been based only on single examinations 
which cannot show whether the picture is static or changing. 
As indicated above. Plum showed that there was no 
maturation arrest in amidopyrine agranulocytosis. 

Rubinstein (1944) made serial marrow examinations in a 
ease of thiouracil agranulocytosis during recovery. He 
showed that the return to normal of the marrow preceded 
that of the peripheral blood, the polymorphs in the latter 
reaching the pre-treatment level some time between the sixth 
and nineteenth days after the marrow count was normal. 
These observations again indicate a considerable time lag 
between the marrow and the peripheral blood, and agree 
with Plum's hadcags with amidopyrine that marrotr 
examination gave earlier information than did the blood. 

Beck (1933) recorded that the myeloid bone marrow in 
agranulocytosis might be aplastic, normal, or hyperplastic, 
and this variability in the marrow findings has caused some 
confusion- regarding the basis of the condition. A type 
of agranulocytosis occurs which is probably due to eel! 
destruction rather than failure to produce granulocytes, but, 
so far as is knorvn, this type does not seem to be produced 
by drugs. The finding of numerous granulocytes in the 
bone marrow has been reported in. cases due to various 
drugs, including at least one due to sulphonamides (Rosen- 
thal and Vogel, 1939). It is probably significant that this 
sulphonamide case was the only one to recover amonj 
those in which the marrow was examined in the series 
studied by Young (1944), the others all showing various 
degrees of aplasia. 

From an examination of available data (Dameshek, 1944; 
Young, 1944) it seems likely that the variations reported in 
the marrow in drug agranulocytosis generally are due to 
variations in the state of marrow recovery at the time of 
examination. The marrow has most often been examined 
post mortem, and, death being as a rule due to bacterial 
invasion and not directly to the state of the marrow, aU 
stages of recovery in granulocyte production may be present 
at the time of death. A single examination of the marrow- 
may therefore be misleading in regard to the nature of the 
condition, which, rvhen due to drugs, usually appears to 
be aplastic in type. 

Instead of leucocyte counts during treatment svitb 
thiouracil, Himsworth et al (1947) recommend that every 
patient should be told that if he develops a sore throat 
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or fever he must discontinue the drug and report to his 
doctor. The same procedure might be applied in the pro- 
longed sulphonamide administration employed in rheuma- 
tism prophylaxis. For other cases of sulphonamide 
administration, limitation of the period of treatment to a 
week or ten days is probably the best method of prophylaxis, 
and seems to have almost eliminated agranulocjiosis due to 
this group of drugs. Amidop>Tine agranulocytosis is readily 
avoided, as this drug is unnecessary' and should no longer 
be used. 

Summary 

No evidence has been found that serial leucocyte counts 
during the administration of agranulocytosis-producing drugs 
either prevent agranulocytosis or reduce case mortality. 

The reason, for this failure is found in the bone marrow, 
where the condition can become fully established before the 
peripheral blood gives any warning. 

Reliance on leucocyte counts is undesirable, as they may give 
rise to a misguided sense of security which may prevent the 
adoption of more useful measures. 

Leucocyte counts for purposes of prophylaxis also constitute 
a waste of time in clinical pathological departments of hos- 
pitals, and may mislead clinicians into stopping the administra- 
tion prematurely, so unnecessarily depriving patients of the 
benefits of treatment. 

Other methods of dealing with drug agranulocytosis are 
briefly mentioned. 

I am indebted to Dr. J. K. Rennie for clinical data. Much of 
the material in this article is taken from a thesis accepted by the 
University of Edinburgh for the degree of MX). 
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Information about the hospital sersices in the United Slates 
is summarized in a report published in the Journal o{ the 
American Medical Association (May 7, 1949, p. 23). The 
present bed capacity is 1,423,520, and the average daily number 
of patients occupying hospital beds during 1948 was 1,217,154. 
Between 16 and 17 million patients were admitted to hospital 
during the year. The greatest increase in service compared with 
past years was in the general hospitals. The average daily 
number of patients in mental hospitals was 664,399 ; thus nearly 
55%' of the occupied hospital beds were utilized for psychiatric 
care. The tuberculosis hospitals contained about 5% of the 
total hospital load. The average length of stay in general 
hospitals fell from 11.4 days in 1947 to 10.5 in 1948. There 
are now 807 hospitals approved for the training of interns and 
1,140 for the training of resident physicians. The accredited 
schools of nursing education, which total 1,163, enrolled 100,174 
student nurses in 1948. 


TORSION OF NORMAL FALLOPIAN 
TUBE 

BY 

R. de SOLDENHOFF, ■F.R.C.S.Ed„ M.R.C.O.G. 

Obstetrician and Gynaecologist, Ayrshire Central Hospital 

Torsion of the normal Fallopian tube when first encountered 
strikes one as being rare enough to warrant a little excite- 
ment. On looking at the tube and its mesentery during 
operative work in the abdomen it is hardly conceivable that 
the tube itself should undergo torsion without involving the 
neighbouring structure of the ovary : with its broad pedicle 
it would seem impossible that it could so twist on itself as to 
give rise to urgent symptoms. 

Case Report 

A 2-para aged 24 was admitted to the maternity unit of the 
As’rshire Central Hospital on Dec. 7, 1947. The elder child 
was 24 years and the younger 8 months. The family history 
showed nothing of importance. The husband was alive and 
well. The patient had been feeding the baby until three weeks 
before admission to hospital. She slopped on account of an 
attack of pain in the left iliac fossa and slight uterine bleeding. 
This was the first sign of uterine bleeding since the birth of 
the baby, and she was sent to hospital by her doctor as a 
case of threatened abortion or of subinvolution. 

On admission the temperature was 99° F. (37.2° C.), pulse 
124, respirations 20, B.P. 120;80 mm. Hg ; blood Rh-negative ; 
0(iv) ; W.R., negative ; urine. N,A.D. ; chest, heart, and lungs, 
N,A.D. On vaginal examination a small tender mass was felt 
behind the uterus, which was slightly enlarged, retrovened. 
and tender. 

After admission there was no further uterine bleeding, so 
the differential diagnosis rested between ectopic gestation and 
an inflammatoiy condition of the tubes. During the next 
three days there was a slight rise in temperature, and a course 
of penicillin of 1,000,000 units was given. An Aschheim- 
Zondek test, which had been taken on admission, was now 
shown to be negative, and as the patient's temperature had 
settled she was examined under general anaesthesia. The 
previous findings were confirmed and the provisional diagnosis 
of tubal mole made. 

Operation . — On Dec. 16 the abdomen vvas opened through a 
Pfannenstiel incision. A small mass surrounded by adhesions 
was found in the pouch of Douglas. When the adhesions 
were freed the mass vvas found to be the left tube with three 
clockwise twists in it. It vvas removed, leaving the ovary 
untouched, and the slump was buned in the broad ligament. 
Appendicectomy vvas performed and the abdomen closed. The 
patient vvas ambulatory by the third day and vvas discharged 
from hospital on Dec. 27, 11 days after the operation. 

The specimen would at first suggest an atypical tubal preg- 
nancy which had undergone torsion. Section showed no evi- 
dence of pregnancy, and microscopically no cells suggestive of 
decidua or chorionic elements could be found. This, after 
consideration of the patient's symptoms and history in retro- 
spect. supported the diagnosis of simple torsion of the tube. 

Discussion 

The standard midwifery textbooks make no mention of 
this entity, but after reviewing some of the literature it was 
perceived that it was not really rare. Bland-Sutton (1S90) 
reported the first case, and since then many others have 
been published. In the majority there has been a history 
of a diseased condition of the tube — hydrosalpinx, etc. 
Darner (1926) states torsion of the undiseased tube is less 
common, particularly in the virgin. French authors, in par- 
ticular Regad (1933a, 1933b), have referred to a syndrome. 



TORSION OF NORMAL FALLOPIAN TUBE 


Burmii 

Medical Journal 


264 July 30, J949 


as they consider the condition to be common enough to be 
regarded as a clinical entity in the virgin. This is of course 
understandable. In married women there is a greater dilTi- 
cuUy in assessing the normality of the tubes, particularly 
after pregnancy, and this was borne out in my case, in 
which the woman’s last pregnancy occurred only seven 
months before. She had never menstruated since then and 
had been feeding the baby, which of course is no bar to 
pregnancy or pelvic infection. 

Shutc (1932) wrote an extensive paper on this condition, 
dealing with all theories of causation and its distribution 
in the various age groups and types of eases encountered. 
He found that SOVu of eases occurred during the genital 
activity of women and the remaining 20% during puberty ; 
68% of the former were on the right side and in 62% the 
torsion was clockwise. It has been extremely dilTtcult to 
separate the eases associated with tubal disease from those 
in the normal tube, as only S% of specimens had had histo- 
logical examinations, although one must presume that the 
20 % arising before puberty occurred in a normal tube. In 
those not associated with disease there would seem to be 
some connexion w>ith the initiation of menstruation, and 
Davies (1925) and McEachern (1934) each cited a ease 
similar to mine. It must be assumed that the bleeding 
occurring in my ease was that of a commencing period. 

Blum and Sayre (1937) mentioned the prevalent theories : 
(1) Haemodynamic (Payr), the idea being that the pulsations 
of the blood vessels in the mesentery of the tube can in 
some way initiate the torsion ; (2) Sellhcim's suggestion that 
the movements of the body and abdominal wall could be 
transmitted and this would initiate the torsion. This second 
theory is understandable when applied to a large ovarian 
cyst which is in contact with the abdominal w'all, for any 
sudden violent, irregular movement of the abdominal 
muscles might then start a movement of the cyst to right or 
left, but it would hardly seem applicable to the tube, which 
is lying deep in the pelvis. 

Anatomical malformations and physiological peristalsis 
are much more likely to initiate a twist. It has been sug- 
gested that drugs such as apiol may also initiate such exces- 
sive peristalsis as to start torsion. Once a twist has occurred 
it is easy to understand the consequent interference with 
circulation and the indrawing of the fimbriae which occur 
in acute salpingitis and ectopic pregnancy. This results in 
the extravasation of blood into the tube, with the formation 
of a small pedunculated mass which may undergo further 
torsion. 

Such a sequence of events will give rise to all the clinical 
symptoms seen in the case reported, and suggests the 
erroneous diagnosis of ectopic pregnancy or salpingitis. ■ 

Unless this occurs in the pubescent girl it is, to my mind, 
impossible to recognize a definite syndrome which will 
identify torsion of the normal Fallopian tube, particularly 
as it must be assumed that the latter cases are virginal and 
difficult to examine. The urgency for operation in these 
cases is not great ; cases have been described in which the 
distal portion of the tube has actually been amputated by 
the torsion and a free tubal mass has been removed some 
considerable time — even years — after what must have been 
the original crisis. 


AN OUTBREAK OF FOOD-POISONING 
IN BROMYARD DISTRICT 

BV 

M. J. PLEYDELL, M.D., D.P.H. 

Medical Officer of Health for North Herefordshire 

On Friday, Nov. 5, 1948, a number of people left Bromyard 
by coach to attend the evening performance of a play in 
Birmingham. They arrived early, and 14 persons, so far as 
is known, entered a near-by restaurant and had a meal con- 
sisting of cold beef sandwiches and coffee or alcoholic 
refreshment. The beef in the sandwiches was described by 
different patients as being “ undercooked," “ overcooked," 
“dark-looking, stringy, and tough.” 

Of these 14 persons, 11 were taken ill on Nov. 6 and one 
on (he 7th, the incubation period varying from 16 to 36 
hours. The presenting symptoms were malaise, lassitude, 
severe frontal headache, aching in the limbs and back, 
fever, shivering, abdominal pains, diarrhoea, and in some 
cases nausea and vomiting. One patient collapsed while 
attending a memorial service on Nov. 6. Photophobia and 
tenderness of the eyeballs were complained of by four 
patients, and one patient stated that he had had puffiness 
round the eyes. 

The severity of the attack varied considerably: from 
headache and abdominal discomfort, with mild pyrexia 
only, to complete incapacitation with pyrexia of 102- 
104° F. (38.9-40° C.) at the onset, associated with extreme 
diarrhoea and blood in the stools. The duraUon of the 
attack extended over a period of two to three days in 
thc^mildcst case ; whereas in the most severe cases, although 
the” acute phase of the illness had passed off within seven 
days, residual lassitude, anorexia, and minor recurrences of 
the headache and abdominal symptoms persisted for two 
to three weeks. 

Two of the persons who ate the beef sandwiches suffered 
only from slight headache and malaise on the following 
day. A specimen of faeces from one of these persons gave 
a negatis'e result on culture ; no specimen could be obtained 
from the other person. It is of interest to note that, of 
those persons who took alcoholic refreshment, these were 
the only people who had two glasses of either gin or sherry 
with their sandwiches. 

Investigalioiis in Bromyard . — Specimens of faeces 
obtained from the 12 persons who were taken ill yielded 
salmonellae on culture, which were later identified as 
Salmonella bovis morbificans. 

Investigation at the Restaurant, Birmingham.— (a) 
Bacteriological examination of specimens of faeces from 
the eight members of the staff at the restaurant showed 
that four persons were excreting Salm. bovts morbificans. 
Two of these four had not been ill, while the other two 
had had symptoms of enteritis after Nov. 5. (b) Bacterio- 
logical examination of rat droppings in the restaur- 
ant revealed the presence of Salm. bovis morbificans. 
(c) Bacteriological examination of the rat-poison which 
was being used in the restaurant showed the presence of 
Salm. enteritidis (Gaertner). 
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Discussion 

These findings indicate that in all probability there was 
an epidemic of gastro-enteritis due* to Saint, bovis ntorbi- 
ficans affecting the rodent population in the vicinity of the 
restaurant at Birmingham, and that unprotected food had 
been contaminated by the infected rodents. The beef had 
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been cooked and served hot for lunch, then left on an open 
dish in the basement kitchen for eight hours before' being 
served as sandwiches to the Bromyard party. It is pre- 
sumed tha^ the contamination occurred during this interval. 
Although the rat-poison used in the restaurant was not the 
vehicle for the spread of the infection, the risks incurred 
by using such a poison are obvious ; and, in view of the 
fact that methods of food production and storage.in hotels, 
restaurants, and cafes are seldom satisfactory, the con- 
tinued use of such poisons in these places is a danger to 
the public health and should be prohibited. 

The patients affected in the outbreak were treated 
sjTnptomatically for the first week of the infection. There- 
after they were all given a course of sulphaguanidine, the 
dosage varj’ing from 3 to 4 g, by mouth four-hourly by day 
for four days. Of the 12 patients thus treated, four com- 
plained of symptoms of intolerance, and the dosage was 
accordingly reduced, and in one case the course was termi- 
nated. Specimens of stools were taken from each of the 
affected persons until three consecutive negative specimens 
had been obtained, the patient then being considered free 
from infection. These specimens were taken twice a week 
for the first four weeks and thereafter once a week. 

On account of the irregular intervals between the collec- 
tion of specimens of stools and the small numbers involved, 
no relation of statistical significance can be shosvn between 
the duration of the infective period and the sex of the 
person affected. It is of interest, however, to note that 
the average period of duration of infection (i.e., the time 
from the onset of clinical sjamptoms to the date when the 
first of the three consecutive negative stools was obtained I 
was 24.4 days for the seven men affected and 47.6 days for 
the five women. The figures are as follows : 


Period of Duration of Infection 


Mat«s 

Females 

23 days 

39 days 

20 „ 

44 „ 

30 

67 

23 

30 „ 

20 „ 

58 

32 


23 .. 


Mean, 24-4 days 

Mean, 47-6 days 


If from these figures are subtracted those relating to the 
persons who did not receive a full course of sulphaguani- 
dine, then the mean periods of duration of infection 
are: males, 26.2 days ; females, 54.7 days. Thus it seems 
unlikely that the period of infection was influenced by 
the sulphaguanidine. 

The five female patients and one of the male patients 
prepared food for consumption in their households. These 
persons were given instruction in personal hygiene and care 
in the handling of food. It is satisfactory to note that no 
secondary cases resulted from this outbreak. 

Summary 

A brief description is given of an outbreak of food-poisoning 
in Bromyard district due to infection with Salm. bovis 
morbificans. 

Investigations revealed that the infection originated from the 
consumption of beef sandwiches in a Birmingham restaurant, 
and that the sandwiches were probably contaminated by 
infected rodents. 

The danger of using rat-poisons incorporating salmonella 
organisms, especially in food premises, is noted. 

The duration of infection in the female patients was approxi- 
mately twice that in the males. 


The evidence from this outbreak suggests that infection with 
Salm. bovis morbificans does not respond to sulphaguanidine 
therapy. 

I would like to express my appreciation of the co-operation and 
help given by the staff of the Public Health Department and the City 
Laboratory at Birmingham, and the staff of the Public Health 
Laboratory at Hereford. 
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A Case of Undulant Fever Treated 
by Chloramphenicol 

The treatment of undulant fever has until recently been 
unreliable and unsatisfactory. Methods advocated have 
included the joint use of sulphonamides and blood trans- 
fusion (Holmes and Hughes, I94S ; further recommended 
by Romer, 1949), and the use of “aureomycin” (Galpine, 
1949) : whilst the American Department of Clinical Investi- 
gation of Messrs. Parke, Davis, and Co. claim that six 
patients with active brucella infection responded rapidly 
within an average of 2-4 days to oral administration of 
chloramphenicol (“ Chloromycetin " ; Parke, Davis, and 
Co., Technical Reference No. 11S3, p- 2). TTiis claim was 
so striking that one of us (T.V.C.) decided to attempt treat- 
ment of the next case of acute undulant fever met with in 
this area, where the infection is not uncommon. Com- 
pared with the larger towms and cities, the volume of milk 
consumed in this district not heat-treated is considerable, 
and contagious abortion in cattle is widespread. 

The case of undulant fever described below responded 
immediately to ora! administration of chloramphenicol 
The results' seem so good that the method deserves a wider 
trial. No serious complication was encountered. 

Case Report 

The patient, a roan aged 50, was first seen on June 2, 1949 ; 
he gave a history of having felt vaguely unwell for the past 
three to four weeks. Two days previously hts afternoon 
temperature was 103“ F, 139.4“ C.). The main symptoms were 
lassitude, sweating, anorexia, constipation, insomnia, pains in 
bones of back and limbs, and retro-ocular headache. The 
symptoms were worse in the afternoons Xo spedal physical 
siens were elicited. fThe patient had lived in India for many 
years, but had been at home and healthy since 1947.) Dunne 
the next seven days his temperature varied between 100° and 
104° F. (37.8° and 40° C.), being usually highest in the after- 
noon. No localizinn symptoms or signs developed. 

On June 8 blood was taken for the Widal test, and gave a 
positive reaction up to 1 in 5.000 against Brucella abortus and 
Br. meliiensis I in USO, trace 1 in 2,500. There were also 
reactions to Salmonella typhi H 1 in 125, S. paratyphi AH 
1 in 50. trace 1 in 125. 5. paratyphi BH 1 in 125. and N S 
Composite Salm. 1 in 125. explained by multiple T.A-B. inocu- 
lations in the past. The Yi test was negative. A blood count 
taken at the same lime revealed: haemoglobin. 80% (11.84 g.) ; 
red cells, 4,300,000 ; colour index, 0.93 leucocytes, 5,600 
(neutrophil polymorphs 68%, monocytes /S%. lymphctcvTcs 
24.5?i) ; reticulocytes, 1%. 

Blood cultures taken on June 11 failed to yield any positive 
results, although development of brucella w-as encouraged by 
employinc Uvei-infusion media and incubation in a jar con- 
taining 5-i0% carbon dioxide. Blood-film tests excluded 
malarial infection. 

At this point it was decided that the evidence warranted a 
trial of chloramphenicol. Treatment wras therefore suited on 
June 11. The initial dose was 5 g. (approximately 60 mg. 
per ke. of body weight), followed up by 0.25 g. every three hours 
for seven davs after the temperature had settled (see Chart)— 
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total, 27 g. by mouth. Within 24 hours of starting treatment 
there was ciefinite subjective improvement, which was main- 
tained. The temperature had settled by the fourth' day, and 
has remained normal up to the present time (July 22). On the 
first two nights the patient showed mild urticarial skin lesions, 
and for a few hours there was severe pain in the splenic area, 
but the spleen did not become palpable. Tlic patient is heavily 



built, and a moderate enlargement of the spleen could easily go 
undetected. He also had an unpleasant taste in the mouth after 
taking the drug, particularly if the 0.25-g. dose was exceeded. 
We had given instructions that if, in error, a dose were missed 
during the night the succeeding dose should be increased in 
compensation. At the end of treatment the patient was easily 
tired, but otherwise he felt well. Convalescence proceeded 
uneventfully, and he now seems fit. 

Comment 

This case is described because the treatment seems free 
from risk and can be carried out at the patient’s home, 
whereas any method employing blood transfusion 'implies 
admission to hospital and exposure to the hazards of trans- 
fusion. We appreciate (hat our diagnosis is based on 
a reasonable supposition (agglutination reaction) rather 
than on the absolute proof which would be given by a 
positive blood culture. It is known, however, that in only 
a small proportion of cases of undulant fever due to 
Brucella abortus, estimated at 10-20% (Topley and NVilson, 
1945), can a bacieriaemia be demonstrated. Inspeetion of 
the temperature chart shows a fall in temperature exactly 
coincident with the administration of chloramphenicol. At 
the present time this method of treatment is not cheap, as 
27 g. of the substance eosts £30 12s., less 33^% discount 
to institutions, plus £6 16s. l^-d. purchase tax — a net total 
of £27 4s. lid. The makers inform us that negotiations 
are proceeding to eliminate purchase tax — an imposition 
which seems illogical, especially if distribution of the 
amounts available is restricted to definite prescriptions and 
specific infections. 

J. F. L. Walley, M.A., M.B., B.Ch., 

T. V. Cooper, M.B., B.S., 

Pathologist for the County of Dorset and to the West 
Dorset Group Hospital Management Committee 
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Sensitivity to Codeine 

The following case is recorded because of the rarity of 
reactions to codeine in spite of its common use and because 
of the resemblance of the rash to that of scarlet fever. 

Case Report 

The patient, a woman aged 24 suffering from pulmonaiy 
tuberculosis, stated that one night she had been given two 
“veganin" tablets (containing -j- gr. (22 mg.) of codeine 
phosphate) for headache. Next morning she developed an 
irritation of the whole body and later in the day “a red rash" 
appeared. On the following day the rash had faded and the 
irritation had subsided. She also stated that a similar reaction 
had followed a single dose of 1 dr. (4 g.) of syrup of codeine 
phosphate (codeine content, 16.2 mg.). 

In order to demonstrate the specificity of the reaction, anc 
to study the rash, several months later she was given a tesi 
dose of 4 gr. (32.5 mg.) of codeine phosphate at midday 
At 5 p.m. she developed irritation of the neck and chest, whicl 
rapidly involved the whole trunk and limbs. The irritation wa: 
followed by a macular rash, which soon coalesced to give : 
scarlatiniform appearance. The rash was most prominent oi 
the front of the chest, the abdomen, and lower limbs, but thi 
pruritus was not confined to the area involved by the rash 
Both the rash and the irritation were less marked the nex 
day, and during the following day both had disappeared; thi 
irritation, however, remained some hours after the rash ha( 
gone. 

At no time was there any lesion in the mouth, the patien 
felt well, and there was no febrile disturbance. Sligh 
desquamation occurred over the lower face only. A blooi 
count at the height of the reaction showed 259 eosinophil 
per c.mm. 

Comment 

In spite of its widespread use very few cases of sensitivit 
to codeine have been recorded. Indeed, Seidmann (1943 
says that his is the tenth case to be reported. 

Scheer and Keil (1934) reviewed the literature and adde 
a further case following 1 gr. (65 mg.) of codeine phosphate 
They point out that antibodies cannot be demonstrated b 
the direct Prausnitz-Kiistner method, since codeine itsel 
normally produces an erythemato-urticarial reaction wit 
pseudopod formation when injected intradermally. Usin 
a modified P.-K. technique (serum locally and codeine b 
mouth), they were unable to demonstrate antibodies in th 
serum. Scheer and Keil describe the original appeafanc 
of the rash as follicular, later taking on a generalize 
erythematous appearance by coalescence of the broad zou 
of erythema surrounding the individual follicles. The 
produced a positive skin-patch reaction with codeia 
phosphate solution (1 gr. to the ounce), while a simila 
test with a solution of morphine sulphate was negatiw 
indicating a specific hypersensitivity to codeine, which : 
all the more significant since the latter differs froi 
morphine only in having a methyl group. 

The constant feature of the recorded cases is the pruritu 
followed by an erythematous rash, the early phase of whic 
may present as macular or follicular. Usually there ai 
no symptoms apart from the irritation. In Seidmann 
case, however, weakness, fatigue, headache, nausea, an 
redness of the mouth and throat occurred a few houi 
after ingestion of 15 mg. of codeine phosphate. Thei 
was an eosinophilia of 1,080 per c.mm — a finding als 
recorded by Dittrich (1926). Desquamation has bee 
reported in a few of the cases. 

G. K. Mackenzie, M.B., Ch.B. 
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FORENSIC MEDICINE 

Medecinc ligak judiciaire. By C, Simonin. Second edition. 
(Pp. 819; 313 figures; paper cover, 1,100 francs; bound, 1,300 
francs.) Paris: Librairie Maloine. 1947. 

Psykopalibegreppcts bankrult (Bankruptcy of the Concept of 
Psychopathy). By Bo Gerie. (Pp. 43 ; paper cover, 3 kronen ; in 
Swedish.) Lund ; Gleerupska Univ.-Bokhandeln. 1947. 

The contacts of law and medicine are now so many and various 
that forensic medicine has split up into a group of specialties, 
each calling for special training and experience. It is therefore 
far from easy for one author to cover the whole field ; this is 
the task assumed by Professor Simonin, of Strasbourg, and he 
has performed it remarkably well. His book is the first of two 
volumes, and consists of massive chapters on medicine and 
justice and the medico-legal aspects of injury, sex, poisons, 
death, identification, and psychiatry ; these are the topics 
covered by the term "judiciaire’’ sodal medicine and medical 
ethics being reserved for discussion in the second volume. 

The first chapter contains an excellent sketch of the history 
of criminology and valuable discussions on juvenile delinquency 
and malingering; The section on injuries includes comment on 
cruelty to children, the assessment of disability, and post- 
traumatic disorders. The chapter on sex deals fully with the 
whole subject, including perversions, sterilization, abortion, 
marriage, pregnancy, and paternity. Much information about 
industrial toxicology is found in the article on poisons ; 
those on death, identification, and psychiatry follow the usual 
lines. 

The handling of so vast a subject might excusably have been 
purely technical, but the approach is, in fact, philosophical, 
and Professor Simonin does not conceal his strong moral 
■ convicfions. 

The outstanding features of the work are the author’s con- 
stant preoccupation with the prevention of crime, and the 
excellence of the clinical descriptions which abound through- 
out the book and could be read with pleasure and profit by 
any medical man. The volume will be useful to a wide variety 
of specialists, and teachers of forensic medicine outside France 
will find in it ideas worth incorporating in their own courses 
of instruction. Reference to any topic is unusually easy because 
of a good index, a detailed table of contents, the division of 
the text by many cross-headings, and the free use of small 
type for matters of detail. The text is elucidated by many 
drawings, the work of the artists E. Huber and A. CoUineL 
Dr. Bo Gerle is a Dozent in forensic psychiatry in Lund 
University and head of the forensic department of St. Lars 
Sjukhus, a large mental hospital near Lund. His book, a 
revised and enlarged version of a course of lectures attended 
by doctors, lawyers, and humanists, discusses the origin and 
development of the concept of psychopathy, the “psychiatry 
without psychopathy ” of Sjobring. and the consequences of a 
modified conception of psychopathy. 

The first half of the book is a historical and critical study 
of the term psychopathy, whose current meaning is “ non- 
intellectual deficiencies making the social adjustment of an 
individual difficult or impossible.” The development of the 
concept is traced from Pinel’s manic sans delire and Esquirol s 
monomania, through Platner’s amentia occuUa, Pritchard s 
moral insanity, and corresponding ideas of many later students, 
including Kraepelin, Lombroso, Freud, and Henderson and 
Gillespie. The conclusion drawn is that the concept of psycho- 
pathy includes a variety of unrelated conditions, which Gerle 
distinguishes, on the basis of Sjobring’s theories, as hypophrenia 
(post-infective tiredness and apathy), schizophrenia, and 
ixophrenia (an epileptoid state). The remainder of the book 
is a discussion of the legal, therapeutic, and educational impli- 
cau'ons of these concepts. It remains to be seen whether these 
ideas will be any more durable than their predecessors, and 
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it is important, as the author says, to approach each patient 
as an individual. 

Gerle stoutly defends the unity of personality and the view 
that a highly developed intellect may be powerless to control 
seriom affective deficiency. This at once raises the question 
.of criminal responsibility and challenges current legal opinion ; 
the question merits full discussion in a separate paper, and 
Gerle is obviously well qualified to write it. He concludes 
with a plea for more thorough training in psychiatry for medi- 
cal students to enable them, as doctors, to'deal competently 
with the various types of psychical abnormality. 

Gerle has a limpid style, and if he chose to write in English 
he would have a wide circle of readers, both medical and legal. 
Readers of his book would have been assisted by the use' of 
cross-headings and the addition of a summary of the chief 
conclusions, 

R.vYvtosD Whitehead. 

PHYSIOLOGY OF FLYING 

Aviation Medicine in its Preventive Aspects. By John F. Fulton, 

O.B.E., M.D., D.Sc. (Pp. 174; illustrated. I2s. 6d.) London: 

Geoffrey Cumberlege (Oxford University Press). 1943. 

This is a historical surv-ey of the more important researches 
and developments in altitude or decompression siclmess, the 
physiological problems of pressurized aircraft cabins, the effects 
of acceleration on man. and safety in flight. It concentrates 
on the period 1939 to 1946. Experiments to secure impartial 
data on the respiratory and circulatory' changes which occur 
during acclimatization to the lowered partial pressure of oxygen 
at altitudes between 23,000 to 29,000 feet (7,000 to 9,000 m.l arc 
described in some detail. This investigation, named “Opera- 
tion Everest,” was carried out at the United States Naval Air 
Station in Pensacola, Florida, For this purpose four young 
adults lived for five weeks in a low-pressure chamber fitted 
with an air-lock, so that observers could enter to make 
observations and take appropriate samples without being sub- 
jected to anoxia. The results showed that acclimatization 
consists of a series of integrated adaptations to restore the 
oxygen pressure of the tissues to the normal sea-level value. 

Researches in decompression sickness are reviewed, from 
Leonard Hill’s work on caisson uckress in divers in 1912 
to those in connexion with aviation, especially during the various 
phases of the recent war. There is a good description ot bubble 
formation in the blood and tissues of animals and man in rela- 
tion to “ bends,” and of such underlying factors as gas tension, 
hydrostatic pressure, surface tension, and gas nuclei The 
practical results of these researches are outlined. The technique 
is given of the pre-selection test to assess suitability for high 
altitude operations, and is followed by an account of the 
prevention or mitigation of “bends” by pre-oxygenation to 
displace dissolved nitrogen before ascent and by limitation of 
muscular movements during flight to lessen the formation of 
bubbles in the blood vessels. 

The main physiological problems discussed in connexion 
with pressurized aircraft concern ventilation and explosive 
decompression. Little information is given as regards the 
former, but the section on explosive decompression is reason- 
ably full and valuable. Reference is made to the experiment 
which proved that no percepuble harm is caused to a fit man 
bv explosive decompression, provided an adequate supply of 
oxvcen is immediately available or a rapid descent made^lo 
non-oxycen-requiring altitudes. Survival times for e.xpIosiv e 
decompression at various altitudes up to 75.0CX) feet (22.500 m.i 
are riven, as well as the time of useful consciousness without 
oxygen. These figures have proved of great value to aircraft 
designers and engineers, who have to provide for emergencies 
while avoiding weight penalties in the form of unnecessary 
equipmenL 

The section on the effects of acceleration is limited to a 
consideration of centrifugal forces which occur in aerobatic. 
Due reference is made to the R..A.F. researches, begun in 
1939, in an aircraft fitted up as a flying laboratory-, with a 
cine-camera to record the effects of high acceleration u..d-. 
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conditions of aerial combat, the results of which enabled suitable 
countermeasures to be devised. Then follows a description 
of centrifugal machines used by the Canadians, Australians, and 
Americans, on which much fundamental research was done. 
The results obtained added considerably to our knowledge of 
the cITccts of centrifugal forces on man. and culminated in the 
development of anti-gravity suits, both of the hydraulic and 
air-pressure types. It is claimed that tlicsc suits did much to 
give Allied fighter pilots ascendancy over the enemy. 

The final chapter discusses briefly the problems of safety in 
night, including a study of the clTccts of forces of deceleration 
on man as demonstrated in aircraft crashes and non-fatal 
suicidal leaps. The design of aircraft to provide increased safety 
is considered, and the practical value of sent belts. s.nfcty 
harness, stressing of scats, backward-facing scats, and “ditching 
drill ■’ arc assessed. 

H. E. WiinTtsGitAM. 


A DIGEST OF GYNAECOLOGY 

A Pocket Gymccotogy. lly S. G. Clayton, M.D., M.S., F.R.C.S., 

M.U.C.O.G. (Pp. 111. 7.S. fid.) London: J. and A. Churchill, 

Ltd. 1948. 

This is the age of digests. As members of the general public 
we persuade ourselves that we have no time for serious reading 
and too often turn to the small monthly magar.ine that feeds 
us with tasty morsels from current literature. As doctors we 
receive the weekly journals but too often do not trouble to 
read them. if we arc specialists we view with dismay the 
monthly publications that pile up on our desks, and frequently 
console ourselves with the thought that a year book, a survey, 
or an abstract journal will soon come to hand to spare us the 
effort of reading the literature as it is intended to be read. 
If this is our weakness we cannot criticir.c the harassed medical 
student in his struggle to keep abreast of the ever-increasing 
medical curriculum, or deny him the help that a condensed 
te.xibook may give. But in both eases the danger is the same. 
Is the summary or review to be used as a genuine refresher or 
is it to be the means of escape from serious reading— the 
pander to laziness ? 

These thoughts arc aroused by Dr. Clayton’s book. As a 
condensed account of gynaecology this is an excellent produc- 
tion, and the considerable amount of up-to-date information 
presented in small space reflects much credit on the author 
and publishers alike. But whether the medical student will 
benefit by turning from his well-known te.xtbook^ to a new 
“ cram ” book during his period of final revision is a matter 
on which 1, for one, have serious doubt. 

The usual gynaecological subjects arc set out in orthodox 
fashion in 109 small pages of text. Anatomy, physiology, 
embryology, and pathology all receive due notice. The two 
final chapters deserve special attention — one is on gynaeco- 
logical symptoms and the other on special gynaecological 
treatment, including a brief account of drugs and endocrine 
preparations, of x rays and radium, of gynaecological opera- 
tions, and even of contraception. A few necessary illustrations 
are included. 

The preface states that there is *' economy of words.” This 
is certainly true, even to the extent of the omission of verbs 
from many sentences. The text is generally well corrected ; 
but there are a few slips, such as an obvious error of spelling 
on page 3 and the occasional use of a singular verb with a 
plural subject. In criticism of the subject matter it may be 
questioned whether it is not misleading to speak of “slight 
fever ” as being a symptom experienced by normal women 
during menstruation. Condylomata acuminata are not neces- 
sarily gonococcal in origin, nor do they appear “ after a few 
days.” Stilboestrol in doses as large as 5 mg. daily is fairly 
certain to cause nausea and depression in a post-menopausal 
woman. These are minor criticisms in an otherwise excellent, 
if very condensed, presentation of orthodox gynaecological 
teaching. The book is exactly what it claims to be ; it is a 
pocket gynaecology, and a remarkably good one at that. 

J. Chassar Moir. 


GUIDE TO TREATMENT 


Otoetwj CwMCcotoer. By Beatrice M. Willmott Dobbie 
M A. M.B., n.K.C^ D..M.R.E. (Pp. 358; 23 illustrations 
-.Os.) London: H. K, Lewjs and Co. 1948. 


Textbooks of obstetrics and gynaecology abound in British 
ntedical literature ; it may be asked, therefore, whether there 
IS a place for further works on this subject. Miss Dobbie’s 
new book docs not attempt to cover the same ground as the 
usual textbooks, but rather to provide a simple guide to 
practical treatment. It is addressed primarily to the general 
practitioner, and fulfils admirably the needs of the busy doctor 
who requires a liandy work of reference or who wishes to 
refresh and bring up to date his knowledge. Simplicity of 
expression and sound common sense, the keynotes of this book, 
make it thoroughly readable. 

The general layout of the work is good, and the advice it 
contains is generally excellent. Criticism is thus confined to 
a few details. The dose of ergometrine by intravenous injection 
should not exceed 0.25 mg., and 0.125 mg. is often sufficient. 
Administration of 0.5 mg., as recommended, is likely to cause 
symptoms. Contradictory advice is given concerning the treat- 
ment of cervicitis. In the chapter on post-natal care (p. 205) 
it is stated that cauterization can be carried out in the out- 
patient department, while cauterization under anaesthesia is 
recommended in the section on gynaecology (p. 292). Most 
eases of cervicitis can in fact be treated as out-patients, thus 
obviating the need for hospitalization or general anaesthesia. 
Tiic section on the toxaemias of pregnancy is sketchy and 
inadequate. More precise advice is needed on the normal level 
of blood pressure, and a great deal more detail should have 
been included on the management of cases of essential hyper- 
tension in pregnancy and of prc-cclamptic toxaemia. The 
illustrations are adequate, though some appear unfinished in 
comparison with those appearing in other books. 

The psychological aspects of obstetrics and gynaecology are 
not neglected, and the sections "Telling the Patient" are 
especially important. Miss Dobbie shows her wide experience 
in this book, which, though containing little new or original, 
fulfils the purposes for which it is intended and will thus prove 
a valuable' addition to current medical literature. 


Josephine B.vrnes. 


SURGICAL SUMMARY 

Handbook of Siirf;cry. By Erie C. Mekie, M.B., Ch.B., 
F.R.C.S.Ed., l-.I.C.S., and Ian MacKcnzic, M.B.E., M.B,, Gh.B., 
F.R.C.S.Ed. With foreword by the late Sir John Fraser, Bart, 
Second edition. (Pp. 764; illustrated. £1.) Edinburgh; 

E. and S. Livingstone. 1949. 

A second edition of this book (which first appeared in 1936) 
has Mr. Ian MacKenzie, now of Newcastle-upon-Tyne, as 
joint author. There has been considerable revision, but, 
although there are 764 pages, perhaps rather many for a hand- 
book, there are only 29 figures. These are good, but so much 
text unrelieved by diagrams or figures is inclined to make 
reading dull, and the criticism of the first edition remains— th.st 
more line drawings interspersed through the print would add 
considerably to -the attraction of this otherwise excellent 
student's guide. Fig. 11, p. 308, is inaccurate in view of recent 
knowledge of root distribution, and I could find no mention of 
cither the costo-clavicular or scalenus syndromes, each of which 
is of frequent occurrence, whereas arthrogryposis multiplex 
congenita (p. 594) is less common so far as the student is 
concerned. There is an account of cervical rib in which it is 
stated that Hudson (no initials, no reference) showed that the 
vessels and nerves can be compressed between the free end of a 
cervical rib and the anterior scalene muscle, and that the radial 
pulse is diminished on the affected side but becomes normal 
in volume when the arm is elevated above the shoulder (p. 212). 
This is not in accord with our experience, which is the reverse. 
The statement on page 299 that the majority of intradural 
extramedullary spinal tumours are meningiomas is not accurate, 
as the neurinoma is cornmoner. _ 

These are minor criticisms of what is essentially a sound 
text in which for the most part the matter is well balanced. 
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The book may be described as an excellent summary of the 
teaching of the Scottish school of surgery and a sound guide 
for the student of the subject. Like most post-war articles 
the price has increased, in this case from I2s, 6d. to £1. 

Lambert Rogers. 


BOOKS RECEIVED 

I/ferieii' is not precluded by notice here of books recently receivedy 

Coronary Artery Disease. By E P. Boas, M.D (Pp 399. No 
price.) London: H. K. Lems. 1949 


ADOLESCENCE 

Adolescence. Its Social Psychology. By C. M. Fleming, M.A., 
Ed.B., Ph.D., F.B.Ps.S. The International Library' of Sociology 
and Social Reconstruedon. (Pp. 261. 16s.) London: Routledge 
and Kegan Paul 194S. 

Phis is an important and valuable book. It sums up recent 
research on the physiology and psychology of adolescence, as 
well as its educational and social aspects. This recent work 
has tended to upset several preconceived ideas, most of them 
dating from Stanley Hall's generalizations, which have been 
too readily accepted both by teachers and psychologists. 

The book points out the wide variations of the normal per- 
sonality and stresses the importance of the individual's funda- 
mental needs. Considerable attention has in the past been placed 
on innate dispositions and instincts, and considerable variations 
in the strength of these in different individuals has been postu- 
lated. A more practical attitude may be to think more in terms 
of the needs of the individual, founded no doubt on the relative 
fiustration and gratification of instincts. The author points out 
how the failure to find gratification of the needs in one genera- 
tion may be reflected in the behaviour of the. next, and how 
difficulty of adjustment and social misbehaviour may thus 
follow through several generations. 

Delinquency is an expression of distress, and this distress is 
due to failure to achieve the fundamental needs, which are 
listed as love, security, new experience, recognition, acceptance, 
respect, and success. The dignity and individuality of the 
child must be recognized and respected. Growth, both mental 
and physical, is not a smooth process, and may be influenced 
by environmental factors operating at any particular time even 
more than by innate capacities. If this is so, it is not easy for 
educationists to answer the questions about which they would 
so much like to be definite — namelj', what are the difficulties 
and therefore the requirements of any group of children at 
different stages of their development ? How can future 
success in different activities be predicted from present per- 
formances ? In other words, a cross-sectional observation, 
such as an intell'gence test at a particular age, is not so reliable 
in foretelling the future development of the child as many 
people would like to believe. Ultimate capacity may be more 
influenced by limitations of experience, both social and educa- 
tional, than by innate ability. The way all sons of types of 
young men and women have learnt and adapted themselves to 
quite unfamiliar trades in the relatively short period given to 
training for modem technical warfare illustrates this. Young 
people require not only intellectual food but the influence of 
th: right sort of group of their' peers, as well as guidance by 
those more experienced than themselves in formulating a philo- 
sophy of life which should be a map of how they may live. 

Vocational guidance is of little use if founded on single 
interviews, but it should be based on long-term observation of 
the young person. Means must therefore be found to obtain 
and record such observation by several persons if our youth 
are to be helped as they desene. Doctors, teachers, 
sociologists, and psychologists will all find much in Dr. 
Fleming's bcok to stimulate thought. Presented as it is, without 
prejudice or bias, it is to be highly recommended. 

R. G. Gordon. 


Review of Dentistry for State Board Examinations, by Xfincent R. 
Trapozzano, D.D.S., FA.D.P. (pp. 661; 32s. 6d.; London: iV. B. 
Saunders Co.), is a book in which dental surgery becomes a series of 
quick questions and snappy answers. It may possibly be useful to 
the student preparing for a t ivn voce examination, provided that the 
examiner asks the correct questions, or may even be more useful to 
the examiner to provide him with questions that he should ask and 
the reply that he should automatically be given. 


T/re Prinetptes oj Sctenlt/tr Research. By P. Freedman, B.Sc., 
M.I.EJS,, F.I.E.S. (Pp. 222. 15s.) London: Macdonald. 1949, 

Ectopic Pregnancy. By K. M. Masani, M.D.Lond., F.R.C.S.Eng. 
(Pp. 165. 12s,) Bombay; The Popular Book Depot. 1949. 

Testing School Children. By W. Stephenson, MA., M.Sc.. 
Ph.D. (Pp. 127. 12s. 6d.) London: Longmans, Green and Co 
1949. 

A Primer oJ Eiectrocardiography. By G. E. Burch, M.D., 
FA.C.P., and T. Winsor, M.D., FA.C.P. 2nd ed. (Pp. 245. 
22s. 6d.) London: Henry Kimpton 1949. 

The Common Form oj Joint Dysfunction. By \V. Kaufman, 
Ph.D., M.D. (Pp. 20S. No price.) Brattleboro, Vermont, U5.A.: 
E. L. Hildreth. 1949. 


Menrosnrgicat Pathology. By 1. M. Scheinker, M.D (Pp 370 
45s.) Oxford ; Blackwell Scientific Publications. 1948. 

Diseases oj the Uver, Gallbladder, arid Bile Ducts. By S. S. 
Lichlman, M.D., FA.C.P. 2nd ed. (Pp. 1,135. 50s.) Londen: 
Henry Kimpton. 1949. 

Intertmtionar Congress on Mental Health, London, 1 ^ 48 . 
Edited by J. C. Flugel, D.Sc. (3 vols. £2 10s.) London: H. K. 
Lewis. 1949 

A Short Practice of Surgery. By H Bailey, FR.C.S., and R. J 
McNeill Love, F.R.C.S. Part 5. Stii ed. (Pp. 1,050, 32$ 6d (set) ) 
London: H. K. Lewis. 1949. 


Cttttnirtgham’s Manual of Practical Anatomy. Edited by J. C 
Brash. M.C., MA., M.D., FJt.CSEd, F R.S.Ed. Vol. 3. llih ed. 
(Pp. 513. 21s.) London: Oxford University Press. 1948. 

Bodily Reactions and Evamittalion of Systems oj Thrrapentiet. 
By K. L. Daftari, BA.Cal., B.L.Cal., DJL-itt. (Pp. 235. 6 rupees 
8 annas.) Bombay ; Hind Kitabs 1949. 


An Osntine of Psycho-Analysis. By Sigmund Freud. Trans- 
lated by J. Strachey. (Pp. 84. Ss 6d 1 London : The Hogarth 
Press. Institute of Psycho-Analysis. 1949. 

Three Essays on the Theory of Sexuality. Bv S Freud. (Pp. 133, 
lOs. 6d.) London : Imago Publishing Company. 1949. 


Child Health Serrires and Pediatric Edttcattoit. (Pp. 270 
203.) London ; Geofirey Cumberlege. 1949. 


Cystoscopy and Urography. By J. B. Macalpme. D Sc , FR.C S 
3rd ed. (Pp. 570. 63s,) Bristol : John Wnght and Sons, Ltd 19-9. 

AJoiirrtey Round My Skull. By F. Karinthv 3rd ed. (PpZSS. 
8s. 6d.) London : Faber. 1949. 


A Descriptive Atlas 
Ch.B.. F.R.C.S.Ed. 
Kimpton. 1949. 


of Radiographs. By A. P. Bertwistle, 
7th ed. (Pp. 622. 50s.) London; 


.M.B., 

Henry 


Canned Foods. By J. G. Baumgartner. 3rd ed. (Pp. 273. 15s.) 
London: J, and A. Churchill. 1949. 


Re/mbiUtation of the Ttiberculous. 
'FA.CP. 3rd ed. (Pp. 250. 22s. 6d.) 
and Cox. 1949. 


By H. A. Pauison, M.D., 
London: Baillierc, Tindall 


Transactions of the American Ophthalmologica/ Soaet^% T 94 S. 
VoL 46. (Pp. 676. Ko price.) Philadelphia: American Opk.ihaimo- 
logical Society. 194S. 


A Practice of Orthopaedic Stirgery. By T. 
C.B£., M.B., F.R.C.S.Ed. 3rd ed. (Pp. 444. 
Edtt’ard Arnold and Co. 1949, 


P. McMurray, 
3Ds.) London : 


A Sicrgeon’s Viorld. By M. Thorek, M.D. (Pp. 333. I2i. W.) 
London : Robert Hale. 1949. 
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A VIRUS IN IIIOUSE CANCERS? 

In March of this year Professor Gyc reported in a 
lecture’ (hat he and his colleagues of the Imperial Cancer 
Research Fund had succeeded in transmitting mouse 
sarcomata by means of tissues which had been frozen 
and dried. The importance of such a finding could not 
be doubted. Until then there had been an apparently 
complete contrast betsveen the bulk of mammalian 
tumours having no obvious continuing cause and a few 
growths, particularly fowl sarcomata, in which was 
evident the activity of a virus as a continuing cause of 
the malignancy. Professor Gye’s report gave reason to 
believe that now. in mammalian growths also, was to 
be found a virus-like neoplastic agent. He made quite 
clear his belief that in the dried and even in the frozen 
tissues no surv'iving intact cell could be held responsible 
for the malignant activity. 

This report caused much comment, discussion, and 
criticism. Scientists arc perforce a race of sceptics, and 
a discovery as important as this was not likely to be 
accepted generally until it liad been confirmed by others 
and until the interpretation was beyond doubt. Many 
have therefore awaited with eagerness the full technical 
details which will permit others to confirm — or refute — 
the claims made. The foundation of all the work con- 
sists of Dr. James Craigie’s improved devices, especially 
those for finely mincing and for drying tumours ; a 
description of these is still in the press. Meanwhile, 
we publish to-day three very important papers by 
Miss Ida Mann ; these make it clear that the new 
techniques will give results not only with mouse sarco- 
mata but with adenocarcinomata also. They go far to 
answer the questions we raised in discussing this matter 
in March.“ 

It is now plain that it is not just a few mouse tumours 
which can be transmitted by means of frozen or dried 
tissue, and that a principle is concerned applying 
equally to epithelial and to connective-tissue growths. 
Miss Mann’s results also shed light on what is poten- 
tially the most controversial question of all : is it certain 
that these violently treated tumours do not still contain 
some living cells ? Until this point is proved all is in 
doubt. Some pathologists will find it impossible to 

Medical Journal, 1949, 1, 511. 

2 Ibid., 1949.1,531. 


believe that a complicated mammalian cell can surr-ive 
thorough drying ; and the histological evidence supports 
their doubts. Others will wonder if such survival may 
not after all be possible, particularly as the alternative 
is the abandonment of all orthodox views on the caus- 
ation of cancer. Discussion could go on indefinitely 
in the realms of metaphysics and histology. Fortunately 
there seem to be ways of by-passing this obstacle. 

A tumour virus causing sarcomata would be expected 
to infect wherever in the body it was introduced ; it 
would find susceptible connective-tissue cells every- 
where. But one causing carcinomata would be epithelio- 
tropic and could hardly do so unless placed in juxta- 
position to the right kind of epithelial cell. One can 
expect therefore to be able with epithelial growths to 
distinguish clearly between the results of transplanting 
an odd surviving cell and infecting cells anew with an 
active agent. A graft might grow anywhere new 
infection could occur only where suitable epithelial cells 
were present. Where we are concerned with an agent 
believed to cause mammary tumours in mice we are. 
however, up against a difficulty, for mammary’ tissue 
exists almost cveryovhere in the mouse’s subcutaneous 
tissue : there arc rudiments even in male mice. So it 
is not surprising that frozen or dried mammary tissue 
is cfTcclive wherever it is introduced subcutaneously in 
mice of cither sex. Cell grafts of the adenocarcinomata, 
however, will grow in the peritoneal cavity, where there 
arc no mammary cells. Miss Mann’s results show that 
the frozen adenocarcinomata, which grow readily in the 
subcutaneous tissues, fail to grow on intraperitoneal 
injection, or do so rarely and in circumstances where 
the carrying in of a few mammary cells on the needle 
cannot be excluded. There is thus an apparent qualita- 
tive difference between the results of propagation with 
cell grafts and with frozen tumour. Proof derived 
from this type of experiment might easily be made more 
convincing. Quantitative tests with serial dilutions of 
live cell suspensions on the one hand, and of dried or 
frozen tumour on tlie other, introduced (a) subcutane- 
ously and (b) intraperitoneally, might bring out the 
fundamental distinction in behaviour even more clearly. 
Better still, experiments with carcinomata other than 
mammary ones should yield decisive answers. If it 's 
proved that the successful transmission with dried or 
frozen tumour tissue depends on something other than 
a surviving tumour cell it is a reasonable working 
hypothesis, on the analogy of the fowl tumours, that 
the active agent is a virus. The agent seems, however, 
to be a very labile one ; so it may not be easy to apply 
the necessary tests to determine whether it can be justly 
placed in that category. 

Some of Miss Mann’s experiments were with spon- 
taneous mouse cancers in which Bittner’s milk factor— 
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„Dr virus — ^is concerned. Here is at first sight a dis- 
,^;repancy. If these growths are “caused by a virus,” 
^'low comes it that the Bittner milk fadtor produces them 
..'jnly after months and only in the presence of suitable 
..lormonal activity, ' while the frozen cancer tissue is 
.'effective within days or weeks and in mice of either 
';ex ? Why is the milk factor relatively stable and the 
.Activity of the frozen tumour highly labile ? It is 
"suggested — but the thesis is not elaborated at all — that 
"'.he virus can' exist in two forms, one latent and presum- 
ably stable and the other active but labile. It is further 
' 'suggested that the effect of oestrogen in male mice carry- 
"-.ng the Bittner virus is to precipitate a change from the 
; latent to the active form. These are interesting specula- 
tions, but the workers in the Imperial Cancer Research 
Fund will be wise not to try to move too fast. They 
"have made an important advance, but the ground gained 
will need consolidating. Most pathologists have for 
years turned either a blind eye on the virus theory of 
-cancer or at best a suspicious and wary one. Every 
-item in the “ newer knowledge ” will have to be proved 
Ho the hilt, every step will have to be repeatable in other 
'■laboratories, every deduction shown to be inevitable. 
-There is every hope that in the end the results will con- 
' stitute one of the brightest chapters in cancer research. 


BACTERIAL FOOD-POISONING 

■ During the last ten years there has been a great increase 
.-inihe number of recognized outbreaks of bacterial food- 

■ fpoisoning in this country. Improved diagnosis no doubt 
.partly accounts for this, but much of the increase is 
^real, and during the war years was associated with the 

introduction of communal feeding, often supervised by 
^.workers with little knowledge of food hygiene. It is 
^.important to distinguish the “infection” and the 
-“toxin” types of food-poisoning. In the infection 
,;t>'pe the patient has ingested living organisms, usually 
^of the salmonella but sometimes of the dysentery group. 

- After an incubation period of 6 to 40 hours the illness 
begins suddenly with severe headache, vorniting, diar- 

,.rhoea, 'and abdominal pain. There is commonly some 
j rise of temperature. Patients usually feel ill for about 
a week ; in debilitated subjects the infection may 
prove fatal. In the toxin type, which is most often due 
-to Staph pyogenes, enterotoxin has been preformed in 

■ the food and consequently takes rapid effect — the incu- 
-bation period- being Tialf to four hours. The illness is 

- more severe but of shorter duration than the infection 
j type, so that the symptoms are- over within 24 houi;s. 

Food-poisoning caused by enterotoxin rarely proves 
, fatal; Other organisms, such as Proteus, Boot, coli, and 


streptococci of viridans type, have with less certainty 
been suspected to cause food-poisoning. 

The salmonellae most frequently responsible for food- 
poisoning are Salm. typhi-murium and Salm. enteritidis, 
formerly known as the aertrycke and Gaertner bacUli. 
They are both natural pathogens of rats and mice, whose 
excreta may thus contaminate food, and they are not 
uncommon in duck eggs. Salm. enteritidis is also a con- 
stituent of certain “ rat viruses ” used for the destruction 
of rodents. A report by Dr. M. J. Pleydell in this issue 
of the Journal shows how the contamination of food in 
a restaurant by infected rodents can cause an outbreak 
of food-poisoning. Other hosts of these organisms, of 
which there is a large number of named species, are pigs 
and.cattle. Pork and beef may thus come under suspi- 
cion, and milk may sometimes contain Salm. ditblin, 
which is the cause of a disease of cows. During the 
war food-poisoning was often traced to imported dried 
eggs, in which many new salmonella species were intro- 
duced into this country. In a recent issue of the Journal 
(Jilly 16, p. 186) an outbreak of food-poisoning at a 
London hospital was described. Salm.typhi-muriiim'Kz% 
isolated from a number of those attacked, and there was 
little doubt that the vehicle of infection was a pudding 
made with duck eggs. Chronic human carriers are 
rare, but infection can arise from a temporary excreter 
who may have few or no symptoms. In another recently 
reported outbreak of food-poisoning among school- 
children in Yorkshire (July 23, p. 239) milk supplied 
to the schools concerned was found to contain Salm. 
typhi-murium. A cowman at a farm supplying milk to 
the schools had been iU with diarrhoea and vomiting 
just before the outbreak, but had carried on with his 
work. In the infection type of food-poisoning the 
laboratory may help by identifying the orgamsm in the 
faeces or vomit of the victim and in the suspected food, 
and by tracing the source and path of infection. The 
first duty of the investigator is therefore to secure any 
remains of the suspected meal before they can be 
discarded. 

Food may be contaminated with staphylococci trans- 
ferred bv the fingers from the nose of food-handlers or 
from infected cuts or septic lesions. There is a high 
nasal carrier rate of coagulase-positive staphylococci in 
the general population. Not all of these organisms can 
produce enterotoxin, for the presence of which there is 
no good laboratory test other than those requiring a 
human volunteer, but the bacteriologist can help by 
finding whether the food contains targe or small numbers 
of staphylococci and by identifving their serological and 
bacteriophage type with that of the organisms found in 
the food-handlers and possibly in the victims. There is 
a significant association of one particular type. 6/47 
TTTc with food-poisoning outbreaks. It must be 
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remembered that the cntcrotoxin is heat-resistant and 
that bactcrio\og\ca\ examination ol the ofiending tood 
and of specimens from the patients may therefore give 
negative results. 

The foods commonly associated with food-poisoning 
arc those which arc handled during preparation and in 
which bacterial multiplication can take place. They 
include brawn, meat pastes, pressed beef, gravies and 
sauces, cream and custard fillings, and icc-crcam. The 
taste and appearance of the food may be unaltered. A 
factor in most outbreaks is the keeping of food at some 
stage in a place which is insufTicicntly cool. In this way, 
for example, organisms in reconstituted dried egg readily 
multiplied to a dangerous concentration overnight at 
warm-room temperature. The general measures for.pre- 
vention of tiiesc outbreaks arc clear. Some of them, such 
as rodent control, the hygiene of slaughter-houses, and 
the adequate cooking of such foods as duck eggs, have 
already been indicated. Food should be prepared and 
served by dean workers, cleanly clad. Tiicy sliould be 
trained to report even trivial diarrhoea, cuts, and septic 
lesions, and they should have satisfactory' hand-washing 
facilities. Manual handling of food should be reduced 
to a minimum,' food wrappings and covers used where 
possible, and foods kept cool between the stages of 
preparation and during storage. Not least important is 
the hygiene of the kitchen; apart from its construction, 
the lighting, ventilation, proofing against flics and vermin, 
and facilities for the cleansing of utensils should all 
be of a high standard. By the intelligent application 
of common-sense principles it should be possible to 
minimize at least one menace of the warmer weather. 


P.R.C.S. AND P.R.C.O.G. 

Lord Webb-Johnson, as we announced in last week’s 
Journal, has been succeeded as President of the Royal 
College of Surgeons by Sir Cecil P. G. Wakeley, and thus 
brings to an end a memorable period of office. As 
Sir Alfred Wcbb-Iohnson he was elected P.R.C.S. in 1941, 
a year before the publication of the Beveridge Report, 
which, among other things, led up to the introduction of 
the National Health Service last year. Lord Webb-Johnson 
guided the affairs of the College of Surgeons during the 
greater part of the war, but, in spite of the diflBcultics 
vnseparable from the time, he planned w’lsely and well, 
building up the College to a height of efficiency and enter- 
prise not witnessed before. Departments were established 
and professorships endowed for anatomy and pathology ; 
in the College laboratories practical teaching was made 
available for postgraduate students seeking higher quali- 
fications ; a research chair in ophthalmology Was instituted ; 
and under the new charter faculties in dental surgery and 
in anaesthetics have been established in the College. Under 
Lord Webb-Johnson the Royal College of Surgeons has 
become not only an international centre for teaching and 
research but also a social centre where Fellows and 


Members may meet each other at lunch and dinner. Id 
a time of stress and controversy he held firm, in the faa 
of much opposition, to what he believed to be for the good 
of his College and of the medical profession. His successor, 
Sir Cecil Wakeley, has a hard task to follow in office a 
man who has achieved so much. Those who know 
Sir Cecil Wakeley in his combined capacity as surgeon and 
editor will wish him success in the distinguished posUion 
he now holds. 

Professor Hilda Lloyd has been elected President of tfe 
Royal College of Obstetricians and Gynaecologists in 
succession to Sir William Gilliatt. She is the seventh Presi- 
dent of the Royal College, which was founded in September, 
1929, as the British College of Obstetricians and Gynae- 
cologists, and she is the first woman to hold that office. 
Mr. William Gilliatt (as he then was) took office in Septem- 
ber, 1946. He was knighted in the Birthday Honours in 
1948, and in November of that year attended princess 
Elizabeth when her son was born. Professor Hilda Lloyd 
is professor of obstetrics and gynaecology in the University 
of Birmingham. 

The burden of office in these days falls heavily upon the 
Presidents of the Royal Colleges ; indeed, to be President is 
now almost a full-time occupation. Tliose who govern the 
destinies of the Colleges may well see fit to devolre 
more responsibility on to permanent officials, so that the 
President may have more opportunity to carry on his 
professional work. 


THE AETIOLOGY OF CONGENITAL 
MALFORMATIONS 


The 5 JatisljcaJ significance of foetal malformation as a fre- 
quent cause of stillbirths and neonatal deaths has been 
known for a long time and is easily demonstrated. Recently 
the possible causes of malformations have been studied 
increasing intensity. The importance of the subject in 
preventive medicine, can be judged from Malpas fiadinc 
that either anencephaly, hydrocephaly, spina- bifida, or 
mongolism was present in 1% of aU infants born at the 
Liverpool Maternity Hospital. The influence of heredity 
in these conditions is very difficult to determine, though 
studies on familial cases have been made by Schade,= 
Penrose,’ and Murphy Experimental and clinical evidence 
about the environmental factors which are associated 'viih 
the development of malformations is, however, rapi^y 
accumulating. Working in the field already investigated by 
Warkany, syho induced malformations in the offspring bl 
restricting the diets of the mothers, Gillman and bis col- 
leagues’ have TcpoTted that malformed offspring are regu- 
larly produced if female rats are saturated with try'paa blue 
injected before pregnancy begins and during its early stages. 
Injections were given at regular M-day intervals, and it 
found that when an injection fell on the eighth day of pte?' 
nancy or thereabouts more than half the offspring "ei^ 
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the foetus, the effect is S disordered maternal 

'”^'t°rr'TOsTnterpretation ^vould seem to agree r^th 
metabolism. ‘ ^ Gruenwald,' who suggests that 

the views expressed ° ^ the toxic effects of 

foetal changes ma> be s Hamburger and 

rubella in the mother. influenza virus and found 

Haber infected chick =Sgs with 'nfluen^ 

that this impaired the f ^^^^virus increased 

microcephaly. develop malformations which 

the liabiUty of the chick stock animals, 

otherwise occurred ^^d^svs of Bardram and 

Phis vork tends to supp children with eye disease 

Broendsttup.' who exammc g mothers had had 

(cataract or retinal Regeneration) whose moth 

rubella in the first two inonths seould 
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renal vein. This has (he merit of preserving the left kidney, 
and die anastomosis remains patent in experimental animals 
much more often than docs end-to-end anastomosis by 
suture.' Vitallium-tube anastomoses arc even more liable 
to become thrombosed and arc no longer used in this 
operation by their originators. ' " 

The choice of eases suitable for operation is important 
if the mortality rate is not to be c.xccssivc, and the degree 
of liver damage appears to be (he principle criterion, apart 
from general considerations. In Linton’s series the opera- 
tive mortality was 71% in the eases with cirrhosis of the 
liver, but those without liver damage all survived. One 
point of practical importance is (hat the severely damaged 
liiJcr does not appear to metabolize sodium citrate, and 
after a large transfusion of citrated blood (he power of 
coagulation may be lost. One patient received no less than 
48 pints (25 litres) of blood — mostly his own removed from 
the abdomen by suction — and did not survive. However, 
Blakcmorc had only three deaths in 39 eases with liver 
cirrhosis — all three had severely damaged livers — and it 
seems that the operation in patients witii cirrhosis is not 
• unduly hazardous, especially if cyclopropane is used as the 
anaesthetic, provided the scrum albumin is not too fow and 
the alkaline phosphatase not too high. 

On completion of (he anastomosis the portal pressure 
falls from up to 500 or more millimetres of saline to about 
200 mm., and the subsequent progress of most of the 
patients has been very satisfactory, ssith a notable freedom 
from further hacmatcmcscs and a great improvement in 
the general health. There can be no doubt that the surgical 
relief of portal hypertension is an important development 
which has greatly improved the immediate outlook for 
sufferers from this disorder. Whether or not the anasto- 
mosis remains patent and the improvement is maintained 
indefinitely will be known as time passes, but certainly 
relief for up to four years as a great advance on previous 
treatments and holds out much hope of permanent benefit. 


PERTUSSIS AND MENTAL DEFICIENCY 
In the aetiology of mental deficiency heredity is not the 
only important factor. Injury or infection of the brain 
can produce irreversible damage, and many cases of mental 
defect are due to birth injuries, especially in premature 
babies. The possibility that the common infectious dis- 
eases of childhood may in some cases interfere with nor- 
mal mental development has recently been considered, and 
Levy and Parry' have provided some evidence to support \ 
the hypothesis that an attack of whooping-cough may cause 
mental deterioration. They investigated a group of 1,000 
children admitted to a special school for intellectually 
retarded children in Washington, with a view to determin- 
ing whether an attack of whooping-cough at any age might 
have been the sole factor responsible for a child’s back- 
wardness. The records of these 1,000 children showed that 
350 had a history of whooping-cough before adrhission. A 
questionary was sent to the parents or guardians, but replies 
were obtained only in 213 cases, and of these 85 had to be 
excluded because either the attack of pertussis was denied 
or insufficient information was given. After a careful 


study of all the relevant factors the authors concluded that 
in 20 (15:6%) of the 128 children there was a definite 
causal relationship between the attack of whooping-cough 
and the intellectual retardation that followed. The age of 
attack was important ; the number of children whose mental 
retardation was attributed solely to whooping-cough was 
14 (29.2%) of the 48 children who had the disease before 
they were 2 years old, 5 (14.3^) of the 35 children attacked 
between ages of 2 and 5, and only I (2.2%) ofthe 45 children 
attacked after 5 years of age. The conclusion that an attack 
of whooping-cough can lead to serious mental deteriora- 
tion seems to be justified. The children studied had intel- 
ligence quotients of 70 or less, and border-line cases were 
not included. It is therefore possible that whooping-cough 
may be a cause of dullness among the general population 
of children. 


SWIMMING-POOLS AND RESPIRATORY DISEASE 


Among the conditions said to be transmitted on occa- 
sions by swimming-bath water are sinus and respirator}’ 
infections, enteric fever, skin diseases, Weil’s disease, and 
some of the virus infections of childhood. As Suckling' 
has pointed out, the danger has probably been exaggerated, 
and it is likely that in many cases, especially in bathers 
whose vitality has perhaps been lowered by prolonged 
immersion, the disease is transmitted by more direct forms 
of contact. It' is generally agreed that the risk is greater 
in the case of sinus, eye, and ear infections, and wth 
respiratory diseases, than with intestinal infections. In 
this connexion a recent report’by Gallagher* is of interest. 
The author, who is physician to a boys’ boarding school 
in Massachusetts, noted the incidence of respiratory dis- 
ease in the boys during the first eight weeks of seven suc- 
cessive years — this being the season when such disease was 
most prevalent. The school had an indoor chlorinated 
swimming-pool, and the boys were grouped as regular 
swimmers, occasional swimmers, and non-swimmers ; the 
observations refer mainly to the first and last groups. The 
non-swimmers were not necessarily unable to swim, but were 
boys who chose to go in Tor some other form of sport. 
Variable factors on the two groups made assessment of 
the findings difficult, and figures from any one year might 
clearly have been misleading, but certain observations taken 
from the series as a whole are perhaps significant. The 
average number of admissions to the school hospital on 
account of respiratory illness was about 14% greater for 
the regular swimmers than for the other groups. Acute 
sinusitis was twice as common, and colds and acute pharyn- 
gitis slightly more corrimon, in the regular swimmers than 
in (he non-swimmers, hut there was no constant difference 
in the incidence of influenza, streptococcal throat infec- 
tions, or otitis media. In one year in which the numbers 
of cases were sufficient to make comparison worth while 
the number of cases of measles was 33% greater, 'in pro- 
portion to the size of the group, among the regular 
swimmers than among the non-swimmers. Similarly^ in 
another year there were six times as many cases of mumps 
among the swimmers as among the non-swimmers. The 


I rv Examlmtlnn of Water and Water Supplies, Thresh, Beale and SucktiaS 
h ed. by Suckling, E. V ), 1943. London. 
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1 Amer, J. merit. Defic.^ 1948, 52, 217. 





July 30, 1949 


SWIMMING-POOLS AND RESPIRATORY DISEASE 


Brittsb 

Medical Joursal 


275 


inference is that after the occurrence of the first case of 
measles or mumps in the swimming group the risk of 
spread is greater than among the non-swimmers. A further 
: observation was that over the whole period the non- 
: swimmers had on the average 14% fewer days in hospital 
because of respiratory illness. Gallagher’s conclusion is 
I that vsith careful control and reasonable precautions the 
; benefits of a swimming-pool outweigh any possible risk of 
i spreading infection. 


MEPACRINE DERMATITIS 
In 1943 Peterkin and Hair' observed an eruption of the 
skin in soldiers serving in North Africa, and they saw a 
. similar condition later in Italy ; they believed this to be 
. caused by mepacrine, and American dermatologists were 
of the same opinion. At about the same time a similar 
dermatosis was observed among soldiers taking mepacrine 
in the New Guinea-North Solomons area, and later in the 
. Philippines, Australia, and India.’-* Pruritus was severe in 
' most patients, but constitutional symptoms were usually 
I absent. An acute onset, with generalized erythema, was 
: followed by the development of' chronic lesions. Nisbet’ 
; found a chronic symmetrical eczematoid eruption in 80% 
; of the cases he saw, the commonest sites being the ears, 
: eyelids, periorbital region, the backs of the hands and feet, 
; and those areas most often affected in seborrhoeic der- 
: matiffs. In 12% of the cases pigmented flat or hyper- 
: trophic lichenoid lesions developed, with patchy alopecia. 
; This type of eruption was more widespread than that of 
ordinary lichen planus. Lesions resembling lichen planus, 
; leucoplakia, or syphilitic mucous patches appeared ofi the 
- tongue and mucous membranes of the mouth. Dystrophy 
j of the nails resembled psoriasis or fungous infection; a 
. case in which this sign was prominent was reported recently 
, in this Journal by Dr. G. H. V. Clarke (July 9, p. 58). 
.■ Exfoliative dermatitis was sometimes a primary reaction, 
. or it might follow the eczematoid or lichenoid eruptions ; 
, it was similar to that caused by the organic arsenicals and 
, was occasionally fatal. A resemblance to Riehl's melanosis 

■ was noted by Sulzberger'" — lichenoid, pigmentary, atrophic, 
,. telangiectatic, and poikiloderma-like changes being present 
. in both. This observation is of interest, because Riehl’s 
^ melanosis appeared in Vienna after the 1914-18 war” 
' and acridine derivatives were among the suspected causes.” 

Other diseases which may resemble mepacrine dermatitis 

■ are lupus erythematosus, psoriasis, pityriasis rosea, and 

, seborrhoeic eczema. i - 

, The incidence of mepacrine dermatitis among troops was 
, difficult to assess. In the Pacific zone Williams' found 
.. 0.5 cases per 1,000 in a New Zealand diWsion and Alden 
and Frank®, 0.6 per 1,000 in American troops. Pillsbuo' 
,, and Livingood,” however, thought it probable that “at 
least 1% of all persons in hot, humid, tropical overseas 

V 'Bril /. Derm. SvpK, 1S46. 5s. 263. 

;BaBby. J. W., Areh. Derm. Srph.. Chtano, 19-15, 52, 1. 
it ’ Nisbtt. T. W.. ibid.. Ibis. 52. 221. 

‘WBson. D, J., ibid., |046. 54, 377. 

y ,,,, Baaemore, J, M,, Johnson, H. H.. Sn-nnson, E. R., and Hayman, J. M., 
Ibid.. 1946, 54. 30S. 

‘Butler. .M. O., ibid.. 1947. 55. 5.’5. 

’ VSIlIiams, W . Bririib Medteal Journal. 1947, 2. 901. 

‘ Alden. H. S., and Frank, L. J., Arch. Derm. Syph., Chicago, 1947, 56, 13. 
• J. Arr.er. med. An., 1947. 134. 446, 

4»/4rrli. Derm. Srph., Chlraeo, 1947. 56, 23. 
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41 Nelson. L. M., Arch. Derm. Syph., Chleaso., 1947, 55, 12. 
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areas who took quinacrine hydrochloride in suppressive 
dosage os'er a period of at least six months acquired some 
type of cutaneous reaction.” 

It is now agreed that the ingestion of 0.1 g. or more daily 
of mepacrine for several months was the cause of this 
condition. Inder Singh,” who has recently described the 
occurrence of mepacrine dermatitis in labourers in India, 
considers, like Nisbet, that the accumulation' of mepacrine 
in the skin depends on the dose and the rates of absorption 
and of excretion. Thus lesions recur after a latent period 
of one or more weeks when mepacrine is again given to 
patients who have .recovered. Similarly, larger doses of 
mepacrine may produce lesions in patients previously 
unaffected. Several authors have noted a seasonal inci- 
dence, and Singh agrees that mepacrine dermatitis is more 
common during the hotter and more humid months. This 
may be due to diminished urinary output of mepacrine and 
perhaps to a combination of profuse sweating and the 
deposition in the skin of an insoluble form of mepacrine. 
The treatment of the condition is to hasten elimination of 
the drug by a large fluid intake and the administration of 
acid salts. 


COARCTATION OF THE AORTA 
An unusual study of coarctation of the aorta has been made 
by Newman,' who has examined the histories of 20 
patients who served in the recent war and three in the 
1914-18 war. These patients, all men, were examined on 
enlistment, but coarctation was not diagnosed until later, 
generally after years of very strenuous activity. Most of 
them were of good or even powerful physique. It would 
be interesting to know bow many men were rejected by 
medical boards for coarctation, since 20 cases among the 
huge population which the armed Serv'ices represented 
would make coarctation a much rarer defect than it is 
believed to be. How the correct diagnosis eventually came 
to be made, whether from symptoms or from signs found 
on routine examination, is not entirely clear, but it would 
appear that in a number of the men the discovery was 
made from the appearance of rib notching in a radiograph 
of the chest This was present in 16 or 17 of the 23 cases. 
In one in which there was no notching the aortic knob 
was prominent and high — a finding which shows that the 
characteristic radiographic signs in the chest cannot be 
relied upon. Hypertension in the arms (usually greater 
in the right arm) was an almost constant sign, though in 
one subject the reading was only 144/90. An important 
observation was that cardiac enlargement, which was usual, 
bore no relation to the height of the blood pressure. When 
recorded, the arterial pressure was always less in the leg 
than in the arm, and in many of the cases the femoral pulse ■ 
was absent The other most frequent signs were a systolic 
murmur over the praecordium (sometimes also heard over 
the back) and a collateral circulation over the chest. Of 
the 20 men who served in the last war, three have died— 
one from rupture of the aorta, one while being operated 
upon for the coarctation, and one from subacute bacterial 
endocarditis. The three cases of the 1914—18 war were 
known to have survived an average of 24 years before 
death or the onset of very severe symptoms. ^ 
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INTERNATIONAL CONGRESS OF 
OTOLARYNGOLOGY 

LONDON MEETING 

The fourdi International Congress of Otolaryngology was held 
at Rings College, London, last week. The assembly was 
attended by 725 rnembers and 72 scientihe associates, all 
medical men practising the specialty, and some forty countries 
were represented, TIic Congress was opened on July 18 by 
H,R,H, TTiE Duchess of Kent, who said that so large a gather- 
ing, representative of so many nations, was evidence of 
advancing knowledge and of the increasing importance attached 
by physicians and research workers to a subject which bore 
directly on the lives of all. Her Royal Highness w,as wel- 
comed by Mr, V, E, Nnr.u,s. the president of the Coheress. 
and thanks were expressed to her by Mr, F, C, W, Capps, the 
general secretary. 

In 1928 the fir.st International Congress was held at Copen- 
hagen, under the presidency of I’rofcssor Sclimicgelow. who 
died during the past year, ' TIic second was held at Madrid 
in 1932 and the third in Berlin in 1936, under the presidencies 
of Professors Tapia and von Eicken respectively. The fourth 
would have been held in .^mstcrdam in 1940 had the war not 
intervened, 

• A full programme was arranged for the London Congress. 
About 150 papers were presented, most of which were dis- 
cussed in four sessions sitting simultaneously. There were 
three general discussions, the first on antibiotics and chemo- 
therapy in the treatment of nasal sinusitis and its complications,' 
which was opened by Sir Alexander Fleming and Sir .Lionel 
Whitby. The second was on the treatment of aural vertigo, 
and the third was concerned with non-nialignant stricturcs of 
the thoracic oesophagus and their treatment. In addition 
there was an almost continuous programme of films, by which 
many of the American and Continental visitors demonstrated 
their operative techniques. Visits to hospitals and clinics 
were arranged, and receptions were given by H.M, Government, 
the London County Council, the Royal College of Surgeons, 
the Royal Society of Medicine, and the British Medical Associa- 
tion. After their strenuous week in London the visitors 
separated for meetings in O.xford, Cambridge, and Edinburgh. 

Treatment of Aural Vertigo 

About twenty speakers took p.irt in a discussion on aural 
vertigo, which was opened by Professor F. R. Nager (Zurich). 
He said that the pathogenesis of the condition was still largely 
unknown, and several diseases probably contribbted to 
it The theory of allergy had been rejected in many 
quarters. Professor C. Nylen (Uppsala) gave a survey of 180 
cases seen between 1944 and 1948, the majority of which 
were treated conservatively during the critical period by con- 
finement to bed, a special diet (which included extra vitamins), 
and restriction of fluids. About 70% of the cases treated in 
this way recovered or improved considerably. Operative treat- 
ment had been undertaken in only a few eases ; in five the 
vestibular nerve had been cut. 

Dr. W. J. McNally (Montreal) reviewed a series of 200 cases 
seen over ten years. It was not easy, he said, to make a 
diagnosis of aural vertigo, and the triad of dizziness, deafness, 
and tinnitus was present in only about half the eases. It 
was significant that in about 50 of these patients there was 
definite evidence of advanced cardiovascular disease . , ' He felt 
that cardiovascular disease and disease of the central nervous 
system might play an important part in the aetiology of this 
condition. A history of allergy was given in about 50 of the' 
cases. In aura! vertigo there were long remissions, and in this 
series the longest, up to four years, had been found in patients 
who had received no treatment at all. Treatment had been- 
confined to sedation in some cases, but at best this produced 
only a temporary result. About half the patients were placed 
on a modified salt-free diet and given potassium chloride. 
About 30 hafd histamine, in most cases administered sub- 
cutaneously, and in about half of these relief from dizziness 
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was obtained. Histamine brought about an improvement in 
hearing also. Nicotinic acid had proved useful, and about 
three-quarters of the patients so treated showed signs of 
improvement. Nine ca.scs were treated surgically (by eighth 
nerve section), of which five were cured. He felt that surgery 
should be rigidly restricted to carefully selected cases. 

Dr. I. A. SuLLiv.w (Toronto) also urged severe restriction 
of surgical intervention. The fenestration operation had in 
his experience made the condition worse, and he had been 
obliged to subject the patient to further intervention later. 
Dr. E. P. Fowler (New York), who suggested that the term 
“ otic vertigo ” was more appropriate and less confusing than 
“aural vertigo." gave an account of eight patients with either 
bilateral or very severe symptoms who had refused operation 
and were treated with streptomycin. One of the cases had a 
further severe attack one year after treatment, but the others 
had so far done well. The effect of small doses of streptomycin 
on the vestibular cells was good and free from deleterious 
effects. Dr. C. A. Hamberger (Stockholm) gave an account 
of the chemical changes in the vestibular ganglion in guinea- 
pigs after administration of streptomycin. The effect of the 
streptomycin appeared to be selectively linked to the eighth 
nerve. 

Other speakers in this discussion were Professor Y. Meurmas 
(Helsinki), Professor G. Port.mann (Bordeau.x), Mr. T. E. 
Cawthorne (London), Dr. C. A. AxtESUR (Bombay), Mr. 
Garnett Passe (London)* Dr. J. ^f. Tato (Buenos Aires), 
Dr. H. M. Goodi-ear (Cincinnati), and Dr. D. E. Wodek (Tel 
Aviv). Dr. Wodek described the treatment of aural vertigo 
by a new drug called scopanin, which .was manufactured from 
the root of the mandragora. He said that it had proved useful 
and without side-effects, and was effective also in air- and sea- 
sickness. 

Changes in Aural Surgery 

The fenestration operation was the sole topic of discussion 
at ope session, at which Dr. J. A. Sullivan (Toronto) gave 
the results of ten years’ experience, and Professor M. SouRDiaE 
(Strasbourg) demonstrated his surgical technique. 

Mr. T. E. Cawtoornb (London) said that the last few years 
had witnessed a great change in the type of surgery performed 
by otologists. The surgery of suppuration was diminishing 
rapidly, while non-suppurativc surgery was expanding at an 
almost equally rapid rate, It was therefore important to 
consider the new techniques that non-suppurative surgery 
demanded. Changes in aural surgery had been accompanied 
by extensive alterations in technique and management. Until 
the present century it was considered that any approach to 
the bony boundaries of the labyrinth rendered it extremely 
vulnerable to infection, and as a result operations were 
generally, and not without justification, viewed with disfavour. 
Tlie greatest advance in aural surgery had been the demonstra- 
tion that non-su'{)purativc conditions of the temporal bone 
could be operated on without subsequent infection, provided 
the general rules of aseptic surgery were observed. 

Non-suppurative surgery of the temporal bone demanded 
for its proper performance a brilliantly lighted field, for the 
parts to be operated on were small and delicate. In the past 
many surgeons had been handicapped by inadequate illumina- 
tion for their task. Another important development was 
magnification, some degree of which was necessary in suen 
surgery. With a bright beam of light reflected by a mirron 
and the use of a microscope, many things were shown which 
might otherwise .escape detection. But the full benefits ot 
illumination and magnification could not be obtained if 'f* 
field was obscured by blood. Any anaesthetic which caiise<i 
congestion was to be avoided. Local bleeding must be con- 
trolled by diathermy. For many of his finer instniments the 
otologist was indebted to his ophthalmic and dental colleagues. 
In the fenestration operation, for instance, fine dental insim- 
ments were needed to clean the edge of the fenestra. T*’ 
-margin of error in many of these operations was smafi, a’’® 
no one should undertake them without adequate trainiDg o” 
the cadaver. The sphere of the otologist had been enla«'^ 
He was now able to restore equjiibrium to the unbalance" 
and even give hearing to the deaf. 
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Antibiotics in Nasal Sinusitis 

A discussion on antibiotics and chemotherapy in the treat- 
ment of nasal .sinusitis and its complications was introduced 
by. Sir AleX-snder Fleming, who referred to the role of 
penibillin and other antibiotics in this connexion. Twenty 
speakers from more than a dozen countries participated in 
the discussion. Sir Lionel Whitby said it might be asked 
whether the sulphonamides had any place in the treatment of 
nasal sinusitis now that antibiotics had come into use. He 
would answer yes for two reasons : one, the availability of 
these products, and the other, the fact that the sulphonamides 
had a significant action bn Gram-negative bacteria. But if 
sulphonamides were to be used in nasal sinusitis it was 
important to bear certain principles in mind, because the use 
of these drugs svas not without risk, whereas with penicillin 
there was no risk at all. The most useful action of the sulphon- 
amidcs was probably prophylactic ; this was particularly true 
in tonsillar and nasal infections. They had a useful place 
in the early stages of acute infections, hut in chronic infections 
they were disappointing unless free drainage ssas established. 
On occasion they might be successful where penicillin failed. 

Sir ALEX.SNDER Fle.mlng said that he was told by his ear, 
nose, and throat colleagues that penicillin had made a consider- 
able difference in the treatment of nasal sinusitis and its compli- 
cations. This was only to be expected from the fact that nearly 
all infections of this class were due to organisms which were 
sensitive to penicillin. In such cases the treatment resolved 
itself into the introduction of penicillin so as to ensure that it 
reached the infecting organisms and remained in contact for a 
sufficient time to destroy- them. Perhaps the most important 
advances in penicillin therapy had been those designed to pro- 
long the action of penicillin injections, especially by delaying 
excretion. Systemic administration of penicillin was easy ; it 
was very different with local administration. Here the surgeon 
had to bring the drug into contact with aU the infecting 
organisms, and this might be difficult or impossible. Sir 
Alexander concluded by remarking that under present circum- 
stances patients would often be treated with these selective drugs 
without bacteriological control. WTien the surgeon was treating 
sinusitis he was not merely combating a word ending in “ -itis ” : 
he was in conflict with a definite infection, and he was at a 
serious disadvantage if hb knew nothing of the orgam'sm 
involved. 

Dr. H. P. ScntENCK (Philadelphia) said that the value of the 
antibiotics and sulphonamides had inevitably been depreciated 
by errors in the hands of the inexperienced. Although the mis- 
takes of insufficient dosage, administration at an improper rate 
and for an inadequate interval, or use against non-susceptible 
organisms had come to be generally recognized, other pitfalls 
remained. He condemned in particular the use of aerosols in 
the treatment of mqst forms of sinusitis. It was inconceivable 
. that such mists could penetrate diseased sinuses which were 
closed by an oedematoiis mucosa' or by tenacious secretions. 

. Such aerosols undoubtedly had value in the nasal passages 
themselves, .but they were unable to enter the sinus cavities in 
, sufficient concentrations to be therapeutically effective. The 
. fallacy of attempting to influence the fluid level in the maxillary 
, sinus by the use of antibiotic aerosols alone was obvious. 
.. Removal of obstructions to drainage and ventilation, shrink- 
, age of turbinal tissue, and sometimes displacement irrigation 
j continued to be necessary in addition to chemotherapy if a 
, successful result was to be achieved. 

^ Non-malignant Strictures of Oesophagus 

/ Another general discussion was on non-malignant strictures 
of the thoracic oesophagus and their treatment. Before calling 
upon Dr. Gabriel Tucker, of Philadelphia, to open the discus- 
sion, Mr. V. E. Negus, president of the Congress, said that in 
j'T the treatment of some of these oesophageal conditions in this 
country great benefit had been obtained from Dr. Tucker's 
- dilating bag — a bag with three layers which collapsed to a small 
size and could be used with the oesophagoscope. He had found 
it extremely useful. For its introduction, in certain cases, it 
^ was an advantage if the centre was perforated so that it could 
l-'jbe introduced along a guide. It was sometimes wrongly 


described in this country as the Negus bag. He always took 
occasion to correct that description and to assign the credit 
where it belonged — to Dr. Tucker. 

Dr. Gabriel Tucker recounted his obser/ations on a series 
of cases, seen in a period of 25 years, with special reference to 
.diagnosis and treatment. These included 36 cases of short 
oesophagus, 63 of stricture caused by caustic bums — alkalis, 
acids, and other corrosives — and a smaller number due to other 
trauma or of congenital origin. He showed a film to illustrate 
his procedure of continuous string retrograde dilaiation in the 
patient with a gastrostomy. 

Dr. Chevalier L. Jackson (Philadelphia) said that the pre- 
•vention of caustic bums of the oesophagus had been the subject 
of campaigns in the United States. Many years ago Chevalier 
Jackson, senior, had been active in promoting committees which 
caused various States to introduce legislation on the labelling 
and sale of substances which produced such bums. Now a 
Federal Act had been passed to the same effect, and the inci- 
dence of these accidents had been greatly reduced. In simple 
stenosis due to bums, dilatation with oesophageal bougies was 
generally sufficient. In multiple strictures, however, and even in 
•single strictures in children the retrograde dilatation method of 
Tucker was considered to be safer and more efficienL If the 
stricture was of longer than a year's duration it might not be 
possible to re-establish the passage by endoscopic methods, but 
he believed that in cases with less than a year's history the 
passage- could be re-established under fluoroscope guidance, 
even though the patient was not able to swallow well. 

Dr. P. H. Hqlinger (Chicago) said that in the dilatation treat- 
ment of stricture caused by caustics his practice was to use 
mercury-filled bougies. Indwelling tubes had been abandoned 
because of the tendency to post-cricoid ulceration. A new- 
problem was presented by post-surgical stricture following 
section of the oesophagus for carcinoma or for benign lesions, 
which sometimes substituted a benign nodular type of stenosis 
for a smooth cicatricial type. Another group composed 
children with tracheal striemre associated with atresia or 
stenosis of the oesophagus. Professor Odd Ophelm gave an 
analysis of the treatment of bums of the oesopha^ in two 
hospitals in Oslo during a five-year period. In all, 132 patients 
had been observed, of whom 81 were children under 3. Four 
patients presented negligible corrosive marks in the oesophagus, 
or none at all, and these received no treatment. The other cases 
were fairly equally divided between those showing distinct but 
not deep-seated corrosion and those with major corrosive 
injuries. In these latter cases an indwelUng tube was intro- 
duced and left in for at least eight weeks It was removed only 
for the necessary changes. Of 39 patients followed up in me 
first of these croups, 31 were found to be symptom-free, seven 
had marked, though not severe, swallowing difficulties and one 
had died. In the group of major corrosive injuries. -S out m 
the 39 whom it was possible to follow up were symptormtree. 
seven had swallowing difficulties, and three had died. Treat- 
ment had been singularly free from compfications. 

Dr. L. H. Clerf (Philadelphia) said that in most o^ his cases 
retroerade boudnage had been carried ouL In ases in whicc 
castrostomv had been done he had used the indweffing tube, 
placing it in position under fluoroscopic guidance and secunng 
it with a thread above and a thread through the gastrostomy 
openinc. Care must be taken that the thread was not behir.,. • 
the cricoid. Dr. F. T. L.lnd showed a senes of cases from 
the Western Infirmary. Glasgow, of lesions of the lower thud 
of the oesophagus. Tne presenting symptom was pain in ir.ree 
cases, dvsphagia in ten, and pain and dysphapa together in 
16. The lesions were twice as common in females as in male^. 
and five of the cases of dysphagia occurred in pregnancy, ali 
amona older women (aged 36 to. -21. ■ „ j 

Other speakers from France, Finland, .Austna. Holland, -nd 
Italy look part in this discussion. 

Differential Diagnosis of .Aural Vertigo 



P) Vestibular neuromatosis ; and (3) positional 
M6niere's disease affected chiefiy patients aged zO-60. The 
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first atlack of vertigo was iinaeconipanicd by any history of 
head injury. Distortion of hearing was a common complaint, 
und tests of cochicnr function showed considerable denfness. 
In the active phases of the disease loss of inteUigibUity in 
liCt'iring was out of aii proportion to pure lone nudionictric 
loss. He emphasized the iniportance of changes in Coni's 
organ. Vestibular neuromatosis aflcclcd younger patients than 
did Mifnierc's disease, and was lot uncommon between the 
ages of 20 and 30. The onset of .symptoms was frequently con- 
necled with some infective illness. Unhke Mdnicrcs disease, 
(he symptoms might include transient black-outs," and the 
condition persisted between the attacks as a feeling of lack of 
balance. A fair proportion of these patients were found to 
have oro-nasal infection. In positional vertigo the onset of 
symptoms might again date from an infective illness or head 
injury. Many cases .showed evidence of focal infection in 
the territory of the ear, nose, and throat. Localized tender- 
ness in the occipital region was noticed. 

Dr. Miles ANniiitsoN (New York) discussed the evidence for 
vitamin deficiency as the basic disturbance in Meniere's syn- 
drome. He had found that patients with this syndrome who 
were histamine-negative had severe dcricicncics in nicotinic acid, 
while in the histamine-positive group the majority were 
ses’crcly deficient in riboflavin. Patients responded to treat- 
ment by means of vitamins, first with the fraction that was 
deficient and afterwards with (he other fractions. The vaso- 
constrictor group responded to nicotinic acid and the v.nso- 
ditator group to ribollavin. 

Colds Sind Csil.arrh 

Neurogenic factors in the common cold was the subject of 
a paper by Dr. E. P. Fowler (New York). In tlic common 
cold of all types an emotional factor was very likely to be 
the precipitating one. It arose from a state of imbalance. 
He mentioned the well-known “ courtship cold.” the " honciy- 
moon cold," and the catarrh of pregnancy. It was very com- 
mon for a cold to develop on examination day or on a day of 
domestic upheaval, evidently due to changes in the nasal mucosa 
arising from an emotional cause. It was generally accepted 
that the common cold was due primarily to a virus infection, 
but the preparation of .the “soil” must not be overlooked. 
If workers in certain dusty occupations and those in contact 
with infections were excluded, he berteved, that a large number 
of colds were of .a neurogenic type, due to overaction of the 
sympathetic. Physostigminc or a similar drug was indicated 
instead of the usual sulphadiazinc or penicillin. The out- 
standing prophylactic w'as emotional equilibrium. 

Adenoids in the adult as the cause of chronic nasopharyngeal 
infection were -mentioned by Dr. B. M. Kully (Los Angeles). 
He considered that, hypertrophy of the adenoids commonly 
persisted into adult life and was responsible for many catarrhs, 
low-grade fevers, and unexplained headaches. In 140 necropsies 
eight specimens were .found of hypcrpla.siic adenoids of infhntilc 
type in persons over 70 years of age. He was left with a feeling 
that adenoids were a primary factor in the causation of the 
common cold, and (hat the removal of adenoid (issue in the 
adult was one of the best means of dimini.sbing the incidence 
of colds and their complications. He mentioned a number of 
persons whose hearing had greatly improved after the naso- 
pharynx Was cleared by fulguralion with high frequency, 
followed by irradiation. 

Mr. O. Popper (Johannc.sburg) brought forsvard the subject 
of the restoration of hearing in the “ chronic car,” He said 
that there had been a spate of literature on (his subject. If the 
character of infective deafness were analysed the elements which 
made up the pattern of the ‘‘chronic ear” would be found to 
include the obliteration of tfie round window by granulations 
or other proliferations, and the removal of the stapes from the 
oval window, causing disequilibrium. The first objective must 
bean unrestricted sound path. The “chronic ear” person, who 
did not even remember when he heard last, was sometimes 
inclined to write off his hearing. That the hearing could be 
restored by operative measures did not seem to have occurred 
to him OP to his doctor, but the elimination of obstructive 
elements might restore it without any other operative procedure. 
Mr. Popper urged that the operation for the restoration of 


Itoring svas not an anatomical dissection and should not be too 
radical; 

Dp- Tade Kjaer (Copenhagen) discussed bronchostenosis of 
inflammatory origin. He said that this was- no uncommon 
condition. U could be divided into (I) acute and subacute 
catarrh with submucous swelling, and (2) a stenosis in which 
changes extended through the whole bronchial wall, with a 
tumour-like appearance in some cases. He analysed a scries 
of 30 eases seen in Copenhagen, and gave particulars of their 
treatment. 

Treatment of Acute Mastoiditis 

Mr. J. I. Munro Black (Newcastle-upon-Tyne) gave an 
account of the treatment of acute mastoiditis in children by 
penicillin. Injections were continued until the swelling of the 
tympanic membrane had completely disappeared. The time 
necessary for this to lake place was from four to fourteen days. 
In the majority of ca.scs acute mastoiditis could be treated by 
penicillin injections alone, with perhaps incision of an abscess. 
Parents could be reassured that no immediate operation was 
required and that it was unlikely that surgery would be neces- 
sary at all. He thought that eases with otorrhoca did best with 
this form of treatment, and that this method should be brought 
to the knowledge of general practitioners. They should use 
penicillin early in the treatment of acute suppurative otitis 
media, with the object of preventing the formation of an 
abscess. This advice had been more welcome since procaine 
penicillin had become available, making possible one injection 
a day in.sicad of four. 

The operation of transmeatal attico-antrotomy was de.scribed 
by Mr. A. Tumarki.v (Liverpool), He said be had brought the 
operation to the attention of the Section of Otology of the Royal 
Society of Medicine two years ago. It had been criticized on 
the ground that it gave a restricted approach, but he found it 
had proved completely adequate in the majority of cases and 
he bad never had to abandon an operation because the access 
was not sufficient. It was a logical procedure. It did not 
sacrifice the ossicular chain or disturb the normal tissues. The 
haemorrhage could be controlled. It was not an easy opera- 
tion. hut in hands pos.scsscd of reasonable skill it presented no 
special difiicully. He had now done 500 cases with no deaths 
and no major catastrophes. There were no instances of facial 
palsy. After-treatment must be carried out with care. He did 
not recommend the transmeatal approach in acute infections, 
nor when complications were present, but he had found U 
adequate for all “ cold " surgery and he now used it for fenestra- 
tion. The method p’ermitted the surgeon to alter the operation 
in accordance with the pathological conditions he encountered. 
In days gone by operations were done to save life ; to-day they 
should be done to save hearing also. Professor G. Corkelli 
(Milan) read a paper on the transmeatal approach to the 
tympanic cavity. 

Dr, A. I. Cracovaner (New York) introduced the subject of 
bronchoscopy in the treatment of diseases of the lung. At one 
time this method was employed only for the removal of foreign 
bodies, but it was now used in many lung conditions. In lung 
abscess bronchoscopy should always be performed to determine 
the cause and exact location of the suppuration and to plan the 
necessary treatment. Bronchoscopic aspiVation had been known 
to assist in the healing of an acute abscess. It .was well to 
bronchoscope every case of bronchiectasis and every patient 
who had a thick exudate in the bronchus for any unreasonable 
time. In tuberculosis it was thought not so long ago that 
bronchoscopy was contraindicated, but this idea no longer held 
good. Certain definite indications called for bronchoscopy— for 
example, a patient with po.sitive sputum but no other signs of 
tuberculosis. In cases of asthma which were not relieved by 
the accepted methods of treatment it should be borne in tiitnd 
that the condition might be the result of bronchial ob.slraction. 
Dr. Cracovaner added that surgeons and anaesthetists were now 
using bronchoscopy, but it was only the specialist in this tech- 
nique who could advance it and discover its possibilities. 

Techniques of Examination 

A demonstration of a simplified technique for direct laryngo- 
scopy was given by Dr. Sam Roberts (Kansas City). He 
employed a special head block which ensured the head being 
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in the' optimum position. The curve of the bPock held the 
head firmly and did away with the sersices of a trained assistant. 
Interest was also shown in a demonstration by Professor A. 
Trimarchi (Bergamo) of an apparatus which permitted the 
inspection of the larynx life-size or enlarged. Dr. P. H. 
HoLtNGER (Chicago) showed his skill in endoscopic photo- 
graphy. His technique resulted in admirable pictures of the 
laryn.x and bronchus onerquarter of an inch (0.6 cm.) in 
diameter and capable of considerable enlargement. 

A series of films by Dr. L. H. Clerf (Philadelphia), which 
included photographs of the normal larynx during respiration, 
phonatioh, and cough, attracted considerable attention. He also 
showed photographs illustrating unilateral and bilateral laryngeal 
paralysis following thyroidectomy, the technique of the Tnodi- 
fied King operation for mobilization and lateral fixation of 
the vocal cords, and the appearance of the larynx before and 
after operation. Another film, by the Edison Bell Telephone 
Company, showed the vocal cords in “ slow motion,” recorded 
on film at a speed of 4.000 frames per second. Perhaps the 
most remarkable of the films was by Dr. H. G. Kobrak 
(Clucago), who, by using optical magnification combined with 
stroboscopic illumination, had recorded the vibrations of the 
ear in response to sound stimulation. The film showed drum 
vibrations, movements of the ossicular chain, and vibrations of 
the. round window membrane. The movements in disease were 
also shown, correlated with distorted acoustic signals recorded 
simultaneously on a sound track. . 

The presentation of ISO papers svith only 15 minutes allowed 
for each gave a sense of haste to the proceedings, although 
discussion had generally to be entreated rather than curtailed 
in the intervals set aside for the purpose. Only a few of the 
speakers can be mentioned in a summarized account. Several 
papers on the surgical treatment of cancer of the larynx 
and the oesophagus were presented, also a number on the 
conservation of hearing and hearing-aids and on vocal cord 
paralysis. 

Mention should be made of the exhibition illustrating the 
history of otolaryngology, which was auanged by Dr. Douglas 
Guthrie and Lieulenant^olonel W. A. D. Drummond. It 
included a number of instruments designed by Morell 
Mackenzie, the manuscript of bis work on malformations of 
the oesophagus, and his book Frederick the Noble, the story 
of the illness of the Emperor, The exhibits were from the 
collection of Dr, Irwin Moore and the Wellcome Historical 
Medical Museum. Other collections were of books, letters, and 
instruments associated with Sir StClair Thomson and with 
Lord Lister, 

The delegates from overseas, who numbered some 450, 
expressed their, appreciation of the arrangements for the 
Congress and of the kindness of their British hosts. During 
the course of the Congress the King, as Patron, sent a message 
expressing his good wishes for its success. 


THE OFFICIAL BANQUET 

The banquet in connexion with the Fourth International Con- 
gress of Otolaryngology was held at the Dorchester Hotel last 
week with the president, Mr. V. E. Negus, in the chair. There 
was a very large attendance of members of the Congress and 
their wives and guests. After the loyal toasts had been 
honoured. Sir Henry Dale, O.M., proposed the health of the 
Congress in a speech the keynote of which was iniemaiional 
co-operation in medicine and science. There were. Sir Henry 
Dale said, forty different national. ties represented at the Con- 
gress. The King was the Patron of the Congress and the 
Duchess of Kent had opened it, “All London is eager to 
welcome you.” S'.r Henry pleaded that international science 
should be kept free from national prejudices. Science was 
one of man's intellectual activities which were universal. Sir 
Humphry Davy, he said, was during the Napoleonic wars 
received with courtesy by the Academy of Sciences in Paris, 
and- it was in Paris in 1907 that Charles Richet made an 
impassioned appeal at the Congress of Physiology for abolish- 
ing barriers in the world of science. Sir Henry, recalling that 
Sir John Pringle had started the idea of the Red Cross, suggested 


that the symbol of the Red Cross should be kept flying over 
medical activities of all kinds. 

In response Mr. Negus referred to the friendships which 
were established at congresses of this kind outside the halls 
in which scientific discussions were held. He paid tribute to 
Sir Henry Dale as one who personified the acme of science 
all ed to medicine. .Mr. Negus referred in particular to dis- 
tinguished oto-rhino-laryngologists who had graced congresses 
in previous years — Professor Schmiegelow, of Copenhagen, Sir 
StClair Thomson, and Professor de Kleyn, of Amsterdam. 
Lord Webb-lohnson, to whom Sir Henry Dale had paid tribute 
for his work for the Royal College of Surgeons and in wider 
fields, proposed the toast “ Oto-rhino-laryngology.” He, too, 
referred to the need for international friendship and co- 
operation in science and medicine. The names of great surgeons 
had been associated with otology and of physicians with 
laryngology. He referred to the support given to the specialty 
by the Royal College of Surgeons. In response Dr. LeRoy A. 
Schall, of Boston, praised the action of the president of the 
Royal College of Surgeons in raising the prestige of the 
specialty of oto-rhino-laryngology. In proposing the health of 
the guests Mr. F. C. W. Capps, the general secretary of the 
Congress, said that between four hundred and five hundred 
members had come from overseas at great cost and trouble 
to themselves. This made the people in this country proud 
to hold the Congress in London. On behalf of the guests 
there were responses from Professor le Maiire. of France, and 
Dr. N. Rh. Blegvad, of Denmark, who entertained the diners 
by putting a viking's helmet on his head and a beard round 
his chin to illustrate what previous invaders of England had 
looked like. 


UNICEF IN YUGOSLAVIA 

The programme of work carried out in Yugoslavia by Unicef 
(United Nations International Children's Emergency Fund) was 
explained at a press conference at United Nations office in 
London. The cost of the programme so far has been ten 
million dollars, of which 60% has been spent on food. As many 
as 600.000 children, as well as expectant and nursing mothers, 
have been cared for. One of Unicefs principles has been to 
incourage communal meals at schools, partly because this is 
the most economical way of handling the food, and also because 
it is hoped that once a system of school feeding is established 
it will be made permanent. Unicef in Yugoslavia, as in other 
countries, is operating a programme of B.C.G. vaccination 
against tuberculosis. When this is completed it is thought that 
one and a half million children will have been vaccinaied. An 
area of central Bosnia has suffered from an outbreak of syphilis 
not transmitted sexually. In some mountain villages the inci- 
dence among children was said by one .-kraerican venereologist 
to be as high as 50%, and the children have passed the disease 
on to their parents. Procaine penicillin was being used in 
combating this outbreak. 

D.D.T. was being used against malaria and fly -borne diseases. 
The previous work of Unrra in Yugoslavia and other countries 
had done a great deal to bring down the incidence of malaria, 
and it was said that for the first time since the second Punic 
war (218 B.c.) Italy had no deaths from this disease last year. 
This is attributed to D.D.T. 

The organization also provided milk-processing machinery for 
the manufacture of powdered milk and for pasteurization. 
There was a shortage of milk! which was greatest in the moun- 
tains on' the Dalmatian coast, but it was hoped to supply at 
least a minimum of clean, dried milk for use in every part of 
the country and at all times of the year. 

Mr. Forrester, the agent of Unicef. who presided at the 
conference, said that in Europe four and a half million children 
were being given milk regularly every day by the organization. 
The continued need for the use of powdered milk since the end 
of the war had placed a strain on the manufacturing capacity. 
Opposition to communal feeding had been expenenced from 
parents, who felt that what was provided in the home was good 
enough, but that opposition was breaking down. Another effect 
of LInicef work was upon labour productivity, for venereal 




PRESSURE DRESSING FOR 
A SCALD 

August 22nd, 1947. Scaldcd ot wort. Next day attended 
hospital with a large blister of inner aspect R. ankle (Fig. i) 

Treatment. Scaldcd area dressed with Jelonct (tulle ^gras)i Viscopastc bandage 
applied from toes to knee; Pressure pad of cotton-wool applied over scalded area. 
The whole leg firmly bandaged with Elastocrepe, with especially firm pressure 
over the scaldcd area. (Fig. 2). 

7th October, 1947. When ban- 

— - — : , dages were removed, wound 

/ soundly healed. (Fig. 3). 
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Comment. Firm pressure 
dressing afforded immediate com- 
fort, permitting ambulatory treat- 
ment and continuation at work. 

\ 

These details and illustrations 
are of an actual case. T. J. Smith 
& Nephew, Ltd., of Hull, man- 
ufaaurers of Elastoplast, Elasto- 
crepe, Jelonet and Viscopaste, 
publish this instance — typical of 
many — in which their products 
have been used with success. 
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, carcinoma of the uterine cervix, the five-year survival figures 
' (25% of all cases treated) arc the same for patients tvho had 
serial biopsies as for those who did noL From St. Mark’s Hos- 
' pital it is reported that biopsy has proved a reliable aid to 
diagnosis in rectal cancer. The procedure should be more 
generally employed, especially in cases where the clinical 
diagnosis is uncertain. 

This document, although it- is a collection of reports which 
often overlap, contains many interesting facts and figures. For 
example, there is the observation from St. Bartholomew’s 
Hospital that the incidence of uterine cancer among Jewish 
women isTower than among non-Jewish. This is more remark- 
able because Jewish women seem to be particularly subject 
to conditions (early marriage and child-bearing and, in some 
communities, low economic status) which in other people appear 
to increase the liability to this form of cancer. The report not" 
only records work which has, been done but poses many new 
~ problems. This in itself is a stimulus to further investigation. 


ORDER OF ST. JOHN OF JERUSALEM 

t- The London Gazette has announced the following promotions 
in, and appointments to, the Venerable Order of the Hospital 
of St. John of Jerusalem; 

- As Commanders brothers): Air Marshal P. C. Liringsion, C.B., 
C.B£., A.F.C., F.R.C.S., Sir Reginald Watson Watson-Jones, 

- F.R.C.S., Air Vice-Marshal F. J. Murphy, C.B.E., M.B., DFJI., 
! • K.H.S.; Surgeon Rear-Admiral J. A. MaxweU, C.V.O., C.B£., M.B., 

FiR.C.S. As Officers (Brothers): Lieutenant-Colonel K. G. W. 
Saunders, O.B.E., FJl.C.S., Major J. R. Hamerton, RA.M.C., TjV., 
Surgeon Rear-Admirals O.- D. Brownfield, C.B., O.BF., M.B., 
K.H.P., and K. A. 1. MacKenzie, Surgeon Captain D. Duncan, 

O. B.E., M.D., D.PJJ., R.N.. Wing Commander R. L. Soper, 
, M.R.C.S., L.R.C.P., Drs. A. P. Gorham, R. A. P. Gray, W. J. 

C| Vickers, J. McCausland, A. Critien, O.B£., F. J. H. Crawford, 
" Ny. G. Evans, A. G. Smith, and W. E. Hutchinson, Mr. J. A. E. M. 
.. Hadley, M.B., ' FR.C.S. As Associate Officers (Brothers): 
' Lieutenant-Colonels A. S. Garewal, M.B., and B. S. Nat, M.D., 

F. R.C.S., Drs. 14> V. Adalja, M.B.E., and Shin Lok Shang. As 
Officers (Sisters): Dr. Mary A. C, Ainscow- and Lady Elizabeth M. 

- Wakeley, M.B. As Serving Brothers: Surgeon Commanders J. L. S. 
Coulter, D.S.C., M.R.C.S., L.R.C.P., and W. V. Beach, FJI.C.S., 
R.N, Drs. A. McK. Fleming, M.C., J. J. Giraldi, O.B.E., F. H. P. 
Wills, J. D. MeVean, G. N. Stalhers, D. A. Brigg, F. C. Miller, 

G, 1. Griffiths, J, G. Macqueen, W. G. Smith, E, J. Williams, and 

P. W, Rice. As Associate Serving Brothers: Drs. M. I. Chaudhri 
and M. D. Gautama. As Serving Sister: Dr. Eleanor D. Blunt. 


Nova et Vetera 


THE MIRACLES OF GEORGE FOX 

Ceorge Fox's “ Book o} Miracles." Edited with an introduction 
and notes by Henry J. Cadbury. With foreword by Rufus M. 
Jones, (Pp. 162; illustrated. 21s.) Cambridge : The University 
Press. 1948. 

This book is a reconstruction from the Catalogue of all Papers 
and Books written by , George Fox of the ISO miracles per- 
formed by him and recorded in his Book of Miracles — a book 
which was never published and has since been lost. The 
Catalogue cites only the first and last few words of the account 
of each miracle, but Mr. Cadbury by patient and extensive 
research has identified many of the sufferers who were thus 
treated and the nature of their cures. The book was not 
issued with Fox’s Journals because of the accusations harmful 
tp Quakerism which might have been caused by iL In 1656 
a critic wrote of the Quakers : “ They pretend to learn modesty 
from the example of Christ, who forbad the reporting of many 
of hi^ miracles to the world ; but they make no little use of 
them among their seduced ones to confirm them thereby in 
their delusions, and it is not unlikely would make them more 
publick to the world were it not that they feared to be found 
liars if they should do so.” George Fox’s miracles do not 
appear to be more surprising than the medical cures recounted 
by contemporary orthodox physicians ; sometimes they arose 


from the provision of spiritual consolation, now and again b% 
the use of physical remedies. Disciples of Dick Read will find 
in this book an early account of painless childbirth. On 
Sept. 9, 1657, Thomas Salthouse wTOte, ‘‘This day I came 
about 30 miles to Walter Clements’ house who is at liberty 
and well. _ And this very hour, being about the seventh hour 
at night, is Walter Clements’ wife delivered of a daughter bj’ 
the mighty power of the Lord. Before she travaded she 
brought forth to the astonishment of the heathen that cannot 
believe and to the praise and honour of Him that hath uken 
away the curse. ...” 

‘‘A miracle,” said a character in Bernard Shaw's St. Joan, 
"is an event which' creates faith.” This definition reversed 
supplies the modem explanation of the miracle, itself created 
by faith. The miracles of George Fox are the minor seven- 
teenth-century decorations of a remarkable personality whose 
spiritual odyssey is set out in his Journal. The book under 
review is of no more than antiquarian interest, but the Journal . 
is one of the great English autobiographies. 

D. V. Hubble. 


Preparations and Appliances 


TILTING TROLLEY FOR CONTE-mG PATTENTS 
TO AND FROM OPERATING THEATRE 

Mr. MtCHAEL C. Oldfield, F.R.C.S., honorary assistant sur- 
geon, Leeds General Infirmary, writes ; Many of the trolleys 
used to convey patients to and from the operating theatre are 
unnecessarily primitive. Patients are often roused from their 
■‘ premedication slumber ” by the rude jolting they receive 
on the way to the theatre. After an operation under spinal 
analgesia, or if the patient is suffering from shock, it is a 
great advantage to be able to convey him to the ward ■with 
his feet raised and his head down. The trolley here illustrated 
has given satisfaction on these and other points. It is made of 
I-i-in. (3.3-cm.) welded steel, the thrusting part consisting of 



cany the transfusion or infusion bottle, which is held in po'i- 
tion’by a stainless-slee! clip. This pole is telescopic, so that 
its height can he adjusted svhen a patient has to be taken 
through a doorway or into a lift ; and it can be fitted at either 
end of the trolley for leg or arm tran^usion. The mechanism 
for tilting is stable and also adjustable, and when the tilt is in 
use adequately padded shoulder supports present the patient 
from sliding head first off the trolley. When the pauent is 
lifted on to the trolley and when a tilt is not being used the 
shoulder rests can be turned away over the sides of the troh'es 
The trolley is made by Messrs. Stddall and Hilton. Ltd . 
Sowerby Bridge, Yorkshire. 
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.Caesarean Section 

SiH, — ^Tlicre is no doubt tliat llic paper read by Mr. 
C. McIntosh Marshall ai the twelfth British Congress of 
Obstetrics and Gynaecology (reported in your issue of July 16, 
p. 147) on this subject was an excellent one, and that his 
results were magnificent. But unfortunately the modern 
caeprean section combined with penicillin and the sulphon- 
amidcs makes it vill appear loo easy. In' skilled hands there 
should be practically no mortality ; in unskilled, the mortality 
will be high, and the unskilled will, attempt it. Tliat is why 
I suggested, not cynically, that normal labour would be an 
excellent subject for discussion at some future Congress! 

' The difficulty of knowing whether a ease of slight • dispro- 
portion or inertia will terminate with a live birth is great, 
and this knowledge can be obtained only by constant attendance 
in labour wards where the course of labour can "be watched. 
Marshall made it clear that he did not advocate mass caesarean 
section, but I still feel that the juror pperativus is being instilled 
too much in the minds of the young obstetrician. — I am, etc., 
Dublin. BrniicL Solomons. 

Peptic Ulcer and Smoking 

Sir, — Your report (July 9. p. 78) of the discussion on peptic 
ulcer in the joint meeting of the Sections of Medicine and 
Surgery at Harrogate quotes me as saying that controlled 
American experiments' showed the importance of nicotine in 
ulcer production. Tliis is not quite accurate. These experi- 
ments give a formal statistical proof, based on an adequately 
designed trial, of the importance of nicotine in preventing 
healing and in producing relapses, and my own experience con- 
firms this. Curiously enough, the available evidence, for what 
it is worth, is rather against tobacco being responsible for the 
first development of an ulcer. 

There is no proof that prolonged or repeated functional 
disturbances of digestion such as arc produced by w'orry or 
nicotine lead to peptic ulcers. On the contrary, ulcers •often 
form suddenly in persons with previously good digestions, 
while if a man manages to, go six months with a bad digestion 
without getting an ulcer he can probably go six years or 
indefinitely without getting one. With a quiescent ulcer, how- 
ever, the situation is dilTcrcnt. Functional disturbances of 
digestion, whether due to worry, depression, irritative aperients, 
unwise mi.xlures of food or alcohol, or tobacco, can all lead 
to acute inflammation of the ulcer with an increase in size 
and an exacerbation of symptoms. 

Blunderbuss prohibitions, like blunderbuss prescribing,^ are 
particularly objectionable in the management of patients 
with peptic ulcer in these, extensive treatment carried 
on for several years is far more importafit than intensive treat- 
ment over a few weeks. Culling tobacco consumption down 
from 15 cigarettes a day to three or four rarely makes much 
difference. In" fact it may make an irritable, tense patient 
rather worse. It is better to warn the patient that he will be 
asked to stop smoking completely unless the ulcer is ladio- 
logically healed within a few months, but that he will be 
allowed to start again if complete abstinence docs not cure him 
in a further six months. 

If complete abstinence from tobacco does lead to an ulcer 
healing after all other measures have failed, it is probably 
unwise for the patient ever to start smoking again. It is one 
of the most dramatic things which one sees in medicine, when 
the patient who has refused to give up smoking for several 
years and whose weight has fluctuated between 9 and 10 stone 
(56.7-63 kg.) gives abstinence a trial, puts on 20 lb. (9 kg.) in 
weight within a few months, and at last loses bis ulcer crater. — 

I am, etc., 

London, E.l. 'DeNYS A. JENNINGS. 

Reference 

r Batterman, R. C., and Ehrenfeld, I., Gastroenterology^ 1949, 12, 575. 
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Syringes 


SiR,--Dr. A. G. Rickard's account (July 16, p. 135 ) o{ , 
hospital syringe service prompts me to describe a similar service 
in general practice which we have now been running for ino 
years. We are a partnership of four docton, and, while He 
may have initiated the idea, the credit for experimenting v,kh 
types of syringes and various packings and for maintaining ik 
service must go to Mr. C. R. Stoffer, M.P.S. The patholocv 
department of Chelmsford Hospital willingly carried out manv 
bacteriological investigations. 

While a fesv 10-ml. syringes are available for special put- 
poses. we have found that a 2-ml. Record syringe with ceramic 
piston (■• laminex ”) covers most of our daily needs, and three 
sizes of needles are provided, 12. 15. and 20. With the needle 
attached, this syringe is fitted into a good quality test-tube 
(5 in. X i in. = 12.5 cm. x 1.6 cm.) up to the flange— a close 
fit being ensured with a half-inch (1.26-cm.) cuff of cellulose 
wadding. The whole is now put into a cylindrical aluminium 
container, similar to those in use before the war for the dispatch 
of throat swabs. A plug of cotton-wool at top and bottom pre- 
vents rattling. These containers were specially made for the 
purpose. After sterilization the doctor has immediately avail- 
able a complete, dry, sterile syringe, easily and safely carried 
about in bag or pocket. 

Syringes arc sterilized in batches in a Afaw's “ sterotherm," 
an electrical hot-air oven, at 160° C. for one hour, and' remain 
in the oven for a further half-hour during cooling. It is 
slated that the variation in temperature in different parts of ' 
this oven is never more than ± 2° C. Syringes were con- 
taminated with bacilli and spores, sterilized, and then sent for 
investigation on many occasions before the method was 
accepted as being completely efficient. Care must be taken to 
place the cylinders needle upwards in the sterilizer or they 
may drop off as a result of the varying rotes of expansion 
of the metals. 

Packing and sterilization are done by the pharmacist, but 
after use the syringes are returned to the surgery and our 
receptionist carries out a simple cleansing process. Syringes 
are dismantled and washed in hot water. Syringes used for 
injecting oily substances arc first cleansed in a little ether. Each 
syringe is then washed out in industrial spirit and completely 
dried — a strip of one-inch (2.5-cm.) bandage and a glass rod 
easily dries the inside of (he barrel. Care is taken to replace 
the right piston in the right barrel. Replaced in the cylinder, 
they arc transferred to the ^pharmacist. We have had no 
trouble with syringe markings ;■ syringes over one year old 
are still quite clearly marked. 

On an average we use about 20 syringes each day, and a 
stock of 80 provides an ample supply of sterile syringes. Break- 
ages are due to (n) accident, and (h) failure to return syringes 
promptly for cleansing, when the piston is found to have stuck 
and forcible attempts to free it result in a broken barrel. We 
have' had no casualties from the sterilization process. 

With the steady increase' in injection therapy the provision of 
a sterile syringe is a daily problem for the general practitioner. 
The cost of apparatus and the time and work involved in the 
process is probably more than the single practitioner can stand, 
but by combining into small groups they can themselves, or 
with the co-operation of their local pharmacist, institute a 
service similar to the one described above, and save a great 
deal of time on their rounds and in their consulting-rooms.— 
I am, etc.. 


Witham. Essex. 


T. G. Benjamin. 


Sir,— I am glad that Dr. A. G. Rickards (July 16, p. 135) 
has stated many of the requirements for a good syringe. The 
type' of syringe with metal plunger which is in common use 
in this country is certainly a horribly inefficient affair,^ and 
it is amazing that it survives. I am surprised, however, that 
he makes no reference to the type of needle fitting. Of the 
two generally used, the Record and Luer. the Luer is larger 
and far more efficientrat making an absolutely air-tight joint. 
In a procedure such as exchange transfusion in an infant, 
where a syringe and two-way taps are involved, an apparatus 
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ade up with Record fittings is almost never air-tight, whereas 
ith Luer fittings this is easily attained. 

The second advantage of the Luer fitting is that the stouter ■ 
)zzle makes it possible for an all-glass syringe to be strong 
touch to stand up to routine use, and I have had to discard 
w syringes for cWpped or broken nozzles. The glass nozzle 
a distinct help in venipuncture, since a trace of aspirated 
ood is \isible. . 

I would make a plea that there should be a gradual change 
.er to the Luer fitting for all apparatus. This would also 
ake British and American .apparatus interchangeable, since 
lis fitting has long been standard in the U.S.A. The standard 
pe of syringe should therefore be all-glass, with Luer fitting 
id (except in the smallest sizes) with eccentric nozzle.. — 
am, etc., 

Cstr.hriasc. DOUGUS GMRDSER. 

Ovarian Hilus Cells 

Sir, — It would seem probable ' that the cells described in 
.e ovary by Mr. Wilfred Shaw and Dr. Burjor Dastur (luly 16, 
il3) are the same as those which have recently been described 
,■ W. H. Sternberg (Arner. 1. Path., 1949, 25, 493) under the 
tme “ ovarian hilus cells.” According to Sternberg, these 
dls are likely to be found in all ovaries if enough sections 
e cut. They resemble the Leydig cells of the testicle, and 
leir cytology varies. In size they are usually 14 to 25 m in 
ameter, and in shape they may resemble fibroblasts, may be 
ongated, polygonal, or oval, or may be multinucleated. They 
lay contain fat vacuoles, lipochrome pigment, oV cr>’s'a"oi‘5^ 
f Reinke. They are found in clusters of various sizes, usually 
1 the neighbourhood of vessels and nerves. They probably 
reduce androgens, and cases with masculinization associated 
ith hyperplasia and tumours of these cells are described. — 
am, etc., 

Hull. A. I. Sbjlutoe. 

V In a letter published in last week’s Journal (p. 230) Mr. 
I'ilfred Shaw and Dr. Burjor Dastur stated, “We believe that 
ternberg's paper is the first full description of the cells written 
1 English.”— Ed.. BMJ. 

The Lock Hospital 

Sir, — It would be regrettable if the threatened closure of the 
ock Hospital were carried into effect. The venereal diseases. 
)r the treatment of which the hospital was originally founded 
id which work it has done uncommrfnly well for so many 
:ars, are still with us — even in greater numbers than before 
le late war. There is need for more knowledge of these 
iseases among practitioners, so that we should increase rather 
lan reduce the number of hospitals and clinics at which such 
lowledge can be acquired. 

The late Sir William Osier in his famous Lettsomiam Oration 
eported in the Journal 1917. 1, 694) at the Medical Society 
London in 1917 on “ The Campaign against Venereal 
isease,” said, “Venerea! disease is and remains the despair 
' the statistician. Trustworthy data are not forthcoming, 
ven in death a stigma is associated with it, and the returns are 
■eiywhere but under the special caption of the disease itself.” 
o-day, more than 30 years after Osier made this indictmenL 
s statements are substantially true. To my knowledge several 
en whose children had been treated in my clinic for con- 
mital syphilis died from sspihilitic cardiovascular disease, yet 
e word syphilis appeared nowhere in the death records, 
eccntly a former patient of mine consulted a cardiologist 
horn he misled by den>ing that he had ever suffered from 
mereal disease, though actually I had previously treated him 
id his wife and children for stphilis. Instances such as these 
rve to show that enlightenment" of the public and, one may- 
id too, of the profession is very necessary, and the more 
ntrcs we have for instruction in and the treatment of venereal 
senses the better for the community. 

It might be said that such hospitals and centres are becoming 
dundant owing to improvements in the methods of treatment, 
his may prove to be an illusion, for some of us can remember 
jw, with the introduction of “ 606,” it was hoped that a single 


large dose — the ilierapia sterilisans magna of Ehrlich — would 
cure a case of syphilis. We subsequently learnt otherwise. It 
will lake 10 years, possible 20 or even 30 years, before we can 
say with any degree of certainty that penicillin can cure human 
acquired or congenital syphilis or that it- can with certainty 
prevent the antenatal infection of the infant. Meanwhile the 
patients need to be kept under observation, and in my opinion 
there is no better institution than the Lock Hospital for the 
humane, painstaking, and altogether efficient treatment of the 
venereal-disease patient and for the dissemination of know- 
ledge concerning these diseases. Syphilis is a much more 
serious and killing disease than is realized at the present day, 
and I would exhort the authorities to think again before decid- 
ing upon the closure of the “Lock” to venereal diseases. — 
I am, etc., 

l-Dtnton.N.lZ. D.WTO K.VBSRRO. 

Aetiology of Infantile Enteritis 

Sir,— Y our leading article (July 16, p. 141) draws attention 
to the fact that serologically identical strains of Baer, colt 
have now- been found in a number of different outbreaks of 
infantile gastro-enteritis. It is important to stress that in 
these series, as in the original series reported by Bray‘ in 
1945 and by Bray and Beavan’ in 1948, there has been a bigb 
percentage of serious cases and, compared with many previous 
w-riiers, a much less definite association with parenteral 
infection. 

My own feeling is that we are at last establishing one 
common type of severe infantile gastro-enteritis as a disease 
sui generis. This is supported by the fact that we base found 
identical agglutinable strains in a high percentage of some 
60 severe cases which have been admitted in the past year 
to two hospitals at Chester and Central ‘Wirral. In two 
instances epidemics of 6 cases have followed the unwitting 
introduction of an infant infected with an identical strain among 
infants suffering from other conditions than enterin'. 

I feel that there is now sufficient evidence to enable us to 
institute certain prophylactic measures 1 would suggest that 
all infants admitted to institutions should base their stools 
examined for these strains, and that they should be separated 
as potentially infected until this is done. It would also seem 
to be a wise precaution to examine the stools of all pregnant 
women before delivery, and nuning staffs in matemitj depart- 
ments and sick infants’ wards. — I am. etc , 

lUTTRESCtS 

I J Park. Bact.» 19-t5, 57, 239 

* Ibid-, I94S, 60. 395. 

Tuberculous Empyema 

Sir, — I should like to add a note to the quotatio.'. from ms- 
paper on pleurisy with effusion during pneumoihorav irerapy 
(Arner Res-. Titberc.. I94S, 57. J9S) reported in a Lading 
article in the Journal of July 2 (p. 23). The quotation was 
taken from the conclusions reported at the end of me paper. 
It should be noted that 90% of the twent>-one empi.cmata 
dcs-eloped slowly from serous effusions and did net rapidly 
follow the rupture of a tension cavity into the pleurai space. 

Empjemata developing from serous effusions can frecuently 
be conffolled by repeated aspirations, but those folio.’ me cavity 
rupture can rarelv be treated medically with success, rr.oraco- 
plast}-, if possible, should be undertaken much earner in the 
latter 'type, but an expectant attitude will in the for., er type 
spare some patients the necessity of hasing majo. s-.gical 
treatment, the underlying disease in the lung hati.,g^ .--w 0 ...e 
quiescent followinc the temporaiy collapse. Sa'.kin and C:.dd;c 
(7. thorac. 5Hrg.,'l941, 11. 1091 reported that f'o of 225 
ernpycrn 3 l 3 v>crc cor»tToll-d rept^ted 

I should like nothing I have said in my original article to 
influence anyone to revert to the disastrous practice c: using 
thoracoplasty so late in treatment that it was. in tact, a 
desperate terminal remedy. Andersen (July 2, p. (.'■ expresses 
a similar view in his paper. I am, etc„ 

.a JOB"- B- MOFJ-tSOS-. 



284 July 30, 1949 


CORRESPONDENCE 


-British 

Medical 3ouwui 


Rhciinialoid Arthritis as a PsycholoRical Disorder 
Sm. — in your leading article (July 23, p. 2211 entitled New 
Problems in Rheumatism” you state. "Some physicians have 
considered that rheumatoid arthritis is a psychological disorder. 
The results of din, cal tests with cortisone, during which any 
possible psvchological cHfect was carefully eliminated by 
giving con.rol substances for certain periods— with relapse in 
each instance— has disproved this theory." 

Such a statement is surely somewhat facile and lihdy to b 
misleading, for it takes an altogether too superficial view of 
*e psychogenesis'of disease. The elTectivencss of cortisone 
in rheumatoid arthritis in fact goes some way in support of 
the work of Selyc' and the evidence of others he compounded 
in his conception of the “general adaptation syndrome. In 
this work he recognizes the potentiality of 
at least as one of the causes of the syndrome.— 1 am. etc.. 

J. W. PAUtXI-Y. 

Urnurscr 

1 J, din. Cndocrinol., I9.t6, t>, ■ 


ml.). Penicillin treatment was started with 40,000 units daily inlra. 
thccally and 120,000 units intramuscularly 3-hourly. Sulphi- 
diazine (1 g. 4-hourly) was also given. The spinal fluid became sieril: 
after 24 hours and remained so. After nine days the intrathecal treat- 
ment (which was mainly done by puncture of the lateral ventricles) 
was discontinued, and several spinal-fluid samples remained sterile, 
Systemic treatment was discontinued on the 19th day of treatment. 
By this time the child was very well and eating and behaving 
normally. The hydrocephalus, which had been very- marked, was 
hardly apparent. ' 

She has been seen regularly for five months and seems perfectly 
normal, and even advanced, for her age. She is now 13 months old, 
can walk fairly well, understands many words, and seems very bright 
and intelligent. 


London, %V.t4. 


—I am. etc., 

London, S.E.IO. 


E. T. Bassadone. 


The Children Act 


Concussion and Hypertension 
Sir— M y remarks in the discussion on bead iniurics were 

Annual Meeting of the ‘I -”,.®' ,5 Eigbty-thrcc per 

of -33 

a pemiancnl s.gn, ' p^" 4 'jj.'causcd'^by a lesion of the 

tension is neurogenic ^ nh'lnncata Since the symptoms 

hypoibalamus or the mcdull* of hvDcrtension arc 

Sf the post^oncussional syndrome and of hyperten^^^ 

similar, it is likely that therapy 

ctission arc caused frequently > combating the latter, 

should therefore be d.rccicd • 

“dffirrposteSroeal ,/.d,oa,e. .and have, Ibe.ef.fe, 

a diagnostic and prognostic . j ^ js „ late sequel, 1 

in contrast to the ~ s 

toand .ha, Ihe aS £ >=®. » i"™' 

£'Sri?;r.e‘:e"»'“e%, eoncdsalon,.-. 

Lylham St, Anucs, Lanes. 

mnoenaa, Meninsite Tronled by Pc"ie™» 
S,a,_,„n„enaal meningi.is being ’’derpT,™: 

and ...eptomyein “paS dllin is of great 

,i„„ of i,s ok F„nee, Braid and R B 

importance The ar 'c bV case, which 

“'?','„''t.er;'’and reeo.cr.d eomple.ely tollorying penicillin 

•Tinian.. , moni.j ^^IpT’iei'krneir.kT^^ 

admission 10 liospiial (ref P ^ ’ f |cf( arm and leg. iwiichings 

Two weeks before occurred. She was treated with 

• of face, and repeated ''“'T ® ,;eni to hospital on Dee. 7, 1948. 

sulpha, hiazole by her °;,;;fcVexamina.ion. There was no 

She was ihcn fontancllc was tense and bulging, 

obvious neck rigidity. The widely. Temperature was 

S'e' (" 37 .r'c.r Lumbar puncture showed purulent fluid with 

numerous H. infiuemoe. available, and it was used as follows: 

Some n ,L fim day and 25 mg. on subsequent da^, 

intrathccally, 50 mg. on ll ■ 7 ^ weight daily. On 

inlramuscutarly da! of trca«ment the spinal fluid was 

second, third, and ° a iacd rnany H. inflnenzoc with well- 

O^the fifth day the ^ was assumed' that the organ- 

marked plcomorphtsm. At this sia^ i „ ,^as later found 

ism had become if was o/a Pitman type B. was sfcnsitw 

that the H. penicillin in concentration of 20 i.u. pe 

to streptomycin and also to h 


Sm.— Belatedly, and with great astonishment,- 1 learn that 
under the Children Act. 1948, responsibility for the needs of 
children deprived of normal home life is vested in the Hotnt 
Oflicc and that local authorities are to set up ad hoc committees 
and appoint children’s officers. Britain used to lead the world 
in hygiene, but if the care of children, and especially those m 
question, is not the prime concern of the hplth authorities 
then my conception of health and hygiene, including mental 
hygiene, must be wide astray. The Home Office certainly has 
an alluring tille.-l am. etc.. 

Medical Officer ot Htaltlu 

Melbourne. 

The Triumphs of Psycholherapy 

Sir,— I have just read the paragraph (July 2. p., deahng 
with the most inspiring service held m Canterbury Cathedra 
on June 25. at which 1 was pnvileged to be Present On 
hesitates to question the pronouncement of a president of one 
of the Royal Colleges, but I feel that Lord Moran s statement, 
that when physicians had tried to follow the workings of th 
mind and tfs many aberrations he could tell of no cbmparable 
triumph as had been shown in deahng with disease of the bod), 

cannot go unchallenged. . , 

It is tme that psychiatry is a young science and ‘J^at there 
are manv schools of psychological Ihoiight. But sbr® ) ^ 
very striking successes resulting from carefully arranged eleem 
convulsion treatment and insulin-shock therapy in 
forms of neuroses and psychoses, and more recently the benefit 
dcr^ed from prefrontal leucotomy in wisely selected rases, 
are veritable triumphs in the psychiatric realm It wo” d b 
‘very, instructive to know what Lord Moran had in mmd 'Jra 
u thiQ rather pessimistic statement. One does feci 

™riliS!%dvarcer n psychotherapy will take place in the 
considerable advance ^in^py^^ outlook is not as black as the 

['*"^nprt President has suggested in what was a very rrmsterl) 
address that’shoiild be very carefully pondered by all thought u 

people.— 1 am, etc., ^ Gurney Smith. 

Epsom, Surrey. 

POINTS FROM LETTERS 

schedule which has be V or mislaid rye 

^[,t;7orward^^ oP- rcfluest. The full names of the 

doctor should be sent for identification. 

Prefrontal Leucotomy Incision incision 

Dr. A. P. Brarw.sTt.a NmS be m 

for prefrontal y lateral ^somewhat longer incision 

obvious, Pf''''^“'“''ly forehead would hardly be nn''5^. j 

made along the the scalp. The supcrfif 

especially as P»ti g ^e drasvn aside or ligated. T 

temporal artery f su-ure, would be easier to 

VTe°l!m!omf musd^ would, of course, be split in the line of 
fibres. . . • 
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'■ RICHARD WALTER MARSDEN. M.D., F.R.C.P., 
D.P.H, 

fDr. R. W. Marsden died at his home in Manchester on 
Inly 10 at the age of 81. He qualified with the Conjoint 
;Diploma at Manchester University in 1891, taking the 
fdegree of M.B., Cb.B. a year later, after a distinguished 
undergraduate career, and proceeded M.D. in 1896. He 
took the D.P.H. in 1898. His ambition was to practise 
as a consultant, and he soon established a considerable 
reputation for his clinical acumen, especially in diseases of 
the chest. During this early period he became medical 
, superintendent of the Monsall Hospital for Infectious 
Diseases, and university lecturer in that subject. Those who 
attended his classes speak of 
him as a dramatic teacher. 
Later he was appointed 
university lecturer in tuber- 
culosis, and an honorary 
physician at Ancoats Hospital, 
Manchester. 

In 1906 he became medical 
officer and. in 1927 medical 
superintendent of Crumpsall 
Hospital, Manchester, and 
there he did his most import- 
ant life’s work. His associa- 
tion with this hospital began 
in 1892 as resident medical 
officer, and he could recall 
vividly the state of afiFairs in a 
poor-law hospital at that time, a story that illustrated the 
progress made in hospital work during the last half-centurj'. 
In describing the history of Crumpsall Hospital from 1906 
until he retired in 1933, Dr. Marsden modestly gave most 
of the credit to others, but those who knew him and his 
work for the, hospital realized how much his foresight and 
strength of character did to raise it from a nineteenth- 
century poor-law hospital to a busy general hospital of high 
status and a first-class training school for nurses. He will 
long be- remembered there with affection and esteem. 

'He was a good administrator, never afraid to face 
awkward problems, and he detested humbug. But first and 
foremost he was a physician of outstanding merit who relied 
on accurate clinical observation. Generations of residents 
who came under his wing have cause to remember his 
kindly but thorough tuition, not unmixed with admonition, 
and his capacity for seeing the whole as well as its parts. 
Crumpsall Hospital under his guidance gained a high repu- 
tation not only for the care of patients but as an excellent 
place for young doctors to learn medicine before going into 
practice. His election as F.R.C.P. in 1929 was a well- 
earned distinction, and one not commonly given at that 
time to medical superintendents of municipal hospitals. He 
came out of retirement in 1940 to take charge of a hospital 
in Macclesfield, and carried on this work until 1946. 

Throughout his professional career Dr. Marsden was a 
most active member of the local learned societies, and in 
1928 was president of the Manchester Medical Society, of 
•which he was a trustee at the time of his death. A member 
of the B.M.A. since 1895, he was honorary secretary of the 
Section of Diseases of Children at the Annual Meeting of 
the Association at Manchester in 1902. In his younger days 
he was a good athlete, being specially proficient at gym- 
nastics and swimming, and in later years a keen golfer. 


Manchester medicine has lost a memorable and much- 
loved figure. He is survived by his three sons, all members 
of the medical profession, and by his second wife. His first 
wife, the mother of his familj', died in 1936. 

DOUGLAS EDWARD FINLAY, M.B., B.S. 

Dr. Douglas Edward Finlay died at his home in Gloucester 
on July 10 after a long period of ill-health. He received 
his medical education at St. Mary's Hospital, London, and 
qualified in 1902, taking the London degree in 1905. After 
being house-surgeon at the Gloucestershire Royal Infirmary, 
he joined its honorary staff as assistant physician and settled 
in private practice in Gloucester. He was appointed 
honorary physician in 1913 and senior honorary' physici&n 
in 1924, which position he held for 22 years until 1946, and 
was also visiting physician to the Gloucester City General 
Hospital. During the war of 1914-18 he served in France 
as a Territorial with the rank of major, and was mentioned 
in dispatches. 

A member of the B.M.A. since 1903, he was honorary 
secretary of the Gloucestershire Branch from 1908 to 1916, 
and during that period played a notable part in the contro- 
versies over the National Health Insurance Act. He was 
president of his Branch in 1920. served for two periods on 
the Council (1912-14 and 1925-311, and was on the Journal 
Committee from 1925 to 1927 ;. he was a represepiative 
from 1919 to 1924. Finlay had many interests outside his 
profession. As a member of the Gloucester City Council 
and, later, as mayor in 1926-7, alderman, and justice of the 
peace, he rendered much public semce. His special interest 
in education was shown by his many years of work as 
chairman of the education committee, chairman of the 
United Schools’ Governors, a lecturer to the Gloucester- 
shire College of Domestic Science, and an examiner for 
the General Nursing Council. He also took an active 
interest in a number of learned societies, and was a Fellow 
of the Royal Geographical Society, the Royal Archaeo- 
logical Society, and the Royal Society of Arts. Many and 
diverse pursuits engaged his enthusiasm, and he contributed 
to each a knowledge and sagacity which commanded 
respect. 

As a physician Finlay was outstanding and hid those 
inborn qualities of mind which make the great clinician. 
He loved medicine, reading extensively and pondering on 
its problems, and contributed to this Journal seseral notes 
on cases of unusual interest. To present him with a clinical 
problem was to be welcomed as a kindred spirit. His 
reputation as a consultant was high. In grave crises his 
presence imparted, to doctor and patient alike, a calm 
confidence which was remarkable. Yet it cannot be said 
that he devoted himself arduously to the practice of medi- 
cine. Often he was busy with political, educational, and 
other interests. It seemed as if all these activities, as welt 
as the practice of medicine, were to him so many hobbies 
to be followed in turn as his mood dictated. But once a 
problem was presented to him, Finlay’s friendly response, 
immediate interc.st. and readiness to help were completely 
disarming. He was a colleague truly loved. 

He is survived by three daughters and two sons, to whom 
great sympathy will be extended. 


The British Red Cross Society has is’sued its .Annual Repori 
for 1948. It gives a full account of the Sccieiy’s activiiies 
durine the year at home and abroad, and is ohtainab'e (price 
25 6d'.) from the Society at 14, Gross enor Crescent, London 
S.W.I. 
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THE HAIGH TRIAL 
MEDICAL EVIDENCE 
[From our CoRRUsroNDEST] 

At Lewes Assizes, before Mr. luslicc Humphreys, on July 18 
and 19, the trial took place of John George Haigh on a charge 
of murdering on Feb. 18 Mrs. Olivia Diirand-Dcacon, of 
Onslow Court Hotel, South Kensington. The Attorney-General 
(Sir Hartley Shaweross, K.C., M.P.), Mr. Eric Neve, K.C., and 
Mr. Gerald Howard appeared on behalf of the prosecution, 
and Sir David Maxwell Fyfc, K.C., M.P., Mr. G. F. R. Morris, 
and Mr. David Neve on behalf of the defence. The prisoner 
pleaded “Not guilty," but later this plea was amended to 
“ Guilty of the acts charged, but insane at the time they were 
committed.” Nearly 30 witnesses were called for the prosecu- 
tion, and only one — a psychiatrist — for the defence. Tlie 
circumstances of the murder and the disposal of the body of 
the victim have been given in such detail in the public press 
that it is unnecessary to repeal them here, and this report is 
confined to the evidence of the medical witnesses. After the 
two-day hearing the jury took only 14 minutes to arrive at a 
verdict of “ Guilty,” and tlie prisoner was sentenced to death. 

Medical Evidence for the Prosecution 

Dr. C. Keith Simpson, pathologist, Guy’s Hospital, and 
lecturer in forensic medicine, "University of London, said that 
on March 1 he had visited premises at Crawley known as Giles 
Yard, and on the wall of a workshop belonging to Hurstica 
Products Limited he noticed, between two windows, a group of 
finely spattered blood-stains. Soil svas lifted from the yard to 
a depth of about 3 in. over a considerable area, and a quantity 
of soil amounting to 575 lb. or thereabouts was taken away ; 
it was later shown to him at New Scotland Yard by Chief 
Inspector Mahon. On March 2, 3, and 4 this was examined 
by him in the presence of Dr. J-Iolden, director of the Metro- 
politan Police Laboratory, and in it were found, among other 
articles, intact "upper and lower dentures and various human 
remains, including gall-stones and bony parts. Asked whether, 
from his examination, he concluded that a human body had 
been dissolved in sulphuric acid, Dr. Keith Simpson replied, 
“Yes, they represented part of one human body.” 

The Attorney-General : Was there anything to indicate that more 
than one body had been dissolved 7 — No, I found nothing. 

Was there any indication at all of die sex 7 — Yes, one of the bones 
of the hip having sex characteristics was still partly preserved and 
was plainly, in my view, female. 

Was there anything to indicate the probable age of the female 
whose body had been so destroyed 7 — I came to tlie conclusion that 
such as remained of the better-preserved bones were fragile and 
showed senile changes. I should say, I think, that the bones were 
those of an elderly woman — but no further; not more closely. 

Asked if the remains gave any indication of the cause of 
death, witness replied “ No,” neither was any natural disease 
detected. There was no doubt that immersion of a body in 
concentrated sulphuric acid would in certain circumstances 
result in destruction of that body as indicated by the remains 
which had been found. Plastic substances, such as the handbag 
and dentures, would resist erosiori, as would body fats and, 
for instance, gall-stones. 

He formed the view that the blood splashes found on the 
wall could have got there if a person standing on the bench 
between the two windows had been shot through the head 
from behind. A pad of cotton-wool could be used to limit the 
flow of blood from the entry and exit holes of the bullet. 

There was no cross-examination. •• • 

Miss Helen Patricia Mayo, dental surgeon, of New Cavendish 
Street, London, identified the dentures found at Crawley as 
having been supplied b^ her to Mrs. Durand-Deacon, a patient 
of hers, in 1947. Asked if she was certain of that, she replied, 
“1 could describe them from my notes before I saw them.” 
They had certain peculiarities which established their ownership 
beyond doubt. 
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Dr. Henry Holden, director of the Metropolitan Police 
Laboratory, New Scotland Yard, said that on Feb. 28 he had 
received from Inspector Symes'a fur coat and a bag ; the sleeves 
of the coat were patched and from the bag there had been 
recovered portions of fibre which had come from the coat. 

Having produced sundry other exhibits, the witness said that 
he had received from" Dr. Keith Simp.son half a gall-stone. 
Tlicre was human blood on the gas-mask case and rubber apron 
already produced ; these stains were associated with odd fibres 
of beech wood. A partly corroded rod which had been pro- 
duced was also of beech wood, the fibres of which might have 
been deposited on the apron. There were also human blood 
scrapings on the apron. Comparatively recent small, but obvi- 
ous, blood-stains were found on the blue shirt produced. The 
various constituent parts of the handbag produced, in his 
opinion, had formed one bag which had been immersed in 
sulphuric acid ; the stitches had rotted and the bag had fallen 
to pieces. The gail-stono was human, having given a reaction 
to human protein. A small patch of human blood had been 
found at the junction of the collar, on the back of the neck 
of the fur coat. 

Shown a penknife, and asked if there had been any consider- 
able quantity of blood on it, the witness replied, “ No, the 
merest traces, but they were human." It was not possible to • 
tell the age of the person from whom the blood had come. 

Dr. George Edgar Turfitt, deputy director of the Metropolitan 
Police Laboratory, said that on March 1 he received from 
Dct. Insp. Symes a revolver which was in proper working order; 
on the inside of the barrel there was a quantity of unburned 
powder which, together with the fact that there were no signs 
of corrosion of the barrel, suggested that the weapon had been 
fired within the last week. He was also shown eight cartridges 
of a type which could have been used in such a weapon — an 
Enfield revolver. Other exhibits were identified and stated to 
have been attacked by concentrated sulphuric acid. A mackin- 
tosh and rubber apron contained a residue of sulphuric acid 
and animal fat, and acid residue was found on a pair of woollen 
gloves and a wooden rod.- With Dr. Holden he had examined a 
quantity of earth, which he had subsequently taken away for 
further analysis and had found to contain, speaking generally, 
sulphuric acid, a high percentage of animal fat. and a certain 
amount of calcium and phosphate. On March 7 he had 
received from Dr. Holden a gall-stone which on examination 
proved to be ‘‘a typical gall-stone of the cholesterol type — a 
soft gall-stone.” 

Medical Evidence for the Defence 

The only witness called for the defence was Dr. Henry 
Ycllbwlecs, of Harley Street, physician for mental diseases, 
St. Thomas’s J-lospital, consulting psychiatrist to the British 
Expeditionary Force during the W'ar. He was examined by 
Sir David Fj’fc- 

Dealing with the accused’s mental state, the witness said his 
first impression had been that he had very obviously what was 
called “ a paranoid constitution.” There had been no doubt 
about that after the first interview. 

Asked upon what formative factors such a constitution 
depended, the ivitness said it was generally held to result partly 
from heredity and partly — perhaps even more — from environ- 
ment — especially the early upbringing, home atmosphere, and 
experiences. In most adolescents the condition declared itself 
about the ages of 16 or 17, except in most unusual cases. In 
practical relation to paranoia, if was an essential preliminary of 
all the paranoid insanities. You could not suffer from any 
member of the group under the general description of paranoid 
insanities without being the possessor of a paranoid constitution 
— or temperament, as some people preferred to call it — which 
.was the only soil, so far as was known, in which paranoia could 
develop and flourish. . ' - 

Sir David : Would you deal therefore first n’ith the medical evidence" 
of the possession by the accused of a paranoid constitution 7 • Would 
you describe thnt evidence as being scanty, considerable, or abun- 
dant ? , A. As regards the possession of the constitution, I would 
say the evidence was abundant and puts it beyond any question. 

Q. And I think there are two lines upon which you approach that. 
What are those 7 A. The history of the patient, which I have 
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mentioned, and also, o5 course, his demeanour under examination 
and the many symptoms that he may show. 

, Q. Taking the first of those, the history : do you find here in the 
history what you consider to be the breeding-ground of paranoid 
constitution ? A. Yes, the history as I have it is a most characteristic 
breeding-ground for the development of this constitution. 

After a legal discussion upon the admissibility of evidence 
as to the prisoner's early home life being given by; this witness. 
Sir David asked Dr. Yellowlees what, in his opinion, had been 
the religious atmosphere and surroundings of the prisoners 
youth; to which the witness replied : 

“ I should say, sir, in view of what has been said, that every 
point was not actually mentioned to me by the accused •, I have 
taken certain points which he mentioned to Dr. Matheson, and 
I presumed that he would mention them to me. Everything he 
did say to me agrees with what he said to Dr. Matheson." 

Asked to confine himself, so far as possible, broadly to the 
information obtained from the prisoner, the witness said : 

" He made it clear to me, from what he said, that he was 
brought up in a fanatically religious atmosphere, and he told 
me that newspapers and radio were forbidden in his parents’ 
house, that friends and neighbours were excluded, and that the 
wrath and vengeance of God were held over his head as the 
punishment for every trifliijg misdemeanour. That, in summary, 
is what he told me about his home atmosphere. He told me 
also that his mother was greatly given to studying dreams in a 
future-telling sense and believed that the future could be told 
by them, and he told me that books upon these subjects were 
very readily available to him although newspapers and wireless 
were not.” 

Q. tVhat opinion aid you form as to the mental stability where 
you get, on die one hand, that e.xiremely exclusive religious back- 
ground and, on the other hand, this harping on and stressing the 
infiuence of dreams 1 Did you think that showed a heredity of mental 
stability, or the contrary.l A. I think any household with that atmo- 
sphere is bound to be the very reverse of stable, and in this matter 
of heredity it is believed and said that this is the only thing which 
really is transmitted — namely, a mental instability. There is no 
obrious thing or disease that you have got that is transmitted ; it is 
the mental mstability. 

Q. I suppose that, of course, one has to distinguish heredity and 
early environment. That early environment*must have an accumu- 
ladve effect on the heredity ? A. Of course, the two things are 
interwoven; they cannot help be'ing. 

Asked if he attached importance to the absence of friends in 
relation to the paranoid constitution, the witness said he 
attached great importance to it and would attach even more 
to it if it were shown that that had been carried into school- 
days, A great authority, the late Dr. Percy Smith, had said in 
a famous address, “The solitary schoolboy is the potential 
paranoic,” a view with which he heartily agreed. 

“If you have a youth of inherited nervous instability,” be 
said, “ brought up in a solitary atmosphere and with the fear 
that unseen and punishing powers are all around him, he tends 
to run away from them in the only way he can — namely, into a 
world of, in the first place, fantasy and faiiy-tale. He will not. 
face his difficulties fairly, and he becomes progressively less able 
to do so. A( first he merely thinks of some clever way round, 
of some clever way of avoiding punishment, and if- it devetops 
further, and if there is no clever way round, he goes into him- 
self, into a world of fantasy, and makes an imaginary solution 
for himself, and comes to believe in it.” 

Q, By coming to believe in it, docs that mean he blinds himself to 
the practical solutions and concentrates on the fantastic solution in 
his own mind? A. Yes, I should not have said “believe”; he 
blinds himself as far as he can. 

Q. From the history he has given you, do you find iilostrations 
of the formative action in bringing about a paranoid constitution , 
A. Yes. 

Asked if he attached importance to the change of surround- 
ings experienced by the prisoner when, from the age of 10 to 16. 
he e.'rchanged the atmosphere of the Plymouth Brethren for 
that of Wakefield Cathedral, the witness said ; 

“ Yes, great importance. Here was this youth, a boy. under a 
form of worship in which he did not believe himself, and of 
which he was frightened, and he is plunged into the ^opposite 
extreme— a form of worship where ritual and mysticism 'notd 


a very much more prominent place ; and by entering into that 
he avoids the conflict befiveen his beliefs that he has got in 
his early, religion and his developing mind. ...” 

Sir David said that Haigh had been a chorister at Wakefield 
Cathedral and subsequentl.v, at the age of 17 or 18, assistant 
organist, which the witness said he had accepted as general 
historj', not obtained from the prisoner. The witness understood 
that at that time the atmosphere of the cathedral was verv 

High Church, Taking info account the very circumscribed 
and harsh surroundings from which Haigh had started, the 
change to surroundings of that kind would have appeared to the 
prisoner an ideal way of escape ; the prisoner might not put it 
in that way, but that would be the effect, and' it would be 
harmful to the extent of encouraging the tendency to avoid 
reality. 

Asked if Haigh had given him an account of his dreams 
during that period. Dr. Yellowlees said (referring to his notes 
by permission of the Judge) that Haigh had told him that at 
that time he had experienced a recurring dream which he called 
“ The dream of the bleeding Christ," and in that dream he had 
said that he could see either the head, or sometimes the whole 
bodt\ of Christ on the cross with blood pouring from his 
wounds. All along it had been the question of blood that 
troubled him ; he had said that at that time he had been unable 
to understand why Christ bad been left to die slowly upon the 
cross and had not been killed at once. 

The witness accepted from Sir David that that dream had 
stopped at about the age of 16 and had recurred once— when 
he had been in Brixton prison awaiting trial— but did not know 
that of his own knowledge. In his experience, such dreams 
were invariably associated with a very large amount of waking 
fantasy and day-dreaming. 

Asked if a person in the course of forming a paranoid consti- 
tution tvas secretive, the witness said that was very important ; 
they (vere almost invariably secretive up to a certain stage ; it 
was the beginning of an entirely private and almost mystic life 
which they treasured because it was apart from the cruel world. 
If one had the confidence of such a person — which was not 
easy — at a fairly early stage — as was indeed the case in ordinarv 
life — the person could be induced to unburden himself, after 
which be often went to the other extreme and became very 
voluble, verbose, and garrulous. It depended upon the two 
persons concerned and upon the stage of the disorder. 

Asked whether, as the disorder formed and the subject became 
more and more wrapped up in his own fantastic and personal 
solution to life, he formed the view, generally, that he was much 
cleverer than and really on a different level from ordinary 
people with whom he mixed. Dr. Yellowlees replied : “ Yes. that 
is the natural point. He can only preserve his self-esteem and 
conceal from himself the fact that life is too much for him 
by making these fantastic solutions and saying, just like every 
person who withdraws from life, ‘Look what a clever solution 
I have made ! Oh. the cleverness of me ! ’ ” 

That being the first stage, the paranoid constitution upon 
which was erected the foundation of the structure of the mental 
disorder or aberration known as paranoia. Sir David asked 
whether there was much or little evidence of the second stage. 
Dr. Yellowlees said that before answering that question he would 
like to deal with one or two points further concerning ike 
paranoid constitution. A person so affected had to live two 
lives at once ; he had, so far as he could, to keep up the 
appearance of being clever and to avoid his “ psvcholoeical 
bluff" being called. “You therefore find such people.” he 
•added, “though in no way obviously insane, to be extremeh 
vain anU verv’ conceited, very fond of showing off and taffing a 
delight' in scoring off their fellow-creatures. A large number 
of the false-pretences people and the confidence tricksters have 
cot a paranoid constitution- ... It is an abnormality but it is 
in no sense a disease of the mind, and ifis important to remem- 
her that the constitutional paranoid has got to keep h!< end up 
with regard to the society in which he lives." 

In reply to Sir David, the witness agreed ukat one of the 
greatest authorities on paranoia was Professor Tanri. of 
Irlorence. with whom the witness had been in contact and v.ith 
whose work he was acquainted. The professor's book on mental 
diseases, which contained a chapter on parancia. was a classic. 
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Sir David : I want to get it clear, Dr. Yellowlees, that paranoia 
is a recognized and diseussed menial aberration and, if I may say so 
wilbom ofTcnce. not somelbing lliat you liavc created for Ibis case. 
One wants to be quite blunt about these matters because the impres- 
sion might c.xist. A. I am very glad you said so, sir, 

Q. Dealing with that, in your view has the acute paranoid con- 
stitution, that abnormal personality that you have described, 
developed into the disorder knoun as paranoia ? That i.s what I 
want you to address yourself to. A. The answer is “ Yes," but — 

Q. Could we just pause there for a moment, because I want to get 
it quite clear, if I may, in your words. I told my Lord and the jury 
yesterday that paranoia was a complete and permanent ttlicraiion 
of the entire personality which overwhelms the mental outlook, 
character, and conduct. Was I correct in saying that ? A. You were 
correct, sir, but it would need, I think, some clarification. 

Q. Well, will you clarify it, because counsel is apt to paint with 
a broad brush and 1 do not want there to be any mistake about it. 
A. I think the only essential qualification is you should say a com- 
pletely well established paranoia, because paranoia, whatever else it 
is, is an extremely progressive disorder. You cannot say that it 
begins on this day and ends on that one. 

Q. I quite appreciate that. Dr. Yellowlees. Putting in the word 
“ completely ” — A. Well established. 

Q. “ Well established paranoia.” Would you say that I had put 
it correctly as a complete and permanent alteration of the personality 
ovcnvhclming the mental outlook, character, and conduct ? A. Yes, 

I think’that is correct. 

The witness said tliat- after iiis .second interview with the 
prisoner he had on tlie spot thought of the book which Sir 
David had mentioned and he had procured it, although he 
had not read it for 30 years, and he liad found that the state- 
ments made in the book, which was regarded a.s a classic, and 
the matters which he had himself elicited had seemed so 
startlingly in harmony that he had felt it his duty to say so. 
The point where a man with the paranoid constitution developed 
into a paranoic was terribly difficuU to make plain •, there were 
varieties of paranoia, and the most important one for his pur- 
pose happened to be one of the most rare and terrible of the 
whole group. 

“ The word is sometimes used loosely among medical men,” 
he added, “ but if you ask a medical man what he means by a 
pure paranoia he will understand that you are talking about 
a condition of which this Professor Tanzi’s is the classic dc.scrip- 
tion, and a very rare condition. It is technically called — I am 
sorry about this — one of the egocentric paranoias, and^ it is 
called ‘ ambitious ’ or sometimes ‘ mystical,’ and the point at 
which it develops, so far as it can be a point, is when the 
patient's fantasy world becomes really his psychological home, 
where it becomes more real to him than his real world, and 
when his fantastic solution and his idea of personal cleverness 
passes all bounds and he regards himself as nearly as possible 
omnipotent. All his other activities, his work, his sexual activi- 
ties, and so forth, arc ignored and the energy that ought to go 
into them is turned into building up this fantastic life. Usually 
he does not get to the length — except in a very long-standing case 
— of regarding himself as a god, although I have met patients 
who did. Usually he stops short of that and regards himself as 
in mystical communion with some force or principle or outside 
power which guides him. I believe that the process has begun 
•in this case. I cannot tell you how far it has gone.” 

Asked for his reasons for considering that the patient had 
passed from the ” constitutional ” stage into that form of 
insanity, from the medical point of view, Dr. Yellowlees said 
that was a difficult matter to deal with, because one of the very 
important grounds for his opinion was his lifelong experience 
and familiarity with patients of that kind, but there was first his 
conviction that the prisoner had a paranoid constitution in a’ 
high degree ; then came a series of points which had'.a very 
cumulative effect taken together: to begin with, there w’as the 
very strong indication of a progressive development of a system , 
of mystical ideas expressed with intelligence and lucidity but 
ever less related to the morals of ordinary society and ever 
more associated with reference to some vague force or principle 
under whose guidance he acted. ' 

Sir David: Would you tell us what he gave as the first actual 
conscious revelation ? A. He stated to me that his first conscious 
revelation took place towards the close of the period at Wakefield 
when he was 16 or 17, he said, and he was divinely guided to interpret . 
a verse in the Old Testament as an instruction to drink his own urine, • 


and it is a matter of fact that I understand he has consistently 
followed that instruction to this day, and he was certainly doing it 
when 1 saw him. 

Q. Just pausing there for a moment, is it an accepted characteristic 
of paranoia that paranoics do follow what arc well-known customs 
.among primitive and .savage tribes without knowing that they arc 
following primitive customs 7 A. That is true. I should not have 
as.socialed it with this particular act, because it is not altogether 
uncommon among mentally unstable and peailiar persons, but it 
may svell be ns you say, and it certainly is a fact that paranoics in 
general arc really, though they do not know it, throw-backs ; they 
arc following the customs of primitive and savage peoples. 

Mr. Justice Humphreys: They arc what 7 

Sir D.ivid: “Throw-backs” was the word he used, my lord. 

The witness: Atavisms. Would you quote Profession Tanzi 
in support of what 1 have just said about atavisms, to .show it 
is not my own invention ? 

Sir David : Well, I think my learned friend has a copy of Tanzi 
and he can check on it in any way, but 1 think it will be enough for 
us if you say that that view is supported by Professor Tanzi and it is 
one of the characteristics that he points out, and you agree with that. 
A. That is so. 

Q. Would you go nbw to the second of those points which you arc 
emphasizing ? A. Then he says that the second revelation was 
marked by the appearance — I think it was in 1944 or 1945 — of what 
I call the “Tree Dream” whieh he described to me three or four 
limes, always in the very same way. 

Asked by Mr. Justice Humphreys to describe the dream. 
Dr. Yellowlees said : 

“ He said that it started after a motor-car accident. That may 
or may not have any importance: I do not know. The point 
is that he says that in that accident a lot of blood from a scalp 
wound ran into his mouth and revived his ideas about blood. 
1 have no comment to make on that. Tlie dream that he 
describes is that he goes out into a forest and secs before him 
an entire forest of crucifixes. These gradually turn into trees, 
and the trees, which have branches stretching out at right angles, 
appear to be dripping with dew or with rain. As he gets nearer 
he secs that it is blood that is dripping from the trees and not 
water. One of the trees then gradually assumes the shape of 
a man who holds a bowl or cup beneath one of the dripping 
trees and collects the blood which comes from it. As this 
happens he sees the tree get paler in colour and he himself feels 
that he is losing strength. Then the man in the dream, when 
the cup is fuli, approaches him and offers it to him and invites 
him to drink it. At first he says he is unable to move towards 
the man, and the man recedes and he cannot get to him-, and 
the dream ends. 

• ” He then tells me that this dream may be repeated for some 
nights in succession — once he said six or seven nights, and then 
again I think he said four or five — and during the time when 
the dream is recurring he is uneasy, distrait, able to do his daily 
functions allTight, but not really at ease. He says that after 
this his killings occur and after them — after one or two of them, 
I think that is what he said ; I am not sure — he dreams again 
the same dream, but this time the man does not recede from 
him and he is able to drink the blood.” 

Sir David : Did he tell you whether the dreams caused, in his 
waking hours, a desire for human blood 7’ A. Yes. He was not 
very clear about that, but he simply said he was veo' uneasy and felt 
he must do something — and that was all he said to me. 

Sir David asked whether the two factors to which the witness 
had attached importance — the drinking of the 'urine and the 
dreams which had been described — ^xvere an end of the fantasy 
or was there a further fantasy which defied description as to 
the working of that type of mind. Dr. Yellowlees replied that 
it had been shown that such statements were simply attempts to 
express what could not possibly be put into words. Even in 
tlie felling of a dream it was not always easy to be precise, and 
when dealing with these mystical fantasies it was impossible. 

Asked whether there was complete absence of the sex element 
in the accused’s conduct, he said there was a complete absence 
of any interest or activity irt sex. That in itself was an abnormal 
tiling. 

Q. This was not a case dependent, then, on the sort ,of Viennese 
psychology that everything was related to sex 7 A. No, it had nothing 
to do with that. The absence of a sex element was important, because 
it was a very great abnormality of some kind that a physically healthy 
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young man, who did not seem to be at all scrupulous in his actions, 
^ould have no interest whatever in sex and sexual acti\*ity. It also 
happened to be slated in authoritative works that that ^*3$ a thing 
found in paranoics, who sublimated their sexual energies into that 
self-worship and mj’stical fantasies. 

Asked what differentiation the accused had made between his 
killings and his ordinar>' acts of dishonesty, the witness replied 
that the accused had been quite normal on that subject. As to 
his previous contictions (all for dishonesty), he had said that 
the third was not proper. The first two he admitted, and had said 
that he had to live like anybody else ; having good enough wits 
and rather better than his neighbours, he really had to do the 
best he could. He really did it to get the artistic joy of a good 
job. He had said he was like an artist painting a picture when 
he had successfully hoodwinked his fellow creatures, which was 
typical of an early paranoic constitution and showed the conceit 
and N'anity which were also to be observed in petty tricksters. 

Questions by the Judge 

In reply to his Lordship, the witness made it clear that none 
of the accused’s previous conWctions were for any form of 
riolence ; all were concerned with dishonesty. The killings were 
treated entirely differently by the accused in his statements. 
He had objected very much to the w’ord “ murder — “ It was, 
I think, almost the only sign of touchiness that he showed,” he 
added. The prisoner had not minded their being described as 
“killings.” He had said he had no special interest in rights or 
wrongs or in the laws of the country' or in his victims, because 
“ This is his destiny.” He had said he had a destiny to perform 
— and believed it. The prisoner believed that the killings were 
the third revelation and — although he was not yet clear about 
it — he thought they might have to do with eternal life, but he 
did not know how. He was the instrument of an outside power. 
Before the killings he had had no particular plan : in one case 
he had said he had not knowm until a minute before that he was 
going to kill the rictim. On the other hand, he had stated that 
after the killing he had taken every possible precaution to avoid 
detection because he knew perfectly well that murder w'as 
punishable by law and, like any other sensible man, he was 
anxious to avoid it. 

Mr. Justice Humphreys: If I have got this right. Dr. Yellbwlees, 
he told you he took steps to avoid detection afterwards because he 
knew quite well that to kill a person v'as a ’crime. A, Yes, my Lord ; 
I think he used the phrase ” punishable by law.” 

_Q. Very' s\-ell. A. And he added that of course it did not apply to 
him, 

Q. ^^'hat did not apply 7 A. 'W'hat I have just said— that murder, 
being punishable by law, did not apply to him, ’ 

Q. I do not quite follow. Did he suggest that he was not amenable 
to the law. A. Certainly', ray Lord. 

amenable to law ? A. Because he says that he 
is working under guidance and in harmony with some vital principle. 

. Q. And he thought if he said that everybody else would believe it ? 
A. I would not say that, my Lord, The one thing he is not is a 
malingerer. 

Sir Darid : Did he appear to you to believe ? A. He appeared to 
believe it absolutely. 

Mr. Justice Humphreys: He thinks he ought not to be punished ? 
^A. That is so. 

Q. Does I]e really think he will not be punished, that if he is caught 
stealing or killing, or anything else, that he will not be punished ? 
A. I asked him that, my Lord, and what he said -was, “ I am awaiting 
trial with complete equanimity. I am in the position of Jesus Christ 
before Pontius Pilate, and the only thing I have to say', if I do say' 
anything, would be” — and he quotes, “There can be no power against 
me unless it were given him from above.” 

Sir Darid suggested that it was not uncommon for a murderer 
. to show callous indifference and asked what the witness con- 
sidered unique in the case. Dr. Yeliowlees replied : 

“ I think the absolutely careless, cheerful, bland, almost 
friendly indifference of the accused to the crimes which he 
freely admits having committed is unique in my experience.” 

.Asked whether, he believed that accused had really had the 
“ tree T dream, the- witness replied that he thought the accused 
may have been exaggerating the effect that it had upon him 
because, as he had said, the paranoic person was very lucid and 
intelligent and lived in two worlds at once and here they were 
clashing ; further, he did not think it possible that Haigh could 
have invented the dream. 


Asked for his views on the accused's claim to have “tapped 
his victims and drunk their blood,” the witness said he thoucht 
it w'as pretty certain that Haigh had tasted it ; he did not Imow 
whether he had drunk it or not, and from a medical viewpoint it 
was not important, since blood had run through all his fantasies 
from childhood like a motif and was the core of the paranoic 
structure which he believed Haigh had erected. 

He agreed, having seen many papers and statements written 
by the prisoner, that Haigh's writings were consistent vsith his 
being in a state of paranoia. 

The witness said he was not prepared to pass an opinion on 
the legal test as to whether Haigh knew that what he was doing 
was WTong. The prisoner had gone “ over the borderline '* from 
possessing a paranoid constitution to being in a suite of 
paranoia, but as to the e.xtent* to which that had occurred 
witness could not speak with the same definiteness. 

Asked what contact and opportunities for observation would 
be necessary for a psychiatrist before he could properly answer 
that question as to the legal test, the witness said : 

“I appreciate the importance of the question and I should 
like to make it clear why I am not prepared to answer it. Very’ 
few' forms of insanity are amenable to the question which the 
law requires, because now’adays we do not regard insanity in 
terms of intellectual pow'er or reasoning ability — medical people 
do not, I mean. I am here as an expert on mediejne and there- 
fore it will not be fair for me to give any opinion in words, 
in terms, that do not mean any'thing to me in this particular 
case. In other words, my view would be as good as anybody 
else's.” 

The question having been repeated, the witness said : “ I do 
not think any psychiatrist could answer, or attempt to answer, 
that question unless he had lived with such a patient — a paranoic 
patient — for years.” 

Q. And therefore you prefer to give no answer to it ? A. I 
give no answ’er. 

Cross-e.xamincd by the Attorney-General 

Cross-examined by the Attorney-General, the witness agreed 
that Haigh w'as a person on whose word it w-ould be totally un- 
safe to rely ; he denied that he had relied on it as the main 
basis of his opinion in this case. 

Q. What objective signs of insanity are there in the prisoner ? 
A. I think t should have to repeat all my evidence to say that 

Later the witness said that there were no “objective signs 
of insanity ” ; that was one of the oldest fallacies. He rehed 
in the main on his lifelong experience of such cases and his 
observ’ation of a cumulative series of symptoms, such as 
verbosity', egocenlricity, inability to speak the truth, absence 
of any shadow of remorse, stories of dreams. Paranoia was the 
most difficult of all mental disorders to simulate. ‘ I ma>' be 
wrong, but I do not think I would have been hoodwinked.” 
He was not relying on any one factor. The dreams were not 
the main reason ^r his opinion, although he attached great 
importance to them. • 

Sir Hartley suggested that, although Haigh had been con- 
stantly under observation, during the time he had been in prison 
he had only been seen to drink his urine on one occasion, when 
he had publicly demonstrated that he was able to do it. The 
witness said that, as a result of consultations with Dr. 
Malheson, he was quite satisfied that it was a fact that the 
prisoner did have that habit, although there was no other 
evidence of it. 

Sir Hartley; Dr. Yellowiees, you know, of coursp, from the 
prisoner’s statements in this case that he is a man who, in conne.xion 
with these various murders, has practised an elaborate ^’stem^ of 
forcery and false pretences in order to possess himself of his victim s 
property. A. I do not know “in order to possess them”; that is 
not a question for me. But he has done so, I believe. 

Q. Well, with the result that he possessed himself of his victim’s 
property’. A, Yes. 

Q, You know that from the statements that have been read out and 
to which you have no doubt had access earlier.^ A. Yes. 

Q. You have mentioned his previous convictions: y’ou know, do 
you not, that those convictions were for false preirares ? A. Acs. 

Q. In the first case for conspiracy to defraud, aiding and abetting 
forgery’, and uttering and obtaining money by false documents, and 
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obtaining money by false pretences with six similar cases taken into 
account ? A. Yes. 

Q. Do you know that on the second occasion when there were 
seven similar cases, the charge was attempting to obtain money by 
false pretences and obtaining bankers’ chctiues by false pretences 7 
A. Yes. 

Q. You realize that in the past he has attempted, and .sometimes 
been successful in deceiving others ? A. Yes. 

Q. You think' it quite impossible' that he might have deceived you 
about these dreams ? A. It depends on what subject. 

Q. And the other .symptoms 7 A. I am sorry, sir, I do not see the 
relation between his previous convictions to whether I believe his 
story about dreams. 

Q. Well, you see what 1 am putting to you, doctor ? A. Not quite. 

Q. 1 will ptit it to you frankly : it is that this man has been 
inventing a defence and has been deceiving you in regard to these 
symptoms upon which you have relied for your evidence that he is 
a paranoic. A, Well, I would say, sir, that there is no evidence either 
way conclusive; my opinion is just my opinion, which 1 have come to 
in good faith and which I am bound to tell, and I do not think I am 
likely to be deceived on this subject, but it may well be. 

Q. You may well be detcived 7' A. Undoubtedly. 

Q. You have not relied on anything, apart from your examination 
of the prisoner and his statements to you, ns showing that he is a 
paranoic 7 A. Yes, 1 think I said that I relied, or I was confirmed 
by the startling similarity between his behaviour and the ckassic 
account of this disca.se. 

Witness agreed he had seen the statement by Haigh’s father, 
and. asked if it had assisted him in coming to a conclusion, he 
said he could not really remember that it had ; he did not think 
it was possible for him to explain the various grounds upon 
which ho bad come to a medical diagnosis of the ease, although 
he would try his best to do so. He had not the least recollection 
of the deta Is of the father’s statement. 

After some discus.sion as to the legal admissibility of the 
evidence fihe terms of the statement being finally excluded), 
the •witness was handed a copy. He did .not think the father's 
opinion would be very valuable. 

Mr. Justice Humphreys •. You would not suggest that the tact . 
that the parents belonged to the sect described as Plymouth Brethren 
is any evidence of hereditary insanity 7 A. I never spoke of 
hereditary insanity ; 1 took great care not to. 

Q. You talked about hereditary conditions. A. I talked about 
hereditary insiahillty. and I think that the fanatically religious sects 
show in that 'very fact evidence of instability. There happens to be 
a classic book on the subject called Father and Son, by Edmund 
Gossc. 

The Attorney-General asked if the witness had ever heard or 
read of a case where the drinking of blood had been an indica- 
tion of insanity or a motive for murder, and the witness replied, 
“No, I have not.” 

0- Did you ever ask the prisoner' how much he had realized in 
pounds, shillings, and pence from the murders of the Hendersons and 
the MeSwanns. lo which he confessed 7 A. No, I did not regard 
that as my province. 

Q. But were you not considering it as part of your province to 
discover the motives for lhc.se offences, whether it was a motive 
which lay in the field of insanity .or a motive which belonged to a 
mere mercenary field 7 A. That, ! think, was quite obvious from the 
first inicrview wiih him — that there was no question of motive' in _ 
the popular sense at all. 

In his opinion it was not a matter of importance whether or 
not the prisoner had gained financially from his kiWings. 

He agreed that the prisoner elaborated the accounts of his 
dream.s from time to time. He thought he had heard from 
Dr. Matheson that the prisoner had not mentioned the dreams 
when he had been at Lewes jail previously. He thought the 
prisoner could not help dramatizing everylhing. 

Q. Did you ask whether the urge to drink blood which came to 
him in these dreams immediately preceded the commission of the 
crime or would there be a long interval in between 7 A. All be told 
me, as I gave in evidence, was that he had a dream for four or 
five or six ninhts and that during that time he would be a little 
abstracted or distr.ait at large. 

Q. Would the commission of one murder satisfy the urge that these 
dreams created in him ? A. No, it is quite Incredible that it should. 

Q. You mean that he might want to murder a number of people 
because of the same dream or series of dreams 7 A, Yes, or because 
of the same delusional system in wlilch he might certainly wank to 
murder a number of people. 


Q. Because of the same dream 7 A, 7 do not like to use the words 
because of”; that is where we dilTer. 

Q. Because of the same urge to drink blood following the dream ’ 
A. Poliowing upon the dream 1 think it is certain that he would 
commit further acts of violence. 

The witness further said, in reply to the Attorney-Genera), 
that paranoia was a profound mental disease. ' The Attorney- 
General quoted from Professor Tanzi’s book, at p. 746, that 
“ Paranoia is not a true disease but an intellectual anomaly,” 
The witness replied that this was simply a matter of words. 
•Sufrerers from mental diseases, if they did not recover, passed 
into a slate of mental cnfccbicmcnl called dementia, which was 
.shown by alterations in the brain as an organ. The exception 
w.as paranoia. A man could be a profound paranoic for 
fifty years and upon death the examination of his brain would 
reveal no changes or alterations whatever. For that reason 
many purisls in mental medicine declined to call it a mental 
disease ; it was not a disease of the brain in that sense. 

Asked whether, in ordinary everyday language, he would call 
Ha'gh a lunatic, Dr. Ycllowlccs replied that among doctors he 
would. 

Q. I quote; “ r.ar.anoia is to be regarded as a simple developmental 
anomaly, the product of a passionate temperament and a methodical 
.and pedantic mind.” You do not agree with that 7 A, 1 do not 
agree with any sentence taken out of its context and a’pplied to some- 
body tliirly years after the writer is dead ; but in general I agree 
entirely with the views expressed in that chapter, and indeed it was 
1, ns I have told you, who discovered how important it was and 
brouglit the book here. 

The Attorney-General further q'uotcd : " The paranoic is an 
anomalous being, but he is not a lunatic in the common sense 
of the term.” The witness said that that -was expressed in the 
terminology of 40 years ago ; it was written in general and 
had no application whatever to our present conception of 
diseases or to this particular case. 

In reply to a suggestion that by reason of mental disease a 
man must be presumed not to know the nature and quality 
of his -act and that it was wrong, the witness said that, for 
the reasons he had already given, he had no opinion to offer 
on that. The word “ know ” was one wliich, as an expert, 
he would not use ; it would not be fair. He agreed that 
he had given evidence in many eases of alleged insanity before, 
and in reply to the suggestion that he had not previousl/had 
difilculty in saying whether or not in his view a prisoner had 
known that what he was doing was wrong, he said he thought 
tliat was so.. He did not agree that in this case the prisoner, 
by reason of the elaborate preparations he had made, must 
have known that he was doing wrong ; if that had been so 
he would not have dreamed of coming to the court to give 
evidence. He agreed that the prisoner must have procured the 
sulphuric acid in order to destroy the body. That was pre- 
sumably because he wished to avoid detection as he did not 
wish to be punished. The prisoner certainly knesv that murder 
was punishable by law as a general principle. 

Asked if it was his opinion that the prisoner thought he 
was acting in obedience to- something on a higher level, the 
witness replied, “That is what he says, yes.” He was not* 
satisfied that the, prisoner realized that the law of this country 
was binding upon him ; he was not satisfied that he had not 
known it was wrong. The word “ know ” was very difficult. 

The judge suggested the substitution of the word “believe” 
for "know,” and the witness agreed that it would thus be 
easier to answer the question ; he thought it was very doubtful 
whether the prisoner had such belief. He thought the prisoner 
imagined he was acting under the guidance of a higher power,, 
but he did not know. These questions of knowledge of right 
and wrong had very little to do with persons in the condition 
in which he believed the prisoner to be ; it was the most difficult 
of all disorders to describe satisfactorily in a legal way.. 

The Attorney-General ; I am not asking you- whether the man 
decided, in obedience lo a Wgber power, to do what be rcalizea 
was wrong ; I am asking you to look at the facts and tell the jury 
whether there is any doubt that he must h.ave known that, according 
to Fnclish law. he was preparing to do, and subsequently did, 
somethinc which was wrong. A. 1 wilt say "Yes” if you sX)' 
“ punishable by Jaw." 
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Q. “ Punishable by law ” and therefore WTong by the law of this 
country. 'A. Yes, I think he knew that 

Rc-examination 

In re-examination the witness said he had never before given 
evidence in a case of pure paranoia ; it was because of the 
difficulties arising out of pure paranoia that he was not prepared 
to answer the question as to whether the accused knew that 
what he was doing was wrong. 

Sir David quoted the following passage from Professor 
Tanzi’s book : 

“ Instead of believing himself to be surrounded by treacherous and 
hosdle spirits, the paranoic with delusions of ambition is comforted 
by the presence of fetishes of guardian angels who, through super- 
natural means, are maintained in close relation with him.” 

That was precisely the same sort of relationship with an 
external force which the witness had described in his evidence. 

Sir David quoted again, from p. 724 : 

“ The paranoic delusion, on the contrary, is not a symptom, it is a 
mode of thought, an opinion which, however much it may be marred 
by preconceptions, has its roots in a special struaure of the mind, 
in the paranoic constitution. If is the fantastic product of an 
egocentric but lucid spirit, which abandons itself without restraint to 
the mysticism of primitive man ” — 

a view with which the witness agreed entirely. 

He agreed again that Dr. Nfatheson had given him every 
possible assistance ; he had seen Dr. Matheson’s own case 
history and had no reason whatever to doubt the facts contained 
therein, which in fact confirmed his own views. 

The Attorqey-General did not call evidence in rebuttal. 

The judge, in his summing-up, outlined to the jury the 
principles of the M'Naghten Rules ; he advised them that no 
jury was ever expected to decide whether or not a man was 
sane. That was entirely a matter for the medical authorities. 

In this case the somewhat 'unusual course had been adopted 
of. not calling any evidence at all as to the state, of mind of 
the man and of asking no questions at all of any of the 
witnesses called for the prosecution as to whether he had 
exhibited any peculiarities which would make anybody think 
that he was not a perfectly sane and ordinary person. The 
defence had been content to say, "We are calling an expert 
upon insanity and diseases of the mind who has formed, an 
opinion.” 

“Well, members of the jury,” the judge continued, “if I 
were to say to you that you ought to follow the opinion of 
Dr, Yellowlees that would be, in terms, telling you to find a 
verdict of guilty in this case, because there is no doubt that 
Dr. Yellowlees, although it was very much against his will, 
was in the end forced to say, ‘ I cannot doubt that this man 
did know what he was doing.’ He has said so in terms.’’ 

The jury retired, and subsequently brought in a verdict of 
“ Guilty,” and Haigh was sentenced to death. 


Medical Notes in Parliament 


Cancer and -Tuberculosis Statistics 


Mr. Bevan circulated on July 14 the totals of deaths in England 
and Wales from cancer and tuberculosis, as follows: 


Year 

Deaths 

Cancer 

Tuberculosis 

1920 

42.4^0 

41.439 

1925 

50.433 

39042 

19J0 

562204 

34.82! 

1935 

62,602 

2S.4S9 

1940 

6S.922 

28,144 

1945 

74091 

23.955 

194S* 

79,537 

21.984 


• Provisional 


Grading of Hospital Staff 

Mr. J. V. Collins on July 14 invited Mr. Bevan to define 
the qualifications of a senior hospital medical officer and the 


itiinimum qualifications of a consultant under the National 
Health Service. 

Mr. Beva.n replied ; “ I should not presume to do so. Each 
individual case needs judging on its merits, by local professional 
committees suited to the task.” He added that he had not the 
least intention of interfering with these committees. He could 
do no more than leave the matter to the members of the pro- 
fession concerned. This was the first time that grading had 
been done, and therefore there could be no “ demoting ” from 
a superior to an inferior grade. There was a review of the 
initial decision, and arrangements had been made to establish 
machinery for the purpose.- 

Free Clothes for Patients 

Mr. Bevan was asked on July 14 by Mr. Raydn Davtes to 
what extent his practice was to provide tree clothes for hospital 
Patients. He replied that he had told hospitals, in effect, to go 
On doing what had already been proper hospital practice before 
the Health Service', which was to lend clothing to* patients who 
Could not provide it for themselves or get it from any other 
agency and to let them keep it on discharge when inquiries had 
made it clear that they could not otherwise get it. As in the 
past, this provision would normally only be required for long- 
stay ambulance cases without resources. Mr. Bevan deprecated 
the “ grave misrepresentations ” which certain newspapers had 
made in this matter. 

Diphtheria Immunization 

Mr. Bevan stated on July 14 that doctors who certified deaths 
as due to diphtheria were not under an obligation to state 
whether the victims had been immunized. He explained that 
since diphtheria was a. notifiable disease medical officen of 
health knew of fatal cases and could usually tell from the local 
authority’s immunization records whether a child who died from 
diphtheria had been immunized. 

Claim to Cure Mastitis 

Sir William Y. Darling on July 12 asked the Secretary of 
Slate for Scotland why a registered medical practitioner who 
claimed to have a cure for mastitis and had made offers to his 
Department was not allowed to demonstrate this cure without 
submitting in advance information which might prejudice a fair 
examination of the claim. 

Mr. WoODBUR-N replied that the medical practitioner referred 
to was free to demonstrate his alleged cure for mastitis, but it 
Could not receive official backing until it had been thoroughly 
tested by impartial scientific experts. For that purpose details 
and method of treatment required to be disclosed. He could 
not accept the suggestion that disclosure of that information in 
advance might prejudice a fair examination of the claim. 

Compound E 

On July 12 Mr. A. R. Blackblun asked, in view of the 
evidence as to the efficacy of compound E in the treatment of 
rheumatic diseases, what steps were being taken through the 
Medical Research Council or other bodies to ensure the pro- 
duction of this drug on a large scale at the earliest possible dale. 

Mr, Herbert Morrison answered that research aimed at 
finding effective new substances akin to compound E was in 
active progress under the Medical Research Council. All these 
compounds w-ere e.xceptionaliy difficult to make, and early 
success was not to be expected. Large-scale production of 
compound E itself was a matter for commercial la'-- oratories 
rather than the Council, but again the difficulty of synthesis 
must hamper speed. American manufacturers of the compound 
had intimated that it was unlikely to be generally available for 
use by doctors even in the United States for several years at 
least. 

Putheems 

Mr. D. Renton asked on July 12 which medical categories 
qualified soldiers for service at Hong Kong. 

Mr. E. Shinxveu, said the fitness of soldiers for service 
Overseas was assessed under the Pulheeras system of medical 
classification, which had replaced the former medical 
xutegories. 
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UNIVERSITY or ST. ANDREWS - 

J. M. S. Manson received the degree of M.D. (with commendation) 
at the Graduation Ceremony held on June 30. 

UNIVERSITY OF LONDON 

The title of. Profes.tor Emeritus of Anatomy in the University 
has been conferred on Professor' John Kirk, M.D., Ch.B., 
F.R.C.S.Ed., on his retirement from the S. A. Courtauld Chair of 
Anatomy at Middlesex Hospital Medical School which he has held 
since 1937. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 

At a meeting of the Council of the College held on July 14, Sir 
Cecil V'akclcy. was elected President in succession to Lord Webb- 
Johnson. Sir Harry Platt and Professor Ernest Finch were elected 
Vice-presidents. 

Mr. Dipby Chamberlain, Sir Stanford Oidc, and Mr. A. Dickson 
Wright were admitted as Members of the Council. 

Professor D. B. Deny, of Cairo, was admitted to the Fellowship, 
having been elected as a medical practitioner of 20 years' standing. 

Professors and Lecturers for the ensuing year were appointed as 
follows ; 

Sir Henry Wade was appointed Tliomas Vicary Lecturer. 

Lord Webb-Johnson was re-elected ns the representative of the 
College on the governing body of the British Postgraduate Medical 
Federation. 

Diplomas of Fellowship were granted to Manibhai Ashabhai Patel 
and to Himadri Kumar Sarkar. 

Dr. T. J. Gilmartin, Dr. Alan Cogswgll, Dr. T. T. P. Murphy, 
and Dr. W. D. Arnison were elected Fellows of the Faculty of 
Anaesthetists. 

Diplomas in Psychological Medicine and in Laryngology and 
Olologj’ were granted jointly with the Royal College of Pliysicians 
of London to the following successful candidates: 

DtPLOMA IN PsYCHOLOOiCAL MnoiciNG. — Y. I. Al-Kadi, G. H. L. 
Bullmore, R. L. Buttle, T. Elmahi, M. Englcr, M. B. Feldman, 
VV. N. L. Haynes, S. K. Jctlcy, D. H. Jones, D. T. Maclay, J. C. 
Marfatia, J. R. Mathers, D. L. Murti Rao, C. M. Vaillant, W. S. 
Watson. 

Diplo.ma in Laiuvnoology and Otology. — B. S. Alderson, S._W. 
Allinson, N. C. Banerjee, H. A. Bcagley, R. D. Bell, D. L. Chadwick, 
S. L. Citron, G. A. Dalton, W. V. Doylc-Kclly, C. N. d’E. Bastes, 
L. Fisch, T. B. Gupta, E. W. R. Hackett, J. T. M. C. Jenkins, T. 
Manickam, A. Marcs, S. R. Mawson, M. J. Maxwell, M. F. A. 
O’Connor, M. L, O’Mara, J. T. Rossouw, C. C. D. Shutc, Norcen M. 
Simpson, J. N. S. Taylor, J. D. Thompson. 

The following hospitals were recognized under paragraph 23 of the 
F.R.C.S. regulations: Fulham Hospital O’um'or surgical registrar, 
first and second house-surgeons); Wanstcad Hospital (Resident 
surgical oflicer and house-surgeon); Royal Salop Infirmary, Shrews- 
bury (second house-surgeon at Copthorne Hospital). 

Humerian Professors. — Mr. R. I. Harris, one lecture on spondylo- 
listhesis ; Mr. C. F. M. Saint, one lecture on stomatodacal rumina- 
tions, ch'nical and non-clinical ; Dr. S. A. Henry, one lecture on 
cutaneous cancer in relation to occupation ; Mr. D. J. Browne, one 
lecture on congenital deformities of the urethra, vagina, and anus; 
Mr. J. B, Oldham, one lecture on renal denervation; Mr. J. E. 
Piercy, one lecture on factors contributing to safety in surgery of 
the thyroid ; Mr. J. E. A. O’Connell, one lecture on a review of 500 
surgically treated cases of lumbar intervertebral disk protrusion, with 
special reference to the late results of operation ; Mr. H. F. Moseley, 
one lecture on ruptures of the rotator cuff; Mr. H. L. M. Roualle, 
one lecture on malignant disease of thyroid gland ; Mr. E. M. Evans, 
one lecture on fractures of the radius and ulna ; Dr. Ruth E. M. 
Bowden, one lecture on factors influencing functional recovery 
of peripheral nerve injuries; Mr. R. S. Murley, one lecture on post- 
operative venous thrombosis and embolism; Mr. M. R. Ewing, one 
lecture on villous tumours of the rectum; Mr. E. M. Nanson, one 
lecture on the respiratory responses to operative trauma. 

Arrfs and Gale Lecturers. — Mr. D. F. E. Nash, one lecture on 
surgical aspects of renal damage in childhood : assessment, salvage,, 
and aftermath ; Dr. F. D. Stephens, one lecture on the diagnosis and 
management of Hirschsprung’s disease; Mr. E. S. R. Hughes, one 
lecture on the development of the mammary gland. 

Erasmus Wilson Demonstrators. — Mr. C. E. Shattock, two demon- 
^rations; Mr. B. H. Mitchiner, two demonstrations; Mr. L. W. 
Proger, two demonstrations. 

Arnott Demonstrators. — Mr. R. J. Last, three, demonstrations: 
Dr. F. S. Gorrill, three demonstrations. 


INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the "week ending July 9. (No. 27 

Figures of Principal Notifiable Diseases for the sveek and those for the com- 
spending week last year, for: (a) England and Wales (London included), (M 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland 
Figures 0 / Dirlhs and Deaths, and of Deaths recorded under each Infectious disear 
are for; (a) The 126 great ton-ns in England and Wales (including London)’ 
(b) London (ndministralivo county), (c) The 16 principal fotvns in Scotland! 
(d) The 13 principal towns in Eire. (e)Tbe 10 principal towns in Northern Ireland 
A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 
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are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

} Includes primary form for England and Wales, London (admimstraUve 
county), and Northern Ireland. . 

§ The number of deaths from poliomyelius and polio-encephahtis for Englana 
and Wales, London (administrative county), are combined. 

II Includes puerperal fever for England and Wales and Eire. 
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EPIDE^^OLOGICAL NOTES 

Poliomyelitis 

The number of notifications in the week ended July 16 was; 
poliomyelitis U2 (73), polio-encephalitis 5 (4). (Figures for the 
previous week are in parentheses.) Thus the rise in .incidence, 
which was temporarily arrested last week, has set in again. 
Cases were widely distributed, but except for two in the Wigton 
R.D. in Cumberland there were none north of the West Riding. 
Only one case was reported in the eastern counties. 

hlultiple cases (poliomyelitis and polio-encephalitis together) 
were reported from the following counties: London 13 (6), 
Berkshire 2 (0), Cheshire 3 (2), Cornwall 4 (5), Cumberland 
2 (0), Devon 9 (11), Essex 3 (1), Gloucester 6 (3), Hertford 2 (4), 
Lancaster 7 (5), Leicester 2 (1), Middlesex 11 (^, Southampton 
14 (2), Surrey 4 (I), Sussex 2 (I), Wanvick 2 (3), Yorks West 
Riding 19 (10), Glamorgan 4 (3). 

The rise so far this year is closely commensurate tvith the 
upward trend which occurred during July two years ago. In 
the corresponding week of 1947 an " unprecedented prevalence ” 
was forecast. Although once again an tmusually high incidence 
is to be expected, there is a definite possibility that the curve of 
notifications will flatten out. Up to the present the large centres 
of population are not seriously involved. 

Poliomyelitis Film 

A 60-minute film entitled “Polio; Diagnosis and Manage- 
ment," produced by the Crown Film Unit in 1948 for the 
Ministry of Health, is now available. It is suitable for general- 
practitioner audiences and could' be seen with advantage by 
nurses, physiotherapists, and public health staffs. The film is 
obtainable in 35- and 16-mm. sizes on loan from the Central 
Film Library, Imperial Institute, South Kensington, for showing 
to professional audiences if the organizer has his own projector ; 
otherwise it can be shown on the C.O.I. mobile film units, by 
application to the regional film ofificer of the C.O.L, to pro- 
fessional audiences who can provide a properly blacked-out hall. 

Prevalence and Tonsillectomy 

In the memorandum on poliomyelitis by medical officers of 
the Ministry of Health (British Medical Journal, July 26, 1947) 
the following statement was made: “There is, however, over- 
whelming evidence that a recent tonsillectomy increases the risk 
of a child contracting poliomyeliu's, particularly of the bulbar 
type. Prevalence of poliomyelitis in an area should therefore 
be an ■ indication for the postponement of operations on the 
nose and throat whenever possible.” The subject was discussed 
at the B.M.A. meeting in 1948 (British Medical Journal, July 17, 
1948, p. 151) and the evidence was summarized by Glover 
(Monthly Bulletin of the Ministry of Health, 1948, 7, 150). 

Clearly the decision whether a particular child should be 
operated on at a particular time and place is one for the surgeon 
performing the operation. This decision depends on balancing 
the probable benefit to the child against the probable risks of 
the operation. Both the benefits which may follow the opera- 
tion and the danger of the child's developing bulbar poliomyelitis 
are to a great extent imponderable. 

It has been established by many studies in the U.S.A. that 
when multiple paralytic cases are occurring in an area virus is 
widespread and the carrier rate is high, but there is no practic- 
able routine way of detecting healthy carriers of virus. The 
medical officer of health of the area in which a child lives has 
up-to-date information on the incidence of poliomyelitis in his 
area, and the surgeon should take the local prevalence of polio- 
myelitis into account when considering the desirability of oper- 
ating. Information on the incidence will continue to be reported 
in these columns. 

Poliomyelitis in New York 

Dr. Harry' S. Mustard, Health Commissioner of New York 
City', has announced that the number of cases of acute poh'o- 
myelitis reported to the Health Department since the beginning 
of the year is well above the average for the last 20 years, but 
it is still too early to determine whether this will be a bad year 
(Neiv York Times, July 15). In the first fortnight of July, 64 
cases were reported. There were 12 cases in June, 3 in May, 
1 in March, and 1 in January. 


Discussion of Table 

In England and IValcs a decrease occurred in the number of 
notifications of measles 1,413, scarlet fever 85, whooping-cough 
77, acute pneumonia 30; while increases were reported for 
diphtheria 23, paratyphoid fever 19, cerebrospinal fever 16. and 
dysentery 10. 

The largest decreases in the notifications of measles were 
London 191, Warwickshire 158, Gloucestershire 99, and Surrey 
88. The only large variation in the local trends of scarlet fever 
was a decrease of 30 in London notifications. Fluctuations 
occurred in the local returns of whooping-cough ; the largest 
were decreases in Lancashire 66 and Surrey 31, and a rise of 
52 in Durham. There was an increase in the notifications of 
diphtheria in London from 14 to 27 (Bermondsey 17), and an 
increase also of 12 cases in Liverpool C.B. 

The only large return for paratyphoid fever was Lancashire 20 
(Liverpool C.B. 16). The chief centres of dysentery were Lanca- 
shire with 23 notifications (Liverpool C.B. 18) and London 
with 10. 

Nine cases of acute encephalitis lethargica tvere notified 
during the week, the largest return during recent years. Six 
of the 9 cases were notified in Cambridgeshire (Chesterton R.D.). 

The greatest numbers of notifications of food-poisoning were 
in Yorkshire West Riding (Settle R.D.) 332 and the cfity of 
London 44. 

The notifications of acute poliomyelitis were 7 fewer than 
in the preceding week. The largest returns were those of 
Devonshire 10 (Okehampton R.D. 5, Exeter C.B. 2. Northam 
U.D, 2); Yorkshire West Riding 10 (Dewsbury C.B. 2. Leeds 
C.B. 2, Batley M.B. 2, Colne 'Valley U.D. 2) ; London 5 (Wands- 
worth 2) : Middlesex 5 (Hornsey hl.B. 2) ; Cornwall (Cambome- 
Redruth U.D.) 5 ; Hertfordshire 4 (Hatfield R.D. 2) : Lanca- 
shire 4 (Liverpool C.B. 2, Darwen M.B. 2) ; Glamorganshire 3 : 
Gloucestershire 3 (Bristol C.B. 2) ; Nottinghamshire 3 CBssford 
R.D. 2). 

In Scotland infectious diseases were less prevalent, and the 
fall in the number of notifications included measles .'8. acute 
primary pneumonia 39, dysentery 34, whooping-cough IS. starlet 
fever 16, diphtheria 11. 

In Eire decreases were recorded m the number of notifica- 
tions of measles 48, whooping-cough 16, primary pneumonia 15. 
The largest decreases in measles were Dublin C.B. 34 and 
Kerry (Listowel R.D.) 28. An outbreak of 10 cases of scarlet 
fever was notified in Tipperary (Tipperary U.D.). 

In Northern Ireland decreases were reported in the number 
of notifications of measles 20 and diphtheria 8. The fall m 
measles was contributed by counties Antrim and Armagh. 

Week Ending July 16 

The notifications of infectious diseases in England and Wales 
during the week included; scarlet fever 1,043, whooping-cough 
2,184, diphtheria 104, measles 5,376, acute pneumonia 330. 
cerebrospinal fever 17, acute poliomyelitis 1 12, dysenterv 68, 
paratyphoid fever 50, typhoid fever 6. 


Medical News 


Osier Centenary Celebrations at Oxford 
To mark the centenary of the birth of Sir William Osier the 
Oxford Division of the British Medical Association arranged a 
medical meeting and a dinner on July 12, It w-as appropriate 
both that the principal celebration took place in Oxford and 
that it was sponsored by the Association, for it was at the 
annual meeting at Oxford in 1904 that Osier decided to accept 
the rerius chair at Oxford. The medical meeting was held at 
the Sir William Dunn School of Pathology, where Lieutenant- 
General Sir 'William MacArthur spoke to a large gathering on ; 
“ Of the Smallpox t a Review in the Osier Tradition." Sir William 
svas followed by Professor Sir Henry Cohen, whose talk on 
“ Subacute Bacterial Endocarditis " included an account of the 
part which Osier had played in the recognition of the condition. 
The commemorative dinner, at which over 2(X) were present. 
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was held at Christ Church, the principal speakers being Pro- 
fessor J. A. Ryle, Sir Hugh Cairns, and Professor A. D. Gardner. 
Dr. Peyton Rous, of the Rockefeller Institute, replied on behalf 
of a large number of distinguished guests. Great credit is due 
to the organizing committee and its secretary. Dr, C. W. M. 
Whitty, for the excellent arrangements made for the occasion. 

Osier Club's Visit to Oxford , 

On Saturday, July 16, as part of the centenary celebrations, 
members of the Osier Club made a pilgrimage to places in 
Oxford associated with their “ patron saint." After a visit to 
the collection of Robert Burton’s books reassembled by Osier, 
the parly lunched in hall at Christ Church with Profc.ssor 
A. D. Gardner, the Regius Professor of Medicine. In the early 
afternoon, through the courtesy of the librarian of the RadcIilTc 
Science Library, the very interesting exhibition, arranged with 
the assistance of Dr. A. H. T. Robb-Smith and Dr. H. M. 
Sinclair,' was inspected, and afterwards the party 'visited 
Osier’s room in the Radcliffc Museum. Following a tour of 
13, Norham Gardens, the warden. Miss Fairburn, provided tea 
in the drawing-room which Osier had added to the hodse. The 
day was concluded by breaking the return journey at Ewelmc 
and visiting the charming old almshouse of which Sir William 
Osier was, in common with regius professors since Stuart times, 
ex-officio master, but in which he was the first to take a great 
interest. The beautiful little St. Mary’s Church, which adjoins 
the almshouse and contains the memorial tablet to Osier and 
his family, is suffering from the ravages of the death-watch 
beetle ; it would be appropriate in this centenary year if 
admirers of Osier expressed their respect for him by send- 
ing to the vicar of St. Mary's a contribution towards the cost 
of restoration. 

Royal Institute of Public Health and Hygiene 

The Harben Medal was presented to Lord Boyd-Orr, F.R.S., 
and the Smith Award to Dr. M. T. Morgan at a meeting of the 
Royal Institute of Public Health and Hygiene on July 21. 

Industrial Health Services Inquio’ 

The committee set up by the Prime Minister, under the 
chairmanship of Judge E. T. Dale, to examine the relationship 
between the National Health Service and the industrial health 
services which make a call on medical man-power (June 11, 
p. 1056) met in London on July 22. Various bodies will be 
invited to give evidence. 

Studying Medical Education 

Dr. Anistas Shahine, dean of the faculty of medicine in the 
Syrian University, Damascus, is visiting Britain under the 
auspices of the British Council. After attending the Fourth 
International Congress of Otolaryngology held in London on 
July 18-22, he is studying the British system of medical educa- 
tion. Dr. Shahine qualified from the Syrian University in 1924 
and later studied in Paris, specializing in diseases of the ear, 
nose, and throat. He joined that department of the Syrian 
University and was appointed professor in 1943, becoming dean 
of the faculty of medicine this year. 

Hospitals Contributory Schemes 

The British Hospitals Contributory Schemes Association 
(1948) held a general meeting on July 15, and accepted in 
principle a draft constitution prepared by its provisional execu- 
tive committee. Mr. Henry Lesser was elected president, Mr. 
W. G. Nevin honorary treasurer, and Mr. John Dodd honorary 
secretary. During the year ending June 30, 1949, twenty-five 
contributory schemes had collected £1,738,340. The members 
of the scheme and their dependants are entitled to various 
benefits supplementary to those of the National Health Service. 
Figures' are not available for at least twelve 'other schemes. 
Ten schemes collected £193.642 for charitable purposes such 
as hospital amenity funds, medical research, and medical 
charities. The association operates a clearing house, by agree- 
ment with the Treasury, for the receipt and distribution among 


the various schemes of contributions deducted from Civil 
Service salaries. The clearing house is handling about £30.000 
a year. 

Health Service Expounded 

A pamphlet entitled The National Health Service has been 
prepared by the Ministry of Health and the Central Office of 
information {H.M.S.O., price 6d.) describing the purpose of 
the National 'Health Service and how it is administered. It' is 
intended for anyone at home or abroad interested in the Service, 
’’ and for those who arc workers in the Service, without whose 
understanding and whole-hearted effort it could 'not succeed." 
It gives a fairly objective account of the general-practitioner and 
hospital services available, and, though enthusiastic about the 
effects of the Service, does not shirk mentioning the deficiencies 
that exist at present. Readers arc warned in parenthesis that 
a private patient “must also pay tp have his prescription made 
up at the chemist’s — because the medicine cannot be regarded as 
separable fiorh the doctor’s advice and treatment." It admits 
that “ the public has still to learn how to use the new facilities 
properly and economically," and adds: “Those who are actually 
running the Service have to get used to new conditions and 
changing needs." 

WHO Sanitation Mca.surcs 

A project costing SI, 000.000 to improve sanitation through- 
out the world has been adopted by the Programmes Committee 
of WHO. Fifteen teams will give demonstrations on housing, 
town planning, and rural hygiene. The committee has also 
approved sanitary regulations to replace the various sanitary 
conventions adopted between 1903 and 1944. The guiding prin- 
ciple is the active suppression of epidemic disease wherever it 
appears. 

Health Centres in London 

The Health Committee of the London County Council is 
proposing that the Council shall acquire a site of about two 
acres at Southend Lane, Lewisham, for the purpose of a health 
centre. This w'ill serve an extensive health service area and 
include two neighbourhood units which will contain ultimately 
a population of about 14.{X10 to 15.000. including the inhabitants 
of the Council’s Bellingham and Flower House estates. •' The 
building will probably not be started for another five or seven 
years. It is also proposed to proceed forthwith to acquire 
certain sites in Walmer Road and Threshers Place. Kensington, 
for the erection of a comprehensive health centre. Both at 
Lewisham and Kensington it will probably be necessary to 
exercise powers of compulsory purchase, and permission under 
the Town and Country Planning (Development by Local Plan- 
ning Aiithoritics) Regulations, 1948, will be required. 

Hcberdcn Society 

The Heberden Society held its annual meeting at Oxford on 
July 15 and- 16, when the Heberden Round was taken at the 
Radcliffe' Infirmary by Dr. Sidney Tnielove in the absence of 
Professor L. J. Witts. Seven cases were presented for discussion 
by Dr. Truelove and members of Professor Wilts’s unit. They 
included a case of sclerodactyly and oesophageal stricture, on 
whom oesophagectomy had been performed. The pathology 
was discussed by Dr. Robb-Smith with the aid of slides. Other 
cases presented were: rheumatoid arthritis with Sjogren’s syn- 
drome ; neuritis of the deep branch of the ulnar nerve, occupa- 
tional in origin ; ankylosing spondylitis with involvement of the 
peripheral joints resembling rheumatoid arthritis; hypertrophic 
pulmonary osteo-arthropathy, which was suggested to be pachy- 
derma and pachyperiostitis ; idiopathic steatorrhoea, which pre- 
sented as anaemia and subsequently developed osteomalacia: 
and chronic hepa'titis of nine years’ duration with gro.ss oedema 
and ascites and a subsequent remission following omentopexy 
four years ago. Dr. W. S. C. Copeman was in the chair, and 
Professor A. D; Gardner, regius professor of medicine, wel- 
comed members of the society. On the previous evening a 
dinner was held in Magdalen College, with Dr. E. M. Buzzard 
acting as host to the members. 
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COMING EVENTS 

Edinburgh Lectures 

A series of open lectures has been arranged by the Edinburgh 
Postgraduate Board for Medicine in connexion with the post- 
graduate course in the medical sciences which commenced on 
; July 4. The lectures, which are being delivered in the anatomy 
' lecture theatre of Edinburgh University, began on July 11, when 
Sir James R. Learmonth discussed thrombosis ; on July 18 
; Professor G. W. Pickering, the physiology of hypertension ; and 
on July 28 Sir Lionel Whitby, the present position regarding 
leukaemia. Details of the remaining lectures will he published 
■ in the diary column of the Journal week by week. All students 
and graduates are invited to attend. 

; Congress of Military Medicine 

The 12th International Congress of Military Medicine and 
• Pharmacy will be held in Mexico on Oct. 23-29. It will be 
followed by a conference of the International Office of 
: Military Medicine Documentation on Nov. 6-8 at Havana, 

: Cuba. Information may be obtained from the General 
; Secretary of the Comitd International de Mddecine et de 
Pharmacia Militaires, 79, Rue Saint-Laurent, Li6ge, Belgium. 

SOCIETIES AND LECTURES 

Tuesday 

Edinburgh Postgriduste Bosrd for Medicine. — At Anatomy 
Lecture Theatre. Edinburgh University, Aug. 2, 4.30 p.m., " The 
Principle of Venous Pressure Reduction in the Treatment of Heart 
Failure," by Professor J. McMichael. 

APPOINTMENTS 

Mr. D. Roy McCuIlagh, Ph.D., has been appointed director of the 
. Sterling-Winthrop Institute's biochemistry .laboratories. New York. 

Mr. McCulUsh has recently been carrying out research in endocrinology. He 
graduated with the degree of B.Sc. at the University of Manitoba. Canada, and 
in 1929 obtained the degree of Ph.D. at Cambridge University, where he studied 
under Sir Frederick Gowtand Koptuns, Dr. T. S. Heie, and Professor 2. S. S. 
Haldane. 


BERTHS, 3IARRIAGES, AND DEATHS 

btrths 

Sew*rd. — On July 10. IW9. to Marsaret Mary <o6e Vaot^ianX wife of F. NV. R. 

Seward. M.R.C.S.. L.R C-P., a danghier— Suzanne Marsrarex Uoda. 
Sherry.— On July 10. 1949, lo Kathleen Robinson. F.R.C.S., wife of Dr. 
Vincent F. Sherry, a daughter. . 

AURRIAGES 

Westlalte— Whltton.— On June 29. 1949. ax Alyib. Perthshire. Ernes; Keith 
Westlake, M.B., B.Chir., lo Whiuon. 

DEATHS 

Bell.— On July 21. 1949. Douglas Bell. M.B., D.PTi., of Qiffe Hocise. Skeh 
ojaniborpe. HuddersfieW. Yorks, aged 66. 

Crowley.— On July 20. 1949. Leonard Crossley, M D., of Highfield. Wioslcy. 
Bradford-oo-.\von, Wilts. 

Dalrympie.— On July 17. 1949. at 13. Southfield Road. Bude. Cornwall. Joseph 
Dalrymple. C.M.G/ O B E., LJl.C.P.&S.Ed., L.R.F.P.S Glas., Colonel 
R.A.M C.. retired, aged 80. 

Dayles.— On July 19. 1949. at Sonthaca. John Phillip Henry Davies. M.B.. 

B.Ch,. D.P.H.. of Elgin. LJanKben, Cardiff. 

Flelriier-Jones, — On July 11. 1949, at Chester. Arthur Fletchcr-Joces. 

L.R C.P tLS.Ed., L.R F.P.S.Glas.. aged 75. 

Jackson. — On July 11. 1949, in hospital. Violet Jackson (nfe Conway), M3., 
Ch.B.. DR.C.O.G., of 408, Street Lane. Leeds. 7. 

Jones.— On July 11. 1949. at Bcacbnsfield. Bucks, Lawrence Jones. M3.. 

f.r:c.s. 

Kelly.— On July 19. 1949. at Straihview. Friar’s Lane. Lanark. Joseph Owen 
Kelly. F R.C.S Ed. 

MaeGrepor.— On July 18 1949, at Craigmount. Peebles. Scotland. Angus 

Vallance MacGregor. M.D.. late of West Hanlepool. aged 
Marsden,— On Inly 10, 1949 at 25, Ratbeo R^^ad. Wvthington. Manchester. 

20, Richard Waller Mar«Jcn. M.D.. B Sc., F.R.C.P., D P.H„ aged 81. 
Rail3mhh.— On July 14. 1949. at Hill End Hospital, St. Albans. Herts, Brian 
Rail-Smith. M.R C3.. L-R.C.P-. D.A.. F.FA.. 

Robertson.— On July 21. 1949, at Farbills. Fort Augustus. John Joseph 
Robertson. M.B.. Ch.B.. of 3S, Highburgh Road. Glasgow. W. 

Shackel,— On July 14. 1949, George Arthur Shackel. M.R.C3., L.R.C.P., of 
Erlcigh. Mayfield. Susxee, aged 87. 

Stewart.— On July Ifi, 1949. at Hurst Garth. 2. Dallam Road. Shipley. Yorks. 

Wniiam Craig Stewart. M.B.. Ch.B., F.R.C.S.Ed. 

Sutter. — On July 9. 1949, at 44. Purges Road, Thorpe Bay, Essex. Robert 
Ross Sutter. M D., l.-'ic of Warboys. Runts. 

Walton.— Retenily. Donald Walton, L.M.S3A... of Ascule House. Oxford 
Road. Macclesfield. Cheshire, 

WDton.— On Joly IS, 1^9. at Normamon, Charles Haddon W^ilson, M.B.. 
ChB 

Woodman. — On July 20. 1949 at 272, Battle Road. HolUngton. St. Leonards- 
on-Sea. Wiiham Edwin Woodman. M D., aged 94. 

Wlthl. — On June 22. 1949 at 7, Dundas Avenue. Dudley, Worcs, George 
Douglas Wight. M.B., Ch.B.. D.P.H. 


Any Questions ? 


Correspondents should give their names and addresses {not for 
publication') and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and anstvers whief}. seem to be of general interest. 

Green Staining of Teeth 

Q. — What is the cause of green staining of the teeth ? Car. 
this affect the permanent as well as the deciduous teeth, and 
is any treatment -possible ? 

A. — ^The most common form of green stain affecting teeth is 
of extrinsic type on the outside of the teeth and it can be 
removed, it is usually seen on the gingival third of the facial 
surface of the maxillary anterior teeth in children. The causa- 
tion is not certain, but it is thought to be due to the action of 
chromogenic bacteria and is as a rule assodated with poor oral 
hygiene. Intrinsic staining is far more rare, and is usually due 
to bile pigments carried to the pulp, from which they probably 
enter the dentinal tubules. Copper amalgam, which is occa- 
sionally used for filling deciduous teeth, will sometimes give 
rise to a greenish stain which permeates the teeth. Staining of 
the deciduous teeth appears to be more common than that of 
permanent teeth, although involvement of the latter has been 
recorded, and John Hunter (Worts, ed. J. F. Pamer, 1835, 
2, 19) refers to the effect of jaundice on adult teeth. The treat- 
ment of the extrinsic type is simple and consists in scaling and 
polishing. 

Intrinsic staining, if of the dedduous teeth, can be lefL If, 
however, it is present in the permanent dentition, a difficult 
problem arises, since the introduction of bleaching agents 
necessitates entry into the pulp canal, the teeth thereby being 
devitalized. This procedure threatens the life of the teeth and 
gives rise to the risk of subsequent apical abscesses, etc. Severe 
staining of the anterior teeth is probably best dealt with b\ 
cutting down the tooth to a peg. leaving the pulp alive, and 
cementing a porcelain or acrylic resin crown over the peg. 
Reports of cases of green staining of the teeth have been made 
by the following; Crain, British MedicaJ Journal. 1925, 1, 453 ; 
Ellis, Froc. Toy\ Soc. hied., 1938, 31- 76" : Bovie and Dinner- 
man, Amer. J. Orthodont., 1941, 27. 377 ; Thursfield, Proc. 
roy. Soc. Med., 1912, 5, SecL Clin. Med., 148 : and Lancmead. 
ibid., 147. 

Treatment by Tridione 

Q. — May I hove some information about the use of tridione 
in petit mal and pyknolepsy ? (I) Hoh long should a patient 

be kept in hospital at the beginning of treatment (2) How 
often are leucocyte counts necessary ? 13} What are the toxic 

effects, and at what period of the treatment ere they likely to 
arise? 14) Has treatment to be continued indefinitely? 

A, — (!) There is no need in the ordinaD' way to hive a patTcni 
in hospital when starting treatment with tridione. (2) White 
blood-cell counts may be done once a fortnight for the first two 
months and then once a month, the frequency being reduced as 
clmc goes on. Attention should be paid to the actual number 
of polvmorphonuclear leucocytes, and any counts below 4.000 
per cjnm. should call for care. (3) Possible toxic effects, which 
arc generally not so bad as the literature might suggest, include 
agranulocytosis, aplastic anaemia, and episodic hiccup; apan 
from the changes in the blood, these occur very earl) ■ (**) Treat- 
ment usually has to be continued indefinitely. 

Hypertensive Blood Donors 

Q_ — ; understand that blood from patients suffering from 
kvperpiesis is not always suitable for transfusion purposes. Is 
this correct, and, if so, why ? 1 should clso lil-e to know 

whether it is dangerous to bleed these patients? 

A.— There is no risk to the recipient when blood_ from a 
hypertensive subject is transfused. There is little risk to a 
benign hypertensive donor in relatively good health : but when 
deceneraiive vascular chances have set in there is some danger 
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of a stroke should the blood-letting result in syncope. Patients 
with angina run a similar risk of cardiac infarction in the event 
of syncope. 

Tlircateiicd Abortion 

Q - — yoting priniigravida .three months pregnant has had a 
moderate blood loss lasting four days, but the haemorrhage has 
now stopped. What are the chances that the foetus is alive, 
and how long can it be left with safety if it is not ? 

A- — S. Bender found that in abmit 10"', of all cases diagnosed 
clinically as of threatened abortion the foetus was dead at the 
time of investigation {lirltish Medical Jojirnal, 1948, 1, 683). In 
the case in question, however, if llierc has not been any recur- 
rence of bleeding or any discharge since the original haemor- 
rhage, there is considerably more than a 90% chance that the 
foetus is still alive. There is no reliable method of making an 
immediate diagnosis, but estimation of the urinary pregnanediol 
or a biological pregnancy test, if carried out now and repeated 
again in a few weeks, might help. There is no harm in adopt- 
ing a “ wait and see ” policy ; indeed, that is the only way to 
make sure of the diagnosis. Provided there is no inters'ention, 
there is practically no risk to the patient even if the products 
of a missed abortion are retained for many months. Occasion- 
ally, however, minor upsets, such as general malaise and skin 
rashes, presumably due to absorption of products of degenera- 
tion. are seen. ■ 

Posl-hcrpctic Pain 

Q.—yt man aged 66 had a severe attack of herpes zoster of 
the right frontal region IS months ago. The whole frontal 
region remains hypersensitive to touch, heat, and cold, while a 
severe neuralgia similar to the pain of the acute herpes still 
occurs. The patient is also blind in the eye opposite to the 
herpes, following corneal ulceration, and he has limited vision 
in the other eye. What further treatment is advised, apart from 
the continued use of analgesic drugs ? Would nerve injection 
with alcohol interfere with the remaining vision ?. 

A. — It appears that the eye on the same side as the herpes 
has already suffered damage. Since nerve injection sometimes 
causes keratitis in a normal eye, the use of this method of 
producing analgesia might have grave consequences. The 
relief of pain in such cases is always a difficult problem 
and one not always capable of solution. The pain may persist 
for many years. Deep .r-ray therapy has been tried with some 
success, but the mainstay of treatment is the use of, analgesic 
drops. 

Ulcerative Colitis 

Q. — A woman aged 35 has suffered periodically for three 
years from attacks of vomiting and blood-stained diarrhoea. 
Bacteriological examination is repeatedly negative, and the 
diagnosis is apparently non-specific ulcerative colitis. Recently 
the condition responded rapidly to phthalylsiilphathiazole, but 
on stopping tiie drug there seems to be a tendency to relapse. 

( 1) How long ivill it be safe to continue with this drug ? 

(2) Could tfje intestinal flora be kept more nearly normal by 
giving, say, lactose after stopping phthalylsulphathiazole ? 

(3) Is penicillin likely to be of use ? (4) If the case proves 

resistant, would retention enemata he of any avail ? 

A. — It is not uncommon to find that phthalylsulphathiazole 
controls the diarrhoea of ulcerative colitis, and at times a course 
of treatment may initiate a remission. Unhappily, relapse 
immediately the drug is withdrawn is frequent. ''A^en this 
treatment was originally introduced a dosage of 0.2 g. per kilo 
of body weight four-hourly for four weeks was recommended. 
The part played by the bacterial flora of the bowel is uncertain ; 
there is no evidence that ulcerative colitis is primarily a microbic 
infection, and thus no reason to suppose that a change in the 
bowel organisms would beqefit the patient. At one time an 
emulsion of Lactobacillus acidophilus was often prescribed with 
the aim of altering the bacterial flora, but it had no noticeable 
effect on the course of the disease. Penicillin may control 
secondary bacterial invasion of the ulcerated colon ; the impor- 
tance of this process is hard to assess, and the effects of the 
drug are not impressive. Retention enemata of 7 'to 10 g. of 
phthalylsulphathiazole in 200 ml. of water or mucilage have 
been employed and are often useful. 


NOTES AND COMMENTS 

UnlIntcrnI Flush after Food. — Dr. Theodore James (Boston, Mass.) 
writes: In 1945, under this heading, you published a question I put to 
you (British Medical Journal, 1945, I, 687). This dresv two interesting 
comments from Dr. F. Parkes Weber (p. 758) and Dr. A. D. McDwyer 
(p. 794). It. might be of interest, therefore, to record, because of the 
rarity of the phenomenon, two more almost identical cases which came 
whhin the ambit of my experience within less than three months last 
year. The first was a boy of 10 who was seen with the chief complaint 
of poliomyelitis. The story of unilateral flushing of the face after 
food was volunteered by his mother during the taking of the history. 
This had first been noticed in very early childhood, was becoming less 
frequent, and more often than not required spices to provoke it. 
The boy himself could guarantee dill pickle to produce it when 
other agents, failed. Sweating w.is not in evidence. The second case 
was a little girl of 2 who was presented by her mother for repair of 
her cleft palate, and as an afterthought requested that something be 
done about a unilateral flushing of tho face which recurred regularly 
with or after meals, and had been doing so for, some time. In 
neither of these two cases were there any associated subjective 
symptoms, and in ail three the manifestation was on the left side 
of- the face. Not even suggestive evidence of previous local 
p.athology was forthcoming. 

Dicoumnrol and rrodirombin Level. — Drs. Rosemary Biggs and 
R. G. Macfarlanu write from the Pathological Department of the 
RadclilTc Infirmary (Oxford): Under “Any Questions?” (July 2, 
p. 38) you print a reply to a correspondent who is interested in the 
conjrol of dicoumnrol therapy. In this, Russell viper venom is 
recommended as thromboplastin for the estimation of prothrombin 
by the onc-siagc technique. We feel that the particular correspon- 
dent, and any others who may read this reply, should know that the 
use of the venom, with or without lecithin as o substitute [or brain, 
may give most misleading results. Higher values for the “ percentage 
of prothrombin " m.ny be obtained with venom than when brain is 
used as thromboplastin. Lempen' has drawn attention to this danger 
in your columns, nnd we have since then been informed of several 
cases in which disastrous overdosage of dieoumarin was encouraged 
by an apparently safe level of prothrombin ns estimated with venom. 
These nnd other experiences have prompted investigation of the 
dilTcrcncc between Russell viper venom and brain, (Wilson,’ Biggs 
and Macfarlanc,’ Mawson*). These investigations 'have all shown 
the danger of this modification of Quick’s one-stage technique. We 
feel that venom, with or without leciiliin, should not be used for 
any routine estimation of prothrombin and that it is particularly 
undesirable when used for the control of such a dangerous drug 
•ns dicoumarol. 

References 
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Drs. K. P. Ball and H. O. Hughes, writing from the Central 
Middlesex Hospital (London, N.W.), also refer to the work 
quoted above by Drs. Biggs and Macfarlane. They continue: 
We too have found that Russell viper venom is a most 
insensitive thromboplastin in the estimation of dicoumarol hypopro- 
thrombinacmia using W'iits and Hobson’s leclinique. Serious haeinor- 
rhages arc liable to occur With little increase in the prothrombin time. 
Since changing to Quick’s method, using brain extract as thrombo- 
plastin, significant spontaneous haemorrhages have fallen from 10.4% 
to 1.5%. No serious haemorrhage has occurred when the plasma 
prothrombin content exceeded 10%. The use of Russell viper 
venom inevitably leads sooner or ' later to serious dicoumarol 
haemorrhages, and ns a result a valuable drug is blamed. 
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THE SECRETARY REPORTS 


CENTRAL iVEEDICAL SERVICES 

Discussions between the General Medical Services Committee 
and the Ministry of Health, which go steadily on, have yielded 
in recent months a number of useful concessions. For example, 
a practitioner in attendance on a pregnant woman is now 
entitled, in the eleventh week before the expected date of con- 
finement, to give a single certificate to cover the rest of the 
pregnancy and the puerperium. An ordinary weekly certificate 
will be required for cash benefit purposes prior to the begin- 
ning of the eleven-weeks period, but the new cenificate will 
ease the burden of certification for the greater part of the last 
three months of pregnancy. 

Again, there is to be an improvement in the lay-out of the 
prescription form and in the binding of these forms. Under 
the heading “ Specially Expensive Drugs ” ethisterone is to be 
added to the list of drugs for which a dispensing doctor may 
receive additional payment if he supplies it. 

Another point of interest to the general practitioner is the 
decision to allow a six-months period of grace after the return 
of a communication through the dead-letter office before a 
petson|s name is removed from the doctor’s list. The effect 
is to give a si.x-months “ reprieve ” during which inquiries may 
be completed as to the person’s whereabouts and the necessity 
or otherwise of removing his name from the medical list. 


Terms of Service tor Hospital Staffs 

.The announcement by the Joint Committee published in these 
columns last week contained a statement the significance of 
which some may have missed. It was to the effect that the 
Ministry had agreed that, wherever a patient entered a private 
ward, that patient would become h'able for the payment of pro- 
fessional fees to part-time practitioners, in addition to the main- 
tenance charges, except where the patient is occupying accom- 
modation under the proviso to Section 5 (IJ of the Act — i.e., 
where a public patient is admitted or transferred to private 
accommodation for' clinical reasons. This should bring to an 
end the procedure which is being followed in some hospitals. 
For example, in some cases the hospital authorities have gone 
to some pains to remind the patient entering a private ward that 
he could have gone into a public ward free of cost under the 
Service. A typical form is as follows : 

I have read the cpnditions of admission to pay-bed accommodation 
at the above hospital as set out overleaf and agree to pay the appro- 
priate charges as stated below. 


Sectio.v 4 

Accommodation . . . . . . , . . , Not yet available 


Section 5 (1) (a) Single Ward . . . . . . £1 9s. Od. per day 

{b) 2 Bedded Ward .. .. £1 6s. 7d. per day 

(c) 3 or more Beds .. .. £l 4s. 2d. per day 


Section* 5 (2) (a) Single Ward .. .. .. £1 4s. 3d. per day 

(fe) 2 Bedded Ward . . . . £l 2s. 3d. per day 

(c) 3 or more Beds .. .. £I Os. 3d. per day 


In this caiegoiy*, you uill be responsible for p3>*ing the doctor’s 
fee up to a ma.'dmum of 75 guineas. 


I v.ish to occupy a pay-bed under section .at a cost of 

per day. 

Signature 

Date 

Witness 

iVore.— Under the National Health Sem'ce Act, 1946, the Minister 
of Health allows certain accommodation in hospitals to be set aside 
as pay-bed accommodation. The regulations pronde; 


1. Section 4. — ^Accommodation where patierits pay an iKchni-.e 
daily charge of a few shillings for the privilege of occupying a s’ngle 
or small private ward of two or more beds. 

2. Section 5 (1). — The patient pays the full mam*.en 2 nce charge plus 
an amount to cover the services of the \isiting medical s'af: No 
private arrangements v-ith the doctor are made under this heading. 
Options are set out overleaf, and you are advised to read them, 
carefully and sign where appropriate and zsk lor a copv- o: the 
agreement for retention. 

3. Section 5 (2). — The patient pajs the maintenance cos', (excluding 
cost of medical attention), but pays the doctor a private fee no: 
exceeding 75 guineas. In this section you make private arrancsm.ents 
with the doctor regarding your medical treatment in hospitals. 

On another form which patients are asked to sign on admis^ 
sion to a pay-bed the following statement appears : 

I understand that I am entitled to free treatment at the general 
hospital under the National Health Service, but notwithstanding this 
I siUI desire lo be admitted to the pay-bed wing on the conditions set 
out in the form of application for admission. 

In another case the form for application for admission to 
the priv'aie wards is headed : 

These wards are intended for the use of persons who cannot c£crd 
the fees and charges of a private nursing-home, but are able to pay 
for their maintenance in hospital and limited profesrional charges 

The medical certificate accompanying rht application is in 
the following terms : 

I certify that is suffering frorri 

and is in my opinion a fit and proper person to be received c 

patient in the paying wards of the Hospital, 

m accordance with die note at the head of this form. 

After announcing that the rainimum payment for mainten- 
ance shall be the charge for one week, the form continues : 

WTiere there is any doubt about the financial position of an appli- 
cant for admission an inquiry shall be conducted by the board of 
management as to the eligibility of the applicant 

This new statement by the Ministry establishes firmly vmit 
we have always assumed to be the case — that the patient who 
elects to enter a private ward is responsible for the payment of 
professional fees. 

In the announcement by the Joint Committee last week it was 
also stated that Ministry had agreed that individual practi- 
tioners are free to leave untouched or to delete fcora the whoie- 
time contract any of the clauses which are enclosed in squire 
brackets. The question has been raised whether similar ccr- 
siderations will apply to the part-time contract. In pnncip'e 
the same considerations will apply to the part-time contract, c-y. 
it will be appreciated that in most cases the clauses enclosed in 
square brackets will be fundamental to the part-time contract. 


The Council 

The Organization Committee is already bednrJnc to look at 
some of the important issues of organization discussed at the 
Representative Meeting at Harrogate. .At its next meeting i: 
will discuss yet again the controversial issue of the compesrtior: 
and mode of election of the Council under the instruction 
of the Representative Body to think again on matters ot detail. 
Certain important points of principle arising from the decision 
of the Harrogate meeting to increase the number of directlv 
elected members will be considered by the Council at its f-.T'. 
meeting in the autumn. These having been settled, the crginiza- 
tion Committee will then proceed to wo.-k out a detailed 
for submission to the Council at its meeting early in the New 
Y'ear. 
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DISPENSING DOCTORS 
. PRICING OF PRESCRIPTIONS 
To reduce the heavy burden on pricing offices the Minister of 
Health has decided, in agreement with the that dispens- 

ing doctors paid on the b*sis of the Drug Tariff instead of by 
capitation fee for supplying drugs and appliances should endorse 
and sort their prescriptions in the same way as chemists do 
before surrendering them for pricing. Doctors will continue 
to send in their prescriptions quarterly, but will sort them 
for each month separately. 

Endorsement and Sorting 

Endorsentetn . — All forms bearing prescriptions for dangerous 
drugs arc to be indelibly endorsed “ D.D.A.” in the top right- 
hand corner. Prescriptions for which “special” fees are 
claimed arc to be endorsed “di.spenscd e,xicmporaneoiisly." 
Since fees for mi.xiurcs arc now related to the number of 
doses, doctors should clearly indicate on the prescription the 
number of doses, the size of each dose, and the total quantity 
dispensed. 

Sorting. — ^Thc prescriptions arc to be sorted into two bundles, 

" S ” and “ A." Bundle “ S ” contains forms of prescriptions 
endorsed “ D.D.A.," forms bearing “ special " fee prescriptions, 
and forms bearing prescriptions of net ingfedient cost of 5s. 
and over. Bundle “A” consists of prescriptions of net 
ingredient cost of under 5s. 

Forms in bundle “ A ” arc to be tied up in packets of 100 
presenplions, the packets being tied together in one bundle. 
Where the month's prescriptions c.xcccd 2.000 or 5,000 they 
■ should be tied in packets of 200 or 500 respectively. The odd 
number of prescriptions left over arc to be tied in a separate 
packet and their number shown on the packet. Bundles should 
be submitted with bundle “ S ” on top of bundle “ A.” 

Cotmt/ng.—The' number of (a) forms and (/,) prescriptions on 
these forms must be indicated in both of the bundles in which 
prescriptions have been sorted. 

Z.n6c//i/ig.— The two bundles bear a label showing: (a) the 
letter “ S ” or " A ” ; (/>) the number of forms ;‘{c) the number 
of prescriptions ; (<f) the doctor’s name and address. 

Invoice end Claim for Payment.— Dociors should enter on 
the invoice Form E.C.34 Part A the number of forms and pre- 
scriptions in each bundle, together with the grand total of 
forms and prescriptions for the month. They should enter 
on the claim, for payment Form E.C.34 the total number of 
prescriptions for which advance payment is claimed. _ 

Forms E.C.38 and E.C.34 Part A should be placed in that 
order above the two bundles and the whole lied in one parcel. 

Surrender of Prescriptions. — At the end of each quarter the 
doctor should send the three parcels for the three months to 
the superintendent of the Pricing Bureau, whose addrc^ is 
obtainable from executive councils. The first parcel should be 
sent immediately after the end of September for the quarter 
July, August, September. 

Pricing of Prescriptions 

These arrangements operate from iuly 1. The following will 
be priced in full : All prescriptions (a) with a net ingredient 
cost of 5s. and over, (h) carrying "special” fees as indicated 
in the Drug TariR, Part 11 4, (c) carrying ” D.D.A.” fees, and 
all forms containing two or more prescriptions one of which 
falls within classes (a), (h), or (c), 

At least 20% of the remaining prescriptions will be priced 
in full, and the balance will be paid for on the average cojt 
of that 20%. 


CONFLICT IN AUSTRALIA 

The Federal Council of the B.M.A. in Australia filed a writ 
on July 25 in the High Court challenging the constitutional 
validity of the Government’s free medicine scheme (The Times, 
July 25). On that date amendments to the Pharmaceutical 
Benefits Act became operative. They compel doctors to use 
State forms for prescribing free medicine. 


THE NURSES BILL 

Two deputations, one from the B.M.A. and the other from the 
Royal College of Nursing, met an all-party group of Members 
of the House of Commons on July 25 to discuss ’the Nurses Bill. 
That Bill has passed the Lords. The B.M.A. representatives 
were the following members of the Association's Special Com- 
mittee on Nursing : Dr. H. Guy Dain, Dr. E. B. Brooke. 
Mr. A. Siavelcy Gough, Miss G. E. Collingwood, and Miss 
M. M. Edwards. 


CONSERVATIVE PARTY'S POLICY 

The Conservative Parly has restated its policy in a pamphlet 
entitled “The Right Road for Britain.” U states that a 
Conservative Government svould strengthen the position of the 
family doctor by resioring his freedom to practise anywhere, 
and would give further security to doctors with small lists, 
particularly those in rural areas, by offering a weighted capita- 
tion fee. The Conservatives would allow private patients to 
obtain drugs free of charge. 

They would give first place in the hospital service to reopening 
beds and improving the conditions for nursing staff, and they 
would place on all hospitals within the Service a statutory 
duty to admit acutely sick patients, subject to proper safe- 
guards. A Conservative Government would reconsider whether 
hospitals associated with religious bodies and other voluntary' 
organizations should remain independent if they wish to stay 
out of the scheme, but in general the former voluntary 
hospitals would be retained in the Service. 


EXAMINING T.A. RECRUITS 

REVISION OF SPECIALISTS’ FEES 

The War Olfice has now agreed that for the lime being fees 
of £2 12s 6d. and £3 5s. for one and two cases respectively 
will be paid to civilian specialists for examining Temionai 
Army recruits. Sessional fees for more than two examinations 
will be paid at the rate hitherto prcvailing--i.e.. £4 4s. for 
a session of li-2i hours, and £2 12s. 6d. for a session of 
less than Ji hours. . 

CERTinCATES OF INCAPACITY GIVEN 
IN O.P. DEPARTMENTS 

Clinics and out-patient departments of hospitals may 
certificates of incapacity to patients attending them. This has 
been decided by the .Ministers of Health and National Insurance 
Ster consultation with the B.M.A Formerly 
often referred back to their general practitioners to obtain Ihes 
certificates, that procedure put the patient s ® 

difficult position, since the hospital, not himself, js responsible 

for the treatment. * 

RELEASE OF MEDICAL OFFICERS FROM 
H.M. FORCES 

The Central Medical War Committee has been notified of «« 
fo, .h. r=l»» ot mefcal oBcars !.««> 

H M Forces during the third quarter of 1949. 

• Roval Novv-July ; Group 108. August ; Groups 109 and 
))a "seSlXr : Loups 111, 112. U3, and 114. 

R A M.C.— June 28--JuIy 10 : Group 112. July n--23 • 
— ’ ' iiT tulv 24-Aug. 5 : Group 114. Aug. (rlT ■ 
15 Group U6 AoE. 29-SapL 8 r 

is m sV 9-19 : Grow ’ 

119. Sept. 28'Oct. 5 ; Group 120. 

Royal Air Forcc.-July : Group 108. August : Group HO- 
September ; Groups 112 and 114. 
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CONSULTANTS’ JIEEITNG 

THE PERMANENT CONTRACTS 
The Central Consultants and Specialists Committee met at 
House on July 20. Mr. R. L. Newell was in the 
chair. He told the meeting that the Joint Committee had been 
disturbed by the economic threat contained in the last para- 
graph of the letter from Sir William Douglas, of the Ministry 
of Health, to Sir Lionel Whitby {Supplement, July 16, p. 47). 
Sir Lionel ^\'hitby had told the Ministry in strong terms the 
Joint Committee's opinion of this threat. 

The Joint Committee had been advised that there was a legal 
distinction between the authority of Parliament and the power 
of a Minister. As to arbitration, the infallibility of a Minister 
had no place in English law. The Joint Committee had asked 
the Ministry for permanent machinery to be set up for the nego- 
tiation of terms of service, including remuneration. It should 
take the form of a medical section of the Whitley machinery. 
There should be agreement between the Ministry and the pro- 
fession on the range of subjects that came within this machinery, 
and remuneration should be one of them. Discussing pay-beds, 
the Joint Committee had told the Ministry that it was disturbed 
at the Minister's apparent intention to reduce the possibilities of 
private practice. It had strongly objected to the words in the 
form of contract for whole-time officers that required them to 
treat private patients. The assurances received by the Joint 
Committee from the Ministry would be published forthwith 
(see Supplement, July 23, p. 53). Mr. Newell reported that the 
Joint Committee felt it essential to remain in being to take up 
many points that in themselves did not affect the main issue of 
signing or not signing the contracts. 

After a tong discussion the chairman moved that the com- 
mittee endorse the last two sentences of the Joint Committee’s 
statement: "The Joint Committee decided, with the assent of 
the Ministry, to continue negotiations on a number of outstand- 
ing points. It feels that it is now able to advise hospital staffs 
to enter into permanent contracts." The motion was carried 
by 20 votes to 6. 

Representation of Registrars 

A deputation of three registrars led by Dr. A. B. Backus was 
admitted to state a case before the committee on the representa- 
tion of registrars through the machinery for representation of 
consultants. Dr. Backus said that there were regional associa- 
tions of registrars in ten regions, and a national committee had 
been formed. He asked for representation of registrars on the 
Central Consultants and Specialists Committee and also on the 
reg onal committees. There were a number of reasons why 
registrars wanted this. They had not been able to obtain 
information about matters that affected them, particularly about 
grading and establishment. They sought co-ordination of prob- 
lems in the hospital milieu. It would help to ensure continuity 
from the trainee group to the consultant group, and would help 
the presentation of problems peculiar to registrars. There was 
great financial pressure on registrars, and at present these men 
were far older than had been envisaged in the Spens Report. 
They might be forced to sign contracts before they wished to. 
They were seeking group structure within the B.Sl.A. 

After the deputation had withdrawn, their case was discussed. 
Dr. Rowland Hill suggested that the registrars should be so 
organized that they were not compelled to become members 
of the B.M.A. Mr. Kindersley said that a sub-order of the 
consultants' organization should be formed for registrars. It 
could be discussed by a joint committee of the Central Com- 
mittee and the registrars. He reminded the meeting that the 
Central Committee had incorporated the Hospital Committee, 
and therefore had the duty of representing registrars. Mr. Dick- 
son Wright said that registrars were out of place in a consul- 
tants' committee. A recommendation of the committee's 
executive committee was then put to the meeting and carried 
— namely, that, pending further discussion on matters of detail, 
the representation of registrars on the regional and Central 
Consultants and Specialists Committees be approved in principle. 
A further motion was carried to the effect that there should be 
two registrars' representatives on the regional committees. The 


committee agreed to recommend to Council that a Registrars 
Group within the B.M.A. should be formed, and it aereed 
that there should be two representatives on the Central Com- 
mittee — one of the Group and one from one of the reaional 
committees. 

Fighting Fond 

Presenting the report of the executive committee. Dr. Row- 
land Hill discussed the question of a fighting fund for con- 
sultants. There were two issues for the committee to decide. 
First, did the consultants want to have a fund, and, secondly, 
did they want to have their own fund or contribute to the Guild.' 
He advocated that deductions should be made from their pa% 
and put into their own fund. 

The committee agreed that the consultants should form their 
own fund. Dr. Ross Smith emphasized that there should be 
representatives of the consultants as such on the board of 
trustees of the Guild. 

The executive committee will work out the details. 

Appeal from Grading 

The committee received a report that the Ministry has not 
yet accepted the Joint Committee's representations for the estab- 
lishment of independent machinery. The committee decided 
that machinery for further appeal was necessary, and that the 
appeal should be heard by people other than those who have 
already reviewed the case. 


REPORT ON ]MID\\TV'ES 

COMMENTS OF B.M.A. 

The Council of the British Medical Association has issued its 
comments on the Report of the Working Party or Midwwes 
(A summary of the report appealed in the Journal of Jan. 29 
p. 191.) 

The Association supports many of the recommends’Jor.s cf 
the working party, but feels that there is no acute ens's in the 
midwifery profession. In discussing the professional relation- 
ship of midwife and doctor, the Association emphasizes that it 
should be made clear to both that they form a team ; they have 
a complementary function, and neither alone can give a com- 
plete service. 'The report seems unsound in speaking of the 
midwife as a practitioner of normal midwifery — just as it would 
be unwise to call a doctor a practitioner of abnormal midwifery, 
Where doctor and midwife are working together the midwife is 
in no way relegated to an infenor status 

A feeling of "competition" between the two professions 
which is tending to grow up is fostered by recommendations 
which attempt to define or divide up the spheres of activity of 
either. Clarification is necessary, and the responsible admini- 
strative bodies at all levels should clear up the misapprehension. 

The Association recommends that the Central Midwives Board 
should drop the use of the term " maternity nurse '* for a 
midwife working with a doctor. 

The maternity seni'ces should be under continuous review fay 
the Central Midwives Board in conjuncuon with the Ministry 
of Health. 

A Maternity Services Committee should be set up. which the 
report recommends, but not at the regional level suggested by 
the report. The Association feels that these committees should 
cover small areas. They should contain adequate representation 
of all concerned in the maternity service. 

Training of Midwives 

Pupil midwives should be recruited only from State-registered 
nurses. This conflicts with the report's statement that "pro- 
vided her training is suitable there is no inherent reason why a 
midwife should also be an S.R.N.” 

The report states that the midwife must have a thorough 
knowledge of nursing techniques. The Association considers 
that she must also be fully trained to work in loyal partnership 
with the medical profession, and her qualifications and training 
must be such as to command the respect of both doctors and 
laity. The training of non-State-registered nursing staff as pupil 
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midwives gives far more trouble than is justified by the results. 
The Association is averse to introducing obstetrics loo early 
into a course of general nursing. The report advocated four 
weeks’ obstetric training early in the course, but experience 
shows that many women dislike obstetrics at their first experi- 
ence, and its inclusion early in the curriculum may hinder 
recruitment. 


Questions Answered 


Payment of Expenses 

Q . — Iteforc Juiy 5, 19-iS, I was a {ull~liwe radialoyisl oj « 
voluntary hospital receiving a salary and a share of fees in 
respect of private practice carried out in the hospital, ^^y 
contract with the hospital provided for the payment of my 
expenses for attendance at clinical tneetings. Since July 3, 194S. 
I have continued my clinical visits for six months, hut in 
December, 1948, I uvis informed by the regional board through 
their deputy administrative medical officer that payment of such 
expenses was a matter of disctission with the Ministry. At a 
later date my basic salary was increa!:ed as an interim measure, 
and I was informed that in view of this any expenses claimed 
under my former contract would no longer he allowed. In 
actual fact no expenses have been paid since July 5. Is it your 
opinion that I can press this claim ? 

A. — Although it is true that whole-time salaried hospital 
officers were transferred on the appointed day without a new 
contract and on the same terms as previously, this was an 
interim arrangement pending the settlement of permanent terms 
and conditions of scrs’icc. In the meantime the Ministry has 
effected changes in individual circumstances — e.g., as in the 
case of car expenses — to bring them into tine with the general 
pattern. The permanent terms will be applied rcirospectively. 
and therefore it would serve no purpose to press for certain 
payments which might not be allowable under the final terms. 
The Ministry's proposals regarding study leave (which includes 
leave to attend conferences and scientific meetings) arc set out 
in the terms [Supplement, June 11, p. 314). 

Permission for Partnership 

Q . — Can I lake a neighbouring practitioner into partnership 
without reference to the local medical committee ? if I do fake 
him into partnership, and if I retire in four to five years, can 
he automatically take my practice — again without reference to 
the committee ? We are both in the Health Service. 

A. — If the neighbouring practitioner is already on the list 
it is not necessary for permission to be obtained from the 
local executive council in order that he may join you in 
partnership. If the practitioner is not on the list the consent 
of the Medical Practices Committee for inclusion on the list 
is necessary before he can join you in partnership. Should you 
retire in four or five years your partner would have no auto- 
matic right to your practice. The executive council will take 
into account a retiring principal’s views as to his successor, 
but it is for the council to decide what advice it will give to 
the Medical Practices Committee as to the filling of the vacancy. 

Residence and Place of Practice 

Q " — Are there any Health Service regulations limiting the 
distance at which a general practitioner may reside from his 
surgery, there being a full-time caretaker at the surgery ? 

A. — Yes, a practitioner may not carry, on practice eljewhere 
than at his place of residence or at a health centre, except 
upon conditions which appear to the local executive council, 
cr on appeal to the Minister, to be such as to enable his 
obligations under his terms of service, and in particular his 
obligation to visit his patients, to be adequately carried out. A 
practitioner is required to attend and treat at the places, on 
the days, and at the hours to be arranged to the satisfaction 
of the council. 


Private Certificates for Workmen 

Q. — (a) Can the doctor charge far issuing to workmen private 
certificates for their employers or private insurance chibs os 
regards the workmen’s ability or inability to follow their 
employment ? 

[ht Are there any special arrangements in this respect for 
workpeople working under the Coal Board ? 

A. — (n) Yes. A doctor can charge a fee for private certifi- 
cates for incapacity for work. During the war a special form 
of certificate was issued by the Ministry of Labour and National 
insurance (E.D. 652) on which appears the statement that a fee 
is payable. 

(/>) In some areas collieries and other firms use a special form 
of certificate. Doctors may be asked to co-operate by using 
these forms, but they arc under no obligation to do so. 

Retrospective Terms 

Q . — In March, I94S. I took my Diploma in Medical Badio- 
diagnosis. Having been a registrar Jsupcrnnmcrary) at a hos- 
pital. and knowing them to be short of staff I offered my 
.services, t was offered, and accepted, the post of assistant 
radiologist, locnmtcncnt, and took up my duties on June 1, 
I94S. / still lioid the appointment. / nosv understand that 
my status has been assessed and that I will fall into one of 
the “trainee spcciaiist " groups. Referring to para. 3 (n) in 
■’ The Proposed Terms and Conditions of Service of Hospital 
Medical and Dental Staff,” can 1 not claim payment on such 
a scale from July 5. 194S, and until the termination of my 
present appointment ? 

A. — In its Explanatory Memorandum on the terms of service 
far hospitaf medical staff (Supplement, June It, p. 321) the 
Ministry of Health indicated that it was the intention that, so 
far as possible, the terms should apply retrospectively to the 
appointed day. It is reasonable to assume, therefore, that the 
questioner would be remunerated in respect of the appointment 
which he has held since the appointed day and as from that 
date in accordance with his grading. 


HEARD AT HEADQUARTERS 


Big Agenda 

The old Insurance Acts Committee, which generally had more 
to do than any other Headquarters committee, managed as a 
rule to get through its business in an afternoon. The General 
Medical Services Committee, which is its successor, and repre- 
sents the general practice side of the National Health Service, 
is finding it necessary to have all-day meetings, so great is the 
pressure of business and so manifold the questions which arise. 
At their meeting the other day the members had eleven docu- 
ments before them. The shortest must have run to a couple of 
thousand words, and the agenda contained 48 items. The com- 
mittee sat at its task from 1 1 a.m. to 6 p.m. ft was hoped, in 
the absence of any emergency development, to have a summer 
recess, with the next meeting in September, but on looking at 
its programme the committee found it necessary to meet again 
at the end of July. The chairmanship of such a committee is 
' on the way to becoming a whole-time job. The same is true of 
the Consultants and Specialists Committee, which needs a day 
for its meetings. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization; 

Metropolitan Borough Councils. — Fuiham, Hackney, Poplar. 

Non-County Borough Councils.- — Dartford, Wallsend. , 

Urban District Councils. — Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint' 
ments), Tyldesley. 
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YlTiole-fiine Hospital Medical Officers 

Sir, — W e are writing, one a whole-time hospital medical 
.officer and the other a general practitioner, in the hope of 
"stimulating among doctors but a fragment of the mutual lovalty 
among dockers. 

" Now we learn of the blatant unfairness with which whole- 
time hospital medical officers are to be dealt, as revealed 
recently by the ^finistry of Health in the terms and conditions 
"of service of hospital medical and dental officers (Supplement, 
■June II, p. 314). Para. 5 of this document discloses that for 
part-time medical officers each so-called notional half-day of 
up to 3+ hours, in which is included time travelling to the 
hospital, will count for one-eleventh of the appropriate full- 
, time salary. For 314 hours worked and travelled, a maximum 
of 94 elevenths will be paid. In addition, they can earn 
^ up to 800 guineas annually for domiciliary consultations (about 
J.4 weekly), which whole-time officers will perform unpaid 
;,(para, 8). 

" Nowhere does this document define the limit of whole-time 

■ officers’ hours of work, though, with Civil Sendee devotion, 
other obligations and restrictions are enumerated, but, by 

. analogy to the part-time scales, a full-time week of eleven 
^ half-days should be 38J hours. In fact, all full-time medical 
officers do far longer hours than this with one or more 24-hour 
spells of duty each week and regular week-end duties of 
48 hours tied to the hospital and away from their families, 
r It reflects on the lack of solidarity in the profession and 

■ on the quality of its negotiators that such shabby discrimination 
a against those who bear the burden of the hospital services is 
: tolerated for a moment, that the hourly rate of pay for whole- 
s time officers should be so very much less than for part-time 
r colleagues, and that their hours of work be unrestricted, with- 

out pay for overtime and night and week-end duty. It is surely 
reasonable to demand parity of treatment for whole- and part- 
5 time medical officers, especially in face of the Minister’s wish 
to attract the best people to whole-time service. 

■ It is also strange indeed that, the swindle of the senior hospital 
medical officer status having been permitted, his maximum 
^ salary as an acknowledged specialist should, without protest, 
be £28 per annum less than the income Mr. Bevan hopes the 
average dentist will have after 52% is deducted for expenses. 

.. WTiole-time hospital staffs still have an opportunity to attend 
' , en bloc their local B.M.A. Branches, where there are numbers 
of ■ frustrated general practitioners awaiting any sign of 
encouragement and concerted action. An alliance in only a 
few Branches could turn the machinery of the B.Ma^. towards 
' doing something urgently for these two groups and challenge 
' , the Ministry to maintain the N.H.S. without them if their 
grievances are not met. 

The alternative is to go on swallowing the betterment factor, 
J, the 4d. a week per head encouraging the minimum attention 
as economically advantageous, for the G,P. no paid holiday 
' or sickness locums, the mileage scandals and whatever next 
may come, as well as the bitterness of watching the local 
oculist test his patients’ eyes and the dentist fill a tooth for 
as much as he earns looking after the patient for the whole year. 
^ — We are, etc., 

' Harold Bourne. 

Virginia Water, Suney. ALLEN. 


Tuberculosis Group 


Sir, — Now that formation of a Tuberculosis Group has been 
sanctioned by Council, it is to be hoped that the inaugural meet- 
ing will be held as early as possible. This group cm be 
of great value to doctors working in the tuberculosis field 
if the committee is really representative of all regions and 
of all sections, including registrars. 

I hope that the inaugural meeting agree with this view, and 
that a strong committee will be elected. — I am, etc.. 


V. Cotton CoR-nwaix. 


Dental Anaesthetics 

Silt, I should like to draw attention to the position of pav- 
ments for dental anaesthetics. 

We are paid for extractions of up to three teeth onlv lOs.. 
independently of what kind the anaesthetic is. I am asked in 
the majority of cases to administer “ pentothal.” One cramme 
of pentothal costs 3s. 6d., so we are left with 6s. 6d'. for a 
full anaesthetic involving often a mileage of over two miles 
and at least one hour’s time. 

Disregarding the responsibility involved and the skill required, 
the payment is much lower than that of an unskilled labourer. 
My dental colleagues inform me that many ccctors are not 
prepared to give anaesthetics unless in sessions, and are princi- 
pally reluctant to give intravenous anaesthesia. No wonder ! 
— I am, etc., 

London. N.Wg. H. M.VP.GULIES. 


Grading of Hospital Staff 

Sir, — Many letters recently published show the very real 
dissatisfaction that exists regarding the creation of senior hos- 
pital medical officers. Surgeons, physicians, and anaesthetists, 
many of whom have higher degrees, years of experience, 
recognition by their colleagues as specialists, and are cn the 
staff of recognized hospitals, are being relegated to this status. 
.Ability seems to have no bearing upon the matter. Their 
great sin is that they participate in general practice. 

One point has rot been made clear, and it is that the S.H.M.O. 
was suggested by our representatives and offered to the 
Minister, who readily accepted it as a convenient method of 
"cheese-paring.” So the blame rests this time not so much 
upon the Minister but upon those colleagues of ours whom we 
delegated to watch over our interests. Surely a matter of such 
importance should have been put to the profession a- a whole, 
which could then have decided in true democratic fashion. 
If the machinery of the B.M.A, is impotent to right this wrong, 
then resignation from the employm.ent of the regional hospital 
board is our most effective weapon. — I am. etc., 

* Exeter. GUY STEEI-E-PEr..':tNS. 


Rate of Payment 

Sir, — Surely the answer to Mr. Donald M. O’Connor’s letter 
(Supplement, July 9, p. 46) and to the appended comment by 
the Secretary of the Association is thaL as soon as our lists 
have been cleared, we should press for fixed universal payments 
and for the abolition of the centra! pool. Let os all have 
fixed capitation fees, mileage, and temporary resident fees. 
This would mean an end of the pool, that bottomless pit 
from which everything seems to be frittered away before it 
reaches the practitioner. Then at least we should kno'a 
where we stand from one quarter to the next. 

This should require no magic financial jugglery to budget 
for. We already have fixed fees for maternity work, and tne 
dentists, opticians, and pharmacists have fixed payments for 
items of service. It should be far easier to anticipate tne sum 
likely to be involved in our case than in any of these other 


cases. — I am, etc., 

Invemess. 


D. R. M.vCDONVLD. 


General-practifioner Consultants 

Sir,— I am sorry that Mr. Richard de Soldenhoff (Supplement. 
July 16. p. 51) formed the opinion that Dr. T. N. Rudd and I 
had del beraiely left out the fact that G.P, consultants arc 
paid for their State services, and that he seemed to feel that 
a concealed desire to retain monetary advantages was a strong 
motive behind our attempt to put the case for these who 
practise medicine as w’e do, \4’e thought that everyone v.ould 
know that payment was being made for our State services and 
felt sure that, had he not been a whole-time specialist, he 
would have realized only too well that loss of private practice 
has, almost everyw-here. far outweighed any "mcome that is now- 
received from State sources. 

1 am sorry, too. that he considers our argumen',s specious, 
and I would like to take this opportunity to try to assure 


liverpool. 
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him (Hat it was a very genuine effort on our part to put the 
case for a way of life and a method of service to which we 
are devoted and in which wc whole-heartedly believe. We do 
riot wish to be involved in any invidious arguments about 
relative efficiency, but we believe that, in the straightforward 
cases in which wc endeavour to give our best, the relative 
advantage of a possible loss of a slight degree of efficiency 
is far more than balanced by the increased human handling, 
born of close contact and personal acquaintance. 

With regard to his strong point about efficiency : perhaps 
it will _suffice to say that no treatment is undertaken unless 
V>'e feel quite sure the experience available to us makes us 
competent to perform it efficiently ; otherwise it is readily 
passed on to other hospitals and specialists more expert in 
those cases than ourselves. This the G.P. consultant has 
to do to safeguard his local reputation. 

1 trust he and others in the profession will think again before 
damning to eventual extinction a section of his, profession 
which he admits has rendered valuable and irreplaceable ser- 
vice, and will allow us a chance to make our full and honest 
contribution to personal medical scivicc. — I am, etc., 

Tiverton, Devon, GeoRGE LOWTt. 


His Own Doctor 

Sir,— The ruling that doctors may not prescribe for them- 
selves under the N.H.S. is a type of restriction which will only 
embitter the profession still more against the Service. It is 
a petty and unnecessary regulation, which suggests cither that 
wc are no longer to be regarded as professional men and 
women of integrity with a sense of responsibility or that most 
of us are potential drug addicts. 

It has always been the custom for us to treat ourselves for 
all ordinary ailments, only calling on our colleagues for those 
that are more serious or when we feel that the responsibility 
would bi shared or lifted. After all, if there is evidence that 
we have over-prescribed, the Minister has a remedy. This is 
a fatuous ruling which should be resisted on principle. 

Are we expected still further to subsidize the Service — as if 
we had not done enough already— by buying our own remedies, 
or are we to put notices outside our waiting-room doors : 
" Surgery closed — Doctor has gone to his own doctor to obtain 
a prescription for a bottle of linctus ” ? — I am, etc.. 


London. S.W.19. 


A, D. Beliuos, 


H.M. Forces Appointments 


TERRITORIAL ARMY 
Royal Army Medical Corps 

Captains F. W. Newby-Good, E. J. Ewell, G. V. Cole, A. M. 
Stalker, and J. D. Finnegan have been granted the acting rank ol 

Lieutenants G. A, Bell, R. Semple, S, R. F. Whittalmr, C, T, A. 
Burgess, O.B.E., J. P. Mitchell, P. M. Davies, F. C. Garrow, and 
R. W. Biagi to be Captains, and have been granted the acting rank 
of Major. . , 

J. F. Philip to be Lieutenant, and has been granted the acting rank 
of Major. 

REGULAR ARMY; EMERGENCY COMMISSIONS 
Royal Army Medical Corps 

Captains C. W. G. Cough and I. B. Sen Gupta have relinquished 
their commissions and have been granted the honorary rank of Major. 

War Substantive Captains J. W. Doupe, T. R. Morley, G. IL 
Henry, and A. G. Richards have relinquished their commissions and 
have been granted the honorary rank of Major. 

COLONIAL MEDICAL SERVICE 

The following appointments have been announced: W. R. G, 
Thomas, M.B., Medical Officer, Tanganyika; J. Goodey, M.R.C.S., 
Medical Officer, Specialist (Temporary), Jamaica; Miss E. W. Smith, 
MB., D.M.R.E., Radiologist, Barbados General Hospital; R. S. 
Johnston, M.B., D.T.M.&H., D.P.H., J. C. Milne, M.B., D.T.M.&H., 
P.P.H., and C. H, Williams, M.B., D.T.M.&H., D.P.H., Superscale 
Medical Officers. Grade A, Federation of Malaya; R. E. Anderson. 
M.B., D.T.M.&H., D.P.H., H. Serimgeour, M.B., D.T.M.&H., and 
T. F. Strang, M.B., Superscale Medical Officers, Grade B, Federation 
of Malaya; C. E. Bevan, M.R.C.S., D.T.M.&H., Medical Officer 
Specialist (Tuberculosis), Cyprus; A. C. E. Cole, M.D.,,M.R.C.P., 


D. T.M.&H., Medical Specialist, Tanganyika; J. W. Field, M.D 
Director of the Institute of Medical Research, Federation of Malava- 

Hcisch, M.B., Senior Pathologist, Kenya ; J. F. MaePonaW' 
KR.C.S., Senior Specialist (Surgical), Northern Rhodesia ; D. J. m’, 
Mackenzie, M.B., Director of Medical Services, Nyasaland; j 
Taylor, M.B., D.T.M.&H., D.P.H., Medical Officer of Health, Fiji’ 

E. M. McLc,n), M.D., Medical Officer, Grade B, Trinidad; L. A. H 
MeShme, M.B., Medical Officer, Grade A, Trinidad; M. S. Sindha 

F. R.C.S., Medical Officer, Aden. 


Association Notices 


AREAS OF HOLLAND AND LINCOLN DIVISIONS 

Notice is hereby given by the Council to all concerned that i: 
is proposed to transfer the following areas from the Lincolr 
to the Holland Division ; 

Urban District of Skegness. 

That part of the R.D. of Spilsby comprising the Ci\i 
Parishes of Wainffcct all Saints, Friskney, Stickney, Croft 
New Leake, Eastville. 

Any member affected by this proposal and objecting theretc 
is requested to write to the Secretary of the Association b; 
Aug. 27, 1949, staling the objection and the ground therefor. 

Charles Hill, 

Secretary. 

ADJUSTMENT OF AREAS OF CORNWALL AND 
PLYMOUTH DIMSIONS 

Notice is hereby given by the Council of the following proposal 
made by the Plymouth Division; 

That the Urban Districts of Torpoint, Looe, and Callington, tht 
Municipal Boroughs of Saltash and Liskeard, and the Rural District! 
of St. Germans, Calstock, Liskeard, and Launceston be transferred 
from the Cornwall Division to the Plymouth Disision. 

Any member or Division affected by the proposed changes 
and objecting thereto should write to the Secretary' of the 
Association by Aug. 30, 1949, stating the objection apd the 
grounds therefor. 

Charles Hill, 
Secretary. 


Meetings of Branches and Divisions 
Bolton Division 

The annual general meeting of the Bolton Division resolved tt 
circul.arize al! practitioners it) the area about the B.M.A. 
concerning Public Health Service; 

** The Association has made repeated attempts during recent month! 
to opcii negotiations on permanent scales of remuneration for medics 
officers in the Public Health Service. Owing to the unMIIingness cl 
local authorities to begin discussions under the machinery recom 
mended -by the Government for this purpose, the Council 'S nci 
prepared to accept local authority advertisements for piiblicahon if 
the British Medical Journal unless the salaries offered are m eon 
forrhily with the Association’s own proposals.’ , . ^ 

" It is believed that some local authorities contemplate approaemn, 
general practitioners to undertake extra part-time duties and tlw. 
cover the work normally falling within the province of a whm«-di® 
medical officer. A strong appeal is made on behalf of the Council 
of the Branch to general practitioners to decline such offers. 

“ Inherent in this dispute with the local authorities is the ci‘'esu™ 
of compulsory arbitration, an issue of crucial imporiance to tK 
general practitioner as well as to the public health medical offiesf’ ■' 
every member of the profession co-operates by declining to nppo ton 
or to accept, any appointment of the kind referred to in this note, 
the day when negotiations can be opened will be npprecintii) 
hastened.” 

Surrey Branch 

The following officers were elected at the annual nenernl niceM? 
on June 22. President; Dr. L. J. Harford. Presiden’-n'cct: uj- 
S. A. Forbes. Vice-presidents: Dr. R. R, Powell .and ^’'r. R- t*'’ 
Savege. Hon. secretary and treasurer; Dr. J. W. Siarkov. HO"’ 
auditor; Dr. H. R. Cran. Public health represents ives’ Dr. K- 
Soiitar and Dr. S. L. Wright, 


Correction 

In our report of the Roman Catholic service held at HarroeRK: w 
June 30 {Supplement, July 9, p. 41) we incorrectly said 
address was given by the Bishop of Leeds. ' In fact it was 
by the Reverend H. P. Hennelly. 



BRITISH 


MEDICAL JOURNAL 

LONDON SATURDAY AUGUST 6 1949 


TUBERCULOSIS: CERTAIN UNEXPLAINED MORTALITY FIGURES* 

BY 

The Right Hon. WALTER ELLIOT, ilLC., F.R.C.P., F.R.S., M.P. 


. 1 want here to deal with a subject which necessarily 
involves statistical tables and the scrutiny of certain factors 
of incidence of disease. I am well aware of the desirability 
of the very- greatest and closest attention to these things 
in detail and for the most meticulous accuracy. Therefore 
'lam afraid that on this occasion 1 must add the letters with 
which we are not unfamiliar in the scrutiny of accounts — 
■: E. and O.E. — errors and omissions excepted." You must 
in fact take this more as a general surs'ey than as a very 
I close scientific examination — all the more so since the 
factors with which I am dealing are not anywhere fully ex- 
' plained, and are not at the moment the subject of any 
consensus of scientific opinion. I draw attention to the 
5 trends ; the conclusions to be drawn are admittedly 
; extremely hypothetical. I wish to discuss the figures repre- 
' senting a certain unexplained mortality in tuberculosis, 
particularly pulmonary tuberculosis, in the northern half of 
• Great Britain, and more particularly in Scotland. Scotland 
, is a very convenient statistical unit from many points of 
' view ; it is a smaller and more manageable country, and 
its figures are sometimes published ahead of the correspon- 
r. ding figures for England. 

Tuberculosis Rates 

Tuberculosis rates are, it is agreed, among the most 
^ important indices of the state of the public health. 1 
' think it will be agreed that the steady fall in tuberculosis 
_ mortality in the United ICingdom has been a notable feature 
;,of pubUc health figures for many years. The rates for 
•pulmonary and for non-pulmonary' tuberculosis each have 
' their special significance. For my purpose it is desirable 
; to examine them separately, where possible, although the 
r- combined rates have also, of course, great importance. 

Just to run over the background picture. The death rate 
■ ■ for pulmonary tuberculosis per 1,000 of the estimated popu- 
..lation was, in 1851, for England and Wales, 2.78. In the 
- next 45 years it fell to almost exacUv half ; it was 1.34 in 
■•1897 and 1.31 in 1898. The fall continued. By 1910 the 
^rate had dropped to 1.02 and by 1920 to 0.87, in spite of 
fthe War. The fall still continued ; in 1930 it was 0.72 ; in 
^ 1938. before the outbreak of the last war, it was 0.52. These 
figures follow the recognized course, a course which finds a 
general parallel in many other countries, even in those 
' greatly ravaged by war and suffering in consequence from 
various degrees of malnutrition and overcrowding, 
i There was a short and slight rise of the figures in England 
and NVales in the early war years, but the rise was neither 
;^larming nor continued. The unexplained figures to which 
I should like to draw attention are those for Scotland.- 


address lo the Royal Institute of Public Health and 
•^Hspicnc given on Thursday, May 26. 


The curves in the two countries for many years followed the 
same general course. The death rate per 1,000 for pul- 
monary tuberculosis in England and Wales was, for 
example, 0.72 in 1931. In Scotland it was 0.62. In 1938, 
when, as I have said, the rate in England and Wales was 
0.52, the rate in Scotland was also 0.52 ; that is to say, the 
falling rate in England had gone faster than in Scotland, 
and the two were at the same point. The rate in Scotland, 
however, reacted to 0.63 in 1941, and continued at 0.62 for 
1942, 1943, and 1944. This was all the more strange since 
the destruction of houses owing to aerial bombardment was 
very much greater in England than in Scotland, and the 
regular crowding together of the population by night in 
air-raid shelters, which was such a feature in London during 
the blitz, had no parallel in Scotland. TTie Ministry of 
Health viewed with very great apprehension the result of 
those enormous numbers of people herding together at 
night, and sleeping in crowded shelters, out of their homes, 
during the war years. 

Increase of Pulmonary Tuberculosis in Scotland 

In 1945, at the end of the war, the Scottish pulmonary 
tuberculosis rate declined to 60 per estimated 100,000. ft 
appeared to be about to follow the decline which was taking 
place in England, but this was not borne out by events. 
The estimated rate for 1947 rose to 66 per 100,000, and this 
figure was repeated in 1948. No figure so high has been 
recorded in' Scotland for 20 years. 

These figures do not seem lo be due to any statistical 
fallacy. Notifications may be, and are, subject to changes 
due to greater accuracy in diagnosis and to the extensive use 
of AT-ray surveys. In an x-ray survey among the students 
of one large city in Scotland, of the total examined — 
3,465 — ^the rate of significant tuberculosis detected was : 
for females, 1.95 per 1,000, and for males 2 per 1,000. A 
statement issued by the Ministry of Health in March, 1949 
{British Medical Journal, 1949, 1, 493), said that by June 30, 
1948, about 2,500,000 persons had been examined by mass 
radiography. The number of cases in which clinical diag- 
nosis of active tuberculosis was subsequently made was 
approximately 9,564, or between 3 and 4 per 1,000 of all 
persons examined. It is not more than one ■would expect. 
The post-war notifications cannot be exactly compared with 
those of the pre-war years ; but I think the post-war notifi- 
cations can quite justly be compared with each other, and, 
taken in conjunction with the actual deaths, they present 
this feature of a rise in pulmonary tuberculosis in which 
Scotland is exceptional. 

In 1945 the notifications in Scotland, which pre-war had 
been 4.700, rose to 7,300. As I say, a certain proportion 
of that has lo be discounted owing to greater accuracy 
in diasnosis, but not all of it. In 1946 the notifications 

4622 
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were 7,627 ; in 1947, 7,984 ; and in 1948, 8,208. The deaths 
follow a similar curve. The deaths from pulmonary tuber- 
culosis in Scotland — and that is as near a watertight statis- 
tical figure as you can get, for people are not certified as 
having died from pulmonary tuberculosis unless there is a 
fairly strong certainty that that is the cause of death — 
in 1945 Were 2,932 ; in 1946, 3,231 ; in 1947, 3,390 ; and in 
1948, 3,417. It is clear, therefore, that the upward trend of 
notifications is followed to a certain extent by an upward 
trend of deaths. In 1948, as I have pointed out, the figures 
are the highest yet ; and the 1948 figures arc important 
because they refer to a year with an exceptionally mild 
wiiitcr, as against the exceptionally severe one of 1946-7, 
which might reasonably have been expected to produce a 
rise in pulmonary disease of all kinds. The curves arc 
shown in Fig. 1. The figures for respiratory and non- 

respiratory tuberculosis move 
quite reasonably until 1939. 
Then there is a startling rise 
in notifications of cases of 
respiratory tuberculosis, and 
the curve runs on to a plateau. 
There is no sign whatever of 
a movement dotvnward. The 
mortality rate for respiratory 
tuberculosis follows the notifi- 
cation rate upwards at a short 
distance. 

In contrast to the pulmon- 
ary tuberculosis rate, the non- 
pulmonary tuberculosis rate 
shows a drop both in number 
of notifications and mortality. 
It seems as though after a 
period of time the curve were 
resuming its normal shape. 1 
need not remind you of the 
intense campaign being waged 
for the purification of milk. It 
will be seen, therefore, why 
I decided that it was more advantageous to examine those 
two curves separately, not combining the curve for the 
pulmonary cases with that for the non-pulmonary. In that 
way there will be no misleading conclusions. 

Decline in England and Wales 

The interesting thing is that this rise is not parallel in 
the general statistics south of the Border. In England and 
Wales the notifications of pulmonary tuberculosis were : in 
1945, 42,100 ; 1946, 42,100 (I am leaving out the last two 
digits) ; 1947 , 43,100 ; 1948, 43,900, a slight rise. These 
figures are only to be compared with each other ; it 
is not so useful to compare closely the figures for 
England with those for Scotland, because the details 
are different. On the other hand, the deaths were : in 
1945, 20,013 : 1946, 19,365 ; 1947, 20,156 ; 1948, 19,089. 
It IS clear that something quite different is happening in 
me two countries, and the really interesting question is. 
Does it stop at the Cheviots, at the artificial political 
frontier, or not ? A striking difference would not be 
expected between Newcastle and Galashiels and between 
Lancashire and Lanarkshire. 

At this point it is interesting to note that the Scottish 
pSures are high ■ amongst European countries, whilst the' 
English figures are low. We are dealing here not merely 
with a rise but with a rise in a country with a high tuber- 
culosis figure. In England we are dealing with a fall in a 


country with a low tuberculosis figure. The most recent 
death rales from all forms of tuberculosis per 1,000 are as 
follows : Denmark, in 1946, 32 ; New Zealand, in 1945, 38 ; 
United States, in 1945, 40 ; Sweden, in 1946, 51 ; En^and 
and Wales, in 1946, 55 ; Belgium, 66 ; Switzerland, 76 ; 
Scotland, 79 ; France, 81 ; Northern Ireland, 83. It will 
be seen that even in 1946 there was a wide gap between 
the rate in Scotland (79) and the rate in England and Wales 
(55). A breakdown of these figures amongst the Scottish 
towns shows a very high figure in the great industrial centre 
of Glasgow, and to a smaller extent in Dundee, while Edin- 
burgh is lower, and Aberdeen, surprisingly enough, is lower 
still. The industrial County of Lanarkshire follows Glas- 
gow. Caithness and Orkney follow Aberdeen. In 1946 
the death rate per 100,000 for all forms of tuberculosis 
was : in Aberdeen 46, in Edinburgh 76, in Dundee 87, and 
in Glasgow 132. This compares with figures of 42 for 
New York, 44 for Copenhagen, 51 for Amsterdam, 56 for 
Stockholm, 78 for Paris, and 1 10 for Madrid. The rate for 
Glasgow was a long way above the rate for Madrid. 

I have set out here, by courtesy of the Department of 
Health for Scotland (to whom 1 am also indebted for the 
graphs of Fig. 1), the run of the curve as you might 
have expected it and the run of the curve as it is actually 
working out (Fig. 2). The curve plotted out from 1931 



Fig. 2. — Graph showing mortality rates of tuberculosis in Scotland, 
together with expected curve from 1939-47. 


is projected (broken line) on to 1947, with the figures on 
either side of the line up to this rise of which I have been 
speaking. The p'rojected line shows how the figures ought 
to have gone ; the dotted line shows how they actually 
went. The non-pulmonary curve, according to the latest 
figures, has a trend satisfactorily downwards along the pro- 
jection, but the pulmonary curve has a trend uptrards, 
away from the projected line. 

“Slope to the North” 

To come to the next point of which I spoke, the question 
of the English figures, can we draw any conclusions from 
an analysis of the figures in England ? I believe it is tru" 
to say that a “ slope to the north ” can be discerned. Th 
rate for all forms of tuberculosis in 1946 was 66 in Birmini 
ham, 79 in Manchester, 89 in Liverpool, and 92 in Nev 
castle. I think it is clear, therefore, that a certain maskin 
of the trends in England is taking place, owing to th 
averaging of the north and south. It is still more interes' 
ing that in the northern areas the rates have tended to ris< 
and this at a time when the overall rate in England an 
Wales has continued to fall. As I have said, it would b 
..very queer if completely different trends were sho^vn i 
Lancashire as against Lanarkshire. Tlie deaths per 100,00 
from pulmonary tuberculosis in Lancashire were 70.9 i 
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Fio. 1, — Notification and 
mortality rates of respiratory 
tuberculosis compared with 
those of non-respiratory 
tuberculosis in Scotland. 
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1945, 75.1 in 1946, and 76.1 in 1947. The same trend shows As you know, the Secretan,- of State for Scotland has 


in the- West Riding of Yorkshire, a county with a great 
population which can give one a reasonably reliable statis- 
tical figure. It is a lower rate, but lately it has moved 
upwards. That is all the more interesting, since the West 
Riding figures for the last 50 years or so have been below 
the average of England and Wales. They are at present 
tending to rise, "riie rate was 54.9 in 1945, 53.7 in 1946, 
and 58.8 in 1947. For Durham County the figures are ; 
43.0 in 1945, 41.4 in 1946, and 47.4 in 1947. 

1 do not wish to lay too much emphasis on this trend, 
because I have not the 1948 figures for those counties, and 
all these figures may still be distorted by the incidence of 
the very long and severe ssdnter. In Scotland, as we saw, 
they have been able to cross the bridge and to give figures 
for the following year, when the winter was mild. I would 
therefore not lay too much stress on the rise that occurred 
in the three northern English counties mentioned. On the 
other hand, it is true that even in those severe winters this 
rise did not take place in other areas. It did not take place 
in Northern Ireland, though the figures there are high, nor 
in the City of Belfast : nor has it taken place to the same 
extent in either the cities or the counties of Wales. 

Of course in Northern Ireland we are dealing with 
smaller figures, but there the actual deaths from pulmonary 
tuberculosis were 799 in 1945, 849 in 1946, and 761 in 
1947 ; and in Belfast 328 in 1945, 343 in 1946, and 281 in 
1947. It also is rather odd that the rise did not show 
itself in the cities or the counties of Wales. In a very great 
industrial centre such as South Wales roughly the same 
trend would be expected as is found in Liverpool and in 
Glasgow. In Glamorgan County the actual deaths were 

■ 416 in 1945, 432 in 1946, and 432 in 1947 ; in Cardiff the 
actual deaths were 178 in 1945, 164 in 1946, and 161 in 
1947. We all know the fallacy of small numbers either in 
death rates or in any other form of statistical analysis. I 
do not wish to stress these figures, but it certainly %vould 

■ not be true to say that in them you can detect a rise. 

Causes of Upward Trend 

Now it is very difficult to see what factors can have 
changed adversely in the industrial North which have not 
t changed in industrial Wales or in industrial Southern 
! England. What is affecting Glasgow which is not affecting 
i Birmingham and Cardiff? The factor, whatever it is, 

. seems to be associated elsewhere at least with industrialism. 

; The rise in Scotland is mostly in Glasgow and Lanarkshire, 
r The upward trend in Northern England is shown in the 
'. industrial counties of Durham, Lancashire, and the West 
Riding. It is not shown in the neighbouring more-agricul- 
tural counties of Northumberland and Cumberland. On 
the other hand, no rise at all is shown in Sheffield or Leeds. 
The housing conditions in the northern towns in general 
' have been worse than those in the south, yet one might 

■ say that the deterioration, if anything, was greater in Bir- 
; rningham, Manchester, and, of course, London, all of which 
' ^ttffered wide destruction of houses from air bombardment. 

There is another factor which might have to be examined 
I not so much a deterioration as an equalization. The 
rationing system has tended to level out any differences in 
consumption of food and fuel. I think it is probable that, 
pre-war, there was a greater consumption of food and fuel 
as one moved northwards. At any rate, the housing was 
woree, and in general the rents were lower and the surplus 
I available for food was greater. It is possible that the iron- 
ing out of these things has increased the impact of climate 
and housing, and that that is at least partly responsible 
for the figures I am mentioning. 


actually instituted an inquiry into the Scottish position. 
The committee in question has not yet reported, and I 
think that its first report will be mainly of a factual nature. 
So far as I know, this committee has not yet arrived at any 
explanation. And so the fascinating picture is before you 
of a detective story half read. We do not know the crimi- 
nal. It is up to us to exercise our intelligence. The field 
is open ; anyone may gain great fame and reputation by 
sohing the puzzle. It is a very remarkable thing in the 
history of public health that one of the major diseases, one 
which has been under such careful examination for so 
many years and has been so closely surv;eyed in every 
way, is at present subject to a movement that is entirely 
unexplained by those who have either the responsibility 
of dealing with it or the responsibility of giving adiice 
upon it From the administrative point of view this prob- 
lem has, naturally', to me the very highest fascination, 

Non-respiratory Tnberculosis 

I promised to mention the non-respiratory curve. That 
curve has moved down, as one would expect, I think, 
parallel with the “cleaning up of the herds.” It was, how- 
ever, puzzling to us in Scotland that our figures remained 
above those of England, although the cleaning up of the 
herds has gone much farther in Scotland than in England. 
That story, however, so far has a happy ending, because 
the most recent figures of 1948 show; that the curve has 
come down with a run and is only just above that for 
England. The non-respiratory mortality rate, which in 
England and Wales was 10 in 1945, 8 in 1946, and 8 in 
1947, left us with an unexplained problem in Scotland, 
where it was 18 in 1945, 15 in 1946, and 14 in 1947. How- 
ever, the 1948 figure comes down with a run to 9, so it 
looli as if wisdom were being justified of her children 
there. But that simply means that that curve is doing 
what one would expect — it is following a recognized course, 
the campaign is producing results. 

Conclusion 

To summarize, the fascinating curve is the one which is 
not doing what we expect, which is moving the other way— 
the campaign is not producing results. A doubly interesting 
point is that in England, where the combination of the 
various parts of the island is producing a general curve. 

It vvould appear, breaking it down more closely, that the 
curve is not similar in all parts of the Kingdom. Wild 
speculations may be made ; they are as hkely to be right, or 
at any rate to form as reasonable a point of departure, as 
any other at the moment. One speculation is that there 
may have been an introduction of a more active strain of 
infection into Scotland in the considerable Polish migration 
that took place in the early days of the war. It may not be 
so ; but, at any rate, there certainly was a mass movement 
to our country of a population which in its own country is 
highiv susceptible to tuberculosis and has a high tuber- 
culosis rate — a population which afterwards was inter- 
mineled very intensively with the Scottish people. That 
may be an entirely erroneous Une of inquiry. But when 
vou are faced with an unexplained set of facts you must 
consider all the likely and all the unlikely explanations. 

It is possible that the unlikely explanations are quite ^ right 
as the likely explanations. Here, then, is a fascinating 
problem of public health to which no solution has yet been 
found. I commend it as an example of how to-day it h 
still possible to find unexplained problems, and of how it 
may be possible, by the use of intelligence and by industry, 
for'any investigator to find an explanation of facts which so 
far have baffled everyone. 
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PROBLEMS OF AGEING AND CHRONIC 
SICKNESS^'^ 

nv 

A. P. THOMSON, M.C., M.D„ F.R.C.P. 

Professor of Therapemks. University of Birminglwm; 

Physician, United Hospitals, Dirminghain 

In my first lecture I recalled impressions gathered from 
a general review of several infirmaries and presented a 
more detailed analysis of the patients of one large institu- 
tion. Before I discuss the clinical materia! as a whole 
I propose to describe some conditions that deserve more 
attention than they have hitherto received. They fall into 
four groups: (I) Extreme contractures developing with- 
out apparent lesions in cither the nervous or the loco- 
motor system. (2) Some peculiar conditions of the feet. 
(3) Unusual phenomena in the late stages of va.scular 
hemiplegia. (4) Incontinence. 

Contracliirc.s 

The contractures to which I would draw attention are 
usually found in very old people who have been long in 
bed. The posture is one of extreme flexion ; the knees arc 
drawn up to the abdomen, the heels touch the buttocks, 
the arms are held close to the sides, with the elbows bent 
so that the hands are close to the mouth, and the chin rests 
on the chest. The wrists and fingers and sometimes one 
elbow are freely movable ; when feeding, cither hand is 
used to stuff food into the mouth without the help of spoon 
or fork. The attitude recalls that of the intrauterine foetus. 
Such patients are difficult to examine. Left to themselves 
they pull the bedclothes over their fac« and lie motionless 
for hours. In all that we have examined we have found 
the plantar responses flexor, but it was hardly possible to 
be certain of the tendon reflexes. Rough testing of sensa- 
tion showed no gross change, but vibration sense was 
absent. Attempts to straighten the limbs were obviously 
painful. 

There was no history of arthriUs or any detectable abnor- 
mality in the joints. A few of these old people talked freely 
and sensibly when they were roused, but they certainly 
preferred to be left alone. Invariably they were totally 
incontinent. 

We speculated much about the cause of this condition, 
which I had never encountered before ; it may be that there 
is some degeneration in the central nervous system that 
accounts for it, but the extraordinary agility of the fingers 
of both hands in manipulating food makes that explana- 
tion improbable. Eventually we came to the conclusion 
that the very old adopt a position of flexion in bed in 
order to conserve heat ; for the same reason they pull the 
bedclothes over their heads and rebreathe their expired air. 
In the course of time the immobile muscles are fixed in one 
position. It is likely that regular massage and passive 
movement would prevent this horrible and distressing dis- 
tortion. If, as is common in cases of arthritis, the contrac- 
ture of the legs is not symmetrical and one thigh rests 
across the other, extraordinary atrophy of the soft tissues 
occurs at the place of pressure, so that the femur may be 
felt almost immediately beneath the skin on the medial 
aspect of the thighs. The tissues adjacent to the place' of 
contact seem to be moulded round the opposite limb. 

•The second of two Lumleian Lectures delivered at the Royal 
College of Physicians of London on April S and 7. Lecture I was 
publiSied in last week’s issue. 


The Fed 


The deplorable condition of the feet of the aged poor is 
notorious. On admission to the infirmaries many patients 
have deformities not only of the toes and feet but also of 
the nails which must have made walking painful. In some 
the nails grow to such an extent that they are bent over by 
the shoe and bury themselves in the soft tissues on the 
under side of the toe. Relief of this distress by rest in bed 
leads some of them to avoid activity, and soon they become 
permanently bedridden. We have no doubt that the 
deformities arc increased, and in a few cases caused, by 
the pressure of bedclothes tightly tucked in. In many 
patients lying supine we found the terminal phalangeal 
joints flexed with the skin shiny from the pressure of the 
sheet ; the great toe later is inclined outwards, usually on 
the dorsal aspect of the foot in the position of extreme 
hallux valgus, but sometimes it is pressed under the other 
toes and comes to lie on the ball of the foot so that when 
the patient tries to stand the weight is borne on it. 

As an example to show how so simple a deformity may 
svrcck an individual life I recite this simple history. 

A woman aged 58, in active work in a factory in 1940, fell and 
broke her humerus. She was admitted to hospital ; there was 
some difficulty with the fracture and she lay in bed for two 
months. She then got up, but complained that walking was 
painful and was put back to bed. As she persisted in her com- 
plaints she was transferred to the infirmary, where she lay for 
over seven years. She was the picture of health, and her only 
disability was that the big toe lay transversely under the ball 
of the foot. Treatment was refused, because she did not wish 
to leave the institution in which she had been treated so kindly. 

Steps have now been taken to supply simple “ cradles " 
to all the beds. 


Hemiplegia 

The common consequence of a vascular lesion involving 
the internal. capsule is familiar; spastic paralysis in exten- 
sion of the leg on the opposite sidej adduction of the arm 
at the shoulder, flexion of the elbow, and sometimes 
extreme flexion of the wrist and fingers with rotation of 
the forearm. In a few the flexion of the fingers is suffi- 
cient to cause the nails to make deep grooves in the palms 
of the hands. We were surprised to find in a number of 
patients some years after the original stroke that the pos- 
ture of the limbs varied from the usual pattern. In some 
there was gross flexion of the affected leg with the knee 
drawn up to the belly, and the arm might be either 
extended or flexed at the elbow. At first we thought that 
the variation was the result of another stroke, but we could 
obtain no history suggestive of an episode of that kind : 
several experienced nurses assured us that the postural 
pattern of the affected side of the body slowly and almost 
imperceptibly changed in the course of years, and some 
considered that the flexion deformity of the leg could be 
nrevenfed by massage, movement, and daily traction. We 
examined a number of these anomalous cases in great detail ; 
there were no demonstrable sensory changes, and the depar- 
ture from the usual pattern could not be related either to 
spontaneous'activity after the stroke or to any form of 
physical treatment or position m which tire patient had 
been nursed. It is of course conceivable that these irregu- 
lar postures developed as a result either of slowly pro- 
gressive thrombosis around the original lesion or of 
fnTependent vascular occlusions in other situations which 
wrSd to trace; If the observations of the nurses about 

the slow insidious course of ‘ is 

correct (and I have no reason to doubt them) there is an 
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obvious need for careful study of the morbid nervous 
anatomy of these cases. 

We noticed, too, in a few cases some difference between 
the te.xture of the skin on the paralysed and unaffected legs, 
and we propose to investigate this by biopsy to see whether 
inactivity of a limb leads to demonstrable structural 
change in the skin. 

Incontinence of Urine 

Incontinence in the aged and chronic sick is the most 
serious of all the problems in the day-by-day management 
of an infirmary'. The burden that it places on the nursing 
staff needs no emphasis. I remind you only that no fewer 
than 457 were always or occasionally incontinent out of a 
total of 943 bedridden patients when we began our survey. 
The cost in laundry and in the wear and tear of bed linen 
IS formidable. Preliminary analysis shows that a large 
proportion developed incontinence after admission to the 
institution and confinement to bed for varying periods. Of 
the 714 patients included in the survey 252 were incon- 
tinent — 19 males (25%3, 173 females (44%). The propor- 
tion is smaller than the one given to us on our first visit 
because our figures exclude some of the occasional and 
accidental offenders. _Of the 252 cases 97 were certainly 
incontinent on admission, but no fewer than 108 lost con- 
trol of the bladder while in the infirmary ; in 47 cases the 
date of the onset yvas unknown. 

In only one-quarter of all the incontinent cases was it 
possible to find a physical condition that might reasonably 
be considered to be the cause of it. but no investigation 
worthy of the name has been possible. An important result 
of our analysis of this symptom was the fact that in these 
patients incontinence in either sex was not a consequence 
of age ; there was very little difference in the incidence 
in the ten-year groups 60 to 69, 70 to 79, and over 80. 

In the Leeds survey the proportion of incontinent patients 
was much smaller (males 8.5%, females 10.5%). 1 have 
already suggested that the better condition of Affleck’s 
cases may have been due to greater activity' in the wards. 

There was general agreement that incontinence could 
not be avoided by “ screening ” rounds even at very short 
interx'als ; patients might be left with bed-pans for ten 
minutes without result and the beds would be soiled within 
a few minutes of their removal. We tried the effect of 
acetylcholine derivatives to produce a result while the bed- 
pan was in position, but the experiment failed and the 
patients resented the injections. It had been noticed that 
if bedridden patients were encouraged to get up and move 
about with' help from the nurses the incontinence often 
ceased, but the labour of getting them out of bed and 
caring for them when up was greater than that of cleaning 
them every four hours and was too much for the small staff. 

The reverse was also true: a few clean bedridden patients 
became incontinent when they were removed from bed— 
especially if the adventure was undertaken against their 
wishes — and it was clear that evacuation of the bladder 
and^ bowel was with several of them a sort of protest 
against the disturbance of their peace. 

These facts suggest that much incontinence in infirmaries 
is due to psychological disorder induced to some extent by 
insfitutional routine, .although it may also be aggravated by 
infection and local pathological changes. The patients do 
not seem at all distressed by it, and this supports the view 
that the mental factor (the lack of conscious inhibition) is 
more important than the overactivity of the bladder 
mechanism that Wilson (1948) found by cystometric 
methods. 


Psychologists have expressed the opinion that incon- 
tinence in the senile is a form of regression to the ano- 
oral eroticism of infancy. It may be so. I lack the train- 
ing and ability to explore the unconscious motivation of 
the incontinent who were brought to my notice. The 
analysis must, I think, be difficult. 

Of one thing I feel confident — that the burden of incon- 
tinence will not be reduced until it is possible to ensure 
greater activity and more effective treatment to the senile 
and chronic sick than is now possible with the restricted 
staffs of the infirmaries. 


The Clinical Material 

The patients of a large infirmary are a rich mine of 
clinical material for teaching and investigation. Strange 
phenomena of human pathology abound, and one of my 
registrars, after a happy afternoon svjth cases of hereditary 
cerebellar ataxia, Huntington’s chorea, and paraple^a 
due to localized Paget’s disease of the spine, remarked 
that the place was a censor’s paradise. The simile is fair, 
but lacks precision ; his recent struggle for the member- 
ship of this College had perhaps clouded his judgment of 
the appropriate paradise for censors. 

Our original intention was a clinical classificauon of the 
patients based on accurate diagnosis, but. apart from the 
inherent difficulty of the extent and variety of the material, 
we were confronted with so many individuals who showed 
evidence of numerous distinct and serious pathological pro- 
cesses in one body at one time that we found it impossible 
to classify them even by "systems." This was true in at 
least half the cases, and in the remainder a single diagnosi- 
was often not more than approximately accurate because 
m achieving it the psychological condition, the blood pres- 
sure, and the state of the arteries might be convenient’s 
ignored. We eventually decided to classify the patients 
according to the condition which seemed most disabling at 
the time of survey. Thus, in Table V. “cardiac condi- 


Table V . — Diagnostic Category of Most DtsubUnji Londtiton at 
Time of Survey 
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Cerebral thrombosis 
Senility 

Cardiac conditions 
Oirooic bronchitis 
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lions’’ include only cases of gross cardiac failure and not 
those with svTnptoms of cardiac insufficiencv . Chronic 
bronchitis with heart failure was classed as cardiac . 
advanced arthritic changes with hemiplegia were counted 
as arthritis, and severe hemiplegia with moderate arthritis 
was reckoned as cerebral thrombosis, and so on. In the 
senile croups were the extraordinarv' contractures that have 
already been described. The final result, for the reasons 
that 1 have given, is of dubious value. The large numbe.s 
of cases with multiple pathology led me to herctiea! 
criticism of the theorv- of the single diagnosis. 
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Tlie Thcorj’ of tlic Single Diagnosis 

This dogma of the single diagnosis holds almost undis- 
puted sway in English medical leaching. It is founded on 
Ac simple faith that if we are clever enough and thorough 
in our investigation of a clinical case we will eventually 
be able to show that all the symptoms and all the physical 
signs are the result of a single process of disease. TTie 
appropriate label 'may then be affixed, honour is satisfied, 
and the dogmatic arc content. I do not Aink I exaggerate. 
On all sides I hear the warning. “ Don’t diagnose two dis- 
eases simultaneously.” Those about to give classes 'search 
diligently for good teaching material, by which they, mean 
cases which permit the plausible demonstration of the 
validity of the theory: clinical examinations arc conducted 
to test (among other things) ability in this exercise. 

I can find no specific account of the origin of the theory ; 
I suspect that, like Topsy, “ it just growed ” in the 
nineteenth century under the stimulus of the triumphs of 
exact science and with the development of morbid anatomy, 
the discovery of micro-organisms and the consequences of 
their invasion, and particularly, perhaps, with Ac elucida- 
tion of certain obscure syndromes and their constant asso- 
ciation with gross lesions in particular organs. Consider, 
for instance, Addison's disease of the suprarenals — its 
strange and perplexing symptoms and signs and the splendid 
demonstration that they were hardly ever found in a patient 
without manifest destruction of one or both of two small 
glands. 

The discovery of the bacillus of tuberculosis, the defini- 
tion of the architecture of the basic lesion, and its natural 
history showed that many very dissimilar clinical conditions 
were in truth the result of a single pathological process. 
Before this advance had been made it was difficult to 
believe that there could be a unity linking chronic phthisis 
in the adult with tuberculous meningitis in the infant, 
although a few physicians with prophetic insight had 
suspected it. The proof that the pale spirochaetc was the 
cause of all the varied lesions of syphilis and especially 
of general paralysis and tabes, had a like influence, and- 
it is unnecessary to multiply examples. 

The human mind longs for order, and soon the theory 
of Ae single diagnosis was born and waxed mighty. And 
indeed it served /a very useful purpose, for adherence to it 
undoubtedly led to more careful examination and more 
accurate classification of clinical syndromes. Pragmatically 
Ae theory was justified ; it worked. Later it was buttressed 
— as useful theories are often buttressed — by somewhat 
dubious argument. A hypothesis of independence was 
introduced (I do not know whence) which stat- J simply 
that, as in human beings serious disease apart it'rom epi- 
demics was a rare event, it was inherently imp' Mable that 
two serious processes of disease would coexist m the same 
person. But this argument neglects important '(acts. 

First, a person who is already the victim o') one serious 
disease is often as a direct result more pron\ to develop 
another. Consider, for example, the high ireidence of 
cancer in the post-cricoid region in patients Vho have 
suffered long from an iron-deficiency anaemias, or Ae 
frequency of arterial degeneration in Ae diabetic\^Text- 
books recognize the coexistence of serious diseases, o^rin 
deference to the Aeory of the single diagnosis they call one 
of them a complication of the other. 

Secondly, a disease which in a healthy man is but a 
trivial affair may in those already subject to a serious 
malady assume lethal significance, A sore Aroat in a 
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Strong young man is unpleasant ; in Ae victim of chronic 
nephritis it is something worse. 

Thirdly, Ae longer a man lives the more likely is he to 
bear scars and disabilities of previous indiscretions and 
random attacks of disease which may in part be balanced 
by the acquisition of “immunological wisdom” by his 
tissues. The response to fresh disease or injury in the sick 
and aged will therefore paint a clinical picture confused 
and complicated by differing contributions from many 
sources, and the assessment of the relative importance of 
the separate contributions is the particular task of the 
clinician rather than the construction of a single diagnosis 
to account for them all. 

As I have already said, the application of the theory o) 
single diagnosis, which has given the f.imiliar working 
world of doctors the fallacious appearance of a multitude 
of separate and unrelated disease processes, has produced 
results of the greatest practical value — not only in the 
recognition of disease and the discovery of effective treat- 
ment of its immediate cause, but also by the accumulation 
of knowledge which enables us to prevent or restrict the 
operation of those causes. At a certain stage in the train- 
ing of students, too, dogmatic teaching has its worth. 'The 
theory is therefore not lightly to be set .isidc as .! svorking 
hypothesis ; in acute illness occurring in the yo'jng or pre- 
viously healthy a single diagnosis is likch to be justified, 
but in the aged and chronic sick it is r.ircK relevant 

Tire Problem of Ageing 

Senescence implies a series of changes most of which 
commonly but not invariably occur in an mdiMdual who 
has lived through a period of chronologic.il time. In man 
Ae changes arc familiar: the skin is pale, often vciiowish. 
wrinkled, and inelastic. On the backs of the han^ls purpura 
is common and there is patchy pigmentation of brownish 
hue. The hair is white and often sparse . the back is 
bowed, the limbs are sometimes tremulous, .md the teeth 
are lost. Movement is slow and often cl umw. There is 
a tendency to fall, and, as Sheldon has shk'wn, the fears 
of accident may be so great that they domia.itc the life of 
the old person. Muscular effort entails di-t C'S. especially 
with breathing. Sleep is short and easily dl^turbcd. though 
drowsiness is frequent. Vision fails and de.ifnevs is com- 
mon. Sexual desire wanes and inferfilit\ m fem.ales is 
absolute and in males possible. 

Observation of others and, more rarely, contemplation 
of ourselves acquaints us with certain moic subtle changes 
in personality — the conservatism and intolerance of change, 
a slightly contemptuous indifference to popular opinion and 
fashion, the loss of memory for recent events, and the 
difficulty in recalling names. All these things, with the 
physical changes, arc accepted as natural, inewt.able, and 
irreversible with the grim resignation that proclaims' that 
an old dog can’t learn new tricks. 

It is reasonably certain Aat ability to learn declines in 
the human species soon after growth ceases, but my col- 
league, Professor M'. V. C. Jeffreys, of the Department of 
Education, tells me that no work has been done in this 
country that justifies any opinion about that quality in 
those over 50 years of age; In America preliminary investi- 
gation suggests that considerable capacity to acquire new 
knowledge and skill may be retained until late in life, and 
that judgment and experience may compensate in 'large 
measure for the slowness of the learning — ^an opinion that 
I can describe as comforting. 

Foulds and Raven (1948), on the other hand, were satis- 
fied Aat the capacity to form comparisons and to reason 
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by analogy diminished slowly after the age of 25. They 
did not investigate persons over 60 years of age, but said 
that if the rate of decline in later life remained the same 
as in maturity it would follow that by the age of 80 the 
average individual’s ability to grasp fresh ideas and adopt 
new methods would be no greater than that of a child 
of S. Eysenck (1945) had already produced evidence in 
support of that grim conclusion. Freud, too, at one time 
discouraged psychological analysis in patients above 50 
“ because old people are no longer educable.” We may 
readily concede that mature experience is likely to prove 
an infertile soil for the cultivation of psycho-anal>'ticaI 
concepts and reserve a hope that, for that reason alone, 
it may not be incapable of wisdom and greater knowledge. 

With respect to the physical changes, belief that the 
disabilities of age are the result of a natural and inherent 
process in human life is based on the frequency with which 
they occur and the simple fact that no man has yet escaped 
death. The belief is also sustained by the common observa- 
tion that longevity is often a familial characteristic and by 
the experimental evidence- that modification or removal 
of one gene in Drosophila will materially affect the life 
duration of the resulting stock. 

For several reasons, however, it is possible to maintain 
speculative doubt whether the changes of senescence are 
wholly inherent and inevitable in the course of life. 

First, there is considerable variability in the time of onset of 
the disabilities of ace not only in individuals of the same familv- 
but also in different peoples. Senescence occurs earlier, for 
instance, in tropical races than in those of the temperate zones. 
This suggests (but does not prove) that the effects of external 
environment, the incidence of infection, accident, malnutrition, 
or indiscreet excess may play a larger part in the development 
of senescence than has previously been suspected. 

Second is the fact that in certain forms of life ageing does 
not occur. Insects die almost invariably without showing any 
signs of the wear and tear accepted as the usual prelude to 
natural death in the human being ; a possible exception is the 
worker bee — the indomitable woman of the hive who is said to 
show a loss of hair and some fragmentation of the wings before 
she dies — but this is not certain. 

TOrd is the strange irregularity of the distribution of changes 
attributed to age — the tissues of the body are not affected 
equally. In the vertebrates, including man, as Carrel has 
pointed out, these changes occur first in what may be termed 
the closed systems and the plasma, in the teeth, in the joints 
(arthritis deformans) and particularly the vertebral articulations, 
in the amount and distribution of fat, and in the aneries long 
before there is any detectable alteration in the organs. Are we 
to assume that tissues age independently of each other, or is it 
possible that these early changes in the closed systems are the 
result of metabolic or other disturbances conditioned from 
without ? 

Fourth is the riddle of marine life. Bidder (1925, 1932) has 
maintained that in natural conditions the growth of fish is 
unlimited by time and that they do not become senescent or 
infertile. They die by random chance, or " parental ” deaths 
occur, as in the male salmon. Established knowledge is small 
and the matter highly debatable. 

These mysteries have more than intellectual interest ; in 
view of the changing age structure of human populations 
they are among the most urgent of our problems. In the 
present state of knowledge, it seems to me, senescence must 
be regarded as the product of two components or groups 
of factors; (1) effects produced in an individual by pro- 
cesses inseparable from life as an organism over a period 
of time ; and (2) random effects of changes in environment, 
disease, famine, surfeit, and activity. Age and death are 
phenomena resulting from the variable interaction of the 
two. 


Influence of External Conditions on Ageing 

There is no satisfactory definition of ageing. Minot 
(1908) measured vitality in terms of growth ; not the mere 
rate of growth but the specific rate — that is, the abifity 
of living tissue to reproduce itself at the same speed as 
that at which it was itself formed. If that criterion be 
accepted the vitality of tissues declines soon after the fer- 
tilization of the ovum ; at first reproduction is unrestricted 
in geometrical progression — ^from the zygote to 2, 4, 8, 16 
cells — but as not more than between 300 and 400 celluiar 
reproductions are likely in the whole nine months of gesta- 
tion the rate must soon decline. In other words, man has 
aged considerably before he is bom, and continues to age 
rapidly in youth and more slowly as life advances. 

In a study of the shape of the human form as a func- 
tion of time my colleague. Professor P. B. .Medawar (1943), 
reached a parallel conclusion — that the rate of change falls 
off progressively from the fifth month of foetal fife to 
maturity. In a review (Medawar, 1942) of the biological 
mechanisms controlling growth he recorded the opinion 
that it is likely that there is a non-diffusible protein in the 
intercellular fluids of adults that discourages the inception 
of free growth. 

Minot’s ideas raised the problem whether changes in the 
rate of growth might alter the vitality and survival of 
organisms. Early experiments in mice led to the belief 
that a high rate of growth was associated with increased 
longevity, but the result was dubious because the possible 
influence of genetic differences had been ignored. Study 
of the brook trout, indeed, suggested that the relation of 
rates of growth to longevity might be inverse, and Saxton 
(1945) investigated the matter afresh in rats carefiillv 
selected to avoid genetic difference. He found that, if the 
rate of growth were reduced by feeding them on a diet 
properly balanced in respect of all the known essentials 
but of smaller calorie value than the rats would normally 
consume, the longevity of the experimental animals was 
increased by no less than 100?o when compared with that 
of a similar group on unrestricted diets. This remarkable 
increase was noted in both specific and potential longevity, 
in the mean age of survival of the group, and in the 
duration of the Ufe of the individuals. 

The application of such diets to rats at maturity 
undoubtedly prolonged their lives, and this experimental 
result strengthens the appeal for moderation that the 
empirical wisdom of physicians has so often addressed to 
the middle-aged. 

That I should not be charged with the wish to impose 
moderate hunger as a condition of the discipline of well- 
conducted nurseries I think it prudent to say that in my 
judgment Saxton’s general conclusion, that retardation of 
growth in rats by restriction of calories significantly 
increased their life span and reduced the development of 
inflammatory, neoplastic, and degenerative diseases, is of 
only theoretical interest until we learn the fate of suc- 
cessive generations of animals bred in such conditions. 
His work is none the less important, because it shows that 
longevity in rats may be increased to a surpnsing degree 
by a simple change in dieL 

The Evidence from Botany 

There is great variation in the life span and life cycle of 
different plants, and both the span and the cycle may be 
greatly modified by artificial culture, .Mono-carpic plant' 
mature seeds but once and die. Why they die is unknown : 
it may be from starvation due to e.xhaustion of available 
food by seed production or the result of some poison 
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elaborated in the process. Nevertheless the life of mono- 
carpic plants may be indefinitely prolonged by modifying 
their environment in such a way that growth continues 
without the formation of flowers and seeds. 

Gardeners long believed that vegetative reproduction 
soon led to degeneration and that. sexual propagation was 
in some way necessary to rejuvenation. But it now seems 
probable that the degeneration was in fact due to virus 
diseases, which only exceptionally are transmitted through 
seeds. In perennial plants there is no certain morpho- 
logical evidence of senescence in succeeding years, though 
the temporary organs such as leaves and fruits show 
obvious cycles ending in senescence and death. The con- 
clusion is that suitable modifications of external conditions 
may enormously prolong the period of growth and survival 
of plants and seeds. 

Tissue Culture 

There is now no doubt that the life and reproduction 
of most cells may be prolonged by artificial culture beyond 
the limit of the natural span of the organism from which 
they are taken, although some of them, like those of the 
nervous system and the muscles, soon become incapable 
of reproduction. It has been noticed, too, that cultures 
from an aged tissue, though slow in starting, will grow 
as well as those from a young one and that the growth is 
favoured by the introduction of tissue fluids from a young 
animal of the same species. The interesting problem arises 
whether the ageing of dssues may be a consequence of 
some humoral change in the organism. 

These fundamental questions in the present state of 
knowledge have little immediate relevance to the urgent 
problem of the infirmaries, but 1 mention them to show 
that the study of the aged and their disabilities may be 
something more than an exercise in clinical taxonomy and 
worthy of the attention of physicians. 

Our work in Birmingham is in a preliminary stage ; we 
have found in apparently healthy old men a curious altera- 
tion in the pattern of the chemistry of the blood — the 
sodium and the chloride are reduced, there is delayed - 
response to hypoglycaemia -due to intravenous insulin, the 
storage of vitamin C is defective, and there is a diminished 
excretion of 17-ketosteroids. These changes suggest a defi- 
ciency in the adrenal cortex, but there is no increase in the 
blood potassium or any clinical evidence of Addison’s 
disease. Injections of testosterone restore the pattern of 
the blood chemistry to the accepted normal and the patients 
gain several pounds in weight and profess that they feel 
better. Clinical physicians have exceptional opportunities 
in this field, for to them alone will come the cases of 
sudden and premature senescence which may be expected 
to afford material suitable for exact investigation. All of 
us are familiar with the rapid ageing of healthy individuals 
submitted to the strain of injury, bereavement, fatigue, and 
illness, but the biological processes underlying the manifest 
change are rarely studied — the condition is accepted as 
“ natural.” And yet in these cases the phenomena of age 
are sometimes reversible. In this connexion I cite a 
published case (Thomson, 1938) illustrating the sudden 
appearance of senility after an accident. 

In April, 1937, a healthy virile man aged 55 had his hand 
crushed in a machine and suffered much pain. In three months 
he was completely bald and withered; his weight fell from 
10 to 81 St. (63.5 to 54 kg.) and his friends did not recognize 
him. Sexual desire almost disappeared, and he shaved only 
once a week instead of daily. His hair slowly grew again and 
was white ; his skin was wrinkled and inelastic. There was no 
change in the external genitalia, but the pubic hair was scanty. 
No evidence of disease was found after investigation in the 
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out-patient department, and he refused admission. I saw him 
at intervals for several months and he improved slowly without 
treatment. Two years later his hair was brown and thick, he 
regained his normal weight and lost all trace of senility ; sexual 
desire had returned, and he had to shave every day. 

Similar changes are to be observed in women who suffer 
ischaemic necrosis of the pituitary as a consequence of 
severe haemorrhage or infection at parturition, and I have 
twice seen the sudden development of senile changes in 
cases of the so-called Lorain infantilism. For more than 
twenty years I have had under observation a dwarf, now 
36 years old, who suffers from epilepsy but has no other 
symptoms or evidence of illness. Recently he has shown 
signs of sudden ageing, mainly in the wrinkling and loss of 
elasticity of the skin. Soon, I believe, as happened in the 
other two cases, he will be a typical example of the 
progeria of Hastings Gilford. 

Summary’ nnd Conclusion 

The Clinicnl Aspect 

My purpose when I set out on this inquiry was simply 
the discharge of what seemed a disagreeable duty — the 
discovery of the best means of improving the state of the 
institutions for the aged and chronic sick in the Birmingham 
region. I now believe that the problem is one which 
intimately concerns the whole of clinical medicine and yet 
has been almost entirely neglected. 

To restore the study of the aged and the chronic sick 
to the common stream of medical activity seems to me the 
paramount necessity, and the first step must be the estab- 
lishment of wards in general hospitals and particularly in 
teaching hospitals' for this purpose. Some assert that it is 
necessary to develop yet another specialty in the shape of 
geriatrics. I do not share that opinion. The problems of 
the aged and infirm are so varied that narrow specialism 
is unlikely to be profitable. Medicine to-day is too fissi- 
parous ; it breeds too many specialties. It is my view that 
this field is properly the domain of that under-privileged 
class the general physicians, and that by cultivating it they 
may contribute to the integration and generality of know- 
ledge for which the Harveian Orator pleaded lately and so 
eloquently. 

The virtual exclusion of the aged and the chronic sick 
from the wards of teaching hospitals is responsible for 
serious defects in the training of medical students. In 
general practice the care of such patients constitutes a 
considerable proportion of the work, and the fact that 
the newly qualified embark on it relatively untrained is a 
reproach to clinical teaching. In excuse it is urged that 
the pressure of the waiting-lists has prohibited the admis- 
sion of these patients, and in the past that has been true. 
The difficulty is not insoluble. 

In the Birmingham Region we estimate that the waiting- 
list of general medical and surgical cases is about 14,000. 
Of these, 60% are cases of hernia, piles, varicose veins, and 
prolapse. My belief is that the provision of a few recovery 
hospitals to which clean surgical cases of this sort could 
be removed within a few days of operation would end, the 
problem of the waiting-list and permit the establishment 
not only of wards reserved for the aged and chronic sick 
but also of provision for specialized services. 

In the wards for the aged in general hospitals the dura- 
tion of stay should rarely exceed three months. Our 
analysis has shown that the critical period in which the 
fate of the elderly is' determined is about 100 days — that 
is, whether they die or become fixed in an infirmary bed 
(or years or return home. In a general hospital that period 
would not only enable a proper decision to be taken about 
the best provision for the individual but it would permit 



Aug. 6, 1949 


PROBLEMS OF AGEING AND CHRONIC SICKNESS 


British 

-SfEUICXL 


305 


research and dispose of the scandal of admission to the 
infirmaries without adequate investigation — the position at 
present in sL\ out of seven admissions to the Western Road 
institution. In Hereford County Hospital and in the Manor 
Hospital at Walsall in Staffordshire we found in the course 
of our' survey wards reserved for the reception of all 
patients above' the age of 65 irrespective of the cause that 
led to their admission, and we had no doubt that the 
treatment and disposal of the chronic sick was better done 
as the result of it. Finally, there is no doubt that a neces- 
sary prelude to real improvement in the chronic institutions 
is regular visiting for teaching, investigation, and review by 
physicians in active charge of general hospital beds. 

Social Aspect 

A summary of our pilot survey justifies the following 
conclusions; 

1. The outstanding characteristic of the patients is 
advanced age, but the mean age of the patients in the 
infirmary is less than that in the Highbury Home for old 
people, where the inmates live actively and pleasantly and 
at less cost to the community. 

2. Of the bedridden patients in Western Road Infirmary, 
who form the overwheltning majority, in only a minute 
fraction (5%) is there any hope of rehabilitation. Dis- 
integration of personality in the apathy of institutional 
routine, the development of incontinence, the contractures 
and deformities produced by long inactirity in bed, the 
lack of adequate treatment by physical methods, and the 
dissolution of homes are to a great extent responsible for 
this disaster. 

3. Reform should be directed towards the prevention of 
complete disability in the senile. In the strictly realistic 
order of their possible achievement I suggest the following: 

(n) The restoration of the care of the aged and chronic sick 
to the common stream of medical acthnty in the way that has 
already been described. Thomson and Curran (1948) have 
shown that the treatment of the old in general hospitals often 
leads to speedy recovery. 

(i) Measures to maintain the cohesion of the homes of the 
elderly; the provision of medical and social services from the 
hospital as at Carshalton. the encouragement of a sense of 
family responsibility by training a member of it in the care of 
the invalid and perhaps by payment for the work done, and 
occasional admission of the invalid to an institution to allow 
holidays to those normally in charge. 

(c) The provision of hostels, special housing, or accommoda- 
tion for the aged in which central services and some form of 
domestic help is available. There is no need for uniformly’ or 
central control in this direction : local conditions and individual 
circumstances are infinitely varied. In an analysis of a sample 
of applications for help directed to the Welfare Department of 
the Birmingham Council for old people hfiss J. E. hfcCrindell 
found that the vast majority came from independent old people 
who found that the battle of life was becoming too much for 
them and needed help at home. The 'sample was composed as 
follows : women 79% (widows 52%, spinsters 27%), men 16% 
(widowers or bachelors), and married couples 5%. Many of 
these will be on the waiting-lists of infirmaries unless some help 
is given soon. 

(d) Industry should be encouraged to e.vamine the conditions 
of the elderly in employment to discover whether adjustment is 
possible to prolong the useful working life of individuals beyond 
the customary age of retirement. A remarkable example of 
initiative in this direction is a special shop at Lucas's factory 
in Birmingham, which I was privileged to see. In this depart- 
ment were collected about 50 men and women, most of whom 
had given several years’ service to the firm ar?d then failed to 
keep pacS’with the rate of production of their fellows. In the 
majority the reason for the failure was premature senescence, 
but occasionally there was a specific physical disability. Instead 
of discharging them the firm established this department where 


they did light work in special conditions. When I ventured tc 
say that the enterprise seemed to be an admirable e.xample of 
enlightened altruism I was promptly told not to confuse sensi- 
bility with sense : the shop had been costed and it paid. 


The Problem in Relation to Evolution 

It has been somewhat slickly said that what happens to 
individuals beyond the age of reproduction is of small 
importance to the race; that their fate is simply not on 
the agenda of evolution. It, is conceivable that senescence 
and death soon after the term of fertility may have been 
genetically determined in the long struggle for survival, 
because in primitive conditions a race composed of the 
young and vigorous vvould undoubtedly triumph over 
another with a large contingent of the elderly. But human 
evolution is no longer determined solely by a struggle with 
the natural forces of the environment or by combat decided 
by mere physical fitness. The unique quality of mind and 
the development of a literary tradition are new and potent 
factors in directing human progress, and it may be that 
the wisdom of the old, less perturbed by sexual and other 
passion, has a greater part to play ian is commonly 
believed. Twenty-five years have passed since George 
Bernard Shaw first propounded the gospel of the Brothers 
Barnabas in the second part of his metabiological penta- 
teuch. Back to Methuselah. The brothers had become 
convinced that the confusion of civilixation in Western 
Europe was due mainly to the childishness of statesmen, 
and that final catastrophe could not be avoided unless the 
span of human life were prolonged so that government 
might be entrusted to individuals with 200 years of train- 
ing and experience instead of immature striplings in the 
sixties. We may justly be dubious of the biological 
mechanisms postulated by the Barnabas brothers and yet 
retain some sympathy with their doctrine that wisdom and 
e.xperieDce in high places have some advantage over the 
brightness of puerility. That idea has helped me in this 
contribution to the study of the problems of the aged. 

The Management Committee of the Western Road Infirmarj- made 
this inquiri' possible, and I am panicularly indebted to the Chairma.i 
of the Hospital Group, Mr, Vernon Grosvenor. Dr. Charmfan 
Hikes, Dr. S. E. Hallisey, and Dr. P. M. Meynell did the exhausting 
work for the sialistical survey with the help of two trained social 
workers, Miss Honor Pringle and Mrs. Leaver M> three registrars, 
Graham Marson, Lewis Arundell, and J. M. ttinn, were of great 
help. Dr. L. Nagley, the medical superintendent, and Miss M 
Thomas, the matron, of the Infirmary put their wide experience and 
great knowledge generously at my disposal 


Bibliogrxphv 

Affleck. J. W. (1947). Lancet. 1. 355. 

(1948). J. meat. Sci., 94, 33. 

AIslead, S. (1949). Lancet. 3. 171 

Bidder, G. P. (192^. Proc. Linnaean Soc, 17 

(1932). British Medical Journal. 2. 583 

Briiish Medical Association (1947). Care and Tremmcr: 
Etderiy and Infirm. London. 

(1948). The Right Patient in the Right Bed London 

Brooke. E. B. (1949). Lancet. 1. 462. 

Cosin, L. (]948). Proc. R. Soc. Med.. 41, 333. 

Cow-dry, E. V, (1942). Problems ol Ageing. Baltimore 
Curran, M.,jrr of. (1946). Lancet, 1. 149 
Evsenefc. H. J. (1945). J. Neurol. Semosurg Psichiat.. 8. 15 
Foulds. G. A, and Raven, J. C. (I94S) 1. ment. Set ,94, I?' 

Hoeben, H.. et cl. 11948). Bni. J. soc Med 2, -9 
Howell, T. H. (1944) Old Age. London. 

Lewis, A. J. (1946). J. ment. Set . 92. (50. 

Medawar, P. B. (1942). Proc. R. Sac. Med.. 34. 590 

(1944) Proc. roy. Soc. B. 132. 133 

(1946). Mod. Quart.. I. 30 

Minot, C. S. (1908). The Problem of Age. Growth, end Dccth 
York. 

Royal College of Physicians (194$). Report or. Prn-.imn ?<■' 
Aged and Infirm. London. 

Saxton, J. -A, (1945). Biological Srmrosia. H. 177 

Sheldon, J. H. (1948). The Social Medicine of Old Ace Lr- 

Thomson. A. P 0938), Lancet. 2. 135, 

Thomson. E, N.. and Curran, M. (1945). ibij,. 2. 241 
Warren M. W (1943). British Medical Jourrcl. 2. 522 

(1948) Proc. R. Soc. Med.. 41. 337 

Wilson. T, S (194?) Lm-cet. 2. 374. 



BamsH 

Medical Journal 


306 .Aug. 6, 1949 RETURN TO WORK OF ELDERLY IN-PATIENTS 


THE RETURN TO WORK OF ELDERLY 
MALE HOSPITAL IN-PATIENTS 

DY 

JOHN PEMBERTON, M.D., M.R.C.P. 

AND 

JOAN C. SMITH, B.Sc.Econ., A.M.I.A. 

(From the Department of Medicine, University oj Sheffield t 

The following study was undertaken to find out to what 
extent male patients aged 50-64 admitted to the general 
medical and surgical wards of a teaching hospital were 
subsequently able to return to work. Three groups were 
selected for study; 

(A) All those admitted to medical firm A’s beds between 

Nov. 1, 1946, and Oct. 31, 1947. 102 patients. 

(B) All those admitted to medical firm B’s beds between 

Jan. 1, 1947, and Feb. 16, 1948. 100 patients. 

(C) All those admitted to the wards of a general surgeon 

between Oct. 1, 1946, and Feb. 10, 1947, and between June 1 
and Nov. 1. 1947. 100 patients. 

Mctliod 

The aim was to follow up 100 patients in each of the 
three groups. A date was chosen which would give an 
average follow-up interval of six months after discharge 
from hospital. No case was followed up sooner than three 
months or later than eighteen months after discharge. The 
names of patients were taken seriatim from the hospital 
admission list until the number required had been obtained. 
A circular letter was sent to each patient asking if and when 
he had returned to work and whether he had gone back to 
his old job or to a new one. He was invited to call at the 
hospital if he required any further help from the social 
service department. Patients who failed to answer or to 
provide the information required were visited by the 
almoner. Half the patients replied satisfactorily to the 
inquiry, about one-third were visited at home, and the 
remainder came up to see the almoner at hospital. Those 
who had died either in hospital or after discharge were 
included in the study to provide a complete picture. 

The age distribution of the three groups is shown in 
Table I. About one-third of each group fell in each 
quinquennium. The fate of the patients in the three groups 
after admission to hospital is shown in Table IT. 


Table I. — A^e Distribution of the Three Groups 


Group 

50-54 

55-59 

60-64 

Total 

A. Medical 

38 

35 

29 

102 

B. Medical 

32 

32 

36 

100 

C. Surgical . . 

36 

36 

28 

100 

All groups 

106 

103 

93 

302 


Table It. — The Fate of the Pniienis 


Group 

Total 

Admitted 

Died in 
Hospital 
or Between 
Discharge 
from Hos- 
pital and 
Follow-up 

Not Back 
at Work 

Returned 
to Light 
Work 

Returned 
to Old 
or Simi- 
lar Work 

Untraccd 

A. Medical 

102 

47 

14 

8 

29 

4 

B. Medical . . 

100 

30 

16 

9 

38 

7 

Total medical 

202 

77 

(38-1%) 

30 

(14-9%) 

17 

(8-4%) 

67 

(3-<l%) 

11 

(5-5%) 

C. Surgical 

100 

15 

13 

6 

59 

7 


The Medical Cases 

Of the medical cases, 38.1% died in hospital or after 
discharge, 14.9% did not recover sufficiently to resume 
work, 8.4% were able to return to “light” work, 33T% 
resumed their previous employment, and 5.5% were 
untraccd. The results were less good in group A mainly 
because this group contained more cases of coronary disease 
(13) than group B (6) and fewer cases of peptic ulcer (8 
compared with 23). 

Return to Work in Relation to Diagnosis . — There was 
naturally a close relation between the patient’s ability to 
return to work and the nature of the illness from which he 
sutTered. Table III shows the numbers returning to work 


Table III. — Diagnosis and Fate of the 202 Medical In-patients 
Aged 50-64 


Diagnosis 

No. 

Died in 
Hospital 
or After 
Discharge 

Not 

Returned 
to Work 

Returned 
to Light 
Work 

Returned 
to Old 
or Simi- 
lar Job 

Untraccd 

Pulmonary infee- 



' 




tions (excluding 







tuberculosis) . . 

44 

II 

6 

3 

22 

■> 

Peptic ulcer 

31 

■> 

4 

3 

19 

3 

Cancer . . 

23 

20 

2 




Coronary artery 







disease 

19 

12 


4 

3 


Essential hyper- 







tension 

14 

s 

4 

3 

1 

1 

Nephritis 

10 

7 





Pulmonary tuber- 







culosis 

6 

3 

2 

1 



Cerebrovascular 







accident 

4 

4 





Allcmpled suicide 

4 

\ 

2 


1 


P.s>-clioncurosi5 . . 

4 


I 

. 

3 


Rheumatic heart 


1 




1 

Toxic goitre 

2 

1 

1 




Tertiary sypliilis 

2 

1 



1 


Pernicious anaemia 

2 


I 

' 

1 


Miscellaneous . . 

35 

9 

6 

2 1 

14 

4 

(single cases) 







Total 

202 

77 

30 

” 1 

67 

11 


in the diGferent diagnostic categories in groups A and B. 
Half the 44 cases of pulmonary infections (excluding 
tuberculosis), 19 of the 31 cases of peptic ulcer, three of the 
19 cases of coronary disease, two of the 10 cases of 
nephritis, and one of the 14 cases of essential hypertension 
were able to vetvwn to their old jobs. None of the Ti cases 
of cancer or the four cases of cerebrovascular disease got 
back to full work, although one cancer patient returned to 
light work. 

Failure to Return to Work . — Of the 30 patients who did 
not return to work, one was fit for work but was unable to 
find suitable employment. The other 29 patients were 
medically unfit. Of these 29, one had been transferred to 
the local infirmary, one to a mental hospital, and one was 
awaiting admission to a sanatorium. Six patients had given 
up work because of their illness before the exacerbation 
which led to their admission to hospital. 

The most important reason why these 29 patients failed 
to return to work was that the illnesses from which they 
suffered were chronic or progressive and their course could 
not in most cases be reversed or arrested by admission to 
hospital. As Brown and Carling (1945), in a more general 
study- of the social aspects of hospital medical cases, wrote : 
“ For the majority of the patients the stay in hospital was 
merely, an episode, sometimes a relatively brief episode, in 
a protracted period of disability and treatment.” A secon- 
dary reason why some patients failed to return to work was 
that their usual occupation was too strenuous for all but the 
physically fit. 

The three chief industries in Sheffield and its neighbour- 
hood are ^steel-making, coal-mining, and the manufacture 
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of edged tools and cutlery. Much of the work in these 
industries is arduous and involves considerable muscular 
effort and e.xposure to various dusts or great variations in 
temperature. Furnacemen, foundry’ workers, metal- 
grinders, and coal-miners experience mortality rates for 
bronchitis and pneumonia considerably in excess of that 
for the general population (Registrar-General, I93S). It is 
not easy for the elderly Sheffield workman who has been 
employed in the steel or coal-mining industry and who has 
been partially disabled by a serious medical illness to find 
suitable alternative work. 

Return to Light Work . — Seventeen of the medical patients 
were able to return to less arduous work than their usual 
occupation. The diagnosis, previous work, and “ light ” work 
obtained in this group are shown in Table IV. It was in 


Table IV. — The 17 Medical Patients vho Obtained Less Arduous 
Work 


Ase 

Diagnosis 

Previous Work 

Light Work 

St 

Fibroid, pul, tub., and 
sillco^ 

I Furnaceman 

1 Light labouring work 

1 at old firm 

58 

Duodenal ulcer 

i Handling sheet steel on 
hea\-y press 

Light labouring work 

1 at oM firm 

55 

Pneumonia and bron- 
cbiecta»s 

1 Furnaceman 

1 Painting at old finn 

54 

Osteoarthritis and cm- 
pbysema 

, Steeltesterincoal mine 

, Registered as disabled 
person. Obtained 

light work at colliery 
' surface 

51 

Coronaiy thrombosis 

Government inspector. 
Much traveUing 

, Sedentary clerical work 


Arteriosclerosis 

Labourer at furnace 

Sweeper-up at old firm 

51 

Diabetes mellitus 

Insurance agent. Be- 
came unemployed 
because of illness 

New clerical job 

54 

Essential hypertension 

Silver-spinner 

Light turner at old firm, 
sitting down; 9 a.m.- 
4 p.m., 5-d3y neek 

5i 

Bronchitis and empb)** 
sema 

Coal-face worker 

Surface Job at former 
colliery 

59 

Duodenal ulcer and 
puloonajy tubercu- 
losis 

Forgeman 

1 

Lighter job in timber 
yard at old firm 

59 

Essential hypertension 

Tram dri>er 

: Watchman In tram shed 

55 

Coronary thrombosis 

Insurance traveller 

; Works timekeeper 

60 

Bronchial carcinonu 

Cutler 

Same works, lighter 
job, 6-hour day 

50 

Coronary thrombosis 

Gas Viorker 

Li^l labourer, same 
works 

50 

Coronary thrombosis 

Furnaceman 

Light labourer, same 
works 

St 

Arteriosclerosis 

City policeman 

Given lighter duties 

62 

Essential hypertension 

Silver hammerer 

Old job, but only 6 hours 
a day 


this group that the almoner was most often able to help the 
patient in his return to work. The following case histories 
are illustrative; 

A furnaceman, aged 51. Fibroid tuberculosis and silicosis. 
Unable to do previous work because of breathlessness. Was 
registered as a disabled person at the Ministry of Labour, 
and the almoner approached his employer, who eventually 
found him light labouring work in the steel works. 

A silver-spinner, aged 54. Essential hypertension. Could 
not return to his old job, at which he earned £8 lOs. a week, 
as he was unable to stand for any length of time owing to 
dizziness and fatigue. He was registered as a disabled person, 
and the almoner wrote to his employers, who were very' co- 
operative and allowed him to return as a fight turner. He 
was able to sit down to this work, and worked from 9 a.m. to 
4 p.m. for five days a week at a wage of £4. 

An insurance agent, aged 51. Diabetes mellitus. He was 
unemployed when the follow-up letter was sent. He was then 
registered as a disabled person and found temporary clerical 
work. The disablement rehabilitation officer promised to fit 
him into a better position as soon as- one became vacant, 
and he was later found permanent employment as a clerk in 
the Ministry of National Insurance. 

Return to Full Work.— Sixty-seven of the 202 medical 
patients were able to return to their previous employment. 
It is, however, probable that some of these patients — ^for 


example, those who had been admitted to hospital for 
coronary disease, nephritis, or chronic respiratory disease, 
and who managed to return to their old jobs— would not be 
capable of the same occupational effort as before or remain 
much longer at work.' 

Bronchitis. Bronchiectasis, and the Pneumonias. — Non- 
tuberculous pulmonary infections constituted the common- 
est cause of morbidity in the medical group. The 4-i cases 
under this heading included 15 diagnosed as pneumonia or 
lobar pneumonia, 13 of bronchitis and emphysema, eichi 
of bronchiectasis, five of bronchopneumonia, "two of lung 
abscess, and one of empyema. In a survey of illness in 
general practice (Pemberton, 1949) “ bronchitis ’’ was found 
to be the commonest complaint diagnosed by a group of 
Sheffield general practitioners. It accounted for 1 1 % of the 
4,814 diagnoses, and in men the frequency steadily increased 
through working life. The group of illnesses which includes 
bronchitis, bronchiectasis, and the pneumonias constitute an 
extremely important cause of morbidity and mortality 
in elderly men. The aetiology of these conditions is 
imperfectly understood and in consequence their prevention 
hardly attempted. There is, however, a high mortality from 
these conditions in certain occupations which are common 
in Sheffield, as has been mentioned above, and this mav to 
some extent account for their predominance in the present 
series. 

The Surgical Cases 

Table II shows that 15 of the 100 surgical patients died in 
hospital or after discharge, 13 failed to get back to work, 
six obtained “ light ” work, and 59 went back to their 
previous employment. Seven were untraced. Table V 
shows the fate of the surgical cases in relation to diagnosis 


Table V. — Diagnosis and Fate of the 100 Mate Surgical Patients 
Aged 50-04 


Diagnosis 

1 Died in 
All I Hospital 
Cases! or After 

1 Discharge 

Ko! 

Remmed 
to Work 

Returned • 

'vvirt' !U=^4 

1 lA-'Joh ' 

Hernia 

33 

1 

2 

1 26 3 

Peptic ulcer 

11 


3 

\ 5 

Cancer 

8 

5 


, ' 1 - 

Abscesses 

6 



1 ■ 5 

Haemorrhoids . . 

5 



3 

Enlarged prostate 

4 

1 



Cholecystitis and 





gall-sloaes 

4 



l 1 1 

Vesical calculi 

3 

1 


1 1 

Fracture . . 

i 



z 

Incestmal obstruc- 




' 

tion 

3 


j 


Hydrocele 

2 



7 1 

Appendidiis 

2 


\ 


Aisal fistula 



} 


Bronchiectasis 

1 



> 

Pneiuaonia 

1 

J 


* ' 

Renal cnlculizs . . 

1 

. 1 


1 

Perinephric abscess ' 1 

‘ I 



Miscellaneous 

10 


i 

I 4 

Total 

100 

15 

13 

6 15? ■ 


Return to Previous Employment . — Tne surgical patients 
who -were able to return to their previous employment 
included 26 of the 33 cases operated on for hernia, five of 
the 11 cases of peptic ulcer, and one of the eight cases of 
malignant disease. The last-named was a patient with 
sarcoma of the mesentery who for a time returned to his 
work as an inspector in the R.SE.C..A. The high propor- 
tion of men operated on for hernia who returned to their 
old work emphasizes the value of this operation for main- 
taining and often increasing working capacity. Two of the 
15 deaths occurred from medical illnesses — one from 
pneumonia and one from bronchiectasis — and six of the 
13 patients who failed to get back to work were prevented 
from doing so by illnesses which cither were non-surgical 
or were non-surgical throughout most of their course. 
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These were two cases of pulmonary tuberculosis, two of 
peptic ulcer, and two of cardiovascular disease. 

Age and Return to Previous Employment . — As might be 
e.xpected, there was a falling off with advancing age in the 
proportion of patients returning to their previous employ- 
ment. In the medical cases there was a sharp drop between 
the 50-54 and 55-59 age groups: in the surgical cases the 
drop did not occur until the 60-64 period. 

Discussion 

The figures which have been given indicate that the 
majority of these elderly male medical and surgical patients 
either became fit enough to return to their old jobs or 
died. There remained two intermediate groups ; those who 
did not become fit enough to return to work (15% of the 
medical and 13% of the surgical cases), and those who. 
while not becoming fit enough to resume their old work, 
were able to undertake less arduous employment (S.5% of 
the medical and 6% oJ the surgical cases). In these latter 
cases the almoner was often able to help by communicating 
with the previous employer or the labour c.xchange or a 
different employer, and explaining the needs and capacity 
of the patient. It was an advantage if the patient was 
registered as a disabled person so that he could be included 
in the legal quota of disabled persons in the factory 
concerned. 

It was difficult to obtain a suitable job for the partially 
disabled man under a differeht employer. Usually there 
was no suitable work or the employer did not want the 
responsibility of taking on an elderly unfit man. Moreover, 
the patient usually preferred to return to the occupational 
environment which he knew and where he was known. He 
had perhaps spent twenty or thirty years there and could 
therefore expect sympathetic consideration. Employers in* 
the Sheffield industries have usually, in our experience, 
taken their disabled employees back and found them less 
exacting work, although in many cases, owing to the small 
proportion of light jobs in these industries, it might mean 
that a workman became almost a “ passenger.” Of the 
17 medical and six surgical patients who obtained lighter 
work after their discharge from hospital, IS were taken 
back by their previous employers. 

Beck, Gardner, and Witts (1947), reviewing the social 
service required for an unsclected series of male and female 
medical in-patients, found that 10% needed assistance in 
changing tlieir employment and, as we have done, that 
registration under the Disabled Persons Act and the use of 
the disablement rehabilitation officer were of value in find- 
ing patients suitable employment. • 

Ministry of Labour Retraining and Rehabilitation 
Centres and Remploy factories may help to solve the 
problem of the partially disabled elderly man. This type of 
patient, however, is unlikely to learn a new craft easily, and 
his physical condition may seriously deteriorate even before 
retraining is complete. Industrial rehabilitation for elderly 
medical patients does not yet appear to have been much 
developed. Usually, however, it is not a question of only 
retraining muscles which have become weak and inapt from 
disuse or of re-creating the desire to work but of employing 
a man at a much lower level of occupational effort. For 
this, the Remploy factory seems to offer the best solution. 
Here, the disabled man can be employed on a permanent 
basis and the work arranged to suit his capacity. 

It is to be hoped that employers of labour on a large scale, 
whether in State or privately owned industries, will extend 
stiU further arrangements for re-employing their elderly 
partially disabled employees. Such arrangements might 


include retraining schemes within an industry, “ protected " 
workshops, shorter hours of work, slower rates of output, 
and the provision of part-time employment. There are 
.sometimes departments in a factory which because of the 
nature of the work done could be largely manned by the 
elderly and less fit. The report on old people published by 
the Nuffield Foundation (1947) emphasized the value to 
industry in wartime of the skill and reliability of workmen 
retained after pensionable age in light but skilled work. We 
have seen, for example, two old men of 85 and S3 who had 
been employed at the same silversmiths in Sheffield all their 
working lives, engaged on repairing silver ware. It is of 
course not so easy to provide these conditions in heavy 
industry, where the rate of premature disablement is already 
high. 

Summary and Conclusions 

An unseiccted series of 202 medical and 100 surgical male 
in-palicnts aged 50-64 were followed up for an average of 
six months after discharge from hospital to see to what extent 
they were able to return to their previous employment. 

■ Thirty-three per cent, of the medical and 59% of the sur- 
gical patients were found to have resumed their previous work. 
.^bility to return to previous employment was most closely 
related to the type of illness and to a lesser extent to the work 
normally undertaken. 

Eight per cent, of the medical and 6% of .the surgical patients 
were able to return to light work. 

The social scrs'ice required to help elderly men who are 
partially disabled by chronic or progressive illness to find suit- 
able work and the industrial problems involved are discussed. 

Thirty-eight per cent, of the medical and 15% of the surgical 
patients had died in hospital or before the follow-up. 

It is clearly worth while on humane grounds, and also because 
of the need to conserve the nation’s labour force, to arrange 
suitable working conditions for men who are partially disabled 
by medical or surgical illness years before the normal end of 
their working lives. At the same time attention should be 
given to the probability that some of these disabling illnesses — 
amongst the cases of chronic respiratory disease, for example- 
might have been prevented if the patient’s working conditions 
had been healthier from the start. 

Our thanks arc doc to Professor' C. H. Stuart-Harns, Dr. T. E 
Gumpcrl, and Mr. H. Blacow YatcsToi permission to investigate their 
cases, to Professor Siuart-Harris for helpful advice and criticism, 
and to Miss B. T. Richardson for assistance in the preparation of 
this paper. 
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The Minister of Health is considering proposals to extend 
the range of gases and fumes included in the list of "noxious 
and offensive gases ’’ which are controlled by the provisions 
of the Alkali, etc.. Works Regulations Act, 1906, A draft order 
has been prepared adding to the list volatile organic sulphur 
compounds, and fumes containing carbonaceous ptirticles from 
black production works and fluorine. The order also adds 
black production works, fluorine works, and acid sludge works 
to the list of scheduled works liable for registration under the 
Act, and it extends the range of processes carried out in 
sulphuric acid works, bisulphite works, and cement production 
works the carrying out of which renders the works liable for 
registration under the Act. The draft order is' being circulated 
to interested organizations with a request that any observations 
should be submitted to the Ministry before July 23, and a 
public inquiry will be held before the order is confirmed. 




Aug. 6, 1949 


BRONCHO-PULMONARY SEGMENTS OF THE LUNG 


Bjsnsn 

!>lsxr.cja. JOLTLN.U. ' 


BRONCHO-PULMONARY SEGMENTS OF 
THE LUNG AND THELR TERAHNOLOGY 

BV 

J. HARDIE-NEIL, F.R.A.C.S., F.A.C.S. 

AND 

W. GELMOUR, M.D., F.R.A.C.P. 

(From i)i^ Olo-laryngological and Pathological Departments. 
Auckland Hospital, New Zealand) 

As there has been some controversy concerning the entity 
of the segments of the lung we will consider these before 
dealing with the terminologj'. The bronchial tree varies in 
each mammalian species, so we may, by referring to com- 
parative anatomy, gain enlightenment concerning the signifi- 
cance of the various homologues found. The term 
“ broncho-pulmonary segment ” is applied to a branch of 
the stem of a lobe of a lung which has on it secondary 
branches with masses of lung tissues called secondary 
lobules. A broncho-pulmonary segment with its secondary 

lobules is surrounded 
by connective tissue 
derived from the 
visceral pleura, 
which sends further 
prolongations sepa- 
rating lobules and 
penetrating the lung 
tissue as interstitial 
connective tissue. 
The broncho-pul- 
monary segments 
form areas that are, 
in the words of 
Ewart (1889), who 
first described them, 
“ kept in isolation 
as regards their air 
supply and form 
separate respiratory 
districts.” From 
pathological data it 
is noted that infec- 
tion in them may 
pass towards the per- 
iphery or pleura, 
but only gross 
pathology such as 
tuberculosis or 
malignancy can 
break through their 
boundaries to invade 
the neighbouring 
segments. 

Willis (1 6 7 6) 
was apparently 
acquainted _w’ i t h 
comparative anat- 
omy when he drew 
the diagram of a 
lobar bronchus and 
its branches. It is 
corroborated by that 
of Huntington (1S9S) 
showing an embry- 
onic mammalian 


LAT£FlAt'f-* 



Fig. I. — Lateral >iew of right upper 
lobe of cast of bronchial tree of black 
buck. 





'm 


L — Lrueral and slightly posterior 
Slew of cast of right upper lobe of 
bronchial tree of dog. 


lung. This type s' ith 
many lobar branches 
is seen in some 
mammals, such as 
the pig and the 
wallaroo, but one of 
the earliest mammals 
or monotremes, the 
platypus, has an 
upper lobe closely 
resembling that of 
the human. In one 
of the herbivora, the 
black buck (Fig. 1), 
we find a simple 
type of the upper- 
lobe stem that 
divides into two 
trunks — the subapi- 
cal below and an 
upper one. This 
division can be 
traced in all the 
mammals we have 
dissected. On the 
upper or cephalad 
aspect of the upper 
trunk of the black 
buck may be seen 
two obvious homo- 
logues of the apicals. 
In the dog (Fig. 2) 
two well-marked 
apicals come off this 
trunk. Intermediate 
between them, but 
on the lateral aspect, 
is a well-marked 
axillary branch that 
supplies an area 
between the anterior, 
or continuation of 
the upper trunk, and 
the subapical. 



Fig. 3. — Pruned cast of right upper lobs 
of bronchial tree of monkey. 



Fig. 4. — Anterior 'new of cast of nght 
upper lobe of bronchial tree of human. 


The Upper Lobe 

If the apicals are granted segmental status a simple 
classification must be accorded to the axillary. In a monkey 
(Fig. 3) the two apicals are fused into one segmental 
bronchus. The axillary is well marked, whilst the 
remainder of the upper trunk, taking a lentra! or an 
anterior direction, continues on as the anterior We show 
a cast of the upper lobe of a human (Fig. 4). but it is only 
a confirmation of the diagram of Aeby (ISSOi, which has 
never been challenged. In it there is practical coequality 
of the axillary and the antenor. 

With progress in the gradation of the mammals the upper 
trunk shows, first, branches that fuse and serve the apical 
portion of the lobe. Then the axillaiy segment appears 
After it is given off the upper truni: continues on as the 
anterior segment. Thus we see that, in accordance with 
adaptation, branches of a lobar bronchial stem, in con- 
formity with the diagram of Willis, may disappear or fuse 
with another or may become aggrandized to form a separ- 
ate segment. The a.xillary in the higher mammals becomes 
procressively enlarged and senes the area between the sub- 
apiral dorsally and the anterior in front. The axillary is 
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readily accessible to bronchoscopy, can be filled separately 
with “ lipiodol,” and is a recognized site of lung abscess. On 
a lateral view of a radiograph it overlies the bifurcation of 
the trachea. The attempt to incorporate it with the anterior 
segment ignores anatomical and clinical accuracy and docs 
not lead to clarification. 

The Lower Lobe 

In the lower lobe a controversy centres round the question 
whether the subapical has a separate entity or should be 
regarded as part of the posterior basal. Starting from the 
proximal end in the human there arc given off in succession 
the apical, the cardiac on the right side, the anterior basal 
one or two, the axillary basal, and the posterior basal, which 
is the continuation of the lobar stem (Fig. 5). The relative 



Fig. S. — ^Thc human riglu lower lobe. 


position of .these is constant. In various positions from 
below the apical to above the final major division, where the 
axillary basal is given off, there may be found one to three 
segmental orifices distributed to the subapical segment 
which serve the lung between the apical above and the 
posterior basal below. Their distribution may be media- 
stinal, posterior, and lateral. 

At times, particularly on the right side, the segmental 
orifice of a subapical may be as large as the apical segmental 
bronchus. It may be absent on the right side or on the 
left side, but it is present, however, as a substantial segment 
with an orifice often as large as the anterior basal in all 
the mammals we have dissected. Frequently on the left 
side in the human the proximal part of the subapical 
segmental bronchus , is overlain 'by the apical above and 
the posterior basal below. Hence on inflation it has simply 
a lateral distribution. 

Some contributors persist in showing the subapical of 
the lower lobe as part of the posterior basal — this in spite 
of the classical work of the first masters of bronchial 
anatomy, Aeby and Ewart, and the constant findings in the 
mammals that we have dissected. In his diagram, in which 
the bronchial tree is shaded to demonstrate his belief that it 
divides monopodially, Aeby shows the subapical definitely 
as a separate branch of the lower lobe of the bronchial 
stem, which latter eventually ends as the posterior basal. 
Consequently the last branch given off from the bronchial 
tree before it continues as the posterior basal is that of the 
axillary basal. A subapical'branch must come off above 
this point to be classified as a broncho-pulmonary segment. 
Comparative and human anatomy definitely show this to 


be true. It is not possible to see how a subapical can be 
considered part of the posterior basal. 

Preparation of Lungs for Inflation 

We once more reiterate that the most satisfactory way of 
demonstrating the broncho-pulmonary segments is by the 
Moolten (1935) method of fixing the lungs. When the 
lungs are fully distended in vacuo the air sacs are fixed 
in that condition. On inflation the segments may be 
delineated just as in a map. If a lung is simply fixed in 
formalin the air sacs, in contraction, are filled with fluid 
and debris, and inflation may cause an artificial emphysema, 
masking the definite boundaries. We have given up using 
casts for the demonstration of tlie segments to students, as 
they arc not easily recognized guides to the peripheral 
distribution. We have found it practically impossible to get 
any useful results from demonstration of fresh lungs in 
the necropsy room : they will develop artificial emphysema 
on inflation when apparently just fully expanded. 

Moreover, when the bronchial stem in a fresh specimen 
is opened, the lung collapses in its full length and recogni- 
tion of the various segmental orifices is very difficult to 
those not well experienced. Turning over a fresh lung and 
holding the collapsed slippery mass in an endeavour to 
demonstrate the segmental delineation by inflation is worth 
a trial by any investigator, as it will convince him of 
its uselessness for accurate delineation. The Moolten 
apparatus is cheap and easily constructed. Specimens pre- 
pared by this method will last for years without losing their 
segmental delineation. The method of preparation has 
already been described (Hardie-Neil and Gilmour,T946). 

Tcrminologj’ 

The terminology of the bronchial tree was discussed at 
the two meetings of the Oto-laryngological Section of the 
Pan-Pacific Surgical Congress in Honolulu in September, 
1948. The consensus of opinion was that although the 
entity of the axillary segment of the upper lobe was 
definitely accepted its name could be replaced by the term 
" lateral ” in conformity with modern anatomical terrriin- 
ology. Similarly the middle lobe main divisions could be 
termed “ lateral ” and “ anterior.” The name “ apical of 
the lower lobe ” is a convenient and localizing .one in 
topography. Ewart described this segment as the bronchus 
dorsalis, but divides it into two branches — one the apical, 
and the other supplying the rest of the segment. As the 
term “ dorsal ” would apply to the apical, subapical, and 
posterior basal segments by position, it should be discarded. 
The term “apical” is more localizing, and anatomically 
corresponds with the apical of the upper lobe. The separate 
entity of the subapical segment of the lower lobe was recog- 
nized, and among the basal segments the axillary basal could 
be termed the lateral basal in accordance with modern 
terminology. We now suggest the following terminology 
of the broncho-pulmonary segments. 

Upper lobe ; apical, lateral, anterior, subapical. 

Middle lobe : Anterior, lateral. 

Lower lobe : apical, subapical, cardiac, anterior basal, 
lateral basal, posterior basal. 

The anatomy of the broncho-pulmonary segments, and 
particularly of their vascular supply, has in recent years 
received such detailed consideration in connexion with 
pulmonary segmental resection as to add to that knowledge 
which has been the basis of the splendid life-saving 
advances made in recent years in the surgery of the lung. 
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“TRIDIONE*” IN THE TREATMENT OF 
EPILEPSY 

BV 

C W. M. SMUTTY, M.R.C.P. 

(From the Department o{ S’eurology, Radcliffe Infirmary. 
Oxford) 


The oxazolidine diones, of which tridione is one, are 
structurally related both to the hydantoins and to the barbi- 
turates. Another member of the series, dipropyloxazoli- 
dine dione, had been used some years ago (Luton et al., 
1941) as a hypnotic and anaesthetic, and when tridione 
was synthesized by Spielmann in 1944 it was originally 
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tried as a sedative and analgesic. However, in experi- 
mentally induced convulsions in animals it was found to 
- be more effective as an anticonvulsant than either barbitur- 
ates or hydantoins (Everett and Richards, 1944). This 
observation, combined with tbe drug’s low toxicity, recom- 
mended it for the treatment of epilepsy in man, and it 
has now been in clinical use for some three years. 

The first report of its results was given by Lennox (1945), 
who noted that it was often dramatically effective in the 
petit-mal epilepsies, but that its expected anticomnilsant 
action as shown by the control of grand-mal seizures was 
not pronounced : on the contrary’, it appeared occasionally 
to aggravate these. This view has been largely confirmed 
by subsequent workers (Richards and Perlstein, 1946 : 
Perlstein and Andelman, 1946 ; Butter, 1948). Its value in 
psychomotor attacks also seems slight, though De Jong 
(1946) has claimed on rather slender evidence that, com- 
bined with other drugs, it is also effective in controlling 
these seizures. After two and a half years’ experience of 
its use in 245 patients Davis and Leimox (1947) write of 
its “ unique and almost specific effect in the control of the 
petit-mal epilepsies.” This is a high claim for the treat- 
ment of a condition notoriously difficult to control, and 
may prove over-optimistic. Nevertheless all experience 
seems to agree that in many’ cases of petit mal tridione 
produces a striking amelioration. 

Although the drug’s toxicity in animal experiments was 
low, minor toxic effects in man are common. They were 
discussed in detail by Lennox (1947). He found com- 

Tridione " is Abbott Laboratories’ trade name for 3,5.5- 
inmethyloxazotidine-2.4-dione. It has become established in the 
literature as the clinical name for this chemical substance and is 
therefore used here 


plaints of a mild photophobia or “ glare ” effect— so that 
objects appeared as with a halo when viewed in bright 
light — the most common. This occuired in about one- 
third of all patients. Acneiform, morbilifonn, and urti- 
carial rashes were also noted, though they were usually 
transient. Indigestion and nausea might occur. Other 
occasional symptoms were drowsiness, ataxia, and irrit- 
ability. Similar effects were reported in this country by 
Butter (1948). None of these syTnptoms was a serious 
hindrance to the continued use of the drug. However, 
there have also been reports of more severe toxic effects. 
These are of two main sorts — a reduction of blood-forming 
activity leading either to agranulocytosis or to aplastic 
anaemia, and an inflammatory skin reaction which may 
proceed to exfoliative dermatitis. 

Fatal anaemia, or granulocytopenia, has been recorded 
in four cases from the United States (Harrison et al., 1946 ; 
Mackay and Gottslein, 1946 ; Lennox, 1947), but at least 
one of these was taking “ mesantoin ” as well as tridione, so 
that the latter may not have been the responsible agent. 
In this country' also tw'o cases have been reported (Braith- 
waite, 1948 ; Forster et al., 1949). Similar blood dyscrasias 
which responded to treatment have been reported in four 
other cases (Greaves, 1946 ; Briggs and Emery, 1949) ; while 
Kerrin (1948) detailed a case in which an urticarial rash 
led on to a fatal exfoliative dermatitis, and Butter (1948) 
mentioned a similar case which recovered. Barnett et al. 
(1948) and Briggs and Emery (1949) also record two cases 
with a nephrotic syndrome, one of which was fatal. These 
reported figures — eight fatalities and a further six severe 
reactions — must be considered in the light of Nattrass's 
(1949) quoted estimate of 10,000 cases that have had 
tridione treatment. In this context the toxicity of the drug 
cannot be viewed as very’ high, and Briggs and Emery 
must have been particularly unlucky in their experience 
of four severe reactions in a total of ten patients 
treated. 

Apart from the above effects, Lennox also found that 
in half the cases of grand mal these fits were made worse. 

Tbe drug has not been extensively used in this country, 
owing partly to difficulties of supply and partly to its 
reputation for to.xjcity’, which seems to ha\e been exagger- 
ated. Only’ three series, of 23, 10, and 9 cases respectively 
(Butter, 1948 ; Briggs and Emery, 1949 ; Nattrass, 1949), 
have so far been recorded. In this paper the results of the 
treatment of 50 patients are giien. 

Present Investigation 

Case Material— Va-trents were selected in the mam 
because other forms of treatment had failed to control or 
reduce their attacks. Nineteen were males and 31 females, 
and their ages ranged from 4 to 62 years. Treatment vas 
continued for periods x’arying from 2 to IS months. Some 
form of the “ petit-mal triad ”* was present in 46 cases : 

22 bad only petit-mal epilepsies ; the other 24 had grand- 
mal attacks as well. Six of these had proved local brain 
lesions as the probable basis of their attacks. Oi the 
remaining four patients, three had grand mal only, and 
one a unilateral tremor-rigidity syndrome due to birth 
injury’. 

Dosage. — Dosage varied from OJ to l.S g. of tridione a 
dav, which represented one to sL\ capsules of Oo g. each. 
With adults the initial dose was usually one capsule three 

•This nommdeture was i.nuodueed by Lernov ar.d Gibb’. er.J 
includes ‘•classical" I>T-i; mat. msodonic jerks a.cd :'ci.-,e::e, c- 
inhibitorv epilepsy. The groupine seems justified cn beth 
2nd eleciroeneephalojaaphic grounds, and is new acceptea. w... 
qualifications, both in Ibas country ar.d in .Amer.ca. 
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times a day, which would be sealed up or down in the 
light of their response. With children under 10, two cap- 
sules were used initially, and for those under 5, one. Once 
a marked beneficial cITcct was obtained the dose was 
usually reduced by stages to the minimum needed to main- 
tain improvement. This was generally two or three cap- 
sules a day. Few patients who did not respond to three 
or four capsules a day would do so with larger doses, 
though in one case in which the smaller dose had produced 
no noticeable effect at all doubling the dose from three to 
six capsules a day produced a dramatic improvement in 
48 hours. In some cases improvement was maintained 
even when the drug- was stopped. For this reason the effect 
of omitting it was tried in all cases which still maintained 
improvement with only one or (wo capsules a day. 

Results 

Results were judged by comparing the average number 
of fits per week before and after treatment. Evidence of 
this was always obtained from an outside observer as well 
as the patient. It will be seen from Table I that five of 
the 22 pure petit-mal cases had their attacks completely 


Table I . — Cases with Petit-mal Triad Only 


Case 

Age 

Type or 
Attacks 

Length of 
Trc.itment 
(Months) 

HfTect on Attacks 

1 

16 

Pm., In. 

6 

Reduced to 1 

2 

8 

Pm. 

4 

.. 

3 

17 

Pm. 

15 

Reduced to 1 (variable) 

4 

9 

Pm. 

10 

Abolished 

5 

18 

Pm. 

8 

Reduced to l/IO 

6 

10 

Pm. 

18 

.. .. I/IO 

7 

9 

Pm., In. 

15 

Abolished 

8 

24 

Pm. 

4 

Reduced to } 

9 

11 

Pm. 

4 

,. ,. i 


13 

Pm. 

15 

,4 4 . i 

1 11 

15 

Pm. 

15 

Abolished 

12 

9 

Pm., Myo. 

6 


13 

13 

Pm. 

16 

Reduced to I 

M 

12 

Pm. 

4 

No effect 

15 

9 

Pm. 

4 

Reduced to i (transient) 

16 

13 

Pm., Myo. 

12 

Abolished 

17 

8 

Pm. 

6 

Reduced to 1 

18 

16 

Pm. 

6 

..i 

19 

11 

Pm., In. 

3 

.,1 

20 

4 

Pm. 

2 

t 

21 

IS 

Pm. 

3 

' .. i 

22 

33 

Pm. 

10 

.4 I'lO 

1 


Pm. ■= Petit m.il. In. ■= inhibitory epilepsy. Myo. myoclonic jerfcs 


abolished for the period of observation. In a further 11 
cases attacks were reduced in frequency to a quarter or 
less. Another five showed slighter degrees of improve- 
ment, which in one case lasted only six weeks. In only 
one case was there no effect. 

The assessment of the cases with mixed grand mal and 
petit mal is more difficult (see Table If). However, in 15 
of them the petit-mal element was abolished or greatly 
reduced, and in a further five cases it was somewhat 
reduced. In four it was unaffected. The effect on the 
grand mal was hard to judge, as these attacks were usually 
much less frequent than the petit mal. A noticeable reduc- 
tion of frequency occurred in five cases ; in nine it appeared 
unchanged ; and in ten it increased in frequency, or the 
fits became more severe, status epilepticus occurring in 
one case. Reviewing the whole 46 cases from the point of 
view of petit-mal attacks, 31 showed abolition of attacks 
or great improvement, 10 showed some improvement, and 
5 showed no change ; none were worse. 

Of the six cases with focal brain lesions the petit mal 
was unaffected in three. In one, with a frontal glioma, 
attacks were reduced in frequency from three or four a 
day to two or three a month. In another, with a right 
temporal angioma, the petit mal was abolished for five 


weeks ; then a severe status epilepticus occurred and 
tridione was abandoned. In a third case, with a calcified 
lesion in the left temporal region, inhibitory or petit-mal 
attacks were greatly reduced. The drug was stopped in 
nine cases: in three because improvement was maintained 


Table II . — Cases with Grand Mal and Petit-jnoi 


Case 

Ago ( 

Type of 
Attack 

Length of 
Treatment i 
(Months) 

Effect on Attacks 

23 

28 

Gra., Pm. 

3 

Pm. no effect, Gm. increased 

24 1 

42 1 

Gm., In. ! 

8 

In. abolished. Gm. increased 

25 1 

41 1 

Gm., Pm. I 

4 

Both abolished for 2/12, then Gm. 
increased 

26 

34 

Gm., Myo. 

5 

No effect on cither . 

27 

10 

Gm., Pm. 

>2 

Both reduced to t 

28 

29 

Gm., Pm. 

4 

Pm. reduced to i Gm. unchanged 

29 

16 

Gm., Pm. 

12 

Pm. reduced to 1 /to. Gm. unchanged 

30 

12 

Gm., Pm. 

7 

Pm. abolished. Gm. improved 

31 

18 

[ Gm., Pm. 

16 

Pm. reduced to 1. Gm. increased 

32 

20 

1 Gm., Pm, 

12 

Pm. no effect. Gm. improved 

33 

29 

I Gm., Pm. 

14 

Pm. abah’shed. Gm. increased 

34 

22 

1 Gm., Pro. 

4 

Pm. reduced to l/IO. Gm. improved 

35 

19 

Gm., Pm. 

15 

Pm. reduced to t. Gm. improved 

36 

23 

Gm., Pm. 

14 

Pm. reduced to J. Gm. increased 

37 

23 

Gm., Pm. 

10 

Pm. reduced to Gm. variable 

38 

14 

Gm., Pm. 

8 

Pm. reduced to i/IO. Cm. Increased 

39 

15 

Gm., Pm. 

4 

Pm. reduced to I/IO. Gm. unchanged 

40 

12 

Gm., Pm. 

6 

Pm. reduced to i. Gm. Increased 

41 

24 

Gm.. ’n. 

3 

In. abolished. Gm. improved 

42 

31 

Gm., In. 

5 

In. reduced to i. Gm. unchanged 

43 

18 

Gm., Pm. 

4 

Pm. reduced to I/IO. Gm. increased 

44 

26 

Gm., In. 

3 

In. no effect. Gm. increased 

45 

33 

Gm., Pm. 

2 

Pm. reduced to Gm. unchanged 

46 

31 

Um., Pm. 

5 

Pm. reduced to 1/10. Gm. unchanged 


Gm. -■ Grand mal. In. inhibitory epilepsy. Pm. petit mal. Myo. 
myoclonic jerks 


without it ; in two because the effect on petit mal was 
transient or negligible ; in three because grand mal was 
increased ; and in one because of marked irritability and 
conduct disorder. 

Of the three cases of grand mal only, one, a post- 
traumatic epilepsy from closed head injury, was completely 
free from fits for a period of over a year. She had been 
given tridione as both hydantoins and phenobarbitone had 
failed to reduce the number of her attacks. The other two 
had been wrongly diagnosed as akinetic attacks before the 
account of a trained observer made it clear that they were 
in fact mild grand mal. In neither case was the frequency 
of the fits affected. The patient with tremor-rigidity syn- 
drome was given tridione for its supposed antispastic effect, 
but no objective change in his condition was noted after 
three months’ treatment. 

In general the results of this regime were shown Mithm 
a week or ten days of its start. Often within 48 hours a 
reduction of attacks was remarked on. After three weeks' 
treatment with an effective dose, further changes in the 
petit-mal epilepsy were not usually seen, though an increase 
in grand mal, if it occurred, commonly did so after this 
time. 

If seizures were abolished or much reduced for over 
three weeks it was usual to start lessening the dose of 
tridione. In most cases it was-possible to do so without 
any relapse, though occasionally reduction by even one 
capsule a day caused increase of fits. In three cases the 
drug was stopped ■ entirely after three to six months of 
treatment, and all three remained free from attacks for 
periods of two to four months. On the other hand, in 
some cases in which the drug was omitted inadvertently 
attacks recurred or became more frequent within three to 
four days. Moreover, in two cases omission of the drug 
because clinical response seemed slight produced an unex- 
pected increase in petit-mal attacks, which were again 
reduced when it was restarted. 

Two cases, one with grand mal only and one with 
myoclonic jerks and grand mal, showed an interesting 
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change in their attacks 'vn'thin ten days of starting tridione. 
Both noted a lengthening of the period of aura, in each 
case an epigastric one, so that they were able to sit or lie 
down before their grand-mal attacks developed, whereas 
previously they had had only the most momentary warn- 
ing. They , appreciated this change considerably, though 
in neither case was there any reduction in the frequency 
of attacks. 

Illustrative Cases 

The regime of treatment and the problems involved are 
illustrated in the following brief case histories. 

Case 16: Petit Mai and Myoclonic Attacks Abolished by 
Tridione. — A boy aged 13 had had typical petit-mal attacks and 
occasional myoclonic Jerks of the right arm and shoulder since 
the age of 4L There was no personal history of grand mal 
or any family history of epilepsy. Attacks averaged 10 a day, 
but on bad days he might have 20 or 30. They were unaffected 
by 44 gr. (0.29 g.) of phenobarbitone a day, which was making 
him sleepy. He was given 0.3 g. of tridione t.d.s and I gr. 
(65 mg.) of phenobarbitone b.d. After three days the attacks 
were much less frequent, and after a week they were abolished. 
They have been absent now for over a year, except when he 
omitted the tridione for periods of five and eight days. On 
each occasion the attacks recurred in 48 hours. He is now- 
stabilized on 0.3 g. of tridione b.d. 

Case 5: Petit Mal Controlled by Tridione. Grand Mal 
Occurred for First Time ■ Controlled by Hydatitain. — A youth 
aged 18 had had petit-mal attacks since the age of 7. There 
was no personal history of grand mal. One sister had petit 
mal. Attacks averaged one or two a day and were controlled 
for some years with 1 gr. of phenobarbitone b.d. At the age 
of 16 attacks recurred, and I gr. of phenobarbitone t.d.s. had 
no effect. He was given 0.3 g. of tridione t.d.s with 1 gr. of 
phenobarbitone b.d. The attacks ceased after 48 hours. The 
phenobarbitone was gradually reduced during six weeks. 
Occasional petit-mal attacks recurred three months later, averag- 
ing one in four or five weeks. Five months later he had his 
first grand-mal attack. He had three further attacks in the next 
10 days. Then 11 gr. (0.1 g.) of hydantoin b.d. was added to 
his tridione. Ho further grand-mal attack occurred for the 
next four months. Two petit-mal attacks occurred during this 
time. He is now regularly taking 0.3 g. of tridione t.d.s, and 
14 gr. of hydantoin b.d. 

Case A4 : Petit Mal Una^ected by Tridione; Grand Mal 
Developed. — A girl aged 12 had had petit-mal attacks since the 
age of 10. There was no history of grand-mal attacks, and 
the family history was negative. The frequency of attacks was 
12 daily, and they were reduced in number for a few months 
by 2 gr. (0.13 g.) of phenobarbitone a day. This effect soon 
wore off. She was given 0.3 g. of tridione t.d.s. together with 
the phenobarbitone, but this was without effect. In one month 
dosage was increased to 0.3 g. of tridione five times a day. 
There was no effect in a further month. At this time the first 
giand-mal attack was reported, and 0.3 g. of tridione t.d.s. 
with 14 gr. of phenytoin sodium (" epanuiin ”} was given for 
tw'o months. There were no further grand-mal attacks, but the 
petit mal was unabated. Electroencephalography in this case 
showed runs of typical wave-and-spike activity-. 

Electroencephalographic Changes 

A detailed description of these will be given' elsewhere. 
Here it is worth noting that clinical improvement did not 
always go hand in hand with decreased abnormality in 
E.E.G. records ; nor was the occurrence of wave-and-spike 
or “petit-mal variant” patterns in a record essential for 
clinical or E.E.G. improvement to occur. Though the 
■majority of those showing good clinical response did in 
fact show Wave-and-spike activity, some cases without this 
improved markedly, and at least one case with a clear-cut 
wave and spike showed no clinical response to the drug. 


Toxic and Other Incidental Effects 

Blood changes are potentially the most dangerous and 
deserve special consideration. Reports of fatal blood 
changes have been mentioned above. They appear to be 
fairly sudden in onset and rapid in progress. In some of 
them both diagnosis and treatment seemed somewhat 
delayed. They may occur at any time within a few weeks 
to ten months of the start of treatment. As with other 
toxic blood dyscrasias, their earlier manifestations are 
probably general symptoms of sore throat, malaise, listless- 
ness, etc. Their possible occurrence demands that patients 
on tridione should be under medical supervision, and 
unexplained general symptoms require an immediate check 
on the blood. They are, however, rare, and a more common 
effect noted by Davis and Lennox was a slow downward 
drift of the absolute neutrophil count, sometimes with a 
rise in number of lymphocytes or a transient eosinophilia. 
The change was reversed by omitting the drug. 

In 36 of the cases in this series full blood counts were 
done at the start of treatment, thereafter fortnightly for 
the first six weeks, and then at intervals of four to' six 
weeks. In 10 others the counts were done initially and at 
monthly intervals. In four the counts were more sporadic. 
In 26 cases treated for six months or more two showed a 
sudden marked reduction of total granulocytes in their 
monthly counts. Both returned to normal — one within 14 
days and the other within four days of the abnormal count. 
In the latter' case it was considered possible that the 
apparent reduction was due to a technical error. In six 
others a slow but irregular reduction of granulocytes was 
noted, but in none did the absolute neutrophil count fall to 
the 1,600 considered dangerous by Lennox. In four v 
moderate leucocytosis occurred, but at periods varying from 
one to 10 months after the onset of treatment, so that there 
was probably no causal link. In two an eosinophilia of 
over 5% was noted. No significant change in haemoglobin 
or red cells was seen. 

The urine was tested, for albumin and sugar only, 
in 18 cases during the first three months of treatment. 
Albuminuria was found in one case This was 
absent three weeks later, though the treatment had been 
continued. 

Apart from the aggravation of grand-mal attacks con- 
sidered above, other to.xic effects, though annoying to 
patients, were medically trivial. Seventeen cases suffered 
from “glare.” For this the wearing of sun-glasses during 
bright weather sufficed to allay any discomfort. Ten had 
rashes — eight acneiform, one macular, and one urticarial 
In the latter two cases the drug was omitted for three weeks, 
as these rashes may sometimes herald more severe toxic 
reactions. The acne seemed purely an aesthetic disadvant- 
age, though at times a serious one. In young women 
especially it proved a handicap to continued treatment, 
which bad sometimes to be omitted temporarily. The rash 
would then clear, to return, though often less intensely, 
when the drug was restarted. Four patients had an irrit- 
ability severe enough to affect their social relations. Three 
noted drowsiness and slight ataxia, and in one of them this 
persisted for some months. Three had prolonged bouts 
of hiccup during the first 'three months. None complained 
of indigestion, though two had nausea or vomiting at the 
onset. "None of these complaints required more than a 
temporary cessation of the drug. It is a distinct advantage 
that its sudden complete cessation had no tendency to 
cause status epilepticus in patients with grand mal — a 
danger which always has to be borne in mind with 
barbiturates and hydantoins. 
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' The obverse of these minor ill-effects should also be 
mentioned. In many eases patients or their relatives 
spontaneously remarked on an increased sense of well- 
being, an improved performance at school, or improve- 
ment in social behaviour in the home. One intelligent 
patient gave a vivid description of the increase in self- 
confidence when he no longer had to fear the sudden 
interruption of what he was saying or doing by an attack. 

Discussion and Conclusions 

There can be little doubt that tridionc is a valuable 
remedy in the treatment of pctit-mal epilepsy. At present 
it is used mainly in those cases in which phenobarbitone 
and the other better-established drugs have failed. In the 
future, it, or one of its less toxic related compounds 
such as dimcthylcthyloxazolidinc dione, already in use in 
America, will probably be the drug of first choice. Its 
possible toxicity, especially to the blood, is a handicap, 
but as case material accumulates this will be seen to be a 
slighter risk than it appears at present. For the moment 
it should be used with circumspection, regular medical 
supervision and a routine monthly blood count being 
essential. As its use increases, a more serious disadvantage 
may be its aggravation or provocation of grand-mal attacks. 
For this the addition of some effective anticonvulsant will 
be required. Phenobarbitone may be useful here, but in 
this series the hydantoinates proved more valuable for 
combined therapy. 

In the ten cases in which tridionc seemed to activate 
grand mal this tendency was controlled in six by the addi- 
tion of hydantoinates ; and with these two drugs together 
three patients were rendered free from alt fits for the first 
time for some years. Such a combination requires especial 
care in watching for blood dyscrasias, as both components 
are known to produce this effect. In practice, 17 of the 
above patients have been on this regime for periods 
up to 14 months, and so far no untoward results have 
been seen. 

Short-term assessment of treatment in epilepsy is always 
apt to be misleading, because the frequency of the seizures 
tends to vary naturally, often for no , apparent reason. 
Nevertheless, the first results of tridione therapy are 
striking enough to justify hope for the future. 

Perhaps the most interesting question that arises out of 
this drug’s marked selective effect on petit mal is that of 
its mode of action. Some valuable information on this 
point is provided by the findings of Grey Walter (1949 
— personal communication). In patients who showed myo- 
clonic jerks which could be fired off by photic stimula- 
tion, provided the frequency of the light-flash on the retina 
was exactly right, he found that administering tridione in 
a given case changed the frequency at which the light-flash 
would elicit the jerk. At first it appeared as if the light- 
stimulated response had been abolished ; that the drug had 
“ cured ” this artificially stimulated epilepsy. But further 
stimulation with the light-flash at a changed frequency again 
produced the myoclonus, and it would seem that tridione 
had only altered the setting of the complex reflex pathway 
subserving the response. 

In certain patients, at present few in number, the occur- 
rence of clinical petit-mal seizures has been reported 
following intermittent stimulation of the retina by some 
incidental occurrence during their day’s work (Cobb, 1947). 
In these cases any curative effect of tridione must work in a 
similar way to that demonstrated by Walter. If we consider 
that the central mechanism for firing off petit mal can be 
stimulated by other than photic afferent impulses — from 
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exteroceptive and possible enteroceptive sources — then 
changing the rate of stimulus necessary to fire the mechan- 
ism would still provide a basis for clinical cure. There are 
many features in the clinical course of petit mal which 
would lend support to the view that incoming stimuli of 
various sorts help to precipitate the attacks. 

Moreover, Jasper and Droogleever-Fortuyn’s (1947) pro- 
duction in animals of generalized wave-and-spike cortical 
electrical patterns by stimulation of the internal laminar 
region of the thalamus also suggests the importance of the 
afferent system. Should these findings be applicable to 
human petit mal, then we must envisage the electrical 
changes in the cortex and the changes in consciousness that 
constitute the seizure as being activated from the thalamus. 
What causes the thalamus.to fire in this way is still a matter 
for further experiment and speculation. But in interfering 
with the thalamo-cortical mechanism of the seizure tridione 
can presumably act at cortical or thalamic level or at 
both. 

The findings from clinical use of the drug would suggest 
that some action at any rate is at cortical level. The 
“ glare ” phenomena support such a site, as does the change 
produced only in the aura phase of the two cases of grand- 
mal attacks. Moreover, the effect on seizures occurring in 
the three patients with known focal cortical lesions point 
the same way. If this is so, then the continued use of 
tridione may enliven clinical routine by the incidental light 
it sheds on cortical function as well as by its therapeutic 
success. 

Sumniarj’ 

A review of 50 cases treated with tridione is given — 22 had 
one of the petit-mal epilepsies only, 24 had mixed grand and 
petit mal, three had grand mal only, and one had a unilateral 
tremor-rigidity .syndrome. 

In 31 cases the petit-mal attacks were abolished or markedly 
lessened, in 10 they were reduced, and in five unaffected. Grand 
mal was reduced in five cases, unchanged in 9, and aggravated 
.n 10, in one of which status epilepticus occurred. 

Evidence of serious though transient toxic effects on the 
blood was shown in two cases. Other toxic effects included 
“glare.” rashes, irritability, hiccup, drowsiness, and ataxia. 
Except for the first two, these were usually slight or transient. 

The .drug was discontinued in eight cases because it was 
ineffective or too provocative of grand mal, in three because 
improvement was maintained without it, and in one because 
of pronounced irritability. 

The combined use of tridione and sodium diphenyl 
hydantoinate for the mixed epilepsies, and the , possible mode 
of action of the former drug^on the genesis of petit-rhal seizures, 
is discussed. 

s Addendum , 

Since writing this paper an additional five cases have been 
treated with tridione for periods of three weeks to three months. 
In three cases petit mal attacks were reduced to one-quarter or 
less of their previous frequency : in two there was little or no 
effect. Of the 37 cases from the original series who were 
continuing tridione, four have now ceased to take it. Three of 
these cases have maintained their improvement for one to three 
months. Blood changes have occurred in a further two cases — 
in one there was a sudden ' drop in the absolute neutrophil 
count, which was reversed within three days by withdrawal of 
the'd'ug; the other showed a slow reduction of neutrophils to 
1,400. In this case the total leucocyte count at first rose,' owing 
to a rimultaneous increase in lymphocytes. This emphasizes 
the importance of a differential count. 

My thanks are due to Dr, W, Ritchie Russell for facilities for 
carrying out these trials. Messrs. British Schering. Ltd., kindly pro- 
vided samples of trimethyloxazolidine dione at the start of this 
work. 
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THE USE OF “TRTOIONE” IN 
PETIT MAL 

BY 

F. C. HAWARD, M.R.C.S., L.R.C.P. 

Medical Officer, Chaljont Colony for Epileptics 

“ Tridione ” was first used at Chalfont Colony for Epileptics 
in October, 1947. The following is a summary of the 
cases treated with' this drug in the following year, with our 
conclusions. 

As we knew little of the possible toxic effects of tridione 
the trial was limited to 50 cases, but we feel that these were 
sufficient to assess the efficacy of the drug. The patients 
were chosen at random ; some suffered from petit mat 
alone and some from petit mal with grand mal. Alt cases 
of petit mal were diagnosed solely on clinical grounds. As 
tridione is effective only when petit-mal attacks are asso- 
ciated with a cortical dysrythmia of the wave-and-spike type, 
it is probable that some of the failures were due to the fact 
that the patients had a dysrhythmia of- a different type. 
(Electroencephalographs were not available.) The ages of 
the patients ranged from 10 to 68, and they were mostly 
females. 

Dosage 

^ch patient began treatment with one capsule (0.03 g.) 
thrice daily ; the dose was to be increased to six capsules 
daily if no benefit was produced. In only three cases was 
it necessary to administer the maximum amount. Initially, 
tridione was given to al! cases, whether they suffered from 
petit mal alone or in combination with grand mal, but it 
was soon realized that tridione does not control grand mal. 
Moreover, certain cases who had previously only suffered 
from petit mal began severe grand-mal attacks when given 
tridione alone. Two cases went into status epilepticus (with 
subsequent recovery). We agree with Lennox (1947) when 
he states that he does not regard the terra “ anti-consmlsant ” 
as correct when applied to tridione in its use in epilepsy. 
An anti-convulsant such as phenobarbitone and/or epanutin 
IS now given in conjunction with tridione to all cases. 


Duration of Treatment 

An.xiety about the possible toxic effects of tridione led 
to withdrawal of the drug- too soon in some of the early 
cases. The continued administration of tridione with an 
anti-convulsant might have led to improvement in these 
cases, and we are at present treating some of them in this 
way. We have so far completely withdrawn the drug in 
only one patient (quoted below), who has reacted success- 
fully. Lennox states that after the withdrawal of tridione 
there may be no attacks for 18 months. We gradually 
reduced the dosage when the fits ceased or became much 
less frequent A number of patients whose attacks were 
considerably reduced with tridione showed an increase 
in attacks when the drug was discontinued owing to some 
contraindication. 

Immediate Effects 

Tridione is beneficial in cases of petit mal, a condition 
which had previously appeared not to react to any form 
of treatment The results with some patients, particularly 
children, were dramatic. Within a short time of the drug 
being administered there was complete relief in patients 
previously having frequent attacks. One typical case 
illustrates this: 

T. F., aged 14 years 10 months. Admitted to Chalfont on 
April 29, 1943. He had suffered from 10 to 21 minor attacks 
per month for five and a half years. On Oct. 18, 1947, he was 
given tridione. one capsule t.d.s. Since that date he had one 
major attack, in November, 1947, and no epileptic attack of 
any type since. Prior to having tridione he was described as 
a ’“dopy ” type of child ; at present he is a bright and reliable 
boy and joins in all games ssith obvious enjosTiicnt, 

Apart from cessation or reduction of frequency of 
attacks, there has been improvement in behaviour defec - 
and mental capacity in several cases, and the patients have 
expressed a feeling of general betterment. We have not 
been able to record improvement by the electroencephalo- 
graph, as the apparatus is not asailacle Lennox utilizes 
electroencephalography as an indication for reducing the 
dose of tridione. If his cases have had no petit-mal attacks 
for three months and the encephalograph is free of wave- 
and-spike formations, he reduces the dosage by one capsule 
every two months until none is taken, if the attacks do not 
return. VWien reduction or cessation of attacks is not 
accompanied by an improvement in the patient's mental 
state, this may be due to insufficient time having elapsed 
for the mental capacity to be judged. An improved mental 
state may follow, particularly in children and in cases with 
a short history. 

In our experience the best results have been produced 
in children. Whether this is due to the age of the patient 
or the shorter duration of the malady we do not feel in 
a position to say, though Lennox slates that the age is 
presumably the important factor. Age would appear to be 
no contraindication to the use of tridione. Our oldest case 
is a woman of 6S, whose history is appended : 

K. A., admitted to Chalfont on Nov, 12, 1931. wilh 27 years' 
history of epilepsy — al! minor attacl^. Her annual number of 
attacks was from 150 to 250. She was first given tridione on 
Nov. 21, 1947, since when she has had si.x lo seven attacks per 
month. 

In addition to the petit-mal attacks recorded by the 
attendants, presumably there are a large number which 
must escape observation. 

One other factor in assessing the value of original treat- 
ment, particularly in adults, is the patient's suspicion of 
a new drug ; in some cases this resulted in a lack of 
co-operation and hysterical manifestations. 
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Toxic Effects 

Visual. — There were no serious toxic effects in our cases. 
Photophobia, or the " glare ’’ phenomenon, particularly 
when the patient was .out-of-doors, has been the most 
common manifestation, although this has occurred only in 
adults. There was no evidence of intrinsic eye changes. 
In no case was it necessary to discontinue treatment on this 
account, and the condition appeared to occur irrespective 
of dosage. 

Blood. — White cell counts and haemoglobin estimations 
were done at monthly intervals. We had decided that if 
the count fell below a total of 4,000 white cells we would 
stop the drug. This occurred in one case, and the count 
improved considerably after the tridione had been dis- 
continued. Lennox lays down that a white count of below 
4,000, with polymorphonuclears less than 40% or number- 
ing less than 1,600, are indications for at least temporary 
discontinuance of medication. The haemoglobin remained 
normal except in one case with a reduction to 60% ; there 
was no evidence that the diminution was due to the tridione. 

Skin. — ^Two children developed a morbilliform eruption, 
one having in addition a severe stomatitis, presumably due 
to the drug ; the blood picture was normal. The condition 
cleared up shortly after tridione was discontinued. 

Gums. — ^Thcre was no effect on the gums, such as the 
hyperplasia that follows epanutin administration. 

Ataxia. — ^There was no case in which tridione could be 
incriminated. 

Indications for Stopping Treatment 

These are; (1) an increase in the number of attacks, 
(2) failure to control petit mal, and (3) manifestation of 
toxic symptoms. The dose of tridione was increased to 
six capsules per day, when necessary, before we considered 
it had failed to control the petit mal. One important factor 
in the use of tridione is that, unlike the anti-convulsant 
drugs, it can be withdrawn abruptly without ill effects. 

Summary of Cases 

Children. — Fourteen cases. 

Boys. — ^Ten cases, aged between 10 years and 14 years 
1 1 months. Attacks have entirely ceased in four cases. In case 1 
they ceased in seven months, in case 2 in six weeks, in case 3_ in 
four weeks, and in case 4 in four months. Case 1 was having 
100 attacks a month ; case 2, 65 attacks a month ; case 3, 10 to 
20 attacks a month ; and case 4, 35 attacks a month. The remain- 
ing 10 cases showed from 10% to 90% reduction in the number 
of attacks. 

Girls.- — Four cases, aged between 11 years 11 months and 
13 years 11 months. Case 1 was exhibiting the akinetic type 
of attack. She has ceased to fall in the attacks, and they were 
reduced by about 15%. In cases 2 and 3 the attacks were 
reduced by 50%. Case 4 had shown a marked reduction in 
her attacks, but after four months’ treatment tridione was with- 
held when the total white cell count fell to 4,000 per c.mm. 

Adults. — Thirty-six cases. 

Females. — ^Twenty-six cases, aged between 16 years 10 months 
and 68 years. Attacks ceased in six months in one case that 
was having 120 to 300 attacks a year. Thirteen cases showed 
a diminution in the number of attacks. Seven cases showed 
little or no improvement. Three of these cases were among 
the earliest treated with tridione, and began severe attacks of 
grand mal as soon as therapy was started. Two of these cases 
are now receiving tridione again, and doing well. Two cases 
were apparently worse with tridione. 

Males. — ^Ten cases. Of these, eight cases showed improve- 
ment and two no improvement. 


From the foregoing it will be seen that in boys 28.5% 
showed cessation of attacks, and in girls 75% showed improve- 
ment. In female' adults 3.7% showed cessation, 50% improved, 
and 7.7% became worse. In male adults 80% showed improve- 
ment, and 20% showed no improvement. 

We are now giving tridione to more patients. The drug 
appears to be of use in all cases of petit mal, although it is 
of little or no value in the treatment of grand mal. 

Summary 

Conclusions are given of the treatment of 50 cases of petit 
mal with tridione over one year. Tridione is of value only 
in the treatment of petit mal. Dosage and toxic effects are 
discussed. 

An analysis is given of the effects of treatment upon adults 
and children. The best results were with children. 

My thanks arc due to the committee of the National Sodety for 
Epileptics for their permission to publish these results, and to the 
matron and nursing staff for their co-operation. 
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CASE OF SALMONELLA ENTERITIDIS 
SEPTICAEMIA WITH LUNG 
ABSCESS 

BV 

1. McLEAN BAIRD, M.B., Ch.B. 

AND 

L. CAPPER, M.B., B.S. 

(From the London Chest Hospital and the Seamen's Hospital) 

Although Salmonella enicrilidls (Gaertner’s bacillus) infec- 
tion is usually characterized by an acute gastro-intestinal 
illness with a pyrexia, many authors report a positive blood 
culture. Huang (1937) reviewed 50 cases of Salmonella 
septicaemia, most of which also had a coincidental debilita- 
ting disease — c.g., relapsing fever. There is a striking 
similarity between the features of Salm. enteritidis septi- 
caemia and typhoid fever. 

The usual onset of Salm. enteritidis septicaemia is sudden, 
with fever and generalized aches. A continuous fever with 
a relative bradycardia often occurs in the second week. A 
moderate anaemia with a leucopenia is frequently present. 
An enlarged spleen is almost constant. Rose spots about 
3 mm. in diameter, not fading on pressure, are a feature at 
this stage. The blood cultures are positive in the first two 
weeks, and the organisms can be recovered from the stools 
and the urine later. Serum agglutinins are not usually 
detected, until the fourth week. 

Occasional variants from this clinical picture have been 
recorded— e.g., hepatic enlargement. Necropsy findings 
include hyperplasia of Peyer’s patches, haemorrhages in the 
gastro-intestinal mucosa, and inflammatory lesions of the 
brain, gall-bladder, bile ducts, and lungs. 

Predisposing Factors and Prognosis. — Most authorities 
stress the importance of malnutrition and debilitating 
disease, which is emphasized in the case report below. The 
mortality is high, and due to the frequent occurrence of 
complications. 

Complications 

The complications recorded include meningitis, s pyelitis, 
osteomyelitis, choiecystitis, cholangitis, and pulmonary 
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SALM. ENTERITIDIS SEPTICAEMIA WITH LUNG ABSCESS 


involvement. Two cases of fatal purulent meningitis are 
recorded by Huang. Stevenson and Wills (1933) have 
reported a “primary” Saint, enteritidis meningitis 
in a child of 9 weeks. Pyelitis and pyelonephritis 
are common in the recorded cases. Harvey (1937) 
and Guerra have reported the occurrence of Salm.enleritidis 
osteomyelitis. Harwell (personal communication, 1947) 
describes a case of amoebic liver abscess in which Saint, 
enteritidis (Chaco variety) was found in the pus from the 
abscess. 

Ptdmottary Involvement. — The recovery of Salm. enteric 
tidis from the sputum has often been reported, but only two 
cases of pulmonary involvement could be found. McNee 
(19211 describes a case of “ influenza bronchopneumonia” 
in which necropsy findings were haemorrhagic peribronchial 
areas with pus in the bronchi, from which Salm. enteritidis 
was cultured. Smith and Scott (1930) report a case of Salm. 
enteritidis septicaemia in which consolidation of the right 
upper lobe developed. The rarity of the pulmonary involve- - 
ment is contrasted strikingly with the comparative frequency 
in typhoid and paratj’phoid fevers and in infection by Salm. 
choterae-suis. 

' Case Report 

A merchant seaman aged 48, a native of Barbados, was 
admitted to the Seamen’s Hospital on Feb. 6, 1946. He com- 
plained of several weeks' headache and sweating. He also had 
some shortness of breath and had recently developed anorexia 
with occasional vomiting. He had a history of malaria and 
had been treated for nutritional oedema in 1945 at Durban. 

On admission his temperature was 101.4° F. (38.55° C.), but 
there were no abnormal physical signs except a furred tongue 
and a dermatiu’s on his back and arms. The initial white-cell 
count was 12,900 (82% polymorphs) and the blood urea 49 mg. 
per 100 ml. The urine contained albumin, pus, and a few red 
cells. The chest showed no radiological abnormality at this 
stage. 

Pyrexia continued, with peaks of 104 to 105° F. (40 to 
40.6° C.), and six days after admission a course of quinine and 
mepacrine was tried empirically. The pyrexia did not respond 
to this therapy. Twelve days after admission he developed a 
coliform cystitis which responded to potassium citrate, and he 
became afebrile for a week, with much clinical improvement. 

On the 24th day after admission he again became febrile 
and developed a cough with “ rusty ” sputum. E.xamination 
revealed fine crepitations over the right upper lobe and signs 
of a small effusion at the left base. A skiagram now showed 
the presence of a thick-walled abscess cavity in the right upper 
lobe and a small left basal pleural effusion. Further radiologi- 
cal examinations during three days showed an increase in size 
of the abscess, which lay in the axillary-pectoral segment of 
the right upper lobe. A second smaller cavity developed in 
the left upper lobe, but this diminished in size subsequently. 

The patient’s condition slowly deteriorated, and he was soon 
producing 4-6 oz. (110-170 ml.) of foul sputum daily. There 
was no response to penicillin or sulphonamide therapy, and on 
March 22 he was transferred to the London Chest Hospital for 
surgical drainage. At this stage his main complaint was a 
sharp pain in the right side of the chest, and his temperature 
W’as continually about 101.6° F. (38.7° C.). Clubbing of the 
fingers had not developed, but the dullness at the right upper 
lobe and showers of fine crepitations were still present. His 
white cells numbered 34,000 (polymorphs 70%), and his haemo- 
globin was 66%. 

A course of penicillin (500,000 units daily) was again started, 
and on March 24 the abscess was drained through the axilla. 
Specimens of pus from the abscess, the sputum, and the blood 
all produced Saint, enteritidis on culture. However, the patient 
became stuporous two days after the drainage and developed 
marked meningism. The cerebrospinal fluid was sterile on cul- 
ture, and there were no abnormalities in pressure or cell count. 
The patient’s condition gradually deteriorated, and generafized 


oedema developed. He died on April 4, eight weeks after his 
original admission. 

Necropsy revealed a marked increase in intracranial tension, 
with numerous abscesses and septic infarcts but no raeninritis. 
The whole of the right upper lobe of the lung consisted of a 
sloughing pneumonitis with central cavitation, and there was 
a thin-walled abscess in the left upper lobe. Ulceration of the 
ascending and lower descending colon was present, non-specific 
in character. The liver and spleen were normal. 

The bacteriological investigation (Dr. Joan Taylor. Salmon- 
ella Reference Laboratory) showed that this particular orcanism 
was the Chaco variety of Salm. enteritidis, which had been 
isolated in India and South America but not previously in this 
country. 

We ate indebted to Dr. E. H. Hudson, Dr. Keith Simpson, Dr. 
C. E. Sundell, and Mr. Vernon Thomson for permission to publish 
this case and for their helpful criticism. 
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Medical Memoranda 


Direct Inspection of Coarctation of 
Aorta -with a Thoracoscope 

A study of the literature reveals that a coarctation of the 
aorta has never been reported as having been seen through 
a thoracoscope, nor has the use of this instrument as a 
means of identifying abnormalities of the great vessels been 
described, though Fatti (1949 — ^personal communica- 
tion) used the procedure before performing Blalock’s 
operation. 

In the case here described there was a chance com- 
bination of two diseases — coarctation of the aorta and 
pulmonary tuberculosis. A therapeutic pneumo’Jiorax wns 
induced and the presence of adhesions indicated thoraco- 
scopy. An opportunity for direct inspection of the coarcta- 
tion was thus presented. We were able to confirm the 
presumptive diagnosis and to determine the exact position 
and extent of the lesion and its relation to the subclavian 
artery. 

C.vSE Report 

The patient, a woman aged 22, had a haemoptysis in Julv, 
1948. She was A-rayed, and pulmonary tuberculosis was 
diagnosed. 

On admission to the tuberculosis unit of St. Stephen s Hos- 
pital she felt well, had only a slight cough and a trace of 
sputum, had not lost weight, but had had some headaches which 
were not severe. The feet were always cold, escti though 
she used a hot-water bottle to try to keep them warm. 

Her ceneral condition w'as good she was afebrile and her 
weieht'was 7 st. 12 lb. (49.S9 kg.l. There were r.o physical 
signs of pulmonary disease. Examination of the cardiovascular 
5 y 5 rcm revealed a normal-sized heart with a blowing systcli- 
murmur heard all over the praecerdium. and equall:, well 
heard in the intcrscapular region, especially on the left side. 
The blood pressure was 200 95 in the right arm. 210.90 in t.he 
left arm, 190(100 in the right leg. and 190. 100 in the left leg. 
There was visible and increased caro’Jd pulsation, bu! ro cm- 
d-nce of abnormal collateral circulation over the chest wali. 
The femoral pulses, though present, were difrcult to feel, and 
were later than the radial pulses. 
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_ A radiograph of the chest showed diffuse miliary-type infiltra- 
tion throughout the' left lung. The right side was normal, as 
was the heart size ; the aortic knob was small, and the pul- 
monary -conus was not enlarged. There was no rib-notching. 
The electrocardiogram was normal. ' Sputum once showed 
scanty tubercle bacilli. 

A diagnosis of pulmonary tuberculosis complicated by a 
mild degree of coarctation of the aorta was made. Dr, Paul 
Wood, who saw her in consultation, thought that the diagnosis 
of coarctation of the adult type was likely. 

After a period of bed-rest and para-aminosalicylic acid the 
patient’s condition was even better than on admission ; her 
erythrocyte sedimentation rate had fallen from 30 to 7 mm. 
Westergren. The radiograph was unchanged. Tomography 
showed a cavity in the left infraclavicular region. A left 
artificial pneumothorax was induced on Feb. 16, 1949, without 
incident. Adhesions were present. In the absence of evidence 
of gross chest-wall anastomoses thoracoscopy was considered 
to be a justifiable procedure. 

The operation was performed by one of us (J. R. B.) on 
March 4. The few apical adhesions which were present were 
divided without haemorrhage from the cut ends. After this 
the aorta was examined both above the upper lobe and through 
the fissure, and the whole length from arch to coarctation was 
seen. The notch was easily visible at the posterior end of the 
fissure, and was rather deeper than had been anticipated from 
the clinical picture. It was a short constriction and well below 
the origin of the left subclavian artery — the second type 
described by Saftn and Wiklund (1948). Convalescence from 
thoracoscopy was not complicated by intrapleural haemorrhage. 

/ 

Comment 

Since Gross (1949) reported a case in which a graft had 
been successfully implanted in a boy in whom a long seg- 
ment of aorta had to be removed in order to excise the 
stenosed segment completely, an accurate pre-operative 
diagnosis of the anatomy of the coarctation has become 
more important. 

The method of angiocardiography using a systemic vein 
as the site of injection does not give very satisfactory 
results owing to excessive dilution of the medium. As an 
alternative, dye may be injected by introducing a catheter 
through the brachial artery, as has recently been done 
in Scandinavia. 

It is suggested that there may be a place for thoracoscopy, 
as a view of the actual lesion must be far more inforrriative 
than any radiological technique. The risk enta''.c;fr must 
necessarily be haemorrhage from the anastom^ic vessel 
on the chest wall, and, although this problr/n was not 
encountered in our case, it was not one in wVlch complete 
obstruction was present. To avoid this risk / may be- wise 
to introduce the thoracoscope high up, ' jossibly in the 
second space anteriorly. Rib-notching is leldom seen in 
the upper two or three ribs, which may kyicate that the 
collateral circulation is not extensive at this level, although 
J. Chesterman (1949 — personal communication) states that 
the vessels are greatly dilated in all the inte^ostal spaces 
in specimens he has had the opportunity of investigating 
by injection at necropsy. - 

We would like -to thank Mr. T. H. Holmes Sellors and Dr. Alec 
• Wingfield for thei]- encouragement. V 

J. R. Belcher, M.S., F.R.C.S., 

First Assistant, London Chest Hosaiial. 

F. E, DE W. Cayley, M.D., M.I^.P., 

Senior Registrar, St. S:ephen’s HospiuA, ' 
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Artificial Pneumoperitoneum Associated 
with Strangulated Hernia and 
Scrotal Pneumocele 

It has not been possible to find an account of strangulated 
hernia complicating artificial pneumoperitoneum treatment. 
The following case is therefore recorded. 

Case Report 

A man aged 22 was referred to the Bedford^ Chest Clinic 
in October, 1946, because of persistent tachycardia. An 
.r-ray film on Oct. 22, 1946, showed shadowing in the left upper 
zone, suggesting tuberculous infiltration. The right lung was 
clear. An artificial pneumoperitoneum was induced on Jan. 19, 
1947. A left phrenic crush was done on Feb. 15. A rise, in 
position of the left diaphragm of approximately 3 in. (7.5 cm.] 
was obtained by these means. The patient has done no heavy 
• work since his lesion was diagnosed. His refills have been 
given at approximately ten-day intervals, 1.000 c.cm. in amount. 
His final pressure has averaged -f 4 to +6, and the highest ever 
recorded was +9 on two occasions in November, 1947. 

His left phrenic nerve was recrushed on Feb. 14, 1948. He 
was last refilled on Oct. 1, 1948. Final pressure 4-3 to +6. 

About October, 1947, he had noticed a small painless 
“lump” below the right inguinal canal. On Oct. 5, 1948, 
he noticed a sudden increase in the size of the swelling. Severe 
pain developed accompanied by vomiting. Six hours later a 
lender tense swelling was present in the right inguinal region, 
extending into the scrotum and reaching the upper pole of the 
right testicle. The swelling was irreducible, size about 3i in. 
(8.75 cm.) long by 1 in. (2.5 cm.) wide. After administering 
morphine and atropine the hernia was reduced by taxis with 
some difficulty. Immediately following this procedure the 
right side of the scrotum became distended to about the size 
of a grapefruit. The testicle was covered but could be felt 
below the swelling, which was not lender. This swelling could 
be easily reduced, but it rapidly re-formed. It was undoubtedly 
caused by air. A pressure pad placed over the external ring 
retained the swelling without difficulty. 

An operation for right inguinal hernia was performed. An 
air-distended processus vaginalis was demonstrated, dissected 
down, and found to include the testis. 

Comment 

The interest in this case lies in the fact that no reference 
has been found in the literature to the occurrence of 
strangulated (incarcerated) hernia accompanied by a scrotal 
pneumocele complicating pneumoperitoneum treatment. 
Meltzer (1948) describes a case of scrotal pneumocele, and 
quotes four others as the only cases that he has found in the 
literature. Nagley (1948), however, quotes a case of 
inguinal hernia, and also adds three cases of scrotal 
pneumocele. Bennett (193S), in a review of 200 cases of 
pulmonary tuberculosis treated by pneumoperitoneum, had 
three cases of hernia develop, none strangulated, but treat- 
ment was'discontinued. Rilance and Warring (1944) report 
a case of a patient who had a small inguinal hernia sac 
which was filled with fluid from the peritoneal cavity by 
coughing. This could not be reduced until 25 ml. of fluid 
was aspirated. Daniels and Eisele (1938) describe two cases 
of inguinal hernia in which increase in the size of the 
scrotum occurred during pneumoperitoneum treatment. 
This they ascribed to air. Banyai (1946) also quotes two 
cases of inguinal hernia, not started by pneumoperitoneum 
treatment, but made worse by it. Crow and Wh-lchel (1945) 
report an emphysematous type of inguinal swelling occur- 
ring in something under 2% of 546 patients. They treated 
this by reduction of the swelling and the fitting of a truss. 
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Refills were then continued without further trouble. A 
number of other authors have quoted similar experiences. 

It is obvious that hernia complicating artificial pneumo- 
peritoneum treatment is common. It is clear that it can 
be well controlled by a truss, that this should be done, and 
that the pneumoperitoneum need not be discontinued. 
Scrotal pneumocele, until lately looked upon as a rarity, is 
probably more common than hitherto thought. 

N. WvtVN-WlLLIA-MS, M.B., M.R.C.S.. 

Physician in Charge of Bedford Chcsi CKnic. 
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• Haematemesis Following Intraduodenal 
Rupture of Aneurysm 

The frequency of occurrence of aneurj’sms of the abdominal 
aorta and its branches is now well recognized. Bryant 
(1903), examining necropsy records at Guy’s Hospital, 
found, over a period of 46 years, 325 cases of aneurysm of 
the aorta, 54 of which were abdominal. Of- Lucke and 
Rea’s (1921) series of 321 aortic, aneurysms 40 were 
abdominal, as were 6 of 94 aortic aneurysms recorded by 
Levitt and Le \7 (1940). ' Kampmeier (1936) found 386 
cases reported in the literature, which 'vas reviewed by 
Jennings (1941), who added four further cases and stressed 
how varied and dramatic may be the presenting clinical 
picture, 

American authors seem to regard syphilis as the major 
aetiological factor in the development- of these aneury’sms, 
whereas in this country the combination of atherosclerosis 
and continued heavy manual work is generally held to be 
responsible, a view that is supported by the predominance 
of males among reported cases. In untreated cases the 
expectation of life from the time of diagnosis appears to 
be little more than a year, death being due to rupture of the 
aneurysm and haemorrhage. 

In the majority of cases rupture is either retroperitoneal 
or inUaperitoneal, Bockus (1943), in discussing the causes 
of haematemesis, refers to the possibility' of aneurysmal 
rupture into the stomach but does not quote any recorded 
instances. Perry and Shaw (1893) reported a case of a man 
aged 37 in which at necropsy “ at the lower end of the 
duodenum ” there was a small orifice opening into the sac 
of an aneurysm “ uhich sprang from the centre of the 
abdominal aorta.” The stomach, duodenum, and parts of 
the small intestine were full of blood clot, but death was 
sudden and the occurrence of haematemesis was not 
described. Scott (1944) refers to a patient whose death 
was due to massive gastro-intestinal haemorrhage follow- 
ing rupture into the duodenum, but no clinical history is 
given. No other reports of rupture into the duodenum 
have been found in the ntore readily available literature. 

The following case seems to he of particular interest, 
the patient being a female and death being preceded by 
haematemeses recurring over a period of nearly 24 hours. 

Case Record 

A widow aged 58 was admitted to Edgware General Hospital 
at lUO p.m. with a history of having vomited approximately 
10 oz. (280 g.) of blood-stained gastric contents 12 hours and 


six hours previously. For the preceding five months she had 
felt generally unwell, with poor appetite, distaste for food, and 
occasional upper abdominal discomfort which bore no definite 
relation to the taking of food. There had been no earlier 
history of dyspepsia and no loss of weight. Bowel action had 
been normal and there had been no observed abnormality of 
the stools. 

The patient was a well-preserved co-operative individual : her 
general condition was good and not indicative of any great 
blood loss. Haemoglobin was 70% (Haldane). The abdomen 
was soft, and in the region of the umbilicus was a tumour, 
about 7 cm. in diameter, showing the characteristic sign of 
expansile pulsation. 

Pulsation of the tumour 
was visible through the 
anteriorabdominal wall, 
but there was no pal- 
pable thrill and no bruit 
was audible on auscul- 
tation over the tumour. 

There were signs of 
moderate cardiac en- 
largement, considerable 
sclerosis of peripheral 
arteries was present, 
and the blood pressure 
was 140)85. A barbiturate hypnotic was prescribed and the 
patient spent a comfortable night, but at 8.30 a.m. the next day 
there was a further haematemesis leading to collapse and death. 

A post-mortem examination was made by Dr. H. C. Moore. 
A large saccular aneurysm was present, arising from the main 
trunk of the abdominal aorta, which showed severe atheroma 
though no adventitial thickening. The aneurysm extended 
anteriorly and was filled with blood clot, removal of which 
revealed a stoma opening into the third part of the duodenum. 
The stomach and intestines were filled with blood. Sections 
of the aortic wall were reported as showing marked athero.tia 
of the intima and, in the media, diminution of elastic and 
muscle tissue with collagenous replacement; in one place the 
media was absent. Mild lymphocytie infiltration of the media 
was present, and in the adventitia there was also some peri- 
vascular lymphocylic infiltration ; no plasma cells were seen. 
There w'as no evidence of medionecrosis. 

My thanks are due to Dr. H. C. Moore for assistan« wiih the 
patholocical examination, to Miss M. Sha-.v for the clinical photo- 
graph, and to Dr. L. I. M, Castlcden for permission to publish this 
report. „ _ 

G. M. B.ARRErrr, M.D., M.R.C.P., 
Department of Medicine. Edgware General Hospital. 
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According to the third annual report of the Institute of 
Child Health in the Universitj- of London, the Institute has 
been considering the possibility of obtaining its own Pt^Jses. 
The new Board of Governors of the Hospital for Stek Children, 
Great Ormond Street, was consulted, with the object of seeking 
agreement on a joint policy of building and development. This 
policv has now been decided upon, and plans being considered 
include the completion of the hospital s buildings. The 
Institute has been stimulated in this course by a gift of 
£105 888 received last vear from the people of Durban and 
the Province of Natal. The close association betrveen the 
University and the Institute has been continued, and lecture- 
demonstrations have been given for D.P.H. students and for 
students of the London School of Economics. An account 
of procress in research supported by the Institute and the 
Hospital for Sick Children is appended to the report. 
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RECTAL SURGERY 

The Principles and Practice of Rectal Surgery. By William B. 

Gabriel, M.S., F.R.C.S. Fourth edition. (Pp. 508;- 11 coloured 

plates and 278 illustrations. £2 5s.) London: H. K. Lewis 

and Co. 1948. 

Sixteen years have elapsed since Mr. Gabriel published this 
excellent book, which is one of the standard works on the 
subject and is studied by all who undertake' the treatment of 
lesions of the ano-rectal region. During this period, when so 
many matters have been in a state of (lux, surgery has pro- 
gressed, along many lines, knowledge has increased, operative 
technique has advanced, and new operations have been per- 
fected. In this surge forward rectal surgery is in a place of 
prominence and has become a specialty resting upon the safe 
foundation of anatomy, physiology, and pathology, with a 
sound superstructure of symptomatology, diagnosis, and treat- 
ment. Proctology in this country is practised by surgeons 
trained in general surgery who continue their work in the 
latter subject. 

The appearance of the beautifully illustrated fourth edition 
is appreciated, since the subject matter has been revised care- 
fully to incorporate the latest developments. In addition, a 
new chapter on anal incontinence is presented. The sad plight 
of patients with this condition is obvious and their gratitude 
for relief witho'ut the institution of a colostomy is unbounded. 
The author discusses all the varieties of anal incontinence and 
warns against unskilled and injudicious deep division of the 
external sphincter and ano-rectal ring ior the cure of fistula, 
which is especially liable to happen with high-level fistulae 
anterior to the transvebe anal line, particularly in women. Anal 
incontinence may, of course, follow several other operations 
on this region, and the chapter should be studied by younger 
surgeons who contemplate carrying out these procedures. The 
correction of the condition by various operations is described 
in detail and illustrated by helpful diagrams. 1 am glad to note 
the author advocates the use of unabsorbable sutures with 
an, aseptic technique, pointing out that the use of an absorbable 
suture may account for the comparatively poor end-results in 
the past. 

The part of the book concerning malignant disease is 
important, and reflects the mature wisdom of a surgeon who 
has studied the subject in detail from every viewpoint, often 
in collaboration with Cuthbert Dukes. As the result of his 
experience he prefers the one-stage perineo-abdominal excision, 
which has given him a 75% five-year survival rate in poup A 
patients. Other operations, including anterior resection and 
proctosigmoidectomy, which are being studied earnestly at the 
present time, are discussed in a most helpful manner. The 
author incorporates the warning that we should adopt a cautious 
attitude until comparable statistics are available, “ and the death 
of W. Ernest Miles in September, 1947, is also a sad reminder 
of the fact that his abdomino-perineal excision has now been 
the standard procedure for forty years, and it is not lightly 
to be discarded.” Consideration is given to the so-called 
“ inoperable ” carcinoma. I feel the time has come to delete 
this term, for at best it is only relative and its attachment 
to a patient means the abandonment of hope. The author 
rightly demands. “ When is any particular growth to be con- 
sidered inoperable ? ” and he supplies the answer by stating 
it can be given only in most of the advanced and border- 
line cases when laparotomy is undertaken by a surgeon with 
special knowledge of this branch of surgery. 

It is hoped that in a future edition more details w’ill be 
given concerning the subject of sacro-coccygeal tumours, 
including teratoma and chordoma. Doubtless a section will be 
added on carcinoid tumours, which are being discovered in 
increasing numbers. 

^ I express my indebtedness to the author for all the contribu- 
tions he has made to rectal surgery, praise his book, and 
corrmend it to surgeons who seek to relieve the intense suffering 
occasioned by ano-rectal disease. „ 

Ronald W. Raven. 


ESSAYS ON SURGERY 

Surgery Orthodox and Heterodox. By Sir William Heneage 

Ogilvie, K.B.E., D.M., M.Ch., F.R.C.S., Hon. F.A.C.S., Hon. 

F.R.C.S.Canada, Hon. F.R.A.C.S. (Pp. 241. 12s. 6d.) Oxford: 

Blackwell Scientific Publications. 

The author has collected in this volume reprints of articles he 
has published at various times during the last few years. They 
range from addresses to students and professional societies to 
papers on highly technical aspects of surgery. Throughout 
they give evidence of the svide interests of the author, of his 
great surgical experience, and of his clear insight into the 
many problems which have confronted him. The descriptions 
of his own cases are the mOst attractive feature of the volume, 
and they are certainly examples, which any student should 
study, of how cases should be described. Indeed, there are 
few surgeons, however great their own experience, who will 
not learn something from their perusal. Even those articles 
outside the field of technical surgery have a wide interest, and 
should appeal to many readers whose interests are not 
restricted to the world of medicine. 

H. S. SOUTTAR. 


TABULATED THERAPEUTICS 


A Course in Practical Therapeutics. By M. E. Rehfuss, M.D., 
F.A.C.P., F. Kenneth Albrecht, M.D., and Alison Howe Price, 
A.B., M.D. (Pp, 824; 70 plates. £4 2s. 6d.) London: 
Bailliire, Tindall and Cox. 1948. 


This great book, which in appearance is not unlike a family 
bible (it is beautifully printed and illustrated), has evolved 
from the method of undergraduate instruction in Jefferson 
Medical College, Philadelphia. For some years each student 
was assigned to review a particular therapeutic subject in 
internal medicine. Their contributions were then considered 
by the members of the department best fitted to do so, revised, 
edited, mimeographed, and given out to the class. In this 
way a huge quantity of material gradually accumulated and 
has been incorporated in the present volume. One feels the 
result is indeed the product of some great organization rather 
than of a few individual writers. As the pages are scanned 
one can almqst hear the whirring of holleriths, the clicking 
of massed typewriters, and the hurrying feet of bands of busy 
amanuenses. And yet the result is co-ordinated, wonderfully 
well balanced, and lacking in contradictions. Somewhere- in 
the background there has been a meticulously efficient secre- 
tary to the organization (probably a woman) and a remarkably 
well informed editorial board. 

The book is planned in four sections. The first and shortest 
is an introduction to the principles of treatment by the senior 
editor. It is the only section to be written in a consecutive 
prose style, the other three being set out in tabular notational 
form. The second section is devoted to a discussion of' 
symptomatology and its management. The third is concerned 
with the therapeutics of definite diseases, some cohsideration 
being given' to aetiology and diagnosis, since it is realized that 
the successful description of treatment demands some prelimin-- 
ary classification and definition of the disease to be treated. 
The fourth section is on special forms of therapy. 

In a rapid survey of the book I have been unable 
to find a single important drug or method of treatment which 
does not receive mention. In spite of the fact that such a 
large volume must have taken a considerable time to pass 
through the press, it is nevertheless remarkably up to date, even 
in respect of the most modern forms of antibiotic treat- 
ment, The main criticism of the work, and it is a serious one, 
is that too many methods of treatment are described without 
adequate critical assessment of their relative values.' The reader 
is dumbfounded by the number of things he can do for a patient, 
but is left in some doubt about which is most important and 
when to do it. Embarrassed by his riches, he may feel like 
the celebrated ass which starved between two bundles of hay 
because it could not make up its mind which to turn to 
first. 

This is manifestly not a book to read through, but one to 
use as a work of reference. A lecturer anxious to deal with 
any aspect of the therapeutics of internal medicine will here 
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find his notes beautifully prepared for him ; and should anyone 
in this country think of editing a booklet on medical treatment 
he will find it easy, with the help of this volume, to ascertain 
how far the information given by his contributors is accurate, 
up to date, and comprehensive. 

D. ^t. Dunlop. 

NOMENCLATURE OF DISEASE 

r/ie yomendature of Discoic. Drawn up by a joint committee 
appointed by the Royal College of Physicians of London. 
Seventh edition. (Pp. 3S5. Ss. 6d.) London; H.M. Stationery 
Office. 194S. 

The appearance of the seventh edition of this work coincides 
with the publication of the hucrnntional Sialistical Classifica- 
lioi! of Diseases, Injuries, and Causes of Death (British Medical 
Journal, April 30. p. 771). The purpose of the nomenclature 
is to lay down an approved terminology and to list the separate 
disease entities and parasites which in the light of current know- 
ledge are believed to exist, giving in most instances only the 
recommended name for each. A statistical classification, on the 
other hand, has to group together into numbered categories, in a 
manner thought to be most useful for statistical presentation 
and research, all descriptive terms likely to be found on medical 
records. For each of these systems some form of combined 
aetiological and anatomical framework has to be used, and 
to some it may seem unfortunate that the system newly adopted 
for this edition follows the plan of the American standard 
nomenclature of disease rather than the simpler one which 
has stood the test of time in the international list. However, 
there are advantages as well as disadvantages in having a 
divenity of system between the nomenclature and the statistical 
classification. 

The distribution of diseases according to aetiology within 
each anatomical section was entrusted to one, two, or three 
experts in diseases of that part of the body, and this has 
resulted in a certain lack of consistency between the sections 
and loss of balance in the amount of detail devoted to them 
in the index. What is more, important, there are differences 
in aetiological assignment of some diseases between the nomen- 
clature and the international classification. Hodgkin's disease, 
for example, placed among the neoplasms by overwhelming 
opinion from many countries in the course of constructing the 
international classification, finds an uneasy place under several 
headings in the nomenclature, only the bone deposits being 
grouped as neoplasmic. Some diseases, such as haemorrhagic 
disease of the newhom, appear in two different sections. 

The list of eponyms and the list of plant and animal parasites 
(which occupies 59 pages) will possibly prove to be the most 
useful parts of the volume. The index contains more than 
15.000 items, including references to the parasite section. In 
course of its preparation the book was placed at the disposal 
of those responsible for preparing the index to the international 
classification, which will contain many more terms, not all to 
be recommended, however. 

Pero' Stocks. 

ARTERIAL DISEASES 

Vascular Diseases in Clinical Practice. By Irving Sherwood 
Wneht. M.D. (Pp. 514; figures. £2 Is.) Chicago ; Year 
Book Publishers Inc. London ; H. K., Lewis. 

Arterial disease is man's greatest natural enemy after middle 
life. His chance of dying from such disease or from its effects 
on the heart and kidneys is then probably five times as great 
ns bis risk of death from any other single cause. 

Dr. Irving Wright’s book considers all the well-known and 
lesser-known diseases of the arteries and veins, but not the 
resultant morbid changes in the heart, brain, kidney, and other 
'•iscera. An account of the methods 'of examination includes 
not only detailed descriptions of clinical methods, such as Alien s 
test for patency of the ulnar artery, but also such practical 
poi”ts as the great variation in the position of the dorsalis 
pedis afery and the fact that some individuals have such a 
distinct pulse in their own finger-tips they cannot use them 


reliably for palpation. Although oscillometry, angiography, 
and other instrumental methods receive attention, emphasis is 
placed throughout upon clinical procedures. 

In conne.xion with the aetiology of arteriosclerosis, the 
author has little to add to the well-known factors such as 
heredity and an excess of cholesterol, lipoids, and fatty acids 
in the blood. Conversely, he sees only one important acent 
in the causation of thrombo-angiitis obliterans, namely, 
tobacco. He insists that every patient with this disease must 
give up smoking altogether and for good, and he states that 
every one of his 300’or more patients who have required major 
amputation has continued to smoke, often surreptitiously. 
Moreover, he predicts that sympathectomy operations will fail 
in their main purpose if smoldng has not been abandoned. 
Most physicians will agree that tobacco is also disadvantageous 
in the degenerative types of peripheral vascular disease; this 
being so. it is remarkable that abstinence from tobacco so 
rarely alleviates the symptoms of mvocardial ischaemia. 

This work deals with many other interesting problems, 
among them the role of the cervical rib and the scalenus 
anticus in the production of vascular and neurological symp- 
toms in t.he arm, as well as the disputed costo-clavicular 
syndrome and the effects of hy-perabduction. The book is 
enlivened throughout with graphic clinical examples illustrating 
the points under discussion. In short, it is a first-class guide 
by which the clinician may orientate his own experience, and a 
stimulating exposition of a rapidly growing subject. 

K. Shirley Smith. 

THE SCHOOL CHILD 

Everyday Problems of the School Child. By Agatha H. Bowlev. 

Ph.D. (Pp. 142; 11 phoios. 7s. 6d.) Edinburgh: E. and S 

Livingstone. 1948. 

A new book by Dr. Agatha Bowley is always welcome, 
because she writes clearly, interestingly, and sensibly. This 
volume is primarily intended for teachers, and giv es advice on 
the handling of the child throughout his school life. Dr. 
Bowley founds her advice on psycho-analytic principles, but 
never becomes technical, obscure, or extreme. In fact, the 
whole story reads extremely like practical common sense, which 
is a tribute both to the author's presentation and the funda- 
mental soundness of modem psychology when shorn of the 
excrescences which are often derived from a lack of practical 
understanding of human nature. 

Two chapters discuss the relationship of leachers to child and 
parent, the rest being devoted to a consideration of the prob- 
lems met at each stage of the child's career from nursery to 
secondary school. It may be asked what such a book has of 
interest to the medical reader, but neither the paediatrician 
nor the child psychiatrist, and still less the family doctor, can 
afford to lack a full understanding of the child at school. If 
the doctor is to keep the child healthy and treat him when he 
becomes ill in mind or body, he must realize what the child 
is experiencing intellectually, emotionally, and spiritually during 
the school life which tokes up so much of his waking time. 

If the practitioner wishes to obtain at least a general under- 
standing of this subject without having recourse to the more 
erudite textbooks of child psychiatry or education, he cannot 
do better than spend a wet Sunday afternoon reading Dr. 
Bo'vley's admirable little book. 

R, G. Gordon. 

CHILD GUIDANCE 

Handbook of Child Guidance Edi'cd by Err.cs; Harms. (Pp 751, 

No price.) New York City ; Child Care Publications. 

Dr. Ernest Harms has gathered together many workers in child 
guidance ; each has written on some aspect of theory or prac- 
tice; and the result is a book of 751 pages of beautiful paper. 

Every feature is covered; one wonders whether any more 
need ever be written on the subject. It .may be that from now 
on the matter of child guidance must be considered closed. 
Every library should have this volume on its shelves, and there 
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are probably people who, unlike this reviewer, love to read 
books of 751 pages which cover everything. 

1 have looked through the pages for annoying features and 
obvious errors, and I cannot find any. The English is clear 
and good. There is even an attempt to present Freud’s and 
Jung’s theories which must be described as serious. Francis G. 
Wickes’s chapter on Jung’s theories is one of the best. Beside 
this there are references to Anna Freud’s work, and there are 
attempts to state or evaluate a few of Melanie Klein’s’ concepts. 

I haye also looked for an original idea, and the fact that I 
have not found one must not be taken as meaning anything. 
Such volumes can easily be burial grounds for new ideas. In 
any case the book remains a monument to the personal drive 
of Dr. Harms. 

^ D. W. WiNNICOTT. 


BOOKS RECEIVED 

IRei'iew is not precluded by notice here oj books recently received] 

Aviation Medicine, Its Theory and Application. By IC, G. Bergin, 

■ M,A., M.D., D.P.H., A.F.R.Ae.S. fPp. 447. J-ls.) Bristol ; John 
Wright. 1949. 

Sex in Social Life. Edited by S. Neville-Rolfe, O.B.E. (Pp. 506. 
21s.) London : George Allen and Unwin. 1949. 

The Epidemiology of Hemolytic Streptococcus, By A. F. 
Coburn, M.D., and D. C. Young, M.D. (Pp 229. 22s.) London: 
Bailliere, Tindall and Cox. 1949. 

The Khesns Factor. By G. F. Roberts, M.A., M.B.Canlab. 
2nd cd. (Pp. 64. 3s. 6d.) London: William JHeinemann. 1949. 


BESNIER’S PRURIGO 

Clinical Studies of Besnier's Prurigo. By P. H. Nextnand. 

(Pp. 236 ; illustrated. No price.) Copenhagen : Roscnkilde and 

Bagger. 1948. 

This is a factual survey of a series of one hundred cases of 
Besnier’s prurigo, observed over an average period of six 
months. The syndrome is regarded as something apart from 
eczema, which to the author is a vague and uncertain group 
of itching affections of unknown aetiology. Nevertheless, 
infantile eczema commonly prwedes Besnier’s prurigo and is 
often localized to the flexures df elbows and knees at this 
early age. i 

Litlle credence is given to the significance of the psycho* 
logical basis of Besnier’s prurigo, attention being directed 
almost entirely to the allergic aspect. Elaborate investigations 
by patch, scratch, electrophoretic, and intradermal methods 
revealed no very certain relationship to foods or inhalants, 
including pollens, moulds, house dust, and animal or human 
dander. Treatment by desensitization and by ultra-violet light 
is described, but better results were obtained in a shorter 
time and at less expense by local therapy. Antihistaminic 
drugs, employed over short periods in eight cases, did not 
appear to be of much value. 

The author draws attention to the occurrence of perleche 
in a number of his patients. Ichthyosis was present in only 
six cases and cataract in one case. He has observed a signifi- 
cant increase in the incidence of the disease during the past 
ten years. 

I. T. Ingram. 


jWhile the standard limb-lead electrocardiogram remains sufficient 
for the examination of arrhythmias, it is now widely recognized as 
inadequate for the study of myocardial disease. This fact has 
been taken into account by Burstein and Bloom in the third edition 
of their Illustrative Electrocardiography (pp. 309 ;> .-tCiistitued ; $6.00. 
New York and London : D. Appleton-C^iilury Company, 1948). 
They have discussed in the first two-thirijs of their work the well- 
understood principles of electrocardiography and the arrhythmias, 
describing the conventional leads and sometimes an additional lead, 
IV R or IV F. The chapter on the electrocardiogram in myocardial 
infarction would be quite inadequatt/ without the supplementary 
section (later in the book) on “ the Jfourth and other Iprecordial 
leads no doubt in future editions thfse passages will be Integrated 
and the obsolete designation “ fourth lead ” dropped. The authors 
have given a useful survey of the dfjvelopment of unipolar limb 
leads. They emphasize the manner in ■Vhich curves from these leads 
relate to the posture of the heart and\ demonstrate that apparently 
abnormal Q or S waves in limb leads! may prove to be positional 
whcri unipolar leads are used. With soWiuch that is new in electro- 
cardiogra^phy it is surprising that the autiiors have seen fit to include 
sections on phonocardiography and the radiology of the heart. 
f‘.f°'’eo''er, neither of these subjects is pmperly included under the 
title “electrocardiography,” The former i\a cognate subject but 
deals largely with the elucidation of valvular lesions by the registra- 
tion of sound ; the second is a totally differem’' topic, as worthy as 
electrocardiography of a book to itself. It is certainly inappropriate 
to S-indwich 35 pages of radiology into Illustrative Electrocardio- 
graphy. Nevertheless, all of these subjects are clearly and briefly 
described, and any student or practitioner who seeks an introduction 
to some of the instrumental methods employed in cardiology will 
find much of what he needs in this book. 
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POLIOSIYELinS PRECAUTIONS 
We do not know if there will be a major epidemic of polio- 
myelitis this autumn, but the warning signs are sufficiently 
grave ; and local authorities, hospital management com- 
mittees. and individual practitioners would be well advised 
to consider how best to handle the situations which may 
arise. Attempts to control the spread of poliomyelitis 
have in the past been singularly disappointing. The 
apparent ineffectiveness of public health measures must 
be due at least partly to there being perhaps several 
hundred cases of abortive infection for every one diag- 
nosed as poliomyelitis. Food in this country' is handled 
so carelessly that the avoidance of infection seems 
impossible. However, the amount of infection may 
make a difference, and sensible precautions should be 
taken without carrying these to tiresome extremes. 
Parents should realize that they themselves may be 
carriers of the virus and may infect their own children 
either by droplets from the mouth or by handling food 
with contaminated hands. The virus is also found on 
flies during an epidemic. Clearly the threat of polio- 
myelitis is an indication for special attention to personal 
hygiene, and children who are in any way unwell should 
be put to bed and isolated from others. A patient sus- 
pected to have an abortive infection should be kept in bed 
for one week.’ 

Since little can be done to avoid the virus, the question 
arises whether any steps can be taken to reduce the risk 
of the infection,' when it occurs, developing into the 
paralytic form of the disease. In the first place there 
seems to be little chance of keeping the virus outside 
the central nervous system, for it is found in the brain 
experimentally even in abortive cases. Further, though 
the virus has for long been thought to travel by the nerve 
axon, Brierley and Field" have recently demonstrated 
a very easy pathway from peripheral nerv'e to spinal 
cord by the inter-fibre spaces. This means that some 
long-established theories will have to be reconsidered. 

After a minor and non-specific catarrhal illness, which 
may be the first indication of infection, the virus seems 
to lurk in the brain and spinal cord for many days, 
apparently awaiting an opportunity to attack the nerve 
cells and cause paralysis. Study of the physiology of 
the neurone in relation to its v'ulnerability to virus infec- 

' Bnfish Medical Journal, 1947. 2. 

< “j. l^eurnl. AVi/rrivtrr^. PtVthhf., 1949, 12. So, 

5 British Mrdiral Journul, 1949, 1, 465. 


tion is therefore well worth while ; it is a difficult task, 
but at the present time provides perhaps the most hope- 
ful line of defence. In poliomyelitis the motor cells in 
the spinal cord are the most vulnerable ; and there is 
good evidence to indicate that motor cells supplying 
fatigued muscles- are, as a result of this fatigue, 
rendered more vulnerable to the virus. This effect of 
fatigue may perhaps operate in converting an otherwise 
abortive Case into a paralytic case, but fatigue is prob- 
ably most dangerous after the pre-paralytic phase, with 
its meningeal symptoms, has developed.* Physical 
fatigue during this meningeal stage is often disastrous, 
while even the continuance of normal activity is highly 
dangerous. 

Over-careful advice to make all children rest during 
an epidemic seems undesirable, but the thoughtful parent 
can do much to avoid that state of over-fatigue which 
occurs often during the holiday season, especially when 
the weather is good. Further, there are theoretical 
reasons for increasing precautions against fatigue for 
several days after injury, minor illnesses, sunburn, and 
surgical operations. Dietary indiscretions, such as eat- 
ing excessive quantities of fruit, or unnecessary purging 
may also be harmful. In addition, however, to these mild 
and easily planned restrictions there should be an absolute 
rule that children who develop minor illness must go to 
bed at once, and unnecessary contact with healthy persons 
should be avoided, particularly when the symptoms are 
in any way suggestive of those which may occur in the 
pre-paralytic phase; these include fever, nausea, \ertigo, 
unsteady eyes, retention of urine, pains in the head, neck, 
back, limbs, chest, or trunk, with perhaps some still- 
ness of the neck or spine. Ritchie Russell* has recently 
described in this Journal some of the many ways in 
which paralj'tic poliomyelitis may present 
The doctor seeing a patient who he suspects may be 
developing the pre-paralytic stage of the disease must 
often be uncertain about the indications for transfer to 
hospital. In making his decision he should bear in mind 
that at this stage the sick child should be kept veiy quiet 
both physically and mentally, svith adequate sedation to 
prevent restlessness and to ensure at least some sleep. 

In such a case a tiring journey to hospital, followed 
perhaps by the child crying for its mother, may be harm- 
ful, while if isolation precautions are taken in the home 
and the case is notified a few days’ delay is unlikely to 
cause any otherwise preventable spread of infection. On 
the other hand, the development of bulbar or respiratory 
paralysis outside hospital means that the practitioner has 
a very difficult situation to handle successfully. The 
need for very early diagnosis by lumbar puncture is not 
usually a vital matter, but if the differential diagnosis 
includes the possibility of bacterial meningitis then early 
lumbar puncture is urgently called for, since specific 
treatment may be required. It is unnecessary for the 
doctor to exhaust his patient by testing all muscle groups 
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in the acute stage. A few simple tests for each limb 
and trunk are sufficient to judge whether paralysis is 
spreading. 

Patients with developing poliomyelitis are clearly 
better cared for in hospital, if it is satisfactorily staffed, 
but in some cases the doctor and parents may be justified 
in deciding that the child should remain at home pro- 
vided precautions are taken to secure isolation and 
arrangements can be made for transfer to hospital at 
short notice. If the ability to cough becomes very weak, 
or swallowing 'difficult,, hospital care is urgently neces- 
sary. Bulbar palsy is treated by postural drainage (rais- 
ing the foot of the bed to make an angle of 30 or more 
degrees) ; .the use of the respirator must be avoided in 
these cases if /the muscles of respiration are active, since 
it is liable to suck pharyngeal secretions into the lungs. 
When respiratory muscles begin to fail there should be 
a respirator at hand to give the weak muscles a rest and, 
if necessary, to maintain respiration. If a respirator is 
not available some other form of artificial respiration 
must be used temporarily, and of these a resuscitator 
or lung inflator is the best : the Oxford inflator is excel- 
lent for this purpose. The services of an anaesthetist 
will be found very helpful in such an emergency. Finally 
it would be wise to overhaul respirators now and to 
ensure that someone is ready without delay to direct 
operations when they are required. The National Foun- 
dation, 120, Broadway, New York, 5, N.Y., will send to 
any physician or hospital an excellent booklet on the 
nursing of patients in respirators. 


THE ELDERLY SICK 


The fact that the problems of ageing and chronic sick- 
ness should have been chosen by Professor A. P. 
Thomson as the subject for the Lumleian Lectures — 
published in this and last week’s Journal — is an indica- 
tion of their great practical unportance at the present 
time. The Report of the Royal Commission on Popula- 
tion^ shows that the steady increase in the numbers of the 
old, both absolute and relative to the rest of the popu- 
lation, has already brought us to the point where there 
is approximately one person over 65 to six persons of 
working age, and that in another 25 years the propor- 
tion may well be one to four or even less. Clearly such 
a state of affairs will present society with a difficulty that 
is potentially disastrous, and it is only sensible to use 
the present time to determine the best methods of secur- 
ing for the elderly conditions in which they will be able 
to live independent and useful lives. 


Hitherto medical investigation has been mainly con- 
cerned with two aspects of the problem — the rehabilita- 
tion of the chronic sick and the physiological processes 
of ageing. The complete indifference to the state of the 




aged and chronic sick in the wards of long-stay hospitals 
has been replaced by a welcome growth of interest in 
their special needs, and by a realization not only that 
much can be done to ameliorate their physical distress 
but also that some of the physical and mental states 
found in long-stay patients may actually derive from 
their removal from home to the atmosphere of a chronic 
ward. Professor Thomson’s plea that such individuals 
should be brought out of their segregation into the 
common stream of medicine deserves the fullest sup- 
port. Many of the elderly sick present clinical problems 
of great interest, and behind these there lies the riddle 
of the intrinsic nature of the ageing process, which, in 
spite of some famous assaults in which the intestinal 
flora and the sex glands were concerned, is still an 
enigma to the investigator. In addition to the common 
disabilities of old age there is the sad group of “ iatro- 
genic” disorders resulting from prolonged confinement 
to bed. It will indeed be some time before the law of 
diminishing returns begins to apply to the results of 
skilled clinical research in this field. 

It should never be forgotten that the problems of old 
age are fundamentally domestic, and there is no pros- 
pect of their ever being anything else. As recently as 
1946 only 1.16% of the population of pensionable age 
were housed in public assistance institutions. If the 
great future burden of old age is still to be borne within 
the family, a better understanding of the sense of family 
responsibility towards the aged and of the external 
factors which may facilitate or .hinder its operation will 
be essential. Professor Thomson refers to the prevailing 
opinion that in general the sense of family unity is 
weakening, and he suggests that this may be related, 
at any rate in part, to the fact that there is less reluctance 
than formerly to call in “ public assistance ” to solve 
the problems of family life. This process has probably 
been hastened by the largely successful attempts of both 
central and local government departments to banish 
the stigma of the old Poor Law. Public assistance 
authorities, for instance, are now “ welfare ” or “ social 
welfare ” authorities — a great improvement in termino- 
logy. No doubt the increased numbers of old people in 
the population will eventually make it necessary to pro- 
vide some form of assistance to those younger relatives 
who carry a disproportionate share of the domestic 
burden of old age, but fortunately both Professor 
Thomson’s findings and the results of Dr. J. H. 
Sheldon’s survey^ in Wolverhampton show that family 
loyalty is still a common virtue. 

Though the problems of old age are mainly domestic, 
the number of beds available in hospitals for the 
treatment of the aged sick is relatively small, and it is of 
great importance that full use should be made of them. 
Standards for admission and rate of turnover require 
careful examination, and Professor Thomson’s findings 
on the social aspects of hospital stay, are particularly 
interesting. No less than one-third of the patients were 
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admitted to a large infirmary in Birnungham because of 
some domestic catastrophe, such as the death of a 
spouse, while the rate of turnover was in part deter- 
mined by the condition of the home to w'hich the old 
person would return on discharge. This, again, was 
affected by the length of the patient’s stay in hospital 
— during the first tiiree months after their admission 
71% of the males and 51% of the females have a home 
to return to, whereas after a stay of four years only 24% 
of the males and 13% of the females are in this fortunate 
position, acarly the mere fact of admission to hospital 
has undesirable consequences in some cases, and Pro- 
fessor Thomson’s findings support the results of the 
e.xperiment carried out by Brooke at St, Helier’s Hos- 
pital, Carshalton, to which old people are admitted only 
if they come within a few sharply limited categories. By 
the provision of suitable transport and other means every 
effort is made to provide out-patient treatment for the 
elderly sick. 

Elsewhere in this issue Dr. John Pemberton and 
Miss Joan Smith report the results of a study of elderly 
male patients discharged from hospital. They discuss 
the type of sodal service which elderly men who are 
partially disabled by chronic illness require. The most 
important reason why patients admitted to medical 
wards did' not return to work was because the illnesses 
from which they suffered were chronic or progressive, 
and their course could not in most cases be reversed or 
arrested by admission to hospital. At a recent confer- 
ence (reported on page 330) on the community care of 
old people Dr. C. A. Boucher emphasized the necessity 
for co-operation between the general practitioner, the 
hospital specialist, and the medical officer of health. It 
is certain that in the future a medical service for the aged 
will require to break down the rigid distinctions between 
hospital and home treatment and between medical and 
social care. 


TREATMENT OF PETIT MAE 
Petit mal is difficult to treat: .little success has been 
obtained with the hydantoinafes, phenobarbitone only 
occasionally reduces the number of attacks, while the 
older remedies — the bromides, belladonna, and borax — 
are of value in very' few cases. A minority of patients 
are helped by amphetamine, caffeine, or a ketogenic 
diet, but until recently no form of therapy has been 
consistently effective. In 1945 Lennox' introduced a 
synthetic product — ^3.5,5-trimethyloxazolidine-2,4-diQne 
— ^usually known as “ tridione,” which has a sjrecific 
effect in reducing the frequency of petit mal, and in 1947 
he reported on its use in 166 patients.^ He found that 
83% of them had improved, and attacks had stopped 
completely in 31%. Others have since confirmed its 
value, and in this number of the Journal Dr. C. W. M. 
INTiitty and Dr. F. C. Haward report small series of 


patients with petit mal in whom the drug has been of 
value. In the former’s 46 patients the attacks ceased 
or there was great improvement in 31 and some improve- 
ment in 10 others. 


The best results with tridione have been obtained in 
patients with typical wave-and-spike complexes in their 
electroencephalographic records, but in some of Whitty’s 
successful cases this E.E.G. abnormality was not present 
Lennox divided petit mal into three varieties : true petit 
mal, in which there is a lapse of consciousness for 5-30 
seconds, the patient usually remaining immobile but 
occasionally having rhythmic jerking or twitching move- 
ments of the eyelids, head, and arms ; myoclonic attacks, 
in which single contractions of flexor muscles of the 
arms occur without impairment of consciousness ; and 
akinetic attacks, in which there is sudden loss of postural 
control with nodding of the head and, at times, falling 
and loss of consciousness. It is in these three varieties 
of attack, especially when the E.E.G. shows character- 
istic changes, that the best results are obtained with tri- 
dione. The drug has no effect in reducing the frequency 
of major epileptic attacks, and some patients even have 
an increased number of major attacks when tridione is 
being administered. When major attacks and petit mal 
are occurring in the same patient phenobarbitone or 
hydantoinate has to be given in addition. An unusual 
feature of treatment with tridione is that in many cases 
administration can be stopped suddenly v.’ithout causing 
an increase in the number of attacks. This does not 
happen invariably, however, and \Shitty found that in 
two of his patients the attacks increased in frequency 
when tridione was stopped, and decreased again when 
they were pul back on the drug. 

Unfortunately tridione has disadr antages ; the com- 
monest toxic symptom is an unusual type of photo- 
phobia in which objects appear to shimmer and which 
is usually called the “ glare phenomenon.” This appears 
to be related to the dose employed and can often be 
stopped by reducing the dose. Leimox noted this side 
effect in 31% of his patients. Skin rashes may also 
occur ; acne-like papules, the most usual form of rash, 
are unbecoming rather than dangerous, but at times a 
rash similar to that of measles may develop, and Leimox 
advises stopping the drug if this occurs. One fatal case 
of exfoliative dermatitis apparently due to tridione has 
been reported.’ The most serious toxic effect is on the 
blood-forming organs. This appears to be due to indi- 
vidual susceptibility, as is the case with other drugs, 
such as amidopyrine or thiouracil, and not to be related 
directly to the dosage employed. Lennox reported one 


1 J. Amer. rr.ed- Ass . 1945, 129, 1069. 

2 Ibid., 1947. IW. 13S. 
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fatal case of aplastic anaemia and stated that he had 
heard of three other fatal cases in the United States. 
There are published records of two deaths from 
agranulocytosis^. ® and two from aplastic anaemia.* ^ 
Finally a nephrotic syndrome has been observed during 
administration of tridione and attributed to the drug.® * 
Because of these rare toxic effects tridione should not 
be used indiscriminately, but should be reserved for cases 
of petit mal ; if possible an E.E.G. record should be 
made before it is prescribed. It is preferable to find out 
first whether the petit mal can be controlled by the safer 
but less commonly effective remedies.. If these fail and 
if the attacks are frequent, then treatment with tridione 
should be begun. The patient must be kept "under 
regular medical observation while he is taking the drug. * 
A white-cell count and differential count should be per- 
formed at monthly intervals, and if the granular cells fall 
below 1,600 per c.mm. tridione administration should 
be stopped. Complete reliance cannot be placed on 
regular cell counts to give warning of agranulocytosis, 
for it may develop suddenly, and careful watch must be 
kept for symptoms such as sudden lassitude, pyrexia, 
sore throat, or stomatitis ; if these appear the drug must 
be stopped and a white-ceU and differential count done 
immediately. As Lennox** puts it, “Like any potent 
weapon of offence, tridione can cause grave harm. if not 
handled with respect and conscientious care, but this 
would be a poor reason for not using it.” 


A DISPUTE ENDED 

The local authority associations have at last agreed to 
meet representatives of the medical profession to negotiate 
new scales of remuneration and conditions of service for 
public health medical officers.' The B.M.A.’s proposals for 
the new terms were submitted to the Ministry of Health in 
July, 1948, but in spite qf repeated requests the local 
authorities would not consent to open negotiations on them. 
In January of this year, therefore, the Council decided that 
if negotiations through approved Whitley machinery were 
not begun by the end of February advertisements from 
local authorities would not be accepted by the British 
Medical Journal unless the salaries offered conformed 
with those in the Association’s proposed scales. The local 
authorities continued to refuse negotiation, and for 'the 
last five months advertisements have not been accepted 
by this or by other medical journals unless they fulfilled 
those conditions. 

The local authorities’ delay has caused inconvenience 
and hardship to men and women in the Public Health Ser- 
vice ; with very few exceptions they have followed the 
B.M.A. s advice in refusing to accept appointments which 
W’ere the subject of an “ Important Notice.” They are to 
be congratulated on the fortitude with which they have 
stood loyally by their colleagues. Only one advertisement 
in conformity with the Association’s proposals has been 
published in the Journal during this period — from Merthyr 
Tydfil. > 

^ See Supplement, p. 73. 


The last obstacle to the formation of a medical functional 
council in the Whitley machinery has now been removed. 
It was not possible to set one up until the local authorities 
agreed to co-operate, since they must be represented on 
the management side as employers of practitioners in the 
Public Health Service. It was also questionable at one time 
whether the Whitley machinery would be of much value 
to the profession if it was not backed by the. right to go 
to arbitration. Though the absolute right has not been 
granted, the consultants obtained satisfactory assurances 
from the Ministry that, “ save in exceptional circumstances, 
and after the conciliation machinery of Whitley has been 
exhausted, issues oh remuneration remaining in dispute will 
go either to arbitration or for inquiry and report by a com- 
mittee.” Because of this promise and other assurances 
the Joint Committee and the Central Consultants and 
Specialists Committee advised hospital staffs to sign perma- 
nent contracts. On July 28 the General Medical Services 
Committee met and decided that these assurances appeared 
to safeguard the rights of general practitioners in the Ser- 
vice, and the chairman of the committee has written to 
Sir Lionel Whitby thanking him “ for the magnificent work 
which you have put in not only for consultants but for 
general practitioners as well.” 

Though the Minister has not conceded all that the profes- 
sion wished in order to ensure that disputes go to arbitration 
if they cannot be resolved through Whitley machinery, he 
has' gone a good way to meet our requirements and allayed 
much anxiety. The outcome of these disputes reveals 
plainly what has so often been said — that when the pro- 
fession stands together in a just cause it obtains satisfac- 
tion. It only remains now to set up the Functional Medical 
Council and to bring before it, as occasion demands, 
outstanding points _ of difference between the medical 
profession, or any part of it, and the employers’ side. 


ANATOMY OF THE BRONCHIAL TREE 


The anatomy of the bronchial tree used to be a neglected 
subject, but the last ten years have seen this deficiency cor- 
rected and a number of good descriptions have appeared. 
Recognition of the importanbe of the broncho-pulmonary 
segment as a unit has led to advances in knowledge of 
the natural history, pathology, diagnosis, and treatment of 
many lung diseases. Drs. J. Hardie-Neil and W.Gilmour,of 
Auckland, have carried out long and painstaking work on 
this subject, and an authoritative article by them appeared 
in this Journal in 1939.' In a more recent paper* they pre- 
sent in greater detail the results of their study of a sub- 
ject which is of much importance and about which other 
authors have written little— the comparative anatomy of 
the bronchial tree and the application of the knowledge 
acquired to the investigation of the human bronchial tree. 
In this issue of the Journal we publish a summary of the 
research work undertaken by these authors. The clear 
exposition of the otherwise confusing arrangement of the 
subapical bronchi of the lower lobes can be cited as a 
practical result of their comprehensive anatomical studies. 


1 Hardie-Neil, J., Gilmour, W., and Gwynne, F. J., Drilish Medical Journal, 
1939, 1,495. 

a , N. Z. mcd. J., 1946. 45, 20. 

a The Anatomy of the Bronchial Tree, 1946, London. 

* Kourilsky, R.; et al, J. franf. Mid. Chlr. Ihorac., 1948, 2, 402. , 
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which have been carried out on eleven different mammalian 
species. 

Hardie-Neil and Gilmour's nomenclature has also been 
follon’ed by other authors and has served as a basis for 
modified nomenclatures. The term “ apical segment of the 
lower lobe ” is, for instance, more satisfactory than the 
term “ dorsal lobe.” Subapical follows quite naturally from 
this, in contrast to the ill-begotten and quite unacceptable 
term “subdorsal," which they criticize strongly. On the 
other hand, their adherence to a classification which 
includes four divisions to the right upper-lobe bronchus 
will not have much support ; it is now generally agreed 
that this lobe contains only three, chief broncho-pulmonaiy 
segments. The specimens and diagrams they use or borrow 
from other authors to sustain their claim cannot be inter- 
preted convincingly in the way they suggest. Moreover, 
in their earlier paper they quote Brock’ incorrectly when 
they state that he describes the lateral division of the pec- 
toral or anterior bronchus as the most common site for lung 
abscess in the upper lobe. According to Brock the most 
common site is the subapical or postero-lateral segment, 
and either its lateral or posterior division may be affected, 
or both together. 

These differences of description serve to emphasize that 
the time is fully ripe for the adoption of a nomenclature 
that would be, ideally, accepted internationally. A com- 
mittee in France* has recently agreed on a nomenclature, 
but this certainly is one that would not be accepted in most 
other countries. It is to be hoped that an attempt will be 
made to obtain international agreement on a working 
nomenclature for the anatomy of the bronchial tree. 


TUBERCULOSIS IN SCOTLAND 
During the present century there has been a great reduction 
in the tuberculosis mortality rate, and at the same time 
living conditions generally have improved. The relation- 
ship between cause and effect is generally accepted. Dis- 
turbances in the life of the people may alter the trend of 
death rates, and in both of the world wars an increase in 
tuberculosis mortality occurred. In England and Wales 
the crude death rate per million from respiratory tubercu- 
losis rose from 989 in 1913 to 1,323 in 1918. In the last 
war the change was not so great, and the rate rose from 
516 in 1938 to 602 in 1941 and then commenced to fall. 
After the 1914^18 war the fall in tuberculosis mortality 
was retarded in several areas, but the figures available made 
a direct explanation of this phenomenon impossible. This 
slowing down was most pronounced in those towns and 
areas where social and economic conditions were least 
satisfactory. 

The trend of the death rate in Scotland and in England 
and Wales has differed during the past few years. In 
England and Wales the death rate from respiratory tuber- 
culosis has fallen steadily from 557 per million in 1943 to 
473 in 1947, while in Scotland the rate fell from 647 in 
1941 to 627 in 1945 and then rose in 1946 to 658 and 
remained practically constant at this level for the next 
two years. As Mr. Walter Elliot points out in a paper 
appearing in the opening pages of this issue, a convincing 
explanation for this rise cannot be found. Paradoxically 

Bultnln, Dtpaitment of Health for ScoUand. Vol. V, No. 3. and Vol. 

V|, No. 4. 


the economic social factor does not appear to be the impor- 
tant one. The nutritional state of the community, which 
is probably the most important single factor in determin- 
ing tuberculosis morbiditj- and fflortalit}', does not differ 
between the two countries in these days of food rationing. 
Housing, another important influence on the prevalence of 
the disease, has deteriorated more in England, because of 
the greater damage done by bombing. McKinlayf has 
shown that overcrowding does not explain the different 
trend of pulmonary tuberculosis in Scotland, and economic 
factors can hardly be held responsible, since the rise in 
mortality has occurred during a period of full employment. 

The increase in mortalitj' in Scotland has been greater 
among females than among males. The percentage ratio 
of the actual deaths in 1946-7 to the expected deaths, calcu- 
lated from the 1937-9 figures, was 119 for men and 132 
for women. All age groups shared in the rise in mortality, 
though it is among the younger people, particularly those 
aged 15-25 and, to a lesser extent, school-children, that 
the adverse change has been greatest. Over Scotland as a 
whole the mortalitj’ follows the usual pattern, rising in the 
more industrialized areas. Glasgow, with a very high rate 
and 'about one-fifth of the total population, takes a large 
share in the responsibility for the unfavourable trend of 
the Scottish figures. 

The rise in mortalitj- may be due to several causes, and 
from the figures available for analysis it does not seem 
likely that these can be positively identified. Mr. Elliot's 
suggestion that Polish migration in the early days of the war 
may have introduced a more acffve strain of infection is 
interesting but difficult to prove. On a similar line of 
reasoning the high rate for Glasgow might be explained 
by the fact that many of the population of the city are of 
Irish extraction. Susceptibility to tuberculosis is hi^ in 
Ireland : in 1947 the death rate was 124 in Eire and 79 in 
Scotland. Some have attempted to explain the propor- 
tionate increase in tuberculosis among the younger people 
Toy finding fault with their way of living — too many late 
nights spent dancing or in cinemas, careless eating habits, 
and a neglect of a proper balance between exercise and rest. 

Tuberculosis notifications have risen steadily in Scotland,, 
and in 1948 they were twice the pre-war figure. Compari- 
sons of notifications are not very satisfactory’, owing to 
changes that have been introduced in recent y'ears. By 
mass radiography minimal lesions are discovered that 
would have gone completely undetected a few years earlier. 
Notifications are merely the cases which are discovered, 
and the number may be only loosely related to the true 
inddence — the relationship in any area depending upon 
the carefulness of the local practitioners. Thus the notifi- 
cations of tuberculosis in England and Wales dropped by 
2,000 in 1939 due to the effect of war on medical and 
administrative procedure. 


THE MJLCP. 

The Comifia of the Royal College of Physicians last 
week received a report of a committee which had been set 
up “ to consider whether the e.xamination for the M.P,.C.P. 
as regulated and conducted in the past can meet the needs 
of the future, and to make recommendafions." The recom- 
mendations -were accepted by the Comitia and there- 
fore now become the official policy of the College for the 
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next two years, when the M.R.C.P. examination will once 
more be reviewed. The outstanding conclusion of the com- 
mittee is that “ membership of the College should signify a 
knowledge of general medicine that justifies further train- 
ing as a consultant, and the examination should therefore 
be a test in general medicine, on a level higher than that 
required for qualification.” From this follows the conclu- 
sion that the examination “ should be taken early in train- 
ing, normally about two years after qualification.” The 
College report recognizes that the M.R.C.P. is widely 
regarded as the hallmark of the specialist, ' but also notes 
that the teaching hospitals more . and more demand the 
M.R.C.P. as the qualification for the post of registrar or 
chief assistant. It considers that no examination can satisfy 
both these criteria and that a choice must be made between 
them. 

The choice is admittedly difficult, but the decision of the 
College is one the consequences of which it does not seem 
to have thought out to the end. Until now the M.R.C.P. 
has been looked upon as a qualification conferring specialist 
status. Obviously the man who has passed the M.R.C.P. 
has regarded this as the first and important step to 
establishing ■ his career of a specialist or consultant. It 
is the beginning and not the end of experience in this field 
of medicine. When- the College states that membership 
“should' signify a knowledge of general medicine that 
justifies further training as a consultant ” the question must 
be asked. What further training is to be considered neces- 
sary, and who is to decide at the end of such training 
that the possessor of the M.R.C.P.' is or is not “ a failed 
specialist ” ? The answer may be that so far as the Col- 
lege of Physicians is concerned this will be recognized by 
election to the Fellowship ; but many men have practised 
and are practising as specialists and consultants who have 
not had this distinction conferred upon them. By its 
decision the College has altered the status of the M.R.C.P., 
and this alteration may well be resented by those who have 
passed the examination on the widely held assumption that 
its possession was a recognized entry- into the, ranks of 
consultants and specialists. Not only does the College 
(, decision appear to lower the status of the M.R.C.P., but it 
may well have the unfortunate effect of lowering the stan- 
dard of the examination. In fact the two would seem to 
be inseparable. 

The committee considered whether the M.R.C.P. should 
not be preceded by a primary examination in anatomy and 
physiology, or any other subjects. It did not, apparently, 
consider the possibility of holding a primary examination 
which would qualify successful candidates to enter a final 
examination the passing of which would clearly define the 
status of the candidate as a consultant or specialist. The 
method adopted by the Royal College of Surgeons appears 
to be more rational and /air, and it may be hoped that 
when the M.R.C.P. is reviewed in two years’ time the 
College will consider the possibility of holding, instead 
of the M.R.C.P., a primary examination, possibly in con- 
junction with the Royal College of Surgeons, as a prelimi- 
nary to a final examination for the F.R.C.P., say four or 
five years after qualification. Its present decision is. simply 
a recognition of the fact that very large numbers of young 
men and women are exhausting themselves and their 
examiners to obtain a diploma whiclT will enable them 


to avoid going into general practice. It is no solution to 
the problem of how a man should be trained and recog- 
nized as a consultant or specialist in medicine. i 


DOMICILIARY MIDWIFERY 
The Ministry of Health has issued a statement on the 
Domiciliary Midwifery Service which, it is advised by the 
Central Health Services Council, should be given the widest 
possible publicity. The statement- is printed in this week’s 
Supplement. The Ministry considers that in England and 
Wales there is misunderstanding about the nature of the 
medical services available for the mother who is confined 
in her own home. The' misunderstanding, apparently, is 
the belief among general practitioners and the public that 
the doctor accepts full responsibility for antenatal care, 
labour, and the lying-in period. “ This was certainly not 
the intention ; it was not intended in any way to diminish 
the importance of either the antenatal clinics or the mid- 
wives by the introduction of the Maternity Medical Ser- 
vices.” The statement points out that the general practi- 
tioner, the midwife, the antenatal clinic, the pathologist, 
and the hospital and specialist services all have a part to 
play as members of a team. The Ministry appears to go 
out of its way to stress the value of the service of the mid- 
wife and the antenatal clinic. It observes, it is true, that the 
general practitioner may assume full responsibility for the 
conduct of the case, but adds that “ it is the hope of the 
Minister that in domiciliary midwifery the midwife will 
continue to be regarded as a normal attendant, supported 
by the antenatal clinic during the pregnancy and working 
in co-operation with the general practitioner. ...” 

In its comment on the report of the Working Party on 
Midwives the B.M.A. CounciF criticized it as speaking of 
the midwife as a practitioner of normal midwifery. It 
criticized also the feeling of competition which was tend- 
ing to grow up between general practitioners and midwives. 
The present statement by the Ministry would seem to have 
the same undesirable effect, even though this may not have 
been intended. It is obvious that the general practitioner 
who practises obstetrics must have a large experience of 
the normal if he is to be able to deal satisfactorily with the 
abnormal. In its proposals for a General Medical Service 
for the Nation, published in 1938, the B.M.A. stressed the 
need in, a maternity service for continuous medical super- 
vision by a general practitioner. It considered that an 
efficient maternity service should include among other 
things : “ (1) antenatal care by, or under the responsibility 
of, a medical practitioner chosen by the patient throughout 
pregnancy in every case ; (2) attendance in every case by 
a .certified midwife during the antenatal period, labour, 
, and the puerperal period ; (3) attendance by the practi- 
tioner chosen by the patient during pregnancy, labour, and 
the puerperal period, when as a result of antenatal exami- 
nation the practitioner has declared his personal attendance 
to be necessary, or when his attendance is requested by 
the midwife.” These recommendations are as sound to-day 
as they were eleven years ago, and it is hoped that in the 
National Health Service a real effort will be made to see 
that they are carried out. The present statement of the 
Ministry of Hea lth is not encouraging. - 

1 British Medical Journal Supplement, July 30. 1949, p. 65. 
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HEALTH REGULATIONS FOR' AIR 
TRAATEL (HI) 

BY 

R. H. BARRETT, M.R.C,S., DT.H., D.T.M.&H. 

Medical Officer, Minislry of Health 

The atlenlion o^,lhe travelling public and of practitioners has 
often been drawn to the number of inoculations and vaccina- 
tions that are obligatorj- on the intending traveller, particularly 
if he intends proceeding abroad by air. During the period since 
1946 the position described in the first article in this series 
{British Medical Journal, 1947, 2, 741) has become more stable, 
as was indicated by Kyle in the table appended to the second 
article [British Medical Journal, 1948,2, 1115). This increase 
in stability has occurred despite the setback caused by the 
cholera epidemic in Egypt in 1947, an event which precipitated 
certain health authorities into adopting quarantine measures 
that had not been invoked since the Middle Ages. The closing 
of frontiers and the threat of the use of firearms to prevent 
the unauthorized entry of penons from an infected or 
sttpposedly infected area were examples of a fashion in quaran- 
tine which might property have been left in the textbooks of 
medical history. Nevertheless, the international outlook as 
regards quarantine has steadily improved, with a corresponding 
reduction in the delays and frustrations. 

It may therefore be of interest to practitioners and others 
to know that this particular aspect of international co- 
operation is being actively pursued by the World Health Organ- 
ization, which has recently taken over the duties previously 
carried out in this field by the Office International d'Hygi^ne 
Publique in Paris. In October, 1948, an Expert Committee 
on International Epidemiology and Quarantine met in Geneva 
and considered amongst other matters a revision of the Inters 
national Maritime and Aerial Sanitary Conventions, which are 
to be replaced in the future by WHO Sanitary’ Regulations. 
It was very encouraging to note the more liberal attitude 
adopted by the committee towards quarantine restrictions in 
the light of the advances made by modem methods in disease 
control. 

In the proposed “principles” on which the WHO Regula- 
tions for air travel will be based the following recommendations 
were made; they are of particular interest ; 

1. Plague and Typhus Inoculations. — These inoculations will not 
be required of travellers by the new' regulatioris. It was considered 
by the committee that the use of new insecU'ddes and rodenticides 
now available should be the most effective method of dealing with 
outbreaks of these diseases. 

2. Cholera Inoculation. — This inoculation will not ordinary be 
required of travellers; but it will be permissible for individual 
Governments to require it of passengers coming from local areas 
infected with cholera. 

3. Transit Passengers. — Air passengers in transit through foreign 
airports will not be subjected to any sanitary measures in force for 
that locality — e.g., compulsory inoculations or vaednations — pro- 
vided that they are not suffering from an infectious disease and that 
they do not leave the prednets of the airport. A passenger will not 
be considered to have left the airport if he is conveyed to another 
airport in the same vicinity under the supervision of the health 
authority. 

4. Immunization of Travellers. — The committee’s "views on the 
subject of immunization of travellers as a quarantine measure are 
worth quoting at length; 

“ The committee noted that there had developed since the last 
war a vridespread tendency on the part of health adnunistratiOTS to 
require from travellers certificates of immunization, irrespective of 
the value of such immunizations for the protection of the countnes 
reached by the travellers or for that of the travellers them^lves. 

" The committee was aware of the many dipdvanta^ mherent 
in the compulsory production of immunization certificates, and 
considered that the serious obstruction to free and rapid travel 
caused by such requirement was out of all proportion^ to the 
protection likely to be afforded to the country of arrival. 

5. The Personal Declaration of Health.— This document was com- 
pulsory for air travellers in the 1944 Sanitary Convention for Aenat 


Navigation, but its use under the yMlO Regulations will be optional 
at the discretion of individual Governments. 

Summary 

In the future, therefore, it seems that the statutory immunizations 
likely to be required of travellers, apart from those required for 
personal protection — e.g., TA.B. — will be confined to vaccinatioa 
against smallpox and inoculation against yellow fever, with anti- 
cholera inoculation as an occasional measure. Practitioners with 
practical experience of these diseases in epidemic form will probably 
not quarrel with this decision. But the traveller will no doubt 
impatiently await the day when world epidemiological conditions 
wiU render even these measures urmecessary. 

The Expert Committee reflected tius feeling in the first of the 
“ principles" upon which the new regulauons will be based when it 
was agreed that “ WHO Regulations would be needed ur.til the true 
object of international epidemic control — the eradication of the 
pestilential diseases — had been -achieved." 


INTERNATIONAL CONGRESS OF 
OTOLARYNGOLOGY 
EDINBURGH VISIT 

A discussion on “ Otogenous Thrombophlebitis and its Compli- 
cations ” was held in conjunction with the Scottish Otological 
and Laryngological Society in the Department of Surgery’, 
University of Edinburgh, on Monday, July 25. Dr. G. Ew’art 
Martin, president of tlTe Scottish society, was in the chair. 

In the absence through illness of Professor Norman M. Dott 
(Edmburgh), who was to have led the discussion, the opening 
paper vvas delivered by Dr. Berger Thos(as (Edinburg). 
Dr. Thomas dealt with the complications of thrombophlebitis 
which might be met in cases exhibiting a resistant stram of 
organism. He first described aseptic thrombosis of the lateral 
sinus, which may produce a subacute external hydrocephalus 
(the post-otitic hydrocephalus of Sy’monds). This could tc 
demonstrated by ventriculograms. Treatment consisted in the 
intravenous administration of hypertonic saline solution and 
the control of cerebrospinal fluid pressure b> a lumbar punc- 
ture Where no improvement occurred a subtemporal decom- 
pression, with a simple stellate opening in the dura, was 

Aseptic thrombosis of the cerebral branches of the lateral 
sinus was often silent in onset, the patient first complainmg of 
loss of vision or seizures due to cerebral damage following 
thrombosis of the veins. Ventriculogram: showed localized 
cerebral involvement with ventricular shift and displacement 
of the third ventricle. In these cases antibioacs were give^ 
and the cerebrospinal pressure controlled as already desenbed. 
A bone-flap decompression might be required. 

In connexion with the septic complications -of thrombo- 
phlebitis of the lateral sinus. Dr. Thomas referred to Gradenigos 
syndrome, which be thought was ^ 

introduction of antibiotics, and which he “ 

apical petrositis from direct spread of the infection but ^ a 
thrombophlebitis of the petrosal sinus. ^uWoral empyema, 
on the other hand, was more 

particularly after frontal sinusitis. Cerebral and cereb liar 
abscesses were now considered to be due to ^ 
process rather than a direct spread of 

diowed that tension within the abscess interfered ' 

penetration of penicillin. lUicn the abscMs was dramed 
fureiSlv, penicillin could then be recovered from the pus. 

dT A. Brownlie Smith (Edinburgh) contrasted his e.xpen- 
ences of lateral sinus thrombosis before and after the intro- 
duction of antibiotics. Although diagnosis was often easy 
before the advent of penicillin, many cases pr^ented 
difficulty, and complications were frequent. Since 
became available the difficulty’ of diagnosis bad mcrirased but 
the serious consequences of thrombosis had diminished. Of 
the 29 cases of lateral sinus thrombophlebitis m his_ senes, 
occurred before antibiotics were introduced, and of tnese 1- 
were complications of acute otitis media. There were seven 
deaths (32%) in this series. One was due to the anaKthetic, 
six occurred from undue delay in operating, either became ffie 
case was referred too late or because the condiUon was cot 
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suspected until the patient had been some days in hospital. Of 
the seven remaining cases, all were associated with chronic 
otitis .media and five were in children under the age of 11 years. 
No deaths occurred in’ this series, and in no patient receiving 
penicillin was the jugular vein ligated. It would appear that 
lateral sinus thrombosis as a complication of acute otitis media 
\yas disapp'fearing, or if it occurred the condition responded 
to antibiotic treatment and remained undiagnosed. The cardinal 
features — rigors, positive blood culture, raised cerebrospinal 
fluid pressure, and a positive Queckenstedt test— were not now 
seen, and the temperature chart was the only certain guide to the 
possibility of thrombophlebitis. An unexplained temperature 
in the face of penicillin treatment for acute otitis media was, 
in Dr. Smith’s opinion, an indication for urgent operation. 


OLD PEOPLE AND THE COMMUNITY 

A two-day conference was held recently at the Royal College 
of Nursing on the community care of old people. Those who 
took part included representatives of the nursing service of the 
L.C.C., the Women’s Voluntary Services, the Civilian Welfare 
Department of the British Red Cross Society, the Public Health 
section of the Royal College of Nursing,' and the National 
Council of Social Service. 

Mr. Arthur Blenkinsop, M.P., Parliamentary Secretary to 
the Ministry of Health, said that most local authorities were 
now providing accommodation for old people on their new 
housing estates of a much rnore attractive kind than had hitherto 
been available. He hoped it would be possible to provide a 
certain number of hostels also where services could be rendered 
to the occupants. Old people often became permanent bed 
cases in hospital when, for their own benefit and that of others, 
they ought to be talcing their place again in the community. 

Dr. Kenneth Cowan, county medical officer of health for 
Essex, spoke on the care of the chronic sick in hospitals in 
relation to shortage of beds and lack of nursing staff. Where 
treatment by rehabilitation and physiotherapy had been given 
there had been a remarkable increase in the bed turnover. He 
instanced the position in Cornwall where, by the use of adequate 
rehabilitation and medical treatment for the chronic sick in the 
institutions of the county, the available bed accommodation 
had been increased by 50%. Part-time nursing staff had been 
used to good purpose in some areas, particularly in Gloucester- 
shire. He pleaded for suitable holiday homes and hostels in 
the country where aged people who were living with their rela- 
tives could be taken for short periods, so relieving' the strain 
at home and perhaps enabling the old people to continue their 
home life for a much longer time. For organized voluntary 
endeavour in the care of the aged he suggested a national 
organization which would institute measures for the care of 
old people in their homes and formulate a policy which could 
be carried out locally. 

Dr. C. A. Boucher, medical officer of the Ministry of Health, 
said that the problem of the aged was really a problem of social 
medicine — that is to say, of medical science applied to groups 
of people. He begged that these people should not be isolated 
as a race apart. Their relatives, friends, and neighbours would 
then be relieved from all responsibility, which would be- un- 
fortunate. In spite of the brilliant work of experienced 
specialists and enthusiastic doctors in geriatric units, much ' 
more could be achieved if there was adequate help at an 
earlier stage before chronicity developed. The geriatrician had 
already shown what could be done ; he must now show how 
much more could be prevented. The present overloading of 
hospital beds was a confession of failure of preventive measures. 
The fantastic position had been reached whereby an old person 
who required skilled hospital treatment had to wait a long while 
for it. The result was that his illness became well advanced. 
It required a much longer period for treatment and rehabilita- 
tion, and in the end the patient had often to be retained in the 
insUtution because his family circumstances had altered and 
there was no home to which to send him. Four thousand old 
people were killed every year in accidents in their homes. If 
they were made aware of these dangers and how preventable 


they were, this heavy fatality list would be lightened and hospital 
beds would not be filled with fractured femurs and the like. 
He praised St. Helier Hospital', Carshalton, where they had a 
geriatric liaison committee with representatives of Surrey County 
Council, the Hospital Management Committee, the Local Execu- 
tive Council, and the National Assistance Board. Another 
notable effort was the Bwmondsey Mission, which was run 
by three general practitioners. The mission had a ward of 25 
beds for old people, and a geriatric specialist from a near-by 
hospital visited once a week and was available on call. There 
was need, said Dr. Boucher, for a " triangular ” system. At 
the apex was the family doctor, who knew the old person and 
his background. At one of the bases was the hospital specialist, 
the geriatrician, and at the other the medical officer of health, 
through whom the local authority and voluntary association 
services should be made available. These services included 
home helps. 

No resolutions were formulated, but it was stated that the 
ideas put forward at the conference would serve as a guide for 
local action in the months ahead. 


COLONIAL MEDICAL RESEARCH 

TRIAL OF NEW DRUGS IN THE TROPICS 
The Colonial Research Council is responsible for research 
schemes in many fields — agriculture, forestry, demography, 
social science, engineering, and a dozen others. Research in 
medicine, undertaken by the Medical Research Committee, of 
which Sir Edward Mellanby is chairman, is one of the most 
important of its interests ; of the last annual grants, amounting 
to £1,652,169, medical research schemes took more than 10%-. 
Many of- the other investigations have medical aspects, such as 
the work on insecticides and the search for plants of possible 
medicinal value. 

. The annual report of the Council* contains a list of about 
150 new or supplementary projects which have been approved 
for grants during the year under review. They range from an 
investigation into the technique of parboiled rice to a study of 
the properties of antisera for identification of blood found in 
mosquitoes and other insects ; from the bionomics and distribu- 
tion of ornithodorus ticks in relation to relapsing fever to the 
establishment of the East African Bureau of Medicine ; from 
psychological research in Northern Rhodesia to an investiga- 
tion into the suitability of the roller mill for milling millets and 
sorghum, this latter as part of nutrition research in West Africa ; 
from the setting up of a medical research library in Fiji to the 
study of hot-climate physiology in Nigeria ; from an investiga- 
tion of salt-water mosquitoes to studies in African svitchcraft. 

The Medical Research Committee had some eight projects in 
hand last year in Africa and Malaya, and during the year 
started two new ones. The first was an investigation on 
Bancroftian filariasis and onchocerciasis in East Africa, and 
the other was a study of loasis (infestation of Laa-laa, a genus 
of filarial roundworm) in the Cameroons. The whole subject 
of filariasis is being extensively investigated in East Africa, and 
Mwanga, in Uganda, has been selected as the headquarters of 
the Colonial Office team for this work. Research on schisto- 
somiasis is already being undertaken independently in Egypt 
and in Southern Rhodesia, and it is not considered necessary to 
begin work on this subject in the colonial territories at present. 
From Egypt it is reported that marked clinical improvement has 
been obtained by the use of “ miracil D,” but complete steriliza- 
tion does not appear to have been obtained as a rule in the 
Egyptian patients. Moreover, the drug has been found irritating 
to the gasfro-intestinal mucosa, which contraindicates its general 
use in Egypt. In Southern Rhodesia the drug works more 
favourably — for some reason the dweller by the Zambesi 
withstands its irritant action better than the dweller by the 
Nile. 

Prophylactic Value of Proguanil 

Work on malaria has been continued in Malaya, East Africa, 
and North Born eo. In Malaya extensive trials have been made 

'Colonial Research ]948'-49. Cmd. 7739. London; H.M: Stationery 
Office. 2s. fid. net. 
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to establish the prophylactic value of proguanil and mepacrine. 
Among the labour forces on the plantations in an endemic area 
the high suppressive value of proguanil in falciparum and vivox 
malaria has been confirmed. The disappearance of parasitaemia 
when proguanil was given was found to be more rapid than 
with mepacrine in cases of falciparum malaria, though the dura- 
tion of the fever was somewhat longer. The e.tact comparative 
value of these two drugs seems as yet undetermined. The most 
suitable methods of using proguanil, with its effective gatneto- 
cidal action, have been worked out for both prophylaxis and 
treatment. The prophylactic value of the drug is said to be 
high, but the clinical response to treatment slow. It has been 
found that the duration of the fever is shortened and relapse 
prevented when the ten-day course of proguanil is supple- 
mented, on the first day of treatment only, by mepacrine or 
qmnine, and the trial of this reinforced method is recommended. 
Chloroquine has also been tried out with a view to its probable 
practical ralue in rural areas. 

Work on nutrition has been continued in the Gambia and 
elsewhere, chiefly on the prevalent types of anaemia and the 
. e.xtent to which these conditions arc dependent on malnutrition 
and on zymotic disease. A study of the digestive function in 
conditions of malnutrition is being undertaken in Uganda by 
the Medical Research Council. Protein deficiency is shown to 
be common in the Gambia. Other investigations include re- 
search in tick-borne relapsing {e\'er in Kenya. The Virus Insti- 
tutes in Nigeria and Uganda have been primarily concerned 
with a study of the epidemiology of yellow fever, and the work 
in Uganda has shown that there exists in Africa an epidemio- 
logical type of yellow fever which is analogous to the jungle 
yellow fever of South America. It is now thought that the 
permanent reservoir of virus which exists in the animals and 
mosquitoes of the forest is the ultimate source of the yellow 
fever of urban communities. 

Chloramphenicol in Scrub Typhus 

A section of the medical report concerns the work of a 
research unit in Malaya which is making a long-term study 
of the natural history of scrub typhus, a condition which took 
a heasy toll of the Allied forces during the Japanese war. An 
investigation has been made by an American unit on the value 
of the new antibiotic, chloramphenicol, in this condition and in 
typhoid fever. An explosive outbreak of scrub typhus occurred 
on an estate near Kuala Lumpur soon after the investigation 
began, and during the next 10 weeks 40 proved cases were 
treated with the drug without failure. Some of them were 
treated as late as the eighth or ninth day of the disease, although 
in untreated cases death may occur from the twelfth day on- 
wards. Up to now about 90 cases have been treated success- 
fully. A small amount of the drug prepared by chemical 
synthesis became available to the workers at Kuala Lumpur 
and was used in treating two Gurkha soldiers infected during 
jungle warfare against bandits. They were given the synthetic 
drug on the fifth and sixth days of fever, and in both cases the 
temperature reached normal within 48 hours. The toxicity dis- 
apprared and convalescence was uneventful. In typhoid fever 
the improvement of the general condition and the diminution 
in toxicity usually began within 24 hours. One curious circum- 
stance is that chloramphenicol has been found effective against 
gonorrhoeal urethritis, and a recent preliminary communication 
records the successful treatment of 32 cases. The importance 
of this -finding, which is thought by venereologists to open up 
a fruitful field of investigation, lies in the fact that the drug is 
given orally. The successful large-scale synthesis of an effective 
non-toxic antibiotic has obviously wide implications. It is hoped 
that the number of diseases affected by this class of drug will be 
increased, and that reduced costs, approximating perhaps to 
those of the sulphonamides, will gradually free chloramphenicol 
and other antibiotics from the restrictions imposed by expensive 
fermentation methods of preparation. 

The question of undertaking trials in Africa with B.C.G. 
vaccine has been considered further. In French and Belgian 
African territories this vaccine is already being tried out. The 
Medical Research Committee considers that trials should be 
undertaken in a selected area with a stable population and a 
known incidence of tuberculosis, and the committee is making 


suitable arrangements. Climate physiology is another long- 
coDlinuing study. One experiment mentioned is that small 
doses of pimitrin have been given to a group of eight African 
students, and those who had high sweat-rates were found to 
have them lowered after injection, while those with low sweat- 
ralos had the opposite experience. In other words, without 
pituitrin there was a great difference between the sweat-rates 
of the two sub-groups, but after pituitrin there was no difference. 

The tsetse fly has been a major preoccupation of a number 
of colonial investigators this year. The important reports on 
trypanosomiasis in Eastern and Western Africa and on the 
Anchau rural development scheme have been the subject of 
notice in these columns. They were followed by the intro- 
duction of “ antrycide " for the treatment of trypanosomiasis in 
cattle, about which the Colonial Office report expresses the hope 
that the experiments now in progress will establish the prophy- 
lactic value of this drug and extend its practical application. 
A sum of £15,800 has been allocated for a three-year research 
on the effects of antrycide injections on cattle in East Africa. 
An account is given of the trials in Uganda with D.D.T. and 
B.H.C. smokes. It has been confirmed that these substances are 
lethal to tsetse flies, hut the application apparently still presents 
difficulties. The malaria eradication experiments in Mauritius 
and Cyprus are described, as well as the control measures in 
Uganda, Swaziland, and Malaya. 

It is stated that the shortages of scientific personnel, labour, 
building materials, and equipment are being slowly overcome, 
and proposals are to be submitted to Parliament for the amend- 
ment of the Acts under which colonial development and. welfare 
research is administered, to enable the yearly disbursement to 
be increased. 


SCIENTinC FILM ASSOCIATION 

MEDICAL FILMS 

A meeting called by the Medical Committee of the Scientific 
Film Association was held recently at the Royal College of 
Obstetricians and Gynaecologists. 

Mr. Malcolm Don.aldsos in his introductorj’ remarks said 
that the object of the meeting was to discuss the best way to 
encourage the use of films and film strips in teaching. At 
present there was no central medical film Ubrary for leaching 
purposes. There were very fewf medical films and more would 
have to be made. This could perhaps best be done by the 
senior teachers of any particular subject forming a committee 
and, after deciding exactly what points it was necessary to 
illustrate, writing a script for a film to be produced by a pro- 
fessional film artist. Although everyone had his own methods 
of teaching, it was uneconomical for each man to make bis own 
film. The fundamental points which an undergraduate had to 
leam w'ere common to all teaching schools. It was after qualifi- 
cation that points of difference in technique should be taught. 

Sir Kenneth Go.adby, the chairman of the Medical Com- 
mittee, said that the Scientific Film Association had been in 
existence for five or six years. The association had as its aim 
the general diffusion of knowledge^ concerning the making, use, 
and advantages of scientific films in all branches of education. 
The Medicaf Committee was handicapped by w-ant of funds. It 
had published, in conjunction with the Royal Society of Medi- 
cine, a catalogue of medical films, and bad corresponded with 
the deans of medical schools in the hope of stimulating interest 
in the use of films as an aid to teaching. The real value of the 
medical film was in presenting the salient points which could 
not adequately be demonstrated by lantern slides or by word 
of mouth. 

Films were then shown illustrating normal labour, the use of 
Kielland's forceps, and breech delivery. Girl Grows Up was 
a film intended to explain menstruafion to girls aged 12 to 14, 
and a film on the care of premature infants came from the 
Rotunda Hospital. In the discussion after each film, among 
many who took part were Sir Willlam Gillwtt. Dame Loose 
^ fcILROv, and Mr. Leslie Whelems. The production of these 
films was of a high standard, but there was outspoken criucism 
of the obsletricaf technique illustrated in some of them. 
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INTERNATIONAL CONFERENCE ON 
AUDIOLOGY 

The second International Conference on Andiology was held 
in London on July 15 and 16, at the Royal Society of Medicine, 
under the presidency of Professor Gunnar Holmgren (Sweden). 
Jhe Conference was attended by otologists, physicists, and 
others interested in the various aspects of audiology. - Fifteen 
countries were represented. 

The delegates were welcomed on behalf of the Royal Society 
of Medicine by Mr. Scott Stevenson, president of the Section 
of Otology. On the first day a review was given by the secre- 
tary, Professor Eelco Huizinga (Holland) of worJc already done. 
Papers were read by Professor Maurice Sourdille (France), Dr. 
E. E. Fowler, jun. (U.S.A.), Professor E. Luscher (Switzerland), 
and Dr. Harvey Fletcher (U.S.A.). The second day was 
occupied by a discussion on the work in audiology carried out 
in England by the Ministry of Health, the Medical Research 
Council, and others. Ah introductory address was given by 
Sir Wilson Jameson, Chief Medical'Officer of the Ministry of 
Health, and other speakers included Dr. C. S. Hallpike, Medical 
Research Council ; Dr. W. G. Radley, G.P.O. Research Station ; 
Mr. R. S. Dadson, National Physical Laboratory; Dr. T. S. 
Littler, Department of Education of the Deaf, Manchester Uni- 
versity ; Mr. Michael Reed, Ministry of Health ; Dr. E. A, 
Underwood. Ministry of Education ; Miss Edith Whetnall, 
Royal National Throat, Nose, and Ear Hospital ; Mr. R. Scott 
Stevenson, Metropolitan Ear, Nose, and Throat Hospital ; 
Professor Sir Henry Cohen, Medical Research Council ; Mr. 
Leslie Wilkins, the Social Survey ; and Mr. Terence Cawthome, 
Medical Research Council. At the end of the meeting it was 
announced that the present secretary was retiring and that his 
place would be taken by Mr. Terence Cawthome (England). . 


Reports of Societies 


HAEMODYNAMICS OF PREGNANCY 

At a meeting of the Edinburgh Obstetrical Society on May 11, 
with the president, Dr. E. C. Fahmy, in the chair. Professor 
R. J. Kellar presented a symposium on the “ Haemodynamics 
of Pregnancy.” His critical review of the subject was supple- 
mented" by four short papers. 

Dr. Hilary Hamilton gave a brief description of previous 
experimental work and then analysed the changes in cardiac 
output during normal pregnancy in 68 women. Output was 
determined by the Coumand technique of right heart catheter- 
ization. Experimental work now in progress at the Simpson 
Memorial Maternity Pavilion was concerned with the cardiac 
output in cases of toxaemia all showing some degree of hyper- 
tension. Preliminary results in 44 cases showed that they fell 
into fairly distinct groups. Pregnant patients with “fixed” 
essential hypertension (10 cases) showed no alteration in cardiac 
output from the curve found in normal pregnancy. In 6 cases 
of “ fixed ” essential hypertension with superimposed pre- 
eclampsia a rise in cardiac output was noted. There was also 
an increase in cardiac output in 11 cases of “ labile ” 
hypertension. 

Varying results were observed in 17 cases of pre-eclampsia ; 
13 had a mi\d_ or marked increase in output, and this' usually 
exceeded the increase seen in the two hypertensive groups ; 
in 4 cases the cardiac output was within the normal limits 
for me duration of pregnancy. The changes in cardiac output 
m the cases of pre-eclampsia did not appear to bear any 
^ear-cut relationship to the clinical severity of the toxaemia. 
INO explanation of these results could be put forward at the 
hoped that future work would help to 

clarify the situation. 

Blood Volume and Blood Flow 

Rachel Write contributed tWo short papers, one on 
Diooa Volume in pregnancy and the other on limb volumes in 
pregnancy. In the first paper she outlined the method used 


and the results obtained in the investigation of 10 normal non- 
pregnant women, 56 women at various stages of normal preg- 
nancy, and 10 women in the first week of the puerperium. 
She showed that the increase in blood volume during preg- 
nancy vyas approximately 23%— a result comparable with those 
of previous investigators. This increase occurred mainly during 
the second half of pregnancy and was maintained for the first 
seven days of the puerperium. She also gave a preliminary 
survey of the results of investigations now being carried out 
during pregnancies complicated by hypertension and pre- 
eclampsia. From these results it appeared that the blood 
volume in cases of hypertension (" labile ” and “ fixed ”) was 
comparable with that in normal pregnancy, while in cases of 
pre-eclampsia it was lower than normal. 

The second paper was concerned with a study of the limb 
volumes of 15 patients- during the second half of pregnancy. 
She described the method, which was based on the principle 
of water displacement, and said that records were kept at 
2-'4-weekly intervals during the pregnancy and at seven days 
and six weeks after delivery. Of the 15 cases, four had a 
normal pregnancy with a variation of 0.5 to 3.8% in limb 
volumes ; 7 cases developed a mild to moderate degree of 
toxaemia with an increase of at least 6% in ad their , limb 
volumes, a 6 to 7% increase appearing to coincide with the 
presence of “ pitting " oedema. The remaining 4 cases showed 
an increase of up to 9% in at least one limb volume with no, 
other manifestation of toxaemia. She also showed that the' 
increase in volume during pregnancy appeared to be more 
marked in the hand used less frequently — i.e., the left hand in 
right-handed patients. 

Dr. Catherine Burt presented a preliminary report on blood 
flow and finger temperatures in 20 pregnant patients (S nornial, 

7 pre-eclamptic, and 5 hypertensive) compared with those in 
a group of non-pregnant controls. Records of resting forearm 
blood flow made in the later weeks of pregnancy showed an 
increased flow in normal pregnant patients in comparison with 
non-pregnant women. A greater increase was found in preg- 
nant patients with pre-eclamptic toxaemia or hypertension ; in 
these cases the average resting forearm blood flow was twice 
that of the control group. In all the pregnant patients a fall 
in the average forearm blood -flow occurred following delivery, 
but the figure remained above that of the non-pregnant group 
for the first few weeks of the puerperium. During reflex 
vasodilatation tests forearm blood flow was more variable and 
showed a greater average rise in pregnant than in non-pregnant 
patients, this increase being most evident in patients wdth 
pre-eclamptic toxaemia. 

At an environmental temperature of 17° C. non-pregnant 
women and women in the first trimester of pregnancy showed 
peripheral vasoconstriction as evidenced by a low resting blood 
flow in the. hand ;,as pregnancy advanced the hand blood flow 
showed a gradual rise up to the time of delivery. A- state 
of cutaneous vasodilatation, as shown by a resting finger tem- 
perature of over 30° C., was found in 19 out of 20 cases in the • 
, later weeks of pregnancy and in all 17 tested in the first eight 
weeks of the, puerperium.' In non-pregnant volunteers exposed 
to the same environmental temperature (15.25° C.-22.5° C.) the 
average finger temperature was 24.7° C. This preliminary work 
indicated a tendency to muscular and cutaneous vasodilatation 
in the upper limbs during the later months of pregnancy. 


On June 17 and- 18 the Fever Group of the Society of Medical 
Officers of Health held a meeting at Seacroh Hospital, 
Leeds, by invitation of the president of the Group, Dr. E. C. 
Benn. On June 17 Dr. D. C. Liddle read a paper on the Steven- 
Johnson syndrome, and Dr. H. J. Parish, Dr. K. J. Randall, and 
Miss M. Barr contributed a symposium on “ Immunity in 
Early Life.” In the afternoon Dr. Leese, Professor J. W. 
McLeod, and Dr. P. T. Boyle gave a clinical, bacteriological, 
and pathological review of a series of patients with tuberculous 
meningitis treated with streptomycin. On June Ifi Dr. Hugh 
Parry read a paper on “The Fate of Infants with Gastro-' 
Enteritis Receiving Intravenous Plasma,” and Dr. C. W. Dixon 
gave an account of an outbreak' of meningococcal meningitis in 
New Zealand. 
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Correspondence 


Ankylosing Spondylitis 

Sir, — I have been verj’ interested to read the letters of Drs. 
F. Dudley Hart and H. F. West (April 9. p. 633) in reply to 
Dr. C. B. Heald’s communication (March 26, p. 546). Dr. West 
rather takes Dr. Heald to task for being over-enthusiastic about 
ankylosing spondylitis. We in New Zealand recently had the 
pleasure of hearing Dr. Heald when he was asked to lecture 
on rheumatism by the New Zealand Government. In con- 
nexion with ankylosing spondylitis one would agree that he 
showed enthusiasm, but is it not better to show enthusiasm 
than adopt an attitude of laisscr-faire in such an important 
and, in many cases, such a crippling disease ? Dr. H. F. West 
has looked up a great many references which are not available 
in this country, and rather tends to belittle the crippling effect 
of ankylosing spondylitis and also the benefits of x-ray therapy. 
Two cases I have seen recently illustrate that the disease can 
be crippling and docs respond to .x-ray therapy. 

The first was a woman aged 33 who complained in the first place 
of pain in the neck and back and a little later stiffness in the left 
shoulder. A codrss of gold injections had been ads’iscd and given 
without any relief, and her condition was becoming worse. Her 
right arm could not be raised above the level of the shoulder and the 
pain and stiffness in the back had spread to the lumbar region. A 
diagnosis of ankylosing spondylitis was made from radiographs. An 
interesting point in this case was that white wailing for x-ray therapy 
an injection of 1 ml. “prostigmin” was given. 'The patient almost 
immediately felt ill, became collapsed, and vomiting set in. The 
antidote to this, I/lOO gr. (0.65 mg.) of atropine, was given, and 
the reaction gradually subsided. Within 24 hours there was marked 
improvement in the movement of the right arm, which could be raised 
above the head. In spite of the reaction, the patient begged for a 
second injection. This time atropine was given prior to i ml. of 
prostigrm'n— even so the patient had a milder reaction. Any further 
requests for injection were refused. Three courses of deep x-ray 
therapy to the dorsal and lumbar spine and sacro-iliac joints were 
given. In addiuon, after consulting with Dr. John Mennell, manipula- 
tion was given to the cervical dorsal and lumbar vertebrae and the 
costo-vertebral articulations from time to lime. This has produced 
freedom of movement in these areas. In addition breathing, which 
was becoming increasingly difficult, has been very much relieved. This 
patient now has no pain, is bright and happy, and can manage her 
own housework and cooking. There is permanent loss of rotation 
in the dorsal vertebrae and h’mited lateral motement in the lumbar 
region. In spite of this she is very grateful for the marked improve- 
ment in her movements, general health, and her freedom from pain. 
Before I saw her she was spending most of her time in bed, and the 
future outlook was not at all good. 

The second case, a young man of 20, had been suffering from 
“ rheumatism for four years, with pain in the back and Umbs. 
General wasting of muscles w'as present, the joints of both limbs 
were swollen and painful, and he was in continual pain. For the last 
14 months he had been confined to bed almost continuously. Gold 
injections, penicillin, physiotherapy, and polyvalent streptococcal 
vaccine had all been tried without effect. Dr. C. B. Heald was called 
in consultation and diagnosed the case as one of ankylosing spondy- 
litis. Radiographs showed quite definitely involvement of the sacro- 
iliac joints. T-ray therapy was ordered with very satisfactory results. 
Two years later this patient reported that he had had several courses 
of x-ray therapy — not only to the spine, but also to the joints of 
the upper and lower limbs. Apart from the fan that there is a 
rather general stiffness of joints, he can go about his leaching duties 
at a preparatory school, and, most important of all, he is free from 
pain. 

In both the preceding cases it can be stated quite definitely 
that ankylosing spondylitis was having a crippling efiect. and 
fotlowing x-ray treatment there has been a very marked 
improvement in their condition and they have again become 
useful citizens. — I am, etc.. 


Treatment of Angina with Thiouracfl 
Sir, ^AIl those who have tried to investigate the value of 
thiouracil in the treatment of angina pectoris will agree with 
your annotation (June 4, p, 997) that ‘*it is time a large series 
of cases was treated under scientifically controlled conditions.” 
But it seems unlikely that both these requirements can be 
satisfied. Evans and Hoyle’ have drawn attention to the main 
difficulty, which is the inherent variability of angina. They 
conclude that in addition to adequate scientific control the 
type of case selected for study must be clearly defined if 
the results are to be reliable. 

The investigation described below, though not significant on 
its own, may contribute a little to the subject when read in 
conjunction with other reports. An attempt was made to select 
for study only those cases which were as nearly “stable” as 
possible. The criteria were as follows ; 

1. All had unequivocal angina of effort, with pain as their wo.-st 
symptom. Its site, type, relation to exertion, and quick relief by 
rest or glyceryl trinitrate were definite. If a neurosis became obvious 
and predominant during the investigation the patient was e-xcluded 
from the series. 

2. No paiient had dyspnoea as a prominent factor limiting exertion. 

3. No paiient had any other physical disability limiting exertion or 
lowering pain threshold. 

4. No patient had a haemoglobin below 90%. 

5. No paiient had evidence of myocardial infarction m the six 
months immediately preceding the start of the investigation. 

6. No patient had hypertension above 170 M 10 mm. Hg or evidence 
of valvular disease, paroxysmal disturbances of cardiac rhvahm, or 
cardiac failure. 

7. No patient had clinical or serological evidence of syphilis, or 
clinical evidence of ihyTotoxicosis, diabetes, or adrenal disturbance. 

8. All were under the age of 65 years. 

9. All were at least of average intelligence. 

Out of over 80 patients attending the hospital w'th angina 
only 19 fulfilled the above criteria, but during subsequent weeks 
11 of these had to be excluded from the series for the followng 
reasons : dyspnoea found to be prominent factor liirfinc 
exertion, 3 ; neurosis became overt, 3 ; failed to attend, 2 , no 
attacks during the summer, 1 ; developed pernicious anaemia, 1 ; 
developed status anginosus, 1. This last patient had thiouracil 
for one week only. It was stopped because his attacks became 
more frequent. A week later he developed status anginosus. 
The eight patients who remained were all men between the 
ages of 49 and 64 years. Three bad had previous myocardial 
infarctions. 

The initial examination of the patients included a detailed 
history, full clinical examination, fluoroscep. , and fimb and 
unipolar chest lead electrocardiograms. During the first two 
weeks the variability of the angina was observed, and base-line 
white-cell counts and blood-cholesterol determinations were 
made. Four patients were then given 0.2 g. of thiouracil 
three times a day (Group A), and the remaining four one 
laclose tablet three times a day (Group B). No patient knew 
what tablets he was having. Each patient was urged to 
continue his normal routine of life. 

Observations were made on the pulse rate, blood pressure, 
weight, glyceryl trinitrate requirements, walking distance on 
level ground, and blood-cholesterol levels for periods ranging 
from 19 to 36 weeks. Thiouracil was slopped when there 
was evidence of myxoedema. In two patients tCases I and 21 
who had shown only a slight response to the initial dose the 
dose was increased to I.O g. daily after 17 and 19 weeks 
respectively. Progress was assessed b> comparison of the 
glyceryl trinitrate requirements and a detailed history of the 
pain at the beginning and at the end of the investigation. The 
table shows the progress of each patient. 

It win be seen that three out of four patie.nts in the treated 
group were improved, vvhereas only one patient in the control 
group was slightly improved. In those who were benefited 
improvement occurred gradually during the third and fourth 
mouths of treatment, and it is interesting that the improvement 
was more marked in the subslernal than in the peripheral 
component of the pain. The patient in Group A who did 
not improve wns the one who had had a previous myocardial 
infarction. Serial blood-cholesterol levels were found not to 
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correspond to thiouracil dosage or to the clinical response to 
treatment. There were wide Variations in level in both groups 
of patients. One patient (Case 3 ) developed florid myxoedema, 
with a cholesterol level lower than at the start of the 
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investigation. It is hoped that these results once again confirm 
the difficulty of assessing the results of any form of treatment 
in angina pectoris. 


course, true that it is only by the routine use of the tuberculin 
test that recently infected persons can be detected : it is, how- 
ever, of interest that statistics collected by Bang as long ago as 
1896 showed that a tenfold increase in the size of herds of 
cattle' was associated with an approximate doubling of the 
incidence of tuberculosis as judged by the tuberculin test.' This 
•is true even when small herds in which there were no tuber- 
culous cattle were excluded. Almost the same trend is obtained 
by classifying results of tuberculin tests on 364,286 cattle in 
Great Britain according to the size of the herd.' 

Dr. Hall has suggested that infection is inevitable, and the 
important thing is to study why only some people develop 
clinical tuberculosis. It appears to the present 'writer that no 
attitude could more stultify the main effort which should be 
made to control tuberculosis. It is tnie that every effort should 
be made to increase resistance (including the use of B.C.G.), 
but it was pointed out at the recent Commonwealth and Empire 
Health and Tuberculosis Conference that tuberculosis is still 
a serious problem in New Zealand, where the standard of nutri- 
tion is excellent. All the work on the control of tuberculosis 
in cattle indicates that it is the degree of exposure to infection 
which is important and that effective control of the disease is 
achieved only when every effort is made to prevent the spread 
of infection. As pointed out by Dr. S. Roodhouse Gloyne 
(July 2, p. 31), the work of Drs. Stewart and Hughes does 
indicate that in man the degree of exposure to infection has 
an important effect on the number of “recently infected” 
individuals. 

■ The question of whether one should concentrate on breeding 
and feeding cattle wth “sound bodies and perfect mucous 
membranes ” in order to eliminate tuberculosis was being dis- 
cussed in 1901 when McFadyean' wrote: “The man whose 
sense of proportion is not hopelessly defective* will attach only 
minor importance to such considerations, and will concentrate 
his efforts against the one great cause of the disease — the opera- 
tion of contagion. When that has been successfully grappled 
with predisposition becomes of no account. , . .” Subsequent 
events have proved him to be correct. 

It is, of course, true that it is much more difficult to control 
tuberculosis in man than cattle, but Myers' and his colleagues 
have created areas in which no child of primary-school age 
reacts to tuberculin, and on the island of Bornholm Olsen* has 
reported that communities have been made free from infection 
' with tubercle bacilli. Both these workers have consistently 
emphasized the importance of treating tuberculosis as an 
infectious disease and concentrating special efforts on the 
prevention of spread. — I am, etc.,' 

Bramhall. Cheshire. JORN 
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Dr. Evan Jones, Dr. F. T. G, Prunty, and Dr. Raymond Daley 
have kindly agreed to the publication of this letter. I am very 
grateful to them for the special investigations and for their interest, 
advice, and criticism. 


— I am, etc., 

Udculme, Devon. 


D. W. R. Lyle. 
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Tuberculosis in Industiry 

Sm,— Drs. Alice Stewart and J. P. W. Hughes and their 
colleagues (May 28, p. 926) showed that a tenfold increase in 
the size of boot and shoe factories was associated with a two- 
fold increase in the number of persons “infected with tuber- 
culosis. Their paper appears to have caused some surprise 
and criticism (Dr. Stephen Hall, June 11, p. 1049). It is, of 


Fibrocystic Disease of the Pancreas 

Sir, — A fter reading Dr. W. J. Matheson’s interesting article 
(July 23, p. 206) I am prompted to give a short account of 
a case of fibrocystic disease of the pancreas in an infant 
which I was fortunate enough to diagnose during life. 

The patient, a female infant 8 weeks of age, was a first-bom cWld ; 
delivery was normal but the birth was said to be 5 weeks premature. 
Her birth weight was 5 lb. 8 oz. (2.5 kg.). Since birth she had failed 
to gain weight and was stated to have had continuous diarrhoea 
and occasional vomiting. She had been given several different pro-' 
prietary foods, none of which had been conrinued for very long. On 
examination she was a marasmic infant weighing 5 lb. 2 oz. (2.3 kg.). 
She had signs of bronchitis ; her stools were yellow, loose, copious, 
and both offensive and frequent. She vomited occasionally, but 
apart from this took her feeds well and appeared always hungry. In 
spite of correction of her feeds she did not gain weight and remained 
marasmic. The 'Wassermann reaction was negative, and bacterio- 
logical examination of stools, and chest radiographs, etc., did not 
reveal any abnormality. Blood count showed definite anacmim 
haemoglobin 61%, R.B.C.s 3,250,000. 
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In «en' of these negaUve findings — accompanied by the following 
four facts: (I) continued failure to gtun weight in spite of an adequate 
calorie intake; (2) persistent, loose, bulky, offensive, and frequent 
motions; (3) feeds eagerly taken by the infant; (4) ses’ere bronchitis 
not responding to chemotherapy — a tentative diagnosis of fibrocystic 
disease of the pancreas was made. However, before further investi- 
gations could be carried out the child developed bronchopneumonia 
and died. Necropsy rerealed a well-marked bilateral broncho- 
pneumonia and some fatty degeneration of the liver. Histological 
examination of the pancreas showed typical fibrocystic disease. 

I agree with Dr. Malheson that this condition is probably 
more common than one would be led to believe by published 
reports, and I feel with him that this diagnosis should be 
considered when infants presenting the above four criteria are 
encountered. — I am, etc., 

SloCc-on-Trml. JKMES HtNGSTO.V. 


Esscntinl Hyperfension in Pregnancy 

Sir, — T he report (duly 16, p. 148) of my statement at a 
discussion on this subject at the ^velfth British Congress of 
Obstetrics and Gjataecalogy is so brief that I should be grateful 
if you would kindly allow me to amplify it My main thesis 
was that functional vascular spasm due to sympathetic over- 
activity was the primary factor in the early stages of hiTter- 
tension, that it resulted locally in renal cortical ischaemia, 
and that a humoral substance or substances produced within 
the kidney in consequence of the anoxia or hnio.xia passed 
into the general circulation to produce eficcls throughout the 
body as a whole. 

My belief in the occurrence of such nervously intermediated 
functional vascular spasm within the kidney is strengthened 
by the evidence provided by Solymoss {Lancet, 1949, 1. 957) and 
also by the results obtained by Dr. Robert A. Hingson, of 
Johns Hopkins Hospital, in his treatment of eclamptic patients 
by means of controlled spinal analgesia. Dr. Hingson has 
recently lectured in Oxford and London on his technique and 
(he effects of its application in such cases, and the gist of bis 
findings is that the interruption of reflex nervous pathways at 
the renal spinal level can in a vast majority of cases produce 
rapid relief from the gross symptoms and sighs (including 
oliguria and anuria) of eclampsia. — I am, etc.. 

UmCcin.VV.l. JOHN SOPHIAN. 


Reactions (o Infravcnoos Sclcrotics 

Sir. — I n the last quarter of 1948 you published a short series 
of letters under the above heading. I should like to report 
a further case of acute allergic reaction following the use of 
“ elhamolin,” and to pose one or two queries therefrom. 

The patient, a woman of 58, with bilateral gross varices, was 
subjected to juxtafemoral ligation and resection of the left internal 
saphenous vein, together with retrograde injection of 10 ro!,_ P2G 
(7% phenol in ^ycerin), in January of this year, FoUowpg this she 
attended on ten occasions, at weekly intervals, for injections of 
etharoolin, receiving a total of 37 ml. (averaging 4 ml. per visit). On 
the first occasion she received the customary 0.5-ro]. test dose, to 
wltich she showed no reaction. The visits were uneventful, except that 
at the fifth she fainted, but recovered immediately. 

In April a similar operative procedure was performed on the right 
leg. and following this she attended on three occasions for injection 
of ethamolin into the remaining varices, receiving a total of 8.5 ml. 
At the fourth visit she received 4 ml. (three injections of 1.5, 1.5, 
and 1 ml, respectively) and left for home shortly afterwards. About 
ten minutes later, while approaching her house, the skin of^her back 
and shoulders began to itch, and her breathing, she noticed, was 
becoming “ wheezy.” She returned to the clinic, where I saw her 
twenty minutes after the injection. . 

On examination, she was faintly esanosed and was dearly suffering 
from a mild attack of asthma. There were patches of uriicana) 
erythema and weals all over her body, being most marked over the 
left upper arm. There was no reaction at the site of the_ recent 
injections, A total of fO minims (0.6 ml.) of 1 ; 1,000 adrenaline was 
administered. The itching ceased within five minutes, and the skm 
reaction had disappeared within half an hour._ On questioning, she 
stated that she usually suffered from asthma in the winter month^ 
but not in the summer unless she had a cold. She added that a cold 
had been “ coming on ’’ for the past two days. She had never 
experienced a similar skin reaction before. She returned home and 
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continued her normal work. When seen one week later she stated 
that she had remained well, with no recurrence of her skin reaction. 
She was still a little wheezy, however. 

Perhaps the most important lesson to be leamt is that even 
ethamolin can seemin^y give rise to a generaiized svstemic 
allergic reaction. Patients should wait a little while before 
returning home, and adrenaline should always be to hand. 
The obvious conclusion to be drawn is that the patient has 
been slowly sensitized to elhamolin during the past six months, 
but I must confess to being not entirely convinced by this 
thesis. While it would be an extremely bold man who would 
administer a (anker dose of elhamolin to this patient (a man, 

I hasten to add, far bolder than 1), could it not be that the 
patient was in a “ trigger ” state, and that an injection of saline 
at that particular time might have produced a similar allergic 
reaction 7 How are we going to explain the case reported by , 
Dr. C. E. Taylor (Sept. 18, 1948, p. 573) in which, following 
an allergic reaction to sodium morrhuate, the substitution of 
sodium salicylate produced an exactly similar result ? What 
reason can be advanced for the fact that allergic reactions are 
occasionally reported following a test dose of 0,5 ml. of a 
sclerotic never before administered to the patient ? 

It would help if we could leam of any case where a sclerotic 
which had previously given rise to a reaction had inadvertently 
been administered on a further occasion, and with what result. 
Perhaps your correspondence columns. Sir, may help to provide 
the answer.— I am, etc.. 

Landoa. E.S. S. M, RlVXIN. 


Sir William Osier Centenary 
Sir. — ^T he memory of "the greatest physician of all time” 
was fittingly honoured by the Osier Club celebrations at the 
Royal College of Surgeons on July 12, followed by the pilgrim- 
age to Oxford on July 16 (concluding vvith the visit to the 
famous almshouse and church at Ewelme). It is, perhaps, aot 
generally known that the Osier exhibition at the Radcliffe 
Camera in Oxford will be open to the public for some iromhs. 
One wishes that it could be visited by every doctor (including 
those overseas) who is on the Medical Register. A trip to that 
beautiful “ city of dreaming spires ” is always a delight, and. 
to a medical man, the added inspiration from visiting the Osier 
exhibition will be more than worth the expenditure of time and 


effort. 

How many doctors realize that Osier's world-famous text- 
book, The Principles and Practice of Medicine, has appeared 
in a Chinese edition ? Or that during his lifetime Osier had 
the following qualifications and distinctions conferred upon 
him: LL.D. (Aberdeen, Edinburgh, Liverpool, Leeds, Yale, 
Harvard, McGill, Toronto, Johns Hopkins); F.R.CJ’-London, 
1883 ; M. 1878; L. 1873 ; M.D.McGilL IS72 ; M.D.O.xon., 
1905 ; M.D.(Hon.> Oslo ; Sc.D.ICantab.) ; D.Sc.tHon.) (.McGill, 
London, Leeds, Berlin, Vienna, Trinitv- Coiiege, Dublin ) ; 
D.C.L.(Durham) ; F.R.S., etc. ? In addition to which he was, 
among other things, president of the Bibliographical Society 
and. later, president of the Classical Association. His publica- 
tions numbered over 1,500. Certainly an astonishing record. 

Recently the French have made a film of Leiennec. the origi- 
nator of the stethoscope. Is it too much to hope that^e 
Encfisfi-spcsfc/nff u’orid will 2 of ths J3fc of Tb- 


Great Physician ?— I am, etc,, 
Londan. W,5* 


L. C.vrlvxe Lvcn. 


Histamine Headache 

Sra,~The repon on the treatment of histamine headache 
bv Da M, Eszenvi-Hatasy (June 25, p. 11211 wws both instruc- 
tive and timely. Should it arouse the profession from a some- 
what lethargic attitude towards such ailments it will certainly 
have served a useful purpose. 

For some reason both general practitioners and specialists 
seem to fight shy of making a serious attempt to treat sufferers 
from “migrainous” headaches, be these associated with 
menstruation or allergy, or inducible by histamine. To tell a 
patient to “ go to bed with an aspirin ” is as much a confession 
of failure on the part of the physician as it is useless to the 
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patient, who may be incapacitated for as long as three days 
every two or three weeks. Ergotamine tartrate, though useful 
in some cases, requires to be injected at -the very start of the 
headache, a procedure often quite impossible. 

Dr. Eszenyi-Halasy has shown that histamine headaches can 
be cured in a significant percentage of cases by giving increasing 
doses of histamine by injection, thus producing a tissue toler- 
ance. I have had comparably good results in cases which 
give a positive intradermal histamine reaction by the oral 
administration of graduaily increasing doses of “prostigmin” 
bromide as advocated by Pelner and Aibel.* This is a simple 
procedure and has the added advantage of not inducing head- 
ache or requiring injection. 

So far as true migraine is concerned, it seems a pity that, 
as one person in five hundred is a sufferer, greater use is not 
made of the anterior-pituitary-like hormone’ ’ or even, in 
obstinate cases, urea.* I have personally treated over 150 cases 
in the past six years, and relief from this crippling complaint has 
been achieved in over 50% of patients. 

Surely it is time more consideration was given by the profes- 
sion to therapies, which can alleviate one of the commoner, 
even though not lethal, complaints suffered by mankind. — I 
am, etc., 

London, W.l. NeVIL LEYTON. 
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Treatment of Rheumatism with Cortisone 

Sir, — ^The paper by Hench and his colleagues' on the benefi- 
cial therapeutic effect of IT-hydroxy-ll-dehydrocorticosterone 
(Kendall’s compound E) and of adrenocortlcotropin (ACTH) 
in rheumatoid arthritis was undoubtedly of remarkable signifi- 
cance. In a recent paper cases of rheumatic fever are also 
presented.’ The practical significance of the advantages men- 
tioned in this second report — the rapid improvement in the 
anaemia, the atrioventricular interval, and the sedimentation 
rate — seems to be not of the highest importance. The cardiac 
involvement was unaltered in all cases. There is no definite 
practical advantage over bed-rest with salicylate therapy. 

Before these compounds come into wide use it is as well 
to note communications of Ingle’ and Conn and his col- 
leagues.* According to them,- both of the compounds are 
capable of producing at least a diabetes-like picture in animals 
and in human beings. In Hench’s cases the doses were large; 
and the duration of the treatment is long ; this merits some 
attention. — I am, etc., 

Szeged. Hungary. E. KeLEMEN. 
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POINTS FROM LETTERS 

Length of Gestation Period 

Dr. Dora J. Adams Clark. (Spennymoor, Co, Durham) writes ; In 
connerion with the case reported under the heading “ A Still Longer 
Gestation Period” (July 16, p. 181), I have seen to-day a woman 
in late pregnancy whose last period finished on August 2, 1948. 
Thus she might be 351 days pregnant. 

Sunburn Treated by Antihistamine Drug 

Of- Donnell Deeny (Lurgan, Co. Armagh) writes : On a recent 
holiday in the South of France my wife and I suffered a mild attack 
of sunstroke, with headache, elevation of temperature, reddening 
of the skin, and great discomfort. Since the liberation in the tissues 
of histamine causes vascular dilatation and oedema, it seemed reason- 
ablc ‘o give an antihistaminic drug (“ antistine ”), 30 mg. four times 
daily. 3\e found considerable relief from local irritation. The skin 
lesions did not proceed to oedema and desquamation so fast or so 
severely as in other members of our party who did not take the 
tMicts, although the period of exposure to the sun was the same. 
The sedative effect of the drug was also of help in this painful 
condition. 


Obituary 


LAWRENCE JONES, M.S., F.R.C.S. 

Mr. Lawrence Jones died on July 11 at the age of 71. He 
received his medical education at St. George’s Hospital 
and qualified with the Conjoint Diploma in 1900. He took 
•the London degree of M.B. in 1901 and the B.S. with first- 
class honours, as well as the F.R.C.S., the following year. 
While serving as surgical registrar at St. George’s he took 
the M.S. in 1904. 

His seniors formed a high opinion of his capabilities ; 
he was soon appointed assistant surgeon to the hospital, 
and lecturer in operative surgery both at the medical school 
■and at the London School of Clinical Medicine. His 
ability, allied to a singular modesty and charm of manner, 
had marked him out for success as a consulting surgeon 
in London, when he was attacked by a very serious illness 
which necessitated major surgical treatment. He made a 
satisfactory recovery, but was advised that the strain of 
consultant practice in London entailed a risk which he 
ought not to run. He therefore gave up his hospital post 
and accepted an appointment as chief examining surgeon 
to the Great Central Railway Company. Here he was able 
to use his talents to the great advantage of the company’s 
employees for many years until his final retirement a few 
years ago. He was unmarried. 


Dr. Frank Coleman writes: As a colleague and friend of 
Norman Grellier, I should like to express my appreciation of 
his sterling qualities and integrity of character. I knew the 
Grelliers — Norman and Bernard — whilst they served on the staff 
of the Royal -Dental Hospital for four or five years after the 
Jtot world war. Apart from Norman Grellier’s many interests 
and distinctions recorded in the obituary notice (June 18, 
p. 1099), the twin brothers had much in common both in work 
and play. Flying xvas one of their mutual accomplishments. 
Norman and Bernard joined the Cinque Ports Flying Club at 
Lympne in October, 1933, and early in the following year both 
took their “ A ” licences. Norman and his brother had a 
theoretical and practical knowledge of mechanics which no 
doubt contributed to their rapid progress and efficiency in aero- 
nautics. From then onwards they joined several flying-clubs in 
Kent and Sussex and regarded flying as their week-end pastime, 
although this included aerobatics and other forms of stunt flying. 
After the last war they became active members of a gliding-club. 
It was on the evening of Sunday, April 19, 1936, that these 
brothers had their only accident. Norman was piloting a Gipsy 
Moth and Bernard was a passenger, when the aircraft stalled at 
a height of 100 feet and crashed in a field at the top of Hythe 
Hill, just off the roadway. Both were seriously injured, but on 
recovery they were back at Lympne and resumed their flying. 
Incidentally, this accident enabled many of us to distinguish the 
brothers, as one had been trephined for a fractured skull and the 
scar of the operation showed. Norman was medical officer to 
a Grenadier Guards battalion from 1915 until the end of the 
war, and remained with them for a time at Cologne after the 
armistice. His brother Bernard served for a similar period as 
medical officer to a battalion of the Royal Welch Fusiliers. 
Both were awardfed the Military Cross, Norman at Passchen- 
daele and Bernard in the Ypres Sector. The ashes of Norman, 
carried in a casket, were scattered over the South Downs in a 
plane piloted by bis brother. 

Dr. Guy Thornton Birks died at his home in Bedford on 
June 25 at the age of 71. He was educated at Harrow and 
King’s College, Cambridge, where he took honours in the 
Natural Science Tripos, and later the degree of M.B.. B.Ch., 
receiving his clinical education at St. Thomas’s Hospital. After 
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holding house appointments there Dr. Birks went to practise in 
Bedford in 1906, joining the late Mr. W. Gifford Nash, For 
30 years he was on (he staff of the Bedford County Hospital as 
honorary physician, and was an energetic and popular honorary 
secretary to the local Bedford Medical Society for 15 years. 
He served in the R.A.M.C. in Palesffne during the war of 1914- 
18. To the regret of his colleagues and patients ill-health 
enforced a too early retirement a few years before his death. 
Dr. Birks uas a good diagnostidan and clinician, a wise and 
kindly adviser, and a loyal colleague, well liked in both lay 
and professional circles. He was a fine example of the type 
of medical adviser now unfortunately fast disappearing. — 
H.D.P. 

Dr. A. Fletcher-Jones died suddenly on July 1 1 at Chester, 
while on holiday from his home in Alderney, at the age of 75. 
He qualified with the L.R.C.P.&S. at Edinburgh in 1897, 
and shortly afterwards took up an appointment in North China 
as a medical missionary. His life in China was full of 
adventure. Soon after his marriage he and his wife were 
driven from their home by the Boxer rebels, and this fate 
befell them again during the 1911 revolution. For his work 
in connexion with a piague epidemic the Chinese Government 
conferred upon him the Order of the Excellent Crop. In 
1921 he retired from his missionary work and settled in practice 
in Alderney, where he held many public appointments. When 
Alderney was evacuated during the war he took up an appoint- 
ment as resident medical officer at the Southampton Isolation 
Hospital and Sanatorium. While Southampton was being 
subjected to heavy bombing he never considered his own 
personal safety, and tended the sick and wounded with that 
care and friendliness which endeared him to patients and staff 
alike. On the liberation' of Alderney he returned and re- 
established his practice, overcoming great difficulties. He leaves 
a sridow, a married daughter, and four sons, one of whom 
is -a member of the medical profession. 


Medico-Legal 


PREGiVANCi' OF 360 DAYS 
The Court of Appeal gave judgment on July 22 on the case 
of a baby stated to have been bom after a pregnancy of 360 
days. By a majority. Lord Justice Denning dissenting, the 
Court directed a new trial, and gave leave to both sides to 
appeal to the House of Lords.' The husband's evidence was 
that he had been serving in Germany, had had home leave 
from Aug, 7 to 17, 1945, and had been demobilized on Feb. 9. 
1946.’ He had had no access to his wife between those 
dates, but on Aug. 13, 1946, she had borne a child which 
weighed 8} lb. and was apparently normal in every way. 

Lord Justice Bucknill, with Lord Justice Asquith concurring, 
said that the question was whether it was contrary to the laws 
of nature that the child, if conceived not later than August, 
1945. could be bora a normal healthy child 360 days later 
without any forcing or prolonged labour. The husband had 
applied for leave to call further evidence. It was proper 
that he should have an opportunity of calling it. 

Lord Justice Denning, dissenting, said that' a Judge did not 
require evidence to prove that in the ordinary course nine 
months elapsed between the conception and birth of a child. 
He might take judicial notice of the fact that there might 
be a margin of a week or two on either side without noticeable 
effect on the child, but that if the margin became a couple 
of months either way the result would be apparent on the 
body of the child. He said that he would have been for 
allowing the appeal and granting a decree nisi. 

SThr Times. July 23. , , , ,, 

* British Medical Joarnal. July 16. 


Under an order made by the Treasury, scientific instrument 
cases have been exempted from purchase tax. 


Medical Notes in Parliament 


NURSES (SCOTLAND) BILL 

On July 20 the House of Lords went into Committee on the 
Nurses (Scotland) Bill. Clauses 1 to 6 were agreed to. On 
Clause 7 (the Mental Nurses Committee) Lord Morrison moved 
amendments which he explained were drafting ones. He further 
explained that the great bulk of the amendments to be moved 
were drafting or consequential or dealt with minor points on 
which there was no difference of opinion. The amendments 
u’ere accepted and Clause 7 as amended was passed. .Amend- 
ments were also made in Clause 8 (Registration of Nurses 
Trained Abroad), and the amended Clause was accepted. On 
Clause 9 (Closing of Part of the Register) Lord Mornson moved 
an amendment which debarred the General Nursing Council 
from asking for the closure of the principal supple, mentarv’ 
pans of the Register unless it was satisfied that other means 
existed enabling the public to identify nurses with special train- 
ing. He said that what would happen in practice was that 
when the Supplementary Registers were closed the Coundl 
would attach an appropriate distinguishing mark in the main 
Register to the names of nurses who had undergone particular 
forms of training. The amendment corresponded to one made 
in the English Bill, and it was desirable to have similar pro- 
visions because of the statutory redprocity between the Scottish 
and English Registers. 

Lord Clydesmutr said the amendment was desirable, and 
the slight difference in drafting from the English version had 
been made because in Scotland nurses for mental defectives 
were entered in a separate supplementary part of the Register, 

The House agreed to the amendment and Clause 9 as amended 
was carried. Small amendments were made in Clause 10 (Pro- 
visions Relating to the Approval of Training Institutions). 
Clause 10 was then agreed to as amended and Clauses 11 to 14 
were approved. A drafting amendment was made in Clause 15 
and this Clause, with Clauses 16 to 18, was agreed. On Clause 19 
(Interpretation) Lord hfoRRisoN moved an amendment making 
clear that references in the Bill to supplementary parts of the 
Register included references to parts which had been set up 
by rules made in pursuance of the Act of 1919. He said the 
only statutory supplementary parts were the parts for male 
nurses, for mental nurses, and for sick children nurses. The 
parts for nurses for mental defectives and for fever nurses had 
been set up by rules. The House accepted the amendment 
and agreed to Clause 19 as amended. Clause 20 was approved. 
On the first schedule Lord Ct-VDES-vrurp. tnosed to leave out 
paragraph 3 and to insert; 

3. The members of the CouncS appointed by the Secretary of 
State shall include — 

(а) two registered nurses employed in services provided under 
Part HI of the National Health Service (Scotland) Act, 1947, 
appointed by him after consnluition with such persons and bodies 
as he thinks fit, being persons and bodies having special knowledge 
and experience of the work of nurses so employed ; 

(б) registered medical practitioners, appointed by him after con- 

sultau'on with such organizations representative of the medical 
profession as be thinks fit ; - , u 

(c) persons with experience in hospital managem.ent, appointed by 
him after consultation with such persons and bodies haring 
c.xperience in ho^ital management as he thinks fit ; and . _ ^ 

(zf) persons with c.xperience in local rovernment. appoir.te., by 
him after consultation with such local health authorttits. or sue.", 
oreanizations representative of local health authorities, as he t-oirdts 
fin 

He said the amendment was the result of an agreement with 
the Government. It was to give more p.-ecise direcrion^abeu: 
the type of person to be appointed by the Secreutry- o: State 
to the General Nursing Council. It would secure that nurses 
employed by voluntary bodies under contract v-rj; local 
authorities would not be debarred from appomtirtenu L 
directed that medical practitioners should be included in the 
composition of the Coundl, and it named persons wnth 
experience of hospital management and also persons wvtn 
experience in local government. This would meet ate 
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representations of bodies which had proposals for improving the 
Bill in this respect. 

Lord Morrison accepted the amendment and the House 
agreed to it. A further amendment was made and the first 
schedule as amended was approved. On the second schedule 
(Regional Nurses Training Committee) drafting amendments 
were made on the motion of Lord Morrison. An amendment 
moved by Lord Polwarth dealing with the qualifications of 
auditors was withdrawn. The schedule as amended was agreed 
to. The third schedule (the Mental Nurses Committee) was 
amended to make it clear that persons appointed to fill casual 
vacancies must have the qualifications which would have been 
required had they been elected or appointed- in the ordinary 
way. This schedule and the third schedule were then approved 
and the Bill was read a third time. 


Distribution of Doctors 

On July 21 Mr. Platts-Mills reported that in the Borough 
of Finsbury there was only one doctor to every 3,678 of the 
population, compared with one for each 2,935 in Islington, 
and 2,429 in Holborn. 

Mr. Bevan said redistribution of the available supply of 
doctors in accordance with the best interests of the public 
must be done gradually. The method of remuneration under 
the National Health Service, coupled with the powers of the 
Medical Practices Committee to close over-doctored areas to 
new entrants, should be sufficient to bring about the desired 
result. 

Hospital Administration 

Mr. Donner oq. July 21 asked Mr. Bevan if he knew that the 
Basingstoke hospital service was now responsible to the Win- 
chester Group, which was responsible to the Region, which in 
turn was responsible to the South-Western Board ; that expenses 
of operation had been increased by this system as well as by the 
appointrpent of officials, and that delays due to this centralized 
control marred the efficiency of the service ; and whether he 
would simplify control. 

Mr, Bevan said if Mr. Donner sent evidence of delays and 
increased expense he would investigate it, but he was not 
prepared to consider unsubstantiated statements. 

Mr. Donner said the chairman of the hospital committee had 
resigned. 

Mr. Bevan said there were 10,000 to 11,000 voluntary workers' 
in the hospital system, but this was the first resignation which 
the Ministry had received. Mr. Bevan added that the regional 
hospital board was considering the provision of a new hospital 
in Basingstoke, but progress must depend on its urgency com- 
pared with other calls on the available money and building 
resources. A new .v-ray set would be delivered to Basingstoke 
hospital shortly. 

Attendance at Maternity Clinics 

On July 21 Mr. Langford-Holt inquired to what extent 
regulat’ons made under.the National Health Service Act made it 
compulsory for expectant mothers to go to a maternity clinic. 

Mr. Bevan replied that he had made no regulations which’ 
made it compulsory for expectant mothers to attend clinics. 
He hoped, however, that they would realize that it was much 
in their interest to do so. 

Televised Operations 

Mr. Janner asked Mr. Bevan whether he was aware that for 
the first time in medical history delegates to the International 
Gynaecological Congress saw televised operations ; and what 
precautions were taken to ensure that the patients or their 
relatives gave their full consent. 

Mr. Bevan replied on July 21 that an operation was televised 
by land line to a lecture theatre in the medical school to which 
delegates from the Congress were invited. It was therefore a 
purely private occasion, and the operation was not " broad- 
cast. This method avoided all the difficulties and possible 
dangers to the patient of the alternative normally used — i.e., to 
have groups of spectators in the operating theatre itself. 


Typhoid in Kenya 

Mr. Longden asked on July 19 for information on the typhoid 
epidemic in the British Ajmy camp at McKirmon Road, 
Mombasa, Kenya. 

Mr. Shinwell said he had received a full report on this 
unfortunate outbreak. A total of 88 cases of typhoid and 
enteric group fevers had been reported up to July 8, of which 
34 were British and 54 African. In addition to the deaths of 
two British soldiers four African soldiers had died. The out- 
'break originated among the African troops, but the source of 
infection could not be definitely stated. The water supply had 
been thoroughly investigated, and it seemed most unlikely that 
it was the cause. Everything possible had been done to ensure 
that the hygiene of the area was fully up to standard and to 
ensure that all troops and civilian employees were protected by- 
inoculation. A good number of civilians in the area had 
also been inoculated. The outbreak was now under control, 
although the possibility of further cases occurring could not 
be ruled out. 

Tuberculosis in the Colonies 

When the Colonial Estimates were debated on July 20 
Mr. Anthony Greenwood complained that the Colonial Office 
Report on Development and Welfare made only four references 
to tuberculosis in the Colonies. There was little doubt about 
the high incidence of tuberculosis and the high death rate from 
it. In Lagos the mortality rate was 128 per' 100.000. The 
Director of Medical Services for Kenya reported that the posi- 
tion in respect of tuberculosis gave rise to anxiety, and that 
there appeared to be no doubt of its increasing spread.' In 
Tanganyika the tuberculosis mortality rate had doubled in six 
years. Small dispensaries, mobile units, and trained staffs were 
most needed. 

Dr. Haden Guest said visits to West Africa by consultants' 
in obstetrics, tuberculosis, and social and preventive medicine 
had been of great value, but up to the present sufficient doctors 
had not been obtained for the Colonies. Doctors did not to-day 
exist in the required numbers. There was a shortage of general 
practitioners alike in the United Kingdom and in the Colonies. 
The medical schools set up in East Africa, West Africa, the 
West Indies, Singapore, and Hong Kong would not supply any 
large number of medical officers for eight to ten years. If the 
Colonies competed in this country for specialists and general- 
duty doctors it would be an error. It would be better to treat 
the Colonial Medical Service as a branch of the National Health 
Service in this country. Doctors could be sent to the Colonies 
for six months or a year. When they returned, other doctors 
from the National Health Service in this country would take 
their places. That might also be required in otlier spheres out- 
side the United Kingdom where doctors were difficult to get. 
There would not be in the next 50 years the proportion of 
doctors to population which there was in this country. Dr. Guest 
thought the system would have to be adopted of employing 
medical auxiliaries who could carry out medical preventive work 
under medical dirfection without -themselves being qualified. 

Mr. Creech Jones in his opening remarks had said that 
the Colonial Service had vacancies for 163 doctors, but 
Mr. Rees Williams in replying to the debate did hot touch 
on medical questions. 

Grading of 'Venereologists 

Sir Ernest Graham-Little asked Mr. Bevan whether, as by 
reason of the down-grading of venereologists; the total of 
accredited specialists would be reduced to a number wholly 
insufficient to deal with the increasingly anxious problem of 
venereal disease, he would review the position. 

Mr. Bevan replied on July 22 that boards were reviewing 
their medical establishments in the light of the needs of the 
service. He added that it would not be proper for the grading 
of existing individuals to be influenced by considerations of 
staffing requirements. He was making inquiries about dis- 
satisfaction aipong whole-lime venereologists in the Liver- 
pool area who 'found themselves relegated to the category of 
senior hospital medical officers. 
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Kenny Treatment 

Mr. VuNT asked Mr. Bevan, " in view of the failure of 
medical science .lo discover a cure for poliomyelitis,"- to give 
an assurance that steps had been taken to pros-ide the Kenny 
treatment to sufferers from this disease. 

Mr. Bevan replied on July 22 that this method of treatment 
was well known to specialists in the disease in this and other 
countries. The use of it in individual cases was a matter of 
medical discretion. It had not been shown that it would be 
justifiable to adopt it to the exclusion of other, methods used 
in current medical practice which were no less valuable. 

Infectious-disease Certificates 

On.July 25 Sir Ernest GiuiisM-LrrTLE drew attention lo the 
fact that persons ■ certified by a general practitioner as being 
unfit for work as a result of being carriers or contacts with one 
of the more serious infectious diseases were refused sickness 
benefit, as only a certificate issued by a medical officer of health 
was accepted. He said this was much resented by general 
practitioners. 

Mr. Steele replied that this provision had been introduced 
into the National Insurance (Unemployment and Sickness 
Benefit) Regulations to give effect to a specific recommenda- 
tion by the National Insurance Advisory Committee. He had 
no reason to think it was not working satisfactorily. 

Prescribing by Sendee M.O.S 

Mr. Nwll Macpherson asked on July 27 why Service doctors 
at stations in Great Britain and Northern Ireland were not 
allowed to prescribe for wives and families of Seivice personnel 
registered with them on National Health Service forms, so that 
their patients could obtain necessary medicines from local 
chemists free of charge instead of having to buy them when 
they were not available at the stauon dispensary. Nfr. Mac- 
pherson suggested , that Service doctors at stations in Great 
Britain and Northern Ireland should be registered as medical 
practitioners with the appropriate executive council in respect 
of such patients. 

.Mr. A. V. Alexander replied that participation of Service 
medical officers in the National Healtli Service would not be 
feasible, since the resulting division of responsibility would be 
■ bound to give rise both lo administrative and disciplinary difS- 
cjillies. They could not, therefore, issue prescripu'ons on 
National Health Service forms. There was. however, no reason 
why dependants of Servicemen should have to pay for medicines 
prescribed by Service doctors^ since ' the Service Departments 
themselves met the cost if such medicines could not be supplied 
by a Service dispensary. 

X-ray Films. — Mr. Bevan states that there is a general shortage of 
x-isy films. He has bad to ask hospitals to economire in iheir use. 

Comraaeplh-es . — Mr. Cmuter Ede can bold out no prospect of 
legislation to preveot the sale of contraceptives from slot machines. 

Hospital Transfer. — Mr. Bevan has informed the Boards concerned 
that he is unable to agree to the proposed transfer of the Soutb- 
"'estem Hospital, Landor Road, S.W.9, to St. Thomas's Hospital. 

Closed Areas. — In general Mr. Bevan will not give perraission to 
exceed the norrhal maximum in any area where the Medical Practices 
Committee considers that the number of doctors is adequate. XVhere 
a doctor has an assistant he is able to have a larger list. 

Confinement in Hospital. — Mr. Bevan said on July 14 that hospitals 
and local authorities were being encouraged to give priority for 
hospital confinement to those who needed it for tnedlcnl reasons 
or because home circumstances arc unsatisfactorj-. 

Specloe!cs.—Mr. Bevan said on July 14 that the .total demand for 
spectacles in the United Kingdom in the first six months of 1949 
was estimated at 5,000,000 pairs. Production during the same period 
had been about 3,700,000 pairs and continued to expand rapidly. 

Cldldren Electrocuted. — ^Twenty-three children have oeen electro- 
cuted in 1948 on live rails, other than those belonging to the 
Condon, Transport Executive, 11 being killed and 12 injured. 

Medical Films. — Mr. Bevan has arranged for the acquisition of 
suitable films as they become available, svith the object of building up 
a special medical and nursing section of the Central Film Library. 


Duck-egg Poisoning.— Asked about recent incidents of food- 
poisoning which had been traced to coasumpu'on of duck eggs, Mr. 
Bevan said it was safest to bake or fry these eggs, or to boil them for 
at least ten minutes. They should not be preserved in water-glass 
or eaten uncooked. 

Rheumatism Clinics. — In Wales one clinic in charge of a senior 
hospital medical officer deals exclusively with rbeumaiisra. In 
addition, ircaiment is given in the special depanraents of 23 hospitals 
and by arrangement at four spas. 

Foot-and-mouth Disease. — In co-operation with the French 
authorities the Ministry of Food has arranged that livestock e.tported 
to Britain shall be drawn only from areas which are believed to b. 
free from foot-and-mouth disease and kept segregated from ct e; 
animals lo minimize any risk of iropotting infected 'meat 

Records of Vaccinations. — There is no statutory .-equirement for 
doctors performing vaccinations against smallpox to report them to 
their local medical officers of health or exe..uiue committees, but 
there arc arrangements for doctors taking part in the vaccination 
service of local health authorities to supply .hem with records. These 
authorities make returns accordmgly lo the Ministry of Health. 

Tuberculosis IVaiting-Iist. — About 950 cases ate on the waiting-list 
in South Wales and Monmouthshire of persons suffering from tuber- 
culosis who have been certified as needing insiiiutional treatment. 
Mr. Blenkinsor slates that the reason for the length of the wait is 
lack of staff, which Mr, Sevan is doing all he can to remedy. 
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UNIVERSITY OF EDINBURGH 

At a Graduation Ceremonial on July 20 the following medical degiees 
were conferred: 

M.D, — E, C. Barnes, ’A. E Qaireaux, J. W, Fraser, ’ ‘A D, 
Gillandcrs, D. Gilmour, J. S, Grant, ‘B. Isaacson, 'Mar.orj ,4, 
Keith, C. K. McDonald, W. A. L. MacFadjen, C. Nl.-ekie, ‘A 13. 
Monro, M. Niazi, A, W. Williams, "J. H. Young. 

CM.— 'A. W. Wilkinson. 

PhJJ, — In the Faculty of Medicine; M. M. A. Aal, B.M , 3C , 
Barbara E. Clayton, M.B,, Cb.B., Helen N. Duke. Ch.l . 

J. A. Loraine, M.B., Ch.B., 'H. C. W. Stringer, M.B , C- B. 

M.B., Ch.B. — Mary H. Aiiken, J. A. D. Anderson, O Archer, 
•P. p. Aongle, N. E. A'.vunor-Renner, J. S. Barrett, J. A. Beattie. 
M. H. Beaubrun, B. Bendkotvski, J. S Beikeley, L. H. Berman, 
W. F. Blair, Dorothy S. Bleaklej (nee Macdonald). Halina Bobinska, 

D. H. A. Boyd, J. D. D. Brown, J. H Brown, J B Brown, T. A. 
Brown, 1. A, Cameron, I. H. Cameron, .Margaret .M. Cameron, 
J. H. Campbell, M. A. Campbell, A. J. .M Carlin, .Marion L. Clark 
(nfe Robertson), Matilda J. Qerk, W. P, Cccksbou, N Conley, 
J. Cook, ’W. F. Coulson, Isobel B. Craighe.td, W A. Cranston, 
Janet S. Darling. R. D. McC. Davie, A. R. Dawson, K. S Deas, 
Catriona M. Dempster, Pamela M Dodson, Alice B. Doherty (nec 
Riichie), Eleanor J, Durrano, Frances M. Falconer, Helen L. .A, P. 
Fermie. Mary C. R. Fisher, H. M. Fleu, Mary L. Fraser, J. A. G. 
Graham, P W. Gram, G. H. Hardie, E. R. Harris, Muriel G. 
Hartley, Susan E. Herdman, J. A. Hislop, Sheila S Hume, 
R. S. M. D. inch, T. T. S Ingram, J. J. Ironside. Ailine M U. , 
James, D. A. Johnson, I. .M. Johnstone, L Kaufman. Margaret 
Kennedy, I. H, Kidd, ‘R. Kilpairick. JOE Knox. A Koch. 
J. A. KravviecUi, K. Kmjeviich, Janet M. Lamoni, J. A H. Lee, 
Anne P Lerpiniere, Isabel J. Lim, J. A. Liver, M D W. Lew, 
Elizabeth Y. McDonald, M. S. Macdonalo. Beryl B. MacKcrtce Ince 
Grenfell). W. A. N Mackie. Sheila L. McKintay. I. F. MacLarei. 
'Catherine M. U. Maclean, D. W. MacLean, Edith M McLean, 
J. D. F. McLean, K. F. M. MacLennan. T. J. McNair. D. M. 
MaePhee D. M. MeSwan, F. Makolm, "Annie B Mann, Helen F. 
Martin (nfe Steele). G. H. Matheson, J. H. M. Miller. J. L. .Miller, 
V. G. iMilne. C. J. Mom's-.Mancor, Winifred A. Morton. Helen 
M C. S. Mowai. Catherine R. Munnoch, J. H. Neill, J- E. Newsam, 
H M. S. Noble, B Nolan. S. E. N’.-A. Otoo, J. A. Owen. Rosemary 

E. T. Philp, Hilary R. Pullon, Helen M. Roberts fnee Rehalska), 

a" D Robertson, Elizabeth MacK Ross. Joan M. Russell, Helen H. 
Scott, H. G. Seed. R. L. Simpson, Ktystyna M. Sbwinska (ne'e 
Andrzejowska), Lesley D Smi'h, J. S Stark, T. Stevens, Sheila M. 
Stewart, 1. B, Sutherland, H B. Torrance, Dorothy L Troup, 
Margaret A. Tubbs, G McD. A. Turner. IV. B. Vallance, 1 R- 
Veroer Pearl A. Walter, Edith J. Warner. Phoebe .M. Uhite. 
J. Mc-A. Williams, C M. Wilson. D. 1. T. Wilson. Janet W. 
Worling. Mary E. S. Wylie. G. Young, ’R. Yule. , 

jj Sc. In the Department of Pure Scrence: * A. MacFarlar.e, 

M.B., Cb.B. 
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The following diplomas were awarded: 

D.P.H.— R. S. F. Adam, E. Akwei, ‘K. H. Black, Jean A. Gemmell, 
-D. W. Horn, ‘J. A. Leitch, J. P._Sexton, L. Sheldon, H. L. Watson. 
D.I.H. — W. Bolliger, 'W. H. Graham, A. K. Niyogi. 
D.T.M.&H.— Mary A. Ashton, M. Davey-Hayford, A. H. 
Dunnett, S. C. Ghosh, P. M. Kirkwood, S. A. Mannan, R. Park, 
J. M. U. Philip, S.-W. Wang. 

Diploma in Medical Radiodiagnosis'.— Agnes M. Macgregor, 
J. Mackenzie, C. D. Preston, D. F. Ross. 

Diploma in Medical Radiotherapy. — ^J. D. Crowley, J. Milligan. 

_ The following scholarships, bursaries, prizes, etc., were awarded’ 
in the Faculty of Medicine. Cameron Prize in Practical Therapeutics, 
D. Bovet (Rome). Ettles Scholarship and Leslie Medal, P. G. Aungle 
and R. Kilpatrick (equal). Scottish Association Jor Medical Educa- 
tion of W omen ' Prize, Buchanan Scholarship in Obstetrics and 
Gynaecology, Mouat Scholarship in the Practice of Physic, Dorothy 
Giifillan Memorial Prize, Catherine M. U. Maclean. James Scott 
Scholarship in Obstetrics and Gynaecology, Annie B. Mann. Murchi- 
son Memorial Scholarship in Clinical Medicine, C. W. M. Wilson. 
Whaitt Research Scholarship, W. Tomaszewski. Gunning Victoria 
Jubilee Prize in Physiology, I. F. Sommerville. Gunning Victoria 
Jubilee Prize in Pathology, G. M. Wilson. Beaney Prize in Anatomy 
and Surgery, R. Kilpatrick (proxime accessit, Margaret Kennedy). 
Keith Memorial Prize in Systematic Surgery and La^vson Gifford 
Prize in Obstetrics and Gynaecology, R. Kilpatrick. Singapore 
Medal, A. H. Banton. Annandale Medal in Clinical Surgery, 
Margaret Kennedy. Murdoch Brown Medal in Clinical Medicine, 
G. Young. Eilis Prize in Physiology, W. E. Balfour. IVightman 
Prize in Clinical Medicine, C. W. M. Wilson. Pattison Prize in 
Clinical Surgery, J. R. Brown. Stirton Bursary, D. N. S. Kerr. 
Colonel Thomas Biggam Memorial Medal and Prize in Pathology, 
B. C. Paton. Lewis Cameron Undergraduate Prize in Bacteriology, 
D. N. S. Kerr and D. McIntyre (equal). Maclagan Prize in Forensic 
Medicine, M. R. King. Wellcome Medal and Prize in the History of 
Medicine, S. Polsky. Cunningham Memorial Medal and Prize in 
Anatomy, W.' D. Smith. Senior John Aitken Carlyle Bursary in 
Anatomy and Physiology, J. H. Tait. Whiteside Bruce Bursary, L. 
Gilbert. Ian Oswald Prizes in Anatomy, W. Harrison and J. K. 
Morrison. Robert Wilson Memorial Prize in Chemistry and Vans ■ 
Dunlop Prize in Physics and Chemistry, P. H. Jaques. Vans Dunlop 
Prize in Botany and Zoology, W. C. Constable. MacGillivray Prize 
in Zoology, W. C. Constable (proxime accessit, Margaret C. 
Holdemess). 

'Awarded medal for thesis. -Highly commended for thesis. 
’Commended for thesis. *In absentia. ‘With honours. ‘With 
second-class honours in pathology. 

UNIVERSITY OF DURHAM 

Alfred Alexander Harper, M.D., has been appointed to the Chair 
of Physiology tenable at King’s College, Newcastle-upon-Tyne. 

UNIVERSITY OF LONDON 

The following candidates have been approved at the examinations 
indicated : 

Academic Postgraduate Diploma in Medical Radiology. — K. I. 
Black, J. M. Burbury, D. McC. Gregg, S. J. Hinds, B. M. Jacobson, 
T. M. Prossor, R. Singh, Z. L. Szur. 

M.S . — Branch I (Surgery): C. J. Longland, P. P. Rickham. .Branch 
IV (Otology, Rhinology, and Laryngology); L. F. W. Salmon. 

Claud Foster Barwell, M.B., B.Chir., has been appointed to the 
University Readership in Bacteriology tenable at the London Hospital 
Medical College, from October 1. 

John Joseph Pritchard, B.M., B.Ch., has been appointed to the 
University Readership in Anatomy tenable at St. Mary’s Hospital 
Medical School, from October 1. 

Harold Charles Stewart, M.D., Ph.D., has been appointed to the 
University Readership in Pharmacology tenable at St. Mary’s Hospital 
Medical School, from October 1. 

UNIVERSITY OF MANCHESTER 

Robert Francis Leslie Logan, M.D., M.R.C.P., C.P.H., has been 
appointed Part-time Lecturer in Occupational Health. 

« 

UNIVERSITY OF BIRMINGHAM 

In Congregation on July 2 the honorary degree of D.Sc. was con- 
ferred on Sir Howard Florey, Ph.D., M.D., F.R.S., Professor of 
Pathology in the University of Oxford, and on Francis Peyton Rous, 
M.D., Pathologist, Rockefeller Institute for Medical Research, and a 
Foreign Corresponding Member of the British Medical Association. 


The following medical degrees were conferred in Congregation on 
July 2: 

M.D. — 'J. J. Elkes, ' ‘Margaret D. Thompson, W. D. Carruthers. 
Ch.M. (ex officio). — E. B. C. Hughes. 

M.B., Ch.B. — ‘F. B. Buckley, ‘Sheila G. S. Burnie, =V. W. M. 
Drury, ‘Margaret T. England, ‘J. A. Ireland, ‘Lillian F. Jones, 
‘Ann L. Reynolds, ‘Sylvia M. Saddington, June M. Astill, C. G. 
Beriy.'Jean E. BuUer, B. W. M. Bushell, R. M. Butler, Winifred N. 
Chamberlin, E. W. Clarke, J. A. G. Clarke, R. F. Crampton, M. P. 
Creedy-Smith, J. R. Cross, D. H. Davies, W. R. Davies, R. F. 
Dingley, Margaret G. Douglas, F. J. Ensell, Thelma P. Higginson, 
P. D. Hooper, 1. Hyde, Marjorie E. Johnston, J. E. Keen, Jean 
M. Kennedy, N. G. Kirby, Ruth L. Lawson, Bridie O. Lyons, 

D. F. J. Malins, M. R. Mellor, B. R. Middleton, Jill Prichards, 1. 
Robinson, R. G. Robinson, D. S. Rowe, Brenda W. Stevens, P. J. 
Stevens, K. Wade, L. E. Wall, D. E. Wallis, 1. M. Webster, Jean 1. 
Whittle, V. Zuck, ‘B. B. Jakeman, ‘Elsie M. Wormington. 

Dr. A. B. L. Beznak has been appointed Lecturer in Physiology 
and Dr. C. N. Hand Lecturer in Bacteriology, both from October 1. 
Dr. J. H. Hirshman resigned his appointment as Research Fellow in 
Social Medicine on June 30. 

'With honours. ‘With second-class honours. ‘7n absentia. 

ROYAL COLLEGE OF PHYSICIANS OF LONDON 
At an ordinary quarterly comitia of the College held on July 28, 
with the President, Lord Moran, in the chair, the following Fellows 
were elected officers for the ensuing year: Censors, J. Crighton 
Bramwell, R. V. Christie, J. F. Smith, A. H. Douthwaite; Treasurer, 
W. G. Barnard; Registrar, H. E. A. Boldero; Assistant Registrar, 
W. D. W. Brooks. 

Sir Leonard Parsons was appointed Harveian Orator and Dr. 

E. R. Cullinan Bradshaw Lecturer, both for 1950. The following 

Lecturers were also appointed: Lumleian (1950), Dr. B. T. Parsons- 
Smith; Goulstonian (1950), Dr. Howard Nicholson; FitzPatrick 
(1950), Dr. William Brockbank; Croonian (1951), Dr. T. F. Fox; 
Oliver-Sharpey (1950), Dr. E. E. Pochin; Lloyd Roberts (1950), Lady 
Violet Bonham Carter; Humphry Davy Rolleston (1950), Dr. J. H. 
Dible; Bertram Louis Abrahams (1950), Dr. E. C. Dodds. The Baly 
Medal was awarded to Sir Edward Mellanby, F.R.S., for his services 
to physiology and his work on nutrition, with particular reference 
to the accessory food factors. i 

Lord Moran was elected the College representative on the General 
Medical Council and on the Governing Body of the British Post- 
graduate Medical Federation. The reappointment of Dr. J. A. 
Nixon as representative on the Court of the Um'versity of Bristol was 
confirmed, as was the appointment of Sir Arthur MacNalty a’s repre- 
sentative on the Royal Medical Benevolent Fund. Dr. W. W. D. 
Thomson was appointed representative of the College at the centenao' 
celebrations of the foundation of the University of Belfast, at Queen’s 
College, Belfast. 

The following having satisfied the Censors’ Board were elected 
Members of the College: D. E. Aikenhead; M.D., C. D. Alergant, 
M.D., S. Balasingam, M.D., J. Baragan, M.B., E. M. M. Besterman, 
M.B., J. E. Blundell, M.B., R. E. Bowers, M.D., J. F. Britto, M.D., 

D. E. St. J. Burrowes, M.B., L. J. Bussell, D.M., J. A. Chamberlin, 
M.B., Patricia Chippindale, M.B., E. S. Clarke, M.D., H. R. 
Colquitt, M.B., Loma Cooke, M.B., Christine E. Cooper, M.B., 
J. E. Cotes, B.M., C. J. Don, M.B., A. S. Douglas, M.B., C. E. P. 
Downes, L.R.C.P., J. R. Edge, M.D,, R. H. Ellis, M.B., J. D. 
Everall, L.R.C.P., P. R Fleming; M.B., R. V. Gibson, M.B., J. E. 
MacA. Glancy, M.D., J. M. Gooch, M.B., D. A. Gordon, M.B., 
R. G. Gomall, M.D., R. F. Griffith-Evans, M.B., L. N. Grunbaum, 
M.B., S. Grzybowski, M.D., R. O. F. Hardwick, M.B., D. S. Harling, 
M.B., W. C. Harris, M.B., W. Hausmann, M.D., J. C. Hogarth, 
M.D., M. Horwitz, M.D., Betty E. Howarth, M.B., June L. Howqua, 
M.D., E. C. Hutchinson, M.B., M. A. Jackson, M.B., J. A. James, 
M.B., O. Janus, M.B., S. E. M. Jarvis, M.B., A. M. Joekes, B.M., 

E. R. Jones, M.B., A. J. Karlish, M.D., R. C. King. M.B., A. 
Knudson, M.B., J. B. Lyon, M.B., R. F. Mahler, M.B., R. H. 
Meara, M.B., K. B. M. O. Megat, L.M.S., Margaret Middleton, 
M.B., E. W. Nation, M.B., K. A. Newton, M.B., J. A. Nighting.ale, 
M.B., G. O’Gorman, L.R.C.P., C. ,V; Patel, M.B., H. K. Pawsey, 
M.B., A. V. Price, M.B., S. G. Rainsford, M.D., Surgeon Captain, 
R.N.,’ J. T. Rcndle-Short, M.B., R. F. Robertson, M.B., K. C. 
Robinson, M.B., R. Sahu, M.B., F. D. Schofield, M.B., A. B. Sclare, 
M.B., G. A. Scott, M.D., W. A. McD. Scott, M.B., Major, 
R.A.M.C., F. W. Smith, M.B., I. O. Stable, M.D., A. G. Stephenson, 
M.B., H. C. Stewart, M.D., H. T. Swan, M.B., B. E. R. Symonds, 
.M.B., Cecily M. Tinker, M.B., D. Tomlinson, M.B., D. A. H. 
Trythall, M.B., A. S. Turner, M.B., D. A. J. Tyrrell, M.B., N. R. 
Venkatswami, M.B., G. R. Venning, B.M., R. G. Vine, M.D., 
D. G. Vulliaray, M.B., M. H. West, M.D., D. Whitfield, M.B., 
D. H, M. Woollam, L.R.C.P., Esme M. Wren, M.B., E. A. Wright, 
M.B., R. J. Young, M.B., FUght Lieutenant, R.A.F. 
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Licences to practise were conferred upon 117 candidates (including 
2S women) who have passed the final examination in Medicine, 
Surgery, and Midscifery of the Conjoint Board and have complied 
with the necessary by-laws: C. A. McC, Aitkcn, G. W. Bainbridge,- 
J. F. R. Bail, Q. A. Bari, Eleanor H. Barrington, A, T. Barwood. 
L. Bernstein, J. A. Blundell, I. I. Bomstcin, Christine A. Bralt, 
J. E. Breese, Patricia L. Broadhead, D, E, Brown, H. J. Bums, 
R. A. Chesterfield. R. E. Citrine, E. G. Clarkson, K. R. J. Coates, 
B. Crawshaw, P. J. Crosland-Taylor, J. R. Cross, Patricia A. Crowther, 
Thelma W. Dafforn, Brenda L. D’Arcy, D. M. Davies, I. B, Davies, 
Loma C. Daries, J, G. Elliott, G. Ellis, Valerie M. Ellis, K. A. 
Etherington, M. N. Fergusson, Barbara M. Fessey, O. O. F. Ffooks, 

G. Fleet, E. A. Foreman, W'. G. C. Forrester, Ys-elte A. P. Franklin, 
R. Gathercole, Patricia M. Gilbert, H. S. Glatt, Helen Gordon, 

H. Gough-Thomas. S. S. Grove, A. O, Hanger, R. E. Hancock, 
Josephine Harper, W. H. Harper, P. H. R. Hawkes, K. M. Herd, 
Patricia Hcrdman, J. J. B. Hobbs, T. H. Hughes, Sheila M. H. Hugh- 
Musgrove. Margaret M. Ives, H. Jackson, C. H. James, W. B. 
Jennett, C. H. Jones, P. Kelly, I. Kent, D. S. Kerr, Ann Kiln, 
W. B. Knapman, N. B. Kreitman, K. Kucaynski, J. W. Latham, 
Mary I. Legg, J. C. Linn, H. K. N. Lister, Marcia McArthur, J. 
Mander, W, K. Marshall, Pamela G. L. W, Mason, S. N. Matbur, 
D. G. May, J. S. Mehta, Margaret L. Meikle, B. R. Middleton, 
J. B. Millard, D. D. Miller, K. E. Mortimer, G. M. Muller, Q. F. 
Neethling, N. H. Newman, R. L. Nemnan, G. J. Nicholas, D. H. 
Nixseaman, P. L. Norman, C. P. B. Parry, P. T. Perkins, C. D. 
Peters, S. T. H. H. Pilbeara, K. N. J. Pocock, C. O. M. Friday. 
Suzanne L. Quittner, Joselen Ransome, J. A. Rassell, Regina Reif, 
W. M. Savety. H. Schlossmann, P. B, Schofield, E. M. Sklar, June M. 
Smith, Susan Simpson, B. Singh, J. G. Sowerbutts, G. D. Stones, 
Medora Siorfcey, J. C. Sumption, F. Tavill, J, M. Thomas, P. W. 
Thompson, \V, L. Timmins, I. M. Webster, Jean I. Whittle, W'. B. M. 
Young. 

Diplomas in Tropical Medicine and Hygiene, in Public Health, 
and in Phj-sical Medicine were granted, jointly with the Royal 
College of Surgeons of England, to the following successful 
candidates: 

DiPiotrt ly Tkopjcvl Medicine and Hygiene. — Y. G. Abdelal, 
J. P. Satterwhite. A. F. H. Stewart, S. W. W. Terry. 

DiPtostt IN Public Health. — A. Bashir, B. A. BhatU, Mary 
Brooks, T. H. Elias, J. E. Francis, Joan K. Griggs, W. E. Hadden, 
D. G. Levis, G. K. Lim, J. H. F. Norbuo", Alexandrina M. M. 
Parker. 

i DiPLOMt IN Physical Medicine. — M. Fletcher. 

Diplomas in Anaesthetics and in hfedical Radiotherapy were 
granted, jointly with the Royal College of Surgeons of England, 
to the successful candidates whose names were printed in the report 
of the meeting of the Royal College of Surgeons of England in the 
Journal of June 25 (p. 114S), 

Diplomas in Medical Radio-Diagnosis were granted, jointly with 
the Royal College of Surgeons of England, to D. Chisholm and 
J. J. Wallis and to the other successful candidates whose names were 
printed in the report of the meeting of the Rojal College of Surgeons 
of England in the Journal of June 25 (p. 1145), 

Diplomas in Laryngology and Otology and in Psychological 
Medicine were granted, jointly with the Royal College of Surgeons of 
fegland, to the successful candidates whose names were printed 
in the report of the meeting of the Royal College of Surgeons of 
England in the Journal ol July 30 (p. 292). 

ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 
At a meeting of the College held on July 19, with the President, Dr. 
W. D. D. Small, in the chair, the following were elected to the 
Fellowship; D. E. Sands, A. W. S. Thompson, C. F. J. Cropper. 

Diplomas of Membership were conferred on the following; R- G. 
Lenrirum. J. I. Lipschitz, R. W. D. Turner, R. M. M- Hunter, 

A. C. S. Iyer. A. P. Littlewood, W. Gordon, Muriel M. D’Souza, 

B. E. Cohen, J. H. Tavlor, J. O. Craig, J. W. Farquhar, K. Rhaney, 
G. Mundel. D. Cappon, T. C. Noble, F. W. A. Turnbull, J. S. 
Calder, R. T. Ritchie, R. S. Walker, A. B. Sclarc, J. D. Matthews. 


royal COLLEGE OF SURGEONS OF EDINBURGH 
At a reception held on July 25 the Honorary Fellowship of the 
College was conferred on Mr. Victor Ewing Negus. M.S., F.R.C.S.. 
President of the Fourth International Congress of Otolarymgolos' 
held in London last month, and, in absentia, on Dr. Chevalier 
Jackson, Professor of Bronchology in Temple University, Phila- 
delphia, U.SA. The first Honorao' Fellowship in Dental Surgery 
of the College was conferred on Mr. William Guy, LL.D., 
FJI.C.S.Ed., H.D.D., former Principal of the Edinburgh Dental 
Hospital and School. Honorary Fellowships in Dental Surgery were 
also conferred on Professor Kent Thoma, Professor of Aural Surgery 
in Hars’ard University, and on Professor Robert Vivian Bradlaw, 
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L.R.C.R, F.D.S., Dean of the Facultj* of Dental Surger\, 
Royal College of Surgeons of England. ' 

The Honorary' Fellowship in Dental Surgery* of the Roval College 
of Surgeons of England was also conferred on Mr. Ga>*/ Professor 
Bradlaw, who presented it, said that it was fifty vears a^o ih-i 
Mr. Guy had succeeded Bowman McLeod as Dean of the Edfnburgh 
Dental Hospital and School, and to his endeavour might be ascribed 
the deservedly high reputation of that great school. To his vision 
they owed the Dentists Act of 1921, the charter of their profession • 
from his researches came advances in dental anaesthesia; and his 
skill and wrde experience laid the foundations of their modem con- 
cept of maxillo-facial surgery. A fine scholar, a skilful surgeon, an 
outstanding teacher, and an able administrator, he brought distinction 
to the Roll of Fellqws in Dental Surgery of the Roval College of 
Surgeons ol England. If Carlyle was right when 'he said that 
statesmanship was to provide for posterity, William Guy was indeed 
a siatesiuan. 

At a meeting of the College held on July 27, with Mr 
Frank E. Jardine, President, in the chair, the following candi- 
dates, having passed the requisite e.xaminations, were admitted 
Fellovvs: C. E. L. Alien, F. Baar, A. J. Biesman-Simons, 
C. S. Campbell, B. C. Daslur, Patricia R. Davey, K, Drummond, 
J. M. E. Jevyers, D. H. King, G. L. McEwan, I. W. MaePhee, J. J. 
MaePherson, R. M. Nadkami, M. A. Radwan, T. K. Raja, T. J. 
Reid, M. H. Saadi, N. T. Sampanthan, H. Sayeed, R. N. Sinha, 
G. Smith, H. J. M. Stratton, P. A. Thorpe, H. S. Trafford, H. v’. 
IVingfield. 


ROYAL COLLEGE OF OBSTETRICIANS ANTI 
GYNAECOLOGISTS 

At a meeting of the Council of the College held in the CoUegs House 
on July 23, with the President, Sir Wilham GilEatt, in the chair. 
Professor Hilda Nora Lloyd was elected President and will assume 
office in October. Mr. John Eric Stacey and Dr. V. B. Green- 
Armytage were elected Vice-presidents, 

The following officers V'ere re-elected: JJanorary Treasurer. Mr. 
Arthur A. Gemmell: Honorary Secretary, Mr. Humphrey G. E. 
Arthure ; Honorary Librarian, Mr. Frederick W, Roques ; Honorary 
Curator of the Museum, Mr. Aleck W, Bourne. 

The following candidates were elected to the Membership of the 
College: A. B. Backus, Jessie E. C. Baird, T. E, C. Bams, ,A, 
Bhagat, D. H. Blakey, V. Y. Bockner, S. C. Bose, M. B, Bruce. 
R. C. Cummin, Mona M. Davin-Power, R. G. Deniuss, H. 
Doberman, T. Dougray, L. W. D. Drabble, C. T. F. Ealand. G. K. 
Emsley, G. M. Evans, J. J. Foley, P, S. CJardner, G. W. Garland, 
H. K. B. Geiser, Elizabeth Gilbertson, Marie P. S. Grant, G. T. 
Hammond, J. C. Harvey, J. Henderson, J, A. Henderson, D. W. 
Hendry, R, W. Hutchinson, E. W. Ilanganlileke, E. P. Jones, F. G. E. 
King, J. Nl. King, E. W. Kirk, Joan E. M. Lambert, D. Latto, J. G. 
Lawson, F. H. Leckie, E. M. Leyland, J. W. F. Lumsden, J. M. 
McCracken, I. MacGillivTay, H. N. Mansfield, W. G. Millar, R.. 
Moolan-Feroze, LI. O. Morgan. M, R. Neely. F. C- R. Picton, J. G- 
Reynolds, N. A. Richards, S. Riterband, T. W. Roddie, J. H. Rout- 
ledge, C. A. Samad, E. M. Sandler, Oh've C. Sandys, J. W. F. 
Scrimeeour, S. Sen, J. C, Shelton, Norah P. Sherlock, A. Sinnatamby, 
J. A.'McC. Smith, Doreen M. J. Stracey. A. B. Swarbrect, J. L. 
Taylor, S. D. Tewary, J. Watson, G. F. J. WCUiams, 


The Services 


Surgeon Rear-Admiral F. G. Hunt. C.B.E., R-N., has been 
appointed Honorary Physician to the King in succession to Surgeon 
Rear-Admiral J. A. Maxwell, C.V,0., C.B.E., KH.S., R-N., who 

has been placed on the Retired List. v-vrr, 

Surgeon Lieutenant-Commander J. A. Shepherd, R-N.v .R., has 
been awarded the R.N.V.R. Decoration. 

Cap'-ain (now Major) R. M. Vanreenan, RA-M.C., has been 
awarded the Effidency Medal fTerritorial), 

The Effidenev Decoration has been conferred upon Majors H. 
Dickie. C. H. j'ohnson, and J. L. Warner, RAAl.C., TA. 


DEATHS IN THE SERTTCES 

Colonel JosETH Dclryssple died on July 17 at the age of SO. He 
qualified at Edinburgh in 1S99, having already served with the 
Bechuanatand Field Force in the Langeberg Rebellion in 1S97. In 
1900-t he served in the South African Ti'ar, gaining the Qu«n's 
Medal with five bars, and he sen-ed throughout the war of 1914~1S, 
bein'' roenu'oned three times in dispatches. He received the O.B.E. 
in 1918, and was made a C.M.G. the following year. He had 
published work on the resiorauon of the sick and wounded to the 
forward areas and on the treatment of mala.-ia-infectcd troops. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summaiy of Infectious Diseases and-Vital Statistics 
in the British Isles during the week ending July 16. (No. 28 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last ycar» forr (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Births and Deaths^ and of Deaths recorded under each infectious disease, 
ore for : (a) The 126 great towns in England and Wales (including London), 
fb) London (administrative county), (c) The 16 principal towns in Scotland. 
<d) The 13 principal towns in Eire. (e)The 10 principal towns in Northern Ireland. 

A dash — denotes no cases ; a blank space denotes disease not notifiable or no 
return available. 


Disease 

1949 I 

948 (Corresponding Week) 

(a) 

(b) 

(c) 

(d) 

(e) 

(a) 

(b) 

(c) 

(d) 

(c) 

Cerebrospinal fever 

17 

t 

12 





•23 

3 

13 


2 

Deaths 


— 

— 




— 

— 



Diphtheria 

104 

22 

16 

2 

7 

183 

18 

40 

14 

I 

Deaths 

1 

1 

— 

— 

— 

4 

2 

* 

— 

— 

Dysentery 

68 

8 

33 

2 

2 

67 

24 

23 



— 

Deaths 




— 



y 


— 

— 

Encephalitis lethargica, 
acute^ 

Deaths 

2 





1 






— 




— 




Erysipelas 



17 

4 

3 



21 

9 

— 

Deaths 


— 





— 




Infective enteritis or 











diarrhoea .under 2 
• years 




»71 





24 


Deaths 

/ 

22 

2 

8 

1 

1 

27 

— 

5 

I 


Measles* 

3,376 

490 

149 

204 

102 

9.439 

602 

70 

91 

78 

Deathst 




1 

— 



— 

— 


Ophthalmia neonatorum 

34 



12 

— 



33 

2 

8 

1 

— 

Deaths 











Paratyphoid fever 

30 

— 

1(A) 

2(B) 

— 

I 

12 

1 

— 

— 

— 

Deaths 

1 

— 

— 

— 

— 

— 


— 

— 

Pneumonia, influenzal . . 

330 

24 

2 

I 

I 

'377 

19 

— 

2 

4 

Deaths (from influ- 











enzalt 

6 

— 

— 

— 

— 

* 

— 

I 


Pneumonia, primary . . 



123 

27 


' 122 

17 

128 

32 


Deaths 

126 

9 


' 2 

4 


10 

6 

Potio-encephalilis, acute 

5 

1 




2 

— 




Deaths 











Poliomyelitis, acute 

112 

12 

3 

I 

2 

36 

3 

3 

I 

— 

Deaths! 

9 

1 




3 

* 




Puerperal fever . . 



6 


— 





— 

Deaths 











Puerperal pyrcxiall 

105 

11 

3 

— 

1 

96 

4 

9 

3 

— 

Deaths 


— 









Relapsing fever 

— 





— 



y 


_ . 

Deaths 











Scarlet fever 

1,043 

66 

103 

74 

32 

1,703 

114 

256 

40 

34 

Deathst 



— 

— 

— 




— 


Smallpox 


_ 







— 

— 


— 

— 

Deaths 




— 







— 

Typhoid fever . . 

6 

. 

I 

4 



4 

— 

— 

3 

— 

Deaths 

— 

— 

— 

— 

— 

2 



"T 


— 

Typhus fever 

_ 


. 









— 

— 

Deaths 




— 

— 






— 

Whoopinc-couch* 

2,184 

84 

33 

100 

76 

3,416 

238 

18 

117 

10 

Deaths 

9 

— 

3 

— 

— 

8 

1 

I 

— 

* 

ueatns (O-I year) 

27; 

43 


17 

9 

276 

33 

35 

7 

JO 

Infant mortality rate 











(per 1 ,000 live births) 




/ 







Deaths (excluding still- 










104 

births) 

Annual death rate (per 

4,22? 

678 

496 

146 

91 

4,090 

630 

307 

140 


1,000 persons living) 



9!1 

90 




10-2 

S-S 


Live births 

7,605 

1223 

see 

411 

209 

8,363 

1340 

913 

331 

233 

Annual rate per 1,000 








persons living 



M‘A 

25-5 




18*5 

22* § 0 


Stillbirths 

18; 

2C 

19 



197 

28 

29 



Rate per 1,000 total 








birtlis (including 

stillborn) . . 



2 





31 




• **«•** aic Jivii liviiiiauic in ocuLiUiiu, uiiu iiic iciuiiia 

arc tncreforc an approximation only. 

j DcMhs from measles and scarlet fever for England- and Wales, London 
(administrative county), will no longer be published. 

♦ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. i 

§ of deaths fVom poliomyelitis and polio-encephalitis for England 

^ MT t j*’ (administrative county), are combined. 

li Includes puerperal fe\T:r for England and Wales, Eire, and Northern Ireland. 


EPIDEMIOLOGICAL NOTES 
Poliomyelitis 

The rise in the notifications of poliomyelitis (39) was due to 
increases in four counties ; these counties accounted for 56 of 
the 112 cases. The largest returns during the week were York- 
shire West Riding 19 (Sheffield C.B. 4, Batley M.B. 4, Wortley 
R.D. 3); Southampton 14 (New Forest R.D. 12) ; London 12 
(Camberwell 3, Lewisham 3) ; Middlesex 1 1 (Finchley M.B. 5, 
Hornsey M.B. 3) ; Devonshire 8 (Okehampton R.D. 4) ; Lanca- 
shire 6 : Gloucestershire 5 (Bristol C.B. 4). 


POLIOMYELITIS 

WEEKLY NOTIFICATIONS IN ENGLAND AND WALES 



The number of notifications in the week ended July 23 was 
poliomyelitis 96 (112), polio-encephalitis 3 (5). (Figures for 
the previous week are shown in parentheses.) This is the second 
time' since the seasonal rise definitely began in the week ended 
June 11 that the weekly notifications have been fewer than 
those of the previous week. In 1947 the rise was rernarkably 
steady once it had set in, and the figure for the week ended 
July 19, corresponding to the present week, -was 193. It is 
possible that this may portend a flattening of the curve of 
incidence. 

Multiple cases (poliomyelitis and polio-encephalitis together) 
were reported from the following counties: London 7 (13), 
Berkshire 3 (2), Cumberland 2 (2), Devon 7 (9), Essex 4 (3), 
Gloucester 2 (6), Lancashire 8 (7), Leicestershire 6 (2), Middle- 
sex 11 (11), Northumberland 2 (0), Southampton 8 (14), Suffolk 
East 2 (0), Suffolk West 3 (1), Surrey 3 (4), Sussex East 2 (2), 
Yorks West Riding 17 (19). 

Film for General Public 

In addition to the film for doctors, “Polio : Diagnosis 
and Management,” mentioned in this column last week, a 
short film for the general public entitled “Johnny Green in his 
Fighting Chance ” has been made and will be shown in ordinary 
cinemas from Aug. 8. Copies will be available in the Central 
Film Library, Imperial Institute, South Kensington, from about 
Sept. 1. 

Discussion of Table 

In England and Wales decreases were reported in the number 
of notifications of measles 195 and cerebrospinal fever 22, 
while increases were recorded for scarlet fever 97, acute polio- 
myelitis 39, and paratyphoid fever 18. There were '278 fewer 
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D I S P ® 

Stable , tablets which dissolve in water 

N 

to form a neutral solution of aspirin 
which is pleasant to take 

EVEN IN SMALL DOSES ordinary aspirin, which is 
acid and almost insoluble, may act as an irritant to the 
gastric mucosa, producing inflammatory changes visible 
on gastroscopy. In large or prolonged doses it also tends 
to deplete the systemic alkali reserve. 

Calcium aspirin has advantages over ordinary aspirin 
in these respects. But its presentation in the form of a 
tablet which, under ordinary conditions of storage, would 
remain stable and readily soluble, has hitherto met with 
difficulties. In Disprin tablets these difficulties have been 
overcome. Disprin tablets are stable, but they readily 
dissolve in water to form a substantially neutral, palatable 
solution. 

Clinical trials, conducted in leading hospitals, have 
shown a remarkable freedom 


Disprin is used. 


Bottle of 26 tablets, price 2/- including Purchase Tax. 

On prescription Disprin is free of Purchase Tax. stable. palatable. neutral. 

Clinical sample and literature supplied on application. soluble calcium aspirin 

RECKITI AXD COLHA.X ltd,, hull a. so foSDON. [PHAPUACECTICAL DEPT., HCLt) 
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/SOP/^OPYL ADRENAL/NE 


THE NEW ‘ORAL’ ADRENALINE 

A potent bronchodilator : well 
tolerated : prompt in action : 
adrenaline Injections unnecessary: 
superior to ephedrine. Issued in 
the form of tablets for sublingual 
use and a spray solution for oral 
inhalation. 

Literature and samples on request 


A Product of the 
‘SAVORY & MOORE’ 


SAVORY a MOORE LTD. 

I WELBECK STREET, LONDON W.l 

Tcfephcne : WELbeck 5555 Te/egrom^ : Instruments, Wesdo» London 
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APPOINTMENT 
WITH FEAR 

The Treatment oj Paii^ul Menstruation 

Parenteral administration of ‘ Progynon ’ B 
Oleosum (cestradiol monobenzoate) probably 
provides the most effective fundamental method 
of treatment in the majority of cases of dysme- 
norrhoea of hormonal origin, the letiology of 
which is not apparent. In such cases which, 
however, do not respond to this therapy, the 
oral administration of the progestogen ‘Oraluton’ 
(ethisterone) or the androgen ‘Oraviron’ 
(methyl testosterone) frequently proves effective 
and is worthy of trial. 

Apart from hormonal therapy, immediate 
symptomatic relief can always be ensured in all 
types of dysmenorrhoea by the oral adminis- 
tration of tablets of ‘ Veramon ’ (barbitone- . 
amidopyrine compound). 


Average dosage for dysmenorrheea : 

‘Progynon’ B Oleosum : Three injections of 10,000 i.b.u. during 
the first half of the intermenstruum. 

‘ Oraluton ’ & ‘ Oraviron ’ Two to three tablets of 5mg. daily 
during the week preceding menstruation. 

‘\cramon’ : Four or five tablets daily during the painful period. 
Full details of treatment will gladly be provided on request. 
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notifications of food-poisoning than in the preceding week. 
A verj' small rise in the incidence of scarlet fever was recorded 
in everj’ region of the country, but no change of any size 
occurred in the local trends. The largest decreases in the 
notifications of measles were Kent 170, Middlesex 46, York- 
shire West Riding 42, and the largest increases were Lancashire 
37, Glamorganshire 31. The only variations of note in the local 
trends of diphtheria were a decrease of 5 notifications in London 
and an increase of 6 in Lancashire. The largest fluctuations in 
the returns of whooping-cough were a decrease of 38 in Essex 
and an increase of 31 in Lancashire. 

The rise in paratyphoid fever occurred in Lancashire, where 
(he chief centres of infection were Liverpool C.B. 29 and Crosby 
M.B. 6. Dv-sentery decreased throughout the country except in 
Wamickshire, where in Warwick R.D. the notifications rose 
from 2 to 34. The largest outbreaks of food-poisoning notified 
were the City of London 31 and Essex, Chingford M.B. 30. 

In Scotland decreases were recorded in the number of notifica- 
tions of scarlet fever 25, diphtheria 10, and a rise of 27 was 
reported for measles. The chief centres of dysentery were the 
cities of Glasgow 15 and Edinburgh 8. The decline in scarlet 
fever was confined to the western area, and a slight rise occurred 
in the south-eastern area. 

In Eire a decrease occurred in the number of notifications of 
measles 24, while increases were recorded for whooping-cough 
27, scarlet fever 21, and diarrhoea and enteritis 16. The experi- 
ence of Dublin C.B. was mainly responsible for the rise in 
scarlet fever and diarrhoea and enteritis. The increase in 
whooping-cough was due to an outbreak at Dublin, Balrothery 
R.D., involving 30 persons. 

In Northern Ireland decreases occurred in the number of 
notifications of measles 15 and whooping-cough 12, due mainly 
to the experience of Belfast C.B. 

Week Ending July 23 

T^e notifications of infectious diseases in England and Wales 
during the week included ; scarlet fever 1.157. whooping-cough 
2,004, diphtheria 76. measles 5,052, acute pneumonia 329. 
cerebrospinal fever 28. acute poliomyelitis 96, dysentery 90, 
paratyphoid fever 54. typhoid fever 8. 


Medical News 


Malta University Rector’s Visit 
Dr. J. A. Manche, Rector of the University of Malta, began 
a three-weeks visit to Britain under the auspices of the British 
Council on July 25. He is visiting laboratories, medical schools, 
and teaching hospitals to see teaching methods. Dr. Manche 
was appointed senior medical officer in the Malta Medical and 
Health Department in 1937. While holding this post he was 
appointed professor of physics in 1943, in which subjecl he 
' has always been deeply interested. He became Rector of the 
University last year. 

Gift for Nuffield Orthopaedic Centre 
Lord Nuffield has given £50,000 to the Nuffield Orthopaedic 
Centre at Oxford. The centre offers special facilities and train- 
ing for orthopaedic specialists from all over the world and 
students from the Commonwealth. 

Great Ormond Street War Memorial 
A bronze memorial tablet has been erected to the memory 
of members of the staff of the Hospital for Sick Children, Great 
Ormond Street, who gave their lives during two world wars. 
The memorial was unveiled on July 27 by Sir Lancelot 
Barrington-Ward, consulting surgeon to the hospital and 
former chairman of the medical committee. Sir Lancelot, who 
was invited to perform the ceremony by the chairman of the 
hospital, Mr. T. H, Bischoff, said that the tablet commemorated 
16 men and women, all of whom were on active service in one 
or other of the wars. They had served the hospital in various 
capacities — as physicians, surgeons, nurses, electricians, and 
porters. All of them were members of its fellowship and all 


had rendered devoted service. The tablet was set by the main 
doorway of the hospital, where it would remind those passing 
through of .the min and women who had made the great sacri- 
fice for the nation and its children. After the unveiling, the 
simple ceremony was concluded by prayers of dedication and 
thanksgiving said by the hospital chaplain, the Rev. R. Mercer 
Wilson. 

Ligne Europeenne centre le Rhumatisme 

At a general meeting of the Ligue held in Paris on May 14, 
with Professor M.-P. Weil in the chair. Dr. W. S. C. Copeman 
(Great Britain) was elected president for the next tv.o yeats. 
The next congress will be held in Barcelona in 1951. 

Directory of Collections of Micro-organisms 

One of the recommendations of the British Commonwealth 
Scientific Official Conference, 1946, was that a directory of the 
important culture collections of the Commonwealth should be 
prepared. Duplicated copies of the “ Directory of Collections 
of Micro-organisms maintained in the United Kingdom and 
Crown Colonies ” and of the “ Catalogues of Arthropods, Hel- 
minths, Molluscs, and Protozoa of Interest to Medical and 
Veterinary Workers" are now available free on request, the 
former from the Secretary, United Kingdom National Com- 
mittee of the British Commonwealth Collections of Micro- 
organisms, 38, Old Queen Street. Westminster, London, S.W.l, 
and the latter from the Director, Laboratory Animals Bureau, 
Royal Veterinary College, Royal College Street, London, N.W.I. 

Lord Webb-Johnson Lcctnre 

The Council of the Royal College of Surgeons decided at 
a meeting on July 28, on the recommendation of the Faculty 
of Dental Surgery, to institute an annual dental lecture entitled 
the Lord Webb-Johnson Lecbare. It will be a College lecture, 
and will be given on invita-ion from the College. It com- 
memorates the indebtedness of the dental profession to Lord 
Webb-Johnson, who was instrumental in founding the Faculty 
of Dental Surgery. 

Freedom of City 

The freedom of the city of Verona has been conferred on 
Sir Alexander Fleming. 

Dean Resigns 

Professor J. M. Mackintosh has resigned from the position of 
Dean of the London School of Hygiene and Tropical Medicine, 
but will continue to teach in the school as Professor of Public 
Health. We understand that the school has decided to appoint 
a whole-time Dean. 

COAHNG EVENTS 

General Meeting of Psychiatrists 

A meeting, open to all psychiatrists practising within the 
South-West Metropolitan Region, will be held at B.MA. House, 
Tavistock Square, London, W.C., on Thursday, Aug, 11, at 
2.30 p.m. 

Veterinary Congress 

The National Veterinary Medical Association will hold its 
annual congress in London on Aug. 12-15 in conjunction with 
the International Veterinary Congress being held on Aug. S-13. 
Dr. J. Peters, of Rotterdam, and Dr. J. Winsser, of Leiden, will 
pfgjeni a paper on " Diseases of Household .Animals Com- 
municable to hlan.” Members of the B MA. will be welcome 
at this discussion, which is to be held at the Centml Hall, 
Westminster, at 2.15 pm., on Saturday. .Aug. 13. Tickets of 
admission ma> be obtained from the General Secretary of the 
N.V.M.A., 36, Gordon Square. London. W.C.I. 

First-aid and Nursing Courses 

A course of first aid and nursing will be started under the 
direction of the St. John .Association on Sept. 3 at the new 
Brigade Training Centre. St. John House. 15 and 16. Colling- 
ham Gardens. London. SW.5. All are eligible without obligation 
to join the Bricads. First aid will be dealt with in one week, 
home nursina in the following week, with an examination at 
the end of each week. Successful candidates will receive a 
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St. John Association certificate in either or both subjects accord- 
ing to the set of lectures' followed. The training. centre is also 
a social club and provides meals and accoJnmodation for all 
taking part in the course. 

Congress of Haematology 

The Socidte Europcenne Internationale d’Hematologie is hold- 
ing a meeting in Montreux, Switzerland, on Sept. 15-17. The 
official languages of the congress are English, French, German, 
and Italian. Two subjects have been proposed for the main 
discussions: (1) haemolytic anaemias; (2) changes in blood 
proteins in blood dyscrasias. British haematologists may obtain 
particulars from Dr. A. Piney, 152, Harley Street, London, W.l. 

SOCIETIES AND LECTURES 

Friday 

Edinburgh Postgraduate Board for ■ Medicine.— At Anatomy 
Lecture Theatre, Edinburgh University, - Aug. 12, 12.30 p.m., 
“ Frontal Lobe and the Integration o] Thinking,” by Professor G. 
Jefferson, F.'R.S. 

APPOINTMENTS 

Ashcroft, A. T., M.B., Ch.B., Regional Medical Officer, Ministry of Health. 

East Anglian Regional Hospital Board. — The following appointments are 
announced: Consuitnnt Physician in Ipswich Area, J. W. Paulley, M.D., M.R.C.P. 
Consultant Paediatrician in Ipswich Area, R. M. Mayon-White, M.D., M.R.C.P., 
D.C.H. Physician Superintendent at Ipswich Sanatoriutn, G. R. McNab, M.D.. 
F.R.C.P. 

Ferreira, FI. P., M.B., B.S., Assistant Pathologist to Queen Charlotte’s and 
Chelsea Hospitals at Chelsea Hospital for Women. 

Gregory, T. S. S., M.B., F.R.C.S (Ophth.), D.O.M.S.,. Ophthalmic Surgeon 
to Aylesbury and District Group of Hospitals, Oxford Regional Hospital Board. 

Hospital for Sick Children, Great Ormond Street, London, yV.C. — The 
following appointments are announced; House-phvticians, I. C. Macaulay, 
M.B., B.S., M.R.C.P., D. McR. Hanna. M.D., M.R.C.P.. M.R.A.C.P.: House- 
surgeons. L. H. Pimm, M.B., B.S,. R. M. T. WaRcr-Brasli. B.M., B.Ch.; Part- 
time Surgic.ni Registrar, D. J. WatefSton, M.B., F.R.C.S. 

South-western Regional Hospital Board.— The following appointments at 
the hospitals indicated in parentheses are announced: Pathologist, G. Stewart 
Smith, M.D. (Royal Devon and Exeter Hospital, Exeter); Assistant Orthopaedic 
Surgeon, M, H. Salz, F.R.C.S. (Mount Gold Hospital, Plymouth, with clinical 
duties in other hospitals in area, ns reauired); Assistant Radloiogists, G R. Airth, 
M.B., B.S.. D.M.R. (Southmead Hospital. Bristol), and C. W. B. Woodham, 
M.R.C.S., L.R.C.P., D.M.R.E, (Royal Devon and Exeter Hospital, Exeter); 
Assistant Clinicai Pathologist, C. H. Jellard. B.M.. B.Ch. (Gloucestershire Royal 
Hospitall; Piastic Surgeon, (3. M. Fiizgibbon, M.D., F.R.C.S. (Frenchay 
Hospital, Bristol). 

BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Bartoloe— On July 21. 1949, at Blue Sisters Hospital. Malta, to Jean (nCc CaHie), • 
wife of Dn A E. Bartolo, a son — David. ' v, . . ^ . xt 

Ecnians.— On Ju!y 15, 1949. at North M ddlcsex County Hospital. London. N.. 
to Edith (nde Aiken). S.R.N., wife of Richard Benlans, M.B.. M.R.C.P., a 
daughter. _ _ 

Beynon.— On July 27, 1949. in London, to Nora, wife of Dr, Arthur E. Bcyncn. 

a son. s.-. , /X 

Elphick,— On July 14, 1949. at Lagos. Nigeria, to Hi’ary Jean &ph-ck (rce 
Hadcn). M B . B.S.. and Richard Michael Elphick. of King’s College. Lages. 
a daughter 

Freeman. — On July 23. 1949. at British Military Hospital. Vienna, to Fr da 
(n^e Allibonc). wife of Captain Roger Freeman, R.A.M.C., a daughter. 
Gilmour. — On July 24, 1949, at Hayes, Middlesex, to Jean (n€e Macleod), w.fc 
of Dr S J G Gilmour. a son. 

Gouldcn. — On June 19. 1949, at 94ih British Military Hospital, Hamburg, to 
Margaret Fionn'a (nc*e Macrae), wife of Captain Richard Patrick Oouldcn. 
R A M C.. a daughter — Margaret Shconagh. ' 

Hirsch. — On July 22. 1949, at Leicester General Hospital, to Edna Cn6c Say r), 
SRN. SC.M., wife of W. P. H rsch F.R.CS.Ed., M.R.CO.G.. a son. 
MocADlHTe.— On July 15. 1949. ati Swindon, to Jody (n^e Baldry),- wife of 
Richard MacAulifTe. M D., a daughter. 

Wharton.— On July 10. 1949. at 277. Stroud Road, Gloucester, to Jenny (n<5c 
Morgan), wife of Dr. G. C C. Wharton, a son. 

MARRIAGE 

Thomson— Milne. — On July 23, 1949. at Perth. Thomas Naim Thomson to 
Nancy S. M. Milne M.B., Ch.B., late of Wisbech. 

DEATHS 

Ackland,— On July 26. 1949, William Robert Ackland. M.DS., M.R.C.S.. of 
5. Rodney Place. Clifton. Bristol, aged 85. 

Ander>on. — On Ju^y 25 I94y ai Craigbrttem, Colvcnd, Dalbeattie, Kirkcud- 
bnghithirc. Alford WiMiam Ardman T.D.. M.D.. J.P,. aged 81. 

BarT.—On iu’y 22. 1949. at The Cairn, Oxica Road, Torquay, James Barr, 
M.B. C.M.. DPH aced 81. 

Brew.— On JuW 2.3 1949. Richard William Brew. M.B., B.Ch., of 8. Herbert 

Terrace. Prnanh. ac-d 78 

Ca-rns. — On July 24. 1949. at Edinburgh. Agnes Josephine Cairns (ntfe Gardner), 
M.B.. Ch B.. D P H 

ElweU-JoUnstoo. — On Inly 26 1949. at University Coll'^ge Hosp'tal, London. 

Loiza EIwell-JohnMon tn^c E’wcll). M R.C.S., L.R.C.P. aged 77. 

Fcgan. — O'* Iniv 26. I9»9 at I rve^•tr^cK Green, Herts, John Herbert Crangle 
Fcgan. M.RC.S.. L.R C.P.. aged 77. 


Any Questions? 


Correspondents should give their names and addresses (not for 
publication) and inclitde all relevant details in their questions,' 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 

Bedsores / 

Q . — A woman of 40, bedridden for some years with dis- 
seminated sclerosis, has some very bad bedsores. For several 
months she has had almost constant urinary incontinence, which 
makes treatment of the sores impossible. Is there any reason 
why a catheter cannot be inserted and left in, and can you 
suggest any palliative treatment ? i 

A. — Urinary incontinence should not prevent adequate treat- 
ment of bedsores ; indeed, with good nursing' care the sores can 
usually be healed in such a case. If the deformities referred to 
consist of severe flexion and adduction contractures of the lower 
limbs the task will be more difficult. An indwelling catheter 
may be tried for a few days, but is not always satisfactory. 
A rubber bed-pan, which the patient can lie on all day, like a 
rubber ring, is of very great help. The free use of diapers which 
have been sprinkled wi;h boric acid solution and allowed to 
dry prevents much discomfort and’also the ammoniacal odour. 

Bedsores develop in such a, case because the patient is left in 
one position for more than four hours at a time. The common 
propped-up position of the chronic invalid in bed throws nearly 
all weight on the sacrum. The patient should never be left like 
this for long ; every four hours the position should be changed, 
but this involves removing all but one pillow and turning the 
patient fully on the side or face, if contractures allow. It is 
also worth noting that removal of all pillows in itself transfers 
much of the weight from the sacrum to the shoulders ; while 
raising the foot of the bed with the patient lying flat is even 
better, and in difficult cases should be used for one period 
every day. Deep bedsores should seldom be packed, and then 
only very lightly, as the patient’s weight on the, dressing makes 
the bedsore deeper. An empty space stimulates free growth 
of granulation tissue. If flexion contractures have not yet 
developed, a daily period of lying prone on the face is specially 
valuable for all bedridden patients. This relieves sacral pres- 
sure, counters flexor spasms, and prevents the otherwise inevit- 
able flexion deformities of hip, spine, and neck. The last point' 
is not applicable to this particular question, but its importance 
demands emphasis. After a long illness a properly treated 
patient should be able to walk as erect as a guardsman ; the 
curled-up victims whom one sees coming out on fine days 
exemplify how sadly our profession fails to counter the vicious 
flexion deformities of the infirm. 

Oedema of the Newborn 

Q . — What are the modern views on the causation of spon- 
taneous oedema of the newborn ? Is vitamin E of any value 
in treatment ? 

A. — Oedema’ of the newborn, apart from the hydrops of 
haemolytic disease, occurs principally in association with two 
conditions — sepsis and prematurity — but in neither is the causa- 
tion at all clear. Certainly infants with severe infection develop 
oedema, first of the legs and later of other parts of the body,, 
and it is usually, but not always, an ominous sign. It is often 
accompanied by anaemia, and is possibly associated in severe 
cases with heart failure. Treatment in such cases is of course 
directed at the infection. In premature and weakly infants who 
are not thriving oedema is also often found, sometimes indicated 
by an upward jump in the weight curve even before oedema 
becomes obvious. In this connexion it should be remembered 
that the infantile kidney, as McCance has shown, is poor at 
concentrating the urine, and if chlorides are being given, as 
in normal saline or even in milk, retention may occur and may 
explain the oedema in some instances. The serum protein level 
may be low in either of these conditions, but, as with hunger 
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oedema, there is not an absolute correlation. Oedema may 
occur with normal protein figures and not occur with low 
levels. In premature infants with a subnormal temperature 
the condition may be treated by the administration of thyroid 
as suggested by the late Eric Pritchard. He recommended 
I/IO gr. (6.5 mg.) for every ! lb. (453 g.) of body tveighl d.aily 
for a few days. Congenital syphilis afteciing the kidneys is a 
theoretical cause of oedema of the newborn, but ought never 
to be seen if routine antenatal investigation of all expectant 
mothers is carried out. Also theoretically, Milroy's hereditary 
oedema might begin to show in the newborn period. It is diffi- 
cult to see what part vitamin E could possibly piay in treatment 
of oedema of the newborn. Most mild examples clear up 
spontaneously, and any preparation or treatment .used can 
thereby secure a spurious reputation. 

RcsuscitaUng Apparatus 

Q . — Vlinl arc the laicsl views on the use of a rcsuscUaliiig 
appnrmm siipplyiiis oxygen with n fixcit proportion of carbon 
dioxide in cases of drowning, carbon-monoxide poisoning, or 
electric simek? Is there mticli value in giving oxygen alone in 
ony of these cases ? Is carbon dioxide of value, and, if so, in 
what proportion ? * 

A. — Carbon dioxide is a stimulant to the respiratory and 
vasomotor centres. It is therefore logical to administer carbon 
dio.xide along with oxygen in cases where the patient is 
suffering from anoxia and impaired respiratory function. The 
proportion usually recommended is 5 to 7% of carbon dioxide ; 
appreciably higher concentrations may be deleterious. An 
appropriate oxygcn-carbon-dioxide mixture is considered 
specialty suitable in the treatment of severe carbon-monoxide 
poisoning, because the increased carbon dioxide not only stimu- 
lates the respiratory centre but also favours a more rapid 
dissociation of the carboxyhacmoglobin. Moreover, there may 
be an added s-aiue in that the hyperventilation occurring in the 
earlier stages of carbon-monoxide asphyxia causes a deficiency 
of carbon dioxide in the body. This latter argument does not 
3pply in cases of drowning and electric shock, and the desir- 
ability of the addition of carbon dioxide to the inhalation mix- 
ture is probably not so great in these conditions. Nevertheless, 
it would seem reasonable to try the effect of a similar mixture 
where the respiratory movements are feeble and there is an 
obvious need for increased pulmonary ventilation. The 
beneficial effect of the carbon dioxide on the circulation 
should also be borne in mind. The administration can be 
combined with artificial respiration, and in most cases need 
not be unduly prolonged. If no oxygen-carbon-dioxide mixture 
is available, oxygen by itself should certainly be used. 

SupplDroenlaiy Vifaroins 

Q.~ls there any fustificalion for advising the routine admini- 
stration of vitamins A and D to. say, a police force to increase 
vitality and resistance to infection ? 

A. — There is not the slightest justification for advising this 
practice. 

Anterior Pituitary Growth Hormone 

Q- — fyH! you please let me know if the isolated growth- 
promoting hormone of the anterior pituitary is obtainable ; 
also the indications for use and recommended dosage. 

A. — No preparation of the isolated growth hormone is avail- 
able, but there is on the market an extract of the anterior 
pituitaiy, standardized for the growth hormone {100 units per 
ml.) and also containing adrenolropic hormone. The dose 
recommended is I mi. daily intramuscularly. In the writer’s 
e.xpcn'ence this dosage is useless, and he has obtained results 
only with 5 ml. twice daily, which is both painful and expen- 
sive. The pure hormone has been isolated by U, of California 
U- biol. Chem., 1945, 159. 353), and in some unpublished experi- 
ments on dwarfs this failed to stimulate growth and even failed 
to produce nitrogen retention ; both these effects, however, were 
obtainable in animals. The position as regards growth hormone 
is therefore unsatisfactory, even to the point of causing scepti- 
cism about the existence of a pure grossth hormone. Thyroid 
and testosterone stimulate growth in suitable cases. 


Fox-Fordyce Disease 

Q . — A female aged 20 has been suffering from Fox-Fordyce 
disease for the last two years, and in spite of expert treatment 
the condition seems to be at a standstill— in fact, it is becoming 
more painful in both axillae. Is the aetiology known, and is 
there any effective treatment ? 

A. — Fox-Fordyce disease is an irritable papular eruption of 
axillae, pubes, and breasis related to apocrine-gland function. 
U depends on disturbances of endocrine function and is usually 
relieved by the administration of oestrogens. Local applica- 
tions, including a--ray therapy, as employed in other types oe 
prurigo arc of little value in this affection. 

Glutamic Acid for Mental Retardation 

Q. — U glutamic acid likely to improve the intellectual per- 
formance of a hoy of 8 who is not mentally defective but only 
somcw/iat retarded? The father reiecls the hoy because of 
his slon-ncss, and any improvement would probably make a 
difference to this aliitiidt. Please state the dosage and the 
method of administration. How long ought treatment to he 
continued, and are there any contraindications ? 

A. — ^Thc evidence that administration of glutamic acid makes 
a real difference to retarded and defective children is not con- 
vincing. According to published reports, response varies greatly 
from individual to individual, so that while one child makes a 
striking advance others are unaffected or even drop points on 
intelligence testing. There is no indication that results differ 
with different types of defective. The numbers of patients so 
treated have not been large. u-Glutamic acid is given by mouth 
in doses which are to a considerable extent independent of age 
and determined by the response obtained, but beginning, say. 
with 2 g. thrice daily and inc-easing even up to 48 g. daily. It 
can be given as tablets, po ider, or in capsule. Unpleasant 
effects may be indicated by gastro-inteslinal upset. The patien’ 
described might perhaps benefit from this treatment, and dj 
effects need not be feared. It might in any case be goed 'or 
the father’s attitude — which may itself be partly the cause of 
the son's slowness — to try something in the way of treatment, 
and lead him to regard the boy more sympathetically The 
inquirer is referred to the foHowing articles'. Arch, ff enrol. 
Fsyebinr., Chicago, 1944. SI. 446 ; 1946, 56, 489 ; 1949, 61. 275 ; 
Psyclwsom. Med., 1P47, 9, 175; Amer. }. Psyehiat., 1948, 104. 
593 ; /. nerv. ment. Dis., 1946, 104, 263. 

'Menstrual Tension State 

Q . — Since her first pregnancy five years ago a woman of 29 
has headache, irritability, depression, aching in the gums, and 
right low-abdominal pain starting a few days before and 
continuing till a few days after each menstrual period. The 
lochia were blood-stained for several weeks after the birth of 
the baby, and ..during lactation the mother often had night 
sweats. Tuberculosis was excluded. In 1947 the uterus was 
found to be pulled over to the right, but was normal in size 
and omeversed; the right ovary was lender on pressure, and at 
laparotomy was seen to be covered by a thick white capsule 
and contained a few small follicular cysts, ft was removed, but 
histological examination failed to reveal any abnornxality . After 
a few months the symptoms returned, with pain in the left side. 
The patient became pregnant again. After her confinement 
night sw'eaiing recurred, and for six weeks the lochia contained 
blood. On examination a wcll-anteveried but subinvoluted 
uterus was found. When her periods started again there was 
a return of the symptoms with in addition small papules on the 
body and face. ' A papular rash also developed on the baby, 
accompanied by colic and green stools. Can the rnotber’s symp- 
toms, including the ovarian tenderness, be due to an endocrine 
disturbance, affecting the baby by excretion of hormones in the 
milk? If so. con any treatment on an endocrine basis be 
suggested ? 

4 —It is difficult to comment adequately on a complicated 
case'history of this kind, and personal knowledge of the patient 
and her environment would seem to be important before coming 
to any final conclusions. There is nothing in the account to 
indicate an endocrine disturbance, nor is it likely that the upsets 
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in the baby were related to a noxious agent in the milk. Indeed, 
the whole picture suggests that the basis is one of over-anxiety! 
Colonic spasm is likely to be the cause of the left-sided pain 
and to give rise to occasional right-sided pain from the caecum. 
The abdominal discomfort has probably always been of bowel 
origin, and the ovary which was removed was blameless. The 
general disturbance associated with menstruation represents 
exaggerated molimina, amounting to what is sometimes called 
a “ menstrual tension state,” which again often has a psycho- 
logical underlay. Night sweats, sometimes most profuse and 
disturbing, are common enough during the puerperium arid early 
weeks of lactation, and in the absence of pyrexia they are not 
of any real significance. Persistence of red lochial discharge 
for six weeks after delivery is also not necessarily pathological. 
Cyclical ulceration of the mouth associated with menstruation 
and perhaps causing discomfort in the gums is a condition the 
cause of which is unknown. It may be an allergic manifesta- 
tion, and is dealt with at some length in replies to questions in 
the'joiir/ial (Aug. 21, 1948, p. 408 ; March 15, 1947, p. 365 ; and 
June 15, 1946, p. 940). 

Paroxysmal Tachycardia 

Q. — .4 male aged 73 has suffered from paroxysmal tachy- 
cardia for nearly 20 years, and the attacks seem to be increasing 
in frequency — though not in intensity. Treatment with quini- 
dine appears to have little effect. Is there any other treatment 
that would decrease the , number of paroxysms or abort or 
shorten the attacks ? 

A. — If quinidine in doses of 5 gr. (0.32 g.) thrice daily has 
failed to influence the frequency or duration of the attacks, 
mepacrine 0.1 g. daily may be tried when attacks are particu- 
larly frequent. Although digitalis is usually contraindicated, it 
is helpful occasionally, and is always worth trying when other 
methods fail. 

NOTES .AND COMMENTS 

Anaesthetics for Domiciliary Midwifery, — ^Dr. J. E. M. Barnes 
(Eye, Suffolk) writes: I was interested in the answer to the question 
about anaesthetics in domiciliary midwifery (“ Any Questions ? ” 
July 9, p. 112). It was stated that the Cyprane inhaler could be 
adjusted (o produce a concentration of “ trilene ” sufficient for 
general anaesthesia. I would like to know whether this was a 
theoretical assumption or based on practical experience. 1 have used 
one of these inhalers with complete satisfaction in purely domiciliary 
surroundings — but only in so far as analgesia is concerned. On 
occasion I have tried to induce anaesthesia, but not successfully. In 
one particular case forceps blades were positioned on the foetal head 
without untoward reaction, but as soon as traction occurred the 
patient resisted the manteuvre. It was a low-forceps delivery, and 
was terminated rapidly and smoothly, with no difficulty, after 
anaesthetizing with straight chloroform. I would be interested to 
know from others their experiences in this particular direction, 
because I am loath to follow trilene with chloroform as a routine, 
having, since the case quoted, run up against an alarming instance of 
cardiac arrest due presumably to vagal inhibition, which entailed 
resuscitation of mother, infant (white asphyxia), and, almost, the 
single-handed G.P. 

IVcight in Pregnancy. — Dr. F. R. Kinkead Allen (Belfast) writes; 
Gain in weight during normal pregnancy (" Any Questions 7 ” 
May 7, p. S31) js subject to rather wide variation. In the United 
Stales of America this gain appears to be more than in the British 
Isles. According to Mcllroy and Rodway (J. Obstet. Gynaec. 
Bril. Emp.. 1937, 44, 221), in a thousand cases the average 
total gain among primiparae was 11 lb. 3 oz. (5 kg.) and for multi- 
parae it was 11 lb. 7 oz. (5.2 kg.), and they noticed that the older 
patients gained less in weight than the younger ones. According to 
Cheslcy {Amer. J. Obstet. Gynec., 1944, 48, 565) the average gain in 
weight may be generally ranked as 24 Ib. (10.8 kg.); two-thirds of 
the normal women in his series gained between 18 and 35 lb. (8.1 and 
15.7 kg.), but one-sixth gained more than 35 lb. (15.7 kg.). The total 
increase in any one case, however, is to some extent dependent on 
the woman's initial bulk, and Slander and Pasture (Amer. J. Obstet. 
Gynec., 1940, 39, 928) suggest that it should not exceed 25% of the 
pre-pregnancy weight. There are, however, many exceptions even to 
this, and gain docs not take place regularly throughout pregnancy. 
In the first three months there is often little gain, and even a loss 
may be recorded, especially where a woman suffers from vomiting 
or anorexia. In the last two or three weeks there may also be a 
tendency to lose or to cease to gain weight. Mcllroy and Rodway 


claim to have prevented the onset of toxaemia in patients showing 
excessive gain in a week by regulating diet and by increasing walking 
exercise. Emblin (.British Medical Journal, 1949, 1, 260) considers 
that the weekly gain during pregnancy should not exceed 8 oz, 
(0.22 kg.). 

Bacteriology of the Throat. — ^Dr. W. B. Orme (Hove, Sussex) 
writes : One of the queries in “ Any Questions 7 ” (July 2, p. 39) was, 
“ What is the normal bacteriology of the throat 7 ” In answering, 
your specialist replied giving non-haemolytic streptococci of the 
viridans and salivarius types. Gram-negative diplococci of the 
catarrhalis group, 'slender Gram-negative bacilli of the Haemophilus 
influenzae family, and Gram-positive diphtheroids. Further on in 
his reply he refers to organisms which are recognized as pathogens, 
including Staphylococcus aureus, haemolytic streptococci, pneumo- 
cocci, meningococci, and occasionally diphtheria bacilli. Not in the 
whole reply does he once mention the well-known Friedlander’s 
bacillus, also known as Bacterium mucosum-capsulatiim and other 
names ; micro-organisms of this group are not infrequently associated 
with various respiratory infections in man, though in many cases 
these are considered as being simple secondary' invaders. Yet they 
are commonly present in the nasopharynx of patients suffering from 
chronic sinusitis, and in some cases they are definitely pathogenic, 
accounting for 1 % of all pneumonias — such cases have an exception- 
ally high case-fatality rate. Again, Friedlander’s bacillus is one 
of the most difficult organisms to deal with, as it appears to be 
resistant to rill modern bafcteriostatic drugs. I am therefore surprised 
at its omission from your reply. 

Ergotamine and Pregnancy. — Dr. K. D. Salzmann (Reading) 
writes: Your answer to the query on ergotamine and pregnancy 
(“ Any Questions 7 ” July 2, p. 40) states that, “ unless the patient’s 
previous history suggests a ' special susceptibility to ' abortion or 
premature labour, ergotamine is unlikely to have any significant effect 
on the uterus, and its continued administration is therefore not 
contraindicated.” A few years ago a consultant recommended to one 
of my colleagues a simple method of inducing labour. He advised 
giving one ergometrine hydrochloride tablet every morning until 
labour ensued. My colleague, at his next antenatal clinic, found 
three of his'pau’ents were about a fortnight postmature and unfortun- 
ately decided to try the ergometrine method of induction. It worked. 
All three mothers went into labour xvilhin three days. All three 
had spontaneous labours, and all three gave birth to macerated 
foetuses, although at the last antenatal examination the infants were 
alive. In addition to the above experience I recall a patient of mine 
who had reached term and developed a migrainous headache. I gave 
her a tablet of ergotamine tartrate. She started in labour, had violent 
pains, and gave birth — spontaneously — to a stillborn infant. In view 
of the experiences of my colleague and myself I think one should 
say that it is unwise to give ergotamine to a primigravida in the 
early months of pregnancy (before it is known whether she has any 
tendency to miscarriages) and rarely or never should it be given 
when the uterus is no longer inert — at term or during the last few 
weeks preceding maturity. There is one exception to the above 
rule. If the foetus in utero is dead, one might utilize the daily 
tablet of ergometrine or ergotamine as a means of inducing labour — 
particularly if massive oestrogen therapy has failed. I have known 
this done successfully on several occasions. 

Corrections 

Dr. E. K. Pritchard (Southwark) writes: It is not clear 
in the report of my remarks at the Commonwealth and Empire 
Tuberculosis Conference- (July 16, 'p. 152) that domiciliary collapse 
therapy was first organized on a large scale in May, 1946, by Dr. 
C. H. C. Toussaint and myself in our respective Boroughs^ of 
Bermondsey and Southwark. Dr. Toussaint subsequently organized 
a similar scheme in the Borough of 'Willesden. The necessity for this 
form of treatment was the natural corollapr of the success of the 
mass x-ray survey of cases with minor respiratory symptoms started 
in similar collaboration between Dr. Toussaint and myself in 1942. 
This survey brings to light a large number of early cases in urgent 
need of treatment. 

The Hunterian Lecture by Dr. W. S. C. Copeman, published in the 
Journal of July 23 (p. 191), was incorrectly described as the Hunterian 
Oration. 
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N.H.S. SUPERANNUATION 

The Minister of Health has laid before Parliament regulations 
amending the National Health Service Superannuation Scheme. 
Regulations on this subject are among the few which the 
.Minister is not empowered to make under the N.H.S. Act 
without an affirmative resolution by both the Commons and 
the Lords. The amending regulations, which have now been 
approved by both Houses, arc technical in character, and for 
the most part serve to tidy up points of difficulty and to bring 
the scheme into line with developments in other superannuation 
schemes in the past year. They include a provision designed 
to encourage pensioners to continue in employment for up to a 
further five years, by enabling them to increase the pension 
which they will ultimately get as a quid pro quo for the loss 
of pension while they continue to be employed in the service. 

But the most important provision from the profession’s point 
of view is the extension to consultants and specialists in con- 
tract with regional and teaching hospital boards of the option, 
previously limited to general practitioners on executive council 
lists, to remain outside the Government superannuation scheme 
and to receive from the Ministo' an amount equivalent to the 
employer’s contribution (8% of the net remuneration) towards 
the payment of insurance policy premiums. Full details of the 
conditions under which the option may be exercised have yet 
to be published. But on the general practitioner analogy it is 
reasonable to expect that consultants who have already made 
provision for retireraent by endowment or deferred annuity 
policies will be able to opt out, on satisfying the following 
requirements : 

(0 The policies must not mature at an earlier age than 60 ; where 
a policy would under its original terms have matured before age 60, 
It may be recognized if its terms are modified so that it matures at or 

after age 60. 

(ii) The premiums (or total premiums) roust not be less than £150 
per annum; alternatively, if the total armual premiums on existing 
policies are less than £150 per aimum but not less than £50 per 
annum, ihcse policies may be recognized on condition that the 
practitioner takes out forthwith a further policy which will bring 
the total premiums to at least £150 per annum on policies satisfying 
the conditions above. 

(ui) The policies must not be assigned to any other person, or 
surrendered before maturity. 

<iv) Payment by the hfinistty of ai: amount equal to S% of the 
practitioner’s remuneration will continue only so long- as the 
premiums on the policies continue to be payable. 

(v) The polities must be produced for inspection on a request made 
to te practitioner by the Minister or by an employing authority on 
his behalf. Alternatively, a statement from the assurance company 
as to the nature of the policies may be submitted. 

(vO Premium receipts must be submitted to the Minister or to the 
emplosing authority for examination within one month after the 
date on iwhich each paj-ment of premium falls due. 

These are the condittons which will obtain if the Ministry 
follows the precedents adopted in the case of genera] practi- 
tioners. The Ministry will shortly issue full details in a special 
leaflet which consultants and specialists will be able to obtain 
from regional hospital boards and teaching hospital boards of 
governors. 


So complicated is the structure of this vast superannuation 
scheme that as soon as one anomaly is deail with another 
appears. For example, the Medical 'Women’s Federation has 
recently brought to light the fact that the scheme discriminates 
unfairly between married women who are employed in the 
health service and married women who are not so employed. 
In the latter case, the woman makes no contribution to the 
N.H.S, superannuation scheme, but qualifies for a widow's 
pension on her husband’s death. In the former case the woman 
contributes to the scheme as a member of the Service, but loses 
the widow’'s pension on becoming entitled to a pension in her 
own right. In brief, a widow’s pension which would otherwise 
be payable is not payable if the wife is herself receiving a pen- 
sion under the regulations. This point is at present under 
discussion with the Ministry. 

The Public Health Sendee 

The dispute with the Associations of Local Authorities is now 
over. The Associations, following a meeting on July 26. agreed 
to participate in the Whitley machinery provided that its consa- 
tution provides that the derisions of the comminee dealing 
with the remuneration and terms and conditions of service of 
public health officers are final, without need for confirmation 
by the functional council. It will be recalled that the ’.■'.’hitley 
proposals for the medical profession provided for a functional 
council and three main subcommittees, one dealing with con- 
sultants, one with. general practitioners, and one with public 
health officers. The effect of the proviso of the Associations of 
Local Authorities is to ensure that these three subcommittees 
reach their conclusions without their being subject to the 
approval of the functional council as a whole. Similarly, no 
doubt, the remuneration of general pracutioaers wall be deter- 
mined by its subcommittee without the approval of a functional 
council which would include not only representatives of the 
Ministry but representatives of regional hospital boards and 
local authorities ; and, of course, the same would apply to the 
subcommittee dealing with the terms and conditions of sen ice 
and remuneration of consultants. The condition seems rpson- 
able, and although it will have to be considered by the Ministry 
it need not be the cause of any prolongation of the dispute. 

The Scottish representatives at the meeting on July 26 were 
not authorized to commit their association, but they are recom- 
mending it to participate. In the meantime, the ban on Scottish 
advertisements as well as those coming from local authorities 
in England and Wales will be lifted, although, of course, the 
final decision of the Scottish Association will be awniled with 
interesL 

Survey of General Practitioner Income 

It was reported to the General Ivledical Services Committee 
at its meeting on July 28 that the Ministry s survey of the 
incomes of general practitioners from National HMlth Service 
sources was complete and that the results would be in the hands 
of the committee within the next few dav-s. The conimittee 
derided to hold a special meeting on M ednesday, Aug. .? I , for 
the sole purpose of considering this reporL Local medical com- 
mittees are being warned that they may be asked to call meetmgs 
of their committees early in September to ronsider a statemeni 
on the position from tbs General Medical Semces Conimittee, 



70 Aug. 6, 1949 


SURVEY OF GENERAL PRACTICE 


' SUPPLEMENT TO THE '• 
British Medical Journal 


SURVEY OF GENERAL PRACTICE 

MEDICAL PRACTICES COMMITTEE REPORT 
The Medical Practices Committee has completed its survey of 
the number of general practitioners practising in the various 
parts of England and Wales. It has listed executive council 
areas or parts of them in one of four schedules. 

Schedule 1 . — ^The committee considers that more doctors are 
needed in the places listed. 

Schedule 2 . — Places listed -in this schedule are those, in addi- 
tion to the places included in Schedule 1, open to any doctor to 
settle in with a view to starting practice. Admission to the 
medical list of the executive council concerned will be auto- 
matically granted by the Medical Practices Committee. 

Schedule 3 . — These are “ doubtful ” places. Applications to 
practise in them are likely to be granted, but information in 
the hands of the Medical Practices Committee when the doctor’s 
application is being considered may result in the area then 
being closed and the refusal of his application. The establish- 
ment of a successful practice in such areas is likely to be 
hazardous. 

Schedule 4 . — These are “ closed areas.” The committee has 
decided that the number of doctors undertaking to provide 
general medical services in them is for the time being adequate. 
Closure is limited in that it gives the committee the power to 
refuse an application to go on the executive council list (sub- 
ject to the right of the applicant to appeal to ' the Minister). 
The committee is unlikely to agree to an increase in the number 
of general practitioners practising in the district and might agree 
with an executive council to refuse to allow replacement of 
what might be regarded as redundant practitioners resigning 
from the list. But where an executive council, in agreement 
with the local medical committee, considers replacement desir- 
able the Medical Practices Committee would agree. Further, 
it might suggest replacement in other instances where it con- 
siders it necessary. Nor does closure mean that under no other 
circumstances would the committee admit a practitioner to the 
list ; personal factors advanced by the applicant or in his favour 
by the local executive council, the local medical committee, or 
other interested parties might be considered of sufficient weight 
to cause the application to be granted. 

The four schedules are printed below: 

Schedule 1 

The densely populated parts of the following districts: 

Counties 


Lincolnshire. — ^Holland : Spalding Urban and Rural Districts. 
Keslevcn: Grantham. Lindsey: Louth. 

London. — Boroughs of Battersea, Bethnal Green, Hanimefsmith. 
Middlesex. — Boroughs of Edmonton, Heston and Isleworth, South- 
all, Wood Green ; and Urban District Council areas of Felthara, 
Hayes and Harlington, Staines. 

Norfolk. — Mitford and Launditch. 

Northampton. — Kettering. 

Northumberland. — ^Ashington, Bedlington, Haltwhistle, and Walls- 
end. 

Nottingham County and Ci7y.— Arnold, Bawtry, Beeston, Carlton 
,and Netherfield, Clipstone, Eastwood, Hucknall, Kimberley, Langold, 
CStapIeford, Warsop, Worksop,' and the City of Nottingham. 

Soke of Peterborough. — Peterborough, Whittlesey, ^ and .Market 
Deeping. 

Somerset. — Chew Magna and Street. 

Staffordshire. — ^Newcastle-under-Lyme Borough and Rural District ; 
Wednesbury, Bilston, Rowley 'Regis, Tipton Boroughs; Kidsgrove, 
Biddulph, Aldridge, Bro^vnhilIs, Rugeley, Darlaston, Willenhall, 
Wednesfield, Sedgley, Brierley Hill, Amblecote Urban Districts; 
Lichfield Rural District. 

Surrey. — Borough of Mitcham ; Urban Districts of Chertsey and 
Walton and Weybridge. 

Sussex West. — Lancing. 

Warwickshire. — Bedworth, Nuneaton, Warwick Urban Districts; 
Atherstone Rural District. 

Wiltshire. — Swindon. 

Worcestershire. — Bromsgroye, Halesowen, Oldbury, and Stour- 
bridge. ' . 

Yorkshire. — East Riding: Halteraprice district, Hedon district, 
Howden and Goole. North Riding; Carlin How, Dormanstown, 
Grangctown, Guisborough. West Riding: Castleford Urban District 
and Normanton Urban District. Featherstone Urban District; 
Knottingley Urban District ; Pontefract Borough ; Osgoldcross Rural 
District. Horbury Urban District ; Ossett Borough ; Wakefield Rural 
District. Batley Borough ; Heckmondwike Urban District. Hoyland 
Nether Urban District; Stocksbridge Urban District; Wortley, Rural 
District; and Penistone Urban and Rural Districts.^ Hemsworth 
Urban and Rural Districts. Cudworth Urban District; Darton 
Urban District; Royston Urban District. Damfield, Wombwell, 
Worsborough, Dod worth Urban Districts; Swinton, Ratvmarsh, 
Wath-on-Deame Urban Districts; Adwick-le-Street Urban District; 
Bentley with Arksey Urban District; Rotherham Rural District. 
Doncaster Rural District and Tickhill Urban District. Thorne Rural 
District. Conisborough, Mexborough, and Deame Urban Districts. 
Maltby Urban District ; Kiveton Park Rural District. 

Denbighshire and Flintshire.— Bnckley, Cacrgwrle, Connah s Quay, 
Hawarden, Holywell, and Wrexham Rural District. 

Glamorganshire . — Aberdare, Bridgend, Caerphilly, - Gelligaer, 
Llwchwr, Maesteg, Mountain Ash, Neath, Penybont, Pontypridd, 

Port Talbot, Rhondda. , t. _ 

Monmouthshire and Newport. — Abercarn, Bedwas and Machen, 
Bedwellty, Cwmbran, Ebbw Vale, Pontypool, Risca, and Tredegar. 


Bedfordshire. — Luton. 

Cheshire. — Crewe and Nantwich ; Hyde, Dukinfield, and Staly- 
bridge ; Runcorn and Stockton Heath ; Newferry and Bebington. 

Cumberland. — Cockermouth, Maryport. 

Derbyshire. — Chesterfield Borough and Rural District; Ilkeston 
Borough ; Alfreton, Bolsover, Oaycross, Heanor, Long Eaton, 
Matlock, Ripley, Staveley, Swadlincote Urban Districts; Blackwell 
and Clowne Rural Districts. i 

Durham. — Felling Urban District; Hebbiim Urban District; 
Jarrow Borough and Boldon Urban District; Houghton-le-Spring, 
Hetton, and Washington Urban Districts; Che.ster-le-Street Urban 
and Rural Districts: Stanley Urban District; Consett Urban District' 
and Lanchester Rural District ; Crook and Willington Urban District 
and Tow Law Urban District; Bishop Auckland, Shildon, and 
Spennymoor Urban Districts; Easington Rural District; Sedgefield 
Rural District; Stockton Urban and Rural Districts and Billingham 
Urban District. 

Gloucester. — Kingswood. 

Hampshire. — Aldershot, Eastleigh. 

Hertfordshire. — Ware Urban District and Chgshunt. 

Huntingdonshire. — Ramsey. 

Isle of Ely. — March, Wisbech, Whittlesey. 

Kent and Canterbury. — Boroughs of Bexley, Chatham, Dartford, 
Erith, Gravesend, Rochester; Urban Districts of Crayford, North- 
Beet, Sittingboume and Milton, Swanscombe ; and Rural District of 
Dartford. 

Lancashire. — ^Aintree, Bacup, Barrowford, Coppull, Croston, Fam- 
worth, Haydock, Heywood, Hindley, Huyion with Roby, Irlam, 
Kearsley, Leigh, Litherland, Middleton, Newton-Ie-Willows, Prescot, 
West Houghton, Widnes, Worsley. 

Leicestershire and Rutland. — Ashby-de-la-Zouch, Coalville, 

Hinckley, Melton Mowbray excluding Somerby. 


County Boroughs 

All of the larger cities in the country have densely populated 
districts where the services of additional doctors are required. In 
addition more doctors are required in the following county borough 


Barnsley, Birkenhead; Bootle, Burton-on-Trent, Carlisle, Coventry, 
Derby, Dudley, East Ham, Gateshead, Great Yarmouth, Le^ester, 
Middlesbrough, Northampton, Norwich, Rotherham, St. Helens, 
Smethwick, South Shields, 'Stoke-on-Trent, Sunderland, Tynemouth, 
SVakefield, Walsall, Warrington, West Bromtvich, West Hartlepool, 

tVnl verhamoton . 


Schedule 2 
Counties 

Bedfordshire.— Bedford, Dunstable, Barton and Shillington, 
eichton ’Buzzard, Woburn, Toddington-, Ampthill and Cranfield, 
ihefford and Arlesey, Barford, Eaton Socon, Sandy and Potton, 

^'lerSve.— Abingdon Urban and Rural Districts; ^asthampstead 
lural District; Farinedon Rural District; Hungerford Rural Distnct; 
daidenhead Urban District; Wallingford Urban and Rural Distncts; 
Vantage Urban and Rural Districts. ~ -ca 

Riickinehamshire. — Buckingham, Winslow, Claydon, Bourne End, 
Egh Wycombe. Flackwell Heath and Marlow 
:hesham; Princes Risborough, Aylesbunr, Wendover Wnddesd^ 
Jlough, Datchet, Tver, Burnham, Colnbrook, _ Wolverton, New 
Jradwell, Olney, Bletchley, Newport Pagnell, Liniladc, Wing and 

Vravsbury. , ; _ . 

Cambridgeshire.— Cttrttbridee Borough and County. 
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.'•ms. ^^sruTbfn^v""- siwih. ro 

•a?’?:rlr Da;^;^^ -<• CunToV 

Tansiock, Tiverton. ' P'^-^'ock. South Molton. Radeliffe.o^Trenr Retford o’ 

ParSe. Sfstrbo^r'’’ Bridport. Sord. 

Htmlep^ol,. Of Borough of Charlbury. 

of Barnard Castle. . ' • M'^ban and Rural Districts Shipton underAvycbwood fvT?L ’^'“’0 'B'ton. 

repoT' " opon " in absence of survey Ne1^G'"os^'’"'’’slrf ' P'"™^''^'''’ Ludlon-f’ Mtl^t“°Dra}Ton. 

Hambrook. Hugelecore rvd>,^^T°V Filton. Gloucester ^ .ontngton Cheddar. Frome. Glastonbuo', Highbridee Keynsham’ 

dean. North S Xl-end o °‘’\ ‘'''ongotsfiel^ SeJ: p!'*T" ^Blverton. Nether Slowly, NWth Curry Paulton’ 

^mondsbury. Berkeley Blaienev'^Nw’ ^Biey. Ham^ °TaiiMnn^°T'' Bhepton .Mallet, Stoke-under- 

Cmderford, Chalford ^Eal^omiS' Westbury^on-Scvern To^ Timsbury, Watchet. M'eUs West 

PUning. TeVkesbuTwTOto^, ^?'"P'°“-P"-Se''n,. PainsS^ To^ bVVmston. and Yeovil. ' 

i?nmpr/„>^,_Go^rt. Farefem Winchcotnb. ’ Ru^5^DLfri«'-“^'’"T"‘'TT Districts; Cr.eadle 

stoke Urban and Ru^ Di^fri^c '^^"’'’otough. Havant. Basing- nlt^do,; r ■ c e Distnct ; Leek Urban and Rural 

Peterslield. W'irrchester ®'°^Bridge. Andover ’ Stafford Borough and Rural Diitricf 

DismYt.IUnaS ard Po^-‘^c°'i' BToxford. New 4re« S f °u® ^ural Districts: Tamworth Borough: 

Winchester. BIrban District; Tulbury Rural District: littoveter iirl’„ 

i-eominst^rR^n-Wv/"'’ Bromyard. 


Leominster. Ro;;:^.w”°“'' '’“"gPorch. Bromyard. Hereford. 
”°^ot^'w^forTBmouf^‘’a^^^ Sawbridgeworth. 

Rural District St AIh^f”w' Hempstead Borough and 

District. Chor'iefw'^','’;"'’.^Pden. Hatfield, Elstree, wifRuml 
Huntingdoor/I/re— Bushey, Barnet. 

' We''^f Kt”N°ots ^“"’'^ham. Warboys, 

^B;ldenhall,Sn•fDro« Hnddenham, Long Sutton. 

^ ATent and Conteriort ll'noti c g°d UpweU. 

Canterbuiy, Deal DoSr Beckenham and Bromley 

Rural District of ifout t Gillingham, Maidstone w'ih 

Urban oSric? orA?Mmd™'’f^-rH 

Penge, Sheeraess To.,! -2”*’ Ubi^Iehursl and Sidcup, Orpington 
Dover. Bridg?Bkan S.S'L,g"d J^tstable; Rural Dism-cts of 
Tonbridge. ’ ^ ’ Biham, Maidstone, Mailing, Strood, and 

LwerS*w-S"SeH'^'°.?7''''^H^ Ashton-under- 
Crompton. CroSjT’Drif^ if’iP^'*'^ ??,•• Church, Colne. 

'°n. Billinee, Camfoi?h /i'"'"®'®"- Anderton, Ather- 

GoIborne. G;eat Hl™™d^ 'e Moors, Darwen, Fleetwood, 
"tin Rmv, Denton Drnt’t Littleborough, Maghull, 

Hashngden Hor^Rh ^^H^orth, FoSiby 

L«er. Longton Xell B^y'^nd. Little 

•e-FyIde. Frestnich C^waldtwistle, Padiham, Poulton- 

;on, Thornton oXkvs [' Stretford, Tarle- 

^-Dale, WTiilefield m’itri?‘/, w®”;, UpJioBand, Urmston, Walton- 
Feamhead. Preston Poulton with 

Btshton, Skelmereda’le^kfit^w U • Ramsbottom, Ribchester. 

and Pendlebury, Turton^TWdeE^®''’ ^ajh’ Langtree, Swinton 

Leicestershire and r BB'’"s<on, Wardle, Whitworth. 

Rural Districts UoPShborough Urban and 

Harborough Urban anTo””**! “duding Peatling Magna, Market 
e.vciuding lJooin„h,^ l^'"?J i^^tncts excluding Hallaton, RuUand 
iincjM.c- Market Overton. 

East EUoe'Rura?°DRtrirt 

Resieven • Siamfn ^ ***^'^v. Bre exception of Gedney Hill. 
H»ntbe" kead?v Eindsey: Barton-on- 

Brigg, Snimhn^” 0 ''°^.'’ Bcartho, SpBsby. Homcasde, Caistor, 

Gains’bofo™gt°sT:^aS‘";^‘fo^d 


t.r,u c Uasf,— Beccles, Botesdale, Bungay, Debenham, East Ee.-g- 
f OBWnfr “ V Eramiingham, Halesworth, LciSton. 

Woodbridge^ Wickham Market, a-d 

Suffolk IFesr.— Bury St. Edmunds, Hadleigh, Haverh,'!, M.'Jen- 
nan, Newmarket, Sudbury, Thedwastre, and Thinaoe. 

^ 5Mrre}*.*-“Boroughs of Barnes, Beddington and Wallington, Oocilm- 
Coombe, Sutton and Cheam. and W'imblec^n 
Urban Dtstnct Council areas of Carshalion, Caterham and Warlinc* 
ham with Woldingham, Menon and Morden ; Rural District Council 
areas of Bagshot and Godstone. 

Sussex Sasr.— Burgess HiU and Ne^ha^er; 

Sussex fVest. — Arundel, Chichester, Crawiev, Ems'worth, Horsham, 
Petworlh, Shorebam, Souihuick and Portslade, end West V.'iitering. 

JVanvicks/iire.—ATleyy Colcshill. Ke^ ‘'worth Urban Distnct, 
Leamington Spa, Rugby Ru^al District So’. hull Urban District. 
Sutton Coldfield Urban Distr Tamworth Pl'sI District. 

IResimorland.'— Appleby, Bro'j.h. Crosby T? 2 venswonh, anJ 
Temple Sowcrby. 

Wiltshire. — ^Amesbury, Ando. er. Balheastor.. Sox. Bratton, Caine. 
Chippenham, Corsham, Crick, -w. Devizes. Dewnton, High'vorh, 
Ludgershall, Malmesbury, Melkiham, Purtcr. Ramsbury, Salisbury, 
Stratton St. Margaret, Trowbridge, Upaven. Vv armmster, Wesibury. 
WDion, WooUon Bassett, and Wroughton. 

Worcestershire. — Droitwlch, ENesham. Kidderminster. Pershore. 
Redditch, Stourbridge-on-Sevem, XenbuT- Unton-on-Sevem, and 
Worcester. 

Yorkshire . — East Riding: Beverley district. Bridlington district, 
Driffield district. Market Weighton, Newport. North and South Cave 
district, Norton, Pocklington, Scarborough, Selby, and South 
Holdemess. North Riding: Billingham, Borough Bridge, Broiton. 
Brough, Calterick, ElWngton, Eston and Normanby. Filey, Haxby 
and New Earswiefc, Hinderwell, Hovingbam, Kirby Stephen. Nfalton, 
Marske-by-Sea, hiasham, Redcar, Richmond, Ripon, Saltbum, 
Scarborough, Scorton, Sherburn, Skelton. Snainton, South Bank, 
Suensall, and Yarm. West Riding . Morley Rural District ; Rolh- 
well, Stanley, Garforth Urban Districts: Mirfield and Spenborough 
Urban Districts; Hebden Royd, Ripponden, Sowerby Bridge Urban 
Districts, and the Borough of Todmorden; Bamoldvrick. Earby, and 
Silsdeti Urban Districts; Skipton Urban and Rural District?, and 
the Borough of Keighley; Baildon. Bingley. and Denholme Urban 
Districts; Aireborough and Horsforth Urban Districts, and the 
Borough of Pudsey; Selby Urban District, and the Borough of 

T> t T».y_. -rr^t A e.„A CT,«Tf TT.U..... 
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ton, tVoOlwiell ' '■ * *^*^“*^ .y » , . 

^fiddlesf^ p 1 . y. Sedbergh, Settle, Rowland Rural Dist 

Homsev of Acton, Brentford and Chiswick, Ealinc, and Kirkby Malzeard Rural Districts; N 

J. oouuigate, Tottenham, Twickenham, and Wembley; Urban dak Rural Districts. 
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PAYMENT OF PART-TIME CONSULTANTS 

CONTRACTS TOTH SEVERAL BOARDS 

The Ministry of Health, has sent a circular to regional boards 
and boards of governors giving guidance on the application of 
the terms of service to part-time consultants employed by two 
or more boards. In order to determine the consultant’s total 
part-time remuneration it should be assumed that his services 
for ail the boards are rendered to a single employer. Though 
he must hold separate contracts with each board, and may be 
paid separately in respect of each contract if the boards so 
arrange, his total remuneration should not be more than he 
would receive were all the time he devotes to the hospital service 
provided for in a single contract. 

If the number of hours worked by a consultant for each 
board were calculated separately by each board, the number 
of notional half-days might be higher than it the total hours 
worked for all the boards were aggregated before calculating 
the number of notional half-days, because the translation of 
hours worked into notional half-days may be reckoned in the 
' consultant’s favour in arriving at a round figure. 

The weighting factors added to the number of elevenths of - 
the whole-time salary are n or whichever gives the less 
result, X being the number of notional half-days. The formula 
should be applied not to the number of half-days worked 
separately for each board but to the total number of half-days 
worked for them ail. 

Each board pays the consultant in proportion to the number 
of hours a week he works for it. 


INTEREST ON COMPENSATION 

The Minister of Health has made amending regulations under 
which, until the amount of compensation has been notified to 
the claimant or his personal representative, payments in respect 
of interest are to be calculated and paid on a provisional basis. 
Underpayment or overpayment will be adjusted subsequently. 


GENERAL MEDICAL SERVICES COMMITTEE 

An all-day meeting of the General Medical Services Committee 
was held on July 28, Dr. S. Wand presiding. The committee 
congratulated Dr. E. A. Gregg on his election to the chair- 
manship of Council, and again expressed appreciation of his 
long term of service in the chair of the committee. 

On the constitution of the committee an objection from 
Cumberland to the proposed grouping of electoral areas was 
considered. Cumberland asked that, with North Westmorland 
and Carlisle, it might form a special area instead of being joined 
with Northumberland and Durham. The committee _was of 
opinion, however, that the proposed arrangement could not 
be altered without upsetting the balance of representation, and 
trusted that with good will the two seats would be filled with 
as much satisfaction as possible to all parts of this rather 
unwieldy northern area. 

Remuneration 

It was reported that the statement from the Ministry on 
remuneration following its inquiry into the incomes of general 
practitioners from National Health Service sources was expected 
very shortly. It was agreed that it should be circulated imme- 
diately to members of the committee and that a special meeting 
be called to consider it on Aug. 31. 

Arbitration 

Following negotiations between the Joint Committee of Con- 
sultants and the Ministry of Health, the statement on what 
had been agreed on arbitration svas reported to the committee 
— namely, that no changes would be made in terms and condi- 
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tfons of service without discussion in the appropriate Whitley 
machinery, that remuneration was a subject suitable for arbitra- 
tion, and that, save in exceptional circumstances and after 
“Whitley” had been exhausted, issues of remuneration 
remaining in dispute would go either lo arbitration or for 
inquiry and report by a committee. 

The view of the General Medical Services Committee was 
that this went a considerable way to meet the necessities of 
the position, and it was agreed to see how it worked out 
before faking any -action on the resolution of the Annual 
Representative Meeting insisting that arbitration machinery be 
set up and that the ' necessary alteration be made in the 
Amending Bill. 

The chairman of the committee was asked to write to Sir 
Lionel TOiitby, chairman of the Joint Committee of Con- 
sultants. thanking him for the great force and skill with which 
he had handled the negotiations with the Ministry on the terms 
and conditions of service for consultants and specialists — nego- 
tiations which, as on the issue just mentioned, had their 
repercussions on the general practitioner side. 

Midwifery Sendee 

The committee considered at some length a statement (repro- 
duced below) on the domiciliary midwifery service forwarded 
by the Ministry of Health from the Central Health Services 
Council. Many members of the committee took strong 
exception to certain of the statements in the document, which 
it- was felt would tend to diminish the status of the general 
practitioner in the maternity service, and it was agreed to urge 
the Ministry that nothing should be done pending a conference 
of interested bodies which has been called for Sept. 28. 

A further report of the committee’s discussions will appear 
in a subsequent issue of the Supplement. 


DOMICILIARY MIDWIFERY SERVICE 

The Ministry of Health has issued to local health authorities and 
local executive councils the following statement- on Domiciliary’ 
Midwifery Services, which was prepared by the Standing 
Maternity and Midwifery Advisory Committee of the Central 
Health Services Council : 

Misunderstanding exists about the nature of the medical ser- 
vices available for die expectant mother who is to be confined 
in her own home. In certain areas the terms of service of the 
doctor providing maternity medical services have been correctly 
interpreted and the service is working smoothly, but in others 
difficulties have been encountered. 

The principal cause of the trouble is the widespread belief 
among general practitioners and the public that the agreement 
between a doctor and a patient by which the doctor undertakes 
to provide maternity medical services as laid down in the terms 
of service converts the case into what is commonly known as a 
“ doctor’s case,” that is the doctor accepts full responsibility for 
the antenatal care, for the labour, and for the lying-in period. 
This was certainly not the intention: it was not intended in any 
way to diminish the importance of either the antenatal clinics 
or the midwives by the .introduction of the maternity medical 
services. 

In the past, about three-quarters of the domiciliary confine- 
ments were conducted by midwives who were booked early in 
the pregnancy. The antenatal care was primarily the responsi- 
bility of the midwife, who in most cases worked in close asso- 
ciation with an antenatal clinic. The medical officer in charge 
of the clinic could accept no responsibility if an abnormality 
arose, and the midwife had therefore to call in a general prac- 
titioner who had not previously seen the patient. This has long 
been recognized as unsatisfactory, and the maternity medical ser- 
vices were designed to get over this difficulty. At the same time 
it should be appreciated that a good service was being provided 
before July 5. 1948: the progressive reduction in the maternal 
mortality and stillbirth rates bears witness to this fact. 

If the best possible maternity service is to be provided under 
the National Health' Service the general practitioner, the 



Aug. 6, 1949 


DOMICILIARY ^^DW]FERY SERVICE 


midwife, the antenatal clinic, and the pathologist, as well as the 
hospital and specialist services, all have a part to play as 
members of a team. 

The midwife and the antenatal clinic have at their disposal 
all the services of the local health authority. If the patient 
fails to attend as advised she is visited without delay. Blood 
examinations are carried out as a routine and instruction given 
in hygiene and mothercraft. If any abnormality arises the 
general practitioner will be informed. 

For the pajment of a comprehensive fee a general practi- 
tioner providing maternity medical services undertakes ; 

1. To examine the patient at the time of booking. 

2. To examine the patient at about the 36th week, 

3. To make a post-natal examination about six weeks after 
confinement. 

4. To provide any medical attention additional to the above 
either if he considers it necessary, or in response to a call 
from the midwife. 

He is not required to undertake the more frequent routine 
antenatal supervision that is essential, nor to attend the labour, 
unless such attendance is considered necessary by himself or 
by the midwife. The doctor may, of course, provide additional 
services if he so desires. His remuneration is not affected 
whether or not he gives such additional services. 

By the rules of the Central Midwives Board the midwife must 
undertake regular antenatal- supervision even if this duplicates 
the examination of the general practitioner, unless the doctor 
makes it quite clear that he accepts full personal responsibility 
for the case during pregnancy, labour, and lying-in period. The 
general practitioner may of course assume these full responsi- 
bilities if he considers it necessary. But it is the hope of the 
Minister that in domiciliary midwifery the midwife will con- 
tinue to be regarded as the normal .attendant, supported by 
the antenatal clinic during the pregnancy, and working in 
co-operation with the general practitioner who has had the 
opportunity to satisfy himself that there are no deviations from 
the normal in the patient's general health during pregnancy nor 
obstetric complications towards the end of pregnancy and will 
come to her aid if trouble arises during labour or the lying-in 
period. The midwife will consider herself to be acting as a 
practising midwife unless she has been informed to the contrary 
by the. doctor. The success of this arrangement will depend on 
the close co-operation and understanding between the general- 
practitioner obstetrician and the midwife. 

The arrangements for the introduction of a maternity medical 
service under the National Health Service were meant to be an 
addition to — not a substitute for — the facilities previously avail- 
able for the care of the expectant and nursing mother. There 
has unfortunately been some misunderstanding about this in 
some parts of the country, but it is hoped that this statement 
will help to clarify the position as the services gradually settle 
down. 


3,000,000 WAIT FOR SPECTACLES 

The current “News-Letter” of the Association of Optical 
Practitioners announces that orders for well over 3,000,000 
pairs of spectacles are outstanding under the National Health 
Service. 


remuneration of nurses 

BAN ON HIGHER PAY 

The iMinistiy of Health has sent a circular to hospitals in the 
Service saying that “ considerable numbers of nurses have 
hitherto been employed by hospital authorities at rates of 
remuneration and under conditions of service which do not 
accord with the recommendations of the Rushcliffe Committee ; 
this has been notably the case where nurses have been employ-ed 
through the agency of nursing eo-operations and similar organi- 
zations which themselves fix fees and charge commissions.” 
The circular points out that nurses in the Service must be paid 
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in accordance with the rates agreed by the 3\'hitley Council, 
and that arrangements for nurses not being paid in accordance 
with the agreed rates must be ended as soon as possible. 

In some cases the nurses referred to have been paid at hieher 
rate.s than those recommended by the Rushcliffe Committee. 


PAY OF FORCES M.O£ 

No progress has yet been made in the negotiations with the 
Ministry of Defence on remuneration. A preliminary meetinc 
was held in May, at which representatives of the Ministry 
of Defence and the Service Deparimeots inquired how the 
Association's proposals had been calculated. Some correspon- 
dence followed, but no further negotiations. It is understood 
that the Association’s proposals are under consideration “ at 
a high level.” 


HOSPITAL FINANCE 

COST ACCOUNTS 

The Ministry of Health has informed hospitals that a standard 
form of cost account will be introduced as soon as practicable. 
For the period ending March 31, 1949. accounts will be analysed 
in accordance with Tables B and D in the Third Schedule of the 
Hospital Accounts and Finance Provnsions Regulations, which 
require details of how money is spent and received. Further 
statistical data asked for include the number of in-patient days 
and out-patient attendances, as well as a list of special depart- 
ments at the hospital, with information about the number cf 
specimens examined, etc. 

The Minister asks hospitals which prepared detail cost 
accounts before the appointed day to send a summa.w sfiov’- 
ing the average figures for the period to March, 1949. 


HEALTH SERVICE COSTS IN LONDON 

The London Executive Council announces that payments 
for the Health Service during the ri-si year amounted to 
£8,648,185, and that adminiuration cos: 1 25'p. of the total. 
The figures are as follow^. Medical se'.ices, £2.62",614 ; 
dental, £2,300,532 ; ophthsin<:. i', 693.~C . pharmaceutical. 
£1,918,188 ; administration, ..'05 03-!. 


HOSPITAL SERVICES 

COMMITTEE TO RE5TEW 

The Ministry of Health states that the Central Health Services 
Council has appointed the following committee to review tne 
organization of the hospital services under the National Health 
Service Act: Mr. F. Messer iebainnan). Sir Harold 5’. emher 
(vice-chairman), Mr. E. C. F. Bird, Alderman Eradoeer, 
Mr. F. J. Cable, Sir Allen Daley, Mr. S. C. Fryers, 
Mr. A. 3. P. Howard, M.P., Mr. R. A. ^^lc(;eIw right. Sir 
Owen Morsbead, and Dr. W. G. Patterson. Joint secretaries 
are Mr. E. 3, S. Clarke and Mr. E. \V. Bryant, of the Ministry 
of Health, ... r • - 

The comwhtee will not consider the administration o* indi- 
vidual hospitals but will make recommendations and^ frame 
detailed terms of reference for a committee on the subject. 


RETTmN TO PRACTICE 

The Central Medical War Committee annoirr.ces that Dr. A. W. J. 
Houghton, M-R.C.P., Wren Cottage, Pulverbatch, near 
(Tel.: Dorringion 24), has resumed a^-ilian practice. iCorrectei 
announcemeni^ 
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Grading of Hospital Staff 

Sir, — I n view of the discrepancies appearing in . the present 
grading of specialists, due largely to the fact that there are 
no cri.eria laid down to define a specialist or a hospital. medical 
officer, ihe St. Hel er Group Medical Advisory Committee have 
instruc.ed me to send you a copy of the criteria they laid down 
to help the assessing committees working in this group. 

Thi,; grading is dependent to a certain extent on whether a 
person engaged in general -practice is debarred from full 
specialist s:atos, but we are concerned primarily in prevent- 
ing people who by any reasonable standards qualify for 
special. s. status being reduced to hospital medical officers. To 
say that hospital medical officers are in fact specialists is non- 
sense and is in line with the political trickery with which we 
are becoming familiar. 

It is felt most strongly that some classification on these lines 
should be drawn up, approved, and accepted to guard us not 
only from the Minister and his satellites' but even, -unfor- 
tunately, from some of our own colleagues. 


Criteria for Classification 


In our opinion a specialist should be defined as a medical 
practitioner who 

(il has held an appropriate higher qualification for five or more 
years ; 

(ii) has had training and experience in his specialty ; 

(iii) is capable of practising his specialty without supervision ; 

(iv) has held a hospital staff appointment prior to July 5, 1948 ; 

(V) is recognized by his colleagues, in his district, as a specialist. 

In considering the senior medical staff of our hospitals we find 
that they are divisible into three main groups. 

Group /.—Those who are entirely -engaged in specialist practice, 
hold an appropriate higher qualification, and have a hospital appoint- 
ment as a specialist should without question be recognized 
automatically as of full specialist status. 

Group 2.— Those not entirely engaged in specialist^ pmctice but 
holding an appropriate higher qualification and a specialist hospital 
appointment and recognized by their colleagues in the district as 
specialists should also have full specialist status. 

Group 3.~-(n) Tliose who hold a hospital appointment as a 
specialist though not holding an appropriate higher qualification 
should, by reason of their experience, be retained as senior hospital 
medical officers, (fi) In exceptional cases practitioners with a 
specialist hospital appointment of many years’ standing and recog- 
nized by their colleagues in the district as specialists, but not holding 
a higher qualification, should be considered for full specialist status. 


— I am, etc., 


P. M. Kelly, 

Hon. Sec.. St. Helicr Group Medical 
AdvisoiV Coroinit.ee. 


Sir.— I am in agreement with the views expressed in your 
leading article (July 23, p. 220) concerning the grading of 
specialists I should like to point out, however, a slight error 
in ycur description' of men of registrar status — at any rate, 
so fir as this region is concerned. 

The vast majority of senior registrars in this region have 
been qual Red for fourteen or fifteen years and not for four 
or five as you suggest. Perhaps the senior registrars here have 
been 'erv slow in achieving specialist status, but I cannot 
reallv believe that this is true only of this area. — I am, etc., 
Shemdd. W. INCMAN. 


Sir, — In your controversial leader on the grading of 
special sts (Journal, July 23. ts. 220) you suggest that there is 
a case for the grade of S.H.M.O. in tuberculosis sanatoria. 
Apart from the fact that your suggestion comes at a most unfor- 
tunate time, while the regrading of specialists is still proceeding, 
there are other serious objections to it. 

Modern sanatorium work demands a high degree of special 
experience and skill. You appear to suggest that men who 
have taken considerable time and trouble to acquire these 
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qualities should be rewarded by a low degree of remuneration 
and professional standing. 

Furthermore, for reasons well known to all, tuberculosis is 
one of the major medical problems in this country to-day. 
Good men are needed to tackle it, and they will not be attracted 
by the lure of an inferior status. 

Sanatoria should be medically staffed by full specialists and* 
trainee specialists. Our tuberculous patients deserve no less, 
— I am, etc., 

Worcester. R. B. MaYFIELD. 

Sir,— H aving recently been accepted, albeit apparently only 
upon reluctant second thoughts, as of “full specialist status’’ 
and finding my foot thus poised, however insecurely, upon 
the lowest step of the New Citadel, I may perhaps with less 
rancour comment upon the activities of those elderly medical 
gentlemen- who have allowed themselves to be used to belittle 
the ability of their- colleagues. 

Some form of grading is of course necessary, but this was 
achieved in the Services with much mqre consideration and 
with much less bizarre results. When one knows that among 
those whose competence is now disparaged are not only many 
who have practised their specialty with success for more than 
ten years but also one who was, during the war. an adviser 
to the Air Ministry, one wonders whether our arbiters may 
expose themselves not only to obloquy but even to a claim of 
damages for defamation. 

Whether their motive be the well-established principle, “It 
took me years to get anywhere and I’ll make it tough for 
you,’’ or the hope of favour for assiduous devotion to the 
' course politic, it would appear to many of us that the apparent 
misuse of their professional authority by these elderly gentle- 
men in proscribing their colleagues would be a fit subject for 
review by the General Medical Council. — I am, etc., 

St. Day. Cornwall. CHRISTOPHER HeATH. 

Sir, — M ay I congratulate “ Qualified Consultant ’’ (Supple- 
iiient, July 16, p. 50) on his courageous and lucid writing 
and carry at the same time his suggestion a step farther to 
its logical conclusion by putting forward some concrete 
proposals ? 

The confusion and secrecy that enshroud the grading of 
special sts is a clear indication by itself that something is 
fundamentally wrong, with the whole problem. For example, 
speeches piade by representatives at Harrogate and correspon- 
dents in your columns suggest that grading committees have 
acted on instructions from some quarters. Yet 1 am informed 
by the highest authority that the Joint Commitlee “ could not 
lay the blame at the door of the Ministry, in that the latter 
promptly retort that the grading, having been carried out by 
the profession itself, is no concern of 'theirs.” And in a letter 
dated July 7, 1949, one of the assistant secretaries of the 
B.M.A. assured me that “ we are informed authoritatively 
that the grading committees have not received instructions from 
the Ministry with regard to' the number of practitioners who 
hold contracts with the regional board who should be graded 
senior hospital medical officers. I am quite sure that grading 
committees would not have carried out such instructions.” 
What is the truth ? 

We all agree with “ Qualified Consultant ” that “ we are 
now at the last ditch, and if we do not fight now we will never 
get the opportunity again in our lifetime,” but 'who is going 
to organize this fight ? 

The Central Consultants and Specialists Committee and the 
Joint Committee in negotiating with the Minister can only 
safeguard principles regarding terms and conditions of service 
and remuneration, but obviously they have neither the power 
nor the interest to enforce their just and fair application in 
practice. Indeed, a situation has arisen which is exactly the 
same as if a trade union had concluded after a hard figM 
a successful wage agreement in principle for their skilled 
labourer members and had then allowed in practice a large 
proportion of their members to be classified arbitrarily as 
unskilled labourers, and supported the employers to pay them 
at unskilled rates. Such a situation would be the more absurd 
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should it ever occur in that the so-called “ unskilled labourers " 
ccftld seek legal redress from a competent court, while highly 
sp Lialized members of the medical profession cannot. 

To clarify the position I wish to put through the medium 
of the Journal the following questions to the B.M.A. ; 

(1) Would the B.Mak. organize without delay a campaign — in the 
same way as they did for the general practitioners and for the con- 
sultants and specialists in principle — tor the consultants and 
specialists in practice, to ensure justice and fair play in grading ? 

(2) If so, would the form a representative committee to 

investigate the modus operandi of the grading and appeal 
committees ? 

(3) And if so, would this committee form a subcommittee to 
collect relevant material such as copies of appeals and other evidence, 
so that they may have a nation-wide view of the magnitude of the 
problem ? 

(4) Would the lift the veil of secrecy over the whole 

procedure of grading by publishing at once all available facts at 
their disposal, such as the composition of the grading committees, 
their terms of reference, the methods, standards, and principles which 
they had applied to grading, and above all whether the grading 
committees did or did not receive instructions from the Ministry, or 
the regional boards, or from any other body as to the proportion of 
practitioners who were to be graded other than consultants 1 

— I am, etc., 

Quolsque Tandem ? 

B.M.A. War Memorial 

Sir, — A t the recent A.R.M. the balance of the argument 
about the proposed war memorial was, from the voting, clearly 
in favour of some physiqal visible memorial, and we were 
convinced the educational project was not so attractive as many 
of us had presumed. There was, however, a strong feeling 
against the proposal of a fountain as the form a memorial 
should take, and this from several angles which I need not 
detail. The purpose of this letter is to suggest in ail humility 
a form of memorial which would, I believe, prove acceptable to 
the majority of our members, and in this project the greatest 
possible unanimity is most desirable. 

' If the memorial is to be satisfactory it must be one which 
should suggest, and if possible promote, the highest ideals of 
medicine, in the service of which those who fell gave their lives. 
At the same time it should not be purely utilitarian or suggest 
that the B.>\f.A. was Irj’ing to complete B.M.A. House “on the 
cheap.” A war memorial at Trinity College. Cambridge, which 
some of those who attended last year’s Annual Meeting may- 
have seen, gives an idea of one way in which these requirements 
might be met. 

The memorial referred to is the Junior Combination Room 
at Trinity Ccllege, which was redecorated by Mrs. Allhusen 
in 1925 in memory of her son and husband. This room is 
quite outstanding for its beauty amid the architectural glories 
of Cambridge. There is in it nothing extravagant or exotic, 
yet it is impossible for anyone to enter it without saying to 
himself, “This room is something special, k5Tiat is it for and 
why was it made ? ” There is about it an atmosphere of quiet 
grace and beauty', a dignity that is neither heavy, dull, nor 
dowdy’, that strikes even the least responsive. 

Now this surely was the aim and probably also the effect of 
the Greek temples of healing. It is the spirit which is so 
largely missing in modem life and even in modern medieme. 
a spiritual quality the lack of which lies at the root of many 
of our present ills, social as well as medical. My' proposal 
therefore is that one of the rooms at B.M.A. House — ^perhaps 
the old library would be suitable, and the fact that to use 
it would entail some sacrifice should be no real obstacle — should 
be transformed into such a quiet haven of reslfulness, a refuge 
from the bustle of life in London (and B.M.A. House, too), 
not definitely a reading-room nor a smoking-room, which 
are provided elsewhere, but a place of beauty and refreshment 
which might perhaps be used for very special receptions, etc. 

It was stressed by several speakers that our mernorial ought 
to be one that visitors to London would be anxious to see, 
and I should imagine that our finest designers would be proud 
to design a room which would preserve the highest traditions 
of the past for the enrichment of the future, a memorial that 


would mellow instead of groiv old, a room in which line flowers. 
e:c., would keep evergreen the memory of those who gave their 
lives that we might not only live but live in peace and freedom. 

It seems to me that this sort of a memorial, which I have 
so poorly tried to outline, would be of particular interest to 
our members overseas, as it would give an opportunity for 
the various Branches to enrich the adornment of the room by- 
gifts of special products of their countries — e.g., carpels from 
India, rare woods from the Tropics, perhaps even a golden 
memorial tablet from South Africa — while I think our many 
friends in the U.S.A. would like to join with an e.xpression 
of their comradeship and unbounded generosity. The design 
would, of course, have to provide for these things so that 
all would take their place in building up a harmonious vshole. 
as diverse in its parts as medieme, our Empire, and the war 
itself, yet expressing, as they do, one spirit. 

I am confident that such a memorial would be sought out 
by visitors from overseas, who would look with pride for the 
special contribution of their country, and as one who has 
attended many meetings at B.if.A. House 1 am sure that those 
who go there might find that the memorial room was not only 
a thing of beauty and a joy for ever but a perpetual refreshment 
of the spirit, an invitation to that quiet and reflection which 
are essential to real health and healing, a gracious reminder 
of things which, though unseen, are eternal. By it not only 
would B.M.A. House be enriched and beautified but the stan- 
dards of medicine (and of civilization) he upheld, as those who 
gave their lives for it would have wished. — I am, etc., 

WiosforU. Cbsshire. W. N. LEAK- 

Headqnarfers and the Regions 

Sir. — M y attention has been drawn to remarks made by 
Dr. W. Hunter at a recent Conference of Honorary Secretaries 
of Divisions and Branches (Supplement, May 28, p. 297). 

In referring to the method now in operation for making 
available to the regions the services of the Headquarters secre- 
tarial staff, as explained by the SecretaVy. Dr. Charles Hill. 
Dr. Hunter expressed his fear that the policy of ” regionaliza- 
tion ” might overweight the administrative machinery of the 
Association, and proceeded to say ; “ We want not a man from 
Headquarters to keep an eye on the periphery. ...” These 
are entirely wrong assumptions . I take it the object is to 
enlighten members of Branches on many points of doubt and 
difficulty that are constantly arising. 

Dr. Hunter must not say ; “ We are ;elf -sufficient here in the 
North ; do not disturb us.” Rather should it be suggested that 
the Branch held quarterly meetings to whicn a member of the 
Headquarters staff would be invited to attend.— I am, etc., 

Hcuon-te-HoIe. Co. Dnrhani. M'CLEOD 

POINTS FROM LETTERS 

Tuberculosis Service 

Assistant T.O. writes : The propounding of major prindples was 
not a funedon of the Spens Cotnmittee. Only mcidentally was 
anything approaching principles laid down. Amongst these^ were 
that : (1) A specialist is a specialist. (2) To ensure the manning of 
all special departments in hospitals, all specialists shall be paid 
on the same scale, and/or with equal eligibnity for promotion to 
super-scales. (3) The prefne ” assistant ” need not, and frequently 
does not, imply- intrinsic inferiority. Against expectation the 
tuberculosis service has been includerJ in the hospital servace. There 
ram be no honest doubt that had this been foreseen tubertmlosis 
would have been included with radiology*, denTi 2 toioc>, clniicai 
pathology, etc., in the list of specialties in the Spet^ Repert. T .O.S 
who have been graded as senior hospital medical officers nave a toI 
gric\-ance. Some, like myself, have been graded as junior medical 
officers. ... \ 

ConscrvatiTc Policy 

Dr J P O'She.^ (Newquay, Com^-alD ^Tites: On p. 46 of The 
Rmht Road for Britain the Conservative Party- promises fo) appeal 
to”the courts over the Minister, (6) free drugs for the private patien-., 
thereby- putting richt soda! injusuces. If any medical men have aay 
spare time, they ran surely see wherein thdr duty h'es these comang 
weeks. 
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Association Notices 


B.M.A, LECTURES 

Every Branch and Division may have one B.M.A. Lecture a 
year. The lecturer, who is chosen by the Branch or Division, 
is an authority on his particular subject. He is invited from 
the Central Office and receives an honorarium and his expenses. 
Branch and Divisional secretaries making up their programmes 
for the forthcoming year are invited to send requests to Head- 
quarters for B.M.A. lectures. The application should be on a 
special form obtainable from Headquarters denoting the name 
of the lecturer, the subject, and choice of dates. 


SIR CHARLES HASTINGS CLINICAL PRIZE 
The Sir Charles Hastings Clinical Prize, which consists of a 
certificate and a money award of 50 guineas, is again open for 
competition. The following are the regulations governing the 
award ; 

1. The prize is established by the Council of the British Medical 
Association for the promotion of systematic observation, research, 
and record in general practice. 

2. Any member of the Association who is engaged in general 
practice is eligible to compete for the prize. 

3. The work submitted must include personal observations and 
experiences collected by the candidate in general practice, and a 
high order of excellence will be required. If no essay entered is 
of sufficient merit no award will be made. It is to be noted that 
candidates in their entries should confine their attention to their 
own observations in practice rather than to comments on previously 
published work on the subject, though reference to current literature 
should not be omitted when it bears directly on their restilts, their 
interpretations, and their conclusions. 

4. Essays, or whatever form the candidate desires his work to 
take, must be sent to the British Medical Association House, 
Tavistock Square, London, W.C.l, net later than Dec. 31, 1949. 
The prize will be awarded at the Annual General Meeting of the 
Association to be held in 1950. 

5. No study or essay that has been published in the medical 
press or elsewhere will be considered eligible for the prize, and 
a contribution offered in one year cannot be accepted in any sub- 
sequent year unless it includes evidence of further work. A 
prizewinner in any year is not eligible for a second award of the 
prize. 

6. If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision of 
the Council on any such point shall be final. 

7. Preliminary notice of entry for this competition is required, 
on a form to be obtained from the Secretary. 

8. Each essay must be typewritten or printed, must be dis- 
tinguished by a motto, and must be accompanied by n sealed 
envelope marked with the same motto and enclosing the candidate’s 
name and address. 

9. The writer of the essay to whom the prize is awarded may, 
on the initiative of the Science Committee, be requested to prepare 
a paper on the subject for publication in the British Medical 
Journal or for presentation to the appropriate Section of the Annual 
Meeting of the Association. 

10. Inquiries relative to the prize should be addressed to the 
Secretary. 

NATHANIEL BISHOP HARMAN PRIZE 

The Council of the British Medical Association is prepared to 
consider the award of the Nathaniel Bishop Harman Prize in the year 
1950. The value of the prize is approximately £100. The^purpose of 
the prize is the promotion of systematic observation and research 
among consultant members of the staffs of hospitals who are not 
attached to recognized medical schools. It will be awarded for the 
best essay submitted in open competition. The work submitted must 
include personal observations and experiences collected by the 
candidate in the course of his practice. A high order of'excellence 
Mil be required. 'No study or essay that has been previously pub- 
lished in the medical press or elsewhere will be considered eligible 
for- the prize. 

Any registered medical practitioner who is a consultant member 
of the staff or senior hospital medical officer of a hospital in Great 
Britain or N. Ireland and is not attached to a recognized medical 


school is eligible to compete. If any question arises in reference. U\ 
the eligibility of a candidate or the admissibility of his essay , *’4 
decision of the Council shall be final. L' 

Should the Council of the Association decide that no essay s'ab- 
mitted is of sufficient merit, the prize will not be awarded in 1950 
but will be offered again the year next following this decision, and 
in this event the money value of the prize on the occasion in 
question shall be such proportion of the accumulated income as the 
Council shall determine. 

The writer of the prize-winning essay may be required to prepare 
a paper on the subject for publication in the British Medical Journal 
or for presentation to the appropriate Section of the Annual Meeting 
of the Association. Each essay must be typewritten or printed in 
the English language, and must be distinguished by a title and a 
motto. The essay must not bear the name of the writer, which should 
be sent with the essay in a sealed envelope bearing only the motto 
on the outside. 

The title of the proposed essay and the motto should also be 
notified in writing to the Secretary by Dec. 1, 1949, on a form to be 
obtained from the Secretary. Essays must be forwarded to reach 
the Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.l, not later than March 31, 1950. The prize 
will be awarded at the Annual Meeting of the Association to be held 
in 1950. Inquiries relative to the prize should be addressed to the 
Secretary. 

PRIZES FOR MEDICAL STUDENTS, 1950 

The Council of the British Medical Association is prepared 
to consider the award in 1950 of prizes to medical students 
for essays submitted in open competition, 

The subject of the .essays Shall be “ Clinical Teaching in 
Relation to the Practice of Medicine.” 

The purpose of these prizes is the promotion of systematic 
observation among medical students. In awarding the prizes 
due regard will be given to evidence of personal observation. 
No study or essay that , has previously appeared in the medical 
press or elsewhere will be considered eligible for a prize. Any 
medical student who is a registered member of a medical 
school in Great Britain or Northern Ireland at the time of 
submission of the essay is eligible to compete for a prize. 

If any question arises in reference as to the eligibility of 
a candidate or the admissibility of his or her essay, the decision 
of the Council of the British Medical Association shall be 
final. In determining the number and the value of the prizes to 
be awarded the Council will take into consideration the number, 
of essays received. Should the Council decide that no essay 
entered is of sufficient merit, no awards will be made. 

■ Each essay must be typewritten or legibly written in the 
English language, on one side' of the paper only, must be 
unsigned, and must' be accompanied by a form of application 
which can be obtained from the undersigned. Essays must 
be forwarded so as to reach the Secretary of the British Medical 
Association not later than Dec. 31, 1949. Inquiries relative to 
the prizes should be addressed to the Secretary, British Medical 
Association. B.M.A. House, Tavistock Square,. London,- W.C.l. 

Charles Hill, 
Secretary. 


Meetings of Branches and Divisions 

' ■ Leeds Division 

The Leeds Division has expressed its pleasure on hearing that Dr. 
J E. Rusby, immediate past-chairman of the Division, and Dr. J. 
Wyllie have been appointed to the Commission of the Peace. 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 
Non-County Borough Councils. — Dartford, Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-Ie- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoinl-. 
ments), Tyldesley. 
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THOMAS ADDISON: PIONEER OF ENDOCRINOLOGY’^ 


Sir.HENRV DALE, O.M., G.B.E., F.R.C.P., F.R.S. 


Thomas Addison was second in that matchless succession 
of physicians and morbid anatomists — Richard Bright, 
Thomas Addison, William Gull, and Samuel Wilks — ■ 
whose work at Guy’s Hospital in the earlier and middle 
years of the nineteenth centurx' raised to such heights 
the reputation of this 
school as a great 
centre of medical 
teaching and investi- 
gation, and contri- 
buted so much to 
the foundation of the 
great nineteenth -cen- 
tury tradition of ad- 
vancingmedical know- 
ledge by the accurate 
study and diffefentia- 
tion of diseases in the 
clinic, closely linked 
with an equally thor- 
ough scrutiny of their 
results as seen after 
death. The names of 
two of them. Bright 
and Addison, have 
been permanently as- 
sociated with disease's 
which they thus de- 
scribed ; the number 
would be three if we 
included the name of 
Thomas- Hodgkin, 
who rras curator of 
the museum here in 
the same period, 
though never on the 
clinical staff. Tsvo of 
them again. Addison 
and Gull, can be re- 
garded as clinical pio- 
neers of endocrino- 
logy. In Gull 's case 
we ought to associate 
his achievement with that of another and younger Guys 
physician, Hilton Fagge, whose recognition of absence 
of the thyroid as the cause of cretinism enabled Gull, in 
1874, in describing “ a cretinoid condition in adult women 
now known as myxoedema. to associate it with atrophy and 
functional defect of that gland.. That, however, was a 



quarter of a century later than Addison's first mention of a 
condition which he had discovered, now known everytvhere 
as Addison's disease, and which he then described as “a 
remarkable form of anaemia ” regularly associated with 

disease of the suprarenal capsules. „ 

Two Pioneer 

Communications 
The late Sir William 
Hale-\\'hite,t whose 
long life enabled him 
to transmit to more 
than one later gener- 
ation the great tradi- 
tion of this school 
from a time when 
Addison was still held 
in living memory 
here, has suggested 
that “ the whole of 
endocrinology dates 
from March 15, JS49 
— this being the date 
on which Addison 
made the first, short 
communication on his 
disease to the South 
London Medical So- 
cietj'. I believe that 
a good case could be 
made for that claim. 
There had, indeed, 
been earlier accounts 
of diseases— diabetes 
mellitus and exoph- 
thalmic goitre — which 
were shown much later 
to have a causal rela- 
tionship to endocrine 
disorders. Even corti- 
cal tumours of the 
suprareoals had been 
recorded early in the 
nineteenth century, and 


•The Addison Lecture given at Guy's Hospital on dune 23. 


Reproduced by kind permission of (he Royal Society of Medicine. 

hirsutism noted in a girl patient, but again witociut dear 
recosnition of an aetiological relationship. 1 think, there- 
fore, that we may agree with Sir Wi lliam Hale-White tha 

TGreci Doctors of the Nineteenth Century. Sir W. Hale-ANTiile- 
Amold and Co. 193-5. To ihose v.ho 'Rish lo more ^ 

Addisons life, personality, and achievements, the chapter on h^ 
in that volume is recommended, 

of him by Samuel Wilks who ^^as hib pupil, and Lon>da.-. a nteim-. 
medical friend. 
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endocrinology began effectively .with Addison’s paper, 
which in 1849 made the first clear attribution of a general 
morbid condition to defect of a ductless gland ; and you 
will note that the date gives a centenary character to our 
celebration of this great man. and his aehievem'eiit. 

Addison’s fuller account of the disease which now bears 
his name was published six years later, in 1855, as a 
separate slender quarto with fewer than 46 pages of large 
printed text, richly illustrated with coloured lithographic 
plates and bearing the title On the Constitutional and 
Local Effects of Diseases of the Suprarenal Capsules. You 
will note that even the title emphasizes the aetiological 
inference. On jhese two pioneer communications by 
Addison the author of a recent textbook on the now 
enormous science of endocrinology makes apt comment: 

“ . . . They show how much can be accomplished, without 
any of the modern clinical and laboratory facilities, by 
keen observation of the living and dead patient. They 
are prominent examples of concise and descriptive medical 
writing.” They are so indeed ; no better model could be 
recommended to the many who to-day seek to give per- 
manent record to observations which are, in the main, of 
slighter significance. 

A remarkable feature of the publication of 1855 is that, 
by way of introduction to the principal theme, Addison 
describes and differentiates another new disease, for which, 
by contrast, he had failed to discover an adequate cause 
by examination post mortem. This he named “ idiopathic 
anaemia,” but -it is now generally known as “ pernicious ” 
or “ Addison’s ” anaemia. It is not clear that he had at first 
distinguished with certainty between these two fatal dis- 
eases, in both of which anaemia and lassitude were promi- 
nent ; but there is no doubt about the distinction in the 
book of 1855. His object there was to give an exact 
account, based on a series of cases, of what he called 
“ bronzed skin ” or “ melasma, suprarenale,” known to us 
as “ Addison’s disease.” The description of “ idiopathic 
anaemia ” is given only by way of introduction, to explain 
that the author was looking for additional cases of this 
condition when, in his own phrase, he “ stumbled upon ” 
another major discovery, which is the main subject of the 
book. 

So that this slender volume contains the first full descrip- 
tion of two new diseases ; and, to quote Sir William 
Hale-White again, “ Addison's account of each is so per- 
f^t that nothing has been found wrong in his clinical 
picture, and nothing has been added except facts that have 
been obtained by instruments which he did not possess, 
and a few occasional symptoms not present in the cases 
which he describes.” I think it should be added that, if 
Addison had looked at the marrow in the long bones of 
the patients dying of pernicious anaemia, his acute eye 
could hardly have missed its unusual appearance. Even 
without any of the technical equipment which has made 
haematology a later possibility, he might in this case also 
have associated what he could see post .mortem with the 
general disease. He certainly could not have foreseen, 
however, that the bone-marrow defect and the consequent 
anaemia would be traced many years later, in 1926, to the 
failure of a kind of endocrine control normally exercised 
by the liver ; and even remoter from any conception 
possible to Addison, or to anybody till very recent years, 
is the news from two different research centres, in 
America and this country, of the isolation this year of 
the immcnselj' active agent responsible for this endocrine 
control of the haematopoietic function, and the remarkable 
discovery that cobalt is an important element of its com- 


position. Perhaps we may regard that, too, as an achieve- 
ment suitably commemorating the fact that pernicious 
anaemia, which this potent hormone (or vitamin) so 
dramatically relieves, was first recognized by Addison 
about 100 years ago. 


' Other Achievements 

When Addison’s book describing these diseases was pub- 
lished in 1855 he was already 60 years of age. It would 
be very remarkable if he had first begun to make and to 
publish discoveries of such outstanding merit so late in 
life. In fact, he had already made and published others 
in an impressive series ; and some of these, in particular 
those dealing with pneumonia and phthisis, were regarded 
by his pupil Wilks as the highest of all his achievements. 
VVhat is really remarkable is that they should have been 
so little recognized and so widely forgotten. His earliest 
publication of importance was a characteristically perfect 
description of the clinical appearance which he found to be 
associated with, and diagnostic of, a fatty liver. Then in 
1839, when he was 44 years old, in a book. Elements of 
the Practice of Medicine, which he published with his 
senior, Ridhard Bright, Addison gave the first descrip- 
tions of appendicitis and its consequences — “descriptions,” 
according to a modern writer, “ so clear and well presented 
that they could not be surpassed to-day.” Later he gave 
the first correct account of the pathological process of lobar 
pneumonia ; he published observations calling for a pro- 
found modification of the earlier conception, due to 
Laennec, of the , destructive process in pulmonary 
phthisis ; and he discovered and described xanthoma, 
which he called “ vitiligoidea.” And all these contribu- 
tions to the advancement of medical knowledge, any one 
of which might be judged adequate by itself to have given 
him high rank as an investigator, were made by Addison 
before he discovered the two diseases which bear his nartie 
and thereby keep it in general remembrance among those 
who study and practise medicine. 

When Addison came to London after graduation in 
Edinburgh, he gave his time and interest for some years 
chiefly to diseases of the skin. This interest he retained 
after he had begun his career at Guy’s, w'here he entered 
as a student in 1817 ; it was he who later superintended 
the making of the beautiful wax models of skin conditions 
which are still one of the great treasures of the patho- 
logical museum Jrere. He seems to have been rather a 
proud and shy man,' not easy of approach ; but none of 
the Guy’s men in that great succession stood higher in 
reputation with his colleagues and pupils as a physician 
or as a teacher. Much of his time was spent, and prac- 
tically the whole of his professional interest was centred, 
in this hospital. Outside it he sought no recognition, and 
he received but little. Only late in his career was he 
elected to the Fellowship of the Royal College of Physi- 
cians, and he held neither lectureship nor office there. He 
was never even proposed for the Fellowship of the Royal 
Society, and he was never a physician to the Court. Here 
you will keep him in proud memory as the greatest of all, 
perhaps, of the great medical investigators and teachers 
who were members of the staff of this hospital in that 
period. As his pupil, Samuel Wilks, wrote of him : “ For 
many years he was the leading light of Guy’s, so that 
every Guy’s man during the thirty or forty years of his 
teaching was a disciple, of Addison, holdirig his name. jn 
the greatest reverence, and regarding. his authority;;as the 
best guide in the practice of his profession.” 
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The Development of Endocrinologj' 

In the medical circles of a wider world Addison will 
be remembered chiefly as a pioneer of the science of 
endocrinology — as the man who first entered and opened 
to other explorers a new territory' which in the intervening 
century has been extended in all directions and brought 
under a most Ggorous cultivation. There have been periods 
in which doubts of its further fertility have become pre- 
valent and have seemed even to be natural, but it is to-day 
yielding harvests of medical knowledge in overwhelming 
abundance and in bewildering variety. I am going to invite 
you now to follow me in a preliminary survey, at the best 
a most cursory review, of the lines of development along 
which the present position has been reached. Then 1 shall 
endeavour to speak in somewhat greater detail of the course 
of the advance, including some recent and intricate phases, 
of knowledge of the endocrine functions of the particular 
ductless- glands, the suprarenals, which, through Addison’s 
, discovery, provided endocrinology with the point of its very- 
beginning, and which are now providing a focus for some of 
its most recent and most rapidly progressive developments. 

I think we may assume that, brilliant and accurate 
observer as he was, Addison went as far as it would ever 
have been possible to proceed with the advancement of 
knowledge of an endocrine defect by simple observation of 
the results of a natural process at the bedside and in the 
post-mortem room. His work came at the end of the 
purely observational period and at the beginning of a new 
epoch, in which deliberate experiment was to play a domi- 
nant part. It is curious, indeed, that the use of the experi- 
mental method in medicine should have fallen so long 
into abeyance. William Harvey had shown what it could 
do, and had particularly enjoined its use on his fellow- 
physicians, two centuries earlier -. but before Addison’s 
day English physicians appear to have forgotten Harvey’s 
injunction, and to have left the use of experiment 
to surgeons like John Hunter and Charles Bell. And when 
a major revival of the experimental method came, opening 
the era in which we are still living, it began, not in Harvey’s 
England, but on the European continent. 

There, in Paris, the founder of modem physiology, 
Claude Bernard, in his experimental studies of the glyco- 
genic -function of the liver had reached and propounded 
the general idea of an internal secretion into the blood. 
The idea was not an entirely new one ; its germ can be 
found in medical writings at least as early as 1775 ; but 
Bernard gave it form and an experimental basis. He was 
not directly concerned, however, with the specifically acting 
internal secretions of the glands with which endocrinology 
normally deals ; and, apart from what had been known 
since prehistoric times of the effects of castration, the first 
attempt to study the function of an endocrine organ by 
deliberate experiment must apparently be credited to 
Brown-Sequard, who began to remove suprarenal glands 
from animals by operation in 1856, the year after Addison’s 
book was published. His animals all died rapidly ; but any 
significance wluch his results might otherwise have claimed 
seems to be called in question by his frequent record of 
fatality following unilateral adrenalectomy — an operation 
which later w-orkers, using a clean surgical technique, have 
uniformly found harmless. In any case, neither he nor 
Tizzoni (1886), nor Abelous and Langlois (1891), who thus 
later confirmed the fatal effect of double adrenalectomy, 
contributed much more than a confirmation of Addison’s 
'conclusion, from his study of Nature’s experiments, that 
the function '-bf the-suprafenals was for some reason a 
vita! necessity. 


It was in 1856, again, that, Moritz Schiff reported that 
extirpation of the thyroid gland was fatal to dogs — many 
years, it will be realized, before the clinical studies of 
.Fagge and Gull brought to light the connexion between 
defect of thyroid function and cretinism or my-xoedema. 
There can be no doubt, however, that the effect which Schiff 
thus early observed was mainly due to his removal of the 
parathyroid glands with the thyroid, to whic’a in the dog they 
are closely attached. This was eventually made clear by the 
work of Gley in 1891 ; but. before this, Schiff had himself 
shown that successful grafting of a portion of a dog's 
thyroid gland, which presumably contained a parathyroid, 
would protect it from the normally fatal result of removing 
the remainder. And after Gley’s demonstration of the 
separate function of the parathyroid glands the possib'ility 
and protective effect of grafting these alone was shown by 
von Eiselsberg (1892), L’eischner (1909), and others. 

Meanwhile the experience of Reverdin and of Kocher 
on the mj-xoederaatous or cachexial condition following 
surgical removal of the human thyroid for goitre, and 
Horsley’s production in 1884 of an artificial mv-xoedema by 
thyroidectomy in the monkey, had brought the experimental 
work on the thyroid again into closer relation with the 
observ-ed results of its atrophy in man. And then in 1891 
came the first successful application of these experi- 
mental findings in practical therapeutics, when Murray, 
of Newcastle, showed that myxoedema could be success- 
fully treated by administering an extract of sheep's thvToid 
— a notable milestone, indeed, on the road of advance in 
endocrinology. In this case, at least, the formation of an 
internal secretion was no longer a matter of infe’rence : 
it had become a demonstrated fact. 

This advance was followed, however, by a long and 
discouraging delay, which was especially obvious on the 
side of remedial application. When I myself, as a student, 
first began to be conscious of physiology- and its progress. 
Horsley’s experimental results and Murray's triumphant 
application of them were still relative novelties, and there 
was great interest in the likelihood of analogous therapeutic 
success in diseases due to defects of other ductless glands. 
As the years went by, however, such possibilities seemed 
to become increasingly remote.' Plenty of observers were 
trying to correct such defects, whether resulting from dis- 
ease or from experimental removal, by administering glands 
in substance or as artificial extracts ; but no convincing 
success was for many v-ears obtained in such other cases 
neither with the parathyroid and suprarenal glands, nor 
with the gonads, nor with the pancreas, the removal of the 
latter ha-vins been found by Minkowski, in 18S9. to cause 
a diabetes mellitus. With all these glands, on the other 
hand, protection against the effects of removal was 
obtainable by the establishment of successful grafts in 
advance. 

It began to be believed, and the convaction grevv and 
hardened with time, that the thyroid might be unique 
among these presumptively endocrine organs in the stability' 
of its active principle, or in the extent to which this was 
stored in the gland so as to be available at a given moment 
for extraction. It had not, indeed, been established even 
yet. by strict evidence, that these other organs had in fart 
an endocrine function; one or another of them, if not ail, 
might conceivably act by destroying an injurious by-product 
rather than by supplying a factor necessary- for normal 
metabolism. And while this position of doubt remained, 
the progress of endocrinology, especially on the side of 
remedial replacement, was of necessity halted. Thus there 
grew, for a time, a discouraging tendency to 'suspect that 
the experimental method. like that of clinical observation 
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before it, might be approaching the limits of what it could 
achieve in this difficult field, of inquiry. Then, after some 
thirty years, came the discovery of insulin by Banting and 
Best in 1921, revolutionizing the treatment of pancreatic, 
diabetes, bringing a whole range of metabolic problems 
within the scope of new and progressive exploration, restor- 
ing to work on the ductless glands the earlier spirit of 
hopeful enterprise, and sounding the advance into a, new 
phase, in which endocrinology is still expanding with a speed 
which now puts a strain on the alertness and the scientific 
equipment of anyone who endeavours to keep pace with its 
headlong progress and its dazzling changes. 

There have, of course, been a number of other important 
factors of this astonishing acceleration. One has been the 
concentration of studies on the pituitary body, in the medi- 
cal and surgical clinics as well as in the experimental labora- 
tory, and especially on the control over the functions of 
other ductless glands which is exercised by the hormones 
of its anterior lobe — a control which led the late Sir Walter 
Langdon-Brown, and others who have adopted his pic- 
turesque phrase, to describe the pituitary anterior lobe as 
“ the conductor of the whole endocrine orchestra.” Another 
has been the rapid elucidation of the once baffling interplay 
of endocrine activities involved in the sexual cycle. Yet 
another and most important factor has been the discovery 
of the true plan of the chemical structure of the sterols 
and their derivatives, providing the key to the chemical 
nature and relationships of the whole series of steroid 
hormones, including, as we shall see, those of the suprarenal 
cortex as well as those of the gonads. 

We must make no further attempt, however, to range 
over the whole endocrine landscape. Any one section of 
it, if an endeavour were made to deal with it in full detail, 
could now provide the material for a whole course of 
lectures by somebody equipped so to present it. For several 
reasons I must bring our inquiry now to a narrower focus, 
and in the rest of this memorial lecture I shall ask you to 
look with me, still in rather hasty survey, and without any 
pretence at more than an occasional reference or attribu- 
tion. at some of the recent developments of knowledge con- 
cerning the subject of Addison’s own pioneer investigation, 
the suprarenal glands. 

The Suprarenal Medulla 

We must recall first that it was not till 1895 that it 
began to be understood that the suprarenal body consisted 
of two functionally different glandular organs bound 
together as cortex and medulla. In that year Oliver and 
Schafer discovered the remarkable immediate actions of 
simple extracts from the gland when these were injected 
intravenously or. as in later experiments by others, were 
applied locally. Then the active principle responsible for 
these intense immediate effects was found to be localized 
entirely in the medulla of the gland ; and just after the 
end of the nineteenth century it was isolated, as adrenaline 
or epinephrine, and eventually made by synthesis. 

Meanwhile it had been discovered by Lewandowsky and 
by Langley, and then further demonstrated in fullest detail 
by Elliott, to whom the pure adrenaline was available, that 
there was a remarkable and unquestionably significant 
correspondence between the actions of adrenaline and those 
of the true sympathetic nerves. It is well known how Elliott's 
penetrating early' suggestion (1904) that sympathetic-nerve 
impulses transmit their effects by liberating small charges 
of adrenaline at the endings of the nerve fibres was verified 
many years later by Loewi’s brilliantly simple and con- 
vincing experiments from 1921 onwards. It thus became 


a component of a now familiar and wider scheme which 
pictures the effects of all efferent peripheral nerve impulses 
as evoked by the liberation of one or another chemical 
transmitter at the nerve endings. There remained, however, 
some grounds for uncertainty whether the adrenergic trans- 
mitter was always, or entirely,- “ adrenaline ” itself, though 
the correspondence was’ so close that nobody doubted that 
there was a definite chemical relationship. The late W. B. 
Cannon took care to leave the question open fay referring 
to the transmitter always as “ sympathin ” ; and, apart from 
a further hypothesis which led him to complicate this 
terminology. Cannon was clearly right in emphasizing the 
departures from complete identity between the actions, on 
the one hand, of artificially applied adrenaline and those, 
on the other hand, of sympathetic-nerve impulses and of 
the actual transmitter escaping from the site of its libera- 
tion into the blood stream and carried therewith’ to act 
on a distant organ. I myself, as early as 1910, had empha- 
sized the tendency of adrenaline to exaggerate the inhibitor 
in relation to the augmentor components, as seen in the 
corresponding actions of 
sympathetic nerves. In 
comment on Elliott's hypo- 
thesis, 1 had even then 
pointed out that the primary 
amine corresponding to 
adrenaline , (nor-adrenaline. 
then known commercially 
as “ arterrenol ”) repro- 
duced the actions of sympa- 
thetic impulses with an even 
closer fidelity, in this re- 
spect, than adrenaline itself. 



NfiB-ADRENAUMt 

Fig. 1. 


The evidence did not then seem to warrant a direct 
suggestion that nor-adrenaline might be the transmitting 
agent, or even a component thereof. Elliott's suggestion 
had at that time received but little notice, and /;or-adrenaline 
was known then, and indeed till quite recently, only as a 
product of artificial synthesis. 


But now, in the past year, the evidence has begun to 
flow in, arising simultaneously and independently in a 
-number of different laboratories and in several different 
countries. Differential physiological reactions, contrived 
with much ingenuity and reinforced by fluorometric 
measurements, have made it possible to determine the 
proportional contributions of adrenaline and «or-adrenaline 
to the sympathomimetic activity of a fluid containing both. 
And by such methods it has been possible to prove that the 
sympathetic transmitter, as extracted from the sympathetic 
chain or from a purely adrenergic nerve, or found leaving 
the spleen in its venous blood during stimulation, of its 
adrenergic nerve-supply, consists mainly of /lor-adrenaline, 
with adrenaline itself as, at most, a minor component. 
Even the hormone secreted into the blood from the supra- 
renal medulla when the splanchnic nerve is stimulated, 
though it usually consists mostly of adrenaline during the 
early stages of such a stimulation, contains /lor-adrenaline 
in increasing proportion as the process is repeated, and 
may even, after several periods, consist almost entirely of 
this primary amine. 

These discoveries have interest for the pharmacologist 
and the chemist, and they remove certain puzzling dis- 
crepancies, but they make no fundamental difference to our 
conception of the endocrine function of the suprarenal 
medulla. We still regard it, following Cannon, as con-, 
tributing immediate reinforcement to sympathetic-nerve 
actions on occasions, of emergency, of sudden calls for 
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activity, or of emotional stress ; and its hormone still 
figures also as the peripheral transmitter of the effects of 
adrenergic impulses. Only our conception of its chemistry 
is slightly changed. When first the actions of this medullary 
hormone were discovered it was natural to expect that a 
lack of it would be found to play at least an important part 
in' the symptoms of Addison’s disease, and evidence for 
such an effect of its exclusion was eagerly sought. As a 
result, however, we are left without any clear reason for 
attributing any conspicuous item of the Addisonian syn- 
drome to simple lack of the endocrine function of the 
medulla. It is remarkably difficult, in fact, to detect any 
significant result from the removal of one suprarenal gland 
and extirpation of the medulla from the other. Even when 
Cannon removed, in addition, the whole system of the true 
st mpathetic gangh'a from cats, the animals remained healthy 
and exhibited only an undsual placidity. The fact that a 
melanin pigment is formed by oxidation of adrenaline or 
of its primary homologue might well suggest a connexion 
between a medullary defect and the bronzed skin of 
Addison’s disease. Even in that case, however, there is no 
direct experimental evidence. Extirpation of the inedulla 
does not _ cause any comparable pigmentation, though 
the possibility still remains open that a disorder, rather 
than a suppression, of the medullary metabolism normally 
producing the adrenalines may be responsible for the 
appearance of Addison’s pigment. 

What is now abundantly clear is that the main features 
of Addison’s disease — the increasing debility and languor, 
the muscular weakness, the low arterial pressure, the 
decrease in blood volume, the disturbance of the normal 
balance of inorganic salts between body fluids and tissues, 
the liability to attacks of hypoglycaemia, and the general 
•lack of the normal resistance to infection, poisoning, tem- 
perature changes, or any kind of harmful influence, this 
complex of symptoms leading to the inevitably fatal ter- 
mination of untreated Addison’s disease — are due entirely to 
the lack of the hormones formed by the cortex. It becomes 
ever clearer, indeed, that when Addison described his 
“ melasma suprarenale ” he was dealing with the collapse 
of a main arch of the functional structure by which a large 
proportion of the functions and reactions concerned in the 
maintenance of .a healthy vitality are kept under endocrine 
control and regulation, and that the keystone of that arch 
was to be found in the hormones of the suprarenal cortex. 

Cortical Hormones 

After long discouragement and frustration, as an impor- 
tant item of the new and accelerating advance which set 
in after insulin was discovered. Swingle and Pfiffner in 
1931 succeeded at length in preparing a stable and approxi- 
mately purified extract of the cortical hormones by 
systematic injection of which life could be maintained in 
an animal deprived of its suprarenal glands. It was not 
long before, from several laboratories in different countries, 
crystalline fractions began to be obtained from cortical 
extracts, and a little later again the chemical nature of 
these began to be clarified. A’few'’years earlier the chemi- 
cal identification of pure hormones from the suprarenal 
cortex would have seemed an almost fantastic aspiration. 
Its achievement was greatly facilitated by the recogm'tion, 
then recent, of the widely varied physiological significance 
of substances built by the attachment of different substituent 
groups and side-chains to a common hydrocarbon skeleton 
— theso-callcd cyclo-penteno-phenanthrene nucleus, forming 
the central structural feature of the sterols, the bile-acids, 
certain -remedial glucosides, the 'steroid vitamin D, the 
steroid' sex ho'rmones, and. -'now, the steroid hormones of 


the suprarenal cortex. Many investigators have contributed 
to the amazingly rapid advance of knowledge of these 
substances, and mention can be made only of work by 
Kendall, and his co-workers of the research laboratories 
of the Mayo Clinic, in isolating several of these hormones 
from animal suprarenals, and of that of Reichstein, and 
his co-workers of Basle University, in producing members 
of the series artificially by synthesis. ' 

At least six such active cortical steroids are known in 
pure crystalline form, and there is a highly active amor- 
phous residue, probably containing a number of others. 
The evidence available concerning the different activities 
of those already isolated would by itself provide material 
for a course of lectures by an expert. In broadest terms, 
the hormones already recognized fall into certain main 
groups. The members of one such group are oxygenated 
at the carbon atom numbered 11 on the structural formula, 
while those of another group differ from the former only 
in having no oxygen in this position. Corticosterone 
(Fig. 2, I) is a representative member of the former group. 


CH,OH CHfOH 
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Fig. 2. 


the actions of which are particularly concerned with carbo- 
hydrate metabolism. When given in excess they cause 
breakdown of cellular proteins, rise of blood sugar amount- 
ing to a temporal^’ diabetes, with resistance to insulin, 
greatly increased excretion of uric acid, and a steep decline 
in the number of eosinophil leucoc>-tes in the circula- 
ting blood. As a group, they may be regarded as the 
carbohydrate-controlling cortical hormones. A type of the 
other group is desoxycorticosterone (Fig. 2, II), and the 
characteristic action of these is to maintain the balance 
of inorganic salts in the body, with preponderance of 
sodium and chloride in the fluids and of potassium and 
phosphates in the cells. Lack of these hormones, which 
may be referred to as the salt-controlling group, causes loss 
through the urine of sodium and chlorides from the blood 
and body fluids and appearance in these of excess of 
potassium ; administration of these hormones in excess 
causes over-retention of sodium and chlorides and water- 
logging of the tissues. Both these types of endocrine con- 
trol are deficient in Addison’s disease, and both must be 
replaced to preserve life, though lack of salt-controlling 
hormones can to some extent; and for a time, be made 
good by an added intake of sodium chloride. And there 
is another group, derivable from the 1 1-oxygenated series 
by replacement of the side-chain on the 17-carbon atom 
bv oxygen ; and the members of this group, of which 
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androsterone is a type (Fig. 2, IV), closely related to 
testosterone, the hormone of the testis, have indeed a 
sex-hormonal virilizing action. 

Conclusion 

The outlines are beginning to appear of the most com- 
plicated pattern of the complementary actions of these hor- 
mones in relation to one another ; of their balanced actions 
against those of other hormones — for example, of some 
of- them against the actions of insulin ; and of the control 
of their formation and output by the so-called adreno- 
corticotropic hormone of the pituitary anterior lobe and 
apparently to some extent by the suprarenal medullary 
hormone adrenaline. I myself observed, as early as 1921, 
that a cat from which the suprarenals had been removed 
showed a greatly exaggerated sensitiveness to histamine, 
even before overt general signs of deprivation appeared. 
And, in more general terms, the part played by the cortical 
hormones in the whole scheme of the endocrine control 
of the body’s functions and reactions, and especially, as 
Selye, of Montreal, has emphasized, in its adaptative 
reactions to almost all kinds of injury or stress, is 
undoubtedly one of central importance. 

In further and most suggestive illustration of this func- 
tion, in the case of at least one of the corticosteroids comes 
the recent news of therapeutic trials, at the Mayo Clinic 
and elsewhere, giving promise of a protective and 
curative effect of another member of the carbohydrate- 
controlling group, the 17-hydroxy-ll-dehydrocorticosterone 
(Keiidairs “ Substance E,” Fig. 2, III), against defective 
or perverted adaptative reactions responsible for rheumatoid 
arthritis. We shall wait eagerly for further evidence of 
advance in this new and surprising direction. And mean- 
while I think you will agree that, if the anterior pituitary 
lobe occupies the conductor’s rostrum in the endocrine 
orchestra, we must at least assign the leading violinist’s desk 
to the suprarenal cortex. And surely no artificial monu- 
ment to the memory of Thomas Addison could be so 
imposing as this great and now so rapidly growing tree of 
health-giving and life-saving knowledge, sprung from 
the seed which Addison dropped as he worked in this 
hospital with such patient devotion and with a clinical 
vision unsurpassed in its clarity and alertness. 


The Report of the Food Investigation Board for the year 
1939 has now been issued by His Majesty’s Stationery Office, 
price 2s. 6d. Before publication could be effected when the 
report was originally prepared the type was destroyed by enemy 
action, and the document could not be issued until the present 
time because of restrictions on printing and paper. Some of 
the work described in the original paper has now been com- 
pleted, and accounts have been published in various journals, 
to which references are given. Among the experiments de- 
scribed are tests on the control of microbial spoilage in meat 
by ultra-violet irradiation. Some retardation of bacterial growth 
was obtained, but the effect was not great. The storage of eggs 
was investigated, and experirpents were carried out on freezing 
and storage of sprats before canning. Work was undertaken 
oti the effect of acetylene and ethylene on the ripening of 
Kelsey South African plums. Treatment with either gas 
tor three days accelerated ripening and improved the quality 
of the fruit, while untreated samples kept in air ripened slowly. 
Continued exposure to acetylene until the fruit ripened, how- 
ever, made it too sweet. Research on blemishes on the rind of 
grapefruit stored at low temperatures, known as “ low tempera- 
ture spot, showed that wrapping in moisture-proof material 
instead of tissue-paper enabled lower temperature storage to 
be used, or the fruit to be stored longer. Other work included 
investigations of various methods of freezing strawberries, rasp- 
berries, and peas. 
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During the last two decades our knowledge of biological 
processes has been rapidly extending. Studies on sex hor- 
mones have had an outstanding influence on this advance. 
Research work and clinical experience have shown that 
specific principles formed in the pituitary, gonads, and 
adrenal^ profoundly affect the structure and function of 
the whole body. Therefore sex hormones, now available 
in highly purified preparations, have been introduced in 
many cases of gonadal and extragenital disorders either as 
substitution or as stimulation therapy. This use of hor- 
mones has enormously increased. However, it must always 
be remembered that no benefit can be expected from their 
promiscuous use. A critical attitude should be maintained 
in the management of endocrine disorders. 

These disorders demand some understanding of sexual 
functions under various physiological and pathological con- 
ditions and a thorough knowledge of the hormone-pro- 
ducing organs and those involved in hormone metabolism. 
In cases of possible hormonal deficiency diagnosis and 
treatment are based both on the clinical picture and on the 
■histological, biological, and chemical findings. 

Any hormone determination is of value only in the light 
of a preceding clinical examination. Typical changes in 
weight, temperature, fatigue, appetite, growth and distribu- 
tion of hair, and vascular, nervous, and other physical 
manifestations sometimes suggest the kind of sex-hormone 
imbalance present. The sexual sphere, as the most sensi- 
tive to hormonal influence, is the one most readily involved. 
Undisturbed sexual function may already exclude impor- 
tant hormonal disorders. Administration of sex-hormone 
preparations in such cases may be unwise and even harmful. 

Further information on hormonal activity is obtained 
from histological and cytological examinations. In women, 
endometrial biopsy and vaginal smears reveal the uterine 
and vaginal response to ovarian stimulation. They are the 
simplest means of determining ovarian function. -They 
show whether an ovarian deficiency exists and whether the 
disturbance involves suppression in the follicular or luteal 
phase, or both. They are used not only as diagnostic aids 
but also as a control to the efficacy of treatment. These 
clinical findings, however, vary with the responsiveness of 
the organ involved and are predominantly qualitative in 
character. They have to be completed by quantitatnc 
studies of sex hormones, data of- which are provided fay 
biological and chemical methods indicating hormone levels 
in blood and urine. These give evidence not only of the 
kind but of the amount of hormone produced. These deter- 
minations represent one of the most important diagnostic 

•From a lecture delivered iby Professor de Wattevillc to the F.icull>' 
of Ophthalmologists of London,, at the .Matemitd.of Gepeva, on 
Mav 11. 1948. 
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aids and should be a part of the general clinical routine 
work. 

Because of the importance of these biological and 
chemical findings, some principles underlying hormone 
determination are here discussed (see Tables I and II). 


Table I . — Substances to be Determined in Endocrine Disturbances 
of the Ge/iiial System 


Substances 


Sources 


Principal Target 
Organs 


Gonado- 

tropins 


Ocsirogcns 






Pituitary 
Placenta 
O'^iy (follicle) 
Placenta 
Adrenal cortex 
(neoplastic) 


Ovary; follicle, corpus 
luieum 

Testes : interstitial cells 
Uterus : endometriuin, 
myometrium 
Vagina 
Mamma 


Proges- 

terene 


Ovary (corpus 
luteuro) 
Placenta 


Uterus : endometrium, 
myometrium 
Mamma 


Pregnane* 

diol 


Progesterone (and conicosleroid) 
metabolite 


Androgens 




' Coctico^ 
steroids 


{ 


Testes: inter* 
stitial cells 
Adrenal cortex 


Spermatogeiuc cells 
Prostate 
Seminal vesicles 
Penis 


Adrenal cortexj 


MclaboJism 


roi^'^^r^r ^^ctaboIiIes derived from adrenal and 
portion c//5\ testicular steroids 


Material 


'Method of 
Determination 


Urine >1 Biological 
Blood / test 


Blood 

Urine 


Blood 


BioIogicaJ 

test 

Biological 

lest 

Colorimetry, 

fiuorimetry 

Biological 

test 


Urine 


Urine \ 
(Blood)/ 


Gravimetric, 

titration, 

colorimetry 

Biological 

test 


Urine 


Biological 
test, cofori- 

meto 


Urine \\ Colorimetry, 
(Blood) / polarography 


Table H.-^Hormone Le\'els in Some Diseases 


Increased 


Hydatid mole 
CborioDcpithelioma 
Testicular teratoma 


Decreased or Zero 

Gonadotropins 

Hypopituitary' amenorrhoea 
Anovulatory failure of pituitary origin 
Chromopbobic adenoma 
Craniopharyngioma 
Frohlich’s syndrome (adiposogenital* 
ism) 

Simmonds’s disease 
Laurence-Mooo-Biedl syndrome 
' Dercum’s disease 

Diabetes insipidus 
Pituitary dwarfism 


Oesirosens 


Hyperovariamsm due to granulosa or 
iheca-oel] tumours 
Follicular hypwrplasia 
Persistent foUi^ar activity 
Feminizing adrenal tumour 


Castration 

Menopausal ovarian involution 
Hypo-ovarianism (amenorrhoea. oli- 
gomenorrfaoea, cxtragcrutal symp- 
toms) 


Normal pregnancy 
Persistent corpus luteum 
Theca-ccll tumour 
Certain adrenal tumours 


Pre^nar.ediol 

Missed abortion 
Threatening abortion 
AnovTilatory cycle 
Luteal defidency 

17-Kctosterolds 

I Addison’s disease 

Chromophobic adenoma 
Simmonds’s disease 
Myotonia dystrophica 
Pituitary dwarfism 


Hormones affect what we may call the target organs 
by way of the blood. Determination of hormone levels 
depends upon the presence of hormones or their metabolites 
in blood and urine. In the blood they are as a rule present 
in low concentration. This represents a practical difficulty', 
as large quantities are required to obtain measurable values. 
This inconvenience is easily avoided, as urine hormone 
levels are higher and parallel those in blood. Although on 
the whole the amounts excreted do not exceed 5 to 20% 
of that present in the body, these are fairly well reflected 
by- the excretion values. This fact has been proved 
from simultaneous blood and urine controls after the 
administration of hormone preparations. 

• Actually most hormone determinations are made with 
- urine.'- No presen'lng chemicals have to be added to urine 
' samples', when they' are examined within 24 to 4S hours 
after collecting. As the hormone concentrations vary with 


the quantity of urine eliminated, excretion values should 
be reported not in milligrams or units per litre but in 
milligrams or units per 24 hours. Exactness in the collect- 
ing of urine is therefore necessary. 'Whether a given speci- 
men represents the complete 24-hour collection or not may 
be determined approximately by the amount of creatinine 
it contains, this substance being eliminated in most cases 
at a fairly constant daily rate (Smith, 1942). From the 
excretion values thus obtained deductions regarding hor- 
monal activity in the body are justified provided that kidney 
and liver functions are normal. 

Hormone output, however, has no constant normal value. 
It varies greatly, according to age, pregnancy, or the men- 
strual cycle, so that these physiological variations must be 
borne in mind when interpreting results. Furthermore, the 
determination of hormone levels should be carried out only 
at a suitable time (see Table III). Ignorance of these facts 
may commit laboratory workers to expensive and time- 
consuming examinations without providing any useful 
information. 


Table III . — Schedule for Sex-hormone Determinations in Urine 
In .Men 

Gonadotropins 1 

Androgens j 

17-Ketosteroids VT«ice within a few daj’s 

Oestrogens (in cases j 

of feminizing tumour) J 

In Jf 'omen 


(o) During the menstrual cycle: 



Urine, to be Collected oa tbe Follow-icg Da^-s of 
tbsC>cle 

10th~llth 

15tb-I6th 

20th-21st 1 

25tb-26ih 

Conadotropios 

w 

X 

X 

M 

Oestrogens 

X 

X 

X 

(.X) 

Precianediol . . . . 


(x) 

X 

X 

17*Ketosteroid5 


Tw7ce dunng tbe cycle 



X “ Urine samples of high diagnostic value. 
X as „ >, M medium „ „ 

(x) « „ „ little „ M 


Gonadotropins . . . . From the 35th day of amenorrhoea onwards 

Pregnanediol . . . . m t> 29th „ „ „ »« 


(<•) Pre-puberty — Menopause — ^Amenorrhoea : 
Gonadotropins 1 

Oestrogens / *’ 

17-ICclosteroids \ 

Androgens (in cases of ririliang tumour)/ 


Three times, once eveiy 7-10 daj-s 
Twice within a few days 


Methods 

Determination of sex hormones is carried out by chemi- 
cal methods or by biological tests on the animal. Chemical 
methods are cheaper and simpler than biological tests 
because no stock of test animals has to be kept. Standard 
techniques, giving similar or er'en equal results in different 
laboratories, can be established more readily for chemical 
methods than for biological tests. In most instances chemi- 
cal procedures take less time than biological reactions. 
On the other hand, chemical procedures should not be 
introduced without the assistance of a trained chemist. 

The main difference between the two methods lies in 
the fact that bio-assays measure the biological activity of 
an extract which may contain not only the hormone but 
also its active or inactive metabolites ; it is evident that 
the latter are no less important than the hormone itself, but 
they cannot be detected by bio-assay methods. On the 
other hand, chemical methods, while presumably a test for 
hormonal activity, do not measure anL-thing but the amount 
of chemical substances which have in common certain 
chemical reactions or physical properties. Therefore the 
development of chemical methods of hormone determina- 
tion depends upon the proof (a) that certain chemical struc- 
tures with specific properties are riTical for a hormone 
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and/or its metabolites, and (i>) that no other substances 
present in the extract under consideration show the same 
properties or interfere with the reaction employed. 

Unless these two facts have been established by bio- 
chemical research no chemical determinations are possible. 
That is why gonadotropins, for instance, as protein com- 
pounds of unknown chemical constitution, are tested exclu- 
sively by biological methods. (Compare, however, the 
work of MeUo, 1943.) Bio-assay measurements are com- 
parative and require the use of a reference standard, 
because differences in strain, living conditions, and age of 
test animals (mostly mice, rats, and rabbits) sometimes 
lead to divergent results. Therefore values obtained from 
biological tests by different research workers are compar- 
able only if related to the international unit of a standard 
preparation. 

Some chnicians prefer biological methods, arguing that 
biologically active principles can be measured only by the 
response of a living organism. But actually the respective 
proportions of active principles and the corresponding 
chemical fractions in human urine are fairly well known. 
Chemical and biological standard methods are therefore 
regarded as equally reliable* and informative. 

Gonadotropins 

Aschheim and Zondek, and independently Smith, in 
1926-7 observed that immature mice respond to implanta- 
tions of pituitary or injections of human pregnancy urine 
with precocious ripening of their ovaries. This reaction is 
the effect of the gonadotropic hormones. These are not 
sex-specific, as they stimulate male as well as female gonads. 

In the pituitary two fractions of gonadotropins are pro- 
duced: the follicle-stirftulating hormone stimulates pri- 
mordial follicles of the ovary to develop into mature 
follicles, which in turn produce oestrogens ; the luteinizing 
hormone transforms the ruptured follicles into corpora 
lutea, which in turn will produce’ progesterone. 

Gonadotropins also have a stimulating effect on the 
size and functional activity of the testis. 

A source of gonadotropins other than the pituitary is 
the placenta, which is the chief producer of the luteinizing 
factor. Tumours derived from chorionic tissues likewise 
produce gonadotropins, the amounts far exceeding those 
already high during pregnancy. 

Generally, routine biological tests determine both frac- 
tions together. Separation of follicle-stimulating hormone 
and luteinizing hormone is done only in biological research 
work and is not used for clinical examinations. 

Determinations of high gonadotropin levels in body 
fluids are of practical importance for the early diagnosis of 
pregnancy. A drop to subnormal values indicates foetal 
death. Excessive rise in gonadotropin titres as proved 
by a positive Aschheim-Zondek reaction with highly diluted 
samples of urine indicates pathological growth of hormone- 
producing chorionic tissues, such as hydatid mole, chorion- 
epithelioma, and some kinds of teratoma containing 
chorionic cells. 

In conditions other than pregnancy only small amounts 
of gonadotropins are present. Therefore they must be 
concentrated before they can be measured by the biological 
tests available. During the menstrual cycle gonadotropin 
excretion rises and falls, with a peak about the time of 
ovulation. Several determinations have therefore to be 
made, the most important one being in mid-cycle. 

In castrates of both sexes, in old men, in women at the 
menopause, and in conditions due to primary ovarian 


failure a rise of gonadotropin levels has been demon- 
strated. This fact is said to be at least partly responsible 
for climacteric troubles. 

The pituitary gland influences the whole endocrine system. 
Therefore control of gonadotropins is of interest in alt 
cases in which endocrine dysfunction is suspected. Hieh 
levels of gonadotropins are to be expected in pituitary 
basophilic hyperplasia or adenoma and in organic diseases 
of the hypothalamus. On the contrary, low values are 
found when the basophilic cells of the pituitary are 
destroyed by tumour growth — for example, in cases of 
chromophobic adenoma, eosinophilic adenorha, and cranio- 
pharyngioma or some' pther intracranial tumours — and in 
all cases of symptomatic or idiopathic pituitary atrophy, 
such as Simmonds’s disease, Dercum’s disease, and the 
syndromes of Frohlich and Laurepce-Moon-Biedl. 

Oestrogens 

The three naturally occurritig oestrogens considered here 
are oestradiol, oestrone, and oestriol, the. first being the 
most potent, the last-named the least potent. They are 
formed not only in the ovary and in the placenta but, in 
much smaller amounts, also in the adrenals and in the testes. 
Possibly only oestradiol is actually elaborated by the glands, 
the two other oestrogens being its metabolites. All three 
are excreted in urine, to a small extent as such, but mainly 
'in conjugated form as sulphate or glucuronide. The only 
inactive metabolites known are the oestranediols, which, 
however, have no clinical importance. 

The oestrogens stimulate proliferation of the myometrium, 
endometrium, and vagina, and furthermore they develop 
the mammary gland and other secondary sex characters. 

The most widely employed biological test (Emmens, 
1939 ; Pedersen-Bjergaard, 1939) is based on the ability 
of oestrogenic hormones to indoce corniScation of the 
vaginal epithelium in spayed mice and rats. Positive 
reaction is demonstrated by the presence of cornified 
cells in the vaginal smear. For the determination of low 
oestrogen concentrations the histological demonstration of 
vaginal mucification preceding cornification has been used 
(Fluhmann, 1930). These biological tests necessitate a 
previous chemical preparation of urine involving libera- 
tion of the active principles by hydrolysis of the, inac- 
tive conjugated oestrogens, followed by extraction and 
concentration. 

Numerous chemical procedures have been described in 
the literature using colour reactions of the oestrogenic 
phenols for their colorimetric determination. Unfor- 
tunately, they can replace bio-assay only in conditions 
such as pregnancy,” when high levels are present. To the 
clinician it is much more important to determine th% small 
amounts excreted during the menstrual cycle. This seems to 
be achieved by a fluorometric method (Jailer, 1947-8) the 
principle of which has long been in use in veterinary 
medicine as a qualitative pregnancy test in mares (Cuboni, 
1934). 

Chemical determination as well as bio-assays ntjay be 
done after separating the three oestrogens in order to 
determine their respective amounts. This chemical separa- 
tion (Pincus, 1945 ; Friedgood et al, 1948) complicates the 
technique considerably, but nevertheless it may be worth 
while because of the additional information on oestrogen 
metabolism which can be obtained. 

, The rate of oestrogen exeretion in urine varies during 
the stages of the menstrual cycle. The highest values are 
encountered at the end of the follicular phase, and consider- 
able amounts are still present during' the luteal phase. 



Aug. 13, 1949 DETERMINATION OF SEX HORMONES . 355 

' XTrrsTriT 


Before the onset of the menstrual flow n sharp drop occurs. 
Thus several determinations are necessary to adjudge the 
oestrogenic activity of the ovary. This determination of 
the rate of oestrogen excretion may be of importance in 
the detection of slight pathological deviations of oestrogen 
levels, which may cause functional troubles even when no 
morphological changes or menstrual disorders are observed. 

The same clinical symptoms may be produced by dif- 
ferent oestrogen production, as, for example, in amenor- 
rhoea, in which oestrogen values may be low orTiigh, cyclic 
or acyclic. 

As practically no oestrogens are detectable in menopausal 
women, positive tests suggest hormone-producing tumours 
of the ovary or of the adrenals. Also, in the male, tumours 
of the adrenals, and especially adrenal carcinoma, may 
produce considerable amounts of oestrogens. 

Progesterone and Pregnanediol 

Gonadotropins stimulate not only oestrogen but also 
progesterone production in the ovary. The latter hormone 
is elaborated in the corpus luteum and, from the third or 
fourth month of pregnancy onwards, in the placenta. Its 
principal actions .are: (1) the secretory transformation of 
the uterine mucosa, and (2) the muscular relaxation of the 
whole uterus. These progestational changes allow of the 
implantation of the fertilized ovum and make possible the 
undisturbed growth of the embryo. 

The biological assay of progesterone makes use of the 
effect of this hormone on the endometrium. The test animal 
is the immature (Clauberg, 1930) or castrated (Corner and 
Allen. 1929) rabbit, which must have received preparatory 
treatment with oestrogen in order to induce the prolifera- 
tive phase of its endometrium. The test is positive if in the 
histological examinations signs of secretory transformation 
are observed. By intrauterine administration of the material 
to be tested (de Allende, 1940 ; Hooker and Forbes, 1947) 
even the small amounts of progesterone present in the blood 
of normal women during the second half of the menstrual 
cycle can be detected. The test, however, is not rigidly 
specific for progesterone, because two other hormones — 
namely, testosterone (from the testis) and desoxycorti- 
costerone (from the adrenal cortex)— are also able to 
induce the transformation of the proliferated uterine 
mucosa into its secretory' phase. Of course, the respec- 
tive activities are not the same. The doses required, as 
compared with progesterone, are six times greater for 
desoxycorticosterone and twenty times greater for 
testosterone. 

The biological assay of progesterone gives positive 
results only with certain tissue extracts and with blood, 
but in urine practically no progesterone can be detected. 
This is explained by the rapid inactivation of this hormone 
within the body, leading partly to -the formation of preg- 
nanediol. This progesterone metabolite is eliminated in 
urine in conjugated form as sodium pregnanediol glucuroni- 
date. Its chemical constitution differs only slightly from 
that of the parent compound, progesterone, but neverthe- 
less it has no biological activity at all and can be 
determined only by chemical methods. 

We use a method of our own (de Watteville et al.. 
194S) which is relatively simple, reliable, and rapid. It is 
based on hydrolysis of the glucuronide and simultaneous 
extraction of the freed pregnanediol, followed finally by 
chromatographic isolation of the pure compound by means 
of an aluminium oxide column. The crystalline preg- 
nanediol is weighed, and its purity can be controlled by 
determination of the melting-point. 


Clinical experience has shown that, broadly, urinary 
pregnanediol levels parallel progesterone action observed 
in the organism. We are entitled, therefore, to use the 
pregnanediol level in urine as a reliable indicator of 
progesterone production by the corpus luteum or the 
placenta. The minimal amount of pregnanediol derived 
from normal adrenal steroids is too small to interfere with 
determinations during the menstrual cycle or in pregnancy. 
It acquires, however, some value as a diagnostic aid when 
considerably increased by certain adrenal tumours or 
adrenal hyperplasia. Still, the chief importance of preg- 
nanediol determination lies in gynaecological and obstetrical 
diagnosis. 

Together with the assay of gonadotropins, pregnanediol 
is employed as a test for normal or disturbed pregnancy. 
In threatened abortion normal or decreased pregnanediol 
levels are most informative regarding whether the further 
evolution will be good or ba^. In cases of threatened or 
doubtful missed abortion the decision whether to interrupt 
pregnancy or not can almost exclusively be based on 
pregnanediol values. 

Pregnanediol determinations are also very useful during 
the second half of the menstrual cycle. Normal values 
between the sixteenth and twenty-sixth days of the cycle 
are conclusive evidence that a normal corpus luteum is 
present. On the other hand, zero values are found only 
in anovulatory cycles when follicle rupture does not occur 
and no corpora lutea are formed. Finally, if pregnanediol 
values are too low, or if the period of excretion is too 
short, then progestational deficiency is strongly suggested. 

It is well known that the ovary is not autonomous. 
Corpus luteum function, as well as follicle ripening, depends 
upon pituitary gonadotropins, and its disorders may be 
caused either by a primary ovarian deficiency or by dis- 
turbances of the pituitary. The latter, however, may be 
responsible for quite a lot of other more general disorders 
— for instance, post-partum obesity, which shows luteal 
deficiency of pituitary origin and can be successfully treated 
with pituitary luteinizing hormone. The meaning of all 
this is that normal pregnanediol values, if considered 
together with the clinical picture, enable us to exclude 
either ovarian failure or disorders of the gonadotropic 
function of the pituitary. 

Androgens and 17-Kclosteroids 

Testosterone is the characteristic endogenous hormone of 
the testicle. In the human body it is converted partly to 
androsterone and other 17-ketosteroids of less or no bio- 
logical activity. These conversion products are excreted by 
the kidneys, but no testosterone is found in urine. Andro- 
genic activity as well as 17-ketosteroids have been demon- 
strated in the urine of children and adults of both sexes. 
This ' is explained by the fact that androgens and 17- 
ketosteroids are not only of gonadal but also of adrenal 
origin. The normal output of 17-ketosteroids varies with 
age and sex ; an extensive study of this subject (inclu- 
ding standard cuiwes) has been published by Hamburger 
(1948). In women, adrenals are by far the most prolific 
source of androgenic substances and 17-ketosteroids, the 
concentration of these being almost the same in normal 
and ovariectomized women, but less than in urine of normal 
men. Nevertheless, the ovaries also seem to be capable 
of androgen formation, as is strongly' suggested by the fact 
that virilism may be caused by arrhenoblastoma. In men, 
both adrenals and testes are concerned with androgen and 
17-keto5teroid elaboration; it is supposed that the testes 
account for 20 to 40% of the urinary' 17-ketosteroids. 
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Determination values, therefore, are not a conclusive index 
of spermatogenic function, but in case -of deficiency they 
may provide a clue to the incretory status of the testes and 
indicate a deficiency of the testicular hormone. Eunuchoids, 
for instance, excrete appreciably less androgens than 
normal men. In cases with destructive ^processes of the 
adrenals, such as Addison’s disease, the values found are 
also' low. 

In some castrated and menopausal women and in those 
with arrhenoblastoma 17-ketosteroids tend to be increased. 
Urines from cases with adrenal hyperplasia or tumour yield 
enormous quantities of certain 17-ketosterqids. Therefore 
a rise in 17-ketosteroid output may be regarded as an aid 
in the differential diagnosis between Cushing’s disease due 
to adrenal cortical tumour and that of pituitary origin 
where the level is apparently within normal limits. 

The biological assay (Gallagher et at., 1937) is based on 
the ability of androgenic material to promote comb-growth 
in the capon. To replace the biological test Zimmermann’s 
(1935, 1946) colorimetric m-dinltrobenzene reaction, as modi- 
fied by Callow et at. (1938) and many other workers, is now 
widely used for the determination of urinary non-phenolic 
17-ketosteroids. To increase'the specificity of this method 
it is strongly recommended to eliminate unspecific chromo- 
gens from the extract, using chromatography (Talbot et at., 
1941), charcoal (Consolazio .and Talbott, 1940), or Girard’s 
reagent T (Talbot et at., 1940). Even then the 17-ketosteroid 
values obtained are too high if the 20-ketosteroids of preg- 
nancy urine are present to contribute to the colour intensity. 
Pincus’s (1943) antimony trichloride reagent seems to be 
more specific, but it does not react with dehydro-iso- 
androsterone, an important 17-ketosteroid in the ^-fraction. 
The neutral steroid fraction of human urines can be separ- 
ated into an a- and a /3-fraction of ketosteroids (Pincus, 
1945). The determination of these two fractions may aid 
in the differential diagnosis between adrenal cortical hyper- 
plasia and adrenal carcinoma, the /3-fraction being markedly 
increased in the latter. 

Much useful information could be gained from frac- 
tionating the extracts still further in order to trace individual 
steroids instead of groups. Unfortunately, the chemical 
procedure involved (Dingemanse et at., 1946) is too 
laborious to permit its use in daily clinical routine work. 

The value of the determination of androgens and 
17-ketosteroids in the diagnosis of gonadal and adrenal 
disorders is limited, because of great individual variations 
in both normal and abnormal subjects. Repeated deter- 
minations in the same subject, however, may yield some 
information about the evolution of an endocrine disease 
and about the therapeutic success. With regard to single 
determinations, significance can be attributed only to the 
very high figures occurring in cases of adrenal tumour. 

Conclusions 

Clinical endocrinology, although complicated, is of 
increasing importance. In order to stress this ^importance 
we may give some final conclusions: (1) Hormone deter- 
minations are of value only when considered simultaneously 
with, and in close relation to, the clinical picture of a case. 
(2) The usefulness of routine hormone determinations is 
threefold — theoretical, diagnostic, and therapeutic. (3) Their 
theoretical importance lies in basic research work on hor- 
mone metabolism, when we are trying to learn everything 
about the fate of hormone substances within the body, how 
they are produced, transformed in the target organ, inacti- 
vated, and excreted. (4) In diagnosis they provide valuable 
information on glandular functions, indicating whether 
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these are normal, increased, or deficient. (5) In therapy 
at last, they help us to judge the effect of hornione treat- 
ment on internal secretion — whether we have succeeded 
in stimulating, substituting, or regulating the functions we 
meant to influence. 

Hormone research and its clinical applications are in 
full progress, but much work has yet to be done. We can 
be sure that the result of future research will extend still 
further the ^assistance which the physician’ already receives 
from the laboratory. 

Readers not familiar with the steroid nomenclature men- 
tioned in this paper are referred to the instructive survey 
by Mason (1948). 

We arc indebted to Harris 'and Thimann (1943-7), Burrows (1945), 
Hamblen (1945), and Pincus (1947-8), whose, books and reviews may 
profitably be consulted for further and more detailed information. 
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The Ministry of National Insurance reports that seven million 
new claims to sickness benefit have been made in the first year 
of the scheme that started on July 5. 1948 — an average of 
140,000 a week, about one half of which included claims for 
dependants. New claims rose to a peak of 220,000 during the 
week ending Feb. 22 ; the present rate is about 100,000 a week. 
About three-quarters of a million claims have been made for 
Industrial Injuries benefits of all kinds during the first year. 
Some 16,000 claims are made ea’ch week for injury benefit, and 
claims to disablement benefit are being received at the rate 
of nearly 6,000 a month. Claimants are being examined by 
103 medical boarding centres to assess the degree of disable' 
ment, and 13 medical appeal tribunals hear appeals against 
assessments. Just under 200 claims a month have been received 
for the death benefit paid to the widow or to’ certain olher 
dependants of a man who has died as a result of an industrial 
accident or disease. 
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One of the most striking but une.xplained characteristics 
of poliomyelitis, to which many workers have drawn atten- 
tion, is its relatively greater incidence and epidemicity in 
countries with high standards of living and good sanita- 
tion. In contrast it has “ remained endemic and sporadic 
in countries where living conditions are poor, sanitary 
facilities minimal or non-existent, and infant mortality 
high" (Horstmann. 194S). Correspondingly, while water 
supplies and means of excreta disposal have been improved, 
while social conditions and nutrition have been steadily 
advancing, the disease has risen in many countries from 
sporadic or only small-scale appearances to epidemics on 
a wide scale. There seems no doubt whatever that this 
change is predominantly real, though its actual magnitude 
may well be exaggerated by the increasing attention paid 
during the last 50 years to the abortive and non-paralytic 
cases. 

. Somewhat similarly, the early literature on poliomyelitis 
contains constant references to the victims of the disease 
as healthy and strong children — indeed, Heine himself made 
such comment over a hundred years ago. This observa- 
tion— if in fact the disease does fall with significantly 
greater frequency upon such children — might be explicable 
on the grounds that the strong and healthy by taking more 
muscular activity run a greater risk of bringing themselves 
into the paralytic class and thereby of being more often 
observed (Russell, 1947). 

It has also been stated, and not infrequently, that the 
cases in a localized outbreak have been unduly concentrated 
in the better and more sanitary parts 'of the area. Thus, 
for example, Gilloran (1949) quotes the report of the 
medical officer of health for Beaminster rural district 
(Dorset) on a small outbreak in 1914: “The cases nearly 
all occurred ... in the least-crowded and most sanitary 
part of the to^vn on the main street.” Going further afield, 
an inverse relationship between population density and 
attack rate was reported in the Mauritius outbreak of 1945 
(McFarlan el al.). There is no dearth of such comments 
in the literature. 

More recently, and arising out of the unprecedented 
epidemic that took place in Great Britain in 1947, it has 
been suggested that within a country exposed to a widely 
spread outbreak the incidence is likely to fall more heavily 
upon the commum'ties that enjoy the most favourable 
environment and the best social conditions. Thus in a 
discussion of- the poliomyelitis experience of the borough 
of Luton in 1947 it was said that “ the birth rate was 21.3, 
death rate 9.4, infantile mortality rate 36, stillbirth rate 
21.3, and maternal mortality rate 0.8. The outbreak was 
therefore set in circumstances of good health and low’ 
infection — a characteristic of poliomyelitis which seems 
to favour populations in favourable conditions where public 
health services are above the average” {Med. Off., 1948). 

Such striking events, however, may easily meet the eye 
and lead to comment while more normal or more expected 


happenings naturally tend to go unobserved and unrecorded. 
A full statistical account of the distribution of cases in 
relation to social environment is needed, and this we have 
attempted for the epidemic of 1947. 

The Statistical Data 

Through the kindness of the Registrar-General we were 
provided with the number of corrected notifications of 
poliomyelitis (including polio-encephalitis) in each of the 
125 great towns and the 148 smaller towns of England and 
Wales in the year 1947. From these w’e computed the 
poliomyelitis attack rate during the year in each town 
(necessarily the crude rate at all ages, since attacks by ages 
are not available). 

In the absence of a census since 1931 we have no up-to- 
date measure, in these towns, of overcrowding or of social- 
class attributes to use as our index of environment. Such 
characteristics are, however, invariably correlated closely 
with the infant mortality rate and to some extent, but less 
closely, with the general death rate. These, it will be 
recalled, were used as evidence of the social setting of the 
epidemic in Luton. As an indirect index of the environ- 
ment we have therefore used these rates as computed for 
each town in the two years previous to the epidemic, 
1945 and 1946 (the mean rate for these years). 

Results 

Correlation of the recorded attack rate from poliomyelitis 
with the specified mortality rates gave the following results 
(coefficients of correlation): 

125 Great Towns I4S Smaller Towtjs 


Attack rate cf polioinjeVitis and crude 
death rate 

-0-10 

+0-W 

Attack rate of poliomyelitis and infant 
mortality rate 

-0-04 

-0-13 


These coefficients are all technically insignificant and there- 
fore reveal no association between the incidence of polio- 
myelitis and the total and infant death rates of the 
towns. 

The infant mortality index covers, by definition, the 
whole of the first year of life. It is, however, well known 
that the sonal and economic environment is mainly corre- 
lated with the mortalitj' of the latter parts of the first 
year of life and less closely associated with deaths in the 
neonatal period. We therefore computed the degree of 
association between the attack rates of poliomyelitis and 
the infant mortalitj' experiences of the great towns in 1945.' 
limited to the ages 1-12 months and 6-12 months. The 
coefficients of correlation were as follows : 

125 Great Towns 

Atlacfc rate of poliomyelitis and infant mortality at 

1-12 months of age .. -rO-03 

Attack rate of poliomyelitis and infant mortality at 

^12 months of age .. .. -0-07 

Once more the coefficients are verj' small and again thev' 
are technically insignificant. 

Reverting, therefore, to the total infant mortalitj' rate — 
i.e., over the whole of the first year of fife — the distribution 
of the poliomyelitis incidence in the total 273 towns in 
relation to this social index may be shown as in the table ' 
on the next page. 

As follows inevitablj’ from the insignificant correlations 
shown above, there is at everj' level of infant mortalitj' a 
verj' wide scatter in the level of epidemicitj' of poliomj'e- 
litis. Over infant mortalitj- rates ranging from 30 to 60 
per 1,000 there is clearly no material difference between 
the percentage distributions showing the frequency w-ith 
which different attack rates of poliomyelitis were recorded. 
At the two extremes of infant mortalitj', under 30 and 
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acid formation and the actual site of caries development 
a plug of persistent protein intervenes which would doubt- 
less buffer the acid and protect the deeper part of the 
groove, from being damaged. These considerations suggest 
that it is highly unlikely that , lactic acid formed in 
“plaques” is the cause of caries beginning at the bottom 
of, the occlusal groove. 

These contentions 'are supported by the following experi- 
mental findings. If a perfectly sound molar tooth is placed 
in a solution of 2% HCl the enamel is in time completely 
dissolved away, but the protein contents of the groove are 
left intact. Any lactic acid, therefore, which is formed in 
a “plaque” in the superficial part of the occlusal groove 
could not dissolve away the .persistent protein content of 
the groove and thus could not reach the bottom of the 
groove, where caries actually first sets in. The conclusion 
is therefore that, whatever may be the role of lactic acid 
in caries formation in other sites, lactic acid formation 
cannot account for the development of caries at its 
commonest site — ^i.e., at the bottom of the occlusal groove. 


, Britoii 
KUDICM. iOO RNAl. 

releases combined acid from the form in which it exists 
in mucoproteins. Such sulphatase-forming ' bacteria are 
present in the mouth as Gram-negative bacilti.- 
In the present work three sources of sulphatase have 
been employed — ^two strains of Gram-negative bacilli found 
in carious material, and Aspergillus orytae. Material has 
been extracted from human dentine which when exposed 
to sulphatase releases sulphuric acid. The sulphatase has 
so far not attacked intact dentine or enamel protein ; the 
extracted material on which it does act is a polysaccharide 
in which combined sulphuric acid is present. The dentine 
protein consists of • a protein moiety collagen and the 
polysaccharide already referred to. Before the sulphatase 
can act on the tooth it would seem that initial hydrolysis 
of the protein to release the polysaccharide must' take 
place ; it is not known at present how this initial reaction 
occurs. The presence of a similar polysaccharide has been 
demonstrated in enamel protein, and there is some evidence 
that it is also present in groove protein. It is thought that 
,the sulphatase of the Gram-negative mouth bacilli acts on 



Kiti. 2. — The occlusal groove in 
a newly erupted tooth. 



Fig. 3. — ^Thc occlusal groove 
in a tooth which has been in 
use in the mouth. 



Fig, 4. — ^The siipation cf 
“plaque" material in relation 
to • groove protein and 
Nasmyth's membrane. 



Fig. 5.~(As Fig. 4.) -The 
arrows AA show where caries 
might be seep if it followed 
the breakdown of “ plaque " 
material. Arrow B shows 
where caries in an occlusal 
groove is usually found. 


2. Relation of Tooth Structure to Caries 
The well-known work of Meilanby and Mellanby (1948) 
demonstrated conclusively that the structure of a tooth 
depends on the adequacy of the diet in respect of calcium, 
phosphorus, and vitamin D content. They found, further, 
that better-formed teeth are less liable to be affected by 
caries than less-well-formed teeth. The outstanding prac- 
tical importance of these observations is obvious, but their 
work does not as yet explain the actual mechanism by 
which caries is produced in teeth of poor structure. 

A Suggested New Chemical Theory of Caries 
All previous theories stress the importance of the 
inorganic constituents of a tooth in relation to caries pro- 
duction. In the new theory to be outlined here it* is 
suggested that the organic constituents of a tooth are of 
major importance. Excluding the cementum and pulp 
tissue, three proteins are found in teeth — namely, groove 
protein, enamel protein (Nasmyth’s membrane and its pro- 
longations into the enamel), and dentine protein. Dentine 
and enamel proteins have been examined in some detail, 
and both have been found to contain combined sulphuric 
acid. Enamel protein is a mucoprotein (Pincus, 1949). 
Neuberg and Hofmann (1931) demonstrated that many 
bacteria can form an enzyme, called sulphatase, which 


the polysaccharide in these various tooth proteins, thus 
releasing sulphuric acid. 

It is the initial freeing of combined sulphuric acid that 
forms the main feature of the present hypothesis. When 
the acid is freed by bacterial enzyme attack equilibrium is 
maintained at the expense of the calcium salts. At any 
given moment of the carious process -the only free acid 
will be that which, having been released from one organic 
combination, has not yet formed a different combination 
with the calcium salts. The changes in the organic struc- 
tures of the teeth are thus regarded as primary and those 
in the inorganic structures as. secondary in the process of 
caries. 

The release of sulphuric acid in enamel and in dentine 
may be expected to produce different effects on these two 
tissues as shown by experiments in which enamel and 
dentine were exposed to acid. Enamel attacked by acid 
becomes friable and is easily lost, while dentine attacked 
by acid may remain little changed on gross examination, 
apart from becoming softened. This difference in behaviour 
is accounted for by the fact that the inorganic material in 
enamel and in dentine may amount to 95% .and 75% 
respectively. Thus the enamel exposed to acid will lose up 
to 95% of its constituents, while the dentine will lose only 
75%, leaving an adequate organic framework to maintain 
its general arrangement. 
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It is important to note that in clinical caries a similar 
state of affairs is found — i.e., the enamel is friable and 
readily lost, while the dentine is softened. It follows from 
the hypothesis enunciated above that CaSO^ should be 
present in carious material as a result of the interaction 
of the released sulphuric acid with calcium phosphate. In 
fact, CaSOj has been demonstrated in carious material, 
and it is absent from sound tooth structure. 

Gram-negative sulphatase-producing bacilli would thus 
be the ultimate cause of caries.* We do not yet know what 
are the conditions which determine the production and 
activity of the enzyme by these bacilli. Such conditions 
may play a large part in precipitating or preventing caries. 
This hypothesis argues that any organism in the mouth 
which can release sulphatase may be a factor in the pro- 
duction of caries. In other words, caries is not due to a 
specific bacillus but to specific enzymes, one of which has 
already been demonstrated, though obviously enzymes other 
than sulphatases are also involved in the complex process 
of initiation of caries. 

The conditions at the bottom of an occlusal groove would 
seem to be favourable for the multiplication of the Gram- 
negative bacilli and the release and action of the sulpliatase 
and other necessary enzj’mes. If the enamel were first 
attacked this would enable the organisms to penetrate into 
the dentine. Although the organisms might initially enter 
the dentine through a minute site of destruction in the 
enamel, once they had got' into the dentine they could 
further damage the enamel from its deeper aspect. 

The question still remains to be answered whether the 
hypothesis enunciated above can account for caries in situa- 
tions other than the bottom of the occlusal groove. CaSO, 
has been demonstrated in carious material no matter what 
the site from which it has been obtained, prosided enough 
material is available. In other words there is an a priori 
reason for supposing that sulphatase-forming bacteria may 
be concerned in caries production anwhere in a tooth. 


Experimental Details 

Organic Material Present in Enamel and Dentine . — 
Protein is found on the surface of newly erupted enamel 
(Nasmjth’s membrane) and permeates the enamel in the 
form of threads, one such between each enamel prism 
and its neighbour (Fig. 6). The presence of organic material 

in enamel can easily 
be demonstrated. 
After a thin slice 
of enamel has been 
slowly attacked bj' a 
weak acid so that 
most of the inorganic 
matter passes into 
solution, microscopi- 
cal e.xamination shows 
fine strands of an acid- 
resistant nature which 
remain in situ, leaving 
a replica of the struc- 
ture of the enamel, though this is now made up of organic 
material. Histological examination suggests that the organic 
material is a mucoprotein. In the present work sections 
of developing human enamel have been stained with 
thionin, when material resembling mucin was seen (Pincus, 
1948c). Wislocki et al. (1948), using histochemical methods, 
found that the ground structure of the enamel organ 
resembled an “ epithelial mucus,” comparable in staining 
reactions to the acid mucopolysaccharides of some con- 
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Fig. 6. — Djasram illustrating the distri- 
bution of tooth proteins. 


nective tissues. Chemical examination of the .organic 
material has shown it to be a mucoprotein. Its chemical 
composition is: nitrogen 5.1%, sulphur 0.4%, hexosamine 
11.2% ; while the following qualitative tests are positive: 
Millon, xanthoproteic, Sakaguchi, ninhydrin, p-dimethyl- 
aminobenzaldehyde, naphthoresorcinol, carbazole (Dische. 
1947). 

Mitcoproleins and Chondroitin Sulphuric Acid. — Few 
direct observations on the amount of protein present in 
enamel have been made. As a rule, determinations of 
nitrogen are carried out and the amount of protein calcu- 
lated from these results. Since mucoproteins contain a 
lower percentage of nitrogen (10%) than do other proteins 
(15%), it will be clear that the actual amount of protein 
present in enamel may be 50% greater than has previously 
been supposed. To arrive at a result more directly, the 
protein must first be separated from the enamel, a matter 
of some difficulty. This point is emphasized to show that 
the amount of protein present in enamel is sufficient for 
the production of acid as demanded by the new theoiy. 
and may amount to 5% by volume. It is known 
that dentine contains collagen (Harrow, 1946), and I have 
demonstrated that dentine contains the polysaccharide 
chondroitin sulphuric acid, which may be separated from 
dentine by the use of a method similar to that employed 
to separate the polysaccharide from cartilage (Meyer and 
Smyth, 1937). The composition of chondroitin sulphuric 
acid separated from dentine is: nitrogen 1.7%, sulphur 
4.6%, acetyl 8.1%, hexosamine 26.3%, hexuronic acid 28%. 

Caries Bacteria 

In earlier work (Pincus, 1948d) I have shown that, when 
mixed caries bacteria were inoculated into tubes contain- 
ing cartilage (which is rich in chondroitin sulphuric acid) 
and incubated at 37° C, first Gram-positive forms 
resembling enterococci grew, while, later, Gram-negative 
bacilli resembling those of the Proteus group eventually 
outgrew all other forms. Both the Gram-positive and the 
Gram-negative forms were classified by their characteristics 
as shown in pure culture. Now, Gram-negative bacilli of 
the Proteus group are found in caries (Hine and Bibby. 
1939); Neuberg and Hofmann (1931) have demonstrated 
in Gram-negative bacilli of the Proteus group the presence 
of an enzyme (sulphatase) that can liberate sulphuric acid 
from organic compounds in which it is present in combined 
form — e.g., mucoitin and chondroitin sulphuric acid. I have 
suggested above that such bacilli are present in the mouth 
and may play a part in caries by releasing sulphuric acid 
from the organic compounds in which it e.xists in the teeth. 
Evidence is presented elsewhere that bacterial enzymes 
can release free sulphuric acid quantitatively from both 
chondroitin and mucoitin sulphuric acid, which can be split 
off from enamel and dentine proteins. 

It may' be seen that caries of enamel and of dentine may 
be accounted for by the hypothesis set out above, for 
which there is some experimental support. The fact that 
a large mass of carious dentine is often found in a tooth 
despite the tiny size of the point of entry in the enamel 
is a clinical commonplace for which the present hypothesis 
offers a reasonable explanation. In the new theory, once 
suitable organisms gain access to the dentine bacterial 
growth and enzyme production may proceed, using as 
nutriment that available in the tooth itself. No nutritional 
factors other than these would then be needed. 

Summary 

Betsveen the cusps of molar teeth lie grooves which, espedally 
if narrow, are a common site of caries. These grooves in newly 
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erupted teeth contain two structures which differ in biochemical 
nature ; xine is a mucoprotein. 

Enamel at eruption, is covered with a layer of protein, and 
is permeated with protein throughout life. Enamel protein is 
a mucoprotein, which comprises a class of proteins containing 
mucoitin sulphuric acid. 

Dentine contains chondroitin sulphuric acid. 

Gram-negative bacilli found in caries can release an enzyme 
— sulphatase. 

Sulphatase can release sulphuric acid from such combined 
forms as mucoitin sulphuric acid and chondroitin sulphuric 
acid, thus attacking the calcium salts of both enamel and 
dentine and causing caries. , 


To my colleagues at the hospital and to the Medical Research 
Council, which has provided .financial facilities, I wish to express my 
indebtedness. 
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A CASE OF PSITTACOSIS TREATED 
WITH PENICILLIN 


was seen. The right tonsillar gland was enlarged and tender, 
but other lymphatic glands were normal. Bronchial' breath 
sounds were audible in scattered areas over the right lung base 
posteriorly, and there were crepitations on inspiration in this 
area. The cardiovascular system was normal and the blood 
pressure 100/70 mm. Hg ; the spleen was not enlarged. The 
central nervous system was normal except for the profound 
mental prostration. Questions were answered reluctantly, 
slowly, and with difficulty, but the answers were nevertheless 
clear and not confused. 

Laboratory Investigations. — On Sept. 14 a radiograph of the 
chest revealed loss of translucency in the right lower zone, 
suggesting an inflammatory lesion. A psittacosis complement- 
fixation test was, positive to a titre of 1/64. The litre rose to 
the level of 1 /256 on Sept. 27. Blood culture was sterile 
aerobically and anaerobically. A throat swab revealed no 
haemolytic streptococci, diphtheria bacilli, or Vincent’s organisms. 
On Sept. 15 a blood count showed: Hb, 89%; white cells. 
5,400. per c.mm. (polymorphs 84%, eosinophils 1%, lympho- 
cytes 10%, large hyalines 5%). Sputum contained many bacteria 
and some monilia, but no virus was seen. On Sept. 21 ajadio- 
graph of the chest showed that the lower zone of the right lung 
field had cleared. An irregular opacity was apparent in the lefi 
mid-zone. On Sept. 27 the lung fields were clear. 

Treatment. — ^The history of exposure and the clinical features 
of the illness made the diagnosis of psittacosis certain enough 
to justify treatment before laboratory confirmation was avail- 
able. Apart from penicillin, the only drugs used were analgesics 
to relieve -headache and sedatives to ensure sleep. Each dose 
of penicillin was mixed with 1 ml. of 1% procaine to reduce the 
discorhfort of the injection. Penicillin therapy was started in 
the patient’s home on Sept. 13. seven days after the onset of the 
illness. On that day 1,200.000 units were given in three doses. 
On Sept. 14, the day of admission, one dose of 500,000 units 
and one of 1.000,000 units were given. Thereafter ,1.000,000 
units of penicillin were injected twice daily for four and a half 
days. The drug’ was discontinued on Sept. 19. the patient by 
then having received a total of 11,700,000 units. 

The response to treatment was most satisfying. On Sept. 16, 
ten days after the onset of the illness and 72 hours after the 
initiation of penicillin therapy, the patient was 'completely 
apyrexial (see Chart), his mental processes were noticeably 
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J. R. TASKER, M.B., M.R.C.P. 

Medical First Assistant, London Hospital 

The purpose of this note is to report the case of a patient 
infected with psittacosis who responded to treatment with 
penicillin. 

Case History 

A medical research worker aged 43 was admitted to hospital 
on Sept. 14, 1948. His work during the previous three months 
had involved the handling of material obtained from mice 
infected with psittacosis virus. ' 

Two weeks before admission he had developed severe coryza. 
Six days later (eight days before admission) he suffered the 
sudden onset of marked malaise, shivering, and - high fever 
(temperature 103' F. — 39.4° C.) associated with severe head- 
ache and vomiting. He went to bed, and the symptoms persisted 
unchanged for 48 hours. Then they suddenly abated, and for 
12 hours he felt much better. But five days before admission 
fever, rigors, headache, and vomiting returned ; anorexia was 
complete ; both mental and physical prostration soon became 
marked features ; and he slept poorly or not at all. He 
developed a slight cough producing only scanty sputum. The 
day before admission he developed a sore throat. 

On admission to hospital he looked seriously ill, with pale 
complexion, sunken eyes, and hollow cheeks. His lips were 
crusted with sordes, and his tongue was dry, brown, and furred. 
He was not dyspnoeic. and lay flat in bed without distress. 
His temperature was 99° F. (37.2° C.). pulse 80, and respira-- 
tions 22. The fauces and tonsils were injected but no exudate 



clearer, and he was sleeping well. Next ~day the signs of 
consolidation at the base of the right lung were still present, 
and in addition there was clinical evidence of left basal 
pneumonia. These fresh pulmonary findings were not. how- 
ever, accompanied by further symptoms or constitutional Upset- 
On Sept. 19 treatment with penicillin was discontinued.' On 
Sept. 21 a radiograph of the chest confirmed the clinical find' 
ings by showing diffuse shadowing at the left mid-zone, sugge.st- 
ing an inflammatory process. But by now the right base showed 
considerable clearing radiologically. Clinical improvement was 
rapid, and on Sept. 27 the lungs were normal both clinicall) 
and radiologically. 
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The patient was discharged, symptom-free, on Oct. 1, 25 days 
; after the onset of the illness, and 17 days after admission to 
' hospital. 

- Comment 

' A patient suffering from a severe attack of psittacosis is 
•- usually ill for between two and four weeks. Prognosis is 

- difficult to assess, but the outlook is better in the young than 
in the old, and extensive pulmonary involvement tends to 
carry a high mortalit)'. In the patient under consideration 
penicillin therapy was started seven days after the onset, 

; and complete defervescence had occurred 72 hours later. 
In Slew of the severity of his illness it seemed reasonable to 
attribute the satisfactory response to the treatment he 
received. 

' Reported cases of human psittacosis treated with peni- 
cillin are few'. Parker (1945) published details of two such 

■ patients. In the first, a woman of 61, treatment with intra- 
muscular penicillin in a dosage of 120,000 units daily was 

r. started on the nineteenth day of the illness, and the patient 
had become apyrexial on the twenty-first day. The second 
, patient was a woman of 52 who received 160,000 units of 
.. penicillin daily ,from the thirteenth day. She was afebrile 

- on the sixteenth day. In the same year Flippin, Gaydosh, 
and Fittipoldi (194^ treated a man of 53 with 100,000 units 

; of penicillin daily after he had been ill for 19 days. On 
:■ the twentj'-second day great improvement was shown. 
^ However, since in these three patients the drug was given 

■ late in the disease, when spontaneous recovery might have 
been e.\pected, the improvement which followed the admin- 

, istration of penicillin cannot conclusively be attributed to 
; this treatment 

In the case of a patient aged 43 reported by Turgasen 
(1944) a daily dosage of 100,000 units of penicillin was 
t' begun on the fifth day of the illness. But the response 
' was not dramatic, for the patient’s high fever persisted 
"■ for five days after the initiation of treatment Rosebuiy 
' et al. (1947) reported the treatment of a man aged 41 with 
^ both penicillin and sulphadiazine : 400,000 units of peni- 
; cillin were given daily from the fourth to the fourteenth 
day of the illness, and 6 g. of sulphadiazine was given daily 
from the fifth to the twelfth day. The patient became 
apyre.xial, and marked clinical improvement was shown as 
early as the sixth day, after he had received 800,000 units 
of penicillin and only 4 g. of sulphadiazine. The dosage 
of sulphadiazine here seems too small for this drug to 
have been of major therapeutic value, and the satisfactory 
'' response must therefore probably be attributed to the 
penicillin. 

Wolins (1948) reported six patients, suffering from psitta- 
cosis, only one of whom could be considered severely ill. 
Four of them responded satisfactorilj’, though not dramati- 
i cally, to 400,000 units of penicillin daily. The same dose 
.■ of penicillin had little effect on the course of the illness in 
the remaining two. Wolins pointed out that two of the 
' four patients who responded well to penicillin had earlier 
failed to improve on a smaller dose (200,000 units daily). 

In contrast with the clinical evidence there is good experi- 
; mental evidence that infection of the mouse with psittacosis 
< virus can be controlled by penicillin. Heilman and Herrell 
•' (1944) infected 104 mice with psittacosis virus and treated 
half of them with verj' large doses of penicillin (1,000 units 
^ daily), the remainder acting as controls. AU the controls 
; died, whereas the mortality in the treated mice was only S %. 

,, This finding was confirmed by Bedson and May’ (1945). 
who also showed that the minimum dosage of penicillin 
necessary to protect a mouse from a lethal infection 


was 800 units a day for four days. This again is a very 
large dose, and suggests that, if one may’ argue, from mouse 
to man, the total dosage of penicillin needed to treat a 
human case of psittacosis w’ould be about 11,000,000 units. 
The treatment of the case reported above was of this order. 

It may' be that the two most recent antibiotics, chlor- 
amphenicol and “ aureomycin,” which are effective against 
viruses of the psittacosis-lymphogranuloma group (Smadel 
and Jackson, 1947 ; Wright et a!., 1948), will prove more 
useful than penicillin. They have the added advantage 
that they can be given by mouth. However, neither is 
as yet available in this country, and in the meantime the 
encouraging result obtained in the case described here sug- 
gests that penicillin is well worthy of further trial in the 
treatment of psittacosis in man. It seems likely, however, 
that the dosage should always be massive ; and if 2,000,000 
units daily should prove ineffective an even higher dose 
should be considered. 

I wish to thank Dr. Donald Hunter and Professor S. P. Bedson 
for much s-aluable advice and criticism. Permission to publish this 
account was kindly granted by Dr. Hunter, trader whose care the 
patient was treated. 
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A CASE OF MONOCYTIC LEUKAEJnA 
TREATED WITH AMINOPTERIN 

BY 

P. L. de V. HART, M.B., M.R.CP. 

Clinical Assistant, Metropolitan Hospital, London 

The acceleration of the leukaemic process produced by 
folic acid led to the search for antagonists which might 
favourably influence the disease. The most potent com- 
pound so far reported is “ aminopterin ” (4-aminopteroyl- 
^utamic acid), ^ough others with similar properties have 
lately been used. It is effective in doses of 0.5-1 mg. daily 
in children and up to 4 mg. daily in adults. It causes a 
general depression of bone-marrow function and has toxic 
effects at therapeutic dosage which seriously limit its useful- 
ness. It can be given by intramuscular injection, but is 
equally effective by mouth. In the case reported below 
none was available for oral administration. 

Case Report 

An obese man aged 30, who was subject to spasmodic bron- 
chitis severe enough to warrant grading C2 in the Army, pre- 
sented with a six-weeks history of furunculosis and stomatitis. 
For six months he had been listless and unduly fatigued. The 
stomatitis consisted of a boggy hypertrophy of the gums and 
hard palate. There was no bleeding, but the mouth was very 
painful. Neither spleen, liver, nor lymph glands could be felt 
to be enlarged. There was an irregular fever ; the pauent was 
anaemic, and Hess’s test for capillary fragility was positive. 
A blood count showed: white cells 32,400 perc.mm. (monocytes 
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62%, lymphocytes 28%, polymorphs 10%); red cells, 2,700,000 
per c.mm. ; Hb, 48%, Sternal marrow puncture showed 73% 
of the cells to be monocytes or precursors, with numerous primi- 
tive cells. A diagnosis of Schilling-type monocytic leukaemia 
of subacute nature was made. The marrow counts are shown 
in the accompanying fable. , 

Table Showhig Marrow Counts 


Neutrophil myelocyte 
Eosinophil myelocyte 
Neutrophil polymorph 
Eosinophil polymorph 
Monocytes and precursors 
Lymphocytes 
Nucleated red cells 
“Blasts” 

Plasma cells 


Day 


Jrd 

44th 

} 5% 

28% 

} 6%' 

20% 

73% 

19% 

12% 

9% 

2% 

23% 

2% • 

!%• 




62nd 


35% 

3% 

11% 

1% 

29% 

5%' 

11% 

4% 

1% 


Treatment was begun with fresh blood transfusions and 
penicillin, which improved the local sepsis and general condi- 
tion. Aminopterin was first given on the thirteenth day, and an 
immediate^ improvement occurred in the peripheral blood count 
(see Chart). The platelets were only 37,000 per c.mm. at first, 
but this level was well maintained throughout treatment. There- 
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Chart showing progress of case. 

was one brief intermission due to a respiratory infection, but 
apart from this the remission progressed until the blood picture 
was normal. A second sternal puncture showed a great improve- 
ment in the balance between the cells and considerable 
maturation. 

Thirty-two days after starting treatment, when 64 mg. of 
aminopterin had been given, the toxic effects of the drug became 
manifest. Stomatitis due to painful shallow ulceration of the 
gums, spreading on to ihe lips, became steadily worse until 
treatment had to be stopped. A total of 109 mg. had then been 
given. The stomatitis rapidly healed on ceasing treatment. ; 

A slow tendency to relapse was manifested in the peripheral 
blood picture even before treatment Avas stopped, but afterwards 
a rapid multiplication of the leucocytes occurred, the pathologist 
remarking that the blood resembled a marrow smear in the 
number of primitive cells involved. Between the 71st and '80th 
days the patient was at home, but on return to hospital the 
blood was found to contain 125,000 white cells per c.mm. (77% 
monocytes and 5% promonocytes) — a picture far more mature 
than during the rapid multiplication period after the aminopterin 
was stopped. 

A second course of the drug was given, with blood trans- 
fusion ; this led to a second and more dramatic remission, but 
the toxic effects of the aminopterin recurred almost immediately 
and the treatment was again slopped. Toxicity on this occasion 


also involved colicky abdominal pain, diarrhoea, and ulceration 
of the rectum. On the 103rd day, when the blood picture had 
again become grossly leukaemic, the patient was given a massivf 
transfusion without aminopterin ; but no improvement occurred 
showing that transfusions were probably not the cause of the 
remissions. It was intended to follow this by a course of amino- 
pterin without blood, but on the 113th day the patient died 
suddenly, almost certainly from a pulmonary embolism from 
a site of transfusion in the leg, although he was ambuialorj' 
up to the last. Only a limited post-mortem examination ms 
permitted, so that it was not possible to "confirm the immediate 
cause of death. 

Comment 

This case is of interest, as Dameshek (1949) was unable 
to produce remissions in three cases of monocytic leu- 
kaemia treated by him with folic acid antagonists, though 
myeloid and lymphoblastic cases responded. The readiness 
with which a return to maturity may be induced in the 
leukaemic cell with aminopterin serves to remind one that 
the leukaemic states are in the bgrderland between neo- 
plastic and infective disease, 

Leukaemic cells differ from cancer cells in that 
they do not show the phenomenoh of aerobic 
glycolysis (Kempner, 1939); also they mature within 
14 days when cultured in vitro (Israels, 19401 
whereas cancer cells multiply unchanged iadtft- 
, nitely. Mouse and fowl leukaemias are readily 

transmissible, but there is reason for suspecting 
that these results may be inapplicable to human 
leukaemia, since the disease has never success- 
fully been transmitted in mammals other than 
rodents. The demonstration of marrow-stimu- 
lating substances in large quantities in the urine 
and faeces of leukaemic patients (Miller and 
Turner, 1943) suggests that the basic error in 
leukaemia may lie not in the leukaemic cell but 
in its environment. The ultimate cause of 
this change is unknown, and on that point it 
is difficult e\'en to conjecture. But this concept 
provides a far more fruitful line of possible 
therapy, since, if the environment can be 
altered, useful remissions should be obtainable. 
Perhaps aminopterin may represent this form 
of approach to the problem ; its effectiveness in 
such small quantities suggests that it ma)' K’ 
acting on a fundamental mechanism. The efforts to obtain 
more effective and less toxic drugs of this nature which are 
now in progress are therefore amply justified. 

Summary 

A case of monocytic leukaemia in a man 'aged 30 is described 
in which remissions followed the administration of aminopterin- 
The peripheral Wood count returned entirely to normal after 
five, weeks, but owing to toxicity the drug bad to be withdnn'J 
after 109 mg. .had been given, and a rapid relapse foHoyeu- 
A further remission was obtained by a second, shorter, course- 
The patient died on the II3(h day from pulmonary emboms- 
Some aspects of this form of therapy are discussed. 

My thanks are due to Dr. H. G. Hulbert, who had the patieo' 
under his care, for permission to publish this case and for 
encouragement. Acknowledgments are also due to Dr. S. • 
Hopkins, who was responsible for the blood counts, and to Dr. K. »- 
Scott and Sir Lionel E, H. Whitby, who confirmed the 
also to Professor Haddow, of the Royal Cancer Hospital, f®r 
kindness in supplying the drug, which was manufactured by Ledcr 
Laboratories. 
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ACCESSORY NER^T PALSY 
OF OBSCURE ORIGIN 

A REPORT OF THREE CASES 
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Viysician in Charge of the Department of Neurology, 
Cardiff Hospitals 


United 


njurj’ to the spinal accessorj' nerve during operation for 
'lock dissection of cervical glands is probably the com- 
-aonest cause of unilateral paralysis of the sternomastoid , 
rnuscle. In the neck the ner\’e may be injured by direct 
-ompression from enlarged glands and from tumours or 
abscesses, and of course it may be damaged in penetrating 
rvounds. Within the skull, in the posterior fossa, it may 
ae involved in tumour, abscess, or aneurysm formation. 
JccasionalLy a syphilitic process within the skull may impli- 
■ate the nerve as it runs from the foramen magnum to 
•he jugular foramen. Within the spinal cord or medulla 
he cells of origin of this exclusively motor nerve are not 
, nfreguently involved in degenerative processes such as 
notor neurone disease and syringomyelia. The same cells 
/ire also liable to destruction by the virus of anterior 
'joiiomyelitis. 

- The sternomastoid and trapezius muscles often undergo 
-itrophy in the muscular dystrophies and especially in the 
jiffection called myotonia atrophica. 

- During the past five years I have encountered three 
-jatients in whom the sole lesion was an isolated spinal 
•iccessory nerve palsy. Weakness and wasting of the stemo- 
mastoid muscle and of the upper fibres of the trapezius 
;in the same side were the only abnormalities. 

Case 1 

-f A soldier aged 25, serving in the Middle East, was referred 
M hospital as a possible case of “ shoulder-girdle neuritis ” 
^pillane, 1943). He had always enjoyed good health, but for 
/. year past had been troubled with an aching pain about (he 
'ight shoulder. This was never acute and did not involve the 
'-.rm. It was ill defined and dull in character, nearly always 

following prolonged 
exercise. He had 
noticed that his neck 
was asymmetrical. 

There was con- 
siderable wasting and 
weakness of the 
sternomastoid and 
upper part of the tra- 
pezius on the right 
side. The right shoul- 
der had dropped 
(Fig. 1). The nervous 
system was otherwise 
normal. X-ray exami- 
nation of the skull 
base and cervical 
vertebrae revealed 
no abnormality. The 
C.S.F. was normal, 
and the Wassermann 
reaction in the blood 
and C.S.F. was 
Fig. 1. — Case 1. Wasting of slemo- negative, 
mastoid muscle and upper fibres of During his stay in 
trapezius on right side. Tilt of head to imcniml renented ones 
right suggests that the lesion is of long hospital repeated ques 
standing. tioning and examina- 



tion disclosed nothing 
to suggest that the 
problem was one of 
early myotonia 
atrophica. 

Case 2 

A soldier aged 31, 
serving in the Middle 
East, was similarly re- 
ferred to hospital be- 
cause of pain about 
the neck and right 
shoulder and obvious 
asymmetD’- His past 
clinical history' re- 
vealed nothing of 
note, and there were 
no other complaints. 
He said his right 
shoulder had not 
felt right " for some 
years, but he had 
never had any acute 
pain and his right arm 
was normal. 

, The right stemo- 



FlO. 2. — Case 2. Wasting of sterao- 
mastoid muscle and upper fibres of 
trapezius on right side. Considerable 
dropping of ri^t shoulder. 


mastoid muscle was apparently absent There was considerable 
weakness and wasting of the upper fibres of the trapezius muscle 
on the same side, so that the right shoulder had dropped con- 
siderably (Fig. 2). There was no other abnormality in the 
nervous or the muscular system. X-ray plates, as in Case 1, 
showed nothing abnormal. Serological studies were negative. 

The patient was detained in hospital, but no clue to the 
nature of the condition was forthcoming. His family history 
contained nothing relevant. 


Case 3 


A married housewife aged 30 who had never left this 
country was referred to me in 1946 because she complained 
that “ there was something wrong with my neck.” She was 
an intelligent and healthy young woman and said that at the 
age of 24 she had had acute pain on the left side of' her neck. 
It prevented her sleeping and persisted for about one month. 
She consulted her doctor ; he found local tenderness and 
believed that it was some form of fibrositis. During that 
month, however, she also had another symptom. This con- 
sisted of periodic tie-like movements of the head on the neck. 
Many times a day, for a few moments at a time, her head 
would lilt quickly, quite involuntarily, to the left. The whole 
condition seemed to have subsided spontaneously. 


For several years 
she had forgotten the 
affair until her hus- 
band noticed some 
asymmetD' about her 
neck when she wore 
an evening dress. That 
was in 1943 or 1944. 
In 1945 she either 
became self-conscious 
about it or the asym- 
metD' was more 
noticeable, for she 
consulted a doctor. 
She had also found 
that certain move- 
ments were difficult 
from some positions. 
If she lay on her right 
side in bed and 
wished to raise her 
head she experienced 
particular difficulty. 



Fig. 3. — Case 3. Wasting of stemo- 
mas'oid muscle and upper fibres of 
trapezius on left side. 
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She sometimes slept without a pillow, and tlien had some diffi- 
culty in raising tlie head. These symptoms, she stressed, were 
slight. 

On several examinations the only abnormalities to be detected 
were identical with those found in Cases 1 and 2 (Fig. 3). The 
sternomastoid muscle and the upper fibres of the trapezius on 
the left side were noticeably weak and svasted. The nervous and 
muscular systems were otherwise normal.^ Faradic responses 
were not elicited from the left sternomastoid ; only weak con- 
tractions were obtained from the upper part of the trapezius. 
Radiographs of the cervical spine and skull were normal. The 
blood Wassermann reaction was negative. 

During the past two years she has been under my observation 
and no further signs have developed. Her condition is 
apparently stationary. Two brothers have been examined, and 
they present no abnormality. Both parents are dead and 
neither had any disability to suggest myotonia atrophica. She 
has inquired of cousins and other relatives, with negative results. 

Aetiologj’ 

In each case all the known causes for such a lesion 
were considered, but the aetiology remains obscure. In 
the first two cases the story did not conform to the very' 
characteristic sequence of events in the affection of neuritis 
of the shoulder girdle. Sternomastoid atrophy has not been 
recorded' in that condition (Spillane, 1943 ; Parsonage and. 
Aldren Turner, 1948). 

The selective nature of the wasting strongly suggests 
that the lesion is neuritic and not muscular. There was 
no other abnormality ; on careful examination neighbouring 
muscles were found to be normal. 

If the nerve lesion is in the nature of a “ neuritis ” its 
causation remains unknown. Cervical adenitis would be 
unlikely to result in such severe atrophy. Surgeons have 
often commented on the manner in which the spinal 
accessory nerve escapes injury in suppurative conditions of 
the neck. Like the facial nerve the spinal accessory ner\'e 
is purely motor in function, but it does not emerge from 
the skull through a small foramen alone as does the 
former nerve. It enters the neck accompanied by the jugu- 
lar vein and by the ninth and tenth cranial nerves through 
a relatively ample -aperture. A lesion at this point would 
also be likely to involve these nerves. 

Poliomyelitis is. often suggested, especially in orthopaedic 
clinics, when the problem arises of explaining an isolated 
paralysis of one or more muscles. But in this series of 
cases there is certainly no positive evidence in that direc- 
tion. From the accounts given by the patients the likeli- 
hood of congenital deficiency of the sternomastoid muscle 
is very remote. 

Bilateral atrophy of the sternomastoid muscles is, of 
course, a usual finding in myotonia atrophica. But the 
other features of tiris disease — ^myotonia, general weakness, 
diffuse muscular pains, baldness, testicular atrophy, cataract, 
absent deep reflexes, and reduced vibration sense in the 
lower limbs — were entirely wanting. Maas (1937), how- 
ever, has noticed unilateral wasting of one sternomastoid 
muscle in apparently healthy relatives of patients afflicted 
with this heredofamilial malady. One of his published 
photographs is very similar to that of Case 2. I have 
been interested in the condition of myotonia atrophica for 
some years, and inquiry and examination in the present 
series were conducted with this condition in mind. No evi- 
dence of the disorder was present — if one excludes the 
atrophy of the muscle fibres supplied by the spinal acces- 
sory nerve. In Case 3 it was also found tliat the electro- 
cardiogram was normal. This may be of interest in view 
of the recent evidence that low-voltage p waves, prolonga- 
tion of the P-R interval, and slurring of the ORS complex 


have been noted in myotonia atrophica (Evans, 1944; 
Heard and Spillane, in the press). 

One may ask whether these cases are examples of the 
same disease. Although there is no 'definite proof, it is 
tempting to assume tliat they are. The only clue to 
causation lies in the story of Case 3. She had acute pain in 
the left side of the neck six years previously and for a 
time was troubled with spasmodic contractions of the 
left sternomastoid muscle. The affected area was tender 
and her doctor diagnosed “ fibrositis.” This sequence of 
events was followed by wasting of the muscle. It seems, 
therefore, that originally there was an irritative lesion of 
the spinal accessory nerve on that side. 

, A search of the literature has not disclosed any reports 
of such a condition, but isolated unilateral hypoglossal- 
nerve paralysis has been described. The lesion was thought 
• to be due to a periostitis of the anterior condyloid’foramen 
analogous to the lesion of the stylomastoid foramen which 
may be responsible for Bell’s palsy (Goldenberg and 
Sandler, 1931). 

Snmmarj' 

Three cases are reported in which there was isolated wasting 
and weakness of one sternomastoid muscle and the upper fibres 
of the trapezius" muscle on the same side. 

The cause is not known, but it is probable that the lesion 
was in the spinal accessoiy nerve. 

The lesion may be similar to that in Bell's palsy. 
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.4 CASE OF DIAPHRAGMATIC HERNIA 
OF CONGENITAL ORIGIN 
WITH PERFORATION OF STOmCH 

BY 

SIDNEY B. RADLEY, F.R.C.S. 

AND 

H. P. GOLDSMITH, M.B. 

{Front the Newark Town and District Hospital) 

The following account of a complete right-sided thoracic 
stomach with a perforated pyloric ulcer is of interest 
because of (1) the extreme rarity of such a condition— "C 
have found no other recorded case of a similar character . 
(2) the absence of any previous serious disability — in fact, 
he was able to earn his living as a general labourer, which 
inv'olved considerable physical exertion and produced no 
pulmonary or acute digestive disturbance ; (3) the oppor- 
tunity of seeing and feeling the position of the various organs 
at operation ; and (4) the complete absence in convalescence 
of any.svTnptoms of discomfort, either above or below' (he 
diaphragm. 

Case History 

At about midnight on Oct. 25. 1948, a man aged 29 wi-' 
suddenly taken ill with acute abdominal pain, which st.-iriw 
at the' centre of the abdomen around the umbilicus. It persute 
and was extremely severe. He felt sick and vomited once 
before his admission to Newark Town and District Hospi a • 
Four years previously he had had “ gastric trouble pain 
and fullness in the epigastrium about half an hour to on- 
hour after food, followed by vomiting, which brought retie 
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immediately. His own doctor treated him "by diet and alkalis, 
and the condition subsided after three weeks. Since then he 
occasionally had a mild recurrence of his epigastric pain for 
which he did not attend his doctor; he had not adhered to 
the diet prescribed. He had had no pain before the onset of 
his present illness. For the last five years he has been having 
mild attacks of “ asthma,” which were worse on the hot days 
of summer. The attacks did not prevent him from doing his 
work, and he has not received treatment for them. 

On e.vamination the temperature was 97.4° F. (36.3° C.), 
pulse 88, and respirations 26. He was well nourished. He 
seemed to be in pain but not shocked, and was rather excited. 
His tongue was moist and slightly coated. General abdominal 
rigidity was present, but no real tenderness ; there was no reduc- 
tion in liver ilullness or any rebound phenomenon. No tender- 
ness was felt per rectum. Respirations were mainly thoracic 
and wheezy in character. There was slight dullness at the right 
base posteriorly on percussion, and breath sounds were wheezy 
all over the chest. The pulse was regular and of good volume. 
The heart was not enlarged and there were no murmurs. The 
blood pressure was 130/84. No appreciable disease was found 
in the central nervous system. 

Perforated gastric ulcer was suspected, and in view of the 
normal temperature and pulse and the patient’s general condi- 
tion it was decided to treat him conservatively under observa- 
tion. A kaolin poultice was applied to his abdomen and he 
was put in Fowler’s position. A half-hourly pulse chart was 
kept. At 5 a.m. the temperature was 99.8° F (37.7° C.), pulse 
90, and respirations 24. At 7.30 a.m. the temperature was 
100.6° F. (38.1° C.). pulse 112, and respirations 24. The pulse 
chart showed a rise from 90 to 112 between 5 and 7.30 a.m. 

He was re-e.xamined at 7.30 a.m. and his abdomen vvas found 
to be still rigid, with generalized tenderness and rebound 
phenomenon, and in view of his rising pulse and temperature 
laparotomy vvas decided upon. 

Operation . — ^At 9 a.m., under anaesthesia induced by thio- 
pentone' followed by gas and oxygen and ether, a supra- 
umbilical paramedian incision vvas made and free fluid was 
found on opening the peritoneal cavity. On exploration the 
stomach was found to be entirely in the right thoracic cavity. 
It was in a complete peritoneal sac. There was a small hole 
under the liver in the right side of the crus of the diaphragm. 
This cpening was a definite rounded orifice admitting three or 
four fingers. Through it, it was possible to trace the duodenum 
and pylorus. With peritoneal forceps passed through the 
opening the stomach could be grasped and pulled slightly down- 
wards, but it could not be drawn through the aperture. A 
small perforation was identified by tracks of lymph and effusion, 
and it was closed by passing a needle on a holder through 
the aperture and making a purse-string suture, covering it with 
an omental graft from the greater curvature omentum. The 
liver vvas very prominent in the wound and seemed to be dis- 
placed downwards. It had to be retracted upwards to expose 
the gap in the diaphragm. When this was done there was a 
clear view of the opening, which was situated in the right crus 
of the diaphragm behind the liver and to the right of the 
vertebral column. A drainage tube vvas inserted through a 
separate suprapubic stab wound and the abdomen was then 
closed in layers. 

The patient stood the operation quite well, and vvas in fair 
condition when taken from the theatre. Immediately on his 
return to the ward 5% glucose-saline intravenously vvas started. 
The 5% glucose saline vvas given intravenously for the first 
48 hours. A Ryle’s tube vvas passed and the stomach aspirated 
every two hours. Then he vvas given glucose water and citrated 
milk by mouth. This was gradually increased until at the end 
of the first week he vvas put on the first week of Sippy’s diet. 
He tolerated his feeds well, and Meulengracht’s diet vvas given 
at the middle of his second week. His temperature and pulse 
were raised for the first week ; this was ascribed to pulmonary 
complications after anaesthesia. It subsided after treatment 
with penicillin injections and inhalations. His temperature and 
pulse have been normal since that time. 

On Nov. 16 a screening examination and a series of skia- 
grams showed a complete thoracic stomach on the right side 


of the thorax and confirmed that the stomach is above the 
diaphragm and is lying centrally between the anterior and 
posterior walls of the chest It is in a complete peritoneal sac. 
separated from the pleural cavity by omental tissue, peritoneum, 
and the basal pleura. Screen examination showed full move- 
ment of the left diaphragm and slight movement of the right 
diaphragm. The stomach, the greater curvature of which is 
uppermost, appears to empty from the right side. The 
duodenum passes across and behind the base of the stomach 
to empty through the aperture in the medial side of the right 
diaphragm. A film taken on Nov. 17 showed the colon dis- 
placed to the left side. This is probably' due to the downward 
displacement of the liver. 

By the sixth week he vvas convalescent and was able to take 
light diet without any discomfort or digestive trouble. He looks 
and feels extremely well and has returned home. 

Comment 

This is a case of complete thoracic stomach with a short 
oesophagus of congenital origin, hence the failure of the 
attempt to dravv the stomach through the opening in the 
diaphragm at operation and the absence of a sliding 
stomach at the radiological examination under the screen 
when in the vertical position, which may occur in some 
cases. 

It is completely enclosed in a peritoneal sac separating 
it from the pleural cavity. Unfortunately at operation it 
was not possible to feel the junction of the oesophagus with 
the stomach, so we cannot say whether the peritoneum was 



Radiograph showing stomach on right side of thorax above the 
diaphragm- The greater curvature is uppermost. Barium is in the 
oesophagus. 


reflected on to the stomach before it reached the cardiac 
orifice or whether it enclosed the cardiac end of the 
oesophagus. 

As a result of the complete peritoneal sac there was no 
infection of the pleural cavity from the peritonitis after 
operation. 

The stomach is completely rotated, with the greater curv a- 
ture uppermost, and the oesophagus curves underneath the 
cardiac end of the greater curvature to reach the cardiac 
orifice. There is no stricture or hour-glass contraction, as 
it is a completely thoracic organ and no portion is nipped 
by the diaphragm, hence the absence of gastric fullness and 
distension. 

We wish to express our thanks to Sir Thomas Dunhill for his 
interest in the case, for his great kindness in corresponding with us 
about it, and also for his account of the condition in the Arris and 
Gale Lecture delivered by him to the Royal College of Surgeons in 
1934, from which we have derived much information. We are also 
indebted to Dr. F. M. Gordon and Mr. R. J. Walls, M.SJI., for the 
radiography. 
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Traumatic Perforation of the Bladder 

An unusual case of traumatic rupture of the bladder in a 
man suffering from schistosomiasis in, South Central Africa 
is described below. 

Case History 

A' male African, judged to be about 65-70 years of age, was 
brought in dead to the Gwelo Native Hospital on July 2, 1948. 
The relatives stated that the man had died at his kraal the 
previous afternoon. Four days before his death, while coming' 
out of a native hut, he had collided with another native who was 
entering, and the latter’s head had struck the old man in the 
abdomen. During the four days before his death he had com- 
plained of abdominal pain and had vomited once or twice. 
The other natives had not brought him to hospital. 

Post-mortem Examination. — At 10 a.m. on July 3 a post- 
mortem examination was carried out. As it was the cold 
season and rigor mortis was beginning to pass off, it was 
estimated that he had died 36 to 48 hours previously. There 
was no bruising of the abdomen or any other sign of injury. 
The presence of some vomitus in the mouth was noted. On 
opening the abdomen the peritoneal sac was, seen to be full of 
a dark-brown fluid which smelt like urine. There were flakes 
of pus covering the coils of the small intestine, and several 
loops of these were adherent. The stomach, spleen, liver, gall- 
bladder, and small and large intestines were removed, and apart 
from distension and inflammation of the bowel no abnormality 
was detected. Examination of the bladder in situ revealed a 
hole in the' fundus about the size of a sixpence. The bladder 
was empty. The edges of the hole were ulcerated and slough- 
ing. The bladder was carefully removed and opened. The 
prostate (median lobe) was seen to be much enlarged, and the 
mucosa of the bladder had the granular appearance and ulcer- 
ated areas seen in extensive schistosomiasis. The kidneys 
and ureters were removed, but they showed no naked-eye 
pathology. 

Histology. — A snipping of mucosa close to the hole in the 
bladder was examined microscopically by teasing out the pre- 
paration in water on a slide. The mucosa was seen to be 
packed with terminal-spined ova (Schistosoma haematobium). 
Section of a portion of the ulcerated edge of the vesical per- 
foration showed the presence of S. haematobium ova in large 
numbers in the' mucosal layer and some leucocytic infiltration 
of the deeper muscular layers. 

Comment 

From the above findings it was concluded that in the 
presence of a distended bladder, presumably in part due 
to the enlarged prostate gland, the blow on the abdomen 
had caused rupture to take place through the most advanced 
area of schistosomal destruction. The resulting extravasa- 
tion of urine caused a generalized peritonitis, ending in 
death from the toxaemia. 

This case is described for two reasons. First, enlarge- 
ment of the prostate gland is not a common condition in 
the Africans of Southern Rhodesia, presumably because of 
their death at a somewhat early age. Secondly, although 
the presence of schistosomal infection is extremely common 
in the South Central African native (Gelfand and Ross), I 
can find no evidence in the literature of a previous traumatic 
rupture of the bladder through such an area. 

Although this native must have been suffering consider- 
able pain during the four days previous to his death, he was 
not admitted to hospital, which was in the near vicinity of 
the accident. This may have been due to a disinclination of 
the other natives to reveal the accident, but may be an 
example of the remarkable stoicism of the native in the 


presence of severe pain. The relatives definitely stated that 
in the first two days of his illness the old man was working 
in the fields. 

Grateful thanks are .due to Dr. G. R. Ross, Acting Secretary 
for Health, Southern Rhodesia, for permission to publish this 
case.' 

W. Fraser Ross, M.B., Ch.B., B.Sc., 
Government Medical Officer, Southern Rhodesia. 

Reference 

Gelfand, M., and Ross, W, F. Trans. R. Soc. trap. Med. Hyg. In 
the press. ' 

A Case of Femoral Appendicitis 

A rare complication of femoral hernia occurs v/hen its sole 
content is the. vermiform appendix. An example of this is 
considered worth recording. 

Case Report 

The patient, a woman aged 55, was seen at a gynaecological 
out-patient clinic on Oct. 8, 1947. Three weeks previously 
she had developed a feeling of heataness at the “ bottom of the 
stomach.” Five days later she noticed a lump in the right 
groin, and shortly afterwards she began before micturition to. 
feel slight pain, which persisted. Her history was otherwise 
negative. 

On examination the internal group of superficial inguinal 
glands in the right groin were found to be tender and inflamed. 
There was slight inflammation of the urethra, and a few sub- 
epithelial haemorrhages were present in' the vestibule. The 
glands were treated by local applications for a week, and on 
re-examination bn Oct. 15 the acute infection had settled. _ The 
hard irregular lump had persisted, and the glands were slightly 
movable, discrete, and hard. No femoral hernia was palpable, 
and arrangements were made to remove a gland for biopsy. 

On Oct. 17 the patient was operated on under local analgesia. 
Dissection revealed a lobulated fatty mass with two normal 
lymphatic glands perched on its surface; the mass extended 
towards the femoral ring. The sac was opened and was found 
fo contain turbid fluid surrounding a purple pre-gangrenous 
vermiform appendix. The appendix was removed and the 
stump allowed to retract into the abdomen. The inguinal canal 
was then opened, and the femoral sac was transposed above 
the inguinal ligament, where it was excised. One stitch between 
inguinal ligament and pectineus fascia was adequate for the 
repair of the small femoral ring. Closure of the aponeurosis 
and skin was then effected without drainage. 

No pathological examination was considered necessary either 
for the glands, which were macroscopically normal, or for the 
appendix. Convalescence was uneventful. 

Discussion 

In 1731 De Garengot recorded the first operation for 
heririal appendicitis, and in 1785 Hevin gave the^ first 
detailed description of operation for femoral appendicitis. 
Ryan (1937) published three cases of femoral appendicitis, 
Watsori (1938) collected 217 cases, two cases were recorded 
by Seley (1941) and one by Knapp and Claps (1944), bring- 
ing the total -number of published cases of this condition 
to 223. 

The most unusual case recorded is that of Johnstone 
(1934). In his case auto-appendicectomy occurred, and 
was followed by survival of the separated appendix owing 
to the acquisition of a new blood supply from the wall of 
the hernial sac. 

BatUe (1899) has Tecorded a case of appendicitis in a 
femoral hernia associated with inflammation of the, over- 
lying glands, and this is the only case found in the litera- 
ture similar to the present one. 

The sustaining interest of femoral appendicitis would 
seem to be, first, that if is so rarely diaposed pre- 
operatively, and, secondly, the difficulty in making a precise 
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diagnosis even when the possibility of its occurrence has 
been remembered. Taking the present case as an example, 
the data on which an accurate diagnosis could be based 
were quite inadequate ; it was not even possible to be sure 
that a femoral hernia coexisted with the inguinal glands. 
Furthermore, even when a hernia is obvious, the differential 
diagnosis of femoral appendicitis is' most difficult. One 
must exclude omental hernia, partial enterocele, adenitis, 
strangulated epiploic appendix, prehernial lipoma, intes- 
tinal diverticula in hernia, and reducible and irreducible 
hernia of the intestine, bladder, and other viscera. It 
seems obvious that in most instances this condition is 
destined to remain an accidental finding during herniotomy. 

I am indebted to Dr. C. E. B. Rickards, honorarj’ gynae- 
cologist, Warrington Infirmary', for permission to publish this 
case. 

J. Stuart Young, M.D., F.R.C.S.Ed. 
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An Interesting Case of Epilepsy 

The following case is worth reporting because of several 
unusual features. It also emphasizes one of the pitfalls of 
psychiatric ■ practice and closely links up neurology and 
psychiatry. 

Case History 

A male aged 30 was ttansferred. to us from a hospital in the 
Midlands where he had been suffering from partial aphonia, 
difficulty in swallowing, and attacks of partial unconsciousness 
for several months. 

History of Present Illness . — His first fit occurred aLthe age 
of 17, while he was at his fiancee’s house. There was ho recur- 
rence until soon after marriage, at the age of 21. During these 
attacks he threw his arms and legs about, and after a severe 
attack found it difficult to walk. After being turned down by 
several medical boards he was finally accepted by the Army, but 
about three weeks later, while waiting to go overseas, he had 
one of his fits. On account of this he was invah'ded out. 

He continued to have four or more fits daily for several 
months after his discharge. Gradually the fits became less 
frequent and their nature changed to what the patient’s relatives 
described as “ blackouts,” in which his head suddenly dropped 
on his right shoulder, he appeared to lose consciousness for 
about two minutes, and then suddenly recovered. During these 
attacks he bit his tongue if no precautions were taken. In 
neither these “ blackouts ” nor the fits was he ever incontinent. 

Early in 1947 he developed a progressive impediment in his 
speech and had difficulty in swallowing both liquids and solids. 
This led to his admission to the Midlands hospital, where, after 
some months’ treatment, a psychiatrist was consulted. He came 
to the conclusion that the patient’s condition was “in many 
ways a regression to infantile behaviour. It would appear that 
the epileptic element in his condition has receded and been 
largely replaced by hysterical regression.” On account of the 
frequent fits the patient had been unable to work for” four years. 
There w'as no history of epilepsy in his family and nothing 
significant in his early medical history'. 

Condition on Admission . — ^A well-nourished young man. 
Because of tonic spasm of the masseters the patient could not 
open his mouth wide and could only lisp like a child. There 
was continuous' dribbling of salb'a orsing to difficulty in 
swallowing. There were no other physical signs. 

Investigations. — I\'assermann negative. Total R.B.C. 5 
million, Hb 100%, C.I.=0.9. 


Progress. — ^3Vhile under observation in the ward he had 
several fits, both when awake and when asleep. Fits ■ could 
also be easily induced by hypnotic suggestion, and clinically 
there was no difference between spontaneous and induced fits. 
Each fit began with the typical epileptic cry, followed by tonic 
contraction of facial muscles and loss of consciousness for one 
to two minutes. At the same time the head dropped to the 
right side. During the attack the plantar reflex was e.xtensor on 
both sides. Cyanosis of the face varied — sometimes it was 
marked, at other limes it was sh’ght or absent During a 
demonstration it was possible to induce by post-hypnotic 
suggestion a series of these fits in rapid succession when the" 
patient was standing but supported on either side. There was 
difficulty in obtaining the E.E.G. record owing to the number 
of fits, the tracing being “ grossly abnormal ; high amplitude 
slow' rhythms between attacks, definite evidence of epilepsy.” 
Next day he had fits almost every 10 minutes — a total of about 
132 fits in 24 hours — although he was receiving phenobarbitone 
gr. 1 (65 mg.) t.d.s., and epanutin (soluble phenytoin) gr, 14 
(0.1 g.) b.d. Although lucid in the intervals, he was unable to 
open his mouth ; the muscles of his neck and nasopfaaryn.x also 
appeared to be in spasm, as it was difficult to pass a feeding- 
tube. In order to control the fits he was given paraldehyde 
dr. 8 (28 ml.) per rectum, but he rejected a good deal of this. 
However, phenobarbitone sodium, 1 ml; intramuscularly, and 
“ amytal.” gr. 31 (0.25 g.) intravenously, caused sufficient relaxa- 
tion cf the pharyngo-cesophageal muscles to enable him to 
swallow. He was then given phenobarbitone gr. 2 (O.1 3 g.) t.d.s. 
and epanutin gr. 3 (0.2 g.) b.d., which reduced the fits to 23 
in 24 hours. In spite of these large doses of . phenobarbitone 
and epanutin he had H fits next day'. He was then seen by a 
neurologist, who considered there was an approximation to 
status epilepticus. During the next 24 hours the patient had 
only seven fits, although there was considerable tonic spasm of 
the jaw muscles. Next day (26th day after admission) he had 
no fits, but the dribbling continued. The E.E.G. showed “ great 
abnormality of the cortical rhythms from all areas of the head, 
possibly more so on the left side. Diffuse 3 c/s and 5/6 c/s 
rhythm. little alpha rhythm seen ; 3 c 's rhythms often 
occurring in bursts of high amplitude. Blocking by visual 
stimuli poor.” From that day he had no spontaneous fits and 
suggestion failed to induce them (although there was no change 
in his domestic circumstances). The increased salivation, how- 
ever, did not respond to any treatment and persisted for several 
days. An E.E.G. performed just before his discharge from 
hospital showed : “ Generalized abnormality of 5-6 c/s rhythms. 
Still some 3 c/s rhythms present, but not having the high 
amplitude of the previous recordings. Some alpha rhythm seen 
of 8 c/s, blocked by visual stimuli. No single focus of abnor- 
mality seen. Record greatly improved.” On discharge from 
hospital he was able to start work, and was later reported to 
be stiiremployed. 

Discussion 

There is no doubt that this was a genuine case of epilepsy 
involving specially the face and the pharj'ngo-oesophageal 
region. Psj'chogenic causes were apparently sufficient to 
initiate the attacks, thus lending support to the concept of 
hystero-epilepsy. Fits which were clinically indistinguish- 
able from epileptic attacks could also be induced by 
hy'pnotic suggestion, though they could not be controlled 
by suggestion. The EJE.G. records showed that the induced 
fits were identical with epileptic fits. The reponse to pheno- 
barbitone and epanutin was also significant. 

SUM.MAEY 

A case of epilepsy involving the face and pharyngo- 
oesophageal region is described. The fits were initiated by 
psychogenic causes. 

Thanks are due to the medical superintendent for permission to 
publish the case-notes. 

M. N. Pai, 

M.B., B.S., M.R.C.P., D.C.H., D.P.H., D.T.M., DJ.M., 

Psychiatric Specialist, Belmont Hospital 
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VmVS DISEASES OF MAN 

I'i'al and Rickettsial Infections of Man. Edited by Thomas M. 
Rivers, M.D. (Pp, 587; 77 illustrations, including 6 plates in 
OTlour. 4Ss.) Philadelphia and London; J. B. Lippincou 
Company. 

It is nearly fifty years since a virus was first demonstrated 
as the cause of a human disease, yellow fever. During these 
fifty years, and especially during the last two decades, a vast 
amount of knowledge has been acquired, and to-day there fall 
to be discussed in this work no fewer than fifty-four virus 
infections to which man is susceptible. Even then, two diseases 
are omitted : the recently described but somewhat unfortunately 
named “ Mengo encephalitis ” (Mengo is a place name and 
has 'nothing to do with the meninges), and Durand’s disease, 
which was found in Tunis in the early days of the svar. The 
latter undoubtedly deserves mention. 

Within the past few years there has been a stabilization of our 
knowledge and ideas of virus and rickettsial infections, and it 
is opportune that these advances should be collected and made 
easily accessible to all those interested, whether or not they are 
actively engaged in the study of virus and rickettsial infections. 
As it would obviously be impossible for one person to write 
authoritatively on all these diseases and their causal agents, 
Dr. T. M. Rivers, the editor of this co-operative venture, has 
been assisted by twenty-seven collaborators, comprising all the 
best-known virus and rickettsial workers in America. After 
a short introduction on the general aspects of viral and 
rickettsial infections by the editor, there are chapters on physical 
and chemical procedures by W. M. Stanley and M. A. Lauffer, 
serological reactions by J. E. Smadel,, chick embryo techniques 
by E. W. Goodpasture and G. !• Buddingh, tissue culture 
procedures by J. F. Enders, and epidemiology by K. F. Maxcy. 
The inclusion of a chapter on bacteriophages is Of value but 
requires explanation, for bacteriophages never give rise to 
human infections. In one or two places in these introductory 
chapters there is a somewhat uneven distribution of emphasis. 
Variation in viruses is dismissed in less than half a page, but 
four times this space is ^ven to the question of variation in 
bacteriophages. The same criticism may be urged against the 
space allotted to the interference phenomenon as applied to 
bacteriophages and to other viruses. Bruce While’s original 
description of the interference phenomenon in bacteriophages 
k unmentioned. 

jp Bach virus and rickettsial disease is described under the 
/following heads ; definition, history, clinical picture, piflhology, 
aetiology, diagnosis, treatment, and epidemiology. In the 
majority of cases the articles are excellent, and are written by 
those who have actually contributed to our knowledge of the 
particular infection they describe. The book thus represents a 
vast storehouse of facts up to 1946, and it should undoubtedly 
be read and digested by laboratory workers, clinicians, and 
epidemiologists alike. If any criticism is possible it is that 
American workers have failed to appreciate fully work carried 
out on viruses in Europe before and during the war. In the 
chapter on the hepatitis viruses, for instance, it would be 
difficult to deduce that their nature was well appreciated 
before 1940. There are, however, other than purely medical 
reasons for glossing over some of these facts. 

The book is beautifully produced and well illustrated. An 
excellent coloured plate by Leon Schlossberg shows the 
reactions to vaccinia vaccination in both white and coloured 
persons. These illustrations will be intensively studied, though 
some of the other coloured plates are less successful. Adequate 
author and subject indexes are provided. A work of this 
type has obviously cost much to produce, and it is only through 
a grant from the National Foundation for Infantile Paralysis, 
Inc., that its publication has been possible. Virus workers in 
dollar-starved countries owe a further debt to the National 
Foundation for Infantile Paralysis in that it has made copies 


freely available to them. In 1783 Dr. Benjamin Rush wrote 
to Dr. John Lettsom in London to thank him, for sending 
medical books from England. “ 1 have feasted on each of your 
pamphlets,” he said. " It is an act of Charity to pour upon a 
benighted American the discoveries of the last eight years in 
Europe.” One hundred and fifty-six years later America has 
fully repaid her debt. 

G. M. Findlay. 


MYCOLOGY 


Mycoses and Practical Mycology. By N. Gohar, M.R.C.S., 
L.R.C.P. With foreword by Sir Philip Manson-Bahr. (Pp. 234 ; 
4 colour plates and 134 other illustrations. £1 5s.) London; 
Baillifere, Tindall and Cox. 1948, 


In, his foreword to this work Sir Philip Manson-Bahr truly 
describes mycology as the Cinderella of modern medicine. 
Dr. Gohar is to be congratulated for having had the courage 
to attempt so comprehensive a task as preparing this book, 
and has succeeded in presenting a balanced picture of the whole 
range of medical mycology in a small and compact volume. 
The major mycological diseases as they affect the patient as 
a whole, and the more important affections of the separate 
systems, parlicularly of the respiratory and digestive tracts and 
the skin, are briefly but clearly ' described'. The difficult pro- 
blems of mycology, the morphological and cultural details, and 
terminology are discussed adequately but in simple and lucid 
style. The approach is modest, the presentation is capable 
of easy interpretation, and Dr. Gohar is fortunate in having 
the ability to incorporate the mycological studies as part of the 
whole clinical problem of diagnosis and treatment. There is 
a brief but interesting historical introduction to many of the 
major subjects which adds to the pleasure to be derived from 
reading this work. 

The book is pleasingly produced, paper and typescript are 
good, and illustrations are plentiful and helpful. There are 
very few errors in the text, and the author has an attractive 
style. 

The volume is particularly valuable to the dermatologist, and 
the section describing the dermatomycoses is admirably pre- 
sented. It is not possible to satisfy all authorities in such 
a diflicuit and contentious subject, and if criticisms are offered 
it is only that they may be considered in preparing further 
editions of this book, which will certainly be expected ris 
mycology receives more adequate recognition. The chapter on 
epidermophytosis is good except for the section on treatment, 
which is inadequate and makes no reference to the value of 
modern fungicides. In other parts the clinical descriptions 
and differential diagnosis could be elaborated with advantage. 
More comment upon modern fungicides and bases would have 
been interesting. Treatment in recent years, has advanced 
rapidly, and this is not always reflected in the text. There 
is a tendency to indicate past and present therapeutic measures 
in rather colourless fashion, without emphasis or indication 
of their relative values. In the description of actinomycosis 
and erysipeloid infections the reader would not suspect from 
the text that penicillin has revolutionized treatment in these 
fields. 

The section on diagnosis and treatment of ringworm infection 
of the nails could be improved, and Dr. Gohar is unduly 
pessimistic. The paragraph devoted to “ phytid ” reactions is 
too brief and inadequate. A keriop ringworm lesion is a 
pustular reaction to the ringworm fungus itself and not a secon- 
dary pyogenic infection superimposed upon the fungus as 
suggested. In the paragraphs on black hairy tongue there 
is '"no reference to its occurrence as a sequel to sucking 
penicillin lozenges. The chapter on fungicides is incomplete 
and has no mention of the dyes, of difhranol, or of the modem 
fatty-acid preparations. 

But these are small points relative to the value of the work 
as a whole. It promises to become a valuable textbook on 
this subject, of great help to the student and practitioner m 
every branch of medicine, but it will be particularly wen 
received by the student of dermatology. It is surpnsing that 
this field has been so sadly neglected by the laborato^ ana 
research worker, and it is to be hoped that this book may 
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stimulate others with the necessan’ training to pursue further 
the investigation and research which are so necessary in medical 

J.T.Ingwm. 

' ADVANCES IN OPHTHALMOLOGY 

Documenta Opklhnlmologica. Edited by F. P. Fischer, A. 3. 
Schaeffer, and Arnold Sorsby. Vol. 2. (Pp. 462; illustrated. 

No price.) Holland: \V, Junlc. I94S. 

The second volume of this series (which periodically sum- 
marizes recent advances in ophthalmology) contains seven 
articles of more than usual interest. A study on physiological 
optics by A. von Tschermak deals with several problems. The 
first describes a “ corttrastomeler ” to demonstrate the com- 
pensating reaction on simultaneous contrast in the retina of 
frogs, the illumination of which can be varied by polarization. 
The entoptic phenomenon of Heidinger's brushes is then con- 
sidered. with an interesting discussion on the effect of double 
Polaroid spectacles in reducing the light entering the eye. The 
discrimination curves of photopic and scotopic vision are 
described in terms of wavelength and oscillation frequency, 
and the basis of stereoscopic vision is reviewed as it originates 
on retinal points in which size relations differ. It is finally 
shown that the coincidence of entoptic and exoptic stimuli 
may result in monocular diplopia. 

The physiological optics of the visualization of x-ray pictures 
are discussed by \S'. Bronkhotst, I. Ten Doesschate, and F. P. 
Fischer, who bring forward some points of considerable interest 
which have hitherto been largely ignored by radiologists. R. 
Weekers and F. Roussel contribute an article on the critical 
frequency of fusion, particularly in its relation to pathological 
conditions. They point out that the physiological variations 
of this factor are small, while pathological anomalies produce 
marked disturbance. Thus, in cases of detachment of the 
retina the pre-operative extent of the detachment and the 
functional defect can be estimated with considerable accuracy. 
In tobacco amblyopia the critical frequency is reduced in the 
centro-caecai area in proportion -to the degree of into.xication ; 
in glaucoma, disturbances in the frequency are early and 
common, and may supplement perimetric studies. 

J. Ten Doesschate and F. P. Fischer contribute an article of 
considerable length on the mechanical properties of the tissues 
of the eye. emphasis being placed on their micellar structure ; 
the bearing of this work, which may seem academic in nature, 
is of importance in such conditions as detachment of the retina. 

Two papers are contributed by G. Karpe, of Stockholm, the 
first a description of his own apparatus for recording the 
eleetro-retinogram in clinical cases, and the ^cond the applica- 
tion of this relatively new method in the investigation of cases 
of ocular siderosis. Electro-retinography can be used to follow 
the course of development of siderosis. and Karpe has found 
that it provides information of great value when the difficult 
decision has to be made upon the advisability of undertaking a 
dangerous operation for the extraction of a foreign body which 
has been in the eye for some time. It is interesting that in the 
initial stages of this disease both the positive and negative com- 
ponents of the electro-retinogram are increased at a stage when 
the disease cannot yet be recognized by the usual clinical 
examination, while at a later stage the retinogram becomes 
negative and is finally abolished, even though the retina may 
function reasonably well. The potentialities of this new 
clinical method are therefore considerable. 

The final section, by L. Poleff, of Rabat, deals with recent 
work on trachoma. He gives a general review of the state 
of our knowledge of the aetiology of this disease, based on 
morphological studies and the results of culture experiments 
and of inoculations carried out in animals and man, adding 
a discussion on the virus and rickettsial nature of the infective 
agent, the significance of the Weit-Felix reaction, and questions 
of immunity and predisposition. The discussion is critical, and 
it is pointed out that many problems are yet unresolved. 

The book, in which the various articles are written in Ger- 
man, French, and English, deals with the more scientific 
developments of ophthalmology, which are not readily obtained 
elsewhere, and is of considerable interest and value. 

Stew.vrt Doke-Elder. 


-HEART DISEASE 

Cardiology. By William Evans, M.D., D.Sc., Fjt.C.P. (Pp. 310; 
illustrated. £1 I5s.) London: Butterworth and Co. I94S. 

Dr. William Evans has set out very effectively, though rather 
dogmatically, the facts and arguments upon which the diagnosis 
and treatment of heart disease are based. The work is founded 
upon a series of lectures, from which it derives a note of per- 
sonal experience ; at the same time it is inevitable that it should 
bear some of the disadvantages of such an origin. 

The merits of the work are so obvious that it is unfortunate 
the author has,at times allowed personal views to be presented 
as final judgments. For example, there is no general agreement 
that the term “ triple rhythm ” should replace gallop rhythm,” 
and, since most cardiologists are resolved that ” gallop rh>-thm " 
shall stay, the term should at least find mention in a standard 
textbook. We know that ordinarily there are two heart sounds, 
just as there are two phases of respiration ; if there is a third 
sound it may or may not be of pathological significance. While 
the term ” triple rhythm ” might suitably denote the innocent 
form of this auscultatory phenomenon, it would be better to 
preserve for the pathological sign the descriptive and honoured 
term of " gallop rhythm.” To speak of ” the fourth heart 
sound” is, to say the least, confusing. 

It is regrettable that Dr. Evans has given room in this book 
for consideration of so complex a subject as the classification of 
auricular tachycardia into five groups. It is true there are good 
reasons for believing in the identity of flutter and paroxysmal 
tachycardia, but these matters are far outside the range of the 
average student. Other criticisms of the same kind could be 
cited. 

The author has brought together here many themes that have 
interested him, and the whole work makes stimulating reading 
for the physician or cardiologist who can weigh the statements 
against his own experience. But the student who has no such 
background will not so readily profit from this approach. No 
work so individual as this could be free from shortcomings, and 
the merits of the book far outweigh the demerits. The pro- 
duction is well above the average post-war standard, and the 
diagtains, electrocardiographs, drawings, and photographic 
reproductions are on the whole excellent. 

K. Shielev SvitTH. 

AETIOLOGY OF HYPERTENSION 

Arterial Hyperlenrion. By David Ayman, M.D. Reprinted from 
Oxford Loose-Leaf Medicine. Oxford Medical Publications. 
(Pp. 91. 12s. 6d.) New York and London: Oxford 

University Press (Geoffrey Cumberlege). 

Dr. Ayman is well known for his clinical studies of hyper- 
tension, and especially for his researches into the onset and 
early stages of essential hypertension in the children of hyper- 
tensive parents. He takes the view (which would be shared 
by many authorities in this country) that there is as yet no 
evidence that essential hypertension in man is initially caused 
by any disturbance of the renal circulation. In all probability 
essential hypertension is a functional condition in its early 
stages. Persons who have inherited the tendency react to 
physical and emotional sfimuli by large and rapid changes in 
their blood pressure. Organic changes in the cardiovascular 
system occur later, and are the result and not the cause of the 
high blood pressure. The author rightly stresses the degree to 
which these patients are under the influence of their emotions, 
and the fact that in the early stages the majority of their 
symptoms are psychogenic, frequently induced by the finding 
of a high blood pressure at a medical examination. The 
reader’s instinctive approval of this sane outlook on the early 
hypertensive case receives a rude shock when he finds that 
Dr. Ayman advises his patients to take their owp blood 
pressures frequently at home. 

The great variability of blood pressures in bem’gn essential 
hypertension is pointed out, and it is clearly shown that most 
of the claims for one treatment or another are based on cases 
which have been inadequately controlled. Any placebo, if 
prescribed with sufficient assurance, will cause significant 
improvement in the great majority of cases. Only two forms of 
therapy are known to produce a persistent lowering of blood 
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pressure : thiocyanate treatment, which requires careful control 
and which is not free from untoward effects ; and sympathec- 
tomy, the results of which are still difficult to assess because 
most surgeons, including Smithwick, have not observed their 
cases long enough before operation. 

Most experienced physicians will agree with Dr. Ayman's 
general outlook on hypertension. Tne book has, however, 
certain rather important shortcomings. The section on patho- 
logy is inadequate and of doubtful accuracy. The reader is 
not given a clear account of the distinctions between essential 
and secondary hypertension. The description of the malignant 
phase of hypertension is poor, and nowhere is it made plain 
that while renal failure practically never occurs in benign hyper- 
tension it is almost inevitable in the malignant phase. Finally, 
the author, like many of his American colleagues, appears to 
be wholly ignorant of the British literature on his subject ; the 
only British authors to which he refers are Bright, Mahomed, 
and Alibutt. Although it is natural that an author should refer 
to the most easily available literature when he is quoting general 
opinion or the records of cases, it is a serious defect to be 
completely unaware of important and fundamental observations 
which have been made in other countries. 
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Serologische Reaktionen nnd Immunitat bei Alalaria By H 
Hermann (Pp. 106. M. 7.50.) Stuttgart; Hippofcrates-Verhg 
Marquardt. 1949. 


Die Indivtdnelle Reaktionsmeise bei Chirnreisehen infektinm- 
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Microbiology and Man. By J, Birkeland, Pb.D. 2nd cd. 
(Pp. 525. 27s. 6d.) London ; Bailliere. Tindall and Cox.- 1949.' 


Mental Health. By John H. Ewen, F.R.C.P.Ed., D.P.M. With 
a chapter by C. Friedman, M.D.(Vienna), L.R.C.P.&S.Ed. 
(Pp. 2'70. 12s. 6d.) London; Edward Arnold. 

The author sets out to write a short and practical handbook 
for students and practitioners, and especially for those studying 
for the Diploma of Mental Health. Like many handbooks, it 
has fallen between two stools. It is brief, clear, and well set 
out, with a few short illustrative cases, but it is on strictly 
conventional lines without any originality or fresh ideas. As 
such, it is doubtful if it is full enough to allow the specialist 
student to appreciate the various theories and experimental 
work on which modern psychiatry is based. For (he under- 
graduate, who is in most cases going to be a general practitioner, 
the situation is different. Surely the time has now come when 
in psychiatry, as in everything else, the emphasis in textbooks 
should be changed so that the student may learn what will 
chiefly concern him in day-to-day practice. Certainly the 
practitioner should have some idea of the symptoms and 
prognosis of the major psychoses, but the conditions he will 
be faced with are the psychoneuroses, the psychosomatic 
diseases, and the minor deviations from the strict norm which 
are not really diseases at all. As in so many textbooks of 
psychiatry, the psychoneuroses get short shrift in only 24 pages, 
and practically no mention is made of their treatment except 
in the section on special treatments — well set out by 
Dr. Friedman — where narco-analysis is described, but this is 
not common therapy for the general practitioner. Admittedly, 
it would not be easy to write a really effective textbook for the 
general practitioner, but do we need yet another conventional 
handbook of psychiatry, however good it may be ? 

R. G. Gordon. 


In the preface of his Imroductwn to Medical Psychology (pp. 171 ; 
17s. 6d.; London: William Heinemann Medical Books, 1948) Dr. 
Erwin 'Wexberg remarks the absence of suitable textbooks on 
psychology for preclinical medical students. He has set out to write 
one, and has certainly produced an interesting and informative hand- 
book Nevertheless, for British students the book makes the wrong 
approach to the subject. /The first chapter discusses from the philo- 
sophical aspect the relations of the individual with the community, 
and it is doubtful if the preclinical student has sufficient preliminary 
education to grasp a dissertation on values. The acquisition of know- 
ledge is dealt with chiefly from the Gestalt viewpoint, but though 
this is a physiological approach it is not a very easy concept to 
follow. In describing the emotional side the author refers frequently 
to Freudian theory and terminology, which is not suitable for the 
undergraduate, and certainly not Cor the preclinical student. It would 
be better to leach preliminary psychology on a basis of physiology, 
examining the complex relationships of the individual to his fellows 
at the end rather than the beginning of the course, and so far as 
possible leaving the psycho-analytical theory unlit the ch’nicai aspects 
of mental illness are reached. If the other approach is favoured, 
howes'cr, this book has the merits of brevity and clarity. 
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THE ADRENAL GLAND 
It is one hundred years since Thomas Addison first 
described, at a meeting of the South London Medical 
Society, the disease which bears his name, and in the 
opening pages of this issue of the Journal Sir Henry 
Dale pays tribute to his pioneer work on the adrenal 
gland, Addison’s \ivid description of the clinical 
changes occurring in many parts of the body as a 
result of destructive disease of the suprarenal cap- 
sules suggested for the first time the jmportance of 
the control exercised by these glands over- many body 
tissues. But although Addison’s clinical observations 
on the disease were so exhaustive and novel they came 
at a time when neither physiology nor biochemistry 
was sufficiently advanced to carry much further the work 
he had begun. The study of other glands was for many 
decades to prove more fruitful to the investigator, and 
Sir Henry Dale traces the way in which the secrets of 
these other glands were to be disclosed one after 
another. The clinical results of over- and under-funcdon 
of the thyroid gland were recognized. Its hormone was 
readily obtained in active form and many years later 
was brilliantly synthesized by Harrington and Barger. 
The internal secretion of the pancreas was obtained by 
Banting and Best with consequent changes in the con- 
ception of diabetes and of its treatment. The clinical 
disturbances of the pituitary were classified, and many 
of the secretions of this gland were identified and put to 
clinical use. But during all this time it was clear that 
the main activities of the adrenal gland, on which the 
maintenance of life depends, had eluded understanding. 
Adrenaline, the hormone of the adrenal medulla, had 
been isolated at a relatively early date, its physiology 
had been thoroughly worked out, and it had been used 
widely in clinical practice. But study of the action of 
adrenaline alone went very little way to explain the 
various disturbances resulting from disease of the 
adrenal gland. 

It was not until 1931, more than 80 years after Addi- 
son’s description of the disease that bears his name, that 
Swingle and Pfiffner first succeeded in preparing an 
active extract of adrenal cortex which could prolong 
life in the adrenalectomized animal. At about this time 
a developing p artnership between orgam’c chemists and 

1 British MedicalJournal, 1949, 1.812. and 2, 24 and 221. 

- y. din. Endocrinol.^ 1946. 6, 1 17. 


physiologists was beginning to prove very fruitful in the 
investigation of the sex hormones. Progress was rapid, 
and the chemical formulae of most of these hormones 
were worked out. The endocrine secretions of the 
testis, ovarian follicle, and corpus luteum proved to have 
in common a chemical structure consisting of four united 
carbon rings, three of which contain six carbon atoms 
and the fourth five carbon atoms. The active hormones 
such as testosterone, oestradiol, and progesterone vary 
mainly in the number and position of ketone, hydroxyl, 
methyl, and other groups attached to the carbon atoms 
of this ring skeleton. Thus the natural oestrogens have 
one methyl group, the androgens two, and progesterone 
three. Elsewhere in this issue Professor H. de Watteville 
and Drs. S. Salinger and R. Borth discuss the clinical 
value of sex-hormone determinations. 

The chemical knowledge acquired in studying the sex 
hormones has proved useful in the investigation of the 
nature of the active constituents of Swingle and Pfifimer’s 
adrenal cortical extract. This too was found to contain 
many compounds having the same four-carbon-ring 
skeleton as bad been found in the sex hormones, the 
variation again being mainly in the attached groups. A 
large number of such substances have been isolated from 
adrenal extracts and from urine, in which they are 
present in much smaller amounts. Only a few of these 
compounds have much physiological activity — desoxy- 
corticosterone, with its powerful action on salt and water 
metabolism, being the best known and most widely used. 
Another group is characterized by the presence of an 
oxygen atom on the eleventh carbon atom of the ring 
skeleton and a reducing group similar to that of fructose 
on the seventeenth carbon atom. Compounds of this 
group have little or no action on salt and water meta- 
bolism, but have a great influence on carbohydrate meta- 
bolism — causing glycogen to be deposited in the liver, 
increasing body resistance to the action of insulin, and 
hastening recovery of muscle from fatigue. It is to this 
group that the now famous “compound E” (“corti- 
sone ’’) belongs, a substance which, although not yet 
available in this country, has already been the sub- 
ject of much discussion because of its dramatic effect 
in certain rheumatic diseases.^ 

Addison’s brilliant analysis one hundred years ago 
led to the development of the now flourishing science of 
endocrinology, but only now are the many problems 
connected with the secretions of the adrenal gland begin- 
ning to be unravelled. The importance of future dis- 
coveries can only be surmised. The effect of cortisone 
on rheumatoid arthritis is indeed extraordinary, but there 
are hints that the adrenal cortex has other important 
actions. Many conditions of “ stress ’’ are now known 
to increase the activity of the cortex, and if the stress is 
long continued adrenal exhaustion can be induced in 
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animals. Selye" believes that such exhaustion may lead 
by adrenal dysfunction to a wide variety of diseases. 
Injections of desoxycorticosterone in animals have 
caused such varied conditions as myocarditis, arthritis, 
nephritis, Aschoff’s nodes, and periarteritis nodosa. In 
man the urinary excretion of the carbohydrate-active 
adrenal hormones is found to be increased after such 
stress as pregnancy, surgical operations, burns, and heart 
failure, and a fall in their excretion has been observed 
shortly before death. In experimental animals these 
hormones increase ability, to survive low oxygen ten- 
sions. This action is especially interesting, for it was 
a rumour, probably unfounded, that the German Luft- 
waffe was using cortical extracts to increase the high- 
flying ability of its pilots which did much to stimulate 
official interest in the U.S.A. in these hormones during 
the last war. 

There is urgent need for a wide trial of these new and 
active compounds in therapeutics, but here again the 
adrenal gland presents its challenge. The amounts of 
these hormones stored in the gland are small compared 
with the quantities produced and used by the body daily. 
Extraction of glands is thus an inefficient method of 
obtaining them, and it is to be hoped that chemical 
synthesis will soon be achieved. Desoxycorticosterone 
has been produced commercially for a number of years, 
but the comparable production of the allied carbo- 
hydrate-controlling compounds presents problems likely 
to tax the ingenuity of organic chemists for many years 
to come. Cortisone has been obtained by partial syn- 
thesis from a bile acid, but the yield after a long series 
of chemical processes is less than one-thousandth part 
of the theoretical. A great expenditure of effort and 
money soon led to the mass production of penicillin, 
and it is now certain that a comparable effort will be 
required if the needed hormones of the adrenal cortex 
are to be produced in sufficient quantity. There is little 
doubt that during the next decade or two we shall wit- 
ness some startling developments in adrenal physiology 
and that clinical medicine will be greatly influenced by 
tliem. The pioneer work of Addison will then be seen 
to have possessed an even greater significance than has 
been apparent hitherto. 


HISTOPLASMOSIS 

If the history of histoplasmosis were to be written 
in popular instead of what has recently been called 
clinical journalese it would undoubtedly be described as 
intriguing. In 1906 Darling' in Panama reported the 
occurrence of a disease characterized by visceral symp- 
toms and the presence of small intracellular bodies in the 
cytoplasm of mononuclear cells. Since Darling was a 
protozoologist and the condition had some similarities 


to leishmaniasis, it was naturally thought to be due to a 
protozoon. Not until twenty years later was a compar- 
able case reported from the continental United States, 
and only in 1934 did de Monbreun* successfully culti- 
vate the organism from the blood of an infant and by 
demonstrating the mycelial forms clearly prove that it 
was a fungus and not a protozoon. Later he was able 
to inoculate monkeys and mice and to infect puppies by 
feeding them with the mycelial forms, thus showing that 
the fungus may enter the body by way of the gastro- 
intestinal tract. By 1939 only 4 cases had been recorded 
in the United States, but one year later Meleney’ 
managed to collect no fewer than 32. 

The fungus responsible for liistoplasmosis is known as 
Histoplasina capsulatiim and is probably unique, since it 
is the only fungus pathogenic for man which is primarily 
an intracellular parasite of the reticulo-endothelial 
system. In tissue sections or smears the parasites appear 
as round or oval bodies' 1 to 5 /i in cross section with 
chromatin irregularly distributed at their centre and with 
colourless refractile capsules. They can be stained with 
haeraatoxylin and eosin, though- Giemsa’s method is 
preferable. The mycelial forms grow readily on blood- 
agar or Sabouraud’s medium, though from three to four 
weeks at room temperature may be necessary before 
growth is visible' ® ; 50 units of penicillin and 50 units 
of streptomycin per ml. should be added to the culture 
medium when attempts are made to isolate the fungus 
from ulcerating lesions. As would naturally be expected, 
the organs specially involved are those containing abun- 
dant reticulo-endothelial tissue: liver, spleen, lymph 
nodes, and the lymphoid structures of the pharynx and 
intestines are not uncommon sites of this somewhat 
chronic granulomatous condition.® Ulcers of the skin, 
bowel, pharynx, and mouth may constitute the most 
important lesions. According to Weed and ParkhilP the 
ulcers have rolled edges, and are associated with fever, 
sweating, and loss of weight. Only cartilage and the 
cortex of bone invariably escape, as they are devoid of 
reticulo-endothelial cells. Greyish-white nodules or 
ulcerations may be seen on the surface of the affected 
organs. Histologically there is proliferation of the 
lymphoid tissues with considerable cellular destruction ; 
the causal organisms can be seen within the mononuclear 
cells. Granulation tissue with macrophages containing 
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. the parasites is present outside the necrotic zone, and in 
, addition there are giant cells, poljTnorphonuclear leuco- 
. c}'tes, eosinophils, lymphocytes, and plasma cells. The 
. parasites are capsulated and basophilic. 

The signs and symptoms of histoplasmosis are, as is to 
4 be expected, very varied. In general it develops as a 
. systemic febrile disease, associated with loss of weight, 
. anaemia, leucopenia, and enlargement of lymph nodes, 
. liver, and spleen. Gastro-intestinal symptoms, including 
. diarrhoea, have been mentioned in nearly two-thirds of 
. the reported cases ; oral lesions, when present, closely 
resemble those seen in leukaemia. Hodgkin’s disease 
. may be suspected at first, and in fact Hodgkin’s disease, 
noma, or carcinoma has 'been present in 14 out of 70 
cases.' When the suprarenals are affected Addison’s 
■ disease may be produced. Fhilmonaiy spread, as shown 
[ by .v-ray examination, is characterized as a rule by 
^ multiple small foci, frequently subpleural, but Melenej'^ 
regards the lungs as more often the sites of secondary 
^ infection than the portal of entry of the fungus. It is 
thus obvious that no typical clinical picture of histo- 
plasmosis exists ; it may simulate many systemic 
^ diseases, and one case of endocarditis due to H. capsu- 
' latum has been reported. Possibly it may occur in a 
subclinical form. 

I Although histoplasmosis has so far been recorded 
^ ' mainly from the New World, it has been seen in members 
^ of various races. The sex incidence is approximately 
' equal, and there is no correlation with any occupation. 
^ No less than a quarter of the cases in one series were in 
' children under the age of 13 years. The outcome of 
clinically recognizable disease has usually been regarded 
^ as invariably fatal, the duration having been from one 
to eight months, though some adults have been infected 
' for a year or more. There is now, however, evidence 
' from Kansas City and elsewhere that non-fatal cases 
may occur. 

Very little is yet known of the epidemiology of histo- 
' plasmosis. Though widely distributed in the United 
States, it is particularly prevalent in the south-eastern 
^ area, but at least one case, has occurred in California.® 
* McLeod and others® reported the only instance in which 
there was contact between proved cases ; since the 
^ patients were siblings, the disease may have been trans- 
mitted either from one to the other or from possibly a 
common source of infection. Para” described one case 
where there was possible contact between an infant and a 
, dog with histoplasmosis. Harmon” collected 10 cases of 
the disease in dogs in the United States, and has now 
added two further cases seen by himself. Emmons and his 
colleagues,'® in an area in Virginia where four human 
and three canine cases of histoplasmosis had occurred, 
examined the tissues of 1,620 fur-bearing animals, mostly 
small rodents. H. capsiilatiim was grown from the tissues 


of one mouse and five rats (Rattus norvegicits) ; in a 
further note isolation firom five other rats is recorded. 
No gross lesions were seen in the tissues of the infected 
animals, only small focL In this connexion it is of 
interest that white mice and guinea-pigs commonly 
recover from the acute phase and survive indefinitely, 
but so does the fungus, since the liver and spleen con- 
tinue to yield positive cultures. It is thus not improbable 
that rodents and dogs are the source from which human 
beings are infected. 

The final diagnosis of histoplasmosis can be made only 
in the laboratory. The parasites may be seen in thick 
smears vsithin monocytes in the peripheral blood stream. 
Puncture of the spleen, sternal bone-marrow, or super- 
ficial lymph nodes may reveal the organisms, as may 
biopsy material taken from accessible sites of infection. 
Inoculation of guinea-pigs with blood, or cultivation of 
the parasites on suitable media, may provide an answer. 
A recent method of diagnosis is skin Resting with histo- 
plasmin, which is simply a sterile broth filtrate of 
H. capsulatiim. It appears, however, that a number 
of persons who have no previous historv' of infection 
with histoplasma give a positive reaction with histo- 
plasmin. * Related to this is the finding that in a 
proportion of these individuals there is evidence of 
pulmonary calcification and at the same time no reaction 
to tuberculin. Palmer,” for instance, in a survey of 
3,105 student nurses found calcification present in 31.1% 
of those positive to histoplasmin but in only 10.4% of 
those positive to tuberculin. Some other fungi may be 
responsible for positive reactions to histoplasmin,'' and 
in certain areas in California it is suggested that cocci- 
dioidomycosis may be the cause of such calcifications. 
Furcolow and his colleagues” also emphasize that in 
regions of the United States where histoplasmin sensi- 
tivity is widespread not only calcifications in the lungs 
but also diffuse patchy infiltrations are very frequently 
non-tuberculous. Various attempts have been made to 
use complement fixation for diagnosis. Histoplasmin as 
an antigen has not proved veiy specific, but Salvin'® has 
obtained far better results with the intact formalin-fixed, 
yeast-like forms of the fungus cultivated on a special 
medium — an antigen which he terms Y.P.” While the 
majority of cases of histoplasmosis have been seen in 
North and Central America, reports are now' coming in 
that the disease e.xists also in the Philippines.” It is 
probable that the disease is much more common than 
was originally supposed and probably not nearly as fatal. 

Treatment of histoplasmosis during the acute phase 
has so far proved unsuccessful. Penicillin, the sulphon- 
amides, potassium iodide, arsphenamines, quinquevalent 
antimonials, and radiation therapy have aU proved value- 
less. Recently Fontaine and his co-workers'® have found' 
that an antibiotic isolated from young tomato plants and 
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at first called lycopersicin, but now tomatin, has an 
inhibitory action on the growth of cultures of H. capsii- 
latum. Since tomatin has a low toxicity in animals, a 
description of its action on this fungus infection in vivo 
would be of considerable interest. 


CARCINOMA OF THE GALL-BLADDER 
The prognosis in cases of carcinoma of the gall-bladder 
is gloomy, and inevitably surgeons have sought means of 
preventing this condition. There can be little doubt that 
cholelithiasis is a predisposing factor of the greatest impor- 
tance, and a number of authors report the presence of 
stones in from 70 to 100% of cases of carcinoma of the 
gall-bladder.^'* This variety of malignant disease is not 
so uncommon as is generally believed ; Kirschbaum" places 
the incidence at 3% of all carcinomata, while Graham* 
gives a higher*figure of 8-10%. A further point of interest 
is that carcinoma of the gall-bladder is found at opera- 
tion in some 1-5 %^ of cases of cholelithiasis, .and the former 
condition has generally never been suspected. 

With the above considerations in mind Sainburg and 
Garlock* have reviewed 75 cases of carcinoma of the gall- 
bladder. Abdominal pain, a history strongly suggestive 
of gall-bladder disease, loss of weight, and j^ndice were 
the most important features of these cases, but the authors 
stress that at this stage the disease is generally advanced 
and incurable. Only 65 of their patients were subjected 
to operation. The group in which the best results were* 
obtained consisted of seven cases in which the diagnosis 
was made by the pathologist and was not suspected by 
the surgeon : one patient in this group was still alive- after 
13i years, but the average period of survival of the others 
was less than one year. In the remaining cases the average 
period of survival varied between 2-*3 months in the frankly 
inoperable group and 6-7 months in those cases where it 
was believed that complete excision had been done, ' From 
these figures it can be seen that surgery is virtually useless 
when the disease is established, though an occasional very 
early case may survive. As the incidence of carcinoma in 
gall-bladders containing stones is far from negligible — 
Kirschbaum mentions a figure of 3% and Graham one 
of 5-14%— and as the overall mortality of cholecystectomy 
is unlikely to exceed 3% there would seem to be a strong 
case for “ prophylactic ” cholecystectomy in all cases of 
cholelithiasis. 

As a result of a 10-20-year follow-up of 112 cases of 
silent gall-stone, Comfort and his colleagues® at the Mayo 
Clinic adopt a somewhat different attitude to the problem 
of gall-stones. Sixty-one patients had no symptoms dur- 
ing the ensuing years, while 24 of the 51 patients develop- 
ing sjTOptoms had had a cholecystectomy. There was no 
record of cancer of the gall-bladder in. any of the 28 
patients who had died, but it should be noted that this 
follow-up was undertaken by post -and the information 
obtained was incomplete. At first glance these findings 
may appear to be completely at variance with those of 

rjm. Sura., 1931. 93, 317. 
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4 Warren. R.. and Batch. F. G., Surgery, 1940, 7, 657. 

4 Finney, J. M. T.. and Johnson. M. L., Ann. Surg., I94S, 121, 425. 
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Sainburg and Garlock, but the risk of carcinoma i 
perhaps less in those cases of gall-stones without synip 
toms. It might be reasonable to suggest, therefore, firs 
that all cases of cholelithiasis with symptoms should b 
treated surgically unless there is some definite contra 
indication to operation ; secondly, that cases of silent gall 
stones in fit and young patients should also be treate 
surgically, for, although the work of Comfort may sugge: 
the relative immunity of such cases from' carcinoma, thei 
is ho means of telling how long the stones will remai 
silent ; and, finally, that in elderly patients with silent gal 
stones a conservative attitude might be adopted, since th 
risk of malignant change in their few remaining years ma 
well be less than the risk /of operation. The evidence i 
favour of gall-stones being the most important predisposin 
factor in carcinoma of the gall-bladder is overwhelmini 
and it is clear that the removal of gall-stones is tfi 
surgeon’s most effective method of preventing carcinom 
of the gall-bladder. ' 

ANIMAL INFECTIONS AND PUBLIC HEALTH 

Delegates from 53 countries have been attending discussior 
on animal health and disease control during the fourteen! 
International Veterinary Congress in London, whic 
met this week. The theme of the Congress was tt 
world food situation — “ the most important scientif 
and practical question of the day” — and Lord Boy< 
Orr was the principal speaker at the opening discussioi 
The fact that no Jess than eight papers were read o 
public health subjects is a reminder that medical men an 
veterinarians have many interests in common. It has < 
course long been recognized that comparative patholo£ 
affords a meeting-place for medical and veterinary scienc 
but the need for co-operation between medical pract 
tioners and veterinary surgeons has only recently receivt 
much attention. It might be thought that the limitatic 
in value of animal, as opposed to human, life would restri 
the use of laboratory services for diagnosis in veterinai 
medicine. To a certain extent this is true, but an increasii 
number of veterinary 'surgeons regularly use a microsco] 
in their work, and the veterinary pathologist is never she 
of material. 

The first human infection with Leptospira canicc 
in this country was reported three years ago,* and 
a recent paper McIntyre and Stuart- stated that tl 
medical profession “ might be helped here by veterinaria 
who were actually diagnosing the disease in dogs and im 
'eating to the owners the risk run by human contact: 
They described one case where diagnosis of infection 
a dog had led to its discovery in the owner. The sar 
observations apply also to tuberculosis, which is not u 
commonly found in the dog — more often affecting t 
abdomen th'an the chest. Tubercle bacilli are frequeni 
present in the nasal discharge of cats brought for veterina 
attention because of “ catarrh.” The cat, unlike the dc 
has a relatively, high degree of resistance to the hum^ 
bacillus, but is more susceptible to the bovine. 35^16111 
the disease happens to have been transmitted from t 
animal to the owner or vice versa, the veterin ary surge 
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makes a contribution to public health when he diagnoses 
the disease and advises the destruction of the animal. Here 
again the medical practitioner may sometimes be glad to 
be acquainted with the veterinarj' findings. Brucellosis,^ 
salmonella infections, louping-ill,'* anthrax, and eiy’sipelas 
are seen in both medical and veterinary practice, and the 
apparent increased incidence’ in this country' of the heef 
tapeworm — Taenia saginata — is of common concern to 
doctors and veterinarians. 


THE NUFFIELD FOUNDATION 
In its first year of activity' — 1943 — the Nuffield Foundation 
laid plans for the future, and the next five years were 
devoted to grant-giving. During this period grants of con- 
siderably over £2,000,000 have been distributed, of svhich 
nearly £600.000 has been allocated to the medical sciences. 
The major grants have included an endowment with 
£100,000 of the Nuffield Chair of Child Health, which 
was the Foundation’s contribution to the creation of the 
Institute of Child Health in the University of London ; 
grants of £70,000 to Manchester University' and of £40,000 
each to the Universities of Durham and Glasgow for the 
development of departments of industrial health ; grants 
of £90,000 to four university schools for dental research 
and teaching ; and a grant of £100,000 over 10 years from 
1947 to the University of Manchester for research in 
chronic rheumatism. The fourth report' of the trustees 
is interesting not only as a record of past achievement 
but as a statement of future policy'. The aim which has 
guided the trustees in their choice of projects in the medical 
sciences has been to promote the proper understanding, 
definition, and maintenance of health rather than, as a 
rule, to seek cures for established diseases ; the research on 
rheumatism is and will remain for the present the principal 
exception. 

The grants just quoted may seem large, but they are not 
large in comparison with State expenditure on research. 
In the Civil Estimates for 1949-50 a total of over 
£100,000,000 is shown for Government expenditure on 
research and development and on the universities. Else- 
where in this, issue the work of the Colonial Research 
Council is reviewed, and here the annual allocation of 
j grants runs into seven figures. With the State so large a 
' paymaster, private patrons, however great their resources, 
might well be discouraged. Yet private benefactions, 
which are not subject to State audit, have the vital func- 
tio.n of ensuring that the “creative minorities,” to which 
' Mr. Arnold Toy'nbee in his Study of History attributes 
the genesis of civilized progress, get at least a first hearing 
and the chance of commanding wider support. Moreover, 
the comparative smallness of privately provided funds 
imposes a more critical selection of projects for support. 
The Nuffield Foundation sets itself to try' out the unique 
person or project, but, as a rule, supports that person or 
project only through the medium of an established institu- 
tion, so that if the value of the venture is proved the work 
can be continued after the Foundation’s necessarily' limited 
support has had to cease. 

> The Fo'indMion. Report of the Trustees for the year ending March 

31,1949. Oxford University Press. 


With this as its general policy' the Foundation intends 
during the next five years to devote -more attention to 
biological and social studies. These have been, if not the 
Cinderellas of research, rather poor relations in the family. 
They do not offer the excitement to be found in research 
in physics. The investigator is apt to feel that nothing very 
remarkable remains to be elucidated and that his work is 
mainly a question of classifying what is already vaguely 
known. In the field of biological studies the normal 
mechanism of growth, differentiation, and self-mainten- 
ance of living things w'ill have attention, and in the social 
sciences an attempt will be made to bring such subjects 
as social anthropology' and sociology up to the level of 
the more highly developed science of economics. In addi- 
tion the Foundation will encourage greater co-ordination 
of research. Hitherto this has been to a large extent 
individualistic. The experts in various subjects should be 
brought together, and they should work out their prob- 
lems by joint effort. The great work of the Foundation 
on behalf of old people w'ill be continued, and so w'ill the 
system of medical and other fellowships. 


DENTAL' CARIES 

In 1885 Miller' drew attention to the fact that acid- 
producing organisms were common inhabitants of the 
mouth, and that if they were incubated with sugars they 
produced acids capable of dissolving the enamel covering 
a tooth. This led to what became a generaDy accepted 
hypothesis about the cause of dental decay, which, briefly 
stated, is that food debris such as carbohydrates, if allowed 
to stagnate in the mouth, is broken down by bacteria with 
an organic acid as an end product. This add acts directly 
on the calcium phosphate which forms the bulk of the 
enamel, producing a soluble caldum salt. Many attempts 
have been made without success to reproduce the carious 
process in vitro, for although the enamel can be disinte- 
grated in this w'ay the appearance bears no resemblance to 
that of caries when produced in the mouth. The theory, 
however, seems to be supported by the fact that caries 
commonly starts in a tooth in sites where food stagnates, 
and, conversely, very rarely occurs on a surface that is kept 
clean and free from food and debris by' the action of the 
tongue or lips. A diet containing an excess of carbo- 
hydrates, particularly if its consistency is such that it 
adheres to the teeth, also predisposes to rapid caries. 

On theoretical grounds the fact that chemical analysis 
shows that inorganic salts compose about 99% of enamel, 
calculated by weight, suggested that the organic compound 
was too small to be of importance. The destruction of 
enamel, therefore, W'ould appear to be a process of 
decaldfication. No satisfactory' explanation has, however, 
been put forward to 'explain why acids formed on the sur- 
face of a tooth should combine with the fixed caldum of 
the enamel rather than with the more freely available 
calcium ions in the saliva, and little account has been taken 
of the buffering properties of the saliva. Latterly, more 
attention has been paid to the organic component of the 
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enamel, and it is now recognized that, although it forms an 
apparently insignificant part when assessed by weight, when 
account is taken of the different density it is found that by 
volume it forms about 5% of the enamel. Until recently 
histological investigation has been limited to the examina- 
tion of hard-ground sections, because the organic matrix 
is also freely soluble in acids and was lost when attempts 
were made to prepare a decalcified section by ordinary 
methods. But Frisbie- at San Francisco and Sognnaes^ 
at Harvard have now overcome this difficulty and, 
using special methods of fixation, have demonstrated 
that the organic matrix of the enamel can be preserved in 
decalcified sections. Frisbie and his co-workers have thus 
been able to produce convincing histological evidence that 
the initial stage in enamel caries is the result of a bacterial 
attack on the organic matrix, but so far they have not 
succeeded in isolating any mouth organism that will attack 
enamel in vitro. 

In 1937 Dr. P. Pincus'* demonstrated that certain proteo- 
lytic bacteria could bring about the disintegration of enamel 
in a media that remained above pH 7 and contained no 
carbohydrate. They presumably did this by breaking down 
the organic matrix. In this issue of the Journal he describes 
more recent work which suggests a double action. He con- 
siders the enamel matrix to be a mucoprotein containing 
mucoitin sulphuric acid, and he claims to have isolated from 
the mouth an organism that produces an enzyme, sulphatase, 
that can break down a mucoprotein and at the same time 
liberate sulphuric acid ; the latter combines with the calcium 
phosphate and forms a more soluble salt. That caries is, 
in fact, the result of such a process awaits further proof. 
So far no one has succeeded in isolating an organism from 
a carious lesion that will attack the organic matrix of intact 
enamel. The problem would now appear to rest with the 
bacteriologist. A solution is urgently required, for until 
it is found it is impossible to plan the prevention of caries 
in a rational way. 


PENICILLIN IN PSITTACOSIS 

The first indication that penicilhn had a therapeutic action 
in any virus disease was the work of Heilman and HerrelF 
on the treatment of experimental ornithosis in mice. Using 
a strain of virus derived from a pigeon, they were able 
by penicillin treatment to reduce the mortality from 87.5% 
to 5% when inoculation of the virus was intraperitoneal, 
although the disease produced by intracerebral inoculation 
was little affected, presumably because of the inability of 
penicillin to pass the blood-brain barrier. Since then 
there has been further experimental evidence that peni- 
cillin has an action on this virus, and there have also been 
clinical reports of the penicillin treatment of human psitta- 
cosis. These are reviewed in this issue on p. 362 by 
Dr. J. R. Tasker, who adds a report of a further case of 
peculiar significance. The circumstances of its occurrence 
enabled the diagnosis to be made at an exceptionally early 
stage, and the attack was evidently a severe one. The 
large doses of penicillin which have been calculated on 
the basis of animal experiments to be necessary for con- 
trolling this infection were given from the first, and the 
rapid abatement of fever and the general clinical improve- 


ment which followed can have been due only to the 
treatment. . 

This comparatively rare form of virus pneumonia is 
the only one for which penicillin is of any value— in 
primary atypical pneumonia it is without effect. For the 
treatment of this and perhaps certain other virus diseases 
the drug of choice is “ aureomycin ” — the new antibiotic 
which has so astonishingly enlarged the effective range of 
chemotherapy. The, successes achieved by this drug have 
in part falsified the general belief in the insusceptibility 
of viruses as a whole to the action of antibiotics. On the 
other hand, it should not be supposed that there is any 
immediate prospect of effective chemotherapy for the 
majority of virus diseases; among those on which no 
known drug has any effect are poliomyelitis, influenza, 
and the common cold. 


CHEMOTHERAPY OF LEUKAEMIA 
Many drugs have been used in the treatment of leukaemia, 
but, since palliative effects only have been obtained, assess- 
ment of their value is very difficult. Arsenic and benzene 
had the disadvantage that when given in adequate doses 
they often caused toxic reactions. In cases of chronic 
leukaemia prolonged remissions have been reported after 
treatment with urethane^ and nitrogen mustards,- though 
no permanent cure has been obtained with any of these 
compounds. Until publication of the work of Farber and 
his colleagues® acute leukaemia was thought to be uninflu- 
enced by drug therapy. These American workers, how- 
ever, found that the extremely potent anti-folic-acid agent 
4-aminopteroylglutamic acid or “ aminopterin ” caused 
remissions in children suffering from acute leukaemia. 
Although aminopterin is most effective in children there 
was an indication that it ihight sometimes be beneficial 
in cases of acute leukaemia in adults. Aminopterin has 
been used in this country during the past year, and tem- 
porary remissions in the course of acute leukaemia in 
children have been obtained. The drug is very toxic, and 
for this reason treatment cannot usually be continued for 
•any length of time. A new folic acid analogue, 4-amino- 
N^®-methyipferoylglutamic acid, appears to be more effec- 
tive than aminopterin in the treatment of leukaemia in 
mice.'* A few cases of monocytic anaemia in adults have 
been treated with aminopterin ; its action in bringing about 
temporary remissions is remarkable. One such case is 
described in this issue of the Journal by Dr. P. L. de V. 
Hart, and other case reports are being prepared for pub- 
lication. These results are important, for they should lead 
to a better understanding of the nature of leukaemia and 
also, perhaps, to effective chemotherapy of the disease. 


Lord Horder has been 'appointed an Extra Physician, 
Sir James Walton an Extra Surgeon, and Sir Morton Smart 
an Extra Manipulative Surgeon to His Majesty’s Medica 
Household. 
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THE WORLD HEALTH ORGANIZATION AND 
TUBERCULOSIS* 

BY 

J. B. McDOUGALL, C.BTL, MJJ., F.R.CJ>,Ed., F.R.Si:d. 

Chief of Tuberculosis Section of WBO 

From the earliest meetings of the World Health Organization 
tuberculosis was regarded as one of the subjects to be given 
the highest priority in its deliberations. An international com- 
mittee was set up by the World Health Assembly to lay down 
certain principles as a general guide for future action. In the 
first report of the committee, which was accepted by the World 
Health Assembly in 1948, a number of techniques recommended 
for adoption svere set out briefly. 1 propose to enumerate the 
most important of these and to refer to the action which has 
so far been taken to implement them. 

It is necessary first to determine the e-Xlent of the problem 
of tuberculosis in each country, the facilities at its disposal, the 
manner in which they are being used to tackle the problem, and 
the additional facilities required. Officers from the tuberculosis 
section of WHO have already visited Poland, Belgium, Hungary, 
Switzerland, Greece, and EtWopia and have studied all aspects 
of the tuberculosis problem. Other oflicers are conducting 
similar surveys in South-East Asia, the Eastern Mediterranean, 
and Central and South America. A schedule has been prepared 
which ensures that the information obtained from each country 
is as uniform as possible. In this way it is hoped that com- 
parable facts wni soon be available from a very large number 
of countries. 

A second important problem is recruitment and training. In 
most countries there are not enough trained workers in the 
tuberculosis field. Travelling Fellowships in four special fields 
— administration, epidemiology, laboratory work, and clinical 
work — are being awarded to the countries most in need. For 
the present year the number of fellowships in tuberculosis 
alone is limited to 34, but in 1950 it is hoped that at least 50 
will be available. The poh'cy here is to select the more senior 
oflicers who are already in key positions in their Government’s 
service and who can be spared for periods of from four to six 
months to obtain a wider view of the work they are normally 
called upon to do. 

Ne-xt, it is felt that the best way to get a new programme 
started or to improve a poor one is by means of field services 
in one of the special fields of tuberculosis control. Well- 
trained teams even with limited supplies and equipment can 
demonstrate what should be done and how to do it. The size 
of the team and the length of its stay vary, but the object is 
to keep the team small and to limit the period of stay to a 
minimum. These teams take their own supplies and equipment, 
and it is an essential condition that the country shall agree 
beforehand to take over the project as soon as sufficient of its 
own personnel have been trained. 

Thus in China a small’ team has trained local doctors in the 
miniature film method for mass surveys. Seven centres have 
been established in the country at Shanghai, Peking, Tientsin. 
Nanking, Mingpo, Hapgchow, and Canton, and the entire 
tuberculosis dispensary organization has been overhauled. The 
techniques of tuberculin-testing and B.C.G. vaccination have 
also been demonstrated, and some 70,000 cases have been 
examined during the past year. Assistance has been given in 
the formation of a new national tuberculosis association. In 
addition WHO arranged with the authorities for 12 Chinese 
doctors to visit Europe and the United States during 1947 and 
1948. Those doctors have now returned to their native country 
to continue the work started by WHO. 

In Poland, the Government has been advised on the establish- 
ment of a model tuberculosis scheme for the province of Lodz, 
and during 1948 one of our .r-ray technicians was working 
constantly in the country, erecting and often repairing apparatus 


•Summary of an address given to the British Tuberculosis 
Association at Cambridge on April 6. 


which had been given by Unrra. The same technician trained 
over 100 students in elementary technical work, and as a result 
apparatus which was previously of no value to the country is 
now functioning well. 

In Greece, the efforts of the Unrra team which was in the 
country’ in 1945-6 were continued through 1947 and 1948, 
though on a smaller scale. Even so, some 300,000 people have 
been x-rayed and, after careful checking, a morbidity’ rate of 
nearly 3% of clinically significant cases has been established as 
common to most urban communities. A new’ chest hospital 
has been set up, and it is fair to say that in Athens especially 
progress in diagnosis and treatment has gone on apace. 
Unfortunately’, however, work in the provinces has suffered 
owing to the civil war. 

Another WHO team visited Madras in the summer of 1948 
with the object of establishing a B.C.G. laboratory which would 
serve South-East Asia. Behveen May and December, 1948, the 
laboratory was equipped, and vaccine of the required potency 
was available at the end of the year. 

International Children’s Emergency Fund 

Perhaps the most important work undertaken has been in 
association with the International Children’s Emergency Fund, 
which has as its special responsibility' the B.C.G. vaccination 
campaign in many’ parts of the world. WHO takes no direct 
part in the field work of this activity but confines itself to giving 
technical assistance and advice on the research aspects of this 
project. 

Already in Europe some 8,000,000 persons have been 
tuberculin-tested and 3,000,000 vaccinated, and at this moment 
a campaign is extending into India, Ceylon, Morocco, Algiers, 
and Tunisia. Shortly it will be further extended in China, and 
requests for assistance have also come from Mexico, Ecuador, 
and Bolivia. A research group is trying to obtain more precise 
data on details of technique and results, and to evaluate the 
B.C.G. vaccination programme in the prevention of tuberculosis 
morbidity and mortality. Some indication of the importance 
which the executive board of WHO attaches to this research 
is reflected in the proposed estimate for 1950, when 
a sum of approximately £75,000 will be available for this 

'•'> 01 ^- , ., - 

Perhaps one of the most difficult and yet most valuable func- 
tions of WHO is that which aims at developing and recom- 
mending uniform procedures, whether it be in tuberculin testing, 
classification, laboratory diagnosis, or in the evaluation of new- 
chemotherapeutic agents such as streptomycin. Aheady’ a 
streptomycin subcommittee has met in New York and h:^ 
published its recommendations. The International Children s 
Fund has given supplies of streptomycin to some countries in 
Europe, and a WHO expert is supervising the clinical trials 
and endeavouring to get some uniformity in the documenta- 
tion of cases. So far as the classification of tuberculosis is 
concerned WHO has requested all member Governments to 
express their opinion on the simplified classification by' the four- 
digit code method which has aheady found favour in Denmark 
and the U5.A. i_ 

This brief rewew of the initial w'ork of WHO would be 
incomplete if I did not refer to the great deshe which the 
organization has to work in the closest possible harmony' with 
the International Union against Tuberculosis. WHO is essen- 
tially an inter-govemmental agency and makes no direct contact 
with national organizations. The policy is to contact nafional 
voluntary organizations only through the accredited inter- 
nauonal agenV- I" view of the vast amount of work which 
has been done, and is stiU being undertaken, by voluntary- 
agencies in many parts of the w-orld, it seems imperative that 
there should be an efficient and powerful international volun- 
tary agency to collaborate w-ith the innumerable voluntary and 
private agencies in many parts of the w orld which are interested 
in stemming the death rate from this disease. The recent 
suggestion therefore that the present International Union should 
be'reorganized to assume its rightful responsibiUty in this work 
is welcomed by WHO, and the fact that the present director- 
general of the Union, Professor Etieime Bernard, is also a 
member of the Expert Committee of WHO on tuberculosis 
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does something to ensure that there wll be a close co-operation 
between the two organizations. 

The international approach to tuberculosis . control is one 
which I believe must be encouraged. Not only is this missionary 
work welcome, but I do not hesitate to say that those who go 
into the back lanes and alleys of the globe learn more about 
tuberculosis epidemiology than they had ever known. It is 
the very magnitude of the task which attracts. 

The function of an international organization in countries 
with undeveloped programmes must be to guide and direct, 
not with a view to the duplication of the schemes which may 
be successful in Western Europe or North America, but only 
in directions in which we feel sure these'countries will be able to 
follow within the limitations of their own economy and available 
personnel. International assistance must never be substituted for 
national effort, for in the long run the destiny of any country s 
programme must be established by its own workers, and in no 
sphere does this apply more than in tuberculosis, with its numer- 
out social and economic ramifications, which are best known 
only to those who are intimately familiar with local conditions. 


STABILITY OF THE NATION’S HEALTH 

ANNUAL REPORT OF THE MINISTRY 


In the report of the Ministry of Health just issued for the 
year ending March 31. 1948,* the comments of the Chief 
Medical Officer. Sir Wilson Jameson, and his staff relate only 
to 1947, a year of exceptional trial for the Bntish people. 
During the first three months the country was visited by one 
of the severest winters on record, and fuel restnihions wm 
aLed to scarcity of food. This was followed by, the heaviest 
floods for half a century, which denuded the sheepfolds and 
threatened the harvest. Then came a period of 
and dollar deficiency. Bread and potatoes were rationed, 
the meat allocation was reduced, tlie bacon ration halved, and 

other foodstuffs increased ip price. Tintion’s 

It is a tribute to the resilience of the people that the nation s 

health, which had been good during the 
the rigours of the second ful year of 

rose slightly, chiefly owing to increased mortality disuses 

of old Le and the severity of the winter. • 
fell to k lowest figure, notwithstandmg hipest birt 
rate for a generation, and there were further \n jnai^ 

mortality and in the stillbirth and neonatal death rates. Tffiere 
was no abnormal rise in the number of sick P®°P > . 
the average number of days of incapacity of those j:.„j.ders 
ill increased. The frequency of colds and disorder 

in the January-March quarter of 1947 was not greater than 
in the previous year, e.xcept among old people. 

The Epidemiological Picture 

Deaths from diphtheria were barely half those of the year 
before as the result of the intensive campaign which brougm 
450,000 children to be imnMnized. Scarlet fever ® , 

new low record both for infections and deaths. v.- 
measles were numerous, but the fatality rate, already exception- 
ally low. fell once more. Tho, deaths ascribed to influenza 
were fewer than in anv year (s^ve one) since 
the first world war. CiVs of typhoid and para 
were fewer than in 1946, j iif ram- 

outbreaks occurred, one. ir^'edf^dshi.'e phd' the- svnhilis 

bridgeshire. There wasi,a nlw fafUn reported f ®JP“.*' , 

and gonorrhoea, suggesting that the wartime fide , 

infection r.iichl now have turned. Another warti _ 
tion. epidemic hepatitis, declined alraost to f^^Bing-point 
Case:, of dysentery were reduced by 50 V It ^^^^een P 
that the resettlement in this country of large num , J a 
who had ser ved abroad in malarious areas would lead to a 

'Report of the Ministry of State 

Ho. 7734- H.M. Stationeo’ Office. 1949. as. nei. 


sharp rise in the number of cases of indigenous malana, but 
only five notifications were received. 

The figures for whooping-cough remained high— over 90,000 
notifications and 900 deaths, almost exactly a repetition of the 
year before. Vaccination against whooping-cough has not 
yet reached the status of immunization against diphtheria. In 
1947 there were more cases of smallpox than in any year 
since 1934. An unsatisfactory feature was that 6 of the 78 cases 
were in persons who should have been protected by recent 
vaccination— a doctor, a sanitary inspector, a nurse and kitchen 
maid in a hospital, a medical student; and a man working on a 
disinfection plant. Three of them had received vaccination in 
infancy, but the others had not been vaccinated at all. 

Poliomyelitis 

A feature of 1947 was the outbreak of acute PoBomyeliti^ 
which reached the unprecedented incidence of 18 per lOO.OOO— 
four and a half times that of the highest epidemic pteviousj 
recorded (1938). Fortunately ' the case fatality of 9.1 « was 
the lowest on record. During the years f B to 1946 the mse 
fatality varied between 20 and 30%, except in 1918 when 100,, 
case fatality was recorded. This was probably due to some 
confusion with deaths from influenza and encephalitis lethargica 

rpor,li.r.v SoSfof .. s- 

the'outbrLk. No disease, as Sir Wilson Jameson says, 

Lore numerous or difficult problems, or causes more family 


Cancer and Tuberculosis 

■■ One to TO »r priniip,! 

as all the other cases put together. Pr p . repealcii 

”‘A“n"or« ■» ""S* 

tuberculosis. ’Uus was related . .. ’Pbe number 

when climatic conditions ioLeLe explained in 

of newly diagnosed cases s - general practitioner 

part by the activity and ^'vareness of generm pra^ 

and tuberculosis officers. Some p. operating m 

r; ltd™ “a »d «t.o 

England and Wales m ^ ^ been examined. 0* 

'■> >■- ”« 

“”®'r ' ' Iht NaUooPl Hraia Smlcc - 

Many pages of the 

National Health Service that was ^ 

But this is now service closed with a clean 

saw its last year m 194 , ^^525 in whic 

slate. During the year *ere were oniy ^ ^ 

money was wthheld from P'^^*‘^"bLk was only £130-. . 
of service, and the total sum . P (jnuance of a practitioner 
representaUons were to the Service. Although 

on the medicallist would be prejudicial to HaUonal 

the figures are tJ^twenL million insured persons 

cost of the prescriptions was Is. lid. 
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The amount of short-term sickness which was not reflected 
in the vital statistics and notifications is the subject of a note 
from the Govemmenf Actuary's department. A sharp rise in 
the level of short-term sickness during the war became general 
in 1942, perhaps owing to war fatigue, and was maintained until 
the middle of 1945. Since the end of the war there has been 
a gradual downward trend. The social sursey, in which 
representative samples of the population arc visited in their 
homes, tells the same story. Medical consultations, excluding 
those concerned with patients in hospital, averaged 4.5 per 
person between the ages of 16 and 64 during the whole year, 
and 7.1 per person aged 65' and over. The average proportion 
of people over 65 who said that they had been free from 
illness or injury during the three months preceding the inter- 
view was 27 % . 

The nutritional state of the people remained satisfactory. 
.Although there was rationing of bread and potatoes the allow- 
ance was generous. Special attention was paid by the school 
medical service to the nutrition of adolescents, and in various 
survej’s from 93 to 96% of this section of the population were 
found to be in good nutritional condition. In 17 areas there 
was a slight but definite decline in weight in children in 1947 
as compared with 1945. The rations and allowances of the 
school child Were still sufficient for his needs, and the number 
of children taking school meals and milk had increased. 

Mental Health and Other Services 

For the first time the report includes a chapter on mental 
health, a subject formerly discussed in the annual reports of 
the Board of Control. There is still considerable overcrowding 
in public mental hospitals, in comparison with recognized 
standards. The overcrowding is serious enough in itself, but 
it has been kept within limits partly because many mental 
hospitals have decided to limit admissions to certified cases and 
have declined to receive voluntarj’ patients. This is detrimental 
to the whole system of voluntary treatment and involves great 
hardship to people in the early stages of their illness. Never- 
theless, the proportion of voluntary admissions continues to 
increase, and in 1947 more than half the total admissions were 
voluntary. ' 

The report contains an immense amount of information on 
other subjects. It tells the storj- of the National Blood Trans- 
fusion Service, under which, in 1947, 235,492 J-pint bottles of 
blood and 64,407 bottles of dried plasma were distributed. 
There is a chapter on hospital planning, though the Ministry’ 
does not commit itself deeply on the question of standards. 
It is pointed out that standards discourage experiment, and that 
it is impossible to foresee the conditions that will prevail when 
building can be freely undertaken. 

The work of the Public Health Laboratory' Service is des- 
cribed. This serv’ice was greatly expanded during 1947. A 
point of importance mentioned in this section is the increased 
number of food-poisoning outbreaks, which reached 765 in 
1947. Most of these outbreaks were due to salmonella infec- 
tions, and attention is drawn to the part which imported spray- 
dried egg may have played in their propagation. But it is clear 
that in many cases of food poisoning it is the human element 
that introduces bacteria into the offending food. The two 
precautions enjoined are that those who handle food should 
observe scrupulous cleanliness, and that food should be eaten 
as soon as possible after preparation. Reheating of food, 
which often takes place in canteens with the left-over dishes, 
does not destroy staphylococcal enteroto.xin. 

Dr. Melville Mackenzie gives an account of the work of the 
interim commission of the 'Vt'orld Health Organization and its 
eleven e.xpert committees. Dame Katharine Watt describes the 
efforts to overcome the shortage of nurses. Dr. Stock reviews 
the problems that confront port health authorities. TThe 
Ministry’s activities in connexion with housing are discussed in 
another section. Despite the difficulties of the national econo- 
mic situation a quarter of a million families were provided 
with new homes during the year. A sidelight is thrown on 
the Ministry’s public relations dep.artment when it is men- 
tioned that telephone inquiries by journalists during the year 
numbered 10,000. 


This is probably the most comprehensive document ever 
issued from the department. It deals with the end of an era, 
and the next report will describe new incursions by the State 
in the field of health and medicine. Perhaps it is appropriate 
to close this review with Sir Wilson Jameson’s tribute to 
voluntary services : “ This country has always been fortunate 
in having at its disposal the help of experienced voluntary organ- 
izations and of an army of able and enthusiastic voluntary 
workers. Never was voluntary service more welcome than 
it is now, and I would make special acknowledgment of the 
great assistance the medical side of the Ministry has received 
from such sources during my term of office.” 


ALCOHOLISM IN SWITZERLAND 

KELYNACK MEMORIAL LECTURE 
Dr. Henri Revilliod, of Geneva, gave the third Kelynack 
Memorial Lecture to the Society for the Study of Addiction 
at the Medical Society of London on July 12. His subject was 
“ Some Aspects of the Problem of Alcoholism in Switzerland.” 
Discussing the drinking habits of his countrymen. Dr. Revilliod 
said the Swiss drinks 100 times more wine and four times less 
beer than the Englishman. The wine habit had an obvious 
relation to the agricultural economy of the country, and the 
vine had been cultivated in French Switzerland since the time 
of the Romans. The vineyards to-day, however, covered less 
than half the area they did 45 years ago. 

Spirits had been distilled in Switzerland since the sixteenth 
century, at first in the form of cherry and plum brandy. Since 
the beginning of the nineteenth century “ schnapps ” had been 
made from potatoes, and the moral and material misery that 
this liquor produced among the peasants resulted in the intro- 
duction of the federal alcohol monopoly in 1885. The effects 
on the descendants of the schnapps drinkers were shown by 
the number of abnormal children and young men unfit for 
military service now seen in the country- In 1930 the monopoly 
was extended from potato distilling to that of seed fruits, and 
the consumption of spirits fell from about 6 litres to 2.5 litres 
per head. Aperitives were drunk widely, especially in the 
French-Swiss towns. 

Beer, nearly all of which was brewed in the country, occupied 
an important place among the alcoholic beverages of Switzer- 
land. At an establishment for patients in an advanced stage of 
alcoholism, beer-drinking alone was responsible for 48% of 
the cases. Fermented cider was drunk in some quanrity in 
north-east and central Switzerland. 

Dr. Revilliod remarked that a relatively slowly developing 
form of alcoholism was seen in his country. In observations 
made during the four-year period 1933-7, Professor M. Roch, 
head of the medical clinic at the Hospital of Geneva, demon- 
strated that alcoholism occurred in 48% of male patients coming 
under his care for various illnesses. Similar observ’ations were 
reported from Zurich. Cirrhosis of the liver, detected at 
necropsy, was more frequent in Switzerland than in any other 
country. It occurred in about 7 to lO'^o of post-mortem 
examinations. The yearly admissions to Sw'iss mental institu- 
tions of patients suffering from psjxhoses due exclusively to 
alcoholism numbered 20 to 25% of male entrants and 3 to 5% 
of females. These figures declined during the war but rose 
in the period 1946-8. 

'■ Measures Against Alcoholism 

In Switzerland, as elsewhere, said Dr. Revilliod, legislative 
measures against alcoholism were preceded by the action of 
groups of private citizens. In 1876 a young Swiss pastor, L. E. 
Rochat, launched the “ Blue Cross ” movement for reclaiming 
drunkards. Twenty-five years later this society, which was 
based upon total abstinence, had about 38,000 members in 
Switzerland and other countries. Auguste Forel. the psychiatrist, 
introduced the “Good Templar” order, which had the same 
object as the “ Blue Cross ” but no religious associations. 

As another means of preventing the abuse of alcoholism the 
production of non-fermenting fruit juices, such as apple juice 
or grape juice, was encouraged. TTie taxation of alcohol in 
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Switzerland was at present very much lower than in other 
countries and did not amount to even 10%'of4he Swiss people’s 
expenditure on drink, compared with 40% in Great Britain. 
The cantons were obliged, however, to allocate at least' 10% 
of the revenue derived from the alcohol monopoly to the 
assistance of inebriates and the support of organizations engaged 
in this task. The cantons possessed the right to pass licensing 
laws, to restrict the number of public houses, and limit the 
serving of drinks to minors. The majority of the .cantons also 
possessed a law which permitted the authorities to intern alcohol 
addicts for four to 12 months in a rehabilitation establishment. 
In Switzerland there were 75 anti-alcoholic dispensaries, in 
which alcoholics received advice, aid, and free treatment. If 
the gravity of their case required it, they were placed in a 
rehabilitation establishment or in a medical or psychiatric clinic. 
There were nine homes for inebriates — six for men and three 
for women — ^all free institutions subsidized by the State. Since 
1947 a consultative commission of .legislators and medical 
experts had been created to co-ordinate the efforts of the 
cantons and the ■ associations in treating alcoholism. 

The treatment of alcohol addiction by apomorphine had 
given good results in the department of neurology of the Hos- 
pital of Geneva. Intravenous injections of alcohol appeared 
to be efficacious for calming the delirium tremens. “ Antabuse ” 
had also been hsed in Switzerland, but was considered by the 
speaker to 'be not without danger. 


BEIT MEMORIAL FELLOWSHIPS FOR MEDICAL 
RESEARCH 

Report of Trustees for 1948-9 

Sir Alfred Beit resigned his seat on the board of trustees in 
October, 1948, the trustees accepting his resignation with great 
regret Sir Alfred had been a trustee since the deatli, 
in December, 1930, of his father. Sir Otto Beit, the founder 
of the Trust. Mr. R. A. Hornby has been elected as a trustee 
in his place. In April, 1949, the death of Lord du Parcq, who 
had been a trustee since 1947, was announced. The Right Hon. 
Lord Simonds, P.C., has been elected a trustee in his place. 

The trustees noted with great satisfaction that during the 
j'ear two of their Fellows, Dr. W. T. J. Morgan (1927-9) and 
Professor F..G. Young (1932-6) have been elected to the Fellow- 
ship of the Royal Society ; and that the newly appointed 
secretaries of the Medical Research Council and the Agricultural 
Research Council— namely, Professor H. P. Himsworth and 
Dr. 'W. K. Slater, respectively — were Fellows in the years 
1932-5 and 1923-8. Professor Himsworth was a member of 
the Advisory Board, and in view of his new appointment asked 
the trustees to accept bis resignation. The trustees have 
appointed Professor G. W. Pickering in his place. 

Elections to Junior Fellowships (normal value £600 per 
annum) have been made as follows ; D. V. Bates, M.B., B.Chir., 
to carry out research on respiratory function, at the Dunn 
Laboratory, St. Bartholomew’s Hospital, London ; D. B. 
Carlisle, B.A., to study the mechanism of the .production of 
the anterior pituitary hormones, at the Department of Zoology 
and Comparative Anatomy, University of Oxford ; B. Cinader, 
Ph.D., to investigate the formation of multiple antibodies to a 
single antigen and to examine their properties, at the Lister 
Institute of Preventive Medicine, London ; I. T. Davies, Ph.D,, 
to investigate the nature of the excitation of living cells by 
examining the closely similar case of built-up films of materials 
which recent work suggests to be responsible for thepermeability 
of cell walls, at the Royal Institution, London ; D. T. Elmore, 
B.Sc,, to examine the hydrolysates of nucleic acids, at University 
Chemical Laboratory, Cambridge ; A. S. Jones, Ph.D., to study 
the immunochemistry of bacterial nucleic acid complexes, at 

A. E. Hills Laboratories, Chemistry Department, University of 
Birmingham ; June Lascelles, M.Sc., to study the metabolic 
function of folic acid and para-aminobenzoic^ acid, at the 
Department of Biochemistry, University of Oxford ; E. Reid, 

B. Sc., to study the pituitary' growth hormone in relation to 
metabolic processes, at the School of Biochemistry’. University 
of Cambridge ; B. D. Wyke, M.B., B.S., to carry out quantita- 


tive studies on the electrical activity of the brain in patients 
with various types of central nervous system disorders of both 
organic and functional type, at the Department of Surgeiy, 
University of Oxford, and at the Radcliffe Infirmary, O.xford. 
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AN ELIZABETHAN SURGEON 

Tfie Selected Writings of William Clowes, 1544-1604. Edited, 

with an Introduction and Notes, by F. N. L. Poynter, B.A., 

F.lA. (Pp. 179. ISs.) London: Harvey and Blyth, Ltd. 

William Clowes is a familiar figure in the medical history of 
this country, but few have any acquaintance with his actual 
xvritings. T^is is regrettable, since Clowes was not only one of 
the founders of British surgery but a writer whose works— 
in English, not in Latin-^mbody the spirit of the Elizabethan 
age. The reason certainly is that the works themselves ate 
now amongst the scarcest of English medical works, and Mr. 
Poynter therefore deserves gratitude for his charming selection 
from Clowes’s writings and for his scholarly introduction and 
editing. 

Clotyes was born in 1544 — and not in c. 1540, as the editor 
shows convincingly — and, after serving as a surgeon to 
Leicester’s expedition to Normandy, became full surgeon to 
St. Bartholomew’s Hospital and surgeon to Queen Elizabeth. 
He had great experience of military surgery, and quotes freely 
from the practice of the father of that branch of surgery 
Ambroise Pard. Of his three books the last, dealing with Struma 
or the King’s Evil, appeared in I602'and was not again reissued. 
His other two works, on the Morbus Gallicus and his, Prooved 
Practise for all young Chiriirgians, are a bibfiographer’s niglit- 
mare. They boA went through several editions, changing their 
titles from time to time. 

The work on surgery is the better-known and probably the 
more important from the medical aspect. This work is written 
in theTorm of a series of case reports, in which the author 
sets out in vigorous prose the cause of the conditions, the 
patient's relations with his doctors, and the treatment adopted 
by Clowes himself. Some of his operations are a great credit 
to his knowledge and experience. For the arrest of haemor- 
rhage after amputation he employed a styptic powder which 
he tried out thoroughly before making it available for the use 
of others. He was not keen on the cautery, and in one passage 
he refers to “ the hot glowing irons, which are very offensive 
to the eye.” His instruments were on the whole those of Pare, 
modified to suit his own needs. These were rough days, and a 
surgeon who failed to cure — or even to please— a powerful 
patient stood a good chance of being maltreated by the house- 
hold servants. At that date the surgeon had not become eman- 
cipated from astrological beliefs, and in one report Clowes 
says that one of his patients was in greater danger because he 
got his wound very near the full' of the moon. ■ He despised 
and hated all quacks, and he had no illusions about the hard 
work required before a man could become a good surgeon. 
“ For anyone to suppose or dream that the art comes to a 
man by succession, because happily his father was a good 
surgeon, it is a paradoxical opinion, very foolish, absurd and 
fantastical.” 

In the time of Clowes syphilis was rife in this country, nc 
says that at St. Bartholomew’s half of all patients seen were 
sufiiering from that disease, and in five years over a thousand 
patients had treatment for it. In one passage he describes the 
tragic effect of inhalations of brimstone and mercury used m 
treatment. His small book 'on the King’s Evil is of gr^l 
interest also to the social historian. It contains an inlcresl.ms 
account of the treatment which a patient adopted after having 
been “touched” by the Queen. “I never applied anP 
cine at all, but kept it (the lesion) clean with sweet and tresn 
dean cloths, and nosv and then washed the sore with wnne 
wine.” A flight from the doctrine^ of Guy de Chauhac . 

This -book, carefully edited and well produced, should be oi 
value to all who arc interested in the history of surgery. 

E. Ashworth Underwood. 
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Preparations and Appliances Correspondence 


HEADLAMP FOR E.N.T. SURGERY 

Mr. G. W. Morey, of Lincoln, writes : The problem 
of designing a satisfactory headlamp is a most difficult 
one which has interested me for more than ten years. 
In order to be efficient, such an instrument must conform to 
the following standards : (1) the light must be of high intensity ; 
(2) the beam must be either coincident with, or parallel to and 
in line with, the visual axes ; (3) the light must be focused 
into a clear homogeneous circle ; (4) the whole apparatus must 
be light in weight and not be too bulky ; (5) it must not get 
too hot. 

Bulhs var>'ing from 2 to 24 volts have been manufactured 
for my experiments. Unfortunately, though the higher voltage 
lamps gave considerably more light, they were unsuitable be- 
cause of their’ size and heat. The present lamp employs an 
optically correct bulb of 12 volts, and has a specially wound 
horizontal filament-gising 12 watts. The size of this bulb neces- 
sitates a rather bulky lamp-housing, but with an outer casing 
for heat dissipation the instrument is light and well balanced, 
and has been worn continuously for jnore than three hours 
without discomfort. 

The homogeneous patch of light is of great intensity and 
sharply focused at 14 Xni A feature of the lamp is an 
adjustable mirror positioned over the bridge of the nose by 



means of which the beam can be directed horizontally (when, 
for instance, it is desired to do a tonsil dissection from the 
sitting position) or slightly downwards. Since the h'ght axis 
is rou^ly parallel to and between the visual axes it is quite 
possible to use this instrument for endoscopy. If desired a 
hole may be made in the centre of the mirror so that, when 
adjusted over the eye, the operator may look along the beam 
itself. The barrel of the headlamp may be moved up or down 
or rotated after slackening off a clamping screw. Once adjusted 
to the user’s indhidual requirements it need not be moved 
again. For certain ear, nose, and throat operations it may be 
found necessary to use magnif>'ing spectacles. These fit 
comfortably under the mirror. 

The headlamp is carried on a standard vulcanite headband 
and is connected by a convenient length of thin lightweight 
plastic wire to a small resistance. The shorter wire from the 
resistance to the mains terminates in a combination plug which 
will fit three varieties of sockets. It is fitted with a " through ” 
switch, and this, when pinned by means of a towel clip under 
his gown, gives the surgeon complete control of his light. A 
small connecting plug-and-socket situated just below the switch 
allows the wire to be “broken” through the gown. 

The lamp is manufactured by Theodore Hamblin, Ltd. 


Distinction Awards 

Sir, — ^A s chairman of the medical committee of a teaching 
hospital I have recently received a signed circular letter from 
the chairman of the Distinction Awards Committee appointed 
by the Minister of Health, inviting recommendations for the 
grading of the consultant staff into those eligible for distinction 
awards and those not, and for the further classification of 
the first category into those meriting highest, second, and lowest 
awards respectively. 

The letter also indicates that the Awards Committee would 
not regard with disfavour the delegation tif" this task by the 
medical committee to three or four of its number, these latter 
then to report their recommendations confidentially to the 
Awards Committee without notifying their colleagues what , 
these are. The reason given for this invitation is the explicit 
admission that by itself the Awards Committee cannot satis- 
factorily discharge the responsibilities its members have under- 
taken, owing to lack of local knowledge. 

Few, indeed, would dispute that the Awards Committee has 
a wholly impossible task, but many will regard it as being so 
not from any simple matter of lack of local knowledge but 
from its very nature, and likely to remain so no matter how 
freely the Awards Committee may farm out its responsibilities 
to small bodies reporting confidentially. It is one thing to 
grade a series of posts but quite another to seek to grade pro- 
fessional distinction, and it passes my comprehension that any- 
one who has spent his working life in medicine — ^unless as an 
administrator — could suppose that a grading of this order can 
be rationally and equitably accomplished. Even the assessment 
of purely scientific achievement in men of science, such as may 
be needed, for example, in the matter of election to membership 
of learned societies, is difficult enough, though here no vexing 
questions of money values arise. How utterly illusory, there- 
fore, must be the hope of pricing “distinction” in the profes- 
sion of medicine, where so many diverse factors of personalitv’ 
and achievement are involved and there are so many red herrings 
to be drawn across the trail. 

It is idle to discuss this question unless we are candid about 
it. I ask. therefore. What constitutes “ distinction ” in medi- 
cine ? Is it aptitude in the variegated arts of worldly success ? 
Is it clinical wisdom, therapeutic fervour, or the acceptable 
usage of the forms of sickroom politeness ? Is it the gift of 
training students or fruitfulness in original research ? Is it 
the acquisition of seniority by lapse of years or a flair for 
planning the activities of one’s colleagues ? Is it to be a Maty 
or a Martha in medicine ? How are these incommensurables, 
these diverse qualities of mind, heart, and worldly wisdom, to 
be comparatively assessed in terms of sterling ? What are we 
to feel about a committee, apparently so unaware of the 
essential nature of what it is setting out .to do that it ran 
suppose that no more is necessary for its successful accomplish- 
ment than sufficient local knowledge ? 

I submit that there is no practical answer to these pertinent 
questions and that no committee can achieve a grading of a 
congeries of diverse human qualities, arbitrarily dubbed “dis- 
tinction ” for the occasion, that will satisfj* the demands^ of 
reason or equity on the one hand or fulfil the natural desires 
of 96% of the consultant body on the other. Indeed, what 
more sure way of sowing discord amongst the members of 
hospital staffs could be devised than this setting up of an ad hoc 
bodv to price them as though they were professional soccer 
players ; and, if university professors are to be differentiable 
like the rest of us, the invidious distinctions that are inevitable 
must make the most hardened esmic sorry for them. 

Surely we may see iri this another revelation of where the 
central control of medicine is leading us — namely, from the free 
status of a learned profession to that of a sub-group of that 
drab and alien abstraction “ economic man.’’ Is it too sanguine 
to hope that before this irrational affair has gone any further 
there will be some protest against it, 'and that some of the 
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Cases such as those quoted are common in all communities. 
The series tvas of interest and value in describing briefly the 
personality and background of the type of patient to develop 
such ssTuptoms. But all these patients might under different 
circumstances equally well have developed locomotor,, effort- 
sjTidrome, neurological, or abdominal symptoms, or persistent 
headache, or any other of the myriad complaints that we are 
beguiled with. The diagnosis in each case was psychoneurosis, 
and the presumptive diagnosis of rheumatism was wrong. 

This may seem a small point. But it is of first importance 
that all medical training should be directed towards recog- 
nizing the group of the psychoneuroses as a disease entity in 
whatsoever form it presents itself. The authors of the paper 
use their valuable material to show that psychogenic rheumatism 
is an entity by itself — ^which is nonsense — instead of to show 
that the difficulty of diagnosis between rheumatism and psycho- 
neurosis is extremely difficult — which is all too true. — I am, etc., 
Emiworlh. Hants, P* P- hlcDoWALL. 

Sir. — ^NVith reference to the article by Drs. William Tegner, 
Desmond O'Ne'll, and Anna Kaldegg (July 23. p. 201), surely 
an attempt to define “ psychogenic rheumatism ” as a clinical 
entity is somewhat unprofitable in the present state of know- 
ledge of psychodjTiamics. While no one will be disposed to 
deny that “ significant psychiatric abnormality ” is more likely 
to be found m patients who show no evidence of an organic 
aetiological factor, it is certain that a considerable proportion 
of patients who do show organic pathology show in addition 
the operation of emotional factors (in spite of the authors’ 
claim that in 13 controls the onset of illness appeared to be 
fortuitous). Detailed life histories of the control group would 
therefore have been of at least as much interest as the case 
histories of the test group. 

A psychosomatic affection, as defined by Halliday,’ is "a 
bodily disorder whose nature can be appreciated only when 
emotional disturbances ... are investigated in addition to 
physical disturbances ” ; -and, since the authors explicitly say 
that they are trying to formulate a psychosomatic condition, 
it is unreasonable of them to take as a diagnostic criterion 
’■ failure to conform to an established organic sj-ndrome.” It 
must be emphasized and re-emphasized that the psychological 
and physical approaches to diagnosis — and treatment — are not 
mutually exclusive. They are complementaiy. To say that a 
syndrome is either psychogenic or organic in origin is to over- 
simplify to a dangerous extent. It would be of considerable 
interest |f the authors were able to correlate the complaint of 
rheumatic pain — with or without organic changes — with any 
particular type of personality - or with any particular kind of 
emotional reaction-pattern. The short case histories published 
are of little help in this respect. 

There are two other questions to which the answers would 
I be interesting. (1) Would not group psychotherapy of the 
control group be worthy of study ? Even if this is considered 
to be therapeutically valueless, it might help to clarify the 
personality pictures and emotional reactions of members of the 
group. (2) Is there any esidence that sufferers from rheuma- 
tism svho have organic pathology regard their suffering as less 
“ important, interesting, and worthy of sympathy ” than those 
in whom no organic lesion is found 2 — I am, etc., 

Giassow. J.A.MES R,. Mathers. 

I Reference 

1 Psycfiosoclal Medicirf, 194S, London, p. 45. 

^ Sir, — ^T he article by Drs. William Tegner. Desmond O^Keill, 

and Anna Kaldegg (July 23, p. 201) is interesting in its content 
and clearly the result of painstaking work. Nevertheless, it 
sufi^ers from a lack of precision in the definition of the precise 
j syndrome under investigation. If the term “ psychogenic 
I rheumatism ” is to serse any useful diagnostic purpose it must 
' be clearly difi'erentiated from psychoneurosis with accompany- 
I ing somatic sjmptoms. Otherwise the whole trend of the 
argument is merely to prove the existence of something that 
is already w idely accepted and described in standard textbooks. 

The crux of the.matter appears to be the use of the word 
“ rheumatism.” As far as can be seen it is being used because 
this group of patients display somatic symptoms of apparent 


skeletal origin that cannot be rationalized to a recognized 
pathology. But can this be accepted as a reason for the 
introduction of a new syndrome ? Is there anything in the 
clinical description or diagnostic criteria that is not equally 
applicable to a psychoneurosis with somatic manifestations ? 
Are we therefore to jettison the term psychoneurosis completely 
except in those patients where the somatic symptoms are 
absent ? 

It is hard to see what has been gained and easy to see the 
difficulties added to an already confused diagnostic picture. For 
the picture is confused. At one end of the scale there is the 
frank psychoneurosis with diffuse, sometimes contradictory, 
somatic symptoms. At the other end there is the ” organic ” 
non-articular rheumatism ; the ‘‘ neuralgia ” of approximate 
segmental distribution ; the fibrosilis conforming to a recog- 
nized anatomical and physiological pattern. In between there 
is every shade of variation in the clinical picture presented. 

Others may feel with me that an either/or approach to the 
problem is a fallacious simplification and that the approach 
should be in terms of the whole organism, psyche and soma, in 
relation to its environment. 

The authors give five diapostic points under the heading 
“ Diagnosis and Treatment.” I feel it would be wrong to pass 
over without comment the fifth point they list — " lack of 
response to physical treatments.” Surely the essence of diag- 
nosis is that it should be made on positive evidence, and this 
is generally recognized to be of particular importance in the 
psychoneuroses. Initial fruitless treatment based on an error 
in diagnosis undermines the confidence of the patient when the 
error is corrected and may tend to fix the somatic pattern 
more firmly. In addition subsequent treatment is rendered 
more difficult. We all make such errors frequently, but it 
should always be recognized primarily for what it is, an error, 
and not be elevated to the false dignity of a justifiable diagnostic 
“ point.” Furthermore, if we accept the validity of this view, 
the converse is equally acceptable. That is that the success 
of organic therapy in the relief of symptoms can be accepted 
as satisfactory proof that the organic diagnosis was correct. 
It only needs to be stated for the weakness of the reasoning to 
be apparent. The physiotherapy departments to-day bear 
witness to this faulty logic.— I am, etc., 

Lonaon.wu. A. F. Kennedy. 

“Fibrosifis” and Rheumatism 

Sir, — ^I t is a great pleasure to me to find Dr. W. S. C. 
Copeman (July 23, p. 191) ranging himself on the side of those 
who, like myself, no longer believe that the fibrous tissue in 
the muscles of the trunk becomes inflamed for no apparent 
reason and a disease called “ fibrositis ” results.' This support 
indeed helps, as Dr. Copeman claims, to turn over a fresh page. 
The question is, however, whether in connecting pain at the 
posterior aspect of the trunk with fatty lobules there he is 
turning the page backwards or forwards. 

The fatty lobule idea arose in the following way. Finding 
that healthy young men were apt to suffer “ fibrositic ” pain 
in the lower back, Copeman and Ackerman' carried out post- 
mortem dissections on the lumbar muscles in a number of young 
soldiers, whether they had previously had backache or not. 
Had their assumption been securely based all nught have been 
well. They found the muscles normal, but discovered lobules 
of fat in and about them, to which they then related “ fibrositic ” 
pain. Their article does not mention any investigation of the 
joints of the lower back. Their work thus rested on the dubious 
postulate that lumbar pain results not from articular but from 
muscular disorders and that it is in the muscles that the cause 
must be sought. Since Dr. Copeman now mentions disk lesions 
as a possible cau«e of lumbar pain he must be aware of the 
criticism invited by this muscular hypothesis. 

The article, so exhaustive in other respects, mentions no 
physical signs whereby those cases can be distinguished in which 
tender deposits in muscle are and are not causing symptoms. 
Tenderness is stated to be considerable over lobules causing 
symptoms, less so over those that are not. This is not much 
help, and in'ites deception in cases of functional pain, when 
great tenderness is usually a prominent feature. 
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In fact there exists a very simple, clinicartest distinguishing 
between pain originating from a joint and from adjacent muscle. 
The function of muscle is to. contract; if it does so fully and 
painlessly it cannot be causing the patient any pain, however 
tender or nodular it happens to be.’ If a muscle is made to 
contract against such resistance that no movement takes place 
the tension on the muscle alters, but the joint remains stationary. 
If this attempt at movement causes or aggravates pain a muscle 
lesion is present. Since it is clearly desirable in any case of 
backache, before proceeding to palpation, to find out whether 
the lesion is muscular or articular, the joints and muscles should 
be tested separately first. This is the more important since 
referred pain, referred tenderness, myalgic spots, and trigger 
points are all commonly present at the site of pain in the dural 
and nerve-root lesions set up by disk protrusion. Trigger points, 
etc., result from the lesion causing pain ; they are not primary.* 
Tlie clinician’s only safeguard is to test each muscle indivi- 
dually against resistance ; this singles out the muscle at fault — 
if there is one. This is the only way to find out whether or not 
to disregard the tender fat lobules that Copeman and Acker- 
man’s own dissections, no less than everyday clinical experience, 
have shown to exist in many normal subjects without interfering 
with muscle action. 

I have spent many years examining muscles and joints in this 
way and warmly commend it to those who would like to know 
at what structure to look for the lesion in cases of pain in the 
trunk or indeed about any part. Another virtue of this method 
is the quick detection of functional symptoms that it provides. 
’When the active, passive, and resisted movements at a joint are 
tested, patients %vho have no local lesion must answer at random, 
and a self-contradictory pattern soon emerges. This system, 
so quick and simple to use by the examiner, confuses only those 
patients whose pain possesses no organic basis. We have found 
it, in reverse, a valuable criterion for detecting genuine local 
lesions in patients obviously neurotic; a common injustice is 
thus avoided. Dr. Tegner and his colleagues (July 23, p. 201) 
have done us a great service in emphasizing the frequency of 
functional symptoms in patients sent for physiotherapy. 

Every layman knows what “ rheumatism ” is,' but there exists 
no acceptable medical definition. If it is to mean anything at 
ail (except of course in rheumatic fever) it must indicate some 
non-specific lesion of moving parts, chiefly of muscles and joints. 
My disagreement with Dr. Tegner is therefore only on nomen- 
clature. Psychogenic “rheumatism” is self-contradictory, for 
if the lesion lies in the patient's sensorium the word rheumatism 
becomes inappropriate. " Functional ” or “ psychogenic pain ” 
avoids all attempt at fusion of two incompatible words and 
provides an unambiguous alternative, — I am, etc., 
london, W.r. JaME5 CyRIAX. 
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Strains of Back coli 

Sir,— It seems quite likely that whenever a new publication 
appears on the subject of Bact. coli in relation to gastro-enteritis 
it will be found that the authors have coined a fresh name for 
the bacteria or the strains which they have isolated, although 
these may in fact be Bact. coli of the same serological type. 
Giles and Sangster' have stated that the strains they isolated 
in .Aiberdeen were identical serologically with those originally 
isolated at Hillingdon by Bray.’ Drs. Joan Taylor, B. W. 
Powell, and Joyce Wright (July 16, p. 117) say that their strains 
arc identical serologically with those of Giles and Sangster. 
It follows therefore that the D 433 strains of Dr. Joan Taylor 
and her colleagues are identical with Bray’s original strains — 
a point which they did not make in their paper. 

A summary of the nomenclature up to date is as follows. 

(1) Bray, 1945, and Bray and Beavan,’ 1948, referred to these 
bacteria as Bact. coli ncapoUtanim, and the two strains in cir- 
culation among bacteriologists are called Lindsay and G, R. 

(2) Giles and Sangster. 194S, and Giles, Sangster, and Smith,* 
1949. refer to the bacteria as Bact. coli ncapolitanum type alpha. 
The beta type described by them, also in association with gastro- 


enteritis, is a serologically distinct type, (3) Taylor, Powell 
and Wright, 1949, refer to the bacteria as - Bact. coli D 433* 
I shall also immodestly add (4); in Holland, where these bac- 
teria are being found (personal communication by Dr. ten 
Seldam), they are even referred to as Escherichia coli bray.— 
I am, etc., 

London. N.W.t. JOHN BraV. 
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Zoster and Varicella in the Same Patient 

StR,~I was interested to read letters from Dr. A. Courts 
(June II, p. 1052) and' Dr. C. E. Taylor (July 9. p. 100) on the 
coexistence of herpes zoster and varicella. This combination 
cannot be considered rare and is in fact not uncommon in 
a hospital admitting infectious diseases from a ■ considerable 
catchment area. 

I have had five such patients under my care at the Neasden 
Hospital during the last three months. In one case the two 
manifestations appeared concurrently. In four cases the 
varicella developed in periods of 2-15 days after the appear- 
ance of herpes zoster and before it had healed. The nervous 
lesions involved the area of the first, second, third, and fourth 
lumbar roots in one case, and the second, third, and fourth 
sacral roots in another ; in the remainwig three cases it was the 
ophthalmic division of the fifth cran'ial nerve. — I am, etc., 

London, N.W.IO. W'. F. TwWfNG McMaTB. 


Sir, — F urther to the letters on tlais subject in the issues of 
June 11 (p. 1052) and July 9 (p. 100) we record particulars 
of another instance of this occunf-ence. 


A male patient aged 84 years wa’s recently admitted with well- 
marked herpes zoster involving the di 'stribution of the posterior root 
of the second cervical nerve, accomprrJnied by a typical attack of nuld 
■chicken-pox with characteristic disti'.ibuu’on. No contact history 
with either complaint could be establiEshed, and he had no recollection 
of a previous attack of chicken-pox. j The herpes zoster had preceded 
the onset of the varicella by six daysi. 

As some of the immature varicelk 
rhagic appearance and the base of s 
unusually hypcracmic, the possibiUt, 
considered likely, especially as the 
partook of fresh fruits. The ascorbi 
considerable dehdency of vitamin 
evidence of deficiency was appareni 

Apart from the relative infreq.Lency of this concomitance of 
chicken-pox and herpes zoster tb|e case is additionally interest- 
ing in view of the very advancei|i age of .the patient.— We are, 
etc.. 


tjius lesions presented a haemor- 
Vome of the mature lesions was 
of vitamin-C d'.dciency was 
patient admitted he seldom 
Ic acid saturation test showed a 
C, although no othep clinical 


Ilford. ES.WX. 


J. H. Weir. ' 

'■ G. Laing Brown; 


Eclampsia and Peritoneal)^ Haemorrhage 

Sir, — have read with much inter Vst the article entitled 
"Rvptvre of Liver Associated with ^parturition” by Dr- 
Jean R. C. Burton-Brown and Dr. I. /V, Shepherd ' 

p, 941). The prophetic suggestion of Ra^emaker that suddeij 
death during eclampsia may sometimes bU due to a ruptured 
liver was rejected by the writers of the art.mle. The foUowins 
brief notes of a case may prove of interest tn your readers. 

An East Indian woman of 30, para 8, was adraitl cd to hospital with 
a history of having had a fit at 6 a.m. on Feb. 4. In the ware s 
had two fits— the first at 7.30 a.m., and the second at 9.30 a.m- ^ 
4 p.m. her condition was satisfactory. The patient tlied sridceniy 
5.15 p.m. Post-mortem examination revealed that the Pdriionc 
cavity was full of fluid blood and blood clot. This had come i 
a very large subcapsular haemorrhage on the upper surface w 
left lobe of the liver, which had ruptured the capsule aj o”® P". ' 
The liver showed advanced eclamptic changes. The tadneys 
pale and the cortex swollen. Nothing else abnormal was n 
Death was attributed to peritoneal haemorrhage and eclampsia. 

~I am, etc., 

Ron or Spain, Trinidad. JAMES A. WaTERAW- ■ 
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The M.R.C.P. 

Sir,— I n the annotation “ The M.R.C.P.” (Aug. 6, p. 327) 
you ask a pertinent question, but do not suggest an answer. 
Thus you write, “When the College states that membership 
‘ should signify' a knowledge of general medicine that justifies 
further training as a consultant ' the question must be asked, 
WTiat further training is to be considered necessary, and who 
is to decide at the end of such training that the possessor 
of the M.R.C.P. is or is not ‘a failed consultant’ ? ” May I 
suggest several answers to your question ? 

First, it would be well if the M.R.C.P. were really considered 
to have the significance suggested by the Comitia of the R.CJ*,, 
because it would then be a qualification open to the general 
practitioner whose interests are mainly in general medicine, 
while it would also be a jumping-off place for the future con- 
sultant. If this were admitted there should then be a further 
e.xaraination for those who consider themselves fit to be con- 
sultants ; and this e.xamination should be adapted to the desires 
and capabilities of the individual candidates. Thus, for the 
men who wish to become general physicians (and let us hope 
that the race is not to become extinct), the higher examination 
would be one in general medicine ; while for the aspiring 
specialist the examination would be, primarily at least, in his 
chosen subject. If- the second suggestion were accepted there 
should be no limitation on the candidates in the matter of 
their “specialty,” although if a man proposed a new subject 
he would have to justify his opinion that it deserved to be 
considered, as a “specialty.” 

Such a plan would convert the present M.R.C.P. into a sort 
of primary examination for the Fellowship (for I suggest that 
those who passed the second examination should automatically 
become- Fellows), while the whole machineo' would be so 
flexible that there would be no difficulty in establishing new 
specialties so long as their exponents could convince the 
College that they were valuable. Details would, of course, have 
to be worked out. For instance, it might be wise for the 
regulations for the Fellowship to include a demand for a thesis 
or for submission of published work, while it would probably 
be wise to limit admission to the examination to those over 
the age of 30, or perhaps even over 34. 

I am sure that some will ask how the member is to qualify 
himself for the Fellowship examination, and I feel strongly 
that he should have complete freedom in the matter, because, 
although the rudiments of a specialty can be taught, the task 
of reaUy learning to be a specialist is a matter of personal 
initiative. Such a procedure would represent a real islet of 
freedom in our medical system, because each candidate could 
prepare himself as he thought best, although, of course, if he 
proposed to be examined in a “ new ” subject he would first 
have to convince the College that it was sufficiently important 
to be regarded as a specialty. I do no more than throw out 
these few suggestions, realizing that there may be some diffi- 
culties in carrying them into .effect. — I am, etc., 

London, W.l. A. PtNEV. 

Mepacrine Dermatitis 

Sir, — May I be permitted to suggest a small correction in 
your annotation (July 30, p. 275) on the above condition ? 
The correction is in reference to the sentence, “It is now 
agreed that the ingestion of 0.1 g. or more daily of mepacrine 
for several months was the cause of this condition.” I would 
point out that I staled in the article following that of Peterkin 
and Hair {Brit. J. Derm. Sypit., 1946, 58, 263) quoted in the 
annotation that I had observed lesions of mepacrine dermatitis 
in troops newly arrived in India — i.e., who had been on 
suppressive mepacrine therapy for a few weeks only. 

TTie subject of mepacrine dermatitis has been one of interest 
to the North of England Dermatological Society in the past 
year. I have shown a case producing identical lesions — a case 
of rheumatoid arthritis under gold treatment. Other members 
of the Society have described similar cases, and Dr. Twiston 
Daries has mentioned two cases of cardiac oedema taking Guy’s 
pill, producing lesions similar to those of mepacrine dermatitis. 


It appears therefore that mepacrine is only one of a number 
of drugs capable of producing this type of skin manifestatibn. 
— I am, etc., 

Bradford. ALL.\N BigH-SM. 

Syringes 

Sir, — I observe that Dr. Douglas Gairdner has made a plea 
(July 30, p. 282) for the standardization of the Luer nozzle 
or hub fitting on all hypodermic syringes. I would like to 
reinforce this plea, as these syringes (heing of American manu- 
facture) are now unobtainable here and, as I have previously 
indicated (Proc. R. Soc. Med.. 1946, 39, 460), have particular 
advantages for ophthalmic work. This has been brought home 
to me with considerable force recently, as the few in my 
possession are wearing out and the contrast with the standard 
British fitting which I am compelled once again to use is very 
great. — I am, etc., 

L«d!. John Foster. 

Treatment of Stress Incontinence 

Sir, — I join with my colleague Mr. Keith Vartan (July 9. 
p. 99) in admiring the technique of Mr. Wilfred Shaw’s opera- 
tion for the cure of stress incontinence. I do assert, however, 
that these arduous and technically difficult fascial sling 
operations are unnecessary. My operation' for the cure of 
this condition restores, underneath the urethra and particularly 
the neck of the bladder, those tissues which support these 
structures under stress, and is thus physiological in principle. 

But it is results which count. In over 150 operations for 
the cure of stress incontinence (either for this condition alone, 
or combined vrith cystocele, or even vault prolapse) I have 
had two failures, one of coune being in a “ private ” case. * It 
has once been successful in “ virginal ” stress incontinence, 
and in another case where three attempts elsewhere had been 
made to cure this condition. These figures almost bring their 
own condemnation, for they show a success rate higher than 
in almost any constructive operation. They are, nevertheless, 
true. The fact remains, however, that, in my hands at least, 
the operation I have devised is so eminently successful that 
I can see no necessity for any form of sling operation. May 
I suggest that my operation be tried first, and if it be true 
that I am suffering from “ the optimism which affects all 
inventors of operations for stress incontinence ” I shall be 
only too glad to abandon my operation and join with Mr. 
Vartan in his enthusiasm for slings. — ^I am, etc., 

Loneoo. w.i. Mortimer Reddingtos. 

Rm3lE>’CE 

1 Brit . J . Urol ^ 1948. 20, 77. 


Growth of Foetal Head 

Sir, — I n a recent paper by Blair Hartley' on the radiological 
detection of foetal abnormalities there occurs a very important 
paragraph which asks a question and carries a challenge 
demanding answer. He writes : 

" A point to which further attention should be given is the state- 
ment which has been repeated in the past, that the foetal head 
continues to enlarge at the same rate during the later months of 
pregnancy. The late R. E. Roberts, for e.xampTe, based his method 
of estimation of foetal maturity upon this assumption, but 1 have 
long had doubts regarding its correctness, and I have recently had 
the opportunity of examining the work of Dr. Sydney Josephs, who 
has already measured many foetal skulls by precision x-ray methods 
at 36 weeks and at birth, and he has been unable to show in the 
foetuses examined any increase in the diameter of the foetal bead 
during the last four weeks of gestation. Indeed, is there any precise 
evidence to the contrary 1 It is important to emphasize the point 
that this apph'es only to normal-looking foetal skulls. It docs not 
apply in hydrocephalus.” 

Now this appears to be a question to which a definite answer 
should be expected. Either the foetal skull increases its 
diameters by one-tenth of an inch (0.25 cm.) each week after 
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the thirty-sixth week or it does not. In all humility I suggest 
the radiologists are the only people who can answer the question 
accurately. If, as Blair Hartley suggests, the foetal head does 
not enlarge during the last four weeks, then all those who 
induce labour prematurely for apparent disproportion, either 
in primigravidae or. in multiparae, will need to have a very 
clear idea of what they hope to achieve thereby. For, apart 
from the size of the skull, the mere bulk or weight of (he 
foetus is the only other factor which can- helpfully be reduced 
by premature induction of labour. And while it can be argued 
that such reduction in bulk is of great importance 'in breech 
delivery it can hardly be considered of common importance 
in cephalic delivery. It is for this reason that I suggest that 
this question is of no little significance. — I am, etc., 

London. S.E. 18. ArCHIE G. MURRAY. 

Reference 

ipron. it. Son. Med., 1949, «, 301. . 


great change- came over the scene, and public health became 
infused with new interests, largely social in character. I have 
been concerned in this letter only to vindicate, if that is not 
'too strong a word, the work of “ public health ” in the past, 
for I see clearly that great changes are impending, and ate 
indeed unavoidable. I can see a great break-up of the environ- 
mental work of the medical officer of health, and if social 
medicine can infuse new life into a service which is threatened 
with death by inanition then I say, God speed to social 
medicine. 

I hope Professor Hobson will forgive me the few mild 
criticisms Which I have submitted, for 1 really enjoyed reading 
his paper and agreed with much he had to say, particularly 
where he pleads for a closer integration between preventive and 
curative medicine. — I am, etc., 

Torauay. THOMAS GlBSON. 


What is Social Medicine ? 

Sir, — ^In the Journal of July 16' (p. 125) .you published a 
paper by Professor W. Hobson entitled “ What is Social 
Medicine ” ? I happen to be one who has spent a lifetime 
in the Public Health Service and in the study and practice of 
preventive medicine, and I confess I have been somewhat 
mystified by the term “social medicine” which has become 
so fashionable in. recent years, wondering in what way it 
differed from the public health work with which I had been 
connected. So, with the hope of having my doubts answered 
by Professor Hobson, I read his paper with great interest and 
expectation. 

Although 1 must say 1 found the paper admirable in many 
respects, I could not find in it anything to show that social 
medicine in its objects and practice is very different from the 
old public health or preventive medicine as practised in this 
country during, say, the last 25 years. Social medicine is 
defined by Professor Hobson as the study of those environ- 
mental factors which affect health and the application of that 
study to the benefit of man. Surely this is nothing new, for 
such study and application have always been the role of public 
health work. Indeed, by quoting a sentence from the Memo- 
randum of the Ministry of Health on the duties of medical 
officers of health to the effect that he; ' the diedical officer 
of health, should endeavour to acquire a knowledge of the 
influences — social, environmental, and industrial — which may 
operate prejudicially to health in his district. Professor Hobson 
himself shows that all these factors were not overlooked in the. 
old public health. . . , 

Professor Hobson says that the term “ social medicine is 
necessary because the older terms — public health and preventive 
medicine — are too limited in their scope, and that there are 
many factors not mentioned in the Public Health Acts which 
affect health. This is quite true, for the Public Health Acts 
deal mainly with requirements which can be enforced by law, 
but surely it is not true to say that .public -health work in the 
past has been confined to the enforcement of these Acts. Indeed, 
Professor Hobson himself supports this view when he quotes 
as an example of the need for studying factors outside the 
physical environment the researches of the late Dr. M’Gonigle 
on the health of people transferred from slums to new housing 
estates, but Dr. M'Gonigle was a medical officer of health, and 
no doubt he regarded these inquiries as part and parcel of 
his official duties. A study of the annual reports of medical 
officers of health for many years past, or the annual reports 
of Arthur Newsholme, George Newman, and their successors 
at the Ministry of Health, will demonstrate that many and 
varied researches have been made by these officers and their 
staffs into matters now considered to be the particular concern 
of social medicine. 

It is true that during the last century and in the earlier 
years of this century public health work, apart from infectious 
diseases, was almost wholly concerned with drainage, water 
supplies, nuisances, and the like, but with the. introduction of 
maternity and child-welfare and school -medical services, 
followed by those for tuberculosis and venereal diseases, a 


Infrauferine Manipulations 

Sir, — W ith reference to the “ overglove ” for intrauterine and 
other manipulations described by Dr. J. A. Moyse'(JuIy 23, 
p. 230) I should like to mention a similar device designed 
by me and described in Ginekologia, Polska (1933) under the 
title “Sterile Access to the Uterine Cavity." 


It consists of a rubber cuff about dj in. (11 cm.) long which 
extends at one end into a flattened shield with a metal frame 
attached to its edge. ' TJie longitudinal silk threads inside the rubber 
prevent stretching of the cuff lengthwise while the transverse stretch 
remains unhampered. ' The cuff is lined with gauze, the folds of which 
allow the cuff to be stretched transversely but not longitudinally. 
When in use the metal frame is attached with clips to the sterile 
sheet covering the operating field in such a way that the flat rubber 
shield covers the perineum and the surrounding skin of the vulva and 
the opening of the cuff comes opposite to the introitus of the vagina. 
Then the cuff may be inverted into the vagina when the hand 
passes through 'the vagina, or by a tubular or any other vaginal 


speculum. 

Because the cuff is non-stretchable lengthwise, it cannot slip over 
the surface of the vaginal membrane when inverted, and it thus 
prevents the transfer of the bacterial flora from the lower to the 
upper part of the vagina. The gauze lining, which is turned towards 
the skin of the vulva and the membrane of the vagina, absorbs the 
mucous secretion which otherwise would be spread over the rubber 
surface of the cuff, 'And it thus prevents tlie transfer of organisms to 
the upper part of the vagina. The grasp of rubber in the frame 
takes the place of the hand pulling the “ overglove V in Dr. Moyses 
diagram, and thus the left hand is free. This is important, as the 
free hand should be placed on the abdomen over the fundus ot the 
uterus, when passing the other hand through the vagina to the 

uterine cavity. , - „ . , , . 

The usefulness of the instrument was confirmed by the bacterio- 
logical examination of the pieces of the gauze lining taken from 
several places corresponding to the different levels of the vagina alter 
ihe incirumcnt bad been used. 


This instrument can be used for. vaginal examination before 
ir during labour,, and for all obstetrical ■ operaUons done by 
laiid or instruments inside the uterine cavity. Although the 
•onsequences of infection are less dangerous-now m the era 
){ sulpfionamides and penicillin, there is no doubt that Dr. 
Moyse is right in his opinion that the prob em of the sterile 
iccess to the uterine cavity will always be one of greai 
mportance. — ^I am, etc.. 


TT..r^< 


Breast-feeding 

Sir— D r F H. M. Dummer will not mind an observation or 
one sentence of his excellent article (July 2, p. 14) from a cl«s 
mate and fellow breast-feeding supporter. He says, tn 
number of babies completely breast-fed at 6 months was 
tteV of t3.2%.V Nov. righ.ly o, 
this gives the impression that a higher figure would have b«i 
consfdered more desirable. If it is correct that it is neces^ 
to give a. breast-fed baby vitamin suppleruents from an ear 
age, then' presumably Nature, which could not have 
the generosity of the Ministry of Food, must have in e 
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GoodeWs 
haw ' 

“When the cervix is as soft as 
one's lips, the tvonian is probably 
pregnant; tvhen it is as hard 
as the tip of one’s nose, the 
womb is most likely empty.” 




ill'' ^ '' 




.-O" ■•! I 



Cjoodeirs gytiacologtcal examination table, william goodell, 
A.M., M.D. {iS2p-p4) mas Professor of Clinical Gynacology'-in the 
University of Pennsylvania. 

Goodell speaks of ‘ probabilities ’ ; and even today 
there is no method of findirtg an infallible, early • 
answer to the question ‘ Is she pregnant ? ’ 

But much is now known about the hormone 
excreted in pregnancy urine. Boots’ research 
chemists have contributed to this knowledge, and 
have been conspicuously successful in solving 
problems of hormone production. ^ 

In every branch of drug manufacture the constant 
aim of the Boots organisation is to keep pace with 
the latest advances made by medical science. 
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Unanimous 


Opinion is unanimaus on tht 
need for acid control in the 
treatment of peptic ulcer. 

It is the action of pepsin in a 
highly acid medium which 
prevents healing and pre- 
disposes to recurrence. This 
corrosive. environment can be 
neutralised instantly by 
‘Aludrox’ therapy, which 
stabilises the stomach contents 
at pH 3.5— 4.0, the optimum 
condition for healing since 
normal digestion is left 
unimpaired. 

‘Aludrox’ quickly relieves 
pain and in conjunction with 
a bland diet and rest promotes 
rapid healing of the ulcer. 



‘Aludrox’ is available in 
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that mixed feeding should begin much earlier than is the 
common practice. 

The opponents of unconditional breast-feeding are, I believe, 
more opposed to breast-feeding being carried on too long, and to 
breast-feeding insufficient in quantity- and not assisted by bottle- 
feeding after each breast-feed, than to breast-feeding in general. 
Possibly some reconciliation of the two viewpoints could be 
achieved along these lines, gnd, much more important, more 
mothers might be willing to breast-feed if they were told that 
weaning might be commenced at 4-5 months and completed at 
•6-7+ months, depending on health and size, instead of begun 
at 6 and finished at 9 months, as seems to be the common 
practice, quite unnecessarily, with bottle-feeding. — I am, etc., 

Sarmundham. Sufrolk. JOHN SleIGH. 

Child-guidance Clinics 

Sir, — ^According to your report (July 9, p. 90) of the meeting 
of the Sections of Child Health and Preventive Medidne on 
June 30, Dr. D. D. Payne suggested that reference of pupils to 
a child-guidance clinic should be by the school medical officer. 
His reported statement infers that other sources of reference 
■should be closed. Not long ago, at a formal meeting arranged 
to discuss child guidance, a county medical officer of health 
said that in his opinion (an influential one) there was no need 
for child guidance in his county, and that in any case he did not 
believe in it. 

My own e.xperience of child-guidance clinics during the past 
six years has been that the majority of cases were referred by 
' the family doctor, who surely is in the best position to know 
of the need for this highly specialized treatment. — I am, etc., 

Wimbomc. Donct, J. S. HoRSEEY. 

The (Tiildrcn Act 

Sir, — Dr. John Dale (July 30, p. 284) does not appear to 
have read the Children Act. The Act is designed to enable 
local authorities, through their children’s committees, to stand 
in loco parentis to children who for one reason or another 
fall into public care and thereby lose home background. In 
implementation of the Children Act the local authority- 
children’s committees are empowered to find individual children 
suitable substitute homes. It is also their responsibili^ to 
form proper liaison with the health and education committees 
of the council, and to ensure that children have adequate 
medical care and educational opportunity. 

Dr. Dale can be assured that the care of children deprived 
of normal home fife is not restricted to “ health and hygiene,” 
which still remains the prime concern of the health authorities. 
— am, etc., 

' HELEN MURT.SGH. 

Memorial lo Sir John Fraser . 

Sir, — ^There must be many who would he eager to contribute 
to a memorial to Sir John Fraser, Bart., the late Principal of the 
University of Edinburgh. These would include his old students, 
his patients, and all those who had the pleasure of working with 
him in the course of the many public duties to which he gave 
himself so unsparingly. 

With the consent of Lady Fraser and her family, a small com- 
mittee has been formed to receive donations to a fund for this 
purpose. The form which the memorial might take is a matter 
for suggestion and discussion ; it is felt, however, that the 
income of the fund might be applied in the provision of a 
scholarship, prize, or travel grant to be awarded annually to 
some young surgeon or surgeons of promise. 

Contributions, which should not exceed ten guineas, should 
be sent to Mr. John Bruce, G.B.E., F.R.C.S.Ed., Department of 
Surgery, Texfot Place, University of Edinburgh, not later than 
Dec. 1, 1949. — We are, etc., 

Edw.srd +'. Appleton. 

F. E. J.srdine. 

J. M. GRAH.\3.f. 

James Leailmosth. 


POINTS FROM LETTERS 

Petroleum Jelly as a Dressing 

Dr. R. E. Hope Simpson (Cirencester) writes ; Sterilized petroleum 
jelly is much used as a dressing on raw areas in the belief that it will 
prevent gauze, lint, or other material from sticking. In fact it does 
no such thing, and dressings of this type adhere at least as firmly as 
dry dressings. There may be virtues in soft paraffin dressings.’but 
not that of non-adhesion, and removal of such dressings after 24 
hours is tedious and painful. 

Mind, Machine, and Man 

Dr. J. B. Ellison (London, S.W.I7) writes: While much enter- 
tained by Dr, J. A. V. Bates’s letter (July 16, p. 177) on the alleged 
powers of electric computing machines, I must confess I was 
puzzled. It is not hard to see how, given the first raox-e, an “ electric 
brain ” im’ght alxvays succeed in such a contest as the old game of 
nim. This game has an exaa mathematical basis, so that actions 
needed to xrin could no doubt be transformed into mechanical 
operations which a machine would infallibly perform r joggling xrith 
rows of Os and Is is just what it does so well. But play chess ? 
Can one envisage any machine on, say, the sixth moxe of a queen’s 
pawn opening haz-arding an advance of the king’s pawn to its fourth 
square in order to avoid the ” Cambridge Springs ” x-ariaiion because 
it knows that old Lobcockski (needing one point for first prize) has 
made a profound analysis of this x-ariation and will be put o5 by such 
unorthodoxy ? That is what I would call playing chess. And what 
Would the poor machine do when confronted with a deep sacrificial 
combination ? Could it refuse an oSered queen (surely one of the 
highest prioriues of “ x-alue foreseeing mate in the oSing by 
" Philidor’s Legacy ” ? This I do not believe — to speak of a machine 
plaj-ing a game is a fallacj- of equivocation. But xxhen it comes to 
the sonnet I am still more puzzled. First, as to these relaiix-e values. I 
wonder why Dr. Bates thinks that Miss Rita Hayworth on an alp 
is more ‘'sonnelogenic ” (to coin a word by analogy) than a Japanese 
soldier in Shoreditch. 1 know of a dozen modem poets who would 
certainly think the reverse. And how does the wTetched machine 
know that it is looking at Miss Hayworth in the Alps rather than at 
Miss Lana Turner in the Himalayas or Miss Betty Grabie in the 
Dolonutcs, and how would it assess the relatix-e mems of such a 
galaxy ? Of course it could dedde nothing of the kind ; the decisions 
are all made by the human mind outside that feeds the brute fthat 
ghost horse of a recent radio discussion). 

Mr. A. R. Jordan (Dover) writes; As one interested in both chess 
and the ideas suggested by these new calculating machines I am 
intrigued by the letter of Dr. J. A. V. Bates (July 16, p. 177). I 
hax-e some misgivings about the electronic chess player No doubt 
it couid play a-‘!cgally correct game, but the difficulty would he in 
the correct " instructions as to value.” The standard openings have 
all been analysed for a fexx- roox-es in this way, and invariably the 
limit is reached when a number of situations arise between which 
the greatest masters cannot decide the values. If the machine went 
on playing over to itself every possible sequence 1 have an idea that 
it xvDuld sooner or later find one where it went on for ever xvithout 
a checkmate unless a new rule were introduced limiung the number 
of moves, and this would defeat the whole business. It still could 
not discover which was the “better” move. Howexe--, I have no 
doubt at all that a machine could be constructed which could solve 
any chess problem. . . . But could a machine be consinicted to 
compose chess problems ? I should say undoubtedly not. It would 
merely produce a series of eod-games out of which some ” mind ” 
xx-ould have to select those which contain those elements of “ diffi- 
culty” and "beauty” which constitute a true chess problem, and I 
do not see how such values could be put into the machine. 

'.’This correspondence is now closed. — Ed., BMJ. 

Harrogate Appreciated 

Mr. Philip Gxunt (Chairman, North Eastern Local Board of the 
Chartered Societj’ of Physiotherapy) writes: On behalf of the 
members of ihe Chartered Society of Physiotherapy in this area, may 
I, through your Journal, eger our rincerest thanks for Ihe generous 
concession "made by the responsible committee in permitting us 
admission to the meetings of the Scientific Sections dunng the recent 
Annual Meeting of the BM A. in Harrogaie ? This was appredated 
by all the members who were able to attend. The meetings were 
felt to be of real x-alue and a help in keeping us scientifically equipped 
to enjoy our place as members of the team in which the medical 
profession plays the senior role. By example of the generous gesture 
of the Assodation during that week the right team spi.-ii will always 
be maintained. Our thanks are also due to Dr. J. BTIson, 
Honorary Local Sdence Secretary, for the arrangemenu he made for 
us and for the patience he showed at a busy time in answering any 
requests and queria. 


Edinburgb. 
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T. STACEY WILSON, B.Sc., M.D., F.R.C.P. 

Dr. Theodore Stacey Wilson, who died in Birmingham on 
July 30 at the age of 88, was the senior consulting physician 
of the, United Birmingham Hospitals, sixty years having 
elapsed since he was appointed assistant physician to the 
General Hospital in 1889. ‘ 

Stacey Wilson was educated at Grove House School, 
Tottenham, and at Edinburgh University, where he obtained 
the B.Sc. in 1S8-I and the M.B., C.M. and M.R.C.S.Eng. 
in 1883. In 1892 he proceeded M.D., and was awarded 
the Gold Medal for his thesis. After study in Vienna and 
Berlin he became resident medical officer of the Birming- 
ham General Hospital in 1885, assistant physician in 1889, 
and honorary physician in 1892. In 1917, under the old 
rule which permitted only twenty-five years on the full 
honorary staff, he retired when only 56 years old, although 
he continued as extra physician until the end of the 1914-18 
war. In 1919 he became consulting physician, and con- 
tinued in active consulting practice until the last war. 
Wilson was lecturer in medicine to dental students and 
consulting physician to West Bromwich and other hospitals 
and institutions. He was twice married, and had one 
daughter. 

An exact contemporary of Almroth Wright and Gowland' 
Hopkins, Stacey Wilson displayed the enthusiasm of each 
but the scientific inhibitions of neither, though he exhibited 
the enterprising outlook of genius. Nervous in manner, 
quick in step and in speech, he was tall and spare and had 
brown hair and a moustache which turned to grey only in 
the last decade. Though he was a gentle and earnest 
physician who had lived for forty years in the Victorian 
era, retaining his frock coat until far into the present cen- 
tury, he never lost the sparkling optimism of youth, which, 
gleaming through his spectacles, induced him to observe 
new clinical signs and symptoms, to deduce hypotheses 
which appeared more attractive than likely, and to retain 
his interest and his convictions until some fresh observa- 
tions drew his thoughts on to new trails. In the old- 
fashioned arts of palpation, percussion, and auscultation 
be was expert, though sometimes he claimed to perceive 
more than others could agree to. Chronic disorders of 
the stomach, the colon, and the heart interested him most. 

He set out his views, with unfortunately little reference 
to the findings of other workers, in treatises on The Early 
Diagnosis of Heart Failure, Thought Transference : Specu- 
lations upon Psychology and Religion, The Tonic Colon, 
and other books. For those who gathered the grains of 
wheat from the mixed corn and chaff the exercise was 
stimulating and not without reward, but little that he did 
has survived the test of research and time, for the medical 
pendulum has swung from the qualitative region of clinical 
observation and speculation to the quantitative assessments 
of the laboratory, the machine, and the statistician. He 
did not tire of his patients nor they of him, and rewards 
in money or in status did not appeal to him. In earlier 
days he excelled at skating, and he was a competent golfer ; 
until an advanced age he enjoyed the rod and the gun. 

As a kindly physician he will long be remembered with 
appreciation by students and colleagues, who were stimu- 
lated by his untiring enthusiasm. Sufferers from chronic , 
disease found in him a syanpathetic attendant when other 
doctors had come to the end of their resources and of their 
patience. — H.W.F. 


RALPH PEMBERTON, M.D. 

Dr. Ralph Pemberton, professor of medicine at the Gradu- 
ate School of the University of Pennsylvania and Honorary 
Fellow of the Royal Society of Medicine, London, died 
suddenly on June 17. 

Dr. Pemberton was born in Philadelphia in 1877, and 
graduated at the university , there successively B.S., M.S, 
and M.D. While still a hospital resident he became deeply 
'interested in, and distressed by, the plight' of the many 
chronic rheumatic patients for whom so little was done. 
His research and writings on the various aspects of chronic 
arthritis soon made him well known both in America and 
also internationally. After the first world war, in which 
he served as a major in the JJ.S. Army Medical Corps, 
he returned to his home town as Woodward Research 
Fellow in physiological chemistry, working for subsequent 
periods in Berlin and Strasbourg. On his return his -ivide 
and novel outlook and great energy inspired a group ol 
younger men to join him, and resulted in the formation 
of his well-known arthritis clinic at the Abingdon Hos- 
pital, of which he was senior physician at his death. 

In 1938 he became president of the Ligue Internationale 
centre le Rhumatisme. His illness tragically prevented him 
from attending its recent congress in New York, for which 
he had worked so hard. He was also National Consultant 
in Rheumatism, and ex-president of the American Rheu- 
matism Association. In 1946 he was awarded the Gold 
Key of the American Congress of Physical Medicine iu 
recognition of his research on arthritis and his contribu- 
tions to physical medicine. A true “internationalist,” he 
had friends all over the world, and was a great pioneer 
in the difUcult Beld of medicine which he made his own. 

W. S. C. COPEMAN, 

HARRY HORSMAN McNABB, M.D. 

The death on July 28 of Dr. Harry Horsman McNabb, 
of Manchester, is a great loss to ophthalmology, and 
especially to Manchester, where he practised for nearly 
fifty years. 

Dr. McNabb graduated M.B., Ch.B. in 1898 at Owens 
College, Manchester, and proceeded M.D. in 1902. After 
spending a short time in general practice he started his 
ophthalmic training as junior and senior house-surgeon 
at the Manchester Royal Eye Hospital. He later became 
assistant honorary surgeon and then honorary surgeon. 
Nine years ago he was appointed consulting honorary 
surgeon and was active in hospital duties and a busy practice 
until a few weeks before his death. Among his appointments 
were those of clinical lecturer in ophthalmology at Man- 
chester University and consulting honorary surgeon to many 
local hospitals. For many years he was surgeon to the 
Henshaw’s Blind Asylum, and he was also vice-president of 
the Section of Ophthalmology at the Annual Meeting of the 
B.M.A. at Manchester in 1929. He was a member of many 
learned societies and often contributed to ophthalmic 
literature. One of these papers — on an “Alternative to 
Excision of the Sac in Dacryocystitis,” in the Transactions 
of the Ophthalmological Society of the U.K . — advocated a 
simple, direct, and effective method as compared with the 
usual operation for excision of the lacrimal sac. 

Everyone knew “ Sandy ” McNabb, and his social 
qualities were loved by so many . that wherever he went he 
knew somebody and was known by somebody. He was 
very quiet in his manner and speech, but was always cheer- 
ful and had a twinkle in his eye. Dapper anfi helpful to 
everyone who asked for ' his advice or help, he' never 
criticized anyone harshly, said an angry word, or lost his 
temper. The remarkable beauty of his hands was reflected 
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in his operative ability, which was a joy to watch. His 
operating, which was done verj' quietly, was perfect in its 
execution and ingenuity. A clinician all the time and a 
diagnostician of the first class, he was a mine of information 
on old and new ocular therapeutics, but never forgot the 
old methods, which often triumphed when modern treat- 
ment had proved inconclusive. As an expert ophthalmic 
witness he had few if any rivals, and his mere appearance 
in court carried weight for his client’s case. 

His persistent courage when in the middle period of his 
life he was smitten by phthisis, and how he announced it to 
his friends and fought it to a successful conclusion, was the 
admiration of all. ^Vhen the tragic illness which caused 
the death of his elder son hit him sorely he never com- 
plained. but we all knew how afflicted he was. His married 
life was ideally happy, and his Scottish wife and he were 
both expert fishermen. To be entertained in their house 
was always a delight. The loss of “ Sandy ” McNabb is the 
loss of a friend, mentor, teacher, and colleague. His 
host of friends will sympathize deeply with his widow and 
son in their tragic loss. He was a perfect and gentle person 
of humour and understanding. — \^'.S. 

WLLIAM ROBERT ACKLAND, M.R.C.S., M.D.S. 
The death of William Robert Ackland on July 26 at the 
age of 85 years in a nursing-home at Clifton, Bristol, 
removes the last of five brothers distinguished in dentistry. 
He was the second son and last surviving child of the late 
Mr. and Mrs. Ackland, of Exeter. All the brothers quali- 
fied in medicine and dentistry', practising the latter. • Each 
became one of the leading practitioners in London, Bristol, 
Bath, Exeter, and Bournemouth. 

On leaving school W.R., as he was affectionately known, 
entered Charing Cross Hospital Medical School and the 
Royal Dental Hospital School, where he carried all before 
lum. He obtained the Saunders Scholarship at the Royal 
Dental, .and every prize it was possible to win — proving 
the most brilliant student of his year. He qualified L.D.S. 
R.C.S. in 1884, and took the M.R.C.S. in 1886, before the 
formation of the Conjoint Board. After acting as house- 
surgeon and demonstrator in operative dental surgery at 
the Royal Dental Hospital he joined one of the leading 
practitioners in Harley Street and was appointed assistant 
dental surgeon to Charing Cross Hospital. In 1888 the 
Bristol Royal Infirmary decided to establish a dental depart- 
ment with an honorary visiting dental surgeon. After 
some persuasion Ackland applied for the post He was 
appointed, and returned to his beloved West Country, 
setting up in private practice at 5, Rodney Place, Clifton. 
His ability and charm soon won him a special place in the 
locality. Ackland may be looked upon as the father of the 
Bristol University Dental School. He was appointed lec- 
turer and internal examiner in dental surgery' at the Bristol 
University College. He retired from the staff in 1924, and 
was appointed consulting dental surgeon to the Royal 
Infirmary and the Minehead Hospital. 

A member of various professional and learned societies 
— the British Medical and Dental Associations, the Bristol 
Medico-Chirurgical Society, and the Odontological Society 
of London — he took a keen Interest in all their activities, 
delivering some interesting and original papers. His special 
interests were focal sepsis and its relation to sj'stemic dis- 
ease, and drainage of the maxillary sinus, for which he 
devised a special drainage tube. During his active years 
he occupied the chair of the Bristol Medico-Chirurgical 
Society, and was also president of the Odontological Society' 
of London. In I9I4-I5, and again in 1933-4, he seix’ed as 
president of the Bath. Bristol, and Somerset Branch of the 


B.M.A., and in 1931-2 as president of the West Somerset 
Division. 

After the passing of the 1921 Dental Act he was elected 
one of the original members of the Dental Board set up 
by the' Government, and he was appointed an examiner 
to assess the fitness to practise of the unqualified practi- 
tioners. He also served on the General Medical Council. 
The University' College of Bristol was granted its charter 
as a university in 1909. Ackland received the Service 
degree of M.D.S. in 1913 as a mark of appreciation of 
his work in the Dental School. During the 1914-18 war 
he served as major in the R.A.M.C. and acted as second 
in command of the 2nd Southern General Hospital in 
Bristol. 

W.R. was deeply interested in the arts, and gathered 
together some beautiful specimens of china, antique furni- 
ture, and paintings. His waiting-room in Clifton was of 
perfect Georgian period. Among other interests was a 
love of horses: he spent most of his spare time hunting. 
A serious fall when out with the Beaufort Hunt resulted in 
concussion, and he had to give up his beloved sport. In 
1917 he married the widow of Judge Buckle. , 

He retired from practice in 1937. WTien his wife died 
in 1945 her last surviving child, Mrs. Cotterell, and her 
husband came to live with him, caring for him in his last 
years. He died peacefully in his sleep, and his friends 
mourn the loss of a charming and most lovable man. 


Medico-Legal 


SALE OF PENICILLIN 
[Erom Our Medico-Legal Corresponde.st] 

The Penicillin Act, 1947, w'as passed in order to restrict the sale 
of penicillin to qualified persons. Section 1 provides that no 
person shall sell or otherwise supply penicillin unless he is 

(a) a duly qualified medical practitioner, x>r a person acU'ng in 
accordance with the directions of any such practitioner, or 

(b) a registered pharmacist or an authorized seller of poisons 
selling or supplying under the authority of a medical prescrip- 
tion. A shopkeeper, Mr. C. J. Coombs, who was neither a 
registered pharmacist nor an authorized seller of poisons, sold 
drugs and surgical appliances in his shop. On four occasions 
in August, 1948, he supplied penicillin ointment under a 
National Health prescription signed by a qualified medical 
practitioner. An inspector of the Pharmaceutical Society, 
Mr. W. R. Roberts, preferred informations against him for 
contravening the Act, but the Middlesex jusfices dismissed them, 
finding that the defendant was “acting in accordance with the 
directions *’ of a practitioner, that he sold or supplied the drug 
in accordance with the directions of a practitioner on each 
occasion, and that therefore he had committeed no offence. 
The inspector of the Pharmaceutical Society appealed, and the 
Divisional Court reversed the decision and remitted the case to 
the justices with the intimation that the offences had been 
proved.' 

Lord Goddard, Lord Chief Justice, said in giving the judg- 
ment of the Court that if anyone could sell penicillin on a 
prescription under provision (a) there would be no object in 
provision (fi). If the justices were right, a registered pharmacist 
would be at a disadrantage compared w ith an unregistered one. 
The words “ in accordance with the directions of ’’ a medical 
practitioner in paragraph (a) of Section 1 must, to be intelligible, 
include such cases as that of a doctor who told his dispenser 
to make up a penicillin preparation ; but if the doctor, gave a 
prescription to a patient that prescription must be made up by 
a registered pharmacist. A prescription, in other words, was 
not “directions" within the meaning of Section 1 of this Act. 


1 Jiobfrrs V. Coombs. The Times, May 5, 1949. 
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PENSIONS 

Mr. Blenkinsop on July 20 moved that the draft National 
Health Service (Superannuation) (Amendment) Reflations, 
1949, be approved. He said these regulations cleared tip minor 
difficulties which had shown' themselves in the first year of 
■the working of the superannuation scheme for the staff of 
the National Health Service. He understood that the various 
staff organizations were fully in agreement with them. The 
main provision was one under Regulation 10 designed to 
encourage those who had already retired on pension or were 
eligible to do so to continue in employment up to a further 
five years and thus earn, an increased pension when they finally 
retired. 

Mr. Walter Elliot said it might be that further amendr 
ments would be necessary in the immense volume of regulations 
to which these amendments were proposed. In July, 1948, it 
had been estimated that the superannuation scheme covered 
300,000 persons. This scheme obviously covered more people. 
He thought it covered the employees of the regional boards, 
the employees of the medical bodies, teaching hospitals, execu- 
tive councils, and other bodies set up under the Act. He was 
informed that it also covered medical practitioners and dental 
practitioners, although not ophthalmic practitioners or chemists. 
He asked whether Regulation 10, in which employees were 
encouraged to continue in employment up to ten years beyond 
the possible retiring age, also covered those who returned to 
the Service, and what rebates or allowances were granted to 
those who had been out of the Service for a period. The 
strain on the Service just now was very gtf t, and one of the 
simplest ways of relieving it was to' recruit from those who 
had already been fully trained in one branch or another. 

He remarked that Mr. Blenkinsop had not touched on the 
cost of the regulations. The estimated gross total for the 
Health Service this year was some £352,000,000, against which 
appropriations in aid amounted to £92,750,000. The contri- 
butions paid to the insurance scheme were only one-ninth 
of its cost. The insurance contribution of 6% paid by contri- 
butors towards the cost of the superannuation scheme amounted 
to a substantial sum. The appropriations made last year had 
been estimated at £44,000,000 for England and Wales, but rose 
to £62,000,000 when the estimates had been completed. 
Through these supetarmuation benefits there had accrued to 
the Exchequer in England and Wales £30,694,000. The only 
pavment at present under the superannuation regulations was 
a sum of just under £2,000,000 for England and Wales. The 
Exchequer had a temporary surplus of over £30,000,000, which 
would run off as the liabilities began to accrue. 


groups with the exception of fhe small number of chaplauu. 
They made the provision of the regulations more acceptable to 
those concerned but did not involve extra expense. Replyros 
to Mr. Walter Elliot’s questions, be said the new regulationi 
covered those who would return to the scheme after a sbou 
break of service. The Government was providing for thosi 
who confinued for an extra five years or for a shorter period 
under the scheme, for those who returned to , the Service afit; 
a break, and for those who entered the Service after leavinf 
some other superannuated service. The period was five years. 
Regulation 6 brought the injury provisions into line with tk 
Civil Service provisions. Previously the Ministry of Health 
had follosved the local government provisions. Persons who 
came back into service after a’ gap were covered in 
Regulation 10. 

The provisions in Regulation 16 (c) of an option for part-tinie 
‘ specialists to contract out had been made to meet a point raised 
by the British Medical Association. Practitioners coming in 
after the appointed day were not covered. The provision in 
Regulation 16 (c) was a special concession, and he doubted 
whether it could be extended. He did not deny there might 
be points worthy of consideration as the Ministry’s expeiience 
extended. It would obviously be necessary to consider from 
time to time further amendments to the regulations. 

Mr. Walter Elliot trusted that Mr, Blenkinsop would loof 
at the National Health Service (Amendment) Bill to see whether 
it was not possible in subsequent stages to bring in medicai 
practitioners who would enter the scheme at a second appointed 
day and make it possible for them to be covered by the regula- 
tions. In view of Mr. Blenkinsop’s pledge that this was not the 
occasion on which books were to be closed and no further 
amendmente introduced the Opposition was willing to approve 
the regulations.' 

Tlie draft National Health Service (Superannuation) 
(Amendment) Regulations were then approved. 

Scottish Superannuation Regulations 

The draft National Health Service (Scotland) (Superannuation) 
(Amendment) Regulations, J949, came before the House or 

• Commons on July 27. Mr. Walter Elliot said these regula- 
tions covered large surns of money and considerable numbers 
of employees', Foj- Scotland alone something like £2,500,000 
was being brought in 'to diminish- the apparent cost of the 
National Health Service, and the only payment out was a 
sum of £140,000. He inquired how the number of employees 

• was related ’to the original number estimated. It was time 
the Government became more precise on these matters. 

Mr. WooDBURN said these regulations amended the original 
■ regulations, but the adjustments were slight and the, money 
' involved was negligible. Nothing was added to the cost ol 
the scheme. About 50,000 employees were covered, but there 


was no increase there. 

Apply to Specialists The House agreed to the draft regulations. 


Sir Hugh Lucas-Tooth said Regulation 16 (c) w'as applicable 
to specialists. Regulation 16 (c) of the original regulations 
enabled general practitioners within the Service to choose if 
they preferred to continue w'ith a privately arranged insurance 
scheme to obtain benefit from the employing authority equal 
to the amount that the executive council would have had to 
put aside for their benefit if they had come svithin the general 
scheme. He thought the House would welcome the extension 
of this proposal to specialists. Under the original arrangements 
doctors who wished to continue their own insurance schemes 
' '^^sive notice wilViin three months of the appointed day in 
the oricn^ Act. Under the National Health Service, '(Amend- 
ment) Bill ^w passing through parliament a number of general 
practitioners ''might come in at some future appointed day 
and might have insurance schemes which they wished to con- 
tinue after the ntW appointed da}'. H-" feared this class might 
fall between the t\o regulatioqc''^-'''jhey were not specialists, 
they Were not covert^ tJ’-lIl.: new regulations, and they had not 
been within the schemes on the original appointed day. ^ 

Mr. Blenkinsop pointed out that these amending regulations 
did not extend the scope of the scheme or bring in further 


Parliament Adjourned 

Parliament stands adjourned till Oct. 18. The Report and 
Third Reading of the National Health Service (Amendm^q 
Bill are set down for Oct. 19 in the House of Commons. The 
Second Reading of the Nurses (Scotland) Bill is down for the 
following day. 

Barnet Victoria Hospital 


Mr. Spearman asked the Minister of Health whether he 
new that local concern had been caused by the decision oi 
he North-West Metropolitan Regional Hospital Board to con- 
'ert the Victoria Hospital, Barnet, into a maternity depari- 
nent for the Welihouse Hospital, Barnet. ' 

Mr Sevan replied on July 29 that if a petition was sem 
o him he would certainly consider it. It would be more 
ippropriate if, in the first place, it was addressed to » 
edonal hospital board, who had delegated powers for tnc 
ilanning and development of hospital services m their afw 
vhich did not require them to obtain approval before they mao.- 
:hanges in the use of particular hospitals. 


i 
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Treatment of exudative dermatoses 


Investigation has shown that titanium 
•oxide possesses dessicant properties 
considerably greater than the powders 
usually employed in the treatment of the 
dermatoses. Siccclam contains 21% 
titanium oxide together with zinc oxide 
and kaolin in a fat-free base. Laboratory 
tests have indicated that Siccolam is 
seven times more effective as a dessicant 


-than' zinc oxide {Brit. J, Dermatol. & 
Syphilis, June 1941, vol. 53, p. 177). 
There are no contra-indications to the 
use of Siccolam and it may be applied 
before a final diagnosis has been made 
without prejudice to subsequent treat- 
ment. Anti-bacterial agents or other 
medicaments may be incorporated with 
Siccolam if desired. 


COLLAPSIBLE TUBES of 2 and 4 OZ. CONTAINERS of I lb. 

SICCOLAM 

TRADE MARK 

Literature will be forwarded on request 

THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.i 
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ASPfRIN THERAPY 
BROUGHT TO PERFECTION 

MAGSILATE 


9 Quicker ab- 
sorption — more 
effective action. 

9 No gastric 
disturbance. 

9 Fully protec- 
ted against 
deterioration. 

• Palatable — can 
be eaten. 


• NO WATER 
REQUIRED. 

In cartons of 12 tablets l/IO (incl. P. Tax), and 
Dispensing Packs of 125 and 500 9/- and 35/-, free of 
Purchase Tax. 

LITERATURE ON REQUEST 
A Product of 

WESTMINSTER LABORATORIES LTD. 

Dept. BM.6, Chalcot Road, London, N.W.I. 
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Cancer Research 

Brigadier hfEDLicoxT on July 28 asked Mr. Herbert Morrison 
■whether, in view of the serious increase in deaths from cancer 
during the last 30 years, he would make a statement on the 
research now being conducted under the auspices of his depart- 
ment, or with his encouragement ; and, in particular, say what 
joint research or co-operation with America was taking place. 

Mr. Morrison replied that research on cancer formed a 
very important part of the programme of the hfedical Research 
Council. It was also promoted, with official encouragement, 
by bodies such as the Imperial Cancer Research Fund and the 
British Empire Cancer Campaign. There was particularly 
close co-operation in this field between British workers and 
their colleagues in America. The Medical Research Council’s 
expenditure on cancer research was estimated at £145,000 for 
1948-9 and at perhaps £200,000 for 1949-50. Mr. Morrison 
declared that real progress was being made in research and 
that the limiting factor was not finance. 

Free Drugs for Private Patients 

Mr. H. D. HtJGftES asked on July 28 what would be the 
increased cost of allowing private patients to obtain drugs 
recommended by their doctor free of charge. 

Mr. BLENTtiNSOP said that if the estimated annual rate of 
expenditure on the pharmaceutical services were proportionately 
increased in respect of the 5% of the population of England 
and Wales not on doctors’ lists the increase would amount to 
about £1,000,000. ■ 

Pneumoconiosis 

Mr. James Griffiths states that from Jan. I. 1949, to 
June 25, 1949, assessments under the Industrial Injuries Act 
of disablement due to pneumoconiosis were made at 100% 
in about 20 cases, and at less than 100% in about 1,900 cases. 
In addition, in the same period 276 men who had left the 
industry before July 5, 1948, were certified under the Work- 
men’s Compensation Acts; of these 134 were found to be 
totally disabled. During the corresponding period of 1948, 
843 men were certified under the Workmen’s Compensation 
Acts, of whom 87 were found to be totally disabled. These 
figures are not strictly comparable with those for 1949. 

Tiiberctihsh Examinations . — ^Foreign workers recruited under 
official schemes for which the Minister of Labour is responsible are 
required to undergo a general medical examination and an x-ray 
examination to detect tuberculosis before they are accepted and 
brought to this country. In proportion to the numbers recruited 
cases of serious sickness have not been numerous, but as these 
■workers ate mostly displaced persons the privations which they have 
undergone may have resulted in some cases in breakdown in health 
after their arrival. 

Glasses and lPigs.-*At a rough estimate about 4,500,000 pairs of 
spectacles have been supplied under the Supplementary Eye Service. 
Between 3,000,000 and 4,000,000 pairs are on order. No information 
is available as to the number of dentures. Up to May 20, 8,000 
wigs were ordered, and 2,600 supplied, through tho Ministry of 
Pensions on the advice of specialists. 

Dental Emergencies . — ^Procedure for emergency treatment under 
the Health Service by dentists of patients who are in pain is being 
used for over 25,000 patients a week. 

Bristol Patients . — The average number of patients on the panel of 
doctors at Bristol on April 1 last was 2,300— the highest something 
over 4,000, the lowest 2. 

Ophthalmic Opticians .— number of ophthalmic opticians in 
England and Wales now employed in providing optical treatment 
within the National Health Service is 5,662. The Government hopes 
for an increase in the number. 


According to a report in The Times (June 30), the chairman 
of the British Tourist and Holidays Board has stated that the 
“clean food” campaign which the Board began a year ago 
has been a great success, and efforts will be continued to raise 
the standard of hygiene in hotels, restaurants, and cafes. “The 
problem of hygiene in the catering industry,” the chairman said, 
“ is more than 70% a problem of personal hygiene.” 


Universities and Colleges 


UNIVERSITY OF LONDON 

Dr. John Thomas Aiiken has been recognized as a Teacher of 
Anatomy at University College, and Dr, Robert Douglas Harkness 
has been granted probationary recognition as a Teacher of Physiology 
at University College for a period of two years from June, 1949. 

Shenley Hospital, St, Albans, has been added to the list of recog- 
nized mental hospitals for the degrees of M.B., B.S. 

The Mary Scharlieb Research Studentship for 1949 has been 
awarded to George Phih'p Arden, FJI.C.S., for one year in the first 
instance. The studentship, which is of the value of £250, is tenable 
for one or two years and is offered to graduates of the University 
who are either registered medical practitioners or in possession of 
quatificau'ons which in the opinion of the Senate would enable them 
to undertake postgraduate medical research. 

The A. H. Bygott Scholarship for 1949 has been awarded to 
Howard Temple Phillips, M.B., B5. The scholarship, of the value 
of approximately £100 and tenable for one year at the London School 
of Hygiene and Tropical fifedicine, is offered annually for the course 
for the Academic Postgraduate Diploma in Public Health. Candi- 
dates must be registered medical practitioners who are serving in 
public health departments or who intend to enter or have already 
entered the Public Health Service either at home, in the Dominions, 
or in the Colonies. 

Robert Knox, M.D., M.R.C.P., has accepted an invitation to the 
University Chair of Bacteriology, tenable at Guy's Hospital Medical 
School, from Oct. 1. 

The title of Professor of Bacteriology in the University has been 
conferred on Frederick Robert Selbie, M.D., Ph.D., D.Sc., in respect 
of the post held by him at Middlesex Hospital Medical School. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 
At a meeting of the Coundl of the College held on July 28, W'ith 
Sir Cecil Wakeley, President, in the chair, it was decided on the 
recommendation of the Faculty of Dental Surgery to institute an 
annual Dental Lecture to be entitled the “Lord Webb-Johnson 
Lecture ” to commemorate the indebtedness of the dental profession 
to Lord Webb-Johnson. 

Dr. J. Hall Best, President of the Twelfth Australian Dental 
Congress, was elected to the Fellowship in Dental Surgery". 

"The Hallett Prize for 1949 was awarded to Graham Roland 
Anderson (Queensland), 

The date of the annual meeting of Fellows and Nfembers was 
arranged for Wednesday, Nov, 9. 

Diplomas of Membership were granted to the 117 recipients oi 
the L.R.C.P. whose names were printed in the report of the meeting 
of the Royal College of Physicians of London in the Journal of 
Aug. 6 fp. 340). 

Diplomas in Public Health, in Tropical Nfedieme and Hygiene, and 
in Medical Radio-Diagnosis were granted, jointly with the Royal 
College of Physicians of London, to the following successful 
candidates: 

Diploma in Public Hevlth. — ^A. Bashir, B. A. Bhatti. xfary 
Brooks, T. H. Elias, J. E. Francis, Joan K. Gnggs, W. E. Hadden, 
D, G. Lesis, G. K. Lim. 

Diplo.ma in Tropical Medicine and Hygiene. — J. P. Satterwhite, 

A. F. H. Stewart. S. W. W. Terry. 

Diploma in Medical Radio-Diagnosis. — D. Chisholm, J. J. 
Wallis. ^ , 

The following hospitals were recognized Under paragraph 23 of 
the Fellowship regulations; Poplar Hospital, London (resident 
medical officer, resident surgical officer, and sem'or house-surgeon); 
St, Stephen’s Hospital, London (two surgical registrars and one 
house-surgeon); Maidenhead Hospital (resident surgical officer). 

CONJOINT BOARD IN SCOTLAN’D 
The following candidates, having passed the final examinations, have 
been admitted L.R.C.P.Ed., L.R.C.SEd.. LJt.F.PS.GIas: A. E. Barr, 
Margaret H. Batty, Constance E. Belton, W, E. Betmie. M. C. 
Berenbaum, L. H. Berman. D. G. Bron-n, E. L. R. Brorni, W. F. 
Blair, Diana P, M. S. Cargill, S. L. Chinchin, L. I. Davidson, G. M. 
Dava. J. Devine, D, J. Doeberty. F. Doherty, Helen E. Ferguson, 
L. M. Foegal, V. Gallone, G. T. W. Gowdie, Joan F. Greaves, 
Muriel S. Hill, D, D. Hillier, J. B. .M. Hirst, H. Jackson. J. Jackson, 
R. G. Jacomb, Ruth 3V. Joelson, Valerie Jones, H. Justiiz. J. D. 
Keir. Rosemary C. Kennedy, R. C. Lambetty, V. K. Moodaley, 
D. B. Murray, R. McNeill, G. S. C. Nzegwu, Rosemary A. Page. 

B, Raeburn, Gwyneth Richards, Helen M. Roberts, F. Starcr, C. 
Stewart. M. Stock. Chrisrina E. C. Taylor, T. H. Walker, B.'T. 
Wallers, D. B. S. Watt, D. LI. Williams. 
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INFECWOUS DISEASES AND VITAL STATISTICS 

We print telow a summary of Infectious Diseases and Vital Statistics 
m the Bntish Isles during the week ended July 23. fNo. 29 

Figures of Prmcipal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (adimmstrative county), (c) Scotland, (d) Eire., (e) Northern Ireland. 

Figures oj and Deaths^ and of Deaths recorded under each infectious disease^ 

are for: (a) The 126 great towns in England and Wales (including 1-ondon). 
(b) London (atomistrative county), (c) The 16 prmcipal towns in Scotland, 
(d) The 13 pnncipal towns in Eire, (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


Disease 

1949 

I948(CorrespondingWeek) 

(a) 

(b) 

(c) 

(d) 

(e) 

(a) 

(b) 

(0 

(d) 

(e) 

Cerebrospinal fever 

28 

I 

10 


2 

25 

A 

10 

1 

1 

Deaths 


2 




— 




Diphtheria 

76 

12 

24 

8 

1 

139 

^ 19 

32 

15 

2 

Deaths 

— 

— 

1 


— 

2 

— 

1 

— 

— 

Dysentery 

90 

6 

54 

1 

, 
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45 

52 

I 


Deaths 




— 




— 

— 

Encephalitis iethargica, 











acute 

3 


1 

I 

— 



— 

2 


Deaths 







I 




Erysipelas 



17 

10 

4 



34 

9 

3 

Deaths 


— 





— 




Infective enteritis or 











diarrhoea under 2 
years 




53 





30 


Deaths 

31 

4 

3 


3 

34 

4 

8 

2 

1 

Measles* 

5,052 

379 

92 

140 

64 

8,501 

552 

70 

103 

53 

Deaths! 



I 

— 


— 

— 

•1 

Ophthalmia neonatorum 

37 

4 

n 

1 



54 

5 

19 



— 

Deaths 











Paratyphoid fever 

54 

— 

9(B) 



— 

9 

— 

1(B) 

— 

— 

Deaths 

— 

— 

— 

— 


— 

— 


— 


Pneumonia, influenzal . . 

329 

16 

1 

5 

8 

385 

20 

3 

4 

6 

Deaths (from infiu- 











enza)! 

10 

2 

— 

— 

— 

5 

I 

— 

1 

— 

Pneumonia, primary . . 



114 

17 




122 

30 


Deaths 

129 

23 


5 

7 

127 

22 


4 

6 

Polio-encephalitis, acute 

3 

. - 




6 

1 




Deaths 











Poliomyelitis, acute . . 

96 

7 

7 

1 


39 

5 

3 

2 

2 

Deaths! 

6 





4 

1 




Puerperal fever . . 


— 

5 




1 

17 


1 

Deaths 











Puerperal pyreJtia|| 

95 

12 

9 


2 

121 

10 

13 

1 

— 

Deaths 







— 




Relapsing fever 





___ 

- 

— 



— 

Deaths 











Scarlet fever 

1,157 

91 

89 

74 

31 

1,747 

93 

245 

68 

41 

Dcathst 





— 



Smallpox 


— 

— 

— 

. _ 

, 


- 

— 


Deaths 




— 

— 




— 

— 

Typhoid fever . . 

8 

, 

3 

3 

. 

13 

I 

3 

1 

— 

Deaths 

— 

— 



— 


— 

— 

— 

— 

Typhus fever . . 








■ 


— 


2 

Deaths 




— 

— 




— 



Whooping-cough* 

2,004 

86 

29 

54 

82 

3,359 

274 

14 

99 

7 

Deaths 

3 


- 

1 

1 

5 

1 

1 

— 

. t 

Deaths (0-1 year) 

254 

33 

30 

IS 

15 

253 

35 

45 

14 

14 

Infant mortality rate 







(per 1,000 live births) 











Deaths (excluding still- 










lOt 

births) 

Annual death rate (per 

3,926 

659 

530 

154 

112 

4,187 

651 

533 

157 


1,000 persons living) 



10-6 

9-5 




10-8 

9-8 


Live births 

7.295 

1225 

980 

401 

228 

7,863 

1370 

1012 

385 

251 

Annual rate per 1,000 










persons Using 



197 

24-8 




20-4 

24-1 


Stillbirths 

152 

24 

28 



199 

24 

31 



Rate per 1,000 total 











births (including 

stillborn) . , 



28 





30 




• Measles and whooping-cough arc not notifiable in Scotland, and the returns 
arc therefore an approximation only. 

i Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

t Includes primary form for England and Wales, London (administrative 
county), and Korthem Ireland. 

f The number of deaths from poliomyelitis and poIio-cncephalitis for England 
and Wales, London (administrative county), arc combined, 

;; Includes puerperal fever for England and Wales, Eire, and Northern Ireland, 


EPIDEMIOLOGICAL NOTES 

Poliomyelitis 

The total numbers o£ notifications in England and Wales for 
the week ended July 30, 1949, were poliomyelitis 147 (96), 
polio-encephalitis, 22 (3). (Figures for the previous week are 
shown in' parentheses.) Counties reporting more than one case 
(poliomyelitis and polio-encephalitis together) were ; London 
20 (7), Bedford 2 (0), Berkshire 2 (3), Cambridge 2 (1), Chester 

6 (0), Cornwall S (1), Dorset 2 (0), Durham 2 (1), &sex 8 (4), 
Gloucester 3 (2), Hertford 3 (I), Kent 3 (0), Lancashire 12 (8), 
Leicestershire 5 (6), Lincoinshire, Lindsey 4 (1), Middlesex 13 
(11), NottinghamsMre 3 (1), Oxfordshire 2 (0), Southampton 

7 (8), Suffolk West 4 (3), Sussex West 4 (1), Warwick £ (1), 
Westmorland 2 (0), Yorkshire East Riding 2 (1), Yorkshire 
West Riding 24 (17), Denbigh 2 (0), Glamorgan 3 (0), Mon- 
mouthshire 2 (0). 

The rise in notifications this week has been considerable, and 
it is unlikely that a consistent fall can be expected yet. How- 
ever, in comparison with 1947 the rise this year has been irregu- 
lar, and in the week ended July 26, 1947, corresponding to the 
week under discussion, there were 302 notifications of polio- 
myelitis and 34 of polio-encephalitis. In 1947 the peak was 
reached in the week ended Sept. 6 (thirty-sixth week), but notifi- 
cations in the week ended Aug. 16 (thirty-third week) were 
almost as high, and there was a small recession in the two 
intervening weeks. 

The geographical distribution of the notifications underwent 
little change. The largest centres of infection were Yorkshire 
West Riding 17 ; Middlesex 10 (Hornsey M.B. 5, Finchley M.B. 
4); Southampton 8 (Southampton C.B. 4); Lancashire 7; 
London 7 ; Devonshire 7. 


Quarterly Returns for England and Wales 
The birth rate during the March quarter was 17,4 per 1,000 
compared with an average of 18.2 for the first quarter of the 
five years 1943-7. The infant mortality was 40 per 1,000 live 
births and was the lowest rate ever recorded for a first quarter, 
being 1 below the rate for the first quarter of 1948 and 24 
below the average rate of the 10 preceding first quarters. 
The general death rate was 15.0 per 1,000, and was 3.7 above 
the rate for the March quarter of 1948 and 0.2 above the 
five-years average of 1943-7. 


Quarterly Return for Northern Ireland 
The birth rate during the March quarter was 21.8 and was 

1.0 below the average rate for the five preceding first quarters. 
Infant mortality was 55 per 1,000 registered births an'd was 2 
above the rate for the corresponding quarter of last year but 
16 below the five-years average. The general death rate was 

14.0 per 1,000— an increase of 1.2 on the rate for the March 
quarter of 1948 but 1.6 below the five-years average. There 
were 118 deaths from the principal epidemic diseases; they 
included 49 from influenza,' 45 from diarrhoea and enteritis, anO 
13 from whooping-cough. Deaths from pulmonary tuberculosis 
numbered 197, and there were 34 from other forms ; these were 
39 and 31 respectively below the average for the five preceding 


irst quarters. 

Quarterly Return for Eire 

A birth rate of 21.9 per 1,000 was recorded during the March 
auarter. This was 0.3 above the rate for the preceding fiR' 
juarter. Infant mortality was 55 per 1,000 registered births ana 
was 8 below the rate for the March quarter of 1948. in= 
general death rate was 14.7 per 1,000 and was 0.5 above the 
rate for the preceding first quarter. Deaths from the pnncip^ 
epidemic diseases numbered 125, and included 72 
Jiarrhoea and enteritis, 35 from whooping-cough, and 
neasles. Deaths from pulmonary tuberculosis numbered wu 
From other forms 153 ; these were 61 and 11 respectively belo 
tfAtats fnr the first ouarter of 1948. 


Uiscassioa of Table 

a Eng/and and Wales decreases in the number nolificags 
e reported for measles 324, whooping-cough 180, 
and acute. poliomyelitis 16, while increases were noune 
scarlet fever 114 and dysentery 22, 
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The largest falls in the notifications of measles were London 
111, Lancashire 6S, and Devonshire 61, while the largest rise in 
incidence was Kent 56. The only large variations in the local 
trends of scarlet fever were rises in Yorkshire West Riding 31 
and London 25. The chief features of the returns of diphtheria 
were decreases in London 10' and Wanvickshire 9 and a rise 
of S in Cheshire due to an outbreak of 7 cases in Birkenhead 
C.B. The only fluctuation of any size in the returns for 
whooping-cough was a decrease of 30 in Lancashire. 

The chief centres of paratyphoid fever were Lancashire, 
Liverpool C.B. 25, and Cheshire, Birkenhead C.B. 11. The rise 
in dysentery was mainly due to Lancashire, where the notifica- 
tions rose from 5 to 26 (Oldham C.B. 12 and Liverpool C.B. II). 
A further 33 cases of dysentery were reported from the outbreak 
in Warwickshire, Warwick R.D. Of the 172 cases of food- 
poisoning 82 were notified in Yorkshire West Riding. 

In Scotland a decrease occurred in the number of notifica- 
tions of measles 57 and scarlet fever 16 ; increases were reported 
for dysentery' 21 and diphtheria 8. The rise in dysentery was 
■contributed by Glasgow, where the notifications rose from 15 
to 45. 

In Eire decreases were recorded in the number of notifications 
•of measles 64, whooping-cough 46, and diarrhoea and enteritis 
IS. An outbreak of 23 cases of measles was notified from 
Kerry, Listowel R.D. 

In Northern Ireland the only fluctuation of any size in the 
returns for the country was a decrease of 38 for measles. 

Week Ending July 30 

The notifications of infectious diseases in England and Wales 
■during the week included : scarlet fever 1,045, whooping-cough 
1.795, diphtheria 98, measles 4,266, acute pneumonia 263, 
cerebrospinal fever 27, acute poliomyelitis 147, dysentery 94, 
paratyphoid fever 50, ty'phoid fever 3. 


Medical News 


Visit to Canada and the U5uV. 

Sir Lionel ViTfitby, Past President of the B.M.A., is \isiting 
Canada and the U.SA. from the middle of August to the begin- 
ning of October, and will attend a number of Divisional 
Meetings of the Canadian Medical Association, including the 
Maritime States. 

Contaminated Pears 

The Ministry of Food states that some pears now arriving 
from Italy still retain a slight trace of an antiparasitic spray. 
We understand that the spray contains a small amount of 
arsenic. It can be removed by wiping with a cloth, and the 
health authorities are examining all the pears now arriving to 
ensure that this is done where necessary before the fruit is 
offered to the pubhe, -The Italian authorities have taken steps 
to prevent further affected fruit from being exported. 

New Diploma in Psychologica! Medicine 

The Royal Medico-Psychological Association will hold the 
first examination for its diploma in psychological medicine in 
November this year. .Applicants should apply before Sept. 1 
to the Registrar, Southfield, Shipton Road, York. Applications 
for recognition as training schools for the diploma should be 
sent to the Secretary of the Association, 11, Chandos Street, 
Cavendish Square, London. W.l. Further information about 
the examination may be obtained from the same address. 

British Society of Periodontology 

This society has recently been formed for the purpose of 
promoting the study of periodontologs'. Dr. E. W. Fish has 
been elected president. The society will proride the means 
for those interested to meet and.^scuss their problems. It 
will meet during the winter months, and papers, communica- 
tions, or demonstrations will be presented. The iiutial member- 
ship is about forty. Correspondence may be addressed to the 
hon. secretary at the Institute of Dental Surgeo’, Eastman 
Dental Clinic, Gray's Itm Road, London, W.C.I. 


N^Ad’.T. Scholarship for Scottish-Nurse 

A scholarship of £100 to £150 will be awarded by the National 
Association for the Prevention of Tuberculosis to a registered 
female nurse working at the time of her application in a hos- 
pital in Scotland. The scholarship will enable her to spend a 
period of from three to six months in postgraduate study in 
hospitals or clinics in (a) Scotland, (6) England, or (c) Scan- 
dinavia. Candidates should state age, qualifications, previous 
experience, and reasons for wishing to do postgraduate work 
in tuberculosis, and should affirm their intention to continue in 
tuberculosis work after attaining the scholarship. Application 
should be made by Nov. 1 to Miss A. I. Weir, Scottish 
Secretary N.A.P.T., 65, Castle Street, Edinburgh, 2. 

Second Gcntmy 

The Registrar-General’s Return for the quarter ended 
March 31. issued on Aug. 5, is No. 401, and inaugurates 
the second century' of its publication. The statement which 
appeared in the first of these Returns is of even more signifi- 
cance now than it was then; “The present arrangement will 
show, at short intervals, how many marry, how many are bom, 
and how many die in England ; and will thus appear in time 
to enable the public and the Legislamre to take the indications 
which the returns may furnish into account in the conduct of 
affairs." Some results of the sample Sickness Smvey included 
in it are published in the Supplement at p. 79. 

Rationalist Press Association 

The fourth Annual Conference of the Rationalist Press 
Association was held at 0.xford on Aug. 5-9. Dr. Alice M. 
Stewart said that during the last five years a few medical 
schools in this country had established departments of social 
medicine fn an attempt to bridge the gap between hospital and 
domiciliary medicine. At present over 90 of the teaching 
was done by specialists who were concerned with the minutiae 
of disease but need have no first-hand experience of general 
practice. There was a tendency for medical students, the 
majority of whom were destined to become general practi- 
tioners. to overrate the importance of diagnosing and treating 
established disease, and to underrate the importance and also 
the interest of preventive medicine. Departments of social 
medicine provided a setting in which clinicians might work 
outside hospitals and yet retain contact with medical students. 
They should therefore be in a umque position to institute 
new lines of research and to explore new methods of teaching. 
At present they were finding difficulty in obtaining full co- 
operation from other departments which are slow to recognize 
the need for fundamental reform. Dr. C. P. Blacker said that 
recent preoccupations with declining fertility had closed their 
eyes to the fact that over much of the world the Malthusian 
dilemma still pressed. The possible effects of birth control 
methods in backward countries must be considered.. Parental 
instincts, dissociated from their sexual precursors, would 
increasincly determine fertility. Few social innovations were 
unreservedly beneficial, and new problems might emerge. 
Surgeon Vice-Admiral Sir Sheldon F. Dudley said that our 
boasted and boosted National Health Service was in reality 
a medical or ill-health service, an institution for taking care 
of the sick and unhealthy at the expense of the healthy. It 
V'ould require years of experimental research by sociologists 
and psychologists before we could hope to discover what degree 
and kind of social security would produce the: greatest health 
and energy for the greatest number of the citizens. 

Institute of Venereal Disease Technicians 

The inaugural conference of the Institute was held at Man- 
chester on July 23, and was attended by representatives from 
each regional hospital area. Mr. R. .A. Henderson, the 
honorary' secretary, said that the primary function of the 
Institute would be the recruitment, training, and setting of 
professional examinations for selected State-registered nurses, 
with the object of producing a highly skilled V.D. technician 
of a standard and quality which venereologists would have 
confidence in. Before they could get recognition they must 
have the support and approval of the venereologists. 
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Diabetics and Sweet Rationing 

When sweet rationing is started again on Aug. 14 diabetic 
patients will still be able to obtain packets of glucose tablets 
for use in emergency without surrendering personal points. 
These tablets are prepared specially for medicinal use, and 
chemists should reserve them for customers whom they know 
to be diabetic. By the terms of the new Ministry of Food 
Order patients will not be able to have glucose barley sugar 
ordered. for them on Forms E.C.IO. A doctor may, if he wishes, 
give a patient ^an “ approved order ” (not being an E.C.IO), 
, which may be taken to a chemist only and the biyley sugar 
obtained on payment by the patient. 

Medical Librarj’ Association 

The 48th annual meeting of the Medical Library Association 
was held at Galveston, Texas, on April 10-14. It was announced 
that an “Interim List of U.S.A. and Canadian Holdings of 
German Medical and Dental Periodicals, 1939-48 ” would be 
ready for distribution within a few months. Officers elected 
for the year 1949-50 were : president. Dr. Sanford V. Larkey, 
librarian, Welch Medical Library, Baltimore ; vice-president 
(president-elect). Miss Marjorie 1. Darrach, librarian,. Medical 
Science Department, Detroit Public Library ; honorary vice- 
president, Admiral George W. Calver, physician to Congress. 
Washington, D.C. ; secretary. Miss Helen Hlavnac, New York 
University, College of Dentistry Library ; treasurer, Mrs. Edith 
Dernehl, librarian, Marquette University Medical Library, 
Milwaukee, Wisconsin. The 49th annual meeting will be held' 
at Boston in June, 1950. ■< 

Medical Sickness Society 

The annual general meeting of the Medical Sickness, 
Annuity and Life Assurance Society, Limited, was held in 
Londort on July 25. Mr. R. J. McNeill Love, chairman of 
directors, said that the society had been able to help, many 
of its members both by advice on the difficult questions which 
arose out of the Superannuation Regulations and by devising 
new policies to meet the altered conditions. Their widow’s 
protection and pension protection policies had solved the 
problems of many doctors who were concerned with the lack 
of provision for their wives and children under the new Service. 
They had decided to abolish the war clause in all their policies. 
They had also decided to abolish extra premiums for residence 
overseas in any capacity, save in very exceptional circumstances. 
There \vas now no extra premium for those serving in H.M. 

. Forces. These remarks applied only to life assurance policies, 

ut they had also made substantial concessions as regards sick- 
. ss insurance for those who reside overseas. In approved 
^ ses, although the policy limited benefit to residence in the 

nited Kingdom, they were allowing full cover in other parts 
of the world, subject to reconsideration at the end of five years. 
A private limited company, the Medical Sickness Finance 
Corporation, Ltd. (see Journal, July 23, p. 239), had been 
incorporated with a capital of £25,000 in £1 ordinary shares. 
The corporation operated from the society’s offices. The 
facilities were available not only for members of the society 
but for all medical and dental practitioners, and in approved 
cases those connected with the professions. Advances were 
made on cars and on medical and dental equipment, and it 
would be found that the rates of interest charged were far 
lower than those usually required by ordinary commercial 
companies. 


COMING EVENTS 

International Union of Nutritional Sciences 
In connexion with meetings of the Committee of the Inter- 
national Union of Nutritional Sciences, to be held in Copen- 
hagen on Sept. 12 and 14, some scientific sessions will be held, 
as well as visits to institutes near Cocenhagen of interest to 
nutritionists, between Sept. 12 and 16 inclusive. Those interested 
are invited to communicate with Professor H. Dam, Biology 
Department, Polytechnic Institute, Ostervoldgade, 10 L 11, 
Copenhagen, Denmark, or with Dr, Torben K. With, Rigshos- 
pitalet, Copenhagen, Denmark, 


Bengue Memorial Lecture 

Professor Rene Sand, Professor of Social Medicine in the 
University of Brussels, will deliver the Bengue Memorial 
Lecture at the Royal Institute of Public Health and Hygiene, 

28, Portland Place, London, W., on Thursday, Sept. 15, at 
3 p.m. His subject is “ World Tfends in the Teaching of Social 
Medicine and Public Health.” 

Symposium on Amino-acids and Protein Hydrolysates 
The Food Group of the Society of Chemical Industry has 
arranged a symposium on amino-acids and protein hydro- 
lysates to be held at Senate House (William Beveridge Hall), 
University of London, Bloomsbury, W.C.J on Sept, 28, 

29, and 30, The programme ,1s as follows : Sept. 28, 

6 p.m., opening address by Professor E. C. Dodds, F.R.S. 
Sept. 29, 10.30 a.m., Mr. K. Bailey, Ph.D., “Some 

Features of the Amino-acid Composition of Proteins ” ; Dr, A. 
Neuberger, “Properties of Proteins”; Mr. G, R, Tristram, Ph.D., 
“Amino-acid Analysis.” 6 p.m., Mr. E. C. Barton-Wright, 
D.Sc.. “ The Microbiological Assay of Amino-acids ” ; Mr. 
R. L. M. Synge, “Chromatographic Methods in Amino-acid 
Analysis ” ; Mr, C^ H, Lea, Ph,D., “ The Role of Amino-acids 
in the Deterioration of Food — the Browning Reaction.” 
Sept. 30, 10.30 a.m., Messrs, C. Ockrent, Ph.D., R. 0. 
Atkinson, and C. Simons, Ph.D., “ Methods for the Manufac- 
ture of Amino-acids”; Mr. S.’M'. Partridge, Ph.D., “Displace- 
ment Chromatography as a Preparative Method for Amino- 
acids.” 2.30 p.m., Messrs. G. M. Dyson, Ph.D., and E. M. 
Bavin, B.Sc., “ The Preparation of Protein Hydrolysates ” ; Mr. 
H. G. Rees, Ph.D., “ Applications of Amino-acids and Protein 
Hydrolysates in the Food Industry.” 6 p.m.. Dr. D. P. 
Cuthbertson, ' “ Amino-acids and Protein Hydrolysates in 
Human and Animal Nutrition.” An open discussion will 
follow each session. The registration fee for participation in 
the whole symposium is 10s., payable to me Society of 
Chemical Industry, 56, Victoria Street, London, S.W. 

Course in Public Health and Industrial Health 
The Royal Institute of Public Health and Hygiene announces 
that the next course of instruction for the Certificate in Public 
Health and for the Diploma in Industrial Health (Part 1) will 
commence on Sept. 30. Full details may be obtained from 
the secretary of the Institute, 28, Portland Place, London, 
W.l. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Cooway.— On July 19, 1949, at Glasgow, to Dr. Lilian I. Conw.ny ((Kie Donald), 
wife ot Dr. Hugh Conway. M.R.C.P.. a daughter. 

Johnson.— On July 7. 1949. at Kuala Belait Hospital, Brunei, Borneo, to Betty 
Jane (ndc Powell), wife ot Dr. A. W. Johnson, a son. 

Nanlh-Mlsir.— On July 25, 1949. at Oldchurch Hospital. Romford, ^c*. to 
Iris (nile Hall), wife ot Dr. T. N. Naulh-Misir. M.B., M.R.C.P-, D.C.H.. a 
son — ISigcl Isrldult. 

Seward.— On July 10. 1949. at the Charlton Nursing Home, Plymouth, to 
Margaret Mary {nte Vaughan), wife of F. W. R. Seward, M.R.C.S.. L.K-O-e-. 
of Redlands. Bridgetown, Totnes, Devon, a daughter- Suzanne Margate 

MARRIAGES 

Evaov-Mitchcll.— On July 31. 1949. quietly, at the Church of the Ascension. 
Btockheath. Dr. Carlton John Evans, ot Lewisham, to Dr. Alexa Miicncu. 
of New Cross. , . nr n 

Harris— Burr.— On August 2. 1949. in London. Nigel H. Harris, B.A., M-u- 
B.Chir.. of Grimsby. Lines, to E'izabcth Burr, of Hallingbury, Herts. 

' DEATHS 

Butler. — On July 29. 1949, Hcdtcy Ormonde Butler. M.B., B.Ch.. late of 
Chiswick. 

MacKenzie.— On July 25. 1949. at Croit Mhairl, Tam. Ross-shirc. Loun 
MacKcnzic. M.B.. Ch.B. 

O’Nctll.— On July 27. 1949. at North Chcam. Surrey. William O Nc II. m u- 
B.Ch.. D.M.R.E., aged 57. , 

Rosser.— On Jii'y 25. 1949. Richard Picton Rosser. M.B., Ch.B.. of 3. RO)' 
Chase. Tunbridge Wei's. Kent, formerly ot Darlington. 

Southey.— On July 21. 1949. at 111. Tonbridge Road. Maidstone. Hcrbrtt 
Waison Southey. M.R.C.S., L.R.C.P., aged SI.- 

YVaeslaU.— On July 25. 1949. at a nursing-home. Charles Bertrand Wagsun. 
M.R.C.S.. L.R.C.P.. of 15. Hunily Road, Bournemouth. 

Wimarnion.— On July 23. J949..at Grimsby and Djstr'ct 

Jessie, the dearly loved wife of Dr. Joshua Williamson, of Clcctnorpts. 
Lincolnshire, ased 7J. 
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You can hear hov; mneb it mauen by listening 
in the shopping queues ! 

\ Well, everyone’s working hard, and the harder 
people work the more they hanker after good 
satisfying meals. And ** a good satisfying meal ** 
to roost people means a meat meal. Kothing 
else (they feel) can give the same fine sensation 
of well-being. Nothing else (they think) can 
keep them in hard-working trim. 

Of course medical experience shows that this 
, IS only subjectively true — that although most 

VITAMINS LTD UPPER 




N 

people are accustomed to eryoy meat, and miss it 
when they can’t gt> it, other foods can supply, 
and, in fact do supply the amino-adds in whidi 
meat’s nutritional value lies. 

For patients requiring a generous protein 
intake, Bemax will be found an invaluable 
supplementary food. Its protein content is 
higher than that of most other common foods, 
and amino-add analysis shows its protein to be 
more like that of 'animal* than 'vegetable* 
origin. Actually, weight for weight, Bemax 
supplies Tnirre protein than docs lean beef, and 
comparison of essential amino-add contents 
shows it to be of equal protein value with beef. 


The recommended daily ounce of Bemax 
supplies in a week more protein than the meat 
ration (taken as steak). This in addition to 
Its wdl-known vitamin contents 1 
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OF HYPERACIDITY 

, legacy of war-time strain persists. It is evidenced by the number of patients 
exhibiting symptoms of gastro-intestinal disorder. 

The same stress factors of overwork, hurried, irregular meals and the inability 
to relax completely still prevail. 

In such instances, MUk of Magnesia ’ is invaluable in securing rapid control of 
discomfort. A colloidal suspension of magnesium hydroxide, it soothes the inflamed 
mucosa, and neutralizes the excess acid, without liberation of gas. Furthermore, 
Its mild laxative action ensures removal of toxic waste products. 

‘ Milk of Magnesia ’ may be prescribed with confidence equally in the mild case 
of dyspepsia or .the acute ulcer stage where sustained alkaline treatment is essential. 

‘ Milk of Magnesia ’ contains approximately 8.45% Magnesium Hydroxide 
in colloidal suspension. 

— miLK OF MAGNESIA’— 

n£Cl>. TRADE HARE 

THE CHAS. H. PHILLIPS CHEMICAL CO., LTD., 1, WARPLE WAY, LONDON, 



ELI^m METHADON 


(preparation of dl-2-dimethylamino 4 ; 

4 diphenylheptane-5-one hydrochloride) 

ELIXIR METHADON (SMITH) is a palatable 
preparation containing as its active ingre- 
dient 2.5 mgm. per fluid drachm of 
Methadon, the high potency synthetic 
analgesic. M,ethadon has proved effective 
in relieving a wide variety of painful 
conditions and administration as elixir has 
definite advantages. 


DESCRIPTIVE LEAFLET ON REQUEST 



Elixir Methadon (Smith) is available in 
4 -oz. and 16-02. bottles and is exempt 
from purchase tax. ,lt is within the 
regulations ■ of the Dangerous 
Drugs Acts. 
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iiDFIELD CHEMICAL WORKS • EDINBURChT GLASGOW 



In ‘ Carbrital ’ capsules the rapid, but relatively bnef 
hypnotic action of pentobarbitone sodium is combined win 
the prolonged sedative efiect of carbromal. In insomnia 
‘ Carbrital ’ produces slumber simulating natural undisturbed 
sleep of adequate depth and duration, and patients awaken 
refreshed and alert. 

‘ Carbrital ’ is also 
indicated as a general 
sedative in neuras- 
thenia, etc., for pre-operative 
minor operations. 


Carbrital’ 


sedation, and routinely in 


Each ‘ Carbrital ’ capsule contains N grains of pento- 
barbitone sodium and 4 grains of carbromal. 


Available in bottles of 10, 25, and 250 capsuled- 

PARKE, DAVIS & CO., Hounslow, Middlesex 

Jnc. V.S.A., LiabUlty Lid. Telephone ; Ilounalow S30t (tt K"'*) 
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Any Questions? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. Tl'e publish here a selection of those 
questions and answers which seem to be of. general interest. 

Blood-Brain and ^Jenmgeal Barriers 
' Q . — is meant by the " blood-brain barrier," and in 

I vieir of the rich capillary ramification present in the brain 
how does it interfere with the entry of antibiotics to the nerve 
cells ? Also, what does the term " meningeal barrier " mean ? 

A. — ^The blood-brain barrier is the physiological mechanism 
which determines which substances can pass from the blood 
■ to the brain parenchyma and in what concentration. Oxygen 
, and glucose are examples of substances which cross the barrier 
; readily, while the bile pigments circulating in the blood in 
obstructive jaundice are an example of those that cannot. Akin 
to, but distinct from, the blood-brain barrier is the blood- 
i cerebrospinal-fluid ^or “ meningeal ” barrier. This determines 
. which substances can pass from the blood to the cerebrospinal 
fluid. 

The mode of action of neither the blood-brain nor the 
; blood-cerebrospinal-fluid barrier is as yet fully understood. 

( Experimental work with dyes, however, suggests that the elec- 
trical charge on the ionized molecule plays an important part. 

1 Thus certain basic dyes, bearing a negative charge, when injected 
: into the blood stream will stain the cerebrospinal fluid but not 
the brain, while acid dyes, carrying a positive charge, will stain 
the brain but not the cerebrospinal fluid. This factor is 
probably more important than the actual size of the molecule. 
Most of the work on antibiotics has been concerned with 
- their ability to pass the blood-cerebrospinal-fluid or "menin- 
geal" barrier. This ability has proved to be very variable. 
For example, sulphadiazine passes the barrier more readily than 
docs sulphathiaiole, while the threshold for both penicillin and 
streptomycin is extremely high. Again, active inflammation 
of the meninges tends to increase the permeability of the 
blood-cerebrospinal-fluid barrierj but in different degrees for 
different substances. Thus, in active meningitis the passage of 
arsenicals from blood to cerebrospinal fluid is slightly facili- 
tated, that of streptomycin is considerably increased, while that 
of penicillin is not significantly affected. The ease with which 
antibiotics can cross the blood-brain barrier is technically much 
more difiicull to estimate ; there is accordingly very little accur- 
ate information av-ailable on this subject. It seems possible, 
however, that penicillin may enter brain tissue more readily than 
it enters the cerebrospinal fluid. 

Transitory Retrobulbar Neuritis 
Q . — What may be the cause, apart from disseminated sclero- 
sis, of a transitory attack of retrobulbar neuritis? 

A. — In cases of transitory retrobulbar neuritis the differential 
diagnosis is from functional disease, local pressure on the nerve, 
or a vascular lesion either local or intracranial. Various authors 
differ in ascribing causes for retrobulbar neuritis, one slating 
that nasal disease heads the list, another that focal sepsis is the 
main cause, and a third that disseminated sclerosis overshadows 
all others. It is important to remember that there is a natural 
tendency to spontaneous recovery, and so the application of 
any remedial measure may be followed by recovery', suggesting 
a uTong aetiology. A transitory retrobulbar neuritis may result 
from either a rapid spontaneous recovery or transitory activity 
of the causative factor. The usual causes of the condition may 
be given as disseminated sclerosis, alcohol and tobacco, diabetes, 
pernicious anaemia, syphilis, plumbism, post-partum haemor- 
rhage, sepsis, inflammation of surrounding orbital tissue, dis- 
turbances in nutrition, pregnancy, and menstrual disorders. 
Some attempt has been made in this list to indicate the frequency 
of the causes, but this is not put forward as incontrovertible. 


Deficiency of ll-Corticosteroids 

Q.—^A woman suffering from Addison’s disease appears to 
have a deficiency of the II -corticosteroids, and perhaps the 
as yet not isolated group of adrenal hormones. In her case 
salt and water balance is easily upset, and she develops symp- 
toms of potassium deficiency on low doses of cortical extract. 
Are the synthetic J 1-corticosteroids yet available? 

A. — This clinical picture is not infrequently met with — 
that is, one in which hypoglycaemia and lack of well-being 
appear to be more important than the salt and water depletion. 
The pure 1 1 -corticosteroids are not available as such. They 
are present in some degree in the usually obtainable cortical 
extracts, and they occur in much higher concentration in a 
relatively new lipid adrenal extract made in the U.SAv. but not 
yet commercially available in this country, probably because 
of currency exchange difficulties. 

FertBily with Advancing Years 

Q . — Is there any basis for the belief that the fertility of 
woman decreases progressively after a certain age, usually 
placed in the region of 30 ? As ovulation occurs only once 
in each menstrual cycle, and as this normally continues to about 
45 or later, one would expect the chances of conception to be 
the same throughout the years of normal menstruation. 

A. — Observations carried out among various races all go to 
show that fertility decreases progressively long before the meno- 
pause, and, moreover, it is not fully developed for some con- 
siderable time after puberty. In white women fertility is rela- 
tively low until the age of 17 or 18 years, reaches a maximum 
at 20 to 25 years, falls slowly up to the age of 35 years, and 
thereafter rapidly. Although such statements are based largely 
on a study of the marriage-conception interval at different ages, 
without allowance always being made for other factors which 
may be concerned, and although there are individual exceptions, 
they are generally accepted. 

Contrary to the implication in the question, regular menstrua- 
tion does not necessarily mean regular ovulation, and it seems 
likely that all women occasionally have anovular cycles The 
frequency of this phenomenon remains uncertain, but it is com- 
mon, if not the rule, during the years immediately after the 
menarche, and it occurs more often after the age of 40 than 
during the more fertile years. Sometimes it appears to be the 
cause of sterility in young women, and it is generally assumed 
to be the main cause of physiological low fertility at the 
extremes of reproductive life. Nevertheless, other factors may 
be concerned — alterations in the function of the cervix and the 
body of the uterus, the age of the husband, the decreased 
frequency of coitus with advancing years, etc. The subject of 
physiological infertility as it affects animals and the human 
being is dealt with by M. F. Ashley Montagu in Adolescent 
Slerflity (1946, Illinois). 

“ Irritable Eyelids ” 

Q . — /I professional woman aged 44 has been suffering for 
over eight weeks from " irritable eyelids.' The itching is 
parlictilarlv marked at night, but during the premenstrual 
period it 'is very intense even during the day. There is a 
history of other allergic manifestations and vasomotor disturb- 
ances. Calcium infections have proved ineffective ; " benadryl 
has given only occasional and temporary relief. Can you 
suggest further treatment ? Is any hormonal therapy indicated, 
in view of the premenstrual exacerbations ? 

A. — One would suggest in the first place a complete 
ophthalmological examination, as astigmatism, early presby- 
opia and other eye conditions may sometimes cause this 
condition. If these are excluded, skin reactions to the com- 
mon inhalants (pollens, house dust, feathers, orris root, and 
moulds) and to the common and seasonal foods should be 
rested as a guide to the possibility that the irritation is due to 
the atopic type of allergy. Contact dermatitis might also be 
considered. Hazen (Arch. Derm. Syph.. 1944, 49, ^3), in a 
series of 36 cases of dermatitis confined to the eyelids, found 
the following to be offenders; nail lacquer, orange peel, carbon 
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paper, wave-setting lotion, hair dye, face ^powder, dog hair, 
cold cream, sulphur ointment, ammoniated mercury, and soap 
powder. Premenstrual exacerbations of allergic reactions are 
not unusual, and are presumably due to increased oedema of 
the tissues at this time. Hormonal therapy is in general dis- 
appointing, but stilboestrol is worth a trial. Symptomatically, 
one of the other antihistaminic drugs, such as “phenergan” 
(“ 3277 R.P.”) or “ anthisan ” (pyranisamine maleate), might be 
worth trying. 

Medical Treatment of Myopia 

Q. — Is there any evidence that calcium lactate and para- 
thyroid extract are of use in preventing the progress of 
myopia in children ? If so, what dosage should be given, 
and for how long should treatment be continued? Is the 
parathyroid extract likely to cause any glandular disturbanee ? 

A. — The medicinal treatment of myopia was in vogue several 
years ago but is not now much used. It would appear that the 
results in the past with calcium and parathyroid extract have 
not been encouraging. In these days chief reliance is placed 
on ordering a full correction at as early an age as possible. The 

glasses should be worn all day long; 

♦ 

Toxic Effects of “Diparcol” 

Q. — Are there any dangers associated with the administra- 
tion of the new drug " diparcol ” in the treatment of Parkinson's 
disease ? 

A. — Toxic effects which have been noted with “ diparcol ” 
(diethylaminoethyl-N-thiodiphenylamine) are somnolence, a 
slight feeling of drunkenness, and sometimes, though rarely, 
severe vertigo. These call for a reduction, possibly only tem- 
porary, in the dosage of the drug. A more distressing com- 
plaint, again rare and a sign of overdosage, is a temporary or 
almost complete paralysis, but this passes off in a matter of an 
hour. The drug sometimes also produces a temporary aggrava- 
tion of Parkinsonian symptoms. The French workers who 
introduced this drug reported a fatal case of agranulocytosis, 
but considered this to be due to other drugs used at the same 
time ; nevertheless, an occasional check on the leucocyte count 
is probably desirable. In debilitated patients, if the drug is 
stopped suddenly some degree of “ collapse ” may occur, and 
for this reason its administration should always be tailed off 
gradually. The same applies to its substitution lor any of the 
solanaceous alkaloids : the change-over should be gradual. The 
two may safety be given together for a time. It is best to 
follow accurately the gradually increasing scale of dosage 
recommended by the makers. 

Pus Cells in Semen 


NOTES AND COMMENTS 

Vaccination. — ^Dr. F. W. A. Fosbery (Bristol) writes; I beg a sang 
amount of your space to comment on the practice of vaccination 
as done by too many qualified doctors. Vaccination is compulsotj' 
for entry into the U.S.A. Too often have I to treat badly swollen, 
septic arras, caused by bad tecihnique. The method of choice is:’ 
(1) to cleanse the skin ; (2) drop (by any means, even gravity) a small 
bead of vaccine lymph on the chosen site; (3) puncture the skin 
throu^ the head, and wipe off excess; (4) do not cover. This is 
all that is required to produce immunization and avoids the crippling, 
unnecessary secondary sepsis favoured by covering the site. The 
international certificate requires a notation of the “ reaction ’’ (anil 
this is more important than the fact of vaccination for entry into the 
U.S.A.), and the wording of the certificate should be quite accurate 
— i.c., (1) reaction of immunity ; (2) vaccinoid ; or (3) typical primaq- 
vaccinia. ^ The term “ successfully vaccinated ” merely means that 
a needle has been passed over the skin. A certificate of “ no 
reaction ” is a reflection on the powers of observation of the doctor 
who certifies it. 

Deafness after Penicillin Injection. — Dr. John S. Meighan (Bridge 
of Weir, Renfrewshire) writes: 1 recently had a patient, a man in early 
middle age, who complained of transient deafness and faintness 
following the intramuscular injection of a half mega unit of the 
sodium salt penicillin dissolved in 1.5 ml. of apyrogenic water. Three 
;subsequent injections had no such effect, but he was made to lie down 
immediately after them. I would be very interested to know if 
anyone else has had this experience. 

Bee-stings. — Dr. Alfred R. Hargreaves (C.M.S. Hospital, Gaza, 
Palestine) writes : Having been a bee-keeper for nearly 50 years I was 
interested in the question and answer on bee-stings (“Any Ques- 
tions ? ” June 11, p. 1061). I would like to add to your expert’s advice 
by suggesting that the best way to remove the sting, which, by the 
way, is barbed, is to scrape it out with the edge of a pocket knife. To 
pick it out with the fingers would only squeeze more of the venom 
into the victim. I always keep my open pocket knife handy when 
manipulating them. For treatment of the sting itself I find a drop 
of honey on the spot is very effective. I can ima^e that there is 
more to this than mere hypertonicity and osmosis. 

Adrenaline and Blood Pressure. — ^Professor Henry Barcroft and 
Dr. H. Konzett write from St. Thomas’s Hospital, London, S£.: 
In the answer in “ Any Questions ? ’’ (July 9, p. HI) it is 
stated that isopropyl-iior-adrenaline (" aleudrin," " aludrin,” “ neo- 
epinine," “ neodrenal ’’) causes a fall of blood pressure even when 
injected intravenously. This is so in anaesthetized animals' ; in man 
(unanaeslhetized), however, it caused a rise in the systolic pressure 
and a fall in the diastolic without much change in the mean pressure. 
During inhalation of therapeutic doses of jsopropyl-nor-adrenaline the 
arterial blood pressure is usually unchanged. In the'isolated perfused 
dog’s lung, administration of isopropyl-nor-adrenaline by means of 
an inhaler caused a slight fall of pulmonary arterial pressure. 
Whether this happens in man is not yet known. 

.-. References 


Q . — The semen of a man aged 36, married ten years but with 
no children, is coloured yellow ; motile sperms are absent, but 
there are a number of pus cells. The colour change is only 
recent. There is no history of venereal disease or trauma, but 
six months ago the testicles ached continuously for three weeks. 
There are no other signs and symptoms and the urine is clear. 
What is the cause ? What investigatidns do you advise, and is 
there any treatment ? 

A. — An attempt must first be made to discover the source 
of the pus cells in the semen. These may come either from 
infection of the prostate or vesicles, or else from a low-grade 
infection of the seminiferous tubules themselves. To exclude 
the former, cultures should be made of the urine passed after 
prostatic and vesicular massage. If nothing is grown from this, 
the semen itself should be cultured and the infecting organisms 
identified. But it is quite likely that what have been regarded 
as pus cells are actually spermatocytes exfoliated from the 
tubules. The cause of this may be some systemic or consti- 
tutional departure from health, which may be discovered by 
a careful medical overhaul. If nothing is revealed, a biopsy 
should be carried out to discover the exact state of the testicle. 
The outlook is poor, but, should the biopsy specimen reveal 
healthy testicular tissue, an attempt may be made to stimu- 
late spermatogenesis by injections of chorionic gonadotropin 
prepared from pregnant mare’s serum. 


1 Konzett, H., Klin. Wschr., 1940, 19. 1303. 

3 Barcroft, H., and Konzett, H., J. Physiol., 1949. 
3 Hebb, C., and Konzett, H., J. Pharmacol., 1949. 
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SURVEY OF SICKNESS 

The Registrar-General's return for the quarter ended March 31 
publishes the results of investigations carried out 'by the Social 
Survey into the rates of sickness and of medical consultation, 
comparing the figures for part of 1946 and the whole of 1947 
and 1948. The samples inters’iewed consisted of about 3,000 
people aged 16 and over “so selected as to be representative of 
the adult population of England-and Wales.” A different 
.sample is chosen each month. At the intem'ew the person is 
asked about his oilier health during the tsvo previous calendar 
months, the number and nature of the illnesses and injuries he 
suffered, the number of days of incapacity they caused, and the 
number of times he consulted a doctor. 

Table I shows monthly sickness rates in the form of num- 
bers reporting some illness or injuo' m the month per 100 


Table I. — Monthly Sickness Rales 
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people interviewed. The rates are higher for those over 65 
than for those under 65, and in both age groups are higher for 
women than for men. 

Monthly medical consultation rates are shown in Table 11. 
These rates are the number of visits made in the month to or 
by a doctor per 100 people interviewed. The doctors include 
ophthalmologists and other specialists. The figures exclude 
attention whilst an in-patient in hospital, and dental attention. 
The rates are similar between men and women of the same age, 
but are considerably higher for the elderly than for younger 
adults. The consultations referred to are mainly between 
patients and their family doctors. 

Changes in the rates since July, 1948, indicate how the Health 
Service has influenced adults in seeking medical advice, com- 


Table If. — Monthly Medical Consnitalion' Rates 
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parison being made between the same seasons of the jears. 
A comparison for the quarter October-December, 1946. 1947, 
and 1948. is illustrated in the figure below. 



For the December quarter the consultation rate for aU adults 
in 1948 increased by 12% over that for the December quaner, 
1947, and by 5% over that for the same quarter of 1946 among 
men aged 16 to 64, though with little difference between the 
rates for the correspondine periods in the three years. Among 
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women the rate for the December quarter, 1948, was 12% and 
10% higher respectively than' for the December quarters, 1947 
and 1946. ' ’ - 

For elderly men the rale was 30% . higher in the December 
quarter, 1948, than it was in that period of 1947, bul only 2% 
higher than two years before. The rates for elderly women in 
the December quarter, 1948, were 22% higher than those in 
1947, and 26% higher than those in 1946 in the same period. 

The report comments that since this section of the popula- 
tion has on economic grounds been most prone to go without 
sufficient medical attention in the past, this increase under the 
new health service is not surprising. 


HELP FOR WAR DISABLED 

MINISTRY OF PENSIONS SERVICE 

Though most of the hospitals in the country now come under 
‘ the Ministry of Health, the Ministry of Pensions still retains 
its own hospitals, re^onal examination centres, appliance 
clinics, and limb service centres. It provides medical services 
specially for the war disabled — services that are additional to, 
but do not replace, those of the National Health Service. 

The Minister of Pensions has recently witten to all the 
war disabled for whom his department is responsible, informing 
them of the benefits available and asking them to make sure 
that they are getting all they are entitled to. He has also sent 
them a pamphlet giving advice on obtaining medical treatment, 
telling the pensioner that he should first consult the doctor 
with whom he is registered under the N.H.S. If the treatment 
needed exceeds what his own doctor can supply, the local office 
of the Ministry can help. The Minister hopes that doctors 
will establish contact as necessary with the regional com- 
missioners of medical services of the Ministry, whose names 
and addresses are given below. 


London (South) 

Dr. T. Sbeedy 

London (North) 
Tunbridge Wells 

Dr. T. H. Sims 

Dr. J.H.T. Harrington 

Bristol 

Dr. W. A. Date 

Reading 

Dr. S. Vatcher 

Cambridge 
Birmingham . . 

Dr. G. P. Thorold 

Dr. W. L. Fulthorpe 

Nottingham . . 
Manchester . • 

Dr. T. M. Bellew 

Dr. W. L. Nicholson 

Liverpool 

Dr. G. S. Swan 

Leeds . . 

Dr. A. L. McCreery 

Newcastle 

Dr. J. W. James 

Cardiff 

Edinburgh 

Glasgow 

Belfast 

Dr. J. W. Davies 

Dr. J. W. McCagic 

Dr. A. S. Henderson 
Dr. H. Emerson 

Dublin 

Dr. G. S. Moran 


Sanctuary Buildings, 20. Great Smith 
Street, London, SAV.l 
25, Gordon Street, London, W.C.I 
Forest Road, Hawkenburyf Tun- 
bridge Wells 

Government Buildings, Vassal Road, 
Fishponds, Bristol 
Whiteknights Road, Wokingham 
Road, Earley. Reading 
Brooklands Avenue, Cambridge 
Dalton House, 94, Corporation 
Street, Birmingham 
35, Carrington Street, Nottingham 
Sunlight House, Quay Street, Man- 
chester, 3 

Orleans House, Edmund Street, 
Liverpool, 3 

Government Buildings, Lawnswood, 
Leeds, 6 

81, St. Mary's Place, Newcastle- 
upon-Tyne, 1 
Dumfries Place, Cardiff 
17, Rothesay Place, Edinburgh . 

134, SauchiebaU Street, Glasgow 
Tyrone House, 13, Onneau Avenue, 
Belfast, 

24, Merrion Square, Dublin 


TREATMENT OF MERCHANT SEAMEN IN PORT 

The Ministry of Health has informed executive councils that 
their responsibilities under the National Health Service extend 
to arranging for all necessary medical treatment given, to sea- 
men on shore in their area, including vaccination and inocula- 
tion for whatever purpose required. Seamen, unless on the 
list of the doctor providing the treatment, will be entitled to 
apply to be treated as temporary residents. Where a ship, 
British or foreign, lies at a wharf or within a port area con- 
trolled by a port authority, a doctor on the list of the council 
may agree to treat cases on board, and if so the temporary 
resident arrangements apply there also. Services for merchant 
seamen have in the past been given by doctors employed by 
the Shipping Federation ; most of those doctors are also en- 
gaged part-time in the provision of general medical services, 
and in so far as this is the case it is thought that they will be 


included on the medical lists of executive councils and will 
continue to provide the treatment, under the National ' Health 
Service. A small' number of doctors have, however, been 
employed whole-time by the Shipping Federation ; their posi- 
tion is being separately considered. If may sometimes b: 
necessary for a number of seamen to be vaccinated or inocu- 
lated together, and in these cases it would clearly not he appro- 
priate for the doctor to be paid on the basis of the usual fees 
for temporary residents. Sessional fees for such cases will 
be arranged instead, and are under consideration. Examinations 
by Shipping I^ederation doctors to decide on a seaman’s fitness 
to go to sea remain the responsibility of the Federation and 
no claim will be made on the council. The question whether 
the Central Practitioners Fund includes an adequate amount to 
cover the expense of treating foreign seamen is being discussed, 
and additional information will be issued by the Ministry' later. 


REPEAT PRESCRIPTIONS 

The Minister of .Health has decided that a doctor, in order 
to avoid unnecessary calls on his time, may give patients two 
or more prescriptions, or carbon copies of the same prescription 
(all bearing original signatures), dated at suitable interswis. 
The type of case referred to is when the doctor considers that 
the patient’s treatment should continue for longer than the 
first supply of medicine will last, and does not think it neces- 
,sary to see the patient again or for a considerable time. These 
arrangements apply also to dressings — e.g., for chronic patients. 

This decision has been made in accordance with advice by the 
Standing Medical and Pharmaceutical Advisory Committees of 
the Central Health Services Council. 


HEALTH SERVICE IN LIVERPOOL 

Addressing the Liverpool Executive Council recently the chair- 
man, Mr. A. J. Murnaghan, said that the number of persons 
on doctors’ lists — namely, 795,000 — was equal to the estimated 
population. These lists were inflated owing to some pre- 
viously insured persons making fresh applications, and the 
registers were being examined to correct it. The amount paid 
to 344 doctors was, in round figures, £665,000, of which £5,000 
was for maternity services. 

There were 165 dentists, who dealt with 85,000 patients and 
had been paid £543,000. This sum would have been greater 
by £34,000 but for the restriction that any amounts over fdOO 
per month were to be reduced by one-half for a period of 
six months. 

So far as the Supplementary Ophthalmic Service was con- 
cerned the list included 28 ophthalmologists, 116 ,ophthate 
opticians, and 13 dispensing opticians. No fewer than 164,000 
persons had had sight tests at a cost of £139,000, and the cost 
of glasses so far supplied \vas £224,000. 

Eight doctors had been allowed to have a trainee assistant; 
31 had been given a basic salary of £300, and one an induce- 
ment grant of £200. Twelve medical practices bad become 
vacant during the year, and with one exception they had been 
filled with the concurrence of the Medical Practices Committee. 


SICKNESS BENEFIT CERTIHCATES 

LONGER INTERVALS 

Draft regulations that came into operation on Aug. 4 alio" 
medical certificates for sickness benefit to be given al longe^ 
intervals in cases of prolonged illness. Before that date a chronic 
ally sick person submitted special intermediate medical cenm- 
cates at maximum intervals of eight weeks if he svas not seem 
his doctor for examination or treatment at more frequent inte 
vals. One effect of these provisions was that a patient who ti 
to see his doctor every week for a renewed. prescription or nn 
injection was obliged to submit weekly certificates allhouf 
both the doctor and the patient might know that the ill"'- 
was going to last a long lime. 
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; The new regulations extend the inten’als from eight weeks 
-to 13 weeks and enable these certificates to be given even 
.. though the sick person is being examined or treated by the 
s doctor at more frequent intervals. 

-- The regulations have been made provisionally pending the 
report on them by the National Insurance Advisory Committee. 
. The committee will consider objections to them which are sent 
. before Aug. 26 to the Secretary, National Insurance Advisory 
Committee, 6, Curzon Street, London, W.l. 


HOSPITAL BOARD APPOnSTTaiENTS 

. The Minister of Health has made the following appointments. 
To Regional Hospital Boards 

Ojr/or<f.— Professor T, PosiFitET Kilner, in succession to 
Professor A. W. Ellis. 

South-West Metropolitan. — Mr. R. Chick, in succession to 
the late Alderman Wooley. 

’! Leeds. — Mr. Henry I, B'ambridge, to be chairman. 

-r To Boards of Governors of Teaching Hospitals 

■ '■ Charing Cross Hospital. — ^Miss Kathleen Proud, in succession 

-t to Sir Sydney Parks. 

Eastman Dental Clinic. — Mr. C. F. BalixRD, L.D.S., and 
• Mr. G. A. Morrsict, LT).S. R.C.S., in succession to Miss R. 
' Caseley and Mr. C. Endicott. 

National Hospital for Nen'oiis Diseases. — Dr. Macoo.vald 
Crttchlev, in succession to Dr. J. Purdon Martin. 

Hammersmith, West London, and St. Mark's Hospitals . — 
Dr. L. Cosnyts, M.P., in succession to Mr. R. Pools. 

Royal Free Hospital. — Miss E. Burton, in succession to Mrs. 
. F. E. Caj-ford. • ' • 

London Hospital. — Mr. S. F. Johnson, in succession to Mr. 
; W. H. Butler. - - 

Leeds United Hospitals. — Mr. H. J. Bambridge, in succession 
to the late Mr. J. E. Fattorini. 


HEARD AT HEADQUARTERS 


Charities Ball 

", The Charities Ball held by the Metropolitan Counties Branch 
, in May was a great success. A cheque for £500 has been 
sent in, of which £150 is to go to the Dam Fund, £150 to the 
, Sir Charles Hastings Fund, £100 to the Royal Medical Benevo- 
lent Fund, and £100 to the Medical Foundation of Epsom. All 
those who worked so hard to make the evening enjoyable for 
the guests and so successful for medical charities are to be 
•' congratulated, particularly Dr. J. W. McCarthy, who was 
, chairman of the Ball Committee. 

\ The Press and Harrogate 

i The Public Relations Officer of the Association has had an 
.J amusing tilt with the New Statesman and Nation, which had 
stated that the whole tenor of the Harrogate meeting was “so 
grossly distorted by some Right Wing papers that'the 
had to send protests to the editors of two of them.” Actually 
5 no protests at all were sent by the B.MA. to any paper — Right 
Mfing, Left Wing, or Middle Wing. The Press, as the Public 
Relations Officer points out, can safely be left to look after 
itself. A number of interesting sidelights were obtained 
at Harrogate on the way the Press does its work. One news- 
paper correspondent told us at the end of the week that he had 
sent out as many as 80 “ stories ” from the meeting. In obtain- 
• ing his “ stories ” the pressman has his own technique. In one 
of the Sections a woman doctor read a highly technical paper, 
which, like the whole of the discussion, could have no interest 
for the popular press. But at one point she broke off to relate 
a personal experience. Immediately after the meeting she was 
tackled by pressmen with their intimidating notebooks, and the 


first question which one of them asked her — asked in so many 
words, without the slightest apology or hesitation — was, “ How 
old are you ? ” Rather taken aback, instead of boxing the ears 
of an impertinent young puppy, she said that she was 36. When 
the reporter was remonstrated with afterwards by one who was 
offended by this method of approach, he said that inquiry into 
the exact age of any person concerned in a news item was now 
the rule, and he maintained that the method was preferable to 
giving a vague impression of “ young " or “ middle-aged.” But 
the thing for a doctor to do if he is betrayed into making a 
remark at a public meeting which has any news value is to run 
away afterwards with all speed unless he is prepared to dis- 
close his age, his habits, and his domestic circumstances. Inci- 
dentally, there used to be a rule forbidding admission of the 
lay press to Sections except Medical Sociology and the like 
which have a certain public interest. 

Not So Much a Problem 

At conference after conference on the care of the elderly we 
hear it discussed how old people are to be “dealt with” — an 
infuriating phrase. The people who talk in this way are very 
earnest and public-spirited, but it might be useful for them to 
hear the comments of those who gre discussed. A much 
sounder note was struck at a conference on this subject the 
other day by Dr. C. A. Boucher, a medical officer of the 
Ministry of Health, when he said that, although it was customary' 
to talk about the “problem of the aged,” he was not at all 
sure that there was such a problem. There was a much greater 
danger, he said, that we might be creating a problem for our- 
selves by trying to do more for the aged than they wanted us 
to do for them. He reminded his audience that the old are 
independent people who want to keep their individuality, and, 
while they are grateful for help and guidance, they do not want 
to be extracted out of the general pool or to feel that they 
themselves are not contributing to that pool. 


Questions Answered 


Appointed Factory Doctor 

Q . — What arc the duties, and by whom is the appointment 
made, of (a) Certifying Factory Surgeon, (b) A ppointed Factory 
Doctor. 1 beliere that (61 ts the correct designation as stated 
in the NH.S. Act. but hme no means of checking this; it is, 
I take it. a new office. 

A. — It is not a new office. “ Appointed Factory Doctor ” is 
the new name given by the Factories Act, 1948, to the Examin- 
ing Surgeon (formerly known as the Certifying Factory Sur- 
geon), ^e appointments are made by Ibe Chief Inspector of 
Factories, Ministry of Labour. The Appointed Factory Doctor 
carries out certain statutory medical examinations, including 
examinations of young persons (under 18) entering industry as 
to their fitness for employment, follow-up examinations of 
young persons, and periodic examinations of persons engaged 
in certain dangerous processes. His other duties include the 
investigation of and reporting on certain cases of gassing and 
industrial disease. He has no statutory duties under the National 
Insurance (Industrial Injuries! Act, 1946, but his services are 
used by the Ministry of National Insurance for the diagnosis 
of cases in which injury benefit is claimed under this Act- 


The South Caeman-onshire Medical Society, which was established 
early in 1948, states in its first annual report that it has constantly 
pressed for (and wiU continue to do so) some provision towards- 
heavy telephone costs, free postage on Health Service matters, 
adequate payment for treating temporary residents, a Government 
contribution towards the costs of surgery maintenance, and other 
improvements. Appeals have been made to the Minister of Health, 
the B.MA., and oUier bodies, and the society has emphasized that 
the capitation fee must be satisfactory to general practitioners. 
Medical practitioners all over the country, it states, must unite in 
strong and definite action. 


/ 
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MEDICINE IN NIGERIA 

REPORT ON PRIVATE PRACTICE 

Under a commission appointed on July 24, 1948, Sir Sidney 
Phillipson was appointed “ to review the present system re- 
lating to the private practice of medicine and surgery by officers 
of the Department of Medical Services (Nigeria), and in the 
light of that review to inake recommendations regarding future 
policy and the most suitable means of giving effect thereto.” 
The report has been published.' 

Sir Sidney Phillipson found that Government medical officers 
recognized the need for a material change in present arrange- 
ments, though their views bn how they should be changed 
difliered widely. On Aug. 31, 1948, there were 200 officers in 
the Department in the higher professional, grades, including 
dental officers and assistant medical officers. Of these, 50 were 
debarred from private practice, and received no staff pay, 18 
were debarred from private practice but received staff pay, 
81 were allowed private practice, and 51 were temporarily 
allowed private practice by local dispensation. 

There were two main divisions of private practice. The first 
comprises that system under which officers of the Department 
are allowed by their coijditions of service to charge directly 
patients who do not come within the categories of patients for 
whom they are required by the terms of service to provide free 
medical attention. 


Injection Practice 

The second division is “ injection ” practice. This practice, 

“ at one time very extensive in certain parts of Nigeria and still 
largely followed,” consists in giving injections “more or less 
on demand, normally without clinical examination, to those 
who ask for them, a fee being recovered for each injection 
given.” 

He discusses injection practice in a separate part of the report. 
Many people in Southern Nigeria have great faith in the efficacy 
of injections for all human ills. This faith is said to have 
originated some 20 or so years ago when N.A.B. injections were 
used in the treatment of yaws. The remarkable effect of a single 
injection in clearing up the 5 ymptoms deeply impressed the' 
people. Since then injection practice has enormously increased. 
Sir Sidney concludes that it is undesirable and should be 
regulated. 

He recommends that injection practice should be brought 
under rigorous and comprehensive control for both Govern- 
ment medical officers and private practitioners. No injections 
should be given by Government medical officers on tour at 
points other than Government hospitals and dispensaries. Fees 
for injections should be paid into Government revenue if the 
I injections are given at a Government institution, or into Native 
Administration revenue if they are given at a Native Administra- ' 
tion insUtution with drugs supplied by the Native Administra- 
tion. “All measures savouring of advertisement , of injections 
shall be strictly forbidden.” 

Prescribed Scale of Fees 

Among his fecommendations on ordinary private practice 
conducted by Government medical officers he says that fees 
for professional , services (including operations) rendered in 
public institutions should be in accordance with an officially 
prescribed scale. The scale should provide for adjusting fees 
according to the means of the patient, and it should be worked 
out in consultation with representatives of the unofficial private 
practitioners. Of the fees prescribed for certain non-routine 
operations performed within Government institutions, 50% 
should be paid to the medical officers who performed them. 

Government medical officers should be allowed the fees pre- 
scribed for consultations in respect of cases referred to them 
by unofficial private practitioners. These payments should be 
made from a special medical fund. The medical fund would 
be created from the fees for professional services rendered in 
public institutions. 


'Government Printer, Lagos. Obtainable, in England from the 
Crown Agents for the Colonies, 4, Millbank, London, S.W.l. 


Health Insurance Scheme 

He also recommends that some form of health insurance 
scheme should be studied in relation to large employers ci 
labour. The scheme would provide for contributions by the 
firms and -their employees. The employee would' have the rigbi 
to select his own private practitioner from a panel drawn up 
after consultation between the Government, the private practi- 
tioners, and the firms concerned. 


GENERAL MEDICAL SERVICES COM]\IITT£E 

At the meeting on July 2f8 of the General Medical Services 
Committee, part of which was reported in the Supplement of 
Aug. 6 (p. 74), certain questions relating to dispensing for 
temporary residents were referred to the Rural Practitioners 
Subcommittee. 

The committee considered the treatment of seamen as tem- 
porary residents by doctors engaged in the Service. The 
Deputy Secretary reported on a meeting convened by the 
Ministry of Health at which representatives of the Shipping 
Federation were present. A point which arose concerned the 
temporary-resident. fee . in the case of persons in ships which 
port medical officers were required to visit. The visit some- 
times necessitated a long boat journey. The Federation’s repre- 
sentatives- undertook to explore the possibility of settling the 
matter, by an internal adjustment. The further question arose 
whether a doctor under his terms of service was required to 
visit a vessel at sea and, if so, at what distance out. The area 
of an executive council includes rivers, but wide estuaries and 
ships some distance from shore seem to open up new problenw. 
A cognate question concerned boys in training on board ship 
and their status as temporary residents. Here, however, it was 
pointed out that they were a picked class, having undergone 
routine examination (which examination would be outside the 
terms of service), and that if any did fall ill they were likely 
immediately to be sent home' or to hospital. 


Liaison with Dentists 

The British Dental Association had accepted the suggestion 
that there should be an exchange of observers on commtUees 
representing the common interests of- general medical and dental 
practitioners. The committee appointed Dr, F. Gray as observer 
on the corresponding committee of the B.D.A. 


Resolutions of A.R.M. 

The committee examined the many resolutions of the recent 
Annual Representative Meeting which had been referred tot. 
and decided on appropriate action to be taken. A 
them were listed to be taken up with the Ministiy of HeaW 
at the next meeting with the Ministry’s officers. On the ques- 
tion of the resolution which was carried by the narrowest m 
majorities at Harrogate, declaring that a defendant doctor betott 
a Medical Services Committee should be represented by a pain 
advocate or solicitor if he so desired, the general feeling ot tn= 
committee was that in view of the narrow vote this question 
should be deferred until the next session and reconsidered m in- 
light of experience, when the constitution of Medical Services 
Committees might also be considered. The chairman pom 
out that one objection to paid legal advocacy which occune 
to- him was that the other side might retain a specialist la^e 
who would go from- place to place cross-examining^ wi 
certain facile skill in a way which might put an innocen 

practitioner in a difficulty. . t 

The resolution protesting against the steady exclusi 
.general practitioners from work in hospitals was referr 
immediate action, the chairman remarking that m contacts w 
practitioners from other countries it appeared that they 
all associated with some hospital. „i „ric- 

On the resolution supporting the principle that gener P 
titioners should be able to order stock drugs on Service P 
scriptions. Dr. Jope said that the Ministry itself was a 
to introduce this on the ground of economy. Dispensi . . 
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bad been fixed on the assumption ■ that there would be l-tO 
million prescriptions annually ; in fact there had been 200 
million. 

Filling of Practice Vacancies 

Dr. Howie Wood brought forward the unfortunate case of 
a doctor who had travelled a return journey of 500 miles on 
the strength of a letter from an executive council which 
suggested that he was the only candidate for a vacancy invited 
to attend. He had asked beforehand for information about 
accommodation should he be appointed to the practice, but 
received no reply, and on attendance at the interview he dis- 
covered that there was the most unsatisfactori' and indeed 
untenable position • with regard to accommodation, and with- 
drew his application. The practitioner whose retirement had 
created the vacancy had sold his house, from which the practice 
was conducted, and apparently the only hope of accommodation 
far the newcomer was a nursing-home shortly coming on to 
the market and not svcll placed in relation to the practice. 
He felt that applicants should be supplied with full information 
before being pul to’ the trouble and expense of an interview. 

The committee, while e.xpressing sympathy with the practi- 
tioner concerned, felt that the case was wholly exceptional. It 
was e.xplained that it arose owing to the illness of the clerk 
of the e.xeeutive council and -the misunderstanding of a deputy, 
and the committee decided to take no action. 


^’ORTH WALES BRAKCH CENTENARY 

The North Wales Branch of the Association celebrated the 
centenary of its foundation on July 20. and Dr. Leslie Jones 
was elected president. In bis address' he emphasized the 
enthusiasm with which the pioneers of medicine contributed 
to the foundation of the Branch. The early meetings had 
been attended by doctors who rode in forty miies on horseback. 

The celebrations opened with a service at Bangor Cathedral, 
which was taken by the Bishop of Bangor. 

Speaking at a dinner given in the evening Sir Henry Morris- 
Janes. M.P., said that Wales had made greater contributions 
to medicine than to any other profession. Rural practitioners 
in Wales were among the. finest types of country doctors in 
the Kingdom. Dr. Leslie Jones said that the rural practitioner, 
though hard-worked, had many compensations. One was the 
intimate relationship between patient and doctor ivhicb did not 
exist in the towns. Colonel R. D. Briercliffe emphasized the 
need for a medical school at Bangor as well as a large up-to- 
date hospital. Professor G. I. StracLian, of the Welsh National 
School of Medicine, said he was in sympathy with the need 
for a better hospital and a medical school at Bangor, but 
they should remember that the question was a big one and 
delicate. He was afraid that nauch water would flow under 
the bridges before a medical school could be established at 
Bangor. 


TRADE UNION. MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization; 

Metropolitan Borouph Councils. — Fulham, Hackney, Poplar. 

Non-County Borough Councils. — Dartford, Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghlon-Ie- 
Spring, Huyton-w'ith-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 


^ North ff'afes CAronfc/c, July 22. 


The >.!imstcr at Health has dedded that travelling and subsistence 
allowances of the two roein^rs appoinied by the university to attend 
meetings of the local medical commiuee at which appUcations for 
training grants for assistants arc considered may be regarded as 
administrative costs of executive councils. 


Correspondence 


Grading of Hospital Staff 

Sir, — Your leading article (Journal^ July 23, p. 220) riehtly 
Voices the widespread dissatisfaction that exists over the gradinc 
of specialists, but it also raises several other points of con- 
siderable moment to those of us in the depressed class of 
trainee specialist. 

Your sympathy with those of registrar status is appreciated, 
but it is a little surprising that you single out for particular 
mention those who have been qualified for four or five years 
only. Such men even before the war, when their 'prentice 
period ss-as not interrupted by a year and a half of National 
Service, could hardly have expected to find their way into 
consultant or specialist work at the age of 27 or 28. There 
must be a very much larger number of wouM-be specialists 
who graduated before the war or in its early years and who 
were in the Forces for five or six years, some of them atuinina 
specialist status. 

Those of us in this group were encouraged to specialize by 
the repealed forecasts of great expansion in specialist serr'ices 
under the N.H.S. and by the provision of Class III grants. We 
have been grateful for the latter, without which specialization 
for most of us would have been impossible, and (particularly 
that majority of our number who have hostages given to 
fortune in the shape of wife and family) hare borne with 
comparative equanimity a necessarily straitened standard of 
living and a deepening furrow on the brows of our bank 
managers in the hope of eventually finding ourselres freed 
from financial anxieties and congenially employed in the rrork 
for which our training and laboriously acquired qualifications 
have fitted us. 

We have been repeatedly advised to hang on until hospital 
establishment' are settled, but are now left with the impression 
that few. if any. additional specialist posts are to be created. 
The proverbial, if unphysiological, cardiac emetic action of 
hope deferred leaves us wanly facing the question whether 
or not the time has come to cut our losses and enter general 
practice, in the role of assistants perforce, along with and 
under the same conditions as recent graduates (and at a sery 
considerable financial disadvantage compared with our newly 
qualified dental colleagues). No sneer is mtended at general 
practice, -which has its ow-n satisfactions, but a shotgun wedding 
is inevitably disquieting, even though the union prove a joyful 


The hope expressed in your leading article that retiring 
general-practitioner consultants may be replaced by outstanding 
general practitioners from the district has caused immense sur- 
prise among trainee specialists of my acquaintance and has 
occasioned reflections on whether it is an inspired indication 
of B.M.A. policy. Is it tacitly indicated that the outstanding 
general practitioner chosen will relinquish his practice and 
undergo a period of intensive training before assuming his new 
responsibilities ? It is felt that the technique and complexities 
of modem medicine and surgeiy as specialties are such that 
a direct transition from outstanding, and presumably very busy, 
general practitioneis to consultants is hardly likely to be 
successful. 

It would be greatly appreciated by all trainee specialists, 
I am sure, and would relieve their universal chronic anxiety 
state if information could be given about whether there is likely 
to be any significant increase in the present number of specialist 
posts, particularly as generai physicians and surgeons, and, 
if so, if some rough indication could be given of what 
proportion of the e.xisting triers are likely to succeed. It has 
been estimated that pre-war about one registrar or trainee in 
three or four eventually reached consultant status. The odds 
aeainst would now appear to be considerably larger. — I am. etc,, 

Ed,nbi«a. A- L- M.vcF.sdven. 


Sir, — ^“Qualified Consultant" (Sttpplemenc, July 16. p. 50) 
has put into words what I have felt for some lime. The 
profession has been split into castes, with the teaching hospitals 


84 Aug. 13, 1949 CORRESPONDENCE '' ' 

^ British Medic al Jowsti 


loath to associate themselves with the non-teaching groups, 
and the consultants determined to keep apart from their lesser- 
graded brethren. 

That this is so can be seen by the arbitrary way in which 
all the visiting staff in teaching hospitals were “ unanimously ’’ 
graded as consultants, irrespective of the fact that some were 
indulging in private general practice and N.H.S. general practice 
and some had no higher qualification, yet in the case of those 
on the less-exalted hospitals these three factors were vehemently 
stressed.’, 

“ Qualified Consultant ” asks who has let us down. 
The answer is our own. colleagues. The gradings were per- 
formed by members of our profession who, contrary to all 
expectations and to frequently stressed guarantees, reversed 
the Ministerial rulings and supported dead-end grades, and 
-almost with enthusiasm demoted their colleagues and trampled 
on the lifelong devotion to a specialty which these down- 
graded — and to some this spells degraded — doctors had so 
unselfishly given, in most cases in a purely honorary capacity, 
prior to July, 1948. 

Even local consultants advisory committees have excluded . 
some of their colleagues, sometimes their senior colleagues, 
from participating in their present deliberations. 

Don’t you feel. Sir, that if those responsible for gradings 
had stood firm and unselfishly behind their colleagues and the 
committees referred to had refused to accept any contrary 
gradings, and the B.M.A. had staunchly defended and supported 
the principle of the “job determining the grade and the 
remuneration ” the whole bitterness and shattering of ideals 
which this affair has caused would have been avoided, and 
many of those merrily at work now would carry on equally 
merrily in the future ? Do you honestly think, Sir, that a 
down-graded man, if he does remain in the Service as such, 
would be happy knowing his ambitions have been crushed, and 
crushed by his fellow men ? 

To quote “ Qualified Consultant’s ’’ last paragraph; “ Never 
in the history of medicine in any country has such a sitption 
been imposed by a Government on an honourable profession ” ; 
may I add. “And implemented by members of. that profession 
themselves ’’ 7 — I am, etc., «• ir >• 


Sir, — Although your leading article on the above subject 
(July 23, p. 220) casts a useful ray of light upon the subject, 
it is to be hoped that you will be able to elaborate one of its 
comments further. You say : “There would seem to be a 
case for the grade of S.H.M.O. in mental hospitals, tujjerculosis 
sanatoria, and fever hospitals.” 

I personally find it a little difficult to stomach this discrimina- 
tion. A substantial group of us, including not a few who 
served in the Forces during the war, and many of whom are 
married and have families, have laboured diligently and been 
at great pains to acquire higher qualifications appropriate to 
our specialties, or are at present conscientiously doing so. 
Would you have each of us accept it that because he has 
chosen psychiatry, tuberculosis, or infectious diseases he must 
ultimately e.xpect lower professional status .than would be the 
case if he specialized in dermatology, orthopaedics, or general 
medicine ? 

Your next sentence seems to imply that a child suffering from 
diphtheria is a less valuable life than is an older subject afflicted 
by cardiac decompensation, that an intelligent executive 
atfl'cted by an obsessional neurosis matters less than a (usually 
duller) individual the victim of gonorrhoea, or that a promising 
career threatened by tuberculous infection is less to be con- 
sidered than his friend who is in the throes of a spinal caries. 
Else why is it suggested that the assistant in the fever hospital 
cannot be designated as a specialist, when presumably his 
equally well qualified colleague in general medicine, deima- 
tolog>’, orthopaedics, or anaesthetics presumably can ? 

I shall hand it to you, if you wish, that the specialist surgeon 
has a right to consideration above all other groups, although 
I gravely doubt the wisdom of any such distinction ; but to 
relegate the practitioners of three specialties to subordinate 
status is, in the event, to degrade the specialties themselves.- 
If the practitioner in one of these branches who aspires to 


the D.P.H., the M.R.C.P. or M.D., or the D.P.M. must ac«- 
lower status than the holder of M.R.C.P. or M.D. in generj 
medicine, then he may as well save himself the trouble oi 
the necessary study or else, deny his services to the branch ci 
medicine for which he is most fitted. 

I hope that you will comment further, so as to clarify its 
position and to relieve psychiatry, etc., of any special sticma 
— 1 am, etc., 

Leicester. DaVID T. MaCUV. 

Sir,— D r. Arthur S. Wigfield {Supplement, July 23, p. 5S) 
complains of the shabby treatment of the specialty of 
venereology in Liverpool. Yet. on his own figures Liverpool 
has been treated absolutely fairly, 'and received the onlj 
possible grading— if I understand the present basis of grading. 

Unfortunately those responsible for grading seem to hau 
fallen into the trap set by a too simple nomenclature. 

When a doctor holds a whole-time appointment he is clearly 
a hospital doctor. When he' is head of his department he 
is clearly the senior hospital doctor. Since he has a whole- 
time appointment he is not available for consultation for 
any few remaining valued .private patients.. He can, then, 
scarcely be a consultant-, but is clearly senior hospital medical 
officer. Q.E.D. 

The part-time man, who is available for consultation any- 
where, unfortunately is not senior to his chief, so could not 
possibly be graded higher. Q.E.D. 

When I was a schoolboy Q.E.D. meant “Quite Easily Done.” 
I am afraid it will not be quite so easily unylone. We shall 
need to define professional status as distinct from qualifications 
or appointments. — I am, etc., 

Crowihorne, Berks. H. D. FoRBES FraSER. 

Sir, — M ay I use your columns to make a plea on behalf of 
those specialists working in the tuberculosis service and patti- 
cularly those in sanatoria ? 

By the large-scale use of the grades of S.H.M.O. and 
J.H.M.O., never envisaged by the Spens Committee but intro- 
duced by the Ministry of Health with the obvious intention 
of obtaining the services of sjoecialists on the cheap, many 
doctors in the tuberculosis service find that they will be very 
much worse off than they were led to believe they would 
be when the Government announced their acceptance, in 
principle, of the recommendations of the Spens Committee, 

My case is. I think, judging from the opinions expressed at 
a meeting held recently in this region, fairly typical of what 
is happening to doctors in the tuberculosis service. 

I have been qualified nearly eight years and have been work- 
ing whole-time in a sanatorium for almost four years, and 1 
hold a higher degree obtained on the strength of my specialized 
experience, I have just been graded as a J.H.M.O., and this 
grading has been confirmed on appeal. I may therefore expect 
to rece've a salary of £850 per annum rising to a maximum 
of £1,000. This compares with a salary of £1,200 in terms 
of 1939 money recommended by the Spens Committee for a 
Grade I potential specialist in his fourth year. But comparison 
of grades and salaries offered bear little relation in many cases 
to the recommendations of the Spens Committee, for them 
proposals, although accepted in principle by the Government, 
have been largely discarded by the Government in its searc 
for cheap specialist services. uxen 

Much protest has been raised against the grade of S.H.M-t'- 
but I feel that much more protest can fairly be raised agains 
the grade of J.H.M.O. This grade is, I submit, entirely unneces- 
sary, as all the practitioners placed in it could fairly be 
in one .of the registrar grades and promoted to S.H.M.O. o 
consultant in due course, with the _ advantage that appoin - 
ments in the registrar grade are limited in time in almost 
cases, and promotion may be expected to follow in due cours - 
On the other hand, the grade of J.H.M.O. appears to be 
complete dead-end with little or no prospect of promotion, 
if is reasonable to assume that appointments to the 
S.H.M.O. and consultant will be made from the recisim 
groups. It thus seems highly probable that a practitioner 
the J.H.MD. grade is likely to stay in that low gra - 
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indefinitely, for appointments in this grade do not appear to b; 
limited by ttitie, 

In this region this grade appears to have been freely nsed 
in grading members of the staff of sanatoria, and its nse can 
t; hardly be calculated to encourage practitioners to enter this 
rc branch of medicine ; and those already in this field must 
consider whether or not they should change to a branch of 
:’i medicine where their experience and capabilities wilt obtain 
higher recognition. — 1 am. etc., .. 


Sir, — ^F rom time to time in the past you have been good 
I.' enough to allow me a. little space to express my views on some 
clinical matters. In common with many other practitioners 
at this time my mind has turned from the patient to a con- 
sideradon of what is happening to medicine and those who 
" practise it. It is on this subject that I hope you wilt allow 
■ me some further space. I refer, particularly, to your leading 
"''article {lottrna}, Iidy 23, p. 220) on the grading of specialists. 
The policy of the B.M. A.' appears to be to resist all attempts 
to make further additions to the grade of senior hospital 
medical officer. But then one goes on to read that those 
doctors working in “mental hospitals, tuberculosis sanatoria, 
and fever hospitals" are not generally thought to be on suffi- 
ciently specialist work to be graded as consultants. 

<’■ My own specialty being psychiatry. I am unable to make any 
suggestions about tuberculosis sanatoria and fes-er hospitals. It 
I' would seem, however, that practitioners in other branches of 
■; ' medicine are even less enlightened than the general public when 
a it comes to the growing front of psychiatry. I would like to 
point out that at present only a comparatively small proportion 
' of psychiatric work is carried out outside mental hospitals or 
the mental health services run by mental hospitals. To relegate 
the majority of psychiatrists to a lower status must mean either 
'i that .they ate regarded by the rest of the profession as having 
'• less professional skill and experience, or; which is more likely, 
that the mental hospital is still regarded as the place for 
custodial care of the chronic insane. We know that there are 
many who would like to see this happen and would prefer early 
and recoverable psychiatric cases to be treated outside mental 
-‘f hospitals. 

' I am quite certain that this development would be a disaster 
for the mental health of the country and would result in the 
rS best psychiatrists in the profession being driven out of the 
mental health sendees. 

C It does not ?eem to be sufficiently realized that the practice 
't ' of psjchiair)’ requires a degree of devotion and a peculiar kind 
; of skill scarcely to be found in any other branch of medicine. 

Perhaps this is why many doctors have worked unceasingly 
e' and uncomplainingly in the past in mental hospitals under 
poor conditions and on inadequate pay, 

■; t In future, when the desire for adequate pay and status is 
^ becoming a collective urge which few of us can resist, one 
can only look fonvard to progressive diminution of the numbers 
of those training in psychiatry, unless others in our own pro- 
fession are prepared to give us their support The lay Com- 
mittees of Visitors to mental hospitals have, of recent years, 
arcorded to recent advances in treatment some of the recog- 
nition which they deserve. The development of insulin treat- 
j.; ment the discovery of electric convTJlsion treatment, and the 
operation of prefrontal leucotomy have all ariserv in mental 
hospitals. There are many svho feel that svithout being 
fanatical; E.C.T. ranks with penicillin as a medical development. 
These discoveries have been mostly made by younger men. 
' ; Is it too much to ask that young psychiatrists who have con- 
tributed to their own specialty shall he graded as consultants 
at 32, as Spens anticipated ? To put the question in another 
way : What is expected of the doctor of 32 in the way of 
qualifications and experience so that he can be graded as a 
consultant ? 

It is lime, therefore, that our own coileagues, and in parti- 
cutar those on the Council of the gave some recogni- 

; , tion and acknowledgment to this work, bearing in mind recent 
estimates that up to 30% of the population suffer from 
^ , neurosis at some time or other during their lives. — I am, etc., 
C W'arliflceam. Surrey, B- A, S.sSDtSON, 


Doctors and Midnives 

Sir. — D r. Thomas B. L. Bryan (Supplement, July 16, p. 51) 
surely overlooks two important points. One is that the British 
midwife has, over a long period of time, won for herself the 
position which the midwife in this district quite rightly claims 
as hets— namely, that all normal confinements should be under- 
taken by the midwife, and that a doctor should he called in only 
for emergencies. This position is supported by Acts of Parlia- 
ment as well as by the apeement of roost medical practitioners. 

Secondly, if this position is reversed and the midwife merely 
becomes a maternity nurse, or the doctor's handmaid, not only 
will this be, in our opinion, to the detriment of the patient, 
since few medical men have the necessary time to spare to 
remain with the patient as long as does the midwife, but it 
will discourage well-qualified women from entering the pro- 
fession. On all grounds, therefore, it would seem that 
Dr. Bryan’s suggestion is a completely retrograde one. — I 
am, etc., 

London, S.E.l. I. ELISE GORDON, 

ZditOTr iVursi'Tg’ Mirror. 


Sir,— -Dr. Thomas B. L. Bryan (Supplement, July 16. p. 51) 
and one of the midwives in his district do not seem to be 
working in harmony, the bone of contention being whose is 
the responsibility for normal midwifery. 

This antagonism between doctors and midwives is no new 
thing, and I cannot do better than quote from the historical 
section of the report of the 'Working Party on Midwives, 
which I commend to Dr. Bryan, in which it is written : “ The 
obscene invective which professional men directed at female 
competitors during the nineteenth century is well matched by 
that which women midwives directed against male competitors 
in the eighteenth.” 

We may be more gentlemanly and ladjlike nowadays, but 
the difficulty remains unless both sides can take the wide view. 
It is not in the patient's interest that either the midwife or 
the doctor should monopolize the case. They must work to- 
gether as a team. For abnormal cases the doctor obviously 
must be in charge. For normal cases a satisfactory apportion 
of duties is that the midwife conducts the actual delivery and 
that the doctor, if he wishes to be present, supervises any 
analgesia or anaesthetic required. — I am, etc.. 

Muu=h«Kr. C. ScotTT Russell. 

The New Civil Servants 

SiR,~Dr. William Morton (Supplement, July 16. p. S0> states 
that one of H.M. Inspectors of Ta,xes has stated that a whole- 
time specialist is a Civil Servant. 

This is surely quite wrong, as I know for a fact that otficials 
previously enrployed by a Government department had to resign 
from the Civil Service on accepting employment with the 
rezional hospital board. — I am, etc.. 

.JlRCH. R. Milier. 

Hoa. See.. GUsso'W ac«J Wes: of 
Sco: ar.d Brine*- 


Manor House Hospital 

Sir, — It was a little surprising to hear on Sunday, July 24, 
a broadcast appeal by Lord Uvedale on behalf of Manor House 
Hospital and especially to hear him say that " the restoration 
of the poor and crippled to health is an object worthy of 
sacrifice and effort.” Perhaps Lord Uvedale will e.xpbin why. 
, in view of its intimate assodarion with the trade unions, this 
hospital scorns inclusion in the Nationai Health Service, from 
which it could obtain ail its needs, and prefers to rely for 
support on a method which the Ubour Party believes to be 
unnecessary, undignified, aftd unworthy of a great nation.— 


I am. etc.. 


Ff. Roberts. 


Domiciliary Midwifery Service 

Sir— The new statement on the domiciliary midwifery service 
(Supplement. Aue. 6. p. '4) has made a very Urdy and unfortu- 
nate appearance. Unfortunate in this way ; that when people 
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realized tliat they could book the doctor for their confinement 
— having, for financial reasons, had the district nurse before — 
they not unnaturally expected to have all the antenatal examin- 
ations, the doctor to be in attendance, at any rate during the 
second and third stages of labour, and to put in post-natal visits. 
And even though the fee is not over-generous one felt that it 
was only right to undertake these services, which one did. 

Now one is supposed to say, “ I’m sorry, Mrs. Blank, but 
you won’t be having your pethidine and scopolamine, and your 
whiffs of chloroform at the end, which were such a boon to 
you before ; and I shan’t be coming near you for six weeks, 
unless Nurse sends for me.” 

I have no intention of letting down my patients— and my 
profession — in such a manner. — 1 am, etc., 

Aylesbury, Bucks. W. A. BELLAMY. 


Regional ConsuKanfs and Specialists 


Sir, — 1 should be grateful for the hospitality of your columns 
to announce that the Regional Hospitals’ Consultants and 
Specialists Association has instituted associate meihbership of 
the association for the following classes of medical practi- 
tioners in the hospital service : 

(1) Those who are graded as registrars by a regional board. 

(2) Those who hold a post of registrar status, whether that post 
is recognized by a regional board or not. 

(3) Those who, in the opinion of the council, are of similar status. 

The membership fee is JOs. 6d., payable on joining and 
carrying associate membership until the termination of the 
calendar year next after the date of joining. Associate mem- 
bers will have representation on the regional committees of 
the association but will have no vote. 

A list of the regional representatives from whom, in each 
region, further information should be sought by prospective 
associate members is as follows : 


Newcastle: Mr. R. E. Jowett. 

Leeds: Mr. Donald Watson, Mr. A. R. Lister, Mr. R. R. 

^'Sheffield : Mr. L. Dougal Callander, Dr. J. W. Brown, Dr. P. H. 
O’Donovan. 

.East Anglia: Mr. J. M. Ridley Thomas. 

N.W. Metropolitan : Miss A. H. Baker, Mr. C. Hope Carlton, 
Mr. A. Clifford Morson, Mr. Harold Dodd. 

N.E. Metropolitan: Dr. F- Murgatroyd, Mr. J. B. M. Green, 
Dr. R. B. Niven. 

S E. Metropolitan: Mr. J- R« H. Turton, Mr. I. Monro 
Robertson, Dr. H. A. Treble, Mr. T. Meyrick Thomas. 

S.W. Metropolitan: Mr. Nigel Cridland, Mr. N. Ross Smith, 
Mr. H. S. Taylor-Young, Mr. G. N. Golden. 

South-western: Mr. C. E. JCindersley, Mr. L. Henry, Mr. W. H. 
"BraiVoeeT, Dt. R. D. M.. HoctAvag,. 

Welsh (North) : Dr. H. S. Bell. 

W'clsh (South): Dr. W. Esmond Rees. 

Birmingham: Dr. A. I. Cheyne. Mr. B. G. Scholefield. 
Manchester : Dr. F. M. Hilliard. Dr. Hugh Selbourne. 
Liverpool: Mr. A. W. Holgate. 


— I am, etc., 

. 45. Lincoln's Inn Fields. 
London, W.C.2. 


Nigel Cridland, 

Honorary Sccreiary. Rcsional HospUals’ 
Consultants and Specialists Association. 


B.M.A. LIBRARY 

The following books have been added to the Library : 
Abdcrhalden, E., and Mouriquand, G. : Vitamine und Vitamin- 
llicrapic. 1948. 

ASdemka s'E 

Chu Cbia Hwa. 2 vols. (Cbincse text). 

Aird I ‘ A Companion in Surgi^l .Studies, ' ... 

Amsicr! M., Bruckner, A., el al (Editors): Lehrbuch der Augenhetl- 

Betdeys F. R^? Skin Diseases in General Practice (“ Tlie Practitioner ” 

n-^bllr R°r-V*' H • E^^n und Wissen. Zweite Auflagc. 1949. 
EiackwoodV’lv:.- Dodds T C,. and Sommcrvillc, J. C.: Atlas of 
Ncuronatholocy. 1949.^.^^ Survival. 1948. 
Burdci’nfj.,*^and^Broom, N.: Illustrative Electrocardiography. Third 

Co^Uet‘,°j:, anfbobo, N.: Nouveaux Traitements dc I’Insuffisance 
H^palique. 1948. 


Crile, G., jun. : Practical Aspects of Thyroid Disease. 1949. 
CuHmg, W. C. : A Manual of Clinical Therapeutics., Second edition 

Didier, R.: Pcan. 1948. 

Duke-Eldcr, Sir S.: Practice of Refraction. Fifth edition. 1949 . 
Exner^ R. : Lehrbuch der spirometrischen Analytik und Diagnos.it 

Flescher, J.: Psicoanalisi della Vita Islintiva. Scconda cdiiions. 

Fleury, P., and Courtois, J. : Les Diastases. 1948. 

Foulkes, S. H. : Introduction to Group-analytic Psychothcrant 

1948. 

Goldmann, F.; Voluntary Medical Care Insurance in the United 
States. 1948. 

Hcilmeyer, L. (Editor) : Rezepttaschenbuch. Sicbentc Audage. 1946 
Institut d’Hygibne et de Mddecine d’Outre Mer de I’Afrique du Nord-' 
25e Anniversaire, 1923-1948. 1948. 

Jones, F. W. : Structure and Function as Seen in the -Foot. Second 
edition. 1949. 

Karsten, G., and Weber, U. : Lelirbuch der Pharmakognosie fiir 
Hochschulen. Sechste Auflagc. 1946. 

Kelly, E. C. : Encyclopaedia of Medical Sources. 1948. 

Kinsclla, V. J.: Mechanism of Abdominal Pain. 1948. 

Klotz, H. P. : La Spasmophilic de i'Adiiltc. 1948, / 

Kowarsebik, J. ; Physikalische Therapic. 1948. 

Kramer, D. W. : Penpheral Vascular Diseases : Diagnosis and Treat- 
ment. 1949. 

Kramer, M. E. : Clinical Orthoptics : Diagnosis and Treatmcni. 

1949. 

Kurtzalin, H. : KIcinc Chirurgie. . Zwolfte Auflagc. 1948. 

Leitner, St. J. : Die primare Tiibcrkulose bd Erwachsenen und 
Kindcrn und ihre Entwickelung. 1948. • • 

Lemierre, A., cl al. : Traitd dc Mddecine. Vols. VII, VIII, XI, and 
XIII. 1948. 

Lcrichc, J. : Cancerologie. 1948. 

Loewenberg, S. A.: Medical and Physical Diagnosis. Seventh 
edition. 1949. 

Longmore, T. A.: Medical Photography: Radiographic and Clinical. 
Fourth edition. 1949. 

McCrca, L. E.: Clinical Urology: Essentials of Diagnosis and Treat- 
ment. Second edition. 1948.' 

Malmejac, J.: Mddccine dc I’Aviation: bases physiologiqucs cl 
physio-pathologiqiies. 1948. 

Mammza, P. : L’lndirizzo Psicologico nello Studio della Pcrsonalili 
dclRco. 1948. 

Mayes, B. T. : Practical Obstetrics. 1947. 

Melchior, E.: Wege, Ziele und Grenzen der operativen Chirurgie. 

1947. 

Meng, H. : Die Prophylaxc des Verbrechens. 1948. 

Micbelazzi, A. M. : Cardiopatologia. 7947. 

Morice, E., Tisserand. M., and Rcboul, J. : M6thodes Slatisliqiics cn 
M£decinc et cn Biologic. 1947. 

Moschcowilz, E. : Biology of Disease. 1948. 

Mosingcr, M. : Le ProbRme du Cancer et son Evolution Rdccnle. 

■1946. . 

Miihibock, O., Knaus, H., and Tseberne, E.: Die Wciblichcn 
Scxualhormonc in der Pliarmakotlieraoic. 1948. 

Oldfield, J. : The Mystery of Birth. 1949. 

Osllcrc, G. : Anaesthetics and-thc Patient. 1949. . 

Parfitt, J, B.. and Herbert, W. E. : Operative Dental Surgery. Sixth 
edition. 1948. 

Pharmaceutical Society of Great Britain : Pharmaceutical Pocket 
Rook. Fiftccalh cditloa, 1948, 

Por'mann, G. : L’Exploration Clinique en Olo-rhino-laryngolopic. 

1948. 

Press, P., and Brunner, M.: Tuberkulosc-Probleme im Kanton 
Zurich. 1947. ' 

Ronchesc, F ’ ^ ■’ ■ • nj other Physical Signs. 1948. 

Ruepp. G. Taschenbiicli fiir Arzle und 

Studierende. iv-io. 

Simonin,,C. : Medccinc Ldgale Judiciaire. 1947. 

Stevenson, R. S. : Receqt Advances in Oto-Iaryngolocy. Second 
edition. 1949. 

Tanner, F. W., and Tanner, F. W., jun.: Bacteriology. Fourth 
edition. 1948. 

Teicky, L. : History of Factory and Mine Hygiene. 1948. 
Thomasen, E,; Myotonia. 1948. 

Varela Fiicntes. B., and Munilla, A. (Editors) : Patologia Diccsti'.i. 

Tomo II. 1947. , 

Williams. R. J. ; Textbook of Biochemistry. Second edition. 1"44. 


Association Notices 


Diarj’ of Ccnlral Meetings 

August 

31 Wed. General Medical Services Committee, II a.m. 

. , SnpTE.MncR 

9 Fri. Joint Committee on Fees for Part-time Work under 
Local Authorities, 2 p.m. , 

13 Tucs. Proprietary Medicines Committee, 11 a.m. 

15 Thurs. General Mcdic.al Services Committee, 1 1 a.m. 

16 Fri. Committee on Psychiatry and the Law, 2 p.m. 
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Thoracic Surgeon lo Gay's Hospital : Surgeon to the Broinpton Hospital 



The relief by operation of certain forms of cyanotic con- 
genita! heart disease {morbus caeruleus), especially those 
associated with pulmonary stenosis, has aroused widespread 
interest during the last two or three years, and this seems 
a suitable time to review the present position. In addition 
to assessing the results and value of the usual operation 
for this condition (the Blalock-Taussig operation), a pre- 
liminary account will be given of an entirely new operation 
which has so far proved successful and which may offer 
certain great advantages. 

Human and Clinical Problem of Congenital Pulmonary 
Stenosis 

The problem of the “ blue baby ” has always been a 
tragic one in which the doctor has hitherto been powerless 
to offer relief either to the sufferer or to the distracted 
parents. Although the plight of these children has been 
well known, it is only since the prospect of relief by opera- 
tion has been available that the incidence and full tragedy 
of the condition has really come to light: those of us to 
:Whora these patients are brought for advice have been 
almost overwhelmed by the numbers and have been very 
i impressed by the large amount of suffering and human 
misery that has been revealed. Many of these children 
have been almost hidden away in all parts of the country, 
not through any deliberate policy of concealment, but 
because many are necessarily, from their disability, con- 
fined to the house or to their room for the whole or the 
greater part of their lives. A few are able to get about 
out of doors moderately well under favourable conditions ; 
some can manage to walk a short distance (10-100 yards) ; 
a number more must be wheeled in a “ pram ” or carried 
by their parents if they are to leave the house at all. 

In extreme cases the child is very blue and dyspnoeic 
even while sitting or lying in bed and cannot move about 
at all ; we have seen children as old as 6 years who have 
never walked. Some have been able to get about in a 
restricted fashion for a few years, and with the steady 
increase in their disability they finally become completely 
immobilized. 

The strain on the parents and on the family life is 
considerable. The mother can rarely if ever leave the 
child, who not only occupies most of her attention but may 
pve rise to periods of intense anxiety if, as often happens, 
it is subject to attacks, of loss of consciousness and deep 
cyanosis and distress in which it appears to be near to 
death, or may indeed die. The burden on the mother is 
so great that she may abandon any idea of having more 
children, a situation t hat only heightens the tragedy when 

*7110 M«ander Simpson-Smith Lecture, delivered at the Medical 
Society of London on June 15. 


the blue child eventually dies. It is worthy of remark 
that the father always accompanies the mother when the 
child is brought for consultation ; much of the carrying 
about of the child falls on the father, and it is in any case 
quite impossible for him not to be intimately involved in 
the management and anxiety of the grave family and 
domestic problem that the disabled child constitutes. 

The more severely afflicted children die young ; the mor- 
tality in the first few years of life is high. A number of 
children reach the early or even the late “ teens,” but 
usually with increasing disability. It often happens that 
a bright or intelligent boy or girl who has done well at 
school and even won scholarships becomes increasingly 
handicapped by the physical disability that prevents the 
fulfilment of what might otherwise be a promising and 
useful career. Only few patients are seen in the twenties 
who are able to carry out any useful occupation or 
employment. 

The prognosis is poor, and this is strikingly shown by 
an analysis of the age of patients with cyanotic heart 
disease who have attended the congenital heart clinic at 
Guy’s Hospital, which is under the care of Dr. Maurice 
Campbell. An analysis of the age incidence in 340 patients 
seen by Dr. Campbell over a period of some 15 months 
shows a rapid falling off which admits of no other general 
conclusion than that the prognosis is bad and becomes 
worse as the years pass. Campbell sums it up by stating 
that only one in two children is likely to sunive till the 
age of 7 years ; only one in four is likely to reach the age 
of 14, and less than one in 10 will reach 21, Moreover, 
24 of these patients died while awaiting admission to hos- 
pital. These observations of Campbell’s not only are of 
value to us in assessing the gravity and prognosis of the 
disease, bat are also of assistance to the parent in making 
their difficult decision whether to agree to submit their 
child to the dangers of an operation. 

The Place of Surgery 

Although operation on these cases carries a considerable 
risk, the risk is in most cases far less than that of leaving 
the condition untreated. Moreover, operation alone offers 
a prospect of relief, and, as will be shown later in a dis- 
cussion of the results, it offers a very good chance of 
striking and dramatic reUef. It is now fair to say that 
surgery has fully justified itself by its results. 

It is scarcely necessary to emphasize that operation in 
these cases is both difficult and dangerous. It is a type 
of surgery that is not for the lone operator. The prob- 
lems involved are so numerous and complex that team- 
work is essential if good results are to be obtained. It 
is not enough for the surgeon to acquaint himself merely 
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with the technical details of vascular anastomosis and to 
think that he can then embark upon operations with safety 
and success. Team-work is of course essential in the 
operating theatre, where in addition to the surgical and 
nursing assistants the anaesthetist plays a part of funda- 
mental importance which deserves a special tribute. Rink, 
Helliwell, and Hutton (1948) have recently published an 
account of their anaesthetic experiences. 

Even more important, however, than team-work in the 
theatre is team-work before the operation, for much must 
be done in the diagnosis and selection of the correct cases 
for operation. Although it is almost a fashion to-day to 
speak of the need for team-work, it is difficult to over- 
emphasize the need for it in the problem before us. Close, 
.co-operation with a cardiologist is self-evident ; good radio- 
logy is essential, and we are fortunate at Guy’s Hospital 
in having the valuable and whole-hearted co-operation of 
Dr. T. Hills in this ; the physiologist and clinical research 
worker can contribute much in the study and application 
of the various tests and investigations of respiratory and 
circulatory efficiency ; the anatomist and the pathologist 
are also valuable helpers. At Guy’s Hospital there is a 
body of some 15 people actively engaged in the manage- 
ment of these cases, and all play their part in the efficiency 
and success of the service. 

DIAGNOSIS AND METHODS OF INVESTIGATION 

Until recently there was little general interest in the dif- 
ferential diagnosis of cyanotic heart disease, although a 
few enthusiasts have made, invaluable studies and presenta- 
tions of these cases. Until the advent of surgery great 
accuracy in diagnosis was rather an academic refinement of 
interest to the occasional clinician, as to the pathologist. 
Once the possibility of relief by operation arises it becomes 
essential to make the diagnosis as complete as possible 
before operation so as to avoid the hopeless case and to 
recognize the ones that can be helped. Careful clinical 
assessment, aided by routine radiography, is clearly of first 
importance, and for complete accounts of the clinical presen- 
tation it is best to consult the book by Helen Taussig (1947) 
or the comprehensive article by Campbell (1948). To arrive 
at a more exact diagnosis, especially in the very difficult 
cases, it is necessary to use cardiac catheterization and 
angiocardiography, both of which afford very valuable 
information. 

The Blalock-Taussig Postulate 

In considering a case for surgery it is of fundamental 
importance to realize what one seeks to achieve by opera- 
tion. Blalock and Taussig (1945) have pointed out that the 
cyanosis is due to two things — namely, mixing of venous 
and arterial blood and an inadequate supply of blood to 
the lungs. The most important element of their contribu- 
tion is the conception of the part played by the second 
feature — an inadequate pulmonary blood flow. As a result 
of this they postulated that the cyanosis and disability 
could be relieved by improving the blood supply to the 
lungs by anastomosing a systemic artery to a pulmonary 
artery. The proof of the correctness of their postulate lies 
in the good results of their operation : cyanosis is often 
completely relieved and is always greatly lessened when 
a satisfactory anastomosis is possible ; the disability is also 
greatly relieved. As the venous-arterial shunt persists it 
may be impossible, except in the slighter cases, to relieve 
the cyanosis completely, at any rate after exercise. 

It follows from this that the most important matter to 
be considered in the assessment of a case is in regard to 


the pulmonary blood flow-; we must try to determine 
whether this is decreased or not. 

Radiography and Radioscopy 

Radiography and radioscopy are of first importance, for 
by their use it is possible at once to exclude those cases 
in which there is evidence of a plentiful or excessive blood 
flow to the lungs as shown by the degree of vascularity 
of the lung fields and visible pulsation of the pulmonary 
arteries. Atrial septal defect and perhaps Eisenmenger’s 
complex are the common examples of this ; transposition 
of the great vessels may present a similar picture. 

In contrast, a typical case of Fallot’s tetralogy has clear 
lung fields due to poor vascularity, and there is no visible 
pulsation in the hilar vessels. Careful radioscopy should 
give the necessary information, although in a doubtful case 
a direct reading of the pressure in the pulmonary artery 
will be decisive. This can be done during cardiac 
catheterization. 

Cardiac Catheterization 

A catheter passed along a vein into the right atrium can 
also be manipulated into the right ventricle and thence into 
the pulmonary artery and into its right and left branches. 
If septal defects are present the catheter may pass into 
the left atrium and then into a pulmonary vein, or from 
the right ventricle into the aorta (when the aorta is over- 
riding). Pressure readings are taken in the various posi- 
tions of the catheter, and also blood samples for estimating 
the oxygen content. In this way a great deal of valuable 
information is obtained. For instance, in pulmonary 
stenosis the pressure in the right ventricle is raised but 
that in the. pulmonary artery is very low. As mentioned 
above, in Eisenmenger’s complex the pulmonary arterial 
pressure will be high. By noting the exact level at which 
the drop in pulmonary blood pressure occurs it may be 
possible to obtain evidence concerning the site of the pul- 
monary stenosis — for example, whether it is valvular or 
infundibular. 

The information afforded by cardiac catheterization is 
essentially complementary to other, investigations and 
especially to angiocardiography. - 

Angiocardiography 

This examination is of great value, and our policy 
Guy’s is to use it on all patients unless there is a gravt 
contraindication. For instance, it is occasionally waivei 
in the case of a small child who has severe cyanosis and 
in whom it is felt that the examination involves a con- 
siderable extra risk. Otherwise we feel that, quite apart 
from the diagnostic value of the test, the anatomical infer 
mation it affords - the surgeon is indispensable and of a 
character that is otherwise revealed only by thoracotoffl! 

It is easy, by angiocardiograms, to demonstrate tbt 
presence of a right-to-left shunt, because the aorta aa. 
its branches may be opacified after two to three seconds 
simultaneously with the pulmonary arteries. Indeed, wnc. 
there is a large shunt and a severe degree of puImonaO 
stenosis most of the contrast medium passes rapidly m 
the systemic circulation and so little enters the pulmonar) 
circulation that the pulmonary arteries may be peo^- 
shown. , 

. By studying the anatomical arrangement of the gfc- 
vessels the surgeon can form an idea whether they ar 
likely to be suitable for making an anastomosis. j 
for instance,' be shown that the aorta is very high an ^ 
the subclavian artery so short that it could not be broUr* 
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down to meet the pulmonarj' artery ; in such a case the 
surgeon would know that he had to use the aorta' itself 
for the anastomosis (Potts’s operation ; Potts et al, 1946). 
It is also valuable to know if both pulmonary arteries are 
" present or whether one is absent or so small as to be useless. 

- Conversely, if there is no deficiency of the pulmonary 
'• circulation, or even an excessive blood supply, this also 
'. will be revealed by the angiocardiograms. 

SURGICAL METHODS 

“ Having satisfied the first postulates — namely,' that there 
J are a deficient blood supply to the lungs, a pulmonary 
artery to receive the blood, and a suitable systemic artery 
to provide it — it is necessary to consider the most suitable 
■ age for operation and the most suitable type of procedure, 
■j; Blalock does not recommend operation before the age 
of 2 years unless the patient's condition is so grave that 
he is unlikely to survive long without it. The drawback 
to operating on young children is that the vessels may be 
too small to allow an efficient anastomosis to be made, or 
^_the anastomosis may cease to be adequate as the child 
; ;; grows up. Our policy at Guy’s has been not to operate 
'■'much before the age of 5 years unless for special reasons, 

- This is partly because we feel that the older children on 
"'our waiting-list cannot with safety wait as long as most 

of the younger children can. The youngest child in our 
"•series was aged 2 years 11 months. Blalock also prefers 
: " not to operate on a patient over 20 years of age if possible. 
“'With this we strongly agree, for in these older patients the 
i- operative risks are far greater. The oldest patient we have 
: '-operated on successfully was aged 29 years. 

Certain general technical features of the operation need 
■‘■'brief discussion, and for a fuUer consideration I would 
advise reference to the article by Baker, Brock, Campbell, 
T and Suzman (1949). Most of the points raised introduce 
"important practical problems that should concern the 
r.; surgeon undertaking this work. 

1 1 

Blalock’s Operation or the Potts Modification 
The PoUsSenith modification of aortic-pulmonary anas- 
irtomosis has attracted enough attention to make it desirable 
to discuss its advantages and disadvantages first. It does 
not introduce a new principle, but is a technical modifica- 
tion based upon the original principles laid dovm by 
. , .Blalock and Taussig. They postulated that certain cases 
cyanotic congenital heart disease in which pulmonary 
">slenosis e.xisted could be improved by anastomosing a 
^^ysterm'c artery to a pulmonary artery in order to increase 
-.^.the blood flow to the lungs, and in their preliminary dis- 
'^^ussions mentioned the use of the aorta as a possibility in 
■^place of one of its branches. It remained for Potts and 
'J;,pis colleagues to introduce the ingenious clamp that made 
^yWs possible. There has been a tendency on the part of a 
number of surgeons to use the Potts operation because it 
dc-’seems to be quicker and easier than the Blalock operation. 
:TIt is true that Potts’s operation may be preferable in a 
•;t^3maU child in vvhom the aortic branches are too small, or 
■^ indeed in any patient in whom they are too small or too 
-r/short. Moreover, it is possible to vary the size of the 
j<'>toma at will. On the other hand, if it is possible to use 
;r^Jie subclavian artery to make an effective anastomosis it 
-:'!.vould appear to be tinjustifiable to choose deliberately to 
ase the aorta instead. It cannot be good surgery to inter- 
.. ijere with a structure of the importance of the aorta if it 
i,yian be avoided. If any mishap occurs while the subclavian 
',yvrtery is being used it should be possible to control the 
'j/Situation by ligating the artery. If trouble' occurs when 


the aorta is used it may not be possible to retrieve the 
situation. 

There would seem to be a very real danger in the size 
of the stoma that is made when aortic-pulmonary anasto- 
mosis is used ; if it is made too large a great extra strain 
is thrown on the heart. Acute pulmonary oedema may 
appear soon after the operation, or congestive heart failure 
may supervene later. I have already seen one case of 
severe congestive heart failure after the operation. 

The great advantage of the Potts operation lies in those 
cases in which the subclavian artery is too small or too 
short and in which it has been suggested that the carotid 
or innominate artery should be used. The use of the aorta 
avoids interfering with these vessels, and thus spares the 
patient the greatly increased mortality (33%) and also the 
danger of severe paralysis from cerebral ischaemia. The 
use of the carotid or innominate artery is no longer justi- 
fied in view of the high mortality and morbidity that have 
occurred. 

Autero-Iaferal or Posfcro-Iaferal Incision 

Blalock’s practice of using the antero-lateral intercostal 
incision was followed almost exclusively in our first 
50 cases, but has been departed from since then. In a very 
ill patient the antero-lateral approach may throw a smaller 
strain on the lungs and circulation than a postero-lateral. 
In general, however, the exposure provided by the antero- 
lateral intercostal incision may be rather cramped, and if 
the ribs are awkwardly shaped so as to make a high narrow 
chest the difficulties of dissection and h'gation of the highest 
branches of the subclavian artery may be extreme. In 
such cases the exposure commits one to a set of cir- 
cumstances that really constitutes faulty surgery. 

My present practice is to tise the antero-lateral approach 
only in those cases in which it may be necessary to operate 
upon the tight ventricle itself. For all other cases a postero- 
lateral incision is used, with resection of the whole length 
of the fourth rib from transverse process to costal cartilage. 
By resecting a rib instead of incising the intercostal space 
there is much less bleeding at the time and less risk of 
oozing afterwards ; post-operative pain is also lessened by 
avoiding the need for pericostal sutures. The exposure 
afforded by the long postero-lateral approach is a great 
advantage and allows a much more easy, rapid, and safe 
exposure of the vessels, and inspires the surgeon with much 
greater confidence that be has more complete conuol of 
tile situation. The performance of the actual anastomosis 
is rather easier than from the front Moreover, the postero- 
lateral incision aliow’s use of either the subclavian artery 
or the aorta according to the conditions found. I have 
even, on one occasion, performed a direct operation on the 
right ventricle through a postero-lateral incision, but it is 
unusual to be able to do this with ease and safety , an 
anterior incision is preferable. 

Right or Left Side 

Blalock’s earlier recommendation was to use the side 
opposite to the aortic arch in aU but adults or patients in 
the later teens— that is, when the aorta is left-sided a right- 
sided incision should be made. This is in order to use the 
subclavian artery as it arises from the innominate artery , 
when turned down it forms an easy T-junction "with the 
parent trunk, whereas if the subclavian artery is used as it 
arises from the aorta it may' be kinked and fiattened. In bis 
latest paper Blalock (1948) states that he uses the right 
side (when the aorta is left-sided) in all patients between 
the ages of 2 and 12, but prefers the left approach in 
children under 2 and in patients over 12 who have attained 
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most of their growth or who are more than 5 feet 
(1,52 metres) in height. 

After using the right-sided approach in nearly 50 cases 
I have abandoned it except in exceptional circumstances. 
In spite of increased familiarity and experience with the 
operation the dissection of the systemic artery on the right 
side may be extremely difScult, not a little dangerous, and 
certainly very exacting ; especially so when the superior 
vena cava is large and dilated. If the innominate artery 
branches high up, the subclavian may be too short to reach 
the pulmonary .artery ; hence an anastomosis is possible 
only if the carotid artery is divided or the innominate 
artery is used. As already mentioned, this is no longer 
considered justifiable. , 

Another disadvantage of the right-sided approach is that 
it does not permit a proper examination of the heart and 
origin of the pulmonary artery and aorta in order to make 
as complete a diagnosis as possible. When the left side is 
used for the approach a very thorough examination can 
be made if the pericardium is opened. 

In no case that I have so far done from the left side 
has the subclavian artery been so kinked or flattened that 
it jeopardizes the efficiency of the anastomosis. In any case 
in which the artery is found to be too short tQ use without 
tension, kinking, and flattening I either employ direct 
end-to-end anastomosis between the subclavian artery and 
the pulmonary artery or use the Potts operation of 
aortic-pulmonary anastoitiosis. 

Post-operative Haemorrhage 

We have found that there is a great tendency for bleeding 
to occur into the chest after operation in older patients 
Who are severely cyanosed and polycythaemic and in 
younger patients with complete pulmonary atresia who 
have been submitted to exploration. This tendency is 
extremely dangerous, and severe bleeding occurs even 
after every care has been taken with haemostasis. The 
patients may appear to be progressing satisfactorily, and 
then collapse and die within a few minutes. The condition 
is insidious and rapid in its development. The best safe- 
guard is the use of an intercostal drain which enables the 
bleeding to be recognized early and spares the patient the 
cumulative mechanical effects of the haemothorax. Even 
frequent examinations and radiography may , not prevent 
rapid deterioration, especially during the night hours. 

In the average young patient we have not, until recently, 
used a drainage-tube, because usually one or two aspira- 
tions are all that is needed and often aspiration is never 
wanted. However, our 99th patient, a boy' of 7 years in 
whom operation was straightforward, died suddenly six 
hours later from the same cause ; we therefore now make 
it a rule to drain every case. 

These operations can be difficult and very exacting, 
demanding all one’s patience, skill, and endurance ; they 
may be made more anxious by deterioration of the patient’s 
general condition. Nevertheless, we have found that it is 
best to press on quietly even when things seem almost 
desperate, and not to give up until it becomes quite clear 
that success is impossible. This applies not only to anatomi- 
cal difficulties but to physiological ones as well. On several 
occasions the anaesthetist has reported the patient’s con- 
dition as very grave, and the temptation to abandon the 
operation has been great. In almost all of these cases 
continuance with the operation after a short wait has been 
rewarded by final success. 

The most striking example of the soundness of this policy 
came in the case of a very ill child of 5, who was deeply 


cyanosed, with severe recurrent pain in the chest even when 
resting in bed ; she was incapable of any activity at all. 
During induction of anaesthesia her .breathing stopped, and 
her heart also. The heart’s action was restored after intra- 
cardiac injection of adrenaline. Spontaneous respiration did 
not return for over 40 minutes. Her condition was of course 
desperate. At the end of an hour her condition had begun to 
improve and it was decided to proceed with the operation. This 
was completed rvith success. The child made an . excellent 
recovery and has continued to do well ; she walks and runs 
about easily, a thing she was quite unable to do before. , 

Resalts 

Id his latest paper Blalock (1948) reports 610 cas'es 
treated by operation in which the overall mortality was 
17%. The mortality ranged from 9% when the subclavian • 
artery was used to 33% with the carotid or innominate. 
In the first 50 cases from Guy’s (Baker, Brock, Campbell, 
and Suzman, 1949) seven deaths occurred, a mortality of 
14%. The total number of cases in which the Blalock 
or Potts operation has been done or attempted at Guy’s 
is now 83, and 13 of these patients died— a mortality of 
15.5%. Among these 83 were tnany severely ill patients 
who were very poor risks ; also included were a number 
in the late teens and the twenties. 

Blalock states that the result was excellent in about 75% 
of his cases. The first 50 of our cases have been carefully 
followed and assessed by Campbell, who states that, in 
addition to the seven who died, in three there was ho 
improvement and in four the result was only “ fair.” “ This 
leaves 33 (66%) in which the result was almost perfect. 
The patients’ capacity was enormously increased, up to 
walking several miles instead of a few hundred yards, or 
getting about all day instead of being an invalid mainly in 
the house. To the parents the improvement seemed almost 
miraculous.” 

The results in the good cases are indeed strikingly drama- 
tic ; in addition to the banishment of disability the cyanosis 
is usually changed to a good normal pink, although in some 
a mild cyanosis remains or can be noticed after exercise. 
It should be realized that the right-to-left shunt persists, 
and so it is not surprising that some degree of cyanosis 
may remain in the more severe cases, especially after 
exercise. 

It would be possible to cite case after case of really 
dramatic improvement in the amount of activity possible. 
A typical case may be mentioned of a boy of 14 years who 
could walk only, some 20 yards before becoming distressed 
and squatting down. Within a few months of operation he 
was able to walk several miles, could ride a horse, was 
learning to ride a motor-cycle, and is hoping to become 
a dirt-track rider. 

It is a regular and rather heartening experience to receive 
letters from parents who state that they feel they must write 
and say what a joy and relief it is for them to watch their 
child setting off happily to school or' playing with other 
children without distress, whereas before the operation such 
activities were quite impossible. In not a few cases a 
steady deterioration with increasingly frequent attacks of 
deep cyanosis and unconsciousness and the probability of^ 
death within a few months has been changed for apparent 
good health with no cyanosis or disability and complete 
cessation of the alarming attacks. 

DIRECT ATTACK UPON THE STENOSIS 

Although the Blalock-Taussig operation is brilliant in 
its conception and results, it has certain possible disadvan- 
tages, at any rate in theory'. It is, in effect, a short- 
circuiting operation in which an obstruction is by-passed, 
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and in this respect is comparable in the soundness of its 
conception and the excellence of its results to the other 
classic short<ircuiting operations in surgery such as gastro- 
jejunostomy for pyloric obstruction. 

It differs from these operations, however, in that by 
creating an arteriovenous leak it actually imposes a new 
burden upon the body ; in effect it gives the patient an 
artifidal ductus arteriosus, a condition which, when it 
occurs naturally, we prefer to treat by operative closure. 

On the other hand, there can be little doubt that in 
many cases this is the lesser of two evils, and, as Blalock 
and Taussig themselves say, there is no justification for 
letting a patient suffer and die from anoxaemia to-day just 
because he may develop trouble from his artificial ductus 
arteriosus in later years. Moreover, they suggest that in 
the presence of the interventricular septal defect and the 
os'erriding aorta the arteriovenous leak may not have the 
same significance as in an otherwise normal heart. 

Whatever the answer to that question is, and time alone 
can tell, it is certain that surgery is not static, and that we 
must try to assess the feasibility and efficacy of direct opera- 
tions upon the pulmonary stenosis in an attempt to relieve 
it. When one contemplates the small hole through which 
all the blood to the lungs must pass, whether the obstruc- 
tion be at the pulmonary valves or lower down, it seems 
as if surgery should be able to offer relief to this mechanical 
obstruction. 

Valvular Stenosis 

In its simplest form the pulmonary stenosis may consist 
of a pure valvular stenosis with no interventricular septal 
defect, a condition that can be recognized clinically and 
can be confirmed by appropriate investigations. In most 
of these cases cyanosis is absent or slight in early life and 
appears later, usually during the teens ; this is probably 
due to the effects of an increasing obstruction which in 
the presence of a patent foramen ovale causes a right-to- 
left atrial shunt to develop. In this type of stenosis it is 
certain that Blalock’s operation is wrong, because it merely 
imposes an extra strain on the left ventricle and does 
nothing to relieve the strain on the right ventricle. 

In a certain number of cases of Fallot’s tetralogy’ (the 
exact proportion as yet being unassessed) the stenosis is 
also valvular in type. 

The correct treatment for this condition is relief of the 
valvular obstruction by valvulotomy, an operation which 
I recorded a year ago ^rock, 1948) and which I have per- 
formed with success in five cases. In one of these not 
enough time has elapsed to assess the final result, although 
so far it would appear to -be good ; in two the result is 
moderately satisfactory and in two it is excellent. The 
valve is divided by inserting a special vahmlotome through 
the wall of the right ventricle and passing it up into the 
pulmonary artery ; haemorrhage from the heart is controlled 
by two rows of interlocking mattress sutures. 

The actual valvulotomy is formidable, perhaps alarm- 
ingly so, but is not technically very difficult. The difficulties 
in the way of successful operation lie in the liability of 
the heart to fail quite suddenly soon after the chest is opened 
or as soon as it is touched. This is probably directly due 
to the extremely small size of the pulmonary outlet ; while 
the heart is beating efficiently the circulation is maintained, 
.after a fashion, but as soon as any fall in peripheral pres- 
sure occurs, with a corresponding fall in cardiac output, 
too little blood passes through the pinhole valve orifice 
to maintain the circulation. The coronary circulation 
suffers ;'.the heart’s action deteriorates further and soon 
ceases altogether. 


Pulmonary valvulotomy was attempted in 10 cases, but 
in three the heart failed soon after the chest was opened 
and all three patients died. In the last of these three, as it 
was clear that the heart was making no response to all 
efforts at resuscitation, valvulotomy was performed in order 
to relieve the strain on the right ventricle and to enable 
blood to pass to the lungs. The effect w'as dramatic, for 
the heart at once revived and its powerful action was fully 
restored. Unfortunately the circulation had been arrested 
too long for the brain to have escaped injury, and, although 
the blood pressure was well maintain^, death occurred 
six hours later from cerebral damage. From my experience 
with these three cases I am convinced that when a pul- 
monary valvulotomy is planned one must be prepared for 
the heart to fail soon after it is exposed, and if this occurs 
it is essential to perform valvulotomy at once and then to 
concentrate on reviving the heart ; for unless this is done 
the heart is not likely to respond at all, or not before 
fatal cerebral damage has occurred. 

Of the remaining two deaths, one occurred on the table 
from heart failure after the valve had been divided, but 
it was a badly chosen case of a woman in the twenties with 
a rigid calcified valve ; the other patient (a woman aged 27) 
died from a haemothorax some hours after operation. 

One of the patients in whom the result is classed as 
excellent is one of the three cases previously reported 
(Brock, 1948 ; Case H 107, Case 2). This patient, a girl 
aged 11, is a normal colour and leads a normal life. One 
other of the successful cases is worthy of special mention. 


The patient, a married woman aged 26 (Ref, No. 0207), was 
deeply cyanosed and could walk only a few yards ; her cona- 
tion Stas deteriorating rapidly and she obviously had little 
time to live unless something could be done to help her. She 
was even unable to eat an adequate amount of food because 
of the severe dyspnoea that followed a meal. All her symptoms 
have been relieved ; she is an excellent colour and pleads a 
normal life ; she has gained over a stone in weight since her 
operation in December last. Also significant is the fact that 
although she had been married for several years and watited 
children she bad never conceived. Although warned against 
an early precnancy, she has become pregnant. In view of her 
good general condition the pregnancy is being allowed to 
continue. It will indeed be gratifying if she is safely delivered 
of a live child. 


Infnndibnlar Stenosis 

Although valvular stenosis does occur iu FaUot's tetralogy 
t is certain that infundibular stenosis is more common, 
md the more cases one sees and operates upon the clearer 
t becomes that if direct relief of the obstruction is to be 
It all widely applicable to these cases it must mclude direct 
ittack upon the infundibular stenosis ttself. This is, of 
:oursc, a far more complicated matter than relief of a 
.’alvular stenosis by valvulotomy, since it involves resKtion 
,f a portion of the actual waU of the active ventricular 
nuscle and not simple division of a narrowed valve at the 
:xit of the ventricle: it has been said that even if it were 
jossible to operate upon the infundibular obstruction it 
vould probably recur after the operation. It has also been 
.ugeesled that since we have such an effective procedure as 
he Blalock-Taussig operation it is scarcely justifiable to 
imbark upon a more elaborate intracardiac one. 

It has already been pointed out that surgery is not static 
ind therefore the feasibility and efficacy of direct teutl 
)f the infundibular stenosis must be considered carefuUy 
ind critical^’. A moment’s reflection shows that if it were 
jossible to relieve this infundibular stenosis it would be far 
letter than short-circuiting it as in Blalock s operation, 
fhe obstruction would then be relieved directly and no 
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new strain would be thrown upon the heart by the creation 
of the artificial ductus arteriosus. 

Moreover, another important advantage would be con- 
ferred by the operation. In Fallot’s tetralogy the cyanosis 
and disability are due to two things — the pulmonary stenosis 
which allows too little blood to go to the lungs, and the 
septal defect with an overriding aorta which allows a mixing 
of venous with arterial blood. The Blalock operation 
increases the blood supply to the lungs but does not relieve 
the rlght-to-left intracardiac shunt (except in so far that it 
pays back into the pulmonary circulation imperfectly 
oxygenated blood that has failed to enter the pulmonary 
artery and has passed into the aorta). I wish to empha- 
size that these two factors are to a great extent interrelated, 
a fact to which insufficient attention has been given. 

If the degree of pulmonary stenosis is severe, the blood, 
in ventricular systole, cannot pass quickly enough into 
the pulmonary artery and must be diverted into the over- 
riding aorta ; if the degree of pulmonary stenosis is slight, 
a far greater portion of the blood ejected during ventricular 
systole can pass into the pulmonary artery and a corre- 
spondingly smaller amount passes into the aorta (Fig. 1). 



Fig. 1. — Diagrams illustrating the importance of the 
■ pulmonary stenosis in determining the anjount of 

ngnt-to-left shunting that occurs in the presence of an 
overriding aorta. In a there is complete pulmonary 
atresia, and all the blood passes into the aorta. In b 
ui'* i* degree of pulmonary stenosis and most of 
in „,i ■ u Z™™ ,^he right ventricle enters the aorta. In c, 
n Winch the pulmonary stenosis is less or has been relieved 
t’lood cnters the pulmonary artery and 
XchTn ‘he aorta. In d. in 

vcntrir-Iiinr P'l PP'^onary stenosis and only a small inter- 
Ncntncular septal defect, there is no appreciable mixing. 


ature itself provides us with instances of the two extremes : 
nnnn “T example of complete pul- 

right 

.’ented IF n 1 f.*" briery is completely pre- 

(Fig. la) , on tjjg other hand we have pure inter- 

t maiadie de Roger ), m which no apparent right-to-left 

» bo “rrid'S 

Complete pulmonary atresia, if we imagine 
^ small lumen to the pulmonary artery, 
instead of all the blood passing through the right-to-left 


shunt some could pass into the pulmonary arteries. Con- 
versely, if we imagine a pulmonary stenosis supervening in 
the “maiadie de Roger,” it is clear that a proportion of 
the blood normally ejected by the right ventricle into the 
pulmonary artery would pass through the septal defect, 
the exact amount being directly proportional to the degree 
of the pulmonary stenosis ; if the pulmonary arterj' were 
narrowed down to complete obliteration the only exit for 
the right ventricular blood would be through the septal 
defect and thence into the aorta. 

It is not unreasonable to assume that in Fallot’s tetra- 
logy there is a similar correlation between the severity of 
the pulmonary stenosis and the severity of the right-to-left 
shunt. As the years pass by, the stenosed channel becomes 
more rigid, warty vegetations appear, and the lumen is 
further diminished. As the passage to the lungs becomes 
more difficult, correspondingly more blood escapes into the 
systemic circulation, and cyanosis and disability become 
worse. The pulmonary obstruction functions rather like 
the sluice-gates of a river, regulating the amount of flow 
that occurs in the main stream or is diverted to a side 
stream. The effect of direct operation upon the pulmonary 
stenosis and of relieving the obstruction to the outflow of 
the right ventricle will be not only to increase the amount 
of blood going to the lungs but to lessen the amount passing 
through the shunt and causing venous arterial mixing 
(Fig. Ic). 

The same mechanism is seen, although it functions in a 
more roundabout manner, in pulmonary valvular stenosis 
without an interventricular septal defect but with a patent 
foramen ovale. There may be little or no cyanosis in early 
life, but as the stenosis becomes more severe the pressure 
behind the obstruction rises and the effect is eventually felt 
on the right atrium, with consequent passage of blood from 
right to left through the interatrial septum. By dividing 
the stenosed pulmonary valve one not only allows more 
blood to go to the lungs but the back-pressure effect is also 
relieved and the interatrial right-to-left shunt is corrected. 
The cyanosis and disability are thus relieved by a dual 
mechanism. 

This correlation between the degree of the pulmonary 
stenosis and the amount of right-to-left shunt appears also 
to offer a very reasonable explanation for the severe attacks 
of cyanosis, often with loss of consciousness, that are apt 
to afflict these’ patients. They occur with slight exercise or 
even when the patient is at rest. Although in older patients 
the walls of the stenosed infundibular canal may become 
very fibrous and rigid, in most patients, and certainly in 
young children, there is much more muscle than fibrous 
tissue surrounding the narrowed channel. One of the 
functions of muscle, in addition to that of contraction, is 
to exhibit tonus, and this tonus can vary. It is not improb- 
able that variation of tonus of the encircling muscle may 
affect the functional lumen of the already narrowed 
infundibular channel, diminishing further the blood flow 
to the lungs and also causing more blood to be diverted 
into the systemic circulation through the intracardiac shunt. 

This concept of variations in the tonus of cardiac muscle 
resulting in corre.sponding variations in the distribution of 
blood through the various anomalous channels, even though 
largely theoretical, provides a satisfactory explanation for 
the dramatic variations in the patient’s cyanosis and general 
condition. It is, in fact, difficult to picture a more satis- 
factory explanation. Moreover, in ffie heart of Fallot’s 
tetralogy,, as the cardiac output increases with exercise, the 
narrowed pulmonary canal is too small to take advantage 
of the greatly, increased blood flow, most of which is 
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inevitably diverted into the systemic circulation, thus 
rapidly increasing the cyanosis and disability. 

If these arguments are true it follows that by a direct 
operation on the stenosis, which reiieves the obstruction to 
the blood flow to the lungs, we increase the flow of blood 
to the lungs and at the same time diminish the escape of 
\enous blood into the systemic circulation through the intra- 
cardiac shunt. During exercise the pulmonary circulation 
is further able to avail itself of the increased cardiac out- 
put. The procedure, therefore, would appear to be superior 
to a simple short-circuiting operation that neither relieves 
the obstruction nor lessens the shunt. The only way to 
stop the venous-arterial shunt completely would be to close 
the interventricular septal defect and correct the overriding 
of the aorta. It would seem very difficult to achieve both 
these things by operation ; at present we can only hope 
to lessen the degree of the shunting by opening up the 
pulmonary channel. 

Observation of the types of patient presenflng themselves 
for treatment has impressed me that it is possible to separate 
out two rather rough groups. Not all patients fall into 
these two groups ; some are intermediate, but they do reveal 
two extremes. In one group are the very blue and disabled 
patients, in particular the younger children with severe 
heart lesions ; the other group is composed of older 
patients, in the middle or late teens, who have less cyanosis 
and disability and are often bright and intelligent, have 
done well at school, and are held back by their cardiac con- 
dition. In the first group it is of first importance to save 
life. Most of the patients in it are threatened with an early 
death unless they are relieved in some way by operation ; 
they are quite unable to make any use of educational facili- 
ties and are unlikely to become useful citizens. Nobody 
can question the justification for using the Blalock-Tau^ig 
operation to relieve these patients ; the operation is life- 
saving and confers great benefits in the relief of severe 
disability. 

I am always more worried about the use of the Blalock- 
Taussig operation in the second group — ^not because it will 
not lessen cyanosis and disability and enable the patient to 
make full use of his educational and mental attainments, 
but because of the uncertainty of the later prognosis 
attached to the artificial ductus arteriosus. It is for this 
reason that 1 have always felt a lurking doubt when viewing 
the present good result after a Blalock’s operation on these 
patients. It would be so much more satisfacto^ if there 
was not in the background the uncertainty that in another 
five to ten years serious effects of the artificial ductus 
arteriosus will appear. It would be much better if one 
could feel that a bright and intelligent boy or girl of 10-18 
could be spared this doubtful future. 

By direct operation on and relief of the obstruction in the 
pulmonary channel one might be able to achieve this, and 
I feel that this provides another powerful argument m 
favour of operative relief of the infundibular stenosis , 
certainly so in the older and less disabled group, but by no 
means excluding the more severe or most severe cases. 

If these arguments are correct the advantages of direct 
operation upon the infundibular stenosis are mai^est. lam 
happy to be able to state that "the operation is certamy 
, possible, because I have already performed it successmUy 
in five cases.„ It is as yet too early to know whether there 
will be a tendency for the stenosis to recur, but up to now 
there seems to be progressive improvement rather thm 
regression with the passage of months. "Die newly made 
wider channel seems to be progressively increased by the 
improved circulation ; it is of course possible that the 


passage of years may tell a different story, but so far the 
results have been extremely encouraging. 

The development of an operation of this sort must be 
based, among other things, on a clear conception of the 
surgical and pathological anatomy of the condition. A 
complete description of this is impossible here and must 
be dealt with in a separate report. It must suffice to say 
that there are considerable variations in the position and 
character of the stenosis, which may be placed a short 


distance below the 
pulmonary valves or 
as much as several 
centimetres lower 
down in the ven- 
tricle. Fig. 2 shows 

dia grammatically 
the position and 
form of most of the 
usual types ; and 
Fig. 3 shows two 
types similar to those 
in Figs. 2c and 2d 
but with a muscular 
outer wall to the 
infundibular cham- 
ber. Especially im- 
portant is the variety 
seen in Fig. 2d, in 
which the stenosis is 
situated low in the 
ventricle and there 
is a large infundi- 
bular chamber sepa- 
rated from the main 
ventricular chamber 
by a small ostium. 

This type is usually 
easily recognized 
radiologically before 
operation by a well- 
marked convex pro- 
jection on the left 
border of the heart 
shadow just below 
the pulmonary 
artery : it is thrown 
into greater promin- 
ence in the right 
anterior oblique 
view, and the cham- 
ber itself is clearly 
demonstrated by 



Fio 2.— Diagrams jUustrating cenain 
forms of the commoner typ^ of mta- 
dibular stenosis. In a there _ts a 
degree of pulmonary b>T30Flasia_ with a 


bicuspid valve and stenosis lying 
below the valve in a ni^ow tnuscalar 


channel. In b, the commonest Ope, 
there is a high infundibular stenosis, in 
c there is a small inftmdibular chamr^ 


C UJCI& ia *3. — 

with a very thm fibrous waU. In . 
the thin-walled infundibular chamber is 



Fig. 3.— These two types af' 
those shown in Fins. ^ 
that the outer wall of the mfL..dibuI-r 
chamber is muscular. 


an^wdio'^W- In recognition, and 

the^ considerable clearance below_ the 7^*'“ 


the consiaerdDic — * - 

afforded for operative manipulations, tha wws 
chosen for the first resections. TOis 
inserting a special punch through an incision “ 
the right ventricle below the stneture. In some ^ 

Sger has been passed into the heart, both to eiramine &e 
fficil state of affairs more exactly and to dilate *be 

pulmonary canal. In one case finger ddatation all that 
was done and a sood result followed. 

A complete clinical account of the five successful rases 
ni ^.icpwhere in conjunction with Dr. Maun„e 


will be given elsewhere in conjunction with Dr. Maun.e 

In^addition to these five successful cases there 
patient who died. This was a very' bJus^voann aged 5 
who like aU these pauents over the age of 20, w-s an 
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extremely bad risk; an operative diagnosis of a valvular 
stenosis was made and a valvulotome was passed, although 
as soon as it was introduced it became clear that a more 
complicated condition existed. She died, and post-mortem 
examination revealed an infundibular stenosis situated just 
below {he valves. Although not strictly an example of 
infundibular resection, it was felt that this fatal case should 
be included in the series. 

Comment upon Direct Cardiac Operation 
These direct operations upon the heart involve consider- 
able anxiety, and many difficult and complex problems 
arise. This is not surprising, as they constitute virtually an 
entirely new field of surgical endeavour. Even more than 
in the case of the Blalock-Taussig operation they are 
definitely not for the lone operator, but demand the work 
and attention of an enthusiastic, loyal, and courageous 
team. Quite apart from the technical details of the actual 
operation upon the heart itself, there are the abstruse prob- 
lems that arise in connexion with the avoidance or treat- 
ment of cardiac arrest or of the various severe arrhythmias 
that may occur during the operation ; in addition there is 
the ever-present danger of temporary or permanent damage 
to the brain occurring as a result of arrest of, or interfer- 
ence with, the cerebral circulation. The various problems 
are being elucidated, and answers to them are being sought 
and found ; progress is being made all the time, and we 
hope that the final results will justify the efforts. It is 
certain that by this means alone can we settle the question 
of the feasibility or otherwise of direct operations upon the 
heart for the relief of pulmonary stenosis. 

It has been suggested that all this hard, anxious, and 
difficult work is scarcely justified for patients with con- 
genital cyanotic heart disease, since so many of them are 
poor lives in any case and do not merit the effort. Morally, 
of course, this attitude is quite indefensible, but apart from 
this it must be emphasized that, the issue is a far larger one 
and should be recognized as such. Although at present 
most of our efforts are being directed towards the surgical 
relief of congenital heart abnormalities, there is also the 
much vaster and more important field of the acquired heart 
lesions. Up to now very little has been achieved in their 
surgical relief, but the knowledge and experience gained by 
direct cardiac surgery for the congenital cases must help 
the development of successful operations for acquired heart 
lesions. We have, in fact, already at Guy’s one successful, 
case of the operative relief of post-rheumatic mitral 
stenosis. 

Both these operations upon the heart itself and the indirect 
operations of the Blalock-Taussig type are tiring and 
anxious procedures, involving much care, responsibility, and 
hard work. Fortunately they have their happier side, and 
we are in large part recompensed for the long and difficult 
hours by seeing the almost miraculous change in the 
children themselves and in witnessing the joy and relief of 
the parents when they see their children running about 
happily and wthout effort like other children. 
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SOME ASPECTS OF POLIOMYELITIS 
IN NEW ZEALAND 

BY 

J. E, CAUGHEY, M.D.N.Z., F.R.C.P., P.R.A.C.P. 

{From the Auckland Hospital) 

From the study of poliomyelitis in different parts of the 
world it seems apparent that the clinical picture of the 
disease varies from country to country and from time to 
tirne in a given locality. The occasional case of endemic 
poliomyelitis with a minimal prodromal illness, and sudden 
onset of paralysis, as is common in the United Kingdom, is 
poles apart from the type of case which occurs in epidemic 
form in New Zealand, where there is a high mortality and 
the prodromal illness is often an acute influenza-like affair 
with marked muscle spasm. As a result, concepts of the 
disease and methods of treatment in the U.K. and those of 
New Zealand and the North American continent are widely 
divergent, and we have the paradox of skilled observers 
in the U.K. stating that they have never seen muscle tight- 
ness in poliomyelitis, whereas competent observers in other 
countries aver that muscle tightness occurs in every patient 
with poliomyelitis. Treatment has varied accordingly. 

In the United Kingdom in the past, apart from occas- 
sional minor epidernics, the disease has been endemic, but 
ther6 has been a rising incidence in the last two years, 
and it seems probable that poliomyelitis may be about to 
shed its cloak of endemicity and appear in full-dress 
epidemic form. Whether such a change is a result of a 
rising virulence or. is due to the advent of a new strain 
of poliomyelitis is not yet apparent, but if severe epidemic 
poliomyelitis does occur in the U.K. it seems probable 
that the clinical pictine will be different from what it has 
been in the past. In view of this it might be of value to 
place on record some aspects of an epidemic of polio- 
myelitis which occurred recently in New Zealand, where 
poliomyelitis has been endemic since 1887 but where in 
addition there have been major epidemics at regular 
intervals, as in 1916, 1925, 1937, and 1948 (Department of 
Health, New Zealand, 1938). 

The New Zealand Epidemics 

Seasonal Incidence . — In the recent epidemic in Auckland 
(population 354,000), 250 patients were admitted between 
.November, 1947, and September, 1948 (Hughes, 1949), and 
thereafter occasional cases occurred up till April, 1949. 

■ The onset and main intensity of the epidemic occurred in 
the summer, in the first three months of the outbreak. 
Thereafter the epidemic smouldered for 14 months. 
Previous epidemics in New Zealand have occurred in the 
summer months, whereas in an epidemic among New 
Zealand troops in Egypt (Caughey and Porteous, 1946) the 
incidence was highest in the months of January and April, 
unlike that of other epidemics in the Northern Hemisphere, 
which tend to fall in the summer months, between July and 
October. 

Age Incidence . — ^The 250 patients admitted comprised 188 
children and 62 adults. A study of the age incidence of 
notified cases in this and previous epidemics (Table I) shows 
a steady increase in the incidence of patients over 16 years 
and a fall in the 0-5 age group, in keeping with the 
definite shift to the higher age groups noted in the polio-' 
myelitis statistics of New York City and elsewhere. 



Aug. 20, 1949 


SOME ASPECTS OF POLIOMYELITIS IN NEW ZEALAND 


BxmsH 

Medical Jouh-val 


•407 


Table I . — Age Incidence in New Zealand Epidenties 


Ase 

(Years) 

191G 1 

1924-5 j 

1 1936-7 

: 1947-8 

1 

Cases I 


Cases 

! 1 

I Cases j 

f « 

Cases j 

% 

0-5 .. 1 

200 

59-3 1 

641 

55*3 1 

! 245 

27-3 i 

I S6 1 

34-4 

6-10 .. 1 

65 

19-3 ! 

273 

23-6 I 

291 ' 

32-5 

! 70 I 

2S4) 

II-IS .. ' 

27 

8-0 

115 

9*9 

, 177 i 

19-S ! 

: 32 1 

12-8 

16 -f- (adult) 

.s 

13-3 

130 

11-3 

i 209 , 

i ! 

20-4 ; 

1 62 

24-8 


Age and Severity of the Disease. — Study of Table 11 shows 
that the severity of the disease was greater and the mortality 
rate higher in the older age groups, while the morbidity 
rate was higher among the younger age groups. 


Table II. — der Groups 


Years: 

Under I 

i .-5 

; 6-10 1 

11-15 

16- 

No. of patients .. ! 

1 6 

80 

! ™ 1 

32 

62 

Deaths j 

0 

1 0 


2 

9 

mortality 

0 

0 

i 

i 1 

1 

14 5 


Contact Cases and Multiple Cases. — For the correct 
assessment of “ multiple ” cases consideration must be 
taken of mild poliomyelitis (stage 1), but it is of interest 
to note that of those cases regarded as severe enough for 
admission to hospital 16 came from seven families. A 
nurse and a medical officer who were working in direct 
contact with patients developed the disease, and 17% of the 
patients admitted were known to have had contact with 
positive cases. 

Severity of Disease in Relation to Onset of the Epidemic. 
— During the first three months of the epidemic the cases 
were more severe, with a more acute onset, greater febrile 
disturbance, marked muscle spasm, and more paresis. The 
incidence of respiratory paralysis and bulbar palsy was 
higher, as was the mortality rate, 10 out of the 12 deaths 
occurring in the first two and a half months of the epidemic. 
Thereafter the severity of the cases steadily declined, many 
presenting with a mild upset with muscle stiffness, and often 
with a normal spinal fluid. 

Portal of Entry. — Interest in tonsillectomy as a possible 
portal of entry for poliomyelitis was stimulated by the 
report by Francis et al. (1932) of a family of five children 
in Ohio who all had tonsillectomy performed on the same 
day. All developed poliomyelitis a few days later and three 
died. From the outset of the epidemic in Auckland the 
local health authorities and doctors advised against tonsil- 
lectomy and nasal operations while the epidemic was raging. 
The first 125 patients admitted were studied with this matter 
in mind, and in no case could recent tonsillectomy be held 
to be a factor in the development of the disease. One 
patient had undergone a nasal operation several days before 
the onset of the disease, and one patient had had a tooth 
extracted tw'o weeks before admission. 

Clinical Manifestations 

The clinical picture of acute poliomyelitis in the past has 
been divided into a pre-paralytic and a paralytic stage or 
into “ abortive ” and paralytic poliomyelitis. In this study 
we have found it convenient to regard the disease as 
developing in three stages: stage 1, a stage of “minor 
illness ” ; stage 2, a stage with evidence of muscle spasm, 
with or without changes in the spinal fluid 1 and stage 3, 
in which the disease has progressed to defim'te paresis. 

Stage I : "Stage of Invasion" ; "Minor Illness ’ of 
Poliomyelitis; "Abortive" Poliomyelitis. — ^During the 
epidemic a large number of adults and children presented 


with evidence of a minor febrile upset lasting two or three 
days and then settling without residual upset. Paul, 
Salinger, and Trask (1932) investigated a group of these 
patients among household contacts of cases of undoubted 
poliomyelitis and studied comparable control homes. They 
found a high incidence of so-called “ minor illness " in the 
positives as compared with the contacts, and in comparable 
communities the incidence of “ minor illness ” was six times 
more common where poliomyelitis cases were occurring. 
The “ minor illness ” took one of two forms — acute febrile 
illness with sore throat, headache, and vomiting, settling 
after 24 to 36 hours, or mild upsets referable to the upper 
respiratory or the gastro-intestinal tract, with “ cold “ or 
diarrhoea. An investigation was carried out on 12 of these 
patients, and in two the diagnosis of poliomyelitis was 
established by monkey inoculation of nasopharyngeal 
material. 

In the New Zealand epidemic Thompson (1948) carried 
out a careful investigation to discover how the epidemic 
started and how much minor illness related to the polio- 
myelitis had occurred (a) among household contacts, (b) in 
other persons residing in the same neighbourhood, and (c) in 
those parts of the urban area least affected by the epidemic. 
The investigation showed that the epidemic was preceded 
and accompanied by a large number of cases of “ minor 
illness ’’ of varying severity characterized by fever, head- 
ache, sore throat, vomiting, and diarrhoea. The ratio of 
this suspect minor illness to positive cases was very high— 
300 to 1. These patients were seldom admitted to hospital. 
They presented with an illness more or less characteristic 
but not specific. Most of them were probably suffering 
from stage 1 poliomyelitis. 

Stage 2 ; " Pre-paralytic Poliomyelitis " ; " Abortive Polio- 
myelitis."— Of the first 224 patients admitted to hospital 
1 14 were in stage 2 and had had the “ minor illness “ of 
stage 1, but in addition they had developed pain and stiff- 
ness of muscles of the limbs and back and showed evidence 
of muscle spasm but no paresis. In the earh'er days of the 
epidemic this type of patient usually had changes in the 
spinal fluid, but in the later months many stage 2 patients 
had a normal spinal fluid. 

Stage 3 : Paralytic Poliomyelitis. — Of the first 224 patients 
admitted 110 had evidence of paresis — 76 moderately severe 
and 34 severe, 12 of whom died. 

Signs and Symptoms 

Headache.— Headache was a common presenting 
symptom. In a previous epidemic among New Zealand 
troops in Egypt (Caughey and Porteous, 1946) headache 
occurred in 39 out of 40 patients. In the present epid-mic 
45.4% of the patients complained of headache, which vvas 
usually throbbing in character and generalized or frontal 
in situation ) but the series contained a large number of 
children below 5 years old, which made accurate record- 
taking on this point difficult. In some, headache first 
appeared three days after the onset, and might have been 
connected with the invasion of the central nervous system. 
Vomiting accompanied the headache in 17.4%. 

fever. — A studv of the temperature charts of 115 patients 
(31 adults and 84 children) shows that, in general, the tem- 
perature range was highest in cases in which death or severe 
paralysis occurred (Table HI). 

Most of the patients had been ill for a number of days 
before admission, making estimation of the duration of 
fever difficult. The duration of fever after admission 
tended to be longer in those with severe paralysis than in 
those with slight or no paresis. 
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Table 111.— -Height of fever and Relation to Mortality and Severity 
of Paralysis (115 Patients) 


1 

1 

1 

Cases ; 

Kange Max. T. 

Av. Max. 

In Hosp.j 

Total 

Adults (31): 

Fatal cases . . , 

5 1 

10I-4-104-6'’F. 

103-1° F. 

2 I 

4 

Severe . . 

13 ! 

(38-55-40'3'’ C.) 
SS-IOS^” P. 

(39-5° C.) 
101-8° F. 

1 

5‘5 

8-5 

MUd „ .. j 

7 

(37-2-39-7° C.) 
SS ^-tOS” F. 

(38-8° C.) 
100-1° F. 

4-5 

7 - 

Nou-paralytic | 

6 

(36-9-39-4° C.) 
98-6-]05°R 

I (37-85° C.) 

! 102-6° F. 

3 

5-5 

Children (84) : 

Fatal cases . . | 

3 

; (37-40'6°C,) 

lOZ-KM-Z” F. 

(39-2° C.) 

103-1° F. 

3 

4 

Severe „ . . ! 

1 

24 ! 

(3g-9-401° C.) 
IQO-104-4'’ F. 

(39-5° C.) 
102-2° F. 

4-5 

7 

Mild » 

24 

(37-8-40-2'“ C.) ! 
99-4-l04-S°P. 

(39° C.) 
I0t-7°F. 

3-7 

6 

Non-paialyttc 

33 

(37-4-40-4S'’ C.) 
99-6-103'8° F. 

' (38-75° C.) 
t 101-5° F. 

i 4-7 

6-7 



(37-55-39'9'’ C.) 

(38-6° C.) 




Evidence pointing to a gastro-intestinal invasion was 
scanty. Diarrhoea developed in 6.4% at the onset and 
vomiting occurred in 32%. In 20% there was complaint 
of sore throat and evidence of nasopharyngeal congestion, 
which might point to a respiratory-tract invasion. 

Pain. — Discomfort in the form of aching muscles, some- 
times amounting to pain, was often a feature in the acute 
stage of the illness ; and pain on movement, palpation, or 
musch-stretching was frequently severe. This discomfort 
caused irritability and exhaustion, and prevented sleep. It 
was relieved by hot packs in practically all cases. 

Hyperaesthesia of Skin. — ^This was sometimes a feature 
in the early phase of the illness. One adult complained 
of tenderness of the calf, and on light massage the skin 
was found to be extremely tender. The latter persisted for 
two days, but tenderness of the muscle persisted for five 
days. No weakness developed, but the ankle-jerk was lost. 
A nurse on the fourth day of her illness was hyperaesthetic 
over the abdominal wall and lumbar region, and when 
admitted to the sick bay was found to have tenderness of 
the right deltoid and in the abdominal and lumbar muscles. 
An adult male noticed that when he rubbed the extensor 
surface of his left forearm “ The skin tingled and felt as 
though it had been slightly burned.” This hyperaesthesia 
persisted. In fouf 'days he developed weakness of the left 
a™,- iTioTe pronounced in the flexor muscles of (he forearm. 

Muscle Spasm 

When our means of examination for this sign was 
adequate we_ detected muscle spasm in 100% of patients. 
A careful search was made for muscle spasm by inspection 
and palpation and by taking muscle groups through their 
full range of movement in order to observe the effect of 
stretch. This examination was more easily carried out With 
the patient in shorts, lying on a plinth. 

Muscles in a state of spasm were often very tender, 
and were firmly contracted, bringing about deformity such 
as head retraction, deviation or rotation of the head, eleva- 
tion of the shoulder, lordosis or scoliosis, flexion at the 
knees, or plantar flexion of the foot. 

Muscle spasm was induced by stretching the muscles. 
The spasm developed at the onset of a phase of painful 
stretch as though pain had set up an abnormally active 
stretch reflex. Electromyographic studies tended to con- 
firm this (Caughey, in the press). Once spasm had 
developed, further stretch was prevented by pain and the 
degree of spasm. The common sites of muscle spasm were 
the extensors of the neck and back and the hamstring 
muscles, the trapezius muscle, the muscles round the 
shoulder girdle, the quadriceps, and the gastrocnemius. 


Muscle spasm was aggravated by massage, premature 
weight-bearing or other unsuitable motor activity, exposure 
to cold, and infection such as virus influenza. It was 
relieved by heat: this will be discussed later. 

Duration of the Pre-paraij'tic Period 

The duration of this period is important from the point 
of view of prognosis regarding the onset .of paralysis. In 
this epidemic it was estimated from the first sign of the 
disease, and the average was 4.7 days, with a range of I~I8 
days. In a previous epidemic among adults in (he Middle 
East the average was 4.6 days. Anbther useful guide to 
prognosis of paralysis was fever ; it was found that while 
fever persisted prognosis in respect of paresis had to be 
guarded. 

Stage 3 ; “ Paralytic PoliomyeVtis ” 

Apparent paresis in poliomyelitis may be due to muscle 
spasm, to reflex inhibition or involvement of the anterior 
horn cells, or to a combination of these. Much of the 
recovery from paresis which occurs after it has developed 
is due to removal of reflex inhibition and abolition of 
spasm. 

The onset of paralysis at the height of the epidemic was 
usually heralded by muscle-tightness and pain, muscle 
fasciculation, and occasionally hyperaesthesia of the skin. 
The incidence of paresis was much higher in the early 
months of the epidemic. Reflexes were variable ; in some 
patients they were exaggerated in the early stages of the 
disease, and at times were absent or reduced without paresis. 
Where deep reflexes were preserved in the presence of 
paresis, the weakness was usually due to reflex inhibition 
or muscle spasm. 

As a rule paralysis was maximal within 48 hours of its 
onset — Che weakness being localized to one muscle group 
of one limb — and at times there was generalized weakness, 
with or without a more local weakness. The paralytic cases 
could be divided into spinal, bulbar, and encephalitic groups, 
with considerable overlapping. In the spinal type the 
weakness more often involved the lower limbs and was 
usually asymmetrical. Transitory retention of urine 
occurred in some, but this invariably cleared up after a few 
days. In the bulbar cases the reticulum wherein lie the 
9th, 10th, llth, and 12th nuclei was at times picked out in 
pinpoint fashion so that cardiac and respiratory centres were 
partially spared while the 9-10 complex was affected, caus- 
ing difficulty in deglutition, choking, and nasal regurgitation. 
In other bulbar patients there was early nasal regurgitation 
and a nasal voice ; mucus accumulated in the throat, the 
nasopharynx and the palate became intensely hyperaemic, 
the pulse was rapid and temperature high, the blood pres- 
sure was low, the respirations were jerky and irregular, 
fas'ciculations developed about the face, there was cyanosis, 
and finally coma ensued, with death. 

Five patients who were diagnosed as cases of -polio- 
encephalitis were seen among the children ; they passed 
from the pre-paralytic stage into a comatose state. Recovery 
from the comatose state occurred in two to seven days, the 
patient being left with a residual paralysis of a limb or 
involvement of the cranial nerves, and twice there was no 
residual paresis, making the diagnosis uncertain. 

Clinical Pathology 

A study of the blood picture yielded little useful informa- 
tion. The total white blood cells ranged from 2,000 up to 
20,000. In general it could be said that the cases with a 
high leucocyte count had a high polymorphonuclear count 
in the cerebrospinal fluid. 
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The cerebrospinal-fluid pressure was usually moderately 
high. The fluid at times was crystal-clear, but in cases in 
which the count was high it was slightly hazy or even turbid, 
hnd occasionally developed a fine fibrous clot on standing. 
The CS.F. cell count was found to vary enormously, and 
ranged from 5 to 2,000 or more. In the first day or two 
there was usually a preponderance of polymorphs or, 
rarely, the cells were all lymphocytes. This was probably 
determined by the stage of the disease at which lumbar 
puncture was done. After seven or eight days the count 
usually fell and became entirely lymphocytic in type, and 
after two to three weeks it returned to normal. The height 
of the cell count was no guide to whether paralysis was 
likely to develop. The protein content at the outset was 
normal or slightly raised." In what has been described as 
the classical picture, the protein content rises as the cell 
count falls. This was not borne out in our experience, 
the average protein in 41 cases was 56 mg. per 100 ml., with 
a range of 12-174 mg. The glucose level was undisturbed 
and chlorides were unchanged. However, as with 
other aspects of poliomyelitisr the cerebrospinal fluid 
changes were variable, and paralysis occurred with a normal 
fluid, or, on the other hand, marked changes occurred in 
the fluid without paralysis. 

Management of the Outbreak 

Vkhen it seemed likely that the outbreak in Auckland 
would assume epidemic proportions the local health 
authority and the hospital made plans to handle the 
situation. 

Health Department . — All practitioners were circularized 
and instructed in preventive measures, such as the avoid- 
ance of tonsillectomy, nasal operations, and teeth extraction. 
To this, in future, should be added detailed information 
concerning the diagnosis of the suspect minor illness (stage 
I) and the importance of treating any such suspect “ minor 
illness ” by complete rest to avoid unnecessary aggravation 
of muscle spasm and paresis by activity during the pre- 
paralytic period. 

In addition, a panel of doctors with experience of 
poliomyelitis was set up to screen all suspect cases before 
admission to hospital. Only in exceptional circumstances 
w-ere patients admitted to hospital without first being 
examined by one of this panel. This kept the admission 
rate to hospital down to reasonable proportions and ensured 
that suspect illnesses were carefully handled. 

Hospital Preparations . — Beds were set aside in the infec- 
tious-disease block ; the number of these could be readily 
e.xpanded. Convalescent wards were also set aside to which 
patients could be transferred after three to four weeks. The 
medical care of all patients was in the hands of a paedia- 
tncian and a neurologist, the orthopaedic surgeons and 
otolaryngologists being called in consultation if necessary. 
Ultimately patients passed to the care of the physician in 
charge of the physiotherapy department. Three Kenny- 
trained technicians were brought to the country to assist 
other physiotherapists in the management and treatment of 
patients. A number of lay women were engaged as 

packers ” ; with instruction they quickly became efficient 
and rendered invaluable service. 

Treatment 

In the acute stage of the illness all patients were nursed 
on a firm flat mattress with a low pillow, and a small one 
under the knees, in a position of comfort, the feet up 
against a foOt-board at the bottom of the bed. If necessary 
sandbags were used to control rotation of the legs, and the 


pressure of bedclothes was taken by a cradle. Apart from 
these measures no splinting was employed. 

Hot Packing . — From the outset treatment was directed 
to the relief of muscle spasm. In severe cases full 
packs to the trunk and all four limbs were used. In 
less severe cases packs w’ere sometimes apphed to the 
part affected. Packs were made of fine wooUen material cut 
suitably for each part. They were immersed in boiling 
water, were wrung dry in an extractor, were applied at 
high temperature, and were then covered with blanket 
material and pinned in position. An efficient extractor was 
an important adjunct to treatment, as packs could then be 
applied at high temperature without burning the patient. 
Packs were applied at hourly to four-hourly intervals, 
dependent upon the severity of the case. At night packing 
was stopped, although occasionally packs were then used 
for the reh’ef of pain. In the event of excessive sweating in 
the packs, saline was given to avoid salt depletion. The 
results of this treatment have to be interpreted with caution, 
but certain benefits undoubtedly accrued. Patients who were 
unable to sleep on account of pain and restlessness were 
relieved of their discomfort and usually slept soundly after 
a day of hot packing. Muscles in a state of tightness 
were relieved of their spasm, and re-education and passive 
joint movement could be carried out almost from the outset. 
The skin remained in a healthy state and was soft and 
pliable ; this was especially apparent in the skin of the chest 
wall in patients with severe intercostal and respiratory 
involvement. 

Passive Movement . — ^This was usually begun one or two 
days after the onset of treatment. Joints were gently taken 
through their range of movement once or twice a day after 
muscle relaxation had been attained by hot packs. Where 
relaxation of a muscle group was incomplete after hot 
packing for several weeks more forcible stretching of the 
fight muscle group was carried out daily. 

Re-education . — This was usually started after three or 
four days, dependent upon the severity of the illness. Any 
unaffected muscles were gently exercised, and affected 
muscles were trained in order to correct any reflex inhibition 
and disturbance of reciprocal innervation which may have 
arisen. Ambulation in general was begun as soon as 
possible, making free use of elbow crutches and giving 
careful instruction in walking. 

Treatment of Patients with Respiratory Paralysis . — 
Having decided that a patient was likely to require treatment 
in a respirator, the sooner the step was taken the better. 
Such cases invariably were endangered by aspiration of 
fluid, food, vomitus, or mucus. If it was not possible to 
keep the throat clear by suction, tracheotomy was carried 
out, all fluids were stopped by mouth, and the patient was 
fed by the intravenous route, using glucose and saline and 
daily a bottle of protein hydrolysate or plasma. Prophylactic 
penicillin was given. By this means patients could tide over 
a week or two, by which time the general condition had 
often improved. "We feel that these measures were life- 
saving on three or four occasions. 

Results of Treatment 

A review of the first 224 patients treated in this manner 
shows that the mortality rate was 5.4% (12 patients) ; 22 
were severely paralysed, 76 moderately paraly'sed, and 114 
had no paresis. Of the 76 moderately paralysed 64 had 
completely recovered and 5 were still moderately paralysed 
at the end of one year. At the end of nine months 5 were 
still moderately paralysed, and at the end of three months 
2 were moderately paralysed. Of the 22 severely paralysed 
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8 were completely recovered, 7 still moderately paralysed, 
and 5 severely paralysed. 

Hence out of 224 patients 12 died and after 12 months 
32 (14.2%) still had residual weakness. , The remainder 
had made a complete recovery. 

It is a pleasure _to express one’s appreciation of Dr. Elizabeth 
Hughes, with whom I worked in this epidemic; Dr. Rowatt Brown, 
the Director of Physiotherapy; Dr. Hunt and Dr. Barker, and the 
house-physicians, physiotherapists, and nursing staff, whose skill and 
devotion made this work a pleasure. 
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FAILURE OF AUREOMYCIN IN 
EXPERIMENTAL MELIOIDOSIS* 

BY 

J. C. CRUICKSHANK, M.B., Ch.B., D.T.M., Dip. Bact. 

(From the London School of Hygiene and Tropical Medicine) 

No satisfactory agent for the treatment of melioidosis has 
yet been described. The disease in its generalized form is 
almost invariably fatal, but recovery in cases with localized 
superficial abscesses in which serious constitutional symp- 
toms were absent have been reported. These reports have 
recently been reviewed by Green and Mankikar (1949), who 
also summarize the literature relating to the treatment of 
melioidosis with sulphonamides and antibiotics, and describe 
experiments made with certain of the newer drugs. 

The evidence suggests that sulphadiazine, is the most, 
promising of the sulphonamides, and that a full course of 
this drug should be given. Penicillin, in concentrations 
attainable in the blood, is ineffective, but may be of value 
for injection locally. Streptomycin and “ polymyxin ” have 
no inhibitory effect on Pfeifferella whitman, but chloram- 


In-vitro Tests 

Tests of the inhibitory action of aureomycin in vitro were 
made by the method recommended by Paine, Collins, and 
Finland (1948). A series of tubes was set up, each contain- 
ing 0.5 ml. of heart broth- and a concentration of aureo- 
mycin falling from 200 jug. per ml. by twofold dilutions to 
0.8 pg. per ml. To each tube was added 0.5 ml. of n broth 
culture of Pf. whitman standardized by opacity to 10 
million organisms per ml. The concentration of aureo- 
mycin now ranged from 100 pg. per ml. to 0.4 pg. per ml. 
A standard loopful from each tube was inoculated on the 
surface of an agar plate containing the same concentration 
of aureomycin. 

Strains of Str. pyogenes and of Bact. coli (faecal type), 
regarded respectively as typical sensitive and resistant bac- 
teria, were simultaneously tested in broth-tubes and on parts 
of the same plates. The tubes and the plates were incubated 
for three days at 37“ C. The results are shown in Table 1. 
It will be noted that Pf. whitman, which was inhibited by 
12.5 pg. per ml. of aureomycin in broth and by 6.3 pg. 
per ml. on the plate, lies more closely to Bact. coli in its 
sensitivity than to the haemolytic streptococcus. According 
to Schneierson and Toharsky (1949) levels of up to 2 pg. 
per ml. are attained in the blood four hours after a single 
oral dose of 500 mg. in healthy subjects, falling after 12 
hours to levels of the order of 0.49 pg. per ml. 

In-vivo Tests 

Although the tests made in vitro did not show great 
promise, it was decided to make a trial of the antibiotic 
in experimental infection in guinea-pigs. The orthodox 
procedure in a trial of this kind would be to estimate the 
average lethal dose of the infecting strain with adequate 
numbers of animals, and to proceed to a trial of the thera- 
peutic agent, observing treated and untreated animals 
inoculated with a suitable infecting dose. It was considered 
wise, however, to arrange in the first instance a small-scale 
trial which could be completed quickly. If aureomycin 
showed any promise a fuller trial would then be made. One 
advantage of this arrangement was that it reduced the num- 
ber of persons required to handle the animals infected with 
Pf. whitmori, which is reputed to be a highly dangerous 


Table I . — Sensitivity of Pf. whitmori, Str. pyogenes, and Bact. coli to Aureomycin 
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phenicol in concentrations obtainable in the blood (60 pg. 

is highly inhibitory in vitro and is suggested for 
clinical trial. No report of the effect of chloramphenicol 
in vivo is yet available. 

1 hrough the courtesy of Messrs. Lederle a quantity of 
aureomycin ” was made available to the Medical Research 
Council, and since there seemed to be no data relating to 
the use of this antibiotic in infections with Pf. whitmori it 
was considered worth while to carry out a small laboratory 
trial. The strain used had been isolated from an abscess 
of a severe human case of melioidosis. 


•A report to the Medical Research Council. 


organism in the laboratory. A special animal-room was 
set aside and a technique devised to minimize the hazards 
associated with the possible development of ulcerative 
lesions and the scattering of infected litter. 

• As the virulence of the strain was unknown, nine dif- 
ferent infecting doses, falling in decimal series from 500 
million to 5 organisms, were injected in suspension in 
quarter-strength Ringer solution intramuscularly into the 
leg of groups of either four or two guinea-pigs (average 
weight, 400 g.). Half the animals in each group were 
treated by the intraperitoneal injection of aureomycin 
morning and evening. Treatment was started at the same 
time as infection and continued throughout the period 
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of obserration. The dosages, which S'aried from 1 to 
4 mg., are shown in Table 11. The lime to death was 
recorded, and each animal was submitted to post-mortem 
examination. 


Table It. — TrcalmenI mih Aiirconiyrin of E\perimenlal Melioidosis 
in Guinea-pi^s 


Infcrting Dose^ 
of Pf. \thi:morI 

Days to Death 

Untreated j 

Treated 
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Auirotn>'cin v-'as gi>cn ifitrap«ritoneally in divided doses morning and ex'cniog 
begicaing on the day of infection and continuing until all the animals were dead 


It be obser\’ed that the strain proved to be of verj' 
high virulence. With the larger infecting doses death 
usually occurred on the fourth day, but with the smaller 
doses it might be delayed as long as the Ilth day. The 
lesions obsen’ed were typical of experimental melioidosis, 
and consisted of a large abscess at the site of inoculation, 
suppuration of the regional lymph glands, general sub- 
cutaneous congestion, peppering of the liver and spleen with 
yellow necrotic areas, and multiple abscesses in the lungs. 
It is clear that there is little difference between the treated 
and the control group. There were no survivors in either 
group, and the slightly longer survival-time of some of the 
treated animals may well have been due to chance. The 
lesions in the treated animals did not differ from those in 
the controls, and the infecting organism was readily isolated 
from the spleen and glands. 

Although it is possible that larger doses of aureomycin 
might have had some beneficial effect, the results of in-vitro 
tests do not suggest that this is probable, and the dosage and 
spacing were in fact the same as those found effective by 
other workers in the treatment of such infections as Weil’s 
disease. 

Summary 

Pfei^erelh ivhitmori was found not to be inhibited in vitro 
by concentrations of aureomycin lower than 6.J-12.5 pg. per 
ml. The course of experimental melioidosis in guinea-pigs was 
not materially influenced by treatment with aureomycin started 
at the same time as infection. 

I have to thanh Mr. B. Madge for efficient technical assistance. 
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The biennial conference of the Transport and General 
orkers’ Union recently carried a resolution (Scotsman, 
July 14 ) requesting the Government to keep all aspects of 
their administration under constant review, with particular refer- 
ence to pensions and the National Health Service, with the 
object of introducing improvements on a progressive basts as 
and when opportunity offered. The national secretary of the 
union s Government and municipal group said they' had 
informed the Minister of Health of instances where they knew 
that certain people had been taking advantage of the National 
Health Service to benefit themselves, their friends, and their 
poor relations. 


INTRACTABLE PAIN* 

BY 

E. B. STRAUSS, M.A^ D.M., F.R-C.P. 

Physician for Psychological Medicine, St. Bartholomew's 
Hospital 

It is impossible to embark on a discussion on pain without 
being brought up with a bump against the insoluble body- 
mind problem. All experience, of course, has its origin in 
sensory data. Sensation becomes perception ; percepts are 
further elaborated into concepts ; concepts cluster together 
to form ideas and ideational constellations ; and all these 
events undergo mnemic engramatization— i.e., the formation 
of memory traces. So far, it will be noted, I have been 
able to summarize experience in psychological terms only, 
without any reference to the material apparatus involved 
in the process. Nevertheless it is a common habit of mind 
to think of pain in physical terms and to draw an artificial 
distinction between what one is pleased to call “ real ” and 
imaginary pain, oblivious of the fact that all pain, what- 
ever its most peripheral source of origin, is in the final 
analysis a psj'chic event. 

If the words “ pain ” and “ suffering ” are mentioned 
outside any given context it is impossible to decide whether 
mental anguish is meant or pain arising direct from the 
body ; and this is not a case of one nottmen or descriptive 
category being correct in one context and in another being 
used as an analogue. The term “ pain ” covers both kinds 
of experience with equal justification, indicating, I would 
maintain, that, phenomenologically and semantically, 
mental and physical pain are so closely allied as to be 
almost identifiable one with another. 

If one is compelled to think monistically it is wiser to 
regard pain from the psychic aspect and to disregard its 
material substratum, and to reserve for consideration in 
neuro-physiological terms the type of pain experienced. 
One can talk of a burning sensation, a boring sensation, a 
sensation of weight or pressure, a shooting or radiating 
sensation, a vibrating sensation, and a host of other sensa- 
tions, all of which can be registered as painful, but not 
necessarily so. What converts such a sensation into a pain 
is, in a specially narrow sense, psychic rather than somatic, 
whatever fibres conduct the original stimulus. In other 
words, pain is an emotional as well as a sensory experience. 
Pain divorced from its emotional component is very different 
from the total experience, as is well shown after leucotomy. 
The emotional appreciation of pain probably depends on 
intact memory and unimpaired foresight ; therefore leuco- 
tomized persons may be said to feel pain in the same way 
as an undomesticated animal does. When we empalhetically 
suppose that the experience of pain in humans and animals 
is identical, we are likely to be guilty of the pathetic fallacy. 

I believe that there is another important difference 
between pain as a sensory experience and pain as 
an emotional one. Pain as sensation is correctly 
located in the somatic segment in which it is generated 
in accordance with intact neural pathways. Pain as an 
emotional experience depends for its localization on the 
nature and integration of the body-image, in Schilder’s 
sense. When the body-image is fragmented, the strangest 
things may happen; for example, one paraphrenic patient 
of mine complained that he heard voices in his stream of 
urine, and that the experience was extremely painful. 

•A paper read in ihe Section of ’Neurology* and Ps>'chi2tr>’ 2 t the 
Annual Meeting of the British Medical Association, Harrogate. 19-9. 
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Message of Psychogenic Pain 

There is no need for me to say anything here of the 
biological purpose of pain, except to remind you that, 
regarded teleologically, pain is a message to the total 
organism that all is not well and that a new adjustment 
is demanded. When the message has been delivered and 
adequately interpreted, pain has served its purpose and 
should be eliminated by all the means in bur power. 
Psychogenic pain, using the word “psychogenic” in its 
narrowest sense, has a similar message to deliver — namely, 
that all is not well with the psyche — but the correct interpre- 
tation of the message, once it has been projected on to the 
body-image, is more often than not a matter of some 
difficulty. 

Psychogenic pain, therefore, is likely to go on and on 
like a telephone bell that nobody answers because no one 
knows how to answer the telephone except a few trained 
psychotherapists, many of whom unfortunately, instead of 
answering the ’phone intelligently, go on repeating, parrot- 
like, a few stock phrases such as : “I am sorry you have 
been troubled ... by the Oedipus complex.” It is for that 
reason that a severe pain which does not respond to anal- 
gesic drugs is likely to be psychogenic or emotionally over- 
determined. On tire other hand, a pain which is abolished 
by the subcutaneous injection of sterile saline is much more 
likely to be somatogenic, since physical pain, like any other 
sensation, is easily influenced by suggestion. 

The terms “ pains ” and “ penalties " go naturally together ; 
in other words, there is a powerful emotional link between 
the ideas of suffering and of punishment. From this we 
can correctly adduce that the idea of pain is bound up with 
man’s most primitive organization as a moral being. It is 
not only from sadistic motivations that people still cUng so . 
obstinately to the notion that corporal punishment possesses 
a value all its own. 

The adult type of conscience is nothing more than the 
faculty of reason judging applications of moral values. 
However, there is anotlier form of conscience which acts 
directly on the psyche — the unconscious conscience (i.e., 
the conscience with its roots in the unconscious, the supers 
of the Freudian schema). The super-ego, however 
^peciously it may disguise itself, is archaic, ruthless, super- 
stitious, pleasure-pain-governed, and swayed by Talion law. 
W'e are all influenced by our super-egos as well as by our 
conscience, but in mental health there is a reasonable degree 
of correspondence between these two regulators of conduct. 

Problem of Guilt 

Alt psNchopathologists stumbled across the problem of 
guilt \cr\ early in their investigations. The very helpful 
concept of the super-ego was formulated by Freud with 
the idea of providing some kind of account of the 
' mechanics ” of guilt and its resolution. Since few of us 
are saints— and, incidentally, the greatest saints have always 
been endowed with what the theologians call a “ sense of 
Mn '—the super-ego is constantly engaged in the task of 
rc'-toring endopsychic harmony by means of “ guilt- 
^.incclling " devices. That is the reason, I think, why 
ne.irly all psychoneurotic symptoms are unpleasant (i.e., 
painful” in the widest sense). I can think of no agrce- 
.ible hysterical syndrome, with the possible exception of 
hysterical trance-stales, and hysterical trance is amongst 
rhe rarest of psychic disorders. Even the habit of alco- 
holism, which is subjectively pleasant for the time being, 

IS punished by agonies of alcoholic remorse and finally by 
painful social degradation. 


Strangely enough, psychogenic pain as an isolated symp- 
tom of conversion hysteria is not very common. 'When it 
does occur it as often as not covers an underlying encap- 
sulated psychosis. I well remember at the Cassel Hospital 
treating a man for the single symptom of agonizing pain 
in the tongue. I was successful in abolishing his pain by 
analytical methods, and patted myself on the back for my 
psychotherapeutic skill. I was less complacent when I heard 
that three months after he left hospital as a “ cured ” patient 
he committed suicide in a state of galloping involutional 
melancholia. Neurologists not uncommonly come across 
cases of psychogenic trigeminal neuralgia, and the patients 
have at one time or another been treated fay injection of 
the Gasserian ganglion. In my experience it is often wiser 
to allow these people to continue with their pain rather 
than to seek to remove it by analytical psychotherapy. Some 
people require a hair shirt or need to go through life with 
peas in their shoes. 

Another complication of pain, regarded from its psychic 
aspect, is that the differentiation between pleasurable and 
painful stimuli is very indeterminate and variable, and that 
the point where pleasure passes over into pain (and vice 
versa) is therefore by no means constant, 'ftffien the pleasure 
taken in pain is sexually tinged, even though the sexual 
factor is repressed and hence unconscious, the term 
“ masochism ” is applied. Persons endowed with an 
asthenic attitude to life — usually schizothymes — are more 
inclined to exhibit masochistic tendencies ; persons with 
sthenic temperamental attributes are potentially more 
sadistic. 

We can see, then, that pain of purely central origin can 
perform two sets of psychobiological functions: (1) regulate 
the balance between guilt and innocence by (unconsciously) 
self-imposed punishment, and (2) satisfy the conflicting 
claims of the masochistic and sadistic components of the 
personality-structure. From this it follows, as has already 
been inferred, that by no means all cases of psychogenic 
pain respond well or should be submitted to psycho-analysis. 

The persistence of psychogenic pain or the psychically 
determined perpetuation of pain that was originally somato- 
genic not infrequently covers an already established drug 
addiction. In other words, people stick to their pains in 
order to provide a subjective justification for continuing to 
take the drug to which they have become habituated. This 
consideration should make every doctor very cautious in 
prescribing analgesic drugs. Petliidine, it will be remem- 
bered, was ushered in with a great flourish of trumpets on 
the grounds that it was non-habit-forming. A few months 
later, reports were coming in of grave pethidine addiction. 
Our attitude to pain is for the most part ambivalent ; we 
wish to suffer (unconsciously, it is true), and at the same 
time we jib at pain and seek to avoid it. This ability to 
have one’s cake and eat it is well shown in states of relig- 
ious ecstasy — e.g., in the case of dancing dervishes who cut 
themselves with knives — when self-injury is accompanied 
by analgesia. 

It must be remembered that many pains which are 
primarily psychogenic are secondarily somatogenic. For 
example, the colic associated with spastic colon is inner- 
vated in the usual way through the autonomic nervous 
system, although the spasticity of the colon itself may be 
psychically determined. The pain associated with nervous 
dyspepsia is another example ; and there are innumerable 
others. It is for that reason that there is no incongruity 
in or scientific objection to treating these states pharmaco- 
logically as well as psychologically at one and the same 
time. 
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Two Other Factors 

There are two more psychological factors which ought, 
perhaps, to be considered in connexion with the psychology 
of pain: (1) the influence of the pattern of culture, in the 
anthropological sense, on pain tolerance, and (2) individual 
differences. In many cultures — North-American Indian, 
for instance — the ability to bear pain without psychomotor 
e.xpressions of suffering is regarded as an essential virile 
quality ; and it would seem that in days gone by few males 
failed to pass the test. Among primitive peoples most 
initiation ceremonies for young boys include the infliction 
of pain, such as circumcision without an anaesthetic ; and 
the boys are not allowed even to whimper. It would appear, 
too, that the Russians and the Chinese are traditionally 
somewhat insensitive to pain and suffering of all kinds. 

The converse is equally true : certain patterns of culture 
permit psychomotor extravagance in the presence of pain. 
This is true, I think, of Jewish and Latin peoples. This 
in no way implies a characterological weakness in the 
individual, who is acting in accordance with his tradi- 
tional reaction-pattern. I have already inferred that an 
individual’s personality-structure determines his attitude to 
pain. Evidence of individual differences is also provided 
by the study of the psychoses. 

1 remember one schizophrenic boy who attempted suicide 
in the most bizarre and painful way; he procured a pound 
of meat (it was in the days when meat was unrationed), let it 
rot until it stank, expressed the juice, and injected it into his 
liver with a large, blunt, rusty hypodermic needle, ^^^len 1 
questioned him after the long and painful illness which 
followed he denied that he had experienced anything 
unpleasant, although his pre-psycholic temperament had 
been hyperaesthetic. In depressive psychosis physical pain 
is often welcomed as a counter-stimulus to mental anguish ; 
and manic patients are often so insensitive to pain that they 
have to be protected from injuring themselves just for the 
fun of the thing. 

Hypnosis 

Paradoxically enough, psychiatrj' has more to offer in 
the alleviation of physical suffering than in the treatment of 
psychogenic pain. Pre-frontal leucotomy as a means of 
abolishing the emotional factor of the pain experience has 
already been 'mentioned ; and I do not propose in the 
limited space at my disposal to discuss the advantages and 
disadvantages of this procedure. It is to the much- 
neglected practice of hypnosis that I would turn your 
attention. 

The treatment of the psychoneuroses by hypnotism had 
no sooner come into its own than it was eclipsed by 
Freudian psycho-analysis and allied methods of therapeutic 
procedure. And yet hypnotism still has much to offer, 
especially in the treatment of pain. In my student days 
there was a boy in hospital suffering from severe osteo- 
myelitis whose daily dressings w’ere so painful that he 
required a general anaesthetic on every occasion. I 
obtained permission to hypnotize him, and found that he 
was susceptible to deep hypnosis. Afterwards he had pain- 
less dressings daily under hypnosis. 

It is, however, to Salter’s work in America that we must 
look for further advances, provided, of course, that his 
work can be confirmed and repeated at will. Salter (1944) 
rejects the views of the psycho-analysts, wharegard hypnosis 
as an artificially induced hysteria, and who suppose that 
the hypnotist must be unconsciously identified with one or 
other of the parental figures and that the hypnotized person 
automatically regresses to a state of infantile dependence. 


According to Salter the hypnotic trance itself and all 
hypnotic and post-hypnotic phenomena are nothing more 
than conditioned reflexes, and he builds up a very strong 
case to support this thesis. If Salter is right the hv’pnotist’s 

suggestions ” are to be regarded merely as conditioned 
stimuli. There is thus no reason why a person should not 
be trained to provide his own conditioned stimuli, thereby 
ev'entually eliminating the need of a “ hypnotist ” and 
abolishing the somewhat mystical concept of rapport. 
Salter has, it would seem, elaborated methods of trainine 
people in autohypnosis — ^in other words, self-conditioning 
— which seem to be sound and relatively simple. He defines 
autohypnosis as “the ability to indilce upon oneself the 
trance of sleeping hypnosis together with such of its 
phenomena as may be desired.” 

The advantages of autohypnosis over heterohypnosis are 
at once apparent : it is extremely useful for a person to be 
able at will to abolish existing pain (once its nature has 
been diagnosed), to cure himself of insomnia, to render 
himself completely deaf to disturbing noises, to increase his 
inclination to work, to eliminate stage-fright and other 
crippling forms of self-consciousness — and all this without 
having to establish a dependence on any psychologisL 

In a world which is becoming increasingly totalitarian, 
when political-poh'ce investigators employ third-degree 
methods involving physical and mental torture as a matter 
of course, it may well be that the time has come for all 
Government “ agents ” to be trained “ autohypnotists.” 
Such an agent, when captured and “ investigated,” could 
make himself insensitive to pain of aU kinds, could at will 
be deaf to all sounds, including the sound of his inter- 
viewer’s voice, could send himself to sleep in all circum- 
stances, and induce amnesia for matters which he did not 
wish to reveal in such a way as even to circumvent the 
use of “ truth-drugs,” It would indeed be extremely diflfi- 
cult, even with the most refined modem methods of 
"persuasion,” to extract bogus confessions from political 
opponents. 

Disregarding this last rather fanciful and sensational 
suggestion, it would at least seem that autohypnosis offers 
some people with intractable pain an easy and legitimate 
way out of their suffering without the necessity of having 
their brains pithed. 

RHFaRESCE 

Salter, Andrew (1944). What is Hypnosis? R. H. Smith, New York. 


Unesco proposes to publish later in the >ear a manual on 
the international exchange of publications. It intends to pub- 
lish as an annex to this manual a classified list of institutions, 
including libraries, universities, scientific insU'tutions, learned 
societies, etc., throughout the world, which are willing to 
exchange either their own publications or other publications 
which they have regularly at their disposal. Unesco has 
obtained a considerable amount of information concerning the 
availability of exchange material, but considers that it is still 
far from complete. All institutions which have so far not sent 
to Unesco details of their exchange material in one form or 
another are therefore asked to communicate immediately the 
following information to the Unesco Clearing House for Publi- 
cations, 19, Avenue KHber, Paris, 16= ; (o) Name and full 
address of institution. (6) Exact titles of publications offered. 
(In the case of duplicates offered for exchange purposes actual 
lists of duplicates are not required, but only a statement that 
lists of duplicates are available. Institutions possessing a cata- 
logue of their own publications available for exchange are asked 
only to send a copy of the catalogue or to give a full biblio- 
niaphical description of the catalogue.) (c) Institutions which 
wish to exchange their pubfications only under certain conditions 
are asked to state what these conditions are. Only information 
which reaches Unesco before Oct. I can be used in the manual. 
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POSSIBLE RELATIONSHIP TO Rh FACTOR 

BV 

A. M. NUSSEY, M.D., M.R.C.P. 

Physician, Selly Oak Hospital, Birmingham 

Clinicians and research workers were quick to grasp .the 
significance of the discovery of the Rh factors, and their 
combined labours have shed a flood of light on many 
hitherto perplexing problems. Not a little of the work was 
done in the Birmingham Children’s Hospital, where- Sir 
Leonard Parsons (1933) and his co-workers helped to 
establish the essential unity of icterus gravis, haemolytic 
anaemia of the newborn, and hydrops foetalis, and where 
the subject of kernicterus was investigated. Even before 
the role of Rh incompatibility in those conditions became 
known ever-increasing inquiries were being made into the 
possibility of haemolytic disease being at the root of other 
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known that in severe haemolytic disease of the newborn, 
in addition to jaundice, there may be an enlargement of 
liver and spleen, and that this enlargement may persist for 
some time after the jaundice has subsided. It is therefore 
natural that when we find young patients with enlargement 
of the liver and spleen of seemingly unknown aetiology we 
should ask ourselves whether Rh incompatibility may not 
have had something to do with it. 

No doubt this question has occurred to many clinicians, 
but, surprisingly enough, only one paper could be found 
in which an endeavour was made to answer it. Drummond 
and Watkins (1946) record three families with hepato- 
megaly and splenomegaly. They make it clear that in only 
two of these families could the Rh factor have played a 
part, and for the sake of brevity the main details of these 
are summarized here in the form of family trees (Fig. 1). 
Drummond and Watkins state that in neither of their 
families did the mother have a transfusion, and one is 
struck straight away by the fact of the firstborn being 
aflfected in No. 1 family, while the disease, after skipping 
the next Rh-positive child, caused the same -condition in 
the third one, and thereafter was probably responsible only 
for the death of the sixth child. Family No. 2 conforms 
more with our conception of how Rh incompatibility works 
— the first one or two, in this case two children, being 
responsible for sensitizing the 'mother and seemingly esca- 
ping, while those who follow bear the brunt of the disease. 
In both these families the mothers had no Rh antibodies 
when examined, but suffered severe reactions when trans- 
fused with 50 ml. of Rh-positive ABO compatible blood, 
and subsequently showed abundant Rh antibodies. 

Details of Family T. 

In the family about to be described the possibility of 
Rh incompatibility playing a part in the incidence of 
hepatomegaly and splenomegaly stands out even more 
clearly. The genetic make-up of the family for the various 
blood groups is set out in the accompanying table. 


OltO Ofi PEHTU^StS AT weCKS 
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FAMILY "t”. 
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hiG 1 Genealogical tree of Drummond and Watkins’s two 
families and of Family T. 

ills which befall mankind, and now they include studies of 
the genetic make-up of families of imbeciles and mental 
defectives, those with chorea-athetosis, Wilson’s disease, 
and congenital obliteration of bile ducts, and of some indi- 
viduals showing enlargement of liver and spleen. 

No convincing proof has so far been found that either 
mental defect in the broad sense or Wilson’s disease is 
caused by Rh incompatibility ; but Skelton and Tovey 
(1945) reported congenital obliteration of the bile ducts 
in association with haemolytic disease. It is generally 



Here, then, an Rh-negative woman, who had never had 
a transfusion, married a heterozygous Rh-positive man and 
had five children. The parents, who have been examined, 
are normal clinically. The first child of the marriage, 
Arthur (2S), who is Rh-negative, is perfectly normal. The 
next one, John (26), is Rh-positive, and he too is normal, 
which is quite understandable considering he must have 
been the first in a position to sensitize his mother against 
the D antigen. The next three children, all Rh-positive. 
revealed enlarged spleens and palpable livers, and their 
more detailed history is as follows. ' 


Case 1 

Frank, now aged 23, w'as sent to the Children’s Hospital. 
Birmingham, ine.1936 on account of abdominal discomfort. 
There his -liver was found to be moderately enlarged, firm, 
and smooth, and his spleen very large. Liver-function tests 
were within normal limits, he was not anaemic, and his white 
blood count was normal — 8,000 (71% polymorphs, 1% 
eosinophils, 1% basophils, 14% lymphocytes, 13% monocytes). 
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A diagnosis of Banti’s disease was made, and later in the same 
year he was readmitted for splenectomy. Dr. H. S. Baar 
\ery kindly looked out the original sections of the spleen, and 
his comment on them and on those of the 
other two affected sibs is that they are typical 
of Banff's disease. 

This lad remained well for over a year 
after the splenectomy, and early in 1938 he 
was admitted to this hospital following his 
first haematemesis. A second haematemesis 
at the end of 1938 necessitated a blood 
transfusion. In all he was admitted on ten 
occasions because of haematemeses, the last 
one being in April, 1949. .At no time, how- 
ever, was his condition really desperate, and 
transfusion had to be carried out on only 
three other occasions. Livcr-function tests 
which were repeated here showed no evi- 
dence of serious dysfunction. 

Examination of his blood and urine did 
not point to any excessive haemolysis, and 
in fact there was a small but significant de- 
crease in the fragility of the red cells (Fig. 2), 
a point also noted by Drummond and Watkins (1946) in their 
patients. His white cell and platelet counts were within normal 
limits, too. This patient’s liver is now only just palpable and 
he himself is reasonably well and earning a living as a bakelite 
moulder. 

Cose 2 

Edward, now 191, was brought to this hospital in August, 
1938. following his first haematemesis. His spleen was appre- 
ciably enlarged, while the liver exceeded the normal limit only 
slightly. Again Banti's disease was diagnosed. This boy's 
bleeding and clotting times and his white cell count were 
normal. In September, 1938, Mr. James Gore performed a 
splenectomy on him ; recoveD' was uneventful. The patho- 
logist’s report states ; “The spleen shows fibrosis extending 
through the organ, slight thickening of capsule, and dilated 
sinuses. Hyaline swelling present in endothelial layers of the 
vessels of the Malpighian bodies.” 

Fifteen months after splenectomy this patient had a further 
haematemesis, and by July, 1948, he had had eight haemat- 
emeses in all. He also showed remarkable recuperative 
powers, though at one time in 1945 his condition was critical. 
His liver-function tests were normal, too, and he showed no 
eridence of excessive blood destruction. 


Case 3 

I saw Kathleen, the fifth child, for the first time in October, 
1947, when her brother Frank was an in-patient with haemat- 
emesis. It was then that I began to make tentative inquiries 
into the possibility' that we were dealing here with a familial 
affection due to Rh incompatibility. Clinical examination of 
the girl revealed an enlarged spleen and a cleft palate but 
no anaemia. Till then she had never had any overt bleeding, 
nnd although somewhat delicate w'as able to work as a box- 
maker. 

She was not seen again till June 27, 1948, when she was 
brou^t into hospital as an emergency' case follow'ing haemat- 
emesis. Her blood count showed 8.4 g. % Hb, 3,220,000 
red cells, 5,100 white cells, w'ith 64% polymorphs. At first 
her condition did not give rise to anxiety, but on July 2 she 
rapidly became very ill follow'ing a severe melaena and haemat- 
emesis, There was a temporary rallv after a transfusion of 
3 pints (1.7 litres) of blood, but next 'day she collapsed again 
and became almost moribund. A further 3+ pints (2 litres) 
of blood was given, but profuse melaena continued and she died 
on July 4. 

Post-mortem examination show'ed varices at the cardio- 
oesophageal junction, and on the greater curv'ature of the 
stomach about 1 in. (2.5 cm.) from the cardiac sphincter an 
acute ulcer which had eroded one of the dilated veins. The 
mucosa round the ulcer w'as injected, but, apart from this 


and much altered blood in the small intestine, no other 
abnormality' was found in the gut. The spleen, which weighed 
134 oz. (383 g.) and w'as about 6 in. (15 cm.) long, contained 
localized patches of fibrosis in the capsule, and w'as partly 
adherent to the diaphragm. Its pulp w'as beefy and showed 
an increase in fibrous tissue. The liver, which weighed 45 oz, 
(1.276 g.). had a finely granular surface. It showed great 
increase in fibrous tissue, grey strands of which were visible 
to the naked eye. Sections of the liver and spleen are shown 



in Fics 3 and 4. No other gross abnormalities were found, 
and in particular the basal ganglia of the brain showed no 
degenerative changes. 

Dkeussion 

The parents in our family never noticed any jaundice in 
their children either at birth or subsequently. Tnis is in 
conformity w'ith the findings in the cases of Drummond 
and Watk'ins (1946), and does not, of course, rule out the 
possibility' that a considerable degree of neonatal anaernia 
mav have been present in these patients. In thk connexion 
it is worth recalling the statement by Vaughan (1946), who 
found no correlation between the incidence of kemicterus 
and the deuree of blood destruction— in other words, the 
symptoms we associate with kemicterus may occur in 
children who have never been jaundiced. This too was 
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Fig. 2, — Graph 
showing de- 
creased fragility 
of red cells in 
Case 1. 
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pointed out long ago by Sir Leonard Parsons and his 
associates. 

All this raises the question whether Mollison et al. (1948) 
are right in maintaining that the evils which flow from Rh 
incompatibility can be put down to the effects of blood 
destruction or whether the Rh antibody is able to fasten 
on fixed somatic cells and wreak damage there. Support 
for the second view is given by Boorman and Dodd (1943), 
who have shown that the Rh factor is a general character- 
istic of many tissues, and consequently many if not all 
tissues are likely to be susceptible to injury by Rh anti- 
bodies. The Birmingham school (Baar, 1946) also pro- 
duced evidence of what we may term primary hepatic, 
damage by Rlr antibodies. 

Another point of interest is that the mother of our 
patients showed no Rh antibodies and failed to produce 
them 'after an injection of 0.05 ml. of Rh-positive blood 
obtained from one of her sons, but showed them after 
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injectibn of 5 ml. of her husband’s blood. Something 
similar was found by Drummond and Watkins (1946). and 
the assumption is that the antibodies which the mother 
had originally died out with the passage of time, only to 
reappear under suitable stimulation. On the other hand, 
Gerrard (personal communication, 1949) found blocking 
antibodies in a woman 18 years after she had given birth 
to a child with icterus gravis. The child concerned died 
of cirrhosis of the liver at the age of 3j, and the case was 
reported by Braid and Ebbs (1937). 

If, from the fate of my patients, I may be allowed to 
draw any conclusions about the outlook in similar cases, 
I may be (empted to say that splenectomy improves the 
prognosis, but cannot be sure that this is the case when I 
recall that Frank did not bleed until after his splenectomy, 
and that Kathleen’s death was almost certainly the result 
of a fortuitous gastric erosion superimposed on a dilated 
vein. Whitby and Britton (1946), however, are of the 


ALAN J. HIRD, B.Sc., M.B., Ch.B., M.R.C.P. 

{From the Gardiner Institute of Medicine, University 
of Glasgow) 

A considerable number of cases of combined lacrimal aiul 
salivary glandular enlargement have been reported since 
Mikulicz (1888) first described the syndrome which now 
bears his name. Nevertheless the condition is rare enough to 
prompt the recording of a recent case seen in the Western 
Infirmary, Glasgow. Since this hospital was opened in 1873 
there apparently have been only two other in-patients in 
whom this diagnosis has been made, both in 1936.' On 
fuller investigation, however, it seems that neither showed 
enlargement of the lacrimal glands, and their cases can 
hardly be considered to fall into this syndrome. One was 
a boy aged 7 with acute myeloid leukaemia and moderate 
enlargement of the salivary glands, and the other a man of 
26 who had bilateral parotid enlargement but no other 


opinion that splenectomy influences the prognosis favour- abnormality. It would seem, therefore, that this is the first 
ably. It may be that in future instead of a simple splen- case of Mikulicz’s syndrome to be seen, at any rate as an 
ectomy some form of porto-caval anastomosis will be in-patient, in the Western Infirmary in 75 years. 


undertaken in similar cases. 


The three patients described, though they showed no 
leucopenia or progressive anaemia, would qualify for inclu- 
sion in the so-called Band’s syndrome. What Band (1894, 
1910) had in mind when he described the disease to which 
he gave his name is not absolutely plain, and subsequent 
commentaries have not helped to clarify the issue. It has 
been obvious for some time, however, that the name Banfi’s 
syndrome has been used as a cloak for a variety of diseases. 
It may be that further work will sort out one of the entities 
lumped together under the title of Banti's disease by con- 
firming that fibrosis of the spleen and liver, with enlarge- 
ment of these organs, and especially of the former, occur- 
ring in the young and young adults and accompanied by a 
tendency to haematemesis, is at dmes due to Rh incom- 
patibility. 

Summary 

A family is reported in which three out of five sibs were 
affected with hepatomegaly and splenomegaly and a tendency 
to haematemesis. 

Reasons arc given why this may have been caused by Rh 
incompatibility. 

It is suggested that the condition observed may eventually 
be segregated from the Banti syndrome. 

Grateful thanks are due to Dr. W. Weiner, Director of the Midland 
Region Blood Transfusion Service, for details of the table setting 
out the various blood groups of family T. and for his helpful 
advice ; and to Dr. H. S. Baar for his opinion on the pathological 
sections. 


Case Report 

The patient, a man aged 73, was admitted for the first time 
on Sept. 30, 1947, complaining of swellings in front of both 
ears, under the low'er jaw, and above botli eyes. These had 
appeared gradually over a period of 12 months, and for a 
month before admission vision had been much impaired by 
the presence of the large supraorbital swellings. Apart from 
these swellings there was no complaint, and the patient had 
given up his job as a forester only on account of difficulty in 
seeing. He could remember no previous illnesses. Both 
parents died when over 90, and all siblings had sun'ived to 
similar ages. 

Examination re- 
vealed a well-built 
healthy-looking man. 

The most striking 
abnormality was the 
symmetrical enlarge- 
'ment of all salis'ary 
and both lacrimal 
glands (Fig. 1); 

Chemosis of the con- 
junctivae of both 
upper lids was pre- 
sent, but neither xero- 
phthalmia nor xero- 
stomia was a feature. 

In addition there was 
generalized enlarge- p,Q, 1 .-—Appearance on Oct. 6, 1947 — 
ment of all groups of before treatment. 
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superficial lymph glands and also of those of the mediastinum 
as shown on .r-ray examination of the chest. The superficial 
glands ranged up to i in. (1.25 cm.) in diameterand were moder- 
ately firm, mobile, discrete, and painless. The spleen was 
enlarged to 4 in. (10 cm.) below the costal margin. 

Blood examination (see Table) showed normal values for 
haemoglobin, erythrocytes, and total leucocytes, but a neutro- 
penia and lymphocytosis were features of the differential count 


Tabic of Blood Findings 


Is. 

P.C.V. 

i%) 

R.B.C. 

(ion 

W-B.C. 

Ncut. 

(y.) 

Eos. 

Bos. 

C/O 

Lymph. 

(%) 

Mon. 

(%> 

30/'9/47 

140 

40-0 

5-42 

3,50a 

33-0 

20 

10 

550 

9^ 

I6/10;47 

13-0 

390 



6,800 

42-0 

l-O 

0-5 

46-5 

10 0 

5o;io;47 

12-9 

40'0 



6.200 

35-0 

Oi 

0-5 

60 0 

4-0 

4/II/47 

13-9 

41-0 



7,200 

42-0 

3-0 

1-0 

51-0 

3-0 

26/11/47 

13*2 

38-0 



4.0S0 

59-0 

0 

0 

29 0 

12-0 

6r2/4S 

14-4 

43-0 

4-59 

6,240 

62-5 

0 

0-5 

29-0 

8-0 

I3/4/4S 

12-0 

400 

4-91 

5.840 

39-5 

1-5 

0-5 

53-0 

5-5 

20/4H8 

12-5 

390 

4-65 

6.440 

37-5 

3-5 

0-5 

54-0 

4-5 

t9/5/4S 

13-4 

41-0 

4-51 

6,080 

38-0 

0 

0-5 

57-0 

4-5 

18/8/4S 

n-2 

3S-5 

4-72 

5,240 

36-5 

1-0 

0 

590 

3*5 

26/8/48 

12-5 

42-0 

4-63 

6,600 

34-0 

0-5 

0 

57-0 

8-5 


before treatment. Sternal-marrow examination revealed normal 
eryihroid and myeloid series with possibly a slight increase in 
lymphocytes. The W’assermann reaction was negative. The 
erythrocyte sedimentation rate was never more than 5 mm. in 
one hour by Wintrobe's method. Plasma protein levels were 
albumin 4.04 g. globuh'n I.8I g., and fibrinogen 0.47 g. 

A lymph-gland biopsy was carried out and Professor D. F. 
Cappell reported as follows : “The Ijanph node shows general 
overrunning of the architecture with small Ijinphocytes, which 
infiltrate the capsule and extend from the hilum into the 
surrounding fat. Only traces of a follicular structure are 
identifiable. The condition is one of the ill-defined systematized 
lymphoid hyperplasias. The association with lacrimal and 
parotid enlargement suggests Mikulicz’s disease, of which the 
Ijuiphoid form is one variety. It would not be surprising if 
this condition terminated with lymphatic leukaemia.” 

Following this report an attempt was made to alleviate the 
patient's main symptoms by deep .r-ray therapy, applied both 
generally and locally. Within a fortnight of beginning treat- 
ment there was obvious diminution in the size of the salivary 
and lacrimal glands and to a smaller extent of the cervical 
lymph glands. By Nov. 29 there was very pronounced regres- 
sion of salivary (especially parotid) and lacrimal glands, but 
the spleen and lymph glands were not greatly altered. The 
patient was discharged at this time. 

When seen again on Feb. 6, 1948, he looked and felt extremely 
well. Lacrimal and parotid glands were no longer visibly 
enlarged (Fig, 2). The submandibular glands were still palpable 

and the spleen and 
lymph glands un- 
changed. Blood 
examination showed 
essentially normal 
values, the previously- 
noted lymphocytosis 
having disappeared. 

The patient was seen 
again on April 12 ; 
there was then moder- 
ate recurrence of the 
swelling of both lacri- 
mal and submandi- 
bular glands. Neither 
parotid was palpably- 
enlarged and the 
F'O. 2. — Appearance on Feb. 6, 194S — condition of lymph 
three months after first course of treat- .^^.as 

unaltered. Blood 
examination showed a slight fall in haemoglobin and a return 
of the lymphocytosis, although the total white count remained 
normal. A further stemal-marrow examination, however, 
showed gross infiltration with lymphocytes, which comprised 
about 90?o of the total nucleated count. A'-ray therapy was 


reinstituted on April 14, and a month later complete regression 
of lacrimal and submandibular glands had taken place, but 
other findings, including the leucocyte picture, remained 
unchanged. 

By Aug, 17 there had been sufficient recurrence of the 
lacrimal swellings to cause difficulty in seeing, and the patient 
was readmitted. An interesting feature on this admission was 
the presence of considerable swellings in both lower eyelids, 
presumably consisting of lymphoid tissue. These sweUings were 
some distance from the free margin of the lids and appeared 
to be close under the skin ; they were certainly not connected 
with the tarsal glands. Parotid glands were visible and palpable 
but not grossly enlarged. The submandibular glands could 
not be felt. Lymph glands generally were stiU enlarged and 
the spleen now reached 6 in. (15 cm.) below the costal margin. 
Otherwise there was no change and the patient felt and looked 
svell. Blood examination showed values for haemoglobin, red 
cells, and total white cells to be still within normal limits, 
though the differential white count showed a persistence of 
the lymphocytosis and neutropenia that had been a feature of 
previous examinations. A further sternal-marrow film showed 
the presence of large numbers of lymphocyres, comprising some 
95% of the total nucleated cells. 

Further local x-ray therapy resulted in rapid regression of 
the swellings around the eyes, but the lymphocytosis persisted. 
It may be remarked here that the only occasion on which tto 
latter feature was modified by treatment was during the initial 
course of x-ray therapy, when the whole body was irradiated. 

The patient was discharged to his home on Aug. 26, and 
thereafter his general condition seems to have deteriorated 
fairly rapidly. He was confined to bed from mid-September 
and died on Sept. 27. His practitioner. Dr. W. D. Mcl^Uan, 
wrote to say that the lacrimal and parotid glands remained of 
normal size, but there was a rapid and enormous increase in 
the size of the spleen, which became very tender. Cough and 
a blood-stained sputum became troublesome symptoms, and 
there were signs of an increase in size of the mediastinal 
glands, with collapse of the left lung and a pleural effusion. 
Blood examination could not be made and a post-rnortem 
examination was not possible ; it cannot therefore be ^id with 
any certainty that he developed a terminal leukaemic phase, 
but such an event seems not improbable. 

Discussion 

Various classifications of Mikulicz’s syndrome have been 
proposed, notably those of Howard (1909), Thursfield 
(1914), and Schaffer and Jacobsen (1927). Howard’s classt- 
fication, based on four personal and 51 reported cases, has 
the merit of simplicity, all cases being divided into three 
groups : (1) Mikulicz’s disease proper, (2) pseudo-leukaemia, 
and (3) frank leukaemia. Thursfield, who described only 
one case, made an intensive study of the literature and put 
forward a scheme differing somewhat from Howards and 
including tuberculosis, syphilis, and gout as aetiological 
agents. Schaffer and Jacobsen, with personal experience of 
ten cases, proposed a classification into Mikulicz’s disease 
(familial and acquired) and Mikulicz's syndrome (due to 
leukaemia, tuberculosis, syphilis, lymphosarcoma, toxic 
agents, gout, and other diseases). 

The study of these and numerous other papers reporting 
solitary examples leads to the conclusion that Mikulicz s 
syndrome is a manifestation of a general involvement of 
lymphoid tissue rather than a disease of the lacrimal and 
4Uvaiy glands themselves. The involvement may be due 
to lymphatic leukaemia, but in many cases, as in the present 
one, there has been only a moderate lymphocytosis in the 
blood or no deviation at all from normal. It would appear 
likely that many of these will eventually develop the full 
picture of chronic lymphatic leukaemia. In the present 
case, despite the development of a grossly abnormal marrow 
picture, the peripheral blood showed only a slight absolute 
lymphocytosis even after a course of at least two years. 
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Many, if not all, examples of this syndrome described in 
the past as being due to tuberculosis (e.g.. Garland and 
Thompson, '1933) would probably now. be classified as 
examples of sarcoidosis, while a study of the clinical 
features of those ascribed to syphilis leaves the impression 
that in many the syphilitic state may have been purely 
coincidental. Why Mikulicz’s syndrome should be so rare 
when the pathological states which give rise to it are rela- 
tively so common does not appear to have been explained. 

Summary 

A record is presented of the findings in a case of Mikulicz’s 
syndrome (enlargement of lacrimal and salivary glands) 
followed from the initial hospital admission' until death 
14 months later. Many of the features of chronic lymphatic 
leukaemia, including lymphocytic infiltration of the sternal 
marrow, were present, but the total leucocyte count was not 
raised during the period of hospital observation. Swelling of 
the lacrimal and salivary glands was treated by .x-ray therapy 
with satisfactory though temporary results. 

Brief reference is made to the more important literature on 
the subject. 

I should like to express my thanks to Professor J, W. McNee, 
in whose wards the patient was investigated and treated, for permis- 
sion to publish this account, to Professor D. F. Cappell for 
permission to include bis report on the gland section, and to Miss 
M. M. Todd for the photographs. 
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A SIMPLE EMERGENCY METHOD 
FOR ESTIMATION OF BLOOD SUGAR* 

BY 

A. L. LATNER, M.D., M.Sc., D.I.C., A.R.C.S. 

AND • 

G. B. PENDLENTON, F.I.M.L.T. 

iFroin the Section of Chemical Pathology, Department of 
Pathology, King's College, Newcastle-upon-Tyne) 

simple and accurate method for estimating blood sugar, 
either in the ward or in the patient’s home, has long been 
required. The technique of Haslewood and Strookman 
(1939) as described by King (1946), when used in conjunc- 
tion with some simple apparatus we have designed, would 
seem to satisfy these criteria. This apparatus can easily be 
made by any competent glass-blower. No colorimeter or 
photometer is necessary. 


Apparatus 

The following apparatus is required: (I) a number of 
dean and dry teat-end pipettes ; (2) one blood pipette cali- 
brated to contain 0.1 ml., for measuring the blood sample ; 
(3) one pipette calibrated to contain 0.2 ml., for measuring 
the solution of 10% w/v sodium tungstate ; (4) a 1-in. 
f2.5-cm.) glass funnel and a supply of 5.5-cm. 'i^atman 
No. 41 filter papers; and (5) four tubes as shown in the 
accompanying diagram. 

Tube A has an internal diameter of approximately 10 mm. 
and is calibrated to contain 3.7 ml. It is fitted with a rubber 
bung. 

‘Received Jan. 3, 5949. 


Tube B has an internal diameter of approximately 13 mm. 
and is calibrated to contain 7 ml. at the lower mark and 
14 ml. at the upper. It is fitted with a rubber bung. 

Tube C has a narrow portion approximately 5 cm. long 
with an internal diameter of approximately 8 mm., and a 
-wider portion approximately 16 cm. long with an internal 
diameter of approximately 13 mm. It is calibrated by ring 
markings to contain 1, 2, 5, 10, and 20 ml. The length 
between the 5- and 20-ml. calibrations is further subdivided 
into 24 equal portions by alternate short and long etched 
lines. The long lines from below upwards are marked 100, 


A 


teas 




c 


D 

BIOOD 

sacAf? 

mj])r0rrj 



320 

...20 ml. 


- 300 

_ 2£0 

- m 

- 240 


STAHOARD 

- 220 



- 200 

- ISO 

" IfeO 

ml. 

51QOO 

SUCAR 

AO 

- 140 

- 50 

- »20 


- 60 

- 100 

80 

,...5 ml. 

- 70 
80 

u 

....2 ml- 

u 


The four tubes required. 

Figures shown at the sides of 
the tubes are etched on the 
reverse faces of the tubes. ' 

120, 140, and so on up to 320, which coincides with the 
20 ml. mark. These markings represent mg. of glucose per 
100 ml. of blood. 

Tube D is similar to tube C and of identical measure- 
ments. It also has ring calibrations at 1, 2, 5, and 10 ml., 
the length between its last two markings being subdivided 
into four portions. These are determined by adding 
calculated volumes of water, namely: 

At calibration 70 the tube contains a total volume of 5.7 ml. 



60 




ii 

„ 6,7 ml. 

It 

50 


» 


» 

„ 8 ml. 

»> 

40 

y> 

»» 

tt 

tt 

1 , 10 ml. 


Solutions Required . — ^These are exactly as described by 
King (1946). The standard solution contains 2 mg. of 
glucose per 100 ml. and is prepared fortnightly by suitably 
diluting the stock solution containing 0.1 g. of glucose per 
100 ml. with saturated benzoic acid. 


Method 

Tube A is filled to the mark with the isotonic sodium- 
sulphate-copper-sulphate mixture by means of a teat-end 
pipette. Blood obtained by capillary puncture is collected 
in a tube of internal diameter about 8 mm., which contains 
a small quantity of neutral potassium oxaiate to prevent 
coagulation. 
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The 0.1-ml. blood pipette is filled to the mark with this 
blood and the outside of the pipette carefully wiped free 
of blood with clean cotton-wool. The measured quantity 
of blood is delivered into the solution in tube A and the 
inside of the pipette rinsed into the solution by sucking 
some of the fluid into the pipette up to the mark and then 
blowing it back again. This is repeated twice. Tube A 
is gently shaken to ensure thorough mixing, and 0.2 ml. 
of 10% sodium tungstate is added. The tube is closed 
with a rubber bung and inverted several times to get 
thorough mixing. After standing a few minutes the precipi- 
tate which forms is filtered off through a dry 5.5-cm. No. 41 
\\Tiatman filter paper. Tube C is filled to the 1-ml. mark 
with this protein-free blood filtrate and tube D to the same 
mark with the standard glucose solution. For each of 
these manipulations separate teat-end pipettes arc used 
which are long enough to deliver direct into tlie narrow 
ends of the tubes. 

The alkaline copper solution is now prepared by filling 
tube B to the lower mark with solution A and adding solu- 
tion B to the upper mark. Again teat-end pipettes are used. 
The tube is closed with a rubber bung and shaken well to 
ensure mixing. Tubes C and D are further filled to the 
2-ml. mark with the alkaline copper solution so prepared, 
using a clean teat-end pipette. The tubes are carefully 
shaken to ensure thorough mixing, are placed in boiling 
water for exactly 10 minutes, and then rapidly cooled by 
inunersion in a relatively large volume of cold water or 
under the tap. Both tubes are filled with the phospho- 
molybdic reagent exactly to the 5-ml. mark, the open end 
is closed by the thumb, and the contents are mixed by 
inversion. The small amount of fluid adhering to the thumb 
is restored to the tube by wiping the thumb across its edge. 

If the blood sugar is above SO mg. per 100 ml. the blue 
colour in the wide portion of tube C below the 5-ml. mark 
will be darker than that in tube D. In this event small 
quantities of distilled water are added to tube C and the 
contents mixed by inversion after each addition, using the 
thumb technique already described. When the two colours 
match, the level of the bottom of the meniscus in tube C 
indicates the blood sugar. If the level has reached the top 
mark (320 mg. per 100 ml.) and the colour in tube C is siiil 
darker than that in tube D, the former tube is errip'ied 
exactly to the 10-ml. mark and further diluted until correct 
, matching is obtained. In this case the final reading obtained 
must be doubled in order to give the correct blood sugar. 
In this way values up to 640 mg. per 100 ml. of blood can 
be determined. For higher levels the tube is again emptied 
to the lO-ml. mark and the final reading multiplied by four. 

If the original blue colour in tube C is lighter than in 
tube D the blood sugar is less than 80 mg. per 100 ml. 
It can be determined by suitably diluting the fluid in tube D 
until the colours match and reading the calibrations on this 
tube. 

Results 

The accuracy of the method has been tested by the 
usual procedure of recovering known amounts of glucose 
added to blood, the blood sugar being determined before 
and after the addition. The results, shown in Table I, can 
be seen to be remarkably good. 

The method has also been used on a number of blood 
sarnples by a medical graduate with no special chemical 
training. All matching was done by artificial light in order 
to simulate ward emergency conditions, as, for exMple, 
in the diagnosis and treatment of a patient in a diabetic 
coma admitted at night. A parallel series of determina- 
tions was also carried out by a trained laboratory tech- 


Taele I . — Recovery of Glucose Added to Blood 


Stood Sagzr 
(mg. F«r 100 ml.) 

1 

Added Glucose 
(mg. per 100 ml.) 

Calculated 

Total 

1 

Found j 

1 

1 

1 % Error 

85 

loo ! 

! 185 

185 ! 

0 

S5 

2C0 

285 

2$0 j 

-i-2 

85 

300 ! 

1 3S5 

380 i 

-I 

85 

400 

1 4S5 

: 500 j 

1 ~3 

70 ' 

ICO 

1 I 

i 170 

1 0 

70 1 

200 

! 270 

263 : 


70 ! 

300 

370 1 

3E0 

' -3 

70 

400 

j 470 

1 450 

1 

120 

100 

1 220 

240 

-*-9 

120 1 

200 

320 

340 

' -r6 

120 ; 

300 

1 420 

420 

: 0 

120 1 

400 

I 520 

4$0 

; 

65 

100 

1 165 

165 

0 

65 

200 

! 265 

255 

—4 

65 

300 

365 

390 

-i-7 

65 

400 

1 

1 

4S0 

43 


Taele II . — Comparison "with Laboratory Findings 


Blood Sogir Blood Svigzr 

(ns. per 100 ml.) (mg. per lOJ ml.) 


Emergency 

Method 

Laboratory 

Method 

Emergency 

Method 

Laboratory 

Method 

107 

120 

115 

125 

KM 

115 

140 

140 

195 

190 

70 

70 

no 

120 

250 

280 

70 

85 

240 

260 

120 

135 

235 

250 

180 

180 

70 

65 

210 

210 

240 

220 

225 

220 

400 

420 


mcian, using the method of Herbert and Bourne (1930). 
The results are shown in Table H. The findings speak for 
themselves. 

A sufficient degree of accuracy for most clinical_ require- 
ments could no doubt be obtained by the provision of a 
dropping pipette which delivers 0.1 ml. of blood in a known 
number of drops. This, in conjunction with a similar 
method for delivering the sodium tungstate, would simplify 
the method still further. 


Summary 

With the use of easily constructed apparatus the method of 
Haslew'ood and Slrookman has been converted to a simple 
dilution technique, requiring neither colonmeter nor 
photometer. 

Estimations have proved accurate in the hands of a medical 
graduate with no special training in biochemical methods. 

Wc wish to thank Dr. XV Jack, who carried out the determinations 
in Table 11. 
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The housing progress sumraaiy for May, presented to 
'arliamcnt as a White Paper (Cmd. 7723), shows that the 
lumber of permanent houses completed in Great Br^in 
luring May was 16,866, compared with 15,110 in -April, ms 
irinns the number of permanent houses completed during l_9-.9 
0 date to 84,688. The total number of houses completed since 
he war is 667,656 (510,408 permanent and 157,248 temporary). 
)f the permanent houses, 379,016 were built by local authonUes 
nd 86 492 by private enterprise. During May homes were 
irovided by new building, repair of uninhabitable houses, con- 
'crsion and requisitioning for 18,469 families, compared 
6 587 in April. This brings the total number of families re- 
fused by these methods under the post-war programme to 
157,113. 
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METHYL N-PROPYL ETHER 

BY 

C. E. SYKES, M.B., F.F.A.R.C.S. 

Anaesthetist, Manchester Royal Infirmary 

Methyl n-propyl ether, known also as “ metopryl,” is a 
clear, colourless, volatile liquid having a characteristic smell 
which is not unpleasant. It has the chemical formula of 

■ - -)o 

CH/ 

and is isomeric with diethyl ether and isopropyl-methyl 
ether (isopryl). Methyl n-propyl ether was first used as 
an inhalational anaesthetic on the human subject on 
Oct. 3, 1945, at the South Baltimore General Hospital 
for appendicectomy and uterine suspension. 

Carr et al. (1947) give the following information concern- 
ing these ethers: 


Table I 



Diethyl Ether 

1 

Metopryl 

1 

j Jsopryl 

Boiling-point . . 

Solubility in water (ml. in 

35° C, 

04 

VO 

n 

31° C. 

too ml. at 25° C.) . . 

8-6 

50 

9-9 

Oil/water coefficient . , 

4 ± 0-4 

to ± 1 

2 ±0-2 


The inflammability range is identical with that of diethyl 
ether (White et al., 1946). The specific gravity is 0.726 at 
16“ C. 

In their series of cases White et al. found that, compared 
with diethyl ether, methyl n-propyl ether was less irritating 
to the respiratory tract, the pulse rate was not as rapid, 
the blood pressure rose and returned to normal more 
quickly, and muscular relaxation was more easily achieved. 
Post-operative nausea and vomiting were less and there 
were no pulmonary complications. The physical signs of 
varying depths of anaesthesia do not vary greatly from 
Guedel’s classification. They also found that the potency 
of methyl n-propyl ether when measured on the dog is 
approximately 25% greater than that of diethyl ether. 

Fisher and Whitacre (1947) from a series of 500 cases 
concluded that decreased irritation of the respiratory tract 
ts the drug’s only advantage over diethyl ether. 

Krantz et al. (1947) consider that methyl n-propyl ether 
has a wider margin of safety than diethyl ether. They state 
that if it be assumed that to induce anaesthesia with diethyl 
ether the volume per kg. of body weight is 1 ml., and to pro- 
duce respiratory arrest the volume per kg. is 2 ml., the corre- 
sponding volumes of methyl n-propyl ether are 0.84 and 
2.1 ml. Therefore methyl n-propyl ether has a higher 
potency but a wider margin of safety than diethyl ether. 
Rochberg (1947) showed that in 86 cases 52.8% had nausea 
or vomiting. 

Clinical Trial 

I obtained a small amount of meth}'I n-propyl ether for 
clinical trial, though the scarcity of the drug made it impos- 
sible to carry out the investigation on as large a scale as 
one would have wished. Table II shows the list of cases 
included in the series. In all except Cases 16, 17, and 18 
the ether was placed in the ether container of a Mushin 
closed-circuit apparatus, while in those three instances the 
ether was placed in the chloroform bottle of the Boyle 
apparatus. 

In my hands the induction period was not much shorter 
than with diethyl ether, though, contrary to expectations. 


Table II 


Case 

No- 




Duration 

Complications 

Sex 

Age 

Operation 

in 

Minutes 

Vomit- 

ing 

Pul- 

monary 


M 

53 

Partial gastrectomy 

■125 

No 

Yes 

2 

M 

19 

Trendelenburg operation 

37 

No 

No 

3 

M 

33 

Herniorrhaphy 

45 

No . 

Yes 

4 

M 

44 

For hydrocele 

20 

No 

No 

5 

F 

41 

Bilateral cervical sympathec- 
' tomy 

so 

No 

No 

6 

F 

18 

Appendicectomy 

25 

No 

No 

7 

F 

64 

Herniorrhaphy 

30 

No 

No 

8 

F 

25 

■ 60 

No 

No 

9 

F 

■ 16 

A f 

90 

No 

No 

to 

F 

17 


35 

Yes 

No 

n 

F 

27 

, 

24 

Yes 

No 

12 

F 

64 

Meniscectomy 

15 

• No 

No 

13 

M 

25 

27 

No 

No 

14 

M 

29 

Reamputation end of fibula 

22 

No 

No 

15 

F 

42 

Keller’s operation 

25 

No 

No 

16 

M 

41 

Removal os calcis spur 

IS 

No 

No 

17 

M 

46 

Meniscectomy 

25 

No 

No 

18 

M 

42 

For dislocated scaphoid 

20 

No 

No 

19 

F 

24 

Tonsillectomy 

18 

No 

No 

20 

F 

43 

Herniorrhaphy 

60 

No 

No 


it was shorter in those cases in which the ether was in the 
chloroform bottle. Cases 16 and 17 were powerfully built 
men who settled quickly and quietly. The diminished irrita- 
tion of the respiratory tract was very noticeable. Relaxa- 
tion was satisfactory, but not more so than with diethyl 
ether. The post-operative period was most satisfactory. 

Case 1 was a nervous man who had a high abdominal 
incision — the type of case in which pulmonary complica- 
tions would be expected. Case 3 had a rise in temperature, 
and on x-ray examination was found to have tuberculous 
cavities in his apices and a positive sputum which had been 
missed in the pre-operative examination. Cases 10 and 11 
each had a slight amount of vomiting on one occasion. 

Apart from these cases all patients made an uninterrupted 
recovery and had no complaints to make about the anaes- 
thetic. Other members of the surgical teams concerned 
noticed the unusual smell of the methyl n-propyl ether but 
made no adverse comments. In 10 cases there was a fall 
in the pulse rate during administration of the anaesthetic, 
in five a rise and later a fall, in four a rise which did not 
return to the former level, and in one case a fall which did 
not return. 

Summary 

Methyl n-propyl ether is described. The results of a clinical 
trial of this inhalational anaesthetic in 20 cases are given. ' The 
chief points of interest are the lack of irritation of the respira- 
tory tract and the small percentage of post-operative pulmonary 
and gastric complications. 

I wish to express my thanks to Messrs. Duncan, Flockhart and Co 
for their kindness in providing me with the sample of methyl 
n-propyl ether used in this test. 
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SIGNIFICANCE OF CONVULSIONS 
IN INFANCY 

BY 

P. ^Y. NATHAN, M.E., M.U.C.P. 

Neurological Research Unit, Medical Research Council, 
National Hospital, Queen Square 
AND 

P. M. RANSFOPvD, M.R.C.S., L.R.C.P., D.C.H. 
Supernumerary Registrar, Hospital for Sich Children, Great 
Ormond Street ; Paediatric Registrar, Royal Infirmary, Leicester 

There are two opinioDs about the significance of convul- 
sions in infancy. One is that convulsions within the first 
two years of life are of no serious significance, that many 
children have them, and that these children are no more 
likely than others to have convulsions later in life. This 
view is often held by parents and general practitioners. 
Peterman (1939) supports this view, as follows: ‘"The 
young child is subject to certain hazards and diseases 
These diseases are characterized by a tendency to produce 
convulsions. Once these hazards have been safely passed, 
the child is no more susceptible to seizures than is the 
adult under similar circumstances.” The second opinion 
is favoured by- neurologists. They usually hold that infantile 
convulsions are the early manifestation of epilepsy. Turner 
(1907) found in his scries of 1,000 epileptics that the 
greatest number beginning in any single year occurred in 
the first year of life. 

The purpose of this paper is to present some evidence 
which may contribute to the formation of an opinion on 
the significance of. these convulsions. 

Present Investigation 

The evidence is based on observations obtained from two 
groups-^ group of 200 patients attending hospital' as out- 
patients on account of epilepsy, and a control group. Each 
group is subdivided into two according to age — namely, 
one to contain subjects aged 2 to 15 years, and the other 
to contain those from 15 to 35. The 100 controls aged 2 
to 15 were out-patients at the Hospital for Sick Children 
or at the Leicester Royal Infirmary, which they were attend- 
ing for disorders other than epilepsy ; the 100 controls from 
15 to 35 were acquaintances of one of us (P.W.N.), and 
included a large number of hospital workers, nurses, tech- 
nicians, and doctors. The 200 epileptics were out-patients 
attending the National Hospital on account of this disorder 

It will be understood that in the epileptic groups there is 
selection to the extent that no one is included who has to 
live in an institution — such as an epileptic colony, an 
institute for mental defectives, or a mental hospital. The 
epileptics are those who remain within the normal com- 
munity, living in their own homes, attending London 
schools, and working ; and those in the control groups are 
their counterparts, but having no fits. No one was admitted 
into the control group unless he was able to find out from 
his parents whether he had had infantile conv-ulsions ; 
also, in the epileptic group the history was always obtained 
from a parent, who was asked about the occurrence of any 
convulsions, fits, faints, sudden stiffenings with loss of 
consciousness, or facial expression of vacant staring. 

Of the control subjects, two (2%) in each age group had 
had infantile convulsions. Of the 100 epileptic subjects 
from 2 to 15, 34 had had infantile convulsions, and of the 
100 from 15 to 35, 14 had had infantile convulsions. 


This pronounced difference — 2% in the control groups 
and 14% and 34% in the epileptic groups — makes it clear 
that convulsions within the first two years of life are to 
be taken as a manifestation of epilepsy, and that the subject 
so afiiicted is likely to have a recurrence of fits in later 
years. It also seems that the recurrence is likely to show 
itself before the fifteenth year. It is of interest that this 
percentage of those having a recurrence of fits before the 
age of 15 is so much higher than that of those having a 
recurrence after the age of 15. This may indicate that the 
longer the child lives free from convulsions the less likely 
he is to have any. 

The question arises. If convulsions within the first two 
years of life indicate that the child is an epileptic, should 
some treatment be started ? General neurological opinion 
holds that the longer the subject remains free from attacks 
the less likely he is to have further attacks. The lower 
percentage in the older epileptic group supports this belief. 
This observation upholds the view that any child havine 
convulsions should be treated with anticonvulsant drugs 
for a prolonged period, and possibly for years. 

P-ETsaEJiCEa 

PetemiM, M. G. (1939). J. Amer. rr.ed. Ass.. 113, 194 
Turner, \V. A. (1907). Epilepsy. Macmillan, Lendon. 


Medical Memoranda 


Bilateral Hydrosalpinx with Torsion of 
Both Tubes 

Torsion of the Fallopian tube is an uncommon condition 
but cases are reported in the literature fairly regularly' 
Anspach (1912) was able to collect 95 cases, and in 62 of 
them the lesion of the tube was a hydrosalpinx. Eastman 
(1927) brought the number of cases of torsion of hydro*- 
salpinx up to 91, and Goldberg and OUm (1938) increased 
the figure to 103. The condition, therefore, is not exces- 
sively rare, but bilateral torsion is extremely uncommon 
Anspach records seven instances in his paper, and 
then additional cases have been described by Sdn&hal 
(1932), Pineda and Campagnoli (1934), and Ficklen (193g) 

Case P.epoet 

A nulliparous married woman aged 24 was admitted to the 
West Middlesex Count> Hospital on May 31, 1948, complaj.-;. 
ing of a sharp knife-like pain in the right loin, radiating round 
to the front of the abdomen and down to the pubes, oflsen.-v- 
four hours’ duration. There had been nausea but no vomitin'g 
Her bowels had been regular and micturition had been normal 
apart from slight difficulty in initiating the a« since the onset 
of the pain. Her periods took place every 23 days and lasts* 
seven days. She experienced some backache on the first dar 
Her next period was expected on the day after her admisiicn” 
and in fact it began that day. She complained of seme yel'a-x’ 
vaginal discharge which was m.ost pronounced on the two day-, 
before the onset of menstruation. Her previous health bad 
been eood ; she had never experienced a similar attack of paj. 
in the"^ pasL She had undergone two minor operations fer C-.e 
correction of a narrow introitus. 

On physical examination her temperature was KX’ f_ 
(37.8’ C.).' pulse rate 92, and respimtions 20. Tre tongue f.a,* 
a moist white coat. The abdomen moved fairfy ’ 
respiration, and there was slight tenderness and m 
in the lower quadrants of the abdomen, great- 
side than on the lefu Rectal exa-mmation revel 
of two cystic swellings for one bilobular sweilmg) 
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of Douglas, each about the size of a tangerine and attached 
to the back of the uterus. They were moderately tender. This 
finding was confirmed on vaginal examination. The white cells 
numbered 15,000 per c.mm., of which 77% were polymobphs. 
A radiograph of the pelvis showed the presence of a cluster 

of teeth in front of the 
sacrum and a little to 
the left of the midline. 
A diagnosis of twisted 
or infected dermoid 
ovarian cyst was 
made. 

0 peration. — On 
June 4 the abdomen 
was opened through a 
midline subumbilical 
incision. The left 
ovary was replaced by 
a dermoid cyst the size 
of a large pear. There 
was a left hydro- 
salpinx the size of a 
hen’s egg which had 
hair. * undergone torsion 



.iboiit one and a half times in a clockwise direction. It 
was blue in colour and had a congested appearance which 
improved when the torsion was undone. On the right side there 
w.is aUo a hydrosalpinx which had undergone torsion. It was 
the size of a duck’s egg and was purplish red. It was clearly 
the scat of strangulation. The twist was also about one and a 
half limes in a clockwise direction. The point of torsion was 
It the lunction of the normal and cystic portions of the tube 
I bout 1 in. (2.5 cm.) from the cornu of the uterus. At this 
ooint the tube was constricted by a narrow omental adhesion. 
The right ovary' was about the normal size, but was studded 
wiiii small cysts. A left salpingo-oophorectomy and a right 
'.ilpingeciomy were performed, the severed end of Ihe right 
lube being left open. The appendix was removed and the 
ibJomcn closed. 

Consalcscence after operation was uneventful and the patient 
ciurned home on June 17. Her customary menstrual cycle has 
.ontinucd since the operation. 

The specimens have been mounted for preservation in the 
^o^pltJl museum, and consequently no histological examination 
't the tubes has been made. 

Comment 

1 he left hydrosalpinx was in a state of simple torsion 
without gross interference with the blood supply, while 
the right tube had undergone torsion with strangulation, 
consorting the hydrosalpiiux into a haematosalpinx. The 
patient's symptoms were produced by the lesion of the 
right tube ; the twist of the left tube was a coincidental 
finding. The omental adhesion around the point of torsion 
of the right tube may have been an important factor in 


producing the twist by constricting the area of attachment 
of the hydrosalpinx. The dermoid cyst of the left ovary 
had not taken part in the torsion of the left tube and did 
not seem to have had anything to do with its production. 

A study of the recorded cases of torsion of the Fallopian 
tube reveals that in the majority of cases the tube is the 
seat of disease, although a normal tube may undergo this 
complication. The commonest lesion is a hydrosalpinx, 
and this fact is well shown in the figures quoted above 
from Anspach’s paper. A hydrosalpinx satisfies the con- 
ditions required for torsion of an organ — namely, a freely 
mobile tumour attached to a more or less fixed base by a 
pedicle. A pyosalpinx, on the other hand, is much less 
likely to undergo torsion because of surrounding adhesions 
which limit its mobility. 

The clinical picture of torsion of the tube resembles that 
of torsion of an ovarian cyst, for which it has often been 
mistaken, but differs in that the symptoms are much less 
severe, and also in that shock is not a feature of the 
condition. 

I wish to thank Mr. John Scholefield, under whose care the patient 
was admitted, for guidance and for permission to publish this case. 

Richard E. Shaiv, Ch.M., F.R.C.S., 

. Chief Assistant in Surgery, West Middlesex Hospital. 
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Leiomyosarcoma of the Stomach 

Leiomyosarcoma is one of the rarest tumours of the 
stomach, comprising only 10% of all gastric sarcomas. 
Ewing (1940) estimated that 1% of malignant tumours of 
the stomach were sarcomatous. At the Mayo Clinic in one 
year, however, of 298 malignant lesions of the stomach 
3.3% were sarcomas (CounseUer et al, 1946). Edwards and 
Wright (1933) thought the condition more common than 
the number of reported cases indicated. 

Case Report 

The patient was a Bantu woman aged 21. She had four years’ 
history of attacks of severe epigastric pain, which was unrelated 
to meals but worse before her periods. For the last six months 
she had continuous pain and frequent vomiting, the vomilus 
being pale and never coffee-ground in appearance. Her appetite 
was good, but she had lost a great deal of weight and was 
becoming progressively weaker. Her diet was predominantly 
carbohydrate, and her home conditions were poor. 

On examination she was cachectic and too weak to stand. The 
temperature was 100° F. (37.8° C.) and pulse 120. In the 
abdomen a hard, tender .mass was felt occupying the costal 
angle ; there was a second mass under the left costal margin 
which appeared to be connected with the liver. Both masses 
were felt only on deep inspiration. There were no other 
physical signs. 

The patient stopped vomiting on the day of admission. She 
exhibit^ a remittent temperature which frequently reached 
102° F. (3S.9° C.). A chest radiograph showed clear lung fields 
but a raised left diaphragm. She was too ill for screening. 

The blood count demonstrated a hypcrchromic anaemia, with 
metachromasia and anisocytosis. The r.b.c. was four million, 
the Hb 77%, and the colour indc ' ' , The w.b.c. was 
of which 79% were polymorph' ‘ ' at:. - if the 
marrow showed a macronormo f 

test meal revealed complete abf 
acidity in the resting juice, and ' 


V - 



Above— the right hydrosalpinx. Below 
— ihe left hydrosalpinx with the associated 
dermoid evst. onened to show teeth aiid 
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meal. Blood was present in one specimen. The sugar tolerance 
cur\’e for hepatic function showed a fasting level of 80 mg.% 
and a rise of blood sugar after 50 g. of dextrose to 200 mg.«, 
followed by a lagging fall. There was no glycosuria. The 
E.S.R. was 31 mm./hour (Cutler technique). 

Ten days after admission the patient passed a stool consisting 
of a large amount of red clotted blood. Proctoscopic examina- 
tion revealed no abnormality. After this haemorrhage the blood 
count was: r.b.c. 2,400,000. w.b.c. 7,000, Hb 20%, colour index 
l.l. The patient was free of abdominal pain, vomiting, and 
diarrhoea, and felt better, but showed some oedema of the feet. 
She was given 5 ml. of liver extract intramuscularly daily, and 
received two blood transfusions of 250 ml. each on successive 
days. There was no reticulocyte response to the liver therapy 
after nine days. She became somnolent and died five weeks 
after admission. 

In view of the long history, the macronorraoblastic bone 
marrow, the lower bowel haemorrhage, the oedema, and the 
macrncjlic anaemia which failed to respond to liver, she 
was considered a case of post-necrotic fibrosis of the liver. 

At necropsy a large pedunculated neoplasm, fungating 
and foul-smelling, was found arising from the lesser curva- 
ture and posterior wall of the stomach and infiltrating the 
left lobe of the liver, which was in contact with it. There 
were no other deposits in any part of the body. The liver 
itself svas large and fatty. Microscopic examination of the 
mass revealed it to be a leiomyosarcoma. 


t am indebted to Dr. Dormer, medical superintendent of King 
George V and Springfield Hospitals, for permission to publish this 
case. 

Elizabeth Greathead, M.B., Ch.B., 
Medical Officer, Springfield Hospital, Durban. 
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Hydatid Cyst and Cirrhosis 

The following is a case of hydatid cyst associated with 
gross cirrhosis of the liver, an association which has rarely 
been reported. 

Case Report 

A woman aged 68 was admitted to Edgware General Hospital 
on Sept. 27, 1947, She had been well and on holiday until that 
morning, when she vomited a small quantity of blood ; during 
the day she voraited-blood several times, in all about half a pint 
(284 ml.). She was seen by her doctor about 7.45 p.m. and 
had difficulty in gisung her history, as she seemed dazed. She 
received an injection of morphine and was transferred to 
hospital. On arrival at 9 p.m. she was semi-conscious and 
unable to give any history. Her relatives could add little to 
the above account except to say that she had had two abdominal 
operations in early life, the first of these at 13 years, and a 
third In 1931. The only notes available concerning the last 
stated: “Laparotomy — hydatid cysL” In 1944 she had a 
haematemesis from which she entirely recovered. She had lived 
all her life in Lancashire except for pilgrimages to Lourdes, 
and she was not an alcoholic. 

Examination showed a semi-conscious woman, moderately 
pale and sweating slightly, who was vomiting blood clot. A 
few purpuric spots were present on the limbs, and on the 
abdominal wall there were enlarged veins and two upper 
abdominal laparotomy scars. The liver edge was 2 in. (5 cm.) 
below the costal margin ; it was smooth and hard, with one 
targe rounded eminence. A firm spleen was palpable 1 in. 
(2.5 cm.) below the costal margin. She also showed bilateral 
corneal opacities, depressed tendon reflexes, and a right extensor 
plantar response. The pulse rate was 110 and blood pressure 
100/60. She was afebrile and free from jaundice. There were 
no other significant findings. 


On admission her urine contained protein but was otherwise 
normal. Blood count showed: haemoglobin, 68%; red blood 
cells, 3,360,000 per c.rara. ; white blood cells, 14,4(K) per c.mm. 
Plasma proteins: Total, 5.75 g.% ; albumin 3.4 g.%, globulin 
2.35 g.%. The cerebrospinal fluid was normal in all respects. 
She was transfused with one litre of blood and 800 ml. of 5% 
glucose, but failed to improve, and died 36 hours after 
admission. 

Post-mortem Examirtation (Dr. H. C. Moore). — ^The body was 
generally obese. There were large oesophageal varices, and 
the stomach and intestines contained fresh blood. There was 
no ascites. The liver weighed 1.95 kg. (normal, 1.2-1.4 kg.) 
and the right lobe was replaced by a cavity, 18 cm. in diameter, 
which contained turbid fluid. The walls were composed of a 
4-mm. layer of fibrous tissue and compressed liver tissue with 
a shaggy fibrinous inner surface (see photograph). There was 
no calcification. The 
remainder of the liver 
showed a multilobular 
cirrhosis with nodules 
of hyperplastic liver 
tissue ; there were no 
remnants of other 
cysts elsewhere in the 
liver. Gall-bladder 
and ducts were nor- 
mal. The spleen was 
four times its normal 
size, and firm. Apart 
from oedema of the 
lungs there were no 
other macroscopic 
abnormalities. Micro- 
scopically the liver showed a multilobular cirrhosis. The wall 
of the cyst consisted of vascular collagenous tissue in which 
normal bile ducts could still be seen, but no liver parenchyma 
was present. 

CONWE-ST 

The cause of death appeared to be liver failure due to 
multilobular cirrhosis, precipitated by a haematemesis from 
oesophageal varices. Morphine may have slightly hastened 
death. The large thick-walled cyst which was found at 
necropsy had existed for many years, and was almost cer- 
tainly hydatid in origin. Instead of becoming shrunken and 
calcified after the death of the parasite, as is usual, it had 
remained distended. Its relationship to the cirrhosis is 
uncertain. 

All authors are agreed on the frequency with which 
compensatory hyperplasia of the liver cells occurs when 
part of the liver is destroyed by hydatid disease, but most 
consider that cirrhosis and hydatid disease occur together 
merely by coincidence. Dew (1928), for example, states 
that in view of the great difficulty of excluding other causes 
it seems that the existence of a true hydatid cirrhosis 
remains to be proved. A biliary cirrhosis due to obstruc- 
tion of the bile ducts by hydatid material has been 
described. It is hard to believe, however, that in the above 
case multilobular cirrhosis and a thick-walled cyst were 
present together only by chance. Stevens (1901) described 
a similar case — that of a man aged 63 — in which two cysts 
were present. Both in his and in my case the cysts had 
probably existed since childhood, and their great ace and 
survival after the death of the parasite may have had some 
bearing on the development of cirrhosis. 



I am indebted to Dr. G. H. Jennings for his advice and to 
Miss M. H. Shaw for the photograph. 

C. P. Silver, B.M., M.R.C.P., 

Lately Senior House-Physidan, 
Edgiv-are General Hospi'.a!, Edgware, 
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MANUAL OF PUBLIC HEALTH 

Hygiene. By J. R. Currie, M.D., LI.D.GIas., D.P.H.Birm., 
F.R.C.P.Ed., and A. G. Mearns, M.D., B.Sc.(Pubiic Health), 
p.P,H.Glas., F.R.S.Ed. Third edition. (Pp. 724; 212 iUustra- 
-tions and 4 plates in colour. £1 15s.) Edinburgh: E. and S. 
Livingstone. 1948. 

This is the second edition since the war of the textbook known 
aflfectionately in Scotland as “Currie and Mearns.” Rapid 
changes have occurred since the publication of the 1945 edition, 
and in bringing the book up to date the authors have consider- 
ably enlarged it- and greatly increased its value to both under- 
g'raduate and postgraduate students. Currie and Mearns 
has joined the ranks of standard textbooks on both sides of 
the border, and is by no means confined in its application to 
Scotland. The book covers the vast domain of public 
health and hygiene in 26 chapters. The broad picture presented 
portrays in considerable detail modern public health as a study 
of the environment and of the community which inhabits that 
environment. The personal health services are well represented, 
and tile last chapter, entitled " The Social Vista,” is an interest- 
ing outline of the history of social medicine, including its post- 
war developments. Great care has been taken with the 
chapters on food, community diseases, and infestation ; per- 
sonal hygiene and health education are dealt with by an 
author who has tnade a special study of these subjects. 

It is curious how, even in the most carefully revised text- 
book, old phrases linger on as though in response to tradition. 
In chapter 4, for example, it is stated (p. 49) that “ main 
latrines should be placed outside the school building.” This 
is at least a generation out of date. Again, some of the 
statements about housing and, more particularly, ventilation 
require reconsideration in the light of recent investigations. In 
chapter 10 (p. 295) there Is over-emphasis on cubic space and 
consequent under-stressing of the importance of floor area 
in small houses. Further, it is stated that 8 ft. is too low 
for a habitable room and that in ordinary houses the 
height of ceilings may range up to 11 ft. These statements 
will not stand up to obstinate questioning on grounds of either 
health or expense. 

Nevertheless, the leaching is generally up to date and the 
subjects are presented in an attractive manner. The paper 
is excellent for a post-war production, and the book is exten- 
sively illustrated with more than 200 well-chosen diagrams, 
tables, and photographs. It is good to see the return of colour, 
illustrations, which are very effective. 

The student of hygiene, and especially candidates for the 
Certificate and Diploma in Public Health, will find in Currie 
and Mearns an excellent textbook which gives them all that 
is required for a well-balanced groundwork. For under- 
graduates it is easy to read and not difficult for reference. 
Medical officers of health, sanitary inspectors, and other officers 
engaged in the practice of preventive medicine are recom- 
mended to take it as a refresher course covering the whole 
field of their work. 

- 1. M. Mxckintosh. 


PUBLIC HEALTH IN THE U.S.A. 

Essentials of Public Health. By William P. Shepard, B.S., M.D., 
MA. With the collaboration of C. E. Smith. M.D., R. R. 
Beard, M.D., L. B. Reynolds, A.B., Sc.D. With foreword 
by R. L. Wilbur, M.D., LL.D., Sc.D. (Pp. 600; illustrated. 

£1 lOs.) Philadelphia and London; J. B. Lippincott Company. 
1948. 

As the dust-cover states, this book points out the place of the 
physician in to-day's public health activity and shows clearly 
where his support is essential. It is written for the practising 
doctor in the United States ; 1 think it will appeal to a 
larger public, and that the public health officer in this country 
will find h stimulating. In the United Stales much still depends 
upon voluntary agencies and the enlightenment of public 


Opinion (broadly speaking, public health education), and this 
aspect is prominent in the work. Health education is one of 
the new functions of the medical officer of health and that is 
why the volume may well find a place on his bookshelf. The 
legal and administrative aspects of public health in this country 
and in America present considerable differences, and the book 
will be found stimulating to thought for precisely this reason. 

The section on tuberculosis is of particular interest. A 
letter from a High Court judge to the superintendent of a 
sanatorium, explaining why he had not caused a tuberculous 
child to be compulsorily committed to the institution, is an 
unusual item and one indicating that this is not just another 
textbook of public health. 

There is a statement in relation to activated sludge which 
requires some elucidation. Among the advantages of this 
method of sewage treatment is mentioned low operating cost, 
but the next line gives among its disadvantages that of high 
operating cost ; one may well ask how this can be. There 
are some excellent illustrations of American sewage disposal 
plant in this section. 

Anyone who has produced a book dealing with an advancing 
subject will know how soon it is out of date, but it was very 
unkind of fate that in the excellent brief classification of the 
value of minerals in water there should occur, relative to 
nutritive trace elements, the statement, “ All except cobalt are 
necessary to human nutrition.” And now cobalt has been 
found to be a constituent of vitamin B,,, the anti-pemicious- 
anaemia factor. 

C. O. Stallybrass. 


FACTORY AND MINE HYGIENE 

History of Factory and Mine Hygiene. By Ludwig Teleky, M.D. 

(Pp. 342. 25s.) Columbia: University Press. London: 

Geoffrey Cumberlege. 1948. 

Written by an acknowledged authority, and with an introduc- 
tion by Dr. Alice Hamilton, this book raises more hopes than 
it fulfils. Too much has been attempted, and the main argu- 
ment is obscured by detail. 

The author's thesis is an important one, and has been fully 
established. U is that “ laws and regulations (thoroughly 
worked out) are indispensable to industrial hygiene.” As a 
rider, the need for the active co-operation of all parties is 
insisted upon. Dr. Teleky stresses and proves the necessity for 
a scientifically trained Civil Service inspectorate, free front 
political influences and capable of determining in specific detail 
the regulations required for every hazardous process. 

The book opens with a historic survey of the development 
of industrial hygiene, particularly in Britain, Germany, and the 
U.S.A. British practice started “from ait outraged national 
conscience,” and German practice from a special concept of 
the rights and duties of the State. American practice, with 
its virtues and anomalies, arose from the interaction of three 
forces — the demands of the workers, employers’ interests, and 
the uncertain influences exerted by both central and local State 
authorities. 

Written primarily with an eye to the contemporary American 
situation, the author covers an immense field in less than three 
hundred pages. The history (in three countries) of industrial 
legislation, co-operating agencies, medical, scientific, and 
research services, of injury and hazard prevention, of education, 
and of some special problems such as dust, compressed air, and 
skin diseases, is surveyed. 

Special attention is devoted to the problems of mines and 
miners. Dr. Teleky is most successful in this part of his 
book. The section is followed by a chapter on the effects 
of industrial hygiene, and a summary concludes the text. There 
is a full bibliography and an adequate index. 

Those who are concerned with the legislative aspects of 
industrial hygiene and are not already familiar with the history 
of the subject, or those who are interested in the history of 
industrial medicine, will value this comprehensive survey. As 
a book of reference it will prove valuable to medical libraries. 

H. E. Collier. 
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ALLERGY 

Practice of Allergy. By Warren T. V.aughan, M.Q. Second 
cdi'.kva. Revised by J. Harvey Black. M.D. (Pp. 1,132; 333 
inur’.rjiions. S 15.00 or O 1 5s.) St. Louis: The C. V. Mosby 
Company. London: Henry Kimplon. I94S. 

The invesdgalion of allergy has sulTered in the past from the 
uncritical claims of its enthusiastic .adherents. This c.xcessise 
enthusiasm, together with the diflicully of cure, has caused its 
study to be regarded too lightly by the medical profession 
in this country. The plain truth is that the allergic diseases 
are psychosomatic conditions in which the pattern of the mental 
and allergic processes are so interrelated that truly ohjectite 
inscstication is extremely difficult. This, however, does not 
detract from the .interest or importance of the subject, which 
is so ably discussed in the new edition of this work. 

Readers of this hook cannot fail to be impressed b> the 
vast amount of e.vpcrimental work and the accumulation of 
clinical observation which it presents. If contains full informa- 
tion on every aspect of allergic diseases. The first 130 pages 
are devoted to theoretical considerations of the possible 
mechanism of allergy ; the remainder deal with its more 
practical aspects. Over two hundred pages are devoted to food 
allergy. TTiis subject has always received more attention in 
the United States than in this country, and it is not easy to 
decide whether it is overdiagnosed there or overlooked here, 
or if there is a real difference in incidence in the two countries 
Tliere can be little doubt, hottever, that if the patient and 
detailed inscsiic'.it.'ons rccontmended by the authors were carried 
out in suspected cases here many more of that vague group 
of dyspepsias labelled “ functional " would be found to be 
- due to food sensitivity. On tlie other hand, it is difficult for 
us to believe that appro.ximalely S0% of Americans have some 
form of allergy to food. 

There is a well-documented chapter on so-called physical 
allergy. This condition also receives scant attention in this 
countrj’, although there is evidence that physical factors ate 
responsible for the precipitation of attacks of asihm.i. 
urticaria, and similar illnesses far more commonly than is 
generally recognized. Little reliable work has been done to 
explain the way in which these factors produce their cllecls. 
and it may be that use of the term “allergy,” by appearing to 
offer an explanation, has served only to obscure it. 

The seciions relating to drug allergy and contact allergy 
are of exceptional interest. Detailed information is also 
supplied tor preparing extracts of all the important allergens 
(alopens). 

An extensive bibliography is provided at the end of the 
volume. It is unfortunate that not all the papers referred 
to in the text are included. 

This is an excellent book in which one of the leading Ameri- 
can exponents of allergy has set down the results of his e.xiensive 
experience. It contains a critical and up-to-date review of the 
literature, and this makes it a valuable reference book. It 
can be whole-heartedly recommended to all interested in the 
subject. 

R. S. Bruce Pearson. 


BLOOD SUBSXmJTES 

Blood Deriyaliies and Substitutes. By Charles SWnley White, 
M.D., Sc.D., and Jacob Joseph Weinstein, B.S., M.D. (Pp- 4S-' • 
illustrated. £2 Is.) London: Bailliere, Tindall and Cox. 

This book gives a description of current American practice 
in the preparation and administration of plasma and plasma 
substitutes. Most aspects of the subject, both practical and 
theoretical, receive comprehensive treatment, and it can be 
said that this is a valuable work of reference to what has 
been and is being done in this field in Ihe United Stales. wT.lten 
by workers with much experience of what they describe. Bnlis 
methods differ considerably from American ones, and the book 
cannot therefore be used as a routine guide in this country. 
The historical section is, on the other hand, refreshingly broad- 
minded in giving credit to the pioneers of transfusion in all 
countries. 


There is a good account of the physiology and biochemistry 
of plasma, but it may be questioned whether it is needed in a 
book of this type. TTie techniques of preparation, storage, and 
administration of liquid and dried plasma are treated extensively 
and well, but with a totally unnecessary wealth of photographic 
illustrations, many of them simply representing labelled bottles, 
cr even the cutting of a nihber tube with a pair of scissors. 
There follow chapters on plasma fractions, on by-products of 
plasma preparation, and a .somewhat inadequate section on 
plasma substitutes in which little is said of the extensive work 
done in the past on gu.m saline ; nor is there any reference to the 
important recent Swedish research on dextran. Further sections 
discuss human serum, blood preservation and transport, and 
Ihe clinical results of plasma administration. 

In a final chapter on reactions the account of homologous 
serum jaundice is totally inadequate. Less than a page is devoted 
to what is in practice, both in the United States and England, 
the most dangerous of all sequels to plasma administration ; 
nor is any useful guidance given for the prevention of this 
complication. The mere avoidance of donors with a hisloo' 
of jaundice gives little protection. The recommendation 
regarding donors who may have run the risk of yellow fever 
infection is not relevant unless they have received vaccine 
prepared with human plasma. 

The book will thus be of greater interest to those concerned 
with the administration of blood collection, processing, and 
transfusion than to clinicians. 

A. E. MouB-V-VT. 


HAEMOSTATIC AGENTS 

Hemostatic Agents. By Walter H. Seegers, M.S„ Ph.D., and 
Elwood A. Sharp, M.D., Sc.D. fPp. 131 : 27^figures. 53.75 or 
£1 5s.) Springfield. Illinois: Charles C. Thomas. Oxford: 
Blackwell Scientific Publications. 1948. 

This small book provides a useful review of the haemostatic 
agents which have been developed as a result of the sludy^ of 
blood coagulation and fractionation of the plasma proteins. 
Professor Seecers is well known for his work on the physiolog) 
of coagulation, and Dr. Sharp has been largely responsible for 
(he development of haemostatic materials by Parke, Davis, and 
Company. 

The first section describes the process of clotting on con- 
ventional phvsiological lines, although greater stress than usual 
is laid on fibrinolvsin. The chapters discussing the practical 
uses of the haemostatic agents will be of greater interest to 
clinicians. The value of thrombin solution in the control of 
haemorrhage in prostatectomy and other surgical operations is 
reviewed, althoueh no mention is made of its use in the anest 
of haemophilic bleeding. Fibrinogen solutions have been 
emplojed for the fixation of skin grafts and for nene suture. 
They have provided an ingenious method of pyelouthotom.v. 
whereby the ureter is occluded and the renal pelvis filled, 
ihrouch a small incision, with fibrinogen and thrombin solu- 
tions ' The resulting coagulum is withdrawn through the usual 
rncision. and enmelhed in it are all the stones ly'nc 
in the renal pelvis. The final chapters deal with the absorbable 
materials which mav be used as haemostatic agents, alone or 
in combination with thrombin. Oxidized cellulose f 
foam are familiar to most surgeons in this country^, but g-Iatm 
sponge, vvhich has uses similar to those of fibrin foam, is less 

well known. , , , j, r 

This book is an opportune resume of the newer methods of 
obtaining haemostasis. It is, moreover, a tribute to the fertile 
c^peration of physiologist, climaan, and manufacturing 

chemist. Bodley Scott. 

advances in psychiatrv 

a ™ Trends in Psychalopcai Medicine. I94'l. Edited by 
Modem rrendi m rs>^ ^ ^ D.P.M. (Pp. 450 : 25 ficurcs. 

£,%?■ Jius 6d. post2S=4 London; Emterworth and Co. 

1948. 

The editor undoubtedly had a difficult task in choosing the 
. . . ara/t in nn account of modem trends in 
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psychiatry, for these are diverse and chaotic. Nevertheless, 
much of the interest this work will arouse will come from the 
fact that psychiatry has so many growing points, for the first 
time included in a comprehensive book. 

Psychiatry is changing under our eyes, and what seems to be a 
dominant trend to-day may in twenty years be looked on as a 
blind alley, an eccentricity of our age which led nowhere. Dr. 
Harris says in his introduction that the most important require- 
ment in psychological medicine is a narrowing of the gap between 
ihis and other branches of medicine. Yet an exactly opposite 
view could equally well be taken. Fissiparous tendencies get 
stronger rather than weaker with the years. The gap between 
psycho-analysis and the older psychiatry has widened since" the 
days when Bleuler formulated the concept of schizophrenia, 
and he and his collaborator Jung used psycho-analytic ideas 
in (he interpretation of psychotic symptoms. Psycho-analysis 
itself is splitting into warring camps, and the American school, 
which attributes the cause of psychiatric syndromes almost 
entirely to “ sociogenetic ” factors, has moved far from the 
position taken by Freud and still maintained by his more 
orthodox followers. The psychodynamic school branches and 
proliferates, and has now invaded industrial medicine, sociology, 
anthropology, and at last politics, economics, and statecraft. 
Reflections of these developments are found, as is proper, in 
this book. 

In all, six chapters are given to psychosomatic medicine, the 
physiology of emotion, constitution, causation, electro- 
physiology, and physical treatment. The remaining thirteen 
chapters are allott^ to social and psychodynamic aspects. 
As in all such collections of contributions from many authors, 
some chapters are excellent and others less meritorious, some 
are informative and factual and others speculative and dog- 
matic. The opinions voiced in some sections are in direct 
contradiction to those expressed in others. The' reader may 
make his own choice. No doubt the views he adopts will be 
determined less by rational than by emotional considerations, 
but, whatever they are, if he looks diligently he will find 
authoritative support. 

Eliot Slater. 

COMMON SENSE ON CHILDREN 

The Child: An Adult’s Problem. By Anthony M. Ludovici. 

(Pp. 288. 10s. 6d.) London: Carroll and Nicholson. 

Mr. Ludovici is a cynical and dogmatic writer who will no 
doubt shock many people ; nevertheless there is a great deal 
of sound common sense in what he says. He deprecates the 
conventional child-worship based on Wordsworth’s conception 
of the innocent child trailing clouds of glory. This is part of 
what he regards as a retreat from adulthood, seen especially in 
women who desire power over children, pet animals, and the 
poor. Adults pretend they remember the innocence of their 
own childhood : but the child is prevented only by his muscular 
weakness and incoordination from behaving in the most asocial 
or antisocial way. This tendency can be counteracted only 
by the imposition of proper discipline, which is not synonymous 
wiih punishment. Corporal punishment should never be needed 
if muiu.vl love and respect between parent and child have 
been established from the earliest years. A spoilt child 
gcneialK reflects narcissism in the mother, which is likely to 
be greater the older she is. In this sex-phobic society the 
child is venerated because he is supposed to be sexless ; but 
to parents, and especially to fathers, he is a manifestation of 
their sexual potency. He is a means of achieving ascendancy, 
yet each parent tries to win his love. There is therefore con- 
siderable confusion in relation to the child, which may be 
reflected in the present confusion of the world. The elders 
are gradually losing the respect of the child and dominance 
over him, and this is responsible for much delinquency. The 
proper way to train the child is discussed, and there is a sensible 
final chapter on sex education. This is a provocative and well- 
written book which should prove of interest to a large circle 
of readers, and certainly to the medical profession. 

R. G. Gordon. 
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HTTNOSIS m TREATftlEST 
The position of hypnotism in medical practice is 
ambiguous; only a small minority of doctors take an 
interest in it, or make any practical use of it, and the 
majority of their colleagues are sceptical of the value 
of the results obtained. Owing to public displays of 
hiTOotism on the music-hall stage, the atmosphere that 
gathers about the hypnotist, even the medical hypnotist, 
does not provide the sort of climate in which most 
medical practitioners feel at home. The practice of 
hypnotism is ancient. Priests of all religions have at 
times employed it to produce apparently occult effects. 
It was introduced to medicine by Franz Anton Mesmcr, 
a physician who practised in Vienna 150 years 
ago, and Mesmer himself is said to have learnt 
the technique from a Catholic priest who used it to 
exorcise devils. Mesmer applied the method to the 
cure of patients and, discarding any notion of divine 
intervention, tried to explain his results by the theory 
of a “magnetic fluid ” which was supposed to flow from 
the hypnotist into his subject. Disease was due to an 
abnormality in the flow of the magnetic fluid, and could 
be cured by correcting its flow. Finding medical 
scepticism and resistance in Vienna, Mesmer moved to 
Paris, only to meet the same fate there. His spectacular 
successes and a technique which was not lacking in some 
charlatanry caused ill feeling in his colleagues, and a 
commission adjudged him a fraud, 

Mesmer died in obscurity, but his practices found 
other adherents, and since then a series of honest 
and respectable medical men and psychologists have 
developed the technique of hypnotism, simplified theo- 
retical explanations, and added to our knowledge of its 
physiological nature. Better known among these names 
are those of Forel and Moll on the Continent, of Braid 
and BramweU, and, in recent years, of Brown and 
McDougall in this country. Surgical operations under 
hypnotic anaesthesia are first known to have been per- 
formed in France in 1821. Isolated instances of the use 
of hi'pnotism for this purpose have been reported in the 
medical and general press ever since. A field in which 
it is said to.be particularly valuable, and which has 
attracted some recent notice, is the reduction or aboli- 
tion of the pain of cluldbirth. One of the greatest diffi- 


culties in the practice of hypnotism is the unreliability 
and impredictability of its effects ; it is likely that the 
mother in the early stages of labour is in a more than 
usually suggestible state, and so is an exceptionally good 
subject for hypnotism. 

The principal use of hypnotism has been for the relief 
and cure of neurotic, especiaUy hysterical, symptoms. 
Hypnotic and hysterical states are closely allied, and 
both depend largely on suggestion and on a mechanism, 
which is not fully understood, of functional dissociation 
in the central nervous system. Effects can be produced 
both by hypnotism and in the course of hysterical ill- 
nesses which are beyond the capacity of the organism in 
ordinary circumstances. Estabrooks,' for instance, has 
reported that with the same electrical apparatus and 
methods of securing contact normal subjects found 15 
volts painful and 20 volts unbearable, while 120 
volts were taken natbout flinching under hypnotic 
anaesthesia. The cataleptic and paretic phenomena 
which can be induced by hypnotism also seem 
to be beyond serious question. Rather more doubtful 
are the claims which have been made that under 
h)T>notism a direct suggestion can alter the rate of 
the heart or cause local dilatation or constriction of 
blood vessels, or that the central nervous system can be 
made more efficient by the production of a so-called 
hyperaesthesia or hypermnesia. Even with its admitted 
possibilities it is clear that hypnotism could be of service 
in the treatment of hysterical anaesthesias, pareses, 
spastic conditions, and amnesias, and that it might prove 
of value in the treatment of such single symptoms as 
headache, insomnia, tics, stammer, or enuresis. 

The value of hypnotherapy is increased by the possi- 
bility of post-hypnotic suggestion. After waking from 
the hypnotic trance the subject has no recollection of the 
suggestion which the hypnotist has given him until it 
arises in his mind, apparently de novo, at the stated time 
or occasion. This is very frequently used in stage dis- 
plays, and then often has a most unconvincing quality. 
At the appropriate signal the subject does indeed carry 
out the bypnorist’s command, but, it appears to the 
obsers'er, only by his own consent. The stage subject 
has himself a desire to make a good “ show ’’ and is 
no doubt prepared to co-operate in performing at the 
right time any action which is not too ridiculous or 
humiliating. The value of post-hj'pt'oric suggestion for 
therapy lies almost entirely in its enabling the patient 
to do something which he badly wants to do but which 
he is ordinarily prevented from doing, and not in com- 
pelling him to do something which he does not wish 
to do. 

There is very great variabiliiy from subject to subieci 
in the ease with which a hypnotic state is induced, and 
also in the same subject from time to time. There are 


I Hypnottm. 1943. New York. 
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also interesting differences from subject to subject in tlie 
neurological and psychological pattern which is induced. 
Some subjects fall at once, without any suggestion given 
to this effect, into a cataleptic and anaesthetic state, and 
others show few, if any, signs of this. Some patients, 
while Itj^pnotized, seem to have a general clouding of 
consciousness, whereas in others there is a much greater 
degree of dissociation between one function which is 
depressed and others which are maintained in normal 
alertness and responsiveness. It is, however, probably 
true tliat all normal individuals, if fully co-operative, 
are capable of being put into a hypnotic stale, and that 
with practice tlic state can be induced more and more 
easily and made progressively deeper. 

To a certain extent, therefore, the main difficulty in 
tlie way of a more extensive use of hypnotism both for 
surgical anaesthesia and for psychotherapy might be 
overcome by greater medical interest in die subject. 
There is no evidence that in capable and conscientious 
hands hypnotism, repeated as many times as is desired, 
carries with it any physical or psychological danger to 
the patient. It is, however, most unlikely that more 
than a small proportion of doctors will be tempted to 
make any extended use of hypnotism in their practice. 
The technique of inducing the hypnotic state consists in 
telling the subject with the greatest conviction and 
impressiveness something that is not strictly true — ^for 
instance, that his limbs are feeling heavy, his lids droop, 
and he is becoming sleepy. Such things are said, and 
have to be said, in the hope that their saying will make 
them come true. Certain temperaments will find actions 
of this kind either antipathetic or ridiculous, and the 
technique cannot then be carried through with the inner 
certainty and self-assurance which are imperative for 
success. 

Despite this and other limitations, however, hypnotism 
might well be more widely employed than it is at present, 
both as a harmless local anaesthetic in suitable sub- 
jects and in suitable circumstances and for the relief 
of psychoncurotic symptoms. Effective short cuts in 
psychotherapy are very urgently required. No one 
would now claim that psycho-analysis is the treatment 
of choice for more than a small minority of neurotic 
patients : the time it requires is a very practical difficulty. 
Nevertheless there is a large amount of neurotic illness 
which is not as yet effectively treated but is of its nature 
capable of treatment. For some of these sufferers 
hypnotism might offer substantial relief. Above all it 
seems desirable that hypnotism should be investigated 
more thoroughly along neurophysiological lines. The 
systematically applied interest of trained and critical 
minds might do much to clear up present obscurities, 
remove unfavourable impressions, and increase under- 
standing of higher cortical activity in the brain. 


TREATMENT OF PULMONARY STENOSIS 
The surgical treatment of congenital heart disease has 
proved to be one of the most spectacular of recent thera- 
peutic advances. It is only 10 years since Gross' first suc- 
cessfully ligated a patent ductus arteriosus, and the passing 
of this landmark led to attacks on the problems of coarc- 
tation of the aorta and pulmonary stenosis. In the latter 
condition the object of surgery must be to increase 
the oxygen saturation of the blood, which fails as a 
result of the stenosis to be fully exposed to the oxj'gen 
in the lungs. The “ blue ” blood from the right ventricle 
passes in part through the defect in the interventricular 
septum into the overriding aorta, thence into the systemic 
circulation. Experimental work in v/hich the subclavian 
artery was used to make an artificial channel in coarcta- 
tion of tlie aorta pointed the way to the successful treat- 
ment of the “ blue baby.” If some of the systemic blood 
could be deffected by an artificial “ ductus arteriosus ’’ 
_ into the pulmonary artery then oxygenation would be 
improved and some amelioration of the general condi- 
tion might be expected. Eventually Blalock and Taussig^ 
devised a brilliantly successful operation; this was 
the anastomosis of a systemic vessel, usually the sub- 
clavian, with the corresponding pulmonary artery. It 
has fully justified its conception, for it has proyjied 
relief for many patients suffering from a most distressing 
and hitherto incurable- disability. . 

The technical skill and experience required for this 
form of surgery are apt to overshadow the careful work 
of investigation that must be carried out when assessing 
the suitability of patients for operation. To obtain suc- 
cessful results closely integrated team-work is necessary, 
and, in addition to the surgeon and anaesthetist, physi- 
cians, radiologists, and physiologists all have an impor- 
tant part to play. The recent publications in this country 
by Campbell,^ by Baker, Brock, Campbell, and Suzman,' 
and by Rink, Helliwell, and Hutton'^ describe the prob- 
lems which must be faced by those who undertake the 
surgical treatment of congenital heart disease, but clearly 
the results amply justify the risks taken. In the opening 
pages of this issue Mr. R. C. Brock makes another 
important contribution to the literature on the subject. 
In discussing the surgery of pulmonary stenosis he gives 
instances of the enormously increased capacity for exer- 
cise in children who have had operative treatment. Out 
of the first 50 patients operated on in Guy’s Hospital 
two-thirds were benefited to an extent that was regarded 
as “ almost perfect.” This more than offsets a mortality 
of 14% and a similar proportion of indifferent results. 

I Gross, R. E., and Hubbard, J'. P., J. Amor. med. Ass., 1939. 112. 729. 

S Ibid., 1945, 128, 1S9. ’ . 

3 Guy’s Hasp. Rep., 1948, 97, 1. 

*Bril. Heart J., 1949, 11, 170. 

5 Guy’s Hasp. Rep., 1948, 97, 48. 

^Surs- Gynec. Obstet., 1948, 87, 385. 

7 British Medical Journal, 1948, 1, 1121, 

8 Cancer, 1948, 1, 988. 
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Blalock' has published a much larger series (610 cases) 
and reports a slightly higher death rate (17%) ; in three- 
quarters of his cases the re.sults were . described as 
excellent If surgeiy required any further justifica- 
tion it would be given in Campbell’s observations that 
only one in two “ blue babies ” will survive to their 
seventh year and that less than one in 10 will reach 
the age of 21.' 

There are many technical problems in this branch of 
surgeiy. The standard Blalock operation has now been 
frequently described, but individual surgeons have modi- 
fied the procedure in certain respects. Brock now pre- 
fers a left postero-lateral approach, for it has the advan- 
tage of permitting full exposure of the pericardium, and 
it allows a choice of a subclavian-pulmonary or pul- 
monaiy-aortic (Pott’s operation) anastomosis. Stenosis 
of the pulmonary valves themselves has been recogm'zed, 
and deliberate division of the valvular obstruction has 
been successfully carried out by Brock,' who reported 
three cases in this Journal last year, and by Holmes 
Sellors.' This has required an intracardiac approach, 
and Brock has now developed the operation further by 
punching out or dilating the narrowed channel in selected 
cases of infundibular stenosis. This method of estab- 
lishing a more normal circulation may prove to have 
advantages over the “artificial ductus.’’ The surgery 
of pulmonary stenosis is now well established, for the 
immediate results are more satisfactory than anyone with 
knowledge of the condition could reasonably have hoped 
for, but time will decide whether the full benefits of 
either type of operation can be maintained indefini ely 
as the growth of the patients progresses. 


1942 — came under review, and the first point to be noted 
is that despite the high prevalence (70%) of gravTs infec- 
tions the mortality was less than 3% ; even in the 
youngest age groups (0-4 years) the mortality was only 
6%. The type of organism was certainly important, for 
in gravis infections the fatality rate was 4%, whereas 
the rates for intermedins and mitis infections were 
0.8% and 1.5% respectively. The low incidence of 
toxic complications and the infrequency of extensive 
membrane formation were also indications of the com- 
parative mildness of the disease. Nerve palsies occurred 
in 4% and circulatory complications in a further 7% of 
the patients. The former figure is indeed surprisingly 
small, though it could be argued that in young patients 
mild degrees of palatal and ocular paralysis might escape 
attention. Nevertheless, the rate in children under 10 
years was twice that in the older patients. The fatality 
rate in patients who developed circulatory complications 
was 22%, and in patients with nerv'e palsies only the rate 
was 4%. The acquisition of some basic capacity to with- 
stand diphtheria as age advanced was shown by the 
steady reduction in toxic complications in each succeed- 
ing age group ; in fact, over 70% of the affeaed patients 
were under the age of 10 years. 

Membrane was confined to the tonsils in nearly 75% 
of the cases, and the fatality rate in this group was 
1% — a result in accordance with experience, for such 
cases are not usually severe. When membrane extended 
to the pharmx the rate increased to IS^i. Further 
analysis of the data collected about the site of infection 
brought to light two interesting facts. In the first place 
the gravis ivpes produced the highest proportion of 


phaiyngeal cases — a surprising result, since it conflicts 

with McLeod's' suggestion that membrane formation is 
DIPHTHERIA IN SCOTLAND greatest in mitis infections. But perhaps of greater 

The advantages of the co-operative form of inquiry are interest was the differential increase in mortality pro- 

many, among I'ncm being the fact that investigations by cjuced by the different types when membrane extended 

several teams of workers permit the most to be made of beyond the tonsils. In phaiyngeal infections with inter- 

what might individually have formed a relatively useless rnedius and mitis organisms the mortality was 26 times 

experience. In recent years the Infectious Diseases Sub- oreater than in the relatively innocuous tonsillar infec- 

committee of the Scientific Advisory Committee of the bons. On the other hand, with the gravis organism the 

Department of Health for Scotland has produced two mortality of pharyngeal infections was nine ti.mes that of 

reports on cerebrospinal fever, and in a third it has tonsillar infections. Thus the tonsils were much less able 

accumulated statistics on the behaviour of diphtheria in ,p resist toxin when the gravis organism was present. 

Scotland during 1942.' Such analyses are to be when Mcciions mih the gravis type- extended beyond 

encouraged, for, despite the great changes that have jjjg tonsils the fatality rate was 17%. 

occurred in liie sev'erity and mortality' of infectious second part of the ren.ort tl'e ccur.e of the 

diseases in the last 20 years, readers still have to depend in inoculated and unincculated patients is com- 

too often upon the descriptions of the disease enshrined pared. In 1942 diphtheria imm.unization had only 

in such canons as Ker’s earlier editions. recently become a matter of national importance, and the 

A total of 4,272 cases — about 46% of all those number of patients who had been inoculated was only 

admitted to hospital with diphtheria in Scotland during ong.quarler of the total, the majority of them being 

r Diphihrria. Report by the Infectious pi«^ sutomtitiHM children of Of bclow school aec. With the disease takina 

AdviMp’ Committee. DepartiPenl of Henllh for ScotInnA I ws. H.M s o t 

43 ' om J- w.. nnd Woodcock. H. E. de c, /. Fath. Bca., 1939. ^ comparatively mdd foTm, It might have been expected 
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that the benefit of immunization would not be very 
obvious ; nevertheless, the inoculated patient fared better 
in every way. Perhaps the most noticeable effect was the 
reduction of the fatality rate in patients with toxic com- 
plications from 27% to 9%. The occurrence of such 
complications was of course less frequent in the inocu- 
lated group, and yet the incidence of gravis infections was 
actually higher, especially among the younger children. 

Public health workers will be glad to have further 
evidence of the efficacy of diphtheria immunization; but 
they may think that the great merit of this report is the 
authentic information given about the character of an 
infectious disease at a particular time. If the Scottish 
Committee is searching for fresh work it might well 
undertake to supply similar information on the behaviour 
of other infectious diseases. 


THE MANAGEMENT OF INTRACTABLE PAIN 
While the commoner analgesics generally control pain in 
acute illnesses, their use in more chronic conditions often 
presents many obvious disadvantages, chief of which is 
the development of tolerance and addiction. In the treat- 
ment of such disorders as inoperable malignant disease, 
causalgia, painful amputation stumps, and crippling arthritis 
it is natural that attempts should have been made to provide 
relief by surgical interruption of nerve pathways, and oper- 
ations such as neurectomy, sympathectomy, procaine nerve- 
block, and chordotomy have all had some success in the past. 
In a proportion of patients treated surgically, pain is apt to 
return after a variable interval, either because pain impulses 
utilize alternative pathways or because the operation itself 
established new foci of irritation in the central nervous 
system.^ Following Rowbotham’s" treatment of facial pain 
by intramedullary tractotomy, Crawford^ has used this 
operation to control persistent pain in other conditions, 
chiefly inoperable cancer. In a' series of 1 1 cases there 
were three deaths, two of which occurred in the only 
patients subjected to the bilateral operation. The chief 
limitations of this method are that the operation is a 
severe one, demanding highly skilled neurosurgery, and it 
must be bilateral to provide relief in many cases — e.g., 
visceral growths. For the present, therefore, this operation 
will probably be confined to those cases of severe intract- 
able pain in which more conservative methods have proved 
inadequate. 

Approaching the problem in another way. Freeman 
and Watts' have found that prefrontal lobotomy helps 
the.sc patients. They emphasize that pain is essentially a 
psychosomatic phenomenon — a sensory perception which, 
signalling a threat to the safety of the organism, produces 
profound and distressing psychic reactions. While the 
actual threshold of perception for pain impulses is fairly 
constant in all normal people, ° this psychic reaction varies 
widely with individ ual make-up. Prefrontal lo botomy 

i^ingham. J. A. W., British Medical Journal, 1948, 2, 334. 

2 Ibid.. 193S, 2, 1073. 

^ rirch, Sur^.f Chlc^::*o. 1947, 55, 523. 

* Ann. intt'rn. Med., I94S, 28, 747. 

* Hardy, J. D., NVolfT, H. G., and Goodellt H., Proc. A^s. Res. nerv. ment. Dis.t 
1943. 23, 1. 

< Craig, J, Donaldson. Personal communicalion. 

iStromOlsen. R.. and Tow. P. M., Lancet, 1949, 1. 87. 
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leaves pain pathways intact, so that pain perception 
remains. The normal physical reactions to pain, such as 
pupillary dilatation, elevation of blood pressure, pallor, and 
sweating-^responses mediated through the sympathetic 
nervous system — still occur, as may be demonstrated by 
the muscle-ischaemia test performed on patients who have 
been subjected to lobotomy." But the operation largely 
abolishes foresight, concern for the future, preoccupation 
with self, and the dreadful anxieties which so often accom- 
pany severe pain. The patient continues to feel his original 
pain, but that pain is no longer of greater significance than 
the appreciation of any other sensory stimulus. ,The 
emotional colouring which makes pain so distressing is 
eliminated, and with it the patient’s fear of the future con- 
sequences of his disease. The operation had the same effect 
on incapacitated depressive psychotic patients who com- 
plained of pain out of all proportion to the somatic dis- 
orders present, examples of what Freeman and Watts call 
“ psychalgia.” 

Though the technique of the operation is relatively simple, 
frontal lobotomy causes profound temperamental changes, 
some of which are socially undesirable. This treatment, 
therefore, must be recommended with caution, unless the 
patients are definitely psychotic, such as those in Freeman 
and Watts’s second group. ^ However, the effects of pro- 
longed pain for which no radical relief is possible and the 
anxieties inseparable from incurable disease are in them- 
selves almost certainly more destructive than the effects of 
this admittedly imperfect operation. More widespread trial 
of the method is toerefore justified, particularly in patients 
suffering from inoperable cancer. 

Elsewhere in this issue Dr. E. B. Strauss again stresses 
that all pain is, eventually, a psychic event and an emotional 
experience. Psychogenic pain — that is, pain which con- 
tinues in the absence of organic disease — is often an impor- 
tant factor in the persistence of an unstable psychic equili- 
brium. Its removal by psychotherapy may therefore pre- 
cipitate the development of a previously latent psychosis in 
which the guilt factor is prominent. In the same way pain 
persisting after its original cause has apparently been cured 
may conceal an already established drug addiction. The 
diagnosis of psychogenic pain should not be loosely 
employed, for it is dangerous unless all possibility of 
organic disease has been carefully eliminated. Prolonged 
pain from any cause can lead to the development of psychic 
changes and increased susceptibility to all painful stimuli ; 
resistance is diminished by suffering. In such cases good 
response to suggestion and innocuous injections may appear 
to confirm the diagnosis of psychogenic pain, whereas such 
behaviour really indicates that tlie pain has a somatic 
origin. Paradoxically, as Strauss mentions, organic rather 
than psychogenic pain is the more amenable to psycho- 
therapy, particularly to hypnosis. Salter® maintains that 
hypnotic and post-hypnotic phenorhena are conditioned 
reflexes. If this view is confirmed there is no reason why 
an individual should not be trained to provide the appro- 
priate stimulus himself. Thus by autohypnosis any sensory 
perception, including that of pain, could be abolished at 
will. These are novel concepts, but they are worth con- 
sidering, for the relief of suffering without the disadvan- 
tages of mutilating surgery or disintegration of the 
personality would be a true conquest of pain. 
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FA^^LIAL HEPATIC CIRRHOSIS 

In 1903' Parkes Weber described two cases of hepatic 
cirrhosis in the same family, and since then many examples 
of familial cirrhosis have been reported.-'* In most 
instances the disease affected siblings born of healthy 
parents. DebnS* recognized three clinical variants of the 
disease, the first being characterized by ascites, the second 
by biliary cirrhosis and jaundice, and the third by spleno- 
megaly and portal hypertension. The third type, in which 
the clinical course resembles that of Banti’s syndrome, is 
sometimes referred to as “ familial anicteric anascitic cir- 
rhosis.” Elsewhere in this issue Dr. A. M. Nussey reports 
a family in which three of five children suffered from 
this disease, and he adduces convincing evidence that the 
cirrhosis in these cases was a manifestation of Rh iso- 
immunization. The father of the family was heteroz>’gous 
Rh-positive and the mother Rh-negative. The eldest child, 
who was Rh-negative, and the second child, who was Rh- 
positive, were healthy. The remaining three children were 
Rh-positive, and all three had splenomegaly and repeated 
haemateraeses. None of the patients had been jaundiced 
in the neonatal period. 

It is conceirable that there was a fortuitous genetic link 
between the inheritance of the Rh factor and the liver 
defect in these children, but the sparing of the first Rh- 
positive child is much more in keeping with the natural his- 
tory of haemolytic disease of the newborn. Many of the 
families reported before the discovery of the Rh factor 
showed similar freedom in the firstborn.-'* Moreover, it 
is known that Rh immunization gives rise to liver disease. 
Henderson* described diffuse hepatic cirrhosis in macerated 
foetuses and regarded this as being the most severe form 
of haemolytic disease, and later workers have confirmed 
that liver damage is by no means uncommon.*''* It has 
also been shown that congenital obliteration of the bile 
ducts" and hcpato-splenomegaly in childhood'- may 
develop after haemolytic disease of the newborn. It 
seems probable, therefore, that familial anicteric cirrhosis 
may well prove to be a manifestation of Rh incompatibility. 
This discovery may help to separate cases of non-familial 
congestive splenomegaly from the mixture of entities 
labelled Banti’s syndrome. 


anthrax and aureomycin 


The potentialities of the newer antibiotics are now being 
rapidly explored. We have recently published a report by 
Dr. J. F. L. Walley and T. V. Cooper'* of a case of 
undulant fever treated by chloramphenicol {“ Chloro- 
mycetin ’) and an account of the treatment of urethritis with 
“ aureomycin ” by Drs. R. R. Willcox and G. M. Findlay." 
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In this issue of the Journal Professor J. C. Cruickshank 
describes work which indicates that aureomycin does not 
control experimental melioidosis. In Me.xico, Ruiz Sanchez 
and his colleagues'* have brought fonvard evidence to 
show that anthrax can be readily controlled by the oral 
administration of aureomycin. Tests in vitro on six strains 
of anthrax bacilli show that aureomycin inhibits the growth 
of the anthrax bacillus in concentrations of 5 ftg. per ml. 
Penicillin in vitro is more active, for the inhibitory con- 
centration is 0.02 pg. per ml. ; that of streptomycin is 
0.5 pg. and of Chloromycetin 50 fig. In doses of 10 mg. 
per kg. of body weight aureomycin protected guinea-pigs 
from a fatal infection by anthrax. In two human patients 
suffering from mah'gnant pustule good results were 
obtained. The doses used were 100 mg. per kg. 
of body weight by mouth for 3^ to 5 days, followed by 
50 mg. per kg. of body weight for a further two days. 
The administration of aureomycin was followed by a rapid 
improvement in the clinical condition and a prompt fall 
in temperature. Anthrax bacilli could not be isolated from 
the lesions three and four days after the beginning of 
aureomycin treatment. 


LUPUS ERYTHEMATOSUS 


Acute lupus erytherriatosus was first described by Kaposi' 
in 1872, and for twenty or thirty years thereafter it was 
regarded as a primary dermatological condition, the accom- 
panying general symptoms being put dowh to the toxic 
effects of severe skin involvement. Morbid anatomical defi- 
nition of the disease was difficult, since necropsy findings 
were very' variable, but Libman and Sacks* made the valu- 
able discovery’ of an unusual form of endocarditis charac- 
terized by flat pinkish vegetations occurring at the base 
of the valves, usually beneath the posterior cusp of the 
mitral valve. Small necrotic foci are found in the myo- 
cardium, but it is difficult to assess the severity of the 
cardiac condition during life because of the many symptoms. 
In a recent review Humphreys* has suggested that electro- 
cardiographic studies are useful, though the results may 
be confusing if a pericardial effusion is present. In 1935 
Baebr, Klemperer, and Schifrin* demonstrated widespread 
lesions of blood vessels and serous surfaces, particularly- 
degenerating and necrotic lesions associated with thrombosis 
and haemorrhage. They noted a glomerular change in the 
kidney, with a peculiar hyaline thickening of the basement 
membrane known as the “ wire loop ” lesion. In all areas 
of the body there are changes in the collagenous portions 
of fibrous tissue, but the exact nature of these is undeter- 
mined. Klemperer* believes that they are an important 
feature of the disease. 

Widespread connective tissue changes occur in general- 
ized sclerodetwia, rheumatic fever, and periarteritis nodosa, 
as well as in lupus ery-thematosus. This suggests the pos- 
sibility' of a common cause, but the evidence in favour of 
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such a theory is slender. Bacteriological examination of 
many tissues before and after death has not revealed any 
organism as the immediate cause of the disease, and the 
suggestion that it was tuberculous in origin — seriously con- 
sidered over many years — ^was finally disproved by Keil' 
in 1933. Some authors have considered hypersensitivity 
to bacteria or bacterial products as a probable cause. The 
fibrinoid collagen changes so frequently found in lupus 
erythematosus are held to be evidence for this theory, but 
such changes have long been known to occur in bacterial 
infections, in inflammations due to chemical and physical 
irritation, in compensated hypertension, and even as a 
result of simple traqma such as squeezing 'the skin.^ 
Fibrinoid collagen alteration cannot therefore be regarded 
solely as an expression of hypersensitivity. 

Another microscopic change which is a feature of both 
lupus erythematosus and generalized sclerodermia is an 
alteration in the homogeneous ground substance, which is 
composed of a variety of mucoproteins. This change may 
prove to be a guide to the cause of the disease. It is known 
that the colloidal state of the ground substance is affected 
by hyaluronidase and that various female sex hormones 
seem to exert an opposite effect. Wolbach and Howe® 
have studied the action of ascorbic acid on the ground sub- 
stance and its relation to collagen fibrin formation. But 
such evidence as there is about the cause of lupus erythema- 
tosus is fragmentary and obscure ; there is ample scope 
for further investigation. 


RESECTION IN PULMONARY TUBERCULOSIS 


During the past few years pulmonary resections have been 
successfully carried out in an increasing number of cases 
of tuberculosis, and it is now agreed that such operations 
have a restricted but important place in the treatment 
of this disease. The concept of excision is not new ; 
Macewen^ removed a tuberculous lun.g in 1895, the jiatient 
being alive and weU forty years later, but only sporadic 
cases were reported Until those of Jones and Doliey* in 
1939. Since then several papers on the subject have been 
published, chiefly in the American literature, a recent 
example being a review of 39 cases by Clagett and Seybold.® 
These authors carried out 14 lobectomies and 15 
pneumonectomies ; four patients have died and five have 
active tuberculosis, but 19 are apparently well. In 
most of these cases the follow-up period has been short, 
but it has been as long as four years in some. No other 
effective treatment Was available for the majority of the 
patients. More, recently Holmes Sellers and Hickey* in 
this country have described their results in a series of 78 
patients, of whom 1 1 died. They performed pneumon- 
ectomy in 33 cases and lobectomy in 45. FoUow-up his- 
tories are not available, but there is no evidence of further 
tuberculous infection in the surviving patients. 

There are two groups of cases in which resection is 
indicated. The first are those in which collapse therapy 
has failed. Example.^ in the series of Clagett and Seybold 
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include a patient with a thick-walled cavity in the upper 
lobe persisting in spite of a satisfactory artificial pneumo- 
thorax, and a patient with a dorsal cavity in the lower 
lobe not responding- to pneumoperitoneum and phrenic 
crush ; for both of these a lobectomy was found adequate. 
In another patient the sputum remained persistently posi- 
tive in spite of an adequate revised thoracoplasty ; there 
was no tracheobronchial ulceration, disease in the opposite 
lung, or recognizable cavitation, and a pneumonectomy was 
performed. 

The second group consists of those cases in which 
experience has shown that collapse therapy is unlikely 
to succeed. The dangers of pneumothorax with its 
attendant atelectasis in cases with bronchial stenosis are 
well known, and this relatively unusual manifestation is 
perhaps the most widely accepted indication for resection ; 
it was present in 13 patients in this series. Cases of 
tuberculoma, of tuberculous bronchiectasis, and of asso- 
ciated carcinoma are included in the series, but in such 
conditions the diagnosis of tuberculosis can usually be 
made only on the results of histological or bacteriological 
examination of the excised specimen, and the operation is 
performed either as an exploration or without knowledge 
of the accompanying tuberculous infection. In cases with 
giant cavities, large tension cavities, much destruction of 
lung tissue, or repeated severe haemoptyses, excision is a 
desperate resort often giving gratifying results. None of 
the cases in this series were in children, but before growth 
is complete resection may occasionally be the operation 
of choice, since thoracoplasty leads to such severe 
deformity. The indications accepted by Holmes Sellors 
and Hickey are very similar. 

Complications are frequent. As after any pulmonary 
resection, a broncho-pleural fistula is serious. Ulceration 
of the bronchial stump commonly occurs, with a positive 
sputum as a result, but it usually responds to treatment 
with local silver nitrate or systemic streptomycin. More 
important, and indeed the greatest drawback to this method 
of treatment, is spread of disease to remaining lung tissue 
or reactivation of quiescent tuberculosis. This may occur 
either early, immediately after operation, or several months 
later. In recent cases streptomycin has been used as- a 
prophylactic and has given encouraging results, but it 
seems unlikely that it will greatly diminish the incidence 
of late spread, especially as resistant strains of bacilli 
.develop after prolonged treatment. In this connexion the 
figures of Bailey® are remarkable : only one patient out 
of 100 given streptomycin developed contralateral spread. 
It seems likely that one of the most valuable uses for 
streptomycin will be as a cover for surgical treatment its 
property of reducing the complications of resection should 
be particularly welcome. 


The Queen has graciously consented to accept the 
Honorary Fellowship of the Royal College of Obstetricians 
and Gynaecologists, of which she is the Patron, and has 
intimated that she will attend the College in the autumn 
to be formally admitted. Her Majesty has sent a donation 
of £1,000 to tlie appeal which is being made by the College 
for funds urgently needed to meet the financial demands 
of its ever-widening activities. 
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ROBERT WILLAN, DERMATOLOGIST 

The London County Council has affixed to No. 10, Blooms- 
buo’ Square, now part of a hotel, a tablet commemorating the 
residence there of Dr. Robert Willan (1752-1812), physician and 
dermatologist. Dr. Wiilan, who was a native of Yorkshire. 
«as educated at Sedbergh Grammar School and received his 
medical training in Edinburgh. After some practice in Darling- 
ton, during which he wrote a treatise on the sulphurous waters 
of Croft and Harrogate, he came to London and was appointed 
physician to the public dispensary in Carey Street, Lincoln’s 
Inn, on its establishment in 1783. He held this appointment 



The porxraii of Dr. Robert Wiilan is reproduced from British 
Masters of Medicine^ edited by the late Sir D’Arcy Power, by krnd 
permission of the publishers. The Medical Press. 


for twenty years, after which he was made consulting physician 
and life governor, 

Wiilan was the first physician in this country to classify the 
diseases of the skin in a clear and intelligible manner arid to 
place their nomenclature on a satisfactory basis. His classifica- 
tion gained him the Fothergillian medal of the Medical Society 
of London in 1790. In 1791 he began a series of monthly 
reports on the weather and prevailing diseases of the metropolis, 
continuing this for several years. His great work, however 
and one of lasting value — was his Description and Treatment 
of Ctdaneotis Diseases, the first part of which was published in 
1798, and the last, posthumously, in 1814. 

Wiilan lived in Bloomsbury Square, then the abode ot 
nobility and fashion, until 1810. when symptoms of pulmonary 
tuberculosis and dropsv developed and he went to Madeira, 
where he died in March, 1812. In the Gentleman's Magazine 
for that year he is described as “one of the best and 
of human kind, possessed of every virtue that can ennoble or 
adorn. ... In his profession he was beloved almost beyon 
example. ... He possessed almost every intellectual ^ 
ment that can be comprised within the finite compass ol 
human mind.’’ 


INTERNATIONAL \TTERINARy CONGRESS 

ANIMAL DISEASES COMMUNICABLE TO MAN 

An International Veterinary Congress was held in London 
during the second week in August under the presidency of Sir 
Da-Viel C.abot, formerly Chief Veterinary Officer of the 
.Ministry of Agriculture. Delegates from 53 countries attended, 
and the discussions covered the whole field of animal health, 
including the control of bovine tuberculosis, foot-and-mouth 
disease, vaccination, virus diseases of cattle and horses, mrtri- 
tional factors, veterinary surgery, and animal husbandry in 
relation to public health. The addresses included one by 
Lord Bovd-Orr on the world food . situation. He declared 
that modem agricultural and engineering science could double 
world food production in less than twenty-five years, provided 
governments would co-operate in a world plan. Loss in human 
food due to preventable animal diseases probably ran to 
millions of tons a year. The veterinary profession, which had 
here a great opportunity, needed a strong international organ- 
ization on the lines of the World Health Organization through 
which governments could co-operate in the elimination of 
preventable diseases on a world scale. 


Diseases of Household Anim a l s 
One of the sessions, which was shared with the National 
Veterinary Medical Association, discussed diseases of house- 
hold animals communicable to mao. Dr. 1. Win'SSER, of 
Leiden, said that tuberculosis of dogs and cats w^ rather 
frequent in the Netherlands, and every animal sufiering from 
this disease was a potential danger to human health. Large 
dogs were more susceptible, not on account of breed but 
because of the likelihood of under-nutrition. Among cats 
Siamese were most susceptible. Infections with ffie bum^ t>T3e 
of tubercle bacillus predominated in dogs, whereas m pU 
infections of this type were rare. Both dogs and caU ins^t 
spread enormous numben of bacilli by coughing, by their 
faeces and urine, and by the secretion product of skm idcers. 
Therefore it was important that members of the veterinary 
profession should diagnose the disease as irarly as possible and 
cet the owner’s consent to the destruction of the animal. 

~ Leptospirosis was an important disease m man and 
the Netherlands. He mentioned in particular L. camcola mf^- 
tions. During the last fifteen years 49 human rases of tto 
infection had been recognized at the Insumte for Tropical 
Hvgiene, Amsterdam, and of these six (includmg one 
showed jaundice. Salmonella infections occurred frequently 
in dogs, 'less so in cats. The infected dog dumg 
convafecence was a transient earner, 

oreanisms by means of faeces and unne, esery s^m of 
salmonella was a potfotial danger to human hral*. ^ ^ 

two workers had isolated sBimoneila organisms from ffie fae^ 
of seven members of a family suffenng from gastroenteritis 
and from the blood of the family dog. 

not Lcommon infection in dogs and rats boffi m EoJ^d 
and in Holland. There was strong evidence that 
“sore throat” epidemics in man were caused by the 
streptococci residing in the cow s udder. 

discs,scs he mentioned micro$porum 

comraumrable tj,^:ua_^^ D ^ 

Lad Vontracted ffie disease. Tricophytia was not a rare disease 

‘"^c^udition frequently met with food animals ^ well ^ in 
A -n,e disease was contracted not only by 

ffirfcrcouTact between 'aSnal and man but by contaminauou 
ormarket produce with dogs’ faeces. Tbe worm eggs ww 

SS .•J Si' ™ • '•"li"""”' ”* 

r-ises in the Netherlands. 

In some discussion on this paper Mr. IL W. fo^^y 

of the London School of Hygiene and Tropical Medira., 
Jentioned that in 500 specimens of ranme faeces sataon.Ua 
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organisms were isolated from 1%, and from 1.4% of a similar 
number of samples of feline faeces. Household animals should 
always be considered as possible sources, of outbreaks of 
salmonella infection, and the practice of leaving cats in shops 
where there was' uncovered food was strongly to be deprecated. 
Mr. L. K. Whitten, of New Zealand, mentioned the serious 
problem of hydatid disease in that country, both in man and 
in animals. In a population of H millions about 100 human 
cases were seen every year. Some 12% of these were fatal. 
A campaign had been started to spread knowledge of the cause 
and control of the disease. 

Dr. Margrtt Scheithlin (Zurich) referred to the prevalence 
in Switzerland of microsponun infections derived from small 
animals. Dr. Joan Joshua said that, while transmissibility of 
disease from animals to man was certainly established, the 
danger should not be exaggerated. Tuberculosis in small 
animals in this country was decreasing \vith the increase in the • 
pasteurization of milk. Leptospirosis had a public health 
significance, as had salmonellosis, but it \vas a common experi- 
ence of practitioners dealing with small animals to be told 
that children had contracted “ worms ” from a cat or dog 
and that the animal must be destroyed, whereas it was often 
entirely free from parasites. Ringworm contracted from a cat, 
particularly a blue Persian, was always a possibility. Dr. 
Olga Uvarov said that during the last fifteen years she 
had encountered six cases of sarcophytic mange in women 
and . one in a child as a result of handling dogs, and had 
also come across one case of ringworm transmitted by an 
animal. 

Tapeworm Infestation 

Dr. JoH Peters (Rotterdam) said that during the invasion 
of his country the German soldiers often brought with them 
dogs from the eastern parts of Europe, and these animals fre- 
quently harboured tapeworms which contaminated Dutch live- 
stock. The clandestine slaughter on the black market fostered 
the spread of the parasites. This had now been cleared up, 
but in man the results of this heavy infestation from dogs 
could not yet be assessed. 

Dr. R. F. Montgomerie; closing the discussion, said that he 
wondered whether the title of it might not be turned round 
so they could consider diseases of man communicable to 
animals. The glass shields at the Zoological Gardens were 
not designed to protect visitors from animal infection, but to 
protect the animals from the visitors. 

The same subject of transmissibility figured in other papers 
at the Congress. A Californian delegate, Mr. W. R. Hinshaw, 
spoke of ways in which the veterinary surgeon could assist 
in reducing human as well as animal loss from salmonellosis. 
Those engaged in small animal practice should devote some 
time to studying this group of diseases as possible sources of 
illness in cats and dogs, both to reduce loss from salmonellosis 
in the animals and to prevent human cases by transmission 
from carriers. Dr. J. N. Ritchie, of Edinburgh, discussed 
tuberculosis in cattle from the public-health aspect. In 1948 
the number of cattle in tubercle-free herds in Great Britain was 
1,704,000 and the amount of milk sold from such herds was 
354 million gallons, as compared with 141.6 million gallons 
five years ago. In another paper Mr. F. Blakeman discussed 
the relation between human and porcine influenza. He said 
that the possibility of an exchange of viruses between pigs and 
the human population must be seriously considered. “ Hog 
flu ” w-as first recognized as an entity at the time of the 1918 
pandemic of human influenza. Neutralizing antibodies to the 
pig \Trus were later demonstrated in human beings, and the 
possibility of a relationship between the two conditions must 
not be lightly dismissed. 

Political questions were not in order at the Congress or the 
N.V.M.A. meeting which followed it, but one session of the 
latter was devoted to the organization of veterinary practice. 
Emphatic and uncontested views were expressed against the 
nationalization of the profession. One speaker declared that 
that would be the direst calamity that could befall them. He 
was certain that there were other ways of developing a service 
which would retain professional freedom and yet enable the 
practitioners to fulfil their obligations to the utmost. 


MORTALITY TRENDS IN THE WAR YEARS 

REGISTRAR-GENERAL’S STATISTICAL REVIEW 
Two volumes from the Registrar-General’s ofltce complete the 
medical statistical review xif the war years. One of them is the 
medical text for the six years 1940-5 and the other the medical 
tables for 1944’ (the tables for 1945-7 have already been pub- 
lished). The period covered by the first volume corresponds, 
except for a few months at each end, with the period of the 
war. The time was an abnormal one from a statistical view- 
point, owing to evacuation and other movements of population, 
to the continued caU-up of males, and later of females, and, 
at the close, to demobilization. 

All of the deaths, except some 57,000, were of civilians. Enemy 
attack accounted for 23,268 deaths in 1940 and nearly as many 
in 1941, but after that the number was comparatively small, 
except for 9,000 deaths in 1944 due to long-range projectiles. 

One result of the war was the alteration of the sex ratio 
in the mortality rate. The ratio of male to female mortality 
has been rising for a hundred years. A century ago it was 109 ; 
it rose steadily to 134 in 1939, but the increase was greatly 
accelerated during the war years. The continued call-up of 
young fit males and the subsequent discharge of the unfit meant 
a lowering of the physical standard of certain groups of the 
male civilian community. This was reflected in a higher mor- 
tality as compared with other groups and with females. Thus, 
if the female mortality be taken as 100, the male mortality 
for ages 20-25 approached 200. 

The standardized (as opposed to the crude) death rate fell 
from 9.8 per 1,000 living in 1938 to 9.0 in 1945 in the case of 
males, and from 7.4 to 6.4 in the case of females. The number 
of people who were over 65 when the war began was 897 
per 10,000 at all ages, and when the war ended the number 
had risen to 1,146. During the war 111 male and 528 female 
centenarians died. Three of the females were reputedly 108, 
and a male (who died in Greater London in 1941) was 112. 

The war had little effect on diseases of the heart. Deaths 
from acute and subacute bacterial endocarditis averaged 1,016 
atmually during the five years before the war and 868 during 
the war years. The deaths due to rheumatic fever in the four 
years immediately before the war showed an annual average 
of 1,000 ; during the war this fi^re fell to 638. 

Among other wartime effects is to be noted the sharp decline 
in deaths from alcoholism. Deaths attributed to alcoholism, 
or to disease said to be due to alcoholism, were 144 in 1940. 
In the last year of the war they numbered only 26, and deaths 
to which alcoholism was a contributory cause fell during the 
same period from 286 to 105. Suicides also declined — a familiar 
tendency in wartime. 

hlatemity and Child Welfare 

The reduction in the number of deaths from causes con- 
nected with pregnancy and child-bearing continued uninter- 
ruptedly throughout the war. A remark is made on age as 
affecting maternal risk. At ages under 25 the risk of death 
from a complication of childbirth or the puerperium is one in 
a thousand ; by 35 it has reached two in a thousand, and by 
40 three. The pronounced improvement in infant mortality 
which occurred in 1942 was confined to two distinct age periods, 
the first week and the second half of the first year. Measles, 
scarlet fever, and whooping-cough had low death rates during 
the war years. The number of deaths from diphtheria, which 
in 1935-9 averaged nearly 3,000 annually, fell progressively 
during the six years of war from 2,480 to 722. It is mentioned 
that to the immunized child aged 1-5 the risk of dying from 
diphtheria is less than one-thirtieth of the risk to the non- 
immunized, and at ages 5-15 the risk is one twenty-fourth. 

Acute poliomyelitis and polio-encephalitis notifications con- 
tinued evenly during the war years. There was no epidemic year 
such as immediately preceded and immediately followed the war. 

^The RegUtrar-General’s Statistical Review of England and Wales 
Jot the Six Years 1940-5. .Text, Vol. 1, Medical. 6s. 6d. net. 
The Registrar-General's Statistical Review of England and Wales 
for the Year 1944. Tables. Parti. Medical. 5s.6d.net. London: 
HJ>i. Stauoncry Office. 1949. 
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U is pointed out that from 1926 to 1943 there was a progressive 
change in the age distribution of deaths from this disease. An 
.increasing proportion occurred amongst adults and a diminish- 
ing proportion amongst young children. This change was inten- 
sified in 1944-5. when only 17% of the deaths were of children 
under 10. compared with 57% in 1926-30, and the proportion 
at ages over 25 rose to nearly one-half. 

In connexion with the deaths of children, it is startling to 
note the large proportion due to violence, most obviously road 
accidents (deaths from war operations are excluded from these 
figures). For children between 5 and 10 during the war years 
the rate of deaths from road accidents was something like 250 
per million living in the case of boys and 120 in the case of 
girls. In the medical tables the number of deaths of children 
up to 15 caused by motor vehicles in 1944 is given as 1,133. 
slightly less than the number of deaths from scarlet fever, 
whooping-cough, and diphtheria combined. Nearly one-third 
of the pedestrians killed on the roads were children under 10. 
In 1945 violence accounted for more deaths of boys of 10-15 
■than any other cause. Among girls of the same age, violence, 
which was fourth in frequency as a cause of death before the 
war, took second place and was exceeded by tuberculosis. 

Death Certification 

Much is said in the review about defects in certification of 
causes of death. In one year something h'ke 14,000 inquiries 
had to be sent out to medical practitioners to clarify the cause 
of death for the purpose of statistical classification. Improve- 
ment of qualitj’, says the compiler of the review, is to be sought 
first in accuracy of diagnosis by improving the diagnostic ser- 
vices during life and by performing necropsy more frequently 
in doubtful cases after death. An important cause of error 
is the otmssiori from the certificate of the real cause of death 
because its appearance might be unpleasant or inconvenient to 
relatives. This problem will have to be tackled boldly if 
real statistics of syphilis and diseases of syphilitic origin are 
to be secured. Deaths from syphilis have declined pr.ogres- 
sively from 1938. when they numbered 3.463. to 1945, by which 
year they had fallen to 2,395. Deaths under or associated with 
anaesthesia during the sLx^ years numbered 4,775, but it is 
impossible from the certificate to distinguish between deaths 
due to the operation and deaths caused by the anaesthetic itself. 

Defects in certification of causes of death by coroners arc 
also mentioned, especially failure to state whether a fatal 
accident occurred in a house, a public building, or out of doors, 
so that the compilation of the number of accidents in the 
home has to be based on assumptions and conjectures. 


BRITISH PHARMACOPOEIA COJDUSSION 

APPROTCD NAMES 

In order to avoid the difficulties which arise from the multipli- 
cation of names for the same medicinal substance, the General 
Medical Council has adopted the practice of recognizing as 
approved names certain non-proprietar>' names which may be 
used freely by manufacturers. The approved names are devised 
or selected in the first instance by the British Pharmacopoeia 
Commission, and should any of the drugs to which these are 
applied be eventually described in the British Pharmacopoeia 
the approved name would be its official title. On the other 
hand, the recognition of an approved name does not imply that 
the substance will necessarily be included in the British 
Pharmacopoeia. 

The Pharmacopoeia Commission is prepared to consider 
requests from manufacturers and others for approved names 
for products which appear likely to come into established use. 
Such requests should be accompanied by reports of pharmaco- 
logical and clinical investigations on the drug concerned and 
suggestions for a suitable name, having regard to the need to 
avoid similarity with existing trade marks and other current 
names. In the selection of an approved name the Nomencla- 
ture Committee of the Commission will be prepared to consult 
with authorized representatives of the manufacturer concerned. 


but the final decision will rest with the Pharmacopoeia Com- 
mission. If a manufacturer should desire to issue under a 
proprietary name a drug for which an approved name has been 
provided, it is strongly recommended that the label shall bear 
the approved name in letters as conspicuous as those in which 
the proprietary name is printed or written. 

The following general principles are stated for guidance in 
devising new names : (1) Names should preferably be free from 
any anatomical, physiological, pathological, or therapeutic 
suggestion. (2) An attempt should first be made to form a name 
by a combination of syllables from the scientific chemical name, 
in such a way as to indicate the significant groupings of the 
compound. (3) Names should not exceed four syllables. 

(4) Names should be distinctive in sound and spelling, and 
should not be liable to confusion with names already in use. 

(5) Names which are difficult to pronounce or to remember 
should be avoided. (6) The addition of a terminal capital letter 
or number should be avoided. (7) Names used in the United 
Slates Pharmacopoeia, the British Pharmaceutical Codex, or in 
A'eif and Non-OfUcial Remedies should receive preferential 
consideration. (8) The following terminations should be used : 
-ine (Latin -ina) for alkaloids and organic bases ; -in (Latin 
-inum) for glycosides, glycerides, and neutral principles ; -ol 
(or alcohols and phenols (-OH group) ; -al for aldehydes ; -one 
(or ketones and other substances containing the CO group ; 
-barbitone or -itone for drugs of the barbiturate group ; -caine 
or -aine for local analgesics. 

Communications relating to approved names should be 
addressed to the Secretary, British Pharmacopoeia Commission, 
44, Hallam Street, London, W.l. 


Reports of Societies 


ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION 
MENTAL HOSPITAL ORGANIZATION 
Delivering the Presidential Address to the Royal Medico- 
Psychological Association at York on July 20, Dr. J. IviSoN 
RUSSEIX said that whereas the extramural psychiatric services 
were al one time sadly neglected, and they quite rightly used 
every endeavour to increase out-patient clinics, psychiatric units, 
and early-lreatmcnt and neurosis centres, there was a possi- 
bility that the pendulum might swing too far and that these 
facilities might be regarded by regional boards as all-sufficient 
in a scheme of preventive psychiatry. 

The task of fitting psychiatry into a regional hospital semce 
would not be quite satisfactory until a pattern of key hospitals 
and their relationship with associated extramural centres were 
clearly defined. Was it possible to create in eveo’ management 
area a base hospital that would embrace all aspects and serve 
as the main centre of a group of treatment units for all types 
of psychiatric disorder ? Could the mental hospital be that 
base ? And, if so, would its present form require to be modi- 
fied 7 He believed that could be done if the workers in this 
field strove individually and collecfively to that goal. 

How should they plan the mental hospital of the future ? 
If they followed the pattern of general medicine they would 
have relativelv small hospitals to provide curafive treatment, 
and larger infirmaries for the care of long-stay cases. By a 
process of screening at out-patient clinics and diagnostic units 
patients would be selected for admission to the hospital appro- 
priate to the nature of the case. But in such a scheme there 
must always be a last resort to deal with the failures, and 
some were a little concerned lest this final resting-place might 
be called the mental hospital. 

The modem trend was to evaluate both the physician and 
the hospital in terms of producuon and according to the indus- 
trial potential of the patient. With that yard-suck psychiatry 
might sometimes seem to give shon measure. It was all the 
more important that they should guard against an uneven dis- 
tribution of experienced clinicians which might divert them 
from the long-stay in-patients. 
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Aged Patients 

At present they had all got in mind the need for special 
hospital acconunodation for aged patients. Some of these old 
people should not have to be sent to mental hospitals. A more 
simple type of hospital with good nursing would be adequate 
and ought to be made available. 

While they could not accept the view that the senile patient 
did not suSer from any psychiatric malady, they would agree 
that the mental hospital might well hand over its habitual prac- 
tice of providing large senile infirmaries. Their association 
would keenly co-operate in any effort to provide alternative 
care and comfort for the aged. 

' Group of Units 

The mental hospital proper should not be an isolated insti- 
tution but an extensive group of widely dispersed units, of 
which the nuclear centre or headquarters hospital would deal 
with the reception, treatment, and, if necessary, the prolonged 
treatment of all types of acute and difficult cases, regardless of 
duration. It would supply the medical and nursing staff for 
all the subsidiary units and out-patient clinics. Suitable cases 
would be treated by the same specialists in the psychiatric 
departments of the general hospitals and at neurosis centres, 
but these would not be used as screening centres for the main 
hospital. 

Remote from the headquarters hospital, and situated in rural 
surroundings, relatively small resettlement homes would accom- 
modate those who no longer required active treatment. Some 
of them would gradually become dispersed in the surrounding 
villages when the community learned the value of their labour 
arid knew that the hospital would be ready to deal immediately 
with any difficulty that might arise. On this pattern, and with 
adequate geriatric units and mental deficiency colonies providing 
independently for their respective cases, the problem of over- 
crowding in mental hospitals would be solved, and here and 
there some ancient blocks could be demolished. 

“ Royal College of Psychiatry ” 

Proposing the toast of " The Royal Medico-Psychological 
Association ” at the annual dinner held on the same day, the 
Sheriff of York, Councillor A. S. Rymer, hoped that the asso- 
ciation would endeavour to awaken public interest in the pro- 
gress that had been made in recent years in the treatment of 
mental illness and make it known that it was no different from 
physical illness. In reply, the president said the association 
looked back with satisfaction on its work of training nurses. 
The first certificate was awarded in 1890, and since that time 
more than 54,000 had been issued. In some years there had 
been as many as 4,000 entries for the examination. This 
activity viould soon be terminated, and it would then be pos- 
sibie to concentrate on the postgraduate training of medical 
officers. He hoped that the new D.P.M. might some day 
have a Royal College of Psychiatry behind it, and perhaps, in 
a future not far distant, students would be taking systematic 
courses of study at a University of York. 


SOCIETY OF BRITISH NEUROLOGICAL SURGEONS 

The Society of British Neurological Surgeons held its 40th 
meeting in London on July' 22 and 23 under the presidency of 
Professor Lambert Rogers. The delegates included representa- 
hve.s of the United States, South Africa, Australia, and several 
European countries. Dr. Ernest Sachs, of St. Louis, was made 
an honoraD’ member of the Society. 

Discussions were held at the National Hospital, Queen 
Squ.ire, and at University College Hospital Medical School, 
and included a consideration of the neurophysiological studies 
m the Research Unit under Dr. Carmichael at the National 
Hospital. Dr. Paul Bucy, of Chicago, spoke on the surgical 
treatment of involuntary movement. He said that Parkinson’s 
disease was incurable by operation and the most that could be 
hoped for was the abolition or diminutioo of tremor. His own 
c.xpericnce and that of almost all United States neurosurgeons 
had shown that involuntary movements could not be stopped 


without excising the motor area, which naturally produced 
profound weakness or paralysis of the affected limb. -- Dr. 
Krynauw, of Johannesburg, gave an interesting account of 
his experiences of removing the damaged hemisphere in 
hemiplegic epileptic .children. 

At the Society’s dinner Dr. Ernest Sachs gave his reminis- 
cences of Sir Victor Horsley, under whom he had studied 
neurosurgery, and Dr. Frances Grant, of Philadelphia, spoke 
about the organization and present trends of ' neurosurgery 
in the United States. 


Preparations and Appliances 


METHOD OF GIVING “V.A.M.” ' 

Dr. C. G. Blakeley, specialist anaesthetist, Royal Halifax 
Infirmary and Halifax General Hospital, writes: For nearly 
three years I have employed “V.A.M.” (1 vol. divinyl ether 
and 3 vols. ethyl ether) in the Coxcter-Mushin apparatus by 
the convenient method illustrated in the accompanying photo- 
graph. The apparatus consists of an ether container from the 



Walton Mfc. 2, from which the large glass bottle has been 
removed and replaced by a Boyle apparatus chloroform bottle, 
thus allowing freedom of movement for the handle of the 
concertina bag when plugged into the respiratory side of the 
apparatus. The gas passages are of adequate bore, and clinical 
experience as well as experiment upon myself give no evidence 
of embarrassment to the respiration. The virtues of V.A.M. 
may find a wider application if this simple method is more 
generally known. 


To stimulate public interest in nursing as a profession a 
mobile nursing exhibition is touring Northern Ireland from 
Aug. 15 to Sept. 10. The exhibition was opened in Belfast on 
Aug. 15 by the Parliamentary Secretary to the Ministry of 
Health and Local Government. It includes photographs illus- 
trating all branches of nursing and midwifery, a small model 
operating theatre, a display of nursing decorations, nurses’ 
badges, medals, etc., models of nurses’ \miforms, and a 
panorama of nursing through the ages. 
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Broncho-pulmonarj’ Segments 


Sir, — C redit has been rightly given to Drs. ]. Hardie-Neil 
and W. Gilmour, of Auckland, in your annotation (Aug. 6, 
p. 326) for their valuable contributions to lung anatomy. But 
it is a matter for some surprise that excellence in one aspect 
of their work should be marred by the simple naivete of their 
approach when they embark on comparative anatomy. 

In their article (Aug. 6, p. 309) they refer to the results of 
some dissections published by them in 1946, In themselves the 
data have some value, but they are wholly inadequate to sustain 
the conclusions they deem so “ obvious ’* in respect of the 
homologies of the various bronchi. They examined lungs of 
only 11 species of mammals, and these belong to five differ- 
ent orders and three different subclasses or infraclasses. No 
argument is offered as to whether they may be considered 
generalized representatives of their orders, save their reference 
to the platypus as “ one of the earliest mammals ” with an 
“ upper lobe closely resembling that of the human.” One 
of the animals is merely identified as “a monkey,” regardless 
of the fifty-odd modem genera and more numerous species of 
“monkey” with their very diverse grades of organization. 

Now a proper utilization of the comparative anatomical 
approach demands some attempt to' determine the course of 
phylogenetic modification in the various orders and smaller 

groups. When some 
account can be given 
of the probable 
course of evolution of 
lung structure within 
the orders of primates 
and artiodactyla re- 
spectively we shall be 
in a better position to 
judge whether t h e 
authors are correct in 
finding “obvious 
homologues of the 
apicals " (of man) in 
certain minor bronchi 
of the black buck, or 
in identifying as an 
“ anterior ” bronchus 
and as “ apicals ’ 



Human embrj'o, 20 ram. C.R., trans- 
verse section. This shows lateral and 
medial _ bronchi of (right) middle lobe, 
which is separated by the oblique fissure 
from the apical segment of the lon'er 
lobe; and the lingular bronchi of the left 
lung. MesenchjTne demarcates broncho- 
Pmnionar>' segments. Reproduced by 
kind permission of Professor W. J. 
Hamilton. 


(using the terms in the human sense) certain bronchi 
in the dog (in many respects a highly specialized member 
of the order carnivora). So far as the primates are 
concerned the authors could have widened the basis for 


their argument by integrating their findings with those of 
Narath,* who has provided beautiful figures of the bronchial 
tree and pulmonary vessels in a considerable number of 
animals. Their claim that “ branches ” — i.e., bronchi — may 
fuse is in effect a claim that recognizable primordia in the 
embiyo do indeed coalesce. This is a phenomenon which yet 
remains to be demonstrated ; and it appears to be improbable 
unless in 'veiy early phases of development, since cartilage 
blocks are laid down at the keels where bronchi join before 
the human embryo is 2 in. (5 cm.) long. 

A misleading statement regarding development requires com- 
ment. The authors state that “ a broncho-pulmonary segment 
... is surrounded by connective tissue derived from the 
visceral pleura.” Now “visceral pleura” is generally under- 
stood to refer lo the covering of the lung which is derived from 
the coelomic mesothelium of the embryo together with a thin 
layer of adjacent loose connective tissue which is derived from 
the splanchnopleur. A lung bud consists in its earliest stage 
of three layers of tissue : (1) pulmonary epithelium ; (2) 
splanchnopleuric mesenchjTne ; anti (3) coelomic mesothelium. 
Of these the mesenchyme has long been recognized as the 
source of the “connective tissue ” of the lung, and there is no 
evidence of its derivation from the visceral pleura. 


The general course of subsequent changes is also well known. 
Substantial quantities of mesench>Tne persist for a considerable 
time between the major bronchi and their derivatives ; thus the 
broncho-pulmonary segments are demarcated from one another 
even more clearly than in the adult. At this time the meso- 
thelium of the visceral pleura forms a well-defined layer, and 
it intervenes between segments only where fissures are develop- 
ing. These fissures very early assume patterns similar lo those 
found in adult lungs, and there is no evidence that sccondaiy 
closure of fissures takes place on a large scale (though post- 
natal adhesion of the cardiac lobe is a possible exception). — 
I am, etc.. 

Institute oE Animal Pliysioiogy, ARTHUR B. APPLETON. 

Aericnltural Research Council. 

Rsterence 

I Per Bronchlalbawn der SSitstthltre und des Menschen, 1901, Stuttgan. 


Treatment of Rodent Ulcer 

Sm. — As one who in common with many other dermatologists 
in Australia sees and treats in any one year more than double 
the number of basal-cell carcinomata quoted by Sir Cecil 
Wakeley and Nfr. Peter Childs (April 30, p. 737) as having 
been seen in 35 years, 1 would like to make the following 
comments on their paper. 

1. No conclusions of proved value can be made from the treatment 
of such a small number of cases (237). 

2. The miiers classify basal-cell carcinomala into three main tj-pes, 

whereas here in Sydney we recognize nine different clinical types. 
But possibly, from the small numbers quoted, they have not 
encountered some of these types. _ _ _ 

3. The choice of therapy in general does not lie between irradiauon 
and excision. With the exception of lesions on the back of the hand 
or dorsum of the foot the choice of treatment for the great majonty 
of small lesions (where the ueated^ area does not have a diameter 
greater than 5 cm.) is a combination of the cauteryi curette, and 
X radiation (with a half-value layer of from 1 to 2 mm. of alumin- 
ium); this gives by far the best cosmetic results. This is obvious 
when it is considered that only the actual lesion is destroyed and 
removed with the cauteiy and curette and not the wider area 
necessary if the cautery alone or even surgery were used. Also, 
only 1,800 r of x rays are delivered to the base and 1 cm. wide of 
the visible or palpable margin instead of from 2,500 r upwards if 
X rays alone were used. 

4 From the cosmetic point of new the results obtainable by 
surgery do not even begin to compare with those obtainable by 
irradiation in the treatment of lesions on the eyelids, nose, or ears. I 
have yet to see the plastic surgery which can, on the average, re-create 
a coiDpJeiely uonnal-Iooking ear, nose, or eyelid ^^^r surgical 
excision of a relatively large area. WTien a basal-cell carcinoma 
involves the cardiage of the ear or nose a very much more nonnal- 
looking organ with regard to shape and contour can be left after 

treatment with radiation. . i 

5. The “attendant disadvantages” are considerably less wim 
irradiation than with surgery in the treatment of large areas (^ 
also with small areas), particularly in regard to co^eiic eKct, 
economy (loss of time and monev by the patient through bcuig 
hospitalized), and pain and discomfort at the time of rteatment. 

e!^! wonder if Sir Cecil Wakeley and Mr. Peter Childs would still 
say that “ surgical excision is the method of choice fof ibe dreper 
basal-cell carcinomata ” if they saw. as we frequently do, patients 
with from one to two dozen or more lesions on the face alone. 

7 The average patient, particularly if elderly, wdl almost invari- 
ably prefer removal of a lesion with irradiation in preferenre to 
rurcery because of the natural aversion to the knife inherent 
in most people. For this and many other reasons the tem 
“ condemned to radiation ” would be very’ appropnatelj replaced by 
•* condemned to surgery." . 

8. I agree that the amenities for surgep', etc., are more generally 
available than adequate radiation farilities, but this fart is to be 
deplored rather than used as an argument for recommending snrgery 
for all basal-cell cardnomaia. 

9 Irradiation is also " directed to the area involved and no more. 
Owing to the inverse square law and radiation quality employed 
very little radiation need go much deeper than a treated lesion, a.nd 
not all or the main bulk of iC'as is inferred by Sir Cea! Wakeley. 

10 I have seen a far greater proportion of recurrences after surgery 
than’eorrectiv applied irradiation, not only in Australia but in Great 
Britain and the U.S A.. Also 1 would be more than mierested to 
know how " the extent of the excision " or area to be treated is 
more readily ganged with surgery than irradiation. 
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11. Sir Cecil Wakeley states that “ the extent of a growth may not 
be appreciated without surgical excision.” How can any man or his 
knife appreciate, see, or find every individual cancer cell and its 
distance from the clinically visible and palpable margin of any 
tumour 7 In point of fact an inadequate area is far less likely to 
be irradiated than excised, and the cosmetic result is generally far 
superior with irradiation. 

12. The majority of small lesions can be treated with one dose of 
X rays in a matter of ten to fifteen minutes with no pain or even 
discomfort. Compare this with a local anaesthetic, the inherent 
distaste for the knife in almost every individual, and the presence 
of sutures which have to be removed later, and 1 think the issue 
of mental trauma needs no further comment. For larger and deeper 
lesions patients should be admitted to hospital if they receive surgical 
treatment, whereas they can be treated as out-patients by fractionated 
X radiation. Here again I would ask which method would occasion 
the most mental trauma. 

— I am, etc., 

Sydney. JOHN C. BeUSARIO. 

Portal Hypertension 

Sir, — I n an annotation (July 30, p. 273) you quote Dr. R, R. 
Linton’s operative mortality for spleno-recfal anastomosis in 
patients with hepatic cirrhosis as 71% (Sitrg. Gynec. Obstet.. 
1948, 87, 129). He kindly sent us his figures up to the end 
of 1948, which 1 quoted at the recent B.M.A. meeting at Harro- 
gate, As they have improved very considerably since the publi- 
cation you quote, I give them hereunder in tabular form. 


Condition 

No. of Cases 

Deaths 

Mortality 

Cirrhosis 

21 1 

7 1 

33i% 

Portal obstruction (extra-hepatic) . . 

14 

Q 1 

0% 

Total 

35 j 

^ i 

20% 


During 1948 Linton operated on 20 patients with two deaths. 

I can testify that both these had very advanced hepatic failure. 

May I raise one more point ? The deficient coagulation of 
the blood is usually attributed to the introduction of sodium 
citrate. 1 do not know the evidence for this. We do know that 
many of these patients are deficient in prothrombin, and also 
that stored blood is deficient in this factor. As the prothrombin 
cannot be corrected in the presence of advanced hepatic disease, 
it would seem wise to use freshly drawn blood still potent in 
prothrombin when large transfusions may be needed. I believe 
therefore that the absence of the prothrombin is at least as 
important as the presence of citrate in the blood. — am, etc., 

London, E.J. J. E. RiCHARDSON. 

Stress Incontinence in the Female 

Sir, — S ince the appearance of the article by Mr, Wilfred 
Shaw on the treatment of stress incontinence (June 18, p. 1070) 
I have watched your columns carefully for adverse comment. 
That none has appeared may be because I am alone in believing 
that this condition can be cured by less formidable procedures 
than that described. With all the respect due to an accepted 
authority I suggest that Mr. Wilfred Shaw’s operation is 
unnecessarily formidafaie both for patient and surgeon, although 
I am prepared to accept the opinion of those who have tried 
it that it is less so than it sounds. An operation is not to 
be rejected because it is difficult, but it should not be adopted 
unless it has been shown that simpler, safer procedures fail. 
Mr. Shaw produces no evidence that this has been done, nor 
in fact could he or anyone else do so, as there are several 
operations too recent in origin for any opinion yet to be given 
as to their efficacy. 

No one who has followed up cases treated only by vaginal 
plastic operations doubts that some are never cured and many 
recur, but excellent results have been obtained by the Aldridge 
t>pe of operation and also by the simpler retropubic fascial 
grafting procedures described by Millin and by Marshall. For 
the comparatively short time in which I have been practising 
it I have had no failures and no recurrences with the 20-minute 
bladder-neck fixation operation of Everard Williams. 1 shall 
regard this as the operation of choice if these results continue. 


In the meantime 1 use a suburethral fascial graft, except in 
those cases where dense adhesion of the urethra to the vaginal 
wall makes attempted separation dangerous, when the graft is 
jettisoned and the Everard Williams operation carried out._ 

Mr. Wilfred Shaw’s note on the selection of cases is brief. 
If prolapse has been successfully treated by colporrbaphy but 
incontinence remains, an operation of the type under discussion 
is indicated. If the result as regards the prolapse is not good 
a further attempt by anterior colporrbaphy often cures 'the 
incontinence also. One of the nevver operations is indicated 
as a primary procedure in cases of stress incontinence without ' 
generalized prolapse, always assuming, of course, that neuro- 
logical cause has been excluded. — am, etc., 

Manchester. WALTER CaLVERT. 

Stress Incontinence in Disserainated Sclerosis 

Sir,— I n April, 1949, I was asked to see a patient aged .54 
with disseminated sclerosis. In addition, probably as part of 
the disease, there was urinary stress incontinence which was 
getting worse. This was brought on by any effort, especially 
by coughing and sneezing. However, the patient stated she 
rarely passed a night without a wet bed, the bladder emptying 
itself during sleep. Her husband was very keen to have 
something done for her ; he pointed out that as long as he 
lived she would be a'll right, but she was now becoming older 
and if he died before her it might be difficult to find someone 
willing and able to look after a patient with her great 
disabilities. 

She had been under treatment for her disseminated sclerosis at 
intervals for the past 33 years. In 1938 or 1939 she was examined by 
a surgeon and told nothing could be done, and was fitted with a 
special apparatus to hold the urine. This proved useless, however. 
Earlier in 1949 a ring pessary was fitted, and she had also been given 
six weeks’ electrical physiotherapy to the lower abdomen in the hope 
this would stimulate control, but neither treatment produced any 
improvement. 

On examination, she was found to have a slight cystocele which 
tvas accentuated by coughing. Her pelvis appeared otherwise normal. 
On May 2 an Aldridge-type sling ^operalion was perfonned without 
difficulty. The self-rmining catheter was kept in until the eleventh 
day after operation. After its removal there was rather more diffi- 
culty with micturition than usual after this operation. Frequent 
passage of a catheter caused a certain amount of infection, which 
responded to treatment. Filling of her bladder caused acute dis- 
comfort, no doubt partly due to the many years during which her 
incontinence prevented any bladder distension. At the end of one 
month, however, she had complete control. A severe cold and cough 
six weeks after operation caused a recurrence of frequency and 
bladder discomfort, but her incontinence remained controlled and, 
as she said, proved to her and her husband that she really was cured. 

This case is reported so early after the operation because 
of the apparently very satisfactory result obtained by the 
treatment of this one disability in a patient with this distressing 
nerve disease. — 1 am, etc., 

Bristol. M- F- Pottek. 

Spermatolysis 

Sir, — Dr. Cafer Yildiran (April 2, p. 575) reports the occur- 
rence of lysis of spermatozoa in the semen of five out of 75 
men he examined. Spermatolysis resulting in disappearance 
of all spermatozoa from the ejaculate was described as occurring 
after two hours in two cases, after five hours in one, and after 
six hours in the remaining two cases. The fluid obtained by 
prostatic massage in two of these cases caused lysis of sperma- 
tozoa in normal control specimens. It is suggested that 
spermatolysis may be a cause of male sterility. 

A series of 314 successive seminal specimens submitted to 
the Family Planning Association laboratory for routine analysis 
were examined for this feature. Twenty-two of these were 
“repeat” tests — i.e., the ejaculate of 292 men was examined. 
As Dr. Yildiran suggests that the factor causing spermatolysis 
might also be the cause of other seminal abnormalities, special 
attention was directed to a group of specimens showing 
oligozoospermia and other gross defects. 

The quality of specimens in this series was as follows; 
group 1, total azoospermia, 24 cases ; group 2, oligozoospermia 
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(under five million/ml.), 37 cases ; group 3, subfertile and 
border-line, 187 cases ; group 4, normally fertile, 44 cases. 
The age of specimens was as follows; group 1, sLx specimens 
produced at laboratory and inspected immediately, sLx specimens 
less than 1 hour old, and 12 specimens 1-2 hours old ; group 2, 
13 specimens produced at laboratory, and 24 specimens 1-2 
hours old ; groups 3 and 4, 61 specimens produced at labora- 
torj’, and 170 specimens 1-2 hours old. These specimens were 
kept under observation from the time received for periods of 
6-24 hours. Specimens showing total azoospermia were mixed 
with part of others containing spermatozoa and kept under 
similar observation. 

No spermatolysis was observed in any of the above 292 cases. 
In view of this finding, and in view of the fact that we cannot 
recall seeing a case suggesting spermatolysis in more than 5.000 
presious semen analyses, we conclude that if spermatolysis 
occurs in this country it must be very uncommon. However, 
spermatolysis might be a phenomenon confined to other racial 
or climatic conditions, and it would be of great interest to 
hear whether Dr. Yildiran’s findings have been confirmed 
elsewhere. — I am. etc., 

London. S.W.I . H. A. DaVIDSON. 


Sept. 24 the assistant medical officer wrote, “As his period of 
surs'ival was so short one can hardly express any opinion as 
to the effect of the H 11 injections." 

Further, the allegation is made that these Laboratories refused 
personal investigations and treatment of the patient. The facts 
are that the necessary supplies of H II, with instructions, were 
dispatched to the hospital on the same day that a telephoned 
request was received for a supply. The Hosa Laboratories 
requested further details about the patient, and the correspon- 
dence, which can be seen, demonstrates the personal and 
detailed interest of these Laboratories throughout the brief 
period under review, as well as the helpful and courteous 
collaboration of the medical staff of the hospital. 

Lastly, although many cases of inoperable cancer have 
recovered under H 11 treatment, no claim or even suggestion 
has ever been made by these Laboratories that H 1 1 is as yet 
the cure for cancer. The only claim made is that in ads'anced 
inoperable cases with an expectation of life of over two months 
an inhibitory action is demonstrable in 66% of cases treated — 
which claim can be verified by any careful and full investigation 
of our records. — I am, etc., 

Hosa Research LaboraloriM, J. H. THOMPSON. 

Saobury-oQ-Tliaines. 


B.C.G. 

Sm, — Dr. \V. Norman Taylor (April 30, p. 778) asks, “ What 
are the facts ? ” And then, after discussing the significance 
of a positive reaction to the Mantoux test, concludes that by 
analogy with other diseases we can suspect that it may indicate 
resistance but that we can be by no means cenain as yet. 

Is not the case for B.C.G. much stronger than Dr. Taylor's 
Tetter implies ? Heimbeck' was the first to show that healthy 
tubercuh'n-positive young adults were less susceptible to tuber- 
culous disease' than were those initially tuberculin-negative. 
Bott Heimbeck’ and Ferguson* have significantly lowered the 
incidence of clinical tuberculosis in tuberculin-negative nurses 
as compared with unvaccinated controls. In Ferguson’s series 
there was actually less disease among the A'accinated than among 
those initially Mantoux-positive (those who “ have been tried in 
the fire and not found wanting,” according to Dr. Taylor). 

Owing partly to the difficulties of conducting a perfectly con- 
trolled experiment over a period of many years in civilized 
communities, both these studies have been open to criticism, 
but on different grounds. However, Aronson’s* study amongst 
3,000 young Mantoux-negative American Indians appears con- 
clusive to most critics. Nearly all those vaccinated became 
Mantoux-positive within a few weeks, and only six of them had 
died from-tuberculosis after nearly 10 years, as against 53 of the 
unvaccinated controls. 

It has been asked, “Could the same spectacular results be 
expected in civilized countries 1 ’’ Studies like those of Heim- 
beck and Ferguson and the clinical experience of eminent 
Scandinavian phj’sicians like Wallgren’ indicate the answer. 
The Danes, who practise B.C.G. vaccination more extensively 
and thoroughly than any other people, have the low'est tuber- 
culosis mortality in Europe (about 30, as compared with more 
than 50 per 100,000 in Great Britain). — I am, etc., 

Melbourne. AnstinlJa. E. A, NORTH. 

Rejtrsnces 

. ‘ Tubtrde, 1936, 18, 97. 

■’Ibid.. 1948, 59.84. 

4 Amrr. Rrr. Tuberc.. 1946. 64, 325. 

* Ibid.. 1948. 67, 96. 

* BrUlsh btcdkaUmmnl, 1948, 1. 1126. 

Treatment by H 11 

I w'ish to protest strongly against the grossly unfair 
references to Hi] made by Dr. P. H. Phipps (July 9. p. 100). 
Reprints of articles published in the medical press have been 
sent to selected members of the medical profession, and in 
most cases the doctors concerned already have had experience 
of H 1 1 therapy. 

A case is quoted in which she states that H 1 1 s'as tried out 
in hospital and failed. The truth is that H 1 1 was first given to 
this case on Sept. 2, 1943, and 13 days later, on SepL 15, was 
■stopped. The patient died 5 days afterwards on Sept. 20. 
Obviously this was no trial or failure of H 1 1 . Indeed, on 


Sir, — I received to-day, with the compliments of the Director 
of Research, Hosa Research Laboratories, a reprint of an article 
from the Medical World by Dr. Gordon Ward entitled “The 
Truth about H 11." Among other things discussed in this 
article is a list of 12 cases “selected by the Hosa Laboratories 
... as the most favourable in their files.” 

There are apparently between 3,000 and 4,000 histories of 
cases treated with H II in the files of the Hosa Laboratories.. 
Survivals in the 12 cases cited have been for 7, 6, 4}, 4, 3, 
3, 3 years, 18, 16, 16, 13, and 13 months respectively. If 
ail these cases are accepted as cured (and this is not claimed) 
the cure rate would be between 0.3 and 0.4% of cases treated, 
while the 5-year survival rate would be 0.05 or 0.06%. Before 
one can judge the value of such survivals it is essenffal to 
know whether similar survival rales e.xist among untreated 
“inoperable” cancer cases. 

It is a curious feature of almost every new method of treat- 
ment for cancer that has been advocated that a few cases have 
given apparently successful results while the great majority 
show no benefit. It would be interesting to know of any cases 
of cancer, classified as inoperable, of unexpectedly long sur- 
vival which have bad no further treatment or only symptonmtic 
.treatment. In the absence of knowledge on this point it is 
clearly impossible to form a fair judgment as to the possible 
value of treatment with Hll. — I am, etc.. 


Parotid Emphysema During Labour 


Sir, — A brief report of a somewhat unusual case of parotid 
emphysema might be of interest. 

The pauent, a primipara aged 20 years, was in bed in a matemiiy 
home suffering from a mild toxaemia of pregnancy. At 1130 pan. 
on June 25 she went into labour. She did not ring for the midwife 
until 5 am. on June 26, when she was found to be fuDy dilated. 
She therefore had no sedation or analgesia. By 7 am. she had made 
no further progress and she was delivered easily by forceps follo-irir.g 
episioromy. She had gross bilateral swelling of the parotid glands 
when I saw her at 7 am. This was subsiding in 24 hours and 
was clear by June 28. Assoriated with this swelling was marked 
bilateral conjunctival haemorrhages. The patient was afebrile, had 
had mumps previously, and there had been no possible contact 
during the previous four weeks. This girl must have undergone very 
considerable physical effort, and in the course of this air must 
have been forced up Stensen’s ducts. 

As a footnote. I met a case of self-induced parotid 
emphysema during the late war. A soldier, on draft for over- 
seas, attempted to evade the issue by blovving strenuously into 
a gingerbeer bottle, inducing parotid swelling, and then report- 
ine stek, complaining with considerable craft of pain in his 
testicles. Such an effort almost deserved to succeed.— I am, etc.. 


Bo-arncaoTJili. 


.■\LA-V S. OODE.V. 
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Urea for Migraine 

Sir, — D r. Nevil Leyton (Aug. 6, p. 335) pleads for a serious 
attempt to treat sufferers from “migrainous’’ headaches, and 
mentions urea as a remedy to be tried in obstinate cases. May 
I go further and suggest the use of this drug as a first line of 
preventive treatment in every case, whether 'of recent origin 
or of long standing ? It is surprising how many patients will 
derive considerable benefit, if not complete relief, from attacks. 

The dosage advised is as follows ; 20 gr.'(1.3 g.) of urea 
in water three times a day for a week, followed by the same 
dose twice a day for two weeks and further treatment with 
a daily dose of 20 gr. for an indefinite period. — I am, etc., 

BirniinEham. BROWN. 

POINTS FKOM LETTERS 

Retained Wacenta 

Dr. W. D. G. Tellam (Penzance) writes; You have published 
many letters on the treatment of retained placenta, hut it appears to 
me that such an emergency need never arise — unless it is that very 
rare placenta accreta. In a semi-rural domtdh'ary practice I have 
found the intravenous injection of 0.25 ml. of ergometrine given as 
soon as the head is bom and the anterior shoulder delivered, 
followed 30 seconds later by the delivery of the posterior shoulder, 
results in the delivery of the placenta immediately afterwards — 
leaving a firmly contracted uterus. Our breech deliveries have 
received a similar intravenous dose as soon as the head is bom, 
followed 30-45 seconds later by an intact placenta and membranes. 
I would tike to know if this treatment of the third stage has failed 
or has caused any complications. 

New Problems of Rheumatism 

Dr. Thomas Robertson (Glasgow) writes; In your leading article 
(July 23, p. 221) you quote Hencb as- stating that there are 200 
arthritic and muscuto-skeletal conditions called rheumatism. This 
raises a number of important questions. By what criteria are these 
differentiations made 7 In such a context as the above, does the 
word rheumatism signify anything 7 Apparently one can develop 
any of the 200 types either as a disease in the body (“ soma ”) or m 
the “ psyche.” Dr. W. S. C. Copeman (p. 191), who now comes 
forward with another aetiological variety of rheumatism, provides 
a quasi-mechanical explanation concerned with water metabolism 
and fatty tissue. He suspects, probably rightly, that the hypothalamus 
may be at fault. But wbat relation exists between the hypothalamus 
and this mysterious “ psyche ” 7 However— to come to earth— as 
a physician of the baser sort X ain delighted to find (1) that fibrosttis 
no longer exists, (2) that most cases of rheumatism met with m 
practice cannot be either understood or adequately treaty 
unless the patient is not only physically but psychologically examined, 
as Halliday pointed out in the Journal (1937, .1, 213 and 264), and 
(J) that physiotherapy frequently does more harm than good. 

Psychogenic Rheumatism 

Dr. I. Ernst Reichenfeld (Birmingham) writes : Drs. William 
Tegner, Desmond O’Neill, and Anna KaJdegg (July 23, p- 201) 
an interesting analysis of a number of those unfortunate people wuh 
vague but for them very real complaints who are familiar to the 
G.P. Valuable as their paper is, I found the title “Psychogenic 
Rheumatism ” rather misleading. In my opinion the expression 
“ rheumatism ” ought to be reserved for the two conditions which 
are more or less well defined entities — viz., rheumatic fever and 
rheumatoid arthritis. If we call every painful condition for which 
wc cannot find a cause rheumatic we follow the rather vague nomen- 
clature of the lay public and confuse the latter even more. _ That a 
cervical rib is being called a " rheumatic complaint ” obviously is 
an oversight. 

Percussion Finger 

Dr. A. Niven Robertson (Edinburg) writes; For thirty years 
of my life 1 was engaged continuously in the examination of chests, 
and therefore I was daily percussing the dorsum of the middle 
phalanx of the middle finger of my left hand. As a result of this 
constantly recurring trauma 1 noted a distinct smooth, low, and firm 
swelling had been created on the dorsum of that phalanx. The 
swelling was scarcely noticeable to the eye, but it was quite obvious 
to palpation. It had a convex surface and shaded off on to the bone 
at its upper and lower curved ends. It wns never painful. For the 
hast seven years I have rarely done any percussion and the swelling 
has to alt appearances disappeared. I shall be interested to know’ 
if other percussionists have found the same thing. The swelling 
was obviously a fibrous hjiiertrophy due to constant mechanical 
trauma. 


Obituary 


SIR ALAN. NEWTON, M.S., F.R.C.S., F.R.A.C.S., 
FA.C.S. 


On Aug. 3 Australia lost one of her most distinguished 
sons — a great surgeon — Sir Alan Newton. 

Hibbert Alan Stephen Newton was born on April 30, 
1887, and was educated at Haileybury College, Melbourne, 
and at the University of Melbourne. He -was a brilliant 
student, and in his final year was placed first in a dis- 
tinguished company. He was very early attracted to sur- 
gery, which was to give scope not only for his natural and 
acquired manual dexterity, aided by a splendid visual know- 
ledge of anatomy, but for his sound judgment and the 
decisive quality which charac- 
terized all his thinking. 

He qualified in 1909, and 
after a year as resident at the 
Royal Melbourne Hospital 
and a further period as surgi- 
cal registrar he became asso- 
ciated with Mr. Fred Bird, 
who had operated on him 
early in his course and from 
whom he learnt much of the 
art of surgery. He took 
the M.S. in his own univer- 
sity in 1912. In 1913 he was 
appointed an out-patient sur- 
geon at the Royal Melbourne 
Hospital. The period im- 
mediately before this appoint- 
ment was spent not in acquiring further qualifications but 
in postgraduate study and research in England, where he 
came under the influence of Sir Victor Horsley and saw 
much of his friend, the late Dr. Gordon Clones Mathieson, 
who was then working with Professor Starling at University 
College Hospital. 

Apart from this brief absence and a longer one during 
the 1914-18 war, ail his working life was spent in close 
association with the Royal Melbourne Hospital until he 
retired from the active staff and became an honorary con- 
sultant surgeon. During the first world war he served in 
France as a surgeon in the Australian Army Medical Corps. 
In 1919 he became a Feliow of the Royal College of Sur- 
geons, England. Subsequently, he was elected a Fellow 
of the American College of Surgeons, an Honorary Fellow 
of the British Association of Surgery, and an Honorary 
Feliow of the Royal Society of Medicine. 

Newton’s ancestry, with many distinguished lawyers in 
his family tree, might have led him to the practice of law, 
but indeed his talents were such that he would have made 
a success of any profession. He was a splendid teacher 
— a master of lucid exposition. Always a ready speaker, 
for any special occasion he would carefully prepare his 
speech and in "doing so memorize it. This gift of oratory 
was displayed on many occasions, notably in his Stawell 
Oration and in an address to his colleagues and friends at 
the Royal Melbourne Hospital dinner on “The Spirit < 
the place.” 

Newton was keenly interested jn the teaching of student 
and after his return from the first world war, in additio 
to his regular hospital clinics, he became a lecturer i 
surgery at the University of Melbourne, and at a lati 
stage took the chief position as Stewart Lecturer orgai 
izing the surgical teaching. He had a strong belief i 
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the importance of carefully planned clinical lectures in 
which people of experience could provide for the students 
material not readily to be obtained in textbooks. He was 
deeply interested not only in undergraduate but also in 
postgraduate teaching, and played an important part in 
forming the Melbourne Permanent Postgraduate Committee, 
whose object was to increase the facilities for postgraduate 
teaching in all departments of medicine and surgery'. He 
was a Foundation member of the Royal Australasian Col- 
lege of Surgeons, and in its early years was Censor-in-chief 
and subsequently its President. His unselfish and unsparing 
efforts to improve the status of the surgical profession in 
Australia were extremely fruitful. For his work for the 
College he was knighted in 1936. 

During the second world war Sir Alan served with the 
rank of colonel in the Australian Army Medical Corps, 
being consulting surgeon to Army Headquarters for two 
years. From 1940 to 1945 he was chairman of the Medical 
Equipment Control Committee, Department of Defence, 
and in this capacity he made a major contribution to the 
Australian war effort. He brought to bear on the problem 
of medical equipment and drug supplies a clear analytical 
mind that saw the position in its true perspective and 
assessed priorities in their right order. In January, 1942, 
the paramount importance of immediately getting more 
quinine out of Java was realized by the Australian military 
authorities, who had just arrived there. Within 24 hours 
of Sir Alan Newton’s receiving this secret information a 
very large sura was made available by the Australian 
Government in a Dutch bank in Batavia to procure 
120 tons of quinine: such was his capacity for rapid 
decision and prompt action and the influence he exerted 
at the highest level even as early as 1942. His co-operation 
with Array Headquarters in speeding up the manufacture 
of essential drugs like sulphaguanidine was of the utmost 
value to both the South-west Pacific and the South-east Asia 
Commands. Nor were his activities limited to the field of 
surgery’. His status stood almost as high in the financial as 
in the surgical world. His reputation for probity, sound 
judgment, and business acumen, and his wide knowledge 
of men and affairs, made him much sought after, and he 
was later on the board of directors of several of the leading 
companies of Australia. 

Be surgical technique never so great, reputation outlives 
the man by very little. The only immortality for physicians 
and surgeons lies in the extent to which they lay founda- 
tions for their students and their successors. Alan Newton 
followed what was best of tradition but had no patience 
with its “ dead hand.” He saw that hospitals and medical 
schools could be too self-contained, that it should be pos- 
sible to share .what was best in one with others, and that 
this might be reciprocal. After the second world war, 
despite chronic ill-health, he attempted to apply these prin- 
ciples to the three teaching hospitals of the Melbourne 
Medical School,' and this remained his chief interest until 
the end of his life. 

.^an Newton was a dynamic person. His character was 
solid as a rock. He never sat on a fence, and for him there 
were no grey shadows. His clear insight and objective 
approach to problems made his opinion much valued. In 
him. imagination and vision were blended with the capa- 
city to adapt them to practical ends. Though intolerant of 
stupidity or muddle-headed thinking, he had the virtue of 
being intensely critical of his own conclusions and w’as 
always prepared, on the rare occasions on which events 
showed him to be wrong, to admit his mistakes. He would 
never undertake anything unless he could do it well, and 
everything he did was superlatively well done. 


He married in 1919 Mary Cicely, daughter of J. Hartley 
Wicksteed, of Weetwood, Headingley, Yorks, who, together 
with a son and a daughter, survives him. — T.PJD., N.H.F., 
and C.H.K. 

Dr. Isaac Jones and Mr. E. T. C, Milligan w’rite: Jvfanv 
to-day in this country and Australia will have a sad sense 
of loss with the passing of Sir Alan Newton, but 
there will come a greater sense of gratitude and satisfac- 
tion for the gift of such a man in our life and generation. 
He was a wise and warm friend, an inspiring leader, and 
a stirring example. He inherited, and acquired throueh his 
home training, high moral standards, the art of creative 
human relationships, and a strong sense of selfless duty and 
responsibility. He began as a leader in his academic career, 
and with his outstanding abilities he naturally took the lead 
even amongst a unique generation of leaders and talented 
men. He ever maintained this leadership in the wider 
sphere of professional and social life. . This pioneering 
leadership gave him an air of austerity and dignity, but 
it was a thin veneer over an open and affectionate heart, 
which it was the delight of all his friends to discover. How 
he raised Australian surgery by his vision, example, and 
planning to the high place it now holds in British surgery 
will for ever place him among the leaders and prophets of 
that young country ; but those of us who w'ere trained with 
him and lived alongside him will ever be grateful for the 
man, his standards, and his inspiration and encouragement. 

His main vocation in life was to help his fellow men 
in the inevitable hour of suffering and personal crisis. In 
recent years he too had to face the common ordeal of 
suffering and death, the ultimate test of a man's philosophy 
of life. In recent letters there was the unmistakable fight- 
ing note of triumph and hope, revealing that the inspiration 
of his whole life came from his knowledge and possession 
of the same spiritual resources and verities which inspired 
his notable ancestors. 

An AustraUan colleague writes : By the death of Sir Alan 
Newton, Australia has lost one of her leading surgeons and 
a man who did all in his power to follow and teach in his 
own land what he felt to be best in British surgery. After 
quafifying and holding several house appointments at the 
Royal Melbourne Hospital he visited En^and and worked 
with Sir Victor Horsley at University College and Queen 
Square on shock injuries to the spinal cord, at the same 
time studying the advances of British surgery. ^Vhen the 
first world war drew to a close he was one of the selected 
men brought to this country to do postgraduate work in 
addition to their Army responsibilities: he obtained his 
F.R.C.S. in 1919. The two periods of work in England 
had a great effect on Newton’s future fife and work, for 
he carried home with him an admirauon for what he had 
seen and learnt and a determination to reproduce in his 
own country and hospital those things which he felt were 
true, honest, just, and of good report. Thus in later years 
he became a prime mover in establishing, and was a 
Foundation Fellow of, the Royal Australasian College of 
Surgeons, filling the positions of Censor-in-chief, Vice- 
president, and finally President in 1942-5. Between the 
wars Newton steadily built up a wide reputation as a care- 
ful and skilled surgeon and was perhaps best known for 
his work on goitre. As a teacher, in classroom or in ward, 
he was clear, accurate, and concise, and had no difficultj’ 
in holding his audience. In addition to many contributions 
to scientific journals he was much sought after as the 
speaker on special occasions. The Lister Oration on toxic 
goitre in 1938, and his tribute to his old teacher Sir Richard 
Stawell in October, 1947, will remain in the memory’ of 
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those who heard them. He said of Stawell .that he, was at- 
times “perhaps a little unrestrained in his criticism . . . 
but nobody minded this much." The same could be said 
with equal truth of Newton. Honest endeavour pleased 
him, but he could not suffer slackness in silence. The 
beginning of the second world war found Australia in a 
dangerous position as regards medical and surgical sup- 
plies, dependent as it was on overseas shipments. Newton 
was appointed chairman of the Medical Equipment Control 
Committee and did a fine piece of work. Under his 
enthusiastic guidance a workshop built to make railway 
equipment produced surgical forceps, scissors, and the like. 
He was trusted by the members of his profession, and they 
put up cheerfully with the restrictions he imposed, for all 
recognized his honesty of purpose and fairness. Tall, trim, 
and alert, he commanded respect, but his patients and 
those he honoured with his friendship experienced kind- 
ness beyond the ordinary, courtesy, consideration, and good 
humour on all occasions. He will be sorely missed, and 
he leaves many cherished memories behind him in addition 
to admiration for his services to his country and his pro- 
fession, for he was a big man in every way. 

W. G. WILLOUGHBY, M.D., D.P.H. 

Dr. W. G. Willoughby, Past President of the British 
Medical Association and formerly medical officer of health 
for Eastbourne, died on Aug. 13 at the age of 83. 

Until William George Willoughby was introduced at the 
Annual Business Meeting of the British Medical Associa- 
tion in London in 1930 his name was little known to the 

medical profession outside 
Eastbourne. He was content 
with a local reputation, but 
that was a very high one. By 
the practitioners of East- 
bourne, whose unanimous 
choice he was for the presi- 
dency of the Association, no 
man was more highly re- 
garded. His election as Pre- 
sident was something new in 
Association history, for he 
was the first whole-time medi- 
cal officer of health to be its 
titular head. But he himself, 
as he said in his address at 
the Eastbourne Meeting in 
1931, was anxious that not 
too much should be made of that singularity, for he thought 
it emphasized a cleavage which should have no real exis- 
tence. Probably he would have described, himself as a 
general practitioner as much as any of them, and equally 
he would have called his colleagues in general practice prac- 
titioners of preventive medicine. For him medicine was not 
bisected into the curative and the preventive, and it was his 
Msion of its wholeness — a vision he had translated into 
administrative detail during nearly half a century — which 
accounted for much of his popularity among the medical 
profession in his area. 

W. G. Willoughby was a son of Devon, but he had been 
for so long associated with Sussex as to be a part of its 
personality. He received his medical training at St. Bar- 
tholomew's (where his younger brother, the late Dr. W. M. 
Willoughby. M.O.H. for the City of London, followed him) 
and qualified in ISSS. After a resident appointment at his 
hospital and some period of study in Vienna he became, 
within five years of his qualification, medical officer of 
health for Eastbourne, in which post he remained for forty- 


' five years. On his retirement in 1939 he was the senior 
medical officer of health for any county or county borough 
as regards length of service. He hdd seen Eastbourne grow 
from a small place of not more than five thousand inhabited 
houses to a spreading resort with more than three times 
that number. 

At the time he began his work few public health services 
were in existence or were in more than rudimentary form. 
Indeed, Eastbourne came in for a good deal of criticism 
just when Willoughby was getting into the saddle. This 
Journal had an acid note in 1896 that Eastbourne bad 
rather too good a conceit of herself in respect of her sani- 
tary conditions. It was said to be more by good luck than 
by intelligent management that she had escaped a visitation 
of smallpox that would have brought her growth to a pre- 
mature end. It was also suggested that an improvement in 
the quality of her water supply and the purification of her 
sewers “ might profitably engage the attention of those 
who have the public health of the place in their keeping." 
Under W. G. Willoughby’s guidance Eastbourne became 
from the sanitary point of view one of the most progressive 
places in the kingdom. 

The long years of service for Eastbourne were broken 
only by the war of 1914-18, in which, after serving in 
Egypt, he became malaria officer in Macedonia and even- 
tually Acting A.D.M.S., Sanitary, to the 12th Army Corps. 
After the war he gradually took a more prominent place 
in the central affairs of his profession. He became Presi- 
dent of the Society of Medical Officers of Health and of 
the Medical Officers of Schools Association, as well as of 
the Eastbourne Medical Society. He was called to the 
presidency of the British Medical Association at its ninety- 
ninth meeting, and in the preparations for the Centenary 
he took a prominent part. Some of the ceremonial of the 
Centenary celebrations fell to him, notably the unveiling 
of the tablet on the Sir Charles Hastings house during the 
Worcester Pilgrimage. After his presidency he continued 
for eight years to be a member of the Council, interesting 
himself in many Association concerns, but especially those 
which bore on public health. He was a member of the 
Public Health Committee for many years and chairman 
of the special committee which dealt with the relation of 
alcohol to road accidents. At the Annual Meeting at 
Winnipeg in 1930 he was vice-president of the Preventive 
Medicine Section, and at Oxford in 1936 of the Section of 
Medical Sociology. He had also served as chairman of his 
Division in 1928-9 and president of his Branch in 1929-30. 
He was twice an M.D., having taken the London degree in 
1889 and the M.p. in State Medicine in 1894. While his 
main interest was in public health and in balneology it 
extended also to other fields— to psychology, for-;6xamp1e,- 
on which he contributed several articles to Tuke's 
Dictionary of Psychological Medicine. 

Like other public servants whose principal work is to 
prevent, his achievements are not among those that leap 
to the eye, but they were appreciated in the place where 
he laboured, and by none more than his medical colleagues. 
They subscribed to a handsome testimonial on his retire- 
ment, on which occasion he was also presented with the 
freedom of the borough. In his valedictory, addressed to 
the mayor and corporation of Eastbourne, he said ; “ With- 
out the good will of the medical profession it is not possible 
for the public health services of the country to be carried 
out satisfactorily. I am very grateful, therefore, that in 
Eastbourne there has been full co-operation between 
medical practitioners and the public health department.” 

Those who had the happiness to be associated with him 
will long remember a most kindly and modest personality. 
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John Philup Henry Davies, of Elgin, Llanishcn, near 
Cardiff, died suddenly on July 19, while on holiday. A member 
of one of the oldest and best-known medical families in South 
Wales, he was bom in Yslrad Rhondda in 1883, the son of 
Dr. 1. Naunton Davies, who practised there for many years 
and who was an outstanding public figure. Dr. Davies received 
his medical education at Cambridge University and St 
Bartholomew's Hospital, qualifying in 1910. A year later he 
took the D.P.H., and in 1914 the Cambridge degree of M.B. 
After a term as house-physician to the London Chest Hospital 
he was appointed assistant medical officer of health for the 
Rhondda Urban District Council. In the first world war he 
served in the RA.M.C. in the Second Welsh Field Ambulance 
with the rank of captain. After demobilization he went into 
general practice in Llanishcn, succeeding the late Dr. Shiach 
there, and very soon he gained the confidence and high regard 
not’ only of his many patients but also of all his professional 
c'lleagues. Among the appointments that he held were those 
of medical officer to the Post Office and clinical assistant to 
Cardiff Royal Infirmary, while he was honorary surgeon to 
St. John’s Ambulance Brigade and an Officer of St. John of 
Jerusalem. He was secretary of the Section of Pharmacology 
and Therapeutics at the Annual Meeting of the Association at 
Cardiff in 1928. In all of these offices he gave of his best. 
A conscientious and able practitioner, he was of a singularly 
simple, direct, and attractive disposition, while his temperament 
was remarkably equable, so that he was never ruffled or out of 
temper. His ethical sense was of the highest, and in this 
and in other aspects of his character there was much of that 
strict sense of duty that we associate with the “ old school.” 
No one ever had a hard word to say about “J.P.H.,” as he 
was affectionately knowu. His genial personality will long be 
missed. He leaves a widow, one son who recently graduated 
in medidne from Bart’s, and two daughters. The deep sympathy 
of a wide circle of friends and admirers is extended to them 
in their great bereavement. 

Dr. Alford William Anderson died at his home at 
Dalbeattie, Kirkcudbrightshire, on July 25 at the age of 81 after 
an illness of several months’ duration. He graduated NLB., 
C.M. at Edinburgh University in 1891, and after serving as 
resident medical officer at Fife and Kinross Mental Hospital 
he took up general practice at Dalbeattie in 1894. In 1908 he 
proceeded M.D. For almost forty years he carried on an 
extensive country’ practice single-handed, and retired in 1935, 
W’hen he was honoured by a public banquet The welfare of 
his patients was always his first consideration, and his kindly 
manner, added to his very considerable experience and skill, 
was a constant comfort in this widely scattered community. 
From his earliest days in Dalbeattie the local volunteers claimed 
his attention, and he received a commission shortly after 
going there; he was instrumental in raising the company to 
full strength. In August, 1914, he was mobilized with his 
battalion, the 1/S K.O.S.B., but was later transferred to the 
RA.M.C., attaining the rank of lieutenant-colonel. On return 
to cirilian duty' he became an enthusiastie member of the 
British Legion, and W'as the first president of the local branch, 
an office he held with distinction for many years until illness 
supervened. It was largely due to his efforts that the Dalbeattie 
branch of the Legion received the gift of the allotment grounds 
and entrance gafe. During the recent war he was Medical 
Examiner of Recruits and Troop Relation Officer in the area. 
His recreations were shooting and fishing, in which he was an 
expert, and his congenial company and good sportsmanship 
’.vere ever an asset. He was a pioneer in motoring and one 
of the first in Dalbeattie to own a car. Predeceased by his wife, 
he leaves a family of tw’o sons and three daughters. The pro- 
fession has lost a fine representative of the old type of general 
practitioner, who will be much missed by all who knew him. 

Professor Camillo Wiethe, director of the Second University 
Clinic for Otorhinolaryngology' in Vienna, died on July 10 at 
the age of 60. From 1927 to 1936 he had been assistant to 
Professor Hajek, the well-know’n lary’ngologist, and • svas in 
private practice from 1938 to 1945, when he was appo'mted 


director of the clinic. He had contributed to the medical 
press on many subjects, including bums of the oesophagus, 
the surgery of the larynx, and allergic conditions. 


Universities and Colleges 


UNIVERSITY OF LONDON 

The following candidates have been approved at the examinaiioas 
indicated : 

J>. — Branch I (Medicine): G. M. Bailey, D. H. Bennett, A. C. 
Boyle, H. W. Bunje, N. R. Butler, J. A. Chamberlin, C. E. Dent, 
H. E. de Wardener, I. R. Gray, K. G. Green, T. A. Grimsoa, 
K. J. Curling, M. Hamilton, J. N. Harris-Jones, M. F. Hart, 
M. S. R. Hutt, Madeline K. ’Keech, D. R. Laurence, G. de J. Lee, 

G. H. T. Lloyd, J. Marks, D. B. Morgan, F. W. Nash, F. T. Page, 
Diana G. Paradise, R, G. Pitman, N. Ponnampalam,- T. A. J. 
Prankerd (University MedaOt D. L. Rees, T. A. Richards, M. Steel, 
S- J. Steel, P. G. Swann, D. hL E. Thomas, N. A. Thome, L. H. 
Turner, E. Waddington, iL S. Walker, J. R. Wilson, W. J.-S. Wilson. 
Branch U (Pathology): Rosemary P. Biggs (University hfedaT)^ 
F. N. Ghadially, C. L. Greenbury, R. F. Jennison, Sylvia D. Lawler 
(Mark of Distinction), W. D. Linsell, C. F. Ross, C. H. Smith, 

H. E. Vickers, K. W. W. H. Walton, F. WTiitwcU. Branch III 
(Psychological Medicine): J. H. Rey, A. Shapiro, Fcde hL Shartock 
(University Medal). Branch TV (Midwifery and Diseases of Women): 
J. D. Martin, N. F. Morris, A. C. Pearson. Branch V (Hy^ene): 
Doris A. Craigmile, M. T. I. Jones. Branch VI (Tropical Medicine): 
D. Las^rence. 

King’s College Hospital Medical School 
The following scholarships have been awarded: Anatomy and 
Physiology Scholarship, J. S. H. Lodge (Emmanuel Ck>IIese, 
C^ainbridge) ; Bumey Yeo Bequest Scholarship, H. T. Thomas (Jesus 
College, Cainbridge); Epsom College Scholarship, Ivlicbael Ehilake 
(Qarc College, Cambridge) ; Seaman Bequest Scholarship, T. M. O. 
Morris (Trinity Ck>llege, Cambridge). 

UNIVERSITY OF MANCHESTER 

WilUam Sayle-Creer, M.Ch.Onh., FJR.C^., has been appointed 
Honorary Clinical Lecturer in Orthopaedic Surgery. 

The Council of the University has accepted the smn of over £200 
from the subscribers to the fund raised in memory of the late 
Dr. Wniiam Susman, Lecturer in Morbid Anatomy and Histology 
from 1926”48. It is proposed to establish an annual prize in 
pathology, the first offer of which will be made in 1950. 

UNIVERSITY OF WALES 
Welsh National School of Medicine 
The Counefl of the Welsh Nauonal School of Medicine has appointed 
William Ferguson Anderson, MJJ., M.R.C.P., FJt..FT.S., to the 
post of Senior Assistant in the Medical Unit of the Welsh National 
School of Medicine. Dr. Anderson is at present Lecturer in Materia 
Medics and Therapeutics in the University of Glasgow and Assistant 
Ph>’sidan at Stobhill Hospital, Glasgow. 


The Services 


The President of the Czechoslovak Republic has conferred the 
Czechoslovak Military Medal, 1st Cbss, upon Air Marshal Sir 
Harold E. Whittingham, K.C.B, ICA.F., re'dred, in recog- 

nition of valuable services rendered in conne.xion wi'Ji the war. 

A notice appeared in the Lxtttdon Gazette dated Nov. 19, 1948, 
and in the Journal of Dec. 11, 1943 (p. 1043), stating that the 
King of the Hellenes had conferred the decoration of Commander 
of the Royal Order of the Phoenix upon Captain A. M. Boyd, 
RA-M.C. The name should have read LieutenantColonel 
(tempomiy') Alexander Michael Boyd, R-A.M.C. 

The Effiriency Decoration has been conferred upon Major (Acting 
Lieutenant-Colonel) C. K. Sconce and Major J. M. Lees, RJLM.C,, 
TA. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
We prim below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended July 30. fNo. 30 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county), (c) The 16 principal towns in Scotland, 
(d) The 1 3 principal towns in Eire, (e) The 10 principal towns in Northern Ireland. 

A dash — ■ denotes no cases; a blank space denotes disease not notifiable or no 
return available. 





1949 



1 948 (Corresponding Week) 

Disease 











(a) 

(b) 

(0 

(d) 

(e) 

(a) 

(b) 

(c) 

(d) 

(c) 


Cerebrospinal fever 

27 

4 

13 

2 

3 

40 

2 

17 

4 

— 

Deaths 



““ 




— 




Diphtheria 

98 

8 

21 

4 

5 

125 

IS 

28 

18 

5 

Deaths 






2 


— 


— 

Dysentery^ 

Deaths*^ 

94 

10 

40 

2 

— 

77 

24 

35 

— 

— 











Encephalitis lethargica, 











acute 

— 

— 

— 

1 

— — 

2 

— 

2 

— 

— 

Deaths 


1 




■ 





Erysipelas 



14 

6 




33 

6 

— 

Deaths 






' 





Infective enteritis or 











diarrhoea under 2 




102 

5 







years 

Deaths 

25 

1 

3 

I 

40 

2 

2 

18 

3 

1 

Measles* 

4,266 

303 

63 

145 

85 

8,211 

457 

59 

87 

59 

Deathst 



— 

I 




— 


' 

Ophthalmia neonatorum 

47 

4 

2 

— 

2 

54 

4 

10 

1 

— 

Deaths 











Paratyphoid fever 

50 

— 

10 

(B) 

3(B) 

— 

35 

I 

2(B) 

— 

— 

Deaths 

— 

— 

— 

~ 

— 

— 

— 

— 


Pneumonia, influenzal . , 


D 


■ 

B 


23 

2 

3 

1 

Deaths (from influ- 


■ 




HI 

1 




eniait 

■1 

B 

— 

■■ 

B 

■ 

1 



Pneumonia, primary . . 

103 

■ 

94 


1 

195 

i 

m 

m 


Deaths 



B 


6 

Polio-encephalitis, acute 

22 

4 




1 





Deaths 











Poliomyelitis, acute . . 

147 

16 

15 

— 

— 


6 

,4 


1 

Deaths? 

11 

3 




. 2 





Puerperal fever . , 


— 

10 




I 

5 


z 

Deaths 











Puerperal pyrexiall 

99 

9 

9 

1 

2 

122 

9 

8 

I 

1 

Deaths 







““ 




Relapsing fever 

— 

— 



— 

— 

— 



— 

Deaths 











Scarlet fever 

1,045 

91 

112 

59 

31 

1,329 

83 

208 

64 

18 

Deathst 



— ' 

— 

— 






Smallpox 





— 

— 

— 

— 

— 

— 

— 

— 

Deaths 




— 

— 






Typhoid fever . . 

3 

1 



4 

I 

9 

— 

1 

1 

— 

Deaths 

— 


— 

— 

— 

— 

— 

— 

* 


Typhus fever 















— 

— 

Deaths 




— 

— 




— 


Whooping-cough* 

1,795 

84 

33 

no 

.77 

3,309 

275 

8 

78 

10 

Deaths 

6 

1 

— 

J 

— 

S 

— 

— 

1 

1 

Deaths (0-1 year) 

248 

32 

30 

21 

8 

297 

23 

29 

13 

n 

Infant mortality rate 











(per 1,000 live births) 











Deaths (excluding still- 










107 

births) 

Annual death rate (per 

4,205 

680 

493 

162 

93 

4,830 

781 

587 

175 


1,000 persons living) 



9-9 

100 




11-8 

10-9 


Live births 

7,876 

1232 

850 

325 

207 

8,011 

1230 

913 

409 

228 

Annual rate per 1,000 











persons living 



170 

20- 1 




IS*4 

25-6 


Stillbirths 

176 

24 

29 



211 

22 

39 



Rate per 1,0CX) total 











births (including 

stillborn) . , 



33 





41 




• Ntcasles and whooping-cough are not notifiable in Scotland, and the returns 
arc therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 
(administratis c county), will no longer be published. 

i Includes primary form for England and Wales, London (administratlvo 
county), and Northern Ireland. 

S The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), arc combined. 

;i Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 

Poliomyelitis and Polio-encephalitis 

The notifications of these diseases were 70 more than in 
the preceding week. The largest returns during the week were ; 
Yorkshire West Riding 24 (Leeds C.B. 5, Dewsbury C.B. 4, 
Colne Valley U.D. 2, Spenborough U.D. 2) ; London 20 
(Camberwell 4, Kensington 3, Hampstead 2, Paddington 2, 
Southwark 2, Wandsworth 2) ; Middlesex 13 (Hornsey M.B. 6, 
Enfield U.D, 2) ; Lancashire 12 (Liverpool C.B. 6) ; Cornwall 8 
(Camborne-Redruth 3, Penzance M.B. 2, West Penwith R.D. 2) ; 
Essex 8 (West Ham C.B. 2) ; Southampton 7 (Portsmouth 
C.B. 2) ; Warwickshire 6 (Birmingham C.B. 2, Coventry C.B. 
2) ; Cheshire B (Winsford U.D. 3) ; Suffolk 5 (Bury St. 
Edmunds M.B, 2); Leicestershire 5 (Leicester C.B. 2). 

In the week ended Aug. 6, 1949, notifications of poliomyelitis 
numbered 164 (147) and of polio-encephalitis 22 (22). (Figures 
for the preceding week are shown in parentheses.) Counties 
with multiple cases (poliomyelitis and polio-encephalitis 
together) were : London 31 (20), Bedford 5 (2), Berkshire 3 
(2), Chester 3 (6), Cornwall 9 (8), Derby 2 (0), Devon 6 (I), 
Essex 7 (8), Gloucester 5 (3), Hertford 3 (3), Kent 3 (3), Lan- 
caster 12 (12), Leicester 5 (5), Lincolnshire, Lindsey 4 (4), Middle- 
sex 15 (13), Somerset 2 (0), Southampton-9 (7), Stafford 2 (1). 
Suffolk West 6 (4), Surrey 7 (1), Sussex West 2 (4), Warwick 5 
(6), Yorks East Riding 2 (2), Yorks North Riding 2 (1), Yorks 
West Riding 17 (24), Glamorgan 5 (3), Monmouth 2 (2). 

Some outbreaks with high attack rates in comparatively small 
communities are still being reported, but there is also a general- 
ized rise in prevalence like that of 1947. Fortunately the noti- 
fications in the week under review are 301 fewer than those of 
the corresponding week of 1947. The figures are ; 



Poliomyelitis 

Polio-encephalitis 

1947 week ended Aug. 2 

448 

39 

1949 „ „ Aug. 6 

164 

22 


Discussion of Table 

In England and JVales: a decrease occurred in the number of 
notifications of measles 786, whooping-cough 209, scarlet fever 
112, acute pneumonia 66, while a rise was reported for acute 
poliomyelitis 51, acute polio-encephalitis 19, and diphtheria 22. 

The largest decreases in the notifications of measles were 
Warwickshire 115, Lancashire 94, London 76, Cheshire 72, 
Kent 72, while the only exception to the general decreasing 
trend was a rise of 51 in Norfolk. A small fall in the incidence 
of scarlet fever occurreff in every region of the country except 
in the eastern region, where there was a slight rise. No changes 
of any size were reported in the local trends of whooping- 
cough. ' The chief features' of the returns of diphtheria were 
increases in Staffordshire, where the cases rose from 0 to 11 
and involved eight administrative districts ; War^vickshire, with 
a rise from 4 to 10 (Birmingham C.B. 9) ; Yorkshire West 
Riding, with a rise from 1 to 8, where the cases were spread 
through six administrative areas. 

An outbreak of dysentery involving 18 persons was notified 
in Buckinghamshire,. Amersham R.D. A further 14 cases of 
dysentery were notified from Warwickshire, Warwick R.D., 
bringing the total cases during the past three weeks to 81. The 
other large returns of dysentery were Lancashire 11 and Lon- 
don 10. Of the 50 cases of paratyphoid 30 were notified in 
Lancashire (Liverpool C.B. 21). 

In Scotland decreases were recorded in the number of notifi- 
cations of measles 29, acute primary pneumonia 20, dysentery 
14, while an increase of 23 was reported for scarlet fever. 
Fifteen cases of poliomyelitis were notified, an increase of 8 
on the number of the preceding week. The rise in the incidence 
of scarlet fever was mainly due to the northern and north- 
eastern areas. 

In Eire rises occurred in the number of notifications of 
diarrhoea and enteritis 49 and whooping-cough 56, and a fall 
of 15 was recorded for scarlet fever. An increase of 56 occurred 
in the notifications of diarrhoea and enteritis in Dublin C.B. 

In Northern Ireland an increase of 21 in the number of 
notifications of measles was Uie only change in the trends of 
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infectious diseases. The rise was contributed by the counties 
of Londonderry and Tyrone. 

Week Ending August 6 

The notifications of infectious diseases in England and Wales 
during the week included ; scarlet fever S54, whooping-cough 
1,566, diphtheria 89, measles 3,6S3, acute pneumonia 220, 
cerebrospinal fever 19, acute poliomyelitis 164, acute polio- 
encephalitis 22, dysentery 45, paratyphoid fever 37, typhoid 
fever 5. 


Medical News 


Awards by NAJ-T. 

The NAJP.T. has awarded the following scholarships to 
Colonial medical personnel to enable them to spend a period 
in Britain studying anti-tuberculosis methods. Scholarships of 
£120 each to ; Dr. R. K. Richardson (Trinidad), Dr. A. W. E, 
Moreira (Federation of Malaya), Dr. Abbas bin Haji Alias 
(Federation of Malaya), Dr. Mohd Din bin Ahmad (Federation 
of Malaya). Scholarships of £80 each to : Miss W. C. Jones, 
matron (Jamaica), Mr. See Ho Meng, male nurse and hospital 
assistant (Singapore). A prize of ICO guineas for an essay on 
the control of tuberculosis in a British Colony by a medical 
officer in the service of a Colonial Government has been 
.awarded'to Dr. Vincent Hetreed, of Northern Nigeria. 

Scientific Films 

The Third International Scientific Film Congress will be held 
in Brussels on Sept. 30-Oct. 5. In conjunction with the congress 
there will be a ^ientifio Film Festival at which medical filths 
will be shown. The Scientific Film Association of Great Britain 
is considering the films to be submitted as the British entry in 
the festival. While the association knows of most of the 
important films, it would appreciate information about privately 
produced films suitable for inclusion. Full details should be 
sent to the office of the association at 4, Great Russell Street. 

. London. W.C.L 

Pharmaceutical Conference 

The Pharmaceutical Society of Great Britain will be repre- 
sented at the Assembly of the International Pharmaceutical 
Federation in Amsterdam on Aug. 29-Sept. 2 by the president, 
Mr. H. Clement Shaw, Professor Brindle, Professor Todd, Dr. 
J. M. Rowson (who will read a -paper at the Assembly), Mr. 
E. A Broclclehurst, Miss M. A. Burr, Mr. J. F. McNeal, and 
Mr. F. W. Adams (secretary and registrar). 

Tuberculosis Appointments In Italy 

A number of appointments at the Ospedale Sanatoriale 
“Forlanini” in Rome and at the Ospedale Sanatoriale 
“Forlanini” in Naples are open to "British medical practi- 
tioners who wish to learn Italian methods of treating tubercu- 
losis. The appointments are tenable from Nov. 1, 1949, to 
June 30. 1950. Those holding them will receive full board 
and lodging at the hospital, but must pay their return fares 
and supply their own pocket money. (Candidates should send 
their applicau'ons before Sept. 15 to the Controller, Education 
Division, British Council, 3, Hanover Street, London, W. I, 
giving particulars of their age, medical training and experience, 
and the names and addresses of two referees. 

Progress Report on Cancer Research 

A series of 15 articles on cancer research have been prepared 
by Mr, Lester Grant, a science writer on the staff of the Aew- 
York Herald Tribune. They are designed to be an authoritative 
progress report on work in this field, and the United Nations 
Educational, Scientific, and Cultural Organiration, 19, Avenue 
KJeber, Paris, 16', has purchased them and is willing to 
the whole series available freely to any journal or individual 
on request. 


Manchester Paediatric Club 

At the fifth meeting of the Manchester Paediatric Club on 
July 18 Professor Alton Goldbloom, professor of paediatrics 
at McGill University, Montreal, Canada, delivered an address 
on “Pitfalls in Paediatric Diagnosis.” The second annual 
general meeting of the club will be held on Sept. 27. 

National Institute for the Deaf 
At the annual general meeting of the National Institute for 
the Deaf, held on July 6, the president, the Duke of Montrose, 
referred to the greatly increased work of the N.I.D., much of 
it due to the introduction of the Health Service. Thousands 
sought advice on all kinds of problems relating to new legisla- 
tion. He emphasized the improvements necessary in the supply 
of hearing-aids under the Government scheme, and said that 
new and improved hearing-aids would soon be available. The 
chairman of the coundl, Mr. R. Scott Stevenson, said that the 
institute had become an active information bureau, with an 
average mail of some 400 letters a week. The institute was in 
constiit touch with Government departments and organiza- 
tions of many kinds. Mr, Edward Evans, M.P., vice-chairman 
of the N.LD. and chairman of the National Advisory Coundl 
for the Welfare of Handicapped Persons, set up by the Minister 
of Health, pointed out that the Minister had stated categorically 
that welfare work could not succeed withonl the help of the 
voluntary societies. The State had therefore accepted the ulti- 
mate responsibility for the care of the handicapped, but left 
the human administration to those who by long experience and 
devoted service, coupled with technical effidency, were best 
suited to administer that great conception of sodal service. 

Funds for Peckham HealBi .Centre 

Lord Nuffield has offered £5,(X)0 to Peckham Health Centre 
if other subscribers give the same amount The health centre 
stales that subscriptions have now nearly reached the required 
figure, but further contributions are urgently needed. One way 
in which funds can be raised is through the health centre’s 
Bulleiin, since the costs of publication and postage have been 
defrayed by a friend. The Bulletin costs 7s, 6d. a year, and is 
obtainable from 8 f, Hyde Park Mansions, Maiyiebone Road, 
London, N.W.l. 

Health Education 

At the 22nd annual general meeting of the Central Coundl 
for Health Education, held on July 28, Lord Woolton was 
re-elected president and Sir Allen Daley and Dr. Charles Hill 
vice-presidents. Dr. E. K. Macdonald, medical officer of 
health for the City of Leicester, was reappointed chairman 
of the council, and Dr. W. A. BuUough, forme.-Iy county 
medical officer of health for Essex, and Dr. Robert Forgan 
were also re-elected as vice-chairman and honorary treasurer 
respectively. In his report for the year Dr. hfacdonald said 
that in spite of the reduction in the grant from the Ministry 
of Health the coundl had been able to maintain its equilibrium 
and to introduce several promising and significant developments. 
During the vear the Central Coundl had organized three series 
of shon refresher courses at 12 university centres in England. 
Wales, and Northern Ireland. They bad proved so successful 
that the coundl proposed to make them a permanent feature 
of its free services and to extend their scope considerably. 
The coundl had also considered what it might do to relieve 
the verv heavy burden on general practitioners working under 
the Health Service. It was planning a series of small leaflets on 
spedfic disorders, which general practitioners would be able 
to hand to patients at consultation. These leaflets would 
contain information about diet, etc., which would supplement 
the phvsidan’s verbal instructions, and which the patient could 
keep for reference. The scheme would be operated in con- 
junction with local authorities. He also referred to possible 
changes in the constitution of the coundl, which would prob- 
ablv give a predominant influence to local authorities. It 
would" perhaps mean the severance of some old ties, but it 
would dve the council a more offidal standing and greater 
finandal stabilitv and thus enable it to continue to exerris; 
a growing influence on the development of health education. 
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Commendation for Bravery 

Dr. Eric Buchanan Ross, general medical practitioner, 
Cambois, Northumberland, has received the King's Commenda- 
tion for brave conduct for services when an accident occurred 
in a mine. 

Wills 

Dr. Ronald Edgar French, of Burgh Heath, Surrey, left 
£135,119. Dr. William George Harnett, of Hadley, Barnet, left 
£43,785, including £100 to the Royal Medical Benevolent Fund. 
Dr. Kenneth Rogers, of Bournemouth, left £12.758. Dr. James 
Nowell Richardson, of Halton, Leeds, left £12,064. Dr. Frank 
Spiller Locke, of Tunbridge Wells, Kent, formerly Reader in 
Physiology, King’s College, London, left £232,538, with the 
request that, after certain bequests had been made, part of 
the residue go to the Royal Society, to be utilized for endowing 
Locke ” fellowships for research in experimental physiology 
and pharmacology. Sir James Purves Morisson Purves-Stewart, 
of London, W.8, left £57,478, including £2,500 each to the 
University of Edinburgh and Westminster Hospital Medical 
School, the income to be used in assisting senior medical 
students and young graduates who would benefit by temporary 
financial assistance. 

COMING EVENTS 
Annoal Meeting of the British Association 
The 1 1 1th annual meeting of the British Association for the 
Advancement of Science will be held at Newcastle-upon-Tyne 
from Aug. 31 to Sept. 7. Sir John Russell, F.R.S., will speak 
on " World Population and World Food Supplies ” in his presi- 
dential address. Among the subjects to be discussed by the 
physiology section, of which Professor R. A. Peters is the 
president, are adolescent nutrition, relations of brain to mind 
(joint meeting with the Section of Psychology), and folic acid 
and anaemia. 

French Congress of Electroencephalography 
The Second International Congress of Electroencephalo- 
graphy will be held in Paris on Sept. 1-3. Information may 
be obtained from Dr. H. Gastaut, 149, Promenade de la 
Corniche, Marseilles. 

French Congress of Neurology 
The 4th Congress of Neurology will be held in Paris on 
Sept. 5-10. Information may be obtained from Dr. Raymond 
Garcin, 19, Rue dc Bourgogne, Paris, 7«. 

Photographic Exhibition 

The 94th annual exhibition of the Royal Photographic Society 
1^11 be held at 16, Princes Gate, London, S.W.7, from Sept. 9 
/to Oct. 26. The scientific, including medical, section is from 
Oct. 8 to Oct. 26. Particulars may be obtained from the 
secretary of the society at the address given above. 

Physiotherapy 

The Annual Congress of the Chartered Society of Physio- 
therapy will be held at the Assembly Hall, St. Pancras Town 
Hall, Euston Road, London, N.W.l, on Sept. 14-18. Particulars 
may be obtained from the society at Tavistock House North, 
Tavistock Square, London, W.C.l. 

Infertility 

The Family Planning Association will hold an annual con- 
ference on infertility at Edinburgh on Sept. 17-18. Particulars 
may be obtained from the association at 69, Eccleston Square, 
London. S.W.l. 

Exhibition for Rheumatic Patients 

The Bntish Rheumatism Association will hold an exhibition 
for rheumatic patients at the Town Hall, Chelsea, on Sept, 27-30. 
Concurrently there will be a two-day conference on (1) the 
welfare of the rheumatic patient, and (2) the interests of the 
handicapped rheumatic. Tickets for the conference cost 10s. 
Inform-ation may be obtained from the Association at 5, Tile 
Street, Chelsea, London, S.W.3 (telephone: FLAxman 2957). 


Middlesex Hospital Medical School 
The annual dinner of the Middlesex Hospital Medical School 
will be held at the Savoy Hotel on Friday, Sept. 30, at 7 for 
7.30 p.m. 

SOCIETIES AND LECTURES 
Tuesday 

EoiNnuRGH Postgraduate Board for Medicine. — At Anatomy 
Lecture Theatre, Edinburgh University, Aug. 23 , 4.30 p.m., "The 
Condttciing System of the Heart," by Professor Thomas Walmsley. 

Friday 

National Hospital: Institute of Neurology, Queen Square, 
London, W.C. — Aug. 26, 5 p.m., " Topectomy: Cortical Ablation 
for Treatment of Mental Illness," by Professor J. Lawrence Pool. 


APPOINTMENTS 

The following have been appointed to the Civil Consulting Staff 
of King Edward VII Convalescent Home for Officers at Osborne, 
East Cowes, Isle of Wight, as from June 4: Sir Francis Fraser, 
M.D., F.R.C.P., Sir James Paterson Ross, K.C.V.O., M.S., F.R.C.S., 
W. D. W. Brooks, D.M., F.R.C.P., D. E. Bedford, M:D., F.R.CJP., 
D. H. Brinton, D.M., F.R.C.P., H. Osmond Clarke. C.B.E., F.R.C.S., 
A. E. Porriti, C.B.E, M.Ch., F.R.C.S., R. Mamham, M.Ch., F.R.C.S. 


Buntino, F. W., M.D., D.P.H., Medical Officer of Health for Prescot 

Urban District Council. 

Casson. F. R. C.. M.B., B.S., D.P.M., Clinical Assistant to Department of 
Psychological Medicine. Charing Cross Hospital, London, W-C. 

Fenton- Russell. D., M.D.. D.P.H., D.P.M., Consultant Psychiatrist, Stanley 
Royd Hospital, Wakefieid, Yorkshire. 

Holland, C, B., M B.. Ch.B., D.A., Consultant Anaesthetist in the Ipswich 
Area, East Anglian Regional Hospital Board. 

Jones, John Tra.ser, M.B., B.S., House-surgeon, the Royal Hospital. 
Wolverhampton. 

Keeping, Joyce Audrey, M.D., M.R.C.P., Physician to Paddington Chest 
Clinic, London, W. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Crabtree.— On August 5, 1949, at the Queen Elirabeih Hospital. Blrtnlnshaffl. 
to Joyce May “ Maim6 (ntfe Airey), wife of Norman L. Crabtree, F.R.C.S., 
of 14, Church Road, Edgbaston, a brother for Valerie and Jennifer — John 
Raweiine. 

Herford, — On August 6. 1949, at Cliveden Memorial HospiiaU Bucks, to Mary 
(n^e Crajgo), wife of Dr M. E. M, Herford, D.S.O,. a daughter. 

Lambert, — On August 5. 1949, at Hillingdon Hospital, to Sadie, wife of Dr. E. 
Vivian Lambert, of Uxbridge, a son. 

L«slle*-~On Julv li. 1949. at the Duke of York Nursing Home, Bradford, to 
Frances, wife of Dt. WJJHam Leslie, a daughter. 

Murley, — On August 12, 1949, at 43, Newlands Avenue, Radlen. Herts, to 
Daphne (ntfc Garrod), wife of R. S. Murley, M.S., F.R.C.S., a son— David 
Pcicf 

Ounsted, — On \ugusi 5. 1949, to Margaret Ounsted, B.M., wife of Christopher 
Ounsied. B.M., a son. 

MARRIAGE 

Eason — ^Towler.— On August G. 1949. at St, Paul's Presbyterian Church. Croy- 
don. Thomas John Eason, F.R.C.S., to Ruth Willand TntvJcr, M.B., Ch.B. 

DEATHS 

Ashby. — On Aucust 6, 1949, at 127, Roundhay Road, Leeds, J. E. Ashby. 
M.R.C.S.e L.R.C.P.. aged 59. 

Battlscontbe. — On August 4. 1949, at 29. Drakes Avenue. Exmoiuh, Eric 
George Baltiscombe. M.R.C.S., L.R.C.P., aged 76. 

Campbcll.—On July 7. 1949, at 20. Dancswcll Drive. Lcasowc. Cheshire, Thomas 
Graham Campbell. L.R C.P.&S.Ed., L R.F.P.S.Glas., aged 79. 

Charles.— On August 2. 1949, at Bournemouth, Rhys Pendril! Charles. T.D.. 

M. D., of 9. Dean Park Road, Bournemouth. 

Crisp. — On August 12. 1949. at 2, Hillside Ro.Td, Cheatn. Surrey, Thomas 
Crisp. M,D.. laic of St. George's House. Chorley. Lancs, and Tintcrfield. 

N. S.W, 

Foster. — On August 5. 1949, at Danby, Yorks, John Robert Foster, M.B., 
C.M.. F.R.C.S. Ed., foimcrly of West Hartlepool, aged 81. 

Ropkinsun. — On July Jl, 1949. at 6, Adams Road. Cambridge. Albert 
Hopkmson, M.B.. B.Oi., aged 85. 

Ksufmunn. — On AuguM 2. 1949, Walter Kaufmann. M.D., of IS, Danes Court, 
Wembley Park. Middlesex. 

Maenel’L— On August 6. 1949, at 64. Hook Road. Surbiton, Surrey, Robert 
Archibald Macneill, M.B.. Ch.B., aged 74, 

McNabb.— On July 28. 1949. Harry Horsman McNabb. M.D., of Sa. S(. John 
Street, Manchester, and Bullcy Close, Prestbury, Cheshire, aged 74. 

Mav. — On August 3. 1949. at Torquay, Harry John May, L.S.A., of Chudlcigh, 
Devon, aped 84 

Mitchell* — On July 29. 1949. at the Royal Hospital, Wolverhampton, Ncvil 
Robert Kennedy Mitchell, F.R.C.S.Ed. 

Newton.— On August 3, 1949, in Melbourne, Australia, Sir Alan Newton. M.S., 
F.R,C.S.. aged 62, 

Pa’intr. — On Juty 28. 1949, at Accra, Gold Coast, Ralph Winnnll Palmer. 
M R C.S„ L.R C.P.. aged 35. 

Pmrkhuf^t.— Oa July 27. 1949, at Ralhan, Lewes Road. Newhavett, Sussex. 

Rodic Parkhurs! M.B., C-M.Ed.. aged 80. 

WiUon.-^n July 30. 1949. at 76. Farquhar Road. Edgbaston, Birmingham. 
Theodore Stacey W/Bon, AJ.D., F.R.C.P., aged 88. 
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1540: “ T’aif a falle piece of veale or ellse a fatte capon and boyle il in 
ti’aicr or ellse u'htle wyne and sirayne it from the fleshe, and sett the saide 
lycor over the fyre agayn, and putt therto these things foloudng, of 
tnalloices it. unces, of violett leaves, of night shade ana 5 i. left them boyle 
untyll they he very softe and tendre, and powre azvaye the licor from them, 
and putt therto barley water as shall snffise to tnake it a pnlthes”. 

(A puJthes to cease pa>’ce devised by Dr. Birrrs) 

Today the physician has, in ‘ Physeptone,’ a specific agent for the relief of 
pain. ‘ Ph^eptone ’ is more powerful than morphine and does not cause 
h}'ptiosis or constipation. It may with advantage replace morphine as an 
analgesic for patients confined to bed. ‘Physeptone’ is available as 5 mgm. 
compressed products for oral administration (bottles of 25, 100 and 500), 
and as injection, 10 mgm. per c.c. (ampoules of I c.c., in boxes of 12). 


‘PHYSEPTON E.,1 

<//-2-DIMETH\'LA.MIS*C>*4 : 4-DIPHES'VLHnT-ANZ-5*ONr HVDROCHLORIDE 


THE ESTABLISHED ANALGESIC 



BURROUGHS WELLCO.ME & CO. (rni: wr llcome roUN patio i.rp.) LONDON 


Valuable for 

COMPRESSION 

and 

SUPPORT 








V /y\-" 




Elastocrepe is Elastoplast cloth without the 
adhesive spread. It, therefore, has the unique 
properties of stretch and regain which are associated 
with Elastoplast. 

Elastocrepe provides comfortable and adequate TRADE IMARK 

support and compression for its particular purpose, gjioOTH SURFACE CREPE 
and is superior in every way to the ordinary crepe 

bandage. When soEed it may be washed — washing BANDAGE 
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DI-ISOPROPYL 

FLUOROPHOSPHONATE 

For the treatment of 
Glaucoma, Paralytic Ileus and 
Myasthenia Gravis 



Here’s 

metal more attractive 

HAMLET, ACT III, SCENE II 


Iron in readily assimilable 
form is the metal so vital 
for the successful treatment 
of hypochromic anaimias. 

Of fhe iron compounds 
usually given by mouth, fer- 
rous sulphate is generally re- 
cognised as the most effective. 

In ‘ Plastules,’ ferrous 
sulphate is presented in its 
most attractive form — as a 
semi-fluid in a capsule which 
rapidly dissolves in the stom- 
ach, thus ensuring maximum 
absorption. ‘ Plastules ’ 
induce a rapid response with- 
out gastric upset. 



mm 

Each ‘Plastule’ Plain contains 
Ferrous Sulph. Exsicc. B.P. 
5 gr., dried yeast J gr. They 
are also available with Hog 
Stomach, with Liver Extract, 
and with Folic Acid. 


Plastules ^ Hcematinic Compound 

Trade Mark ‘ 

JOHN WYETH & BROTHER LIMITED. 

CLIFTON HOUSE, EUSTON RD„ LONDON, N.W.l 




A potent miotic and inhibitor 
of cholinesterase 

D.F.P. resembles physostigmine in promoting the 
accumulation of acetyl choline in the tissues. But 
the inhibition of cholinesterase by D.F.P. is 
irreversible and occurs at a much lower concentra- 
tion. Clinical trials show that D.F.P. gives pro- 
longed control of intraocular tension in glaucoma, 
and is often effective when other miotics fail. 
D.F.P. also increases the motility of both large and 
small intestines in paralytic ileus and may reduce 
the requirement of neostigmine in myasthenia gravis. 

■U ailcib/e ns : 

D F.P. EYE-DROPS-BOOTS. 0.1% sojution in arachis oil. 
Houles of 10 ml. 

INJECTION OF D.F.P. -BOOTS. Sterile 0.1% solution in 
.ir.ichis oil. Bo.\ of 6 x 2 ml. ampoules. 



l.itrraturc end further information on rerjiat to Afedical Dept. 

BOOTS PURE DRUG COMPANY LIMITED 
NOTTINGHAM ENGLAND 

S.-t3 



‘‘PORTEX” PLASTIC TUBING 


for ENDDTflACHEilL, DMIMGE, IIVTHAVEIVDUS, 
HIGH PRESSURE, PEWICILLIIV ADMIMISTRATION, 
AND LADDRATDRY USE 

Liiera'urc and samples on request 

Manufneiurers: 

Porilanil Pla.stics Liniiletl 


Abbey House, Victoria S<rce<, S.W.I 
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Any Questions? 


Correspondents should give their names and addresses (not for 
publication) and include all rcles'ant details in their questions, 
which should be typed, ii'e publish here a selection of those 
questions and ansivers which seem to be of general interest. 

Infection from Ducks’ Eggs 

Q. — IVhat is the toxin sometimes present in dticks' eggs? 
Is there less danger of infection if the duck is kept in a pen 
and given fresh water daily, with no access to dirty water? 
li'hat precautions should be taken in cooking ducks' eggs? 

A. — ^The retention of the term “food-poisoning” to describe 
a rariety of conditions, some due to toxins, some to infection 
by living bacteria, evidently e.\plains the misconception in this 
question. The noxious agent present in a small proportion of 
ducks’ eggs is not a toxin but a living organism, usually 
Salmonella typhi-murium (" B. aertryckc "), sometimes Sahn. 
enteritidis C' Gaertner's bacillus ”). These organisms cause an 
infection in the bird itself and are actually within the egg when 
it is laid. They are closely related to the enteric group but 
produce a very different type of disease, with a short incubation 
period (one to two daj-s) and an acute onset. The condition 
takes the form of an acute catarrh of the entire alimentary 
tract, with fever and diarrhoea, and its duration is commonly 
only three days. Birds free from the infection will not acquire 
it if kept under clean conditions, and particularly away from 
ponds and other dirty water. Possible sources of infection, apart 
from other birds, are pigs and rodents. No form of cooking 
which fails to coagulate the whole of the egg protein is likely to 
destroy the organism — that is to say that eggs lightly boiled or 
poached will be infective ; they should be safe when boiled hard 
or when used in cake-making. 

Bleeding Nipples 

Q. — ly/iat is the cause of exudation of blood from both 
nipples of a nursing mother? In the case I have in mind — 
in a primipara aged 32 — bleeding started immediately after 
parturition, and for a week blood mixed with colostrum could 
be expressed from the nipples. 

A. — This phenomenon is well known but is comparatively 
rare. It is associated with' the enormously increased blood 
supply and congestion of the breasts which develop very quickly 
after childbirth, and is presumably the result of some inherent 
fragility of the capillaries around the alveoli. It has nothing to 
do with the character of the labour. Sometimes the blood is 
not fully mixed with the colostrum or milk — suggesting that the 
trouble is limited to certain ducts and alveoli. In other cases 
it is intimately mixed, giving the appearance of “ brown ” milk. 
The occurrence may be only Iransitoiv', subsiding gradually 
after the first few days, but sometimes it persists long enough 
to justify discontinuing-breast 'feeding. Although the writer has 
no experience of it, it would seem worth while trying the effect 
of 5 mg. stilboestrol twice daily for 24 to 48 hours, during which 
time suckling or expression of the milk should be continued 
to avoid suppression of lactation. 

Persistent Sinus after Fractured Coccyx 

Q.~A woman of 28 had a fall 10 years ago resulting in 
fracture of the cocevx. A loose piece of bone was removed, 
but the wound healed slowly and a shallow sinus formed. 
Several sequestra hai'e since been removed, but the sinus persists 
with a slight clear discharge. The chest is clear. For the past 
few years the sinus has periodically shown a tendency to close, 
ttnd this is accompanied bv photophobia, headache, and irrita- 
bility. These symptoms do not appear to he neurotic. What 
treatment do you advise ? 

A, From the history' it appears that there was infection 
of the fracture haematoma, leading to osteitis of the coccypc. 
Persistence of the sinus suggests either that infection is still 
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active in the remaining bone or that there is a further 
sequestrum. In general, the treatment of such cases would 
depend on the clinical course and the radiographic appearances. 
If evidence of residual bone infection were found on .r-ray 
examination, excision of the coccyx would be indicated. If the 
radiographs were inconclusive, a decision would have to be 
made on clinical grounds alone ; but, unless the clinical course 
suggested that continued progress was being made towards final 
spontaneous closure, excision of the coccyx — ^preferably under 
penicillin and sulphonamide control — would usually be advis- 
able. Local and general symptoms after temporary closing of 
a sinus — particularly when accompanied by pyrexia — often indi- 
cate local pocketing of pus. In the absence of pocketing it is 
difficult to understand how such symptoms as are described 
in this case could arise. 

Sleepwalking in Childhood 

Q. — A boy of 7 walks in his sleep. Is he likely to come to 
any harm if he should wake to find himself out of bed ? Should 
one talk to him. or should one attempt to lead him back to bed 
— or merely follow and allow him to return in his own time ? 
He will be moving shortly to a bouse at the seaside. Would 
he be likely to walk out of the house to the beach, which is 
only a short distance away ? What do you advise ? 

A. — It is generally agreed that, although sleepwalkers seldom 
come to harm, this does sometimes happen. In childhood 
somnambuhsm is not uncommon, the child often acting out a 
dream in which he is looking for his mother to comfort him. 
The stimulus may be anything emotionally upsetting, such as 
worry' over school or home relationships ; if this can be detected 
and resolved, sleepwalking usually ceases unless there is a 
general disturbance of personality involving great anxiety. It 
is better to let a child find bis way back to bed, if possible, 
giving him a tucking-up that even in a dazed state he may find 
reassuring. It is advisable to avoid over-excitement and alarm- 
ing reading at bedtime, which should be made a specially 
pleasant time so that he goes off to sleep feeling happy and 
safe. Phenobarbitone can also be a useful preventive. It is 
just possible that the boy, if he knows of the forthcoming move 
to the sea, may be disturbed by fantasies about the change of 
house, and will settle down when this has actually taken place. 

Fat Legs 

Q. — An otherwise attractive spinster of 25 is socially handi- 
capped by " over-sturdy legs.” The distribution of fat is normal 
above the waist but massive below; periods are scanty, and 
there is some hypothyroidism. Can you explain the localiza- 
tion of fat to this site, and suggest a remedy ? 

A. — Fat distribution below the waist, with absence of fat 
above the waist, is characteristic of the disorder known as 
lipodystrophy, and the cause is unknown. However, in idio- 
pathic adiposity it is by' no means uncommon for this distribu- 
tion to be present in milder degree, or for the fat to be located 
in the abdomen and hips, and perhaps the upper arms, leaving 
the face' thin. In Cushing’s syndrome the face and neck, in 
contrast, are fat. No one has yet been able to explain the cause 
of the many varieties of fat distribution met with. The treat- 
ment is that of adiposity in general, and unfortunately the fat 
depots are sometimes more resistant than the areas where fat is 
normal. As regards “over-sturdy” legs, this has a constitu- 
tional genetic basis, and is probably' not of endocrine origin. 
It is certainly not amenable to endocrine therapy. 

Thrombo-angiitis Obliterans 

Q_ — How should one treat thrombo-angiitis obliterans in a 
man of 50 years who has been suffering from intermittent 
claudication in both legs for two years ? Is vitamin E of any 
value ? 

■ A. It is not easy to prescribe suitable treatment when so few 

details are given. The fundamental indications are to improve 
the collateral circulation and to rninimize the risks of gangrene 
bx' scrupulous attention to the toilet of the fecL The various 
methods of improving the circulation include the use of 
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vasodilator drugs, saline and ether-saline injections, intermittent 
venous occlusion, and lumbar sympathectomy. Specific indica- 
tions for these various measures can be found in the standard 
textbooks. Vitamin E and similar substances, especially 
o-tocopherol, have recently been employed in the treatment 
of peripheral vascular disease ; early reports were enthusiastic, 
but these have not been endorsed by subsequent experience. 

Enlarged Liver after Amoebic Dysentery 

Q * — ^ European living in an area where amoebiasis is 
endemic, and who has had amoebic dysentery in the past, 
suffers from a painful enlarged liver with moderate pyrexia. 
No protozoa have been found in the stools, and malaria was 
excluded. The total leucocyte count did not rise above 7,400 
per c.mm., and no jaundice was present. By the time anti- 
amoebic treatment was started (after eight days) the temperature 
had settled. Pain and liver enlargement persisted through a full 
course of emetine injections, though diminishing in severity. 
The patient is now free from signs and symptoms. . Is 
amoebiasis the probable diagnosis ? According to the text- 
books, leucocyiosis and a rapid" response to emetine are 
characteristic of amoebic hepatitis. Is liver biopsy simple and 
safe ? Could you refer me to a description of the technique ? 

A. — The problem of hepatic enlargement after amoebic 
dysentery is a difficult one. There is a group of patients in 
whom the textbook criteria of amoebic hepatitis exist and who 
rapidly recover after injections of emetine. There is another 
group with which medical officers serving in the Middle .East 
and Italy during the war became familiar. In these patients 
there is complaint of pain in the right hypochondrium and the 
liver is moderately enlarged and tender; there is no improve- 
ment with injection of emetine, and biopsy usually shows the 
liver tissue to be normal. Symptoms disappear over a period 
of weeks or months without specific treatment. The nature of 
this syndrome, and, indeed, whether it is related to amoebiasis, 
arc uncertain. Liver biopsy is simple and safe, but inadvisable 
if active amoebic hepatitis is suspected. A description of the 
technique appeared in this Journal recently (1949, 1, 657). 

Aspirin and Hacmatcmcsis 

Q. — Is there a real risk of haematemesis following the con- 
tinued administration of aspirin ? ■ Can you give references to 
the literature on this subjept ? 

A. — The danger of haematemesis following the taking of 
aspirin is not related so much to the continued use of the drug 
as to individual susceptibility. Jn certain persons aspirin pro- 
duces inflammatory reaction when it comes in contact with the 
mucosa of the lesser curvature of the stomach. Aspirin in 
solution has been shown by Douthwaite and Lintott (Lancet, 
1938, 2, 1222) to be non-irritant. The difficulty experienced 
hitherto has been that calcium aspirin has tended to break down 
with the liberation of salicylic acid. A preparation is now sold 
which overcomes this disadvantage. 

Angioneurotic Oedema 

Q. — IVhat are the prognosis and treatment of angioneurotic 
oedema in a man aged 6S ? He is allergic to strawberries and 
other foods, and at the age of 36 he had severe pruritus which 
cleared up under x-ray treatment. He now seems to be in 
constant fear of "choking." Is there anything better than 
adrenaline, which appears to have been effective in previous 
attacks ? JVoiild desensitization be worth while ? 

A. — Since adrenaline was effective in previous attacks, this ' 
patient might be supplied with a syringe and adrenaline ; he 
could then give himself an injection as soon as an attack started. 

“ Nco-cpinine ” (“ aleudrine ”) could be used instead of 
adrenaline, and one of the antihislaminic drugs, such as 
“ phenergan ” (“ 3277 R.P.”), “ anthisan ” (pyranisaminc 

malcale), or “ benadryl," could also be given. The most careful 
history should be taken for possible food or drug allergens, and 
a food diaiy might help. Unusual foods, and foods taken in 
excess at times corresponding to the attacks, as well as the 
occasional headache powder, hypnotic, or purgative, should be 


especially inquired for. Skin testing is rarely if ever of value 
in this condition. Trial eliminative measures must include not 
only the suspected food as usually eaten, but all foods which 
contain any trace of the suspected allergen. Specific and non- 
specific desensitization are of doubtful value. A thorough 
search should be made for a focus of infection. The prog- 
nosis depends very largely on finding the cause, which is often 
difficult and frequently unsuccessful. 


NOTES AND COMMENTS 

Muscae VoUtantes. — ^Rana in Faucibus and Renis Fluitans (Mr, 
Frederick Ridlcy.^manuensis) write: We write on behalf of our 
sisters the Muscae Volitantes, who are much distressed by the article 
so headed in ‘‘ Any Questions 7 ” (July 23, p. 241). Ever since God 
in His wisdom caused light to pass through a living jelly so that 
beauty might illumine the soul of man these charming and entertain- 
ing translucent threads, whorls, and dots have cast their shadows 
upon the retinal image. Normally mankind has ignored them; 
often, under favourable conditions of lighring, he has been delighted 
by their antics. They have excited the poet’s fancy and helped to while 
away many an idle hour. Loved by most, they have always been an 
annoyance to microscopists and, we admit with some regret, they 
have from the earliest times provided a focus of anxiety for humans 
of sick mind. Our sisters have consoled themselves with the thought 
that many people have chosen less pleasant natural phenomena on 
wluch to focus their mental illness. To us, of course, it is no 
new thing for humans to' seek to “ cure ” natural phenomena and to 
“ invent ” disease (first they imagine a pathology and from that, with 
much word-spinning, is deduced a logical treatment — preferably an 
operation), but for our sisters this is a new experience. Maybe 
magic is as young, as we know it to be as old, as man. So uvulae 
have been amputated, the frenulum linguae cut, kidneys “ fixed," 
nipple strings " broken,” and now muscae volitantes arc to be treat^ 
both medically and, God help us, surgically. It may be argued 
that disease processes can give rise to optical phenomena simulating 
our sisters’ appearance, but we doubt it. In such cases gross, ugly, 
opaque monsters may be seen, but surely these could hardly be 
confused with our delicate sisters. Moreover, the normal person 
recognizes at once that such appearances are new— muscae he has 
had with him always. We beg you to publish our letter: first, 
because it is both inaccurate and unwise to use the same name 
for the elTccts of disease processes as is used by Everyman to 
describe a perfectly normal experience ; secondly because, as we have 
said, many humans of sick mind are already worried by our sisters, 
and these people should be comfo.ried, not alarmed and confused; 
and, lastly, because we are quite sure that the right attitude towards 
our sisters, apart from affection or indifference, is that of Punch, who 
calls them " flying mice,’’ and of the late Harrison Butler, who 
wisely said, “ Muscae Volitantes are things we can all sec but only 
the damn fools look at ’em.” 

Family Planning.— Tlic Family Planning Association state that they 
arc often asked by members of the public for the names and addresses 
of medical practitioners who give advice on family planning. Medical 
men who wish to undertake this work or to obtain information about 
it arc invited to write to the Family Planning .Association at 64, 
Sloanc Street, London, S.W.l. 

Disturbed Micturition .in Disseminated Sclerosis. — ^Dr. E. 
Ledergerber (St. Gallon, Switzerland) writes: The answer given to 
the question under this heading (“ Any Questions 7 ” May'7, p. 832) 
is not very hopeful. I have had fair success in such cases 'with 
a testicular extract containing the hydrosoluble and liposoliiblc 
principles (not the artificial product) in women and ocstrone in men. 
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Dr. George MacFeai, Douglas. 

Members Elected by Divisions in Scotland: 

Dr. J. C. Adam, Forres. 

Dr. F. E. Anderson, Stranraer. 

Dr. J. R. Anderson, Fortrose. 

Dr. J. T. Baldwin, Penicuik. 

Dr. A. Qimie, Barrhead. 

• Dr. W. Leslie Culhbert, Stirling. 

Dr. William Gibson, Old IGJpatrick, 

Dr. I. D. Grant, Glasgow. 

Dr. W. Nicol Gray, Helmsdale, 

Dr. Kate Harrower, Glasgow, 

Dr. J. M. Johnstone. Leven. 

Dr. James Kelmar, Perth. 

Dr. J. F. Lambie, Glasgow, 

Dr. D. Dale Logan, Newmains. 

. Dr. K. McLay, Galashiels. 

Dr. I. M. MacLeod. Inverness. 

Dr. A. F. Wilkie Millar, Edinburgli. 

Dr. D. Myles, Forfar. 

Dr. R. Richards, Aberdeen. 

Dr. D. S. Robertson, Edinburgh. 

Dr. R. A. B. Rorie, Dundee. 

Dr. A. Scott, Ayr. 

Dr. J. G. B. Shand, Culls 
Dr. J. Watson, Dumfries. 

Together with three representatives of Scottish Royal Medical 
Corporations. 

With power to co-opt not more than three members. 


^VELSH COMMITTEE 

Members of Council Representing Branches in IVales and Mon 
mouihshire: 

D. B. Evans, Coedpoelh, near Wrexham. 

P/* Port 'Talbot, Glam. 

*Mr. J. W. Tudor Thomas, Cardiff. 

Secretaries of the North Wales and South Wales and Monmouthshir* 
Branches: 

O. Vaughan Jones, Bangor, N. Wales. 

Dr. W. V, Howells. Swansea. 

^Representatives in Representative Body of Constituencies in Wales 
Monmouthshire, and Shropshire: 
w"’ ®D'ant, Tredegar, Mon. 

J- Cellan-Jones, Swansea. 

J‘ P- Clarke. Newrowm, Mont. 

P/* T* ” • Sw’ansea. 

Mr. J. B. Dobson, Mold. Flints. 

Mr. J. T. Rice Edwards. New’port. Mon. 

Dr. G. E. Harries, Cardiff. 

5*’- y* Howells, Swansea. 

Ur. D. M. Hughes, St. Qears, Carmarthen. 

}4a^<Jock Jones, Llandudno. 
h Gnffith Jones. Rhondda, Glam. 

Ur, H. C. C. Joyce. Rhiwbina, near Cardiff. 

S'"- Rhyl. N. Wales. 

Dr. L O. McCarter, ^Tiitchurch, Salop, 
ur. H. F; Moffit, Aberdare, 

P/‘ ^lo^gan. Penarth. 

Mr. J. W. Tudor Thomas, Cardiff. 


DERMATOLOGISTS GROUP COMMITTEE 

Dr. G W. Bamber, Liverpool. 

Dr. R. T. Brain, London. 

Dr. L. Forman, London. 

Dr. F. F. Hellier. Leeds. 

Dr L H. McCaw, Belfast. 

Dr. R. M. B. Mackenna. London. 

Dr. J. Ferguson Smith, Glasgow. 

Dr. H. J. Wallace, London. 

Dr. C. H. Whittle. Cambridge. 

Dr. J- E. M. Wigley, London. 


Fill I -TIME NON-PROFESSORIAL MEDICAL TEACHERS 
ll^ORATORY AKD l^SEAKCH WORKERS GROUP 
COMMITTEE 

Dr. Georgiana M. Bonser, Leeds. 

Mr. B. N. Brooke. Birmingham. 

Dr. J. C. Bnindrel, Liverpool. 

Dr. K. E. Cooper, Bristol. 

Dr. G. W. Harris, Cambridge. 

Dr. P. D'Arcy Hart, London. 

Dr. J. F. Heggie, London. 

Dr J. W. Howie, Aberdeen. 

Dr M. G. C. Israels. Manchester. 

Dr A. R. Kelsall, Sheffield. 

Mr. A. G. R. Lowdon, Edinburgh. 

Dr. F. R. Magarey, Cardiff. 

Dr w. R. M. Morton, Belfast. 

Dr C. L. Oakley, Bromley. 

Dr M. R. Pollock, Ijmdon. 

Dr I Raimie, Newcastle-upon-Tyne. 

Dr’ A. H. T. Robb-Smith, Oxford. 

Dr. R. D. Stuart, Glasgow. 

Dr. G. R. Tudhope, Dundee. 

OPHTHALhUC GROUP COMMITTEE 
Dr R H Balfour Barrow, Iklnchester. 

Dr' H. R. Bickerton, Liverpool. 

Mr. Nigel Cridlaud, Southsea, Hants. 

Sir Stevrart Duke-Elder, London. 

Mr L. P. J. Evans, Bumingham. 

Dr. N. p. R. Galloway, Nottingham. 

Dr! }. J. Healy. Llanelly. 
iMr F. W. Law; London. 

Dr. E. G. Mackie. Sheffield. 

Dr. J. Marshall. Glasgow. 

Mr O. Gaver Morgan. London. 

Mr A. McKie Reid, Liverpool 
Dr R. Gordon Simpson, London. 

Dr C. M. Stevenson, Cambndge. 

Mr F. Oliver Walker. Dartford. 

Kir’ J R. \Mieelcr. Belfast. 

Dr W. Woolley, Bnstol. 

Appointed by Council of the Facuhy of Ophiholr:o!oent, : 

Mr G. W. Black. Leeds. 

The Hon. G. J. O. Bndgeman, London. 

Mr. J. D. M. Cardell, London. 

Mr’ J H Doeean, London. 

Mr! d. M. Dufhie. Manchester. 


ORTHOPAEDIC GROUP COMMITTEE 


Mr N. L. Capencr, Exeter. 

Mr H. O. Oarke, London. 

Mr. V. H. ElUs, London. 

Mr C G. Irwin, Newcastle-upon-Tyne. 
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Mr. S. T. Irwin, Belfast. 

Mr. S. A. S. Malkin, Nottingham. 

Mr. A. Miller, Glasgow. 

Mr. A. B. Pain, Leeds. 

Professor Sir Harry Platt, Manchester. 

Mr. Philip Wiles, London-. 

Together with the President lor the time being of the British 
Orthopaedic Association. 


OTOLARYNGOLOGISTS GROUP COMMITTEE 
Mr. A. D. Bateman, Bath. 

Mr. E. D. D, Davis, London. 

Mr. R. L. Flett, Derby. 

Mr. R. B. Lumsden, Edinburgh. 

Dr. J. E. G. McGibbon, Liverpool. 

RTr. F. A. MacLaughlin, Belfast. 

Mr. Robert D. Owen, Cardiff. 

Mr. E. Cowpcr Tamplin, Southsea. 

Mr. Donald Watson, Bradford. 

Dr. Gavin Young, Glasgow. 

PATHOLOGISTS GROUP COMMITTEE 
Dr. E. N. Allott, Beckenham, Kent. 

Professor D. F. Cappell, Glasgow. 

Dr. C. E. Dukes, London. 

Dr. S. C. Dyke, Wolverhampton. 

Dr. R. W. Fairbrother, Manchester. 

Dr. J. G. Greenfield, London. 

Professor R. J. V. Pulvertaft, London. 

Dr. A. F. S. Sladden, Swansea. 

Dr. F. B. Smith, Amside, Via Camforth, Lancs. 


PHYSICAL MEDICINE GROUP COMMITTEE 
Dr. R. G. Anderson, Cheltenham. 

Dr. L. D. Bailey, Northwood, Middlesex. 

Dr. P. Bauwens, London. 

Dr. J. B. Burt, Bath. 

Dr. F. S. Cooksey, London. 

Dr. W. S. C. Copeman, London. 

Dr. J. Cowan, Manchester. 

Dr. M. H. Jupe, London. 

Dr. J. W. 'T. Patterson, Droitwich. 

Dr. W. S. Tegner, London. 

Dr. D. Wilson, Bognor Regis. 


PSYCHOLOGICAL MEDICINE GROUP COMMITTEE 
Dr. N. H._M. Burke, St. Albans, Herts. 

Dr. H. Crichton-Miller, Harrow-on-the-Hill. 

Professor H. V. Dicks, London. 

Dr. P.’K, McGowan, Dumfries. 

Dr. W. G. Masefield, Eastbourne. 

Dr. Doris Odium. London. 

Dr. A. A. W, Petrie, Sutton, Surrey. 

Dr. J. R. Rees, London. 

Dr. T. P. Rees, Warlingham, Surrey. 

Dr. J. Ivison Russell, York. 

Dr. W. Rees Thomas, Dorking. 


RADIOLOGISTS GROUP COMMITTEE 
Dr. J. F. Brailsford, Birmingham. 

Dr, S. Whately Davidson, Newcastle-upon-Tyne. 

Dr. E. D. Gray, Manchester. 

Mr. J. L. A. Grout, Sheffield. 

Dr. M. H. Jupe, London. 

Dr. Ralston Paterson, Manchester. 

Dr. S. Cochrane Shanks, London. 

Dr. C. G. Tcall, Birmingham. 

Professor B. W. Windeyer, London. 


SPA PRACTITIONERS GROUP 
Dr. R. G. Andersen, Cheltenham. 

Dr. F. Clayton, Leamington. 

Dr. R. G. Gordon, Bath. 

Dr. L. J. Prosser, Harrogate. 

Dr. R. W. Stewart, Buxton. 

Dr. D. Wilson, Bognor Regis. 

Dr. W. Yeoman, Harrogate. 


TUBERCULOSIS AND DISEASES OF THE CHEST GROUP 
COMMITTEE 

Shortly to be elected. 


VENEREOLOGISTS GROUP COMMITTEE 
Mr. R. C. L. Batchelor. Edinburgh. 

Df. A, H. Harkness, London. 

Colonel L. \y. Harrison, London. 

Mr. A. J. King. London. 

Dr. S. M. Laird, Ipswich. 

Dr. R. Lees, Leeds. 


Dr. V. E. Lloyd, London. 

Dr. A. E. W. McLachlan, Bristol. 
Dr. W. N. Mascall, London. 

Dr. I. N. Orpwood Price, London. 
Dr. Mary Michael Shaw, London. 
Dr. C. H. Wilkie, Leicester. 


ni. OTHER COMMITTEES 

ADVISORY COMMITTEE RE SALARIES OF WHOLE-TIME 
PUBLIC HEALTH MEDICAL OFFICERS 
Dr, C. Metcalfe Brown, Manchester. 

Dr. G. F. Buchan, London. 

Dr. R. G. Cooke, Derby. 

Dr. J. Fenton, London. 

Dr. F. Gray, London. 

Dr. F. Hall, St. Annes-on-Sea. 

Dr. R. H. H. Jolly, Wolverhampton. 

Dr. Jean Mackintosh, Birmingham. 

Dr. Charles HiU. 


REPRESENTATIVE BODY AGENDA COMMITTEE 

Dr. E. A. Gregg, London {Chairman of Qotmcil). 

Dr. J. A. Brown, Birmingham {Acting Chairman of Representative 
Body^. 

Dr. R. W. McConnel, Wendover, Bucks. 

Dr. S. Noy Scott, Plympton, Plymouth. 

Dr. R. Cove Smith, London. 

Dr. W. Woolley, Bristol. 


BUILDING COMMITTEE 

Dr. C. W. C. Bain, Harrogate {President). 

Dr. E. A. Gregg, London {Chairman of Coimcit). 

Dr. J. A. Brown, Birmingham {Acting Chairman of Representative 
Body). 

Dr. A. M. A. Moore, London (Treasurer). 

Dr. Alexander Brown, Linton, Cambs, 

Mr. L. Dougal Callander, Doncaster. 

Dr. O. C. Carter, Bournemouth 
Dr. H. Guy Dain, Birmingham. 

Dr. P. J. Gibbons, Liverpool. 

Dr. D. F. Hutchinson, London. 

Dr. J. G. Thwaites, Brighton. 

Dr. H. Vickers, Uxbridge, Middlesex. 


COMMITTEE ON THE CARE AND TREATMENT OF THE 
ELDERLY AND INFIRM 

Dr. Janet K. Ailken, London. 

The Rt. Hon. Lord Amulree, London. 

Dr. A. Greig Anderson, Aberdeen. 

Dr. E. B. Brooke, Carsliallon, 

Sir Ernest Rock Carling, London. 

Dr. L. Z. Cosin, Orsett, Essex. 

Dr. Mary Esslemont, Aberdeen. 

Dr. R. G. Gordon, Bath. 

Dr. J. A. Gorsky, London. 

Dr. G. MacFcat, Douglas, Lanarks. 

Dr. A, T. Rogers, Bromley, Kent. 

Dr. W. D. Steel, Worcester. 

Dr. F. R. Sturridge, London. 

Dr. Marjory Warren, Isleworth, Middlesex. 

Chairmen or nominees of the Private Practice, Central Consul- 
tants and Specialists, General Medical Services, and Public 
Health Committees, together with one representative each of the 
Institute of Almoners, the National Old People's Welfare Com- 
mittee, and the Queen’s Institute of District Nursing. 


COMMITTEE ON CONSTITUTIONAL POSITION OF 
BRANCHES OF THE ASSOCIATION OVERSEAS (OTHER 
THAN CORPORATE BRANCHES) 

Dr. C. W. C. Bain, Harrogate (President). 

Dr. E. A. Gregg, London (Chairman of Cottncil). 

Dr. J. A. Brown, Birmingham (Acting Chairman of Representative 
Body). 

Mr. A. M. A. Moore, London (Treasttrer). 

Three members appointed by the Organization Committee: 

Dr. F. Gray, London. 

Dr. J. A. Pridham, Weymouth. 

Dr. D. S, Saklatvala, West Bromwich. 

Together with three members to be appointed by the Colonies and 
Dependencies Committee, wth power to co-opt. 


JOINT COMMITTTEE ON ASSOCIATION OF GENERAL 
PRACTITIONERS WITH HOSPITALS 
Three representatives appointed by each of the following Com- 
mittees; Health Centre, Private Practice, Public Health, and 
General Medical Services. 

Six representatives appointed by the Central Consultants and 
SpeciaUsts Committee. 
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COMPENSATION AND SUPERANNUATION COMMITTEE 

Three members to be appointed by the General ^^ledical Services 
Committee. 

Three members to be appointed by the Public Health Committee. 
Three members to be appointed by the Central Consultants and 
Specialists Committee. 


CORONERS ACTS COMMITTEE 
Six members to be appointed by the Private Practice Committee. 
Chairman or nominee of the Pathologists Group Committee. 
Together with four members appointed by the Coroners* Society 
for England and Wales. 


FILM COMMITTEE 
Dr, C. W. C. Bain, Harrogate (President). 

Mr. A. Lawrence Abel, London. 

Sir A. Biggam, Edinburgh. 

Mr. V. Zachary Cope, London. 

Dr. J. Cotterell, Grimsby. 

Dr. J. A. GorsLy, London. 

Dr. P. Hansell, London. 

Professor H. C. Hewer, London. 

Dr. R. P. St. L. Liston, Tunbridge Wells. 

_ Dr. R. C. Mackeith, London. 

Professor G. P. Meredith, Leeds. 

Mr, R. L. Newell, Manchester. 

Dr. R. G. Ollerenshaw, Manchester. 

Mr. H. Reid, Liverpool. 

Dr. J. B. Wralhall Rowe, Wcaldstone, Middlesex. 

Dr. C. M. Seward. Exeter. 

Mr. A. Dickson Wright, London, 

Chairman or nominee of the Science Committee, together with 
tw’o representatives of the B-M-SA. 


HEALTH CENTRE COMMITTEE 
Dr, C. W. C. Bain, Harrogate (President). 

Dr. E. A. Gregg, London (Chairman of CounciO^ 

Dr. J. A. Brown, Birmingham (Acting Chairman of Representatne 
Body). 

Mr. A, M. A. Moore, London (Treasurer). 

Dr. G. O. Barber, Dtinniow, Esse.x. 
pr. A. Beauchamp, Solihull, Warwicks. 

Profosor J. S. English, Newio^Tiards, Co. Down. 

Dr. P. J. Gibbons, Liverpool. 

Dr. J. A. Gorsky, London.* 

Mr. A. Staveley Gough. Watford. 

P/‘ 5.* ?• Williton, Somerset. 

Mr. G. Low’e, Tiverton, Devon. ' 

Dr. G. MacFeat, Douglas, Lanarks. 
rlr* A ^^organ. New Malden, Surrey. 

Mr. A. E. Pomtt, London. 

pr. ^ Jalhot Rogers, Bromley, Kent. 

Dr. J. A. Scott, London. 

pr. H. R. Youngman, Cambridge. 

Together with a repTesemadve of the General Medical Services 
Committee and obseiwers of the Ministry of Health. 


INTERNATIONAL RELATIONS COMMITTEE 

S'" S' Y- S' Harrogate (President). 

Dr. E. A. Gregg, London (Chairman of CounciT). 

Or. J. A Brown, Birmingham (Acting Chairman of RepresentO’ 
five Body). 

4' r^' ^loore, London (Treasurer). 

Mr. A. Lawrence Abel. London. 

Ur. J. Clayre, Southampton. 

Dr. Alfred Cox, London. 

5*^* ?* pain. Birmingham. 

Sr* T* S* Wolverhampton. 

S^* ^ S' Matthews, Downton, Wilts. 

Dr. p. de Swiet, London. 

Chairmen or nominees of the Organization, Journal, Science, 
CjCTeral Medical Senices, and Colonies and Dependendes Com- 
wuttees, ^airman or nominee of Committee of Management of 
Empire Medical Advisory Bureau, together with a representative 
of the British Coundl and of the B.M.SA. 

COMMITITEE ON NURSING 
Sr* S' Pain, Harrogate (President). 

S^* T* A London (Chairman of Council). 

* Brown, Birmingham (Acting Chairman of Representa- 
tive Body). 

iijr* A. M. A. Moore, London (Treasurer). 

Dr. E. B. Brooke, Carshalton. 

Ur. Ma^ Esslemont, Abendeen. 

Dr* A. F. Foster-Carter. Aldershot. 

P/* * A; Gorsky, London, 

^r* A. Staveley Gough. Watford. 

Ur* C. G. Martin, London. 

Dr. >> . G. Masefield, Eastbourne. 


Dr. J. B. Wralhall Rowe, Wealdstone, Middlesex. 

Dr. Alexander Smith, E^ Kilbride, Lanarks. 

Mr. J. P. Wetenhall, London. 

Chairmen or nominees of the Public Health, Scottish, Central 
Consultants and Spedalists, Private Practice, and Occcpational 
Health Committees. 

Two members nominated by the Royal College of Nursing. 

One member nominated by the King Edward’s Hospital Fund 
for London. 

With power to co-opt four memben. 

PARLIAMENTARY ELECTIONS COMMITTEE 
Dr. C. W. C. Bain, Harrogate (President). 

Dr. E. A. Gregg, London (Chairman of Council). 

Dr. J. A. Brow-n, Birmingham (Acting Chairman of Represenia- 
tive Body). 

Mr. A. M. A. Moore, London (Treasurer). 

Dr. S. F. L. Dahne, Reading- 
Dr. H. Guy Dain, Birmingham. 

Dr. H. R. Frederick, Port Talbot, Glam. 

Dr. F. Gray, London. 

Dr. J. G. Thwaites, Brighton. 

Dr. S. Wand, Birmingham. 

Representative of Medical Women's Federation. 

JOINT COMMITTEE ON FEES FOR PART-TIME WORK 
UNDER LOCAL' AUTHORITIES 
Appointed by Central Consultants und Specialists Committee: 

Mr. A. LawTcnce Abel, London. 

Mr. R. L. Newell. Cbeadle, Cheshire. 

Mr. A. Dickson Wright, London. 

Appointed by Public Health Committee: 

Dr. G. F. Buchan, London. 

Dr. James Fenton, London. 

Dr. R. H. H. Jolly, NVolverbampton. 

Appointed by Private Practice Committee: 

1^. E. W. Goodwin, Leicester. 

Dr. J. A. Gorsk>’, London, 

Dr. 1. D. Grant, PoDokshields, Glasgow. 


COMMIITEE ON NUTRITION 
Dr. C. W. C. Bain, Harrogate (President). 

Dr. E. A. Gregg, London (Chairman of Council). 

Dr. J. A. Brown, Birmin^am (Acting Chairman of Representa- 
the Body). 

Mr. A. M. A. Moore, London (Treasurer). 

Mrs. M. C. Bowley, Harpenden, Hens. 

Dr. G. F. Buchan. London. 

Dr. Harrietie Chick, Cambridge. 

Professor S. J. Cowell, London. 

Professor G. P. Crowden, London. 

Sir Jack Drummond. Nottingham. 

Professor R. W. B. Ellis, Edinburgh. 

Dr. R. G. Gordon, Bath. 

Mrs. E. Hedley-Prole. London. 

The Rl. Hon. Lord Herder, London. 

Dr. F. Avery Jones. London. 

Dr. Jean hlackiniosh, Birmingham. 

Professor J. R. Marrack, London, 
professor V. H. Mottram. Shaftesbury, Dorset. 

Dr. R. A. Murray Scott, Leeds. 

Dr. H. M. Sinclair, Oxford. 

Dr. R. E. Smith, Rugby. 

Dr. Donald Stewart, Birmingham. 

Dr. J. G. Thwaites. Brighton. 

Professor John Yudkin, London. 

Together with observers from certain Government Departments. 


COMMITTEE ON PATENTING IN THE MEDICAL FIELD 
Three members to be appointed by the Sdcnce Commttee. 
'Thrw members to be appointed by the Central Ethical Com- 
mittee. 

With power to co-opt. 


COMMITTEE ON THE POSTG RADU ATE EDUCATION OF 
GENERAL PRACTITIONERS 


Dr. C. W. C. Bain, Harrogate (President). 

Dr. E. A. Gregg, London (Chairman of Council). 

Dr. J. A. Brown, Birmingham (Acting Chairman of Representa- 
tive Body). 

Mr, A. M. A. Moore, London (Trearurer). 

Mr. A. I^xvrence Abel, London. 

Dr. Janet K. Aitken, London, 

Dr. J. T. Baldwin, Penicuik, hlidlothian. 

Dr. G. W. Bamber, Livcnjcol. 

Dr. G. O. Barber, Great Dunmow. Essex. 

Sir Alexander Biggam, Edinburgh. 

Mr. Norman Capener. Exeter.^ 

Professor Sir Henry Cohen, liverpool. 

Mr. V, Zachary G<^. London. 

Dr. H. Guy Dain, Brnningham. 
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Dr. Hugh Davies, London. 

Dr. R. G. Gordon, Bath. 

Dr. K. H. C. Hester, Harpenden, Herts. 
Dr. R. P. Liston, Tunbridge Wells. 
Professor Hilda N. Lloyd, Birmingham. 
Mr, J. D. McLaggan, London. 

Miss Ida Mann, London. 

Dr. J. I. Milne, Manchester. 

Dr. C. E. Newman, London. 

Sir Philip Panton, London. 

Sir Leonard Parsons, Birmingham. 

Dr. I. C. B. Pearce, Diss, Norfolk. 

Dr. C. M. Seward, Exeter. 

Dr. Donald Stewart, Birmingham. 

Mr. J. W. Tudor Thomas, Cardiff. 

Dr. C. W. Walker, Cambridge. 
Professor B. W. Windeyer. London. 
Professor G. M. Wishart, Glasgow. 


PROPRIETARY MEDICINES COMMITTEE 

Two Representatives oi Central Ethical Caminittee: 

Dr. E. C. Dawson, Derby. 

Dr. N. E. Waterfield, Little Bookham, Surrey. 

Two Representatives of Journal Committee: 

Dr. O. C. Carter, Bournemouth. 

Dr. S. Noy Scott, Plympton, Plymouth. 

Two Representatives of Private Practice Committee: 

Dr. R. Forbes, London. 

Dr. H. H. D. Sutherland, London. 

Two Representatives of Science Committee: 

Mr. V. Zachary Cope, London. 

Dr. R. P. St. L. Liston, Tunbridge Wells. 

Together with; Dr. G, R. Boyes, London. Mr. W. K. Fitch, 
London. Dr. F. H. K. Green, London. Professor A. A. 
Moncrieff, London. 


PUBLIC RELATTONS COMMITTEE 

Dr. E. A. Gregg, London {Chairman of Council). 

Mr. A. M. A. Moore, London (Treasurer). 

Dr. H. Guy Dain, Birmingham. 

Dr. James Fenton, London. 

Dr. F. Gray, London. 

Dr. J. T. McCutcheon, Glasgow. 

Six Representatives to be appointed by the General Medical 
Services Committee. 


COMMITTEE ON RELATIONSHIP OF AUTONOMOUS BODIES 

Dr, E. A, Gregg, London (Chairman of Council). 

Mr. A. Lawrence Abel, London. 

Dr, J. A. Brown, Birmingham. 

Dr. O. C. Carter, Boumemoutli. 

Dr. H. Guy Dain, Birmingham. 

Dr. James Fenton, London. 

Dr. R. G. Gordon, Bath. 

Dr. F. Gray, London. 

Dr. W. Jope, High Blantyre, Lanarks. 

Dr. J. B. Miller, Bishopbriggs. Lanarks. 

Mr. R. L. Newell, Cheadle, Cheshire. 

Dr. J. A. Pridham, Weymouth. 

Dr. S. Wand, Birmingham. 

Dr. N. E, Waterfield, Little Bookham, Surrey. 

Sir Lionel Whitby, Cambridge. 


COMMITTEE ON SALARIES OF MEDICALLY QUALIFIED 
TEACHERS, ETC. 

Dr E. A. Gregg, London (Chairman of Council). 

Dr. Janet K. Aitken. London. 

Dr. James Fenton, London. 

Professor A. C. Frazer, Birmingham. 

Dr. G. W, Harris, Cambridge. 

Dr. P. D’Arcy Hart, London. 

Professor A. St. G. Huggett, London 
Dr. M. C. G. Israels, Manchester. 

Dr. I. Rannie, Newcastle-upon-Tyne. 

Dr. S. Cochrane Shanks. London. 

Dr. R. D. Stuart, Glasgow, 

Sir Lionel Whitby, Cambridge. 


WAR MEMORIAL COMMITTEE 
Dr. C. W. C. Bain. Harrogate (President). 

Dr. E. A. Gregg, London {Chairman of Council). 

Dr. J. A. Brown, Birmingham {Acting Chairman of Representa- 
tive Body). 

Mr. A. M. A. Moore, London (Treasurer). 

^r. R. W. Cockshut, London. 

^r. H. Guy Dain. Birmingham. 

t^ethcr with the Chairmen or nominees of the Building, Armed 
t-brees. Charities, and Organization Committees, 
power to co-opt. 


COMMITTEE ON PSYCHIATRY AND THE LAW 

Dr. F. Bodman, Bristol. 

Dr. Denis Carroll, London. 

Dr. R. G. Gordon, Bath. 

Dr. Hermann Mannheim, London. 

Mr. Claud Mullins, Petworth, Sussex. 

Dr. Doris Odium, London. 

Dr. T, P. Rees, Warlingham, Surrey. 

Dr. J. G. Thwaites, Brighton. 

With Representatives of the Magistrates’ Association. 

JOINT COMMITTEE OF B.M.A. AND T.U.C. 

' Mr. A. Lawrence' Abel, London. 

Dr. R. W. Cockshut, London. 

Dr. H."Guy Dain, Birmingham. 

Dr. F. Gray, London. 

Dr. E. A. Gregg, London. 

Dr. J. A. L. Vaughan Jones, Leeds. 

Mr. R. L. Newell, Cheadle, Cheshire. 

Dr. S. Wand, Birmingham. 

JOINT COMMITTEE OF B.M.A. AND NATIONAL 
VETERINARY MEDICAL ASSOCIATION 

Mr. A. Lawrence Abel, London. , 

Dr. C. Metcalfe Brown, Manchester. 

Dr. W. A. Bullough, Colchester. 

Dr. James Fenton, London. 

Dr.' J. M. Gibson, Huddersfield. 

Dr. J. Kelman, Perth. 

Dr. Wyndham Parker, Worcester, 

Professor G. S. Wilson, London. 

JOINT COMMITTEE OF. B.M.A. WITH PHARMACEUTICAL 
SOCIETY 

Dr. E. A. Gregg, London (Chairman of Council). 

Three members appointed by the Private Practice Committee. 
Three members appointed by the General Medical Services Com- 
mittee. 

One member appointed by the Scottish Committee. 

JOINT FORMULARY COMMITTEE OF B.M.A. AND 
PHARMACEUTICAL SOCIETY 
Four representatives appointed by the General Medical Services 
Committee, two by the Central Consultants and Specialists Com- 
mittee, two by the Science Committee ; together with two repre- 
sentatives appointed by the Royal College of Physicians (Dr. P, 
Hamill and Dr. D. Hunter), and representatives appointed by 
the Ministry of Health, and Service Departments. 

With power to co-opt. 

B.M.A. AND ROYAL COLLEGE OF NURSING LIAISON 
COMMITTEE 

Dr. E. A. Gregg. London (Chairman of Council). 

Mr. A. Staveley' Gough, Watford. 

Dr. H. Joules, London. 

Mr. M. P. Reddington, London. 

Chairman or nominees of the Central Consultants and Spedalists. 
Private Practice. Central Ethical, Occupational Health, Nursing, 
and Public Health Committees. 


MEDICAL CERTLFICATES IN PREGNANCY 

With a view to reducing the amount of medical certification the 
Ministry of National Insurance has changed the procedure for 
dealing with cases where sickness benefit is claimed on the 
grounds of incapacity due to pregnancy. 

Broadly speaking, these cases fall into two classes — namely, 
those women who claim sickness benefit from the sixth week 
before expected confinement and those who claim sickness 
benefit at an earlier stage. In the former class of case the 
fact that pregnancy is so advanced is normally acceptable as 
sufficient evidence of incapacity for work. In the latter it is 
necessary to consider whether her pregnancy causes the woman 
to be incapable of work. 

It may happen that the woman, in order to claim maternity 
benefit, has obtained and lodged with the M.N.I. local office a 
medical certificate of pregnancy on Form B.M.4 or B.M.4(Rev.) 
(Claim to Maternity Benefit) at some time up to 11 weeks 
before the expected confinement. If her claim to maternity 
allowance fails because she does not satisfy the insurance- 
contribution conditions and. as an alternative, she then claims 
sickness benefit in the period beginning six weeks before the 
expected confinement, the one medical certificate — either on 
Form B.M.4 (or B.M.4(Rcv.)) or on an ordinary medical certifi- 
cate — will be accepted as sufficient evidence of incapacity until 
two weeks after the actual confinement. Tlierefore in the cases 


Aug. 20, 1949 


MEDICAL CERTinCATES IN PREGNANCY 


SVPPLESIEST TO THS 
BxmsH Medical Jouinal 


93 


during the whole of this period beginning with the sixth week 
before expected confinement and ending two weeks after the 
actual confinement there will be no need for weekly medical 
certificates. 

AkTiere the woman claims sickness benefit because of in- 
capacity due to pregnancy at any time earlier than si.x \yeeks 
before the expected week of confinement, the usual weekly 
medical certificates of incapacity will be required only until 
the sixth week before the expected date of confinement, when, 
provided that she sends in a claim on Form B.M.4 or B.M.4’ 
(Rev.), the woman will get either maternity allowance or sick- 
ness benefit according to the particular insurance qualifications 
in her case. 

When issuing medical certificates of incapacity due to preg- 
nancy it will help the woman in claiming benefit if the doctor 
gives the expected date-of confinement and a brief note of the 
kind of work which the woman normally does. This informa- 
tion is particularly helpful in the case where the woman claims 
sickness benefit at any time earlier than six weeks before 
expected confinement. 


SUR\'EY OF GENERAL PRACTICE 

The Medical Practices Committee has issued the follovking 
amendments to the four schedules compiled from its survey 
{Supplement, Aug. 6, p. 70). 

Schedule 1 
Co cm ties 

Additio.ns 

Essex. — Barking, Chelmsford with Great Baddow, Chingford, 
Dagenham, Dovercourt and Harwich, Dunmow, Grays, Hornchurch 
with Harold Wood and Upminster, Laindon*, Purfleet, Rainham, 
Rayleigh, Romford and Gidea Park, ^ven Kings, Tiibury, Waltham- 
stow, Wickford and Pitsea, Writtle. 

Deletions 

Soke of Peterborough.— y/h\ttlesey and Market Deeping. 

Schedule 2 
Counties 

Additions 

Essex. — Abridge, Billericay, Braintree, Brentwood and Shenfield. 
Brightlingsea, Buckhursi Hill, Bumham-on-Crouch, Convey Island, 
Chigwell and Chigw'cll Row, Clacton-on-Sea, Colchester, Hadlcigb, 
Halstead, Harlow, Higham’s Park, Ilford wth Chadwell Heath, 
Barkingside, and Goodmayes, Kclvedon, Leyton, Leytonstone, 
Maldon, Manningtree, Newport, Ongar, Rochford, Sible Hedingham 
.and Castle Hedingham, South Benfleet, Stanford-le-Hope and Cor- 
ringham, Tiptree, Waltham Abbej', Wanstead, West Bergholl, 
Witharo, Wivenhoe, 

Oxford County and City. — Kidiington. 

Carmarthenshire. — ^Newcastle Emlyn. 

Deletions 

Isle of Ely. — Long Sutton, Mildenhall, Peterborough, Ramsey, 
Upwell. 

Cardiganshire.— KewensWe EmljTi. 

Correction 

Yorkshire (fVest Riding). — Morley should be borough and not 
rural district. 

Schedule 3 
Counties 

Additions 

Essex. — Epping, Frinton-on-Sea and Wallon, Great Wakering. 
Loughton, Saffron Walden. Stansted, Thorpe-le-Soken, ToUesbur>\ 
\Noodford and Woodford Green. Woodford Bridge, Woodford 
South. 

Deletions 

Oxford County and City. — Kidiington. 
fi'arwickshire. — Alcester Rural District. 

Schedule 4 
Counties 

Additions 

Devon and Exeter. — Combe Martin. 

Essex. — Earls Colne, Great Bentley, Hockley, Hatfield Broad Oak. 
Ingatestone and Stock, Roydon, Souihminster, Tbavted, Tfllingbam, 
West Mersea. 

I^^arwickshire. — Alcester Rural District. 


, SUPERANNUATION FOR PART-TDIE 
SPECIALISTS 

OPTING OUT 

The Ministry of Health has issued a leaflet (No. SDDA) setting 
out the circumstances under which part-time specialists in 
contract with hospital boards may opt out of the N.H.S. 
superannuation scheme. 

The option is limited to part-time specialis:s, and those who 
wish to contract out must do so before Nov. 1, 1949, by giving 
W'ritten notice to the Ministry of Health, Health Services Super- 
annuation Division, Honeypot Lane, Stanmore, Middlesex, on 
Form S.D.28 a, which is obtainable from regional hospital 
boards or boards of governors of teaching hospitals. Copies 
of the leaflet SDDA, which is reproduced below', may be 
obtained from the same authorities. 

Option Available to Persons Renderiug Part-time Specialist 
Senices who hold Life Assurance Policies 

The option already given Id medical and dental practitioners is 
now available to officers who joined the National Health Semce 
on July 5, 1948, as persons rendering part-time specialist services and 
who were, at that date, committed to paying substantial premiums 
on life assurance policies. 

The choice lies I«tween (a) pajdng contributions and qualifying for 
benefits under the Health Service scheme, and (h) contracting out of 
that scheme and recei\'ing as from Aug. 1, 1949, an amount equal 
to 8% of remuneration as a part-time specialist towards the mainten- 
ance of approved assurance policies. 

The e.wrcise of this option will be subject to the following con- 
ditions, which are substantially as discussed with representatives of 
the medical and dental professions when the option was given to 
practitioners. The object of these conditions is to secure that the 
payments are related to current policies giring cover broadly 
equivalent to that in the Health Service scheme: 

(o) The policies must be endow’meni assurances or deferred annuity 
policies. 

(b) The poliries must not mature at an earlier age than 60. WTiere 
a policy would under its original terms have matured before age 60 
it can be accepted if its terms are modified so that it matures at or 
after age 60. 

(c) 0) The premiums (or total prenruums) must not be less than 
£150 per annum, (ii) Alternatively, if the total annual premiums on 
existing policies are less than £150 per annum but not less than £50 
per annum, these policies will be recognized on condition that the 
part-time specialist takes out, when requested to do so by the 
Ministry, a further polio’ which will bring the total premium to at 
least £150 per annum on policies satisfying the conditions set out in 
(a) and (b) above. 

(d) The poliries must not be assigned to any other person, or 
surrendered before maturity. 

(c) Payment by the bfinister of an amount equal to 8% of the 
remuneration as a part-time specialist will continue only so long as 
the premiums on the poliries continue to be payable, and in any case 
it cannot continue later than the specialist’s 70th birthday. 

0) The poliries must be produced for inspection on a request 
by the Minister, or by the regional hospital board or board of 
governors on his behalf. Alternatively, a statement from the assur- 
ance company as to the nature of the poliries may ^ submitted. 

(g) Premium receipts must be submitted to the Minister, or to the 
regional hospital board or board of governors, for examination wit.hin 
one month after the dale on which each payment of premium fall' 
due. 

Comparison of Adxantages.—Btlote deriding whether or not to 
exercise this option a part-time speriah'st will wish to weigh the 
relative adv'aniages of the courses open to him. Attention is there- 
fore invited to the booklet “ Superannuation Scheme for Those 
Engaged in the National Health Senice — An Explanation,” a copy 
of which was given to all entrants to the Service. Sections B and C 
of that booklet outline the contributions and benefits, and paras. L 
5, 7, 16, and 25 deal with sperial conditions applicable to practi- 
tioners and part-time specialists who are subject to the scheme. 
Para. 16 of the booklet shows how benefits are calculated in the case 
of part-time specialists and should be borne in mind when reading 
the other paragraphs in Section C. Amending regulations now 
enable years of service up to five years after ‘‘pensionable age” 
to count tow'ards pension, to a maximum of 45. 

Ro^v to Exercise the Option. — A part-time specialist who wishes to 
contract out of the Health Service scheme may do so by giving 
written notice on a form (Form S.D.2SO obtainable from the regiora: 
hospital board or board of governors before Nov. 1, 1949. 
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JLUIRUGE ALLOWANCES OF NATIONAL 
SERMCE OFHCERS IN THE ARMED FORCES 

A repis' has now been received to the Association's protest 
at the Government’s decision that National Service officers 
should not be eligible to receive the increased marriage allow- 
ances which have been payable since November, 1948, to 
regular and short-service officers. 

The Ministry of Defence states that this decision was made 
because officers called up for service under the National Service 
Acts since Jan. I, 1947, are eligible for National Service grants. 
The object of these grants is to relieve, within certain limits, 
cases of financial difficulty where the ordinary Service emolu- 
ments of officers serving compulsorily are insufficient to enable 
them to meet their obligations to their families and other depen- 
dants. For example, a wife and family whose living standards 
before service began cannot be maintained on marriage allow- 
ance and a reasonable allotment from the husband’s Service 
pay. (It is also open to single officers in appropriate circum- 
stances to apply for National Service grants.) 

The ma.vimum grant awarded is £3 a week, and a grant is 
treated as taxable income. The scheme is administered by the 
Ministry of Pensions. Application for a National Service 
grant must be made on Form N.S.G.2!, which is obtainable 
by the officer from his unit. 


PRACTICE OF ORTHOPTICS 

■\TEWS OF B.OaV. 

The council of the British Optical Association has issued a reply 
to the memorandum on orthoptics prepared by the Faculty of 
Ophthalmologists and reported in the Supplement of June 18 
(p. 349). The B.OA. states that the Faculty's memorandum 
puiports to compare the training of holders of the Diploma of 
British Orthoptists with that for the Diploma of Orthoptics of 
the British Optical Association (D.Orth.), and that it implies the 
former has certain advantages for three main reasons: (n) length 
of training ; (b) clinical experience ; (c) experience with surgical 
cases. 

The British Optical Association says that the D.B.O. course 
until very recently was' of only 12 months’ duration, and conse- 
quently very few holders of the D.B.O. would have taken the 
present two-years course — the time referred to in the Faculty’s 
memorandum. Moreover, the student for the D.Orth. must 
already have qualified in ophthalmic optics before entering for 
the examination.' The standard of entry to the optical profes- 
sion is that of the school certificate or its equivalent The 
minimum requirement for training for the B.O.A. and similar 
examinations occupies at present three years full-time and will 
be extended to four years full-time from the autumn of this 
year, when one year will provide clinical experience. 

The B.O.A. contends that the present D.Orth. course is a 
postgraduate one for practitioners who have already covered 
much of the subject, and that the diploma cannot be gained 
under four years, - five years being a more general minimum 
period. Most opticians do not enter for it until they' have 
obtained considerable experience in practice. At the last 
examination the average age of entrants vv-as 36.8 years. The 
B.O-A. lists some medical men, including ophthalmic surgeons, 
who have acted as examiners for the D.Orth. and Fellowship 
examinations. “Thus every D.Orth. candidate has had to 
satisfy a medical examiner in some section of his examination.” 

Discussing clinical experience, the B.O-A. states that the 
Faculty’s memorandum ignores the fact that ophthalmic opti- 
cians have organized their own orthoptic clinics. For the past 
20 yearn the London Refraction Hospital has had its own 
orthoptics department. The hospital vvas founded in 1922, 
reconstituted by order of the Charity Commission in 1938, and 
is registered under that name. It was bombed during the w-ar, 
but has now been re-equipped, and work has never ceased there. 
Children's attendances there at the two weekly children’s clinics 
numbered over 2,700 in 1948, a large proportion of these being 


cases of squint. Considerable numbers attended on other days, 
and many older pau'ents had squint or oculomotor anomalies. 

The B.O.A. considers that it might be inferred from the 
Faculty's memorandum that ophthalmic opticians never refer 
squint cases for surgical treatment, but this is far from the 
truth. In training, considerable attention is given to the selec- 
tion of cases for orthoptic training, to contraindications, and to 
the advantages of surgical treatment in certain cases. There is a 
substantial degree of cordial co-operation with ophthalmic 
surgeons. If facilities are forthcoming the B.OA. is willing 
to consider making it a requirement that candidates, before 
examination, shall attend, for an agreed number of sessions, 
medical clinics where the surgical treatment of squint and 
heterophoria is carried ouL 

The B.O.A. complains that the importance of refraction in 
the treatment of orthoptic cases is not mentioned in the Faculty’s 
memorandum, and it finds it difficult to understand why the 
memorandum does not refer to the orthoptic treatment of 
heterophoria "until it is remembered that heterophoria and 
refraction are so closely related in many cases that the one 
cannot be considered without the other, and that therefore the 
optician is the practitioner best equipped to deal with such 
cases.” 

The best interests of the public, says the B.O.A., will not be 
served by assigning the direction and control of ophthalmic 
opticians to medicine and making the optician orthoptist a 
medical au-xiliary. “ If proof were needed of the danger of 
such a step it is provided by the Faculty’s memorandum itself, 
in which the medical aspect is not merely given precedence over, 
but is stressed almost to the complete exclusion of, all other 
methods used in orthoptics.” 


HEARD AT HEADQUARTERS 


Telling the Americans 

The theme of Sir Luke Fildes’s picture, “The Doctor," which 
went to the heart of the British public half a century or more 
ago, has been adopted by the Americans in their campaign 
against socialized medicine. Mammoth reproductions of the 
picture — even, we beh'eve, illuminations of it in the Piccadilly 
Circus style— have made their appearance, carrying the slogan. 
“Keep Politics out of this Picture.” Our colleagues in the 
States can be trusted to exploit the arts of the publicity cam- 
paigner to the full. When Mr. Lawrence Abel went over there 
a month or two ago he delivered an address on the Health 
Service in Great Britain. On the following day he was required 
to deliver it again with three or four microphones in front of 
him, and a record was made of it so that his speech could be 
heard all over the States. One of the records is in this country, 
and we have heard Mr. Abel’s voice putting the case with 
fervour. 


Questions Answered 


Refirement of Partner 

Q, — / am in partnership utV/i my father. Half of our patients 
are on hh list and half on mine. What happens to the patients 
on my father's list on his retirement or death ? Do they auto- 
matically come on to mine, or are they told to choose any 
GJ*. they wish ? 

A. — Much would depend on the circumstances, bu^ on the 
assumption that the total list does -not exceed the maximum of 
4,000, and that another partner or assistant would not be 
required, the usual procedure would be that notification vtc 
be sent to patients on the reiirinc partner's list informinj^ 
that unless they select another doctor within one 
will be placed on the list of the continuitig 
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Distinction Awards and Grading 

Sir, ^As a member of a regional consultants committee and 
of the medical committee of a specialist postgraduate medical 
school- have been unable to obtain satisfactory information 
on certain problems which seem to me important. 

The Spens Report divides medical men into general practi- 
tioners and specialists or consultants ; it provides steps by 
which consultant status may be achieved ; it grades the indivi- 
dual and recommends distinction awards. The distinction 
awards are to be granted to 34% of consultants in fixed pro- 
portions, The Spens Committee states that part-time service 
is to be assessed on a sessional basis ; it appears to have 
overlooked the fact that a distinction award cannot be granted 
to a fraction of a person, and strange possibilities arise from 
this omission. 

If we suppose that there are 100 consultants and give the 
awards to 34 whole-time workers, the remainder each doing 
one session a week, the distinction awards so given will cost 
the Treasury about 33.5% of the total salaries for the group 
of one hundred if the whole-timers each receive £2,500 a 
year salary and each of the part-timers jvj of that amount. 
If, however, the 34 distinction awards are given to consultants 
doing one session a week and the rest of the hundred are 
whole-time workers, the cost of the distinction awards to the 
Treasury is about 2.3% of the total basic salary for the group. 
Either of these interpretations would seem to be in accord 
with the Report. 

It seems elementary that consultants who have to look to 
these awards as the only means of recognizing exceptional 
ability should be protected by a clear understanding. The 
awards represent 14% of the total basic salary if only whole- 
time workers arc considered, and this fraction of die total 
basic salary paid to consultants, both sessional and whole-dme, 
might be set aside as a fund out of which the distinction awards 
are to be paid. This would secure that the profession actually 
receives the money to which it is entitled. It might also pro- 
vide a pool out of which these awards could be paid uniformly 
in the future. Otherwise, once the distinction awards are given, 
we may find ourselves “ waiting for dead men’s shoes.” 

An aspect of distinction awards causing anxiety is the belief 
that these are to be distributed globally, so that it is thought 
possible that the smaller specialties may not receive the share 
of awards which is due to them on a numerical basis. If this 
should happen it seems ' inevitable that the more able con- 
sultants will shun the less favoured specialties. Another dis- 
turbing belief is that awards are to be made on a regional 
rather than a national basis. This might nullify the intention 
that the awards should be made in recognition of individual 
distinction and would make them, in effect,' a political weapon 
forcing the best men away from the recognized centres of 
medical learning. This has even been acclaimed as desirable. 
But medical culture and science exist in “ schools ” for the' 
very reason that in the association of exceptional minds is to 
be found the key to progress. An official statement on these 
matters is surely overdue. 

The Spens Report grades the individual, not the post, and 
this principle has been reiterated by the Ministry : “Proper 
assessment can be arrived at only after consideration by profes- 
sional advisers of the qualifications and experience of each 
practitioner.” There can be no escape from the assumption 
that an individual, on his own merit, is or is not a consultant. 
In grading a man as an S.H.M.O. the assessors are stating quite 
definitely, “This man is not of consultant status.” It follows 
logically that no one can be both a consultant and an S.H.M.O., 
yet in ophthalmology this anomaly occurs frequently. If a 
consultant obtains a distinction award, will the award be pay- 
able in respect of those sessions in which he is graded 
S.H.M.O.? And if not, why’ not? 

In ophthalmology there will be scope for only about one 
in ten whole-time specialists to undertake operating. By custom 


this small group has come to have exclusive charge of 
ophthalmic beds in hospitals. Ophthalmology is essentially 
a clinical specialty, and the practitioner who has done one or 
more year’s postgraduate training and obtained a diploma in 
ophthalmology, and who devotes his whole professional life 
to his subject, may fairly claim to be a specialist and to be 
entitled to monetary recognition of his postgraduate work. 

Ytt the application of this simple formula would create 
something like anarchy. It would mean that in our eye hos- 
pitals the surgical staff, usually rvith higher qualifications and 
bearing full responsibility, would receive the same remuneration 
as the permanent clinical assistants in out-patients. 

. To make these “ clinical specialists ” “ registrars ” would be 
dishonest ; there will never be surgical posts for them. To 
make them S.H.M.O.s degrades them from the rank of specialist 
to which they believe themselves entitled by “ qualifications 
and experience.” Not only so, but as S.H.M.O.s, unless they are 
at the top of the salary scale, they are actually paid less than 
a general practitioner doing an occasional ophthalmic clinic. 
Unless this problem is solved dphtlialmology will not altracf 
the specialists — 1,000 is the number officially envisaged — 
necessary for the N.H.S. to function effectively. 

It is impossible to make the facts of ophthalmology fit the 
present scheme. At least two separate groups must be provided 
for : Registrars taking the Fellowship with ophthalmology, 
whose numbers must be related to the consultant posts avail- 
able (and these may be less than 100 on a whole-time basis, 
with a replacement rate of five or less per annum) ; and a 
second registrar group taking the D.O. whose professional life 
will be that of clinical specialists in ophthalmology. It is' 
urgently necessary that provision be made for the second and 
much larger group ; at present both recognition of- specialist 
status and adequate remuneration are lacking. 

Ophthalmologists, and, I suspect, other specialists, cannot 
all be fitted into the Procrustean bed provided without such 
serious mutilation as may endanger their professional survival. 
It is necessary to modify this rigid framework, and this may 
well be achieved, since the modern Procrustes is concerned 
that his victims should survive.— I am, etc., 

LoDdon.w.i. Frederick Ridley. 

Qualifications of Specialists 

Sir, — I n your leading article {Journal, July 23, p. 220) entitled 
“ The Grading of Specialists ” it is written, “ Could it be said, 
for example, that an assistant medical officer in an isolation 
hospital should be designated as specialist and be paid in the , 
terms of the Spens Report ? The same question may also 
be asked of men similarly placed in sanatoria and mental 
hospitals.” 

May I submit that nobody in any branch of the hospital 
service would wish that an assistant medical officer should 
be so designated and paid, for, being an assistant medical 
officer, he would not have attained to the necessary experience 
and skill. It becomes an injustice, however, when the claims 
of senior and more experienced officers are ignored. It be- 
comes a grave injustice when junior medical staff are graded 
higher than such senior officers at the same hospital or their, 
more experienced colleagues in the same specialty in the same 
region, but this is what is being done by assessment committees 
in many regions if my information is correct, and I have no 
reason to doubt its being so. 

' It is because of differences in interpretation that your corre- 
spondents have written asking that the B.M.A. "should act to 
put matters right.” To whom else can they appeal 7 These 
differences in interpretation would not have arisen if simple 
standards, openly declared and generally agreed to, had existed 
for the observance of all assessment committees. In the 
absence of such standards all kinds of weird rumours tend 

^^Now^^lhat the Joint Committee has settled its differences 
with the Ministry it should turn seriously to the setting of 
its own house in order. The present discontents revolve 
around the burning question as to who should or should not 
be graded as specialists. It would be the rightful responsi- 
bility of the Joint Committee to publish its considered standards 
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in the matter, and to ask all assessment committees to review 
their gradings in the light of those standards. 

I believe the present dissatisfaction would disappear if some 
such authoritative statement was made as to the qualifications 
of specialists ; nor would it matter how high the standards 
were, provided they applied equally to everyone and were not 
altered in any way to suit any particular case. 

As an illustration of what I mean, may I submit, with all 
due deference, that the Joint Committee should recommend 
and the assessment committees agree that no medical practi- 
tioner should be graded as a specialist unless 

(1) In the case of the medical specialties he holds all three of the 
following qualifications — namely, (a) a doctorate in medicine of any 
university; (fc) a fellowship of any Royal College of Physidans; 
(c) a specialist diploma granted by any uniiersiiy, faculty, or royal 
college ; 

and (2) in the case of the surgical specialties he holds all three 
of the following qualifications — namely, (a) a mastership in surgery 
of any university; (f>) a fellowship of any Royal College of 
Surgeons ; (c) a specialist diploma granted by any university, faculty, 
or royal college, the spedalist qualification being in the case of 
obstetricians and gynaecologists cither the hl.M.S.A. or the 
M.R.C.O.G.; 

or unless (3) he has had twenty years’ csperience in the aetual 
practice of his specialty in a senior capacily. 

As the hospital services developed, and the existing senior 
men retired, the number of specialists graded in group (3) 
would diminish steadily until eventually all specialists would 
be graded under either (II or (2). Accordingly, it should 
be considered as essential for the future welfare and satisfactory 
.progress of the hospital service that no medical practitioners 
should be graded as specialists under either (I) or (2) unless 
they hold, or until they obtain, alt three of the fundamental 
qualifications specified for each of these groups. 

I believe that some such scheme as this would be welcomed 
by the profession throughout the countty as being concrete 
and definite, impersonal and just. If such a scheme was 
adopted and applied before the disputed gradings were con- 
firmed it would banish at once and for all time those ugly 
spirits of suspicion and distrust which alu iys appear when 
everything is dark and nebulous, secret and occult. 

As we all know, in the latest issue of the “Terms and 
Conditions ” the “ specialist grade ” has been omitted and a 
“ consultant grade ” introduced. It therefore becomes all the 
more important to ensure that the prestige of our consultants 
is not injured nor their quality lessened by the hasty and 
irregular grading of improperly qualified persons as 
“consultants.” 

As many of us are aware, provision has been made in the 
“ Terms and Conditions ” for the appointment of consultants 
“at age 31 or earlier.” Generally, however, medical practi- 
tioners “at age 31 or earlier” cannot be expected to possess 
that wide experience which always has been associated with 
and commonly is required of those called “ consultants.” so 
that it seems to “ old buffers ” like myself that the careers 
of many promising young men and women might be damaged 
prematurely and unnecessarily by the invoking of this some- 
what provocative provision. 

There appears to be a case here for the reintroduction of 
the “ specialist grade ” for medical practitioners between the 
ages of 30 and 45, the title of “ consultant ” being resen’ed 
for specialists over the age of 45. If the Joint Committee 
were able to arrange this with the Ministry the old relationship 
and long association of specialists and consultants would be 
preseiwed, and incidentally assessment committees would be 
able then to solve some of their more tiresome problems. — 
1 am. etc.. 

Sic Vos Non Vobis. 

Grading of Hospital Staff 

Sir, — 1 have been shocked by the many serious anomalies in 
the recent gradings and saddened by the apparent indifference 
of those more fortunate in what appears to be a lottery. 
Personally, I know six medical people who hase been down- 
graded, so the condition must be widespread. They were all 
on the staffs of large voluntary hospitals before the Act, they 


were all freely elected to their positions, they all hold higher 
specialists qualifications, and they are all recognized as 
specialists by their colleagues. Now they are made to suffer 
loss of prestige, and unless they are regraded they will suffer 
loss of income. They will certainly suffer unnecessary mental 
anxiety. 

l am Sony to have noted throughout the whole of the recent 
business of regrading a certain meanness of behaviour on the 
part of certain regional boards. Roughly, all grading has been 
done by two bodies : (a) the groups of teaching hospitals, and 
(b) the regional boards. Those of us who serve on committees 
of both must be struck by the marked difference, not only 
in matters of grading, and have had pin-pointed the meanings 
of the words “ profession ” and “ business.” 

I have called this grading a lottery ; I am Sony to state that 
it is a dishonest lottery, for of the six cases to which I have 
referred three are graded as consultants by another board for 
exactly the same work and responsibility. What a farce. 
Fourteen days’ leave to appeal is granted. This at the height 
of the holiday season, when there must be many who will not 
read of their downgrading until after this period has elapsed. 

Now what are we to do ? I write as one who was once 
proud to be a London specialist and who is now a National 
Health consultant. We must make our views known. We 
must speak with one voice. Injust'te to a colleague affects us 
all. I know that a good doctor is a busy, tired doctor and 
that it is an effort to write a letter. But in a welfare State we 
are paid by the hour, and our prestige with our masters will 
rot be in the hours of unpaid overtime we do but how vocal 
we are. It is only in this way that societies, professional or 
otherwise, can know the feelings of their members. — I am, etc.. 

London. W.I. EdwaRD CaRE\V-SHSW. 

Sir. — I consider that the letter of “ Quousque Tandem?” 
(Supplement, Aug. 6. p. 76) urging the lifting by the B.M.A. 
of the veil of secrecy which has hung over the whole apparatus 
of grading is a matter on which individual consultants and 
medical staff committees should press their local representatives 
to take action. 

So far the B.MA.’s Central Consultants and Specialists Com- 
mittee appear perfectly content to allow some 50% of those 
whom they have been elected to represent to be professionally 
degraded and financially ruined without a murmur of public 
protest. At first the chairman advised consultants not to sign 
any contracts proffered, but now, because certain other matters 
such as arbitration have been adjusted, contracts are to be 
signed without a fight being put up on behalf of these 
unfortunates. 

Unless we find leaders with the courage to fight our battles 
instead of giving them away we are doomed to sink lower and 
lower into the mire. Even now really vigorous action by the 
B.MA. could save the situation, but if this is not forthcoming 
I hope every down-graded specialist or consultant will attend 
every business meeting of his B.M.A. Division and Regional 
Consultants and Specialists Association and there work un- 
ceasingly with the support of all the fair-minded amongst 
the favoured few who are now consultants for the overthrow 
of our present leaders and their replacement by men we can 
trust not to let us down again. — I am, etc., 

_ R. F. WiNCKVVORTII, 

Taunton. 

Conduct of the A.R.M. 

StR, — The conduct of the business at the recent .A.R.M. left 
much to be desired. Much time was wasted on non-essentials, 
while reports of committees were rushed through with indecent 
haste. On the first day about half an hour was spent discussing 
the Formulary — all very amusing— but the time could not be 
spared; while at the end of the meeting reports of twelve 
committees were rushed through in less than fifteen minutes. 
For the finance of the Association we could not spare fifteen 
minutes at a time in the history of the Association when this 
subject merits the most earnest consideration. 

The report of the Health Centre Committee, the result of 
two years' work, had no chance of being discussed. The result 
of this is that the Association still has no health-centre poliev. 



vs AUG. 20, 1949 


CORRESPONDENCE 


SUPPLEMENT TO THE 
BRITISH Medical Journal 


Members of executive councils have no yardstick by which to 
measure local authorities’ proposals for health centres, nor can 
they have such a yardstick for another twelve montlis. They 
cannot tell the lay members whaf is the considered opinion 
of the profession on health centres. 

It is admitted at the outset that the chairman of the R.B. 
had his difficulties as did the Agenda Committee, but the 
chairman of the R.B. is responsible for the conduct of the 
meeting. Members of that body would welcome a fuller 
appreciation by the chairman of the relationship between the 
time available and the work to be done. The members of the 
R.B. must be prepared to submerge their own pet speeches 
for the good of the meeting, and the chairman should fry 
to sense the feeling of the meeting so that he will know 
when they have heard enough on a particular subject. 

Now that the agenda has become so much bigger we must 
either spend more time or use the same time economically ; 
the latter course will probably appeal to most representatives. 
In order to spend the time more economically it will be neces- 
sary to ration the time available. It is therefore suggested 
that a definite time should be allotted to each committee's 
report, to start at a definite time on a definite day, and that 
business not covered by reports should also be taken at a 
definite time. The standing orders should be amended to 
allow the time limit for chairmen presenting reports to be 
fifteen minutes, other speeches fen and five. It is agreed that 
we all must play our part in making our A.R.M. efficient. 

The essence of good chairmanship of such a body as the 
R.B. is quite different from the chairmanship of committees or 
Council. It is to be able to know what the meeting feels and 
apply this knowledge rigorously and justly. The time must 
be rationed by the Agenda Committee. Time of speeches must 
be limited. — I am, etc., 

Birmingham. . ARTHUR BEAUCHAMP. 

Domiciliary Midwifery Service 

Sir, — I am not altogether surprised tliat you find the Ministry 
of Health statement (Siipphweiit, Aug. 6, p. 74) on the 
domiciliary midwifery service discouraging (/oirriwl, Aug. 6, 
p. 328). At the same time you must agree that their recom- 
mendations are very similar to the recommendations of the 
B.M.A. in ■* A General Medical Service for the Nation,” 
published in 1938, which you quote. The dill'ercnce is one of 
emphasis. 

Before m\ n'lleagiics in gener.d practice start shooting, I 
si'. II, I ' lAe t ' p’'OiLate the riehi t.irget. 

(IT li IS EC'i.iin llinv there aie not enough G-P.s in this country at 
prcse'- O ewiT out all the anten.Ttnl and post-natal examinations 
an.l .li'ic alt the women at present aUendeel by midwives. There 
ttr.il ' -eem to he sense in eoniiniiing to use antenatal clinics and 
mi.iv.ne'. wlii'c giving every p.ilicni a chance of seeing her doctor 
bff >ie an.l af'er labour. Moie, it is reasonable for the Ministry not 
to . f!;! liiinncial inducemcm to the doctor to be too free with 
chloiofotm and forceps in the second stage. Nonna! -midwifery 
siuniM svirc'y be normal. 

(21 A luge section of the Royal Collcse of Obstetricians and 
Gyiiaecolooisis hold Strong views about allowing any C.P. to do 
miilwifetv They arc appalled by the danger run by a woman who 
cneaee.s a G P to confine her. fn their view no one but a specialist 
shiiulil be .itlcsved to treat any abnormality m midwifery. For them 
it IS tl e mi.lwifc for nonrwls and the specialist for abnormals. , 

(}) I know that the G.P, has a amtribution to make to normal 
midwifery The G.P., at least, realizes that wc arc just beginning to 
understand what normal midwifery should be like. 

(4) There is nothing in this Ministry of Ile.TUh statement which 
presents a G P. from taking full charge of his patients if he wishes. 
Some rivalry as well as co-operation with midwives, antenatal clinics, 
and maternity hospitals will do us no harm — in fact, will act as a 
spur. 

Let u.s not be discour.teci’ Vvc c.in show the others that 
our .standards are higher, not lower, than theirs. Wc can 
prove our value to the con'n iiri'v by niir work, and in the 
end SVC might even persuatie the Royal College that a G.P. 
ctin he a good midwife. — 1 am, etc.. 

ClKMI VT W. Watkeb. 

Member ol the Matcmiiy and Midwifery 

Camoti te. Siandms Advisory Cotmniiicc. 


Financial Bond 

Sir, — ^The members of the Consett Division feel tliat the 
profession should make a very earnest attempt to co-ordinate 
the action of all doctors, especially those in the general medical 
service of the National Health Service, and to this end they 
suggest that a fighting fund should be introduced not only to 
provide some financial backing to the profession as a whole 
but also to act as a sort of guarantee that the majority decision 
will be adhered to under all circumstances by those subscribing 
to the fund. They feel that unless doctors bind themselves 
together by some financial bond, unified action is almost un- 
attainable, and they therefore suggest that all general medical 
practitioners' should be asked to bind themselves together in 
this way. 

It is tentatively proposed that subscribers be asked to make 
over some percentage of their N.H.S. fees — say 2-3% per 
annum — to the fund, and that they should forfeit these con- 
tributions if they fail to adhere to the policy as adopted by 
majority vole. 

I have been instructed by the members of this Division to 
write to you in order that you may publish this proposal in 
the British Medical Journal with the object of stimulating some 
interest in this subject and of ofataifiing the reaction of the 
profession to such a proposal. — I am, etc., 

B. S. Alderson, 

Lanchcsicr, Co. Durham. Hon. Sccrciary, Consett Division. 

Freedom of the Citizen 

Sir, — Your correspondent, “ Lieut. -Col., R.A.M.C.” (Supple- 
ment, July 16. p. 51) at least knew who had made the decision 
that he would not be “embodied.” 1 mcicly received this 
information on a form from the Labour Exchange, and until 
I read his letter I was not aware that local medical committees 
had sal in judgment on us and decided our faic. Like your 
correspondent, I have given a large portion of my life to 
voluntary service in the Army, and continue to devote a great 
deal of my spare time to the training of the unit I'command. 

Now it appears that some committee of medical colleagues 
has decided, with no reference to me whatsoever, that I -shall 
not be allowed to serve with my unit in the event of a. future 
emergency. Apart from its discourtesy, this is an intolerable 
interference with the liberty of the subject. Further, unless 
prompt action is taken to rectify blunders of this nature, the 
effects on the undernourished Territorial Army, which is 
already causing great disquiet, are liable to have fatal conse- 
qiieoces. But perhaps the powers that be are not really 
interested in the form of voluntary endeavour that the Terri- 
torial Army represents. — I am, etc.. 

Not to be Embodied. 


Association Notices 


31 

Wed. 

9 

Fri. 

13 

Tues. 

15 

Thurs. 

16 

Fri. 


Diary of Central Meetings 

Augusi 

General Medical Scrviccb. Commiiicc, 11 a.m. 
SCETCMWa', 

Joint Committee on Fees for Part-time Work nnder 
Local Authorities, 2 p.m. 

Proprietary Medicines Committee. I ! .aJU. 

General Medical Services Cownirtcc, 11 a.m. 
Commiucc on Psycbialrj and the Law, 2 p.m. 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which arc under- 
stood to require employees to be members of a trade union 
or other organization: 

Melropolitar. Iloroiigh Counrih . — Fiiilr.in!, Hntkncy. Poplar.' 
Non-County Borough Co(f/it7/.r.~Dartford. Watlscnd. j 

Urban District Councils— DcMon, Droylsdcn. Houghton-le- 
Spring, Huyton-with-Roby, Rcddiich (rcsiricled to new appoint- . 
ments), Tyldcsley. { 
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GOETHE, AN APPRECIATION 

BY 

Sir CHARLES SHERRINGTON, O.M., G.B.E., F.R.C,P., F.R.S. 


A cultivated public our civilized world over is now cele- 
brating the bicentenary of the birth of Johann Wolfgang 
von Goethe. It wouKI be difficult to find a happier event 
for commemoration. It had become Germany's turn for 
a literary' heritage. America was still a stripling ; the East 
was for Europe stiU a region partly fabulous. Our own 
continent rang the changes on itself. In belles letires France 
and ourselves divided the honours. In our own case an era 
had supervened when the heroic couplet was supreme ; even 
Homer's rush and flow were subject to it by' the skill of 
Ale.xander Pope ; and Thomson's Seasons offered a rural 
counterpoise to it with a commanding Continental follow- 
ing. Then it was that the German tongue in literature began 
to be heard— Herder, Schiller, and, as its head and front. 
Goethe. 

Looking back in 1824, Goethe wrote, “I was fortunate. 
Shakespeare had left in English nothing else to do ; but in 
German I soon got in front of what there was.” The new 
era hailed not from Vienna or Berlin but from a provincial 
Court, Saxe-Weimar. It brought an engaging air of fresh- 
ness ; it derived from native springs. In some respects it 
had cousinship with ourselves. Bums, and the Percy 
Reliqnes. As an invasion it was transient, but its result was 
lasting. It aflfected Coleridge but touched little if at all 
the Romantics — Keats and Shelley' and Wordsworth. 
B\Ton did not react to it, though it reacted to him. Its 
influence, of course, had in foreign travel to meet the draw- 
back of using an alien tongue, and that difficulty was 
enhanced by' a further circumstance — that the spear-head of 
the invasion came in the form of the lyric, and the great 
lyric is especially refractory to translation. It is often in 
short lines employing rhyme and a condensed felicity which 
‘"yet be simple. As examples, and taking recourse to 
- . . and to comparison, “Wer nie sein Brot mit Thranen 
ass, ’ runs with “ Fear no more the heat o’ the sun ” ; 
and then again, “ Liebchen, kommen diese Lieder 
jemals w'ieder dir zu Hand ? '' runs with “Who is Sylvia, 
she?” or de Musset's “Elle etait belle, si la 
.-Nuit. ’ The word-music is so wedded to the sense that no 
other words will do. Its audience is limited therefore to a 
native audience consisting of those to whom its language is 
their home tongue, and to a relative few outside that circle. 
Shakespeare’s songs illustrate this and so do Goethe's 
Gedichte. Tlieir native magic is incomparable, but it is not 
to e.xport. This is a strong plea for a common language. 
The old monkish chants were in Latin. Esperanto ? No, 
no ; not until Esperanto has been lived in, laughed in, wept 
. in, rejoiced in, sobbed in, can it be an adequate vehicle for a 
great lyric. Will such a day' ever dawn ? 

Of all the major works of Goethe, I should suppose the 
uramatic poem, Faust, Part I. is the one most read to-day. 


1 once visited the e,xceptionally complete Goethe library at 
Yale, and an impression which I received there was that of 
all his w'orks Faust, Part I, is that which has called for most 
editions. It suffers somewhat less as to width of audience 
from the translation difficulty' than do the lyrics. The 
story’s general outline is so well known that even a reader 
not fully skilled in German can open it practically at any 
page and pick up something of the beauty of the text. 
We in English have the added zest of the echo of Marlowe's 
Fatistiis: “ Was this the face that launch'd a thousand ships, 
and burnt the topless towers of Ilium ? Sweet Helen, make 
me immortal with a kiss ! ” As imaginative poetry' those 
lines are scarcely to be excelled, but Goethe's Faust is far 
richer in sustained intellectual dialectic. It is a poem in 
drama rather than an acting play : it is, however, given on 
the stage, especially in Germany, where it has the added 
appeal of being German. In it Goethe is thought to have 
succeeded in characterization better than anywhere else in 
the young girl Gretcben of Part I. Perhaps it is a pity that 
we readers should be asked to And a continuation of her 
in the somewhat wearisome Helen of Troy of Part IT. 
Goethe is at hi^' weakest in this respect in Part II. Of 
course he was when composing Par^ II already an aged 
man. As to the other personae of Part I, the restraint 
exercised in the delineation of .Mephisto is a notable inspira- 
tion, a sort of mischievous “ God’s ape." too aloof for 
delight in the cruelty of what he does — a rebel against 
heaven, but of the meaner class. Anything more rempte 
from Milton’s Satan is not to be conceived. Faust, Part I, 
also instances what is not frequent in Goethe, humour — the 
garden scene with Martha. 

As we think back to Goethe’s masterpieces they strike us 
by their variety. During much of his career he was a 
literary' sounding-board for the Europe of his time. The 
Sorrows of Werther, is a case in point. It has, I suppose, 
passed over into unreadability. But a romance which once 
took the reading world by storm cannot be altogether 
devoid of lasting merit. It reflected wholesale the sentimen- 
tality of a period when society lived on the brink of war, 
when domesticity in woman was a universally admired 
virtue and middle-class domesticity yearned for the 
romance attaching to the class above it. Sentimental 
romance is sadly at the mercy of satire, even from the 
good-natured. In halcyon times which we now call 
Victorian, Thackeray rallied the dear high-waistcoated 
Charlotte of Goethe. He remarked that even after her 
lover had killed himself “she, like a well-conducted person, 
went on cutting bread-and-butter." Goethe in his later 
years said that in Werther he was like the pelican drawing 
blood from his own breast. Is there not a Werther period 
in most young men. even to-day ? 
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STREPTOMYCIN IN SEPTICAEMIA AND MENINGITIS 


Medical Jocx-val 


Table II. — Treatment of Meningitis with or without Septicaemia 


Case 

No. 


Organism 


Delay in 
Admis- Treatmeni 
Sion 


ScnsiiKity 
in Tftro 


Treatment 
. (Units of j 
Streptomycin) | 


BacteriolosjcaJ < 
Progress ; 


Clinical 

Progress 


Necropsy 

Findings 


6 

7 

8 

10 

13 

14 

16 

17 

18 
19 

31 

32 

33 

34 
38 
29 


32 

36 


37 

38 


j 18 days 
[ 8 months 

I year 

10 days 
1 month 
6 weeks 
1 month 
6 months 
10 days 


2 months 
17 days 


Proteus viilgaris j 
Str. pneumoniae [ 


Str. pneumoniae. I 
Proteus \ul- • 
garis 

Str. pneumoniae ' 

N- meningitidis, . 
Bact. coli 

Str. pneumonias, i 
Bact. coli 

Baa. coli 

I 

Proteus '•ulgaris 


Bact. coli 

Ba«. coli, Str. 
pneumoniae 


j 3 days 

1 month 
j (relapse 
after sulph. 

J 0 


^ 4 days 

- » , I month 

- J 0 

. - 5 days 

. - I 0 

I 

! 10 days 

- I 0 

. - i 6 days 


C.S F. <5 : 


C.S.F. 20 >. 
C.S F. 3-5 -/ 
C.S.F. 4 Y 


Blood 1 y 
CS.F. 30 
urine 50 */ 
Blood <5 y 
stools and urine* 

>2,000 V 


C.S.F. >2,000 y 
j blood 5 y 
urine >2,000 y 


I 


19 T* Str. faecaJis 
27 „ Bact. coU 
7 weeks 
17 days ! S. lyphi-murium 
5 months { Ps. pyocyanea 

1 month I Baa. coli 

4 months | Str. pneumoniae 

Baa. coli 


27 days 
11 months 

1 month 
15 months 

- 


0 

2 days 

4 

5 .. 

15 

1 1 months 


— ! 15 days 


500.000 I.M. 

100.000 I.V, 

300.000 I.M. 

100.000 I.V. 

50.000 I.T. 

900.000 I.M. 

50.000 I.T. 

4.000 I.V. 
sulphadiazine 

300.000 I.M. 

100.000 I.V. 

50.000 I.T. 

300.000 I.M. 

100.000 I.V. 

50.000 I.T. 

800.000 1. M. 

100.000 I.V. 

100.000 I.T. 

450.000 I.M. 

50.000 I.T. 

500.000 I.M., 
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amides 

200.000 I.M. 

30.000 I.T., 
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amides 

300.000 I.M. 

30.000 I.T. 
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penicillin 

600.000 I.M., 
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300.000 I.M. 

150.000 1. M. 


I Good 


Improscment 
then relapse 


Good 


Rapid 


Rapid improse-j 
mentthen re- ' 
lapse 1 

Rapid 


HyperpyTC-Tia; 

consTiIsions 

Bad 


Improvement 
then deteri- 
oration 


I 

Bad; pneumo- I 
coccal super- 4 
infeaion j 

Improvement 
then dsien- * 
oration ' 


Hydrocephahis 

died 


Suppurative 

arachnoiditis 


Ventricular col- 
lapse; pus in 
two ver.tncTc' 
Hydrocephalus; Purulent arach- 
died , noiditis 

Died 


Meningitis 

found 


I 


Ps. pyocyanea j ■ 15 


Bact. coli 


, C.S.F. 80 •/ 
' C.S.F. 40 y 


CS.F. <50 y 
StooU 500 y 

C.S.F. 7 y 


I C.S.F. 3 •/ 


No impro'e- 
ment 


Nil 


Ntl 

Rapid 


200.000 I.M. 

. 50.000 I.T. 

; 1,000,000 I.M. 

. 100,000 I.V. 

50.000 I.T. 

I 300,000 I.M. 

\ 25.000 1.T.. 
i sulphonamides * 

! 500,000 I.M. I Good 
, 25,000 I.T. 

100.000 orally I 
» 400.000 I.M. ! 

12,000 I.T. I 
' 12.000 I.V. , 


Improvement 
then rapid 
deterioration 

Slow improve- 
ment 

Rapid deteri- 
oration 


Projressive , 
deterioration 
Bad ' 


Pus at base of 
s'lCuU 


Meningitis 

found 


Purulent arav 
noiditJ> 


Relapse, then , Hydrocephalus;! 
detenoration j died 


Rapid inC.S F. 
slow in ven- 
tricular fluid 


, Totic relapse 


Cachexia: 

hydrocephalus 


Recovered 

Died 


Hydrocephalus; 
s a p puraii V e 
epeedymtts cf 
4th ventricle 


800.000 1.M. I Rapid, then 

1 25,000 1.T.. ! reappearaucc • 
sulphonamides i of organisms 

400.000 I.M. ! 


Salmonella 
Ps. pyocyanea 

Baa. coli 


5 days 


6 days 


C.S.F. 150 -/ 


Blood 50 r 
urine 2.000 y 


I 15,000 I.T. 

I 300.000 I.M. 

15.000 I.T. 

100.000 orally, 
sulphonamides 

400.000 I.M. 

25.000 I.T. 

25.000 I.V. 
C-S.F. 2,000 y ' 800,000 I-M. 

200.000 orally 
25.000 I.T. 

sulphonamides 

500.000 I.M. 

200.000 orally 
; 20.000 I.T. 

I sulphonamides 


Improvement, 
then relapse 


Rapid deteri- 
oration 


Rapid 

Rapid improve- Recovered 


menl, then ' 
relapse ' 



Nil 

’ Rapid deteri- , Died 
oration 

Pob on 
base. and spir-l 
cord 

Rapid 

„ .. Recovered 



progressive Died 
deterioration 

Brain ccr.ce'tcd. 
ihin fibrinous 
film at the b 2 <e 


I.M. “ Intramuscular. 


5 Intraventricular. I.T. = Intrathecal. 


tivity of the organism in viiro and the clinical progress of 
the disease. We have proved this by centrifuging in five 
cases the clear (and therefore apparently sterile) tubes and 
culturing the deposit on agar. Although the five cultures 
originally appeared to be sensitive ,Uo concentrations of 
streptomycin of 1 y, 10 y, 20 y, 40 y, and 200 y, 
respectively, it was demonstrated that the newly cultured 
organisms were still living and could grow in media con- 
taining 10 y, 50 y, 20 y, and 500 y of streptomycin. The 
organisms had therefore not been destroyed, but their 
development had been inhibited. The sensitivity' of the 
organisms varied greatly from case to case, according to 
whether they' were recovered from the urine, the blood, or 
the cerebrospinal fluid. The sensitivity of those affecting 
the meninges is obviously the most important. 


It was not possible to estimate the resistance of the 
organisms in all our cases, but our results show that there 
is no clear relation between the resistance of the organisms 
and the clinical progress of the case. The progress of the 
patient is determined not only by his response to strepto- 
mycin but also by anatomical lesions and the obstruction 
Ihev present to the diffusion of antibiotics. This is. in our 
opinion, the reason for the difference between the relam ely 
favourable prognosis in cases with septicaemia and the 
e.xtreme “ravitv of those with meningitis. All the necropsies 
on cases' of meningeal infection have shown a purulent 
arachnoiditis at the base of the skull which w^ almost 
always associated with marked ventricular distension 
whether there was clinical hydrocephalus or not. It go« 
not seem to us that these lesions acted by the simple 
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mechanism of producing ventricular block, but it is certain 
that they affected the circulation of the cerebrospinal fluid 
and the diffusion of streptomycin injected subthecally. 

Comment 

We cannot close this paper without remarking on the 
relative frequency of infection by intestinal organisms in 
infants. In many circumstances saprophytic organisms 
in the digestive tract of the newborn become pathogenic 
and produce bacteriaemia, septicaemia, and meningitis. It 
is significant that in 18 months we have been able to observe 
in the Clinique Medicale des Enfants 41 cases of this type 
of infection, 25 of which developed meningitis. The signs 
of these infections are often obscure at first sight, and 
many of the cases can be discovered only by the careful 
examination of infants suffering from toxaemia and 
subacute fever with alimentary disturbances. 

A search must be made for tire organism in blood, 
marrow, stools, urine, pus from the ear, cerebrospinal fluid, 
nasopharyngeal secretions, and pus from any metastatic sup- 
puration in the skin. Repeated blood culture is extremely 
important. Tlie occurrence during a gastro-intestinal ill- 
ness of an inexplicable alteration in the patient’s general 
condition or, as we have shown, a polymorphonuclear 
leucocytosis, is a diagnostic sign of great importance. The 
possibility of meningeal infection must always be con- 
sidered, and lumbar puncture, repeated if necessary, must 
be done as a routine measure. At the same time it must 
be remembered that the cerebrospinal fluid may be normal 
or be little changed. 

Summary 

An account is given of 41 cases of infection in the infant 
by intestinal organisms, seen over a period of 18 months. Of 
these cases 16 had septicaemia alone and 25 developed 
meningitis. 

The clinical features of the condition are discussed, and an 
account is given of treatment with streptomycin given by the 
intramuscular, oral, intrathecal, and intraventricular routes. 

A method of assaying the sensitivity of organisms to 
streptomycin in vitro is discussed. 
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The family allowances scheme has now been in operation for 
three years. The Ministry of National Insurance states that 
.ibout 2,941,000 families of two or more children are receiving 
allowances varying between 5s. and £3 5s. a week at a total 
cost of £60 million a year. Family allowances are a payment 
of 5s, a week for every child after the elder or eldest below 
the age limit, which is usually 15 (school-leaving age), but is 
extended to July 31 following the si.xteenth birthday where full- 
time education is continued and in cases of apprenticeship. 
During the three years the Ministry has received nearly three 
and a half million claims to family allowances, of which fewer 
than 100,000 have had to be rejected. The 2,941,000 families 
receiving allowances contain children within the qualifying ages 
as follows; two children, 1,850,000; three children, 688,000; 
four children, 247,000 ; five or more children, 156,000, The 
family drawing the largest allow'ance of £3 5s. a week consists 
of 14 children within the age limits. In the last year over 

290.000 new claims to allowances resulted in payments for over 

300.000 children. In the same period the total number of allow- 
ances in payment and the number of children for whom allow- 
ances are paid increased in each case by over 100,000. 
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Crowley et al. (1941), in a survey of the literature and from 
their own findings, concluded that no single specific aetio- 
logical agent could be incriminated in infantile diarrhoea 
and vomiting. A wealth of facts relating to the clinical 
and metabolic changes arising in that condition has been 
accumulated and has made treatment more rational and 
effective ; none the less, modern medical science has not 
yet provided the answer to the challenge of this illness. It 
is therefore not surprising that almost every chemothera- 
peutic agent introduced during the last decade has been 
tried in the treatment of infantile diarrhoea and vomiting 
in the vain hope that it might offer a satisfactory solution 
to the problem. 

Recently streptomycin has" been used and a number of 
encouraging results have been published. James, Kramer, 
and Armitage (1948) treated 30 children aged from 6 days 
to 13 months with streptomycin by mouth, on the basis of 
their finding in the stools Proteus vulgaris, to which they 
attributed pathogenic significance. They pointed out that 
some of their cases not associated with Pr. vulgaris also 
improved on streptomycin. There were no deaths in their 
series, and convalescence was particularly rapid. In a 
control group of eight cases Pr. vulgaris was isolated from 
the stools of five infants ; all recovered, though at a slower 
rate. The total dose of streptomycin was 2 g., given over 
a period of seven days. No toxic effects were noticed, 
and Pr. vulgaris was rapidly cleared from the gut as a result 
of treatment. 

Pulaski and Araspacher (1947) reported an epidemic . 
involving 13 infants, three of whom died ; the successful 
outcome in the ten who recovered was attributed directly to 
streptomycin. The dosage used in all the cases was 0.1-0.2 g. 
of streptomycin per kilogram of body weight by mouth for 
two to ten days. Loeschke and Cochlovius (1949) 
attributed recovery from infantile gastro-enteritis to 
streptomycin in 9 of 1 3 cases. They gave 25-75 mg. five to 
eight times daily by mouth. Their bacteriological findings 
were Pact, coll, Pr. vulgaris, Pseudomonas pyocyanea, and 
Streptococcus, faccalis. A reduction in the number of 
Gram-negative organisms isolated generally followed the 
oral administration of streptomycin. Leisti (1947) recorded 
his results in 46 infants suffering from diarrhoea ; 38 were 
full-term babies, eight of whom died ; 8 were premature 
infants, all of whom recovered. Streptomycin was given 
in a dosage of from 40,000 units (40 mg.) to 160,00,0 units 
(160 mg.) intramuscularly daily for one to eight days. 
Goettsch, Cobley, and Mulloy (1948) obtained excellent 
results in 44 cases of parenteral gastro-enteritis. There were 
three deaths in their group, .which they felt could not be 
attributed to failure of streptomycin. Their dosage was 
0.5 g. intramuscularly and 0.5 g. orally for seven to" ten days 
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In the present investigation special attention was given 
to the presence in the stools of a serological type of Bad. 
col! var. neapolitamm (abbreviated in this paper to B.C.N.) 
• and Pr. vulgaris, the object being to correlate the clinical 
effects of treatment with bacteriological findings. Organ- 
isms of the Salmonella and Shigella groups were absent in 
this series of cases. Bray (1945), Bray and Beavan (1948), 
Giles and Sangster (1948), and Taylor, Powell, and Wright 
(1949) have all described this particular serological type of 
Bad. coli associated with a high percentage of cases of 
infantile diarrhoea and vomiting. Dr. C. Giles kindly placed 
at the disposal of one of us (G.M.) antisera and subcultures 
of his alpha and beta types of Bad. coli, from which our 
own antisera were prepared (the alpha type corresponding to 
B.C.N.). Full details of the bacteriological investigations 
and findings will be published later. 

Stools were cultured before streptomycin was given and 
just before or after the end of treatment. No case was 
considered to be negative for B.C.N. until at least 30 
colonies had been tested specially. The streptomycin sensi- 
tivity of B.C.N. strains was tested on plates, using strips of 
filter-paper soaked with 1 mg. per ml. of streptomycin. 

Results of Treatment 

Cases of non-specific infantile diarrhoea and vomiting 
admitted to hospital, as weU as those developing the disease 
after admission, were divided into three groups. One group 
was treated with streptomycin by intramuscular injection, a 
second group by oral administration, while every third 
case, regardless of its severity, acted as a control and formed 
the third group. 

Tivo standard schemes of dosage were employed for both 
the intramuscular and the oral route of administration. 
The first was to give 20 mg. of streptomycin per lb. body 
weight per day, divided into doses given at four-hourly 
intervals day and night for five to seven days ; the second 
w'as to administer 100 mg. at four-hourly intervals for 24 
hours and 75 mg. at four-hourly intervals for the remainder 
of the period, which varied from four to six days. The 
total dosage used for a single case therefore rarely exceeded 
3 g. Five to seven days’ treatment was regarded as 
adequate for assessment of failure or success. 

All patients were given fluids, whether receiving strepto- 
ms'cin or not. The following fluids w'ere used : ' plasma, 
blood, 5% glucose in N/5 saline, Hartmann’s solution. 


2.5% or 5% casydrol intravenously, according to the 
requirements of the individual infant. Feeding was started 
after 24 or 48 hours with a diluted skimmed lactic acid 
milk, gradually increasing the concentration of the formula 
if improvement w'as maintained. During the starvation 
period Hartmann’s or Darrow’s solution was given by 
mouth. 

The clinical condition of each patient was classified as 
mild, moderate, or severe, according to the degree of 
dehydration, character of stools, persistence of vomiting, 
and initial loss of weight. The existence and the nature of 
parenteral infection were noted. 

The effect of treatment was assessed by the clinical 
response. Some cases improved rapidly and recovered 
during the course of streptomycin treatment, and it was 
these which had to be considered as possibly benefiting 
from streptomycin therapy. Others showed no improve- 
ment during the period when streptomycin was given, but 
recovered eventually ; these were considered not to have 
responded to streptomycin. Fourteen (19%) of the patients 
died. 

Two levels of dosage have been mentioned, but as there 
was no apparent benefit from the higher dosage no differ- 
entiation has been made in analysing the results. 

Table I sets out the number of cases, classed according to 
clinical severity and the response to treatment. The control 
group and the cases as a whole are included for comparison. 

The details of individual cases are shown in Tables II, III. 
and rv. 

Bacteriological Observations 

Of the 79 cases in this series, B.C.N. was isolated from 
the faeces at the first examination in 50 (63%). It was more 
commonly present in severe cases (76%) than in moderate 
and mild cases (50%). The difference is statistically signifi- 
cant, as it is just over twice the standard error. Of severe 
cases in which the organism was found, 42% ended fatally 
(13 of 31 cases). In comparison, of the severe cases which 
did not have the organism 10% were fatal (1 of 10 cases). 
This difference is also significant statistically, being more 
than rivice the standard error. 

One may therefore conclude that in this series there 
was a sicnificant correlauon between severity of case and 
the presence of B.C.N., and also between the probability of 
death in severe cases and the presence of this organism. 


Table I. — Details of Cases showing Clinical Severity and Response to Treatment 



Intramuscular Treatment 1 

1 Oral Treatment 

1 ^ Control 

1 Total 


Total 

Cases 

Rapid 

Improve- 

ment 

Delayed 

Improve- 

ment 

Died 

1 

1 Total 
Cases 

: Rari*^ 

1 Improve- 
^ ment 

Delaj'cd 
[ Improvc- 
^ ment 

Died 

Total 

1 Cases 

Rapid 1 
Iinpro\e* 
ment 

Delayed 
Improve- 
ment ; 

Died j 

1 

Total 
! Cases ^ 

1 RapH ; D-tocd i 

1 Impro'c- ' I-yro-.c- ) D.pi 

t cjcp.l rr.er.z 

Clinical condition of 



■■1 




1 





1 


i 

1 1 


aU cases: 

Sescre .. 

1 ,6 

mm 

■■ 

5 

14 

5 

3 

6 

11 

S 

— 

3 j 

41 

'7 i 

1 

I 16 

2S 
' 7 

1 ' 

1 

Moderate 

Mild 

H 

H 

H 


10 

2 

S 

2 

2 


14 

-* 

14 

4 

- 

- 1 

i - ! 


Total . . 

El 



5 

26 

15 

5 

1 ^ 

i ^ 

! 

— ! 

! " ! 

1 V9 j 

1 51 

i 14 ; 

: 14 

Cases ''-ith parenteral ■ 


■ 







i 


! 




! 


infections: 

Severe , . I 


1 



4 



2 

3 

! 3 

1 

— 


ID 

' 

i * 1 

4 

Moderate 




*■ 

3 

3 




4 

— ■ 

1 




Mild 

1 

1 



— 

1 

1 


— 

1 - 

i ' 

— 

1 





Total 

n 

6 

3 

a 

S 

6 


2 

9 1 

1 ^ 1 

! “ i 

— 

' ^ 1 

21 

; ^ i 


Cases 5»ithout oaren- 
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1 

1 






1 1 
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! ! 
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Severe 
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3 1 
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Table II . — Intramuscular Streptomycin Treatment of Infantile Diarrhoea and Vomiting 


Case 



Clinical Condition I 

1 Bacteriology of Stools 

- 

A nn 



1 



Result 

No. 


hJCA 1 




After Treatlneni 




Parenteral Infection 

Before Treatment 


3 

6 weeks 

F ! 

Severe 


B.C.N. (S.) 

B.C.N. (S.) 

N.I.* ‘ 

8 

11 months 

M 

Moderate 

Upper resp. infection 

Pr. yulg. 

■ Pr. vulg. 

Improved -r 

9 

3 weeks 

F 

,, 

• 

B.C.N. (R.) 

Negative 

N.I. 

10 

10 weeks 

F 

Severe 


Pr. vulg. 

Pr. vulg. 

N.I. 

n 

3 „ 

M 



B.C.N. (R.) 

B.C.N. (S.) 

Died 

12 

3 

F 

,, 


B.C.N. (S.) 

B.C.N. (S.) 

Improved 

17 

3 „ 

M 


Otitis media 

B.C.N. (S.) 

Died 

18 

10 „ 

3^ months 

F 

Mild 

Upper resp. infection 

Pr. vw/g. 

Pr. vulg. • 

Improved 

19 

F 

Moderate 


Bact. coli (beta) (S.) 

Negative 

23 

' 4 „ ! 

F 1 

Severe 


fPr. vulg. . 

\Bact. coli (beta) (S.) 

Protci/s 

i \Bact. coli (beta) (R.) 

N.I. 

26 

1 

2} 

M 

It 

Otitis media . 

/ Pr. vulg. \ 

\Bact. coli (beta) (R.) 

/Negative 
'\Pr. vulg. 

Improved 

27 

• 5 weeks 

M 


»» »» 

B.C.N. (S.) 

B.C.N. (R.) 

N.I. 

32 

1 year , 

F 


n »» 

B.C.N. (R.) 

Died 

34 

4 months 

F 1 

Moderate 


B.C.N. (R.) 

B.C.N. (R.) • 

Improved 

45 

7 „ 

M 

» 11 

»» l» 

B.C.N. (S.) 

B.C.N. (R.) 

B.C.N. (R.) 

47 

3 weeks 

M 

• Severe 


B.C.N. (S.) 

N.I. 

50 

.5 months 

• F 

Moderate 

Mastoiditis 

B.C.N. (S.) 

Improved 

54 

2 „ 

F 


B.C.N. (R.) 

B.C.N. (R.) 

59 

4 weeks 

F 

,, 

Pneumonia | 

Negative 1 

Negative 

n.l’ 

67 

2 months 

M 

Severe 


Negative ' 

Negative 

76 

54 „ 

M 


i 

B.C.N. (S.) 

B.C.N. (R.) 

Died 

77 

6i „ 

F 


Pyelitis 

B.C.N. (R.) 


N.I. 

84 

2 „ 

M 


B.C.N. (R.) 


Died 

86 

18 „ 

F 


Otitis media, pyelitis. 

B.C.N. (S.) 

B.C.N. (R.) 

N.I. 





pink disease 




* N.I. = Not improved, but recovered later on routine treatment. S. = Streptomycin-sensitive. R. = Streptomycin-resistant. 


These findings may not, however, apply generally, and in 
themselves may not indicate a causal relationship. 

The organism was often found in mild and moderate 
cases. It also persisted in recovered cases, even those which 
had been clinically severe. Of 50 recovered cases it was 
found in 27 (54%), which was a very small reduction 
compared with the initial incidence of 63% if a causal 
relationship existed. 

About half the cases from which the organism was 
isolated before treatment yielded streptomycin-resistant 
strains (24 of 50 cases, 48%). Strains which were initially 
sensitive often became resistant during treatment, a change 
which was noted in 12 of 16 cases (Tables II and III). Five 
of these 12 cases recovered satisfactorily. 

The findings as a whole may be regarded as not support- 
ing an aetiological relationship of this organism to infantile 
diarrhoea and vomiting. They indicate, too. that strepto- 
mycin therapy had little effect in eliminating the organism 
from the bowel. 


Pr. vulgaris was isolated initially in 10 cases, in 6 cases 
being associated with B.C.N. or the beta type of Bact. coli. 
Seven of the 10 cases were classified as severe. This 
organism appeared to have a minor significance in this 
series. It was not present in any of the patients who died. 

Discussion 

Our investigations confirm the frequent occurrence of a 
special type of Bad. coli, referred to as B.C.N. , in the stools 
of infants suffering from infective gastro-enteritis, though - 
this association was less common in our cases than in the 
series reported by Bray and Beavan (1948), .Giles, Sangster, 
and Smith (1949), and Taylor, Powell, and Wright (1949). 
•No evidence has yet been forthcoming to prove the patho- 
genic importance of any of the varieties of Bact. coli shown 
to be associated with infantile diarrhoea. 

B.C.N. was isolated from 25 of 32 cases arising after . 
admission to hospital ; in all probability these were the 
result of cross-infection, a conclusion' that was supported 


Table HI . — Oral Streptomycin Treatment of Infantile Diarrhoea and Vomiting 


Case 

Age 

Sex 

Clinical Condition 

Bacteriology of Stools 


No. 


Parenteral Infection 

Before Treatment 

After Treatment 


o 


F 

Severe 

’ 

B.C.N. (S.) 

B.C.N. (S.) 

Died 

5 

5 months 

F 

Moderate 


Negative 

Negative 

Improved 

N.l!’* 

13 

5 

M 

Mild 

Otitis media 

B.C.N. (S.) 

B.C,N. (R.) 

!5 

7 Weeks 

M 

Severe 

Bronchitis 

B.C.N. (R.) 

B.C.N. (R.) 

28 

3^ months 

F 

Moderate 


B.C.N. (S.) 

B.C.N. (S.) 

N.I. 

30 

3 Weeks 

M 

Pneumonia 

Negative 

Negative 

Improved 

31 

2 months 

F 

Severe 


B.C.N. (R.) 

B.C.N. (R.) 


40 

5 

6 weeks 

M 


Negative 

Negative 

„ 

46 

M 

Moderate 

Bilateral otitis media 

B.C.N. (S.) 

B.C.N. (R.) 

,, 

48 

5 „ 

3 months 

M 

Severe 


Negative 

B.C.N. (R.) ■ 

N.I. 

49 

M 


B.C.N. (R.) 

B.C.N. (R.) 

Improved 

51 

14 days 

M 

Moderate 

Upper resp. infection 

B.C.N. (S.) 

B.C.N. (R.) 

Died 

N.I. 

53 

55 

3 weeks 

4 


Severe 
" Moderate 

B.C.N; (R.) 

Negative 

B.C.N. (R.) 

B.C.N. (R.) 

57 

60 - 

3 

M\ 

M 

Severe 


Negative 

B.C.N. (S.) 

B.C.N. (R.) 

B.C.N. (R.) 

B.C.N. (R.) 

B.C.N. (R.) 

Improved 

62 

6 

M 


B.C.N. (R.) 

B.C.N. (R.) 


63 

3 

M 

Moderate 

Bronchopneumonia 

/B.C.N. (R.) 

B.C.N. (R.) 

No Proteus 

Died in 24 hrs. 

64 

9 months 

M 

Severe 

Bronchitis 

B.C.N. (R.) 

B.C.N. (R.) . 

65 

3J- „ 

F 

Pneumonia 

B.C.N. (R.) 

Improved " 

6S 

72 

14 days 

7 months 

M 

F 

Mild 

Severe 

Bilateral otitis media 

Negative 

B.C.N..CR.) 

B.C.N. (R.) 

Died 

74 

4 weck.s 

M 

Moderate 


B.C.N. (R.) 

n’.'l 

75 

11 

M 


B.C.N. (S.) 

B.C.N. (R.) 

79 

6 

M 

Severe 


B.C.N. (S.) 

B.C.N. (R.) 

Died 


•N,l. = Nol improved, but recovered later on routine treatment. S. = Streplomycin-sensitD'e. R. = Streptomycin-resistant. 
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T..BLE \\. -Control Cases of Infamile Diarrhoea and Vomiting on Routine Treatment 


Ca&c 

No. 

Age 

I 

Sc\ 

4. 

I year 

M 

6 

31 months 

F 

7 

9 „ 

F 

14 

3i .. 

F 

16 

10 weeks 

M 

. 20 

15 months 

M 

22 

7 weeks 

F 

25 

4 months 

M 

29 

1 month 

F 

35 

6 months 

F 

37 

6 „ 

F 

39 


M 

42 

5 weeks 

M 

43 

10 

F 

44 

9 months 

F 

52 

9 

3 weeks 

M 

56 

F 

61 

4 months 

F 

66 

10 ,. 

M- 

69 

7 „ 

F 

70 

8 

M 

71 

s 

Nt 

78 

80 

84 

11 weeks 

M 

F 

SI 

4 months 

F 

82 

4 „ 

*M 


4 weeks 

F 

85 

2 months 

M 

87 

3 weeks 

M 1 


Clinical Condition 


Parenteral Infection 


Moderate 


Severe 

Moderate 

Severe 

Moderate 

Mild" 

Moderate 

Mild" 

Severe 

Mild 

Moderate 

Severe 

Mild 

Severe 


Moderate 
Severe ' 
Moderate 
Severe r 
Moderate 
Severe 


Baaeriology of Stools 


Before Treatment 


O.R.I. 

Otitis media 


Pjclitis and pneumonia 


Upper resp. infection 
Pneumonta 


B ronchopneumonia 
Upper resp. infection 


Bact. colt (beta) (S.) 
B.C.N. (S.) 

I Negative 
/B.CN. (S.) 

' \Bact. coli (beta) (S.) 

/Negative 

\Pr. rul?. 

Negative 
B.C.N. (R.) 

B.C.N. (S.) 

Negative 
B.CN. (S.) 

Negative 

Bad. co//(beta) <S.) 
B.C.N. (S.) 

Negative 
Negative 
B.C.N. (R.) 

Negative 
B.C.N. (S.) 

B.CN. CR.) 

Negative 
, B.C.N. (S.) 
fBact. coli (beta) (S.) 
\pr. nig. 

B.C.N. (R.) 

B.CN. (R.) 

B.C.N. (S.) 

Negative 

I Bad. coli (beta) (R.) 
|/B.CN. (S.) 

\Pr. vulg. 

B.C.N. (R.) 


After Treatment 


B.C.N. (R.) 
Negative 

{ Negative 
Pr. vulg. 
Negative 

B.CN. (S ) 

Negative 


Not received 
B.C.N. (R.) 


Improved 


Died 

Improved 


Died in 24 hrs. 
Improved 


, Died 
I Improved 


S. = Streptomydn-s«nsili\e. R. = Strcptomycin-i 


by the more frequent isolation of streptomycin-resistant 
strains later in the investigation. This may be accounted 
for by sum'val of resistant strains only in patients under 
treatment or by cross-infection with a B.C.N. strain 
originally sensitive but resistant after treatment. 

^ Bacteriological investigation thus would not seem to 
justify streptomycin therapy, though the presence of B.C.N. 
m a severe case of infantile diarrhoea and vomiting may 
be regarded as a warning signal and a pointer to a more 
serious prognosis. 

Clinical improvement in some patients receiving the anti- 
biotic seemed to be attained at a more rapid pace than in 
those treated by standard measures. Especially was this so 
in cases associated with a parenteral infection; stools 
returned to normal in a shorter time and the upward trend 
in the patient’s general condition appeared steeper. In 
^reement with this are the favourable results recorded bv 
Gocttsch,' Cobley, and Mulloy (1948) in their cases of 
parenteral gastro-enteritis. 

In a number of our cases streptomycin v/as followed by 
a spectacular improvement — in others it failed completely, 
even detailed analysis of the case histories has not furnished 
clmical or bacteriological indication for the use of the 
antibiotic. In each individual case the result of strepto- 
m>cin therapy was also unpredictable. 


Summary 

The results of streptomycin treatment of infantile diarrhoea 
and vomiting are discussed. 

Streptomycin was given to 26 cases orally, and to 24 intra- 
muscularly, while a control croup of 29 cases received no 
antibiotic. 

dosage of streptomycin \\'as either 20 mg. per lb. body 
^ eig t per day for five to seven days, or 600 mg. for the first 
followed by 450 mg. daily for a further foui to six 

The rwults do not indicate that streptomycin exerts anv 
specific therapeutic effect. 


The frequent association of a special type of Bad. coli 
(B.C.N.) with infantile diarrhoea and vomiting was confirmed, 
being found before treatment in 50 out of a total of 79 cases, 
but no evidence was obtained that it was of any aetiological 
significance. 

Our ihanJcs are due to Professor Gaisford for his encouragement 
and valuable criticism; to Professor Maitland for allowing faalities 
in the department of bacteriology and for help with bacteriological 
problems; and to Drs. S. K. Guthrie, R. I. Mackay, and N. Wells for 
permission to include some of their cases in our investigation 
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Food invesiigaiion, 1947, is a report from the Department 
of Scientific and Industrial Research (H.M.S.O., price 6d.) 
which is written for the non-specialist. It describes work which 
has been done on whalemeat during an expedition to the 
Antarctic by the factory ship Balaena. It was found that the 
whalemeat was much improved in quality if the whale was 
bled and cooled down rapidly. The practice recommended 
was to make an incision in the main blood vessels in the neck 
and to slit the belly wall so that the cold sea-water could 
circulate. In this way the meat could be kept in good condi- 
tion for 18 to 24 hours. Research on meat, fruit, and potatoes 
continued during the year, and at the Tony Research Station 
quicker and more convenient methods of freezing were studied. 
Lobsters are apparently better frozen cooked than raw. Rapidly 
frozen cooked lobsters can be stored for eight months with 
little change in flavour and texture. 
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THE AETIOLOGY OF GRAVITATIONAL 
ULCERS OF THE LEG 

BY 

S. T. ANNING, M.A., M.D., M.R.C.P. 

Tutor in Dermatology, the University of Leeds 

The term “ gravitational ulcer,” first used by Dickson 
Wright (1931), refers to those chronic ulcers which occur 
oh the lower half of the leg associated with one or more 
of the following: oedema, cyanosis, induration, sclerosis, 
pigmentation, loss of hair, eczema, and varicose veins of 
the affected limb. These are signs of chronic impairment 
of the venous drainage of the leg. The importance of 
gravity in the cause of this condition was stressed by 
Brodie (1846) and by Hilton (1863). Brodie called such 
ulcers varicose,” and they have long been' thought to be 
due to varicose veins. Gay (1868) was probably the first 
to show, by clinical observation and careful dissection, that 
many were due to obstruction of trunk veins, deep and 
superficial, and that varicose veins often play no part. 
Gay’s work seems to have been forgotten or has been 
neglected, and the view that varicose veins are the main 
or only cause has persisted (McPheeters, 1928). Dickson 
Wright (1931) and Homans (1939) held this opinion, though 
both believed that some gravitational ulcers were due to 
'thrombosis of deep veins. However, in a series of 432 
patients with leg ulcers Birger (1941) found that throm- 
bosis was the chief factor. Nilz^n (1945) thought that cer- 
tainly 41% or possibly 56% of such ulcers were caused 
by previous tlirombosis, Bauer (1946) that 80-90% and 
Birger (1947) that 40% were due to this cause. 

The belief that varicose veins play a major part in the 
aetiology of these ulcers has affected treatment, which until 
the last few years has concentrated attention on such 
superficial varicose veins as might be present. 

Allen, Barker, and Hines (1946) considered that chronic 
venous insufficiency or stasis of the venous blood flow was 
due to obstruction of one of the main veins of the limb, 
particularly the ilio-femoral, as the result of thrombo- 
phlebitis, neoplastic invasion, or external pressure ; incom- 
petency of valves of the ilio-femoral vein resulting from 
thrombophlebitis without permanent obstruction of the 
vein ; or varicose veins of primary type (i.e., developing 
spontaneously), particularly those of long standing or 
considerable extent. 

The chief manifestations of chronic venous insufficiency 
are in the skin and subcutaneous tissue, and are thought 
to result from venous stasis rather than from increased 
venous pressure. As a result of stasis the venous blood 
has a low content of oxygen and a high content of carbon 
dioxide and other products of metabolism (Dickson Wright, 
1931). The nutrition of the tissues is impaired and oedema 
and necrosis may result. Ulceration of a limb with venous 
stasis may occur at the site of a local thrombosis of small 
superficial veins or it may follow trauma with broken skin. 
The healing power of the poorly nourished tissues is 
affected and trauma may not be followed by repair. Hence 
ulceration is a common complication of chronic venous 
insufficiency. Infection plays little or no part in ulcera- 
tion (though it may cause thrombosis). There is no rela- 
tion between the type of infection or the bacteria in the 
ulcerating area and the slowness or rapidity Nvjlh w’hich 
the ulcer heals. Those ulcers which heal most rapidly often 
contain the most bacteria (Ldwenfeld, 1924). 


The importance or otherwise of varicose veins in causini 
chronic venous insufficiency and ulceration is still a matte 
of dispute. Certain it is that many individuals with seven 
varices do not suffer from either. Furthermore, patient 
with chronic venous insufficiency and ulceration of the leg 
are seen not uncommonly with no varicose veins visible o 
palpable. 

The venous circulation of the limbs can be investigate! 
by clinical examination, including the patient’s history, th 
condition of the limbs, certain special tests (the Brodie 
Trendelenburg, Perthes’s, etc.), phlebography, venous pres 
sure estimations, examination of veins after surgica 
removal, and post-mortem dissection. 

Present Investigation 

This investigation was undertaken to try to determine th 
cause of ulceration in a series of 270 unselected patient 
examined and treated personally. The methods employe^ 
were clinical, with phlebography in a few patients. 

The term “ thrombosis ” is used here to denote throni 
bosis of one of the deep veins of the lower limb, and i 
assumed to have "taken place if there is a history of chroni 
oedema of the leg of sudden onset, with or without pai 
and tenderness in the calf and with other signs of persister 
venous stasis. Symptoms of pulmonary embolism at th 
onset and the appearance of varicose veins soon after ar 
taken to indicate that thrombosis occurred. 

There were 192 female and 78 male patients. Their age 
at the onset of ulceration varied greatly. One woman wh 
had suffered from osteomyelitis of the left leg when aged 
first developed an ulcer in that leg after slight trauma f 
the age of 13, and another first developed an ulcer i 
17 years while suffering from congenital haemolytic icteru 
Ulceration occurred in one youth of 17 a year after 
Trendelenburg operation. Most ulcers appeared durin 
the fourth and fifth decades, but in one patient not unt 
the eighth. 

Family History. — Patients were questioned about tl 
presence of varicose veins or ulceration of the. legs i 
their parents, brothers, sisters, or children. Tweh'e patien 
were uncertain and 140 (54%) of the rest gave a positi^ 
family history. 

IlJiisirative Cases. — Three sisters (unmarried) had gravil; 
tional ulcers. Their mother, one of their four brothers, ar 
another sister (married, with five children) had ulcers. Foi 
other sisters were unaffected. 

A tram driver had gravitational ulcers. Both his paren 
had varicose veins and two maternal aunts had ulcers. 

Heredity may play a part in the aetiology of ulceratio 
of the legs associated with purpura haemorrhagica, sickh 
cell anaemia, congenital haemolytic icterus, splenic anaemii 
Gaucher’s disease (Witts, 1942), or Cooley’s anaemia (Este 
Father, and Stickney, 1948) ; otherwise its importance i 
this condition is not well established. Weber, Rast, ar 
Lutteroti (1930), however, described chronic ulceration < 
-the legs following pneumonia in a man of 25 with thrombi 
angiitis obliterans whose father had suffered from simili 
ulcers, and Carleton (1948) showed a striking family histoi 
in two sisters with varicose ulcers. Congenital absence i 
valves in the veins of the leg as described by Eger ar 
Casper (1943) and Curtis and Helms (1947) may be impo 
tant in relation to inheritance. Weber (1948) wrote th 
there certainly is a constitutional tendency to ulcus crur 
in some families. 

Occupation. — ^Table I shows the occupations followed 
the time ulceration appeared. It \vill be noted that vei 
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Table I . — Occupation 


iMen {Total 78) 


% 

Women (Total 192) 


SloKdin.^ 




Filter or driller . . 

10 

Housev\-ifc 

.. 132 

Labourer 

8 

Shop assistant 

.. 14 

Fanner 

5 

Weaver or spinner 

.. II 

Shop assistant . . : . 

4 

Office cleaner 

5 

Warehouseman 

4 

Canteen worker . . 

.. 5 

Joiner 

3 

Cook or kitchen worker 

5 

Gardener 

2 

Hoffman presser , . 

.. 3 

Boiler fireman 

2 

Tailoress {half sittme) . . 

.. 3 

Painter 

2 

Barmaid . . 


Bool repairer 

2 

Landworker 


Tailor’s cutter 

2 

Hairdresser, laundry hand. 


Taflor’s presser 

Baker, bricklayer, circus hand, 
cleaner, compositor, cook, 
dentist, engineer, fur cutter, 
grinder, hairdresser, labora- 
tory attendant, miner, motor 
mechanic, music-ball artist, 
optical ins trumentmaker, paper 
maker, plate-la>er, porter, rol- 
ler coverer, scourer, shoeing 
smith, slewi-ard, tea blender, 
tram driver, tram conductor, 
s^ashhouseman, watchman, I 
each 

2 

i 

2S 

nishcr, 1 each . . 

.. 3 

Total 

74 

Total 

.. 185 

Si/rinff 

Unspecified 

2 

Unspecified 

.. 3 

Oerk 

2 1 

Office s*orker 

Printer 

Mender 

2 

/. T 

I 

Total 

4 

Total 

.. 7 


few patients had sedentary jobs, and that many worked 
standing with little activity as in fitting.drilling, shopkeeping, 
weavmg, and spinning. Although many miners attend this 
hospital, only one was seen with a gravitational ulcer. Con- 
stant muscular effort while working, standing, kneeling, or 
lying may prevent venous stasis. 

Child-bearing. — Of the 192 women, 37 (19%) were nulli- 
parous. The remaining 155 had 1 to 15 children each 
(mean 4.1). 

iVeight. — Obesity has been thought to be of importance 
in relation to gravitational ulcers (Dickson Wright, 1931 ; 
Heller, 1943 ; Mahomer, 1949). The weight of patients in 
this series varied between 45 and 132 kg.: a distribution 
curve is shown in Fig. 1. Nine men and 29 women weighed 

more than 89 kg., 
and, of these, four 
men and twelve 
women weighed 
more than 100 kg. 
One woman weighed 
132 kg. It would 
appear that in the 
majority of patients 
with ulcers obesity 
plays no part in the 
aetiology. 

Blood Pressure . — 
The blood pressure 
of 69 men and 172 
women was deter- 
mined. The readings 
of the women were 
classified in age 
groups. The number 
with systolic pressures above 140 mm. and diastolic pres- 
sures above 90 mm. is shoum in Table II, with the total in 
each age group, in order to, compare the results with the 
figures given by Robinson and Brucer (1939) based on a 
group of 3,405 American urban women taken at random. 
The proportion of ulcer patients with hypertension is signifi- 
cantly higher than in the control group. The men with 


Table TI. — Proportion of Women with Hypertension (172 Pctientsl 


Age Group : 

j25-9|30-4;35-9 

4^ 

45-9 

50-?, 

55-9 

60-; 

65-9 

[70-1 

Total in group . . | 
Systolic hypertension : 

3 ! 

4 

13 I 


20 ! 

30 

23 

32 

12 

!i3 

1 

No. in group , , | 

0 

I , 

2 1 

9 1 

9 

17 

19 

23 

10 

11 

Percentage of group 


- — 

13-3 


45-0 1 

56-6 

67-S 

87-5 

£3'3 

* £4-6 

Diastolic hypeften- ^ 



(5-4) 

(12-3) 

|(2a-9) 

a 1-4) 

t37-6) 

,(46-5) 

^57-2) 

f71._4) 

sion: I 











No. in group , . ] 

0 

I 

T 

< 

5 

1 If 

' 14 

' *’1 

10 

9 

Percentage of croup: 

, — 

— 

15*3 

29-4 

: 25-0 

1 35-6 

! 50-0 

65-6 

81*? 

69-2 

1 



(5.., 

C9-I) 

ai-s) 

(I0-9j^a9-9)^ 

(23.5. 

(25-0) 

Cie-S) 


The fi 3 *jrcs in parentheses are those of Robinson and B.-nser, 1939. 


ulcers formed a group too small for conclusions to be drawn 
from their blood-pressure readings. 

Concurrent Disease. — The following diseases were present 
in addition to ulceration : pernicious anaemia in one patient, 
severe anaemia secondary to menorrhaaa in one, con- 
genital haemolytic icterus in one, diabetes mellitus in four, 
hyperthyroidism in one, hypothyToidism in one, thrombo- 
phlebitis migrans in one, Paget’s disease /osteitis deformans) 
in two, and syphilis in two. The ulceration of the legs of 
the last two patients had none of the characters of sypliilitic 
ulceration, and antisyphilitic treatment did not cure the 
ulcers. * The Wassermann reaction was also determined in 
68 other patients, and was negative. Some of the aetio- 
logical factors as disclosed by the history in the present 
series are shown in Table HI. 


Table III . — Aeuoiogieal Factors in Patients with Gravitational 
Ulcers 



Men 

1 

Women j TetsJ 

Thrombosis of deep veins : 

1. Post-partum thrombosis 

2. Anie-partian thrombosis 

3 Conditions affecting the leg: 

Injury without fracture . . 

Injury with fracture 

Operau’on on a leg 

Infection of the leg , 

Treatment of varicose veins .. , 

4. Unknown causes . . 1 

5. Recumbency or inactivity; 

Medical Illness 

Operation (not on leg) 

6. Miscellaneous causes 

7. ** Silent” thrombosis (proved) 

26 

6 

n 

7 

8 

8 

5 i 
5 

5 

0 

1 

69 } 69 

15 ’ 15 

34 1 60 

5 1 11 

4 6 

8 15 

7 15 

11 19 

7 12 

7 ' 12 

3 S 

1 1 

TotsI ! 

1 

1 72 

1 

171 , 243 

|(S5-6:0 

V'enous stasis with no history of thrombosis: 

1. Varicose veins as only cause found 

2. Miscellaneous causes 

3 1 

‘l i 

29 

2 

Total 

6 

25 

i 31 
(II-4>J 

Grand total | 

7S j 

195 1 

274 


iVoftf, — Four «oae3 are etsiered ia more tiiaa one group 


Stasis dne to Thrombosis of Deep Veins 

1. Post-partnin “ WTiHe Leg ” 

Sbtty-nine (36%) women gave a history of post-partum 
’■ white leg ” (phlegmasia alba dolens) — 28 after the first 
confinement. In the remainder the “ white leg " occurr^ 
after confinements rnrying from the second to the thirteenth. 
Most of the women were multiparae (mean 3.9 confine- 
ments), and in sis "white leg” occurred after two con- 
finements ; in one patient it occurred three times. The 
mean age at which thrombosis took place was 30.2 years 
(variation 19 to 46 years). In 27 patients the thrombosis 
was bilateral and in the others it occurred slightly' more 
commonly' on the left side. Only 13 w'omen developed 
“ white leg ” after a normal confinement, and one of these 
got up on the third day, “ white leg ” developing soon after, 
intervention with forceps took place in IS pafients, severe 
post-partum haemorrhage in 12, a long labour in five, nrins 
in three, abortion at seven months in two, toxaemia Oi 



P)u. 1. Distribution curve of body 
weight. 
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pregnancy in two, malposition in two, retained placenta in 
two, ante-partum haemorrhage in one, and triplets in one.. 
Details of other abnormal confinements were not obtained. 
Matthew (1947) mentioned the raised incidence of “ white 
leg ” with high forceps deliveries and stressed the role of 
infection in some cases. The first ulcers in the present 
series occurred three months to 27 years after the “ white 
leg ” (mean 8.9 years). 

Illustrative Case. — This patient was delivered of her only 
child at the age of 25. Details are not available, but she says 
that it was a difficult labour and forceps were used. A few days 
later she had “ white leg ” and “ pneumonia ” (probably pul- 
monary embolism). The swelling of the legs persisted, and ten 
years later, following slight trauma, the first ulcer developed. 
There was no family history of varicose veins or ulcers of Ihe 
legs. Her weight was 85 kg. No varicose veins were found on 
examination, but the legs were oedematous, indurated, . and 
pigmented over the lower halves. 

2. Ante-partum Thrombosis 

Fifteen patients gave a history of pain and swelling of 
one or both legs of sudden onset during pregnancy. Oedema 
of the affected legs persisted and some of the patients 
developed varicose veins for the first time.. It is assumed 
that thrombosis of the deep veins of the leg had occurred, 
and in seven patients ulceration of the leg followed within 
a few weeks. Ante-partum thrombosis is well recognized 
as a complication of pregnancy, but, as Matthew (1947) 
pointed out, it is less frequent than post-partum “white 
leg.” 

Illustrative Case. — A spinner had bilateral varicose veins from 
the age of 18. Her mother also had varicose veins. At the 
age of 44, at about the sixth month of her eighth pregnancy, she 
developed “ white leg ” (left). She spent the remainder of the 
pregnancy in bed. An ulcer of the left leg appeared a few 
months later. She weighed 97 kg. and her blood pressure was 
240/110 mm. when she was examined at the age of 52. 

3. Conditions Affecting the Leg 

Injury to Leg without Fracture. — Sixty patients had 
suffered such an injury to one or both legs. The severity 
varied from that of a kick to that of a fall from a height, 
as from a roof or down stairs or through a floor which 
collapsed (three patients). Other injuries were due to a fall 
from a tram-car, a superficial gunshot wound of the leg, 
or. wrenching an ankle ; many were caused by mild blows 
such as walking against some firm solid object. In many 
the skin had not been broken. With most ulcers of the leg 
the precipitating cause is mild injury with abrasion of the 
skin. In the group under consideration, patients with a- 
previous history of thrombosis of the leg in whom mild 
injury produced ulceration are not included. Only those 
with legs previously normal or with varicose veins with 
no evidence of chronic venous insuflBciency are considered. 
Of these, 23 gave a history of swelling of the leg after the 
injury, probably due to thrombosis caused by the injury, 
and 10 developed varicose veins after the injury, possibly 
from the same cause. At the time of examination, when 
ulcers were prwent, 52 had varicose veins, which in several 
patients were in the injured leg alone. Slight or moderate 
injury to the leg with laceration, soft-tissue wounds, or 
simple haematoma may result in thrombosis. Vance (1934) 
investigated thrombosis of the veins of the lower extremity 
and pulmonary' embolism as a complication of trauma. 
He found that even minor injury to the leg may result in 
thrombosis. Homans (1934), Bauer (1944), Birger (1947), 
and Mahomer (1949) are in agreement with this view. In 
Bauer’s patients the presence of thrombosis was confirmed 
by phlebographic e.xamination. 


Illustrative Case. — grinder in good health was injured at 
the age of 32 by a severe blow from an iron girder which fell 
against his right leg. There was no fracture and the skin was 
not broken. Swelling of the leg followed. Varicose veins 
appeared for the first time, and a year later there was ulceration 
of the affected leg. At the age of 34 the varicose veins were 
ligated, ,but the ulceration was not improved. The Wasser- 
mann reaction was negative. His father had suffered from 
ulcers of the leg. ' 

Injury to the Leg with Fracture. — ^This had occurred in 
11 patients — affecting the tibia and fibula in six, the femur 
in two, the patella in one, and the ankle (fracture-disloca.- 
tion) in two. Both direct injury to a vein and immobiliza- 
tion of the linib may have been factors in causing the 
thrombosis which followed. Ulceration occurred in a 
period varying from one month to 26 years (mean 4.8 years) 
after the fracture. 

Illustrative Case. — A married woman sustained a fracture- 
dislocation of the right ankle at the age of 37. The leg was 
immobilized in plaster-of-Paris for three months, after which 
it was found to be oedematous and discoloured. These signs 
persisted, and one month after removal of the plaster ulceration 
of the leg occurred. There was no family history of ulcers or 
varicose veins. 

Operation on a Leg. — Six patients had undergone opera- 
tion for knock-knee, for hammer-toe, for deformity of the 
tibia in Paget’s disease, for tuberculosis of bone, for osteo- 
arthritis of the hip, and for an unknown cause. In each 
patient thrombosis of the affected leg had followed the 
operation, ulceration occurring later. 

Infection of ihe Leg. — Fifteen patients had infection of 
the leg in various forms causing thrombosis : osteomyelitis 
(2 — one of the tibia and one of the patella), septic wounds 
of the leg (12), and abscess of the ankle drained with tubes 
(1). One of these patients was a diabetic. Ulceration fol- 
lowed the infection in a period varying from a few weeks 
to II years (mean 4.1 years). 

Illustrative Case. — A motor mechanic aged 57 cauglit his left 
ankle against a sharp piece of metal, an abrasion resulting. 
This healed, but two weeks later an abscess formed at the site 
of injury and burst, discharging pus. At the same' time the 
whole leg became swollen, with deep tenderness in the calf. He 
attended the clinic five months later with an ulcer at the site of 
the abscess and with oedema and discoloration of the leg. The 
other leg was normal except for varicose veins, which were 
prominent in both legs. 

Treatment of Varicose Veins. — ^This appeared to be the 
cause of ulceration in 15 patients, including two in whom 
the injection of .varicose veins was carried out during preg- 
nancy. In two others thromljosis of the leg had occurred 
previously, in one after a fracture of the 'patella and in 
another after a fracture of the humerus which required rest 
in bed. Injection of varicose veins seemed to intensify the 
chronic venous insufficiency already present in these patients 
and to produce it in the remainder. Ulceration of the legs 
concerned resulted within a few months. The risk of throm- 
bosis of deep veins after the injection of sclerosing fluids into 
superficial varicose veins, especially above the knee, was 
stressed by Boyd and Robertson (1947). In three of the 
patients in the present series varicose veins had been 
injected at the same time as the internal saphenous vein 
was ligated, ulceration following within a few weeks. In 
none had phlebography been carried out to determine the 
state of the deep venous circulation of the legs before 
injection of the varicose veins. 

Illustrative Case. — A married woman suffered from “ while 
leg” Geft) after her first confinement at the age of 28,'When 
forceps were used. Varicose veins followed, and these were 
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injected eleven years later. The left leg became even more 
oedematous, and ulceration occurred shortly after. Her mother 
had suffered from varicose veins and ulcers of the leg. 

4. Thrombosis of Unknown Cause 
Thrombosis in the kgs from no apparent cause occurred 
in 19 patients. In several the condition had started in 
superficial veins, but all gave a history of marked oedema 
of the affected leg, with pain in the calf in some, which 
suggests tiat the deep veins were involved. Thirteen 
patients had a family, history' of varicose veins or ulcers 
of the legs. Phlebography confirmed the presence of 
thrombosis (of the femoral vein) in one patient. 

Illustrative Case. — A nulliparous woman weighing 76 kg. and 
living an active life suffered from phlebitis of a superficial vein 
of the left calf for no apparent reason at the age of 36. Within 
a few days the leg became greatly swollen and pulmonary 
embolism occurred. Shortly after this the right leg also became 
swollen. When she was able to walk the oedema increased and 
ulceration near the left ankle followed. Her mother had suffered 
from varicose veins and ulcers of the leg. 

5. Thrombosis due to Reeumbeucy or Inactintj" 

Medical Illness . — Some illness, the disease itself or the 
rest in bed necessitated by it, had caused thrombosis of the 
legs in 12 patients. In three it was said to have been 
influenza, in two bronchitis (one with pleurisy), and in two 
lobar pneumonia. Rheumatoid arthritis with many months 
in bed, pyaemia following a carbuncle, tonsillitis, scarlet 
fever, and pyrexia of unknown origin were each responsible 
in the other patients. 

Illustrative Case. — A baker whose mother had varicose veins 
developed scarlet fever at the age of 17. Three weeks after the 
onset, while in bed, thrombosis of the left leg occurred. There 
were no other complications of scarlet fever. An ulcer of the 
same leg appeared a few weeks later when he got up. The 
Wassermann reaction was negative. 

Operations not on the Leg. — ^Twelve patients gave a his- 
tory of “ white leg ” appearing shortly after an operation. 
Of these, nine had undergone an abdominal operation — 
two for appendicectomy (one with drainage), two for 
removal of ovarian cysts, one for cholecystectomy, one for 
hysterectomy, one for pelvic abscess, one for abdominal 
hernia, and one for an operation following an injury, the 
details of which are not Imown. Two patients had under- 
gone left inguinal herniotomy and one a perineal operation 
- of unknown type on the bladder for retention of urine. 
Allen, Barker, and Hines (1946) showed that post-operative 
thrombosis is more common after pelvic operations than 
after any other procedure, and more common in the left 
leg than in the right. 

illustrative Case. — ^A railway plate-layer underwent an opera- 
tion for left inguinal hernia at the age of 37. Five days later 
he suffered from pulmonary embolism and shortly aftenvards 
his left leg became swollen. Ulceration of the leg occurred a 
fe«' weeks after he got up. 

6. Thrombosis due to hliscellaueous Causes 

Thrombosis of the leg occurred in a woman aged 29 during 
intravenous therapy with glucose-saline for hyperemesis gravi- 
darum. An ulcer of the ankle followed at the site of injection. 
The risk of this complication of-intravenous therapy when given 
at the ankle is now recognized. 

A woman weighing 117 kg. had varicose veins for years, for 
which several injections with sclerosing fluids had been given. 
Thrombosis and ulceration followed a second-degree bum of 
the right leg. In another woman, aged 59, these followed a 
scald of the leg. 

A miner aged 39, in bed on account of a slight injury to bis 
back, had a thrombosis Of the right leg. and ulceration occurred 


when he got up. He had injured his right groin when 27 jears 
old and some swelling of the leg had followed. 

A joiner aged 57 fractured his pelvis. Thrombosis and ulcera- 
tion of the right leg followed. His mother had varicose veins 
and his brother an ulcer of the leg. 

A farmer, when aged 22, had both legs severely bruised by a 
riding accident and varicose veins appeared. A year later 
Trendelenburg's operation was carried out bilaterally, marked 
swelling of the right leg occurring aftenvards. At the age of 24 
the varicose veins, which had reappeared, were injected with 
sclerosing fluid. Ten years later he fractured his right femur, 
the limb being immobilized for ten months with a plaster spica. 
Shortly after the plaster was removed the first ulcer appeared. 
The Wassermann reaction was negative. There was no family 
history of varicose veins or ulcers. 

A labourer aged 58 had no family history of vancose veins 
or ulcers. When aged 27, while wearing puttees in the infantry, 
thrombosis occurred in the right leg with much swelling and 
aching. Varicose veins appeared for the first time, with 
ulceration, after a few months. 

A Czech fur-cutter, a cigarette smoker, had suffered from 
thrombophlebitis migrans since the age of 21, with recurrent 
idiopathic thrombophlebitis of the superficial veins of the legs 
and right arm. No signs of arterial disease were present There 
was marked venous stasis of the legs, with varicose veins. 
Ulceration first occurred when he was aged 31. His Wasser- 
mann reaction was negative and his weight 74 kg. His father 
and sister had ulcers of the legs. 

7. SDent Thrombosis 

WTien a patient has venous stasis, with no history of 
thrombosis, a silent thrombosis may hr suspected if there 
has been pulmonary embolism ; otherwise it may be indi- 
cated by phlebography, by surgical exploration, or by post- 
mortem examination. In this series, in those patients with 
no history of thrombosis, phlebography was carried out in 
only one, and of the others some may have had a silent 
thrombosis.' 

Illustrative Case. — ^The mother of 13 children, weighing 
82 kg., had bilateral varicose veins for many years, and these 
were injected when she was 42. Her sister had ulceration of 
the leg. There was no history of thrombosis at any time and 
she had never been in bed on account of illness of note or 
operation, nor had she suffered any injury. The Wassermann 
reaction was negative. The first ulcer appeared in the right leg 
at the age of 51. Nine years later a phlebogram showed block- 
age of the deep veins of the right thigh near the knee 

Venous Stasis with No History of Thrombosis 
In addition to the patient mentioned above there were 
others with no history of thrombosis. 

1. Venous Stasis doe to Varicose Veins 
There were 29 patients whose venous stasis and ulcera- 
tion might have been due to varicose veins. Of these. 24 
were women, of whom 17 were parous. In the whole group 
the family history of two was uncertain, but 17 of the 
remaining 27 gave a family history of vancose veins or 
ulcers of the legs or both. The age at which ulceration 
occurred varied from 20 to 78 years (mean 45.4 years). 
All but one had suffered from varicose veins for many years 
before ulceration appeared, and the problem arises whether 
these are cases of true varicose ulcer — i.e.. ulcer due to 
varicose veins — or whether they are post-thrombotic, the 
thrombosis having been symptomless. Some of these 
patients had ulcers “ riding " over a vein, to use the descrip- 
tion applied by Homans (1939) to true varicose ulcers. 
The possibility of previous thrombosis in the other patients 
remains. The question of varicose ulceration is discussed 
later, but even were it assumed that most of the patients 
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in this group suffered from varicose ulceration they 
represent less than 11% of the whole series. 

A tram driver weighing 84 kg., with a striking family history 
of varicose veins and ulcers of the leg, had varicose veins from 
the age of 12. An ulcer appeared on the right leg when he 
was 20 and on the left leg when he was 26. There had been 
no history suggesting thrombosis. Bilateral injection of vari- 
cose veins with sclerosing fluid, was carried out when he was 20, 
and ligation and injection of the veins when 26, on both occa- 
sions after the ulcers had appeared. The veins were injected 
again when, he was 29. The Wassermann reaction was negative. 
The early ulcers in this patient would seem to have been true 
varicose ulcers. 

A mother of five children, who had been a baker, developed 
varicose veins at the age of . 26 while bearing her first child. 
There was no family history of varicose veins or ulcers. One 
of the veins burst when she was 42 and an ulcer formed at the 
site. The varicose veins were treated by operation soon after 
with no benefit to the ulcer, and were injected when she was 50. 
Tremendous swelling of the leg resulted, no 'doubt due to a 
thrombosis of deep veins. She now has calcification of the 
varicose veins, much induration of the’ legs, and diabetes. Her 
weight is 76 kg. 


gravitational ulcer. The pathology of thrombosis will not 
be discussed here, as the subject has been fully reviewed 
by Allen, Barker, and Hines (1946), Zilliacus (1946), and 
Birger (1947). Causative factors may be slowing of the 
blood flow, alteration in the composition of the blood lead- 
ing to an increased tendency, to clot, and injury to the 
intima of the vein. The blood flow in a leg vein may be 
slowed by lack of muscular activity, by pressure on the 
vein from outside, and owing to defective venous valves. 
Thrombosis may take place with no apparent cause, as in 
19 patients in this series. 

Homans (1934) pointed out the importance of the deep 
veins of the calf as the site of origin of thrombosis in the 
lower limb. In two large series of cases of pulmonary 
embolism examined post mortem by Rossle (1937) and 
Neumann (1938) the calf or plantar veins were the site of 
thrombosis in the majority. This was confirmed by Putzer 
(1939), Frykholm (1940), Bauer (1941), and Hunter, Krygier, 
Kennedy, and Sneeden (1945). Only 10% of all throm- 
boses in the femoral veins are not associated with deep 
thrombosis helow the knee (Homans, 1943). , 
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2. Venous Stasis due to Miscellaneous Causes 
A woman with congenital haemolytic icterus suffered front 
ulceration of the leg from the age of 17. Her mother and two 
sisters had ulcers of the legs. 

A boot-repairer, whose mother had an ulcer of the leg, had 
suffered from acute anterior poliomyelitis as a child. His left 
leg tvas wasted and he wore a walking-calliper. A gravitational 
ulcer appeared when he was 26. No varicose veins were present 
and there was no history of thrombosis. The ulcer- was prob- 
ably due to venous stagnation caused by lack of muscular- 
contraction in the leg. 

Discussion 

The causes of chronic venous stasis, and hence of gravita- 
tional ulceration of the leg, are summarized in Fig. 2. 

Tlirombosis of Deep Veins of the Lower Limb 
This had been present in about 89% of patients in the 
scries and seems to have been the most important cause of 


Thrombosis in the veins of the calf may cause pain and 
deep tenderness (Homans, 1934 ; Boyd, 1948), but often-a 
“silent thrombosis ” has been demonstrated in patients u'ilh 
pulmonary embolism (Homans, 1943) and by phlebographic 
examination (Bauer, 1941). The absence of any history of 
thrombosis in a patient with gravitational ulceration is 
therefore no evidence that the latter is not post-thrombotic 
in origin, and probably only by phlebography or dissection 
can the point be settled in a particular case. It is possible 
that some of the patients in the present series with no 
history of thrombosis had suffered from a “silent 
thrombosis.” 

Thrombosis originating in the lower part of the leg 
tends to extend centrally, often into the iUo-femoral vein. 
As a result of such thrombosis the venous return from the 
lower limb is impaired, as Gay (1868) observed, the lumen 
of the deep veins being occluded,, though sometimes not 
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completely. Periphlebitis secondary to an aseptic inflam- 
mation of the wall of the \eins (phlebitis) may be present 
(Bauer, I94S). Later, recanalization of the thrombosed 
vein may take place, but the valves are permanently 
destroyed- (Homans,, 1917; Edwards and Edwards, ,1937 ; 
Bauer, 194S). This recanalization and val\'e destruction in 
the popliteal and femoral veins leads to marked venous 
stasis in the lower limb when the indiWdual is erect. 
Linton and Hardy (1948) believe that ulceration of the 
leg does not take place until the thrombotic veins have 
become recanalized, and that this may take from orie to 
29 years from the time of venous thrombosis. 

Varicose Veios . 

These may usefully be considered as primary or second- 
ary. The primar>’ type develops spontaneously and is 
probably due to inherited weakness in the structure of the 
vein — dilatation of the vein leading to incompetence of 
the valves (Edwards and Edwards, 1940)— or to congenital 
absence of valves as described by Eger and Casper (1943) 
and Curtis and Helms (1947). The secondary tj’pe develops 
as the result of thrombosis of deep veins in the lower limb 
(Meyer, 1932), though , if the latter has been “silent” it 
may be difficult to distinguish this type from the primary. 
Post-thrombotic ulcers may be associated with such varicose 
veins of secondary tj'pe. 

Do varicose veins of the primary type lead to venous 
stasis and ulceration ? Varices may occur, as Meisen (1932) 
pointed out, with stasis and without stasis, and stasis may 
occur without varices (as in 31 patients in this series). The 
two may be independent Clim'cal experience suggests that 
primary varicose veins, sometimes quite severe, occur not 
uncommonly without venous stasis. However, stasis and 
ulceration may be found with primary varicose veins, and 
the condition is well described by Bauer (1948). A family 
history of varicose veins is usual, a history of deep throm- 
bosis is absent, women are affected twice as often as men, 
a bursting sensation is present in the legs on standing, 
oedema and other signs of chronic venous insufficiency are 
present similar to those following thrombosis, but phlebo- 
graphy and operative exploration differentiate the condi- 
tions. Bauer (1948) believes that idiopathic or non- 
thrombotic femoral incompetence, as he names it, is due 
to deficiency of the valves of the femoral and popliteal 
veins caused by phlebosclerosis affecting the deep veins, 
and not merely the superficial veins as in primary varicose 
veins, without evidence of venous insufficiency. Probably 
a similar result is produced by congenital absence of valves 
in the deep veins (Eger and Casper, 1943 ; Curtis and 
Helms, 1947). 

Thus with primary varicose veins ulceration may be 
present if there is congenital or acquired absence or incom- 
petence of valves of the deep veins. Ulceration may be 
absent if only the superficial veins are \aricose. Throm- 
bosis may occur, however, in the deep veins of patients 
w’ith the latter condition, following treatment of the super- 
ficial varices, or may be due to any of the causes which 
lead to thrombosis in an individual without varicose veins. 
A post-thrombotic ulcer may result. In the present series 
primary varicose veins do not seem to have been a cause 
of ulceration in many patients, as only 32 (1 1 %) gave no 
history of prerious thrombosis. Three of these did not 
have primary varicose veins, and of the others some may 
have had a " silent ” thrombosis. 

Venous stasis due to complete absence of muscular 
contraction is rare, only one patient in the series having 
gravitational ulceration from this cause (previous anterior 
polioms’elitis), but comparative lack of movement while 


standing at work may be a secondary factor of note in 
some patients with ulcers. 


Arterial Disease 

Gay (1868) and Heller (1943) considered arterial disease 
to be an important cause of some chrome ulcers of the 
lower part of the leg. More recently Hines and Farber 
(1946) have described ulcerafion of the leg due to arterio- 
sclerosis and ischaemia occurring in the presence of hyper- 
tensive disease, with no other vascular or cutaneous disease. 
Although in the present series no ulcer w^as thought to be 
due only to arterial or arteriolar disease, the high pro- 
portion of patients with hypertension suggests that this 
condition may be a factor in the aetiology of gras-itational 
ulcers. Obliterative arterial disease may occur without a 
rise in blood pressure. The presence of an arterial factor 
in the causation of some ulcers may account for the 
benefidal effect of sympathectomy in certain patients 
(Borrie and Barling, 1948). 

The treatment of chrom'c venous insufficiency and ulcers 
of the leg will not be discussed here, but it is clear that to 
be effective an accurate diagnosis of the cause and a 
knowledge of the aetiological factors involved are important. 

Treatment 

In this country at the present time the concentration on 
treatment of superficial varicose \ems in patients with 
venous stasis is neither rational nor useful, and the results, 
as shown in several patients in this series, may be appalling. 
More often than not it is harmful, increasing the’ degree 
of stasis already present. Progress will be achieved only 
by a better understanding of the essential causes of the 
condition. Measures to prevent thrombosis are important, 
and when venous stasis has appeared the continued use of 
elastic supports to prevent oedema is essential. Various 
surgical techniques, such as those of Bauer (1948' and 
Linton and Hardy (1948), require consideration. 


Summary 

A series of 270 patients with gravitational ulcer has been 
investigated. This type of ulcer results from chronic venous 
stasis of the lower limb. In 88.6% venous stasis was due to 
previous thrombosis of deep veins in the leg. Varicose veins 
may be present as a result of thrombosis, but primary varicose 
veins rarely cause venous stasis and gravitational ulcer. The 
futility of treatment of the condition by attention to superficial 
varicose veins is stressed. 


I am grateful to Dr. J. T. Ingram and Dr. F. F. Hellier for aCowing 
me to cariy out this investigation on their patients. 
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A NEW NEONATAL SYNDROME 

BY 

W. G. MILLS, F.R.C.S., M.R.CO.G. 

Assistant Obstetric Surgeon, United Birmingham Hospitals 

During the ten-months period December, 1946, to October, 
1947, a new syndrome affecting infants appeared in the 
nurseries of the Birmingham Maternity Hospital. Eight 
cases were observed, the predominant feature .being a circu- 
latory disturbance in one or both lower limbs, while some 
cases in addition showed muscular weakness or palsy. The 
case incidence was sporadic, and on only one occasion was 
the interval between cases less than three weeks. The 
aetiology was unknown, and neither the medical nor the 
nursing staff could recall similar cases. Search for guidance 
in standard textbooks proved fruitless, and it was concluded 
that the syndrome must have been caused by some new 
factor, such as a new line of treatment, that had never 
before operated. 

Case Reports 

Case I . — On April 6. 1947, a 60-hours-old infant was found to 
have a flaccid paralysis of the right lower limb with apparently 
complete sensory loss below mid-thigh ; the leg was pale and 
cold and no arterial pulsation could be detected. The appear- 
ance suggested an embolism of the common femoral artery, 
but the exact time of onset was uncertain. Next day the foot 
was still pale and cold, but the calf showed a mottled cyanosis 
and in a short time the whole limb became warm and flushed. 
Patches of local discoloration persisted on the front of the leg. 
the heel, and great toe, and desquamation was followed by scab 
formation and a chronic ulcer over the anterior border of the 
tibia. At 1 month old there was still a small unhealed ulcer, 
and considerable weakness in the anterior tibial group of 
muscles. At 2 years old there was a pes cavus, a limp, and 
poor dorsifiexion of the foot. 

In an attempt to elucidate the aetiology the obstetric his- 
tory was checked in detail. The mother, a primigravida, had 
been treated in hospital from the 34th to 38th week of preg- 
nancy for pre-eclamptic toxaemia. Labour had been induced 
surgically, but after three days’ inertia delivery had been 
cfTeclcd by lower-segment caesarean section under general 
anaesthesia. The child was asphyxiated ‘ at birth, and was 
resuscitated with oxygen and an injection of nikethamide into 
the umbiUcal cord. It weighed 5 lb. 3 oz. (2.35 kg.). It had 


not been delivered through the incision by traction on one leg, 
and no injection was recorded as having been given into the 
buttock. The only conclusion that could be reached was that 
spontaneous thrombosis or embolism of unknown origin had 
occurred in- the main artery to the limb. 

It was then recalled by the ward sister that a somewhat 
similar though more severe case, had occurred a few months 
previously, and that the child had subsequently died. 

Case 2 . — On consulting the records it appeared that a child 
had been delivered spontaneously on Dec. 14, 1946, following 
surgical induction of labour at 37 weeks for disproportion in 
a primigravida,; the second stage of labour had been prolonged 
to three hours, and the child, weighing 6 lb. 9 oz. (2.98 kg.), 
had been born in a state of white asphyxia. Its condition being 
critical, nikethamide followed by lobeline and a second dose 
of nikethamide had been injected into the umbilical cord with- 
out any immediate effect. Six hours later the right leg was 
seen to be cyanosed and flaccid, with some oedema of the 
buttock', and during the next day it became cold and anaesthetic. 
Gangrene of the extremity developed and the infant died on 
the eleventh day from peritonitis. Necropsy showed thrombosis 
of the right common iliac artery and also of the inferior 
mesenteric vessels ; there was gangrene and perforation of the 
sigmoid colon. 

No common aetiological factor could be deduced from 
these two cases, although it seemed probable that the one 
was a more severe variant of the other. However, the next 
three months produced five more cases which, although not 
so severe, presented sufficient similarity to those preceding 
to warrant grouping together. - 

Case 3 . — ^A child was delivered on April 30, 1947, by 
caesarean section for placenta praevia ; a general anaesthetic 
was used. The child was sleepy and asphyxiated at birth, and 
three injec'tions of nikethamide were given into the cord before 
respiration was established. On the second day the left buttock 
was found to be discoloured and indurated as thougli severely 
bruised ; there was no concomitant paralysis, and the condition 
resolved in a few weeks wilhout ulceration. It qould easily 
have passed unrecorded had the previous cases not stimulated 
interest and observation. 

Case 4 . — This child was seen on May 25. Labour had been 
induced at 37 weeks in a primigravida with a posterior position 
of the occiput, but there was an interval of three days before 
the onset of labour. Intrauterine infection developed, and 
eventually a small infant 5 lb. 3 oz. (2.35 kg.) was delivered in 
a state of white asphyxia. Nikethamide was injected into the 
cord, and recovery was uneventful until the third day, when 
an area of discoloration was noticed on the right buttock. This 
area was indurated as though severely bruised, and the over- 
lying skin became necrotic, to produce an unhealthy ulcer which 
healed with difficulty in about a month. There was never 
any demonstrable paralysis. 

Two further cases were recorded within 24 hours of each 
other three weeks later. 

Case 5 . — A baby born on June 18 was the second child of a 
woman aged 47 ; during a difficult forceps extraction of a 9-lb. 
(4-kg.) infant there was considerable 'delay in delivery of the 
shoulders, and the child was born in white asphyxia. Two doses 
of nikethamide were injected into the umbilical cord. Twelve 
hours later there was extensive discoloration of the right buttock 
and right side of the scrotum, and during the next two days 
the gluteal skin broke down to form an ulcer, and a tense 
hydrocele developed. Movements of the right lower limb were 
greatly diminished, and there was temporary palsy of the 
anterior tibial group of muscles, "nie gluteal ulcer healed in 
a month, and leg and ankle movements gradually returned to 
normal. 

Case 6 . — ^The coincident case was less serious. Labour had 
been induced at 37 weeks for disproportion in a primigravida, 
and an infant weighing 7 lb. 3 oz. (3.26 kg.) was delivered with 
forceps for foetal distress; its condition was only fair, and 
one injection of nikethamide was given into the cord. Three 
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days later the typical indurated area of discoloration had 
appeared on the right buttock, and movements were diminished 
at the right ankle. There was no subsequent ulceration, and 
recovery was complete in 10 days. 

Case 7. — This child was born on July 16. The infant was 
delivered precipitately through a rachitic flat pelvis after a long 
delay at the brim. and its condition was so poor that cerebral 
.haemorrhage was presumed. Its life was twice despaired of, 
but after three separate injections of nikethamide into the 
cord respiration was more or less established. Six hours 
later the child was still ejanosed. There was discoloration of 
the legs : the left showed a mottled cyanosis of the buttock, 
thigh; and flank, while the right was pale, atonic, and in- 
active ; there was also oedema of the left side of the scrotum. 
Wflthin an hour the pallor of the right limb had been replaced 
by deep cyanosis, but the child died within 24 hours and no 
further changes were recorded. Necropsy revealed cerebral 
haemorrhage and atelectasis with no demonstrable thrombosis 
or embolism in the main arterial tree of either lower extremity. 

Following this case a tentative diagnosis was propounded, 
and it was hoped that further cases might be avoided. How- 
ever, the arrival of a new resident two months later was 
followed by the eighth and final case. 

Case 8 . — ^This child was born on Oct. I. 1947. Caesarean 
section had been performed on account of some disproportion 
'and inertia, and the child’s condition was poor enough to 
require nikethamide for resuscitation. ' Within seven hours the 
left buttock was ejanosed and mottled, the left side of the 
scrotum was discoloured, and the left leg was pale and atonic 
(see Fig.). The leg regained full movement within a few 
days, but the gluteal skin broke down to produce an ulcer, 
which healed in a few weeks. 



Discussion 

To summarize these eight cases, we have a neonatal con- 
dition that has apparently not been previously recorded ; 
it is probable that cases of litlle severity have escaped 
notice in the past, and in fact search in the hospital records 
has disclosed reference to one such case in 1945. The 
chief characteristics include the onset of vascular disturb- 
ances shortly after birth in one or both lower extremities, 
with a predilection for the gluteal region, and sometimes 


a flaccid paralysis of the limb, . In one infant there was 
a fatal issue from cerebral haemorrhage ; in another the 
inferior mesenteric vessels were affected and the child died 
from peritonitis : in a third there was residual paralysis of 
the anterior tibial group of muscles. All the remainder 
recovered fully. 

After the occurrence of the seventh case a determined 
effort was made to establish a diagnosis, and various 
theories were put forward. The unilateral bruising of the 
buttock suggested thrombosis or embolism of the inferior 
gluteal artery, which in foetal life represents the main 
arterial axis of the lower extremity. It is the chief branch 
of the hypogastric, which continues as the umbilical arterv- ; 
the external iliac artery is very much smaller. The inferior 
gluteal artery contributes the chief blood supply to the sciatic 
nerve. Embolism was considered improbable on account 
of the bilateral effect in Case 7 and the mesenteric lesion 
in Case 1. No cause could be adduced for a primary 
arterial thrombosis. Injection of vitamin K into the infant’s 
buttock was disproved. The obstetric procedures were so 
diverse, including spontaneous, forceps, breech, and caesar- 
ean deUveries, that there seemed small chance of finding 
a common factor. However, it was observed that all 
infants had been born in a state of white asphyxia, and all 
had required at least one injection of nikethamide for 
resuscitation. Speculation was aroused upon the possibility 
of an intravenous injection being responsible for an arterial 
lesion, when it was suddenly reahzed that in all probabilitj 
the injection had been given on occasion into an umbilical 
artery. 

The resuscitation of the newborn is always an emergency 
procedure, and if it should foUow operative deliver}’ the 
obstetrician may still be engaged in the treatment of the 
mother. In consequence, the anaesthetist or a junior 
hospital resident may be instructed to inject “ nikethamide 
into the cord,” by which it is intended that 0.5 to 1 ml. of 
nikethamide shall be injected into the umbilical vein and 
milked down the cord to the umbilicus. Instead of the 
familiar engorged cord with a prominent distended vein 
and two smaller encircling arteries, there will probablv be 
a practically avascular structure in which two dark vessels 
are dimly discernible. The operator, unfamiliar with the 
appearance of the cord in states of shock, and an.xious to 
discharge his duty rapidly, may select a vessel and puncture 
it with difficulty ; whichever he selects will be wrong, for 
the ve’iri is empty, transparent, and practically invisible, 
and the injection will have been made into an artery 

It is my belief that in the past this accident has been bv 
no means uncommon, and that the production of a patho- 
logical lesion depends upon three factors. The volume of 
injected fluid and the vigorous nature of the “ milking ” 
process will detemune how much nikethamide enters the 
foetal hypogastric arteries, while the height of the infant’s 
systolic blood pressure will decide how far the retrograde 
injection advances before being swept peripherally in the 
arterial stream. The actual pathology nught be an arterial 
spasm vvith ultimate thrombosis similar to the condition in 
the upper extremity following acddental intra-arterial injec- 
tion of anaestheffc solutions. The occurrence of a bilateral 
case may be e.xplained by the use of both umbilical arteries, 
while the massive effect in Case 1 followed a triple injection 
— enough to fill the common iliac arteiy and overflow into 
the aorta.iand inferior mesenteric. It is hardly surprising 
that the notes record “ no immediate improvement." 

It may be argued that the above hypothesis is mere 
conjecture supported by circumstantial evidence, and it must 
be admitted that proof is still lacking. An attempt has 
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' been made to demonstrate the relevant arterial distribution 
by injecting methylene blue into the umbilical artery of a TETRAETHYLTHlURAPrlDISULPHIDE* 
living anencephalic foetus, but without success. Experi- - jjy XHE TREATMENT OF ' 

ments have been made elsewhere to reproduce the lesion in 

cats, but no positive result has been obtained. The difficulty ' ALCOHOLICS 

of such experiments lies in the fact that the injection muk ' by . ’ 

be made against the full force of the neonatal blood 

pressure, and the fluid is thus unlikely to travel so far in a A.. E. CARVER, M.A., M.D., D.P.H., D.P.M. 
retrograde direction as it would when the subject was Medical Director, Caldecote Hall 

shocked or gravely asphyxiated. However, it is of some 

significance that after explanation of the danger of intra- numerous have been the drugs and techniques used and 
arterial injection to the resident staff no further cases were abused in the age-long struggle against alcoholic excess- that 
recorded ; and those who are uncomfortably aware of naturally is wary about recommending any new pre- 

having themselves made such an injection testify to the paration. \et tetraethylthiuramdisulphide, with the struc- 
extreme facility with which it may be made in moments formula of (C„H,)„.N.C-S,S-CN(CjH-)j, recently 

of stress and shortage of sleep. There is no satisfactory S S 

explanation of the variable interval between injection and introduced by Dr. Erik Jacobsen, of Copenhagen, shows 
discovery of the lesion (6-60 hours), and an inexplicable trial so soon as it 

fact is the sudden appearance of this senes of cases in a jo ffie medical profession in this 

hospita in , which the use of niketham.de by injection into ^^^^jry. Adequate samples were placed at my disposal 
the umbilical cord has been an intepl part of the routine ^ the following preliminary report shows 

for neonatal resuscitation for several years. the advantages derivable from its administration. 
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Summary 

A new syndrome is described, comprising arterial lesions with 
occasional paralysis in the lower limb of the newborn. 

Eight cases are recorded as having occurred in a period of 
10 months at a busy maternity hospital. 

The aetiology of the condition remains unproved. It is 
suspected that the lesions may be due to injection of drugs 
into an artery in the umbilical cord. The evidence in favour 
of this theory is discussed. 

1 am deeply indebted to Dr. Frances Braid for her interest in 
these babies and her stimulating encouragement. I wish to thank 
Dr. Hudson, of the Walton Hospital, Liverpool, for details of a 
similar series of cases, and the staff of the Birmingham Maternity 
Hospital, under whom the cases were admitted, for permission to 
publish. 


A number of Government scholarships have- hitherto been 
available to selected nurses who wished to train as nurse tutors. 
The assistance given has covered the training and examination 
fees and the cost of books, and provided an allowance of 
£150 for the period of training. The Ministry of Health has 
decided to end this arrangement and to substitute the following. 
Nurses, both male and female, who are accepted by training 
institutions for training as nurse tutors should be granted leave 
on full pay, including emoluments where appropriate, for the 
period of the training. The nurse would be required to pay 
the full cost of the training, including examination fees and 
books. The courses cover an academic year and begin in 
the latter part of September or early October. The recognized 
institutions which will be running courses next term are : 
Battersea Polytechnic, Battersea Park Road, London, S.W.ll 
(40 places) ; King’s College of Household and Social Science, 
Campden Hill Road, London, W.8 (20 places) ; Royal College 
of Nursing, l,\, Henrietta Place, London, W.l (36 places); 
University College, Hull (12 places). The fees for the courses 
vary from £20 to £50. Applicants must (n) be registered in the 
General Part of the State Register, or the Part of the Register 
for Male Nurses (General Trained) ; (6) have had at least three 
sears' experience in nursing in hospital since registration in 
any Part of the Register, including at least one year as a 
ward sister (or corresponding rank in the case of a male nurse) 
in an approved training school ; (c) satisfy the training institu- 
tion that their general education is such as to justify taking up 
training. Where an applicant is registered both as-a general 
trained nurse and as a mental nurse or nurse for mental defec- 
tives, but has not had a year’s experience in charge of a ward, 
the applicant must have post-registration experience, satisfac- 
tory to the General Nursing Council, in an approved training 
school for a period of at least four years. 


The Drug’s Action 

Before relating these it will be of interest to expound the 
pharmacological basis of the drug’s action. For many years 
it has been known that certain substances — e.g., cyanamide 
and the fungus Coprhnts atramenlarhts — though innocuous 
to man when taken alone, yet gave rise to unpleasant symp- 
toms when alcohol subsequently was consumed. Tetra- 
ethylthiuramdisulphide has a similar action, and the work 
of Dr. Jacobsen and his' colleagues in Copenhagen has 
shown fairly conclusively that these characteristic efifecls are 
due to an interference with the normal , metabolism of 
alcohol in the body, so that unusually high levels of acetal- 
dehyde become present in the blood stream. Acetaldehyde 
is a normal intermediate stage in carbohydrate metabolism, 
and after alcohol its piesence in the blood shows a tem- 
porary slight increase. When any member of the sensitizing 
group of substances now under discussion has been taken 
before the consumption of alcohol the blood acetaldehyde 
rises steeply (up to tenfold) and its elimination is slow. 

Aldehydes are derived from the simple oxidation of 
primary alcohols, as is shown by the following equation 
with structural formulae ; 

CH3 CHj 

H— c:— O— Hri-0 = (i 

I /\ 

H HO 

Elliyl alcohol Acelaldehyde 

Exactly how tetraethylthiuramdisulphide interferes with the 
normal metabolism of alcohol is not yet known, but there 
is an interesting correlation between this and the course of 
events in vitamin B, deficiency. In the latter case pyruvic 
acid, not acetaldehyde, is the stage at which metabolism 
goes wrong.- Aldehydes and ketones are closely alliecV, 
having the same general formulae CnH^O. Similarly the 
aldehj'dic and ketonic acids are closely related, and pyruvic 
H 

acid, H— O- C— is the simplest of the ketonic 
H O 

acids. Later the relation between the mechanism of the two 
derangements in carbohydrate metabolism will probably be 
discovered. Possibly some similar if not identical inborn 

•This drug has the proprietary names of “ aniabus,” *• antabusc." 
and “ antalco." 
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error of metabolism will be found to account for the hyper- 
sensitivity of certain individuals to small doses of alcohol. 

Tetraethylthiuramdisulphide has an advantage over other 
sensitizing drugs in that, though its action is prolonged, 
lasting several days, there is no, evidence of cumulative toxic 
effects in the dosage usually employed. Moreover, it is easy 
to carry and to administer orally in tablet form. No symp- 
toms arise unless and until alcohol also is ingested. Then 
typical sjTnptoms' begin with a burning sensation in the 
face. This is followed by injection of the conjunctival 
vessels and redness of the face. The loose tissue around the 
eyes becomes congested and the patient may have difficulty 
in keeping his eyes open. The pulse increases in frequency 
and may gradually rise to 150 a minute, but there is little 
if any change of blood pressure, though most patients com- 
plain of a pounding at the heart. Giddiness, hammering in 
the ears, and headache are next to appear, and the patient 
complains of a vague generalized anxiety and distress. 
Finally, if the doses of both substances have been large, he 
vomits and feels " thoroughly ill.” Symptoms begin within 
a quarter of an hour of the intake of alcohol and last a 
variable time (up to five hours), then fade away gradually 
in sleep. On the following day the patient feels lackadaisical 
and listless, but is capable of carrying on his work. 

, These U'pical symptoms, of course, are subject to con- 
siderable Individual variation in their march and severity, 
but the above recital affords a general picture of the 
average patient under close observation. Advantage has 
in two ways been taken of the disagreeable sequelae of this 
drug plus alcohol as an .aid in the total treatment of 
excessive drinkers. 


Method of Treatment 

First, in a special institution for the rehabilitation of 
alcoholics those patients allowed out on parole receive a 
dose of 1 g. the previous day and 0.75 g. at breakfast on the 
morning of the day of congi. As a knowledge of the effects 
of (he drug has not yet spread abroad patients do not know 
the consequences which a breaking of parole will entail. 
.They think that the tablets received are merely vitamins, to 
which they are accustomed. Should a patient upon his 
return from an outing complain that queer things befell him 
his physician draws the obvious conclusion, but, instead of 
asking awkward questions, explains that the susceptibility 
of persons under treatment is such that any lapse to 
alcoholic beverages is likely to be fraught with not 
unmerited distress. 

As patients and public become knowledgeable concerning 
the properties of these innocent-looking tablets this particu- 
lar device will cease to have strategic value and the second 
method must be adopted. 

This method is frankly to discuss with the patient the way 
in which tetraethylthiuramdisulphide can be used to con- 
tribute to a cure in his individual case. He is then free to 
decide whether to co-operate in the plan. Though there is 
no pretence tha't the drug of itself can rectify the defective 
personality structure of which alcoholism is a symptom, it 
can, by temporarily rendering the lure of alcohol easier to 
resist, gain. a sober interval in which the process of reorien- 
tation can be begun. Possibly also, though this is at present 
not proved, a small daily dose in a patient of good will may 
establish a permanent distaste for alcohol. Even so, unless 
those underlying motivations which prompted the patient 
to excess be adjusted he cannot be regarded as cured. The 
largely unconscious urges which gained neurotic gratifica- 
tion via alcohol will, if this means of escape be denied to 
them by pharmacological force alone, break out in some 
other and possibly more objectionable form. This drug 
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is therefore not recommended as a quack cure, but as a 
powerful addition to our already e.xisting therapeutic 
armamentarium. 

Before regular administration of letraethylthiuramdisul- 
phide is begun the patient should be put to a clinical test 
as follows. After sensitization has been established in the 
way about to be described, alcohol is administered to the 
patient according to his usual habit when drinking. His 
reactions then are carefully studied throughout The 
detailed recital of a single typical but rather severe case 
will be more instructive than any attempt at statistics in 
illustrating the method adopted during a course of general 
and psychological treatment. 

ninstrafive Case 

A married man aged 42, with no children, w-as first admitted 
in 1947. He was a Cambridge graduate and barrister-at-Iaw, 
teetotaller until the age of 25, when he began drinking, which 
rapidly became e.xcessive. His behaviour towards his wife 
became so brutal that he eventually consented to undergo 
institutional treatment. Under this he improved and gained 
considerable insight. He had, however, a suspicion, not 
altogether unfounded, that his wife meant to leave him when 
he got cured, and while he was undergoing treatment was only 
keeping in touch with him from a sense of her moral duty. He 
showed alt the signs of an overcompensated inferiority complex 
with an overwhelming wish to be in the limel.ght and the '■ life 
and soul of every party." 

On his return home renewed quarrels with his wife soon led 
to relapse. He thereupon left home and took up quarters in a 
public house at a port, where he drank heasily. While thus 
disporting himself he received a severe blow on the head in a 
drunken brawl. This necessitated trephining for removal of a 
blood clot. After discharge from hospital he went home and 
for a time refrained from alcohol. Then, without Imowing whs . 
he relapsed and kept drinking up to a bottle of gin a day and 
had superadded acute exacerbations associated with amnesia. 

He insisted, however, that he had no real desire for alcohol 
but wanted to be cured of his uncontrollable habit. His history 
was already known in detail, as he had by request written an 
autobiography during his first admission, and this was b'ougnt 
up to date when he of his own wish returned for treatment early 
in 1949. The adsantages cerivable from letraethy Itbiuram- 
disulphide were then explained to him. and he readily rrcmised 
his whole-hearted co-operation. .Xfter a few days' rest, seda- 
tion, and deto.xication a first test with the drug wa^ performed 
to gauge bis individual reactions. dose of 0 “5 c. was given 
one evening, and was repeated next morning. At 2 30 p.m. he 
was riven a “ dou'ole ” gn (2 or. to7 ml.i of '0 proof alcohol' 
Ten minutes later his face became hot and red. His conjunctiv ae 
were bloodshot and his lower eyelids puffy His pulse wen: up 
from 68 to 120. Respiration also increased and he complained 
of a pounding at the heart and in the head. At 2.50 p m 
another double gin was given. Within a few minutes the 
patient’s distress increased, his pulse rose to '.'0. and fe felt 
so squeamish that he was sure any more gin would make him 
sick. These sympto.ms gradually subsided and be felt normal 
in just over two hours. 

That night 1 E- of the drug was taken, and again at 10 a.m. 
the next day. At 3.45 p.m. he was given 2 02 . cf gin. Symp- 
toms as previouslv described came on more quickly than on the 
first occasion, a' second 2 oz. of gin was given at 3.35 p.m. 
By 4 pun. he felt e.xtremely uncomfortable, with all sympto.ms 
increasing in severity. He next complained of seeing double 
and feeling generally ill and confused. At e.Oc p.m. a third 
2 oZs of cin 'w'as ci%*en. (This order of drinKin? trie msns 
usual and without the drug did not upset him, but led to more 
drinks ) After this third gin he became rapidly confused and 
felt desperately ill and aruxious ; pulse 130. respirations -6 
Tinclinc followed by anaesthesia of the left hand developed 
and" he' could not move his left ring-finger and hr.Ie fingen 
(These latter unusual symptoms probably are associated with 
his cranial ooeration.) At this point h:s face became 
instead of red,' and he complained of feeling cold. At 4 
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he vomited and asked to be allowed to go to bed. He com- 
plained of “ noises in his head as if an engine were pumping ^ 
away outside.” At 5 p.m. he became sleepy and refused a prof- 
fered cup of tea and a cigarette. At 5.40, 5,45, and 6 p.m. he 
again vomited and complained that the vomit tasted unusually 
acid. He also felt “ icy cold ” but otherwise better. At 8 p.m. 
he vomited for the last time, and thereafter slept fitfully through 
the night. , 

Next morning he “ felt a bit washed out ” and “ uneasy in 
the stomach,” but he worked in the garden for two hours, 
morning and afternoon, as usual. Three days later, according 
to a previous arrangement, he travelled home (a long journey 
with two changes and waits, involving a three-days absence) 
to attend a meeting of directors, before, during, and after which 
he used on former occasions to indulge freely in drink. On this 
occasion he was primed with tetraethylthiuramdisulphide, 0.75 g. 
night and morning over the period. He did not experience any 
disagreeable symptoms and did not have any inclination to 
drink. His institutional treatment will shortly be terminated. 
Then, as an added precaution when in the outer world, a daily 
dose of 0.25 g. will be prescribed for a month or two with a 
view to giving him an added sense of security, as it has done 
to others. 

Comment 

There is a hope that in milder cases, with the help of 
tetraethylthiuramdisulphide, the patient may receive enough 
help and understanding from his environment to dispense 
with specialized institutional treatment, or at any rate to 
shorten its duration. This, however, will require careful 
judgment, and remains for future experience to evaluate. 
At present one is justified in considering that tetraethyl- 
thiuramdisulphide seems likely to occupy a useful place in' 
the treatment of alcoholics, and that it merits extensive but 
cautious investigation. The reactions of each individual 
patient under his usual drinking habit should be carefully 
tested the day after an initial sensitizing dose of the drug. 
Under out-patient conditions vigilance is required to see 
that a patient who has been placed on a small regular dose 
of the drug is not also managing to consume some alcoholic 
beverage. Should he do so the dose ought immediately to 
be quadrupled. 

Summary and Conclusions 

The use of tetraethylthiuramdisulphide is recommended as a 
useful ancillary, but not as a substitute for, general and psycho- 
logical methods in the treatment of alcoholics. 

The pharmacological action of the drug is discussed. It is 
innocuous to man unless followed by alcohol, but certain 
precautions in its administration are advocated. 

Details in a severe case of alcoholic addiction are related in 
l^order to illustrate the symptoms and technique in treatment. 
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INCIDENCE OF PHYSICAL DISORDERS 
, AMONG PSYCmAraiC IN-PATIENTS 

A STUDY OF 175 CASES 

BY 

H. E. S. MARSHALL, M.C., M.A., M.B., B.Chir. 

(From the Psychiatric Unit, St. George’s Hospital) 

During my period of duty as resident medical officer to 
the psychiatric unit I was so impressed by the number of 
patients needing attention for physical conditions that I 
reviewed the case records of all those admitted to the unit 
in 1948 in order to estimate the frequency of such condi- 
tions among the patients treated and the relevance of these 
to their psychiatric conditions. . • 

Material Studied 

During 1948 the unit had the use of 28 beds — 22 for 
females and six for males, though, owing .to redecorations, 
not all the former were continuously available. A total 
of 179 patients were admitted, of whom four did not stay 
long enough to allow of full examination and so' are 
excluded from this series. The number of patients studied 
was 175, comprising 124 women and 51 men. All were 
in need of psychiatric attention, and no purely physical 
criterion entered into their selection. 

The predominant features of the psychiatric conditions 
found were as follows; affective reactions, 108 (endogenous 
depression 51, reactive depression 35, anxiety states 16, 
cyclothymic reactions six) ; hysterical reactions, 22 ; schizo- 
phrenic reactions, 20 ; obsessional reactions, 16 ; organic 
reactions, five ; hypochondriasis, neurasthenia, behaviour 
disorder, and drug addiction, one each. 

Abnormal Physical Conditions 

In no fewer than 77 patients (44%) some physical condi- 
tion needing attention was found. As might be expected, 
the incidence was higher in those over 40 than in younger 
patients (61% against 35%). 

In four patients serious physical disorders were first dis- 
covered during examination in the unit, their presence not 
having been previously suspected ; these comprised one 
case each of pulmonary tuberculosis, bronchial carcinoma, 
glioma, and major epilepsy. In two other patients serious 
physical disorders, not related to the psychiatric condition, 
developed during their stay in hospital ; these comprised 
one case each of cerebral thrombosis and thrombophlebitis. 

In the accompanying tables the various physical condi- 
tions found are analysed according to their apparent 
relevance to the psychiatric conditions for which treatment 
was required. 


•\mong developments that Governor Dewey has recently 
announced will be carried out in the New York State mental 
hygiene programme (A'eiv York Times. July 20) is the establish- 
ment of a new relationship between voluntary hospitals and 
State mental hospitals ; the former will provide preliminary 
treatment for patients before they become State charges. A 
second innovation that he described as “ my own private brain 
child " is the creation of a new intern system in which 200 men 
yearly will serve for two years as interns in every State mental 
hospital, which would pay interns more than the voluntary 
hospitals do. “This is a system of which 1 vigorously dis- 
approve.” he said. “ unless it is a public necessity, and I think 
this is a public necessity." 


Pable 1. — Physical Conditions Contributing to the Onset o) 
Psychological Illness 

No. of 




Gynaecological conditions (menopause, 6 ; pregnancy, 4 ; eclamp- 
sia, abortion, sterilization, puberty, 1 each) 

Disorders of central nervous system (epilepsy, 3; cerebral contu- 
sion, glioma, internal carotid aneurysm, poliomyelitis, 

encephalitis lethargica, 1 each) . . 

Disorders of respiratory tract {influenza, maxulaty sinusitis, 
asthma, pulmonary tuberculosis, bronchial carcinoma, 1 each) 
Orthopaedic conditions (prolapsed intervertebral disk, 2; fracture 
of tibia, I) -. C . ' V, 

Disorders of vision (cataract, Leber s atrophy, 1 each) 

Endocrine disorders (acromegaly, hypothyroidism, I each) 
Aneriosclerosis , . 

Chronic nephritis 

Intestinal obstruction 

Otosclerosis 


14 


8 

5 

3 

2 

2 

1 

I 

I 
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Table IL — Physical Disorders ResuUins /rom Psychological Illness 

No. of 
Patients 

Lesions resultmg from suicidal attempts (of svhich 4 occurred 


before admissio^ 6 

Asthma I 

Collapse of lower lobe of left lung .. j 

Phyacal sequelae of anorexia nervosa I 

Stomal ulcers I 


Table III. — Physical Conditions Not Apparently Related 
AetiologicaUy to Psychological Illness, but Requiring Attention 

No. of 
Patients 


Disorders of central nervous s>’Stcm (epilepsy, 2; frontal lobe 
injury, cerebral thrombosis, narcolepsy, migraine, ataxia of 

unknosvn cause, tremor of unknov.-n cause, I each) . . . . 8 

Disorders of alhnentary tract (dental conditions, 6 ; stomal ulcers, 2) 8 

Disorders of respiratory tract (pulmon^ tuberculosis, 3; 

emphysema, maxillary sinusitis, tonsillitis, 1 each) . . . . 6 

Gynaecolopcal conditions (pregnancj*, cervical polyp, cervical 

erosion, retroversion of uterus, pruritus vulvae, 1 each) . . 5 

Disorders of veins (varicosity, 2; thrombosis, phlthiiis, haemof' 

rboids, 1 each) . . . . 5 

Endocrine disorders (thyroid adenoma, 2; diabetes mellitus, 

'h>T30th>Toidisra, I each) 4 

Orthopaedic conditions (cervical rib, scoliosis, pes ca%'us, 1 each) . . 3 

Anaemias . . . . . . . . . . . . . . . . 3 

Hernia 2 

Skin conditions 2 

Rheumatoid arthritis ! 

Detached retina ' . . 1 

Otitis media . . I 

Chronic mastitis I 


Laboratory Investigations . — The number of patients 
showing abnormal findings from laboratory and radio- 
logical investigations are as follows ; 


Electroencephalography . . 13 

Serum cholesterol . . . 5 

Chest radiogjaph .. 4 

Skull radiograph . . . . 4 

Fractional test meal . . . . 3 

Blood counts 3 

Blood sugar 3 

Barium meal or enema . . 2 


Cerebrospinal fluid . . . . 2 

BIo^ urea 2 

Basal metabolic rate . . 2 

Vcntricolography . . . . I 

Bronchography , . . . I 

Hectrocardiography . . 1 

Blood Wassemuaa or Kahn 1 


Summary of Findings . — Out of the 175 patients, 77 (44%) 
presented some physical condition requiring attention. Of 
the 10 patients (6%) whose physical condition resulted from 
.psychological illness, there were six in whom the physical 
lesion was consciously induced in a suicidal attempt. In 
the other four the physical condition found had a definite 
psychogencsis. In 39 patients (22%) the physical condition 
was considered to contribute to the development of the 
psychological illness. In 26 patients (15%) the physical 
and psychiatric conditions 'did not appear to be aetiologi- 
cally related. 


Discussion 

The importance of the psychiatric aspect in many 
patients suffering from undoubted organic disease is now 
widely recognized, and is reflected in the development of 
the concept of psychosomatic medicine. This has perhaps 
led to less emphasis being laid on the physical factors in 
psychiatric syndromes, especially in those which are not 
obviously of organic type. ' The figures given above indicate 
the importance of this aspect of psychiatry. That this may 
be underestimated in general wards as well as in psychiatric 
wards is indicated in a study made by Comroe (1936). He 
followed up 100 patients who after admission to a medical 
clinic _were diagnosed as suffering from neurosis, and 
found that 24% of them had definite organic disease within 
an average period of eight months, and that in most of them 
evidence of the organic disease was present during the 
original admission to the clinic. 

The variety and gravity of physical disorders present 
among patients attending for psychiatric treatment are 
illustrated by the three case histories quoted below. 

Case I . — Man aged 72. A case of endogenous depression 
with a hislorj' of three depressive illnesses in the last 16 years. 
No physical sjTnptoms. and no abnormal physical signs except 
glycosuria. A glucose-tolerance rest indicated a moderately 


severe diabetic condition, the patient needing stabilization on 
insulin as weU as electric convulsion therapy for the depressive 
condition. 

Case 2. — Man aged 45. Referred for investigation of 
attacks of dizziness and fainting, which bis doctor was satis- 
fied “ were not organic in the main,” and a single epileptiform 
fit a few days previously. The doctor added that the patient 
had always had some worry — ^about his job or his mother’s 
health or his own impotence. The left arm had been ampu- 
tated many years ago following an accident. The clinical 
findings after admission were summed up thus : ” bad family 
background and a long hlstoiy of gastric trouble, probably 
of emotional origin ; evidence of an overconscienlious obses- 
sional driving personality. A history of disturbances of con- 
sciousness for seven to eight years ; these have ranged from 
transient attacks lasting from a few seconds to a minute, in 
which he feels his actions are mechanical, to complete loss 
lasting as long as an hour and fallowed by vomiting. No 
physical signs, but sensory disturbances in a phantom left 
hand may have an organic basis. In the last nine months he 
has been lacking in libido, has become anxious and depressed, 
and feels that he is irritable and less efficient than before." 
After electroencephalography, skull radiographs, and ventricu- 
lography a diagnosis was made of glioma in the right fronto- 
parietal region, and the patient was referred for deep x-ray 
therapy. 

Case 3 . — Man aged 29. Referred on account of three 
fugues during the previous IS months. He complained of 
headaches and dimness of vision in the left eye. and was 
stated to have become apathetic and irritable since a sub- 
arachnoid haemorrhage eight years previously. Skull radio- 
graphs showed a shadow having the appearance of a large 
calcified aneurysm at the bifurcation of the left internal carood 
artery. There were a few rales at the bases of both lungs but 
no other physical signs and no symptoms referable to his 
chest. The E.S.R. was 40 mm. in one hour. Radiographs of 
the chest showed extensive infiltration of both lung* with 
cavitation, and the sputum contained tubercle bacilli. 

Full medical and surgical facilities are clearly necessary 
for the satisfactory treatment of such cases as these The 
modem mental hospital is admittedly provided with such 
facilities, but there are many psychiatric patients for whom 
admission to a mental hospital is undesirable, particuLriy 
in view of popular prejudice and misinformation Hender- 
son and Gillespie (1944) state . " Recent exper.ence has 
shown that with modem methods of treatment a consider- 
able range of mental illness can be treated in the wards of 
a general hospital ; but this is on the whole to be regarded 
as'a provisional arrangement pending the esublishmen: of 
specially constructed and equipped clinics within general 
hospitals.” Treatment in such a unit is not mereh a matter 
of investigation and transfer elsewhere, and the average 
duration of stay of a patient there is comparable to that m 
a general ward (Sands, 1948i. At this ume. when so much 
hospital planning is taking place, it may not be inappro- 
priate to call attention to the need for such psychiatnc 
units, as exemplified by the facts quoted in this paper. 


Summary 

The incidence of physical disorders among 175 ^patients 
admitted to a psychiatric unit is analysed. In -^4^ the 
phvsical condition required attenuon. In 22'-', a physical 
condition contributed to the psychological illness ; m 6 , a 
physical disorder resulted from the psychological illness: in 
15% physical and psychiatric disorders occurred together but 
were not apparently related aetiologically. 

The importance of full physical investipiion of all 
psychiatric patients is emphasized. The need for properly 
equipped psychiatric units in general hospitals is stressed. 

T am indebted to Dr. Desmond Oerran and Sir Paul MaUlnsoa for 
their help in the presentation of this paper and for permission to 



British 

Medical Journal 


470 Aug. 27, 1949 PHYSICAL DISORDERS AMONG PSYCHIATRIC IN-PATIENTS 

' » 


quote from the records of patients under their charge, and to Dr. 
J. B. Randell, Dr. H. F. Osmond, and Dr. L. Ford for, their help. 
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FAMBLUL PERIODIC PARALYSIS 

REPORT OF A CASE 

BY 

ERNEST SOYSA, O.B.E., M.B., M-R.C.P.Ed. - 

Major, Ceylon Medical Corps; Consultant Neuropsychiatrist, 
British Military Hospital, Colombo 

Familial periodic paralysis presents a well-defined clinical 
picture. It was first described by Cavare (1853), whose 
findings have been supplemented by studies of the electro- 
cardiogram (Janota and Weber, 1928), of the electro- 
encephalogram (Watson, 1946), and of rare features such 
as non-familial incidence, protracted seizures, visceral 
involvement, and fatal complications (Smith, 1939). Pre- 
cipitation of attacks has been ascribed to physical exertion 
and mental strain, indulgence in carbohydrates or alcohol, 
alimentary disturbance such as overeating, hunger, diar- 
rhoea, or constipation, and exposure to cold or damp. 
Postulated relationships between this and other conditions 
— e.g.,, endocrinopathy (Shinosaki, 1926), migraine (Mac- 
Lachlan, 1932), muscular dystrophy (Biemond and Daniels, 
1934), spinal vascular spasm (Vernon, 1936), chemical 
defect of the neuraxis (Pudenz, McIntosh, and McEachern, 
1938) — are inconstant and indefinite. 

The search for an adequate pathology was initiated by 
suspicion that muscular metabolism was deranged by some 
transitory autotoxaemia, which was suggested by arrest of 
gastric digestion and motility during the palsy (Mitchell, 
Flexner, and Edsall, 1902), and by transient urinary 
anomalies — e.g., acetonuria (Pastine, 1918), albuminuria 
(Shinosaki, 1926), and creatinuria (Ferrebee, Atchley, and 
Loeb, 1938). Recent studies of the blood chemistry of this 
syndrome have led to a fundamental advance in the state of 
knowledge as it existed between the review of the literature 
made by Singer and Goodbody (1901) and that by Schoen- 
thal (1934). 

From a casual observation that the potassium content of 
the blood serum was lowered during the palsy (Biemond 
and Daniels, 1934) there developed a new line of inquiry 
(\VaIker, 1935). A low serum potassium was found in 
attacks induced by administration of glucose in large 
quantities and insulin, separately and together (Aitken, 
Allott, Castleden, and Walker, 1937), and by adrenaline 
injection (Allott and McArdle, 1938). Attention has been 
drawn to alterations in the phosphorus balance of the blood 
(Milhorat, 1937 ; Allott and McArdle, 1938), variations in 
electrolyte features of the blood (Ferrebee et al., 1938), 
and experimental evidence suggestive of a central con- 
trolling factor (Pudenz et al.. 1938). The pathogenesis of 
this disease presumably depends upon an excessive call for 
potassium in the muscles, its consequent withdrawal from 
the blood and retention in the body, with parallel changes 
in phosphorus metabolism. Undue lability of the serum 
potassium and phosphorus in relation to sugar mobilization 
perhaps conditions some motor dy’sfunction, such as inter- 
ference with transmission of ner\’e impulses or inhibition 
of the muscular contractile response. 


It has long been recognized that this palsy may be averted 
or arrested by the ingestion of various potassium salts — 
e.g., the acetate (Singer and Goodbody, 1901), the car- 
bonate, the chlorate (Mitchell et al, 1902), the bromide 
(Holtzapple, 1905), the chloride (Aitken et ah, 1937), the 
citrate (Herrington, 1937), and the phosphate (Allott and 
McArdle, 1938). The success of prophylactic potassium' 
medication at night (Allott and McArdle, 1938) is prob- 
ably related to nocturnal lowering of serum potassium in 
this malady (Garhmon, Austin, Blithe, and Reid, 1939). 
Symptoms have been controlled also by choline esters 
(Pudenz et al, 1938), pilocarpine (Guttmann, 1931),. and 
pancreatic extract (Vernon, 1936), and averted by cod-liver 
oil (G.D.H., 1948). 

The following case, which illustrates typical familial and 
clinical features of. this rare and remarkable malady, shows 
a prominent association between muscular exertion and 
paralytic seizures, a striking hemiplegic distribution of, 
symptoms, and a prompt response to potassium therapy. 


> Case Report 

A South Indian male, aged 24, of a rice-eating race, serving 
in a labour corps in Ceylon, was referred for neuropsychiatric 
examination with a history of transient flaccid hemiplegic 
seizures occurring early in the morning after a hard day’s 
work. A provisional diagnosis of hysteria had been suggested 
by the relation of these attacks to heavy work, their transitory 
duration, apparent response to bromides, irregular recurrence, 
and increasing frequency. 1 


Personal History. — Symptoms had originated at the age of 
17 with transient weakness of the lower limbs after strenuous 
work. As increasing frequency and severity of the disability 
began to interfere with his work as a cultivator, he had sought 
ayurvcdhic treatment (herbals and massage), with apparent relief 
for several months. After resuming work, however, several 
relapses compelled him to abandon manual labour and 'obtain 
light work in a rural grocery store. -This was followed by 
freedom from the disability. Enlistment in the Indian Army,- 
six months before the time of examination, had been followed 
by another recurrence of symptoms,' this time ranging 
vin intensity from fleeting muscular weakness to profound loss 
of power lasting 2i days. The frequency of attacks had 
increased from one in six to eight .weeks to one in two to 
three weeks, having almost always affected both limbs of the 
right side, rarely having spread to the opposite side, 'and never 
to the trunk, neck, or head. The palsy evidently used to come 
on insidiously during sleep at night, as it would become 
apparent on awaking next morning without any premonitory 
warning. Spontaneous recovery had been the invariable termi- 
nation of these seizures. Other past illnesses comprised two 
attacks of intermittent fever suggestive of malaria, and a few 
diarrhoeic episodes. 


Family History. — Six other members of the patient’s family, 
who were of coolie or labourer stock, had been afflicted by dis- 
abilities similar to his own, as indicated in the accompanying 
family tree. A maternal uncle, U, had suffered from occa- 
sional paralysis of his legs until his death, by accident, at the 
age of about 40. A maternal aunt. A, had had intermittent 
loss of power of her legs, but had gradually become free of 
her disability after about 25 years. This woman’s son, C, was 
subject to paralytic attacks in his right arm and leg. The 
patient’s elder sister. 


S, used to suffer 
from intermittent 
loss of power of her 
.upper -limbs, and 
one of her daugh- 
ters, N, had a simi- 
lar weakness of her 
le^. The patient’s 
younger brother, B, 
.had died in child- 
hood during a para- 
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Members of family affected by periodic 
paralysis arc shown in black. 
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lytic seizure of all four limbs and body. The patient, P, had 
been married for about three years. His only child had died of 
convulsions eight days after birth, but had e.xhibited no mani- 
festations of paralysis. No information was available regarding 
the patient’s maternal grandparents. No paralytic disability 
was known to have occurred in his father’s family. 

Investigations- — Obsen’ation in hospital 'for a fortnight 
revealed no physical abnormality ; the urine, faeces, blood, and 
spinal fluid were normal. Psychiatric investigation disclosed no 
evidence of a psychogenic basis for the palsy. 

As the classical features of familial periodic paralysis were 
recognizable in the history, attempts were made to induce 
symptoms. Four ounces (114 ml.) of glucose was given by 
mouth at 1 p.m. and again at 7 p.m. Weakness of the right 
arm and leg was reported the next day at 5 a.m., and of the 
left arm and leg at 6.15 a.m. By 10 a.m. all four limbs were 
in a state of flaccid paralysis with extinction of reflexes. 
Paralysis was profound on the right side, but weak movements 
of the left hand and foot indicated incomplete involvement of 
the distal muscles of theJimbs on that side. Faradic reaction 
was abolished on the right side and feeble on the left. There 
was no motor disturbance of the trunk, neck, or head. The 
cranial ners’es, abdominal reflexes, sphincter control, and sensory 
functions were normal. Urine was voided normally during the 
paralysis, but the bowel was not evacuated. Transient, mild 
glycosuria (0.02%), high acidity, and excess of urates were 
observed during the palsy. Results of systemic examination 
were otherwise negative. After a static period of about 26 
hours, gradual return of power began distally and progressed 
to complete recovery in about 11 hours. Reflexes were restored 
later, but remained sluggish for about 18 hours, with coexistent 
aching and tenderness of the limbs. Four days later an attempt 
•was made, without success, to provoke the palsy by sub- 
cutaneous injection of 10 min. (0.6 ml.) of adrenaline, repealed 
half-hourly from 9 a.m. to 3 p.m. 

A 'spontaneous attack developed a week later, following 
exercise, the limbs of the right side only being affected. When 
paralysis was maximal 1 dr. (3.5 ml.) of potassium citrate in 
peppermint water was given by mouth. Symptoms passed off 
rapidly', with complete recovery in 3+ hours, leaving slight 
post-paralytic myalgia for about two hours. 

As the patient’s seizures were invariably nocturnal in inci- 
dence, a dose of i dr. (1.75 ml.) of potassium citrate was ordered 
as a routine prophylactic measure every night. No further 
recurrences were reported thereafter. 

It was unfortunate that wartime conditions precluded bio- 
chemical study of this case — e.g., estimations of potassium, 
phosphorus, and sugar in the blood. I am not aware of a 
previous record of periodic paralysis affecting several mem- 
bers of an Indian family. The first such instance reported 
in a family in Britain is accredited to Farquhar Buzzard 
(1901). One- of his three patients has recently described 
his symptoms, mentioning a persistent attack which had 
crippled him for three weeks (G. D. H., 1948). 

1 nm grateful to Dr. C. Worster-Drought for his helpful comments 
and suggestions regarding this paper. He has kindly sent me an 
interesting note about one of three members of a family afflicted by 
this palsy who invariably develops attacks after bowling three or 
four overs at cricket, but never after batu'ng or fielding. I am 
obh’ged to my colleague. Captain Oliver Medonza, for assistance in 
searching the literature available in Ceylon for references to this 
interesting syndrome. 

References 

Aitken, R. S„ Allott, E. N., Castleden, L. I. M., and Walker, M, 

(1937). Clin. Sci., 3, 47. 

Allott, E. N., and MtArdle, B. (I93S). Ibid., 3, 229. 

Biemond, A., and Daniels, A. P. (1934). Brain, 57, 91. 

Buzzard, E. F. (1901). Lancet, 2, 1564, 

Cavard, G. (1S53). Gaz- meci. Toulouse, 38. \ 

Fcrrebee, J. W., Atchlev, D. W., and Loeb, R. F. (1938), J. din. 

Invest., 17. 504. 

Gammon, G. D., Austin, J. H., Blithe, M. D., and Reid, C. G. 

(1939). Amer. J. med. Sci., 197. 326. 

Guttmann, L. (1931). Z. ges. Neurol. Psychiat.. 135, I. 

G. D. H. (1948). Lancet. 2. 433. 


Herrington, M. S, (1937). J. Amer. med. Ass., 108, 1339. 
Holtzapple, G. E. (1905). Ibid., 45, 1224. 

Janota, O,, and Weber, K. (1928). Die paroxysmale Ldhmung. 
Berlin. 

MacLachlan, T. K. (1932). Brain, 55, 47. 

Milhorat, A. T. (1937). J. din. Invest.. 16, 676. 

Mitchell, J. K., Iflexner, S., and Edsall, D. L. (1902), Brain, 25, 109. 
Pastine, C. (1918). Riv, Pat. nerv. meat., 23, 65. 

Pudenz, R. H., McIntosh, J. F., and Mc^chern, D. (1938). J. Amer. 
med. Ass., 111. 2253. 

Schoenthal, L. (1934). Amer. I. Dis. Child. , 48, 799. 

Shinosaki, T. (1926). Z. ges. Neurol. Psychiat., 100, 564. 

Singer, H. D., and Goodbody, F. W. (1901). Brain, 24, 257. 
Smith, W. A. (1939). J. nerv. ment. Dis.. 90, 210. 

Vernon, S. (1936). N.Y. St. I. Med.. 36, 1310. 

Walker, M. B. (1935). Lancet. 2. 47. 

Watson, C. W. (1946). Yale J. Biol. Med.. 19, 127. 


Medical Memoranda 


Some Presenting Symptoms of 
Carcinoma of the Bronchus 

Carcinoma of the bronchus may give rise to a variety of 
presenting symptoms due either to the primary growth or 
to secondary deposits. The table shows the mode of presen- 
tation in 17 cases seen during a six months’ appointment 
as house-physician at the Essex County Hospital. In these 
unselected cases from the medical and surgical wards of 
a general hospital nearly half presented with symptoms 
caused by metastases. 

, Presenting Symptoms 


(i) Caused by Primary Growth h^o. of Cases 

Cough, haemopiysis. blood-stained *) 

sputum, pain in chest, dysphagia, > 9 

superior vena caval obstruaion J 

(ii) Caused by Primary Growth but simu- 

lating PleurO’PtiUnonary Injection . . 2 

Fever and s>Tnpioms and signs sugges- 
tive of unresolved pneumonia or 
empyema. 

(iii) Caused by Secondary Growth 

Paraplegia 3 

Cerebral tumour . . - . . . . . I 

Pain in abdomen (ileuni) 1 

Gross enlargement of liver . . . . 1 

Total 17 


In cases in which carcinoma of the bronchus was 
diagnosed before secondary growth had caused symptoms 
dea^ occurred within three months of the onset. Death 
supervened rapidly in this small series of cases, but some 
patients survive for two or three years after diagnosis. 
One case is worth recording in detail because of the 
unusual mode of presentation. 

CvsE Report 

Up to six weeks before admission this woman, aged 39, had 
been perfectly well. Her first complaint was of swelling of the 
face and upper pan of the trunk. She also had some shortness 
of breath at that time, but no other symptoms. 

On admission, on Sept. 9, 1947, her most distressing symptom 
was a massive, painful enlarge.ment of both breasts. They 
were enormous and intensely tender ; pitting oedema and peau 
d’orange was manifest. The n'ght breast was larger than the 
left, aiid while she was sitting in bed this breast rested on her 
thigh. There was no discharge from the nipple ; no localized 
inflammatory or other mass could be detected. 

She also had a severe persistent cough, with brown blood- 
stained sputum. Her temperature was 104° F. (40° C.). pulse 
200, and respiration rate 48. She was pale, cyanosed. very 
dyspnoeic, and obviously moribund. There was oedema and 
pufliness of her face and both upper limbs. The neck veins 
were engorged on the right side, but not on the left Enlarged 
tender lymphatic glands were palpable in both a.xillae and in 
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the right supraclavicular region. Examination of the chest 
showed consolidation of the whole of the right lung and a 
pleural effusion. The liver was grossly enlarged and tender. 

The diagnosis in this case was not easy. There was obviously 
superior vena caval obstruction, and carcinoma of the bronchus 
with large hilar secondaries seemed a likely diagnosis. The 
gross enlargement of the breasts developing so rapidly and 
the shortness of the history were both confusing factors. Her 
condition rapidly deteriorated, and she died three days after 
admission. 

Post-mortem examination confirmed the diagnosis of carci- 
noma of the bronchus with lymphatic obstruction and obstruc- 
tion of the superior vena cava. There was a purulent 
tracheitis, bronchitis, and there were multiple small abscesses 
containing thick yellow pus in the right lung, which was solid 
with grey pneumonic consolidation. The right bronchus led 
into a firm white mass at the hilum of the lung. 

This growth invaded the right lung deeply and occupied a 
considerable part of the mediastinum, being about 6 in. (15 cm.) 
in diameter. In the mediastinum the mass was a mixture of 
primary growth and secondary glands. The growth had pene- 
trated through into the right auricle and superior yena cava, 
which was partially occluded. The left lung was congested ; 
the right pleura contained a large yellow effusion. There was 
a toxic change in the myocardium and gross “ bread-and- 
butter ” pericarditis with dilatation of the neck veins. 

On sectioning the breasts, the enlargement was seen to be 
due to oedema, which was also present in the presternal 
subcutaneous tissue. 

I am grateful to Dr. S. A. Proper!, Honorary Physician, Essex 
County Hospital, Colchester, for permission to publish this case, and 
to Dr. J. B. Penfold, who performed the post-mortem examination, 
for his advice and criticism. ' 

J. Peter. Bush, M.B., D.R.C.O.G., 
Obstetrician, North Devon Infirmary, Barnstaple. 

Pethidine as a Supplement to Nitrous 
Oxide Anaesthesia 

The synthetic analgesic pethidine provides an alternative 
to morphine that possesses certain advantages over the 
natural alkaloid. The high degree of pain relief without 
respiratory depression or interference with the cough reflex, 
and the possession of certain atropine-like properties, have 
made it justly popular in obstetrics and in the relief of 
post-operative pain. 

On a recent visit to San Francisco one of us saw this 
drug being administered intravenously as a supplement to 
nitrous o,xide anaesthesia by Dr. William B. Nefif, professor 
of anaesthetics at Stanford University, with excellent results 
both on the operating table and after. This use of pethidine 
does not seem to have been previously investigated in this 
country. We have since used it in upwards of 100 cases, 
with very gratifying results. It has been usual .at the end 
of a long anaesthesia for the patient to reply to questions 
before leaving the table, and there has been a noticeable 
absence of post-operative pain and restlessness, often such 
a feature of other techniques where rapid recovery of 
consciousness occurs. 

It has been our practice to put the patient to sleep with 
thiopentone and then administer nitrous oxide with some 
30 of oxygen. An intravenous injection of 25 mg. of 
pethidine is given at the outset. This dose is repeated as 
often as is necessary to subdue any reflex activity on the 
part of the patient. We have found that 25 mg. of pethidine 
is needed about every 20-30 minutes in the average case. 
In abdominal and xboxacic operations we have given occa- 
sional injections of “ flaxedil ” (a synthetic curarizing sub- 
stance) or curare when the abdomen is tight ' or when 
the cough reflex is active. A rising pulse rate or blood 


pressure, or similar reaction to painful stimuli, is an indica- 
tion that pethidine is required. The results during and after 
operation have been so good that we feel justified in pub- 
lishing this early report, in case our colleagues may not be 
^ware of the method. 

We record our great debt to Dr. William B. Neff, who 
has developed this form of anaesthesia to a high degree. 

William W. Mushin, M.A., M.B., 
F.F.A. R.C.S., D.A., 

L. Rendell-Baker, M.B., D.A., 
Department of Anaesthetics. CardifT. 

/ 

Splint to Control Dorsal Subluxation of 
Proximal Interphalangeal Joints 
of Fingers 

In the British Medical Journal of Dec. 11, 1948 (p. 1030), 
Dr. Trevor Howell stated that the problem of deformed 
fingers with ulnar deviation and subluxation was unsolved. 
In many of these cases the main deformity is a dorsal sub- 
luxation of the proximal interphalangeal joint, and in the 
Cowley Road Hospital, Oxford, we have introduced a splint 
which controls the subluxation while allowing free flexion 
of the finger. The splint is constructed of a single piece of 
heavy-gauge single-strand galvanized wire, padded and 
covered with leather. It consists of three transverse arms, 
one ventral to the proximal interphalangeal joint, and two 
others dorsal to the phalanges on either side of it. These 
arms are connected by side pieces, and the splint is so- 
adjusted that the finger in maximum extension is slightly 
flexed, as in Fig. 1. As shown in Fig. 2, the splint forms 


no bar to flexion to the limit of the capacity of the joint. 
The side pieces of the splint should be tight enough on 
the finger to maintain the splint in position during flexion. 

The patients who have been provided with these splints 
have remarked on an increased range of usefulness of the 
hand. This is because the finger can no longer “ lock ” in 
a subluxafed position, and also because the initiation of 
flexion is carried out with the finger in a much more 
advantageous mechanical position for the flexors, and there- 
fore with more power. Further, if' fixation of the joint is 
progressing, it will occur in a more satisfactory functional 
position if ^e deformity is controlled. None of the splints 
have been worn long enough to show whether their use can 
be curative, but it is possible that it might be so after 
constant wear for a period of several months. The splint 
is also useful in cases of this deformity arising from other 
causes. 

(Since this note was written one patient suffering from para- 
lysis agitans has undergone a complete cure of this deformity 
and now has a good functional hand after wearing the splint 
for nine months.) , 

My thanks are due to Dr. J. H. Spence, medical officer to the 
Cowley Road Hospital, for permission to publish this account, 
to Mr. Eric HilJsdon for constructing all the splints since production 
of the prototype. 

John L. Insley, B.M., B.Ch., D.L.O. ' 
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ABDOMINAL SURGERY 

Abdominal Operations. By Rodney Maingot, FII.C.S. Second 

edition. {Pp. 1,274 ; 46S illustrations. £4 4s.) London: H. K. 

. Lems and Co. 1948. 

In the second edition of his book Mr. Maingot tells us that 
the considerable advances made in abdominal surgery during 
the last few years have forced him to revise the whole work 
thoroughly in order to bring it up to date. This revision is 
at once apparent, for the original two-volurae book published 
in 1941 now consists of a single volume ; and whereas the 
first edition was Mj. Maingot’s own work throughout, with 
the exception of two chapters by two contributors who no 
longer appear, the present is . the handiwork of eight new 
contributors in addition to the original author. The modernity 
of the book may be gathered from the fact that Chapter 16. 
by Lester Dragstedt, is on section of the vagi in the treatment 
of peptic ulcer. Certain omissions commented upon in reviews 
of the first edition have been made good ; thus, there is an 
index of authors as well as of subjects. There is also a chapter 
by A. J. Cokkinis in which malrotation of the gut is discussed. 
In this section more reference might have been made to 
Norman Dott’s notable paper on the subject. The historical 
notes which appear in various parts of the book, such as those in 
the chapters on subphrenic abscess, appendicitis, and diverti- 
culitis, are excellent, many of them containing quotations from 
original papers. 

In the diagram of various modifications of the Billroth II 
type of gastric resection (p. 223) I should like to have seen 
the Moynihan II no-loop, isoperistaltic anastomosis shown, as 
this has proved highly successful in the hands of many of his 
disciples and appears to be still popular. There are a few errors 
in the spelling of proper names — the appearance of Sir William’s 
name as MacEwan (p. 820) may cause distress in Scotland, and 
that of Rodgers (p. 108) without the third letter lead to dis- 
content m Northern Ireland. 

There is an excellent chapter by Mr. R, C. Brock on post- 
operative chest complications and their management, but 
except for an article on local analgesia there is still no section 
on anaesthesia, an omission which was also commented upon 
in the review of the first edition. Perhaps the distinguished 
author prefers .to leave the selection and administration of 
anaesthetics entirely to the anaesthetist, but the safety and 
ease of performance of abdominal surgery and the incidence 
of post-operative complications are so closely linked with the 
nature of the anaesthetic and its method of administration that 
a place might be found for general guidance in these matters 
in order to make this book complete. 

This is a masterly work, the text of which is well arranged, 
clear, and eminently readable, while the illustrations are out- 
standing. Special notice should be given to them, since their 
importance in such a book, which is to be a guide to operating 
surgeons, cannot be overstated. They are for the most part 
the work of the Misses Lariviere and hlcLarty and represent 
fine craftsmanship of which British surgical publishing may 
well be proud. The figures are clear and accurate as well as 
real'slic, and should be a decided help to the young surgeon 
irr the process of developing his technique or seeking guidance 
about an operation with which he is not very familiar. Some 
pathological material is well shorni in both coloured and black- 
and-white plates by well-known medical illustrators such as 
Thornton Shiells, A. K. Maxwell, and others. 

Among a series of textbooks on abdominal surgery 
Moynihan’s two-volume book was outstanding up to the time 
of his death and for some years later. This is a work which 
in many respects resembles iL and bids fair to be a worthy 
successor and as valuable a guide to this generation as that 
of the great Leeds surgeon was to the generation before it. 
The author appears to have fully achieved his purpose of 
presenting a detailed consideration of the technique of modem 
abdominal operations. Lambert Rogers. 


SURGERY OF THE STOMACH 

The Surgery of . the Stomach and Duodenum. By T. K- 

Someivell, MA., M.B., B.Ch., F.R.C.S. (Pp. 546; illnstrated. 

£2 5s.) London: Ednard Arnold and Company. 

Mr. T. H. Somervell, whose advocacy of “ physiological 
gastrectomy ” is well knonm, has here collected the results of 
his exceptionally wide e,xperience of the whole range of gastric 
surgery. Although he is a complete convert to Key’s operation 
of vasoligation with, or occasionally without, an associated 
gastro-jejunostomy, his book is as unbiased an account of the 
surgical attack upon peptic ulceration as one could wish for ; 
indeed, the description of his favourite method of treatment 
occupies but eleven pages of the book’s total of over 500. His 
conclusions on this subject are well summed up in the pre- 
face; “ It is not everyone who can perform an adequate gastrec- 
tomy with a low enough mortality to make it a justifiable 
operation. But many surgeons can do vagotomy, and all 
surgeons worthy of the name can devascularize the stomach 
with negligible mortality. All the evidence we have so far 
collected goes to show that the results of this operation are 
good.” The chapter on vagotomy is written by >fr. Orr, who 
gives a well-balanced account of this innovation, including 
descriptions of both the transthoracic and the abdominal 
supradiaphragmatic operations. 

The general outlook of the book is essentially balanced, and 
in controversial matters the author has been at great pains to 
present both sides of the question quite fairly ; nevertheless, 
he usually has a definite opinion of his own. For instance, 
he is not in favour of the non-operative or expectant treatment 
of perforation except in the verj’ gravest tjpe of bad-risk 
patient, but he favours the Fowler position after operation 
provided all air is expelled from the peritoneum. He thinks 
that in very special circumstances there is a place for 
gastrectomy in the treatment of perforation. On the debatable 
question of the surgical treatment of bleeding from ulcers he is 
less definite, believing that the correct answer depends upon the 
capabilities of the individual surgeon : “ For patients who are 
in the hands of an experienced surgeon I am in favour of early 
operation within 24 hours of the bleeding, backed by a trans- 
fusion controlled by intelligent observation.” But how the 
surgeon is to assess his own capabilities cannot be told. He 
is enthusiastic on the transdiaphragmatic and transthoraac 
routes for access to the cardiac end of the stomach or oeso- 
phagus, and gives a good description of these operations. 
These are a few examples of the valuable conclusions and 
teaching to be found in these pages. 

The book is well and copiously illustrated, the reproduction 
of radiographs and photomicrographs on the semi-art paper 
being particularly good. To sum up, this is a volume which 
can be highly recommended both to the novice and to the 
more experienced, for it is written modestly and with obvious 
sincerity. 

Norm.s-S- C. Lake. 


RADIOLOGY OF THE GUT 

The Digestive Tract in Roentgenology. By Jacob Budtstein, 
M.D. (Pp. S89; 1,030 illustrations in 659 figures. £5.) Phila- 
deipliia and London ; J. B. Lippincott Company. 

The author’s twenty-five years' association with Bellevue 
Hospital, New York, as a visiting radiologist, have provided 
him with a wealth of experience in gastro-enterological 
radiology. 

The material presented in this book has been carefully and 
systematically selected. Each section is prefaced by a short 
anatomical description, a historical sketch, and a well-illustrated 
account of the normal appearances of the part under discussion. 
The method of examination of the part is described briefiy 
in each major section. A short history of any case described 
is followed by the clinical, operative, pathological, and radio- 
lodcal finding. The radiological opinion is reserv’ed to the 
end of the pr«entation. There is no air of infallibility, and 
where errors were made in the diagnosis the reasons are given 
without reserve. 
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Over a thousand illustrations of very fine quality are used, 
and they are properly keyed to the text so that the reader can 
follow them with the minimum of page turning. They really 
do show the points made, which is not true of all books 
on radiology. Each section has a satisfactory bibliography 
which is selected from publications in many languages. 

Some of the author’s statements are open to challenge. Many 
would not agree with him that “ gastritis is a comparatively 
frequent disease,” but they would share his caution in making 
the diagnosis radiologically. There is no doubt also that air 
in the duodenal cap is derived from that in the stomach, though 
the author would only presume so. In the discussion of short 
oesophagus the condition is considered solely as a congenital 
abnormality, and the possibility that shortening may occur later 
as a result of ulceration is not mentioned, even though a case 
fully described would seem to fit into the acquired category. 

These are minor criticisms, and the book is strongly recom- 
mended in spite of its heavy cost ; it provides a ready source 
of reference for the experienced radiologist and clinician, as 
Well as being an excellent textbook for the junior radiologist or 
postgraduate trainee. The printing and paper are good and 
the bibliographic and general indices are clearly drawn up. 

F. Pygott. 

. • 1 
A SCHEME OF NEUROLOGY 

A Textbook oj Clinical Neurology. By J. M. Nielsen, M.D. 
Second edition. (Pp. 699. S7.50.) New York : Paul B. Hoeber, 
Inc. 

Dr. Nielsen says in his preface to the first edition, “ The book 
aims to present the subject of clinical neurology working from 
the simple to the complex ... in so concise and clear-cut 
a manner and in sufficiently small volume that it may be used 
as a texl of the subject during the time allotted to neurology 
in a general medical course.” To this end he has systematically 
described the pathology and effects of diseases of each part 
of the nervous system, beginning at the periphery and finally 
reaching the hemispheres. He has then considered different 
forms of disease in turn ; there are chapters on inflammations, 
tumours, and trauma, for example, and he has described entities 
such as the epilepsies, migraine, and intellectual defect in 
separate sections. Finally, he has an account of such special 
subjects as electro-encephalography, diseases of bones, and the 
vitamins. There arc also two articles on neuroses and addic- 
tion which, though short, are much more useful than in 
comparable textbooks of neurology. 

The presentation of neurology in this book follows the Ger- 
man method, with an emphasis on syndromes and proper names 
which is now unfamiliar in this country, and which many 
think undesirable. This is most clearly shown in the chapter 
on syndromes of the brain stem, which includes not only the 
Wallenberg syndrome, the Millard-Grubler syndrome, and the 
Fovillcs syndrome, but also Avcllis’s, Schmidt’s, Jackson’s, 
and many others. This form of presentation makes a demand 
upon memory which is beyond the capacity of some students 
and most neurologists. 

The second edition has been brought up to date, particularly 
the sections on the treatment of infections. It is admirably 
produced and well illustrated. 

Denis Williams. 

THE RASIS OF DISEASE 

B.’o'iiey of Disease. By Eli Moschcowitz, M.D. (Pp. 221. 

$4.0.) New York: Grunc and Stratlon. 194S. 

In this collection of 24 essays, previously published in various 
journals, the author is concerned with the biological processes 
underlying a variety of clinical syndromes. He feels that too 
detailed cU's fication of diseases is potentially dangerous, be- 
cause thereby wc may obscure the fact that similar derange- 
ments of function arc common to several of them. Moreover, 
he believes that a number of chronic diseases are not separate 
entities, hut represent the same morbid process at different 
stapes of evolution. Thus he regards neuro-circulatory asthenia 
as the precursor state of Graves’s disease, and cites examples 


where he has had patients under prolonged observation and has 
watched the transition. 

The author displays an eclectic taste in his range of subjects. 
He discusses on the one hand common conditions such as 
arteriosclerosis, peptic ulcer, uraemia, Graves’s disease, and 
obesity, and on the other uncommon illnesses such as peri- 
arteritis nodosa, Libman-Sachs disease, and follicular lympho- 
blastoma. Because of his preoccupation with the dynamics of 
disease rather than with the accompanying diverse morpho- 
logical changes, however, he achieves unity — which is all the 
mere surprising because the book appears at first sight to be 
a conglomeration of articles on unrelated subjects. 

Dr. Moschcowitz writes with enthusiasm about psychosomatic 
medicine. As he points out, it is as old as Hippocrates in con- 
ception, but recent years have been fruitful in clarifying our 
understanding of this aspect of disease. Among psychosomatic 
disorders he defines a group of hyperkinetic diseases which 
includes essential hypertension, Graves’s disease, peptic ulcer, 
and cardiospasm, in all of which he believes there is a primary 
exaggeration of function followed by marked anatomical 
changes. He observes five stages in their evolution ; (1) the 
constitutional, (2) the exaggeration of function, (3) the lability 
of signs and symptoms, (4) the fixation of this exaggerated 
function, (5) somatic changes. Unfortunately he does not 
throw new light on why emotional stress has different effects 
on different people. He recognizes this important \gap in our 
knowledge, and, though rejecting the Adlerian postulate of 
“ organ inferiority,” can only fall back on the all-embracing 
concept of “ constitution ” as an explanation. 

Not all of us will agree with his opinions, but most of us 
will enjoy reading his book. 

Sidney Truelove. 

REFLECTIONS ON GENERAL PRACTICE 

Cion Notitia: Reminiscences of a General Medical Practitioner. 

By D. A. Alexander, M.B., Ch.B. (Pp. 395. 12s. 6d.) Bristol: 

John Wright and Sons. 1949. 

An unusual book which left me sorry that no more information 
is given about the author than can be gathered from the 
text and the scanty note in the foreword. This introduction 
merely tells us that it is a collection of medical papers arranged 
as letters from a father who loved his profession to a ’ son 
who felt unable to follow it, and that the author died suddenly 
before the book could be published. It is clear, however, 
that he was a happy man of wide reading and culture who 
was intensely interested in his patients. Ho was old-fashioned 
in some ways, but curious about new developments which 
might help him -in his work and answer some of the questions 
about which he was always speculating. He tells us that an 
editor to whom he submitted a paper said, “ You are a born 
speculator” — a verdict which all readers of this book will 
endorse. 

It is a discursive work. The bulk of it is taken up by many 
careful and picturesque case histories. There are occasional, 
and too rare, reminiscences of colleagues and assistants, and 
a vivid account of his visit to the B.M.A. Annual Meeting at 
Cambridge in 1920. He had been anxious to meet Sir Clifford 
Allbutt, for whom he had great reverence, and like most of 
us who were present was disappointed with Sir Clifford’s 
portrait that was presented to him at the meeting. “ In it,” 
he says, “I could not see all that we admired in the Regius 
Professor.” I liked his defence of routine and mechanical 
work (p. 256). 

1 hope 1 have given the impression that this is a book to 
be dipped into and savoured. It is a worthy record of some 
aspects of an obviously good man who was a general 
practitioner far above the average. 

Alfred Cox. 

MARRIAGE GUIDANCE 

Marriage Counselling. By David R. Mace, M.A., B.Sc., Ph.D. 

With foreword by the Right Hon. Henry Willink, M.C., K.C. 

(Pp. 167. Ss.) London: J. and A. Churchill. 1948. 

The reader of this excellent book need no longer complain 
he does not know what marriage guidance is or what it tries 
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to do. Dr. Mace sets out in clear and simple language all 
that an inquirer seeks to know. 

The backbone of marriage guidance is the group of coun- 
sellors at the centres throughout the country, who rvork for 
the most part on a voluntary basis. These counsellors corre- 
spond to general practitioners in medicine, and their function 
is to sort out the cases, arrive at a diagnosis, and where neces- 
sary refer them to specialists {who may be medical, psycho- 
logical, social, spiritual, or legal). Reference to medical 
specialists should be through the patients’ own doctors. The 
success of marriage guidance depends on team work, since the 
causes of unsuccessful marriage are manifold ; each case 
presents an individual problem, and no one counsellor can 
expect to be able to cope with all. 

The work should comprise education for marriage, suitable 
for all young people over 16, preparation for marriage for 
engaged couples, and guidance and remedial treatment for those 
already married. In the past too much of the work has been 
with desperate cases where the situation has almost or quite 
passed beyond control. Even so, some measure of success 
has been achieved, though accurate statistical evidence cannot 
be obtained. It is hoped that in the future more preventive 
work may be possible as the public gains confidence in the 
efficacy of the centres. The help given must be competent, 
sjanpathetic, and confidential, and the counsellors must be 
most carefully selected. The methods used for selection are 
described. On the whole, married middle-aged people are 
the best, as they are most acceptable to both husband and 
wife, who must almost invariably be interviewed separately. 
The counsellors work for sessions of three hours not more than 
once a day, often only once a week. The general aims are 
emotional catharsis, elucidation and explanation, and mediation. 
With increasing experience less and less recourse to specialists 
is necessary. 

WTiile trying to keep an open and uncritical mind on all 
problems, there are certain ethical principles which are main- 
tained. &tra-marital intercourse is condemned ; contraceptives 
are permitted and in some cases encouraged. No decision about 
artificial insemination has yet been reached. Although every 
effort is made to seek a solution other than divorce, in some 
cases it is regretfully admitted to be unavoidable. No attempt 
is made to quote individual cases, but there is a general survey 
of the causes of marital disharmony. 

There is no doubt that marriage guidance has come to stay ; 
it now has Government support as a constructive effort to allay 
the social menace of the broken home with all its attendant 
evils, and this book should have a wide circulation in order 
that the public, who ought to be interested, may learn what 
it is aU about. 

R. G. Gorixjn. 


Percival Bailey’s Intracranial Tumors (second edition; pp. 478, 
155 figures, 16 plates; SI0.50 or £2 15s.; Springfield, Illinois: Charles 
C. Thomas; Oxford: BIacl:well Sdentific Publications, 1948) has 
been out of print too long, for it is a useful book of an unusual kind. 
It is w-rilten in an authoritative fashion by a man who knows very 
clearly what he thinks about the brain, its structure, its functions, 
and the nature and effect of the tumours that grow in it. It is 
essenU'ally an American book showing little, except inferentially, of 
British influence on neurology and neurosurgery. The basic plan of 
the work is pathology, a good' starting place and one that befits the 
author, whose pan in the identification and classification of brain 
tumours is well known. The clinical effects of tumours in various 
situations are demonstrated by graphic descriptions, often transcripts 
of what patient and doctor said to one another. The only disadvan- 
tage of this is that tumours in, the same situation do not produce 
stereotyped results, so that the inexperienced clinician who expects 
his patients to make the interesting replies that Dr. Bailey records 
may fail to recognize the site of the lesion in someone else. This 
is particularly true of frontal tumours, the typical effects of which 
are not only frequently absent but may be mimicked by tumours 
elsewhere. The book is well and plentifully illustrated ; the diagrams 
are good, tliough some of the more ambitious pictures are not. But, 
even though it has faults. Dr. Bailey's book retains its place as highly 
important. It is a statement of his own views, an account of his 
thoughts on a subject to which he has made many contributions of 
the greatest interest and importance. , 
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THE LAST OF THE GREAT EUROPEANS 

Men of science have often been prominent among the 
great amateurs of the arts. But it is now unusual for 
poets, painters, or musicians to be serious students of 
science. In this issue of the Journal v/e are privileged, 
to publish an appreciation of Goethe, whose bicentenary 
is now being celebrated, from the pen of Sir Charles 
Sherrington. It is surely fitting, that the doyen of British 
scientists, whose profound knowledge of European 
literature illuminates the whole of his paper, should pay 
tribute to a great poet who not only studied science 
seriously but contributed original observations of his 
own. Goethe’s influence on scientific thought is no 
longer widespread, but regard for his genius among “ a 
cultivated public our civilized world over” still remains 
as great as ever. 

The German word Heiterkeit is untranslatable. Per- 
haps “cheerful serenity” is as close a rendering as we can 
contrive in English. Goethe was one of the few great 
men of the modem age who had a deep sense of tragedy 
and yet achieved Heiterkeit. It was by no means his 
constant mood, for he was one of the moodiest of men. 
He was also a man of strong passions. His moods would 
chase one another with extreme rapidity. His passions 
were deep-seated and endured until the end — ^he was 
83 when he died. His mind combined to an extraordi- 
nary degree the perceptive and creative faculties. Even 
in the year of his death he was so full of ideas and pro- 
jects that he felt as though all the world were still before 
him. Goethe’s was a complete and perfectly integrated 
personality — integrated both in itself and with external 
Nature, or what we have come to regard as that, for 
to Goethe, as to the ancient Greeks. Nature was not 
external. Nature to him was everything. It was for 
this reason above all that he could not accept Christi- 
anity ; the doctrine of the Fall, the rupture in Nature, 
and the ineradicable sinfulness of man were wholly alien 
to his spirit. He could not accept the mediaeval view as 
expressed by Chaucer in the line: 

Nature, the vicairc of th’ almyphty lorde. 

For Goethe, God and Nature were one — complete and 
perfect. There would be something gruesome in his 
poem on the skull of his friend Schiller as it lay in 
the charnel-house, some inappropriate recollection of 


Hamlet musing over the skull of Yorick, were it not 
for the grandiose conception which makes the skull the 
temple of genius (an ancient temple, as it were, that 
once housed a divine spirit) and for Goethe’s deep 
awareness that the skull is itself a noble stmeture and 
organic form. The poem, one' of Goethe’s greatest, ends 
with the marvellous — but untranslatable — ^lines: 

Was kann ein Mensch im Leben mehr gewinnen, 

Als dass sich Gott-Natur ihm offenbare ? 

All the emphasis lies upon Gott-Natur — God-Nature — 
the organic principle, the essence of all that Goethe 
believed in, lived and worked for, his religion and his 
philosophy in one. For theology he cared little, and 
for systematic philosophy even less, though he deeply 
revered Spinoza. That God-Nature should reveal itself 
to a man as it did to Schiller — this is the greatest happi- 
ness in life, the only enduring gain, the only fulfilment. 
Such is the meaning of these two lines whieh only a 
great poet could transmute into another language. 

Goethe was. a man who suffered much, and his 
“cheerful serenity” was but the aspeet — though the 
inner as well as the outer aspect — of anguish and pas- 
sion mastered and yet not forgotten. What was most 
astonishing about him was the immense power of intel- 
lect and imagination which enabled him to harmonize 
all contraries and discords in himself, in history, and 
in the world of his day. Although one of the deepest 
of writers, he was one of the least paradoxical. His 
conception of classical antiquity is out of date from 
an archaeological point of view, for modern research 
has disclosed what might be called the ancient under- 
world — the dark and daemonic forces in Greek religion, 
and the pessimism of the Greeks to which the great 
Burckhardt first called attention. Goethe saw “ cheerful 
serenity” above all in the Greeks. And surely it is 
there ; but much is there also of which Goethe had 
no knowledge. His judgment of Greek sculpture, known 
to him almost entirely through inferior examples of the 
late decline, is not our judgment. But even when he 
was mistaken he was profound anci illuminating. We 
cannot simply discard his perception of classical anti- 
quity. That perception did not merely record certain 
data — Goethe was little interested in data. Nor was 
it an apparatus criticus. It was a way of looking at 
things in their totality. 

Although, as Sir Charles. Sherrington points out, most, 
of Goethe’s work as a scientist has been superseded, it 
has extraordinary merits. Even when it is entirely mis- 
taken it is interesting — and always readable. His work 
on the nature of colour has a value which made Turner, 
the greatest of English colourists, treasure it all his life. 
Goethe as a scientist did not seek for proofs, but pro- 
pounded organic conceptions. He had an extraordinary 
sense of significant form. 
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Goethe despised politics, and yet few writings are as 
replete with political wisdom as his. The Germans were 
not yet a nation in his day. He warned them against 
trying to become a nation, and he told them: Do not 
on any account try to imitate Napoleon. The French 
Revolution was repugnant to him, but he had the gift of 
obserring political phenomena sine ira et studio and 
yet with deep understanding, just as he would observe 
natural phenomena. He admitted that the French Revo- 
lution produced a revolution in. himself, but the har- 
mony of his own nature prevailed. He hated presump- 
tuous ignorance. “ There is nothing,” he said, “ more 
terrible than ignorance in action.” 

Qassical antiquity, the Renaissance, and the modern 
world came together in Goethe. This is evident, above 
all, in his supreme masterpiece, the second part of Faust. 
Every character in this gigantic architectural poem is 
a type, every scene is symbolical, every event is signifi- 
cant. The poem contains the most grandiose scene of 
classical beauty in modem literature — the kiassische 
Walpiirgisnacitt. It has the audacity and the sensuous 
splendour of the Renaissance and the perplexi^F, the 
sense of crisis, that mark our own time. He finished 
this work just before he died, fully aware that it would 
not be understood by his contemporaries. Only in our 
own generation has understanding come. 

The period that immediately followed Goethe's was 
a period of prophetic genius — of Kierkegaard, Dosto- 
evski, and Nietzsche. These great men were Europeans 
too, though Dostoevski would have disclaimed that title, 
but they belonged to the Europe that was already break- 
ing apart. They not only stood on the verge of the 
abyss! they W'ere already of the abyss. Goethe saw 
ihe abyss, but he was never of it. He was a prophet, but 
prophecy was not his vocation. His vocation was not 
to warn but to fulfil, not to paint the future cr recall 
the past but to contemplate and reveal in symbolical 
terms — ^through the medium of poetry, drama, fiction, 
and science — the living, organic whole which, while it 
is always changing, is always the same. He would have 
rejected the evolutionary hypothesis, for to him Nature 
. was complete and perfect, and every change was but a 
change from one perfection to another. He was a great 
moralist. He regarded evil as something against Nature, 
because Nature was not the realm of free and arbitrary 
impulse but the realm of form, structure, harmony, and 
law. 

His genius was the last embodiment of that organic 
unity which the modem world has lost. He was the last 
of the great Europeans. The relevance of his warnings 
grows with every year. His influence upon his own 
generation and those that followed was pervasive — •&. 
kind of creative radiation, not an impact- He formu- 
lated no doctrine that moved the masses. Not one of 


his ideas stands alone. All his ideas — and they were 
many and varied — belong organically to one living con- 
ception. That the bicentenary of his birth should be 
celebrated throughout Europe and wherever European 
civilization has spread is evidence that Europe is not lost. 


AN ANTIBIOTIC OF WIDE RANGE 
We have referred on several recent occasions to 
reports from the U.S.A. on the therapeutic properties 
of “ aureomycin.”’ Earlier accounts cf this new anti- 
biotic were not encouraging: indeed, its properties as 
demonstrable in vitro are such that an entire absence 
of therapeutic effect would not have been surprising. It 
is exceedingly unstable in ordinary culmre media, so 
much so that the method of assay recommended is one 
in which the results can be read after only four hours' 
incubation. It is much less active in neutral or alkaline 
than in acid media, and serum diminishes its activity. 
That these unpromising characters are for some reason 
quite unrepresentative of the behaviour of aureomycin 
in the body is clear from the growing volume of clinical 
reports on its efficacy in a wide variety of infections. 
It has in fact a greater range of therapeutic activity than 
any other antibiotic, and its popularity in the U.S.A., 
where it is now being used on an enormous scale, is 
much enhanced by the ease of its administration. It is 
taken by mouth, and. although sometimes producing 
nausea, vomiting, and diarrhoea, is apparently free from 
any risk of more serious toxic effects. 

With its action in rickettsial infections we in this 
country are fortunately not directly concerned, but the 
fact that there is now an effective treatment for typhus 
and similar diseases is a therapeutic advance of the first 
importance: in this the honours are shared between 
aureomycin and chloramphenicol (“Chloromycetin”). 
Aureomycin has also an action on several viruses, 
including those of lymphogranuloma venereum and of 
primary atypical pneumonia. The latter disease was the 
subject of a very careful study by Meiklejohn and 
Shragg," who laid down strict criteria in selecting their 
patients, whose disease was of rather more than ordinary 
severity. They also treated an exactly comparable con- 
trol group with penicillin. Although about half the con- 
trol group recovered fairly rapidly, a prompt therapeutic 
response was invariable in those treated with aureo- 
mycin. A few patients relapsed, but they responded 
rapidly to further treatment. It is a remarkable fact 
that aureomycin is a specific for every common form of 

^ British Medical Journal, I94S, 2, 1 1 1 2, and 1949, l , 763, and 2. 43 1 . 

sy. Amer. med. Ass., 1949, 140, 391. 

^British Medical Jourral, 1949, 2, 257. 

* Froc. Mayo Clin., 1949, 24, 302. 

s Ibid., 194S. 23, 569. 

* J. Amer. med. Ass., 1948, 133, 1145. 

' Lancet, 1949, 2, 326. 

8 Bniish Medi^ Journal, 1949, 1, 1037. 

* Arn. iS'.Y. Acad. Sci., I94S, St, 267. 

W Proc. Mo} o Clin., 1949, 24, 309. 
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pneumonia, whether due to a bacterium or a virus. 
Among highly susceptible bacteria are the pneumococcus 
and other Gram-positive cocci, and H. influenzae and 
certain other Gram-negative bacilli : susceptible viruses 
are those of primary atypical pneumonia and of psitta- 
cosis. It is perhaps unnecessary to point out that the 
demand for a drug which can justifiably be given on 
making the clinical diagnosis of pneumonia, without 
waiting for, or even undertaking, a bacteriological 
diagnosis, is likely to be considerable. 

To pneumonia in general can be added venereal dis- 
ease in general, as was pointed out recently in this 
Journal by Drs. R. R. Willcox and G. M. Findlay.'’ 
Lymphogranuloma venereum and granuloma inguinale 
have both been found to respond, as also have syphilis, 
gonorrhoea, and, in the experience of the authors quoted, 
non-specific urethritis associated with the presence of 
pleuropneumonia-like organisms. It should be under- 
stood that the action of aureomycin on gonorrhoea is 
inferior to that of penicillin, and only likely to be 
exploited should penicillin-resistant strains of gonococci 
appear, and that its effects in syphilis require much 
further study. Information about the latter is confined 
to a few reports from the Mayo Clinic, in the latest of 
which O’Leary and his colleagues' describe the rapid 
healing of lesions of late cutaneous syphilis, and the 
early stages of a study of the treatment of neurosyphilis. 
It should be remembered that Heilman® has already 
shown experimentally that aureomycin is more effective 
weight for weight than penicillin in the treatment of 
relapsing fever and leptospirosis ; thus evidence of 
activity against “ spirochaetes ” is accumulating. 

Aureomycin is now acknowledged to be much inferior 
to chloramphenicol for the treatment of salmonella infec- 
tions, including typhoid fever. On the other hand, the 
evidence is now conclusive that it has a remarkable effect 
in brucellosis. Spink and his colleagues® are among 
those who have gone to Mexico to exploit the abun- 
dance of clinical material of this kind to be found 
there, and they report enthusiastically on the treat- 
ment of 24 patients with bacteriologically proved 
Ur. meliiensis infections, some being of great severity. 
Debono' also has reported from Malta that the immedi- 
ate response to treatment was excellent in 24 patients 
infected with Br. meliiensis. The successful treat- 
ment of a patient with a Br. abortus infection 
was described recently in this Journal by Galpine.” 
Among other bacterial infections, nothing conclusive 
about the action of aureomycin in tuberculosis has yet 
been reported, though a single observation by Schoen- 
bach and his colleagues’ suggests that there is such an 
action. On the other hand, it is already quite clear that 
a wide field of essential use for aureomycin exists among 
pcnidllin-resistant infections due to staphylococci. The 


increasing prevalence of these organisms has caused 
much disquiet, and is amply confirmed by Nichols and 
Needham,^® of the Mayo Clinic, who found that of 50 
recently isolated strains 34 were resistant to penicillin 
and 14 to streptomycin, but all were sensitive to aureo- 
raycin. In the last 15 cases of staphylococcal bac- 
teriaemia treated at the Mayo Clinic the organisms 
from 12 were penicillin-resistant and from three strepto- 
mycin-resistant: all were inhibited by 0.78 jug. per ml. 
of aureomycin. Six of these patients were actually 
treated with aureomycin, with successful results in four. 

There are so far few references in the American litera- 
ture to the use of aureomycin in this type of case, but 
it is now a common practice, and aureomycin rather 
than streptomycin is generally regarded as the second 
line of defence when penicillin fails against staphylo- 
cocci. -Indeed, some authorities even go so far as to say 
that aureomycin should be given in addition to peni- 
cillin from the outset in a severe case, pending deter- 
mination of the penicillin sensitivity of the organism. 
It remains to be added that, since aureomycin is active 
against all organisms commonly causing urinary tract 
infections except Proteus and Ps. pyocyanea, it is now 
very widely used in the U.S.A. as a urinary antiseptic, 
sometimes even before other drugs have been tried. 
Some of these uses are non-essential, and others, notably 
the treatment of rickettsial infections, do not concern 
us in Great Britain. But there remain three diseases in 
which aureomycin may sometimes be the only means of 
saving life. The task of those who have to decide how 
many precious dollars to spend on this new antibiotic 
and how to distribute such supplies as reach this country 
can be no easy one. 


STREPTOMYCIN IN INFANTILE GASTRO- 
ENTERITIS 

The rational use of chemotherapeutic drugs in infective 
gastro-entcritis of infants is made difficult by the many 
varieties of organisms to which aetiological significance 
has been attributed. A careful bacteriological investiga- 
tion by Taylor, Powell, and Wright^ was published in a 
recent issue of this Journal. The wide range of action 
of streptomycin, especially against Gram-negative bacteria, 
made it an obvious choice for clinical trial in this disease. 
Preliminary results indicate that even when no pathogenic 
organisms are isolated from the stools streptomycin may 
be effective, and among the earlier reports those of Leisti,- 
who treated 46 infants, all with negative stool cultures, 
and of James and his colleagues,'’ who isolated Proteus 
vulgaris from most of their cases, are favourable. The 
latter authors found that oral streptomycin alone was 
effective whether or not other foci of infection were 
present, and that even critically ill children were ready for 
discharge from hospital in from 9 to 12 days. However, 

^British Sfrdica! JourniJ, 1949, 2, 117. See also leading article* p. Ml. 

* Ann, Med. infern, ffnn., 1947, 38, 575. 

3 Uncet, 194S, 2. 555. 
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the conclusions of Drs. A. Holzel, G. Martyn, and L. Apter 
and of R. Debrd and P. Mozziconacci in the papers 
published elsewhere in this issue show that much has yet 
to be learned. ’ , 

The former conclude that streptomycin had no specific 
effect in cases which they studied. Seventy-nine infants 
were divided into three groups : the first, consisting of 26 
cases, was given oral streptomycin ; the second (24 cases) 
received intramuscular streptomycin ; and the control 
group of 29 cases was not given chemotherapeutic treat- 
ment. The numbers of deaths in the three groups were 
5, 6, and 3 respectively. The presence or absence of 
parenteral infection made no difference to the outcome. 
In 63% of the cases a type of Bad. coli var. neapoUtanum 
was isolated from the faeces, but the authors do not con- 
sider that their findings indicate that this organism was 
necessarily the cause of the infection. The failure of 
streptomycin treatment in some cases may be attributed 
either to development of resistance by this organism or to 
cross-infection with a resistant strain. Although great 
improvement occurred in some infants, in others the drug 
had no effect, and the indications for antibiotic therapy in 
this condition remain obscure. 

In the series of 41 cases of septicaemia and meningitis 
in infants reported by Debre and Mozziconacci the infec- 
tion was due to intestinal organisms — members of the 
Bad. coli and Salmonella groups, Ps. pyocyanea, or other 
Gram-positive organisms. Signs of gastro-enteritis were 
an important clinical feature in all these cases. Strepto- 
mycin was administered intramuscularly and, where appro- 
priate, by the intrathecal or intraventricular routes. Some 
of the patients received sulphonamide in addition. Twelve 
out of 16 cases of septicaemia without meningitis recovered, 
but only four recovered out of 25 cases in which menin- 
gitis was a complication. Again, many of the failures 
might be attributed to resistance of the organism. Strains 
obtained from blood or cerebrospinal fluid were sometimes 
sensitive to between 150 and 200 pg. per millilitre — concen- 
trations which are not usually attainable clinically— but 
the authors were unable to find any relation between 
resistance and clinical progress, and they emphasize the 
importance of lesions which interfere with the diffusion 
of the antibiotic. Evidently the recovery of a strepto- 
mycin-sensitive organism from a case of infantile gastro- 
enteritis is not a reliable indication for streptomycin 
therapy. There are other, as yet unknown, factors which 
are important, and until these are elucidated treatment 
must remain largely empirical. 


MEDICAL PROBLEMS IN WESTERN GERMANY 
The medical problems of Western Germany are those of 
the whole of Western Europe writ large but with some 
special distinguishing" features. A great increase in the 
population followed the exodus from Eastern Europe, 
and many doctors are among those who have had to 
leave their homes ; some of these are still in displaced- 
person camps. Itledical posts have yet to be found for 
doctors who were in the Services, or who have returned 
from prisoner-of-war camps in Russia, or who have fled 
from intolerable political conditions. Inevitably in a 


period of readjustment such as the present there are occa- 
sional complaints, mostly, it would seem, unfounded, that 
appointments have been made less on professional than 
on political grounds. All the medical schools are over- 
crowded with students and young doctors : a professor of 
medicine, for instance, will have at least a dozen paid 
assistants, in addition to a number of voluntary workers. 
Bomb damage has reduced the numbers of hospital beds, 
which would in any case have been insufficient to meet the 
needs of the increased population. In the now disused 
S.S. barracks, however, space has been found for addi- 
tional hospitals, and many of these grim buildings have 
been skilfully, converted into hospitals with self-contained 
cubicles for the nursing of patients with infectious diseases. 
Outside in the corridors are still the racks for stacking rifles. 
The bomb-proof underground bunkers constructed in many 
hospitals are still in use, in some cases as neurostngical 
clinics where patients with brain lesions can be given com- 
plete quiet and rest. Bed linen at first was scarce, but now, 
after the devaluation of the mark in June, 1948, everything 
has become more plentiful. Penicillin is at last being 
produced on a commercial scale. Streptomycin too is 
available, and in one children's clinic it was claimed 
that 36 out of 71 cases of tuberculous meningitis had 
survived. 

Many medical journals before 1939 were printed in what 
is now the Eastern Zone ; arrangements have been made 
for publishing many of these journals in Western Germany, 
or, if this has been impossible, a new journal has arisen in 
place of the old. The Arcliiv fur Schiffs- it. Tropenhygiem, 
for instance, exists no longer, but to replace it there 
now appears a new Ada Tropica. New medical books 
are also being published embodying the experiences 
gained during the war. One important work on hunger 
oedema gives many interesting facts which will be new to 
medical men in this countiy. Incidentally, children now 
seem to be well nourished and fuU of energy, and, apart 
from returned prisoners of war, the only signs of malnutri- 
tion still visible are in elderly men and women. Despite 
the difficult conditions under which most German doctors 
are working, there is a feeling of optimism and an intense 
desire to learn what has been going on abroad. The 
medical scholarships provided by the British Council are 
being eagerly sought. Medical research has never entirely 
ceased in Germany. Ultracentrifuges and electron micro- 
scopes are being produced, and new and remarkable 
apparatus has been devised for subjecting bacteria and 
viruses to ultrasonic vibrations. 

Apart from outbreaks of diphtheria and paratv'phoid B 
and some increase in indigenous cases of malaria, there has 
been no serious epidemic in Western Germany, though in 
1947 poliomyelitis was more prevalent than for many years. 
Venereal disease, especially sv’philis, increased alarmingly 
immediately after the end of the fighting, but the incidence 
is now decreasing. 

Last year the Foreign Office published a report* prepared 
by the Medical Research Council entitled “ Tuberculosis in 
the British Zone in Germany.” While the 1946-7 figures 
showed no general fall in the tuberculosis mortalitv', there 
were no signs of any alarming increase. In Hamburg, for 

> s« Med:aitJou~n^. 1943, 1. SOS. 
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instance, the death rate from pulmonary tuberculosis during 
the post-war period has declined. It is believed, also, that 
the numbers of cases of coronary thrombosis and diabetes 
have not increased. There is much interest in the British 
National Health Service, especially among those engaged 
in medical administration, who feel that as soon as a 
German Government is established an analogous scheme 
will have to be set up in Germany. 


ever use is made of temporary expedients; effective support 
of the limb to counter the venous insufficiency and stasis 
should be an essential part of the permanent routine — for 
life in most cases. The many books and papers on this 
subject in the last 20 years have not been very fruitful. 
Dr. Anning’s. observations may help to direct attention 
from the floor of the ulcer and from the superficial veins 
to the underlying condition. 


GRAVITATIONAL ULCERS 

No doubt the erect posture is responsible for certain weak- 
nesses in the legs of man. The location of many lesions 
in the leg — for instance, chilblains, erythema nodosum, and 
the gummatous phases of tuberculosis and syphilis — is deter- 
mined to a great extent by circulatory and gravitational 
factors. ' The necrobiotic, myxoedemic, and other expres- 
sions of metabolic disturbance, and the eruptions and ulcer- 
ations which may accompany anaemia, deficiency states, 
and acholuric jaundice, are indications that the aetiology 
of diseases affecting the legs is not necessarily straight- 
forward. Such factors should not be overlooked when 
considering the so-called varicose or gravitational ulcers 
which cause so much serious disability in the community. 
The condition is not limited to any one section of the com- 
munity, but the incidence is greatest among those least 
able to rest and support their limbs — the essentials of 
treatment. 

The influence of age, sex, occupation, and heredity is 
important, and work which entails standing with little 
activity may be a serious aggravation. Hypertension or 
arterial disease sometimes plays a part. It should be empha- 
sized that the treatment of gravitational ulcers of the legs 
is an individual problem : there is no satisfactory rule-of- 
thumb procedure. Too much attention has been paid to 
the presence of superficial varicose veins. In a review of 
the subject in this issue of the Journal Dr. S. T. Anning sug- 
gests that treatment of such veins is often useless and may 
indeed be harmful. The value of compression and sup- 
port — both still of the utmost importance — in expressing 
stagnant fluids was stressed as long ago as 1676 by Richard 
Wiseman and again in 1783 by Michael Underwood.* “Put 
the hydraulics right, and the ulcer will take care of itself ” 
was a phrase used by Dickson Wright,- whose advocacy 
of these measures, including the use of elastic adhesive ban- 
dages for support, has not had the wide support in general 
practice which it deserves. 

Dr. Anning finds that in the majority of patients (88.6%) 
the venous insufficiency affects all the tissues of the limb 
and is a result of thrombosis of the deep veins. This may 
be followed by recanalization, but as a result of damage to 
the valves in these veins and in the vessels communicating 
with the superficial veins there is grave functional incom- 
petence, stasis of lymph and blood, and oedema and conse- 
quent devitalization of tissue. Phlebography may' indicate 
much of tliis and should be undertaken before interfering 
with any superficial varices. In this condition the ulcer 
is a complication, not the essential abnormality. Tliere is 
some place for methods of treatment which assist the ulcers 
to heal, but most emphasis should be on prevention. ^Vhat- 

1 Quoted by A.damsoti, H- G.. British Affdkcl Journal, 1931, 1, 284. 

Wright, A. Dickson, ibid., 1930, 2, 996. 


THE MIRACILS AND SCHISTOSOMIASIS 

Until the second decade of this century there was no 
specific remedy for schistosomiasis, though emetine had 
for some time been used as a secret remedy in Egypt ; 
then McDonagh* and Christopherson^ independently 
showed the value of tartar emetic. There was -little 
further advance in the treatment of schistosomiasis for 
nearly 30 years, though attempts were made to over- 
come the toxicity of tartar emetic by the introduction of 
tervalent antimonials such as “ stibophen " and “ anthio- 
maline " ; these compounds, though less toxic, were less 
effective. There was much interest, therefore, when at 
the end of the w'ar it became known that a new series 
of preparations had been synthesized in Germany by 
Dr. H. Mauss at Elberfeld. The compounds are known 
as the miracils — ^A, B, C, and D. Miracil A is 1-diethyl- 
aminoethylamjno-4-methylxanthone ; in miracil B a chlorine 
atom is introduced into position 6 of miracil A, and the 
formula is therefore l-diethy)aminoethylamino-4-methyl-6- 
chlorxanthone ; miracil D, the structural formula of which 
is here shown, is 1-di- 
ethylaminoethylamino -4-0 

methyllhloxanlhone; and 1 NH.CH,.CH,.N(C,H.). 

in miracil C the thioxan- 
thone group is replaced 
by xanthydrol. The most 
promising of these com- 
pounds is miracil D or nilodin, which was shown by Kikuth, 
Gonnert, and Mauss“ to be active against Schistosoma 
mansoni in mice. Its pharmacology has been studied by 
Wood,* Hawking and Ross,® and Kikuth and Gonnert.® 
Miracil D cannot be injected, because of the local irrita- 
tion and necrosis which it causes: by mouth mice tolerate 
up to 0.3 g. per kg. of body weight, the LD50 (the dose 
which is lethal for 50% of the animals tested) being 0.5 g. 
Rabbits tolerate 0.2 to 0.6 g. per kg. without harm, but 
death occurs after doses of 0.7 to 1 .0 g. per kg. In monkeys 
oral doses of 0.2 g. and 0.4 g. per kg. cause slight diar- 
rhoea, and doses of 0.4 g. and 0.8 g. produce vomiting. 
Miracils A. B, and C are more toxic for monkeys. In 
mice infected with Schistosoma mansoni miracil B is 
superior to all the others, but in monkeys it has a curative 
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effect only when given in doses which cause vomiting, 
and miracil D is the best preparation. Miracil A, which 
is only slightly active in mouse schistosomiasis, is more 
active in monkeys, and miracil C takes an intermediate 
position both in mouse and monkey tests. All the miracil 
compounds have a remarkably poor action on immature 
worms. Even with optimum dosage, however, adult worms 
do not begin to die until about 14 days after the adminis- 
tration of the drug is begun, but egg production is dis- 
turbed within a very few days, as is shown by the formation 
of eggs without shells, of deformed eggs, and of con- 
glomerations of shells and yolk cells, as well as by the 
e.xcretion of large drops of shell substance. These changes 
are associated with degenerative changes in the cells of the 
testes, ovaries, and yolk-glands and are similar in character 
to those observed by Vogel and Minnihg' in S. faponicum 
when acted on by tartar emetic, stibophen, and emetine. 
Curiously enough, none of the miracils has any action 
whatever on experimental infections due to S. japonicum 
in rabbits, hamsters, and monkeys.' 

Because of the results obtained in animal experiments, 
miracil D was selected for clinical trials, and tests have 
now been carried out in Egypt®'” and in Southern 
Rhodesia.” In Egypt doses up to 7.5 g. were given in 
eight days to patients with S. haematobium. With the 
highest doses permanent .cures were usually obtained, but 
there was some .eridence of toxicitj'. The blood concen- 
tration of miracil D, and presumably its toxicity, are raised 
when the renal functions are impaired. In Southern 
Rhodesia daily doses ranging from 35 to 150 mg. per kg. 
of body weight were given to boys and young adults for 
10 days. Fifteen weeks after the end of treatment 12 of 
18 patients appeared permanently cured. For reasons not 
yet explained symptoms of toxicity were much less pro- 
nounced than in Egj’pt and consisted mainly of abdominal 
pain, nausea, vomiting, slight disorientation, and cough. 
The frequency of these symptoms was not related to the 
size of the dose and seemed to depend, at least partially, 
on personal idiosyncrasy. Very occasionally herpetiform 
eruptions are seen both with miracil D and with tartar 
emetic ; possibly, therefore, the condition may be due to 
allergy from disintegrating schistosomes rather than to 
drug to.xicity. 

5. mansoni seems to be less sensitive to miracil D than 
5. haematobium. In Southern Rhodesia only 1 of 14 
patients was cured. In Egypt results are difficult to evalu- 
ate because of the small number of patients treated and 
the numerous dose schedules employed. Blair and his col- 
leagues'® treated a few patients suffering from urinary 
schistosomiasis with either miracil A or B. No cures were 
obtained, but the drugs were not toxic and larger doses 
might have been effective. Because of the poor results 
in animals infected with S. japonicum it is questionable 
whether the miracils will be of value in this infection. 
Although the optimum dose schedules for urinary schisto- 
somiasis have not yet been established, it is obvious that, 
at any rate in the case of miracil D, a satisfactory 
altemari' e to antimony has been found. As a result of the 
ease with which the drug can be given bv' mouth, trials are 
now being carried out on a large scale in particular areas 
in order to try to break the cycle of infection. 


PLANT SOURCES OF CORTICAL HORMONES 

Although the treatment of rheumatoid arthritis by 
“ cortisone " (“ compound E ") must still be regarded as 
experimental,' there is naturally great interest in any method 
of increasing supplies of the substance. Not only is the 
present output limited to about 200 grammes per month, 
but the permanent limitations of the present method of 
partial syndesis from desoxj'cholic acid can be judged from 
the fact that it would be necessary to use the bile acid 
from forty cattle to obtain the 100 mg. needed daily for 
the treatment of a single patient over one year. The adreno- 
corticotropic hormone is equally difficult to obtain in 
quantity'. According to the Armour Laboratories in 
Chicago, approximately 1,360 hog pituitary glands weigh 
one pound and only about H g- of ACTH can be extracted 
from this quantity. All the hogs slaughtered in the United 
States would not yield much over a pound a week. There is 
also a growing interest in the cortical hormones generally, 
and an increasing need, therefore, for some alternative 
source of supply. According to an announcement® reported 
to have been made last week by representatives of the U.S. 
Public Health Service and the Department of Agriculture 
such an alternative source has now been found in sarmento- 
genin, a substance which was isolated in 1915 (but not then 
determined) by Jacobs and Heidelberger, of the Rockefeller 
Institute for Medical Research. The discovery' was made 
during- the investigation of seed samples from the plant 
genus Strophanthus, from which strophanthin is derived. 
The sample in question was a commercial one and was 
wrongly labelled as from the species 5. hispidus — one of 
those used by African tribes as a source of arrow poison 
None of the original seeds had been kept, and it was only 
after a number of years that another sample was obtained 
— this time from seeds of S. sarmentosus — which yielded 
the same substance. The plant is a tropical vine which 
may grow to a height of eighty feet or more. Besides grow- 
ing in Africa, it is found also in India, Burma, the East 
Indies, and the Philippines. 

More recently it has been shown that with sarmentogenm 
as the starting-point cortisone can be prepared with 20 
intermediate steps instead of the 37 the present method 
entails, and that a ton of seed could provide enough corti- 
sone to treat one patient for a year. This would be a useful 
simplification, but still a long way from an ideal method of 
manufacture. Although both seeds and plants have been 
collected from Liberia by an expedition led during the 
present summer by Dr. I. T. Baldwin and sponsored by the 
Federal Security Agency and the Department of Agricul- 
ture, it is pointed out that five years would be needed 
before plants raised from seed would be in bearing. None 
the less, the project of large-scale cultivation under 
equatorial conditions is being contemplated, and a further 
appropriation is being sought for a wider investigation of 
plant sources of animal hormones. If the therapeutic value 
of cortisone as at present prepared is established, then its 
preparation on a larger scale will become more practicable. 
Further, the partial synthesis of other cortical hormones 
may be simplified. ^ 

1 British ^fedlcal Journal, 1949. 2. 24 and 154. 

York Times, Aug- 16 and I7, 1949. 
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THE MENTAL HOSPITAL POPULATION , 

BOARD OF CONTROL REPORT 

An account of the mental health services of England and Wales 
was recently for the first time incorporated in the annual report 
of the Ministry of Health (Journal, Aug. 13, p. 381). To satisfy 
a provision of the Lunacy Act, however, an annual report has 
to be made by the Board of Control to the Lord Chancellor, 
and this, which has just been issued, contains some further' 
details. The number of persons under care under the Lunacy 
and Mental Treatment Acts at the end of 1948 was 144,725, of 
whom 140,915 were in hospitals now vested in the Minister of 
Health. ' The designation of mental hospitals is said to have 
proceeded smoothly in spite of complications resulting from 
the fact that many former public assistance institutions were 
continuing to accommodate mental patients and a good deal of 
sorting out had to be done and is still continuing. On the basis 
of recognized standards there is considerable overcrowding in 
the former county and county bofoufeh mental hospitals, and 
it was worse at the end of 1948 than it had been at the beginning 
of the year. The main problems are shortage of staff, unreleased 
beds, and lack of new building. The nursing shortage has been 
somewhat ameliorated by the recruitment of part-time nurses, 
though it is hinted that this arrangement is not altogether satis- 
factory in mental hospitals. But according to the reports of the 
individual commissioners who have made statutory .visits to 
various institutions the shortages have not adversely affected 
the welfare of the patients, thanks to the efforts of the medical 
and nursing staff, to whom the Board pays a tribute. 

The death rate in 1948 was 6.26% of the average number 
resident, being 1.36% below the rate for the previous ; year. 
Tuberculosis continues to occur more frequently in mental 
hospitals than among the general community, and this year, 
owing to intensified methods of x-ray examination, there- was 
a slight increase in the number of cases discovered,, but the 
death-rate from tuberculosis fell from 5.5 per 1,000 patients 
resident to 4.7. Gastro-intestinal infections, on the other hand, 
are said to be more rare proportionately in the mental hospitals 
than outside them. Less than one patient in a hundred is so 
affected, and the death rate is less than one per 10,000 persons 
resident. 

In the view of the Board the documentation of certified 
patients continues to be unsatisfactory. In one quarter of 1948 
an investigation was made, and it was found that, out of 6,156 
documents for temporary and certified patients received, 384 
had to be returned for amendment on medical grounds and 1,291 
for amendment for technical reasons ; ultimately in each 
category 55 were rejected. 

From the tables which appear at the end of this brief report 
it is shown that in the designated mental hospitals and the 
teaching hospitals there are 60 Health Service patients to one 
private patient, but in premises not vested in the Minister the 
proportion is reversed. There was a large decrease (over 7,000) 
in the number of private patients during 1948 and a corre- 
sponding increase in the number of Health Service rate-aided 
patients. The number of voluntary patients in hospitals and 
under care of all kinds was 21,788 and of certified patients 
123,464. Of the total number of persons suffering from mental 
disorder and under care about 57% are females, who pre- 
dominate in every category, except that of Broadmoor patients. 
The Broadmoor population is just upon 1,000, of whom only 
one-fifth are women. 


The Ministry of Food has reminded retailers that where an 
additional quantity of butter and margarine together is specified 
on Form R.G.48 issued to diabetics the maximum amount 
allowed is 10 oz. of butter and 10 oz. of margarine. This means 
that diabetics are entitled each week to 6 oz. of extra butter 
and 6 oz. of extra margarine in" addition to the normal weekly 
ration of 4 oz. of butter and 4 oz. of margarine. Margarine 
may be taken in lieu of all or any part of the butter ration. 


Nova et Vetera 


WILLIAM WALWYN, “HEALTH’S STUDENT” 

The name of William Walwyn is as familiar to the political and 
social historian as it is unknown to the medical historian. This 
is not surprising, for only in recent months has the celebrated 
leader of the “Levellers,” the associate of Lilbume and 
Winstanley, been identified with the obscure unlicensed 
■ practitioner who wrote Pliysick for Families. 

Many of our younger historians are making a special study 
of the English Puritan revolution. One of the most recent 
products of this revived interest is a book’ by Dr. W. Schenk, 
lecturer in economic history at Exeter. The third chapter of 
this book is devoted entirely to Walwyn, and Dr. Schenk’s 
account supplements and corrects the entry in th'e Dictionary 
of National Biography in many particulars. 

Bom in 1600' at Ncwland, Worcestershire, William was the 
son of Robert Walwyn, gentleman, and of Elizabeth, daughter 
of Herbert Westfaling, Bishop of Hereford. After apprentice- 
ship with a silkman in Paternoster Row he became a member 
of the Merchant Adventurers’ Company and maintained a large 
family “ in a middle and moderate but contentful condition.” 
One of his daughters married Humphrey Brooke, F.R.C.P., who 
may have influenced Walwyn in the choice of his later career 
and whose own written works reflect the influence of Walwyn’s 
social and religious views. 

Walwyn’s career between 1642 and 1649, when he spent eight 
months in the Tower with Lilburne, accused by Cromwell of 
fomenting mutiny in the Army, belongs to English history and 
is adequately dealt with by Schenk. 

“ Physick for Families ” 

While working on his book in the Bodleian Library, Dr. 
Schenk came across the 1681 edition of Physick for- Families, 
by William Walwyn, which has a portrait frontispiece, engraved 
by R. White, of the author at the age of 80.’ Collating this 
with the information given in the Newland parish register and 
TO a published pedigree of the Walwyn family,'* which states 
that William Walwyn, M.D. (sig), of London, son of Robert 
Walwyn, of Newland, married and had several daughters and 
died circa 1680, Schenk identifies the author of the book with 
Walwyn the Leveller. Final confirmation was given by the 
discovery of Walwyn’s will in Somerset House. This is dated 

1680 and was proved on Jan. 14, 1681. 

Schenk seems to be unaware of any other medical book by 
Walwyn or of any other edition of the Physick for Families 
(which he thinks was published posthumously and possibly 
commemoratively), so that his account of Walwyn’s medical 
career is necessarily vague, although there is evidence in the 

1681 edition of the Physick that Wahvyn may have been practis- 
ing as early as 1665, during the “ great Mortality.” It is no 
reflection on the thoroughness of Dr. Schenk’s researches that 
his results were so limited in this respect, for the 1681 Physick 
is indeed the only medical, book with Walwyn’s name on the 
title-page.'. Apart from the Bodleian copy there is one at the 
Royal Society of Medicine ; copies of a 1696 edition are to be 
found in the British Museum and in the Army Medical Library 
at Washington. But there were earlier editions — one in 1669, 
presum.ably the first ; and another in 1674. Both editions are 
in the Wellcome Historical Medical Museum and in the Cushing 
Collection in Yale Medical Library. In addition, there is a book 
called A Touchstone for Physick published anonymously in 
1667, copies of which survive in the British Museum (catalogued 

I The Concern for Social Justice in the Puritan Reroiution. London, Longmans, 
Green. 1948. Pp. 41-63. 

4 According to the Newland parish register he was baptized on Aug. 17, 1600. 
T/ie Dictionary of National Biography has (fl. 1649) and its account does not go 
beyond the year 1651. 

4 This portrait is reproduced as the frontispiece of Dr. Schenk’s own book. 

* Visitation of the County of IVorcester, 2682-83, Edited by W. C. Metcalfe. 
Exeter, 1803, p, 100. 

E Dictionary of Anonvmous and Pseudonymous English Literature. 1926-34. 
Vol. 6, p. 65. 
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under W. \V.) and in the Wellcome Historical Medical Museum. 
This work is correctly attributed to Walwyn by Halkett and 
Laing.® 

It is thus possible to state that Walwyn was practising medi- 
cine certainly' before 1667, and there is internal evidence that he 
was practising for some years before his Touchstone was pub- 
lished. On page 81 he declares that the value of his medicines 
had been proved 

“even in the Pestilence it selfe, for though I staid not in 
London past the increase of two Thousand a Week ; but was 
forced away or must be cruel where all obligations of tender- 
ness lay upon me: yet took I care that nothing of mine 
should be wanting to any. who desired to make use of them ; 
with some liberty of freely helping the necessitous; besides 
I had long declined Practice, visited none, nor had then so 
much as one Patient under my Hand; and withall had so 
published the Vertues and Uses of all my Medicines; as 
sufficed both to encourage and to instruct every one so plainly, 
as without further direction or attendance, every one might 
be in a capacity of helping themselves and their relations- 
upon, any occasion." 

On page 84 he refers to “one \sho practised much with them 
[his medicines] long before, and from the beginning to the 
ending of that sad Mortality.” The preface to the book is 
signed W. W., and at the end is the address, “ At the Star in 
the Postern by little Moorefields, London, 1667.” 

The 1669 edition of his Physick for Families is also anony- 
mous, but the preface is signed “ W, W. Healths Student ” from 
the same address. The 1674 edition has his initials and address 
on the title-page, and begins, without preface : “ Having now- 
past through many years Practise, in this my new way of 
Physick; And -with God’s blessing in, and upon my peculiar 
Method and Medicines, been most happily successefull, in 
abundance of ver>' threatning, dangerous Distempers. . . 

Walwjn’s Method and Medicines 

What were his “ peculiar method and medicines ” ? The 
answer to this question fills the last gap in our knowledge of 
Walwyn and of his career as reformer and physician. They con- 
sisted of an uncorhpromising repudiation of all the fashionable 
medical procedures of his day, such as purging, bleeding, vomit- ' 
ing, issues, clysters, and the indiscriminate exhibition of mineral 
drugs, and the renunciation of polypharmacy and all the evil- 
smelling and foul-tasting mixtures which made up the greater 
part of the seventeenth-century pharmacopoeia. He advocated 
a mild expectant treatment, aided by the patient’s co-operation 
and his own ” peculiar medicines,” which were 32 in number, 
each one appropriate for a particular " mark or character of 
disease.” He does not tell us what went into these medicines, 
but assures his readers' that they were all pleasant to the sight, 
smell, and taste, liquid in form, and generally of a clear and 
sparkling character. 

His books largely consist of case histories in which the virtues 
of his treatment are vindicated by a successful outcome. He 
informs us that he declined “ the common Road of Physick ” 
(he had no medical qualification) for no other cause “but for 
its manifest uncertainty in Principles, Roughness, Harshness 
and Cruelty in Methods, Impropriety, Impotency and danger 
in Medicines.” Instead, he sought to blaze his own trail as 
a “ Healths Student,” probably influenced by his son-in-law, 
Humphrey Brooke, whose book A Conservatory of Health 
(1650) stresses the value of preserving health rather than curing 
disease. 

The medical historian, while introducing a new figure into 
the galleri' of medical men who have left their mark on history, 
and while applauding the originality which led Walwyn to 
reject the therapy of his day before the scientific reasons for 
such a rejection were enunciated, may yet criflcize the un- 
scientific character of his books. Walwyn gives his own answer : 

“ I conceive my charitable intentions sufficiently justified by 
the Text : The truly Christian Vertue of Compassion, being as 
essentially needful in a Physitian, as in the most tender hearted 
Samaritan.” 

F. N. L. Po-VKTER. 


Preparations and Appliances 


UTE^’E ANTEVERTOR 

Mr. McKixi McCTjllaoh, surgeon, Samaritan Hospital, Lon- 
don, writes : For those elect few among general practitioners, 
consultants, and specialists in gynaecology who beh'eve that a 
fully retroverted uterus can cause such s>mptoms as backache, 
dyspareum’a, menorrhagia, premenstrual depression, headaches, 
and even nausea, not to speak of sterility and miscarriage, I 
can recommend the antevertor depicted in the diagram and 
made by A, L. Hawkins, Ltd., of 15, New Cavendish Street, 
London, W.l, as a helpful instrument. 



Normally one endeavours to antevert the uterus with the 
fingers by pushing upwards in the posterior fomLx and then 
changing the finger-tips to the anterior fornix and pushing the 
cervix backwards. "ITie left hand is kept on the abdomen 
ready to contact the fundus uteri and pull it forward. For 
those with short fingers the procedure is difficult, especially in 
a patient with a long vagina. A long narrow Hodge pessary- 
grasped by the thumb and first tn-o fingers at its lower end is 
often used to transmit the push to the posterior nail of the 
corpus uteri, which causes it to move fomard and upward 
from the floor of the pouch of Douglas. 

The VTilcanite antevertor here depicted saves the patient some 
of her discomfort and the specialist mental and physical strain. 
It is easy to introduce and use, and causes no pain or pressure 
at the vulval orifice. The lift and degree of pressure on the 
posterior fornix are easily regulated, as the handle of the 
instrument is well outside the \-ulva and is used as if it were 
the handle of a long spoon. The lift and pressure on the 
posterior wall of the uterus should be as high in the posterior 
fornix as possible, and it should be slow and gradual and 
always short of causing appreciable pain to the patient, 
find anteversion of the uterus much easier to attain w-ith t 
antevertor than with the fingers or a Hodge pessary-. VP 
anteversion is attained and the uterus pulled and flexed ' 
forward, a' suitable Hodge or ring pessary is inserted, 
three days a marked improvement in comfort and mentr 
look frequently follows and definitely w-ariants the ad 
surgical treatment in the form of a ventrosuspension o- 
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FRIENDS OF THE HEBREW/ UNIVERSITY 
London Dinner 

The Friends of the Hebrew University held a dinner at the 
Park- Lane Hotel on July 21 to celebrate the opening of the 
new medical school in Jerusalem. Professor Samson Wright, 
who presided, remarked that the representative gathering 
reflected the widespread interest in this country in the new 
institution. He had received many messages of good will, 
including one from Sir Henry Dale, who had expressed his 
high hopes of the school. Professor Wright pointed out that 
the annual budget of the Hebrew University was now some 
£700,000. The Government of Israel made a grant of £50,000, 
but the large, balance had to be raised by friends all over 
Che world. He referred to the help received from British 
research funds, and he thanked the British Government for 
granting the University facilities to acquire surplus scientific 
-equipment on generous terms. He' hoped that the dinner 
would mark the re-establishment of the cordial relationships 
which had always existed between the Hebrew University and 
the British scientific, academic, and medical .world. 

The Minister of Israel, Dr. Mordecai Eliash, said there 
were some 3,000 doctors in Israel to serve a population 
of less than a million, or roughly -three times as many doctors 
as are required by an ordinary community. During the first 
five months of this year 500 doctors had arrived in 
Israel, which, taking full account of the immigration during 
that period, still maintained the proportion. But most of 
these doctors had passed the prime, and the number of young 
practitioners was alarmingly small. On the other hand, the 
number of hospital beds was still much below the normal 
requirements of the country, only 3,000 being available 
instead of the normal eight or nine thousand. 

For some years there had existed a pre-faculty of medicine 
of the Hebrew University of Jerusalem. In the year 1946-7 
appreciable progress had been made and a new building was 
laid down on Mount Scopus. On May 17, 1949, the first 
45 students from among 200 applicants were enrolled. 
They were mainly Israel medical students who were recalled 
from abroad to serve in the Army. The medical school would 
be the best memorial to the three men — Dr. Yaski, Dr. 
Doljanski, and Dr. Ben-David — who were its leading planners 
and who lost their lives in the Mount Scopus massacre in 
April of last year. 

Sir Henry Cohen referred to his life-long connexion with 
the Hebrew University, of which he was a Governor. He paid 
tribute to. the work of the University hospital staff and its 
scientific workers in coping so successfully with the grave 
problems resulting from tlie prolonged siege and military opera- 
tions in Jerusalem. He commented on the meagre salaries now 
paid to the academic staff’ of the University, and hoped that 
resources would soon be available to enable their remuneration 
to be raised. 

Dr. Redcliffe Salanson, F.R.S., proposed the toast of the 
guests, who included Lord Horder and Dr. H. E. A. Boldero. 
Dr. Arthur Felix. F.R.S., responded. 


Next month the Manchester Municipal College of Tech- 
nology is to begin a series of evening courses for laboratory 
technicians. These courses are intended to supplement their 
daily work in the laboratory and to help them prepare for 
their professional examinations. Both scientific and medical 
subjects will be taught. There will be an intermediate course 
in the elements of laboratory technique in pathology, bacteri- 
ology, chemical pathology, and haematology, and four inde- 
pendent final courses in each of these subjects. At the end 
of the final course the student will take the corresponding 
final examination of the Institute of Medical Laboratory 
Technology. 


Correspondence 


Distinction Awards 

Sir, — ^The very important letter from Dr. F. M. R. Walshe 
(Aug. 13, p. 383) is not likely to go unanswered, but the 
signatories of this letter, all members of the consulting staff 
of a teaching hospital, wish to express their whole-hearted 
agreement with everything said by Dr. Walshe. As he pointed 
out, the Awards Committee has a wholly impossible task, and 
it seemed only too probable that in an attempt to solve their 
problems they would be compelled to adopt methods of obtain- 
ing information which are both undesirable and invidious. 
There can be no doubt that consultants are not all of equal 
merit and that therefore some are worthy of special distinction. 
We would submit, however, that the academic distinctions of 
the past will remain in operation (the Member of the College 
'will strive for the Fellowship, the Fellow may be elected to the 
Council), and private practice still remains at the disposal of 
those who feel that their merit deserves remuneration. 


■We hope with Dr. Walshe that it is not yet too late.to ab,indon 
the idea of distinction awards in its present form. — We are. etc.. 

R. Broomhead. 

I.AN Macpherson. 

J. LE Fleming Burrow. 

H. H. Moll. 

J. M. P. Clark. 

Michael C. Oldfield. 

Andrew M. Claye. 

A. B. Pain. 

David W. Currie. 

Leslie N. Pyrah. 

Hugh Garland. 

George Seed. 

F. F, Hellier. 

H. S. Shucksmith. 

Bryan Jeaffreson. 

H. W. Sy.mons. 

A. J. C. L.ATCHMORE. 

Maxwell Telling. 

Leeds. J. M. Lees. 



Sir, — N ot only teaching-hospital committees but committees 
for professional assessment in hospital regions have been asked 
for recommendations for merit awards, and, difficult as the job 
is, it, is being tackled. What is the alternative? How are 
consultants to be paid ? To reject the considerable sums of 
money offered would be, hard on some men. The metliod of 
' distribution put forward by the Spens Committee at the sugges- 
tion — it is understood — of a distinguished layman is supported 
in principle by the Consultants and Specialists Committee of 
the B.M.A. 

The range of qualities and skills among consultants is of 
course vast, and grades do ■ not exist except in the mind of 
the observer. In the past incomes have been vastly variable 
also. But can 'we say, when we look at the incomes tabulated 
in the Spens Report and remember able men earning much 
less than they deserved, that the old method was really good ? 
When we remember such men, surely we grade them in our 
minds, just as we have always graded fellow consultants^ though 
not by finding out who earns the most, when sending our 
patients — or taking our relatives and ourselves — to 'hem. 

In spile of philosophical doubts, then, if we aie honest with 
ourselves we admit we have acted as if grades existed, though 
we have gone to some trouble -to conceal the fact. We are 
now asked to express the opinions which guided us up to 
July 5. 1948. It is not easy ; if another method of letting 
consultants get what they need can be produced nobody would 
be more glad than I. But to reject this scheme without pro- 
ducing one as good, or at least feeling sure that the method 
that worked before the Health Service began would work Better 
now, is to do something very drastic. All political parties 
are determined on a health service, and it happens that in the 
one proposed to us a consultant is rewarded less according 
to his prestige with the laity and more according to the opinion ' 
of his fellows. It is a defensible point , of view. 

The decisions ought not to be made by only a few, however, 
and it seems from information given to regions that they will 
not be. Recommendations wifi come from several directions 
and be referred in several directions again. One direction from 
which they will come (and on this the Consultants and 
Specialists, Committee has been emphatic) must be local. It 
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is impossible to judge without local knowledge. But this, 
^\’e understand, is only one source of information : to place 
sole responsibility there would be too heavy- a task altogether, 
and we do not think it is contemplated. 

For this responsibility is deeply felL People who accept it 
do so because they believe the profession is faced with political 
and economic facts which can only be ignored to its certain 
disadrantage, and they are not prepared to ignore them. If 
consultants as a whole refuse extra pay then assessment com- 
mittees can rest at last. But unless consultants do refuse 
the money the committees must do their best . — 1 am, etc., 

Hovt. Sossu. ■ W. A. Bourne. 

Sir, — D r. F. M. R. Walshe (Aug. 13, p. 383) has again done 
a great sersice to our profession by attacking the whole con- 
ception of distinction awards, but he has ignored at least two 
of its weaknesses. First, if recommendations are to be made 
by subcommittees of hospital medical committees it seems clear 
that the members of such subcommittees will have to be chosen 
from among those who are considered to be unsuitable for a 
merit award — an inWdious task for the chairman of the medical 
committee. Secondly, as chairman of the medical committee 
of a non-teaching hospital . I have not received one of the 
signed circular letters. Is it to be assumed, therefore, that 
only the staffs of teaching hospitals are eligible ? 

There have been previous attempts to weaken the precarious 
unity of the medical profession : they failed. Let us be ' 
careful that the bait of financial benefit does not split the 
consultants into ensious groups. 

If there is, indeed, some money available it could be 
employed in a much more fruitful way. Thus we were 
promised that anybody w-ould be allowed to use the whole of 
the facilities of the NJI.S. or any part of them. Since then 
the Minister has refused to allow private patients to use that 
part of the’ service that- consists of receiv-ing free drugs, using 
as his excuse the nonsensical statement that medical advice and 
treatment cannot be separated from one another. Oddly 
enough, he does not hold that this indissolubility holds in 
surgery ; everyone is entitled to be a. private patient and yet 
to be operated on gratuitously in hospital. It is, I think, 
impossible to escape the conclusion that the Minister thinks 
that the granting of the right to receive medicines without direct 
payment for them would wreck his scheme, because so many 
people would choose to be private patients. 

Whether this would be so or not is a matter of opinion and 
need not be discussed at the moment What is, however, 
relevant to my remarks is the reply of Mr. Blenkinsop to 
Mr. H. D. Hughes {Journal, Aug. 13, p. 393). He said that if 
the estimated annual rate of expenditure on the pharmaceutical 
services were proportionately increased in respect of the 5% 
of the population not on doctors’ lists the increase would 
amount to about one million pounds. If this expenditure were 
undertaken private practice would undoubtedly revive. And 
consultants would do as they did in. the past — they would 
build up practices. Then the various kinds of “ distinction ” 
in medicine would have their chance to add to their possessors’ 
incomes, while the Distinction Awards Committee, having no 
part to play in assessing the status of members of a learned 
profession, could be disbanded . — I am, etc., 

LoDdoD. VV.I. ' A. PiNEY. 

Sm. — I hope that Dr. F. M. R. Walshe’s admirable letter 
(Aug. 13, p. 383) will rouse us to action. The vast majority 
of doctors consider the distinction awards a ludicrous suggestion, 
and it is well recognized that an equitable manner of selection 
of individuals to receive such awards is a frank impossibility. 
It seems incredible that members of what has been for so long 
an honourable profession should become commercialized so 
■rapidly that they may be willing, as Dr. Walshe aptly says, “to 
be priced as though they were professional soccer players.” 
Must distinction in our profession now be assessed only in 
terms of pounds, shilUngs, and pence paid through a Ministry ? 

In the eyes of the general public our professional prestige 
has already been sadly dimmed by what appears to be our 


undue concentration on the monetary side in our negotiations 
with the hlinistry. Are they now to be diverted by the spectacle 
of those who should be the leaders of our profession sitting 
in solemn conclave dispensing first-, second-, and third-class 
distinction awards, payable in cash, to their coUea^es ? We 
expect a better moral lead from those in high places. 

I have the honour to sit on two committees to which the 
request from the chairman of the Distinction Awards Com- 
mittee has been made for guidance. Cynical laughter is the 
instant reaction in any medical group where the subject is men- 
tioned. Nevertheless, when it is suggested that we shall have 
nothing to do with this farcical plan, fears are expressed that 
by inaction we may be doing an injustice to colleagues in our 
own hospital or specialty and that other bodies may make 
recommendations although we refuse. 

Surely it is hi^ time that we ceased to be guided by such a 
policy of expediency. These fears of possible consequences 
have insidiously broken down too many of our defences 
already: they are all too reminiscent of the successful Nazi 
method of producing an attitude of cynical defeatism. If, as 
individuals, we feel a policy is wrong we ought to have no 
hesitation in making a stand now against a scheme which must 
lead inevitably to jealousy, suspicion, and discord among mem- 
bers of our profession. As individuals and as members of 
any professional body to which we may belong we should 
rouse ourselves from a state of apathetic acquiescence and 
protest against this attempt to put a financial value on that 
invaluable and indefinable thing— professional distinction. — 
I am, etc., 

London. N.W.l. KAra.SRINE LlOYD-WzLLLSMS. 


Poliomyelids Precantions 

Sir. — In your leading article (Aug. 6, p. 323) you advise 
doctors to keep children at home who are suspected of being 
in the pre-paralytic stage of poliomyelitis. I feel that this is an 
unwise recommendation, for it is very liable to cause delay 
in the diagnosis of meningitis, particularly tuberculous, which 
is very apt to be confused with poliomyelitis in the early stages. 
The prognosis of tuberculous meningitis depends largely on 
early diagnosis. 

Only last week a child was admitted to this hospital in deep 
coma as a result of tuberculous meningitis : he had been 
watched at home for a fortnight as a suspected case of polio- 
myelitis. In my opinion a case of suspected poliomyelitis, 
especially if there is meningism, should be admitted immediately 
to hospital for investigation, — I am, etc.. 

The Cliildrra'5 Hcspilal, Sheffield. 1- LORBER. 


What is Social Medicine ? 


Sir, — May 1 say that I have long shared Dr. Thomas Gibson’s 
uncertainty (Aug. 13, p. 388) as to the meaning of the term 
’■ social medicine,” and have asked repeatedly and in vain for a 
satisfactory definition. If Professor W. Hobson's extremely 
comprehensive description (July 16, p. 125) is accurate, then 
surely the term “ psychosocial medicine,” which is already in 
use, would be the more appropriate. 

But ray difficulty here is that a few years ago, when a 
“ strong ” subconunittee of a famous hospital was considering 
an appointment in this “new" specialty, neither its department 
of public health nor its department of psychological medicine 
was represented on the subcommittee or consulted in any ■way 
on the matter. — I am, etc.. 


London. W.l. 


HES-RY YEU-OW-LEES. 


Conceptions of Right and Wrong 
Sir, — T he question of the adequacy of the M’Naghten rules 
to express or interpret modem knowledge on the subject of 
responsibility is raised afresh and in a prominent form in 
your report" on the Haigh trial (July 30, p. 286). 

As is generally knowp, the two questions requiring proof in 
any indisidual case in which the subject of responsibility is 
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raised are that the accused person was not aware of the nature 
and quality of the act he was doing or that he did- not know 
that what he was doing was wrong. I would very much like 
to be authoritatively informed of the meaning of the word 

wrong ’ in this context. My opinion is that it has been 
generally employed to signify wrong in the moral sense, 
the meaning that the average rational individual in this 
country i.e., living in our particular form of culture — would 
give it. 

But the prosecuting counsel, Sir Hartley Shawcross, at the 
Haigh trial gave a different interpretation to the term. 'He 
is stated to have put to the medical witness the question ; “ I 
am not asking you whether the man decided, in obedience to 
a higher power, to do what he realized was wrong ; 1 am 
asking you to look at the facts and tell the jury whether there 
is any doubt that he must have known that, according to 
English law, he was preparing to do, and subsequently did, 
something which was wrong.” I submit that this is not the 
meaning of the word “wrong” intended by the M'Na^ten 
rules. I say this because, in the first place, there have been 
many trials in which it has been interpreted ■ in the ordinary 
moral sense. A not uncommon example is the case of the 
mother who in a state of depression kills her child in order 
to save it from the suffering she ima^nes is in store for it. 
She may be aware of what she is doing, may know that it is 
against the law and that she will he punished for it, but she 
considers it right and justifiable in the light of her strong 
(abnormal) convictions. 

In the case of M'Naghten himself, from what is known of 
his state of mind we can draw. the higltly probable conclusion 
that he knew what he was doing when he shot Sir . Edward 
Drummond and also that he knew that “ according to English 
law” what he was doing was wrong. At the same .time his 
judgment of right and wrong was so impaired by his delusions 
of persecution that it was obvious to the court that he was- of 
unsound mind. If, however, the same test had been applied 
to him as was applied in the case of Haigh, M'Naghten would 
not presumably have been found insane at the trial, 

In the second place it is to be noted that the statement of the 
two tests setting out the legal conception of responsibility con- 
tains the disjunctive “ or ” (did he know the nature and quality 
of the act or (sic), if he did know it, did he know that what he 
was doing was wrong). The disjunctive, implies that there is a 
significant difference between the two tests. But the fact is 
that in the great majority of cases in which the prisoner knety-- 
what he was doing he would also know that what he was 'doing 
was wrong “according to English law.” He may, neverthe- 
less, firmly believe that what he was doing was right according 
to his conscience and his own conception of right and wrong. 

It is clearly a matter of great importance to know, without 
equivocation, what is meant by “ wrong ” as used in the 
M'Naghten rules. It can hardly be seriously contended that 
it is justifiable to allow it to signify wrong according to English 
law in one case and morally wrong in another. — ^I am, etc.. 

London, W.l. FREDERICK DlLLON. 


Treatment of Infantile Gastro-enteritis 

Sir, Dr. C. Zahra Neumann (July 16, p. 132) is to be con- 
gratulated on a novel interpretation of part of me symptomat- 
ology of infantile gastro-enteritis, and furthei; work will be 
needed to substantiate the hypothesis that the histamine bodies 
are responsible for some of the intoxication se«i in this groujp 
of diseases. \ 

The paper, however, does not support the claim made that 
a combination of antihistamine drugs plus sulpha derivatives 
are more effective than the sulpha derivatives alone. The 
sedative effect of “ benadryl ” is central in action* and this, by 
producing rest and sleep, would in itself reduce the general 
discomfort, irritating whine, tachycardia, and even ' prostration 
(many years ago injections of nepenthe were used for this 
purpose). No figures are given which could enable one to' com- 
pare mathematically the reduction in number of stools in the 
two methods of treatment — the graphs given do not contain 
sufficient information for statistical analysis. 


In the group treated by sulphamezathine alone (method A) 
there are 3 deaths in 42 cases ; in the group treated by sulpha- 
mezathine plus benadryl (method B) there is I death in 40 cases. 
Now the percentage difference between A and B is l%—2i% 
=4^% ; but the standard error is 5.57%, and as the percentage 
error is less than twice the standard error there is no statistical 
significance between these figures. Furthermore, using the 
exact method of x' for a 2x2 table, it can be shown that 
the probability is 0.33, which means that we can expect this 
difference (of 3 deaths in 42 cases and of 1 death in 40 cases) 
to occur 33 times in every 100 experiments. In other words 
this difference in mortality is an event quite likely to occur 
by chance and no conclusions can be drawn from it. It is 
clear that much larger numbers of cases will need to be 
investigated before this claim can be substantiated. — I am, etc., 

London, W.9, C. A. ROYDE, 

Syringes 

Sir, — A nyone contemplating the initial expense of a syringe 
service should note that the British Standards Institution has 
recommended the ,Luer fitting, and the specification in British 
Standard 1263 covers metal-and-glass as well as all-glass 
syringes. As a consequence, at least one manufacturer is now 
marketing syringes only of standard specification, and it seems 
likely that the Record fitting will be superseded and (hat in a 
few' years replacements in bulk may be difficult. 

The general adoption of the Luer fitting is obviously desir- 
able, as pointed’ out by Dr. D. Gairdner (July 30, p. 282), and 
I am told tliat an attempt was made to adopt it after the 
1914-18 war. The market was soon flooded, however, with 
cheap Record syringes from Germany, and English manufac- 
turers had to conform in order to compete. A repetition of 
this is unlikely, and anyone making a stock of syringes should , 
begin with the Luer pattern, for economic reasons as well as 
those given by Dr. Gairdner. — 1 am, etc., 

Broxboume, Hens. • T. C. BEARD. 

Essential Hypertension in Pregnancy 

Sir, — M r. John Sophian’s letter (Aug. 6, p. 335) is of interest. 
The idea that “ functional vascular spasm ” is the' primary' 
change inducing hypertension, and tliat it is the cause of “ renal 
cortical ischaemia ” in pregnancy, when .the renal arterioles are 
affected — or that it is the cause of the anuria occurring in 
elderly men with . enlarged prostate in whom the greatly dis- 
tended bladder has been emptied too rapidly — is unsatisfying. 
Attributed in the former to “ sympathetic overactivity,” the 
cause of this overactivity remains unexplained. ' Nor can i 
understand how in puerperal anuria Bowman’s capsules and 
the renal tubules should become so greatly distended — with 
urine — if the condition is caused by a primary occlusion due 
to vascular spasm of renal arterioles. A picture of this change 
was given twenty years ago by Clifford White (Proc.R.5oc. Med.. 
1919, 12, 29), and his sections were shown on the screen at an 
R.S.M. meeting in January of this year. Those seeking an 
explanation of tlie cause of the acute changes in the kidney 
associated with oliguria or anuria, whether in the pregnant 
or not, should take this distension into account. My criticism - 
'of the work of Trueta and his colleagues is that nowhere in 
Studies of the Renal Circulation have I found any reference 
to the effect of the secretion of urine on the blood flow through 
the kidney. It is of fundamental importance. 

Very interesting is Mr. Sophian’s comment on Dr. Hingson’s 
treatment of eclamptic patients by means of controlled spinal 
analgesia. In 1928 1 published my first case treated with spinal 
analgesia (Five. R. Soc. Med., 1928, 21, 70). It was received 
with scepticism. I believe it was tried, but I think 
more to demonstrate its rmworthiness than any virtue it 
might possess. The mind of the demonstrator matters. 1 
have had several similar experiences. In 1932 I treated a man 
who had developed anuria some time after an abdominal 
operation. Two injections were given at an interval of twelve 
hours, and the result was wonderful. It was so wonderful 
that 1 had the greatest difficulty in getting the paper published : 
everyone seemed to think the experience related was not true. 
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Finally, it was published in abridged fonn in 1935 (tnncef, 2, 
554). The patient, a fanner, is still strong and well— I see him 
occasionally by chance in the street. 

In my view spinal analgesia acts by inducing a state com- 
parable with shock. There is a great fall of blood pressure, 
and blood is not thrust into the renal medulla to maintain the 
obstruction to the e.xit of urine from the uriniferous tubules. 
The treatment should be induced early : there is no point in 
delating. The position of the patient is important. He (or 
-she) should. be kept in the Sims position, nith the foot of the 
bed elevated, and starved completely, with great limitation of 
fluid. More than one injection is usually required. In ful- 
minant eclampsia it is better to try such a treatment than let 
the patient die. In post-partum anuria it is much better to 
' do this than use an artificial kidney, for the application of the 
latter is vain at a time when the cortical renal cells are rotting. 
— I am, etc., \ 

R. H. PaRamore. 

Strangulated Appendix in Femoral Hernial Sac 

Sir, — T he following case report may be of interest to your 
readers. 

A woman, aged 67, was admitted to St. Leonards Hospital on 
May 6, 1949, with a diagnosis of strangulated femoral hernia. She was 
collapsed and dehydrated, with a subnormal temperature, a blood 
pressure of 100/70 mm. Kg, a pulse of 120, and a respiratory rate of 
2S. Two days before admission she had complained of intense abdom- 
inal pain, most marked in the right iliac fossa. Vomiting began simul- 
taneously, the vomit being first yellowish, later brownish, and, on 
admission, faecal in character. She had had no bowel action and 
had not passed flams per rectum for three days. She had a tender 
• lump about two inches (5 cm.) in diameter in the right femora! 
region ; there was low'cr abdominal tenderness and a certain amount 
of distension. A diagnosis of strangulated femoral hernia was made. 

At operation a louptudinal incidon was made over the lump and 
the hemia! sac was exposed and opened. The appendix was lying in 
the sac and sm thickened, obstructed, and congested, with haemor- 
rhagio patches on its walls. The neck of the sac was very narrow 
and was obviously obstructing the appendix; the proximal quarter- 
of-an-inch (0.6 cm.), which was inade the abdomen, was normal 
in colour and size. The herniated part of the api^dix (two inches 
long) was removed, and the mesoappendix divided and ligated. 
The stump could not be buried in the wall of the caecum, but as 
there was a long mesoappendix it was buried in that structure. The 
sac was ligated and divided, and the femoral canal closed by sumr- 
ing the inguinal ligament to the pectineus fasda. The patient made an 
uneventful lecovety, and was discharged from hospital on May 20, 
1949. 

I am indebted to Dr. A. D. Morris, medical superintendent of 
St. Leonard’s Hospital, for his adrice and perTrasaon,to publish this 
case. 

— 1 am, etc., 

London, N.t. ‘ 7*- BOFFA. 

Torsion of Normal FaDoptan Tube 

Sir, — have read the article by Mr. R. de Soldenhoff 
(July 30, p. 263) and Professor Lambert Rogers’s letter (Aug. 13, 
p. 384) on the subject of torsion of the normal Fallopian tube, 
and 1 should like to add a further case to the literature. 

t was called out to see a girl, aged 13, who had not yet begun 
to menstruate. She complained of colicky abdominal pains for the 
past four days, situated mainly in the left iUac fossa, and had vomited 
on the first day of her illness. Three weeks previously she had 
sufiered from a similar attack which had lasted three days, and she 
had then felt well again. She was constipated and looked ill and 
toxic. 

On e.xamination her temperature was 100.4° F. (38° C.) and the 
pulse rate 96. Her tongue was furred and moisL Her abdomra felt 
soft, without any guarding, but she was tender to pressure in the 
left iliac fossa. A rebound phenomenon was present in both iliac 
fossae. Peristalsis was diminished. She was extremely tender in the 
anterior walls of her rectum, and she was virgo Intacta. 

The diagnosis of a lower abdominal peritonitis, due possibly to 
a perforated appendix or a perforated Meckel’s diverticulum, was 
made. During the next few* hours in hospital her pulse rate rose 
to 114 and she did not improve. 

At operation there was a small amount of blood-stained^ fluid in 
the peritoneal cavity. The left tube and ovary formed an impacted 
reddish-blue mass in the pouch of Douglas. They were released 
with diificulty. The tube was gangrenous, due to two complete 


twists of its mesosalpinx. The ovary contained a blood-stained cyst. 
A left salpingo-oophorectoroy was carried out, and the patient had an 
uneventful convalescence. Section of the tube showed it to be 
normal, but it was obliterated by blood. 

This case is one of undoubted primary torsion of the 
undiseased Fallopian tube in a girl before menstruation bad 
commenced. As the aetiology is unknown, its main importance 
lies in the difficulty of diagnosis, for there is no definite syn- 
drome to recognize. Because it occurs in young people and 
the diagnosis is in doubt, I venture to disagree with Mr. de 
Soldenhoff and state that the urgency of operation is great, — 
I am, etc., 

Uvenxxii. 9. .Alfred M. Abr.ulvi.5s. 


The Common Cold 

Sir,— In the Journal of OcL 2, 1943 (p. 433), I stated that 
as a result of psycho-analytic investigations 1 had come to the 
conclusion that the common cold always occurred in association 
with a particular emotional state which could be defined. 

At the meeting of the International Congress of Oto- 
laryngology, reported in the Journal of July 30, Dr. E. P. Fowler 
(New York) said (p. 278), “ In the common cold of all types 
an emotional factor is very likely to be the precipitating one 
... It is very common for a cold to develop on examination 
day or on a day of domestic upheaval, evidently due to changes 
in the nasal mucosa arising from an emotional cause.” He 
added that he believed that a large number of colds were of 
a neurogenic type, due to overaction of the sympathetic, and 
that the outstanding prophylactic was emotional equilibrium. 

I am glad to Save Dr. Fowler’s support for my theory. I 
am quite confident that further investigation of the common 
cold on psychological lines will confirm the psy-chogenic origin 
of this, up to now, mysterious and sometimes dangerous 
affliction. — I am, etc., 

E. Wrigley Braithwaite. 


Simnlated Amnesia 

Sm, — 1 have read with great interest Drs. R. E. Hemphill and 
J. R. Stuart’s article (May 28, p. 938) dealing with simulated 
amnesia. Do any of us possess hard-and-fast criteria whereby 
malingering can be dislinguisbed from hysteria ? 

Very few of us like to use the former term in clinical practice, 
whereas in legal practice either the term malingerer, or the 
implication that a state of simulated disability exists is fre- 
quently made. I take it that the reason for this is that in the 
majority of such cases the physician sooner or later discovers 
some underlying cause of worry* which explains the response. 
This does not dispose of the technical question of evaluating 
the mechanisms whereby an individual symptom complex is 
produced and maintained— i.e„ of explaining the actual pattern 
of symptoms. A large proportion of the major hystencal 
patterns can be removed in one session by persuasion. Aow 
althou^ this begs the question of the validity of such forms 
of therapy if unsupported by* more fundamental help it never- 
theless reinforces the impression held by* many that the hyslenc 
“could help it if he would ”—i.e., could adopt a more reason- 
able manner of drawing attention to his need for help. 

It appears to me that there are three clinical settings w*!thin 
which the problem of simulation or apparent simulation of, 
for example, amnesia can occur. (1) The constitutionally 
averagely endowed man who falsely* states that he is lil, fcnow- 
iD° that such is not the case. This is true malingering, and is rare 
in°climcal practice. (2) The constitutionally* endowed hyjtenc. 
Id these cases we may be dealing with a prolongation sy*ndr_^_e 
or elaboration of a nucleus of true dissociaUve features. This 
in my experience is the most common cliniral problem. 
(3) The psychotic. Amnesia occurring in schizophrenia is ire- 
quently amenable to precisely* the same forms of tr^tment as 
is the case with hysteria. The more “ genuine the dissoaative 
mechanisms the more grateful the patient The more consaons 
the mechanism the more hostile the patient 

"When we come to post-traumatic by*steria (aeur^thMia) in w*Mch 
litigation is involved we frequently see colleagues in the tntness box 
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stating opposite opinions. For the plaintiff it is neurasthenia, for 
the defence it is malingering or some oblique expression which 
implies this. War neurosis cases illustrate the same theme. Some 
regard the “ shell shock ’’ case as a faint heart and sometimes a 
coward. Others assert he is a sick man. I suggest that' in many 
cases the truth is a 'combination of both statements. That is to 
say, when we meet conversion hysteria we can assume that the 
patient is in distress and to that extent a sick man, but also that 
mechanisms have come into play which to some extent (varying 
from patient, to patient) are under his control. 

When wo say that “ dissociation ” occurs in hysteria we are 
employing a term which possesses no referrent. This is not to deny 
its hypothetical validity or indeed its pragmatic necessity, and it 
appears as if this term describes a class of event which expresses at 
one and the same time a reaction to emotional trauma and a con- 
stitutional capacity for dissociation which the non-hysteric does not 
possess. ^ 

I have seen a pseudochoric maintain his movement for ei^t weeks 
to the point of emaciation througli inability to eat and sleep, resist 
narcosis, shock therapy, and what psychotherapy was practicable, and 
then recover within 12 hours following strong persuasion. I have 
seen a soldier going about camp with his back bent double for weeks, 
resist similar methods, and then respond to persuasion in the matter 
of a few minutes. When the law is concerned with a compensation 
issue the question of the extent of this control becomes important. 

I know of no criteria whereby this can be determined. When all is 
said and done we all “ forget ” appointments occasionally, tell white 
lies, lose all emotional control at times, and under stress get 
palpitations or feel weak at the knees. The hysteric does these things 
more frequently, for longer, and at times apparently more convenient 
to his self-interest. 

If we are good physicians we do not sit in judgment on him — vie, 
seek to understand and try to help. If we are judges or commanding 
officers or school masters or parents we occasionally have to sit in 
judgment, and sometimes we reprimand. Now' can anyone deny 
that a reprimand benefits the hysteric ? 

Finally, may I reiterate the question which has prompted this 
letter ? Can any psychiatrist assert that he can diagnose with confi- 
dence between malingering and hysteria in any individual case ? 
Because if there is such a test medico-legal work in our compensation 
courts will become easy. The answer to this question would illumin- 
ate the manner in which those processes we call dissociation operate, 
and enable us to understand how a hysteric really thinks and feels 
about the world. My opinion is that the hysteric can be compared 
to the “ double-jointed person ” who possesses the faculty of con- 
torting his frame in a manner not possessed by others. Sometimes 
this queer mechanism is set going by emotional trauma, and to that 
extent the patient is a sick person. -Sometimes it is set going as a 
result of the patient's decision to evade responsibility or duty or to 
establish prejudice in his favour (as in compensation cases). More 
commonly it is a mixture initially outside his control which becomes 
prolonged and sometimes, in addition, elaborated. The elaboration 
features are true malingering, the prolongation features are more or 
less genuine, and the original nucleus is entirely genuine. 

Persuasion is capable of removing the elaborative features 
but will rarely affect the genuine features except it be exhibited 
in a manner which introduces still more subtle therapeutic 
mechanisms. “I seemed to be unable to get better myself: I 
Wanted to but couldn’t until you seemed to get me going,” as 
one patient (I believe correctly) assessed the effect of brisk 
admonitions to a previously intractable pseudochorea. Need- 
less to say, the physician who has the temerity to attempt to 
treat hysteria by admonition, though invariably receiving the 
gratitude of his genuine patients, will encounter strong hostility 
from the non-genuine. Hence the need for accurate diagnosis, 
— 1 am, etc., 

Dunedin, New Zcalanil. HaROLD PaJ-MER. 


Pm-affin-wax in the Male Bladder 
Sir. — I read with interest Dr. T. J. D. Lane’s report (July 23, 
p. 216) on paraffin-wax in the male bladder. I should like to 
mention a similar case which I encountered in Poland in '1936. 

The patient was admitted to hospital with acute cysUtis. Qysto- 
scopy confirmed this diagnosis, and to my great surprise revealed 
a blue-tinted twisted Christmas candle floating on top of the liquid 
(" rivanol ") winch had been injected into the bladder for the purpose 
of the examination. I instilled about 300 ml. of pure benzine into 
the bladder and after 20 or 30 minutes removed this h'quid. I then 
filled the bladder with rivanol and on cystoscopy failed to find any 
traces of the candle except for the wick, wWch I removed with the 


help of an operation cystoscope (Sass-Wolf). The paraffin-wax had 
evidently become completely dissolved. The cystitis subsided after 
three days' treatment by washing the bladder out with rivanol and 
instilling 100 ml. of silver nitrate (1 in 200). When the patient was 
asked if he himself had introduced the candle into the urethra, he 
reluctantly admitted that two days previously, while drunk, he had 
had intercourse with a prostitute whom he could not pay. She in her 
anger had inserted the candle while he was asleep. 

— I am, etc., 

• London. S.W.5. B. B. RaPACKI. 

Nucleoprofein, Virus, and Mouse Cancers 

Sir, — ^Low-temperature treatment of mouse carcinoma tissue 
yielded remarkable results in the laboratories of the Imperial 
Cancer Research Fund (July 30, pp. 251, 253, 255). As to the 
facts, I hope they will readily obtain ample confirmation ; as 
to the theories attached to them, however, 1 deem it necessary 
to consider further possibilities as well. May not very low 
temperature cause structural changes in the protein molecule 
itself ? I refer particularly to the nucleoproteins of the chromo- 
somes, and this altered molecule might be the causative agent 
of the tumours. Experimental grounds for this suggestion can 
be found in the Continental literature. Karuo Yamafuji and 
Teigen Cho {Biochem. Z., 1948, 318, 95) claimed to be able to 
produce tobacco-mosaic virus by keeping the plant at higher 
temperatures (43-45° C.) and the polyaeder virus of the silk- 
worm by this and other means. The virus so produced seemed 
to be to a certain extent transmissible, without any further 
temperature effect. Their theory is that normal nucleoprotein 
becomes denaturated nucleoprotein, which becomes poly- 
merized nucleoprotein, which becomes a virus. 

Although the authors did not refer to the production of 
tumours in this article, the possibility cannot be left undiscussed. 
The following two experiments therefore appear to be necessary. 
(1) The same cooling procedure should be applied to non-tumour 
tissues, and these should be grafted into an animal afterwards 
to ascertain the behaviour of normal tissue protein under such 
circumstances. (2) Lower temperatures than -79° C. should 
be applied — say —150 or -200' C. — to prove that there is a 
low temperature which kills the virus. Without such proof the 
virus nature is contestable, and the possibility of a non-living 
agent — i.e., a polymerized molecule — is likely. 

It is a puz:^ng observation by Dr. Mann that it is not the 
time of freezing but the repetition of it with corresponding 
thawing that causes a diminution in the infectivity of the agent. 
It might be that the virus is more -easily kilted by repeated 
freezing thai), by a prolonged spell, but the protein molecule 
may have the peculiarity of withstanding polymerization, 
becoming resistant to it on repetition. Regarding the virus, 
it would be strange if it is killed by the process of thawing 
when it is resistant to extreme low temperature. It might be 
equally suggested that the denaturation of some virus-inhibitory 
substances, the existence of which is propounded by Dr. Mann, 
does not take place on repeated freezing and thawing. This 
would be a further field of research. There are many more 
interesting points. They are, however, beyond the scope of a 
letter, which should be brought to an end by expressing a high 
appreciation for the experimental results which give so much 
food for thought. — I am, etc., 

London, N.W.2. J. KuCHARIK. 

B.M.A. Tuberculosis Group 

Sir, — May I draw the attention of all old tuberculosis 
officers, tuberculosis superintendents, and tuberculosis physi- 
cians to the newly constituted B.M.A. Tuberculosis Group, and 
urge all to join it ? I hope secretaries of local tuberculosis 
societies in England, Wales, Scotland, and Northern Ireland 
will be willing to help, first liy getting a supply of forms from 
B.M.A. House and then by circulating them to their members 
and having copies available at all the early autumn meetings. 
If 90% of tuberculosis workers join the group the tuberculosis 
service will wander less in darkness and confusion than at 
present. — I am, etc., 

Church Stretton, Salop. G, LlSSANT CoX. I 
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POINTS FROM LETTERS 

Histamine Desensitization in M^niferc’s Disease 

Dr. D. A- Draffin (Newcaslle-upon-Tjue) \\Tiies: Wing Com- 
mander Sa^ille Paul^July 23, p, 216) draws attention to an interesting 
case of M^nierVs disease which he treated by histamine desensitiza- 
tion, and he adds that it is reasonable to assume “ that a cure has 
been probably effected.** Surely the following errors have been 
made. (1) The natural history of this tjpe of case has 
been ignoftd, for many cases of this tj-pe tend to get less 
» frequent attacks in any case. How’ much improvement in this 
officer's morale will contribute to mitigation of the tinnitus (which he 
incidentally still has) is difficult to assess. (2) Faith has been placed 
in the histamine test. (3) The body has theoretically been desensitized 
to w’hat is closely relai^ to, if not identical with, the natural sub- 
stance of the body, on which the body relies to a large extent for 
‘ its defence against attacks from all sides, be it bacterial toxins, 
injur>% or allergens. 

The Elderly Sick 

Dr. W. R. E. Harrison (Buxted, Sussex) writes: Your leading 
artich *' Tbe Elderly Sick *’ (Aug. 6, p. 324) might have been more 
complete had it contained a warning against letting the pendulum 
swing too far in the direction of over-treatment of the aged. With 
ever-increasing lay partidpalion in medicine, with ** health ** visiting, 
mobile physiotherapy, voluntary car pools, etc., there is, I submit, 
a grave danger that all sense of proportion may be lost. You speak 
"of co-operation between G.P. and sodal ser\aces, lay-controlled. 
Do you, I W’onder, realize the difficulty in which a G.P. may find 
himself should he try to do his duty by curbing their exuberant 
offers of help ? As I write, a record harvest stands in stooks 
, exposed to the risk of a break in the weather. A handful of men 
■ are struggling to get it in, but the towns and villages are thronged 
with people doing next to nothing. Let our professors of sodology 
come down from the sentimental clouds and bend their minds to the 
treatment of this besetting sin of our sickly dvUization. Let our 
sodal reformers not make things too difficult for the young and 
>igorous among our people upon whom depends the bare survival 
of youn^ and old alike. 

Antlhistaminic Drugs for Boms 

Dr. S. Shubsachs (Kfanchester) , writes : While I agree with your 
correspondent Dr. Donnell Deeny (Aug. 6, p, 336) that it is logical 
to give an antihistamiuic drug in bums, I must point out .that the 
raised temperature is more likely to be due to other conditions, such 
as sepsis or heatstroke, than histamine excess. It is true that elevation 
of skin temperature 1* or 2" F. (0.6"-1.2*’ C.) can occur after the 
injection of small doses of histamine, as pointed out by Samson 
Wright {Applied Physiology, 1945, p. 556). But major bums are 
usually assodated with normal or subnormal temperature, a rise in 
temperature only occurring after sepsis has set in. On the other 
hand, heatstroke can occur with nunimal liberation of histamine in 
the skin. If the use of an antihisianimc in bums leads to neglect of 
the significance of a raised temperature, then tragedies will occur 
and a valuable aid in the treatment of bums be unfairly discredited. 

Tuberculosis in Scotland 

Dr. B. C. S.\ALER (London, N.W.II) w’rites: May I draw your 
and Mr. Walter Elliot’s attention to a book by Fliess entitled Vom 
Leben und \om Tod (Jena,. 1909), which I am afraid has not been 
translated into English 7 Discussing the tuberculosis mortality rates 
for Prussia, he warns the reader not to expect the curs’c always to 
move as it would if it depended on external factors only. According 
to him a nation is a biological unit and its life process is controlled 
by internal factors. Life is lived in wraves; there are “high and 
low tides,” mortality being low’ at low tides and increasing with the 
rising tide. He supports these views with evidence derived from 
knowledge he obtained through the study of the time factor in the 
life histoo’ of B^nerations of human beings, animals, and plants, 
correlating all major events not due, or due not solely, to external 
influences. ... A few questions raised by Mr. Elliot (Aug. 6, p. 297) 
point indeed to the possibility of an internal factor being responsible 
for the rise in the curve of the Scottish pulmonarj’ tuberculosis 
mortality rate. What is affecting Glasgow’ which is not affecting 
Birmin^am and Cardiff would be easy to sec. The inhabitants 
belong to different biological groups. In England the “ slope to the 
north ” would become intelligible, and, as regards the different trend 
in the more agricultural counties of Northumberland and Cumt«r- 
land, one could think of a greater reluctance of a peasant population 
to intermarry with city-bred people in Scotland, who, according 
to the figures given by Mr, Elliot, are in the main affected by the 
hi^er tuberculosis mortality rate, ... 


Obituary 


Sir ALAN NEWTON, M.S., F.R.C.S.. F.R.A.C.S. 

F.A.C.S. 

Sir Gordon Gordon-Taylor and Professor C. Lambert 
Rogers write : The moving tributes (Aug. 20, p. 440) to 
the late Sir Alan Newton leave little for other friends to 
add, but perhaps further reference may be made to his 
enduring and passionate desire to promote the science and 
art of surgery in Australasia, and to ensure that the Cinder- 
ella sister college, in the inception and nurture of which he 
had played so important a role, should in all its activities 
be not unworthy of the Royal College of Surgeons of 
England with all its great tradition. Emphasis may be 
laid on the dignity and decorum 'on which he insisted in 
connexion with all the examinations held in the buildings 
of the Royal Australasian College of Surgeons. As Censor- 
in-chief he organized and himself superintended a pri- 
mary fellowship examination in 1934, in which one of us 
(G. G.-T.) was privileged to participate f nothing was left 
undone, nothing omitted, nothing unanticipated, so that the 
examination might be conducted in the best tradition of 
Queen’s Square and Lincoln's Inn Fields. To this end he 
gave up all his own work for a week and never left the 
building in Spring Street, Melbourne, during the hours of 
the examination. With princely courtesy, but with unmis- 
takable firmness, it was impressed on the visitors from the 
English College of Surgeons that they were in Melbourne 
to conduct an important examination and not for their 
own enjoyment, and the mildest divertissement in which 
they might indulge had perforce to be kept from his ears. 
He would certainly have frowned had he< known the late 
hours at the card-table in the club kept by the distinguished 
examiner in physiology, although he was well aware that 
the Royal College of Surgeons of En^and never had a 
better ambassador than George Buckmaster. As an 
examiner himself he was feared but respected. 

As long ago as 1945 one of us (L. R.), speaking at the 
annual meeting of the Royal Australasian College of Sur- 
geons, envisaged a day when there might be an interchange 
of examiners between the Mother Country and the Com- 
monw'eaith, a dream that has recently been realized in the 
active part played bj' Professor Sunderland in a recent 
primary' examination in London, but the official recognition 
of the Australasian primary fellowship by the English Col- 
lege, which Sir Alan had for so long regarded as a “ states- 
manlike desideratum," evoked in his breast the liveliest 
satisfaction. As alumni of Middlesex Hospital, we are 
both proud that he too learned anatomy ssithin our walls, 
and still remember how 30 years ago a taU upright figure in 
the uniform of a major in the A.I.F. might have been seen 
striding into the dissecting-room of “ Middlesex,” along that 
floor which so many young surgical postgraduates from the 
lands under the Southern Cross have subsequently trod. As 
lecturer on surgical anatomy in the University of hfel- 
boume doubtless he taught and retaught those lessons that 
he had learned as a disciple at the feet of “ Tim ’ Yeates, 
whom he himself helped to discover and who remains so 
beloved a figure to Australian visitors of the third and 
fourth decades of the century'. 

It is curious that the motto of the Royal Melbourne Hos- 
pital which he served with such distinction and loyalty 
throughout his life should be the selfsame Virgihan line 3S 
that proudly possessed by the hospital in London which is 
our alma mater, and somewhere he himself has written that 
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“ the secret of the care of the sick is to care for the sick.” 
To this end he devoted his life unsparing of himself. Alan 
Newton was one who walked worthy of the vocation to 
which he was called, and had that gay, serene spirit which, 
as Schiller tells us, is the source of all that is noble and 
good. 

Dr. Albert Hopkinson died suddenly at his home in Cam- 
bridge on July 31 at the age of 85.- The son of John 
Hopkinson, a former lord mayor of Manchester, he was edu- 
cated privately and then at Owens College. In 1881 he came 
up to Emmanuel College, Cambridge, where he took his M.A. 
and M.B. degrees in , 1889. He returned to Manchester and 
entered into general practice in Withington with the vigour and 
enthusiasm which were part of him. His especial love was the 
human aspect of practice, and he devoted'himself with kindness, 
courtesy, and tireless energy to those under his care. It was 
during this period that he^acquired the great human knowledge 
and sympathy which enabled him to influence the many medical 
students he taught in the latter part of. his life. During the 
1914-18 war Dr. Hopkinson was appointed medical officer to 
the Mosley Road Hospital, Manchester, which was devoted to 
the treatment of injuries to, and diseases of, the nervous system. 
“Here,” Sir John«Stopford wrote, “he worked tirelessly, not 
only clinically, but in encouraging the men. By his shrewd 
observation he did much to make possible the early investiga- 
tions which greatly influenced the subsequent treatment of these 
diseases. His modesty made it impossible for him to realize 
the value of the work he was doing, but his colleagues and 
many of his patients have reason to be very grateful to him.” 
In 1919 Dr. Hopkinson retired and came to live in Cambridge. 
At the invitation of his old college he undertook the supervision 
of medical students and became an assistant demonstrator in 
the school of anatomy, holding this appointment for nearly 
twenty years. Here he met and helped all the medical students 
who came to Cambridge during that period. The medical 
students in the materialistic world of the early ’twenties^ were 
apt to feel that 'they could ill afford the time to listen to his 
philosophic generalizations, and it was only in later years that 
they became fully appreciative of the lessons that he had taught 
them. It was a remarkable achievement to become a com- 
petent teacher of anatomy after half a lifetime in general prac- 
tice, and only the possessor of an unusually retentive memory 
could have succeeded. In his .teaching Hopkinson always made 
a point of emphasizing the applications of anatomy in practice. 
Patient and painstaking, he took a keen personal interest in 
the undergraduates, many of whom kept in touch with him long 
after they had gone down. Nor did he forget the subjects in 
the dissecting room, for he wrote a poem, a plea for their 
reverent handling, which was printed in the Cambridge Review. 
Hopkinson served on the advisory council of the Cambridge 
University Medical Society until after the recent war. The 
contact which this gave him with the rising generation of 
medical students was a constant joy, not only to him but 
to them. He was a life member of the British Red 
Cross Society. He also acted as treasurer for the Universities’ 
Mission to Central Africa. As an undergraduate he represented 
bis college at rugby football and athletics, and rowed in the 
college boat. All his life he was a keen mountaineer, and 
with his four brothers he was a member of the Alpine Club. 
In later^ years he took an especial interest in the Cambridge 
Mountaineering Club, and a more active one in the University 
Swimmmg Club, ssvimming a mile when he was close on 
seventy. His family life, despite the loss of one son in the first 
world war, was a very happy one until the death of his wife 
ten years ago. _ He is survived by two daughters and two sons, 
one of whom is in the medical profession. With the passing 
of Albert Hopkinson, Cambridge has lost a great and lovable 
personality who by his example has influenced the lives of 
many hundreds of medical men practising to-day. 

Dr. Douglas Bell died at his home at Skelraanthorpe on 
July 21 after a short illness. He was educated at the Watson 
Academy at Edinburgh, and graduated M.B., Ch.B. at Edin- 
burgh University in 1904, taking the D.P.H. three years later. 


After a short period of assistantships he settled down in general 
practice with his brother. Dr. William Bell, at Skelmanthorpe, 
near Huddersfield. During the 1914-18 war he held a temporary 
commission in the Royal Navy and served in the flagship 
HM.S. King George V at Jutland. He was for a time medical 
officer to the Royal Naval Barracks, Chatham. After the war 
he returned to general practice in Skelmanthorpe and was 
Medical Officer of Health to the, Denby Dale Urban District 
from 1939 to 1945. He took a keen interest in all local 
activities ; possessed of a strong personality, he was renowned 
for his forthright manner and his intolerance of petty official-' 
dom. The personal and intimate family history of his patients 
was an open book to him, and he was an outstanding example 
of the old type of family doctor giving unstinted service to 
the community. His practice was his all-absorbing interest. 
It was his wish to die in harness, and it was fulfilled. He- 
is survived by his wife and his son. Dr. Ian Bell, to whom 
the sincere sympathy of his colleagues and friends will be 
extended. 

Mr. John Robert Foster died at Danby on Aug. 5. . Born 
at Sleights, Yorkshire, in 1868, he graduated at Edinburgh 
University in 1893 and took the F.R.C.S.Ed. in 1901. After 
holding house appointments at the Central London Ophthalmic 
•Hospital, the Royal Westminster Ophthalmic Hospital, and the.^ 
Royal National Throat, Nose, and Ear Hospital, Golden 
Square, he was appointed ophthalmic surgeon to the Hartlepools 
Hospital. A year later he was appointed ophthalmic surgeon 
to the Cameron and Howbeck House Hospitals and aural and 
ophthalmic surgeon to the Hartlepools Education Authority. 
He was an excellent and careful surgeon, and continued work 
until the age of 64, when he had to retire from hospital and 
private practice owing to ill-health. He is survived by a widow 
and three children, the eldest of whom is ophthalmic surgeon 
to the General, Infirmary at Leeds. 

Dr. Ale.\ander Gordon Leggat, who had practised in 
Newbury for nearly 30 years, died at Wellington, New Zealand, 
on Aug. 8. Dr. Leggat was born in Glasgow, and graduated 
at Glasgow University in 1905. In the 1914-18 war he served 
as major in the R.A.M.C. at Gallipoli and was awarded the 
D.S.O. He was a conscientious and able practitioner, and in 
1931 was appointed to the staff of Newbury District Hospital. 
It was then that he found work most congenial to his taste 
and capacity, for he was a born administrator and took the 
greatest interest in the administration of the hospital. He 
was a firm but popular chairman, and kept order with a tact 
and humour which owed something to his Scottish origin. He 
• will be greatly missed for his work at the hospital and his other 
activities. Dr. Leggat died as far from Newbury as it .is 
possible to be on this planet, but near and dear to many of 
the inhabitants of the town. He survived the death of his 
wife by six months, and leaves a son and a daughter. 


Medico-Legal 


' OVERDOSE OF NITROUS OXIDE 

At an inquest 'held 'in Dublin on May 31 the jury foimd that 
the death of a woman of 38 was due to anoxaemia and cardiac 
failure following an overdose of nitrous oxide. 

This patient had a septic left thumb which required incision. 
A woman house-surgeon at the Adelaide Hospital said that 
she had examined the patient and thought she was fit to be 
given an anaesthetic. She then noticed that the oxygen cylinder 
in the anaesthetic machine was empty. • She asked one of 
the nurses to get a cylinder of oxygen and this was connected 
up ; she turned on the nitrous oxide fully and the “ oxygen ” 
• partially. After a few inspirations she noticed that the patient 
was becoming slightly blue. , She therefore turned off the 
nitrous oxide and turned on the “ oxygen.” The cyanosis 
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became even more marked. She then e.xamined the gas ' 
cj'linders and found that both contained nitrous oxide. An 
oxygen cylinder was then put in and artificial respiration started. 
For two hours everything possible was done to revive the 
patient. She agreed that, though the cylinders were the same 
size, nitrous oxide cj’linders had a black distinguishing mark 
and oxygen cylinders black with a white ring round the top. 
With continued usage the distinguishing white paint did tend to 
become worn. 

A nurse described how she had brought into the theatre what 
she thought svas a cylinder of o.vj’gen. She did not examine 
the label on the cylinder to see whether it contained oxygen 
of not. The labels on the cylinders of nitrous oxide and 
oxygen were similar in size and she had no reason to believe 
that this cylinder did not contain o.xygen. Later one of the 
medical students noticed that both cylinders in the anaesthetic 
machine contained nitrous o.xide. She agreed that though the 
labels on the cylinders were of the same size they were of 
different colours. She had not seen gas cj’linders being changed 
before in the course of her training and she had never been 
told of the distinguishing marks. 

A fourth-year medical student said that he had been in the 
theatre for about five minutes, helping to apply artificial respira- 
tion, before he noticed that both cylinders in the anaesthetic 
machine contained nitrous oxide. He identified the cylinders 
by the labels. He did not look particularly at the tops of the 
cylinders. 

The senior anaesthetist at the Adelaide Hospital described 
the methods of resuscitation employed and. said- that in her 
opinion death was due to anoxaemia and cardiac failure. 
Doctors were taught the importance of distinguishing between 
the colours of cylinders, but she thought that it would be better 
if the fittings were so arranged that it would be impossible to 
connect them up' wrongly. 

The manager of the firm which supplied the cylinders said 
that ftiey were painted every hvo years. 

The jury gave a verdict in accordance with the evidence and 
added a rider expressing the opinion that the Adelaide Hospital 
was guilty of negligence and that there was contributory negli- 
gence on the part of the house-surgeon. 


Universities and Colleges 


UNIVERSITY OF LONDON 

The recognition of the British Postgraduate Medical Federation as a 
school of the Uiuversity has been extended in respect of its factlides 
(a) at the Institute of Child Health and (b) at the Institute of Ophthal- 
mology for three years and five years respectively in the first instance, 
from Oct. 1, 1948. 

Sir Archibald Gray and Mr. J. B. Hunter have been appomted 
representatives at the University on the governing body of the British 
Postgraduate Medical Federation and Dr. Audrey Z. Baker repre- 
sentative on the governing body of Nonsuch County School for Girls, 
Cheam, Surrey. 

■ A further A. H. Bygott Scholarship for 1949-50 (see Journal, 
Aug. 13, p. 393) has been awarded to Wilfred Charles Turner, M3., 
B.S. 

The Sir William Dunn Scholarship of the value of £100 for one 
year, which is awarded annually on the results of the second 
examination for medical degrees (internal and external) held in 
March, has been awarded, for 1949, to Charles John Edmonds (Uni- 
versity College), who proposes to proceed to the B.Sc. (Special) degree 
in phy'siology. 

Awards of medical entrance scholarships and exhibitions have been 
made on the results of, the London Inter-Collegiate ScholarsHps 
Board examinatJoD, as'follo^'s: Medicd Scholarship, Miss M. A. 
Clark (University College). Bwck/n'll Scholarship., D. B. Thomas 
(University College), biedical ‘Exhibition, R. Radford (University 
College). ■ Santbrooke Scholarship, R. Cbnroy (King’s College),' 
Afrs. George ^f. Smith Scholarship, Miss M. Y. K. /Armstrong 
(Royal Free Hospital School of Medicine). Mabel Sherman- 
Crayvford Scholarship., Miss K. M. Barber (Royal Free Hospital 
School of Medicine). 


INFECTIOUS DISEASES AND VITAL STATISTICS 

\Ve print below a summary’ of lafsciious Diseases and Vital Statistics 
in the British Isles during the week ended Aug. 6. [No. 31 

Hgores of Principal Notifiable Diseases for the weA and those for the corre- 
sponding Week Ian year, for: (a) England and Wales (London inclnded). (b) 
London (adnumsttativc county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including Londoa)- 
(b) London (administrative county), (c) The 16 principal towns in Scotland. 
(d)The 13 principal towns in Eire. (e)The 10 principal towns in Northern Ireland, 
A dash — denotes no cases ; a bla^ space denotes disease not notifiable or no 
return as-allable. 
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arc therefore an approximation only. . , 

t Deaths from cksasles and scarlet fever for England and ^aJes, Loooon 

(admininrsli'e county), will no longer he published. , . . . 

^ Includes primary • form for England and Wales, London (aommistrative 
county), and Nortbem Ireland. . 

! The nmnbex of deaths from poliomj-ehus a.nd pohoTencephalJtis for Fr . gan d 
and Wales, Loadoa (administrative county), are coabined- 
B Indud^ puerperal fever for England and W ales and Eire. 
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EPIDEMIOLOGICAL NOTES 

Poliomyelitis 

In the week ended Aug. 13 notifications in England and Wales 
were: poliomyelitis 236 (164), polio-encephalitis 18 (22). Figures 
for the previous week are shown in parentheses. 

Counties with multiple cases (poliomyelitis and polio-encepha- 
litis together) were: London 30 (31), Bedford 2 (5), Berkshire 2 
(3), Buckingham 2 (1), Cambridge 2 (0), Chester 3 (3), Corn- 
wall 6 (9), Devon 9 (6), Dorset 2 (I), Durham 3 (1), Essex 19 (7), 
Gloucester 7 (5), Hereford 4 (0), Kent 6 (3), Lancs 23 (12^ 
Leicester 4 (5), Middlesex 10 (15), Norfolk 3 (0), Northampton 2 
(0), Northumberland 4 (1), Nottingham 4 (1), Somerset 4 (2), 
Southampton 13 (9), Stafford 4 (2), Surrey 7 (7), East Sussex 5 
(2), West Sussex 4 (2), Warwick 10 (5), Wiltshire 2 (2), Yorks 
East Riding 2 (2), Yorks West Riding 34 (17), Glamorgan 3 (S), 
Monmouth 4. (2). 

Total notifications in the corresponding week of 1947 were: 
poliomyelitis 568, polio-encephalitis 56. 

V 

Discussion of Table 

In England and Wales there were decreases in the notifications 
of measles 583, whooping-cough 229, scarlet fever 191, dysentery 
49, and acute pneumonia 43, with an increase in the incidence 
of acute poliomyelitis 17. 

The largest falls in the notifications of measles were Durham 
55, Sussex 44, Oxfordshire 42, Gloucestershire 42, and Yorkshire 
West Riding 41 ; the largest rise in incidence was Warwickshire 
65. Notifications of whooping-cough decreased in Lancashire 
52 and Essex 30, but rose in Warwickshire 42. The incidence 
of scarlet fever decreased in London 46 and in Yorkshire 
West Riding 36. No appreciable changes were reported in 
the notifications of diphtheria. 

A further 4 cases of dysentery have been reported from the 
outbreak in Warwickshire, Warwick R.D. No further cases of 
dysentery have been notified from the outbreak in Buckingham- 
shire, Amersham R.D. There were 16 notifications of dysentery 
in Lancashire. 

Notifications of food-poisoning numbered 356, an increase 
of 175 on the previous week. The largest notifications were 
Lancashire 131: Bury C.B. 43, Farnworth M.8. 43, Lythara 
St. Anne’s M.B. 20 ; Yorkshire East Riding 54 : Kingston-upon- 
Hull C.B. 54 ; Yorkshire West Riding 30; Sheffield C.B. 20. 

In Scotland there were increases in the notifications of 
dysentery 41. scarlet fever 22, and paratyphoid fever 9. The 
increase in the incidence of dysentery was mainly contributed 
by Glasgow, where notifications rose from 14 to 59. Of the 
10 cases of paratyphoid 8 were notified in Glasgow. 

In Eire there were decreases in the notifications of whooping- 
cough 43, measles 24, and scarlet fever 18. There was an 
increase of 20 in the notifications of diarrhoea and enteritis in 
Dublin C.B. ' 

In Northern Ireland a decrease of 19 in the notifications of 
measles was the only notable change in the trends of infectious 
diseases. 

Week Ending August 13 

Notifications of infectious diseases in England and Wales 
during the week included; scarlet fever 689, whooping-cough 
1.738, diphtheria 78, measles 3,226, acute pneumonia 227, 
cerebrospinal fever 26, acute poliomyelitis 236, acute polio- 
encephalitis 18, dysentery 62, paratyphoid fever 26, typhoid 
fever 11. 


YTren a death grant is payable under the National Insurance 
Act the cost of a'hospital patient’s burial arranged by a hospital 
management committee or board of governors will be met, up 
to a ma-ximum of three-fifths of the grant, out of the National 
Insurance Fund. Formerly the maximum was one-half of the 
grant. 


Medical News 


Medical Research Council Travelling Awards 
-The Medical Research Council announces that it has made 
the following travelling awards for the academic year 1949-50 : 
Rockefeller Travelling Fellowships in Medicine.— Mr. W, L 
Atkinson. Mackenzie Mackinnon Research Fellow (Royal 
College of Surgeons), National Hospital, Queen Square, Lon- 
don ; Dr. Ruth E, M. Bowden. Lecturer in Anatomy, Royal 
, Free Hospital School of Medicine, London ; Dr. R. Daley, 
First Assistant, Cardiology Department, St. Thomas’s Hospital, 
London ; Dr. J. Dawson, Lecturer in Biochemistry, University 
of Leeds ; Dr. C. E. Lumsden, Senior Lecturer in Pathology, 
University of Aberdeen ; Dr. J. S. Robson, Assisl.ant, Depart- 
ments of Medicine and Clinical Biochemistry. University of 
Edinburgh. Dorothy Temple Cross Research Travelling Fellow- 
ships in Tuberculosis. — Dr. A, J, Robertson, MedicaLRegistrar, 
Royal Infirmary, Liverpool ; Mr. /. D. Wade. Surgical Officer, 
Welsh National Memorial Association (Sully Chest Centre). 
Travelling Scholarships under an exchange arrangement with 
the Centre National de la Recherche Scientifiqne in France . — 
Dr. E. J. Field, Lecturer in Anatomy, University of Bristol ; 
Miss A. M. N. Sewell, Nuffield Research Unit, Psychological 
Laboratory, University of Cambridge. 

American Committee to Study Rheumatism 
Dr. Philip Hench, of the Mayo Clinic, has been appointed 
chairman of a committee in the U.S,A. to study new methods 
promising to alleviate rheumatic diseases. The other members 
arc Dr. Walter Bauer, of Boston, Mass,, General Hospital ; 
Dr. Granville Bennett, of the University of Illinois School of 
Medicine ; Dr. Jerome W: Conn, of the University of Michigan ; 
Dr. W. Paul Holbrook, of Tucson, Arizona ; Dr. Robert Loeb, 
of New York ; Dr. Fred Moore, of the University of Southern 
California School of Medicine ; Dr. Jane A. Russell, of Yale 
University School of Medicine; Dr. Emil L. Smith, of the 
University of Utah School of Medicine; and Dr. Alfred L. 
Wilds, professor of chemistry. University of Wisconsin. 

New Journal for Radiologists 

The first issue of the Journal of the Faculty of Radiologists 
has just been published. All branches of radiology have 
expanded so rapidly in recent years that the Faculty of Radio- 
logists fell that the time was opportune for the publication of 
a journal devoted to clinical radiology. This first issue includes 
a number of papers on cerebral tumour which were read at the 
annual meeting of the Faculty, and there are also articles on 
pneumoconiosis, on the radiotherapy of leukaemia, and on the 
doctor-patient relationship in the treatment of cancer. 
Inquiries should be addressed to the editor at the Faculty of 
Radiologists, 45, Lincoln’s Inn Fields, London, W.C.2. 

Bristol Hospitals Fund 

Since July 4, 194S, the Bristol Hospitals Fund has allocated 
£7,495 to hospital amenities funds, medical charities, and for 
medical research. 

Statistics in Israel 

A new publication entited the Statistical Bulletin of Israel 
has been issued by the Israel Central Bureau of Statistics. 
Various statistics are given for cases of infectious diseases: 
the figures arc fairly complete for the years 1936 to 1947, and 
figures for the Jewish population are given for 1948 in most 
cases. 

'National Association for the Prevention of Tuberculosis 
A scholarship of £300 offered by the associ-ation to enable a 
matron from a British sanatorium to spend three months visit- 
ing tuberculosis institutions in Canada has been awarded to 
Miss Nora Burrows, matron of Baguley Sanatorium, near 
Manchester. Ji is hoped that a matron from a Canadian 
sanatorium will pay a similar visit to this country. 
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‘ Estigyn ’ enables the symptoms of the menopause, due to decline 
in the o^trogen secretion of the ovary, to be effectively treated by 
specific replacement therapy. 

‘Estigyn’ is a highly potent oestrogen derived firom natural 
sources and is active orally. In addition it is non-toxic in therapeu- 
tic doses. The improvement in subjective symptoms and the 
restoration to normal oudook is, in many cases, gratifyingly rapid 
while at the same time the possible onset of pruritus vulvae or 
kraurosis vulvte is prevented. 
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THE INTRAVAGINAL TAMPON 
IN ME'NSTRUAL HYGIENE 


An important 


clinical 

study 


j- 

Significant facts 
obtained by the close 
observation of 25 'parous 
® > and nonparous icotncn 


In view of the inereasing use of the intravaginal' 
tampon for tlie absorption of the menstrual flow, the 
following important study was undertaken to deter- 
mine whether or not this method of sanitary control 
is safe and not prejudicial to healtln 

Twenty-five women — parous and nonparous — 
were selected and were under daily institutional 
observation during two successive catamenial periods. 
Ranging in age from twenty-one to forty-five, some 
had previously used tampons, others had not. 

The following summary indicates clearly the 
findings of thO' study, 

1. In not a single instance was there any evidence of local 
irritation brought about by the use of the tonipons, 

2. No uterine cramps, suggestive of 

— — — ] block of the uterine how or damming 

I back into the tubes wore reported in 

Reprinted 

3. No bladder irritation was roportod, 

from the average mtmbor of tampons 

Medical Record, "sod in a period was ten, 

5. In cases in which a cervical erosion 
-vvas present, neither the amount of 
for Mav 1 94*2 bleeding nor the character of the 

erosion was nltorcd by tho use of the 

— 1 tampons. 

G. TJiero was no ni?procinblo dilTcrcnco 
in tho bacterial flora of tho vagina and 
cervix, ns determined by smear and culture, before menstru- 
ation and after tho use of tlie tampons during tho menstrual 
period. 

7. There was no appreciable difference in tho pH of* the vaginal 
or cervical secretions before menstruation and after tho use of 
tho tampons during tho period. 

b. AbsoUito comfort and complete absorption of tho flow was 
obtained by tho proper correlation of tho size of tho tampon 
With tho length and calibre of the vagina. 

9. The evidence is conclusive that the tampon method oj mcjistmal 
hygiene i> sajcy comfortable and not prejudicial to health. 


If you are not acquainted with Tampax, descriptive literature and 
samples of Loth absorbency sizes will gladly be sent on request. 

5IEDICAL INQUIRIES : TAMPAX LTD., 110 JERMYN ST., S.W.l 


HANDS AND THE MAN No. 8 





Mr Specialist in 

E.N.T. Surgery - 

The- skill with which the surgeon handles 
his materials must be matched by the skill 
with which these are made. Behind Ethicon 
Mersutures is a Research Organisation ever 
alert to meet latest techniques in surgery by 
providing appropriate sutures. Every suture 
and ligature which leaves the famous 
Mersons factory is tested by the Quality 
Control Department to more stringentlimits 
than those required by the official standard. 


All orders for Ethicon and Ethicon Mersutures 
should be sent to your usual wholesaler. 


ETHICON: 








MERSONS (SUTURES) LTD., 
BANKHEAD AVENUE, SIGHTHIIX. EDINBURGH. 11. 
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3'isits Abroad of Ophthalmologists 
During May nineteen ophthalmologists went to Italy on a 
tour organized by the Faculty of Ophthalmologists. At Pavia 
the rector of the university received them, and Professor Bietti 
gave some interesting talks and performed some operations. 
At Genoa Professor Maggiore showed the party round, and 
demonstrated some new instruments and some experiments in 
colour vision. The party then visited Professor Alajmo’s clinic 
at Florence, where they saw some operations performed, in- 
cluding sclerectomy for glaucoma. Next day they went to 
Rome, where Professor Cavara showed some interesting 'cases, 
including one of “ crocodile tears,” and a hydatid cyst causing 
retinal detachment. Professor Leonard! in another hospital 
demonstrated cases of cataract extraction by suction apparatus. 
On reaching Naples the party was entertained by Professor Lo 
Cascio, who performed nine cataract extractions in 45 minutes. 
Finally the party went to Bologna and visited Professor Di 
Marzio’s clinic, where papers were read on pituitary' tumours 
and nasal infection in eye diseases. In Jtme tw-enty members 
of the Faculty', under the leadership of Mr. W. Muirbead 
(Sheffield), were received by the heads of the ophthalmic clinics 
at Copenhagen, Lund, Uppsala, Stockholm, Oslo, and Gothen- 
burg. Lectures, clinical demonstrations, and operative sessions 
were arranged^ and the tourists were made welcome in the 
homes of their Scandinavian friends. 

Hospital Contributory Schemes 
A history of the British Hospitals Contributory Schemes 
Association will be published in the autumn under the title 
Pennies for Health. The cost will be 13s. 3d. post free, and 
orders may be sent to the British Hospitals Contributory 
Schemes Association (1948), Royal London House, Queen Char- 
lotte Street, Bristol, I. 

Faculty of Radiologists 

At the recent annual general meeting of the Faculty of 
Radiologists the following officers were appointed for 
1949-50. President: Professor B. W. Windeyer, London. Vice- 
presidents : Dr. I. L. A. Grout, Sheffield (Diagnosis) ; Dr. 3. R. 
Nuttall, Leeds (rterapy). Warden of the Fellowship : Dr. S. 
Cochrane Shanks. London. Editor : Dr. Peter Kerley, London. 
Hon. treasurer : Dr. I. W. McLaren, London. Hon. secretary : 
Dr. E. Rohan Williams, London. 

Nuffield Orthopaedic Centre 

Lord Nuffield has made a further gift to the Nuffield 
Orthopaedic Centre at Oxford. The donation is of £50,000, 
and the fund will be used mainly to offer special facilities for 
visiting orthopaedic specialists and students from the Common- 
wealth. The gift is comparable to Lord Nuffield’s recent 
benefaction to the Royal College of Surgeons of England. 

Medical Films 

The following medical films are available on request from 
the Documentary Film Unit, May & Baker, Ltd., Dagenham: 

“ Thiopentone Sodium and its Use in Intravenous Anaesthesia ” 
(made in co-operation with the Department of Anaesthetics, 
Westminster Hospital, London) ; running time is 38 minutK 
on 16 mm. and 35 mm. (with sound track). “ Medical Appli- 
cations of Sulphonaraides ” ; running time is 34 minutes on 
16 mm. and 35 mm. (with sound track). Both films are divided 
into three sections — namely Introduction (chemistry). Pharma- 
cology, and Clinical Use. Applicants should specify alternative 
dates when possible. Synopses may also be obtained. 

Wills 

- Professor Stuart McDonald, who was emeritus professor of 
pathology in Durham University, left £7,933. Dr. Lionel James 
Picton, of Holmes Chapel, Cheshire, left £15,308. Mr. Robert 
Leslie Dodds, of London, N.W., left £2,195. Dr. Howard 
Bluntisham Hodson, of Colchester, left £8,596. Dr. Oswald 
Hanson Isard, of Tonbridge, Kent, left £59,739, including £100 
to the Roval Medical Benevolent Fund. 


COMING EVENTS 

South-east Metropolitan Regional Tnbercnlosis Sodety 
A meeting of the South-east Metropoh'tan Regional Tubercu- 
losis Sodety will be held at B.MA. House, Tavistock Square. 
London, W.C., on Saturday, Sept. 10, at 10.30 am., when a 
lecture on “ The Secondary Effects of Tuberculous Mediastinal 
Lymphadenitis, with Spedal Reference to Disease of the Middle 
Lobe ” will be delivered by Mr. R. C. Brock. The meeting will 
be followed by the annual luncheon of the sodety at Russell 
Hotel, Russell Square, London, W.C. 

Rehabilitation Clinic 

A spedal clinic on rehabilitation will be held by Dr. Howard 
Rusk, of New York, at the Royal Free Hospital, Gray's Inn 
Road, London, W.C., on Wednesday, Sept, 14, at 2.30 p.m.. 
when Dr. Rusk will demonstrate his special methods of 
approach to the subject. The chair will be taken by Lord 
Horder. Anyone who wishes to be present should notifi’ the 
Medical Rehabilitation Unit at the hospital. 

Assodation of Army Psychiatrists 

The seventh reunion of army psychiatrists will take place at 
Slater’s Restaurant, 18-24, High Street, Kensington, London, 
W., on Saturday, Sept. 24, from '7.30 to 10.30 p.m. Particulars 
may be obtained from the honorary secretary'. Dr. I. C. Penton. 
The Old Farm House, 1, Gatehill Road, Northwood, Middlesex. 

Lectnres in Social Stndies 

The Institute for the Scientific Treatment of Delinquency 
(8, Bourdon Street, Davies Street, London, W.l) announces 
the following university extension lectures for candidates for 
the Diploma in Social Studies. Twelve lectures on 
“Criminology,” by Mr. H. Mannheim, on Tuesdays, at 
6.30 p.m., beginning on Sept. 27 ; 24 lectures on “ Sodal Philo- 
sophy,” by Mr. J. J. Hartland-Swann, Pb.D., on Wednesdays, 
at 6.30 p.m., beginning on Sept. 28 ; 24 lectures on “ Sodal 
Psy'chology,” by Mr. R. EUas, Dr.Phil., on Thursdays, at 
6.30 p.m., beginning on Sept. 29; 24 lectures on “Social 
Structure,” by Mr. B. C. Adams, on Fridays, at 6.30 p.m.. 
beginning on Sept. 30; 12 lectures on “The Psychology' of 
Delinquency.” by Dr. Edward Glover, on Tuesdays, at 
6J0 pm., beginning on Jan. 10, 1950. The lectures are open 
to members and non-members of the institute and to diploma 
and non-diploma students. As each class will be limited in 
number early application for enrolment forms should be made 
to the education secretary of the institute at the above address. 
The fee for 24 lecUires is £1 10s., and for 12 lectures 15s. 

French Medical Congress 

The Assodation des Mddedns de Langue Frangaise will hold 
a congress at Geneva on SepL 29-OcL 1. Subjects to be 
discussed include plasma . protdns, hyperthyroidism, and hor- 
mone treatment of cancer. Information may be obtained from 
Professor E. Martin, 16, Boulevard Helvetique, Geneva. 

Course on Rhenmatic Diseases 

A concentrated week-end course on the rheumatic diseases, 
with lectures, ward-rounds, and practical demonstrations, will 
be given at the Rheumatism Unit, St. Stephen’s Hospital, 
London, S.W., on Oct. 1 and 2. The course will be opened 
by Sir Ernest Rock Carling with an address on “ Some Sodal 
and Economic Aspects of the Chronic Rheumatic Diseases." 
Other lecturers will include. Dr. Francis Bach, Dr. Grace 
Batten Dr. Philip Ellman, Mr.' Timbrell Fisher, Dr. Jackson 
Richmond, Dr. David Shaw, Dr. A. G. Signy, and Dr. Worster- 
Droueht. Applications to attend the course should be made 
to the medical redstrar. Rheumatism Unit, St. Stephen’s Hos- 
pital, London, S.W.IO, or to the Fellowship of Postgraduate 
Medicine, 1, Wimpole Street, London, W.l. 

Safety in Chemical Works 

The Assodation of British Chemical Manufacturers has 
arranged to hold a conference on “ Safety in Chemical WorV.s ’’ 
. on Oct. 7 to 9 at Scarborough. 
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French Dental Congress 

The annual congress of the Confederation Nationalc des 
Syndicats Dentaires will be held on Oct. 3-9 in Paris. Visitors 
from abroad are invited, and further information may be 
obtained from the secretary of the congress at 31, Rue Tronchet, 
Paris, 8e. 

Inteiuationnl Society of Medical Hydrology 

The annual meeting of the International Society of Medical 
Hydrology will be held at Dax, Landes, France, from Oct. 9 
to 15. Further particulars may be obtained on application to 
the honorary secretary, Dr. IJonald Wilson, “ Cranboume,” 
Southdown Road, Bognor Regis, Sussex. 


SOCIETIES AND LECTURES 

Monday 

Edinburgh Postgraduate Board for Medicine. — At Anatomy 
Lecture Theatre, Edinburgh University, Aug. 29, 4.30 p.m., 
“ Influenza in Perspective," by Dr. C. H. Andrewes, F.R.S. 


APPOINTMENTS 

MacDougall, Ivor Anderson, M.R.C.S., L.R.C.P,, D.P.H.. Medical 

Officer of Health and School Medical Officer to the County Borough of Bounte- 
mouth. (From Feb. 26, 1950.) 

Priestman, Austin, M.B., Ch.B., D.P.H., Temporary Medical Officer of 
Health, Borough of Richmond and Rural Districts of Richmond, Croft, and 
Startforlh, Yorkshire. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Gnlcii’sk!. — On August II. 1949. at Queen Charlotte Maternity Hospital, London, 
to Anna (nde Galin), wife of Dr. Galcwski, a daughter. 

Roscnvinge.— On August 5, 1949. at Carlton Lodge. Harrogate, to Mtu-garci 
(nde Ogden), wife of Dr. Gerald O. Rosenvinge. of 35, Hookstooe Dnve. 
Harrogate, a brother for Louise and Stephen— Henry Paul. 

marriage 

Marciniec — Macfarlane.— On August 13, 1949, in London. Antoni Mardnlcc. 
Captain P.R.C., to Laura Helen Macfarlane, M.D., D.O.M.S. 

DEATHS 

Blampicd.— On August 15, 1949. at Seymour Cottage, La Roeque, Jersey, 
Harold John Blarapied, M.B., B.S., aged 56. 

Clilssell. — On August 15, 1949, at Middlesex Hospital, Gordon Frank Cbisscll. 
M.R.C.S., L.R.C.P., aged 53. 

Gatcr. — On August 10, 1949, at Brighton, Horace James Gatcr, L.M.S.S.A., 
of Santos, Little Crescent, Rottingdean. Sussex, formerly of Pcckham. 
Grecn,~On August 19, 1949, Philip Withers Green M.R.C.S., L.R.C.P., of 
5, Cheync Gardens. Chelsea, London, S.W. 

Holllngs,— On August 13, 1949, Guy Bertram Hollings. M.D., F.R.C.S.Ed., 
of Torringlon House, Berkhamsted, Herts. 

Jackson-Taylor.— On August 18, 1949. Basil John Francis Jackson-Taylor. 
M.R.C.S., L.R.C.P. 

Jameson. — On August 20, 1949, at 95, Bouveric Road, Folkestone. Archibald 
Douglas Jameson. M.R.C.S., L.R.C.P.. Lieutenant-Colonel. R.A.M.C,, Ret., 
aged 71. 

Laldlaw.—On August 9, 1949, at 109. Grantchester Meadows. Cambridge. 

Janet Young Laidlaw, M.B., B.S., aged 66. 

Leggat, — On August 8, 1949, at Wellington, New Zealand. Alexander Gordon 
Lcggai, D.S.O,. T.D., M.B., Ch.B., D.P.H.. of Monkswood. Newbury. 
Litllewood, — On August 1, 1949, at " HlghQclds,*’ Woodhousc Road. MansGcId. 

Samuel Liulewood, M.B., B.S., aged 64. 

Lyle. — On August 2, 1949, at ** Moyle,’* Belmont Road, Belfast, William 
Lyle. M.B.. B.Ch.. B.A.O., M.P., aged 78. 

Ncufield.— On August 13. 1949. at Buck’s House, Great Bardfield, Essex. 

Maurice NewQeld, M.R.C.S., L.R.C.P., aged 55. 

Owen. — On August 19, 1949. at Royal White Hart Hotel, Bcaconsfield, Daniel 
Stanley Owen, L.S.A., late of Langford House, Higham Hill, Walibarasiow', 
London. E. 

Paterson.— On August 2, 1949, George William Murray Paterson, F.R.C.S.Ed., 
of 84. Oswald Road. Scunthorpe, Lines. 

Ramsay.— On July 26. 1949. at Edinburgh, James McAlister Ramsay. 

L. R.C.P AS. Ed., L.R.F.P.S.Glas.. of 11, Brucehaven Crescent, Limekilns. 

Fife. ' 

Scott. — On August 16, ^949, at Hill Crest, Sileby, Lcics, Alexander Scott. 

M. B.. Ch.B. 

Ste>cn. — On August 9. 1949, at “ Ardglass,” Lochgoilhead, George Henry 
Steven, M.B.. Ch.B. 

Stone. — On August 17, 1949, at Sedgewood. Vitioria Walk, ChcltenhEm. 

Charles Ainslic Stone, M.B.. B.Ch., aged 70. 

Symsns. — On August 18, 1949. at 17. Boscombe Spa Road, Bournemouth, 
Annie Dorothea Simons, M.R.C.S., L.R.C.P. 

Warv^lck. — On August 21, 1949, at the Middlesex Hospital. London. W., 
William Turner Warwick. F.R.C.S., of Filzroy Farm Cottage. Htghgatc. 
London, N. 

White, — On August 4. 1949, in Guernsey, DIgby Ccokc While, M.D., aged 81. 
AMiltelaw. — On August 14, 1949. at Osborne House. Bathampton, Bath, James 
Charles Graham Whitclaw, M.B.. B.Chir., aged 43. 

Willoughby. — On August 13, 1949. at St. Bartholomew’s Hospital, London. 
WUHara George Willoughby, M.D,, of 17, Hartficld 'Square, ^stbournc, 
aged S3. 

Wll’J* — On July 30. 1949. at Bath. James Trcmlctt Wills, M.B., B.Ch,, aged 78. 


Any Questions ? 


Correspondents should give their names and addresses {not for 
publication) and include all relevant details in their questions, 
which should be typed. fVe publish here a selection of those 
questions and anstvers which seem to be of general interest. 

Hypertension and Pregnancy 

Q . — A married woman aged 26 is anxious to have another 
child if it is not likely to damage her health. During her first 
pregnancy, which ended in a live birth, she suffered from high 
blood pressure. In the 32nd week of her second pregnancy 
her blood pressure was 145195 mm. Hg: there, was oedema 
of the ankles but no albuminuria. At the 36th week she went 
into labour and u’or delivered of a stillborn child weighing 3 lb. 
{1,360 g.) and an unhealthy, small, infarcted placenta. There 
were no foetal abnormalities. Her blood pressure is now 
135 1 85 mm., and there is no albuminuria. What advice should 
I give her about another pregnancy ? 

A. — ^The history suggests a diagnosis of essential hypertension 
rather than a recurrent pre-eclamptic state, and this despite 
the fact that the blood pressure is not much raised at present. 
Is there any family history of vascular disease ? If this 
diagnosis is correct, it seems likely that another pregnancy 
will also be complicated by an exacerbation of the hypertension 
and possibly by albuminuria in the later weeks. In such event 
there is also an appreciable chance that the woman might be 
left with a persistently raised blood pressure. Although it 
is not inevitable, the next foetus is likely to be poorly 
developed, and its live birth could not be guaranteed. These 
points should be put to the patient, but it is doubtful whether 
the risks are grave enough to justify advising her not to 
embark on another pregnancy. It would, however, be wise 
for her not to try to conceive until two years after the last 
confinement, and at that time estimations of blood pressure 
and renal function. should be made.' During the next preg- 
nancy she should rest for regular periods each day and should 
be kept under the closest observation. A rise in blood pressure 
or the appearance of albumin in the urine would call for her 
admission to a well-equipped maternity hospital, and in the 
interest of both mother and child premature termination of 
pregnancy might be necessary. The method of termination 
could be decided according to the circumstances present at the 
time, but caesarean section under local analgesia has its place 
in some of these cases. 

Blood Circulation Time 

Q . — The fact that sodium dehydrocholate, when injected 
intravenously, gives rise to a bitter taste on the tongue has 
been utilized to determine the arm-tongue circulation time of 
the blood. The interval between the injection into a vein of 
the arm and the' moment a bitter taste is experienced is 
generally reckoned to be from eleven to nineteen seconds. 
Over a similar distance — from a vein in the antecubital fossa 
to the olfactory hirve — by using a solution of sodium penicillin 
I have lately demonstrated a circulation time of eight seconds 
or less. Perhaps this is because the olfactory sense organ is 
mare quickly stimulated. I should like to know wherein lies 
.the flaw, as the figure arrived at by this method is only about 
half that generally accepted. 

A. — Determination of the circulation time, usually measured 
from the arm to the tongue, is a very complex affair. A high 
concentration of sodium dehydrocholate is produced in the 
veins of the arm into which the injection is made. This 
concentration, however, is considerably diluted in the great 
veins and in the right heart. Furthermore, rates of blood-flow 
through the different parts of the lung vary somewhat, and 
by the time the systemic arteries are reached the injected 
substance has been considerably diluted. The concentration 
in arterial blood begins to rise about the 9th to 1 2th second 
after injection, reaches a peak in 14 seconds, and thereafter 
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falls aray more slowly. These phenomena have recently been 
well demonstrated by Prinzmetal and his colleagues (/. Atncr. 
mcd. AsS., 1949, 139. 617) by following the passage of injected 
radioactive sodium through the right and left heart with a 
Geiger counter placed over the chest. 

It is clear that sensory perception of . the arrival of these 
diluted test substances is governed by the sensitivity of the sensory 
end-organs and by the reaction-time of the patient. Presumably 
the olfactorj’ perception of sodium penicillin is sensitive to 
much greater dilutions of the substance, and the very beginning 
of a rising concentration may be recognized. Sodium dehydro- 
cholate is recogm'zed only some seconds later when a greater 
concentration reaches the taste buds in the tongue. Alterna- 
tively, substances perceived by sense of smell may diffuse 
through the lungs, reaching the nose in the e.tpired air. This 
is the basis of the arm-lung circulation time with injected ether, 
which is. of course, much shorter than the arm-tongue time. 
Some of the prolongations of circulation time in heart failure 
are due to dilution of the test substance in the dilated heart 
and engorged lungs. The patient simply does not perceive 
the smaller concentrations reaching his tongue until the delayed 
peak of concentration is attained, after which the taste may 
last an unduly long time. Rapid injection of the test substance 
is of the utmost technical importance if any comparative value 
is to be placed on circulation times for clinical assessment. 

Jealousy in a Child 

Q, — f am the mother of pro little boys. The elder, Peter, 
aged 4, is intensely jealous of the younger, Paul, aged 2i. 
The jealousy first appeared when Paul started to toddle and 
Peter constantly pushed him over. Now he hits him, teases 
him, refuses to let visitors speak to him, interrupts plans for 
little outings, etc., and screams and rages for anything that 
Paul is playing with. Paul in his early days was cared for 
fnainly by my mother’s help, as / icns temporarily crippled and 
could not handle him. I tried to show Peter how much I loved , 
him, and had him with me a good deal, but in order la achieve 
safety and peace for Paul I have often had to smack him. Paul 
is a shy, good-tempered, generous little boy. Peter gets on 
very yvell with other people and seems to have a charming 
personality, and I do want to help him to grow up well 
balanced. This temperament has appeared in older generations 
of the family, so I feel that it may be an inborn tendency rather 
than something that has arisen as a result of environment only. 

/ would appreciate it if you could indicate a steady line of 
action. 

A. — The origin of Peter's extreme jealousy of Paul may well 
be connected with your prolonged disability. Althou^ this 
had nottog to do with the latter's birth, it would certainly 
have appeared to the eighteen-months-old Paul as the work of 
the wicked baby who had damaged you and might do so again. 
It is quite possible that the word “ jealousy ” is out of place 
in this case, for, since the attacks on Paul did not start for 
about a year, it may be that Peter really wanted to like the 
new brother, and could do so as long as his inability to get 
about made him harmless. At the toddling stage, however, 

• Paul’s increased mobility would again make him appear as a 
danger against which you must-be protected at all costs by the 
los-al Peter, who would then have been 2i years old — ^a peak 
period in a child's attachment to his mother. This explanation, 
being in line with common fantasies of early childhood, is more 
likely to account for the trouble than can any theory of inborn 
tendency, especially as Peter has a charming personality other- 
wise. He is now at an age when companionship with his father 
might help by leading to adoption of the latter’s attitude — 

being like Daddy ” towards Paul and yourself. Another 
suggestion is to tell Peter quite factually how your disability 
arose, making it clear that it had nothing to do with Paul. 
This might be followed by schemes in which you and he in 
partnership arrange things for Paul, so making him feel you 
are on his side, though obviously you must protect the j’ounger 
son until there is a change, of attitude, and this may take much 
time and patience. If these home measures do not succeed, as 
they may well do, it is likely that a fairly short period of child 
psychotherapy would be effective. 


Mild Thyrotoxicosis 

Q. — In a mild case of primary thyrotoxicosis in a female 
aged 30 there appear to be three ways of treatment: (1) with 
LugoT s iodine ; (2) with methyl thiouracil ; and (3) by subtotal 
thyroidectomy. Some cases are eBecTtvely controlled by LugoVs 
iodine continued indefinitely; if this treatment is not enough, 
can it be supplemented with methyl thiouracil ? IPhat is the 
current relationship between medical and surgical treatment of 
mild early cases in patients under 30 2 

A. — Most authorities would contest the statement that thyro- 
toxicosis can be controlled indefinitely by Lugol’s solution. It 
is common experience that iodine has a rapid and short-lived 
effect, which reaches a maximum about three weeks after its 
administration is started. The available effective methods of 
treatment are with methyl thiouracil, by operation, and with 
methyl thiouracil followed by operation. In a mild case in a 
young woman, prolonged treatment with methyl thiouracil in 
small doses is a reasonable choice. At this age the disease is 
often self-limiting, and after nine to twelve months it may be 
possible to withdraw the drug without consequent relapse. 
Operation is to be preferred if there is a large goitre, and 
particularly if it has a retrosternal prolongation, for it may 
increase in size after medication with thiouracil. Many prefer 
preliminary “ detoxication ” with thiouracil, followed by thyroid- 
ectomy. An interval of three weeks should elapse between 
discontinuing the drug and the operation, and during this period 
Lugol’s solution should be given. By this step the vascularity 
of the gland is decreased and the technical difficulties of the 
operation are lessened. It cannot yet be said that the relative 
positions of surgery and methyl thiouracil in the treatment of 
thyrotoxicosis have been precisely defined. 

Acroparaeslhesia 

Q. — A woman aged 44 has for three years complained of 
paraesthesia in the tips of her fingers, worse on the left than 
the right, and followed by a pain which spreads up the arms 
to the shoulders. These symptoms start when she gets warm 
in bed; the pain is worst after a day’s washing. There are no 
abnormal physical signs: radial pulses are equal in rate and 
volume ; sensation and reflexes are normal ; there is no tender- 
ness over the ulnar nerve ; and the skin is normal in appearance. 
Please suggest diagnosis and treatment. 

A. — The condition as described is acroparaesthesia, which 
is fully discussed in textbooks. No physical signs are found 
when tingling is not present, but the hand is often red and 
puffy then. The condition is vascular, and is thought to be the 
same as release tingling. 

Excessive Salivation 

Q . — In a female aged 56 suffering from progressive motor 
neurone disease the most distressing symptom is loss of control 
of salivation; the saliva pours from her mouth in a constant 
stream. The following drugs have had little or no effect : 
tincture of belladonna, stramonium, hyoscine, tincture of opium, 
and nicotinic acid. Can anything else be done to control the 
salivation ? 

A. — ^This symptom is a very difficult one to treat, because in 
most cases it is the failure of the patient to control the saliva- 
tion which causes the trouble. We do not know of any other 
substance which can be used,, but atropine alone, if given in 
large enough doses, is sure to reduce salivation, 

Sulphonamide SensitivitT 

Q. — A woman died of subacute necrosis of the liver as a 
result of sensitivity to sulphonamides. Is sensitivity to these 
drugs an inheritable faaor, and is there a simple cutaneous test 
to determine such serjilivity ? 

A. — There is no satisfactory skin test to determine sulphon- 
amide sensitivity. Such sensitivity is not known to be inherited, 
and subacute necrosis of the liver, although sometimes attri- 
buted to the action of one of the sulphonamide drugs, is a 
rare and unusual sequel to their administration. 
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Alopecia Totalis 

Q. — Eighteen months ago a healthy woman aged 35 observed 
a small bald patch behind the ear. In spite of treatment the 
condition spread to involve the occiput and rapidly progressed 
to alopecia totalis ; a few lanugo hairs are visible on the body, 
but no pubic, or axillary hair, eyelashes, or eyebrows exist. The 
patient continues to menstruate normally and her weight 
remains constant. The scalp has been painted with a prepara- 
tion containing radon as well as with liquor iodi. fortis, and 
the patient has been given injections of testosterone propionate, 
but all to no avail. Is the prognosis quite hopeless so far as 
regeneration of scalp hair is concerned ? 

A. — ^The alopecia is, of course, symptomatic and there must 
be some underlying 'cause, probably psychogenic or endocrine, 
even though it is not apparent. It is important to know whether 
the patient had previously suffered from alopecia or whether 
there is any family history of the affection. Prognosis depends 
on the underlying cause. There is probably no destruction of 
follicles, so that theareticslly hair may regrow, bat in practice 
the prognosis is generally bad. 


' Infection from Crockery 

Q . — Can you tell me if the use of glazed earthenware vessels 
may be detrimental to health owing to frequent crazing or fine 
cracking of the glaze allowing the entry of organisms ? What 
is the risk in Britain, as compared with countries in the East?- 

A, — Chipped and cracked cups, which are consequently 
impossible to clean, can convey bacteria from mouth to mouth 
and may therefore be concerned in transmitting throat and 
mouth infections, such as streptococcal sore throat and 
Vincent’s angina ; they have even been known to transmit 
syphilis. This does not apply to utensils used only in the 
kitchen, since there is no reason why they should become 
contaminated with pathogenic bacteria. The worst that bacteria 
in cracks in earthenware glaze are likely to do in ordinary 
circumstances is to cause the more rapid souring of milk. The 
same considerations would seem to apply in any country, except 
that in hot climates and without refrigeration bacterial growth 
would be more rapid. 

Chronic Intermittent Priapism 

Q . — A man of 42 recently suffered for a few days' from pain 
in the groin, with maximum tenderness over the right pubic 
hone where the cord passes over it. There n’or no abnormality 
of the cord and no rupture; both testes were descended, and not 
swollen or painful. There was, however, a partial erection of 
the penis, which was painful from congestion, and a small 
hard lump was palpable underneath at the root of the organ. 
The patient had been circumcised, but gave a history of penile 
eczema from infancy to the age of 25. The skin of the penis, 
though intact, is easily irritated by slight trauma. There have 
been occasional similar attacks for a year or two. His sexual 
life seems to be normal. Can you suggest any treatment ? 

A. — Persistent erection of the penis occurs with thrombosis 
of the corpora cavernosa, which may be of unknown causation 
or associated with various disorders of the blood ; it is a well- 
recognized complication of chronic myeloid leukaemia. 
Although the congestion of the organ raises suspicions of a 
thrombotic origin, the recurrent attacks make it improbable. A 
chronic intermittent priapism is known to occur ; it is some- 
times associated with lesions in the posterior urethra or prostate 
or with disease of the central nervous system. These aspects 
of the case require investigation. No cause can be found in 
other instances, and treatment is then unsatisfactory. Some 
relief has been obtained with heat applied by the -diathermy 
current, and occasionally irradiation is effective. The palpable 
nodule at the root of the penis raises the possibility of fibrous 
cavernositis or plastic induration of the penis. Priapism is not 
a usual sjTnptom in this condition, which is again resistant to 
tr^'tment, although some success has followed .injections of 
fibroh-sin into the lesions. 


Sodium Glutamate 

Q. — What are the chemical and physical' properties, physio- 
logical actions, method of manufacture, etc., of sodium 
glutamate ? 

A. — Sodium glutamate is the sodium salt of glutamic acid — 
a simple amino-acid which occurs in food protein and as part 
of the molecule of folic acid. Its structure may be thought of as 
a compound of acetic acid and the amino-acid alanine. Alanine 
is H-CH,.CH.NH,.COOH, while acetic acid is H-CH..COOH. 
If H is removed from each substance and the residues are 
joined, the result is glutamic acid. Like other amino-acids,' it 
has no physiological action. Its manufacture is indicated by 
the structure. 

NOTES AND COMMENTS 

Delirium Tremens. — Dr, A. E. Carver (Nuneaton) writes: ,I was 
shocked to read in answer to the question, “ 'What is the best treat- 
ment for delirium tremens 7 ” (“ Any Questions 7 ” July 23, p. 242), 
that small doses ol alcohol plus intramuscular injections of 2 dr. (S g.) 
of paraldehyde were recommended. Although D.T. is not now so 
common as it used to be in my young days, I did think that there 
was general agreement among those called upon to deal svith it that 
once it was estabh'shed alcohol should be immediately and completely 
cut off, since its exhibition has been found to prolong this brief 
psychosis. In long-standing topers, who alone are subject to D.T., a 
small quantity of alcohol is irritating, not soothing. Forty and more 
years ago there w'as an idea that D.T. was due to an excess of some 
hypothetical anti-alcohol substance in the body and that giving alcohol 
would neutrqlize this, but such an idea has long since been disproved. 
Healthy heavy drinkers sent to prison and abruptly cut off alcohol 
do not develop D.T. Some trauma or acute disease (e.g., broken leg 
or pneumonia) -seems to be a necessary precipitating factor, and the 
welfare of the patient, depends far more upon how this is attended 
to ^han upon the restless delirium, -which usually is controllable by 
repeated small injections of hyoscine hydrobromide. Other seda- 
tives and hot packs may also be employed, but intramuscular injec- 
tions of paraldehyde should certainly be eschewed. I wonder whether 
he who answers the question has tried them. 

Sulphur-containing Sweat. — Dr. J. N. Morris (Stoke, Plj-mouthl 
writes: In “Any Quesdons 7 ” (July 16, p. 189) sulphur-containing 
sweat is discussed. I have known this condidon to follow the taking 
of Epsom salts or other sulphur-containing laxatives. This may be 
the explanadon in your correspondent’s case. 

' Miss W. Joan Wadoe, F.R.C.S. (London, 'W.), writes : With 
reference to the quesdon and an.swer under this heading (“Any 
Questions 7 ’’ July 16, p. 189), I have seen this in patients who 
were applying a sulphur-containing liniment to the skin (elsewhere 
than on the hapfis). Bowel function was norrhal. 

Bee-sfings. — Dr. W. K. Wenner (Upper Montclair, Ijjew' Jerseyl 
writes : With regard to the question on bee-stings in die Journal 
(June 11, p. 1061), may I draw your attention to a paper by W. T. 
Strauss (J. Amer. mod. Ass., 1949, 140, 603), who reports good results 
by topical applicadon of the antihistamine “ thephorin ’’ (2-methyl- 
9-phenyl-2,3,4,9-tetrahydro-l-pyridindene hydrogen tartrate) 7 

Anaesthetics for Domiciliary Midrviferj-. — Dr. S. Ransom 
(Obstetric Unit, University College Hospital, London, W.C.) writes: 

I am glad that Dr. J. E. M. Barnes (Aug. 6, p. 346) has drawn 
-attention to the misleading statement that the Cyprane inhaler can 
produce anaesthesia. We in this department at any rate have not 
been able to use the apparatus for this purpose, though we found 
it sadsfactory for producing analgesia. 
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Chainnan 

Dr. S. Wand was appointed Chairman for the session 1948-9. 

Dr. E. A. Gregg 

The Committee takes this opportunity of placing on record 
its appreciation of the sertices of Dr. E. A. Gregg as Chairman 
of the Insurance Acts Committee for many years, and 
of his unfailing devotion to the interests of -general medical 
practitioner. 

Obituary 

The Committee regrets to report the deaths of Dr. J. W. 
Bone (Luton), Dr. E. l-em's LWey (Leicester), Dr. L. 3. Picton 
(Holmes Chapel, Cheshire), and Dr. J. W. Leach (Beauly, 
Inverness), all of whom were members of the Insurance Acts 
Committee for many years. 

Dr. Bone will be remembered for his valuable services as 
Treasurer of the National Insurance Defence' Trust, and 
Dr. Lewis LiUey, whose special interest was pharmacology, 
was chosen as the Chairman of the Special Committee which 
compiled the first National Formulary. 

•NomUees on Ministry of Health Distribution Committees 
The following nominees were accepted by the Ministry for 
appointment to the Central Distribution Committees for 1948-9 : 

International Distribution Committee ; Dr. E. A. Gregg 
(London), Dr. W. M. Knox (Glasgow), Dr. J. D. Wells 
(Biilcricay, Essex), and Dr. E. J. Rees (Pontj'pridd). 

Distribution Committee for England and JVales : Dr. E. A. _ 
Gregg (London), Dr.'-W, Woolley (Bristol), Dr. E. J. Rees 
(Pontypridd), and the Secretary of the General Medical Ser- 
vices Committee of the B.M.A. ; together with Dr. J. C. 
Pearce (Diss. Norfolk), Dr. J. D. Wells (Billericay, Essex), 
and Dr. C. F. R. Killick (Wiiliton, Somerset), when questions 
concerning mileage are under consideration. 

Afedical Practiees Committee 

The medical profession’s nominees on the Medical Practices 
Committee are : Dr. W. E. Dornan (Sheffield) (Chairman). 
Dr. P. V''. Anderson (Shildon, Co. Durham), Dr. D. B. Evans 
(Wre.xham). Dr. Annis Gillie (London), Dr. J. F. Murphy 
(London), Dr. J. C. Pearce (Diss, Norfolk), and Dr. I. A. 
Pridham (Weymouth). 

Informal discussions have taken place during the session 
between members of the Committee and the medical members 
of the Medical Practices Committee. These discussions have 
been of value, and it is intended to maintain this useful liaison 
between the two Committees. 

Central Health Senices Council — ^Standing Medical Advisor}’ 
Committee 

The Chairman of the Committee was one of the Association's 
nominees for appointment to the Standing Medical Advisory’ 
Committee of the Central .Health Serii’ices Council. Having 
regard to the status of the General Medical Services Committee 
as the recognized executive of general medical practitioners, the 


Committee feels that it is a matter of regret that the Minister 
has not seen his way to include the Chairman of this Committee 
in the personnel of the Central Health Services Council's 
Standing Medical Advisory' Committee. 

Joint Subcommilfec of the Medical and Pharmaceutical 
Committees 

Dr. W. Woolley (Bristol) was nominated for appointment 
to the Joint Subcommittee of the Medical and Pharmaceutical 
• Committees of the Central Health Services Coqncil. 

Compensation Appeals Tribunal 
.An invitation was received from the Ministry of Health to 
nominate a practitioner to act as a medical assessor to the 
Appeals Tribunal, set up to deal with the situation where a 
practitioner is aggrieved by the assessment of the annual value 
of the goodwill of his practice. The Committee nominated 
Dr. A. N. Mathias (London, N.W.) for the appointment. 

Joint Pricing Committee of England 

Dr. Joel Green (London) was appointed to fill the vacancy on 
the Joint Pricing Committee of England caused by the death of 
E. Lewis Lilley. 

CONSTITUTION OF GENERAL MEDICAL SERVICES 
COMMITTEE 

The 1948 Annual Conference (Minute 19) requested the Com- 
mittee “ to review the mode of election and representation to 
the Committee and to report thereon.” Also, it was suggested, 
in a motion referred to the Committee, that the Committee 
might be “ reconstituted to form the executive body of all 
general medical practitioners, grouped -within the framework of 
the B.M.A. into areas corresponding to the present B.M.A. 
Divisions.” These suggestions have been carefully considered, 
but, having regard to the similarity between the local and central 
administrative structure of the old N.H.I. medical service and 
the corresponding service under the new Act, the conclusion 
reached is that very little change is necessary in the constitution 
of the new Committee. 

The grouping of areas for the elecuon of direct representa- 
tives of Local Medical Committees on the Committee has been 
carefully examined, and it is here that changes are recom- 
mended. Hitherto, numerical considerations have been regarded 
as more important than geographical considerations. In con- 
sidering the future grouping of Local ^^edicaI Committees the 
Committee has borne in mind that Regional Hospital areas 
and the B.M.A. branch and division areas are not coterminous 
with Local Exeentive Council and Local Medical Committee 
areas, and the Committee has come to the conclusion that 
grouping for the election of direct representatives must be 
based on Local Medical Committee areas. Effective representa- 
tion of these are-as calls for a revision of the old grouping, and 
the Committee’s proposals provide for an increase from 27 to 
33 -jnembers directly elected. 

It is felt that there is a strong case for retatog in the 
membership of the Comnaitlee a number of practitioners who 
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are elected by an “ informed electorate ” on tlieir personal 
qualities, whatever the character or size of the area they repre- 
sent. This would be achieved by the retention of the election 
of six members by the Annual Conference. 

The question of co-option has been reviewed. It is proposed 
that the Committee should have power to co-opt up to four 
members, if necessary, to secure representation of a particular 
class of experience not otherwise represented on the Committee 
— e.g., a rural practitioner, a general practitioner not in the 
Service, a general practitioner employed also as a part-time 
specialist, etc. 

Great importance is attached to the establishment of an 
effective liaison between the G.M.S. Committee and the Central 
Consultants and Specialists Committee. Two is considered to 
be the minimum for effective representation on each Committee. 

Subject to the approval of the Conference, the constitution 
of the Committee for 1950-1 will be as follows t 

5 cx officio (President of the B.M.A., Chairman of Repre- 

sentative Body, Chairman of Council, Treasurer, and 
Chairman of Conferences of Representatives of Local 
Medical Committees). 

6 members elected by the Representative Body (4 for 

England and Wales, 1 for Scotland and 1 for Northern 
Ireland). 

33 members elected on a territorial basis by Local Medical 
Committees in Great Britain and Northern Ireland. 

6 members elected by the Annual Conference, 

2 members nominated by the Central Consultants and 
Specialists Committee. 

1 member nominated by the Medical Women’s Federation. 

1 member nominated by the Society of Medical Officers of 
Health. 
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with power to co-opt not more than four members, if 
necessary, to secure representation of medical practi- 
tioners of a particular class of experience not otherwise 
represented on the Committee. • 

Details of the grouping for the election of 33 direct represen- 
tatives are given in Appendix “A.” 

Recommendation •• That approval be given to the proposals 
in paragraphs 12-17 of the Report on the reconstitution of the 
General Medical Services Committee. 


STANDING ORDERS OF CONFERENCES OF . 

REPRESENTATIVES OF LOCAL 
MEDICAL COMMITTEES 

The Standing Orders of the Conference have been reviewed 
and note has been taken of the suggestions made by the Con- 
ference for tlieir amendment. The Committee also considered a 
i^proposal referred to it, that where two areas have been merged 
Jhot Executive Council and Local Medical Committee purposes, 
]^hc previous representation at the Annual Conference should be 
.^retained. The conclusion reached, however, is that representa- 
tion must be based upon new Local Medical Committee areas, 
and that regard cannot now be had to a situation which no 
lo"ger exists. 

The proposed new Standing Orders are set out in Appendix 
*' B.” and will be incorporated in the Agenda of the forth- 
coming Annual Conference, for adoption or amendment by the 
Conference. 


DATE OF FUTURE ANNUAL CONFERENCE 
It has been customary to hold the Annual Conference of 
Representatives of Local Medical Committees in the autumn. 
This custom has certain disadvantages. It means that the 
E.xccutivc of the Conference — (he General Medical Services 
Committee — is not complete and therefore unable properly to 
begin the work of the new session until the Conference has 
elected its six representatives on the Committee : nor is the 
Committee at its first meeting in the new session in possession 
of the views of the Conference on various outstanding matters. 


In other words, a late start is made on the Committee's work 
for the session. 

It is felt tliat there would be advantages in holding the 
Annual Conference in the early summer, so that the new Com- 
mittee may have its first meeting in, say, July. This would give 
the Committee a better opportunity of preparing for the main 
part of its work in the early autumn, instead of, as at present, 
some time in November or December. A summer Conference 
nearer the time of the Annual Representative Meeting of the 
B.M.A. would enable the views of both bodies on subjects of 
mutual interest to be co-ordinated. Subject to the approval 
of the Conference, the following Standing Order giving effect 
to this proposal will become effective in the summer of 1950 : 

(i) Annual Conference of Representatives of Local Medical Com- 
mittees . — ^Tlic General Medical Services Committee .shall convene 
each year a Conference of Representatives of Local Medical Com- 
mittees. The Conference shall ordinarily be held in June. 


CONSULTATIONS ON REGULATIONS AND 
INSTRUCTIONS 

The Ministry was asked for an assurance that the Committee 
would be consulted before any statutory orders were promul- 
gated or instructions issued by the Department to Local Execu- 
tive Councils or other bodies on matters of principle affecting 
doctors rendering services under Part IV of the Act The 
Ministry has accepted “ the general principle that the profes- 
sion’s representatives should be consulted on points of major 
principle involving regulations.” 

REMUNERATION 

The 1948 Annual Conference instructed the Committee to 
take action “to secure an adequate overall increase in the 
capitation fee in order to relieve a serious hardship resulting 
from the new Service.” The Committee began the task of 
carrying out (his instruction by instituting an inquiry, to deter- 
mine whether or to what e.xtent the current incomes of general 
medical practitioners were in accordance with the main recom- 
mendations of the Spens Committee. Five areas were chosen 
— Lancashire, Norfolk, Bath, Halifax, and Nottinghamshire 
and Nottingham — and the figures obtained from these areas 
showed that, generally speaking, the “ spread ” of incomes in 
the 40-50 age group was in accordance with the Spens 
recommendation. 

If these figures can be regarded as typical of the country 
as a whole, there remains the question of the “ betterment ” 
factor and the adequacy of the Central Pool, and on March 3 
a Special Conference of Representatives of Local Medical Com- 
mittees was called to consider the Committee’s memorandum 
on the subject (M22, published in the Supplement of 
Feb. 19). In this memorandum the whole question of the 
adequacy of general-practitioner remuneration was discussed in 
detail, and (he conclusion reached was that the Centra! Pool 
ought to be increased by appro.ximately £16+ million. This 
conclusion was based largely upon an expert economist’s calcu- 
lation (Supplement, Jan. 22) that the change in die cost of living 
of professional classes between 1939 and the end of 1948 
represented an increase of 85%. It also took account of the 
increased number of practitioners in the Service over and above 
the estimate upon which the Ministry based the present Central 
Pool. 

The Committee’s memorandum went on to recommend that 
any additional money made available in the Central Pool by the 
application of a proper betterment factor and an adjustment 
in relation to the increased number of practitioners in the 
Service^should be devoted entirely to an augmentation of the 
capitation fee for the first thousand on all practitioners’ lists. 
The effect of this would be to increase the remuneration of 
all practitioners while increasing the rate of remuneration of 
practitioners with smaller lists to a relatively higher extent. 

The memorandum was approved by the Special Conference 
as the basis of the general-practitioner case, and the Committee 
was instructed “to press the Government as a' matter of 
urgency to adjust general-practitioner remuneration on the 
basis of the memorandum, the adjustment being retrospective 
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to July 5, 1948.” The memorandum and resolution of the 
Conference were sent to the Ministry on March 4. On April 14 
it rvas learned that the Ministry had decided that insufficient 
inforrrftition was asailable on which to assess how far the 
Spens recommendations were being implemented. The main 
factors were the number of doctors in the Service and the total 
amount each doctor was receiving from N.H.S. funds. Neither 
of these factors was known to the Ministry with any degree 
of precision, and a national inquiry had been instituted from 
the results of which it was anticipated definite conclusions could 
be reached. The Ministry hoped its inquiry would be avail- 
able within a month, when its representatives would be in a 
better position to discuss the profession's claim for an increase 
in the Central Pool. 

In the course of the discussion on April 14 the Ministry’s 
representatives indicated that there could be no assurance that 
any improvement in remuneration which might emerge from 
this inquiry and subsequent negotiations would be applied 
retrospectively to July 5, 1948. Further, when asked what 
the position would be if, having raised the question of general- 
practitioner remuneration through Whitley machinery and in 
the event of disagreement, the G.M.S. Committee sought arbi- 
tration, the reply given was : “ It must not be assumed without 
further discussion that participation in the Whitley machinery 
necessarily involves, in the event of disagreement, the right' to 
resort compulsorily to arbitration on all subjects.” 

It svas made quite clear to the Ministry’s representatives that 
the statements on these two points were very unsatisfactory. It 
was regarded as unreasonable to inform the profession that it 
rrright not receive any increase in the “ pool ” retrospectively 
to July 5, 1948. The Ministry received ample notice of the 
profession’s intention to raise the question of “betterment,” 
and the profession was entitled to arrears of payment on this 
issue and on any increase in the number of general practitioners 
in the Service over and above the number (17,900) which was 
a factor in calculating the Central Pool before the appointed 
day. 

On the question of arbitration, it was pointed out that the 
Ministry’s statement was in conflict with repeated assurances 
given by Ministers, both in Parliament and personally, to 
representatives of the profession. 

The Committee decided that no positive action could usefully 
be taken until the result of the inquiry undertaken by the 
Ministry was available. It was felt, however, to be necessary 
to place on record the profession’s dissatisfaction with certain 
statements made to its representatives, and the following 
resolutions were sent to the hlinistry : 

“ That the Committee records its dissatisfaction with the Ministry’s 
inability to state, nine months after the appointed day, the number 
of principals taking part in the Service, and with the statement that, 
in so far as the Central Pool may prove to have been inadequate 
for the first m’ne months of the Service, any increase may not be 
adjusted retrospectively to the appointed day, 

“That, in view- of the statements made by responsible htinisters 
prior to the appointed day, the Committee is of opinion that the 
Ministry’s view- that disputes concerning remuneration referred 
through WTiitley machinery do not carry- the right to arbitration on 
either side is a gross breach of faith.” 

As stated in an earlier paragraph, the Ministry anticipated ’ 
that the figures Executive Councils were being asked to furnish 
would be summarized and available by the middle of May-, 
but it w-as learned subsequently that the result of the inquiry 
would not be available for many weeks. A request was 
therefore made for an interview with the Minister himself. 
On June 2 the Chairman and Secretary met the Minister, and 
the latter insisted that before any comparison could be made 
with the Spens Committee’s recommendation it would be 
necessary to know what each doctor was earning, not only 
from the capitation fee but from all N.H.S. sources. Attempts 
to press the matter of the global sum were met with repeated 
reference to the necessity of computing each individual doctor's 
income before any decision could be made. 

The Minister was informed that in certain circumstances the 
Committee might wish to ask for arbitration. While he did 
not rule out the possibility of arbitration being granted, he was 
unwilling to discuss this in relation to higher income groups. 


He repeated what had already been said by his officers, that 
participation in ^\’hitley machinery- did not carry- the auto- 
matic right to seek arbitration on all matters. 

The Minister was left in no doubt that the profession would 
be greatly disturbed at the turn which events had taken in the 
matter of arbitration. Subsequently-, the Committee decided 
that, while no useful action could be taken on the question of 
the global sum until the result of the Ministry-’s inquiry- was 
available, the profession should be fully- informed of the 
seriousness of the situation and the vital need to preserve the 
right to a settlement by arbitration if agreement by negotiation 
could not be secured. 

Following negotiations between the Joint Committee for 
Consultants and the Ministry on the terms and conditions 
of service for hospital medical and dental staffs, the following 
modified statement was issued by- the Department: 

The Ministry- has agreed — 

(a) That no changes w-ill be made in the terms and condiuons of 
service without discussion in the appropriate part of the Whitley 
machinery, when established, and this will be established as soon 
as possible. 

(h) That remuneration is a subject which is suitable for arbitration. 

(c) That save in excepU’onal circumstances, and after the concifia- 
tion machinery of Whitley has been exhausted, issues of remunera- 
tion remaining in dispute will go either to arbitration or for inquiry 
and report by a comrm'ttee. 

The G.M.S. Committee decided that this formula went some 
distance towards meeting the position of the general practi- 
tioners, and agreed to accept it without prejudice to any action 
it may be necessary to take when it is seen how the formula 
is applied. 

Subsequently it was learnt that the detailed figures w-ould be 
available at the end of July, and it is intended to reopen negotia- 
tions as soon as the Committee has bad an opportunity of 
studying the figures. A special meeting of the Committee for 
this purpose is to be held on Aug. 31, if the figures are 
available in time. 

hHLEAGE 

Very early in the Committee’s deliberations on the subject 
of remuneration it became evident that many rural doctors 
throughout the country were in serious financial difficulties. 
Some would be able to carry on only if help w-as speedily 
forthcoming: others were considering practices in more 
populous areas. In some of the very remote parts of England 
and Wales the borders of medical practice are governed not 
by population but by geographical boundaries which are 
particularly efi^ective in winter. Any- depletion of doctors in 
these areas would be disastrous, but the possibility could not 
be excluded unless urgent remedies were appfied. 

Alleviation of the position of rural doctors seemed to be 
possible by only two methods — immediate and generous pay- 
ments from the Special Inducements Fund, and/or a substan- 
tial increase in the Central Mileage Fund. There was a general 
reluctance on the part of doctors generally- to apply for grants 
from the Special Inducements Fund because it seemed to 
them to be a form of “ public assistance.” Urgent representa- 
tions were therefore made for a substantial increase in mileage 
pay-ments, and the Ministry agreed to the Committee’s recom- 
mendaUon that the Central Mileage Fund should be increased 
from £1.3 million to £2 million, the -new- money- to be found 
from sources other than the Central Practitioners’ Fund. The 
increase of £700,000 a year is made up of £200,000 from the 
Special Inducements Fund and a new- Treasury- grant of 
£500,000. Thus, the pre-war Mileage Fund of £600,000 has 
been more than trebled, and it is befieved that the new- money 
has gone a long way towards easing the financial position of 
rural practitioners. 

The - Committee’s Rural Practitioners’ Subcommittee has 
instituted an inquiry with the object of discovering, by com- 
parison with the position which existed under the N.H.I. Act, 
the increase in the total number of patients in respect of whom 
mileage is claimed, the number of doctors claiming mileage, 
and the total number of mileage units claimed. Proposals 
for dealing with claims for special difficulties, such as footpaths 
under winter conditions, are also under consideration. 
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TEMPORARY RESIDENTS ' 

Under the National Health Insurance Act the allocation to, 
and the charges against, individual Local Practitioners’ Funds 
on account of temporary residents were based upon data 
furnished by Insurance Committees. The returns from Insur- 
ance Committees gave the nuinber accepted by doctors, distin- 
guishing between “ ordinary ” and “ convalescent home ” 
temporary residents. The ‘payment from the Central Practi- 
tioners’ Fund was 8s. for each ordinary temporary resident and 
Is. for each convalescent home terhporary resident, and each 
area was debited or credited on this basis. It involved a con- 
siderable amount of clerical work centrally for a relatively 
small sum before each area’s “loading” could be determined. 

Under the National Health Service the Ministry of Health 
obtained from every Executive Council a return showing the 
number of claims for temporary residents. Without making 
any “plus” and “minus ” adjustment, each Executive Council 
was credited for the first two quarters (July to December, 
1948) with 8s. for each temporary resident claimed. 

The Committee felt that an increase in the unit value of a 
temporary resident was justified, but that any increase must be 
fair without being an unduly heavy, charge on the Central 
Practitioners’ Fund. After careful consideration it was decided 

(<?) that the aihount deducted from the Central Practitioners’ Fund 
for the treatment of temporary residents should be distributed to 
Executive Councils on a uniform basis in accordance with the number 
of claims from each area ; 

(6) that the value of the unit to be paid from the Central Practi- 
tioners’ Fund should be 15s. for eacli ordinary temporary resident, 
and (provisionally) 2s. 6d. for each temporary resident in a con- 
valescent home, to be reviewed in the light of experience and further 
information as to the number of claims received ; and 

(c) that claims for mileage for temporary residents should be 
charged to the Mileage Fund and not to the Central Practitioners’ 
Fund for treatment purposes. 

The Committee did not feel that it could make any recom- 
mendation in regard to the basis of distribution of the moneys 
received by Executive Councils fdr temporary residents, believ- 
ing that this was entirely a matter for each area to detefmine- 
by joint consultation between the Executive Council and the 
Local Medical Committee. 

There appears to be some doubt as to the circumstances "in 
which a claim for a temporary resident fee may be made. In 
the absence of a definition it is possible for a doctor to take a 
patient on his list as a temporary resident and claim a fee 
regardless of whether any treatment is given. The Committee 
considers that temporary resident credits should be given only 
in those cases in which medical treatment has been given, and 
the Ministry of Health has agreed to make this clear in the 
distribution scheme which is now in course of preparation. 
The Committee’s definition would also apply to patients in 
convalescent homes. ' 

BASIC SALARY 

k Circulars issued by the Ministry of Health to Executive 
pCouncils show that the Minister has allowed appeals against 
the disapproval of applications for basic salary in cases where 
the applicants have only recently established themselves in the 
area. The effect of granting basic salary to such practitioners 
IS to subsidize them at the expense of their professional col- 
leagues in the area, and it is contended that this is contrary 
to the Minister’s original intention that doctors should not be 
encouraged to go to areas where they are not needed. 

The Minister's attitude is understood to be that, having 
agreed with the profession’s view that, up to the appointed day, 
every medical practitioner should have a right to choose the 
area in which he would enter the National Health Service, it 
would be impracticable to take any action which could be 
construed as being in conflict with that view. It is claimed 
that, subsequent to July 5, the Minister’s responsibility was 
to consider, on its merits, every appeal against the disallowance 
of a claim for basic salary, without regard to the circumstances 
in which the appellant came to the district before July 5, 1948. 

The Minister was asked to make provision in the proposed 
Amending Bill or Regulations for an appeal from the decision 
of a Local Executive Council on an application for basic salary 


to ■ be made to the’ Medical Practices Committee and not to 
the Minister. 

INFLAnON OF DOCTORS’ LISTS 

In May last there were 20 Executive Council areas in each 
of which the nurribers on doctors’ lists were, in the aggregate, 
.more than the estimated population of the area. This fact is 
quoted as evidence of the marked degree of inflation of doctors’ 
lists, the main causes of which are; 

1. Existence of a certain amount of inflation before the appointed 
day, partly from wartime difficulties and partly from the failure of 
some approved societies to notify “ exits.” 

2. The decision not to remove from doctors’ lists the names of 
persons whose insurance was due to terminate on June 30, 194S. 
The numbers were fairly substanfial, being largely people who had 
taken up work during the war or had continued to work when they 
might otherwise have retired, and who ceased to be employed between 
June 30, 1946, and Dec. 31, 1946. 

3. The action of many insured persons in completing form E.C.l. 
The identification of duplicates involved a tremendous amount of 
work and .was made more difficult by conflicting or insufficient 
information on form E.C.l, and the completion of more than one 
E.C.l by a number of insured persons and by others who did not 
immediately receive a medical card. 

4. The appearance of some persons’ names "on more than one 
doctor’s list not necessarily, within the same Executive Council area. 
Some of, these were insured persons before July 5, 1948. 

5. Removal of a person from one Executive Council area to 
another where registration is effected with a doctor in the new area 
without disclosure of the • fact that the patient is on the list of a 
doctor in the other area. 

6. Men going into the Forces receive a new identity number when 
they return to civil life. Representations have been made rvith a 
view to the retention of the old number. 

The position has been discussed with the Ministry with the 
object of checking the causes of inflation or bringing them 
within reasonable limits. The elimination of duplicate names — 
perhaps the main cause — will be a lengthy process, owing to 
the' need for inquiry in many cases where duplication is 
suspected but cannot be established from Executive Council 
records. Constant scrutiny of 'lists will help to reduce duplica- 
tion, but many cases will be resolved only by personal inquiry 
of the persons concerned. In this connexion it is felt that the 
provision of reply-paid envelopes or labels might secure a 
higher percentage of replies. Doctors and patients can help 
by notifying Executive Councils of changes of address and by 
completing form E.C.l only where one has not previously 
been completed and where no medical card is held. 

The Ministry has undertaken to do everything possible to 
speed up the process of clearing doctors’ lists. If no substantial 
reduction of inflation is effected by 1951, when the new census 
is taken, consideration will be given to the establishment of a 
Central Index Register, which the Ministry regards as quit^ 
impracticable at the present time. 

New Form E.C.l 

The readiness with which the' preseht form E.C.l is avail- 
able and can be used, even when a medical card is available 
and ought to have been used, is responsible for a certain amount 
of inflation of. doctors’ lists. It often happens that a person 
who cannot find his medical card, instead of getting a new one, 
completes another form E.C.l, and the information given on 
that form may not reveal the fact that the person .is already 
on another doctor’s list. It has been decided, therefore, that 
it would be useful to have a simpler form which would be 
available only from doctors or the offices of Executive Councils. 
The new form will contain a declaration to be made by the 
person completing it, stating that the applicant “ is not already 
on the list of a doctor in this or any other area.” 

REMOVAL OF NAMES FROM DOCTORS’ LISTS 

The Ministry has accepted the Committee’s suggestion that 
when a notice or medical card is returned to the Executive 
Council through the Dead Letter Office the person’s name 
should not be removed automatically from the doctor’s list 
before six months have elapsed, during which time the doctor 
will be given an opportunity of supplying information ,as to 
the patient’s whereabouts. 
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ANAESTHETICS 



TRILENE^— in addition to its use in analgesia- 
is employed with success for the production, of 
a Eght plane of anaesthesia. Contra-indications 
are few, and recovery is rapid with no un- 
pleasant after-effects. 

Containers of 250 a7id 500 c.c. Crushable 
ampoules of 1 c.c. in boxes of 5; ampoules of 
6 C.C., boxes of 1, 5 and 25. 


‘KEMITHAL’ sodium is a highly efficient 
ultra-short-acting barbiturate used for in- 
duction and surgical anaesthesia of short or 
prolonged duration. Notable features of its 
use are minimal respiratory depression and a 
consistently good post-operative recovery, free 
from vomiting, restlessness and protracted 
depression. 

Ampoules of 1 or 2 grammes, scith or scithout 
distilled scater. Containers cf 5 and 23. 


Oilier anaesthetics and analgesics include : ‘Avion’ brand Chloroform, Procaine, 
and Pethidine (pcith and vnthout Hyoscine). 

Literature and further information available, on request, from your nearest I.C.I. Sales 
Office — London, Bristol, Birmingham, Manchester, Glasgow, Edinburgh, Belfast & Dublin. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) 

(A subsidiary company of Imperial Chemical Industries Ltd.) 
WILMSLOW, .MANCHESTER 


LTD. 
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There is cons/Serable evidence of the outstanding value o^ 
Cardophyiin in producing vasodilatation. The coronary 
vasodilatation is manifested in an increased coronary blood 
flow and a beneficial effect on the myocardium; the renal 
vasodilatation is indicated fay the powerful diuresis, it also 
causes bronchodilatation. 

Cardophyiin 

' THEOPHYLUNE-ETHYLENEDIAMINE , 


INDICATIONS 

DISEASES OF THE CARDIOVASCULAR SYSTEM 
OEDEMA - ASTHMA 

LITERATURE AND SAMPLES ON REQUEST 
IN TABLETS FOR ORAL USE, AMPOULES AND SUPPOSITORIES 

Home orders Made fay WHIFFEN & SONS Ltd., London, S,W.6 

and enquiries, a dMjIan of 

please, to BRITISH CHEMICALS & BIOLOGtCALS LTD. 

Loughborovgh, Leicestershire 



martinhaie bbahd 


. ETHER SOLUBLE TAR PASTE 

All indications for Tar Treatment are indications for 
“ E’S’T’P ” (Martindale), more especially eczemas, psoriasis 
and other stubborn skin lesions. 

E-S-T'P DUSTING POWDER 

A new presentation of this well-known product. Of special 
value In intertrigo, moist eciemas and peri-anal pruritus. 

' ’ FORMULA t 

Ether Soluble Tar DijuTiate 1.5% Starch .. .. 12.0% 

ZiocO^e ., .. H.0% Boseq.Lto 100%. 

Uterallire and Samplts sent on request 

Savory & Moore, Ltd,, Welbeck Street, London, W.l. 

Telephone: WELbecfc S5S5 (20 lines) Teletrems: Instruments, Wesdo, London 


Av 

flogging a 

Changes in normal routine 
and restricted or special diets 
may induce constipation. 
Purgatives, however, over- 
stimulate the bowel tempor- 
arily and this is followed by 
inactivity. The tired horse — 
so to speak — is flogged again 
and a vicious circle results. 

Regular effort and adequate 
bulk are needed to restore 
normal routine. ‘Petrolagar’ 
provides the ‘ soft bulk ’ 
essential to regular peristalsis. 
Gently but surely it helps 
the return to ‘habit time.’ i 


old 

tired horse 



‘Petrolagar,’ a 25% emul- 
sion of white petroleum' oil 
with flavouring, is issued in 
two varieties : Plain and 
with Phenolphthalein. 


^P.Gtrolagar’ Emulsion 

Trade Mark O 


JOHN WYETH & BROTHER LIMITED, 
CUFTON HOUSE. EUSTON RD., LONDON, N.W.l 




A RICH SOURCE OFVlTABSlSt B, 



PREPARED WHEAT GERM 


When a Vitamin B supplement is indicated, 
C.'V.B. is a most reliable and pleasant addition 
to the diet, taken with a little milk — as a 
cereal — or sprinkled on stewed fruit, other 
. cereals, milk puddings, etc. 


B Group Vitamiiw 
and Minerals 

Normal Daily 
Requirements 

i OZ. C.V.B. 
SuppUcs 

Vitamin , 

(Riboflavin) . . 
Niacin 

Iron 

Phospbonis 

300 I.U. (0-90 mg.) 
1-8 mgs. 

12'0 mgs. 

10 0 mgs. 

750 mgs. 

J34 3.U (0-40 mg.) 
0-3 mg. 

1*7 mgs. 

' 1*34 mgs. 

3lD mgs. 


THE WHEAT GERM IS PROCESSED AND 
PACKED WHILST ABSOLUTELY FRESH 

Only from Chemists ... 3/- per 14 oz. packet 

FULL SIZE TRIAL PACKET SENT PREE ON REQUEST 
TO QUALIFIED PRACTITIONERS ' 

CARR’S FLOUR MILLS LTD., CARLISLE 
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ftnSSING INFORJIATION ON FORMS E,C.l 
Complaints were received that some Executive Councils were 
asking doctors to obtain information which patients had failed 
to give on form E.Cl. The point was taken up with the 
Ministrj', who agreed that it was the duty of the Executive 
Council to apply direct to the patient for the missing 
information. 

FILLING OF VACANCIES CAUSED BV DEATH OR 
' RETIREMENT 

Two informal conferences were held between representatis-es 
of the Committee and the medical members of the Medical 
Practices Committee, at which representatives of the Scottish 
Medical Practices Committee were present. At these confer- 
ences questions which were giving rise to difficulties in con- 
ne.xion with s-acancies caused by the death or retirement of 
doctors were discussed. As a result, the Ministry was asked 
to provide in the Amending Bill for 

(o') the law to be brought into conformity with the Minister’s 
promise that, in all areas except those where the Medical Practices 
Committee has decided that no more doctors are needed in the 
Service, the consent of that Committee to applications tor inclusion 
in the medical list will be automatic; 

(6) the filling of a declared vacancy to be followed automatically by 
the " block ” transfer of the patients by the Medical Practices Com- 
mittee, the transfer being made to the practitioner finally selected; 

(c) power being given to Local Execuuve Councils to remove from 
their lists practitioners (other than those compulsorily recruited to 
H.M, Forces) no longer working in the area and no longer providing 
the appropriate premises; ’ 

(This point was subsequently included in the Amending BiH.) 

(d) the right of appeal by .an Executive Council to the htoister 
when the Medical Practices Committee has reversed the decision of 
the CouncU. 

A new form (to be known as E.C. 16A) is in course of 
preparation for use by apph'cants for an advertised vacancy. 
Amending regulations are also being drafted (a) to provide that 
all applications received for an advertised vacancy (including 
those made by applicants already on the list) shall be referred 
to the Medical Practices Committee, who would make the 
selection, and (6) to extend the right of appeal to all unsuccess- 
ful applicants. At present those already on the list have no 
such right of appeal. 

It is understood that the Treasury will sanction only third- 
class traveUing expense for doctors who are candidates appear- 
ing before an E-xecutive Council in connexion with a vacancy 
in the area. The Ministry has undertaken to make further 
representations to the Treasury on the subject. 

VOLUME OF WORK DON’S BY GENTRAL 
PRACTmON-ERS • 

The volume of work general practitioners would be called 
upon to do could not be assessed when the Service commenced, 
and, in the absence of reliable data, could not be taken into 
consideration during the discussions on remuneration. As a 
first step towards obtaining reliable data, the Committee has 
decided to conduct a special investigation covering a period 
of one year. A similar investigation was undertaken in 1938-9, 
but, although the results confirmed figures previously obtained 
by another method, the abandonment of the Insurance Acts 
Committee’s application for increased remuneration (owing 
to the outbreak of war) meant that they could not be used. 
This new inquiry, which will begin in October, vvill be under 
the supervision of an expert statistician. 

VACCINATION* ANT) IMMUNTZA-nON 
Discussions with representatives of Local Authorities on the 
fees to be paid for vaccination and immunization were adjourned 
until the Committee had settled with the Ministry of Health the 
question whether these services fall within the scope of a 
general practitioner’s agreement under the National Health Ser- 
vice Act The Ministry has now agreed that the submission 
of a report is not the only factor to be taken into account in 


fixing appropriate remuneration for these services, and has been 
asked to reopen discussions with the Ixical Authorities Associa- 
tions as soon as possible. To hasten these negotiations the 
Committee has informed the Ministry that unless discussions 
on the fees to be paid for vaccination and immunization 
are reopened forthwith the Committee will take no steps to 
discourage Local Medical Committees from advising their 
constituents not to send records of persons vaccinated and 
immunized to local authorities. Any settlement will cover all 
cases dealt with since July 5, 1948. 

CERTIFICATION 
Inter-Departmental Committee 

Representatives of the Committee IDrs. S. Wand. E, A. 
Gregg, and F. Gray) have given oral evidence before the Inter- 
Departmental Committee on Certification. 

Hospital Ont-pafients 

The Ministry of Health suggested that forms Med. 7 and 8 
for use in connexion with long-stay patients in hospitals might 
be adapted for issue to out-patients. The Committee too’c 
no exception to the proposal, but expressed the hope that 
appropriate steps would be taken to ensure the maintenance 
of a high standard of certification. 

Certificales lor Juveniles and Non-employcd Persons 
Inquiry was made as to whether it was part of the general 
practitioner's terms of service to give certificates free of charge 
to juvenile and non-employed persons who did not require 
such certificates for National Insurance purposes. The Ministry 
pointed out that, so far as juveniles were concerned, a certificate 
was required in order to get a “ credit " and to obviate the 
requ’irement of a stamp. The suggestion that this is a matter 
which should be taken up with the Inter-Departmental Com- 
mittee on Certification has been adopted. 

CertificatioD for Stagica] Corsets 
Discussions have taken place with representatives of the 
Mim’stry of Health and the Board of Trade with a view to 
relieving practitioners of the burden of certification for sur- 
gical corsets. The Ministry and the Board have agreed to 
waive the requirement, and an appropriate circular has been 
issued to the trade. The Customs and Excise, however, shli 
require a medical certificate to substantiate a patiet.t.s claun 
for exemption from purchase tax, and until this latter point 
has been cleared up a medical certificate is still necessary. 

Certification of Contacts 

The Committee has taken up with the M.mstry of National 
Insurance an instruction to the effect that, in certain circum- 
stances, only a certificate issued by a Med'cal Office of Health 
to a suspected carrier or contact in cases of infectious diseases 
would be recognized for National Insurance purposes. The 
Committee has been assured by the Ministo that this mstruc- 
tion w'as issued with purely epidemiological considerations m 
mind, and that there is no intention of encroaching on the 
rightful province of the family doctor. 

Morbidity Statistics 

General approval has been given to a proposal by the 
Ministry of National Insurance that the final medical certi- 
ficate should be used in the compilation of morbidity statistics. 

DISPENSING ANTJ PRESCRIBING 
ProTtrion of Medidnes and Appliances for Private Patients 
There is general agreement among general practitioners ffiat 
patients who wish to make private arrangements for medical 
attention and treatment should not be debarred from obtaining 
necessary medicines and appliances through the National 
Health Service. This question has been pressed on the Ministry 
of Health, whose view is that prescribing and dispensing are 
. essential parts of treatment and cannot be dealt with as thou^ 
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they are something separate. The Ministry was asked , to con- 
sider the possibility of making available, through the Hospital 
Service, to patients treated privately, particularly expensive 
and life-saving medicines (insulin and liver preparations, etc.) 
where the cost would represent hardship to the individual, but 
the Ministry does not think that any workable arrangement on 
these lines is possible. Efforts have been made to secure an 
amendment of the Act to give effect to the profession’s wishes 
in this matter. 

Dispensing Capitation Fee '> 

The Ministry’s offer of a capitation fee of 6s. 6d., in England 
and Wales, to cover the provision of medicines and appliances 
(except those contained in a special list) for patients who would 
otherwise have difficulty in obtaining them from a chemist 
has been accepted without prejudice to revision as a result of 
negotiations at a later date. Before the fee is reviewed, there 
will be an investigation into dispensing costs. Doctors who are 
required to dispense for their patients may, of course, choose 
the alternative method of being paid, namely, on a “cost per 
prescription ’’ basis. 

V 

Medicines nnd Appliances for Doctors’ Surgeries 

The Ministry^ has been asked to accept the Committee’s 
suggestion that doctors should be allowed to order, on official 
prescription forms, stocks of medicines and dressings for emer- 
gency use in surgeries. Scottish, general practitioners already 
enjoy this privilege. ' - 

^ List of Appliances 

The Ministry has been asked to include the following in the 
list of appliances and chemical reagents which general practi- 
tioners may prescribe for their patients : 

B.L.B. mask for the administration of oxygen (where not already 
provided by the local health authority). 

“ Cellanband ’’ bandage. 

“ Clinitest ’’ apparatus (under “ chemical reagents ’’). 

Adhesive sponge rubber. 

It has been suggested also that the words “as described in 
the Drug Tariff” should be deleted from the reference to 
dressings, thus giving the doctor greater freedom in prescribing 
them. 

The Ministry has indicated that it is not possible to allow 
general practitioners complete freedom to prescribe surgical 
appliances. The Department is prepared, however, to receive 
suggestions for a list of surgical appliances which it |s con- 
sidered general practitioners should be able to prescribe without 
referring the patient to the Hospital Service, and such a list is 
now in course of preparation. 

Specially Expensive Drugs and Appliances 

The Ministry has agreed to add ethisterone to the list of 
drugs and appliances and reagents for the supply of which 
dispensing doctors paid by capitation fee receive' payment over 
and above such fee. 

The Committee also asked for the inclusion of (a) hypo- 
dermic syringes and needles (for all purposes, and not only for 
the self-administration of insulin or adrenaline, as at present), 
[h) “clinitest” apparatus, and (c) all sulphonamide drugs. So 
far as (o) and (b) are concerned, their inclusion would necessi- 
tate an amendment of the Regulations, which is under con- 
sideration as they are not at present permitted to be supplied 
at all under the general medical services. On the question of. 
sulphonamide drugs, the Ministry is not agreeable to the 
inclusion of all of them, but is, willing to consider any sugges- 
tions the Committee may wish to make. The Ministry has' 
agreed to continue, on a temnorary basis, the arrangement in 
force under the N.H.I. Act which permitted dispensing doctors 
to subrnit claims for special payment in cases where the. cost of 
dispensing was abnormally high.” The minimum amount it will 
be possible to claim under this heading is twenty .shillings in 
respect of one quarter. The arrangement will be reviewed con- 
currently with the review of the dispensing capitation fee. 


Pessaries and Dutch Caps 

The Ministry suggested, and the Committee agreed, that 
doctors should be permitted to supply pessaries under the Ser- 
vice, and paragraph 7 (9) (ii) of the terms of service has been 
amended accordingly. 

The Committee’s suggestion that Dutch caps should also be 
included was not accepted by the Ministry, but it is understood 
that this is part of the wider question of contraceptive advice 
by general practitioners now under consideration by the Stand- 
ing Medical Advisory Committee of the Central Health Ser- 
vices Committee. 

Prescription Books 

The present unsatisfactory “ lay-out ” of the prescription form 
and the construction of pads of these forms have been among 
the subjects discussed with the Ministry. 

Prescribing for Rcsidcntbl Schools and Institutions 

It was suggested to the Ministry that, with a view to economy 
of public funds, when prescribing for residents of .schools and 
institutions a practitioner should be able to prescribe for the 
school or institution as a whole by means of a bulk prescription. 

The Department has accepted the suggestion in principle so 
far as medicines are concerned, but will not agree to the 
inclusion of dressings owing to the possibility of .abuse. 

Inter-Prescribing by Industrial Medical Officers 

In certain areas where the majority of the practitioners are 
part-time medical officers to local factories, it has been found 
that during sessions at the factories the Medical Officer has 
been asked to see another doctor’s patient, who obviously should 
go home and would benefit from a prescription being given that 
day. It has been suggested that the Industrial Medical Officer 
should prescribe for such a patient and write a brief note to 
the patient’s doctor, to be handed to him when he visits the 
next day. 

'The Committee is in agreement with the Occupational Health 
Committee of the Association that it is undesirable that Indus- 
trial Medical Officers should prescribe in these circumstances. 

MATERNITY MEDICAL SERVICES 
Administration of Anaesthetics 

It was suggested to the Ministry of Health that the fee for 
the services of a second doctor administering an anaesthetic in 
a confinement should be paid direct to the doctor. The sug- 
gestion was not pressed, in view of administrative difficulties, 
particularly in the matter of superannuation. 

Certificates' of Incapacity due to Pregnancy 

The Ministry of National Insurance has agreed to the Com- 
mittee’s proposal that at or about the 34th week of pregnancy 
the doctor should be required to give only one certificate to 
cover the interval of the actual confinement. A new type of 
certificate has been prepared which will enable the doctor to 
issue only one certificate, eleven weeks before the expected date 
of confinement. In the event of the anticipated date being 
incorrect, no further certificate will be required. An ordinary 
weekly certificate will be required for sickness benefit prior to 
the beginning of the eleven-week period. This new certificate 
should ease the present burden of certification at present falling 
on doctors. 

Payment of Fees for Maternity Services 

The Ministry agreed with the view put forward by the 
Annual Conference (Minute 70) that the payment of fees for 
maternity medical services should not be dependent upon the 
carrying out of an examination on a particular date, and has 
so informed Executive Councils. It has also been agreed that 
Executive Councils should give doctors the names of patients 
in respect of whom payments are being made, and the amount 
payable in each case. 
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Miscarriages 

The Committee contested the Ministrj’’s view that treatment 
for miscarriages should be regarded as part of the ordinary 
obligation of a general practitioner under his terms of ser- 
vice, and the Ministty has since agreed that a doctor may 
claim a Part I fee for attending a miscarriage after the eighth 
week of the. commencement of pregnancy. 

Similarly, the Ministry has agreed that emergency confine- 
ments should qualify for Part 11 payment, provided the patient 
is not booked with any other doctor and the doctor is not 
called in by a Local Authority midivife. 

Mileage in Maternity Cases 

The Ministry has been asked to agree that a practitioner 
practising in an area where a mileage scheme normally 
operates, whether he is on the obstetric list or not, should be 
entitled to a single payment for each maternity case booked, 
at the rate of 3s, a mile (outwards) over two miles from the 
practitioner’s residence to the patient's address. The payment 
will be a first charge on the Central Mileage Fund. 

' Forms of Application for Maternity Benefit 
Arrangements have been made for a supply of forms of 
application for, maternity benefit to be made available to 
indiridual practitioners where desired. 

Sterile Drums for Domiciliary Midwifery 

The present position in regard to the supply of maternity 
outfits and dressings is as follows : 

(o) tthere a Local Authority midwife is attending the case, both 
maternity outfit and dressings will be supplied free of charge. 
Normally the expectant mother would be expected to collect the outfit 
from the nearest clinic, but if this is not possible (e.g., in remote 
rural areas) she should write to the Local Authoritj', who will prob- 
ably send a health visitor to her home. 

(6) ViTiere the expectant mother has booked no midwife, or a 
private midwife, the Authority may still supply a free maternity 
outfit — obtained as in (a) — if requested, though not the extra dressings 
for the lying-in period. 

(c) MTiere the'e-xpectant mother is receiving maternity medical 
■ services under Part IV and has booked a private midwife, the 
position will be as in (6) above. 

(cf) IVhere the expectant mother has booked her confinement at a 
private -mateniity home the Local Health Authority will not be 
responsible for providing outfit or dressings. 

The hfinistry has been asked to extend these arrangements 
to all confinements whatever arrangements may have been 
made. 

Definition of a GF. Obstetrician’s Responsdbility towards 
' Patients not on his N.H5. List 

The Committee fell it was desirable to attempt to define the 
general-practitioner obstetrician’s responsibility in regard to 
■conditions arising out of and during pregnancy, and has 
approved the following statement for guidance in dealing with 
inquiries on this subject: 

fn all cases where a general-practitioner obstetrician’s responsibility 
is in doubt, it is desirable that there shall be consullatiou between 
him and the patient’s ordina^ medical attendant. Any question 
where there is an unresolved difference of opinion should be referred 
to the Chairman or Secretary (being a medical practitioner) of the 
Local Medical Committee, whose decision would be binding. 
Although it is impossible to compile an exhaustive list of conditions 
occurring during pregnancy for the treatment of which the general- 
practitioner obstetrician could reasonably be expected to accept 
responsibility, the following are put forward as the'nucleus of such 
a list: 

Toxaemia of pregnancy. 

Antepartum haemorrhage. 

Any peivic or vulval abnormality arising out of or in the course 
of pregnancy. 

Geiuto-urinary infections. 

Severe hyperemesis gravidarum. 

Responsibility in puerperium only for 14 days, except for post- 
natal examination at or about the sixth week. 


Assistants Employed for Maternity Medical Services 
Following representations by the Committee, the Ministry 
has amended the Regulations to enable an Executive Council 
to waive the requirement that a deputy or assistant employed 
for maternity medical services must have obstetric experience. 

Review of General Practitioners on Obstetric L’lst 
A letter from an Executive Council to all doctors on the 
Obstetric List for the area indicated that the list was to be 
revised, and inquired whether the doctors concerned claimed 
to have special experience in obstetrics and wished to continue 
to have their names on the list. The question is being raised 
with the Ministry from the point of view that doctors who have 
gained admission to the list should be given reasonable security 
of tenure. 

MEDICAL SERVICES COMMITTEE PROCEDURE 
It was represented to the Committee that provision should 
be made for a medical practitioner to be allowed to have legal 
assistance in the presentation of his case before a Medical 
Services Committee. The Committee is not in agreement with 
this view and has decided that, for the present, no action should 
be taken to secure an amendment of the regulations. At the 
same time, at the end of a reasonable period the Committee 
intends to review the various regulations affectini the terms 
of service of general medical practitioners, and Local Medical 
Committees will be asked to report on their experience of the 
working of the Regulations, including the procedure at meet- 
ings of Medical Services Committees. A special subcommittee 
has now been 'appointed to make a survey of the constitution, 
procedure, and working of Medical Services Committees, and 
will have before it a resolution passed by the Representative 
Body of the Association to the effect that the regulations relat- 
ing to the procedure of Medical Services Committees should 
be amended to bring them into line with those applicable to 
Northern Ireland whereby a defendant doctor appearing before 
a Medical Services Committee may have, if he so desires, the 
services of a paid advocate or solicitor. 

The position of the Deputy Chairman of a Medical Services 
Committee when ibe Chaiman is present has been 
raised with the Ministry of Health. The Ministr>'’s view is 
that the Deputy Chairman may be present and may take part 
in the proceedings as though he were an ordinary' member, but 
he may not vote. The Committee feels that, whilst the Deputy 
Chairman should be entitled to be present, he should be 
debarred from taking any part in the proceedings, nor should 
he vote, and the Ministry has been asked to amend the 
appropriate regulation accordingly. 

The Regulations governing the consideration of complaints 
against a medical practitioner do not provide, as in the old 
N.H.I. Benefit Regulations, for similar action against a patient. 
Although such complaints are rare, the Committee felt that 
provisjoTi should be made for them under the neu Sem'ce, and 
representations have been made to the Ministry of Health on 
the subject. 

range of service 

The Committee has agreed with the Ministry’s ruling that 
the taking of a sample of blood for examination for the Rhesus 
factor falls within a general practitioner’s obligations under 
the Act. 

SPECIALIZATION IN GEN-ERAL PRACTICE 
Paragraph 10 (1) of the terms of service for general practi- 
tioners precludes a practitioner from demanding or accepting 
any fee or other remuneration in respect of any medical treat- 
ment. “ whether under these terms of service or not, rendered 
to his patients or the patients of bis partner or assistant” A 
proviso sets out certain exceptions, but, generally speaking, a 
doctor who has the requisite qualifications and experience to 
enable him to render services which are normally outside the 
scops of general-practitioner treatment may not now- charge 
for these additional ser\’ices. 
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The view of the Committee is that it is essential, in the 
interests of medicine, that some degree of specialization in 
general practice should be encouraged, and this view has been 
constantly emphasized in discussions with officers of the 
Ministry of Health. The Ministry’s view is that facilities for 
specialist services are provided under the Act without charge 
to the patient, and that a general practitioner cannot receive 
payment for specialist services unless he is also employed as 
a specialist in the Hospital Service. In pursuance of some 
relaxation of this rigid rule, the Committee is seeking a defini- 
tion of “ medical treatment ” in the Regulations. • In the mean- 
time, a memorandum entitled “The Case for Physiotherapy” 
has been sent to the Department in support of the Committee’s 
case, and the Ministry has undertaken to explore the possibility, 
so far. as rural practice is concerned, of allowing a general prac- 
titioner with the requisite experience to participate in the 
physiotherapy service as part of the Hospital Service but not 
necessarily as a specialist. ; 

GENERAL PRACTITIONERS AND HOSPITAL WORIC 

The Council of the Association has appointed a Committee to 
consider and report upon the association of general practitioners 
with hospital work. The Private Practice, General Medical 
Services, Public Health, and Central Consultants and Specialists 
Committees each have three representatives on' the Committee. 
The General Medical Services Committee’s representatives are 
Drs. S. Wand (Birmingham), D. F. Hutchinson (London), and 
C. F. R. Killick (Wiiliton, Somerset). 

Treatment in Cottage Hospitals 

The Annual Conference (Minute 98) expressed dismay that 
doctors not participating in the National Health Service were 
not being permitted, as in the past, to attend their own patients 
in cottage hospitals. An assurance has been received from the 
Ministry that it is their policy to encourage general practitioners 
to join the open stafEs of cottage hospitals. The Ministry is 
willing to investigate any case brought to its notice. 

GENERAL PRACTITIONERS AND SPECIAL 
DEPARTMENTS OF HOSPITALS 

The Ministry of Health was asked to assist in securing that 
there should be extended to all general practitioners the 
privileges, now enjoyed by some, of being able to obtain x-ray 
and pathological examinations by direct application to the 
hospital department concerned. The problem is said to be 
the practical one of increasing facilities so that the hospital 
departments can meet the needs of general practitioners as well 
as their primary duties to the Hospital Service. Whilst recog- 
nizing that the difficulty is a practical one, the Committee 
considers that increased facilities are more likely to be available 
in the field of pathology, particularly where they are not 
provided as part of the Hospital Service. 

GENERAL-PRACTHIONER SPECIALISTS 

A subcommittee composed jointly of members of the General 
Medical Services and Central Consultants and Specialists Com- 
mittees has been appointed to consider matters of particular 
interest to general-practitioner specialists. The G.M.S. Com- 
mittee’s representatives are Drs. A. T. Rogers (Bromley), W. D. 
Steel (Worcester), and H. S. Howie Wood (Isle of Wight). This 
joint subcommittee, which has met on three occasions, has been 
predominantly concerned up to the present time with the prob- 
lems arising out of the assessment of status of practitioners 
engaged in the hospital and specialist services. 

Before the deliberations of Review Committees became 
knotyn, there was a growing anxiety among general-practitioner 
spcciaUsts that as a body they would be downgraded to the 
status of Senior Hospital Medical Officer, despite the instruc- 
tions of the Ministry of Health that the assessment of status 
should be made on the merits of the individual practitioner, 
account being taken not only of higher qualifications but of 
actual experience. The subcommittee therefore recommended 
to the Joint Committee that any general practitioner holding 


a specialist appointment on the staff of a closed hospital, or 
where he had full clinical responsibility, should be recognized 
as of specialist status, enjoying the same security of tenure 
and remuneration as other specialists, provided he satisfied 
the Review Committee, bearing in mind the general instruc- 
tions of the Ministry regarding the assessment of status. The 
subcommittee also recommended (a) that the Review Com- 
mittees should be encouraged to seek evidence of the practice 
of a specialty ; (h) that they should have regard to the views 
of Local Medical Committees ; and (c) that a general-practitioner 
specialist should be co-opted to the Review Committee when 
the status of other general-practitioner specialists was being 
considered. The General Medical Services Committee has gone 
a step further by sending the following resolution to the 
Ministry of Health; 

“ That this Committee, being informed of the widespread dissatis- . 
faction throughout the country on the part of general-practitioner 
specialists who consider tliat they have been improperly graded, 
wishes to press for the establishment of appeal machinery independent 
of the body responsible for the original assessment.” 

Now that the decisions, of Review Committees have largely 
been announced, it has been found that not only general- 
practitioner specialists but a coiisiderable number of exclusive 
specialists have been graded as Senior Hospital Medical Officers, 
and the problem is therefore a general one which is exercising 
the attention of the Central Consultants and iSpecialists and 
Joint Committees. 

In the meantime the subcommittee has expressed the view 
that in order to afford the necessary opportunity for a general 
practitioner, graded as a consultant, to maintain his skill and 
efficiency he should be offered and required to undertake not 
less than three or more than five sessions per week ; and that 
when he wishes to do more than five sessions he should, except 
where his other commitments are unusually light, consider trans- 
ferring to the exclusive practice of his specialty. In general, the 
subcommittee considers the same consideration should apply to 
general-practitioner specialists graded as Senior Hospital Medi- 
cal Officers, but in this case there might be circumstances in 
which less than three weekly sessions should be permissible. 

The subcommittee has asked the Joint Committee to give 
early consideration to the present and future position regarding 
the employment of general-practitioner specialists and to allow 
its chairman to attend to submit the views of the subcommittee. 

LIAISON BET>VEEN GENERAL PRACTITIONERS AND 
I CONSULTANTS 

The Committee is exploring the practicability of promoting 
liaison between general practitioners and consultants- at 
Regional, Hospital Management, and Group Committee levels. 

REMUNERATION OF GENERAL PRACTITIONERS ON 
STAFFS OF COTTAGE HOSPITALS 

According to the draft .permanent terms of service for hos- 
pital and specialist work, general practitioners on the staff of a 
cottage hospital are to be remunerated from a staff fund, created 
by the Hospital Management Committee making a payment 
of £25 per annum for each bed (other than private pay-beds) 
occupied on the average in the hospital, the fund to be shared 
among the general-practitioner staff as they may themselves 
determine. There have been some complaints that this payment 
is inadequate, especially as it does not take account of the 
work done for the doctors’ own patients when they are ..in 
hospital; work which involves the administration of anaesthetics, 
assistance at operations, post-operative treatment, etc. This 
aspect of the problem will be considered by the Committee in 
conjunction with the settlement of the Central Pool for genera! 
medical services.' 

PART-TIME MEDICAL OFFICERS OF CONVALESCENT 
HOMES 

Part-time medical officers of convalescent homes or other 
types of hospital where no other rate is applicable are, accord- 
ing to the draft permanent terms and conditions for hospital 
and specialist work, to be remunerated at the rate of £175 
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per annum per weekly ** half-day ’* up to a maximum of nine 
" half-dap ” per \yeek. This approximates closely to the rate 
to be paid to specialists, and is considered to be reasonable. 

DOMICILIARY CONSULTATIONS 

The Committee supports the xiews of the Central Consultants 
and Specialists Committee, as e.xpressed in the following 
resolutions : 

Resolved: That in the opinion of the Committee, whilst it is most 
desirable that a general practiu'oner who requests a domiciliary visit 
by a consultant should be present at the consultation, he should not 
be required by regulation so to attend. 

Rejohed.- That the GJsLS. Coitunittee be informed that in the 
s-iew of the Comrm'ttee general practitioners should not be required 
to furnish written certificates in conne.tion with domicih'aiy visits 
carried out by consultants at their request. 

Resolved: That in all cases where requests for domiciliary visits 
are required to be made through the hospital the diagnosis should 
not be disclosed, and the reason for the request confined to a state- 
ment that the patient is “ unfit to attend hospital.” 

The 1948 Annual Conference referred to the Committee a 
motion objecting to the method of obtaining the service of 
consultants for domiciliary consultations, which interfered with 
the' normal personal relationship between general practitioner 
and consultant The Central Consultants and Specialists Com- 
mittee was asked for its obsers'ations on the point and repL'ed 
as follows: 

“Isolated complaints have been received from local units of the 
B.MA. with regard to the domiciliary visiting arrangements and in 
particular to the requirement that requests for domiciUary visits 
should be made through the hospital and not by direct approach to 
the consultant. 

“ The Committee does not consider it unreasonable that requests 
tor domiciliary consultations under NR.S. arrangements should be 
made though an offidal channel, nor does it feel that the arrange- 
ments interfere unduly with the relationship between general practi- 
tioner and consultant in view of the fact that once the official request 
has been made there is nothing to prevent direct contact between the 
two practitioners. 

“The Comrm'ttee also suggests that the present arrangement 
preserves the distinction between pubh’c and private practice.” 

It has been suggested to the Central Consultants and 
Specialists Committee that the general practitioner should 
have the alternative of being allowed to make arrangements 
for a domiciliary consultation through the hospital or by direct 
approach to the consultant. 

ASCHHEIM-ZONDEK TESTS 

The Ministry advised Local Executive Councils that Aschheim- 
Zondek tests could be carried out as part of the National 

Health Service only by reference to a specialist at a hospital. 

The Committee pointed out that it had been a common practice 
for doctors to obtain these tests by direct application to a 
laboratory, and that it was quite unnecessary for a patient 
to be referred to a specialist before the test could be 
undertaken. 

The Ministry has since agreed that, wherever arrangements' 
can be made without the intervention of a specialist, it will be 
possible for a general practitioner to obtain an Aschheim- 

Zondek test direct. The procedure will be evolved with the 

least possible delay. 

SUPERANNUATION 

At the Committee’s request, the Ministry has amended regu- 
lation 38 of the Superannuation Regulations so as to make it 
clear that there must be agreement between partners before an 
Executive Council can be authorized to assess superannuation 
contributions on the basis of -shares in the partnership. 

The Association’s Superannuation Committee has been asked 
to secure that ail remuneration from N.H.S. and f-ocal Authority 
sources shall rank for superannuation. Representations to the 
Ministry’ have repeatedly been made on this point. 

The exclusion of an assistant’s remuneration in assessing a 
pnncipal’s remuneration for superannuation purposes has been 


taken up with the Ministry. It is considered to be inequitable 
that ffie salary paid to an assistant should be deducted from a 
practitioner s gross remuneration, in addition to the normal 
deduction (35%) for practice expenses, when assessing the net 
income to rank for superannuation. The Ministry has under- 
taken to explore with' the Treasury' an alternative proposal that 
the principal should be relieved of his present obligation to pay 
the employer’s contribution to his assistant’s superannuation. 

ASSISTANTS 

-The position of assistants to general practitioners in the 
National Health Service needs clarification, and with this 
object in view., the following proposals were submitted to 
the Ministry; 

(а) That the names of assistants should be incorporated in a 
separate fist; 

(б) that there should be a right of appeal to the Medical Pracuces 
Committee against the refusal of an Executive Council to consent 
to the employment of any assistant; 

(c) that the Local Executive Council should have a right to 
participate in the proceedings of such an apjteal; 

(d) that consent to the employment of a second assistant should 
not be subject to the approval of the Medical Practices Committee ; 

(e) that an assistant should not be allowed to have his own list of 
patients. 

These proposals have been discussed at a conference of 
representatives of the G.M.S. Committee, the Ministry, the 
Executive Councils’ Association, and the Medical Practices 
Committee. 'There was no diflierence of opinion on points 
(b). (c), and (e). 

On point (o) there is general agreement that assistants’ names 
should not be included in the medical list or in a separate list. 
In future this will probably be a condition of the right of a 
doctor to employ an assistant, but no change will be made 
in the present position so far as assistants already on the list 
are concerned. 

On point (d), the employment of a second assistant, the 
Ministry’s attitude, supported by the Executive Councils’ Asso- 
ciation, is that the approval of the Medical Practices Committee 
is desirable in order to eliminate, as far as possible, the practice 
of “farming out,” and that if the decision were left to the 
Executive Council it would hamper the efforts of the Medical 
Pracuces Committee to obtain an even distribution of doctors. 
The G.M.S. Committee's view is that Executive Councils, with 
their greater knowledge of local conditions, are more suited 
to make the decision than comparatively remote central organ- 
izations. Amending regulations will shortly' be issued giving 
effect to the points upon which agreement has been reached. 

GRANTS FOR TRAINING ASSISTA.NTS 

In connexion with the Ministry's scheme of grants for train- 
ing assistants, the Ministry was asked to consider giving some 
guidance to Local Medical Committees concerning factors which 
should be taken into account in considering applications from 
doctors for grants. The Committee was concerned at the situa- 
tion which might arise if the number of trainers greatly exceeded 
the number of trainees. The Ministry agreed, and the Com- 
mittee had an opportunity of discussing the draft of Circular 
EC.L. 152 (Feb. 28, 1949) to Local Executive Councils giving 
the principal factors to be taken into account when considering 
applications for grants. 

Subsequently', the scheme was examined by a special sub- 
committee with the object of suggesting improvements. The 
general conclusion reached was that the scheme as at present 
designed is primarily for the benefit of the trainee and should 
be regarded as such. Any finandal benefit which the principal 
may hope to derive from the help given by the assistant (p 
sugeested in the Spens Report) could and should be met in 
other ways, such as an adequate capitation fee. Other decisions 
reached were that appointments as “ trainers ” should be for a 
period of years and should not for the present e.xcetd_ one 
year, and that a principal should not accept a tra'mee assistant 
who is liable for National Service during a period of training. 
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The scheme will be reviewed in the light of the experience of a 
year from its inception. ^ 

HEALTH CENTRES 

The Committee continues to watch the position closely as 
plans for Health Centres develop, and Local Medical Com- 
mittees have been asked to use their influence to prevent hasty 
establishment of undesirable types of Health Centre. 

A special subcommittee has been set up to investigate the 
question of protecting the practices of doctors who consent 
to practise at such centres. 

DENTAL SERVICES 
Anaesthetics and X-ray Examinations 

The cutting of the remuneration of dentists whose earnings 
exceeded £4,800 a year resulted in a tendency not to employ 
doctors for x-ray examinations and the administration of anaes- . 
thetics, as the fees for these services were included in the 
dentist’s gross remuneration. 

With regard to the amount of the fees payable for the 
administration of dental anaesthetics, the Ministry states that 
these fees apply also to dentists • acting as anaesthetists, and 
must be related to the dentists’ scale of fees. For this reason 
the Ministry cannot hold out any hope of an increase in "the 
scale where a medical practitioner administers an anaesthetic. 
Joint representations with thq British Dental Association arc 
being made to the Ministry on this matter. The fees for dental 
anaesthetics are not affected by the recent cut of approximately 
20% in dentists’ remuneration. 

Emergency Treatment following Dental Operations 

The Ministry of Health has been asked to make provision • 
for the payment of a fee to a doctor when he is called in to 
an emergency following a dental operation, the dentist not 
being available. It is considered that the fee should be not 
less than the dentist would receive for a similar service and 
should not come from the Medical Pool. 

Whilst the Ministry’s present view is that it is not legally 
possible to regard a doctor called in in such a case as the 
dentist’s deputy, and therefore entitled to a fee under the dental 
scale, the Ministry has promised to give the matter further 
consideration. 

Liaison with Dentists 

The Committee has arranged an exchange of observers with 
the organization representative of the general body of dentists. 

TREATMENT OF SEAMEN 

Discussions were held with the Ministry of Health, the 
Shipping Federation, and the Protection and Indemnity Asso- 
ciation as the result of which .the Ministry prepared draft 
instructions to Executive Councils giving authority for whole- 
time medical officers of the Shipping Federation to be included 
in the medical list for the purpose of treating seamen as 
■temporary residents. The Committee took strong exception to 
the draft instructions on the grounds that (a) a doctor should 
not be allowed to have his name on the medical list for the 
treatment of temporary residents only, and (6) it appeared that 
the Central Practitioners’ Fund would receive no payment for 
these cases. 

Subsequently, the Ministry recognized the Committee’s objec- 
tion to the inclusion of these officers in the Medical List for 
a limited purpose and agreed that it would be preferable to deal 
with the situation by means of a small allocation from the 
Central Pool. On the question of the augmentation of the 
Pool by reason of the arrangements for foreign seamen, the 
Department claims that, although seamen in ships laid up in 
ports were not included in the population figures, their omission 
is counterbalanced by the inclusion of persons for whom 
general practitioners are not at risk. The Committee cannot 
accept this suggestion, and the matter is being pursued with 
the Kfinistry. 


TREATMENT OF MEMBERS OF H.M. FORCES 
ON LEAVE 

The War Office' suggested that officers and soldiers who fall 
sick on leave and who are obliged to seek treatment of civilian 
doctors might be treated as temporary residents under N.H.S. 
arrangements, the appropriate credits being added to the Centra! 
Pool. The Committee was not in agreement with this sugges- 
tion, and the War Office was so informed. The Ministry of 
Health has subsequently supported the Committee’s view that 
there should be no change in existing arrangements. 

FEES FOR EMERGENCY TREATMENT AND 
ANAESTHETICS 

The Committee considered and approved the draft ■ instruc- 
tions and model forms for use by Executive Councils in con- 
nexion with claims for fees for emergency treatment and anaes- 
thetics. Several minor amendments were suggested to' and 
accepted by the Department. As in the past. Local Medical 
Committees may substitute their own scale of emergency fees 
for the scale suggested by the Ministry. 

EMERGENCY TREATMENT OF SCHOOL-CHILDREN 

The question of the emergency treatment of school-children 
has been explored with the Ministry of Health from the point 
of view that there are calls on the Local Practitioners’ Fund 
for emergency fees without the patient’s doctor being afforded 
an opportunity to attend. The Ministry of Education has been 
asked to co-operate by approaching teachers through local 
education authorities. 

MAXIMUM NUMBERS ON DOCTORS’ LISTS 

It has been agreed that general approval of lists in excess of 
the prescribed maxima should be withdrawn, and that action 
might be taken to bring such lists within the prescribed maxima 
as soon as is reasonably practicable. No action should be 
taken in individual cases, however, until all the doctors’ lists 
in the areas concerned have been cleared ot duplicate names. 
Executive Councils have been advised that, as a first step, the 
doctor should be asked to refrain from accepting any more 
patients on his list until the total number is below the permitted , 
limit. 

MEDICAL TREATMENT OF O'VERSEAS VISITORS 

Counsel advised that section 33 of the National Health Ser- 
vice Act, which requires an Executive Council to arrange for 
the provision of medical services for “all persons in their 
respective areas,” means that no qualification is required for 
taking advantage of the relevant arrangements other than that 
the person is in the area to which the arrangements relate. 
Overseas visitors are thus entitled to the benefits of the National 
Health Service during their stay in this .country. The Ministry 
was asked to amend the Act so as to exclude such visitors 
from taking advantage of its provisions. 

ACCOMMODATION FOR DOCTORS 

The Committee’s attention has been drawn to circumstances 
in which it appeared that an Executive Council could compul- 
sorily acquire, at a sum arrived at under the Compulsory 
Acquisition Code, the property of an outgoing doctor, although 
in certain instances approval of payment at current market 
prices could be obtained.- Legal advice was obtained on the 
position of the outgoing doctor under the Compulsory Acquisi- 
tion Code, and an assurance was received from the Ministry 
that in all cases the Department is dependent upon acquisition 
by agreement. It appears that the Ministry is only empowered 
to pay a price arrived at under the Compulsory Acquisition 
Code, Treasury approval can be sought to pay an amount in 
excess of that prescribed by the Code. 

POSTAGE* ON OFFICIAL COMMUNICATIONS 

The opinion expressed by the Annual Conference (Minute 82), 
that the appropriate method of reimbursing doctors for postage 
on documents to Executive Councils is by the issue of official 
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franked and addressed envelopes, has been discussed with the 
Ministry of Health. The Ministry’s viesv is that postage is 
a proper charge on a doctor's practice e.xpenses and that 
arraDgemeots for franking envelopes are not justified. 

FRTV'OLOUS OR UNJUSTIFIED E.MERGENCY CALLS 
The Ministry has been asked to reintroduce rules for the 
conduct of patients which were in operation under the National 
Health Insurance Act, vrith disciplinary machinery' to be used 
in the event of non-obsennnee. This would involve a substantial 
tes'ision of the medical card. 

MEDICAL CARD 

A number of suggestions for the amendment of the medical 
card have been sent to the Ministry. The Ministry of Health 
has agreed to the suggestion {Minute 92 of the Annual Con- 
ference) that in appropriate cases a person’s medical card 
shall indicate that the holder is a dispensing patient. The 
former practice of stamping a large “ D ” against the person’s 
name is to be continued. 

E.MERGENCy BED SERATCE 
The Committee has given its support to a number of sugges- 
tions made by the London Local Medical Committee for 
improving the present emergency bed service. Immediate action 
is recommended in order to minimire the possibility of a break- 
down during the coming winter. It has urged the necessity' of 
making one official in each Hospital Management Committee 
area ultimately responsible for the admission of a paiienl to 
hospital. 

TELEPHONE CHARGES 

The Ministry was informed of the heavy cost of telephone 
charges- now falling upon rural practitioners as a result of the 
National Health Service, and it was suggested that in respect of 
other than local calls a practitioner should be able to reverse 
telephone charges where a call is made to a hospital on behalf 
of one of his patients. It is understood that such a practice is 
in fact prevalent in some parts of the country. Examples of 
heavy telephone costs have been sent to the Ministry, w'hich 
is investigating the possibility of adopting the Committee’s 
suggestion. 

SUPPLEMENTARY OPHTHALMIC SERVICES 
The Committee Is in agreement with the vievs- of the Associa- 
tion’s Central Ethical Committee that arrangements by indus- 
' trial firms for the ophthalmic e.xamination of employees under 
the National Health Service are undesirable. 

PARTNERSHIP SHARES 

The Committee was asked by the Medical Practices Com- 
mittee for its views on the stage, if any, at which a junior 
partner should reach parity with his senior partner or partners 
in the division of the partnership. The Committee feels that 
the answer must depend on circumstances which vary greatly 
in different practices and different areas. Where, for example, 
a single-handed practitioner takes in a partner, there being a 
reasonable prospect of expansion of the practice, it might 
well be reasonable for parity in division to be reached in 
five or seven years. On the other hand, where a practitioner 
of 50 takes in a partner of 25 and there is no reasonable 
prospect of e,\pansion . or of an equal distribution of work 
and responsibility, it would be reasonable to defer the stage 
of parity' for a much longer period if, indeed, it is ever reached. 
Again, where it is contemplated that a second junior partner 
may be taken in, the problem assumes quite a different com- 
plexion. The Committee, while anxious to give the Medical 
Practices Committee all possible help, is unable to recommend 
a particular formula, and regards the problem as one which 
must be examined in the light of each set of c'u-cumstances. 

REPORT OF WORKING PARTY ON MIDWIVES 
This report has been considered by the Committee joinllyr 
with the Public Health and Central Consultants and Specialists 


Cororoitlee, and their observations have been sent to the 
Ministry on behalf of the Assodaljon. The CommiUee's 
representatives were Drs. H. H. D. Sutherland (London), J. G- 
Thwaites (Brighton), and A. T. Rogers (Bromley). 

Briefly, the Association supports many of the recommenda- . 
tions of the W'orking Party, but feels that those concerned 
should recognize that there is no acute crisis in the midwifery 
profession. Tribute is paid to the continuous efforts which 
have been made during the past twenty years by the Central 
Midwives Board, the College of Xtidwives, and individual 
tutors and matrons to develop the profession ; and it is felt 
that the best results in the future will be achieved by fosierinc 
these existing agencies. 

REGISIRATTON OF B.AEIES 

It has been suggested that form H.S.L.. which is apparently 
issued to ail persons registering the birth of a baby, should 
be amended by the inclusion of a reference to the parents’ 
right to have the baby treated by a private medical practitioner 
should they so desire. It has also been suggested that the 
general phraseology of the form should be in the nature of 
advice rather than an instruction. 


•‘COVERING” AN UNQUALIFIED PR.ACTrTIO.NER 
The question has been raised with regard to the position of a 
general medical practitioner who discovers that his patient is 
receiving treatment from an unregistered practitioner, v.ith 
particular reference to the issue of certificates A comparison 
with the old and new regulations relevant to the subject has 
been made and legal advice sought oB this pomt. 


SCOTTISH LOCAL MEDIC.AL COMMITTEES— 
TRAIXELING EXPENSES 

The Committee was asked to consider a request from 
a Conference of Scottish Local Medical Committees that 
travelling expenses and subsistence allowances, vshere neces- 
sary, in attending meetings of Local Medical Committees 
should be paid from central funds. It is recogn^ed that 
geographical conditions in some parts of Scotland impose a 
heavy burden on the funds of Local Medical Committees for 
those' areas in meeting the travelling e,xpenses of their members 
It has been decided, therefore, that where it can be proved 
that the produrt of the usual levy for a Committee s expenses 
is not sufficient to meet claims for travelling and subvtstence 
expenses consideration will be given to the po^sibihtv ot 
making a grant to the Committee from the Nauonai Insurance 
Defence Trust. 


GENER.AL PRACnTTO.NERS’ REFRESHER COURSES 

The Ministry is arranging for the present scheme of post- 
graduate study for general practitioners to oe supplem.nt^ 
by a new type of course, to be known .is a 
Course.” It will consist of three half-day sessions ct 
end or during the week. The conditions of grant and proj-dure 
applicable to the longer courses will be we same. 
modification that a doctor may take a 
courses of three sessions (or any combination cf su-h 
with the 11 session counes which does " MiffisW 

in any vear. The fee for the course will be paid by th- 
direct, 'and travelUng expenses and 

be reclaimed by the doctor, but it is not tb-^^.^ 

e.xpeases for the pavmem of a locum tenen. wall . 
for the short courses. 

an ethical problem 

-nie position in law appears to b= that ^ ^ 

nualified may have his name on two or more lists und.r U*- 
National Health Service— for example, as a general practmonw, 
mTSan or a pharmacist- The Conirmuee is m acraemfflt 
with^the recommeadatioa of the Assomations Etocal Co, 
mitlee endorsed by the Council, that this possiWity ^ to t- 
deplorW on the grounds that it is beneath ffie ° ' 

^ofession so to act and may promote unethical practices. 
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PURCHASE TAX ON MEDICAL RECORD FILING 
CABINETS 

The Ministry was asked for assistance in securing the aboli- 
tion of purchase tax on filing cabinets for medical records. 
The Ministry approached the Board of Customs and Excise, 
whose reply was that it had no authority to remit or refund 
purchase tax on equipment of this nature, and that there was 
no possibility of obtaining such authority. Not only are there 
administrative difficulties in giving preferential treatment to 
particular classes of purchasers, since purchase tax is charged 
at the wholesale stage, but a concession to doctors would make 
it impossible to resist other claims which would be regarded as 
equally strong. 

INCOME TAX 

The Board of Inland Revenue was asked to agree that medical 
practitioners who wish to do so should be allowed to pay 
income tax by quarterly instalments. The reply received was 
that the Board was unable to authorize any general arrange- 
ments for the collection of tax from doctors by quarterly 
instalments, but that Collectors of Taxes would be prepared to 
consider, on its merits, any case in which a doctor is unable to 
meet his tax liability on account of reduced earnings. 

NATIONAL INSURANCE DEFENCE TRUST 

The balance sheet and statement of expenditure and income 
of the Trust for the year ending Dec. 31, 1948, are being 
sent to every Local Medical Committee. 

As Local Medical Committees are aware, the trustees of the 
National Insurance Defence Trust were the members of the 
Insurance Acts Committee for the time being in office. With 
the replacement of the Insurance Acts Committee by a new 
Committee of the B.M.A. — the General Medical Services Com- 
mittee — it was hoped that by passing a formal resolution the 
funds of the N.I.D.T. could be transferred to a new Trust 
administered by trustees who would be the members of the new 
G.M.S, Committee, According to legal advice the obstacle 
to this is the fact that a trust, once formed, cannot hand over 
its assets to another body. 

Leading Counsel’s advice was sought as to the action which 
should be taken in the changing circumstances. This confirmed 
(he advice already given — namely, that the funds of the existing 
N.I.D.T. could not be transferred to another body; and that 
in the circumstances it would be best to form a new Trust 
Fund which would eventually be the only one acting on behalf 
of general medical practitioners. The position, therefore, is 
that in the immediate future there wiU be two funds — the 
N.I.D.T. and the G.M.S. Defence Trust ; that in any emer- 
gency the funds of both Trusts will, if necessary, be used 
for identical purposes, but in the meantime all payments within 
the objects of the Trusts will be met from the N.I.D.T. until 
such time as the moneys at its disposal are exhausted ; and that 
no further contributions svill be made to the N.I.D.T., all new 
contributions being credited to the G.M.S. Defence Trust. A 
new Trust Deed, inaugurating the G.M.S. Defence Trust, has 
been prepared and signed by the members of the G.M.S. Com- 
mittee. Under this Trust Deed it is necessary for a sum of 
money to be placed at the disposal of the trustees to form the 
nucleus of the fund to be held on trust, and £50 has been voted 
from the N.I.D.T. for this purpose. , 

It should be clearly understood that the formation of tire 
new Trust does not, in effect, change the guardianship of the 
money which has been subscribed over a number of years by 
doctors engaged in the late National Health Insurance medical 
senace. It remains, as before, their money, and will be adminis- 
tered as such by the trustees, who are members of the Com- 
mittee which has taken over functions of the old Insurance 
Acts Committee. 

Consideration is now being given .to the form of appeal for 
contributions to the new Trust. 

The Trustees of the N.I.D.T. have undertaken to make avail- 
able to the new British Medical Guild, which was formed by 
the Council of the B.M.A. in April, the sum of £500 to form 
the nucleus of the 'fund to be administered by the Guild. The 
Guild, the N.I.D.T., and the G.M.S. Defence Trust would, of 


course, work in close co-operation in any emergency involving 
members of the medical profession engaged in the National 
Health Service. 

S, Wand, 

Chflinnan, General Medical Services Committee. 

SCOTLAND « 

(This Section deals with matters which hare a Scottish aspect) 
General Medical Services Subcommittee (Scotland) 

Consequent upon the replacing of the Insurance Acts Com- 
mittee by the General Medical Services Committee, the Insur- 
ance Acts Subcommittee (Scotland) has been succeeded by the 
General Medical Services Subcommittee (Scotland). For the 
time being this Subcommittee retained the constitution of the 
I.A.S.C., but recommendations have recently been made to and 
accepted by the General Medical Services Committee for modi- 
fication of the constitution. The revised constitution allows 
each Local Medical Committee in Scotland to be directly repre- 
sented on the Subcommittee by at least one member, with an 
increase in the number of members in the larger areas propor- 
tionate to the number of resident practitioners on the Executive 
Council lists, and provides for the inclusion in the Subcommittee 
of representatives of consultants and specialists and Public 
Health Medical Officers in Scotland. 

The Subcommittee has appointed a Chairman's Subcommittee, 
with executive power, to act between meetings of the full 
Subcommittee; also a Rural Practitioners* Subcommittee to 
deal with matters affecting general medical practice in rural 
areas under the National Health Service, not specifically related 
to conditions in the Highlands and Islands. The formation 
of a Colliery Subcommittee to replace the former Colliery 
and Public 'Works Surgeon’s Subcommittee (Scotland) is under 
consideration. 

The question of the appointment of a joint subcommittee 
composed of representatives of the General Medical Services 
Siibrommittee (Scotland) and the Central Consultants and 
Specitilots (Scotland) to consider the problems of 

general practitioners in relation to the hospital service is under 
consideration. 

Chairman and Deput}' Chairman 

Dr. W. M. Knox and Dr. W, Jope were appointed Chairman 
and Deputy Chairman of the Scottish Subcommittee respectively 
for the session 1948-9. 

Constitution of Local Medical Committees in Scotland 

These committees were appointed in the first instance for an 
interim period, and the question of drawing up a model scheme 
of permanent constitution has recently been considered. Con- 
ditions vary so considerably in the different areas that it has 
not been thought advisable to adopt a model scheme applicable 
throughout Scotland. Instead a memorandum laying down 
general principles for the guidance of the Committees in draw- 
ing up their permanent constitution has been circulated. 

Advisory Distribution Committee 

The following were appointed as the representatives of the 
Scottish Subcommittee on the Scottish Advisory Distribution 
Committee: Dr. W. lope (High Blantyrc), Dr. W. M. Knox 
(Glasgow), Dr. A. Simpson (Hawick), and the Scottish Secretary. 

Medical Advisory Committee 

The previous arrangement in connexion with this matter has 
been continued — namely, that all the members of the General 
Medical Services Subcommittee are regarded as available for 
service on the panel of medical practitioners constituted under 
Regulation 11 (3) of the Medical and Pharmaceutical Service 
Committees and 'Tribunal Regulations (Scotland). 

Part-time Services rendered to Local Authorities 

The Subcommittee has discussed with representatives of the 
Scottish Local Authority Associations the circumstances under 
which fees to general practitioners shall be payable , by Local 
Authorities for part-tirne services rendered, and the question 
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of What services are covered by the fees payable to such prac- 
titioners under the National Health Service. The matters dis- 
cussed include periodic examinations of boarded-out children, 
visits to children’s homes and reception centres, certification of 
lunatics, certification for non-attendance of children at school, 
e.\amination under teachers’ sick pay regulations, and the fee 
for the report in cases of immunization and vaccination. The 
comments of the Local Authority Associations on the views 
put forward by the Subcommittee are still awaited. 

' Circulation of National Formulary in Scotland 

The Subcommittee has discussed with the Department of 
Health the desirability of the circulation in Scotland of the 
new National Formulary. Scottish tradition in medicine has 
been for doctors to write individual prescriptions in full rather 
than order standard prescriptions from a formulary, and this 
procedure is still favoured in Scotland. The new formulary is, 
however, recognized as being a great advance on any pretious 
publication. Consequently no objection has been raised to its 
circulation by the Department of Health for Scotland, on 
the definite understanding that there will be no implied pressure 
on the practitioner to use it in his prescribing and that he 
remains free to use prescriptions devised by himself or obtained 
from any other source. 

Prescription Form 

The single sheet prescription book is the form at present in 
use in Scotland. Recently, at the request of the Department of 
Health, the Subcommittee has considered the question of rever- 
sion to a triplicate form, and has discussed the matter with 
representatives of the pharmacists, who are an.xious to secure 
a return to the triplicate form. The Subcommittee has informed 
the Department that in its view, w hile pharmacists have estab- 
lished a ease for the keeping of some form of record, this is 
primarily for their own use and only secondarily to cover certain 
situations which might arise in practice. Under existing condi- 
tions, tvhen the practitioner is labouring under great difficulties, 
it would be inopportune to ask him to undertake what is not 
an es'sential duty. 

Dispensing Capitation Fee in Scotland 

Attempts have been made unsuccessfully to secure an increase 
in the Dispensing Capitation Fee in Scotland from 5s. to 6s. 6d. 
to bring it to the level of that paid in England and Wales. 
Dispensing costs have always been lower in Scotland than in 
England and Wales, this being due to more economical prescrib- 
ing procedure. So far as it has been possible to ascertain the facts, 
it appears that under the National Health Service the rise in the 
dispensing cost in England and Wales has been correspondingly 
greater than the rise in Scotland. In these circumstances the 
Department of Health is not prepared to consider a claim for an 
increase in the dispensing fee, but has agreed that the mailer 
shall be reviewed in the light of the first year’s working and that 
the question of retrospective adjustment shall receive sympa- 
thetic consideration if it should be shown that the 5s. fee is 
inadequate. As in England and Wales, Scottish “ dispensing ” 
doctors base the alternative of being paid on a "cost per 
prescription ’’ basis. 


Training of Assistants Scheme 
The Training of Assistants Scheme as approved for Scotland 
is on similar lines to that in operation in England and Wales, 
The constitution of the Selection Committee, however, is some- 
what different. In Scotland there is so much variation in size 
between the Local Medical Committee areas that the English 
scheme is not practicable. Selection Committees have there- 
fore been based on the Regional Hospital Board areas. The 
Selection Committee is composed of a lay chairman appointed 
by the Secretary of State (after consultation with the profes- 
sion) ; general practitioners, the number varying from region 
to region, selected in consultation with the Local Medical Com- 
mittees ; a representative or representatis'es of consultants and 
a representative of the university of the Region, with a medical 
secretary. 


Expenses of Local Medical Committees 
In Scotland, as in England, the question of the means bv 
which the expenses of Local Medical Committees are to be met 
has been the subject of serious concern, particularly in relation 
to the Highlands and Islands. Representations have been made 
to the Department of Health that travelling expenses and sub- 
sistence allowances of members of Local Medical Committees 
in the Highlands and Islands should be defrayed from some 
source other than the Practitioners’ Fund. The Department of 
Health has made it dear that there is no possibiiiis of addi- 
tional money being made available to meet these expenses, and 
it has been suggested that the expenses should be made a charee 
on a central fund and distribution loaded in favour of those 
areas where the expenses are disproportionately heasy, as in 
the Highlands and Islands. The formation of a separate execu- 
tive counril for the Outer Isles, which is now under considera- 
tion by the Highlands and Islands Standing Advisory Com- 
mittee of the Scottish Health Sersices Council, might, it is 
thought, ease the problem. 

Inducement Payments : Procedure and Scope 
The question of the scope of the Inducement Fund, and the 
procedure for appUcation to the Fund in its relation to Scot- 
land, is at the present time under consideration and discussion 
with the Department of Health. 


Vacancies in .Medical Practices 
The question of the method of filling of vacancies in medical 
practices under the Scotu'sh regulau'ons, and the delay in filling 
of vacancies under these regulations, is also the subject of active 
consideration. 

Telephone Charges in Rural Practices 
The need for some special payment to rural practitioners in 
respect of telephone calls, in \iew of the increase in these calls 
which the general practitioner is now required to make under 
the National Health Service and in the cost of telephone charges, 
has been discussed on several occasions with the Department 
of Health, The problem is regarded sympatheucally by the 
Department, but action is deferred pending the outcome of the 
discussions which are taking place with the Ministry of Health 
in London. 


Dental Treatment given by General Practitioners to .National 
Health Service Patients 

The quesuon of emergency dental treatment by practitioners 
in the Highlands and Islands and other rural distncts in Scot- 
land where ordinary dental facilities are not easily available 
has been discussed with the Department of Health Tne Depart- 
ment thought that it would be possible to devise some SiUsfac- 
tory system of payment for emergency c'eniai ireatmem given 
by medical practitioners from funds additional to those pro- 
vided for general medical services. The Department promised 
to give further attention to the matter ana has under considera- 
tion arrangements which vvill apply to the Highlands and Islands 
area. 

General Practitioners and A'-rav Facilities 
The question of the direct access of general p.-actitioners to 
x-ray facilities, without prior reference to specialists or sur- 
geons at out-patient departments of hospitals, under the 
National Health Service has been the subjea of discussion 
with the Department of Health for Scotland, and is now under 
consideration by the appropriate comrmttee of the Scottish 
Health Services Council. 


Range of Service ; Treatment of Venereal Diseases 
Representations by the Subcommittee that domiciliary treat- 
ment of venereal disease should be regarded as outside the 
practitioner’s terms of service, and therefore subject to a fee. 
are at the present time under consideration by the Department 
of Health. 


W. M. Ksox. 


Cbainaan. GesenI Scru'ccj 

Sutccrsrrscrc (Scotlici;. 
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APPENDIX “A” 

GROUPING FOR ELECTION OF 33 DIRECT REPRE- 
SENTATIVES TO THE GENERAL MEDICAL 
SERVICES COMMITTEE 

, ■> No. of General 

Practitioners ' No. of 

Group resident in seats on 

the Group Com- 
(Jan. 1,1949) mittee 

A, I Fife — Lothians and Peebles : Edinburgh 

' — Roxburgh, Berwick, and Selkirk . . 544 1 

A. 2 Aberdeen and Kincardine: Aberdeen 
- Burgh — Angus: Dundee — Perth and 
Kinross — Orkney — Caithness — 

Sutherland — ^Ross and Cromarty — 

Inverness — Banff, Moray and Nairn 

— Shetland 570 1 

A.3 Glasgow 510 1 

A. 4 Lanarkshire — Renfrewshire — Dum- 

barton — ^Ayr— Argyllshire and Bute- 
shire — Dumfries — Galloway, Kirk- 
cudbright, and Wigtown — Stirling 
and Clackmannan . . . . . . 762 I 

B. Northumberland : Newcastle-upon-Tyne, 

Tynemouth — Durham: Darlington,- 
Gateshead, South Shields, Sunder- 
land, West Hartlepool — Cumber- 
land : Carlisle — Westmorland : 

Middlesbrough . . . . . . 920 2 

C. Yorks (North Riding) — Yorks (East 

Riding): Hull — Yorks (West 

Riding) : Barnsley, Bradford, Dews- 
bury, Doncaster, Halifax, Huddcrs- ' 

field, Leeds, Rotherham, Sheffield, 

Wakefield, York 1,667 2 

D. Lancashire: Barrow-in-Furness, Black- 

burn, Blackpool, Bolton, Burnley, 
feury, Manchester, Oldham, Preston, 

Rochdale, St. Helens, Salford, South- ' 

port, Warrington, Wigan, Liverpool, 

Bootle 1,590 3 

E. Cheshire: Birkenhead, Chester, Stock- 

port, Wallasey 820 I 

F. Anglesey — Caernarvon — Denbigh and . 

Flint — Merioneth — Montgomery — 

Cardigan — Radnor — Brecon — Pem- 
broke — Carmarthen — Glamorgan- 
shire : Cardiff, Merthyr Tydfil; Swan- 
sea — Monmouthshire and Newport 1,031 2 ' 

G. Derbyshire: Derby — Lines (Holland) 

— Lines (Kesteven) — ^Lincs (Lindsey) 

— Grimsby, Lincoln — Nottingham- 
shire and Nottingham — Leicester- 
shire and Rutland: Leicester .. 1,012 2 

H. Staffordshire: Burton-on-Trent, Stoke- 

on-Trent, Smethwick, Walsall, 

Wolverhampton, West Bromwich — 

Shropshire . . . . . . . . 598 I 

I. Herefordshire — ^Worcestershire: Dudley, 

Worcester — ^Warwickshire : Birming- 
ham, Coventry ' 864 I 

J. Gloucestershire and Gloucester: Bristol 

— Somerset : Bath . . . . . . 666 I 

K. Oxfordshire and Oxford — ^Berkshire: 

Reading — Buckinghamshire — 

Northamptonshire: Northampton .. 615 I 

L. Cornwall — Devon and Exeter : Plymouth 

— Isles of Scilly . . . . . . 574 I 

M. Suffolk (East) — Suffolk (West) : Ipswich 

— ^Norfolk: Norwich, Great Yar- 

mouth — Cambridgeshire — Hunting- 
donshire — ^Isle of Ely — Soke of 
Peterborough . . 534 I 

N. Dorset — Hampshire: Bournemouth, ■ 

Portsmouth, Southampton — Isle of 

Wight — Wiltshire . . . . . . 837 1 

O. Surrey: Croydon .. .. .. .. 795 1 

P. Sussex (East) — Sussex (West): Brighton, 

Eastbourne, Hastings . . . . 529 - 1 

Q. Kent and Canterbury . . . . . . 660 1 

R. Middlesex * , , 1,302 2 

S. Hertfordshire — Bedfordshire — Essex : 

Southend, East Ham, West Ham . . 1,016 ' 2 

T. London . . . . . . . . . . 1,600 2 

U. Northern Ireland — 1 ' 


APPENDIX “B” 

STANDING ORDERS OF CONFERENCE OF 
REPRESENTATIVES OF LOCAL 
MEDICAL COMMITTEES 

(1) Annual Conference of Representatives of Local Medical 
Comniittoes. — ^The General Medical Services Committee shall 
convene each year a Conference of Representatives of Local 
Medical Committees. The Conference shall ordinarily be held 
in the month of June. 

(2) Special Conference of Representatives of Local Medical 
Committees. — A special Conference of Representatives of Local 
Medical Committees may be convened at any time by the . 
General Medical Services Committee and shall be convened 
not later than one month after the requisition of not less than 
20 Local Medical Committees, the period of one month being 
modified only by agreement of the Committees making the 
requisition. 

(3) Members of Conference. — The Conference shall be com- 
posed of representatives of Local Medical Committees and of 
members of the General Medical Services Committee and of its 
Subcommittees. 

(4) Appointment of Representatives. — ^The Local Medical 
Committee of each area in England, Scotland, and Wales is 
entitled to appoint one representative to every 350, or part of 
350 above each completed 350, upon the Medical List of the 
area on Jan. 1 immediately preceding the Annual Conference. 
Each Local Medical Committee in Northern Ireland and the 
Central Practitioners’ Committee of Northern Ireland shall be 
entitled to appoint one representative to attend the Conference. 

(5) Eligibility of Representatives to Conference. — ^All repre- 
sentatives shall at the time of their election be medical practi- 
tioners and members or officers of a Local Medical Committee. 

(6) Tenure of Office of Representatives. — The representatives 
elected to act at the Annual Conference shall continue to hold 
office until the commencement of the succeeding Annual Con- 
ference, unless the General Medical Services Committee is noti- 
fied to the contrary by any Local Medical Committee concerned. 

(7) Procedure as to Seconding Motions or 'Amendments. — - 
No seconder shall be required for any Motion, Amendment, or 
Rider submitted to the Conference by the General Medical Ser- , 
vices Committee or by a Local Medical Committee. All other 
Motions, Amendments, or Riders, after being proposed, must 
be seconded. 

(8) Time Limit of Speeches.— A member of the Conference 
moving a resolution shall be allowed to speak for 10 minutes, 
and with this exception no speech shall exceed five minutes. 

(9) Reducing Time Limit. — The Conference may at any period 
reduce the time to be allowed to speakers, whether in moving 
resolutions or otherwise. 

(10) Voting. — Save as provided, in Standing Orders (14) and 
(17), only representatives of Local Medical Committees shall 
be entitled to vote. 

(11) Mode of Voting. — ^Voting shall be by show of hands 
unless a formal division is demanded by 20 Merribers of the 
Conference, signified by their rising in their seats, in which case 
the names and votes of the Members present shall be taken and 
recorded. 

(12) Rules of Debate: 

(a) A member of the Meeting shall stand when speaking and 

shall address the Chair. 

« 

(bj Every member. shall be seated except the one who may 
be' addressing the Meeting, and when the Chairman rises no 
one shall continue to stand, nor shall anyone rise, until the 
Chair is resumed. 

(c) A Member shall not address the meeting more than once 
on any motion or amendment, but the mover of the resolu- 
tion or amendment may reply and in his reply shall strictly 
confine himself to answering previous speakers and shall 
not introduce any new matter into the debate. 

(rf) No notice of motion or amendment to any motion shall 
be considered until a copy of the same with the name of the 


Total number of seats . . 33 
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proposer and seconder has been handed in writing to the 
Chairman. 

^ (e) WTienever an amendment to an original motion has 
been moved and seconded, no subsequent amendment shall 
be moved until the first amendment has been disposed of, but 
notice of any number of amendments may be given. 

(/) If an amendment be carried, the amendment or motion, 
as amended, shall take the place of the original motion, and 
shall become the question upon which any further amend- 
ment may be moved. 

(g) If it be proposed and seconded that the meeting do now 
adjourn, or that the debate be adjourned, or that the meeting 
do proceed to the next business, or that the question be now 
put, such motion shall immediately be put to the vote with- 
out discussion, except as to the time of adjournment, provided 
always that' the Chairman shall have power to decline to put 
to the meeting the motion that the meeting do proceed to 
the ne.xt business or that the question be now put, and that 
the mover of any motion or amendment shall have a right 
of reply before the question is put. A two-thirds majority 
of those present and voting shall be required to carry a pro- 
posal “ that the Meeting proceed to the next business " or 
“that the question be now put.” 

(13) Rescission of Resolution. — No motion to rescind any 
resolution of the Conference shall be in order at any subse- 
quent Conference unless notice is given by the General Medical 
Services Committee or by a Local Medical Committee. In the 
latter case notice must be received by the General Medical Ser- 
vices Committee not less than two months before the date of 
the Annual Conference and not less than one month before a 
Special Conference. 

(14) Election of Chairman : 

(a) At each Annual Conference a Chairman shall be elected 
who shall hold office from the termination of that Confer- 
ence until the termination of the next following Annual Con- 
ference. All members of the Conference shall be entitled 
to vote. 

(b) Nominations shall be handed in, in writing, before noon 
of the first day of the Annual Conference, the election, if 
any', being held during the following afternoon session. 

(15) Election of Six Members of the General Medical Ser- 
vices Committee : 

(a) For the purpose of this election “ Representative ” shall 
be defined as the duly appointed representative of a Local 
Medical Committee, or, in his absence, the Deputy duly 
appointed in his stead, in attendance at the meeting. 

(b) Nominations may be made only by representatives, and 
a representative may make not more than one nomination. 
Any registered medical practitioner actively engaged in prac- 
tice as a general medical practitioner under the National 
Health Service Act, whether a member of the Conference or 
not. is eligible for nomination. 

(c) Nominations must be handed in on the prescribed form 
before noon of the first day of the Annual Conference, the 
voting, if necessary, taking place during the afternoon session. 
Only appoiqted representatives or deputy representatives in 
attendance at the meeting are eligible to vote. 

The General Medical Services Committee shall be 
empowered to fill casual vacancies occurring among the 
elected members. ' 

(16) Returning Officer, — ^The Secretary of the Association, 
or in his absence one of the Deputy Secretaries, shall act as 
Returning Officer in connexion with all elections, 

(17) Conference Agenda Committee. — (a) The Agenda Com- 
mittM shall consist of the Chairman of the Conference, the 
Chairman of the General Medical Services Committee, together 
with three members elected by the Conference. The duty of 
the Agenda Committee shall be to settle the order of the Agenda 
of the Conference and to report ; (6) Nominations for the 
Agenda Committee must be handed in on the prescribed form 
before noon on the first day of the Annual Conference, the 
voting, if any, taking place during the afternoon session.., Any 


member of the Conference may be nominated for the Acenda 
Committee and all members of the Conference shall be entitled 
to vote in the election for this Committee. 

(18) Dinner Committee. — At each Annual Conference there 
shall be appointed a Conference Dinner Committee, formed of 
five members of the Conference, to take all necessary steps to 
arrange for a Dinner to be held at the time of the following 
Annual Conference, to which the members of the General 
Medical Services Committee, amongst others, shall be invited 
as guests of the Conference. 

(19) Suspension of Standing Orders. — ^Any one or more of the 
Standing Orders may be suspended by the meeting, provided 
that three-fourths of those present and voting shall so decide. 

(20) Quorum. — No business shall be transacted at any Con- 
ference unless there be present at least one-third of the number 
of Representatives appointed to attend such Meeting. 


DISPENSESG ERRORS 

Commenting on a newspaper report that nearly one bottle of 
medicine in four prescribed under the National Health Service 
is wrongly dispensed by chemists in the Service, the Ministry of 
Health states that in fact just under 10% of the cases e.xamined 
have been referred to the appropriate committee of the executive 
council to consider whether there are any grounds for disdpli- 
nary action against the chemist. 

Test analyses of drugs and dressings were started on April 1. 
During the quarter ended June 30, 1,753 samples were tested 
in England and Wales ; of these the results of 748 were not 
known by June 30. Of the remaim'ng 1,005 cases no action 
was found necessary in 909 — i.e., just over 90%. 

It is too early to say whether disciplinary action will be 
taken in the remaining cases, but in 1932, under National Health 
Insurance, out of 389 cases referred to the appropriate com- 
mittee of the insurance committee only 227 resulted in discipli- 
nary action. Under N.H.I. before the war disciplinary action 
was necessary in' about 5% of cases, and consisted either in a 
warning or in withholding part of the chemist’s remuneration. 


WAR PENSIONS 

TIME LIMIT FOR REMEIV’ 

The Minister of Pensions has announced that applications for 
the review of cases by Special Review Tribunals cannot be 
accepted after Nov. 30. 

The Special Review procedure applies on/y to persons whose 
claims arose out of the 1939 war and whose appeals were 
disallowed by Pensions Appeal Tribunals before Aug. 1, 19^6. 

Special Review Tribunals were set up in 1946 because certain 
judgments in the High Court in England and the Court of 
Session in Scotland had affected pension law. It was felt that 
persons whose appeals had been disallowed before those judg- 
ments had been given should have the right to have their 
cases reconsidered. 


SICKN-ESS BENTHT CERTinC.ATES 

Draft regulations that came into operation on Aug. 4 allowing 
medical certificates for sickness benefit to be given at longer 
intervals in cases of prolonged illness were reponed in the 
Supplement of Auc. 13 (p. 80). The Ministry of Health has 
given further information about them, which we reproduce 

here. . , . - 

In the light of the past year’s expenence the Ministry of 
Health and the Ministry of National Insurance have been 
examining proposals for reducing the doctors’ certification worfc 
by extending the intervals of time at which Special Intermediate 
Cerfificates inay be given in support of claims to sickness benefit 
in cases of prolonged incapacity. An amendment has now 
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been made to the Medical Certification Regulations with the 
following effect ; 

I 

(i) Special Intermediate Medical Certificates (Form Med. 3) may 
now be given for a maximum period of thirteen weeks (instead of 
the former eight weeks) where the incapacity has already lasted for 
six months and the doctor is of the opinion that it would last at 
least a further thirteen weeks. 

(ii) A Special Intermediate Certificate for any period for which the 
doctor considers the incapacity will last up to a maximum of thirteen 
weeks (or four weeks when the incapacity has lasted four weeks but 
less than six months) may be given even though the doctor intends 
to see the patient at more frequent intervals. 

The amending regulations, which have been made provi- 
sionally (pending their consideration by the National Insurance 
Advisory Committee) came into operation on Atig. 4, 1949. 

Where the doctor has given a certificate for thirteen weeks in 
accordance with these regulations it is intended that, as soon 
as the necessary arrangements can be made, the patient should 
normally receive from the Ministry of National Insurance a 
sickness benefit order book (similar to a pension order book) 
containing thirteen weekly orders, which can be cashed at 
the post office of his choice. Towards the end of each book 
there will be a slip reminding the patient that he must ask the 
doctor for a fresh medical certificate at the end of the thirteen 
weeks if his incapacity is continuing. If the patient recovers 
before the period of the order book expires the doctor should 
issue a final certificate. 

Form Med. 3 is being amended to correspond with the new 
regulations, but as it wilt take some considerable time to get 
a sufficient supply of the new certificates into the doctors’ hands 
it has been agreed that the existing stocks of Form Med. 3 
may be used for giving thirleen-week certificates under the 
new regulations. Any Form Med. 3 completed on or after 
Aug. 4 will be read as if it had been amended in accordance 
with the regulations even though the actual amendment is 
not made on the certificate by the doctor. The amendments 
are : 

(n) the deletion of the words “ your incapacity is of such a 
character that it will be unnecessary to see you for the purpose of 
treatment more frequently than once in jveeks, and”: 

(6) the substitution of the words " at corresponding intervals ” for 
the words “ at the intervals stated above ” ; 

(c) the substitution of the word “ certification ” for the word 
“ attendance.” 

In order that persons whose incapacity has already lasted 
six months and is likely to continue may have the full advantage 
of the new method of paying sickness benefit by quarterly 
order books it is hoped that, subject to any medical consider- 
ations affecting individual patients, doctors will co-operate by 
giving thirteen-week certificates in alt suitable cases. 

The new regulations do not of course affect the doctor’s 
obligation to see the patient for treatment as often as may be 
necessary, and in particular to see the patient each time a 
certificate is given. 


PAY OF COLONIAL MEDICAL OFFICERS 

Good progress is being made in the negotiations with the 
Colonial Office on this subject. A working party of ’officials 
from the Colonial Office and from B.M.A. House has almost 
completed the task of evaluating the adjustments which have 
to be made to the Spens salaries in order to take account of 
the many factors peculiar to the. Colonies — e.g., income-tax, 
pensions, e'.c. 


REFRESHER COURSES FOR G.P.s 

Financial assistance is now available for special short courses 
consisting of three half-day sessions at the week-end or during 
the week — in the latter case either during the same 'week or 
spread over several weeks. 

A general practitioneffin the Service may take a maximum- of 
seven courses of three sessions in a year or any combination 


of such courses with the 11-session courses which does not 
exceed 22 sessions. The conditions are othenvise the same as 
those described for the courses reported in the Supplement of 
Oct. 30, 1948 (p. 149). 


INFLATION OF LISTS 

In order to try to reduce the risk of inflation of general practi- 
tioners’ lists the Ministry of Health has decided, after consulta- 
tion with the General Medical Services Committee, that Form 
E.C.l should not be made as freely available as at present. 
The ready availability of the form encourages people to use it 
when changing their doctor, and there is a possible risk of 
inflation if it is not completed fully or accurately. 

Stocks will be withdrawn from post offices, and the Minister 
has asked executive councils to withdraw any substantial stocks 
from libraries and not to issue further supplies of them. In 
future the form will be obtainable only from executive council 
offices, from doctors’ surgeries, and (on the registration of a 
birth) from the Registrar of Births. 

When a patient dies his medical card .should be handed to' 
the Registrar of Deaths. 


PRIORITY OPHTHALMIC ARRANGEMENTS 

Priority labels are attached to prescriptions for patients whom 
the optician considers require urgent treatment. The manu- 
facturer separates these from the rest of the order and deals 
with them as rapidly as possible. Since only a limited number 
of prescriptions can be dealt with in this way, the Ministry of 
Health has asked that the priority labels should be reserved for 
cases of the following types; 

• (1) Cases of progressive defect in children, or in which delay 
in the supply of glasses is likely to result in serious deteriora- 
tion of vision, especially short-.sighted children, children with 
certain types of squint, and children at schools for the partially 
sighted. 

(2) Cases in which the person concerned would be totally 
unable to carry on everyday duties or normal work without 
glasses. , 


SPECIAL DRUGS ' 

The Ministry of Health has issued the following list of drugs, 
reagents, and appliances for the supply of which doctors receive 
payment over and above their capitation fees. Suggestions for 
amendments to the list are being considered. 

Drugs I 

Allergenic protein preparations. Antihistamine agents. 
Organic arsenic compounds used for the treatment of venereal 
disease (when supplied to patients for whom a supply is not 
made gratuitously available by any public authority). Bismuth 
compounds, for parenteral injection. Colloidal preparations for 
parenteral injection. Desiccated stomach, extracts of stomach, 
and the active principles of stomach supplied for the treatment 
of pernicious anaemia and of disseminated sclerosis. Emetine 
and its salts, for parenteral injection. Ethisterone, Ethyl 
chloride. “ Folic acid.” Hormone preparations, for parenteral 
injection. Gold compounds, for parenteral injection. Insulin. 
Liver extract and the active principles of liver, supplied for the 
treatment of pernicious anaemia and of disseminated sclerosis. 
Mercury and mercurial compounds, for parenteral injection. 
Mersalyl suppositories. Oxygen. Penicillin and preparations 
of penicillin. Peptone preparations, for parenteral injection. 
Phenytoin sodium. Phthalylsulphathiazole. Protein sensitiza- 
tion test solutions. Sclerosing agents for the injection treat- 
ment of varicose veins. Sera (when supplied to patients for 
whom a supply is not made gratuitously available by any public 
authority). Succinylsulphathiazole. Sulphadiazinc and methyl- 
sulph/idiazine. Sulphadimidine. Sulphathiazole. Toxins, anti- 
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toxins, and vaccines (when supplied to patients for whom a 
supply is not made gratuitously available by any public 
authority). Vitamin B,. for parenteral injection. 

Reagents 

Benedict’s solution (qualitative) and Fehling's solution, when 
required for the regulation of the treatment of diabetes. 

Appl’ianccs 

Atomizers, hand operated. Bandages; elastic adhesive, elastic 
web, zinc paste. Breast relievers. Urethral catheters: gum- 
elastic, soft rubber, and lubricant for use therewith. Colo- 
stomy belts and parts thereof and repairs and replacements 
thereto. Douches, with rectal and vaginal fittings. Elastic 
anklets, knee leggings, knee stockings, knee-caps, leggings, stock- 
ings. thigh knee-caps, thigh leggings, thigh pieces, thigh stock- 
ings. Hypodermic needles and hypodermic syringes, when 
required for self-administration of insulin or adrenaline. Ice 
bags: check sheeting, indiarubber. Inhalers: earthenware 
(Nelson), Burney Veo. Splints: simple splints, wooden, metal, 
or plastic, for upper and lower limbs ; Gooch splinting ; Kramer 
splinting. (All other splints will be supplied through the hospi- 
tal service.) Sputum flasks. Suprapubic belts and parts thereof 
and repairs and replacements thereto. - Trusses; femoral, 
inguinal, scrotal, umbilical. Vaporizers, as specified in the 
Drug Tariff. 


Questions Answered 


Pri^-ale Patfeats’ Use of N,H-S. 

Q. — Can a patient who is not registered with a practitioner 
under % NMS. (a) have the right to a specialist under the 
domiciliary scheme, {b) partake of the maternity medical service 
without payment ? 

A.— <o) Yes. ib) Yes. 

Certificates for Corsets 

Q. — li'hat is the present state of the regulations concerning 
the provision of corsets and brassieres? By this 1 mean by 
purchase and not through hospitals. General practitioners 
know that it is no longer necessary for one of a certain 
number of named disabilities to be specified in order to qualify 
for one of these garments, but one is ^constantly being told by 
the manufacturers or their agents that they cannot be supplied 
at all except under medical certificate. Is this true or not ? 
Or, alternatively, does the medical certificate exempt the 
purchaser from purchase tax ? 

A. — medical certificate from the patient’s general practi- 
tioner- is not necessary' for the purchase of corsets from a 
private manufacturer. A medical certificate is still necessary 
if the patient wishes to claim exemption from purchase tax 
on^ the article. Discussions are now taking place with the 
Ministry of Health and H.M. Customs and Excise on this latter 
point. 

Partner’s Option 

Q. 7 am a partner in a firm of three — A, B, and C. Under 
our partnership agreement made in 1946, C has an option to 
buy a further 22nd share from A on Oct. L 1949. C gave 
notice to A that he wished to avail himself of this option on 
June 30, 1949. A has taken advice on the matter and states 
that there can be no reallocation of the partnership shares until 
the Amending Bill to the N.H.S. Act becomes an Act. Is 
this so ? 

A.— There is no reason whv Dr. C should not exercise his 
optjon. Provision is made in 'the Bill for this part of the Act 
to be retrospective. Section 4 (I) reads as follows: 

of Section 1 of the Act. 

Section 1 of this Act shall apply in relation to nghts 
^“ Obligations which were exercised or performed, or were required 
to be exercised^ or performed, on or after the appointed day and 
before the passing of this Act, under an agreemenl to which that 
section applies. . . 


Section I of the Bill was published in the Supplemeni of 
May 21 (p. 274). 

Income Ta."c on Hospital Salary 

Q. — / note in the Supplement of June 25 (p. 357) a question 
and ansu'cr on the subject of superannuation for assistants. In 
the substance of the question it is slated that the amount 
deducted from the salary of the assistant in respect of his 
living in is allowable as an expense for income tax purposes. 
Is this the case with hospital residents? I have just beer, 
informed that tax is to be deducted from my salary and also 
from my residential emoluments. 

A. — The money value of any residential emoluments received 
by a practitioner engaged in the hospital and specialist service 
is assessable for superannuation purposes. The position as 
regards income tax depends upon the actual terms of the con- 
tract. If (he contract provides for the payment of a salaiy of. 
say, £500, with, in addition, the right to free board and lodging 
(reckoned for superannuation purposes at £100), only the £500 
is ta.xable. If on the other hand the contract is for a salaiy of 
£600, out of which £100 is deducted for board and lodging, then 
the whole £600 is regarded by the income-tax authorities as 
ta.xable. 

Retrospective Pay 

Q . — A t the beginning of this year I was appointed to the post 
of resident medical officer to a hospital for a period of six 
months at a salary of £350 p.a. / reapplied for the same 
position in June, and was reappointed for the second half of 
the year. My status has now been defined as that of a registrar 
for purposes of remuneration, and my salary accordingly in- 
creased to £775 p.a. Am / eligible for back pay from Jan. I. 
1949? 

A. — It is laid down in the explanatory memorandum issued 
by the Ministrj- on the Terms and Conditions of Service of 
Hospital Medical Staff (para. 91 (5) — Retrospective Application. 
Senior Registrars. Junior Registrars, and House Officers) tha: 
the posts which an officer has held from time to time since the 
appointed day should be reviewed and classified in accordance 
with the new grading, remuneration then being adjusted retro- 
spectively. Therefore, if the medical officer in question has held 
the same post and carried out the same duties from January . 
1949, it would appear that be is entitled (upon the introduction 
of the new terms of service) to payment of salary in accord- 
ance with his recent grading retrospectively to the beginnini 
of the appointment. 

Postgraduate Students from the Dominions 

Q . — What is the position of postgraduate students from the 
Dominions holding junior house appointments in this country, 
such students having held one, two. or more house posts in 
their own country, and also perhaps having had ^^ar sen ice 
Are these previous posts taken into consideration in assessing 
the salary, or must these doctors accept the minimum salar. 
(£350 p.a.) for the first post held in England irrespective of 
their previous experience in their own country ? 

A. — It is understood that, in the case of Dominion^ practi- 
tioners obtainina junior bouse appointments under the National 
Health Service I’n this country, similar posts previously held in 
other parts of the Commonwealth may be taken into account 
in fixing the salary of the appointment 

Resident Staff Under N.H.S. 

Q _ir,7/ you please clear up a few points regarding the posi- 
tion of resident staff tinder the National Health Sen-ice? The 
vagueness lies mainly in the junior registrar posts. What 
qualifications or experience will be_ required for such a post, or 
will each advertisement stipulate the requirements ? Secondly, 
what happens to a medical officer after his third hospital post? 
Does he continue on the £450 grade till he, eventually succeeds 
in obtaining a junior registrar post, or will he he entitled to 
further increments? The difference in saary is £230— rather, 
a high rise if there are no intermediate grades. 

A. — ^There are no criteria for the,ippointment of registrars 
(trainee specialists) in the terras an^ conditions of service other 
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than the minimum period of qualification which will normally 
be- required — i.e., in the case of a junior registrar not less 
than one year's experience after registration ; in the cak of a 
registrar not less than two yearsl.experience ; and in the case of 
a senior registrar not less than four years. In practice each 
employing authority will stipulate the qualification and experi- 
ence required, and the position will be very much the same as 
heretofore. Practitioners who have completed junior hospital 
appointments and who intend to specialize will seek higher posts 
which provide the necessary training and experience in open 
competition with their colleagues. A salary of £450 is payable 
for *e third and subsequent house appointments, and an officer 
holding such an appointment will not receive any higher salary 
until he is successful in obtaining a registrar appointment or a 
post as junior hospital medical officer. 


HEARD AT HEADQUARTERS ' 


Hospitals and the Public 

The first public meeting— -in London, at all events — of a hos- 
pital management committee since the National Health scheme 
came into operation was held in Chelsea the other evening, and 
very interesting it was. The Chelsea group of hospitals is one 
of 50 groups under the control of the South-west Regional 
Hospital Board. The meeting was attended by the Mayor and 
the local Member of Parliament, and short accounts of their 
work were given by the chairman of the committee, the secre- 
tary, and the medical superintendents of the hospitals in the 
group. The beds available to the public in the three ex-council 
hospitals and the one ex-voluntary hospital which make up 
the group are considerably fewer than in 1939, but there has 
been a great increase in the number of operations performed 
and the radiological and pathological examinations undertaken, 
and an enormous multiplication, by nine or ten times, of out- 
patient attendances. The general tone of the meeting was one 
of optimism. The heavy cost of hospital services was fully 
recognized, but the public was assured that if hospital manage- 
ment committees had full control over administration there 
would be no waste. It seems an excellent idea to have such 
I annual public meetings, alike to give the public information 
which they have a right to receive and to stimulate interest 
in hospitals, which is tending to flag since voluntary work 
diminished. 

Horticultural Health Service 

A doctor sends us the following letter that he received from 

a patient ; “ Dear Dr. , I want to have the electric current 

in the house. I think it will be healthier in this little house. 
I cannot grow bulbs very well indoors, and cut flowers do not 
last because of the gas. I believe perhaps the gas has a bad 
effect on myself. When I applied to the electric office 1 was 
told I must get a doctor’s certificate. Will you please supply 
this. Also, will you please give me a certificate for new teeth. 
I have had these for years and cannot get the lower set in 
now. I require both top and bottom.” 


Mr. 


NEW ZEALAND MEDICAL SERVICE 
E. W. M.aples. LL D., has written an interesting pamphlet 


on “ Social Security Services in New Zealand ” after an eight weeks' 
the country. He compares the health services there with 
the,, Britain, and emphasizes that the New Zealand method of 
p i\ iiij\joctors a fee for each service should not be adopted in 
t iv'.rvi considers that, as in New Zealand so in England, the 
P' -p:c«uf5SLnti the doctor, which can be satisfied only too easily 
'•> pic-.nbin'* likely to increase materially. "The only 

-.ncd> iliat patients, other than those in 

hospiinl should be payment of the cost, 

suhicet 10 the issue <B P«°P'® suffering from illnesses 

like di.ahetes and to ■ repayment, to those on the poverty line, of 
the sums raid ” He the present scheme in New Zealand 

nrAii.i., ^ 'B:ouragement to the individual doctor to gain 

u ih r ‘-^^ease his skill. The pamphlet is obtain- 

!Hi> frs ^ 'cnce or to Road, Hereford, if a stamped 

ihie from the author at 59, is sent 
.iijJressed enrelope <5 in by 6^“’ 


Correspondence 


Position of Registrars 


Sir, — I should like through the medium of the Journal to 
draw attention to the unsatisfactory position of a number of 
registrars throughout the country. There are on the staff of a 
proportion of hospitals registrars appointed before July 5, 1948. 
as honorary registrars. Some of these have held their posts 
for a year or two prior to the inception of the National Health 
Service Act and wait for vacancies on the medical or surgical 
staff in the ordinary course of events. During the tenure of 
their appointments the majority have worked hard, become 
integrated in the team work of their hospitals, and have earned 
the confidence and approbation of their seniors. These latter 
were, in the normal course, prepared to support the candidature 
of such registrars when a vacancy occurred on the hospital 
staff, in which appointment they exercised considerable 
influence. 

With the inception of the new Act the staffs of the hospitals 
lost their influence over such appointments, and these are now 
made on the recommendation of a regional appointments com- 
mittee to the regional hospital board. This committee con- 
tains two representatives only of the staff of the affected 
hospital out of seven members. The remaining members are 
appointed from outside the hospital group affected. It is 
true that these remaining five may give due attention to the 
opinion of the local members, but in effect appointments are 
liable to be, and no doubt are, made on paper records plus 
a short interview, and in these circumstances the local registrar 
is placed at a serious disadvantage. 

Conceive the position of a registrar in the provinces who 
has held such a post for three years or more, who has been 
reasonably assured of appointment to a vacancy on the staff 
which he has known will be due to occur, and who has neglected 
opportunities of appointment elsewhere because of the local 
loyalties and associations he has formed during his period of 
probation. The vacancy occurs ; sixty or seventy applications 
are received. Many of these come from younger, more recently 
qualified applicants, who have been acting as first assistant or 
as registrars at their teaching schools. Is it fair that a young 
man of this type should be appointed in preference to the local 
registrar who has been serving an apprenticeship the hard 
way for several years ?■ 1 maintain, Sir, it is not fair. 

A committee of cold-blooded assessors, diluted only by two 
in seven who have intimate knowledge of the work of the local 
candidate, cannot take into consideration any but the cold 
facts of qualifications and testimonials submitted to them. 
Many of the candidates from teaching centres will have the 
backing of their respective august chiefs, and these latter will 
have had opportunity to use their influence with the members 
of the committee from London or the university centre involved, 
to whom they will be well known. Indeed, they may even 
themselves be members of the appointments committee. In 
such circumstances the voices of the local members of the 
committee will be but faintly heard. 

I feel that these committees should give very great weight, 
and indeed priority, to the opinion of the local members, who 
will have intimate knowledge of the abilities of one candidate 


at least. 

Finally, Sir, what encouragement will this method of appoint- 
ment give to future registrars ? Can they be expected, 
especially in the provinces, to give unsparing loyalty and hours 
of overtime as they do at present, when the chances of their 
appointment to any vacancy which may occur are so nebulous ? 
There appears to be an increasing tendency to appoint more 
and more registrars while making no provision for their future 
advancement by the creation of fresh specialist posts. 

However, the future must care for itself. The position of 
the registrar is not quite the same as that of the honorary 
registrar appointed before, the Act, whose case I am attempting 
to plead. — 1 am, etc., 


Piyroouilt. 


Cyril F. Mavne. 
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Telephone Dufy 

Sm, — Dr. E. Thomson (Stipph-mcni. July 16, p. 51) has 
referred to the telephone rcsponsib'.litv under the N.H.S. con- 
tract of service, and states that a doctor is responsible tor the 
reception and fonrarding of urgent telephone messages from 
his patients at any hour of the day or night. 

1 can remember no reference in the .-Net or in any contract 
that a telephone has to be a necessary equipment of the doctor's 
house. It is true that one's telephone number is requested 
on the esecutive council’s form, but it is not a compulsory 
item. There is . no legal obligation for a doctor to have a 
telephone at all, and if he wishes to run his practice without 
such an instrument I understand that he is at liberty to do so. 
I am informed there is no legal obligation for arrangements to 
be made to always have a continual telephone service any 
more than there is an obligation that the doctor's house shall 
never be left empty for a few hours. 

As a country doctor without domestic help, either of such 
cblieations would prevent me from ever going out with my 
own wife. A pad and pencil left outside the front door for 
visits or some such similar facility for messages is helpful, 
but again is not obligatory. 

If desired, a telephone can be disconnected, and a doctor 
is free to go to those visits requested by letter or messenger 
only. Such a positioil is not very practical, but that is the 
position as 1 am led to understand it, and if true it should be 
known more svidcly, 

1 uaderstand that a telephone call once nnsrccred does 
ins’olve liability, but not otheroise. — I am, etc., 

Blnsisshim. E I- IE'Skins 


Doctors and Dentists 

Sir, — I t b sfatedi that for the first year of the Health Service 
in the Manchester area the average amounts paid appro.simated 
to about £3,400 per dentist and £1,2S0 per doctor in the Service. 
The value in terms of money of the dentist to the scheme 
is thus in round figures considered to be just under three times 
the value of the doctor's services. Are practising doctors as 
a body satisfied (hat this should be so ? 

Before the health scheme started it was generally conceded 
that the great responsibilities and exacting hours and duties 
of the average physician called for better rewards than those 
of the average dentist. One does not wish to express an 
opinion on the adequacy pr otherwise of the average dental 
remuneration, but it is surely obvious to any fair-minded 
individual that the medical remuneration is hopelessly out of 
pr^ortion- to the duties involved. 

One may take the Manchester figures as fairly representative 
of the industrial areas of the country. Let us remember that 
the doctor must keep up a 24-hour-day service in the home 
with the very considerable expense of keeping a car on the 
road every day of the year and a telephone and door serviced. 

The dentist can manage very' nicely' without car or telephone 
except for his own personal convenience, and there Is no night 
work. Let me put this in more concise form. 


Dt>clor 


PenlUt 


Trainiag 

Expenses '* 

Hours of Service . . ** 

Private Practice ! . * * 

Practices 

Scm’cinj ia the house of 
tftiephone 
holiday iocoas . , 

As erase income: 

Before scheme 
After scheme . . 

Prospects 


Long and arduous 
Considerable 
24-hour day 

Essential 

Essential 

Practically climmaied 

Confiscated- Apprecia- 
tion — nil 

24-hour semce daily 

Necessary 

1-25 

J 

No extra fee 
Pretty grim 


: Not so long or so arduous 
I Not so great 
i Ordinary daily hours — ^no 
night T»ork 

I Unnecessary 
Convenient 

Stilt very considerable and 
[ lucrative 

1 Still retained with conse- 
quent house- ^ Capital 
value appreciation 
I Not necessary 

j Unnecessary 

I 

2-65 
t Spedal fee 

I Never brighter 


And so you see the dentist has the advantace in every 
conceivable way. 

One would imagine that the pay of chemists and optidans 
under the scheme is far above that of the doctors also. And 
yet we are the cornerstone of the whole edifice. For just 
how long ate we willing to value our serv'ices at a pin’s 
feel Is it that the sacrificial role of Cinderella with least 
money for most work appeals to the self-abasing temperament 
of (he long-suffering general practitioner? 

The Minister of Health, possibly' with good reason, appears 
to have a very poor opinion of the efficacy of the B.MA, as a 
negotiating body (Committee stage of Amendment Bill). One 
can only' hope that the B.M.A, will take steps to convince him 
without delay that nothing less than average remuneration 
totalling 25?o above average dental remuneration will do for 
us. And let this happen before the inevitable plea of financial 
stringency is hurled at us. Remember, the dentists did not 
have the'ir practices confiscated. What an asset now I Unity- 
in the profession is of paramount importance. Wiihonl it 
we are lost. One would suggest that the local secretaries of 
the B.\fu4. should be asked to make it their business to contact 
every G.P. in their area and that answers should be sought 
on these questions : (I) Are you satisfied ? (2) Are you willing 
to withdraw from the scheme if advised so by the B.MA. ? it 
is obvious that local unity must be attained in this. 

WTiom the gods wish to destroy they fijst make mad, it is 
said. Is it that the medical profession (GE. section) is in 
imminent danger of destruction ? The labourer is worthy of 
his hire. We do not object to the dentists’ being the spoilt 
darlings of the scheme. Wbat we do object to is filling the 
rote of poor relation. The doctors have to live as weli as 
the dentists. The role of the big mug is a poor one as a 
permanency. 

Dentists £3,400 per annum — doctors £1,280 ; it makes one 
gasp. — 3 am, etc., 

.Manchester. K. V. DE.siaN. 


Esp 05 e Defects 

Sir, — ^T he nation is passing through a crisis, and therefore a 
stale of national emergency must exist. The National Health 
Serv'ice cannot expect to enjoy a separate existence in the 
face of the national emergency. It must take its place along- 
side all other vital national institutions. 

Just as food is rationed to the bare necessities of life, and 
housing is restricted to a m'mimum, so, too, the Health Service 
roust be restrained within medical and surgical necessities and 
essentials and the national facilities available. 

It is now a year s'lnce the new Health Act first came into 
operation, and already its more glaring defects and short- 
comings. both professional and economic, must have come to 
light. That the Act would be exploited was inevitable in view 
of its framework, but the extent to which it can be exploited 
must by now be exposed. ' 

Members of the medical profession above all are in a position 
to fully appreciate these defects, shortcomings, and e.xploit3- 
t'ons, and to gauge their full extent and gravity. They, above 
all, are in a position to adequately set them out and to suggest 
the remedies. 

A possible withdrawal from the Sendee is sard to be even 
under considerauon. But here the issue would appear to be 
not entirely free from prejudice and personal grieraocK, many 
of w'hich are common to everybody to-day. Would it not be 
more expedient if the profession were first of all to state a ease 
on the disclosed defects, shortcomings, and exploitations of 
the Act and have it laid if necessary before Parh'ament, at the 
same time claiming their just and undeniable right to the 
responsibility of declaring their remedies ? 

From the time a National Health Service was first mooted 
it was obvious that any such scheme could never be successMly 
implemented without the closest co-operarion of the medical 
profession in both an executive and advisory capacity. That 
the Ministry of Health and Parliament may not have realized 
this does not relieve us of our responsibility.— I am, etc.. 

New Bucfccnliani, Norfott. 
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Personality, education, diligence, knowledge, and clinical 
ability .are conceded to the local consultants. ' Against this the 
appointing committee has no personal knowledge, as the old 
idea of interview has been abandoned, and the committee is 
probably a hundred miles away, out oP reach of local opinion. 
As individual doctors these selectors would hesitate to risk a 
patient’s life by prescribing by post; there seems no more 
Justification for their actions here, with a professional life at 
stake, — I am, etc., 

Boumemoath. P. P. McKiNNEY. 

The Maternity Service 

Sir, — I have' received my copy of the statement issued by 
the Standing Maternity and Midwifery Advisory Committee of 
th^ Central Health Services Council {Supplement, Aug. 6, p. 74). 
It only- confirms the gross defect in' the maternity medical , 
service scheme, which was obvious before it began to operate. 

The conscientious family doctor who' joined the Service has 
continued to do his maternity work exactly as before. On 
the other hand, it seems {vide Supplement, April 23, p. 248), 
some doctors have booked far more cases than before with the 
deliberate intention of doing the minimum of work for the 
maximum number of flat-rate fees. They have made a racket 
of the thing. This is not surprising ; the regulations invite it. 

Now comes this circular, with open encouragement for the 
racketeers, and a threat for the good G.P. obstetrician. Hands 
off I We are not to pretend that we are in charge of our 
patients. We are the least essential members of a team. 

I shall continue to tell my patients that the maternity scheme 
entitles them to engage me for their confinements if they wish. 
Being engaged, I shall “ accept full responsibility for the ante- 
natal care, the labour, and the lying-in period.” If I am thrown 
out of the maternity service for this I shall be delighted. — 

I am, etc., 

CambrWEE. H.'R. YOUNGMAN. 

*,* The Secretary of the Association writes ; The General 
Medical Services Committee has dissociated itself from the 
contents of this circular and has asked the Ministry of Health 
to receive a deputation on the subject. 

POINTS FROM LETTERS 

Income Reduced ^ 

Dr. R. H. A. Ritchie (Sutton, Surrey) writes : After the first year 
of N.H.S. I am one of a large majority of G.P.s whose income 
has been substantially reduced as a result of the scheme. None of 
us can continue long under these conditions. Whal is the B,M.A. 
doing about this state of affairs ? It is galling to find that dentists 
arc in clover. And who are of the greater value to the community, 
G P.s or dentists ? 

Alloivancc for Telephone Calls 

Dr. Thomas Leven (Irvine, Ayrshire) writes ; Since the introduction 
of the National Health Service most hospitals have found it necessary 
to introduce an appointments system, which places upon the general 
practitioner the necessity of telephoning hospitals to make such 
appointments for patients who require examination by consultants or 
specialists. In the case of country and other practitioners who are 
some distance from suitable hospitals this duty involves considerable 
expense, which in my view is not adequately covered by the capitation 
fee. I reejuest Chat the British Medical Association urge — nay, 
demand — that the Minister of Health and the Department of Health 
for Scotland accept the financial responsibilities of such calls, _ either 
by allowing their hospitals to accept reversed charges for legitiinate 
calls or by an allowance for telephone calls to all practitioners on the 
same principle as the Mileage Fund. . . . 

UnbersaJ Health Service 

Dr. John deBary (London, E.5) writes ; A patient called to see me 
to-day with the following story. She was staying in Nice, and had 
a fall on the beach, as a result of which she hurt her varicose leg. 
She called a French doctor, who applied a dressing' and a crepe 
bandage. His bill was 23s. She asked me if there was any means of 
obtaining a refund of this fee from the N.H.S. Whatever next ? 


Correction. — ^The Medical Practices Committee states that in the 
amended Scheduls 2 of its Survey of General Practice {Supplement, 
Aug. 20, p. 93) Mildenwall should be spelt as here, and not 
Mildenhall. 


H.M. Forces Appointments 


ROYAL NAVY 

Royai. Naval Volunteer Reserve 

Surgeon Lieutenant G. R. Kershaw to be Surgeon Lieutenant- 
Commander. 

Temporary Acting Surgeon Lieutenant-Commander A. J. Ward 
has been transferred to List I of the Permanent R.N.V.R., in the 
rank of Surgeon Lieutenant. 

ARMY 

Coionei W. D. Anderton, M.C., late R.A.M.C., has retired on 
retired pay, and has been granted the honorary rank of Brigadier. 

ROYAL ARMY MEDICAL CORPS 

Lieutenant-Colonel J. M. MacKenzie, C.B.E., M.C., has retired 
on retired pay, and has been granted the honoi-ary rank of Brigadier. 

Lieutenant-Colonel J, F. Shepherd, M.B.E., I.M.S,, retired. Retired 
and Re-employed, has ceased to be re-employed in the rank of 
Colonel as a Consultant, reverted to retired pay, and has been 
granted the honorary rank of Colonel 

Lieutenant-Colonel R. D. Davy, O.B.E., M.C., has retired on retired 
pay and has been granted the honorary rank of Colonel. 

Majors W. F. Hooton, R. M. Henderson, and J. C. Scott, from 
Short Service (Specialist) Commissions, to be Majors. 

Major J. Walsh has retired on retired pay on account of disabiliiy. 
(Substituted for the notification in a Supplcmeiu to the Loudon 
Gazelle dated June 14.) 

Short Service Commission, Specialist . — Major R. T. Fletcher, 
M.B.E., has r ‘ 

Temporary i ’ ' ’ M.C., has relinquished 

his commissic ., . ■ ‘ . 

REGULAR ARMY RESERVE OF OFFICERS 

Colonel H. C. D. Rankin, C.I.E., O.B.E,, late RA.M.C., having 
exceeded the age limit for liability to recall, has ceased to belong to 
the R.A.R.O., and has been granted the honorary rank of Major- 
General. 

Colonel E. P. Allman-Smith, O.B.E., M.C., late R.A.M.C,, having 
exceeded the age limit for liability to recall, has ceased to belong 
to the R.A.R.O. 

Royal Army Medical Corps 

Major R. W. Chapman, having exceeded the age limit for liability 
to recall, has ceased to belong to the R.A.R.O., and has been granted 
the honorary rank of Lieutenant-Colonel. 

Major S. P. Wilson, T.D., having exceeded the age limit for 
liability to recall, has ceased to belong to the Reserve of Officers. 

Captain (Honorary Major) C. G, Harper, having e.xceeded (he age 
limit for liability to recall, has ceased to belong to the Reserve of 
Officers, 

Captain and Brevet Major J. S. Sloper, O.B.E., having exceeded the 
age limit for liability to recall, has ceased to belong to the R.A.R.O,, 
and has been granted the honorary rank of Colonel. 

Captains and Brevet Majors R. C. Aitchison, F. H. Woods, G. H. 
Wood, E. J. Mannix, M. McGee Russell, H. J. Davidson, M.C., and 
C. W. Sparks, M.C., having exceeded the age limit for liability to 
recall, have ceased to belong to the R.A,R.O., and have been granted 
the honorary rank of Major. 

Captains and Brevet Majors J. W. Cannon, A. G. P. Hardwick. 
M.C., H, Mitchell, and G. Fleming, having exceeded the age limit for 
liability to recall, have ceased to belong to the R.A.R.O. 

Captain H. L. G. Hughes, C.B.E., D.S.O,, M.C., having exceeded 
the age limit for liability to recall, has ceased to belong to the 
R.A.R.O., and has been granted the honorary rank of Brigadier. 

Captain T. E. Osmond, having exceeded the age limit for liability 
to recall, has ceased to belong to the R.A.R.O^ and has been griinted 
the honorary rank of Colonel. 

Captains C. J. O'Reilly, D.S.O., W. D. Whamond, A. G, Hender- 
son, and G. Marshall, having exceeded the age limit for liability to 
recall, have ceased to belong to the R.A.R.O., and have been granted 
the honorary rank of Lieutenant-Colonel. 

Captains G. D. Robertson, R. J. S. McDowall, H. A', Crouch, 
O.B.E., M.C., I. Aubrey, M.B.E., M.C., D. A. D, Kennedy, M.C.. 
and P. Reid, having exceeded the age limit for liability to recall, 
have ceased to belong to the R.A.R.O., and have been granted the 
honorary rank of Major, 

TERRITORIAL ARMY 
Royal Army Medical Corps 

Major (Temporary Lieutenant-Colonel) A. G. Henderson, Reserve 
of Officers, has relinquished his TA. Commission. 

Captain R. F. Guymer, from T.A.R.O. to be Major, and has 
been granted the acting rank of Cqionel, 

Major S. P. Wilson, T.D., has relinquished his commission. 

Captain C. J. Wells, M.B.E., to be Major. 

Territorial Army Reserve of Officers: Royal Army Medical 

Corps 

Major (Acting Lieutenant-Colonel) J. B. Forsyth, T.D., from 
Active List, to be Major, relinquishing the acting rank of Lieutenant- 
Colonel, and has been granted the honorary rank of Colonel, 
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Majors T. F. L-alor and A. W. Forrest, from Active List, to be 

Maiorl I. C. Campbell, from Active List, to be 
acunp rank of Major. 

roval air force 

T C P'jlmcr-Joncs bas retired at his own rcQucsi. 
gSSp ^ptata R. w 'Vhite has retired on account of mcd.cal 

unfitness for Air Fojrc ^e Group Cap ain. 

""Bigh^ieutenants D. S. Gr.rnt, 4V. O. D.asies, and J M. Ferguson 
*”F'bing'offi™r V'°H. Sloorc to be Squadron Leader 


Rovsp Air Force VoLUSTtcR Resekst 
c* , ^ Tl 1 has rehnquished hvs con^mission on 

npS=nt .o ."= Reconstituted RtA.F.V.R., retaining the rank of 
Wins Commander. ^ n p k'rmn ha\c relin* 

culi^i^Xir'commissioris on ap'^iniment to the reconstituted 
Ue~ to. H?me has rf^<} 9 isitcd Jus commission o^n 
appointmeni to the reconstituted R.A.,\.l .. retaining 

r, e, C. L. Henderson and H. E \\ 

. . ■ ihcir commissions OP appointment to 

■ ■ ■ ■ retaining the rank of Squadron Leader 
Flight Lieutenant ». Ljons has' relinquished his commission, 
retaining the rank of Squadron Leader. 

WOMEN'S FORCES 

Emplosed with the Medical Branch of Tin ^ ^ 

Flight Lieutenant A. M. O'Riordan has relinquished her commi, 
sion. retaining tie rank of Squadron Leader. 

INDIAN MEDICAL SERNTCE 

/ Colonel J. G. McCann has retired. „ p-rzilav R 

Lieutenant-Colonels W. H. Crichtom Cd.E., A. H. R~ce h 
Reid. F. C. Jackson. W. J>. Lappin. O.B.E.. 
retired and have been granted the h^oran n McCarths. 

Lieutenant-Colonels K. S. Fitch. O.B.E.. J. 0 >«'''• V; Ntansfie d 
R. J. Jarsie, W. Scou, W. T. Taylor. O.B.E.. and M M- Man,n.. 

have retired. . „ , „ i i Mcsvinn O B E.. 

Major (War Substantive Lieutenant-Colonel) J. L. .1 ^ • j 

has retired, and has been granted t^ ’’S."°J^7,vAsSrt P W Rent. 

Majors R. D. D. Birdwood, M.C.. G. S. >■' ‘ id F W 

, L. H. Cooper. R. M. McCuUough. J. L. M • “h F. T. 

Sneddon. O.B.E., S. H. Heard, M.B.E.. E L. 

hfacFetridge, D.S.O., H. C. Rogers, J. F. ' 4 . Forster, i ^ 
Wilson,, J. P. O'Riordan. D. F. Eastcott, and J. hi- M. 
retired and have been granted the honorary rank o 

^Malok W. D. P. Griggs, J. J. Woodward. M.B.E.. P. M- Kirkwood. 

M.B.E., and H. V. Morris have retired. ,„mmission on 

Major R. O. Yerbury has relinquished his commissio 
appointment to ^ Tv*rTmn#iT>f /•rtmTniKKinn tn the H,A*i - 


B.M.A. LIBRARY 

The following books have been added to the Library; 

An'^omab": TL’lnsTrS-Hiffodal Adjustment. Second edition. 
Barack A. L, : Physiologic Therapy in Respiratory Diseases. Second 

&“ w."(Ed^tor)" HisTopathoIogy of Irradiation from External 
Bul?ou*h“w ' |.:'’prectiil Zoological Illustrations: Invertebrates 

CoS iSati^nal? oVobsteTirians and Gynaecologists, Dublin. 
Julv 7-n. 1947: THmsactions. 19W. vjedicine and Malaria 

: PrLedinss.. T_wo vo!ume^_19r^ 


... I 

haic 


^Majors w. D. P. Uriggs, J. J. Woodwara 
and H. V. Slorris have retired. 

■ Major R. O. Yerburj’ has relinquisncu n*^ 
appointment to a permanent commission in the K.A.r. 

COLONIAL MEDICAL SERVICE 
• The lollowing appointments have been announixd ,, “‘I Eb ’ 

M.B., Lady Medical Officer, Gold Coast : J. A. Eicm .j,. 

Lady Medical Officer. Aden; F. R. MacNau^ghton, N.B, 

Officer, Nyasaland; G. Skinner, 'M.R.C.S., D.T.M.. “"' 1,0 Medical 
M.B., Medical Office.-s. Tamranyrka : H. S. Officer, 

Officer (AfricanI Gold Coast; W. S. Kulcsza,, nffirer, 

St. Vincent; W. Wolynceiicz, M.B.. District. .Medical omew 
Grenada: P. G. Cunid, M.b!.' D.P.M., A/ininistrative Mejl ^1 
Officer, Superseale Grade A, Federation of Malas^ riorthem 
Harrison, L.R.C.S.I.. D.P.H., Senior Modical Offirer. 

Rhodesia: N. E, W. Anderson, M.B., D.P-H., pT;^F&H., , 0^5 

Menries. M.B., and F. L. G. Selby, F.R.C.S., Assistam Dnertors 
, of Medical Semces, Niceria ; G. 1. H. Braine. M-B.. p.l -• 3-^. 
and J. E. McMahon. M.B., D.T.M.&H., AdFiinistrative M^ical 
Ofikers, Superscale Grade B, Federation of 'r\ 'u ' VoUeL 

M.B., D.T.M., Medical Ofheer, Grade A, Tnnidad: D. H, Noueu 
M.B.,- Ch.B., Director of Medical Ser^ces, Basutoland^ 


trade UNION’ MEMBERSHIP 
The following is a list of local authorities which are ‘''’9®'’ 
stood to require employees to be members of a trade un 
or other organization ; ' _ ,,,. 

Mciropolilan Borough Councils. — Fulham, Hackney, PuP 
Non-County Borough Councils. — Dartford, ■W'allsend. 
Urban District Councils.— Denton, Droylsden, Houghton|i 
Spring, Huyton-with-Roby', Redditch (restricted to new appo 
menis), Tyldcsley. 


Co'ngress. Fourth Inlemationat. 1948 

cS'ey-'M’- William' GowSfl 845-19 15 : A Biogmplucol 

Snf ^Sf tir^^culation. 

smgical Treatment: instruments 
and apphances. Neurefibromatose nach Umer- 

''Snren am menschlichen Magendarmschlauch. 1948. 

8 ?r^t 'k.f toSKf Sues Hiedecine InfantBe. Troisteme 

Ke-fer°C. s'.’and Hewitt. C. S : Therapeu'jc Value of Streptomycin. 

A Studv of 3,000 cases, 1948 

tSFI ■” “““■ 

'mS:'do„ T. V , DH,*, F.™. -1 

trahf^p'^ El’sistema Neurovegetaiwo 194S 

TO-'"'™-- 

Rainer, t*. 

nsl' L i; ;;/a"rA?7 n»"Fi’f.» ... - 

Simonnet. H.. Chirurejcal de 1 Otospon; 

Soorddle. M.. Ig”™ g Bianchi, H. D.. 

MaM!o-FaaaL^1946._ ^ ^ Oto-Iaryngology. 

?’ir’j. and Lapeuge. J.: La PdnidlUne cn Oto-rhino- 

TBd,i'“^LelJ|H-;onidelSi^^^^ 

TournayNR.. andV.aBms.Y^^ Stimme „nd^f - %il 

lumverleizung. aer PupiUe auf Mydnafca nach Unter 

"'Sng-^er s™P|^giSphy " of ^rbian Mrfical Literature. 
''%™il5i8fn Serbian). 1947. 
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Association Notices 


TUBERCULOSIS AND DISEASES OF THE CHEST 
GROUP 

The inaugural meeting of the Tuberculosis and Diseases of the 
Chest Group of the Association, whose formation was approved 
by the Council on June 27, 1949, will be held at B.M.A. House 
on Friday, Sept. 23, 1949, at 2 p.m. 

All those interested in this, new group are invited to attend. 
Application forms for membership of the group may be 
obtained from the Secretary, B.M.A. House, or will be available 
at the meeting. 

AREAS OF HOLLAND AND LINCOLN DIVISIONS 

The Council has transferred the following areas from the 
Lincoln Division to the Holland Division ; 

Urban District of Skegness. 

That part of the R.D. of Spilsby comprising the Civil 
Parishes of Wainfleet All Saints, Friskney, Stickney, Croft,- 
New Leake, Eastville. 

Charles Hill, 
Secreinry. 

PRIZES FOR MEDICAL STUDENTS, 1950 

The Council of the British Medical Association is prepared 
to consider the award in 1950 of prizes to medical students 
for essays submitted in open competition. 

The subject of the essays shall be “ Clinical Teaching in 
Relation to the Practice of Medicine.” 

The purpose of these prizes is the promotion of systematic 
observation among medical students. In awarding the prizes 
due regard will be given to evidence of personal observation. 
No study or essay that has previously appeared in the medical 
press or elsewhere will be considered eligible for a priz,e. Any 
medical student who is a registered member of a medical 
school in Great Britain or Northern Ireland at the time of 
submission of the essay is eligible to compete for a prize. 

If any question arises in reference as to the eligibility of 
a candidate or the admissibility of his or her essay, the decision 
of the Council of the British Medical Association shall be 
final. In determining the number and the value of the prizes to 
be awarded the Council will take into consideration the number 
of essays received. Should the Council decide that no essay 
entered is of sufficient merit, no awards will be made. 

Each essay must be typewritten or legibly written in the 
English language, on one side of the paper only, must be 
unsigned, and must be accompanied by a form of application 
which can be obtained from the undersigned. Essays must 
be forwarded so as to reach the Secretary of the British Medical 
Association not later than Dec. 31, 1949. Inquiries relative to 
the prizes should be addressed to the Secretary, British Medical 
Association, B.M.A. House, Tavistock Square, London, W.C.L 

. Charles Hill, 

Secretary. 


NATHANIEL BISHOP HARMAN PRIZE , 

The Council of the British' Medical Association, is prepared to 
consider the award of the Nathaniel Bishop Hannan Prize in the year 
"^0- The value of the prize is approximately £100. The purpose of 
the prize is the promotion of systematic observation and research 
among consultant members of the staffs of hospitals who are not 
^tached to recognized medical schools. It will be awarded for the 
pest essay submitted in open competition. The work submitted must 
mcludo personal observations and experiences collected by the 
CMdidate in the course of his practice. A high order of excellence 
r L ‘■*^ 4 uired. No study or essay that has been previously pub- 
usned in the medical press or elsewhere Mil be considered eligible 
• tor the prize. . 

Any registered medical practitioner who is a consultant member 
01 tile staff or senior hospital medical officer of a hospital in Great 
N. Ireland and is not attached to a recognized medical 
° r compete. If any question arises in reference to 

T*. ■ ® candidate or the admissibility of his essay the 

decision of the Coundl shall be final. 


. Should the Council of the Association decide that no essay sub- 
mitted is of sufficient merit, the prize svill not be awarded in 1950 
but will be offered again the year next following this decision, and 
in this event the money value of the prize on the occasion in 
question shall be such proportion of the accumulated income as the 
Council shall determine. 

The writer of the prize-winning essay may be required to prepare 
a paper on the subject for publication in the British Medical Journal 
or for presentation to the appropriate Section of the Annual Meeting 
of the Association. Each essay must be typewritten or printed in 
the English . language, and must be distinguished by a title and a 
motto. The essay must not bear the name of the writer, which should 
be sent with the essay in a sealed envelope bearing only the motto 
on the outside. 

The title of the proposed essay and the motto should also be 
notified in writing to the Secretary by Dec. 1, 1949, on a form to be 
obtained from the Secretary. Essays must be forwarded to reach 
the Secretary, British" Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.l, not later than March 31, 1950. The prize 
will be awarded at the Annual Meeting of the Association to be held 
in 1950. Inquiries relative to the prize should be addressed to the 


Secretary. 

.Diary of Central Meetings ^ 

August 

3! 

Wed. 

General Medical Services Committee, 11 a.m. 

September 

9 

Fri. 

Joint Committee on Fees for Part-time Work under 
Local Authorities, 2 p.m. ' 

13 

Tues. 

Proprietary Medicines Committee. 11 a.m. 

14 

Wed. 

Rural Practitioners’ Subcommittee 11 a.m. 

15 

Thurs. 

General Medical Services Committee, 11 a-m. 

16 

Fri. 

Committce on Psychiatry and the Law, 2 p.m. 

October 

5 

Wed. 

Joint Committee of British Medical Association and 
National Veterinary Medical Association, 2.30 p.m. 


Meetings of Branches and Divisions 

South-Eastern Counties Division 

A meeting of the Division was held at St. Boswells bn July 3. 
After Dr. Giover had given a report of the Association’s Annual 
Meeting at Harrogate, the meeting discussed the constitution of the 
local medical committee. It was decided that tlie committee should 
consist of five members from Roxburghshire, five from Berwickshire, 
five from Selkirkshire, two medical superintendents from Peel and 
Dingleton, and the medical officer of health of each of the three 
counties. Seven members should constitute a quorum. Any practi- 
' tioner could be co-opted for special reasons. The committee should 
issue an annual report. Dr. Glover proposed that the old committee 
be re-elected, and the motion was carried. 

Suffolk Branch 

The Annual Meeting of the Suffolk Branch was held at Bury St. 
. Edmunds on July 14, with the president, Mr. F. R. Stansfield, in the 
chair and 33 members present. i • 

The report for the year 1948-9 was unanimously approved. The 
meeting also approved the establishment of a contingency fund m 
place of the local levy fund referred to in the report. A vote of 
thanks to Dr. R. A. Leader, who had audited the Branch accounts, 
was passed. Mr. Stansfield, the retiring President, then formally 
introduced Mr. D. J. P. O’Meara as president for the year 1949-50. 

The new president took the chair, and was invested with the chain 
of office. Mr. G. F. Langley, who had been elected by the Branch 
Council to continue as honorary secretary and treasurer, was then 
invested with the secretary’s badge of office. Dr. R. A. Leader and 
Dr. H. Roger were elected as public health representatives to seive 
on the Branch Council. 

Mr. O’Meara then introduced Mr. M. W. Bulman, who gave an 
address on “ The New Lookrin Obstetrics.” He said that fear w^s 
often responsible for pain in labour in the absence of gross physical 
defect, and that labour could be postponed by psychological reactions, 
so that postmaturity, inertia, and delay in the first stage of labour 
often resulted from the subconscious desire. to postpone the feared 
. events. Shock without severe haemorrhage might be initiated by fear. 

Lactation had recently been investigated by Peterson in cows, and he 
had found that peaceful surroundings, one attendant, and a regular 
milking routine, with milking more frequently than twice daily, 
benefited the cow and increased the quantity of milk. Applying this 
to infant feedirrg, Mr. Bulman suggested that sometimes it was desir- 
■ able to allow the fractious child to feed more frequently than at the 
customary three- or four-hourly intervals. The mother and child 
should be a “ biolo^cal unit,” which would eventually settle down to 
a routine beneficial to both. 
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The last quarter-century has seen three notable publica- 
tions concerned with this subject. First, the excellent 
report of Dr. Abraham Flexner (1925) on his compara- 
tive study of medical education in Europe and America 
undertaken under the auspices of the Division of Medical 
Education of the Rockefeller Foundation ; secondly, the 
Report of the Interdepartmental Committee on Medical 
Schools (1944), under the chairmanship of Sir William 
Goodenough ; and last, but by no means least, The Train- 
ing of a Doctor, by Sir Henry Cohen and his colleagues 
of the Special Committee of the British Medical Association 
(194S). 

A brief consideration leads inevitabl)' to the conclusion 
that education in medicine has developed more according 
to the dictates of expediency and tradition than as the 
result of integrative dervelopment based on continuity of 
principle. I shall therefore attempt to outline certain appro- 
priate principles and objectives, beginning with the asser- 
tion that medicine is essentially a science in that it deals 
with phenomena and is based on observation, experiment, 
and deduction, and is an art only in so far as the term means 
human skill, both definitions being derived from the Con- 
cise Oxford Dictionary. Popular perversion of these terms 
imputes to them the qualities of opposites, science being 
regarded as meaning preoccupation with essentially labora- 
tory aspects of disease, while the latter has come to imply 
mystic qualities of insight which transcend logic and defy 
definition. 

Enlightened promotion of health and care of the sick 
must be based on scientific method which compels thorough 
observation, leading to recognition of causal factors and to 
interference in, natural processes only wheia there is good 
evidence that such interference is likely to diminish the 
disrupting effect of disease on the corrtmunity or the indi- 
vidual. The clinician who makes his diagnosis from the 
patient's history and the presence or absence of physical 
abnormality and applies treatment which favourably alters 
the disease is practising the scientific method just as much 
as the experimental biologist who observes the behaviour 
of a cell in tissue culture, deduces a particular force deter- 
mining that behaviour, and tests his hypothesis by obser- 
ving the effect of calculated interference. It ■ makes no 
difference to the quality of the science if in a particular 
case the clinician can carry' out this process with his unaided 
senses while in another case he has to extend his sen- 


•From an address delivered to the East Yorkshire Branch of the 
B.M.A. on March 9. 1949. 


sory appreciation by microscopy, radiography, or chemical 
analysis. Science is just as much disgraced by the over- 
zealous application of elaborate technical investigation 
regardless of the patient’s emotional state as it is by indis- 
criminate blunderbuss therapy with a superficial diagnosis 
or perhaps no diagnosis at all. 


The Scientific Method in Medicine 


Despite the fact that scientific method was apprecicrcd 
by Hippocrates and Galen, its substantial application to 
medical practice is a comparatively modem development ; 
indeed,. it is probably incorrect to assume that it is at all 
widespread even to-day. The reasons for this are to be 
found, first, in the developmental history of medicine in 
its relation to mankind, and, secondly, in the prevailing 
emotional pattern of man himself. Fear is one of the 
dominant human emotions, and bodily and mental dis- 
order is a potent source of fear both to the sufferer and 
to his dependants largely because ill-health is a consunt 
reminder of insecurity and mortality. VvTien confronted 
with illness and the threat of illness the sufferer casts 
around for help, and the more omniscience and omnipo- 
tence he imputes to his helper the greater surcease does he 
Gain from fear. 


In the early river-valley civilizations of Babylonia and 
Egypt medicine was practised by the pnesthcod, who, 
greedy for power, relied mainly on mysticism and empiri- 
cism for their influence. Throughout the ages the pracuce 
of Medicine has been a compound of superstition, empin- 
cism and scientific method ; the last in but small propor- 
tion.’ It is still very true that in order to give patient 
comfort from their fears it is often necessary for *6 physi- 
cian to pretend to a degree of insight and confidence he 
sadly lacks. Small wonder is it that in these oircuin- 
stances the systematic practice of scientific method tends 
to languish. It is but a small step from the physician 
deceiving the patient to deceiving himself It is on^ by 
thorough grounding in scientific method that the 
practitioner can hope to retain a foundation of mtellectual 
honesty in the shifting sands of emotional prejudice. 

The attitude of the public to medicine is, of course, not 
fixed ; indeed, it is changing with astonishing 
One is frequently delighted to find how much intelligent 
insight laymen have in medical matters. People are be^n- 
ning to distrust the doctor who goes on treating thein for 
chest disease without an x-ray examination dosK 

them for anaemia without a blood test, or who the 
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that their febrile attack is a “touch. of malaria” without 
finding parasites. An increasing number of patients are 
beginning to suspect that the vast majority of illnesses 
recover spontaneously and not as the result of the “doc- 
tor’s _ medicine.” Patients not infrequently come. to the 
doctor saying that no doubt their complaint will right 
itself, but they would like to know how long it will last 
and whether anything will hasten recovery. 

If scientific method be the most desirable quality in 
medical practice its inculcation should be the chief 
endeavour of medical education. The first and main 
step in its application is the collection and evaluation 'of 
evidence directed towards establishing the best possible diag- 
nosis — ^that is, a diagnosis based on aetiology. In the case 
of an infective disease this implies the recognition of the 
causal organism, its source, the mode of infection, and an 
assessment of factors, intrinsic and extrinsic, which have 
determined the susceptibility of the patient to attack. In 
many diseases one has, in' the present state of knowledge, 
to be content with an inferior brand of diagnosis which 
goes no further than recognizing the probable type of the 
disease on the basis of similarity to some general qualita- 
tive concept. For instance, the diagnosis of effort syn- 
drome is based on an aggregate -of disturbances not due 
to any clearly defined organic or psychological defect in 
a person whose personality is of the type generally known 
to be liable to such reactions. The recognition of such 
inferiority of diagnosis is a constant reminder of the limited, 
horizon, and should act as a spur to the enlargement of 
knowledge'. Scientific method is critical of the quality of 
evidence and tries always to measure. A complaint of 
pain is not regarded as of much value until it has been 
defined in terms of its severity, location,- duratioii, and 
quality. The statement that tubercle bacilli are not present 
in the sputum is regarded as of little value without know- 
ing how often the examination has been performed and 
whether concentration methods have been used and cul- 
tures made. A common example of neglect of scientific 
method is the tendency to embark on a range of laboratory 
tests without a thorough history. The most important step 
in the elucidation of an obscure disorder may be the obtain- 
ing from another hospital of a report of some antecedent 
illness or operation. 

The scientific study of disease recognizes no limitation 
of methods of observation. The pencil and notebook can 
be as effective an instrument of investigation as the elec- 
tron microscope — ^indeed, often more so. The only pur- 
pose in employing the inferior clinical methods of physical 
examination of the chest when a radiograph is available is 
to keep in practice these methods against the time when 
radiology is not available. It is just as important to appre- 
ciate the limitations of a method as to know its possibilities. 
The good physician appreciates that he deals in. probabilities 
and not certainties. There is' no such thing as the “cast- 
iron ” diagnosis. It is a commonplace in medicine to see 
individuals, condemned to death on the basis of a well- 
supported diagnosis of fatal disease; gain a reprieve either 
because of the remote chance of error or the rare regression 
of the process. 

Faults of Educational Practice 

An important characteristic of scientific method is that 
it strives always to be quantitative. The transition from 
the qualitative to the quantitative marks the adolescence 
of a branch of science, and the conviction that if a pheno- 
menon e.xists it can be measured is a sign of scientific 
sophistication. . It is one of the serious faults of current 


educational practice that it allows people to obtain the 
hallmarks of higher education without any training in size . 
language. Much effort is expended in developing facility 
in two or more descriptive languages, living or dead, in 
history, in formal mathematics, etc., to the complete neglect 
of training in elementary statistical methods. In my opinion 
some appreciation of how to assess significance in numerical 
data, the normal distribution, and the theory of probability 
is just as important in the educated person — ^particularly if 
he aims at being a useful physician — as being- able to 
preserve the integrity of his infinitives and the purity of 
his tenses. Mathematics to a higher standard, including- 
elementary statistical methods and an introduction to the 
calculus — most important in biological science because of 
its preoccupation with rates of change — should be an essen- 
tial requirement for admission to a medical school. In 
exchange for this educational benefit I would willingly give 
the dead tongues, solid geometry, and much else .besides. 

Another characteristic of scientific procedure is a keen 
appreciation of the limitations of knowledge. It has been 
said, whimsically, that one of the functions of a university 
is to teach what is not known, partly in order to throw 
into greater prominence the little that is known and partly 
to stimulate inquiry so as to reduce, however slightly, the 
seemingly infinite content of the unknown. Progress in 
medicine has often been retarded by established authority. 
There is in human nature a deep-rooted fear of the 
unknown which tends constantly to seek solace in belief in 
the authority of the elder and to look for inspiration to 
the didactic rather than the appeal to reason. 'What in 
the light of present knowledge looks logical is likely to 
be- quite absurd in the light of future discovery ; expressed 
epigrammatically, the dogma of to-day is the doubt of 
to-morrow. It was Willard J. Stone (1936) who, in his 
monograph on Bright’s disease, headed a chapter on classi- 
fication with this apt quotation from Bacon: “The'first 
distemper of learning is when men study words and not 
matter.” It should be the constant endeavour of the teacher 
in any branch of knowledge — and the principles of science 
are applicable to all knowledge — to be constantly on the 
watch to prevent the student believing rather than com- 
prehending. It is the inevitable fate of the teacher endowed 
with superior intelligence, wide knowledge, and an attrac- 
tive personality that his followers tend to accept his pro- 
nouncements because they are his and not because they 
represent reasonable deduction from inevitably meagre 
data. The intellectual vigour and scientific quality of a 
medical school can be gauged by the quality of the 
teacher-pupil relationship. An outstanding fiaw in this 
respect is any element of the pompous or pontifical ; a 
sign of grace is an atmosphere in which no student is ever 
afraid to question or to express doubt and in so doing is 
assured of kindly and appreciative consideration. 

Much misconception has arisen with regard to that 
curious attribute which is called “clinical instinct,” the 
possession of which confers the power to arrive at a cor- 
rect diagnosis, more or less, at a glance. By many it is 
regarded almost with awe as evidence that its owner has 
capabilities which transcend scientific procedure — something 
akin to second sight. “He took one look at the patient 
and said he’s a case of acute Hodgkin’s ” — how often have 
we heard that sort of storj ? Such a tour de force is a 
compound of acute observation, extensive experience, and 
rapid deduction — all perfectly proper-rcoupled with a large 
slice of luck. If a clinical teacher indulges in such a 
diagnostic gymnastic he should take great pains to analyse 
the processes 'by which he arrives at the conclusion and 
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to emphasize that it is no substitute for thorough 
serification. 

Another much more mischievous slur mat is often cast 
on scientific method in clinical practice is the implication 
that it is in some way antagonistic to the humanity which 
should characterize the physician in his attitude to suffer- 
ing. In that the object of the scientific approach is to 
-influence favourably the state of the patient, any lack of 
sympathy or neglect of the patient's emotional state is 
just as much a crime against science as it is against 
humanity. 

The distinction between scientific method and empiricism, 
although very important, is rather subtle, in that the rela- 
tionship is rather that of the part to the svhole. While 
the scientist is always endeavouring to verify and to extend 
knowledge the empiric recognizes no such responsibility, 
but is perfectly content to work within the bounds of cur- 
rent belief. 1 fully recognize that for those but moder- 
ately endowed with intellectual ability a sort of conditioned 
empiricism is the only possible moJiis operandi, but this 
should always be recognized as an inferior substitute. 

Selection of Teachers 

It is clear that no educational system, however perfectly 
it be designed, can produce good results if it be applied 
to indifferent students by dull teachers. It is appropriate, 
therefore, to consider next the selection of the teachers and 
the taught 

In the past the system of training and selection of the 
academic staffs of the non-clinical departments of medical 
schools has been on a very much more satisfactory foot- 
ing than in the clinical departments. The main reason 
for this is the circumstance that these men haie been 

whole-time ” universit)' or medical school teachers and 
have therefore been free to move from school to school, 
thereby acquiring a valuable breadth of outlook and experi- 
ence. Furthermore, their advancement has depended very 
much more on their status in the national or international 
association of their colleagues than on their local status 
among those most of whom are unable to assess them as 
.critically as their peers. For instance, the career of a 
physiologist depends primarily on the opinion that other 
physiologists hold of him. In my opinion that is the 
biggest single factor which has promoted the undoubted 
scientific .ascendancy of the so-called laboratory sciences 
over the clinical departments. In my own alma mater this 
point is well illustrated in a non-clinica! department which 
in virtue of its whole-time status has been able to maintain 
in its direction an unbroken dynasty of illustrious scientists. 

Promotion to academic posts in the clinical subjects has 
been handicapped by the fact that until the comparatively 
recent introduction of whole-time units the field of those 
eligible has been almost entirely limited to those who bad 
already sunk economic roots in the locality. This has 
resulted in a great variation of standards and quality from 
place to place and from time to time in the same place. It 
is not so much that those responsible have frequently made 
errors in selection as that sometimes they could have-done 
much better if the field of candidates had been nation- 
wide instead of parish-wide. The other side of this picture 
is that many individuals of the highest ability and promise 
must have been denied opportunity because they had the 
misfortune to be contemporary with a surplus of quality 
in their own school and the system denied them the chance 
to move elsewhere. Previously academic clinical appoint- 
ments, with the exception of a few whole-time posts, bad 
to be filled from “ local talent,” and the. almost invariable 


practice was for recognition as clinical teachers to be 
accorded to those who had been elected to the staff of 
the teaching hospital, in many places without prior refer- 
ence to the University, which therefore had little if any 
direct influence on the appo'mtment. 

The position is very much better under the new Act 
The substantial payment now given to all clinical staffs 
should make it easy for a specialist to accept an appoint- 
ment away from his own school. Whereas previously his 
survival in a new mih'eu was dependent upon his gaining 
in a short time a consulting practice or upon the possession 
of private means, he now, even on a part-time basis, has 
enough to keep him going until additional conne.xions are 
established. 

This severance of geographical economic bonds can con- 
fidently be expected to have a great vitalizing effect on 
the teaching of clinical subjects. It has been clear that 
many medical schools were decadent from inbreeding. 
The extent to which this had gone was shown by the fact 
that, far from deploring and seeking to circumvent the 
economic factors which limited their choice of recruits 
to their own school, they had come to invest this practice 
with a peculiar intrinsic merit of its own, or, as Chaucer 
expressed it, “ to maken vertue of necessite.” It seems 
likely that in the New Order there will be little if any 
difference in standards of remuneration between academic 
centres ; this circumstance, coupled ss-ith migratory facilities, 
will mean that a medical school will have to compete for 
Its staff^, using for inducement opportunity for research, 
adequacy of clinical opportunity, a restricted quota of 
general administrative duties, and, above all, an atmo- 
sphere charged with a love of learning, a search for truth, 
and a tradition of discovers-. A free migration of staff 
was probably one of the main factors contributing to the 
great efflorescence of scientific medicine which occurred in 
Germany from about 1850 to the first world war. 

Let us try to analyse the qualities which should charac- 
terize the medical teacher and, in particular, the clinical 
teacher. The most fundamental attribute must be a 
thorough training in the method of science. It is this, 
and this alone, which will mean that his efforts ssall be 
characterized by thorough obsers-ation, critical evaluation, 
and intolerance of the specious and meretricious. He 
should be, or have been, engaged in the actisc prosecu- 
tion of research, because the procedure of science cannot 
be learnt from the grand-stand. It must not be e,xpected, 
however, that be should always, or indeed often, have been 
responsible for outstanding advances in knowledge — such 
achies-ement comes only to the few. Another quality of 
equal importance is the possession in outstanding degree 
of clinical ability with all its implications of experience of 
humanity in health and sickness, coupled with qualities 
of compassion and insight without which the successful 
care of patients is impossible. 

Lastly, there is an aggregate of attributes essential in 
any person whose duties entail human contact and leader- 
ship — i.e., the capacity to inspire others, to get the best out 
of them, and to create an atmosphere of happy endeavour. 
Although it is hard to put into words, we all know what 
is meant when it is said of someone that he is “ difficult.” 
There are many ways in svhich this unhappy effect origin- 
ates, but a common basis of it is intellectual arrogance ; 
contrariwise, one of the mosi endearing of human trails is 
humility. However it may come about, it is an imhappy 
fact that some people possessed of intellectual abilitj- are 
denied academic advancement solely because of their 
inabiliti' to create happy, relations. On the other hand. 
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outstanding qualities of rapport may more than compen- 
sate for shortcomings in other directions, in that they create 
an environment which enables others to attain a pinnacle 
of achievement which would otherwise be denied to them. 

Selection of Students 

Here one enters a highly controversial field. One of the 
fundamental aspects of this problem is the question whether 
,or not there are enough individuals of sufficient intelligence 
to meet the demands of the community. The increasing 
complexity of community organizalion and the develop- 
ment of technology are steadily shifting the emphasis from 
brawn to brain, and there is hardly a trade or profession 
which is not bent on imposing ever higher educational 
standards on its entrants. Each profession is bent on 
carving for itself the largest possible slice of the cake of 
intelligence. This is all very right and proper, but current 
belief regards the distribution of intelligence in the com- 
munity as a relatively fixed characteristic susceptible only 
to slow change over many generations. Intelligence so far 
as it is understood — and its definition and measurement 
are relatively rudimentary — is probably not susceptible to 
any great improvement in any one individual. The British 
Medical Journal in a leading article and in a paper by 
Smyth (1946), and the similar number of the Lancet in 
1948, dealt with the subject of selection of medical students. 
It was made clear that the problem was complex and was 
fundamentally hampered by ignorance of the qualities 
necessary for success in medicine. However, a. systematic 
effort is now being made to determine by organized investi- 
gation the correlation between various grades of achievement 
and different combinations of intellectual and personality 
attributes. It will obviously take years to reach any defi- 
nite conclusions. In the meantime it is clear that the more 
effort medical schools take to find out about their applicants 
the less likely are they to acquire gross misfits. An inter- 
view conducted by a small committee is essential. Students 
who show an outstandingly poor performance during the 
earlier years of the course should be discouraged from con- 
tinuing. Britain is no longer wealthy in terms either of 
man-power or of treasure, and she can no longer afford 
the luxury of square pegs in round holes. 

Integration of the Curriculum 

Although my qualifications allow me to speak with any 
measure of authority only in the department of medicine, 
I venture to offer some comments on education in the 
earlier years. Following a good grounding, preferably at 
the university standard, in physics, chemistry, and biology, 
the student passes to the study of anatomy and physiology.- 
In this direction the most notable advance of recent years 
has been made at Birmingham, where under the leadership 
of Professors Zuckerman, Gilding, and Smout there has 
been effected a fusion of the normally isolated disciplines 
of anatomy and physiology. Zuckerman (1947) has pointed 
out that this separation is a temporary phenomenon which 
has prevailed for only some 60 years. 

In 1845 William Bowman, in conjunction with Robert 
Todd, produced a great textbook, entitled The Physiological 
Anatomy and Physiology of Man, which made no distinc- 
tion in its presentation between structure and function. 
Apparently the separation was in large measure due to the 
influence of Sharpey, followed^by Schaefer, who, while 
contributing much to knowledge of structure particularly 
in the histological field, so developed the experimental 
approach as to establish this tradition as an entity separate 
from those who concerned themselves more or less exclu- 


sively with the direct observation of tissue structure. The 
same influence led to the curious anomaly that, while 
macroscopic structure became the domain of the anatomist, 
microscopical anatomy remained in general within the 
province of the physiologist. The last two decades have 
seen anatomists adopting more and more the experimental 
method so as to restore the former unity of approach. 
Parallel with this; another and philosophically not dis- 
similar trend can be discerned in that the physiologist or 
anatomist — it matters little what you call him — is probing 
ever deeper into the dynamics of molecular behaviour, 
making use of the modes of thought and techniques which 
traditionally have belonged to the chemist and physicist. 
These developments emphasize that the scientific study of 
phenomena, particularly biological, knows no narrow tradi- 
tional boundaries. The approach to a problem may at one 
time be mainly structural, at another functional. Function 
may imply the methods of organic chemistry, the techniques 
of nuclear physics, or the refinements of electrical engineer- 
ing. The researcher must be a jack-of-all-trades and a 
master of many, or at least capable of working in fruitful 
harmony with many masters. 

Widening Horizons 

The influence of this widening of horizons goes far 
beyond the most successful fusion of instruction in anatomy 
and physiology effected at Birmingham. We are now 
engaged in studying how best to apply this -scientific 
“ holism ” throughout the whole of the curriculum. The 
first step in this direction is to make the student’s transi- 
tion from the preclinical to the clinical as smooth as pos- 
sible and to impress on him that the knowledge and modes 
of thought he has already acquired form the only secure 
basis of clinical practice, and that the good clinician shares 
with the good physiologist devotion to the same scientific 
procedure. There used to be a time when, the second 
M.B. hurdle surmounted, the student proceeded to a book- 
seller to sell his physiology books ; he usually retained his 
anatomy works, because 'the surgeon has always placed 
great emphasis on a good knowledge of macroscopic mor- 
phology. With few exceptions teachers of medicine and 
surgery who qualified more than a generation ago have 
not attempted to base their clinical teaching on physio- 
logical knowledge, and therefore the student has not appre- 
ciated the concept of a body of knowledge one and 
indivisible. 

This appreciation of the unity of knowledge extends 
beyond the transition from preclinical to clinical, and we 
iiitend to make of. it a guiding principle in the reorganiza- 
tion of the curriculum- of the clinical years. It is our inten- 
tion that pathology be fhe central discipline around which 
is built the study of medicine and surgery, and at appro- 
priate stages pharmacology and all the other subjects which 
constitute the traditional more or less independent content 
of the conventional curriculum. 

An essential corollary to pathology occupying the central 
place in co-ordinated teaching is that it should be one 
of the subjects of the Final Examination and" should be 
• taken within a few months of the examinations in medicine 
and surgery. It is quite illogical that it should be other- 
wise, and in this school steps are being taken to effect 
such an association. It may even be desirable to go further 
and have written papers ahd viva-voce examinations con- 
ducted jointly by pathologist, pharifiacologist, physician, 
. and surgeon. This -would serve more than anything else 
to emphasize to the student the essential unity of these 
subjects. 
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The Place of Surgery 

In such co-ordinated teaching the place of surgery 
requires close e,xaniination. Traditionally surgery' has 
tended to be taught and practised as a discipline separ- 
ate from that of medicine. There are obvious though not 
particularly sound reasons for this dichotomy. The sur- 
geon has in the past had more to offer suffering humanity 
than the physician, and the rapid development of surgical 
techniques has in itself been a complex prqcess of immense 
practical significance. Furthermore the surgeon enjoys a 
position in public esteem far transcending that of the physi- 
cian — in some measure due to the inherent drama of the 
surgical operation and the strong appeal it makes to primi- 
tive emotional characteristics. However, in my opinion the 
time has come for a real rapprochemeni between surgery 
and medicine. The community of work and interest is far 
greater than the divergence. The physician need not be a 
surgeon, but the surgeon must be a physician. They are 
both engaged primarily in the recognition and study of 
disease processes, using the same methods of thought and 
similar diagnostic aids. The difference comes when the 
surgeon steps into his operating theatre and carries out 
surgical therapy. 

Speaking as a spectator, I would say that the difference 
between a good surgeon and a bad surgeon is much more 
often to be found in his ability as a physician than in his 
purely operative technique. The closest harmony has a 
beneficial effecUon both, particularly on the physician, who 
comes to appreciate the great opportunities and inewtable 
limitations of surgery and to realize the utter futility of 
treating the surgeon as a person whom he directs to do 
a specific operation. It is essential that the physician call 
in the surgeon in consultation, not so much to have an 
operation performed as to get another opinion on the prob- 
lem in its entirety. In my opinion a very practical method 
of emphasizing the unity of outlook is to avoid, except for 
very special purposes, the rigid hospital segregation of 
medical and surgical cases. I have the inestimable benefit 
of working with surgical colleagues who permit cases on 
which they have operated to remain in the medical ward. 
Witnessing the post-operative course and surgical after-care 
has an excellent influence on staff and students, and empha- 
sizes that there is no fundamental distinction between dis- 
eases treated surgically and those treated medically. I 
look forward to the day when clerking and dressing as 
separate disciplines are abolished and students will serve 
their clinical apprenticeship in hospital units where cases 
are treated some by surgical methods and some without, 
and where the surgeon shares with the physician the clinical 
teaching irrespective of whether operative therapy is 
applicable. 

Lightening the Burden 

As regards theoretical teaching in these subjects, close 
integration will lighten the burden for both teacher and 
tau^t. The cry of “ Pity the poor student " is often raised 
these days. It is stated that thefe is so much more to learn, 
professors of this specialty and that subject all clamouring 
for more hours in which to profess their branch of know- 
ledge, with the result that the student is in danger of being 
utterly overtvhelmed by a' flood of facts. That this tendency 
exists I do not deny, but I believe it is due not so much to 
the acquisition of new knowledge as to failure to discard the 
old. Viewed rationally, I am convinced that the presenta- 
tion of a well-balanced curriculum within the compass of 
the intelligent student — and there is no place in medicine 
for the dullard — is easier to-day than it has ever been. 
There are numerous instances of wvhere increasing know- 


ledge has replaced a welter of irrational conjecmre by a 
relatively concise body of knowledge. A very ob’vious 
example is drug therapy, in w'hich a small number of 
potent agents have entirely replaced a wide range of pro- 
ducts at best inactive or at worst harmful. Furthermore, 
the increasing emphasis on scientific procedure with its 
insistence on the critical evaluation of evidence has made 
the mere acquisition of facts of less importance. It is futile 
to attempt to show the student even a majority of the 
almost infinite varieties of human ailment. The careful 
study and critical evaluation of a relatively small number of 
diseases in all .their facets constitute a better preparation 
for medical practice than a motley of fleeting impressions. 
An essential feature should be emphasis on where to find 
information rather than on any attempt to overburden the 
memory. 

Clinical teaching to be of real value must be conducted 
with a small group: it is earnestly to be hoped that the 
increased number of students will not result in large ward 
classes. With a small group it is possible to make of each 
member an acth e participant in the work of the class. The 
student is much more likely to carry away a vivid impres- 
sion of a case which has been demonstrated by a fellow- 
student under the guidance of the teacher than if all the 
interrogation and demonstration has been done by the 
physician. We all know the'form of teaching in which the 
lecturer talks the whole of the time, relates the patient’s 
history — or what he thinks ought to be the history — rapidly 
demonstrates selected physical signs, answers his own ques- 
tions to his own complete satisfaction, and relegates the 
students to the role of passive spectators. 

Probably as the result of the morbid-anatomical era in 
medical development with its preoccupation with structure 
rather than function, there has tended to be undue emphasis 
placed on physical signs and insufficient attention paid to 
disordered function as revealed by the historj’ of the illness. 
Platt (1947) studied the value of the patient's history apart 
from physical examination as a guide to diagnosis, and 
came to the conclusion that in 68% of cases an accurate 
diagnosis — as confirmed subsequently — was made on the 
basis of the history, while in only 6% was it found either 
impossible to reach a diagnosis by this means or such 
diagnosis was completely wrong. This is most important, 
and cannot be over-emphasized in clinical training. How 
often one sees clinicians embarking on this or that labora- 
tory investigation or listening intently at a stethoscope or 
peering into a fundus when all these investigations would 
have some meaning and coherence if a little time were spent 
on the history. Much of the trouble lies in the character 
of the clinical part of final and higher examinations, which 
places an undue premium on the “ physical sign " and makes 
little if any attempt to assess the candidate’s interrogatory 
ability. 

A Welcome Development 

A very welcome recent development in clinical teaching 
has been the enlargement of the scope of social medicine. 
Previously this subject, or public health as it was called, 
was more or less limited to State medicine and sanitary- 
science, and was exclusively non-clinical. Although in 
every group there were notable exceptions, it was on the 
whole true that conventional clinical medicine concerned 
itself exclusively w-ith the organic aspects of disease and 
gave but scant attention to the patient as an indiv-idual, 
the. influence of his social env-ironment on the origin, 
development, and prognosis of his illness, and the effect of 
this illness on the prosperity and health of the other 
members of the family. Up till the last few years there w-as 
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an excellent reason for this omission in that the contempla- 
tion of the social and economic causes and consequences 
of illness brought inevitable frustration, because the aid 
and resources necessary to mitigate these influences were 
either totally absent or were provided by some charity 
usually gravely hampered by lack of funds. There has 
grown up under the new social Acts a wide range of assis- 
tance which can be brought to the aid of the victims of 
illness and accident, not as an act' of charity but as 
an expression of the prudence of a community which 
has elected to insure itself against the malevolence of 
chance. 

Although the general principles and the social biology 
of social medicine are a matter for a non-clinical depart- 
ment, their application to individual cases of illness is of 
the very stuff of clinical medicine and constitutes a matter 
for the clinician. It is in my opinion quite wrong for the 
physician to limit his view of the case to the details of 
the disease process and to leave the assessment of the social 
factors to another person, such as an almoner. The help 
of the trained social worker is of the greatest possible value, 
but it achieves its maximum value only in close co-operation 
with the physician. This emphasis is particularly valuable 
in teaching, because the general practitioner has rarely got. 
the help of an almoner and he must be quick himself to 
perceive and alleviate the social stresses of illness. 

Conclusion 

I can do no- better than conclude with a quotation from 
the evidence that Sir Thomas Lewis presented to the Good- 
enough Committee ; he said of medical teaching that it 
should “ aim at sending the student forth with a well-trained 
mind, familiar with and critical of sources of information, 
possessed of a sound knowledge and experience of alt com- 
mon disease, and of disease and manifestation of disease 
fc\vhether common or rare — that is clearly understood, 
^^is a substantial foundation will be laid upon which, by, 
^Riding as he has been taught, his mind can becQrne well 
stocked.” 
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In a pamphlet entitled “ Hospital Reform in New Zealand ” 
Drs. Selwyn Morris and Douglas Robb advocate a complete 
survey of hospital resources in the country, with tho idea of 
grouping them ultimately under six regional hospital boards. 
They say that there are now too many small and unrelated 
administrative units. The general medieal services overlap the 
hospital work, little attention is given to the care of the aged, 
and there is an undesirable division of authority between the 
local hospital boards and the Government department. The 
regional hospital boards would each serve about . 300,000 
people, and would have their base hospitals at Auckland, 
Hamilton, Palmerston North, Wellington, Christchurch, and 
Du.ued.i.a T.bere itbould aLso be an investigation fpio the 
nursing services. The existing shortage of nurses ha^ necessi- 
tated curtailment of hospital work on more than one 
occasion. 


THE TEACHING OF PHYSIOLOGY 
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“The true aim of the teacher must be to impart an 
appreciation of method and not'a knowledge of facts.” 

Karl Pearson (1900). 

Medical education, said Abraham Flexner, is a problem 
not of medicine but of education. That statement is as 
true to-day as when it was made. If we are to judge 
rightly of what should be sought in teaching physiology 
we must begin by examining the aims and methods of 
education and the difficulties of realizing them in the medi- 
cal course. For one of the major criticisms of medical 
editcatioa is that the elementars'- prictcipies af education 
have been forgotten. 

Education and Instruction 

In the older universities a sharp distinction was drawn 
between education and instruction. The Oxford English 
Dictionary defines “educate” as follows: “To bring up 
from childhood, so as to form habits, manners, mental and 
physical aptitudes.” 

The essence of education is that the student does the 
work. He is guided and stimulated by his teachers, and 
his teachers appraise and criticize his efforts. Set classes 
"occupy but a fraction of the student’s time-table; most 
of his time is spent working on his own in the library, 
the study, or the laboratory. To carry out this system 
effectively the pupil must have learned how. to work and 
classes must be small, which requires' a high teacher/student 
ratio. The system still operates in sixth-form work in 
schools and in the - older universities, particularly in 
languages and humanities. 

The O.xford English Dictionary defines “ instruct ” as 
follows: “To furnish with knowledge or information.” 
The teaching is didactic. • The student learns by memorizing 
material which he receives in lectures or from textbooks. 
His own mental contribution, apart from a feat of memory, 
is small. This system requires only a small teacher/student 
ratio. It operates in elementary schools and in trade and 
technical schools. 

The object of education is to train the student’s mind, 
to train it to seek its material from original sources, to 
manipulate ideas, and to weigh the evidence which bears 
on these ideas. The , well-educated man is not merely a 
man of superior knowledge ; he is also a man of method, 
a man whose mind is so trained that it can deal adequately 
with a problem presented to it for the first time. He can 
clearly define the problem, collect the relevant facts, evalu- 
ate what may seem to be contradictory evidence, and arrive 
at a judgment on the problem. These steps are common to 
mok of the higher intellectual processes that make up the 
life of a civilized community. 

In the case of science the same steps are taken, the facts 
being first won by simple observation. Then follows a 
further process which is the most important, and is the 
peculiar contribution of natural science. This is the method 
of experiment, which is the essence of the scientific method. 
Here the observations are made under a variety of condi- 
tions, in which one or more variables are controlled, kepi 
constant, or eliminated. It is by the method of experiment 
that conflicting hypotheses are tested and a decision finally 
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reached on which, if any, is correct. It is of course chiefly 
to the scientific method that we owe our knowledge of 
and abiiiti’ to control the world of nature, both animate 
and inanimate. 

The object of instruction is to teach a paiticular system 
of belief or practice. Thus religious instruction is rightly 
so called. In the secular field the method is particularly 
suited to the teaching of an art or a trade or a technique. 

Method in Teaching 

Since medicine always has been in large part a practical 
art, instruction clearly has its place as a method of teaching. 
But when medical schools were incorporated in the uni- 
versity — and the past two years have witnessed the com- 
pletion of this process in Great Britain—it was tacitlv 
admitted that the educational method, which is the chief 
concern of the universities, should play an increasingly 
important part. A century' and a half ago there may have 
seemed to be little justification for such a step. But the 
rapid progress in our understanding of biological pheno- 
mena since that time has now made the use of the method 
imperative. For the most important asset that the newly 
qualified doctor should have is an ability to leam both 
from his own experience and from that recorded by 
others. 

Now, if we look at the medical course of to-day we find 
that the method of instruction is almost in sole possession 
of the field. The educational method is used sparingly or 
not at all. The result is what would be expected. In the 
words of the Royal College of Physicians Planning 
Committee (1944): 

•“ We are agreed that, quite apart from lack of character and 
ability that may be avoided by improved recruitment and selec- 
tion, the average medical graduate has defects which are to be 
attributed chiefly to the manner of his training. He tends to 
lack curiosity and initiative ; his powers of observation are rela- 
tively undeveloped ; his ability to arrange and interpret (acts 
is poor; he lacks precision in the use of wards. In short, his 
trainmg, however satisfactory it may have been in the technical 
sense, has been unsatisfactory as an education." 

There are three reasons for the failure to use the educa- 
tional method in medicine. First, historical ; the course 
has grown out of a course of instruction, and the natural 
tendency is against change. Secondly, the crowding of the 
curriculum ; since the student learns more slowly by his 
own efforts than by the memorization of predigested infor- 
mation. less ground can be covered in the time. Thirdly, 
the small size of university staffs. 

Of these causes the second is the most difficult to com- 
bat. There is' a tendency to forget that the unfortunate 
student has such a thing as a mind that is worth cultivating ; 
there is a tendency for each teacher Co regard bis own 
subject as the most importaat in the whole curriculum, to 
forget that in medicine there are some 14 other subjects, 
and ruthlessly to demand his pound of flesh. The first 
cause needs no discussion ; the third is ceasing to be 
operative since the increase in Government grants to the 
universities. 

It is quite bej'ond the scope of this article to suggest 
what should be eliminated from the curriculum. All bodies 
who have considered the matter agree that much should, 
but until medicine has an enlightened dictatorship, or until 
some of us are prepared to be consistently ryde to our col- 
leagues, little will be done. It is urgent that it should be 
done, because the recent increase in university staffs makes 
the increasing use of the educational method a practical 
proposition for the first time. 


The Place of Physiology 

Against this background we may consider the place of 
phpiology, the opportunities it offers as a medium for 
training the mind, and the way in which these opportunities 
can best be utilized. No doubt it is chiefly because I am 
not and never have been on the staff of a university depart- 
ment of physiology, though I have long been a member of 
the Physiological Society, that the Editor asked me to 
contribute this article. 

Physiology and the closely related biochemistry have 
made enormous strides in the last century. Much is now- 
known of the behaviour of the mammalian body, both in 
terms of the body as a whole and in terms of its constituent 
organs and cells. This knowledge forms an essential basis 
for understanding the behaviour of the body in disease, 
and thus is an essentia] basis for clinical work and its 
numerous subdivisions. It is therefore quite obvious that 
during his course of physiology the student should gain 
as complete as possible a knowledge of the contemporary 
status of the subject. 

The course in physiology, however, has another and 
even more important function. One constantly bears that 
the premedicat subjects of chemistry, physics, and biology- 
are justified because they teach the student the fundamental 
principles and methods of science. From my own experi- 
ence as a recipient, as a donor, and as an observer of the 
premedical course in more than one university and school, 
nothing is further from the truth; the course tends to 
degenerate into a cram-class in which the student learns 
by rote. Of all the subjects in tbe medicai curriculum 
proper none is a better vehicle for the teaching of method 
than physiology. For physiology has been w-on by the 
experimental method, and the exponents of this method 
in physiology have numbered amongst them some of the 
greatest names in science. It is not enough, therefore, for 
tbe teacher in physiology to give his students a compre- 
hensive knowledge of the subject He must also gi-.e them 
a firm foundation in the scientific method, and pamcularly 
in the experimental method. For if he does not, he is 
failing in his most important duly, for no other teacher 
in the curriculum has similar opportunities for the 
exposition of method. 

By physiology we usually mean animal physiology . While 
there are many points of resemblance in the behaviour of 
a’t animals, there are very numerous differences in detail. 
The fish differ from amphibia, amphibia from birds, and 
birds from mammals. Even in the mammalia there arc 
often striking differences betw-een genera and even species. 
Now it has been maintained that it does net matter which 
animal is used to iliustrate physiological behaviour. This 
is incorrect. To quote from the Cambridge University- 
Report on University Education and Business (1945): 

" Any subject can be used as a means of training and develop- 
ing the intelligence, and when intelligence has been developed 
by exercise it will be a better instru.T.er.t for study-ing oiher 
subjects. This, however, is not the same as saying that the 
clarity in thought attained in one subject is direaly transfer- 
able "to another. In order to secure clarity the idps invok.-ed 
must be easily manipulated, and an early acquaintance with 
these ideas is a great aid to proficiency. Further, if the subject 
is one for which the student has special interest, he will more 
readily advance by using his innate ability unchecked by lack 
of interest in the subject-matter. Perhaps one of the most 
useful conclusions of experimental psychology- has been _ to 
stress the importance of developing intelligence in conjunction 
with special aptitudes a-Cd interests.” 

Since most students of physiology are going to be doctors, 
and wiil be primarily concerned with man, it is clear that. 
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in presenting physiology to the student, man should be 
used wherever possible ; if not man, the mammal. It is 
easier for the student (and in view of the strain of the 
curriculum this aspect should always command respect) if 
. human or mammalian physiology is the medium in which 
he is taught. While this should be a guiding principle, it 
need not be adhered to slavishly. There are aspects of 
cellular physiology which can at present be worked out 
only in invertebrates, and the energetics of muscular con- 
traction are as yet well elucidated only in the frog. There 
is one other important 'point. Most active laboratories 
have a team- or teams working on a limited field. It is 
natural that in the relevant school most attention should 
be paid to this particular field. From the educational point 
of view this is the correct course, because the student will 
learn method best by working in the field which his teacher 
has mastered. 

Techniques of Education 

Having defined our objectives, in which method has been 
'stressed, and having discussed the principles guiding con- 
tent, we may proceed to discuss the techniques of education 
that are available — the lecture, the tutorial, and the practical 
class. 

The Leefure 

When the attitude of a teacher is that of an instructor 
the lecture becomes a dogmatic exposition which is no 
more than a substitute for the textbook. It is what my old 
teachers in Cambridge used to define as a system for trans- 
ferring material from the notes of the lecturer to those of 
the student, without the material passing through the minds 
of either. It is of limited value, but it is popular with the 
student in these days of overloading, because he feels that 
if he learns his lecture notes he should be able to pass his 
examination. To the teacher who regards his function as 
that of an educator the lecture has a different purpose. No 
attempt is made to cover the ground completely ; certain 
problems are taken up and defined, and the experimental 
' evidence which has been accumulated in exploring the 
problem is set forth and critically assessed. 

I always remember in this connexion an elementary lee-. 
ture at Cambridge by Sir Joseph Barcroft on the kidney. 
He described briefly the kidney structure and told us he 
was going to ask six questions and describe one experi- 
ment to answer each of these questions. The questions 
were; Does the glomerulus of a frog act as a filter (evi- 
dence the constitution of the glomerular filtrate as obtained 
by Richards by puncturing Bowman’s capsule with a micro- 
pipette) ? Does the tubule of the frog reabsorb ? Does 


The essence of such a class is that the students prepare 
a subject by reading a list of references which they may 
have been given by the teacher. The results of the student's 
reading and deliberations are presented either as an essay 
or verbally to the group. The function of the teacher is 
to criticize and to comment on the matter and form of 
the presentation. These classes are inevitably small, and 
they can be effectively conducted only if the teacher 
realizes their function and has the ability to get to know 
his students and to help them individually. Outside Oxford 
and Cambridge this method is not to my knowledge used 
in Great Britain. Of all the subjects in the medical course 
none is more suitable than physiology for its employment. 
Nevertheless it will be difficult to start such a class, for 
so few of the graduates we turn out of our medical schools 
understand the principles of education, and fewer have 
any knowledge of how to apply them. The danger will be 
of producing just another cram-class, always popular with, 
(he student and requiring no mental exertion by the teacher. 

The Practical Class 

It is in the practical classes that the content of physiology 
assumes major importance. , I am glad to find that the day 
when the frog was the mainstay of practical physiology is 
nearly over. Wherever possible man should be used as a 
subject; if not man, the mammal. ,Now it is possible to 
illustrate a remarkable variety of experiments relating to 
the fundamental principles of physiology by experiments 
on man. Professor Landis, of Harvard, has instituted such 
a class, which I saw in operation. Lewis’s Exercises in 
Hitman Physiology, 1945, is a compendium of simple and 
very illuminating experiments drawn largely from his own 
field ; many experiments of similar type could be found 
elsewhere to complete the course. 

The advantage of such a course is obvious. The student- 
becomes familiar with the workings of the human body 
and with the approach to human problems through experi- 
ments on man himself — an invaluable prelude to medicine. 
It is one of the major shortcomings of contemporary medi- 
cine and surgery that so little use has been made of the 
experimental method, that we have failed to verify so much 
that is capable of proof or disproof, and that we accept as 
fact so much that is no more than a tissue of dreams. The 
difficulty in arranging such a class is the space required 
to acipnTirfodate so large an experimental animal and his 
obse^ers. When new departments of physiology are built 
tbe”/should provide for such a laboratory, which could also 
be/used for. teaching elementary physical signs. 


the tubule of the frog excrete ? The same three questions d;fficuIt”to"^ore^1ze”<5tf^nnp Great Britain will 
flhniii fhf» rnnmmai ThiR lecture wa?: remark- n. » -S gtS they are based on the 

licat or dog, uncommon and expensive animals the use of 
which is much hedged round by restrictions. In Adelaide 
saw a most successful practical class in which the wild 


were asked about the mammal, 
ably helpful in hav m'- ' [i:: 

kidne^fuj-^^ion and exc^lIenU^an exn^v^^ 9>resti5hs^llf 
tfx method. It was to my Snd thf 
lecture should be. of what a 

The Tutorial 

The second method is the tutorial R, 

not mean the revision class to which we hav A 

tomed m our medical schools, which is 
a cram-class of the most brazen variety ‘f’^n 
success as jts only goal. Not surprisinel A t 
class has become popular with the overb.. ^ of 

and his teachers can see in it a sign of student, 

of which they are the chief creators r m disea^^ 

a class of the kind that fso Spo tan' 
cafional method as practised in Se sfxth foT ^4 
school and at Oxford or Cambridge. ^ "o'* 


I abbit was used. These animals are apparently very tough 
■nd can be trapped cheaply. Of a team of six students, 
here was one anaesthetist, one surgeon, and one assistant, 
vo in charge of recording apparatus, and one in charge 
kf notes. A series of 12 experiments was done, including 
‘le occlusion of the carotids before and after denervating 
h carotid sinus with collections of blood from the 
bra renal vein. 

lir Stanton Hicks told me that these classes had been 

t markably successful. The students learned to work as a - 
am and succeeded in carrying out in a remarkably suc- 
cessful fashion even a very difficult technique such as that 
just quoted. But one of the great points about such a 
class is the interest it stimulates. The student is able to 
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record these very dramatic facts for himself, and Sir Stanton 
said that one of the major difficulties in running the class 
was To get the students out of the laboratory in time to 
have it cleaned up for the next day. 

The Student’s Problem 

Education is essentially a partnership, and having con- 
sidered the teacher’s side we must not forget the student. 
The student of to-day faces a problem that is in many ways 
much grimmer than that which faced his predecessors. 
Often he is dependent on a grant which continues only 
so long as he passes his examinations. The exigencies 
of war and the pressure of students on medical schools have 
led to the practice of expelling a student after one or two 
failures in an examination. The student’s request is accord- 
ingly a simple one : he asks to be put through his examina- 
tions. Whether or not he is educated in the process is 
to him a secondary consideration. 

If we teachers place a high value on education, and on 
method, we must ensure that the student who has acquired 
this is duly rewarded. This can be done in two ways; 
by taking into account his performance in class during 
the year, and by ensuring that the examination is largely 
a test of method. For I doubt whether we are in a posi- 
tion to do away with examinations. Nevertheless, they 
require the same careful study as the course itself. If the 
course is being designed to impart method the examinations 
must be designed to test how far method has been acquired. 
And since all professional examinations have and must 
continue to have an external examiner, it is clear that he 
also must understand and be in sympathy with what has 
been attempted. His selection therefore requires equal 
care.- ' 

Conclusion 

The reader who has persisted thus far may remark that 
this article is just loose talk, that the writer has not laid 
down a precise syllabus, that he has not told the physio- 
logist what he must teach and what he need not, and that 
he has not laid down the number of hours to be devoted 
to lectures and tutorials and practical classes. I have not 
done this', for three reasons : first, because I was not com- 
petent to do so ; secondly, because I profoundly distrust 
any precise statements on matters that are so controversial ; 
but my chief reason is that these matters are of less impor- 
tance than the attitude of mind of the teacher and the 
student. I personally do not mind if a student comes to' 
me in medicine with enormous lacunae in his knowledge ; 
these he can very quickly repair once they are pointed out 
to him, if he has learned how to learn. But I do very 
strongly object when I meet students who have already 
had three years of university education, and who, far from 
having the scientific attitude of mind, have not the least 
idea what the scientific method is. That I regard as the 
most heinous crime of our system of medical education 
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“ It could be said. I suppose, that of all the changes which 
have occurred in the last half-century, the most beneficent 
are the discoveries of medical science. Assuredly much pain 
has been alleviated and much hope created by contemporary 
researches into the functioning of the endocrine glands and 
by such discoveries as insulin and the many varieties of anti- 
septic and anaesthetic drugs."— Mr. Harold Nicolson, the 
Spectator. August 19. 1949. 


THE TEACHING OF CHEftHSTRY 

BY' 

E. C. DODDS, M.V.O., M.D., F.R.C.P., F.R.S. 

Courtauld Professor of Biochemistry, University of London 

The teaching of chemistrj' to medical students has been one 
of the most controversial subjects in the whole of medical 
education. That a sound knowledge of organic and physical 
chemistry is necessary for the proper understanding of 
medical and allied subjects will. be disputed by nobody; 
but what is the best method of imparting this knowledge ? 
Medical students are taught chemistry usually in one of 
two ways. If they are students at a university possessing 
a single chemistry department, they attend special courses 
in this department. On the other hand, if they are students 
at a medical school attached to one of the big London 
teaching hospitals, the medical school in most instances 
provides teaching of the complete curriculum and the 
student is taught chemistry in the chemical department of 
the medical school. 

Two Methods 

It must be emphasized at the outset that these instances 
differ entirely in the problem they present. A university 
chemical department is naturally a highly specialized and 
well-equipped institution with a series of professors for 
organic chemistry, inorganic chemistry, physical chemistry, 
and so forth. Each of these subdepartments of chemistry 
is fitted with modern apparatus and well-turned-out teach- 
ing laboratories. Here are all the facilities for teaching, 
together with the necessary inspiration and drive given to 
a subject by those engaged in original research. Theoretic- 
ally at least, in these circumstances the medical student 
should have the advantage of an ideal education in 
chemistr)’. 

Before considering in detail what happens to him in this 
department; let us turn to the potentialities for the student 
in the hospital medical school. From the material point 
of view he is obviously ver>’ much worse off than his 
fellow-student at a university chemical department : for 
medical schools cannot afford to maintain and equip a 
chemical department of the same standing as that in a 
university. They obviously cannot afford to have three 
or four professors for the teaching of the various branches 
of chemistry, nor have they the space for separate depart- 
ments of inorganic, organic, and physical chemistry. Again, 
the equipping of laboratories of this type with modem 
apparatus would be an expense beyond their power. The 
chemistry department is therefore organized on different 
lines, consistent with its admittedly more limited scope. 
One man is responsible for organizing tbe teaching in all 
branches of chemistry, and he is assisted by more junior 
lecturers and demonstrators. The teacher of chemistry in 
the hospital medical school can claim an advantage over 
his counterpart in the university chemical department. 
Having spent years in a medical school, he has become 
acquainted with the ways and minds of medical students 
and is therefore perhaps in a better position than others 
to have responsibility for their chemical instruction. We 
can quote many examples of distinguished organic chemists 
w'ho have devoted the greater part of their lives to the 
teaching of medical students. 

To switch back to the university cherm'cal departmenL 
one must point out that the position of such a student 
is not quite so enviable as would appear at first sight. 
For a number of years past every university chemical 
department in the country has been grossly overcrowded 
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with honours and ordinary-degree students taking chemistry 
in its various branches 'as their main subject. Laboratory 
accommodation for practical work in every university in 
the country is inadequate, and almost without exception 
practical classes have to be run in shifts. The director 
of a university chemical department would indeed be abnor- 
mal if he did not regard the purely chemical student as 
his first charge, and not unnaturally the medical students 
are regarded as an unfortunate burden and necessity. They 
have to be fitted in to suit the convenience of lire degree 
students, and usually the less senior and inspiring teachers 
are allotted for their instruction. We can sympathize with 
the purely chemical teacher in the university, chemical 
department, to whom by definition the medical student must 
be little other than a nuisance. 

Value of Chemistry to the Medical Student 

It is very difficult for the medical student to regard the 
instruction for the first and second medical examinations 
as other than hurdles and obstacles put in his path to pre- 
vent his getting to the clinical work in the hospital. 
Chemistry to him means a kind of barbed-wire entangle- 
ment through which he must cut his way and so get to the 
patients in the wards. Unless he is very carefully taught, 
he does not realize that chemistry is being taught him for 
its intrinsic value, nor how it will help him when he does 
get to the wards. The teacher in the university chemical 
department completely loses sight of the medical student as 
soon as he has passed his second M.B., and one can well 
understand the lack of interest which must inevitably arise 
in these teachers. 

We are faced, therefore, with an unsatisfactory state of 
affairs both in the university chemical department and in 
the hospital medical school. In order to solve this difficult 
problem we must first of all try to define how much chemi- 
cal knowledge is necessary for the efficient practice of medi- 
cine. This is said advisedly, since we must never lose sight 
^of the fact that the main function of the medical schools 
■s to produce practising doctors and not medical research 
"workers. Every commission and committee that has sat 
on the revision of the medical curriculum has had pon- 
derous and far-reaching comments to make about the 
teaching of chemistry, but it is my opinion that very few 
people who have studied this problem really see it in its 
proper perspective. 

Obviously the ideal form of education would be to give 
the medical student a competent working knowledge of 
organic chemistry and biochemistry. To do this would 
take several years of study of chemistry and later of bio- 
chemistry alone. It is obvious that such a course is impos- 
sible, and we are therefore faced with the limiting factor of 
how much knowledge can be imparted to the average 
student in the six or seven years during which he is avail- 
able for tuition at the medical school. The amount of 
time allotted for the teaching of chemistry and biochemistry 
has been settled as a result of uneasy compromise between 
the warring factions of anatomy, physiology, and chemistry. 
The only practical way to regard the problem is to accept 
with as good a grace as possible this allocation of time 
and to see what can be fitted into it. 

Co-ordination of Work 

We may assume that the student of to-day, and certainly 
of the future, will come to the medical school with a fairly 
competent knowledge of elementary 'inorganic and physical 
chemistry, and either a smattering of organic chemistry or 
none at all. It would seem to me that the first and most 


important consideration is that the chemical course for the 
student should be treated as a whole from the moment he 
enters the medical school to the time when he is dealing 
with chemical pathology in his final year. In the past this 
has certainly not been the case. In the university the 
chemistry and physical chemistry have been taught in the 
chemistry department, biochemistry has been taught by 
another group quite independent of the former, and the 
chemical pathology has been dealt with by an entirely 
separate department. Again, in most institutions, little 
or no attempt has been made to co-ordinate the work of 
these departments, with the result that a student may be 
taught to estimate chlorides in the inorganic chemical 
laboratory in his first year and may be taught an entirely 
different method of estimating chlorides in biological fluids 
in his second or third year, and is possibly given an entirely 
new method in the chemical pathology department. This 
segregation of the three periods of his chemical education 
leads to intellectual resentment on the part of the student, 
so that he almost takes pleasure in forgetting and refusing 
to apply what he has learned in the previous department. 

Few would deny that those responsible for the teaching 
of the inorganic and physical chemistry should be suffi- 
ciently in touch with biology and the biological outlook 
to impress on the student that when, for example, he is 
conducting experiments on osmotic pressure in the inorganic 
chemical laboratory in the medical school or university, 
which seems to him so remote from the eagerly awaited 
ward or operating theatre, he is really actively preparing 
himself for this period. This making the student aware 
that his chemistry is being taught him -for his own ulti- 
mate good, and that he should not regard it as a particu- 
larly unpleasant obstruction in an obstacle race, must run 
through the whole of the teaching of chemistry. 

This question of the co-ordination of the various branches 
presents a difficult problem. One way to settle it would be 
.to arrange for all the chemistry taught to the medical 
student to be under the control of one authority. This 
experiment is at present on trial at the Middlesex Hospital 
Medical School, and has now been operating for three 
years. It is as yet too early to give any judgment oh the 
practical results, as the scheme will obviously have to be 
in operation for at least six years in order that the final- 
year students shall have been through the whole of the 
chemical course. The important point is that accurate 
co-ordination be obtained. Provided some scheme is put 
into force which ensures this, the teaching of chemistry 
to medical students is bound to improve. 

Choosing a Syllabus 

If this be accepted as the organization, we still have 
to face the further difficult task of choosing a syllabus. 
It is obvious that in the limited space at my disposal this 
important subject can be dealt with only in the most general 
terms. It would seem to me that the chemical education 
should be pyramidal in its construction — that is, the base 
should be extremely broad so that the student is grounded 
in the basic principles, and that as the teaching advances 
from inorganic and physical chemistry to organic chemistry 
the field can be narrowed as the pyramid rises. 

Thus it is obviously important that a really sound know- 
ledge of the physical chemistry of solutions, electrolytes, 
osmotic pressure, and, colloid chemistry be given to the 
student. So far as is possible this should be treated in a 
non-mathematical manner. Many experts will object to 
this and say that it is impossible. After many years of 
teaching medical students, I have been impressed with the 
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curious allergic objection that they have to any form of 
mathematics. This curious phenomenon is well known to 
all teachers, and one of the surest ways of alienating a 
class of medical students is to introduce some mathematical 
formula even of the simplest character. If enough trouble 
Is taken by a sympathetic lecturer, this cardinal error can 
be avoided, and it is possible to explain to students the 
phenomena oL physical and colloid chemistry without 
recourse to higher mathematics. 

In the past one of the great cifRcuIties in designing a 
course of chemistry for medical students has been the dif- 
ferent types of school education. Thirty years ago the 
teachers in the first year might be faced with a group of 
students' who X'aried bebveen two extremes. At one end 
of the scale was the classically educated boy from one of 
the older public schools who knew no science at all, and 
at the other end the boy from the secondary school who 
could have passed his first M.B. in physics and chemistry 
the day he entered. From that time up to the present this 
difficulty has gradually become less and less, and to-day 
every student entering a medical school has at least some 
knowledge of physics and chemistry, and very often also 
of botany and zoology. At the present time, with the pos- 
sibility- of the abolition of the matriculation examination 
and the substitution of the new certificate of education, it 
is premature and impossible to say what will happen with 
regard to the preliminary education of the new entries. It 
is almost certain, however, that in the medical schools we 
can anticipate receiving students who have an increasing 
knowledge of the basic scientific subjects of physics, 
chemistry, and biology. 

It is not the function of this article to discuss how much 
of the old first M.B. work should be done in school ; the 
construction of the chemistry syllabus will therefore be 
based on the assumption that the student entering a medi- 
cal school has an elementary general knowledge of 
inorganic and physical chemistry. 

Organic Chemistry 

The organic chemistry syllabus has always been one of 
the biggest bugbears of would-be reformers. The teacher 
of medical chemistry in a hospital medical school, in order 
to justify the importance of his subject, will try to make 
the syllabus as wide as possible, whilst the medical student 
in the university chemical department is often forced to 
attend lectures and practical classes on chemical subjects 
which he knows will never be of any interest to him. It 
would seem to me that we can profitably narrow this field 
of organic chemistry and restrict its teaching to those sub- 
stances which are of importance in the body. These, by 
and large, will include proteins, fats, carbohydrates, purines, 
sterols, and pigments, and in order to understand the 
chemistry of such substances the student must know some- 
thing of the basic aliphatic and aromatic compounds. This 
list Ts formidable enough, as anyone with knowledge would 
admit. There is obviously no point in teaching the medical 
student elaborate details of synthetic organic chcmisUr'. 
nor is there any point in dragging him through a lot of 
dyestuff chemistry and similar fields so far removed from 
his own. 

One of the most important errors to avoid is the feeling 
of satisfaction that some teachers and students get through 
memorizing formulae. This has always been one of the 
curses of medical chemical education. So many biological 
e.xaminers experience a feeling of erudition when they can 
demand the writing of a formula for a steroid hormone 
from a student. It is most unfortunate that so many medi- 


cal students, and in fact many of their biological teachers 
also, feel they understand the whole sterol field because 
they can draw' a cyclo-penteno-phenanthrene formula on 
the blackboard. WTiat is much more important is that the 
student should realize that the fusion of a number of satur- 
ated six-mcmbered rings gives rise to the possibility of 
innumerable stereo-isomers in this field, and that it is there- 
fore possible to have a whole series of cortical steroids 
all w'itn very similar formulae. In addition, the position 
of polar groups, such as methyl, hydroxyl, and ketonic. 
can modify the properties to such an extent tliat it is 
essential to have an idea of the importance of their positions 
in relation to configuration. 

Practical Teaching 

Up to the present I have dealt mainly with the theoreti- 
cal side of the course in chemistry. Perhaps even greater 
difficulties are caused by the wide divergence of expert 
opinion on the question of practical teaching. Teachers 
can be divided into roughly two classes. There are those 
who maintain that the student can obtain valuable instruc- 
tion by his making complicated quantitative estimations, 
and that even if the results are wide of the mark the fact 
that he has struggled through the determination will have 
demonstrated to him the principle of the method. The 
second group of teachers, to which I very definitely belong, 
maintain that this performance of elaborate experiments in 
determination, with the production frequently of ridiculous 
results, is not only useless but actively dangerous from an 
intellectual point of view. It encourages the development 
of the old bogy of the medical student already referred to 
— namely, that subjects like chemistry, etc., are put there 
as traps and obstacles to prevent him from getting on. 
The second group of teachers believe that the student should 
attempt experiments in quantitative determination only of 
a complexity that will enable him to practise them well 
enough to get accurate and reproducible results. The more 
complicated investigations can be shown in lecture 
demonstrations. 

Many teachers seem to delude themselves into beheving 
that medical students can perform accurate gas analyses 
with the Haldane apparatus and can do accurate blood 
analyses. Those of us who have had experience of running 
biocherm'cal routine laboratories know the length of time 
it takes to train a technician in one or two blood or urine 
quantitative determinations. With an intelligent technician 
it requires weeks of training before one can rely on his 
results, and it is therefore most unfair to expect a medical 
student to master the more complicated determinationv in 
the short time at his disposal. 

' Another important development in the modem teaching 
of chemistry to medical students is the very wholesome 
trend of employing biological material, and wherever pos- 
sible human material, for e,xperimental practical work. It 
is V’ery obvious that if one can design experiments where 
the students examine the effect of some reaction on their 
own blood and urine they take much greater interest than 
if they are handed out some made-up solutions. The prac- 
tical course in organic chemistry has been evolved in 
most schools and universities to contain exercises such as 
simple synthetic preparations which enable the student to 
understand the elementary principles of organic synthesis. 

In biochemistry the same principle should hold, and the 
student should only do exercises which he can accomplish 
efficiently, '^'herever possible the more complicated exer- 
cises should be illustrated by carefully thought-out lectures 
and demonstrations. 


508 Sept. 3, 1949 ■ TEACHING OF CHEMISTRY 


Chemical Pathology 

Finally, turning to chemical pathology, for the general 
course of practical instruction in examination of blood and 
urine from different types of cases it has always been found 
a good plan, if accommodation is .available, for students 
to be able to carry out examinations on patients whom they 
are looking after in their medical and surgical appoint- 
ments. While this tends to be a nuisance to those in charge 
of the laboratories, there can be no doubt that many bio- 
chemists of distinction to-day have entered the subject 
through this portal. In some institutions the students actu- 
ally perform the routine investigations on the patients. In 
my experience this puts far too much strain on the students, 
and the results cannot be relied upon. 

If the continuity of teaching is maintained, the student 
will appreciate it fully when he comes to his chemical 
pathology. If the scheme outlined has been properly imple- 
mented he will fall on the urinary steroidal examination in 
adrenogenital syndrome almost with relish and will start 
his studies of diabetes and other metabolic diseases with 
interest based on sound chemical knowledge. Another 
advantage of such co-ordination is that it enables the insti- 
tution to provide interest for the teachers of inorganic and 
organic chemistry. If they are in the same department as 
the teachers of biochemistry and chemical pathology they 
do not lose sight of their students, and then they have the 
stimulus of research work in that they are in constant touch 
with biological material. This is very different from the old 
regime in medical schools where the teacher of inorganic 
and organic chemistry had no connexion whatsoever with 
those dealing with biochemistry and chemical pathology, 
being segregated in a separate department. 

Conclusion 

Anyone who attempts criticism of the medical curriculum 
or points out faults in the existing system of teaching 
exposes himself to a battery of criticism, and this applies 
doubly to the person who is rash enough to publish his 
article in a journal permitting correspondence. There is 
no doubt that many of those who read these brief notes 
will be tempted to write at once and say that these objec- 
tions certainly do not apply to their particular university 
or medical school, I trust that those who are kind enough 
to study my remarks will understand that they are meant 
in an entirely general sense, and that there must be 
institutions where some or possibly all of the defects are 
avoided or minimized. 


The Dutch have long realized the limitations of their own 
language as a medium for scientific expression. In the 17th 
century Leeuwenhoek was sending accounts of his discoveries 
to London for publication in English in the Philosophical 
Transactions, and as recently as 1947 English was chosen as the 
most suitable language for the series of abstracting journals 
published in Amsterdam under the title of Excerpta Medico. 
Dutch surgeons have now commenced publication in English 
of a new journal for their specialty, the Dutch Archives of 
Surgery [Archivum Chirurgicum Neerlandicum), which is spon- 
sored by the Dutch College for the Advancement of Surgical 
Science. By this new journal surgeons in Holland hope to 
enjoy the advantages of international criticism and a broader 
interest in their work. Papers will be published in French 
or German also,*but manuscripts submitted in Dutch wilt be 
translated into English. The journal will appear quarterly, at 
an annual subscription of - £2 2s. The agents in this country 
are Messrs. Bailliere, Tindall and Cox. 
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ON THE TEACHING OF BIOLOGY AS 
A PREPAKATION FOR MEDICINE 

BY 

F. A. E. CREW, M.D., F.R.C.P.Ed., F.R.S.- 

Professor of Public Health, University of Edinburgh 

It is most unlikely that further discussion concerning this 
particular topic can yield conclusions significantly different 
from those presented in the l948 Report of the B.M.A. 
Medical Curriculum Committee. Nevertheless it is perhaps 
desirable that such discussion should proceed, since in 
spite of the appearance of this most admirable report 
there is still much disputation and not a little misunder- 
standing both among medical students and among their 
teachers concerning the contribution which biology makes, 
or is expected to make, to the education of the future 
practitioner of medicine. ' 

Aims of the Curriculum 

The structure of the curriculum and the place of biology 
within it cannot be considered profitably until the aims 
of the curriculum are known. They certainly are not solely 
the production of the general practitioner, that lowest (or 
highest) form of professional life, the specialist in some 
particular branch (or twig) of medicine, or the medical 
scientist (physicist, chemist, anatomist, physiologist, patho- 
logist, bacteriologist, biochemist, pharmacologist, and the 
like). There would seem to be a general though occa- 
sionally hesitant agreement that the product is meant to 
be a person who, in virtue of his initial organic endowment 
and early upbringing and as the result of his exposure to 
this curriculum, has become fitted to pursue further study 
and thus ultimately equip himself with that constellation 
of qualities, personal, social, and professional, that Is neces- 
sary for the kind of work he proposes to do and for the 
kind of life he proposes to lead. Graduation is thus 
the starting-point for a career in one of the three major 
provinces of medicine. The graduate can proceed thence 
to become a medical scientist whose hope is to advance 
knowledge in a particular field of medical science, a 
specialist in medical practice dealing svith some particular 
part of a human being in relation to the rest of him (for 
example, an ophthalmologist ; a specialist in the utilization 
of some particular technique demanding a mastery over 
some particular complicated machinery and of value in 
diagnosis and therapy — e.g., radiology ; a specialist in some 
particular field of medicine — e.g., public health), or a 
generalist in medical practice concerning himself with the 
total individual in relation to his total external physical 
and social world. 

So far as the future practitioner of medicine, is con- 
cerned, the aim of medical education is to produce out of 
an individual with the appropriate personality, aptitudes, 
and inclinations an educated person. He must be fitted lo 
claim his proper place in the society of .which he is a 
co-operative member and be equipped with the special out- 
look, knowledge, and skills which will enable him to render 
service of a special and expert kind to the community ; this 
service taking two main forms — the skilful application of 
his special abilities to the immediate task of conserving, 
augmenting, and restoring the health, happiness, and effi- 
ciettcy of individuals or of a community, and the expansion 
of the special corpus of knowledge which is medicine by 
additions thereto gleaned from his own activities and 
experience. 
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Groundings in General Science 

To medicine can be given several definitions, every one 
of them plausible and attractive. But for the purpose of 
this particular discussion let it be granted that, in the main, 
medicine in action, the practice of medicine, is the appli- 
cation to human and social affairs of medical science (that 
part of scientific knowledge which has its bearing upon 
medical theory' or its application in medical practice). 
'Medical science is a part of general science but has an 
added vocational value. It is but reasonable, therefore, 
that the. future practitioner of medicine should receive an 
adequate introduction to those disciplines which are grouped 
under the heading of medical science. Since medical science 
is sdence, it is equally reasonable that the student should 
receive an adequate introduction to science itself. 

The curriculum as we know it is divided info three 
inteirelated parts: (a) an introduction to general science 
(with special reference to physics, chemistry, zoology, and 
biology) ; (b) a grounding in the sciences on which the 
theory and practice of medicine rest (anatomy, physiology, 
biochemistry, bacteriology, pathology, pharmacology, etc.) ; 
and (c) an extensive introduction to the theory and prac- 
tice of medicine (total medicine applied to the affairs of an 
individual patient, of a series of these, or of a group). 
Since group (6) rests on group (a) it can of course be 
argued, and quite commonly and rightly is so argued, that 
in the ultimate analysis the sciences on which the theory 
and practice of medicine are based are physics, chemistry, 
and biolog)’. However, let this pass. All that this present 
approach demands is the acceptance of the view that the 
teaching of medicine is not to be detached from the teaching 
of science and that the practice of medicine is not to be 
undertaken by anyone who is unacquainted with science. 

There is another reason why an introduction to general 
science should be included in fte medical curriculum. The 
history of our society is from its beginnings, and especially 
since the Renaissance, the narrative of science in applica- 
tion, and the possibilities of the continuance and further 
development of our way' of life depend on the even more 
intensive application of science to its affairs. The practi- 
tioner of medicine is a citizen as well as a doctor, and as 
such should be well informed concerning these matters. 
Furthermore, it must remain impossible to understand the 
place which medicine occupies in our society until it is 
understood in what ways and to what extent science has 
shaped our social philosophy and has fashioned our social 
aims, and in what way's and to what extent the prevailing 
social philosophy and aims have moulded the philosophy 
of meficine. 

The promulgation of the theory' of evolution and its 
general acceptance produced great changes in our concepts 
of the world, of mankind, and of disease. Man, who had 
been a puny creature imprisoned in a hostile, narrow, and 
incomprehensible world, whose heart had been chilled by 
fear and whose mind had been blinded by superstition, was 
liberated. His w'orld became a potentially hospitable, 
friendly, bountiful environment which could be shaped 
by him to satisfy his every phy'sical need. Man himself 
became part of organic nature, a product of a continuing 
evolutionary' process. Neither he nor the social institutions 
which he had invented were final static things. He could 
hope to gain the knowledge concerning them that, trans- 
lated into power, w'ould enable him to change them accord- 
ing to his desire. Disease, formerly to the masses the 
handiwork of demons or the sign of the wrath of an 
outraged, malevolent, and implacable deity, became the 
manifestation of a disharmony between man and the other 


components of an oecological system of which the human 
being was but one member. Disease was the outcome of 
ignorance ; it was undesirable, unnecessary, preventable, 
and often curable. It was a barrier standing between man 
and his own self-selected goal and W'as therefore to be 
removed. 

Science grew because it gave to man in increasing measure 
the power to control the forces of his external and social 
world. It grew because it came to be recognized that 
before individuals and nations could hope to realize their 
spiritual desires they must enjoy a certain level of material 
comfort and security. Science in application has made 
possible the material welfare of mankind. But it has done 
far more than this. It has given to mankind great hope 
and the possibilities of great dignity. The medical sciences 
have grown because man came to desire health and freedom 
from pain and anxiety, and because these sciences have 
given that for which the people yearned. Medicine has 
grown because it has shown itself to be one of the most 
potent tools that a society can use for the achievement of 
certain of its aims — the creation of a physical environment 
ridded of its disease-provoking agencies and propitious for 
the full growth and expression of man's inherent qualities. 

For these reasons alone it is imperative that the student 
of medicine shall know what science is. He must be so 
attracted and impressed by the teaching to which be is 
exposed that he shall become and remain a scientist (in 
outlook at least). 

Purposes of Biological Training 

Biology, used as a branch of science to illustrate the 
whole, offers certain advantages. The student himself is 
aware of the biological nature of his own existence. Among 
the sciences it is biological science that seeks an understand- 
ing of the nature of human personality and answers to the 
questions — Whence came man, what is man, and what is 
to be his terrestrial destiny ? The relative attractiveness 
of the biological sciences to the student is perhaps evi- 
denced by the fact that failures in the first professional 
examination are invariably fewer in the case of zoology 
than in chemistry. Perhaps the student finds the exam- 
ination easier because the subject is inherently more 
attractive (7). Other reasons for this difference — the ones 
that usually satisfy the chemist — can of course be adduced. 

The content of the course and the method of its 
presentation are matters which have to be left to the 
teachers themselves. Doubtless they realize full well that the 
attractiveness of the apostle as a person is no less impor- 
tant in the matter of gaining adherents to a point of view 
Or to a field of inquiry than is the beauty of the creed 
he presents and represents. If courses in zoology' and 
botany' respectively are offered fay different university 
departments, as is usually the case at present, then it is 
imperative that the two should be most carefully integrated 

Perhaps it is correct to say that what their colleagues 
of the later years of the curriculum desire of the teachers 
of the biological subjects is that the ultimate purpose of 
their teaching shall be: 

(a) (in common Mth rhe physical sciences) to show that 
scientific knowledge is a special kind of knowledge, system- 
atized and formulated and secured by the employment of cer- 
tain particular modes of inquiry ; to show that scientific inquiry 
rests on the warrantable assumption that among the_ circum- 
stances and events in the world around us there is to be 
discerned an orderliness, a regularity, in the character or rela- 
tions of certain classes of facts and events ; to show that science 
is the product of human reason applied to the phenpmena oC 
nature and that it is that human interest and activity which 
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seeks to disclose this orderliness, this regularity, and to explain 
it ; to exercise the student in the methods of science — the logical 
methods of reasoning, inductive and deductive, and the techni- 
cal or technological methods of manipulation and measurement 
(including the elements of statistics) ; to exercise the student's 
curiosity in the stream of natural events that flows pa5t him ; 
to encourage his capacity for imaginative speculation (and his 
, capacity to hold this in check) ; by every possible means to 
interest the student in the higher values of science — e.g., the 
aesthetic quality in scientific thinking, fairness in judgment, 
openness of mind, scepticism, intellectual honesty, dispassionate 
observation, critical discrimination ; to contrast the relative 
values of reward in the form of wealth, security, social eleva- 
tion, popular acclaim on the one hand and on the other the 
calm delight that comes from the contemplation of the har- 
monies of science and the exaltation that follows upon scientific 
discovery ; 

(b) (the special contribution of the biological sciences) to 
stimulate, excite, and satisfy the student by giving him an 
understanding of the theories of evolution, of the cell and 
of the gene, and of the impact of these theories upon human 
thought and action ; to demonstrate the interdependence of 
Nature and nurture ; to display • the astonishing variety of 
biological inventions by means of which different types of living 
things function more or less efficiently — e.g., inventions relating 
to respiration, alimentation, reproduction ; to trace the develop- 
ment of the animal society and to contrast the social life 
of animals with that of man ; to demonstrate the essential 
harmony that exists between habitat and inhabitant and the 
effects of the disturbance of this harmony ; to present the con- 
cept of the oecological system. 

Much of what is here suggested might appropriately be 
offered in an arts course preceding the entrance of the 
student into the medical curriculum proper. Many of the 
topics listed may seem to belong to the territories of moral 
philosophy, logic, or aesthetics. But for the majority of 
medical students there is no such arts course, and so the 
responsibility for explaining these topics must be accepted 
^by the teachers within the medical curriculum. There is 
^ 1 valid reason why the student should be the loser by 

is arrangement. 

At present the complaint is all too commonly made by 
medical students that the courses in zoology and botany 
are a waste of the student’s time ; they are held to be 
useless because they do not seem to help in the cultivation 
of the bedside manner and because they postpone unneces- 
sarily the contact between student and cadaver or patient. 
There is gross and grave misunderstanding here, and it is 
for the teachers of the first year to remove it. The mind 
of the medical is more important than are his medicaments. 

A Privilege and an Adventure 

Participation in the medical curriculum is a privilege, an 
, adventure, a mounting excitement as knowledge is added 
to knowledge and understanding expands. If not, then it 
ought to be. What surely is required is that the first-year 
teachers shall hand on to those who follow students whose 
initial experience of the university has exceeded their 
wildest hopes, whose inclination towards medicine as a 
career has been strengthened, and whose mental outlook 
and habits have been profoundly affected as the result of 
their contact with science and the scientist. 

It is a privilege to take part in the making of a doctor, 
since he can be such a force for good in open society. 
To bore him in his first year is as great a crime as to 
discourage his idealism in his last year. It is imperative 
in these most critical days to arouse his faith in science as 
a means of human and social betterment. We are afraid 
of the power with which science has endowed us. Out of 
this fear has emerged a widespread pessimism concerning 


human nature and human motives. In this course the ' 
student should be presented with the evidence which shows 
> that man’s dominion , over the other species rests on his 
scientific knowledge concerning them. He should be invited 
to examine the evidence which points to the conclusion that, 
thanks to science and to science alone, it has become pos- 
sible both theoretically and practically for mankind to 
build a world based on common effort for common good 
in which the powers which science gives will be used for • 
beneficent purposes. He should be confronted with the 
proposition that the recent explosive growth of .science has 
made it impossible to set limits to the directive capacity of 
man or to predict how far he may extend his dominion over 
his external world and over himself. 

Believing in the perfectability of the human mind and 
loving his fellow man, the doctor, holding to the view that 
to expanding scientific knowledge there is no discernible 
limit, can do much to treat that most serious disease of 
mankind to-day, the pessimism which destroys man’s faith 
in man and robs the future of all hope. 


THE TEACHING OF ANATOMY TO 
THE MEDICAL STUDENT 

BY 

T. P. McMURRAY, M.Ch., F.R.C.S.Ed. 

Emeritus Professor of Orthopaedic Surgery, University of 
Liverpool 

Clinicians constantly complain that students on entering the 
hospital wards for the first time show a lamentable standard 
of anatomical knowledge. At first sight this would seem to 
be a severe condemnation of the teaching in the preclinical 
years, but there are certain factors which modify the value 
of the criticism. The chnician is, as a rule, a specialist in 
one branch of medicine or surgery, and his knowledge of 
the minute anatomy of the part of the body in which he is 
particularly interested is very extensive. If the roles were 
reversed, and the student were allowed to question the 
teacher on general anatomy, it might be that the report 
would be equally severe. 

Because of the frequency with which these complaints 
are made, it is natural that the student’s ignorance of the 
minute points of regional anatomy is accepted as proof of 
a weakness in the teaching of the subject. 

Many attempts have been made to bridge the gap between 
the subject of anatomy as a basic science and its applica- 
tion to the clinical work which is the object towards which 
the training of the medical student is directed., In most 
schools young clinical teachers from the medical and sur- 
gical sides of the university have been appointed as lee- . 
turers in the anatomical department with the object of 
changing the bald anatomical facts into a living picture. 
These efforts have been to some extent successful, and the 
student is instructed by the clinicians in those points of 
anatomy which are considered to be of the greatest clinical 
significance. 

The clinicians emphasize particularly the alterations in 
form and relationship which occur in the various organs 
as a result of their normal and abnormal functional activi- 
ties, and they lay stress on the importance of the surface 
markings of the various organs and bony prominences. ■ 

In spite of these efforts'at improvement the weakness still 
remains ; the student takes little interest in this important 
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part of the subject, as he knows that the clinician will 
take no part in the examination, which will be conducted 
entirely by the anatomical teachers. 

An experiment on somewhat different lines has recently 
been started in the University of Birmingham, where the 
subjects of anatomy and phy'siology have been integrated 
into one department. The idea is excellent; through this 
arrangement the bald truths of anatomy can be enlightened 
by fte experimental work carried out in the physiological 
section, and the dead structure of the dissecting-rooms can 
be seen to function in a living medium. 

Time Spent in the Anatomical Department 

In spite of these efforts there are, however, certain ques- 
tions which may reasonably be asked in regard to the 
teaching of anatomy. The first and most obvious of these 
is the problem of the time spent by the student in the 
anatomical department. Is time being given to anatomical 
instruction which could be devoted with greater advantage 
to other subjects in the medical curriculum ? To answer 
this question is extremely difficult; every teacher in the 
medical facu'ty is convinced that his particular subject is 
not receiving adequate recognition in the student’s training. 

It is obvious that the student is not receivmg too much 
instruction in anatomy, otherwise the criticism of the clini- 
cians would not have arisen. The student cannot possibly 
know' too much of that subject ; it is just as important for 
the doctor to know' every part of the human organism as 
it is for the engineer to know every nut and bolt of the 
machine for the repair and maintenance of which he is 
responsible. The only question, then, is whether the time 
spent in anatomical teaching could be rearranged to equip 
the medical student more fully for his life-work. 

At present the greater part of the time spent in the 
anatomical department is devoted to dissection ; the student 
must, during his attendance there, complete the minute 
examination of the whole body. Although this arrange- 
ment is very satisfactory, and gives both teacher and student 
a sense of completion, yet much of the routine work of dis- 
section could be avoided without lowering the value of the 
instruction given to the student. 

Dissection of at least one part of the body by each 
student is an essential step in his training. It is impossible 
to visuah'ze correctly from draw'ings or photographs the 
exact arrangement of the fascia in its attachments to bone 
or in its intermuscular separations. These can be under- 
stood fuUy by completing the dissection of any one part ; 
similarly, only by dissection can the student realize that the 
ligaments round a joint are not separate structures but are 
siniply thickenings of the all-embracing fascial sheath of the 
limb. Again, in the dissection of any one part he can see 
the method of origin and attachment of muscle to bone, the 
method of entry of the motor nerve into the muscle belly, 
the splitting up of the cutaneous nerve branches, and the 
arterial and venous arrangements of the part. 

These are only a few e.xamples of the outstanding impor- 
tance of dissection in the training of the student, but, once 
having accepted the necessity for dissection as an important 
factor in teaching, we are faced with the question of its 
extent. 

Is it necessary' for the student to dissect every portion of 
the body ? There is so much which is common to all 
regions that it seems to be unnecessary to insist on a com- 
plete detailed examination of every part. Once the student 
has dissected and understood the arrangement of-the more 
superficial structures of skin and superficial and deep fascia, 
with the emerging cutaneous nerves, in any region, h is 


comparatively easv', by the aid of diagrams and demonstra- 
tions, for him to understand the arrangement in other parts 
of the body. 

A Suggested Rearrangement 

A complete dissection of one joint with its articular sur- 
faces, joint cavity, ligaments, and capsule will form the 
basis from which variations in other joints can be under- 
stood and appreciated. Muscles take their origin from 
bone, membrane, and fascia in the limbs as they do in the 
trunk and on the chest and abdominal wall ; similarly, their 
methods of attachment to bone vary little in the different 
regions of the body. It is true that the arrangement of the 
organs, vessels, and nerves varies widely in the chest, abdo- 
men, and skull, but even this problem can be overcome by 
the museum dissections, models, and drawings. 

This suggested rearrangement would involve a consider- 
able increase in the number of demonstrations which must 
be given if the standard of teaching is not to be lowered. 
The problem is how to maintain an equally high standard 
of general anatomical teaching and at the same time to 
improve the student's knowledge of those sections which 
are of the greatest clinical significance. 

The obvious answer to this difficulty would at first sight 
seem to be an increase in the number of lectures ; this 
would have the advantage of concentrating the attention 
of all the students on the same section. Although this 
method has some obvious advantages, it is not really the 
answer to the problem. The size of the classes and the 
distance of the student from the dissection which is being 
discussed tend to diminish the value of even the most 
perfect lecture. 

Some lecturers have the ability to illustrate their teaching 
with clear, easily understood diagrams on the blackboard, 
but the best of these drawings fail to leave an impression 
on the student's mind equal to that gained by examination 
of the tissues in their normal relationship. 

Lectures and blackboard demonstrations cannot replace, 
but can only implement, the value of dissection and visual 
examination of tissues. If, then, it is impossible adequately 
to replace the slow method of dissection by set lectures, 
can there be any rearrangement of lectures by which the 
student can obtain better instruction in an equal period ? 

The only method by which this desirable end can be 
achieved involves a considerable increase in the teaching 
strength of the department. Each teacher could take a 
small group of eight or at most ten students, and each pan 
could be thoroughly and repeatedly demonstrated until in 
the opinion of the teacher an adequate standard of Imow- 
ledge has been reached. All the different sections would 
then be fused into the general outline, and the relationships 
of each organ and tissue to its neighbours explained in the 
set lectures, which could thereby be reduced in number. 

These suggestions would depend for their successful com; 
pletion on an alteration of the outlook of at least some of 
the teachers in the anatomical department. 

Divergent Views 

The subject of anatomy consists essentially of a mass of 
facts each of which is of equal value in the mind of the 
pure anatomist, but from the standpoint of the clinician 
and of the training of the medical student some of these 
facts could be omitted from the course, while others could 
with advantage be stressed and elaborated. 

A good illustration of this divergence of view is seen in 
the teaching of the musculature of the body. In the dissec- 
ting-room the student must learn the exact point and extent 
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of the origin of a muscle -from _bone and fascia with its 
course and relations to its point of insertion. He must also 
learn the nerve supply of the muscle ; but its action, which 
is the most important clinical feature, is usually ignored or 
at most mentioned casually. 

The clinical teacher, on the other hand, ignores the minute 
description of its bony attachments, stressing particularly 
the action of the muscle, and noting especially the fact that 
some muscles, like the biceps brachii, extend over two joints 
and therefore have a more complicated action than muscles 
such as the brachialis, which acts on only one articulation. 

The anatomical teaching of the vascular system of the 
body is also so complicated and minute that the student is 
forced to learn in parrot fashion the innumerable named 
branches of the arteries. Thus the external carotid artery 
is described as starting from the common carotid opposite 
the upper border of the thyroid cartilage, extending upwards 
and forwards and then backwards to a point behind the 
neck of the mandible, where it divides into the superficial 
temporal and internal maxillary arteries. 

In its short course the external carotid artery gives off 
eight named branches, whose course and relations must be 
memorized. These eight arteries in their turn give off a 
total of thirty branches whose names must also be remem- 
bered by the unfortunate student. Is it any wonder that 
as a result of this difficulty every student is fortified by the 
series of rhymes which help him to remember the first letter 
in the name of each branch ? 

Some Modifications 

In suggesting a few modifications in the teaching of 
anatomy in the preclinical years we must avoid the mistake 
of trying to teach the subject in a specialized form. The 
broad conception of anatomical structure must always 
remain. The student must be taught the interdependence 
of each system on the others, and all attempts to describe 

e subject as one of watertight systems must be resisted. 

is wrong to suggest that a limited or first-aid course of 
anatomy would be sufficient to fit the student adequately 
for a medical career. 

Nevertheless, there are some modifications which might 
be made in the anatomical curriculum, alterations which 
would not lessen the value of the course to the student and 
would make his subsequent medical training more simple. 
Of these suggestions the first and most obvious is the 
elimination of the uninteresting mass of detail which is of 
little practical clinical importance. The student should not 
be asked to take up a bone and map out by pencil or pen 
the exact limit of origin and insertion of every muscle and 
ligament to which it gives attachment. 

To this suggestion the examiner holds the answer: so 
long as there is any possibility that he may be asked such 
detail the student must burden his mind with unnecessary 
material. 

Further, there must be agreement between the clinician 
and the anatomist in regard to the amount of instruction 
which shall be given on pure anatomical grounds, as com- 
pared with functional and clinical details. It is unnecessary 
to teach all the details of muscular origin and insertion, 
but a sound working knowledge of these facts is necessary 
if the functional activity of a muscle is to be understood. 

Much interest has been shown recently in the idea of 
instruction by means of radiographic demonstrations ; these 
are of considerable importance in certain well-defined fields. 
Thus, radiographic pictures of the chest, abdomen, and 
joints are of considerable value, more especially in the case 
of the last-named in the recent innovation of movable 


pictures, but we must realize the limitations of this method 
of instruction. 

Modifications can also be made with advantage in the 
teaching of the arterial and venous systems. These are 
vastly important to the student and to the doctor, but there 
can be no advantage in knowing all the names with which’ 
the subject is at present burdened. The main vessels must 
be known and their situation and jelation to other 
important structures and organs fully realized. 

Central Nervous System 

The teaching of the nervous system could also be altered 
with considerable advantage. With a full knowledge of the 
nervous system the student will be able to understand many 
of the problems which he will meet after qualification. It 
is not enough to teach a student that the deltoid muscle is 
supplied by the circumflex nerve ; he must also understand 
the area of the cord from which these fibres are eventually 
derived, and know the other muscles supplied from the same 
segment. 

Neurology, which to most students of clinical medicine 
is a difficult subject, is largely a problem of anatomical 
localization. The apparent difficulties disappear when the 
structure of the central nervous system is understood. 

Too little use has been made of the important subject 
of developmental anatomy. Thus when instruction is being 
given on the structure ,of the central nervous system it is 
easy for the student to grasp the relationship and "the 
possible abnormalities which may be seen in this system 
if at the same time models are shown illustrating the various 
stages of development. 

Similarly, it is not sufficient that the student should read 
of the development of the heart or intestine without giving 
him the help which is gained from a study of models of 
these organs at various stages. The structure of fully 
formed bone can be understood more readily if the changes 
which occur in these tissues can be studied in models and 
diagrams. 

Anatomy is one of the most valuable subjects in the 
curriculum ; no attempt - should be made to reduce its 
importance, but a more complete integration of anatomy 
with the clinical subjects is not a difficult problem. 


ON TEACfflNG PHYSICS TO MEDICAL 
STUDENTS 

BY 

D. W. SMITHERS, M.D., M.R,C.P., D.M.R. 

Professor of Radiotherapy, Uitiversily of Loudon ; Director of 
Radiotherapy Department, Royal Cancer Hospital 

An attempt by someone who is concerned with postgradu- 
ate education to evaluate the present teaching of the basic 
sciences to first M.B. students is beset\with difficulties. 
While it is true that one should be in a position to judge 
how well the students from a number of different schools 
and from, several parts of the world have been equipped 
scientifically for the work they have to do as doctors, 
one is also out of touch with the trend of \thought in the 
undergraduate schools and with the plans for improvement 
in the training that are already afoot. What appear to be 
defects may be reasonable compromises hammered out 
after long discussion, and what seem to h>e obvious over- 
due reforms may only be awaiting the moment when 
they are no longer quite impracticable. , Voluntarily to 
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undertalce llie t3slc oI teaching one's grandraother how to 
instil the physical principles involved in extracting the con- 
tents of eggs is extremely rash. The incentive is a firm 
belief in the need for more science in medicine. By this I 
mean a way of thought, an approach to problems, and 
not merely what appears to the lay public so often as a 
rather terrifymg and uncontrollable technology. 

TTe process of development of medicine from a mediaeval 
art into a modern science is proceeding. There is no know- 
ing where important imph’cations to medicine may appear 
at any time from advances in the basic sciences. The 
study of mechanics led the anatomists to advance their 
interest in form to include an interest in function. An 
obscure draper in Delft, through a persistent interest in 
lens-grinding, was the first to see an animal “a thousand 
limes smaller than the eye of a large louse ” in a drop of 
water, and so laid the foundations of bacteriology and 
histology. As in the past so to-day: the introduction of 
artificial radioactivity in providing a new method of investi- 
gation by tracer techniques has started a new era of medical 
research. 

The reason for .inwting a radiotherapist to write about 
the teaching of physics is presumably that radiotherapists 
are so clearly concerned with the application of physics 
in medicine, and that they have been foremost in recog- 
nizing the need for the appointment of hospital physicists. 
Radiotherapists are not, however, alone in their interest 
in medical physics, the place of which is hardly gir-en 
adequate recognition by astonishing statements such as 
the following which appeared in a leading article in the 
British Medical Journal in 1945 : “ At present the applica- 
tion of physics to medicine is limited to radiology, the 
electrocardiograph, and the encephalograph in diagnosis, 
and the somewhat empirical use of various forms of radiant 
energy in treatment ; but it is highly unlikely that these 
represent more than a fraction of the contribution physics 
might make to human biology.” 

Physical methods of diagnosis and treatment have become 
indispensable in medicine and have so expanded in recent 
years and have covered so many branches that it was pos- 
sible to publish inlhe Um'ted States a year before the above 
quotation was written an encyclopaedia of medical physics 
of 1,744 pages under 255 main headings listed in the 
lable of contents (Glasser, 1944). The extension of the 
employment of physicists in general hospitals only awaits 
an initiative in other clinicians similar to that shown by' 
radiotherapists ; in fact, the latter have already established 
physics departments in most large hospitals which are ready 
and are waiting to be called on. 

Edncafional Yalne of Physics 

The importance of physics in medicine and the fact that 
the teaching of first-ye^r students has been unable to keep 
pace with the advances cannot be seriously disputed. Before 
W'e judge the success or failure of present methods of 
instruction, however, we must have a clear understanding 
of what we want to achieve. It is aU too easy to point out 
how much more is required, and all too difficult to reconcile 
the claims of the many subjects which compete for time 
on the already medical curriculum. If every' 

sectional interest had its way yean might be added to the 
training of thq ppor medical student, who only wants to be 
a doctor. The teaching him physics should be ■ 

to help to makiJ him a good doctor first and to pronde 
him with an ap^eciation of the practical applications of 
physics in medicD/ second. We should not forget, in con- 
sidering the first, t^’^t technical ability may be an important ' 


professional quality and, in considering the second, that 
so many branches of medicine are open to each indhidual 
student that he is unlikely to deal personally in practice 
with more than a small fraction of the physical methods 
concerned. Teaching that does not help the student towards 
these ends should be ruthlessly eliminated on the grounds 
that the inclusion of any unnecessary work under the 
present conditions of strain in a medical education amounts 
to cruelty. 

Anyone in daily association with a large and active 
department of medical physics employing nine physicists 
may be forgiven for stressing the importance of the prac- 
tical appUcation of physics in medicine, but no one who 
also consults with a number of doctors about the treatment 
of patients with cancer could deny' the paramount impor- 
tance of a sound general scientific location. The advance- 
ment of the practice of medicine demands that doctors 
receive a thorough training in the scientific method of 
logical, objective, dispassionate thought. To teach a medi- 
cal student that the field of human knowledge is expanded 
by reason and experiment : that he should remain 
unmoved by plausible argument while retaining the capa- 
city to accept new ideas, and so depend upon his 
own judgment ; that when his facts are verified and his 
arguments tested he should proceed to apply his conclu- 
sions fearlessly — this is an achievement which rises far 
above the mere provision of technical proficiency. 

Those combinations of qualities which go to make a 
good doctor and which are so hard to define are enriched 
and given purpose by a scientific outlook. The dissection 
of a problem to its fundamentak, the correlation and inter- 
pretation of the available facts, the conclusion uninfluenced 
by personal bias, add point both to the skill with which 
he applies his treatment and to the understanding and 
fellow-feeling that soften his conversation with his patients. 
We have too many fashions in medicine, too many new 
remedies which work wonders for a while, too many 
specialists whose diagnoses always lie within their specialty, 
and too many medical advocates of quack “ cures ” on the 
basis of one or tw'o cases unusual in their limited experience 
but w'ell within the bounds of normal variation. 

It is reported (Shryock, 1948) as an example of the sad 
w'ay in which treatment used to be based on mere asser- 
tions of the most dogmatic sort that Freteau, in the early 
nineteenth century, insisted on the necessity' for venesec- 
tion in certain conditions “ on the ground of r-.'. o reported 
cases, each susceptible of other interpretations than those 
he accepted ” (the italics are not mine). Y'hy pick on the 
nineteenth century when 1949 would do as well ? Vi'e do 
not have to go so very' far back in tne correspondence 
columns of our medical journals for equally good e.xamples. 
Doctors are not always less susceptible to convenient illu- 
sions than their fellows, nor are they less ready to produce 
rationalizations to preserve for themselves their appear- 
ance of reasoned thought and logical action. The laudable 
desire to save the medical student from some of the rigours 
of the syllabus, to get down to “the fundamentals of 
medicine” and awav from all this “pure physics, must 
not be allowed to interfere with his essential, basic scien- 
tific education. Phvsics and mathematics are particularly 
valuable as a background training in scientific thought and 
method. 

Medical Physics - ’ 

Having insisted on physics for its basic 
must we therefore necessarily insist on a 
physics similar to that planned for the el 
of physicists ? Surely a greater concent 
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physics will serve our purpose just as well and at the same 
tiine add interest and practical advantage. The under- 
graduate should learn to appreciate the use of physical 
methods in medicine and acquire a basic knowledge on 
which to build should he later take up some branch which 
is closely associated with a particular, form of medical 
physics. It may be as well that the basic sciences should 
not seem to be too well defined ; medicine has no interest 
in artificial barriers between the sciences, and physical 
chemistry and biophysics cannot be ignored because they 
have been arbitrarily placed on some borderline. We shall 
certainly not solve the real problems of the lengthening 
syllabus, the urge to get on with the things that will be 
useful, and the need to eliminate the inessential by insisting 
on the status quo. 

Once the student has embarked on ‘his medical career 
the continuation of his scientific education, should surely 
be made an integral part of his training rather than a pre- 
liminary to it. The medical student sets out to do medi- 
cine ; he regards a good deal of what he is taught in his 
preclinical course as being divorced from this object. It 
is too often merely an obstacle in the path of his progress 
towards matters of real interest.. He has to-day to over- 
come considerable difficulties to be allowed the opportunity 
to start at all, and at this stage is eager for instruction in 
subjects tliat seem to him to have an obvious medical appli- 
cation. When you start out to heal the sick it is a little 
discouraging to find yourself confronted by' a Wheatstone 
bridge and a post-office box. 

Dr. Henry Yellowlees (1946) starts his admirable and 
delightful book with the sentence, “ I suppose that the most 
significant, if not the most memorable, day of a medical 
student’s career is that on which he finally emerges from 
the preclinical period, and I have always felt that the 
occasion of his first introduction to clinical work might 
well be marked by some appropriate ceremony.” I think 
that this is a true picture of the position, but it contains 
some reflection on our method of presentation of the basic 
sciences as medical subjects. 

Adjustment of the Syllabus 

Postgraduate students embarking on a physics course for 
a diploma in medical radiology can be heard one after 
another denying familiarity with the physics that they were 
taught so few years before. No hospital physicist " assumes 
a knowledge of physics equal to that of the first M.B.” 
whatever the regulations may say, because he knows from 
sad experience that he can do no such thing. This is 
some indication of the failure to ensure that the training 
does at least consistently provide a sound though elemen- 
tary knowledge of physics. Is it possible that the reason 
so many retain so little is that their interest was not 
engaged ; and could the general educational result have 
been achieved with medical physics of m'ore interest to 
the student and a greater degree of usefulness to him 
during his clinical training ? 

If we assume that the present methods do achieve their 
main object of developing a scientific outlook and pro- 
moting a way of thought, giving due allowance to the 
varied abilities of the students to absorb such teaching, 
then reform must be cautiously applied to see that none 
of this is lost. If we assume that they do not achieve even 
this end, then reform is urgently needed. There would seem 
to be some reason for doubt whether the present arrange- 
ments of the teaching of physics are in fact nicely adjusted 
to produce the desired result. No emphasis is placed in 
the syllabus on the development of the all-important 


attitude of mind ; this is left to take .care of itself in the 
general classical approach to the subject that is laid down, 
or rather is left to the individual teachers on whose vary- 
ing knowledge of the needs of medicine and whose 
ability to impart an outlook to the student all ultimately 
depends. Some,' at least, seem concerned only with the 
elementary details of heat, light, sound, electricity, and 
magnetism. 

The practical utilitarian side of the instruction appears 
shyly here and there in the syllabus with the mention of 
osmosis, spectacles, microscopes, ophthalmoscopes, radio- 
activity, and thermionic emission. That no real importance 
is attached to these concessions to those who have 
demanded more direct application of the prescribed sylla- 
bus to medicine is shown in the list of exemptions which 
allows a boy from school to avoid all such instruction. 
The introductory paragraph of the syllabus of the Univer- 
sity of London for “ Physics (including Mechanics) ” does 
not say,-“ The subject is to be treated as a basis for the 
development of a critical, reasoning, scientific outlook and 
illustrated as frequently as possible by means of direct prac- 
tical examples of the applications of physics in medicine ; 
a knowledge of mathematics on the part of the student is 
an inestimable advantage in attaining this object, the experi- 
mental approach being the only other method likfely to be 
successful.” Instead there appears the rather dreary sen- 
tence, “ The whole subject is to be treated in an elementary 
manner, the mathematical development in no case extending 
beyond a knowledge of quadratic equations and elementary 
trigonometry.” 

It has, I believe, been suggested that the first M.B. might 
be abolished and that instruction in chemistry, physics, and 
biology be 'given along with that in anatomy and physio-' 
logy in one preclinical course, More time is wanted for 
the second M.B., and it is thought to gain it at the expense 
of the first. The time would presumably be gained by the 
elimination of much of what is now taught in the basic 
sciences and regarded by some as unnecessary, and "what 
remained would be more closely related to practical, every- 
day medical needs. If every student received a sound scien- 
tific training at school, if anatomy and physiology were 
not allowed to swamp the chemistry, physics, and biology 
that remained, and if teaching were done imaginatively 
and largely by the experimental method, using direct clini- 
cal applications for illustration, there would be much to 
be said for the suggestion. The student would start off 
doing something more nearly related to medicine ; he might 
better appreciate the need for the physics he was being 
taught. There are, however, a lot of “ ifs ” concerned. 
I do not know how such an arrangement would work, 
but while fundamental changes are being discussed there 
are still reforms which surely' should be made at once. 

\ 

■ Suitable Instructors 

The teaching of physics to medical students should never 
be solely in the hands of a university physics department, 
but should include instruction from those with personal 
practical knowledge of the medical applications of physics 
and who themselves engage in research in physics in rela- 
tion to biology or medicine. There is a growing band of 
hospital physicists available who would} benefit from a 
closer contact with medical students and also from the 
.necessity to review the applications of their branch of 
science to medicine on its broadest basis. ^There should be 
no exemptions from a course of this kind. ' Hospital physi- 
cists could produce many fascinating subjects for inclusion 
iii if. Some knowledge of . radioactivity, of the use of 
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radioactive isotopes as tracers in the investigation of physio- 
lo^cal- and pathological problems, and of the use of a 
Geiger-Miiller counter as a clinical instrument are obvious 
examples. It is not difficult at the same time, for instance, 
to convey something of the potentialities of the quantitative 
method, something of present ideas of the nature of the 
atom or the ways in which experimental confirmation of 
theory has been obtained. 

Last year I was fortunate enough to see the results of 
an exercise set by Dr. Joseph Hamilton to a student class 
in the University' of California at Berkeley in which each 
student was required to set down in detail an account of 
an experimental investigation that he would like to carry 
out with a radioactive tracer material and that had not 
been suggested before in the literature. Nearly all were 
reasoned, practical, original suggestions, and some were so 
well presented and of such merit that the opportunity of 
carrying out the experiment was being provided to these 
students. It would be hard to find a better example of 
the use of a method of applied medical physics as a means 
for promoting a scientific outlook. It is difficult to believe 
that such a result could be obtained svith the methods 
of training students in operation in most schools in this 
country at the present time. 


Practical Applications 

Illustrations of the application of physics in medicine 
naturally occur to me primarily in the field of radiation, 
but many others can be found. Some of the applications 
of optical principles, such as the measurement of erythro- 
cytes by the haloes they cause around a source of light, 
or microscopy from the optical microscope to the fascina- 
tions of the electron microscope, whbre a virus may be 
shown by means of a golden shadow, are good examples. 
Electronics is invading medicine on a large scale and pro- 
vides possible demonstrations for' the student in such varied 
fields as neurophl'siolOgy, the measurement of radiation, 
the use of hearing-aids, electrocardiography, muscle-nerve 
stimulation, colorimeters, pH meters, and even the 
demonstration of surgical operations by television. 

An obvious illustration in surgery is the importance and 
means of counteracting the physical factors that interfere 
with respiration and circulation when the chest is opened. 
The dermatologist may be interested in the physical forces 
which pToduce'’alteratioas in skin pigment, the psychiatrist 
in electric-shock therapy, the ophthalmologist in the spectral 
sensitivity of the various parts of the retina and the methods 
of investieatine night-blindness, the haematologist in elec- 
trophoresis, the orthopaedic surgeon m the trajectones of 
stresses in bone, and the otolaryngologist m the complica- 
tions of vestibular mechanisms. . . • . 

The difficulty is not to find illustrations but to distinguish 
amongst the wealth of material 

to hold the student’s interest and provide him with an 
appreciation of the underlying physical principles con- 
cerned, whfie unobtrusively developing his powers of criU- 
crex^mination of a problem and his desnc and abih^ 
to test a theorj' by experiment~in fact, providing him with 
the capaciti' for logical, impersonal, objective thought. 
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SIR MILLIAM GOHTJIS 

Sir tVilUam Gowers. By Macdonald Critchley. (Pp. IIS; 
illustrated. 17s. 6d.J London: WBIiam Heinemann Medical 
Books, 1949. 

Dr. Macdonald Critebleys life of Sir William Gowers, who was 
bom in 1845, records the chief events of his career. Illuminates 
them with the reminiscences of those who were privileged to 
be his pupils, and reviews his contributions to medicine. He 
was bom the son of a Hackney shopkeeper, and it was probably 
the accident of his father's early death and his widowed 
mother’s migration to the neighbourhood of O.xford that set 
bis foot on the first mng of the educational ladder at Christ 
Church College School. An apprenticeship to a general practi- 
tioner in Essex was his entry into the profession to wWch he 
was destined to contribute so much. Thereafter University 
College Hospital and subsequently the National Hospital made 
up the sphere of his activities. He played no great part in 
medical affairs : neurology filled his working life, and hobbies, 
especially shorthand, occupied his spare time. He died in 1915. 

Gowers will be remembered as a great clinical observer. Dr. 
Critchley points out that the early descriptions of many of the 
nervous diseases which we recognize to-day with confidence 
are due to his acumen. That this has not been more generally 
recognized in the past is due to the fact that many suoh descrip- 
tions were given casually in the course of his writings and it 
was often left to subsequent observers to attach a label to con- 
ditions which Gowers had discovered. 

Dr. Critchley has written a valuable memoir wbicb is snort 
enough to make the reader wish for more. Ten illustrations 
add to its interest, and it includes a bibliography. 

Russell Brain. 


PIONEERS IN’ ORTHOPAEDICS 

On die Con(ri5u(ions of Hugh Owen Thomas, Sir Robert Jon^. 

and Mm Ridton to Modem Orthopaedic Swgen’. Bv H. 

Winnett Oit, M.D. ; supplement by Arthur SteiMiw, M.D. 

(Pp 253. £1 55.) Oxfotd; Blackwell Scientific Pubticauons. 

These three men. prominent in their generation, have added 
much to orthopaedic surgery, and a critical examination of the 
work of anv one of them would be sufficient to satisfy most 
writers. Dr. Orr has wisely not attempted to judge the value 
of all their contributions to orthopaedics, but has confined him- 
self lareely to Thomas's writing on rest, and the rractions oi 
Jones and Ridlon to these principles. It is for this reason 
that Jones and Ridlon appear not as onginal workers Ihemsel^s 
but rather as pale moons reflecting the light of the sun. The 
book enables the reader lo obtain a picture of the 
between the three men. and it brings to 
profession once again the great advances made by Thomas 
and the diflaculties he encountered. a 

Dr Orr’s stvle of writing leads on occasion to some difncuUv. 
He does not finish his remarks on one personality before dis- 
cussinu others, and this results in a certain a^unt of confu- 
sion which could readily have been avoided. He nghffi 
criticizes the manv modifications and improsemenis of the 
Thomas splint that have been suggested f end bewe-n 
the two world wars, and states that it w ould hav e been preter 
able if the authors of these suggestions had learned how to me 
the splint in the correct manner. Directly after ffiis con 
demnation Dr. Orr explains that “ the use f . 

Dins (not wires) in plaster of Pans represents the onlj sub 
stantiil improvement in the techni^e for maintaining correct 
position— and rest— since Thomas 
ll is i^ortunate that with a subject in which the facts could 
he so readilv confirmed there should be a few obvious mi-takes. 
For e^mple. 'Thomas was not trained by his maternal unde 
Owen Roberts, of SL Asaph, at the Liverpool Vv orkhousc Hos 
Dital as stated in the text, and it is obvaous that Dr. Orr m^nt 
Si?Astlev Cooper and not Sir Ashley Cooper. It ts hard to 
dSine he exact character of this book: it includes manv 
ixfracts from other authors and follows closely them opinions. 

T. P. McMurr-vy. 
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SURGICAL COMMENTARY 

A Companion in Surgical Studies. By Ian Aird, Ch.M., F.R.C.S. 

(Pp. 1,060. £3 3s.) Edinburgh: E. and S. Livingstone, 1949. 

This is a new and attractive book, and the author is to be 
congratulated on choosing a ’happy title and on providing 
such a pleasant and useful companion for the senior student 
and postgraduate. The volume represents an enormous amount 
of work, for there are over- a thousand pages of reading matter, 
ten thousand references, and ten thousand items in the index. 
It is largely based upon lecture notes and is certainly well up 
to date. In at least one place there is over-emphasis on a 
subject of minor interest — there are four and a half pages 
devoted to pre-auricular fistula. Some of this space might well 
be sacrificed to make room for a more detailed account of 
the relative value of the tests of renal function, or some other 
subject of similar importance. 

The book is well written and is all from the one hand. It 
not only contains the basic information on all the problems 
with which it deals but gives finger-posts to the sources of 
information which the student must consult if he wishes to 
improve his knowledge further. In the introduction the author 
says, “It is hoped that this book ivill be found convenient 
for employment in the hospital ward and ante-theatre, no less 
than in the study, as a kind of commentary to the clinical 
illustration which the ward and operating theatre afford. For 
this reason and for economy of space diagrams have been 
entirely excluded.” This was probably a wise decision, though 
it is difficult to understand the operation for cleft-palate 
fWardill’s) in the absence of a diagram. 

It is unfortunate that the author felt it necessary entirely 
to omit the subjects of fractures and orthopaedics from his 
book, and it is difficult to accept one of his reasons for 
loing so — that “ the gap between general surgery and the 
>j. ■ lized surgery of the skeleton is so wide,” Surely it 
jjught not to be. Every candidate for the higher surgical 
Paminations is required to have a sound basic knowledge of 
these subjects, and most surgeons would agree with the view 
that every general surgeon should have at least a working 
knowledge of them. The total exclusion of these subjects leads 
to serious difficulties for the student, for though he will find 
a good account of the paraplegia due to Pott’s disease of the 
spine he will look in vain for an account of the main symptoms 
of that disease ; he will read that osteitis deformans may 
attack the lower jaw -but fail to find any general account of 
Paget’s disease of bone. He will even get sound information 
on the treatment of a wound which involves a bone but have 
to obtain the details of the treatment of the fractured bone 
elsewhere. Another hundred pages giving the main facts of 
these two subjects, with appropriate references, would make 
this book almost a necessity for the postgraduate student. 

V. Zachary Cope. 


ILLUSTRATIONS OF SURGERY 

Illustrations of Surgical Treatment, Instruments and Appliances. 

By Eric L. Farquharson, M.D., F.R.C.S.Ed., F.R.C.S. Fore- 
word by the late Sir John Fraser, Bt. Third edition. (Pp. 391 ; 
illustrated. £1 5s.) Edinburgh; E. and S, Livingstone. 1949. 

There is much to be said for the pictorial method of teaching 
in an intensely practical subject like surgery. Not that pictures, 
even when accompanied by good descriptive matter, can act as 
substitutes for clinical experience, but in the student’s com- 
paratively short period of training there are many surgical 
techniques which he has no opportunity of seeing. In this con- 
nexion Mr. Eric Farquharson's book fills an obvious gap. The 
work is already well known, the present being the third edition. 
The reader must realize that it limits itself to certain ortho- 
paedic conditions, fractures, closed injuries, and deformities, 
and is mainly concerned with plaster technique. The second 


section, which consists of numerous illustrations of surgical 
instruments and appliances with short descriptions of their 
uses, covers a much wider field. The author has been unduly 
conservative in his choice of instruments, but this may be of 
advantage from the student’s point of view. 

The illustrations have been carefully chosen and are well 
reproduced, so that a good and clear conception can be obtained 
of the procedures depicted. The text contains many useful 
hints which house-surgeons will find of value when they handle 
their first cases. 

This is a book which can be recommended to the senior 
student andlhe junior surgeon as a trustworthy guide, especially 
in fracture work. Some of the sections have been revised, and 
the price has not been advanced since the last edition was 
published in 1942. 

Norman C. Lake. 

ANAESTHETICS FOR STUDENTS 

Anaesthetics for Medical Students. By Gordon Ostlere, MA., 
M.B., B.Chir.fCamb.), D.A. With foreword by C. Langton 
Hewer, MJI.C.P., F.-F.A. R.C.S. (Pp. 108. 7s. 6d,) London: 

J. and A. Churchill. 1949. 

This book is an attempt to explain to medical students how an 
anaesthetic may be administered with safety to the patient 
and satisfaction to the surgeon. It is written in a pleasant, 
easy, and informal style, and is short, concise, and to the point. 
Its objects are certainly achieved. 

There are some anaesthetists, however (of whom I confess 
myself one), who consider anaesthetics to be a postgraduate 
rather than an undergraduate study, and from this viewpoint 
the book is perhaps too inclusive. However, assuming that 
medical students do require to be taught the details of intra- 
venous techniques, closed circuit methods, and local and spinal 
analgesia, this book does convey the necessary information in 
a readable way, eminently suited for study “in the bus, or 
while awaiting the entrance of an unpunctual surgeon.” It 
includes all the important facts .without being too dogmatic or 
detailed, and the student who knows this book well should be 
able to tackle any question on anaesthetics which he is likely to 
meet in his qualifying examination. 

R. Blair Gould. 


TEXTBOOK OF MEDICINE 

Medicine. By A. E. Clark-Kennedy, M.D., F.R.C.P. Volume 2. 

(Pp. 522. £1 5s.) Edinburgh; E. and S. Livingstone. 1949. 

The second volume of Dr. Clark-Kennedy’s book is concerned 
with diagnosis, prevention, and treatment. Its six chapters are 
entitled ; Clinical Diagnosis, Special Investigations, Distur- 
bances of Function, Reactions of the Mind, Pathological 
Processes, and The Practice of Medicine. This is not a text- 
book of medicine containing the factual knowledge necessary 
for passing examinations or the practice of one’s profession. 
The subjects are discussed in a broad manner as a series of 
essays, and the text makes very pleasant reading. A great 
amount of material is covered, and new light is thrown on 
many of the infirmities to which the mind and body of man 
are heir. No one can read this book without having his interest 
stimulated and his outlook broadened. 

The titles of the chapters do not alone indicate the many 
subjects considered, but these are related in subheadings. The 
prospective reader may be interested in a short selection of 
these — The Urgent Case, The Easy Case, The Difficult Case, 
X-ray Shadows, Looking into the Body, Tests of Function, 
Fever, Reactions of the Mind, The Doctor, The Family, and 
The State. 

We must expect generalizations rather than details in a work 
of this type, and the information given about any one subject 
is necessarily somewhat meagre. For example, the use of 
“lipiodol ”'in the diagnosis of pulmonary conditions is dis- 
rhissed in half a page. A barium enema is said to be “ more 
time-consuming and more impleasant than a barium meal. 
The information gained is more expensive and on the average 
less reliable.” This must, however, depend upon what we are 
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looking for ; if the barium enema is able to reveal a growth 
of the colon in an operable stage, and the barium meal fails 
to do so, the comparison is somewhat unfair. In the section 
describing the a:-ray appearances of the heart we leant that 
when the patient is screened in the postero-anterior position 
“ the right border of the heart with the patient in this position 
is formed below by the right ventricle.” Readers may not be 
in agreement with this. 

The book will make a wide appeal, for it expresses the 
inarticulate and ill-formed thoughts of many a seasoned 
practitioner of medicine. 

G. E. BE.VUMONT. 


CARDIOLOGY AND GEN’ERAL MEDICINE 


An Introduction to Cardiology. By Geoffrey Bourne. M.D., 
F.R.C.P. (Pp. 264 ; illustrated. 18s.) London : Edward Arnold. 


Patients with diseases of the digestive, pulmonaiy, and nervous 
systems may present with symptoms suggesting heart disease, 
and many diagnoses will be missed unless the cardiologist has 
a considerable familiarity with general medicine. This theme 
is predominant in Dr. Bourne’s book. 

The author has described fhe chief aspects of cardiovascular 
disease : opening sections on clinical methods are followed by 
chapters on heart failure, diseases of the myocardium, and 
disorders of rhythm. Articles on valvular and vascular diseases 
of the heart are admirably suited to the needs of the under- 
graduate student of cardiologj’, though “angina innocens” is 
-not'a term W'hich has commended itself to most cardiologists. 
No doubt the inevitable delay between WTiting and publication 
accounts for the statement that atheroma is responsible for 
_60% of cases of aortic stenosis in the British Isles. Recent 
investigations have emphasized the role of rheumatism in the 
majority of cases. Such points do not, however, detract 
from the value of the book, which has throughout the ring 
of persona] e.xperience and which should inculcate in budding 
physicians and cardiologists an understanding of the funda- 
mentals of medicine from the cardiologist's viewpoint. The con- 
, tinuity of the book is impaired by its derivation from lectures, 
but it demonstrates throughout the principles upon which 
cardiological diagnoses are based. 

K. Shtrley Smith. 


“EDEN AND HOLLAND” 

Eden and HoUand’s Manual of Obstetrics, By Alan Brews. 

M.D., M.S., MJI.CP., FJt.C.S., F.R.C.O.G. Ninth edition. 

(Pp. 796; 36 plates, 12 in colour, and 405 illustrations. £2 2s.) 

- London: J. and A. Churchill. 1948. 

This work has always been acknowledged as one of the finest 
examples of a British textbook, for the publishers have used 
the best available paper and print and have been lavish with 
illustrations, while the authors, apart from being men of great 
academic distinction, have been able to write with clarity and 
precision. Mr. Alan Brews can be congratulated on the effi- 
ciency with which he has revised the book, and his powers 
of expression are at least equal to those of the previous authors. 
Moreover, he has shown skill in picking out from the literamre 
which has been published since the last edition those contribu- 
tions which deserve inclusion. 

The new volume can be regarded as a full and up-tonlate 
account of obstetrics as practised in Great Britain. It will 
be universally welcomed, particularly by postgraduate smdents 
working for higher examinations. Although the book is long 
it is not easy to see how the size could be reduced, for it is of 
primary importance in a textbook of this kind that full 
references should be made to original work. Indeed, it may be 
argued that the book should be expanded so that in time it 
can rival the great American textbooks. 

The new' diagrams are not always of the same high quality 
as those of previous editions, otherwise there is little to criticize. 
The success of the new edition is certain. 


PRACnCAL OBSTETRICS 

Handbook of Midwifery. By Margaret Pnxon, MJ3., 

M^-C.O.G. (Pp. 326- £1 5s.) London: Sylviro Publications. 

Since the end of the war a number of boolts on practical 
obstetrics and gjuaecologv’ have been added to the h'terature. 
Many of these take the form of revision manuals for the 
general practitioner and those wishing to revise for higher 
examinations. Dr. Puxon’s book is of This type : she presents 
a practical manual of obstetrics with emphasis on the normal. 
The subject is discussed in reasonable detail and the text is 
up to date. The style is that of a book of reference rather 
than a textbook, and the synoptic treatment of many of the 
sections makes it as a whole not very readable. 

The book is marred by some errors of fact and by the 
doubtful value of some of the advice contamed in it. For 
example, the level of the blood urea is not always raised in 
chronic nephritis in pregnancy, and in severe pre-eclampsia the 
baby is often small, not of norma] size, as stated. The adminis- 
tration of pethidine by the intravenous route is recommended, 
though it is noted that collapse may occur. Surely such 
dangerous advice would be best omitted altogether, since the 
drug can be given safely and with reasonably rapid effect 
by the intramuscular route. The use of ergomelrine to induce 
labour has only to be mentioned to be condemned as extremely 
dangerous in any circumstances. The dose of 0.5 mg. of ergo- 
metrine intravenously for postpartum haemorrhage is unneces- 
sarily high and liable to cause side-effects. 

The chief faults of this book are that it attempts too much 
in too small a compass and that it suffers in many instances 
from lack of illustrations. These shortcomings detract to some 
extent from its real merits of completene-s and sound 
practicality. 

Josephine B.vpnes. 

SYMPTOMATIC DIAGNOSIS 

Symproms m Diagnosis. By Jonathan Campbell .Meakir.s. 

C.B.E., MD., D.Sc., LL.D. Second edition. (Pp. 542: 

illustrated 42s.) London: BaiUiere, Tindall and Cox, 1945. 
Like DisraeU, many medical authors hate defim'tions, and 
Dr. Jonathan Meakins makes no attempt in this book to define 
the meaning of “ symptoms ” beyond the statement that they are 
“the patient’s way of teUing his story.” This omission may 
explain why much of the work is concerned with phenomena 
generally regarded as physical signs. This is not a true defect, 
however, for the division of the subjective and objective 
phenomena of disease into symptoms and signs is patently 
artificial, the artificiafity extending to books which undertake 
to consider them separately. 

The author follows the customary pattern, considering in 
successive chapters the body’s various anatomical and phv-sio- 
logical systems and the symptoms which arise in connexion 
with them. The four final chapters on the eve. the e^, nose, 
and throat, the nervous system, and sv-mptoms in psychiatry are 
contributed by spedalist colleagues. Dr. .Meakins's great experi- 
ence and erudition are reflected m the mass of factual informa- 
uon presented ; it is not clear to what audience the book is 
addressed, but the detail may be overwhelming for the student. 
In some sections rarities are accorded a disproportionate amount 
of space, and in others forbidding lis'.s of causes will deter the 
faint-hearted. These minor criticisms do not detract from the 
general excellence of the te,xt, and the discussions of cyanosis 
and dyspnoea are of particularly high standard. 

The inevitable systematic arrangement tends to destroy 
cohesion, and symptoms which cannot be allocated to any 
one system elude considerauon — there is, for instance, no dis- 
cussion of fever. It is also disappointing not to find a section 
concerned with the technique of eliciting symptoms, for a 
chapter on histoiy-taking would have given the book a unity 
that at present it lacks. There are signs of humed proof- 
reading, and the readers pleasure is sometimes marred by a 
turgid literaiy stvie: the author of Plain Words would not have 
approved of “Increased fragility (of bone) is demoottnied by 
a predilection to spontaneous fractures." 


Wilfred Shaw. 
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A BEDSIDE HANDBOOK 

Bedside .Diagnosis. By Charles Mackay Sewaid« M.D., 
With foreword by Sir Henry Cohen, M.D., 
F.R.C.P. (Pp. 372. 17s. 6d.) Edinburgh; E. and S, 

Livingstone. 1949. 


Dr, Seward points out the wide gap that exists between the 
symptoms complained of by the patient and the contents of the 
usual textbook of systematic medicine, and he attempts to help 
the student bridge this gulf. The book opens with sections on 
psychogenic symptoms and pain, but the remainder of the text 
consists of 20 chapters discussing the implications of single 
signs or symptoms. Each chapter is prefaced by a list of the 
common causes of the ^ymptom in question ; the underlying 
physiological disturbance is described whenever possible ; and 
suggestions are made for shortening the list of possible 
diagnoses by analysis of the presenting complaint. There 
follow a brief description of the diseases responsible for the 
symptom and an account of the important investigations that 
may be required in diagnosis. 

The author’s plan is sound, and is that followed by many 
clinical teachers in the wards. The information is accurate ; 


where statistics are given they are well chosen ; and the work 
hears the stamp of a practical physician throughout. The 
book has flaws, though it is only fair to add that these are the 
result of its brevity, for even the common diseases are too 
numerous and too variable to be adequately described in such 
small compass. A notable weakness is lack of information 
on the diagnosis of diseases of the nervous system, common 
conditions such as disseminated sclerosis, hemiplegia, and 
epilepsy not being mentioned. But as the book is intended 
as a' guide to the principles of diagnosis rather than a wprk 
of reference such omissions can be forgiven. The publishers 
are to be congratulated on the production, and the price is not 
high by to-day’s standards. Sidney Truelove. 


- BOOKS RECEIVED 

tRcv/eit’ is not precluded by notice here of books recently receivedl 

Text Book of Surgery. By P. Kiely, B.Sc., M.D., M.Ch., F.R.C.S. 
(Pp. 1,184. 45s.) London; H. KT. Lewis. 1949. 

The Evidence for Volitnlury Action. Edited by Lord 
Beveridge and A. F, W^ls. (Pp. 343. 16s,) London; Allen and 

Unwin, 1949. 

The Value of Hormones in General Practice. By W. N. 
Kemp, M.D. (Pp. 115. $3.) Minneapolis: Burgess Publishing 

Company. 1949. 

The Snbstitnte Family. By F. Knight, L.H.D. (Pp. 84. 3s. 6d.) 
London ; The Convocation Lecture, 1949, of the National Children’s 
Horae. 1949. 

What is Psychoanalysis? By E. Jones, M.D. (Pp. 126. 7s. 6d.) 
London : George Allen and Unwin. 1949. / 

The Yearbook of Psychoanalysis, ig^S. Vol. 4. (Pp. 3.56. 
30s.) London : Imago. 1949. 

Understandable Psychiatry. By L. E. Hinsie. M.D. (Pp. 359. 
22s, 6d,) New York : The Macmillan Company. 1948. 

A Review of Nursing. By H. F Hansen, R N., M A. 6th ed 
(Pp. 866. 21s.) London; W. B. Saunders. 1949. 

The American Nurses Dictionary. By A. L. Price, B.S., R.N 
(Pp. 656. 19s.) London : W. B. Saunders. 1949. 

"Doctor Himself." An Unorthodox Biography of Harry Roberts, 
1871-1946; By W. Stamp. (Pp. 163. 10s. 6d.) London: Hamish 
Hamilton. . 1949. 


The twelfth edition of Clinical Methods, by Sir Robert Hutchison 
and Dr, Donald Hunter (pp. 484; 17s. 6d,; London: Cassell, 1949), 
has undergone a thorough revision, for which the authors have called 
on the assistance of Dr. R, R. Bomford. Some of the methods and 
phrases that gave an air of antiquity to parts of the previous edition 
have been eliminated, and the text now incorporates modern work 
^on haematology, liver function tests, and elementary radiology, 
ome teachers will note with displeasure that the third and fourth 

• rt sounds have made an appearance in the book, and it is surpris- 
..ig that a long description of the polygraph has been retained in a 
practical volume of this sort. The format has been altered, and the 
use of large and small type will help the student considerably in the 
diiliculty he faces with all his textbooks — the selection of the leading 
facts from the less important details. The illustrations have been 
greatly improved, particularly those of urinary crystals. This edition 
will be found easier to read and to remember than its predecessor, 
and the book remains equally important to candidates for Member- 
ship and the M.B. 

Dr. F. M. R. Walshe’s Diseases of tlie Nervous System (pp. 359; 
17s. 6d. ; Edinburgh: E. and S. Livingstone, 1949) made its first 
appearance as recently as 1940, which may be a matter of surprise to 
many of its readers It has now become a well-established textbook 
and occupies as important a place in the student’s reading as 
many senior volumes. In the sixth edition the text has everywhere 
been brought up to date. The chapter on neurosyphilis has been re- 
written and the sections on acute poUomyelitis and intracranial 
abscess enlarged. The short chapter on psychoneuroscs has been 
ictained, and there is a useful scheme of examination of the nervous 
system at the end of the text. Dr. Walshe should relieve the student 
who carefully reads this book of the anxiety w^th which he usually 
contemplates a neurological case in the final examination. 

In their Elementary Atlas of Cardiology (pp. 108; 99 illustrations; 
I2s. 6d.: Bristol: John Wright, 1948), Drs. Wallace-Jones, Chamber- 
lain. and Rubin have put together a series of electrocardiograms 
illustrating abnormalities of rhythm and of myocardial function. 
These are the standard records used for undergraduate leaching ; they 
and the accompanying legends fulfil this purpose excellently. The 
authors have perceived that even in an elementary textbook chest leads 
must be mentioned, and they include IV R, IV F. and CRl, It is not 
clear why both of the first two arc described when some other lead 
instead of IV F, such as CR6 or CR7, would have given additional 
information. The book includes a section on the radiography of the 
heart. This achieves a succinct presentation of the principal 
abnormalities, but the illustrations are not of high quality. 


The Principles of Chiropody. By J. H. Hanby, F.Ch.S., and 
H. E. Walker, F.Ch.S. (Pp. 383. 21s.) London; Baillifcre, Tindall 
and Cox. 1949. 

Tablet . By A. Little and K, A. Mitchell. (Pp. 121. 15s.) 

Liverpool : The Northern Publishing Company. ’ 1949. 

Ta.x Tables, iggg./o. By G. Whillans, F.l.B. (3s. 6d.) London: 
Butterworth. 1949. 

Pre.cis des Maladies Allergiques. By Pasteur Vallery-Radot. 
(Pp. 223, 550 francs.) Paris: Editions Mddicales Flammarion. 

1949. 

Le Sexe. By V. DantchakoS. (Pp. 210. No price.) Paris: Presses 
Universitaires de France. 1949. 

Thrombo-Phlebites C?rebrales. By R. Garcin and M. Pestel. 
(Pp. 135. 600 francs.) Paris: Masson. 1949. ^ • 

Von dcr Angst der Kranken. By K. Scheele. (Pp. 75. 
M. 4.80.) Stuttgart: Georg Thieme. 1949 

Uber die netten Strahlenschutt^regeln. By H Graf, (Pp. 72. 
M. 4.) Stuttgarf; Georg Thieme. 1949. 

Uber die Anzeigepflicht des Prosektors wegen Arztlichen 
Verschuldcns. By F. Feyrter. (Pp. 88. 12s.) Vienna: Wilhelm 
Maudrich. 1949. 


Grundriss der Allgemeinen Zoologie. By .A. Kiihn. (Pp. 281. 
M. 18.) Stuttgart : Georg Thieme. 1949. 

Die Bazillenrnhr. By L. Roemheld. (Pp, 125. M. 10.80.) 
Stuttgart: Georg Thieme. 1949. 

Leitfaden der Neurologic tind Psychiatric. By W. Kurth. 
(Pp. 305. M. 22.) Stuttgart: Georg Thieme. 1949. 

Die Erkranknngeu der Endokrinen Driisen. By A. Oswald. 
,(Pp. 580. 58 francs.) Berne; Hans Huber. 1949. 

Uremia j’ Sendottremia. By J A. Bofill. (Pp. 168. No price.) 
Barcelona : Ediciones Byp. 1949. 
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■ mSTRUCnON or education? 

In this Educational Number our distinguished contribu- 
tors are all discussing from different points of view the 
same question. This is a question which has been asked 
since ever there was a medical curriculum to reform. 
Is it possible, by integration, to compress the present 
curriculum, overloaded with instruction, within limits 
that will no longer stultify attempts at education ? In 
different keys, but in harmony, our contributors say 
yes. All are agreed that medical students must be 
“educated” and not merely tutored, or else when in 
practice in an increasingly instructed and science- 
conscious community their prestige will rightly sink. 

The most serious complaint voiced to-day is that as 
the student passes from the premedical to the preclinical 
period and thence to the wards he appears to have learnt 
Ktde of his professed subjects and forgotten more. The 
explanation generally offered is that subjects are pre- 
sented in such a way as to lack demonstrable value for 
the student’s aim of becoming a doctor ; he thinks them 
futile and frustrating. Some blame, of course, is laid at 
the door of examiners, but more at the lack of unity of 
the curriculum. CheraistU', physics, anatomy, biology, 
and even physiology appear remote from the student’s 
objective, or so the critics allege. One means of amend- 
ment,proposed is the fusion of anatomy and physiology 
— now in .the programme of one school, Birmingham — 
and another the integration of all the chemistry from 
first to sixth year under one educational head, as at 
the Middlesex. Perhaps even that is not enough: is 
there not' room for the inclusion of pharmacology with 
chemistry and for its proper relation to general medi- 
cine ? No doubt other co-ordinating experiments will 
be tried as pilot endeavours in other schools. The right 
method will only be reached by trial and error in fact, 
by the “ experimental ” method. 

A partial solution of difficulties might be found in 
a co-ordinating committee, or perhaps even a dean- 
dictator, of education, whose purpose would be to 
assemble all the staffs, first, second, and third stage 
teachers, and devise a composite course that would 
excite the student’s expectations and make clear to 
him that however devious the path plotted for him it 
leads to the goal. As Professor Smithers says, “The 
reason for teaching him physics should be to help to 
make him a good doctor,” and adds that “the best 


people to teach physics are perhaps those who them- 
selves engage in research in physics in relation to biologs' 
or medicine.” Professor Dodds points out that it might 
be stimulating even for first-year teachers of inorganic 
chemistry to feel that they kept touch with their students 
up to and after qualiRcation, and had an interest in the 
reputation of the profession in the community. “ What 
surely is required,” writes Professor Crew, “ is that the 
first-year teachers should hand on to those who follow 
students whose initial experience of the university has 
exceeded their wildest hopes.” 

There have been many proposals for improving the 
method by which doctors are trained, but it is unusual, 
to say the least, to find so plainly stated the need to 
improve the teachers as well as the taught and the teach- 
ing. It is indeed remarkable not so much that clinicians 
never have sought instruction or training in the art of 
teaching, as that the men of science, the physiologists, 
the research workers, who can transform themselves into 
clinicians overnight by the acceptance of a chair, have 
not been prompted by their daily practice of the scientific 
method to take a course in pedagogy. The methods 
used by educatiom'sts to teach the teacher are described 
in this issue by Professor W. R. NibletL He urges co- 
operation between institutes of education and schools of 
medicine, and here, perhaps, one. of the matters to be 
inquired into might be the training of doctors in the art 
of teaching. Teaching, however, is a small pan of the 
great burden that professors now carry. It is too much 
to expect that research, clinical experience, a competent 
understanding of intimate human relationships, admini- 
strative wisdom, and the patience of a good committee- 
man can all be combined in the same person. One way 
or another the ardours of research, the art and practice 
of educating, and the pursuit of planning must be shared. 
An older and experienced director of education might 
share responsibility with a younger research professor, 
or perhaps middle age for research and youth “ to leach 
the young idea how to shoot ” and, pace Francis 
Thompson, not ” to peur the fresh instruction o’er the 
mind.” All are agreed that educational method through- 
out the curriculum would require a great increase of 
teaching staff and. as Professor McMurray mildly puts 
it, “ an alteration of the outlook of at least some 
of the teachers.” Others would add, “of the exami- 
ners too.” There is naturally some rejoicing that 
adequate pasment of clinicians will free more and more 
of them to follow their bent from one school to another, 
from university to university ; that inbreeding amongst 
clinical staffs will therefore become less prevalent : and 
that if and when classes are small enough there will 
really be time and space for educational method. 

There is a strong feeling for the seminar or class where 
student and teacher exchange ideas, for studentas teacher 
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of Student, or even for such a pronouncement as 
Trousseau used to make to his class at the commence- 
ment of a term, “ I expect to learn as much from you 
as you from me.” All teachers are concerned to culti- 
vate the “ scientific method ” and to exercise it ’ by 
example and experimental practice until, like the aseptic 
ritual of the surgeon, it becomes a habit that cannot be 
broken. At the back of their minds is the fundamental 
distinction between teaching and education, and a feel- 
ing that in the use of the collective-study method there 
is an immediately practical way whereby the student may 
educate himself and from thb first day of his entry feel 
the implications of the last of his pupilage. 

Professor Pickering, as might be expected, claims for 
physiology a foremost place as an educational tool ; he, 
like many another, would see clinical medicine not only 
based upon, but indissolubly permeated with, physiology. 
He would so far as possible use man, and that man 
often a fellow student, as the experimental animal. 
Others insist on focusing the phases of study on one 
ultimate intention, each teacher abstracting from the 
great excess of material at his disposal that illustrative 
part, and that part alone, which will arrest the attention 
of a student intent op his objective of caring for the sick 
— and this the more easily now that function can be 
described in terms of molecular shape. All the basic 
sciences and many clinical problems are concentrating 
to-day on the molecule as their ultimate target and have 
at service, in the tagged atom, a research tool of great 
value. 

^ With agreement on the importance of educating the 
medical neophyte in scientific method there appears 
again and again the plea for a humane and humanistic 
approach, an indication of awareness that by concentra- 
ting on the science and despising the art of medicine it 
would be quite possible to throw the baby out with the 
bath-water. Professor Arnott, in his carefully thought- 
out paper in our opening pages, asserts that “ Science is 
disgraced by the over-zealous application of elaborate 
technical investigation, regardless of the patient’s 
jmotional state.” Some at least are on guard lest too 
much trust in measurements, fallible and delusive as 
they may easily be in inexpert or lazy hands, should 
over\vhelm the humanity of the doctor in his compre- 
aension of his patient. “The training in scientific 
method, whilst providing the student with capacity for 
logical, impersonal, objective thought, should add point 
both to the skill with which he applies his treatment and 
to the understanding and feUow-feehng that soften his 
:onversation with his patients.” 

Thus, though psychology has made but a shy appear- 
ince in these articles, it lurks in every comer, and the 
‘ prevailing emotional pattern of man ” seems unlikely 
:o be entirely overlooked. That is as well, for, as Pro- 


fessor' 'Crew points " out, an additional duty is - now 
imposed on those who educate the medical student ; 
besides teaching him the methods of his trade, they must 
instil into his mind and character the culture that once 
was the' peculiar and exclusive prerogative of the 
humanities. A prospective student who reads these 
articles, if he becomes aware that the curriculum pre- 
pared for him is in many ways defective, will neverthe- 
less be convinced that his interests are the subject of 
great concern to his future teachers and that his own 
endeavours will have a fair field and no impediments. 

A situation that demands precise and unshrinking 
consideration must be faced. The national finances 
are in- so precarious a state that thought must be 
devoted to what share of the country’s total income 
can be afforded for the promotion of health and the 
treatment of sickness. The decision, 'while not dis- 
regarding the dictates of civilized human sympathy, 
rhust be dispassionate and realistic. This is a matter 
of national pohcy.. So far as the medical profession is 
concerned, whatever material economies may be made, 
however much “ overheads ” may be cut on the hospital 
account, and however distressing it may be to postpone 
the day of palatial health centres, it is clearly a duty so 
to educate the generality of medical men that far from 
declining into little more than “ medical orderlies ” — of 
which there is a real danger — they should,- on, the con- 
trary, apply their trained intelligence so that their indi- 
vidual service, may be effectively spread over the whole 
field of prevention, social well-being, curative method, 
and restoration to productive citizenship. Education in 
and by the scientific method pertainly ; but that method 
must extend into realms where exact experiment is diffi- 
cult, where there are factors that cannot be singly 
eliminated, and where emotion is imponderable but 
dominant. , . ' • 


SURFEIT OF DIPLOMAS 

All plans for the reform of medical education are to 
some extent held up by the natural inertia of those in 
control of the medical curriculum at the teaching hos- 
pitals. There is not in medical education the same 
scope for initiative and experiment as there is in general 
education. And all schemes of reform sooner or later 
come up against the formidable obstacle of the exami- 
nation. Many earnest words have been written on the 
value of a sound general education to the youth who 
intends to be a doctor. Much more might be said of 
the need for a good all-round education in general medi- 
cine, especially for those who intend to be specialists. 
The time may yet come when aU who qualify will have 
to spend some time in general practice before being 
allowed to specialize. In the meanwhile the drift to 
specialism continues, and the young doctor who seeks to 
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avoid the most arduous medical life — general practice — 
finds before him a tempting array of special diplomas, 
acquisition of any one of which will enable Mm to stahe 
his claim as a specialist. 

The Conjoint Board now offers ten special diplomas, 
eight of wMch were in existence before the war; the 
diplomas of physical medicine and of industrial health 
have since been added. Since 1938 thirteen provincial 
universities in Britain have made provision for taking the 
D.P.H., a diploma, incidentally, for which there is more 
justification than for many of the others. Nevertheless 
the issue of diplomas on a wide scale to accommodate 
the different divisions of medical practice illustrates the 
tendency to the atomization of medicine. If this ten- 
dency continues medical men will cease to be “ doctors,” 
men more or less learned, and instead become mere 
technicians able to tinker with local parts of the human 
machine. The unfortunate patient, with no one to see 
him as a whole person, will pass along a conveyer 
belt to be assembled, perhaps, by an administrator in a 
central records office. 

It is worth noting that in recent years those homes of 
real learning, Oxford and Cambridge, have offered only 
one special diploma each. The worst offenders are the 
Royal Colleges of Physicians and of Surgeons through 
their Conjoint Board. There is, of course, a financial side 
to the issueof diplomas, and the Colleges may be naturally 
apprehensive of their financial position if, for example, 
the Conjoint qualification, M.R.C.S. and L.R.C.P., is 
abolished, as was implied in the Goodenough Report. 
But finance must not be allowed to dictate the policy 
of medical education, nor would one suggest that it 
does. The mushroom growth of diplomas is no doubt 
in large measure due to demand. And such a demand 
is in itself a reflection upon the inadequacy of medical 
education. The foreign doctor, it has been said, looks 
with amazement and mockery upon the alphabetical 
beads the British doctor can string after his name. 

If we may assume that a specialist will confine him- 
self either to a part of surgery, or to a part of medicine, 
or to the combination of the two in obstetrics and 
gynaecology, there would seem to be a rational way 
out of the diploma maze. Just as no one is allowed 
to qualify until he has been grounded in the whole of 
medicine, so, surely, no one should be allowed to 
specialize, say, as an otolaryngologist until he has 
■ proved his general competence as a surgeon. The 
F.R.C.S. of England’ is the hallmark of this general 
competence, and no additional diplomas should be 
needed to indicate that the F.R.C.S. is competent to 
practise as an otolaryngologist, ophthalmological sur- 
geon, thoracic surgeon, or what else. His special com- 
petence is recognized by his appointment to special hos- 
pitals, or departments of general hospitals, and by his 


contributions to learned societies and periodicals. The 
position of the physician is now somewhat ambiguous 
because of the present policy of the Royal College of 
Physicians in relation to the M.R.C.P. But until^now 
the passing of the examination for the M.R.C.P. has been 
taken to indicate general competence to practise as a 
medical speciah'st. What need, therefore, to urge the 
would-be paediatrician to add the letters D.C.H. after 
Ms name ? Manson and Ross were able to make their 
discoveries without the assistance of the D.T.M.&H., and 
Sir Alexander Fleming Mt upon penicillin unaided by 
the D.Bact. now offered by London and Wales. The 
real danger of the special diplomas is that they will 
ease the way to special practice for those who cannot 
pass the test of such general examinations as the 
F.R.C.S. and the M.R.C.P. TMs will lead to a lower- 
ing of standards and of competence, to the detriment of 
medicine and of the public medicine serves. A strong 
case could be made out for retaming such diplomas as 
the D.P.H. and the D.P.M. The medical officer of 
health applies Ms art and science in a way quite dif- 
ferent from that of the physician or surgeon. He deals 
with the collectivity and not with the individual. Some 
mark of his special competence tvould seem to be neces- 
sary. And with the present division between “ mental *’ 
and “ physical ” medicine the practice of psychiatry', 
too, must largely be in the hands of those whose special 
training is proved by the possession of a diploma. 

Now that the National Health Sers’ice has been 
launched the whole question of consultant and specialist 
practice should be reviewed, perhaps by a special com- 
mission of men and women representative of the teach- 
ing centres of Britain. An inquiry into the qualifica- 
tions of consultants and specialists is urgently needed, 
and a long-term policy should be laid down if the medi- 
cal profession is hot to drift into the position of accept- 
ing the second best offered by endless permutations and 
combinations of all the letters of the alphabet 


PROSPECTS IN THE N.H.S. 

“ It must be brought home to boys and girls, to their 
parents and school teachers, that there is no profession 
offering a wider range of interests than Medicine, and 
that children of ability need not be deterred from enter- 
ing the profession through lack of money.” The Gocd- 
enough Report,* from which this passage is quoted, was 
published in 1944. Have the events of the intenemng 
five years made any difference to the prospect before 
the medical student and the newly qualified doctor ? 
The present is a difficult time to answer this question, 
for the manner in which the National Health Service 

^ Hcport of the inictdtpjTtmcntul i.onvnitti’f on ^ 19-^, Lcr.dy?:; 

H.M3.0. ^ V 

2 British Medical Journal, 1948, 1, 579. \ 

8 The Training of a Doctor, 1948, London. 

8 //cnwrj, 1949, May 24. col. 1097. \ 

• British Medical Journal Supplement, 1949, 2, \ 
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will develop cannot yet be foreseen, and the period of 
transition which began on July 5, 1948, is likely to last 
for a long time.- At the medical schools also the last 
few years have been exceptional because of the'effects 
of the war and of compulsory service in the Forces. 

In one direction a great change has, already come 
about. A student who passes the stiff hurdle of 
entrance into a university can now more easily obtain 
financial help, if he needs it, than ten years ago. Even 
parents who may be considered relatively well off are 
finding the burden of paying for the medical education 
of their children increasingly heavy, and it seems certain 
that as time goes on more and more medical students 
will receive financial assistance from the State and from 
local education authorities. ' A university or college 
scholarship will continue to be a distinction for excep- 
tional ability. Early in 1948 the Minister of Education, 
replying 'to a question in the House of Commons, stated 
that the Ministry was making at that time 2,540 grants 
to medical students^ ; no figures were available to show 
the number of similar grants given by local education 
authorities. Parents of a boy or girl who has succeeded 
in entering a medical school and who can show that 
the cost of the medical education of their child would 
be a crippling expense should apply to their local educa- 
tion authority for information about the grants available. 

What of the prospect before the newly qualified 
doctor? Certainly the salaries of -junior posts in the 
hospital service are better than they used to be. Fur- 
hermore, entry into the superannuation scheme dates 

om the time of taking up the first appointment. Every 
encouragement should be given to the young doctor to 
widen his experience in hospital after qualification, and 
doubtless it will not be long before one of the conditions 
of registration will be, in the words of the Goodenough 
Report, “ a compulsory period of approved and respon- 
sible clinical practice under supervision.” In The Train- 
ing of a Doctor the Medical Curriculum Committee of 
the British Medical Association discussed “the intern 
year” at some length and made many sensible sug- 
gestions about how the work of the “ interns ” should be 
arranged. “ There is still keen competition for house 
appointments in teaching hospitals, but the newly quali- 
fied doctor who fails to “ get on the house ” may stand 
a good chance of obtaining an appointment at one 
of the satellite hospitals associated with his teaching 
school, and he will be able thereby to keep in touch 
with experienced teachers during this important stage 
in his career. It is when he has finished his junior 
house appointments that the young doctor is faced with 
a number of difficult decisions. If he has decided to go 
into general practice or into one of the Services — inclu- 
ding the public health and colonial medical services — he 
can make Iris plans accordingly, but if he wishes to 


specialize or to remain in the hospital service he would 
be wise to consider carafully what his chances are of 
reaching the position which he desires. During the past 
30 years young doctors have been increasingly attracted 
to specialist work. • If anything the N.H.S. increases the 
attraction, and competition will be keener than ever. 

The way to a specialist appointment is ordinarily 
through the grade of registrar. It is not essential for 
a registrar to hold a higher degree, but at some hospitals 
the chances of candidates without the M.R.C.P. for 
medical and the F.R.C.S. for surgical appointments 
would be very poor. The pressure on the aspiring 
specialist to take one or more of a “ surfeit of diplomas ” 
is also increasing.. It is, as it used to be, the step from 
registrar to specialist that is the most difficult. It was 
not uncommon for the man or woman who wished to 
obtain an appointment, on the staff of a non-teaching 
hospital to go into practice in the area served by the 
hospital and wait for a vacancy. An established local 
practitioner with the necessary hospital experience and 
qualifications stood a good chance of securing the 
desired advancement. The more impersonal method 
of selection in the National Health^Service has raised 
doubts whether he is now so likely to succeed. Many 
registrars are at present gloomy about their prospects, 
but there is hope in the fact that the hospital service is 
far from the stage of full development. In the debate 
on the Second Reading of the National Health Service 
(Amendment) Bill,, Mr. F. Messer, the chaimian of the 
Central Health Services Council, said about the hospital 
' service : “ We cannot look for' contraction ; there must 
be expansion.” He added that there were areas in the 
country in which the hospital service was inadequate, 
and that in these areas there will be a need for more 
specialists.'* 

For the doctor who wishes to. enter general practice 
things are easier in one respect than they used to be and 
harder in another. He can, of course,-enter practice by 
putting up his plate in any open area with the permis- 
sion of the Medical Practices Committee. For those 
who prefer the more usual approach to general prac- 
tice no' capital has to be found nowadays for the 
purchase of a practice in the N.H.S. (though the pur- 
chase of a house may mean heavy expenditure), but the 
doctor who wants to obtain a practice must submit 
a formal application for an advertised vacancy. The 
number of applications to fill these vacancies is large 
at the present time, especially when the practice is 
in an area which is popular with doctors. Another 
difficulty for the man or woman seeking to set up 
in practice lies in the fact that certain areas of the 
country are “ closed,” the Medical Practices Commit- 
tee having decided that the number of doctors under- 
taking to provide general medical services in them is 
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for the time being adequate.’ A doctor usually takes 
an assistantship if he wishes to enter general practice, 
and this is probably the best way of being intrcduced 
to it, especially if he becomes a trainee assistant under 
the guidance of a principal selected to train entrants to 
general practice. Many principals seek an assistant with 
the intention of offering a partnership if the assistant 
proves his worth. During the next few years the distri- 
bution of general practitioners throughout the country 
will be changing, and it may be some time before 
the new macliinery works smoothly. Practitioners who 
require advice about the method of entry into general 
practice should make use of the Medical Practices Advi- 
sory' Bureau, which the British Medical Association set 
up at the end of last year ; one of its functions is to 
introduce partners, assistants, and locums. The Bureau, 
which maintains an information service about openings 
in the various fields of medical practice, may also be 
able to give helpful advice to specialists and others 
seeking appointments outside general practice. 


TRAINING IN PUBLIC HEALTH 
The scope of preventive medicine is being constantly 
enlarged. No single practitioner can now be expert in 
the whole subject, and some degree of specialization 
has become essential. At one time, for example, the 
health officer was expected to have a detailed knowledge 
of the young- science of bacteriology ; but such great 
advances have now been made along this road that et'en 
bacteriology applied to hygiene is itself a lifelong study. 
The practice of public health in the field is also limited 
by political considerations, and teaching should take 
note of changes brought about- jn this way. From the 
beginning of the present century — to choose a simple 
illustration — preventive medicine has become more and 
more closely linked with personal health. In the mean- 
time many of the environmental services have become 
so highly developed technically that they have been 
rightly handed over to the architect and the sanitary 
engineer. The medical officer of health gladly shoul- 
dered the burden of maternal and child care, and played 
a notable part in the evolution of the statutory' 
schemes for the prevention and treatment of tubercu- 
losis, venereal disease, crippling conditions, and other 
social handicaps of great importance to the nation. 
These' services were built up in a comparatively short 
time to a remarkable state of efficiency. 

In the year 1929 a large number of hospitals came 
under the direct administration of the medical officer of 
health, and in the course of the next ten years many of 
them were transformed from typical “ poor law institu- 
tions” to progressive modem hospitals. They stand 

~ 1 tarim. 1942 , 1 . 343 . 

2 BrilUh Medical Jo-arnal, 1949 , 2 , 326 . . 


to-day’ as monuments of wise, local government and 
e.xcel]ent teamwork among the officers of local authori- 
ties. Nevertheless hospital administration was apt to 
take precedence over the proper functions of the medi- 
cal officer of health. He has no reason to deplore the 
recent restoration of hospital and other remedial ser- 
vices to the fold of clinical medicine, -for he should 
now have time and opportunity to concentrate on his 
own job. 

Postgraduate teaching in public health was slow to 
follow these progressive changes. In the past, it has to 
be admitted, the study of the personal health ser- 
vices was only sporadically introduced into the course, 
while the intricacies of bacteriology and chemistry' still 
received too great a share of the student’s attention and 
loomed too large in the exanunation for the D.P.H. At 
the end of the last war, however, a new syllabus came 
into operation. It was intended to cover an interim 
period “ while the new medical services are taking 
shape.” The nine months’ course for the full D.P.H. 
was retained, but the first three months were to 
be devoted to a general review of the health ser- 
vices. A Certificate in Public Health was given to those 
who passed an examination at the end of this period of 
study. It was believed that a large number of students, 
content with the certificate, would then proceed to 
advanced clinical work in paediatrics, tuberculosis, and 
the like. In fact nearly all the students go on to take 
the full course for the diploma in public health. 

This interim curriculum is already out of date, and 
the courses for the diploma are being adapted to keep 
pace with the times. In particular, more attention is 
being paid to practical social work, to industrial health 
problems, and to the vast field of epidemiology. Elec- 
tive subjects are taking their place in the curriculum 
here as in the United States, and stress is laid on the 
day-to-day observations made by the smdent in his 
notebook. Public health is not only not in decay: it 
has not nearly reached maturity. As Sir Farquhar 
Buzzard said in a Har\-eian Oration eight years ago: 

“ It exhibits precocities of gronlh and promise of fur- 
ther development It has already accomplished much 
in its fight against slums, dirt, infection, and industrial 
disease. It has done much indeed for the health of 
mothers and children. In short, the history of our 
public health services is one of which cur country may- 
be justly proud.”’ 

It is necessary to think well ahead if the framework 
for the new pubh'c health service is to be soundly con- 
structed. If the present course for the Certificate in 
Public Health were to be given in the undergraduate 
years it should be easier for the general practitioner and 
the health officer to work more closely together to pro- 
mote health of mind and body. This task has always 
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been hard, and it is not likely to be made easier in the 
■near fntore. For one thing the Government, pieoccn- 
pied with working a statute which is mainly concerned 
with the sick, is busy with remedial care ; for another, 
the medical practitioner, as yet untutored in prevention, 
is consulted only when people are ill. The local health 
authorities are still smarting under the blow which tore 
from them the hospitals in which they took so much 
pride. And the multitude care little about health so 
long as they are reasonably well. 

The health officer’s special responsibility is to safe- 
guard the health and well-being of the community he 
serves. Now that he has been relieved of his clinical 
burdens he can give his full attention to the study of 
health and of the foundations of disorder — epidemio- 
logy in its broadest sense. In this territory he should 
once again be a pioneer. Further, the medical officer 
of health has a clear duty to translate the technicalities 
of science applied to hygiene into terms which the public 
can understand. The basis of local government in this 
country is the presentation of expert knowledge in such 
a way that the layman can grip it and act upon it. The 
M.O.H. is an interpreter. If these principles are right, 
then the course for the D.P.H. should be educational 
rather than narrowly vocational. On the one hand it 
should give the student an understanding of how the 
sciences can be applied to the practice of health, and 
on the other it must afford abundant opportunity for 
him to grasp the social fusefisps of lasdieine — the study 
of man in relation to -pis home and his family, his work 

vuerrnorp euu^ 

and his play. 

The prospects of a career in public health have never 
been better. The work is interesting, and there is wide 
scope for experiment and imaginatii*. The ties of 
office work have mercifully been lo^ened since the 
National Health Service Act came into operation. 
Financially the rewards of a career, in public health will 
^ always be less than clinical medicine can offer, but it is 
encouraging that the dispute between the British Medi- 
' "'"'I the local authority associations 

year it some length juedical officers 

gestions about how the wc representatives of 

arrano''^ ''re ° ' ' 

i th® ^ set public health 

f. knowing that their case 

\oca^ w now be heard. 

iWxde': ^ ^ , irr-^ 

V x,.ve bacteriology 

y which can easily 

^ ^dent must know how 

Vs ^,dy defends itself against 
^ overcome this defence, how 


ow agreed to take part in the 
^,^,^,^11 under the 



t\.> 


they cause, and how death or recovery takes place. For 
practical reasons he must be taught what specimens to 
take, how and when to take them, and the inforrnation to 
send to the laboratory with them. He must also be familiar 
with skin tests in common use to indicate infection or sus- 
ceptibility and know what preparations are used for pre- 
vention and treatment. The student’s understanding of 
future developments in the diagnosis, prevention, and treat- 
ment of bacterial disease will depend on his knowledge of 
the nature of bacteria and, in particular, their metabolic 
processes, for it is interference with these which seems to 
offer greatest, hope for the control of infectious disease. 

One of the problems of the teacher of medical bacterio- 
logy is to give a balanced review of the subject in all its 
aspects within the limited time allowed in the medical curri- 
culum, and in this connexion Professor R. Crulckshank' 
has recently made some constructive suggestions. He very 
rightly maintains that bacteriology should not be taught in 
isolation, but should be integrated with other subjects, par- 
ticularly with pathology, epidemiology; and clinical medi- 
cine and surgery. Demonstratioris, tutorials to small 
groups, and bacteriological clerkships all have great educa- 
tional value. Professor Cruickshank believes that the teach- 
ing of bacteriology should be in four stages : during the 
biology course ; in an introductory course in general patho- 
logy ; in an intensive course in pathology and bacteriology 
to be taken after at least one year of clinical work ; and 
during bacteriological clerkships in the final year. Such a 
scheme obviously has great advantages, but some medical 
schools may find it requires too much time. 

The proposal that instruction in the principles of bacterio- 
logy should be given during the biology course is valuable. 
If included towards the end of that course the subject would 
catch the student’s interest as something obviously related 
to his future work. There might, however, be a danger of 
reducing the load in one course by overloading another. 
The inclusion of bacteriology in an introductory course 
in general pathology puts .the subject in its proper perspec- 
tive for a medical student as a branch of pathology. 
Another object of the introductory course is to bridge the 
transition from “ the familiar and normal to the unfamiliar 
and abnormal.” At this stage the approach should be 
from bacterium (much about the bacterium) to patient 
(only a little about the patient). When the student is 
ready to cross the bridge his teacher should cross it with 
him by leaving the class-room and going into the ward. 
The approach would then be from patient to bacterium. 
Students, under supervision at first, would study the patient, 
consider what, if any, bacterial cause there might be for 
his illness, take the appropriate specimens, and either follow 
or themselves carry out the examination in the labora- 
tory. Finally, there would be discussion with clinician 
and pathologist of modes of infection, pathological changes, 
treatment, and prevention. 

Such a method of teaching small groups of students 
would give a balanced view of bacteriology and integrate 
it with other subjects. Many teaching hospitals have a 
number of bacteriologists on their staff, and all should be 
called on for teaching ; but it might be more difficult to 
find suitable teaching laboratories After this period of 
work under supervision the student should be able and be 
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required to work on his own. During his medical clerking 
he should be expected himself to take and examine speci- 
mens from his patients. Only by accepting responsibility 
will he really learn. 

TEACHING OF TROPICAL MEDICINE 
At the present time there are three centres in this country 
at which postgraduate courses of instruction in tropical 
medicine are given : these are in London, Liverpool, and 
Edinburgh. The length of the courses is about five months, 
and the students then sit an examination for a diploma in 
tropical medicine and hygiene. That in London is con- 
ducted by the Conjoint Board, and those in the other 
centres by the universities concerned. Their original pur- 
pose was to fit medical men for clinical practice in the 
Tropics, essentially to familiarize them with a variety of 
diseases of which they learn little or nothing in the ordi- 
nary qualifying medical curriculum in this country. Among 
the diseases which are of more peculiarly tropical distribu- 
tion those due to protozoa, to spirochaetes, and to hel- 
minths are of very great importance. The study of these 
cannot be confined to the more rigidly clinical aspects of 
their diagnosis and treatment ; it entails an introduction to 
subjects largely foreign to the graduate in medicine in this 
country. It is impossible to understand the parasitic 
diseases of man without a sound knowledge of the para- 
sites causing them and of the vectors which convey these 
parasites. The student's course of study must therefore 
include clinical parasitology and medical entomology and 
zoolog)' in order to give him sufficient knowledge to 
undertake ordinary tropical practice. The basic require- 
ments of the curriculum are thus wide, and not least of 
the difficulties for the student is the acquirement of an 
extensive new vocabulary. 

Learning the facts about tropical diseases is largely 
valueless in medical practice without skill in the technical 
examinations w'hich are necessary for diagnosis and for the 
control of treatment The help of a laboratory, so easy 
to obtain in this country, is but rarely available in the 
Tropics, and the medical practitioner there must be his 
own clinical laboratory techm’cian. To give him confi- 
dence in his ability to do this work a large proportion of 
his time in training must be spent in the laboratory if be 
is to acquire the necessary technical proficiency. The need 
for this is great, for teachers have found that many post- 
graduate students coming for training cannot even use a 
microscope competently. In addition to essentia! instruc- 
tion in tropical diseases the three courses now include a 
wide range of subjects such as ethnology, nutrition, sani- 
tary engineering, field surveying, public health practice, 
epidemiology, and vital statisfics. That adequate know- 
ledge of each of these can be acquired by the student in 
so limited a period is doubtful, and in the attempt to 
absorb it there is a very real danger that the facts neces- 
sary for the ordinary practice of his profession may be 
obscured. 

Restriction of a curriculum to assimilable proportions 
without omission of essentials is a problem common to 
all branches of medical education. In this case the pri- 
mary object is to equip the medical graduate for his imme- 
diate duty as a general practitioner in the Tropics, and a 
preliminary course of study might w'ell be limited to this. 


After experience in the Tropics the practitioner would 
have first-hand knowledge of the medical problems of his 
own district, and he would know which were capable of 
solution by his own efforts. Armed with this knowledge, 
he would be in a far better position to seek and to assimi- 
late a wider range of information to this end. Those who 
advocate a preliminary course of instruction in tropical 
medicine of rigidly limited scope and of severely practical 
aspect have a strong case. At a later date medical officers 
with practical experience in the field could take a more 
advanced course of study. The preliminary course might 
be followed by an examination, which would in effect 
afford a certificate of competence to practise medicine in 
the Tropics. The advanced course would be much less 
stereotyped and could be varied to meet the needs of 
individuals ; an examination after this course might be 
dispensed with. 

THE B.M.S.A. 

Though the British Medical Students Association has to con- 
tend with the problem of all student bodies in that after 
a short time medical students — or most of them — become 
doctors, it continues to flourish and to increase its activities. 
It confines its work to studying and trving to fulfil the needs 
of medical students as medical students and eschews poli- 
tical controversy and other ulterior affairs. Its wholly 
laudable aim is to increase co-operation between medical 
students themselves as well as between them and the medi- 
cal profession, students of other faculties, and students 
overseas. Several times a year it holds clinical confer- 
ences at various centres, where authorities on different 
aspects of medicine give lectures and demonstrations, and 
three times a year it publishes an excellent journal. The 
British Medical Sutdents Journal, which is edited by 
students and has a circulation of over 4,000, contains 
articles both on clinical medicine and on its historical and 
cultural aspects. Last year the association also publisfa^.d 
a diary for 1949 — an enterprise that will be continued each 
year — which includes many pages of tabulated clinical and 
pharmacological information. It is a useful pocket-book 
for the medical student, though he might be wiser to leave 
it outside the e.xamination hall with his textbooks. 

The association’s annual general meeting, which is to 
be held at Edinburgh on Nov. 11-13, is attended by repre- 
sentatives of the constituent bodies. These are the great 
majority of the medical schools in Britain and Northern 
Ireland. As a result of decisions taken at last year’s 
meeting the association inquired into billeting fees paid by 
students taking their midwifery course. They were found 
to vary from £I to £3 a week, and it vvns suggested to the 
Minister of Health that they should be a charge on the 
Hospital Service. He did not agree, and contended that it 
was a question for the medical school or university. 
Another problem investigated — and this time ’with greater 
success — was the ex-Serviceman’s grant A meeting was 
held with the Ministry of Education, and certain anomalies 
were adjusted. The B.M.SA. is playing a useful role in 
investigating students' problems and advocating solutions to 
them. It deserves the backing of all medical students, for 
no case, however good, can succeed unless it is well sup- 
ported by the evidence and effort of the majority of those 
concerned. ■ 
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THE TRAINING OF THE TEACHER 

BY 

W. R. NIBLETT, B.A., B.Litt. 

Professor of Education in the University of Leeds 

i\t least fifteen thousand teachers are sent newly trained 
into the schools of the nation every year. Most of them 
ire trained in colleges which offer a two-year course, but 
teachers who take up posts in secondary grammar schools 
and an increasing number of those joining the staffs of 
other types of secondary school are graduates who have 
bad in all a four-year period of training — the first three 
years being spent at a university in reading for the degree 
of B.A. or B.Sc. and the year after graduation in a university 
education department. 

During his three years’ course the undergraduate will 
have been fully occupied in his academic studies and will 
have concentrated upon securing, the best degree he can 
in the subject or subjects of his 'choice. The postgraduate 
year of training is therefore a year during which his mind 
and personality have to be acclimatized to the idea of 
teaching. It may have been some years since he has even 
been inside- a school, and he is not likely to be very well 
aware of his own capacity or deficiencies as a teacher of 
boys or girls. 

But the task of a university education department is 
much wider than that of giving a student various hints 
and tips about the techniques of teaching in the classroom 
and of providing chances of practical experience of such 
teaching. It is true that the total length of the course is 
quite short. It amounts to about thirty weeks in all, 
perhaps seventeen of them spent in lectures, discussions, 
and classes at the university and the remainder in “ teach- 
ing practice ” in schools of various types. In these thirty 
weeks the student has to be introduced to some of the 
social, philosophic, and psychological bases of education. 
All university education departments are anxious that 
students should not think of the job of teaching simply 
as one of instructing John and Mary in a particular subject 
or subjects. The education which a nation gives to its 
children is an intimate expression of its social and national 
purpose and character: the children of a nation are its 
future. It is not merely what they are consciously taught 
in schools that will matter but the unconscious presupposi- 
tions and values which the school as a society will impart 
to them. 

A very important element in the training given to the 
teacher is his study of the psychological development of 
children. Such instruction as he receives on the psycho- 
logy of childhood is no substitute, of course, for personal 
understanding of children as human beings. But some 
knowledge of human psychology can undoubtedly deepen 
understanding of child behaviour and mental growth. A 
certain number of lectures are given to students upon the 
physical development of childhood and upon principles 
of health. There may be lectures, also, upon the history 
of education in tlfis country, contemporary educa- 
tional developments in other nations, and. the general 
administration of education 

All the lecturers in an education department are them- 
selves teachers of experience, and students take part with 
them in discussions on teaching methods. During the year 
the students have experience of trying to teach boys and 
girls of various ages. This gives them a chance of learn- 
ing how to co-operate with themselves as teachers, how to 


shape lessons of many sorts, how to make effective contacts 
with children of differing temperam'ents and abilities. 
During their periods of practice They are encouraged to 
look upon teaching as an art and a craft calling for great 
demands not merely upon their knowledge of a subject but 
upon their human understanding and their skill in interest- 
ing an audience and helping it to learn. 

Social Factors in Learning . 

Clearly there is much in copimon between the training 
of a doctor to be a good doctor and a teacher to be a good 
teacher. It is significant that in these days there should be 
an increasing emphasis in teacher training upon the impor- 
tance of social factors in learning, just as there is an 
increasing emphasis upon social factors in medicine. Simi- 
larly, it is realized more and more that the individual child 
cannot be understood simply as an individual. He must 
be seen as intimately influenced by the family in which 
he has been brought up, the social class to which he belongs, 
his environment of street and newspaper and public opinion. 
Educational psychology is to be seen as a branch of social 
psychology. The time allowed for discussions in small 
groups between students and their lecturers has its 
counterpart in the case of students training to be doctors. 

The training of the teacher, whether in a two-year train- 
ing college or in a university education department, is not . 
of course to be thought of only as a narrowly professional 
business. If the student is to make a good teacher he must 
during the whole time of his training be enriching his 
humanity. It is important that his capacity for experience 
should be increased as well a^ his knowledge of education 
as a subject and his skill as a practitioner. The experience 
of students can be stretched in many ways, and use can be 
made of the arts, the novel, the film, and also of travel. 
It is important that students training to be teachers should 
not merely read textbooks upon child development or 
methods of teaching, but stories about childhood and the 
childhood parts of various autobiographies. It is very 
enlightening to them also to read something about educa- 
tion in primitive societies. Such absorbing studies of life 
in primitive societies as Margaret Mead’s Growing Up in 
New Guinea or Coming of Age in Samoa are valuable 
books upon education itself. 

Institutes of Education 

Since the war, great developments have been taking place 
in the organization of teacher training in this country. The 
country has been divided up into regions, each with an 
institute of education centred upon a university. Hence- 
forward these institutes will be responsible for the training 
given to teachers within their area. This will inevitably 
bring about the gradual development of much closer rela- 
tionships between the two-year training colleges (which in 
due course will offer three-year courses instead of two- 
year) and the universities themselves. The Ministry of 
Education will in future recognize as qualified teachers 
only students who have secured a qualification awarded by 
one or other of the institutes of education. 

But institutes, like medical schools, are not concerned 
only with the initial training of teachers. A very impor- 
tant part of their work will be in “ postgraduate ” education 
— in the ' continued training and education of teachers 
already in the field. In the past there have been, of course, 
summer schools, refresher courses, and evening lectures for' 
teachers who cared to attend them. With the coming of 
institutes of education, however, the scope and provision of 
such methods of continued training will be much enlarged.. 
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Post-certificate qualifications for trained teachers are likely 
to come into existence in considerable numbers. Thus a 
graduate who has had an initial year of teacher training 
immediately after receiving his first degree will beable to add 
to his qualifications as a teacher by taking a more advanced 
diploma after having taught for some years. This may be 
general in character or of a specialized sort— e.g., a "dip- 
loma in primary education, or religious education] or the 
administration of education. Corresponding qualifications 
will also be open to those who have qualified as teachers 
after a period at a two-year training college. 

Educational Research 

A third concern of an institute of education is with the 
organization and encouragement of educational research. 
Here again there is a parallel with the centres of medical 
education. In all the five main fields of educational investi- 
gation vast territories remain to he discovered — ^in the socio- 
logical, psychological, historical, comparative, and methodo- 
logical fields. Educational research is not to be regarded 
simply as a matter of discovering more about actual 
methods of teaching in the classroom or about more effi- 
cient means of examining children at various stages in 
their school career. We need to know much more than we 
do about, for example, the educative influence of the 
cinema, the adaptation of the school curriculum to fit con- 
temporary needs more egectively, the influence of class- 
room and school design upon the education given within 
the buildings which have been put up. The curriculum 
itself in most types of school is what it is for traditional 
rather than reaUy educational reasons. 

Most institutes of education are building up libraries of 
books available for loan to teachers in their area. They 
have already begun to publish accounts of experiments 
and researches which are taking place under their auspices. 
Indeed, an institute which is really awake will be seeking 
out and encouraging all sorts of investigations, projects, 
and new methods within the schools and colleges of its 
area. It will act as a focus and fertilizing place for vital 
ideas on many educational matters. 

There is an obvious parallel between the work of uni- 
versity institutes of education as they are developing and 
medical schools which specialize in postgraduate education 
and advanced medical research. It may be, however, that 
in institutes of education continued teacher education and 
the findings of educational research are brought into closer 
relationship with one another than is sometimes the case 
in medicine. As time goes on the need is likely to become 
more apparent for a closer linkage between institutes of 
education and the departments of medical schools con- 
cerned with child health, mental health, and social medi- 
cine generally. The doctor in training and the teacher in 
training have much to give to one another, and so have 
the stags engaged in training them. 


The Central Council for Health Education held a summer 
school at the School of DomesU'c Economy, Eastbourne, from 
July 2S to August 11 under the direction of the Council’s 
Medical Adviser and Secretary, Dr. Robert Sutherland. This 
year not only the subjects but the method o£ study were of 
interest to both pupils and tutors. The subjects were "The 
Nature and Needs of Man ’ and The Contents, Principles, 
•and Practice of Health Education,” and the method of study 
was that of tutorial group discussion. A short consideration 
of the theory and method of group discussion completed the 
course, which was supplemented by the showing of films and 
a display of health education material and books. The students 
were drawn from all fields where health education is of 
importance. 
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NraSE-TRAINING A?® LEGISLATION 

RETROSPECT AND PROSPECT 

[From a Spscul CopjssposdsstJ 

When the Nurses' Registration Act was passed in 1919 after 
long struggles and much controversy it was assumed that 
the field had been tvon. The goal on ■which the nurses had 
set their hearts was the formal recognition of nursing as 
a profession. This implied a recognized qualification, and 
the qualification had been found in State registration. Since 
that time nurse-training has become more and more a 
process of obtaining the greatest possible number of passes 
in the State examinations. Egorts to help other countries 
to bring their nursing to a higher level have generally 
included the imposition of a State diploma and of minimum 
requirements not unlike ours — e.g., a three-year training 
course. Cliches such as “ the one portal of entry,” ” raising 
the standard of the profession,” “professional self- 
government of nurses by nurses,” have largely dominated 
the thinking of nurses and have raised a barricade against 
help which might have come from outside. 

Is it possible that the paradoxical situation which exists 
to-day, when in spite of the steadily mounting numbers of 
student nurses and pupil midwives entering the training 
schools since 1938 a grave shortage of nurses and mid- 
svives for the hospitals still persists, is due in some measure 
to a too rigid allegiance to the principle of State registra- 
tion ? To approach the question from another aspect, 
would anyone claim that the essential art of nursing has 
made any appreciable progress in the last twenty or thirty 
years ? Has there been any real research into nursing skills, 
nursing practices — one is tempted to add nursing supersti- 
tions ? Discounting the effects of modem equipment, 
modem methods of heating, etc., can the patient entering 
hospital to-day be sure that the nurses will know better 
how to ensure his comfort and the well-being of his mind 
and body than they would have done twenty years ago ? 
The delicate and elusive art of making the patient comfort- 
able is the very heart and essence of nursing— without it 
there is no value in all the talk of “ raising standards.” It 
may be that some of the “ wastage " and restlessness so 
esident among young nurses is due to frustration — they 
were groping towards this idea! when they entered hospital 
and they have found their days ruled by a flurry of ward 
routines and by the cramming of indigestible " theory " 
related to the State examination syllabus rather than to the 
work they are doing in the wards. 

The purpose of these notes is to suggest that the mainten- 
ance of State registratioa in its present form has in fact 
hampered the evolution of nurse-trainmg rather than 
assisted it. To trace the processes at work we must look 
further back than the Nurses’ Registration Act of 1919, 
and further afield than the nursing profession. 

The Evolution of Nurse-training 

When Miss Nightingale founded a training school for 
nurses in 1860 with the fund raised in her honour by a 
grateful nation she sowed the seed for the cultivation of 
nurse-training schools. Other fine training schools sprang 
up and made a great name for themselves, but there was one 
difference — none had the separate endowment and financial 
independence of the hospital which the Nightingale School 
had. From 1860 to 1948 the nation made no grants for the 
training of its nurses. The nurses themselves have largely 
financed their training by the services they have rendered 
to the hospitals. It has long been recognized in the hospital 
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world that the most practical and economical way to staff 
a hospital is to set up a training school and attract a large 
body of student nurses — totally disproportionate, very often, 
to the number of trained staff employed. Even the General 
Nursing Council, which administers the Nurses Acts, is 
financed by the examination and registration fees of nurses, 
so much have nurses been willing to give for "self- 
•government.” 

When we look at other professions and the means 
whereby their practitioners are trained we see a different 
scale of values. Other great liberal professions have not 
accepted or imposed one uniform national examination and 
qualification — imagination shrinks from contemplating the 
results if this had happened in teaching, for instance. Uni- 
versities and training colleges have been free, have been 
given the strongest encouragement, to develop their own 
individual and characteristic courses, and it has been taken 
for granted that the State should'help to finance them, to the 
tune of many thousands of pounds a year. Moreover, .this 
State aid is not given in order that the graduate may serve 
the State in a particular capacity. , 

A comparison of the working of the two systems may 
explain some of the differences in the results. 

At the time when the Nurses’ Registration Act was passed 
a number of hospitals were able to award a training certifi- 
cate which was recognized as the mark of a well-trained 
and skilled nurse. Other hospitals, though not so famous 
for their nursing, were able to attract enough “proba- 
tioners ” for their training courses, which varied a good deal 
in value. For some years the leading training schools still 
regarded their own training certificate as the true test of a 
nurse’s ability, and in some cases the standard was higher 
than that required for the State examinations. As time 
went on, however, policy dictated that nurses should be 
prepared for the State examinations, and few hospitals, if 
any, can spare their nurses time now to adventure widely 
outside the confines of the State syllabus. This has led to 
an artificial levelling down as compared with the heights 
which might have been achieved. At the other end of the _ 
scale more and more hospitals came to see that their^-ohly 
hope of attracting that economical and manageable unit of 
labour, the “ probationer,” lay in opening a training school 
and offering the training course required for ^the State 
examinations. Then it was found that the hospital would 
have to spend money on class-rooms, teaching equipment, 
and staff, and there was much counting of the cckt, because 
the money spent in this way must show a gooH return to 
the hospital in labour and in the recruitmeiit of more 
and more probationers. It was, in fact, merd outlay on 
“ maintenance.” Class-rooms were improvised in base-' 
ments, in odd outbuildings ; administrative nedds dictated 
that so far as possible the nurses should attend I'pctures and 
study in their off-duty time, so that the ward^- were not 
deprived of their services. These hospitals could not set 
a high educational standard for entrance if their s^taff needs 
were to be rnet, and so a system of artificial cramlming and 
parrot-learning was needed, and this did indeed have 
astonishing results in the unlikely material it forced over 
the hurdle of the State examinations. Little time ^as left 
for that intelligent consideration and understandings of the 
actual conditions met in the wards which even the “ pwvctical 
nurse ” should have. \ 

Once a hospital had gained approval as a training salwol 
it was left in peace. It might economize by employing 
unqualified sister-tutor and requiring her to undertake also 
the duties of assistant matron or home sister. Many were 
the complaints about insufficient teaching, though it must 
take a good deal of provocation to make a young girl whose 


energies are already fully employed in the wards rebel 
on this score. State-registered nurses were found to have 
had serious gaps and omissions in their experience, and to, 
have' spent a totally disproportionate amount of their train- 
ing time in some ward or department where their experience 
was of use — all because ot the labour needs of the hospital. 

Drawbacks of the Present System 

In recent years the General Nursing Council has tried 
to effect reforms by appointing inspectors of training 
schools, by refusing approval to small hospitals not offering 
adequate experience, by attempting to impose a uniform 
educational test for entrance to all hospitals, no matter 
what the level of their teaching, and by making their 
requirements more stringent in various ways. The real 
authority behind the Council’s requirements, however, is 
not the power to give help to the training school or to with- 
hold it, but simply to withdraw approval of the training 
school, which seriously handicaps &e hospital in its efforts 
' to obtain the nepcssary staff. 

A large amount of the nursing work of the country has 
always been undertaken by nurses who have no training 
certificate. The services of these people were needed in 
1919, and the country has continued to rely on them up to 
the present day. It is typical of the British outlook that,, 
while the “ one portal ” of State registration was imposed 
in 1919, the existence of this large body of nurses who , 
would never attain to it, but whose services were needed, 
was politely ignored until 1943, when the Nurses Act prb- 
vided for a second national standard — that of the assistant 
nurse — and for the restricted use of the title “ nurse." It 
is interesting to speculate whether the shortage of the 
“ jjractical nurse ’’ w'ould be so acute to-day, and the'number ' 
wishing to be assistant nurses so few, if the existence of and 
the need for the assistant nurse had been frankly admitted 
in 1919. 

The 1943 Act still further hampers the hospital’s efforts 
to ..fin'd nursing staff by restricting it to the State-registered 
/'nurses or enrolled assistant nurses (admittedly far too tew 
for present needs) or to those taking a recognized training 
course. Thus we have the hopeless situation in which the 
General Nursing Council tells a hospital it can no longer 
be a training school because it has not enough beds in use. 
The hospital must then send away the student nurses it has, 
and, since it is no longer a training school, it cannot hope 
to find the staff it needs ; still less can it open additional 
beds. Here lies the real tangle of staffing and training — not 
simply, as some have supposed, that the training course 
consists of too much ward work ‘and too few lectures, 

An Alternative System 

It has been suggested above that the power behind the 
General Nursing Council’s influence on “ standards ” is not 
the ability to help the hospital to offer a better training 
course but the threat to withdraw approval and thus to 
prevent it from recruiting student nurses. What alternative 
is there? It is taken as quite a natural thing that the 
Univwsity Grants Committee should distribute between 
£5,000,000 and £6,000,000 annually on behalf of the 
Treasury in grants to universities and colleges. By their 
grants, given after periodical visits, the Grants Committee 
- can foster what is best in the educational system of each 
institution. Where things are amiss they can apply sanctions 
by refusing grants unless reforms are made, and at the 
'"/.same time make those reforms possible by offering the 
1 , '^ssary financial help. 

,WuaA.is needed for nursing is, first, a separation of the 
finances o'CMhe training school from those of the hospital, 
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and, secondly, a body analogous to the University Grants 
Committee, composed largely but not exclusively of nurses. 
The Grants Committee would be entrusted uith an annual 
block grant from the Treasury, and would have the power 
to distribute this money in grants for satisfactory training 
projects and to svithhold it from those training schools 
which did not offer an adequate course. It would also 
decide which training schools were worthy of recognition 
and therefore able to confer a qualification on their 
graduates, but this would not imply in eveiy case the rigid 
following of a standard syllabus laid down by an outside 
body. Just as the teaching profession has a wide range of 
courses, from that of the training college for primar>' school 
teachers to the honours course of a university, so the train- 
ing schools W'ould be able to adjust their leaching to the 
capacity and needs of the student body which each was 
able to enrol. 

The efforts of the nurses to establish a university school 
of nursing indicate a groping in this direction, but the need 
is not merely for one school here and there distinguished 
from others by its academic standard, but for freedom 
for a number of training schools to spend money on their 
teaching course and to develop that course on the lines 
which seem best for the students they admit. Schools of 
this type would presers’e the apprenticeship system to which 
British nursing owes so much, but the fact that the training 
school w’as separately financed should ensure that the 
training course was not sacrificed to meet the var>ing labour 
requirements of the hospital. 

It may be argued that this leaves too much room for 
diversity of standards and that the public must have some 
means for knowing what the term “ trained nurse implies 
It would be too much to expect eveiy hospital in this 
country which wished to train nurses to plan and decide 
its own course of training. These proposals do not rule out 
the possibility' of a national sy’Iiafaus which the rank and 
file of hospitals would adopt, with the help of grams from 
national funds for nursing education and with the stimulus 
of consultation with the Grants Committee. State registra- 
tion would be given on satisfactory completion of this 
course. Its content would be planned to match the ability 
of the type of candidate on whom the less-sought-after 
training schools rely— and must conUnue to rely. It would 
not presuppose a school certificate standard of education in 
the student nurses. However much that may be regarded 
as desirable, it is outside the sphere of pracUcai pohtics. 
since the training schools for 

annual intake in the neighbourhood of 20,000 student 
nurses. But hospitals which could offer sometog more 
than the national syllabus would be allowed freedom to 
develop their training courses on characterisuc 
their training certificate would confer full professional 
qualification with exemption from the national course. 

No lowering of standards is contemplated m 
posals, but rather a fostering of what is best m nurs 
Lining, with the assistance of educational gran«, a grater 
degree of freedom in the presentation of twcbing 
material to the student body, and a willingness to learn from 
SreTuerience of older and more seasoned systems of 
educatiL. Zeal for “standards" 

as exnressed by State registration has led at times to a level- 
ling down of fte best and an artificial levelling up of the 
noorest If there were real encouragement and 
^Import for nurse-training schools to develop on individual 
lin^ aL to achieve training certificates of their own which 
would be accepted as the ball-mark of a competent nurse 
there might be a flowering of the art and science of nurang 
beyond anything yet envisaged, and with it a raising of 


the prestige of nursing which would solve much of the 
present recruitment diSiculty. 

The Nnrses Bill, 1949 

The Nurses Bill recently introduced represents a great 
step forward, inasmuch as it provides a new channel 
for the finance of nurse-training, quite separate from 
hospital finance or any other expenditure on the 
National Health Service. The channel runs from the 
Treasury through the General Nursing Council and Stand- 
ing Nmse-Training Committees to the training schools. 
The Standing Norse-Training Committees are bodies which 
may be appointed by the Minister for any region (the Bill 
does not state that they will be appointed for each region). 
Their functions would appear to be partly advisory (both 
to the Genera] Nursing Council and to the training schools) 
and partly executive, and they are to be staffed by the 
Regional Boards, though they are not subcommittees of the 
boards. 

The General Nursing Council then becomes the grant- 
making body (through its Finance Committee) as well 
as the examining and qualifying body. The question 
which calls urgently for consideration is whether such 
an arrangement is likely to secure those elements of 
diversity and elasticity which are so much needed in 
nurse-training. Financial independence for the training 
schools is not enough if they remain tied to rigid uniformity 
in the curriculum and examinations. Under the Bill, half 
the members of the reconstituted General Nursing Council 
are nurses elected by nurses on a regional basis. This 
method is likely to lead to the appointment of prominent 
members of the profession who hate achieved distinction, 
possibly as administrators or teachers. It does not seem 
likelv to ensure the special and rare qualities needed lb 
distinguish the potentialities in new and perhaps revolution- 
ary schemes of training, to assess whether their resulu might 
be worthv of recognition as at least equivalent to the normal 
standard for State registration, and to decide how fat a 
training school may be given a free hand and financial 
independence in carrying out such a scheme. Fundamen- 
tally, there would seem to be no objection to vesting the 
dual’ powers referred to above in one body if some means 
can be found of appointing on it the persons best fitted to 
discharge these exacting duties and to bring vision and 
sound judEment to the evolution of nurse-training 

Rememberina that the nurse-training centres number 
several hundred, in contrast with the small number m 
centres with which the University Grants Committee deals, 
it would appear essentia! to delegate most of the routine 
assessment of training schools and their needs to the 
Standing Nurse-Training Committees in the regions, reserv- 
ing the' more “experimental" schemes for the detailed 
scrutiny of the General Nursing Council. If that were 
done, the membership of the Regional Committees also 
would become a matter of great importance. It would not 
be enough to secure the representation of the various 
interests in the region. Here again it would be necessary 
to ensure that each individual sharing these rcspohsibilities 
possessed the special qualities needed for the w ork. Pre:^nl 
tendencies suggest that salaried appointments rather than 
volunlarv membership of a committee might be called for 
to secure' a sufficient degree of continuity and concentration 

in the work. , , 

To sum up : while the general outline of the Bill suggests 
a great step forward, much consideration needs to be given 
to'the constitution of the General Nursing C^undl 
Standing NuTse-Training Committees, as outlined in the first 
and second schedules to the Bill, if the objects proposed 
earlier in these notes are to be achieved. 
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POSTGRADUATE TRAINING FACILITIES 

" In discussions on medical education and duties of medical 
schools we tend to lose sight of the fact 'that the best that the . 
student can do in them is to begin to learn. It he does not < 
study much longer and harder after he graduates than he does 
before he will not become a successful physieian.” — Dr. J. S. 
Billings (1851). 

Once again we are indebted to Sir Francis Fraser, director of 
the British Postgraduate Medical Federation, which is a school 
of the University of London, for up-to-date information. Last 
year we mentioned the formation of the Joint Board of the 
Federation and the three Royal Colleges. The Joint Board 
has met several times during the year and has paid particular 
attention to the procedure necessary to make available to post- 
graduate students advice on suitable hospital appointments and 
programmes of study. Each of the three Royal Colleges 
arranges courses of lectures in the clinical aspects of their 
specialties, and the Royal College of Surgeons provides in 
addition courses of lectures and demonstrations in the basic 
sciences for potential surgical and dental specialists, and in- 
anaesthetics. Each Royal College provides expert advice and 
guidance on suitable hospital appointments and programmes 
of study for its higher qualifications and for other graduates 
visiting this country for further study, and the services of the 
stafi of the Central Office of the Federation (2, Gordon Square, 
London, W.C.l) are available to all postgraduates. 

Among other recent developments in the postgraduate field is 
the formation of the Institute of Obstetrics and Gynaecology, 
which started work in October, 1948, and has lately been 
inspected by the Senate and recommended for recognition as 
a federated institute of the University of London. Other insti- 
tutes which have also been recognized in the same way since 
last year are those of child health, laryngology and otology, and 
ophthalmology. 

The regional advisers in postgraduate education who were 
appointed to the four metropolitan regions of the National 
Health Service at the beginning of the present session have 
been visiting the hospitals in their regions with a view to 
ascertaining the educational facilities for specialist and general 
practitioner training and grading them accordingly. This infor- 
mation is available at the Central Office of the Federation. 

, A start has been made in two of the regions with plans for the 
interchange of registrars during their more advanced stages of 
training between the teaching and the other hospitals. 

Refresher Courses for General Practitioners 
A number of refresher courses for general practitioners have 
been arranged at non-teaching hospitals in the regions through- 
out the year. These are open to National Health Service practi- 
tioners who receive grants from the Ministry of Health and 
also to private doctors who wish to attend at their own expense. 

As an alternative to the present one-week or two-weeks inten- 
sive courses (11 -session and 22-session courses), which are not 
proving as attractive as the Ministry would wish, financial 
assistance is now available to N.H.S. practitioners for special 
short courses, consisting of three half-day sessions at the week- 
end or during the week. The same conditions of grant and 
procedure apply in respect of such courses, with the modifica- 
tion that a doctor may take a maximum of seven courses of 
three sessions (or any combination of such courses with the 
1 1-session courses, provided that it does not exceed 22 sessions) 
in any year. Form G.P.R.C. 2 will be marked by the university 
or medical school “ Special Short Course.” The course fee 
will be paid direct by the Ministry. Travelling' expenses and 
subsistence allowance may be reclaimed by a doctor who 
qualifies for grant, but it is not expected that any expenses for 
the payment of a locumtenent will be incurred in these cases. 

W^en the Ministry was asked by the British Medical Associa- 
tion to elaborate this last point, the Ministry replied that as the 
week-end courses would be held on Saturday afternoons ’and 
Sundays it seemed reasonable to expect That there would be no 
need for a locumtenent. A doctor might not have a Saturday 
evening surgery, and, even if he had, the times of the session 
might enable him to carry it through, or it might be possible to 
cancel the evening surgery and to arrange with a colleague to 


treat any patients directed to him, as well as to cover any visits 
which could not be postponed. The same -arrangement might 
cover absences during three mid-week sessions ; these might be 
spread over a period — for example, one afternoon a week. 

These short courses (week-end or mid-week) have been intro- 
duced on the representation of certain universities, where it is 
said that they have attracted large numbers of applicants, who 
at the moment are meeting the entire cost themselves. 

London Postgraduate Institutes 

Included in the British Postgraduate Medical Federation are 
the Postgraduate Medical School at Hammersmith Hospital, 
with its university departments of general medicine, general 
surgery, and pathology, and a number of institutes in the 
principal clinical branches of medicine associated with the 
special hospitals. The institutes are in various stages of develop- 
ment, and the numbers of students that can be admitted to the 
clinical practice of some of the hospitals arc limited. Appoint- 
ments of the house officer and registrar types in the hospitals 
and institutes provide the most valuable form of postgraduate 
education, and there are opportunities for research for selected 
graduates. At all the institutes courses of instruction are given 
throughout the academic year ; these are suitable for graduates 
in the early stages of their specialist education, and also for 
those who have completed their practical training. Two or 
more years of hospital work in general medicine and general 
surgery after graduation are normally advisable before beginning 
work in the special branches. The work at the institutes is of 
an advanced type, and is comprehensive enough to enable 
graduates with suitable practical experience to prepare for 
higher degrees and diplomas. Emphasis is placed on clinical 
and laboratory teaching, supplemented by lectures and 
demonstrations. ' 

Brief notes are appended concerning each of these teaching 
bodies. 

Postgradunie Medical School.of London (associated with Hammer- 
smith Hospital, Ducane Road, W.12).-rTeachmg in clinical 
departments based on ward work is continuous and is supplemented 
by lectures during three ten-syeeks courses starting in January, April, 
and October, Course for university diploma in clinical pathology, 
lasting one year, available for limited number of selected students. 
Department of Radiology of hospital provides courses for D._M.R. 
of university and Conjoint Board. All these courses begin in 
October. Long-term and short-term tuition in anaesthetics provided 
for small number of students. 

Institute of Cardiology (associated with National Heart Hospital, 
Westmorland Street, W.l). — Seven appointments of registrar type 
offered each year to physicians in training as cardiologists who 
already have a sound grounding in general medicine. General 
physicians .may enrol for full-time or part-time instruction for one 
term of approximately three months. Three terms annually, beginning 
January, May, and October. Three intensive fortnight courses of 
lectures and demonstrations, beginning February, July, and 
November. 

Institute of CItild Health (associated with Hospital for Sick 
Children, Great Ormond Street, W.C.l., Hammersmith Hospital, and 
Queen Elizabeth Hospital for Children, Hackney). — ^Tuition pro- 
vided throughout year in three terms of three months each, beginning 
January, May, and September. Series of lectures by specialists and 
experts each term. 

Institute of Dermatology (associated with St, John’s Hospital for 
Diseases of the Skin, 5, Lisle Street, W.C.2). — Clinical teaching in 
out-patient department twice daily. Facilities for study and tuition 
in pathological laboratory. Owing to restricted accommodation, no 
ward instruction as yet. Short course of lectures in summer months, 
more systematic course in winter. Clinical assistantships arranged 
for more advanced students. 

Institute of Diseases of the Chest (associated with iBrompton 
Hospital, S.W.3)'. — Students enrol for three months or more for what 
is at present approximately a half-time course. In special cases 
a whole-time programme can be arranged. Courses consist of clinical 
work in wards and out-patient departments, lectures, and demonstra- 
tions. Three terms annually, beginning January,. April, October. 

Institute of Laryngology and Otology (assodated with Royal 
National Throat, Nose, and Ear Hospital, Gray’s Inn Road, and 
Golden Square, W.C.l). — A comprehensive full-time course lasting 
20 weeks is held twice a year, beginning in January and July. 
Part-time advanced revision course lasting 10-12 weeks, suitable for' 
students preparing for higher qualifications, is held twice yearly. 


Sept. 3, 1949 


POSTGRADUATE TRAINING FACILITIES 


Estmss 

Mroicxi. lotjKsxi, 


531 


approximately from Febraary to May and from September to 
November. A number of appointments open to students after com- 
pletion of basic training in specialty, giving good opportunities for 
acquiring and extending clinical experience. , 

Imtitute of Neurology (associated wih National Hospital for 
Nervous Diseases, Queen Square, W.C.l).— Teaching mainly by 
attendance on hospital pracu'ce; three terms annually. More 
advanced students appointed as clinical clerks in tvards or attached 
to special departments and research laboratories Two whole-time 
courses in clinical neurologj- held annually in autumn and spring 
terms. During summer term a course in neurosurgety is held. Two 
courses of weekly clinical demonstrations held regularly. 

Institute of Obstetrics and Gynaecology (associated with Queen 
CTiarlotte’s Maternity Hospital, Chelsea Hospital for Women, and 
Department of Obstetrics and G>-naccoIogy, Postgraduate School). — 
Teaching based on ward work and supplemented by lectures and 
demonstrations during 10-week terms, beginning October, January, 
and April. Short intensive courses of a fortnight's duration, suit- 
able for students preparing for higher qualifications, are held twice 
a year. Limited number of posts for junior specialists receiving 
advanced training. 

Institute of Ophthalmology (associated with Moorfields, West- 
minster, and Centra! Eye Hospitals ). — In addition to teaebins by 
means of hospital practice, a routine lecture and tutorial course, 
lasting four to five months, is held twice a year, beginning March and 
October. This starts with basic subjects and elementary clim'cal 
instruction and proceeds to cover all branches of ophthalmology. 
Clinical teaching and iectures given at higher level for advanced 
students. 

Institute of Orthopaedics (associated with Royal National Ortho- 
paedic Hospital, Great Portland Street, W.l). — Practice of both 
central hospital and country hospital at Stanmore open to post- 
graduate students. Selected students have opportunities for tiring 
active part in work of Institute and hospital and for spending i.i the 
Institute up to two years of their training. Comprehensive six- 
months basic course held each year, beginning in October. Twice 
a year, in April and September, a one-week course in advanced 
clinical orthopaedics is held. 

Institute of Psychiatry (associated aitb Maudsley Hospital, Den- 
mark Hill, S£.5, and Bethlem Royal Hospital). — Training normally 
covers two to three years after experience elsewhere in general 
medidae, sad is based on responsible hospital duties under super- 
vision. Regular series of lectures and demonstrations given through- 
out each of the university terms; clinical training continues 
throughout the year and includes seminars and case discussions. 
Students who, because of previous experience, do not wish to take 
the comprehensive two-year course are able to attend limited senes 
of lectures and clinical instruction. Facilities for original investiga- 
tion under supervision in clinical departments and in the psycho- 
logical, neuro.-anaiomical, elecirophysiological, and biochemical 
departments. 

Institute of Urology (associated with the combined school of 
St. Peter’s and St. Paul's Hospitals, Henrietta Street. W.C.2)- Three 
courses of 14 weeks' duration held annually, beginning _ January, 
April, and September. An intensive two-weeks course suitable for 
students taking higher examinations is held in September and March. 
Limited numbers of clinical assistants are appointed in Jan^ry and 
July each year. Two courses in venereology, each lasting four 
months, held annually, beginning April and September. 

Institute of Dental Surgery (associated with the Eastman Dental 
Clime, Gray’s Inn Road, W,C.I).-Object of Institute is to tram 
dental practitioners in the special branches of preventive and thera- 
peutic dentistry', both for children and for adults, by means of clim^l 
experience, lectures, demonstrations, and research. _ Opporturaties 
for limited number of students available in orthodontics, conseivative 
dentistry, periodontia, and preventive dentistry, the courses vaomg 
from four to 12 months. 


Prospective students should make their ovvn airangements 
well in advance. Those sponsored by their universities, govern- 
ments, or other official bodies receive first consideration in the 
allotment of vacancies. Established specialists from overseas 
here for a relatively short time, who wish to see something of 
practice in this country' are always welcome ; they are regarded 
as visiting colleagues, and the experts in their specialties are 
always ready to receive them and let them arcompany em 
in their work and teaching. In addition refresher couises for 
general practitioners are arranged at non-teaching hospitals in 
London and the home counties. Inquines should be made of the 
Federation at the address given above. An information bureim 
of postgraduate activities in London and other university centres 
is maintained. 


The Fellowship of Postgraduate Medicine (1, WTmpole Street, 
W.l) provides general uifomialion on postgraduate work and 
arrange courses of instruction as follows: (1) Week-end courses 
at various hospitals in such subjects as infectious diseases, 
geriatrics, rheumatic diseases, and clinical surgery. (2) Courses 
specially suitable for, though not restricted to, candidates for 
the DA., D.C.H.. D.Obst-R.C.O.G., M.R.C.P., and F.R.C.S. 
(Primary and Final). These include general medicine, nenro-' 
logy, general surgery, proctology, obstetrics, children’s diseases, 
and anaesthetics Some are full-time courses, lasting one to 
two weeks ; others are spread over longer periods, arranged 
either in mornings, afternoons, or evenings, and are intended 
particularly for postgraduates who are not free for full-time 
study. 


Facilities in Other Univerrity Centres 

The following is a lisL not exhaustive, of courses of post- 
graduate instruction held regularly at universities other than 
London. AH are full-time courses, except those in general 
medicine at Liverpool and Sheffield, in neurology at Birming- 
ham, and in obstetrics and gynaecology at Liverpool which are 
part-time. All the courses include practical work, demonstra- 
tions, and lectures. 

Courses in public health, which are provided by practically 
all the universities, are not included in this table. They will be 
found set out in the article headed “Special Diplomas." 


Subject 

Ufii^'ersity 

Duration 

Starts 

Remar lu 

Anaesthetics 

Bristol 

12 months 

Oct. 

Saltjtbls for D-A- 


Liverpool 

12 


(Cocj.) 


Oxford 

2 

Mch., Sept- 

Revision for DJU 

Bactenology 

Manchester 

9 months 

Oct. 

(Conj.) 

For Dip Bact, .Manciu 

Industrial 

Edinburgh 

9 „ 


For D I H. Ed- 

health 

Glasgow 

9 

„ 

For D J.H. (ConJ.) 


Manchester 

9 

12 we^ 


** M 

Medicine 

' Edinburgh 

Oct.» April 

Advanced mstmctlca 

(general) 

1 Glasgov 

8 

„ »» 


Liverpool 

10 „ 

Oct., iaa.. 

Advanced revision 


Sheffield 

to „ 

April 


Neurology 

Bifminghasj 

2 months 

»» »f 

Revision sujtab!e for 

Obstetrics 1 

Liverpool 

5 .. 

Oct. 

D.PM. (Ccfol) 
Adk-a-nced revision; I 

and ©Tiae - 1 
oology ! 

1 

Ophtbahno- 

1 

Birminghim , 

6 .» 

1 

! Jan., July 

session weekly; first 
15 weeks, obitetrics; 
second 15 weeks, 
gynaecology 

Suitable for D.O. 

logy 

Orthopaedic 

1 

Liverpool 

15 

1 Oct. 

(Cohj.) 

For M-Ch-Orth. Lpool 

surgery 

Paediatrics 

Bristol ^ 

3 

1 - 


Psychiatry 


2 terms 

1 •* 

For Pan I, D.PJ.L 

Edinburgh j 

5 weeks 


(Bris: ) 

For Dip. Psydiiatry 


Leeds 

3 terms 


(Ed) 

For Part I, D-P-^f. 


Bristol 

]8 months 


(Leeds) 

For D M.R.D. (Brist.) 

nosjs 

Edinburgh 

IS .. 

„ 

For O M R O (Ed.) 


Glasgow 

1 18. 

Oct-, April 

For D S!.R D (Cocj.) 


Liverpool 

2 years 

Oct- 

For D Rad (D ) and 


?ifanchcster 

t IS months 

' April 

hi-Rad. (Lnool) 

For D..MJU5. (Cod ) 


Sheffield 

! 18 „ 

Oct. 



Wales 

' IS „ 

,, 

„ ^ 

Radiotherapy 

Birminghaca 

2 years 

„ 

For D-M.R-T. (Cocj.) 

Bristol 



For D.M R.T. (Brist.) 


Edinburgh 



For D M P-T. (Ed.) 


Glasgow 


April 

For D.M.R.T. (Cocj.) 


Liverpool 


Oct. 

For D Rad <T.) and 


Manchester 


April 

.Vf.Rad- (Lnool) 

For D.M.R-T. (Cocj.) 


Sheffield 


Oct. 


Surretyfges' 

Edinburgh 

5 months 

Oct., Mar. 

Advanced Instrticrica 

oral) 

Glasgow 

8 weeks 

Oct., April 


Liverpool 

9 months 

Oct. 

For Cb.M. aporf). 

Tropical 

Edinburgh 

2 tertr-s 


(suitable also for 
F.R.C.SJ 

For D.T~^L and H- 

ZD^cine 

Liverpool 

4 rconihs 

Jan.. Sept. 

(Ed.) 

For D.T.M, and H. 

Tubercolosis 

Wales 

6 „ 

Jaa. 

(Lpool) 

For T.D.D. (V^'ales) 


.At Cambridge postgraduate courses have been arranged as 
follows: October. 1949, to July. 1950; regular daily sessions at 
fixed times, taking the form of ward rounds, out-patient clinics 
and clinico-pathological conferences. In February, 1950. a post- 
graduate course in orthopaedics has been arranged. Information 
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about the Cambridge courses should be sought from , the 
Secretary, the Naval Hut, Downing College. 

Westminster Medical School celebrated its ceritenary iii July 
with a postgraduate course for old students given by members 
of the staff of the Westminster group of hospitals. The first 
course for the final F.R.C.S. examination to be held at 
Westminster and the designated hospitals will take place in 
September and October. 

• A two-weeks course on child health is being held in Glasgow 
in September, and a three-weeks course on mental deficiency 
in October. In Durham a recent ohort course in midwifery 
and gynaecology, designed for practitioners, proved very 
popular, and it is hoped to run a second course later in the 
year. 

The Royal Colleges 

A highly important contribution to postgraduate education 
is by means of the series of lectures at the Royal Colleges. 
The Royal College of Physicians of London holds a series 
of lectures for postgraduates on advanced clinical subjects. The 
lecturers are specially distinguished in their respective fields 
and are drawn from the provinces as well as London. 

The Royal College of Surgeons of England has arranged a 
number of lectures and demonstrations to be held at the 
College. In surgery two series, each of 24 lectures, will be 
given during October and April, and at the same time clinical 
conferences will be arranged at selected hospitals. In anaes- 
thesia two series, each of 45 lectures, will be given in October 
and March. In addition, courses extending over a period of 
from one to two years are being arranged. Between October 
and January and between March and May there will be a 
series of 72 lectures and practical demonstrations in anatomy, 
applied physiology, and pathology. Lectures in oral, dental, 
and general surgery will be given in February-March, and 
lectures and practical demonstrations on the application of the 
basic sciences to dental surgery will be held in January- 
February. 

Facilities are now available for advice on postgraduate ortho- 
paedic training through the Postgraduate Orthopaedic Com- 
mittee which, with its headquarters at the College, has been 
established under the aegis of the Royal College of Surgeons 
of England, the Royal College of Surgeons of Edinburgh, the 
Royal Faculty of Physicians and Surgeons of Glasgow, the 
British Orthopaedic Association, the Institute of Orthopaedics 
of the British Postgraduate Medical Federation, and the 
Department of Orthopaedics of the University of Liverpool. 

The British Medical Association, which last year published 
the report of its special committee under the heading The 
Training of a Doctor, has appointed another committee, again 
under the chairmanship of Sir Henry Cohen, to consider the 
postgraduate education of general practitioners. 


THE ENROLMENT IN MEDICINE; 

The total number of names in the current Medical Register 
is 76,292, a drop of 1,600 on the figure of a year ago, but 5,000 
higher than the average of the last twenty years. Common- 
wealth and foreign registrations account for only 10% of the 
total. During last year the task of determining the position 
of practitioners eligible to apply for normal registration under 
the Medical Practitioners and Pharmacists Act, 1947, was 
completed, with the result that 4,467 names were removed 
from the temporary list. Of these practitioners, who came on 
to the Register from abroad mostly in the period 1941-5, just 
over 3.000 did not apply for re-registration under the Act 
just mentioned within the statutory time limit, and it may be 
assumed that most of them have returned to their practices 
in their own countries. Of the remainder, 1,337 fiave come 
on to the Foreign List of the Register. 

The number of persons registered in the local registers for 
England, Scotland, and Ireland is 68.323 ; those on the Com- 
monwealth List number 6.081, and those on the Foreign 
List, 1.803. Those temporarily registered number only 85. 
They are persons whose applications under the new Act have 
not been finally determined. As a result of this readjustment 


the number of names added to. the Foreign List in 1948 is the 
highest recorded addition in any one year, as is also the number 
added to the Commonwealth List (416); 

The following table gives the position in respect of the 
Medical Register during the last ten years : 


Year 

Added by 
Registration 

Restored 

Removed 

Total 

number 

1939' .. 

. . 2,968 . . 

. . 49 . . 

1.027 . . 

63,360* 

1940 . . 

. . 2,384 . . 

, . 37 . . 

1,102 '.. 

64,679 

1941 .. 

. . 3,296 . . 

.. 16 .. 

996 .. 

66,992 

1942 . . 

. . 3,556 . . 

.. 7 .. 

1,127 .. 

69,428 

1943 . . 

.. 3,532 .. 

. . >13 . . 

1,091 .. 

71,882 

1944 . . 

. . 2,971 . . 

.. 11 .. 

1,218 .. 

73,646 

1945 . . 

. . 2,666 . , 

.. 11 .. 

1,190 .. 

75,133 

1946 . . 

. . 2,237 . . 

.. 14 .. 

1,092 . . 

76,292 

1947 . . 

. . 2,787 . . 

. . 10 . . 

1,160 .. 

77,929 

1948 . . 

. . 3,968 . . 

.. 16 .. 

4,467 . 

76,292 


•Figure adjusted in 1940. 


The following graph shows the numbers of medical practi- 
tioners on the Register at each five-yearly period since 1876, 
when the information was first compiled, and the numbers of 



additions. The large increase in the number added in 1948 is 
mainly due to the transference of temporarily registered foreign 
doctors. 

The task of training students to be doctors is shared between 
the teaching hospitals and the universities. In London the 
twelve undergraduate teaching hospitals, each with its ^oup 
of satellite institutions, have been designated as teaching centres. 
In the regional hospital centres of England and Wales the 
existing teaching hospitals, again with their groups of associated 
hospitals, have been 'similarly designated. The teaching hos- 
pitals remain separate from, though closely linked rvith, both 
the regional services and the university. They. are specially 
picked centres for medical training, drawing their patients, of 
course, from a wider area than the ordinary hospital, but the 
board of goveitnors of each teaching centre comprises nominees 
of the university, of the regional board, and of the doctors 
actually teaching in the hospital, as well as other persons 
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l.C.I. has made twenty films on medical subjects as part of its policy 
of conlribiitiii" visual aids to scientific and agricultural educalion, 
llie.se are not advertising, but teaching films in the full sense of the 
word, made in collaboration with recognised authorities in the 
subjects dealt with. All the films Usted below may be borrowed 
without charge by medical audiences who possess a 16 mm. sound 
film projector and have the services of a competent operator. 


The Technique of Anaesthesia Series 

Made in collaboration with the U'estminster Hospital 
Medical School 

16 mm. sound films — monochrome 
Signs and Stages of Anaesthesia 
Open Drop Ether 

Nitrous Oxide— Oxygen— Ether Anaesthesia 

Carbon Dioxide Absorption Technique 

Endotracheal Anaesthesia 

Intravenous Anaesthesia Part 1 

Intravenous Anaesthesia Part 2 

Spinal Anaesthesia 

Respiratory and Cardiac Arrest 

Operative Shock 

Handling and Care of the Patient 

‘Anaesthesia in the Dental Chair (Adults) 

‘Anaesthesia in the Dental Chair for Children 

*These two subjects made in collaboration with 
Guy's Hospital 

(A booklet with synopses of these films is available) 


The following subjects are 16 mm. sound films in 
colour (Kodachrome) : 

The properties of acetylchoh'ne 

bfade with the Department of Pharmacoiosy, 

Oxford Vnirersity 

Physiology of the Kidney 

Made with the Department of Pharmacology, 

Vnirersity College, London 

The Humoral Transmission of the 
Svinpathetic Impulses 

Made with the Department of Pharmacology, 

Oxford Vnirersity 

Perfusion of the Living Animal 

Made with the Department of Physiology, 

Edinburgh Vnirersity 

Movements of the Tongue in Speech 

Made with the Department of Phonetics, 

Vnirersity College, London 

Control of Infection in Surgical Dressings 

Made with the Birmingham Accident Hospital 

Further films are in course of production by the 
l.C.I. Medical Film Unit. 


Write for further information and synopses to 

THE l.C.I. FILM LIBRARY, BOLTON HOUSE, 61, CURZON STREET, LONDON, W.l 

Announcement issued by Imperial Chemical (Pharmaceuticals) Umited 
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IN ANA LGES IA 

1540 : “ Take a fatte piece of veale or ellse a faite capott qnS boyle il in 
water or ellse white wyne and strayne it from the fleshe, and sett the saide 
lycor over the fyre agayn, and putt therto these things folowing, of 
mallowes ii. unces, of violett leaves-, of night shade ana 3 i. lett them boyle 
iintyll they be very softe and tendre, and powre azaaye the licbr from them, 
and putt therto barley water as shall suffise to make it a pulthes”. 

\ (A pulthes to cease payne devised by Dr. Butts) 

Today the physician has, in ‘ Physeptone/ a specific agent for the relief of 
pain. ‘Physeptone’ is more powerful than morphine and does not cause 
hypnosis or constipation. It may with advantage replace morphine as an 
analgesic for patients confined to bed. ‘ Physeptone ’ is available as 5 mgm. 
compressed products for oral administration (bottles of 25, 100 and 500)j , 
and as injection, 10 mgm. per c.c. (ampoules of 1 c.c., in boxes of 12). 

S _ ^ 

‘ P H Y S E P T 0 N EJ 

rf/-2-DIMi:THYLAMINO-4 :4-DIPHmS’LHEPTANE-S-ONE m’DROCHLOSIDE 



TH E E S T A B L 1 S H E D ANALGESIC 


BURROUGHS WELLCOME & CO. (the Wellcome poundatio.v ltd.) LONDON 



The operation of the 
recently introduced con- 
cession on dispensing 
packs now makes avail- 
able the fine therapeutic 
products of William R. 
Warner and Co. Ltd., for 
prescribing, both to 
N.H.S. and private 
patients, free of purchase 
tax. 

Dispensing packs in the 
sizes shoivn are available 
free of tax for prescrip- 
tion and for Surgery use. 


DISPENSING PACK SIZES 

NOT subject to purchase tax when used on prescription 

■^AGAROL .... 14 oz. bottles ■ GELUSIL 500 tablets 

★ALKA-ZANE . . 4 oz. bottles VEGANIN . . 100 & 500 tablets 
ANUSOL . . 100 suppositories VERACOLATE . . 500 tablets 

★ Agarol and Alka-Zane are dispensed by the chemist in tmopened 
bottles, therefore, prescriptions should be for the sizes mentioned: — 






"CT/t/ 

3>T /"T. 


jVote — Agarol and Alha-Zane for dispensing must be supplied in packs of 
6 bottles and 3 bottles respectively to retail chemists and dispensaries. 
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appointed by the Minister in consultation with local health 
authorities and other interested bodies. In Scotland hospitals 
are not designated as teaching hospitals, and they all come 
within the jurisdicUon of the five Regional Hospital Boards 
but special provision is made for the inclusion in the boards 
of management of these hospitals of nominees of the university 
on which the region is centred and also of the teaching staff 
of the hospitals. In Northern Ireland there is a duty upon 
the Hospitals Authority — a body corporate appointed by the 
Minister of Health and Local Government— to provide the 
Queen’s University of Belfast with adequate facilities for 
medical teaching. 

The Student Entry 


The number of medical students admitted to the schools 
of Great Britain and Ireland during the academic year 1948-9 
was 2,653. . 


The table of student admission for recent years is as follows . 

1941-2 .. 

2361 1 

1945-6 

. . 2.610 

1942-3 .. 

2,468 1 

1946-7 

. . 2,553 

1943-^ . . 

. 2,426 

1 1947-8 

. . 2,797 

1944-5 . . 

2,612 

1 1943-9 

. . 2,653 


Passes and Rejections 


The number of passes and rejections in 

the final or quali- 

fying examinations 

held in 1948 bv the 

various examining 

bodies was as follows : 





Passes 

Rejections 

Medicine 


2,774 

1 521 

Surgery . . , 


2.756 

1.S05 

Midwifery . . 


:.w 

1.536 


The proportion of passes in medicine was highest in Sheffield 
(85.195o), in surgery in Aberdeen iS7.21%). and in midwifery 
in St. Andrews (89.39%). The lowest proportion of passes in 
medicine and in midwifery (47.35 and 51.61% respective'vi was 
in the Scottish Conjoint Board examination, and the K-'wsst in 
, surgery (47.29%) in the Society of Apothecaries. London. 

In the examinations in anatom-, and pnssioiogy the highest 
percentage of passes was in Sheffield (97.26%). The percentage 
of passes in the English Conjoint Beard examination in these 
subjects was not much above 60, and in the Scotnsh Conjoint 
Board it was as low as 40. 

The following table, which has been compiled from the report 
of the University Grants Committee iH.Sf.S.O., 19491. shows 
the numbers of professors and other teachers m ffie London 
medical schools. 


( 


losUtutloo 


Cbarins Cross Hospital Medical 
School 

Guy's Hospital Medical School 
Wng’s College Hospital Medical 

School 

loadon Hospital Medical School 
Ntiddlesex Hospital Medical 

School 

Royal Dental Hospital School 
Royal Free Hospital School of i 

Medicine 

St- BanbolomeVs Hospital ; 

Medical ^hool - . _ . • : 

St. George’s Hospital Medical 

School i 

Si, Mary's Hospital Medical 
School . . . . _ . • ■ 

St. Thomas’s Hospital Medical ; 

School . . . . , . . ■ 

Uaiveraiy College Hospital i 
Medical School . . - • I 

Westminster Medical School . . ; 
British Postgraduate Medical i 

Federation j 

London School of Hygiene and j 
Tropical 'Medicine .. , 


I Readers, 
Assmant 


Assistant , 
, Lecturers 


Pro * Professors, * Lee- ; ' tO'-he's 

fessors and Inde- jturers^ Demon- 
pendent . sirators . 

I Lecturers * 


10 

I 


9 

n 


5 

i: 


17 

7 


I ” ' 


\9 


iS 

36 

4 

6 

9 

JS 

7 

13 

A 


Fortbeoming Academic Year 
The applications of students for 1949-50 are 
nany offfiere hools to be ngnin well 
un be regarded as optimum, but 

iifficulties or for other » stnet limit has to be plaMd 

ipon the number accepted. The London Hospital Medical 


College is receiving about 2,0(X) applications every vear, and 
from these it has to select 80. At Middlesex, where again 
the intake is 80, there is no diminution in the number of 
applicants, and selection is a difficulty. At St. Bartholomew's 
the number of applicants is as high as, or higher than, ever, 
but the entry next October has been reduced to approximately 
100. The Dean of Westminster Hospital hfedical School 
writes that the number of students has mounted steadily to the 
present total of 140, and the problem of selection from the 
enormous number of applications is becoming increasinglv 
difficult. At St. Nfary’s Hospital Medical School, 70 students— 
S6 men and 14 women— were accepted for entry last session, 
and the number is expected to be about the same for 1949-50. 
The tola! number of full-time students in the school is about 
440. T^e annual intake at King’s College Hospital Medical 
School is 50, and students are admitted for clinical training 
twice a year, in April and October, At Guy's there are 80 
vacancies to the preclinical studies, of which roughly two- 
thirds are for the first year, the remaining third entering the 
second year, having already passed the first M.B. In addition, 
25 places ate reserved for Oxford and Ombridge men for the 
clinical period of studies ; these men take a three-months 
preliminao' course before entering the wards. 

In the provincial schools it is much the same story. At 
Leeds the intake into the first M.B. course cannot be increased 
beyond 75 without further build’mg, and the selection of this 
number of students from the many hundreds of applicants is 
a difficult matter, but selection is still done by interview and 
consideration of scholastic performance. At Oxford the number 
of new students is restricted by decree ; the number for the 
coming year has been fixed, as it was last year, at 55 men 
and 10 women. Ex-Service men and women are admitted 
over and above these numbers only if they were boro before 
1929. The various colleges put forward the names of the 
students they wash to be admitted to ihe medical school, and 
preliminaiy acceptance by a college is essential for any pros- 
pective student. The last annual entry at Cambridge was 
210 new students, of whom 19 were women. At Bristol the 
annual entry is about 54, and the total number in Faculty 325. 
At Manchester and at Liverpool the annual entry is round 
about 100, representing the maximum capacity. About one- 
fourth of the students at Manchester are women. At Sheffield 
Ibe figure is 60. In the Welsh National School of Medicine 
the number of places for entrants is now 65, comparing v.id 
44 a few years ago, but this number falls shon of the demand 
from the schools and from ex-Servace men, and cannot be 
increased without extensive building, of which there is no early 
prospect. In the University of Durham the number of appli- 
cants is greater than ever before, and selection of the most 
suitable candidates to fill the 95 vacancies has accordingly been 
strict ; women are accepted in the proportion of one to four. 

In view of the hospital facilities available at St. Andrews 
the annual intake is limited to between 70 and 80 to ensure 
that each undergraduate receives adequate clinical instruction. 
At Glasgow it is expected that about 230 new students will 
ultimately be admitted. Queen’s Universily, Belfast, admits 
tOS to the Faculty of Medicine, but this includes 20 dental 
students. Most of the places are allotted to students normally 
resident in Northern Ireland and children of former graduates. 
The number available for candidates from Great Britain and 
overseas is not likely to be more than ten, and for the coming 
session over 800 applications have been received. 


Effect of National Health Service 
A question which was asked of the deans concerned the 
effect of the National Health Service on the schools. In 
most cases the answer was that there was no perceptible effect. 
The Dean of the Medical College of St. Bartholomew’s says 
that any effect of -the N.H.S. on the College is not a direct one, 
but certain matters are requiring adjustment, not always m 
the College’s favour, such as the ruling that whole-time patho- 
logists must be paid wholly' by* the College instead of as 
hitherto by the College and the hospital. Similarly, the ruling 
that all registrars must be paid by the hospital instead of 
jointly bv the hospital and College as hitherto has some serious 
implications, and the ruling is at the moment being contested. 
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Chaiing Cross says that the Service appears so far to have 
had little effect directly on the school, except to constitute it 
under section 15 of the Act as an independent legal entity, but 
even this has made little difference, as previously the school 
was organized on a basis similar to that now adopted. Middle- 
sex says that the Service has had no appreciable effects. Cer- 
tainly there has been no diminution of applications to join 
the school, and it enjoys all the same facilities in the hospital 
as before. St. Andrews says that, while the Service has had 
little influence upon undergraduate teaching, it has called for 
a complete reorganization of postgraduate instruction with a 
view to the training of specialists. The Dean of the Faculty of 
Medicine of Aberdeen writes : “ So far as I can see, the only 
effect the National Health Service has had on the school is to 
continue the plethora of trainees imposed on us in the immedi- 
ate post-war years. This should help in the teaching and 
guidance of students.” 

It should be made clear that medical schools are not trans- 
ferred to the Minister or to the board of governors of the 
associated teaching hospital, but in the provinces they are 
owned and administered by the governing body of the university 
of which they form part, and in London by their own governing 
bodies. Any medical school of London University which was 
not a body corporate was required to become incorporated 
within six months of the passing of the Act. 

Improvements in the Curriculum 

Several schools report interesting changes in the curriculum. 
As mentioned last year, the Faculty of Medicine at Birmingham 
set up a committee to review the curriculum. During the past 
year this committee has confined its deliberations to the clinical 
course, and it has been decided to abolish the third and fourth 
M.B., Ch.B. examinations in their present form. The subjects 
fonrierly included in these two examinations have been trans- 
ferred to the final examination, which is now divided into three 
parts— namely, (1) pathology, bacteriology, pharmacology, 
forensic medicine and toxicology, and social medicine, which 
will be taken in June of the fifth year ; (2) surgery and obstetrics 
and gynaecology ; and (3) medicine, paediatrics, and child 
health. The second and third parts of the examination, which 
also include applied pharmacology, pathology, and bacterio- 
logy, will be taken in June of the sixth year. Ophthalmology 
and psychological medicine have been deleted as separate sub- 
jects in the examination. These revised regulations apply to 
all students passing Part If of the second M.B., Ch.B, examina- 
tion in and after March, 1949. The Dean states that a frequent 
criticism of the medical curriculum is that it is constantly 
being extended and the student’s life is thereby made corre- 
spondingly difficult ; therefore it is interesting that the lecture- 
ships in operative surgery, vaccination, and applied anatomy 
have been abolished. The experiment of teaching anatomy and 
physiology as an integrated subject continues to attract attention 
and congratulation. 

At Leeds the revision of the curriculum with the object of 
giving the student a more integrated course is under active 
consideration. Entry requirements to the first M.B. course 
are being considered, with special reference to the new general 
certificate of education which in 1951 will replace the School 
and Richer Certificates. New regulations have been introduced 
for the' Ch.M., for which a thesis must now be presented. 
At Bristol the main changes in the curriculum which have 
been introduced are, first, that a full introductory clinical 
course is now firmly established; and, secondly, that next 
year most of the systematic teaching in pathology will be 
given in the third and fourth years, so that the main instruction 
in this subject will be completed during the first clinical 
appointments. At Sheffield a new curriculum, to which refer- 
ence was made in last year’s account of the school, has been 
almost completely introduced, the last batch of students work- 
• ing under the old regulations having now entered their final 
year. In Durham the present arrangement of holding the 
second M.B., B.S. examinations in anatomy and, physiology as 
separate parts is to be discontinued. Jn 1951 there will be 
a return to the system whereby the examinations in anatomy 
and physiology are taken together after five terms’ work. A 
rearrancement of the final examination will also take place in 


1950-1. Surgery is to be taken in Part II of the final exami- 
nation in June of the final year, in company with medicine and 
paediatrics. Midwifery and gynaecology remain in Part 1 of 
the examination taken in the previous December. 

At St. Andrews the six-year curriculum recommended by 
the General Medical Council was introduced last October, and 
the necessary rearrangernent of work in the later years of 
study will be made as required. The whole curriculum may be 
taken at Dundee, or the first two years and two terms at St. 
Andrews and the remainder at Dundee. Good opportunities 
for clinical work are afforded by the Dundee Royal Infirmary and 
Maryfield Hospital, the instruction given thereat being recognized 
for purposes of graduation by all the Scottish universities, the 
universities of Cambridge and London, the National University 
of Ireland, and the Royal Colleges. It is the intention of the 
University to institute at an early date chairs in social medicine 
and in child health, so that in this respect the recommendations 
of the Goodenough Committee will also be fulfilled. At 
Manchester a Committee of the Faculty has spent a very long 
time considering the report of the B.M.A. Committee published 
last year under the title The Training of a Doctor, and 
several minor adjustments have been made. New regulations 
are also being introduced at Manchester for the final M.B., 
ChlB. examination and the award of honours. At the University 
of Glasgow the recent recommendations of the General Medical 
Council will be implemented in the coming session, and all 
students commencing study in October or thereafter will follow 
a six-year cvirriculum, of which the first year will be devoted 
entirely to the pre-medical subjects. 

The Welsh National School of Medicine has made some 
minor adjustments in the curriculum. The Senate has given 
much consideration to the Goodenough and B.M.A. reports and 
to the recent recommendations of the General Medical Council. 
The regulations for the degrees M.B., B.Ch.fWales) are in the 
process of complete revision,' with the object, among other 
things, of curtailing slightly the length of preclinical studies, 
lengthening the clinical part, and ensuring tliat the final examin- 
ations will all be taken near the end of, the course. At the 
Queen’s University of Belfast, under the new curriculum now 
.in force, the second professional examination in anatomy, 
physiology, and biochemistry is taken after five terms of study, 
following upon which successful students pass on to two terms 
of study in pharmacology and bacteriology, ending with the 
third professional examination in these subjects. 

King’s College Hospital Medical School is in process of 
revising the curriculum, which xvill in future include the teach- 
ing of psychological medicine and certain special subjects such 
as orthopaedics and urology during the first twelve months of 
the clinical course. Three months will be devoted entirely to 
the study of paediatrics, including fourteen days in residence 
at the Belgrave Hospital for Children. A revision' course will 
be held twice a year preceding the M.B., B.S. examinations. 
St. Bartholomew's reports no basic changes in the curriculum, 
but states that some developments have taken place putting 
rather more stress on the teaching of social medicine and 
allied subjects. , 

At St. Thomas’s, which maintains its entry level of 80 clinical 
students a year, the elementary clinical period from October, 
including work in the casualty department, will be six months, 
after which the student will commence proper ward work as an 
in-patient medical clerk. 

The Dean of the London Hospital Medical College (Dr. 
A. E. Clark-Kennedy) writes : 

“ I do not think there have- been any great changes in the curricu- 
lum. We have, however, started a system by which all students are 
required to undertake duties in the wards for a period of 10-14 days 
during their clinical training — that is, at the end of their first clinical 
year. Students work eight hours in the wards every day, which they 
arrange with the ward sisters to suit their mutual convenience so as 
not to interfere with the lectures on the one hand and so that they 
go into the wards when there is most for them to do. They are 
expected to carry but any nursing duties which arc to their educational 
advantage — that is, to carry out any nursing duties which they might 
find themselves required to supervise when later they are practising 
their profession. I would emphasize that they are not there to supple- 
ment labour in the wards. They ate not expected to be asked to 
carry out work which has no educational advantage for them,” 
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?*: s Hospital Medical School a revised course of 

clmical lectures over a period of two years has been introduced, 
and It IS expected that this will greatly assist the clinical 
students to cover the syllabus systematically. A chair in 
biochemistry has been instituted during the past session, and 
in October readerships are being established in anatomy, physio- 
logy, pharmacology, and bacteriology, hliddlesex Hospital 
reports improvements in the clinical period, with a rearrange- 
ment of instruction in anaesthesia ; and Charinc Cross reports 
slight adjustments in (he introductory clinical course. 

The Older Universities 

At Oxford the various colleges put forward the names of 
the students they wish to be admitted to the medical school, 
and preliminary acceptance by a college is essentia! for anv 
prospective medical student. There are 22 men’s societies in 
Oxford, each attached to a college and under the presidency 
of its head, and there are four women’s societies attached to 
the three women's colleges and Lady Margaret Hail, and one 
non-collegiate society. Preliminary inquiries should be addressed 
to the head of a society, not to the Dean o! the Medical 
School. 

Ait students entering the school are now required to take 
the second public examination as before the war. The course 
normally taken to satisfy this regulation is the final honour 
school of animal physiology', which takes up one year after 
passing the anatomy and physiology examination for the B.M. 
degree. Students then do their clinical work either at the 
Radcliffe Infirmary in Oxford or at one of the teaching hos- 
pitals. Students W'ho have completed their preclinical studies 
elsewhere are also admitted to the clinical school, though they 
take the qualifying e.xaminations of their owvi universities. 

At Osier House, in (he Infirmary grounds, there is a dub 
and hostel for clinical students, providing social and reading 
facilities and sleeping accommodation for those on duty in 
the hospital. This social, administrative, and teaching centre 
is being completed by the provision of additional lecture rooms 
and class-rooms and of further spotting facilities for students 
in the medical school. 

In the University of Cambridge the most important plans 
concern the further development of the department of human 
oecology, in which a chair is to be established from October 
next. There is also a good prospect of an early Stan on the 
erection of a permanent building for the department, which it 
is hoped will be situated on Fenner's Ground and combined 
with a gymnasium suitable for remedial exercises. Here in 
an atmosphere of healthy athletic activity the University 
Health Service will have full scope. This seiwice has been 
in operation during the past year and has carried out some 
3.700 .T-ray examinations and 1,700 clinical examinations on 
volunteers from among undergraduates and the university staff. 
The mass radiography apparatus and team have been borrowed 
from the East Anglian Regional Hospital Board. A high 
proportion of first-year students, men and women, have also 
submitted to a clinical examination. The results have been 
such as to suggest that at least .x-ray examinations should be 
made compulsory. 'The new department of human oecology is 
also interested in the development within (he teaching hospital 
of a home care and nursing service with which will be linked 
the study of the problems of the aged and infirm. The Reader 
in Human Oecologv has been engaged in epidemiological studies 
and. in co-operalio’n with the county medical officers of health, 
has been able to make a preliminary analysis of the distribution 
of infectious diseases in the schools, 

"The university department of radiotherapemics has pur- 
sued research work designed to improve the treatment of cancer 
.ind allied diseases by the combined use of radiotherapy and 
chemotherapeutic agents. The department expccK to have 
a 30 me'V synchroion installed in the near future. The depart- 
ment of e-xperimental medicine has carried out studies on 
various aspects of undernutn'tion. notably oedema, renal fun^ 
tion and skin conditions. The staff of Addenbrooke s. which 
h.is 'been strencthened by the election of a thoracic surgeon 
and a paediatrician, now regularly give courses on vanoiK 
snecial subjects for postgraduates, including general practi- 
tioners The long vacation course in elementary clinical 
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methods for undergraduates has been completely reornnized 
to cover adequateiy the intermediate period betw^n preclinical 
and clinical work m accordance with the recommendations of 
the General Medical Council. Undergraduates also have the 
opportunity of attending an introductory course in psvcholoir.- 
dunng^ the long vacation term of their .residence. 

During the past year the regulations for the Cambridge 
degrees in medicine and surgery have been revised. The rao'st 
important chance consists of a rearrangement of the final M.B. 
examination. Part I of this examination will in fmure include 
pathology, pharmacology', and therapeutics, instead of sur'-erv 
and midwifery and gynaecology. Part 11 will include medirir.e', 
surgery', and midwifery’ and gynaecology, instead of medicine.’ 
pathology, and pharmacology' and therapeutics. Under the 
new arrangements a candidate who fails in only one or tw’o 
of the subjects in Part II will not necessarily have to sit the 
whole of that part again. The revised regulations apply to all 
candidates who matriculated after Oct, f. I9dS. but the new 
arrangements will begin on Oct. I, I9S[. At first most candi- 
dates who have matriculated before Oct. 1, I94S, will have the 
option of the old or new regulations. 

Developments in London Undergraduate Schools 

In discussing long-term and short-term devebpments at their 
schools many of the deans refer to the value of the arrangement 
whereby the main teaching hospital is the centre of a group 
of hospitals, most of them of a special type. University 
College Hospital, for example, has associated with it the 
Obstetric Hospital and the Royal Ear Hospital. Huntley Street, 
the Hospital for Tropical Diseases, and Sl Pancras (formerly 
L.C.C.) Hospital. Guy’s has the York Clinic and Nuffield 
House in its own curtilage, the Evelina Hospital for Sick 
Children, and country recovery and convalescent homes. St. 
Thomas's includes the Royal Waterloo Hospital for Children 
and Women, the Genera! Lying-in Hospital, the Grosvenor 
Hospital for Women, and the Roffey Park Rehabilitation 
Centre, 

Associated with the Royal Free Hospital group art the 
Elizabeth Garrett Anderson Hospital, the Hampstead Genera! 
Hospital, and other institutions providing altogether over 
700 beds, which are available for clinical teaching. The Royal 
Free is building a new wing in Hunter Street to provide addi- 
tional laboratories, research rooms, and other conveniences to 
accommodate the increased numbers. At Westminster Hospital 
Medical School the clinical facilities available at the designated 
hospitals make it possible for an increasing amoum of instruc- 
tion to be given outside Wesunir.sler Hospital itself, and thus 
to deal more easily vviih the growing number of undergraduates. 
Students on general firms already attend Ail Saints’ I rological 
Centre ; the paediatric work is earned out at Westminster 
Children’s Hospital ; and ,v new surgery firm will shortly be 
formed to work at the Gordon Hospital. The leaching of 
psychiatry has been reorganized, and students attend for 
instruction at Netherne, Belmont, and Fountain Hospitals. 
There is a resident fevers course at the Western Hospital, A 
fortnight's resident course for final-year students has also been 
instituted at King Edward VII Sanatorium. Midhurst, where 
the students attend in groups of four. Only in the teaching 
of pathology has the problem of overcrowding arisen, and 
this has been solved by spreading instruction in that subject 
over a longer period of the clinical course. At .Middiesex 
Hospital visits are arranged to Harefield Sanatorium, where 
lecture-demonstrations in pulmonary tuberculosis are given. 

Although major building seems to be out of the cue<imn. 
manv schools are making adaptations. At Sl. Marys during 
the past year new research laboratories have been equipped 
in the biochemistry’ department and medical unit. .A ne'-v 
common-room for women students, who make up a quarter of 
the intake, a new kitchen for the students’ restaurant, and a 
photographic department for the combined use of the medical 
schoof and hospital have been opened. At King’s College 
Hospital Medical School the post-mortem department has been 
re-equipped to provide better accommodation for po-t-monem 
demonstrations, the museum is being re«la!ogued and many 
specimens reir.o'jnted. and library facilities have been increased. 
At Sl- Bartholomew's the future plans are largely concerned 
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with rebuilding, and a start has been made on this with the 
help of the good offices of the University Grants Conimittee. 
The plans for the new Charing Cross Hospital and Medical 
School to be built at Northwick Park, Harrow, have now been 
submitted to the Ministry of Health and the University. Nego- 
tiations are alrnost complete for a lease of additional accom- 
modation at Charing Cross, which will ease the pressure on 
the present facilities of the school until the move is made to 
Harrow. Middlesex Hospital School began its rebuilding before 
the war, but so far has not been able to resume this arduous 
task, though it is hoping to start again as soon as practicable. 

The West London Hospital Medical School, by arrangement 
with the University of London, has agreed to accept no more 
undergraduate students. The last group of students entered 
the school in October, 1948. The usual undergraduate work 
will continue until these students have qualified, and early 
next year a start will be made with postgraduate teaching in 
association with the Postgraduate Medical School at 
Hammersmith. The plans for the future have not yet matured, 
but the full resources of the school and hospital will be 
devoted to the postgraduate training of specialists in medicine 
and surgery as soon as the school's undergraduate commit- 
ments have been fulfilled. 

Schools Outside London 

At the .Medical School, Birmingham, the anatomical and . 
dental hospitals are being reconstructed so that self-explanatory 
demonstrations may be presented to students from time to time. 
By a redistribution of space greatly increased accommodation 
has been made available for the teaching of surface anatomy. 
The building of the experimental anatomical research labora- 
tory is proceeding slowly, but it is hoped that it will be ready 
for occupation in the near future. 

On the clinical side at Birmingham a satisfactory year has 
been completed, and the Regional Hospital Board has given 
many exampjes of its desire to co-operate with the university 
by providing members of the university teaching staff with 
opportunities for practice and for teaching in the hospitals 
which are under its authority. A standing joint committee, 
consisting of representatives of the university, the board of 
governors of the teaching hospital, and the Regional Hospital 
Board has been formed to ensure' this 'close collaboration. 

A new departure in the department of bacteriology is the 
introduction of an Honours (B.Sc.) School, which will help 
to meet the urgent need in medicine as well as in agriculture 
and industry for persons with knowledge of (he principles of 
bacteriology and with practical experience of bacteriological 
technique. Research workers from the department of chemistry 
and paediatrics are working in this department on problems 
connected with tuberculosis. Mention should also be’ made 
of a further innovation which has taken place at Birmingham 
since the closing months of 1948 — namely, an investigation 
into the condition of the chronic sick to determine whether the 
lot of these patients can be alleviated and to encourage -them 
to return to some degree of active life. This inquiry is taking 
place at one of the hospitals under the authority and with the 
enthusiastic support of the Regional Board. 

At Leeds accommodation has proved insufficient in the 
medical school for the needs of new and growing departments, 
but it has been possible to convert houses in the neighbourhood 
to accommodate the departments of preventive medicine and 
public health, forensic medicine, and paediatrics, while the 
departments of medicine and biochemistry have also taken over 
additional premises. This new accommodation will improve 
facilities both for teaching and for research. 

The main advance in the medical school at Bristol next year ■ 
will be the opening of a school of veterinary science under 
the aegis of \be Taculty of Medicine. Twenty-five students 
are being admitted in October for the first-year course for the 
degree of B.'V.Sc. Buildings to accommodate veterinary 
anatomy and physiology are nearing completion, and a farm 
for clinical work is being stocked and equipped. 

At Sheffield the use for teaching purposes of hospitals other 
than those under the control of the board of governors is being 
steadily 'developed, and several members of the specialist staff 
of the City General Hospital have been recognized by the 


university as clinical teachers. ^A chair in social and industrial 
medicine has been set' up, the student outlook on public health 
has been reorientated, and the research side of this department 
is being developed. The early bistory of the school has lately 
been recalled by Sir Arthur Hall’s presentation of a portrait 
of Lord Addison, the first occupant of the Arthur Jackson 
chair .of anatomy. i 

At Cardiff the University of Wales, the Welsh National 
School of Medicine, and the Regional Board have given much 
lime and -thought during the past year to the acquisition of 
a site for a \new medical teaching centre, but so far without 
success. The reallocation of beds in the two main teaching 
hospitals — Cardiff Royal Infirmary and Llandough Hospital— 
is proceeding and should make it easier to use the beds at 
Llandough, which is a former municipal hospital, for teaching. 

Proposals have been made in Wales to establish a whole-time 
chair and department of paediatrics and child health and to 
set up other special university departments. The university 
and the school are in sympathy with such developments and 
hope to proceed with them in an orderly fashion as money 
becomes available. In this connexion it may be mentioned 
that the co-ordination of the anaesthetic service in Cardiff 
and neighbourhood through a medical school appoiiitment 
has led to a great increase in efficiency and to the develop- 
ment of research and improvement of methods which are 
attracting many postgraduate students and visitors from foreign 
countries. 

At Edinburgh from October, 1948,' the course for the M.B., 
Ch.B., previously five years, was extended to six. 

The School of Medicine in the University of St. Andrews lays 
stress on the value of ’ residence. Both at St. Andrews and at 
Dundee there are excellent student residences which accommo- 
date undergraduates from all or any of the faculties. Medical 
students in their early years are encouraged to reside in these, 
so that there is a width of contact among 'the undergraduates 
which is of great educational value. In addition there is the 
William Low Residence of Medical Students, situated near the 
principal teaching hospital, •which is devoted exclusively to 
undergraduates in their clinical years. 

At Queen’s University, Belfast, clinical teaching is carried 
out at the Royal 'Victoria Hospital (554 beds), the Mater 
Infiimorum Hospital (200 beds), the Belfast City Hospital (600 
beds), and the other hospitals in Belfast which deal with 
specialties. A new departnient of child health under the care 
of a full-time professor has been established, and the depart- 
ment of social and preventive medicine (formerly the depart- 
ment of public health) has bden reorganized to meet the require- 
ments of the General Medical Council. The' erection of , a 
new clinical block and an extension of the institute of .patho- 
logy have been sanctioned and it is hoped to begin construc- 
tion this year. A full-time ofiBcer in charge of students’ health 
has been appointed at Belfast, and all first-year students are 
required to be medically examined, the examination to be 
repeated ■ before entering upon clinical i studies. 

So much for a review of undergraduate education. One 
fact has not up to now been mentioned, but it is everywhere 
felt — namely, the handicap arising from the calling up of men 
so soon after qualification. By the time they are out of the 
Services again they are often married or for other reasons are 
not prepared to come back as house officers. It is certainly 
unfortunate that at the present time military service is seriously 
handicapping the normal postgraduate education of the medical 
student. 

On a still broader issue perhaps we may quote again the 
Dean of the London Hospital Medical College : 

“ I suppose the major problem is how medicine should be taught 
in the face of the increasing volume of medical knowledge and 
the increasing 'complexity of the practice of medicine. It 
seems to me that before long we shall reach bursting point, and 
some radical reconstruction will be necessary. Personally 1 think 
too much Time is given to preclinical subjects, and before long 
clinical training must be brought back into the preclinical period, 
and the men started in the wards sooner, and the teaching of anatomy 
and physiology' carried on during their clinical training so as to 
provide some satisfactory overlap, 

“ But perhaps I am a heretic in these things.” 
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QUALIFYING DEGREES AND DIPLOMAS 
All universities, follotnng the results of the final examinations 
confer qualifying bachelor degrees in medicine and surgery! 
Ine abbreviations for registration are: B.M B Ch TI DrM • 

U.Durh. and U-Lond!! 
M.B., Ch.B., \ .U.Manc., U.Birm., U.Lpool, U.Leeds U.Sheff - 
U.Brist., U.Edin., U.Aberd., U.Glasc., and U.St And -Mb' 
B.Ch U Wale^ N.U.Irel.. Q.U.Belf.. and U.Dubl. (also L.Med 
and L.Ch., U.Dubl.). The hcentiateship in medicine, surgery 
Society of Apothecaries of London 
(L.M.S.S.A.Lond.) also admits primarily to the Register, as does 
the jicentiateship of Apothecaries' Hall, Dublin (L.A.H.Dubl.). 
The Medical Act, 1886, requires the document presented in evi- 
dence of any of the above qualifications to show that its holder 
has passed a qualifying examination in medicine. 


The Conjoint Board 

The qualifying diplomas in the English Conjoint (L.R.C.P. 
Lend., M.R.C.S.Eng.) were taken by about one-fifth of the total 
of those who qualified last y’ear. Candidates are examined by 
the E.xamining Board in England of the three Royal Colleges 
{E.\amination Hall, Queen Square, W.C.I). Three examinations 
have to be passed; a pre-medical examination ; a first examina- 
tion in anatomy, physiology, pharmacology, and materia 
medica ; and a final examination in pathology and ‘oacteriology, 
medicine, surgery, midwifery, and gynaecology. Candidates are 
required to complete the medical curriculum extending over not 
less than fifty-seven months of study at recognized medical 
schools and hospitals, and to pass the professional examina- 
tions in accordance with the regulations after passing any two 
parts of the pre-medical examination. The Board does not 
itself conduct the preliminary examination in general education 
but recognizes a number of matriculation examinations and 
school-leaving certificates. 

The examinations of the Board are conducted four times a 
year, and candidates are required to give notice to the secre- 
tary of the Board twenty-one days before the examination. The 
first medical examination is in two parts; (1) anatomy and 
physiology', written, oral, and practical ; and (2) pharmacology 
and materia medica. oral only. In the final examination, medi- 
cine, surgery, and midwifery and gynaecology are written, clini- 
cal, practical, and oral ; pathology is written and oral only, 
and may not be taken alone as the last part of the examination. 

Candidates who produce evidence of not less than twenty- 
seven months’ recognized clinical study subsequent to passing 
in anatomy and -physiology are admissible to any one part only 
of the examination ; on the completion of thirty months’ study 
they are admissible to one or two further parts, or to three 
parts if presenting themselves for the first time. Candidates 
may not enter for the last part of the examination until they 
have completed thirty-three months’ clinical study. Before 
admission to the final examination candidates must show that 
they are at least 21 years of age and must produce evidence 
of having completed the medical curriculum as set out in the 
regulations. 

The Scottish and the Irish Conjoint 


from f efficiency in the pracfice of saedn^tion 

from a Government teacher in the United Kinedom ^ndi 

schroR of n "">• of th; mVd^l 

ioinriL'nc'°^"' 

a^d ove^Tas^ ^ome 

laiw of in r^ - obtainable from the Secre- 

Board, Royal Collece of Sur'-eons 
St. Stephen’s Green, Dublin. " our^eons. 

Other Diplomas 

. Apothecaries of London, which was consti- 

omf a \iss7r' 1 in 1617, confers a dip- 

loma (L.Xl.S.S.A.Lond.) which is registrable under the provi- 
sions of the .Medical Act, 1886, and qualifies the holder to 
compete for appointments in the naval, miliiarv, and Air Force 
for'ih^ for CTVil and colonial appointments. Examinations 
FxamtLr"^ subjects are held monthly except in September. 
Examinations in anatomy, physiology, and materia medica are 
fhiV fo'A and October. Particulars from 

Registrar, Apothecaries’ Hall, Black Friars Lane, London. 

The L.A.H of the Apothecan'es’ Hall of Ireland (95, Memon 
Square, Dublin) entides to registration as a qualified medical 
practitioner under the Medical Act, 1886, and enables th» 
f°'' P.nBlic medical appointments, includine 

and !ll P "’i' appointments'; 

and all Poor Law appomtmems. It entitles the holder to prac- 
tise pharmacy as well as medicine, surgery, and midwifery 
which means that he may if he so desires open a medical hall' 
Diplomas in medrane and surgery registrable in the Colonial’ 

AdLldl Universities of Sydney, Queensland, 

Adelaide, and Melbourne, Ceylon Medical Collece, University 
of pylon. University of Hong Kong, Royal 'University of 
Malta, Newfoundland Medical Board, University of New 
Zealand, the Universities of South Afn'ca. Capetown, and Lie 
Witwatersrand. and the King Edward VII Collece of .Medicine 
Singapore. Under certain conditions diplomas' of universities 
and colleges in some of the provinces of Canada are recistra^^- • 
also with some exceptions, and subject to datinc, diplomas’of 
the Universities of India and Pakistan and ihe^Unhersitv of 
Rangoon. 

All universities confer the higher qualification of Doctor of 
Medicine and Master of Surgery. Liverpool also confers the 
^gree of Master of Orthopaedic Surgery (M.Ch.Orth.U.Lpool) 
The regulations for the award of this degree have been amended 
Intending candidates must now be holders of an F.R.CA. or 
F.A.C.S. before beginning the course. The Irish universities 
offer the degree of Master of Obstetn'es (M.A.O.). The Master 
of Surgery of Oxford is a degree admitting primarily to the 
Register; it is conferred as the result of an examination. To 
obtain the D.M.. Oxford, a thesis satisfactory’ to the Faculty- 
Board must be presented. University requirements vary, and 
particulars should be obtained from the one selected. 


The Royal College of Physicians of Edinburgh, the Royal 
College of Surgeons of Edinburgh, and the Roj-al Faculty of 
Physicians and Surgeons of Glasgosv have an arrangement by 
which after one series of examinations students may obtain 
diplomas of the three co-operating bodies (L.R.C.P., L.R.C^.Ed.. 
L.R.F.P.&S.Glas.). - Each of these corporations grants its single 
diploma after examination, but the single diploma does not con- 
fer the right to qualifying registration ; it is only a qualification 
additional to those already on the Register. The course of pro- 
fessional study embraces a certified period of not less than 
fiy'e academic years, in the last three of yvhich clinical subjects 
must be studied. The first examination embraces physics, 
chemistry, and biology ; the second, anatomy and embryology, 
and physiology, biochemistry, and-biophy-sics ; the third, patho- 
loEV, materia medica. and pharmacology. The final examina- 
tion is in tyvo parts : the first, forensic medicine and public 
health ; and the second, medicine, surgery, and obstetrics and 
gynaecology. All candidates at the final examination must also 


.M.R.CP. 

The Royal College of Physicians of London confers its- 
Membership (M.R.C.P.Lond.) by examination. The pass for 
membership is a yyvitten examination in the form of a paper 
on questions of medical anatomy, pathology, principles of medi- 
cine ; a paper on questions' of the practieVof medicine, includ- 
ing the principles of public health, and on psycholocical medi- 
cine ; a clinical examination in the clinical yvarfs of a hospital ; 
and oral examinations. The M.R.C.P. has been the subject of 
recommendations of a committee which considers that 

- " ^Ivmbership of the College should signify a know-Iedce of ceneral 
medidne_ that justifies further training as a consultant and the 
examination should therefore be a test in general medicine on a level 
higher than that required for qualification." 

Hitherto the M.R.C.P. has been looked upon as a qualifica- 
tion conferring specialist status. Fellowship of the Collece is 
subject to election by the Felloyvs. 



538 Sept.. 3', ,1949 


QUALIFYING DEGREES AND DIPLOMAS 


British 

Medical Journal 


Fellowships of ' the Royal Colleges 


The Royal Collegi of Surgeons of England grants its Fellow- 
ship (F.R.C.S.Eng.) to those who pass its primary and final 
Fellowship examinations. The primary examination, partly 
written and partly oral, is held in January and July; and the 
final examination, partly written, partly practical, and partly 
oral, and including the examination of patients, is held in May 
and November. 

Membership of the Royal College of Obstetricians and 
Gynaecologists may be applied for by medical graduates who 
have been registered or eligible for registration for at least three 
years. The Fellowship (F.R.C.O.G.) is granted to members who 
are considered to have advanced the science and art of obstetrics 
and gynaecology. 

The Royal College of Physicians of Edinburgh elects as a 
Member any licentiate of a British or Irish College of Physi- 
cians or any graduate in medicine of a university approved by 
the Council, following upon an examination in the principles 
and practice of medicine and also in a department of medicine 
selected and offered by the candidate and approved by the 
Council ; in this a high standard of efficiency is expected. Exami- 
nations are held four times a year. Save in exceptional cases, 
no one is elected a Fellow of the College until he has been at 
least three years a Member. Motions for the election of Fellows 
are made at quarterly meetings of Fellows, and a three-fourths 
majority on ballot is necessary. 

The Fellowship examination of the Royal College of Surgeons 
of Edinburgh consists of two parts : the first, a -written paper 
and an oral examination in anatomy and physiology and in 
pathology and bacteriology ; the second, a written paper, a clini- 
cal or practical examination, and an oral examination in the 
principles and practice of surgery, and in an optional subject 
chosen by the candidate from the following : surgical pathology 
and operative surgery ; laryngology, otology, and rhinology ; 
obstetrics and gynaecology ; and ophthalmology. 

The Royal Faculty of Physicians and Surgeons of Glasgow 
grants, after examination, a Fellowship qua physician and a 
Fellowship qua surgeon registrable by the General Medical 
Council as an additional qualification (F.R.F.P.S.G.). Admis- 
sion is by examination and subsequent election. Candidates 
for the Fellowship in medicine must have been in possession 
of a recognized medical qualification for not less than -three 
years and must have been engaged during one of these 
years in full-time clinical work in a recognized hospital and 
have spent two other postgraduate years in approved medi- 
cal work. The examination comprises a clinical examination 
in medicine, written and oral examinations in the principles 
of medicine and medical pathology, and written and oral 
examinations in the practice of medicine and therapeutics. 
Candidates for admission to the Fellowship in surgery are 
required to possess a recognized medical qualification and to 
pass a primary and a final examination. The primary examina- 
tion consists of written and oral examinations in anatomy, 
physiology, pathology, and bacteriology. For admission to 
the final examination candidates must have been in possession 
of a recognized medical qualification for not less than three 
years and produce evidence that they have been engaged, after 
qualifying, for one year in full-time clinical work in a hospital 
approved by the Council and a further two years, in the study 
of surgery. The final examination comprises a clinical exami- 
nation in surgery, written and oral examinations in surgical 
anatomy and surgical pathology, and written and oral exami- 
nations in surgery. Alternatively, candidates may submit them- 
selves for examination in one of the following subjects : obstet-^ 
rics and gynaecology, ophthalmology, and otorhinolaryngology. 
The address of the Royal Faculty is 242, St. -Vincent Street, 
Glasgow, C.2. 

The Royal College of Physicians of Ireland (6, Kildare Street, 
Dublin) grants to registered medical practitioners, as the result 
of examination, its Membership (M.R.C.P.I.), its. Licence in 
Medicine (L.M.), and its Licence in Midwifery (L.Mid.). Dates 
and particulars of the examinations can be obtained from the 
Registrar. The College grants the Fellowship (F.R.C.P.I.). Only 
Members of the College are eligible for election as Fellows. 


Two examinations — primary and final — are also required for 
the Fellowship- of the Royal College of Surgeons in Ireland 
(St. Stephen’s Green, Dublin). The first is in anatomy, physio- 
logy, and pathology, and the second in surgery. A one-year 
course for the primary starts in October each year and lasts 
three terms. 

The Mastery of Midwifery of the Society of Apothecaries of 
London (M.M.S.A.) is designed to give evidence of practical 
- experience in antenatal care, midwifery, and infant welfare, and 
their relation to hygiene and preventive medicine. The diploma 
indicates qualification to undertake the responsible control of 
maternity and child welfare. Examinations are held twice yearly, 
in May and November. 


MILITARY SERVICE 

Civilian doctors and released medical officers who have held a 
non-permanent commission in the Royal Army Medical Corps 
during the emergency will be considered for appointment to 
short-service commissions in the R.A.M.C. for a period of eight 
years. The first four years will be on the Active List and the 
remainder in the Regular Army Reserve of Officers. Civilian 
doctors will have direct appointment in the rank of lieutenant, 
and released medical officers, on certain conditions, in the rank 
of captain.. Candidates must at the time of application be 
(a) normally not over 30 years of age, (6) British subjects or 
citizens of the Irish Republic, and sons of British subjects 
or citizens of the Irish Republic, and (c) registered under the 
Medical Acts in force in Great Britain and Northern Ireland. 
During their service on the Active List they will be considered 
for appointment to a regular commission, and if they do not 
want, or are not selected for, such commission they will receive 
at the end of their four years’ short service on the Active List a 
gratuity of £600. Conditions of service and forms of application 
can be obtained from the Assistant Director-General, Army 
Medical Services (A.M.D. 1), 38, Hyde Park Gate, S.W.7. 

On the nomination of the Central Medical War Committee 
(B.M.A. House, London) doctors are appointed to national 
service commissions in the rank of lieutenant. During their 
. service they can apply for a short-service commission and subse- 
quently be considered for a permanent commission under the 
conditions stated above. 

Training of Army Medical Officers 

Officers commissioned in the R.A.M.C. receive a postgraduate 
service training at the Royal Army Medical College, Millbank, 
S.W.l. Here a senior officers’ course is held twice yearly. 
The first of the three parts is devoted to the study of tropical 
medicine and entomology, military surgery, pathology, military 
hygiene, and psychiatry, and is spread over about three months. 
Practical instruction and demonstrations are given concurrently 
with this part of the course. In addition there is a series of 
lectures on venereology, dermatology, the medical aspects of 
chemical warfare, and six visits to a recognized hospital. The 
second part includes clinical instruction in medicine and surgeo’ 
at London teaching hospitals ; this part also takes about three 
months. Examinations are held at the conclusion of each 
of these parts, and thereafter officers are selected for training 
in the specialist subject for which they are best qualified - or 
show' aptitude. The officers selected by the College Council 
for specialist training begin the third part in their particular 
subject after the completion of the six months devoted to the 
first and second parts. The training is carried out at various 
civil hospitals in London, Edinburgh, Glasgow, Belfast, Dublin, 
and other cities. The period of training is up to a maximum 
of twelve months, depending upon the previous experience in 
the specialty of the officer concerned. The examination consists 
of a paper of questions and practical or oral tests. 

■ Instruction in tropical medicine includes a course of lectures 
and clinical demonstrations. In addition, instruction in ento- 
mology is given. The principles and practice of modern 
military surgery are taught at the College. Lectures in the 
various courses deal with the surgical lessons which have been 
learned as a result of war experience, and cover both general 
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and regional surgerj'. The surgerj' of tropical diseases has 
its place in the sjllabus, and stress is laid on the influence of 
tropical diseased on the management of surgical conditions in 
the soldier both at home and abroad. 

In the teaching of pathology die syllabus of lectures for 
the senior classes is designed to cover the subjects taucht in 
the classes of tropical medicine, surgery, and hyciene. 
Specialists in pathology receive all their' traininc, except in 
the performing of necropsies, at the College. The'vaccine and 
serum departments, now separately accommodated at the emer- 
gency vaccine laboratory at East Everleigh, M’iltshire, are a 
part of the pathological department of the College and are 
responsible for the preparation of T.A.B. and cholera vaccines 
for the Army and of standard reagents for agglutination tests. 

The hygiene department, in addition to the teaching of Army 
health, has facilities for the carrying out of research of import- 
ance to the Army from the hygiene point of view, and much 
work of this kind has been accomplished in the past and will 
be a feature of the activities of the College in the future. 
Well-equipped laboratories exist for instruction in hygiene 
laboratory' work of all kinds. There is also a well-organized 
hygiene museum. Officers taking a specialist course in hygiene 
(now Army’ health) are given the opportunity of taking the 
D.P.H. and the D.T.M.&H., and a considerable part of the 
instruction for these diplomas is given at the College. 

The course in psychiatry consists of lectures partly on clinical 
psychiatry and psychopathology and partly on the applications 
of psycholopcal principles to morale, discipline, personnel 
selection, and other purely military matters. There are also 
demonstrations of clinical cases held at Banstead and Sutton 
Emergency Hospitals, and demonstrations of selection tests by 
a personnel selection officer. 


SERVICE o\t:rseas 

The Colonial Medical Service 

An interesting career is offered by the Colonial Medical Service, 
vacancies in which occur in all parts of the Colonial Empire, 
the greatest number in tropical Africa and Malaya. Candidates 
must ordinarily be British subjects holding medical qualifica- 
tions registrable in the United Kingdom, and should have had 
at least 12 months’ postgraduate hospital experience before 
appointment. Those applying for entrance into the permanent 
service must' be under 40 of 45 y'ears of age, according to the 
age of compulsory retirement (50 in West Afriim and 55 in 
most other territories) in the territory to which they are 
appointed. Contract appointments for short terras are ti'uil- 
able for candidates who are above the age lirnits or who, while 
being below the ace, do not wish to commit themselves 1® ^ 
colonial career at the outset. Officers appointed to t^c 
permanent service are normally required to take a course in 
tropical medicine and hygiene either before proceeding overseas 
or during their first leave. ■ , j r 

In the first instance medical officers are usually appointed lor 
general duties, which require all-round ability and a balanced 
outlook upon both p'reventive and curative medicine, buen 
duties often involve the charge of a distnct hospital and 
responsibility for the medical administration of a is , 
although many officers are employed on chniea u . 

larce hospitals. Some posts are purely concerned "* P 
health work, and for these the possession of the u.t.h. or 
special e.xperience in preventive medicine is . . 

A larce number of specialist appointments exist are 

normally filled from within the service 

the necessary aptitude and qualifications. For . - 

ments a very high standard of professiona a 
required. Senior administrative appointmen ‘ -j-u- 

invariably filled by the promotion of serving officers Th 
Colonial Medical Service is unified throughout the ColoniK 
and promotion takes place in the i/xe^ffic 

branches whether in the territory m which the 
or on transfer to another. The scope 'Vf 

fore considerable. The total of the es a i -omp snn 

various Government medical departments amounts to some SOO 


European medical officers and an even greater number of officers 
appointed locally. 

Officers possessing qualifications or experience in patholocv 
vyould-be considered for appointment to the laboratory es'tab- 
lishments. Workers in the laboratories carry out pathological 
and biochemical examinations for clinical, forensic, and pubUc 
health purposes. In this branch a great deal of the research 
work which has led to important advances in the knowledge of 
tropical medicine and of local health problems has been carried 
out. 

There are a number of vacancies for women doctors, particu- 
larly for those with special experience in obstetrics, school 
health, child welfare, and nutrition, although their employment 
is not necessarily confined to these subjects. 

Full particulars of terms and conditions of service may be 
obtained from the Director of Recruitment, Colonial Office. 
SanctuaiT' Buildings, Great Smith Street, London, S.W.l. 

Medical Missions 

To medical men and women with a sense of vocation and a 
desire to express their faith through their professiona! work, 
medical missionary service offers vast opportunities. In China. 
Christian missions have given the country a medical and a 
nursing profession, and even in these recent days of trouble 
and change the missions continue their witness. In Africa thev 
have pioneered rural health services and contributed largely 
to leprosy research and control. In India and Pakistan they 
have helped to maintain high ethical and professiona] standards. 

The missionary societies regard 18 months’ postgraduate 
work in resident appointments as a minimum, and often 
advise work for specialist diplomas or higher degrees. In 
addition special missionary training is recommended. Terms 
of service vaiy in length from 18 months to six years, accord- 
ing to climaU'c conditions. Ordinarily it is hoped that life 
service will be volunteered for, but short terms are considered. 
Salary is on a missionary basis, with children’s allowances and 
a pension scheme. 

Applications from students and qualified men and women 
should be made direct to the missionary societies, through local 
branches of the Student Christian Movement or the Intervarsity 
Fellowship, or to the Chairman of the Medical Advisory Board 
of the Conference of British Misstonarj' Societies, Edinburgh 
House. 2. Eaton Gate, London, S.W.L 


MEDICAL AUXILIARY SER^^CES 
In 1936, principally at the instance of the British Medical 
Association, there was formed a Board of Registration of 
Medical Au.xiliaries. The purpose of the Board was to estab- 
lish and maintain a national register of trained persons engaged 
in technical work or practice andllary to the work of the 
medical profession. This register now comprises over 12.(X)0 
names and is composed of radiographers, dispensing opticians, 
chiropodists, speech therapists, orthoptists, dietitians, and 
physiotherapists and biophysical assistants. The Board is a 
registering and disciplinary body, not an examining one. 
Examining bodies in the various branches are app.-oved bv 
the Board and appoint representatives to its Council. The 
majority of members of the Council — nine out of 16 — are 
members of the medical profession. 

The function of the Board is to co-ordinate the work of these 
various auxiliaries, to ensure that they are qualified, to main- 
tain and improve their standard of training, and to afford liaison 
between them and medical practitioners. All those whose names 
appear on the register hold a qualification in their particular 
sphere recognized and approved by the Board. Wth the 
exception of the chiropodists, all those on the register, as a 
condition of ad.T.ission, undertake not to carry out any medical 
auxiliary work except under a medical practitioner’s direction 
and control. The chiropodists, when not acting under medical 
direction, confine their practice to the treatment of malformed 
nails and superficial excrescences occurring on the feet, and 
bunions. 

The qualifjang bodies for the respective branches are 
the Society of Radiographers, the Association of Dispensing 
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Opticians, the Society of Chiropodists, the College of Speech 
Therapists, the British Orthoptic Society (the- training and 
qualifications being the responsibility of the Faculty of 
Ophthalmology advised by the Orthoptic Board), and the 
British Dietetic Association, In 1944 the Chartered Society 
of Physiotherapy withdrew from membership of the Board, 
and so ceased to be a qualifying body. The Board is unable, 
therefore, to accept for registration members of the Chartered 
Society qualifying since that date, but the majority of the 
members, as distinct from the Society, registered with the 
Board have not resigned, and their names appear in the register. 
Biophysical assistants — namely, those qualified to dispense ultra- 
violet radiation, light, heat, etc. — underwent an examination 
formerly controlled by the Society of Apothecaries. This 
examination is no longer held, and the number of persons hold- 
ing this qualification only is small. All the qualifying bodies 
have established periods of training. That for the radiographers, 
for example, is two years at a recognized training centre, and 
for speech therapists three years’ full-time course at a recognized 
school. 

The office of the Board is at B.M.A. House, Tavistock Square, 
W.C.l. 


ORGANIZATIONS TO JOIN 

At every gathering of final-year students and the newly quali- 
fied the man on the eve of entering practice, publip or private, 
is advised to do two things — namely, to join one of the defence 
organizations and to become a member of the British Medical 
Association. This advice is as good as ever. The National 
Health Service has not made it less necessary for the practi- 
tioner, by joining* a defence society, to protect himself against 
the medico-legal hazards to which even the most careful and 
conscientious practitioner is exposed. The defence societies are 
three in number. 

Defence Societies 

The Medical Defence Union (49, Bedford Square, W.C.l) 
has now a membership of over 33,200. It has thrown open its 
doors to dental as well as to medical practitioners, and it has 
made special provision for overseas medical and dental practi- 
tioners practising in the Dominions and in other countries. Its 
work has been increasing by leaps and bounds during the past 
three years. It claims to be the largest defence organization 
in Great Britain or indeed in any country except America. The 
Union furnishes advice and unlimited financial indemnity to any 
member threatened with or involved in litigation raising a ques- 
tion of professional significance or more commonly based upon 
a charge of professional negligence. The accumulated funds are 
now about £150,000, while the subscription income is mounting 
annually. Nevertheless, costs of litigation and of settlements 
- out of court are mounting at a more rapid rate. 

The Medical Protection Society, formerly known as the 
“ London and Counties ” (Victory House, Leicester Square, 
W.C.2), has a membership exceeding 25,000. During the past 
year it has gained nearly 1,800 new members. Membership is 
open to any registered medical or dental practitioner. This 
society was the first to afford indemnity against adverse costs 
and damages, the first also to afford unlimited indemnity. The 
indemnity is secured by financial resources exceeding £145,000 
and a reinsurance at Lloyd’s for an unlimited amount. 

The Medical ,and Dental Defence Union of Scotland, Ltd. 
(115, St. Vincen't Street, Glasgow, C.2), has a membership of 
appro.\imately.6,200. The total assets are over £37,000. The 
policy of th6' council has always been to give careful considera- 
tion to the inte.rests of its members who have claims made 
against them for pegligence. 

The annual .subXcription of all these societies is £1, with an 
entrance fee of lOs. The Medical Defence Union rhentions 
the possibility of anuncreased subscription, but is prepared to 
accept newly qualified practitioners applying for membership 
within three years of Uheir repstration at the subscription of 
£1, this annual rate obtain for the first three years of 
membership. 


The British Medical Association 

The British Medical Association (Tavistock ‘Square, W.C.l) 
has now a membership of considerably over 60,000. It includes 
more than three-quarters of the members of the medical pro- 
fession in the United Kingdom. Members are elected by the 
council of the Branch in the area in which they reside, or, if. 
not resident in a Branch area (for example, serving with the^ 
Forces), by the Central Council. The privileges of members 
include participation in all activities, local and central, in its 
government and the formulation of its policy ; the weekly 
receipt of the British Medical Journal and its Supplement ; the 
use of the houses of the Association in London and Edinburgh, 
and the help of the central staff in professional matters. The 
Association offers a number of prizes for research and the 
encouragement of important work. Six prizes, each of the value 
of £25, are awarded annually to medical students for essays 
submitted in open competition on a national basis, and £150 
has been allocated for the award of regional^ essay prizes to 
medical students based on the four regions of the British 
Medical Students’ Association. The Association also has cer- 
tain research scholarships which are awarded for a period of 
twelve months to accord with the academic year. 

A recent development in the Association is the establishment 
of an Empire Medical Advisory Bureau to assist members of 
the profession coming to this country from the Dominions and 
Colonies for postgraduate instruction and other purposes. The 
Bureau, which is located at B.M.A. House, furnishes a personal 
advisory service- to visiting practitioners, and one of its principal 
objects is to make available the fullest information regarding 
facilities for postgraduate study and, where necessary, to pro- 
vide the required contacts and introductions. 

A still newer piece of work of the Association is the estab- 
lishment of a Medical Practices Advisory Bureau. The work 
of this Bureau is described elsewhere in this issue under the 
heading “ The G.P. and the N.H.S.” 

The ordinary subscription to the B.M.A. for members resi- 
dent in Great Britain and Northern Ireland is being raised from 
Jan. 1, 1950, to four guineas, but there are certain, classes of 
members who come in at lower rates, and the newly qualified 
practitioner who is elected within two years of registration will 
pay only two guineas per annum for the period of four years, 
after registration. Members residing outside Great Britain and 
Northern Ireland pay one and a half guineas, and Service 
members, wherever resident, two and a half guineas. 

Medical Women’s Federation 

The Medical Women’s Federation (Tavistock House North, 
W.C.l) is the only professional organization in this country 
consisting solely of medical women. Its forerunner, the 
Association of Medical Women, was constituted in 1879, but 
the Federation itself was founded in 1916. It endeavours to 
bring before the main body of the profession the special 
minority difficulties "of medical women and, when necessary, 
to press for the full application of the principle of equality. 
It works in close and friendly relationship with the British 
Medical Association and encourages women to take an active 
part in the Association’s central and divisional activities. 

The Students’ Association 

The British Medical Students’ Association (B.M.A. House, 
Tavistock Square, W.C.l) was founded in 1941 to afford a 
means of communication between medical students of the 
various Schools and also between British and foreign medical 
students. It publishes a quarterly journal, organizes clinical con- 
ferences in university centres, and holds an annual meeting in 
London extending over a week-end. It has liaison with the Irish 
M.S.A. Last year it held a noteworthy International Clinical 
Congress in London, Oxford, hnd Birmingham ; there were 107 
delegates, representing 25 countries. The weakness of all’ 
students’ associations is. that they continuously lose members 
on graduation. The B.M.S.A., with the object of retaining the 
interest of its old members, has created a category of member- 
ship for qualified men and women, so that, having left the ranks 
of students, they arc not necessarily cut off from the student 
body. 
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. . for sleeplessness 


trcdt 

mcrk 


sa-i^lXliCED. it Ej the original brand of butobarbitone 
provides the ideal hypnotic for all cases of insomnia v/hether of mental 
or physical origin. It is rapid in action producing a natural 
dreamless sleep within half an hour, v/hich is maintained from six to' 
eight hours. 


wfiere sleeplessness is associated with pain 



ttJ't^lVITTULUiilll'd butophen 
with codeine combines the hypnotic properties of 
' Soneryl ’ v/ith the analgesic actions of codeine 
and phenacetin and is of particular value in the 
relief of pain in such conditions as dysmenorrhcea, 
neuralgia, myalgia fibrositis and migraine. 

SuppHts : 

' Sonsryl ’ tablets in containers of IZ 2S, 
100 and SOOxgr. IJ (0.1 Gm.) 

‘ Soneryl ’ supposito.'ies in boxes of 5, each 
containing gr. 3, gr. S, or gr. (0 of t.be 
active product 


' Sonalgin ' tablets 
butobarbitone gr. I (0.055 Gm.), 
codeine phosphate gr. I /6 

(0.0 1 1 Gm.) 

phenacetin gr. 3t (0.227 Gm.) 
containers of 25, 100 a.nd 500. 


aw SOOKLST •A'.EDICATIDS WTiH A'iS BARBITVRATSS tH GEf/DtAI, fEACnCE'* 
IN V/H/CH THESE fRODUCTS fKZ DESOUSED IS AVAOMIE ON REQUEST TO O'.R 
UIDICAL INfORAtAT/ON DIVISION 



monufoctured by 

MAY & BAKER LTD 
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A convenient dietary supplement 


‘Radiomulsin’ is a pleasantly flavoured 
emulsion containing in each teaspoonful 
vitamin A 2500 i.u.j aneurine hydrochlor- 
ide (vitamin Bi) 0.75 mg., riboflavine 
(vitamin B2) 0.5 mg., m'cotinamide 7.5 
mg.j ascorbic acid (vitamin C) 15 mg. 
and calciferol (vitamin Do) 1000 i.u. 

‘Radiomulsin’ is readily miscible with 
any type of infant feed. Its pleasant flavour 


appeals to children and adults and it may 
be administered undiluted or added to 
milk or other drinlt. 

‘Radiomulsin’ contains the most ini- 
portant vitamins in the proportions most 
generally useful for the correction of vitamin 
dietary deficiencies in botli young and old. 

‘Radiomulsin’ is available in bottles of 
4 and 16 fl. oz. 


RADIOMULSIN 


TRADE MARK 

Literature and samples on request 
MEDICAL DEPARTMENT 

THE BRITISH DRUG HOUSES LTD. LONDON N.i 
telephone: clerkenwell 3000 telegrams: tetradome telex. London ' 

Rmlsn, 05/53') 


Introducing ... 

“MESONTOIN” 

A marked advance in the treatment of 

EPILEPSY 

GRAND MAL, JACKSONIAN &, PSYCHOMOTOR ATTACKS 


Mesontoin offers considcralilc ad»’an<aijcs over ofiter liydanfoins, in that the 
Incidence of side effects is low, tlie dosatie may be maintained at a lii^U level, 
and tliat more effective control is obtained in resistant case.s 

J. Amer. Med. Ass., 1947, 135, 496. ' 

Amer. J. Psychiat., 1946, 103, 159. 

Texas Sta. J. Med., 1947,. 43, 32S. 


SANDOZ PRODUCTS LIMITED 

134 Wigmore Street, London W.l 
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Public Health 


The London School of Hygiene and Tropical Medicine, Keppel 
Street. W.C.I. offers a course of study for the University of 
London Postgraduate Ccrtificaic and Diploma in Public H^lth 
which begins in October and extends through an academic 
3 ’ear of nine months. The preliminary part of the course 
from October to December, which is followed by the e.xamin- 
tion for the C.P.H., is intended to meet the needs of redsiered 
medical practitioners who wish to devote themselves "to any 
branch of public health work ; and the full course provides 
more advanced instruction for those practitioners who wish 
to qualify themselves for appointments in which they are 
required by law to hold diplonvas or degrees in public health 
or State medicine. 

Students are also offered facilities for making special study 
of one group of subjects during the second part of a diploma 
course. These “ elective " subjects have been introduced in 
order to give students an opportunit>’ of acquiring special 
knowledge within the framework of the general course. The 
elective subjects offered are ; (11 industrial health, (2) statistics, 
(3) hospital administration, and (4) tropical hygiene. The 
elective course in industrial health is recognized in part as 
qualifying for the examination for the Diploma in Industnal 
Health, and opportunities are given for visits to factories 
and other industrial establishments. Only a liraited number 
of students can be accepted for this and the other elective 
courses. 


At (he University of Leeds the D.P.H. course covers three 
academic terms, of which the first is devoted to an introductory 
coTOe in social medicine and the mass aspects of disease, on 
which the Certificate in Public Health is granted, followed by 
two terms of more detailed instruction in public health suit- 
able for the practising medical officer. Practical bacteriology 
is taken in the course, so making it particularly suitabie for 
those students who will ultimately practise public health in 
countries where the laboratory services are under the super- 
vision of the public health service. The Department at Le^s 
is fortunate in having within a radius of 10 miles an area with 
w population of one and a half millions, both urban and rural, 
in vvhich the practical field work can be particularly well under- 
taken. The Department of Preventive Medicine and Public 
Health has moved to new premises equipped with a demonstra- 
tion room and a students’ common-room for students attending 
public health courses of various kinds. In Durham a marked 
falling off in the number of applicants for the D.P.H. course 
led to its cancellation in 1948-9. but it is intended to provide a 
course, both for the diploma and the certificate, beginning in 


October, 1949. . r- -b 

At the Queen's University of Belfast a course for the Cert 
cate and Diploma in Public Health is held each arademic v^r 
in the Department of Social and Preventive Medicine I tie 
courses, which are full time, are open to graduates ot ts>-iti5n 
and Commonwealth universities. Not more than lo stu to s m 
accepted, and priorities are given to graduates ot vu 
University. . . 

Full-Ume courses, with practical work, Ze 

lectures, lasting nine months and beginning in O » . 

also given at the Universities of Aberdeen, Birtnin. , ’ 
Durham, Edinburgh, Glasgow, Liverpool. Munches « M 
Andrews, and Wales. Wales offers a 
course for the Certificate in Public Health. 

D.P.H.. for vvhich there is a twelve-months „ 

In addition to the universities, the Roj'al Co ege 
of London and the Royal College Surgeons of Engtond 
confer a Diploma in Public Health (D.P.H. ^ 

do the Roval Colleges of Physicians ‘''"‘’Surgeons of E^nbur^ 
and (he Royal Faculty of Physicians and S"^f^ "Z 
(D.P.H. R.(;.P.S.Ed. and R-F-P-S-G!"f )■ r P S iV ^e 

of Physicians and-Surgeons in Ireland (P- ■ ' f gpij 


Bsmsa 

MCrtCAL JOLTLSJU, 
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Glasgow- similarly (B.Sc.(P.H.)GIasg,), as vvell as a doctorate. 
Victoria University of Manchester has a Diploma in Sanitary 
Science, and the University of Dublin a Diploma in State 
Medicine; all these in addition to the ordinary’ D.P.H. 

The Royal Institute of Public Health and Hygiene (2S, Port- 
land Place, W.l) arranges courses of lectures and laboratory 
instruction for the D.P.H. Students completing the course are 
entitled to enter for examinations for the diploma of the 
universities and corporations. Examinations for the diploma 
and for the certificate are held twice a year. 

Postgraduate teaching in the University of Liverpool includes 
full-time courses for the diplomas of D.P.H. and D.T.M.&H. 
(in conjunction with the Liverpool School of Tropical Medicine), 
as w'ell as for the Diploma in Radiology' referred to below. 


Tropical Medicine and Hygiene 

The Incorporated Liverpool School of Tropical Medicine has 
courses for the D.T.MjfcH. Two courses are arranged for this 
diploma, each lasting about five months. The syllabus com- 
prises tropical medicine, dermatology, ophthalmology, and 
surgery, bacteriology, entomology, parasitology, tropical 
hygiene, and sanitary engineering. Fees are 40 guineas for 
the D.T.M.&H. course and 20 guineas for the revision course. 
The examination in the University of Liverpool for this diploma 
is held twice yearly, in January or February and in April or 
May. The Liverpool School, which also gives courses of 
instruction in public health parasitology and entomology for 
students taking the D.P.H., has recently passed its jubilee. 

The London School of Hygiene and Tropical Medicine offers 
a course in tropical medicine and hygiene, intended primarily 
to prepare qualified medical practitioners for the examination 
of the Conjoint Board for the D.T.MJcH. The courses last 
five months and there are two each year, from October to 
February, and from March to July, to prepare for the exami- 
nations in March and July. The syllabus includes systematic 
and practical instruction in the laboratory sciences, proto- 
zoology, helmintholo^, entomology, and batteriotogy in rela- 
tion to tropical conditions ; theoretical and clinical instruction 
in tropical medicine, and systematic instruction in statistics, 
nutrition, sanitation, and public health. Application should be 
made not less than one month before the course is due to 
begin. 

A short course in medical statistics is also offered by the 
London School. It occupies two days a week for three months, 
during April to July, and also during January to .4pnl if 
enough applications arc received. The instruction is on the 
principles of medical statistics and statistical methods. 

The Medical Faculty of the University of Edinburgh has 
courses for the D.T.M.&H.Edin., lasting two terms, beginning 
in October. 


Industrial Health 

The Royal Faculty of Physicians and Surgeons of Glasgow 
grants a Diploma in Industrial Health. Candidates for the 
diploma (D.l.H.Glasg.) must complete counes of instruction 
and pass the examinations. Copies of the regulations respect- 
ing the diploma may be obtained from the secretary of the 
Royal Faculty, 242, St. \fincent Street Glasgow, C2. 

The Society of Apothecaries of London holds an examination 
for the Diploma in Industrial Health, taking the history of the 
subject. legislation, occupational diseases, the industrial environ- 
ment the practice of industrial medicine, and clinical medicine 
and surgery as applied to industry. The examination is held in 
July and December. The D.LH, is granted by the University 
of Edinburgh and by the Conjoint Board. 

The Royal Institute of Public Health and Hygiene arranges 
courses for the D.l.H. 


Bacteriology 

A course of study for the academic postgraduate Diploma 
in Bacteriology of the Univenity of London is given by the 
London School of Hygiene and Tropical Medicine- The course 
extends throughout the academic year, starting in Octobe'r. 
Lectures and practical instruction cover the fields of genera! 
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bacteriology, including the study of virus diseases and bacterio- 
logy applied to hygiene, and instruction is given in bacterio- 
logical chemistry, medical mycology, and elementary statistics. 
The course, which is intended to give advanced instruction in 
bacteriology to students who wish to follow a bacteriological 
career, may be taken by students with a qualification in medi- 
cine or veterinary science. A small number, of students with an 
honours degree in science (including chemistry) or a degree in 
pharmacy may receive instruction in bacteriological chemistry 
as applied to industry instead of in bacteriology as applied to 
hygiene. The total number of places available in the course 
is strictly limited. Applications for admission to the course 
beginning in October must be received by the preceding March. 

Manchester University also has a Diploma in bacteriology. 

Other Diplomas - 

A large number of other special diplomas' are available, and 
the programmes and prospectuses of the various bodies must be 
consulted. The English and Irish Conjoint and several of the 
universities, among them Bristol and Leeds, have Diplomas in 
Psychological Medicine. The Diploma in Psychiatry of the 
University of Edinburgh (D.Psych.Ed.) requires candidates 
entering for the examination to have spent a period of three 
years in a duly proportioned training in approved hospitals, 
clinics, and other institutions. 

Diplomas in Radiodiagnosis and Radiotherapy are conferred 
by the Conjoint Board and, among other universities, by Edin- 
burgh and Bristol. A Diploma in Radiology (diagnosis and 
therapy) has lately been instituted in the University of Liverpool. 
Holders of this diploma (Dip.Rad.) may be awarded the degree 
of M.Rad. after further study for two years and the presentation 
of an acceptable'thesis. , 

The University of Oxford grants a Diploma in Ophthal- 
mology, the University of London a Diploma in Clinical Patho- 
logy. A Diploma in Anaesthetics is granted by the English 
Conjoint (D.A. R.C.P.Lond., R.C.S.Eng.), which also offers 
Diplomas in Laryngology and Otology, in Ophthalmic Medi- 
cine and Surgery, and in Child Health. Diplomas in Ophthalmic 
Medicine and Surgery, in Anaesthetics, and in Child Health are 
also granted by the Irish Conjoint. 

Fellowship in Radiology 

*\Die Faculty of 'Radidlogists (45, Lincoln’s Inn Fields, W.C.2) 
offers a Fellowship (F.F.R.) to medical graduates of five years’ 
standing who have spent at least one year in general clinical 
work at approved hospitals, hold a radiological diploma, and 
have practised radiology exclusively for at least two years after 
obtaining that diploma. Candidates are required to pass an 
examination and submit a thesis. Candidates who hold higher 
medical or surgical qualifications may be exempted from the 
examinations' in general medicine, general surgery, or pathology. 


COURSES IN PSYCHIATRY 

The National Association for Mental Health (39, Queen Anne 
Street, W.l) arranges -training courses in certain aspects of 
psychiatry, especially child psychiatry. Its courses for school 
medical officers are full. Fellowships are given to enable 
qualified psychiatrists to obtain special training in child 
guidance at a recognized training clinic and are tenable at a 
number of 'clinics in Great Britain. The usual course of train- 
ing covers 12 months, half-time, and is recognized as a qualifica- 
tion for the medical directorship of a child-guidance clinic. 

The Tavistock Clinic (2, Beaumont Street, W.l) specializes as 
a centre for the out-patient treatment of children and’ adults 
with psychiatric disabilities. The educational programme 
includes courses for psychologists and social workers as well 
as doctors. It organizes with the National .Association for 
Mental' Health (see' above) the 12-month half-time course for 
psychiatrists spech}izina in child psychiatry. 

The Institute of Psycho-Analysis (96. Gloucester Place, W.l) 
furnishes a part-time course, lasting about four years, in psycho- 
analytic theory and technique. It includes a person.al analysis. 


attendance at lectures and seminars, and clinical work under 
supervision. The Institute does not set out to teach all aspects 
of psychiatry, and general psychiatric experience must be 
obtained at other clinics and hospitals. 

The Institute of Psychiatry, associated with the Maudsley 
Hospital and Bethlem Royal Hospital, is referred to in the 
article on “ Postgraduate Training Facilities ” (p. 530). Training 
normally covers a period of two to three years after adequate 
experience elsewhere in general medicine and is based on' 
responsible hospital duties under supervision. The aim is to 
provide a wide training in the many branches of clinical 
psychiatry and its basic sciences. 

The fees payable by those who attend the teaching at the 
Institute of Psychiatry without holding hospital appointments 
are: for clinical instruction only, 10 guineas for three months, 
15 guineas for six months, and 20 guineas for 12 months ; for 
clinical instruction and all first- or second-year lecture and 
demonstration courses, 20 guineas for one term and 50 guineas 
for one year ; and for first- or second-year lecture and demon- 
stration courses only, 12 guineas for one term and 30 guineas 
for one year. The enrolment fee is £1. Fuller information may 
be obtained from the Dean, Maudsley Hospital, Denmark Hill, 
S.E.5. 


NEW WORK FOR THE KING’S FUND 

King Edward’s Hospital Fund for London is not directly 
affected by the National Health Service Act (it is governed by 
an Act of its own, passed more than forty years ago), and its 
responsibilities and sphere of influence have been enlarged, not 
diminished, as a result of the transfer of hospitals to the 
Minister of Health. The King’s Fund has been in the past a 
staunch supporter of the voluntary system, and its aid enabled 
this system to survive the financial crisis which followed the 
first world war. 

Now that the voluntary system has been abolished the 
King’s Fund remains as a residuary legatee. There is, as its 
52nd annual report points out, still a large volume of good will' 
flowing towards hospitals, and the Fund offers a means where- 
by in the metropolitan area this can be canalized. . The Fund 
has large financial resources, its ordinary income reaching over 
a quarter of a million pounds, 90% of which comes from 
investments. What is more important, it has a Jong and 
intimate e,xperience of hospital problems. It would be pre- 
mature to define precisely the manner in which this income 
may still be used to assist hospitals, but there are many ways 
in which institutions can be helped, though the State is 
financially responsible for their maintenance. Last year, for 
example, grants amounting to over £21,000 were made to 
some fifty hospitals for the provision of comfortable modern 
mattresses. Other grants were made for the well-being and 
comfort of patients and staff by providing patients’ trays, easy 
chairs, wireless, and so forth ; for improving the hospital 
service by gifts of refrigerators, washing machines, and ,v-ray 
apparatus ; and to encourage the extension of the work done 
by hospitals for the aged and the chronic sick. _ 

Little attention has been paid to the “ disclaimed ” hospitals, 
but, tfs the report points out, the progress and development of 
the National Health Service will be profoundly .influenced by 
the existence of active institutions experimenting and develop- 
ing under voluntary aegis. Grants to twelve such hospitals 
in the metropolitan area were made last year. Convalescent 
homes also require help, and a sum of £30,000 was distributed 
among them during 1948. In some respects the new Act is a 
greater landmark in the history of convalescent homes than of 
hospitals, because for the first time it gives them recognition 
as an integral part of health care. Convalescent homes were 
formerly regarded as a rather luxurious appendage to the treat- 
ment of illness ; they are now seen to be a necessity. Only 
about 40% of convalescent homes have been taken over and 
attached to boards of governors or management committees. 
Many have been left outside the Service, not because of ineffi- 
ciency, but because of failure exactly to fulfil a statutory 
definition. Here again comes in the value of an organization 
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A survey by the Medical Practices Coirimittee in which the 
areas of En^and and Wales were scheduled according to 
doctor-need appeared in the Supplement of August 6 (p. 70) 
and of August 20 (p. 93). 


Correspondence, 


THE PUBLIC HEALTH SERVICE 

The public health service has' been very greatly affected by the 
changes resulting from the National Health Service Act. The 
hospitals of local authorities' like the voluntary hospitals, have 
been transferred to the Regional Hospital Boards, and the 
public health service feels a natural disappointment at the loss 
of municipal beds. Moreover, maternity and child welfare 
services, instead of, as formerly, belonging to the smaller as 
well as the larger welfare authorities, are now included in the 
150 county and county borough authorities which are the local' 
health authorities under the Act. Tuberculosis officers, hitherto 
employed by local authorities, are now mainly officers of the 
Regional Boards. The number of chief posts in the public 
health service in relation to the total number in the service 
has always been small, and the Act has made them relatively 
fewer still, though a number of new types of post have been 
created. 

At the moment of writing the long dispute between the British 
Medical Association and the associations of local authorities is 
ended, the associations having agreed, with a certain proviso, 
to participate in the Whitley machinery. It is to be hoped that 
the service will be so established that the best type of medical 
graduate will be attracted to ■ make a career in public health, 
with prospects no less satisfactory than those which confront 
general 'practitioners and specialists. 

The entrant into public health work usually begins as an 
assistant medical officer, doing maternity and child welfare of 
school work or both. Such medical officers, are likely in future 
to specialize more directly either on the obstetric or on the child 
health side and to have opportunities of keeping up clinical 
knowledge by interchange arrangements with hospitals or' by 
clinical assistantships, for which the D.P.H. is not essential. 
The Society of Medical Officers of Health has suggested that 
special experience in maternity or children’s hospitals and the 
acquirement of some diploma such as the D.C.H. might in fact 
be more useful than the D.P.H. itself. But the Certificate in 
Public Health is regarded as the basic qualification for entrance 
into the public health service. 

Tlie L.C.C. Medical Service 

Sir Allen Daley, Medical Officer of Health and School 
Medical Officer to the London County Council, kindly sends 
us the following; Whole-time appointments in the Public 
Health Department of the London County Council, apart from 
those of medical officer of health, deputy medical officer of 
health, and principal medical officer, include five senior medical 
officers, nine divisional medical officers, one principal assistant 
medical officer, six senior assistant medical officers, nine assistant 
divisional medical officers, and 67 assistant medical officers. 
Their duties are, in the higher grades, mainly administrative. 
The officers, speaking generally, have graduated through the 
clinical field and have special knowledge in at least one branch 
of the service. The assistant medical officers are mainly 
engaged in the school health and maternity and child welfare 
services. Suitable qualifications are the D.C.H. and the C.P.H. 
or the D.P.H. It is hoped that arrangements may be made for 
them to have clinical responsibffilies at hospitals, and for some 
of them to gain experience ^of the environmental health services 
in the metropolitan boroughs. 

For the grades assistant medical officer to senior or divisional 
medical officer the present salaries range from £910 to £1,800 
per annum. 

In addition the Council employs nearly 500 part-time medical 
officers in a variety of work — for \example, in residential 
nurseries, welfare institutions, staff examinations, and sessional 
work at clinics and school medical inspections. 

By arrangement with the London School of Hygiene and 
Tropical Medicine, the Institute of Child Health, and several 
undergraduate schools, students are given opportunities of gain- 
ing experience in the Council’s various medical services. 


The M.R.C.P. 

Sir, — Dr. F. M. R. Walshe’s admirable criticism (August 13, 
p. 383) of the tests of merit to be applied to men and women 
in the middle of . a career is relevant to the testing of young 
persons on its threshold, so I venture to offer some comments 
on the College committee’s report on the examination for 
M.R.C.P. 

At present the career of medical “ consultant ” in England 
is virtually closed against all young people who have not passed 
this examination. In the year ending September 29, 1948, candi- 
dates, successful and unsuccessful, paid the College £33,873. In 
1948 a candidate was under examination for approximately 
seven and a half hours, of which six were devoted to answering 
written questions, 70 minutes to the clinical examination, and 
20 minutes to a pathology viva. In future the clinical exami- 
nation will last 80 minutes. Those who have examined in the 
faculty of science of a university for degrees or diplomas 
valuable to would-be specialists (e.g., the London B.Sc. (Special) 
in statistics is a highly esteemed qualification for embryo 
statisticians) will notice that their examinees have a much longer 
run for their money. I use the sporting phrase because the 
College committee holds that if candidates found insufficient 
in the written examination were not admitted to the clinical 
examination they “might fairly complain of not having a run 
for their money.” The system of marking was, and is to remain, 
such that if a candidate fails in his “ long case ” he will usually 
fail in the whole examination. The committee justifies this in 
the following passage: 

“ The examination is meant to test method at least as much as. 
knowledge ; and if it puts a premium on readiness of judgment, that 
is defensible because this quality is useful to consultants. A fomer 
Censor has declared that, ‘ in the routine and method of examining 
a patient and in the recognition and evaluation of obvious physical 
signs, the candidate must be right first time.’ ” 

“Obvious” is an ambiguous word: a professor of mathe- 
matics once said that “it is obvious that” in an examination 
script frequently meant “I cannot prove that.” No doubt the 
committee would agree that many mental and moral qualities 
other than readiness of judgment are useful to consultants — 
forethought, caution, tact, sympathy. It is even arguable that 
readiness of judgment is of less importance to a young consul- 
tant, who will usually pass years in the service of a well- 
equipped institution where technical aids to diagnosis are 
available to him, than to a general practitioner, in a remote 
country district who must depend wholly on himself. Perhaps 
the committee would retort that these other desirable qualities 
cannot be tested at all by examination. That might do less 
than justice to Censors. I should think that a wise physician 
who has the gift of putting a young man at his ease might in 
20 minutes’ talk learn a good deal about him. Not, of course, 
if he simply fired questions at him, but if he drew him out. 

Is it possible — as a man with little clinical experience I am 
genuinely asking for information — that clumsy fingers and dull 
ears are now not the insuperable' obstacle to success as a 
physician that they were 60 or 70 years ago ? That now a man 
with a good brain, able to interpret the reports of technologists 
and the graphical records of machines, might be a very good 
physician although his fingers were clumsy, provided he had 
qualities not tested at all by the ritual of the “ long case ” ? 

What is, I suggest, probable is that the way to improve the 
examination, to make it do something more than put a pre- 
mium on 'readiness of judgment, is to lengthen it. There are 
two ways of doing this — drastically to reduce the number of 
candidates and/or to increase the number of examiners. The 
committee declines to make the examination longer, but it 
does propose to increase the number of examiners and reduce 
the number of candidates. It is not cigar from the report how 
many additional examiners are to be appointed, but they are 
not to be “ elder statesmen.” The candidates will be reduced 
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by allowing no candidate to try his luck more than twice within 
a year. On the data available this would reduce the number 
sitting at each quarterly examination by about one-third. Still, 
csen 3S0 is a good round number when one remembers that 
under the by-laws of the College " the four Censors bear entire 
responsibility for the results of the examination, and they 
should, therefore, continue to conduct, alone, the Final Viva.” 

A veteran of medical statistics will be forgiven if he expresses 
a little (not much) surprise that the committee did not use 
its very extensive statistical data roughly to verify its hypo- 
thesis that the examination does effectively test something, let 
us say readiness of judgment. Suppose one tabulated by candi- 
datures — 1st, 2nd, etc. — the proportion rejected, then, if the pro- 
portions were equal, the prima facie interpretation would be that 
chance ruled. If the proportion steadily increased, the prima 
facie interpretation would be that the test steadily weeded out 
the unsuitable candidates, I am too old a hand to suppose 
that this comparison W'ould be decisive — many sub-tabulations 
would be required to justify either inference — but such an 
analysis would be rational and, I think, should have been made. 

What the committee’s reforms do is to make an examination 
of the present content controlled by the Censors slightly less 
onerous for the examiners, tike other intelligent people, the 
committee sees that the scope of the examination could not be 
increased without delegation of power. If the examinees were 
distributed through the medical faculties of the British universi- 
ties haring schools of clinical medicine, then the scope of the 
examination could be widened without putting intolerable pres- 
sure upon the examiners, but some people would ask why the 
ancient College should have a papal authority over it. — I am. 
etc., 

LeuBhton, Essex. Major Greenwood. 


Disflnetion Awards 

Sir, — was pleased to see that Dr. F. M. R. Walshe 
(August 13, p. 383) had written a characteristically forthright 
letter criticizing the crazy notion of distinction awards for 
consultants. As a Fellow of the Rojal College of Phrsicians 
of- London I might conceivably have felt it possible that my 
name would be among those being considered for one of the 
grades, but as 1 have refrained from joining tbe Service, and 
am therefore not eligible for any of the financial rewards, I 
can take a somewhat detached view. 

From the beginning it was obvious to the meanest intelligence 
that mere' volume of work made it quite impossible for the 
Awards Committee to accomplish their task. It now seems 
that they have decided to invite hospital medical commitiees 
and various other bodies to submit recommendations. They 
may report “confidentially” to the chairman of the Awards 
Committee. 1 like this word " confidentially.” It sounds so 
much better than “ secretly ” and has less sinister associations. 

Dr. Walshe points out the extreme difficulty of defining 
" distinction.” Has the Awards Committee arrived at a satis- 
factory definition, and if so will they pass it on, and perhaps 
suggest a points system to cover the various questions asked 
by br. Walshe ? If they do, there still seem to be insuperable 
difficulties in the path of each subcommittee. How much do 
we really know about the professional abilities even of our 
colleagues on the staff of the same hospital ? We never sec 
more than a minute fraction of their work. How often does a 
surgeon watch another surgeon operating, or one physician see 
another takinc a history and examining a patient 7 Add to 
this the inescapable fact that personal friendships and jealousies 
are apt to cloud judgment, and it will smely be admitted that 
with the best will in the world and the strictest possible integrity 
no just grading can be accomplished. 

Another difficulty I foresee is the position of the members of 
the various committees, including the A^^’ards Committee. Will 
they begin bv choosing themselves and each other or will a 
becoming modesty compel them to ignore their own claims ? 
Arid what evidence is to be obtained about teachers ? The 
best judges of them are unquestionably the students. ill tbe 
Awards Committee collect a random sample of students and 
ask them for a “confidential” report on thc’ir teachers? 


When the holders of distinction awards die or retire, as 
Nature decrees that they must, the prospect is even more terri- 
fying. ^ Presumably there will have to be a series of by-elections 
to decide which of the hundreds of anxious candidates are to 
be elected to fill the vacancies. Surely the whole project is too 
fantastic to be seriously considered by a learned profession. 
But we must admit that it is a masterly example of the principle 
“ Divide and rule,” and it would be interesting to know who 
were the originators. — I am. etc., 

London, W.t. C. C. BEattV. 


Sir, — In his authoritative letter (August 13, p, 3831 Dr. 
F. M. R. Walshe asks what constitutes “ distinction ” in 
medicine, and offers diverse answers to the question. He 
concludes that “ there is no practical answer to these pertinent 
questions.” His letter is matched by the bewilderment of all 
with whom I have discussed this problem. The Awards Com- 
mittee may have an acceptable scheme of assessment in mind, 
but consultants may be forgiven for having grave doubts. May 
1 put forward a scheme which has found favour with colleagues 
who have considered it 7 

First we must be clear what is to be done — and with what 
resources. In my letter in the Supplement of August 20 
(p. 96) I suggested that 14% of the total basic salaiy paid to 
all consultants year by year represents the resources of the 
Awards Fund. This fund should be distributed so that provi- 
sion is made : (1) for those holding aw-ards to take extra 
sessions ; (21 for promotion from grade to grade, and into a 
grade for those who receive no award initially ; and (31 for the 
grading of junior consultants in the future. Assuming that 
the finance is on a satisfactory permanent basis the funds are 
to be distributed in certain proportions to those nominated 
by the Awards Committee appointed by tbe Minister of Health. 
I believe this could be done fairly and without any secret 
recommendations by local caucuses. About a million pounds 
a year is involved, and both the public and the profession may 
fairly claim to know how and on what grounds this public 
money is spent. 

The idea of distinction may be divided simply mto three 
sections: (11 Qualifications — professional and scientific. (21Con- 
sultant service — appointments, seniority, offices of distinction 
in medical academic societies, and service as an examiner. 
(3) Publications — original and compilatory w ork. The foil, wmg 
scheme is based upon this primary division. The tr.,rk5 



Total 

1 Markins 

1 Detail Nfarkisg 

(hisbest tnark in each subsection 
counts — not ^dd:u^e^ 

Section I ‘ OuaJifications : j 

Medical qualifications . . j 

Science decrees . . . . | 

1 

1 IS 

' ’ ! 

1 

25 1 

F.RC.P..M.TLC-P..F.R.C^..ctc. IS 
Other M.D.M-S. etc. .. .. U 

Pass examination «-:tb distinction 3 
Ph-D.. M Sc . cr . . 7 

M.A., B-A , B Sc. . . . . 3 

(ooi cor?r.alIji pan o f paw decree 

13 ctedictne) 

Section 2. Contultzr.t Serrice : 
Appomixaenis 

ScTuority 
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wriettCT 

Exan^er 

20 

15 

6 

1 4 

1 

*45 

Pcstgradoate teachXos bcrtpital 20 

Undettradoate teachins bos- 

piiaJ 

Ho5r*tai requirins M.R.C.P./ 

F.R.CS 10 

Hospital requiring lesser quaX- 

ficaiicns 3 

Iperasrrjni — ISyean.. .. 15 

Saticmal President .. •• ^ 

Secretary, etc. - - 2 

1 Local president 3 

Secieuiy. etc- . • 1 

Examiner Senior Posts . . * 

Jpsicr Tents .. 2 

Sections. PubUcaihns; 



Oripnal work , . . . j 

20 


Cosjpilatory work .. ; 

10 



,30 


Grand total 

100 
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Press Reports on Technical Subjects 

Sir, — ^The May issue of the Journal of General Microbiologx 
(p. 274) contained a highly technical paper of mine on 
“The Incidence of Penicillin-sensitive Variant Colonies in 
Penicillinase-producing Strains of Staphylococcus pyogenes.” 
This recorded the fact that when kept under laboratory condi- 
tions for some length of time many strains of penicillinase- 
producing staphylococci give rise to a proportion of penicillin- 
sensitive variant colonies. While these experiments indicate 
that penicillin-destroying strains of staphylococci are genetically 
unstable in the test-tube, they cannot readily be interpreted in 
terms of penicillin-resistant infection. 

An account of this paper and of my work which appeared 
in a national newspaper on August 9 implied that such an 
interpretation had been made. This is not the case. I should 
perhaps add that the writer of the article had not consulted me 
at any stage. This seems to me to raise an issue of some impor- 
tance for all medical research workers. Is there no way by 
means of which they can be protected from this type of report- 
ing of their work in the popular press ? More important still, is 
there no way by means of which the general public can be 
protected from the false conclusions so presented to them ? — 
I am, etc., 

London, SE.l. MaRY BaRBER. 

Treatment of Rodent Ulcer 

Sir, — The tendency in treatment is that when a case is 
referred to a specialist it is treated according to his methods 
of therapy unless there are clear-cut reasons for other branches 
of therapy. To the plastic surgeon a rodent ulcer asks for 
surgical excision, and the more difficult the resulting area is 
to close the more fascinating the problem. To the radio- 
therapeutist X rays are the obvious answer. It is essential 
that any specialist should know what can be done by his 
colleagues in other specialties, and this can only be done by 
close co-operation. 

For the past 18 months I have held a clinic with my radio- 
therapeutic colleague. Dr. F. Ellis, and we decide which form 
of therapy we think is most suitable for each particular case. 
In this early stage one cannot draw conclusions. In any_form 
of treatment where two methods of treatment are available (and 
we must agree that in the majority of cases x-ray or surgical 
treatment gives equally good results) there must be at either 
end of the scale cases which are better treated by one or other 
Iform of therapy and others which may require a combination 
■f the therapies. The difficulty is deciding which is best, and 
This can be done only by seeing the results of all forms of 
therapy. — 1 am, etc., 

London, E,l. CHARLES HeaNLEY. 

POINTS FROM LETTERS 

Situnts in Essential Hypertension 

Dr. Rudolf Lovrec (Maribor, Yugoslavia) writes: 1 have read 
with interest Professor F. H. Smirk’s paper on essential hypertension 
(May 7, p. 791) and should like to draw attention to the value of 
shunts from arterioles to veins. They cause more oxygen’ to be 
present in the veins, so that their intima receives the needed oxygen. 
All over the body there are such arteriovenous shunts — in the lungs, 
in the liver, in the kidneys, in the lips of the fingers and toes, and 
in the coccyx (glomerulus coccygeus). Vertebrates, as the dog and 
wolf, have in their tails such a glomerulus ,of much greater size. I 
think this phenomenon of , arteriovenous shunts is of very great 
importance for the nourishment of tlie veins. When it is disturbed 
a condition of malnourishroent of the intima of the veins arises. 
Such abnormal veins set free into the circulation a substance that 
causes the blood pressure to rise, in order that more oxygen may 
be obtained by the veins. 

Syringes 

Dr. H. Maitland Moir (Currie, Midlothian) writes; I see Dr. 
T. G. Benjamin (July 30, p. 282) says that a stuck piston in a syringe 
results in a broken barrel. I had a stuck metal piston recently, and 
when all efforts had failed to free tire piston I put it in my refrigerator 
for a few hours, after which the piston came away quite easily. It 
may not always work out that way, of course, but it is worth trying. 


Obituary 


SIR CRISP ENGLISH, K.C.M.G., F.R.C.S. 

Sir Thomas Crisp English, who died on August 25 at the 
age of 71, was elected to the surgical staff of St. Georgels 
Hospital in 1904 on the untimely and unexpected death of 
Herbert Allingham. 

The son of Dr. T. J. English, whose family was well 
known in the North Riding of Yorkshire, he was educated 
at Westminster School and St. George’s Hospital, where 
he was a William Brown Scholar. He qualified in 1900. 
When he was surgical registrar in 1902 he won the Jack- 
sonian Prize for his essay on head injuries, and for 'a time 
he toyed with the idea of 
specializing in this branch of 
surgery. But in 1901 Edward 
VII had been operated on for 
acute appendicitis by Sir 
Frederick Treves in dramatic 
circumstances on the eve of 
his coronation, and the public 
— lay and medical — became 
“ appendix-minded ” over- 
night as it were. English was 
one of the first to perceive 
the implications of this, and 
he set out deliberately to 
become pre-eminent in the 
surgery of this organ. How 
fully he achieved this ambi- 
tion is common knowledge. 

His success was no fluke ; it 
was thoroughly well deserved, for he was an extremely 
dexterous, careful, and conscientious surgeon. There must 
be thousands who can testify to his skill and kindness and 
his unremitting care. He also had the vision to foresee that 
asepsis was inevitably going to supersede antisepsis, and he 
adopted it whole-heartedly. He realized even in those days, 
however, that aseptic technique depended on a chain of 
essential precautions and that perfection could only be 
arrived at if each link in the chain was as strong as another. 
He took the most elaborate care to ensure this in his 
operating theatre, and his results showed how successful he 
was. As his experience grew, he began to discover for him- 
self, what is now common knowledge, that appendicitis is a 
protean malady, that a disordered appendix can give rise 
to a number of symptoms which are not at first sight refer- 
able to the organ itself. But his immense success in private 
practice left him no time then to publish these observations, 
even if the urge to do so had been strong in him. The very 
greatness of his reputation for operations on the appendix 
had in one sense an unfortunate result. It tended to obscure 
the fact that he was also an extremely good general surgeon. 
To see him remove a breast for carcinoma, to take one 
instance, was an object lesson in how that operation should 
be done. 

In the 1914-18 war English was sent to the Middle East, 
and on his return he was made a C.M.G. in 1917 and 
advanced -to K.C.M.G. in the following year for his 
distinguished services there. As consulting surgeon to the 
British Salonika force and the British Forces in Italy he 
was four times mentioned in dispatches, and was made a 
Knight-Commander of the Order of George I of Greece. 
He was also awarded Serbian and other decorations, and 
many other distinctions came his way. A Knight of Grace 
of the Order of St. John of Jerusalem, he was also a member 
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of the Chapter-General of the Order. Sir Crisp English was 
vice-president of the Section of Surgery when the B M A 
met at Portsmouth in 1923. Later he represented his con- 
stituency at the Annual Representatise Meetings in 1933-6, 
and apin in 193S. He was a member of the Central' 
Council from 1933-7, and at different times he gave valu- 
able sersice to the Finance Committee, the Hospitals Com- 
mittee, the Arrangements Committee, and the Parliamentary 
Elections Committee. He was aiso president of the Metro- 
politan Counties Branch of the B.M.A. in 1939-40. Apart 
from his long connexion with St. George's Hospital he 
sened the Hospital of St. John and St. Elizabeth, Queen 
Charlotte’s, and Beckenham Hospital, and he was also 
associated with the Royal National Orthopaedic Hospital 
and the Royal Hospital, Chelsea. 

Between the wars his success was, if possible, greater than 
ever. Even so, he always found time to give to the interests 
of St. George’s Hospital, for which he had a passionate 
and lifelong devotion. The suggestion that it should be 
moved from its present site was to him anathema. \\'hcn- 
ever the idea was mooted, as it has often been during the 
'last forty years, he fought it tooth and nail ; and if he 
had lived to see Hyde Park Corner unadorned by the 
hospital, as one day soon it will be, he would have regarded 
the landscape with pain and grief and horror. 

VWjen he retired from the active staff of St. George's f 
• WTOfe this of him — and I am going to repeat it now, because 
I can think of no better epitaph for him •. “ St. George stands 
for England and all that is English ; English stood for St, 
George's and all that is St. George's.” — I.B. 

W. T. WARWTCK, M.B., F.R.C.S, 

'Mr. William Turner Warwick, senior surgeon of the 
Middlesex Hospital, died there on August 21. at the age 
of 61. 

He was bom in 1888, educated at Doncaster Grammar 
School, and in 1906 entered Emmanuel College. Cambridge, 
where he studied mathematics and gained an honours 
degree. He w'as always deeply interested in educatiou, and 
he left Cambridge to teach at Bedales School in 1909. 
While teaching there he worked for and won an entrance 
scholarship to the Middlesex Hospital in 1911. He took a 
remarkably short time to qualify M.R.C.S.. L.R.C.P. in 
1915, and after resident house appointments he joined the 
RA.M.C. Three years later he returned in poor health, 
and although no one knew it he suffered considerably at 
times throughout his life. In 1918 he took the degrees of 
M.B., B.Ch„ and, having already had time to become 
interested in rectal surgery, he gained the appointment of 
resident surgical officer at St. Mark's Hospital in 1919. 
There he obtained further practical e.xperience which stood 
him in such good stead in future years. The next 
too, gave him valuable experience in general surgery at the 
Leeds General Infirmary as resident surgical officer. tV ork- 
ing with Lord Moynihan and Mr. Littlewood be always 
regarded as of great importance, and he retained an interest 
in, and affection for, fliat hospital and his old associates 

Warwick had by this time become conrinced that surgical 
treatment could only be based upon a sound knowledge of 
pathology', and in 1921 he returned to the Middlesex 
Hospital as surgical pathological registrar ; by so doing he 
not only became a pathologist of unusual Jtient but 
inaugurated a close h’aison beween the laboratories and tne 
surgical wards. In 1921 he married Joan, 

Theodore Harris, of Limpsfield. Surrey, whom he had ni« 
meLduring his teaching days at Bedales. He was appointe 
to the staff of the Middlesex Hospital in 1923 and became 
senior surgeon in 1945. 


This brief recital can convey only a faint impression of 
the man he was. Wiliiam Turner V/arwick was a 
remarkable and complex personality. It was easy to under- 
estimate him on early or superficial acquaintance, but the 
more one knew him the finer did be appear, and however 
Hull one did know him ft did not seem possible to approach 
his depths. Among his outstanding characteristics were his 
kindness and understanding. No appeal for help would 
remain unanswered, and he bad a way of identifying him- 
self completely with the problems of o&ers. He w as always 
interested in the welfare of students and nurses, and gave 
them much practical assistance, although few realized this. 
He remained a true humanist, and intellectually he was a 
man of many and brilliant ideas. Few of these ideas he 
left in print. He became an authority on several subjects; 
on rectal surgery, on malignant disease in general, and 
particularly with regard to the correlation of the various 
methods of treatment. As one example his influence is 
most obvious in the pathology and treatment of varicose 
veins. In 1931 he published a short book. The Rational 
Treatment of Varicose Veins and Varicocele. Its impor- 
tance was immediatefy appreciated and has been generously 
acknowledged by recent authors. In 1942 Warwick 
delivered a Hunterian oration on the growth of bone, and 
the views he put forward were original and stimulating 
though somewhat unorthodox. ■ 

On all subjects he carefully studied the work of others 
but never accepted unlikely statements or took facts for 
granted. His knowledge w-as vast, and there rvere few 
surgical problems that he had not considered. Warwick 
delighted in discussion, but would never adsance his opinion 
without careful thought. His self-imposed standards were 
so high he could seldom believe a task was fully completed, 
and for this reason alone his writings were few in number. 
He was never facile of tongue, or vociferous concerning his 
ideas, and this may be regarded as unfortunate, but if he 
had been these things he would not have been, the man so 
loved by all who knew him. As a surgeon he was sery 
successful, and although there may have been better 
technicians few have obtained such consistently good 
results. This was often ascribed to “ green fingers," but it 
was really a green and fertile mind which saw every case as 
a particular problem in itself, to be studied meticulously 
from all angles and to be followed with the greatest 
care in all its stages up to the final discharge. As 
a diagnostician he was superb, and he reached his conclu- 
sions by careful fogicai reasoning based on his wide and 
well-remembered experience. He demanded a ” problem 
book ” in which should be kept a record of all difficult 
cases with observations on where mistakes were made and 
how they might have been avoided. He preferred post- 
graduate* teaching, and he would take immense pains in 
guiding his assistants. To work for him was always a 
privilege, and he was unfailingly tolerant and kind. If his 
ward rounds were not so popular with students as they 
might have been, it was because he did not care to talk 
over the conscious patient : on the other hand his operating 
sessions were a delight. 

Towards his patients he was kindness itself and always 
found time to consider their feelings and their fears. His 
family, his wife, three sons, and a daughter, was the centre 
of his 'own life, and he never forgot that his patients also 
had their own homes and their relatives. He would never 
refuse a patient a chance, however remote, and would 
undertake long and fatiguing operations if there was the 
slightest hope of assisting the sufferer. Those who loved 
him in his completeness wifi always remember his acute 
sense of the ridiculous and his sudden “ puckish " moods. 
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They -will never forget those delightful shocks of surprise 
produced by his spontaneous shafts of penetrating and 
kindly wit. There are true rocks in this world, and he was 
one ; so completely. loyal and so entirely dependable. 

“ T.W.” was a great and an unusual man, and we are all 
much the poorer for his loss. 

MAURICE NEWFIELD, M.R.C.S., L.M.S.S.A. 

Dr. Maurice Newfield, who died on August 13 at his home 
in Great Bardfield, Essex, at the age of 55, was well known 
as a medical journalist. He was educated at the City of 
London School, and soon after leaving there he joined the 
Kensington Rifles, being subsequently commissioned and 
sent to Mesopotamia with the 3rd Battalion of the 
Bedfordshire Regiment. He was invalided to India, where 
he transferred to the Indian Army. • He was then in charge 
of a signalling school until his return to England in 1919. 
As soon as he was demobilized he went abroad again to 
study at the Sorbonne and at Freiburg before becoming a 
student at Charing Cross Hospital, where he qualified in 
1922 after a much shorter course than was usual even in 
those days. He held a number of resident posts at Charing 
Cross Hospital, and he was also for a time clinical assistant 
at the Hospital for Sick Children, Great Ormond Street. For 
a while he was in practice-in Bloomsbury. Then in 1928 he 
was appointed a sub-editor on this Journal. He had already 
contributed an amusing brief medical section to the Week- 
end Book in 1924. It was while he was on the staff of the 
Journal, however, that he wrote Parenthood: Design or 
Accident, which is still popular and has sold over 200,000 
copies. The pseudonym he used at that time was “ Michael 
Fielding." This book had a preface by H. G. Wells, whom 
Maurice Newfield knew well. He spent a winter in Portugal, 
with Wells, acting as his private physician. Another pseudo- 
nym that he used was “ Richard Harley,” but Womanhood 
and Marriage which he published over that name never had 
the same success as the “ Michael Fielding ” book. 

Unhappily, in 1930 Newfield’s health broke down, but he 
continued to do a great deal of work for the Journal even 
while he was a patient at the Mundesley Sanatorium. After 
this first breakdown he worked as a freelance from his own 
home until 1936, when he joined the staS of Butterworth’s 
and assisted Sir Humphry Rolleston in editing the British 
Encyclopaedia of Medical Practice. In 1938 he went to the 
firm of Hamish Hamilton and set up the m.edical depart- 
ment there, and this he built up until it was recently taken 
over by another publisher. 

During all his illnesses Maurice Newfield never stopped 
working. Even at Midhurst, where he underwent a three- 
stage thoracoplasty, he continued his many activities. There 
was no branch of medicine in which he was not interested 
and informed. In recent years he edited the Eugenics 
Review, and he was also keenly interested in the history of 
medicine. Maurice Newfield was a man of talent and 
personality and despite his poor health did valuable work 
as an author and journalist. His death will be deeply 
legretied by a wide jcifcle of friends within and without the 
profession. He leastes a widow and one son, who is studying 
medicine. \ 

Lord Horder writers: The death of Maurice Newfield at 
such an early age deprives medicine of one of its ablest 
writers, and many fri'ends and colleagues of an example 
of courage and pertinacity in the face of ill-health which 
can hardly find an eqml. This note of bravery is the 
dominant feature in Nesjfield’s life. For twenty years the 
handicap of pulmonary ti faerculosis pursued him, but even 
during the periods of active disease, and whilst in the sana- 
torium, his contributions to medical literature were never 


suspended for more than a few weeks. Newfield’s published 
papers and books make a formidable list, but perhaps his 
best work was done as editor of the Eugenics Review. His 
monthly notes were boldly critical, but evinced very wide 
reading and a grasp of Galtonian principles unequalled by 
any of his conteniporary writers. Newfield was a small 
man physically ; was markedly unobtrusive ; spoke with a 
low, soft voice, and to, the general observer was not impres- 
sive. A quiet talk with him, however, discovered a mind 
out of all proportion to his physique, cultured and urbane, 
and leaving a lasting memory upon all who knew him. 
Once past this point there emerged a very lovable and very 
loyal friend. 

Mr. Cedric Lane-Roberts writes; Of Maurice Newfield’s 
indomitable courage and personal charm it is only possible 
to speak in eulogistic terms. Others will have told of his 
literary ability and his consummate editing capacity. Here 
nothing slipshod was ever countenanced, and with his easy 
and complete tact the erring sentence would be altered and- 
moulded to his satisfaction and its final and obvious suita- 
bility and correctness. To see Maurice Newfield in the 
surroundings of his quite perfect family life was indeed a 
privilege. It was a genuine pleasure to hand him a book, 
asking for his opinion, and. then to watch him while he 
deliberated before giving his verdict, fondling it all the 
while with the gentle hands of the true bibliophile. I used 
often to see him, his eyes burning with unquenchable 
vitality, sitting up in bed by the open window, by his side 
the telephone through which for months and months he 
had conducted his editing, his favourite books all around, 
ever an early copy of Don Quixote to hand, and nearest to 
him his Bible, his constant companion, which- seemed 
to live when in his hands. He was widely read, 
and remembered what he had read — only one instance 
of his excellent memory. Anything selfish in word and 
deed were completely foreign to his nature, and to those 
who knew him quite inconceivable. This all made an 
unforgettable picture of a unique and beautiful character, 
fostered in family surroundings that so much helped to 
round off the whole. His host of friends will sympathize 
deeply with his widow and son in their tragic loss. 


Dr. Leonard Crossley died in a nursing-home at Bradford- 
on-Avon on July 20, at the age of 80. After leaving Repton 
School he was at first attracted by industrial chemistry. Later 
he turned to medicine, and went to Edinburgh, graduating M.B., 
Ch.B. in 1900, and proceeding M.D, in 1903. From his boy- 
hood at Arnside he maintained a lifelong interest in yachting. 
Always fond of music, he made this his other relaxation, and 
at Edinburgh, with a few other enthusiasts, he founded the 
Edinburgh University Musical Society. After qualifying, he 
took up tuberculosis work, and an appointment as the first 
medical superintendent of Benenden Sanatorium was followed 
by that of medical superintendent to Winsley Sanatorium, near 
Bath. Then he obtained the post of tuberculosis officer for ’Wilt- 
shire, which he held until his retirement. In later years this 
appointment included heavy responsibilities in connexion with 
the county’s orthopaedic scheme. -Crossley stood out arnong his 
contemporaries, and subsequently he brought a wide culture 
and experience of life, with great clinical ability, to work which 
at first did not attract the best of the profession either in its 
conditions or its rewards. ' Practical common sense of a high 
order animated all' he did, and his. humorous neglect of the 
more useless and baffling departmental instructions is refreshing 
'to recall. His official position was never as important as the 
fact that he was a friend of every doctor in the county. During 
his later working years he was handicapped by a most persistent 
and troublesome osteoarthritis of the hip, but never allowed 
the discomfort and limitations of this disability to change his 
sociable and friendly outlook on life. Crossley was chairman 
of the Trowbridge Division of the B.M.A. in 1927-8. He 
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resigned his appointment on reaching the age of 65, and enjoyed 
a peaceful retirement with his wife, taking an active interest in 
his garden and in the activities of his friends at Winsley. He 
was chairman of the Nursing Committee of the Bath and 
Wc.ssex Children’s Orthopaedic Hospital, and maintained his 
interest in the Trowbridge Voluntary Orthopaedic Clinic, beins 
responsible for its financial administration. Leonard Crossley 
was a colleague truly loved by all, and he will be remembered 
by all who knew him. — ^J. B. L.. 


INTECnOUS DISE.4SES AND VITAL STATISTICS 

print below' a summar}' of Infectious Diseases and Vital Statistics 
jn the Bniish Isles during the week ended August 13. fS'o. 32. 

Figures of Principal Notifiable Diseases for the uedc and those for the corre- 
sponding^ week last year, for: (a) England and Wales (London incladed). (h) 
- ' ' Scotland- (d) E/re. (e) Northern fre/and. 

’ - * . ' * ■ ' f^cofded under each iifectlc'us dlsezse* 

‘ ' -' in England and Wales ftncluding London), 

(b) London (attoaistrative county), (c) The 16 prir.dp^ tavms in Scotla-nd. 
(d)Thc 13 principal towns in Eire. (e)The 10 principal towns in Northern IreU-nd. 

A dash — denotes no cases ; a blank space denotes disease not notifiable cr no 
return aiailable. 


EPIDEAnOLOGICAL NOTES 
Poliomyelitis 

The numbers of notific.ations in the week ended August 20 were 
poliomyelitis 273 (236). polio-encephalitis 22 (18). Figures for 
the previous week are shown in parentheses. 

Multiple cases (poliomyelitis and polio-encephalitis together) ' 
were reported from the following counties; London 35 (30), 
Bedfordshire 4 (2). Berkshire 1 1 (7), Buckingham 2 (2), Chester 
6 (4), Cornwall 8 (6), Derby 9 (I), Devon 9 (9), Durham 2 (3), 
Essex 10 (19), Gloucester 5 (7), Hereford 2 (4), Hertford 3 (Ih 
Kent 6 (6), Lancaster 29 (23), Leicester 7 (4), Lincolnshire, 
Lindsey 3 (I). Middlesex 13 (10), Norfolk 3 (3), Nonhants 6 
(2). Northumberland 7 (4), Nottingham 10 (4), Oxford 2 (1). 
Somerset 5 (4). Southampton 11 (13), Stafford 6 (4), Surrey 7 
(7), Sussex East 2 (5), Sussex W'est 3 (4), Warwick 4 (10), Wilt- 
shire 4 (2). Yorks West Ridinc 50 (34), Flint 2 (0), Monmouth 
2 (4). 

Discussion of Tabic 

In England and iVaks there were i.ncreases in the notifica- 
tions of whooping-cough 172, acute poliomyelitis 72, and 
dysenterj’ 17. There were decreases in the incidence of scarlet 
fever 165, measles 457, and diphtheria 1 1. 

The largest changes in the notifications of whooping-cough 
were an increase in StalTordshire 46 and a decrease in Warwick- 
shire 33. The largest decrease in the notifications of measles 
was Waswickshire 160 ; the only large exception to the 
decreasing incidence was a rise of 54 in Glamorganshire. 

The chief features of the returns for diphtheria were an 
increase in London 7 and decreases in A'orkshire West Riding 8 
and Lancashire 5, No large variations "cre reported in the 
local trends of scarlet fever. 

Of the 11 cases of typhoid fever 5 were notified in Lanca- 
shire, Bootle C.B. The chief centre of paratyphoid fever was 
Liverpool C.B. with 8 notifications. An outbreak of dysentery 
affecting 16 persons was notified in Durham, Hetton U.D. The 
only olherTarge return of dvsentery was Lancashire 12 (Liver- 
pool C.B. 6). 

Outbreaks of food poisoning occurred in Staffordshire, 
Wolverhampton C.B. 132, and Lancashire 206 (Warrington 
■ C.B. 144, Clitheroe M.B. 49). 

- In Scotland there were decreases in the notifications of 
' dysentery 27. scarlet fever 24, measles 24, whooping-cough 14 
and diphtheria II. There were increases in the inadence of 
acute primary pneumonia 24 and acute poliomyelitis 9. The 
chief centres of poliomyelitis were Glasgow 7 and Fife County 
5. The rise in the incidence of pneumonia was contributed by 
the western area. 

In Eire notifications of measles were 48 fewer than in the 
preceding week. The 13 cases of paratyphoid were scattered 
throughout the country. 

In Northern Ireland decreases were recorded in the notito- 
lions of measles 23 and whooping-cough 17, while a rise of -0 
was reported for scarlet fever. The increased incidence ot 
scarlet fever was due to the experience of Belfast C.B., where 
the cases notified rose from 15 to 36. 


Week Ending August 20 ^ 

Notifications of infectious diseases in England and A'aes 
during the week included: scarlet fever 678. whooping-cough 
1,637, diphtheria 59, measles 2,120, acute pneumonia _4a, 
cerebrospinal fever 22, acute poliomyelitis 273, acute PO"?' 
encephalitis 22, dysentery 35, paratyphoid fever 30, typhoid 
fever 6. 


etion. — In Ibe summary of Infeclious and \ Uid 

S No. 31. August 27, p. 491, the mam coluiOT headings should 
49 and 1948. TLey were misprinted as 1948 and 1947. 


Disease | 

( 

1949 ) 

948 (Correspor.dingWctk) 

W { (b) j to j (d) 'j 

(e) 

(a) j (b) j (c) j (d) (c) 

Cerebrospinal fever 

Deaths 

26; 6' 13 

i-l- 

— 

— 

3S 

4 33 ' i; I 

-i-l i 

Diphtheria 

Deaths 

7S| K; 15 
2) ^ 1 — 

1 


106 

14^ 3lj 7 4 

Djsenicry 

Deaths 

. 3, 

54 — 

i ” 

1 

107 

15 50 — 1 

Encephalitis lethargjca, 
acute . . " . . 

Deaths 

- 


•K 

- 

' 



_i 

1 ! 

Erysipetss 

Deaths 



20 

5 

2 


— 


Infective enteritis or 
diarrhoea under 2 
>ears 

Deaths 

30 

2 

I 

85 

3 

1 

33 



Measles* 

Deaths+ 

3^26' :;23 

1 


43 

5,697| 2S7j 47j 40 34 

Ophtbalnria neonalonnn 
Deaths 

1 ' 

1- 


75 ' 6: 16' - - 
1 1 ■ ' 

Paratvphotd fever . | 26| 3 

Dtalhs . . . . — ! — 

1(B)’I3 1 — 
j fBl, 

19 ; 1 

- u 

— i — ’ 

Pneumonia, influenaal . . 
Deaths (froct inRu- 
enza)2 

227' )0 

4- 

) 



4 V 

Pneumonia, primary . . 
Deaths 

lOI 

127 

Hi 

“ 4 

1 ‘ 

I^j 17 

101 1 19 

1 ! ' J 

PoUo-ercephaUtis, acute 
Deaths 

IS- 

! 


- 5 ; 

■| 

1 ' 

1 

PoMomjclius, acute 
Deates^ 

1 236' 30 

; 2 


! 1 

33| J 

“i 

‘ 1,' I - 

» 1 

Puerperal fever . 

Deaths 

PueTwraJ pvretia 

Deaths 

1 

-! ‘ i 


J. 1 : — 

i ** 

1-^ 

iJi-L: 

1 i. 

Relapsing fever 

Deaths 

_ l_ 

i 

1“ 

! 1 1 

Scarlet fever 

De3tbs+ 

1 659 

1 

i" 

jiio;_5 

' 46 
1- 

774 ; 33 122 4: J5 

SroalJpox 

Deaths 

i 

i- 


!= 

— 1 — — — — 

T>pbojd fever .. 

Deaths 

! - ' 

j 

! - i - ! - 

8' 

1 — 

— — 
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Deaths 

— 

ri~i=i= 
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New Minister of Health- in Northern Ireland 

Dame Dehra Parker, D.B.E., M.P., has been appointed 
Northern Ireland Minister of Health and Local Government 
in succession to the late Mr. William Grant, and she thus 
becomes, the first woman Cabinet Minister in Northern Ireland. 

Hebrew Medical Journal 

The Hebrew Medical Journal enters its twenty-second year with 
the publication of Vol. 1 for 1949. This bilingual publication, 
edited by Dr. Moses Einhom, comes from New York but main- 
tains a close connexion with Israel in. its endeavour to promote 
the development of Hebrew medical literature and terminology. 
The current issue includes a symposium on present-day public 
health problems in Israel (printed in both Hebrew and English), 
and contributions on old Hebrew manuscripts, the Bible and 
Medicine, and Hebrew medical terminology (printed in Hebrew 
only). 

Study of Child Care 

British advances in the field of child care are being studied by 
45 doctors, nurses, and social workers from sixteen European 
and Middle East countries during a 15-weeks course in social 
paediatrics which has been ' financed by the United ' Nations 
International Children’s Emergency Fund and organized by 
the Ministry of Health and the British Council. After a week 
in London for introductory lectures, the students are now work- 
ing in small groups in centres at Birmingham, Bristol, Liverpool, 
Manchester, Newcastle, Edinburgh, and Glasgow, They will 
later return to London for final discussions and the study of 
various special services. 

Register of Speech Therapists 

The Register of Speech Therapists for 1949 has now been 
published, and medical practitioners can obtain a copy free 
on application to the registrar of the Board of Registration of 
Medical Auxiliaries, B.M.A. House, Tavistock Square, London, 
W.C.l. 


"r'' COMING. EVENTS - 

Foot Inspection 

The Foot Health Educational Bureau will hold a convention 
at the Caxton Hall, Westminster, on September 30, from 2.15- 
5 p.m;, on “Foot Inspection in Childhood and Adolescence.” 
The speakers include Dr. W. G. Booth and Mr. T. T. Stamm; 
Admission is free on presentation of a ticket, which may be 
obtained not later than September 15 from the Bureau at 
121, Ebury Street, London, S.W.l. 

American Course in Gastro-intestinal Surgery 
The . American National Gastroenterological Association 
announces that a course in gastro-intestinal surgery will be 
given at the Boston City Hospital, Boston, Mass., on October 27- 
29. It will be under the direction of Dr. Owen H. Wangensteen, 
Professor of Surgery, University of Minnesota Medical School, 
assisted by Lord Webb-J'ohnson. Enrolment is limited to 250. 
The fee wilt be $35; Information may be obtained from 
the National Gastroenterological Association, Dept. GSI, 
1819,. Broadway, New York, 23, N.Y., U.S.A. 

SOCIETIES AND LECTURES 

Tuesday 

Edinburgh Postgraduate Bo.ard for MedIcine. — At Anatomy 
Lecture Theatre, Edinburgh University, September 6, 4.30 p.m., 
" Synovial Membrane in Health and Disease,” by Professor D. V. 
Davies. 

APPOINTMENTS 

Carusle, W. H., M.B., M.Sc.. D.R.C.O.G., F.R.C.S.Ed., Consulting Surgeon, 
North Cambridgeshire Hospital, Wisbech, Cambs. 

Taylor, D. Wilson, M.B., Ch.B., Consulting Ophthalmologist, North Cam- 
bridgeshire Hospital and Clarkson Hospital, Wisbech, Cambs. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Jones.— On August 14, 1949, ai Si. Maty Islington Hospital, London, to Erica 
(n4c Axcirad) and Dr. Alun Howard Jones, a son. 

Nabarro.— On August 26.' 1949, at University College Hospital, to Joan <n<c 
Cockrell), wife of J, D. N. Nabarro. M.D., M.R.C.P., a son — ^Davld. 

Petit. — On August 19., 1949, at the Lady Chancellor Nurs'ng Home,. Salisbury. 
Southern Rhodesia, to Joan (nSc Lamplugh), M.B., Ch.B., D.T.M.&H., wile 
of Joseph Petit, a daughter. 

Pridic.— On August 24. 1949, to Joanna (ndc Egerton) and Kenneth Ptidie, 
F.R.C.S.. of 58. St. John’s Road. Bristol. 6, a son — William Raleigh. 


Psychiatrist to Lecture in Australia 

Professor Alexander Kennedy, Professor of PsychologicaL 
Medicine in the University of Durham, has been invited by the 
Government of Victoria to advise it on mental health and 
psychiatric organization. The presentation to the Victorian 
Parliament of a new bill dealing with these' subjects is being 
delayed until after his visit. Professor Kennedy will tour other 
States in Australia to lecture on mental health, under arrange- 
ments made by the British Council and the Australian Associa- 
tion of Psychiatrists. 

Working Party to Investigate Fluorides- 

The Ministry of Education has announced that a Working 
Party has been set up to direct and organize an investigation on 
the prophylactic effect of the local application of a -solution 
of fluorides to school-children’s teeth. The members are as 
follows:. R. Weaver, M.D., F.D.S., Ministry of Education 
(chairmanl ; E. R. Bransby, Ph.D., Ministry of Health ; Miss 
J. R. Forrest. L.D.S., Ministry of Health ; W. G. Senior, O.B.E., 
Ph.D., F.D.S., Ministry of Health ; G. J. Parfitt, M.R.C.S., 
L.R.C.P., L.D.S., Department of Preventive Dentistry, Eastman 
Clinic ; B. R. Townend, F.D.S., West Riding Local Educa- 
tion Authority ; W. Ritchie Young, F.D.S., London County 
Council ; A. T. Wynne, M.D., Ch.B., B.D.S., L.D.S., Ministry 
of Education (secretary). 

W’ills 

Sir Frederic Jeune Willans, K.C.V.O., Surgeon Apothecary to 
the King’s Household at Sandringh-tm, left £7,115. Dr. George 
Sandison Brock, of Jersey, left £27,712 ; Dr. Thomas Smith 
Duncan, of Nottingham, £19,370 ; and Dr. George Herbert 
Simpson, of Brighton, £16,022. 


MARRIAGE 

Sloan— Lopan. — On Aubusi 11, 1949, nl Glasgow, Flying-Officer 3. Burnley 
Sloan 10 Mairi Buchanan Logan, A.MJ.A. 

DEATHS 

BclblD. — On August 22, J949, at Hove Hospilal, Harry Ashley Belbin, L.S.A.. 

late of Cradlcv Heath and Rotiingdean. 

B!abcr,-^n August 21, 1949. al Farthings, Borough Marsh. Twyford, Berks. 
Percy Leonard Blabcr, M.R.C.S., L.R.C.P.. of Boat House, Marlow, Bucks. 
-'Cd I' . > . 

Cairns. — On August 23, 1949. at 36, Bankficld Lane, Southport. Lawson M'lier 
Cairns, M.D. 

Dufty. — On August 23, 1949, at 12, Glodwick, Oldham, James Joseph -Duffy. 
M.B., B.Ch. 

Enpllsh. — On August 25. 1949, al Chilton Hall, Sudbury, Suffolk, Sir Thomas 
Crisp English. K.C.M.G., F.R.C.S. 

Ferguson. — On August 27, 1949, at St. Hclicr Hospilal, James Ferguson. 

C.B.E., M.B., B.Ch., of Cranlcigh, Ashley Drive. Walton-on-Tharacs. 
Gibson. — On August 19, 1949. at Lancaster, James Andrew Gibson. M.D. 
Hopkins. — On August 21. 1949. al Croydon. Walter Kempson Hopkins. O.B.E.. 

M.R.C.S., L.R.C.P., Surgeon-Commander R.N., Ret., aged 79. 
MacRobert.— On August 24, 1949, at Edinburgh, Peter Carmichael MacRobert. 
M,B.. C.M.. aged 79.. 

Mortlock-Brawn. — On August 20, 1949, Constance Anderson Mortlock-Brown. 
' L.M.S.S.A., of Boodc, Braunton, Devon. 

Ross.— On August 25, 1949, at Ardrannich, Inveraray, Argyll. Donald Ross, 
T.D.. M.B.. Ch.B. 

Shave. — On August 22, 1949, Edward Simpson Shave. M.R.C.S.. L.R.C.P.. 

F.R.C.V.S., of Bcxhi!l-on-Sea. Sussex, aged 93. 

Wclply*— On August 24. 1949, at Rosemont, Thurganon, Nottingham. George 
Chinnery Wclply, M.B.. B.Ch., late of Forest Gate. London. 
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Correspondence 


Freedom o£ tlic Citizen 

Sir, — ^T herc is a more disturbing aspect about the method of 
deciding which Territorial officers should be embodied that 
your correspondents, “ Lieut-Col., (^Supplement. 

July 16, p. 51) and “Not to be Embodied” (August 20, p. 98). 
do not mention. Perhaps they are not aware of it. The 
Ministry of Health is asking local executive councils to make 
this decision. These councils may, but are not forced to, consult 
the local medical committee. Our professional degradation is 
such that, after being trusted in two wars to manage our own 
recruiting and, 1 think, having justified that trust, the still 
e.xisting medical machineiy is being by-passed. In fairness to 
the public, the profession, and to indis’iduals local medical 
committees must not operate any procedure that has been 
initiated by the Ministry of Health without negotiation with the 
profession. 

It is possible that in the case of your two correspondents 
their local medical committees by their veto are simply register- 
ing their dissatisfaction with what is happening. That is an 
understandable though, I believe, a mistaken action. I am, etc.. 

Wolvcrhammea. ' ROBERT S. V. MaRSH.SLI. 

VThe. Secretary of the Association writes : The Ministry has 
been informed that it would has'e been appropriate for prior 
consultation to have taken place with the Association before 
this circular was issued. We are awaiting the ^^Inlst^> s repl>. 


A Medical Trade Union 


Sm,— Dr. B. S. Alderson (Supplement, August 20, p. 9S) wgej 
on behalf of the Consett Division that “ the profession should 
make a very earnest attempt to co-ordinate the ° 

doctors.” The Division suggests the introduction of a hghtin- 
fund ; subscribers to forfeit their subscriptions if “ 

adhere to the policy adopted by majority vote. \ • e = 

with the necessity for co-ordinated action by the pro • 

do not believe that the solution is by a fighting fun ■ 

trusts, medical guilds, fighting funds call theiii w ^ - ..-..-nn 

are powerless to settle the problem of ” behind 

unless they have statutorj' authority and legal p 

I submit, Sir, that the solution is the 
of a trade union. It is essential that the ^emb^ .°f^ the 
profession be educated to the advantages o -r- -j-. U^ion 
trade union recognized by, and affiliated (Siippletnent, 

Congress. In a letter from Dr. 3. A fo^ky (Suppfcmc r. 
April 16, p. 235) the whole position ^ ined. This 

concerns the medical profession was luci 5 _ , su^^est 

- letter appears to have’ aroused '’V^sTSirision, and of 
that it merits the close study of the ^ Gorsky 

all Divisions concerned with this ' ^ ^be Webbs ; 

gives the aims of trade ,e™ is a continuous 

“A trade union as we understand maintaining or 

association of wage-earners for the p ^ purpose 

improving the conditions of their .yndard of life — 

of the trade union is the protection o innovation likely 

that is to say. the organized resistance d,. Gorsky 

to tend to the degradation of the , , -ncourace a corn- 

goes on to say : “Trade unionism f “ e'ven if the 

munity of interest between emplo\er doctor. Unless 

' employer is the State and the ^ trade union, 

we possess legal powers analogous 


both as regards withdrawal of service and the economic support 
which would be essential if that service is withdrawii, and we 
are afforded the full protection of the Trades Disputes Act. 
1906, we are rendered materially impotent in our negotiations 
with the Government.” 

This is the answer to the problem posed bv' the Consett 
Division. The sooner we rid ourselves of the idea that trade 
unions are organized primarily for the benefit of one t>pe of 
worker, or one particular political party, the better. It is 
time that we acknowledged that we, too, are workers, or wage- 
earners. in the full sense of the w orA Let us organize ourselves 
accordingiv. — I am, etc.. 

London. VV.6. B. ROSEFIELD. 

Fifty-five Committees 

Sir, — I have just been reading the Supplement of August 20 in 
which is given the lay-out of fifty-five committees of the B.MA. 
which will take a hand in the management of the nation's 
health. It is incredible that any of us ever lived for more than 
a few weeks up to July 5, 1948, and more incredible still that 
the span of life lengthened as the years swept by. I feel mueh 
alarmed about what will happen to us now that the B.MA. 
has become a department of Slate Health and formed its fifty- 
five committees. Fifty-five committees determined to do their 
stuff should produce something, if only they prepuce chaos 
and make the profession’s life a misery — they vvill certainly 

not produce health. , . . . u 

I was once told of a place in the Cascara Mountains where 
the inhabitants were so healthy that a centenarian had to be 
killed in order to start a cemetery : history didn t say how- 
many if any committees were formed to put over the cemetery 
idea or to lull the old man. Pity ! . 

With the already established State committees 
five B.M.A. committees 1 feel that we should comple.e .. 
plan and form a fifty-sixth to arrange for the abohu.n of 
cemeteries and a fifty-seventh to co-ordinate the v.or,un..s of 

''’ThfVn'^iisbman is notorious or famoiK for ii'^ 

Tve nev"anyThing funny In what has happened and L 
haopenin- to both doctor and patient, but 1 fell off Jih- 
vvith lauahter over the Parliamentary Elections Committe. of 
the B.MA..-I am, etc.. ^ 

St. Osyih. 


Qualifications of Specialists 

Snu-Allow me to endorse the views expressed by your 
r.'ni.nt “ Sic Vos Non Vobis ” (Supplement, August -0. 

correspond n Sic k es cort ,,^^/Pbould be an inter- 

a?;, of junior consultant-for those who. 

mediate grade cr»daltv have the experience but 

having spent many y »m bfi^tions or senior 

r^oirenr with people who only 


appoinlment. 

“shine” at examinations! — I am. etc. 


D. -A. Herd. 


Leeds. 


Grading of Hospital Staff 
Sir— The crading of specialists has produced an 
amount of indigna'tion and resentment and this i 
anolied should be enough to sweep away th- v.h 
wWch is professionally impossible and often imu 
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the specialists, like wounded Caesar, quite ready to defend 
themselves against Cassius and his like, find their arm nerveless 
when they discern that it is Brutus who wields the fatal dagger. 
However, a lot of water has flowed down the Tiber since 
Caesar s time and we should not be so readily overwhelmed. 
There will always be a Brutus, and some of us consider that he 
has been rather overactive in our affairs of late. _ 

The remedy is simple ; “For Brutus is an honourable man.” 
All that is needed is that we should regard our fellow men as 
fully adult. Fortunately it is not necessary, or even desirable, 
to believe this to be true ; it is sufficient to accept it as a good 
working rule. We do not need nursery governesses and school- 
masters, with their itch to take our affairs out of ouf poor 
fumbling hands, and their stern Judgments, punishments, and 
awards from which there is no appeal. 

We do need a medical Bill of Rights so that no man shall sit 
in judgment on his colleagues who have committed no crime 
without their individual desire and consent. We also have a 
duty to see that in certification and reports there is appeal to 
a final authority whose income and tenure are not under the 
control of either party to the dispute. — I am, etc.. 

Stone, StaffordsWrc. B. R. SWORN. - 


in the past is no reason why they should not enjoy them in 
future, ' 

No doubt the way everyone has flocked to use the health 
services has presented the Minister with some difficult problems, 
btit they cannot be solved by trying to convince people that a 
service that doctors provided for anything from five to fifty 
guineas is now not even worth having as a gift. 

When a patient books a doctor for her confinement she is 
often far more anxious to secure his services in labour, than 
anything else. Indeed, many womeiv still do not appreciate 
the relative value of antenatal care at all and would not bother 
to consuU-a doctor for the two antenatal and one post-natal 
services specified by the Minister. While patients have free 
choice of doctor they will encourage the doctor who is prepared 
to be there when he is wanted, irrespective of anybody’s views 
on whether it is technically necessary. I must admit I never 
have attended the confinement of a Cabinet Minister's wife, but 
1 know that those for whom 1 am responsible appreciate my 
insistence upon the management of my own cases. I and my 
patients at any rate seem to have been brought up to believe 
that it is part of my job, and, whether I am paid for it or 
not, I shall go on doing it. — I am, etc., 


Eyc» Suffolk. 


I. Shackleton Ba(lev. 


Discount on Drugs 

Sir, — P rior to the introduction of the National Health Ser- 
vice the wholesale drug houses gave the dispensing doctor a 
discount of 10% but gave the chemist 30%. The explanation 
given for this favoured treatment was that the chemist bad 
to make his living out of his sales. The chemist now not 
only gets a dispensing fee for each item but also is able to 
buy drugs at a lower price than the- value of the prescription 
as costed by the pricing bureau and hence now makes two 
profits. 

The Minister has set his face against providing private 
patients with free medicines, and if doctors are to retain any 
private patients during this time of increasing economic stress 
it can only be by keeping down the private fees. This in 
turn can only be achieved if the dispensing doctor can buy 
drugs at a cheaper rate than exists at the moment. 

There can now be no justification for not extending the 30% 
discount to doctors, and I hope the contents' of this letter will- 
be brought before the wholesale drug trade for their immediate 
consideration. — I am, etc., 

Vpminstcr, Essex. E- AnTHONV'. 

V The Secretary of the Association writes ; The General 
Medical Services Committee is discussing this -point with the 
trade. 

The Maternity Service 

Sir, — 1 suppose everyone agrees with the object of the 
circular recently distributed by the Central Health Services 
Council (Supplement, August 6, p. 74). It is obvious that the 
qu-ility and quantity of midwives will fall if in future the mid- 
wife is seldom more than a doctor's assistant. Something 
probably will have to be done to preserve the status and 
numbers of midwives, but in the meantime one can hardly' defy 
the facts by sending round circulars stressing the Minister’s 
hopes and intentions in this direction. 

Actually, when the Minister sponsored the N.H.S. Act he 
hoped and intended that it would make a doctor available to 
every man, woman, and child in consideration of compulsory 
contributions. Full maternity services were included. In fact 
every service rendered by the medical practitioner was to 
become a statutory right of every citizen, and, moreover, the 
patient retained the right to decide his or her own requiremenls. 
In the past doctors have generally been ready to attend women 
in labour, and many of them believed that their technical 
assistance was an advantage to the patient. Most intelligent 
women believe this, too. and usually derive much comfort 
and confidence from the presence of a doctor during labour 
and the earlj days of the puerperium. Their example, 
especially when ; cen in high places, will probably have greater 
influence than administrative precepts. The fact that many 
women did not LOpreciate or could not afford medical sert'ices ‘ 


%*Thc Secretary of the Association writes; The General 
Medical -Services Committee has dissociated itself from the 
contents of this circular and'has asked the Ministry of Health 
to receive a deputation on the subject. 

His Own Doctor 

Sir, — I should like to support Dr. A. D. Belilios’s letter 
(Siipp/ctirciii, July 30, p. 68) in which he claims that doctors 
should have the right to prescribe for themselves. If any 
notice is taken of the Minister’s ruling it will be particularly 
unfair to the doctor practising in an' isolated village, for it 
will mean that he alone of all the village is denied the benefits 
of the Health Service, while still being obliged to pay for it in 
stamps and taxation. It will also be unfair to the man who 
knows.lhat his own treatment is the best available in the district 
(and in spite of this Government’s exaltation of mediocrity for 
its oLvn sake there must usually be a best)i Is he to be com- 
pelled to accept second best or pay for his medicines 7 This 
seems very far removed from the Minister’s rosy promises. 

Even apart from these two .special cases it will be unfair to 
all general practitioners. For who will be so inconsiderate as 
to trouble a colleague with' a burden he is well able”^ to bear 
himself 7 Even if he is too ill to treat himself the G.P. will 
rely on his locum or partner just as all his other patients will. 

If we are to be denied the benefits of the N.H.S. wc must 
demand to be excused any financial contribution towards it. 
The B.M.A. should also take legal advice as to whether the 
Minister is empowered to deprive any citizen of his right of 
medical attention. Failing this we must resort to trickery — 
reluctantly, but consoling our consciences with the thought that 
our line of action is at least less underhanded than the 
Minister’s attempt to get something for nothing. Let us ma_ke 
arrangements to go on a colleague’s list, but to act as his 
deputy for purposes of treatment. Then instead of signing our 
prescriptions “John Doe,” we sign “John Doe, p.p. Richard 
Roe,” and get our medicine just the same. In conclusion 1 
should like to ask the Minister whether he believes that we 
as a profession are dishonest, or only as hypochondriacal as 
he is trying to make the rest of the populace.— I am, clc., 

Silver End, Essex. J- W. NICHOLAS. 

Domiciliary Midwifery Service 

Sir',— In his letter concerning the domiciliary midwifery 
service (Supplement, August 20, p. 98) Dr. Clement W. VValkcr 
has again drawn attention to the fact that a large section of 
the Royal College of Obstetricians and Gynaecologists un- 
doubtedly do consider that a general practitioner should not 
be permitted to practise midwifery. • • u . 

It is pertinent to inquire, in view of this opinion, why it is that 
in these days of an ever-expanding syllabus in medical cduca- 
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Table I. Classification of Cases by Causal Organism and Severity in Relation to STode of Treatment 



Penicillin Therapy 

Sulphamezathine Therapy (Oral) 

S uJ pbam erazine 








Therapy (Oral) 






0-25 g. Initially 

0-5 g. Iritially 






0-5 g- initially 


To-.a! 



200.000 Units 

g. 4-houriy e. 6*hourlv 

0-5 E. Ini'ially 



200,003 Units 


0-25 g. 6-hourly 

ith Peninllin 

n ith Penicillin 

0-25 g. S-honrlv 



y, 

Administrations 


Locally 

Locally 



Gonococcas 








Mifd - 


'i 
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lU 

It 


Severe . . . . ; 

^Staphylococcus aureus 


2j 

ij 

■J 

■J 

-i' 

Ir 

Mild 
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'I 

2^ 

3 >7(b) 




, Moderate 

.Severe . . 


2U(a) 



3 Is (a) 

10 1-22 (Jt 

Staf.ht' ococcus albtis • 








M'Jd 

^ioderate 

Sc\ere . . . . - 

! jato)' 

||8(<0 

i}9(» 

4|7W 

!}■ 


101 

..j-sc,, 

Staphylococcus atbus \sith diphtheroids 








Mild 
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-- 

U 




'U 

Severe 


- 

ij 




J r 

Diphtheroids 








Mild 

— I 

■ n 

n 

0 




Moderate 

Severe 

jVl(o) 



2(2 (a) 



Jj2(0 

Other bacilli 








MUd 

—1 

n 


J 0 




Moderate 

1 W 

1 Y3(a) 

zj3(A) 

1 U(6) 

I 


6 M2fd) 

* Severe 

— J 

1 J 

2J 

J 


4j 

Streptococcus riridans 








Mild 



2*1 





Moderate 



' 


I M (a) 


2 U(c) 

Severe 



— J 


— J 



Other coccal orgarusms 








Mild 


I"! 


n 




Moderate 


2 U 


1 



3 Vf 

Severe 


-J 


_J 
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Mild 


—I 


—'1 

21 

21 
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Moderate 


2 yi 

6 yis 


' N 

6 ys 

IS Vat 

Severe 


—J 

I J 

— / 

— J 

— / 

ij 

Negative v.ith inclusion bodies 








Mild 

Moderate 



n„ 




Io|l8 

Severe 


-/ 

2} 

-J 

-J 

-/ 

2) 

Total 

1 ^ 

1 26 

57 

30 

10 

24 

I5t 


la) Inclusion bodies present in 1 case, 
(i) .. „ 2 cases. 


(c) Inclusion bodies present in 3 cases. 

(d) „ „ „ 4 


(/) Inclusion bodies present in 6 cases, 
(el 10 „ 


that by increasing the dose a rapid cure is obtained in a 
greater percentage of cases, but that the incidence of 
unsatisfactory response is uninfluenced. 

3. Combined Use of Sulphamezathine Orally and Penicil- 
lin Locally (40 Cases). — A series of 30 cases were treated 
with sulphamezathine orally in the smaller dose combined 
with penicillin drops 10,000 units per ml., initially instilled 
at one-minute intervals for 30 minutes. A further 10 cases 
were treated with the larger dose of sulphamezathine and 
the same mode of penicillin locally. As can be seen from 
Table lU, in both these small series the percentage of cases 
with rapid response was high (29 out of 40). For this 
series of 40 cases as a whole,' the proportion of unsatisfac- 
toiy responses is, however, once more not diminished. This 
IS clearly so for the 30 cases treated with the smaller dose 
of sulphamezathine, whilst the 10 cases treated with the 
larger dose of sulphamezathine in combination with peni- 
cillin are too few to allow any definite Conclusions to be 
dravra. 

4. Sttlpliamerazine Orally in an Initial Dose of 03 g. and 
a Maintenance Dose of 025 g. at Eight-hourly Intervals 
(24 Case/ ' ‘ ~ series of 24 cases so treated, no fewer 


r^BLC II. — 1 . ResuIts.Mith Two Different Dosages of 

''I Sulphamezathine 


Dose j 

Total 

Oinical Cure in 

Unsatisfactory 
Response or 
Relapse 

Initial 

' Maintenance ] 

Cases 

I-3Da>-s j 

4-SDa.« j 

0-25 g. 

0123 E. 
4-hourly 

84 

39-3% 

44-0% 1 

16-73: 

0-5 g. 

0-25 g. 
6-hourly 

57 

63-4% 

M'OtJ 

17-€% 


than 2I responded within one to three days, and the remain- 
ing three all cleared up within four to eight days, so that 
there was no case with an unsatisfactory response or 
relapse. Sulphameraidne had the further advantage that 
in none of these 24 cases was there any suggestion of 
intolerance, and the occasional cyanosis observed with 
sulphamezathine was entirely lacking. 

5. The Series as a Whole . — Table IV brings out the salient 
features observed with the different modes of treatment in 
this series of 151 cases compared with the previously 
recorded result. If the small series of 24 cases treated by 
sulphamerazine is e.xcluded it would seem that the methods 
recorded in the present study have failed to reduce the 
incidence of unsatisfactory responses and relapses. It is, 
however, clear that two conclusions can be confidently 
drawn regarding the use of penicillin and the sulphon- 
amides. First, the intensive use of pem'cillin locally at 
one-minute intervals is still the best mode of applying 


T.3LE III . — Results Obtained by the Combined Use of Sulpha- 
mezathine Orally and Penicillin Locally 


' 

Mode orTrcatceni 

To*.al 
So. of 

Ca-ses Shovruf; 
ainical Cere in 

Cases 
Showing 
Unsatis- 
factory 
Rei pause 


. , 1-3 Djj-s 

4*S Dajs 

Sulphamezathine orally j Penldnin drops 
g. rryrfLa? dose;} 10.000 c.’mL 
0-12 g. mainten- j Initially at 1- 
ance dose, 4- minute inter- 
fcourly . . . . I rals for 30 

30 

20 


9 

( minutes 

C5) 0-5 g. initial dose; i 

0-25 g. marntea- ' 
ance dose, 6- 





bonriy , . 

1. 10 

9 

' 

1 ° 
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Table W.—Salient Features in the Present Scries Set Against Main 
Results Previously Recorded 



Total 

. 

Percentage of Cases 
Showing 

- 

No. erf 
Cases 

Clinical 
Cure in 
1-3 Days 

Poor 

Respoases 
or Relapses 

previous series : 




iniMaiiv nnd U'\Z:3 g. 4‘UOLiii>) . . 

333 

32-4 

16-3 


m 

740 

26D 


39 

84'4 

15-6 

Present series : 

PeniciUin syslemically (800>000 units) 
n • * 

4 

- 

00 

• 

iooo 

' ’ and oral 

26 

57-7 

-42-3 

U'i g, uuiiuiiy rfiiu w 6-hourly 

57 

68-4 

17-6 

0*25 g. inifiaHy and 0*125 g. '4-hourly» 
with penicillin locally 

■ 30 

66-6 

30-0 

0*5 g. initially and 0*25 g. 6-hourIy, with 
penicillin locally 

10 

900 

00 

Sulphamerazine: 

0*5 g. initially and 0*25 g. 8-hourly 

24 

82-5 

00 


penicillin in ophthalmia neonatorum. Secondly, the sul- 
phonamide? can with advantage be used in higher doses 
than those employed at present. A more rapid 
response is obtained if an initial dose of 0.5 g. is given, 
with a maintenance dose of 0.25 g. at six-hourly intervals 
with sulphamezathine and at eight-hourly intervals with 
sulphamerazine. As to the small series with sulphamera- 
zine, the suggestion is that this drug may prove the sul- 
phonamide of choice, possibly reducing the frequency of 
unsatisfactory responses and relapses as well as giving a 
high incidence of rapid results. The chance occurrence 
of a high proportion of these 24 cases being due to organ- 
isms readily susceptible to sulphonamides cannot, however, 
be excluded. 

Therapeutic Failures 


clear drat unsatisfactory response is not loerZ ' 

of severity of the affection. r — 

Table VI sets out the data concerning catSsJ?®^ enjoy them in 
It will be seen that the cases with unsatisfactory 'resi^. ^ 
are not confined to any one aetiological group. In all groups ” 
the satisfactory responses considerably outnumber the cases 
with relapse or slow response. It should, however, be noted 
that 10 out of the 19 cases showed inclusion bodies either 
alone or in combination with organisms. In the whole 
series of 121 cases inclusion bodies occurred either alone or 
in combination with organisms in 33 cases. There are there- 
fore 10 failures out of 33 cases showing inclusion bodies, 
and nine failures in 88 cases without inclusion bodies. This 
confirms the previously recorded observation that cases with 
inclusion bodies are the most resistant to treatment. As the 


Table Vr — Distribution of Organisms in Cases with Satisfactory 
Response Compared with that seen in Coses with Relapse or 
Slow Response 



Whole 
Series 
(121 Cases) 


17 Cases with 


Series of 

Relapse and 


87 Cases 

2 Cases with 
Slow Response 

Gonococcus . . 

10 

7 . 

2 

Staphylococcus aureus . . 

18t 

lot 

2* 

,» albus 

2311 

161! 

3* 

„ with diphtheroids 

3 

3 

1 

Diphtheroids 

75 

75 

3t 

Other bacilli . . , . . . 

St 

7t 

, 3t 

Streptococcus viridnns ... 

4* 

3 


Other coccal organisms 

2 

2 


Negative, without inclusion bodies 

29 

18 

I 

*» with „ 

17 

14 

■ 4 


* One case associated with inclusion bodies, 
t Two cases „ „ „ 

t Three cases 

§ Four „ „ o ,, ,, « 

H Five •> 

difficulty centres on relapse rather than on slow response, 
the question arises whether such cases should not be given 
a longer consolidation treatment than cases of ophthalmia • 
neonatorum due to other exciting organisms. 


In the present series of 151 cases there were 34 which 
gave an unsatisfactory response or which relapsed ; 15 of 
these were observed in the 30 cases treated with penicillin 
intramuscularly or orally. As this method of treatment was 
experimental and has proved unsatisfactory, these 15 cases 
need not be considered in any detail. It is enough to note 
that they did not contain an undue proportion of relatively 
resistant organisms. 

Of the 121 cases treated by sulpbamerazine or siilpha- 
mezathine with or without. local penicillin 19 gave a poor 
response or relapsed. These 19 cases were observed in a 
series of 87 cases — the 57 treated by large doses of suipha- 
mezathine orally and the 30 treated by sulphamezathine in 
smaller doses with penicillin locally. Seventeen of these 19 
were relapses ; in one case — completely negative bacterio- 
logically — there was a persistent membranous cast of the 
conjunctiva, and in the remaining case diphtheroids, coli- 
form bacteria, and inclusion bodies were present, leading 
to prolonged treatment but ending in a primary cure. 
Table V shows the clinical features of these 19 cases in 


comparison with the cases responding satisfactorily. . It is 

become a-.stl'tjnory ..... r^n^pc witii rtnlt^fnrtnrv Resnnnse 


in Cases with Salisfaclory Response 
■ 'll Cases with'Rcinpse 


17 Cases wth 
'-.ies or Relapse and 

.s 2 Cases with , 
87 Cascts^^w Resp.^P* 


-Degree of Sevcrr<^^^i.^ 

Compared with 

Whole 1 
Series 
(121 Cases) 


Mild 

Moderate . 
Severe 


Discussion 


The present study suggests that the sulphonamides, used 
in larger doses than those advocated until now, tend to give 
results almost as rapid as those obtained by the intensive 
local use of penicillin. With larger doses of sulphonamides 
some 60 to 70% of cases of ophthalmia neonatorum give a 
clinical cure within one to three days. This is still less rapid 
than the results obtained with intensive local penicillin treat- 
ment, b,ut not to any marked degree. • Local penicillin 
therapy has the advantage that it can suppress pus forma- 
tion within 20-30 minutes, whereas the sulphonamides take 
the better part of 24 hours to achieve this initial improve- 
ment. Sulphonamide therapy is, however, much simpler in 
application arid is far less exacting on both the baby and 
the nurse. 

When sulphonamides were first used in the treatment of 
ophthalmia neonatorum a dose of 0.125 g. initially and 
0,062 g. at six-hourly intervals was given (Sorsby, Hoffa, and 
Smellie, 1942). Subsequently the maintenance dose was 
raised to 0.083 g. With these doses the incidence of unsatis- . 
factory response and relapse was 38.1%. With the sub- 
sequent increase of the dose to 0.25 g. initially and 0.125 g. 
as a maintenance dose at four-hourly intervals this per- 


centage fell to 16,3. 

,...'^^igher dose suggested in the present study, whilst not 
infiuencl^-vthe relapse rate, has the merit of reducing the 
w.irnfinri of This higher dose is innocuous and 

Standard dose for ^bthalmia neonatorum. As between 
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T.adle ^ sulphamerazine, the advantage seems 
~ — lerazine, though it has still to be proved 

,y of relapses with this drug will be less 
. oLiiphamezathine. Contrary to expectation, the 
•combined use of penicillin locally and sulphonamide orally 
does not seem to reduce the relapse rate, but it should 
always be borne in mind that relapses are sometimes, 
possibly often, reinfections rather than relapses in the 
true sense. 

Routine Procedure for Treatment 
The steps in the two alternative methods of treating 
ophthalmia neonatorum available at present — sulphon- 
amides orally and penicillin locally — may be thus 
summarized : 

(а) Sfeps in Common for the Two Methods. — On admission a' 
swab is taken for smear and culture and the eye is irrigated 
with half-normal saline at room temperature. A drop of 
adrenaline 1 in 1,000 is instilled and a scraping is taken from 
the palpebral conjunctiva for examination for the presence of 
inclusion bodies. Gutt. atropinae sulphas, 1%, are instilled if 
the cornea is affected. Any pus that may have accumulated is 
wiped away with moist pledgets of cotton-wool. 

(б) Procedure for Sulphonamide Treatment.-— (1) After the 
preliminary measures a tablet of sulphamerazine or sulpha- 
mezalhine (0.5 g.) crushed into powder is given by mouth in a 
leaspoonful of water or milk. Alternatively- a stock mixture 
can be used. (2) Sulphamerazine administration in doses of 
0.25 g. is continued every eight , hours. If sulphamezathine is 
used the administration has to be at sLx-hourly intervals. 

(3) Local treatment consists of three-hourly irrigation with 
saline solution during the first day in cases with profuse dis- 
charge ; as a rule there is no need for further irrigation on the 
subsequent days. After irrigation medicinal paraffin is instilled 
as a precaution against the sticking together of the lids. 

(4) Atropine is instilled three times daily in cases with corneal 
haze or ulceration. (5) Sulphonamide administration is 
continued for 48 hours after clinical cure. 

With this treatment swelling of the lids generally subsides 
within 12 hours after admission ; purulent discharge 
disappears within 24 hours. 

(c) Procedure with Local Penicillin Therapy. — (1) The pre- 
liminary measures are completed by the instillation of a drop 
of penicillin in a concentration of 10,000 units per ml. into the 
conjunctival sac. (2) The baby is now placed on the nurse’s lap. 
while another nurse sitting near fay instils one drop of penicillin 
solution, 10.000 units per ml., every minute for 30 minutes. 
Irrigation is not needed, as pus does not form to any extent ; 
such thin mucoid discharge as is present can be ignored or, 
it it clings to the lid margin, wiped away with moist pledgets 
of cotton-wool. (3) At the end of this time there is invariably 
no pus and generally little or no discharge. The eye, however, 
is still moist, the lids are still swollen, and the lid margins tend 
to be sticky. The baby is returned to its cot, and instillation 
of penicillin drops is continued six times at five-minute intervals, 
followed by a similar number of instillations at half-hourly, 
hourly, and two-hourly intervals. This gives a total of 22 hours’ 
treatment. Many cases require no further attention. (4) In 
some babies the lid margins still tend to remain sticky. It is 
advisable in such cases to continue with penicillin at two-hourly 
intervals until the eye is dry, when treatment is carried on for 
a further 12 hours. 

Crystalline penicillin only should be used for making up 
the drops. Impure penicillin is likely to cause irritative 
reactions. 

Summary 

A series of 151 cases of ophthalmia neonatorum treated by 
several different .methods is recorded. 

Oral administration of doses of 200,000 units of penicillin, 
either exclusively or after an initial intramuscular injection, has 
proved disappointing. 


- -Combined oral sulphonamide and local penicillin therapv 
proved effective in reducing the duration of treatment but 
ineffective in reducing the considerable frequency of relapses 
seen with either sulphonamide or penicillin therapy. 

Duration of treatment was likewise reduced by increasing the 
dose of sulphonamide. With sulphc mezathine, 0.5 g. initially 
and a maintenance dose of 025 g. six-hourly, some 70% of 
cases showed clinical cure within one to three days. Similar 
results were obtained with sulphamerazine, 0.5 g. initially and 
025 g. at eight-hourly intervals. The use of these larger doses 
of sulphonamide does not apparently influence the relapse rate ; 
it is, however, possible that sulphamerazine may prove to be 
a favourable exception. 

For the present the best way of administering penicillin is still 
the instillation of drops of 10.000 units per ml. initially at inter- 
vals of a minute for half an hour and subsequently at less 
frequent intervals. For the best results with sulphonamide 
therapy higher doses than those used previously are necessary. 

We are indebted to the matron of White Oak Hospital and Sister 
Condon, of the Ophthahnia Neonatoram Unit, tor their loyal help 
in the treatment of the cases recorded here, 
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Many studies concerning the incidence of penicillin-resistant 
staphylococcal infection have been reported, and it is now 
generallv agreed that this is increasing (Spink et al., 1944, 
4945 ; Bondi and Dietz, 1945 ; Gallardo, 1945 : Plough. 
1945 ; Harley et al., 1946 : Barber and Rozwadowska- 
Dowzenko, 1948). Results of investigations of a series 
of infections occurring in a single hospital, however, are 
difficult to assess, as such institutions often seem to be 
breeding-grounds of a particular strain of pathogenic 
staphylococcus. Thus in previous studies in a single hos- 
pital bv one of us (Barber, 1947a, 1947b : Barber and 
Rozwadowska-Dowzenko, 1948) it was found that 59 of 
100 cases of sDphylococcal infection investigated in I94S 
yielded penicillin-resistant staphylococci, whereas the inci- 
dence in a similar series was 38% in 1947 and 14.1% tn 
1946. Each year, however, it was found that a significantly 
hish proportion of the penicillin-resistant strains when 
typed by the bacteriophage method fell into the 6)41 Sroup, 
suggesting that most of the penicillin-resistant infections 
mi^t have been caused by a single strain of staphylococci. 

Recent experience, however, has led us to the conclusion 
that a large number of penicillin-resistant staphylococci 
isolated from infections in widely separated hospitals belong 
to the 6/47 phage group. In the present investigation, 
therefore, staphylococci isolated from a series of KW cases 
of infection occurring in this hospital have all been tested 
for penicillin sensitivity and phage-typed to see if the two 
could be correlated. 
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During the investigation ali cultures of staphylococci 
(usually on blood-agar plates) obtained from cases of 
infection were collected from the routine laboratory. 
From each primary plate 10 colonies werfe, picked off and 
streaked on to penicillin ditch-plates, the ditch containing 
10 units of penicillin per ml. The remaining growth was 
then emulsified in broth and plated out on a similar peni- 
cillin ditch-plate in order to detect small numbers of peni- 
cillin-resistant organisms which might otherwise have been 
missed. After incubation overnight the plates were examined. 
If all colonies from a single specimen showed a similar 
reaction to penicillin one was picked off into “ lemco ” 
broth for further investigation. If penicillin-sensitive and 
penicillin-resistant staphylococci were present, one colony 
of each was similarly picked off. 

All staphylococci were tested for'coagulase by the slide 
method and only coagulase-positive strains included in the 
series. Later all strains in the series were tested for 
haemolysin production by the method of Gillespie and 
Simpson (1948), and 'strains giving doubtful or negative 
results were tested for coagulase production by the tube 
method of Fisk (1940) and for haemolysin by the method 
described by McFarlan (1938). 

All penicillin-resistant strains were tested for penicillina.se 
production by the method described by Barber (1947a) ; 17 
of them were tested by the serial dilution method in broth, 
using two different-sized inocula in each case, as recom- 
mended by Gilson and Parker (1948). Sensitivity to strepto- 
mycin was also tested on ditch-plates, the ditch containing 
100 units of streptomycin per ml., and to sulphonamides 
on ditch-plates made of laked horse-blood agar as recom- 
mended by Harper and Cawston (1945), the ditch- contain- 
ing 1 in 5,000 sulphathiazole. All ditch-plates, whether 
for testing penicillin, streptomycin, or sulphonamide sensi- 
tivity, were kept for 24 hours before use to allow diffusion 
of the chemotherapeutic agent, and part of every ditch- 
plate was seeded with the. Oxford staphylococcus as a 
control. Phage-typing of all strains was carried out by 
the method now used at the Central Public Health Labora- 
tory. using the same 25 filtrates. The method is based on 
the work of Wilson and Atkinson (1945). 

Penicillin Sensitivity 

Specimens were examined from 100 consecutive patients 
with infection due to coagulase-positive staphylococci (here- 
after referred to as Staph, pyogenes). The results are given 
in Table I, in-patients and out-patients being separated. 
From 35 patients penicillin-resistant strains of Staph, 
pyogenes were isolated : from 24, all colonies tested were 
resistant to penicillin ; from 1 1 , sensitive and resistant 
colonies were isolated in each case from a single specimen. 
Thus 111 strains of Staph, pyogenes were obtained from 
100 specimens. The difference between sensitive and resis- 
tant strains was clear-cut in every instance. All the peni- 
cillin-resistant colonies when streaked across the penicillin 


T VBLE l.—.-liuilysis of Patients Yielding Staph. Pyogenes in Relation 
to Peniciliin Sensitivity 


1 


Patients with Penicillin-resistant Strains 

Auc.-Dcc . i 
1948 ' 

No. of 
Patients 

All Colonies 
Resistant | 

Sensitive and 
Resistant Colonies 
Isolated 

Total 

In-patients 

49 

13 

7 

20 

Oui-paticnls . . 

51 

11 

4 

15 

Total .. 

1 too 

i 24 I 

" 1 

35 


ditch-plates grew at least to the ditch, whereas the sensitive 
colonies showed an area of inhibition similar to that shown 
by the Oxford staphylococcus. It will be seen from Table I 
that the incidence of resistant strains was greater in 
in-patients than in out-patients. The results, , analysed 
according to type of infection, are shown in Table II. 


Table II. — Results According to Type of Infection 


Type of Infection 

Total 

Patients 

Patients Yielding 
Resistant Strains 

Carbuncles, abscesses, boils, etc. . . 

53 

• H 

Superficial skin lesions - 

19 

9 

Infected wounds 

5 

3 ' 

Pulmonary . . 

8 

4 

Conjunctival 

4 

2 

Aural 

Nasopharyngeal 

1 

4 

• — 

Genito-urinary 

5 

3 

Inadequate information 

I 



100 

35 


Previous treatment with penicillin was studied to see if 
this had any relation to the incidence of resistant strains. 
In only 67 of the patients was information regarding peni- 
cillin treatment available. Penicillin sensitivity in relation 
to treatment within the preceding three months in this 
group is shown in Table III. 


Table III . — Relation of Previous Treatment to Incidehce of Resistant 

Strains 



' Penicillin 
Treatment 
within Previous 

3 Months 

No Penicillin 
Before 

Specimen Taken 

Penicillin-sensitive strains only isolated . . 

19 

22 

Penicillin-resistant strains isolated . . i 

22 

8 

Penicillin-sensitive and penicillin-resistant | 



strains isolated . . . . . . . . 

3 i 

1 

6 


It will be seen that 22 of 41 patients who had been treated 
with penicillin yielded penicillin-resistant staphylococci, 
whereas only eight of 30 patients not treated with peni- 
cillin yielded such strains. One patient with an axillary 
abscess had a specimen taken before receiving any peni- 
cillin, and this yielded a very few colonies of penicillin- 
resistant and a heavy growth of penicillin-sensitive Staph, 
pyogenes. Treatment with penicillin was then started, and 
three weeks later a specimen of pus was received which 
yielded a heavy growth of Staph, pyogenes, and all colonies 
tested were penicillin-resistant. 

The incidence of penicillin-resistant strains was corre- 
lated with length of hospital treatment in 46 cases, and 
the figures are given in Table IV. It will be seen that only 


Table IV . — Incidence of Penicillin-resistant Strains ' of Staph. 
Pyogenes in Relation to Length of Treatment in this Hospital 


No. of Days '■ 
under 
Treatment 

Patients Yielding 

Total 

Penicillin- 
sensitive 
Colonies Only 

Penicillin- 
resistant 
Colonies Only 

Sensitive 
and Resistant 
Colonies 

0 

14 C4) 

2(1) 

1 (1) 

17(6) 

1-7 

4(2) 

I 

0 

5 (2) 

8-14 . . 

3(3) 

1 

2 

6(3) 

15-28 .. 

3(1) 

7(1) 

0 

10 (2) 

Over 28 . . 

5(5) 

3(1) 

0 

8 (6) 

Total 

29(15) 

14(3) 

■ 

3(1) 

46(19) 


The figures in parentheses refer to the number of out-patients in each group. 


4 out of 22 patients who had been attending the hospital 
for a week or less yielded penicillin-resistant strains, whereas 
10 of IS' patients who had been attending for a fortnight 
or more yielded such organisms. 
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. Degree and Tj-pe of Resistance to Penicillin 
All 35 penicillin-resistant strains destroyed penicillin. 
As is now well recognized (Luria, 1946 ; Barber, 1947a) the 
degree of resistance of such organisms when measured in 
the laboratory' may vary many hundredfold according 'to 
the size of inoculum used. It is therefore extremely diffi- 
cult to des-ise a test giving accurate informafion on the 
degree of resistance which will help the clinician in decid- 
ing the probable effect of penicillin in a particular case of 
infection. Gilson and Parker (I94S) have suggested that 
the double sensitivity test in broth, using two difi'erent- 
sized inocula, is the most informative, as the results 
obtained are directly related to the degree and rate of 
penicillinase production. This test was carried out on 17 
of the resistant strains of Staph, pyogenes isolated in this 
series (Table V). It will be seen that a large inoculum was 


Table V. — Showing Degree of Resistance 


Greatest Concentration of PenicilUn Permitting Gro^ih 


• Large Inoculum 

(Approx. 1,000.000 orgs.) 

Small Inoculum 
(Approx, 1,000 orgs.) 

Strains 

50 u./ml. or more . . 

1-4 u./ml. 

7 

50 „ 

0-25-0-5 u./ml. 

5 

25 

1 u./mL 


25 „ 

0-25-0-5 u./ml. 

2 

12-5 

0-25 u./ml. 


12-5 „ 

0-03 u./ml. 


003 

0 03 u./ml. 

Oxford 

Staphylococcus 


able to grow in from 12.5 to 50 units per ml., whereas a 
small inoculum was able to grow only in from 0.03 to 4 
units per ml. 

Phage-typing 

All the 1 1 1 strains of Staph, pyogenes were phage-typed, 
and the resuItTln relation to penicillin sensitivity are given 
in Table VI. Cultures reacting with one or more closely 


Tasle VI . — -Phage Groups of Ilf Strains of Staph. Pyogenes 
Isolated in Present Series 


Phage Group 

No. of Strains of Staph, pyoseres 

Penicillin -senrith'c 

Penicfllin-resistani 

6r7/47 

9 

24 

52A 

18 ' 

4 

3 

16 

0 

42 

5 

0 

29/31/52 

6 

0 

44 

] 

0 

Non*typabJc 

21 

7 

Total 

76 

35 


related phages have been grouped together, and the strains 
in a particular group do not all give identical reactions. 
Of those classified as 6/7/47 nearly all reacted strongly 
with phage 47, and many also reacted with various com- 
binations of 6, 7, and 3298. A few strains included in this 
group were sensitive to phage 6 or phage 7 only. Group 
29/31/52, again, consists of strains showing varying 
reactions with one or more of these three phages. Nearly 
all the strains classified as 3 were sensitive to only one 
of the phages 3A, 3B, and 3C, and similarly strains in the 
42 group reacted only with one of the phages 42B, 42Cj 
42D, and 42E. Apart from trace reactions, the 52A strains 
reacted with this phage alone. The non-typable group con- 
sists mainly of strains giving no reactions, but includes a 
few which svere very sensitive and could not be classified. 

It will be Seen from Table ‘ST . that of the 35 penicillin- 
resistant strains as many as 24 fell into the 6/7/47 group, 
and that the only other ty'pable strains belong to type 52A. 


The penicillin-sensitive strains, on the other hand, were 
distributed among all the groups, only nine out of 76 
belonging to group 6/7/47. 

As mentioned above, penicillin-sensitive and penicillin- 
resistant strains were isolated from the same patient in 1 1 
cases. These 11 pairs of strains were phage-typed and the 
results are given in Table Vll. In nine of the 11 pairs the 


Table VII . — Phage Types of Pairs of Strains Isolated from the Same 
, Patient 


Patient 

Phare Type of Strain of Staph. pyo 7 rr.ia 

Penicillin 'Sensiti'v e 

Peniculin-resistar: 

5 


N.T. 

6* 

10 


47* 

N.T. 

12 


N.T. 

N.T. 

32 


42E 

47* 

40 


N.T. 

47* 

41 


NT. 

7* 

46 


N.T. 

52A 

63 


52a 

6 '47* 

75 


N.T. 

6;47* 

82 


52a 

52A 

92 


42E 

N.T. 


N.T. = Non-t>'pabIs. • Std£-reactions, 


two appear to be different in phage-type, but it is unfor- 
tunate that in eight cases one of the pair is non-typable. 
From one of these 11 patients penicillin-resistant and peni- 
cillin-sensitive strains of Staph, pyogenes were isolated from 
both the lesion (syebsis barbae) and the nose. From each 
site the penicillin-resistant strain was phage type 6/47 and 
the peniciUin-sensitive strain non-typable. 

It occurred to us that the apparent correlation of peni- 
riUin resistance and phage group 6/7/47 might be a purely 
local phenomenon. A number of penicillinase-producing 
strains of Staph, pyogenes isolated from patients in widely 
separated hospitals were therefore collected together and 
phage-typed. The cultures from Hammersmith Hospital 
and the General Lying-In Hospital, S£.l, were already 
in our possession, and the cultures from Canterbury, Man- 
chester, and the West London Hospital were kindly sent 
by Dr. Forbes, Dr. Martyn, and Dr. Morris respectively. 
Except for the cultures from Manchester, which were iso- 
lated from healthy infants, all strains came from cases of 
infection. The results are given in Table 'VLCI. 


Table VTIT. — Phage Types of Penicillin-resistant Strains of Staph. 
Pyogenes Isolated from Patients 


Phage 

Group 

Scrurce 

Total 

Hammer- 

smith 

Hospital 

St. 

Thomas’s 

Hospital 

General 

Lying-ta 

Hospital, 

S.E.I 

West 

London 

Hos- 

pital 

Kent and 
Canter- 
bury 
Hospiul 

St. Mary's 
Hospital, 
Man- 
chester 

60/47 

25 

27 

0 

1 

27 

5 

85 

52A .. 


4 

15 

0 


0 

21 

42 

3 

0 

0 

0 

0 

0 

3 

3 


0 

0 

0 

0 

0 


29/31/52 


0 

0 

0 

0 

0 


N.T, .. 

3 

8 

13 

0 


! 

29 

Total.. 

34 

39 

28 

1 

32 

6 

140 


In all, 140 strains were tested and as many as 85 (61%) 
fell into the 611 fdl group. Apart from non-typable strains 
the only other large group is 52A. This is mainly due 
to an outbreak of infection among the babies at the General 
Lying-In Hospital which at the time of writing is under 
investigation. Nearly all the infections occurring at present 
in this maternity hospital are due to penicillinase-producing 
Staph, pyogenes and, as will be seen in the table, most of 
the strains are phage type 52A. • A very large number of 
nurses in the hospital are carrying a similar organism in 
the nose. 
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Streptomycin and Suiphonamide Sensitivity 
All 111 strains were tested for sensitivity to streptomycin 
and sulphonamides. The results are presented in relation 
to penicillin sensitivity in Table IX. All strains showed a 

Table IX . — Streptomycin and Snlphothiazole Sensitivity of HI 
Strains of Staph. Pyogenes 



PemcUlin-sensiiive 

Penicillin-resistant 

Total 

Streptomycin-sensitive 

76 

35 

111 

Streptomycin-resistant 

0 

0 . 

0 

Sulphathiazole-sensitive . . 

72 

is 

90 

Sulphathiazole-resistant . . 

4 

17 

21 


sensitivity to streptomycin comparable to that of the Oxford 
staphylococcus. One of the patients, who had a lung 
abscess infected with penicillin-resistant Staph, pyogenes, 
Proteus, and non-haemolytic streptococci, was subsequently 
treated with streptomycin. Within five days the Staph, 
pyogenes had become highly resistant to this antibiotic. 

Twenty-one of the 111 strains were considerably more 
resistant to sulphathiazole than the Oxford staphylococcus, 
and 19 of these strains grew at least to the edge of the 
ditch containing 1 in 5,000 sulphathiazole. It is interesting 
that 17 of the 21 sulphathiazole-resistant strains were also 
penicillin-resistant. Eight of the patients yielding sulphon- 
amide-resistant strains had had some form of suiphonamide 
treatment before the specimen was taken, eight had not, 
and from five information in relation to treatment is not 
available. 

a-Toxin Production 

The strains isolated in the present series were all 
coagulase-positive on testing by the slide method. As 
Schwabacher, Cunliffe, Williams, and Harper (1945) and 
Christie, North, and Parkin (1946) have suggested that the 
production of a-lysin is more closely correlated with patho- 
genicity than coagulase production, all the strains were 
examined for «-toxin production, using the sheep-blood 
plate method of Gillespie and Simpson (1948). Of the 111 
strains, 101 were a-toxigenic, two were negative, and eight 
were regarded as giving doubtful reactions. The negative 
and doubtful strains were tested for coagulase by the tube 
method of Fisk (1940) and found to be positive. The doubt- 
ful reactions on the sheep-blood agar plates were due in 
.-.ome instances to the simultaneous production of ^-toxin 
HI amounts sufficient to mask the appeafalices due to the 
a-to.xin. On testing the eight doubtful strai^-for the pro- 
duction of a-toxin in broth, using the method oO^cFarlan 
(1938), four were found to be positive, while the r^aining 
four were negative, as also were the two strains f^nd to 
be negative by the sheep-blood plate method. TCiUS of 
the 111 coagulase-positive strains 105 were a-toxigen|c. 

Of the non-toxigenic strains, three belonged to pc^^g^ 
type 3C ; the remainder were non-typable. 

Discussion 

It is remarkable that such a high proportion of penicillin- 
resistant strains of Staph, pyogenes, isolated from patients 
in widely different hospitals, should belong to phage group 
6/7/47. While in the present state of our knowledge it is 
possible only to speculate on the meaning of thjSj it may 
well be of considerable epidemiological importance. It is 
possible that strains of phage group 6/7/47 are genetically 
less stable than those of other phage groups, and have thus 
given rise to penicillin-resistant mutants more readijy. A 
significant number of the remaining penicillin-resistant 
strains were type 52A, but nearly all these were isolated 
from neonatal infections occurring in a single maternity 


hospital over a period of three months. It is interesting 
that Staph, pyogenes of phage type 52A has been isolated 
from the noses of many nurses in this maternity hospital, 
and that some of the strains are sensitive to penicillin 
whereas others are resistant. It is possible that an origin- 
ally sensitive strain of Staph, pyogenes carried in this hos- 
pital has recently given rise to a penicillin-resistant mutant 
which has now established itself there. 

The ultimate origin of penicillin-destroying strains of 
Staph, pyogenes is still undecided. Spink and Ferris (1947) 
favour the hypothesis that such strains arise as mutants 
from penicillin-sensitive organisms. The work of Barber 
(1949) on the readiness with which, in vitro, penicillinase- 
producing staphylococci give rise to penicillin-sensitive vari- 
ants supports this theory. Penicillin-destroying mutants, how- 
ever, cannot be induced by growing penicillin-sensitive strains 
of Staph, pyogenes in penicillin in vitro. Spink et al. (1945, 
1947) claim that such a change may be induced in vivo 
by penicillin treatment. As, however, their strains of Staph, 
pyogenes were not typed, it is possible that they were deal- 
ing with mixed infections due to penicillin-sensitive and 
penicillin-resistant strains of different types ; that the latter, 
initially in the minority, were favoured at the expense of 
the former, and thus by a simple process of selection 
ultimately supplanted the penicillin-sensitive organisms. 

Such mixtures of penicillin-sensitive and penicillin- 
resistant strains of Staph, pyogenes have now been isolated 
from the same patient on many occasions, and in most 
cases where such pairs have been phage-typed they have 
been found to give different reactions. Of 11 such pairs 
in the present series nine gave different phage reactions, 
and it seems likely that they were different phage types, 
although it is impossible to be quite certain of this where 
one of the pair was non-typable. In previous studies 
(Barber, 1947a, 1947b ; Barber and Rozwadowska- 

Dowzenko, 1948) 10 such pairs were phage-typed and eight 
pairs were shown to be of different types. 

Whatever the ultimate origin of penicillin-destroying 
strains of Staph, pyogenes, it seems likely (Barber and 
Rozwadowska-Dowzenko, 1948) that selection plays a large 
part in the increasing incidence of such strains in hospitals. 
The work of Harley et al. (1946) and Forbes (1949) further 
makes itclear that the incidence of penicillin-resistant strains 
isolated from staphylococcal infections in hospital in- 
patients is much greater than that in out-patients. In the 
present study it will be seen that 20 of 49 in-patients yielded 
penicillin-resistant strains compared with 15 of 51 out- 
patients, and that there was a significantly higher incidence 
of penicillin-resistant organisms in patients who had been 
under hospital treatment for more than a fortnight. 

Kirby (1944) first pointed out that penicillin-resistant 
strains of Staph, pyogenes isolated from infective processes 
were characterized by the production of a powerful peni- 
cillin-inactivator. Since then Spink, Hall, and Ferns 
(1945), Bondi and Dietz (1945), Gots (1945), Barber (1947a, 
1947b), Barber and Rozwadowska-Dowzenko (1948), Martin 
and Whitehead (1949), Martyn (1949), and Forbes (1949) 

Is® recorded studies in which all penicillin-resistant strains 
pyogenes isolated from cases of infection or 
hk carriers were shown to destroy penicillin. The^ 
— strains isolated in the present series likewise have 

fisur.,.ty_ 

f 2 6) and Barber (1947a) have both shown that 


rest^ 
this ' 

X-rUO*^ 

the des^rT^V distance of penicillinase-producing organisms 
recorded in th><.Jaboratory was ® f 

inoculum used. present senes it s , 

(Table V' 'trams a small inoculum was 
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sensitive to less than 1 unit of penicillin per ml., whereas 
a large inoculum grew in from 12.5 to 50 units per ml. 
Thus the heaviness of the infection is the most important 
factor in deciding whether a patient Infected with such 
an organism will benefit by penicillin treatment. As it is 
usually impossible to determine this, elaborate laboratory 
tests designed to show degree of sensitivity or rate of 
penicillinase production are valueless. It should further 
be emphasized that where a small inoculum is used in 
testing penicillin sensitivity the type of resistant organism 
here described may easily be missed. 

The differentiation of pathogenic from non-pathogenic 
staphylococci in the laboratory has received considerable 
attention lately. Schwabacher, Cunliffe, Williams, and 
Harper (1945) and Christie, North, and Parkin (1946) 
found a small number of strains which were coagulase- 
positive but did not produce a-lysin, and both sets of 
workers considered the latter test to be more closely corre- 
lated with pathogenicity. In the present investigation all 
111 strains were coagulase-positive and 105 were a-toxi- 
genic. Although no evidence could be obtained to indicate 
that the a-lysin-negative strains were less pathogenic than 
the others, none of them came from very serious cases of 
infection. 

Summary 

Out of 100 cases of ^infection with Staph, pyogenes occur- 
ring in this hospital 35 yielded penicillin-resistant strains. In 
24 cases all colonies tested were penicillin-resistant and in 
11 both sensitive and resistant strains were isolated. 

All penicillin-resistant 'strains were shosvn to destroy penicillin. 
Seventeen were tested for penicillin sensitivity, using two 
different-sized inocula, and it was found that whereas a small 
inoculum was sensitive to from 0.06 to 4 units per ml. a large 
inoculum grew in from 12.5 to 50 units per ml. 

Twenty-four of the 35 penicillin-resistant strains were shown 
to belong to phage group 6/7/47, whereas only nine of 76 
penicillin-sensitive strains fell into this group. When 140 
penicillin-resistant strains isolated from patients in a variety 
of hospitals were phage-typed, 85 were found to belong to 
the 6/7/47 group. 

All strains were initially sensitive to streptomycin. A strain 
from one patient became resistant after five days’ treatment 
tvith this antibiotic. 

Twenty-one of the 111 strains were resistant to sulphathiazole, 
and 17 of these were also resistant to penicillin. 

All 111 strains were coagulase-positive ; 105 were a-toxigenic. 

We are grateful to Dr. R. E. O. Williams and the staff of the 
Staphylococcal Reference Laboratory for leaching us to phage-type 
staphylococci and for supplying us with a set of filtrates. We should 
also like to thank Dr. J. Bamforih and the staff of the Jenner 
Laboratory for supplying us with the specimens on which this work 
was based. Dr. Bhatia for assistance with some of the penicilhn-. 
sensitisity tests, and Dr. Forbes, Dr. Martyn, and Dr. Morris for 
sending us cultures of penicillin-resistant Staph, pyogenes. 
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INFECTION WITH PENICELLIN-RESISTANTr 
STAPHYLOCOCa IN HOSPITAL 
AND GENERAL PRACTICE 

BY 

G. B. FORBES, M.B., Ch.B. 

Assistant Pathologist. Kent and Canterbury Hospital 

The isolation of penicillin-resistant staphylococci from 
clinical sources, at one time a rare event, is now 
a commonplace. The great majority of these strains 
possess a natural resistance to penicillin by virtue of 
their ability to produce a penicillin-neutralizing enzyme, 
penicillinase (Kirby, 1944 ; Bondi and Deitz, 1945). Some 
indication of the frequency with which penicillinase-pro- 
ducing staphylococci are encountered in hospital practice, 
and the rising proportion of staphylococcal infections due to 
these strains, can be gauged from the work of Barber, who 
recorded a progressive increase in the incidence of infec- 
tions with resistant strains from 14.1% in 1946 to 59% in 
1948 (Barber, 1947a, 1947b ; Barber and Rozwadowska- 
Dowzenko, 1948). 

Dr. Barber's work has aroused much interest and not a 
little alarm, for at fbrst sight it might appear that the 
power of penicillin in combating staphylococcal infection 
is decidedly on the wane. However, the results of an 
investigation carried out in a large hospital are not neces- 
sarily representative of the communiw as a whole, an 
opinion to which Dr. Barber herself subscribes when 
she states (Barber and Rozwadowska-Dow-zenko, 1948): 
“ Though penicillin-resistant strains of Staph, pyogenes arc 
now appearing with increasing frequency in many hospitals, 
this is probably not the case in the community at large." 
This statement receives substantiation from the results of 
an investigation carried out at this hospital during the past 
12 months. 

Outline of Investigation 

Staphylococci isolated on routine culture were in the 
first instance tested for coagulase-production by the method 
of Gillespie (1943) and sensitivity to penicillin on ditch- 
plates, using 10 units of penicillin per ml. of agar in the 
ditch. Coagulase-positive strains were then subcultured 
and set aside for further investigation, including a quanti- 
tative estimation of penicillin sensitivity (using serial dilu- 
tions of penicillin in 1-ml. amounts of broth and an 
inoculum of 0.02 ml. of a 1 in 100 dilution of a 24-houT 
broth culture), production of penicillinase, and sensitivity 
to streptomycin. 

In the meantime further information regarding the source 
of the specimens which yielded coagulase-positive staphylo- 
cocci was obtained by questioning patients and nursing 
staff, and in some cases examining the lesions from which 
the specimens were obtained.- In particular it was noted 
whether the patient was an in-patient or out-patient not 
only at the time the specimen was collected but also at 
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the time that infection first became apparent, and whether 
the patient was haying or had bad penicillin treatment. 
'Finally, attention was paid to the nature of the specimens 
submitted for examination, and to the amount and purity 
of growth on primary isolation, witli a view to ensuring 
that the staphylococci vvere both pyogenic and truly patho- 
genic, As one would expect from the mode of selection, 
the great majority of strains accepted for analysis were 
from specimens of frank pus or purulent material from 
boils, abscesses, septic fingers, infected wounds, etc., and 
in nearly all cases the growth of staphylococci on primary 
culture was heavy and pure. 

Analysis of 120 Strains of Staph, pyogenes 

One hundred and twenty strains of Staph, pyogenes from 
the same number of patients were investigated. All but 
three were of the aureus variety ; the three albus strains 
were strongly coagulase-positive on repeated examination, 
were present in pure culture on primary isolation, and the 
source of the strains left no doubt that they had been 
actively pathogenic. Of these 120 strains 73 (60.8%) were 
sensitive to penicillin and 47 (39.2%) resistant. The sensi- 
tive strains possessed a degree of sensitivity approximately 
equal to that shown by the control Oxford staphylococcus, 
and none produced penicillinase. On the oth^r hand, all 
the resistant strains were penicillinase-producers. Tlie 
resistance was gross in all cases both when tested on the 
ditch-plate (growth extending up to and over the ditch) 
and when estimated quantitatively, the minimal concen- 
tration of penicillin required to inhibit growth varying 
from 5 to 400 times that required to inhibit the control 
strain of Oxford staphylococcus (Table I). 

Table I , — Degree of Resistance of 41* Resistant Strains 


Inhibiting Concentration of Penicillin in 
Units per ml. 


1 

32 ] 

16 

8 

^ i 

2 

1 

0-8 

0-4 

No of stiains 

> 1 

3 

S 

9 j 

7 

2 

1 

6 

8 


* Six strains were not available for quantitative Sensitivity tests. Staph, aureus 
(Oxford) was inhibited by O'OS unit per ml. 


Resistance to streptomycin was not encountered among 
any of these 120 strains, all possessing a sensitivity to this 
antibiotic of the same order as the control Oxford 
“itaphylococcus. 

Analysis of 78 Out-patient and In-paticnt Strains 

A separation of the 120 strains into those derived from- 
out-patients and those from in-patients was then attempted. 
Inevitably a number of strains could not be placed in 
either of these categories. Thus a specimen may have been 
received from an in-patient, but the history of the case 
indicated that infection had occurred before the patient 
was admitted to hospital. Conversely, an out-patient may 
have given a history of a recent stay in hospital for the 
treatment of the condition from which he was suffering 
at the time the out-patient specimen was collected. Such 
cases in which the origin of the infecting strain was not 
clearly established have been omitted from this part of the 
analysis. Altogether 42 strains were unclassifiable, leaving 
a total of 7S strains which could be labelled with confidence 
“ out-patient ” or “ in-patient ” strains. The incidence of 
sensitive and resistant strains for this reduced series was 
^ 60.25% and 39.75% respectively, indicating that the exclu- 
sion of these 42 unclassifiable strains had not resulted in 
any significant deviation from the ratio for the original 
series, which was 60.S% sensitive to 39.2% resistant. 


Out-patient Series. — ^The 40 strains which comprised the ■ 
out-patient group were derived from specimens collected 
in the casualty and out-patient departments of this and 
neighbouring hospitals, and from specimens sent in by local 
practitioners. All but five of these strains were highly 
sensitive to penicillin, representing an incidence of sensitive 
strains of 87.5% a^nd of resistant 12.5% (Table II). 


Table II. — Incidence of Peniciliin-resislant Staph, pyogenes from 7S 
j Patients with Staphylococcal Infection 


Source 

No. of Strains 

Resistant Strains 

Out-patient* j 

40 

5 (12-5%) 
26(6S-4X) 

In-patients i 

1 


In-patient Series: — Strains accepted for this series were 
recovered from patients whose infection had arisen during 
their stay in hospital. Thus infected operation wounds, 
infected plaster sores and bedsores, and neonatal infections 
were among the lesions which yielded in-patient strains. 
Of the 38 strains in this group no fewer than 26 (68.4%) 
were resistant, and 12 (31.6%) were sensitive. When these 
resistant strains were further analysed it was found that 11 
of the 26 had originated in one department of the hospital, 
the maternity unit. This finding prompted a search for a 
carrier among the staff of the unit, and one of the senior 
nurses was found to be a persistent heavy nose-and-throat 
carrier of a penicillin-resistant coagulase-positive Staph, 
aureus. Phage-typing of eight patient strains, two carrier 
strains, and three strains isolated from the ward dust by 
exposing blood-agar plates was carried out through the 
courtesy of Dr. R. E. O. Williams at the Central Public 
Health Laboratory, Colindale. The results (Table III) show 


Table III. — Phage Reactions of Resistant Strains from Maternity 

Unit 


Ref. 

No. 

Source 

Phage 

Reaction 

Remarks 

50 

Pemphigoid impetigo. Pustular 
rash 

Ophthalmia neonatorum 

3A 


73 

3A 


77 

Pustules on nipple , . 

3A 


87 

t» *♦ . • • • 

Ophthalmia neonotorum . . 

47+ 


94 

3A 

ChUd of No. 101 

95 

Pustular rash. Pemphigoid im- 

47 + 

101 

petigo 

Pustular rash 

47/478 + 

Mother of No, 95 

toa 

• ' 

47/47B + 

Heavy persistent carrier 

49 

a, , 1 * • ' 

3A 

78 ' 

-S., ; , ^ 

52A 

Temporary carrier 

79 

Ward dust. Colony I . . 

3A 


80 

Ward dust. Colony 2 . . 

7 


97 

Word dust, Colony 3 . . 

47/47B + 

. 


that all of the patients were infected with staphylococci 
belonging to one of two phage-types, that these same types 
were isolated from the ward dust, and that one of them 
(type 3A) was carried by a member of the nursing staff. 

Effect of Previous Penicillin Therapy on the 
Resistance Rate 

A history of treatment with penicillin for several days 
before the collection of the specimens was obtained^ from 
41 patients. Twenty-five strains from these penicillin- 
treated patients were resistant and 16 were sensitive. Of 
51 strains from patients not treated with penicillin 22 were 
resistant and 29 sensitive (Table TV). In short, fire incidence 


Table W.—PenicHIin Therapy and Resistance Rate 


1 

Source* 1 

No. of Strains 

Resistant Strains 

Untreated patients ^ 

Treated patients 

51 

41 

22 (42JO 

25 (59%) 


• The 92 patients which comprise this series incite botit out-patients and 
m-patitfnts, cod are independent of those quoted in Table Jl > '•v 
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of resistant strains was slightly but not si gnifi cantly higher 
in patients receiving penicillin. 

In interpreting these findings it should be remembered 
that 42 of the 47 resistant strains were hospital strains, and, 
although they were isolated from 42 patients, it cannot be 
said that they were aU distinct strains, for, as phage-typing 
has shown, disse mina tion of any one strain or the descen- 
dants of that strain by means of cross-infection had probably 
occurred to some extent. Consequently a number of the 
infecting strains were already resistant before the institu- 
tion of penicillin treatment All five out-patients and 20 
in-patients from whom resistant strains were isolated were 
on large doses of penicillin when the 'specimens were col- 
lected. It is conceivable that the cells of the original 
Lofecting strain were for the most part susceptible, but that 
a number of variants within the strain enjoyed a measure of 
resistance. By the time the specimens were collected peni- 
cillin had eliminated the suscepfible cocci, leaving a fiora 
which was resistant. 

• Discussion 

There is no doubt that staphylococcal infections due to 
penicillin-resistant strains are being encountered with 
increasing frequency in hospital practice. The reason for 
this unwelcome trend would seem to lie in the fact that 
the staphylococcal population of most hospitals at 
the present time is dominated by strains which possess a 
natural resistance, the inevitable consequence of the wide- 
spread use of penicillin during the past few years. By a 
process of natural selection these resistant strains have sur- 
vived and propagated at the expense of susceptible breeds ; 
and their presence in ward dust and the upper respiratory 
passages of members of the hospital staff, together with 
case-to-case infection, no doubt accounts for the high inci- 
dence of this type of infection in hospitals. By contrast, the 
environmental conditions which prevail in the community 
at large offer small scope for the perpetuation and dis- 
semination of resistant strains, and one would anticipate a 
much lower incidence of infection due to these strains 
among the general population. 

The carrier rate of penicillin-resistant staphylococci 
among hospital and non-hospital employees is under investi- 
gation and will be the subject of a later communication. 
Preliminary findings indicate that the rate of carriage of 
these strains by members of the staff of this hospital is 
disturbingly high. Of 50 ward nurses no fewer than 23 
(46%) were found to carry in their anterior nares coagulase- 
positive Staph, aureus resistant to at least 1 unit of penicillin. 
The resistant strains all produced penicillinase. Of a control 
group of 50 ofiice workers (not attached to the hospital) 
only one (2%) was found to be a nasal carrier of a 
penicillin-resistant strain. 

From these and other observations one might attempt a 
grouping of staphylococcal infections according to the 
sensitivity to penicillin of the infecting strains, as follows. 
(a) Infection due to a pure sensitive strain the cells of 
which are all susceptible to the action of penicillin in 
adequate dosage. The majority of infections, especially 
those met tvith in general practice, fall into this group, 
(fc) Infection due to a pure resistant strain — for example, 
hospital infection — ^which is naturally resistant to peni- 
cillin. (c) Infection due to a single strain, for the 
most part sensitive but containing a variable num- 
ber of naturally resistant penicillinase-producing vari- 
ants. Under the influence of penicillin such a strain may 
develop into a pure resistant strain owing to the elimination 
of penicillin-suscepfible cells (Anderson et at., 1944 ; Spiific 
and Ferris, 1947). (d) Infection due to a sensitive staphylo- 


coccus complicated by superinfection with an insensitive 
strain of different phage type (Barber, 1947a, 1947b). 

Recent reports on the high incidence of resistant strains 
have cast doubt on the competence of penicillin to deal with 
staphylococcal infections (leading article, British Medical 
Jourrtal, 1947, 2, 874). The results of this study are pre- 
sented in the hope of restoring confidence in penicillin for 
the treatment of staphylococcal infections in general prac- 
tice. So far as the results of a limited study confined to 
one provincial hospital area are appUcable to the general 
situation, it would seem that intelligent therapy with peni- 
cillin (and other measures when indicated) should effect a 
cure in nine of ten out-patients with staphylococcal sepsis. 
At the same time the results confirm the high proportion of 
hospital infections due to resistant strains: only one in 
every three patients with infection contracted during their 
stay in this hospital was eligible for penicUlin therapy. 

Pem'cillinase-producing strains of staphylococci are fully 
pathogenic (North and Christie, 1946 ; Barber, 1947a) and 
on occasion are capable of causing severe and sometimes 
fatal infections, such as staphylococcal septicaemia. Since 
resistance to penicillin appears to be spiecific, and not neces- 
sarily accompanied by resistance to either sulphonamides 
(Spi^, Hall, and Ferris, 1945) or streptomycin, recourse 
may be had to one or both of the latter anti-staphylococcal 
agents in the treatment of severe infections due to penicillin- 
resistant staphylococci. 


Summary 

Seventy-^ht strains of Staph, pyogenes from clinical sources 
have been'analysed according to their sensitivity to penicillin. 
The resistance rate of strains derived from out-patients was 
12.5% and from in-patients 68.4%. 

All resistant strains produced penicillinase. 

Many of the strains were already resistant before peniciliin 
treatment was started. 

The epidemiological and clinical significance of these findings 
has been briefly discussed. The frequency with which penicillin- 
resistant strains are carried in the anterior nares of ward nurses 
is thought to be partly responsible for the high proportion of 
hospital infections with resistant staphylococci. 

My ttianVi; are due to Dr. I. B. Morris for help and encouragement, 
and to the laboratory staff for technical assistance. 
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The June report of the British Control Commission for 
Germany says that the Rockefeller Institute has arranged a 
study tour in Denmark, England, and the U.SA. for a number 
of young German medical officers of health, two of whom will 
probably come from the British Zone. The tour will last two to 
three months. In the hope that the proposed central narcotic 
administration for Western Germany may be modelled on 
British organization, arrangements are being made to send 
prospective officials to Britain for a 10-day visit to study British 
methods. No special shortages of medical supplies were 
reported during the month. Improvement in the supply of 
penicillin should enable a reserve to be built up again, and it 
is now sold more cheaply. 
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♦MARY GALTON UPWARD 
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♦DOROTHY ROSEMARY THOMSON 

(From the Regional Blood Transfusion Centre, Liverpool) 

In 1938 MacNalty drew attention to the fact that jaundice 
had followed the subcutaneous injection of convales- 
cent measles serum ; of 109 recipients 41 developed jaun- 
dice. Despite this and similar reports, little interest was 
aroused until in 1942 Sawyer ei al. reported 28,585 cases 
among United States troops following inoculation against 
yellow fever with vaccine suspended in human serum. 
Subsequently there were reports of jaundice following the 
transfusion of human plasma or serum. In 1943 a memo- 
randum was published {Lancet, 1943) by Medical Officers 
of the Ministry of Health reviewing the literature on homo- 
logous serum jaundice and reporting that recipients of 
plasma transfusions had developed jaundice. Spurting, 
Shone, and Vaughan (1946), in their survey of 1,054 patients 
given plasma, found that 7.3 % developed jaundice, whereas 
in 891 patients given whole blood there were no cases of 
jaundice which could be attributed definitely to transfusion. 
Brightman and Korns (1947) investigated 649 cases in whjch 
plasma had been transfused, and found a 4.5% incidence 
of jaundice. 

From these and other reports it was obvious that certain 
pools of plasma were definitely icterogenic while others 
were non-icterogenic. It therefore seemed probable that 
the icterogenic factor was present in the blood of a small 
percentage of donors, and that the inclusion of such donors’ 
blood in the pools was responsible for their icterogenicity. 
It was considered likely that by limiting the number of 
donors contributing to each pool it should be possible to 
limit the dissemination of the icterogenic agent, and accord- 
( ingly small-pool plasma was introduced in June, 1949. 

This paper reports the results of a survey carried out 
during the period October, 1945, to March, 1948, in the 
region served by the Liverpool Regional Blood Transfusion 
Centre. The main object of the survey was to obtain com- 
parative figures for the incidence of homologous serum 
jaundice following the transfusion of different blood 
products. The transfusion materials investigated were : 

Large-Pool Plasma. — This consisted of plasma processed at 
the Medical Research Council Drying Plant at Cambridge or 
the Army Blood Supply Depot at Bristol before June, 1945, 
each pool being derived from not fewer than 300 donors ; 
this plasma was Seitz-filtered before drying. In addition to 
this a small quantity of similar large-pool dried serum, supplied 
during the war by the Government of the Dominion of Canada 
and the Canadian Red Cross Society, was used. It was con- 
sidered that no useful purpose would be served by recording 
separately eases receiving large-pool plasma and large-pool 
serum. 

Small-Pool Plasma. — Consisting of unfiltered plasma, 
collected and processed since June, 1945, each pool being 
derived from not more than 10 donors. 

Whole Bfoorf.— Collected and bottled by the standard 
technique of the National Blood Transfusion Service. 

‘Working with a grant from the Medical Research Clouncil. 


Method of Follow-up 

.The survey was carried out on the following lines; 
(1) Names of patients receiving transfusions were reported 
to the Regional Transfusion Centre by the hospitals. (2) Per- ■ 
mission was obtained from the hospitals to abstract from 
their records information such as the patient’s home address, 
the condition for which the transfusion was given, and other 
relevant details. (3) After a period of six months from the 
date of transfusion had elapsed a letter was sent .to the 
patient’s home address. This letter was in the form of a 
general inquiry regarding the health of the patient following 
his discharge from hospital. A questionary was included 
with the letter, and .the patient was asked to indicate whether 
he had had various illnesses, including jaundice. On receipt 
of the completed questionary, those patients whose replies 
indicated that jaundice had occurred were visited. 

This “home visit’’ was essential for the discovery of 
cases of homologous serum jaundice, because very few were 
reported by hospitals or private practitioners. Further- 
more, it was necessary to ascertain whether jaundice had 
occurred in other members of the patient’s household, as 
if this had occurred it was doubtful whether the illness of 
the recipient could be attributed to transfusion. When full 
details of the course of the illness had been obtained from 
(he patient, further inquiries were made from the physician- 
who had treated the case, so establishing a comprehensive 
history and accurate diagnosis. 

The “ home visit ’’ was omitted in the case of death of 
the recipient, and a careful check of the case papers and 
the private practitioner’s records was carried out to ensure 
that homologous serum jaundice had not occurred. 

A diagnosis of homologous serum jaundice was made 
only if each of the following conditions was fulfilled: 

(1) jaundice occurring one to six months after transfusion ; 

(2) absence of history of contact with cases of infective 
hepatitis ; and (3) absence of other pathological causes of 
jaundice. 


Table I. — Particulars of Patients given Blood, Large-Pool Dried 
Plasma, andlor Small-Pool Dried Plasma 


Blood 

Alone 

Large- 

Pool 

Plasma 

Blood 
> and 
Large- 
Pool 
Plasma 

Blood 

and 

Small- 

Pool 

Plasma 

Small- 

Pool 

Plasma 

Totals 

4,270 

704 

(16-4%) 

3,566 

S93 

133 

(14-8%) 

760 

666 

173 

(25-9%) 

493 

703 

83 

(11-8%) 

620 

584 
, 50 
(8-5%) 
534 

7,118 ■ 

1,143 

(16-1%) 

5,973 

770 

CZI-6X) 

307 

(40-4%) 

126 

(25-5%) 

202 

(32-6%) 

138 

(25-8%) 

1.543 

(25-8%) 

2,796 

453 

367 

418 

■ 396 

4,430 

2.772 

(99-1X1 

399 

(88-1%) 

320 

(87-2%) 

410 

(98-1%) 

391 

{98-8%> 

4,292 

(96-9%I- 

2 

(0-1%) 

0 

I 

(0-3%) 

(0-2^ 

0 ■ 

4 

(0-1%) 

22 

(0-8%) 

0 

54 

{11-9%) 

(0-7%) 

46 

C12-5p 

(0-8%) 

(1-7%) 

(0-2%) 

{1-3%) 

0 

134 

(3-0%) 

(0-2%) 


Total No. of palienis 
foRowed up 
No, of patients un- 
traced 

No. of patients traced 
No. of deaths within 
6 months of trans- 
fusion (not Nvith 
jaundice) . . 

No. of surviving pa- 
tients upon whom 
incidence of jaun- 
dice Is based 
No. who reported no 
history of jaundice 
■within 6 months . . 
No. with unconfirmed 
history of Jaundice 
or doubtful aetiolosy] 
No. who developed 
jaundice attributed 
to transfusion with- 
in 6 months after 
transfusion 
No. who died of jaun- 
dice 


Overall case mortality rate *= 5*22%. 

In three cases listed as " doubtful th^histoir oya^ 

helSUni ■. : • ■ " . been in contact 

' 'oflh^rsAS paUMt's'^o dic'd within six months of transfusion *^5 2^ 

Ifiaundice or hepatitis. 1,308 (84.8%) died within one month and 235 OS.a/.j 
rithin the next five months. 
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Results of Follow-up 

Particulars of the patients followed up are shown in 
Table I.' Letters were sent to 7,116 recipients of trans- 
fusion, and 5,973 were traced, of whom 1,543 were reported 
to have died within six months, leaving 4,430 to be 
interviewed. 

Classifying these according to 'fluid transfused, 2,796 
received whole blood, 453 large-pool plasma, 396 small- 
pool plasma, 367 blood and large-pool plasma, and 418 
blood and small-pool plasma. .In all, 134 cases of jaundice 
were discovered. 

The 2,796 recipients of whole blood were given 6,210 
bottles, equal to an average of 2.2 bottles per patient. 
Twenty-two cases of homologous serum jaundice occurred 
following the use of these 6,210 bottles of blood: if each 
case of jaundice received only one bottle of icterogenic 
blood, and assuming that each donor gave only one bottle 
of blood, then at least 0.35% of the donors were carrying 
an icterogenic agent in their blood stream with no symp- 
toms indicative of disease. It is unlikely that all recipients 
were susceptible, so that the rate is possibly higher than 
this. 

Among those who received large-pool plasma and blood 
and large-pool plasma 100 cases of homologous serum jaun- 
dice occurred. The batches of plasma used in six of these 
cases were also found to be icterogenic when used in other 
areas. Seventy-one of the cases followed the use of 25 
batches — for example. Batch No. C307 was involved in 
seven cases. Each of the remaining 23 cases was associated 
with a different batch of plasma. 

Similarly, among those receiving small-pool plasma and 
blood and small-pool plasma the plasma used in six of the 
12 cases was drawn from 13 different batches. The remain- 
ing six cases each followed the use of a different batch. 
These batches were not associated with jaundice in any 
other recipients. 

It is impossible to give an attack rate for any particular 
batch of icterogenic plasma in this series, but it was found, 
for example, that Batch No. C307 was given to 15 patients 
without complication, although this batch was followed by 
jaundice in seven other patients. The total number of 
recipients of this batch, which was widely distributed in 
other areas, is not known. 

Fatal Cas^s . — There were seven deaths from homologous 
serum jaundice in the series — namely, three in the large- 
pool plasma group, three in the blood and large-pool plasma 
group, and one in the blood and small-pool plasma group. 
There were no fatal cases in the groups which received 
small-pool plasma or whole blood (see Table II). 


Table II . — Fatal Cases 


Illness 

Age 

Sex 

Incubation 

Period 

Transfusion Fluid 

Incomplete abortion 

36 

F 

12 necks 

Blood and small-pool plasma 

Posi-partum haemorrhage 

28 

F 

16 „ 

Blood and large-pool plasma 

Arthrodesis of hip 

55 

M 

6 „ 

„ ,, ,, „ 

Ruptured spleen . . 

40 

M 

6 „ 

„ ,, ,, „ 

Multiple injuries and shock 

73 

M 

9 .. 

Large-pool plasma 

Prostatectomy 

67 

M 

13 .. 

f* 

Partial gastrectomy 

65 

M 

6 ,, 

.. 


Incubation Period . — The incubation period of the illness 
varied considerably in the cases investigated, but unless 
the jaundice occurred between one and six months after 
transfusion it was not classified as homologous serum 
jaundice. In fact, no cases of jaundice occurred within 
one month of the transfusion. In the majority of cases the 


jaundice occurred 8 to 16 weeks 
after transfusion (see Chart). 

Nature of the Illness . — ^Eight of 
the cases (6%) were verj' mild, 
with an illness lasting less than 
one W’eek, and three of these were 
indisposed for two to three days 
only. On the other hand, two 
cases terminated fatally within 
three days of the onset of s^mip- 
toms. Twenty-one cases (I5.7^o) 
were severe, with an illness which 
lasted six weeks or more, while 
the remaining 98 cases (73.7%) 
w'ere ill for one month or less and 
their symptoms w’ere not severe. 

The average duration of illness 
was 30.5 days, with extremes of two and 112 days. The 
incidence of the various sjTnptoms and sisns is shown in 
Table III. 
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Ch 2 n showing incuba- 
tion period. Tea cases 
are omitted because the 
incubation period couM 
not be accurately deter- 
mined. 


Table HI . — Symptoms and Signs 


Syniptotns and Signs 
Janndice 

Nausea, vomiiing, anorexia 

Lassitude 

Joint pains . . 

Skin rash 

Epigastric pain 


No. of Cases 
134 (100^ 
60 f44 &50 
35 (26-1%) 
33 (24-6%) 
21 (15-7%) 
14 (104%) 


Age Incidence . — The age incidence is set out in Table IV ; 
the upper and lower limits were 73 years and 9 years 
respectively. 


Table W. — Age Incidence 


Age Group 

1 No. of Patients Transfused 

{ No. of C&sa of Jaundice 

Blood Alone 

Plasma and 
Plasma and 
Blood 

Blood Aiocs 

Plasma tsd 
Plasma and 
Blood 

0-10 

1 87 

127 


1 (O-S'/O 

11-20 

1 136 

104 

2(I-4>0 

6 (5-7%) 

21-30 . . , 

1 655 

294 

1 6 (0-9%) 

20 (s-iy.) 

31-40 

! 75S 

339 

V (OAC/,) 

24 (7-1 >0 

41-50 

' 4S0 

254 

2 (04%) 

23(9-1%) 

51-60 

294 

i 204 

2(0-6%) 

19 (9-3%) 

61-70 

267 

211 

2 (07%) 

17(8-1%) 

71-80 

112 

83 

I m'/j 

2(2*2%) 

81-90 .. j 

7 

13 

— t 

— 

Totals . . 1 

2.796 

1,634 1 

22 (OlXt i 

112(6-1%) 


The illness which necessitated transfusion therapy was 
taken into account in all cases, but nothing significant was 
noted. Similarly, the cases were more or less equally distri- 
buted between the sexes, 71 (53%) being female and 63 
(47%) male. 

Discussion 

In the present investigation the inddence of homologous 
serum jaundice (11.9%) found among the rcdpicnts of 
large-pool plasma is considerably higher than that reported 
by other workers. Of the 54 cases, three were fatal, whereas 
Spurling and others reported 77 cases, none of which was 
fatal. 

■ In those patients who received small-pooI plasma, on the 
other hand, the incidence of homologous serum jaundice 
was significantly lower, amounting to only 13%. TTic con- 
siderable reduction in the inddence of this complication 
of plasma transfusion seems to justify the decision made in 
1945 to produce only small-pooI plasma. 

Of the redpients of whole blood 22 developed jaundice — 
i.e., 0.8% of the cases — whereas among 891 redpients 
investigated by Spurling and others six cases of jaundice 
(0.7%) were reported, but these were listed as “doubtful 
if due to transfusion.” 
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Inquiry failed to reveal any increase in the incidence of 
infective hepatitis during the period under review in the 
North-West Region, the population of which is 3,250,000. 
In another part of England the attack rate per 1,000 per 
annum was, 0.06 in 1945, 0.07 in 1946, and 0.04 in 
1947 in a population of 2,600,000 (McFarlan — personal 
communication). 

In the production of small-pool plasma a record of the 
donors who contributed to each pool was available, and a 
follow-up of these donors was carried out so far as was 
possible, but in only one out of the 63 donors traced was 
there a history of jaundice. In this case jaundice occurred 
three months after blood donation. No information such 
as history of contact with infective hepatitis or of inocula- 
tion was given. The donors whose bloods were involved 
in homologous serum jaundice in the whole-blood series 
were also followed up, but with negative results. 

Summary 

In the follow-up of 4,430 patients who had received 
transfusion therapy 134 (3%) cases of jaundice were discovered, 
of which seven (0.2%) terminated fatally. 

Large-pool plasma and combined large-pool plasma and 
blood transfusions were responsible for 100 (74.6%) of the 
cases, six of which were fatal. 

The incidence rates of homologous serum jaundice for small- 
pool plasma (1.3%) and for whole blood (0.8%) are not signi- 
ficantly different (difference/S.E. of difference = 1, approx.), 
but these rates differ very considerably from that of large- 
pool plasma (11.9%). 

The findings suggest that at least 0.35% of donors are 
probably carriers of the icterogenic virus. 
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One of the German casualties of the war was the Archiv 
fiir Schiffs- und Tropenhygiene, and for over four years the 
Germans have been without a national joura; 1 devoted to 
tropical medicine. This gap has now been fillet, by the publi- 
cation of the Zeitschrift fiir Tropenmedizin una Parasitologie, 
which is edited by workers at the Bernhard Noi ht-Institut fiir 
Schiffs- und Tropenkrankheiten, Hamburg, and published by 
Georg Thieme, of Stuttgart. In their prefatory r 5te the editors 
point out that, while opportunities for German vorkers in the 
Tropics are now almost non-existent, many problems con- 
cerning tropical medicine can be investigated the laboratory 
at home, and that as a result of the war many dases of tropical 
disease in Germany make ample material available for clinical 
investigation. Subscription to the new journal i approximately 
£4 per annum. Dutch investigators also sullered a setback 
when publication of the Geneeskimdig TijdschrUi voor Neder- 
landsch Indie was stopped by the Japanese in\March, 1942, 
after having appeared without interruption since 'l'8S2, This 
journal was replaced in 1946 by the Medisch Maanddiad. Both- 
these journals have the disadvantage, so far as Engh'sU,^ readers 
are concerned, of being almost entirely in Dutch. To over- 
come this difficulty the Dutch have noiv commenced publication 
of an English-language quarterly journal ‘ of ,, tropical medicine 
and hygiene, Documenta Neerlandica et Indonesica de Morhis 
Tropicis, with an editorial board representative ENji^of the 
Netherlands and its overseas territories. Subscription lo this 
journal is £1 2s. 6d. per annum, and it is published -.at 
Riviercnlaan 268, Amsterdam Z. 


ISO-IMMUNIZATION BY BLOOD-GROUP 
FACTORS A AND B IN MAN 

BY ■ 

PIERRE O. HUBINONT, M.D, 

'(From the Laboratoires d’ Hygiene et de Bacteriologie de lo 

Facidtd de Medecirte, Vniversite Libre de Bruxelles) 

Much has been written about the possibility of the blood- 
group factors A and B acting in the same way as the Rh 
factor in the pathogenesis of haemolytic disease of the new- 
born. Jonsson (1936) gave the first immunological evidence, 
of a statistical nature, that heterospecific blood-group preg- 
nancy (where the O or B mother bears a foetus of group A 
or AB) was accompanied by a rise of the anti-A haemolysin. 
Smith (1945) demonstrated that the anti-A or anti-B agglu- 
tinin titre rose only in the cases in which the heterospecific 
foetus was a secretor. The heterospecific pregnancy is then 
capable of inducing an immune response, but there are very 
few heterospecific foetuses that demonstrate haemolytic 
disease. In consequence, there must be some protective 
mechanism, several of which were reviewed by Tovey 
(1945). 

There are, however, certain facts which focus the atten- 
tion on the antibody itself. In 1946 we found in the blood 
of pregnant women who had previously been delivered of 
stillborn babies anti-A agglutinins reacting far more strongly 
at 37° than at 4° C. (Millet and Hubinont, 1946a ; Hubinont 
and Millet, 1946). Bruynoghe (1947) found an anti-B agglu- 
tinin of the same type in a case of haemolytic disease of the 
newborn. Since then we have met ■with several similar 
cases in which the clinical course was somewhat different 
from the classical haemolytic disease of the newborn. In 
all cases the foetus died in utero a few days before delivery 
or during labour. 

Many authors— the first of them being Levine, Katein, 
and Burnham (1940)— have emphasized that an'ti-Rh agglu- 
tinins react more strongly at 37° than at 4° C. Inversely, 
it is very well known that natural anti-A or anti-B agglu- 
tinins possess a thermal optimum at 4° C. 

"We verified that several normal agglutinins of rabbit 
serum (Millet and Hubinont, 1946b ; Hubinont, 194Sa) and 
guinea-pig serum (Hubinont, 1947) showed, through im- 
munization, the same change of thermal optii^m that we 
found in our patients. Further investigations on the rabbit 
showed that hyperimmunization with sheep erythrocytes 
was often followed by the production of a blocking anti- 
body, giving a prozone phenomenon in quantitative 
agglutination tests (Hubinont, 1948b). 

■We recently had the opportunity of studying the immune- 
response of a group B individual who was transfused by 
mistake with A, blood and eventually recovered ; 75 ml. of 
whole blood had been injected before alarming symptoms 
appeared. 

The serum was tested at regular intervals with Ai and A. 
cells collected from the same donors. The tests were per- 
formed by the usual technique in tubes, using 0.9% saline 
as diluent, each test being performed simultaneously at 4 
and 37° C. The results are shown in the Table. 

On the day of transfusion both A, and A, cells wwe 
agglutinated with the same titre and thermal optimum. On 
the fourth day there was a small increase in titre, noticeably 
higher for A^ than for A„ cells. C)n the , eighth day the 
thermal optimum for agglutination turned to 37 G- 
Finally, on the 30th day the agglutination was stronger at 
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37° C. for both A, and A, cells. Further, there was a 
prozone, phenomenon in the test for A, agglutination at 
4° C. It was shown by a blocking test (Race, 1944 ; Wiener, 
1944) that this prozone was due to the presence of an 
anti-A blocking antibody. 


Time of 


Temp. 

Serum Dilutions 

Test 


1/1 

1/21 

1/21 

1/21 

l/2« 

1/21 

l/2« 

|l/2l 

l/2> 

1/21 

T 


A. / 

37* C. 

1 

+ + 


w 






_ 

_ 

_ 

Day of 

\ 

4* C. 

3* 

31 

31 

21 

2 

1 

4-4- 

4 + 







transfu- 

A, / 

sr c. 

+ + 

+ + 

w 




>— 

— 



— 

SiOQ 

\ 

4*C. 

3 

3 

2 


1 

+ + 

++ 

— 


— 

— 


A, / 

3r c 

2 

2 

1 

+ 

w 

_ 


__ 




4th day 

\ 

4* a 

4 

4 

4 

3 

3 

2 

1 

44 

4 

— 




A, / 

37* a 

+-r 

-r + 

(-U 

7 

2 





_ 




\ 

4*C. 

4 

31 

3 

3 

11 

+ 

(-Hi 

w 

7 

— 

— 


Ai f 

37* C. 

4 

4 

4 

4 

4 

3 

2 

1 

i 

44 

_ 

8ih day 

T 

4*C 

4 

4 

4 

4 

3 

2 

2^ 

11 


(+) 

_ 


A, J 

37* C. 

4 

4 

31 

31 

3 

21 

1 

1 

-4-4- 

(-1-) 

_ 


\ 

4* C. 

4 

4 

4 

31 

31 

3 

3 

2 

1 

44 

— 


A, / 

37* C 

2} 

4 

31 

31 

31 

31 

3 

21 

2 

2 



30th day 

T 

4*C. 

+ + 

(+) 

+ + 

+ 4- 

2 

31 

31 

2 

1 

4--1- 

— 


At J 

37* C. 

n 

2 

3 

2 

31 

3 

2+ 

7 

2 

11 




T 

4*C, 

3i 

31 

21 

3 

3 

3 

21 

2 

I 

44 
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Scores for agglutinalion are &%'en in arabic signs (for visual agglutination and 
the signs usually employed for microscopical agglutination in Rh. work (Nf.R.C- 
^feInoraodam, 19-13). 


Unfortunately the patient could not be followed up, and 
we are hot aware of his actual agglutination pattern for 
A, and A, cells. Nevertheless, his immune response to an 
incompatible transfusion confirms our observation of ABO 
iso-immunization -in pregnant women and of experimental 
hetero-immunization in rabbits. 

Upon imm uniza tion with an antigen corresponding to a 
natural agglutinin present in the animal’s serum (anti-A 
or anti-B in man, anti-sheep in rabbits), the first noticeable 
change would be a slight rise in titre, followed quickly by 
an inversion of the thermal optimum in quantitative agglu- 
tination tests. A further step would be the apparition of a 
prozone corresponding to the production of “blocking 
antibodies.” 

The in-vitro differences in the behaviour of “ natural ” 
cold anti-A and anti-B agglutinins and the “ immune ” 
warm anti-A and anti-B antibodies are probably dependent 
on their chemical structure, which would account for their 
harmfulness to the foetus. It is a significant fact that we 
found these warm agglutinins in the only instances quoted 
above with (heir particular clinical course, and that they 
were not found in uneventful heterospecific blood-group 
pregnanaes. 

Sununaiy 

A case of immune response to an incompatible blood-group 
transfusion is described. There is a definite difference tn vitro 
between natural and immune anti-A agglutinins. 

- The same difference is found in maternal iso-immum'zation, 
the particular form of haemolidic disease following A and B 
sensitization being the death of the foetus in iitero, either during 
the last days of pregnancy or at the time of delivery. 
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DUGNOSIS AND TREATMENT OF 
CUTANEOUS ANTHRAX 

BV 

JOHN A. HOLGATE, hLB., Ch3. 

Demonstrator, Department of Physiology, University of Leeds ; 
Formerly House-physician to the Department of Dermatology. 

General Infirmary at Leeds 

AKD 

REGINALD A. HOLMAN, M.B., Ch.B. 

Demonstrator, Department of Bacteriology, University of Leeds 

Anthrax — a rare disease in this country — has many interest- 
ing and unusual facets. Probably first recorded by Virgil, 
it became prominent initially in Britain about the middle 
of the last century coincidentally with the importation of 
alpaca and mohair to Bradford. It was first notifiable so 
far as factories and workshops were concerned in 1896, and 
activity was rapidly directed towards its prevention in view 
of the high proportion of fatalities among affected workers 
— then some 20 to 30%. Local precautions in the form of 
protective clothing, the posting of information regarding 
the disease, washing facilities, and exhaust ventilation for 
certain processes were advocated by the Anthrax Investiga- 
tion Board set up in Bradford by the Chamber of Com- 
merce. Despite these the incidence remained high, though 
the dread and fatal form of pulmonary infection showed a 
rapid decline between 1881, when Mr. John Spear made his 
investigations, and 1905, when Dr. T. M. Legge gave the 
classical Mihoy Lectures on industrial anthrax. 

A further Anthrax Investigation Committee set up in 
1913 advocated, in 1918, a process for wool and hair dis- 
infection. Following up the committee’s suggestions. Parlia- 
ment passed the Anthrax Prevention Act in 1919, and by 
1921 an experimental disinfecting station had been set up 
in Love Lane, Liverpool, to carry out the “ Duckering 
process” — named after the secretary of the above com- 
mittee — for wool and hair Bisinfection, and in succeeding 
years this process has proved its efficacy. Mention should 
be made of the excellent bacteriological investigations 
carried out for both the board and the committee by the 
late Dr. F. W. Eurich, professor of forensic medicine at the 
University of Leeds. 

From 1890 to 1920 an increase in the incidence of anthrax 
was also noticed in the cattle of Great Britain, though the 
numbers were never comparable to those encountered in 
Russia, Siberia, China, and parts of India. Knowledge 
about the means of spread of the disease and the life history 
of the organism enabled measures to be taken which may 
be briefly summarized under the headings of — notification, 
isolation, and destruction of the sick annual or carcass, dis- 
infection of the surroundings, and inocu'aticn of other 
animals. These not only rapidly controlled the disease 
among cattle but also diminished the incidence among 
butchers, veterinarians, shepherds, and others associating 
with animals, the true index of which was never known, 
since only cases occurring in certain trades were then noti- 
fiable. This anomaly of notification was widely commented 
upon in coroners’ courts, medical journals, and Parliam.eni 
at the time.' 

In the four or five years following 1915 the incidence of 
anthrax increased both here and in America, the source 
being shaving-brushes made from infected hair. This 
source was soon recognized as being especially dangerous, 
since it was not confined to any particular trade or industry, 
claiming among its victims a professor of law and a 
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Congregational minister, to name but two, and precautions 
were rapidly taken — in particular an Order made under 
the Act of 1919 banning the importation into Britain of 
shaving-brushes of Japanese origin. Sporadic cases from 
this source have been reported up to 1939 — some from 
brushes bought years previously, in which the spores had 
lain dormant until the unlucky coincidence of shaving-cut 
and spore ignited the powder of disease. 

The disease contracted from wool and hair and that in 
animals are thus largely controllable, but there still remains 
a further common source of infection — ^namely, imported 
hides and skins. This source gives rise to cases not only 
in tanneries but also in dock workers, carters, and ware- 
housemen, as well as very occasionally in persons coming 
in contact with leather. Methods aimed at killing the 
hardy spore in the hides tend to damage the material, and 
though suitable disinfecting processes have been claimed 
by Seymour-Jones, of Wrexham (and advocated by Ponder), 
and by others in Germany, they have not been adopted. 
Cases from this source arise from time to time, and the 
following is a report of eight such cases occurring in two 
tanneries in Leeds and district in a period of fourteen 
months. 

Occupation and Source of Infection 

All eight cases were of the cutaneous type of infection, 
and all occurred in men doing essentially the same tasks 
at two different tanneries (named for convenience “ A ” 
and “ B ”) in widely separated areas. Tannery “ A ” deals 
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At both tanneries the. full regulations as laid down in 
various Acts are carried out, the men wearing protective 
clothing, and washing facilities and changing-rooms being 
provided. In the opinion of the authorities at these tan- 
neries it is the increased demand for raw materials which 
has given rise to the present outbreak, the materials being 
collected from various remote regions in Africa where there 
is little or no control over the source of the hide or skin. 
No cases have ever occurred at either tannery in the 
processes carried out beyond the lime-vats. ' • 

Occurrence of Infection. Contact Cases 
The necessity for a local skin abrasion together with the 
presence of the organism before the appearance of a malig- 
nant pustule has long been known, and is borne out by 
these cases, in all of which there was good cause for a local 
abrasion such as collar-chafing or shaving-cuts. Even in 
Case 4, in which the lesion was on the leg, there were also 
numerous flea-bites. It is interesting to speculate in this 
connexion whether a break in the lung “ lining surface ” is 
not also necessary before the development of pulmonary 
anthrax. Spore-laden dust was plentiful at tannery “ A ” 
and yet no pulmonary cases have occurred to date. Also 
the rapid decline in incidence of pulmonary anthrax from 
1880 onwards parallels the improvement in general public 
health and the decline of tuberculosis in particular. ' 

All cases presented the classical malignant pustule, and in 
all the diagnosis had been made by the patient or a fellow 


DIAGNOSIS AND TREATMENT OF CUTANEOUS ANTHRAX 


Table I . — Summary of Cases 


Case 

Age 

Tannery 

Source of Hides 

Site of Lesion 

Duration 

Stay in 
Hospital 

Date of 
Admission 

Constitutional 
Symptoms on 
Admission 

Smear 

Culture 

Animal 

Inoculation 

Con- 

tacts 

1 

so 

A 

Indian and E. African goat- 
skins 

Below and behind 
right ear 

26 hrs. 

24 days 

27/11/47 

Nil 

Pos. 

Pos. 

Pos. 

4- 

2 

48 

A 

B. African goat-skins 

Left temple 

4 days 

17 ,. 

22/12/47 

,, 


n 

fl 


3 

42 

A 


Right side of nock 

3 „ 

16 .. 

16/2/48 

Severe 

,, 


II 

7 

4 

49 

A 

E. and W. African goat-skins 

Posterior right c.alf 

20 hrs. 

13 

21/2/48 

,, 


■ Neg. 

7 

5 

29 

A 

II 1* •• 

Right cheek '■ 

4 days 

13 .. 

22/2/48 

Nil 

?Pos. 

Neg. 

2 

6 

53 

A 

»» »» »♦ 

Posterior right neck 

6 „ 

33 „ 



Pos. 

Pos. 

Pos. 


7 

30 

B 

E. and W. African cowhides 
with some S. American and 
Indian 

Left cheek 

3 „ 

17 

29/5/48 

** 


1* 

II 

2 

8 

29 

B c 

S. African and Nigerian cow- 
hides 

Below and behind 
right car 

. 3 

19 „ 

24/12/48 




" 

4 


mainly with goat-skins coming from various sources as 
indicated in Table I, but principally from East and West 
Africa. All six men from this tannery were employed 
opening the bales of skins, carrying the skins up to a 
sorting-shed, sorting them, and then sending them down a 
cJi^ite to the lime-yard when required. As one man after 
anotfiaytr fell victim other men took their, place, and eventu- 
ally they became patients. Of the seven different men 
undertaking'x' during the past fourteen months 
six have contract anthrax. The previouslj' reported cases 


occurring at this taniDt?G^'‘y ^936 and tvvo in 1946. 

Certain alterations havtinv^®'^ ^ 

of reducing the risk "^neesr. 

Tannery “ B ” deak wki, '' th^yhides chiefly from East and 
West Africa, though occasin'^^'^*"'^' America and 
India. All are dry hidev .N^^^^ed to .the wet salted 
variety which rarely sivn'’-^^ oPPoX^n,'(n'^^ The duties of, 
the men at this tannA , those at 

A ’—but owing to the H precisely tfe\v!-iu^:"^he short- 
age of raw materia? anWr^^*^"® 

present, and they are J ^^tUe storage 

Si; 

part of . "^re some 12 to is “i cases. 


workman — ^from their knowledge of the disease obtained 
by experience or from a poster hung in the factory — and 
never by a physician. In some cases delay in admission was 
actually caused by the physician. 

Man-to-man infection .is surprisingly rare. There are 
recorded cases in. the literature — Hodgson (1937) records 
two — but their number is small, and this is surprising in 
view of two points which can be seen in Tables I and III— 
namely, the length of time during. which the patient may be 
in contact with his family, often in a small house, and the 
fact that his normal healthy skin may give a positive growth 
of organisms, showing the widespread nature of their dis- 
tribution. The intact skin must in many cases be a barrier 
of unusual strength in preventing the appearance of 
contact infection. 

Diagnosis 

This is made on the following three salient points. 

1. Appearance of Lesion . — In all eight cases this was 
typical — a black, necrotic centre, a ring, partial or com- 
plete, of pearly translucent vesicles, the whole sitting on a 
red base on a hillock of widespread oedema. Certain other 
^'eatures aid the physician. The absence of pain with such 
a degree of oedema is noticeable. Practically the only local 
symptom encountered in this series was slight itching. 
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Earlier stages than this in the development of the lesions 
are described, the commonest being the large vesicle under 
which the black eschar forms, but these were not seen by 
us even in the patient who presented within 26 hours 
of the onset of disease. Constitutional symptoms and signs 
were not common. Only Case 4 presented with pyrexia, 
though Cases 3, 6, and 8 had pyrexia on the second or 
third day of treatment, with associated headache, malaise, 
and often pains in the bones. In Case 6 this may have been 
of other causation (see below). 

2. Occupation of Patient. — At present this is a reasonably 
straightforward clue, anthrax occurring in those industries 
where exposure to infection is well known. A sun’ey of 
the literature has shown that the disease may appear under 
most unlikely circumstances. For example, it may occur 
in carpet-layers, paper-hangers (from wall plaster), menders 
of sacks (which have carried bones, horns, or hooves), and 
carriers of potatoes (from soil), and from mink farms, 
elephant tusks, elephants at the London Zoo, etc. A 
physician may be forgiven for not suspecting the 
condition in patients in occupations such as these, but in 
persons connected vith animals or animal products 
(especially imported ones) presenting with a localized 
skin lesion, or occasionally multiple lesions, anthrax should 
be a first consideration. 

3. Bacteriological Diagnosis and Investigations. — ^These 
are the final proof, and were obtained in aU our cases except 
Case 5, in which the first two criteria were adequately 
fulfilled — justifying treatment for anthrax. The following 
investigations were carried out in this series. 

Bacteriological Examination 

As soon as a case was suspected of being due to Bacillus 
anthracis, material from the local lesion was taken for 
investigation. The most practicable way of taking this 
material was found to be with a Pasteur pipette, plunging 
the point into the centre of a vesicle, or vesicles if confluent, 
and withdrawing the fluid. If there were no obvious 
vesicles, or they had burst, then material was aspirated from 
beneath the edge of the eschar. The fluid obtained was 
clear, yellow, or sanious in nature, there being no evidence 
of pus macroscopically... 

As a routine this material was cultured aerobically on 
heated and fresh blood agar, and two thick films were 
made, stained with Gram and Leishman respectively. On 
examination of the Gram film a long time was often 
spent before coming across one, two, or perhaps a small 
chain of bacilli — this being especially true in five of the 
seven positive cases. In the other two the vesicular fluid 
was heavily infected with the organism. In no case was 
there any marked polimorphonuclear leucocj’tic response. 
In the seven positive cases the appearance of the bacillus 
was morphologically typical of B. anthracis — a large, 
straight, capsulated. Gram-positive bacillus with parallel 
sides, clean-cut square ends, with a tendency to chain 
formation. As confirmed by others, there was no evidence 
of spore formation in the human tissue fluids. 

The growth after IS to 24 hours on the solid media 
invariably showed an almost pure culture of B. anthracis. 
with occasional colonics of Staphylococcus olbus and diph- 
theroids. There was no evidence in any case of invasion 
by other pyogenic organisms. The colonies at 24 hours” 
growth had the typical reticulated surface with irregular 
wavy edges (so-called barrister's wig), producing proteo- 
lysis on the heated blood-agar medium and no haemob-sis 
on the medium containing the fresh blood.' 


These colonies were subcultured, and after the organ- 
ism had been isolated in pure culture the following 
investigations were carried out. 

Morphology . — Routine films from the 24-hour culture 
showed the typical rod-shaped appearance of the organism in 
heavy interlacing chains, capsulated, and associated'with the 
production of numerous spores. These were mainly central 
or subterminal, but there were many spores also lying free. 
The characteristic morphology was retained on repeated 
subculture. 

Motility .- — This was determined by growing the organism 
in a semi-solid nutrient-agar medium in a 1-in. {2.5-cm.) 
diameter boiling-tube. A small-bore glass tube was inserted 
into the boiling-tube, the B. anthracis being inoculated on to 
the surface of the agar in the small tube. The organism, being 
non-motile, remained localized on or just below the surface 
of this agar. If the organism had been an anthracoid, then 
owing to its motility growth would have proceeded down the 
small tube and eventually infiltrated the larger volume of agar 
outside. In all the seven strains investigated the organism 
was non-motile. 

Proteolytic /Ic/jviry.— Gelatin prepared in large boiling-tubes 
was inoculated as a, stab culture at 24° C. The Ijlic effect 
in gelatin is a slow but definite effect. In trvo cases only 
did the organism produce the truly characteristic inverted fir- 
tree phenomenon. The other five strains seemed to produce 
little attempt at canalicular liquefaction, there being just a 
central core of proteolysis. 

Effect of Antibiotics . — AU the strains were tested for their 
sensitivity to penicillin and streptomycin. The usual punch- 
hole plate method was adopted. Table U shows the degree 


Table II . — Sensithity to Antibiotics; Animal Pathogenicity 


Cas« 

No. 


Sensitivity Compared with Oxford 


Strain 

Staph, aurtuz 

Mouse after 


Penicillin 

Sireptomyda 

laocaUtioa 


T 

25% Isss 

Equivalent 

34 hoars 

2 

II 

50% ,. 

10'% less 
to% „ 

26 „ 

3 

ni 

10% „ 

36 M 

4 

IV 

20% ., 

30 „ 

6 

V 

45% .. 

5% „ 

20 „ 

7 

VI 

20-/. „ 

10% „ 

35 ^ 

8 

vn 

Equal 

75% 

30 „ 


of inhibition compared with that of the Standard Oxford 
Staph, aureus. Thus in aU cases the strain was sensitive to 
both penicillin and streptomycin in fairly low concentrations. 
It is interesting to observe that on the whole the strains showed 
greater inhibition with streptomycin than with penicillin, using 
equivalent concentrations of streptomycin per ml. No produc- 
tion of strains resistant to these drugs was noted, as the 
organism was never recovered from the lesion after the patient 
was placed on intensive treatment. The strains on an average 
were sensitive to 10 units of penicillin per ml. and to 5 to 10 
units of streptomycin per ml. 

Animal Pathogenicity ; — In the seven cases in which the 
organism was isolated the mouse was utilized for virulence 
tests. A volume of 1 ml. of a 24-hour " oxopeptone " broth 
culture was injected subcutaneously into the right half of the 
anterior abdominal wall. The animals were isolated in glass 
containers, the carcass, food, faeces, etc., being autoclaved 
after necropsy. Death occurred in all cases within 36 hours, 
as shown in Table II. .At necropsy the local lesion was 
haemorrhagic, hjperaemic, and oedematous, the spleen was 
congested and enlarged, and on microscopical examination 
the oedema fluid, splenic pulp, and heart blood were found 
to contain enormous numbers of Gram-positive bacilli, yielding 
pure heavy growths of B. anthracis on culture. 

In addition to the above investigations on individual 
strains, in each case a series of swabs were taken from the 
hair or skin of the patients in order to ascertain the presence 
or otherwise of B. anthracis. Table III summarizes the 
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results of these investigations, carried out before the third 
day of treatment (usually on the first day). Similar investi- 
gations made towards the end of the stay in hospital were 
negative, as were cultures made from materiak taken from 
^beneath the eschar after complete therapy. 


Table III . — Skin Cultures 


Case 

No. 

2 in. Above 
‘ Lesion 

2 in. Below 
Lesion 

Hair of 
Scalp 

Right 

Palm 

Left 

Palm 

Right 

Groin 

Left 

Groin 

1 

Neg. 

Pos. 

Pos. 

Neg. 

Neg. 

Neg. 

Neg. 

2 


Pos. A 

Neg. 





3 

4 

t* 

Neg. 


11 

11 

>1 


5 

6 

>» 


It 

11 


*1 


7 




Pos. 




8 

»» 


11 

” 





Neg. indicates only normal flora grown. Pos. indicates B. anthracU cultured. 
Pos: A indicates anthracoids cultured. 


Treatment 

In no case was surgery contemplated. Excision and 
incision, especially the .murderous crucial incision which 
was once performed, play no part in the modern treatment 
of anthrax, and are probably harmful, breaking down 
natural barriers. A study of the literature has revealed that 
excision performed very early was possibly beneficial, 
but incision was almost invariably followed fay death, and 
thus was much worse than no treatment at all. In this series 
the local lesion was covered with a dry sterile dressing 
and left alone after the necessary bacteriological exam- 
inations. The part was immobilized as far as possible: 
if on the head and neck the patient was nursed flat with the 
head between sandbags ; if on a limb, as in Case 4, the 
limb was splinted. The following specific treatment was 


Table IV. — Treatment 


Case 

N.A.B. 

Serum 

PenicilUn 

(units) 

Result 

1 

1*5 g. over 10 days 

145 ml. in 4 days 

650,000 

Care 

2 

1*05 g. in 6 days 

90 ml. in 5 days 

2,265,000 

11 

3 

1*2 g. over 5 days 

160 ml. in 5 days 

1,344,000 

11 

4 

1*2 g. over 8 days 

240 ml. in 5 days 

3,520,000 ' 

11 

5 

1*2 g. over 5 days 

80 ml. in 2 days 

2,048,000 

11 

6 

1°2 g. over 6 days 

320 ml. in 4 days 

5,400,000 

11 

7 

1*8 R. over 13 days 

80 ml. in 2 days 

2,800,000 

11 

8 

1*2 g. over 6 days 

420 ml. in 6 days 

6,018,000 

11 


carried out (Table IV), since the -literature concerning 
patients treated successfully with penicillin alone had not 
been studied when the first case was admitted. 

Neoarsphenamine . — This drug was given in two or three 
doses of 0.45 to 0.6 g. intravenously at five- to seven-day 
intervals. Doses such as these given once or twice at one- to 
three-day intervals have been used successfully without any 
other therapy (Becker, 1912a, 1912b; Pijper, 1926). 

Anti-Anthrax Serum . — Until recently this has been the main- 
stay of treatment. Advocated by Sclavo in Italy, by Marchoux 
in France, and by Legge (1905) in Britain, it soon became 
widely used — at first in combination with surgical treatment, 
and later alone, with definite success. Dosage advocated 
differed — from 40 to 80 ml. by early workers (Legge, 1905 ; 
Lockwood and Andrewes, 1905 ; Bowlby and Andrewes, 1905) to 
600 ml. and upwards (Hodgson, 1941 ; Gold, 1942). In the 
above series the average dosage was 190 ml. in some seven 
injections over four days — the total varying with the 
need and response of the patient. Usually between 60 and 
100 ml. was given intravenously on the first day of treatment. 
No severe reactions were encountered during the time of serum 
administration, but all cases developed urticaHa and pruritus 
on the eighth day after the start of serum therapy. This 
was readily controlled by the use of calamine lotion containing 
1% phenol locally and “ anthisan ” internally, 100 mg. three 


times a day with meals. The serum used, apart from the 
first case, was that marked “ War Agricultural Committee,” 
contained in rubber-capped 500-ml. bottles. Case 1 had the 
product manufactured by Mulford’s, and later some 90 'ml. 
of Lister’s antiserum. 

Penicillin . — Several reports are now in the literature of cases 
of cutaneous anthrax treated successfully with penicillin alone 
(Murphy et al., 1944 ; Ellingson et al., 1946 ; Griffin et al., 1948). 
The suggested dose increases as the years go by, starting with 
a total dose of 200,000 to 400,000 units advocated by Murphy 
et al., to 5,000,000 units advocated by Griffin et al. The average 
dose used in our series was about 3,000,000 units, given usually 
as 64,000 units three-hourly, though occasionally as 250,000 
units twice dally. 

Sitlphonamides . — Sulphonamides were used not as specific 
therapy, though claims have been made for their curative 
powers in anthrax by Gold (1942), but in an attempt to remove 
the secondary invading organisms in the lesion — usually Staph, 
aureus. The dosage was small, a total of 15 g; over 10 days 
being the average. In Case 4 secondary infection with a 
purulent discharge was very troublesome, and the patient 
attended as an out-patient for local and general (penicillin) 
therapy for some two months after the cure of the anthrax. 

Case 6 presented an interesting therapeutic problem in 
that he had latent seropositive syphilis in addition to 
anthrax. On the fourth day of treatment with serum, 
neoarsphenamine, and penicillin, he had a pyrexia of some 
101° F. (38.3° C.) lasting for eight hours ; since this occur- 
red about eight hours after the last injection of senim, the 
possibility of a Jarisch-Herxheimer reaction was considered. 
Luckily there was no focal flare-up of the syphilis — at least, 
it was not in evidence. . A study of the literature has not 
revealed a similar case. 

AU cases have been, visited since discharge from hospital. 
All possess a small scar which is barely noticeable. All are 
well, and so far none has contracted any further lesion. 
Second attacks are uncommon, but do occur (Inda, 1921) 
and are said to be mild. The two men now doing the 
dangerous work at tannery “ A ” are both discharged cases, 
but it is hoped that the alterations carried out at this tan- 
nery have reduced the risk of infection. A third man 
from tannery “A” has returned to work, but in a job 
connected with the further processing of the leather and 
not in the lime-yard. The remaining three have obtained 
other employment. Both men from tannery “ B ” have 
returned to work in their original occupation. 

Summary 

A brief survey of the- sources of anthrax shows control to 
be applicable and useful in all but hides and skins, and a report 
is given of eight cases occurring in Leeds and district over a 
period of 14 months in persons connected with these raw 
materials. 

The salient points concerned in the diagnosis are given, 
together with the details of the isolation and identification of 
the organism in seven cases by direct films, culture, biochemical 
activity, and animal inoculation. 

■ The effect of penicillin and streptomycin on the organism is 
discussed, and the routine investigation of skin culture before 
and after treatment is cited. 

Methods of treatment’ past and present are briefly given, and 
the conclusion is reached that, for all practical purposes, peni- 
cillin is probably the most desirable method to-day — from the 
point of view of effectiveness, time of hospital stay, expense, 
and unpleasant side-actions. 

We wish to express our thanks to Dr. J. T. Ingram and Professor 
J. W. McLeod for their kind permission to publish these cases, and 
for their help and advice in the writing of the article; also to Miss 
J. Cuckston for her invaluable technical assistance. 
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ACUTE PERICARDITIS SIMULATING 
CARDIAC INFARCTION 

DY 


W. A. BOURNE, M.D,, FJR.C.P. 

Physiciart, Raya! Sussex County Hospital, Brighton 

Simulation of cardiac infarction by acute pericarditis is 
well recognized by cardiologists, though references are not 
numerous (Barnes and BurcheU, 1942 ; Wolff, 1944). Peri- 
carditis in such cases is of unknown aetiology, since an 
obvious cause would leave no doubt about the diagnosis. 
It forms a subgroup of the type mentioned by East and 
Bain (1948), in which “ cause and association are quite 
obscure,” and is termed by Peel (1947) " primary or idio- 
pathic,” by Dry (1943) “non-specific . . . from which 
recovery may be complete,” and by Andrews et al. (1948) 
" acute idiopathic.” The infrequency of specific references 
seems to justify a report of only two cases. The association 
of one with a general arterial disease suggests a possible 
mechanism. 

Case 1 

A man aged 63 was admitted to the Royal Sussex County 
Hospital on July 23, 1948, and was diagnosed clinically as a 
case of temporal arteritis. Biopsy confirmed the diagnosis and 
relieved a severe headache : the histological report was, “The 
adventitia is infiltrated with round cells, among which are a 
few eosinophils and giant cells. There are areas of necrosis 
in the media. The appearances are typical of temporal 
arteritis.” Though the condition svas regarded as still active, 
with persistent fever, a predominantly poljTnorph Icucocytosis 
of 11,800, and an erythrocyte sedimentation rate of 31 mm. 
in the first hour (Wintrobe corrected, normal 0-10), discharge 
was necessary after a fortnight. 

Headaches returned, however, and he was awaiting readmis- 
sion, when in the early hours of Sept. 21 he was suddenly 
attacked by a pain under the left costal margin which spread 
to the lower substemal area. He was admitted 16 hours later, 
with evident severe substemal pain but negative clinical findings 
except for fever of 100° F. (37.8° C.) and what was regarded 
as triple heart rhythm. During the next 24 hours his tempera- 
ture fell to normal and the pain disappeared, but a pericardial 
friction rub developed. An electrocardiogram showed changes 
indicating acute pericarditis, with elevation and deformity of 
the R~T interval in all leads. This returned practically to 
normal a fortnight later; no evidence of cardiac infarction was 
present. He was then discharged, afebrile, but with a raised 
sedimentation rate, which persisted until he was last seen in 
February. 1949. when he complained of pains in the occiput, 
stemo-mastoid, thigh, and deltoid muscles. The heart appeared 
normal clinically and by electrocardiography and cardioscopy. 

Case 2 

A man aged 37 was seen on Jan. 19, 1949. Following 
moderate exposure and mild malaise, and after a heavy meal, 
he developed epigastric pain while driving his car. This grew 
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more severe and paroxysmal, extending from the xiphistemum 
upwards to the suprasternal notch, passing outwards to the 
pectoral regions and posteriorly to the interscapular region at 
the level of the sixth dorsal vertebra. Although no abnormal 
clinical signs of any kind were found, repeated injections of 
“ oiimopon ” and pethidine were necessary. 

By the next morning the patient felt practically recovered, 
but during this second day fever of lOT F. (38.3° C.) developed, 
and a loud but painless pericardial friction rub became audible. 
An electrocardiogram showed the changes of acute pericarditis, 
with elevation and deformity of the R-T interval in the limb 
leads and chest leads CRl to CR7, maximal in II and CR3. 
Friction disappeared in 24 hours and fever in 48 hours. After 
a fortnight the heart was clinically and cardioscopically normal, 
but there was still slight elevation of the R-T interval, maximal 
in II and CR4. After a further seven weeks, when the patient 
had been working for a month, slight elevation of R-T in CR4 
alone remained. 


Comment 

Both cases were at some stage, and with justification, 
diagnosed clinically as cardiac infarction. Apart from 
differential diagnosis, the general question of their mechan- 
ism may be raised. As will be observed from the earlier 
references, none has been suggested. It is also noted by 
Wolff (1944) that the prognosis is good, as is implicit in the 
terms “ non-specific," “ obscure,” or " idiopathic ” used by 
other authorities, since fatalities and necropsies would be 
likely to lead to some conclusion regarding their cause. A 
bacterial origin seems unlikely, since duration is brief and 
sequelae are rare. The cases cannot be regarded, as “ a 
chief manifestation of an infective process" (Lewis, 1946), 
such as acute rheumatism (Evans, 1948). 

Another possibility arises, however, when the group 
simulating cardiac infarction is considered. The most 
likely simulator of a vascular lesion is another vascular 
lesion. In Case 1 there is evidence of activity of temporal or 
giant-cell arteritis, now recognized as a generalized process 
(Cooke et a!., 1946). The possibility has been suggested that 
this may affect the coronary vessels (Cole, 1948) or other 
large vessels [B.MJ., 1949). A reasonable explanation of the 
pericarditis in Case 1 seems to be arteritis of the vessels 
supplying the pericardium — branches of the internal mam- 
mary vessels or descending aorta — producing a pericardial 
infarction. Pericarditis or subepicardial infarction is known 
to occur in some cases of coronary occlusion, so that 
vascular lesions can produce such changes. On the other 
hand, they are not invariable in coronary disease, so that 
the subepicardial muscle derives part of its blood supply 
from elsewhere. The vessels providing the supply may be 
those damaged by the arteritis in Case 1, and possibly in 
“ idiopathic ” Case 2 some chance lesion may also have 
affected them. The rarity of an obvious general cause may 
be due to the fact that when there is generalized arterial 
disease the coronary vessels, exposed to constant and severe 
stresses in unintermittent response to chances in the internal 
and external environment, will fail earlier than the relatively 
sheltered vessels of the pericardium. These, on the other 
hand, may suffer from such diseases of capricious local 
incidence as temporal arteritis. 

Summarj’ 

Two cases of acule pericarditis simulating cardiac infarction 
are reported, one associated with temporal arteritis. Pericardial 
infarction is suggested as a responsible mechanism. 
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ADDENDUM 

Since completing the above a further case has been observed 
and the article by Harrison and Wood (Brit. Heart J., 1949, 11, 
205) has been published. Their'Fig. 9 illustrates development 
of anastomoses via pericardial vessels in coronary artery 
disease, by which means the blood supply of subepicardial 
muscle is presumably maintained. Increase of such pericardial 
anastomoses by talcum insufflation of the pericardium provides 
a rational therapy in coronary disease and has been performed 
on three of my cases, without mortality and with some 
symptomatic relief. 


Medical Memorandum 


Gangrenous Intussusception 

This note records the successful resection of a gangrenous 
ileo-ileal intussusception in an infant of just under six 
months, on the third day of his illness. 

Case Report 

The following pre-operative notes were kindly supplied 
by Dr. Michael Cutler : 

“ I first saw the patient at twelve noon on a Saturday, when 
the mother stated he seemed ‘ grievy ’ and not his usual self. 
He had twice vomited, first at 9 a.m. that morning and again 
about 1 1 a.m. After the operation the mother was again ques- 
tioned and agreed that the child had an attack of screaming, 
with drawing up of the legs and pallor, at or about the time of 
the vomiting. It would appear the attack was neither prolonged 
nor violent, as the mother, an intelligent witness, thought it 
unworthy of mention when first questioned. 

“The first examination was completely negative, except that 
the child looked rather pale. The bowels had not been open 
since the previous evening. I attributed the pallor to a severe 
infection, and fully expected diarrhoea and pyrexia to appear 
in a few hours. I instructed the mother to give 8 fl. oz. (227 ml.) 
feeds of half normal strength three-hourly. I saw the child 
again that evening. By then he had much improved : the pallor 
had gone and there was no more vomiting. For the second 
time I sought in vain for an abdominal tumour. The child 
slept all through Saturday night, and by Sunday morning the 
mother thought he had recovered. The failure of the bowels to 
act was attributed to the small feeds and vomiting. I again 
carefully examined the patient, but could find nothing wrong. 
I instnicted the mother to continue diluted feeds and announced 
that I thought the trouble was nearly over. 1 left the child for 
twenty-four hours, making my next call on Monday morning. 
One glance at the child as I entered the room was enough — 
he was sweating, pale, and obviously very ill. The mother told 
me he had been vomiting severely since Sunday at 9 p.m. and 
there was a foul odour to the vomitus. I again examined the 
child and found no abdominal tumour, but the other signs were 
now conclusive.” 

This is a case of intussusception' unrecognized until the 
third day. The failure in diagnosis is attributed to absence 
of the usual physical sign of blood per rectum, and to the 
striking absence of pain after the first day. There was only 


one attack of screaming, and that was'brief. The vomiting 
was not profuse until 9 p.m. on the second day. The 
apparent recovery early on the second day also contributed 
to the-difficulty of diagnosis. The case exemplifies the need 
for vigilance, as emphasized byJMorrison and Court (1948). 

On admission, the child’s temperature was 100.4° F. (38° C.). 
pulse 144, respiration 28. He looked pale and ill. The abdo- 
men was resistant to palpation, but when the patient relaxed 
a firm, sausage-shaped mass could be felt lying across the right 
lower quadrant, 'fixed with the axis to the right and upwards. 
This mass was deep in the abdomen and did not harden, with 
the pains. This failure to harden was explained by the 
subsequent finding of a gangrenous intussusception. 

Operation. — Dr. A. H. Grace administered ethyl chloride and 
open ether. Pre-operatively a catheter was inserted into the 
stomach -and a quantity of greenish fluid aspirated; the tube 
was kept in place during the operation. A right paramedian 
mid-abdominal incision was made, and revealed some clear 
free fluid. An irreducible, gangrenous intussusception of the 
small intestine was found. This was resected between clamps, 
and an end-to-end anastomosis was performed with two rows 
of interrupted catgut. A small oil-silk drain was inserted into 
the pelvis and left protruding from the wound, which was closed 
in layers. 

The first day after operation the child was very restless, and 
vomited a considerable amount' of green fluid. A catheter 
was passed into the stomach for hourly aspiration. He was 
passing urine normally. Intravenous glucose-saline was adminis- 
tered, and he was given 50,000 units of penicillin four-hourly 
for nine days. During this time the evening temperature 
reached 100-101° F. (37.8-38.3° C.). He received hypodermic 
injections of “ nepenthe ” 1 minim (0.06 ml.) as required, and 
3 ml. of water hourly. On the second day after operation a 
quantity of stale and bright red blood was passed per rectum, 
and a little greenish fluid was withdrawn from the stomach. 
Plasma (200 ml.) was administered intravenously, followed by 
200 ml. of Group 0 blood and normal saline. 

On the third day about 200 ml. of gastric contents were with- 
drawn by hourly aspiration. This was a considerable increase, 
but the patient appeared to be much better in the afternoon. 
The intravenous drip was then discontinued and the bowels 
were opened with a rectal saline. 

On the fourth day the patient was much better. Gastric 
suction was discontinued and he was given glucose by mouth. 
He was passing urine and yellow, loose motions, and he smiled 
for the first time since the operation. 

On the fifth day he was well, and took small amounts of 
milk and glucose solution. 

On the sixth day the wound discharged during the night. The 
child vomited one feed, and the bowels were opened. In the 
afternoon a faecal fistula formed, which closed after five days. 
Sulphamezathlne (sulphadimidine) was given for four days, the 
dosage totalling 3.25 g. After this the patient became apyrexial, 
and his progress has since been uneventful. 

Acknowledgment is due to Dr. J. McMurray for directing the 
post-operative treatment with untiring skill, to Dr. M. Graham, and 
to Sister I. A. Vincent and the nursing staff of the Royal East Sussex , 
Hospital for their loving care, and to Mrs. W. Beaufrere for, her help 
in the arrangement of this account. 

J. A. Kerr, B.Sc., F.R.C.S. 

, Reference 

Morrison, B., and Court, D. (1948). British Medical Journal, 1, 776. 


Professor Frits W. Went, designer and director of the new 
Earhart Plant Research Laboratory in California, said that for 
the first time in the history of experimental biology it was now 
possible to grow plants under a svide variety of rigidly con- 
trollable conditions. All possible climatic factors, such as light, 
temperature, humidity, and gas content of the air, are simul- 
taneously and independently controllable in the laboratorj'. 
which is to be used for experimental work by the California 
Institute of Technology. ' 
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COMMON SURGICAL INFECIIONS 


aspect of surgery is well known, and within sixty pages he 
has managed to include a wide range of authoritative inforina- 
tion. The surgical student whose knowledge of physics is 
deficient or requires revision will find this book admirable for 
his purpose. 

NOR.MAN C. L.ske. 


Clinical Aspects and T reatment of Surgical Infections. By Frank 
Lament Meleney, M.D., FA.C.S. With foreword by Allen O. 
Whipple, AI.D. (Pp. 840 ; 287 figures and 241 illustrative cases. 
£3.) Philadelphia and London: W. B. Saunders Company. 
1949. 

This book is a companion to the author’s treatise on surgical 
infections, and the two volumes form a comprehensive work. 
Dr. Meleney considers the commoner infections in each region 
of the body — the skin, the head and neck, the heart and peri- 
cardium, the mediastinum, the lungs and pleura, the peritoneum, 
and so on— finishing with chapters on surgical septicaemia and 
war wounds. The scope of the book necessitates a considerable 
amount of repetition, and it is difficult to read much of it at 
one time. It is essentially a volume of reference for the 
practitioner to dip into when he is confronted with a difficult 
case of infection in any part of the body. There will hardly 
be any problem on which he will not find some useful word of 
advice, or some illustrative case which may serve as an example 
of what to do or what to avoid. Every practitioner would 
do well to read the account of the case of appendicitis on 
page 417, which so strongly emphasizes that delays are 
dangerous. 

Every section is complete in itself and provides an account of 
the relevant pathology and bacteriology, signs, symptoms, and 
treatment, and a bibliography of the most important books or 
articles dealing with the subject. The author shows a remark- 
able knowledge of the literature, particularly the American, 
English, Canadian, and French journals. The absence of many 
references to German periodicals is probably due to the dearth 
of original work'on the subject in that country during the last 

ten 'years. . . 

Though the book was begun twenty years ago it contains the 
latest work on penicillin and streptomycin, and gives an account 
of an antibiotic called bacitracin, on which the author has 
done considerable research. There is little evidence that this 
substance is better than or even as good as penicillin, and 
it does not appear that it is yet available on any scale ; that 
being the case, it is unfortunate that the drug should be given so 
prominent a place in this record. 

There is so much good in this book and in the companion 
volume that I would suggest the two were made into one small, 
practical manual. This would be of even greater value to the 
busy practitioner. 

ZaCRtRY Cope. 


PHYSICS IN SURGERY 

Physics and the Surgeon. By Sir H. S- Souttar. D.M. bL<^., 

F R.C.S. (Pp. 60. 7s. 6d.) Oxford: BlackT^ell Saentihe 

Publications. 

It is both inherent and axiomatic that surgical, as opposed 
to medical, methods of treatment should be largely physical 
in their nature. Records show that from early times surgeons 
were employing splints, traction, heat, cold, and other measures 
the use of which demanded some acquaintance with physical 
principles. This tendency has increased until the present day, 
when the surgeon is surrounded by complicated machines in 
which modem physical advances are put to practical use. 
Furthermore, he is called upon to use radioactive matenals 
which depend upon atomic nuclear disruption for their bio- 
logical effects. The practical surgeon cannot be expected to 
have a detailed knowledge of the constructional features of 
these machines nor of the mathematical profundities of nuctor 
physics, but at least he should know something of the under- 

Ivine general principles. j- , . a . 

The amount of physics demanded of the medical student is 
not sufficient to cover this field. To remedy the defect Sir H. S. 
Souttar has written this small book, which explains in simple 
language the surgical applications of physics, from elementaiy 
levers to radioactive isotopes. The authors interest in this 


EARLY DIAGNOSIS 

Early Recognition of Disease. Edited by Sir Heneage Ogilvie, 
K.B.E., D.NI., M.Ch., F.R.C.S., and William A R. Thomson, 
M.D. (Pp, 134. 10s. 6d.) London: Evre and Spottiswoode. 
1949. 

This is one of the handbooks in which are reproduced a series 
of articles published in the Practitioner. Two chapters have 
been added, one by Professor Moncrieff on diseases of child- 
hood and the other by Professor Sorsby on diseases of the 
eye. The remaining articles deal with diseases of the heart, 
lungs, nen'ous system, digestive system, blood, kidneys, and 
endocrine glands ; and with orthopaedic disabilities, non- 
specific arthritis in adults, malignant disease, mental disorders, 
and the comph’cations of pregnancy. A wide selection in a small 
compass, and all written by recognized authorities. 

The preface states that “ during the last thirty years a mass 
of data has accumulated concerning the recognition of disease 
in its early stages. Much of this, however, has not found its 
way into the standard textbooks or is not easily available to the 
practitioner or medical student.” For this reason, we are told, 
the book has been published. This is a reflection upon the 
standard textbooks and those dealing with the special branches 
of medirine and surgery. But is it true that these works do 
not contain all the important information available for the 
recognition of disease in the early stages ? Does this small 
book give any information of this character which is not dis- 
"cussed more fully in the standard texts ? Take any subject — 
for example, the early recognition of malignant disease of the 
colon. We are told in this book that it is nec^ap’ to make 
digital, radiographic, and sigmoidoscopic examinations. But 
did we not all know this before ? Are not the standard books 
readily available to students and practitioners in the medical 
libraries and bookshops ? These and similar questions can 
easily be answered by the curious reader who is willing to make 
the necessary comparisons. 

Diagnosis is an art which must be learned at the bedside. 
There is no short cut to the early recognition of disease, and 
failure to make an early diagnosis often depends more on 
lack of care than on lack of knowledge, and on the neglect, 
or apparent inability, of the observ'cr to select and apply 
special knowledge to the individual case. Professor Moncrieff 
has hit the nail on the head when he writes in the concluding 
chapter : “Complete physical examination ... is the real clue 
to the early recognition of disease,” and, “ Skill and experience 
with children is an essential requisite for the early recognition 
of disease.” And this applies to adults also. 

G. E. Beaumont, 

CLINICAL DIAGNOSIS 

Diagnostik durch Sehen und Tasten. By H. Kahlcr. (Pp. 253 , 

illuriraied. 13s. 6d.) Vienna: Sponger. 1949. 

Central European medical literature has a tendency* to ffie 
bizarre rather than the basic, and Dr. Kahler s book on bedside 
methods is therefore welcome. The author was a pupil of 
Chvostek, and the academic pedigree of “ Diagnosis by Sight 
and Touch ” is therefore unexceptionable. The book is 
arranged by regions, and under each regional heading the 
features to be sought or examined are enumerated. 

The pages devoted to methods of examination are relatively 
few and ate unbalanced. For example, in discussing palpation 
of the abdomen the author makes no mention of the every- 
day matter of palpation in children, but finds room for a 
reference to “ the superficial and deep palpation of Hausmann, 
the diaphraemo-inspiratory palpation of Obrastzow, the 
double-handed Riding palpation ^of -Martini ... a sunilar 
procedure of Lejars and Laqueur. 

There are nevertheless many features of interest among 
the descriptions of signs— for c.xample, an account of the 
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mechanism of neck-vein pulsation. But again there are grave 
deficiencies.' The palpation of vocal fremitus and of tracheal 
displacement are both unmentioned. The almost useless section 
on the cervical lymph-nodes does ' not distinguish the various 
groups. The book is most inadequately illustrated, and the 
seventeen photographs show the less common of the subjects 
discussed. The' reader who is in a position to be critical 
may find some interesting gleanings. He may also be pleased 
to take advantage of the extensive bibliography, which gives 
references to many classical descriptions. 

Jeffrey Boss. 

GERMAN MIDWIFERY 

' Lchrbuch der Geburtshilfe. By Professor Heinrich Mardus. 
(Pp^ 1,196; illustrated. M. 72.) Stuttgart: Georg Thieme. 

Martius’s Textbook of Midwifery is a typical German work, 
with excellent paper and print. The illustrations are adequate 
and' good ; many of them are familiar and have been copied 
from those already well known in Germany, and others 
resemble the illustrations found in De Lee and Greenhill. 
Professor Martins has a great reputation for ingenuity in 
illustrations, and the new diagrams are of the same high level 
as those found in his textbook on gynaecology. There are 
relatively few references to original papers, a disappointing 
omission in a volume of this quality, which will surely rival 
the works of Stoeekel and Guggisberg. 

This review is a convenient opportunity to point out the 
wide divergences between German obstetrics and the practice 
in the United States and Great Britain. In Martius’s book 
there is no evidence whatsoever of the influence of progress 
in antenatal care upon German midwifery. If is difficult to 
understand why German obstetricians have persistently 
neglected antenatal supervision and have ignored the great 
contributions made in the subject in this country. As a 
result this textbook is entirely different in style from modern 
British publications. Moreover, little attention is paid to the 
problems of the Rhesus factor, and the description of con- 
tracted pelvis is likely to be severely criticized both in the 
United States and in Great Britain. The book has the usual 
German emphasis on malformations of the foetus and upon 
rare deformities of the uterus. The German means of con- 
trolling post-partum haemorrhage are well illustrated, and it is 
interesting that the methods have never found favour here. 
In Germany and Central Europe Martius’s book will have a 
wide appeal, and the author is to be congratulated on his 
industry and his great power of expression. 

Wilfred Shaw. 

IMMUNITY TO SYPHILIS 

* Racial Variations in Immunity to Syphilis. A Study o£ the 
Disease in the Chinese, White, and Negro Races. By Chester 
North Frazier and Li Hung-Chiung. (Pp. 122, 14s.) Chicago : ' 
Unuersity of Chicago Press. London: Cambridge University 
Press. 

Both the main title and the subtitle of this little book are 
misleading, for little is said about true immunity, and, although 
the study includes Chinese, white, and nego males and females, 
it only refers to selected groups of the populations of Peking 
and Baltimore. A comparison of these three groups may, as 
the authors admit, be prejudiced by the fact that the Peking 
group were probably undernourished and short of vitamins, 
whereas these factors were unlikely to apply to the Baltimore 
groups, either white or negro. Not only are these groups 
cornpared, but the two sexes also, a matter of some importance, 
as it is generally agreed that syphilis is a milder disease in 
the white woman than in the white man. Possibly the most 
important point to emerge from this study is that syphilis in 
the tnale Chinese assumes very much the same pattern as it ' 
does in the white woman ; this agrees with the general make-up 
of the Chinese people, which is more related to that of the 
female than the male. Of the various manifestations of the 
disease the Chinese are particularly susceptible to acute 
meningitis, to skeletal lesions, and to skin lesions in the 


secondary stage, but are much less prone to late neurosyphilis 
than the other groups. On the other hand, the negro is more 
commonly affected by cardiovascular syphilis, especially in the 
form of aneurysm. These authors conrider that all the evidence 
is against the concept of tropism in so far as dermotropic and 
neurotropic strains of Treponema pallidum are concerned. 
Within its sphere the book is full of interest, but the student 
of syphilis would have appreciated information about more 
races, more areas and climates, and more forms of spirochaetal 
infection such as yaws, bejel, and pinta. So little is known 
about syphilis in China that detailed information on congenital 
•syphilis in that country would have added much to the value 
of the study. There are 27 tables containing a mass of statistical 
detail, 13 figures, and an ample bibliography. 

' T. E. OSXtOND. 

ADVANCES IN PUBLIC HEALTH 

Modern Trends in Public Health. Edited by Arthur Massey, 
C.B.E., M.D., D.P.A., with 23 Contributors. (Pp. 581 ; illus- 
trated. £2 10s., plus Is. 6d. postage.) London : Buttenvorth. 
1949. t 

At a time when the duties of local authorities in relation to 
public health have been radically altered by the law. Dr. Massey 
has performed a valuable function in producing this useful 
volume. The twenty-three papers are by persons well versed 
in the particular aspects of preventive medicine they discuss. 
The objection to this form of publication is that a certain lack 
of balance is inevitable, and the reader must endeavour to 
assess the relative importance of the numerous subjects that 
these papers cover. 

The manner in which public health must be integrated with 
other forms of social endeavour is laid down by . Professor 
‘Crew in the section headed “Future of Social Medicine,” 
which is contained in the chapter with the arid title, “Social 
Medicine as an Academic Discipline,” I was disappointed, 
however, to find in this section no reference to family life 
as the, basis of personality. Dr. Odium has contributed an 
excellent article on the mental health aspects of public health, 
and W. Edwards has written an equally good discussion on 
the contribution of preventive medicine to general practice. 
Individual subjects are discussed authoritatively, as in Fraser 
Brockington’s informative article, “Nutrition and Public 
Health,” and Tattersall’s section on tuberculosis. Tattersall 
rightly gives an early place to the value of B.C.G. ' vaccine, 
about which be states that “an officially sponsored supply of 
the vaccine is expected to be available for selected groups of 
patients in the near future.” Professor Cruickshank’s “ Recent 
Laboratory Contributions to Public Health ” is a valuable sum- 
mary. Taul’s account of day nurseries will, I fear, leave 
doubts whether the staffs of these units are always capable 
of carrying forward Margaret Macmillan’s work. 

C. O. Stallybrass. 


SEXUAL INVERSION 

The Invert and his Social Adjustment. By “ Anomaly.” With 
an introduction by R. H. Thouless, M.A., PIi.D. Serond 
edition. (Pp. 290. 8s. 6d.) London : Bailliere, Tindall and Cox. 
1948. 

The first half of this book is a reprint of a work published in 
1927. It was widely appreciated as an authoritative discussion 
of the personal problems of the male invert and as a portrait 
of a fine man with exceptional literary gifts. The' “ sequel ” 
now added records some changes of opinion and discusses 
broader questions such as homosexuality as an instrument of 
political blackmail, as a theme in literature, and as a pheno- 
menon in prisons, internment camps, and the Services. The 
author is an invert (though not a medical man), and his 
observations now extend over nearly fifty years. 

The author accepts the Roman Catholic rule that “ the sex 
impulse can be licitly indulged only in marriage, and then only 
without interference with the natural physiological conse- 
quences.” This does not invalidate his discussion, and the 
existence of other viewpoints is recognized. The author think.s 
that the wisest course for an invert is complete abstinence from 
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any form of sexual relation, even platonic. He knows that this 
is counsel of perfection, and thinks that legal penalties should 
attach only to actions corresponding to those for which normal 
men are punished. 

The frequency of inversion has probably been exaggerated 
through failure to distinguish it from bisexuality, and the author 
estimates that the perceniage of inverts in the male population 
is not more than five. This figure may seem high, but lower 
estimates may be due to lack of skill on the observer’s part. 
The author found no evidence for the opinion that seduction 
plays a significant part in causing inversion — an opinion reminis- 
cent of the attribution of tumours to ‘trauma. Of his more 
recent findings, perhaps the most interesting is that sexual 
attraction between inverts is extremely rare: a male invert 
almost invariably desires that his “mate” shall be a com- 
pletely normal man. The conclusion drawn is that “ all psycho- 
sexual attraction is essentially heterosexual.” The book leaves 
no doubt that sexual inversion is wholly involuntary or that 
most inverts — like most normal men — try to live decent and 
useful lives. 

This work will be helpful to specialists, whose knowledge of 
inversion may be based solely on clinical experience. To general 
practitioners — and indeed to all who have to deal with young 
people — it will be invaluable. 

Ravmoxd Whitehead. 

DELINQUENT CHILDREN 

Children in Need, By Melitta Schmideberg, M.D.fBerlin). 

Introduction by Edward Glover, M.D. (Pp. 196. 12s. 6d.) 

London : George Allen and Unwin. 1949, 

Another book on the difficult and delinquent child seems 
superfluous, but this volume, by an experienced worker at 
the Institute for the Scientific Treatment of Delinquency, is 
well worthy of study. It supports the familiar theses that 
home is best, foster parents are better than institutions, and 
that institutions (if they must be used) should be small, 
humanitarian, and staffed by intelligent and sympathetic 
trained people. The author stresses that reports of com- 
mittees, laws, and regulations do not necessarily achieve all 
that is wanted, though they may be steps in the right direction. 
She points out that even now there is too little recognition 
of the needs of individual children, and loo great a tendency 
to move children to an institution as the easiest course. The 
trouble and money might be better employed improving the 
child's home, to which he will probably have to return even- 
tually. Institutions are in many cases too Victorian in outlook 
and organization, as they were often founded by charity with 
the object of uplifting the lower classes and imposing a patron- 
izing and highly. religious atmosphere on the inmates. 

If a child cannot be kept at home the parents can be helped 
and taught so that the child can return at the earliest possible 
moment. Earlier and more effective psychological treatment 
cf the child is urgently necessary, and proper training — not 
merely laundry work and scrubbing floors — should be given to 
the adolescent to fit him for a worth-while job when he 
returns to the world. 

The author has her prejudices — for example, against public 
schocls, which she looks at too much from' the neurotic child's 
s'cwpoint — but she presents her case in an interesting and 
persuasive way which may convince readers that, in spite of 
improvements and plans, all is not yet well in the management 
of delinquent children. 

R. G. GoRnov. 


It is good to see the publication of French clinical lectures again. 
Dr. H. Grcnct is already well known for his contributions in this 
stvic, and his new edition of Conferences Ctiniqucs de ytedeeine 
Inla'niilc (pp. 275; illustrated; no price; Paris: Vigo: Frercs; 1949) 
provides a good opportunity for offering a new welcome to an 'old 
friend. Fourteen lectures are included, mostly about disorders of 
the newborn or young infants. The cases chosen as illustrations 
are graphically described, and the discussions arc interesting and 
practical. DilTcrcnccs from British teaching are not diflicult to find 
—for example, the discovery of a tumour in congenital pyloric 
stenosis is not regarded as important. But it would be a dull -world 
it all physicians agreed, and it is stimulating to read passages with an 
approach completely different from the traditional British one. 
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PAVLOV AND CONDITIONED REFLEX^ 

In the opening pages of this issue Professor E. D. 
Adrian describes tlie life and work of Ivan Petrovich 
-Pavlov, who was bom on September 14, 1849. It 
is perhaps not common knowledge that Pavlov was 
already world famous as a physiologist and the reci- 
pient of a Nobel prize for his work on the processes 
of digestion before he became seriously engaged in his 
researches on the conditioning of innate reflexes — work 
which was to extend his fame far beyond the physio- 
logical and even the scientific world and to become the 
subject of often bitter controversy among philosophers, 
moralists, and educationists. Professor Adrian has 
sketched from his own memories some of the personal 
qualities of this great figure. All who had met him 
speak of his sincerity, energy, and enthusiasm and his 
strenuous adherence to the truth as he saw it. Under 
the Tsarist regime his professional career was ham- 
pered at times by his uncompromising criticism of 
policies which he thought wrong. The confirmation of 
his appointment as professor of physiology in the Mili- 
tary Medical Academy at St. Petersburg in 1895 was 
held up for two years, largely because he made quite 
plain his disagreements with the Academy’s Rector. 
After the revolution the Soviet Government, it is said 
owing to the personal intervention of Lenin, gave every 
support to Pavlov’s work, but this did not deter him 
from voicing his disapproval of what he thought were 
its faults. In scientific work he was equally outspoken, 
but, since he applied the same thorough criticism to 
his own past work as to the work of others and was 
generous in his appreciation of sound results wherever 
obtained, his vehemence made few enemies. It may be 
that in the future more attention will be paid to some 
of his earlier researches and that the method of condi- 
tioning stimuli and the facts elicited therefrom will be 
judged more important than the behaviourist “philo- 
sophy ” others have based on these experiments, but it 
can hardly be doubted that his work on conditioned 
reflexes will have a permanent place in the history of 
human thought. 

^ Pavlov, I, P., Lectures on Conditioned Reflexes^ 1928, London. 

- Animal Intelligence^ 1898. New York. 

® Behavior. An Intrcduction to Comparative Rsyckolosy* 1914, New York- 

* A Study of the Knee Jerk, 1902, PhJO. thesis. University of Philadelphia. 


The basic facts of the conditioned reflex are 
now a part of elementary biological education. All 
Pavlov’s own work was done on dogs, and much of- it 
with the salivatory response.^ Food placed in the 
animal’s mouth produced a flow of saliva (uncondi- 
tioned reflex) : if placing food in the mouth was con- 
stantly associated with some other stimulus, this stimulus 
alone would after a time cause salivation (conditioned 
reflex). The associated or conditioned stimulus could 
be a constant property of the food (for instance, its 
smell or appearance at a distance) ; something less 
intrinsic, such as the dish on which it was placed or 
the sound of that dish being filled,; or it could be some- 
thing quite artificial, such as the ringing of a bell or a 
flash of light. Pavlov’s interest was directed to the 
study of stimuli in this last group, to which the term 
“ conditioned reflex ” generally refers. In reporting his 
earlier results Pavlov wrote, “We see here facts which 
. . . seem to imply intelligence,” and for over 30 years 
he and his associates investigated and elaborated these 
facts. They insisted on the study only of observed and 
verifiable physiological responses to the stimuli they 
applied, and they denied the need for any speculation 
on the animal’s subjective state. Pavlov himself only- 
applied his findings to man in the most general terms, 
though he was hopeful that the method might bring 
for\vard useful facts for human psychology ; he certainly 
claimed that it was one which made possible a physio- 
logical approach to “mental” phenomena. 

Such an approach was clearly indicated in the study 
of animal behaviour and the investigation of “intelli- 
gence” in animals which was taking place at the turn 
of the century, particularly in the United States, where 
Thorndike’s" work acted as an incentive. Moreover, 
it had attractions for the growing school of human 
psychologists who were in revolt against the arid “ intro- 
spectionist” attitude and were in search of a psycho- 
logy based on the study of behaviour “without the 
terms consciousness, mental states, mind, content, will, 
imagery, and the like.” Both the methods and the 
implications of Pavlov’s work appealed to J. B. Watson,^ 
who, trained in the study of animal psychology, now 
attempted to analyse human conduct in the same way. 
The principles of the conditioned reflex thus became 
a mainstay to the behaviourism which Watson elabo- 
rated. This extremely limited conception of the springs 
of human conduct, which formally denies the existence 
of sensation, feeling, and thought because they 
give rise to no direct observable behaviour and then 
has to employ the quibble of a “verbal report” to 
admit them — speaking being observable behaviour— 
has only a very tenuous connexion with Pavlov’s work. 
But the latter continues to possess great potentialities 
for the physiological analysis of adaptive behaviour. 
Its findings are on a different plane from those of 
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introspection, and it seems unnecessary to try to oppose 
the tw'o. It is interesting that one of the earliest obser- 
vations on conditioning was made by Twitmyer* on the 
human knee-jerk before Pavlov’s -main work was under 
way. He reported that this reflex became conditioned 
to a sound which would then evoke it rvithout any 
stimulation of the patellar tendon. The subjects actu- 
ally made “introspective reports” of the experience, 
and there was apparently no conscious volition or anti- 
cipation of the reflex jerk, so that in this case at any 
rate the conditioning must have occurred in a different 
part of the nervous system from that in which con- 
scious adaptive behaviour takes,place. 

So far Pavlov’s work seems to have less application 
to clinical medicine than have the results of other con- 
temporary neurophysiological studies. The researches 
of Sherrington, of Adrian himself, and of many others 
now working along lines indicated by these pioneers 
frequently elucidate the problems encountered in a 
neurological clinic, but it is quite unusual to formulate 
a case in terms of conditioned reflexes ; even in psychia- 
tric practice such a formulation is rarely made in this 
country. The idea of conditioning stimuli, especially 
in the emotional sphere, is inherent in much modem 
psychiatry, but formal behaviourism seems on the 
wane. Nevertheless, the harvest of Pavlov’s work will 
not be complete until the facts his method is still 
accumulating can be satisfactorily related to the 
physiology and anatomy of the nervous system. When 
that is achieved -neurophysiology and neuropsychi- 
atry wfll both have gained information of fundamental 
importance. 


FREEDOM FROM WANT 
Freedom from want was one of the results which Presi- 
dent Roosevelt hoped that peace would bring. Most 
educated people, however, are now aware that, unless the 
production of food is increased at a faster rate than that 
of the world’s population, attempts at social improve- 
ment are not likely to succeed. The elements of the 
problem are simple: world population is increasing at 
the rate of at least 20,000,000 people a year, an aver- 
age of two every three seconds. The two may well 
become three or more as science advances, social ser- 
vices improve, and bodies such as the World Health 
Organization become fully operative. Although some 
areas are relatively empty, others are already over- 
populated, and it is just in these areas, such as the West 
Indies, that the population increase is of the order of 
2% per annum. If world food supplies are not pro- 
aressively increased, if the growth of population is not 
slowed down by control of births, or if mass migration 
does not take place, then one or more of Nature’s checks 
will be automatically applied in the form of famine. 


war, or epidemic disease. If freedom from rvant is to 
be attained, much more than the application of the 
natural sciences to food production will be required: 
superstitions, religious scruples, racial customs and pre- 
judices — ^based often on the unconscious and irrational 
— are as important as, perhaps more important than, 
economics and politics. 

It is not surprising that some bewilderment e.xists 
at the present time. On the one hand the Royal 
Commission on Population' has no hesitation in recom- 
mending that a replacement size of family is desirable 
in Great Britain, though it finds it by no means easy 
to weigh the factors entering into its conclusions ; 
“imponderable” elements in the situation are at least 
partly responsible for this. On the other hand the 
example of an island such as Malta may be cited, where 
unless food or money is poured in from abroad or 
large-scale emigration is encouraged the present popu- 
lation cannot be supported. Many, too, wDI have read 
with some alarm such works as Oiir Plundered Planed 
or The Road to Survival^ 

In these circumstances Sir John Russell’s authoritative 
review of the problem in his presidential address to the 
British Association on August 31 at Newcastle-upon- 
Tyne is of particular interest Expansion of the world’s 
food supplies depends, he believes, on extension of the 
food-producing areas, more intensive cultivation of the 
areas already used, and reduction of the present heavy 
wastes and losses. The food-producing areas repre- 
sent at present an average per person of about one 
acre and a half, whereas if all the “ climatically suited ” 
areas were under cultivation there would be about five 
acres for every person. Agricultural science is now in 
a position to convert much marginal land into good 
farm land, and with control of pests and disease among 
plants and animals, destruction of weeds, and increased 
use of fertilizers there is every possibility of producing 
far more food than at present Then, too, recent inves- 
tigations have shown that only the best stock need be 
used for breeding. Artificial insemination from sires 
of good stock is now regularly practised, but there 
is evidence to show that fertilized ova from a particular 
mother can be artificially implanted into the uteri of 
other cows. One cow could thus become the mother of 
75,000 calves. Unfortunately Sir John Russell scarcely 
touches on the human side of the problem, beyond the 
reminder that food wfll not be produced by the more 
advanced nations merely from a sense of duty. If 
Western standards of food are required by less advanced 
peoples they must also use Western standards of restraint. 

iRcrcn of Royal Cosniissica on Population- (Qnd- 7695.) London; 

See loading ankle ta Brisish Mediail Jcrjrr.cl, 1949, 1. 1 127. 

• Osborn. F., 0«r 194S. London; Faber and Faber. 

• Voigt, W., Ths Rood to SurtiraU 1^9. London; Motor GoILtno^ 

• Frfsdjsn from Wert, a sjmpocnm edited for the A^erkan Assocatica for 
the Advaecentent of Science, by ^ E-DtTcrk, 1945. Waltham, Mass.: Cbrcniaa 
BotanicaCoi 

• £riJU, ca dsPEiLtcatior, 1762, Paris. 
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.Another useful contribution on this,subject is a sympo- knowledge will not cease, with this current fiscal' or 


Slum of the American Association for the Advancement 
of Science.^ Agricultural experts and economists have 
shown that by using our present cultivated lands more 
efficiently and by bringing certain new lands into use 
it would be possible to double the world’s food produc- 
tion by 1960. This would mean that more of the red 
and lateritic soils of the Tropics and sub-Tropics, which 
together constitute 19% of the earth’s surface, would 
have to be used. That this task is none too easy has 
been shown by the difficulties of growing even ground- 
nuts and sunflowers in Tanganyika. Nevertheless in the 
U.S.A. the increase in rice per acre has been almost 
unbelievable, and an increase of only 10% in yields in 
China and Burma would supply food for some addi- 
tional 58,000,000 people. The professor of economics 
at Harvard, Dr. J. D. Black, emphasizes the fact that 
as undeveloped communities modernize their economics 
their populations, while initially rising, soon begin to 
fall. Japan is now rapidly passing through such a cycle. 
However, even the rate of decrease in the birth rate of 
Japan is not rapid enough by itself, and the real demo- 
graphic need of Asia and also of many areas in Africa 
and the West Indies is to devise ways by which the 
diflffision of the small family pattern may be quickened 
among peasant populations. H. R. Tolley, the Director 
of Economics and Statistics of FAO, puts his finger on 
one of the crucial difficulties : “ If a particular nation 
needs food imports exporting countries must expand 
their output to meet this demand. Simultaneously the 
importing nation must boost its production of other 
goods to trade for the food it imports.” Unfortunately 
he does not explain what other goods the African' 
peasant, armed with a hoe, can possibly supply to 
exporting countries such as the U.S.A., where good 
imitations of everything down to a Camembert cheese 
are already available. 

Although so far no practicable crop or cropping sys- 
tem has been found for restoring to the soil either the 
depleted nitrogen or the organic materials which are 
slowly but surely lost as a result of constant cultivation, 
nevertheless the Director-General of FAO believes that 
civilization can reach safety : it need not succumb in the 
desperate struggle of too many people trying to live on 
too limited resources. Prophecy is of course dangerous. 
Writing in 1762, at the very dawn of the industrial 
revolution, Jean Jacques Rousseau,® no foolish observer 
of the contemporary scene, could solemnly declare that 
in a few years’ time Europe would be depopulated, a 
desert inhabited by wUd beasts. ' In 1898 Sir William 
Crookes, at a meeting of the British Association in 
Bristol, asserted that by 1930 the world would be starv- 
ing. Both these prophecies failed to come true for 
reasons quite unforeseen by their authors. One reason 
for controlled optimism is that the growth of scientific 


calendar year. Fungi and bacteria, for instance, synthe- 
size not only antibiotics but vitamins and amino-acids. 
It may be that in the course of time the discovery will 
be made that if given the right encouragement they 
could produce something much more substantial. 


PENICILLIN-RESISTANT STAPHYLOCOCCI 

Although it has been known for eight years, that 
staphylococci can be made in vitro to acquire a high 
degree of resistance to penicillin, strains possessing such 
resistance were very rarely encountered in patients 
during 'the earlier part of this period. They then began 
to be found, chiefly in patients who had undergone 
treatment with penicillin, and it was at first supposed 
that the' strains concerned had aequired resistance by 
the same meehanism as that which had already been 
shown to operate in vitro. It was chiefly owing to the 
work of Spink and Ferris^ ’ that the existence of two 
kinds of resistant staphylococcus came to be recognized. 
The artificially resistant, which can be produced in the 
laboratory, has apparently little or no counterpart in 
the clinical field, and is in any case of little practical 
importance owing to its diminished virulence. The 
naturally resistant type, on the other hand, is fully 
virulent and owes its resistance to its property of form- 
ing penicillinase, an enzyme which destroys penicillin. 
It is this type which is found in patients whose treat- 
ment has failed, and is now also being encountered with 
increasing frequency in infections of many kinds, often 
before any treatment has been given. 

The most definite and perturbing infomation about 
the recent behaviour of these staphylococci is that 
obtained by Dr. Mary Barber as the result of observa- 
' tions made at the Hammersmith Hospital ; she found 
that the frequency of occurrence of such resistant strains 
was in three successive years 14, 38, and 59%. It 
seemed probable that cross-infection within the hospital 
accounted at least in part for this increase, and subse- 
quent studies on out-patients have shown that among 
them the frequency of resistant strains is much lower. 
The importance of this distinction is confirmed else- 
where in this issue by Dr. G. B. Forbes, who studied 
strains from both in-patients and out-patients at the 
same hospital and showed that resistant strains were 
over five times as common among the former. He also 
found that 23 out of 50 ward nurses were nasal carriers 
of resistant pathogenic strains, a fact which must have 
an important bearing on the occurrence of infections 
due to such organisms. One comment which must be 
made on such observations is that the wearing of masks, 

1 Science, 1945, 102. 221. 

ij. cltn. Invest., 

5 Bellamy, W. D., and Klimek, J. W., J, Bacl., 1948, 65, 153. 
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and various other precautions, some of which have been 
introduced or at least modified with a view to greater 
efficiency within the past ten years, seem not to be 
having aU the effect they should. 

A further contribution to the study of this subject by 
Drs. Mary Barber and J. E. M. Whitehead also appears 
in this issue. It is concerned with staphylococci from 
100 patients, in 24 of whom resistant strains only were 
found and in a further 11 a mixture of resistant and 
sensitive strains. Again, in-patients yielded resistant 
organisms more often than out-patients, though the- dif- 
ference is much less. The findings of chief interest are 
those resulting from phage typing. This method of 
identification was applied to the pairs of cultures 
isolated from the 1 1 patients having both resistant and 
sensitive organisms. Though the results are incomplete 
owing to the fact that some cultures could not be typed. 
It appears that in only one patient was the phage type 
of both organisms the same. Still more significant are 
the findings when phage typing was employed not only 
for all the resistant strains isolated in this study but for 
further strains obtained in five other hospitals, 140 in 
all. Of these as many as 85 belonged to a single phage 
type and 21 to another, about five typable strains 
remaining which were assigned to other tjpes. This 
evidence points to selection as the major factor in caus- 
ing the increasing prevalence of resistant organisms ; 
most of these, in the London area at least — so far as 
the hospitals where this investigation took place may 
be regarded as representative — belong to a single t>pe 
which must originally have been rare and has fiourished 
in a penicillin-saturated hospital environment which has 
tended to eliminate other and sensitive types. The 
possibility that resistant variants may arise by mutation 
cannot be excluded, and is indeed suggested by the 
obsers'ation that organisms of the same phage type may 
belong to either category, but the fact remains that 
such a change cannot be induced in vitro except at an 
extreme stage of habituation, when the organism has 
become almost imrecognizable owing to the profound 
changes in its morphology and metabolic behaviour." 

Drs. Barber and Whitehead also discuss the quanti- 
tative assessment of resistance, pointing out that the 
heaviness of the infection has also to be taken into 
account in deciding whether a given concentration of 
penicillin will arrest the growth of an enzyme-forming 
staphylococcus. Since this cannot well be determined 
(except perhaps by quantitative blood culture in a case 
of septicaemia) the practical advantage of detailed infor- 
mation about the organism in any given case is doubt- 
ful. The most useful conclusion to be drawm from these 
studies is that only a much more vigorous campaign 
against cross-infection can prevent the frequent occur- 
rence of infections which may be very difficult to treat 
effectivelj’. 


MYXOEDEMATOUS MADNESS 
Every physician of experience must be able to recall at 
least one instance in which he failed to recognize that a 
patient was suffering from myxoedema. He will be able 
to remember his dismay when his error was pointed out 
and his astonishment that such an obvious diagnosis should 
have eluded him. In the out-patient department it is a 
commonplace to see patients whose appearance clearly pro- 
claims this malady but in whom it has been unrecognized 
for years. It is curious that a disease which leaves its stamp 
so clearly on the patient’s face should pass undetected, but 
the truth of these assertions is once more borne out by 
Dr. R. Asher’s paper on m>'xoedematous madness in this 
number of the Journal. Of his 14 patients, seen within 
four years, at least 9 were admitted to hospital without the 
diagnosis of mjTcoedema having been suspected. 

Dr. Asher’s report is naturally concerned with patients 
in whom mental sjuaptoms were dominant, but his illustra- 
tions show that the characteristic myxoedematous facies 
was not lacking, and he has performed a useful sersice in 
drawing attention to a feature of this disease which is 
obviously co mm on but not widely appredated. The type 
of psychotic reaction varied : apathy, confusion, and 
mental retardation were the rule, but hallucinations were 
common, and eight pau’ents had delusions of persecu- 
tion. This- inconstant pattern gives some support to the 
suggestion that myxoedema reveals latent psychotic poten- 
tialities and does not induce a “ specific ” psychosis. The 
paranoid characteristics have frequently been remarked in 
the past, and, indeed, the mental symptoms are of the same 
nature as those of senile deterioration. The effects of 
cretinism on mental development are well known, and it 
is the more remarkable that these aspects of mjxoedema 
should suffer such neglect in the textbooks, even in those 
devoted to psychiatry. That one of Asher’s pau’ents had 
received the label of “ paranoid psychosis ” from an 
experienced psychiatrist may explain, but carmot excuse, 
the general ignorance of myxoedematous madness. The 
author rightly says that the fault lies in failure to recognize 
myxoedema rather than the psychosis which accompanies 
it. To remedy this defect he gives simple directions, ending 
with the statement, to which all will subscribe, that the only 
way to make the diagnosis is to know what a myxoedema- 
tous patient looks like, and the only way to learn this is to 
see one. He has found a raised blood cholesterol a useful 
guide, and the value of his “ photographic test ” is well 
illustrated in his article. All physicians will not have 
shared his experience of having seen cases of myxoedema 
with a raised basal metabolic rate. 


OPHTHAL>nA NEONATORUM 
In papers’ - published in this Journal in 1942 and 1944 
Professor Arnold Sorsby and his associates drew attention 
to the xalue of the sulphonamides in the treatment of 
ophthalmia neonatorum. In a series of 258 cases treated 
at \\'hite Oak Hospital they reported that with an initial' 
dose of 0.25 g. over 85% were cured within eight days. 
With penicillin a further adrance was made. In an early 
study in 1945 Sorsby and Hoffa’ reported only indifferent 
results with penicillin eye drops in concentrations of 500, 
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1,000, and 1,500 units per ml., but distinctly better results 
—21 recoveries in a total of 22 cases — when the concentra- 
tion was increased to 2,500 units per ml. The drops were 
instilled at half-hourly intervals for the first three hours 
and then at hourly intervals for 24 hours. The results as a 
whole were similar to those obtained with the sulphon- 
amides. Subsequently Sorsby^ recorded a series of 38 
cases with only two failures ; the treatment in this series 
was more intensive, the drops being instilled at intervals of 
5 minutes. Clinical cure could be obtained in this way in 
a matter of hours, this being as great an improvement over 
the sulphonamides as these in turn were over the older 
methods. When the concentration of the penicillin was 
increased to 10,000 units per ml, and the frequency of instil- 
lations to one every minute for the first half-hour,' the 
appearance of pus ceased in most cases within half an hour 
and clinical cure was achieved within 24 hours.® Massive 
intramuscular injections of penicillin also gave good 
results. 

These studies established the systemic administration of 
sulphonamides and the local application of penicillin as 
alternative methods of treatment of ophthalmia neona- 
torum. Sulphonamide therapy has the advantage of being 
simpler in use, but treatment with penicillin brings about 
the more rapid cure. Both methods are effective not only 
against gonococci but against staphylococci, diphtheroids, 
and all the other common organisms found in ophthal- 
mia neonatorum, and an unexpected finding was that both 
cured the type of ophthalmia neonatorum caused by a 
virus. This is important, since the gonococcus, far from 
being the exclusive cause of ophthalmia neonatorum, is 
now not even the most frequently found causal organism. 
Both staphylococcal and virus infections are considerably 
more common ; Sorsby and his associates have found the 
gonococcus responsible for the infection in less than 20% 
of the cases in their recent studies. Clinically there is litQe 
to distinguish between the different varieties of ophthalmia 
neonatorum : all may be mild, moderate, or severe infec- 
tions, and the one substantial difference is the incubation 
period. When caused by bacteria, the symptoms come on 
within the first five days of life, but with a virus infection 
they do not usually appear until the sixth to tenth day. In 
each group there may, however, be cases that do not con- 
form to these incubation periods.* While the sulphon- 
amides appear to act equally effectively on all the causative 
organisms, penicillin is least active in virus infections, 
especially if adequate concentrations are not used. 

In this issue of the Journal Sorsby and Kane report a 
further study of 151 cases, the object of which was to 
eliminate relapses. They point out that an unsatisfactory 
response is not the same as a bad result : in not a single 
case in their experience has the response to sulphonamide 
and to penicillin been so poor that anxiety has arisen about 
the state of the eye, and some of the cases classified as 
relapses might well have been cases of reinfection. Their 
bacteriological findings confirm that ophthalmia neona- 
torum is caused by a number of organisms. When the 

• British hMlcal Journal, 1942, 1, 323. 

5 Ibid., 1944, 1.353. 

’Ibid., 1945, 1 . 114. 

’Ibid., 1945, 1. 903. 

’ Sonby, A., ibid.. 1947, 2, 322. 

f J- Obstft. Cyrjsfc. Brit. Emp., 1947. 54. B41 . 

■ — — Ophthalmia Neonatorum, 1945. London: Hanmh Hamilton. 


initial dose of sulphonamide was increased to 0.5 g. the 
proportion of cases in which a clinical cure was achieved 
within 1-^3 days rose to 68.4% ; this compared with 39.3% 
after an initial dose of only 0.25 g. The authors were 
not able, however, to reduce the frequency of the relative 
failures, but there was some indication that with sulpha- 
merazine, used in 24 cases, the frequency of poor responses 
declined. Penicillin given by mouth alone or combined 
with intramuscular injections proved disappointing — the 
results were distinctly inferior to those following intra- 
muscular injections of large doses alone. Likewise no 
advantage was gained by the combined use of penicillin and 
sulphonamides. Further investigation is required to deter- 
mine the best type of sulphonamide to use in the higher 
dosage now advocated, and to find a less tedious method of 
penicillin treatment than instillation of drops at intervals of 
one minute — a procedure trying both to the infant and the 
nurse. 

There are still about 4,000 cases of ophthalmia neona- 
torum notified each year, and in many of them the danger 
of blindness is still real. That there has been a great reduc- 
tion in the incidence of ophthalmia neonatorum can hardly 
be doubted, but the fact that of late years there has been 
no^ definite decline is a sign that existing methods of prophy- 
laxis are unsatisfactory. The system of prophylaxis asso- 
ciated with the name of Credd has two components, aseptic 
and antiseptic.^ Prophylaxis by antisepsis — namely, dis- 
infection of the conjunctiva by a drop of silver nitrate— 
is probably of little value. On the other hand prophylaxis 
by asepsis — antenatal treatment of the mother by the Cred^ 
toilet to prevent infection from entering the eye of the new- 
born baby — is valid by present-day bacteriological concepts. 
The persistence of ophthalmia neonatorum therefore raises 
the question whether obstetricians are as alive to the pos- 
sible danger of the many varieties of antenatal infection in 
the mother as. they are to the considerably less common 
danger of maternal gonorrhoea. Prevailing views on the 
aetiology of ophthalmia neonatorum must be revised if the 
condition is to be eliminated. 


WHOOPING-COUGH AND BRONCHIECTASIS 

Bronchiectasis commonly arises during the first few years 
of life, the symptoms dating from an acute respiratory 
infection in early childhood. In the majority of such cases 
pulmonary collapse has occurred. It is known that when 
a segment of lung collapses the bronchi in that segment 
dilate ; unless early re-expansion takes place both the col- 
lapse and the bronchiectasis become irreversible. Because 
of the narrow lumen of their bronchi children are more 
susceptible to lobar or segmental collapse than adults, and 
collapse occ.urs in such conditions as simple catarrhal bron- 
chitis,^ primary tuberculosis," and whooping-cough. As 
many of these episodes of collapse are unrecognized or pass 
under the clinical sobriquet of “pneumonia,” it is diffi- 
cult to determine which diseases of childhood are the 
most frequent precursors of bronchiectasis, but it is widely 
believed that whooping-cough is the commonest cause. 
A history of whooping-cough is found in approximately 
10% of cases of bronchiectasis in children,® and a sh'ghlly 
higher proportion is found in children with collapsed lower 
lobes.'* 
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Although pulmonary atelectasis in whooping-cough was 
described in the middle of the last century,^ ' the frequent 
occurrence of this complication has only recently been 
recognized. The main reason for this is that segmental 
pulmonaiy collapse can be diagnosed with certainty only 
from clear radiographs taken in both antero-posterior and 
lateral planes ; these may be difficult to obtain in sick 
children, since reliance must often be placed on portable 
x-ray apparatus. In 1944 Kohn and his colleagues' investi- 
gated 222 children with whooping-cough by taking radio- 
graphs at weekly intervals throughout their illness. It was 
found that the incidence of pulmonaiy complications varied 
directly with the severity of the illness, and in 86.6% of the 
children considered to be seriously ill the radiographic 
appearances were abnormal at some stage of the disease. 
Most of the shadows seen on the x-ray films were due to 
collapse, the right middle lobe being most often affected, 
and they were usually transient In no case was there 
radiological evidence of collapse caused by lymph-node 
enlargement — a finding which supports the current hypo- 
thesis that collapse is due to retention of viscid sputum. 

More recently Nicholson® has reported on a series of 
44 children with whooping-cough who were examined 
radiologically at intervals. The cases were unselected, the 
only criterion being that they were ill enough to be admitted 
to hospital. Four patients died, in three of whom collapse 
of the lung was demonstrated at necropsy. Nicholson 
found radiological evidence of segmental or lobar col- 
lapse in no less than 39 of his cases. The predisposing factor 
appeared to be not so much the severity of the illness as 
delay in admission to hospital after the onset of symptoms. 
Complete re-expansion of the collapsed lung took place in 
rather more than half the cases during the first three months 
of observation and in a further eight during the following 
six months. No re-expansion was observed after collapse 
had persisted for nine months. Seven children (21 %) out 
of 33 who were followed up for more than a year had 
persistent collapse and probably, therefore, bronchiectasis. 

This high proportion should dispel any complacency 
about the treatment of whooping-cough. The recognition 
of collapse in its early stages is of the greatest importance, 
for only prompt treatment is likely to be effective. Swift’ 
has shown that “ aerosporin ” (an antibiotic produced by 
strains of Bacillus aerosporus) is of some use in pertussis 
provided it is given early enough in the disease, and 
Kinney” has reported that inhalations of carbon dioxide 
(5%) assist patients to expectorate the viscid sputum. A 
combination of these measures might reduce the incidence 
of the more serious respiratory complications of whooping- 
cough. Better still would be prevention of the disease alto- 
gether. The preliminaiy statement on whooping-cough 
prophylaxis issued by the IMiooping-cough Immunization 
Committee of the Medical Research Council (appearing 
at page S90 in this issue) is much more encouraging than 
the report” of a trial of whooping-cough snccine which 
was published in this Journal four years ago. 

I Ramsay. H., and Scadding, J. G., Qu^rt^ J. Aftd., 1939. xi,$- 8, i9, 

s Hotchison, J. H., ibicL, 1949, n^. 18, 21. 

» FranUio. A. W.. proc. R. Soc. ^fed., 1944, 37. 576. 

* Oswald, N. C., ibid., 1947, *0. 736, 

5 Gairdnsr, W. T., Mon. J. mfd. Scl.. 1850, 11. 122. 

• West, C., Lectures on Dhesses of Childhood, 1852, Lcadoa. 

7 Amer. J. Dls. Child., 1944, 67. 463. 

8 Arch. Dis. ChUdh., 1949, 24, 29. 

t Lancet, 1948, 1. 133. 

U Dls. Chest, 1947,13,33. 
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RESULTS OF COLLAPSE THERAPY 
With the present shortage of nursing and domestic staff 
it is important that valuable sanatorium beds should be 
used to the best advantage. Simmonds and Martin® have 
recently attempted a statistical evaluation of the results 
of sanatorium treatment and collapse therapy. Their 
investigation is based on the study of nearly 4,000 patients 
discharged from Clare Hall Sanatorium in the years 
1937-45. During this period the use of collapse therapy 
has steadily increased, and for this reason the duration 
of institutional treatment also increased. The figures show 
a steady improvement in the 3- and 5-year survival rates 
throughout the period. The rate for patients who had col- 
lapse therapy was surprisingly high, 70% surviving five 
years. On average about 7% of the patients were lost 
from observation. 

The authors point out that, whatever the treatment, most 
patients with tuberculosis improve at first, and therefore 
studies of survival rates must cover at least five years, pre- 
ferably longer, if they are to be of any value. The worker 
who undertakes such a long-term investigation has many 
difficulties. Some, like the movement and dispersal of 
patients, are inevitable, but others are not ; among these 
may be mentioned the practice at many hospitals of 
destroying x-ray films. Much valuable and unique material 
is lost in this way, because accurate estimates of the extent 
of disease can be based only on radiographic evidence. It 
should not be difficult to arrange that the radiographs of 
tuberculous patients are preserved. 

Simmonds and Martin are well aware of the difficultj’ of 
applying statistical methods to tuberculosis problems, but 
they urge that the attempt should be made so that the 
clinical observations of different workers may be compared. 
Unfortunately the Ministry of Health's classification, which 
they use in their investigation, lacks the precision which 
is needed to obtain a true comparison. For instance, the 
authors show that the survival rate of patients in the 
"T.B.-e, Group 2” (B2) category who had collapse 
therapy was double that of patients in the same group who 
had no active treatment But the limits of this group are 
so wide that it can include both unilateral and bilateral 
cases and disease varying in extent from two zones to the 
whole of both lungs. Hartley, Wingfield, and Burrows’ 
showed the close relationship between extent of disease 
and . prognosis, and a classification which gives a more 
precise indication of the amount of lung tissue affected 
is badly needed. The revision of the Ministry of 
Health's classification’ has left this feature unchanged. 
Nevertheless the Clare Hall figures show that in a selected 
group of tuberculous patients collapse therapy undoubtedly 
improves the prognosis — thus confirming Bentley's* obser- 
vations on patients treated by artificial pneumothorax. 
Simmonds and Martin are fully justified in conclud'mg that 
the limited resources at present available should be used 
for the benefit of those who can be treated with real pros- 
pect of improvement ; the patients with the best claims for 
early admission are those with open cavitary disease in 
whom collapse therapy appears to be practicable. 

4 Amer. Res. Ttdterc., 194S, 83. 537. 

* Brom^lon Hasp. Reports. 1935, 4 , 1. 

* Ro-isioa of Ssedoa I of tbe Appestirc to 37/r C?.drrised). Set 

British Mediaal JcuffToJ Supplemou, 1941, 1, III. 

* Spec. Rep. Ser. med. Res. Cour.-, Lcnd.^ 1936. No. 215. 
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FIRST INTERNATIONAL CONGRESS OF 
BIOCHEMISTRY 

MEETING AT CAMBRIDGE 

The first International Congress of Biochemistry, initiated by 
the Biochemical Society, was held in Cambridge from August 19 
to 25. This Congress marks a notable stage in the development 
of biochemistry as a branch of science covering the ill-defined 
territory between chemistry and the many branches of biology. 
The need for an international congress on this subject has been 
evident for some time, and eight congresses for French-speaking 
biochemists have already been held since 1927. 

The distinguished foreign chemists and biochemists who 
consented to be honorary vice-presidents, and the names of 
the lecturers, illustrate the international character of the Con- 
gress. Among the vice-presidents were Professor J. B. Collip, 
of Canada ; Professor N. E. Cruz-Coke, of Chile ; Academician 
J. O. Pamas, of the U.S.S.R. ; Professor J. Roche, of France ; 
and Dr. D. D. van Slyke, of the U.S.A. Professor M. Florkin, 
of Belgium, and Sir Robert Robinson, of Great Britain, were 
among the lecturers. The Congress was opened by the Presi- 
dent, Professor A. C. Chibnall, F.R.S. Viscount Addison 
presided at a reception given to the delegates by the Govern- 
ment during the evening. 

The discussions were held in 12 separate groups, as follows ; 
(I) Animal Nutrition and General Metabolism ; (2) Micro- 
biological Chemistry ; (3) Enzymes and Tissue Metabolism ; 
(4) Proteins ; (5) Clinical Biochemistry ; (6) Structure and 
Synthesis of Biologically Important Substances ; (7) Cyto- 
chemistry ; (8) Biological Pigments, Oxygen Carriers, and 
Oxidizing Catalysts ; (9) Hormones and Steroids ; (10) Chemo- 
therapy and Immunochemistry ; (11) Plant Biochemistry ; and 
(12) Industrial Fermentation. 

Vitamin B,, 

In a discussion on dietary factors in relation to anaemias in 
the Section on Animal Nutrition and General Metabolism, 
Dr. K. Folders (New Jersey) said that chemical research carried 
out with collaborative clinical tests by Dr. Randolph West, of 
New Jersey, discovered the properties of vitamin B,j. The 
crystals do not melt below 300° C. Emission spectrographic 
analysis showed the presence of cobalt; thus the molecule was 
a cobalt co-ordination complex. The red colour and melting 
point were at least in part associated with the cobalt-complex 
character. The significance of cobalt as an essential trace 
element in nutrition could be re-evaluated as the biological 
functions of vitamin B,, became known. Sources other than 
liver for vitamin B,, were being sought, since the natural vita- 
mins were known to occur in numerous animal, plant, and 
microbiological materials. A red crystalline compound had been 
isolated from a grisein-producing strain of Streptoinyces griseus, 
and this was compared with vitamin B,.. Comparative chemical 
and biological data provided evidence that the crystals from the 
microbiological source and vitamin B,, were identical. 

Professor G. R. Cameron, of London, spoke on the patho- 
logical types of liver injury. He wished to reduce the complicated 
patterns of liver necrosis to a few simple components, with a 
geometry of their own. Liver necrosis began with impairment 
in the functioning of liver cells, such cells being distributed 
from the trabeculae within the lobules, either singly, or in 
linear groups, or in clumps. At first there might be no fixed 
rule in grouping, but sooner or later, usually within a few hours 
of the onset of the phenomena, a trend of redistribution made 
Its appearance and the necrotic area emerged as focal, zonal, 
diffuse lobular, or massive lesions. There was reason to believe 
that this grouping also represented the time sequence of necrosis. 
All known cases of liver necrosis produced changes which 
fitted into these groupings. Complications arose with variation 
in iritensity of the causative agent, its power of self-propagation 
(as in infection with bacteria and viruses), and possible host 
variations. Analysis had to take into account the disturbances 
of the vascular relationships within the lobules, the action of 
the causative agent on the liver cells, the preservation of the 


biliary mechanism, and possibly the lymphatic integrity, of the 
organ as a whole. 

Adrenal Cortex ' , 

In the Section on Hormones and Steroids, Dr. G. Pincus 
(Massachusetts) spoke on studies of adrenal cortex function. 
He stated that indices of human adrenal cortex function could 
be obtained, by measuring the urinary 17-ketosteroids and 
neutral reducing lipids, which appeared to vary with the secre- 
tion of adrenocortical steroid precursors. Secretory activity of 
the adrenal cortex was reflected in the .changes in the urinary 
sodium, potassium, and uric acid, and in the blood lymphocytes 
and eosinophils. Measurements of the diurnal variations of 
urinary steroid excretion had been made in men and women 
of various ages, and it was found that the basal output of 17- 
ketosteroid decreased markedly in' older persons, whereas the 
output of urinary reducing lipids did not. The diurnal variation 
of each changed with age. Stress procedures or the administra- 
tion of adrenocorticotropin, which stimulated adrenocortical 
secretion, were reflected by significant changes in the various 
blood and urinary indices of healthy men of various ages. 
Response in terms of these indices to stress or to adrenocortico- 
fropin administration occurred in psychoneurotic patients, but 
was absent or diminished in most schizophrenic patients. The 
latter were fairly responsive to adrenal cortex-extract, indicating 
that adrenal cortex response was largely defective in the schizo- 
phrenics. This did not appear to be a function of the nutritive 
state of the schizophrenic patient. The significance of derange- 
ments of pituitary-adrenal function in schizophrenia was dis- 
cussed and the effects . of some therapeutic procedures were 
presented. 

It is impossible to report more than a fraction of the large 
number of discussions held by the Congress. The range of 
subjects is indicated by the 12 sections already mentioned, and 
the individual topics varied from a study of acetylcholine 
metabolism to brewing and yeast production. 

During the Congress the University of Cambridge conferred 
honorary doctorates of science on Viscount Addison, Professor 
Cori (U.S.A.), Sir Charles Harington, Professor Linderstrom- 
Lang (Denmark), Professor Tiselius (Sweden),- and Professor 
TrdfouSl (France). 


WHOOPING-COUGH PROPHYLAXIS 

PRELIMINARY REPORT 

The following preliminary statement has been issued by the 
Whooping-cough Immunization Committee of the Medical 
Research Council. 

In view of the conflicting reports on the efficacy of pertussis 
vaccine’ in whooping-cough prophylaxis the Medical Research 
Council was asked by the Ministry of Health to investigate the 
problem and report on the value of prophylactic immunization 
against whooping-cough of children in England and Wales. As 
part of the investigation the Whooping-cough Immunization 
Committee organized a series of controlled field trials in which 
the experience of children inoculated with pertussis vaccine 
could be compared with that of control children. The results 
of some of the-- early trials have already been published 
(McFarlan, Topley, and Fisher, British Medical Journal, 1945, 
2, 205). The evidence obtained suggested that the pertussis 
vaccine used in these trials was of no value in whooping-cough 
prophylaxis. ; 

Further large-scale -trials have now been carried out in 
collaboration with, the medical officers of health of Oxford, 
Manchester, Tottenham, Wembley, Edmonton, Leeds, and West 
Ham, using a number of different vaccines of both British and 
American origin. Each trial was planned in a similar manner. 
Children, mostly between the ages of 6 and 18 months, whose 
parents agreed that they should take part were divided by the 
method of random sampling into two groups. The children 
in one group — the test group — ^were inoculated with the 
pertussis vaccine under trial, while those in the other group-— ^ 
the control group — were inoculated with an “ anticatarrhal 
vaccine containing no' H- pertussis. After inoculation the 
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children in both groups were kept under close observation for 
a period of at least two years by monthly home visits made by 
specially appointed nurse-visitors. Those children who came 
into known contact with whooping-cough or who developed 
symptoms which might be those of early whooping-cough 
received special visits in order that a bacteriological diagnosis 
might be made. As it was essential that observers should not 
be influenced in their clinical assessment of the disease, efforts 
were made to ensure that neither the doctor, nor the nurse- 
visitor, nor the parents should know whether the child under 
obseiwation was in the test or the control group. 

Seven of the early trials, comprising a total of 4,691 lest and 
control children, have now been in progress for over two years, 
and from a preliminary analysis of the results the following 
general conclusions may be drawn : 

(а) In each trial the random allocation to test and control 
produced two equivalent groups of children, comparable in age, 
sex, duration of breast-feeding, size of family, and incidence of 
infections other than whooping-cough. 

(б) In six of the trials the incidence and severity of whooping- 
cough in the test groups were appreciably less than in the 
control groups. In the seventh trial the results were only slightly 
more favourable in the test group. 

(c) There was considerable variation in the prophylactic 
potency of vaccines from different sources, and there was 
probably also some variation in the potency of different batches 
of vaccine from the same source. 

{d) One particular type of vaccine, not at present readily avail- 
able, was found to give decidedly lietter protection against the 
disease than any of the others tested. 

The reason for variations in the prophylactic potency of 
these vaccines is not clear, nor is there yet available a conclu- 
sive laboratory method of assay by which this property of a 
vaccine can be accurately assessed, but an investigation is in 
progress in which the prophylactic value in children of a number 
of different vaccines is being compared with their immuni^g 
properties as shown by laboratory tests. With this aim in view 
trials have already been begun in Manchester, Oxford, Cardiff, 
Poole, Walthamstow, and Leyton. 

No investigation has so far been made of the value of com- 
bined pertussis-diphtheria prophylactic, as it was considered 
desirable to avoid the inclusion of any factor that might com- 
plicate the issue and do nothing that might possibly harm the 
diphtheria immunization campaign at a stage when the true 
value of whooping-cough immunization was unknosvn. This 
preliminary statement has been prepared on account of the 
interest, shown by health authorities in the outcome of these 
investigations. A detailed analysis is now being made and 
should be ready for publication early in 1950. 

Members of the Committee and the medical officers of health 
concerned wish to record their gratitude to the many thousands 
of parents who have collaborated and are still collaborating in 
the investigation and who, when control groups have been 
essential, have volunteered to take part in the full knowledge 
that their children would not necessarily receive pertussis 
\-accine. 


ROYAL MEDICAL BENEVOLENT FUND 

In his annual report on the Royal Medical Benevolent Fund 
the chairman of the committee of management, Mr. R. M. 
Handfield-Joncs. points out that the inauguration of the 
National Health and National Insurance schemes does not 
mean that the need for benevolence has ceased to exist either 
within the ranks of the medical profession or outside them. 
He gives several poignant examples of distress amongst elderly 
doctors and their families. During the year the income of the 
Fund from invested capital was £13.068. and from subscrip- 
tions and donations £23.900. A sum of £32.000 was voted in 
relief of poverty and distress, some of it in the form of regular 
annual grants to beneficiaries of many years' standing, some in 
the fonn of single grams to meet a case of illness or misfortune, 
and some again in the form of educational grants for doctors’ 


children. The Fund has now a house near Wimbledon Com- 
mon where 12 elderly ladies, beneficiaries of the Fund, who 
were previously living in loneliness are lodged in comfort. 
Mr. Handfield-Jones reminds the profession that the Fund has 
never made a public appeal ; it has resisted the temptation to 
be “This Week's Good Cause,’’ believing that an honourable 
and learned profession ought to be able to deal with its own 
casualties and help its lame dogs over stiles. He makes a warm 
acknowledgment of the continuing help of the British Medical 
Association through its Charities Committee and through the 
work of its Divisions and Branches, and also that of the Medical 
Insurance Agency, which “ continues, as if with a touch from a 
magician’s wand, to present the Fund with seven-year covenants 
which magnify the gifts twofold.” The treasurer of the Fund, 
Dr. C. L. Battcson, points out the need for larger grants in 
individual cases. The former grants of £26 or £40 a year are 
obviously inadequate in ’present c’rrcumstances, and the com- 
mittee is in a position to vote grants of £2, £3, or £4 a week 
in exceptional cases of distress. Legacies during the year 
totalled £21,670. 

At the 113th annual meeting of the Fund Lord Webb- 
Johnson was elected president, and Mr, Victor Riddell honorary 
secretary. The address of the Fund is 1, Balliol House, Manor 
Fields, Putney, S.W.15. 


MEDICAL DEFENCE UNION 

The annual report of the council of the Medical Defence Union 
to its members has been distributed recently and will be con- 
sidered at the annual meeting which is to be held at 49, Bedford 
Square, London, W.C., on Tuesday, September 20. at 3.15 pan. 
The report puts forward proposals about increasing the rates 
of subscriptions. These increases are necessary, in the council’s 
view, because of the considerable deficits in the Union’s income 
and expendimre for three consecutive years, and because of the 
probability that these deficits are due to continuing factors and 
not to exceptional misfortunes unlikely to recur. 

If the contention that the causes of the Medical Defence 
Union’s unfavourable experience are likely to be permanent is 
a well-founded one, it may be surmised that no long period is 
likely to elapse before the two sister societies follow the lead 
of the Medical Defence Union. Meanwhile it may be noted 
that the increased rates are not to apply, on the council’s 
suggestion, to new members during their first three years of 
membership. This is a helpful concession to junior members 
of the profession. 


The Minister of Food has approved for publication a report 
containing the Food Standards Committee’s recommendations 
for standards for processed cheese. The committee recom- 
mends; (o) That processed cheese be defined as cheese which 
has been heat-treated with or without the use of emulsifying 
salts, and the fat of which consists entirely of butter fat. 
Colouring matter may also be added. “ Flavoured processed 
cheese means processed cheese to which a flavouring substance 
has been add^.” ffi) That a minimum butler-fat content of 
48% in the dry matter, and a maximum moisture content of 
42%. be prescribed for processed cheese ; that a minimum 
butter-fat content of 45% in the dry matter, and a maximum 
moisture content of 45%. be prescribed for rrccessed cheese 
of the Gruyere and Emmenthal varieties, (cl That a maximum 
quantity of 3% emulsifying salts be permitted for all types of 
processed cheese, (rfl "That cheese spread be defined as cheese 
prepared to spread easily by the addition of one or more milk 
products, with or without the application of heat. Emulsifying 
salts, colouring matters, and flavouring substartccs may be 
added. ” It shall have a minimum content of 45 % of butter 
fat in the dry matter and a maximum content of 4S% of 
moisture.” (el That the ingredients of cheese spread be dis- 
closed on the labels in accordance with Article 2 of the 
Labelling of Food Order (S.R.O., 1946, No. 2169). 
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WORKING CONDITIONS IN HOT AND DEEP 
MINES 

Empire Mining Congress 

The recent Empire' Mining and Metallurgical Congress at 
Oxford passed one of its sessions considering the physiological 
and psychological effects of heat and humidity in deep mines. 
The discussion was mainly concerned with the mines of South 
Africa and India, but it was pointed out that the subject was 
becoming increasingly relevant to British coal-mines. In India 
mines have reached a depth of 9,300 ft. (2,790 m.), and, although 
in South Africa there are no mines so far below tlie surface, 
leases have been granted which will make mining to 10,000 ft. 
(3,000 m.) a possibility. In Western Europe a mine of 3,000 ft. 
(900 m.) would be considered deep, but the subject was impor- 
tant here if recruitment to the mines was to be unhindered by 
uncomfortable underground conditions. 

Dr. A. Caplan spoke of the psychological effects seen under 
conditions of high environmental temperature in the Kolar gold- 
fields in Bangalore, South India. The miner subjected to high 
temperatures, he said, suffered from mental fatigue not only 
during the shift but after his work was over, and in certain 
individuals this contributed to maladjustment and anxiety and 
depressive states. The men became apathetic, careless, accident- 
prone, and ready prey to the agitator. This view was endorsed 
by the superintendent of the Mysore mine on the Kolar gold- 
field, Mr. I. K. Lindsay, who said that the miner of to-day 
would not put up with the conditions tolerated by his forebears. 
According to his observation the first symptom of mental fatigue 
in the mines was a tendency to shout, to pay undue attention to 
trifling incidents, and to get the work done speedily at all costs. 
In his experience such mental fatigue lasted longer than physical 
fatigue, and mental clarity was not recovered until the follow- 
ing day. It had been found in the Kolar gold-field that the 
miner could work comfortably and- efficiently at wet-bulb 
temperatures up to 83° F. (28.3° C); even at 85° F. (29.4° C.) 
the loss of efficiency was slight; it became considerable at 
87° F. (30.6° C.), and at 90° F. (32.2° C.) the efficiency was 
down to about half the normal. One speaker said that he had 
paid a visit to some German mines at Hamm. When the wet- 
bulb temperature exceeded 82° F. (27.8° C.) in 'these mines the 
length of the shift was automatically reduced, so there was an 
inducement to the management to keep down working tempera- 
tures for the sake of production. Other experts declared that 
a wet-bulb temperature of 80° F. (26.7° C.) with a dry-bulb 
temperature of 90-95° F. (32.2-35° C.) and a moderate air 
velocity made extremely pleasant conditions in a mine, not 
unlike those of a summer day so far as temperature and air 
movement were concerned. Figures were given of the cases of 
heat collapse in the Kolar gold-field since the installation of 
cooling plants five years ago. During the five years before the 
plants were started the number of cases of heat collapse was 
406. with two deaths ; during the last five years the number 
has been 26, with no death. 

Dr. J. S. Weiner, of the Department of Human Anatomy, 
Oxford, described an experiment at the City Deep mine in 
Johannesburg which showed that Bantu labourers — not only 
novices but trained men — although they had spent all their 
lives in a hot climate, were less able to adapt themselves to 
conditions in the mine than were well-acclimatized Europeans. 
One South African speaker said that he had obtained the views 
of^ more than 30 experienced European foremen in the Rand 
mines on the question of acclimatization. The majority of 
them agreed that acclimatization could be acquired in about 
15 days ; some considered that it could be acquired in a week. 
It was their opinion that after one to two weeks’ absence from 
underground work there was a slight loss of acclimatization 
which was recovered a few days after return, but a significant 
loss occurred after a month's absence. About half the foremen 
considered that some acclimatization remained after an absence 
of three to six months. Cases of heat collapse occurred most 


frequently among men who were resuming underground work 
after a short remission. The co-ordination of measures to 
combat heSt and, humidity and those to combat dust presented 
a problem. With water used to suppress dust the wet-bulb 
temperature might be raised considerably, becabse the strata 
were cooled by such a process and not the air. Moreover, as 
coal was broken up into finer particles more heat from oxida- 
tion was generated in the dust, and this could be a serious factor 
in a deep coal-mine. 
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ROYAL COLLEGE OF SURGEONS IN IRELAND 

An Account oj the Schools of SurgTry. By J. D. H. Widdess, 

M.A. (Dublin), L.R.C.P.&S.I. Foreword by William Doolin, 

F.R.C.S.I. (Pp. 107. 17s. 6d.) Edinburgh: E. and S.- 

Livingstone. 1949. 

This entertaining history of the foundation and growth of the 
Royal College of Surgeons in Ireland and its schools gives a 
picture of the growth of surgery in Dublin. Surgery there 
followed the same general lines of development as in London 
and Edinburgh, with colourful touches added by the Irish 
temperament. The same progress can be seen from itinerant 
charlatanry through guilds allied with the barbers and wig- 
makers to a company and finally to a college. 

. In 1745, when the London Company of Surgeons received 
their charter, a society of surgeons existed in Dublin, but no 
systematic training was available. The foundation of the Royal 
College of Surgeons in Ireland in 1784, however, preceded that 
of the Royal College of Surgeons in London by 16 years. The 
Irish College has from the outset taken a lead in education, and 
in the first half of the nineteenth century the College held 
classes and conducted examinations in the preliminary sciences 
and in medicine as well as surgery. This responsibility was 
accepted by the English College only within the last quarter of a 
century. As in London, much of the teaching in anatomy and 
surgery was undertaken by private schools like the one run by 
the Hunter brothers in Windmill Street, but in Dublin these 
flourished until much later, and the last two, the Carmichael 
and Ledwich Schools, were incorporated in the College in 1889. 

There is entertainment as well as interest in this book. In the 
early years of the Irish College the Dublin poor, having buried 
their relations with ceremony and celebrated their interment 
with spirit, took no further interest in the departed. The 
resurrection men, provided they observed a modicum of 
decency, were therefore able to supply the anatomies with 
abundant material — so abundant that the export of cadavers 
to England was at one time a flourishing trade, and one pro- 
fessor was wont to illustrate his discourses on war surgery by 
propping a series of subjects round the lecture theatre, firing 
his revolver at them, and demonstrating the lesions that resulted. 

The troubled history of Ireland colours the pages. Then as 
now one of the chief exports of the country was medical officers 
for the armed Forces of the Crown. But while many served 
in British uniform, others were fanatical rebels. William Laty- 
less, professor of anatomy, was expelled from the College in 
1799 for treason. He joined Napoleon’s army, was wounded at 
the battle of Dresden, and had his leg amputated by Larrey. 
Knotving the dangers of hospital gangrene, he mounted jiis 
horse at the end of the operation and rode off to Mainz 
without changing the dressings. This is a colourful book that 
will interest any student of the history of surgery. 

Hekeage Ogilvte. 


A new international non-governmental body, the main object 
of which is to co-ordinate -international congresses of medical 
sciences, was created at Brussels in April. 1949, The final 
establishment of this new organization was the result of much 
preparatory work carried out by a group of scientists under 
the joint sponsorship of WHO and Unesco, and it will fill 
the long-recognized need for a permanent organization lo 
ensure continuity and co-ordination of medical congresses. 
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For some months Evans Penicillin Lozenges have 
been issued in a specially designed pack which 
has aroused great interest amongst doctors and 
pharmacists. 

Each lozenge (500 units Penicillin Calcium Salt*) 
is completely sealed in a specially treated foil, 
which provides adequate protection against 
menstore and bacteria. 

Full potency is assured until the moment of use. 
The product name and other essential informa- 
tion is co nfin ed to a detachable flap which the 

^ T\t PerddSbi Salt tf moKufaetvrtd hy 

71 # Dlsxilm (BischemicaU) Lid, 


pharmacist removes when dispensing, leading a 
plain carton for the doctor’s directions. 

Patients can carry one or more lozenges around 
with them when travelling, without any fear of 
contamination. 
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For initial digitalisation or for maintenance, Digoxin 
produces the desired result quickly, safely and with 
certainty. Being asingle crystalline glycoside of definite 
composition and potency, it . ensures a degree of 
accuracy unattainable with digitalis leaf products. 
Orally, Digoxin is effective in a few hours-; intraven- 
ously, in a matter of minutes. It is particularly suitable 
for maintenance in the ambulant patient because the 
dose may be adjusted precisely, and risk of toxic 
effects is reduced, 'Tabloid’ brand Digoxin, 0-25 mgm.; 
for oral use; 'Wellcome' brand Sterile. Alcoholic 
Solution of Digoxin (for the preparation of Injection 
of Digoxin). 
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A t no time, throughout the span of life, is the proper and 
orderly balance of the important food factors more readily 
disturbed than during the period of active growth and development. 
The food supply of every child should, therefore, contain an 
adequate proportion of essential nutritive elements if normal 
progress is to be maintained. The construction .of an entirely 
correct dietary to suit the varying requirements of each individual 
is, however, beyond the possibility of realization in ordinary practice. 

Many physicians ensure that the ordinary dietary of the 5^oung patient is 
safe and adequate by advocating the daily addition of ' Ovaltine,' which is a 
natural food tonic prepared from milk, eggs, malt extract, cocoa, and sop. 
The deliciousness of ' Ovaltine ’ makes it most acceptable to every child, 
while it is readily assimilable even by digestions impaired with disease. 

A. WANDER, LTD. 

42, Upper Grosvenor St., 

Grosvenor Sq., London, W.i 
Laboratories, Farms and Factory; 

King's Langley, Herts. 
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Preparations and Appliances 


A TRANSPARENT “PERSPEX” PERIMETER 

Dr. CEcn. M. Ruben, of London, N.W.3, writes : The perimeter 
described below is made from a “ perspe.x ” half-sphere ; the 
material is colourless, transparent, and about 4 mm. in thick- 
ness. The instrument has no movable parts. I have found 
the chief disadvantage to be the formation of troublesome 
reflections if care is not taken to place the head of the patient 
between the source of light and the pomt of fixation. When 
the source of light is a window in daylight, or an opalescent 
globe, so long as the general illumination of the room is good, 
image formation will not interfere with the test if the above 



position is ob'tained and if only one source of light is used. 
The perimeter being transparent, the point of fixation can be 
placed at any distance. Best results will be obtained with a 
dull background. 

The instrument combines the simplicity and speed of the 
clinical confrontation test with the accuracy of perimetry. 1 
made the instrument for 30s. The parts required are : (1) 
Astral dome, ex-RA.F., made of perspex. I bought mine at 
one of the stores selling ex-Service equipment for 25s. ; it 
has a radius of ^300 mm. (2) Piece of wood 18 by 9 by i in. 

(45 by 22.5 by 1.25 



rest 


rod 


cm.). -(3) Two metal 
right-angled brackets. 

(4) A piece of metal 
rod (curtain rod) 5 in. 
(12.5 cm.) by i in. 
(1.25 cm.) diameter. 

(5) Curtain-rod fitting. 

(6) Piece of wood 
4 by 2 by 2 in. (10 
by 5 by 5 cm.). 

(7) Black matt paint 
or black cloth. The 
dome has ' to be 
marked by scratch 
lines indicating the 
meridians 15 degrees 
apart and the concen- 
tric circles at 10- 
degree intervals. The 
circumferences at the 







Showing methods of fixing 
brackets. 


periphery will be 2n-r = 3i x 600 mm. = 1,885a mm. 
Therefore the distance between the peripheral points will be ; 


These intervals are marked in ink on the peripheral flange 
and opposite points are joined with scratch lines made with 
a needle ; care must be taken that all lines pass through the 
centre. (A piece of pliable cardboard about i in. wide by 
half the circumference in length is suitable as a ruler.) 

The concentric markings are made with a large pair of 
mathematical dividers, one end being placed at the centre, 
the other swept around the inside surface of the dome. The 
distance between the circles is equivalent to 


a^r 

18 


5.25 cm. 


The base is now taken and the metal brackets are fitted 
at one end equidistant from the midline ; the spacing must 
be exact and they must be over 4 in. apart. The vertical 
meridian of the perimeter must be held in alignment with the 
central line of the base, and in this position two marks are 
made on the flange opposite the holes in the supporting 
brackets. Holes are drilled through at these marks and the 
dome fixed into position by nut and screw (| by i in. (03 by 
1.25 cm.) long). It is best if the flange just rests on the base. 
Surplus bracket projecting into the perimeter is sawn off. 

The chin rest is made from two pieces of wood 4 by 4 by 1 in. 
(10 by 1.25 by 2.5 cm.), and the chin depressions are filed out. 
This rest is fixed to the curtain rod by the support shown, and 
the supporting block has a hole I in. in diameter drilled through 
its centre vertically. The fi.xing screw must be improvised from 
i nut and screw with a milled head, the nut being sunk into the 
wood in line with the shaft and near the top. 

The centre of fixation can be made from anjthing suitable. 
My dome had a hole at the centre and my fi.xation point is a 
screw-head painted white held in position by a nut and a black 
rubber tap-washer. The supporting block can be screwed to 
the end of the base or into its top surface according to the 
position of the right-angled brackets. The flange is marked 
in indian ink with numerals i in. high indicating the angle of 
the meridians according to the recording charts used. The 
concentric circles can be indicated by markings i, ii, iii, i'", v, 
vi, vii, corresponding to 10->80 degrees ; they need not be 
higher than 2 mm. and only along four meridians. The base 
is painted black or covered with cloth. It is best to employ 
targets as used with 
screen - scotometry ; 
with a pencil in one 
hand and a chart held 
in the same hand as 
the target rod, or vice 
versa, recording is 
more rapid. 

Another refinement 
is to scratch the nor- 
mal limits of the field 
on the perimeter — a 
continuous line for 
the right field and a 
dotted line for the 
left field. This will 
enable the less ex- 
perienced and occa- 
sional perimetrist to 
note departures from 
the normal without 
making a detailed re- 
cording. It is best to 
have the central 10- 
degree area bare of 
all scratch lines so as 
to assist fi-xation. The 
perspex can be pol- 
ished witb ordinary 
metal-polish and a 
soft cloth. 
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Carcinoma of the Gall-bladder 

Sir, — T he annotation (August 13, p. 376) suggests that a deci- 
sion for or against cholecystectomy should be influenced by 
the possibility of carcinoma developing in a gall-bladder con- 
taining stones. As I have recently contributed to a textbook 
an exactly opposite view, I should like to justify myself. 

Wlien we advise an operation with an immediate mortality 
of at least 1-2% in order to avoid some possible disaster in 
the remote future, our decision is based on probabilities and 
we must try to make a rough arithmetical estimate. The first 
difficulty is to find suitable data. Statistics of gall-bladder 
surgery tend to be misleading, because the patients attending 
a large and famous hospital are a selected and unrepresentative 
sample. Standardized mortality rates are based on the whole 
population and avoid fallacies of selection ; but they are open 
to serious criticism because of unavoidable mistakes in death 
certification, especially in the older age groups. The least 
objectional data are thus male and female death rates at ages 
45-65, and several independent lines of argument suggest that 
the following figures from the Registrar-General’s occupational 
mortality returns (based on the 1931 census) showing annual 
death rates per million living are approximately accurate ; 



Ages 45-55 

Ages 

55-65 


Men 

i Married j 
j Women ! 

Men 

Married 

Women 

All causes of death combined 1 
All forms of cancer combined ! 
Gall-stones, cholecystitis, etc. 
Carcinoma of the gall-bladder 

11,141 

1,606 

37 

10 

7,658 1 

2,024 1 

91 

20 ' 

23,552 

4,685 

111 

42 

16,431 

4,012 

218 

82 


If we accept your citation from Graham* that 8-10% of all 
carcinomata start in the gall-bladder we are almost driven to 
assume that about 90% of patients who die from gall-bladder 
carcinoma. are falsely certified as dying from carcinoma of the 
stomach or colon, and that in reality the gall-bladder is one of 
the commonest sites of a primary cancer. Even ^Kirshba urn’s* 
figure of 3% would create difficulty. The Registrar-General’s 
figures fit in far better with clinical and necropsy experience. 

The next question is the incidence of gall-stones at different 
ages in the general population. Here we are compelled to 
accept necropsy figures, but these are so extensive and agree 
so well that they should be fairly reliable. At ages over 45 
at least 5% of men and 10% of women carry stones. ■ Most 
authors put the figures considerably higher, but as a result of 
modern austerity the incidence is possibly falling. 

The statistical argument now runs as follows. It is not 
unlikely that the association between gall-stones and carcinoma 
is in part due to mucosal changes producing stones, and not 
vice versa. But let us assume that every gall-bladder carcinoma 
is the result of stones and that the whole incidence of the 
disease falls on the group with stones. Then, in order to get 
the incidence of gall-bladder carcinoma in patients with stones, 
we must multiply the rates just given by 20 for men and by 
10 for women. We can then deduce that the probability of 
a man dying between 4‘5 and 55 is 1.1131' in 10 if there is 
no risk of gall-bladder cancer, and 1.1331 in 10 if there is a 
risk of gall-bladder cancer. The biggest difference occurs in 
women aged 55-65, where the respective risks are 1.6349 in 10 
and 1. 7169 in 10. Various incalculable factors might alter 
these risks slightly in either direction, but all my assumptions 
have tended to exaggerate the benefit to be gained from 
cholecystectomy. 

Surely the reward is incommensurate with the immediate 
risk. The immediate risk is 1-2%, and the benefit between 
the ages 45 and 65 is less than 1%. A better statistical case 
could be made out for universal appendicectomy or gastrec- 
tomy. Life cannot be lived on the basis of sacrificing our 
working years for an intricate actuarial calculation of an 
increased expectation of life as an old-age pensioner. The 
decision in favour of cholecystectomy must be based on a 
clinical judgment of more immediate benefits. — I am, etc., 

IcDdon.E.l. DENVS A. JENNINGS. 

REFTRCNCtS 

1 /<R.i. 1931, 93. 317. 

' Su-x- C>T.ec. Obstet., 1941, 73. 740. 


The M.R.C.P. 

Sir, — The annotation on the M.R.C.P, (August 6, p. 327) 
suggests that “ the decision of the College is one the conse- 
quences of which it does not seem to have thought out to the 
end,” and goes on to predict a lowering both of the status and 
the standard of the examination. While no one who happens 
already to have achieved the membership can regard lowering 
of its status .-or standards as anything but catastrophic, there 
is room for doubt whether the writer of the annotation is 
not suffering from a lack of prescience similar to that which he 
criticizes in the committee when he expresses the hope that in 
two years’ time “ the College will consider the possibility of, 
holding, instead of the M.R.C.P., a primary examination, 
possibly in conjunction with the Royal College of Surgeons, 
as a preliminary to a final examination for the F.R.C.P., say 
four or five years after qualification,” 

For were this suggestion to be adopted what would be the 
status of the pre-1949 — or even the pre-195! — Members ?• At 
present no Member can become a Fellow by examination; 
and I venture to predict that Members who had obtained their 
M.R.C.P. under the conditions which have so far prevailed 
would consider themselves utterly betrayed ivere the F.R.C.P. 
to be made obtainable by examination ' while the M.R.C.P. 
became obsolete or depreciated. 

The procedure which would in fact become necessary if the 
F.R.C.P. were at some future date to be made obtainable by an 
examination of a standard comparable to that of the present 
M.R.C.P. would be to elevate all existing holders of the 
M.R.C.P. to the Fellowship. This would of course rob the 
F.R.C.P. of the special distinction which at present attaches to 
it as an individual honour, in that while the M.R.C.P. and the 
F.R.C.S. are strictly comparable, there exists no counterpart to 
the F.R.C.P. in the officially designated hierarchy of the Royal 
College of Surgeons at all. To maintain this difference in 
designation appears to have been the agreed policy of the 
Comitia to date. 

To remark that “the method adopted by the Royal College 
of Surgeons appears to be more rational and fair” is a comment 
which, whether considered reasonable or not, is utterly irrelevant 
in the present context ; for the terms of reference of the com- 
mittee did not include a consideration of the desirability of 
equating the F.R.C.P. with the F.R.C.S., thereby lowering the 
status of the F.R.C.P, and abolishing the M.R.C.P. altogether. 
Whether this is or is not in fact desirable is beside the point 
as long as it is the status, standards, and function of the 
M.R.C.P. which are under consideration. — I am, etc., 

Boston. Mass. DaVID StAFFORD-CLARK. 

Structure and Function of Muscle 

Sir, — I would be glad of an opportunity to correct two mis- 
understandings in the report (July 16, p. 160) of a paper given 
to the Section of Anatomy at the Harrogate meeting of the 
British Medical Association. 

The pattern of re-innervation of human voluntary muscle ' 
varies with the nature of the lesion in the main nerve trunk 
and the severity of atrophic changes in-the muscle itself. Thus, 
after a favourable lesion such as axonotmesis, the degree of 
re-innervation may be normal and maturation is of a high 
degree, although abnormal branching is seen at the motor end- 
plates, Where there is scar tissue at the site of injury of the 
nerve some of the axons are obstructed and others may be mis- 
directed. In such cases the intramuscular nerve trunks may 
contain both empty Schwann tubes and others containing nerve 
fibres in varying stages of maturation. Cutaneous sensory fibres 
fail to make functional veconnexions with the muscle. If 
atrophic changes in the muscle are advanced and re-innervation 
is delayed, the axons arc seen to have left the terminal Schwann 
tubes, and they pass across muscle fibres in an attempt lo form 
new' connexions. If the atrophic changes are irreversible the 
highest degree of re-innervation is of no avail. 

Fibrillation action potentials are characteristic of denervated 
muscle fibres — they are wholly independent of voluntary effort. 
One of the early signs of re-innervation of muscle is the return 
of motor-unit action potentials. In cases which go on to 
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successful recoveo' these motor-unit action potentials may 
precede probable voluntary contraction by 10 to 20 days in 
cases of pure axonotmesis. In cases where the nerve has been 
sutured or there is a lesion in continuity with considerable 
intraneural scar they may precede voluntary contractions by 
several weeks or even two to three months. The appearance 
of a few motor-unit action potentials is no guarantee of useful 
recovery ; where such recovery is taking place successive electro- 
myographic examinations of the muscle show an increasing 
number of motor-unit action potentials. — I am, etc., 

London. \V,C.t. ROTH E. M. BoWDEN. 


Headaches after Spinal Analgesia 


StR. — During recent discussions with anaesthetists and 
surgeons in this country and in America, the problem of 
the relief of post-spinal headaches has arisen several times. 
A measure which has been consistently effective since 1930 
has been that of the intravenous injection of 20 ml. of 30% 
saline. It may aggravate the condition fqr 20 minutes, but at 
the end of half an hour the cephalalgia disappears and the 
ability- to read and to concentrate is restored. On one or two 
occasions during the past 20 years it has been necessary to 
repeat the injection the following day, and also to combine it 
with placing the patient in the high Trendelenburg position for 
half an hour, but it has always succeeded. 

It has proved equally effective in persistent post-traumatic 
headaches and also in those occasional ones following a diag- 
nostic lumbar puncture. I have seen no ill effects from it 
beyond soreness at the point of injection when some of the 
salt has been inserted paravenously. Miss Joan Walker (Brit. 
J. Surg.. 1936, 24, 105) wrote on the effectiveness of hypertonic 
saline in raising a fallen blood pressure in spinal anaesthesia, 
and in a personal communication she told me that in the 
patients in which it had been used the incidence of post-spinal 
headaches was reduced. 

The effectiveness of hypertonic saline for post-spinal head- 
aches was suEgested by its efBcacy in the persistent cephalalgia 
of syphilitic basal meningitis. This remedy for insistent head- 
ache is so dependable and simple that it merits being widely 


known. — I am, etc., 
London. W.l. 


Harold Dodd. 


Silicone Pan Glazes in Bread Production 
Sir. — ^NV e are concerning ourselves increasingly with the study 
of the possible effects of absorption and ingestion of new 
products of chemical origin finding their way into the baking 
industry. It has recently been pointed out' that a food which 
mav be regarded as wholesome should make its expected contn- 
but’ions to human nutrition and be clean and free not oniy 
from harmful bacteria but also from substances which might 
be classed as chemical contaminants. The increasing number 
of new technological aids which are, and have been, developed 
for use in the growth, storage, and processing of food make it 
necessary for individual examination of such new products, 
particularly if ingested, for both acute and chronic tox^icity. It 
is* equally important to demonstrate m certain cases that usage 
of new materials, of which the silicones are an example, is 
unlikely to lead to their absorption by the product being manu- 
factured In such cases the information required is simpler, 
inasmuch as analytical procedure will suffice without recourse 
to the lenslhy physiolocical examination which is necessary to 
demonstrate the harmle.ssness of materials which are absorbed 

and consequently ingested. . , „ j . 

In the particular instance of silicone pan glaze it has alreadv 
been shown’ on experimental animals that this substance is 
verv low in chronic oral toxiciiy. It is our view, however that 
analvtical evidence in a case of this type removes some of me 
uncertaint-cs in translating results on experimental animals into 
terms of human metabolism and that problems generally of 
this nature require investigation by as many diverse techniques 

^^Ar^resiilt of our earlier work on the use of mineral oils in 
baking ’ * on which we based recommendations to the indusliy, 
the advent of the Mineral Oil in Food Order'- has made the 


tolerances we suggested the legal limits beyond which mineral 
oils must not be present in foods as a result of processing. It 
is clear, therefore, that to attain these limits the baking industry- 
roust exercise the greatest care in using mineral oils for tin 
greasing or machinery' lubrication, and any step which might 
be advised to replace the former operation would be an advan- 
tage provided the harmless nature of the replacement can be 
demonstrated. 


For some lime we have been examining the use of silicones as 
water-repellent glazes for bread-baking tins, these materials haring 
been used in America and latterly on a restricted scale in this county’ 
to eliminate entirely the use of tin greases whether of edible or 
mincTal character. The silicones are polNineTS containing silicon, 
oxygen, and alky! radicles (R) and may be regarded as complex 
molecules possessing thermostable properties of the tj-pe 


R 

1 

R-Si-O . . . . 

I 

R 


R 

Si-0 


R 

1 

Si-R 

1 

R 


When dissolved in a solvent such as solvent naphtha (the inflam- 
mable nature of which probably precludes their use by many smaller 
bakeries unless some central distributing and processing organization 
can be created), these silicone solutions can be painted, sprayed, or 
otherwise distributed on a baking-tin and. after drying to remove the 
inflammable solvent, are rendered hard by baking at the usual 
temperature. In this w-ay a thin durable glaze comprising a synthetic 
resin is created on the tin which can withstand repeated use approxi- 
mately 200 limes without renewal or carbonization of the coaling. 

Wc have investigated carefully the possible absorption of the resin 
by bread baked in siUcone<oated tins and have been unable to detect 
by chemical means any increase in the proportion of silicon present 
in the crust of the loaves so obtained, irrespec'Ke of the method of 
application of the silicone solution to the surface of the tin. The 
method used was to compare the silicon content of the crust of a 
loaf baked in a silicone-treated tin with the content of the crust of 
a loaf prepared from the same dough baked in a greased tin— the 
crusts being treated chemically to convert any silicone present to 
silica, followed by colorimetric determination of the total silica in 
each case. In a series of comparisons no result was obtained w-hich 
indicated a higher final silica content in the case of loaves baked in 
tins coated with the silicone resin. It should of course be borne 
in mind that bread naturally contains a small amount of combined 
silicon, hence the use of the comparative method outlined. 

We have also investigated the loss in weight of a normal silicone 
film during a series of baking experiments, and the average loss per 
baking with very’ slight deriaiion was 0-0000006 g. per sq. cm., or 
0.00045 g. per 2-Ib. loaf tin. Even if one assumes that the entire 
loss is due to absorption by the loaf— which the previous experiment 
described indicates as unlikely— this less would only represent a 
final proportion of approximately 0.00005% of silicone in the loaf, 
or Jess than 0.5 parts per million of silicon. It is possible that, as 
the silicone glaze is fairly easily scratched by sharp metal, stacking of 
the tins between bakings will cause slight removal of the coating. 


In view' of the data now put forvrard. and the earlier toxico- 
logical findings reported.’ we do not consider that silicone pan 
glazes in bread production involve any potential harmful effect 
on the consumer and that the very’ small amount of silicon 
naturallv present in bread is not materially increased by this 
process. — We are, etc.. 

The British Bakins lndu«trirs Research 
Association, Chorlcr^ood. Herts and 
the Royal Technical CoIIcse. 

Glasgow. 

Rxrtjtrs'cxjs 


J. B. M. COPPOCK. 
H. Hlxse. 

A. Urie. 


1 J. mfd. 1949, 143, 7S5. 

» Rowe, V. K., Spencer, H. C., and Bast, 
30. 332. 

* British ^ffdicaI Jo’jrnslt 1943. 2, -Ail. 


S. L., /. /ri.4rr^. Hrs- Toxicol, 19^®. 


5 Sut'jto^^Ruin^t Orders 614. 1949, London : H.M.S O. 


Gravitational Ulcers of the Leg 
Sir, — D r. S. T. Anning’s excellent article on the aetiology of 
gravitational ulcers of the leg (Augu>;t 27. p. 458) calls atten- 
tion to a fact which is not commonly recognized— the impor- 
tance of thrombosis of the deep veins as a cause of these 
common and disabling legions. 

1 cannot help commenting on the extremely high incidence 
(S5.6%) of deep thrombosis in Dr. Anning’s cases, for, xshile 
I agree whole-heartedly that deep thrombosis is a very common 
causal agent, 1 am sure that in general it is not nearly so much 
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to blame as Dr. Aiming's figures would suggest. Certainly in a 
large varicose-vein clinic attached to my service a relatively 
high percentage of leg' ulcers are due to simple varicose 
veins and considerably less than half are associated with deep 
thrombosis. Probably the explanation is that as a dermato- 
logist Dr. Anning does not see the majority of the varicose 
ulcers which are quickly and satisfactorily dealt with in the 
surgical clinics, while on the other hand a great many of the 
cases with deep thrombosis gravitate eventually to the skin 
clinics. 

There are undoubtedly thousands of cases of gravitational 
ulcers of the legs receiving “ dermatological ” treatment both 
in skin clinics and from practitioners, and it is refreshing to 
find a dermatologist calling attention to the fact that these ulcers 
are a problem in hydraulics rather than dermatology, and that 
infection plays little or no part in their production. It is time 
that the profession learnt that ointments and lotions are at best 
useless in the treatment of these ulcers. 1 cannot remember 
seeing a gravitational ulcer during the last few years that had 
not been having penicillin applied as an ointment or given by 
injection. All too often the ointment produced a severe skin 
reaction. 

It is good to find Dr. Anning adding his experience to that 
of Boyd and Robertson regarding the risk of deep thrombosis 
when varicose veins, are injected at the same time as they are 
ligated at the sapheno-femoral junction.' I know that many 
authorities on varicose veins, such as Dickson Wright and Dodd, 
still advocate this method. I agree that severe complications 
are uncommon, and 1 confess that for years I myself taught 
and wrote advising simultaneous ligation and injection — ^in 25 
years 1 remember only one personal case when deep thrombosis 
resulted— but as a consultant to the Navy during and since' the 
•war and to the Ministry of Pensions I have seen a distressingly 
large number of cases where gross oedema, ulceration, etc., 
followed this practice. 

The treatment of deep thrombosis and its complications has 
until recently been distressingly futile. Undoubtedly preven- 
tion is the best treatment, and the introduction of heparin and 
dicoumarol and a proper realization of the causes of the condi- 
tion should help us to reduce the numbers of cases developing 
it. There will, however, always be a great many patients who 
ivill only be seen too late and who will already have developed 
oedema, pain, and ulceration. Surely we cannot be content to 
offer these patients nothing but elastic support. The problem 
is one not for the varicose-vein or the skin clinic alone but for 
them in conjunction with the radiologist and surgeon, for 
undoubtedly the surgical techniques of Bauer and Linton and . 
Hardy are giving results which more than justify further 
consideration . — J am, etc., 

Liverpool, 1. I- B. Oldham. 

Sir, — D r. S. T. Anning (August 27, p. 458) concludes from 
a study of 270 “ unselected patients ” that treatment of vari- 
cose superficial veins is harmful more often than not, 1 should 
like to suggest that a high degree of selection has been achieved, 
as he has collected a number of cases who have had sclerosing 
injections without benefit, the remainder being cases of “ white 
leg," which are obviously unsuitable for varicose-vein injec- 
tion. Dr, Anning gives no figures concerning ulcers healed by 
injections. 

My own personal impression is that the'incidcnce of gravita- 
tional ulcer has decreased since 1929 by at least 80%. At 
that time no practice was complete without three or four chronic 
leg ulcers, whereas now ulcers are relatively rare. Some of 
this improvement is due to better understanding of nutrition, I 
have for instance seen an indolent ulcer heal after vitamin-C 
s.aturation with no other treatment, but most have required 
some sclerosing injections, occasionally helped by a subcu- 
taneous ligation in our own practice. 

The only chronic leg ulcers in our practice now are the 
really difficult cases. If the deep veins are thrombosed and the 
superficial veins varicose and therefore not functioning in the 
erect posture, the leg is perilously close to gangrene, and tight 
bandaging is not as a rule tolerated by the patient. There is no 
cure for these cases except amputation or indefinite rest in 
bed. They are unusual compared to the cases of ulcus cruris 


which heal after a few injections, or occasionally after only one. 
I feel that Dr. Anning has been seeing the failures and should 
study the successes before coming to a conclusion . — 1 am, etc.. 


Shipley, Yorks, 


H. S. Russell. 


Sir, — ^T he subject of gravitational ulcers is treated rather 
ungratefully by your annotator (August 27, p. 4S0) — “The 
many books and papers on this subject in the last 20 years 
have not been very fruitful’— and more realistically by 
Dr. S. T. Anning (p. 458). Dr. Anning deals with only one 
aspect of the problem — no doubt a deep-seated one — but one 
has to point out that, in the words of an eminent doctor, “On 
the black and marigolded mud the moorhen’s footsteps print."' 
(On the Hill, by John Masefield.) 

The condition of the deep veins is important and is easy to 
neglect, but this problem is bound up with what one might 
term the “ soil,’’ and the “ soil ’’ includes “ dirt,” trauma, mal- 
nutrition, associated diseases, stagnation of circulation, auto- 
phytic influences, tissue inertia, and some other unknown 
factors. In addition to the “soil” one must consider the 
“seed,” in other words the factor of infection. This may be 
staphylococcal and/or streptococcal— the " synergistic infec- 
tive gangrene of skin” described by Meleney — the Vincent's 
organisms associated with tropical ulcer, Corynebacterium 
diplitheriae, and'some others. 

In addition to the “ soil ” and the “ seed ” the day-to-day 
and seasonal alterations in “ climate ” or weather have an 
important influence, and bodily fatigue or overwork and 
exhaustion must be considered. The anatomical distribution 
of small arteries to the superficial areas of the leg between 
knee and ankle, particularly the ring a few inches above the 
ankle, have a bearing on the formation and healing of these 
gravitational ulcers. 

It is not the knowledge or treatment of these conditions that 
is defective — as hinted in your annotation — ^it is merely the 
practical application in general practice (and I do not blame 
general practitioners) which is defective. A short account of 
the factors involved in the evolution of these ulcers was pub- 
lished in 1945 (Trans. R. Soc. Trap. Med. Hyg., 1945, 38, 259), 
and a method of treatment suggested, which proved not 
unfruitful. — I am, etc., 

Eppins. Essex. , FRANK MaRSH. 


Significance of Convulsions in Infancy 

Sir, — ^ xhe article by Drs. P. W. Nathan and P. M. Ransford 
(August 20, p. 421) presents some convincing statistics, indi- 
cating that convulsions occurring in infancy are likely to be the 
precursor of epilepsy. But surely the suggestion that any child 
having convulsions should, without careful individual study, 
be submitted forthivith to anticonvulsant medication is rather 
drastic. Repeated convulsions, it .is generally agreed, are much 
more likely to be epileptic than those occurring singly, but, even 
when they are multiple, family history, possible precipitants, 
and the type of attack should first be considered. 

It is, perhaps, not quite fair to attribute to Peterman the view 
that convulsions within the first two years are of no serious 
significance. In. a later and more comprehensive communica- 
tion' he finds birth trauma' by far the commonest cause of 
convulsions, single or multiple, occurring in' the first month 
of life. During the succeeding five months convulsions associ- 
ated with acute infections take first place, with infantile tetany 
and birth trauma as less frequent causes. From 6 months to 
3 years febrile convulsions still head the list, with idiopathic 
epilepsy, birth trauma, and tetany a good way behind. A large 
number of less common causes are, of course, cited. The out- 
look, qua fits, for the cases of idiopathic epilepsy and birth 
trauma needs no comment, -but Peterman is now inclined to 
think that acute infection may precipitate fits only in children 
with a low convulsive threshold, itself evidence of a hereditary 
predisposition, and this he has confirmed in some- cases by 
the E.E.G. ' 

Margaret Lennox’ has made a more detailed study of febrile 
convulsions arising in early childhood. Boys are twice as com- 
monly affected as girls, and a family history of convulsions (not 
necessarily epilepsy) is found in nearly half the cases. Among 
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those who subsequently developed epilepsy the initial convul- 
sion was more severe, and the incidence of birth trauma and 
of positive family history much higher. The clinical picture 
is confirmed throughout by the EE.G., and Margaret Lennox 
suggests that children who have febrile comailsions should 
have an E.E.G. record within a week of the attack, a month 
later, and again at the age of 3. When indicated by clinical 
and E.E.G. findings anticonvulsant drugs might usefully be given 
up to the end of the third year. This would appear a sound 
policy to aim at for all cases of convulsions in early life. 

It is commonly stated that the incidence of infantile convul- 
sions is very jnuch less than it was a generation or two ago. 
Is there any published evidence of this decline ? There is, so 
far as 1 know, no reason to suspect any increase or decrease 
in the incidence of idiopathic epilepsy, and if the majority of 
early convulsions belong to that category we must assume that 
some fit-precipitants have disappeared. A fall in acute infec- 
tions is unlikely, but it may be that dietary deficiencies have 
been made good, or that more intelligent and careful super- 
vision of feeding has lessened alimentary upsets. Anyway, here 
would be a field for exploration, of especial interest, perhaps, 
to those who are investigating the role of metabolic factors in 
epilepsy. — I am, etc., 

Purley. Smtey. 1. TVLOR FoX. 

Rozrences 

1 Amer. J. DU. CMU., 1946. 72, 399. 

* Proc. Au. Res. ment. Dh., 1947, 342. 


in fact they have any more. A most searching investigation 
on these lines has been published by Thom.’ In 395 children 
with infantile convulsions only 12% developed epilepsy, while 
the incidence of epilepsy in 8,000 unselected children was 1%. 
From this it is fair to conclude that there is an increased chance 
of epilepsy in those with infantile convulsions as a whole, but. 
while 88% of these children remained free from further fits 
during the period of observation, it is scarcely legitimate to 
dub them all epileptic, let alone to treat them as such. 

The whole argument depends obviously upon what one means 
by epilepsy. I have tatien it that the audiors have used the 
term in the usual sense of a chronic commlsive disorder 
characterized by recurrent convulsions and the strong likeli- 
hood of subsequent mental deterioration. This concept is con- 
venient and time-honoured, even if aetiologically unsound. 
Nevertheless, taking this definition, it is certainly not true that 
most children who have an isolated convulsion at the onset of 
an acute infection are “ epileptic." On the other hand, the 
convulsion appearing “out of. the blue” and unaccompanied 
by acute illness is very much more suspect, while repeated con- 
vulsions should always be regarded as potentially epileptic. — 
I am, etc., 

Giassow. Robert A. Silsnxs. 

RmsESCES 

4 J. Amer. med. Aa. 1924. 22, 375. 

s Arch. Ped., 1922. 39. 303. 

> Am.cr. J. Psjchdat. 1942, 93, 574. 


Sir, — S urely Drs. P. W. Nathan and P. M. Ransford 
(August 20, p. 421) have reached their conclusions too easily 
and swiftly. They quote a series of known epileptics attend- 
ing hospital and a smaller group of ordinary out-patients for 
a contrast. The former group was almost bound to contain a 
number of “ items ” which had some sort of fits in infancy, and 
the latter group is far too small, and memories even of parents 
are likely to be too unreliable. 

I do not know what the incidence of infantile convulsions is 
at the present date, but 1 do remember that 40 years ago, when 
I was in general practice near here, the onset of the ice-cream 
season was a time when I expected to be called out of my bed 
fairly regularly to give hot baths, etc., to many a baby or young 
child who had been indulged. There were also many cases in 
which the exanthemata were ushered in by a convulsion. These 
cases never developed epilepsy, and indeed when I, meet many 
of them now they introduce me to some buxom daughter or 
capable son as the man who “ saved their lives ” by a hot bath. 
Should I have kept these youngsters under sedatives (bromides, 
because we had no phenobarbitone) as Drs. Nathan and 
Ransford suggest ? — I am, etc.. 


Briiham, Devon. 


Cecil B. F. Ttvy. 


Sir, — M ay I be permitted to make some observations upon 
the article by Drs. P. W. Nathan and P. M. Ransford 
(August 20, p. 421), in which they confirm the finding of a 
higher incidence of infantile convulsions in epileptics than that 
found in the general population. In the brief space available 
to them there was obviously no question of a general review 
of the literature, but it appears to me that brevity in this case 
has created rather a false impression. To say without further 
qualification that a convulsion within the first two years of life 
indicates that the child is an epileptic is likely to lead to an 
unnecessarily gloomy prognosis that may well be hotly 
challenced by those with e-xperience of convulsions in childhood. 

Their figures are not remarkably different from those 
reported by Patrick and Levy,’ who found 20% of infantile 
convulsions in 500 epileptic children and only 4% in 752 
unselecled controls ; nor from those of Burr,’ who foimd a 
history of convulsions in infancy in 15% of a large series of 
epileptics. It is difficult, however, to see how these facts alone 
warrant the conclusion “that coniailsions within the first two 
years of life are to be taken as manifestations of epilepsy” 
and that recurrence is to be expected. Surely all that they do 
indicate is the well-known fact that epilepsy very frequently 
begins in early life and often in infancy. 

The only accurate way to determine the prognosis of infantile 
convulsions is to follow up for an adequate period a series of 
infants who have had observed con\-ulsions and see whether 


'.•In addition to the above letters and that from Professor 
R. S. niin^’orth and Dr. S. A. Doxiadis (September 3, p. 547). 
letters critirizing the paper “Significance of Convulsions in 
Infancy,” varying in detail but similar in substance, have been 
received from Dr. C. Elaine Field (London), Dr. N. Malleson 
(Ipswich), Dr. A. Lewis (London), Dr. A. A. Meinnes (Welling- 
borough), Dr. D. Pyke (London), Dr. N. F. Elliott Burrows 
(London), Dr. J. B. Metcalfe (London), Dr. S. G. Siddle 
(Malton), and Dr. J. C. R. Morgan (Llantrisant). — ^E d., BMJ. 


Tuberculosis in European Volunfary Workers 

Sir, — ^In the course of routine clinical duties among the 
population in an extensive and fairly representative area of 
the West Riding of Yorkshire I have been astonished by the 
number of cases of pulmonary tuberculosis which have been 
discovered among European voluntary workers who have immi- 
grated to England during the past few years under the Ministry 
of Labour schemes. 

It may well be that this finding is a mere impression on 
my part and one which may not be substantiated by detailed 
statistical investigation. Yet it is rather alarming to note that 
some at least of such new recruits to British industry have never 
had an x-ray examination prior to their acceptance for employ- 
ment in this country, and others who claim to have had such 
an examination have demonstrable pulmonary infiltrations when 
examined' within a few months of arrival in Yorkshire. 

Clearly there is no room in this matter for political prejudice 
or parochial nationalism, but it must be borne in mind that one 
tuberculous E.V.W. may easily saddle the Exchequer with a 
bill for over £1,000 for his treatment and for the maintenance 
of his family during his stay in an institution and subsequent 
rehabilitation. The whole situation is even more perplexing 
when it is recalled that both the Canadian and South African 
Governments insist on the most rigorous health qualifications, 
including the production of a chest radiograph by all prospective 
British immigrants. Apart from the financial aspect of this 
problem, the further danger of introducing a new and perhaps 
more virulent strain of the tubercle bacillus among the 
indigenous population of this country may prove to be some- 
thing more than mere academic speculation (see Mr. Walter 
Elliot’s paper in the Journal of August 6, p. 297).. 

Finally, while conceding the need for additional sources of 
manpower in the current export drive, every effort should be 
made by the Ministry of Labour or the appropriate Govern- 
ment agency to introduce the highest possible health standards 
among all European workers recruited for British industry. — 
I am, etc., 

HlEIii. BERT7LV.VI MaNN. 
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Torsion of Normal Fallopian Tube 

Sir, — M ay I record a further case of torsion of an apparently 
normal Fallopian tube 7 j 

In June, 1947, I was called to see a woman of 48 (para 2) wfth 
severe lower abdominal pain, this being her fourth attack of similar 
pain in twelve months. Each attack liad lasted about twelve hours. 
On examination, a tender swelling, estimated to be H in. (3.75 cm.) 
in length, was palpable in the left fornix. A diagnosis of twisted 
ovarian cyst was made, and at operation the left tube was found 
to be swollen, black, and twisted on its mesosalpinx. The ovary 
was not involved, and there was no obvious reason for the torsion. 
The other tube and both ovaries were normal. 

— I am, etc., 

Southampton. ' RAYMOND PORVIS. 


I - ' 

Stress Incoutinence in the Female • 

Sir, — have followed the correspondence on this subject 
with interest. So far none of your correspondents has pointed 
out that this condition may be a neurotic manifestation simply 
and solely, due to neither anatomical nor organic neurological 
causes. To attempt to cure such a case by any form of 
operation would be as likely to be followed by permanent cure 
as an attempt by a thoracic surgeon to cure the air swallower 
by slinging up the oesophagus. 

Non-realization of this may , lead to one of the most worth- 
while operative procedures, the cure of stress incontinence, 
coming into unwarranted disrepute. — I am, etc.. 

East Boldon, Co. Durham. TERENCE G. ROBINSON. 


Growth of Foetal Head 


Sir, — I have read the letter on this subject by Dr. A. G. 
Murray (August 13, p. 387). Like the late R. E. Roberts, 1 
have estimated foetal maturity on the assumption that the 
foetal skull grows at a constant rate during the last month of 
pregnancy. I have probably made over a thousand of these 
examinations since Reece' described his method in 1935, and 
my impression that this method is of definite value has gained 
strength through successive years — particularly so in the last 
six hundred cases, in which the proved accuracy of the vertical 
shift technique’ has contributed to the precise measurement of 
■Reece’s greatest circular section, Reece based his calculations 
of foetal maturity on the work of Calkin, who showed that the 
diameters of the head are proportional to the length of the 
foetus. 

Proof of growth in the last month is difficult if cephalometric 
results are not accepted as reliable evidenc.e. Clinical measure- 
ments immediately after birth are apt to be upset by moulding. 
If the foetal head does not grow during the last month cephalo- 
metry at the 36th and 40th weeks would give similar results. 
This is not so in my experience. The greatest circular section 
will have increased by about four-tenths of an inch (1 cm.). — 


I am, etc., 
Readins. 


RTfERENCES 

Proc. R. Soc. Med., 1935, 28. 489. 
British Medical Journal, 1943, 2, 196. 


Paul CaVe. 


Haemorrhage into (he Spermatic Cord 

Sir, — The following case was erroneously diagnosed as a 
strangulated hernia by two independent doctors of experience. 

On April 26, 1949, a boy aged 13 was playing football and, while 
running, he became aware of a slight pain in the left grom not 
associated wilh any injury at all. During the next five minutes the 
pain increased in intensity until it became fairly severe but not 
excruciating. He cannot remember whether he ran about or reamed 
still during the time when the pain became more severe. At this time 
be noticed that a lump had developed in the groin. 

After an hour the pain diminished gradually and he was able to 
sleep that night, but was aware of the pain on awaking next morning. 
His doctor was called and, finding a tender irreducible lump with 
no impulse on coughing, he diagnosed a strangulatcd-hernia and sent 
the patient into hospital with a letter which read, ' Though not 
appearing typically like a hernia I think it is one.” This diagnosis 
was substantiated by the doctor who saw the boy on admission to 
hospital. 

At operation on the next day (April 28) the lump was found to 
be due to swelling of the spermatic cord, which was black in colour 
throughout its length. Torsion of the testicle was suspected and the 
'tunica vaginalis opened, but the testicle and epididymis were seen to 
be quite normal. The coverings of the spermatic cord vyere then 
divided and the entire cord was found to be infiltrated with blood 
clot. This was gently swabbed away svitb dry gauze, but the bleeding 
point had evidently sealed and was not discovered. There was 
no hernial sac. The wound healed by primary union and recovery 
was uneventful. 


Evidently this condition can simulate a hernia on clinicpl 
examination and can cause the surgeon to suspect a torsion 
of the testicle at operation. It should be borne in mind in the 
differential diagnosis of surgical emergencies of the inguinal 


region. — I am, etc., 
Boston, Lines. 


Charles Maclay. 


Dermographia 

■ Sir, — A case of dermographia came under my care recently, 
and the following particulars may interest your readers. 

The patient, a nurse, consulted me on December 16, 1948^ 
suffering from dermographia which she had had for several 
months. Her skin was extremely sensitive to the touch— a 
thumb-nail drawn lightly over the surface causing a weal to 
come up almost immediately. The weal took about five minutes 
to come up, during which time intense pain was experienced, 
but this passed off as soon as the weal was fully formed. Such 
simple movements as crossing her legs, combing her hair, or 
even lying in bed caused these weals to come up. In conse- 
quence of this she was becoming very debilitated and nervous. 

She found hot baths relieved the pain, although the friction of 
the towel while drying herself again aggravated her condition. 

She had previously had desensitization tests, which proved 
negative. This was followed by a course of peptones and later 
by typhoid shock treatment, neither of which gave her any , 
relief. She was then put on a milk diet with calcium injections 
and hydrochloric acid by mouth, without result. 'While under 
this treatment in hospital she lost a stone (6.3 kg.) in weight. 
After a period of four months there was no improvement. One 
of her fingers became infected, and she was treated with 
penicillin. The result of this was a further aggravation of her 
condition. It was at this stage that she consulted me. 

A radiograph of her chest was negative. The only possible 
focus of infection which could be found were her tonsils, which 
were enlarged and pitted but which had been passed as satis- 
factory during the time she' had been in hospital. With a view 
to improving her general health and sedating her nerves 1 
decided to try to build up her general condition by a simple 
tonic containing lime, phosphorus, and iron, phenobarbitone j 
gr. ^ (32 mg.) t.d.s., and general ultra-violet-light treatment. j 
She had six general ultra-violet-light treatments before the 
end of the year, and these then stopped for five weeks. She 
received them again every other day in February for nearly 
four weeks, and she had a further three treatments in the 
middle of March. On April 1 she reported that she still had 
a very little dermographia, but; there was no further burning 
and her general condition had improved considerably. 

On further consultation' wth a nose-and-throat specialist her 
tonsils were removed as being a possible focus of infection, 
and early in May she had returned to full duty in hospital 
(being a sister in charge of a ward) completely relieved of her 

symptoms. . 

This case is interesting, demonstrating as it does the 
able effect of ultra-violet light on this condition, which had 
resisted various forms of treatment. In addition it is important 
in such cases to make sure that any doubtful focus of infection 
is eradicated.- — I am, etc., 

drlslchuich. New Zealand. . W. GORDON RICH. 

Production of Dental Caries 

Sir,— I was most interested in the article by Dr. P. Pincus 
on the p’roduction of dental caries (August 13, p. 358), and i 
found his logical reasoning as he took it step by step, sm^mpS 
the lactic acid theory on the way, quite fascinating. 
appreciating the considerable research he has done m this con- 



Sept. 10. 1949 BRITISH MEDICAL JOURNAL AD\’ER-nsEMENT 



AN ADVANCE _ 

IN PENICILLIN THERAPY 

‘AVLOPROCIL’ 


PROCAINE PENICILLIN ‘G’ OILY INJECTION 

(with 2% Aluminium Stearate) 

‘Avloprocil’ contains the procaine salt of 
Crystalline Penicillin in oily suspension and offers 
important advantages to both doctor and patient : — 

Therapeutic blood levels of penicillin 
maintained for 36-4.8 hours or longer 

Effective penicillin therapy achieved with 
a single daily injection 

Administration comparatively free from 
irritation and pain 

10 c.c. rials (300,000 unit! o/* penicillin per ex,) Singlp ani in holes oj g 

UtcratuTC and further information available, on request, from your nearest 
I.C.l. Sales Office: — London, Bristol, Birmingham, Manchester, Glasgow, 
Edinburgh, Belfast and Dublin 

IMPERIAL CHEMICAL (PHARMACEUTICALS) LID. 

A svbsJJia^ coajpony ^ laperial CbenUcal ladaszries Ltd, 

WILMSLOW, MANCHESTER 
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LAWS OF MEDICINE . 

Weigerfs 

« 

Law 

^^That the degree 
of reparation 
of injured tissue 
exceeds the demand^^ 


KARL WEIGERT 



KARL WEIGERT ( 1843 - 1905 ) was a pathologist and 
bacteriologist, and Director of the Institute of Anatornj 
and Pathology at Frankfurt. 

If a Green Lizard injures its tail, it will grow two or 
even three more, simultaneously. Such lavishness is 
often shown by nature in order to ‘make assurance 
double sure.’ 

Similarly in tlie quest for new synthetic substances 
of therapeutic value, research chemists often prepare 
and test several hundred compounds during the pre- 
liminary stages alone. 

The pharmacological teams at Boots recognise this 
and accept it as part of their exacting work. They are 
satisfied if, after preparing thousands of new sub- 
stances, one is eventually found to be of service to the 
medical profession. 
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Riboflavin *250 mg. Niacin 1*250 
mg. Pyridoxine Hydrochlor *125 
mg. <f-paQtothenic acid *625 mg. 
and other B-complex factors. 


Earliest symptoms of 
vitamin B-complex deficiency 
are often difficult to detect 
without exhaustive and far- 
reaching tests. Where 
B-avitammosis' is suspected, 
for example, when the patient 
complains of ** not feeling 
well ” but is unable to be more 
specific, administration of 
total B-complex as provided 
in ‘ Beplex ’ is indicated. 
‘Beplex’ is available in 
two forms, the Elixir which 
is a palatable aqueous extract 
of rice bran, and Capsules 
Which contain concentrated 
yeast extract. These provide 
in a convenient and complete 
form all the elements of 
the B-complex. 


^Beplex’ Elixir and Capsules 

Trade Mark 

JOHN WYETH & BROTHER LIMITED, 

CLIFTON HOUSE, EUSTON Rd!, LONDON, N.W.l 
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20 years, strengthening with the passing of time ; and with 
it came an ever-increasing appreciation of his influence in 
public health. So intuitive was his selection of staff, so 
inspiring and encouraging was his leadership, and so prac- 
tically sound was the training he gave them that many of 
his' young men now occupy high positions in the public 
health service. He was loved and respected by them all, 
and later they often turned to him for guidance and help 
/^lat was never refused. Ferguson came to Surrey from 
/ .ancashire in 1929 to take over from Professor E. W. Hope, 
f ^ivercQolj^’ho-had been acting county medical officer 
Those .were difficult days in the 
. in Surrey. Two main influences 
problems— the transfer of Poor 
inty Council with the consequent 
•hospital service, and the rapidly 
the need to develop the existing 
threw himself whole-heartedly 
j j — .^ttfifficulties ; and, with his capacity 
a W-'-'.^sPtrv 'e problem to its simplest form, 

in Lancashire, his unspar- 
,6“= which an enlightened county 
?-%.SciI ha®' mty health services were slowly 



built up 
reputatid^,.j.b 
the inevitabit 
able committei 


^ country. Ferguson’s 

health was established and 
^ choice for innumer- 

affairs ; indeed, no such com- 
9^ -o.'.ticularly those concerned with 
e,®.a.me of Ferguson of Surrey. A cata- 


mittee was com’ 
hospitals, without 
logue of the committees on which he gave such valuable 
advice and guidance would be too lengthy to include here. 
But his help was also sought by examining bodies for the 
DF.H.; he was examiner for London and Manchester 
Universities and for the English Conjoint Board. 

One project to which’ Ferguson gave milch effort was. the 
development of the health services of the great L.C.C. 
housing estate at St. Helier. The provision of a first-class 
school health service, a health centre for the local preven- 
tive services, and a new hospital' were only parts of that 
scheme. In particular, he was justly proud of St. Heher 
Hospital. Tribute has been paid in naming the nurses’ 
home of that hospital “ Ferguson House.” He was proud, 
too, when he was made an Honorary Physician to the King 
in 1941 ; he felt it was one of the highest honours in the 
profession — and it was richly deserved. Later he was to 
receive further recognition in 1946, when he was created a 
C.B.E. But his greatest satisfaction came from the know- 
ledge that he had been the architect of the efficient and 
extensive health services of the county which he served so 
well. So highly was Ferguson’s knowledge, experience, 
d administrative ability appreciated that he was not 
•ed to retire at the end of his service in Surrey. He was 
a temporary appointment as a principal medical 
■'e Ministry of Health; he accepted and, with the 

Sir, ^Your“t“l3tion from those whom he served there, he 

therapeutic proper. 7 f;his best. Unfortunately, the last two 
now being used on an -endF^^AibV an insidious illness which 
with the sentence; “The task of those'ow’, if any, knew’ that 
many precious dollars to spend on thist he should worry his 
to distribute such supplies as reach '.before the end it was 
ea^ one. ^ inevitable. 

r ‘Motional moment not 

available in this country is limited to son 

available for its purchase. If this infer 
seems a most opponune time to express leave a gap in many 
of this and other life-saving drugs willffied, and his wide 
from the effects of sterling-dollar crises -.'.uson, his daughter, 
of medical ideas and information. — I am,r deepest svrnpathv 

Rmtrc^■or, Co. l>o«-n. 


Dr. F. Hall writes ; News of the death of James Ferguson 
was received with great regret by his friends and former 
colleagues in ' Lancashire, where he spent the earlier part 
of his public health career. From 1920 until his appoint- 
ment as county medical officer for Surrey he occupiwl the 
post of chief assistant medical officer to the Lancashire 
County Council, a period during which the health services 
of that county were actively developed. Intellectually bril- 
liant and endowed with a clear and constructive mind, 
Ferguson exercised an important influence on this process 
and helped to lay the sound foundations upon which the 
services were builL Those of us who were in the service 
at that time will long remember not only his friendly and 
helpful counsel but also his thoughtful and discerning views 
upon major social and health problems. Large numbers of 
the more unfortunate members of the community he served, 
particularly the blind and crippled children, also owe him a 
debt of gratitude for the thorough and sympathetic, manner 
in which he exercised his administrative functions in arrang- 
ing for their welfare. The public health services and the 
medical profession have lost an honoured and valued 
member, one who at all times maintained the highest ethical 
standards of medicine in all its varied relations. 

W. T. WARWICK, M.B., FR.C.S. 

Sir Gordon Gordon-Taylor writes ; Some years ago I wrote 
of a distinguished Australian surgeon that he was “ a man 
of few words, a flair for diagnosis, and a sharp knife " ; 
these words would not inaptly describe my old friend and 
colleague. Turner Warwick, with the substitution of the 
terms “ careful ” and “ deliberate ” for “ sharp.” Warwick, 
whose obituary notice was printed in the Journal of 
September 3 (p. 549), was never an architect of talk, not 
that he was unready to take part in any discussion that was 
for the benefit of his patient or on a subject upon which 
he entertained strong views, but he was not publicly dis- 
putatious, and I imagine that be felt the strain each time 
he was compelled to participate in open debate. His diag- 
nostic flair was extraordinary ; he was the first, or at least 
one of the first, to make the diagnosis of a ruptured 
oesophagus ; he tentatively formulated the startling diag- 
nosis of actinomycosis of the rectum in a patient of the 
writer’s, subsequently confirming its accuracy by demon- 
strating the streptothnx fungus on numerous occasions 
before the patient’s death ; he unerringly diagnosed a 
haemorrhage into an intrathoracic goitre in a colleague, 
when all others in consultation took the most sinister view 
of the case ; it is even alleged that he suspected the rare 
affection which terminated his owp life. 

His work and outlook bore the impress of his dis- 
tinguished senior colleague, William Sampson Handley, 
and this contact, together with the years of nurture in the 
Bland-Sutton Institute of Pathology, perhaps inculcated in 
him a livelier Lucretian interest in the nature and cause of 
things than in the technical correction or ablation of human 
affections and ills, perchance sustained by Crom'A ell's hope ; 
“To be a seeker is to be of the best sect ne.xt to a Finder, 
and such an one shall every faithful, humble seeker be at 
the end.” 

He was the “ whitest ” man that ever lived, “ four- 
square,” of transparent honesty, completely devoid of 
self-seeking, unsparing of effort on behalf of others. 
Perhaps the affection in which Warwick w-as held may 
be summed up in words used of the old St. George’s sur- 
geon, Sir Prescott Hewett, who also owned a Doncaster 
background ; “ Few men were more beloved by those who 
were connected with him in practice, whether as pupils 
or patients, for he was a man ‘ who would not merely scorn 
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a base action, but with whom anything base would be incon- 
ceivable.’ ” The idea of any panegyric would have been 
abhorrent to a nature like Turner Wafwick’s, but I believe 
that he would have liked a senior colleague to say of him 
that throughout life he always played the game. He did. 


Dr. Winifred Peacey, who died in April last, was an out- 
standing figure in the West of England. After studying at 
Oxford and the London School of Medicine for Women she 
qualified in 1921. Her father was an Anglican canon, and she 
was the only Catholic in her family. Two of her sisters became 
Anglican nuns and several of her brothers became Anglican 
clergymen. After holding a house appointment she joined the 
Congregation of the Daughters of the Cross and was appointed 
to their convent at St. Michael’s Hospital, Hayle, Cornwall, 
in 1925. From then until her death Sister Marie Theresa, as 
she became, worked unceasingly. During her long term of 
office as medical superintendent the facilities of the hospital 
were extended and it became more and more an important link 
in the chain of hospitals in that area. Sister Marie Theresa 
became one of the best-known and most dearly loved doctors 
in the district. The hospital, at first staffed by general practi- 
tioners in the neighbourhood, grew under her guidance, and 
over the last ten years treated nearly all the emergency cases 
from the surrounding districts of Hayle, St. Ives, and the rural 
area covering the wild Cornish coast and countryside down to 
the Lizard and Penzance. Sister Marie Theresa, apart from 
acting as superintendent, was also responsible for radiography 
and for most of the anaesthetics administered. Three or four 
years ago she estimated that she had given 16,000 anaesthetics 
for all types of cases with only one death on the table. She 
participated fully in the religious life of the convent, gave 
lectures to the nurses, and supervised the busy physiotherapy 
out-patient department. Although a nun, she spoke her mind 
on all occasions, and it was her forthright character which 
endeared her to those who understood her and appreciated her 
great qualities. In common with the other members of her 
sisterhood she scarcely ever left the hospital or convent grounds, 
but nevertheless she knew every family in the district and 
conducted the business affairs of the hospital with precision 
and impartiality. Thanks to her firm and fair management of 
the hospital there was never any friction among the medical 
staff of specialists and practitioners, and her ruling was always 
accepted as final. During the 10 years which I spent in surgical 
work at the hospital I came more and more to depend on her 
sound judgment in clinical matters. Over many long hours of 
operating by day or night one came to rely on her impassive 
moral support from the “ top of the table " and to bow to her 
cryptic remarks when surgical zeal began to outrun discretion. 
Sister Marie Theresa was never disturbed by the most irritable 
surgeon or by the most unreasonable and exacting patient. Few 
doctors have devoted themselves more whole-heartedly to their 
profession and looked less for reward or recognition. Her long 
illness failed to dim her spirit, and she continued to work until 
the spread of metastases prevented her from walking. It is 
the greatest satisfaction to all who knew her that she lived to 
see her hospital saved from State ownership, concerning which 
she had strong views seldom heard, I imagine, from the lips 
of one u ho had chosen the convent for her life's work, — ^E. C. A. 

Dr. G w iLVM James, of Aberystwyth, died suddenly on 
June 24. The son of a sea captain of Aberystwyth, Gwilym 
James first attempted to follow his father’s profession, and he 
serscd for a period as apprentice in a sailing ship. Later, how- 
ever, he studied medicine at St. John’s College, ^mbridge, and 
at University College Hospital, where he qualified in 1911. He 
Was a house-surgeon at the Queen’s Hospital for Children, 
Bethnal Green, and also held resident appointments at the Royal 
Northern Hospital. He settled in general practice in Llanelly 
in partnership with Dr. Samuel Williams. Here over many 
years Dr. James won the esteem and affection of his patients 
by his outstanding ability and his self-sacrificing devotion to 
his work. He serv-ed as a captain, R.A.M.C., with the 2nd Rail- 
way Construction Section of the Royal Engineers throughout 
the 1914-18 war. At Llanelly he was in practice from 1919-43, 


and he was also honorary consulting surgeon to the Llanelly 
General Hospital. Ill health compelled his retirement six years 
ago, and since then he had been living at Aberystwyth, where 
he renewed many old friendships. 

Dr. Arthur Carveth Johnson died on June 28 at the age 
of 63. He Was born in West Norwood, London, of Cornish 
ancestry, and was educated at the Merchant Taylors’ School, 
where he won a scholarship to Downing College, Cambridge, 
and to St. Thomas’s Hospital. He graduated in 1913, and after 
holding house appointments at St. Thomas’s and at the Bromp- 
ton Hospital he joined the Welsh National Memorial Associa- 
tion for Tuberculosis. He was at first responsible for the 
districts of Brecon and Radnor, and was transferred to Newport 
in 1917. Dr. Johnson played rugby for his school and for his 
hospital. He was a well-known breeder, exhibitor, and judge 
of bull-terriers, and was a life-member of the Bull-terrier Club. 
He was at one time chairman of the Newport Canine Society 
and president of the Newport, Devon, and Cornwall Society. 
A keep photographer, he was a founder member of the Newport 
Camera Club, and was its president when he died. At the age 
of 21 Dr. Johnson was initiated a Freemason, and at the time 
of his death he was provincial grand senior warden for the 
province of South Wales, Eastern Division. He was a member 
of the Newport Medical Society, and he had been in charge- of 
the tuberculosis services for practically the whole of Monmouth- 
shire for many years. He was considered to be an authority 
on his subject, and his opinion was valued throughout Wales. 
Dr. Johnson was twice married, and he is survived by a vyidow 
and three children. — J. T. R.-E. 

Dr. Alexander Scott died at his home in Sileby, Leicester- 
shire, on August 16 at the early age of 50. A student of St. 
Andrews, he graduated M.B., Ch.B. in 1928 and held resident 
house appointments at the Dundee Royal Infirmary. He had 
been deputy medical superintendent of Baguley Sanatorium 
and an assistant tuberculosis officer in Sheffield. 

E. K. M. writes ; Dr. Scott came to Leicester as senior tuber- 
culosis officer in 1945. His experience of his subject was great, 
but it is more of his character as a man of which 1 would 
write. Following, as he did, a man who had given the last 
thirty years of his professional life to the work of the local 
tuberculosis clinic was not particularly easy, but .Scott soon 
endeared himself to the staff and even more especially to his 
patients. He was a man of great courage and full of life to 
a remarkable degree. It may be said that he had a ’kest for 
living, everything — ^his profession, his garden, his bee-keeping — 
his very special hobbies — was so intensely interesting to him. 
His death was marked by more than one letter in the local 
press from former patients expressing their lifelong gratitude 
for the words of cheerful hope which he had been able to give 
them. Scott leaves behind him a widow and four young' 
children. 

Dr. James Andrew Gibson died on August 19 at his home in 
Lancaster. A student of Edinburgh University, he graduated 
M.B., C.M. in 1895, proceeding M.D. in 1900. After .being 
in general practice at Kendal, he came to Lancaster in 1898. 
In 1908 he joined the staff of the Royal Lancaster Infirmary, 
and was in charge of the electro-medical department. He was 
largely responsible in those early years for the introduction of 
the first x-ray unit to be installed there. He was appointed 
honorary medical officer to the infirmary in 1911, and was a 
member of the general committee from that time onvyards. 
Dr. Gibson took a large share in the planning of the original 
extension of the hospital buildings, and he was elected president 
of the Royal Infirmary in 1927 and 1928, and again in 1942. 
He was chairman of the house committee for many years, both 
before and after his retirement from general practice, and was 
chairman of the medical committee from 1931 to 1938. He was 
elected honorary consulting physician in 1939, and he acted as 
chairman of the local medical war committee during the recent 
war. Over the past 50 years, while he lived in Lancaster, 
Dr. Gibson built up a lar^e and flourishing general practiw, 
and for many years was in partnership with Alderman 
Mannixt He was much beloved by all his patients, and with 



Sept. 10. 1949 


MEDICO-LEGAL 


Eiiroa g05 

:cAi. Jocxxu. . 


his quiet and assured manner he was a great comfort to many 
who sought his help. To a few of his more intimate associates 
his generosity and kindness to the poor and needy were well 
known. By his professional Colleagues he was respected and 
admired, and his wise counsel and unhurried, unbiased judg- 
ment in controversial matters was of inestimable value in the 
administration of hospital affairs. His colleagues all regretted 
that during his latter years failing health prevented hint from 
continuing to guide the affairs of the infirmary whose welfare 
and smooth running were always his first and most important 
interest. His loss is a great one to all those who knew him. 
and his memory will be cherished. He was a man of sterling 
quality, unimpeachable integrity, and a loyal and beloved friend. 


Medico- Legal 


PARTIAL INTERCOURSE AS CRUELTY 

[From Our Medico-Leg.u. Corresponoe-nt] 

Cruelty for divorce purposes is nowhere defined by statute, 
but the accepted traditional definition is, briefly, conduct 
endangering or threatening the spouse’s life or health. The 
idea has been gradually clarified by successive decisions of the 
courts, but each case is decided on its own facts. One of the 
most recent of these decisions' is useful in shotving one of the 
boundaries of legal cruelty and also one of the possible remedies 
where a spouse suffers from refusal of complete sexual inter- 
course. 

A husband, almost from the outset of the married life, 
performed partial intercourse by coitus interruptus in spite of 
the repeated protests of his wife and of his own knowledge 
that his conduct was increasingly injurious to her bodily and 
mental health. He abstained for varying periods, and after 
these had partial intercourse on occasions. On each of these 
occasions Ae wife genuinely hoped and believed that the inter- 
course would be complete and that she could bear a child. 
Each time she was frustrated, disappointed, and depressed, and 
her nervous system was disturbed, with the result that her health, 
both bodily and mental, suffered increasingly, for she keenly 
desired to raise a family and believed that her husband did also. 

At last, losing hope of the marriage, she petitioned the court 
for nullity on the ground of the husband’s sexual incompetence 
or wilful refusal to consummate the marriage, but the judge was 
not satisfied that the marriage had not been consummated. 
She accordingly petitioned for divorce on the ground of cruelty 
through a failure of the husband, consistent only with determin- 
ation, properly to give her those sexual rights to which she was 
entitled, with the result that her health deteriorated and at one 
time at least was in a serious condition. 

Mr. Justice Wallington did not doubt that the conduct of the 
husband, if continued, would have produced a serious and 
dangerous deterioration in her health, nor that he must have 
understood the wrong and injury that he was doing to his wife. 
The judge did not suppose that her whole well-being depended 
on sexual intercourse or that she thought that it did. Some 
women, he said, may be so constituted that their health is not 
affected by repeated partial intercourse, such as coitus inter- 
ruptus, while other women enter into the marriage state hoping 
to fulfil one of its most important functions — the bearing of 
children. When such women are denied the normal means of 
child-bearing and their sexual functions are abused by frequent 
coitus interruptus, especially when it follows substantial periods 
of complete denial of intercourse, their health is likely to be 
affected. In his opinion the case before him fell into this class, 
and he granted the wife her decree. He mentioned, however, 
during his judgment that mere abstention by the husband from 
intercourse could not amount to cruelty or give the wife any 
refnedy, even though it might injure her health. 

There must, it appears, be aggravating circumstances of the 
kind related here, such as long periods of total abstention and 
callous indifference to the harm that was being done. Where 
such circumstances arc present, however, a spouse may have a 
remedy if the nullity remedy fails. 

1 n-abhsm v. n'cIAm. 1949, 1 AH EJt. T75. 


Universities and Colleges 


UNIVERSITY OF OXFORD 

In a Congregation held on July 16 the following degrees were 
conferred: 

D.M.— J. P. Childs. 

B.M. — D. A. T. Hzard, R. T. T. Warwick, W. J. C. S>taocds, 
R. W. Barr BrowTi, R. Kclly-Wiseham, Sheila J. Thorogooi Anne 
M. M. Oriel, *G. A. Rose, *D. G. R. CampbeH, *0. de B. Mitford- 
Barberton, *1. W. Yeandle-Hignell, ’Susan E. Scott-Stokes. 

In a Congregation held on July 30 the following degrees were 
conferred : 

D.M. — G. P. Maher-Loughnan. 

M.Ch. — G. J. Fraenkel. 

B,M. — G. F. Harris, J. C. F. Poole, R. O. Payne, Patrida M. 
Gilbam, Sabine J. Strich, Alison D. Reid, *D. J. Woolford, *T. C. 
Bams, ’Ruth E. Trilling. 

*In absence. 

UNIVERSITY OF CAMBRIDGE 
Kendal Cartwright Dixon, Ph.D., M.B„ B.Chir., has been appointed 
University Lecturer in Chemical Pathology for three years from 
October I. 

Mary Eiheldreda Prisdlla Hele, B.Chir., has been appointed 
to the Benn W. Levy Research Studentship in Biochemistry for the 
period October 1, 1949, to September 30, 1950. 

In Congregation on July 30 Kenneth Frank Wflsdon, B.M., B.Ch., 
F.R.C,S£d., was admitted to the degree of M.A. by incorporation. 

The following medical degrees were conferred in Concrecation on 
July 30: 

M.D. — ’A. P. Bentall, ’A. Leese, ’J. R. Squire, ’T. P. Pattinson, 
•A. P. Norman, J. M. Lipscomb, R. Fletcher. 

M.B., B.Chir. — *R. N. Twistington Higgins, ‘J. L. Vt'hitby, *G. K. 
Barker, ’P. J. Crosland-Taylor, ‘M. A. Epstein, 'H. P. Lambert, 
•D. W. L. LesUe, *P. T. Perkins, ’A. Polak, *M. T. P>m, »C. B. 
Walker, ‘J. F. Watkins, *E. C. B. HaU^raggs, •L. B. Hunt, 
•R. G. Waikinson, R. W. Fairhead, ‘D. Bulmer, ‘E. H. R. Ford, 
•D. G. A. Leggett, *J. D, Marsh, *B. W. Peckett, ’J. H. Rack, 
*T. J. Sullivan, I. R. MeWhinney, ’D. Gough, 1. P. James, *P. E. 
Bodkin, ’G. A. Court, *G. A. Gresham, ’J. B. Self, ’P. W. 
Thompson, •!. S, Waller, ’M. ’’RTOanson, D. A. A. Beardsmore, 
E. A. Cooper, E. J. Waison-'MS'iUiams, *£. C. A. Bott, *J. F. Boyle, 
'C. McCance, ’T. C. K. Marr, *3. H. Keame, *C. A. Rogtrson, 
*T. E. Siocklcy, •$. A, Wartski, *C. C. Clapham, *3. F. Soothfll, 
•J. Stevens, P. A. Freeman, ’D. S. Kerr, K. Sykes, ’A. J. 
Lane, *V*. P. L. Morrison, *3. M. Roberts, ’L. R- Spencer, ’R. A. 
Stnithcrs, ’D. G. Thompson, ’H. B. LI. W^'ams, L. C. Horst, 
E. W. P. 3ones, ’A. Bales, *3. Armstrong, ’B. F. V»iiitehead, R. D. 
England, M. 3. Kehoc, ’Janet F. C. Callow*, ’Ellen Ve!dhu>'zen, 
’Dorothea P. Wagstafi, ’Dinah D. Webb, BilHe I. Bro^^m, Patrida B. 
CorstoD, Brenda M. Grimmett, ’B. J. Ho^cy, H- R. Odium. 

•By proxy. 

In Congregation on August 20 the honorary degree of DSz. was 
conferred on the following: Viscount Addison, K.G., M.D., F.R.C5., 
Lord Privy Seal, Leader of the House of Lords, and Chairman of 
the Medici Research Coundl; Carl Ferdinand Cori, Professor of 
Biochemistry in the University of Washington School of Medicine ; 
Sir Charles Robert Harington, Ph.D., F.RS., Director of the 
National Institute for Medical Research; Kaj Linderstrora-Lang, 
Director of the Carlsbcrg Laboratory, Copenhagen; Ame NMIheto 
Kaurin Tiselius, Professor of Biochemistry in the Roj-a! University 
of Uppsala, Sweden; JacquK Tr^fouel, Membre de ITnstitut ct de 
TAcademic Nationale de MWeeine and Directcor d« nnstimt Pastern, 
Paris. 

university of GLASGOW 

The fol!o7.-ing candidates have been appro\'cd at the examination 
indicated ; 

D.P.H. — Muriel S. Alexander, 3. R, H. Berrie. G. S. Carrick, 
Flora C, Cowan, N. R. Cowan, Agnes C. Davidson. Katharin 1. 
Kerr, Ruth A. KejTner, D. Li^*ingstone, Margaret J. Macarthor, 
D. Maclnnes, Ann K. MacLcnnan, 3. Ma-Xton. Agnes Vi. O'Gorman, 
Martha G. Robson (nfe Kennedy), Betsy D. Scott, M. Silver, J. M. 
Wallace, Elizabeth M. Vi’hiteside, Jessie E. Vllson, T. S. V.'ilscn. 

UNIVERSITY OF LONDON 

Anthony Clegg Cunliffc, MD., has been appointed to the Unh*crrity 
Readership in Bacteriology tenable at IGng*s College Hosintal 
Medical School, from October I. 

John Laurence Malcolm, M.B., Cb-B., has been appoint^ to 
the University Readership in Exjxtijncntal Pb 5 *siology tenable at 
St. Mary’s Hospital Medical Sdiool, from October L 
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Of the 15 cases reported from Gloucestershire 14 were in 
Bristol C.B. For the first time in five weeks there has been 
a small fall in notifications. Thus the curve of incidence so 
far this year has been very similar to that in 1947 though at 
a much lower level. The figures of notifications for the corre- 
sponding week (Week 34) of 1947 were: poliomyelitis 626, 
poIio-encephaUtis 50. 

Discussion of Table 

In England and Wales infectious diseases were less prevalent 
during the week. There were decreases in the notifications of 
measles 1,106, whooping-cough 101, dysentery 27, and diph- 
theria 19. There was an increase of 37 in the notifications of 
acute poliomyelitis. 

The largest falls in the notifications of measles were Durham 
104, Lancashire 85, Kent 80, Northumberland 71, Norfolk-69, 
Glamorganshire 68, London 65, and Warwickshire 62. The 
largest variations in the returns for whooping-cough were 
decreases in Yorkshire West' Riding 38 and Staffordshire 33, 
with an increase of 40 in Lancashire. 

Notifications of diphtheria reached a new record low level 
and were 14 below the previous lowest return. The chief feature 
of the returns for diphtheria during the week was a decrease in 
notifications in London 6. 

Of the 30 cases of paratyphoid fever 20 were notified in 
•Lancashire (Liverpool C.B. 8). The largest return for dysentery 
was 10 in Lancashire (Liverpool C.B. 6). An outbreak of food 
poisoning occurred in Carmarthenshire, and 196 cases were 
notified in the urban and rural districts of Llanelly. 

In Scotland there were increases in the notifications of 
dysentery 29 and scarlet fever 26. Of the 83 cases of dysentery 
62 were notified in the city of Glasgow. In the western area 
there were .9 more notifications of diphtheria than in the pre- 
ceding week. The rise in the incidence of scarlet fever was 
contributed by the western area. 

In Eire increases were recorded in' the notifications of 
whooping-cough 43 and measles 23. There was a decrease 
of 23 in the notifications of diarrhoea and enteritis. Outbreaks 
of whooping-cough were notified from Donegal, Donegal R.D. 
27, and Dublin, Balrothery R.D. 14, and there was an outbreak 
of measles in Carlow, Carlow R.D. 18. 

In Northern Ireland an increase of 14 in the notifications of 
whooping-cough was the only noteworthy change in the trends 
of infectious diseases. 

■n'eck Ending August 27 

Notifications of infectious diseases in England and 'Wales 
during the week included: scarlet fever 718, whooping-cough 
1,671, diphtheria 52, measles 1,778, acute pneumonia 222, 
cerebrospinal fever 18, acute poliomyelitis ,258. acute polio- 
encephalitis 22, dysentery 90, paratyphoid fever 25, typhoid 
fever 10, food poisoning 171. 


Medical News 


Films on Haematology 

The first two of a series of films on "Animated Haemato- 
logy ” were recently shown to an audience in London. The 
films were produced by the Armour Laboratories in Chicago, 
with the collaboration of the Department of Medicine of the 
University of Illinois. The first is entitled " The Haemopoietic 
Principle,” and the second “ Bone Marrow.” They are 1,600- 
foot, 16-mm. silent colour films and are suitable for teaching 
purposes and for showing at medical meetings. They may be 
borrowed free of charge from Armour Laboratories Gmited, 
2, Lindsey Street, London, E.C.I. 

Pharmaceutical Research Fellowships 

The Pharmaceutical Society announces the award of two 
Fellowships of the value of £300 a year for two yean. The 
Ransom Fellowship has been won by Mr. R. A. Webb, 
B.Pharm., B.Sc., who will do research work in organic chemistry 


at the University of London School of Pharmacy. Mr. B. K. 
Martin, B.Pharm., won the society's own scholarship and will 
undertake an invesugation of the synthesis of pteridines and 
other related heterocych'c compounds at Nottingham University. 

Wills 

Dr. John Christopher Davies, of Shrewsbury, left £-1,960. 
Mr. Arthur Hedley Clarence Visick, of Fulford, Yorks, left 
£13,589. Dr. Henry Colin Maclaren, of Carlisle, left £5,970. 
Dr. David Cyril Thomas, of Winterton, Norfolk, left £13,130. 
Dr. Frederick Barnes Elwood, of Belfast, left £33,524. Mr. 
Ernest Lewis Lilley, of Scraptoft, Leics, left £44,038, including 
£250 to the Charities Fund of the B.M.A. 


COMING EVENTS 

N.AJ*.T. and Medical Officers of Health 
A joint meeting of the National Association for the Preven- 
tion of Tuberculosis and the Society of Medical Officers of 
Health will take place in B.MA. House on Thursday. 
September 15, at 2.30 pan. The chairman will be Professor 
R. H. Parry, president of the Society of Medical Officers of 
Health and medical officer of health. City and County of 
Bristol. The object of the meeting is to e.xchange views and 
e.xperience on social and aftercare arrangements by local health 
authorities under the National Health Service. The following 
speakers will lead the discussion: Sir Allen Daley. London 
County Council ; Dr. G. W. H. Townsend, Buckinghamshire 
County Council ; Dr. W. Alcock, Burton-upon-Trent ; Dr. 
Neville Irvine (B.C.G. Vaccination); and Miss Anne Topley. 
Care Almoner, Surrey County Council. 

Cerebral Palsy 

Dr. Earl R. Carlson, medical director, of the School of 
Corrective Motor Education, Long Island, New York, will 
address a meeting to be held under the auspices of the British 
Council for the Welfare of Spastics at the Royal Sodety of 
Medicine (West Hall), 1, Wimpole Street, London, W.. on 
Wednesday, September 21, at 5 p.m. The American film. 
“A Day in the Life of a Cerebral Palsied Child,” will be 
shon-n after the address. 

King’s College Hospital Medical School 
Sir Hugh Cairns will deliver the inaugural address at the 
opening of the 1949-50 session of King's College Hospital 
Medical School on Friday, September 30, at 3 pan., with Sir 
William Gilliatt in the chair. 

No, 2 General Hospital 

The third reunion dinner of No. 2 General Hospital will be 
held at Simpson’s Restaurant, lOO. Strand. London, W.C., on 
Saturday. October 8, at 6.30 for 7.15 p m., with Colonel E. Scott 
in the chair. Tickets (14s. for officers and nursing officers; 
I2s. 6d. for other ranks) may be obtained from Mr. A. E. 
Porrilt, C.B.E.. F.R.C5., 10, Upper Wimpole Street. London. 
W.l. 

French Refresher Course 

A refresher course in medidne and surgery — Les Entretiens 
de Bichat — will be held at the Bichat Hospital, Paris, on 
October 10-15. Further particulars may be obtained from 
L’E.xpansion Scientifique Frangaise, 23, Rue du Cherche- 
Midi, Paris, 6'. 

American Public Health Association 
The 77th Annual Meeting of the American Public Health 
Association and meetings of related organizations will be held 
at the Hotels Stailcr and New Y'orker, New York Cits', on 
October 24-28. Information may be obtained from Dr. Regi-nald 
M. Atsvater, Executive Secretary, American Public Health 
Assodation, 1790, Broadway, New York City. 
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Alvarenga Prize and Lecture 

On July 14 the College of Physicians of Philadelphia (19, 
South Twenty-second Street, Philadelphia, 3, U.S.A.) awarded 
the Alvarenga Prize for 1949 to Owen Harding Wangensteen, 
M.D., Ph.D., Professor of Surgery, University of Minnesota, 
for his important contributions to the aetiology and therapy 
of gastric and duodenal ulcer. Dr. Wangensteen will deliver 
the Alvarenga Lecture on this subject at the College of 
Physicians of Philadelphia on November 2, The Alvarenga 
Prize was established by the will of Pedro Francisco daCosta 
Alvarenga,^ of Lisbon, Portugal, an Associate Fellow of the 
College of Physicians, of Philadelphia, to be awarded annually 
by the College on the anniversary of the death of the testator, 
which took place on July 14, 1883. 


SOCIETIES AND LECTURES 

Tuesday 

Edinburgh Postgraduate Board for Medicine. — ^At Anatomy 
Lecture Theatre, Edinburgh University, September 13, 4.30 p.m., 
“ The Metabolic Response to Injury,” by Dr. D. P. Cuthbertson. 

Wednesday 

Institute of Psychiatry (University of London). — At Maudsley 
Hospital, Denmark Hill, London, S.E., September 14, 5 p.m., 
" Neurological Organization for Motion" Public Lecture by 
Professor Warren S. McCulloch (University of Illinois, Chicago). 
All interested arc invited. 

Thursday 

Institute of Psychiatry (University of London).— At Maudsley 
Hospital, Denmark Hill, London, S.E., September 15, 2.15 p.m., 
''Emotion from the Physiological Viewpoint," Public Lecture by 
Professor E. Gellhorn (University of Minnesota). All interested are 
invited. 

Royal Institute of Public Health and Hygiene, 28, Portland 
Place, London, W. — September 15, 3 p.m.,' “ fVorld Trends in the 
Teaching of Social Medicine and Public Health," Bengui Memorial 
Award Lecture by Professor RenS Sand (University of Brussels). 


APPOINTMENTS 

Dr. D. J. M. Mackenzie, O.B.E., Director of Medical Services, 
Nyasaland Protectorate, has been appointed an Official Member of 
the Legislative Council of the Protectorate. 


East anouan Regional Hospital Board. — Consuhanf Psychiatrist, Fulbourn 
Mental Hospital, R. L. BuUlc, M.R.C.S., L.R.C.P., D.P.M. Second Consultant 
Pathologist, Norfolk and Norwich Hospital, A. L. M. Christie, M.Sc., Ph.D., M.B., 
B.S. Consultant Chest Physician, Ipswich and East Suffolk Area, C. J. Stewart, 
MX)., D.Ob5t.R.C.O.G. 

Raptery. Lilian, M.R.C.S.. L,R.C.P.. M.M.S.A., M.R.C.O.G., Honorary 
Visiting Gynassnlogist, King George V Springfield Hospital for Tuberculosis, 
Durban. South Africa. 


Any Questions ? 


Osteochondritis Dissecans 

Q . — What are the aetiology, prognosis, and treatment of 
osieochbiidritis dissecans ? 

A. — ^The cause oT osteochondritis - dissecans is not known 
with certainty. It is generally agreed that it results from local 
loss of blood supply to an area of bone, but the primary cause 
of this is debatable. It is often attributed to trauma, which 
may lead to thrombosis of an end artery supplying a segment 
of bone. This is a reasonable hypothesis, and it is supported 
by the observation that in the knee the area of osteochondritis 
usually lies on the infero-lateral aspect of the medial femoral 
condyle immediately opposite a prominent tibial spine ; it is 
supposed that impingement of ,the condyle against the tibial 
spine is the primary factor. When osteochondritis occurs in 
other areas of the knee, or in other joints, there is often— 
though by no means always — a history of previous direct injury. 
The pathological course of osteochondritis dissecans in the 
knee may be summarized as follows. Initially there is an area 
of avascularity of bone, which is shown in the radiographs as 
an area of increased density. The overlying articular cartilage 
degenerates. After a variable period, usually many months, the 
avascular fragment of bone separates and forms a loose body, 
leaving a crater in the bone which becomes filled with fibrin 
and later with fibrocartilage. 

When the diagnosis is made before the fragment has separ- 
ated it is often wise to await spontaneous separation, heavy use 
of the joint being avoided in the meantime. But if the knee is 
opened the avascular fragment should be gouged ouL leaving 
a clean vascular bed. In doing this it is sometimes difficult to 
define the line of demarcation between avascular and healthy 
bone. When operation is deferred until spontaneous separation 
has occurred all that is necessary is to remove the_ loose body 
or bodies. After operation, a few weeks’ rest, with intensive 
quadriceps exercises, is advisable. The prognosis depends on 
the size of the avascular fragment and of the resulting cavity 
in the articular surface, and on the position of the lesion. When 
the cavity is small and situated away from the major weight- 
bearing area of the condyle — ^for example, at the lateral aspect 
of the lateral femoral condyle — the prognosis is good; but 
when the main weight-bearing surface of a-joint is involved, 
and particularly if the lesion is large, there is a risk of the 
development of degenerative arthritis months* or years later 
owing to the loss of normal articular cartilage over the area 
of the lesion. 

Treatnient of Bums 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

EtUj'. — On August 22, 1949, at Mansfield Nursing Home, to Francoisf (n£e 
Chanu). wite of Dr. B. N. Eedy, a daughter — Bemardine. 

Heap.— On August 21. 1949. at “One Oak,” Pickering, Yorks, to Berry, wife 
of Dr. K. t. Heap, a son. 

DEATHS 

Aldcnoit.— Orj September 3, 1949, Wilfred Ernest Aldcrson. M.D., formerly 
of 56. Highbury. Newcastle-upon-Tyne, asetJ 76. 

August 31, 1949, at 3, All Saint* Road, Clifton. Bristol. Beatrice 
Catharine, the wife of Professor R. J. A. Berry. M.D., F.R.S.E., aged 71. 

Cfitcnlcy.— On August 31. 1949, Samuel Edward Critcblcy, M.B,, Ch.B., of 
532. Chorley Old Road. Bolton. 

Dewar. — On September 1, 1949, at Heathfield House, Whitcficid, near Man- 
Chester. James Dewar. M.B.. B.Ch., of Bury. ^ 

August 31, 1949, at 5. Regent's Court. Hanover Gate, London. 
N.W., (paries Arthur Fuller, V.R.D., M.B., late of Cawnpore, India, aged SO, 

FnitoB. — On August 30. 1949, at 57, Burnley Lane, Chadderton, Frederick 
Fulton. L.R.C.P.AS.Ed,. L.R.F.P.S.Glas. 

IleraaraaB-Johiifoa.— On September 3, 1949. at Rotherficld Road. Carsballon. 
Francis Hcratman-Johnson, M.D., F.F.R., aged 70 

innc^.- On August 26. 1949. at Wells. Somerset, Arthur Ccdl Hincks, Af.C., 

Ch 3. 

Undon.— On August 26. 1949, Brie Delaficld Lindow, M.R.C.S.. L.R.C.P.. of 
Beaufort Gardens, London, S.W.. late Malayan Medical Senictf. 

.^'Vtember I. 1949. at North Walsham. Norlolk. Edward Morgan. 
M.R.C.S.. L.R.C.P.. aged 69. 

Peaetj,— In Arnl. 1949. Winilrcd Pcaccr. M.R.C.S. L.R.C.P.. of Hayle, 
Conawal/. 

Str^iL— On Septraber 3. 1949, at Wilton Villa, Ashton Road. Denton. Man- 
chater. WilUam Stewan. M.D . M.Ch. 

2. 1W9. at WilcotL Saoderslead. Surrey. Harry Vernon 
Wells. F.R.C.S.. aged 49. 


Q. — What is the modern treatment of burns ? 

A. — ^Experience during and since the war has shown that 
treatment should have these aims : (1) to relieve the pain which 
follows the accident, and avoid pain later ; (2) to prevent the 
onset of " shock,” and steer the patient through it if it develops, 
by carefully controlled fluid replacement; (3) to prevent and 
control infection throughout the period of recovery ; (4) to 
ensure regeneration or replacement of skin as early as possible ; 
(5) to avoid or diminish metabolic disturbances resulting from 
injury, fever, or anaemia ; (6) to encourage normal functioning 
of the injured parts and of afiected joints, etc., and to maintain 
the patient’s morale throughout; (7) by secondary repair or 
“ plastic ” operations to correct any defect or deformity which 
remains or develops after healing is complete. 

Amplifying these aims very briefly, the following recom- 
mendations are made : (1) For limb burns, if immediate pain is 
not severe, hold them under the cold tap ; if pain is severe, give 
“onmdpon” and scopolamine. Cover bum with a sterile (or 
freshly laundered) towel until dressing can be undertaken. The 
avoidance of later pain is almost entirely a question of prevent- 
ing and controlling infection (see 3 below) and depends on 
patience and skill in carrying out the dressings. (2) For severe 
bums involving a large area, intravenous transfusion of plasma 
or semm should be started if possible within an hour of in® 
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accident, or as- soon thereafter as may be. The rate of flow 
and quantity of fluid to be given should be regulated by 
repeated haematocrit or haemoglobin estimations, and by the 
general condition of the patient (see Gibson and Brown, M.R.C. 
Memorandum No. 249, 1944). Transfusion can usually be dis- 
continued after 24 to 30 hours. Plenty of fluid, but only by 
repeated sips, should also be given by mouth during the first few 
hours— sodium lactate 1.75% solution for choice. (3) Burned 
arMs should be first cleaned carefully rvith “ cetavlon ” solution 
1%. (An anaesthetic is very seldom required if omnopon and 
scopolamine have been given.) Penicillin cream, 400 units per 
gramme in a paste of lanette wax and water, is smeared on 
thickly, and plenty of dressing apph'ed with firm pressure by 
crepe bandages (these are essential). Bums of hand and fore- 
arm should be elevated above the level of the heart for the 
first three to five days to reduce effusion. (4) The first dressing 
should be left untouched (if comfortable and the initial fever 
has subsided) for from seven to 14 days. Subsequent dressings, 
if there is no manifest infection, should be applied at intervals 
of five to seven days. To bums infected with haemolytic 
streptococci penicillin cream should be applied at intervals of 
two days until the micro-organisms have disappeared. When- 
ever possible all dressings should be carried out in “clean” 
air — that is, in a room supplied with an abundant stream of 
filtered air — or, where this is not available, in a room with 
good window ventilation. Great care should be taken that 
perfect coverage of the burned areas is obtained and main- 
tained. For superficial bums, avoid infection, and epithelial 
regeneration will need no encouragement. For burns involving 
" whole-skin ” loss of limited extent, grafting may often be 
undertaken with great advantage on the day of the accident (or 
within three days), after the burned tissues have been excised. 
Grafting at later periods should not usually be undertaken when 
haemolytic streptococci are present. Flexures in particular 
should be grafted verj- early. (5) Patients with severe bums 
should be given an abundant high-protein, well-balanced diet 
after the first two or three da)'s, tWth in addition a liberal 
allowance of ascorbic acid. Anaemia, if severe, may call for 
one or more blood transfusions. (6) Early physiotherapy and 
occupational therapy are of value ; great gentleness and patience 
in applying dressings are essential throughout the whole course 
of treatment. 

Incubation Period of Tuberculosis 
Q . — Is any information available about the length of the 
latent period between infection with, the tubercle bacillus and 
clinical manifestations of the disease? 

A. — In most cases infection with the tubercle bacillus is not 
followed by clinical manifestations in the sense of recognizable 
symptoms. A positive tuberculin reaction is the only evidence 
that infection has occurred. Wallgren has made a special 
study of “the time-table of tuberculosis” (.Tubercle. 1948, 
29, 245). He found that the important initial manifestations 
of tuberculous infection in children included transient fever, 
raised eo'throeyte sedimentation rate, erythema nodosum, and 
the development of tuberculin-sensitivity and of the primary 
complex. The exact time infection occurred is often difficult 
• to determine, but his studies suggest that the incubation period 
is usually about five to set weeks, although in exceptional cases 
it may be as short as three or as long as eight weeks. 

Testing Swimming-bath Water 
Q . — A recent article seems to suggest that the results obtained 
when testing stvimming-bath water for residual chlorine with 
o-tolidinc reagent may not be reliable enough, and that, even 
if the water shows a high chlorine reading, this chlorine is not 
necessarily all available for sterilization purposes. Is this 
correct? The bacteriological examination of water means a 
wait of three to four days. If the residual chlorine test can 
still be regarded as reliable, it has obvious advantages. 

— Monoehloramine, dichloramine, and even nitrogen tri- 
chloride may be produced when chlorine is added to water 
containing ammonium, depending on the conditions. The 
o-tolidine' reacent will react with all of these. It does not, 
in the ordinaiy test, differentiate clearly between these, and 


it is therefore true to say that the test does not give a determi- 
nation of chlorine alone. Nevertheless, as the chloramines are 
also bactericidal, although slower in action than chlorine, the 
o-tolidine reagent is probably still the best to employ for the 
control of purity. It is, of course, necessary in the control of 
swimming-bath water to ensure that the test is used after the 
break-point has been passed. Much work has been done on 
modifications of the o-tolidine test, and it is probable that a 
method will soon be published which will determine the actual 
amounts of chlorine, chloramines, and nitrogen trichloride 
present in chlorinated water. 


Hnimer’s Ulcer of Bladder 

Q. — What are the modern views on the treatment of Hunner's 
ulcer of the bladder? The condition is complicated by severe 
rheumatoid arthritis which contraindicates extensive operative 
procedures. 

A.- — It is perhaps unnecessary to say that Hunner’s ulcer of 
the bladder is one of the more intractable conditions with which 
the genito-urinary specialist has to deal. Many forms of treat- 
ment have been tried, but without avail. One recognized form 
of treatment is distension of the bladder. The patient is 
taken into hospital or nursing-home and the bladder distended 
with increasing amounts of fluid. A solution of silver nitrate 
is often used for this purpose, beginning with a strength of 
I in 8,000 and gradually increasing up to I in I.OOO. The 
bladder is distended once daily, the distension and strength of 
solution being increased according to the toleration of the 
patient However, the writer has had little success with this 
treatment and it has the disadvantage of being painful : the 
only cure he has obtained when the condition is well established 
has been by operative measures. The whole of the affected 
area was excised, and the result was complete cure. If the 
patient is in great distress, so that life has become a misery, 
it would be justifiable to operate. 

Frohlich’s Syndrome 

Q, — When examining school-children between the ages of 10 
and 14 years one occasionally comes across a very fat child — 
if male, with one or both testes undescended, or, if female, 
with delayed menstruation. This combination suggests some 
endocrine dysfunction. It would be interesting to learn if any 
of the endocrine glands are involved, and if any hormone treat- 
ment is available. The hormone therapy for undescended 
testicle does not reduce the obesity, neither does dietetic treat- 
ment. What investigations are needed in these cases and what 
treatment ? 

A. — Adiposity with failure of sexual development and failure 
of growth is known as Frohlich’s s>-ndrome, and in some classi- 
fications a failure of growth is not regarded as essential for 
the diagnosis. However, from the point of view of treatment, 
the obesity falls into the same category as idiopathic obesity, 
for which there is no direct hormone therapy, and for which, 
as has been frequently indicated in these columns (Aug. 21. 
1948, prdOS; Oct. 30, 1948, p. 808; .March 5, 1949, p. 421 ; 
July 16, 1949, p. 189), the conventional treatment is diet, 
diuretics, and appetite-reducers, such as amphetamine sulphate. 
AT-ray examination of the pituitary fossa should be carried out, 
but is usually negative. 

Price’s Precipitation Reaction 

Q . — How does Price’s precipitation test for syphilis compare 
with other precipitation tests and the Wassermann reaction as 
regards specificity and sensitiveness? What is the technique 
of this reaction ? 

A. — According to its originator. Price's precipitation reaction 
is less sensitive' than the Kahn -test, but considerably more 
specific. It is less sensitive than the Wassermann ruction, 
but of about the same degree of specificity. The technique of 
the lest is described by Price, I. N. Orpwood (I. dirt Path.. 
1948, 1, 91), and his experience in the use of the test is given 
in Brit. J. vener. Dis. (1949, 25, 67). 
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Esbach’s Test 

■Q. — Esbac/i's test can be very misleading, and it is surprising 
that textbooks do not mention this. The only reference ] have 
found is on page 640 of Martindale's Extra Pharmacopoeia, 
1943 ed., vol. 2. By employing a simple method I have been 
able to arrive at a more correct Quantitative reading of albumin 
content, and would be glad of an opinion about the correctness 
of the method and the accuracy of the deductions. Finding a ' 
heavy precipitate in Esbach's albuminimeter which I could not 
reconcile with clinical findings, 1 turned out the column of 
fluid and precipitate into a test-tube and boiled it for a few 
minutes, when much of the precipitate went in\o solution. After 
cooling, the contents were transferred into Esbach’s tube and 
allowed to stand for another 24 hours, at the end of which the 
reading, which had originally been 4 g. per litre, was only 0.5 g. 
As boiling brings down albumin, it must be concluded that the 
original high reading wos accounted for by substances other 
than albumin. What are the other substances which precipitate 
in Esbach’s reagent ? 

A. — On account of its simplicity, Esbacli’s test is often used 
by clinitians, but it gives only a rough measure of protein 
content and is too inaccurate for use in the laboratory. In this 
test it is assumed that a given weight of protein precipitated 
from urine always occupies the same volume regardless of 
variations in the composition and density of the urine. This 
cannot be true, because the state of aggregation of colloidal 
precipitates of proteins is known to vary with physical condi- 
tions. Furthermore, the test has not been properly standardized. 
For instance, there are variations in the composition of the 
recommended precipitating solution, and the temperature condi- 
tions are not specified. The method given in Martindale’s 
Extra Pharmacopoeia, which involves heating to 180° F. 
(82.2° C.) and centrifuging for a few minutes, might well yield 
different results from the more usual routine. Substances other 
than protein which may be precipitated are uric acid and urates, 
and the excretion product of “ uroselectan " ; other substances 
mentioned as interfering with the result are creatinine, resin, 
unspecified acids, methylene blue, and alkaloids. 

To explain the decrease after boiling reported in the question ■ 
would require a careful chemical examination of the particular 
specimen tested, but it is possible that the boiling may have 
converted some protein to metaprotein, or have changed it 
physically so that it occupied less volume. Alternatively, as 
the question suggests, boiling may have removed some interfer- 
ing substance. The inquirer’s variation of the test — namely, 
boiling the mixture — has probably little to recommend it. If 
a satisfactory determination of protein is required, then a recog- 
nized chemical estimation should be used — ^for example, a 
Kjcldahl or biuret determination. It is unfortunate that several 
textbooks describe Esbach's test without giving any warning of 
its inaccuracy, but Harrison makes some pertinent comments on 
the test (Chemical Methods in Clinical Medicine, 3rd ed., 1947, 
Churchill, pp. 44 and 52). 

Sex Hormones and the Hair 

Q.— Three women in their middle fifties have complained 
recemiy of a lack of lustre in their hair. In each case the 
patient dated the condition from a large intake of stilboestrol. 
The hair uiir lifeless and in texture resembled cat’s fur. Stilb- 
oesirol has been withdrawn. Would the male hormone in 
suitable doses help to restore the condition of the hair? 

A. It is very unlikely that stilboestrol has adversely affected 
the scalp hair, as in Simmonds's disease it improves the texture 
and colour of the hair (S. L. Simpson, Proc. R. Soc. Med., 
1948. 41, 192, and Section of Endocrinology, p. 6). It is 
theoretically possible that the dosage was so large as to pro- 
duce degranulation of the anterior pituitary cells and a type 
of h\popituitarism. Testosterone, or methyl testosterone, 
improves the lustre and colour of the hair in Simmonds’s 
disease (ibid.), and might therefore prove helpful in (he cases 
referred to. In very large doses, however, it causes some loss 
cf scalp hair in the lemporo-frontal regions, as in virilism ; it 
also makes the hair somewhat coarse in texture. 


• Delayed Speech 

Q . — What would cause backwardness in speech in a girl 
aged 4, who seems healthy and intelligent but is still unable 
to forrn any sentence of more than two or three words, which 
are unintelligible to a stranger ? She has a brother aged 6 
who has always spoken remarkably well for his age, and she 
meets other children frequently. Is there any treatment? 

A. — There are many causes of retardation of speech in 
normal children, and some very intelligent children have been 
known to delay talking until after ,4 or 5 years of age and 
then to speak fluently. It is possible that in this case a cause 
for the delayed speech may be the unusual ability of the elder 
brother, who might unwittingly deter his younger sister from 
talking, either by acting as interpreter so that she need not voice 
her own demands or by demonstrating too high a standard in 
a way unintelligible to her. It can be very diflBcult for a 
younger child to understand an older one talking rapidly, And 
then much depends on the way parents and other adults speak: 
this should be clearly and slowly, encouraging response but 
without demanding it. There is, of course, a serious posstbiiify 
of speech being delayed by some type of deafness, and this 
could be ascertained by tests such as those devised for young 
children by Dr. and Mrs. Ewing, of Manchester. 


NOTES AND COMMENTS 

Delirmm Tremens. — Dr. R. M. Young (Macclesfield) writes: I 
have been shocked to read both the answer about delirium tremens 
and the note from Dr. A. E. Carver (“ Any Questions 7 ” July 23, 
p. 242, and August 27, p. 496). Surely it has been accepted for 
many years that delirium tremens is a manifestation of vitamin-B, 
deficiency, due to the anorexia of the alcoholic in combination with 
failure of absorption due to the chronic poisoning of the alimentary 
canal. Be that as it may, your correspondents will find that delirium 
tremens responds in a matter of hours, almost im'nutes, to adequate 
vitaroin-B therapy parenterally. A proprietary preparation contain- 
ing suitable amounts of the whole group exists, or 200 mg. of 
nicorinic acid can be given intravenously. Aneurin hydrochloride 
(50 mg.) is given as well. The choice of sedative scarcely matters, 
but 2-3 oz. (56-84 ml.) of paraldehyde by mouth, suitably diluted, 
is excellent. A nasal tube may be used if the patient is not able to 
co-operate; and since, if this is so, exhaustion and dehydration are 
likely to be severe the opportunity should be taken to give a pint 
of milk or watei with such added nourishment as is at hand — glucose, 
raw eggs, hydrolysed protein preparations. The patient will wake up 
clear, rational, and with a ravenous appetite which will complete the 
“ cure.” With any other form of treatment the death rate is high. 
In milder cases the vitamins seem to prevent the pangs of sudden 
withdrawal and the craving for a " hair of the dog ” first thing in 
the morning. In these and in cases of delirium tremens after the 
crisis is past the vitamins can be given in tablet form in the follow- 
ing doses it.d.s.): tab. acid, nicotin., 100 mg.; tab. aneurin hydro- 
chlor., 10 mg. ; tab. riboflavin, 3 mg. The patient should be warned 
to expect the hot flush which follows adequate dosage with nicotinic 
acid. 


Correction.— Dr. Alan J. Hmo (Glasgow) writes; I am sorry to 
say that an error has arisen in my article oh Mikulicz’s syndrome 
in the Journal of August 20. This is on p. 417, column 1, line 26. 
The term " deep x-ray therapy” (200 Kv) should apply only to the 
general or body irradiation. The local irradiation to salivary and 
lacrimal glands was with low-voUage therapy (85 K.v) so as to 
minimize the possibility of undesirable effects upon the eyes or 
secreting tissues. 
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GENERAL PRACTITIONER REMUNTRATION 

It will be recalled that the case for increasing the remuneration 
of general practitioners in the National Health Service was put 
to the Ministry of Health in early March, and a deputation from 
the General Medical Services Committee subsequently visited 
the Ministry. The reply the Ministry gave was that it was not 
prepared to discuss the case until complete information about 
the moneys actually received by general practitioners from the 
Service was available, and that the collecdon of this information 
had begun. 

At long last the report on this investigation has been com- 
pleted, and we received the document on August 18. It is a 
mass of statistics, containing some 244 pages, for the most part 
detailed tables. The General Medical Services Committee held 
a special meeting on August 31 to consider this document. It 
had expected to be in a position to communicate the substance 
of the document and its views on it to local medical cortimittees 
immediately, but the longer the committee scrutinized the docu- 
ment, with the help of an eminent actuary, the more did it 
become convinced that there were important discrepancies which 
invalidated the conclusions which the Ministry appeared to draw 
from the document. 

Accordingly, the Committee prepared a list of its criticisms 
and asked the Ministry to receive a deputation at the earliest 
possible date, with a view to a revision of the document in the 
light of the criticisms. 

Owing to the absence of important officials concerned the 
Minfstry is unable to receive a deputation before September 23. 
The Committee, which of course is not responsible for this 
further delay, will make a statement at the earliest possible 
moment after its discussion tvith the Ministiy. 

Annual Report of the Medical Practices Committee 

The first annual report of the Medical Practices Committee 
has just been published and is well worth reading. The text 
of the report is reproduced in this issue of the SuppUntenl, and 
it may be useful to draw attention to certain significant points. 
For example, the Committee states that it has never opposed 
a desire that a replacement should be allowed for a doctor leav- 
ing any practice, whether the desire was expressed by an execu- 
tiv'e council, a practitioner himself, his partners, or occasionally 
by outside bodies. The report reveals that partnerships arc 
multiplying and that many assistants have become partners of. 
or successors to, their principals. The Committee emphasizes 
the view that preliminary apprenticeship as an assistant is still 
the best' method of entry into general practice. 

The Committee has never refused admission to the medical 
list for the purpose of starling a practice against the advice of 
the executive council concerned or the local medical com- 
mittee. In carrying out its statutory duly, however, 
the Committee has been compelled to admit applicants to 
the medical list against the advice of .some executive councils 
that they be refused, particularly in connexion with appli- 
cations made by doctors who were already on the medical list 
for the area in which they resided and who applied for inclu- 
sion in the medical list of an adjoining area. 

The power to transfer patients from a doctor whose services 
arc withdrawn to another practitioner is vested not in the 
Medical Practices Committee but in executive councils. If the 
transfer is to a doctor already on their list it can be effected 


by the executiv’e council without the permission of the Medical 
Practices Committee. Usually the transfer is made in favour 
of the particular apph'cant for a vacancy who has been selected 
by the Medical Practices Committee. The effea of this is that 
an unsuccessful applicant who appeals to the Minister and 
succeeds in his appeal finds that his admission to the list may 
not result in succeeding to the patients, which was his desire 
and the reason for his application and appeal. Moreover, if an 
unsuccessful applicant's name is already on an executive coun- 
cil’s medical list he has no appeal against the selection of 
another practitioner to succeed to a practice in that area. 

The Committee has completed its survey of the number of 
general practitioners practising in the various parts of England 
and Wales, and has published schedules of '' open," " dosed," 
and " doubtful ” areas (Supplement, August 6, p. 70). 

The Committee has attached great weight to the undertaking 
given by the Minister to the profession in Ap.nl, I94S, that 
“every doctor will be free to practise where he chooses, unless 
it is one of the areas where the Medical Practices Committee 
decide no more doctors are needed m the Service. In all cases 
except the latter, ‘ consent ’ will be automatic." 

In areas which have not been declared " closed ” or “ doubt- 
ful,” it follows therefore that the consent of the Committee 
to admit a doctor to the medical list vvill be granted automati- 
cally. The question may be asked, in connexion with the filling 
of a vacancy. How can the promise of automatic consent be 
reconciled with the statutory duty of the Committee, in cases 
where the number of applicants exceeds the number required, 
to select the persons whose applications are to be granted and 
to refuse the others 

In its report the Committee clarifies this apparent anomaly. 
It states : 

“ The unsuccessful candidates arc informed of their rejection and 
of their right of appeal if they arc not already on the medical list of 
the executive council concerned, and in aO cases where the area 
is not 'closed' or 'doubtful' are advised that the Committee's 
decision does not prejudice any application that may be made to 
come on the list oUierwisc than in respect of this particular practice 
Should intimation be received from any such candidate that admis- 
sion to the list is desired in these circumstances it is granted fo.-th- 
with. This procedure mav carry all the advantages of a successful 
appeal to the Minister against the decision of the Committee and is 
indeed p.'eferable in many eases because admission to the list would 
be considerably expedited as compared with the dine sthiek would 
elapse before admission to the list on successful appeal." 

Even the “ closure ” of an area, the Committee points out. 
should convey no more than that the Committee is unlikely to 
agree to an increase in the number of practitioners practising in 
the district in question and might agree with an executive 
council to refuse to allow replacement of v.hat might be 
receded as redundant practitioners resigning from the list. 

This does not mean, however, that a re'jring practitioner 
could not be replaced. Indeed, it is asserted in the report that, 
in every case where an executive council in agreement with the 
local medical committee considered replacement desirable, the 
Medical Practices Committee would agree. Nor does it mean 
that under no other circumstances would the Committee admit a 
practitioner to the list ; personal factors advanced by the appli- 
cant or. in his favour, by the executive council, the local 
rrcdical committee, or other interested parties might be con- 
sidered of suffirient weicht to cause the application to be granted. 
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To the Rt. Hon. Aneurin Bevan, M.P., Minister of Health. 

The Medical Practices Committee for England and Wales 
established under the National Health Service Act, 1946, in July, 
1948, is concluding its first year’s work. In particular it has 
just completed a comprehensive survey of the distribution of 
practitioners providing general medical services under Part IV 
of the Act. During the year the Committee has been closely in 
touch with the Ministry of Health upon many matters, and the 
Department has been made fully aware of the detailed decisions 
of the Committee by receipt of the full minutes of the meeting. 
The Committee is not enjoined by statute to furnish a general 
report of its observations and activities ; nevertheless, the 
Committee decided that a review of its work would be of 
value to itself, and that some general remarks thereon might be 
of value to the Minister. Accordingly we have the honour to 
present briefly such a report. 

General Tendencies 

The Minister is aware that it was hoped that most of the 
general practitioners in the country would join the Service. 
A figure of under 18,000 general practitioners for the whole 
country, including Scotland, was anticipated, and certain con- 
siderations important to the profession depended upon this 
figure being reached. The number of general practitioners in 
the Service by July 5, 1948, was approximately, we understand, 
20.000. There had in fact been about 2,000 new entrants into 
general practice in the few months immediately prior to the 
appointed day. This increase was largely due to the impact of 
the Act and uncertainty in the minds of the profession. Some 
genuine concern at the possible activities of this Committee was, 
we believe, a strong factor in the decision on the part of practi- 
tioners to attempt to settle a place of practice before the Act 
came into force. A natural reaction to this has been manifest 
during the past year. Some of these new entrants into practice 
have done well and have succeeded in establishing themselves. 
Not all were wise in their choice of location. Some of those 
who chose the more desirable residential regions have been 
obliged to contemplate and to seek transference to other areas 
or other employment. The same effect of economic circum- 
stances, though to a lesser degree, has been noted with estab- 
lished practitioners. Since the appointed day in areas desirable 
from a residential point of view many retiring practitioners have 
not been replaced ; the three-man practice may have become a 
two-man practice, and the single practice dispersed. .Many of 
these practitioners have re-entered practice in other parts of 
the country and others are awaiting the opportunity to do so. 
This Committee has never opposed a desire that a replacement 
should be allowed for a doctor leaving any practice, whether 
the desire was expressed by an executive council, a practitioner 
himself, his partners, or occasionally on representations by 
outside bodies. 

At an early stage it became apparent that a large number of 
doctors who were not in practice wished to join the Service 
after the appointed day and to know the districts in which they 
could start a practice. To meet this situation the Committee ,• 
circularized all executive councils on July 30, 1948, and asked 
to he informed of any districts in their area which were mani- 
festly under-doctored. The replies received indicated that 
executive councils generally considered the service in their 
areas adequate and in few instances only suggested that further 
doctors were required. Subsequent inquirers were informed of 
these places. 

Apart from this it was not possible before the receipt of the 
full reports from executive councils to tell intending applicants 
where further doctors were required. In order, therefore, that 
such applicants should have a firm opinion as to whether or 
not any application would he granted before undertaking a 
financial liability for the acquisition of property, arrangements 
were made with executive councils for provisional applications 
to be considered by them for transmission to this Committee. 


The applicants, in these cases, were informed that their applica- 
tions would be granted if they could secure surgery accommoda- 
tion in the district within a period of three months and that this 
period might be extended if on its expiry they satisfied the 
Committee they were still actively seeking accommodation. 

Partnerships are multiplying and new practices are being 
started. Difficulty in obtaining suitable premises from which 
to conduct a practice alone prevents this process from being 
greatly accelerated. Many assistants have become partners of, 
or successors to, their principals, and the Committee considers 
that preliminary apprenticeship as an assistant is still the best 
method of entry into general practice. 

What it is desired to emphasize is that the impact of the Act 
itself and the economic circumstances of medical practice which 
flow from it are already exercising an effect upon the distribu- 
tion of general practitioners in England and Wales. This Com- 
mittee is in a favourable position to assess this movement, which 
is in the direction desired and is being achieved without coercion 
by any statutory body. 

Survey of the Country 

Probably the most important function of the Committee is 
the admission of doctors to the list of executive councils under 
Section 34 of the Act. It early became apparent that the ideas 
of, and the advice tendered by, some executive councils varied 
far beyond the limits of what might reasonably be expected as 
variations in local conditions and customs and indicated their 
misunderstanding of the Committee’s limited powers. The Com- 
mittee accordingly issued a circular on the -subject to executive 
councils (Supplement. December 11, 1948, p. 213). While due 
weight is always given to the views of an executive council 
(acting in consultation with the local medical committee), had 
we acted upon thfs advice in all cases “ the numbers of medical 
practitioners undertaking to provide general medical services" 
would have been declared “ adequate ” in many more areas of 
the country and such areas closed to new entrants. In order to 
maintain for the public the greatest possible freedom of choice 
of doctor and to preserve for the practitioners the right to 
practise in any part of the country (save in the exceptional 
circumstances contemplated by Parliament in Section 34/3) the 
Committee has required of executive councils the most cogent 
argument and the fullest information that the number of practi- 
tioners was indeed adequate and likely to remain so for some 
time before exercising its powers under the Section to refuse 
any application. 

This method of dealing with the problem, while necessary at 
the start of the Committee’s work, could not be considered 
satisfactory as a permanent procedure. It was manifestly 
desirable for the public, the doctors, the Ministry, executive 
councils, and the Committee itself that the position should be 
more precisely defined. The Committee could not be in a 
position to do this until executive councils had rendered full 
reports on their respective areas. These first reports, which by 
regulation cover the position up to December 31, 1948, have 
now been received and studied by the Committee and the 
position clarified. 

As a result of preliminary consideration which the Committee 
had given to the matter it became evident that most of the 
executive councils’ areas in England and Wales would be 
regarded as completely open for any doctor to start a practice 
wherever he chose and that admission to the executive councils’ 
<<list would follow automatically upon application to be so 
admitted without any restriction whatsoever. 

In considering the reports furnished by executive councils, 
the Committee noted that in industrial areas the doctors had 
larger lists than in the residential or urban areas. It may be 
necessary at some later stage to consider whether or not some 
special action such as inducement payments or assistance in 
obtaining premises should be taken to encourage more practi- 
tioners to start practice in what may be regarded as the less 
attractive industrial areas. It became equally evident that in 
certain executive council areas, or parts of them, it would be 
a waste of medical man-power to allow additions to the medical 
list of the executive council concerned for the purpose of . 
practising in those parts and that such areas should be, closed. 
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In a few areas the position was less evident, and the Committee 
felt a decision might well depend upon day-to-day circumstances 
and that these areas should be designated as “doubtful.” The 
applicants to practise therein would be warned that the chance 
of establishing themselves in practice was likely to be difficult 
and that permission to make the attempt would not necessarily 
follow upon such application ; the Committee would act upon 
information before it at the time of the application and might 
then declare the area closed. The types of area mentioned 
above have been labelled for convenience by the Committee 
as “ A ” areas (completely open), “ B ” areas (doubtful), “ C ” 
areas (closed). For its own information the Committee has 
arranged various subdivisions of these categories ; one only such 
subdivision is likely to be of interest to the Minister, the 
executive councils, and to the profession — namely Al, which 
index expresses broadly the opinion of the Committee that such 
areas require additional general practitioners as a matter of 
priority. Publication of the names of such areas should encour- 
age practitioners to go where their services are most needed 
and where the chance of successfully establishing themselves is 
greatest. 

It became obvious that there was considerable misunder- 
standing about the implications to be drawn when the Com- 
mittee closed any area. Accordingly a memorandum was pre- 
pared giving the Committee’s own views on this point, with 
the idea of removing such misunderstanding (Supplement, 
December 11. 1948, p. 213). The practical effect of this is that, 
even in a closed area, the Committee would give special con- 
sideration to any representation made by either the executive 
council or the local medical committee, as they are at present 
constituted, that an application should be allowed. The Com- 
mittee further considered that special representations of a 
personal nature made by or on behalf of an applicant might 
cause the Committee to admit to the list in a closed area. Such 
circumstances are likely to be exceptional, but the trend of the 
Committee’s policy emphasizes its anxietj' to preserve for the 
pubUc and the profession the ma.ximum possible freedom 
compatible with the efficiency of the Service. 

After consideration of the detailed reports issued by executive 
councils the Committee made knoivn to them its proposals in 
respect of their areas and invited the observations of the Council 
about all except those parts designated “ open.” Only in a 
limited number of cases has comment upon such proposals been 
received. 

Having regard to all such advice received, the Committee has 
now published its decisions classifying the whole of England 
and Wales (Supplement, August 6, p. 70, and August 20, p. 93). 
The list of closed areas therein cancels and replaces any list or 
decision to close any area or part of an area which was pub- 
lished or arrived at prior to consideration being possible of the 
country as a whole. The classifications must constantly remain 
under review in the light of changing circumstances. 

The Committee owes a great deal to the clerks and staffs of 
executive councils for the manner in which in a great number of 
cases they have promptly supplied the information desired and 
in many cases presented reports of the utmost value and beyond 
the scope requested by the Committee as a minimum of informa- 
tion the report should contain. From the experience so far 
gained the Committee is in a better position to specify the kind 
of information it requires for the purpose of future reviews. 

One executive council has failed to furnish a report on 
its area. 

Admissions to Medical List 

(a) Applications to Start Practices . — The admission of appli- 
cants to the medical list of an executive council after the 
appointed day is a function of the Committee alone, subject 
to the right of appeal against the decision of the Committee 
in the event of a refusal. The Committee has never refused 
admission to the list for the purpose of starting a practice 
acainst the advice of the executive council concerned or the 
local medical committee. The Committee in carrsing out its 
statutory duty has. however, been compelled to admit appli- 
cants to the medical list against the advice of some executive 
councils that they be refused. This has been particularly notice- 
able in connexion with applications made by doctors who are 


already on the medical list for the area in which they reside 
and who apply for inclusion in the medical list of an adjoining 
area for the purpose of treating patients resident in that area". 
Generally the Committee considers that such applications should 
be granted, but it of course remains the function of the execu- 
tive council concerned after his admission to its list to satisfy 
itself, that the practitioner's arrangements for attending the 
patients he accepts are adequate. 

The number of applicants for admission to the list as 
principals since the appointed day is set out in an appendix 
which also shows the class of application — i.e,, resident area 
or “fringe” area. The small proportion of refusals by the 
Committee of applications will be noted. 

(b) Assistants . — Some difficulty has arisen in connexion with 
the admission of assistants to the medical list, and there is a 
body of responsible opinion that considers assistants should 
not be so admitted. The Committee has had discussions with 
officers of your Department, the Executive Councils .Associa- 
tion, and representatives of the profession on this question, and 
it is hoped that an amendment of the Regulations may be made 
in the near future to clarify the position. The Committee wishes 
to re-emphasize that it considers that preliminary apprentice- 
ship as an assistant is still the best method of entry into general 
practice. 

(c) Applications for Vacancies . — .A different problem faces the 
Committee when the question of selecting a practitioner to 
succeed to an established practice arises. In neither the Act 
nor the Regulations is any differentiation made between the 
function of the Committee selecting a candidate for a particular 
practice and admission to the list for the purpose of starting a 
practice in an area, and indeed the former case is not specifically 
dealt with at all. 

Executive coundls have the power to transfer patients from a 
doctor whose services are withdrawn to another practitioner. If 
the transfer is to a doctor already on their list it can be effected 
without the permission of this Committee. Usually the transfer 
is made in favour of the particular applicant for a vacancy who 
has been selected by ourselves. The effect of this is that an 
unsuccessful applicant who appeals to the Minister and succeeds 
in his appeal finds that his admission to the list may not result 
in succeeding to the patients which was his desire and the reason 
for his application and appeal. Further, if an unsuccessful 
applicant’s name is already on the council’s medical list he has 
no appeal against the selection of another practitioner to succeed 
to a practice. 

The procedure of selection by us where there is a number of 
applicants for a vacancy necessarily varies according to the 
manner in which the executive council itself acts. In most cases 
now the executive council prepares a short list of the most suit- 
able candidates and after interviewing these recommends the 
candidate for selection. Except where it might appear that the 
executive council has overlooked some salient point in an appli- 
cation which might prove on appeal to be a decisive factor or 
has failed to give what the Committee considers to be proper 
consideration to the applications as a whole, the NIedical 
Practices Committee accepts the recommended candidate. In 
other cases an executive council may recommend a short list 
of the applicants whom it suggests we should interview or 
such may be prepared by the Committee itself. In any csent all 
applications are required to be considered by the Committee, 
and on occasion we have added to the council’s short list. 

The total number of applicants called for interview- by the 
Committee to date is 191. We have been impressed by the 
keenness of most of the applicants and have noted that gener- 
ally the competition is greater for practices in the southern part 
of the country. The applications are not all from practitioners 
wishing to enter general practice as principals for the first time, 
but include doctors already in the Service or other branches of 
medidne who wish to make a change for various reasons. 
Having made its selection, the Committee regards the other 
applications ift respect of the particular vacancy only and 
refuses them. The unsuccessful candidates are informed of 
their rejection and of their right of appeal if they are not 
already on the medical list of the executive council concerned, 
and in all cases where the area is not “closed ” or “doubtful ” 
are advised that the Committee’s decision does not prejudice 
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any application that may be made to come on the list other- 
wise than in respect of this particular practice. Should intima- 
tion be received from any such candidate that admission to’ the 
list is desired in these circumstances it is granted forthwith. 
This procedure may carry all the advantages of a successful 
appeal to the Minister against the decision of the Committee, 
and is indeed preferable in many cases because admission to the 
list would be considerably expedited as compared with the time 
which would elapse before admission to the list on successful 
appeal. 

After consultation with your officers, the Committee has 
agreed on a revised procedure for dealing with applications 
for vacancies, and it is hoped that this procedure will be agreed 
by representatives of the medical profession and put into 
operation. 

The Committee in any selection it makes and in advice it 
tenders to and receives from executive councils is in particular 
mindful of any desires expressed by a practitioner to enter into 
partnership with others already on the list and who wish to 
have the applicant as a partner in accordance with Section 34 (9) 
of the Act. Especially is the Committee anxious that nothing 
should disturb existing arrangements made between partners in 
established practices. 

Appeals 

In several cases the selection of an applicant by the Com- 
mittee has been the subject of appeal to the Minister. Some of 
these appeals have been decided after oral hearing and others on 
written representation only. 

The Committee, like any other’ body attempting to maintain 
a properly judicial attitude in arriving at its decisions, is natur- 
ally anxious that such should not be upset on appeal. Never- 
theless where this has been the case the Committee readily 
acknowledges that the machinery of appointment may well have 
failed to function to the best advantage. Unfortunately the 
delay in arriving at a decision on appeals may result in great 
difficulties and even hardships. If any way of arriving at deci- 
sions more speedily can properly be devised it will be to the 
advantage of all concerned. 

124 vacancies have been advertised by executive councils and 
dealt with by the Committee. A total of 2,998 applications were 
received in respect of them. This involved some 2,800 refusals 
by the Committee, and of this number 35 doctors appealed to 
you against our decision. 

Results of appeals are awaited in seven cases, but the Com- 
mittee is glad to be able to record that of the cases decided 
its decision has been upheld in all but two. The winning of 
one of these was indeed a pyrrhic victory. 

Certificates 

Applications for certificates under Section 35 (9) are regularly 
received for consideration by the Committee. Many of these 
deal with the sale of property, and in such cases the assistance 
of the district valuer is sought through the chief valuer’s depart- 
ment. This has proved most valuable to the Committee. In 
cases where there has been a difference of opinion as to the 
proper value to be attached to property, a direct approach by 
the district valuer to the interested parties has seldom failed to 
result in agreement. 

Other certificates in respect of partnership deeds, deeds of 
variation, etc., are also regularly applied for and the advice of 
the Committee sought as to the terms of such deeds. In the 
majority of cases the Committee is able to grant the certificate 
forthwith. In some instances approach to the parties concerned 
or their representatives results in such modification as to enable 
the Committee to certify. The final refusal of certificates has 
been infrequent. 

•Applications for certificates under Section 37 of the Act were 
a major problem in 1948, but are now almost all dealt with, 
only a feiv outstanding cases remaining. The Committee has 
been able to cram the required certificate in most instances : 
occasionally, when refusal has been necessary, it has felt the 
greatest regret that this was so. Such refusal would have been 
more frequent but for the advice of the legal members of the 
Committee and of the Department. As a result the Committee 
has been able to issue certificates which it might otherwise have 


felt compelled to refuse though at the same time believing that 
injustice would have been done by such refusal. 


Inducement Payments 

The Department has consulted this Committee in connexion 
with 112 applications which have been made for inducement 
payments, and with the exception of eight of these cases the 
Committee was in agreement with the provisional payments 
proposed by the Ministry. Of the eight applications where we 
suggested a higher figure than that proposed, , the Ministry 
accepted our recommendations in four cases. 

The Committee is fully conscious of the details of organiza- 
tion, so well accomplished by our secretary, Mr. Bishop, and 
his staff, and desires to place this on record. Its relationship 
with the Department has been cordial and the help given to it by 
the Ministry greatly appreciated. 

Liaison between the executive councils through their national 
association and the representative professiorial association and 
ourselves has also been cordial, and has resulted in many of the 
inevitable differences of opinion and difficulties which were 
bound to be experienced and have arisen from time to time 
being satisfactorily met. We believe that the mutual confidence 
which has been established in many quarters will result more 
nearly in unanimity. 

(Signed) W. E. Dornan (Chairman). 

J. A. Pridham. J. C. Pearce. 

H. Lesser. 

A. C. Gillie. 

J. F.‘ Murphy. 


D. B, Evans., 

R. O. Wilberforce. 
P. V. Anderson. 


A. G. Bishop (Secretary), 
Devonshire House, 
Mayfair Place, W.l. 


June 30. 1949. 


APPENDIX 

Schedule of Appointments to and Withdrawals from Medical 
Lists, made by or reported to the Committee 


(i) PRINCIPALS—Resident Areas 

(a) Total on medical lists at 3uly 5, 1948 . . . . 17,438 

(b) Admissions since July 5, 1948 .'. 1,063 

(c) Withdrawals since July 5, 1948 |S?nations S} 

(d) Refusals (other than for vacancies) since July 5, 

1948 14 

(e) Admission as partners since July 5, 1948 . . . . 276 

(number included in (i) (b) above) 

(ill PRINCIPALS — Fringe Areas 

(a) Total on medical lists at July 5, 1948 . . . . 8,872 

(b) Admissions since July 5, 1948 876 

(c) Withdrawals sine'e July 5..1948 9 ^ 3 } «« 

(d) Refusals ^ 

Included in (i) above for resident areas, and in addition 
these doctors’ names may appear on several executive 

councils’ lists for “ Fringe ” purposes. 


(iii) PRINCIPALS— Limited Lists 

(a) Total on medical lists at July 5, 1948 

(b) Admissions since July 5, 1948 

(cl Withdrawals since July 5, 1948 (Resignations! . . 
(d) Refusals 

(iv1 PRINCIPALS— Maternity List only 

(a) Total on medical list at July 5, 1948 • • 

(b) Admissions since July 5, 1948 

(cl Withdrawals since July 5, 1948 

(d) Refusals 

(v) ASSISTANTS 

(a) Number of assistants to resident doctors at 

July 5. 1948 

(b) Applications gr.inted since July 5, 1948 .. 


574 

315 

47 

Nil 


36 

■3 

Nil 

Nil 


561 

670 


Certificates 


Section 35 (91 • Granted 

ProDcrtv . . . . . . 57 

Deed of partnerships . . 99 

Section 37 183 


Refused 
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AMVUAL REPORTS AND JIEETLNGS 

According to a recent circular, a number of boards and com- 
mittees have raised with the Minister of 'Health the question 
of annual meetings and the publication of annual reports by 
boards of governors and management committees. 

The Minister welcomes the holding of annual meetings open 
to the public, and the issue of annual reports, as a means of 
stimulating local interest. The reasonable cost of these activities 
may be charged to the Exchequer account. 

The question has been raised whether the accounts of boards 
and committees, whether audited or not, should form part of 
the annual report. In the view of the Minister it would be 
improper for the accounts of individual boards and committees 
to be pubUshed locally unU’l the annual summary accounts have 
been presented to Parliament by the Comptroller and Auditor- 
General, as required by Section 55 (4) of the National Health 
Service Act "rhese accounts cannot, at the very earliest, be 
presented before December of each year, and as boards and 
committees will no doubt wish to issue any annual reports in 
the spring or early summer it would be possible only to publish 
accounts relating to the year previous to that covered by the 
report. Although there would be no objection to such a course 
the Minister feels that there would be little local interest in 
accounts issued at such a late date, and it will no doubt be 
thought preferable that reports should be issued without making 
any reference to the finances of the board or committee. 

It is understood that some boards and committees desire to 
make their reports available to members of the general public, 
and where this is the case copies should be sold at cost price. 
Annual reports should, in the Minister’s view, cover the activi- 
ties of the board or committee as a whole, and separate reports 
should not normally be produced for individual hospitals in a 
group. , 


PROTTSION OF DENTURES 

A circular recently addressed to dentists may also be of 
interest to doctors. Apparently some dentists seem to be under 
a misapprehension about the stage— following extractions— at 
which a denture may be provided to a patient receiving general 
dental services. There is no requirement in the regulations 
governing the provision of general dental services, as there was 
under the old dental benefit scheme, that dentures shall not 
be fitted until absorption is sufficiently complete for “per- 
manent ’’ dentures (as distinct from “ immediate ” dentures) to 
be supplied. Subject to the general requirement that all treat- 
ment must be proper and necessary treatment, it is open to 
the dentist to provide dentures as soon as he considers that 
the patient’s mouth is in a satisfactory condition to receive 
them. 

No matter at what period after extraction dentures are pro- 
vided during the currency of the dental estimate form, it should 
be clearlv understood that no fee is chargeable to the patient 
for their provision. Initial loss of fit due to absorption may 
occur in some cases and can usually be made good by relining. 
If in the course of time the degree of absorption is such that 
function cannot be maintained by relining, a new denmre will 
become necessary. The relining or, more rarely, the replace- 
ment can also be provided under the general dental services, 
subject to the approval of the Dental Estimates Board in the 
usual way. 


TRE.ATJIENT EQtHPMENT 

Another recent circular from the Ministry of Health states that 
there are certain types of expensive equipment— for example, 
oxycen tents, breathing machines, power-driven and gas- 
operated atomizers or inhalers— which may be needed at short 
notice for the treatment of patients in hospital or at home. It 
is important that equipment of this kind should be instantly 
available, but it would be wasteful and inefficient for each 
hospital to hold and maintain it. Regional hospital boards 
and boards of governors are therefore asked to concert amange- 
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ments by which certain larger hospitals would he prepared on 
request to lend equipment of this kind to other hospitals in 
their areas and, on the recommendation of a specialist, to 
patients for treatment in their homes. These arrangements 
should ensure that the equipment is properly maintained so 
that it would be ready for immediate use, and that adequate 
provision is made for its prompt delivery and collection. 

Although arrangements can be made for the hire of some 
types of equipment, this is not recommended,.as it will generally 
• be found cheaper to purchase outrighL These special types of 
equipment should be lent for the treatment of patients at home 
only on the recommendation of a hospital specialist after 
examination at an out-patient clinic or at a domicih'ary visit. 
The patient or his representative should be asked to sign a 
statement that he understands the equipment remains the 
property of the hospital and that he will be liable to pay the 
cost of repair or replacement if it is not returned in good 
condition. Regional hospital hoards should take steps to see 
that hospital management committees and executive councils 
are fully informed of the details of any arrangements made 
for inter-hospital loans and domiciliary use. 


HEARD AT HEADQUARTERS 


Good at Figures 

It was said of the old Insurance Acts Committee that every 
one of its 40 members was an expert. The same can be said 
of its successor, the General Medical Services Committee. The 
Committee spent the whole of a sweltering August day examin- 
ing the Ministry’s report on doctors’ remuneration — a report 
which in fact if not in terms dismisses the claim to a 70j.j 
betterment factor. In the course of the day coats came off, and 
then waistcoats, but mental ardour was undiminished. An 
actuary of high standing attended the meeting, but several mem- 
bers of the Committee showed that they had a grasp of actuarial 
principles which would make them competent in that profession 
should they forsake their owp. It was a highly expert discus- 
sion in which anyone with “ no head for figures ” would very 
soon have been out of his depth. But as a result of that analysis, 
combined with the first-hand e.xperience of N.H.S. practice, the 
solid mass of the Ministry’s figures began to crumble, and the 
betterment which it claimed to have been received during 
the first nine months of the Service looked a very much 
diminished and tattered figure indeed. 

Delays 

The long delay in dealing with the question of remuneration 
must be very tantalizing to the general body of practitioners, 
and it is natural perhaps for some of them to suppose that it is 
due to procrastination at Headquarters. Such a judgment is 
more than usually wide of the mark. Directiv the Special Con- 
ference of Local Medical Committees (Supplement, March 12, 
p. 129) made its decision on March 3, the document arguing 
the case (Supplement, February 19, p. S3) was sent to the 
Ministry. But the Ministry would not discuss it until it had 
obtained figures from the local executive councils about doctors’ 
earnings during the first nine months of the Service. When 
these returns came in they had to be anaivsed and sum- 
marized. Moreover, some of them were incomplete or obvi- 
ously erroneous and had to be sent back for local correction 
and amplification. It was not until August that the returns — 
a bound volume of 240 foolscap pages — were available for 
e.xamination and criticism. The Committee was called together 
at once, some members breaking their August holiday. Even 
then, although the deputation was all set to meet the Ministry, 
even within 48 hours, the Ministry was unable to receive it until 
the third week in September. WTether inevitable or not. and 
whether blameworthy or not, the delays must be laid at a door 
in M'hitehall and not at a door in Tavistock Square. 

Partnerships 

One of the surprising things forthcoming from the remunera- 
tion tables published by the .Ministry is the extent to which the 
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partnership idea prevails in medicine. In England and Wales 
actually there are more general practitioners in partnership than 
working single-handed ; in Scotland it is the other way about, 
but the majority in either part of Great Britain is not great. 
In England and Wales the number of single-handed practitioners 
in the National Health Service is given as 7,883 and the number 
of partners 8,146. In Scotland the single-handed account for 
1,202 and the partners for 1,015. In Great Britain as a whole 
5,919 are in single-handed practice without an assistant, and 
1,166 have one or more assistants. Of the partnerships about 
half consist of two partners, but one in every eight is a partner- 
ship of four or more — the nucleus of a health centre. The 
partnership idea prevails in medicine to a far greater extent 
than in any other profession, and it is just a little remarkable, 
in view of the strong individuality of the average doctor, that 
he should have submitted himself in such numbers to a volun- 
tary association on which his livelihood depends, and which 
calls for so much forbearance and give-and-take, and that it 
should have been in the main so successful. 


Questions Answered 


Accidents and Emergencies 

Q . — The medical list issued by the London Executive Council, 
and presumably meant to be exhibited to the public, states that 
in accident or emergency, if the patient’s own doctor or his 
deputy is not available, treatment can be had from any doctor 
giving general medical services. The list gives doctors from all 
over London. Is it not a fact that one is at risk for this type 
of case only in an area of two miles from one's place of practice, 
or on one or other side of the Thames, if this is within two 
miles ? 

A. — ^Normally a practitioner is not required to attend a person 
at an address other than that at which the patient has been 
accepted or elsewhere within two miles by road from and on 
the same side of the river Thames as the practitioner’s residence 
or surgery. Where, however, a patient is absent from the area 
of his own doctor he is entitled in case of an accident or 
emergency to apply to the doctor nearest the place where he 
happens to be. 

Hospital Residents’ Insurance Contributions 

Q . — What is the position in regard to National Insurance 
contributions and benefits of hospital residents during the 
period — say, six weeks — between leaving their old position and 
obtaining new ones? 

A. — A whole-time salaried hospital officer would be treated 
or the purposes of the National Insurance Act as an “ employed 
jerson.” As such he would be exempt from the payment of 
:ontributions during any week in which he was unemployed 
and be credited with a contribution for that week), provided he 
s capable of, and available for, work ; has not less than 26 
:ontributions as an employed person paid or Credited in respect 
)f the contribution year immediately preceding ; and has not less 
:han 10 contributions paid or credited in the 13 weeks immedi- 
itely preceding the week in question. If he attended at the 
jppropriate employment exchange on each day of unemploy- 
ment or on such days as he was required so to do, he would 
be entitled to unemployment benefit ; refusal to accept suitable 
:mployment offered to him would result in loss of benefit. 


TRADE UNION IMEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 


Correspondence 


Doctors and Dentists 

Sir, — There were quite a number of letters in recent issues 
of the Supplement dealing with the doctor and dentist question. 
May I be allowed to answer some of the rather unfair state- 
ments, especially' those made by Dr. K. V. Deakin (August 27, 
p. 117) ? Being a medical and dental practitioner who some 
time ago really practised medicine though now slaving as a 
dentist, I find especially his comparative schedule very amusing 
though rather poisonous, as it fosters the growing ill feeling 
between doctors and dentists. Dr. Deakin does not mention 
the number of doctors in the Service in the Manchester area, 
nor that of the dentists, as perhaps this point alone may help 
to clarify the difference of payments made to them. Expenses 
which he in the doctor’s case regards as considerable, and in 
the dentist’s case not so great, amount under present conditions 
to a percentage of the gross earning considerably higher than 
Mr. Bevan allows the dentist under his Health Scheme. I 
would also like Dr. Deakin to have to stand on his legs for up 
to thirteen hours a day without any more time to sit do\™ 
than perhaps a lunch break of half an hour, and then perhaps 
he wouldn’t call it ordinary daily hours. 

The other points in his schedule show only that in his ideas 
Dr. Deakin is still living in the 1890’s, because otherwise he 
would know that our practices at present are practically value- 
less, with no compensation to come on retirement, and also 
that every sensible dental surgeon regards the prospects as any- 
thing but bright, contrary to Dr. Deakin. . I am fully aware 
that the doctor’s life is harder than ever. So is the dentist’s, 
Only if both professions stand together, and help each other, 
then our united prospects may be better. Let us therefore try 
"to find a common platform on which we can fight the injustices 
of the present Health Scheme. — I am, etc., 

Basingstoke, Hants. K. L. PETER. 

Sir, — The report of the General Medical Services Committee 
on the first year’s working of the N.H.S. scheme {Supplement 
August 27, p. 99) makes very sorry reading for the genera 
practitioner. Glasgow’s figures approximate to those of Man- 
chester, as pointed out by Dr. K. V. Deakin (p. 117). The 
average dental remuneration in Glasgow is £3,746, while thai 
of the average general practitioner- is £1,340. Even with 50/J 
deduction in the case of dentists and 30% in the case of genera 
practitioners for expenses, the figures are still startling — namely 
£1,873 net for dental services and £894 for general practitionei 
services. 

One compares with sorrow the relative responsibility in th< 
two cases. The dentist is paid by items of service with prac 
tically no responsibility once the patient leaves his surgery, ano 
certainly none when the lesion in question is dealt with. The 
other assumes continued responsibility, 24 hours a day for 
365 days of the year, for all complaints and all illnesses, acting 
as doctor, psychologist, domestic agency, and family friend. At 
a time when general practitioners are being oveiavhelmed with 
tremendous increases of work under the N.H.S. these relative 
values give rise to serious anxiety. 

The prestige of the general practitioner in this country is in 
serious danger now. Once that prestige disintegrates (and these 
figures will never attract the best type into general practice) 
hospital and consultant service follows rapidly. Professional 
skill in this country is a pyramid whose wide and firm base is 
the excellence of its general practitioner service. This is not 
only a matter of finance, this is the beginning of the end of 
general practice as this country has known it for generations, 
unless we take warning now. — I am, etc., 

K.\te Harrower. 


Metropolitan Borough Councils. — Fulham. Hackney, Poplar. 
Non-County Borough Councils. — Dartford. Wallsend. 

Urban District Councils. — Denton. Droylsden. Houghton-Ic- 
Spring, HusTon-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 


Sir. — I feel that I cannot allow the ridiculous letter from 
Dr. K. V. Deakin {Supplement, August 27. p. 117) to pass with- 
out comment. As a medically qualified dental surgeon who has 
experienced some medical practice and is outside the National 
Health Scheme. I feel that I can speak without bias. 
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In the first place, a young doctor can start practice with a 
few pounds worth of equipment against about £2,000 required 
by the young dental surgeon. I have three surgeries, waiting- 
room, workroom, etc., with the result that a practice could not 
be carried on in the average private dwelling, therefore necessi- 
tating, as in my case, a separate house costing £230 per annum 
for rent and rates. I have a weekly wage bill of £37. Has 
Dr. Deakin anything comparable with that? £50 per month 
for materials. How absurd of him to suggest that a dentist 
does not require a telephone or supply a locum in case of 
illness. Many dentists with a good middle-class practice are 
finding that expenses amount to nearly two-thirds of the gross 
takings. 

Perhaps if Dr. Deakin would care to exchange certified 
balance sheets with me, he would think twice before writing 
such another letter. As a member of the B.M.A. of over 
thirty years’ standing, I am surprised that such a letter is 
published without comment, as it does not help towards unity 
with a sister profession in these days when we should all try 
to pull together. — 1 am, etc.. 

Tunbridsc WclU. JxStES McFaRLxNE. 


Sir, — I feel that I must challenge the remarks of Dr. K. V. 
Deakin [Supplement, August 27, p. 117). I would like to take 
his table of comparisons point by point. 

I. Training for the dentist, “not so long or arduous.” I 
feel that this is a matter for debate. 


2. Expenses “ not so great.” This is a ridiculous statement. 
Two medical partners need two consulting-rooms, a waiting- 
room. and one secretary. Two dental partners need a waiting- 
room, three equipped surgeries, a laboratory, one secretary, 
two surgery assistants, two or three mechanics, and also an 
.r-ray apparatus and all that goes with it. 

3. Hours of service for the dentist — “ ordinary daily hours.” 
This may be so in city practice but is certainly not so in the 
smaller town. I am writing this letter at 2.30 p.m. oh a Sunday 
afternoon 'While an anaesthetic “ takes ” in my surgery. 

4. Car and travelling expenses for the dentist. “ unnecessary.” 
Again, as above, it might apply to a city practice so long as 
the dentist is not connected -with any hospital. 

5 and 6. Private practice and practices. I would remind 
Dr. Deakin that compensation for the loss of medical goodwill 
is officially assured. The dental profession is toying with an 
imaginative goodwill now, and the intention of the Minister 
is that we shall transfer our “ goodwill ” to health centres 
without any compensation. 

7 and 8. It is ridiculous to say that service of dental tele- 
phones and supplying of locums is unnecessary. This is a 
public senice — in a small town it is essential, and in a city a 
practitioner obviously makes arrangements. 

9. Dental haemorrhage. This is the work of the dentist 
anyhow and should be referred to him. 


10. Prospects — for the dentist “never brighter.” Nearly all 
dental practitioners have worked harder for the last year than 
they have ever done in their lives, and it has not been because 
they want to make money or because they like their work as 
much as all that. — I am. etc.. 


Berkhamsted, 


C. J. N.ash. 


Sir — ^ jay I congratulate Dr. K. V. Deakin on his excellent 
letter (Supplement, .-August 27. p. 117)? 

Has not the B.M.A. a Public Relations Department which 
could bruit his remarks in the popular press ? I am certain 
that the general public have no idea of the low remuneration 
that their family doctor is paid under the National Health 
Service for services rendered to them. I wonder if they realize 
that his remuneration under the National Health Service is very- 
much less than either dentist, chemist, or optician, and that 
his responsibility is many times greater than any of the afore- 
mentioned ? Is nothing being done about the very low 
4-muneration of the G.P.? — I am, etc., 

Salford. Lana. ^ ISHERWOOD. 
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Pay-bed Forms 

StR, Owing to my absence on holiday I have just seen 
_ The Secretary Reports” in the Supplement of July 30 (p. 63) 
in which you reproduce a typical form used in some hospitals 
to explain to private patients the position with regard to 
•doctor's fees. The authority is Section 5 (2) of the Act. Under 
this_ heading the form states, “You will be responsible for 
paying the doctor's fee up to a maximum of 75 guineas.” Note 
that “doctor” is in the singular. In the next column Para. 3 
states “ the patient . . . pays the doctor a private fee not- 
exceeding 75 guineas.” Again, note the singular. 

It seems to me that the Secretary should have expressly 
pointed out for our information that the use of the singular 
term “doctor” is wrong. The Statutory Instrument, 1948. 
No. 1490, is quite definite. It says (p. 3) that “ if the total 
of the maximum charges . . . made by all the medical practi- 
tioners concerned in respect of one scries of treatments of a 
patient for relief of the same condition exceeds 75 guineas the 
amount of the maximum charge . . . shall in the case of each 
medical practitioner concerned ” be reduced in the proportion 
that 75 guineas bears to the total of the maximum charges. 

It is clear from the Second Schedule, containing a list of the 
maximum charges, that in the case of a major operation the 
maximum of 75 guineas includes the surgeon's fee and those 
of the anaesthetist, pathologist, radiologist, and any other 
•practitioner whose services have been utilized. In other words, 
in the form in question the word “doctor” should have been 
“ doctors.” — 1 am, etc., 

LondoD. W.I. A. RL'GG-Gl-NN. 

V The Secretary writes : The term “ doctor ” is probably- 
used colloquially in the form quoted for purposes of illustra- 
tion. The maximum of 75 guineas applies whether treatment 
is given by one practitioner or by several practitioners. 


POINTS FROJI LETTERS 

Inducement Pajments 

B.B. writes: I suppon most heartily Dr. D. N. B. Morrison's 
contention {Supplement, July 23» p. 59). As a practitioner with 
twenty years* service under the Highlands and Islands medical 
scheme I have been refused both inducement and basic grants. My 
mileage is now only 50% of what 1 received under the other scheme, 
thou^ I now tend three limes the number of patients and car 
expenses have increased threefold. . . . 

B.M.A. War Memorial 

Dr. S. G. Hamilton (W’oolacombe, Devon) v.rites; I should like 
10 associate m>sclf ^'ilh Dr. W. N. Leak's excellent suggestions 
(August 6. p. 17) for a War Memorial Room as outlined. 


H.M. Forces Appointments 


ROYAL NA\Y 

Surgeon Commander J. Cussen has been placed on the Redred 
List. 

Roy.xl Nvval Volunteer Reserve; 

Surgeon Commander D. R. Goodfellow, V.R.D., has been piaccd 
on the Retired List. 

ARMV 

Colonel A. C. Jebb. late RAv.M.C.. has retired cn retired pay. 


ROYAL ARNFi' MEDICAL CORPS 
Colonel F. McKibbin. O.B.E., htc R-A.M.C. retired and re- 
employed, has reverted to the rank of Major at his own request whilst 
so employed. . , , 

Major J. B. Harrower, from Short Service Commission, to be 
Major. ^ . . 

Major R. T. Wordingham, from Short Semcc Commisstcn 
(SpcdalisO, to ^ Major. ^ „ 

Shorj Senice Commission (Type B — Major W. S.^ Angus, 
from ^ergcncy Commission, to be Major. Captain M. Wood has 
reiirrf, receiving a gratuitv', and has been granted the honorary 
rank of Major. . , ~ j rr . 

Short Senice Commission . — Majors R. H. Smvthe and H- A- 
Fcrrantc have retired, receiving a gratuity. Captains E. R. Cok 
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and D. Macdonald have retired, receiving a gratuity, and have been 
granted the honorary rank of Major. 

REGULAR ARMY RESERVE OF OFFICERS 

Colonel (Honorary Brigadier) E. P. Allman, Smith, O.B.E., M.C., 
late R.A.M.C., having exceeded the age limit of liability to recall, 
has ceased to belong to the Reserve of Officers. (Substituted for 
the notification in a Supplement to the London Gazette dated July 15.) 

Royal Army Medical Corps 

Captain C. H. Stuart-Harris, from Supplementary Reserve of 
Officers, to be Major, and has been grant^ the honorary rank of 
• Colonel. 

Captains A. L. D’Abreu and J. M. Black, from Supplementary 
Reserve of Officers, to be Majors, and have been granted the 
honorary rank of Lieutenant-Colonel. 

Captains L. C-de-R. Epps, A. St. C. Robertson, B. L. Williams, 
J. R. Blackburne, S. K. C. Clarke, D. H. Sandell, H. A. Dewar, and 
E. W. Vincent, from Supplementary Reserve of Officers, to be Majors. 

Captain F. R. Leblanc, having exceeded the age limit for liability to 
recall, has ceased to belong to the Reserve of Officers, and has been 
granted the honorary rank of Major. 

TERRITORIAL ARMY 
Royal Army Medical Corps 

Major (acting Colonel) A. L. Crockford, D.S.O., O.B.E., M.C., 
T.D., has been granted the acting rank of Brigadier. 

Captain W. F. Mair to be Major. 

Captain R. West to be acting Major. 

Lieutenant T. McCarroll, M.G., to be Captain and has been granted 
the acting rank of Major. 

Territorial Army Reserve of Officers: Royal Army Medical 

CORP.S , 

Major W. M. Davidson, from Active List, to be Major. 

Captain W. F. Mair, from Active List to be Captain, and has 
been granted the honorary rank of Major. 

COLONIAL MEDICAL SERVICE 

The following appointments have been announced : M. A. Barnar, 
M.B., Medical Officer (African), Gold Coast; L. C. Luck, L.R.C.S., 
Medical Officer, British Guiana; A. J. W. Spitz, M.D., Medical 
Officer (Temporary), Sierra Leone; J. J. Black, M.B., Senior Medical 
Officer, Uganda; E. A. Trim, M.D., D.T.M.&H., Assistant Director 
of Medical Services, Kenya ; C. E. W. Hoar, M.B., Pathologist, 
Nigeria; C. C. Wedderburn, B.M., M.P.H., Assistant Director of 
Medical Services (Hospital and Personnel), Jamaica. 


Association Notices 


TUBERCULOSIS AND DISEASES OF THE CHEST 
GROUP 

The inaugural meeting of the Tuberculosis and Diseases of the 
Chest Group of the Association, whose formation was approved 
by the Council on June 27, 1949, will be held at B.M.A. House 
on Friday, Sept. 23, 1949, at 2 p.m. 

All those interested in this new group are invited to attend. 
Application forms for membership of the group may be 
obtained from the Secretary, B.M.A. House, or will be available 
at the meeting. 


SIR CHARLES HASTINGS CLINICAL PRIZE 
The Sir Charles Hastings Clinical Prize, which consists of a 
certificate and a money award of 50 guineas, is again open for 
competition. The following are the regulations governing the 
award : 

1. The prize is established by the Council of the British Medical 
Association for the promotion of systematic observation, research, 
and record in general practice. 

2. Any member of the Association who is engaged in general 
practice is eUgible to compete for the prize. 

3. The work submitted must include personal observations and 
experiences collected by the candidate in general practice, and a 
high order of excellence wall be required. If no essay entered is 
of sufficient merit no award will be made. It is to be noted that 
candidates in tlieir entries should confine their attention to their 
own observations in practice rather than to comments on previously 
published work on the subject, though reference to current literature 
should not be omitted when it bears directly on their results, their 
interpretations, and their conclusions. 

A, Essays, or 'whatever form the candidate desires his work to 
fake, must be sent to the British Medical Association House, 
Tavistock Square, London, W.C.l, not later than Dee. 31, 1949. 


The prize will be awarded at tlie Annual General Meeting of the 
Association to be held in 1950. 

5. No study or essay that has been published in the medical 
press or elsewhere will be considered eligible for the prize, and 
a contribution offered in one year caimot be accepted in any sub- 
sequent year unless it includes evidence of further work, a 
prizewinner in any year is not eligible for a second award of ilc 
prize. 

6. If any question arises in reference to the eligibility of the 
candidate or the admissibility of Iris or her essay the decision of 
the Council on any such' point shall be final. 

7. Preliminary notice of entry for this competition is required, 
on a form to be obtained from the Secretary. 

8. Each essay must be typewritten of printed, must be dis- 
tinguished by a motto, and must be accompanied by a scaled 
envelope marked with the same motto and enclosing the candidate’s 
name and address. 

9. The writer of the essay to xvhom the prize is awarded may, 
on tlie initiative of the Science Committee, be requested to prepare 
a paper, on the subject for publication in the British Medical 
Journal or for presentation to the appropriate Section of the Annua! 
Meeting of the Association. 

10. Inquiries relative to the prize should be addressed to the 

Secretary. 
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Diary of Central 'Meetings 
September 

Proprietary .Medicines Committee, 11 a.m. 

Rur.al Practitioners’ Subcommittee, 11 a.m. 
Publishing Subcommittee, 11 a.m. 

General Medical Services Committee, 11 a.m. 
Journal Committee, 2 p.m. 

Committee on Psychiatry and the Law, 2 p.m. 
Private Practices Committee, 2 p.m. 

October 

Joint Committee of British Medical Association and 
National Veterinary McdicarAssociation, 2.30 p.m. 


Branch and Division Meetings to be Held 

NoR'nr OF England Branch. — ^At New Lecture Theatre, Royal 
Victoria Infirmary, Newcastle-upon-Tyne, Thursday, September 15, 
7.15 p.m., Clinical Demonstration by Dr. R. Mason Bolam: 
“ Dermatological Cases”; 8.45 p.m.. Address by Dr. G. Brewis: 
’• Present-day Trends in Fevers.” 

Nottingham Branch. — ^At 64, St. James’s Street, Nottinghaai, 
Wednesday, September 14, 8.30 p.m.. Agenda; Installation of Presi- 
dent, Report of Representatives at A.R.M. at Harrogate, etc. 

Sheffield Division. — In General Lecture Room, Sheffield Univer- 
sity, Friday, September 16, ffi30 p.m., general meeting. Report by 
Representatives at A.R.M. at Harrogate. 


Meetings of Branches and Divisions 
Southern Branch 

The 73rd Annual Meeting of the Southern Branch wasbejd in 
Winchester on July 16. The president. Dr. Howie Wood (Isle of 
Wight), was in the chair. ' Fifty-four other members were present. 

The report of the Branch Council for .the past year was re^ceivcd 
and approved, as was also tlie financial statement. The fol.vomn? 
officers were elected for 1949-50: President, Dr. Marsden R'pNds 
(Winchester); President-elect, Mr. E. Cowper Tamplin (PortsmoJulh); 
Vice-presidents, Dr. C. J. Penny (Winchester) and Dr, R; H. IwH 
(Aldershot and Basingstoke) ; Honorary Secretary, Dr. R. H. Ballfour 
Barrow (Winchester). Dr. Howie Wood then vacated the chair ■nnt) 
invested the new president,- Dr. Marsden Roberts, with the prcsic lent s 
badge. ■ . , 

Dr. Marsden Roberts first thanked Dr. Howie Wood for li[s 
services to the Branch in tlie past year, and then delivered his presi- 
dential address entitled “ Rest.” He began by telling his audience 
that when he had made inquiries of the honorary secretary j* . 
learned that many presidents spoke on some aspect of their 
specialty. As a general practitioner he felt he had no specialty, and 
when later he mentioned this difficulty to his wife she had told him ;t 
always seemed to her that his specialty was " Rest.” He felt that liis 
audience might be interested to hear some account of the many 
Continental motor tours which he had made. These tours were to 
him the finest form of rest. Dr. Marsden Roberts then told ot 
incidents both grave and gay which had befallen him and his wile 
on their tours, advising his audience that if they wanted to obtain 
the most from a holiday they should go abroad. . , 

• Subsequently the Branch was accorded a dvic reception by me 
Mayor of Winchester, and the members and their ladies were enter- 
tained to tea by the Winchester Division. After tea there was an 
exhibition of the city plate and charters. Many of the party visd! n 
the cathedral, where the Dean of Winchester, Dr. Sclwyn, shov.tu 
the famous " Winchester Bible ” and other old manuscripts. 
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THE RESULTS OF THYftlECTOMY IN MYASTHENIA GRAVIS^' 

BY 

GEOFFREY KEYNES, M.D^ F.R.CS. 

Emeritus Surgeon, St. Bartholomew's Hospital; Consulting Surgeon. 

New End Thyroid and Thymus Clinic , 


ll IS now eight years since the treatment of myasthenia 
gravis by thymectomy was first described by Blalock, of 
Baltimore, and seven and a half years since the first thymec- 
tomy for myasthenia was performed in this country. The 
experiment was initiated by Dr. Arnold Carmichael and 
nis former assistant. Dr. James Carson, and I am proud 
to say that it was to my hands that they entrusted the per- 
formance of the first operation. This was at New End 
Hospital, in association with Mr. J. E. Piercy, in February, 
1942, and the e.\periment has flourished to such an extent 
that we have now operated on 155 myasthenic patients, and 
a considerable number of operations have also been done 
by other surgeons in this country. It may be admitted, 
therefore, that 'enough patients have been treated and a 
long enough time has elapsed for it to be possible to survey 
the results in such a way as to form a true idea of the value 
of the operation, both in its immediate and in its remote 
effects. 

A difficulty in the way of assessment of results is 
immediately encountered in the well-known tendency of 
myasthenia gravis to show “spontaneous remissions” of 
symptoms, for it may be said (and it has been said on 
several occasions) that the effect of operation, if it seems to 
be beneficial, may be really no different from what might 
have occurred spontaneously. It is necessary, therefore, 
to show that post-operative remissions are both more fre- 
quent and more prolonged than could have been expected 
in the course of nature. It will not, I think, be very hard 
to do this. First, we must get some idea of the remission 
pattern in a series of patients who have not had surgical 
treatment, and here we find help in a paper published last 
year by Professor A. M. Harvey (1948), of Johns Hopkins 
University. 

He first reviewed a series of 87 patients published by 
Kennedy and Moersch in 1937. Twenty-seven of these 
patients had complete remissions, ranging from one month 
to 16 years ; but the majority lasted less than one year, and 
the average was only 2.2 years. Some of these supposed 
“ complete ” remissions were probably, in fact, only par- 
tial. Of Professor Harvey’s own series of 125 patients, 17 
had significant clinical remissions, nine of which lasted over 
two years. Only one lasted over five years. Professor 
Harvey has noticed that since the introduction of neostig- 
mine (“ prostigmin ”) therapy spontaneous remissions have 
been less enduring, and that only one patient so treated had 
a remission of over two years. This obsen-ation is impor- 
tant, because practically all the .patients in our scries had 
had neostigmine therapy before operation, and if Professor 


•.\ lecture given at the National Hcspital for Nervous Diseases, 
Ducen Square, on July 7. 


Harvey is right an insignificant proportion of them would 
have had lasting remissions. Clearly it would be absurd 
nowadays to withhold neostigmine therapy on the chance 
of a few patients having spontaneous remissions. AH, or 
practically all, will have had neostigmine, and the probable 
incidence of spontaneous remission lasting more ftan two 
years would be extremely small. 

Four Categories of Results 

I have referred on other occasions to the difficulty of 
assessing results in a disease so extraordinarily variable as 
myasthema gravis. In my first communication (Keynes. 
1946a) the patients were divided into the four following 
categories according to results, and the fame method is 
still adopted : (A) Quite well ; no symptoms ; no neostig- 
mine. (B) Virtually well ; minimal symptoms ; small dose 
of neostigmine. (C) Some improvement, often consider- 
able; neostigmine still necessary. (D) No change. 

Before considering the numbers that we have placed in 
these four categories it is necessary to emphasize that those 
patients who have been found to have thymic tumours have 
been excluded. The course of the disease and the effect of 
operation in these patients have been so different from the 
others that we beheve a truer view' of the value of operation 
can be obtained if we first consider only those who were 
free of tumour formation. Tumours can now nearly always 
be diagnosed by radiology before operation is undertaken, 
so that these patients can be set aside for a different plan of 
action ; they therefore form a group for separate study 
The incidence of tumours has been found to be I1.6=i of 
all patients, so that the number of patients remaining for 
assessment is still satisfactory' after this deduction has been 
made. 

Patients have been carefully followed up, a few neces- 
sarily only by post, since they live in distant parts of the 
country or in the Dominions. The great maj'ority have 
been seen personally, and not only by me and by my 
surgical colleague, Mr. J. E. Piercy. Patients at Queen 
Square have been seen by Dr. Carmichael and other mem- 
bers of the staff ; those at New End by Dr. Raymond 
Greene; and those at St. Bartholomew's by Dr. Aldrcn 
Turner and Dr, Scowen. The number of patients treated 
privately has been insignificant 
The number of patients available for assessment after 
deducting the post-operative deaths (10), the tumours (18i. 
and the few that have not yet been assessed (7). is 120. 

The figures for the four categories described I find to be 
as follows : 

(A) 39 (32.5%) (B) 40 (333%) 

(0 31 (25.8%) (D)10(83%) 

4628 
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Operative Mortality 

The results of the operation can naturally be assessed 
only among those who have survived the operation — though 
death is unfortunately one of the possible results, and this 
must be carefully considered. The total number of patients 
who died as the immediate result of the operation is 10, 
but a high proportion of these deaths .occurred during the 
early stages of the experiment, when experience of the 
operative technique and of the management of patients was 
small. This is reflected in the fact that five deaths occurred 
among the first 18 patients and only five in the next 119 
operations. If it is fair to take this long consecutive series 
as the basis, then 4.2% represents the present operative 
mortality in experienced hands. This is a low figure con- 
sidering the relatively poor human material with which we 
have to deal, for myasthenic patients with their narrow 
margin of respiratory efficiency are unfavourable risks. 

The cause of death may be attributed in almost all 
instances to pulmonary complications ; in none, so far, to 
loss of blood at the operation or afterwards. The pulmonary 
complications have been occasionally those of an acute 
myasthenic crisis in which the patients drown in their own 
secretions ; more often they have been attributable to 
atelectasis of part of a lung or to a flare-up of a pre-existing 
bronchitis. The risk is always greater in the older patients 
and in those with coexisting disease — and it is of course 
the older patients who tend to have the coexisting disease. 
Thus our death roll included a man of 37 with chronic 
alcoholism, a woman of 46 with rheumatoid arthritis and 
cardiac degeneration, and a man of 47 with thyrotoxicosis 
and cardiac degeneration. Whenever a pulmonary infec- 
tion becomes established a vicious circle tends to' follow, 
since any acute infection in a myasthenic patient tends to 
make the myasthenia worse and the response to neostigmine 
less complete. 

Moreover, in the early part of the series we were learn- 
ing, through experience that was sometimes bitter, how 
best to perform the operation and how to steer a myasthenic 
patient through the post-operative period. Before Febru- 
ary, 1942, no one in this country had ever performed a total 
extirpation of the thymus gland. Knowledge of its anatomy 
was hazy, and some of the information regarding its natural 
history was erroneous. Blalock’s first communication gave 
very little technical help, though it emphasized the necessity 
for giving the patients an intravenous drip after operation. 

Improvement in Technique 

I am not now concerned with details' of technique, but 
naturally our handling of the thymus did improve with 
experience, and soon it became obvious to us that the prime 
necessity was to keep the patients dry. To give an intra- 
venous drip to a patient who had not lost a great deal of 
blood, and who did not suffer from much surgical shock, 
was unnecessary, and in a patient who tended anyway to 
produce an excessive bronchial secretion it was actually 
pernicious. As technique improved we realized the import- 
ance of removing the thymus without injury to the pleura, 
since even temporary collapse of a lung is harmful' to a 
myasthenic patient ; also it is easier to ensure pulmonary 
efficiency if the pleura has not been opened than after any 
transpleural operation or after accidental opening of the 
pleura, which may be difficult to close. Nevertheless we 
still have occasional arguments with thoracic surgeons,' 
who are so accustomed to transpleural operations in non- 
myasthenic patients that they do not yet appreciate the extra 
dangers introduced by the presence of myasthenia. 


Another strange fact that not all physicians seem to know 
is that it is dangerous to give a myasthenic patient an enema. 
Almost invariably the patient will collapse with syncope. 
This sounds improbable, but we do not doubt that it is a 
real danger. Early experience oq several occasions had 
warned us, but we had not seen it happen for a long time 
and had almost come to disbelieve it. We tried to ensure, 
however, that the ward sisters had fully warned everyone 
concerned. On one occasion recently the warning, though 
given in writing, had failed to register. An enema svas 
given, and the patient became .unconscious and pulseless. 
We hope that the experiment will never need to be repeated. 

I have referred already to the rnyasthenic crisis character- 
ized by excessive bronchial secretion, sometimes followed by 
pulmonary consolidation and death. Occasionally death 
may be due to a more suddenly fatal cause — corhplete 
failure of both heart and respiration. 

In April, 1948, a girl aged 16 had travelled from Singapore 
to London for thymectomy 'to be performed. Six months 
previously she had developed symptoms of myasthenia, first 
noticed as weakness of the arms when brushing her hair. 
Later the symptoms were mainly bulbar, but varied greatly in 
severity from time to time. On the voyage to England she had 
several attacks of dyspnoea, which greatly alarmed her. An 
operation done in July, 1948, was no more than a skin incision 
and exploration with -a finger in the mediastinum, because at 
this stage the presence of a tumour was suspected, and the 
incision was closed. She was then given a course of deep 
x-ray therapy to the thymic area. This had to be stopped half- 
way through because she became much worse, but it was after- 
wards completed, and ultimately she greatly .improved. She 
increased in weight and became transformed in appearance, so 
that the next operation was undertaken with great hopes in 
December, 1948. A somewhat shrunken thymus not showing 
any obvious tumour was removed without difficulty and the girl 
was not immediately affected by the operation. Within two 
hours, however, there was a sudden failure of peripheral circula- 
tion, with extreme pallor. Respiration then ceased and she died' 
in the course of a few minutes. Those who were watching her 
said that the respiration seemed to stop ah appreciable tint* 
before the heart had quite failed. At the post-mortem exami- 
nation no adequate cause for her death could be discovered, and 
it could only be assumed that this was a form of myasthenic 
crisis following the disturbance of the operation. 

This has been the only instance of death taking place 
so soon after the operation, and this kind of reaction )■'' 
clearly exceptional. 

The First Patients 

Having these facts on the debit side of the account, let 
me now turn to the pleasanter side and give some account 
of. the post-operative course of the patients who survived. 
First things come first, and so I must describe the first 
patient on whom we operated. 

This patient was a woman aged 31 who had had symptoms 
of myasthenia for between three and four years. In February, 
1942, she was a patient in the National Hospital, Queen Square, 
and her symptoms were very severe. Also they were getting 
worse, together with some mild signs of thyrotoxicosis, and U 
was thought that her prospects of survival were extremely bad. 
Thymectomy was therefore suggested, and this was done on 
February 10, 1942, together with a partial thyroidectomy. Her 
patt-operative course was stormy, though on the -fifth day she 
noticed improvement in nearly all her symptoms, and diplopia, 
present for several years, had disappeared. Nevertheless this 
same day she had a severe attack of dyspnoea with much mucus, 
and almost died. Ten days later she was almost completely well, 
and neostigmine was reduced to one tablet four-hourly with 
ephedrine. She had some temporary setbacks after this, but 
soon returned to her occupation as a land-worker, and has 
remained well to the present time — that is, for seven and a half 
years. 
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The second patient in the series had a thymic tumour and 
succumbed to the operation. 

The third patient was one of the worst with whom we have 
ever had to deal. He was a man aged 34 who had worked in the 
National Fire Service. Symptoms of myasthenia had started 
nine months before we saw him, and had rapidly become worse 
until he was practically helpless, even with large doses of neo- 
stigmine. In addition he had a severe thyroloticosis with 
paroxysmal fibrillation. He was clearly going to die quite soon 
unless something could be done, and we judged that it would 
be best to deal with the thyroid gland first. A subtotal thyroid- 
ectomy was done on May 2, 1942, and his condition was critical 
for a few days, with rapid auricular fibrillation. However, he 
recovered, and after a month’s interval a thymectomy was under- 
taken. He now had no symptoms of hyperthjToidism, but his 
myasthenia was worse, and he was extremely weak. The opera- 
tion was done on June 15, 1942, and he stood it well. Some of 
his symptoms, such as those affecting the voice and swallowing, 
improved rapidly. The recovery of his skeletal muscles was 
slow, the delay being partly due to pronounced wasting of the 
muscles of his thighs and shoulder girdle. He was still taking a 
small dose of neostigmine two years later, but eventually was 
able to leave it off entirely, and for the last four years he has 
been quite well. It is now seven years since the thymectomy 
was done. 

The next patient was a woman aged 44 with a' six-years 
history of myasthenia. A thymectomy was done in May, 1942, 
and there was great improvement at first. Later she relapsed, 
and four years after the operation was much the same as before 
it was done. She died in 1947. 

The fifth patient was a sailor aged 22 who had had symp- 
toms of myasthenia for only 11 months, but he was already 
very ill, and without neostigmine was almost helpless. 
A thymectomy was done in May, 1942, and during the first 
14 days he rapidly improved. A relapse then occurred due to 
an acute mediastinitis, probably following the liberal scattering 
of sulphanilamide powder in the mediastinum before it was 
closed (this was never repeated). Four weeks later he was 
without symptoms, and neostigmine was no longer given. Since 
that time he has been quite well. 

It therefore seems that three of the first four patients 
who survived operation have had complete and permanent 
remissions if upwards of seven years is to be regarded as 
permanent. The evidence already given regarding the 
incidence of spontaneous remissions seems to make it 
unlikely that these recoveries were unconnected with the 
operation. 

The Clinical Picture 

Knowledge concerning the function of the thymus gland, 
whether normal or abnormal, is still very imperfect. We 
suppose that in removing the thymus we are getting rid of 
the source of a “ curare-like substance ” which is discharged 
into the circulation, though the final proof of this is still 
lacking. The histology of the gland in myasthenia shows 
that it is undoubtedly abnormal, and before long we hope to 
have some light upon the biochemistry of the disease ; but 
even then we are unlikely to know why it is that results of 
thymectomy are so erratic. This uncertainty has dis- 
couraged some operators, including even Blalock himself, 
from advocating surgery. But the manifestations of the - 
disease itself are just as erratic as the results of surgery, if 
not more so. 

The clinical picture is never exactly the same in any 
two patients. There are great variations in the muscles 
affected and so in the mode of onset and in the course of 
the disease. It may first be noticed in the ocular muscles 
■as diplopia — suddenly appreciated, for instanie, during a 
came of tennis ; in the levator muscles as ptosis ; in the 
facial muscles, first noticed when applying lipstick ; as 
difficulty in swallowing : or as weakness in the arms or legs. 
The disease may advance rapidly or slowly, or it may be 


stationary' for long periods. It may develop in a series of 
relapses, each being somewhat wone than the preceding 
one. This highly irregular pattern in the natural history of 
the disease is reflected in the effect of operation, but, pro- 
/ vided that the results, taken broadly, are satisfactory, that 
is no reason for withholding operation. 

Sometimes the effect of the operation is appreciated by 
the patient with an astonishing promptitude. I have known 
diplopia, present for years, disappear within 24 hours, never 
to return. Dysphagia is often abolished within a few days. 
Often within the .first week the patient is aware of a new- 
feeling of vigour in the limbs. The order in which symp- 
toms disappear does not, however, obey any sort of rule. If 
generalizations are to be made, it may be said that ptosis 
and ocular palsies are usually the slowest features to 
disappear ; sometimes ocular muscles remain permanently- 
paralysed when all other symptoms have gone, and are 
then unaffected by neostigmine. 

A patient who showed this in an extreme decree was a 
woman aged 24. She had a 19-months history of fairly severe 
generalized myasthenia with pronounced ptosis. A thymectomy 
was done in June. 1945. She made a good recovery except that 
the ptosis remained, and she afterwards went with her husband 
to Czechoslovakia. In 1947 she returned to England because, 
although neostigmine seemed to have some effect on the ptosis, 
she was unable to obtain the drug. When examined she had 
no symptoms of myasthenia except the ptosis, and neostigmine 
had little or no effect on this. She was accordingly given splints 
for her eyelids, and advised that she no longer needed 
neostigmine. 

Although the ptosis is sometimes persistent, the other 
facial muscles usually recover well after operation. 

In May, 1948, a patient from Australia who was in 
St. Bartholomew’s Hospital gained widespread notoriety in 
the press as “ the girl with the frozen smile.” She was a girl 
aged 161 with an eight-months history of severe generalized 
myasthenia showing complete immobility of the facial muscles. 
Her recovery after thymectomy was almost complete. She still 
takes a small dose of neostigmine, but her smile has been un- 
frozen, and this change took place srithin a fortnight of the 
operation. 

Among those who have undergone complete recovery 
are a few individuals who are unable, for psychological 
reasons, entirely to give up taking neostigmine. Their 
dependence on the drug has over months or years induced a 
state of mind in which independence of it seems too good 
to be true, and they still believe it is necessary to Ufce a 
tablet at irregular intervals, particularly in the evening, when 
normal fatigue is felt. The most extreme example of this 
was a girl who would take a tablet on Saturday evenings 
,but at no other time. On inquiry it was found that this 
was preparatory to going to a dance. Examination of these 
people will not detect any signs of myasthenia. 

It has been-suggested by Professor Harvey (194S) that the 
administration of neostigmine might interfere with the effect 
of operation in the same way as it appeared to do with the 
occurrence of spontaneous remissions. In this connexion 
the following history is of interest 

A woman aged 37 was operated on in September. 1943. She 
had been the first patient to be treated in this country with 
neostigmine. She had had symptoms of mj-asthenia for 17 
years, and bad received neostigmine therapy for nine years. 
Though certainly better than before, she has not ex^rienc^ 
very great benefit, and now. nearly slx years later, she is still in 
calegoo’ C. 

Nevertheless a general survey of the results with special 
reference to the period of neostigmine therapy did not 
reveal any constant relation between them, and there is 
no justification for basing a prognosis on this evidence. 
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Failures 

It will have been noticed that a small proportion of 
patients have not undergone any improvement at all. They 
have not necessarily been those who had severe symptoms 
of the disease or a long history. } 

A doctor aged 56 had mild myasthenia for one year, 
mainly affecting the movements of the lower jaw and lips. The 
thymus when removed in February, 1946, was quite large, 
though rather fatty in consistency. The patient’s immediate 
response to the operation was excellent, and he left hospital 
a fortnight later without any symptoms of myasthenia. Never- 
theless a month later he had relapsed to the same myasthenic 
level as before operation, and there he has remained ever since. 
He takes 45 mg. of neostigmine daily, with good response. 

Another patient who failed to improve after a short history 
of disease was a man aged 47 who had myasthenic symptoms 
for two years, especially affecting the ocular muscles. His 
response to neostigmine was slow. After thymectomy, done in 
July, 1946, he improved a good deal and was able to return to 
work in a shop ; but 18 months after operation he had relapsed 
to the same state as before. 

A third failure was observed in a woman, • aged 26, with 
moderately severe myasthenia of 15 months* duration. 
Thymectomy was done in January, 1947, and up to the present 
time she has not improved at all. 

Nevertheless the average age of the failures has been 
nearly 40, including patients of 39, 41, 47, 56, and 61 years. 
The youngest was 26. Their histories have also tended to 
be long, including ones of 5, 8, 12, 12, and 20 years. Since,' 
however, there were four others of 3 months, 1 year, 
H years, and 2 years, clearly no general inference can be 
drawn at present. The number is too small for an average 
length of history in this category to have much meaning. , 

Age of Patient and Duration of Disease 

When we examine the ages of the patients in the other 
three categories we find that A and B have a considerable 
proportion of patients of the age of 20 or below, whereas 
in category C only three are under 20. If the average ages 
in these categories are calculated, however, the differences 
are inconsiderable: (A) 28.3 years, (B) 28.4 years, and 
(C) 32.1 years. It seems, therefore, that the influence of 
age on the results is less important than at first appeared 
probable. On the other hand, the calculation of the average 
duration of the disease is more illuminating: (A) 2 years 
2 weeks, (B) 5 years 4^ months, and (C) 7 years 7 months. 
Here the differences are very striking, and it seems clear that 
a long history is prejudicial to recovery after operation. 

This confirms what I have stated in a previous communi- 
cation (Keynes, 1946b). It seemed that on the whole the_^ 
best results were obtained in patients with short histories 
and the worst in those with long histories, though 
Jt was seen that there were exceptions in both direc- 
tions. It still remains true that the quickest and most 
complete post-operative remissions are to be expected after 
short histories, but as time passes it becomes plain that 
many of the long-history patients will ultimately give 
unexpectedly good results, although it may take longer to 
achieve them. 

In November, 1948, I operated on two women of this type. 
One, aged 48, had been bedridden for 12 years ; the other, aged 
37, had not moved except in a wheel-chair for 27 years. After 
operation both improved slowly over several months, and, 
though their remissions are far from complete, both are now 
able to walk. 

Many other patients tvith histories of five years or over 
have continued to improve slowly and have been upgraded 
from category C to B, or even to A. 


Another long-term patient was a man aged 38 who, when first 
seen, had not yet been diagnosed as myasthenic. His appear- 
ance, however, was typical, and a test injection of neostigmine, 
to his surprise, established the diagnosis. He then admitted 
that he had crept through life only with difficulty, and that his 
condition had been much the same ever since he could remember 
anything. He afterwards produced photographs of himself at 
the ages of 2 and 4^ years, from which it was evident that 
he had been myasthenic since infancy. His history therefore 
covered alrnost 38 years, and when he came under observation 
he was getting steadily worse, with generalized and bulbar 
symptoms. He eventually decided to submit to thymectomy 
in September, 1947, and since that time has steadily though 
slowly improved. Now, nearly two years after operation, he 
■ still needs a small amount of neostigmine, but has been assessed 
as B, being able to lead a normal life. 

Myasthenia Gravis in Infants 

The history of this patient introduces the subject of 
myasthepia gravis in infants, which has specially engaged 
my interest since I was repeatedly told that the disease was 
unknown in children. A photograph of the last patient 
described showed him as apparently suffering from myas- 
thenia at the age of 2 ; but'this did not surprise me, because 
two years' previously I had been asked by Dr. Wyllie to see 
a patient at Great Ormond Street Hospital for Children. 

She was a girl of 4i, who had been admitted apparently 
moribund, with acute respiratory distress and cyanosis. An, 
experimental injection of neostigmine had an immediate 
result, and it was then realized that she was suffering from 
acute myasthenia, symptoms of which had been present for at 
least a year. I removed the thymus in November,. 1945, and 
she made a good recovery. A year later she still had mild , 
symptoms, but was able to lead a' normal life and was described 
as tireless. 

Two months after this incident, which was the first of its kind 
ever known at Great Ormond Street, a child of 2i was admitted 
in a similar state. She was cyanosed and helpless, and again 
was immediately restored by neostigmine. I operated on this 
child in February, 1946, and removed what I thought was the 
whole of the thymus gland. She made a good recovery, but it 
was only temporary. Four months later she had a severe 
relapse and quickly died. At necropsy a thymus gland was 
found equal in size to the specimen I had removed. It was 
evident that I had removed only one lobe of the gland and had 
failed to find the other— the only occasion, so far as I know, on 
which this has happened. 

I have not seen another myasthenic infant since this date, 
though Griffith (1949) described an undiagnosed example. 
This child had died with symptoms exactly resembling 
those of the Great Ormond Street children, and it is 
probable that in the past many children have died of 
myasthenia, the true diagnosis not having been suspected. 

Selection of Patients 

/ 

Whenever the results of any operative procedure are 
rather better than "preconceived ideas will willingly allow, 
the charge is made that there has beeu “selection” of 
patients. The implication is that unfavourable ones have 
been eliminated, so that the results seem better than they 
should be. In the present investigation there has admittedly 
been some selection of patients, but this has not been 
exercised by ourselves. It has been through the physicians 
that most of the patients have, very properly, come to the 
surgeons, and it is they who have made the selection, which 
has therefore’ been in the direction of providing unfavour- 
able rather than favourable material. 

Physicians have naturally hesitated to submit to operation 
patients with only the milder manifestations of myasthenia, 
such as diplopia, and especially those whose symptoms di 
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not seem to be progressive. On the other hand, they have 
not hesitated to recommend operation for patients who 
were seriously disabled by the disease or whose symptoms 
were becoming progressively worse. On the surgical side 
very little selection has been exercised, though a very few 
patients have been rejected on the ground that operation 
would clearly be fatal. Sometimes patients have been kept 
under prolonged observation in order to seize the oppor- 
tunity of operating when the disease was in a favourable 
phase. 

A pauent recently admitted to St. Bartholomew's Hospital 
under Dr. Scowen had been myasthenic for 16 years. There had 
been periods of remission, usually partial, but on the whole the 
disease was progressing, and during the last six years had been 
very bad indeed. It was found that she responded well to 
injections of neostigmine, and in six years had had 24,000 of 
ihese, many given by her husband, who, being by profession a 
reader of meters, was accustomed to keeping records. Often 
the patient herself was too weak to reach for the syringe. She 
spent two months in Dr. Scowen’s ward, and underwent some 
improvement in this period. ^Vhen the moment was deemed 
favourable, the operation was done. ' This was on June 29, 1949. 
and she is now improving, the daily dose of neostigmine having 
been reduced from 270 mg. before operation to 180 mg. at the 
present time. 

Dr. Arnold Carmichael has been so impressed with the 
results of operation that we have operated at his request on 
one patient who had no symptoms of myasthenia at all. 
This is not so odd as it sounds. 

The patient, a girl aged 14, had had several attacks of 
myasthenia, with brief complete remissions between attacks. 
But Dr. Carmichael was satisfied that each attack was proving 
a little worse than the one before, and therefore asked for the 
operation to be done at the safest time — that is, during a remis- 
sion. This patient has now remained well for six months since 
the thymectomy was done. 

We have operated on one other patient during a remission. 
This was an Irish youth of 21 who had lost all confidence in 
himself owing to his relapses, though they were mild. He had 
developed a myasthenic mentality, which prevented him from 
following any occupation whatever. Now, two years after 
thymectomy, he has admitted that he is perfectly well, and he 
started to work some time ago. Such is the power of surgery 
over a work-shy neurosis even in a myasthenic Irishman. 

It is unnecessary' to emphasize the importance of a care- 
ful follow-up of thymectomy patients, as this applies to 
most diseases ; but it is worth noting that with the passage 
of time the results after this operation tend to encourage 
both surgeon and patients. Many of them undergo a slow 
improvement over a long period, and very few show the 
opposite tendency. More patients therefore gain promotion 
in the ABCD classification than have to be put back, so 
that each time I have published results they have shown 
slight improvement on the time before. It must be admitted, 
however, that there are a few qualifications to be made. 
Even after apparently complete recovery some of the 
female patients find that there is a perceptible relapse at the 
menstrual periods. Secondly', both se.\es, although their 
vigour is normal for ordinary exertions, sometimes find 
their strength is not completely restored for sustained exer- 
tion. It may be, therefore, that the Saturday evening tablet 
is not entirely psy'chological in its effect. Thirdly, there 
seems to be in some patients an irreversible change in one 
or more ocular muscles and in the levator of the upper lid. 
the movements being unaffected cither by operation or by 
neostigmine. 

Side-issues 

It will probably be expected of me to say something on 
an important side-issue — namely, the relation of myasthenia 


to thyrotoxicosis. Several wTiters have thought that there 
might be some such association, the belief being encouraged 
by the close anatomical and morphological relationsiup 
between the thyroid and the thymus, but we have not 
found any convincing evidence of this. Only four patients 
in the whole series of 155 have shown a deSnite thjToid 
excess, and in only one was it at all serious. Two of these 
patients I have already described. A third succumbed to 
the operation. 

The fourth was a woman of 27 who was admitted to hospital 
with a diagnosis of thyTotoxicosis only, although soon after the 
onset of this in December, 1946, she had had occasional attacks 
of diplopia. Ptosis of the left eyelid followed, and then weak- 
ness of the left arm and both legs. The whole myasthenic 
picture then became more pronounced. Mr. J. E. Piercy per- 
formed first a subtotal thyroidectomy and then a total 
thymectomy. At the present time she is free of any symp- 
toms of either disease on three or four tablets of neostigmine 
a day. 

It has been pointed out by Dr. Raymond Greene (1949) 
that all the ocular muscles responded to neostigmine except 
the external recti, but that these steadily recovered after the 
tfayToidectomy. The ocular movements therefore showed 
the mixed effect of myasthenic and thyrotoxic asthenia, each 
muscle responding to the appropriate treatment. Beyond 
this we have no evidence to offer. An incidence of four 
patients with thyrotoxicosis in 155 myasthenics does not 
seem to afford a basis for any conclusions, though it is 
perhaps somewhat higher than would be expected from 
mere probability. 

Another side-issue which may be included among “ results 
of operation” is the evidence concerning the supposed 
enlargement or persistence of the thymus gland in myas- 
thenia. It has seemed to us that the size of the gland bears 
no relation to the severity or incidence of the disease. Apart 
from tumours the weight has varied from 3 to 36 g., the 
average being 15 g. It is now established that the thymus 
normally persists, and that it does not w-eigh more in 
myasthenic patients than in normal people of the same age, 
among whom the variation is just as wide. The only con- 
sistent abnormality has been in the microscopical appear- 
ance of the gland, as described by Bratton (I94S) and 
Castleman and Norris (1949). This almost always shows 
conspicuous lymphoid “ germinal centres ” ; these are not 
found in the thymus glands of other people. 

Tumours of ThjTnns Gland 

As I explained at the beginning, I have considered in the 
foregoing remarks only the results obtained in the treatment 
of patients who did not have thymic tumours. I do not 
DOW' propose to deal in detail with those who had tuniours, 
as they must be the subject of a separate study. It soon 
became obvious, however, that the presence of a tumour 
implied a very much worse prognosis. Patients with 
tumours usually have a short history and severe svmptoms 
which respond slowly and imperfectly to neostigmine. The 
operation risk is increased by these features as well as by 
the greatly increased difficulty of removal. The immediate 
response to operation may be dramatic, but the patients 
tend to show after a short interval a serious relapse, and the 
symptoms become irreversible. They ha\c usually soon 
died with respiratory failure. Primary operation has there- 
fore been very unsuccessful in our hands. We now prefer 
to treat these patients with preliminary deep jr-ray therapy, 
followed by extirpation of the thymus with the tumour if 
it is possible. A few' patients treated in this way have 
given more encouraging results than those subjected to 
primary' operation. 
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One patient who had a primary removal of a tumour in 
January, 1947, followed by deep j:-ray therapy in June was 
slowly deteriorating, until Dr. Douglas McAIpine treated 
him with tetraethyl-pyrophosphate, since when he has 
steadily improved. 

Conclusion 

The treatment of myasthenia gravis by thymectomy has 
been called “ empirical,” and so it still is in the sense that 
there are a number of questions to be answered concerning 
the intimate details of the disease. The connexion between 
myasthenia and an abnormal thymus gland is now well 
established, but there is no clue to how or why the gland 
acquires its abnormal function. The chemistry of the 
'secretion which is producing myasthenia is 'Still quite 
unknown, and no active principle has yet been isolated. 

Fundamental knowledge, such as the truth about the 
physiology of the neuromuscular junctions, is still lacking, 
so it is not surprising that understanding of abnormal 
functions is still defective. Surgery may help to provide an 
answer to these questions, which are far from being purely 
academic. In the meantime surgery, with the help of 
neostigmine, has undoubtedly made a practical advance in 
being able to aUeviate the lot of many of the unfortunate 
sufferers from myasthenia gravis. There are few more 
pathetic sights than an otherwise perfectly healthy girl or 
youth reduced to a state of dependence and physical help- 
lessness, and few more gratifying sights than their dramatic 
restoration to normal activity, a feat which surgery can now 
on many occasions claim to have achieved. 

s 

Summary 

From February, 1942, to July, 1949, 155 patients with 
myasthenia gravis have been treated by surgical extirpation 
of the thymus gland. 

Of 120 patients who did not have thymic tumours and 
survived the operation, 79 (65%) have shown a complete or 
almost complete remission of the symptoms. These could not 
be accounted for as “ spontaneous remissions.” 

The operative mortality in our hands is at present 4.2%. 

The results are influenced by the duration of the disease 
before operation; the shorter the history the better the results. 

Early operation is indicated by the above fact, and by the 
11.6% incidence of tumours, the development of which should, 
if possible, be anticipated. 
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A statistical study by V. A. Fenger and J. Nielsen* shows 
that in the period 1908-15 the average duration of life of a 
Danish doctor aged 25 was 3 years shorter than that of his 
opposite number in the general population. In more recent 
years this difference has diminished considerably. This study, 
brought up to 1944, shows that the mortality among Danish 
doctors is lower than that among the whole population with 
regard to tuberculosis, cancer, and accidents. But it is higher 
with regard to suicides, and more than 40% higher with regard 
to heart disease. A comparison is made with the studies of 
Dublin and Spiegelman in the U.S.A., and a table is drawn 
up by the Danes showing ho\v the Danish and American find- 
ings compare with each other in respect of each important cause 
of death. 


INCIDENCE OF CROSS-INFECHON IN 
CHILDREN’S WARDS 
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Paediatrician, Cardiff United Hospitals 

AND 

E. LEWIS-FANING, B.Sc.Econ., Ph.D. 

Statistician, Department of Preventive Medicine, Welsh 
National School of Medicine 

In 1945 the British Paediatric Association began to interest 
itself in the problem of cross-infection in children’s wards 
m hospitals, and an ad hoc committee was set up to con- 
sider the matter. Its report was published in the British 
Medical Journal of May 4, 1946 (p. 673). During the com- 
mittee’s deliberations it became obvious that the views and 
experience of individual paediatricians differed widely. 
There was not only little information on the incidence of 
cross-infection but also little evidence of the effect of the 
common methods used to prevent or control it. The result 
was a report in very general terms “in the nature of a 
preliminary discussion,” and the collection of evidence on 
the incidence of cross-infection- and the evaluation of 
methods for its control were left for later investigation. 
This report is the result. 

It is not easy to give an adequate definition of cross- 
infection in this context, but that suggested by the above- 
named committee was accepted and used — namely, “To 
denote any infection acquired by a patient in the hospital 
environment. Clinically, it is an infection arising during, 
the course of another illness for which the patient was 
originally admitted to hospital, and may attack the respira- 
tory tract, gastro-intestinal tract, wound, skin, or mucous 
membrane, or be manifested as one of the specific fevers.” 
This definition places the final onus of diagnosis on the 
paediatrician, who may or may not have help from bacterio- 
logical investigation. This does leave room for a difference 
of personal opinion, but it was felt that experienced paedia- 
tricians would hold relatively uniform views, especially as 
nearly all those taking part in the investigation had 
preliminary discussions in committee with their colleagues. 

The main objects of the inquiry were to determine: 
(1) the incidence of cross-infection in children’s wards 
(nurseries for the newborn were excluded) ; (2) the effect 
of cross-infection on morbidity and mortality ; (3) the part 
cross-infection played in increasing the length of stay in 
hospital ; and (4) the methods used to prevent cross- 
infection and their relative efficiency. 

Information Sought 

Fourteen hospitals were selected as representing a cross- 
section of children’s wards in which patients were under the 
clinical charge of an experienced paediatrician. The hos- 
pitals included examples of children’s wards in a general 
hospital, wards in hospitals for children only, wards in 
teaching and non-teaching hospitals, and wards taking long- 
stay cases. In all, the records of 26 different wards were 
utilized. 

Special cards were prepared and issued to each ward for 
recording the information in respect of every patient 
admitted. These asked for details of the age, sex, diagnosis 
on admission, how the child was disposed in the ward on 
admission and during its stay (e.g., bed in open ward, 
cubicle), and method of dispersal (e.g., transfer to another 
ward, transfer to isolation hospital, home). If cross- 
infection took place its date was to be noted, together with 
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the suspected source of infection and any relevant bacterio- 
logical investigation. Any increased length of stay in the 
ward as the result of cross-infection was to be estimated, 
and a special comment was asked for if it was felt that the 
death of a patient was in any way attributable, either partly 
or wholly, to cross-infection. Tlie types of cross-infection 
were divided broadly into; acute specific fevers, upper 
respiratory infections, lower respiratory infections, gastro- 
enteritis, and other infections. 

A record card was filled in for each child on admission 
and observations made during the children’s stay were\dated 
as at noon of each day. In this way 9,619 cases were 
covered in the survey. Records were kept from March 1 . 
1946, to February 28, 1947, but, for reasons to be explained 
later, analysis was made for only 11 months — i.e., from 
April i; 1946, to February 28, 1947. 

In addition to the individual patient's record each ward 
unit was supplied with a questionary form. This asked for 
information on the following : 

Official number of cots in ward. 

Upper and lower age limit of children admitted. 

Type of case admitted (e.g., medical, surgical, tonsillectomy, 
skins). 

Ward design. — Open ward ; length, breadth, height, and 
distance Jjetween cot centres. Number of cubicles,' distin- 
guishing single, double, and multiple, giving length, breadth, 
and height of each cubicle and stating whether it was open 
or closed. 

Quality of ventilation in wards or cubicles. 

.Method (if any) of isolating new admissions. 

Whether a special room is available for dressings. 

.Method of ward heating. 

Number of sluices, lavatories, and wash-basins in each ward 
or cubicle. 

Provision for bed-pan sterilization, napkin disposal, dressings 
disposal, and refrigerators. 

Whether or not a special room and/or special staff is available 
for preparing feeds. 

Method of ward-cleaning — dry sweeping, wet or oiled sweep- 
ing, oiled floors, oiled blankets, vacuum-cleaning. 

.Method of air sterilization (if any). 

Status and qualiflcation of (Stas': ward sister, number of 
trained nurses, number of student nurses. 

Number of nurses per ward — average and minimum per day 
and night. 

Whether “ runners " are employed at night. 

Whether the nursing Stas' are immunized against to) diph- 
theria, (6) other infections. 

Number of maids. per ward. 

Whether masks are worn by nurses, doctors, students, and 
maids. 

When masks are worn. 

Whether visiting is allowed — how often, how long, how many 
per bed, and whether children visitors are excluded. 

^Vhether acute fevers are transferred or nursed in the ward. 

Any other relevant information. 

Data Received 

Of the total of 9,619 cases surveyed in the 11 months 
under review, 679 showed evidence of cross-infection during 
their hospital stay. This represents an overall incidence 
(irrespective of length of exposure in hospital) of 7.1%. 
The frequency of the individual types of infection is shown 
in Table I. 

It is interesting to note that 92 of these children experi- 
enced at least two cross-infections and 20 at least three. 
Tabulation of the acute specific fevers by ward age showed 
that 23 of the 80 cases of measles 'were “ acquired ” before 
the 10th day, which means that the disease was in the 
incubation period -when the child was admitted to hospital. 
Similarly three of the five cases of mumps developed before 


the 21st day in hospital, five of the 24 cases of whooping- 
cough developed before the 10th day, and three of the 20 
cases of chicken-pox developed before the 14th day. It 
might be objected that these were not strictly e.xamples 
of cross-infection and should therefore be excluded from 
analysis. The objection rests entirely on the interpretation 
of the word “ acquired ” in the definition of cross-infection ; 
if these were to be excluded many other infections, both 
of the upper and of the lower respiratory tract, which were 
not traceable because the length of their incubation is not 
known would also have to be excluded. It may be added 
that admission during the incubation period of an face- 
tious disease was in no way confined to one hospital. In 
point of fact it has been shown that the cross-infection rates 
at the individual ward ages would have been little affected 
if these cases had been omitted. 


Tible I 


Type of lofecuon 

Total No. 

1 Pcrccniar* 

• Distribuii'ca 

Upper respiratory infections 

257 

1 378 

Acute specific fevers 

155 

' 22-8 

Measles . . 

£0 

11-8 

Whooping-cough 

24 

3-5 

Chicken-pox 

20 

2-9 

Scarlet fever 

14 

1 2*1 

Dysenterv 

II 

1 1*6 

Mumps 

5 

, 0-7 

Diphtheria 

1 

0-1 

Gastro-enten'iis 

141 

, 20 -& 

Lo«er respiratory infections 

, 57 

1 S-V 

Other infecuons 

59 

10-2 


Total 


679 


I 


This evidence strengthens the view expressed in the pre- 
vious report that an essential barrier to cross-infection is a 
senior medical officer who shall be responsible for all 
admissions to the ward. 

Effects of Cross-infection 

On the record card of each patient an estimate was given 
of the increased length of stay in the ward attributed to 
cross-infection. No additional stay was occasioned to 65%, 
up to an additional week was necessary for 17%, up to 
two weeks for 14%, and up to three or more ■weeks for 
3.6%. The average additional length of stay in the whole 
series was 4.59 days, and for those 225 children who did 
have to stay longer their average increased stay was 12 
days. This is an important economic aspect of the problem, 
for in addition to the increased bed occupation in the 
original hospital there must be added the days spent in an 
isolation hospital, home, or other institution. This increased 
occupancy of beds is a strong argument which may be 
used in favour of administrative or structural measures that 
may be adopted to lessen cross-infection, as any means 
which will reduce the length of hospital stay will therefore 
increase the total annual occupancy of the beds. 

Hospital infection may not only increase the length of a 
child's illness but contribute materially to a fatal issue. We 
all know of the patient with pyloric stenosis who is success- 
fully operated upon but who dies later from a gastro- 
enteritis developed whilst in the ward recovering from the 
operation. InformaU'on was sought by the specific question, 
“ Did the observer consider death was attributable in part 
or whole to cross-infection ? " The answer was in the 
affirmative in 41 of the 50 deaths which occurred in children 
developing an infection while in hospital (death wholly 
attributable to cross-infection, 13 ; death partly attributable 
to cross-infection, 28), so that of 587 patients who incurred 
an infection in hospital 7% died wholly or partly because 
of that infection. As illustrative of deaths wholly due to 
cross-infection may be cited two patients admitted for 
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repair of hare-lip, both of whom died of gastro-enteritis. 
The infections in this group were as follows: 

Gastro-cntcritis .. .. .. .. 17 cases (1 Sonne, I FlewicrZ) 

Pneumonia , . . . • . . . . , , 16 „ 

. Pneumonia and enteritis . . . , . . 2 „ ' 

Upper respiratory infection . . . . 2 „ 

Measles I case 

Meningitis 1 „ 

Staphylococcal pyaemia ....... 1 „ 

Stomatitis . . . . . . . . . . I 

Total: 41 cases 

Only seven of these children were over 2 years old, and of 
the remaining 34 cases no fewer than 24 occurred in 
babies under 3 months old, thus illustrating the dangers of 
hospitalization to small babies. 

Statistical Problems 

The main statistical problems presented were (a) to 
calculate an index suitable for comparing the incidence of 
cross-infection in the various hospitals and wards ; (b) to 
select a suitable standard of comparison ; and (c) assuming 
that the incidence would be found to vary between the 
wards, to determine whether the rates showed any associa- 
tion with the architectural and administrative factors of the 
ward. One inherent deficiency - in the data was that only 
infections which became manifest during the patient’s stay 
in hospital were recorded. No provision had been made 
for following patients up, with the result that the number • 
of cross-infections which occurred in hospital but which 
developed after discharge was unknown, and the value of 
the inquiry is lessened to that extent. This- once again 
stresses the advisability of giving careful consideration to 
the statistical aspects when investigations of this nature are 
in their initial stage. 

No index of cross-infection would be adequate which 
failed to take into account the differing lengths of time each 
child was exposed to risk — i.e., the duration of stay in 
hospital. From the information provided the numbers of 
patients exposed to risk of infection in each ward at each 
ward-age (i.e., age 1 = 1 day after entry, age 2=2 days after 
entry, etc.) were obtained. The numbers of cases occurring 
in each ward were also tabulated, and by relating the total 
number of cross-infections which occurred at each age in 
all the wards combined to the aggregate exposures at the 
relative ages a cross-infection rate at each ward-age for the 
aggregate of all wards was obtained. These are the stan- 
dard rates. In calculating them one difficulty which must 
be recounted necessitated a change in the initial date of 
the experience. All children admitted for treatment during 
the period of the survey are admitted at -ward-age 0, but 
the investigation also covered patients who were in hospital 


Table II. — Cross-infection Rates (smoothed*) per 1,000 Child-days 
Exposure (5-day groups); All Wards Combined; Both Sexes. 
Limited to 91 Days After Admission to Hospital. 


Ward Age Groups 

Cross-Infection Rate 
per 1,000 Exposures 

Child-days Exposure in 
Each 5-day Group 

0- 

2-96 

; 37,306 

5 — 

3-88 

. 30,065 

10- 

4*47 

\ 20,106 

15- 

4-79 

V 13,981 

20- 

4-89 

10,655 

25- 

4-81 

• ,?4I 

30 — 

4-61 

6,641 

35- 

4-33 

5,355 

40 — 

4-03 

4.377 

45 — 

3-75 

3.560 

50— 

3-55 

3,030 

55 — 

3-48 

2,611 

60 — 

3-58 

2J74 

65 — 

3-91 

2,056 , 

70 — 

4-52 

1,815 

75 — 

5-46 

1,568 

S0 + 

6-77 

1,383 


• } - 2-35S + 0-2i9i - (MXJSOIaS + 0-0000669x5 
where y « cross-infection rate, x = ward-age in days. 


when the inquiry started. To, overcome this difficulty ii 
was decided that the experiences should begin on April 1, 
1946, instead of March 1. This reduced the length of the 
inquiry to 11 months, but from the March records the 
length of stay in hospital previous to April 1 could then 
be calculated for the majority of children who' were in 
hospital on that day. 

The smoothed values of these standard rates -(Table 111 
show that the rate of cross-infection in all hospitals com- 
bined rose from 3 per 1,000 in the first four days after 
entry to 4.9 per 1,000 patients who were in the wards on 
the 20th-24th days, fell to 3.5 per 1,000 for days 55-59, 
and was as high as 6.8 per 1,000 for those exposed to risk 
in days 85-89. 

Standard Cross-infection . Ratio 

For each ward the number of patients exposed to risk at 
days 0, 1, 2, 3, 4, etc., was. known and the number of cross- 
infections which would have been expected amongst the 
numbers exposed to risk at each ward-age if the standard 
rates (all wards combined) had been effective could be 
calculated for each ward: 

Exposed X standard cross-infection rate 

1,000 

The numbers expected at each age, aggregated to 91 days 
or 183 days or 365 days, gave the total numljer of cross- 
infections expected in every ward for the respective periods 
at the standard rates. The number of infections which 
actually occurred expressed as a percentage of the number 
expected in the same period provided a comparable index 
of cross-infection for the different wards. If the actual 
number was in 'accordance with expectation the ratio 
would of course be 100. This index has been termed the 
“ Standard Cross-infection Ratio,” because the method of 
its construction is the same as that of .the standardized 
mortality ratio used by the Registrar-General for com- 
parison of the mortality experienced in'different occupations. 

When the wards investigated are arranged in order accor- 
ding to the magnitude of the standard cross-infection 
ratio they may be divided into three groups : those with a 
high incidence, in which the. ratio lies between 140 and 
350 ; those with a moderate incidence of between 60 and 
140 ; and those with a-low incidence, below 60, even drop-, 
ping as low as 29 for a stay of up to 91 days. There are 
nine wards in the group with a high incidence, eight wards 
in the moderate group, and 'nine in the low-incidence 
group (Table III). It is interesting to observe the extreme 


Table III . — Wards Arranged in Order According to the Magnitude 
of the Standard Cross-infection Ratio, Forming Three Groups 
with High, Moderate, and Low Incidence 


S.C.R. 

Ward 

Stay Up to 91 Days 


r 

Hospital A, Ward ! 

350 



„ B, „ ■ 1 (infants) 

205 



.» C, „ 1 (medical, babies) 

190 

High 


„ D, „ 1 (infants; 

188 

(140’ or A 


„ E, ,, I (convalescent) 

185 

over) 


.. F, „ I 

148 



,. C, 2 

146 



o, 1 . 

145 



H, „ I 

140 


» 

,, C, „ 3 (surgical, babies) 

133 



I. I 

123 

\ 


.. C, ,. 4 

111 

Moderate < 


■ „ E, „ 2 (convalescent) 

1 

(60-140) 


.. I. 1 

88 



„ E. „ 3 (convalescent) 

84 



• „ K, „ 1 (Infants) 

' 73 



.. L, .. 1 

72 



.. A, „ 2 

58 



., M, „ I 

56 



„ K, „ 2 

55 

Low 


.. B. ,. 2 

49 

(60 or 


.. G, „ 2 

47 

under) 


.. L, ., 2 

38 



»» »♦ 3 

D, „ 2 

34 

33 

- 


.. N. I - 

29 
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variation in the wards, all of which were under the supervi- 
sion of expert paediatricians. To note a specific example, 
one hospital which is modern and with isolation facilities 
has a high cross-infection rate in its babies’ ward but a low 
one in its older children’s ward, both wards being identical 
in design. The paediatric supervision, both senior and 
registrar, is the same for both wards, the recording of cross- 
infections was done by the same individual, and the nursing 
staff was drawn from the same training school. It is 
interesting to note that no fewer than four different hos- 
pitals are represented in both the high and the low 
group. 

The amount of material for survey was inadequate for 
calculation of standard cross-infection ratios based entirely 
on patients who on admission were under 1 year old, 1 to 
4 years, 5 to 9 years, and so on. 'All that was possible was 
to distinguish 10 wards which excluded entirely children 
under 1 year of age. Table IV compares the standard 
cross-infection ratio of those wards with that of wards to 
which infants were admitted. 


Table IV 




S.C.R. 


Type of Ward 






I Low 

Moderate j 

Hish 

1 Total 

Wards excluding infants under 1 year . . ' 

6 

3 

1 1 

ID 

Wards admitting infants . . • . 1 

3 i 

5 

8 1 

16 

Total .. 

9 

8 

9 

26 


A statistical test showed significant association between 
the standard cross-infection ratio (,\- = 5.8; P<0.05) and 
the admission of children under 1 year of age. This 
increased danger in infancy is a fact well known to all 
practising paediatricians. 

This relation between age and cross-infection is the only 
’■ statistically significant ” result of our attempt to correlate 
incidence with environmental influences. Other factors 
which were statistically investigated but gave no conclusive 
results were : type of case admitted (surgical, medical, etc.) ; 
relation between standard cross-infection ratio and archi- 
tectural features of cubicles ; average square feet per cot ; 
quality of ventilation ; employment of “ runners ” ; method 
of ward-cleaning ; and patients’ visitors and frequency of 
visiting-days. (Because of their negative findings these 
analyses are not recorded in full.) The unit for these 
analyses was the ward, and with only 26 units it was hardly 
to be expected that many significant relationships would 
appear. 

The difference between the wards with regard to cross- 
infection remains difficult to explain fully. There is no 
doubt that imponderables must play an important part — 
namely, the quality of the medical and, particularly in this 
problem, the nursing care. We have noticed that there has 
been an increase in infection when there has been a change 
of nursing staff,.though we have no figures to support this, 
and it would seem that there is still a tendency to under- 
staff babies' wards at night. Thus all the careful work done 
by the day staff can be undone through a shortage of 
nurses at night to do the common tasks with adequate care 
and time. 

Another factor which is difficult to assess is the question 
of immunity of a child admitted to a strange bacterial or 
viral environment. Bacteriological studies were not under- 
taken in this review e.xcept in a few instances, for in one 
of the commonest of the infections, gastro-entcritis, there is 
no specific organism to act as an indicator. It is well 
known that babies are slow in acquiring an immunity 


reaction, and this may well be a factor in the increased 
infection found in the very young. 

Conclusion 

On the whole we feel that this inquiry, which entailed a 
great deal of work for many people, has been disappointing 
in that it has not resulted in our being able to give advice 
to hospital planners on the value of the common archi- 
tectural practices in preventing cross-infection. Further 
inquiry on these matters which will stand up to statistical 
scrutiny is desirable. We feel, however, that we have at 
least obtained some figures, that are of interest if only in 
showing for the first time the extent of cross-infection in 
a sample of hospital wards in this country and in 
drawing attention not only to its prevalence but also to its 
dangers. 

It should be recalled that the wards chosen were all under 
expert paediatric supervision and therefore the number of 
cross-infections was, or should have been, minimal. How- 
ever, the very fact of the inquiry taking place in a ward 
helped to draw attention to the condition and so in itself 
may have reduced the incidence a little. If, then, hospitals 
of this status have a cross-infection rate as high as 7% it 
may be suspected that other hospitals with less facilities and 
less expert staff have a higher rate. 

In this respect it has been interesting to note the reaction 
in some hospitals visited outside the scope of this inquiry 
to the question. “ How much are you troubled by cross- 
infection ? " In many instances the reply has been given 
that cross-infection has never occurred, from which it 
seems likely that the problem has not been acknowledged 
or recognized. If, then, this paper can do something to 
interest those responsible for the care of children in 
hospital in this aspect of their work we feel we may have 
accomplished something of value. 

Summary 

Records of all children admitted to hospital during the year 
March 1, 1946, to February 28, 1947, were provided by 26 chil- 
dren’s wards in 14 hospitals in Great Britain. From these records 
information was obtained as follows: (a) The overall incidence 
of cross-infecuon in 9,619 admissions was 7.1 ';i. (b) The aver- 
age length of increased stay in hospital of these cases that 
developed a cross-infection was 12 days, (c) In 41 children 
death was attributable partly or wholly to cross-infection. 
(d) An index for the rate of cross-infection was calculated for 
each ward (standard cross-infection ratio) and was found to 
vary widely for the different wards even within the same 
hospital, (e) Attempts were made to correlate factors which 
might be related to the variations, which included ward archi- 
tecture, equipment, nursing, staffing, visitors, type of ca^e 
admitted, and the age of the children. The only “ significant " 
finding was that cross-infection was commoner in wards which 
admitted infants. 

The data on which this paper is based base been produced by rhe 
helpful co-operation of many sisters and registrars in the hospitals 
concerned and of the paediatricians w-ho had the children under their 
care. The following hospital centres have conlribu'ed, and we are 
grateful to all who have helped: Belfast, Birmingham, Cardiff, 
Glasgow, Guy's, Great Ormond Street (including Tadworth), King's 
College, Leeds, Liverpool, Newcastle-upon-Tyne, St. Bartholomew’s, 
and Warwa’ct. 

Wc wish to acknowledge many helpful suggestions made by 
Professor R. M. F. Picken during the course of the analysis. Our 
thanks arc due to Miss Kathleen Davies and Miss Betty Goode, on 
whom has fallen the burden of the heavy tabulation and computing 
work, not all of which has been produced in this paper. We are 
also indebted to the members of the cd hoc Committee of the B,-iiish 
Paediatric Association on Cross-infection for much valuable advice 
in the canving out of this inquiry, and to the British Paediatric 
Assodation for a grant towards the computing expenses. 
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by 85% and histamine-stimulated secretion by 70% ; on the 
contrary, Neligh et al. (1947) noted no effect on histamine- 
stimulated secretion. Brown et al. (1948) demonstrated, in 
duodenal ulcer patients, inhibition of gastric motility and 
abolition of insulin-stimulated secretion. Ferrer (1948) 
reported effective reduction of excessive night secretion 
in patients with peptic ulcer. 

1. Studies by Alcohol Test Meals. — We have studied the 
effect of T.E.A.B. on gastric secretion following an alcohol 
test meal in 20 cases (17 men and three women, eight of 
them suffering from duodenal ulcer). The method was as 
follows:. 


Tetraethylammonium bromide (T.E.A.B.) is known to pro- 
duce a blockade of the autonomic nervous system, and has 
been used with this object in the investigation of peripheral 
vascular disease. The purpose of this paper is to examine 
its effects on the secretory and motor functions of the 
stomach. 

Pharmacology 


The site of action of tetra-alkyl-ammonium compounds is 
at the ganglionic synapses of the autonomic nervous system, 
where a blocking effect was first demonstrated by Marshall 
(1913). T.E.A.B. is a synthetic compound produced by the 
substitution of four ethyl groups in the ammonium radical 
of ammonium hydroxide. The chemical relationship of the 
drug to acetylcholine is : 


QH.' 
CjHb- 
CjH.. 
CjHbX 
T.E.A.B. 


N-OBr 


CHb 
CH, 
CHa- 

CHaCO OCjHi- 
Acetylcholine 


:N-OH 


The site of action of the two compounds is the same 
and is probably determined by their basic structural rela- 
tionship ; side-chain variants determine their pharmaco- 
logically different effects. The blocking effect of T.E.A.B. 
is probably due to the fact that the drug can replace acetyl- 
choline in the neurohumoral chain at the autonomic 
synapse, thus excluding it. The transience of its action is 
probably also due to its similarity to acetylcholine, which 
is destroyed by cholinesterase. 

The pharmacological' effects are twofold. Sympathetic 
blockade leads to release of peripheral vasoconstrictor tone, 
a fall in blood pressure, and an increase in pulse rate. ’ 
There is increased blood flow to the extremities, with 
increased skin temperature. Sweating is' inhibited. Para- 
sympathetic blockade leads to Inhibition of gastric secre- 
tion and motility, inhibition of salivation, paralysis of 
accommodation, and transient impairment of the power to 
^urinate or.defaecate. 

' Side-effects are noted as follows. After moderate doses 
(less than 500 mg. intravenously or 20 mg. per kg. of body 
weight intramuscularly) there is a metallic taste in the 
mouth, with a sensation of warmth and flushing, transient 
peripheral numbness, light-headedness, loss of accommo- 
dation, and transient difficulty in urination or defaecation. 
After large doses ptosis, weakness, or even severe collapse 
may occur. While these severe manifestations are rare, 
the commoner side-effects make out-patient administration 
impracticable. ' . 


Effect of T.E.A.B. on Gastric Secretion 
Published work on the effect of T.E.A.B. on gastric 
function comes mostly from America. Zweig et al. (1948) 
found that in normal subjects the gastric motility was com- 
pletely inhibited for a total period of 45-100 minutes after 
intravenous injection. Unstimulated secretion was reduced 


The patients were starved over nine hours, a Ryle’s tube was 
passed at the end of this period and the fasting juice aspi- 
rated. Then 50 ml. of 7% alcohol was given and specimens 
were removed from the 
stomach every 15 minutes 
for one and a half hours 
and titrated. The follow- 
ing day, at the same hour, 
this procedure was re- 
peated, but in addition 
1 g. of T.E.A.B. was 
given intramuscularly as 
a 10% solution half an 
hour before the start 
of the. test meal. The 
patients were interro- 
gated regarding symp- 
toms following T.E.A.B. 
administration. Blood- 
pressure readings were 
taken throughout. The 
average values for the 20 
test meals are shown in 
Fig. 1. There is an average reduction of 5-10 clinical units of 
free HCl. Some reduction in the free HCl was noted in every 
case. In several the reduction was of the order of 20 units. 



MINUTES. 

Fio. 1. — Effect of T.E.A.B. on 
gastric secretion after an alcohol test 
meal (20 cases, average values). 


2. Studies after Insulin Stimulation of' Secretion.— 
Because of the known pharmacological effect of T.E.A.B. 
in blocking vagus synapses it was of interest to investigate 
its action after the administration of insulin. In. 1943 


Hollander observed copious acid secretion in the gastric 
pouch of dogs in which he had induced hypoglycaemia ; he 
found a pronounced acid secretion so long as the vagus 
supply to the stomach was intact and cessation on complete 
■ severance of all nci, 
vagal fi b r e s . 80 |. 


This observa- 
tion led to the 
development of 
the insulin lest 
for vagus acti- 
vity. It was 
employed as 
follows in our 
cases. 

The alcohol 
test-meal tech- 
nique already ‘ 
described was 
followed in 10 
patients, with 
the. modifica- 
tion that one 
and a half 
hours after the 
meal in each 
case 20 units of 
soluble insulin 


INSULIN WITHOUT TW 



MINUTES. 


Fio. 2. — ^Effect of T.E.A.B. on gastric secre- 
tion after administration of insulin (10 cases, 
average values). 
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was given intramuscularly. A similar procedure was adopted 
in the same patients (on a subsequent occasion) after the 
administration of T.Ej).B. (The patients were all adults, 
eight males and two females, four of them suffering from 
duodenal ulcer.) The blood sugar in all cases fell below 55 mg. 
per 100 ml. The symptoms noted included weakness, hunger, 
and emptiness. The average of the 10 test meals is shown in 
Fig. 2. It W'ill be seen that after T.E.-^.B. the production of 
insulin hypoglycaemia failed to stimulate the secretion of gastric 
mice. 


3. Sludies after Histamine Stinudalion of Secretion . — 
1 he response of the stomach to administration of histamine 
was studied by the method already described for insulin, 
an injection of 1 mg. of histamine being given at the end of 
14 hours in each case. In view of the effect 'of histamine 
on blood pressure no patient was used in this series whose 

blood pres- 
j.^jj below 

/ \ 

hisTaminc y \ 

1 / .'"N \ 

/ ' 

— O/ ,.'*VnTM TEA6\ 


HO 

60t 


SC' 


30 


iC 


ALC.- 




u---- 


IO-lTE*8. 


IQ.aCAB. 


30 


So 90~ 
MNUTCS. 


~iio iso iso 


100 m m . H g 
as a result of 
T.E.A.B. The 
average results 
of the 10 ex- 
periments (all 
adults — nine 
males, one fe- 
male , includ- 
ing four cases 
of duodenal 
ulcer) are re- 
corded over 
the entire 
th rcc - hour 


Flo. 3. — Effect of T.EA.B. on gastric secretion period (Fig. 3). 
after histamine stimulation (10 cases, average-, j i i K- 
values). ‘ ‘ Will be 

seen that after 

T.E.A.B. the injection of histamine stimuiated the secretion 
of gastric juice, but the response was not so great as in the 
control series. 


4. Studies on Spontaneous Night Secretion , — Much 
attention has recently been devoted to the secretion of the 
stomach during interdigestive phases, and particularly at 
night. It is claimed that the nocturnal secretion is large 
in volume and highly acid, and that this unbuffered secre- 
tion expelled rapidly into the duodenum is of importance 
in the production of duodenal ulcer. Investigations of the 
action of T.E.A.B. upon the nocturnal secretion in 10 
patients were made as follows. 

The patients had nothing to cat or drink after S p.m. 
A duodenal tube with multiple perforations at its tip was 
passed at 8 p.m., the stomach emptied of its contents, and 
the secretion aspirated till 8 a.m. by means of constant suction 
set up by means of an electric pump. Narcotics were with- 
held. The following evening the experiment was repealed, 
giving I 8- of T.E.A.B. four-hourly to a total of 3 g. 


Nisht Seetdion Tests (8 p.m.S a.m. Continuous Suction). Total 
Dosage ~ 3 sc. of T.EA.B, 


Without T.E.A.B. 

WUh T.E A.B. 

Average 
Reduction in 
Mtili' 

equivalefttv'lJr. 

Volume 

Free 

HCl 

Total 

Acid 

VoloTne 

Free 

HO 

Total 

Acid 

630' 

36 

57 

400 

12-5 

26-S 

79% 

105 

12 

22 

55 

0 

6 

100% 

595 

42 

58 

400 

20 

34 

70% 

750 

56 

66 

305 

33 

*6 

76% 

4t0 

36 

52 

300 

12 

23 

75% 

640 

9 

19 

274 

9 

30 

ok: 

740 

4S 

60 

4?.0 

20 

28 

C'Ki 

1,!70 

2S 

34 

372 

15 

33 

84% 

220 

M 

32 

104 

0 

6 

100% 

692 

t3 

22 

t65 

4 

24 

91% 


In 10 eases the volume of secretion was reduced, as was 
the acidity. The accompanying Tabic shosv.s that 'f'.E.A.B. 
brought about an average reduction of .309 ml. in the 
volume of the night secretion and a reduction of 80% 
in milli-equivaicnts per hour of the night secretion. All 
patients were cases of duodenal ulcer with severe symptoms. 
None complained of dyspepsia during the administration of 
T.E.A.B. 

Effect of T.E.A.n. on Gastric Motor Functions 

This was studied in five patienks by means of gasirograms 
according to the technique described by Kay (1947), After 
a 12-hour fast the patients (all of whom were cases of 
duodenal ulcer proved later at operation) swallowed two 
Ryle lubes fastened together, one having an inflatable 
balloon attached at its tip. 

The balloon was inflated to a .standard pressure of 
5-10 mi. of water and the column of air was connected 
to a tambour kymograph unit recording variations in inira- 
gastric pressure ; the other Ryle tube may be used for 
aspiration of secretion or performance of the " water test " 
(Kay, 1947). 

In normal individuals the gastrogram has four 
component-s (Johnson, 1948); (I) Postural tonus, charac- 
teristic of hollow viscera, fairly constant and independent 
of its degree of distension, (2) Tonus waves- these are 
regular gentle undulations of postural tone, which may be 
peristaltic in nature, with a frequency of three a minute. 
(3) True gastric contractions which are .spastic contractions 
of the whole stomach, considerably increasing intragastric 
pressure. They arc represented by sharp-topped waves 
lasting 30 seconds, and occur in normal individuals in 
bursts at intervals of 11-2 hours with a frequency of 
1-2 minutes. They arc present in hunger pains and are 
greatly increased in amplitude and frequency in duodenal 
ulcer patients. (4) Cardio-respiratory effects ; these are 
frequent small oscillations superimposed on the above 
intrinsic waves. They are due to respiratory movements 
of the diaphragm and cardiac pulsations ; they occur with 
a frequency of 20 a minute. In five patients showing fre- 
quent true gastric contractions after a conlrol period of 
20 minutes, 1 g of T.E.A.B. was injectcrl inlramiisciilarly, 
Aftcr a latent period of lS-30 minutes tonus waves and true 
gastric contractions were abolished and postural tonus 
diminished: the effect persisted for 1-1 J hours, tonus 
waves returning before gastric contractions 'fhcrc is a 
striking .similarity between the gastrogram shown and that 
following vagotomy: in four of five patients this inhibition 
of vagal activity was found, the remaining case slmwing for 
11 hours diminished frequency, ampiitiidc, and duration 
of contractions (Fig, 4). 

KORMAU D,U. 

AFTER T.E.A£. 

AFTER VACOTOMY 


TIME O-I F.ill. 

1 C 4 4. — Giitro^r^rr.-. fn Idj''" 

T.F-.A.R, ar.fl i'.izr 'f^z^>'orr,y. 


(.1 
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Discussion ’ 

The ahministralion of T.E.A.B. leads to a slight fall in 
gastric acidity as estimated by the alcohol test nieal. After 
T.E.A.B. the induction of insulin hypoglycaemia fails to 
stimulate a rise in gastric acidity. This indicates the 
presence i of vagal blockade and is in keeping with the 
known action of tire drug. It can be assumed that such 
secretion as occurs after T.E.A.B. is due to the chemical 
mechanism of gastric secretion. It is interesting to note 
that after T.E.A.B. the injection of histamine does stimulate 
gastric secretion, albeit less than normally. This is interest- 
ing on account of the fact that histamine acts directly on 
the oxyntic cells, and so the reduction in acidity in this case 
cannot be due to an autonomic blockade. Hollander (1944) 
asserts that the oxyntic cells secrete acid of a constant 
strength ; but if on histamine stimulation they secrete into 
a stomach which is comparatively amotile there will result 
a fair degree of buffering and dilution by alkaline and 
mucoid elements. This fall in acidity may therefore be 
attributed to retention, to which Johnson ascribes the same 
effect following vagotomy. He points out that in the 
amotile stomach there is difficulty in evacuating serial 
specimens completely, so that dilution of secretion occurs. 

The reduction in night secretion is interesting. Because 
of the motility effect, it could be held that it was in part due 
to regurgitation of duodenal contents through a relaxed 
pylorus. A few experiments were abandoned because of 
bile-staining of the juices drained off ; on the other hand, 
the 10 cases reported were free from bile in the suction 
specimen, and the volume in the 12-hour specimen after 
T.E.A.B. was less than that taken off the previous evening. 

The average reduction in milli-equivalents per hour was 
80%, comparing not unfavourably with 90% following 
anatomical section of the vagus. 

The motility effect has been shown to be similar to that 
following vagotomy ; but T.E.A.B., as well as inhibiting ffie 
parasympathetic supply of the stomach, might be expected 
to effect gastric function in some way by its action on the 
sympathetic. There are several records of the effect of 
splanchnic section on gastric secretion in man and animals. 
Brown (1933) could find no demonstrable change in free or 
combined acidity following complete removal of the sym- 
pathetic chain or coeliac ganglia in cats, and Ray (1942) 
investigated and found no change in gastric acidity after 
bilateral sympathectomy. 

It has been claimed by Little et al. (1947) that T.E.A.B. 
is effective in preventing or modifying the course of peptic 
ulcer produced experimentally in animals. In view of its 
effects on the gastric secretion and motility, and particularly 
on the volume and acidity of the nocturnal juice, the hope 
was raised that it might be of value in the treatment of 
peptic ulcer in man. It is perhaps worthy of note that all ' 
10 patients submitted to repeated injections of T.E.A.B. 
were free from pain during the progress of the experiment, 
whereas previously they had had incapacitating symptoms. 
T.E.A.B. has, however, certain practical disadvantages, 
especially in requiring to be given by injection and in giving 
rise to unpleasant subjective symptoms. It remains for 
future research to find a means of prolonging its action and 
minimizing its side-effects. 

Summary 

The chemistry and pharmacology of T.E.A.B. are described. 

T.E.A.B. produced a slight fall in gastric acidity in the 
secretory' response to an alcohol lest meal. 

It negatived the secretory response to hypoglycaemia. 

It reduced the response to histamine. 


It reduced the volume and acidity of the 12-hour spontaneous 
night secretion. 

It produced a vagotomy-like effect on gastric motility. 

Its effect on the cephalic and humoral phases of secretion 
is discussed after its use in 10 patients submitted to insulin 
and histamine stimulations respectively. The changes in the 
concentration of the night secretion in 10 ulcer patients and 
the effects on motility in five ulcer patients are discussed ; a 
comparison is drawn with that following vagotomy. Its dis- 
advantages are enumerated. Experimental use in peptic ulcera- 
tion in animals is mentioned and suggestions are made for 
further use. 

We are indebted to Professor C. F. W. Illingworth (under whose 
■guidance this work was done) for help in the preparation of this 
paper. We wish to thank Mr. A. W. Kay for facilities in recording 
gastric motility. 

References 

Brown, H. S., Posey, E. L., jun., and Gambill, E. E. (1948). Gastro- 
enleialogy, 10, 837. 

Brown, M. R. (1933). /truer. J. Physiol., 105, 399. 

Ferrer, J, M. (1948). Surg. Gynec. Obstet., 87, 76. 

Hollander, F. (1944). Gastroenterology, 3, 403. 

Jemerm, E. E., Hollander, P., and Weinstein, V. A. (1943). fbid., J, 
50Q. 

Johnson, H. D. (1948). Post-Grad. mod. J.,'24, 193. 

K.iy, A. W. (1947). Lancet, I, 448. 

Little, J. M., Ogle, B. C., Yeagley, J. D., and Gayer, D. (194'1). 

Science, 106, 448. i 

Marshall. C. R. (1914). Trans, roy. Soc. Edinb.. 1, t7. 

Neligh, R. B., Holt, J, F., Lyons, R. H., Moe, A. K., and Hoobkr, 
S. W. (1947). Proc. Amer. Fed. din. Res., 3, 20. - 

Ray, B. S. (1942). N.Y. Si. J. Med., 45, 2515. 

Zweig, M., Steigmann, F., and Meyer, K. A. ,(1948). Gastro- 
enterology. n, 200. 


NITROGEN MUSTARD THERAPY 

WITH SPECIAL REFERENCE TO HODGKIN’S 
DISEASE 

BV 

J. D. N. NABARRO, M.D., M.R.C.P. 

Medical Registrar. University College Hospital 

Therapeutic trials with the nitrogen mustards in cases of 
neoplastic disease were started in the United States in 
1942. Rhoads (1946) published the first analysis of results 
obtained, and many further reports have appeared since. 
Experiences in this country have been given by ApThomas 
and Cullumbine. (1947), Wilkinson and Fletcher (1947), 
ApThomas (1948), Boyland et al. (1948), and Watson and 
Pemberton (1948). These reports make no claim that the 
treatment is any more than palliative. The best results 
have been obtained in cases of Hodgkin’s 'disease, and 
moderate but variable remissions in other lymphomata 
and lymphosarcoma, chronic leukaemia, polycythaemia 
vera, and mycosis fungoides. In carcinomatous conditions 
the results have been disappointing except in, bronchial 
growths, where in some cases transient benefit has followed 
treatment. In April, 1946, a trial supply of the “bis” 
compound was' received. As it is now generally available, 
this interim report summarizing the benefits and dangers 
attending its use is being published. 

Dosage and Method of Adminisfralion 
The amount of the drug that can be given is limited 
by the action on the bone marrow, and the American 
workers recommended that in a standard course the total 
dose of the “ bis ’’ derivative hydrochloride should be 
0.4 mg. per kg. of body weight. This was divided into 
four doses of 0.1 mg. per kg. given intravenously on con- 
secutive days. The vein used for the injection often 
becomes thrombosed, and to reduce the demand for veins 
trials were made with fewer but larger injections. This also 
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had the advantage that the vomiting which followed most 
injections was repeated on fewer occasions and the course 
was completed more quickly. When a patient is being 
treated for the first time it is advisable to start with a 
small dose — 0.1 mg. per kg. or even less in debilitated 
subjects — and if the response is satisfactory the course may 
be completed by two further injections of 0.15 mg. per kg. 
In subsequent courses two injections of 0.2 mg. per kg. are 
given, or, if it is decided to give maintenance injections at 
regular intervals, 0.2 mg. per kg. once only, every four to 
eight weeks. The maximum single dose given to any 
patient was 12.5 mg. It was found that the best time to 
give the injections was in the morning after a light break- 
fast. The question of the time interval that must be 
allowed before a course is repeated will be discussed later 
in relation to toxic effects on the bone marrow. 

The white crystalline salt is dissolved in about 10 ml. 
of sterile saline immediately before injection. It must not 
be allowed to stand after being dissolved, as it undergoes 
hydrolysis and becomes inactive. All-glass eccentric-nozzle 
syringes have been used with a size 17 needle ; the injection 
may be given as quickly as the size of the needle permits. 
It was found that when the injection was made direct into 
the vein thrombosis occurred in about half the cases. This 
may lead to considerable difficulty if repeated courses are 
needed, and it is also advisable to retain one large vein 
in case blood transfusion is required later. An alternative 
technique of administration is to inject the drug into the 
tubing of a running saline drip, by which the incidence of 
thrombosis is much reduced. WTien a patient receives the 
drug for the first time, direct injection may be used, but if 
widespread thrombosis follows and further courses are 
likely to be indicated it is wiser to change to the drip-tube 
method. Veins . partly occluded by tumour masses should 
be avoided. If any of the solution escapes into the sub- 
cutaneous tissue, oedema, redness, and discomfort appear 
in about 24 hours and may last several weeks. 

Resnlts 

In many of the published reports success has been 
claimed if any regression of the tumour masses occurred 
after treatment. The regression may, however, be so slight 
or so transient as to be of no practical value, and may 
be unaccompanied by any improvement in the general 
condition. Stricter criteria have therefore been adopted in 
assessing this series. The results have been described as 
conspicuous benefit, moderate benefit, or failure. Con- 
spicuous benefit is considered to have been obtained if a 
previously incapacitated patient is able to leave hospital 
and return to and continue in his normal occupation for 
at least three months ; moderate benefit — a remission of 
similar duration in which the patient is able to leave hos- 


Table I. — Summary of Cases Treated and Results 


Nature of Case 

Number 

of 

Cases 

Result 

Conspi- 

cuous 

Benefit 

Moderate 

Benefit 

Fail ore 

Hodgkin’s disease: 






PreWousfy untreated 


6 

2 


3 

Pre>-iously treated by surgery 


\ 

t 



Previously treated by x rays 


14 

2 



Malignant l>mphoma . . 





7 

Acute lymphatic leukaemia . . 






Chronic lymphatic leukaemia 


1 

0 


* 

Lymphatic leukaemia v-iih lympho- 





blastic lymphoma 






Nlultiple myeloma 






Carcinoma of bronchus 


5 




Carcinoma of rectum . . 


\ 




Mvcosis fungoides 


3 




Lipomelanic reticulosis 


I 



I 


Table II. — Duration of Remission in Cases skoydng Benefit 


Case 

No. 

Nature of Case 

Coarse 

No. 

Dilation of 
Resnssica 

ClassiS- 

catioa 

Remaria 

3 

Hodgkin’s J 

N.M.1 

5 months 

Conspicuocs 



disease 

N.M.2 

3 „ 

benefit 


5 

Hodgkin's r 

N.M.l-2 

12 „ 



disease 4 

N.M3 

4 . 

I. 11 ' 



L 

N.M.4 

1-f „ 

1 

months snbse- 
cuently 

6 

Hodgkin's f 
disease- J 
Surgical t 

N.M.l 

21 . 

»• »» 



excision 1 





9 

Hodglda’s r 
disim.se. | 

N.3LI , 

6 i 




N.M3 

3 „ ' 




Previous t 

N.M3 1 

3 M 




X rays 1 

N.M.4 

Nn 



19 

Hodgkin’s r 

N.M.1 

4 months 

Moderate 



disease ^ 

N.M.2 

1 month 

benefit 


24 

Hodgkin’s r 




Three subsenuen: 


1 disease. j 




maintenance 


Previous t 

N.hLI 

3 months 

Conspjcuous 

infections. To- 


xrays [ 



benefit 

taJ remission 7 

25 

! Malignant f 

N.M.1 

5 „ 

Moderate 



lymphoma "V 

N.M3 

1 month 

benefit 


10 

Mycosis / 

N.M.l 

8 fflondis 

' I 



fungoides X 

N.M3-3 

3 ^ 

i 



N.M. = Nitrosen raostard — the “ bis ” cotnpocsd 


pital and be about his home ; and an>lhing less than this 
— a failure. Thirty-eight patients have been treated and a 
total of 61 courses and a number of maintenance injections 
have been given. The cases treated and the results obtained 
are shown in Tables I and II. 

Cases of Hodgkin’s Disease that had not received Pre- 
vious X-Ray Therapy. — In a group of six cases there were 
two in which conspicuous benefit was obtained. Both had 
visceral deposits, and one of them (Case 3) had fever 
and anaemia and the other (Case 5) amyloidosis and 
hypoproteinaemia. Case 19, with lyrophadenopathy, fever, 
and anaemia, had a remission after the first course of 
four months during which she was able to leave hospital 
and do some of her housework ; a second course, however, 
produced less improvement and deep x-ray therapy was 
given. The three failures included one with anaemia, fever, 
and hepatosplenomegaly, which showed no response at all : 
one with axillary lymphadenopathy, which rapidly recurred ; 
and one in which enlarged mediastinal glands showed slight 
regression only. The last Uvo cases were examples of the 
commonest type of Hodgkin’s disease, which presents with 
localized glandular masses, and on account of the poor 
results obtained here, and reported by others, no further 
cases of thb type were given nitrogen mustard as the initial 
treatment A further case (No. 6) had a large mass of 
glands excised from the side of the neck. Microscopical 
examination showed Hodgkin’s disease, and a course of 
nitrogen mustard was given. The patient has remained 
well and been gaining weight since (21 months). 

Cases of Hodgkin's Disease Treated Initially with X Rays. 
— The 14 patients who were treated initially with deep 
X rays and subsequently given nitrogen mustard fall broadly 
into two groups. The first (four cases, one conspicuous 
benefit (No. 24), three failures) had had repeated recur- 
rences in one group of glands and the condition of the 
skin precluded further irradiation. The disease in patients 
of the second group had, after a slow or rapid evoluffon, 
apparently reached the terminal stage. In some, numerous 
deposits of Hodgkin’s tissue were rapidly appearing in 
different sites ; in others, despite such evidence of activity 
as fe\er or anaemia, there were no deposits suitable for 
local x-ray treatment. (Ten cases, one conspicuous benefit 
(No. 9), nine failures.) In two cases of the more acute 
type in which the remissions produced by irradiation were 
of brief duration, those following nitrogen mustard were 
equally disappointing. 
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Results in Other Conditions . — ^There were three cases of 
malignant lymphomata of other types; a reticulosarcoma 
which showed no response, a very primitive lymphoma in 
which dramatic but incomplete and transient regression 
occurred, and a slow-growing -lymphoblastic lymphoma in 
which there was moderate benefit (Case 25). In the cases 
of carcinoma of the bronchus treatment failed to relieve 
either chest or nerve-root pains. The three cases of mycosis 
fungoides were all of long standing, and although an 
incomplete remission of reasonable duration was obtained 
in one the results were disappointing. 

Complications and Side-effects of Nitrogen Mustard 
Therapy 

The three most important of these are; changes in the 
blood, vomiting, and venous thrombosis at the site of 
injection. The last-named has already been discussed. 

The white cell levels changed in nearly all cases. In 
the first few days a transient increase of neutrophils and 
reduction of lymphocytes was usually found ; much more 
important, however, was the granulopenia which followed 
— ^maximal at the beginning of the second week and return- 
ing to normal levels about the fourth. Complete absence 
of polymorphs from the peripheral blood occurred in two 
patients. The first had an acute malignant lymphoma, 
which showed partial regression after a course of treat- 
ment. As a desperate remedy this was repeated after two 
weeks, but the patient died one week later and the agranu- 
locytosis which had developed was probably a contributory 
factor. The second patient had Hodgkin’s disease, and 
derived some benefit from a course of nitrogen mustard, 
which was repeated after two months. Typical agranu- 
locytic angina followed, but intensive penicillin therapy con- 
trolled the infection and white cells reappeared in the peri- 
pheral blood. He was later given a blood transfusion and 
was able to leave hospital, but he died at home shortly 
afterwards. In neither of these patients was the haemato- 
logical response to the first course suggestive of unusual 
sensitivity, and the pre-treatment levels of polymorphs and 
lymphocytes were within normal limits in the first case and 
in the second were 3,900 and 260 per c.mm. respectively. 

The depression of the white cell count is the lipiiting 
factor when the repetition of courses after a short interval 
is being considered. In the case mentioned above a second 
course was given as a desperate remedy after two weeks ; 
on five other occasions a second course was given after 
four weeks without untoward Jesuit. With further experi- 
ence this procedure was rarely adopted. If the clinical 
response to the first course is transient or incomplete little 
benefit may be expected from re-treatment at so short an 
interval ; and if the patient is still in remission it is better 
to await evidence of renewed activity before undertaking 
a further course or starting maintenance therapy. 

The use of nitrogen mustard therapy in cases *of 
Hodgkin’s disease with severe leucopenia has been dis- 
cussed by Rosenthal (1948), who recommended splenectomy 
prior to treatment. The following case is of interest in 
this respect. 

Case 5. —Man aged 26. Onset in June, 1944, with fever and 
enlarged axillary glands. Biopsy in January, 1947, showed 
Hodgkin’s disease with amyloidosis ; there were hepatomegaly, 
ascites, and oedema of the legs; Congo-red test gave 100% 
absolution, and serum albumin was 2.1 g. %. Two courses 
of nitrogen mustard at a four-weeks interval (26 mg. and 
32 mg.) gave a good remission of twelve months’ duration. 
In March, 1948, a relapse was treated with a further course 
of 25 mg., again with good response. In July a further relapse 
occurred and the absolute polymorph count was 128 per c.mm. 


Sternal puncture showed that 73% of cells were of the granu- 
locyte series, and therefore a further course of 25 mg. was 
given, which led to a steady rise in polymorph counts. He 
received four maintenance injections of 12.5 mg. each and 
remained at work until December, 1948. He died in 
January, 1949. 

The red cells were not usually affected when early cases 
of Hodgkin’s disease were treated, unless the patient was 
anaemic, in which case a spontaneous rise to normal levels 
accompanied a good clinical response (Case 3). In ter- 
minal cases this treatment may produce extreme depression 
of the haemoglobin level, although it is difficult to decide 
to what extent this is due to the treatment rather than to 
the evolution of the disease. In the following case treat- 
ment was followed by an immediate improvement, but in 
the second week the patient became very anaemic, pre- 
sumably as a result of the action of the drug on the bone 
marrow. The patient was, however, kept alive by blood 
transfusion and subsequently had a satisfactory remission 

Case 9. — Man aged 42. Onset August, 1944', with cerwcai 
lymphadenopathy ; biopsy showed Hodgkin’s disease, and 3 
course of deep j-ray therapy was given. From April, 1916, 
to April, 1947, he had recurrent bouts of fever, for which he 
received further x-ray treatments and blood transfusions. He 
was then admitted to hospital, when examination showed him 
to be emaciated, febrile, and anaemic (Hb 60%), although 
there were no localized deposits of disease tissue. He 
thought to be in the terminal .stage of the disease. A course 
of nitrogen mustard (28 mg.) produced a dramatic fall of 
temperature and a great improvement in his condition and 
appetite. He left hospital a week later, but a fortnight after 
treatment he became very ill and had petechiae, arid his haemo- 
globin was found to be 32%. A transfusion of 1 pint (570 tnU 
of packed red cells was given and the level rose over a period 
of four month? to 100%, and by then his general health was 
excellent. A further course of 25 mg. was given in November 
because his haemoglobin level had dropped to 86% ; after the 
injections it fell to 60% but recovered spontaneously. Before 
this course his platelets were 300,000 per c.mm., but by the 
15th day they had completely disappeared from the peripheral 
blood, and he had a few petechiae on his legs, although a 
capillary fragility test was negative. The pre-treatment level 
was not regained until eight weeks later. The remission after 
this course lasted until February, 1948, when a further 25 mg. 
was given. The haematological changes on this occasion were 
much less marked. He started getting severe pain in the 
neck in May, and local deep x-ray therapy brought considerable 
benefit. A further course was given in July ; but this had no 
effect on the fever, which had recurred, and he died m 
September, 1948. 

Platelet counts were not done in all cases, but in a few 
there was a pronounced fall during the third week after 
treatment, although purpura was seen in only one case 
(No. 9). 

Nausea occurred in 80% of courses and vomiting 
70%. The latter started, often very suddenly, about tlh^e 
hours after the injection and lasted from two to six ho^urs. 
It varied greatly in severity, and in three cases was (,50 
bad that the last injection of the course was omitted, lit 
was worse after larger doses, but the increase was ntjt 
marked. Pyridoxin and phenobarbitone were tried but had 
no significant influence. One patient in the terminal stages 
of Hodgkin’s disease died 48 hours after an injection of 
5 mg. She had rather severe vomiting, which probably 
hastened her death. 

Discussion 

There can be no doubt that malignant lymphomata, paf' 
ticularly the Hodgkin type, respond to nitrogen mustard 
therapy. This is shown clinically by regression of lymph 
nodes, spleen, and other deposits, remission of fever, and 
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improvement in strength, weight, and blood picture. It is 
nevertheless evident that this remedy is not curative, and 
to assess its value the length and completeness of the 
remissions which follow its use must be compared with 
those obtained by deep ;r-ray therapy— hitherto the only 
comparable form of treatment available. It is also neces- 
sary to take into account the particular difficulties of the 
therapy itself. In the case of the nitrogen mustards there 
are the dangers of the actions on the haematopoietic tissues 
and the discomforts of those on the gastro-intestinal tract 
With deep ar-ray therapy the duration of treatment is longer, 
the necessary apparatus must be available, and irradiation 
sickness and bone-marrow depression may occur. 

The course of Hodgkin’s disease is extremely variable. It 
may progress with all degrees of rapidity, and the prognosis 
cannot be correlated either with the histological appearances 
or with the clinical picture at any one time. Assessment 
of any therapy in this condition is therefore difficult, and 
can be attempted with confidence only on larger series of 
cases. It is possible to draw only ■ the most tentative 
conclusions from a series as small as this. 

In cases which present with localized glandular masses, 
nitrogen mustard therapy has not been found satisfactory, 
because the remissions are much shorter thair those 
following irradiation. 

In other cases, however, the disease is more generalized 
from the onset, with visceral involvement, fever, and 
anaemia. The x-ray bath technique is usually employed 
in these patients. The present series includes four cases 
of this type treated initially with nitrogen mustard ; two 
responded well,- one moderately, and in one the treatment 
failed completely. There were neither histological nor clini- 
cal features in the last case to explain the disappointing 
result. The first indication that the condition is responding 
is a dramatic fall of temperature after the first injection, 
and absence of such a fall is an ominous sign. The remis- 
sions obtained have been of reasonable duration and com- 
parable to those following x-ray therapy.- Visceral enlarge- 
ment is a common feature of these cases, and irradiation is 
often followed by troublesome nausea and prolonged 
anorexia. With nitrogen mustard the treatment is com- 
pleted in four days or less, and, although there is a tem- 
porary gastric upset, it soon passes and a good appetite 
develops if the condition is sensitive. It is in this type of 
case that further trials of nitrogen mustard therapy are 
particularly required before it can be decided which form 
of treatment is the more satisfactory. 

In the late cases of Hodgkin’s disease the problem is 
more difficult. In those in which there has been repeated 
recurrence of enlargement of the same group of glands the 
skin condition may prevent further irradiation and nitrogen 
mustard should be tried. In terminal cases a dramatic 
remission is occasionally obtained, and if the case is a 
chronic one it may be of reasonable duration. In the 
acute type, however, in which the condition has progressed 
rapidly, any remission is likely to be disappointingly short. 
The bone marrow is very susceptible in some of these cases 
and blood transfusion may be required. The decision to 
use nitrogen mustard in the terminal stage of the disease 
should be made only after careful consideration. The 
chance of an adequate remission is small, although an extra 
period of useful life may be gained in occasional cases. 
The patient is liable to have distressing vomiting, which 
may precipitate a fatal outcome, and severe leucopenia 
or anaemia is easily produced. 

In the management of the typical case of Hodgkin’s dis- 
ease, presenting first with lymphadenopathy and after a 


slow evolution showing signs of generalization, both irradia- 
tion and nitrogen mustard may have their place. The 
glands should be treated initially with deep x-ray therapy, 
and after the first two or possibly three courses prolonged 
remissions may be expected. When the inteiwals get shorter 
or signs of generalization app^r, the patient should be 
admitted to hospital and a full course of nitrogen mustard 
given. Complete blood and platelet counts are required 
at least once a week fop four weeks to detect undue sensi- 
tivity of the bone marrow. If the response to this course 
is satisfactory, maintenance injections at four to eight 
weeks’ interx’al may be used subsequently. These can be 
'given to out-patients at the week-end without interfering 
with their work, but blood counts must be done before 
each one. If particularly troublesome local lesions appear 
at this stage, deep x-ray therapy should again be considered. 

Summary 

A preliminary report is made of the use of nitrogen mustard 
(the “ bis ” derivative) in a small series of cases over a period 
of three years. The dosage and administration of the drug are 
discussed. Serious haematological complications occurred in 
some cases, particularly those of advanced disease. Nausea and 
vomiting and venous thrombosis were troublesome side-effects. 

Owing to the difficulty in assessing the degrees of response 
in such a variable condition as Hodgkin's disease the results 
have been classified as conspicuous benefit, moderate benefit, 
and failure. Benefit implies a three-months remission, with 
return to work in the first case and ability to return home 
and be about the house in the second. 

Cases of Hodgkin's disease presenting with localized 
glandular masses respond better to radiotherapy than to 
nitrogen mustard. 

Cases in which the disease from the beginning is widespread, 
involving the viscera, probably do better with nitrogen mustard 
than with irradiation. 

Nitrogen mustard can be profitably used in some of the 
cases for which radiotherapy is no longer suitable. Surprisingly 
good results have been obtained at this stage in one or two 
patients whose disease had run a prolonged course. 

I have to thank Professor H. P. Himsworth for guidance throu^- 
out this study, the staff of University College Hospital for allowing 
me to treat paU'ents under their care. Dr. M. Maizels and his assis- 
tants for the extensive haematological investigations, and Mrs. 
E. L. G. Hilton, Director of the Radiotherapy Department at the 
hospital, who referred many of the patients for treatment and gave 
much useful advice. The original supply of nitrogen mustard was 
received through the Medical Research Council. 

RSFEaZ-VCES 

ApThomas. M. I. R. (194S). Proc. R. Soc, Med., 41, 47. 

and Cullumbine, H. (19-7). Lencet. I, 899. 

Boyland, E., Qegg, J. W., Roller, P. C_ Rhoden, E, and Warwicx, 
O. H. (1948). Brit. J. Cancer. 2, 17. 

Rhoads, C. P. (1946). J. Amer. med. Ass., 131, 656. 

Rosenthal. E. (1948). Lancet, 1, 403. 

Watson, D. C., and Pemberton, H. S. (I94S). Quart. J. Med., ns. 
17. 328. 

Wilkinson, J. F- and Fletcher, F. (1947). Lancet, X 540. 


As an introduction to the social welfare services in Britain the 
British Council arranged a two-weeks course in London during 
August for 17 holders of United Nations Social Affairs 
Fellowships from Argentine. Belgium. China, Egypt, India, and 
Sweden. The course included lectures by experts iliustrated by 
visits in the London area. These enabled the students to see 
Queen Mary’s Hospital. Roehampton, the Vanxhall Motor 
Works. Luton, and a housing estate at Bushev. Herts. At the 
end of the introductory course the fellowship holders followed 
individual programmes of study, planned by the British Coun- 
cil, on detailed aspects of social welfare such as the treatment 
and prevention of juvenile delinquency, the rehabilitation of 
the disabled, welfare among children and young people, and 
welfare in industry. - 
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TREATMENT OF RINGWORM OF THE 
SCALP 

. BY 

H. HABER, M.D.Prague 
R. T. BRAIN, M.D., F.R.C.P. 

AND , 

-J. W. HADGRAFT, Ph.C., A.R.I.C. 

(From St. John’s Hospital for Diseases of the Skin and the ^ 
Royal Free Hospital) 

The treatment of ringworm of the scalp by the application 
of preparations containing fungicides in various penetrating 
vehicles was the subject of an investigation by Brain et al. 
(1948). The best results were obtained with an ointment 
containing phenylmercuric nitrate 0.5% in a base consisting 
of “ Grill No. 6,” which is a noh-ionizing surface-active 
compound, and “carbowax 1500” buffered to pH 4-5 by 
the addition of a solution of citric acid and sodium pro- 
pionate. This investigation has now been extended to the 
use of salicylanilide in the same ointment base. 

Salicylanilide is a white or pale-cream powder, very 
sparingly soluble in' water, but soluble in alcohol and in 
the ointment base described above. Its use in the treatment 
of ringworm, infections was first reported in America by 
Schwartz et al. (1946), who used an ointment containing 
salicylanilide 4.5%, hyamine 1%', and carbowax 1500 
94.5%. Hyamine is a quaternary ammonium compound 
having surface-active properties, and was included to 
promote penetration of the fungicide into the hair follicle. 

More recently the treatment of ringworm of the scalp 
with salicylanilide has been investigated in Scotland by 
Kinnear and Rogers (1948). These workers used an oint- 
ment containing salicylanilide 4.5%, cetrimide (“ cetavlon ”) 
1%, and carbowax 1500 94.5%. It is significant that they 
also used salicylanilide in a “ eucerin ” base, and found that 
it was no more effective than other ointments, whilst the , 
conclusion was' reached that salicylanilide in the carbowax 
base was the only preparation investigated which gave 
satisfactory results. 

The following is the report on 27 cases of .ringworm of 
the scalp treated with an ointment which has the following 
composition: 


Salicylanilide •> . . . . . . . . .-. 5 g. 

Crill No. 6 10 ml. 

Solution of citric acid 2% and sodium propionate 

1% .. .. .. .. .. .. 2 ml. 

Carbowax 1500 . . . . ' to 100 g. 


Melt the carbowax 1500 over a water-bath, add the Crill., 

No. 6, dissolve the salicylanilide in the mixture, add the 
solution of citric acid and sodium propionate, and allow 
to coot, stirring occasionally. 

Instructions to Parents 

The same technique of treatment was employed as in the 
previous cases. Parents were given written instructions and ' 
advised to follow them meticulously. The instructions were 
as follows; 

1. Cut the hair of the entire scalp very short and keep it 

short throughout the treatment. 

2. A linen cap should be worn day and night. 

3. Wash the scalp every' morning svith soap and hot water 

and scrub the affected parts with a soft nailbrush. 

4. Apply the ointment to the lesions with the help of a 

toothbrush and spread the rest of it into the entire scalp. 

5. Report to the hospital should any undue irritation occur. 


Remarks on Instructions. — (1) It has been found that when- 
ever the mother failed to cut the hair of the entire scalp infected 
patches or individual hairs escaped the effect of the treatment. 
This made a prolongation of treatment necessary. (2) The linen 
cap prevented the spread of ringworm from infected pillows 
and hats, and protected the' rest of the children in the family 
from contracting the .disease. Several examinations of the 
inner side of headgears under Wood’s light revealed the presence 
of fluorescing stumps. (3) ,We still think that mechanical fric- 
tion is of considerable assistance in the elimination of infected 
hairs, the epilation being the preliminary step to any effective 
treatment of ringworm. Our further observations (see below) 
confirm that. (4) The toothbrush is an additional mechanical 
factor, and is also a good applicator. (5) Severe reactions such 
. as kerion were not sought, and when these occurred parents 
were told to report as soon as possible in order to control the 
inflammation. , 

Parents were given enough ointment to last two to three 
weeks, and throughout the treatment the patients were seen 
only three or four times. 

Clinical Picture 

I 

Every single case was diagnosed clinically, confirmed by 
Wood’s light and microscopy, and the fungus in question 
identified by culturing. Both the course of the treatment 
and the follow-up were controlled with the help of a 
' watchmaker’s glass. In the experience of one of us (H. H.) 
it has proved indispensable in assessing the real progress of 
each case. It was interesting to watch the behaviour of the 
infected patches from the first day of the examination to 
the time of discharge of the case. 

Under a watchmaker’s glass by daylight an infected patch 
shows characteristic features which make a clinical diag- 
nosis possible: the infected hair is broken, it has lost its 
elasticity, and it can be laid in different directions without 
returning to its previous position. It appears slightly darker, 
owing to the loss of the hair cuticle. 

When looked at under Wood’s light with the help of a 
watchmaker’s glass the infected hairs appear brilliantly 
green, like the fluorescent dial of a . wrist- watch, and the 
hair stumps lie loosely on the scalp but are still fixed in 
their follicles. When treatment has started, and the case 
is seen after a period of several weeks, a slightly different 
picture is presented. The hair stumps are polished off and 
the infected hairs appear now as brightly shining flots like 
stars on a dark background, and, when the case is respond- 
ing, rarefaction of the patch is demonstrable. This rarefac- 
tion is due to the fact that a. few hairs have already started 
to fall out, so that when the patch has become negative to 
Wood’s light it does not mean that the affected hair has 
lost its fluorescence, but that epilation has occurred. As a 
matter of fact, a cured case shows the patch well polished 
and smooth, whereas a case which has not responded 
remains covered with hair stumps, and this fact can always 
be established by examining the patch with bare fingers. 
The lesions which have responded are smooth to the touch, 
whereas those that have not responded feel like a fine grater. 

After a few weeks the empty follicles become filled with 
parakeratotic scales, and when such a patch is examined 
under Wood’s light it seems as if the follicles contain white 
fluorescent hair stumps, indicating a relapse ; but when 
removed with the help of forceps, placed on a slide with a 
drop of liquor potassae, and examined under the micro- 
scope it proves to consist of dried epidermis cells. Some- 
times a few real white hair stumps were removed and 
proved to contain dry dead spores within them. They 
were of no significance. 

■Whenever pustulation or kerion formation occurred 
(which was .accidental), both mechanical and ointment 
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treatments were stopped at once.- A lotion containing 
acriflavine I in 1,000 with 10% tannic acid was applied 
until the lesions subsided. Crusting and scaling were 
treated with a sulphur-and-salicylic ointment. Individual 
infected hairs were.dealt with by epilation with forceps. 

The usual routine was to examine the patients every two, 
three, or four weeks. Once the case had become negative 
the mother was advised to continue with the treatment for 
another week, after which the treatment was stopped. A 
monthly follow-up for at least three months was necessary 
before the cases were discharged as cured, but we tried 
to extend surveillance as long as possible, and succeeded in 
a great number of cases in maintaining it up to five, six, 
or seven months. 

Analysis of .Cases 

The accompanying Table gives a detailed account of the 
course of treatment of the 27 cases. 

Cases of Microsporon fclineiim . — There were 20 cases in 
ihis group. Seven boys and 13 girls. , The age ranged between 

and II years. Fifteen cases were cured by saticylanilide 
alone. The time of treatment was between three and 14 weeks. 
Three cases, after having been treated with salicylanilide for 
len weeks were given carbowax ointment containing phenyl- 
mercuric nitrate. They were cured in 7, 8, and 10 weeks. Two 
cases were epilated by x rays. Out of 20 cases, 15 responded 
and five failed. 

Cases of M. audouini . — Six cases, all boys between 
4 and 8 years ; four, were cured — two in six weeks, one m 
\2, and one in 16. Two cases failed, and were cured by x-ray 
epilation (75% cure, 25% failure). 

Case of Trichophyton sulphureum . — A 6-year-old boy proved 
to be very resistant to local treatment, and after four months 
had to be referred to the radiotherapist for epilation. 


Analysis of Cases 
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Carbo ■» Carbov'Ax ointment containing 0*5/^ phenjlmercuric nitrate. 


Comment 

There was local reaction in seven cases, ranging from 
mild folliculitis and pustulation to true kerion formation. 
.All occurred in M. felineum cases, none in the Af. audouini 
cases. 


Comparison of the results achieved with phenylmercurrc 
mtrate with those achieved with salicylanilide reveals very' 
little difference. It is not the fungicide which effects the 
cure but the penetrating power of the bases employed. The 
latter bring about a softening of the hair and a loosening of 
the coimexion between the hair and the hair papUla which 
effect epilation. Any fungicide will cure when the hair 
is removed. X-ray epilation has to be followed by the 
application of a fungicide. 

We would like to point- out that in no case have we seen 
healthy hairs fall out ; the removable hairs were always 
proved to be infected. 

In our previous paper we expressed the opinion that 
variance of response to treatment might be due to the 
individual resistance of the fungus to the fimgidde. This 
may indeed be the case, but we would like to add another 
factor which may be important in influencing response to 
local treatment: that it is probably the hair itself which 
resists penetration of the base. From the table it will be 
seen that three pairs of brothers and sisters failed to respond 
to local treatment. In our opinion this may have been du; 
to an intrinsic quality in the hair of the same family whit a 
was resistant to local forms of therapy. 

. Summary 

A report is given on the treatment of ringworm of the scalp 
by the application of 5% salicylanilide in carbowax 1500. 

Chemical properties of salicylanilide and the literature on 
its use in the treatment of ringworm are reviewed. 

Twenty-seven cases — 20 of Af. felineum infection, six due 
to Af. audouini, and one due to Tr. sulphureum — ^were treated. 

Cure was effected in 75% of the cases. 

No significant differences were observed between the 
responses to treatment of the human and of the animal type 
of ringworm. 

The results obtained with salicylanilide in carbowax 1500 
are practically identical with those achieved with carbowax 
ointment containing 0.5% phenylmercuric nitrate, as emplor-ed 
in our previous series. 

We wish to express our thanks to Imperial Chemical (Pharma- 
ceuticals) Ltd. for the supply of salicylanilide used in these 
investigations, and to Mr. R. C. Syms, chief technician at St. John’s 
Hospital, for his valuable assistance. 
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A proposal concerning the formation of a Department of 
Public Health in the Ministry of the Inten'or in Western Ger- 
many with, ancillary to it, an advisory council and a medical 
research council to deal with the standardization of drugs, 
vaccines, and sera is reedving favourable consideration by the 
German authorities, according to the July report of the Control 
Commission for Germany (British Element). .As a r«ult 
of a meeting in Geneva on June 1, 1949. at which a British 
and 3 Genrian representative from 'Nordrhein-Westfalen were 
present, the World Health Organization has set up an Inter- 
national anti-Venereal-Disease Commission of the Rhine. This 
commission, consisting of experts on venereal disease from 
France, Holland. Belpum, Switzerland, and Germany— from 
the countries bordering the Rhine — with representatives of the 
Occupation Authorities of Ihe Western Zones, made a techttic^ 
siudv tour of the main venereal-disease treatment centres in 
the Rhine River area. This was the first step towardx the 
co-ordination of the antiwenereal-disease services in the five 
countries concerned. 
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Clinical Assistant, Psychiatric Department, Royal Southern 
Hospital, Liverpool 

Reports of cases of aspirin poisoning, with the, exception 
of those of Baidzs (1930, 1931), have in the main been con- 
cerned with isolated instances and have discussed the 
clinical features, the difficulties of' diagnosis, the post- 
mortem appearances, or therapeutic measures (Dyke, 1935 ; 
WyUie, 1935 ; Neale, 1936 ; Charters, 1944). Hopkins 
(1945) was able to collect only 22 cases from the English 
literature during the years 1919-45, when he reported a 
case with recovery after the ingestion of 1,250 gr. (81 g.). 

In the present paper the clinical features of aspirin 
poisoning are described from experience of 48 cases of 
attempted suicide with! aspirin seen in the past two years. 
Two were fatal. These patients were all seen in the psy- 
chiatric wards , of a general hospital serving, for purposes 
of Section 20 of the Lunacy Act, an urban population of 
about a million inhabitants. All cases of attempted suicide 
in the area notified to the police or to relieving officers 
before the National Health Act and to duly authorized 
officers since are brought to these wards, and therefore an 
unusual opportunity exists for observing a high percentage 
of the cases of attempted suicide in a large population. 

From the figures presented in Tables I and H it is 
apparent that there has been a relative and an absolute 
increase in the number of cases of aspirin poisoning with 


Table I. — Incidence of Aspirin Poisoning: Males 



1940 

1941 ' 

1942' 

1943 

1944 

1943 

1 1 

1946 

1947 

1948 

Aspirin poisoning 

2 

I I 

0 

6 

3 

5 

4 

2 

9 

Total attempted suicide 

1 47 

1 37 


39 

37 ' 

61 

81 ' 

S7 

6S 

Total admissions 

447 

337 

343 

363 

366 

348 

350 

320 

315 


Table II . — Incidence of Aspirin Poisoning: Females 



1940 

1941 

1942 1 

1 

1943 

1944 

1945 

1946 

1947 

1948 

Aspirin poisoning 

0 

2 

7 i 

4 

7 1 

3 i 

4 

16 

21 

Total attempted suicide 

35 

33 

31 ! 

43 

35 

45 1 

53 

67 

95 

Total admisUons 

427 

375 

350 

339 

375 

357 ' 

401 

1 

438 

450 


suicidal intent in 1947 and 1948 in this area. During this 
period there were 48 cases of aspirin poisoning out of 284 
cases of attempted suicide. The increase is mainly con- 
fined to females. Aspirin is the household remedy in most 
conimon use, and this ready availability is no doubt the 
most important factor in the increased incidence. Several 
other interesting points emerge from an examination of 
these tables. In males there was a higher attempted 
suicide rate over the period 1945 and onwards, whereas 
in females this increase did not occur until 1947. Before 
1947 aspirin was used in about 10% of attempts at suicide, 
in females, while over the past two years this figure has 


Table III. Quarterly Incidence of Attempted Suicide: Females 


1 

! 

i 

1947 

1948 

Total 1 
! Patients ! 

Attempted 

Suicide 

Aspirin 1 
Suicides 1 

I Total 
Patients 

Attempted 1 
Suicide 

Aspirin 

Suicides 

Jan.-March . . 

ilO 

5 

1 0 

1 104 

17 


^pril-June . . 

112 

IS 

6 

1 130 

‘ 40 


July-Sept. . . 

117 

'>•> I 

1 3 

' 95 ! 

19 


Ocr.-Dec. 

99 1 

18 j 

7 

121 j 

19 

3 

Totals .. 

i 43S 1 

67 1 

16 

450 1 

95 

21 


British 

Medical Journal 

increased to between ,20 and 25 % . It has often' been 
observed that attempts at suicide are relatively infrequent 
during the first quarter of the -year. Table 111 illustrates 
not only this but also that, remarkably, no cases of 
aspirin poisoning occurred during this period of 1947 or 
1948. 

In the description that follows no special attempt is made 
to classify the cases according to the psychiatric manifesta- 
tions. Hopkins (1937) described psychotic patients adopt- 
ing self-mutilation, cut throat, hanging, immersion, and 
the caustic poisons for purposes of attempting suicide. The 
more bizarre the - attempt the more questionable is the 
mental state. , In my series of cases the psychic manifesta- 
tions were in the main relatively mild. 

No minimum fatal dose has been established, although 
most of the recorded deaths occurred within the range of 
400-600 gr. (25.9-38.9 g.), but recovery has taken place 
after very much, larger amounts. Hopkins (1945) reported 
1,250 gr. (81 g.) (treated within three hours) ; Evans (1938) 
1,500 gr. (97.2 g.) (treated within two hours) ; and in one 
of my cases 2,000 gr. (129.6 g.) (treated within five hours). 
In these three cases gastric lavage -was performed early 
and powder was found in the stomach washings. In con- 
trast to these cases, which recovered after early recogni- 
tion and treatment, Biddle (1938) reported a fatal case with 
epileptic convulsions preceding death, which took place 
after 17 hours. The .patient was a schizophrenic with 
delusions, and her story of having taken the aspirins was 
not believed. 

Clinical Features 

These are determined by two factors — excessive dosage 
and individual susceptibility. The earliest symptoms are 
mainly gastric and occur shortly after taking the drug. 
There is first a feeling of gastric discomfort, followed by 
pain in the epigastrium, nausea, and later vomiting. These 
symptoms are doubtless due to the direct irritant effect of 
the aspirin on the gastric mucosa (Douthwaite and Lintott, 
1938). Aspirin is relatively insoluble, and large fragments 
will remain in contact with the gastric mucosa for a long 
time. The presence of an irritant in the stomach often 
leads to some degree of pylorospasm, which will delay the 
passage of the aspirin. This explains the finding of aspirin 
powder in the stomach after the normal emptying-time, 
and the value of gastric lavage up to many hours after the 
ingestion of the tablets. 

Giddiness, tinnitus, and deafness occur later, and in the 
average case last for as long as 48-72 hours. The face 
often shows a blotchy' erythema with some oedema, 
especially around the eyes. Profuse perspiration has been 
a constant finding. The patient is literally bathed in sweat 
until the toxaemia is overcome, and is very restless and 
resentful of interference. In Hopkins’s (1945) case hallu- 
cinations occurred over a period of four days, but I have 
not met with this symptom. In more severe cases coma 
supervenes and the patient shows the features of shock, 
with subnormal temperature and low blood pressure. 
Renal symptoms have not played a prominent part in my 
cases, and I observed no abnormality apart from the 
presence of traces of albumin in the urine. Other authors 
have found greater evidence of renal damage. The speed 
with which treatment is usually possible may have some 
bearing on this finding. Haematemesis was not observed 
in my series. A pyrexia of up to 100 or 101° F. (37.8 or 
38.3° C.) was often seen during the first 48 hours in severe 
cases. 

Many of the clinical features are the result of acidosis 
with reduction of the alkali reserve. Respirations are deep 
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and rapid, but in spite of the apparent urgency of the 
respirator}' embarrassment there seems to be little discom- 
fort, and in no case has the patient complained of it. 
Severe or acute allergic reactions were not seen. The only 
findings suggestive of allergy were the slight oedema around 
the eyes and the blotchy erythema of the face. Dehydra- 
tion, which develops if an adequate intake of fluids is not 
assured, is the result of the profuse perspiration and the 
rapid deep respirations. 

Diagnosis and Prognosis 

Diagnosis may be a difiicult problem, especially where 
no history is available, and patients who have taken poison 
with suicidal intent may on occasion withhold this informa- 
tion even when conscious. One patient denied that she 
had taken any drug even after she had vomited material 
with the appearance of aspirin and giving the chemical 
reactions of acetylsalicylic acid. Aspirin poisom'ng should 
be considered when there is a blotchy erythema of the face 
with profuse perspiration and tachypnoea and tachycardia 
without distress, cyanosis of severe degree, and pathological 
signs in the heart or lungs. 

Examination of the urine is a particularly valuable 
diagnostic measure. Aspirin is excreted in the urine as 
salicylic acid, which gives a purple colour with ferric 
chloride. To about 5 ml. of urine 10% ferric chloride is 
added drop by drop. A white precipitate of ferric phos- 
phate is obtained and the urine then turns purple if salicy- 
lates are present. To distinguish this coloration from that 
produced by the presence of aceto-acetic acid, boil 
thoroughly 10 ml. of the urine, cool, and add ferric 
chloride. If the urine contains salicylates it will still give 
a purple colour ; if it contains aceto-acetic acid there will 
be no colour change ; and if it contains both substances 
the purple colour will be less intense than before (Harrison, 
1947). Confirmatory tests are also described by that 
author. 

In mild cases recoveiy is rapid, s}'mptoms clearing in 
the first 48 hours. In the more severe cases coma may 
supervene and death may occur at any time during the 
first 72 hours. This is usually preceded by a rise in tempera- 
ture ; epileptic convulsions have been described, and ster- 
torous or gasping respirations occur more regularly, with 
myoclonic twitching of the face and limbs. During 1947-8 
there were rivo deaths out of the 48 patients seen. The 
first was the result of bronchopneumonia even though 
treatment w’as instituted early and the patient had been in 
good condition when first seen ;'in the second the patient 
was moribund on admission to hospital, having taken the 
aspirin almost three days previously. 

During the period 1940-8 there were seven deaths 
associated with aspirin poisoning. Obvious pathological 
symptoms were present in two of these and the aspirin was 
only contributor}'. In the first there was a large cerebral 
haemorrhage, and in the second advanced generalized 
atherosclerosis with hypertrophy of the left ventricle and 
renal changes. Most of these seven patients had taken 
500 gr. (32.4 g.) of aspirin, one dying after 400 gr. (25.9 g.) 
and another after 625 gr. (40.5 g.). In none of the seven 
cases had the patient been brought to hospital within the 
first twelve hours — i.e., during the period that gastric lavage 
would be of value. The majorit}' were not seen until after 
the first 24 hours, and in two cases there was a lapse of 
at least 48 hours. The patients were either comatose on 
admission or rapidly became so after admission, and death 
occurred within five hours in three of the cases. The treat- 
ment in these cases included the use of stimulants (niketha- 


mide, strychnine, etc.), drainage of C.S.F., intravenous 
fluids, and sodium bicarbonate. From the records avail- 
able these measures do not seem to have greatlv modified 
the clinical picture before death. 

Briefly, the post-mortem findings have been those of an 
asphyxial death : cyanosis of the skin and viscera, petechial 
haemorrhages on serous surfaces, and congestion of the 
lungs. In one case bronchopneumonia developed on 
chronic bronchitis, and two others showed gross morbidity 
as indicated above. 

Treatment 

In general, early gastric lavage is the most important 
single therapeutic factor. All the measures advocated 
by Dyke (1935), Neale (1936), Oakley and Donnell (1942). 
and Charters (1944) have their place, depending on the 
clinical picture and the general condition of the patient. 
Although the degree of toxaemia inevitably depends on 
the amount of aspirin taken, subsequent clinical events 
bear a more direct relation to the speed with which treat- 
ment is instituted. If gastric lavage can be performed 
within the first few hours of taking the drug recovery can 
almost be assured. In the case described below 2,0TO gr. 
of aspirin had been taken, yet the patient recovered, 
although she was dangerously ill for about 36 hours before 
improvement was apparent. In this connexion it is noted 
that all the deaths occurred in patients whose admission 
to hospital had been considerably delayed. WTiere this 
delay occurred treatment had no apparent effect on the 
patient’s condition. 

The bulk of the patients were brought to hospital within 
a few hours of taking the drug. Where the diagnosis was 
clear from the history — and a histoiy was usually available 
— immediate gastric lavage was performed. A clinical 
impression is that washing the stomach with a weak solu- 
tion of sodium bicarbonate is a belter measure than using 
simple water. The stomach is washed until no trace of 
aspirin powder can be seen in the washings, and then, 
before the tube is withdrawn, one pint (570 ml.) of a solu- 
tion containing 1 % sodium bicarbonate is left in. 

Later sodium bicarbonate is given in doses of 60 gr. 
(3.9 g.) at two-hourly intervals for a time and then four- 
hourly, depending on the clinical picture. If there is 
evidence of increasing acidosis two-hourly doses should be 
given, but as soon as acidosis is being overcome four- 
hourly doses are sufficient. In all but the deeply comatose 
— and this is a rare event if treatment is started early — 
the sodium bicarbonate can be given by mouth in water, 
soda-water, or milk. Fluids should be pushed to prevent 
dehydration. Shock is treated by the usual simple methods 
of warmth and intravenous fluids, the latter especially if 
there is any dehydration. 33'here there is evidence of vaso- 
motor collapse with a pronounced fall in blood pressure 
“eucortone” or desoxycortone acetate is valuable. 

The patient is made more comfortable with sponging, but 
care should be taken to prevent pulmonary infection, and 
penicillin should be given prophylactically until acidosis 
has been controlled. Where treatment as described above 
was adequately and speedily carried out, especially the 
gastric lavage, improvement was rapid, and within 48 hours 
the condition of the patient was good and such symptoms 
as tinnitus, deafness, tachypnoea, and excessive perspira- 
tion to all intents disappeared. It is doubtful whether 
intravenous sodium bicarbonate can influence severe and 
late cases. Lumbar puncture was used in such cases but 
only with other medication, and it is again doubtful whether 
the result was modified by this measure. A practical 
difficulty in carrying out lumbar puncture may be the 
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The other three patients conld have been saved only by 
earlier transfusion or by surgery. 

The age distribution, given in Table I, confirms the 
increasing incidence of this disease among older patients 
already shown in other recent series. This has an impor- 
tant bearing on the death rate. One would expect better 
results in a series with an unduly high proportion of young 
patients in it. 

Thirty-three ulcer cases were treated surgically: 16 as 
soon as they could be prepared by transfusion, 13 because 
they had a second brisk haemorrhage, and four because 
prolonged medical treatment failed to control their haemor- 
rhage, The ages of thrae four were 23, 24, 31, and 36. 
They were operated on because it was considered that 
nothing else would save them. The case history below is 
given as an example of unduly severe haemorrhages in a 
young man. 

Case IS. Chronic Duodenal Ulcer. — ^This patient was an 
extremely fat man of 24 who had had attacks of dyspepsia at 
six-monthly intervals for five years. Just before his admission 
he vomited “ two pints (1 litre) of blood." He looked 
very fit and his Hb was 80, but his pulse was 116. At the' 
end of a 2-litre drip transfusion his pulse was 130 and he 
had vomited a great deal of blood and had had several melaena 
stools. Forty-eight hours after admission he had received 
by drip 6 litres of blood. His pulse was now 140. It was 
quite obvious that a vessel was bleeding faster than he could 
be transfused, and must be stopped. At operation I accidentally 
knocked the clot off the gastro-duodenal artery and started a 
haemorrhage which reminded me of a slipped renal pedicle. 
The torrent was soon stopped with two stitches, and a high 
gastrectomy was completed at leisure without his condition 
deteriorating further. The 3 litres of blood used in the theatre 
and afterwards brought the total to 9 litres. 


Table II. — Chronic Gastric Ulcers Treated Surgically 


Case 

No. 

Age 

and 

Sex 

Prev, 

Hist. 

(Yrs.> 

Prev. 

X-ray 

Films 

Prev. 

Haem. 

1 Blood 
(litres) 

1 

1 Operation 

1 

1 Ulcer 

Result 

17 

54 M 

Many 

— 

— 

a 

' Same day 

Multiple 

small 

Small 

R. 

18 

47 M 

n 

G.U. 



2 

- 


19 

64 M 

29 

G.U, 

1 

2 

•• It 

Large, into 
pancreas 

” 

20 

60 F 

5 


5 yrs 

2 

' tf 

Large 


21 

46 M 

3 

G.U. 


2 

: Nextmor- 
! ning 

; Large, into 
' pancreas 

; 

4 

|47 M 

1 5 + 


4 yrs 

3 

Same day 

Large 

Died 

22 

53 F 

20 



1 yr 

4 

Next day 

Small 


1 

23 M 

5 wks 

— 1 


7 



23 

38 M 

3 

Neg. , 

2 yrs 

3 

Two days 
later 

Large 

?» 

24 

46 M 

2 I 

Neg. 

— 

8 

ti rt 

Large, into 
pancreas 


3 

55 M 

Many 

G.U. 

— 

6 

t* »• 


2 

36 F 

Very 

sUghl 

—• 


2 1 

Bled for 5 i 
days ■ 

1 

Small 

tt 

5 

45 M 

14 

— 

— 

7 

Large, into 
pancreas 

Died 

25 

56 M 

1 

G.U. 

6 snlhs 

3 

Same day 


R. 

33 

62 M 

Many 

— 

— 

4 

Next 

morning 

Large j 

” 

34 

57 F 

Many 



3 

For 2iid 
haemor- 
rhage 




R, *= Recovered. 


The Chronic Gastric Ulcer Group 
Of the 39 cases in this group 23 were treated ihedically 
either because they were not considered fit for surgery or 
because the haemorrhage was not dangerously severe. Of 
these medical cases eight subsequently required gastrectomy. 
The 16 surgical cases were all treated by gastrectomy, 
the operation being technically easy in most of them and 
the ulcer usually easy to find. The bleeding vessel in aU 
cases but two was a branch of the left gastric artery eroded 
in the subserous fat on the lesser curvature. The surgical 
deaths both occurred in this group. In neither case was 
death attributable to the fact that the operation had been 
performed in the presence of haemorrhage. 


Table III. — Chronic Duodenal Ulcers Treated Surgically 


Case 

No. 

Age 

and 

Sex 

Prev. 

Hist. 

(Yrs) 

Prev. 

X-ray 

Prev. 

Haem. 

Blood 

(litres) 

Operation 

Com.nent- 

Ulcer 

Result 

26 

54 M 

5 

D.U. 

— 

2i 

Same day 

— 

Into pan- 
creas 

R. 

27 

31 M 

5 

— 

— 

5 

After 3 
weeks 

Continued 
to bleed 

>• 

•• 

15 

24 M, 

5 • 

— 


9 

After 3 
days 

After a 
week 


„(G.D.A.) 


28 

53 M 

' Si 

Neg. 

— 

7i 

” 



29 

47 M 

IS 

(Perf.) 

— 


3 

Same day 

Massive 

haem. 

..(G.D.A.) 


30 

67 M 

5 

D.U. 

— 

6 

After 3 
days 

Continued 
to bleed 



31 

42 M 

1 

— 

— 

3 

Small 

» 

32 

62 F 

4 

(Perf.) 



2 

Same day 


» 



G.DA. = Gastro-duodenal artery. R. = Recovered. 


The Chronic Duodenal Ulcer Group 

There were 41 patients in this group and eight were 
treated surgically. They all recovered after partial gastrec- 
tomy. Three of them were desperately severe cases whose 
recovery under medical treatment would have been very 
unlikely. 

Case 50.— This patient, a man aged 67, did not start to bleed 
until the day of his admission, and when he arrived he was 
so collapsed that it was. doubtful whether he would survive long 
enough to be transfused. No pulse was palpable and no 
blood pressure could be recorded. Four hours later he was 
fit enough for the theatre. Operation revealed the gastro- 
duodenal artery lying exposed in a duodenal ulcer crater in 
the pancreas. It was underrun and a gastrectomy was per- 
formed. He was very ill for some days owing to leakage from 
his stump, but soon made a rapid recovery. He received 6 litres 
of blood, most of which was required to replace what he had 
lost during the short time he was bleeding. 


Table IV. — Acute Gastric Ulcers Treated Surgically 


Case 

No. 

1 Age 
l)and Sex 

Dys- 

pepsia 

Prev. 
Haem, i 

Blood 

(litres) 

Operation 

1 Coauneat 

1 

Result 

9 

40 F 

None 

2 I 

3 

Next day 

Had bled pre- 
viously 

R. 

10 

59 F 

Slight 

i 

2 

After 4 
days 

Continued to 
bleed 


7 

52 F 

•• 

1 

li 

After 2 | 
days 

Chronic ulcer 
suspected { 

■’ 

6 

43 M 

4 years 


2 

Same day 

Had bled pre- ! 
viously 1 

„ 

8 

1 

40 M 

^ tt 

1 

Many | 

! 1 

U 

M 

»* 


R. = Recovered. 


The Acute Ulcer Group 

This common lesion of the stomach or duodenum was 
the cause of approximately one-third of the haemorrhages 
admitted to hospital. The diagnosis is not always correct, 
being based largely on negative evidence and subsequently 
confirmed in most cases by a negative radiograph. It is a 
lesion probably rapid in its development and similarly rapid 
in its healing. The vessels by which it bleeds are the 
arteries of the submucosa. Most of these vessels are small, 
and the involvement of a large vessel is probably a chance 
affair determined by the accident of the site of the ulcer. 


Table V. — Operations for Haemorrhage Following Gastro- 
jejunostomy or Gastrectomy 


Case 

No. 

Age 

and 

Sex 

Date and 
Nature of 
Operation 

Ulcer 

Blood 

(litres) 

Treatment 
(Same Day) 

, 1 

Result 

'Is ' 

49 M 

1 

1924, Gastro- 
jejunostomy 

Small Chr. , 
G.U. 

1 

Gastrectomy 

R. 

14 

42 M 

1946, Gastrec- 
tomy 

Large Chr. 
G.J.U, 

3 ' 

2nd Gastrectomy 

1 

!• 

12 

66 M 

J916, Gastro- 
ieiunostomy 

Large Chr. 

! G.U, 

i 

Gastrectomy 

’* 

11 

63 M 

1924. „ „ 

1 Acute G.J. 
i ulcers 

2 

G,J. undone 




R. >= Recovered. 
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As these ulcers respond so well to medical treatment, and 
as they would never require surgery if they did not bleed, 
operation should be undertaken only in order to save life 
or because a chronic ulcer is suspected. If they are oper- 
ated upon, local excision would be the best procedure if 
one could be sure that there was only one ulcer and if it is 
likely to be technically easy. All the 48 patients in this 
group recovered. There were five surgical cases, four of 
them being treated by gastrectomy. 


Gastro-jejonal • Ulcers 

The diagnosis of gastro-jejunal ulcer was made clinically 
in patients who had had a previous operation — either a 
short-circuit or a gastrectomy. This diagnosis was sometimes 
wrong, but it is used as a convenient one for this group, 
which presents a special problem for the surgeon, who has 
to weigh the fact that a chronic ulcer is almost certainly 
present and demanding surgery against the added diffi- 
culties and dangers of a complicated resection. Of the 
seven patients in this group three bled from the original 
gastric or duodenal ulcer for which the short-circuit had 
been performed and one from an acute jejunal ulcer. The 
recovery of the four surgical cases was largely due to 
early operation. They were all operated on very soon 
after admission. 


Case 14 . — ^This patient, a man aged 42, was known to have 
a large gastro-jejunal ulcer which had followed an inadequate 
gastrectomy for duodenal ulcer. He was extremely collapsed 
and actively bleeding when he was admitted. To make him 
fit for operation 2i litres of blood were required. Exploration 
revealed an enormous gastro-jejunal ulcer which penetrated 
deeply into the pancreas. In the base of the ulcer was a large 
artery with a fresh thrombus in it. A further 2 in. (5 cm.) 
of stomach was resected, and a fresh anastomosis was formed. 
A year later he underwent his third gastrectomy (and vago- 
tomy) for another ulcer, which this time eroded deeply into 
the liver. 

Other Cases . — Two patients not included in the series 
were treated surgically. One had a large carcinoma and 
recovered well after a total gastrectomy. The other patient 
bled profusely a week after the suture of a perforated 
gastric ulcer. He died after a long, tedious resection. 

Summary and Comment 

For several years all patients suffering from haematemesis 
or melaena admitted to the Royal Berkshire Hospital have 
been treated in the surgical wards. In the last three years 
135 patients with peptic ulcer haemorrhage have been so 
treated, svith a mortality of 7.4%. ' Under the age of 40 there 
were no deaths, no women died, and no patient died from 
an acute ulcer. Thirty-three patients were treated by opera- 
tion, with two deaths. Although some patients were treated 
medically and some by surgery the principle of treatment was 
the same in all cases, and no comparisons can or should be 
made between the medical and the surgical results. This 
principle was that each patient was considered as a potential 
surgical case and was operated upon as soon as his life appeared 
to be endangered by his complaint. If surgery is to be used 
in this way it is justifiable only if a low surgical mortality- 
can be achieved. A low mortality is dependent on careful 
judgment in the selection of cases, adequate and efficient 
transfusion, and early operation. 

It was in consultation with Dr. John Mills, director of the patho- 
logical department, that most of these patients were treated, and I 
would like to express my gratitude to him both for this help and for 
the efficient transfusion service that he maintains. I am also gratrful 
to my colleagues, who allowed me to treat these patients in my wards. 
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IONTOPHORESIS IN THE TREAT5IENT OF 
PERIPHERAL VASCULAR DISEASE 


H. S. PEMBERTON, M.B., F.R.CP. 

A.VD 

D. C. WATSON, M.C., ALB., M.R.C.P. 

{From the Medical Unit, David Levis Northern Hospital, 
Liverpool) 

Among the methods of treatment designed to overcome 
vasospasm or to produce vasodilatation in peripheral 
vascular disease the use of choline derrvatrses is suggested 
by the work of Dale and Gaddum (1930) and Dale, Feld- 
berg, and Vogt (1936). Acetylcholine is unstable and 
rapidly hydrolysed in the tissues (Renshaw et al., 1938). 
Its action on the autonomic nervous system is a double 
one, producing both muscarine- and nicotine-like effects. 
Some of its esters do not share these defects, and in this 
study we have been able, using the method of ion transfer, 
to compare the actions of the anions of two substances; 
acetyl-yS-methylcholine (“ mecholyl " and “ amechol ") and 
carbaminoylcholine (“ carbachol," “ doryl," and “ moryl "). 

Pharmacology 

The action of carbaminoylcholine, the official name of 
which is carbachol, resembles that of acetylcholine, but is 
more prolonged. The Simonarts (1934) showed that its 
nicotine-like action was stronger than in the case of acetyl- 
choline. Fraser (1938) pointed out that its action on the 
cardiovascular system passes off in 30-40 minutes, though 
its effect on the gastro-intestinal tract and urinary bladder 
may persist for several hours. 

Acety]-;S-melhyIcholine also has a relatively prolonged 
action, and Simonart (1932) showed that the methyl-group 
substitution deprived acetylcholine of its nicotine-like 
action. Its effects, in contrast to those of carbachol, are 
most pronounced on the cardiovascular system. 

The method of ion transfer has been shown by Ko\acs 
(1934), Saylor, Kovacs, et al. (1936), and Kramer (1937) 
to be superior in peripheral vascular disease to oral, sub- 
cutaneous, and intramuscular administration of compounds 
of this type. Montgomery, Holling, and Friedland (I93S) 
determined by direct (plethysmographic) measurement the 
increased blood flow produced in the limbs of normal 
subjects by mecholyl iontophoresis, and their results fully- 
confirmed the belief that this treatment effected dilatation of 
blood vessels specifically in the treated part. It is a further 
advantage that such unwanted general effects as micturi- 
tion, defaecation, salivation, and bronchial spasm are much 
diminished when parasympathetic stimulants are given 
iontophoreticaUy. 

Method 

The technique of Kovacs, Saylor, and Wright (1936) has 
been employed throughout. Reinforced asbestos paper is 
saturated with a 0.5 solution of the substance to be used 
and wTapped round the leg or thigh. A malleable metal 
plate, connected to a positive galvanic pole, is placed over 
this and held in position with a rubber bandage. A large 
flat electrode moistened with normal saline is placed under 
the back and connected to the negative pole. The electrodes 
should not be applied over any- raw- or inflamed areas or 
over recent scar tissue. The skin should always be pro- 
tected by the asbestos paper from direct contact with the 
metal electrodes, so that bums may be avoided. 
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The current is turned on gradually at the beginning of 
each treatment and reduced slowly to zero at the end. A 
current of 5 mA pas'sing for five minutes is used at, the first 
session, these figures being gradually increased on subse- 
quent occasions, but 30 minutes’ treatment at 30 mA is not 
usually exceeded at any one time. The most useful warning 
of overdosage is the patient’s reaction. Any more than a 
slight redness or sweating of the part treated is an indication 
for stopping treatment. 

No rigid rules can be made for frequency of treatments, 
though' thrice weekly was most usual in our cases. Dura- 
tion of therapy is determined by the patient’s response ; 
but where treatment has been given over a period of three 
to four weeks without benefit the method is unlikely to 
be of value. 

Severe general parasympathetic effects may conveniently 
be dealt with by an injection of 1/100 gr. (0.65 mg.) of 
atropine sulphate. Bronchial asthma, hyperthyroidism, 
and recent cardiac infarction are all contraindications to 
iontophoresis with these substances. 
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intervention was necessary. Satisfactory or partial improve- 
ment was seen in 56 cases (67%). A general survey of the 
table shows clearly that better results were obtained by the 
use of acetyl-/3-methylcholine (Groups I and III) than with 
carbachol (Group II), The eight cases of senile gangrene 
were relatively resistant to iontophoresis with either com- 
pound, and similarly 'disappointing results were found in 
Raynaud’s and Buerger’s diseases and in acrocyanosis, but 
the number of cases was too small to allow any conclusions 
to be drawn. It is likely that some of these cases were 
more suitable for sympathectomy. We were unable to 
confirm the good results of Murphy (1937) in the treatment 
of thrombophlebitis by this means, and have latterly 
abandoned it. - 

The most satisfactory results were seen in 24 cases of , 
intermittent claudication and 21 cases of diabetic gangrene. 
Improvement was observed in 19 cases of the former (79%) 
and in 16 cases of the latter (76%). 

From our results we carmot infer, as did Kramer (1937), 
that iontophoresis . with parasympathetic stimuliints pro- 




' Group I (1938-41) 



Group U (1941-6) 



Group III (1946-8) 



Condition 

No. of 

Improvement 


No. of 

Improvement 


No. of 

Improvement 


Total) 


Cases 

Satisfactory 

Partial 

Nil 

Cases 

Satisfactory 

Partial 

Nil 

Cases 

Satisfactory 

Partial 

NU 


Arteriosclerosis ; 

Intermittent claudication 

5 

3 , • 

1 

I 

8 

2 

4 

2 

11 

5 

4 

2 

24 

Semie gangrene . , 

4 

0 

2 

2 

3 ■ 

0 

1 

2 

I 

0 

0 

1 . 

8 

Gangrene in diabetes meUo 

to 

6 

4- 

0 " 

3 

, 

I 

I 

8 

2 

-2 

4 

21 

Painfu] vasospasm 
Raynaud’s disease . . 

0 

— 

— 


3 

0 

3 

0 

5 

3 

2 

0 

8 

1 

0 . 

1 

0 

2 

0 

0 

2 

1 

0 

1 

0 

4 

Buerger’s disease . . 

1 

0 

0 

1 

1 

0 

0 > 

1 

0 



— 

2 

Tbromboptilebilis . . 

6 

2 

1 

3 

7 

1 

2 


0 




13 

Acrocyanosis 

3 . 

0 

2 

1 

0 


— 


0 




3 

Totals 

30 

n 

n 

8 

27 

4 

11 

12 

26 

10 

9 

•4 

83 


Results 

Numerous workers, particularly in America, have 
obtained good results in peripheral vascular lesions. Kramer 
(1937), using mecholyl iontophoresis in 30 cases of various 
types, observed beneficial resulis in 22. Murphy (1937) 
treated 33 cases of thrombophlebitis by the same means, 
and found substantial improvement- in 31. Ready healing 
of associated varicose ulcers was seen. Saylor, Kovacs, 
et al. (1936) obtained satisfactory results in 23 out of 26 
patients with varicose ulcers. 

The present series, comprising 83 unselected cases, covers 
the period from 1938 to 1948. The cases are divided into 
three almost equal groups by the exigencies of the recent 
war. Having used mecholyl from 1938, we were deprived 
of it in 1941 and used doryl, moryl, and carbachol as sub- 
stitutes. It was not until 1946 that acetyl-j8-methyIchoIine 
again became available as amechol. 

The standard adjuvant treatment given to these patients 
consisted of rest, warmth, and antiseptic measures where 
necessary ; in cases of diabetes mellitus the blood-sugar 
level was kept within reasonable limits. The patients were 
usually in bed, though the majority of cases of intermittent 
claudication were treated as out-patients. The results 
obtained are detailed in the accompanying table. 

Discussion 

The method of treatment described cannot be regarded 
as an isolated piece of therapy, nor is a cure claimed 
in any case. The pathological basis of most of these 
conditions is patently irreversible. 

Improvement was judged to be satisfactory when either 
all symptoms disappeared or only minimal local surgical 


duces its best results in vasospastic cases. The great 
majority of our cases of intermittent claudication and 
diabetic gangrene showed mural calcification of the vessels 
radiologically, and we feel that this finding should not be 
regarded, as it often is, as a contraindication to the ionto- 
phoretic use of such compounds. It is our firm belief that 
this method is applicable, in the first instance, to all cases 
of peripheral vascular disease. Our aim has been, by 
perseverance with the treatment, to avoid the need for 
surgery or to reduce to a minimum such operative measures 
as may eventually prove necessary. 


Summary 

The treatment of 83 cases of peripheral vascular diseaseVt, ti 
iontophoresis is described. The greater value of acetylVy -i- 
methylcholine for this purpose is shown. U 

This work could not have been undertaken without the unfail 
help of Miss A. M.' Clark and Miss A. Fazakerley, succcssivSe;) 
heads of the department of physiotherapy at the David Lenl^ri 
Northern Hospital. 
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Medical Memoranda 


A Case of Cutaneous Horn of the Arm 

Cutaneous horns of varying sizes are described in the 
literature. The largest that I have found recorded is the 
case of Dr. Herman Carache, mentioned in Sutton and 
Sutton’s Introduction to Dermatology. This was a scalp 
horn 8 in. (20 cm.) long, complete, but with a small base. 
The interest of the following case lies in the large size of 
the horn, together with its history and the unusual site from 
which it grew. 

Case Report 

The patient, a man aged 53, sustained bums of the whole 
extent of the dorsum of the left upper arm and parts of the 
leg and back by a German flame-thrower in the 1914-18 war. 
The greatest loss of tissue was from the arm area, which was 
skin-grafted (heterogeneous Thiersch) from a nursing sister’s 
thigh. He was in hospital for 18 months. 



Fig. I. — Showing extent and attachment of the horn. 


The graft remained healed for twenty years, until 1938. when 
a minor injiuy to the arm broke the skin. This healed 
with simple treatment, but after a few months a tumour began 
to form at the site of this latter skin lesion. At first it was 
small — “ the size of a hazel-nut ” — but it steadily grew in 
base area and length. The direction of the growth was down- 
wards in a curved manner. The tumour was painless, and 
when it became embarrassingly large the patient or his wife 
periodically cut off a piece with a hacksaw. Last year the 
medial side of the base became painful and forced the patient 
to seek medical advice. 



Fig. 2. — Radiograph -faintly showing the horn. 


On presenting himself at the out-patient department of this 
hospital the clinical findings were as follows -. A large hard 
homy mass (Fig. 1) growing from a scarred area at the back 


of the left upper arm. tapering from an oval base ; greasv 
surface longitudinally ridged ; yelIov.ish bu5 in colour ; circum* 
(3—5 cm.), length of hom in. 
(13.75 cm.), but it had been pared down. The cut surface 
had areas of dark discoloration and was similar in appearance 
to a sponge. The medial side of the junction of hom and 
skin was inflamed and tender and had signs of new extensions 
of the hom. The growth was mosable over the deep structures' 
of the arm. Skin-scarring extended in the posterior axillary 
fold and back of shoulder and elbow. Shoulder abduction 
was limited to 90 degrees ; other movements were full. No 
axillary glands were felt. The patient brought with him a 
small bag containing the pieces he had sawn oS. These num- 
bered 17 and were of various sizes and similar in appearance 
and consistency to the main mass. A radiograph (Fig. 2) faintlv 
showed the hem. 

The growth was removed by Mr. N. Ross Smith and a skin 
flap was fashioned from the chest wall, which has healed well 
by first intention. At operation the base was found to be 
quite smooth and there was no infiltration. 

The specimen has been accepted by the Museum of the 
Royal College of Surgeons, where the hom was patiently 
reconstmeted from the main mass and the fragments (Fig. 3), 



showing 'what it might have looked like had it not been 
pared down by the patienL 

I am greatly indebted to Mr. N. Ross Smith, under whose care 
the patient admitted, for help and ads-ice and permission to 
publish this case. My thanks are due to Mr. L. S. Allison for the 
first photograph, to the Curator of the Royal College of Su.'geons 
Museum for the photograph of the reconstructed hom, to .Miss .Vf. 
Gall for the radiograph, and also to the patient for his helpful 
co-operation. 

. V. R. T.xdros. M.R.C5., L.R.C.P., 

Casualty Officer, Royal Victoria a-d 
West Hants Hospital, Eourr.err.cu-.h. 

Calcified Cyst of the Spleen 

In the British Medical Journal of December 25, 194S 
(p. 1106), Donovan described a case of calcified cyst of 
the spleen and stressed the rarity of the condition. It 
therefore seems worth while to record the following case. 

C.ASE Report 

The patient ssas a man aged 62 with no significant past 
history. He stated that for the last 12-15 months he had had 
a feeling of lassitude and gradually deepening depression. This 
ssas the feature of his illness which most affected him. His 
appetite was very poor and he thought he had lost seseml 
stones in weight in the past fes\ months. 

On e.xamination he was seen to he grossly anaemic fhaemo- 
globin 5.8 g. per ICO ml., red cells a.iOO.OOO). In the right 
iliac fossa and hypogastrium a rather vaguely outlined fixed 
mass was palpable. No glandular enlargement could be made 
out. On deep inspiration the tip of his spleen could just be 
felt. It was firm in consistency. Radiologically the result 
of a barium enema was rather indefinite, but suggested a 
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neoplasm of the caecum. Owing to his general condition 
surgical intervention was considered to be inadvisable for the 
time being, but before there was sufficient improvement to 
warrant it he collapsed suddenly and died. 

At necropsy, on opening the abdominal cavity a great 
Quantity of serous fluid was found. A large solid tumour 
involving the caecum and invading .the surrounding structures 
was also seen. There was a small recent perforation through 
the growth, shut off by'adhesions from the rest of the peritoneal 
cavity. The tumour was immobile and quite inoperabje. 
Histological sections proved it to be an adenocarcinoma. 

The spleen contained, at its lower pole, a single cyst 4 cm. 
in diameter, with a calcified wall so hard that it necessitated 
bisection with a saw. It contained a few millilitres of rather 
iridescent yellowish fluid and many cholesterol crystals. The 
lower quarter of the cyst wall did not appear to be covered by 
the splenic capsule, nor was it adherent to adjoining structures. 
Histological section of the wall showed it to consist of 
hyaline and acellular fibrous tissue in an advanced state of 
calcification. There were no apparent changes in the spleen 
either adjacent to or remote from the cyst. 

Other features noted at the necropsy were a moderate degree 
of atheroma of the aorta, arteriosclerotic kidneys, a cirrhotic 
liver, and bilateral bronchopneumonia. There was oedema of 
the meninges and subcutaneous tissue. Both pleural cavities 
and the pericardial sac contained serous fluid. 

Comment 

As in the case described by Donovan, no history of 
trauma was obtained. The splenic artery was not involved. 
The condition of the spleen, although it was just palpable, 
was discovered only at necropsy and seemed to have no 
bearing on the patient’s illness. 

No scolices or hooklets were found in the cyst fluid, nor 
was there an eosinophilia in the blood. Serological and 
sensitivity tests for hydatid disease were not carried out, 
as the condition was not suspected before death. The find- 
ing of cholesterol crystals suggests that the cyst was in fact 
an old haematoma, although no ha.ematoidin crystals or 
other blood elements were seen. 

K. E. A. Hughes, M.R.C.S., L.R.C.P., 
Pathologist, St. John’s Hospital, Lewisham. 

Volvulus of the Entire Small Intestine 

Torsion of the mesentery of the whole small intestine is 
uncommon. I have been able to find accounts of only 
61 cases in the literature. 

Case History' 

; male Bedouin Arab aged 35 complained that 14 hours 

reviously he had suddenly been stricken with severe central 
abdominal colic which was followed by frequent vomiting at 
first of food and later of bile. The bowels had, not been opened. 

On e.xamination he appeared dehydrated. Small quantities of 
bile-stained mucus were being vomited. The abdomen was 
distended and diffusely tender. Peristaltic sounds were absent. 
The hernial orifices were normal and rectal examination was 
negative. 

1 performed laparotomy at once (September 17, 1942) under 
open ether anaesthesia. Dark-red congested loops of small intes- 
tine appe.ired to fill the abdomen. The caecum was collapsed and 
much raised in position, but an empty loop of small intestine 
could not be found. The entire small intestine was therefore 
delivered without the incision. It could then be seen that there 
was a torsion of the whole mesentery, which arose from a deep 
trough of peritoneum, most striking in appearance. A deep 
vertical fold of peritoneum had been pulled up by the raised 
caecum from the right iliac vessels, while another deep ridge 
had been drawn down from the duodcno-jejunal fle.xure on the 
left side. The intestine was rotated counter-clockwise through 


three-quarters of a circle, thus restoring the normal axis of the 
mesentery, which was seen to be abnormally long. The gut was 
viable, so it was replaced and the abdomen was closed in layers. 
Saline was given subcutaneously and per rectum. Convalescence 
was uneventful. 

Discussion 

The predisposing cause of .volvulus is an abnormally long 
mesentery with a narrow base (Burgess, 1902 ; Dott, 1923). 
Volvulus is not rare in the newborn, especially jn infants 
who already have a malrotation deformity of the intestine 
(Fletcher, 1922 ; Dott, 1927 ; Metzger, 1939 ; Voss, 1939 ; 
Thompson, 1940 Pouyanne, 1941). In adults, however, 
even if there is a congenitally long mesentery, some excep- 
tional circumstance must initiate the twist. This is most- 
often the ingestion of a large meal o'f coarse food on an 
empty stomach (Pupini, 1932 ; McKechm'e and Priestley, 
1936 ; Kerr and Kirkaldy-Willis, 1946). Shortly before the 
onset of symptoms my patient had consumed an enormous 
meal of mutton, rice, and unleavened bread after fasting 
from dawn till dusk, for he was a Moslem and the season 
was the feast of Ramadan. In Russia volvulus is com- 
moner in times of famine (McClure, 1935). The activating 
mechanism may well be that a sudden body movement or 
strain causes a loaded loop of jejunum to descend by 
gravity, displacing lighter empty loops. This would accord 
with the fact that the direction of volvulus is clockwise in 
75 % of the recorded cases in which it is mentioned. 

In diagnosis, repeated , vomiting of small, quantities of 
bile-stained material is stressed by Burgess (1902), Garrow 
(1917), Charsley and Richardson (1928), McClure (1935), 
Stalker (1939), Thompson (1940), and Barbosa (1944). 
Some of these authors state that faecal vomiting does not 
occur even late in this condition. In addition, the abdomen 
rapidly becomes silent to auscultation. The very quantity 
of distended congested small intestine is perplexing when the 
abdomen is opened at operation. Vaughan (191)3) and 
Barbosa (19^4) stress the difficulty of recognizing the con- 
dition at all, and point out that in at least four of the 
reported cases the surgeon was unable to discover the cause 
of the obstruction and closed the, abdomen without 
remedying it. Diagnosis was made at necropsy. 

Routier and Delbet (quoted by Vaughan, 1903) separately 
observed a peritoneal fold running upwards from the right 
iliac vessels similar to that which I have described. It 
therefore seems that without complete evisceration of the 
small- bowel the diagnosis cannot be made or derotation be 
accomplished. 

W. WeAtherston Wilson, M.B., F.R.C.S., 
Assistant Surgeon, Royal Albert Edward Infimiaiy, 
Wigan. 
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THE SURGICAL PATIENT 


Care of the Surgical Patient. By Jacob Fine, M.D. CPp. 544; 
illusirated. £2.) Philadelphia and London: W. B. Saunders 
Company. 1949. 


This is not a te.xtbook of surgery but a practical guide to the 
management of the surgical patient. It represents the pfacuce 
of the Beth Israel Hospital in Boston. Associated with the 
editor are 22 of his colleagues, each of whom is responsible 
for a separate part. 

The book is made up of six sections. Part 1. “General 
Considerations," includes such subjects as fluid balance, shock, 
and infections. Part 2, “ Regional and Special Surgery," 
discusses abdominal, neurosurgical, orthopaedic, plastic, and 
dental surgery. Part 3 is on endocrine and hormone 
therapy. Part 4 on coincidental medical illnesses in surgical 
patients. Part 5 gives an account of clinical and laboratory 
methods, and Part 6 describes pre-operative and post-operative 
care. This last section contains articles on anaesthesia and the 
treatment of acute poisoning. 

To the English reader certain terms require to be defined. 
\\'hat, for example, is a Zimmer collar (p. 79) ? Or a Barton 
bandage (p. 106) ? Or a Koenig-Rutzen bag (p. 135) ? Illustra- 
tions would be helpful. Is it true to say that sooner or later 
the Brown-Sequard syndrome appears in cases of tumour of 
the spine or spinal cord ? Except occasionally in the cervical 
region, this syndrome is rare in cases of cord tumour and is 
not often found on clinical examination. Frontal craniotomy is 
favoured for pituitary tumours; but the curious qualification is 
made that, " in case the field defect indicates congenitally short 
optic nerves, the transphenoidal approach is preferable ” (p. 72). 
This requires explanation, as the transphenoidal approach has 
been so widely abandoned. Again, illustrations would be of 


value. 

There are not many pictures in the text, and these have m 
many cases been borrowed from Hamilton Bailey, de Quervain, 
or others, and unfortunately lack text references. Objection is 
likely to be taken to the misleading association of Sir Gordon 
Gordon-Taylor's name svith the statement (footnote, p. 116) 
that simple mastectomy comb ned with post-operative radiation 
cives the highest cure rate obtainable in cases of cancer of the 
breast. Most surgeons in this country still prefer to remove 
Ivmphatic nodes rather than irradiate them. 

' The field covered by this book is a large one ; it is well 
plouched in certain parts, but in others the surface is merely 
scratched. Its chief appeal will probably be to the students of 
the Beth Israel Hospital, whose teachers have provided them 
with a valuable guide-book and companion for their use in the 


surgical wards. 


Laxibert Rogers. 


NURSING IN NTiUROSURGERY 

V irsing Care of Neurosurgical Patients, By Roland hi. Klemnie. 

M D. F.1C.S.; FA.C.S. (Pp. 117; illustrated. I5s3 Sprmc- 
field, Illinois: Charles C. Thomas. Oxford: Blackwell Saentinc 
Publications. 1949. 

The number of new specialties in surgery, with their increasing 
complications of technique, make it difficult to arrange adequate 
teaching of all branches within the limits of the medical student s 
curriculum. This is a serious problem with the student but it 
is much worse with the' trainee nurse. One solution is for her 
to acquire a good background of general principles and after- 
wards add the frills by a study of specialized monographs. For 
this purpose Dr. Klemme’s small volume, based on his lecture 
notes, will be found very good indeed. 

The book opens with a short but adequate account of the 
relevant anatomy, supplemented by diagrams from Gray and 
Kuntze. This is followed by a section on clinical signs and 
svmptoms which is to be commended as simple. dirccL and 
dogmatic. An article on the cate of head cases is valuable for 
its'cxcellent summaries of the nature and significance of \anous 
poslmperative disturbances. The operations on the spinal cord 


and those performed for the neuralgias are weB described in 
a similar manner. 

Instruments and appliances are discussed at length in a 
separate chapter, with diagrams illustrating the best theatre lay- 
ouL The details under this heading should be of great value 
to the nurse who is worried about preparation for a neuro- 
surgical case. 

Proof-reading has, as usual, failed to prevent an occasional 
misprint — there is a strange muscle, the “ strapezius," on page 6 
— and here and there the book would gain by a translation from 
American into English. For instance, in a description of 
Parkinson’s syudrome (p. 17) it is stated that “ better than 
85% are superimposed on encephalitis as a residual." After 
some cogitation the reader will no doubt decide that this means 
“more than 85% follow encephalitis.” 

While it is unlikely that other neurological surgeons will 
follow exactly all the technique described, the book is notable 
for its plain and explicit directions ; the reader is never bemused 
by alternative methods or conflicting theories. This is a work 
which should be available for reference in any hospital which 
is out to do its best in the training of its nurses. 

E. D. Telford. 

AN AUSTRALIAN TEXTBOOK 

Practical Obstetrics. By Bruce T. Mayes. M.V.O., F.R.C.S.Ed., 

. F.R.A.CB.. FJI.C.O.G. (Pp. 306; illusua ed. £2 5s.) Sydney: 

The Australian Publishing Co., Piy. London : George C. 

Harrap. 1949. 

Professor Bruce T. Mayes's book is a series of clinical discus- 
sions on some of the important practical problems in obstetrics. 
The author had no intention of writing a complete le.xtbook : 
his object was to explain and discuss the problems which are 
frequently encountered by Australian general practitioners. 
His topics have been wisely chosen, and he quite rigbtlv 
emphasizes the striking work that was performed by N. hl- 
Gregg in Australia on congenital cataract following German 
measles in the mother. Accounts of the diagnosis and manage- 
ment of pregnancy, toxaemia, eclampsia, and lower-segment 
caesarean section are well done, and the stress which has been 
placed upon the practical side is particularly praiseworthy. 
There is much evidence that Professor Mayes, as he acknow- 
ledges, has enjoyed writing the book, and it is certain that his 
work will be widely read and praised in Australia, 

Great courage is required to write a book of this kind, for 
clinical opinions are open to criticism in detail, and this is 
particularly true of practical obstetrics. The Lovsett manceuvTe 
is well described, though somewhat sketchily. Pudendal block 
should have been given greater prominence, particularly as the 
book is intended for general practitioners. Acute inversion 
of the uterus has been afi'orded a chapter, whereas more could 
have been written on the methods available for inducing prema- 
ture labour. Drew Smythe's catheter — one of the most useful 
instruments in the practice of obstetrics — ^has not been 
mentioned. 

Specialists should derive much pleasure from readme the 
book. The style is lively and many of the statements are 
provocative. TTicre is much that can be criticized in detail, but 
the author holds one’s attention from the first page to the last. 
The illustrations are of excellent quality, particularly ffie 
photographs of operations and demonstrations, and the line 
drawincs merit special praise. 

Wilfred Shvw-. 

PAEDLVTRIC INAXSTIGA'nONS 

D’aenosiic Tests for Infants and Children. By H. Behtendt. 

M.D. fPp. 529. £2 175.) New York and London : intersdenee 

Publishers Inc. 1949. 

The procedures described ' in Dr, H. Behrendt’s new- volume 
are essentially tests for function. Convenient classification has 
been achieved according to the organ or system under investi^- 
tion. Most sections begin with a brief description of the aim 
of the test succeeded by an account of the modifications caused 
by the age of the subject ; then follow a note on procedure and 
an unusually large section on interpretation. Tests used at all 
aces are given little notice, and simple testing of the urine for 
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Whatever may be the explanations for the failures, it 
must be admitted that treatment is beset with difficulties 
which are enhanced by our ignorance of the normal 
function of the thymus. On thymectomy for tumours 
it is interesting that Blalock, with his limited experience, 
felt that the indications were definite and the results 
satisfactory, whereas Keynes with his far, greater experi- 
ence is convinced of the very much worse prognosis in 
these cases. In the non-tumour cases the gland appears 
normal on inspection, but there are histological changes. 
Bratton’^ has stressed a qualitative difference in the 
islands of parenchyma and the formation of “germ 
centres ” in the medulla. These appearances have been 
noted also by Collins® and by Sloan® ; similar features 
were present in Blalock’s cases, but it is impossible to 
say whether they are a cause or an effect of the disease, 
though they are seen only occasionally in the thymus- 
in non-myasthenic cases. Several series published in 
the past and culled partly from necropsy records have 
contained an undue proportion of tumours of the 
thymus: the present series shows the true incidence of 
tumours to be in the region of 11.5%. Bratton has 
emphasized that the incidence of myasthenia gravis in 
cases of thymic tumour is about twice the incidence of 
thymic tumours in cases of myasthenia. 

In the future fruitful investigations may be under- 
taken jointly by the biochemist and the experimental 
physiologist. It has been shown that the serum from a 
patient with myasthenia gravis will interfere with the 
transmission of an impulse in the ordinary muscle-nerve 
preparation,’® but the real cause of this effect is unknown. 
Biological and chemical assay of the excised glands may 
yield further information on this and other points. While 
the results of fundamental investigations are awaited it 
is desirable that the treatment of these cases should 
largely be undertaken by a highly skilled few. The 
technique of thymectomy has been ably demonstrated 
by Mr. Keynes in a film, and he is to be congratulated 
on his low mortality rate. To suggest that only con- 
tinued observation of this steadily growing series will 
provide further and much-needed evidence of the true 
value of operation is not to detract from the brilliance 
of the work already done. 


AIR HYGIENE 

The contrast has often been pnintea out between the 
sanitarv' qualities of water and air in modem civilized 
conditions. That a water supply should be free from 
infection is now taken for granted, but the more diffi- 
cult problem of ensuring that the air we breathe shall be 
equallv innocuous is not only unsolved but until recent 
times was almost untouched. It began tq be taken seri- 
ous!} during the middle thirties, and became a sub- 
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ject of intensive research in this country in the early 
part of the war, when conditions- in air-raid shelters 
and elsewhere seemed to favour the spread of air-borne 
epidemics. A team 'of workers directed successfully by 
the late Sir Patrick Laidlaw, Dr. C. H. Andrewes, and 
Dr. R. B. Bourdillon carried oilt a comprehensive study 
of the whole subject of air disinfection, the results of 
which have now been published as a Medical Research 
Council report entitled Studies in Air Hygiene? This 
is a lengthy monograph of 356 pages, containing a large 
amount of highly technical information as well as 
descriptions of experiments and assessments of their 
significance which will command wide general interest. 

The first essential in any such work is an accurate 
quantitative method of determining the bacterial con- 
tent of air, and for this purpose the slit sampler invented 
by Bourdillon and his colleagues is evidently superior 
to any other device, even among those used in very 
extensive studies of this subject which have been pro- 
ceeding at the same time in the U.S.A. This ingenious 
machine has been perfected and modified for different 
piirposes, *and over .40 pages of the report are given to 
descriptions of the apparatus and its use. Its principle 
is that air is sucked at a known velocity through a 
narrow slit immediately above a slowly revolving plate 
of culture medium : particles containing bacteria 
impinge on the surface of the medium and adhere to 
it. The resulting colonies can be counted, and, since 
the volume of air sampled per minute and the speed 
of rotation of the plate are predetermined, the number 
of bacteria-carrydng particles per cubic foot of air can 
be calculated. The great advantage of this method is 
that it inunediately shows the effect 'of any change in 
atmospheric conditions : an “ event ” such as the shaking 
of a blanket is reflected in a high concentration of 
colonies in the sector of the plate exposed at that time. 

Tlie slit sampler has been, used not only in many 
laboratory experiments and in studies of air contami- 
nation in hospitals, but in other field trials here reported 
for the first time. These include investigations made in 
private houses, factories, and in a cruiser and a sub- 
marine at sea in time of war. The ‘liability of naval 
crews to air-bome infection is notorious, and this last 
study shows exactly where and in what conditions the 
overcrowding in the crew’s quarters leads to excessive 
air contamination, despite vigorous ventilation. Curi- 
ously enough, the bacterial content of air in the sub- 
marine was consistently fairly low ; possibly this is due 
to adhesion of bacteria-carrying particles to oily surfaces 
as the air circulates through the engine-room. On the 
basis of such studies it is- suggested that 50 colonies per 
cubic foot of air on blood agar, at 37° C. should be 
regarded as a limit not to be exceeded, and that such 

i Sjtec. Rep. Scr. med. Res,Coiin.t IJ)nd.t^o.262, London: H.M.S.0 
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! counts offer a better method than any other avaffable of 
r. deciding whether the air of an occupied space conforms 
to a satisfactory hygienic standard. - 
Th^ main object of most of the work described was 
to define efficient and practicable methods of disinfecting 
:: air which is inevitably contaminated. Tests of various 
• methods are described in detail, followed by reasoned 
statements of their possible applicability in different con- 
ditions. Ultra-violet radiation has distinct spheres of 
usefulness, though owing to its incapacity to destroy 
bacteria in dust particles it may need to be combined 
with measures for dust suppression. Useful chemical 
reagents fall into four classes. Hypochlorous acid, 
liberated by spraying a sodium hypochlorite solution, is 
effective and can be disseminated by a hand-spray: its 
use in offices and other such buildings is considered 
worth while during an air-home epidemic. Resorcinol 
and other related compounds are also effective and harm- 
less, but act for only short periods. Triethylene glycol 
has been extensively studied in the U.S.A. and was not 
included in this investigation. The main contribution of 
the M.R.C. workers in this field has been to demonstrate 
the activity as air disinfectants of lactic acid and related 
compounds. Lactic acid itself, though harmless, is 
somewhat irritating, but a-hydroxy-a-methylbutyric acid 
is less so and has the advantage that it volatilizes 
adequately from an unheated surface of sufficient extent 
If this substance becomes available in sufficient quantity 
practical trials of its use would seem to be well worth 
undertaking. 

The keynote to the general conclusions of this report 
is that air disinfection is practicable • only in special 
circumstances. There is no prospect whatever of the 
widespread adoption of'any of these methods in public 
buildings and conveyances: such problems are almost 
insuperable, owing either to the great size of the task or 
to the variable conditions for which provision would 
have to be made. It is also emphasized that appliances 
used for this purpose are apt to be neglected ; “ people 
lose interest” in them, as is perhaps natural when the 
result of their use is at best only the negative condition 
of absence of infection. The nearest approach to large- 
scale air disinfection advocated here is the spraying of 
sodium hypochlorite in offices and workrooms during an 
epidemic, as already mentioned. It is, of course, recog- 
nized that much can be done in such places by good 
ventilation and lighting and by measures to suppress 
dust. Otherwise the indications for chemical or other 
special treatment of air are more or less restricted to the 
hospital and the laboratory, where known dangers have 
to be countered in a space of manageable size and in 
circumstances permitting full control. There is a great 
deal to be gained by applying these principles and 
methods to the control of hospital cross-infection alone, 
and the medical historian of the future is likely to rank 


the British contribution to progress in this subject as 
one of our main medical achievements during the war 
period. 


NITROGEN MUSTARDS 

Although the pharmacology, biochemistry’, and chemistry of 
the nitrogen mustards were first investigated in England’-* 
reports of their use in the treatment of blood diseases came 
-first from America'-’ and later from this country.' Two 
aliphatic compounds of this series, HN2 or methyl-6is 
(ft chloroethyl) amine hydrochloride and HN3 or tris 
O chloroethyl) amine hydrochloride, have been used 
e.xtensively in the palliative treatment of Hodgkin's dis- 
ease and allied conditions. In this issue of the Journal 
Dr. J. D. N. Nabarro reports on the use of the bis deriva- 
tive in a small number- of patients over a period of three 
years. He found that when the glandular masses were 
localized radiotherapy gave better results than nitrogen 
mustard. On the other hand, cases in which the disease 
is widespread from the beginning respond better to nitro- 
gen mustard than to radiation. Occasionally in the ter- 
minal stages of the disease a dramatic remission may occur 
after the administration of nitrogen mustard. Recently an 
aromatic nitrogen mustard, bis (/S chloroethyl) j8 naphthyl- 
amine, has also been tested in the treatment of Hodgkin's 
disease and other conditions.* This last compound has 
some advantages over the aliphatic chloroethylamines, since 
it is much less toxic, can be administered orally, and does 
not cause the nausea and vomiting which almost invariably 
accompany treatment with HN2 or HN3. 

The value of these substances in the treatment of cancer 
is still difficult to assess, but they appear to have a defim'te 
place in the palliative treatment of lymphadenopathies. 
In other forms of malignant disease their action is much 
less certain: the results obtained in most cases of cancer 
arising other than in lymphoid tissue and the lungs have 
not been encouraging. Symptomatic improvement has fol- 
lowed the. administration of HN2 in a proportion of cases 
of cardnoma of the lung. Rhoads'* was probably the 
first to describe a case of this kind ; he studied the effects 
of nitrogen mustard on various types of neoplastic tissue 
and observed a remarkable temporary remission in a patient 
with anaplastic carcinoma of the lung. Out of forty-one 
patients with lung carcinoma treated with HN2 at the Royal 
Cancer Hospital" by Boyland and his colleagues about 
one half obtained symptomatic relief and showed objective 
signs of improvement. In these the pain, cough, dyspnoea, 
and general malaise were relieved, and decreases in caval 
obstrucu'on, in the amount of sputum and pleural c.xudate. 


^ Borland, E., B'lt. J. 19-46. 1, 2-47. 
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and in the size of metastases were observed. Some patients 
increased in weight during treatment, and in others there 
was radiological evidence of improvement, with some remis- 
sion of physical signs in the chest. The remissions which 
occurred were only temporary, lasting from two weeks to 
three months. Although no serious adverse reactions were 
noted the authors considered that nitrogen mustard does 
not greatly advance the tr^eatmeo.t of carcinoma of the lung. 
It may prolong life in some cas^s> though this is difficult 
to assess, and it sometimes reliefs distressing symptoms 
and thus may make the patient’s 
tolerable. Very similar results havl® obtained by 
Brown and Davis in Glasgowi^l American 

workers^^ ; the latter consider that nf 
be more effective and less hazardous radiotherapy in 

cases with rapidly growing anaplastic . . 

That the chloroethylamines have a £j|®'tionstrable clinical 
effect on bronchogenic carcinoma in estab- 

lished, but it has not been possible set 
they have a corresponding effect on 
cinoma. This probably indicates some of action 

on certain tissues. It must be rememberX*^’ however, that 
patients are acutely conscious of symptom ^ arising from 


disease of the lungs and of variations in seventy. In 
bronchogenic carcinoma a slight diminutic|“ ^ 
a tumour or in the amount of tissue reactioti 
be sufficient to afford notable relief froml.^® distressing 
symptoms. This apparent specificity oil nitrogen 
mustards is analogous to that of oestroge-r^. 
the prostate and breast and of urethan leukaemia. 

These two substances are also carcino^ 
induce mammary cancer and urethane i cancer of 

the lung in mice. Boyiand and Hornii recently 

shown that the aliphatic nitrogen musta 
cinoma of the lung, sarcomas, and lym **phosarcomas in mice. 

The aromatic nitrogen mustards !• induced cancer in 
rats. Thus the nitrogen mustards / ’resemble the oestrogens 

and urethane in that they ther carcinogenic, gjjgjgjjd and Wales occur in other countries ; for instance 

Though the effects obtained wit' P compar- - - • • 

able, the mechanism of their ;J»cfion is unknown. Better 
understanding of this may discovery of drugs 

of greater practical importau ^han the nitrogen mustards. 


responsible for the higher death rate among men during 
adult life. In the past 50 years, however, conditions of 
work have improved considerably ; shorter hours are 
worked, and the gross industrial toxic ‘risks have been 
eliminated. As a consequence of the improved standard 
of living the male death rate has fallen rapidly, but 
curiously enough the female death rate has fallen even 
more rapidly. At the present time the death rate of women 
is lower than that of men in each age group, though of 
course the fatality rate of some diseases is higher among 
women than among men. Perhaps the best-known excep- 
tion to the general^ trend is the higher death rate from 
whooping-cough among female than among male children. 

It has been suggested that the different social habits of 
males and females may in part explain the difference in 
the mortality rates, and this is possibly true for those 
diseases in which alcohol worsens the prognosis. One 
of the many interesting permanent features of the vital 
statistics of England and Wales is that the ratio of the 
death rate in rural areas to that of the general population 
is proportionately lower for males than for females. Most 
of the explanations put forward to explain this and other 
differences are too speculative to be satisfactory. 

The latest inquiry into this problem is that of Johnstone 
and Hosker,! tool- the Registrar-General’s supplement 
on occupational mortality- as their main source of informa- 
tion and compared the experience of males, single women, 
and married women. With the exception of appendicitis 
every disease which causes a hi^er mortality among men 
than among women also causes a higher mortality among 
single women than among married women. In married 
women the death rates from cancer of the uterus and, aftei 
the age of 45, from diabetes are higher than in single 
women, but married women have a lower mortality fron 
bronchitis, pneumonia, tuberculosis, peptic ulcer, cancel 
of the breast, and pernicious anaemia. They also comroi 
suicide less often than single women. Differences betwee: 
the death rates of men and women similar, to those ii 
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adult females have a higher mortality from diabetes thai 
adult males in the U.S.A., Canada, and New Zealand ; am 
in girls under 15 years of age in these’ countries th 
death rate from whooping-cough is higher than in boy: 
Johnstone and Hosker conclude ' that occupational dil 
ferences must be one of the important reasons for th 
dissimilarity of male and female death rates. 
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this country and in the U.S.A. for the past twenty-fi' 
years LatL work on agene-treated flour fully conffiOT 
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these columns.^ These confirmatory studies led the Food 
and Drug Administration of the United States Govemment 
to prohibit the use of agene, a prohibition which came into 
force as recently as August 1. 

It was subsequently pointed out by British and Ameri- 
can workers that the toxic agent was formed from the 
protein of the wheat and particularly from the gliadin 
fraction.'* Since Mellanby's first observations on the sub- 
ject there has been increasing interest in the identity of 
the toxic substance responsible. A great deal of work 
has been carried out by Moran and his co-workers* at 
the Cereals Research Station of the Research Association 
of British Flour Millers and also by other workers.* This 
has now been rewarded by the isolation at St. Albans 
of a crystalline substance which either is or contains the 
toxic factor.' The crj'stals are of needle-like appearance, 
melt sharply with decomposition at a temperature of 
232° C. (uncorrected), and their biological actisaty is 
unaffected by further recrystallization. As in previous 
work, the maize protein, zein, has been used as the start- 
ing-point. In the normal way it would be said that this 
crystalline isolate tvas a pure substance, and that it only 
remained to establish its composition and chemical identity. 
But the indications are that it will prove to be a peptide ; 
and with peptides, as with proteins, there has been a recent 
reminder that apparently “ pure ” and homogeneous crys- 
tals may turn out to be mixtures of different substances. 
None the less, this is an important advance, and the further 
progress of this work will be awaited with interest 


POLIOMYELITIS VIRUSES 
The Fourth International Neurological Congress which has 
just ended its meetings in Paris was remarkable for a 
number of important and interesting communications. 
The discussion on virus infections of the central nervous 
system was of topical interest The production of allergic 
encephalomyelitis and the relation of this condition to 
post-vaccinial encephalitis and to paralytic rabies on the 
one hand and on the other hand to disseminated sclerosis 
were the subject of a number of papers. The epidemiology 
of insect-bom enccphalitides was reviewed and a number 
of cases of recurrent benign meningitis were described ; 
whether this condition is due to a virus or to allergy is 
still undecided. New strains of rabies virus with reduced 
neuronotropy have been investigated and may' be of value 
for rabies immunization. 

Perhaps the most important discussion, however, was 
on poliomyelitis. It was suggested that in backward 
countries the acquirement of virucidal bodies to the 
Lansing strain of poliomyelitis without overt signs of 
infection may result from prolonged breast-feeding whereby 
immune bodies are passively transferred from mother to 
child ; the young child thus passively immunized acquires 
an active infection as a result of the prevalent defective 
sanitary conditions. The new phenomenon of Wrus exalta- 
tion in relation to poliomyelitis viruses was also described : 
doubtless more will be heard of this condition, which is the 
reverse of virus interference. 

Few of the neurologists attending the Congress had yet 
realized that what is now described as poliomyelitis is a 


symptom comple.x produced by at least three distinct groups 
of viruses. The term poliomyelitis in fact must now be 
used only in a general sense, much in the same way that 
typhus is used to describe broadly a number of distinct 
infections due to different species of rickettsiae. Historic 
or classical poliomyelitis includes the group of viruses iso- 
lated from human faeces, nasal washings, or spinal cords. 
It is not a uniform group, but consists of at least four 
varieties which are antigenically distinct. The first of these 
is the Lansing type, which has been transmitted from man 
to monkeys and ftence to cotton rats and mice. Six of 
these rodent-adapted strains are known, and have been 
isolated from patients in the Middle East and America, 
while virucidal bodies to these viruses have been found 
in Europe, America, Asia, and Africa. Three other anti- 
genically distinct strains of true poliomyelitis virus are 
recognized, and there may be others, since not all material 
from patients dying with poliomyelitis yields positive results 
on inoculation into monkeys. 

The second group of viruses all showing antigenic simi- 
larities and capable of producing paralysis in man com- 
prises the Mengo encephalitis virus from Uganda, the 
EMC (encephalomyocarditis) virus isolated from a monkey 
in California, and the MM and Columbia SK viruses, which 
were probably derived from rodents. One of this Columbia 
SK group of viruses may have been responsible for an 
outbreak of poliomyelitis in American troops in the South 
West Pacific area. This group of viruses is transmissible 
to man, monkeys, and rodents such as mice and hamsters. 
These viruses can be inoculated by a variety of routes, 
including intramuscular injection, and they are pantropic, 
producing lesions in organs other than the central nervous 
system. Immune bodies to this virus are widely distributed. 

The third group of viruses isolated in America is trans- 
missible only to suckling mice or hamsters ; distinct anti- 
genic varieties occur, and there is now evidence that these 
viruses e,xist in Western Europe. It must be e.mphasized 
that these three groups of poliomyelitis viruses are quite 
distinct from the mouse encephalomyelitis viruses, often 
incorrectly termed “ mouse poliomyelitis,” which arc trans- 
missible only to mice and hamsters. Such viruses have 
been isolated from mice in America and in Britain. The 
virus infection of pigs which attacks the anterior horn 
cells of the cord is also distinct from human strains. 

It is thus obvious that certain views on poliomyelitis 
will have to be revised. Some work is already in progress 
here on the newer aspects of poliomyelitis, but, as it now 
appears probable that recurrent epidemics will visit this 
country at frequent intervals, it is essential that a com- 
prehensive attack should be made on these problems. 


TONOSCILLOGRAPHL’ IN PERIPHER,\L 
VASCUL/VR DISEASE 

Nomenclature is an ever-increasing burden to the medical 
profession, and to many the term tonoscillography may 
seem just one more weighty straw. In this word the prefix 
“ton” (from rovoj, meaning tension) indicates that the 
height of the blood pressure is obtained simultaneously 
with the size of the arterial pulsations from the written 
record of an oscillogram. Ejrup,* of Stockholm, has 
broken entirely new ground by app]}ing the results of 
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tonoscillography after exercise- to problems connected with 
the diagnosis, prognosis, and treatment of vascular dis- 
orders of the extremities. If his findings are confirmed 
and his technique found not too time-consuming for general 
application in less expert hands than his own the early 
diagnosis of these conditions and the assessment of their 
severity should become much easier. 

The idea of simultaneous automatic recording of blood 
pressure and arterial pulsation is not new,“'®-but Ejrup’s 
apparatus is both original and simple. It consists of two 
cuff-pressure systems actuated independently by automatic 
valves which inflate or deflate the cuffs at accurately con- 
trolled pressures and time intervals. The cuff applied to 
the proximal part of the limb to be studied — the pressure 
cuff — is connected to a manometer which by means of a 
lever inscribes a record on a continuous recording strip. 
The lower or pulse cuff is lightly distended at a fixed pres- 
sure, and smalt volume variations of arterial pulsations are 
recorded electrically with a movable pen attached to the 
same lever as the pressure cuff while the latter is steadily 
inflated. Diastolic pressure is recorded at the point where 
the form of the pulsations suddenly alters, and the point 
where all pulsation ceases indicates the systolic pressure. 
Automatic recordings are taken in this manner every 20 
seconds — venous congestion being avoided by complete 
emptying of the cuffs in the intervals. Strict precautions 
are of course necessary in order to obtain • comparable 
records. Although systolic end-points are clear, diastolic 
pressure is by no means always obvious in the published 
records. 

By employing Nylin’s® standard exercise step-tests Ejrup 
found that a raised blood pressure and increase in pulse 
amplitude in the legs invariably occurred immediately after 
exercise in healthy subjects. Records after exercise were 
remarkably constant in the same individual on different 
occasions, in contrast to resting records, which showed 
considerable variations. In patients with organifc arterial 
obstruction, on the other hand, whether due to Buerger’s 
disease, arteriosclerosis, or embolism, a characteristic 
inverse response was obtained : there was a decrease or 
even absence of all pulsations after exercise and a lowering 
of the pressure at which pulsations disappeared — i.e., an 
apparent lowering of the systolic pressure. In 10 cases in 
which the site of obstruction was determined by arterio- 
graphy the level on the leg at which the inverse reaction 
appeared could be predicted with precision by the ton- 
oscillograph. All but two of the 54 cases of intermittent 
claudication showed an inverse response, and patients 
with unilateral symptoms always gave a bilateral inverse 
response, more pronounced in the painful leg. A similar 
inverse reaction was also found to occur in aortic coarcta- 
tion, in which, as is well known, arterial pulsation in the 
legs is diminished. Some of the 17 patients in this series 
complained of claudication, but a typical inverse response 
after exercise was found in every case. Treatment by the 
Crafoord resection operation resulted in the disappearance 
of the inverse reaction, and normal responses were 
obtained. 

1 Awr. Heart J., 1948, 35. 41. 

4 Bergman. A.. C. R. Soa. Biol., Parit, 1022. 87, 1046. 

4 Fidhlom, E., Ana mrd. jranJ., 1936. 88. 45. 

• Stockiis, von B.. Co'dlnlostia, Ba.ret, 1940, 4, 75. 

5 WeKv H..J. 7/7*. r/id. A/fd.. 1941 26 1351. 

* Nylin. G., Z, klm. Med., 1931. 118. 584. 

7 Gilchriai, A. R., Brit. Heart J. 1945. 7, 1. 


Ejrup’s method of study of obstructive arterial disease of 
the extremities gives objective information which cannot 
be obtained by the more usual and comparatively cruder 
methods of osclllography. The new technique appears to 
make possible the accurate and early diagnosis of obstruc- 
tive arterial lesions in the limbs and precise location of the 
site of the obstruction. It can provide confirmatory 
evidence of coarctation of the aorta, and it may perhaps 
prove valuable in determining the presence of other causes 
of obstruction to aortic flow, or of lesser degrees of nar- 
rowing of the aortic isthmus, in the cases in which other 
investigations give equivocal results and in which the 
femoral pulse is easily felt. The latter type of abnormality 
is probably more often missed than detected, particularly 
when associated with patency of the ductus arteriosus.’ 
Ejrup claims that his method of tonoscillography is of 
value in differentiating functional disorders of the limbs 
from those due to obstructive arterial lesions, and that it 
can also be used to measure the extent of remission or 
progression of disease following treatment (of which many 
forms have been advocated) for arterial disorders of the 
extremities. Confirmation of his findings will be awaited 
with interest. 


FUNCTIONAL VENTRICULAR FIBRILLATION 
Arrhythmias originating in the ventricle, apart from 
isolated or short sequences .of extrasystoles, are usually 
an expression of serious ischaemic heart disease, and are 
much more rarely encountered with an apparently normal 
heart than the corresponding disorders in the auricle. 
Ventricular fibrillation is, indeed, most often a terminal 
event, or, if survived, is an indication that the patient has 
not long to live. An unusual, perhaps unique, case has 
recently been reported by Moe,^ who was able to record 
attacks of ventricular fibrillation in a man of 38 in whom 
no evidence whatever of organic heart disease could be 
discovered. After a period during which he noted palpi- 
tation the patient had a number of syncopal attacks, and 
a cardiogram obtained during one of these showed ventricu- 
lar fibrillation lasting for 18 seconds, the patient being 
unconscious, the pulse impalpable, and respiration stopped. 
Before the fibrillation solitary extrasystoles and groups of 
extrasystoles were recorded, and after it a bradycardia, 
probably due to A-V nodal rhythm. A record on the 
following day showed normal rhythm with flat T waves, 
but on the second day these had become normal. 
Ten syncopal attacks were observed in one day, the 
number probably being augmented by treatment with 
injections of adrenaline ; this was given on the supposition 
that the attacks were due to heart block. After appro- 
priate treatment with quinidine the attacks soon ceased 
and have not recurred, except on one occasion when the 
quinidine was temporarily discontinued. Short runs of 
ventricular extrasystoles are the only arrhythmia which 
has since been recorded, and the patient remains well 
taking 0.1 g. of quinidine daily. Clinical and x-ray exam- 
ination has failed to reveal any sign of organic heart 
disease. If Moe’s interpretation of this case is correct, the 
possibility of functional ventricular fibrillation appears to 
be established. 


^ Acta med. scand., 1948, 130, 416. 
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PIG. I.— A Week. 


THE PATIENT WITH THE PAINT-BRUSH 

EXHIBrnON OF PAINTING 

An exhibition of paintings by patients from the Mental Treat- 
ment Centre, Hill End Hospital, St. Albans, was opened by 
.Mr. Victor Pasmore at Trefoile House on September 7. The 
exhibition contains over 50 pictures that have been painted since 
the previous display 18 months ago. Most of these are the 
efforts of people who have painted only during a few months’ 


stay in hospital and have never used a 
paint-brush before. 

The paintings differ widely in character. 
Some are frankly objective, others are 
more obviously a means of emoticnal 
release. Yet each represents a form of 
personal creaiiveness and is stamped with 
the individuality of the painter. The 
artist’s work is something into which his 
personality enters and through which his 
imagination finds release, which estab- 
lishes painting as a useful adjunct to 
standard psychotherapy. 

The exhibition shows also the latent 
powers of artistic expression possessed 
by those who make no pretence to 
special talent. Mr. Pasmore empha- 
sized that these paintings had been 
executed for enjoyment and not for the 
purpose of analysis, and he observed that 
the gallery strongly resembled an exhibi- 
tion of children's art. This, he said, indi- 
cated the fallacy of the opinion that fresh 
artistic creation was impossible after early 
youth. 

The pictures reproduced here represent 
three of the different styles seen at the 
exhibition. ‘‘ A Week ” is a patient’s 
impression in paint of seven days in his life while in bospitak 
“TTie Ravine” and “Autumn Tapestry" are imaginatite 
studies in contrasting design. 

Mr. N. C. Colquhoun and Dr. W. J. T. Kimber, medical 
director of the hospital, were in charge of the painting class. 
The exhibition is open between 9 ajn. and 6 p.m. and will 
continue until October 1. 

Photographs of the paintings by Sport and General. 
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BRITISH ASSOCIATION 

MEETING AT NEWCASTLE-UPON-TYNE 

The 112th annual meeting of the British Association was held 
at Newcastle-upon-Tyne from August 31 to September 7, and 
was the fourth largest meeting in the association’s history. 

The presidential address on world population and world food 
supplies, given by Sir lohn Russell, formerly director of the 
Rothamsted Experimental Station, was commented on in a 
leading article in the, last issue of the Journal (p. 585). Sir John 
Russell concluded that “ the increased food production that 
may be confidently expected is more than ample for population 
increases at Western rates,” but that “ it could easily be out- 
stripped locally where Eastern rates of increase prevail.” 

Sir John referred also to the induction of lactation in cows by 
diethylstilboestrol as the first stage in making the male redun- 
dant, and discussed the possibilities suggested in livestock breed- 
ing by the combination of artificial insemination and trans- 
plantation of ova. Edwards has estimated that by suitable dilu- 
tions the number of inseminations from' one* bull could rise to 

10.000 or even 15.000 per annum. J. Hammond, jun., and 
Bhattacharya at Cambridge have shown that a cow injected 
with pregnant mare serum will produce a number of ova per 
oestnim instead of one, and attempts are now being made to 
transplant these into other cows, one into each, fertilize them 
by artificial insemination, and so get a dozen' or so offspring 
from the chosen mother. One cow so treated might produce 

75.000 ova in her lifetime, and scrub cows, otherwise of little 
use, might be employed as her incubators. 

The CcU 

The presidential address in the section of physiology was 
given by Professor R. A. Peters (Oxford). He discussed the 
cell from the point of view of the biochemist, beginning with 
a reminder that the development of British anti-lewisite, now 
available as an antidote to certain antimony and mercury com- 
pounds, as well as arsenicals, had originated in the application 
of a rational biochemical approach to the problem of arsenical 
poisoning. Like iodoacetic acid — which occupies an important 
position in the historical development of biochemistry — the 
arsenicals act by blocking a particular stage in the chain of 
enzyme-activated conversions which leads from glycogen to 
lactic acid. Such a block should lead to the accumulation of 
the last preceding substance. This has not been demonstrated 
''in vivo in iodoacetic acid poisoning. But in the case of arsenical 

isoning the accumulation of pyruvic acid has been shown 
\ vivo as well as in vitro, thus providing a bridge between the 
oratory schemes worked out by biochemists and what fakes 
place in the human body. The participation of thiamin in the 
co-enzyme needed in the same stage of the glycogen-lactic acid 
sequence has also been demonstrated. A further such “ bridge ” 
IS in the accumulation of citrate in vivo in fluoroacetic acid 
poisoning, as required in the current cyclic scheme of changes 
postulated to explain the oxidation of the “ two-carbon ” frag- 
ments formed in the metabolism of carbohydrate and fat. Such 
bridges are important because of — to quote Sherrington — the 
“mush of unrecognizably disintegrated cells” from which bio- 
chemists start their preparations ; but Professor Peters added : 
" The onus is no longer on us if this biochemistry is not taken 
seriously.” 

Proceeding to the properties of the cell as a whole, Professor 
Peters recalled, first, that chemical reactions which required 
different conditions must be capable of proceeding simulta- 
neously (the “ microkitchen " argument) ; secondly, that the 
heart cell could respond as a whole to an amount of acetyl- 
choline which would cover only one-six-lhousandth part of its 
surface ; and, thirdly, that the substance of the cell could be 
thought of as a jelly, which in essence was a fluid. He could 
not picture the reaction of the cell as a whole to a single local 
stimulus on the basis of " bags ” of enzymes floating in a proto- 
pl.ism which was itself without structure, and such reactions did 
not become intelligible until he took the view that the cell was 
organized as a whole. The benzene ring reacted as a whole, 
and its organization as a whole enabled properties to be 


interpreted which would be otherwise unintelligible ; and so he 
believed it would be with the living cell. 

Finally, he referred to the individuality of the cell as sug- 
gested by the failure of skin • grafts, even from near relatives. 
Such failures,- he suggested, appear to be explicable only by 
taking the view that there is some protein constituent in the 
skin graft which is different for every individual. The identifi- 
cation of genes with enzymes he thought uncertain ; and as 
regards cell division and growth, it seemed a better approach to 
tackle first the non-dividing cell. 

In the discussion, to which Professor Peters’s address served 
as the introduction, Dr. R. Barer (Oxford) described the advan- 
tages of new methods' of microscopy in relation to cell struc- 
ture. The phase-contrast microscope enabled the intact living 
cell to be studied under improved conditions, and the reflecting 
microscope allowed absorption measurements to be made in 
the ultra-violet and infra-red regions with no change of focus. 
He demonstrated electron-micrographs obtained by Draper 
and Hodge, 1 showing the localization of minelals in skeletal 
muscle. The essential features were the combination of long 
filaments running lengthwise, with extremely fine transverse 
striations and wider transverse bands. Professor A. C. Frazer 
(Birmingham) referred to possible molecular arrangements of 
lipoproteins which could be concerned in cell structure, and 
Dr. E. N. Willmer (Cambridge) spoke on “the cell from the 
aspect of tissue culture.” 

Microbial Digestion 

A discussion on microbial digestion in the alimentary tract 
was held jointly by the sections of physiology and agriculture. 
It was introduced by Dr. D. P. Cuthbertson, director of the 
Rowett Research Institute, Aberdeen. He said that, since 
all mammals so far examined had a microbial population 
in the large intestine, this form of digestion must be general 
and normal. In carnivores, such as the wolf, fermentation on 
any large scale did not take place, but in most other marnmals 
the caecum and colon had the size and the environment suitable 
for bacterial growth. Only substances produced' outside the 
living microbial cell, or made soluble by autolysls of the dead 
cell in the large intestine, were made available to the host. In 
the ruminant the rumen and reticulum, the first two of the 
four compartments of the stomach, formed a large fermenta- 
tion vat where coarse fodder material, indigestible to the non- 
ruminant, could be rendered available to the organism and new 
compounds of importance to the animal could be synthesized. 

Dr. S. K. Kon (Reading) discussed the microbial synthesis of 
vitamins of the B complex and of vitamin K. This had been 
shown to take place in tlie intestinal tract of most avian and 
mammalian species, but in ruminants occurred also in the rumen, 
so that conditions for utilization were specially favourable. 
Studies with animals having permanent fistulas into the rumen 
showed that the rumen contents were substantially richer on 
a dry-weight basis than was the original diet. This apph'ed to 
almost all the vitamins of the B complex, which had been 
measured. The young ruminant, however, was without this 
active microbial flora during the first , few weeks of life, and 
was as dependent on an external supply of vitamins as the dog 
or the rat 

American investigators had compared the inpat and output 
of different vitamins in healthy adults receiving diets deficient 
in one or more of these factors. The average faecal excretion 
of all the vitamins studied was as high on the restricted as on 
the normal diet, so that there must have been appreciable 
synthesis ; but average urinary output was lower, thus illus- 
trating the point that the value to the host of such synthesis 
was limited by intestinal absorption. On the other hand, an 
interesting condition, that of refection, could arise when certain 
non-ruminants received a diet rich in raw starch. In this con- 
dition animals normally'dcpendent on a supply of vitamins in 
the food could dispense with it entirely. The occurrence of 
refection in the rat was dependent on the presence of raw 
starch and of starch-splitting organisms in the caecum. The 
animal became a vicarious ruminant, the caecum combimng 
some of the functions of the rumen and the true stomach. 


•Jfoture, 1949, 163, 576. 





Here is an inexpensive littie desice for penicillin 
inhalation therapy that requires ho supplementary equipment 
It is the Aerohalor — a small plastic inhaler with attachments 
for oral or nasal inhalation. It is used with disposable 
Abbott Sifter Cartridges containing 100,000 um’ts of finely 
powdered crystalline penicillin G sodium. 

For oral inhalation, the patient simply attaches the mouth- 
piece, inserts a cartridge of penicillin pow der and “ smokes " 
it like a pipe — by inhaling, removing, e.xhaling. Kasai 
inhalation is similar, using the noscpicce. The patient's 
respiration is the only, motive power necessary. 

This form of treatment is indicated for infections of the 
upper and lower respiratory tract produced by organisms 
susceptible to penirillin. It is contra-indicated only for 
infections not susceptible to penioUin, and for patients 
allergic to the drug. In one study, only 3 to 6 per cent 
reactions, none serious, were reported in over 500 cases.* 
Ask your Abbott representative for a demonstration of 
the Aerohalor or write for comprehensive illustrated literature, 
ABBOTT LABORATORIES, LTD., Wadsworth Road. 
PERIVALE, Midd!ese.x. 

• The Inhalation of Penicillin Dust, J. A’rrr. r-.ei. AsS., 13S: 344, Octeber 2. 
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The problem was to neutralise aspirin 

and to make it soluble. The problem has now been solved. 
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Aspirin is acidic, sparingly sol- 
uble, and for many subjects a 
gastric irritant. By contrast, its 
calcium salt is neutral, soluble 
and bland. Unfortunately, 
however, calcium aspirin as 
ordinarily presented is unstable, 
and thus, sooner or later be- 
comes contaminated with the 
breakdown products, acetic and 
salicylic acids. In Disprin the 
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problem of providing pure 
calcium aspirin in stable and 
palatable form has been solved. 
Extensive clinical trials show 
that patients can take Disprin 
in large dosage and over 
prolonged periods without 
suffering the disturbances, 
gastric and systemic, that so 
commonly attend intensive 
aspirin therapy. 
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Neutral, stable, soluble, palatable, calcium aspirin 

Bottle of 26 tablets, price 2/- including Purcliase Tax • On prescription Disprin 
is free of Purchase Tax • Clinical sample and literature supplied on application. 


KBCKITT & COLMAN LTD., HULL AND LONDON. (PHARMACEUTICAL DEPT., HULL) 
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Dr. J. Tosic (Rowett Institute) mentioned the ability of micro- 
organisms found in the rumen to assimilate cobalt and other 
trtce elements from their external environment, and discussed 
the connexion of this with possible mechanisms of cobalt and 
other trace element deficiencies in the ruminant. 

Pernicious Anaemia 

Discussion of microbial digestion led into a further discussion 
on folic acid, vitamin B,,, and anaemia. Vitamin B,. is the first 
pure substance of biological origin in which cobalt is contained. 

Dr. E. Lester Smith (London) stated that knowledge of the 
absorption by ruminants of vitamin B,,. probably made by 
bacteria, had come to light through work on the need of chicks 
and other animals for a factor present in animal but not in 
vegetable proteins. It was then found that this factor could be 
synthesized by certain bacteria, and about the same time it 
became clear that it was none other than vitamin B„. One 
organism that made useful amounts was Strcptomyces griseus, 
already in commercial use for streptomycin production, and 
crystalline vitamine B,, has already been isolated from this 
source. 

Dr. C, C. Ungley (Newcastle) distinguished between the 
megaloblastic anaemias according to the presence or absence 
of gastric atrophy. In Addisonian pernicious anaemia the 
effects of vitamin B,„ given by various routes and with and 
without gastric juices, suggested that it permitted the detoxica- 
tion of the haemolytic factor. Vitamin B,, was also as effec- 
tive as liver extract in the treatment of the neurological changes, 
Pteroylglulamic acid (folic acid), on the other hand, was only 
temporarily or partially effective. But in the second group, 
without gastric atrophy, pteroylglutamic acid was effective in 
small doses, and vitamin B,, even in large doses was either 
ineffective or only partially effective. 

Planes of Nutrition 

Planes of nutrition in livestock were discussed in the section 
of agriculture in relation to shortages of feeding-stuffs and the 
economic return, measured by the conversion of one foodstuff 
into another. Mr. R. W. Pomeroy (Cambridge) spoke of sheep 
and pigs. In sheep, a low plane of nutrition during early 
pregnancy had no effect on the size of the foetus, but a high 
plane during late pregnancy made it more likely that the lamb 
could be sold as a " fat lamb " direct from the ewe. Such a 
combination therefore gave the greatest return from available 
extra feecing-sluffs. In pigs, with more numerous progeny, the 
probiem arose of the feeding of the young pigs as well as of the 
sow. Young pigs benefited most from a high plane of nutrition 
up to 100 lb. (45 kg.) live weight; less from a high plane of 
nutrition thereafter. The most efficient conversion of foodstuffs 
was through a high plane of nutrition followed by a low, and 
the difference compared with the reverse procedure was as much 
as 70%. Sows usually proceeded without intermission from 
lactation to pregnancy, and a high plane of nutrition was needed 
for recovery from lactation. With less certainty, it was argued 
that a high plane of nutrition during late pregnancy was 
undesirable, on the grounds that excessive lactation was 
promoted and also a clumsiness of movement which could be 
dangerous to the young pigs. 

Dr. S. Bartlett spoke of dairy cattle. He suggested that cows, 
co\vmen. and examination candidates were all of the opinion 
that there was only one way of feeding dairy cattle, and that 
was as laid down in official publications. There were discrep- 
ancies between British and American figures for extra milk 
yield ; but if farmers could be induced to supply extra food, 
and cows to eat it, an adequate physiological response should 
be obtained. 

In the section of physiology Dr. R. Passmore (Edinburgh) 
summarized the results of a dietary sun'ey of 298 students 
under 21 years of ace which had been carried out by the 
Department of Public Health and Social Medidne of_ the 
University and the Scientific Advisers’ Dis-isions of the Ministry 
of Food.' The minoritv of students on an ill-balanced diet 
were evenly dist ributed among both sexes and among those living 

‘A H Kiichin. R. Passmore, M. Pyke, and G, M. Wamock, Brit. 
J. so'c. Med., 1949 . 3 . 10 . 


at home and in lodgings, the diets of those lisinc in university 
hostels being on the whole well-balanced. From interviews 
with students it was- concluded that even at university level 
there was a real need for elementary health education, ignorance 
being more important than lack of money in deterroininc bad 
feeding. 

Psychology and Industry 

Sir Godfrey Thomson's presidential address to the section 
of psychology consisted of a criticism, on the ground of method, 
of the tendency to multiply mental factors. His general attitude 
was that factors of different sorts were useful and sivid addi- 
tions to the psychologist’s vocabulary, but that " they are not at 
all unitary and only partially innate, being built up in the indisi- 
dual mind by many external influences.” Probably the general 
level of intelligence owed most to heredity — a “ ceiling ” which 
the individual might fail to reach but could not surpass. With 
other so-called mental factors. Sir Godfrey suggested that much 
more was due to environment, 

A discussion on human problems in the design of machinery 
and working methods was opened by Dr. N. H. Mackworth 
(Cambridge). Dr. G. B. Frisby (National Institute of Industrial 
Psychology), who followed, argued that satisfaction in work 
should be regarded as a basic requirement. A machine limited 
by its design the freedom of action of the wor’ser. and so did 
methods of manufacture, even in assembly and other manual 
work. Lay-out, spedal jigs, and tools all determined that the 
-job should be done in one svay decided not b> the worker but 
by the production engineer. This favoured the " we — they " 
attitude. The size and complexity of the individual task were 
also reduced, and the tendency had been to accept as inevitable 
both this increased subdivision and the reduced satisfaction that 
went with it. There was a need for research on the nature of the 
satisfactions which could be felt from work. For example, 
could pride in skill persist where the creative element had dis- 
appeared 7 In any event, if the production engineer proceeded 
in his breakdown of jobs beyond the point at which loss of 
satisfaction occurred for the majority of his workers, then effi- 
ciency would decline. Speed, shown by the stopwatch, m.ighl 
increase, but persistence might fall, and labour wastage and 
absenteeism might increase. 

Piltdown Man 

The status of the Piltdow-n skull, found by Mr. Charles 
Dawson a few miles north of Lewes in 190S, seems to have been 
finally settled by two communications to the section of anthro- 
pology. Dr. K. P. Oakley (British Museum) presented the 
results of the fluorine test fay which the age of bones found in 
the same geological sequence can be roughly compared Skull 
and jaw had proved approximately contemporary — thus settling 
one argument which has persisted even to the present year — 
but neither was likely to be older at most than KXI.OOO years. 
There could be no question, therefore, that Piltdown Man and, 
say, Pekin Man could be approximate contemporanes. 

Dr. Robert Broom (South Africa) reponed in a written com- 
munication that he had independently reached the conclusion 
that the Piltdown jawbone belonged to the same individual as 
the brain case,; that this was a big-brained type of man which 
evolved on a quite different line from true finr-n : and that the 
“simian shelf” in the lower jaw was probably an indication 
of parallel evolution rather than of dose affinity with the 
anthropoids. 


THE LISTER INSTITUTE 

Macbeth exclaimed, ’’ Bring me no more reports ; let them fly 
all.” and in the office of a medical journal it is difficult not 
to sympathize with him. Of some reports it can be said that 
their copiousness is in inverse proportion to the importance of 
what they describe ; but of others that their volume is as 
meagre as the work tlself is outstanding. TTre latter is tree of 
the annual report of. the governing body of the Lister institute 
of Preventive Medicine for 1949, This is a thin pamphlet of 
13 pages and describes the year’s work of a staff of about 50 
highly skilled research workers, all enpged on special lines of 
study. The report is so short that the work done at Chelsea 
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Bridge Road remains largely uninterpreted, even to the expert 
engaged on a parallel line of research. It is true that most of 
the work is a continuing study — that is to say, reportable results 
are not necessarily forthcoming in a particular year — but the 
pursuit should fie worth reporting as well as the goal. To name 
only a few of the lines of research which are proceeding makes 
their potential importance evident. 

Work is being carried out on the factors concerned in the 
virulence of Haemophilus pertussis for mice) and the influence 
of such factors on the immunizing properties of whooping- 
cough vaccines ; on methods of preserving vaccinia virus with- 
out the use of refrigeration ; on precipitating antisera against 
the blood of man and animals with the object of identifying 
blood meals of blood-sucking insects ; on the haemolysis of 
erythrocytes from different species of animals by clostridium 
toxins ; on the nature of the linkages in gramicidin most 
susceptible to acid hydrolysis ; on the examination electro- 
phoreticaily of a group of sera from cases of pneumoconiosis ; 
on factors in blood clotting ; on the metabolism of nicotinamide 
and related compounds as affected by diet — and on many 
other lines of investigation in the bacteriological, biochemical, 
biophysical, and nutritional fields. 

Some of the nutritional studies are interesting. One of them 
is on the effect' of vitamin A on gastric conditions. Cases of 
peptic ulceration, or of gastric pain without ulceration, treated 
with vitamin A as out-patients at the Royal Free Hospital have 
been followed up. Healing of the ulcer has been demonstrated, 
radiographically in some cases. Continuous treatment for six 
to ten weeks seemed the most satisfactory, and prolongation of 
continuous treatment for long periods caused relapse in a few 
cases. Sometimes, after an interval of six to twelve months 
after treatment, pain would return, and another course of six 
weeks’ treatment was then necessary. Cases studied at the 
Medical Branch of the General Post Office at Mount Pleasant 
have also been followed up, and the results confirmed those 
obtained at the Royal Free Hospital. Vitamin A has been 
studied further in relation to the stomach of rats. Search has 
been made for the factor which prevents proliferation of the 
gastric epithelium when the animals are deprived of this vitamin. 
Efforts to find the factor in casein prepared in various ways 
have proved unsuccessful, and recourse has been made to certain 
vitamin- A-deficient flour diets. Flour of 85% extraction has 
been used, and in. a preliminary experiment with 18 'rats 
epithelial proliferation, though not entirely absent, was very 
much less than with any other diet tried. It did not appear to 
be of significance whether the flour was bleached or unbleached. 

The Blood Products Research Unit of the Institute has issued 
during the year large quantities of dried human plasma and 
plasma fractions for clinical use, also 2,500 ampoules of gamma 
globulin for clinical trial in cases of measles. 

It is announced that Lord Border, owing to the increasing 
demands on his time, has resigned his seat on the governing 
body after fourteen years' service. Dr. A. N. Drury has been 
appointed in his stead. The governing body again records its 
appreciation of the continued co-operation and collaboration 
of the Medical Research Council, the work of whose external 
scientific staff is described in the report. 


DRUG ADDICTION IN BRITAIN 
REPORT TO THE UNITED NATIONS 
The British Government's Report' for 1948 to the United 
Nations on the traffic in opium and other dangerous drugs was 
published last week. Approximately 395 addicts are known 
to the Home Office — 198 men and 197 women. Of these, 
112 are doctors, 3 dentists, 1 a veterinary surgeon, and 3 
pharmacists. Information about addicts is generally obtained 
by Home Office inspectors and by the police in the course of 
normal routine inspections of the registers kept by wholesale 
and retail chemists, and by visits to doctors who are prescribing 
for patients who are addicts. All the addicts are reported to 

'Tl:e Tro(J;c in Opium and Other Dangerous Dmes- Report to 
the United Nations by His Majesty’s Government in the United 
Kingdom of Great Britain and Northern Ireland for 1948. 


-have obtained their supplies from legitimate sources — i.e., on 
prescription. ' During the year eight doctors were convicted 
of violation oFthe narcotic laws, and in six of the cases the 
authority to possess, supply, and prescribe dangerous drugs was 
withdrawn by the Secretary of State. Eighteen men and six 
women were reported as having been cured of their addiction 
during the year ; eleven of these were doctors. Approximately 
12% of all the addicts are reported to be using pethidine either 
alone or together with another drug. 

. The only regular illicit importation of dangerous drugs to 
this country is carried on by merchant seamen, who are usually 
Chinese, Indian, or African, The drugs they bring in — ^mostly 
Indian hemp and opium — are used almost entirely by them- 
selves or by their fellow countrymen. This illicit traffic is 
largely confined to the seaport towns, but during the year three 
negroes were arrested in Birmingham for being in unla\vful 
possession of Indian hemp. It was discovered that they had 
obtained their supplies in Liverpool, where three other men 
engaged in' trafficking were arrested. There was only one case 
during the year in which drugs from legitimate sources were 
suspected of having been diverted into the illicit traffic. In this 
case two men, both addicts, were proved to have forged certi- 
ficates showing that accomplices of theirs were registered as 
drug addicts abroad. The accomplices were then introduced to 
two d&ctors in London who, because of the forged certificates, 
were iriduced to prescribe heroin and cocaine. 

Supervision is exercised by Home Office inspectors over per- 
sons authorized to possess and use dangerous drugs. Inspection 
of retail pharmacists is' carried out as a matter of routine by 
the police forces throughout the country. The inspectors, who 
advise and assist the police in this work, also visit retail pharma- 
cists either casually or in the course of special inquiries. 
Doctors’ records of dangerous drugs may be inspected by 
regional medical officers, who are ready to give advice on cases 
of addiction. If a doctor, dentist, pharmacist, or veterinary 
surgeon has been convicted of irregularities connected with the 
supply of dangerous drugs the Secretary of State is empowered 
to deprive the offender of his authority to possess, supply, or 
prescribe the drugs. 

During the year pethidine and amidone were added to the 
list of drugs for which a separate register or part of a register 
must be kept. No modifications in the administrative arrange- 
ments for implementing the information convention were made 
during the period. 


Nova et Vetera 


THE PITCAIRNS 

Three Pitcairns have acquired places in medical history— 
Archibald (1652-1713), William (1711-91), and David (1749- 
1809). David was the nephew of William, and William was 
of the family of Archibald, although what William’s precise 
relationship to Archibald was, Munk does not say. Archibald 
Pitcairn, according to Munk, was “celebrated as the founder 
of the mechanical sect of medicine.’’ This is hardly accurate '. 
Borelli (1608-79)' came before him. Borelli, however, was 
not much of a physician, and Haeser assigns to Archibald 
Pitcairn the honour, if it is an honour, of carrying the applica- 
tion of iatro-mechanical physiology in practical medicine to its 
highest point. Haeser gives Alexander Pitcairn a page and a 
half, but had probably formed the opinion — certain to be 
entertained by a modern reader — that lairo-mechanism was 
rather silly. He permits himself to say that Pitcairn, “ like all 
one-sided theorists,’’ was apt to swear by empirical remedies, 
and instanced the human skull and earthworms as part of 
Archibald Pitcairn’s pharmacopoeia. It is, humanly speaking, 
certain that neither William nor David Pitcairn ever prescribed 
either, but William had great faith in opium and there is a 
story that his nephew David, when a medical student in Edin- 
burgh. saved the life of Professor William Cullen’s son by 
conveying his uncle’s advice to administer laudanum freely._ 
Haeser has nothing to say of William and David Pitcairn, 
neither of whom published anything ; both kept such tbeoriel 
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as they had to ttemselves. WUUam Pitcairn prescribed opium 
treely, but Davrd seems to have had little faith in drugs. Of 
hm It IS said that when a young physician commented on 
the inertness of his prescription in a case of consumption he 
replied : “ ’Hie last thing a physician learns, in the course of his 
experience, is to know when to do nothing, but quietly to wait 
and allow nature and time to have fair play in checking the 
progress of disease and gradually restoring the strength and 
health of the patient.” Not so terse as Hippocrates, but 
Hippocratic. 

Uncle and nephew were esteemed by the public and their 
colleagues. William Pitcairn was president of the Royal College 
of Physicians for ten years, 1775-85, and retired from practice 
in 1784, when he was appointed treasurer of St. Bartholomew’s 
Hospital. He was physician to the hospital for 30 years 
(1750-80). His nephew David followed very closely in his 
steps ; he was elected physician to St. Bartholomew’s in 1780. 
If Munk’s dates are right there seems an irregularity in the 
hospital’s practice, because in 1780 David Pitcairn was neither 
MJ3. (he graduated Mi.Cambridge in 1779 and M.D. in 
1784) nor a h'centiate of the College — he was admitted candi- 
date in 1784 and Fellow in 1785. It is possible that, as his 
uncle was president, the College did not enforce its legal rights. 

David Pitcairn followed his uncle as physician to Barfs 
within a week, and might well, after a somewhat longer interval, 
have succeeded him as president of the College had not his 
health failed in his fiftieth year. Residence for IS months in 
Portugal was followed by improvement, and on his return to 
England Da\id Pitcairn partly resumed work, but his health 
was broken and he died in 1809, two years younger than his 
uncle was when first elected president of the College. 

As the judicious reader will have noted, Munk, whom I have 
followed, could add little to what was so well said in T/ie 
Gold-headed Cane, and Macmichael (1784-1839) was a very 
young man when David Pitcairn died. The only estimates by 
contemporaries which survive are the eloges of deceased 
Fellows, then pronounced not by presidents but Harveian 
orators and not in English but in Latin (in not very good Latin, 
according to a better judge than I am). But an elogist is likely 
to dwell on good traits. Cadogan emphasized William Pitcairn's 
kindness to his professional colleagues, Heberden (the younger) 
David Pitcairn’s excellence as a clinical teacher and his kindness 
to hospital patients. Great teachers are as rare as great investi- 
gators and inevitably fill less space in medical histories. 
Trousseau is mentioned by the learned Haeser only as a French 
physician influenced by German medicine, but any reader of his 
Clinique Medicale (1861) can understand why he impressed 
medical students. David may be the greatest of the three 
Pilcaims, because a tradition established by a fine teacher 
outlives him and still works for good when he is forgotten. 

Heberden co-ordinated the treatment of the poor and the 
power of the teacher in his eloge of David Pitcairn (pauperes 
pene innumeiabiles cura sublevavit, multosque discipulos, 
praeceptis ex re natis, ad medicinam faciendam optime instituit). 
Another great Barfs teacher, Peter Mere Latham (1789-1875). 
was in the succession. Latham and Trousseau, in eloquent 
words which have survived, impressed on their pupils the 
imnortance of humanilas. which, like honestas. means so much 
more than the English derivative. The Bob Sawyirs of a 
century ago needed that lesson more than their great-great- 
crandchildren. Callousness and brutality in students are no 
loncer to be feared. But in an age of gadgets and official 
form when "case” and “patient” arc used as synonyms, it 
mav still be worth while for the young physician to borrow a 
friend’s-or his grandfather’s—’’ Lewis and Short and look up 
inenos Moor Greenwood. 

humonitas. 


The Pharmaceutical Society of Great Britain was represented 
the Assembly of the International Pharmaceutical Federation 
• Amsterfarn in August by the President. Mr. H. Clement 
Shaw Professor Brind'le, Professor Todd, Dr. J. M. 
fwta read a paper at the Assembly). .Mr. E. A. Brocklehurst 
M^ss M A Bun. Mr. I. F. McNeal. and Mr. H. N. Linstead 
(ioS scCTetary). Mr. F. W. Adams Goint secretary and registrar) 
accompanied the delegau’on. 


Correspondence 


Distinction Awards 


Sir, While I am wholly out of sympathy with the theme and 
spint of Dr. H. E. A. Boldero’s letter (September 10. p. 59 ^ 1 . 
yet I can still congratulate him upon havinc packed into its 
■short space more sophistries than I should have thought 
possible save in an election address. 

All the usual rationalizations of the temperamentally 
acquiescent appear there in their tawdry unreality. The pro- 
position that because a national health service is a desideratum, 
therefore all that is now happening is " the wish of the people.’’ 
whereas, as everyone knows, it represents nothing more than 
a Cabinet policy ; the implication that, save for a'few unprac- 
tical reactionaries, the entire profession is hastening to help and 
piide “ the Government of the day ” Chow familiar the phrase 
is to Fellow's of the Royal College of Physicians); and. worst 
of all. the sinister reminder to young consultants that unless 
they go quietly they will, financially speaking, have their necks 
wrung like chickens. “ Bow to the inevitable, there is a cheque 
behind it ” is in effect Dr. Boldero’s stirring appeal to youth. 

Against this too familiar pattern there rises to meet our ears 
the orchestra of complaints and lamentations against the work- 
ing of the Health Service that echoes loud in every issue of the 
Journal, coming from every professional group save— so far — 
the graded consultants. The body of general practitioners 
festers with resentments, and the graded hospital officers have 
grievances not less bitter. To this cacophony there will surely 
be added in due time the complaints of those consultants who 
are dissatisfied with their “distinction" gradings, and if these 
go underground and are not heard in the medical press they 
will be none the less deeply fell and will destroy the harmony 
of medical staffs. All this is very different from Dr. Boldero’s 
pleasant fantasy of a profession striving almost unanimously 
to help the Government to perfect the manifestly imperfectible. 
Surely if things were as Dr. Boldero would have us believe 
we should be piping more tunefully and with a better grace. 

It is possible that I am in a minority amongst my fellow 
consultants on this issue, for the power of money is great ; 
but I believe that the only real distinction now left to the 
consultant is to be of this select minonty and to remain kers 
concours in the competition for State subsidies. 

If consulting practice as we have known it at its best is to 
die, it will not be because of the fears of the younger men 
but because the old men who should have foreseen and ave.-ted 


their painful dilemma lacked vision and the spirit of courageous 
leadership. To be acquiescent in the drift towards the helotry 
that faces us is not, pace Dr. Boldero, to be constructive. And 
to bow to the inevitable — that we have made such by bowing 
to it — is not the high spot of heroic virtue. At least, we did 
not think so in 19-10. — I am, etc.. 


Loeion. VV.t. 


F. .M. R. Wsi^irr. 


Co-operation with Institutes of Education 

Sir, — I n your educational number Professor XV. R, Niblett 
(September 3. p. 526) urges co-operation between iriStilules of 
education and medical sebooh. and you comment favourably 
on this suggestion in a leading article. I should li've to erdorse 
the great value of such co-operation. Soon after the s’uirt 
of the Institute of Child Health at the Hospital for Sick Child- 
ren. Great Ormond Street, in 19-16. contact was made with the 
Director of the Institute of Education of the L'ni'ersity of 
London. Soon aftenvards a standing joint committee was 
formed to deal with matters of mutual interest. There is a 
free interchange of staff for teaching purposes, and the Child 
Care Training and Research Scheme at the Fourdlmg Hospital 
site is a joint'effon of the two bodies. Moreover, the Institute 
of Education has organized a series of conferences on leaching 
methods for the staff of the Institute of Child Health, when 
selected speakers opened discussions on such subjeds as 
the use of the lecture, the value of tutorials, visual aids, and 
voice production, which were extremely helpful. The need 
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for collaboration with an institute of education is perhaps 
more obvious for a school or department dealing with children 
than for those covering the older age range. I am certain, 
however, from our own happy experience that' Professor 
Niblett’s advice should be widely followed. It is perhaps 
immodest to add that the fruitfulness of the collaboration is 
not, I think, one-sided. — I am, etc.. 

Institute oI Child Health, AlAN MoNCRIEFF. 

University of London. 

Essential Hypertension in Pregnancy 

Sir, — M r. R. H. Paramore writes (August 27, p. 486) that 
he is not satisfied with the statement made by Mr. John Sophian 
(August 6, p. 335) in the sense that vascular spasm is the 
primary change inducing hypertension and that it is the cause 
of renal cortical ischaemia. 

To this concept Mr. Paramore opposes his hypothesis that 
anuria, whether in the pregnant woman or not, is not the result 
of a decreased intrarenal blood flow, but on the contrary that 
it is due to an increased blood flow to the renal medulla, 
which maintains the " obstruction ” of the uriniferous tubules. 
He attributes to the reduction of the medullary blood flow 
the benefits derived from repeated spinal anaesthesia, which he 
so wisely advocated more than twenty years ago. He is prob- 
ably right in this, but perhaps not in the sense that he thinks 
it. to be. 

In favour of his views he mentions Clifford White’s histo- 
logical findings in renal tubules which were obtained from “ a 
minute piece of the kidney ” (in .White’s words) from two 
uraemic patients ; indirectly, he also seems to value the fact 
that he did not find “ ajny reference to the effect of the secretion 
of urine on the blood flow through the kidney ” in the book 
Studies of the Renal Circulation, in which I was a collaborator. 
He considers this omission of fundamental importance. While 
I hope to contribute soon to the discussion of these and other 
related problems in a more extensive manner, I must now 
advance that on p. 36 of the English edition of our book 
there appears a reference to our observations on the correla- 
tion between a diminished urine flow and a diminished cortical 
circulation. 

As our immediate purpose was to study the renal circulation 
and not the renal function we were for the moment satisfied 
with the confirmation of the findings made more than a century 
ago by Claude Bernard, who showed that the electric stimula- 
tion of the splanchnic nerves caused the urine flow to decrease 
or even to cease, an observation which has been untiringly 
repeated since then. We also dispose of a copious mass of 
information about the renal vascular response to this and other 
types of stimulus, such as certain hormones (adrenaline, 
“pituitrin,” “ pitressin ”), toxins from staphylococci, strepto- 
cocci, and B. wclchii, and even to simple oxygen lack. The 
effect of all these apparently different vascular stimuli is to 
c.iuse constriction of intrarenal vessels. If the stimulus is 
sufficiently powerful it might cause total renal isenaemia, where- 
as it the stimulus is of a moderate nature it might only cause a 
reduction of the calibre of the more excitable intrarenal vessels, 
such as those of that part of the cortex which is not anasto- 
mosed with either perirenal or medullary vessels. It is a con- 
sequence of the cortical arterial constriction that the medullary 
vessels appear engorged in some cases of fatal anuria. In others 
the whole of the kidney suffers from anoxia. 

As a surgeon who has had for many years the misfortune 
of being confronted with serious forms of traumatic and 
surgical shock 1 have difficulty in understanding how shock 
might help in increasing urine flow. Up till now kidney failure 
in shock has been one of the greatest surgical problems. We 
know through a series of careful clinical and experimental 
observations that " primary ” or immediate shock is charac- 
terized by renal vascular spasm (see among many others the 
papers from the school of van Slyke). Probably this vascular 
spasm is beneficial, as it reduces both the circulatory area of 
the vitally non-essential organs and it also helps to maintain 
the blood volume by stopping urine formation. 

After a certain time the renal anoxia caused by vascular 
spasm gives way to that of peripheral collapse of “ seconjlary ” 
shock. In this later stage urine flow is interrupted, not by a 


functional and reversible mechanism such as arteriolar spasm, 
but by damage to that part of the kidney which is more sensi- 
tive to the lack of oxygen — that is, the tubular cells. l 
cannot understand how high spinal anaesthesia- may contribute 
to the flow of urine otherwise' than by releasing the arteriolav 
constriction. This .seems to be the mechanism of the kidney 
which “ obstructs ” the flow of urine. Mr. Paramore gave an 
early, answer to this most pressing necessity by advocating the 
■method which in its more elaborate modern form has in the 
hands of Dr. Robert A. Hingson produced such satisfying 
results. — I am, etc.,' 

Oxford. J.'TRUETA. 

' Medical Education 

Sir, — Having read the series of articles in your educational 
number (September 3) I feel that consideration has been 
directed in the 'main too much towards the route and 'too little 
towards the destination. The ultimate aim must be the 
production of a general medical practitioner, yet this point 
certainly was not emphasized in your Journal. Specialization, 
follows after qualification. 

Are we in danger of forgetting this ? It would appear that 
We are, since more and more, time is being asked for and 
undue importance attached to the subsidiary clinical subjects. 
Inkead of their being separate entities they should be fused 
and administered under the general headings of medicine, sur- 
gery, obstetrics and gynaecology, and pathology. For example, 
place paediatrics under medicine, despite the recent develop- 
ment of professorial chairs in paediatrics. Maternity and 
child welfare and venereal diseases would come under obstetrics 
and gynaecology, and haematology would assume its rightful 
place in the more general subject, pathology. Tliese few 
examples may irritate specialists in the subjects mentioned, but 
they serve to illustrate the point I wish to make, that with 
integration would come realization of sphere of influence. And 
the time has come for specialists in certain subjects to realize 
that in their subject the requirements for the medical student 
may be generalizations rather than minutiae. A director of 
clinical studies would go far to make fusion and administration 
less difficult. 

Professor W. Melville Arnott (p. 497) fears that the increased 
number of students may result in large ward classes. This 
need not be so if a considerable part of the present wastage 
of clinical materihl is utilized. The greater the number in the 
class often means the more competitive the spirit in that class. 
The area union of hospitals should make this problem easy of 
solution provided the universities are willing to pay their 
teachers a rate of salary comparable to that in the National 
Health Service and thus attract sufficient numbers. So far as 
lecturing is concerned, to lecture to a few is most discouraging. 

I had the privilege recently of attending a lecture to a class of 
250 students of obstetrics in Sydney, Australia. There Pro- 
fessor Bruce Mayes has a microphone installed in his lecture 
room I The 250 were the survivors from a class of nearly' 
600 that had started the course. Yet I was assured that each 
student delivered more than thirty obstetric cases him- or her- 
self — a triumph for administration and utilization of available 
material. 

Let us unite, even at the sacrifice of personal, pride in the 
importance of one’s subject, to integrate the subjects in the 
curriculum so that we produce in the end a man or woman 
trained in the essentials for general practice. In the words of 
The Times (August 27), “ If general practice is not raised to a 
new level of competence— some - would say, restored to its 
rightful place — the whole of British medicine will suffer.” 

1 am, etc., 

Oxford. G- Gordon Lennon. 

Postgraduate Education of General Practitioner 

Sir, — The new acadernic year is approaching and in conse- 
quence much is being heard of undergraduate education. I fc^l 
it is also an opportune moment for something to be said about 
the postgraduate education of the general practitioner. _ If th® 
general practitioner is to play his part in modern medicine it is 
essential that he should be able to maintain his contect svith 
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The mentally depressed patient who will neither "fit in” v.’ith his 
surroundings nor cc-operate in treatment presents a stuboorn and 
increasingly v/idespread problem in these difricult days. In such a case, 
a drug is called for that v/ill improve the patient’s mental outlook 
and overcome his inertia. The answer, both in sickness and in 
convalescence, is provided by the remarkable stimulant effect of 
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More — or less — ^mcat? While the hopes of 
Britons fall and rise with the ration — as its value 
changes from i/ 2 d. to lod., to i/id.j to i/ 4 d.— 
must their nourishment fluctuate, too? This 
quesdon looms large in many minds. 

Well, an ounce of beef contains about 4,5 
grammes of protein — that essential nutrient. So 
every extra ounce of meat provides thai much 
extra protein, and every ounce lopped off the 
ration deprives us of that much vitally needed 
food. 

If meat were our only source of protein, this 


fluctuating ration ccuJd be serious. But it’s 
fortunate that there are other just as useful foods, 
and Correa nutritional technique at the moment 
is to rely on them for protein, accepring the meat 
ration, whatever its size, as a weekly treat I The 
“ other foods ”, of course, being milk, cheese, 
eggs, fish .... and Bemax. 

For patients requiring a generous protein 
intake, Bemax will be found an invaluable 
supplementary food. Its protein content 
is higher than that of most other common foods, 
and amino-add analysis shows its protein 
to be more like that of * animal ’ than ‘ vege- 
table* origin. Actually, weight for weight, 
Bemax supplies more pr^cin than does lean 
beef, and comparison of essential amino-add 
contents shows it to be of prcccin vclus 
with beef. 

The recommended daily ounce of Bemax supplies 
in a week more protein than the meat ration (taken 
as steak). This In addition to Its welUknown 
ritamln contents! — 
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The popularity of Fares is based on sound results . . . practical success as an infant 
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fat and carbohydrate ; a sufficiency of mineral salts j and adequate vitamin nutrition 
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with estra iron, calcium and vitamin D, forming a bland smooth food ideally suited 
to the young digestion. Indeed, Fares mised with milk and sugar can be given to 
babies just as soon as they turn the scales at 15 lbs., evenif this happens as early as the 
fourth month. Fares is ready cooked and is therefore very quickly prepared. It is un- 
flavoured, too, which means that it can be mised with strained vegetables, bone broth, 
fruit juices and so on. And, incidentally. Fares is very economical.* 


Ready-cooked 3-cereal food *10 oz. cartons, //- 
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hi,, 'P ‘° importance, 

bi t 1 feel that too little attention is given to the means which 
would enable him to justify that importance. Fortninhily or 
«jek-end courses, which appear to be the main succeshons to 
this end, can never be effective ; they are liable to provide the 
practitioner with a mass of information of which at the best 
he could absorb a little and which at the worst would only 
confuse him further. 


There are, to my mind, two possible answers to this problem. 
First, the long-term answer, the integration of the general 
practitioner with the local hospital. This, though a formidable 
problem, is not impossible and might bring advanlaces from the 
patients point of view'. Secondly, short five-working-day 
periods of attachment to a moderate-sized hospital where each 
day men of the standing of clinical tutors could teach for a 
period of three hours on selected cases. I feel that three hours’ 
teaching is as much as most people can use without boredom. 
The rest of the day the practitioner could partake in the work 
of the hospital, much as do junior housemen and clerks. The 
advantage of the five-day period is that few men could not 
spare this once or twice a year. 

In a further effort to enable the general practitioner to keep 
up to date I would like to suggest that, at periods appropriate 
to the advances in the subject, monographs similar to that on 
sulphonamides published by H.M. Stationery Office should be 
made available. Unless one is conversant with the particular 
specialty, articles such as are printed in the various journals 
cannot be evaluated by the practitioner. 1 feel that the mono- 
graph should not be by an individual, who may ha%e a personal 
bias, but by a committee, who could state the present body 
of fact and belief on which the bulk of practice must be based. 

This, as behoves a letter, is merely in the form of a sugges- 
tion which will I hope stimulate our teachers to consider what 
can be done to help the general practitioner to fill adequately 
his place in the new medicine which is before us. — I am, etc.. 


B'ackbum, Lanc5 


Frank Livhsey. 


Training in Public Heallb 

Sir, — I read with interest your leading article (September 3, 
p. 523) on training in public health. It is indeed encouraging 
to note that you have such confidence in the future of the 
public health service — a view which is shared by few at present 
engaged in preventive medicine. 

i believe there to be a great future in public health, but 
with this assumption— namely, that the preventive approach 
will be introduced more and more into the medical curriculum. 
In this connexion much of the D.P.H. course could usefully be 
taught to undergraduates. If this were so our colleagues in 
the curative branches of medicine would not only have some 
sympathy towards our motives but would give us their active 
co-operation. WTien all doctors have instilled into them the 
importance of social and environmental factors in the causation 
of disease, and Avhen we can all work together in health centres, 
I see no reason why G.P.s and specialists alike should not 
constantly seek the advice of the M.OTI. on the social and 
enrironmental problems of their patients. The M.O.H. could 
then indeed become a “true specialist in preventise medicine." 

This brines me to an extract from your article ; " Financially 
the rewards' of a career in public health will always be less 
than clinical medicine can offer.” Why 7 Is it not somewhat 
illogical to state categorically that the financial rewards of pre- 
ventive work must always be less than those for curatise work ? 
5fust prevention take second place to cure ? Would not the 
onlv just solution to the salaries question be to take the three 
main branches of the profession— general practice, public 
health and specialist— and give them a common minimum and 
a common maximum and work out a salaiy structure in each 
within the same limits 7 The newly qualified doctor could 
then choose his career according to his inclinations without 
being biased by financial interest. 

The opportunities in public health are infinite — one can only 
hooe they will be grasped with both hands. The first round 
of the public health battle, that against epidemic infectious 
disease has to a great extent been won. Now we can turn 
our enerev against the social and enWronmental factors in the 
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aetiology of other forms of disease. Shall ne moie alone thes- 
lines 7 I hope so. but I believe the bias of medical education 
will be the deciding factor. — I am, etc., 

crater. B. G. Gretton-5)'.atson. 


Goethe, an Appreciation 

Sir. — ^Another great admirer of Goethe's Fens:, I base been 
surprised to see that none of those who recenth con'iributed 
in expressing their love of this unique work quoted the scene 
from Part I which has a direct bearing on medicine and which 
w'ould have fitted so well into your educational number. Having 
pulled the scholar's leg mercilessly o\er the choice betvseen 
.logic, metaphysics, and law. Mephistopheles continues as 
follows (in Bajard Tailor's translation) ; 

“To grasp the spirit of .Medicine is easy ; 

Learn of the great and little world jour fill. 

To let it go at last, so please je. 

Just as God will ! 

In vain that through the realms of science jou maj drift; 
Each one learns only — just what learn he can : 

■yet he who grasps the moment's gift. 

He is the proper man. 

Well made you are. 'tis not to be denied. 

The rest a bold address will win j-ou ; 

If j'ou but in yourself confide. 

At once confide all others in jou. 

To lead the women, learn the special feeling 1 
Their everlasting aches and groans, 

In thousand tones. 

Have all one source, one mode of healing ; 

And if your acts are half discreet, 
you’ll always have them at jour feet. 

A title first must draw and interest them. 

And show’ that yours all other arts exceeds ; 

Then, as a greeting, you are free to touch and test them, 
WTiile, thus to do. for years another pleads. 

You press and count the pulse’s dances, 

And then, tvith burning sidelong glances, 

You clasp the swelling hips, to see 
If tightly laced her corset be. 

Student ; That's better now ! The how and where one sees. 
Alephistopheles : My worthy friend, grey are all theories. 

And green alone Life's golden tree." 

Has anyone ever poked better fun at our respected brother- 
hood 7 And as to Pan 11, I entirely agree with Mr. H. Corsi 
(September 3. p. 5-!6) ; it is by no means inferior to Part 1. 
The scene w'hich precedes Dr. Corsi's second quotation (Act 2, 
i), where the Student returns and prmes himself lerj much a 
match for the Devil, will hold its significance for ail genera- 
tions of teachers and pupils. Altogether it is nearlj impossible 
to get through a daj-’s events without wanting to quote from 
Fausi again and again. Rarely has profound wisdom been 
expressed in such beautiful language. — I am. etc„ 

Pinner. Miee’csmt, ^ EULAN. 


Poliomy cliffs and Social Environment 


Sir.— T he careful studs of policmjelitis and the social 
environment bj' Professor .\. Bradford Hill and Dr. 5^, I. 
Martin (August 13. p. 357) must haie had a salutary e.ffect 
on a number of observers who. like mjself. were of the cp-nior. 
that there was a relationship between the two. No one could 
question their results, but at the same time thej have dsilt 
with one side of a question which would appear to have two 


Jifferent aspects. 

To quote from their own conclusion : “According to this 
rxperience favourable mortality rates indicating the favourable 
■ocial conditions of a localitj need rot raise fears of an unduly 
ieavv risk when poliomjeliiis becomes wid«pread._" The 
possibilitv that poliomjeliiis is related to social environment 
might also be considered from the point of view of ina'dence 
among social class rather than incidence in an environmret 
which contains all social classes, and my own e-xperience, which 
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I realize to be very limited, has been to associate the disease 
with a favourable social grading. 

I find on discussion with colleagues that they also feel that 
there is a social class distribution in relation to poliomyelitis 
which is quite different from that of other infectious diseases, 
and I would like to suggest that a second survey to prove or 
disprove this contention should be conducted. Simply with the 
idea of stimulating interest in this direction I gathered case 
histories of twenty-one consecutive cases which have come 
under my observation and placed them into social classes 
according to the occupation of the principal wage earner of 
the family. The result was as follows : Class 1, 3 cases; 
Class 2, 5 cases ; Class 3, 7 cases ; Class 4, 4 cases ; and 
Class 5, no cases. ■ The remaining two were a student at a 
primary school training college and an Infant in a county 
council children’s home. 

If the above suggestion was supported by an observation 
on a sample of sufficient size to permit of statistically accurate 
deductions being made it would provide interesting material for 
speculation. Apart from complex associations which might be 
brought forward, there is a simple fact that during the period 
when poliomyelitis is epidemic there is a rnuch greater amount 
of travel among families with larger incomes. This in turn 
could be an effective factor in either of two directions. In 
the first place it could be an application of the conclusion 
reached by Ritchie Russell' on the effect of prolonged fatigue 
as a predisposing factor. In the second place it could help 
to explain the peculiar way in which cases occur during an 
epidemic. These generally start with foci in a few areas and 
are followed by sporadic cases in many different areas. 

If more accurate social histories were taken from all cases 
occurring during ap epidemic year and the lines of travel of 
the affected persons in widely separated areas in the country 
correlated, it might be found that the apparent sporadic occur- 
rence of cases was to a large extent mythical, and that explosive 
outbreaks are occurring — the cause being disseminated by 
•victims- who are passing through a long and 'symptomless 
incubation period. This would surely present a more reason- 
able picture of a disease which reaches its height in the middle 
of a hot, dry summer and is practically unknown in January. — 

1 am, etc., , 

Brill, Bucks. V. O. B. GARTSIDE. 

Reference' 

r British Medical Journal, 1947, '2, 1023. ^ 

Streptomycin in Infantile Gastro-enteritis 

Sir, — In your annotation entitled “ Streptomycin in Infantile 
Gastro-enteritis ” (August 27, p. 478) you refer to an article of 
ours (Lancet, 1948, 2, 555) and say we found “that oral 
streptomycin alone was effective whether- or not other foci of 
infection were present. ...” 

In fact, our experiences were quite the reverse. In discussing 
ease 18 we said ; “ . . . The recurrence of diarrhoea and vomit- 
ing was due to the parenteral infection, and this should have 
been reeognized and treated before streptomycin was con- 
sidered. In the presence of such an infection streptomycin 
by mouth is valueless.” Again, in the summary we wrote ; “The 
administration of streptomycin by mouth does not obviate the 
necessity of treating parenteral infection, which may play a , 
part in the causation of gastro-enteritis.” We consider this so 
important that it is worth while drawing your attention to the 
error in the annotation. — We are, etc., 

Ursula James. 

London. S.\V.3. IVOR R. H. KRAMER. 

Vitamin E 

Sir, — 1 have just read your account (May 28, p. 951) of 
the International Conference on Vitamin E held recently in 
New York, as well as the annotation on vitamin E in the same 
issue (p. 949). As the person who first noted that a-tocopherol 
had a definitely beneficial effect on certain types of heart’ 
disease, diabetes (independently of Butturini. whose observations 
antedated. mine by four years), and arterial peripheral vascular 
lesions 1 might be able to contribute something to the general 
principles underlying the use of this vitamin in these conditions. 


In the first place, it is a common error to assume that 
vitamin E is used in these conditions as a form of replacement 
therapy or to remedy a deficiency. I believe that these condi- 
tions do not result from vitamin-E deficiency and that the 
vitamin is used as a chemical substance (in much larger doses 
than are needed to raise blood levels to normal) to obtain 
a specific physiologic effect. This can be supported by the 
observation that 20 mg. per day of d-o-tocopherol acetate will 
raise the blood tocopherol level to normal (about 1 mg. per 
100 ml.), whereas for a therapeutic effect in the previously 
mentioned conditions- it is necessary to give initial doses of 
200 to 600 mg. daily for several weeks. The dosage may then 
be reduced, but in most cases at least 200 mg. per day will 
be required indefinitely as a maintenance dose. 

Unfortunately, all of the papers which I have read by 
authors who had noted no satisfactory results have failed to 
use the method which I have suggested. I have yet to hear 
from any physician who has followed this method and has been 
disappointed in his results. It must be noted that in patients 
with heart disease who require digitalis the digitalis must be 
continued after the vitamin E is begun, but at somewhat lower 
doses than ordinarily used. I would certairrly appreciate hear- 
ing from any British physician who might try this method.— 
I am, etc., 

281, Oxford Street, A. VOGELSANG. 

London, Ontario. 

Cortisone 

Sir, — I n 1933, while doing clinical research which sought to 
show the existence of a tuberculous diathesis based on over- 
activity of the ' lactogenic principle of the pituitary glatid— 
producing what I believed was tantamount to a culture medium 
for the tubercle bacillus, consisting of excess releasable lipin- 
protein in all cells at times other than the puerperium— 1 
decided to test the action of suprarenal gland extract as a pos- 
sible pituitary depressant in this respect in a case of pulmonary 
tuberculosis. The suprarenal extract used was in the ordinary 
tablet form supplied by Burroughs Wellcome and Co. 

Six days after administration had commenced, the patieht 
a man of 25 years and of .the stoutish, smooth-skinned type, 
exhibited all the classical signs of rheumatic fever. The treat- 
ment was stopped, and with the introduction of salicylates ali 
the signs of rheumatic fever disappeared within ten days 
Although the use of the suprarenal extract came undei 
suspicion as an exciting factor in this flare-up, that suspicioi 
was not strong enough to prevent a further test. But on its 
readministration all the signs of rheumatic fever recurred ; thej 
again subsided quickjy on its withdrawal, and without . th( 
assistance of salicyjates. The conclusion had to be that : 
suprarenal secretion, probably in excess, could be a cause ol 
rheumatic fever, and, for the purposes of my theorizing, tha 
its action on the pituitary was an exciting rather than £ 
depressing one. Further experience suggests that stilboestrol 
had it then been available, was the substance I was seeking fm 
my purpose, as was suggested in my paper, “ Early Pregnane; 
and Epitheliomata,” published in the British Medical Journa 
(1924, 2, 1149). Stilboestrol will depress the pituitary. 

I have always favoured a theory that the rheumatic feve 
and tuberculous diatheses were related in a way which couli 
perhaps be explained graphically, as is done in the case o 
organic compounds by the addition or removal of side chains 
and that whereas rheumatic fever and pulmonary tuberculou 
diatheses were dependent on a pituitary-stimulated over-suppl| 
to all cells of a basal vital food product (a lipin protein) a 
all times, and not confined to the female only — as at times o 
full mammary activity — certain forms of arthritis, on' the othe 
hand, were the result of a deficiency in this same product. 1 
seemed, therefore, that suprarenal gland extract would be o 
value in cases of menopausal -arthritis, and 1 tried it in threi 
cases of this disease in 1937, but with only a suggestion o 
an improvement. It is clear now that the extract was no 
sufficiently refined. 

I think the above facts ought to be reported, because, o 

course, the use 'bf I7-hydroxy-ll-dehydrocorticdsterone p 

“ cortisone ” in rheumatoid arthritis appeals to me as a dis 
covery that will bring real results, but also strongly becausi 
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my own findings suggest avenues for research into the cause 
\i as well as the treatment of tuberculosis. 

.M> efforts also seem to point to a real danger if this new 
substance once it becomes available, is used anvtbine like as 
empirically by medical men generally as were the sulphon- 
amides and penicillin.— I am, etc.. 

Si. AuDes-oa-Sca, Lancs. C. W. A. Emerv, 


Foreign Body in the Stomach 

Sir. The following may be of interest as sugsesting a new 
technique in the extraction of foreign bodies from the stomach 
wiihout operation. I have not come across anything in the 
medical press up to now embodying a similar experience. 

A boy aged 9 years swallowed an aluminium and enamel bottle 
top about the diameter of a halfpenny or rather less. It remained 
in the stomach for a week in spite of efforts to coax it through the 
pylorus by a skilful radiologist. 1 therefore decided to remove it, 
as I feared, possibly erroneously, that it naight cause symptoms of 
aluminium chloride poisoning. Under general anaesthesia I made a 
small left paramedian incision and located the foreign body in the 
stomach. I caught up an avascular area between two tissue forceps 
and isolated the area with gauze swabs. On incising the stomach and 
seeking the foreign body with a pair of sponge-holders I failed to 
locale it. I then explored the stomach from cardia to pylorus with 
my forefinger and again tailed to locate the object. To my astonish- 
ment the pylorus was dilated to the size of a florin and patulous. 
On picking up the stomach wall with the tissue forceps I must have 
shot the foreign body through this dilated pylorus as through the 
neck of a sack. I Then found that as soon as I had opened the 
abdomen my anaesthetist bad given a dose of curare to give as much 
relaxation as possible, as I was working through a small incision. 
The bottle top was duly recovered by the natural route 48 hours later. 

I assume that all this came about through the complete 
relaxation under curare, and that a similar result may possibly 
be achieved in other cases of the same kind without the 
necessity of open operation. — I am, etc., 

Plyfflottth. D. E. hfaYNE. 


Hypnosis in Treatment 


Sir. — ^Y ou have done the ordinary non-specialist doctor a 
service in publishing articles on hypnosis at this time when 
everybody seems to be aware of it and interested in it, gleaning 
information either from articles in journals or from witnessing 
stunt displays of hypnosis in -music halls. The doubt which 
exists in some of our minds is concerned with the question. 
Is it safe 7 

It is agreed that the central phenomenon is that of disjocia- 
iion. in vvhich 1 suggest it is the higher intellectual and cntical 
faculties which ate in abeyance and suppressed. The tm'nd is 
then influenced on the feeling level and to a lesser degree on the 
intellectual level by the hypnotist : in effect we may say that 
the hypnotized subject is to a great extent depersonalized. 


There are many of ns who beUeve the individual personaUty to 
be sacro.sanci on philosophical. etWcal. religious, or moral grounds, 
and we aliempi in our doubtless ignorant wray to support and 
stren"then the personalities of those anxieiy-type paffents who consult 
as so that they can have some objecuve view of their difficulties and 
overcome ihem ihemselves with our help rather than surrendering 
iheir personalities lo a hypnotist, however skilled be may be and 
however high his motives, . - - , , 

I aeree that there are conditions of hystena where hypnosis is useful 
and valuable, as in battle conversion hysterias. But I feel that before 
hypnosis becomes more widespread there should be an inquiry into 
its effects on the whole personah'ty, including its potentialities, by- 
psychologists, general practitioners, religious leaders of severat 
denominations, and philosophers. ...... . .. s. 

The last vvar has shown us how some indivaduals with the most 
aware and most integrated personalities were able to face and over- 
come the severest tribulations without depersonaluong themselves. 
Pain is always enhanced by fear, especially when the fear is long 
sustained and not attached to immediate and obvious ob)tctive 
reality I believe that dissociation is effective in producing an 
anaesthesia of the sense of fear rather than a resolution of it; the 
enemy is avoided rather than defeated, - 1 

Modem''mcdical science permits marked relief from physical pain 
without havinc to resort to hyTnotism. Under hy-pnotism the subject 
is deoersonalized and behaves in a manner which has little rclerance 
to what is generally judged on empinca! grounds to be objective 
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rcaliQ- and w^ch may be lo a e.xient inappropriate to h:s 

Situation. This is done by the voluntary surrender of the hiah-er 
ftincaons of the mind to another person, s^iih evidence of fetllnims 
Of reuet from tension, or of satisfaction. 

An occasional pleasing experience of this sort may easily- 
become a routine habit, with the result that the personalitv 
never faces and overcomes a problem but becomes anaesthetic 
to it, and thereby is likely to be weakened by- this practice in 
the long run. I hope that the experts will be able to reassure 
us. — I am, etc.. 


B-incnmctam. 


R. M. Hxv. 


The Value of Dj-ugs 

Sir, — O n glancing through ^ Any Questions ? ” (.August 6. 
p. 345) my attention was arrested by a categorical aii^d pre- 
s^ably authoritative denial of the rationale of adminisUring 
vitamin A and D as a general prophylactic against infection. 

kVhtle keeping an open mind on the subject, it does seem 
to me that the simple bald statement in reply raises an enormous 
question that affects the whole of medicine and could 
hardly be dealt with in the limited space of your columns. It 
is simply this : With the exception of recognized specific 
remedies, how many of the various mixtures and preparations 
in common use can be definitely shown to have a positive and 
beneficial effect on the patient ? Many- of my- more cy nical 
colleagues, I fear, would be inclined lo answer that question 
in one word. 

' It does seem that when so much difficulty is experienced in 
assessing the therapeutic value of new methods of treai.T.ent 
many of the “mixtures" and "tonics" that we are forced to 
prescribe would show up very poorly- under the searchlight of 
modem scientific investigation. If it were possible to know 
the verdict of such investigations on the value of more popular 
mixtures and drugs we could at least have the satisfaction of 
knowing that even though we deceive our patients we do not 
deceive ourselves. — 1 am. etc., 

Bristol. E- G. Hope Scott. 


Syringes 

Sir. — While the doctor in a single practice must admire the 
care and efficiency of the syringe service described by Dr. T, G. 
Benjamin (July 30, p. 2S2), he will be unable lo adapt the 
system economically or Satisfactorily for his own use. 

For nearly two years 1 have been using one firm's portable 
water-boiling syringe sterilizer. It consists of a metal case 
wilb bakelile surround. The lid, on removal, carries with it a 
cylindrical metal cage divided into four sections. Three sections 
can hold syringes (or, incidentally, small instruments). The 
fourth is adapted lo take six needles, well protected and 
separated from each other. The whole is conlrixcd so that 
the syrtnee can be selected and assembled very rapidly with- 
out the hand touching anything but the barrel. A flex with 
universal plug allows the stenTizer to be boiled from any 
average lamp or w-all socket. Finally the whole fits into a 
small transporting case with a carrying handle. 

I use two of these sterilizers; one remains at my place of 
work and the other comes on rounds. This last is steri'ired 
at home. As soon as it has boiled sufficiently the lid with the 
cage is lifted clear and the sterilizer emptied. The remaining 
steam quickly dissipates and the ltd and cage arc replaced, 
leaving practically do’ syringes and need'es ready to be used 
when required. If necessao’ (and this is rare) the sterilizer can 
be refilled with water and boiled up again sery quickly in the 
patient's home. 

In the sterilizer I carry- two syringes of 2 ml. and one of 
5 ml. capacity, which covers almost all e'eoffay requirements. 
Needles of different sizes arc sn up in routine positions so that 
the required size can be selected at once. Though this does rot 
fulfil the ideal of the M.R.C. recommendations for dry- steriliza- 
tion and indis-idual packings, it is a sery' good second best, and 
a great time-saver and convenience. 

Finally. I should be interested to follow Dr. Douglas 
Gairdner's advice on Luer syringes (July cO. p. 2S2t. but a 
supplier tells me that these arc becoming increasingly difficult 
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to obtain and that an order for Luer-fitting needles may take 
six months to fulfil. I am well content with the metal-topped 
and glass-pistoned Record syringe. — 1 am, etc., 

Cambridge. A. S. PLAYPAIR. 

Sir, — Dr. Douglas Gairdner (July 30, p. 282) and Mr. John 
Foster (August 13, p. 387) may be interested to know that 
hypodermic syringes with nozzles of the Luer type have already 
been standardized for use in this country. They form the 
subject of B.S.1263, which was issued in 1946. Agreement 
on this standard was reached by a technical committee repre- 
sentative of the various using, manufacturing, and other 
interests concerned, who felt that the Luer nozzle presented 
advantages over other nozzles, including the Record type. 

It was realized at the time that the change over to this 
standard syringe could only be gradual and would take some 
little while. The Record type of syringe has been used exten- 
sively in the past, and in consequence it Was realized that 
there would be a continuing demand for replacements of 
needles until the syringes themselves were replaced. 

It is, however, somewhat disappointing that there shoviid 
still be such a large demand for supplies of the Record needles, 
as the production of needles to fit the Luei type of syringe 
is thereby being prejudiced. It was confidently hoped that with 
the support of the Ministry of Health for the adoption of 
syringes with the Luer nozzle the change over would be more 
quickly effected, as it is obviously in the interests of all con- 
cerned that those syringes with the much more satisfactory type 
of nozzle should come into use as quickly as possible. 

Manufacturers of needles and syringes are ready to meet all 
demands made on them incorporating the B.S.1263 or Luer 
nozzle fitting, and it now only rests with the hospitals and 
other users to make their contribution by adopting syringes 
with the Luer nozzle as soon as they can. — I am, etc., 

S. J. Everett, 

Thornton Heath. Surrey. Chairman ot B.S.I. Committee on Syringes. 

Gravitational Ulcers of the Leg 

Sir.— Dr. S. T. Anning (August 27, p. 458) rightly stresses the 
role of the deep veins in the causation of gravitational ulcer. 
Deep thrombosis is a factor in a far higher proportion of 
patients than is generally realized. I do, however, join issue 
with him on one most important point, when he states that 
the treatment of superficial varicose veins in patients with venous 
stasis is neither rational nor useful, and more often than not 
harmful. 

Unfortunately this is still widely taught, but I believe it to 
be entirely incorrect and based on the strange misconception 
that the superficial varicose veins aid the circulation by acting 
as collateral vessels to the blocked deep veins. On the contrary, 
in varicose veins of the kind under consideration the blood 
flow in the erect position is almost invariably downwards. This 
can be easily demonstrated. When this is so the veins are no 
.isset, but a liability in every way. 

One is sometimes asked how in these circumstances the blood 
returns from ihe lower limb. The answer is, of course, that there 
arc not two, but three, interconnected systems of veins. For con- 
venience one may refer to them as the deep, the varicose, and me 
unnamed. With the deep veins thrombosed, and the varicose veins 
taking the blood the wrong way, Ihere must be a third system to do 
the work. These unnamed veins are the key to the situation: they 
comprise veins within and between the muscles, sometimes segments 
and duplications of deep veins which have not been affected by the 
ihrombosis, and such subcutaneous veins as are slid competent. 
Most of them arc small, but their total blood capacity is oonsider- 
•ablc. They carry upwards n u only the blood brought to the limb 
b> the arteries but — and this Is the essential point — also’ that which 
flows back inio the limb via the incompetent varicose veins. This 
IS the basis for ligating varico'fc veins in cases of deep venous 
thrombosis. It cannot be other than beneficial if the flow in them is 
downwards. How beneficial it will be' depends on what proportion 
of the load on the unnamed veins is due to '*'C' '"nous reflux. 
This IS diflicul! to assess before operation. One has to be prepared 
for fmfe obvious improvement, but in the majority of cases the 
improvement is striking. A complete cure in so far as the patient’s 
symptoms and healing of the ulcer are concerned (which means 
that the unnamed veins arc now capable of carrying the load) is 
c.vccptional. Even with the help of other treatment, especially the 


support which is advisable in nearly all cases, real cure is unusual. 
One has to face this and so has the patient. 

Ligation never makes the venous stasis worse; it can and should 
be done regardless of the state of the deep veins. Many authors 
avoid committing themselves on this point. Their remarks often 
take the form ot an injunction to use discretion in advising o^ration 
for patients with a history of thrombosis. The reader, seeking 
guidance, too often does not get it. Aware of the danger of over- 
simplification, I am convinced that the indication for ligation is simply 
retrograde flow of blood in the vein concerned. Theoretical con- 
siderations and observation of many cases allow of no other 
conclusion. Students are still burdened with various tourniquet 
tests to determine patency of the deep veins. These tests arc of 
interest in that they demonstrate quite strikingly certain features of 
blood flow and its derangement in cases of venous block and valvular 
incompetence. It is often possible to locale the level of communica- 
tions between deep and superficial systems, bm in my experience this 
is usually either obvious from the pressure of a thumb at the 
appropriate level or still doubtful after repeated application and 
removal of tourniquets at different levels. While not denying the 
occasional clinical usefulness of tourniquet tests when simpler 
methods fail, I suggest that their practical value is small and that 
their real place is in the applied physiology class. 

Dr. Anning mentions having seen disastrous results of treating 
superficial varices in several patients. There are two explana- 
tions. First, this is a progressive disease ; both extension of 
thrombosis and recanalization of blocked deep veins may worsen 
the venous stasis. Secondly, I suspect that those patients who 
have been notably worse soon after treatment have had their 
varices injected as well as, or instead of, ligated. The risk of 
sclerosants causing further deep thrombosis must be small, since 
many surgeons of experience have employed them in these 
cases for years, but I believe the method to be unsound and 
that it should not be used for patients who have or have had 
deep thrombosis. 

That ligation of superficial varicose veins is by no means the 
whole answer to gravitational ulcer is obvious, but it is a valu- 
able method of treatment, and it does in fact have a rational 
basis. The veins are derelict. Their contribution to the circula- 
tion is one of sabotage, hampering the work of such veins as 
are still endeavouring to maintain the circulation. — I am, etc., 

Bristol. H. J. Croot. 

Sir, — D r. S. T. Anning (August 27, p. 458) has performed a 
valuable service in dispelling some of the mist which obscures 
our understanding of ulceration of the legs. His main conclu- 
sion will bear restatement : so-called varicose ulcers are not the 
result of varicose veins. A long experience of the cases seen 
in a varicose-vein clinic has convinced me of the truth of this 
after having observed ; (1) that the great majority of leg ulcers 
occur in patients who either have no varicose veins or have 
varicosities which from their small size or number or by their 
remote situation cannot be regarded as the cause of the ulcers ; 
(2) that vast numbers of people with varicose veins of long 
standing and of every degree of severity never develop ulcers. 

Recognition of these simple facts suggests one immediate 
line of progress — to abandon the term “ varicose ulcer." This 
in itself would do much to promote a more rational approach 
to the whole problem. What name should we use in its place 1 
Dickson Wright's term " gravitational ulcer ’’ goes straight to 
fundamentals in so far as the elimination of the effect of gravh) 
is the most potent single factor in curing these ulcers. It 
however, insufficiently comprehensive to cover the syndrome 
which, besides ulceration, may include oedema, induration, and 
eczema, and whose most distressing symptom is pain. Bauer’s 
term, "lower leg syndrome," acknowledges the multiplicity ol 
the manifestations of the malady, but it is cumbersome and 
omits reference to the effect of gravity. “ Gravitational 
syndrome" suggests itself as an improvement. 

Concerning aetiology, the emphasis in Dr, Anning's papa' 
is upon a pre-existing thrombosis of the deep veins of the leg 
and thigh. In questioning my own patients, however, I have 
been puzzled by my frequent failures to obtain a history ol 
“ white leg ” or other thrombotic manifestation. For a time 
conviwcecl as I was that, the fault lay vw the deep veins, I though! 
that a “silent" thrombosis must have been the cause in the 
majority of these cases of gravitational syndrome. I have 
sought confirmation of this by phlebography, surgical 
exploration, and biopsy. 
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Bauer' has pointed out that for this purpose injection of the con- 
trast medium into the small saphenous vein behind the external 
malleolus is of little value. Not only is the filling of the deep 
veins very uncertain by this method, but, since the contrast medium 
follows the normal direction of flow of the venous blood, an identical 
appearance is given by a patent femoral vein whether or not the 
valves are competent. These objections are overcome by using 
Bauer’s method of retrograde injection. The patient is tilted feet 
down at an angle of 45° and the injection is made into the upper 
end of the femoral vein. The radio-opaque substance flows down the 
vein by gravity. 

It the vein is normal the medium is held up by the first valve an 
inch or two below the point of injection, and below this the radio- 
graph shows no shadow or only a very faint one. If the vein has 
deficient valves the medium immediately drops along the whole 
length of the femoral and popliteal veins into the deep veins of the 
leg. The cusps of the valves are usually visible, indicating that they 
are functionally incompetent but neither congenitally absent nor 
destroyed by disease. If the vein has been previously thrombosed 
and recanalized a narrow, irregular channel replaces the normal 
broad, smooth appearance, or a leash of fine satellite vessels derived 
from the adventitia is substituted for it. No trace of valves is visible. 

In the cases of gravitational syndrome which I have investigatea by 
retrograde phlebography I have been struck by the preponderance 
of fetnorai veins of wide calibre and smooth outline showing total 
or partial incompetence of the valves. Surgical Mploration of these 
veins has revealed no periphlebitis. Microscopical exatmnation of 
pieces excised shows either a norma) appearance or vao’ing degrees 
of fibrosis of the media with degeneration of the intima but no 
evidence of thrombosis. 

It seems, therefore, that the statement made by these patients 
that they have bad no previous thrombosis is true, confinned 
as it is by phlebography, surgical exploration, and histological 
examination. Bauer has called these cases of gravitational 
svmdrome “idiopathic,” and the cause of the dilatation and 
valvular incompetence of the deep veins may be a combination 
of wear and tear, hereditary weakness, and such metaboVve 
disorders as those at which you hint in your annotation (p. 480). 

As regards treatment, we know that practically all gravata- 
tional ulcers can be healed by sufficiently prolonged recumbency 
-• and many by the continuous support of suitable bandages, ^e 
.. problem sugeested by the foregoing observations is whether 
this slow process of healing can be appreciably hastened by 
1 permanent interruption of the femoral or popliteal vein to 

i remove the hydrostatic pressure of the contained column of 

blood from the vessels of the lower part of the leg. Ins certain 
that the indiscriminate performance of the operation of high 
saphenous ligature is not the right treatment of gravitational 

^^r. .Annins is to be congratulated on giving an impulse to 
. evaminalion of the question of what may be achieved 


the critical examination of the question 
by surgical attack on the deep veins.— I am, etc., 

EdsTw^iTC. Middlesex. 

RtTTRrNCE 

1 f, (nt. l9-<8, 8. 937. 


Fr.vvk Fortt. 


Amoobiasis in England 

Sir —I was verv interesled to read 'somewhat belatedly the 
rticle bv Drs. A. R, D. Adams and D. R. Seaton Oulv 16. 
p 1361 referring to amoebiasis in England. ^ 

occurred in, say. Rugby or Cambndge they would, 1 think, have 
heen of more interest, but occurring in Liverpool they are 
surely nm unexpected., Liverpool is a seaport and has a floating 
popu a"ron of seamen, including Lascars and Indonesians who 
nWree where ihe cvst-camer rale is nign. Tne> 

•r.raction in o^^V- 

Uvet absccssl som con,ai„ed a docker, and if is not 

onable to suppose that all had contacts with dockside 
folk and as has been pointed out. they wete all from 

unhygienic surroundm-^^.^^^.^^ -acute” amoebic 

. ^ "1“ . Amoebic dvsenUO’. as seen by the vast majority of 
Sendee and^colonial doctors, is a chronic or, at worst, a 


sub-chronic disease, in that if untreated or incompletely treated 
it takes many years to kill, if at all — the majority of cases 
clean'ng up and becoming cyst carriers. Even Manson-Bahr 
only admits to seeing a “ few cases only ” of acute amoebic 
dysentery. It has been left to workers in Java and on the 
Burma-Siam “ railway of death " to see the real acute amoebic 
dysentery. These cases pass up to 40 to 50 stools pc- day 
and die in about 10 to 14 days, if untreated, in great aeons — 
conscious to the lasL with vomiting and maniacal symptoms.' 
— I am, etc., 

ynpoij Lenvox MacF.vrl-vsx. 

Rerrarxee 

1 MacFarims. U R. S., J. /!. Arrer mrf. CpJ. I9t7, S3, 123. 255 

Memorial to Charles John Bond 

Snt. — It has been dedded in Leicester to raise a fund for a 
memorial to the late Charles John Bond, C.M.G., F.R.CS., and 
it is thought that there may be friends of his elsewhere who 
would like to know about this project and be given an oppor- 
tunity of showing their appreciation. 

Bond was bom in Leicestershire in 1856, and after his train- 
ing at University College Hospital, London, he returned to live 
and vvork in Leicester until his death in 1939. He wa. 
pre-eminently a srientisL and his publications, which are verv 
many and of great vnteiesL show his surgery to have been far 
ahead of his time. His work was done in the Leicester Rov-al 
Infirmary, but also, as was the custom in those days, often in 
the patient's home in the country under very simple conditions. 
In an exceedingly busy life he never ceased from original and 
experimental research. This he did in a wide range of subjects 
which brought him international recognition. He began with 
two papers on anatomy as a student, passing in turn to surgery, 
gynaecology, haematology, and genetics. TTic breeding c-xpen- 
meets in birds and plants were carried out in bis own garden. 
For 40 years he was the close friend of the late Sir Victor 
Horslev FR.S., and Bond showed in his book Recollections 
of Student ’ Life and Later Yems how closely their work was 
integrated. 

Durin" the 1914-18 war he "as gazetted honorary colonel 
in the Army Medical Service and became consulting surgeon 
(with the late Lord Movnihan) to the Northern Command. He 
was a member of the 'Medical Research Council of the Pniy 
Council, and he represented the Medical Research Council on 
the Inter-Allied Commission on Treatment of Viar yvoumas 
held in Paris from 1916 to 1918. During these years he studied 
wounds, immunity, the effect of antiseptics on body tissues and 
leucocyte activity, finding time to publish his owa observations . 
these are of particular interest to read in relation to me wort, 
done in these subjects in the second world war 25 years later. 
Throuchout his work, in all its ramifications, he coircla.^ m 
wide experience and philosophy with the sociological problems 
of the times. Were he alive to-day he would undoubtedly has- 
been keenlv interested in the State Service which he foresaw 
as earlv as' 1912. Nothing was too big to daunt him nor too 
trivial to be ignored. He observed, recorded and ceduced with 
courage, but 'there was a characteristic humility and considera- 
tion for the opinions of others. 

Surely it must he unique for a surgeon to have cam.d o-- 
so much valuable work on so many subjects, ba'cd on a sou..d 
paiholocical foundation, unattached to any of the great trac .- 
inc hospitals. Bond decided to w^ork in the 
it 'is true, the material is always abundant and good bu. "he^ 
there was no medical school, and for many of 1^' 
of hts life there ""as no bhora?or}' accommodation. It 
fitting that such a life should be commemorated for our 

''’u'?s''pr’oposed to place a plaque in the 
Infirmary and also to create a fund to enable students m 
bvolocv at the Leicester University College to have pe-t-. 
oppormnities for research and travel. Any coninbution to 
this memorial should be sent to the Honorary Tr^urer. D.. 
L. K. Harrison, 2. Springfield Road. Leiixstcr.—V. e are. t.c_ 

JO\S B. V»>LKr-K- 
S. I. St’Wcgs, 

!?•:=*. Hm. SKTTUrii*. 
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FamUy Planning 


Sir, — I receive literature from the Family Planning Asso- 
ciation in which the following adequate reasons for family 
limitation are recognized : (o) too many children already (6 to 
15); (5) “younger married women who are determined not to. 
be driven into the slums, as their parents were driven, by the 
birth of a child year after year, on an income hopelessly 
inadequate to support them.” 

For. many years now I have been dealing in my practice 
with women of all ages and economic groups who are led to 
seek my advice on contraception. My yardstick is this’ : Here 
we have a woman of child-bearing age who prefers not to 
conceive. She is recognized by the laws of this country as 
being a fit and proper person to vote at any election, to be 
conscribed for military purposes, to sit in the Lower House, 
to become a magistrate, and, in general, to be entitled to sex 
equality. I do not inquire into the particular personal reason 
the woman may have in seeking my advice. Subject to what- 
ever interpretation one may feel inclined to put upon the 
marriage vows, and given always the husband’s approval, I 
inquire no further. From that point on I consider that my^ 
position is purely that of technical adviser. Am I wrong ? — 


I am, etc.. 
Worthing. 


O. P. Clark. 


The Osier Family 


Sir,— I am glad I wrote (July 9, p. 45) that Edward Osier’s 
well-known hymn is almost the sole survivor of many' for in 
the same issue (Supplemciu, p. 40) in the account of the official 
religious service at Harrogate a, much better-known hymn, 

“ Praise the Lord, ye heavens adore Him,” is ascribed to him 
under the disguise of “Ostler.”! The two authentic verses of 
that hymn are anonymous, biit derived from the Foundling 
Hospital’s eighteenth-century collection, and to that extent 
medical. In some books — e.g., the English Hymnal, 1906, 
Oxford, number 535— a third -/erse, by Edward Osier, is added. 
In some other books it is enteied as a separate hymn : it begins, 

“ Worship, honour, glory, ble sing, Lord, we offer to thy name. ’ 

The name, which a Greeli scholar once fancifully derived 
from Oiseleur (fowler), is, of bourse, the same as OsUer, though 
William Osier’s family prongfunce the o long, like “ owe-slur. 
The word has descended in Vhe scale of respectability. In the 
thirteenth century, when na pes became hereditary, it meant 
a hosteler, from liospitalariuA appropriately having to do with . 
guests. — I am, etc., j 

Montreal. ,J 


W. W. Francis. 


POINTS f FROM LETTERS 

Percussion Finger I 

Dr. Z. P. Fernand J (Leeds) writes; Dr, A. Niven Robertson’s 
personal note on “ »oission finger ” (August 20, p. 440) interested 
me, apart from his /Cing one of the pioneer municipal tuberculosis 
clinicians of ihc pc hd following the 1914-18 war. In 1925, as chief 
clinical T.O., Lee- i (population 500,000, with the highest^ known 
notification of l,f ’A tuberculosis cases), a prominent “ hoof,” as my 
staff then styled, ii t was found on the dorsum of the terminal phalanx 
of my middle fir^.'cr, nearer the proximal end. The swelling was not 
painful but ver’ J noticeable and distinctly palpable. Though I leu 
municipal servit i two years later, the nodule is still palpable though 
not so noticeatic. 


Refonn in Medical Education 

Dr. H. M. Flanagan (Lincoln) Avrites: There is a tendency nowa- 
days among some to lean more and more on the usually overworked 
laboratory at the expense of clinical methods. Tlie trend towards 
the ultra-mcchanistic approach to the human organism, in a rashly 
enthusiastic effort to force the invaluable scientific method in medi- 
cine, is one which will ultimately lead to more confusion and final 
sterility. In medical education one commences with an interest in 
sick people, but is invited to begin with molecules and atoms. 
Perhaps to start with medicine and work back (hrough anatomy and 
physiology to chemistry and physics is impractical, but it is the 
natural process of the inquiring mind, confronted with a complain- 
ing patient, to work back to understand his disorder in terins of 
fundamentaU like biochemistry. It would tend to follow the history 
of medicine and so keep the student’s interest at a similar high level 
to that of medical pioneers down the centuries. 
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F. HERNAMANJOHNSON, M.D., F.F.R. 

With the death of Dr. Francis Hernaman-Johnson at the 
age of 70, on September 3, British radiology has lost another 
of the few remaining pioneers in this branch of medicine. 
Dr. Hernaman-Johnson was physician to the Charterhouse 
Rheumatism Clinic for many years and chairman of the 
council of the British Rheumatic Association. 

Francis Hernaman-Johnson was born at Crosby, Lanca- 
shire, and was educated at the Merchant Taylors’ School 
there. He went on to study medicine at Aberdeen Uni- 
versity, where he graduated M.B., Ch.B. with honours in 
1904, proceeding M.D, in 1910. He obtained the Cam- 
bridge D.M.R.E. in 1931, and in 1939 was a foundation 
fellow of the Faculty of Radiologists. , As a student he 
won many prizes and honours, including a Liddell bursar- 
ship, the first medal for advanced physiology in 1902, and 
the Duthie scholarship a year later. 

Part of his clinical training was undertaken at ‘St. Bar- 
tholomew’s Hospital, and after graduating , he joined the 
Royal Navy, serving for three years, some part of which 
he spent at the Royal Naval Hospital, Plymouth. On 
leaving the Navy, Hernaman-Johnson went into practice at 
Bishop Auckland, Durham. At that time he was interested 
in electrotherapy, and it was almost inevitable that he should 
be attracted to the growing field of radiological work, a 
part-time activity expected of many electrotherapists in 
those early days. Soon he was appointed consultant radio- 
logist to the Darlington Education Committee. During, the 
1914—18 war he was attached to the Cambridge Hospital, 
Aldershot, and, was consulting radiologist and electro- 
therapist to the Aldershot Command, being mentioned in 
dispatches for his services. After the war he settled in 
London. • 

Dr. Hernaman-Johnson was consulting radiologist to the 
French Hospital, and he was on the honorary staff of the 
Croydon General Hospital, the Margaret Street Hospital 
for Diseases of the Chest, and the Carshalton Memorial 
Hospital. He had been a merober of the Roentgen Society 
since 1911 and was a member of the council in 1926. He 
was president of the .Section of Radiology of the Royal 
Society of Medicine in 1934—5, and was the first Warden 
of the recently formed Faculty of Radiologists. He was 
also the first Skinner Lecturer of the Faculty. 

Right from the early days Dr. Hernaman-Johnson took 
a great interest in the use of x rays in therapy and especi- 
ally "in the treatment of rheumatism. This interest con- 
tinued throughout his life, and he contributed numerous 
papers to this and other journals on such subjects as the 
value of X rays in chronic arthritis, constitutional effects of 
X rays, the relative values of a; raj's and radium, and on 
radiotherapy from many other aspects. 

Dr. Hernaman-Johnson was an expert and thorough 
worker, always anxious for the progress and advancernent 
of his specialty. He never spared himself, and he inspired 
confidence in his patients and his colleagues. In recent 
years he had devoted much of his time and energy to the 
British Rheumatic Association. He was active in promoting 
schemes for occupational therapy and rehabilitation and 
for providing homes where patients could rest in between 
courses of treatment. He brought the same keen interest 
to his work for the Scientific Advisory Committee of the 
Empire Rheumatism Council. 
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One other facet of Hemaman-Johnson's many activities 
shouU also be recorded. Using the pseudonym “Francis 
Wimbrook, he wrote a number of articles for the lav 
press, and a “ psychological thriller ” called Accident which 
was staged at the Richmond Theatre. A novel. Behold the 
Axel was published only last year. — RJ.R. 

H. LESLIE-ROBERTS, M.D. 

Dr. Hugh Leslie-Roberts, who died on September 8 at his 
home in Heswall, Cheshire, at the age of 89, was formerly 
consulting physician to the skin department of the Liver- 
pool Royal Infirmary. He retired from practice in 1938, 
and his wife, who was the daughter of Mr. Samuel Parker,' 
died only a few weeks ago. 

Hugh Leslie-Roberts, the son of Alderman J. F. Roberts, 
of Manchester, was born in 1860 and began his education 
at Owens College, Manchester. Subsequently he studied 
in Edinburgh, where he graduated M.B., CM. "in 1887, pro- 
ceeding M.D. in 1893. He also spent some time on post- 
graduate studies in Hamburg and Berlin, and in Paris and 
Vienna. It was in 1890 that he settled in Liverpool, and 
three years later he was appointed to the staff of the Liver- 
pool Royal Infirmary. For many years he was lecturer on 
diseases of the skin at Liverpool University, and apart from 
his contributions to the medical press he published a treatise 
on mould fungi parasitic on man. As early as 1894 he 
was secretary of the Section of Dermatology at the annual 
meeting of the B.M.A. He was rice-president of the 
Section in 1904 and 1912 and president in 1922. 
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loved by those who knew him. Wells had been in Sance.-stead 
tor seventeen years. He came here with an esiablisbed 
reputation, both from Charing Cross, where his chiefs could 
not speak highly enough of him. and from Birmineham where 
he worked for some years. When he joined ml in p.-actic- 
bere I could see at once what a marvellous technique he had, 
especially in abdominal surgery. His cases, of course, included 
every branch of general surgery. There were a number which 
I referred to him quite hopelessly, but his technique and 
optimism triumphed over and over again. I have never met a 
belter man : he was uniformly courteous, always sincere and 
kind. That is not to say he was not firm, even obstinate, about 
some things, but he always knew his own mind. In the lone 
years of our friendship he never once failed my partner and 
myself in any difficulty, and we shall miss him greatly. 

He volunteered for service in the Army or Air Force at the 
beginning of the war and again later on, but he was refused 
by the medical board. He was very troubled about this, and 
wrote to the president of one of the hoards complaitunc that 
somebody must have misunderstood his condition, as he felt 
in perfect health and was quite able to undertake anv efion. 
A very kind letter from the president of the hoard comforted 
him, but he was assured that he would not be accepted. How- 
ever, surgical work in conne.tion with Purlev Hospital was quite 
sufficient to give him far more to do than he ought to have 
done. There were very few surgeons left in this district, and 
there was hardly a night when Wells was allowed to sleep in 
peace during the war sears. He was sent for in every important 
emergency and for most major operations. I think it sad that 
no public acknowledgment has been mads of his services so 
freely and unselfishly given, though his friends let him see 
how much they valued him and his work. 1 want to evpress 
everybody’s sympathy vvith his wife. Dr. Mary Wells, in her 
loneliness and bereavement. 


Dr. Arthur Cecil Hincks died in the W’ells Cottage Hospital 
on August 26 after a long period of ill-health. He was born 
at Hay, Hereford, in 1882, and was educated at Christ Church 
College. Brecon, and Birmingham University, where he played 
in the rugby fifteen and was captain of the hockey eleven. He 
graduated M.B., Ch.B. in 1906, and after holding resident 
appointments at the General Hospital, Birmingham, he came 
to Wells in 1909 as a partner of Dr. Allan and Dr. Lauder 
Smith. At the outbreak of the 1914-18 war Dr. Hincks joined 
the 4th Somersets, but before they left for India he was trans- 
ferred to the 26th Field Ambulance and went to France with 
the Expeditionary Force. For conspicuous gallantry and devo- 
tion to duty he was awarded the Military Cross in 1915. In 
the recent war he served as a major in the local Home Guard 
and was also an A.R.P. lecturer and instructor. He took an 
active part in the work of the British Legion and had been 
president of the local branch. For many years Dr. Hincks 
had been medical officer of health for the city of Wells and 
senior physician at the cottage hospital. He was a keen church- 
man and had held office as sidesman and churchwarden. 
Despite all these and many other interests he found time to 
sene his colleagues on the local medical and panel committee 
and on the Somerset Insurance Committee. He was chairman 
of the East Somerset Division of the British Medical Associa- 
tion in 1932-3 ; a representative on the Branch Council from 
1934-48 ; representative of the Division in the representative 
bodv in 1941 and from 1943-48. when he resigned on account 
of ill-health. He was also a member of the Local Medical 
War Committee from its inception. With his passing the 
people of ri'ells have lost a family doctor who will ever be 
remembered wi.h respect and affection by all those vvith whom 
he came in contact. To Mrs. Hincks and the members of his 
family the deepest sympathy is extended by all his colleagues. 

— G.E.M. 

Mr Harry Ver.son Wells died on September 2 at Sander- 
stead Surrey at the ace of 49. A student at Charing Cross 
Hosnital he craduaied M.B.. B.S. in 1926 and went on to take 
the FRC.S, three years later. He was resident casualty 
officer and later surgical registrar at his teaching hospital. 

IBS writes : I must express the heartfelt sorrow his partners 
and patients feel. U is safe to say there was no man more 
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BREACH OF TERMS OF SER3'ICE 
N.H,S. Patient Charged a Fee 

A report from the Medical Service Committee which was 
adopted by the Executive Council for the County of Surrey 
on March 9 gave the findings of the committee m three cases 
of complaints against doctors. One w-as dimi'-ed as frivolous, 
on another no action was recommended, and in the third case 
the doctor was held to be at fault. 

In this instance the complainant's written statement alleged 
failure on the part of the doctor to comply with the terms of 
service m that he (a) made a perfunctory examination ; 

(b) uttered remarks to which the complainant took exception ; 

(c) in issuing a medical certificate used an incorrect form for 
the purpos’e ; (d) demanded and accepted a fee of five shillings ; 
and (e) ordered drugs required for treatment on a form other 
than that supplied bv the council. In the view of the con- 
mittee the following facts were established. The complainant 
was accepted by the doctor for inclusion in his list, and cn 
several occasions before this complaint vv-as made the com- 
plainant had received treatment as a registered paticr.L On 
September 23, I94S. the doctor earned out an abcom.r.al exam- 
ination of the patient and took his temperature. During t.he 
course of this visit the doctor made observations inconststent 
vvith the dignity of his profession. He then ordered the drugs 
needed on a form other than that provided bv the ccuneii. and 
he issued a private certificate. The doctor then demarded and 
accepted a fee of five shillings in respect of his treatment of 
the patienL 

On October IS the patient wrote a letter asking for a receipt 
for the five shillings which had been paid. On October 19 the 
doctor issued a receipt on a form provided by the council in 
respect of treatment given under Paragraph 5 ill of the First 
Schedule to the National Health Service (Genera! Medical and 
Pharmaceutical Servicest RecuFatinns. 1948 

The committee agreed that certain inferences might properly 
be drawn from thest'faos. (1) The doctor was aware ’dial he 
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had accepted the complainant for inclusion in his list. (2) The 
doctor carried out a satisfactory examination and ordered such 
drugs as he considered necessary. (3) The doctor failed to 
comply with the terms of service, however, in that he ordered 
drugs for the treatment of the complainant on a form other 
than that provided by the council, and in that he demanded 
and accepted a fee in respect of the treatment given. 

The committee therefore recommended that the council 
should recover from the doctor, by a deduction from his 
remuneration, expenses incurred by, the complainant owing to 
the failure of the doctor to comply with the terms of service, 
and that the council should make representations to the Minister 
of Health that, owing to the failure of the doctor to comply 
with the terms of service, the sum of ten pounds should be 
withheld from his rerrruneration. 


Universities and Colleges 


UNIVERSITY OF BIRMINGHAM 

Humphrey Francis Humphreys, M.B., Ch.B., M.D.S.. F.D.S. 
R.C.S., Professor of Dental Surgery in the University, has been 
appointed Vice-Principal of the University from September 30 in 
succession to Professor M. L. E. Oliphant, F.R.S., Pbynting Professor 
of Physics. 

SOCIETY OF APOTHECARIES OF LONDON 
Professor E. C. Dodds, F.R.S., Master, presided at recent meetings 
of the Court of Assistants, at which Mr. Duncan C. L. Fitzwilliams 
was elected Master from August 24 and Dr. Frank Howitt and Dr. 
G. Roche Lynch were elected Wardens. 

The report of the sudden death through an accident of Dr. 
Christopher Thackray Parsons, Past Master, was received with regret. 

John Francis Carter-Braine took his seat upon the Court of 
Assistants. 

The following appointments were made: Mr. L. Vernon Cargill 
to the Chelsea Physic Garden Committee of Management for a 
further four years from August 20; Professor Dodds to the Ministry 
of Health Joint Committee in connexion with Part IV of the National 
Health Service Act; Sir Cecil Wakeley to the British Postgraduate 
Medical Federation for a further year from October 1. 

Mrs. Cecil Wall presented a large collection of manuscripts by 
the late Dr. Cecil Wall, Archivist, on the history of the society and 
its hall. 

The following were granted the Diploma in Industrial Health upon 
examination; J. A. Herd, C. N. D. Cruickshank, C. Crowley, G. G. 
Mathew, W. G. White. 

The Diploma, L.M.S.S.A., was granted upon examination to the 
following: H. T. H. Beach, J. L. Jarvis. D. Redpath, G. E. Hanks, 
F. W. Relief, M. P. Cardew, K. C. Horrocks, E. M. Tiger, H. V. 
White, M. P. M, Coupland, R. J. Aspinall, C. J. G. Menzies, C. R. 
May. M. C. H. Jackson, H. E. G. Dyer, F. Walton, F. E. Bramwell, 

E. R. Goodal). D. J. Joubert, G. B. Stephenson, W. G. Burvill 
Holmes, G. T. Cecil, G. A. R. Giri, P B., Poole, A. K. Kantarjian, 
L. Kader, J. D. Morris, C. T. Jones, E. W. Melia, M. C. Gilbert, 
A. S. Murad. 

ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 

The William Meredith Fletcher Shaw Memorial Lecture will be' 
delivered by Professor R. W, Johnstone, C.B.E., M.D., F.R.C.S.Ed., 

F. R.C.O.G., at the College, S8, Queen Anne Street, London, TV., on 
Wednesday, October 12, at 2.30 p.m. His subject is: “Scotland’s 
Contribution to the Progress of Midwifery in the Eighteenth 
and Early Nineteenth Centuries." An invitation is extended to 
doctors interested in the subject, but admission is by ticket only, 
obtainable from the secretary. 


The Services 


*^0 announcement of the award of the Efficiency Medal (Terri- 
loriaH to Captain (now Tmporary Lieutenant-Colonel) AV B. Dick, 
R_A.M.C., in the London Gazette of May 2, 1947, and printed in 
the Journal of May 3K 1947 (p. 789), is deleted in a list of errata 
published in a Supplement to the London Gazette dated August 12, 
1949. 


INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended August 27. [No. 3A 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), ft) 
London (administrative county), (c) Scotland, (d) Eire, (c) Northern Irclasd 
Figures of Births and Deaths^ and of Deaths recorded under each infectious dhtsst 
are for: (a) The 126 great towns in England and Wales (including Londoa)’ 
(b) London (administrative county), (c) The 16 principal tonns in Scotljcd 
(d) The 13 principal towns in Eire. (e)The 10 principal to^vnsin Northern Irdad 
A dash — denotes no cases ; a blank space denotes disease not notifiable or no 
return available. 
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1948 (Corresponding WeeV) 


• Mea.sles and whooping-cough arc not notifiable in Scotland, and the return* 
are therefore an approximation only. , , _ 

t Deaths from measles and scartpi fever for* England' and Wales, Londoo 
(administrative county), will no longer be published. " , . 

4 Includes primary form for England and Wales, London (admimsiramx 
county), and Northern Ireland. ^ 

§Thc number of deaths from poliomyehlis and poUo-cncephautis for 
and Wales, London ladministrative county), are combined. 

JJ Includes puerperal fever for ^gland and Wales and Eire. 
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ANAESTHE TICS 



'TRILENE -in addition to its use in analgesia- 
is employed with success for the production of 
a tight plane of anaesthesia. Contra-indications 
are few, and recovery is rapid with no un- 
pleasant after-effects. 

Containers of 250 and 500 c.c. CnishdbU 


‘KEMITHAL’ sodium is a highly efficient 
ultra-short-acting barbiturate used for in- 
duction and surgical anaesthesia of short or 
prolonged duration. Notable features of its 
use are minim al respiratory depression and a 
consistently good post-operative recovery, free 
from vomiting, restlessness and protracted 
depression. 


ampoules of 1 c.c. in boxes of 5; ampoules of Ampoules of 1 or 2 grammes, cAth or zrithcrjS 
6 C.C., boxes of 1, 5 and 25. distilled mater. Containers of 5 and 25. 

Other anaesthetics and analgesics include : 'A-lon' brand Chloroform, Procctne, 
and Pethidine (gdth and mithout HyoscirJ). 

Literature and further information avaibblc, on request, from your nearest I.C.I. Sales 
Ogee — ^London, Bristol, Birmingham, Manchester, Glasgow, Edinburgh, Belfast £: Dublin. 

IMPERIAL CHEMICAL (PH ARxM ACEUTI CALS ) LTD. 

(A subsidiary company of Imperial Chemical IrAustries Isdi) 

VriLMSLOW, MANCHESTER 
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(preparation of dl-2-dimethylamino 4 : 

4 diphenylheptane-S-one hydrochloride) 

ELIXIR METHADON (SMITH) is a palatable 
preparation containing as its active ingre- 
dient 2.5 mgm. per fluid drachm of 
Methadon, the high potency synthetic 
analgesic. Methadon has proved effective 
in relieving a v/ide variety of painful 
conditions and administration as elixir has 
definite advantages. 

DESCRIPTIVE LEAFLET ON REQUEST 



fBUUnriFl.D CHFMICAL WORKS ■ EDINBURG^ 


Elixir Methadon (Smith) is available in 
4-oz. and 16-oz, bottles and is exempt 
from purchase tax. It is within the 
regulations of the Dangerous 
Drugs Acts. 


AND at 
' LONDON fi 
GLASGOW' 




‘ Aludrox ’ is available 
in two forms; a suspension 
of 5.6% colloidial alu- 
minium hydroxide in gel 
form, in 6 02 . and 12 oz. 
bottles, and as 10 gr. tab- 
lets in boxes of 60 tablets. 


Pepsin and Acid, although 
not the ultimate cause of 
peptic ulcer, prevent its heal- 
ing and make possible its con- 
tinuance and recurrence. The 
fundamental factor is, there- 
fore, to control the action of 
pepsin in a highly acid medium 
and create an environment 
svhieh permits the ulcer toheal. 

‘Aludrox’ therapy 
neutralises excess acid and 
partially inactivates pepsin, 
leaving the stomach in a 
sufficiently acid condition to 
allownormal protein digestion. 
‘ Aludrox ’ promptly relieves, 
pain and in conjunction with 
a bland diet and rest ensures 
rapid healing of the ulcer. 


'Aludrox’ Aluminium hydroxide gel 

Trade Mark 

JOHN WYETH & BROTHER LIMITED, 

CtlFTON HOUSE. EUSTON RD., LONDON, N.WJ 




Fi'g. \V2065, Surgeon’s Visiting 
Case. Solid brown hide with 
three drawers and rack for 
bottles. Size 15 x 12 x 61 in, 
•£7 12s. Od. 

Fig. W2067. A similar bag with 
two top drawers and space below 
for SphygmomvTnomctcr, light 
wei^t. Sizel5J x 9ix5t 
in. *£4 2s. 6d. 

Fig. W2070. Midwifery 
Case. Browncow^ 
hide with washable 
lining, compart' 
ment below for 
rack of 6 bottles 
and sterilizer. 

*£7 7s, Od. 


Sterilizer with 
stand and lamp, 
nickel plated, 

£3 3s. Od. c.xtra. 




2580 Consulting Roon! Couch. 
Pi^l.'hcd mahogany or walnut colour 
h adjustable head, top upholstered 
m bcy{ tjuaho Rexine, with shelf to 
rull out £l0 10s. Od. 


\holBORN surgical instrument CO., LTD., 

■ '' XjbStf/ikbnx'SP Street, Holborn Circus, E.C.i 

Ho/. 2257/3 


i .J r a i' .i njjxt.. e 


Is ST^ERt rapidly effective against all the common 
pathogens and in comparatively low concentrations 1 YES 


Is STREPH non-se/ective ond gentle in aaion ? YES 


Is the powerful germicidal activity of S TREPH 

maintained in the presence of blood or pus ? YES 


When it is necessary to use STREPH in strong 


concentrations' to ensure antisepsis is it non-injurhus to 
tissue ? YES Does it retard healing ? NO 


Has STREPH a pleasant odour and is it a powerful 


deodorant - YES 


Uteratare dn<S Sanrph 
on appUcation to 
lEYBS' UBOMTOmS UMITEO, 
LONDOK LI 3. 
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EPIDE^^OLOGlCAL NOTES 
Food-poisoning at Llanelly 

The recent outbreak of food-poisoning at Llanelly due to 
■Salmonella typlii-nmritim B started explosively on August 15. 
when 62 cases were notified, and rapidly tailed off within a' 
week, although some cases from secondary “ cropping ” have 
been notified since. Altogether 214 cases have been notified, 
and of these 142 were seen in the first three days. 

The source of the infection was a large tin of artificial cream 
at a pastry shop, where five carriers were discovered ; the cream 
was being used "cold" in the finishing of the pastries. In the 
course of the investigation five carriers were also discovered in 
an ice-cream shop, but no contamination of the ice-cream 
appears to have occurred. The source of infection of the 
carriers themselves is problematical, sporadic cases of the 
disease having occurred in the area since the large outbreak 
at Ammanford three years ago, which was traced to a butcher’s 
assistant infecting cold made-up meats. This butcher’s assistant, 
from the evidence available, appeared to have been infected 
originally by eating unwashed imported fruit. 

The infection was generally mild. The presenting symptoms 
were diarrhoea and vomiting, which usually came on within 
24 hours and only exceptionally lasted longer than three days. 
Of the 12 cases admitted to hospital only three were seriously 
ill; an old lady of SO, a young man of 20, and a baby who had 
a congenital defect. Chloromycetin appeared to have a bene- 
ficial effect on these three cases. A man of 63 who was also 


In Scotland there were falls in the notificafions of acuf- 
primary pneumonia 53 and dysentery’ 15 and rises in the inci- 
dence of whooping-cough 25 and measles 18. In Glascow 
of the 68 cases of dysentery were notified. There was also an 
increase of 9 in the notifications of cerebrospinal fe-.er in 
Glasgow. 

In Eire decreases were recorded in the notifications of 
whooping-cough 49, measles 28, and scarlet fe-.er 21. while 
the incidence of diarrhoea and enteritis rose by 12. Of the 
74 cases of diarrhoea and enteritis 62 were notified in 
Dublin C.B. 

In Northern Ireland the notifications of scarlet fever increased 
by 16, while a fall of 10 was recorded in the incidertce of 
whooping-cough. The rise in the notifications of scarie: fe-.er 
was due to the experience of Belfast C.B. 

Week Ending September 3 

Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 701. v.hoopinc<ough 
1,615. diphtheria 53, measles 1.168, acute pireumcnia 216, 
cerebrospinal fever 25, acute poliomyelitis 2S9, acute polio- 
encephalitis 19, dysentery- 98, paratyphoid fever 30, typhoid 
fever 9, food-poisoning 277. 
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affected died in hospital from coronary- thrombosis a week 
after admission. Post-mortem examination revealed no trace 
of the Salmonella infection, and confirmed the recent coronaO’ 
thrombosis with widespread arteriosclerosis and myocardial 
degenerative changes. 

Poliomyelitis 

Notifications in England and Wales for the week ended 
September 3 were poliomyelitis 289 (258), polio-encephalitis 19 
(22). Figures for the previous week are shown in parentheses. 

The fluctuation during the past three w-eeks is not considered 
to have any special significance. The rise to 308 notifications 
since the last report should not be taken as indicating the 
likelihood of any further rises of considerable magnitude. 

The multiple cases in counties w-ere as follows; London 43 
(34). Berkshire 5 (3), Chester 3 (0), Cornwall 5 (5). Cumber- 
land 1 (I), Derby 2 (2), Devon 7 (4), Dorset 2 (2), Durham 8 
(3), Essex 21 (13), Gloucester 13 (14), Hertford 3 (6), Huntingdon 
2 (0), Kent 10 (9). Lancaster 28 (33). Leicester 11 (11. Lincoln- 
shire, Kesteven 2 (0), Lincolnshire, Lindsey 5 (3), Middlesex IS 
(17). Nonhampton 3 (4), Northumberland 10 (6), Nottingham 6 
(7), Somerset 9 (6). Southampton 10 (16). Stafford 3 (4). Suffolk 
East 2 (1), Surrey 7 (5), Sussex East 2 (5), Sussex West 3 (2), 
Wanrick 8 (7). Wiltshire 4 (3). Worcester 4 (0), Yorkshire West 
Riding 37 (33), Glamorgan 5 (1). 

Discussion of Table 

In England and Wales there was a decrease in the notifica- 
tions of measles 342 and acute poliomyelitis 15. Increases were 
recorded in the incidence of dysentery 55, scarlet fever 40. and 
w-hooping-cough 34. 

A decreased incidence of measles w-as recorded in practically 
all areas ; the largest falls were Kent 62, Middlesex 45, Lanca- 
shire 44, and Yorkshire West Riding 44. The only notable 
exceptions to the general trend for measles were increases in 
the notifications in Durham 52 and in the rural district of 
Cambridgeshire 37. There were no large changes in the local 
returns of scarlet fever. , , . 

The largest fluctuation in the incidence of whooping-cough 
was a rise'of 36 in Durham. Notifications of diphtheria were 
7 below- the record low level of last week. 

The rise in the incidence of dysentery was due to two out- 
breaks one affecting 29 persons in Staffordshire. Wolverhamp- 
ton C B and the other with 25 notifications in Monmouthshire, 
Rhymney U.D. There were 9 cases of paratyphoid fever in 
Lancashire. The Largest number of notifications of food- 
poisoning was in Carmarthenshire, Llanelly M.B. 22 (see 
above). 


Oliver Memorial Fund 

The committee of this fund has made the second award for 
service in connexion with blood transfusion to Dr. H F. Brewer, 
clinical pathologist to St. Bartholomew’s Hospital. Dr. Brewer 
has been medical officer to the British Red Cross London Blood 
Transfusion Service for 16 years, and has been intimately con- 
nected with the development of this pioneer service. His atten- 
tion to the welfare of the donor has engendered a spirit of 
confidence among the members, and data obtained from the 
periodic examination of donors after multiple bleedings estab- 
lished the safe minimum interx-als between donations for males 
and females. In the years immediately before the war the Red 
Cross Serv’ice made the first provision for the distribution of 
reliable and cheap anti-A and anii-B grouping sera, and D,'. 
Brewer played a significant part in ensunng this. His influence 
was continued throughout the war as director of one of the 
London blood supply depots. 

Association des Medecins de Langne Frangaisc 

’The Association des Medecins de Lcncite Frcnrr.t^c was 
founded in 1911 to facilitate contacts between Frcrch-'geakiag 
doctors in different countries. ’The association arrange- confer- 
ences in French-speaking countnes to bring members together 
for discussion of various medical questions. Between the ts'-o 
wars the association had several hundred members in France 
and in other countries, and a conference was held every other 
year. Since the end of the war one meeting took place in Paris 
in 1947, and a second is planned for this October in Geneva, 
New members will be cordially welcorrcd. and the secretary. 
Professor Cade, would greatly- appreciate information about 
changes of address from former members, particularly from 
those living outside France, ’The registered office of the associa- 
tion is at the Faculty of Medicine of Lyons. and all dciaiis about 
membership can be obtained from Professor A- Cade. !('. rue 
de la Charite, Lyon, Rhone. 

VTtlls 

Dr. Charles Wiliam Mcnelaus Hope, formerly consultin.g 
surgeon for diseases of the car, nose, and throat to King’s 
College Hospital, left £39.375. After making a number of 
bequests he left the residue of his estate as to one-third to King’s 
College Hospital, and two-thirds to King’s College Hospital 
Medical School. Dr. Henry 35'ilkes Gibson, of Emswer-h. 
Hants, left £32.538 ; Dr. Wiliam Gordon Alexander, of Broad- 
way, Worcs. left £6.008 ; Dr. Harold Godfrey Young, of 
Hatfield. Herts, left £7,492; and Dr. John Donald Malheson 
MacKellar. of Dewsbury, Yorks, left £10,165. 
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COMING EVENTS 

British Rheumatic Association Exhibition and Conference 
The British Rheumatic Association has arranged a two-day 
conference to be held at Chelsea Town Hall, London, S.W., on 
Wednesday and Thursday, September 28 and 29. The opening 
address, on “ Modern Views on the Treatment of Rheumatoid 
Arthritis,” will be delivered on September 28, at 2.30 p.m.,'by 
Dr. W. S. C. Copeman, and' at 5 p.m. Dr. W. S. Tegner will 
discuss “The Care of the Rural? Patient.” On September 29, 
at 2.30 p.m., addresses will be given by Miss Nora Hill, Principal 
of the Disablement Branch of the Ministry of Lalrour, and 
Air Commodore G. O. Venn, Executive Director of “ Remploy,” 
Ltd., and at 5 p.m. there will be a symposium on “ The Home- 
bound Employed,” in which the special problems of rheumatic 
patients will be presented from the points of view of the doctor, 
the industrialist, and the patient by Dr. Francis Bach, Mr. 
Sydney Arthur, and Miss B. M. Stow, Chairman of the Associa- 
tion of Occupational Therapists, respectively. Tickets for the 
conference (price 10s. each) will be allocated in order of applica- 
tion. The association has also arranged an exhibition to be 
held on September 27 (2 p.m. to 10 p.m.), September 28 and 29 
(10 a.m. to 10 p.m.), and September 30 (10 a.m. to 6 p.m.), 
which will be open to the public (entrance fee Is.). Full particu- 
lars may be obtained from the association at 5, Tite Street, 
Chelsea, London, S.W.3. 

Medical Students’ Conference 

The Glasgow Branch of the British Medical Students’ Asso- 
ciation has arranged a conference for medical students to be 
held from September 26 to 30, during which lectures will be 
delivered as follows : In the Pathology Lecture Theatre, Western 
Infirmary, Glasgow, Tuesday, September 27, 11.15 a.m.. 
Professor C. F. W. Illingworth, “ Peptic Ulcers ” ; Wednesday, 
September 28, 11.15 a.m.. Professor D. F. Cappell, “The 
Rhesus Factor”; Thursday, September 29, 11.15 a.m.. Dr. T. 
Anderson, " Antibiotics in the Treatment of Infection ” ; 
Friday, September 30, 11.15 a.m., Professor S. G. Graham, 
“ Acidosis and Alkalosis,” and 2 p.m.. Dr. W. A. Taylor, 
“Hypertension.” On September 30, from 9.15 a.m., there will 
be a demonstration on hypertension in the pathological depart- 
ment of the Western Infirmary. The following lectures will be 
delivered in the Zoology Lecture Theatre of the University of 
Glasgow: Monday, September 26, 4.15 p.m., Professor P. I. 
Dee, F.R.S., “ Nuclear Physics in Medicine ” ; Tuesday, Septem- 
ber 27, 4.15 p.m.. Dr. P. R. Peacock, “ The Effects of Radiations 
on Experimental Tumour”; Friday, September 30, 4.15 p.m.. 
Professor L. S. P. Davidson, “ Partition Chromatography.” 
Members of the medical profession are invited to attend the 
lectures. 

C.M.F. Surgeons’ Club Dinner 

The annual dinner of the C.M.F. Surgeons’ Club will be 
held at Claridge’s Hotel, Brook Street, London, W., on Thurs- 
day, September 29. Applications for tickets, with cheques for 
25s., should be sent to Mr. Guy Blackburn, M.Chir., Keat’s 
House, Guy’s Hospital, London, S.E.l. Evening dress will be 
worn. Guest tickets are not available. 

Contraceptive Technique 

A lecture and demonstration of contraceptive technique will 
be given by Dr. Marie C. Stopes and Dr. Beddow Bayly at the 
Mothers’ Clinic, 108, Whitfield Street, London, W., on Thurs- 
day, October 6, at 2.30 p.m. Medical practitioners should apply 
for tickets well in advance. 

Prevention of Accidents 

The Royal Society for the Prevention of Accidents will hold 
a National Safety Congress on October 4-7 at the Central Hall, 
Westminster. Among the speakers wall be Dr. C. A. Boucher, 
of the Ministry of Health, and Dr. J. A. Gorsky. Particulars 
may be obtained from the society at Terminal House, 52, 
Grosvenor Gardens, London, S.W.l. 


Welsh National School of Medicine 

The opening address of the 1949-50 session of the Welsh 
National School of Medicine will be delivered on Thursdav, 
October 6, by Dr. William N. Pickles, Medical Officer d 
Health for Aysgarth. ' 

SOCIETIES AND LECTURES 

Tuesday ' 

Edinburgh Postgraduate Board for Medicine. — At Anatomy Lec- 
ture Theatre, Edinburgh University, September 20, 4.30 p.ra., 
" Bone and Joint Pathology,’’ by Professor S. L. Baker. 

! 

Wednesday 

North-East London Clinical Society.^Ai Clinical Theatre, Prince 
• of Wales’s General Hospital, Tottenham, N., September 21, 
8.15 p.m., medical films and discussion on public health matters 

Thursday 

Edinburgh Postgraduate Board for Medicine. — At Anatomy Lec- 
ture.Theatre, Edinburgh University, September 22, 4.30 p.m., "The 
Bacteriological Principles Governing Chemotherapy,” by Professor 
C. H. Browning, F.R.S. 

Friday 

Biochemical Society. — At Department of Biochemistiy, School of 
Medicine, Leeds, September 23, 11 a.m., 279th meeting. 
Middlesex County Medical Society. — ^At Edgware General Hos- 
pital, Edgware, Middlesex, September 23, 4 p.m., annual genera) 
meeting. “ Focal Hypersensitivity as a Pathological Syndrome," 
by Dr. J. L. Hamilton-Paterson. 

Royal Sanitary Institute. — At National Museum of Wales (Rear- 
don Smith Lecture Theatre), Cardiff, September 23, 10 a.m., “ The 
National Health Service Act (Sections 24 and 2S) : Advice, Cere, 
and Aftercare,” discussion to be opened by Mrs. Clarice O’Shea ; 
“ Food Control,” by Mr. W. M. Shortt, M.Sc., F.R.I.C. 

APPOINTMENTS 

Drs. F. A. Ibiam, O.B.E., and K. A. Abayomi have been 
appointed Members of the Executive Coundl of Nigeria. 


Hughes, a. C. C., M,B., M.R.C.P., Chest Physician, Chester Area, Liverpool 
Regional Hospital Board. 

Landon, John, M.R.C.S., L.R.C.P., D.P.H., Medical Officer of Health for thf 
Boroughs of Bexley and Erith and Urban District of Crayford and School Meoicu 
Officer, Borough of Bexley. 

Rees, F. t., Af.C., M.R.C.S.. L.R.C.P., Director-General of Medical Services, 
Ministry of Pensions, in succession to Sir Francis Prideaux, C.B.E., M.R.L.l>, 
L.R.C.R, who retires on September 30. 


BIRTHS, IVIARRIAGES, AND DEATHS 


BIRTHS 

McQuald. — On September 9, 1949, lo Ena (ndc Green), wife of Dr. T. M 
McQuaid. 96, Psalter Lane, ShefTicld, a son. « 

MARRIAGES 

Black— Gordon.— On Aupust 2D. 1949. at St. Paul’s Church. Enfield, Alexander 
L. Black. M.B.. F.R.C.S.Ed., to leanie F, Gordon. M.B., D.C.H. 
Moore — HewUson. — On September 1, 1949. at St. Albans Abbey, ' 
Dodwell Moore, M.B.. B.Ch., to Nora Hcwiison, M.B.. B.S. _ 

Smith — Blathcrxrlck. — On September 10. 1949, at Merc, Wiltshire, D. 

Smith. M.B.. M.R.C;P.. D.P.H.. lo Marjorie Blalherwick. 


DEATHS 

Densham.— On September 8, 1949, at Parkstonc, Dorset, Ashley Densbam. 

M.R.C.S.. L.R.C.P., aged 79. .... n-,th 

FiDii,— On September 11. 1949, at Gatcombe House, Ashwick, near 
Patrick TaafTc Finn. L.R.C.P.&S.Ed., L.R.F.P.S. ^ 

Forcan.— On Scplrmber 6, 1949, at Highsatc, ' Robert Berry ro • 

L.R.C.P.&S.Ed.. L.R.F.P.S.. agrd 62. . , • ^ 

Gerhard.— On August 29. 1949, at Ovcibrook. Philadelphia. U.S.A.. Anoui 
HowcJl Gerhard. M.D.. aged 73. , ..oi orinff 

Hay.— On September 8. 1949. Edmtmd Hay. M.B.. C.M.Ed.. of 384. Jho" 
Regent’s Lane. London, E. t t \( 

Kearney. — On September 5. 1949, James Kearney, L.R.C.P.&S.T. and • 
McCall.— On September 9. 1949. at Rudgxvick. Sussex. Annie McCall. 
Martin.— On September 5. 1949, at St. Mary’s Hospital. Paddington. Lonaoj- 
W.. William Whittle Martin. M.B.. Ch.B.. D.P.H., of the Manor House. 
’ Southwick. Sussex. /-> t> aerd 

Moll.— On September 8, 1949, Henry Henderson Moll. M.D., F.R.C.P., a* 

O’Connor.— On September 5. 1949, at Old Manor House Epsom. Janie? 

Alphonsus O'Connor, M.B., Ch.B., late Indian Army. 

Roberts. — On September 8. 1949, at Hesstc Moor, Hcswall, Cheshire. 


Leslie Roberts. M.D.. aged 89. , 

Robertson.— On September 6. 1949, at 178. Bumage Lane. Manenwe . 

William Robertson. L.R.C.P.&S.Ed., L.R.F.P.S.. ag^ o u rorS 
Scab.— On August 29, 1949. at Findon, Sussex. Eng Khway Scab, - 

Stmlm— On September 10, 1949, William Loudon Strain. M.B . C.M.. ot 4- 


Hove Coun. Rayinond Road. Wimbledon Hill. »{ n 

^Yalker, — On September 3, 1949, at Aberdeen. James Robert Hall Walker, m-i/. 
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Any Questions? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
uhich should be typed. We publish here a selection of those 
questions and anstvers which seem to be of general interest. 


Myasthenia Grans 

Q.—ln view of the antagonism between the action of the 
thyroid gland and of the thymus, would methyl thiouracil be 
worthy of trial in myasthenia gravis ? 

A. — ^Thjmectomy is of value in myasthenia gravis. An 
important paper on this subject appears in the opening pages 
of this issue of the Journal. Thyroidectomy is not knossTi to 
be of any value in myasthenia gravis uncomplicated by 
thjTotoxicosis, and it is doubtful if it is of value in true 
myasthenia gravis, which may be present at the same time as 
ihjTOtoxicosis but not a sequel to it. On the other hand, 
thyroidectomy is definitely of value in that form of myasthenia 
which is a complication of thyrotoxicosis. It is difficult, how- 
ever, to conjecture that methyl thiouracil would be of any 
ralue in idiopathic myasthenia gravis. If it did prove of value 
it might not be regarded as suitable therapy, because of the 
need for its persistent application for the duration of the 
disease. In assessing any form of treatment it must be 
remembered that myasthenia gravis undergoes spontaneous 
remissions which may last for many months. 


Threadworms in Infants 

Q. — What is the best treatment for threadworm infestation 
in children under the age of 2 1 Tablets or capsules are unsuit- 
able for infants because of the inadequate stvallowing reflex, 
and frequent enemata are contraindicated on psychological 
grounds. Is there anything that can be given in liquid form 
and still be effective in the large bowel ? 

A. — The best treatment for threadworms in an infant under 
2 years is gentian violet. The usual plan of dosage is to give 
1;6 gr. (11 mg.) daily for each year of age, in divided doses, 
two or three times a day before meals. The course is usually 
one of five days with five days’ break and then a second five 
days of the drug. Meanwhile gloves and pyjamas should be 
worn to prevent night scratching (if napkins have been left 
off) and a hTtle ammoniated mercury ointment smeared round 
the anus at night. Unfortunately to give gentian violet Aere 
IS no satisfactory alternative to capsules, and the administra- 
tion of these to a young infant is a skilled job. Probably the 
best solution would be the temporary admission of the child 
to hospital for each of the five-day periods. If psychological 
trauma is feared from this, a nurse might visit at home, but 
the situation demands a nurse trained in work with children, 
and she is more likely to be successful in hospital. If is worth 
while remembering that threadworm infestaUon is often familial, 
and if a young baby has threadworms then the same may apply 
to older children or even to the parents, in whom there may 
be no symptoms. While the infant is in hospital the rest of 
the family might be investigated and treated if necessary. 


Antiseptics for Minor Dressings 
Q —for constant use in minor dressings acrifiavine has the 
disadvantage that it stains the hands, dressings, towels, etc. 
Is there any comparably bland antiseptic that does not pro- 
duce staining (mercury perchloride. for example), and that can 
he substituted for routine use in the surgery ? 

A —Yes; 5-aminoacridine hydrochloride (“ monacrin T — a 
substance of the same chemical nature as acrifiavine. and havring 
a similar action on bacteria and a rather lower tissue toxtdty, 
but non-staininc. If the inquirer is referring to prophylactic 
application to accident wounds there is much to be said for 
abandoninc the use of solutions altogether and thus largely 
nvercomiug the difficulty of staining. The alternative method is 
insufflation of a powder for which the formula in common use 


is I part of proflavine (2:S-diaminoacridine sulphate) ir 
99 parts of sulphathiazole. Proflavine stains, but for \nriou- 
reasons notably fis constancy' of composition, lower tissue 
toxicity, and lower solubility — is otherwise superior to acri- 
llavine. The advantage of using a relatively much less soluble 
antiseptic in powder form is that a more penistent effect is 
obtained than with a solution. 

Mercury' perchloride is not bland,” it is exceedingly toxic, 
and should never be applied to any part of the body except, 
possibly, the intact skin. 

Dose of Chloral for a Baby 

Q - — How far can chloral be safely pushed in the symptomatic 
treatment of restlessness in a newborn child delivered with 
forceps? Would you consider a four-hourly dose of I gr. 
(65 mg.) harmless if given over a period of two or three days, 
or could such a dose cause liver damage and 'or respiratory 
embarrassment due to lack of movement brought about by the 
narcosis? Is it justifiable to give chloral as a routine to 
“ stressed babies ” ? 

A. — It appears quite safe to give chloral hydrate 1 gr. four- 
hourly to a newborn child, and this is a recognized form of 
treatment for infants suspected of cerebral irritation. Usually 
the dose is gradually reduced as the irritability improves. It is 
inadvisable to give chloral routinely to “stressed babies." 
There is usually a cause for the irritability, and this should be 
sought and corrected. However, there is the irritable infant 
of a “highly strung” mother that usually responds well to 
1 gr. of chloral hydrate before each feed, and this can be con- 
tinued for several months. Children tolerate chloral very well 
and rarely show toxic symptoms. It is unlikely to cause 
respiratory embarrassment in the newborn, but if cyanosis i< 
present oxygen could be given. 

Dermatitis Due to Cold Permanent Waring 
Q, — What is the treatment for dermatitis of the scalp caused 
by cold permanent waving ? 

A. — If not due to idiosyncrasy, this is probably a chemical 
alkaline dermatitis. It may be necessary to cut the hair if 
there is much exudate and matting. A 0.5°^ aluminium acetate 
lotion, or washing the scalp with permanganate of potash I in 
8,000 followed by the application of liquid paraffin or olixe 
oil, would b^suitable. An ointment composed of gentian violet 
gr. (0-16 g.). salicylic acid 5 gr. (0.32 g.l. coconut oil 120 gr. 
(8* g.). Maiden’s emulsifying base 120 gr., with soft paraffin up 
to 1 oz. (31 g.), is also effective, the head being wrapped in a 
turban after the ointment has been applied, although the stain- 
ing may not be appreciated. 

^c questioner might be interested in an article by Cohen 
(Arch. Derm. Syph., Chicago, luly, 1949, p. 14). 

Stilboeslrol for Prostntic Cancer 
Q. — What is the scheme of dosage of stilbocstrol for 
prostatic cancer, and how long can treatment be continued ? 

A. — Tor cancer of the prostate it is usual to start with a do'e 
of 5 mg. of stilboestrol daily. This is continued for one week, 
and the dose is then reduced to 0.5 or 1 mg. daily. The amounts 
given depend on the fall in the acid phosphata'c lex el in the 
serum, which should be estimated at intervals, and cn the 
response of symptoms, such as the relief of pain. There is 
therefore no fixed maintenance dose. This treatment can be 
continued indefinitely, and palienls have been treated for several 
years. 

Ozone as an Aerial Disinfectant 
Q, — y( machine producing ozone is being i.nstr.lied to impn^i e 
the stuffy atmosphere of a workroom. Is the proior.geJ ir.haia- 
tion of even small amounts of ozone harmful ? 

A. — The action of ozone on the tissues is similar to that of 
chlorine: it irritates the mucous membranes, panicularly the 
respiratory and ocular membranes. The Heating. I'er.ti’.ating 
and Air Conditioning Guide. 1946, states that "the allowable 
concentrations in the breathing zone are very small, between 
O.OI and 0.05 part per million parts of air. These are much 
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too small to influence bacteria. Higher concentrations are 
associated with a pungent, unpleasant odour and considerable 
discomfort to the occupants. One part per million' causes 
respiratory discomfort, headaches, depression, and a lowering 
of the metabolic rate. ...” Experimental evidence on the 
merits of ozone as an aerial disinfectant has led to the con- 
clusion that ozone in concentrations that can be breathed over 
long periods without irritation cannot be expected to provide 
any effective protection against airborne bacterial infection. 
Perhaps the best way to improve a “ stuffy atmosphere " in a 
workroom is by attention to ventilation. 

t 

Food Value of Glycerin 

Q . — Has glycerin any food value and does U conduce to 
putting on weight ? 1 have used jam and marmalade made 
with glycerin instead of sugar for diabetic patients, as it has 
little carbohydrate value. 

A. — Glycerin is a trihydroxy-alcohol. It is absorbed readily, 
and after absorption acts as a source of energy. It is alleged 
that it lessens glycosuria in diabetics. As a food it spares 
fats but does not influence protein metabolism. 

Fat Deposits 

Q . — A woman has large pads of fat over each hip-joint and 
the inner aspect of both knees ; the swellings in the latter site 
are discoloured, somewhat inflamed, and a little painful. The 
upper part of her body, arms, face, neck, and breasts are 
normal. The patient suffered considerable privation as a 
Japanese P.O.W. and had beriberi. Treatment by diet, radiant 
heat, medicines, and glandular products has had little effect. 
Would this be a case of Derciim's disease, and can you suggest 
any treatment ? 

A. — This description is not typical of Dercum’s disease, in 
which the fat deposits are strikingly tender. It is somewhat 
more suggestive of symmetrical lipomatosis. However, in both 
conditions treatment is most unsatisfactory, and the patient in 
question appears to have tried almost all known therapeutic 
methods without benefit. As the deposits are so localized, it 
would be worth her while to consult a plastic surgeon, as 
possibly excision could be undertaken. 


Kaolin and Bismuth 

Q . — During the war, in the treatment of gastric and intestinal 
i auditions, bismuth compounds were largely replaced by 
subititutes that were more accessible or less costly. Now, 
although bismuth is readily obtainable, there appears to be a 
tendency to continue to prescribe the substitutes. Is there any 
authoritative evidence that salts of bismuth have a superior 
therapeutic value ? 

A. — During the war bismuth compounds were replaced by 
kaolin. This is a fine powder, like bismuth carbonate, which 
acts by adsorbing irritant substances. Neither bismuth car- 
bonate nor kaolin has much power to neutralize hydrochloric 
acid. There is no evidence that bismuth salts have a superior 
therapeutic value. 


Barley Sugar and Cerebral Metabolism 

Q" I have an elderly male patient suffering from a moderate 
degree of Parkinsonism. He finds that barley sugar gives him 
more direct benefit than any of the new drugs on the market. 
( note that Quastel states that the brain only absorbs nourish- 
ment in the form of glucose. Does this mean that table sugar 
and many forms of confections consisting of sucrose are of no 
therapeutic value ? 


*^7 sugar is a vitrified form of sucrose. If the patient 
-rises benefit from its use, therefore, it seems unnecessary 
to resort to glucose or to foods containing it. While Quastel 
ou a agree that glucose, which may be derived with fructose 
htdrolysis of sucrose, is the most plentiful metabolite 
stream to the brain, he would hardly 
s ppor he view that it is the brain’s sole source of nourish- 
himself shown that the brain may metabolize 
other substances, including glutamic acid. 


NOTES AND CORIMENTS 

. Transitory Retrobulbar Neuritis. — Dr. Hugh Garland (Leeds) 
writes:. Your feature “Any Questions ? ” is often useful in supply- 
ing the answer to problems the answer to which miglit otherwise be 
difficult of access. The quality of the answers is usually high, bm 
I would call your attention to the answer to the question, “\Vhat 
may be the cause, apart from disseminated sclerosis,- of a transitory 
attack of retrobulbar neuritis ? ” (August 13, p 397). Your 
anonymous authority prefaces his answer by dividing the causes into 
three groups, of which the first is “ functional disease,” One can only 
assume that by this he refers to hysteria, but, if so, why not say so ? 
He then states that various authors differ in their views about the 
place of nasal disease and focal sepsis as causes of transitory retro- 
bulbar neuritis without making any critical comment of his own. 
Surely there is no shred of evidence that retrobulbar neuritis ever 
results from such localized sepsis. He goes on to state that there 
is a natural tendency to spontaneous recovery, but the question only 
relates to transitory attacks. He then proceeds to give a list of 
causes (presumably which he himself accepts) of the most remarkable 
diversity. Has anybody ever seen transitory amblyopia caused by 
alcohol, tobacco, or diabetes ? The optic atrophy, enlarging scoto- 
mata, and progressive visual failure sometimes complicating 
pernicious anaemia are by no stretch of imagination transitory, and 
even ivith intensive liver treatment improvement is extremely slow. 
Is there any proof that either syphilis (and, if so, syphilis of what 
structure 7) or plumbism ever causes transitory blindness 7 Why 
should post-partum as opposed to any other form of haemorrhage 
be singled out as a cause of this condition 7 His next cause is one 
of classic simplicity, " sepsis.” Disturbances of nutrition as a cause 
of failing vision is presumably a reference to that form of optic 
atrophy seen not infrequently among prisoners-of-war, but there is 
nothing transitory about this condition, and so far ‘as I know all 
the affected persons were left with permanent disorders of vision. In 
what way, one might ask, can menstrual disorders cause transient 
amblyopia, unless this be hysterical 7 And the same would apply to 
pregnancy. 

One by no means uncommon cause of transient monocular blind- 
ness which is not mentioned is the aura of an attack of migraine. 
You miglit say that liere the basis of tlic visual defect is not “ retro- 
bulbar neuritis,” but I would suggest that if most of the above 
causes ever, in fact, operate they certainly do not produce an 
inflammatory lesion of the optic nerve. Tlie final statement is (hat 
“ some attempt has been made in this list to indicate the frequency 
of tlie causes,” but I can find no reference to the frequency either of 
a single cause or of the condition itself. Surely it is time for the 
universal recognition of the fact that transient “ retrobulbar neuritis ” 
should always be regarded as a manifestation of disseminated sclerosis 
or one of the rarer dcmyclinating diseases of the" central nervous 
system. 

Acroparacsthesia. — Dr. M. G. Good (London, N.W.ll) writes: 
With regard to the question on acroparacsthesia {journal, August 27, 
p. 495), I should like to say tliat my persona] experiences do not 
agree with the opinion expressed in textbooks on the nature of this 
disease, which in recent years seems to have become more frequent. 
In the last five years or so I have successfully treated more than a 
dozen cases, mostly in women, rarely in males. In my experience 
acroparacsthesia is caused by an " idiopathic myalgia " of the elbow. 
The characteristic " myalgic spots ” ard regularly to be found in the 
origin of the flexors and/or extensors of arm and wrist, M 
appropriate treatment with small quantities of procaine relieves the 
complaints and cures the disease ■without delay. 

Angioneurotic Oedema. — Dr. S. H. Craig (Fccny, Co. London- 
derry) writes : With reference to the question and answer under this 
heading (“ Any Questions 7 ” August 20, p. 448), I have suffered from 
this trouble for 30 years. I had very severe attacks, but I found that 
sodium citrate 1 dr. (4 g.) in water, increasing the dose by 1 dr. 
with every attack until I got up to 4 dr. (16 g.), acted like m.ipo 
and never once failed. The attacks have been getting less frequent 
and are now only a few times a year. 


Alt comiounications wllh resard to editorial business should be addressed to Tin 
EDITOR, British Medical Journal. B.M.A. House. Tavistock SqO»“- 
London, W.C.l. Telephone; EUSTON 2111. Telcorams : 'tltleiem 
Wrircenr, London. ORIGINAL ARTICLES AND LETTERS 
publication are understood to be oHcrcd to the Brittsh Medtca! Journo: sib 
unless the conirarv be staled. ‘ ^ 

Auihore dc’sirins REPRINTS should communicate with the PublishinE Manap • 
B.M.A. House. Tavistock Square, W.C.l, on receipt of prools. AUiao 
overseas should indicate on MSS. if reprints arc required, as proofs are n 
sent abroad. „ 

ADVERTISEMENTS should be addressed to the Advcrtlsemedt 
B.M.A. House. Tavistock Square. London. W.C.l (hours 9 a.m. to J Py-' 
Telephone: EUSTON 2111. Teleorams : BHimedads. U'meent. Undfs. 
MEMBERS' SUBSCRIPTIONS should be sent to the SECRETARY o jr- 
Association. Telefho.ve : EUSTON 2111. TH-EORAMS : htedisecra. Western 
XA>ndon. 

B.M.A. ScomsH OiTiCE : 7. Drumsheuch Gardens. Edinburch. 



SUPPLEMENT TO 


BRITISH MEDICAL 


THE 

JOURNAL 


LONDON SATURDAY SEPTEMBER 17 1949 


THE SECRETARY REPORTS 


GENERAL PRACTITIONER CONDITIONS OF 
SERVICE 

Drops of water are said to wear away the stone, and the 
General Medical Sers'ices Committee continues to make repre- 
sentations to the Ministry on a number of points affecting 
the general practitioner service under the Act. Remuneration 
is, of course, in the forefront, and the Committee hopes this 
•ftill be carried a stage further when its representatives meet 
the .Ministry on September 23. 

Other matters which are being pressed to a conclusion in- 
clude the provision of medicines and appliances for prisate 
patients ; permission to keep stocks of medicines and dressings 
for emergency use in surgeries ; relief from the obligation to 
issue medical certificates for surgical corsets ; permission to 
obtain j:-ray and pathological examinations by direct applica- 
tion to the hospital department concerned ; provision for 
charging fees for services outside the range of general practi- 
tioner treatment ; the payment of a fee to a doctor called 
in to an emergency following a dental operation, the dentist 
not being available •, the reimbursement of doctors for postage 
on documents to executive councils ; the reintroduction of rules 
for the conduct of patients which were in operation under the 
NEI.I. Act ; a rerision of the wording on the medical card ; 
and permission to reverse telephone charges when a call is made 
to a hospital on behalf of a patient. 

Public Relatiotis at Work 

A correspondent recently asked, possibly rhetorically, 
whether the B.hf.A, had a Public Relations Department He 
said the public had " no idea of the low remuneration that 
every family doctor is paid under the National Health Service." 
The Public Relations Department recently had printed and 
issued over 600.000 leaflets on precisely this subject, together 
with 20.000 posters. Supplies have been sent by post direct 
to every practitioner who asked for them. The Public Rela- 
tions Department spends a large part of its time answering 
inquiries from journalists about such matters as remuneration, 
overwork, delayed admission of patients to hospitals, unreason- 
able demands on doctors by patients, and various charges of 
abuse brought against the working of the Health Service. One 
pressman recently telephoned the Department to say that he 
had noticed that cases of opium addiction officially notified in 
this country showed a slight increase and included a large pro- 
portion of members of the medical profession. Had the 
B.M.A. any comment ? It was pointed out to him that the 
increase was very small. ‘‘Yes,” said the journalist, "but 
couldn’t I say that it was the result of worry caused by the 
National Health Sers'icc ? " 

Doctors in the Territorial Army 

Several letters of complaint have lately been published in 
the Supplement from doctors who are members of the Terri- 
torial Army. It appears that the Ministry of Health has asked 
local executive councils to decide whether such doctors should 
or should not be embodied with the Territorial Army in another 
emergency. If the Ministry is adsised by the local executive 
council that a particular doctor is indispensable in civilian 


practice in his area then he will not be embodied with the 
rest of the Territorial Army. The doctors concerned are 
apparently not to be consulted. 

Two issues arise here. First, the existing and highly success- 
ful machinery for the mobilization of doctors for National 
Service is the machinery devised by the medical profession 
itself — namely, the Central Medical War Committee, Scottish 
Central Medical War Committee, and the Local Medical War 
Committees. This machinery is still in existence — it has con- 
tinued to exist since the end of the war at the express request 
of the Minister of Health himself. In communicating with 
the executive councils about the embodiment or deferment of 
particular Territorial Army doctors the Ministry of Health has 
deliberately by-passed this machinery. Secondly, the decision 
whether or not a particular Territorial Army doctor is to be 
embodied with the remainder of the Temtonal Army is 
apparently to be made behind the doctor’s back. Many of 
these practitioners have voluntarily given long hours of 
their spare time on weekly drill nights and a week or more 
of their annual holiday at annual camps. If another emergency 
arises some of them will find that, by arrangements made 
without their knowledge or consent, they are not called up with 
their comrades and all their voluntary spare-time work is 
wasted. The Association is protesting most vigorously against 
this tactless and inconsiderate procedure. 

World Medical Association 

The British Medical Associauon is to be the host of the 
General Assembly of the World Medical AssociaU'on when it 
meets in London next month. It promises to be an interesting 
meeting. Twenty-two countries will be represented, and eight 
international medical organizations will send observers. The 
delegates of the British Medical Association will be Dr. Guy 
Data and Dr. J. A. Pridham, with Dr. E. A. Gregg and Dr. S. 
Wand as alternates. Dr. Charles Hill is to be elected Preside.il 
of the World Medical Association for the coming year. The 
outgoing President is Professor Eugene Marquis, of Frarce. 

Among the subjects to be discussed by the Assembly will be 
a draft international code of medical ethics. The preparation 
of this code follows upon the W.Nf.A.'s considcraiio.i of the 
part played by certain members of the profession in the per- 
petration of war crimes and the adoption last year of the 
“ Declaration of Geneva." The new " code " is to be an ampli- 
fication for practical purposes of the principles laid down in 
the Declaration. During the past year the council of the 
W,M.A. has been collecting information about the schemes for 
“social security" in existence in the different ccunt-ries. wiffi 
special reference to the medical services and the extent to which 
they conform to the principles of public medical service adopted 
at Geneva last year. TTe council has al'o been collecting 
information about postgraduate education fer both specialists 
and general practitioners, and this will be the subject of a 
report to the .Assembly. 

The Bulletin of the W.MJk, under the editorship of 
Dr, Morris Fishbein. of the U.S..A.. with the assistance of colla- 
borating editors from other countries, will reach its third num- 
ber in October. It appears to be serving a useful purpose in 
medical literature, and the Assembly will consider what 
improvements can be introduced. 
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PHYSIOTHERAPY SERVICES 

REGIONAL ARRANGEMENTS 

The Minister of Health, according to a recent memorandum 
issued by the Ministry, is advised that the maximum benefit of 
modern physiotherapy is to be obtained under specialist super- 
vision in fully staffed and equipped hospital- departments. 
Furthermore, the shortage of adequately trained personnel, 
which will continue for an indefinite period, makes it impera- 
tive to concentrate them in hospital departments where their 
services can be employed to most Advantage. Accordingly, 
physiotherapy in the National Health Service should be pro- 
vided only under specialist prescription as part of the hospital 
and specialist service, and responsibility should be accepted 
by regional boards only for treatment prescribed by hospital 
specialists and carried out under their supervision. 

General practitioners who consider that their patients require 
physiotherapy will normally refer them to a hospital, and if 
the specialist prescribes physiotherapy it should be provided 
in accordance with the arrangements outlined in this memo- 
randum. General practitioners of course can use their own 
equipment to administer physiotherapy treatment to patients, 
but boards and management committees are not concerned with 
such arrangements. 

Regional hospital boards are therefore responsible for 
organizing a satisfactory physiotherapy service in their regions. 
Regional hospital boards were advised in R.H.B.(48)53 (now 
superseded by this new memorandum R.H.B.(49)114). that in 
rural and other areas where it appeared necessary to supplement 
the hospital facilities they could contract with existing public 
organizations which provide physiotherapy services (e.g., British 
Red Cross Society, District Nursing Associations, etc.), or, very 
exceptionally, with private physiotherapists, to treat patients for 
whom physiotherapy had been prescribed through the hospital 
service. The system of contracting with private physiothera- 
pists has proved in some areas to be expensive, and is neces- 
sarily an uneconomic method of providing treatment under 
the National Health Service. Accordingly, where it proves 
necessary to supplement hospital facilities — either because of 
distance or because of lack of accommodation in the hospital, 
or for other reasons— regional hospital boards should organize 
full-time or part-time clinics in suitable towns or villages which 
should be conducted by physiotherapists based on the nearest 
hospital with an adequate physiotherapy department. This 
expanded and mobile physiotherapy service should be organ- 
ized on the same lines as the orthopaedic service in some areas, 
making use of existing halls, health centres, or other suitable 
buildings. Physiotherapists now in private practice should be 
employed full time or on a part-time basis in the hospital 
service. 

As these clinics come into operation in areas where there is 
a need for them, contractual arrangements will become un- 
necessary, and they should be discontinued as soon as possible. 
In the Minister’s view it will be found more effective as well as 
more economical to employ additional physiotherapists, whether 
whole-time or part-time, as members of the staff of the hospital 
service and carrying out their work within the service, than to 
seek to continue contractual arrangements whether with indi- 
vidual physiotherapists or with public bodies employing them. 

Evening Sessions and Domiciliary Treatment 

Loss of time by patients at work with consequent loss to the 
national economy should be prevented by arranging evening 
sessions. It is estimated that between 10 and 15% of patients 
attending physiotherapy departments require evening treatment, 
and arrangements for it should be made wherever the need 
exists. 

Only in e.xceptional cases, when it would be harmful to 
convey the patient to the nearest hospital or clinic, should Ireat- 
provided in the patient’s home. Responsibility for 
domiciliar)' treatment should be accepted by boards only when 
prescribed by a hospital specialist either at hospital or through 
a dornicihary consultation. In such cases treatment should 
normally be given by physiotherapists based on the nearest 
hospital or clinic as part of their full-time or part-time work. 


Representations have been made to the Minister that' there 
are some signs of a decline in the amount of work being done 
by blind physiotherapists. It is important that the fullest 
possible use of their services should be made. The Minister 
recognizes the peculiar convenience to the blind of work near 
their homes, and suggests that hospital management committees 
and boards of governors should give careful consideration to 
the possibility of appointing blind physiotherapists' to any 
suitable vacancies on the staff of hospital departments and 
associated clinics, particularly any situated near the blind 
physiotherapist’s home. 


DOMICILIARY MIDWIFERY 

DOCTORS AND MIDWIVES 
In order to avoid the difficulties arising between doctor and 
midwife regarding the capacity in which the midwife is to act in 
a particular case, the Local Medical Committee and Health 
Department at West Bromwich have devised a simple scheme 
of notification which seems to have worked well in practice. 
A card which fits part 1 of Form E.S. 24 has been designed to 
read as follows; 

NATIONAL HEALTH SERVICE 
MATERNITY MEDICAL SERVICE 

To the Domiciliary Midwife, 

Re Mrs 


I have agreed to take this case. ^ 

Date 

(Signature of Doctor.) 

Your services .will be required as 

The card is placed under Part 1 of Form E.S. 24 with a 
carbon so that the particulars are automatically entered. Either 
midwife (M) or maternity nurse (MN) is deleted according' to 
whether the doctor proposes to be present at the confinement 
in any event or only if specially required. The card is given 
to' the patient who is instructed to hand it to the nurse. The 
nurse is thus made aware of her exact position in the case and 
of the name of the doctor who has accepted the case. 

Further, when acting as a midwife, she knows which doclor 
to notify when the confinement has taken place. In West 
Bromwich the M.O.H. has undertaken to notify practitioners 
'that the birth has taken place, the name of ;the doctor con- 
cerned being given to the M.O.H. by the midwffe on the formal 
notification form. 


EMERGENCY TREATMENT: ROAD 
ACCIDENTS 

Model forms for use in submitting claiins for payment of the 
fees allowed under the Road Traffic Act, 1934, are still obtain- 
able from the Secretary of the British Medical Association. 
Under this Act a fee of 12s. 6d. is payable where emergency- 
treatment or examination is immediately required as a result of 
bodily injury (including fatal injury) to any person caused by, 
or arising out of. the use of a motor vehicle on a road and the 
treatment or examination so required is effected by a registered 
medical practitioner. An oral request for payment of this fee 
may be made to the person responsible, or, if no oral request 
is made, a claim must be submitted in writing within seven days 
from the date of the emergency treatment. The person who was 
using the vehicle at. the time the event occurred out of which 
the bodily injury arose is the person responsible for the payment 
of the practitioner’s fee, and the fee is payable whether or not 
the patient is on the doctor’s list. Where more than one car is 
involved it is not for the doctor to decide which is to blame, and 
the claim in doubtful cases may be submitted to the driver of 
either- vehicle. 
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PAY OF MEDICAL OmCERS IN THE ARMED 
FORCES 

j An interim reply has been received from the Ministry of 
. Defence to the Association’s proposals for improvement of pay 
of medical officers in the armed Forces. In the reply it is 
■ pointed out that changes in the emoluments of Sen-ice medical 
_ officers cannot be considered in isolation from the emoluments 
^ generally of the Service of which these medical officers are 
members. As a result any proposal for the revision of the 
pay of Service medical officers raises issues of much complexity. 
It is hoped, however, that decisions will be reached before 
long. 

The reply then goes on to make the interesting statement that 
the remuneration of personnel in the armed Forces is decided 
by the Government and that “ negotiations ’’ with associations 
representing any section of the armed Forces have never been 
undertaken. It is stated that such “ negotiations ” would be 
: incompatible with Service discipline. This doctrine may or 

may not be true, but the Ministry of Defence has to recruit 
i doctors from the same market as everybody else, and the plain 

; fact is that voluntary recruitment of medical officers to the 

s. armed Forces has dwindled practically to nothing. It has not 

; escaped attention that the Army is even attempting to hire 

civilian specialists to serve for limited periods on special terms. 
One does not know what will be the effect of these appoint- 
ments on the regular specialist medical officers when the latter 
find that the short-term civilians are receiving much higher rates 
of pay. 


HEARD AT HEADQUARTERS 


r Transatlantic Methods 

Medical men who have been visiting the United States this 
summer have come back full of admiration for thb technical 
' wonders of American medicine, especially for the clever, 

; dexterous surgery and the efficient hospital organization. Some 

■; of the rewards of medical men in the States also make the 

i) mouth water. One British surgeon who lately visited New York 

! came back with the opinion that in that city most of the sur- 

t ceons are earning incomes of about 100.000 dollars a year. In 

' California one proctologist was mentioned whose income is 

170.000 dollars. The visitors speak also rather wonderingly 
of the cost of private hospital beds. The cost is so high that 
even well-to-do patients can afford to remain only the minimum 
time. Accommodation which would rank here at about 14 
guineas a week runs to 40 guineas in the States. Yet the most 
enthusiastic admirers of the American way of life seem to 
retain an unconfessed partiality for the British way of medicine. 

The Phone-sitter 

1 We have always had the feeling that more might be done 
with the telephone. Some intelligent extension, for example, 
micht enable the instrument, when a call is unanswered, to 
■I leave a message. That does not seem much to ask in view of 

i other triumph's in sound transmission and recording. Failing 

■■ a really satisfactory system of that kind, some doctors have 

■ -one to work on their own and established a phone-sitter. In 

< South Derbyshire, in a large group of villages centred on 

Swadlincote,' they have organized an emergency telephone 
, svstem. If the telephone call is made after surgery hours and 

j the doctor is not at home the caller may, through an emergency 

- cal! be put in touch with another doctor who is available. The 

V operator at the private emergency phone, whose number is 

; hjinc published throughout the district, has a list of names and 

■ numbers of all South Derbyshire doctors, and knows at what 

( times they are available in the evening. If a doctor is urgently 

, n-eded and the caller gets no answer from his own doctor, he 

rincs Sw-adlincotc 7441 and immediately is given the name of a 

- doctor known to be available. The second doctor only puts 
'' "n the one attendance, of course, the patient belonging to the 


first doctor. The interest of telephone exchange operators, 
industrial concerns, police, nurses, local hospitals, and public 
health services is being sought, and the plan bids fair to be a 
success and to bring muclwneeded relief to harassed practi- 
tioners, who deserve their evening off like other people. 

A Busy August 

What has been the position of doctors this summer from the 
point of view of work ? The verdict of some in busy town 
practices is that it has been the busiest August in their experi- 
ence. In holiday centres, too, visitors have shown themselves 
N.H.S.-coDScious to a surprising degree. One practiu'oner says 
that it is not so much the number of callers that he minds as 
that, once the caller is admitted, it is so difficult to gel nd 
of him. It is not one complaint he mentions but a group of 
complaints, and he wants attention for them all. Sometirre<. 
loo, the patients are not as considerate and polite as they might 
be expected to be. One doctor with a busy practice in the 
Midlands says that his wife, attending the telephone, has never 
been so much insulted before. The voice at the other end is 
more abrupt and demanding than it used to be. " 1 have told 
the doctor to come, and that is all there is to it," or some such 
phrase, is too often the caller’s last word. 


Questions Answered 


Part-time Specialist 

Q. — / desfre lo (.nor,- what is the correct procedure for ric to 
undertake if necessary to be recognized as a part-time con- 
sultant, hos ing already beer, so classified as a specialist-surgeon 
by the BM.A. and yet again accepted as such by the R,AM.C. 

A. — If a specialist already has an established appointment on 
the staff of a hospital, he will be classified by the review com- 
mittee. If he holds no such post, he wail acquire spedalist 
status only after successful application for an appropriate 
appointment. 

Compensation 

Q,— Co/I you advise me when compensation kUI be paid d 
one leaves the Service, and has the rate of same beer, a-ns ed at 

A. — Compensation is payable on retirement from practice as 
a medical practiuoner providing general medical services order 
Part 4 of the Act or Part 4 of the National Health Service 
(Scotland) Act, 1947 (Compensation Regulations, 13 (3)). I: 
will not be possible to fix the exact rate, expressed in years' 
purchase, payable to individual practitioners until the aggregate 
of all claims is known. This cannot be ascertained until at 
least two months after the passing of the Amending -Act. .Any 
doctor who claims to suffer hardship through delay is entitled 
lo apply for a payment on account. 

Deductions from Assistant's Salary 

Q. — / shall be grateful if you will ghe me the details of the 
deductions required to calculate the net amount to be paid to 
an assistant whose gross salary as outdoor assistant is CI.CArl 
per annum. / refer, of course, to deductions for stamps, super- 
annuation. etc. He is paid monthly. 

A. — Deduction should be made as follows; (1) Superannua- 
tion. The principal is responsible for the recovery from the 
assistant of of the assistant’s salary (excluding car allow- 
ance). be., £60 per annum. 12) .'Ictiona! Irjurcr.ae. The 
assistant is required to pay 4s. lid. per week (3s. lOd. in the 
case of a vvoman) as the employee’s con'mibu'.ion to National 
Insurance. The monthly deduaion in respect of superannua- 
tion and national insurance in the case of an assistant earring 
£1,0(X) would be approximately £6 Is, 4d. (3) P-A.Y.E. The 
assistant should produce income-tax form P.45 or obtain a 
code number from the local Inspector of Taxes. The principal 
should obtain a lax deduction card. P.Il. from the locai office, 
which will also furnish him with the necessary tables showing 
the amount of tax to be dedur.ed monthly. 
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Grading o£ Hospilal Staff 

Sir, — Our' profession was once characterized by dignity, 
chivalry, and, above all, humanity. Have we lost our soul in 
the trials and frustrations of the past year ? The most colossal 
injustices are being perpetrated. Every doctor to whom one 
may speak is horrified. Yet the only reaction appears to be an 
occasional letter in the Press. Tlie Ministry’s guiding principle 
in extending this obnoxious grade of S.H.M.O. is “divide and 
rule.” 

A meeting some months ago of all consultants in this sub- 
region unanimously demanded that this grade be used only 
according to the Ministry’s original promise. Whilst our col- 
leagues are being deprived of their livelihood we, who are more 
fortunate, are advised by our leaders to ent^r the Service, for 
have they not secured the remarkable concession that clinical 
teachers will be adequately paid ? — a nice commentary on the 
representative nature of the negotiating body ! We were then 
told that many of the anomalous gradings were due to lack 
of precise information and would, of course, be amended on 
appeal. Now that the appeal results are coming through we 
find that the grading committee is unrepentant in its perversity. 

In this city we have four general surgeons solely in consult- 
ing practice. Two of them, both about 40 years of age, 
both over twelve years qualified, both with .fellowships and 
hospital appointments, have been graded S.H.M.O, These men. 
have done nothing but surgery for the past twelve years and 
are recognized by all the practitioners in the town as consulting 
surgeons. They run their hospital out-patients along with us 
and do the customary major operative lists. There is no pos- 
sible question that these men fall within the category envisaged 
by the Spens Committee for consultant status and salary. An 
anaesthetist, only six years qualified, is graded as a consultant 
(good luck to him). 

An even better example of the chaotic state of this region. 
An ofiicer at the mental hospital left six months ago to take 
up another post where he has now been graded as a consultant. 
Our grading committee, unaware of his move, has published 
the result of its deliberations on him — a J.H.M.O. 

The medical advisory committee to the regional hospital 
bo.ird, of which committee I am a member, has protested 
vehemently against these proceedings. We are completely 
powerless, and it seems that the board itself is equally so. 

Let us review the constitution of these grading committees. 
Who proposed the members we do not know. We do know 
that they had to be approved by the Ministry of Health, We 
know that they were summoned to a secret meeting at the' 
Ministry. What instructions did they receive ? Were they 
told that in order to avoid the expense of honestly implement- 
ing the Spens Report a certain proportion of consultants must 
be downgraded ? All the committees, review boards, etc., 
are unpaid except this grading committee. It is significant that 
them alone the Ministry pays for their work. , Are they paid 
in pieces of silver ? , - ‘ 

Those responsible for this travesty of justice are our own 
colleagues, as the Minister is never tired of reminding us. Will 
the profession still remain silent ? We ’ have men of good 
will — Lord Horder, Dr. Walshe. There is much we can do. 
We can resign from all committees and refuse, to take any part 
in running the Service until these injustices are remedied. We 
must act now, and unanimously. — I am, etc., 

souihsca. I. C. Prestwick. 

Grading Ophthalmic Specialists 

Sir, — M r. Frederick Ridley {Supplement. August 20, p. 96) 
must be congratulated for so bravely coming to the aid of his 
less favourably placed ophthalmic colleagues. As he says, there 
is a very large body of clinical assistants holding postgraduate 
diplomas, many of whom have held house and registrar appoint- 
ments, all with several years of whole-time ophthalmic experi- 
ence. Prior to N.H.S. these men and women were accepted as 
specialists in their own locality by general practitioners, and 


many occupiers of provincial honorary staff appointments would 
come in this category had they elected to remain in the academic 
centres. 

As Mr. Ridley observes, these “specialists” do not fit fairly 
into S.H.M.O. grading, and jt is manifestly unjust that a pro- 
vincial “ honorary " should be refused consultant status, as, if 
rumour be- true, is already occurring. In ophthalmology this 
group of clinical assistants (Mr. Ridley’s “second and much 
larger group ”) outnumbers the honorary staff consultants and 
on an S.H.M.O. grading will be asked to accept a salary far less 
than that earned prior to N.H.S. I feel Mr. Ridley’s terminal 
suggestion should be considered by the authorities, or it will he 
difficult to cope with ophthalmic out-patients if the clinical 
assistants nre antagonized. — am, etc., 

London, W.l. H. F.' MelHUISH. 

Grading of AnacsllicUsls 

StR, — Your correspondent “K” (Supplement, August 13, 
p. 83) strikes an important note when instancing that all the 
visiting staff in teaching hospitals were “ unanimously ” graded 
as consultants, irrespective of the fact that some were indulging 
in private general practice and N.H.S. general practice and 
some had no higher qualification. Particularly was this so 
with occasional “ anaesthetists.” Even in the instance of the 
smaller hospitals many of these “ consultants ” slipped through 
the back door. Of all the disproportionate anomalies, surely 
the most .glaring is the payment of the same fee to an 
anaesthetist as to a surgeon. — I am, etc., 

, “K.2.” 

Qualifications of Specialists 

Sir, — ^Y our correspondent, “Sic Vos Non Vobis" (Siippk- 
incnt, August 20, p. 96) strikes the right note' in his plea that 
specialists should have three higher qualifications. I feel, how- 
ever, thdt he has been too lenient in his requirements, and that 
every would-be specialist should have at least five higher qualifi- 
cations. After all, every physician or surgeon should be able to 
interpret his oWn .v-ray pictures, and so should possess a' diploma 
in radiology. Similarly, in order to prevent unnecessary opera- 
tions or investigations being performed upon neurotics, a 
diploma in psychological medicine should be held. It has, more- 
over, long been held that the modern surgeon is becoming a 
mere technician, and so a good case could be made for insisting 
that every surgeon be a Member, and preferably a Fellow, of 
the Royal College of Physicians. 

After these academic qualifications have been obtained, a 
medical practitioner should spend at least 30 years in the 
practice of his chosen specialty, and only then should be eligible 
for the post of consultant. It is only in this way that we can 
uphold the high prestige of our noble profession. — I am, etc.. 

Per Ardua ad Astra. 

N.H.S. Pros and Cons 

Sir. — W ith all the criticisms levelled against the National 
Health Service you may be interested in my observations of 
practice under the scheme as compared with a large general 
practice in Johannesburg, South Africa. I have been on 
exchange for five months now, and can record my own opinions 
as I find conditions in this practice. I am not in a position 
to compare this practice with other similar-sized practices under 
the National Health Service,- but I have had an opportunity to 
discuss and compare notes with other general, practitioners m 
this area, and their experiences do not differ substantially from 
mine. 

Advantages ' 

•The main advantages of practice here are; 

(1) Security of Income. — A practitioner with a large panel u 
assured of a reasonable income and can budget accordingly. 

(2) Expenses are Low. — One does not have to employ a recep- 
tionist ; there are no bills for stationery, account forms, stamps, el^ 
(In my own practice nearly 1,000 accounts are sent out at the cno 
of each month.) 

(3) Visits. — Are localized to within a small radius of the surgeDi 
thus reducing wear and tear on the car and saving a good deal oi 
lime. (In Johannesburg my partner and I each cover some 60 miles 
a day visiting patients.) 
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(4) Regular Hoars. — ^With the regular surger>- hou.-s ere has a fair 
amount of leisure between morning and crenmg surgeries. In my 
experience here most patients arc co-operative. Most of the call’s 
are in before the end of the morning surgery, and ca.n be completed 
tKfore lunch. With the exception of confinements I have had very 
little night svork, and the few night calls have been gc.Tj:ne. Few of 
our patients take undue advantage of the " free senicx." 

15) One is Not Harassed. — I find worry far more exhausting thcin 
work. In pnsatc practice one is often tsTanmacd by patients 
demanding preferential treatment " quickly." Here, if I am harassed 
It is by the work, not by the patients. 

(6) Freedom of Prescription. — It is a great feeling of satisfaction 
to be able to prescribe what one feels necessary without having to 
consider the expense to the patient. Recently a consultant prescribed 
a course of sex hormones for one of our patients. These hormones 
are most expensive, and the course of injections prescribed would 
have cost the patient privately about £30. People of slender means 
can now afford the luxury of diagnosis and treatment. 

(7) Freedom to Call on Ancillary Services. — Another great "w-orry 
sascr " is the ability to cal! on the experts in a difficult case without 
having to consider the expense to the patient. 

The nursing services are a great help, and I must make special 
mention of the group bed service. I have found the ladies 
in charge most friendly and helpful in finding beds for hospital 
cases The time they save one in arranging for a patient's 
admission and transport is invaluable. 


Dis.sDvsNT.sGr.s 


iti Volume of Work. — The main disadvantage of the Service is 
ci,.iosioncd h) the volume of additional work emailed in catering 
for a vast number of people. A large number of people attend 
e-ery surgerv, and one has to see them all in a limited time period, 
fine naiuralij cannot give every patient a routine examination, hut 
comp.irativcl) few need it. One learns quickly to " spot " the really 
ill patients, and. speaking for myself. I have not hesitated to spend as 
much time as necessary on those really needing it. In the days when 
one dispensed for private patients a lot of time stas spent in the 
dispensary. 

It is impossible to take a lengthy history and keep a record of 
every case. 

iZ) The Hoipiial Services are Overrnved.— -Patients have to wait a 
long time for hospital appointments, and the supply of beds is 
loially inadequate to the demand. Tlie result of this is that the 
practitioner has to wait a long time before he pets a report on a 
relcrrcd case 

(ri Clerical IVork. — A great deal of time is taken up in wntinc 
certificates, reports on patients, filing of new cards, remosing and 
dispatching of deletions, etc. This is inevitable; the alternative would 
be chaos So far as the authorities are concerned, thev- have 
done their best to minimize the svork for the doctors. Most ccnifi- 
caies merciv need the signature, date, and diagnosis. A clerk, even 
part-time, can lake a lot of the routine clerical work oft one's hand' 

On the whole the advantages more than outweigh the dis- 
advantages, and I feel sure the Service will improve consider- 
ably as time goes on. It is certainly a boon to the man of 
limited mc.ins! With the iniroduclion of a higher caritalion 
fee and a reduction in the size of panels I feel the practitioner 
would devote more time to the individual patient. — I am. etc.. 

Ttiemlon llMiti. Sutler, S. ZiDFI,. 

Telephones 


Sir _I notice "ith pleasure that the medical profession i' 
.at l.vst w.vking up to this telephone ramp or racket. I refer 
to Dr li. 1 Jenkins's letter f.August Z7. p. 1171 and Dr. Thomas 
Leven in "Points from Tetters" (p. 17P' 

In the days when I vvas so stupid as to think the duty of 
the executive council "as to help the practitioners on it' 
lists 1 sent the clerk the foliowinc letter, slated March -. Irii9 
•• Di vs “iir. -l should be obfiped if I could h.sse the beref.: cf :'-e 
.advice and cvud.ance ct the executive council 

•• I find lint my tcleplione irntal csnwvfs mv in.-on-e e 

N.ituinal Ile.iltli Service, T'ntil I j'i'ed l!"i .Srrv.ce the Cr PO 
allowed me to keep on the " s'oi^vtic " rate, but new 1 

,). ,11M piv "trade tales aed h.ave it delcv! b’cV t.a Juv. 
iNiiii'.il'v'l am rrotcvting in the hope of p-ittm; cT the cs- • s*-,v i 
IXs the council consider th.n a telepho-e it cs’-tit! fo* dx-.'-s s— 
,1,.,, 1,0 ' Woiitd t^e o.-'un.-.l fan; me pe-m"v..'n to do it>.-x 
vvi''.i 11 (o; P'otevvio-at purpo'cs ' l ien if th. s be purr, is^e G P O 
sviii •'o: allow a slomevtic tetep'-.— e if ihe-e is .a p-i-te" .— a’, p’a’e 
m-v'.'e ihc houve. .end *o, ev r-v p’a-e vf.-srs r,'; s.-em to a"' 

( 4 m-t',i to me. rerliaps the cou-Ci'i i"." me to re~.'se f-.m m 


well m order to sati.tfy G.P.O, ter-a;:.'— .. M 

satisfy these rceufatinns' a.-,d rent a " dr-na; c " •V'a-''--e'bt's-e -- 

thefr cr. cr. ‘-"'•'-d c "' 

schape.'s. synaeegue-.. cr what rat. ir/'ea w"; haicT- Vea'-’i- 

I am wailing to have my ed-.er.i-emmt p'a-e t'-e-e cV ’--"i, ' 

m>* doTr.n:i; tc!cp>c'‘t r.'jrr.b'rr. I ~~ VT • , .. 

ih: rmhticr.s (a av :h:: 2 

and a pb:-. j: tri: ccerr*’ r- • 

praccfully ptc fc' rr—:-.;’. A’ — ) *'V •** '-i 

could grant int sabr. in erdtr ’i.ccp ’J r-* 
but that IS another ' 

** As my tz^.cpy,cr.z account is re's- c'.crd:;: a- c='r-- w- 
oblioa.” ’ . 

The reply, dated Nfarcb 29, ?b!rd rtjittr' hrr- c. ^ 
^icered fcj an appropriate cen-.mi:::; Vut “t 

agree to >our sugcostior.s.'* I for'Io-Ard th i\r a rra_r * 
as to uhai wero thi h-. r>: 

council for a practitioner to proMds cut cf h ' o--* pxlr' 
After two “ hasTenrrs I receive.^ rhi helpful rep', c-. 
that the cferf: had nothirp to adJI tn h:- rf '.^.irah' !'• 

I think it disgraceful that the G-PO d *"rrrr: „*r 

against us doctors as comp-ired v.iih r',:r:’-:cr^ rf rc' a- ' 
I think it mo«l urcharitable that cur cser-tr.; ‘h'.’f 

not help us to cvcrccme this ran^.p. 1 I-ic r.-* 

any of sour correspondents can surre't vshi: the etc.:' • 

the council could take if ore d:d do a'ac’. %' '.re trlep'"": 
Dr. Jenkins and I ma> be leca'.Iv correct to u ' -v„\ vv-!-. r * 
telephone^, but uc ha’-e to reckon c.r c^T'-’ser. if: 

executive council, which, having the car of :: : to f r 

c.xdusion of its cmp?o;ee5. can do a« if p’;- cs '-.rh I's p.,':!: 
slaves. I add mv surpor. to Dr Thomas I cv c-' •• .t the p. '.T 
should demand that this evpen^e cf tc!cp‘-c"ev •: met bv : 
National Health Service, but 1 am pe^v m*'i : *0 ifi tZ'.. ' 

— J am. etc . 

S-.i!i irirre. stddcKi 1 Pitt p. I IT I 


Coaxullants and SpcclalMs 

Sir. — W ith regard to di‘tir:tipr. swzrd', c-d few rd r- 
problems that arc a 'ource of worry at p:r-c~t. mu. 1 mi’i: -. 
few suggestions that might prove belpfi;! " D ym;: swi-.; 

could best be voted for, by a sc;*-; bcllot. by the I'l t ' 
each consultant. They. aK'se a!! ethers, are i* - p-'- ' - i 
judge how much lime and av.er.v.'r. is g.vtn t,' give-'.' 1 
con\ul!pn: could he pjdeeJ hv !.‘.e prc,-.-rt..-p r' ai m t > ' •• 
that he recei'ed. But let the bal’.'t h; >rc;e!. f.'" 1 'f t 

is frail. 

Drugs for private palirrt' Th.';.''- i' 'r;~v i~'i : 1 " 

patientv who for some good re-'.'r of urcc";.. * x' 1--“: 
very short of lime, cb.'sc to he p'liate p;: t' hnr ' ' pi. 

for their dru.as on to,-i cf t.' eir doctor'’ fern. t‘ rre i' r • d — i 
ing that those who thin's in te-mv rf p-iv.-’e pv m t-' 

habit of luxury p.'e«cr:h'rg UT; r t c’l r 'r-r :t d" -■ 
the British F/iasmeropP.';.; be al's-.ef " It’ r' . 1 ’ - 
special trade rime wav o-dered it w.- .'.1 I • '-e p i ■ 
unlevs a sat’vfeetcry cxp*a"at' ” c.'r'd h- pvr" 

Why not abol'sh the Co" ■-'•;r’i ; '-■e. C . " 

vv. make it furctiv'n '* Thr'e are p'r'^ : r . s 'x-’-a-' 
" al'o-rar.s "~i e . so.,-; - ■ of'.'., v-p’.’ ; 

v'lTiecrs." This :v bv r"e c' t^ r '.'"r- 1 : r' z 


Good and I 'i! 
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whole idea of the N.H.S. itself. It was said long ago by one 
who laid down absolute and-final standards of good and evil, 
“Ye shall know them by their fruits,” and “Can a corrupt tree 
bring forth good fruit ? ” 

There will certainly be “ no health in us ” as a profession or 
a nation whilst we continue to argue about details of the N.H.S. 
in operation, and fail to see that it is only a particular instance 
of the- age-old problem of good and evil.— 1 am, etc., 

Bournemouth. DaVID HaRDIE. 


This Medicine 

Sir, — Shortly after a prospective Tory M.P. had phoned to 
ask me how he could claim the refund of a chemist’s bill for 
7s. 3d., incurred privately, a farmer drove in. He had come 
to ask for a certificate in support of his application for supple- 
mentary petrol, because he had had to drive himself to hospital 
for out-patient treatment. The next phone call was from a 
glider factory, requesting some certificates about an employee’s 
illness, so that their auditors “-would not query items of “ sick 
pay.” — I amj etc., 

' Richard N. Theakston. 
Payment of Locums 

Sir, — I know that I shall be raising a hornets’ nest about my 
ears in bringing this problem up at all, but I feel it will be 
worth it. The common belief held by the public that doctors, 
as a class, were not particularly interested in money and not 
moved by mercenary impulses is now, very rightly, fast dis- 
appearing. How rightly is shown by the meim and ungenerous 
way in which most doctors, when acting as principals, behave 
to their assistants or locums. 

Take the case of the locum. The average fee offered is 
14 guineas a week, plus 2 guineas a week car allowance, plus 
accommodation. Some more generous-minded principals offer 
16 guineas a week. We all know perfectly well that the 
spending power of the £ now, as compared with 1914, is, 
according to official figures, only 7s., and I feel strongly that 
3 guineas a day (especially when the day usually means being 
on call for 24 hours) is the minimum that ought to be enforced 
on all doctors when employing a professional colleague. And 
2 guineas a week car allowance is simply , ridiculous. We all 
know perfectly well that when our own cars break down 
the least we have to pay for the hire of a car is 10 guineas a 
week. Here again a minimum of 4 guineas a week car allow- 
ance would be by no means unreasonable and should be agreed 
to generally by the profession. 

The remedy is not the obvious one, and is not necessarily 
in the hands of the locum. Too often the locum or would-be 
locum is too hard up to make a stand about this, and has to 
submit to being exploited by his professional colleagues. — 
I am, etc., 

“ An Occasional Locum,” 
Permanent Assistant 

Sir,— 1 have been reading the correspondence regarding 
principal and assistant with interest until I noticed the letter 
by “ P. Q. R.” {Supplement, August 27, -p. 118). I qualified M.B., 
Ch.B., 1941, and having spent the usual, .time as resident in 
hospital I joined the R.A.M.C. Coming back to this country, 
I entered general practice as an assistant after a three months’ 
refresher course in hospital. 

In my three years as an assistant I have spent a year with 
three different principals, for the simple reason that at the end 
of a year’s tenure when I asked what my prospects were I was 
politely told that I was a permanent assistant, and that they had 
no intention of taking a partner ever. In each case I moved, 
realizing the logic of their argument, which enables them to 
have more than half their work done whilst they can enjoy the 
extra capitation fees 6,500 patients bring. It surely is time that 
the plight of assistants was investigated. To the public we 
are assistants and will always be treated as such, yet if there 
are any night calls the assistant is there to do them. Also 
It is galling to read advertisements for trainee assistants with 
a salary of up to £200 a year more than your own. 


And finally the prospect of being an assistant for years to 
come, moving gipsy-like from place to place, hoping for one's 
Shangri-La, is not a pleasant one, but is one that must face 
many doctors of my own age, who arc not allowed to put up 
their own plate, who arc exploited by their well-to-do principals 
as a form of slave labour, and whose chance of acquiring a 
practice under this National Health Scheme is as rosy as that 
of the poor befuddled fool who fills in his football pool each 
week. All 1 can say to “ P. Q. R.” is that he is a lucky member of 
the community to be in the po.sition he is in, for I would willingly 
get into debt to obtain a practice of my own. — I am, etc., 

X.Y.Z. 

Practice Vacancies 

Sir,— Dr. W. Stanley Sykes (Supplement, August 27, p. 118) 
by juggling with some figures comes to the conclusion that at 
the age of 55 and after 28 years of practice he still has 72 years 
before he retires. Notwithstanding his protestations at dis- 
•concertment. he must like the nesv scheme, or he could retire 
within three months and collect his compensation without 
the expense of advertising or a commission to an agent. Or 
is it that in the 27 years of practice under the much-vaunted 
“ free medicine ” he has not been able to provide for his 
retirement ? 

Let us now look at his facts and figures from a more realistic 
viewpoint. Is it not possible that the great number of practices 
advertised for sale each week pointed to dissatisfaction of the 
doctors concerned with their lot ? As I do not suspect Dr. 
Sykes of being a disciple of Bernard Shaw, nor are the majority 
of general practitioners potential Methuselahs, his inferences 
from the number of 20.000 G.P.s in practice are erroneous. 
Let us take that on the average they will work a further 20 years 
each. This will cover the older men with anything up to 
10 years’ work ahead and the youngsters with 30 years of 
activity to look forward to. This means that even without any 
extension of the scheme 20.000 new G.P.s will' be absorbed 
within 20 years. One thousand a year, not counting the needs 
of hospitals, public health authorities, etc. Surely a very 
attractive profession to consider with its generous retirement 
scheme. 

I spent my holiday this year in a famous French seaside 
resort, well known for the longevity of its population, which 
is 10,000. During the first week there I saw six funerals, and 
on inquiry I learned that these were all of local inhabitants. 
Had I used Dr. Sykes’s system of statistics I would have arrived 
at a death rate of 3L2 per thousand. For comparison I give 
you the figure for Romford for 1948 — 8.2 per thousand.— 1 
am, etc., 

Romford, Essca. ' LeON M. SHIRLAW. 


Association Notices 


28 Wed. 

29 Thurs. 
29 Thurs. 

29 Thurs. 

30 Fri. 


Diary of Central Meetings 

September 

Private Practices Committee, 2' p.m. 
Non-professorial Group Committee, 2 p.m. 
Ethical Rules Subcommittee, 2 p.m. 
International Relations Committee, 2.30 p.m. 
Ophthalmic Group Committee, 2 p.m. 


Branch and Division Meetings to be Held 

Kensington and Hammersmith Division.— rAt Postgraduate 
Medical School, Ducane Road, London, W., Friday, September t • 
8.30 p.m., clinical meeting. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under 
stood ' to require employees to be members of a trade iinio 
or other organization : 

Metropolitan Borough Councils. — Fulham, Hackney, •Poplar- 

Non-County Borough Councils. — Dartford, Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appo'd 
ments), Tyldesley. 
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THE USE OF EXPERIENCE* 

BY 

Sir HEN7.AGE OGILVIE, K.B.E^ M.CIi., F.R.C.S. 

Siirpcoii to Guy's Hospital 


c are constanlly receiving impressions by all our senses — 
• touch, sight, sound, taste, and smell — and all these 
tpressions are experience. The baby starts to convert 
_ ^penence into knowledge; before it can talk it is already 
• oiiping impressions by their likeness or their diilerenee, 
nd forming \aguc conceptions like “mother,” “food and 
unger," “ dangerous and friendly." The growing child, 
re adolescent, the grown man and woman, continue the 

■ ime process. Impressions crowd in upon them, giving 
lem the raw material — e.xperience — which is converted 

■ ito the finished article— knowledge — in the factory of the 
rind 

Experience comes to all. It comes equally to rich and 
. vior. old and young, just and unjust. Yet some learn from 
t no more than a reflex e.xistence, the knowledge to eat and 
- deep and breed, to read the thoughts of others on the 
rnnted page or live the emotions of others on the lighted 
' creen,to e.vchange a small assortment of hackneyed phrases 
' .vrih other robots. Some build up knowledge and become 
.\jse they develop a personal outlook that enriches others 
ind adds to the store of their time. The reason for these 
'differences lies not in the quality of the seed but in that of 
the soiJ on which it falls. Impressions are fleeting things. 
They cannot live unless they are welcomed, studied, com- 
pared, classified, and grouped. Experience can be made 
useful only by certain qualities of the mind, some given 
by inheritance, some by parental example, some by the 
influence of teachers or writers. 

Failure to Learn from Experience 
People fail to learn from experience for three reasons. 
First, because they have not learned the habit of thought. 
They bolt their impressions without savouring them, as a 
dog bolts his food. They do not take their raw material 
into the factory, but let it pass straight from the delivery' 
gate to the refuse dump. They never classify — that is, 
they never say to themselves, “Something like this happened 
before in the same circumstances.” Thus they never 
take the next step, from e.xperience to experiment, to decid- 
ma, by repeating the circumstances, whether the likeness 
observed between two experiences was an accident or a 
consequence. 

Secondly, because they have classified too much, or rather 
because they have allowed their habits of thought to become 
automatic. They have organized their factory for mass 
production, so that it cannot deal with the unusual order. 

•Hunterian Oration (abridged) delivered to the Hunterian Society 
on March 7. The full text will appear in the Sodety’s Transactions. 


They unconsciously shut out all new experience by classi- 
fying everything under headings already fixed. Thus astro- 
nomers, dismissed for years the observed experience of the 
variations in the perihelion of Mercury by classifying them 
under the heading of instrumental error, and correcting for 
them by averaging observations. Thus scientists in the last 
war boosted a valueless antiserum for gas gangrene because 
it had been proved in the laboratory to protect mice from 
the effects of the intraperitoneal injection of cultures of 
Clostridium welchii, and supported their advocacy by a 
series of meaningless observations in the field, while ignor- 
ing the significant experience that men transfused early and 
adequately with whole blood seldom got gas gangrene. 

Thirdly, because, having made the whole of one branch 
of knowledge their province, they fail to attain that last 
achievement of education, the knowledge of where their 
experience is inadequate, of where their knowledge ceases 
and their ignorance begins. Haxing acquired supreme 
mastery of one department of learning they are apt to 
assume that the whole is theirs, to forget that the highest 
w'isdom is the realization that no man can know everything, 
that he is indeed wisest who knows his ignorance and where 
to turn for help when he needs it. One of the greatest 
physicists since Newton died needlessly and before his time 
because he treated his own strangulated hernia with house- 
hold remedies and turned only many hours too late to those 
who had made such ailments their life’s study and who 
could have saved him. 

The beginner fails to use experience because to him it 
is so multitudinous that he cannot handle it until he has 
acquired some of the technique of the warehouseman or 
filing clerk. The learned man is often blind to new experi- 
ence because the mass of knowledge he has acquired seems 
to him complete, and he sits, old, w-earj', and disinterested, 
among his hoards, looking with lack-lustre eyes on any new 
treasure that is offered to him for acceptance. The ideal is 
the man of learning and wide classified experience who is 
yet able to see and appreciate at its proper value tbe new 
fact which does not fit into its appropriate niche. Such 
are our geniuses. Such w’as Hunter. Such are Einstein 
and Fleming. 

Broad Principles 

Where so many fail, how are we, who wish to do better 
than the plodders but can nex'er hope to catch the leaders, 
.to make the best use of the experience that life offers to 
us ? Most of us realize that such use as we have made of 
experience has been due to chance rather than to conscious 
planning on our part. Most of us cherish the belief that 
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were we to start again on a well-designed and documented 
system we should get much further. We can, however, 
agree on certain broad principles. 

First, we should make our experience as rich and as 
varied as we can ; not hunting sensations, for the conscious 
search for new stimuli soon deadens the ability to receive 
any and abolishes that ea^er scrutiny, with which we should 
examine those fresh experiences that come naturally, but 
welcoming experiences from whatever source. We should 
keep our receptors uncovered and sensitive. We should 
not refuse to see, hear, touch, or taste anything because we 
have been warned against it or because it comes to us in 
unpalatable guise. 

Secondly, we should examine each fresh experience with 
careful scrutiny and an open mind. Even though it .be one 
of a group with which we are already well familiar, does 
this one contain anything new.? Does it repeat and confirm 
the category to which we had already allotted the others, 
or does it bring some fresh aspect which should impel us 
to pull the others out of their pigeon-hole and look at them 
again ? 

Thirdly, having examined and accepted it we should turn 
it over more carefully in our minds, appraise it, classify 
it, and allot it to one of the trays on our mental desk — 

“ action,” “ pending,” or “ finished.” 

Fourthly, in all our use of experience we should jealously 
preserve our individuality. ' Each of us is something new 
in this world. There has never been anything quite like us 
before and there never wilt be again ; and that “ us-ness ” 
is our most precious possession. We must look at the^ 
guidance and the knowledge we get from books and from 
teachers as a help but not as a directive. 

Fifthly, we should pause from time to time for a com- 
plete spring-cleaning. We should haul out all our treasured 
stores of experiences, dust them, and stand back and look 
at them. Are they all worth keeping ? Would some of 
them go better in another place ? Do some of the bits that 
seemed to be disconnected when we put them away fit 
together no'w ? Where have we got to ? How did we 
get there ? What lies on each side of us ? How are those ' 
faring who are going along the same road 7 What lies 
ahead ? Is it the right path, or have we reached a turning- 
point ? Whichever is our goal, how do we get there ? 

Lastly, we should all the time remember that we are at 
one stage of a journey. So far so good ; or is it ? A' 
further journey and possibly better things lie ahead. As we 
travel we must keep a spirit- of alert and adventurous 
inquiry. We must never look on any conclusion as final, 
but merely as the best we have been able to do with the 
material %ve have encountered so far. We must seek Truth, 
remembering that when we meet her it may be in a guise 
we do not expect and coming from a quarter we have 
despised, and w'hen we have found her we must follow her. 

Experience and Judgment 

What have any of us learned from experience ? If we 
are honest with ourselves we must answer, “ Not as much 
as we should have.” Without a lifelong and unflinching 
honesty with ourselves we can learn -nothing. We may 
dress the shop window as we like, we may develop a sales 
personality that is convincing to others, but unless our 
accounts and our stock-taking are entirely honest we shall 
finish ^as cheapjacks. The greatest of the men before us 
said, “The art of Medicine is long and time is fleeting. 
E.xperience is fallacious and judgment difficult.” But with 
experience, carefully recorded and sorted, judgment' will 
■come. 


Experience properly used gives us a set of standc 
which fresh experiences can be judged. We learnt:, 
up our patients quickly and fairly accurately as 1. 
beings — if they arc genuine, self-dramatizcrs, or hum:.: 
they are brave or timid, if they arc minimizers or exj:; 
tors, if they are concealing something or merely nersc. 
and in the light of this assessment- we are able to a: 
correcting ratio to the symptoms they relate that gi-,; 
an absolute value in our diagnostic assessment. We>- 
to evaluate pain, particularly its severity and its nature, 
to construct a scale of our own by which we assce 
certain pains with certain diseases. We learn that toot- 
pain in too many places is just as much an indication i 
nothing is seriously wrong as no pain. We learn to k 
when a patient is ill, when one who has been ill is get. 
better, or when one who was on the road to reco, 
has taken a turn for the worse. We come to say by ' 
rather than reason, “That child is too ill to be suit.' 
from appendicitis,” “That pain is not severe enough 1 . 
gall-stone colic.” We learn what disease to e.xpect 
certain ages, in either sex, and in persons of certain appe- 
ance, occupation, or bodily habitus. We become so 
with all the characters of common complaints that . 
single unfamiliar feature strikes a warning note with- 
our having had recourse to the intellectual process i 
reasoning. 


Physical Signs 

We learn to < use physical signs, first by rule of tbuml 
later as conveying certain specific but limited i ' 
that is entirely: accurate within those limits. Some of ''' 
physical signs that were drilled into us as students have & 
more value than in repeating an obvious fact in alternati' 
and less simple language. All the eponymous signs linW 
with the exophthalmos of Graves’s disease, Stellwag’s sign, 
von Graefe’s sign, Moebius’s sign, tell us nothing except 
that the patient is pop-eyed, a fact we already know. Before 
any of those signs are present the experienced eye can 
detect an early exophthalmos in a slight puffiness of 
upper lid that separates the appearance of the patient from 
that of the many thousand normal men and women whom 
we observe daily with no more than a casual glance in ho 
bus and the tube. More important than the names of these 
buried worthies and the elicitation of their signs is ho 
establishment, without leading questions, that the eyes 
have, in fact, become more prominent. This can be done 
by asking if friends have remarked on any change in hof 
appearance, or by looking at a photograph taken before 
the illness started. The fact that a tumour in the flank cat) 
be pushed between a hand in front and one in the loin does 
not necessarily mean that the tumour is renal ; all it te"* 
us is that the tumour and the kidney move as one. In most 
cases a tumour that gives this sign is one arising in he 
kidney, but I have recently seen a large mucpcele of he 
gall-bladder and a cystadenoma of the head of the pancreas 
give- the same sign. 


We must regard the rules of diagnosis with the same 
critical impartiality. Courvoisier’s law, that in obstruction 
of the common bile duct by stone dilatation of the gah 
bladder -is rare while in obstruction due to other causes j' 
is common, is nearly always reliable, but Courvoisiers 
explanation of his law, that in cholelithiasis the gall-bladder 
cannot distend because it is fibrosed, is rubbish. The gall- 
bladder full of stones is often normal in appearance, con- 
centrating power, and ‘ microscopical structure, and if h^ 
stone obstructs the cystic rather than the common duct d 
can distend to the most enormous size. In any case fibrom 
tissue, however dense, becomes plastic when it is inflamed, 
and in the presence of low-grade infection even the toughed 
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t'lbrou'; sinicluici in the body, the capsule of the hip-joint 
.'.nJ the atlanto-occipital ligaments, can stretch. The gall- 
bl.’.ddcr in common-duct obstruction by stone does not 
vii'i.itc, because the obstruction is partial and intermittent. 

learn l'> cNperienec the simple truth that our task is 
to neat the p.aticnt and not the disease, that scry often the 
disease that is so obvious to us is not the trouble that is 
\s oil sing the patient, or perhaps that it is just part, and not 
necessarily the most important part, of a general derange- 
ment of function Tlic disproportion betsveen the lesion 
and the general health of the patient in cancer is a matter 
of constant ssondcr to the observant doctor. Often ss’e 
see .1 patient on the cemetery side of 50 sshose sallosv com- 
p’.es’on and rapid loss of sveight and strength tell the 
unnii'i.ikablc stors of malignancy, yet sse find nothing until 
a roiiiinc radiograph shosss a small carcinoma of the lung. 
Yet again sse sec a man or svoman svith advanced cancer 
in a sv.ite of rude .and robust health. 

The tempt.rtion to treat a clamant lesion is almost 
irresisuble, particularly to the surgeon. 

A publie-sctiool boy ssas recently sent to me for internal 
derangement of the knee. He could produce a crack like a 
pisio! shot from both knees by kneeling dossm and then bending 
fon.ards. 1 could reproduce the same crack in a muffled form, 
and found it came from the posterior horn of the internal 
carriage, and not. as I c.Tpeclcd, from the e.xlemal one. It 
sia^ scry templing to suggest bilateral meniscectomy. But 
thC'C Cartilages, though they cracked, never locked his knees ; 
ihOLgli they were abnormally mobile they svere not dislocated. 
He had a hisicrs of asthma and fainting attacks and a pro- 
rcunced cardiac arrythmia, and his knee noises svere part of 
a general locomotor atony that ssas obs-ious in a laxity of all 
his loints and that ssould have been made svorse by meniscec- 
torrs a I this stage. He required careful observation and nursing 
through the hizards of adolescence by a svise physician, ssith 
-urgicai intersention as a possible side issue in the future. 

Uurng the summer a lady of 73 came to Guy's ssflh veins 
the diameter of a fountain-pen running their tortuous course 
from the groin to the axilla on each side, but not approaching 
the umbilicus She clearly had obstruction of the inferior 
vena casa. In a search for the cause of this obstruction I 
asked lor a barium meal, which showed the largest duodenal 
di'crticiilum eser recorded, a cavity the size of a tennis ball 
full of air and bismuth. 1 admitted her for laparotomy, but. 
fortunately for me and for her. I wus sersed by a registrar who 
is wiser than I. “ ^Vhy operate ? " he said. " The lady has an 
obliterated inferior vena cava, but that is a historic event ; 
her compensation is complete, she has no oedema of the legs, 
and her renal veins are not involved. She has an enormous 
diverticulum, but that is no more than a show-ground exhibit ; 

II mas originally have had something to do with the thrombosis, 
but it is now’ sj’mptomless and harmless. She is as fit as any 
woman of her age, fitter than most.” So we sent her out, with 
strict instructions to come again to Guy's if she felt ill, for 
thouch her lesions may not need operation they certainly need 
preservation for posterits'. 

War Experiences 

War is the winnowing-ground of experience. During the 
recent war we learned much of the fundamental problems 
of injury and infection. We also had the opportunity, 
never offered in peacetime, of studying the common ailments 
in significant numbers. In this way we learned some things 
that'are surprising, even shattering. We learned that non- 
specific epididymitis, which is barely mentioned in text- 
books is eight times as common as gonococcal epididymitis 
and ■’S times as common as tuberculous epididymitis. We 
learned that stress fractures, peacetime rarities, become 
quite common when adolescents are suddenly called from, 
sedentary jobs to strenuous exercise. We learned that the 
average operation for the repair of an inguinal hernia in a 
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young man, performed by the average British surgeon in 
the average British hospital, has a recurrence rate of 20%, 
and that three-quarters of the recurrences take place in the 
first si.x months. We learned that the treatment of varicose 
veins in this country is not much above that of the African 
witch doctor. The recruit seen to have visible veins on 
the lower limb was sent automatically to a vein clinic, auto- 
matically transferred to hospital, and automatically treated 
by the method in vogue at the moment, just as a pig that 
walks up the ramp of a Chicago factory is pretty sure to 
come out the other end as two hams, two sides of bacon, 
and several pounds of sausage. 

I and my fellow consultants came to two firm conclu- 
sions — that the presence of visible veins along the saphe- 
nous system or even of mild aching in hot weather after 
long standing is not nccessarfiy an indication for treatment, 
and that the injection of sclerosing substances has no place 
as the sole or as thc' primary treatment of varicose veins. 

I personally would discourage the injection of varicose 
veins at any stage. They should either be left alone or be 
treated by high saphenous ligation, a safe but no means 
simple operation that is nearly as badly done to-day as is 
that for hernia. The communications between the super- 
ficial and the deep veins must also be closed. This may 
be done by several methods, only one of which is really 
reprehensible — retrograde injection of sclerosing solutions 
through a ureteric catheter. I know of two deaths, that 
have followed this procedure. I have also seen a young 
officer changed thereby from a good rugby threequarter to 
an oedematous invalid. 

The Hollow Needle 

This needle has been a mixed blessing. It must bear the 
responsibility for spinal anaesthesia, and for a number of 
procedures that substitute blind chemical destruction for 
clean anatomical removal, such as the injection treatment 
of veins, haemorrhoids, herniae, hs’droceles, ganglia, 
bursae, and other local swellings. On the other hand, it 
has allowed the intravenous administration of fluids — a 
method that may be life-saving, but one that is greatly 
misused to-day. Some people never seem able to allow 
their patients to use the channels designed by nature to 
receive nourishment and to evacuate waste. Food and 
fluids given by the alimentary canal allow the tissues to 
select and keep what they want, and to reject what is harm- 
ful or surplus to requirements. Fluids given intravenously 
by-pass all the defences set up by the body to protect itself 
against excess of any constituent, against bacterial entry, 
against thermal, chemical, or physical damage ; they give 
the patient what the surgeon thinks his tissues need and 
what they are dammed well going to get. Nearly all drips 
set up at the start of an operation are not merely unneces- 
sary but harmful. At least half of the drips set up after- 
wards are an automatic routine or an assurance against 
worry rather than a considered form of therapy. 

Experience and Wisdom 

But I would return to my main theme, that from e.xperi- 
ence we should derive wisdom. Let us remember that 
experience is never finished and wisdom is never complete ; 
that we are always more likely to meet the common than 
the unusual, but that what appears at first to be a simple 
and familiar clinical problem may yet be something we have 
never met, es'en something hitherto unrecorded ; that no 
problem is so straightforward that it does not need careful 
study, or so difficult that some solution will not appear if 
We seek steadfastly. 
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As a surgeon gets older -he tends to accumulate the rari- 
ties, the difficult decisions, the doubtful issues that his 
colleagues are only too pleased to pass on. I will mention 
a few that I have had in the past year. 

An old man came to hospital with vague indigestion. An 
indefinite swelling could be felt on the left of his abdomen. 
A barium meal showed that the whole' of his alimentary canal 
was to the right of the vertebral column, indicating that it was 
displaced by a retroperitoneal tumour. An intravenous 
pyelogram showed two renal pelves on the same side of the 
abdomen. For a moment I jumped at the diagnosis of a 
fused kidney, till I realized that the two pelves were not on 
the side of the swelling but on the opposite side. Operation 
disclosed a large retroperitoneal lipoma, extending from the 
pelvic floor to the diaphragm and from the flank to the midline. 
It was removed with little difficulty and not much bleeding, and 
was found to weigh 14 lb., (6.35 kg.). 

Another man presented with indigestion, wasting, and 
glycosuria. Radiographs showed that he had a chain of large 
stones in his pancreatic duct. I could get' no advice from 
books or from my friends how such a problem should be 
tackled, but I remembered how Roscoe Graham had lea'rned 
that even a small adenoma could be felt in the head of the 
pancreas if the pancreas and duodenum were lifted together 
oS the right kidney and palpated between finger and thumb. 
■When I did this I was able to push the stones towards the 
ampulla of 'Vater and remove them through the duodenum. 

Even the simplest case may be more complex than it 
looks.- 

A man arrived at Guy’s complaining of a small sinus, in the 
right iliac fossa but otherwise perfectly well. The students 
immediately suggested actinomycosis, but all of us were 
astonished to find that lipiodol injected into the sinus outlined 
all the burrows of a honeycombed liver and then passed 
through the diaphragm to give a perfect broncho^am. 

On the other hand, a case that seems to be desperate may 
turn out to be quite trivial. 

A lady of 50 had been known to have a duodeno-colic fistula 
since she was 18. Such a lesion is extremely rare, but repeated 
radiographs had sho\vn that it was,- in fact, the cause of the 
recurring attacks of postprandial diarrhoea from which she 
had suffered. Between attacks she enjoyed excellent health, 
and concurred with the advice of her medical attendant that 
the only risk she ran was that of falling into the hands of a 
surgeon. However, at 50 an attack that started in the usual 
way went on to steady deterioration. Her diarrhoea became 
more profuse at every meal, and finally the stools contained 
almost unaltered food. She los^ weight rapidly. 

When I saw her she was a- skeleton. Three days later 
she had lost another 4 lb. (1.8 kg.) and weighed 5 st. 2 lb. 
(32.66 kg.). Operation, which I had wished to postpone till 
she got into better shape, had to be undertaken as an emergency. 

I expected, from the recent history, to find that an old. fistula 
had become carcinomatous. Actually I found a little tube 
like a section of appendix joining the third part of the duo- 
denum to the back of the ascending colon. A snip with 
scissors and two purse-string sutures, and the job was finished. 
A collection of calcareous lumps showed that the original' 
fistula had been caused by a caseating tuberculous gland open-' 
ing simultaneously into the two viscera ; recent ptosis had 
distorted and blocked the duodenum distal to it. 

Surgery of Cancer 

In much of major surgery the surgeon knows the'size of 
the job he has to undertake and the strength of his material. 
By forethought and preparation he can often simplify the 
task and fortify the material, and if he finishes with those 
two requirements of a successful operation, a job well done 
and a live patient, he can look forward to lasting success. In 
the surgery of cancer, which forms such a large part of his 
work, he is in the dark. He can assess the size and site of 


such metastases as are visible, palpable, or radiologically 
demonstrable, but he cannot even guess whether malignant 
cells have already got by the lymph stream to further or 
aberrant glands^ or by the blood stream to distant parts of 
the body. Such cells, if they are few in number, will be 
undetectable by any means, and they may not declare 
themselves for years. 

In 1937 I performed a conservative resection for a rectal 
carcinoma in a woman of 50. Throughout the war she 
lived happily and functioned normally. In' November, 1945, 
she developed jaundice, and sank rapidly. She died in 
January, 1946, nearly ten years after her resection, beliering 
she had gall-stones. The metastases which killed her must 
already have been present but impalpable at my original 
operation. 

In many cases, particularly when no alternative method 
of treatment is available — and this applies to all cancers of 
the alimentary tract — the attempt must be made to eradi- 
cate the disease. Operation may seem a desperate chance, 
but the alternative is no chance at all. The patient is like 
a man in a burning aeroplane and we are offering him a 
parachute ; to jump is his only chance. A surgeon'would 
have no hesitation in taking the chance were he the patient 
Dixon, of the Mayo Clinic, used to say, “ If ever I get 
cancer, I am going to a surgeon with good hands' and not 
too much sense.” 

Cancer surgery is full of disappointments, but it also has 
its pleasant surprises. 


In 1935 I saw a man of 55 with a carcinoma just above 
the pelvi-rectal junction. At laparotomy I found that the 
growth was fixed in the pelvis. On freeing it I found that 
the right wall of the pelvis, the appendix, and the ileum 4 in. 
(10 cm.) above the caecum were all involved in growth. 1 
removed the append'ix, then resected 3 in. (7.5 cm.) of ileujn 
and joined the intestine end to end. I removed the pelvic 
colon and its mesentery widely down to the upper third of the 
rectum and did an end-to-end anastomosis, and finally l out 
away the peritoneum on the right pelvic wall where it was 
involved in growth and touched the remaining, bare area with 
the cautery. This patient is as fit to-day as any man of 69, 
and brought his wife over from Guernsey just before Christmus 
to have her varicose veins done. 


Shortly before I went to Africa in 1940 I saw a woman with 
a carcinoma at the pelvi-rectal junction in the Southern 'Hos- 
pital, Dartford. At operation I found the whole pelvic floor 
so widely involved that, though I removed all visible uno 
palpable growth and metastases as widely as I could, I felt thu' 
cure was out of the question. I therefore did a Hartmanns 


operation, leaving the levatores ani and a stump of rectum 


and 


*anal canal. I saw her again when I came back in 1944. She 
had returned to her work as a school teacher, had put on 
weight, and showed no sign of recurrence, so in 1943 hu- 
Sol Cohen detached the colostomy and reimplanted it in me 
stump of her rectum, giving her once again the supreme 
satisfaction of normal defaecation. 


High cure rates and pleasant surprises are usually associ- 
ated with carreer of the large bowel, but even cancer o 
the stomach, that most dread form of malignant disease, 
sometimes belies its reputation. 

Just before Christmas, 1946, a proct'ological friend, who had 
arranged for a patient to come into the Royal Masonic 
for investigation under the provisional diagnosis of carcinorn 
of the transverse colon, asked me to take charge as he w 
about to leave for Switzerland. The radiological investigatm 
revealed a large carcinoma of the stomach, invading the ira”^ 
verse colon and its mesentery. 1 did a high subtotal gastrectom,^ 
reinoving the stomach in continuity with the middle j 

the transverse colon and its mesentery — a satisfactory j 

job, but a dismal prognosis. I warned his wfe that he w ^ 
unlikely to live more than three months at most. This sum 
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lu lang me up and asked if he could show me how well he 
uas Certainly, eighteen months after my hopeless forecast, 
he looked .as 'sell as any man of his age in Europe and showed' 
no sign of cancer. Fortunately he was pleased about it and 
did not threaten to sue me for £6,000 damages. 

Fnlincy of Statistics 

huch c.xpcncnccs, indeed my whole experience, have left 
me with profound mistrust of statistics. I have not pub- 
li'licd mine since 1 was young and credulous ; indeed, I 
do not know them now unless I ask my registrar to look 
them up for a particular purpose, and I do not pay any 
.‘.ttcntion to those of others. Personal statistics, as I have 
'.lid on many occasions, are at the bottom of all unsound 
le.'.eliing ; they arc cither too good to be true or too true to 
he good. 

I hose who see statistics in the making arc well aware 
how errors may creep in or be pushed in. Falsification may 
appe.ar in many ways The ailing may be transferred to 
another ward, another block, another hospital, there to die ; 
they may dc'clop complications and be entrusted to the 
care of a physician and disappear from the surgeon’s scries ; 
the unsuccessful cases may be indexed under another diag- 
no'is. or appear in the list of operations done by the assis- 
tant or the registrar. Quite apart from the temptation to 
dishonesty, there is, in the keeping and publishing of statis- 
tic'. an almost insuperable temptation to the surgeon to 
depart from the only criterion of surgical rectitude — the 
best interests of the particular patient who is in the ward 
to-day and will be on the table to-morrow’. 

The surgeon who never does a severe operation has the 
fewest deaths, but he saves the fewest lives. The man who 
limits his operations on hypertension to a small group of 
young people who respond well to all tests has a wonder- 
fully low death rale and high cure rate, but he passes by 
all those who need help most. The surgeon who closes up 
a high proportion of his cancer laparotomies as “ inoper- 
able '■ and reserves his resection for the early growths can 
show a fine record on paper ; how will he himself show up 
before the recording angel ? I personally suspect the man 
with huge figures and a negligible mortality of being a 
surgical spiv. 

One gastric surgeon surprised the world some years ago 
by recording 500 gastrectomies for ulcer with 0.6% mortal- 
ity. Fine I He then reached a total of 1,000 cases with a 
mortality of 0.6%. Grand I A little later he popped up 
with 2,000 with a mortality of 0.6%. Marvellous ! He 
now has 3,000 with a mortality of 0.6%. Incredible; 
especially as the gastrectomies are all done under inhala- 
tion anaesthesia with open ether in a clinic where the 
science of anaesthesia is much where Morion left it. It is 
clear that to Ibis man, a skilled surgeon, the figure of 0.6% 
is a symbol, a creed, a banner beneath which he goes into 
battle. It is his story, and he is going to stick to it. As 
for myself I shall leave him stuck. The only figures which 
I find statistically significant are those recorded anony- 
mously and analysed impartially by sorheone with no 
personal interest in the verdict. Such are the many statis- 
tics published by Colonel Harnett on behalf of the British 
Empire Cancer Campaign, and Truscott's analysis of twenty 
years’ records of cancer of the breast at the Middlesex 
Hospital. 

I have said, in my Rutherford Morison lecture, that a 
man is brought into surgery by a love of his fellow men 
and a sincere wish to help them. As the years go by experi- 
ence will increase Ihat love and, if he uses it right, will 
make his power to help more effective. But he must leave 
it to others to judge in how far he has succeeded. ' 
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In a previous report on the treatment of 18 cases of sub- 
acute bacterial endocarditis svith penicillin (Ward, Meanock, 
Sclbie, and Simon, 1946) it was stated that the biochemical 
characters of 14 strains of streptococci isolated from these 
cases indicated that some were similar to Streptococcus 
salivariits, described by Andrew es and Border (1906) as the 
most common organism of this type in the mouth and naso- 
pharynx and of frequent occurrence in subacute bacterial 
endocarditis, while the others were similar to a number of 
strains isolated by Okell and Elliott (1935) from cases of 
subacute bacterial endocarditis and from blood cultures in 
cases of dental sepsis. 

It thus appeared likely that our strains of streptococci 
were of a type often found in subacute bacterial endo- 
carditis and of common occurrence in the region of the 
mouth. In our further investigation of streptococci from 
these sources it became evident that biochemical tests were 
of little value for the classification of the viridans strepto- 
cocci because, of the inconstancy of biochemical reactions 
within the defined species or groups, as originally pointed 
out by Andrewes and Horder (1906). We therefore decided 
that an attempt should be made to classify these strepto- 
cocci by serological methods. 

In this communication it w'ill be shown that when 
streptococci from cases of subacute bacterial endocarditis 
are tested with a number of antisera prepared by injecting 
rabbits with selected strains the reactions so obtained form 
a pattern on which a serological classification can be based. 
It will also be shown that streptococci from throat and 
teeth also react with these antisera to form a similar pattern, 
indicating a close relationship between the streptococci of 
subacute bacterial endocarditis and those conunonly found 
in the region of the mouth. Some data are also presented 
on the relationship between streptococci isolated at different 
stages in several cases of subacute bacterial endocarditis. 


Material and Alelhods 

The investigation was based on 28 strains of streptococci 
isolated during the past three years at the Middlesex Hos- 
pital from 19 cases of subacute bacterial endocarditis and 
one case in which this condition was suspected, and two 
cultures of a strain of “ streptococcus s.b.e.” (Loewe, 
Plummer, Niven, and Sherman, 1946) — one from a case 
of subacute bacterial endocarditis and one of the same 
strain after passage through a rabbit — which were provided 
by Dr. Ema Alture-Werber, of the Jewish Hospital, 
Brooklyn, N.Y, tVhen the work was sufficiently advanced 
to show that these streptococci and similar streptococci 
from the throat, teeth, and other sources could be classified 
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serologically, an examination was made of three further 
collections of streptococci from cases of subacute bacterial 
endocarditis. The first of these, consisting of 39 strains 
from 30 cases, was supplied by Professor J. W. McLeod, 
of Leeds ; the second, consisting of 14 strains from 13 cases 
at St. Bartholomew’s Hospital, London, was supplied by 
Professor L. P. Garrod ; and the third, consisting of .14 
strains from 13 cases at St. Mary’s Hospital, London, was 
supplied, by Sir Alexander Fleming. 

Streptococci from the throat and teeth were also investi- 
gated to see how 'far they could be correlated with the 
endocarditis strains. The 52 throat strains used were iso- 
lated from throat swabs taken by Dr. W. J. L. Sladen from 
21 members of the Falkland Islands Dependencies Survey 
in November, 1947, immediately before the expedition sailed 
for the Antarctic. Of the 51 strains from teeth 15 were 
isolated from teeth extracted from .four endocarditis 
cases under the care of Mr. J. W. Schofield and 36 
were obtained during routine extractions in 18 cases 
under the care of Mr. A. L. Packham ; 32 of the latter were 
isolated from the apices of extracted teeth and four from 
the blood stream of three patients immediately after extrac- 
tion. Ten other strains of viridans streptococci were 
examined — three from specimens of sputum, four from 
abscesses, one from urine, and two from blood cultures in 
cases in which subacute bacterial endocarditis was suspected 
but not established. \ 

After isolation and verification of the purity of the 
cultures the streptococci were transferred to tryptic digest 
broth with 10% horse blood, incubated overnight, and 
stored at 4° C. for periods up to six months. 

' Serological Tests 

Preparation of Antisera . — ^The methods for producing 
antisera were essentially those used by Lancefield (1933). 
The immunizing antigen was prepared from 15 ml. of an 
18-hour culture of streptococci in 1 % glucose digest broth ; 
the culture was centrifuged and the deposit of streptococci 
was resuspended in 15 ml. of normal saline. The antigen^ 
which was kept at 4° C. when not in use, was injected 
intravenously into a rabbit in 1-ml. amounts daily for six 
days. The rabbit was then rested for eight days and given 
a second course of six daily injections with a fresh pre- 
paration of antigen followed by a rest period of eight days.- 
This procedure was repeated until the serum developed 
enough antibody to give a satisfactory precipitin reaction 
with the homologous organism. The rabbit was then bled 
from the carotid artery or by cardiac puncture and the 
separated serum, with the addition of merthiolate to give 
a concentration of 1 in 15,000, was kept frozen in the 
refrigerator. 

Untreated streptococci were at first used for immuniza- 
tion and produced good antisera in two rabbits, but several 
rabbits died with the lesions of bacterial endocarditis after 
one or two courses, so that subsequent antigens were treated 
either by heating at 60° C. for 30 minutes or by the addition 
of formalin to give a concentration of 0.2%. In some cases 
antisera giving a wider range of reactions were produced 
by the injection of antigen prepared from a strain 
after it had been grown for several subcultures in the 
presence of its homologous antiserum, a method that 
was used by Lancefield (1940) to produce variation in 
streptococci. * 

By these methods a total of 28 antisera were pre- 
pared against eight strains of streptococci isolated from 
cases of subacute bacterial endocarditis at the Middlesex 
Hospital, one strain of the American “ streptococcus s.b.e.” 


(No. 2) and one (No. 30) from a suspected case of subacute 
bacterial endocarditis. Twenty antisera were used for 
classification, comprising two (Nos. 2 and 3) produced by 
the injection of untreated streptococci, two (Nos. 1 and 16) 
produced by the injection of streptococci treated with 
formalin, and 1 6 prepared against four streptococci (Nos. 5, 
8, 10, and 30). Each of these four streptococci was used to 
produce four antisera — two by the injection of heat-treated 
and formolized organisms and two by the same procedures 
after growth of the streptococcus in its own antiserum. In 
the classification of our streptococci shown in Table I the 


Table I . — Classification of Streptococci from Subacute Bacterial 
Endocarditis, Throats, Teeth, and Other Sources by Precipitin 
Reactions with Antisera 


Group 

No. of 
Strains 

Reactions with Antisera 
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— 
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S 

13 
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5 
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+ 
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4 

— 
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4 

7 


fan 

— 
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— 

— 

+ 

+ 

+ 

- 

II 
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— 

— 
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1 
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— 

— 

— 

— 
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3 

4* 
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7 
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-r 

21 
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10 
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The streptococci are classified into five groups each contdning three series of 
strains, in each of which the reactions with the appropriate antisera are indicated 
thus; + = all strains positive; — = all strains negative; numeral = number of 
strains positive. 

reactions indicated as positive under antisera Nos. 5, 8, 
10, and 30 represent positive reactions with any or all of 
the four antisera prepared against each streptococcus. 

Preparation of Extracts of Streptococci . — ^The method 
used for the preparation of extracts of streptococci for 
precipitin tests was the formamide , method described by 
Fuller (1938) for the extraction of polysaccharides and 
destruction of protein substances. 

Precipitin Tests . — ^The method used for the precipitin test 
followed that of Lancefield (1933), 0.1 ml. of streptococcal 
extract being layered above 0.1 ml. of antiserum in a 4 by 
0.5-cm. tube. In positive reactions a precipitate at the 
interface usually fornied within 10 minutes, but in some 
cases there was a delay of up to 30 minutes when the final 
reading was made. A diffuse flocculation was sometimes 
observed,' but this type of reaction was ignored, as it could 
not be reproduced and was therefore obviously not specific. 

Biochemical Tests 

In the fermentation tests the test reagents were purified 
and used at a concentration of 1 % in 1'/ 5 strength infusion 
broth to- which was added 1% bactopeptone, 0.5% NaCl, 
2% horse serum, and phenol red as indicator. The results 
were finally read after incubation for three days at 37° C. 
Starch-splitting was tested by a plate method folloMng that 
described by Andrewes (1930) and Hodgson, Heggie, and 
Sutherland (1943). Bile resistance was tested by the method 
of Belenky and Popowa (1929) on 5% blood agar with 
40% bile prepared from “ difco ” dried ox bile. 

Results of Serological Tests 

Positive precipitin reactions to our antisera have been 
obtained with 181 of the 209 strains of streptococci exam- 
ined. These positive reactions are tabulated in Table I, 
W’here it will be seen ■ that the streptococci are classified 
according to their reactions with groups of antisera. In 
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ihc lirst group of slreplococci arc 32 strains which react 
oHis witli members of the first group of four antisera. In 
oroup la arc 41 strains reacting mainly with the same 
four antisera but having side-reactions with other antisera 
but not No 16. Group II , consists of 2S strains which 
react only with members of the second group of three anti- 
scr.t . while in Group Ila are 55 strains which react mainly 
with the same three antisera but have side-reactions with 
other .sera. In Group III are 25 strains which react with 
antisera 30 and 10, only eight strains having side-reactions 
with other anliscra. 

1 he results obtained with all the streptococci are shown 
in table II, which also includes details of the classification 


It' I II — C^iJSsificatiott of Slreplococci from Various 
Sources 
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o! streptococci from different sources. It will be seen that 
we base succeeded in classifying alt 27 strains from cases 
ol -uhacute bacterial endocarditis at the Middlese.x Hos- 
pual and 61 of the remaining 69 endocarditis strains. The 
79 endocarditis strains in our serological groups are fairly 
esenU distributed in the five groups, but there is a prepond- 
erance of Group I streptococci in the Leeds collection and 
of Group II and Ila in the strains from St. Bartholomew's 
Hospital. The 17 endocarditis streptococci wMch do not 
fall into our classification consist of nine strains reacting 
with Lancefield group antisera and eight writh which we 
base failed to obtain any reaction with the antisera at our 
disposal 

It 15 also shown in Table II that 94 of the 103 strains of 
streptococci from teeth and throats have been classified 
with our antisera. There is no difference in distribution 
within the five groups between the strains from these rivo 
sources, in spite of the fact that only streptococci showing 
a-haem’olysis on blood agar were selected from cultures of 
teeth, whereas the streptococci from throats included 13 
strains producing no change in blood agar. The distribu- 
tion of the streptococci from teeth and throats in the five 
groups, unlike that of the endocarditis strains, is uneven, 
in that 38 strains, or over one-third, are found in 
Group Ila and only nine, or about one-tenth, in Group III. 
The proportion of streptococci from teeth and throak not 
falling within our classification is even smaller than in the 
case of the endocarditis strains, there being only nine such 
strains, three of which react with Lancefield Group D 
antiserum. 

Of the 10 streptococci examined'from other sources, tour 
belong to Group Ila, four are distributed among the four 
other groups, and two do not react with any of the antisera 
at our disposal. 

Regarding the relationship of the streptococci falhng 
within our serological classification to streptococci of the 


Lancefield groups, we have found cross-reactions with only 
one streptococcus. No. 30, a strain which was not associated 
with subacute bacterial endocarditis. This streptococcus 
is heat-resistant, ferments mannitol, and reacts with Lance- 
field Group D antiserum, but it also reacts with five of our 
antisera. Nos. 5, 30, 8, 3, and 10 (Table f), and Is thus a 
typical member' of our Group la. Three of the antisera 
prepared against this streptococcus react with only a few 
streptococci and not with any of our Lancefield Group D 
streptococci, but the other antiserum, prepared after grow- 
ing the streptococcus in its own antiserum, reacts with about 
half our strains and also with five of our eight Lancefield 
Group D streptococci. 

Results of Biochemical Tests 
The results of some of the biochemical tests on the 
streptococci falling into our classification are shown in 
Tabic III. All strains ferment dextrose and sucrose. Only 

Table III . — Siochentical Reactiom 


Ptf rcentase cC Scrsiits Cnvins 
Pc«itise Reactions m Group 




la 

n 

l\z 
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Fermentation of: 

Lacto^ 

71 

9, 

90 

71 

76 

70 

Inulm 

16 

7 


7 

16 

14 

Rafltnosc , . 

39 

38 

36 

49 

44 

42 

Salicm 

62 

57 

14 

34 

52 

42 


81 

74 

32 

: 45 

60 

42 

Splitting of starch 

25 

35 

7 

19 

52 

35 

Cfo^ih on 40/i bile blood agar 

46 

45 

4 

18 

54 

42 

Ntf. of strains in each group 

32 

41 

2S 

55 

25 

IS 


one strain. No. 30, which has already been mentioned, 
ferments mannitol. Fermentation of sorbitol, resistance 
to a temperature of 60° C. for 30 minutes, growth at 
45° C, or grownh in 6.5% of sodium chloride are found 
in only a few strains, which are evenly distributed in the 
five serological groups. All except three strains produce 
clot and acid in litmus milk and clot in milk to which 
O.I % methylene blue has been added, although it has been 
staled by Sherman and his co-workers that all known 
streptococci seem to be inhibited by this concentration of 
methylene blue except the members of the lactic and 
enteric groups (Sherman, 1937 ; Sherman, Stark, and 
Mauer. 1937), 

The results in Table III show some correlation between 
the biochemical reactions and the serological classification 
of our streptococci. In Groups I and la a relatively high 
proportion of the strains ferment salicin and trehalose, 
whereas comparatively few strains in Group II ferment 
these substances. In Group 11 also there are only two 
strains that split starch and only one capable of growing 
on 40% bile blood agar, whereas a moderate proportion 
of the strains in the other groups respond to these tests. 
In Group lla the proportion of positive reactions is inter- 
mediate between those in Group II and Groups I and la, 
thus showing a correlation with the serological charac- 
terization of Group Ua by its side-reactions with the 
antisera determining Groups I and la. In Group HI there 
is a moderate proportion of positive reactions to all the 
tests shown in Table HI, with a higher proportion of strains 
capable of splitting starch than in the other groups. The 
streptococci not reacting with any antisera do not show 
any' marked difference from the other groups. 

Streptococci in Relapses of Subacute Bacterial Endocarditis 

The properties of streptococci isolated at different times 
from 1 1 cases of subacute bacterial endocardifis are shown 
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Table IV . — Properties of Streptococci Isolated at Different Times in 
Cases of Subacute Bacterial Endocarditis 


Biochemical Reactions 
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Days After 
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Isolation 
(0 = First 
Isolation) 
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• Reference to case No. in communication of Ward, Meanock,' Scibie, and 
Simon {1946). 


in Table IV. Id all these cases, with the exception of 
Case A, the second strain has been isolated 'during a relapse 
after treatment with penicillin. In eight cases only two 
strains have been examined, and in four of these cases both 
strains are of the same serological group, while in the other 
four cases the two strains are closely related, one belonging 
to a groUp and the other to {he corresponding subgroup. 
In Case D the primary strain, the relapse strain, and four 
strains isolated at necropsy more than two years later — 
three from vegetative lesions in the heart and one from the 
spleen — all belong to Group I or its subgroup. Group la. 
In Case J the primary strain and the first two strains 
isolated during relapse are all of Group I, but the two later 
strains belong to Groups Ila and III, although all five strains 
react with our antiserum 5. 

In aU the nine cases of relapse that have been mentioned 
the serological properties of the streptococcus first isolated 
after penicillin treatment are so similar to those of the 
initial strain that it would seem that recrudescence of the 
original infection is a much more frequent cause of relapse 
than reinfection with another streptococcus. That reinfec- 
tion does occur, however, is well shown by Case K, in 
which the second infecting organism is a Lancefield 
Group D streptococcus presumably derived from an abscess 
in the buttock from which a Streptococcus faecalis was 
isolated. 

The biochemical properties of these streptococci,, also 
shown in 'ftable IV, largely confirm the serological findings. 
Of the nine cases in which there is a close serological rela- 
tionship between original and relapse strains; six show 
identical biochemical reactions or a difference in only one 
test and two show only two diflferences, both 'in the direction 
of negative to positive, while only in Case H are there more 
than two differences or differences in both directions. 


Distribution of Serological Groups in Teeth and Throats 

In cases in which more than one streptococcus has been 
examined from the teeth of one patient it has been usual to 
find streptococci of different serological groups. Thus, of 
1 1 strains isolated from seven extracted teeth from a case 
of subacute bacterial endocarditis (Case C, Table IV) nine 
are distributed in all our five groups and two are the only 
strains from teeth in our collection that do not react with 
any of the antisera at our disposal. The four strains that 
we have isolated from the blood stream immediately after 
the extraction of teeth are also a representative series, two 
from one patient being of Groups I and la and two from 
two patients being of Groups II and Ila. Our findings are 
similar to the 48 streptococci isolated from the throat in 
the 17 cases in which more than one streptococcus has been 
examined. In only one of these instances is one serological 
type alone represented, and in only two are there only 
streptococci of a group and its corresponding subgroup. 

The limited data so far available thus show that there is 
no tendency for the streptococci of the teeth or throat in 
a single person to belong to one serological group. 

Endocarditis Streptococci in Relation to Response to 
Penicillin Treatment 

In Table V is shown the relationship betw’een the response 
to treatment with penicillin and the sensitivity to penicillin 
and serological group of the streptococci isolated before 

Table V. — Relationship of Result of Penicillin Treatment oj 39 
Cases of Subacute Bacterial Endocarditis to Penicillin Sensiiirili 
and Serological Group of Streptococcus Isolated Before Treat- 
ment. Streptococci Reacting with Lancefield Croup Antisera 
Are Not Included 
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0 
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0 
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0 
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I Good 

2 
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1 

I 

0 

0 

X 1 

5 

1 

^Bad 

0 

0 

0 

0 
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‘\A1J cases 

1 

16 

2 

12 

,1 

6 

15 

1 

2 

} - 

59 


* Penicillin resistance in vitro expressed as multiple of resistance of standard 
Oxford staphylococcus. 


penicillin treatment in the 59 cases in which the necessary 
information is available. Response to treatment is assessed 
as bad when the patient died without control of the infec- 
tion. This table has been examined by Mr. T. E. Cowan, 
F.C.I.S., F.R.S.S., records ofllcer, Middlesex Hospital, who 
states : “ I agree that the main point brought out is that 
in total the proportion of bad responses to penicillin treat- 
ment increases with resistance of the infecting organism to 
penicillin. The regularity of the arithmetical progression is 
sufficient to justify this view. I do not think it can be 
taken that the classification according to the serological 
group of the infecting streptococci shows a correlation 
between the serological group and the response to infec- 
tion ; the numbers examined are too small to be statistically 
significant.” 

Discussion 

The difficulties presented by the complex antigenic struc- 
ture of the viridans streptococci have hitherto prevented an 
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adcquale classification of these organisms by serological 
methods. The situation is well c.xemplified by the obser\'a- 
tions of Gordon (1922), who found that 16 strains of 
Sir. salivariiis represented at least 12 different types, 
whereas 125 of 131 strains of Sir. pyo.t;ci!cs were of 
the same serological type. We also have found that the 
varidans streptococci arc a heterogeneous group of organ- 
isms, but we base succeeded in making a serological classi- 
fication by using antisera with a wide range of action and 
basing our classification on the reactions obtained with 
groups of these antisera. 

In this way we have been able to classify 181 (92%) of 
the 197 strains of our collection that do not belong to the 
Lanceficld groups into five groups containing 32, 41, 28, 55, 
and 25 strains respectively. This represents a higher degree 
of success than that attained by Solowey (1942), who, with 
a similar collection of 205 strains of viridans streptococci, 
classified 136 strains (66%) into 14 groups, 11 of which con- 
tained only one to fi\c strains each. It is noteworthy that 
Solowey's three main groups, comprising 77, 23, and 13 
strains, were based on reactions with groups of seven, five, 
and two antisera respectively, whereas the other smaller 
groups were determined by reactions with single antisera. 

It would thus seem in the present state of our knowledge 
that these streptococci are amenable to classification only 
b> studying their reactions to groups of antisera with a 
wide range of action. It would also appear necessary to 
prepare bacterial extracts for the precipitin test by the 
formamide method of Fuller (1938), which in our experi- 
ence presides a much more efficient antigen than the acid 
extraction method of Lanceficld (1933), which was used by 
Svilowey (1942). 

We have shown that viridans streptococci isolated from 
cases of subacute bacterial endocarditis have a distribution 
in our serological groups similar to that found in strepto- 
cocci from teeth and normal throats. The same observation 
has been made by Solowey (1942) on the basis of her sero- 
logical classification, and we agree with her that no distinc- 
uon can be made between the viridans streptococci derived 
from these different sources. It would, however, appear 
from our results that streptococci of Group Ua, the largest 
croup in streptococci from teeth and throats, have less 
tendency to produce subacute bacterial endocarditis than 
the streptococci of the other four groups. These observa- 
tions nevertheless give further support to the view we have 
preiiously expressed in common with others that the viri- 
dans streptococci of subacute bacterial endocarditis come 
from the region of the mouth (Ward, Mcanock, Selbie, and 
Simon, 1946). In the earlier communication we noted the 
association between dental sepsis and the initiation of the 
svmptoms of subacute bacterial endocarditis, and here we 
have not only confirmed the finding of Okell and EUiott 
(1935) that Wridans streptococci may escape into the blood 
stream during dental extraction but have also found that 
these streptococci belong to the same serological groups as 
those of subacute bacterial endocarditis. 

It is not, however, generally agreed that the great 
majority of the streptococci of subacute bacterial endo- 
carditis are derived from the regioif of the ihouth. It 
has recently been reported from America that about one- 
third of the streptococci isolated from cases of subacute 
bacterial endocarditis belong to a hitherto undescribed 
eroup of the viridans type, usually referred to as “ strepto- 
coccus s.b.e.,” which is not a normal inhabitant of the 
human mouth and has been given the name of “Strepto- 
coccus sanguis" (Loewe, Plummer, Niven, and Sherman, 
1946 ; White and Niven, 1946). 


The two strains of “ streptococcus s.b.e.*’ that we have 
examined have few of the biochemical properties ascribed 
to this group by the American authors, but in this respect 
are very similar to other streptococci of Groups n and Ila 
to which they belong in our classification. On the other 
hand, our findings with an antiserum we have produced 
rvith one of our strains of “streptococcus s.b.e.” (No. 2), 
which reacts with about 27 % of our endocarditis strains, are 
similar to those of Schneierson (1948), who, working with 
American strains from cases of subacute bacterial endo- 
carditis, found that 23% of a total of 34 strains gave a 
positive precipitin reaction with an antiserum prepared 
against a strain of “ streptococcus s.b.e.” Washburn, White, 
and Niven (1946) have described two serological types of 
“ streptococcus s.b.e.,” but have also found cross-reactions 
with other types of viridans streptococci. 

It would thus seem that further clarification is necessary 
before it is possible to assign the position of “ streptococcus 
s.b.e.” in relation to the other viridans streptococci. This 
is a question of some importance, because this group of 
streptococci is regarded as being somewhat more resistant 
to penicillin than the other viridans streptococci. In our 
e.xperience, however, there appears to be no significant 
correlation between the serological characters of the strepto- 
cocci of subacute bacterial endocarditis and penicillin sensi- 
tivity or response of the case to penicillin treatment (Table 
V) except for the streptococci of Lancefield Group D, which 
are highly resistant to penicillin. 

Another question that has recently been raised concerns 
the position of Str. salivanus. which was originally described 
by Andrewes and Border (1905) as the most common 
streptococcus in the human throat and of frequent occur- 
rence in subacute bacterial endocarditis. Sherman, Niven, 
and Smiley (1943) have now assigned this name to a strepto- 
coccus which is found in the human throat but has never 
been isolated from cases of subacute bacterial endocarditis 
and is identified by the production of large mucoid colonies 
on sucrose agar. We have confirmed that streptococci of 
this type are present in small numbers in a high proportion 
of normal throats, and that they form a homologous group 
in both their biochemical and their serological characters. 
They form a distinct group of streptococci, differing widely 
from all the streptococci that we have isolated from cases of 
subacute bacterial endocarditis and from the streptococci 
that are encountered in cultures obtained from teeth and 
throat by the usual routine methods. We are, however, of 
the view that, although Sir. salivarius is an ill-defined 
species, its definition should remain sufficiently wide to 
include streptococci of the type originally observed by 
Andrewes and Border (1906) and not be restricted to 
streptococci not usually met with either in the examination 
of throat swabs by routine bacteriological methods or in 
cases of subacute bacterial endocarditis. 

Our finding that streptococci isolated during relapses after 
penicillin treatment in subacute bacterial endocarditis are 
usually similar to the strains isolated before treatment is of 
some clinical importance in that it indicates that relapses 
are generally due to a recrudescence of the original infec- 
tion and not to reinfection. It would seem, therefore, that 
relapses after penicillin therapy are usually due to inade- 
quate treatment. That the dosage of penicillin in many 
cases may have been inadequate in relation to the resistance 
of the Meeting organism is indicated by the findings in 
Table V, in which a bad response to penicillin treatment 
is correlated in 1 1 of 29 cases with a coefficient of resistance 
of 13 to 6 and in only three of 28 cases with a coefficient of 
resistance of 1 or less. It can therefore be expected that a 
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general increase in dosage from half a million units of 
penicillin a day for 28 days to two million units a day for 
six weeks, as recently recommended by Christie (1949), 
will improve the results of penicillin treatment. 

There are, however, cases in which relapse caimot be 
ascribed to undue resistance of the infecting streptococcus 
to peiiicillin, and it may be that the causal organisms are 
so protected by dense vegetative lesions that they are 
inaccessible to the action of penicillin. It is now accepted 
that in conditions where' the sources of infection are acces- 
sible the chances of a recrudescence of the infection can 
be greatly reduced by the removal of infected and avascular 
tissue after infection has been brought under control by 
penicillin (Hudson, Meanock, McIntosh, and Selbie, 1946). 
Jt is thus possible that surgery may yet provide a solution 
to the problem of persistent relapses after penicillin therapy 
in subacute bacterial endocarditis by evolving methods for 
the removal of the infected vegetations and the reconstruc- 
tion of damaged valves. 

Summary- 

Streptococci of the viridans type from cases of subacute 
bacterial endocarditis and from normal throats and extracted 
teeth have been differentiated into five serological groups. 

The distribution in the five serological groups of the strepto- 
cocci from subacute bacterial endocarditis is similar to that of 
the streptococci from throats - and te^th, indicating that the 
streptococci of subacute bacterial endocarditis are derived from 
the region of the mouth. 

Streptococci isolated during relapses after penicillin treatment 
in subacute bacterial endocarditis are usually similar in their 
serological and biochemical characters to the streptococci iso- 
lated before treatment, indicating that relapses are generally due 
to a recrudescence of the original infection and not to reinfection 
by another streptococcus. 

The relationships of “ streptococcus s.b.e.” and Str. salivaritis, 
as described by Sherman and his co-workers, to other members 
of the viridans group of streptococci are discussed. 
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Pathological Department, St. Bartholomew’s Hospital, London, for 
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TREATMENT OF EARLY SYPHILIS 
WITH PENICILLIN COMBINED 
WITH NEOARSPHENAMINE 
AND BISMUTH 
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the Army 
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Since the introduction of penicillin for the treatment of 
syphilis routine standard courses of treatment have been 
in use in the Army for the treatment of early cases. In 
1944 the first scheme of treatment to be used consisted of 
2,400,000 units of penicillin in aqueous solution given intra- 
muscularly in 60 divided doses, each of 40,000 units, b 
1946 it became obvious from a scrutiny of the records 
of patients so treated that there was a failure rate of 8% 
in the first six months (Marshall, 1946). 

In consequence, a course which consisted of 4,000,000 
units of penicillin in aqueous solution given intramuscularly 
in divided doses over a period of 12i days was introduced 
at certain military hospitals. Also, in view of the fact that 
Eagle and his co-workers (1946) showed that there was a 
synergistic action between penicillin and arsenic in the treat- 
ment of rabbit syphilis, a standard scheme was introduced 
at certain other scheduled hospitals in the United Kingdom, 
consisting of 2,400,000 units of penicillin together with ten 
. daily injections of 0.06 g. of “ mapharside.” In addition, 
at one military hospital in the United Kingdom a series 
of cases of early syphilis was treated by means of a some- 
what similar course with the addition of 1 g. of bismuth 
(Willcox, 1946). 

The cumulative relapse rates following treatment by 
means of the above four schedules were calculated by 
James, Mackay, and Wright (1948) in a series of 281 cases, 
using a formula evolved by the Honorary Consultant in 
Statistics to the Army. By this means it was found that 
the cumulative relapse rates at twelve months in the case 
of patients treated with 2,400,000 units of penicillin were 
14% for sero-negative primary syphilis, 13% for sero- 
positive primary syphilis, and 17.5% for secondary syphilis. 
The results of the other courses of treatment were essentially 
much the same. 

In 1946 reports from the United States had shown that 
penicillin K was less effective than penicillin G in the treat- 
' ment of rabbit syphilis, and that commercial penicillin had 
tended to contain increasing amounts of penicillin K. The 
Subcommittee on Venereology of the Army Medical and 
Personnel Research Panel therefore adopted a scheme of 
treatment by which a total of 4,000,000 units of penicillin 
. was given over a period of ten days, combined with a course 
of neoarsphenamine and bismuth (Eames, 1948) ; the addi- 
tion of the latter conformed to the original suggestion of 
Harrison (1945). This schedule is the one considered here. 

Treatment, Surveillance, and Sources of Material 

The treatment was carried out as follows. During an 
initial period in hospital a course of 4,000,000 units of 
commercial penicillin (50,000 units in aqueous solution 
intramuscularly at three-hourly intervals over a period of 
ten days) was given. On the second, fifth, and ninth days 
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the patient received an intravenous injection of neoarsphen- 
.iniine, 0,3 g., 0.45 g., and 0.6 g., respectively, together with 
■in intramuscular injection of 0.2 g. of bismuth (1 ml. 
imeetio bismuthi B.P.). On completion of this treatment, 
and subject to the clinical condition, the patient was returned 
to full military duty. Out-patient treatment was started 
seven days after his last injection of arsenic as an in-patient, 
and consisted of eight weekly injections of 0.6 g. of 
nco.arsphcnaminc and 0.2 g. of bismuth. Thus the total 
treatment was 4,000,000 units of penicillin, together with 
6.15 g. of neoarsphenamine and 2.2 g. of bismuth. 

It K the routine in the /Vmy for all cases of syphilis, after 
completion of active treatment, to have clinical and sero- 
logical c.xaminations at two-monthly intervals for six 
months, quarterly for one y'ear, and si.x-monthly for a 
further year. A complete cerebrospinal fluid examination 
IS c.irncd out at the end of the first six months and also 
during the hast six months of this surveillance. Both 
W’asscrmann and Kahn tests (qualitative and quantitative) 
were invariably made at each serological examination in 
our scriet of cases. 

Nominal rolls of all cases treated at the special treat- 
ment centres in the United Kingdom by the schedule 
described above had been maintained from its inception. 
Thus it was possible to trace the records of all patients 
in vvhom treatment was initiated during the period 
December, 1946, to March, 194S, by examination of the 
record cards maintained at the Central Sv^ihilis Register. 

Some of the cases on the nominal rolls described above 
IV ere not suitable for the purposes of this investigation, as 
those previously treated and cases of congenital, latent, and 
tertiary syphilis had been included. These were discarded, 
together with any case in which there was a doubt about 
me initial classification of the disease. All of the patients 
vvt'c males of military age, the vast majority falling 
beivveen the ages of 19 and 25. All were suffering 
from early syphilis— namely, sero-negative primary syphilis, 
sern-positive primary syphilis, and early secondary syphilis. 

In all cases of sero-negative primary syphilis the 
Tnponema pallidum had been demonstrated in a 
scraping taken from the primary lesion and examined 
bv dark-field. All other cases showed a positive serology, 
and the secondary cases showed such manifestations as a 
ravn and/or mucous patches or condylomata. Tr. pallidum 
was demonstrated in 87% of sero-positive primary cases 
and in 65% of secondary’ cases. 

The record cards of 1,284 patients were examined, and 
of these, after discarding those of the patients described 
above, J;028 were found to conform to the terms of refer- 
ence of the survey. The distribution of patients according 
to the stage of the disease is shown in Table I. 


TvBLE I. — Analysis o! 

Sero-negative primary 
Seropositive primary 
Early secondary . . 


Cases According to Stage of Disease 

353 04'6%) 

443 (42-9%) 

232 (22'5%> 


Total .. .. 1.028(100%) 


As the form of treatment under survey was not begun 
until December, 1946, it was possible to consider a 
maximum follow-up of only 18 months. 

Criteria of Efficacious Treatment 
In reviewing the results of treatment a patient was con- 
sidered to have made satisfactory progress, to have relapsed, 
to have failed to respond to treatment, or to have become 
reinfected. 


A case was regarded as having progressed satisfactorily 
if it conformed to the following criteria: (i) all lesions 
of syphilis had healed at the conclusion of treatment and 
surveillance ; (ii) serological tests for syphilis were negative 
at the end of surveillance ; and (iii) the cerebrospinaf fluid 
examination was normal. 


Relapse was diagnosed from the presence of fresh clinical 
manifestations of syphilis from which the Tr. pallidum 
could be isolated, or a change in serology from negative to 
positive, or abnormal C.S.F. findings. All patients still 
having a positive serology four months after treatment had 
ceased were classified as treatment failures, when further 
treatment was begun. 

Patients were classified as “ defaulters ” at that time when 
for any reason they ceased to be followed up, or, alterna- 
tively, in the case of patients treated during the last months 
of this investigation, at the stage in which, though satis- 
factory progress was being made, the survey period closed. 
Thus a patient completing treatment in December, 1947, 
would be shown as “ defaulting ” at nine months if satis- 
factory progress was made up to September, 1948, as no 
records would be available after that date (see Table II). 


Table It. — Showing " Default " from Surveillance 



Sero-neg. 

Primary 

Sero-pos. 

Primary 

Secondary 

Total 

Initial no. of cases waroined 

353 

439 

230 

1,022 

Cases completing all treatment 

274 

321 

159 

754 

Cases ** defaulting ’* in first 2 months 

90 

137 

70 

297 

Cases left at beginning of 3rd month 
** Defaulters ” (3-5 months) 

184 

183 

£9 

456 

37 

30 

10 

TJ 

Cases left at beginning of 5tb month 
** Defaulters *’ (5-7 months) 

145 

152 

69 

366 

29 

32 

14 

75 

C^s left at ^pn^ng of 7th month 

113 

113 

54 

280 

37 

33 

24 

99 


72 

69 

29 

170 


34 

30 

15 

79 

Cases left at beginning of 13th month 

36 

33 

14 

83 

‘ 1'' • • 

22' 

22 

7 

51 

( ...f •••. : e 

11 

13 

7 

31 

•*:)••• • •• ••!••• ! • 

5 

9 

5 

19 


6 

3 

1 

10 

•• |».r . • • 

6 

3 


10 


The totals shosvn as remaining at the beginning of any one month are those 
making satisfaaory progress only. 

It is impossible to classify any case defaulting from sur- 
veillance before the fourth month of follow-up if the sero- 
logy remains positive with no clinical signs of relapse. 
Such were therefore rejected from the pool of data. Thus, 
of 1,028 patients initially considered only 1,022 could be 
utilized, as two (0.86%) in the group diagnosed as secondary 
syphilis and four (0.9%) from the sero-positive primary 
group had to be rejected. 


Results of Therapy and Discussion 
Tables II, in, and IV show in crude figures the results 
of treatment and follow-up of all categories of patients 


Table III. — Muco-mianeous Injectious Relapses — Crude Figures 


Months After T reatment 

Sero-neg. 

Primary 

Sero-pos. 

Primary 

Secondary 

Total 

0-2 


1 

1 

0 

2 

2-5 


3 

2 

0 

5 



2 

■4(0 

0 

6(1) 

6-9 


1 

0 

0 

I 

9-12 .. 


3(2) 

I 

0 

4(2) 

X2-I5 .. 


0 

un 

0 

1(1) 

IS-18 .. 


0 

0 

0 

0 

Total 

10 

9 

0 

t 19 


Fignres in parentheses denote cases considered to be possible reinfections— e.g.* 
2 of tbs 3 at 12 months. 


treated. It will be seen that there is an extremely high rate 
of “default.” This was consequent upon the rapid rate 
of release from the Forces over the period during which 
this investigation was carried out 
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Table IV . — Total Relapses — Crude Figures 


Months After Treatment 

Sero-neg. 

Primary 

Sero-pos. 

Primary 

Secondary 

Total 

0-2 

2 

2 

I 

5 

2-4 

3 

3 

1 

7 

4-6 

4 

6(1) 


11(1) 

6-9 

•7 

1 

0 

3 

9-12 

3(2) 

3 

0 

6(2) 

12-15 

0 

1(1) 

1 

2(1) 

iS-SS 

0 

0 

0 

Q 

Total 

14 

16 

4 

34 


Figures in parentheses denotecases considered to be possible reinfections — e.g., 
2 of the 3 at 12 months. 


Of the 353 sero-negative primary cases beginning treat- 
ment, 14 were considered to have shown unsatisfactory 
progress: these are analysed in detail in Table V. It will 


Table V. — Analysis of Relapses Occurring in Sero-ncgatire Primary 

Syphilis 


j 

Type of Relapse | 

No. of Cases i 

Total 

Cases 

2 tnlhs 

4 mths 

6 mths 1 

9 mths 

12 mths 

Muco-cutaneous relapse . . ! 


1 

1 1 

1 


3 

Clinically diasnoseJ as r«- 1 







infection . . . . . . | 

1 

2 

1 j 


2 

6 

Serological relapse . . I 

1 



1 

1 

4 

Asymptomatic neuro-relapse 


1 

1 

* 


\ 


be seen that no patient relapsed after the twelfth month, 
but, in view of the relatively small number of cases remain- 
ing (36) at the time, this is not necessarily significant. The 
one case of asymptomatic neuro-relapse which occurred 
was diagnosed on an abnormal cerebrospinal fluid found 
on routine lumbar puncture during the sixth month. 

Of the above 14 cases considered to have relapsed six 
were diagnosed by the clinician concerned as reinfections. 
In view of the uncertainty of differentiating between relapse 
and reinfection at the present time, and as the cases did not 
completely satisfy the criteria of Halley and Wassermann 
(19281 or Moore (1943), they have been classified as relapses 
(see Table V). All these ca'ses had been previously sero- 
negative, in all of them Tr. pallidum had been demonstrated 
in the new lesion, and all gave a history of recent exposure. 
In only two cases, both occurring one year after treatment 
ceased, were all Moore’s criteria fulfilled (see Table VI), 


Table VT. — Application of Moore's Criteria of Reinfection to Cases 
so Diagnosed Clinically 


Type of 
Case 

Serology 

Before 

Possible 

Reinfn. 

Time 

Since 

Treatment 

Ceased 

History 

ofRccenl 

Expo- 

sures 

New Site 
for 

Primary 

Sore 

Change 

in 

Sero- 

logy 

Conclusion 

Sero-nee P- 

Neg. 

2 mths 

.Yes 

No 

No 

M/C relapse 

»» .. .. 

,, 

4 „ 


7 



»» »» »« 


4 „ 


Yes 


t» It 

„ „ ,, 


6 




Poss. reinfn. 

.. .. „ 

.. 

1 year 



Yes 

Sero-pos. P. 


6 mths 




»» s» 

M .f M 


6 „ 



No 

MIC relapse 

,, ,, ,, 


1 year 



Yes 

«. «. 




15 mths 

t* 

Yes 


Poss. reinfn. 


but in neither of these was there adequate proof that the 
new sore occurred in a different lymphatic shed from the 
original. In these two cases there was a sero-reversal after 
the appearance of the new sore, and they can therefore be 
considered to be possible reinfections. In no case, however, 
was there any record of an infected consort being traced. 

Among the 439 cases of sero-positive primary syphilis 
there were 20 which made unsatisfactory progress. These 
are analysed in Table VII, from which it will be seen that 
serological relapse- is more common than in sero-negative 
primary syphilis, and that, for the first time, treatment 


.■Jadle VII. — Analysis of Relapses and Failures Occurring in Sero- 
positive Primary Syphilis 



No. of Cases 

Total 

Caics 

' Type of Relapse 

2 

4 

6 ! 

9 ! 

12 

15 i 


mths j 

mths J 

mths 1 

mths j 

mths 

mths , 

Muco-cutaneous 
Muco-cutaneous and serolo- 

1 

1 

1 1 

j 



3 ' 

pica] 

Chnlcally diagnosed as re- 


1 

1 




2 • 

infection . . 

Non-infectious relapse: 


i 

2 

1 

i 1 

1 1 

1 

4 

Serological relapse 
Treatment failures: 

1 

! 1 


2 


7 


Serological fast . . 

4 





i 

4 


failures (serological-fast cases) appear. Those cases which 
were in the first instance clinically diagnosed as reinfections 
are considered in Table VI. Two of these cases fulfil all 
of Moore’s criteria ; but again, with the notes available, 
difficulty arises regarding the exact site of the alleged fresh 
primary sore. 

Thirteen of the patients treated for secondary syphilis 
failed to show satisfactory progress, nine of these being 
treatment failures (Table VTII). There were no muco- 


Table Vni. — Analysis of Relapses and Failures in Early Secondary 

Syphilis 



No. of Cases 

Total 

Cases 

Type of Relapse 

1 

2 

mths 

4 

mths 

<5 1 
mths j 

9 

mths 

12 

mths 

15 

mths 

Serological relapse . . 
Asymptomatic neuro-relapse 
Treatment failures . . 

1 

9 

1 

1 

1 



1 

3 

I 

1 9 


cutaneous relapses in this group of cases, and no case was 
diagnosed as a reinfection. 

Moore (1948) expressed the opinion, which he said was 
instigated by the statisticians, that in order to avoid getting 
a false statistical picture it would be unwise, owing to 
inevitable attrition, to draw conclusions about the effects 
of treatment in early syphilis without at least a thousand 
cases to begin with, and that when evaluating such material 
it was essential to use an actuarial method. 

Of the 1,022 cases originally considered suitable, 754 
completed the full scheme of treatment, anid it is from this 
number that the cumulative relapse rates are calculated 
(see Table II). The results can therefore be considered as 
only approximate. It is impossible to assess the samplins 
error in the method of calculation used, and towards the 
latter end of the survey this is not inconsiderable. 

An extremely large number of patients were lost to ; 
observation during the post-treatment surveillance period ' 
owing to release from the Service. In order to allow for 
this, the cumulative relapse rate (both total and infectious 
muco'cutaneous) has been calculated from the crude figures 
shown-in Tables II, III, and IV. Treatment failures are 
not included in the cumulative relapse rates shown, but 
are considered separately. The method of calculation used 
by James, Mackay, and Wright (1948) has been utilized. 

The total and infectious (muco-cutaneous) cumulative 
relapse rates are shown in Table IX. Here all those cases 
diagnosed as reinfections by the clinician concerned are 
classed as relapses. If the four cases which were possible 
reinfections (see above) are considered to be in fact such, 
then the rate is as shown by the figures in parentheses. 

It will be seen that the total cumulative relapse rate at 
18 months is somewhat less for early secondary than for 
sero-positive primary syphilis. This is a trend which is in 
accordance with the results of others. For all types of 
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lAMr IX. — .IfMM.w'i of Cumulalhc Rote of Relapse During 
Sttncillancc 


TiR-c 

rrimarj' 

Scro-pos. rrimaiy 

j Secondary | 

TolaJ 

6 ninths 
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in rarcn:h;.ci .how cumulati.c rebrse rales ..lien possiMc reinfections 
are accepled as such. 

■ The samplirc error here is considerable in sres' r the smal! number of cases 
■-.solved 

S.V.SCS considered ihc niuco-ciitanboiis relapse rate, which 
from a public health point of view is an important yard- 
stick by which to judge the ellicacy of treatment, is cither 
S ' or 5",' at IS months. The Clinical Co-operative Group 
figures (.Moore, 194.') show that SS^o of such relapses occur 
in the first two years of surscillance after long-term 
arsenical and bismuth therapy. 

Moore (19471, utilizing a total dosage of 2,400,000 units 
of penicillin, quotes a cumulative relapse rate at 11 months 
of 15‘^n, and of 21 for a schedule of 2,400,000 units of 
commercial penicillin with the addition of 320 mg. of 
arsenoxide (in eight daily injections each of 40 mg.). 
Reynolds (194S). in considering various schedules of treat- 
ment for early syphilis by means of commercial penicillin 
.I'one (totals of 4.500,000 units two-hourly for eight days, 
4.500.000 units thrcc-hourly for eight days, and 9,600,()00 
units thrcc-hourly for 15 days in divided doses), gives a 
combined cumulative relapse rate of 16.43% during the 
twelfth month of follow-up. At the end of the twelfth 
month the cumulative relapse rate (total) for the scheme 
discussed in this paper is cither 12.1 or 9.3%, depending, 
.IS stated above, oti whether certain of the cases diagnosed 
as reinfections are included as relapses or not. At the end 
of the eighteenth month these figures are 15 or 10.8%. 
The cumulative relapse rates thus appear to be at least as 
satisfactory as, if not superior to, those obtained with the 
various schemes of treatment reported in the last few years. 

Toxic Reactions 

It was not always easy to judge from the clinical notes 
made at the time whether such toxic reactions as were 
observed were definitely due to penicillin or to arsenic. 
This is especially the case as regards ninth-day erythema, 
which tends to occur at about the same time as urticarial 
reactions due to penicillin. However, in most cases the 
clinician treating the patient expressed" an opinion concern- 
ing the causation, and in cases in which there appeared 
to be a doubt the toxic reaction has been considered as 
beinc due to arsenic. In consequence the actual arsenical 
toxicity rates may in fact be less than those given 
below. 

Reactions due to penicillin, either local or generalized, 
were rarely recorded. Such cases of penicillin urticaria 
as were noted responded ro treatment, usually with no 
interruption of the routine antisyphilitic therapy. 

There were 33 cases in which the toxic effects occurring 
were considered to be due to neoarsphenamine. In 28 of 
these no more arsenical treatment was given to the patient- 
after the toxic reaction ; in the remaining five cases treat- 
ment was interrupted, but was later resumed. Seventeen 
cases of arsenical toxicity occurred in the first three weeks 
of treatment ; the remainder showed a fairly even scatter 
throughout the rest of the period of treatment. 


Six cases of jaundice occurred in the series, but, since 
it is generally accepted that this condition is of infective 
origin, they are not included in the series of toxic effects 
considered to be due to neoarsphenamine. Of these six 
patients, one developed jaundice during the first ten days 
of treatment, the remaining five at intervals between two 
and five months after the beginning of treatment. 

The following analysis of the 33 reactions caused by 
neoarsphenamine shows that the vast majority were in the 
nature of a dermatitis: Toxico-dermal reactions: ninth- 
day reaction. 9 cases ; dermatitis, 19 ; pruritus, 1 case. 
Gastro-intestinal reactions: nausea, I case. Other 
reactions : encephalopathy, 1 case ; agranulocytosis, 1 
case ; albuminuria, 1 case. 

During the hospital phase of treatment, in addition to 
the nine cases of ninth-day erythema observed, six patients 
showed toxic reactions due to arsenic: of these, one 
developed a punctate dermatitis and treatment was inter- 
rupted for a week but was later resumed : in the five others, 
which included one case diagnosed as arsenical encephalo- 
pathy, treatment with neoarsphenamine was discontinued. 
In five of the nine cases of ninth-day erythema arsenical 
therapy was also discontinued. During the out-patient 
phase of treatment toxic reactions occurred in 18 patients, 
and in all of them treatment with neoarsphenamine was 
permanently stopped. 

There was no fatality among the patients in whom to,xic 
reactions occurred, and in only three cases could there have 
been considered to be a danger to life. These latter con- 
sisted of one case of exfoliative dermatitis, which occurred 
in a patient with sero-negative primary syphilis 74 days 
after the onset of treatment ; one case of agranulocMosis 
with angina, which occurred in a patient with sero-negative 
primary syphilis 23 days after treatment started ; and one 
case of arsenical encephalopathy occurring nine days after 
the beginning of treatment in a patient with secondary- 
syphilis. All these patients received BAL (OX 217) in the 
following dosage : 4 ml. four-hourly for three doses on the 
first and second days of treatment, and daily doses of 4 ml. 
for the next two to five days. 

Since records are complete for the in-patient period of 
treatment, toxic reactions within the first ten days can be 
expressed as a percentage of aU cases completing hospital 
treatment. With regard to reactions occurring in the out- 
patient period of treatment (late toxic reactiens), the 
number of patients completing all treatment and the 
number “defaulting” during the out-patient phase are 
known. A reasonable estimate of the total number 
exposed to the risk of toxicity will therefore be the total 
of those known to have completed treatment, plus half 
the number of patients “ defaulting ” during this phase 
(Table X). With this assumption, for all the patients 


Table X. — Crude Figures of Number ol Patients Exposed to Toxicity 


1 

1 

Sero-neg. 

! Primary 

Seropos. 

1 Primaiy 

Secondary 

Total 

(•?) No. of patients startias bospitaJ 
tfcalmehl 

353 

459 

230 

1.022 

(6) No, of patients completing O.P. 
treatmem 

1 

274 

321 

1 159 

754 

(c) No. of patients completing p?x: 
of O.P. treatmem 

79 

ns 

71 

26S 

(d) Estimated no. of patients exposed 
to risk of toxidiy in O.P. 
portion of treatment = (b) -f 
4(e) 

313 

3S0 

194 

£S7 

(e) Total no. of early toxic reactions ■ 
(first-phase treatment) 

5 

5 

4 

14 

(0 Total no. of early toxic reactions ' 
in "which treatment stopped . . 

3 

4 

2 

9 

(ff) No. of toxic reactions m O.P. 
treatme nt phase 

6 

10 

3 

19 
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treated, the toxicity rate during the early portion of treat- 
ment is 1.37%, and that for the out-patient phase of treat- 
ment 2.14% — thus giving an estimated total toxicity rate 
of 3.51%. In Table XI these figures are broken down 
according to the stage of disease when first treated. 


Table Xt. — Analysis of Rates of Toxic Reactions 



Sero-neg. ! 
Primary | 

Scro“p'os. 

Primary 

Secondary 

Total 

Toxicity rate during hospital phase 
of treatment 

1-41% 

1-13% 

1-72% 

1-37% 

Late toxicity rate | 

1-91% 

2-63^ 1 

1-54% 

2-14% 

Overall toxicity rate . . . . . . j 

3-32% 1 

3-76% 1 

3-26% 

3-51% 


Summary and Conclusions 

An analysis of the results of treatment of- 1,028 patients 
treated for early syphilis, with a schedule consisting of 4,000,000 
units of penicillin combined with one course of neoarsphen- 
amine and bismuth, is described. 

There was a high rate of “ default ” from surveillance due 
to the rapid release of patients from the Service. In order 
to offset this and to obtain a true statistical picture an 
actuarial method has been used. 

If all patients who were considered by the clinician con- 
cerned to have become reinfected were accounted for as 
relapses, then the total cumulative relapse rate at 18 months 
was found to be 15% and the cumulative muco-cutaneous 
infectious relapse rate 8.2%. If four of the ten cases 
clinically diagnosed as reinfections are accepted as such 
these relapse rates would be 10.8 and 5% respectively. These 
results would seem to be more satisfactory than those reported 
by others using commercial penicillin alone and in combination 
with mapharside by the semi-intensive method. 

Treatment failures (cases showing sero-resistance) were small 
in number, being 0.9% of sero-positive primary cases and 
3.87% of secondary cases. 

Toxic reactions were of a very low incidence, occurring in 
3,51% of all patients treated, and there were no fatalities. 

NVe are indebted to Brigadier J. Bennett, Director of Medicine and 
Consuliing Physician to the Army, and Brigadier H. T. Findlay, 
Director of Pathology, for permission to submit this paper for 
public.ition, and to the venereologists working at the various treat- 
ment centres for their co-operation. Our thanks are also due to 
Major R. B. Stalbow for his advice in 'regard to the statistical 
problems involved. 
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The current issue of the Practitioner is devoted to a review 
of the first year’s working of the National Health Service. 
All the contributors are anonymous, but there is an- editorial 
assurance that they are outstanding in their own spheres. A 
physician concludes that “ there is no evidence that the health 
of the nation has benefited from the first year of the National v 
Health Service. On the other hand ... no great harm has ' 
resulted.” A surgeon puts forward a number of constructive 
suggestions, and an obstetrician takes the view that “ the field 
is set for a wonderful experiment which could not fail to yield 
encouraging and possibly dramatic results.” General practi- 
tioners put fonvard their own distinctive views, and two newly 
qualified practitioners contrast their enhanced material security 
with certain spiritual doubts. 


SEX HORMONE UPSET IN AFRICANS 

BY 

J. N. P. DAVIES, M.D. 

Pathologist, Colonial Medical Service, Uganda; Part-time 

Lecturer in Pathology, Makercrc College Medical School 

Only in the last few years has interest begun to be focused 
on the non-parasitic pathology of Africans. The gaps in 
our knowledge are so immense that it is extremely unwise 
to be dogmatic on any point in African pathology. Never- 
theless, from the few centres where pathological investiga- 
tions, and particularly necropsies, are being carried out 
reports are accumulating which show that there are striking 
differences between the incidence of various lesions in 
Africans and in Europeans. These have been reviewed by 
Lewis (1942) and Gelfand (1948). Owing to the total 
absence of reliable statistics it is usually very difficult to 
express these differences, and all figures must be interpreted 
with great caution. Certain of these differences are ex- 
plicable on climatic or parasitic grounds, others, such as 
sickle-cell anaemia, on racial grounds, but the majority still 
defy explanation. 

In this paper I suggest that certain of these so far unex- 
plained differences are explicable on the assumption that, 
because of the almost universal liver damage, Africans are 
subject to oestrinization on almost a national scale, or even 
on a continental scale. As chemical analyses of the urines 
to ascertain sex hormone excretion have not yet been per- 
formed, it is proposed to review the evidence supporting 
this hypothesis. 

Malnutrition in Africans 

It has long been known that there is a very high incidence 
of liver disease in Africans and that cirrhosis is 
extremely common (Vint, 1931); in fact, in East Africans 
and in the South African Bantu it has been found to be 
almost universal (Davies, 194Sa, b, c ; Gillman and Giliman, 
1948). Recently evidence has accumulated which suggests 
that this liver damage" is largely the result of malnutrition, 
assisted perhaps in certain areas by the effects of parasites 
(Davies, 1948a, b, c). Owing to malnutrition^ a fatty liver 
'develops early in childhood and cell accumulations then 
occur with fibrosis, with or without the deposition of iron. 
Cirrhosis of the liver of a Laennec type often develops even 
in young children. In those less affected who survive, 
the liver is permanently marked and often functionally 
upset. ’ ■ 

^ After childhood is passed recurrent episodes of malnu- 
trition or chronic infections will precipitate further attacks, 
so that these patients present, both clinically and patho- 
logically, a state s'omew'hat similar to that seen in y'oung 
children. Other causes of liver damage, such as infectious 
hepatitis and post-arsenical jaundice, are also common in 
Africa, and there is reason to suppose that nutritional 
hepatic necrosis occurs in Africans as it is suspected to 
do in Ceylon (Fernando, Medonza, and Rajasuriya, 1948). 
Clinically, Trowel! (1946) has found that this malnutritiona! 
syndrome, kwashiorkor, is extremely common in African 
children, and, owing to the prolonged period of breast- 
feeding and the absence of a proper weaning period, few' 
African children escape without at least a minor attack of 
the condition. This clinical observation is fully in accord 
with the pathological finding of almost universal liver 
damage at necropsy. 

There is thus evidence that from early childhood a high 
proportion of Africans have damaged livers. This has 
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mins profound effects, but in particular it has been shown 
that when the liscr is damaged, as in cirrhosis, it is unable 
to inactivate oestrogens (Glass, Edmondson, and Soil,-, 
19-JO). Nor IS cirrhosis neccssarj’, for Hibbs (1947) and 
Kl.itskin. .S.'.ltcr. and Humm (1947) have described gi'nae- 
comastia m malnutrition. It has been shown that the liver 
failv to inactivate oestrogens where there is vitamin B 
delKiency tUivkind and Biskind, 1942) or where there is a 
lack of lipotropic factors (Gjorgy, 1945). Lipotropic factor 
deliciencs pises rise to fatty infiltration of the liver similar 
to that found in kwashiorkor (Das’ies, 194Sa, b, c). Thcre- 
lore. if .-\fncans have damaged livers, which generally is 
known to be the case, then signs of oestrinization should be 
widespread in .Africa. 

Esiclcncc of Oestrinization in Africans 
I! from an early age Africans are subjected to oestriniza- 
tion many profound changes might be e.xpected. Most of 
the experiments performed to show the effect of oestrogens 
base been carried out in mice and other laboratory animals, 
and It is as yet uncertain how far similar changes occur 
in humans. The general change in males is to produce 
" fcminizaticn " associated with certain mental changes. 
Fern mzation will be manifested by changes in the general 
bods configuration and by gynaecomastia. The endocrine 
gia’id-. arc affected and the incidence of certain endocrine 
dis.' dcrs should be altered. The known carcinogenic pro- 
p." -s of ocsTOgens might be expected to be shown by a 
h ' ncidcr.ee of certain types of cancer, and since, if this 
th: :' is correct, oestrinization occurs from an early age, 
then the age incidence of these cancers would probably be 
lo'-c' than ir Europeans. In African females a high 
in.idmce o' cystic hyperplasia of the breast, of endo- 
-s -is, and of endometrial cancer might be expected. All 
ins'V yossibil.iies will be briefly examined. 

C'i::::gcs in the Body Configuration of Africans. — Lewis 
(19421 points out that the anthropologists have long sought 
10 explain the origin of racial characteristics by the action 
of ..oimoncs . nd have so explained the slender build of 
the Bantu (castration effect). Gordon (1933), dealing with 
arr-rtia in the East African, stated; “I may mention that 
I use found gynaecomastia to be common and also a 
marued gen-aral feminoid tendency in the males of our own 
tribes. ■ He also mentioned the frequency of bilateral 
h>pcrplasia of the parotids, a condition now known to be 
associated with malnutrition in Africans (Davies, 1948a; 
Gillman, Gilbert, and Gillman, 1947). It may be men- 
tioned in passing that the work of Gordon and of Vint 
(1933) on the African brain and mentalitj', which attracted 
creat interest, would appear to have been carried out on 
Africans showing what we now recognize as severe stigmata 
of malnutrition possibly associated with endocrine upset. 

In association with, this feminization it may be noted that 
the body and beard hair of Africans is often very soft and 
downs and they rarely shave, while in health their skins are 
beautifully soft and satiny. 

Gynaecomastia — ^This is uncommon in temperate 
redons. Karsner (1946) gives its incidence in the U.S. 
Army as 16 per 100,000 and in the U.S. Navy as from 
6.96 to 9.46 per 100,000. There is no doubt about its 
frequency in Africans: Gelfand (1948) comments on its 
prevalence in Rhodesia, and in a recent survey of 500 
railway workers in Nairobi Trowell (1948) found it present 
in moderate degree in 3% of these and in severe degree in 
2%. Thus 5% of these supposedly healthy men exhibited 
^s lesion, which Karsner (1946) concluded to be an 
indication of oestrogen upset in the male. My colleague 
Mr. E. M. K. Muwazi informs me that in certain parts of 


Uganda operations for the removal of these unsightly male 
breasts are often demanded, and in Mulago Hospital this 
is an operation not infrequently performed. Testicular 
atrophy is often associated with gynaecomastia, and while 
no figures can be given there is no doubt that testicular 
atrophy and oligospermia are common in Africans. 

Inguinal Hernia. — Dr. Burrows has kindly drawn my 
attention to the effects of oestrogens .in causing inguinal 
hernia to develop in mice. While no figures of exact 
incidence can be given there is no doubt that heim'a is 
very common in Africans. Connell (1930) has mentioned 
its frequency in African males and also its relative infre- 
quency in African women. Hemiae are extremely com- 
mon in Uganda and a vast number are operated upon 
each year. Undescended testicle does not appear to be 
common, but I am informed (McAdam, 1949 — personal 
communication) that at operation the cord is often found to 
be short. 

Thyrotoxicosis. — The rarity of thyrotoxicosis in Africans 
is a striking feature of African medicine. While goitre is 
not uncommon, and is even remarkably common in certain 
endemic foci — e.g., in Sierra Leone (Blacklock, 1925) — 
thyrotoxicosis is verj' rare (Gelfand, 1948). Of the many 
thousands of biopsy specimens examined in Kampala 
between 1931 and 1949 only two specimens Were found 
to come from Africans diagnosed as having thyroto.xicosis 
and with the history supporting this diagnosis. In the same 
period only one case came to necropsy. Thyroid adeno- 
mata, however, are common. Oestrogens are reported as 
having an inhibitory action on the thyroid (Cameron, 1945), 
and, though this not so great as to be effective in moderate 
or severe thyrotoxicosis, in mild cases they may be effec- 
tive (Farbman, 1944). While the cause of the rarity of 
thyrotoxicosis in Africans is obscure, it is possible that . 
oestrinization might account for its rarity. 

Effects in the Female. — Cystic hyperplasia in women is 
now attributed to excessive oestrogen stimulation (l^'iIlis, 
1948). Ellis (1937) refers to the frequency of this condition 
in African women, finding that in the women he examined 
51% had nodules of cystic hyperplasia and 14% had cysts. 
He thought that, since he found carcinoma of the breast to 
be unusual in African women, cystic hyperplasia could not 
be a precancerous lesion. Evidence of the effects of exces- 
sive oestrogen stimulation upon the endometrium appears, 
in my experience, to be frequently seen in the biopsies sub- 
mitted, but as these are from selected cases no figures can 
be given. Evidence of infertility is also difficult to pro- 
duce, but the abortion rate is believed to be high. In their 
studies in Ulanga, Tanganyika Territory, the Culwicks 
(1938) found that the fertility rate of the older women was 
very low, possibly correlated with a severe famine in their 
youth, but that the fertility rate of the young women, while 
low, was much higher than that of the older women. 

Cancer in Africans 

The influence of oestrogens in the causation of cancer 
has aroused very great interest. The study of the incidence 
of cancer in Africans is beset xvith immense difficulties. 
There is an almost total lack of reliable vital' statistics in 
Central Africa ; women come to hospital less often than 
men, and the severe bed-pressure means that where nothing 
further can be done patients have to be returned to their 
homes, while adequate diagnostic facilities are concentrated 
in a few centres only. 

An important consideration is that relatively fexv Africans 
live to enter the cancer age, for, as Barnard and Robb- 
Smith (1945) point out, almost half the total cancer mortality 
in England and Wales occurs in persons of 65 years and 
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over. Statements about the ages of Africans must be 
accepted with great caution, but it has been shown (Davies, 
J948c) that the average age at death of persons coming to 
necropsy at Mulago Hospital is just over 28 years, and. that 
of 2,162 patients only 21 definitely were above the age of 
60 years and 1,635 were below the age of 40 years. Con- 
sidering this, there would appear to be no shortage of 
cancer in Africans. 

In the absence of proper statistics it.'is possible to put 
forward for consideration only the figures obtained from 
the necropsy records of Mulago Hospital over the period 
1931-49 and the figures of- the cancers diagnosed from 
biopsy specimens in the Kampala Laboratory over the same 
period. This laboratory serves the whole of Uganda, with 
a population of about five millions. All Asiatic and Euro- 
pean cases have been excluded, and, so far as possible, all 
cases which subsequently came to necropsy at Mulago Hos- 
,pital ; and, while it is not possible to say that all such have 
been excluded, it is certain that' the overlap is slight. End- 
less discussion could take place over the exact ascription 
of many of these tumours, so the diagnosis recorded in each 
case has been accepted as the correct one. Cases of meta- 
static cancer in which the primary source was not stated are 
not included in Table I. 


Table I . — Cancers in Uganda Africans 


Site 


Skin: 


Biopsy Necropsy 

Carcinoma 


Site 


Biopsy Necropsy 


Epithelioma 

152 

2 

GaU-bladder 

0 

2 

Rodent ulcer 

8 

1 

Ureter 

1 

*0 

Penis 

176 

' 1 

Urethra . . 

1 

0 

Eye 

19 

0 

Bladder . . 

•10 

3 

Lacrimal eland 

3 

0 

Prostate . . 

7 

5 

Buccal cavity and lip 

21 

1 

Testis 

2 

2 

Antrum 

5 

I 

Ovary 

28 

4 

Nose . . 

1 

0 

Uterus, body 

21 

1 

Branchial 

3 

1 

Uterus, cen'ix 

36 

1 

Oesophagus . . 

2 

3 

Vagina 

6 

I 

Salivary gland 

43 

0 

Vulva ■ 

14 

0 

Stomach 

6 

8 

Breast 

64(5^) 

0 

Small intestine 

2 

2 

Thyroid , . . 

6 

0 

Colon 

5 

4 

Bronchus 

0 

0 

Rectum and anus . . 

19 

3 

Pancreas . . 

4 

12 

Liver . . ' . . 

20 

39 

Kidney 

5 

4 


485 

66 


205 

35 



Sarcoma 



Round-cell . . 

37 

2 

Spindle-cell and 






fibrosarcoma . , 

68 

3 

Gi.int-cell 

8 

1 

Myxosarcoma 

10 

0 

Kaposi sarcoma 

14 

2 

Special types 

21 

4 


Reticulchendothclidl Tumours 



Endotheliomata 

90 

4 

Lymphosarcoma . . 

27 

11 

Reticulum-cell sar- 






coma 

30 

7 

Hodgkin's disease 

30 

4 

Leukaemia and chlor- 






oma 

1 

10 

Plasraocytoma 

3 

0 



Special Tumours 

- 


Melanoma 

72 

2 

Thymoma 

0 

0 

Ciliomata 

1 

7 

Retinoblastoma . . 

10 

0 

Adrenal neuroblastoma 2 

V 2 

Adamantinoma 

16 

1 




Carcinoid of appen- 

• 


Teratoma 

12 

5 

dix 

1 

0 



16 



1 


Carcinoma. . 

Sarcoma . , . . . ] 

Reti(m!o-endotheIiaI tumours 
Special tumours . . 

Total 


Biopsy 


690 

158 

181 

114 


1,143 


Necropsy 


101 

12 

36 

17 


166 


Total 

791 

170 

217 

131 

1,309 


A number of interesting features are displayed in this 
table, but comments will be made only on points bearing 
on the hypothesis under discussion. The details can be 
compared with those of other published series of cancers 
in Africans: Smith and Elmes (1934, Nigeria), Ledentu 
(1934, Cameroons), Vint (1935, Kenya), and Elmes and 
Baldwin (1947, Nigeria). 


Carcinoma of tbc Male Breast 

A high incidence of carcinoma of the male breast has 
been recorded by several observers. Their findings are 
summed up in Table II and compared with the figures given 
by Willis (1948). 

Table II . — Comparative Figures of Carcinoma, of the Breast 


Locality 

Total 

Carcinoma 

Total 

Breast 

Carcinoma 

Male 

Breast 

Carcinoma 

As%of 

Breast 

Carcinoma 

As%of 

aji 

Cardnonu 

England and Wales, : 
1938 


7,278 

60 

0-82 


Victoria State, 1933- i 
42 .. , 

— 

2,455 

1 

26 i 

I-O 

-- 

Nigeria, 1934 

225 

29 

3 

10.3 

1-3 

Kenya, 1935 

277 

25 

5 

200 

1-8 

Cameroons, 1934 

' 63 

11 

3 

27-2 

47 

Nigeria, 1947 

568 

84 

7 

8-3 

1-2 

Uganda, 1949 

791 

64 

5 

7-8 

0-63 


This table underestimates the total malignancy found in 
male breasts, for Vint’s series contained two breast 
sarcomas and Elmes and Baldwin recorded two sarcomas 
in their cases, and -in the Uganda, series there were two 
sarcomas and one malignant endothelioma of the breast. 
Sarcoma of the breast is a very rare' tumour, and it is 
possible that these cases might be anaplastic carcinomas; 
but the effect is still the same, as it confirms the frequency 
with which malignant tumours occur in the breasts of 
African males. To these figures may be added the state- 
ment of Gelfand,(1948) that he has encountered some cases 
of carcinoma in the male breast. 

This high incidence of male breast cancer in Africans 
awaits explanation, as does the high incidence of gynae- 
comastia. It is very difficult to incriminate such agents as 
parasites or trauma, and all the evidence suggests an 
endocrine cause. 

Rcticulo-cndothclial Neoplasms 

Oestrogens are known to have some. influence over the 
occurrence of leukaemias and lymphosarcomas and other 
systemic neoplasias of the reticulo-endothelial system in 
mice (Furth, 1946 ; Greenstein, 1947). Such neoplasms 
figure prominently in this series, but it is difficult to esti- 
mate their exact incidence in other reports from Africa. 
Elmes and Baldwin do not mention leukaemia or Hodgkin’s 
disease, but found 53 lymphosarcomas in their 1,000 cases. 
The generalized glandular tuberculosis seen in Africans 
can mimic the lesions of Hodgkin’s disease, and many 
recorded cases may_ really be tuberculosis (Davies, 
1947). 

Many of the endotheliomas arose from lymph glands, 
and these tumours , were the subject of a special study by 
Hennessey (1942). Vint recorded 15 endotheliomas from 
Kenya (2.7 % of his tumours). But in view of the strictures 
passed by Willis (1948) upon, this diagnosis it is difficult to 
assess the true status of these tumours. In spite of this, 
however, reticulo-endothelial neoplasms are common in 
Africans and usually occur in young persons. Thus of 
ninemecropsy cases of lymphosarcoma the average age was 
23.9 years, the oldest being a man of 42 : of six cases of 
reticulum-cell sarcoma the average age was 38.9 years, the 
oldest being a man of 50 ; and of five leukaemias all were 
young adults with an average age of 25.9 years. • 

Willis (1948) states that while lymphosarcoma is not rare 
in youth it is predominantly a disease of middle and oW 
age (the 'mean age of his cases was 52 years). Gelfand 
(1948) states that leukaemia in the African, whether myelo- 
genous or lymphatic, runs an acute or subacute course. 
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^^hile the \oulh of these subjects may be only a reflection' 
of the short life of Africans, these tumours appear pre- 
doniinanth m >oung males and run an acute course. 
Another coniniort tumour of Africans which Willis puts in 
this class ol tumours is Kaposi sarcoma, which has a 
peculiar se\ incidence. Elmes and Baldwin record its 
incidence .is 2 4 , m their cases. It is possible that some 
c.ises of this disc.ise are masquerading in this scries under 
other n OIK'S endothelioma or fibrosarcoma. 


rrimao' IJver Carcinoma 

This s ,1 scrs common tumour in Africa, and so 
far no s,iiisf.ictory explanation of its frequency has 
been .idduccd. but it has been suggested elsewhere that 
this might also be induced by oestrinization (Davies, I94Sb). 
It has an .almost constant association with a slowly develop- 
ing Lacnnec type cirrhosis, and Schenken and Burns (1943) 
ha\c caused hepatomas to develop in mice by oestrogen 
admmisi' iiion. In Africans it is prcdonainantly a disease 
of you le adult males, the age incidence in this scries of 
20 necr.'psy cases being an average of 36.6 years. From 
.such s^iucrous lisers carcinogenic substances have been 
isolated, probably sterols, as they have from non-cancerous 
, ••VfrK.n Users but not from the livers of Europeans or 
.•\mer,..in negroes. Failure of oestrogen inactivation would 
'accoi r: lor the finding of carcinogens in both cancerous 
and ■ cancerous Bantu livers. 


I ferine Carcinoma; Te-sticular Tqmoars 
L <• Carcinoma . — Considering the greater ease of 
diag.- !■> of cervical cancer as compared with endometrial 
cane, :he incidence of the latter in Uganda would appear 
to he- . clatiscly high. Willis quotes various authorities who 
su; that the proportion of cervical to body cancer is 
•abi ,• 'nree or four to one. 

f , . ular Tumours . — ^These would appear to be rare in 
Lg.i-jde and in Nigeria, and no interstitial-cell tumours are 
ree ' Jed 

Discussion 


■ I he evidence which suggests that oestrinization is wide- 
"sp.'.-d m Africa and accounts for many of its peculiar 

path iicg.cal conditions requires to be supported by studies 
' o: t.' s -.ex hormone excretion of Africans. To judge by 

■ eeh ' ' known to be true of cirrhotic cases (Lloyd and 
\s I . 194Si, these should present evidence of sex hor- 

' m ^ .jpscL I know of no place in Central Africa where 
uudics are being carried out, but it would seem that 

■ r :,-ic ’ were done they might produce extremely interesting 


I' ■-.a importance of oestrinization in Africans can be 
pro ed It will clearly be a matter of great value in the 
development of Africa. It is not to be supposed that the 
•evil cfleLts of oestrinization or other hormonal defects 
' induced by malnutrition are confined to the conditions 
-•'briefly discussed here. Oestrin produces changes in person- 
ality and mentality which may be of the greatest importance 
in African life. While only African pathology has been 
discussed, the known high incidence of primary hepatic 
■caranoma in other parts of the world, such as Java and 
Malaya, may mean that this hypothesis is applicable to con- 
'1 diiions there. It is realized that much written here is mere 
: < speculative opinion and that other alternative explanations 
are possible to cover these differences between African and 
temperate pathology. But all I wish is to lay this hypothesis 
before those interested in tropical medicine and suggest that 
' ) the possibility of sex hormone upset in malnourished 
'' 1 Africans is a subject worthy of further study. 


Snmmary 

It is suggested that the different incidence of a number of 
pathologic.al states in Africans from that found in Europe can 
be c.xplained upon the hypothesis that, owing to widespread 
malnutrition and consequent liver d.amage, Africans are subject 
to wholesale oestrinization. 

This hypothesis arose out of an investigation into malnutrition 
carried out in conjunction with Dr. K. C, Trowel! and Dr. E. G. 
Holmes. I am grateful to them, to Dr. A, R. Taper, and to others 
of my colle-sgues for help and .idvice, and also to Dr. H. Burrows. 
The paper is published with permission of the D.M.S,, Uganda. 
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On the island of Tinian in the trust territory of the Pacil. 
administered by the United Slates Navy nearly 100 lepers are 
receiving medical treatment that will enable man-y of them to 
return to their former homes and occupations. Work at the 
leper colony is part of a health service the United States Navy 
is performing in the Marianas, Caroline, and Marshall Islands. 
The Navy, acting for the United States Government, directs 
civil administration in the former Xapancsc-manriated islands 
under a trusteeship agreement with the United Nations. .\ first 
step in the medical programme was the gathering of informa- 
tion on the health and incidence of disease amon.g the SO.flCO 
natives of the islands. As the 100 inhabited trust islands are 
scattered over a wide area the 0..S.,S. Whldhey, a small cargo 
ship fitted as a medical centre, is hcadquartcr.s for the staff 
making the stirvey. The Whidhey started making the rounds 
in the Marshatl area in August, 1948. ft stops at each 
inhabited island long enough for a physical and dentaf examin- 
ation of every inhabitant. The ship’s medical staff con.sf.sw of 
two doctors, one dentist, one medical service corps oflicer, and 
10 hospital ratings. One of the most important functions of 
the stair i.s to discover cases of leprosy. Although emergency 
treatment is given on the vessel when necessary, other ships 
collect the lepers and take them to Tinian Tsfani 
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DIRECT VEHS GRAFT IN RUPTURE 
OF POPLITEAL ARTERY 

REPORT OF A CASE 

BY 

PETER MARTIN, M.Chir., F.R.C.S.Ed. 

Surgeon, Chelmsford Hospital Group and Tilbury Hospital 
Group 

(From the Department of Vascular Surgery, Postgraduate 
Medical School of London, Hammersmith) 

X 

Since the advent of anticoagulants, especially heparin, it 
has been advised many times in textbooks and in discus- 
sions that where there is a gap in the course of a main 
vessel resulting' from trauma, or possibly from the excision 
of an aneurysm or other operative procedure, and where 
direct suture is impracticable, reconstitution should be 
effected by vein-grafting. There -are, however, very few 
such cases reported in the literature in which grafting has 
been successful. In a subject with healthy arteries it is 
probably safe to say that the main vessel can be interrupted 
with impunity, provided that there is not such extensive 
damage to the soft parts that the collateral vessels them- 
selves are divided and precluded from carrying out their 
function. Where such damage exists, and where there is 
other reason to suppose that sufficient collaterals will not 
function properly, the restoration of blood flow can be 
secured by means of a vein graft with or without the use 
of a vitallium tube. 

The following case in which a direct vein graft without 
a tube was used to bridge a gap in the popliteal artery is 
of interest. The immediate result was successful, but other 
circumstances led to an amputation six months later. 

Case Report 

On July 1, 1947, a farm labourer aged 19 was driving a tractor 
and backing towards an upturned harrow when he fell back- 
wards off the driving-seat on to the spikes of the harrow. He 
sustained a lateral perforating wound of the left knee, the 
harrow point passing across the popliteal surface of the femur 
and grazing it. The wound of entry was considerably lacerated 
and (here was much damage and bruising of the subcutaneous 
and deep tissues in this area. At the time of examination some 
two hours later thd foot was cold and pulseless and there was 
a sock anaesthesia.' His general condition was good. 

Operation was performed with a pneumatic tourniquet in 
situ. The wounds were explored and devitalized tissue was 
excised. Through an additional posterior midline incision the 
contents of the popliteal fossa were examined. The popliteal 
artery was extensively bruised and in spasm over a distance of 
2 in. (5 cm.) and the media in one segment was partially divided. 
The posterior tibial nerve was intact, but the lateral popliteal 
nerve showed considerable bruising. The affected segment of 
the popliteal artery was excised and extensive subintimal 
haemorrhages were found in this part.- 

As there was much damage to the collaterals, the result of 
the original trauma, it was felt to be essential to restore the 
blood flow in the main vessel, and as no vitallium-flanged tubes 
were available a piece of the internal saphenous vein was 
excised from the opposite thigh and sutured to the patent cut 
ends of the popliteal artery. Suture was effected at each end by 
eight interrupted sutures of silk on the finest needle. The 
tourniquet was released and, although the graft bulged some- 
what, pulsation was immediately apparent, extending into the 
^tal segment of the popliteal artery, and there was no leakage.. 
The wound, owing to its dirty and soiled condition, was lightly 
packed with petroleum jelly gauze. 

• reactive hyperaemia was immediately apparent 

in the foot, and both the. dorsalis pedis and posterior tibial 
pulses were full and easily palpable (blood pressure 200/130). 


The patient was given heparin, but in spite of the fact that the 
clotting-time was never above eight minutes severe haemorrhare 
, recurred oh the following day and re-exploration and a trans- 
fusion were necessary. A tributary of the popliteal vein was 
found to be bleeding and was tied. The graft was pulsatins 
satisfactorily. ■ Heparin was stopped. 

, The next day haemorrhage occurred again, and this time was 
seen to be coming from the popliteal surface of the damaced 
femur. The graft was still pulsating well and there was no 
undue bulging ; a further transfusion was given. Convalescence 
, proceeded satisfactorily, but from the time of the accident 
anaesthesia was present over the distribution of the lateral 
popliteal nerve, and there was similarly a motor paralysis of 
the lateral and anterior tibial muscles. 

On August 25 — i.e., almost eight weeks after the injury— an 
arteriogram (see illustration) showed slight stricture at (he sit; 
of the anastomosis, but the blood flow was satisfactory and (lit 
blood supply of 
the foot was com- 
pletely adequate, 
although the 
pulses of the 
affected leg were 
not quite so good 
as those in the 
contralateral 
limb. Unfortu- 
nately a flexion 
contracture of the 
knee-joint started 
and, in spite of 
treatment, ' b e - 
came more pro- 
nounced. On 
January 8, 1948 
— i.e., six months 
after the injury — 
the popliteal area 
was again ex- 
plored and was 
found to be a 
mass of extreme- 
ly dense fibrous 
tissue ; in the process of dissecting this out the popliteal arterj' 
was irreparably damaged and gangrene of the toes occurred, 
necessitating amputation of the leg below the knee at the site 
of election on March 16. 

Comment 

Experimentally, Murray (1940) has shotvn that direct 
vein-grafting of a gap in an artery is completely successful 
provided the animal is given heparin for about 72 hours, 
the bleeding-time being maintained at 12 to 20 minutes. 
He examined the grafts after a four-weeks interval, when 
patency and hypertrophy of the graft were seen, the latter 
being confirmed microscopically — in fact, it appeared that 
the vein had become like an artery. 

Certain points of interest arise from my case : (1) 
graft was working satisfactorily and was in fact noh easy to 
distinguish from normal popliteal artery when dirActly in- 
, spected 48 hours after the transplantation. (2) Thie htood 
pressure following operation was up to 200/130 fiCir 
time, and the graft did not bulge significantly. (3) O wii^ to 
excessive haemorrhage following operation heparin was not 
used for more than 24 hours, nor was' the clotting-tim® 
increased above eight minutes, yet the graft remained patent. 
I do not suggest that heparin is inadvisable or unneces- 
sary in such cases. (4) Should flanged vitallium tubes 
not be available, or should they not be considered 
advisable, it seems that a direct vein graft to bridge the gap 
in an artery is a rational procedure and has a good chance 
of success. 

Reference 

Murray, G. D. W. (1940). Brit. J. Siirg.. 27, 437. 
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THE AGGLUTININ ANTI-M ASSOCIATED 
WITH PREGNANCY 

UKPORT ON TWO CASIIS 
BY 

C CHRISTOPHER UOWLEY, M.R., M.R.C.O.G. 

OHteiric atul Gy'taccoloaknl Registrar, Knrth Middlesex 
Hospital 

AND 

1. DUNSFORD 

National Blood Trar.stiision Service, Sliegield 

In the following two cases of pregnancy the agglutinin 
anti-M was detected. 

Case 1 

Ntrs. A, aged 27, was c.spccling delis ciy of her first child 
on December 22. 1946. The serological findings arc shown in 
the Table. 

.May 20. — Mrs. A ; Group A Rh-ncga(ivc (ede/ede). W.R. 
negative. No abnormal antibodies active at 37" C. 

.■iiigiist I. — Mr. A : Group O Rh-positive. His cells sscre 
not agglutinated at 37" C. by his wife's scrum (saved from 
Afay 20 and stored at —20" C.). 

December 3 . — Mrs. A : Serum contains an antibody active 
at 37” C. agglutinating 13 ditTcrcnl red cell suspensions (two 
Rh-negative and 11 Rh-positive), each known to contain the 
antigen M, but did not agglutinate seven different red cell 
suspensions all lacking in the antigen M. 

December 10. — Mrs. A : Red cells — Group A Rh-negatisc 
N.P. Scrum — action of antibody identical with that of a knossm 
anti-M when tested against 100 unknown cells. Titrc of anti- 
body 12S at 37” C., 20” C.. and 4' C.. with a weak reaction at 
37' C. and a visual reaction at 4' C. 

December 16. — Mrs. A was delivered of an apparently healthy 
child showing no clinical signs of haemolytic disease of the 
newborn. The placenta was normal in appearance and sveight. 
Baby A (cord blood) ; Apparently Group A Rh-negative ; 
M,N,P. The direct Coombs test was negative. The child's 
cells were strongly agglutinated at 37” C. by its mother's serum. 
Haemoglobin at 24 hours was 162% Haldane. Mrs. A : Find- 
ings as before. The litre against the same M-positivc cell 64 at 
37” C. (weak reaction). 64 at 20" C., and 128 at 4" C. (visual 
reaction). Mr. A : Group O Rh-positive (cDe/cde); M.N. 
His cells were strongly agglutinated at 37" C. by his wife's 
serum. 

December 23. — ^fothc^ and child were discharged from 
hospital. The child wfas fully breast-fed and clinically normal. 


Table Showing the Serological Findings in Family A 


Dale 

Mrs. A 

Mr. ,V 

Baby A 

20/5, '46 

Group A Rh*nesalive (ede/ 
j cde). No abnormal anti- 
1 bodies at 37" C. 



l/8.«6 


Group 0 Rh-posi- 
tive. Cells not 
agglutinated by 
wife's scrum 


3/12/4S 

Antibody present actli.e at 
37" C. 

1 ' — 

— 

10/12/46 

Group A Rh^nesative; 
N.P. Antibody identical 
»jth anti-M against 100 
unkno»"n cells. Titre: 
1: 128 at 37" C. (weak 
reaction); 1; 128 at 20" 
C.; I : 128 at 4" C. 
(visual reaction) 

Titrc: 1 : 64 at 37® C. (weak 

i 


16/12/46 

Group O Rh-posi- 

Group A Rh-nega- 


reaction) ; 1 : 64 at 20’ 
C; 1:128 at 4® C. 
(s-isual reaction) 

tivc (cDe'cdc); 
M.N. Cells ag- 
glutinated at 37’ 
C. by his wife’s 
serum 

live ; M.N,P. 
Coombs’s test 
negative. Cells 
agglutmaCed at 
37® C. by mater- 
nal serum 

5/4/47 

Titre: 1:S at 37" C 


Group A Rh-nega- 
livc; M,N,P 


April .S, 1947. Baby A : Aged 3t months. Examined by 
paediatrician and judged to be normal in all respects. Blood 
typed as Group A Rh-negative ; M.N.P. Mrs. A : Anti-M still 
active at 37” C. with a litre of 8. 

Case 2 

Mrs, B, a 3-gravida, was admitted to the puerperal sepsis 
ward on March 13, 1947, three days after delivery, requiring 
transfusion. Blood was sent for Rhesus typing and cross- 
matching. 

March /•>'.— Group O Rh-negative (ede/ede); N. No 
abnormal antibodies were demonstrable at 37" C., but at 
20” C. and 4” C. an antibody was present, behaving as an 
anti-M with a titrc of 2. Cross-matching was carried out at 
37” C. and 4" C., and Group O Rh-ncgative N blood was 
transfused satisfactorily. 

March 26 . — Infant B : Aged 15 days. Clinically normal, 
having shown no signs of haemolytic disease of the newborn 
since birth. Blood Group O Rh-positive (CDefcde); M,N. 
The direct Coombs test was negative. The child's cells were 
strongly agglutinated by its mother's serum at 20’ C. but not 
at 37” C. .Mr. B ; Group A Rh-positive iCDe ede) ; M. His 
cells were strongly agglutinated by his wife's serum at 20’ C. 
but not at 37" C. 

Discussion 

The findings of an abnormal antibody in mateinal sera 
during pregnancy may generally be taken as indiet ting iso- 
immunization, with the future possibility of haemolytic 
disease of the newborn. It is our contention that 'he detec- 
tion of anti-M in maternal serum during the course of 
pregnancy or the puerperium should not be considered as 
having the same significance as the detection of such 
abnormal antibodies as the Rhesus iso-agglutinins. In fact, 
anti-M, like anti-P (Dunsford, 1949), is to be considered 
as a naturally occurring antibody, comparable with anti-A 
or anti-B, but of rarer occurrence. 

The literature contains few references to the iso-agglu- 
tinin anti-M. Wiener and Forer (1941) and Wiener (1942) 
have reported what appears to be immune anti-M in two 
cases following incompatible transfusion, but such an occur- 
rence is so rare and anti-M so weak an antigen in man that 
M and N factors are ignored in normal transfusion work. 
Anti-M in association with pregnancy has been reported in 
only two cases (Paterson et a!.. 1942; McFarlane, 1945), 
while we have knowledge of three more recently dis- 
covered cases. De Kromme and Van Der Spek (1948) have 
reported a case in which it was suggested that anti-N was 
associated with haemolytic disease of the newborn, but it 
was not investigated fully nor was the association proved. 

In the cases of Paterson ei al. and McFarlane and in our 
Case 2 anti-M was present as a typical cold agglutmin active 
at 20" C. and 4“ C. In no case was there evidence of 
haemolytic disease of the newborn. Following these three 
cases, that of our Case 1 is of additional value in that the 
antibody was strongly active at body temperature with a 
litre of 128, but again there was no evidence of haemolylic 
disease of the newborn. 

It is beh'eved that Rh is a stronger antigen in man than 
M (McFarlane, 1945), and if anti-M and anti-Rh are pro- 
duced by a similar process — namely, iso-immunization — it 
would be reasonable to suppose that'Group N, Rh-negative 
multigravidae who have borne hi or MN Rh-positive 
children, and have produced ariti-M, should also have 
produced anti-Rh. McFarlane’s case and our Case 2 both 
fall into this category, but in neither case was anti-Rh 
detected. This suggests that the anti-M present was a 
natural and not an immune antibody. It will be appre- 
ciated that a case reported by Wiener and Forer (1941) in 
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which both anti-M and anti-Rh were produced by an 
incotnpatible transfusion, and another discovered by 
Stratton (personal communication), with both antibodies 
present in pregnancy, do not negative this hypothesis. 

Secondly, clinical and serological ^ manifestations of 
haemolytic disease of the newborn were entirely absent 
in the case of Mrs. A, in whom the antibody was known 
to have increased in titre during the pregnancy and to have 
become active against the cells of the foetus and its father 
at body temperature. Similar findings with an immune 
iso-agglutinin are almost invariably followed by affection 
of the newborn. 

Finally, a technique of differentiating immune and 
naturally occurring antibodies was applied to these sera. 
This technique, described by Boorman and Dodd (1947), 
is the comparison of the titre of the agglutinin in saline- 
with the titre of the agglutinin when human serum, lacking 
the antigen to the antibody under examination, is used as 
diluent in place of saline. Boorman and Dodd found 
enhancement of titre in serum in which immune anti- 
bodies were present, whereas naturally occurring antibodies 
showed no enhancement. In the cases of Mrs. A and 
Mrs. B there was no evidence of titre enhancement, further 
confirming the theory that these anti-M agglutinins were of 
natural occurrence. 

Reascn must be given why in the case' of Mrs. A the 
titre of the antibody rose during the intrauterine life of 
the foeti s if the antibody was of natural occurrence. This 
phenomenon has been reported by Jonsson (1936) and 
others in the case of naturally occurring anti-A and anti-B, 
and not infrequently observed by one of us (I.D.). 
Similar observations have been made in Rh-negative women 
who, having produced Rh antibodies in previous preg- 
nancies, reproduce these antibodies in increasing titre in 
a subsequent pregnancy, even though carrying a normal 
Rh-negative foetus. This can be explained by the supposi- 
tion that there has been a non-specific stimulation of 
already existing antibodies during the course of pregnancy. 

In the case of Mrs. A an explanation of the alteration of 
\ the antibody activity so that agglutination of the infant’s 
and of the father’s cells occurred at 37° C. is found in the 
work of Kettel (1930), who proved that the thermal ampli- 
tude of a cold agglutinin — e.g., anti-M“is directly propor- 
tional to its titre. The titre of 1 : 128 of Mrs. A’s anti-M 
is the first reported to have reached sufficient strength to 
react at body temperature. 

Tovey (1944) has suggested that anti-M or anti-N agglu- 
tinins will appear only rarely. in the serum of a mother 
who is carrying a baby of dissimilar M or N type. This 
he suggests is due to the pronounced non-specific absorp- 
tive capacity of human tissues for these iso-agglutinins. 
This may explain why Mrs. A’s anti-M, though active at 
37° C., did not cause haemolytic disease of the newborn. 

Summary 

Two cases in which the agglutinin anti-M was associated w'ith 
pregnancy are reported, and the literature oh the subject is 
reviewed. 

Reasons are suggested for considering these anti-M aggluti- 
nins to be naturally occurring antibodies. 

The relation of anti-M to the aetiology of haemolytic disease 
of the newborn is discussed. 

We snsh to thank Mr. J. E. Stacey and Mr. L. B. Patrick for 
pemussion to quote their cases whilst one of us (C.C.B.) was at the /- 
Jessop Hospital for Women, ShefReld; also , Dr. E. F. Aubert Oalo ■ 
regional transfusion officer) and his successor, Lieutenant-Colonel 
R. H. Malone, for their valuable advice and permission to publish 
this note. Dr. A. E. Mourant, of the Ministry of Health Blood 


Group Reference Laboratory, was Jcind enough to confirm the 
findings of Mrs. A’s serum. 

Note . — An anti-M with the same thermal amplitude as 
Mrs. A’s has been reported to us by Dr. Tovey, of the Regional 
Blood Transfusion Laboratory, Bristol, and one ,of us (l.D.) 
has recently found another anti-M associated with pregnancy, 
in which case the child, though M-positive, . was clinically 
normal. 
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THE. RHESUS FACTOR 

A NOTE Ox\ ITS PRACTICAL IMPORTANCE , 

BY 

F. STRATTON, M.D., D.P.H. 

Regional Transfusion Officer, Manchester ; Special Lecturer in 
Human Serology, University. of Manchester 

AND 

P. H. RENTON, M.D., B.Sc. 

Deputy Regional Transfusion Officer, Manchester 

Rh testing is being undertaken in many laboratories either 
as a test in antenatal cases or, for selecting Rh-negative 
blood donors. Fisher has suggested that the" reactions of 
the various Rh types should be explained in terms of three 
pairs of allelic genes, C-c, D-d, and E-e, controlling the 
presence of the corresponding antigens. 

Additional alleles, C'v and Du, have been detected at the 
C-c and D-d loci, and it is with Du at the D-d locus that 
tips paper deals. This theory is fully explained by MoUison, 
Mourant, and Race (1948). - " 

The D antigen is the most important of the Rh antigens, 
and a person is now referred to as being “ D-positive ” or 
“ D-negative ” according to whether his erythrocytes do or 
do not possess the D antigen. In the Manchester area there 
are about 18% of D-negative and about 82% of D-positive ^ 
' persons, so that, if the rarer subgroups are excluded fro'.ni 
our consideration for the moment, it will be seen that triiis 
classification roughly corresponds to “ Rh-positive ” y'nd 
“Rh-negative.” J , 

^ The Du Group .i 7;<l 

When blood cells were being typed for Rh\it was not;^^^ ; 
that some anti-Rh (anti-D) testing sera reacted with 
- blood samples positively, where'as others,- apparently eqUj^j i 
good testing sera, failed tov react with these cell samp»-.i 
Further examination of these cells revealed that they reacted 
with up to 45% of anti-D sera only ; these cell samples may 
of course also react positively, or negatively, with anti-C 
and anti-E sera in the usual way. This special type of D 
antigen was tentatively called Du (Stratton, 1946) ; sub- 
sequently cells of types CDue/cde, cDue/cde, and cDuE/cde 
were discovered and recognized (Race, Sanger, and Lawler, 
1948a, 1949b ; Stratton and Renton, 1948). 

It was later found that some types of Du cell were so weak 
in their reactions that they would give saline agglutination 
with no anti-D typing sera, or in some cases with only a 
very few.. Nevertheless, it was found that these cells would 
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give a positive Coombs reaction when tested with certain 
strong incomplete anti-D sera, but they failed to give a 
positive albumin reaction in the same circumstances. 

It should not be imagined that the difTcrcncc between Du 
and D is one of strength of re.action only ; we have con- 
clusively shown that there is a qualitative difference between 
D and Du and between one Du blood and another. More- 
over, we were able to show that Du is an inherited allele or 
modification of D. 

It will be observed that the anti-D sera which react with 
Du are really anti-D -i-Du sera, whereas those which fail to 
react with Du arc anti-D sera alone. The term Du there- 
fore defines a series of alleles or modifications of the main 
antigen D at the D-d locus which differ qualitatively and 
quantitatively from D, and in many eases from each other. 
The reactions of Du may tlicrcforc be summarized as 
follows : 

t. They rc.act with an>’thing from of anti-D sera 

(.inti-D-uD“) by saline agglutination ; those that react with none 
•nc referred to as "low-grade" type D“ and those that react 
with many as "high-grade." 

2 . They all give positive Coombs reactions when examined 
with certain strong incomplete anti-D sera. 

3. With the exception of a few of the high-grade D“s. they 
all fail to give positive albumin reactions with incomplete anti-D 
sera. 

Thus the reactions of Du-posilivc cells sary from those 
scarcely distinguishable from D right down to those detec- 
table only by the Coombs test, using special incomplete 
anti-D sera. These reactions are shown in the Table. 


Table Showing Fereenlage oj Anti-D Sera Citing Positite ResuUs 
<lhe Aetna! Pereenlage of Posithe Resuits Defends on the 
Indiriduol Cell Sample Tested) 


i 

Test * j 

Aftiipen in CelU 


i D 1 

Low-prsde 

O'* 

1 

Agsluiiaation m albutnia* . . 

ccs-90"A 1 o-io;; i 

1 Nil 1 

i Nil 

Agsluiination in salinet 

60 - 101 )% -s-is;; 

I Nil ' 

[ Nil 

Coombs's reaction* . . 

90-100:.; > “o-iOkt;; 

1 j 

1 

Nil 


• The sera Irtted »ere ihe strongest available, t The iera icsled "ere a random 
selection. 


It was found by examining large numbers of cell samples 
that about half the cells apparently of genotype Cde/cde 
are in reality CDue/cdc and about one in nine of those 
apparently cdE/cde are really cD“E/cdc. The proportions 

I are probably greater than this, since our study was made 
j especially into low-grade forms of Du-containing cells, 

i 

j Practical Importance 

J When testing blood samples for Rh the nature and extent 
of the test depend upon the reason for its performance. If 

I I the test is being done in the case of antenatal patients or 
i other persons to determine whether or not they can be 
; immunized to Rh, then it is necessary to determine only 

whether the person is D-positive or D-negative, 

On the other hand, when testing a person’s cells to 
ascertain whether he is Rh-negative for the purpose of being 
a blood donor, one must make sure that the donor is not 
only D-negative but C-negative and E-negative as well. 
This is because the recipient’s serum may contain not only 
anti-D but anti-C and, rarely, anti-E antibodies as well. 

We have examined several blood samples from mothers 
of genotypes Cde/cde and cdE/cde whose sera contained 
anti-D antibodies. Careful examination failed to show the 
presence of Du in any of these cell samples, and conse- 
quently, so far as we have ascertained at the present time. 


the presence of Du indicates that the cell sample is D-posi- 
tivc. Therefore, in the first instance mentioned above, when 
testing antenatal patients, anti-D -r Du sera may be used and 
a Du person considered to be D-positive. 

A child suffering from hypoplastic anaemia has been treated 
by Professor Gaisford with multiple blood transfusions from the 
age of to months ; he is now 6 years of age, and during this 
period he has been transfused approximately six times yearly 
and has received about 100 pints (57 litres) of D-positive blood. 
Recently he was found to be of group CD“e/cde, but no 
abnormal antibodies have been detected in his serum. In 
addition, he has more recently received a few pints of 
Rh-negativc blood 'Until the nature of Ihe D'^ group was more 
fully understood, but it seems that this child has failed to respond 
to the D antigen. 

That a child of this age can respond to antigenic stimuli is 
shosvn by another case. A boy suffering from a similar condi- 
tion was seen by one of us (F.S.) when about 8 years of age. 
He was Rh-negative and had strong Rh antibodies in his serum. 
He had likewise been treated over a period of about three years 
ssith multiple transfusions. 

Van Loghem (1947, I94S) showed that Du may become 
antigenic to D-negative persons, since immunization of an 
Rh-negative volunteer with blood of CDue/cde resulted in 
the formation of incomplete anti-D antibodies ; whilst in 
Mollison’s case (personal communication) a CDue/cde baby 
suffered from haemohlic disease of the newborn caused by 
incomplete anti-D antibodies in the maternal serum. 

In the second instance, therefore, in which we are selec- 
ting Rh-negative donors for transfusion purposes, it is 
necessary to exclude the Du-containing groups. The most 
practical way to avoid these is by using anti-C and anti-E 
sera in addition to anti-D when typing the blood. This 
will not only eliminate D-positive blood but also Cde/cde 
and cdE/cde as well as CDue/cde and cDuE/cde — that is 
to say, the vast majority of Du-positive blood. In certain 
populations — for example, negro — where the incidence of 
cDc/cde may be as high as 45%, this will not suffice, and it 
will be necessary to do a Coombs test, using incomplete 
anti-D sera to exclude group cDue/cde, which has a very 
low frequency in England (probably about 0.015%). 

Furthermore, Du is of practical importance when it is 
proposed to use Cde/cde and cdE/cde cells for determina- 
ting the presence of anti-C and/or anti-E agglutmins respec- 
tively in Rh antisera. If these cells are used but in reality 
contain the Du group and are CDue/cde and cDuE/cde, the 
Rh antisera will falsely be thought to contain anti-C or 
anti-E, whereas the reaction may be due to the presence of 
anti-D reacting with the Du component of the cells. This 
is of very great importance if the sera are to be used 
subsequently as test sera, and considerable confusion will 
result. 

In the cross-matching test it is as well to remember that, 
should one encounter a donor whose cells contain Do and 
a recipient's serum containing incomplete anti-D anti- 
bodies, the albumin test, often recommended for cross-' 
matching, will be negative but the Coombs test wffi reveal 
the incompatibility. In general, when investigating sera 
for atypical antibodies both the Coombs and the albumin 
tests should be used, in case the antibody be of a type which 
reacts in only one of these tests. For our own part we 
are led to believe that the Coombs test is the one to be 
preferred in the detection of antibodies where only a single 
test can be performed. 

Conclusion 

In conclusion it should be emphasized that only a pro- 
portion of anti-Rh agglutinating sera react well xyith Du- 
positive cells, and, since Du bloods differ from one’ another 
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and' from D qualitatively as weU as quantitatively, sera 
giving the strongest , agglutination with Du cells are not 
.always those with the highest titres when tested against 
D-positive cells. In carrying out an examination of Du 
cells, using incoihplete anti-D sera and the Coombs test or 
albumin test, the sera have also' to be specially selected for 
this purpose. . • ■ ' 

The observations made in this paper apply, in the main, 
to the differentiation of Du from d. The determination of 
Du cells and their isolation and differentiation from the 
' D-containing erythrocytes, on the other hand, is a difficult 
and complicated matter. The differing- reactions of Du 
blood and the difficulties of knowing precisely what anti- 
bodies anti-Rh sera contain add to these difficulties. 

To overcome this it is necessary to examine large num- 
bers of cells of all types containing both the D antigen and 
the Du antigen combined with C and/or E, as well as cells 
containing the C and E antigens alone (i.e., types Cde/cde 
and cdE/cde) ; each type should be examined with very, 
many varieties of anti-Rh agglutinating sera and incomplete 
antisera. The results should be tabulated and compared 
one with another, and any new cell should be put through 
this process and its reactions compared with those of other 
cells ; by this means it is possible to give the type of the 
new cell which has been tested. In making our compre-- 
hensive table, for example, we used 49 Rh-agglutinating 
sera and 12 incomplete Rh antisera. 

Full theoretical and explanatory results are not given in 
this short paper, but a further publication will show these 
and the manner in which they have been worked out. 

References 


NOTES ON AN EXPERIMENTAL STUDY 
OF INTELLECTUAL DETERIORATION 

BY 

. , SIDNEY CROWN, M. A. 

' Research Fellow, Department of Psychology, Institute oj 
Psychiatry, Maudsley Hospital, London 

The term “ intellectual- deterioration ” means for the clini- 
cian a decline in intelligence as a result of a brain lesion, 
chronic mental illness, or old age. The psychologist has 
been satisfied to define intellectual deterioration operation- 
ally in terms of the tests he uses to measure it. These tests 
have been designed on the assumption made originally by 
Babcock (1930) that vocabulary level is a valid index of 
the pre-morbid intelligence of the patient. By a com- 
parison of the score on a vocabulary test with" the score 
on a pure test of intelligence an assessment of the degree 
of deterioration is made. 

Hunt (1944), however, has questioned the assumption 
that vocabulary level is a valid index of pre-morbid ability. 
He points out that vocabulary may suffer as a conse- 
quence of the disorder ; also that for unintelligent subjects 
vocabulary may be an imperfect indicator of ability. 

The theory underlying the design, of tests of intellectual 
deterioration can be verified only by a large-scale study 
of individuals suffering from a disorder known to cause 
intellectual deterioration which responds to clinical treat- 
ment. The present investigation was performed as a pre- 
liminary to the design of a large-scale investigation, and 
the results seemed of sufficient interest to report. 


Mollison, P. L., Mourant, A. E., and Race, R. R. (1948). . “The 
Rh Blood Groups and their Clinical Effects.’’ M.R.C. Memo. 
No. 19. London, 

Race, R. R., Sanger, R., and Lawler, S. D. (1948a). Ann. Eiigcn., 
Camb., 14, 171. 

(1948b). Nature, 162, 292. 

Stratton, F. (1946). Ibid., 158, 25. 

and Renton, P. H. (1948). Ibid., 162, 293. 

van Loghem, J. J. (1947). British Medical Journal, 2, 958. 

(1948). Ibid., 2, 326. 



New regulations have been introduced by the Government 
to improve the standard of purity of milk. The Minister of Agri- 
culture and Fisheries becomes responsible for the registration 
of dairy farmers and farms, the inspection of cattle on dairy 
farms, and the enforcement of the regulations on dairy farms 
(unless they relate to diseases communicable to man). If the 
Minister proposes to refuse- or cancel a registration, provision 
is made for objections to be referred -to a tribunal and for 
representations to be made to the Minister. Local authorities 
are still responsible for the provisions which apply to milk 
distributors other than dairy farmers and for the registration 
of these milk distributors and of dairies. Local authorities also 
continue to be responsible for the provisions relating to diseases 
communicable to man. The present powers relating to infected 
milk are extended to enable a medical officer of health to stop 
the sale of milk, or to require milk to be diverted for heat treat- 
ment, if there is evidence that it is 'infected with organisms of 
disease communicable to man. A medical officer of health may 
also require milk to be diverted for heat treatment if he has 


The Investigation 

The subjects tested were three women and one man 
suffering from myxoedema. This disease seemed suitable 
for the investigation, as it causes apparent intellectual 
deterioration and responds rapidly to treatment by thy- 
roxine. The main disadvantage from the point of view 
of research is its rarity. In the course of over a year only 
four subjects were found at the endocrine clinic of a large 
hospital. These were tested before starting treatment and 
three months later, when by clinical criteria they had 
recovered. ' 

^ Tests Used 

1. Raven’s Progressive Matrices Test. — ^This is a non-verbal 
intelligence test. The untimed version was given. 

2. The Mill Hill Vocabulary Scale. — ^TKis is a 32-item voca- 
bulary test of the synonyms type. The scores on both these 
tests' were converted mto intelligence quotients (S.D. 16 points) 
by means of a table constructed in this department. An index 
of • deterioration is obtained from these two tests - by the 
formula ; 

Matrices I.Q. , 

Vr TT 100, 

Vocabulary I.Q. 

A quotient below 90 implies a certain degree of intellectual 
deterioration. 

3. The Shipley (1940) Test. — ^There arc two subtests : {a) A 
20-item “ abstractions ’’ intelligence test consisting of a series 
of problems graded in difficulty in which the subject fills in a 


reasonable grounds for suspecting that it is so infected. There missing letter or figure. The first of these is ; 1, 2, 3, 4, 5, - 

are a number of minor changes in the regulations relating to, and the reasoning becomes more complex as the test progresses, 
buildings, the cleansing of vessels and utensils, and the distribu- There is a ten-minute time limit and the score is expressed 

tion of milk and its protection against contamination. In ’ as an abstractions mental age. (b) The second part of the 
particular, provision is made for modem practices in dairy- Shipley test is a 40-item vocabulary test of the synonyms type, 

ing, including the use of mechanical refrigeration for cooling with a ten-minute time limit, from which a vocabulary mental 

and approved chemical agents for the cleansing of appliances, age is obtained. From a comparison of the abstractions and 

A Central Advisory Committee and County Advisory Com- vocabulary raw scores Shipley giVes an index of deterioration 

mittee will be set up to review and make recommendations on (called by him a conceptual quotient) which is designed on 

the operation and administration of the regulations. virtually the same principle as the matrices /Mill Hill vocabulary 
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index. He considers any C.Q. over 90 as probably normal, 
under 70 as pathological, with various gradations between 
these. 

Tlie scores on the matrices and abstractions tests were 
not corrected for the natural decline of intelligence with 
age, as xve were interested not in an individual patient’s 
score on the tests but rather in the changes in the scores 
on the tests after treatment. 

Results 

The tcst/rc-test results arc given in the accompanjing 
Table. The most obvious result is that the intelligence 
level of the group tends trf rise. On the matrices test the 


Table Showtnt; Test Results 



Sex 

Aec 


Mat. 

nctn 

Mill 

Hill 

Voerb. 

D.I. 

Abstr. 

Mental 

Ape 

(raenthx) 

Vccab. 

Mental 

Apr 

(tr-otithi) 

D.I. 




J 

r Test 


94 

77 


m 


, 


w 

i 

1 Rc*test 


103 

<i4 


194 

— 





^ Test 

fb 

97 

67 

125 

1£9 

66 




' 

1 Rc>tcst 

84 

111 

76 

125 

203 

60 




J 

* Test 

SO 

100 

80 

177 

189 

93 





1 Re-test 

93 

100 

9S 

:o7 

t9S 

104 

. 




r Test 

7i> 

106 


162 


SS 





j^Re-test 

102 

106 

96 

166 

204 

87 


D.I. Deterioration Jntlei- 


cf thr dij'erfrr<‘s tntlrc-tftt tcorrs: 

Matrices Studcr.ti t - 13-67; p - <001 

Mill Hill vocabulary - lM;P-.023 

Shfrl^y abstractions .. .. », 123; P--0 35 

'Sbiplcy vocabulary - 2’37;P-0-C3 

gain is of 22., IS, IS, and 24 points, giving a mean gain of 
20.5 l.Q. points. The results on the abstractions test arc 
equivocal, partly because one paper was spoiled. One 
subject’s score rises by 2} years of abstraction age and one 
by four months ; the other remains unchanged. 

However, the most important result from both the 
theoretical and the practical points of view is that the 
vocabulary scores also show a tendency to rise (though less 
markedly). Thus the Mill Hill vocabulary l.Q. rises in 
two out of four cases by 6 points and 14 points, which 
gives a mean gain of 5 vocabulary l.Q. points for the 
whole group. The Shipley vocabulary mental age rises in 
three cases by 13, 19, and 9 months — a mean gain on the 
whole group of 10.2 months of vocabulary mental age. 
This finding would seem to undermine the assumption that 
vocabulary level is unaffected by pathological processes in 
the brain and that it is a valid index of the pre-morbid 
intelligence of intellectually deteriorated patients. The 
variability of the vocabulary scores also raises interesting 
problems regarding the nature of the aphasic disorder 
suffered by patients who are intellectually deteriorated. 

The assessment of intellectual deterioration is a practical 
problem in the psychiatric clinic. The results provide evi- 
dence on the use of indices of deterioration to express the 
differential decline in abilities. As patients recover clinic- 
ally these indices should rise, thus approaching the normal. 
This is so for all indices derived from the matrices and 
Mill Hill vocabulary tests. But of the three indices of 
deterioration derived from the Shipley tests one actually 
falls, thus showing the patient to be more deteriorated after 
treatment, despite the fact that her intelligence level has 
risen by 18 points of l.Q. on the matrices test. The other 
Shipley indices of deterioration rise after treatment, but 
neither before nor after treatment do they indicate any 
degree of deterioration, although this is clearly shown in 
the indices derived from the matrices and Mill Hill vocabu- 
lary tests. Further, statistical tests of significance show 
that, whereas the changes in the scores on the abstractions 
test are insignificant, those on the Shipley vocabulary test 


approach the 5% level. The evidence would seem to 
speak against the use of the Shipley test for the estima- 
tion of intellectual deterioration, and would suggest that 
an index of deterioration derived from the matrices and 
Mill Hill vocabulary tests is more valid. Further, no pro- 
vision is made by Shipley for correcting scores on the 
abstmetions test for the natural decline in intelligence with 
age. This is essential in estimating the extent of intellec- 
tual deterioration for any individual case. It may be done 
for the matrices test from data provided by Foulds and 
Raven (194S). 

The criticism may be levelled against our findings that 
the increase in the intelligence and vocabulary scores could 
arise simply as a result of the practice effect of repeating 
the tests. Statistical tests of significance show, however, 
that file changes in scores on the matrices test are signifi- 
cant at the \% level, and that the changes in scores 
on the Shipley vocabulary test approach the 5 % level. 
.Mthough the changes in scores on the Mill Hill vocabu- 
lary lest are not statistically significant at the usually 
accepted levels, it must be noted that this vocabulary test 
is untimed, which would tend to diminish the possibility 
of practice effect. Also the alternative version of the 
test, given additionally to the fust patient, showed a similar 
rise in vocabulary. It therefore seems unlikely that the 
changes after treatment in the intelligence and vocabulary 
scores are entirely the result of practice. 

Summary and Conclusions 

The iniclliccnce level of three patients suffering from 
myxoedema was raised greatly after treatment by thyroxine. 

Scores on two vocabulary tests also rose, but by a smaller 
amount 

The results provide some empirical evidence contrary to the 
general assumption that vocabulary level is unaffected in cases 
of intellectual deterioration. 

Until a more accurate method is available a comparison of 
scores on the matrices and Mill Hill vocabulary tests is recom- 
mended for the esumation of intellectual deterioration. 

I would like to thank D-. P. M. F. Bishop, Guy’s Hospital, for 
allowing me lo test padents under his care. 

Note . — I would be grateful if any physician in charge of 
patients suffering from rnywoedema who is interested in having 
them psychologically tested -would inform me at the Institute 
of Psychiatry, Maudsley Hospital, London, S.E.5. 
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The place of clinical pathology in medicine and the status 
of its practitioners- have lately been engaging the attention of 
the health authorities of Cuba. As a result of negotiations 
between the Sociedad Cubana de Medicos Laboratoristas 
Clinicos and the Cuban Health Authorities the following 
principles have been accepted by the National Council of Public 
Health of Cuba and approved by the Cuban Minister of Public 
Health, Dr. Carlos Nf. Ramirez Corria : (I) It is acknowledged 
that clinical pathology is exclusively a branch of the medi- 
cal profession, and as such it should be subject to the laws 
that govern the practice of medicine in general. (2) The director 
of any clinical laboratory should be a fully recognized medical 
practitioner. (3) It is to be understood that the clinical labora- 
tory is where the physician specializes in this specific branch of 
medicine by practising clinical analysis .and following scientific 
laws, with the purpose of guiding ie pracutioner in diagnosis, 
prognosis, and treatment (4) The clinical pathologist should 
keep secret the results of his work, with the exception of those 
which are specified by law. 
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Tuberculous Meningitis with Paraplegia 
' as the Dominant Feature 

The following case is put on record as it presented certain 
unusual features which caused difficulty in arriving at a 
correct diagnosis. 

Case Report 

A Gurkha recruit aged 16 was admitted to hospital on 
May 14, 1948, with a small septic laceration of the left knee. 
This healed without obvious complication, but on May 18 he 
developed a sudden rise of temperature. This was provisionally 
diagnosed as a malarial attack, which was treated by routine 
methods. However, as no malaria parasites were seen in blood- 
slides and his pyrexia did not subside with antimalafial 
measures, it was considered that he might have developed a 
secondary generalized infection from the primary focus on the 
left knee. Penicillin and sulphathiazole were therefore given, 
but without clinical improvement. 

On May 23 he had to be catheterized, and patches of anaes- 
thesia were found distributed over the lower chest and flanks. 
During the next 24 hours he developed a rapidly progressive 
paraplegia and became drowsy. Lumbar puncture performed 
at this time revealed diminished C.S.F. pressure, a raised pro- 
tein content, and 9 cells per c.mm. A blood count showed 
27,000 white cells (90% polymorphs)! 

I was invited at this stage to see the case in company with 
Lieutenant G. Watts, R.A.M.C., and found the patient practi- 
cally comatose.- There was some stiffness of the neck, the 
pupils were dilated and fixed, and he had a complete flaccid 
paraplegia with loss of all reflexes, including the abdominal 
reflexes. The level of loss of sensation was difficult to determine 
accurately owing to his inability to co-operate, but he reacted 
to pin-prick above approximately the fourth dorsal level. There, 
was no clear line of demarcation of sensory loss. The spine 
showed no obvious abnormality. 

A cisternal puncture revealed a pressure of 200 mm. of water. 
The C.S.F. was clear and there were only 4 cells per c.mm. 
Tubercle bacilli were not found. A tentative diagnosis of spinal 
compression following an epidural abscess was made. It was 
surmised that the septic laceration of the knee had been the 
portal of entry for organisms causing a_ generalized infection. 

The patient died on May 25. Owing to jeligious objection 
a post-mortem examination limited to the spine and skull only 
was permitted. 

Pathology . — On exposing the theca no epidural abscess ^as 
found. The dura was much thickened, and on being incised 
the subdural space was seen to be filled with thick gelatinous 
and fibrinous pus. The dura was covered Avith shaggy exudate 
and studded with tubercles. A similar appearance was observed 
on the surface of the cord. These changes were most pro- 
nounced between the levels of D 10 and D 4, and had appar- 
ently produced a complete spinal block. The base of the 
brain presented similar but very much less marked appearances, 
and the lining of the ventricles was studded with small 
tubercles. 

Histological examination showed that the cord itself was 
largely unaffected, but the pia and arachnoid were grossly 
thickened and contained large numbers of lymphocytes, histio- 
cytes, polymorphs, and giant cells. Bacteriological culture gave 
a growth of human tubercle bacilli. 

Comment 

A case of tuberculous meningitis with pronounced early 
spinal symptoms is described. This form of the disease 
seems to be comparatively rare, and in this instance it ran 
a very rapid course, there being only seven days between- 
the onset of the pyrexial stage and death. The sudden fever 


and the presence of a focus of sepsis on the knee suggested 
a pyogenic cause for the spinal signs, and the true diagnosis 
was revealed only at neerppsy. ■ • _ 

Four cases with a similar chain of features occur- 
ring in Singapore between 1938 and 1942 were described 
by Ransome and Montiero (1947). Though there are 
certain differences between their cases , and the one 
described here, the march of events , was the same — pyrexia, 
paraplegia,. meningeal signs, and death. In their cases’the 
onset and course of the condition were more gradual, the 
illness lasting about three, weeks. In describing the nervous 
signs they noted the patchy sepsory loss and the difficulty 
in demarcating the limit of sensation, but stated that 
the muscular paresis of the legs never became complete. 
However, in the main essentials the case here described 
corresponds with the clinical and pathological picture as 
observed by Ransome dnd Montiero. 

1 am indebted to Captain J. C. Gould, R.A.M.C., for -his report 
on the pathological findings. 

Edward Knowles, M.Ch.Orth., F.R.C.S., 

Late Lieutenant-Colonel, R.A.M.C., Orthopaedic 
Specialist, Far.E.L.F. 
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Case of Oesophageal Carcinoma 

This is, I believe, the first recorded case of carcinoma of 
the oesophagus in a patient suffering from anorexia nervosa. 

Case Report 

The patient was an unmarried woman aged 38. During a 
pleasure cruise in the Thames Estuary 21- years ago she became 
much alarmed when a large wave broke over her. She began 
to “ tremble and go stiff all over,” she lost her voice ; all inclina- 
tion for food left her, and she had a “ breakdown.” She had 
to give up her job. Anorexia persisted thereafter, and she said 
that she had lived on 2 pints (1.1 litres) of milk'and two cups 
of sweet tea each day until her admission. Her weight, which 
was 5 St. 1 lb. (31.75 kg.), tended to confirm the truth of this 
statement. Eighteen years ago amenorrhoea and daily vomit- 
ing began and persisted for a year ; there was no further change 
until three months before admission, when retrosternal oppres- 
sion occurred during meals, and rapid loss of weight began. 
A month before admission vomiting started, and for the last 
few days had been almost continuous. 

On examination she was a sallow, emaciated virgo intacta, 
with no stigmata of hypovitaminosis. Slight proteinuria and 
a few small, easily felt hard lymph nodes in the left posterior 
triangle were the only positive physical signs. A provisional 
diagnosis of anorexia nervosa was made, but the recent altera- 
tion in symptoms suggested oesophageal obstruction, and a 
barium swallow was carried out ; this revealed a tight stricture 
in the lower third of the oesophagus, which was subsequently 
shown by.oesophagoscopy and biopsy to be due to the presence 
of a squamous-celled carcinoma. 

Radiotherapy was begun, and gastrostomy was performed. 
The liver was rapidly invaded, however, and become enormously 
enlarged and irregular. After the appearance of ascites and 
oedema of the legs, downhill' progress \yas rapid,, and .four 
months after admission the patient died. 

At necropsy an ulcerating growth of the oesophagus involv- 
ing the. whole wall from the bifurcation of the trachea to the 
cardia was found. The liver weighed 4,150 g. and w.as-'pa'^'^''^ 
with carcinomatous masses. There were two enlarged lymph 
nodes containing secondary deposits at the bifurcation of the 
aorta, and one in the left side of the neck. Microscopically, 
many branches of the portal vein in the liver were shown to 
contain plugs of growth. 
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.COMNir-NT 

The feature of interest in this case is the relation of the 
long-standing psychologieal disturbance to the development 
of oesophageal cancer. Lawrence Abel (1929) states that 
two-thirds of his cases of carcinoma of the oesophagus were 
preceded by .an incident of emotional stress, and Guisez 
(1925) has said that half of the cases in his series had a 
similar history. Abel suggests that the neoplasm arises at 
the site of pre-existing spasm of the muscle wall, and refers 
to his own observations and those of Guisez that mental 
stress is often a cause of oesophageal spasm. 

If the patient’s symptoms before the development of car- 
cinoma had been due to oesophageal spasm, it is reason- 
able to suppose that during the twenty-years .history some 
of the oesophageal dilatation and hypertrophy charac- 
teristically the result of spasm ought to have developed. 
This was not so. and one is forced to the conclusion that in 
this patient, at any rate, whatever aetiological relation there 
may have been ' between mental stress and oesophageal 
cancer, spasm played no part. 

Dr. H. R. Cullinnn, under care this patient admitted, has 
kindly given permission for the publication of this report. 

Iain NIacDougall, Nf.D., M.R.C.P., 

St. Bartholomew. ‘s Hospital. 

, RCFKFCNCrS 
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Localized Fat Atrophy After 
Jelly-fish Sting 

-The following case is worth recording because of its unique 
nature. 

Case Rei’ort 

A V.A.D. nursing member aged 27 «as bathing in the sea 
at Trincomalec, Ceylon, at about 10 p.m. on Februaiy 26, 1948. 
As she was climbing up the steps to come out of the water 
the anterior part of the left thigh and the left leg just above 
the ankle came in contact with the tentacles of a jelly-fish, 
sshich for the moment became svTapped round the limb. A 
severe stinging sensation was at once felt, followed almost 
immediately by large urticarial weals on the sites of contact. 
She returned home and went to bed. though the p.iin continued 
throughout the night and was 
severe enough to interfere with 
sleep. There was never any 
collapse, dyspnoea, respiratory 
embarrassment, or generalized 
urticaria, and she reported sick 
at the hospital the next morning. 

WTien seen about 12 hours 
after the accident she was still 
complaining of an exceptional 
amount of pain, and urticarial 
sveals with vesiculation weie pre- 
sent across the anterior aspect 
of the middle third of the thigh 
and the leg for about 4 in. 
(10 cm.) above the ankle. There 
were no general symptoms 
beyond slight malaise. The 
patient was rested in bed and 
calamine lotion applied ; the 
urticaria subsided in a week, 
leaving a purplish red discolora- 
tion of the skin, which persisted, 
though gradually fading, for 
about six months. Some oedema 


of the left foot and ankle appeared on the second and third 
days and lasted for some three weeks. 

The discoloured skin of the affected areas remained remark- 
ably sensitive, and even three months later a stinging sensation 
could be appreciated on contact with water. 

On May 9 the patient again reported, stating that for the 
past three weeks she had noticed her left leg becoming thinner. 
The cutaneous discoloration was still just apparent ; there 
appeared to be a complete disappearance of the subcutaneous 
f.it in these areas, the left thigh being H- in. (4.4 cm.) thinner 
at 6} in. (16.5 cm.) above the patella, and the left leg i in. 
(1.9 cm.) thinner, at 2 in. (5 cm.) above the ankle. There was 
no loss of power, no muscular wasting, and no reflex or 
sensory changes. A radiograph of the lower limb showed 
no abnormality. No treatment was given and the patient was 
again seen on November 21. A certain amount of redeposition 
of -fat had taken place in the intervening six months — the left 
thigh now showing 11 in. (3.16 cm.) of wasting and the left 
leg about 4 in. (1.25 cm.)— and the tendency seemed to be 
towards a slow return to normal. The accompanying photo- 
graph, which was taken on November 22, shows the degree of 
fat atrophy then present. 

CO.AtME.ST 

Jelly-fish of various types are very prevalent round the 
co.ist of Ceylon during the months of February and March, 
and a number were known to be about at the time : it is 
regretted, however, that the exact species responsible was 
not identified. 

Jelly-fish stings are capable of causing a variety of local 
and general symptoms, mostly suggestive of excess hista- 
mine liberation. Urticaria in varying degrees of severity is 
the most usual local reaction, and may be followed by a 
profuse weeping eczema (Allen, 1920: quoted by Joslin 
et al., 1940). General symptoms include shock, cardiac 
distress, and dyspnoea, but these were entirely lacking in 
this case. The degree of skin discoloration and the length 
of its persistence were both exceptional, though it is not 
very uncommon for some reddening of the skin to be 
present at the end of three months. 

Lipodystrophy, or atrophy of the subcutaneo js fat, is well 
recognized in diabetic patients treated with insulin, and is 
especially frequent in children and to a less extent in 
vA'omen, but is scarcely ever seen in adult males (Joslin ei 
al., 1940). This observation may have some bearing on the 
present case : it has been suggested that the androgen may 
protect the adult male and lack of it may account for the 
frequency in women and children, for hypogonadal adult 
males may occasionally suffer from insulin lipodystrophy 
(Walderstrom :■ quoted by Joslin et a ! , 1940). I have been 
unable to trace any similar case in the literature. 

My thanks are due to the Medical Director-General of the Navy 
for permission to publish this case. 

M. A. Rugg Gunn, M.D., M.R.C.P., 

Surgeon Commander, R.N. 
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A new type of rubber surgical glove has been developed in 
the U.S.A. to relieve cases of dermatitis caused by the continual 
wearing of rubber gloves, which is a problem chiefly faced 
by- surgeons, who may have to cease working for consider- 
able periods to obtain relief. A rubber company of Akron. 
Ohio, has atmounced that it is now producing this special glove, 
and a number of doctors have reported that they are effective. — 
B.U.P. 
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ADVANCES IN RADIOLOGY, 

Modern Trends in Diagnostic Radiology. By J. ‘W. McLaren, 

M.A., M.R.C.S., L.R.C.P., D.M.R.E. (Pp. 464; 381 illustrations. 

£3.) London: Buttenvorth. 1948. ' 

Dr. J. W. McLaren took on a difficult task when he' accepted 
the editorship of this work, and its signal success says much for 
his judgment in selecting a team of distinguished writers, choos- 
ing the subjects for them to write about, and, most important 
of all, excluding what is already established or beyond the limit 
of future probability. He has cast his net wide for both 
subjects and authors, and sets the standard himself in an early 
chapter on radiology in research. This section emphasizes the 
research work of A. E. Barclay, whose recent death was 
lamented by the whole world of radiology. 

In a brief review it is not possible to do justice to the articles 
in this book — all of them good, and some superlatively so. 
It is therefore courteous to mention the work of some of 
Dr. McLaren’s distinguished colleagues from abroad. The 
article by Baclesse on tumours of the pharynx and larynx is 
of first importance, and adds much to our knowledge. 
Waldenstrom on pulmonary haemosiderosis, Nordentoft on 
colonic disease in children, Steinert on renal tuberculosis, and 
Edling on urethrocystography, all maintain the high standards 
of Scandinavia. Later in the book comes an excellent article 
by the late Eric Lysholm on ventriculography and associated 
subjects. Of equal merit is a contribution on cerebral angio- 
graphy by Engeset and Kristiansen, of Oslo. 

Of the British contributors, Meiklejohn has made a note- 
worthy contribution on occupational pulmonary diseases, and 
L. G. Blair and Whateley Davidson have written most readably- 
on the lung. Of particular interest is Holmes Sellors’s account 
of post-operative chest complications. Peter Kerley has wntten 
a brilliant and typically provocative description of sarcoidosis. 
Blair Hartley knows a great deal about foetal abnormalities, 
and writes with authority about all sorts of monstrosities. 
Eric Samuel gives an excellent account of modern gastro- 
intestinal work. James Brailsford discusses abnormalities of 
the spine, a subject of which he has made a lifelong study. 

The book ends with two unusual articles of great worth. 
Sir Lionel Whitby’s chapter on blood changes is brilliant, and 
should be read by all who have charge of .x-ray departments, 
and W. A. Levitt’s account of the law relating to radiology is 
a model of lucidity. 

This book is a pleasure to read and a credit to the editor 
and his colleagues. It is pleasant to think that it has been so 
well received as to demand an earl)' second edition, now well 
on the way. 

S. Cochrane Shanks. 

VARICOSE VEINS 

Les Varices et leiirs Associations PathologiQues. By Louis 

Gerson. Second edition. Preface by Professor L. Juslin- 

Besanyon. (Pp. 260; 57 figures. 850 francs.) Paris: G. Doin. 

1948. 

This book on varicose veins and their pathological associations 
is an enlarged and revised editiori of a volume which appeared 
in 1934. The physiology of the venous system and the aetiology 
of varicosities are considered briefly, and there are accounts 
of the clinical types of variepse veins and their complications, 
and of methods of treatment. 

Many of t^e clinical descriptions are good, particularly those 
discussing the aetiology of the different types of ulceration, 
the skin changes, and other complications. English readers 
will, however, find much to criticize in the over-elaboration of 
pathological interpretation, the tendency to theoretical general- 
izations, and the narrow attitude towards treatment. The author 
considers that local congenital defects are the most important 
aetiological factors — thus accounting for varicosities in unusual 
situations. There are many who will disagree with the. view 
that the main internal saphenous vein ‘ invariably dilates from 
the top, and also with the statement that oedema is frequently 


present in uncomplicated varicose veins. There is a full account 
of the author’s technique of injection and the possible com- 
plications. The solutions specially favoured are sodium sali- 
cylate, iodine in sodium iodide, sodium morrhuate, and quinine 
urethane. ' There is no attempt to link injection treatment with 
direct surgical attack, and all operative treatment is in fact 
ignored. 

The various types of phlebitis receive scant notice in relation 
to their frequency and importance. Phlegmasia alba dolens is 
considered in some detail, but the author’s interpretation of 
this subject will appeal to few. His conception is that phleg- 
masia, is an , allergic phenomenon developed in an individual 
who has had septicaemia and been sensitized to the strepto- 
coccus. It is on this assumption that all the local complica- 
tions of ulceration are interpreted. The illustrations are good, 
but references to the literature are scanty and consist of a few 
French papers only. . 

Reginald Payne. 

BIOLOGICAL ASSAY 

Principles of Biological Assay. By C. W. Emmens, D.Sc., Ph.D. 

With foreword by Sir Percival Hartley, C.B.E., M.C., D.Sc., 

F.R.S. (Pp. 206. £1 Is.) London: Chapman and Hall. 1948. 

The gratitude of all responsible for conducting biological 
assays is 'undoubtedly due to Dr. Emmens and his publishers. 
There is no other book in the English language that covers 
exactly the same ground as this. It explains in detail and with 
great patience how modern methods of factorial design and 
statistical analysis may be applied to tlje planning and execution 
of biological assay as well as to estimating potency and 
to evaluating the error of the estimate. The subject is 
discussed from the fitting of curves to the analysis of co- 
variance. Both types of biological response are considered— 
those expressible as a continuous variate and those of the 
quantal type, with the application of probits to them. 

Although the book is not easy reading, and is presumably 
not intended for casual dipping or even continuous perusal, few 
who practise biological assay will fail to find in it answers 
to some of, the problems already encountered. All will gain 
valuable suggestions for improving, and often for simultan- 
eously simplifying, current procedures. 

Yet there remains a faint sense of dissatisfaction with this 
book,' not only due to the fact that the title is misleading — 
for it describes far less the principles than the practice of 
applied statistical methods. 'A book still needs to be written 
that will consider, from the standpoint of the chemist and 
biologist, with due regard to statistical concepts, the methodo- 
logical and even ethical problems that continuously confront 
the bio-a'ssayists. One of these problems is the subject of a 
specific injunction by Dr. Emmens (p. 69), when he writes, “If 
we design a test so that a particular set of degrees of freedom 
is allotted ,for error, only this set should be. used whether or 
not other sources of variation prove to be significant in the 
particular test analysed.” But there are many other questions 
to which he does not refer or only does so in passing, ^^'hat, 
for example, is his opinion of the almost universal practice 
arriong pharmacologists and others of “ adjusting ” dosage so' 
that it is proportional to the body-Aveight of the test animal ? 
If this iveight does not affect response, why adjust ? If it 
■ does, is not a full analysis of co-variance needed to establish 
the simple linear relationship that alone could justify the 
practice in question ? 

A few errors have been detected in the text of this book, 
and it is unfortunate that Dr. Emmens writes of “ test material ” 
(p. 6) and " test objects ” (p. 56) in Teferring to the animals 
or tissues used for biological assay, for the former expression, 
at any rate, is taken by most/ assayists to mean the sample to 
be assayed. On the other hand, at least one reader is gratified 
to find Dr. Emmens writing of a “ four-point assay ” rvithout 
reference or other comment, in spite, of the fact that the 
expression was introduced as recently as 1942 (Biochemical 
Journal, 36, 407), with quotation marks.' The phrase seems to 
have passed into current usage without any kind of official sanc- 
tion. , This leaves open the awkward question whether a “ six- 
point ” assay means two 'by three or three by Iwo : it has 
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t'-'oii used in both sense;. The useful term “metametcr.” 
sugecsted by lUigben and first introdueed with due ackiiow- 
ledeiuent in the same paper as " four-point assay,” app.rrcntly 
s'ocv not appe.il to Dr. Hnimens. He has desoted little space 
to i.iseussing the choice of niclamctcr. often one of the most 
difiicult of all the decisions the bio-assayist has to take. And 
there is much more to say than he does about liticr-mate 
control. 

The production and arrangement of the hook arc admirable, 
because of the large number of diagrams and tables, including 
' those for .\- (p. 1421 and corrected probils (p. 142), the price 
of the book must be adjudged entirely reasonable. 

A. L. Hsciisitsfii. 

TRAUMATIC SURGERY 

1 I -■tl.’ei of Troiooatic Surgery. Tty josep Truela. M.D. 

It.-icclena. ITon.D.Sc.. Hon.F.R.Ci! Canada. (Pp. 150; ISS 

fieures. £1 tOs.t Oxfont : niackwcll Sdcnlifie Ihiblieations. 

lajo. 

Except for a brief introduction this book consists entirely of 
the clinical notes of patients suffering from serious injuries 
of the limbs — injuries for which many surgeons ssould have 
, re.’.rded immediate amputation as imperative a short time 
ae.' That the limbs have been restored to useful function 
Is tribute to the methods adsocated (and largely introduced! 
b> Professor Tructa. He has wisely placed this record before 
surgeons with little comment, for the evidence he produces is 
o\ eras helming. Only those who in the two great ssars have 
had to struggle with simitar cases can really appreciate his 
superb achies cments. When they remember that he began 
' his work under the terrible conditions of the Spanish war they 
must equally admire his courage. 

.Although most of the cases described occurred under the 
conditions of war the methods adopted have a full application 
' in those grave injuries which happen in peace and appear to be 
inseparable from mechanical progress. By these means many 
■■ limbs may be conserved, but it must not be imagined that they 
' are to be saved by petroleum jelly gauze and plaster. Professor 
' Trueta makes his technique look so simple that one is apt to 
forget the skill and infinite attention to detail that lie behind 
it. Only by similar attention can these results be reproduced. 
The book presents a record of which Professor Trueta may 
ssell be proud and for which many surgeons encaged in the 
■ ‘ treatment of injuries must be grateful. 

Hr.vRV Solttar. 

PATHOLOGY FOR SURGEONS 

Surf leaf Paiholos)'. By Peter A. Herbut. M.D. (Pp. 710; 

410 illustrations. £3.) London: Henry Kimpton. 1949. 

The diagnosis and successful treatment of many surgical 
, diseases depend on the naked-eye recognition during operation 
of the pathological lesions they produce. In other words, 
the successful surgeon must, within the limits of his own field, 
become a highly skilled morbid anatomist. His training in this 
“ pathology of the living " depends to a large decree on close 
, collaboration with a skilled morbid histologist. The more 
“ pathologically minded " the surgeon and the more " surgically 
I minded " the histologist, the more successful, especially from 
■ the patients’ viewpoint, will the partnership become. The 
body of scientific knowledge built up in this way is wihal 
surgeons really mean by "surgical pathology.” 

There is clear evidence throughout this book that the 
. author, a pathoIogisL has worked in the closest collaboration 
’ with a team of keen surgeons. The bulk of the text is made 
lip of clear and concise descriptions of the naked-eye and 
histolog'cal features of all the more common (and a consider- 
. able number of the rarer) surgical lesions. These are illus- 
, ^ trated by many clear and well-chosen photomicrographs. 

The book is arranged according to anatomical regions, and 
r the author has in mind- the needs of the otorhinoIaryngoiogisL 
the urologist, and the gynaecologist as well as the general 
surgeon. There are nq introductory- chapters on general 
fL-r pathology or bacteriology, as in several other books which 
-.7 carry the same title, but each chapter opens with a short 
account of the anatomy and embryology of the region under 


discussion. For this reason the book would be of little value 
to the undergraduate before he had completed a full course 
of study in general pathology. It is clearly intended for the 
postgraduate who has made surgery his career, and within iis 
limitations 'it will certainly be oi great serxicc to him. 

Tlic book contains occasional sentences which convey the 
sort of information provided by a punch-card system. We 
arc told, for instance, in the description of an infected human 
bite that the lesion is found most frequently in " young white 
male adults in the third decade of life,” and in connexion 
with tattooing wc arc informed that “ the incidence of syphilis 
among tattooed persons is less than it is among the general 
population of the same stratum.” Progressive myositis ossi- 
ficans is said to be associated with a "small big toe." The 
description of gangrene due to arterial ischaemia is short and 
should be expanded. An accurate account of gas gangrene 
should also be included. It is disappointing to find no detailed 
account of healing, and the description of the repair of a 
fracture is far loo short. There are a number of simple spelling 
mist.akes. These criticisms should not detract from the value 
to the surgeon of the large amount of accurate descriptive 
pathology contained in the book. 

Geoffrey Hsdfield. 

CHILD ANALYSIS 

Coninbuuon^ to Ptycho-Atiahsis. 1921-1945 By Mebnie 

Klein. With an introduction by- Ernest Jones. (Pp. 416. 21s.) 

London: The Hognrih Press. 

.-Mthough the distinction of being the first child-analyst in this 
country- belongs to Mary Chadwick, a pupil of Sa^hs who 
employed the principles of Freud and Hug-Hellrr.uth in the 
psycho-analysis of children, there is no doubt that progress in 
this field in Britain was guided at first by Melanie Klein, and 
subsequently controlled by Anna Freud. Mrs. Klein invented 
the •” play-technique ” of association, and during the early 
phase of her work made valuable contributions to our know- 
ledge of " pre-genital ” phases of infancy and childhood, a 
period which till then had been only scantily observed. Indeed 
had Klein been content to consolidate this earlier work on 
the '* oral-sadistic ” phase, on forerunners of the super-ego. and 
On the animistic reactions of the small child, her scientific 
repuuation would stand much higher than it now does 

Unfcrtunalely, in her later phase Mr^ Klein undertook the 
thankless task of reconstructing hypclhetically the rrental 
development of infants from birth to the age of two and a half 
(when they arc first capable of direct analysis). Influenced 
mainly by psychiatric concepts, she began to postulate certa.n 
nodal " positions " during the first year, labelling these respec- 
tively " paranoid." “ depressive." and “ manic ” positions. To 
these postulates she added the theory that the Oedipus phase 
is already activated by oro-phallic sadistic impulses in the 
second quarter of the first year ; and that already at this period 
an effective super-ego organization exists. These views were 
adumbrated in her papers on mourning and manic-depression, 
and caused profound divergences of opinion in the British 
Psycho-analytical Society. 

All but the last three papers in the present volume belong 
to ber earlier phase. Although of unequal merifi they are 
worth reading not only- for their clinical content but for their 
picture of pre-genital development. The last paper, on the 
Oedipus complex, was written after a two-year wrangle in the 
society, and presents the issues in a very- minor key. One 
would not gather from it that her theories on the dynamic 
influence of sadistic fantasy, on narcissism, and on "internal 
objects” are opposed in many fundamental respects to the 
theories of Freud. There is. in fact, a very- remarkable 
resemblance between the Kleinian concept of fantasy and the 
Jungian archetype of the collective unconscious: also between 
her evaluation of psychic traumata and that of Rank. 

The depth of the cleavage can be gathered from the fact 
that Ernest Jones, usually an acute and objective critic of 
psycho-analytical developments, has contributed a laudatory- 
introduction which does not err on the side of impartiality. 

Edward Glover. 
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Mostly Memories. By Wiliiam Guy, LL.D.(Pcnn.), F.R.C.S.. 

F.R.S.Ed. (Pp. 360; illustrated. 15s.) Edinburgh: C. J. 

Cousland and Sons. 1949. 

Dr. Guy will be 90 in December of this year, and like most 
people who reach an advanced age he lives largely in his 
memories. These are on the whole happy ones and well worth 
recording. 

He is a “ truant ” doctor, a Norwich general practitioner’s 
son who had his medical education at Edinburgh. This 
be followed with seven years of general practice in Cumberland 
before he took to dentistry — the specialty in which he eventu- 
ally reached the top of his profession. He took his F.R.C.S.Ed. 
from the Edinburgh Dental School, where he was later part- 
time dean for 34 years. 

What most impresses one in reading this book is the versa- 
tility of the man. Not content^ with the conduct of a successful 
practice and his task of reforming the school, he took an active 
part in the affairs of the British Dental Association. He became 
an outstanding figure in the association, filling almost every 
responsible position in it, and thereby helping to make dental 
history. 

Dr. Guy gives a detailed account of the various campaigns in 
which he was engaged — usually successfully. His influence can 
be traced in the legislation which prescribed the registration of 
dentists ; in the establishment of the Dental Board ; and in 
the formation of the Army Dental Corps. He' served on the 
General Medical Council as one of the first of the dental repre- 
sentatives. Here he tells us he established a reputation for 
being “pig-headed,” of which he is not ashamed, for he says 
he never had any liking for the line of least resistance. He was 
, active in the proceedings, of the International Dental Federa- 
tion, and has much to say about his attendance at its annual 
meetings. This bare recital of a selection from his interests will 
suffice to show that he was, as he says, “ a very busy man,” but 
it by no means covers his extraordinary range of activities. In 
Edinburgh social life he was for many .years a prominent figure, 
in great request as an after-dinner speaker with a gift for 
expression in topical verse. Of this he gives us many examples, 
frequently in parody, often in the vernacular. Those members 
of our Association who were present at the Edinburgh meeting 
in 1927 may remember him as the, chairman of a smoking 
concert given to the representatives, at which he enabled us to 
realize why he was such a popular .local celebrity. ' 

This book should be welcome in various quarters. Edinburgh 
people, resident or exiled, will like his affection for the city of 
his adoption. Dentists who take pride in the process of their 
profession should be glad to read about the man who did so 
much for it in so many ways. And anybody who likes to read 
about well-known people will find many stories of eminent 
actors and artists whom he met or entertained. Dr. Guy is to 
be congratulated on his long, useful, and happy life, and on his 
wonderful memory. '■ 

.Alfred Cox. 


It is heartening to see once more upon a title-page the name of 
Crile and to know that the son of a distinguished father has already 
proved his worth. Practical Aspects of Thyroid Disease, by George 
Crile junior (pp. 355: 101 figures; £1 10s.; Phdadelphia and 
London: W. B. Saunders Company; 1949), is a readable and useful 
book in which the author has for the most part dratvn upon his own 
experience of a thousand cases of diseased thyroid. Though an 
expert surgeon, he affords due prominence to the recent advances in 
non-operative treatment and gives the indications for medical and 
surgical therapy with just discrimination. The most interesting sec- 
tions for most readers will probably be those on the treatment of 
hyperthyroidism by propylthiouracil and radioactive iodine. To 
quote one passage! “ At the present time the mortality and rnorbidily 
following treatment of hyperthyroidism, with propylthiouracil over^a 
period of one year-are probably lower than that of thyroidectomy .in 
the hands of skilful surgeons and are much lower than that of thyroid- 
ectomy in the hands of the surgeon who occasionally performs a 
thyroidectomy.” This, from a surgeon, should induce both surgeons 
and physicians to look into this book. It is of handy size, well printed, 
and freely illustrated. The chapters on technique contain little that 
is new, but the section on cancer of the thyroid is of special interest. 


IRev/cw’ is not precluded by notice here of books 'recently reechtl 

The Theory and Practice of Massage and Medical Gymnaniu 
By B. M.' Goodall-Copestake. 7th ed. (Pp. 424.- 21s.) Lond-in- 
H. K. Lewis. 1949. . 

The Pharmacologic Principles of Medical Practice. ByJ. c 
Krantz, jun., and C. Jelleff Carr. (Pp. 980. 55s.) London: Bailfo 
Tindall and Cox. 1949. 

Biological Treatment of Diseased Organs in Hit man Bcinii 
and Animals. By P. Niehans. (Pp. 11. No price.) Interlakej- 
Otto Schlaefli. 1948. 

A Handbook on Diabetes Mellitns and its Modern Treatmtr: 
By J. P. Bose, M.B. 4th ed. (Pp. 227. Rs. JO/8.) Calcmii: 
Dhur. 1949. 

Medical Etymology. By O. H. Perry Pepper, M.D. (Pp. :6;, 
27s. 6d.) Philadelphia and London: Saunders. 1949. 

A Textbook of Medicine for Nurses. By E. Noble Chamber 
lain, F.R.C.P. Foreword by Dame E. Musson, D.B.E. 5th cd 
(Pp. 491. 21s.) London, New York, and Toronto: Cumberlec; 
Oxford University Press. 1949. 

Diseases of Women. Bv Ten Teachers under the direction cl 
C. White, F.R.C.P., F.R.C.S., F.R.C.O.G. Edited by C. WTiiit 
F. Cook, and Sir William Gilliatt. 8th ed. (Pp. 461. . 1'i.l 
London : Arnold. 1949. 

Fundamentals of Inorganic, Organic, and. Biological Chemistry 
By J. 1. Routli, Ph.D. 2nd ed. (Pp. 346. 16s. 6d.) PhiladelpKu 
and London: Saunders. 1949. 

Royal National Hospitalfor Rheumatic Diseases, Bath ; Repoth 
tc) 4 y-te) 4 S. Vol. 2. ^p. 256. No price.) Bath: Royal Nation:! 
Hospital for Rheumatic Diseases. 1949. 

A Textbook of Neuropathology. By B. W. Lichtenstein, BS. 
M.S., M.D. (Pp. 464. 47s. fed.) Philadelphia and London: 

Saunders. 1949. 

Massage and Remedial Exercises. By N. M. Tidy, T.M.MC 
8th ed. (Pp. 487. 25s.) Bristol: John Wright. 1949. 

Everyday Psychiatry. By J. D. Campbell, M.D. ' 2nd cd 
(Pp. 394. 36s.) London : J. B. Lippincott. 1949. 

Everyday Sex Problesns. By N. Haire, Ch.M., M.B. (Pp. 
10s. 6d.) London : Frederick Muller. 1948. 

Advances in Internal Medicine. Editcd-by W. Dock, M.D- 
and 1. Snapper, M.D. Vol. 3. (Pp. 478. 5Is.) London: Inlet- 
science Publishers. 1949. 

El Ingles para Medicos y Estndiantes de Medicina. By R 
Mackin and A. Weinberger. (Pp. 152. 7s. 6d.) London : LongmiR 
Green. 1949. 

Die Geschsviirskrankheit des Magens nnd ihre Chirurgiseho 
Probleme. By O. Bsteh. (Pp. 175. 22s. 6d.) Vienna: Wilhci 
Maudrich. 1949. 

I • 

Ttiberkuloselexikon fur Atxte nnd Behorden. By \V. Ro',:t 
(Pp. 372. M. 14.80.) Stuttgart: Georg Thieme. 1949. ^ 

Psychotherapetitische Stndien. By E. Kretschmer. (Pp. 21! 
M. 13.5.) Stuttgart: Georg Thieme. 1949. 

Rh-Syllabns. By A. S. Wiener. (Pp. 28. M. 2.40.) Stuttgart 
Georg Thieme. 1949. 

Die Natnrgenrdsse Heihveise. By A. Hoff. (Pp- 29i 

M. 18.50.) Stuttgart; Marquardt. 1949. 

Nierenfnnktionsproben nnd ihre Praktische Bedcutung b> 
Hdmatogenen Nierenkrankheiten. By V. Lachnit. (Pp. 201 
Sch. 54.) Vienna: W. Maudrich. 1949. 

Hypertrophie des glandes paraprostatiqncs et cancer de i 
prostate. By P. Niehans. (Pp. 20. No price.) Berne: Hat 
Huber. 1948. ' 
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little, if any, indication that authorities were doing more 
than filling vacancies by medical officers expected to 
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CHILD HEALTH PLANNING 
A recent Chadwick lecture entitled “ A Health Scrxicc 
for Qiildrcn,” by Dr. Helen Mackay, was briefly reported 
in the Jotinial (April 30, p. 76S), but now that it has been 
published as a pamphlet' it is possible to consider her 
conclusions in the light of developments already envis- 
aged or actually achieved under the Health Act or in 
other ways. Deficiencies in existing provisions, accor- 
ding to Dr. Mackay. were in three categories. First was 
the lack of training oLthc general practitioner in paedi- 
atrics. and hence the great pressure on the hospitals for 
scrUces which might often be much better provided in 
the home. No doubt the new proposals of the General 
Medical Council will in time help to remedy this, and 
medical-school deans might well study carefully the 
suggestions made by Professor W. S. Craig and his 
colleagues" in tliis Journal for showing students how 
mothers and children can be helped by a family doctor 
in the course of a general practice. 

Next Dr. Mackay comments on the lack of close asso- 
ciation between doctors working in the preventive ser- 
vices and those working in hospitals or in practice. “ In 
many areas the position appears to have deteriorated 
since July 5 last,” she states. This is a serious matter, 
and it is pertinent to inquire how far local health 
authorities have taken the advice on the integration of 
their services with those of the hospital boards which 
was given by the Ministry of Health in a circular letter’ 
sent out in 1947. This suggested, in effect, the encourage- 
ment of more specialization in maternity and child- 
welfare work and splitting of the duties, so that so far as 
child health is concerned medical officers experienced 
in child welfare should, in the words of the circular. 

“ gradually be allocated to the authority’s child-welfare 
centres, and spend part of their time participating in 
the work of an appropriate paediatric department in a 
children’s hospital.” Unfortunately the operative word 
appears to be “ gradually,” for in the period since the 
time of the circular, now nearly two years, there has been 

Health Service for Children, 1949. Published by the Chadwek Trust, 
Londoo- 

* British Medical Journal, 1949, 1, 801. 

3 Ministry of Health Circular 118/47. 

< British Medical Journal, 1949, 1, 962. 

* Final Report of the Paediatric Committee, Royal College of Pfaynciaas of 
Loudon, 1946. 


attend antenatal clinics and welfare centres as before. 
The third main deficiency in Dr. Mackay’s opinion is 
lack of trained staff in the hospital ser\’ices. “ At 
present,” she states. “ only a minority of hospitals deal- 
ing with children have any medical staff trained in paedi- 
atrics. It is to be hoped that such a situation will not 
be allowed to continue because of the need for economy. 
No ultimate saving to the nation will ensue if the medical 
care of children is “ second rate,” and the same applies 
to nursing care. The Nurses Bill threatened, or so it 
appeared to many, to end the training of nurses in the 
special care of the child, but a Government amendment 
suggests that some sort of reprieve has been granted. 
To replace a nurse with three years’ training and experi- 
ence in a children’s hospital by a nurse with adult train- 
ing and a short postgraduate course in children’s nursing 
would be a retrograde step. 

From defects Dr. Mackay passes to regional plan- 
ning. For much of this she is clearly basing her views 
on those published by the Paediatric Committee' of the 
Royal College of Physicians, of svhich she v.as a mem- 
ber. But she has also had the advantage of translating 
the findings of the College report to an advisory com- 
mittee in the North-east Metropolitan Region, where a 
start has been made with this and with a child health 
committee which includes representatives of the local 
health authorities. Detailed discussion of regional plans 
must depend very’ much on what is available locally, but 
there can be no quarrel with the proposal that in every 
region there should be centres “ possessing the outlook 
and facilities of university centres, for treatment, teach- 
ing. and research.” This is almost already true outside 
the London area, and no doubt Dr. Mackay had very 
much in mind the fact that London at present has only 
one university institute of child health. 

Perhaps the most significant part of Dr. Mackay’s 
lecture begins with the statement, “ Each child will have 
his own general practitioner.” From this is developed 
the idea of one member of a team at a health centre 
with special interest and training in paediatrics, and of 
a large part of the clinical work in schools and child- 
welfare centres being done by general, practitioners 
interested in paediatrics. As a transition stage it is urged 
that forthwith “ wherever there are local general practi- 
tioners who take an interest in paediatrics they should 
be brought into the paediatric services and their abilities 
used to the full.” This close association at the level of 
everyday work between hospital paediatricians, medical 
officers of the health services, and general practitioners 
is a recurrent theme in Dr. Mackay's lecture, and could 
be developed at once with little cost and without waiting 
for buildings. 
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DIABETES AND GOUT 

Recent observations have shed new light on the well- 
known. relation between, diabetes and gout. It will be 
remembered that in 1943 Shaw Dunn made the interest- 
ing discovery that alloxan, ■ when injected into rabbits in 
sufficient amount, altered the blood sugar, and after 
24 hours a permanent diabetic condition resulted. The 
observation has appeared until recently to be no more 
than a curious phenomenon of no physiological impor- 
tance. Several workers have investigated the mechanism' 
of the action of alloxan and have shown that substances 
containing sulphydryl (-SH) groups are concerned. 
When alloxan was injected it was found to cause a 
rapid decrease in the amount of glutathione in the 
blood,^ and Lazarow' made the complementary obser- 
vation that when glutathione or cysteine was injected 
beforehand alloxan failed to cause diabetes. Evidence 
has been obtained that the protective action of cysteine 
is due to the reduction of alloxan to its close relation 
dialuric acid."* The latest developments, indeed; hinge 
on dialuric acid, for it occupies a position midway 
between uric acid and alloxan. In 1909 Ascoli and 
Izar* showed that dog’s liver contained an enzyme which 
converts uric acid to dialuric acid, so that probably 
uric acid can be converted to dialuric acid in man. 
There has been a difference of opinion .whether this 
substance causes diabetes,^ and the outcome appears 
to be that if there is too little glutathione in the blood- 
dialuric acid can be oxidized to alloxan, and then 
diabetes occurs. Thus glutathione can protect the body 
against alloxan by converting it, to dialuric acid,- but lack 
of glutathione allows dialuric acid, formed from uric 
acid, to be turned into alloxan. 

The experiment of producing diabetes in rabbits by 
injecting them with uric acid has actually been done by 
Griffiths.® He fed rabbits on a diet deficient in methio- 
nine and cysteine, and in the course of six weeks the 
glutathione was reduced to half. 'When one gramme of 
uric acid was injected into the peritoneal cavity the mean 
blood-sugar changes of four rabbits were very similar to 
those observed in four other rabbits after the injection 
of alloxan. There was the same initial hyperglycaemia 
giving place to hypoglycaemia, and the prolonged hyper- 
glycaemia at the end of 24 hours. The injection of uric 
acid had no action on the blood sugar of rabbits receiv- 
ing the same diet plus a supplement of methionine. 

» Leech. R. S., and Bailey, C. C., J. biol. Cliem., 1945, 157, 525. 

- Proc. Soc. exp. Biol., N.Y., 1946, 61, 441. 

3 Lazarow, A., Patterson, J. W., and Levey, S., Science, 1948, 108, 308. 

* 2. Piiysioi. Chem., 1909, 62, 347. 

3 BrQckmann, G., and Wertheimer, E., J. biol Chem., 1947, 168, 241. 

* Ibid., 1948. 172, 853. 

’ Science, 1949, 109, 279. 

8 Ibid., 1949, 109, 280. 

* Hench, P, S., Kendtdl, E. C., Slocumb, C. H., and PoIIey, H. F., Proc. Ma.ro 
din., 1949, 24, 18I. Sec ^o leading article in Br/n'r/, MedicalJoumai, 1949, 2,24. 

10 Mirtky, I. A., and Foley, G., Proc. Sac. exp., Biol, A'.y., 1945, 59, 35. 

11 Scott, C. C., Harris, P. N., and Chen, K. K,, Endocrinology, 1945, 37, 201. 

11 Goldncr, M. G., and Gomori, G., Proc. Soc. exp. Biol., N.Y., 1945, 58, 31. 


Evidence indicating a connexion between purine meta- 
bolism and diabetes has also come from another direc- 
tion. Conn and his colleagues' at Ann Arbor have 
shown that in man diabetes can follow the injection 
of purified preparations of the adrenocorticotropic 
hormone of the anterior lobe of the pituitary body. 
There is hyperglycaemia and glycosuria, and the sugar- 
tolerance curves become like those of a diabetic. The 
ejfcretion of uric acid in the urine is increased, and the 
amount of glutathione in the blood falls progressively. 
If an injection of glutathione is given intravenously there' 
is a rapid fall of the blood sugar, and the urine tempo- 
rarily becomes sugar-free. The authors express the view 
that the primary disturbance is in purine metabolism 
and that a substance like alloxan is produced, which in 
turn causes diabetes. Other observations on the effect 
of the adrenocorticotropic hormone have been made 
by Hellmann,® who has injected it into patients \rith 
gouty arthritis. He found it caused a rise of uric acid 
in the serum and an increased excretion in the urine: 
he also observed glycosuria. The- injection of this hor- 
mone would, of course, stimulate the adrenal cortex to 
increase the output of its own hormones, and when the 
injections were discontinued the output of these hor- 
mones would cease. Three days after the injections were 
stopped Hellmann’s patients had an acute attack of 
gouty arthritis, and this attack was arrested by giring 
adrenocorticotropin once more. We have yet to learn 
whether treatment of- rheumatoid arthritis .with com- 
pound E (“ cortisone which is a hormone of the 
adrenal cortex, or with adrenocorticotropin causes 
glycosuria. 

These observations indicate a close relation between 
purine metabolism and blood-sugar control. The impor- 
tance of this relation is emphasized by the results of 
metabolic studies on birds.^"'^* In the duck and the 
chicken the largest doses of alloxan produce no blood- 
sugar change. In the pigeon there is some rise of blood 
sugar, but the bird dies from a deposit of sodium urate 
over aU the serous surfaces. The facts suggest that the 
duck is immune to alloxan because it converts it to uric 
acid and excretes it ; the pigeon is less immune because 
it carries out this process less efficiently. 


VIRIDANS STREPTOCOCa IN BACTERUL 
ENDOCARDITIS 

The viridans streptococci; — so called because on blood- 
containing media they produce green pigment — are the 
most frequent cause of subacute bacterial endocarditis, 
and it has been a common assumption, since Andre«'es 
and Herder’s early work, that they are derived from the 
mouth, where similar streptococci are found normally or 
associated with dental sepsis. Strong support for this 
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v-icw came from OkcU and Elliott,’ who were able to 
culture non-hacmolytic streptococci from the blood of 
.’0 out of 40 patients immediately after dental extrac- 
tions and from 12 out of 110 patients with gross oral 
sepsis. Further work showed that any trauma, however 
trivial, to septic gums or the removal of tonsils was 
likely to produce a temporary bacteriacmia, and that 
if there were diseased heart valves subacute bacterial 
endocarditis was a possible sequel. Among lho.se 
interested in the pathogenesis of infection it is now 
accepted tliat some organisms which normally have a 
saprophytic existence in one part of the body may 
initiate infection in another part. The coliform group 
causing urinary infection is a good example, and 
the term "potential patliogcn” is often applied to 
these bacteria. However, lessons learnt from the 
classification of proven pathogens, like the pneu- 
mococci, haemolytic streptococci, and staphylococci, 
suggested that a subdisiston of these potential patho- 
gens im'ght yield useful information on certain points : 
whether, for example, a particular group within the 
species was most likely to be associated with infection, 
as happened with the Lanccfield group A streptococci, 
and whether the strains causing infection could be more 
closely identified with saprophytic strains, as has proved 
to be the case with certain types of pneumococcus 
causing bronchopneumonia. 

Attempts to classify bacterial species like the coliform 
bacilli or the viridans streptococci according to their 
biochemical properties have not been very successful, 
and the tendency lately has been to use the methods 
of antigenic analysis or susceptibility to specific bac- 
teriophage for the subdivision of these families. In 
America attempts have already been made to classify 
the viridans streptococci serologically, and in this issue 
Professor Selbie and his colleagues report their findings 
in an antigenic grouping of over 200 strains of this 
organism from cases of subacute bacterial endocarditis 
and of some 50 strains each from normal throats and 
from dental extractions. Classification has been based 
on precipitation reactions with streptococcal extracts 
(prepared by the Fuller formamide method) against anti- 
sera to eight different strains produced in the rabbit by 
repeated injections of live or killed suspensions of the 
streptococci. By analogy with the Lanccfield grouping 
of the haemolytic streptococci this method of antigenic 
analysis is likely to give only a broad grouping, depen- 
dent presumably on a carbohydrate fraction in the 
viridans streptococci. The authors found that most of 
their strains gave precipitation reactions with several 
antisera, and on the basis of these “ pattern ” reactions 
they have recognized three broad groups with two sub- 
groups. Most of the endocarditis strains (181 out of 
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209) were distributed fairly evenly among the five 
groups, and all but nine of the 103 strains from teeth 
and throats gave positive reactions the majority of 
which fell into group lla. These results indicate 
broadly that viridans streptococci associated with sub- 
acute bacterial endocarditis belong to the same family 
as the strains found in the mouth, but they do not neces- 
sarily mean that a group 1 streptococcus isolated from 
the blood is identical with a group I strain present in 
the throat or causing dental sepsis in the same patient ; 
for that, more precise antigenic analysis like Griffith 
typing will probably be needed. It was usual to find 
strains falling into several groups among the streptococci 
isolated from the throat or from apical abscesses in indi- 
vidual patients, whereas strains isolated from the blood 
of relapsed cases of endocarditis treated by penicillin 
most often belonged to the same group as the original 
strain. These findings have been interpreted as an indi- 
cation that the relapse was due to a recrudescence of 
the original endocardial infection and not to reinfection 
from the mouth, but it is doubtful if with this broad 
serological classification such a claim is justified, 
although it gains some support from the close simi- 
larity in the biochemical reactions of strains isolated 
from the blood of relapsed cases. No mention is made 
of the non-haeroolytic streptococcus called by Kilian 
Qarke’ Streptococcus mutans because of its variable 
morphology, and associated by him with the aetiology 
of dental caries. This streptococcus is a single sero- 
logical type and has occasionally been found as a cause 
of bacterial endocarditis, which is further evidence of 
the close association between the organisms in the 
mouth and the endocardial strains, as is also the 
occurrence of Haemophilus para-influenzae, another 
inhabitant of the mouth, as a cause of infective 
endocarditis 

Penicillin therapy has profoundly altered the prog- 
nosis in this previously fatal infection, particularly if 
the dosage is increased to 2 million units a day for six 
weeks as recommended by Christie.* But it must be 
remembered that “ cured ” patients are often left with 
grossly damaged valves which usually impair cardiac 
efficiency and leave the patient a prey to subsequent 
infection. It would be interesting to know the after- 
histories over a five- to ten-year period of patients with 
infective endocarditis cured by penicillin. Much more 
needs to be done to prevent this infection. Rheumatic 
fever is the main predisposing factor, and its steadily 
diminislung incidence should reduce the number of 
young people with endocarditis ; but given a patient with 
diseased valves — congenital defect and syphilis are the 
other main contributors — every effort should be made 
to prevent the superimposition of an infective endo- 
carditis. Oral sepsis is a continual danger to such a 
patient and should be radic^y treated, while the 
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extraction of teeth, tonsillectomy, or indeed any manipu- 
lative measure that may result in a temporary .bacteri- 
aemia should be carried out only under a penicillin or 
sulphonamide “ umbrella.” This is a matter which vitally 
concerns the dental surgeon, who should become well 
acquainted with the risk of oral sepsis or of any dental 
operation in a patient with defective heart valves. 


PENICILLIN IN EARLY SYPHILIS 

Though nearly six years have passed since Mahoney and 
his colleagues successfully treated four seamen suffering 
from early syphilis with penicillin, international opinion 
on the optimum treatment of early syphilis is still divided. 
In the United States, where the records of well over half 
a million patients who have been treated with penicillin 
alone are being carefully followed and statistically investi- 
gated, adjuvant arsenicals and bismuth are held to be not 
only unnecessary but undesirable. In Europe, where peni- 
cillin has been available only since the end of the war, 
and until recently has been strictly rationed, there is a 
widespread unwillingness to accept it as proved on alien 
evidence that even in its earliest stages a grave, chronic, 
constitutional disease can be permanently cured by a few 
days’ treatment. In this country, though penicillin is now 
accepted as an ideal treatment of attack, there is a not 
unnatural reluctance to abandon its well-tried predecessors. 
Most venereologists, with a few notable exceptions, still 
prefer to compromise and to consolidate their treatment 
with a standard course of about ten weekly injections of 
neoarsphenamine and bismuth, which would by itself, 
incidentally, cure at least 70 % of early infections. 

Elsewhere in this issue J. W. Eames and D. H. Miller 
have tried to assess the results of this combined treatment 
in the face of a high default rate from surveillance due to 
the rapid release of their patients from the Services. With 
statistical and actuarial aid they claim to have demon- 
strated a cumulative post-treatment relapse rate of 15% 
at 18 months in addition to ,a treatment failure rate 
(sero-resistance) of 3.9% in secondary cases and 0.9% in 
seropositive primary cases. That these results are appre- 
ciably worse than those reported after similar treatment by 
McElligott, Jefferiss, and Willcox^ in this country and after 
penicillin alone by Sternberg and Leifer® and others in 
the United States is doubtless due to a laudable desire to 
take no chances with patients whose follow-up is likely to 
be jeopardized by an early return to civil life. Many will 
be surprised, however, to read that all patients whose blood 
tests were positive four months after the end of treatment 
were summarily classified as failures and treated again. 
Apparently no attempt was made to gain some idea of the 
serological pattern — to find out whether the titre of the 
test was rising, falling, or stationary. It is now well recog- 
nized that the serum reactions in treated early syphilis 
often take many months to revert to negative and that 
so long as the titre continues to decline a slow disappear- 
ance of reagin, even lasting a year or longer, is in no way 
suggestive of failure of treatment Indeed in some cases 

I Srlt. J. verier. Dls., 1948, 24, 45. 

* Amer. rr^ed. Ass., 1946, 133, 1. 


of true relapse the initial serological response is often 
surprisingly rapid. 

There is still a .tendency for the clinician to place too 
blind a faith in blood tests and also perhaps for the sero- 
logist to believe too implicitly in his own technical modi- 
fications and in the specificity of his antigens. Until 
standard methods and, what is even more important, 
standardized reagents are employed it will still be pos- 
sible for a patient to be cured in one clinic and not in 
another. The new cardio-lipin-lecithin antigen is becoming 
increasingly popular in the United States, and is said to be 
stable and unaffected by changes of climate or tempera- 
ture. When its optimum level of sensitivity has been 
ascertained and its manufacture standardized and simpli- 
fied the problem of the exact significance of serum reactions 
may perhaps be nearer solution than it is to-day. 

That the toxic effects of arsenic are rarely seen in mili- 
tary patients is doubtless due to their age, sex, and good 
physical condition. A far greater toll is usual in civil 
clinics, where women, the undernourished, and men in the 
higher age groups are treated, and most venereologists 
would be glad to dispense with these potentially toxic 
drugs. If consolidation treatment in early syphilis has 
any advantage, and this is generally denied in the United 
States, weekly injections' of bismuth, or of procaine- 
penicillin with aluminium monostearate, or of both con- 
currently would seem to be safer and equally efficacious 
for this purpose. Be this as it may, a few weeks’ con- 
solidation treatment of any kind has the advantage of 
impressing the patient with the gravity of his disease and 
will underline the importance of adequate observation after 
treatment. ' 

The accurate assessment of a new therapeutic agent in a 
disease so chronic and so protean in its manifestations, as 
well as in its reactions to treatment, is a difficult task. 
Prolonged and careful clinical observation and serological 
studies are important, but in addition that unpredictable 
element, the host factor of the individual patient, can 
never be neglected. It is easy to acclaim a dramatic cure 
or a failure of treatment, but more difficult to state dog- 
matically to what extent the treatment, or the lack of it, 
has been responsible for the result. It is only by careful 
observation of a large number of patients over a long 
period, and by careful comparison with the results obtained 
by treatment with the arsenicals, that we can even begin 
to come to a decision. Meanwhile the Syphilis Study 
Section of the National Institute of Health, of the United 
States Public Health Service, has been carrying out a care- 
fully controlled experiment on a vast scale for more tihan 
three yeark Up to the present these American workers lare 
increasingly convinced with each succeeding year that 
penicillin alone with adequate surveillance is the best 
known treatment for early syphilis. 


YTTAMIN 

In previous annotations^ we have commented on the isola- 
tion from large amounts of liver of minute quantities of a 
red crystalline compound containing cobalt and having great 
anti-pernicious-anaemia activity. This substance has also 
been isolated from fluids in which certain micro-organisms, 
notably Streptomyces griseus, have been grown.^ Dunlop 
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and Wilson’ in this country have recently reported good 
haematological responses in two cases of classical Addi- 
sonian pernicious anaemia, using extracts of the metabolism 
fluid of a strain of strcptomyccs. This encourages the hope 
that an alternative source of supply for the anti-anaemia 
principle may be developed, especially because of the 
present dilliculty of obtaining livers of satisfactorj’ quality. 
In addition, microbiological assay methods which have 
been developed during the isolation of this pure factor may 
csentually do aw-ay with the tedious necessity for clinical 
trial of all batches of anti-anaemia principle. 

Many of the investigations carried out with folic acid arc 
now being repeated with this new substance, hitherto known 
in the U.S.A. as vitamin B,. and now available commer- 
cially in that country under the trade name of " cobionc." 
Spies and his co-workers, who have done much work on 
folic acid, have recently published their findings* in 21 
patients with nutritional macrocytic anaemia, sprue, or per- 
nicious anaemia. In all there was great improvement in the 
.inaemia and also in symptoms such as sore tongue (though, 
as Brown’ has recently shown, glossitis of this type may 
sometimes be relieved by substances other than the anti- 
pernicious-anaemia factor, such as calcium .pantothenate, 
niacin, riboflavin, and folic acid) and in the abdominal dis- 
comforts of sprue. Improvements may occur after the 
injecuon of 10 /ig. or even less, but it is thought that the 
optimal dosage may be nearer 100 ;<g. No information is 
yet ax-ailabic about the amount required to maintain a 
remission. In addition to these cases Spies treated with 
vitamin B,. 14 patients with pernicious anaemia compli- 
cated by subacute combined degeneration of the cord, and 
the symptoms due to peripheral nerve or posterior column 
involvement were much diminished. This finding, which 
confirms earlier reports, is in complete contrast with the 
effect of folic acid, which not only docs not prevent develop- 
ment of neurological complications but in many cases 
appears to precipitate them. In macrocytic anaemia of 
pregnancy, however, the results were different. In a detailed 
account’ from the Mayo Clinic a case of seserc macrocytic 
anaemia occurring in the seventh month of pregnancy is 
described ; the patient failed to respond to large doses of 
liver extract or to moderate amounts of vitamin B,., but 
she improved immediately when folic acid was given. 

Investigation of the relation of this new substance to 
Castle’s intrinsic and extrinsic factors has yielded some 
unexpected results. In earlier trials vitamin Bj. was given 
by injection, and its action appeared to correspond to that 
of the anti-anaemia principle thought to be , formed by the 
interaction of the two factors and stored in the liver. How- 
ever, a recent paper by Berk and other workers (including 
Castle)’ records the effect of oral administration, with and 
without the addition of normal gastric Juice, in cases of 
pernicious anaemia. By itself vitamin B,, had practically 
no effect, but in combination with 150 ml. of normal gastric 
juice 5 fig. of the substance led to reticulocyte responses of 
from 4 to 16% and increases of up to nearly a million red 


1 Brttbh Meiiait Jourmt, 1948, 1, 889; ibid., 1948, 2, 949. 

- Rictw. E. I-. Brink, N. G., Koniusky, F. R., Wood, T. R., and Folkeis, K.. 
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• J. Amer. med^ Ass., 1949, 139, 52f. 
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* Proc, Mayo Clin., 1949, 24, 149. 
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cells per c.mm. This type of activitj' is obviously, similar to 
that of the extrinsic factor, and the question arises whether 
the intrinsic factor is some substance which merely facili- 
tates the absorption of vitamin B,. without itself actually 
entering into the final composition of the anti-anaemia 
principle as has hitherto been believed. This view is supported 
by the finding by the same workers that commercial highly 
purified liver extract when given by mouth is likewise poten- 
tiated by .the addiu'on of normal gastric juice. Hall and his 
colleagues' have confirmed these findings, but point out that 
the quantities so far used have been small and that larger 
doses will have to be given before it can be stated unequivo- 
cally that vitamin B,, is without activity when given alone 
by mouth to patients with pernicious anaemia. Spies in 
the paper already cited also noted in one case failure of 
vitamin B,. to produce a response when given by mouth, 
though it was effective when given with gastric juice from 
an individual with duodenal ulcer. Apart from the theo- 
retical importance of this finding, there is the practical 
conclusion that even if supplies of vitamin Bj. become avail- 
able for general use it will still have to be given by injection 
in the treatment of pernicious anaemia. 


LUMB.kR “FIBROSrnS” 


Our correspondence columns have recently borne testimony 
to the lack of unanimity of opinion on the subject of 
“ fibrositis.” The clinical entity is well recognized, but 
pathologically it probably represents a composite group 
of abnormalities ; when no definite lesion is demonstrable 
some would prefer to talk simply of “ myalgia ” — an 
adequately descriptive term which makes no pretension 
to deeper understanding. From the whole group of patients 
with this symptom complex Copeman and Ackerman’ have 
recently separated those in whom lumbar and gluteal fat 
herniation gives rise to backache and referred pain in the 
leg. Dissecting the cadavers of previously healthy soldiers, 
they constantly demonstrated the presence of deposits of 
fibro-fatty tissue beneath the superficial fascia in well- 
defined areas along the outer borders of the sacro-spinalis 
and above the crest of the ilium. This constant localization 
of fat they termed the “ basic fat pattern.” In certain 
areas there were small fat herniations through the fascia, 
particularly where it was pierced by the cutaneous branc'nes 
of the lumbar nerves and their accompanying blood vessels. 

We published in July an article’ in which Copeman dis- 
cussed the significance of these findings in relation to certain 
“ rheumatic syndromes.” In cases of lumbar myalgia there 
were local tender nodules, pressure on which reproduced the 
pain. The distribution of these “ trigger areas " corresponded 
with that of the “ basic fat pattern.” Excised nodules were 
seen to consist of oedematous fibro-fatty tissue herniated 
through the fascia and continuous with the underlying deep 
fat. Relief of pain followed excision or disruption of the 
nodule by injection of 10-20 ml. of procaine, followed by 
extensive teasing and undercutting with the needle-point. 
Copeman and Ackerman claim that the demonstration of 
these lesions provides scientific justification of the custo- 
mary treatment of “fibrositis” by heat, massage, and 
movement, because these procedures improve the blood 


I Arch. Intern. Med., 1947. 79, 22. 

5 British Medical Journal, 1W9, 2, 191. 
3/. Urol., 1948, 59, 1051. 
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supply and lymphatic drainage and help to destroy the 
nodules or reduce the herniation. They are careful to point 
out, however, that this abnormality is not present in all 
cases of myalgia. The frequent indiscriminate use of 
physiotherapy for backache can lead only to much waste of 
effort and eventual disappointment, particularly when the 
disability is primarily psychoneurotic or postural in origin. 

Orr, Mathers, and Butt,® confirming Copeman and 
Ackerman’s work, have demonstrated the presence of 
nerve fibres in the tender fibro-lipomatous nodules excised 
from the lumbo-dorsal region of patients who complained 
of pain which simulated that of uretero-renal disease and 
in whom no urological disease was found. In each case 
removal of the nodule effected cure. This series illustrates 
the need for caution in the interpretation of pain arising 
from deep structures. Sensory impulses from sujierficial 
tissues can be accurately localized, but, since the deeper 
structures are poorly represented in the sensorium, pain 
arising therefrom is felt diffusely throughout the correspon- 
ding spinal segment, so that visceral disorders may be sug- 
gested by pains arising from somatic structures, and vice 
versa. Not only fat herniations but also other musculo- 
skeletal disturbances such as old, unnoticed crush fractures, 
Pott’s disease, disk prolapse, and soft-tissue injuries may 
mimic visceral disease and lead the unwary to recommend 
unnecessary investigations and even repeated and unsuc- 
cessful visceral surgery, particularly when pain is referred 
to the abdomen. There is also the danger that musculo- 
skeletal derangements causing ill-localized pain may all 
too easily be diagnosed as “fibrositis” or “muscular 
rheumatism.” 


MOUSE CANCER TREATED BY STREPTOTHRIX 
CULTURE 

There have been many attempts to influence the growth of 
transplantable tumours of the mouse by injecting the pro- 
ducts of growth of micro-organisms — from the toxins of 
streptococci to those of Trypanosoma cruzL Although 
favourable results have been claimed, usually the products 
have proved either too toxic or too erratic in action to 
prove of value. A recent report comes from de Angelis,' 
who claims that the culture fluid of a mycete originally 
isolated from granulomatous lesions in a cat, and hence 
called Streptothrix felis, has a specific action on tumour 
cells. The exact method of preparing mycetin, as the 
active product is called, is not disclosed, but it appears 
to be a sterile neutral filtrate of cultures of the strepto- 
thrix. In mice the highest tolerated dose injected sub- 
cutaneously is 0.4 ml. Sometimes only one subcutaneous 
injection, at other times two or three, were required to 
bring about a cure ; the injections were made as far away 
as possible from the site of the tumour. De Angelis chose 
the adenocarcinoma of Ehrlich as the experimental tumour, 
and the results he reports are certainly startling. Of 106 
mice treated 12-14 days after transplantation of the tumour 
102 were completely cured and four died from causes 
unconnected with the experiment ; all the control mice, of 
which there were 102, died. When the tumours were 
allowed to grow larger — from 15-20 days after trans- 
plantation — injections of mycetin cured 112 of 116 mice; 

^ Oncologh, 3949 . 2 , 43 , 


two died from an accident, and in two there "was no absorp- 
tion of the growth. Of 98 controls, all died. One hundred 
and eight mice with tumours of greater age were treated : 
94 were cured, four died with a reduction' in size of the 
tumour, and 10 were unaffected. Thus the results were 
successful in 93% of all the mice treated (330).' Mice 
which had been cured were resistant to further inocula- 
tion with the same carcinoma. In interpreting experiments 
on transplantable mouse carcinomata it must always be 
remembered that damage to the tumour and consequem 
absorption may be due not to direct damage to the cancer 
cells but to interference with the blood supply of the 
actively growing tumour cells — ^haemorrhage leading 
directly to cell necrosis. No attempt seems to have 
been made to determine whether or not mycetin acts 
directly on tumour cells or on the blood vessels of the 
carcinoma. 


THE DEVALUED POUND 

Though Sir Stafford Cripps dwelt on the increased cost of 
wheat, and therefore of bread, as a consequence of the 
devaluation of sterling, which he announced on Septem- 
ber 18, he mentioned briefly that “ dollar goods . . . will 
cost more in pounds, shillings, and pence.” Among these 
wc suppose will be a number of drugs and raw materials 
used in medicine which are imported from hard-currency 
areas. They include cascara sagrada, which is derived from 
the California buckthorn ; senega, the dried senega snake- 
root of North America ; valerian, which is imported from 
Belgium, though the plant from which it is extracted grows 
wild in Britain ; and hamamelis, from the Virginia wtch- 
faazel. The balsams of Canada, Peru, and Tolu (in Colom- 
bia) may cost more, as well as the oils of chenopodium, 
turpentine, and sassafras. If molasses goes up in price, 
acetic acid, ethyl acetate, and amyl acetate, which are 
derived from it, may follow suit Bismuth, mercury, and 
silver are also imported from America, and we may have 
to pay more for olive oil, which comes from ' Italy, 
since we shall be competing with hard currency to buy 
it. Aureomycin is still obtainable only from the U.S.A. 
Presumably the price of American books and journals' will 
increase, and possibly that of some cotton used in dressings. 
It seems even that we can hardly take comfort in the 
thought that the price of tobacco will rise and thereby 
deter some of our patients from poisoning themselves so 
heavily, for the cost of the American tobacco in cigarettes 
is so small that it contributes very little to the price of the 
finished article. 

Since the pound is now equivalent to $2.80 instead of 
$4.03, American goods will cost about 30% more — ^that is, 
in the words of Sir Stafford Cripps, “ if dollar prices do not 
fall.” Speculation on the rate of international exchange 
and the price of gold may be left to the economists, who 
are better equipped to pronounce on a subject where — to 
misappropriate a maxim of Bernard Shaw’s — the golden 
rule is that there are no golden rules. But it seems pos- 
sible that the cost of the Health Service will rise slightly in 
the, next few months unless alternative sources can be found 
from which to import a number of materials essential to 
medicine. 
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lOURTlI INTERNATIONAL NEUROLOGICAL 
CONGRESS 

MEETING IN PAULS 
[From Corrhsponduvi] 

1 lie fourth In(crnation.\I Neurological Congress uas held in 
Paris from Scpiemher 5 to 10, under the patronage of the 
President of the French Republic and of the French Foreign 
Ministers. The president of the Congress was Professor T, 
.■\!.iiou3nine, of Paris, and the senior vice-president Professor 
J. A. Barrd. of Strasbourg. Sir Charles Sherrington and 
nr. Gordon Holmes were the British presidents (Thonneiir. 
and Dr. .-\nlhony Feiling the British vice-president. A n.aiional 
committee had been set up in each of the participating countries 
to prepare the programme, and the four ofFicial languages were 
British. French, Spanish, and Russian. Great credit is due to 
the French neurologists and officers of the Congress both for 
their skill in organization and for their hospitality to the many 
inerscas representatives who attended. 

The late summer was at its finest in France as in England, and 
the many scientific meetings took plaee under conditions of 
.-.lost oppressisc heat, made all the worse by the necessity to 
close and darken the lecture-rooms of the School of Medicine 
when showing slides. The neighbouring caftfs were thronged 
through the day with distinguished neurologists of all nations 
refreshing themselves and recovering between sessions. The 
Congress opened w ith an evening reception by the president and 
members of the French Society of Neurology. French social 
occasions have a delightful informality unfamiliar in this 
country. Those who attended found no reception at all in 
the sense of having to queue up and be received before enjoy- 
ing the excellent hospitality. It was as well on so hot a night 
that with the minimum of delay life could be preserved by 
bumpers of iced champagne. 

On Monday. September 5, the members of the Congress were 
welcomed to Paris by the president, M. Pierre de Gaulle, 
brother of the general, and the members of the .Municipal 
Council at a crowded pthering in the Hotel dc Villc. The social 
occasions of the Congress concluded with the official banquet 
on Friday. There was only a short speech from Professor 
.Alajouanine. presiding, and a brief acknowledgment from the 
seieran Professor Austregesilo, of Brazil, with none of the pro- 
longed post-prandial orator>’ commonly inseparable from such 
functions in Britain. 

Many short papers on a wide range of subjects were read. 
Longer papers were devoted ,1° electroencephalography and 
electromyography, the thalamus and its pathology, the surgery 
of pain, and virus diseases of the nervous system. Some of 
the more important points in the discussion on this last sub- 
ject were reviewed in an annotation last week (Journal. 
September 17. p. 6431. 

Electroencephalography and Electromyography 

Dr. Frtfdfric Bremer [Brussels) presented a report upon the 
physiological basis of electroencephalography in which he dis- 
cussed the origin and significance of cerebral electrical rhythms. 

Dr. Herbert H. Jasper (McGill University), speaking on 
electroencephalography in neurosurgery, emphasized that the 
most important application of E.E.G. was in the investigation 
of epilepsy. Second in importance was its use in estimating 
the severity and location of damage in cases of head injury. 
He placed third its employment in locating expanding intra- 
cranial lesions (he considered air-encephalography more 
reliable). Fourth came its diagnostic applications in vascular, 
infective, toxic, and degenerative lesions. Dr. Jasper gave in 
detail his findings in the different forms of epilepsy. With 
cerebral tumours and abscesses, he considered that in expert 
hands location could be achieved by E.E.G. in 80-85% of cases. 

The most important advance of interest to the neurosurgran is 
the perfection of methods for recording electrical actirity directly 
from the exposed cortex (eiectrocorti^ams) and from subcortical 
structures (electrothalamograms). Finally, with the intimate 
collaboration of neurosurgeon, neurologist, neuro-anatomist, and 
neurophj'sicist, the brain is being induced to reveal its secrets through 
a study of its electrical actions.” 


Of current investigations now being carried out in various 
laboratories the most important were studies of the funcfional 
anatomy of the thalamo-cortical projection systems, which 
played such an important part in regulating the electrical 
activity of the cortex. 

Dr. Denis Hill reviewed the electroencephalographic concept 
of psychomolor epilepsy, emphasizing its protean causations. 

Dr. Fritz Buchthal (Copenhagen) gave a wide survey of 
electromyography, with diagrams of central and peripheral 
lesions of the nervous system. He considered the electromyo- 
gram an important aid in the differentiation of neurogenic from 
intrinsic muscular paresis or atrophy. It was often the only 
way of deciding whether interruption of a motor nerve by injury 
was complete or not. 

Professor W. E. Le Gros Clark (Oxford) introduced the sub- 
ject of the thalamus and its pathology with a summary of the 
present state of anatomical knowledge. He referred to 
increased knowledge of the direct anatomical connexions be- 
tween different thalamic nuclei and functionally distinct areas of 
cortex, and drew attention to our ignorance as yet of the signifi- 
cance of this in differentiating the functions of the various 
thalamic nuclei. Dr. W. R. Hess (Zurich) gave a parallel report 
upon thalamic physiology, and Van Bogaert (Amsterdam), 
Lhcrmitic (Paris), and others contributed clinical studies of 
thalamic problems. 

Virus Infections 

Professor A. B. Sabin (Cincinnati) discussed the classification 
of virus infections. Virus diseases in man were divisible into 
two broad groups : those due to a virus basing its basic reservoir 
in human beings, and therefore world-sside in distribution ; and 
those due to viruses whose basic reservoir was extra-human, 
with consequent variations in distribution in the world. The 
most important virus in the first group was that of poliomyelitis : 
others in this class were herpes simplex and lymphogrannloma 
venereum. 

Of the viruses with an extra-human basic reservoir there was 
the large group of arthropod-borne encephalitides, and the group 
of viruses transmitted to man by the secretions or excreta of 
animals — e.g., rabies and l>Tnphocylic choriomeninptis. To 
these two classes of virus must be added a third, that of diseases 
such as encephalitis lethargica in which the virus had yet to be 
isolated. Dr, Sabin differentiated neurolropic from neurono- 
uopic viruses, the latter having the power of multipljing wi-^ 
neurones and being able to pass synapses. A feature of virus 
infection in man was that only a small proportion of those 
infected ever showed symptoms. 

Professor W. McD. jjammon fUniversity of California; gave a 
detailed account of research into the epidemiologj of arthropod- 
borne viruses and expounded the theory that their true reservoir, 
in which they survived, was the mite, though they had in the 
U.S.A. various secondary hosts, such as birds and horses. 

Dr. Sven Card (Stockholm) discussed the virus of polio- 
myelitis. He described the discovery of a group of viruses 
closely related to that of poliomyelitis, and referred to fee 
occurrence of myocarditis in this disease — a subject requiring 
further study. 

Dr. Lepine (Institut Pasteur) spoke about the viruses of 
herpes, choriomyelitis, and rabies ; and Dr. G. bf. Findlay 
(London) discussed factors influencing infection of fee C.N.S. 
by viruses. 

Neurosurgery and Thymectomy 

There was a masterly report on the surgical section of pain 
tracts and pathways in fee spinal cord and brain stem by 
Olaf Sjoqvist (Sweden), covering all aspects of fee subject. Case 
reports of prefrontal leucotomy and lobectomy for intractable 
pain came from Dr. Krayenbuhl (Zurich), and Professor Ren6 
Leriche fParis) surveyed the whole field of surgery of the 
sympathetic system for the relief of pain. 

Mr. G. F. Rowbofeam fNewcastle) described his experience 
over many years in the surgical treatment of migraine and gave 
his case results. He had practised various procedures, singly 
and in combination, such as trigeminal root section, section of 
the middle meningeal artery, cervical sympathectomy, and divi- 
sion of fee external carotid artery. He advised, in cases of 
frontal headache, division of supraorbital and cervico-temporal 
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arteries in the scalp, and of the middle meningeal artery and 
petrosal nerves intracranially. Later, if necessary, trigeminal 
tractotomy might be performed, or even sympathectomy. 

Dr. Henry R. Viets (Massachusetts General Hospital) 
described the results of thymectomy in 36 patients operated 
on since 1941. Seven of these patients had thymomas and 
three of them were still living. One had survived six years 
and the other two were greatly improved after operation. All 
but four of the 29 patients with myasthenia gravis and with no 
thymic tumour had survived. The results were excellent in five, 
good in five, fair in four, and poor in four. It was too soon to 
estimate the results of operation in the remaining seven cases. 
He urged that patients should be adequately maintained on 
oral neostigmine before operation, and neostigmine might with 
advantage be given intravenously during thymectomy. The 
significance of germinal centre formation in the thymus was 
not clear, but the finding of a large number of germinal centres 
was highly suggestive of myasthenia gravis. In his view the 
results obtained by thymectomy over the last nine years justified 
the continuation of the operation in the treatment of myasthenia 
gravis. 

Shorter communications were very numerous, covered a wide 
range, and attained a high standard of interest and originality. 
Mention should be made in particular of Dr. S. P. Meadows’s 
(London) paper on carotid cavernous aneurysms and pulsating 
exophthalmos, and that of Dr. A. G. Frovig (Oslo) on the 
syndrome of bilateral obliteration by arteritis of the common 
carotid artery. 

On Saturday, September 10, at the last session. Dr. Pearce 
Bailey (Washington) reviewed the difficult position of neurology 
in the U.S.A., sandwiched as it was between neurosurgery and 
psychiatry, and he urged more active organization amongst 
neurologists. 


ANNUAL CONGRESS OF PHYSIOTHERAPISTS 

AN EXPANDING PROFESSION 

The annual congress of the Chartered Society of Physiotherapy 
was held at St. Pancras town hall from September 14 to 18. 
Each day was fully occupied with a programme of lectures, 
demonstrations, and hospital visits, and the members were 
entertained at receptions by the Royal College of Physicians 
and by the Council of the Society. 

The opening lecture was given by Dr. J, A. Charles, Deputy 
Chief Medical Officer, Ministry of Health, with Dr. W. S. C. 
Copeman, chairman of council, presiding. Dr. Charles 
reviewed the developments in health services and social insur- 
ance in various countries. The beginnings of social insurance 
in France, he said, could be traced back to the immediate post- 
revolution period. Virtually the entire population of France 
was now included in social insurance schemes, contributions to 
which represented up to 16% of income. The fee payable for 
a consultation was variable; one rate for a genera! practitioner, 
double for a specialist, treble for the member of a teaching 
staff of a hospital, and the rate varied again according to region. 
The French regarded their system, despite its large staS of 
functionaries, as less bureaucratic than ours. Direct payment 
of fees by the patient was considered to be a great bulwark 
against a salaried service. The doctor charged the patient 
according to an official tariff, and the patient was reimbursed 
up to 80% from the fund. Capitation fees were anathema to 
the French doctor. 

In Sweden the basis of medical care was twofold; organized 
sickness insurance within a circumscribed field and a magnifi- 
cent hospital system. Sickness insurance would next year 
become a compulsory system covering the entire population. 
The patient paid the doctor and recovered two-thirds of the 
expenditure from the sickness fund. Sweden's great -problem 
was shortage of doctors. Medical fees were moderate by our 
standards, but on the average doctors were well up in the 
highest income levels, their scarcity increasing their power -as 
a pressure group. It was proposed to open new medical schools. 
With regard to the United States, Dr. Charles gave some figures 
comparing maintenance costs in the same 14 hospitals 60 years 


ago and now ; the average daily maintenance cost per patient 
in the 'eighties was 1 dollar 39 cents ; to-day it was 14 dollars 
61 cents. Nearly one million new hospitals beds were needed 
in the United States. 

Coming finally to this country, Dr. Charles claimed that the 
National Health Service had proved popular beyond all expecta- 
tion; 95% of the people had chosen their general practitioner; 
the indexes kept by executive councils included names from 
every class of the population, and 95% of doctors, 90% of 
dentists, and practically all pharmacists were in the Service, 
The overall cost of the service for England and Wales was 
£232 million in the present financial year, roughly 2s. Id; per 
head per week. ' It might be that within this field there was a 
possibility of saving here and there, but the cost must be viewed 
against the background of the £300 million a year lost to 
industrial production on account of illness. The benefits which 
the Service would bring, used wisely and intelligently, were 
tremendous. , 

Physiotherapy and Chest Surgery ^ • 

Mr. T. Holmes Sellors lectured on “Physiotherapy in 
Chest Surgery.” The subject, he said, was one which had 
been specially developed in this country ; it was not practised 
at all widely in other countries he had visited. In chest surgery 
the association between the surgeon and the physiotherapist was 
very close. The surgeon was completely dependent on good 
physiotherapy for the operative preparation of the patient and 
for restoration to health and posture after operation. He 
regarded the physiotherapist as an essential member of the 
team. Many people in hospital were quite prepared to carry 
out physiotherapy, but the results were not satisfactory. An 
extremely high standard was demanded and was achieved in 
special chest units and hospitals only where physiotherapists 
were engaged in this type of work for practically the whole of 
their time. It took from four to six months for the physio- 
therapist to master chest practice. Any general hospital— he 
was not now speaking of a special chest hospital — which had 
100 or 150 beds would provide nearly enough in-patient and 
out-patient work to occupy one physiotherapist. 

On the admission of the patient the physiotherapist must 
study his respiratory capacity, and then institute breathing 
exercises appropriate to the type of treatment which was going 
to be undertaken. Patients with low vital capacity and stiff 
chests could be educated in two or three weeks and made “ safe 
for surgery.” Chest surgeons prided themselves on the fact 
that their post-operative complications were fewer than in 
general surgery, and for this result thanks were due to the 
physiotherapist. Expiratory exercises played little part in chest 
surgery except in such conditions as astWia and in squeezing 
out secretions from the lung in bronchiectasis. It was inspira- 
tory effort that was emphasized, and this not just a diffuse 
movement, like a general heave of the chest, but a controlled 
localized movement. A patient, if intelligent, could be trained 
to move one part, and one part only, of his chest. 

The physiotherapist must always be aware of the rate at 
which chest deformity could develop. It called for concentrated 
effort on the part of the physiotherapist to transmit her 
.enthusiasm and persistence to the patient. There was great 
value in the psychological stimulus that she could give. • Liaison 
between the physiotherapist and the occupational therapist, 
again, could be very valuable. Mr. Sellors went on to describe 
various chest conditions and the work of the physiotherapist 
in regard to them. After an operation such as thoracoplasty 
in a female patient it was possible to maintain the patient’s 
posture so that although the chest was flattened above and 
below, unless she wore evening dress, no deformity was visible. 

New Hope in Rheumatoid Arthritis 

In another lecture Dr. W. S. Tegner discussed the present 
situation in regard to rheumatoid arthritis. The theory of a 
septic focus was dying hard, but it had never been possible to 
isolate a toxin capable of producing rheumatoid arthritis. The 
theory of sensitization and allergic response had been formu- 
lated but never proved. An American report suggested thal 
in every group of sufferers one-fourth recovered, one-fourth 
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became crippled, and half had a long period of exacerbations 
and remissions. Another American report put the reeovcrics 
at only 15',L. Starvation, surgical operation, and anaesthesia 
had a favourable elfcct on the disease, but more surprising 
»ms the ameliorative effect of obstructive jaundice and of 
pregnancy. 

A specific treatment which had long been advocated was by 
intr.imuscular injection.s of gold. The claims made for gold 
therapy were unjustifiably optimistic. Hench had found the 
improvement after gold therapy to be far less than the improve- 
ment during an attack of jaundice or during pregnancy. 

The lecturer then described the work carried out on 
“compound E." or "cortisone." He had seen some of the 
patients treated in .Vmcrica and had never seen such rapid 
cures or remissions. It could certainly be said that a rare and 
expensixe product had been found which profoundly altered 
the pattern of the disease. The patients responded to it 
phssically and mentally in a remarkable manner. The psycho- 
logical effect was to produce a euphoria which was more than 
the effect of well-being after recovery from illness. There was 
need for a dispassionate survey of the results of this discovco’ 
and of the relation of cortisone to the aetiology of rheumatoid 
arthritis. Ex cry effort must also be made to produce cortisone 
economically at reduced cost. There xvas no evidence that it 
had any xalue in osteoarthritis. The speaker also uttered a 
warning against all sorts of “ pscudo-cortisones " which were 
springing up. He belicxed that the introduction of the real 
cortisone xxould bring about the rapid disappearance of other 
specific treatments, including gold, and he hoped it xvould not 
be long before supplies xxcre available in this country, but care 
must be taken that it xxas not xvasted on the xvrong patients. 

Phjsiothcrapy in Obstetries 

Lectures accompanied by films and lantern demonstrations 
xvere given by Dr. Dudley Hart on ankylosing spondylitis; by 
Mr. L. W. Plewcs on industrial rehabilitation; by Dr. Griffith 
Pugh on the effects of cold on the human body, and Dr. J. T. 
Ingram on the health of the skin. Dr. E. J. Crisp gave a 
survey of the present-day scope of ultra-violet irradiation. 

The role of the physiotherapist in the training of the 
c.xpcctant mother xxas the subject of an address by Professor 
W. C. W. Nixon, and xvas followed by a demonstration of 
exercises in xxhich patients from the Royal Free Hospital 
participated. Professor Nixon said that in surgery the physio- 
therapist had played a conspicuous part in preserxing and 
restoring normal function. Formerly the masseuse xvas looked 
upon as an intruder. It had taken time to convince the surgeon 
about the possibilities of physiotherapy, but now the physio- 
therapist had been recognized as playing a necessary part not 
only in post-operative but in pre-operative care. In obstetrics 
the physiotherapist had started her xvork in the post-natal period, 
but from that it was a short step to antenatal physiotherapy. 
She had an important role to fulfil in training the woman for 
her confinement, including the preparation for the actual 
delivery. This xvas what should be regarded as the greatest 
athletic event in a xvoman's life, and for any athletic event 
training xxas necessao’- The mothers had been quick to 
respond. Instead of paying rather half-hearted visits to the 
antenatal hall they had, thanks to the physiotherapist, come 
to feel that something definite xvas being done for them. Too 
often in the antenatal clinic the accent had been on the abnormal 
rather than on the normal. The physiotherapist restored the 
balance by presenting the physiological aspect of pregnancy and 
making it real through a series of antenatal exercises. Instead 
of being passive examinees, the expectant mothers became 
active participators. Who could teach relaxation better than 
the physiotherapist ? Those xvho had the care of expectant 
mothers knew that the great problem xvas to eliminate fear, 
and this xvas most successfully done by proper training during 
pregnancy. Physiotherapists had done much to bring home 
to mothers the idea that labour xsas a normal process, 
and to evoke that confidence xvhich made for a happy 
labour. He thought that physiotherapists should be given 
the privilege in the labour xvard of seeing the. results of their 
instruction. 


Causation and Prexention of Deformity 

The Founders’ Lecture was delivered on the last day of the 
Congress by Sir H.xrrv Platt, xvho discussed the causation and 
prevention of deformity.' Deformity, he said, was formerly 
accepted as the inevitable accompaniment of many accidents 
and diseases, but now the emphasis xvas on prevention, and 
in such prevention the physiotherapist played an important 
part. Acquired deformity might be most conveniently 
studied in the form of joint contracture, of which he 
distinguished three main clinical types — namely, the con- 
tractures of flaccid paralysis, those of spastic paralysis, and 
those which resulted from intrinsic changes in the muscles. 
Taking as an example the contractures in poliomyelitis, he said 
that these xvere initiated by a state of muscle imbalance in 
xvhich the active muscles began to shorten. Such contractures 
in poliomyelitis might occur within the first few weeks after 
onset. They xvere in general not difficult to prevent In the 
majority of orthopaedic hospitals and clinics the old practice 
of rigid immobilization in the early stages of poliomyelitis had 
been abandoned. The limbs xxere noxv supported in correct 
postures, and as soon as they could be handled without distress 
the joints were treated by physiotherapeutic methods, so that 
by the time the patient xxas on his feel no contractures should 
be present. 

It must never be forgotten in poliomyelitis, however, that 
throughout the reeovery stage the tendency to contracture 
remained. WTien the patient began to walk other deforming 
influences were added — growth, gravity, posture, counter- 
resistance, and so on. The phxsiotherapist in charge of a 
rc-educational programme should be constantlx on the look- 
out for deformities such as lateral curvature of the spine or 
inversion of the foot, or claw foot. Perhaps the most difficult 
problem in poliomyelitis was to prevent or control lateral curva- 
ture of the spine, xvhich might be established during the first 
few xvccks after onset or might develop gradually in the first 
year xviih a spine in xvhich the equilibrium had appeared to be 
normal. The spine needed to be watched until growth was 
finished, because the deforming forces of asymmetrical posture 
and attitude might continue during the xvhole period of growth. 

In tuberculous disease, again, particularly in children, the 
joints must be protected from deforming influences lone after 
the disease itself had apparently subsided. The contractures 
in rheumatoid arthritis xvere of the usual graxity-aided type, 
modified occasionally by extreme malposture. The joints 
usually required a short period of rest and fixation, succeeded 
by purposive mobilization, still under adequate mechanical 
control. Finally, Sir Harry Platt touched upon the contrac- 
tures in elderly bed-fast patients — contractures which it was 
noxv seen could and should be prevented. The rehabilitation 
of the aged xvas a challenge to social medicine. 

' Physiotherapy under the Act 

Lord Horder, president of the Society, xxas in the chair at 
the dinner, xvhich was the closing event of the Congress. In 
proposing the health of “The Guests," he referred xvith regret 
to the fact that at the last moment the Minister of Health, who 
was expected to be the principal guest, had been detained by 
important Government business. Sir Wilson Ja.xieso.n, Chief 
Medical Officer of the Ministry, who came in his stead, 
described himself as a “simple-minded, ingenuous doctor, 
and a mere Civil Servant,” no substitute for his colourful 
chief. What xvas now called medical rehabilitation, Sir SVTlson 
lameson continued, xvas no single-handed job ; it required 
the collaboration of a number of people — doctors and nurses, 
physiotherapists and social xvorkers. That xvas why the hfmistry 
had adopted the policy of making physiotherapy part of the 
hospital and specialist serx-ices. He knew that there were good 
arguments for making it part of the general practitioner service, 
but it was not practicable to do this. There xxas a shortage of 
physiotherapists, and therefore it was necessary to use them 
xvhere maximum fadlities xvere at hand and xvhere man-power 
could be economically employed. But the Minister had sent 
to regional boards a circular asking them to extend services 
to small towns and villages where necessary and in certain 
cases to afford domiciliary treatment. Thus he hoped that in 
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course of time the service would be extended, and that quite 
a number of physiotherapists would be able to' take up part- 
time clinic service and so be compensated for any loss of private 
practice which the National Health Service had brought about. 
If there was a shortage of physiotherapists there was no shortage 
of applications for training ; the difficulty was non-availability 
of premises and lack of teachers. Speaking of the Health 
Service as a whole, Sir Wilson Jameson said that it had been 
with them for a year and would be amended in the light of 
experience. It would never be a success unless there was willing 
co-operation on the part of those who worked it and of the 
public for whose benefit it was established. There was great 
need for the education of the public in the economic use of the 
Service. “There is a limit to what the country can afford-^ 
even for health.” 

The health of the Society was proposed by Sir Harry Platt, 
who, in sketching the future of physiotherapy, prophesied 
increased specialization. In the great hospital departments 
specialization must be the rule. The toast was responded to 
by Dr. W. S. C. Copeman, chairman of council, who said that 
in 1920, when the Society acquired its charter, the membership 
was 6,070 ; it was now 17,333. He spoke of his recent visit to 
the United States, where he had found physiotherapy not as 
fully recognized and developed as in this country, but training 
facilities, research fellowships, and physiotherapy departments 
in teaching hospitals were now being extended. 


Nova et Vetera 


THE M.R.C.P. 

From early in the sixteenth century to 1858 the London teaching 
hospitals usually required their physicians or assistant physi- 
cians to be Fellows or licentiates of the Royal College of Physi- 
cians of London. This was indeed a legal obligation, because the 
College had a monopoly of licensing physicians to practise 
in or within seven miles of London. In 1858 a Medical Act 
abolished the monopoly, but the custom of the hospitals con- 
tinued with a merely verbal change — the substitution of “ mem- 
ber” for “licentiate.” After 1858 the College assigned the 
word licentiate to a qualification granted on wholly different 
terms from those imposed on the old licentiates, but granted 
a diploma of membership on the old terms — namely, a rigorous 
examination by the Board of Censors. 

In the eighteenth and even early nineteenth centuries the Col- 
lege was a small body. In 1817 there were 89 Fellows and 224 
licentiates. It is now more than ten times as large. In 1948 
there were 747 Fellows and 2,691 members. Tlirou^ the last 
half of the nineteenth century growth was comparatively slow, 
because College by-laws forbade Fellows or members to dis- 
pense medicines or practise in partnership. Early in the present 
century members were freed from these restrictions, and their 
numbers increased. In July, 1938, there were 161 candidates 
for the membership examination. After the war the number 
increased sharply ; in July, 1948, there were 596. Every reader 
knows the reasons for this, knows why just four short of the 
gallant six hundred charged the guns of Pall Mall East a year 
ago and sustained, in a Pickwickian sense, as heavy casualties 
as the heroes of Balaclava. 

Medical correspondence columns have recorded differences of 
opinion on the merits of this examination. Thus under the 
present regulations any holder of the M.R.C.S., L.R.C.P. 
diploma or graduate in medicine of a recognized university 
may submit himself for examination four times a year on pay- 
ment of a fee of ten guineas and may continue to do so until 
his patience, or his money, is exhausted. The College, very 
wisely, appointed a strong committee to inquire into the posi- 
tion, and their report (discussed in an annotation in the Journal 
of August 6. p. 327) is an interesting document. It would have 
been even more interesting to the historically minded had a 
comparison been made between the examination of, say, 40 
years ago and what it now is. Now, as 40 or 100 years ago, 
the whole responsibility rests on the President and Board of 


Censors. It is certain that in one respect the examination has 
been modernized. Down to 1924 the censors encouraged, or 
tolerated, a belief that physicians should be acquainted with 
the learned languages' ; candidates were required to attempt to 
construe a passage in Greek or in Latin. But in 1924 a candi- 
date — a lady whose clinical marks were brilliant — eschewed 
both classical questions ; she was therefore subjected to a special 
interrogation by the President and, having correctly construed 
pons varolii, approved. The registrar of that day, an excellent 
scholar, suggested, with the meiosis lovers of Horace usually 
display, that such a test verged on the farcical ; so obligatory 
Latin (or, Greek) was eliminated, and, perhaps, the censors of 
the eighteenth century turned in their graves. 

Major Greenwood. 


Reports of Societies 


. ASPECTS OF LEUCOTOMY 
U.S.A. SYMPOSIUM IN LONDON 
The presence in this country of a number of American psychia- 
trists returning from the fourth Congress of Neurology at Paris 
was made the opportunity for calling a special meeting of the 
Section of Psychiatry of the Royal Society of Medicine on 
September 12 and 13. The chairmen pt the four sessions were 
Dr. J. R. Rees, Dr. W. Rees-Thomas, Sir Henry Dale, and 
Professor F. L. Golla. 

Theoretical Considerations in Brain Surgery 

An opening paper on the theoretical aspects of frontal 
leucotomy and similar brain operations was read by Dr. 
Paul H. Hoch, of New York City. From observations on 
patients who had undergone operation he concluded that the 
basic intellectual and emotional life of the individual, necessary 
for the functioning of his personality, was not located in the 
frontal lobe alone but distributed over the cortical areas and 
in the corresponding thalamic regions. It was nevertheless 
possible that the highest functions, such as creativeness, 
planning, and fusion of intellectual and emotional per- 
formance,' were to be ascribed to the frontal lobe. The ditose 
distribution of psychic functioning in the thalamus and cortex 
did not mean that the brain always acted as ,a whole but that 
these functions were distributed and safeguarded by diffusion all 
over the cortex. There were concentrations of function in 
certain areas, which areas could interfere more than others ■with 
psychic activity, but the view that elementary intellectual and 
emotional functioning could be located in certain areas, and 
that there were centres for basic personality traits and iives, 
was not tenable. Alterations of personality could be brought 
about by ablating the cortex, operating on the thalamus, or by 
cutting the connexions between the thalamus and cortex. To 
achieve therapeutic results it was necessary to remove a certain 
amount of cortex or to interrupt a certain proportion of cortico- 
thalamic connexions. If not enough pathways were cut or not 
enough cortex was detached, no improvement would result ; if 
too much was done, marked personality damage was produced. 
Professor Hoch added that he did not want to convey the idea 
that other factors did not enter into personality changes, but he 
believed that the quantitative factor, especially in relation to 
pathways or connexions, should be carefully studied and 
evaluated. 

He also devoted some attention to the problem of changes in 
personality which attended the operative results. Clinically the 
most conspicuous impairment was a certain inertia or apathy. 
The patient showed no sustained effort, no drive to creative 
achievement, no foresight. A “ don’t care ” attitude developed. 
The depth of emotional experience was reduced and social 
sentiments often impaired. These personality changes, which 
were not always permanent, were, he believed, due principally 
to the elimination of anxiety, tension, and ego awareness. “ Our 
society is built on a certain amount of anxiety. Without it, no 
socialization of the human being would be possible.” . Anxiety, 
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sublimitcd. performed as creative energy. The elimination of 
this anxiety involved personality damage. 

" Howewr, this dees not mean that brain damage is absotutciv 
neccssaty to achieve results, though some maintain this \icw. We do 
not know the optimum operation yet. It is possible, as some of the 
recosened eases indicate, that the operatfon can be balanced well 
betsseen syariptom-reduction and damage. In most instances to-day 
we probably’ damage more than necessary. Our present methods of 
eperation are crude and not reliable, but the question is open, and 
will haw to be investigated further." 

It was possible, in his opinion, to relieve the patient of his 
symptoms and not indict a great deal of damage to the person- 
ality. Successful transorbital lobolomies indicated this clearly. 
With more knowledge of what amount of cortex should be 
detached or what pathways should be cut an ideal operation 
was conceivable which would cure without impairment. 

Safety and EfTectivencss of Lcucotomy 

Dr. Walter pREEStAK. of Washington, said that safety and 
effectiveness were the two main considerations in choosing an 
operation for the relief of mental disorder, but accuracy was 
coming to be an important feature, and availability was also 
stressed in view of the large number of patients who were being 
considered for psychosurgery. Safety had already been achieved 
in large measure. The various operations on the frontal lobes 
had never carried as high a mortality as 10" in any consider- 
able scries ; usually the mortality had been about 3%. and some 
teams claimed 1% or less. 

Effectiveness was largely dependent on the psychiatrist. 
Brazilian psychiatrists apologized for poor results, stating that 
only the most chronic and deteriorated patients were operated 
on. The English Board of Control, in publishing in 1947 the 
results of 1.000 leucotomics, found a direct relationship between 
the duration of the psychosis and the results of operation. 
Topectomy had brought precision to operations upon the 
frontal lobes in that symmetrical areas had been removed. 
Research had shown that most leucotomics were unnecessarily 
extensive. The selective leucotomy used largely in England 
was also proving the value of limited operations. 

Dr. Freeman said that he and J. W. Watts had studied the 
plane of section in relation to social effectiveness, and had found 
the following: “Incisions made 10 mm. behind the sphenoidal 
ridge would, in most instances, relieve a severe chronic psychosis 
and enable the individual to engage in a simple occupation. 
Incisions 15 mm. or more behind the sphenoidal ridge result in 
helpless invalidism. Incisions anterior to the sphenoidal ridge 
permit the patient, if relieved of his psychosis, to engage in 
constructive work and also to enjoy recreational, social, and 
intellectual pursuits.” 

Leucotomy and Shock Therapy 

A comparison between psychosurgery and shock methods was 
given by Dr. LomvR B. Kalinowsky. The indications for the 
two procedures, he said, did not overlap as often as might be 
expected. In most cases shock treatments could be applied to 
the utmost before surgery was considered, but there were 
many other cases in which shock therapy was not indicated. 
Selection of patients for psychosurgery was one of the most 
responsible tasks for the modem psychiatrist. It was a new 
challenge to them to revive objective means of diagnosis, to 
adhere to a well-established terminology, and thus to arrive 
at a diagnostic grouping resembling so far as possible the 
diagnostic methods in other fields of medicine. 

After a long discussion on what constituted adequate shock 
treatment. Dr. Kalinowsky went on to claim that there was no 
evidence that previous shock treatment added to the hazards of 
surgery. No relation between convulsive therapy and post- 
operative convulsions must be assumed; convulsive therapy 
did not predispose to epilepsy, and was even used in its treat- 
ment. Schizophrenics who failed to respond to shock therapy 
fell into three groups; those who for some reason failed to 
respond although they belonged to a category of schizophrenia 
which usually responded well ; those who offered poor prospects 
for any treatment ; and those for whom shock treatment was 
scarcely indicated. Patients in the first of these groups should 


be submitted to surgical treatment rather early before deteriora- 
tion set in. For those in the second group, mostly hebephrenics, 
p.sychosurgcry should rarely be recommended; their clinical 
level might be temporarily improved by an occasional E.C.T. 
In the third group psychosurgery was from the outset superior 
to shock therapy, and would have an increasing importance 
when it was learned how to avoid the side-effects of the opera- 
tion. To this group belonged schizophrenics in the younger 
age groups with predominantly neurotic symptomatology ; they 
were often wrongly diagnosed as neurotics, but closer observa- 
tion revealed somatic delusions, bizarre expression of symptoms, 
and occasional hallucinatory experiences. Another group with 
a poor response to shock therapy but gratifying results follow- 
ing psychosurgery were cases of late schizophrenia with a 
predominantly paranoid symptomatology and well-preserved 
personality. 

This speaker also discussed the question of relapses after 
shock therapy and psychosurgery respectively. The worst draw- 
back in all shock treatments was the tendency to relapse. Even 
in adequately and successfully treated eases the rate of late 
relapses was considerable. But true relapses after leucotomy 
were rare. A leucotomized patient who had reached a certain 
equilibrium, even if the result was only fair, would not easily 
relapse. 

Another difference to which he drew attention was in the 
patient's post-treatment amnesia for his symptoms. The insulin 
patient often had good insight and remembered most of his 
pathological experiences. The E.C.T. patient remembered little 
of his sickness. The leucotomized patient, if he lost his symp- 
toms, had hardly any insight and even denied any improvement. 
The patient who had undergone shock therapy realized the 
difference and was usually very grateful ; the leucotomized 
patient never. Both procedures left many basic questions open, 
but while something was known about the mode of action of 
psychosurgery nothing was known about the manner in which 
shock treatments worked. 

Physiological Basis of Shock Therapy 

Professor E. GELLnOR.N followed with a discussion of the 
physiological basis of shock therapy. His argument was that 
the procedures employed in shock therapy acted primarily 
through central autonomic discharges and through their effect 
on the cerebral corte.x. In the experimental animal the tech- 
niques used in shock therapy for mental disease invariably 
excited the hypothalamic sympathetic system. He suggested 
that this state of heightened hypothalamic and medullary dis- 
charges resulted from two fundamentally different mechanisms. 
Insulin hypoglycaemia and barbiturate medication overcame the 
inhibition of cortical control ; in convulsions induced by electric 
shock or metrazol direct excitation of these centres appeared 
to be the mechanism primarily involved. His theory was not 
that insulin coma and electrically or chemically induced con- 
vulsions acted through the secretion of adrenaline, but that 
these procedures greatly increased the reactivity of autonorm'c 
centres which in turn might influence the brain in such a manner 
as to restore normal behaviour. 

Recent Techniques 

A new technique in leucotomy was demonstrated by Dr. 
4Valter Freex/a.v, of Washington. This was a modification 
of transorbital leucotomy, an operation which did not attract 
much attention until 1947 and, although a quick and safe 
method, gave disappointing results in the large number of 
chronic schizophrenic patients who were naturally considered 
for operation. Studies were therefore undertaken on the 
cadaver to ascertain whether the incisions could safely be 
extended so as to sever a large proportion of the radiation 
from the thalamus to the frontal pole. This proved easier than 
could have been expected. Merely by elevating the handle of 
the instrument when the point was in a certain position within 
the frontal lobe it was found possible to sever this radiation 
opposite the head of the caudate nucleus, and without addi- 
tional danger to important vessels. By this new twist, which 
he termed the deep frontal cut, transorbital leucotomy could 
be made as extensive anatomically and as effective clinically as 
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1600: T/ie specifics commonly used for moist asthmas are the roots 

of Cucko7vpitit, Hyssop, Horchound .... the syrup or volatile salt of 
Tobacco ; Gum Ammo)iiac {above all) dissolved in vinegar. Compound 
Spirit of Verdigrise, dulcify'd Spirit of Nitre, Turpentine .... Balsam 
of Sulphur . . . . Juice of Woodlice with wine {an incomparable 77iedicine) 
a>id the carihinative spirit if the sto7nach be disordered. 

Michael Etmuller, Professor of Physic, Leipzig. 

Today : The “ incomparable medicine ” in bronchial asthma is ‘ Neo- 
Epinine.’ Patients obtain relief without the discomfort of repeated injections, 
the side-effects of adrenaline, or the sleeplessness of ephedrine medication. 

‘ Neo-Epinine ’ is administered sublingually as a compressed product or 
by oral inhalation as Spray Solution. 

$ 

‘N EO-EPININ'E.!. 

ISOPROPYL rt or ADRENALINE SULPHATE 


BURROUGHS WELLCOME & CO. (the Wellcome foundation ltd.) LONDON 
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Because the satisfactory results from clinical tests with Ribena 
have confirmed the belief that hypovitaminosis C predisposes 
to defective dentition and gum infections. Because, moreover, 
natitral vitamin C, in the form of blackcurrant syrup, has been 
shown by practical experience to be a most valuable adjimct 
to local therapy in ulcerative'stomatitis. Further, more specific, 
information gladly supplied to members of the medical profession. 

Ribena is the pure undiluted juice of fresh ripe blackcurrants 
with sugar, in the form of a delicious syrup. Being freed from 
all cellular structure of the firait, it will not upset the most delicate 
stomach. It is particularly rich in natural vitamin C (not less 
than 20 mgm. per fluid ounce) and associated factors. 




BLACKCURRANT SYRUP 

(SIBBS NIQRA) 

R,W.Cart«r& Co.Ud.(Dept 4A. )»TheRoya! Forest Factory, Coleford,GIos. 

Eire . — Inquiries should he addressed to Proprietaries (Eire Ltd., 

X'7/22.y Parkgate Street^ Dtihlin. 
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Correspondence 


Rese.irch in Renat Disease 


Sir. -it is pnvtifying to receive, both in your columns and 
priv-ately. such encouraging support for the phn outlined in 
my letter (M.ay 21. p. 910) to secure for nephrology the status' 
of a mator medical specially .and the facilities for developing 
it in the b«t way— in particular, university recognition and 
the foundation of one or more institutes of nephrology. 

Many specialties arc now in the queue for reorganization as 
independent but integrated regional or national special seniecs, 
and 1 Venture to suggest that none has greater claim to priority 
than nephrology : first, because renal disease is probably the 
commonest cause of death in this country ; secondly, because 
there is no organization for dealing on an adequate scale 
with the problems of patients sufTcring from these disorders, 
whereas most other specialties have some kind of organization 
which enables them to function, if inadequately; and thirdly, 
because of the exceptionally long period required for the 
training of personnel. 

Provided the will is present there does not seem to be any 
insuperable dilTieully in making a modest beginning forthwith 
by establishing at least one model renal centre of this kind, 
and it is to be hoped that action along these lines will speedily 
be taken. 

A unique opportunity is now offered for establishing on a 
sound basis what is virtually, as an organized discipline, a new 
specialty. Unless it is seized there is a danger that hospitals, 
not necessarily of the' most suitable type, will set up token 
units of a few beds in charge of those without adequate training 
and experience, and the serxice will be discredited at the 
outset It is within my knowledge that several units of this 
kind are already in contemplation. 

WTiile opportunities should ne\cr be denied those wishing to 
take a special interest in any branch of medicine, it is essential, 
if the best candidates are to be attracted to the new service, 
that the staff should be recruited from among those who have 
fitted themselves by training for this special work. 

I have been asked why in my previous letter I staled that 
nephrology should be based on a university postgraduate renal 
hospital and school, and not on an undergraduate leaching 
hospital as are most other specialties. The reason is that in 
my experience the highest standards of practice, nursing, and 
routine laboratoo' work in a specialty so dependent upon 
accurate detail as nephrology' are unattainable in a general 
hospital, where the sharing of ancillary services is inevitable ; 
and still less in an undergraduate teaching hospital, where 
in addition the emphasis must lie on general principles rather 
than on scientific detail and advanced technique. 

At the same time there are aspects of research in renal 
disease that can best be approached in a general hospital. It 
is important, moreover, that undergraduates and student nurses, 
as part of their general training, should see in a properly 
organized department run by experts what can and what cannot 
be done for patients suffering from renal disease. In my view, 
therefore, every first-class general hospital should have its own 
largely autonomous and self-contained renal unit linked with, 
and staffed by, the central renal hospital and school. Organized 
in this way, every unit in the renal service would be brought 
not only directly’ but effectively under university influence. — 


1 am, etc.. 
London. W.l. 


A. A. OsMA-V. 


Reform in Medical Education 

Sir, — Your educational number and the letter of Dr. R. D. 
Lawrence (September 10, p. 594) are welcome indications of 
the realization of the necessity for radical reform in medial 
education in this country. Dr. Lawrence rightly remarks that 
teaching ability is a minor consideration in appointments to a 
leaching hospital. His outlook, limited as it is by tradition 
and practice, leads him to suggest that the natural source of 
medical teachers arises amongst the registrar type. 


BxmsH 
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Now it is universally admitted that one of the most impor- 
tant points in the teaching of clinical medicine is the recogni- 
tion of disease in its earliest manifestations. One wonders how 
often the registrar type sees disease in its early stages Hi* 
most successful clinical teacher is he who can help the student 
to hear the faint voice of the patient's tissues talking through 
the patient's voice, and to continue to listen to that voice ignor- 
ing the siren voice of the patient's mother and the stn'dent voice 
of ihc patient's wife. 

The natural source of this ability h the type of doctor who 
is accustomed to seeing disease in its earliest form, and who 
h.'is learned to ignore the fond but foolish mother and the 
clanking of the matrimonial ball-and-chain. He is, of course, 
the experienced general practitioner, and no medical institution 
would be complete without a corps of teaching practitioners 
who would give the benefit of their valuable experience to 
medical students, the majority of whom are destined to follow 
in the footsteps of their teachers. — I am, etc.. 


Distinction Awards 

Sir,— I t is true that private practice still remains at the 
disposal of those who feel that their merit deserves remunera- 
tion, as we are reminded in a letter on distinction awards 
(August 27. p. 484). I believe it would sorely tax the wisest 
to diagnose this attribute in a colleague, and indeed the word 
is incapable of precise definition. Grades of merit, failing 
more accurate definition, are therefore impracticable. 

The assumption that it is merit that wealthy people are 
peculiarly capable of diagnosing and prepared to reward is, 
of course, no more true Than that a full-time hospital doctor 
is necessarily less meritorious than his part-time colleague. — 
1 am. etc., 

Ucton.rear Huejenr.cM, GeORCE JENNTNGS. 


Srn.^ — Dr. F. M. R, Walshe and his supporters have failed 
to find an equitable method of assessing merit. To conclude 
from this failure that available funds must be handed back to 
the Treasury is as feeble as it is improvident; to condone, by 
reason of this failure, a standard salary to all consultants is 
to surrender to the commonplace mind, which Dr. IV'alshs 
once attacked so brilliantly. 

Distinction in medidne may be interpreted now, as ever, as 
distinction in professional service to the community. Financial 
reward in proportion to the value of such service is both 
attractive and just ; the budding consultant needs some such 
stimulus, and will not be misled by hocus-pocus about the 
rewards to be gained in private practice in the future. 

I agree with your correspondents who reject the idea that 
consultants (or any committee of them) can offer a competent 
or unbiased opinion upon their own or their colleagues’ value 
to the community, and it is this aspect alone which threatens 
the profession with internal strife and undesirable practices. 
In an attempt to be constructive I wish to draw attention to a 
body of reasonably impartial observers who are available to 
effect the necessary comparisons, and whose assessments have 
decided consultants’ monetary rewards in the past to the 
apparent satisfaction of all parties. I submit that general practi- 
tioners are still in a unique position to assess all of the follow- 
ing essential components of their consultants’ service to the 
public ; (1) Clinical and technical competence. (2) Industry. 

(3) Sense of responsibility and courtesy to colleagues— e.g., 
promptness and quality of reporting to the family doctor. 

(4) Maintenance of morale in hospitah as shown, for example, 
by readiness of “ firms ” to accept cases at night. (5) Efneienev' 
of out-patient organization and overhaul of waiting-h'sts. The 
higher the standard reached in these aspects of service, for 
each of which 1 hold the consultant responsible, the greater 
the benefit to the public and the greater the entitlement to 
reward from the public purse. 

My suBcestion is that the awards be made in proportion to 
the Votes 'gained in the respective departments and specialties 
at an area ballot in which G.P.S will record their preferences. 
Sums of money should be set aside for distribution to teachers, 
research workers, and other specialists whom the family doctor 
is not competent to compare. Teachers could he awarded in 
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proportion to the votes of their students, research workers by 
a body elected by themselves for the purpose, and workers 
such as anaesthetists by surgeons or others competent to assess 
them. The ballots should be held every, say, two years, in 
order to keep the recipients on their toes. 

It will be appreciated that this suggestion does not involve 
any radical change. Consultants will be supported by those 
they serve well, as in the past, and the die-hards should experi- 
ence no anguish in adapting themselves to what would merely 
be a novel method of expression of the family doctor’s 
approval. — I am. etc., 

Sheffield. 3. B. BURNS. 

StR, — In your issue of September 3 (p. 545) you published 
two letters on the subject of distinction awards. In one Dr. 
C. C. Beatty suggests — rather flippantly — the possibility of a 
points system ; in the other Mr. F. Ridley not only treats the 
question with the seriousness it deserves but draws up a detailed 
plan. 

I am gratified to see (hat in section 1 of this plan he awards 
marks for an arts degree. Never has a high standard of culture 
been more needed by consultants than to-day. The standard 
attained by a minister should not be unattainable by any 
consultant worthy of the name. 

In section 2 it is surprising — or is it in these days when the 
mighty are being put down from their seat and the humble 
exalted ? — to find the undergraduate teaching hospital rated 
lower than the postgraduate teaching hospital. Mr. Ridley’s 
outlook is in keeping with the times. 

As regards the marks he would award to local presidents and 
secretaries of medical academic societies, I foresee a hitherto 
unknown attendance and enthusiasm on the part of their mem- 
bers if elevation to the presidency and secretaryship may mean 
a higher category and a greatly increased income. There are, 
I think, other and less desirable consequences likely to ensue, 
but their nature can be left to the imaginations of the readers 
of this correspondence. 

Section 3 provides a new version of an old adage, for 
should Mr. Ridley’s plan be found acceptable to the authorities 
the pen will prove thenceforth far mightier than the scalpel 
and the stethoscope. Already an aspiring consultant can scarcely 
hope to gain recognition unless he publishes thousands and 
thousands of words — usually of no world-shattering importance 
— in accredited medical journals. One’s reason reels when 
one contemplates the outpouring of words there is certain to 
be when he recognizes that his publication may qualify him 
to receive as many marks as he can win by spending fifteen 
years or more on the staff of an undergraduate teaching 
hospital. 

At first my heart went out in sympathy towards the members 
of the awards committee, as in my mind’s eye I watched them 
reading closely all the published work of all consultants ; but 
then I saw a better way. Who after all is best qualified to judge 
the value of a contribution to the press ? Surely its author. 
In such a case let him assess his own marks. Thus will the 
awards committee be relieved of this part of its onerous and 
invidious burden and an egalitarian spirit be fostered. 

A further sign of the times is the fact that Mr. Ridley, so 
far as I can see, attaches no value to such vexatious and in- 
tangible considerations as clinical acumen and judgment, or 
operative skill, which the old-fashioned generation to which I 
belong used to think of some importance in the make-up of a' 
consultant. Nevertheless, he may be right, for under the new 
regime they would seem destined to be increasingly discounted 
as time marches on. — 1 am, etc., 

I-ordon. \V 1 I. W. LINNELL. 

Sir. — Sir Henry Dale has recently written, “ Science is one’ 
of the human activities which can only live in freedom. If 
anyone would know what would happen to it in the strangle- 
hold of official t% ranny, he should read this terrible indictment.” 
This is part of an introduction to John Langdon-Dawes’s book 
on the Lysenko affair. Communistic science is a branch of 
ideological politics. 

Dr. Boldero’s recent letter to the British Medical Journal 
(September 10, p. 5941 is fundamentally an expression of similar. 


although less complete, servitude to the State,' and the same 
acquiescent attitude has been true of those who have taken his 
view that medicine as such must surrender its essential freedom 
to political considerations. It is not without significance that 
many prominent members of the profession holding this view, 
and who have helped to enforce it, have been deans, and very 
successful deans, of medical schools. The Whole outlook and 
training of a dean is one of honest and faithful subservience to 
'an institution. That of a scientist is independence, and, ii 
necessary, defiance of authority. 

Sir Hartley Shaweross has recently spoken very forthrightly 
against the nationalization of the legal profession, indicating 
that such a step would be towards totalitarianism. Law, how- 
ever, is essentially an administrative activity and is not founded 
on continually growing, living sciences. But medicine, in whose 
independence Sir Hartley is not so interested, is founded on 
physiology, chemistry, physics, psychology, and many other live 
activities of human civilization and development It was all the 
more essential that medicine, which in itself is partly, at an\ 
rate, a branch of active science, should not have fallen under 
the domination of the Slate. 

Science in the past has frequently had to hold up its head and 
indeed suffer in opposition to the political powers of the day. 
Galileo was one example, and it was Pasteur who said, “ Toiii 
le inonde est contre moi.” This view of medical scientific free- 
dom is one that has been renounced by Dr. Boldero and those 
who have felt and acted as he has done, and who have given 
precedence to political considerations. The present difficulties, 
of which that of the distinction avvards is at the moment most 
prominent, are merely examples of further steps into the mire, 
and are unavoidable by those who have strayed from the 
sound way of following principles rather than expediency. If 
medicine is to save itself from the political quagmire it will have 
to retrace its steps painfully and with great difficulty, turning 
its eyes again to those fixed principles and steadily refraining 
from following political will-o’-the-wisps. — I am, etc., 

London. W.l. GEOFFREY BoURNE. 

4 

Sir, — ^T he battle of distinction awards has been won and lost. 
After full debates in correspondence columns and medical 
committees it seems clear that a majority of consultants do not 
propose to offer effective opposition to their imposition. But 
the issue was closer even than it now seems in retrospect, and 
many of the majority only reluctantly came to their decision 
and after many hesitations. What of the minority ? That their 
case cannot be dismissed by superficial explanations is proved 
by the very existence of a powerful revolt against increased 
monetary rewards, led by men of whom many might legiti- 
mately be regarded as possible recipients of such rewards. The 
arguments influencing the minority have been variable, those 
most stressed being the practical difficulties of distinguishing 
between true distinction and garnished mediocrity, and the fear 
that the scheme would widen divisions both among consultants 
themselves and in the profession at large. 

Although less clearly formulated, I believe that two other 
powerful arguments have exerted even greater influence. VSTiile 
no financiers, we suspect that in the present state of the counuy 
and the world the theory of financial rewards of the whole 
health scheme rests on fallacious foundations. And, more 
important still, we believe that the almost complete reliance 
on the State which the acceptance of the distinction awahds 
implies means the disappearance of an independent medical 
profession. Tf such is our faith, what should now be our 
action ? I suggest we can do no other but individually inform 
the awards committee that we do not wish to be considered 
and request that our names be so listed when the awards are 
published. Thus we may provide a leaven of sacrifice which 
will preserve the soul of medicine. — ^I am, etc., ' 

London. W.l. DaVID H, PaTEY. 

Sir, — I t is of interest to record how very closely the opinions 
of the consultants of a non-teaching group on distinction awards 
agree' with those of your Leeds correspondents (August 27, 
p. 484). It was the unanimous view of the Medical Advisory' 
Committee of the Chelmsford Group that the reward' for 
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exceptional merit for the part-time consultant would be most 
accurately assessed and most suitably adjusted by the maintenance 
of reasonable facilities for private practice, and that for those 
consultants undertaking hospital duties of similar responsibility 
the con-ect method of remuneration was “ the rate for the job." 

Distinction awards based on p.ast records assessed by a com- 
mittee without personal knowledge of the consultant or his 
present work were generally regarded as most undesirable. They 
would be embarrassing to the recipient and unfair to colleagues 
with precisely similar duties. Even if this system was desirable 
it would be manifestly impossible to alloc.ite the awards with 
justice. 

1 do not think these views are exceptional. They may be 
taken as a random sample which represents the opinion of 
part-time consultants throughout the country, and it is a 
calamity that this scheme, full of dangerous potentialities, has 
been accepted without obt.aining the opinion of those most 
vitally concerned. 

The continued existence of the part-time specialist pre- 
supposes legitimate opportunities for private practice. At the 
present time this is slowly being reduced by the very high 
charge; made for private accommodation in hospitals and the 
progressive conversion of such accommodation to other 
purposes. Tliis policy calls for review. 

The situation is otherwise for whole-time medical oflicers and 
research workers. In the past they have been less favoured and 
in their case rewards for special merit may be more fairly 
assessed and more reasonably granted. 

1 do not believe that " the considerable sum of money allo- 
cated for these awards" (Dr. H. E. A. Iloldero, September 10. 
p. 5‘>41 will blind part-time eonsuhants to their many 
objectionable features. — 1 am. etc., 

OcleisterJ. H. B.STIIURST NORMAN. 

Surfeit of Diplomas 

Sir. — N ow that thoughts are directed at last towards planning 
a satisfactory medical education to form a sound basis for the 
complicated structure of medical practice in this country, it is 
meet that all of us who feel strongly on the matter, should con- 
tribute. Mv contribution here is on the problem of multiple 
academic degrees. Generally speaking, all concerned arc 
agreed that a change must come about ; indeed, it has been 
forced on us by events. However, in putting it into effect 
there arc two opposing camps : (I) The conservatives, who 
believe in keeping multiple degrees and would merely improve 
things as they are ; (2) the radicals, who advocate the abolition 
of multiple degrees and the adoption of the American and 
Continental systems. Recognition of the specialist and teacher 
would be by work done and published, and by common agree- 
ment am.ong colleagues and patients. 

It seems to me. as a specialist struggling with the odd and 
wasteful process supported by this first group and reluctant 
to approve changes supported by the second group, that the 
near-ideal compromise has not been stressed sulhcienlly. British 
medicine has a long and glorious tradition, and has maintained 
Its high standard throughout the world for many years. There- 
fore. to imitate others seems like a retrograde step. At the 
same time all criticism recently levelled at the multiple degrees, 
particularly the M.R.C.P., with which I am most acquainted, 
is sound and demands urgent attention. A compromise might 
perhaps be reached on the following scheme. 

(!) The standard of the qualifying degree throughout the 
British Isles should be unified, and perhaps modelled on the 
M.B.(London). The degree might be taken anjxvhere in the 
universities, but the examination and its administration should 
be centralized. This would abolish immediately the necessity 
of having such examinations as the M.R.C.P. and F.R.C.S. as 
they novv stand, the only use of which is to make sure that 
the prospective consultant is a sound doctor. Incidentally, 
by such a measure the level of medical education and training 
for general practitioners will be raised, and it would be unneces- 
sary for the better ones to prove that they arc better by 
taking a Membership or a Fellowship — or. worse, some extra 
specialist decree bearing no relation whatever to their interest 
and practice. 


. (2) Those intending to practise in some specialist branch of 
surgery or medicine vvould then proceed on a postcraduate 
course of training for a sufficiently long period — at least two 
and a half years — culminating in som.e such specialist decree 
as the D.P.M., D.C.H., or M.R.C.O.G. These decrees also 
should be uniform and centralized to prevent present anomalies. 
This would ensure that a man practising as a specialist received 
adequate training in his chosen speciaUy. Progress from this 
stage (Registrar Class 1) onwards would be entirely on personal 
merits, clinical and scientific published work, and the acknow- 
ledgments both of colleagues and patients. No further ti.-Tc 
should be wasted in the acquisition of degrees. 

(3) Those intending to specialize in major surgery or medicine 
vvould proceed on a similar course, perhaps of longer duration — 
say, five years— and culminating in an examination for .Member- 
ship or a Fellowship. Here again further progress should be 
on the principles mentioned above, 

(4) Those intending to become teachers or research workers, 
or those who wished to improve whatever status and knowledge 
they had, should have an opportunity to take an M.D. or an 
M.S.. or the equivalent, by thesis and examination on their 
thesis only. 

•Thus, a pathologist would have an M.B. and an M.D. in 
pathology ; a psychiatrist an M.B. and a D.P.M. ; a physician 
an M.B. and M.R.C.P. ; a teacher in paediatrics an .M.B., 
D.C.H., and M.D.(Pacdiatrics) ; and a teacher of medicine an 
iM.R.C.P., .M.D.. and eventually a Fellowship. There should 
be no hindrance to the election to an Honorary Fellowship 
to all those who, in the opinion of the College, deserve such a 
distinction. I vvould suggest that some such scheme vvould 
do away with most of the evils of multiple degrees and yet 
preserve the essentials in the traditional svstem of British 
medicine ; it vvould satisfy all but the most sanguine. — I am. 

D. Cappon. 

LorJon. S.E.;'. L.M.S S.A., L,R.C P.. M.R.C3,(EojIar.<l), M.B.. 

B S.(Loneoa). .M.R C.P.(Eembursh), D.P..VI.(EnsIlne). 


Sir. — 1 read your erudite article on the above-mentioned 
theme (September 3, p. 520) with considerable interest. I feel 
that never was there a time when various public bodies were 
so degree- and diploma-conscious as they are to-day. and seek 
to equate an impressive string of appendages to one’s name 
with clinical prowess which may by no means be the case. 

In this connexion is there not perhaps a surfeit of final 
qualifications ? In a typical London medical school students 
are preparing for at least five different qualifying “ finals ” — 
those of the older universities, London University, the Roval 
Colleges, and the Society of Apothecaries. Matters are com- 
plicated by the fact that they are all held at different times of 
the academic year. I hinted in a letter published in 1947 
that it might be worth having one qualifying examination, 
as is the rule on the ContinenL and that it be held not more 
than twice a year so as to disturb as little as possible didactic 
continuity, ’ 

All clinical students work under the same chiefs, attend the 
same lectures and out-patient classes, and frequent the same 
ward rounds and operating lists, and yet are working for 
different examinations. I do feel that standardization of the 
finals is a very urgent academic reform which would be 
appreciated by clinical teachers throughout the country. WTen 
all is said and done, the actual standards of the various finals 
do not varv an enormous amount, as candidates take the same 
subjects in all cases. Perhaps the M.R.C.S. is a trifle stiffen 
than the B.S., and the obstetric examination of the Society 
of Apothecaries is probably the stiffest obstetric final of any 
qualifying body, owing to its process of elimination after the 
paper and vivo voce parts of the examination. 

All these finals make for bad feeling between students, the 
older universities tending to frown on London University and 
the university candidate feeling superior to those taking the 
various qualifying diplomas of greater historic origin. - 

I feel overseas visitors to Britain must be well-nigh bewildered 
bv the lone list of British medical degrees and diplomas offered 
by numerous academic bodies. Academic medicme could well 
be simplified. — I am, etc., 

^ J. B. GuR-vev Smith. 

Epsom. 
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Tuberculosis : Certain Unexplained Mortality Figures 

Sir, — M r. Walter Elliot has drawn attention (August 6, 
p. 297) to the rise in the death rates for pulmonary tuberculosis 
in Scotland since 1939, and has invited suggestions for solving 
the problem. 

Of the three possible types of causes for an increase in the 
death rate due to tuberculosis Mr. Elliot has mentioned environ- 
mental and bacteriological causes. A third group of causes 
for the increase in the death rate comprises those of a statistical 
nature. Apart from the effect of a rise in the age-specific 
death rate (civilians) for the age groups 15-34, due to recruit- 
ment of the healthier individuals, there is another type of 
statistical cause which may account for a good deal of the rise 
in death rates. 

Not only can the depletion in the number of persons at risk in 
certain age groups and the resulting increase in the age-spccific death 
rate push up the crude death rate, but an increase in the population 
at risk in the critical age groups, without a change in the age- 
specific death rates, can have the same effect on the crude death 
rate; and it is the crude death rates only with which Mr, Elliot’s 
analysis is concerned. 

That something of this type of cause is responsible for the increase 
in the death rate in question becomes apparent if we examine (1) the 
change of death rates due to tuberculosis with age, and (2) the change 
of the age structure of the population in Scotland within the relevant 
period. 

(1) The highest death rates due to tuberculosis of the respiratory 
system for Scotland in 1945 are for males in the ages from 1S-4S, 
and for females from 15-34. We can get an idea of the age distri- 
bution of deaths due to tuberculosis by calculating the median age 
of death together with the interquartile range, giving the ages around 
the median age within which 50% of deaths due to tuberculosis 
occurred. For Scotland in 1945 we then find for males a median 
age of 38.3 with an interquartile range from 25.4-52.8, and for 
females a median age of 26.8 with an interquartile range of 19.5-33.0 
years. 

(2) The change of the age structure of the population of Scotland, 

on the other hand, can be epitomized by saying that Scotland has 
an ageing population. That is to say that the older age groups are 
becoming increasingly important. By “older" is here not meant 
only the age groups of the very old, say from 65 upwards ; the ageing 
of a population is characterized by a relative increase of all age 
groups except those of infancy and childhood. ' 

This can be visually demonstrated by using the concept of the 
so-called population pyramid (Crew, Measurements of the Public 
Health, p. 32'). Looking now at the population pyramid for Scotland, 
we find an excess of persons in what has been shown above to be 
the most critical periods of death from pulmonary tuberculosis — 
i.e,, from 15-55, males and females together. This must have the 
effect, by itself and even without an increase in the age-specific death 
rate due to tuberculosis, of pushing up the crude death rate due to 
tuberculosis, because the age groups for which the risk was greatest 
have now greater weight than in former times. 

An explanation of this kind does not, of course, exclude a simul- 
taneous rise in the age-specific death rates. It would, however, 
strengthen the argument put forward here if it could be shown that 
the change in the age-specific death rates during these years was less 
pronounced than that in the crude death rate. The Table gives the 
civifian death rate per 100,000 of the population at the critical ages 
from 1939-46. 


Age 

Groups 


1939 

1940 

1941 

1942 

1943 

1944 

1945 

1946 

15-24 

u 

64 

95 

89 

102 

89 

100 

102 

84 

25-34 

F 

102 

111 

134 

142 

143 

143 

124 

137 

M 

82 

114 

129 

114 

136 

132 

142 

94 

35-44 

F 

33 

91 j 

96 

99 

97 

103 

120 

128 

M 

97 

II3 

107 

95 

113 

106 

108 

102 

45-54 

F 

48 

52 

53 

51 

51 

53 

42 

53 

M 

106 

125 

115 

112 . 

no 

102 

101 

119 


F 

36 

34 

36 

32 

25 

21 

27 

29 


The features of this Table which would seem to confirm the 
explanation given above are, briefly; i' 

(11 The age-specific death rates for the age groups 15-34 years, • 
whose increase up to t945 must no doubt be partly put down to 
the recruitment of healthy individuals from 1939 onwards, show for 
males in (946 a surprisingly deep drop. Since this drop is not 
reflected in the overall death rate for 1946 it would seem to support 
the statistical explanation given here. Female death rates, however, 
in these age groups show no such drop, and we must assume some 
physical cause to be operative here. 


^5(2)^There is no consistent rise in the death rates for the age groups 

The question now arises why such an effect of an ageing popula- 
tion upon the death rate due to tuberculosis should be less pronounced 
for England and Wales, which, as is well known, have also an 
ageing population. The population pyramid for Ehgland and Wales 
for 1947 seems to provide the answer. The pyramid is based upon 
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the civilian population estimated for the middle of 1947 by the 
Registrar-General, males and females together, and is made 
symmetrical because I have not before me reliable figures for males 
.and females separately. 

The critical age groups, 15-35 years, present a very different 
picture in the two pyramids for England and Scotland. Where- 
as they are bulging out in the pyramid for Scotland, indicating 
greater weight in these age groups, they are receding in the 
pyramid for England and Wales. TTiis means that the purely 
statisfical cause for the increase in the death rate due to tuber- 
culosis — Viz., the greater weights of the critical age groups— 
would. not operate in England, — 1 am, etc., 

Bristol. 8. G. HeRDAN. 


Myxoedemalous Madness 

Sir, — ^T hough some may find the title of “ Myxoedematous 
Madness ” (September 10, p. 555) euphonious or striking, it 
has in my mind the serious defect that it strongly suggests 
that a specific kind of psychosis due only to myxoedema exists. 
This possibility seems to be scouted in your annotation (p. 587), 
where you .appear to support the suggestion that myxoedema 
only serves to precipitate latent psychotic illness. On the other 
hand. Dr. R. Asher, despite the wide range of psychotic 
symptoms which he ascribes to myxoedema,. considers the 
myxoedema to be the basic cause of psychosis in his 14 patients, 
and infers that the pattern of psychotic disorder can also be 
ascribed to myxoedema. Further than this, and apparently on 
account of his observation of these 14 cases, be suggests that 
all the common psychoses have a similar underlying cause in 
that they are determined by organic disease. 

Let us all tHank Dr. Asher for telling us that a frank 
psychosis may occur in association with myxoedema, and for 
describing so lucidly his findings in 14 cases. I shall now hope 
to earn the gratitude of the profession by pointing out that 
the average doctor must also be on his guard against the 
occurrence of psychosis in association with any physical 
disease : I shall further try to gain thanks by showing that this 
association does not necessarily imply that one disease is the 
cause of the other. 

In a city of about 150,000 female inhabitants, all but a negligible 
number of psycholics were admitted to one hospital. In three years 
five cases of myxoedema with psychosis were seen : the incidence in 
that period'is thus about 1,1 per 100,000 per year of the total female 
population in that city. Of these cases one could best be described 
in Zondek’s words, “ mixed thyroidism," as she showed clinical 
signs of Graves’s disease, myxoedema, and melancholia; two were 
cases which developed after partial thyroidectomy ; the other two 
cases were straightforwardly myxoedematous. All the patients suffered 
from melancholia, none was cured by thyroid alone over a prolonged 
period — although this proves nothing — and all required electroplexy. 
Two patients in particular showed projected delusionary formations 
and other paranoid trends, but a study of the psychopathology 
show'cd clearly that these means of discharging tension ‘ were 
secondary products of a melancholic state. 

I do not know the incidence of myxoedema among the 
general population, but I would suggest that psychosis with 
myxoedema in women is not more- common than one would 
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Development of the “Magbed” has been guided by 
the authorities of Clian'ng Cross Hospital, and the 
functions of the bed fully meet the requirements of 
nursing and medical staff. 

All nursing effort, whether in dealing with bed or 
patient, is reduced to a minimum by simplicity of 
controls which give speedy yet gentle operation from 
either side of tlie bed. 

Little effort is needed to move the “Magbed,” as it 
is only half Uie weight of the existing semi*raobile 
bed, and movement of bed and patient is achieved 
quickly and silently by one unassisted nurse. 
Completely enclosed mechanical parts, and the 
absence of dust-traps in the smooth desi^, provide 
for easy cleaning and maintenance of hygiene- 


Designed and manufactured by ESSEX AERO Limited. 
The Airport, Gravesend, Kent 
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THE INTRAVAGINAL TAMPON 
IN- MENSTRUAL HYGIENE 


All iiiiportant 
clinical 

Stfjmficant facts 
obtained by the close 
O Li. observation of 25 -parous 

and nonparous women 


In view of the increasing use of the intravaginal 
tampon for the absorption of the menstrual flow, the 
following important study was undertaken, to deter- 
mine whether or not this method of sanitary control 
is safe and not prejudicial to health. 

Twenty-five women-;— parous and nonparous — 
were selected and were under daily institutional 
observation during two successive catamenial periods. 
Ranging in age from twenty-one to forty-five, some 
had previouslj' used tampons, others had not. 

The following summary indicates clearly the 
findings of the study. 

1. Ill not a aiiiglo instance was there anj' evidence of local, 
irntatum brought about by the use of the tampons. 

2. No uterine cramps, suggostivo of 
block of tho uterine liow or ilammi'ig 
back into tlio tubes were reported in 
any case of this scries. 

3. No bladder irritation was reported. 

4. Tho average number of tampons 
used in a period was ten. 

5. In cases in which a cervical erosion 
was present, neither tho amount of 
bleeding nor the chnrnetor of the 
erosion was altered by tho uso of the 
tampons. 

0. There was no appreciable dincrence 
in the bacterial flora of tho vagina and 
'-criix, as determined by smear and culture, before monstru- 
d.tiou and after tho uso of tho tampons during the menstrual 
ponod. 

7 . Tiu'rc was no appreciable difference in t\io pH of Vbo vagmal 
or ccri’ical secretions before menstruation and after tho use of 
tile tampons during the period. 

S. Absolute comfort and complete absorption of the flow was 
idjtnined by tlie proper correlation of tho size of the tampon 
with the length and cuUbro of tho vagina. 

9. The evidence is conclusive that the tampon method of menstrual 
hygiene, is safe, comfortable and not prejudicial to health. 

TAMPAX 

* 

If you are not acquainted u'ith Tampax, descriptive literature and 
samples of both absorbency sizes will gladly be sent On request. 
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In the past in the treatment of pruritic 
conditions counter-irritants were employed, 
which merely superimposed pain on itching. 
To-day it is realized that antipruritic therapy 
can only be effective if it is not only curative 
but also breaks the ‘ vicious circle ’ of itching 
— scratching — infection — more itching — and 
so on. 

A 'causal and SYMPTOMATIC THERAPY 

This modern approach to the problem is 
embodied in Polycrest Antipruritic Cream, 
which combines the high bactericidal and 
fungicidal properties of Phenylmercuric 
Nitrate u-ith the prompt and prolonged surface 
anaesthetic action of. Amethocaine and 
Benzocaine, thereby affording simultaneous 
causal and s}TOptomatic therapy. 

INDICATIONS 


Pruritus ^Ani, Haemorrhoids, Anal Eczema, 
Diabetic Pruritus and other pruritic conditions 
of diverse origins, including Tinea Infections. 

FORMULA; 

Pheiiybncrcoric Nitrate . . 0.23% 

Amethocaine . . , . 0.50% 

Benzocaine .. 5.00% 

Cream Base . . , , n.s. 


Professional samples and literature are gladly sent on request 
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expect it to be. with the knowledcc in mind that : (1) 
myxoedema occiirx moxt often (7S% of all adult cases) in 
XV omen between eO and 50; (2) most cases of female melan- 
cholia occur between these ages, with the peak at 45; (3) 
myxoedenia is a “ trigger " pur excellence in causing stress. 
It has objectionable effects in ibelf. and it often causes the 
members of the sufferer's fantilv' to lose patience with her and 
bully her. 

With this experience in my mind. 1 find Dr. Asher's opening 
sentence to be much exaggerated in two particulars— namely, 
■■ Myxoedema is one of the most important . . . and one of the 
nuxst frequently missed causes of organic psychoses.” 1 cannot 
think it anything but mislc.ading, in the present state of our 
knowledge, to call it an organic psychosis. Tliat psychosis 
with myxoedema is little known and that little is written about 
it I would ascribe primarily to its relative infrequency, and 
secondarily to the general ignorance of certain physicians of 
psychiatric states. L-ack of knowledge is daily demonstrated 
of, for example, mental change associated with hyper- 
thyroidism. rheumatism, alimentary disease, epilepsy, cardiac 
disease, and other pathological states too numerous to mention. 
For this I do not blame them but the medical schools and 
their psychiatric colleagues : thougli to be sure a physician 
would not be ill advised first to consult colleagues before he 
rediscovered something forgotten in the field of psychiatry. 

It is undeniable that Dr. Asher has rendered a valuable 
service in reminding us of the occurrence of psychosis xvilh 
myxoedema. and in giving us such interesting and illuminating 
descriptions and photographs. I sincerely hope, with everyone 
else, that those of us who arc undoubtedly missing cases of 
myxoedema, xxith or without psychosis, wall successfully bear 
these thoughts in mind. At the same time I believe he has 
done much to spoil his good work by coming to certain con- 
clusions. which he has stated, without adequate evidence to 
support them. In fact I consider these conclusions to be retro- 
grade and founded upon a prejudice — that same prejudice which 
has sent thousands of workers in a fruitless, endless search, like 
the search for the philosopher's stone, for the physical causes 
of schizophrenia, paranoia, and the affective psychoses, while 
they ignored the gold of psychopathology which was theirs for 
the trouble of a few questions. 

In conclusion. Sir. may I remark, apropos your annotation, 
that the mental symptoms of myxoedema are not of the same 
nature as those of senile deterioration ? — 1 am, etc.. 


Sutton. Su'Tcy. 


E. B. Davies. 


Myxoedema and Dasal IMelaholism 


Sir, — Errors in estimating the basal metabolism can probably 
account for the statement made by Dr. R. Asher (September 10, 
p. 555): "I have seen many cases of myxoedema with normal 
or raised B.M.R." 

Observations and determinations on many cases of frank and 
of so-called masked myxoedema, using the surface area measure- 
ments and Aub-DuBois standards, amply confirm the views of 
such an authority as Dr. J. H. Means': "The failure to find 
a metabolic level as low as minus 35 when the clear-cut picture 
of mjTSoedema is present is very' unusual." \Micn the 
myxoedema is not clear-cut clinically I have found the specific 
action of thyroid on the basal metabolism of value." 

.Many errors of a technical nature can arise in estimating a 
basal metabolism, and it is unfortunate that the final result of 
plus or minus a certain figure should only be looked at and 
accepted as being necessarily accurate. 

In the same W'ay a case of diabetic coma with a reported 
blood sugar of 90 mg.% in the first instance should not be 
recorded as an unusual case of diabetes, nor should blood 
sucars be considered of no value in diagnosing this condition. 
It seems more reasonable to suspect an error in the blood sugar 
determination. — 1 am, etc., 

I n vv 1 7- Douglas Robertsom.. 


1 Means, J. H.. The Thyroid arj irsDUroje!. 1948 p 214. 
» Robertson, J. D., Ann. ray. CoU. Surg. Eng., 1949, 4, 3. 


Philadelplxja. 


Scnsitivily 


lo Streptomycin 


Sir. Tile following brief particulars about two nunes who 
arc sensitive to streptomycin may be of interest and help to 
others in hospitals where similar difficulties are beine 
encountered. 


A male nurse frequently got puffiness round the eyes and a 
vesicular dermatitis, especially on the arms, when workin" on a 
tuberculosis ward where streptomycin is used in moderate quantiues 
and his allergic manifestation oceurred even when the nurse did not 
himself .administer streptomycin. At first some doubt was entertained 
whether it really was streptomydn that was responsible. A pateh 
test with 1 : 1,000 streptomydn produced no conclusive evidence and 
no local erythema developed at the site of the test, but when an 
intradermal test was used by means of 25 mg, streptomycin in 
O.I ml. of sterile water the allergic reaction was immediate and 
alarining. This was a general reaction, with no local eryxhema at 
the site of the injection : there was widespread vesicular dermatitis, 
subcutaneous oedema, and puffiness of the eyes. 

The other nurse was sensitive to a much milder degree. Her patch 
test also gave no local reaction, but following 25 mg. of intradermal 
streptomydn a similar allergic reaction of much milder nature 
followed several hours afterwards. 


The points that have emerged from this experience are that 
a nurse may exhibit sensitivity to streptomydn even though 
care has been taken to avoid handling the drug ; that intra- 
dermal sensitivity tests to streptomycin may result in an alarm- 
ing allergic reaction ; and that the local reaction may be 
negative even though the general one is obvious. This dis- 
advantage of streptomycin may be rare, but when it occurs is 
hard to mitigate or prevent. This note is written in the hope 
that by reporting experiences some way of protecting persons 
sensitive to streptomydn may be found. I am indebted to 
Dr. P. S. Feeny and Dr. A. D. Porter, visiting dermatologists, 
for advice. — I am, etc,, 

B.*aifiir«. Ewer. M. C, WILKINSON. 


Pavlov and Conditioned Reflexes 

Sir. — F rom my school days upwards I have been familiar 
with the maxim De morttiis nil nisi bonum. Yet Professor 
E. D. .Adrian's article and your leader (September 10, pp. 553, 
5S4) fail, in my opinion, to draw adequate attention to the 
immense amount of harm and confusion of thought which 
have resulted from Pavlov's doctrine of conditional reffexes. 

Pavlov introduced the term “ conditional reflex ” in a paper 
entitled “ Experimental Psychology and Psychopathology in 
■Animals " read before the International Congress of Medicine 
in Madrid in April. 1903. The term “conditional,” though 
adhered lo in French and German translations, was altered in 
English and American translations to “ conditioned.” and the 
curse thereof remains with us even unto this day. True, Pavlov 
did excellent work on the physiology of the digestive system, 
' for which he was awarded a Nobel prize, but he was no psycho- 
logist. His co-worker. Professor Y. P. Frolov, records that 
Pavlov fined any laboratory attendant who dared to suggest that 
the subjective or mental state of a dog might influence its 
reactions to the food it was offered. To Pavlov everything 
(love, hate, jealousy, and fear) was explicable in terms of reflex. 
He even wrote about a “reflex of freedom,” and so on and so 
forth. Yet later he was forced to admit that animals proved 
susceptible to suggestion. His experimental dogs were kept in 
unnatural seclusion more rigid than any solitary confinement 
in prison, and psycho-analysts have never so isolated their 
patients during treatment as did Pavlov his dogs. 

Were it not that the mistakes men make — even great men — 
often live after them one might henceforth for ever hold one's 
peace ; but lesser fights have so used and abused Pavlov's 
work as to confuse issues and offer foolish explanations of 
phenomena that I feel constrained to utter protesL For 
instance, in my specialty I have come across the so-called 
conditioned reflex treatment of alcoholists. The punitive and 
disgust factors in this treatment are all too obvious, and if 
drastic punishment were able to cure the offender here, surely, 
should be an example of it. Yet unless the underlying motiva- 
tions of this or any other line of miscondnet be got under 
control no permanent readjustment can be effected. This is 
slowly becoming apparent even to those who engage in the 
treatment just mentioned. 
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to mobilize the quiescent stores of fat in the body and the 
tissue fluids. Restriction of liquids is especially important to 
secure dehydration. The effect can be observed when a dry 
diet is prescribed. The “ eat as much as you like ” does not 
apply to the liquids. 

An advantage of this sort of' diet is that the circulation is 
stimulated as a result of increased tissue metabolism. The 
system is obliged to make up the lack of the substances missing 
by its own stores, mobilizing alternately fat, carbohydrates, or 
proteins. Providing and preparing the necessary dishes is simple 
and control is easier. This is important, because hearty eaters 
are as prone to cheat as drug addicts. It is a well-known fact 
that patients on controlled diet in hospitals or. nursing-homes 
lose much more weight than those who try to keep on a diet 
at home. It is not necessary to measure calories, but it should 
be kept in mind that reducing diets below 1,000 calories are 
only possible if the patient is kept in bed, and at around 
1,500 calories it is absolutely necessary to avoid depletion of 
vitamins by supplying the daily amount in the form of suitable 
preparations. 

If a weekly loss of about four pounds is achieved for a few 
weeks the “ zigzag ” diet may be stopped and replaced by the 
one recommended by Marriott. — I am, etc., 

Budapest. EmERIC DoMANY. 

Weight Changes in Pregnancy 

Sir, — U nder “ Notes and Comments ” (August 6, p. 346) 
reference was made by Dr, F. R. Kinkead Allen to an article 
written by Dame Louise Mcllroy and myself (/. Obstet. Gyndec. 
Brit. Emp., 1937, 44, 221). This reference was that in 1,000 
cases the average total gain in weight among primi- 
parae was II lb. 3 oz. (5 kg.) and for multiparae it was 
11 lb. 7 oz. (5.2 kg.). It was not stated over what period of 
pregnincy the observations for these weight gains were made. 
Reference was also made to Chesley’s article on weight 
changes {Amer. J. Obstet. Gynec., 1944, 48, 565), but the period 
of pr(;gnancy during which these observations were made was 
also omitted. 

Your readers might be interested to know that our records 
were made during the last 16 weeks of pregnancy, while 
Chesley's covered the last six months. In our series of 1,000 
cases th# average weight gain was 11 lb. 4i- oz. (5.1 kg.) ; in 
Chesley's series the figure was 23.5 lb. (10.6 kg.). 

The results of another investigation carried out by one of 
us during the war on weight changes in pregnancy and infant 
birth weight are shown in tabular form below. 

Averase Weight Gains in Pregnancy /ind Birth Weights of Infants 


Average Total Gain in Weight in Pregnancy 


1 

1 

For 704 Primiparae 

For 296 Multiparae j 

For 1. 000 
Cases 

Pre-Tvar j 

period : , 

From 24th i 
week oP ; 
pregnancy*' 

11 lb. 2 oz. 

(5‘05 kg.) 

lllb. 7oz. 

(5-19 kg.) j 

1 1 lb.4t oz, 
(5-12 fcg.) 

i 

For 547 Primiparae 

For 312 Multiparae 

For 859 
Cases 

From 20th 
week of , 
pregnancy^-i 

14 lb. 6 02. 

1 (6-525 kg.) 

12 lb. 15 oz. 

(5*868 kg.) 

131b. 14 or. 
(6-294 kg.) 


Average Weight of Babies in the Above Cases 



Female 

Male 

Female 

1 Male 


Pre-war period 

6 lb. 1 5 07. 
(3144 kg) 

7 lb 4 oz. 
(3-29 kg.) 

7 lb. 5 oz. 
(3-318 kg.) 

1 7 lb. 6 oz. 

1 (3*346 kg.) 

7 lb. 5 oz. ' 
(3-318 kg.) 

War period i 

7 Ih. oz. 
(3-30-1 kg.) 

7 lb. 6 oz. 
(3-346 kg.) 

7 Ib. 8 oz. 
(3-402 kg.) 

7lb. lUoz. 

, (3-5 kg.) 

7 Ib. 74 oz. 
(3-3SS'^kg.) 


* These analyses were made from the case notes of patients attending the 
antenatal clinics of the Royal Free Hospital, London, and Thorpe Coombe 
Maternity Hospital, Walthamstow, London, 
t Thorpe Coombe cases only, 

— I am, etc., 

London. E.17. HELEN E. RoDWAY. 


Manipniafion for Rheumatism 

Sir, — ^The relation of fibro-fatty nodules to “rheumatic" 
syndromes, discussed by Dr. W. S. C. Copeman in his 
Hunterian Oration (July 23, p. 191), and the suggestion by 
Tegner and others (July 23, p, 201) that some rheumatic eases 
are of psychological origin, may distract attention from the 
fact that many rheumatic diseases respond favourably to mani- 
pulation and that most cases of low backache and allied 
diseases do so cither temporarily or permanently, and are there- 
fore probably of articular origin. 

A series of 152 consecutive cases of low backache and allied 
diseases seen by me in the past year has yielded the following 
results : 

■ Not manipulated . . . . . . . . . . 26 

Manipulated . . . . . . . . . . . . 126 

Result unknown . . . . . . . . 16 

Complete abolition of symptoms . . . . 39 

Good result with few residual symptoms , 41 • 
Abolition of symptoms with recurrence later , 25 
Manipulation failed . . . . . . 5 

No anaesthetic is required for this manipulation, \vhich 
appears to act on the sacro-iliac .joint, and is carried out as 
follows : (I) The patient lies on his back on the floor, with 
the hip and knee of the affected side each flexed to a right- 
angle. (2) The operator lifts the knee so that the buttock 
of the affected side is raised from the ground and maintains 
this position Tor a few seconds. The patient should now be 
free from pain. (3) The patient rolls away from the operator, 
who continues to lift the knee, so that the patient is lying on 
his sound side with the hip just clear of the ground. (4) A light 
blow is now delivered by the knee of the operator to the region 
of the greater trochanter of the affected side. In a bilateral case 
both’ sides should be manipulated. 

The principle of this manipulation is that, svith traction 
applied to the flexed and abducted hip. the innominate bone 
shall be driven forwards. It has been instructive to observe 
that the' “ fibrositic,” neurological, psychological, and visceral 
symptoms present in many of these cases have abated or dis- 
appeared once the low backache has been dealt with in the 
manner described. — I am, etc.. 

Lowestoft. ' N. B. Eastwood. 

Psycliogcnic Rheuntatism 

Sir, — ^The article on psychogenic rheumatism by ' Drs. W. 
Tegner, D. O’Neill, and A. Kaldegg (July 23, p. 201) imites 
criticism. The diagnosis is in the main based on negative 
criteria — i.e., absence of physical signs. It is, however, clear 
that negative criteria are not a reliable guide to diagnosis. At 
the Seventh International Congress on Rheumatic Diseases at 
New York two Oslo physicians, Professor H. Seyffert and 
Dr. Monichen, expressed their conviction that the diagnosis 
“psychically conditioned pain is usually the indication of the 
doctor’s inability to detect the organic cause of the pain in 
question.” 1 wonder whether according to the followers of 
psychogenic pain the neuralgia of the fifth nerve, which has no 
pathology, would be considered as belonging to the same 
category of syndromes. 

Another pertinent question is, What are the physical signs of 
ordinary or common “ fibrositis ” (non-articular rheumatism) ? The 
diagnosis is, as a rule, based on tenderness to pressure, a subjective 
phenomenon which does not appear to differ very much from the 
tenderness due to skin hyperaeslhesia which was found by the 
authors as “ a typical reaction to examination.” Or do the authors 
imply that every case of fibrositis is psychogenic, as maintained 
by Dr. J. Cyriax' ? ' . 

In my opinion and experience psychogenic pain does not exist. 
In our- world there is only one reality — that which exists in our 
minds. Hence the patient may rightly claim that the pain and 
sufferings he or she feels are very real indeed. I by no means deny 
the well-known fact that pain may be elicited or aggravated by 
psychological factors, but none the less it is real and somatically 
conditioned. There are no separate tight compartments of mind 
and body, which influence and depend on each other. I think it 
is true to say that the mind governs the body and the body governs 
the mind. 




ON SUCCESSFUL ARTIFICIAL FEEDING WITH 

COW & GATE MILK FOODS 


HALF CREAM 

This milk food provides a most 
satisfactory means of introducing com- 
plementary feeding. If full artificial 
feeding be necessary, Half Cream 
ensures a minimum disturbance of 
infant metabolism. 


FULL CREAM 

The fat content approximates closely 
that of breast milk. Full Cream Food 
is prepared from finest quality milk 
powder made by the Cow & Gate 
Improved Roller Process under scien- 
tifically controlled conditions. 


THESE FOODS ARE FORTIFIED BY THE ADDITION OF VITAMIN D 
320 I.U. per OUNCE and IRON I mgm per OUNCE 

* Particulars of these and other Covr & Gate preparations 
for specialized infant feeding will be forwarded on request. 

COW 8 GATE MILll FOOPS 


cow & GATE . LTD. 



GUILD FORD. SURREY 
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PLAIN TALKS ON INFANT FEEDING 

Can tlie infant cope with 
Whole Mflli Protein? 

Advanced opinion holds that it cannot unless that protein 
is reduced in quantity and character and so rendered 
acceptable to the child’s digestion. This conversion of 
cow’s milk into the nearest possible approximation to 
mother’s milk, is what the makers of Trufood have 
achieved. Humanised Trufood is no rough and ready 
approximation to mother’s milk. The cow’s milk is 
broken down and reconstituted so that the nourishing 
factors are brought together again in the same percentages 
as they are found in human milk. Taking human milk as 
their guide, the makers of Trufood have, as it were, 
‘ remodelled ’ cow’s milk into breast milk. Fat, protein 
and carbohydrate content is practically the same in both ; 
likewise the amino-acid composition of the proteins — 
a vital feature, as every doctor knows. The fat is finely 
emulsified as in mother’s milk ; and there is no hard, 
indigestible curd. Its calorific value is practically identical 
with that of mother’s milk. One of the special features 
of Trufood is that there is no variation at any time in its 
character or content. Trufood costs more because more 
care and research must be given to its making. Literature 
giving detailed injormation can be, obtained by writing to 
Trufood Ltd. (Dept. BM. 44 Bebington, Wirral, Cheshire. 

THERE ARE PLENTIFUL SUPPLIES OF 
TRUFOOD AVAILABLE 

Issued by the Makers of Trufood — 

NEAREST TO MOTHER’S MILK 



Tf ae I o» I 1 oe 


lp€M,iwBiess 

II^TRAMUSCULAR 

INJECTIONS 

e.g. of PENICILLIN, LIVER EXTRACTS, 
ARSENO-BENZOLS, BISMUTH, etc. 

Many substances create some pain on intramuscular 
injection. Novutox injected at the same time will 
prevent this pain. 

Most -substances are compatible with Novutox, 
which is also non-destructible to penicillin during 
the time that the latter is undergoing absorption. 

Mixtures with Novutox should be made 
immediately before use ONLY. , 

NOVUTOX 

S^Cf-Sietaiidifig. 

£acai CUtae^tfletic 

Each . c.c, of Novutox contains’ O.OX gm. cthocalne hcl., 
0.00001 'gm. eplnephrlno and 0.00002 gm. capryl hydro- 
cuprelnotoxln hcl. Other strengths of Novutox contain these 
elements (with or without epinephrine) In varying proportions. 

PHARMACEUTICAL MANUFACTURING CO. LTD. 


THE LABORATORIES, CHELTENHAM, GLOS. 



for ElSDDTMCHiM, DMIWAGE, INTRAVENOUS, 
HIGH PRESSURE, PENICILLIN ADMINISTRATION, 
AND LABDHATOHY USE 

Literature and samples on request 

Manulacturcrs: 

Portland Plastics Uimited 

t 

Abbey Honsc, Victoria Street, S.'IV.l 
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.■\ccoaIir,s; lo jlic rcncml thcon- dcwlopcd hy the nrilcr’* pain 
diminished Weed flow, proiublv bv rc.ison of 
rnthoIo.ac.ll loc.il v.isomotor-aiiionomic imhal.incc in flic affected 
patts. I .im rreii.v cc/iain dial .i doctor who barrens to suffer from 
rneuniaiisni \TOidd be ver)- chary of di.icnosinp psscho.ccnic pain 
:n fiiniccff. Doctors have been ncciisioined lo look on a patient 
• roni ths- psiint of vicsv of di.ipnosis and therapy only. But t 
often (eel it wotiU be sery useful and interestinp t'o picture in our 
niinds Uhat the disease looks like when seen from the patient's 
Mess point. 

I base cv.imined m.iiiv a patient diagnosed as suffering from 
psycliogcnic pain, imaginary disease, etc., in whom the diagnosis 
s'f rhcunutic or idiopathic myalgia could he ascertained by 
ohjcciisc eritcri.i ami ssho could be rcliesed and licipcd by 
appropriate trc.itmcnt. \\*liy foliosv the deceptive \siil-o'*thc- 
ss isp of psychogenic rheumatism, imaginary dise.isc. or the con- 
ception of ” fihro-fatiy tissue " in nesv rheumatic syndromes 
if the modern methods allosv us to asecrUain or exclude 
rheumatic myalgia ssith certainty by objective criteria 7 The 
apparently nesv fashion of coining and describing more and 
more syndromes has already led to confusion in rheumatism. 
It is time. I think, to return to a unitary disease — i.c.. rheumatic 
myopathy — responsible for non-articular and articular rheumat- 
I'.m. It seems certain that in science progress depends largely 
on simplification of terms and conceptions. — I am, etc., 
LoajM.s-.w.ii. G Good. 

Rettucscr 

* Briioh Sffjlcat 194 ?, 2 , 2S\. 

' SfrJ. Pr., £2t. I7L 

* TfUAtlr, 1949 , 33 . 


Conceptions of Uigitt and Wrong 

SfR, — Dr. Frederick Dilion (August 27, p. 485} seems to have 
been somesshat misled as to the degree of "guilty knowledge" 
(mens rca) inferred by the word "WTong” as used in the 
.\rNaghtcn rules, and has come lo the unhappy conclusion that 
as a result of the reference made by Sir Hartley Shaweross to 
it in the recent Haigh trial it has been given two distinct 
interpretations. Tliis is not so. 

The rule as to criminal liability of persons aiflicted with 
insane delusions is based on the answers of the judges given 
to the House of Lords extra-judicially in consequence of 
■NfNaghten's case in IS43, One of these answers (the first) 
accounts for the question put by Sir Hartley in Haigh's case. 
"The party accused ... is punishable according to the nature 
of the crime committed, if he knew at the time of committing 
such crime that he was acting contrary to law " (i.e., the law 
of the land). 

Let us now pass lo the third answer given by the judges, 
which clearly deals with the point upon which your corre- 
spondent appears to be a little confused. "... To establish a 
defence on the ground of insanity it must be clearly proved 
lhat at the time of committing the act the party accused was 
labouring under such a defect of reason, from disease of the 
mind, as not lo know the nature and quality of the act he was 
doing (this refers to the physical character alone), or, if he 
did know it, lhat he did not know he was doing what was 
wrong. The mode of putting the latter part of the question 
to the jury on these occasions has generally been whether 
the accused at the time of doing the act ):new the difference 
between right and wrong, which mode, though rarely if ever 
leading lo a mistake with the jury, is not as we conceive so 
accurate when just put generally and in the abstract as when 
put as to the party’s knowledge of right and wrong in respect 
of the very act with which he is charged. If the question 
were to be put as lo the knowledge of the accused solely and 
exclusively with reference to the law of the land it might tend 
to confound the jury by inducing them to believe that an 
actual knowledge of the law of the land was essential in order 
to lead to a conviction, whereas the law is administered upon 
the principle that everyone must be taken conclusively to know 
it without proof that he does know it. If the accused- was 
conscious that the act was one which he ought not lo do, and 
if that act was at the same time contrary to the law, he is 
punishable ; and the usual course, therefore, has been to leave 
the question to the jury whether the party accused had a suffi- 


cient degree of reason to know that he was doing an act that 
was wrong," 

I think this will afford Ihe authoritative explanation of the 
meaning of the word " wrong " which Dr. Dillon requires. 

Sir Hartley Shaweross at the Haigh trial referred to the word 
'wrong ’ in its strict sense as being contrary to the law of 
the land. It is. however, sufficient that the accused is capable 
of distinguishing between right and wrong, ijrespectise of 
whefficr he appreciates that the “ wrong '' amounts to a 
criminal offence, for iptoramia legis excitsat netninem. 

The point is, did the accused at the time he committed the 
act knosv that he was doing something which was wrong ? The 
fact_ that it should also amount to a crime is the reason why 
he is before the court and the M'Naghten rules are applied 
at all. If it was merely an act which was morally wrong but 
not contrary to the law of the land, then these rules could have 
no application, for the question of criminal proceedings would 
not arise. — I am, etc.. 

Uncotn. I. E. kVasON. 


Paddington Green Children's Hospital 

Sir, — T he Paddington Green Children's Hospital is to be 
closed down. I think that this news should be widely spread, 
and I ask you to allow me to give my personal view of this, 
which I consider to be a tragedy. 

The follow ing genera! facts should be advertised, if only that 
they can be corrected if wrongly stated. After the war the 
idea was spread around that the small hospitals would not 
survive unless they got under the wing of larger institutions. 
Reluctantly, Paddington Green allowed itself to be taken over 
by St. Nfary's, with which teaching hospital it had always been 
on the friendliest terms. Since it was taken over there has 
been a happy experience of co-operation between the parent 
and the adopted child. Subsequently St. Mary's took over 
other hospitals, including the Princess Louise Hospital for 
Children. 

Suddenly the St. Mary's Hospital Board announced its inten- 
tion of destroying Paddington Green and of using its walls as 
the basis for a new wing for the care of adult skin and throat 
cases. In the printed statement (marked “ confidential " for 
some reason not given) it is made clear that regional needs are 
not under consideration, but only the needs of St. Nfarv s as an 
undergraduate teaching hospital. Apparently someone at St. 
Mary’s has blundered, and more children's beds have been 
taken over than ate specified as minimum requirements in the 
Goodenough Report. The board’s way out is to destroy one 
of the two children's hospitals adopted and so make the num- 
bers of skin and throat beds add up nicely. No mention is 
made of out-patient and casualty needs. 

This state of affairs must surely interest the profession and 
also the general public. The teaching of medical studen^ 
is apparently a matter of compliance with the Goodenough 
recommendations, and it is not a matter of letting students 
feel that the direct needs of the public are also important. 

It is not for us to praise our own hospital, but wno will 
defend it if we do not do so 7 I personally think t^t mothers 
and children get excellent service at Paddington Green, and 
39 000 mothers bring their children to the hospital every v^r. 
No alternative provision whatever is to be made for these 
mothers. Certainly these 78,000 persons (mothers and children 
cannot be wanted in the terribly overcrowded out-pauent 

department at St. Mary’s. , 

As my specialty is towards the psychological side. I can 
perhaps say that the physical paediatric practised by my tml- 
leaguc is as good as any. Moreover, the parents and chiliteo 
are treated as human beings. Any childrens bospnal is 2 
very specialized affair. The matron, ffie nurses, the dispenser, 
th? almoner, the telephone girl are all there became mothers 
and children interest them. The special departments an 
adapted to the handling of parents and children. Such an 
LsUtuffoa cannot be created suddenly. Paddington Green has 
been 80 years in the making. Many of the parents rame to the 
hosoital when thev were children themselves. Locallv, a 
bo^ital has a value even when it is not used, as a 



712 Sept. 24, 1949 


CORRESPONDENCE 


British 

Medical Journal 


place that' is known and that can be used in case of doubt or 
emergency. ^ 

It seems to me that it is a disgrace and a very irresponsible 
thing that a teaching hospital board should come to a decision 
like this without reference to local out-patient needs. 1 feel 
that if the scheme is carried through the reputation of St. Mary’s 
will suffer for a long time, both locally and generally in the 
profession. 

I am near enough to the end of my service to Paddington 
Green, to be able to publish my personal view without its 
being thought that I am just annoyed about my personal loss. 
As a matter of fact I do feel annoyed and insulted — in fact, 
we have all been stunned. This was one of those things that 
could not happen, the destruction of a good thing and for a 
paltry reason. 

There seems to be no way of getting this matter brought into 
the open except in your invaluable, correspondence columns. — 
I am, etc., 

London, W.l. D. W. WlNNICOTT. 

Princess Tsahai Memorial Hospital 

StR, — May I ask for the hospitality of your columns to 
inform your readers that the building of the Princess Tsahai 
Memorial Hospital in Addis Ababa is now complete ; 85% of 
the necessary £100,000 has been raised, and two-thirds of the 
interior, equipment has been shipped. The appeal committee 
wishes to order the remaining equipment, and I appeal strongly 
to the generous British public to assist in raising the £15,000 
still necessary to bring this worthy project to fulfilment. High 
hopes have been raised of services to be rendered by the hos- 
pital, more especially because it will be feasible to attach to 
it a nursing and midwives’ training school (for which funds 
are in sight) and eventually a medical school. 

The late Princess Tsahai was a noble-spirited girl who died 
at 23 after giving five years’ devoted service in British hospitals 
during the late world war. One of her matrons wrote that 
she possessed “ patience, loyalty, gentleness ” ; another described 
her as “ gentle and dignified.” Her father, the Emperor Haile 
Selassie, earned respect and admiration for his, courage and 
bearing from all who met him in his days of adversity. His 
interest is deeply engaged in seeing the hospital at work. 

Cheques and postal orders will, be very gratefully received 
by the honorary treasurers of the appeal committee. Lord 
Horder and Lord Amulree. They should be drawn in favour 
of the Princess Tsahai Memorial Hospital and sent to the 
honorary treasurers, care of Messrs, Gould and Prideaux, the 
honorary accountants, at 88, Bishopsgate, London, E.C.2. — 
1 am, etc,, 

House of Lords WiNSTER. 

POINTS FROM LETTERS 

Marking Gas Cylinders 

Mr. K. C. Ward (Loughborough) writes: It is strange that no one 
has yet found a simple expedient for the distinguishing of gas 
cylinders that could be adopted universally. Surely it would not 
be too big a drain on the financial resources of the National Health 
scheme for the Minister to provide every hospital with a supply of 
paint transfers. One of the pharmaceutical staff could then be 
responsible for marking each cylinder by means of the transfers with 
the name of the contents, and this would ensure that even though 
the paint round the neck of the cylinder was chipped, destroying any 
easily visible marking, some alternative means of ready identification 
would be there. It really is distressing to read of these by no means 
uncommon fatalities due to confusion of gas cylinders. 

Anterior Poliomyelitis and Herpes Zoster 

Dr. Colin Grahame (Boreham Street, Sussex) writes: Some 
features of similarity in these two diseases should be worthy of 
consideration at the present time. Although it is said the viruses 
of the two affections are distinct, it would be interesting to learn if 
herpes zoster has become more common during the last 30 years. 
I ain of the opinion that some points of similarity are sufficiently 
significant to suggest that herpes zoster should be a notifiable disease, 
at least temporarily until statistical records could be compared. . . . 
The vanguard of success in mastering anterior poliomyelitis is still 
obser\-ation, and its assodation in relation to other diseases is very 
important. It is also time that the designation of infantile paralysis 
was discarded for that of “ infectious paralysis.” 


Obituary 


H. H. MOLL, M.D., F.R.C.P. 

Dr. Henry Moll, senior physician to the United Leeds 
Hospital, died suddenly at Leeds on September 8 at the 
early age of 53. He was born in Milan in 1896. His father, 
who lives in Milan, was born in Lyons, and his mother, 
who died young, belonged to a Scottish family which for 
several generations has divided its life between Edinburgh 
and Leghorn. 

Henry Henderson Moll received his early education in the 
Lyceum at Milan, and he began his medical course in the 
University of Pavia. His 
studies were interrupted by 
the first world war, in which 
he served as a medical 
student, with the rank of 
sergeant. He concluded his 
medical studies in Rome and 
obtained the M.D. of this 
university with the highest 
honours. He came to 
England in 1920 and immedi- 
ately applied himself to 
intensive study at St. 

Bartholomew's Hospital and 
at the West London Hospital. 

Dr. Moll came, to Leeds in 
1922 as a resident officer at 
the General Infirmary, Leeds, 

.He took the Leeds M.B., Ch.B. in 1925. *^His breadth 
of experience and great industry were soon recognized, and 
he was appointed an assistant physician to the hospital. By 
the time of his tragically early death he had reached the 
highest position on the medical staff of the General 
Infirmary. Throughout the war he worked at the Pinder- 
ficlds Emergency Hospital at Wakefield. He remained on 
the staff of this hospital, and at the time of his death he was 
absorbed in the creation of a hospital school for asthmatic 
children there. 

Dr. Moll preserved throughout his professional life a 
great interest in asthma and diseases of the chest. He wrote 
an important study on bronchiectasis, which has been often 
quoted. He was in charge of an asthma clinic and research 
unit for many years at the General Infirmary, Leeds, and 
he was an advisory member of the Asthma Research 
Council. His great interest in allergy found expression in 
the support he gave to the newly founded British Associa- 
tion of Allergists ; shortly before his death he attended a 
general meeting of this association at Cardiff and made a 
valuable contribution to a discussion on the treatment of 
bronchial asthma. On this occasion he was invited' to allow 
his name to go forward for election as a member of the 
council of the association. Dr. Moll will be remembered by 
generations of students of the Leeds School as a fine teacher, 
careful in preparation, precise and sometimes a little 
dogmatic in the presentation of his theme. Students 
remembered what Dr. Moll had told them and always 
found it possible to apply this knowledge in practice. Moll 
himself was a fine embodiment in our own times of the 
practice of past centuries when there was an interchange 
between English universities and the classical universities 
of Italy, the oldest in Europe. 

A reserved person who became for those who knew him 
a most warm and genial spirit, Dr. Moll’s courtesy and 
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gcnilcncis were graces which bis friends will never forgcl. 
His interests outside medicine were in music and painting, 
and nothing g.ax c hint more delight than the work of Ccsca,’ 
his wife, an artist of distinction. He was devoted to his 
family. To' his wife and four children, the eldest of 
whom is 12, the sympathy of all who knew him will be 
extended. — G.W.B. 


JOHN GERRIE, F.R.C.S.Ed. 

Mr. John Gerrie died suddenly on July 4, in Harrogate, 
while attending the Annual Meeting of the British Medical 
■•Vssciciation. Tiic announcement of his unexpected death at 
the early ape of 41 seemed almost incredible, for with his 
burly and robust figure he seemed the embodiment of health 
and fitness. An Aberdonian by birth, he was educated at 
Robert Gordons College and graduated M.B., Ch.B. with 
honours at the University of Aberdeen in 1930. His under- 
graduate career was a distinguished one, and he was 
aw-arded many medals and prizes, particularly in the field 
of surgery. Immediately after graduation he was for 
.1 time assistant in the department of anatomy under 
Profc,ssor Ale.xander Low, thus laying a secure foundation 
for the specialty to which he was later to devote himself, 
and acquiring a training in morphology and embryology 
which was reflected in his later published work. There 
followed a series of resident hospital appointments at Queen 
.Mary's Hospital, Stratford, at the Central London Throat 
Hospital, and at the Ntanchester Ear Hospital. Although 
his bent was already towards otolaryngology, he wisely 
decided to spend some time in general practice, and for some 
three or four years he practised in partnership in Greenwich. 
In 1934 Gerrie obtained the F.R.C.S.Ed., and shortly after- 
wards he was appointed assistant surgeon in the ear, nose, 
and throat department of Aberdeen Royal Infirmary. In 
addition he held appointments at the Royal Aberdeen 
Hospital for Sick Children and at the municipal hospitals. 
He rapidly built up an extensive practice, and some three 
years ago he became full surgeon in charge of his depart- 
ment and was appointed lecturer in diseases of the ear, nose, 
and throat in the university. During the 'war years his 
work was extremely onerous and taxed his strength severely, 
and not until the end of the war was he able to resume his 
research work. 

By his medical colleagues, by his students, and by his 
patients John Gerrie will be remembered not merely for his 
skill in his specialty but perhaps still more for his sterling 
qualities as a man — for his friendliness, his sense of humour, 
and above all for his kindness. From his experience in 
general practice he had learned much, and in his work he 
spared himself neither lime nor trouble to ensure the com- 
fort, both mental and physical, of his patients, and especially 
of young children. This quality was very clearly seen in 
one of the earliest papers which he published on basal 
narcosis for tonsillectomy in children. To this problem 
he gave much time and thought in an endeavour, happily 
successful, to make the operation of tonsillectomy in 
children less of an ordeal to the small patient. Perhaps 
his most important paper w'as that on the phylogeny of the 
mammalian tympanic cavity and auditory ossicles, pub- 
lished in 1948, in which the influence of his earlier 
anatomical training comes out clearly, and which forms a 
valuable contribution to our understanding of the tympanic 
cavity and its development. In his scanty leisure his main 
interests and hobbies were in art and music, in the former 
of which he had considerable talent, as shown by the fact 
that the illustrations in the paper referred to above were 
from his own drawings. 


His students, with whom he was on the friendliest terms, 
have placed on record a few sentences from one of his own 
lectures which exemplify his attitude to his life and to his 
work : “To win a child’s confidence is half the battle. One 
must come down to its level — no difficult thing for me.” 
Therein lay his success, for to the end of his tragically short 
life he retained a certain quality of boyishness which was 
one of his most engaging qualities and to which children 
instinctively responded. He could become one of them 
without side, self-consciousness, or condescension. In his 
relations with his hospital colleagues Gerrie was equally 
happy. In many ways he was typical of the land in which 
he w'as bred and of the university in which he was trained, 
for with few initial advantages he had made his way in his 
profession by dint of his conscientiousness, his natural 
ability, and his capacity for sustained work. 

His life was summed up in his home and in his work, in 
both of which he was supremely happy. Only two years 
ago one remembered the joy and happiness of his wife and 
himself in the birth of their tsvin children — a son and a 
daughter. To his widow' and his young family the sincere 
sympathy of his many friends and colleagues is extended 
in full measure. — A.G.A. 


Dr. Annic Dorotue.x Sy.'iovs died suddenly on August 18 
at her home in Bournemouth at the age of 59. She intended 
to be a medical missionary, and her fees at the Royal Free 
Hospital, where she qualified in 1924, were paid by a missionary 
society. However, after qualifying she ssas never fit enough 
to pass the necessary medical examinadon. She went to Bridg- 
water General Hospital as a house-surgeon, and later she took 
over a practice which became vacant in Bournemouth. Work- 
ing from a small, noisy house on the main road in Boscombe, 
she built up a very large practice. Dr. Symons had great 
personal charm, keen intuition, and clinical insight, and she 
won the afiection and confidence of all. Her acts of kindness 
to her patients extended far beyond her medical obligations. 
In March, 1948. Dr. Symons had a serious operation and kness 
that there was no hope of recovery. She was never able to 
return to full work, but did all that her strength would allow 
richt up to the end. Her calm acceptance of the position and 
her courage, humour, confidence, and happiness in the last 
days of acute physical distress svere an inspiration to her 
colleagues and friends. 


Universities and Colleges 


U>’rVERSITY OF BIRMINGHAM 
The opening ceremony of ihc new session of the Faculty of Medicine 
will take place in the Nurses' Recreation Hall, Nuffield House, Queen 
Elizabeth Hospital, on Tuesday, October 4, at 3 pan., when the 
Lord Archbishop of Canterbury, P.C., P.D,. D.L., wall dislnbu.e 
the prizes awarded for the sessron 194S-9 and dehyer an address 
to students. Past and present members of the Medical School are 
invited to attend, and tickets may be obtained from the Sub-Dean, 
the Medical School, Birmingham, 15. 


OYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 

,t a meeting of the Royal Faculty of Physicians and Surgeon of 
Rasgow held on September 5, with Dr. W. R. Snodgrass president 
i the chair, the following candidates were adnutted Fellows of 
acuity qua Phvsirian : J. B. Barr, A. I. Mack. Campbell, R. Fife, 
it M Fyfe, S. C. Ghosh, J. T. Hutchison, A. C. Ketmedy', A. W . 
ees, R. F. Maggs, A. G. Melrose, G. A. V. Rib^o, Irene P. 
iowlands, R. S. Singh, T. I. Thomson, G. F. Walker. The foHowmg 
•ere adnutted Fellows of Faculty qua Surgeon: A. El H. Bayouim, 
i. K. Brown, H. McC. Carson, G. A. Clark, H. B.Csw, F. G. 
)ay, J. S. F. Hutchison, 3. Lockie, I. R. McCaul, J. R. Maontyre, 
L. Mellick, P. S. Olivier, F. RiggaD, P. L. Rishi, D. J. Toomey. 
V. F. Toomey, H. B. Watson. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended September 3.’ fTSTo. 35 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included)* (b) 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Births and Deaths* and of Deaths recorded under each infectious disease, 
are for : (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county), (c) The 16 principal towns in Scotland, 
(d) The 13 principal towns in Eire. (e)The 10 principal towns in Northern Ireland. 

A dash — • denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


Cerebrospinal fever 
Deaths • . . 

Diphtheria 

Deaths 

Dysentery 

Deaths 

Encephalitis lethargica, 
acute 
Deaths 

Erysipeins 

Deaths 

Infective enteritis or 
diarrhoea under 2 
years 
Deaths 

Measles* 

Deathsf . . . ] 

Ophthalmia neonatorum 
Deaths 

Paratyphoid fever 
Deaths 

Pneumonia, influenzal , . 
Deaths (from influ- 
enza)t 

Pneumonia, primary , . 
Deaths 

Polio-encephalitis, acute 
Deaths 

Poliomyelitis, acute 
DeathsI 

Puerperal fever 
Deaths . , | * 

Puerperal pyrexiall , 

Deaths 

Relapsing fever 
Deaths , , ] ' j 

Scarlet fever 
Oeathst 

Smallpox 

Deaths 

Typhoid fever 
Deaths 

Typhus fever . . 

Deaths 

Whooping-cough* ^ 
Deaths 

Deains (O-i yeaf) 

Deaths (excluding still- 
births) 

death rate (per 
LuOQ persons living) 

Live births 
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tr, whoopUig-cough are not notifiable in Scotland, and the return; 

+ n “PPro^imation only. 

firimin?,. P’ TOcosUs opd scorlct fevcr for England and Wales, Tondon 
(ai^utrauve Munty), sriu no longer be pubHshed. 

cnuntl'v England and Wales, I.ondon (adnunistrative 

s Th ’ Northern Irehand. 

nnrf deaths from poliomyelitis and-pol/o-encepholftis for Engfand 

It rlVi j*' Eondon (administrative county), are combined. 

II includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 

Typhus Fever in a Ship 

The s.s. Monte Montjuicli arrived in the Port of London from 
Melilla (North Africa) on August 17. On August 22 two mem- 
bers of the crew were admitted to hospital with suspected 
enleric fever, and a third on August 25. The vessel then sailed 
for Newport (Monmouth) and arrived on August 28. A fourth 
member of the crew was sent to hospital on arrival with a 
similar diagnosis. Two further similar cases occurred on 
September 6, while another member was under treatment in 
hospital for middle-ear disease. 

All the usual sanitary measures were taken on board, and in 
addition fumigation was carried out in Newport, when 805 rats 
were destroyed. The ship sailed for Rosario, Argentina, on 
September 7. 

Laboratory tests on these cases proved negative until Sep- 
tember 2, when Widal tests on the first two patients suggested 
a paratyphoid B infection. On September 7, however, a repeti- 
tion of the Weil-Felix tests on serum from the seven patients 
were found to be positive for typhus infections, but further 
investigation on board was not possible, as the ship had sailed 
that morning. All the patients are recovering, and the attack 
was a mild one in every case. . There was no evidence of iice 
infestation. 

It is not yet apparent whether the infection was of murine or 
louse-borne origin, and further work is in progress on' this 
point. All seven patients were removed to isolation, and the 
disease has remained confined to members of the crew of the 
ship. Spread in the British Isles is not expected. 

Food-poisoning in North Staffordshire 

An outbreak of food-poisoning occuned in a semi-urban 
area in North Staffordshire on August 31 and September 1. 
All the 40 cases notified were adults, and all reported that they 
had eaten brawn prepared and retailed by a local butcher. 
Cases were strictly confined to houses where brawn had been 
consumed ; persons who had eaten the brawn were the only ones 
to be affected ; no further cases occurred after the brawn had 
been withdrawn from sale. From the amount of brawn sold 
it was estimated that the number of persons at risk was 100 
to 150, 

The time between ingestion and onset of illness in all cases 
was from two and a half to three hours. The main symptoms 
were nausea, vomiting, and abdominal pain followed by diar- 
rhoea. In a few cases the pain was reported to be severe. 
Several patients were said to have “ collapsed,” and of these 
two old people becanie dangerously ill. Cyanosis of the lips 
Was reported among the more severely affected cases. Recovery 
seems to have been practically complete within 48 hours. There 
were no deaths. 

Samples of the brawn were obtained from the' butcher’s shop 
and from two households ; all proved to be heavily contami- 
nated by coagulase-positive Staphylococcus aureus. The faeces 
of three severely affected patieiits showed no pathogenic 
organisms., A swab taken from a small boil, from which pus 
could be expressed, on the butcher’s right hand yielded a pure 
culture of coagulase-positive Staphylococcus aureus. (Cultures 
of staphylococci obtained from the brawn and from the pustule 
on the butcher’s hand were sent to a reference laboratory for 
bacteriophage investigation, and they were characterized as 
" untypable.” 

There seems to be little doubt that the cause of the outbreak 
was staphylococcal enterotoxin, and in the light of various fac- 
tors it seems clear that contamination occuned after the process 
of cooking. Although it cannot be definitely stated that the 
contamination of the brawn was caused by organisms from the 
pustule on the butcher’s hand, the possibility remains and pro- 
vides another instance of what appears to be a fairly common 
cause of such outbreaks. 

Polioinyelitis 

Notifications in England and 'Wales in the week ended 
September 10 were; poliomyelitis 284 (289), polio-encephalitis 
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:: (!'». ripiircs for the prcvioii'; week are shown in 
rarcnlhcscs. 

Multiple eases (poliomyelitis and polio-encephalitis together) 
were reponed from the following counties; London 31 (43). 
Retkshirc 4 (5). Chester f< (3). Cornwall 3 (5). Derby 2 (2). 
Deson (7). Dorset 5 (2). Durham 7 (S), Essex 16 (21). 
Gloucester 10 (13). Hereford 2 (10). Hertford 5 (3). Kent 9 
(10). Lancaster 3S (2S). Leicester 7 (11). Lines. Kcslcven 2 (2), 
•Middlesex 19 (IS). Northumberland S (10). Nottingham 16 (6X 
Oxford 4 (1). Soke of Peterborough 5 (0). Somerset 5 (9), 
SoiJthampton 15 (10), Stafford 4 (3). Surrey 9 (7), Sussex E. 

4 (2). W'arsvick 10 (S). L of Wight 2 (0). Wiitshirc 8 (4), Yorks 
East Riding 3 (1). Yorks West Riding 25 (37). Glamorgan 7 
(5). Monmouth 2 (1). 

Notifications in England and Wales in the corresponding 
iveek of 1947 (week errded September 6) were: poliomjelitis 
062. polio-encephalitis 46. These were the highest weekly figures 
recorded in that year. 

Discussion of Table 

In Enylar.if end li'rdcs the only large variations in the returns 
of infectious diseases were an increase of 31 in the notifications 
of acute poliomyelitis and decreases in the incidence of measles 
610 and w hooping<Qugh 56. 

A fall in the incidence of measles was general throughout the 
countiy : (he largest decrease was 62 in Durham, The only 
fluctuations of note in the local incidence of svhooping-cough 
were decreases in Warssickshirc 50 and Durham 28, with an 
increase of 24 in Lancashire. 

Tile incidence of scarlet fever remained constant in most 
areas, the only large s-ariation in trend being an increase of 24 
in Lancashire. Notifications of diphtheria were only one more 
than the record low level of the preceding week. 

Fresh outbreaks of dysentery were notified in Yorkshire. 
Leeds C.R. 31. and Northumberland. Gosforth U.D. 21. Only 
one further case of dysentery was recorded in Staffordshire. 
Wolverhampton C.B.. where 29 cases were notified in the pre- 
ceding Week. Of the 30 cases of paratyphoid fever 17 were 
notified in Lancashire (Liverpool C.B. 8), The largest out- 
breaks of food-poisoning were : Staffordshire (Newcastle-under- 
Lyme R.D. 38 (sec above) ). Lancashire (Blackpool C.B. 25, 
Liverpool C.B. 13, Famworth M.B. 10), Surrey (Croydon C.B. 
IS), Kent (Margate M.B. 16), and Northumberland (Wallsend 
M.B. 14). 

In Scotland a decrease of 36 in the notifications of measles 
and an increase of 26 for acute primary pneumonia were the 
only appreciable fluctuations in the totals for the week. In 
Glasgow 52 cases of dysentery were notified, an increase of 6. 
The increase in the incidence of pneumonia was mainly con- 
tributed by Glasgow. Only two areas returned notifications of 
acute poliomyelitis, Edinburgh 3 and Glasgow 8. 

Tn Eire notifications of diarrhoea and enteritis rose from 74 
to 159: the largest returns were Dublin C.B. 119 and Cork 
C.B. 18. Notifications of scarlet fever were 29 more than in 
the preceding week due to a general rise in incidence. 

In Northern Ireland the chief feature of the returns was a 
decrease of 21 in the notifications of measles. Of the 7 cases of , 
diphtheria 5 were notified in Co. Antrim. 

Week Ending September 10 

Notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 729, whooping-cough 
1,228, diphtheria 66, measles 875, acute pneumonia 205, cerebro- 
spinal fever 38. acute poliomyelitis 284, acute polio-encephalitis 
22. dysentery 59, paratyphoid fever 20, typhoid fever 3, food- 
poisoning 212. 


The Ministry of Health has asked hospitals to minimize the 
consumption of electricity during the peak hours in the conmg 
winter, with the object of spreading the load. The consumpfion 
of electricity should be restricted from 8 a.m. to 9.30 a.m. on 
Mondays to Fridays from October 1. 1949, to March 3], 1950, 
and from 4 p.m. to 5.30 , p.m. on Mondays to Fridays from 
November 1, 1949, to January 15, 1950. 


Medical News 


New Members of M.R.C. 

By an Order of the Committee of Privy Council for Medical 
Research, made after consultation with the Medical Research 
Council and with the president of (he Royal Society, the follow- 
ing have been appointed to be members of the Medical Research 
Council from October 1, 1949: Dr. N. Hamilton Fairley, F.R.S., 
Sir Percival Hartley, F.R.S., and Professor J. NfcMichael 
F.R.C.P. 

Register of Hydrotherapy Assistants 

The Chartered Society of Physiotherapy has decided that in 
order to ensure a satisfactory standard of treatment in hydro- 
therapy establishments and in order to bring this class of 
worker under the aegis of the chartered society as the respon- 
sible professional body, it will make itself responsible for 
the training and registration of persons carrying out, or assist- 
ing in carrying out, certain hydrotherapeutic treatments at 
hydrotherapy establishments throughout the country. The 
council of the chartered society has therefore agreed to 
inaugurate a scheme of training leading to examination and 
registration on a "Supplementary Register of Hydrotherapy 
Assistants” to be maintained by the chartered society. 

Christmas Cards 

The Grenfell Association has again prepared a series of 
Christmas cards depicting typical scenes in Labrador and in 
Northern Newfoundland where its medical work continues. 
Profits from the sale of these cards will help to maintain 
hospital and nursing stations, and will also be applied to the 
campaign against tuberculosis, which is one of the most serious 
problems in this part of the world. Some of the cards are in 
black and white, and others are in colour. An illustrated 
leaflet showing the kinds of cards available and their prices can 
be obtained (price Id.) from the secretary', the Grenfell Associa- 
tion, 66. 'Victoria Street, London, S.W.L 

Buckston Browne Prize Essay 

The council of the Harveian Society of London has selected 
“The Management of the ‘Hopeless’ Case" as the subject for 
the Buckston Browne prize essay. The prize, consisting of a 
medal, together with the sum of £100, will be awarded for the 
best essay on the subject ; is open to any member of the 
medical profession registered in the British Isles or Dominions ■_ 
and is limited to candidates under 45 years of age. Essays 
must be sent in by October 1, 1950. Further particulars may be 
obtained from Sir Cecil 'Wakeley, P.R.C.S., "73, Portland Place. 
London, W.I. 

'mns 

Dr. Donald George Hall, of Hove, left £41,711, including 
£500 to the Medical Benevolent Fund. Dr. Alfred Heathcote 
Copeman, also of Hove, left £39,212 ; Dr. James Robertson 
Wills, of Peterborough, left £12,342; Dr. David Riddell, 
of Windermere, formerly High Sheriff of Westmorland, £37.829 ; 
Dr. Samuel Morris Green, of Prescot, Lancs, £13,442. 

COMEVG EVENTS 

Ko^yaJ Free Hospital School of Medicine 

The inaugural address for the 1949-50 session of the Royal 
Free Hospital School of Medicine will he delivered by- 
Mr. James Laver, Hon.R.E., at B.M.A. House, Tavistock 
Square, London, on Friday, September 30, at 3 p.m. 

His subject is “Clothes and Psychic Health.” 

Conference on Foot Inspection 

A conference on “ Foot Inspection in Childhood and 
Adolescence ” has been arranged by the Foot Health Educa- 
tional Bureau, to be held at Caxton Hall, Westminster, London, 
S.W., on Friday, September 30, from 2.15 to 5 pan. The 
speakers will be Dr. W. G. Booth and Mr. T. T. Sta m m. 
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Conference on Juvenile Delinquency 

A Conference on the Scientific Study of Juvenile Delinquency 
will be held at the Royal Institution, 21, Albemarle Street, W., 
on Saturday, October 1, The conference was convened by the 
British Psychological Society, t^ie Howard League for Penal 
Reform, the Institute for the Scientific Treatment of Delin- 
quency, the Institute of Sociology, the National Association for 
Mental Health, and the R,oyal Medico-Psychological Associa- 
tion. The Earl of Feversham will open the meeting, which will 
be divided into morning and afternoon sessions. In the morn- 
ing a discussion will be held on the limits of present knowledge, 
under the chairmanship of Mr. J. C. Maude, Recorder of 
Plymouth. The speakers will include Dr. J. D. W. Pearce and 
Dr. Hermann Mannheim. In the afternoon Miss Margery Fry 
will take the chair in a discussion on future research. Dr, John 
Bowlby and Dr. Dennis Carroll will be among the speakers. 

Exhibition of Medical Photography , , 

The Exhibition of Medical Photography organized by the 
Medical Group of the Royal Photographic Society of Great 
Britain is to be shown in the Museum, Manchester Royal 
Infirmaty, from Moitday, October 3, to Saturday, October 8. 
The exhibition will be open from 9 a.m. to 6 p.m. daily, and 
on Saturday until 1 p.m. 

Postgraduate Lectures in Ophthalmology 

A series of postgraduate lectures in ophthalmology will be 
given in the Department of Ophthalmology of the University 
of Glasgow on Wednesdays, October 5, 12, 19, and 26, at 8 p.m. 
A discussion will follow each paper. The meetings are open 
to all medical practitioners and senior students interested in 
the subject. Details will be published in the Journal under 
“ Societies and Lectures ” week by week. 

Welsh National School of Medicine 

Dr. W. N. Pickles is delivering the annual inaugural address 
to the Welsh National School of Medicine on October 6. His 
subject is “Epidemiology in Country Practice.” 

Charing Cross Hospital Medical School 
The inaugural address will be given by the Rt. Hon. Sir 
Norman Birkett, M.A.. LL.B., in the council room of the 
hospital on Thursday, October 6, at 4 p.m. The prizes will be 
presented by Lady Birkett. The medical school will be open 
for inspection from 2 to 3.30 p.m. 

Kettle Memorial Trust Lecture 

The Fifth Kettle Memorial Trust Lecture will be delivered 
by Dr. Beatrice Pullinger at the Royal College of Surgeons 
of England (Lincoln’s Inn Fields, London, W.C.), on Friday, 
October 7, at 5 p.m. Her subject is “ The Significance of 
Functional Differentiation in Mammary Tumours.” 

Prevention of Accidents 

A conference organized on behalf of the Association, of 
British Chemical Manufacturers by the Royal Society for the 
Prevention of Accidents will be held at the Royal Hotel, Scar- 
borough, on October 7-9. Among subjects to be discussed are 
the safe use of solvents, the installation and maintenance of 
breathing apparatus, and the use of electric apparatus in 
hazardous atmospheres. The fee for the conference, including 
accommodation, is £5. Particulars can be obtained from the 
Royal Society for the Prevention of Accidents, Industrial Safety 
Division, 131. Sloane Street, London, S.W.l. 

Medical Golf ' 

The Furness Division of the British Medical Association has 
arranged another golf tournament to be held at Grange Golf 
Club on Sunday, October 9, at 2.15 p.m. It is hoped that all 
members who participated in the previous one at Ulverston will 
again enter for this competition, and that any other member of 
the Division who plays golf will also enter. Names should be 
forwarded to the honorary secretary of the Furness Division, 
Dr. 3. Mitchell Stuart, c/o the Clinic, Vickers- Armstrongs, Ltd., 
Naval Construction Works, Barrow-in-Fumess, by September 26, 
so that arrangements may be completed. 


Industrial Nursing 

The Royal College of Nursing will hold a conference on 
“ The Industrial Nursing Service ” on October 7-8 at the Royal 
^College, Henrietta Place, Cavendish Square, London, W.l. 
Those requiring tickets should apply as soon as possible to 
the Conference Secretary at the address above. 

SOCIETIES AND LECTURES 

Tuesday 

Institute of Sociology. — At Royal Society, Burlington House, 
London, W., September 27, 5.30 p.m., discussion meeting jointly 
with British Society for the History of Science, “ Goethe and 
Modern Thought," by Mr. Humphry Trevely.an. Professor 
William Rose rrill open the discussion. 

Friday 

Caxibridge Medical Society. — At Addenbrooke’s Hospital, C.im- 
bridge, September 30, 2.30 p.m., " Meddlesome Midwijery," talk 
by Miss Janet Bottomley. 


APPOINTMENTS 

Dr. Isabel G. H. Wilson has been appointed a Senior Commissioner 
and Member of the Board of Control on the retirement of Miss 
Ruth Dartvin. 

Dr. Wilson graduated at Edinburgh in t92t, took the D.P.M. in 1924, and 
proceeded M.D. in 1926. She was elected F.R.C.P. in 1947. In 1938 she prepared 
jointly for the Board of Control a report on cardiazol treatment and hypo^ycaemic 
shoct treatment in schizophrenia. 


East Anglian Regional Hospital Board. — Consultant Physician for Mental 
Deficiency In Western Part of East Anglian Region, W. Sharp, M3., Ch.B., D.P.M. 
Consultant Psychiatrist for Child Guidance Serelces in the Ipswich Area, J. G. 
Howells, M.B., B.S., D.P.M. 

South Western Regional Hospital Board. — ^The following appointments 
have been announced: Director, Rheumotism Unit and Advisor on the Service — 
South ilcstcrn and Oxford Regional Boards, G. D. Kersley, M.D., F.R.C.P. 
Surgeon, South Devon and East Cornwall Hospital, Plymouth, J, P. Childs, M.Ch., 
F.R.C.S. Anaesthetist, Neurosurgery Department, Frenchay Hospital, Bristol, 
P. L. F. Mortimer, M.B., B.S., D.A. Assistant Dental Surgeon, Plastic Surgery 
Deportment, City General Hospital, Gloucester, H. Handley, B.D.S. Medical 
Director, Moss Radiography Unit, Plymouth, G. Sheers, M.B., B.C^. Physic!^ 
Superintendent, Quanlock Sanatorium, Somerset, B. J. Douglas Smith, M.B., B.S. 


BIRTHS, IVIARRIAGES, AND DEATHS 

BIRTHS 

Ferguson. — On August 29, 1949, at Birch Hill Hospital, Rochdale, to Eiletn 
<n€t O’Brien), wife of Dr. T. I. V. Ferguson, a son. 

GIdiey. — On September 4, 1949, al Manor Hospital, Nuneaton, to Maisie (n^c 
Merry), M.B., B.S., D.A., a son — Alexander Claude, 

Graves. — On Septrmber 13, 1949, to Valeric Cn6c Scotland, M.B., B.S,), wife 
of Dr. J. C. Graves, 9. Wcsigate Avenue. Holcombe Brook, Lancs, a 
daughter. 

Rom?, — O n September 9, 1949. at 80, Haibome Road, Birmingham, 32. to 
Dr. Mary Rose (n6c Lavender), wife of G. K. Rose, F.R.C.S,, a son — Roben 
Ewart. 

MARRIAGES 

Daniel — Williams. — On August 27. 1949, at Cwmlwrch. Owen Darucl. M.B.. 
F.R.C.S., of Glanamman, Carms, to Rhianj'dd Williams, of Cwmtwrch. 
Breconshire. 

Davidson — Fortune, — On August 29, 1949, al Caxion Hall. Westminster, John 
Howard Davidson, M.B., B.S., to Phylis Mary Veronica Fortune. 

ProlfaCToe Smith — Fletcher. — On September 13, 1949, Edward Prolhcroc Smith. 
M.R.C.S,. L.R C.F. (late of Rcdditch). to Margaret, daughter of the late 
Mr. and Mrs. T. W. Fletcher, of Webheath, Worcs. 

DEATHS 

Dickerton, — On September 13, 1949, at 33. Portland place, London. W.. 

Reginald Ernest Bickenon, D.S.O.. M.B., Ch.B., Colonel R.A.M.C., TA- 
Elworthy, — On September 11, 1949. Reginald Robert Elworthy, O.B.E., M.D.. 

of 18, St. Margaret's Drive, East Twickenham, Middlesex. *. 

James.— On September 12, 1949, Edmund Arnold James, M.B.. Ch.B., of 
Trcncrom, Si. Helen’s Place, Castlcford, Yorks. 

Jenkins.— On September 15, 1949, Charles Evans Jenkins. M.R.C.S., L.R.C.P.. 
of Dunedin, Sale, Cheshire. 

Kinlocb. — On September 14, 1949, at 305, Upper Shoreham Road, Shorcham* 
by-Sca, Sussex. William Anderson Kinloch, M.B., C.M., aged 76. 
Macdonald. — On September 10, 1949, at Lynton, Thrupp Lane, near Stroud. 
GIos, Alexander Tulloh Inglis Macdonald, M.D., formerly of Bootle, 
Liverpool. 

Mannlngton.— On September 12. 1949, at Hillbrow, 49. St. Helen’s Crescent. 
Hastings, Sussex, Frank Maimington, F.R.C.S., formerly of Muswcll Hill. 
London, N., aged 75, 

Mnnro. — On September 18, 1949. at Beech House, Egremont, Cumberland. 
James Gibson Munro. M.B., Ch.B. 

Rowand. — On September 15, 1949, at a nursing-home, St. Andrews, Andrew 
Rowand, M.D., formerly of 19. Queen’s Gardens, St. Andrews, aged S6. 
Sanders. — On September 16. 1949, Ernest Leonard Sanders, M.B., Ch.B., of 
122, Lauriston Place, Edinburgh, 3. 

Smith. — On September 16. 1949. at Mount Vernon Hospital. Harry Smith. 

M.R.C.S., L.R.C.P., D.P.H., of Sunnyways, Gerrards Cross, Bucks. 

Smyth. — On September 11, 1949. at Four Walls, Formby, Lancs, John Francis 
Smyth, M.D.. D.P.M. 
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Any Questions ? 


Ccrrrsrot'.Jcr.is slunih! five their nniitcs and addresses (not for 
rahliec.tion) and include all relevant details in their questions,' 
which should he typed. IIV ptddish here a selection of those 
questions and answers which seem to he of general interest. 

Sircpiococcuv A’iridam and Haclcrial rndocarditi? 

Q.—Is there any evidence that tlie Utreptocoecus viridans 
found in the mouth and throat is the same as that found in a 
ease of haeteria! endi>carditis i 

A.' — 7 he Cl iJcncc (hat the Streptococcus viridans found 
normally in lire mouth and throat it the infecting organism in 
luh.icute Kacleri.il endocarditis is largely circumslaniial. Gum 
'cr'is, including periodontal abscess, js most often due to 
infection nith non-haemolytic streptococci of the viridans and 
salivarius types. Any trauma of an infected gum, such as by- 
tooth cstraetion. usually results in a temporary bactcriaemia. 
and if there ate damaged heart valves, due to congenital defect 
or presious tl'eum.uic infection, the blood-borne streptococci 
may settle on the valves and set up a subacute bacterial endo- 
carditis. There is a considerable amount of published and 
unpublishcsi oorh supporting this association between gum 
sep'is, tooth extraction, and bacterial endocarditis. More 
definite proof tb.it the particular strain of Sir. viridans causing 
b-tcterial cndos'.-rJitis is identical with the organism present in 
the mouth cannot easily be supplied, since the green-producing 
streptococci .itc found to be a heterogeneous group when 
attempts arc made to classify them cither b.v fermentation 
reactions o' serologically. In a paper clscttherc in this issue 
F. R. Sclbtc, Rosemary D. Simon, and R. H. M. Robinson 
describe how serologically similar strains have been isolated 
front the blood and mouth of patients with stihacutc bacterial 
endocarditis, hut final proof of identity would require more 
precise antigenic analysis. In this connexion it may be noted 
that a p.iriicular serological type of non-hacmolyiic strepto- 
coccus called Str. mntans, and associated by Kilian Clarke with 
dental cartes, is sometimes the causal organism in bacterial 
endocarditis, ffaemophilns para-inflaenzae. another normal 
inhabitant of the mouth, is also occasionally associated with 
bacterial endocarditis. Thus, even if there is no absolute proof 
that the causal organism is most often derived from the mouth, 
the evidettee is strong enough to justify the use of a "chemo- 
prophylactic umbrella ” when any mouth operations arc carried 
out on a patient xvilh damaged heart valves. The questioner 
should also refer to the leading article at p. 692 of this issue. 

Coctiac Disease 

Q . — What are the latest views on the treatment of coeliac 
disease in children ? Is it true that the use of vitamin B and 
liver therapy has largely removed the need for dietary restric- 
tions? If not, is it important to restrict the intake of carbo- 
hydrates as well as of fats ? How can an adequate diet, say 
for a child aged 3, be arranged with present food restrictions ? 
What is the best method of administering the necessary vitamins, 
and are these obtainable in solution in palatable fat-free form ? 

K . — No great advance in the treatment of coeliac disease 
has been made recently. Three principal forms of diet have 
been evolved— the low-fat diet, the starch-free normal-fat diet, 
and the Bircher-Benner diet ; in the latter fats are restricted 
and starchy foods replaced by fruits and salads. In any diet 
it is wise to restrict starchy foods and essential that there is a 
high protein and calorie intake. Treatment xvith injections of 
liver extract and vitamin B has proved useful, particularly 
during the acute phases of the disease, but only in addition (o 
dietary measures. It is likely that liver extracts supply some 
factor which is liable to become deficient in coeliac disease. 

It is difficult to devise a suitable diet which is economical 
and which the child will eat, but the low-fat diet is perhaps 
the easiest. On receipt of a detailed medical report, including 
the results of stool analysis, the Ministry of Food allows a 
child of 3 years five extra rations (the allowance for a child 


under 5 being half the adult ration) of meat and a tin of half- 
cream dried milk weekly on the surrender of all fat coupons. 
Dried bananas arc obtainable through food offices, but these 
arc not so popular as (he fresh fruit' which are xvell tolerated 
when really ripe and which will generally be reserved by a 
greengrocer when he knows of the child's illness. In the same 
way a butcher can usually be persuaded to reserve such things 
as liver. Salads and many fruits are well tolerated. Soya 
biscuits, or one of the specially prepared breads with a high- 
protein, low-starch content, can be eaten instead of ordinary 
bread. Dcxtrimaltose or glucose can be obtained on a doctor's 
cerliftcate, and 1 to 2 oz. (28 to 56 g.) should be given daily. 
Cow's milk should be hand skimmed and given to drink or 
used to make junkets and puddings. Vitamin C may be given 
by mouth in the form of concentrated orange-juice, and vitamins 
A and D as halihiit-livcr oil or one of the proprietary concen- 
trates in doses of 10 to 20 drops daily. Watery preparations of 
vitamin A and D arc available, but are more expensive and 
arc not essential. 

The questioner should refer to Arch. Dis. Childh. 1949. 24. 
81, and Practitioner, 1948, 160, 291. 

Dlchloracetylene Poisoning 

Q. — IChat are the toxic effects of dlchloracetylene ? Hetve 
any cures of poisoning been reported, and are there any reports 
in the literature on the post-mortem examination of fata! cases ? 
If so, what were the essential findings ? 

A. — Dlchloracetylene is very toxic and unstable, but has little 
or no use in industry, as distinct from acetylene dichloride 
(or dichlorcihtlcne), which is less toxic and is an industrial 
solvent. Dichloracctylcne is a liquid boiling at 32‘ to 33° C. 
at a pressure of 748 mm. Hg ; it is unstable and readily catches 
fire in air on warming. It is narcotic and causes death from 
respiratory paralysis. There is a reference in the literature to 
the corresponding dibromacetylcne as an intensely poisonous 
liquid, causing headaches, indigestion, exhaustion, and most 
noticcabiy loss of memory (Lawrie. /, Amer. chem. Soc., 1906, 
36. 490). but no reference to any post-mortem findings has 
been (raced. Stringent safety precautions against fire and toxic 
hazards would be required in the preparation and use of 
dichloracctylcne, and should take the form of complete 
enclosure in a closed system. 

Control of Ants 

Q, — / should be grateful if you could tell me what are the 
dangers of food being infested by ants and what modern 
methods are available to ‘protect food from these pests. 

A. — Food is not exactly “ infested ” by ants in the sense 
that certain other insect pests live and breed in it. However, 
the workers of certain species of ant make raids on food in 
larders, etc., and carry back portions to the nest. Two kinds 
of house-haunting ants are common in Britain; (a) The black 
garden ant (Acanihomyops niger) often enters dwelling-houses 
through a window or through crevices in the floor. The best 
control measure is to trace the ants back to their nest in the 
soil and destroy it. f61 In steam-heated institutions, such as 
hospitals, the tiny sand-coloured Pharaoh’s ant (filonomorium 
pharaonis) is a very intractable pest. The nests are deep in 
the walls and usually inaccessible. Spraying with D.D.T. has 
been tried without success. The most promising control 
measure is the use of a poison bait (e.e., 51 "5 water, 0.8% 
sodium fluoride, and 48.2% thick syrup). The bait is Vmeaded 
into small pieces of cake or bread and scattered out of the way 
of children or domestic animals. Baits must be renewed weekly 
for at least three or four months to obtain eradication. 

Succinate-salicj late Therapy 

Q, — M.'M. Sztics claimed recently that succinate-salicylate 
therapy was of value in arthritis (Ohio St, med, J„ 194/, 43, 
1035). What is the theory underlying this method, and hene 
the views put forward by Szucs been confirmed or not ? 

A. — ^The claims made by Szucs for the use of succinate- 
salicylate therapy in arthritis have not been confirmed by 
subsequent medical experience. Observers in both Canada and 
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America, where this work originated, have reported that 
succinate-salicylate has the value of its salicylate content only, 
and that the addition of the succinate portion, although attrac- 
tive in theory, is of no practical clinical advantage. 

Effects of Testosterone 

Q. — A male patient aged 53 has been receiving injections of 
25 mg. of testosterone dipropionate at weekly intervals for 
some months, after an initial intensive course of three injec- 
tions a week, for the treatment of debility: He improved to 
start with, but he is now very apprehensive about any ill effects. 
Are there any known ill effects, either near or remote, associated 
with contihued dosage with testosterone dipropionate ? 

A. — There are no recorded ill effects from therapeutic doses 
of testosterone as, for example, those given in the above case. 
Theoretically, testosterone might produce enlargement of the 
prostate gland, but this is a theoretical rather tlian a practical 
consideration. Theoretically it might also produce enlargement 
of the pituitary gland and an increase in the number of chromo- 
phobe cells, possibly with the formation of chromophobe' 
adenoma,' as is possible with massive doses of oestrogens, but 
here again, in the opinion of the writer, these considerations 
have no practical bearing on clinical testosterone therapy. In 
younger people testosterone in large doses, while possibly 
increasing eroticism and potency and the size of the penis, would 
cause involution of the testes ; but in a patient of 53 this fact 
would not have the same significance as in a person of 23, .and 
in any case the doses used would have to be much greater to 
produce this result. 

Facial Disfigurement 

Q. — Are there available any cosmetics or other preparations 
which would enable a young girl suffering from adenoina 
sebaceum of the face, which causes a good deal of disfigure- 
ment, to conceal the marks? 

A. — Special rnake-up preparations are sold by most of the 
big cosmetic firms and are designed to hide blemishes and dis- 
figurements. Most of them were developed during the war, 
and it must be admitted that many are inferior in quality and 
unsatisfactory in use. This appears to be due to the limita- 
tions imposed on the importation of the necessary ingredients 
for this kind of preparation. A special cream is obtainable 
from a London firm which has the advantage of covering the 
defects efficiently without cracking or flaking. 

Treatment of Chronic'’Alcoholism 

Q. — / wish to try “ antabuse ” on a chronic alcoholic whose 
liver is soinewhat enlarged, and I should like to know if this is 
a contraindication. If not, what dosage do you recdmmend ? 

A. — “ Antabuse,” or tetraethylthiuramdisulphide, acts by 
depressing the oxidation of acetaldehyde, which is presumably 
due to a depression of liver function. Nevertheless, it is clear 
that if the patient is cured of his alcoholism his liver inay then 
recover ; it is therefore right to try to cure him. The dose is 
1.0 to 1.5 g. initially and 0.5 g. thereafter daily. The care 
required in treatment is indicated in the article by A. E. Carver 
(Journal, August 27, p. 466) and in the earlier paper by 
Martensen-Larsen (Lancet, 1948, 2, 1004)., 

S - 

Aplastic Anaemia and Agranulocytosis 

Q. — What drugs have been known to cause aplastic anaemia 
and agranulocytosis ? Have thyroid tablets or Lugol's iodine 
ever been incriminated ? 

A. — Administration of the following agents has been 
followed by aplastic anaemia : benzol, the arsphenamines, gold 
salts, sulphonamides, dinitrophenol, trinitrotoluene, mustard gas 
and nitrogen mustards, bismuth, mercury, colloidal silver, 
various hair dyes, volatile insecticides, and possibly a'nalgesics 
such as amidopyrine, acetanilide, and phenacetin. Agranulo- 
c>1osis has resulted from the administration of the sulphon- 
amides, thiouracil, amidopyrine and its compounds, gold salts, 
the arsphenamines, dinitrophenol, and possibly from the bar- 


biturafes, phenazone, phenacetin, “ neostibosan,” quinine 
cinchophen, bismuth, phenylethylhydantoin, and pamaquin. 
Radioactive substances may give rise to either of these 
sj'ndromes. Neither Lugol’s solution nor thyroid tablets have 
been known to cause agranulocytosis or aplastic anaemia. It 
should be noted that in many instances there is a personal 
idiosyncrasy to the causative drug, and with most of these agents 
the syndromes are rare. 

' Non-spermicidal Lubricants 

Q.—t/ have heard that some lubricants used to facilitate inter- 
course may have a deterrent, effect on conception. Is this 
correct, and can you suggest a suitable lubricant which is free 
from this disadvantage ? I ■ ' 

A.— When conception is desired, it is necessary to ensure 
that penetration is painless' and complete. In many, cases this 
can be achieved only if the vagina is fully lubricated. It is 
important to avoid petroleum jelly, for, besides being a most 
unsatisfactory lubricant' for the vagina, it has a mechanical 
action deleterious to sperm activity. There are two or three 
“ water-soluble ” lubricants obtainable which have practically 
no spermicidal , action. 


NOTES AND COMMENTS 

Pus Cells in Semen. — Dr. H. A. Davidson (London, S.W.) writes; 
The answer to the question on pus cells in semen (“Any Ques- 
tions ? ” August 13, p. 398) is liable to mislead the questioner and 
possibly expose his patient to unnecessary psychological and physical 
hardship. It is by no means evident from the question that the 
patient’s fertility is impaired. Although it is stated that "motile 
sperms are absent,” no mention is made whether any immotile 
sperms were found. If they were, one would need to know the age 
of . the specimen and the method of collection, for even normally 
fertile semen, if too old or collected in a condom, might contain no 
motile spermatozoa. The answer states that an attempt must first 
be made to discover the source of the pus cells. It would seem 
more urgent to ascertain first whether in fact the patient is sub- 
fertile or not. Normal semen may contain up to two million 
leucocytes per millilitre, and even frank pus . admixed from the 
prostate, seminal vesicles, or urethra would not necessarily impair its 
fertilizing capacity. It is disturbing to read the statement, on such 
incomplete evidence, that the outlook is poor, and, much as one 
would agree with the need for testicular biopsy if in fact the semen 
contained few or no spermatozoa, one wonders why the finding of 
“ healthy testicular tissue ” should call for an attempt to stimulate 
spermatogenesis. Finally, an obvious slip of the writer’s pen should 
be rectified : Chorionic gonadotropin is prepared from pregnancy 
urine and not, as stated, from pregnant mares’ serum. 

Herpes, 'Varicella, and Queen Anne. — Dr. W. A. Belumy 
(Aylesbury, Bucks) 'tvrites: For some years now the Journal has 
printed numbers of letters from correspondents who have noticed the 
incidence of herpes and chicken-pox in' the same patient. Is it not 
time we all realized that Queen Anne’s dead ? '' 

Correction. — Dr. A. G. Watkins (Cardiff) wTites ; In the acknow- 
ledgments at the end of the article “ Incidence of Cross-infection in 
Children’s Wards ” (September 17, p. 616), in acknowledging a grant 
towards computing expenses, it was wrongly stated that the grant 
was made by the British Paediatric Association. It is the Ministry of 
Health to whom the authors are indebted, and they take this 
opportunity of apologizing for this mistake. 
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GENER.AL MEDICAL SERVICES 

Wiih the major is<.uc of remuneration awaiting discussion with 
Ministrs- oflicials on September 23, the General Medical Ser- 
vices Committee was able, at its meeting last sveek, to desote 
a full day to routine business, most of the points coneeming the 
terms and conditions of service of general practitioners. Here 
are some of the points dealt with. 

(of There has been a good deal of concern during the past 
year ahotit the extent to which executive counctl.s' lisLs arc 
infiated — i.c.. the extent to which persons appear on the list 
twice. No doubt clerks of executive councils have done their 
utmost to eliminate this. Yet from time to time evidence is 
forthcoming that inllation still exists. Following the committee's 
representations on the point, the Ministry of Health has 
arranged b\ way of an experiment for a few executive councils 
to send to a number of persons whose identily numbers arc not 
known a communication asking for those numbers. The reply 
is being prepaid, and if the result of the experiment shows 
that a measure of inflation has been eliminated general action 
of a similar kind will be considered. 

(M It h.as been decided to ask the Ministry to add to the list 
of appliances which general practitioners may order for their 
patients ligature material, tnale and female urinals, and 
" lastonct." 

(c) The committee's legal advisers take the view that a doctor 
in the Sersiee is required under the regulations to issue Ministry 
of National Insurance certificates to a patient even though he 
may know that the patient is receiving treatment from an un- 
qualified person. This intolerable position arises because the 
certification regulations for the new Service have not exactly 
followed those in force under National Health Insurance. The 
committee is taking up the point with the Ministry. 

((?) The committee examined the administration of the Special 
Inducement Fund in the light of experience gained in the first 
year of the Service. It is not satisfied that the "method of deal- 
ing ssith applications conforms with the original discussions on 
the application of this fund. The committee intends to put to 
the Ministry a proposal for widening the scope of the fund 
so as to include definite cases of hardship. 

(e) The committee has approved a draft circular which the 
Home Office intends to issue for the guidance of police authori- 
ties in conne.xion with emergencies involving the services of 
general practitioners. It is felt that this circular will clarify 
the position. 

Temporary Residents 

It is clear from the correspondence coming to this office that 
there is still some confusion about the procedure to be followed 
by patients seeking treatment as temporary residents. Anyone 
staying away from home for a period .pf less than three months 
can apply to any public practitioner for treatment as a tempo- 
rary' resident. It is not necessary for the applicant to produce 
a rnedical card or to be on the list of a public practitioner in 
the home area. Having accepted and treated a_ temporary r^i- 
dent, the practitioner claims payment by filling in and returning 
to the local executive council of his area a form (E.C.19) pro- 
vided by that body for the purpose. The same arrangement 
applies to anyone moving from place to place. If the period 
of stay extends beyond three months the residence is no longer 
regarded as’ temporary. 


Remuneration of Colonial Medical Officers 

The Working Party of officials from the Colonial Office and 
B.M.A. House which has been assessing the monetary value 
of all the \arious advantages and disadvantages of a Colonial 
medical officer's life has now completed its svork and presented 
its report. The task has been difficult, and the Working Party 
has had the assistance of an actuary and an accountant and 
other experts. In due course it is intended to publish a full 
report of these calculatiohs and of the current negotiations with 
the Colonial Office. No further statement can be made at 
present, as the outcome of the negotiations depends to some 
extent upon the discussions which are now proceeding with the 
Ministry of Health on the betterment factor which has been 
or ought to be applied to the Spens recommendations." 

Dentists' Hours of M'ork 

One always suspected that much of the criticism which the 
dental profession has been receiving in recent months was both 
ill-informed and unfair. The Report of the Ministry of Health 
Working Party on Chairside Times, which is summarized on 
another page, confirms these suspicions. “ Most dentists,” says 
the Report. “ are working longer hours than is comfortable, or 
than would be good for them if continued for too long a period, 
and many of them are working more quickly than they would 
normally. These conditions have been forced upon them by 
the influx of work which has resnlted from the expanded Health 
Service. As a body they have been trying to cope with the 
difficult problem of keeping pace with demand without loss of 
efficiency, and. as a body, the Working Party thinks that they 
should have received more gratitude and less adverse criticism 
than has actually been the case.” The Report states that 
the ''comparatively few cases of very long hours (and of vers" 
high earnings) should not be regarded as a major factor 
when terms of service are under consideration. Such eases 
should be judged from the point of view of efficiency only.” 
“ Up to the point where efficiency becomes impaired, neither 
the Stale nor the patient suffers from the excessive efforts ” of 
“ a comparatively small minority.” “ It has to be recognized." 
adds the Report, “ that by means of organization and careful 
management output (or should it be ‘ input ’ ?) can be increased 
to a considerable extent without loss of efficiency.” 

Arbitration Award 

I was particularly interested to read that the salaries of 
secretaries of boards of governors, sometimes known as house 
governors, have been dealt with by an Industrial Court. The 
award should prove of interest to those engaged in medical 
administration. It is as follows : 

Salary on appointment £1,750 per annum 

After one year’s service £1,800 „ „ 

After two years’ service £I,S50 „ „ 

After three years’ service £1,925 „ „ 

After four years’ .service £2,000 „ „ 

(plus a weighting allowance of £50 per armum in the Metropolitan 
Pob’ce Area). 

Officers already in posts in luly, 1948, in hospitals which were 
then transferred into the National Health Service are to have 
the option of remaining on the salaries or salary scales and 
other conditions of service which they had before luly, 1948. 
if these were more favourable than those of the award. 

2331 
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TERMS AOT> CONDITIONS OF SERVICE OF 
HOSPITAL STAFFS 

The Ministry of Health has amended the Terms and Conditions 
of Service of Hospital Medical and Dental Staff for England 
and Wales (Supplement, June 11, p. 314), Details are given 
below. ' 

Remuneration and Grading 

Main Scale for Consultants (Document, paragraph 1 (a )). — 
A practitioner appointed as a consultant before the age of 30 
should start at a salary of £1,400 per annum, rising to £1,550 
per annum after one year’s service, to £1,700 per annum after 
two years’ service, and thereafter in accordance with the scale 
set out in paragraph 1 (a) (1) of the document. He should not 
remain on a salary of £1,400 per annum until he reaches the 
age of 31. In effect, the salary scale for consultants is a 
continuous scale from a minimum of £1,400 per annum to a 
maximum of £2,750 per annum ; and under paragraph 1 (a) (2) 
of the document age merely determines the point of entry to 
this scale. 

Senior Hospital Medical and Dental Officers (Document, para- 
graphs 2 (a) and (b )). — There is no provision in the Terms of 
Service for the remuneration of senior hospital medical officers 
or senior hospital dental officers below the age of 32, and it is 
not intended that any officer below the age of 32 should hold 
such an appointment. Any officers below that age who have 
not been graded as consultants should therefore be graded as 
senior registrars, junior hospital medical officers, or general 
practitioners under paragraph 10 (b) or 11 of the document, as 
appropriate. 

Medical Superintendents and Deputy Medical Superintendents 
(Document, paragraph 2 (c); see also paragraph 15). — ^The 
reference to the particular grades of consultant or senior hospital 
medical officer cannot override the grading of a particular officer 
by a professional review committee. If a medical superintendent 
or deputy has been graded in some other grade, the whole-time 
salary of that grade will be used for the purpose of the calcula- 
tion under (i). The word “ etc.” should be inserted after “ senior 
hospital medical officer.” 


Part-time Appo'mtments 

Appointments with More than One Board (Document, para- 
’ graph 5 and R.H.B. (49) 100/B.G. (49) 84).— R.H.B. (49) 100/ 
-.G. (49) 84 refers only to consultants, but the principles laid 
down in that memorandum should be applied also to medical 
and dental officers of any grade who hold appointments with 
more than one board or management committee. 

Residence . — A residence clause has been included in the pro 
forma contract for whole-time consultants and senior hospital 
medical and dental officers, and it has been assumed that resi- 
dence may be required as a matter of course in the case of house 
officers, other resident junior officers, certain medical superin- 
tendents, etc. Guidance has been requested on residence condi- 
tions for part-time consultants and other part-time senior officers 
living considerable distances from the hospitals where their 
principal duties lie and having no private consulting-room 
nearer the hospital (see paragraph 19 (b) of the document). 
This may involve, in some cases at least, the payment of wholly 
unreasonable sums, not only by way of travelling expenses but 
also in taking travelling time into account in arriving at the 
number of notional half-days from which remuneration is 
calculated. If the officer’s duties do not make it essential for 
him to reside within a certain distance of the* hospital where 
his principal duties lie, and he himself wishes to live further 
away, a residence condition need not be insisted upon ; but 
where the officer who has no nearer private consulting-room 
lives more than 10 miles or a half-hour's journey away from 
the main hospital, boards should, unless the circumstances of 
the individual warrant exceptional treatment, and as an alterna- 
tive to requiring residence within a certain distance of it, apply 
a maximum of 10 miles (each way) to the appropriate allowance 
for travelling expenses in getting to it. and half an hour (each 


way) to the travelling time taken into account in assessing the 
number of notional half-days under paragraph 5 (n) of -the 
document. 

Work Done for Colleagues during Holidays, etc. ( Docu- 
ment, paragraph 5). — Anticipated duties under Clause 7 of the 
pro forma contract for part-time officers (i.e., time which it is 
known will be given in doing colleagues’ work during holidays) 
should be taken into account in the pre-contract assessment of 
the average number of hours per week on which the part-time 
remuneration is based, and not paid at locum rates. This does 
not, of course, affect the application of the maximum under 
paragraph 5 (d) of the document. It is open to boards to vary 
the wording used in Clause 7 Of the pro forma contract so as 
to include duties at other hospitals than those mentioned earlier 
in the contract, 

I 

Locumtenent Arrangements (Document, paragraph 7) - 

(а) Locums Standing in for Whole-time Officers . — ^The rates 
of payment in paragraph 7 of the document are related to 
notional half-days. The table in paragraph 5 (a) of the docu- 
ment should therefore be used in determining the number of 
half-days. Locums whose duties amount to more than 28 hours 
per week (including those who are replacing whole-time officers) 
would thus be paid for nine half-days per week — i.e., in-the case 
of consultants, 45 guineas per week; in the case of senior 
hospital medical officers, 314 guineas per week. 

(б) Application of the Lower Rate . — Any practitioner other 
than a consultant who is doing duly as a locum in a consultant 
post should be paid at the 3i-guinea rate. Any practitioner 
doing duty as a locum in a post other than consultant, registrar, 
junior hospital medical officer, or house officer should be paid 
at the 3F8ti>nea rate. 

(c) House Officers, Junior Hospital Medical Officers, and 
Registrars . — ^As stated in paragraph 31 of R.H.B. ,(49) S5, 
engagement of a locum should in practice rarely be" necessary 
in the case of absence of any officers other than those specially 
referred to in paragraph 7 of the document. Where, in very 
e.\ceptional circumstances (e.g., during sickness when' no 
arrangements can be made), engagement of a locumtenent to 
fill a house officer, junior hospital medical officer, or registrar 
post cannot be avoided, the locum should be paid for the period 
of his services at the same rate as the officer whose place he 
is filling. No higher rate should be paid without the prior 
approval of the Minister. 

Part-time Consultants Performing Teaching Duties (Document, 
paragraph 9 (2)) 

Paragraph 9 (2) of the document should be amended by 
deleting the words “ or separately from ” and “ like other con- 
sultants ’’ and inserting the words “for this clinical work” 
after “remunerated.” This expresses without ambiguity the 
original intention. Remuneration for teaching duties which 
are separate from clinical work (e.g., lectures, tutorials, etc.) 
is the responsibility not of the board but of the university or 
medical school. Such duties (as distinct from teaching during 
ward rounds,, out-patient clinics, etc.) are not considered to be 
'■ clinical work ” under this paragraph and should therefore not 
be taken into account in the pre-contract assessment, under 
paragraph 5 (n) of the document, of the time required for the 
duties attaching to the post. 

Transferred Officers (Document, paragraph 12 (e) ) 

' (a) Transferred Officers who Choose to Accept the New 
Terms and Conditions of Service . — Officers whose salary before 
transfer (including any value attached 'to emoluments) was 
higher than the salary which they would receive,’ under the 
new terms and conditions of service, from July 5, 1948, and 
who choose to accept the new terms and conditions of service, 
shall enter the new salary scale at their existing salary (deter- 
mined as below) but shall remain on that salary on a mark- 
time basis until the new scale overtakes it. In cases where 
emoluments were previously enjoyed, the mark-lime salary shall 
be an inclusive figure arrived at by adding the value of the 
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cnwUimcn!*; to the olJ c.\>^h sat.iry. The mark-time sahry so 
JetennineJ shall he suhjcct to the arpropriate deduction under 
parncraph 17 of the document. 

(h) DisUr.ctii'n .lu.m/f. — Tlic monetary value attaching to a 
distinction ass.ird is an element in rcmuncr.uion (as stated in 
parapr.iph 1 (M of the document), .-k consultant who has 
exercised the option under paragraph 12 (e) is therefore not 
entitled to receise any pasnient in respect of a distinction award 
subsequentU made to him so long as he remains on his previous 
salary sc.alc and conditions s'f service. Under paracr.rph 12(e) 
as now- drafted he would he obliged to do so as long as he 
remains " in the '.\me appointment or another appointment of 
the same or greater responsibility.’' carrying a basic salary scale 
below that whicli he cnioycd (sefore July 5. 1948. Such an 
ssfllcer should, however, be allowed to reconsider his option if 
he receives a distinction award. In order to introduce this 
change wiihoiit further complexity of language, paragraph 
12 (e) of the document has been redrafted: the following revised 
version should be snhstituted ; 

(e) Tr.m.rle-re.: — Olhcers who vverc transferred under 

Sectio.n fts of the .N'.sDon.-i) He.alih Service Acs, I94('>. sh.all be emilJed 
to rclain their preveus salary scale and conditions of service (includ- 
ing emoluments) on a personal basis for as long as they remain in 
the same appointmenl. provided that travelling and subsistence allovv- 
anecs as set out n p.s.rrgr.iph 19 shall he adopted for all olTicers 
irrespective of t‘’.e .s.hsw.s.pccs for which they may have been eligible 
bcfoic transfer 

On taking up ness appointment or on promotion, however, they 
shall conform to i-e new rates of remuneration and conditions of 
service: provaded 'i-.at if in comparison vvith the post held at the 
appointed day the nev' appointment is of equal or greater responsi- 
bility. measuted b\ .'.e rate of remuneration, they may choose to 
continue on ihcr me appoinied-day remuneration and conditions of 
sendee (except h'l .avelhng and subsistence allowances): for the 
parpvscs of this p.-.i-o the conferment of a distinction avsard shall 
be treated as a nev. appomur.ent. 

Incremcnlal Dates 

In the cave of officers holding appointments at July 4. 
194S. who do not elect to retain their previous salary scale 
and conditiv'n- of service, the salary payable from July 5, 

1948. is determined in accordance with paragraph 12 of the 
document, and whatever the date of first appointment the 
next incremcn; on the new scale would be payable on July 5. 

1949. For example, a practitioner appointed as a consultant on 
.-kugyst I. 1945 at the age of 32 would be paid a salary of 
£1.950 per annum from July 5, 1948. and would receive his 
next increment on July 5. 1949. 

Retention of Fees (Document, paragraph 14) 

In former public assistance institutions svhich now provide 
both hospital accommodation under Part II of the National 
Health Service Act and residential accommodation under 
Pan III of the National Assistance .Act. there is no objection 
to a member of the medical staff of the hospital having a limited 
’•list” to enable him to give services under Part IV of the 
National Health Service Act to any residents in the “Part III 
accommodation" who choose him as their family doctor. In 
this case the same limitations should apply as to the limited 
lists referred to in paragraph 58 of R.H.B. (49) 85/H.M.C. (49) 
70/B.G. (49) 71. Any capitation fees received would be kept 
by the practitioner concerned, the work being regarded as within 
Category II of paragraph 14 of the document. Accordingly, in 
paragraph 14 (1) of the.document the words “ (except in respect 
of members of the hospital staff) ” should be amended to read 
" (except in respect of patients for whom he is allowed a limited 
‘ list ■ — e.g., members of the hospital medical staff).’’ 

Tenure of Post (Document, paragraph 15) 

By virtue of paragraphs 15 and 16 of the document, a con- 
sultant who is over 70 is not permitted any kind of paid 
appointment (although, as indicated in paragraph 65 of R.H.B. 
(49) 85. domiciliary consultation fees may be paid to him). It 
is recognized that there may be cases where a consultont oyer 
70 can quite properly and usefully be employed on duties vyhich 
are limited in scope — e.g., as consultant adviser to a regional 


bo.ird. visiting outlying hospitals for “pastoral visits.” etc. — and 
there is no reason why such an arrangement should not be 
made and p.iid for in the usual way. Jn no circumstances, how- 
ever, should a consultant over 70 be employed in a paid 
capacity in such a vvay as to block promotion for younger 
officers. It would, for example, be wrong for the duties attach- 
ing to a post to be reduced at any time because certain of them 
were given to a consultant over 70. 

Suhsislcncc Allowances (Document, paragraph 19 (f) (3)) 

The following proviso, omilted in error in revising earlier 
versions of the proposed terms of service, should be'inserted 
before proviso (a) in paragraph 19 (/) (3) of the document: 

“ (fl) day allowance shall not be paid in respect of any period spent 
at a hospital as part of the normal duties of the officer concerned ; ” 

The present provisos (n) and (6) should become (6) and (c). 

Membership of ^Icdical Defence Societies 

It is understood that some hospital authorities have in the 
past required members of their medical staffs to be members 
of a medical defence society. The Minister sees no objection to 
the continuance of this practice. 

Medical Supcrinlendcnts of Mental Institutions (Document, 
paragraph 2 (c) ) 

Questions have been raised regarding the interpretation of 
paragraph 2 (c). which refers to the computation of the salaries 
of medical superintendents in relation to clinical and administra- 
tive duties, particularly in the case of medical superintendents 
of mental hospilals and menial deficiency institutions. 

R.H.B. (49) 85/H.M.C. (49) 70'B.G. (49) 71 staled (paragraph 
II) that in computing the salary rates of these officers ’’ boards 
may ignore any administrative duties of which they find it 
impracticable to relieve a medical superintendent where these 
duties occupv- only a small proponion of the officer’s time.” 
Regional hospital boards vvill. of course, bear in mind the 
importance of reducing to a minimum the time given by the 
medical staff to administrative work. But they should take into 
account the fact that the position of medical supennter.dents 
in mental hospitals and mental deficiency institutions is affected 
by the requirements of Statutory Instrument, 1948. No. 419, 
under which the medical superintendent’s special position as 
chief officer necessitates his exercising a general control over all 
departments of the mental hospital or mental deficiency institu- 
tion. Moreover, much of the work which is sometimes regarded 
as administrative necessarily falls to the medical superintendent 
because it is essentially clinical in character. Under this heading 
would come the statutory medical work and the activities 
directly connected with the treatment, training, and occupation 
of patients, as well as general supervision of entertainments and 
the provision of amenities. As the medical superintendent is 
the person to whom any order of detention is addressed, the 
arrangements for the general welfare of patients are his con- 
cern both as a clinician and as an administrator. But the time 
given to purely administrative work need not, it is estimated, 
exceed 10% of the time given by a whole-time officer, and this 
may properly be regarded as so small a proportion of the time 
that there need be no abatement of the remuneration at clinical 
rates for the whole of his time. 


BLIIVD PHYSIOTHERAPISTS AND THE N.H.S. 

Sir Ian Fraser, M.P., chairman of St. Dunstan’s, speaking at 
the annual conference of St. Dunstan’s physiotherapists at 
Brighton on September 10. stated that he had led a deputation 
of physiotherapists to see Mr. Bevan. They had asked that 
priv-ate practices among blinded physiotherapists should be 
encouraged, or at any rate should not be discouraged. It vv'as 
now clear, said Sir Ian, that discouragement was to be their 
portion ; they must more and more fend for themselves. 
Mr. Bevan, however, had issued a circular to hospital regional 
boards urging them to favour the employment of blind 
physiotherapists in the National Health Service (Supplement. 
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September 17, p. 136). While most of them preferred private 
■practice, they thanked the Minister for this. Sir Ian added that 
in his judgment the N.H.S. might diminish private practices but 
it -would not destroy, them altogether. So long as there was 
freedom of choice left to the individual there would be some 
people who would .prefer treatment by a doctor or physio- 
therapist outside the Health Service. 

Dr.. Charles Hill expressed his sympathetic understanding of 
the desire of the blinded physiotherapist for private practice 
and advised them to follow every move in the National Health 
Service and work , out their particular proposals on a shori- 
. term policy. The danger of the N.H.S., he said, was the danger 
usually associated with big machines or concerns— namely, a 
centralized control and the loss of freedom of action or choice 
by the individual. 

The conference was attended by about 100 ex-Service blinded 
physiotherapists, all members of the Chartered Society of 
Physiotherapy. The assembly included physiotherapists from 
all parts of England, Scotland,' Wales, and Ireland, some of 
whom were blinded in the first world war and some in the 
second, and also a sprinkling of men of the last war who are 
still in their studentship but who took the opportunity of meet- 
ing future colleagues and of becoming acquainted with existing 
conditions in the blind-physiotherapy world. 


HOSPITAL ESTIMATES 

The Ministry of Health has sent a circular to hospitals describing 
the basis on which their estimates should be prepared. 

/ 

Maintenance E.\pcnditure ^ , 

The Minister asks that the strictest economy should be exer- 
cised and that provision should be made only for new services 
and the extension of existing services to suefi extent as the board 
considers to be urgently necessary and practicable. In prepar- 
ing the estimates the provisions of the Nurses Bill now' before 
Parliament should be disregarded. When the Bill becomes an 
Act guidance will be given on the financial provisions as (hey 
affect hospital maintenance expenditure, and any adjustment 
necessary can then be made when the revised estimates for 
1950-1 are prepared in the autumn of 1950. 

Capital Expenditure 

The Minister is aware that many urgent schemes are under 
consideration and is investigating whether it will be possible, 
within the financial and productive resources that can be made 
available to the social services, ^to make available in the next 
few financial years a larger share for hospital works. If an 
adequate place is to be secured in the allocation of national 
resources for urgently necessary hospital developments, it is 
essential that the Minister should have before him outline 
programmes of essential works for three years ahead. 

For the year 1950-1 boards should draw up their urgent 
capital works programme as a part of an ordered programme 
extending over the financial years 1950-1, 1951-2, and 1952-3. 
The starting point for the programme for 1950-1 will be the 
expenditure on works initiated in 1949-50 to which the boards 
are already committed. In order that schemes of' war damage 
repair may be allowed for, these should be indicated specially. 

The outline programmes for 1951-2 and 1952-3 should indi- 
cate as nearly as practicable the principal development -work.s 
likely to cost more than £10,000 together with a rough estimate 
of the magnitude of the expenditure involved. A provisional 
figure for works under £10,000 should be included, blit the 
works need not be specified. Boards will not be held strictly 
to the outline programme when the time comes for drawing up 
their capital estimates for 1951-2 and 1952-3, since each outline 
programme must be open to review when the actual estimate for 
any year is being prepared, but an early indication of their 
content will enable them to be discussed informally in good 
time with the Ministry, thus reducing the need to examine them 
when the time comes for formal submission. Boards should 
draw up (heir scheme in such a way that if reduction proves 
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necesrary when the estimates for 1950-1 are considered a 
portion of the work planned can be moved forward into the 
following year. 

Capitol Estimates for 1950-1 . — Regional hospital boards 
should submit a list of capital works in the regulation form 
in three parts: 

(1) 'Works in progress at March 31, 1950, with the expenditure 
falling in the year 1950-1. 

(2) Proposed works to be started in 1950-1, with the expenditure 
falling in that year and that required in later years to complete them. 

(3) Reserve list of essential works which should be started in- 
^1950-1 if possible, similarly divided as to expenditure for 1950-1 and 
later years; the presumption would be that if any of these works 
have to be deferred they will have the first call on the budget for 
1951-2. 

The total for (1) plus (2) should not exceed the figure of 
total capital expenditure notified in March, 1949, for the year 
1949-50. The total for (3) should be approximately ,50% of 
the total of (1) and (2). Boards of governors should submit 
similar, lists. The lists should' be restricted to really urgent 
projects, and in the case of London undergraduate hospitals 
and the provincial teaching hospitals the total far (I) plus (2j 
should if possible be kept within the range £50,000 to £100,000 
according to need; in the case of the London postgraduate 
hospitals within a range of £10,000 to £60,000 according to size 
of hospital and need ; the total for (3) should normally not 
exceed one-third of the tQ-tal for (1) and (2). . 

Outline Progrommes for 1951-2 and 1952-3 . — In the case of 
regional hospital boards the total for 1951-2, Jncluding the 
amounts to be carried forward if all projects in lists (1), (2), 
and (3) for 1950-1 are put in hand as planned,- should not 
exceed twice the total of (1) and (2) ; similarly, that for 195273 
should not exceed three times that amount.' 

As regards boards of governors, the rate of capital expendi- 
ture on teaching hospitals during the past year or so has been 
proportionately much higher than at other hospitals. The out- 
line programmes for 1951-2 and 1952-3 should therefore be 
kept within the same limits as those given for the capital esti- 
mates for 1950.-1. The same reservation about increases to 
meet special needs of individual hospitals applies, however. 

Exceptional provision will, if possible, be made for starting 
one new major hospital project 'in 1951 and another in 1952. 

These figures represent the maximum which the Minister can 
hope to be allocated for hospital development iti the years in 
question. The actual amounts will depend on economic con- 
siderations and the needs of other social and industrial services, 
and may well be substantially less. 


GROUP PRACTICE 

The Department of Health for Scotland has sent executive 
councils a memorandum on ways in which general practi- 
tioners “ may find it helpful to work in co-operation.". 
Recommendations were prepared by a special subcommittee 
of the Scottish Health Services Council, ai\d they have been 
endorsed by the Standing Advisory Committee on General 
Practitioner Services. 

The following developments fippear to the committee to be 
desirable and feasible; 

(1) Many general practitioners already give mutual assistance in 

greater dr less degree by deputizing for each other in absence. In 
the committee’s opinion many 'such agreements could with advantage 
be expanded to enable a group of' practitioners to give mutual relief 
in off-duty periods. ' \ , 

(2) In the same way, arrangements might be made among a group 
of general practitioners for the receipt of telephone messages for any 
of their number who are not immediately available — such arrange- 
ments to make provision for the calling of a deputizing doctor in 
urgent cases. 

(3) A group of neighbouring doctors might combine in tlie employ- 
ment of clerical assistance, 

. (4) There might be provided simple laboratory and other aids to 
diagnosis for the benefit of a group where it would not be feasible to 
make such provision for an individual practitioner. 
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(5) Co-or<.-ration bclwccn a group of general practilioners on llic 
one hand, and districl nurses and health sasitors on the other, might 
he furthered b\ arrangements made between the group and the local 
tuthority. 

ltd SimrI.trly, arrangements might suitably be made between groups 
•f general practitioners and particular hospital units for consultation 
dercnccs. clinical discussions, and ward visits. 

1 he committee recommends that, as a first step, the Secretary 
,f State .should ask each e.xccutive council and the local authori- 
ses in its area to review conditions there, and to consult together 
,in arrancements which might usefully he made to implement all 
or any of these suggestions. The executive councils, before 
-ntcring into discussion with the local authorities, should con- 
t.lt the respective local medical committees, who have already 
o.en appro.iched in this matter by the Hritish Medical Associa- 
tnm. At the stage they consider appropriate executive councils 
^bouId indicate to the appropriate boards of management of 
'-■■vpii.iK what part the hospital service might play in making 
■I cse arr.ingcmcnt.s and invite their help. , 


O'ERWORKED DENTISTS 

REPORT OF WORKING PARTE 
I he majority of dentists who took part in the survey carried 
, .It by the \Vorking Party, whose report has recently been pub- 
'ished.‘ "are working at a pace which is punishing, and which 
many of them realize cannot be maintained.” 

The Working Party v'us appointed by the Minister of Health 
and the Secretary of State for Scotland in Fcbniary of this 
year " to ascertain the average chairside time taken by general 
dental practitioners in England, Wales, and Scotland (1) in the 
National Health Service and (21 in private practice to complete 
each of the types of dental treatment set out in Part I of the 
First Schedule to the National Health Service (General Dental 
Services) Fees Regulations, 1948, c.xcluding any items for which 
it is impracticable to establish an average time — e.g., ortho- 
dontic treatment." Its members were : Mr. W. Penman. F.I.A. 
(chairman), Mr. J. J. Gillard Bishop. L.D.S., Mr. A. H. Condry, 
Mr. J. Lauer, L.D.S., Mr. A. Maegregor, L.D.S., with, as secre- 
taries. Mr. S. Donald Cox and Mr.-L, G. Hitching. L.D.S. 

The number of letters sent out for the main inquiry was 505. 
and 261 returns were received. Information was also obtained 
from 52 dentists working in dental practices of a " clinic ’’ type, 
and from 16 dentists not engaged in the General Dental Services. 

• As a result of its inquiry the Working Party considers that 
most dentists are working longer hours than is comfortable or 
than would be good for them if continued for too long a period, 
and many of them are W'orking more quickly than they would 
normally. These conditions have been forced upon' them by 
the influx of work which has resulted from the expanded Health 
Service. They have been trying to cope with the difficult prob- 
lem ot keeping pace with demand without loss of efficiency, and 
the SVorking Party considers that they should have received 
more gratitude and less adverse criticism than has actually been 
the case. There is little hope of an early improvement. The 
present volume of work is limited by the inability of dentists to 
do any more, and it will probably be many years before there 
is any appreciable increase in the number of dentists. 

Chairside Hours 

The Spens Committee considered that, in general, working 
more than 33 hours a week at the chairside fends to impair 
efiidency, and that 33 chairside hours a week means about 42 
working hours a week. The Working Party found that 70 den- 
tists w'ere working for a shorter time than the Spens standard, 
25 were working to about the standard, and 166 were working 
for longer. On the average these 166 dentists did 73% of the 
wor k, their work on the average being 25% in excess of the 

'Report of the Working Forty on the Chairside Times Taken in 
Carrying Out Treatment by General Dental Practilioners in England, 
Wales, and Scotland. H.M.S.O,, Is. 6d. 
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Spens standard. Commenting on the Spens Committee’s obser- 
vation that work beyond the standard hours tends to impair 
efficiency, the Working Party remarks that the dentists' replies 
disclosed an abnormally high percentage of sickness. 

The Working Party recognizes that certain dentists, are work- 
ing loo long, too quickly, and with an eye .Rxed too closely on 
the monetary reward for their labours, some of them to 'such 
an exteiit as to create grave doubts about whether they can 
be working efficiently. But by means of organization and care- 
ful management work can be increased to a considerable extent 
without loss of efficiency. The comparatively few cases of very- 
long hours and very high earnings should not be regarded as a 
major factor when terms of service are under consideration ; 
they should be judged from the point of view of efficiency only 

Private Practice 

Comparing the work of private dental practitioners not in the 
Health Service vvith that of Service practitioners, the Working 
Party found that private practilioners did a larger proportion of 
fillings and a much smaller proportion of extractions and den- 
tures. The private operations of dentists in the National Health 
Service when compared with their Service operations show a 
reduction in the proportion of fillings and a very large increase 
in the proportion of extractions. The Working Party suggests 
" with some diffidence " that to a large extent this private work 
is done for people who are in a hurry. 

The private work done by Service dentists represents only 
about 41% of their total operations. The Working Party- 
regards that figure as disposing of the suggestion which has 
sometimes been made that any considerable section of the den- 
tal profession is using the National Health Service on a substan- 
tial scale as a cloak under which to obtain comparatively high 
private fees as the price of giving priority treatment. 


Earnings 

On the average the National Health Service dentists were 
earning about 19% in excess of the Spens standard prior to 
the introduction of the now abandoned “ceiling" of £400 a 
month (plus half the fees in excess of this sum) and the subse- 
quent reductions in many items ot the scale of fees. The 
remuneration for N.H.S. work was about 14% in e.tcess of the 
Spens standard, and the other 5% is an estimate of the amount 
attributable to private work. This 19% is covered as to about 
1 1 % by hours in excess of the Spens standard, and as to about 
8% by speed of work in excess of what was assumed in 1948. 
Although the times taken for private work are usually some- 
what longer than the corresponding times for National Health 
Service work, they are not unduly longer. 


LOAN OF PATIENTS’ RECORDS 

The Ministry of Health has informed hospitals that patients' 
records may be lent on request to the medical boards and 
medical appeal tribunals of the Ministry of National Insur- 
ance to help the assessment of claims for disablement benefit, 
provided that the iMinisIry of Nauonal Insurance first obtains 
the consent of the patient in writing. The papers will be 
treated as confidential, and will be handled only by the regional 
medical officers (and their confidential lay stafi), boarding 
doctors, specialists to whom claimants may be referred, and, 
in the case of appeals, by the members of the appeal tribunal. 

Photostatic copies will not be made, but the regional 
medical officer may make extracts of the relevant portions of 
the case papers which have been taken into account by ffie 
medical boards. The patient -will not be given informariop 
other than those extracts which are directly relevant to his 
claim, and if these extracts contain any information which 
might be harmful to the claimant the regional medical officer 
wifi take care to give it only to the claimant's own doctor or, 
as appropriate, to his trade union or legal representative. 
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GENERAL MEDICAL SERVICES COMMITTEE 

A meeting of the General Medical Services Committee was held 
on September 15, with Dr. S. Wand in. the chair. The chair- 
man welcomed Mr. J. G. Gilbert, who was present for the first 
time as a representative of the British Dental Association. 

The chairman reported that owing to the absence of senior 
officials of the Ministry of Health on holiday it had not been 
possible to arrange a meeting on the question of remuneration 
before September 23. ' 
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should give certificates, the N.H,S, Regulations, 1948, omit the 
quoted words. There arc also other differences between the two 
sets of regulations; 

One member suggested that a practitioner who gave a certi- 
ficate to a patient whom he knew to be attended by an unquali- 
fied practitioner would be transgressing the Warning Notice of 
the General Medical Council, though it was difficult to visualize 
the General Medical Council taking action against a practi- 
tioner who was only fulfilling his contract. 


Domiciliary Midwifery 


Absenteeism and Medical Certification 

The chairman said that there had been comments in the 
Press following the Prime Minister’s statement to the Trades 
Union Congress on absenteeism, and some of these comments 
reflected on the integrity of practitioners' in giving certificates. 

In the course of discussion it was strongly denied that 
laxity in certification was a major factor. Several other likely 
factors were mentioned in the experience of those concerned.. 
In general, people were taking more notice of minor ailments, 
there was a disposition to stay longer on the sick list, as the 
original Beveridge report had foreseen, and another factor was 
the reluctance of patients to re-start work in the middle of 
the week. 

A letter was read from the Ministry of Health laying it 
down that fees for medical examinations of candidates for 
appointments in the National Health Service should be paid 
by the appointing authority. It was mentioned — not in the 
letter — that the maximum fee which hospital authorities were 
permitted to pay was one guinea. The committee took the 
view that as it had been agreed that for similar examinations 
on a short form for candidates for appointments in Government 
departments a fee of 25s. should be paid, which fee had been 
obtained in many instances, this should be the recognized fee 
for medical examination of National Health Service staff. 


Rural Mileage 

, Dr. J. C. Pearce, chairman of the Rural Practitioners Sub- 
committee, presented a report the principal matter in which con- 
cerned mileage. He said that various criticisms of the mileage 
arrangements had been made, and the first thing that the sub- 
committee had set itself to do was to make sure that the global 
sum was sufficient. For that purpose an inquiry had been made. 
While the population for whom mileage was paid had gone up 
tsvo and a half times, the mileage grant had gone up three and 
a half times. The subcommittee felt that the global sum must 
be regarded as sufficient. The trouble really arose over dis- 
tribution, in which there were obvious anomalies. The sub- 
committee’s view was that it would be best to leave the ques- 
tion of local distribution to determination by the area con- 
cerned, and to ask local medical committees to supply detailed 
information of practices containing peculiar difficulties or 
hazards (e.g., mountainous areas, islands, lighthouses, etc.), 
which should be dealt with in a special way. 

The chairman said that it had now been proved that the pool 
was reasonably adequate, but that the distribution in the past 
had been not quite fair. It \vas known that there were some 
desperately bad cases which would have to be looked into 
with a view to making special arrangements ; but in the ordin- 
ary way of straightforward mileage he hoped that rural prac- 
titioners would agree that on the new basis of redistribution 
of an adequate pool they could try it out for at least twelve 
months. 


Insurance Certificates and “ Covering ” 

An interesting point was brought forward on a question of 
“ covering " an unqualified practitioner. The solicitors to 
whom the point had been referred held the view that a prac- 
titioner had an obligation under existing regulations to issue 
insurance certificates even though he knew that the patient was 
receiving treatment from an unqualified practitioner. It appeared 
that whereas in the old Medical Certification Rules it was stated 
that medical practitioners “ who are attending " insured persons 


The chairman made a brief report on the document on the 
domiciliary midwifery service approved by the Central Health 
Services Council which was sharply condemned by the com- 
mittee at its last ordinary meeting. Unfortunately, the docu- 
ment was issued before the. committee had any opportunity 
of formulating its objections. Tiie Ministry had received a 
deputation from the committee, and it was thought that much 
good would come from the interview. The matter was the 
subject of an annotation in the Journal of August 6. 

The committee received with much appreciation, and noted 
for future use, a report by the Middlesex Local Medical Com- 
mittee on a questionary issued to general practitioners in 
Middlesex on the maternity medical list. It gave the replies 
of 293 practitioners, with figures, concerning confinements they 
had attended, the liaison with the midwife, the use of analgesia 
or anaesthesia, and certain questions connected with rate of 
payment. 


Association Notices 


TITLE OF BIRMINGHAM BRANCH 


Notice is hereby given by the Council of the Association to all 
concerned that it is proposed to alter the title of the Birmingham 
Branch to the “ Midland Branch." 

Any member or body affected by this proposal and objecting 
thereto is requested to write to the Secretary of the Association 
by October 24, 1949, stating the objection and the ground 
therefor. 

Charles Hill, 
Secretary. 
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Diary of Central Meetings 

SEPTEMnER 

Organization Committee, 11.30 a.m. 

Private Practices Committee, 2 p.m. 
Non-professorial Group Committee, 2 p.m. 

Ethical Rules Subcommittee, 2 p.m. 

International Relations Committee, 2.30 p.m. 
Ophthalmic Group Committee, 2^p.m. ' 

October 

Committee on Relationship of Autonomous Bodies, 
2 p.m. , 

Joint Committee of British Medical Association and 
National Veterinary Medical Association, 2.30 p.m- 

Committee on Industrial Health Services in relation 
to the National Health Service, 2 p.m.- 

Proprietary Medicines Committee, 11 a.m. 


Branch and Division Meetings to be Held 
Mid-Essex Division. — At Chelmsford and Essex Hospital, Sunday. 
October 2, 10 a.m. Dr. H. Bathurst Norman: “The Cardiac Bruit.’ 

Noreoi.x Branch; — At Nurses’ Lecture Room, Norfolk and 
Norwich Hospital, Thursday, September 29, S'.SO p.m., annual meet- 
ing. Address by Dr. W. A. R. Thomson : “ Compound E in the 
Treatment of Rheumatoid Arthritis and Rheumatic Fever.” 

South Essex' Division. — In Nurses’ Lecture Theatre, Oldchurch 
Hospital, Romford, Tuesday, September 27, 9 p.m., lecture by Dr. 
W. Evans; “Pitfalls in Cardiological- Diagnosis." 

West Middlesex Division, — In Princes Room, "Ealing Town Hall, 
8.30 p.m., “ The Modern Outlook on Food-poisoning,” Professor 
Robert Cruickshank. 



MEDICAL J 

LO^^)ON SATURDAY OCTOBER 1 3949 


J 


FAT ABSORPTION AND SOME OF ITS PROBLEMS* 

BY 

H. S. R,VrER, C.B.E., D.Sc^ F.R.C.P., F.R.S. 

Dean of thr Mfiiicn} School and Professor of Chemical Physiology, Unh ersity of Manchester 


Some twenty years ago physiologists considered that the 
process of fat absorption was largely understood. Fats 
«ere supposed to be taken up by the intestinal cells only 
.'fter hydrolysis to fatty acid and glycerol, and neutral fats 
, IV ere never absorbed as such. Furthermore, since free fatty 
acid, although well absorbed, is not found free in the chyle. 
It was assumed that reconversion of fatty acid and glycerol 
to neutral fat occurred in the cells of the villi, and that this 
neutral fat was then passed on into the laclcals. There 
was no suggestion then that any portion of the fatty acids 
which were produced by hydrolysis of the food fat ticaped 
this process of resynthesis and gained access as such to the 
biood or the lymph. But there was not then, and there is 
not now, sufficient quantitative evidence to tell us exactly 
what happens to the whole of the fat absorbed after any 
one meal. 

This picture of the mechanism of fat absorption, accepted 
as largely true, as I say, twenty years ago, has had consider- 
able doubt thrown upon it in tJhe last decade. But it was 
not as complete as I have suggested even before then, for 
the passage of fat from the cells of the villi to their central 
lacteals was not understood. Sharpey-Schafer had suggested 
from histological investigation that this transfer was 
i-arried out by amoeboid cells in the reticulum of the villus. 
But the difficulty of accounting for the speed at which fat 
absorption may take place by the unaided activity of these 
cells has not supported Sharpcy-Schafer’s view. What is 
more probable is the view of Verzar that the pumping 
action of the villi causes fat to enter the central lacteals, 
and that the absorption not only of fats but of other 
substances is promoted in this way. 

Earlier Beliefs 

Before dealing with recent work it will be profitable to 
consider on what kind of evidence these views of twenty 
years ago. were based. 

Evidence that fat is absorbed only after hydrolysis in the 
intestinal lumen was partly histological. Even at the height 
of fat absorption, fat particles could not be seen in the free 
border of the cells of the villi, though they were abundant 
in the body of these cells. It is, however, well known that 
fat may be present in cells and not be stainable as par- 
ticles or globules, so that histological evidence by itself, 
which does not support the idea of fat being absorbed in 
a very highly emulsified state, is not conclusive. More con- 

•Sharpey-Schafer Memorial Lecture given at the Univeisity of 
Edinburgh on May 19. 


vincing evidence was that, although fat-like substances 
such as esters of fatly acids are well absorbed, there is no 
evidence that this can be done without their previous 
hydrolysis by the lipase of pancreatic juice. For example, 
fatty acid esters such as cetyl palmitate, ethyl palmitate, 
and a lauric acid ester of mannitol are all well absorbed, 
but none of them appears unchanged in the fat of the 
chyle. What is found. there is the glyceride of palmitic or 
lauric acid respectively. 

Other information on this question bad been got bj 
feeding oily substances which were like fats physicalij’ 
but not chemically and were capable of being emulsified. 
It was found that they were completely unabsorbed. In 
this category come experiments with lanolin, mixtures of 
petroleum jelly and lard, or petroleum oil and olive oil. 
With the mbttures of natural fats and petroleum hydro- 
carbons the natural fat was absorbed but the petroleum 
product Was not. The non-absorption of the petroleum 
was demonstrated cither by its complete recovery from 
the faeces or by its non-appearance in the fat of the chyle. 

Evidence, then, that fats could be absorbed only after 
hydrolysis to fatty acid and glycerol seemed fairly con- 
clusive. But the problem of how fatty acids were absorbed 
even after hydrolysis still remained. The higher fatty acids 
are as insoluble as the fats and would still have to be 
absorbed from the fine suspensions or emulsions which 
were supposed to be present in the intestinal lumen, and 
histological appearances did not give any evidence that this 
actually happened. For this reason it had been suggested 
that the fatty acids formed soaps which, being soluble in 
water, could be absorbed in solution. There were two facts 
against this. First, it was believed that soaps are not 
formed at the faintly acid reaction of the upper regions of 
the small intestine. Secondly, even if soaps could be 
formed, there is not enough alkali secreted in the pan- 
creatic juice to produce soap from the whole of the fatty 
acids which might be liberated from the fat taken at a 
normal meal. 

The fact that bile salts will dissolve fatty acids, and, 
furthermore, the discovery that the lecithin normally 
present in bile assists this action very considerably, showed 
that a means existed whereby fatty acids could be brought 
into solution in bile and thus be absorbed in the dissolved 
state. There is ample proof, both from clinical findings 
and from animal experiment, that the presence of bile in 
the small intestine is essential to obtain the figure of about 
90 to 95% absorption of fat which is normally found. 
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fat in the small intestine by pancreatic lipase. This would 
facilitate fat-splitting, and this was deemed a preliminary 
essential to absorption. But examination of the faeces in 
cases of biliary obstruction and consequent steatorrhoea 
showed that fat-splitting was not defective. Therefore, at 
the time I am considering, it was the solvent action of bile 
salts, potentiated by lecithin, which appeared to provide 
the explanation of the action of bile. Other possible ways 
in which the action of bile might be accounted for have 
been pointed out sincfe ; I shall deal with these later, for ' 
the mode of action of bile in promoting fat. absorption 
is still a physiological problem. Nevertheless, at the time 
of which I am speaking, this solvent action of bile on fatty 
acids was accepted as solving the problem of how the 
insoluble higher fatty acids might be brought into solution 
and so absorbed. 

Evidence that fatty acids when absorbed are resynthesized 
and appear as neutral fat in the lacteals was first provided 
by Immanuel Munk nearly 70 years ago. By collecting 
chyle from the thoracic duct of dogs to which fatty acids 
had been administered Munk found that the chyle con- 
tained not fatty acids but almost wholly neutral fat. He 
also showed some years later, in a human subject with 
a lymphatic fistula which discharged chyle, that after a 
meal including erucic acid the chyle contained only the 
glyceride erucin and not free erucic. acid. Analyses of fat 
from the mucosa during fat absorption carried out by 
Moore about 50 years ago showed that this was a mbcture 
of fat and fatty acids, and collection of chyle before it had 
traversed the lymphatic glands which lie along the course 
of the lacteals showed that the fat in these peripheral 
lacteals was almost wholly neutral. This indicates that 
resynthesis occurs in the cells of the villi. 

It is interesting to recall that Munk, who had proved to 
his own satisfaction that free fatty acids were as well 
absorbed as neutral fat, believed firmly that the fatty acids 
were absorbed in a finely emulsified state. This was stoutly . 
disputed by the indomitable Pfliiger, but not, unfortunately, 
supported by any very satisfactory evidence, except the 
histological finding, already referred to, that fat is not 
detectable by staining methods in the free border of the 
cells of the villi. It was the discovery by Benjamin Moore 
of the solvent action of bile salts which to a large extent 
reconciled these opposite views and gave rise to what per- 
sisted as the classical view of fat absorption until a few 
years ago. 

The Quantitative Aspect 

There is one other aspect of these older experiments that 
1 must deal with before proceeding to discuss later evidence 
on fat absorption, and that is the quantitative one. 

The physiologist can be satisfied that what is termed the 
classical view of the process of fat absorption is true only 
if he can account satisfactorily for the whole of the fat 
absorbed. This has not yet been done. It would be thought 
to be a simple matter to collect the chyle from a thoracic- 
duct fistula in an animal during the whole period of the 
absorption of a meal containing a known amount of fat, 
but this has so far not been achieved. This is 'partly due 
to the inhibiting effect of general anaesthetics on fat absorp- 
tion and to mechanical difficulties caused by frequent clot- 
ting of the chyle one is endeavouring to collect. Munk 
and Rosenstein, however, did succeed, using their patient 
with a lymphatic fistula in the leg, in collecting chyle for 
a period of 13 hours. After a meal containing 41 g. of 
fat, 1,134 g. of chyle W’ere collected, and this contained 


and his colleague assumed that, had 'the chyle been collected 
until fat was no longer present, an additional 6% of the 
fat administered might have been collected. This is the 
only quantitative experiment that has been recorded in 
which an attempt was made to give a balance-sheet account- 
ing for the fat fed and that which passed into the thoracic 
duct. It has the obvious defect that the amount of fat 
actually absorbed was not measured. We know that oli\e 
oil is very well absorbed as a rule, and, assuming that all 
the chyle was being collected, for which Munk gave indirect 
evidence, we are left with the conclusion that about two- 
thirds of the fat absorbed reaches the thoracic duct via fht 
lacteals,. whereas the remaining third is unaccounted for. 

It has generally been assumed that it passes into the Wool 
stream via the capillaries of the villi. 

To sum up, the classical view was that fat was absorbed 
only after hydrolysis. The fatty acids so produced were 
absorbed dissolved in bile. They underwent resynthesii 
into neutral fat in the epithelial cells of the villi. Thb 
was then discharged into the* reticular spaces of the \tI1i 
and taken up by lacteals or blood capillaries. In the former 
case it entered the systemic blood vessels and in the latter 
it reached the portal blood and so passed direct to thf 
liver. 

Physiologists are perhaps more critical of classical \iewi 
than are other scientists. It is not, therefore, a matter for 
surprise that the beliefs of twenty years ago have con- 
tinually been questioned and subjected to further experi- 
mental inquiry. The result is that this classical view 
been called in question and other possible mechanisms o! 
fat absorption have been put forward. 

Role of Phosphates 

In 1934 Verzar and Laszt described experiments on rats 
which indicated that phosphates may play a part in fat 
absorption. Their method was to inject info the small 
intestine of the animals the mixtures they were testing and 
after six hours to withdraw them. The amount of fatty 
acid was estimated and compared with that introduced at 
the beginning, thus showing the magnitude of the absorp- 
tion. There was practically no absorption when oleic acid 
alone was injected into the gut, but it was moderate when 
the fatty acid was mixed with bile acid or with bile acid 
and glycerol. It was nearly doubled when phosphate was 
added to the mixture. When glycerophosphate was us^ 
instead of phosphate then the absorption was increased still 
further. This suggested that esterification of glycerol by 
phosphoric acid may be an important factor in hi 
absorption. 

It is known that the mucosa of the small intestine is 
one of the body’s richest sources of the enzyme phos- 
phatase, so that in the presence of phosphate the glycerol 
split off from fats in the process of digestipn migbi 
undergo conversion to glycerophosphate in the cells of 
the villi. 

Furthermore, it xvas' shown that mono-iodoacetic acid, 
which inhibits the enzyme phosphatase, also inhibits the 
absorption of fatty acid. But this inhibition of fat absorp- 
tion is still evident when the fatty acid is mixed with hile 
acids and glycerophosphate, so that Verzar concluded that 
the iodoacetic acid acts by preventing in some way the 
resynthesis of neutral fat in the mucosal cells rather than 
by preventing phosphorylation. It was shown in Verzar s 
laboratory that the action of lipase was not hindered by 
iodoacetic acid, so th'at a failure to hydrolyse fat did not 
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explain why the fat was not absorbed after administration 
of this substance. WTiat seems most likely is that its 
action as a general cellular poison is a sufficient explanation 
of its prevention of fat absorption. 

Verzar showed also that phlorizin prevented fat absorp- 
tion in rats. This substance also inhibits the enzyme phos- 
phatase. The doses that have to be used arc very large 
and the eomplete inhibition lasts for only a few hours. 
Nevertheless, these experiments are more suggestive than 
those with iodoacctic acid that phosphorylation is an 
accelerating factor in fat absorption. Histological obser- 
vations from Verzar's laboratory indicate that it is not the 
entry of fatty acids into the cells of the mucosa which is 
prevented, but rather the resj-nthesis into neutral fat and 
Its transport away from these cells. Thus, staining methods 
which differentiate fat from fatty acid show that a few 
hours after administration of iodoacctic acid or phlorizin 
most of the globules or particles inside the cells of the 
villi consist of fatty acid, whereas normally they would 
he neutral fat. 

It phosphorylation is an important aid to fat absorption 
bv the villi, it probably indicates that the synthesis of 
lipins is an intermediate stage in the resynthesis of neutral 
fat. 

There is, however, not much more experimental evidence 
on this point. Examination of the fat in the chyle has 
shown that it does contain a small amount of lipin, but 
the proportion does not e.xcecd 10% of all the fat present. 

Estimations of the lipin content of the cells of the villi 
during the absorption of cotton-seed oil in pigs have also 
been made by Reiser, but have shown no change within five 
hours. It has also been shown by Barnes, Miller, and Burr 
in rats fed with a methyl ester of the conjugated acids of 
corn oil, which can be estimated by spectrophotometric 
methods, that at a time when the absorption was maximal 
there was only a slight incorporation of the fatty acids 
administered into the lipins of the cells. This indicates that 
if lipin formation is essential in fat synthesis in the cell 
the rate of transformation of lipins into neutral fat must 
be very rapid. 

Experiments in which phosphate containing radioactive 
phosphorus has been fed along with fat have showu that 
the isotopic phosphorus becomes incorporated in the lipins 
of the mucosa. But this does not provide evidence of new 
formation of lipins during fat absorption, because the 
isotope might have undergone exchange with the phosphorus 
of the pre-existing lipins. 

W'e must therefore, I think, come to the conclusion that 
the facilitation of fat absorption by phosphate and glycero- 
phosphate, which was demonstrated in rats by Verzar and’ 
his colleagues, has not yet led to an explanation of the 
mechanism by which it is brought about. The study of the 
lipins in the mucosa during fat absorption has certainly 
not given one. 

The Partition HypoUiesis 

Other e.xperiments which I wish to describe next have 
been concerned to a large extent with the fat in the blood 
ind its relation to the processes of fat absorption. It is 
.veil known that during the absorption of fat the blood 
plasma has an opalescent appearance. This is due to the 
presence of fat in extremely fine suspension. 

Under dark-ground illumination the microscopic par- 
licles of fat appear as points of light and can be counted. 
\ method for estimating their number under standard con- 
iitions was described about ten years ago by Frazer and 
Stewart. The particles are called “ chylomicrons,” and 
;he number present under these standard conditions we may 


refer to as the chylomicron count. The graph representing 
the change in this count with time is spoken of as a “ chylo- 
micrograph." It is obvious that unless the chylomicrons 
arc always of the same average size a mere estimation of 
their number would not give an accurate indication of their 
weight. If, therefore, the chylomicrograph is to be used 
to indicate the relative amounts of fat in the blood at 
different times, then it must be known whether under all 
conditions the fat content of the blood runs parallel to 
the chylomicron count. 

A study of the results published from Professor Frazer’s 
laboratory shows that the count is very low during starva- 
tion, and that it rises considerably after a meal which 
contains fat. There is a peak about three hours after the 
meal. When the fatty components of the blood are esti- 
mated and the amount is compared with the count there 
is a rough parallelism between the two with glycerides, 
but not with lipins and cholesterol esters. It must therefore 
be borne in mind that the chylomicrograph gives no more 
than a qualitative indication that the amount of fat in the 
blood varies under different conditions. It does not allow 
us to estimate cither the percentage variation or the absolute 
amount present under those different conditions. 

N'cvcrthclcss, the study of chylomicrographs in relation 
to fat absorption has revealed several interesting facts 
which require explanation. 

Rats were given some olive oil or the equivalent amount 
of oleic acid and glycerol. After olive oil the lacteals 
appeared milky, and the chylomicron count in the systemic 
blood was high, but in the portal blood it was low. With 
the oleic acid and glycerol the chylomicron count in the 
systemic blood was low, whereas that in the portal blood 
was high and the lacteals were relatively free from fat. 

These findings suggest that in the rat, at all events, 
neutral fat and fatty acid are dealt with differently in the 
process of absorption. Additional evidence for this view 
was obtained by feeding stained fat or fatty acid to rats. 
After a week of such feeding the fat depots were deeply 
stained when stained fat was fed, but were not when 
equivalent amounts of stained fatty acid and glycerol were 
given. Furthermore, if rats were fed with small quantities 
of stained fat or fatty acid and killed five hours later the 
liver showed only a small amount of stained fat after feed- 
ing with fat, but a large amount after feeding with fatty 
acid. 

From these and other observations Frazer concludes that 
neutral fat is absorbed direct into the intestinal cells and 
is passed on without change to the lacteals. On the other 
hand, fatty acid is absorbed into the cell by a different 
mechanism. It is passed into the blood capillaries of the 
\illi and reaches the liver in the portal vein. 

According to Frazer, therefore, lipolysis is not an essen- 
tial preliminary to absorption, and neutral fat and free fatty 
acid can both be taken up by the intestinal cells. When 
they are taken up they are treated differently. 

The view that some of the absorbed fat might be taken 
up by blood vessels in the villi and not by the lacteals does 
not conflict with previous evidence. It will be remembered 
that in Munk’s quantitative experiments with the patient 
who had a lymphatic fistula about one-third of the fat 
administered was not accounted for by passage into the 
lacteals, and it has therefore been assumed that the pathway 
of this fat was the blood vessels of the villi. 

What is new about the deductions drawn by Frazer and 
Jiis colleagues from the comparisons they have made 
between the absorption of fat and fatty acids is that an 
unspecified amount of the fat which is absorbed in the 
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It is not difficult to produce emulsions of fat in an 
alkaline medium, but it is when the reaction is even slightly 
acid, as in the duodenum ; hence the special importance 
of this new diseovery by Frazer. If this sort of combina- 
tion is that used normally in the intestine, it implies that 
a stepwise hydrolysis of fat takes place with’ monoglyceride 
as at least one of the phases. I am not aware of any 
demonstration that when lipase acts on fats the three com- 
ponent fatty acid molecules are split olT one at a time, 
although this might well be so. In fact, the only difficulty 
in accepting this three-component sj’stem as one which may 
be responsible for emulsification in the small intestine is 
the lack of e.tpcrimental evidence that a monoglyceridc 
stage exists as a phase in the action of lipase on fats. 
There seems to be no theoretical objection to this, so 
possibly in the future we may expect to see some proof 
of it by c.xperimental means. ' 

Importance of Bile 

It will be observed that this work on emulsification pro- 
>ides a new function for bile salts and therefore emphasizes 
the importance of bile in the digestion and absorption of 
lat. All the following functions may be attributed to bile 
salts. In digestion they have two roles: besides increasing 
the surface area by aiding emulsification of fat they have 
an adjuvant effect on lipase itself, speeding up its action 
seseral times. In the process of absorption they arc 
believed to play several parts. One of these is to dissolve 
fatty acids, probably by forming soluble complexes with 
them. 

Wieland and Sorge have shown that one of the bile acids 
— deoxycholic acid — forms definite compounds with fatty 
acids, the so-called choleic acids. They have suggested 
that these acids, coupled with glycine or taurine, may there- 
fore play a part in enabling fatty acids to enter the intes- 
tinal cells. Verzar and McDougall suggest that bile salts 
form a layer at the surface of the intestinal cells, where 
they produce water-soluble and diffusible complexes with 
fatty acids and so assist the entry of the latter into the 
cells. Finally, according to Frazer and his collaborators, 
they are necessaiy’ for producing the stable emulsions of 
fat with particles less than 0.5 /t in diameter and capable 
of e.xistence in a pH range of 6-S.5 which are postulated 
as necessaiy' for particulate absorpffon of fat. 

In spite of this variety of ways in which bile salts assist 
fat absorption, they do not seem to be absolutely essential. 
It is one Of the interesting problems of absorption why 
they are not 

The most trustworthy evidence for this comes from 
e.xperiments on dogs in which a biliary fistula had been 
established. Munk has described how in animals treated 
in this way and fed on diets containing varying amounts 
of suet or lard, or, alternatively, with the fatty acids derived 
from them, a considerable amount of the fat or fatty acid 
was absorbed. The figures for the quantity of fatty acids 
taken up during the passage of the food through the intes- 
tine were always a little higher than those for the corre- 
sponding amount of neutral fat. Also, the lower-melting 
fat was absorbed better than the higher-melting one. Thus 
lard svas absorbed to the extent of 67% and suet to 35% 
when the daily intake was 70 g., the corresponding figures 
for the fatty acids being 73% and 42%. 

Other experiments on human subjects with biliary 
obstruction bear out these results. Schmidt, for instance, 
describes the findings on three cases in which the average fat 
utilization was 74%. In two of these the obstruction was 
complete. 


These results leave no room for doubt that although the 
presence of bile in the intestine assists fat absorption it 
is by no means essential. 

In the experiments of Frazer and his colleagues on 
emulsification the only stable emulsion obtained at the 
pH found in the upper part of the small intestine was 
obtained in the presence of bile acids and monoglyceride. 
These, however, could not have been present in the experi- 
ments of Munk on the absorption of fatty acids, which 
I have just described. It seems a reasonable conclusion, 
therefore, that large amounts of fat and fatty acid can be 
absorbed under conditions which do not fit in with those 
so far shown to be necessary to produce fine emulsions at 
the slightly acid reaction of the intestine. 

1 have pointed out earlier that the solvent action of bile 
for fatty acids was the one property which led to the 
abandonment of the particulate absorption theory about 
fifty years ago. Since so large an absorption of fat or fatty 
acid can take place in the absence of bile, we are led to 
the conclusion that some other solvent for fatty acids must 
be present or that some undescribed emulsifying system 
c.xists which can explain the remarkable degree of absorp- 
tion obtained when bile is absent. It is important to bear 
in mind that the diet used by Munk in his experiments was 
a mixed one and contained a large proportion of meat. 
Possibly digestion products of protein and especially amino- 
acids in high concentration may assist in emulsification, or 
in stabilizing emulsions, or in actually combining loosely 
with fatty acids so as to assist their absorption. This must 
remain a speculation, however, until expei imental evidence 
about it can be obtained. 

Absorption of Paraffin 

One other set of recent experiments on the absorption 
of oil emulsions is of importance. It is the work of 
Frazer, Schulman, and Stewart on the absorption in the 
rat intestine of emulsions of paraffin. These observers 
found that 50% emulsions of liquid paraffin stabilized with 
cholesterol and sodium oleate or sodium cetyl sulphate 
could be prepared with an average particle diameter of 
0.5 n or less, ’these when introduced direct into the rat’s 
intestine were absorbed to the extent of 36 to 43% in a 
period of six hours. It will be observed that no bile salt 
was used in making these emulsions, so these experiments 
show again that bile is not essential for absorption of fine 
emulsions. With coarser emulsions, in which many par- 
ticles had a diameter of 1 to 2 or more, the absorption 
was very much reduced. 

These experiments show that, provided an oil emulsion 
is finely enough dispersed, it can be absorbed in the rats 
small intestine. Some alarm has been expressed on this 
account at the use of medicinal paraffin as a medicament 
and in cooking. It has been suggested that if paraffin is 
absorbed it would tend to accumulate in the body in undesir- 
able situations, since it is not o.xidizable, or, if it is, then 
only with great difficulty. So far as I am aware, no evi- 
dence has been produced that the fine dispersion of paraffin 
which Frazer and his colleagues have shown to be neces- 
sary before absorption can take place is obtained when 
the oil is taken by mouth in the normal way. On the 
experimental side it may also be recorded that Channon 
and Collinson many years ago gave 100 ml. of emulsified 
paraffin daily to a pig for 54 days. On extraction of the 
fatty substances from its liver 2.2 g. of unsaponifiable 
material was obtained, which was possibly derived from 
the 5.4 litres of oil that had been administered. This does 
not suggest that absorption of paraffin takes place in an 
amount that would be of material importance. 
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Steatorrhoea 

A final topic that must be considered briefly is whether 
diseases involving defects in fat absorption have taught us 
anything about the physiology of the process. In certain 
fields of physiology it is true that a study of disease has 
helped to throw light on physiological processes, but that 
can hardly be said of disorders in which fat absorption 
is at fault. It is true that biliary obstruction causes steator- 
rhoea, but that fact has not explained the reason why. 
Similarly, pancreatic disease, or in extreme cases complete 
pancreatic obstruction, interferes with fat absorption. 

Those who uphold what I have termed the classical view 
of the mechanism of fat absorption would state that this 
was due to defective hydrolysis of fat caused by the partial 
or complete deficiency of pancreatic lipase. That would 
seem to be a satisfactory explanation. At first sight it also 
counters the modern view that fine emulsification is all that 
is necessary in order that fat absorption may take place. 
But vye have to remember that the failure of both bile and 
pancreatic juice to enter the small intestine may result iu' 
the non-production of the necessary conditions for that fine 
dispersion of fat which is regarded as essential for its 
absorption. Hence the faulty absorption which is associated 
with diseases of the pancreas and bile ducts has not helped 
in explaining the mechanism which we wish to have made 
clear. 

Another disease in which steatorrhoea occurs is tropical 
sprue. I am indebted to my colleague Dr. D. A. K. Black 
for his viev s on the defective fat absorption which is a 
well-known sign in this condition. First, there is no evi- 
dence of a selective failure of fat absorption. The steator- 
rhoea seems to be part of a general impairment of 
absorption. This in itself does not help us in our search 
for the true mechanism of the absorption process. Secondly, 
the percentage absorption of fat does not vary with the 
amount of fat in the diet. In five patients, for instance, 
whose daily fat intake was increased from 65 g. to 95 g. 
the percentage absorbed did not show any significant 
change. This does give a clue to the kind of mechanism 
which is involved. The defect cannot be a purely physical 
one, otherwise the absolute amount of. fat absorbed would 
not depend on the quantity in the diet. Thus some bio- 
chemical defect, such as one in the enzyme systems con- 
cerned in fat absorption, is indicated. It is interesting that 
Munk, in his studies of fat absorption in dogs, in the 
absence of bile found a similar relationship to hold, pro- 
vided that the normal capacity for dealing with fat was 
not exceeded. 

A third discovery which Black and his colleagues made 
is in harmony with the view that the defect in tropical 
sprue is a biochemical one — that is, that administration of 
yeast extract in this condition has a favourable influence 
on fat absorption. This suggests that some accessory food 
factor is possibly lacking. Apparently it is not nicotinic 
acid, riboflavin, or folic acid. Its identity, therefore, if 
there is any truth in this suggestion, still remains to be 
discovered. 

Conclusion 

Perhaps I have said enough to show that I regard the 
processes of fat absorption as still not completely under- 
stood. ^The intelligent use of some of the new isotopes 
which the physicists are now putting into our hands could 
undoubtedly help in solving some of the outstanding ,prob- , 
lems, and I hope that in due course these new methods 
may be made use of. I can certainly commend to any 
young physiologist the study of fat absorption as well 
worthy of his attention. 
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MODERN TRENDS IN RADIOLOGY* 

BY 

JAMES F. BRAILSFORD, M.D., Ph.D., F.R.C.P. 

F.I.C.S. 

Director of Radiological Studies, in Living Anatomy, 

. University of Birmingham 

In this paper it is my intention to stimulate thought by 
taking stock and critically examining the prevailing ten- 
dencies and so obtain a perspective which will enable us 
to see where we are going. 

The radiological age may be divided into three periods 
— (1) that which heralded the advent of radiology ; (2) the 
period of distrust ; (3) the period of idolization — the modern 
trends. 

When Roentgen’s remarkable discovery was made known 
to the world, the Press (Brailsford, 1946a) — both medical 
and lay — heralded it as a means of sparing patients not 
only the pain associated with disease but also that which 
was, and still is, inflicted when other methods of examina- 
tion are conducted. First impressions are often the most 
important and deserve the fullest consideration, and these 
first impressions were so strong that they stimulated radio- 
logical research throughout the world to such a degree that 
during the year 1896 most of the possibilities of radiology 
were envisaged, techniques developed, and explorations 
begun.- Continuous progress since then has been essen- 
tially. refinement of technique, concomitant with ever- 
improving equipment. Unfortunately many enthusiastic 
workers in the earlier years did not preserve the scientific 
accuracy in their observations that is so essential for pro- 
gress. Because interpretations were read into radiographs 
which were far in excess of what was reasonably possible 
— a tendency which has not been entirely overcome — clini- 
cians were taught to distrust radiology ; but the more care- 
ful workers in radiology, by painstaking study of the normal 
and by correlation with pathology, convinced clinicians 
that they could render much help in the elucidation of 
clinical problems. Some radiological evidence is self- 
explanatory . even to the layman, and this has resulted m 
the misconception amongst the inexperienced, both quali- 
fied and unqualified, that all radiographs are self-explana- 
tory. In the light of the previous high standard of clinical 
medicine it is amazing that this serious misc onception. 

*An Address given at a Spedal Meeting at the College of Physicians 
of Philadelphia, October 22, 1948, and later at other University 
Medical Centres of the United States. 
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associated as it is with the five following very remarkable 
omissions, should have been allowed to prevail. 

Omissions in Medieal Practice 

(I) Failure to realize the importance of. and to carry out. 
a thorough clinical examination before any radiology — 
radiology being regarded as an easily obtained substitute 
requiring little personal elTort. On the serious errors in 
diagnosis and treatment which this has occasioned a' great, 
deal could be written. Careful attention to the clinical 
condition of the patients in these eases would ha\e spared 
them much mental and physical pain, and the clinicians 
the blame the fruits of which they escape perhaps too 
often. There would be fewer errors in the interpretation 
of radiographs if radiology was always preceded by a sound 
clinical examination: if one of these must be omitted the 
least harm will come from omission of the radiography 
and most from omission of the clinical examination. 

f2i There has been a failure to learn the bounds and 
appearances of the normal, and even the character of the 
arufacts produced by faulty material and techniques. 
Radiographic methods have been applied to the examina- 
tion of structures made visible by contrast media, and 
operations have been conducted to remedy “defects" 
long before the appearances of the nomtal have been 
learnt : when sound knowledge of the normal has with 
time and experience been acquired the operative measures 
for the correction of some of the " defects ” have been 
abolished. This was very noticeable in gastro-intcstinal 
radiology. I am confident that in the realms of other 
specialties, notably thoracic surgery and neurosurgery, the 
same sequence will occur, for in these our knowledge 
of radiology, with and without contrast media, is still 
inadequate and incomplete ; yet surgical explorations based 
upon the radiology are many. 

13) It is often not realized that the initial changes in 
many conditions are indistinguishable from one another, 
and that serial radiographs with continuous clinical exami- 
nations over a short or long period may be necessary for 
elucidating a problem. 

(4) Many have failed to appreciate that the onset of 
disease is not associated with immediate changes in the 
radiographic appearances, and that it requires time — what I 
have called " the latent negative radiographic period,” 
sometimes only a few days, but sometimes a year or more 
{Brailsford, 1946b) — before the changes arc sufficient to pro- 
duce enough contrast density or irregularity of contour to 
alter the radiographic appearances from the normal ; by 
the time these changes are recognizable they arc extenjive — 
in some conditions more extensive than the radiographs 
suggest — in some cases healing may have commenced. 
Even fractures and other more serious conditions of bones 
and joints may be masked, if displacement has not resulted, 
until secondary changes have developed. 

( 5 ) There has been a failure to realize that, though the 
disease has ceased its activity, the radiograph may show- 
spectacular appearances even to the end of an apparently 
normal life — the positive radiographic symptomless period. 
It_ is questionable whether surgical measures with their 
attendant risks would be so often undertaken if the full 
importance of this were understood. In some cases failure 
to appreciate omissions 4 and 5 have, on the other hand, 
led to the disregard of active clinical signs or recent injury 
when radiographs have shown no sign of change or only 
the typical evidence of old healed lesions. You may ask 
what evidence I have of these omissions. I believe you 
could obtain such evidence from the activities in many 


hospitals, but the strongest evidence is in the boosting of 
mass radiography. 

Mass Radiography 

1 have recorded elsewhere (Brailsford. 1945a, 1948a) the 
serious limitations, erroneous interpretations, and liabilities 
of mass radiography and the relative poverty of its con- 
tributions to preventive medicine. Undoubtedly it has an 
important propaganda value, but it is the propaganda of 
fear by which the public — yes, and the medical students — 
arc being frightened into the erroneous belief that active 
progressive disease is symptomless and only the radiograph 
can reveal it. It can be proved to have been responsible 
for the infliction of much unnecessary mental and physical 
pain. 

Mass surveys are essentially bureaucratic regimentation 
measures designed by officials and enthusiasts who appear 
not to have the knowledge of the five omissions or the 
.experience to judge the efficiency of the measures adopted, 
and, while they themselves are spared the rigours and 
anxieties of the general practitioners attending to the sick, 
would decry the contributions of these latter doctors to 
the reduction of the incidence and mortality from tuber- 
culosis. Mass radiography has not added anything new 
to our knowledge of radiography of the chest. The evi- 
dence obtained by it has been used to re-emphasize the 
fact that about 4 per 1,000 of the population have signs 
of active tuberculosis ; but not enough importance has been 
placed on the other confirmatory evidence it has yielded 
— i.c., that at least ten times as many persons, or 40 per 
1,000, have had fairly extensive disease and recovered from 
it without knowing of its existence and in most cases with- 
out having lost time from work. Had radiography been 
applied to all these at the stage when the appearances 
suggested activity it would have inflicted on them the 
dreaded stigma of tuberculosis and seriously interfered 
with their lives without contributing any good. A little 
reasonable education in hygiene would have accomplished 
much more, at less expense in money, equipment, buildings, 
personnel, and above all in feelings. 

Because there would appear to be conditions of medical 
service which permit certain cases of pulmonary tuber- 
culosis to be overlooked by medical officers is an indica- 
tion not that the progressive disease is symptomless but that 
the clinical examinations are poor ; for when such patients 
return home the diagnosis is made by the parents, con- 
firmed as grave by the general practitioner, and registered 
as deadly by the consultant a few days before death. The 
greater the percentage of cases of unknown progressive 
tuberculosis discovered by mass radiography, the poorer 
the clinical medicine that has been applied. 

Spectacular radiographic evidence of tuberculosis, as well 
as other conditions, may persist for many years, during 
which it is symptomless because it is quiescent or healed 
and of little importance from the point of view of infec- 
tion. The most successful surgical results have been 
obtained in cases which have previously healed them- 
selves and are sj-mptomless. Reversal of the radiographs 
— i.e., showing the last in the series first and the first last 
— is worth doing, for it will often indicate what appears 
to be a miraculous cure, particularly when the series 
includes a number of radiographs taken at intervals in 
the early days, during which no change occurred prior to 
the surgery. 

I find it difficult to reconcile the viejvs of modem clini- 
cians on tuberculosis. If one examines the serial post- 
operative radiographs, tries to evaluate the risks run by 
the patients, and compares the end-radiograph with the 
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one which incited the surgery, one finds it difficult to 
believe that the latest radiograph satisfies, or that it justi- 
fies the measures adopted. If the inciting radiographic 
features were unaccompanied by signs and symptoms these 
post-operative radiographic appearances of mutilations are 
certainly not without them. There would appear to be no 
more justification for removing a healed or quiescent lesion 
of the lung (which would not have been suspected if there 
had been no radiograph) than of any other structure, or 
in fact for removing any normal tissue ; since valuable 
healthy lung is removed. 

Though patients derive great benefit in those sanatoria 
where mental and physical rest, good fresh air, and food 
are the essential characteristics of treatment, they have to 
return to the debilitating influences of the poor home which 
broke down their resistance. The best place to treat tuber- 
culosis is the home, and only those efforts which are 
designed to make the latter fit for living in are likely to 
cut out tuberculosis effectively and permanently. The best 
preventive medicine is that aimed at prevention, not that 
which is aimed at treatment of disease that could have been 
prevented. The lack of sincerity and fairness in this propa- 
ganda is shown in the recent report of the Brookings 
Research Institute, which states that tuberculosis is three 
times more prevalent in coloured than in white people and 
syphilis six times more common. The unfortunate indi- 
vidual labelled as tuberculous is subjected to all the dis- 
advantages which the stigma of this disease brings — i.e., 
inability to insure, estranged social and business contacts, 
and other serious interferences with life and liberty ; 
whereas the stigma of syphilis, the loathsome contagious 
disease to which innocent persons can be subjected, is 
treated with all privacy, though with effective measures it 
could be stamped out. 

Radiography and Clinical Medicine 

In spite of all these drawbacks to mass radiography of 
the chest I believe it could be used for the groups I have 
enumerated. But there are signs that the degeneration of 
clinical medicine is spreading with the aid and at the 
expense of radiology; it will ultimately bring radiology 
into disrepute. In a recent English newspaper it was stated 
that “ one in every 20 people in Britain — or over 2,000,000 
— suffers from rheumatism. So it has been decided to 
mass-radiograph the joints of groups to ascertain the extent 
of the disease. When the unit is in operation it is pro- 
posed that every one of the 73,000 miners in the area will 
be x-rayed whether he has rheumatism or not.” As pointed 
out by an orthopaedic surgeon in a letter of appreciation 
of my opposition to this type of activity, “ The whole thing 
is really an attempt on the part of some people to increase 
the number of attendances of their patients to astronomical 
figures and to increase similarly the work of other depart- 
ments, and on the strength of this to increase the number 
of staff. The result of this is, of course, that with a very 
large staff the man in charge must be a very great person.” 

Mass radiography of the stomach is being used in one 
famous American hospital (surprisingly enough, in one to 
v/hich a former physician brought great fame by his con- 
tributions to clinical medicine) for the detection of early 
malignant disease, and claims have been made of tests 
which reveal its presence. This might well incite further 
extensive mass radiological investigations. I believe one’s 
energies in this direction could favourably be reserved until 
a cure for malignant disease has been discovered ; then it 
could be applied enthusiastically with all skill. 

There are other spheres in which the use of radiology 
not only fails to spare the patient pain but actually incites 


the infliction of pain by the performance of investigation 
including surgery, which can be regarded as little else tha 
meddlesome. I heard a professor of medicine at one c 
the universities urge that ventriculography was a usefu 
harmless, and painless method of investigating the can; 
of headaches. I saw the exhibition of radiographs of 
patient with three aneurysms of the aorta, one of whk 
showed radiographic evidence of erosion of the stemui 
and ribs. This patient sought the doctor because he ha 
pain, and it should be our first duty to relieve that pain 
yet this evidence did not incite the observer to pity, bi 
to inject the aneurysm with opaque media to provide spe( 
tacular evidence of the extent of the lesions — knowledj 
which could not be of the slightest use to the patient, bi 
which apparently satisfied the callous inquisitor. 

Radiology in the Curriculum 

Radiology is being brought increasingly into the medic; 
curriculum. Unfortunately, I repeat, its chief use appear 
to be to obtain quick answers with the least effort on th 
part' of those demanding it. It has been brought into th 
study of anatomy. Instead of realizing that it merely givf 
additional information, and in no way diminishes the nee 
for training in the dissecting-room, we find the houi 
devoted to anatomy and the basic science being reduce 
to provide time for specialized subjects. Students are bein 
taught to be “ scientists ” and not doctors. The truth of thi 
is seen in the difficulty in getting yohng men to practis 
in the country, where they have not at their elbow .r-ra 
equipment and laboratory services, on which they have bee 
taught to depend. To provide them with these facilities i 
not the answer for good clinical medicine, since their train 
ing in this has been ineffective and in these specialize^ 
fields but superficial. Recently I was amazed to hea 
that a medical student, induced by a spectacular film oi 
rehabilitation to give up the doctor’s course and take u] 
physiotherapy, had been told by the Physiotherapy Sociel; 
that the university course in anatomy was not of a sufli 
ciently high standard to permit of exemption from thei 
preliminary examination in anatomy. Surely the medica 
course ought to be superior to that used by any auxiliar; 
medical services, for the work of the latter must neces 
sarily be under the direction of the doctor, and any con 
tribution which radiology makes to this down-grading if 
training should be eliminated. I know that radiologist! 
are called upon every day to demonstrate not less but 
more anatomical structure, and we do it at the demand 
of the clinician. More attention to anatomy may depn''e 
the student of hours of specialized scientific research, 
but it might spare him (and the patients) the pain 
expended in unnecessary investigations of little use m 
treatment. 

At a recent discussion on the role of radiology in the 
teaching of anatomy it was stated that, while it was reason- 
able to give students barium meals and allow their col- 
leagues to study the passage throughout the alimentary 
canal, it was not considered reasonable to allow their 
colleagues to inflict barium enemata upon them. I 
that as a teacher I felt it was a duty to teach the subject in a 
manner that the students would not forget, and therefore 
it might be a good thing if they performed upon one an- 
other every type of injection, including ventriculography 
myelography, arteriography, etc. In this way they svoutd 
be taught in an indelible manner by the unskilful hands 
of their colleagues just what such examinations mean tc 
the patient. It might cause them to consider the patieni 
and to insist on skill and the reservation of such investi- 
gations to the last resort, after all other investigations hac 
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been made and it could be reasonably thought that such 
investigations would be of value. 

If after a thorough clinical e.xamination by an c.xpcri- 
cnccd clinician, assisted by such plain radiography as that 
indicated, it is thought that injection of opaque media 
would help in the treatment of the patient's condition, I 
am of the opinion that that injection should be done 
by the clinician desiring the information — presuming, of 
course, that the latter has sullicicntly studied the technique 
and acquired the necessary skill. It is probably on the 
evidence so obtained that operative or other treatment will' 
be employed ; therefore it must be done with every care 
and with skill, recognizing the great responsibility. Too 
frequently it is left to inc.xpcrienced house-men, as will be 
seen from radiographic studies of the results ; these arc 
often vitiated by faulty techniques unskilfully applied and 
therefore useless. Such injections should not be given 
merely to obtain “ a pretty picture " or to satisfy curiosity, 
lor they are done at the e.\pense of mental and physical 
pjin and unknown risk to the patient, who has come to 
Us trusting in our faith and high calling to relieve pain, 
'scientific data are too frequently sought at the e.vpcnse of 
human and animal pain and sacrifice. In the long run this 
action can result in atrocities, cruelties, or licensed murders, 
as we have learned from the report of Czechoslovak doctors 
on medical atrocities in prison camps. Little credit is due 
to those who would “wade through slaughter to a throne, 
and shut the gates of mercy on mankind." 

By radiography we can now ascertain the nature of the 
majority of bone tumours (Brailsford, l94Sc) ; we can say 
whether they are due to developmental irregularities, defi- 
ciencies, or endocrine disorders, to trauma, inflammation, 
or neoplasm. Regarding the last-named, we can recog- 
nize the usual simple tumours, and by serial radiography 
and continuous clinical observation determine in a large 
proportion of such eases whether malignancy exists. All 
this We can do without inflicting any pain, and the more 
attention wc pay to such radiography the fewer will be 
the eases which we fail to diagnose. There is a modern 
tendency to cut down and explore every bone tumour. 
Spectacular radiographic appearances arc allowed to incite 
this activity even when they are discovered accidentally 
during other investigations, and such radiography is doing 
more harm than good. There seems to be a widespread 
erroneous belief that the last word in the diagnosis of 
bone tumours can be obtained by histological examination. 
We can show (Brailsford, 1948b) that, given adequate study, 
radiology offers greater accuracy and that the infliction 
of biopsy with all its risks is unnecessary and of little 
value. 

Radiology is a whole-time study, and the careful radio- 
logist will discover something new each day, so infinite 
are the variations of and departures from the normal. 
To say that we have not seen a certain thing, and by 
so doing imply that it does not exist, is not a testimony 
to great experience but a confession of ignorance. The 
chances are, as my experience shows, that within a few 
days or weeks an example or examples of such a con- 
dition will occur in practice, and many more will probably 
be found in the literature. In a previous paper (Brailsford, 
1945b) I have recorded the abuses to which radiology is 
put ; they still continue. 

A Modem Tendency 

There is a modem trend for the members of various 
specialties to gather together and seclude the radiographs 
illustrating conditions with which they deal, and the a:-ray 


departments and hospitals arc so much the poorer because 
this valuable material is lost to the general use of the 
hospital and the special use of the radiologist. Radiology 
knows no bounds of specialization. The radiograph is a 
measure of the relative density and a record of the con- 
trast outlines and structures of all tissues on and between 
the two skin surfaces which bound the area. We therefore 
need radiologists who understand all the evidence pre- 
sented to inspect the whole, for there is a tendency on 
the part of specialists to be obsessed by evidence which 
appears to involve their specialty. Only good can come 
from whole-hearted co-operation, but harm will result to 
patients from seclusion and isolated activities, for which 
the responsible person may be called upon to bear the 
blame. 

Requests for x-ray examinations are made on forms 
which have a space with some such heading as “ Con- 
ditions revealed by the clinical examination on which 
radiological evidence is required.” Those clinidans who 
co-operate and desire all the help which the radiologist 
can give, the men who really taught me my radiology, fill 
in this space with facts gleaned from the clinical examina- 
tion that arc invaluable to the radiologist. Those men who 
ape a knowledge of radiographic technique and want the 
radiographs, but no assistance olhenvise, use this space 
for giving instructions with certain cryptic signs, designed 
to impress the radiologist with their great knowledge of 
radiographic technique, such as, “ A.P. and L ,” and if they 
wish to display their profound knowledge they add also, 
“ P.A. and oblique." Such requests fail to convey any 
suggestion of confidence in the radiologist, and certainly 
do not invite him to share the responsibility ; consequently 
he loses the stimulus for good work and the patient suf- 
fers aceordingly from the defective interpretation of the 
radiographs. 

Radiography, together with other ancillary services to 
clinical medicine, is being used extravagantly and is one 
of the chief contributors to the increased cost of medical 
service. 

An American Experience 

During my tour of the United States I went into one 
large department and was shown the latest and most expen- 
sive equipment operated in conjunction with a photo-electric 
cell, the latter replacing the brain of the technician. The 
films were processed in an automatic developing unit, from 
which they issued as a finished product. I asked to be 
shown the next unit, and in reply to the question, “What 
is that?" gave the answer, ‘“rhe machine for turning 
out the reports." “Take a seat and wait a few minutes,” 
I was instructed ; “ I think we can show you that.” A 
junior member of the staff appeared a few minutes later, 
took out a stamping-machine from a cupboard, and began 
to stamp a large pack of reports. One of these was handed 
to me with the remark, “ Does that satisfy you ? ” The 
report sheet with the name of the patient had been stamped 
with the report “ Normal ” and the radiologist’s signature. 
On inquiry I was told that about 80-90% of the reports 
were of this nature. I said, “ Now, this is interesting, for 
1 have just come from San Francisco, where the President 
of the North American Radiological Society gave an address 
in which he said that three of the leading radiologists of 
America had examined a large series of radiographs and 
their reports showed a difference of opinion amounting 
to something like 30%. ” I asked whether it would not 
be better simply to stamp all the reports “Normal,” for 
then we should have a discrepancy of only between 10 and 
20% ; or would it not be advisable to avoid radiology 
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entirely owing to its expense : probably the best thing 
would be for clinicians to use radiology intelligently and 
thus cut down hospital expenses and treatment of the 
patient. 

Radiology an Aid to Study 

It is thought, by those least qualified to judge, that radio- 
logical knowledge is now so general that there is no need 
for anyone to specialize in radiology. But is not clinical 
medicine or surgery a full-time study, leaving little or no 
lime to acquire adequate knowledge of radiology ? I 
Would remind you of the valuable contributions which were 
made to medicine and surgery before the advent of radio- 
logy, when clinical medicine was unhampered by multiple 
ancillary departments. There is a tendency to-day to desire 
quantity rather than quality ; to . report on 1 ,000 incom- 
pletely investigated cases in which calls have been made 
on all ancillary departments, rather than on one case after 
careful clinical examination over a period. Sir James Paget 
studied one case of osteitis deformans during the 20 years 
of its development and then described it. His description 
-is as valuable to-day as when he contributed it. He had 
not the advantages, perhaps the disadvantages, of distrac- 
tion of the ancillary services of radiology, biochemistry, 
etc., yet his description of his one case was so complete 
that little has since been added to our knowledge of that 
disease by many who have made great demands on these 
ancillary services in the investigation of niany thousands^ 
of cases. 

Radiology is now recognized as an essential aid to the 
study of anatomy, physiology, pathology, clinical medicine, 
surgery, and midwifery, and medical students must now 
be taught something of its possibilities throughout their 
university studies. This will result in a better and more 
complete knowledge of the possibilities of radiology, but 
this wider knowledge will mean that the radiologist, if 
he is to retain his high status and earn and keep the 
respect of his colleagues, must shoulder greater responsi- 
bilities and acquire an ever-increasing knowledge, for he 
can claim to be the general practitioner of the specialists. 
He should be in a position satisfactorily to render full 
co-operation to each. 

Conclusion 

It is fitting that in this City of Brotherly Love one should 
preach the gospel that radiology attains its highest perfec- 
tion in the contribution to the relief of human suffering 
only when it is directed to spare the patient pain. 

Wilhelm Konrad Roentgen (Brailsford, 1946b) was a 
man with sagacity and great ability. His observations were 
keen and extremely critical ; he recorded them clearly, con- 
cisely, yet exhaustively, and with scrupulous care. His 
modesty, honesty, sincerity, and integrity to his science 
and his friends helped to secure his immortality. We follow 
in the footsteps of a great master, and it is fitting that I 
should end with the words of your great countryman : 

" Lives of great men all remind us 
We can make our lives sublime. 

And, departing, leave behind us 
Footprints in the sands of time.” 

References 

Brailsford. J. F. (1945a). Lancet, 2, 808. 

(1945b). Brit. J. Radiol., n.s. 18, 249. 

(1946a). Ibid., n.s. 19, 453. 

(1946b). Practitioner, 157, 200 

1948a). Lancet, 1, 498. 

1948b). Proc. R. Soc. Med., 41, 235. 

(1948c). The Radiology of Bones and Joints, 4tli ed. Churchill, 

London. ' . 


VALUE OF SPHINCTER-PRESERVING 
OPERATIONS IN CANCER 
OF RECTUM 
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ABDOMINO PERINEAL EXCISION 

BV 

STANLEY O. AYLETT, M.B., B.S., B.Sc., F.R.C.S. 

Surgeon, Metropolitan Hospital; Assistant Surgeon, 
Westminster Hospital (Gordon Hospital) 

In 1908 Ernest Miles published the details of his operation 
for cancer of the rectum. Based as it was on close anatomi- 
cal studies of the potential zones of spread of the disease, 
the abdomino-perineal excision came to be regarded as the 
standard operation for the treatment of cancer affecting 
any part of the bowel between the lower sigmoid and the 
anal canal. No limitation of the excision was regarded as 
permissible, no matter at what level the growth was sited, 
and it is only in recent years that doubt has been cast on 
the necessity for sacrificing the sphincter mechanism in 
those cases in which the neoplasm lies above Ihis 
region. 

Surgery in this country has remained very true to the 
teachings of the great master of proctology, and little 
has been published in the English journals in favour of 
sphincter-preserving operations. But in America much has 
been written and many divergent views have been expressed, 
and as great a surgeon as Rankin (1947) has said, in con- 
demning all such operative procedures : “ Sphincter-saving 
operations are little more than local excisions for cancer 
below the peritoneum. I had thought that the question of i 
colostomy had been definitely settled 20 years ago, but 
apparently a new generation insists on a re-exploration of 
an already discredited field.” On the other hand, Babcock 
(1932) and Bacon (1945) champion such operations in the 
majority of cases. Lynch (1945) goes so far as' to say, in 
commenting upon recent pathological investigations: “It 
permits one to discard entirely such radical and unnecessary 
operations as that popularized by Miles.” \ 

Perhaps a far more acceptable opinion is thatl of 
Wangensteen (1947), who has recently said: “A tempvued 
ambition to save the rectal sphincter, as well as to (cure 
the cancer, is a praiseworthy objective in suitable casfe of 
cancer of the upper rectal ampulla.” '^1 

Support for this point of view is to be found in p the 
follow-up figures of Babcock, in which, of over 80 pati PcnU 
considered suitable for a sphincter-preserving oper»*®,too 
50% survived disease-free for five or more years, j Sac' 
figures ean hold comparison with any series in wlV 
wider abdomino-perineal , operation has been pt/s 
for similarly sited growths. jtheir 

Until the late ’thirties the idea of sphincter-j^^’^'^-tcii''^ 
operations had lain largely dormant for three .dsi' 
Before Miles came to tower over his contemporariei / s)iic 
excisions and anastomoses had been explored by 1 }°^ Tej 
surgeons of the latter end of the . last century--' anl 
beginning of - this. But enthusiasm for their rp'P°’| ^ethods 
quieted by the logic of the great man. ^sell (I 

had described a combined abdominal and .,nnal appt 
in which continuity was achieved after - unskil ‘ 
rectal growth. Balfour (1910) describedf^*^.^*'°’^^p ^ M 
method of resection and anastomosis, ‘ . jjy a sii 

approach, but these very limited excision of sL'am 
relegated to the past. Later, Lockhart-''" ( 
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employed a method of restoration of continuity, but 
abandoned it as being too limited in its c.xtcnt. 

Lymphatic Spread in Rectal Gmeer 

What, then, has caused this controsersy to break out 
once again ? In 1935 Gabriel, Dukes, and Bussey pub- 
lished their paper on the lymphatic spread in cancer of 
the rectum. In 193S Gilchrist and David published a 
similar work, and in 1940 Coller, Kay, and MacIntyre 
studied the regional metastasis in this disease. 

From these and similar papers it appears that the down- 
ward and lateral spread of the disease had been over- 
emphasized by Miles. In those cases in which the 
neoplasm is sited from 6 to 7 cm. or more above the anal 
orifice such spread occurs only in a late stage of the disease, 
when the hacmcrrhoidal lymphatics arc already blocked 
by metastases and when the progress of the cancer has 
reached an advanced stage. It thus appears that, provided 
the upward zone of spread can be eradicated, and provided 
, suitable length of bowel is resected below the macro- 
-copic margin of the tumour, a radical removal of the 
area of Emphatic spread can be performed with sphincter 
salvage and avoidance of a colostomy. 

With regard to the submucous spread of the disease 
below the margin of the tumour, most pathological opinion 
IS that it is very limited, and, indeed, such opinion was held 
by .Miles (1936) as well. Black and Waugh (194S) suggest 
that it extends only to a maximum of 3 mm. from the 
tumour edge, but it is generally regarded as more extensive 
than this. 

Nevertheless, the interpretation of these pathological 
findings must be correlated with the post-operative history 
of the patients. To his cost Wangensteen (1945) has found 
this out. and he has said: ‘*\Vhereas Coller and his asso- 
ciates failed to find evidence of lateral lymphatic spread 
in lesions lying more than 3' cm. above the ano-rectal line, 
1 am convinced from the e.\pcriencc with low-ljmg fixed 
lesions that an operation which docs not excise the levatores 
ani in juxtaposition to the bowel invites recurrence.” 


Sphincter-preserving Operation 
However, in selected cases a sphincter-preserving opera- 
tion seems likely to carry as good a chance of recovery 
as the more extensive abdomino-pcrineal excision. Such 
an operation does not mean a local excision. The upward 
extent of removal must be as wide as in the operation of 
.Miles. The clearance of pelvic peritoneum and underlying 
fascia, the removal of the. tissues behind the rectum lying 
between it and the sacrum, and the e.xcision of as much of 
the diaphragmatic portion of the levatores ani complex as 
is possible must all be included in the dissection. 

It is for these reasons that I do not regard an anterior 
■ resection operation as radical enough in its extent. Babcock’s 
’ operation fulfils all the anatomical requirements, but the 
; interference with the sphincters at the lime of operation 
J is, I believe, something to be avoided if that can be 
achieved. 


I Removal by the combined abdominal and perineal routes, 
I with primary' suture of the bowel at the time of operation 
yand leaving the sphincter mechanism untouched, is, 1 
.'believe, the best approach. Reconstructive abdomino- 
'perineal e.xcision of the rectum undoubtedly leaves the 
patient with good faecal control. 


In America this procedure was first suggested by Pratt 
^ 1938), and no doubt it has been tried by some proctologists 
i h this country. It is not widelv knowm, and is deserving 


of further record. In addition, certain modifications of the 
technique are worth emphasis. 

Indications for the Operation : (1) The lower palpable 
margin of the neoplasm must be at least 7-S cm. from the 
anal verge. (2) At operation there must be no evidence 
of extensive extramural spread. (3) If secondary deposits 
arc present in the liver, or if there are advanced metastases 
in the aortic nodes, the sphincter-preserving operation is 
the one of choice. It offers the patient the greatest comfort 
in his remaining span of life. 

Operative Technique 

Ten days before the main operation transverse colostomy 
is desirable. In any case, if not performed before the main 
procedure it should be carried out at the end of the 
abdominal part of this operation. Faecal contamination of 
the perineal wound is thereby avoided should there be any 
breakdown in the perineal anastomosis. The remaining 
pre-operative preparation of the patient is the routine 
employed prior to Miles’s operation. 

Immediately before the operation an assistant passes a 
short sigmoidoscope and packs the rectum below the growth 
with cotton-wool soaked in I in 1,000 perchloride of 
mercury. This is an important detail. There is no doubt 
that during the manipulations of the rectum through the 
abdominal incision small portions of a friable growth may 
be broken o!T. When the rectum is subsequently excised 
through the perineum these small fragments may become 
implanted in the line of the anastomosis, giving rise to what 
is apparently a local recurrence. By packing the rectum 
with cotton-wool the small fragments of growth are held 
up and prevented from contaminating that area of the 
bowel through which the resection is going to be carried 
out. 

The initial stages of the operation are those of the 
abdomino-perineal excision. A left paramedian incision 
is preferable in view of the fact that mobilization of the 
descending colon to a higher level is required. The pelvic 
peritoneum is incised in routine fashion and the rectum 
separated from the bladder, from the sacrum, and, by 
dividing the lateral ligaments, from the lateral pelvic walls. 



FW, I. — Composite plate showing the division of ^e mesocolon 
after mobilization of the bowel. The division is carried out as far 
as the mesocolic margin of the pelvnc colon. 
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with ultra-violet light. Absence of effective sunlight may 
thus be more serious than dietary deficiency of the vitamin, 
and vitamin deprivation in such cases may be at least partly 
metabolic in origin. 

Vitamin Deficiencies in, the Sprue Syndrome 

Vitamin deficiencies have been studied and a number of 
relevant investigations have been made in a series of cases 
of defective fat absorption in Birmingham (Cooke, Elkes, 
Frazer, Parkes, Peeney, Sammons, and Thomas, 1946). The 
results of these studies may be briefly reviewed. 

Relatively Transient Nature of Deprivation. — In chronic 
cases of the sprue syndrome the fat-absorption defect persisted 
more or less unchanged over long periods. From time to time, 
however, the patient might complain of an exacerbation of 
certain symptoms — especially diarrhoea, with large, bulky, 
fermenting stools, sometimes associated with a sore ulcerated 
tongue and sore eyes. The haematological changes also showed 
exacerbations and remissions. This group of signs and 
symptoms seemed to come and go — as though superimposed on 
a more constant underlying defect. 

Nature of Deficiencies. — ^The commonest deficiency signs and , 
symptoms were those affecting the tongue and eyes. The 
majority of cases of sprue showed signs of glossitis. From 
time to time the tongue became enlarged, sore, and ulcerated, 
scarlet-red or magenta in colour, the conjunctival vessels might 
be injected, and the eyes sore, with excessive lacrimation and 
photophobia ; cheilosis was also frequently seen. These changes 
were commonly associated with deprivation of riboflavin, 
nicotinic acid, and/or pyridoxin. Various haematological 
changes were also often observed. Macrocytosis was almost a 
constant feature of the sprue syndrome (Cooke, Frazer, Peeney, 
Sammons, and Thompson, 1948). These haematological changes 
were attributed to deficiency of folic acid and possibly other 
members of the vitamin-B complex. In occasional cases other 
vitamin deficiencies were observed. 

Effects of Therapy. — In most cases of riboflavin, nicotinic 
acid, or pyridoxin deficiency in sprue parenteral administration 
of the appropriate vitamin fraction caused dramatic relief of 
the signs and symptoms of deprivation. Small doses were 
effective. In many cases very large doses of the vitamin were 
effective orally. It was not uncommon to find that the adminis- 
tration of one of the vitamin fractions by mouth might precipi- 
tate deficiency symptoms associated with some other fraction. 
Thus the administration of large doses of nicotinic acid might 
precipitate a classical ariboflavinosis. Increase of carbohydrate 
in the diet sometimes had a similar precipitating effect. 

Relationship to Fat Absorption. — Relief of the signs and 
symptoms of vitamin-B deficiency was achieved in the sprue 
syndrome without alteration in the fat-absorption defect. 
Classical cases of ariboflavinosis have beeri observed in which 
fat absorption was normal. There seems no reason, therefore, 
to suppose that the- vitamin-B deficiency is intimately related 
to the aetiology of the fat-absorption defect (Frazer, 1947). 

Intestinal Flora. — A number of cases of the sprue syndrome 
have been intubated, using a technique devised by my col- 
leagues Drs. J. M. French and M. D. Thompson, to minimize 
contamination. In hypochlorhydric cases thousands, and 
occasionally hundreds of thousands, of bacteria were observed 
per ml. of upper intestinal contents. In achlorhydric cases 
millions of viable organisms per ml. were demonstrated. The 
organisms were the usual inhabitants of the intestine, normally 
confined to the lower reaches. The type of predominating 
organism, the number of viable bacteria, and the level to which 
they reach will vary under differing environmental conditions. 

Synthesis of Vitamins by Intestinal Bacteria. — Some attention 
has been paid to the question of bacterial synthesis of vitamins. 
In some cases of sprue the faeces contained more vitamins than 
the diet, in spite of a concomitant vitamin deficiency. Thus 
classical ariboflavinosis was observed in a patient passing three 
limes more riboflavin in the faeces than was present in the 
diet — the amount in-the diet being greater than normal require- 
ments (Smart and Daley, 1946). 


Effect of Antibacterial Agents. — Antibacterial agents may 
stop severe diarrhoea at least-temporarily (Keele, 1949). The 
effect of antibacterial agents on vitamin deficiencies is unicnow-n. 
An interesting observation was made using sulphasuxidine! 
Usually less than 10% of this drug was absorbed and the 
sulphathiazole level in the blood was negligible, <1-2 me. 
per 100 ml. of blood. In two cases of sprue the administration 
of sulphasuxidine by mouth resulted in blood levels of sulpha- 
Ihiazole of 10.6 and 13.8 mg. per 100 ml. 

, Discussion 

Dietary inadequacy is certainly not a common cause of 
vitamin deficiency in the sprue syndrome. It may account 
for the occasional case of vitamin-E deficiency, especially 
since oxidative rancidity of fats may be one of the pre- 
cipitating causes in tropical sprue. It does not account for 
any of the common vitamin-B deficiencies. There is no 
eyidence of any metabolic fault of vitamin-B utilization 
in the sprue syndrome. Parenteral administration of the 
appropriate vitamin , fraction secures immediate relief in 
the vast majority of cases. 

An absorptive defect due to interference from unabsorbed 
materials may account for the occasional vitamin-A or 
vitamin-D deficiency ; the latter is further complicated by 
changes in calcium absorption. Again, the common 
vitamin-B deficiencies are not due to a faulty absorptive 
mechanism, since large doses are often effective by mouth 
and the normal dietary intake is adequate in remission. 
There is no evidence of faulty digestion of vitamin pre- 
cursors. It would seem, therefore, that the common 
vitamin-B deficiencies observed in the sprue syndrotne do 
not fit into any of the known deprivation groups. 

The selective nature of the vitamin-B deficiencies— 
nicotinic acid, riboflavin, pyridoxin, and folic acid— m 
sprue is very striking. The deficient vitamins are all essen- 
tial growth factors for bacteria — ^particularly those bacteria 
which are known to be present in the upper part of the 
small intestine in sprue. Large numbers of these bacteria 
can be demonstrated in the upper small intestine by intuba- 
tion, and their presence is also indicated by the results 
of sulphasuxidine administration : clearly, in the sprue syn- 
drome the bacterial decomposition of sulphasuxidine is 
occurring within the absorbing area. It is well known that 
bacteria will first take up preformed growth factors and 
then synthesize more of these vitamins if necessary. In 
sprue the bacteria may synthesize further vitamins ; it is 
likely that they will take up as much preformed vitamin as 
possible before doing so. It is therefore suggested that 
in the sprue syndrome intestinal bacteria invade the upper 
small intestine from time to time in large numbers. This 
bacterial invasion may give rise to large, bulky, fermenting 
stools. It also results in competition between the bacteria 
and the host for common essential nutrients. In many 
cases the bacteria are the most successful competitors and 
the host consequently shows signs of deprivation. 

This competition hypothesis would account for the exa- 
cerbation of vitamin deficiencies and diarrhoea associated 
with heavy growth and high-level invasion of intestinal 
bacteria. This bacterial invasion may be related to fixation 
of pH as a result of achlorhydria, and possibly the presence 
of suitable food materials due to delayed absorption. The 
competition hypothesis would also account for the peculiar 
selective deficiencies observed in the sprue syndrome. It 
might also explain the administration of one vitamin pre- 
cipitating the deficiency, of another, since bacterial growth 
would be stimulated by the one and would increase the 
demand for the other. In oral administration of the 
vitamins, sufficient vitamin must be given to provide both 
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for the bacteria and for the host. Hence the large dosage 
required in oral therapy. It is also recognized that modi- 
fications of the dietary regime which arc known to alter 
intestinal flora affect tlic sprue sjaidrome. 

The part played by intestinal bacteria in vitamin syn- 
thesis in normal human subjects is obscure. It has been 
suggested that the modification of intestinal flora by sul- 
phonamidcs or other antibacterial agents might result in 
faulty synthesis of vitamins and consequent vitamin depri- 
vation. This conception of vitamin deprivation is mainly 
based upon experimental studies in animals and especially 
upon the phenomenon of refection (Kon, Kon, and Mattick. 
193S). Rats and rabbits may not develop certain vitamin 
deficiencies when placed upon an appropriate vitamin- 
deficient diet. This can be shown to be at least partly due 
to the synthesis of B vitamins by intestinal bacteria. 

The inclusion of certain types of starch in the diet and 
initial coprophagy arc probably important factors in the 
establishment of refection. In some animals on a deficient 
diet prevention of coprophagy results in the development 
of vitamin deficiencies in spite of continued intestinal syn- 
thesis of the vitamins. The vitamins synthesized by intes- 
tinal bacteria can be utilized by the body only if they arc 
released from the bacteria and absorbed from the intestinal 
tract The formation of B vitamins in the large intestine 
in man and their continued inclusion in viable bacteria 
greatly limit their availablity. The conditions within the 
intestine in the refected rat may resemble to some extent 
those prevailing in the human intestine in the sprue syn- 
drome ; the possible importance of starch fermentation in 
both cases is of special interest. It seems clear, however, 
that the sv-nthesized vitamins arc much more' readily avail- 
able to the rat than to the human subject. 

Vitamin synthesis by intestinal bacteria in the normal 
human subject is probably limited in extent and mainly 
confined to the large intestine — it is therefore unlikely to 
play a major part in the vitamin economy. In the sprue 
syndrome, synthesis may be greatly increased and the site 
of formation may now include normal absorbing areas. In 
spite of this, vitamin-B deficiencies now occur, which would 
suggest that the synthesized vitamins are not available for 
absorption, possibly owing to their retention within viable 
bacteria. The competition hypothesis is put fonvard here 
in its simplest possible form, but it is clear that many com- 
plexities may develop in individual cases. Some aspects 
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Diagrammatic representation of competition hypothesis of 
vitamin deficiencies in the sprue syndrome. 


of refection in rats might be usefully examined in relation 
to the changes in intestinal flora which can be observed 
in the sprue syndrome. 

This paper is especially concerned with vitamin defi- 
ciencies in the sprue syndrome. Spedal consideration must 
be given, however, to the possible importance of intestinal 
bacterial competition in other conditions. A similar com- 
petition situation must arise in pernicious anaemia, in which 
vitamin-B deficiencies are well recognized — much of the 
hacmatological picture being ascribed to them. In this 
condition there is, however, apparently normal fat and 
glucose absorption, a normal radiographic pattern, and an 
absence of fermentative changes. These points serve to 
emphasize the lack of intimate relationship between the 
absorptive defects in the sprue syndrome arj the changes 
in intestinal flora and consequent vitamin deficiencies. It 
is possible that the absence of absorptive defects in per- 
nicious anaemia and consequent environmental differences 
may result in qualitative and quantitative modifications of 
the intestinal flora, with resultant differences in metabolic 
demands. The possibility of intestinal bacterial competi- 
tion along the lines indicated in this paper should be investi- 
gated not only in the sprue syndrome but in various other 
conditions which are thought to be closely associated, 
such as pernicious anaemia, pellagra, and nutritional 
megalocytic anaemia (Manson-Bahr, 1940, 1941). The 
metabolic demands of a varying but essentially non- 
pathogenic flora may be the key to the problem of the 
multiple but selective vitamin deficiencies so commonly 
observed in these conditions. 

Original obsenations reported in this paper have been made as 
part of a team-work study on fat absorption and the sprue syndrome 
which is being carried out with my colleagues, W. T. Cooke, J. M. 
French, T. L. Hardy, A. L. Peeney, H. G. Sammons, G. Thomas, 
and M. D. Thompson, at the Medical School and Hospitals Centre, 
Birmingham. We are indebted to the Medical Research Council and 
the Sir' Halley Stewan Trust for financial assistance. 
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The Ministry of Health states that more blood was given for 
hospitals in England and Wales in the second quarter of this 
year than in any comparable period since the war. New donors 
in the quarter numbered 36,847— the biggest response since the 
war — bringihg the total strength of donor panels to 382382. 
Hospitals are now using over 40 umes as much blood as before 
the war, and the demand is still rising. To provide for these 
future needs it is estimated that over 190,000 more donors are 
wanted. 
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Royal Cancer Hospital 

It appears from a survey of the literature that little atten- 
tion has been paid during recent years to this subject in 
English writings. The opportunity is taken, therefore, in 
presenting this case record, to review the general features 
of the disease and stress its importance in the differential 
diagnosis of 'esions of the breast. It is important to appre- 
ciate the close similarity between certain forms of tuber- 
culosis and carcinoma of the breast, and differentiation is 
often rendered difficult ; many of the cases of primary 
tuberculosis reported in the literature were .diagnosed incor- 
rectly as carcinoma, and it was only after operation and 
pathological study of the tissues that the true situation was 
disclosed. ■ 

Case Report 

A woman aged 43 developed a swelling in the left breast in 
May, 1947, following a blow through a fall one month previ- 
ously. The swelling was regarded as mastitis of the upper and 
inner quadrant. In September the left breast became red and 
tense, and an abscess was incised and drained. Pathological 
investigation of the tissues showed chronic inflammStion with 
no giant-cell systems or tubercle bacilli. After the operation 
a small sinus persisted, with slight discharge. On January 6, 1949, 
a small red swelling developed in the upper and outer quadrant 
of the left breast, and this became cystic and tender. Aspira- 
tion yielded 1.5 ml. of purulent fluid which showed tubercle 
bacilli on microscopy. 

She had had amenorrhoea between May, 1947, and February, 
1948 — before this the cycle was 28 days and the duration five 
days — and again since April, 1948. She had never been preg- 
nant. Her general health was good ; no cough or pain in the 
chest. When 4 years old she had had tuberculous peritonitis, 
with operative treatment. In December, 1914, an operation had 
been performed on the left cervicaMymph nodes. One brother 
had had tuberculous cervical 'lym^phadenitis as a child. 

On examination the patient looked healthy. Her neck showed 
scarring on the left sfde ; no enlarged lymph nodes. The heart 
and lungs showed no gross abnormality. Scars of previous 
operations were ‘-^^en in the right hypochondrium, but no other 
abdominal abnormality was found. The right breast was 

normal. In the lower 
half of the left breast 
there was a discharg- 
ing sinus with an asso- 
ciated abscess ; a red 
fluctuating tender 
swelling was seen in 
the upper and outer 
quadrant (see Fig.). 
No marked induration 
of the breast tissue 
was present. The 
lymph nodes in the 
axillae were not en- 
larged. A-ray exami- 
nation of the chest re- 
vealed no abnormality. 

Operation. — Local 
mastectomy and exci- 

, „ sion of, the fourth 

inner quadrant. ^ ^ ^ ^ costo-chondral junc- 

' V ’"‘A ■' tion, left side. It was 
noted that the sinus in t.'*' 'ower part breast was con- 

nected with a caseous process in the fourth costo-chondral 
junction, left. The wound healed by first intention. 



' Study of Specimen . — In the left breast there was an abscess 
situated above and external to the nipple. The skin over the 
abscess was bluish in colour. On opening into the abscess 
cavity it was seen to contain yellow caseous material. In the 
lower and inner quadrant of the breast there was an area of 
puckered scar tissue. Sections through the breast beneath this 
scar tissue showed a sinus which could be traced through the 
substance of the breast to its deepest part. This sinus contained 
caseous material and was presumably connected with the rib 
which was resected. A piece of resected rib was partly replaced 
at the costo-chondral end by an irregular mass of granulation 
tissue. On histological examination both the wall of the abscess 
cavity and the sinus showed tubercles composed of endothelial 
cells surrounding areas of caseation. There was also a small 
round-cell infiltration. Breast tuberculosis was diagnosed. 

Genera] Features of the Disease 

The condition was described in the first instance by Sir 
Astley Cooper, who wrote in 1829 ; “ In young women, who 
have enlargement of the cervical absorbent glands, I have 
sometimes, though rarely, seen tumours of a scrofulous 
nature form in their bosoms, confined in most cases to a 
single tumour in one breast ; but in one case, two existed 
in one breast, and one in the other. They arc entirely 
unattended with pain, are distinctly circumscribed, are very 
smooth on their surfaces, and scarcely tender to pressure. 
They are very indolent, and vary with the state of the con- 
stitution, diminishing as it improves, and increasing as the 
general health is deteriorating.” He pointed out that the 
condition does not degenerate into malignancy, and surgi- 
cal treatment is contraindicated. His concluding remarks 
were : “ It will be admitted by every one who deserves the 
title of a surgeon, that we possess no specific remedy for 
this disease, but that we are required to assist the digestive 
powers, make better blood, and convey it to the system by 
an increased vigour of the constitution.” Since this publi- 
cation over 500 cases have been reported in the literature. 

The incidence has been computed at various figures: 
thus, Nicolson and Gillespie (1941) consider the incidence 
of tuberculosis compared with all breast lesions fo be 
0.54% ; McGehee and Schmeisser (1935) give a figure of 
1.87%. On this basis it is not a common condition, but 
it is possible that a number of cases are overlooked, the 
rarity being apparent rather than real. 

There are two main varieties — namely, primary tuber- 
culosis, in which there is n\) evidence of a tuberculous lesion 
elsewhere in the body, and secondary tuberculosis, in which 
there is evidence of a tuberculous lesion elsewhere, such 
as in the lungs, pleura, lymph nodes, or bone. The various 
lesions can be grouped under three headings as follows; 

Nodular Lesion . — A circumscribed lump of variable size 
forms in the breast, slow caseation occurs with softening of 
the tissues, and eventually an abscess forms which may produce 
a sinus in the overlying skin. 

Sclerosing Lesion . — A circumscribed lump develops which is 
hard in consistency owing to excessive fibrous-tissue formation. 
This variety is seen in older patients. 

Atypical Lesions . — A tuberculous ulcer develops in the skin 
near the nipple and nodules are formed in the breast tissue later ; 
a subcutaneous lesion develops which resembles a furuncle ; or 
vesiculated pimples form with indurated bases. 

Mode of Entry of Tubercle Bacillus 

Considerable discussion has been aroused regarding the 
possible routes of entry. The organisms may gain an 
entrance through the ducts of the nipple or through an 
abrasion in the skin, but these must be remote possibilities, 
although several'cases have been reported. Thus, Morgen 
(1931) quotes Ingier, who described a case in which the 
inflammatory process was confined to the walls of the excre- 
tory ducts and the periacinous tissue, the interacinous tissue 
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being only slightly involved. Morgen also quotes Ely, who 
mentions a woman who covered her breast with a piece of 
linen contaminated with tuberculous sputum and soon after 
developed tuberculosis in this breast. 

Haematogenous infection may occur, although Naga- 
shima (1925) investigated 34 patients who died of miliary 
tuberculosis, studjing the breast tissue microscopically, by 
smears, and guinea-pig inoculations, but was unable to 
demonstrate any involvement. The case recorded above 
IS instructive in that multiple tuberculous lesions developed 
at long intervals in widely separated parts of the body, and 
it is assumed the tubercle bacilli were transported by the 
blood stream. 

Many authors have stressed the importance of infection 
by the lymphatic system ; the primary lesion being cervical, 
a.\illary, or mediastinal tuberculous adenitis, and the breast 
being affected by retrograde infection. Morgen quotes 
Halstcd and Lc Court, who state that there is tuberculous 
axillary adenitis on the same side as the affected breast 
in 75% of cases, and Berchtold, who found the primary 
disease in the a.xillary lymph nodes and the secondary in 
the breast in S out of 37 cases reported. He also calls 
attention to a case described by Johannet in which at 
necropsy subpleural tuberculosis was demonstrated, extend- 
ing to the axillary lymph nodes and eventually to the 
breast. 

Finally, the breast may be involved from underlying 
tuberculosis of the sternum, costo-chondral junction, or rib. 
In this case the lower of the two lesions extended directly 
down to a diseased costo-chondral junction. 

Symplomatologj- and Differential Diagnosis 

The disease occurs between the ages of 20 and 50, when 
the breasts are most active. The majority of patients are 
apparently in good health ; some may give a past history 
of tuberculosis, as did my patient, who had had tuberculous 
peritonitis and cers'ical adenitis. The most frequent present- 
ing symptom is a lump in the breast, which is often painless 
and discrete. 

WTien caseation is present the border of the lump is well 
defined. The overlying skin shows certain changes ; thus 
there is often fixation and dimpling with retraction of the 
nipple, or it is stretched and red, sinus formation develop- 
ing later. Retraction of the nipple may be the first sign 
of the disease. An abscess is present sometimes, and 
Morgen states that a fistula is seen in 50% of cases. 
Tubercle bacilli may be demonstrated in the discharge. 
Other lesions may be present in the breast, including 
fibro-adenoma or carcinoma. 

Enlargement of the axillary lymph nodes is often present, 
and this may precede the development of the disease in 
the breast. A radiological examination of the chest should 
be made in every case ; Grausman and Goldman (1945) 
state that pulmonary tuberculosis is present in 12 to 16% 
of cases. The disease is usually unilateral, but cases with 
both breasts involved have been reported. 

The following diseases must be considered in the 
differential diagnosis. 

Carcinoma. — Many of the reported cases of tuberculosis of 
the breast were misdiagnosed as carcinoma, and differentiation 
may be difficult, especially in the sclerosing types. The degree 
of hardness is greater in carcinoma and the axillary lymph nodes 
may also be hard. The deformity of the nipple may be greater 
in carcinoma. Tuberculosis tends to occur in younger age 
groups than carcinoma, and there may be a purulent discharge 
from the nipple. 3Vhen a sinus is present it may be possible to 
isolate the tubercle bacillus ; in all doubtful cases a biopsy and 
histological examination must be performed. 


Benign Fibro-epilhelial Tumours. — Differentiation is not diffi- 
cult usually in these cases. The tumours are circumscribed and 
encapsulated and mobile in the breast tissue. There is no 
involvement of the overlying skin nor any change in the nipple. 
The axillary lymph nodes are not enlarged. 

Cystic Hyperplasia. — In this condition both breasts are often 
involved and the swellings produced are larger. The cysts are 
palpable, causing an uneven surface in the ssvelling. There arc 
no changes in the overlying skin. The a.xillary lymph nodes 
are not enlarged. 

Acute Mastitis. — Differentiation is not difficult in this instance. 
There arc fever and other general symptoms of an acute infec- 
tion, and locally the cellulitis, with or without abscess forma- 
tion, is typical of the condition. 

Actinomyeosis. — UTicn a discharging sinus is present, together 
with an indurated swelling in the breast, actinomycosis must be 
considered, although this is an uncommon lesion. The typical 
sulphur granules may be present in the discharge and the fungus 
isolated. 

Gumma. — ^This is an uncommon lesion in the breast; 
degeneration may occur with sinus formation in the skin, 
A -Wassermann test and biopsy will help in the diagnosis. 

Traumatic Fat Necrosis. — ^There may be a history of an injury 
to the breast, causing a localized hard swelling without any 
inflammatory signs. Biopsy and microscopical examination 
may be required to determine the diagnosis. 

/Vssociation of Tuberculosis svith Carcinoma of Breast 

The presence of tuberculosis and carcinoma in the same 
breast has been noted on a number of occasions. Thus, 
Grausman and Goldman (1945) collected 26 cases from 
the literature and added two cases of their own. It is 
obviously important to remember this possibility, as an 
associated carcinoma may be overlooked, with serious con- 
sequences for the patient. Morgen discussed the inter- 
pretation of the relationship of these conditions. The two 
conditions may occur independently, either simultaneously 
or consecutively. The tuberculosis may be engrafted on 
the malignant condition as a result of the greater suscepti- 
bility of breaking-down tissue to infection. It is possible 
that the carcinoma is the result of the chronic irritation 
of the tuberculous inflammatory process. 

In a number of these cases it was thought that the car- 
cinoma was of longer duration in the breast and of a 
fibrous type ; the tuberculous lesions showed no calcifica- 
tion, so it is possible that tuberculous infection occurred 
in tissues of decreased resistance or increased susceptibility. 
In some cases of carcinoma of the breast it was found at 
operation that there was tuberculous adenitis in the axillary 
lymph nodes. The breast is not the only site where these 
conditions coexist, for carcinoma has been found in chronic 
tuberculous cavities in the lungs. 

Treatment 

The maintenance of the patient’s general health is impor- 
tant, as in all cases of tuberculosis. When the disease is 
localized to the breast and there is no eridence of involve- 
ment of the axillary lymph nodes, local mastectomy should 
be performed. If there is enlargement of the axillary lymph 
nodes mastectomy is combined with excision of these lymph 
nodes, and a careful dissection of the axilla is necessary. 
In order to carry this out the tendons of the pectoraUs 
major and pectoralis minor muscles should be divided to 
open up the axilla ; at the end of the dissection the tendon 
of the former muscle is sutured. If the underlying costo- 
chondral junction or rib is involved, this must be excised. 
SVhen tuberculosis and carcinoma coexist a radical mastec- 
tomy is performed with or without high-voltage x-irradia- 
tion, according to the type of carcinoma which is present. 
Now that streptomycin is available in greater quantities its 
action in cases of tuberculous mastitis may be beneficial. 
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and before resorting to surgery in the futureithe effects of 
this drug should be tried. 

Summary 

A case record is presented of tuberculosis of the breast and 
underlying costo-chondral junction. The patient gave a history 
of old tuberculous peritonitis and tuberculous cervical adenitis. 
Tubercle bacilli were isolated from the discharging sinus. The 
general features of the disease, the symptomatology, and the 
differential diagnosis are described, and special emphasis is laid 
on the importance of differentiating carcinoma. Attention is 
called to the association of tuberculosis and carcinoma in the 
same breast. The treatment is described for various types of 
case. 

I wish to thank Dr. J. H. O. Earle for studying the pathology of 
the specimen, and Dr. Peter Hansell for the photograph. 
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SOLITARY CEREBRAL METASTASES FROM 
BRONCHIAL CARCINOMATA 

THEIR INCIDENCE AND A CASE OF SUCCESSFUL 
REMOVAL 

BY 

GEOFFREY FLAVELL, F.R.C.S., M.R.C.P, 
(From the Department of Thoracic Surgery, London Hospital) 

The extirpation of metastases is not generally regarded as 
a rewarding surgical practice, and although many an 
abdominal surgeon must have been terhpted to resect an 
apparently single deposit in the liver, and many a thoracic 
one must at some time or other have mistaken a secon- 
dary tumour in the lung for a primary lesion, few records 
of their experiences exist, and fewer still of the planned 
removal of both primary and secondary growths. 

One is apt to assume that the appearance of a metastasis 
inevitably implies the existence of others and the certainty 
of death, and examples in the literature to support a con- 
trary hope are rare. In 1946 Alexander and Haight were, 
however, able to collect the histories of 24 patients who had 
undergone pulmonary resections for solitary metastases in 
the lung after previous excisions of the primary growths, 
15 of which were carcinomata and eight sarcomata. Of the 
24. one died, 1 1 had recurrences, but 12 remained free ; and 
among the latter eight survived their resections by more 
than a year. One patient (who lived 12 years) had 
originally been operated upon by Barney (1944a, 1944b) 
for a renal adenocarcinoma, the lung metastasis having been 
seen a year before his nephrectomy and removed a year 
later, so that its malignancy must have been low. Six other 
of the primary lesions were also renal-cell carcinomata, and 
it is of interest that both Bumpus (1928) and Beer (1937) 
have reported spontaneous regression of such metastases. 

Albright in 1944, Friedman in 1943, and Turner and 
German in 1941 have described in aU four instances of 
successful extirpation of characteristically slow-growing 
skull metastases from thyroid carcinomata ; and Cattell 
(1940) reports a patient well one year after the removal of 
a solitary secondary in the liver at the abdominal stage of 
an abdomino-perineal resection of a rectal carcinoma. He 
argues, “The patient is better off with a large focus of 
malignancy removed, and there is at least some clinical 


evidence that there may be retardation of the malignant 
process.” 

The only successful removal on record (apart from the 
one reported below) of both primary and cerebral secon- 
dary growths ivas carried out by Thurel in 1942, when he 
excised a deposit from the right frontal lobe of a patient 
who had had a Halsted operation for carcinoma of the breast 
exactly a year previously. She remained symptomless two 
years later (Alajouanine, Thurel, and Longuet, 1944). 

The incidence of cerebral metastasis in carcinoma of the 
lung was estimated by Ochsner and de Bakey, reviewing 
3,047 patients, to be 16.5%. Other authorities put the 
figure even higher — Graham and Wagner at 24% and 
Olsen at 36%. In 448 proved pulmonary cancers Tinney 
and Moersch (1944) found that 19 (4%) presented with 
central nervous symptoms, and in these people the average 
duration of life from the onset of their symptoms was six 
months. 

In the necropsy records of the London Hospital from 
1909 to 1949 1 have been able to find 85 examples of 
cerebral metastases accompanying a primary bronchial 
carcinoma. Of these, 26 were single in the brain or cere- 
bellum — a percentage of 31 in a group of whom many died 
in the extremity of their disease, with numerous secondary 
deposits elsewhere in their bodies. Furthermore, eight 
(9.4%) were completely solitary in the body (if removable 
hilar glands alone be ignored) ; the cerebral lesion was a 
lonely satellite of the pulmonary primary growth- 
one, indeed, occurred two years after a successful 
pneumonectomy. 

Case Report 

In June, 1947, a man aged 34, in a responsible clerical posi- 
tion, was found on mass radiography to have a circumscribed 
shadow at the hilum of his left lung. He had had no symptoms 
of any sort, but one day in October he developed a head- 
ache, accompanied by noises and followed an hour later by 
an epileptiform fit in which he lost consciousness for 10 minutes 
and was incontinent of urine. This was not repeated, but frontal 
and vertical headaches persisted and were later associated with 
occasional diplopia, flashes of light, and other visual disturb- 
ances. He was admitted to the London Hospital on 
November 22, 1947, and except for early papilloedema, very 
slight left lower facial weakness, and equally slight bilateral 
hypotonia (a little more pronounced upon the left side), he 
had no abnormal physical signs either of his chest or of his 
nervous system. Lumbar puncture revealed a pressure of 
210 mm., and the protein content of the cerebrospinal fluid 
was raised to 120 mg. per 100 ml. Although bronchoscopy 
was negative, there seemed to be little doubt that a primao’ 
carcinoma of the left lung was accompanied by a cerebral 
metastasis. Since the necropsy findings on similar patients, as 
already mentioned, gave some encouragement, a deliberate plan 
was then made to attack the secondary deposit, and, if it proved 
operable and was single, subsequently to remove the lung with 
its primary growth. 

Because the symptoms and signs of raised intracranial pres- 
sure became severe, a palliative right subtemporal decompression 
was performed on December 18. This proved effective, and on 
January 8, 1948, ventriculography showed displacement of the 
system to the left, with no filling of the right ventricle, indicating 
a large right-sided lesion. Consequently a right fronto-lateral 
exploratory craniotomy was carried out by Mr. D. W. C. North- 
field ; this revealed a highly vascular lobulated mass about 
7 by 4 cm., occupying a superficial position in the right temporal 
lobe, but not transgressing the Sylvian fissure. It was secon- 
darily adherent to the dura mater over some 2 cm." The whole 
tumour, with a narrow margin of apparently healthy brain 
tissue, was removed with the overlying adherent dura. Histo- 
logical section proved it to be a secondary carcinoma, but gave 
little indication of its origin. 

The patient made a_ good recovery, and eight weeks later was 
readmitted, this time to the thoracic surgery department. 
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Radiographs showed that the chest opacity had very considcr- 
at'ly increased in the past three months, but bronchoscopy 
remained negative. On March 11 a left pneumonectomy was 
carried out by Mr. \'cmon Tliompson. The growth, which was 
in the hilar region, was massive, but no enlarged mediastinal 
glands were found, and there was no growth in several hilar 
glands later sectioned. Tlic tumour w.as a squamous-cclled 
c.arcinoma. Convalescence was again uneventful, but in view 
of the dural adhesions the patient was referred to Dr. Frank 
Ellis for deep .v-irradiation of the region of the cranial defect. 
No radiation was given to the chest. 

At the time of writing. IS months after the removal of 
his lung, the patient is well, works a full day in his exacting 
employment, and has no sign of recurrence or of any further 
metastasis. 

I am indebted to Mr. D. W. C Northficid and to Mr. Vernon 
Thompson for permission to publish this ease history: and to 
Professor Dorothy Russell and Dr. W. NV. Woods for their kind 
assistance. 
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HUHLVIV INFESTATION ^TTH TRICHO- 
STRONGYLUS IN SOUTH PERSIA 

nv 

IAN S. STEWART, M.B.. Oi-B. 

Pathologist. Anglo-lraninn Oil Co.. Ltd. 

•An investigation of the worm infestation of the labourers 
employed by the Anglo-Iranian Oil Company at their 
refinery at Abadan was undertaken in January, 1947. 
These men numbered 30,000, and from the routine investi- 
gations made in the company's pathological laboratories 
it was believed that about one-quarter of them harboured 
hookworm and about one-sixth of them Ascaris. Trichuris, 
Eiiterobius, and Hymenolepis were known to be much less 
frequent 

Abadan Island is mainly arid desert except for a belt 
of date palms at its margin and in the residential areas 
close to the refinery, where abundant irrigation by pumped 
river water is available. For most of the year the climate 
is extremely hot and dry, the rainfall occurring only in the 
cool winter months. The refinery' area is furnished with 
metalled roads, and the labourers wear shoes except when 
in their own homes. The conditions therefore are (he 
very reverse of those in which ankylostomiasis would be 
frequent. 

“ Ground itch ” around the ankles is not seen, grave 
anaemia is infrequent, and attempts to dislodge the worms 
by means of such drugs as carbon tetrachloride and tetra- 
chlorethylene had been consistently unsuccessful. One 
notable case was that of a British medical officer who had 
passed ova for fiv'e years in spite of the use of all known 
treatments and who had remained in excellent health except 
when enduring the discomforts of purgation. 

Present Investigation 

Technique of Laboratory Investigation. — (1) A fragment 
of freshly passed faeces was emulsified in saline on a sUde, 
and a cover-slip applied. (2) A considerable quantity of 


faeces was intimately mixed with saturated sodium chloride 
solution in a test-tube, filled to the brim, and a slide placed 
in contact with the upper surface of the fluid. After 
30 minutes the slide was removed and a cover-slip placed 
on the adherent fluid. 

Altogether 1,000 specimens were examined. During 
the examination it became evident that two distinct 
eggs were being diagnosed as those of hookworm. In 
the accompanying Table these are quoted together as 
“ hookworm." 


PArasite 

In Direct 
Film 

In 

Flotation 

In Direct 
Film Only 

Total 

Reported 

*• IfooVfworm ** 

278 

675 

20 

695 

Atcarls lumhplcoides 

162 

211 

55 

266 

Trlchxrlt irlchlura . . 

25 

74 

13 

87 

Hyrnfrofcplf fana .. 

S 

17 

3 

20 

Double infestation 

_ 

_ 


229 

Treble infestation . . 






21 

No infestation 

— 


— 

173 


Enterobius vermiciilaris was not seen in this series, and 
is distinctly rare. The ova were reported only times 
in 19,000 routine specimens in the year 1948, but no sp-'-ial 
methods such as anal scraping were employed. Similarly 
Taenia saginata was not encountered, but it is fairly fre- 
quent, ova or segments having been found 144 times in 
the same series of 19,000. Taenia solium is unknown, but 
is not to be expected among a people whose religion forbids 
the eating of pork. 

The differences noted between these two ‘‘ hookworm ” 
ova before the identity of both was established were as 
follows: One was the characteristic Ancylostoma egg with 
rounded ends, one, two, or four blastomeres, and an opales- 
cent appearance. The other was somewhat larger, always 
showed advanced segmentation, and had one end rounded 
and the other slightly pointed. It lacked the opalescent 
appearance of true hookworm and was much more clearly 
visible under the low-power objective of the microscope. 

Once the distinction was established, the number of each 
appearing in the second 500 specimens was recorded and 
found to be 16 of the true hookworm and 324 of the false. 
This agrees fairly well with the figures recorded for the 
year 1948, when all the technicians were familiar with the 
two types: 67 cases of true hookworm were reported and 
1,671 of its imitator. 

Craig and Faust (1945) describe Trichostrongylus as a 
very frequent parasite of sheep and goats. Thirty' samples 
of faeces were therefore collected from sheep intestines 
obtained from the local slaughterhouse and ova identical 
with those found in human faeces were observed in all of 
them. In addition adult worms were discovered in five of 
the sheep. 

The adu't worms have not been found in man. The 
population is overwhelmingly Moslem and the strongest 
objection is made to necropsies. Consequently only' an 
occasional medico-legal necropsy' is done, and, although a 
search is made for Trichostrongylus on each occasion, this 
has so far yielded no results and the species remains uniden- 
tified. Five patients were admitted to hospital and treated 
with a succession of anthelmintic drugs, but no worms were 
found in the stools and the men all continued to pass ova. 
This is in accordance wth Nlaplestone’s (1941) statement 
that no effective means of eradicating the worms is known. 

Although final and complete proof that this second para- 
site was Trichostrongylus had not been obtained, as the 
adult worms had not been isolated, the parasite w'as assumed 
to be of this genus for the following reasons: (1) The 
climate is not one in which the life cycle of Ancylostoma 
could favourably be completed ; (2) the wearing of shoes 
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and boots renders invasion of the skin hy ' Ancylostoma 
larvae improbable ; (3) “ ground itch,” associated with skin 
invasion by Ancylostoma larvae, is not seen ; (4) mass infes- 
tation by Ancylostoma yields a considerable proportion of 
cases of grave anaemia ; (5) anthelmintic drugs have been 
found to be almost useless in eradicating the worms ; (6) the 
ova agree in every detail with the published description of 
Trichostrongylus ; and (7) ova- identical with those found 
in man were observed in a series of sheep examined. 

Details of these findings and conclusions were therefore 
circulated among the company’s medical officers, recom- 
mending that anthelmintic treatment should not be 
employed for the presumed Trichostrongylus infestations 
but only for the other helminths reported. 

Symptomatology of Trichc trongylus Infestation 

Mapl^stone (1941) considers that no significant symptoms 
occur in man. Faust (1939) considers that a heavy infesta- 
tion may produce a severe secondary anaemia, but in the 
series encountered here the ova have always been scanty. 
In Abadan, in 1946, of 150 labourers who had been diag- 
nosed as suffering from “ hookworm disease ” only six 
cases had a haemoglobin of less than 10 g. % and only one 
of these had a reading of less than 7 g. % . It seems prob- 
able that these six men were the genuine cases of 
ankylostomiasis in the series. 

Forty healthy and symptomless school-children aged 
between 10 and 12 years were sent for investigation by 
the schools medical officer. Thirty-one were passing 
Trichostrongylus ova, and this provides additional evidence 
of the trivial nature of the infestation. 

Mode of Transmission. — Man contracts the infestation 
by swallowing the larvae, and Watson (1946) quotes a num- 
ber of isolated cases in Europe and the United States which 
were traced to sheep or goats. Although these animals are 
numerous on Abadan Island, few of the labourers are in 
close contact with them. Presumably the parasite is now 
being passed from man to man. 

Diagnosis. — Watson in his paper deals at length with 
the points differentiating Ancylostoma ova from Tricho- 
strongylus. He states that segmentation in tropical heat 
is so rapid that any delay in examination renders this dis- 
tinction useless. The 1,000 cases examined in Abadan all 
passed stools on paper in the latrines adjoining the labora- 
tory and handed the specimen to a technician immediately. 
Consequently the degree of segmentation has been of 
considerable diagnostic value. 

Summary 

An investigation of the relative frequency of human infesta- 
tion with trichostrongylus in South Persia is described ; 70% 
of the inhabitants carry the harmless sheep parasite 
Trichostrongylus and 25% the common Ascaris. Other 
helminthic parasites are rare. 

A long-standing confusion of Trichostrongylus ova with 
Ancylostoma ova had occurred, with the provision of much 
ineffective treatment and waste of time. Part of a large labour 
force' had been consuming unsuitable drugs intermittently, in 
some cases for a considerable period, and had thus been 
impeding the work of a very busy out-patient department. 

I am indebted to Mr. A. C. Turner, Chief Medical Officer in Iran 
and Iraq, of the Anglo-Iranian Oil Company, for permission to 
publish this investigation, and to Professor J. J. C. Buckley, of the 
University of London, for criticism and advice. 
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A CASE OF PULMONARY 
STRONGYLOIDIASIS 

BY 

FINTAN L. CORRIGAN, L.R.C.P.I. 

Acting Medical Superintendent, West Regional Sanatorium. 

Castle rea 

The following case presents two interesting features of 
Strongyloides stercoralis infestation with' pulmonary mani- 
festations. It is interesting as a case treated for 12 months 
for pulmonary tuberculosis. 

Case Report 

An Army sergeant aged 51, with 32 years’ service in India, 
Gibraltar, Hong Kong, Singapore, Shanghai, Egypt, and 
Palestine, was admitted to the Military Unit, Harefield County 
Hospital, in March, 1947. He had had an acute illness in 
April, 1946, with pain in the right side of the chest, and was 
admitted to hospital, where he was found to have a right-sided 
pleural effusion. He was given 30 g. of sulphathiazole, an 
underlying' lobar pneumonia being presumed, but the pyrexia 
continued. Aspiration of the chest produced 1' pint (570 ml.) 
of greenish fluid, which contained 8,730 white cells per c.mm. 
These were predominantly lymphocytes and the fluid was sterile. 
No tubercle bacilli grew on culture. He was treated by repeated 
aspirations and air replacement of the effusion, the fluid be- 
coming haemorrhagic and later pocketing at various levels. 
In May, 1946, he was found to have an opacity in the left mid- 
zone and a slight tender enlargement of the liver. After that 
he had further dspiration of fluid and prolonged rest in bed. 
The condition gradually improved. Sputum tests were per- 
sistently negative for tubercle bacilli, as was repeated fluid 
culture. In July he was transferred to another hospital; so 
before admission to Harefield he had speht periods in three 
hospitals, amounting to nine months. 

On admission his general condition was good. He was 
•afebrile. He had a slight cough, with a small quantity of 
frothy sputum but no pain (previously he had stabbing pain in 
the right side of his chest). There were no night sweats and 
no haemoptysis. Occasional attacks of asthma were relieved 
by ephedrine. He was gaining weight (he had lost 3 st. (19 kg.) 
during his illness). There was no diarrhoea and no history of 
pruritus or anal bleeding. 

On examination pronounced wasting of the right side of the 
chest was seen with diminished movement and dullness over 
the right base and impairment of breath sounds in this area. 
Harsh rhonchi were heard over both lungs. There was nothing 
else of note apart from bilateral Dupuytren’s contractures. A 
blood count showed: haemoglobin, 110% ; red cells, 5,950,000: 
white cells, 9,800 (polymorphs 43%, eosinophils 30%, lympho- 
cytes 21%, monocytes 6%). The B.S.R. was 10 mm. in one 
hour (Westergren). 

On culture the sputum was repeatedly negative for tubercle 
bacilli. 

A radiograph showed the heart and trachea to be displaced 
to the right. The appearance of the right lung suggested 
pleural effusion or residual pleural thickening, together with 
infiltration of the apex. The left lung seemed to be clear, 
the previous lesion having apparently resolved. 

In view of the eosinophilia (30%) a specimen of stools was 
sent to the laboratory, which reported numerous Strongyloides 
.stercoralis larvae in the specimen. 

The patient continued to have frequent attacks of asthma, 
often twice daily, which were relieved^ by -I gr. (32 mg.) oi 
ephedrine hydrochloride. 

Attempts were made to clear the infestation by using gentian 
violet capsules (H-hour coating) 1 g. three times daily half an 
hour before meals until 50 g. were given. In view of the 
pulmonary symptoms, intravenous gentian violet (15 ml. of a 
0.5% solution) was injected on alternate days for a month. 
Both these courses were carried out simultaneously. They 
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were without clTecl on the clinical condition, and the Iar\ae 
persisted in the stools. A second attempt was made w-ilh 
hexylresordnol. Tlie patient, who liad been given a saline 
purgative the previous day, received 9 p. of the drug at 6 a.m. 
No food was given for five hours, and a saline purgative was 
administered 24 hours after the dose. Following this treatment 
the majority of lanac in the stools 'vere dead and there was 
considerable dilTiculty in finding any living ones. During this 
period, which lasted ten days, the patient was free from attacks 
of asthma. A specimen of stools ten days after the dose had 
been given contained numerous living lanac and the asthmatic 
attacks returned at the same time. 

On July 30 he was transferred to another hospital under the 
care of a specialist in tropical diseases, who again greatly 
reduced the number of lanac in the stools, this time with 
gentian violet treatment. There was a simultaneous improve- 
ment in his asthma during the period of reduction. It was 
considered that the asthma was definitely related to the 
StrongytoiJcs infestation. During all this period the sputum 
was persistently negative for tubercle bacilli on concentration 
and culture, and Sirongytoidcs lanac were not found in the 
sputum. The .t-ray appearances had not changed since his 
admission <o Harcfield. 

Discassion 

Pulmonary changes associated with SirongylotJes sier- 
coralis infestation have been described by Lowe and 
Lancaster (1944) in their report on 16 cases of strongy- 
loidiasis. Seven of their cases had pulmonary symptoms, 
four complained of unproductive cough for some yvecks, 
one had been investigated for suspected pulmonary tuber- 
culosis, and one had a small haemoptysis whilst under 
observation in hospital. Radiographic examination of four 
patients revealed increased bronchovascular markings. On 
no occasion had larvae been found in their sputum. 

Gage (1911) reported a case in yvhich there were signs of 
diffuse bronchitis and lobar pneumonia yvith Strongyloides 
larvae in the sputum. At post-mortem examination the 
diagnosis of Strongyloides pneumonitis was confirmed. Froes 
(1930) reported a case of pleural effusion in which rhabditi- 
form larvae were discovered before death. Berk et al. (1943) 
describe two cases of strongyloidiasis with pulmonary 
symptoms. In both cases tuberculosis was suspected owing 
to cough and sputum, in one case blood-stained, and 
increased roentgenological markings. Both cases had pro- 
nounced eosinophilia. In neither case were larvae recovered 
from the sputum. In natives svith Strongyloides infestation 
for long periods, De Langen and Lichenstein have reported 
severe asthmatic attacks. 

In the case described above, pulmonary symptoms were 
produced by the infestation. The relationship of the asthma 
to those periods when living larvae were present in the 
stools in large numbers is worthy of note. In spite of 
improvement in the symptoms while under treatment with 
both hexylresorcinol and gentian violet there was failure to 
eradicate the infestation entirely. 

The significance of the pleural efi'usion in April, 1946, is 
difficult to assess. There is no report of larvae in the fluid 
aspirated at that time, and in the cases of pleural effusion 
secondary to Strongyloides infestation previously reported 
larvae have been found in the effusion fluid. 

I wish to express my thanks to Dr. K R. Stokes, Mediral Director, 
Harefield County Hospital, for permission to publish this paper; to 
Dr. John C, Roberts, physician to the Militaiy Unit, Harcfield, for 
ads'ice and criticism and for his invaluable help at all times ; and to 
Dr. F. E. T. Scott, who carried out the bacteriological investigations. 

Referesces 

Berk, J. E.. et al. fI943). Gastroenterology, 1, 1100. 

Froes, H, P. (1930). Ann. Parasit. hum. comp.. 8, 171. 

Gage, i. G. (1911). Arch, intern. Med.. 7, 561. 

Lowe, T. E., and Lancaster, H. O. (1944). Med. J. Aust.. 1, 429. 


A TIDAL-AJR WfflSTLE 

BY 

F. C.'EVE, M.D., F.R.C.P. 

The main object of artificial respiration is to produce an 
adequate tidal air. This whistle, held in the subject’s lips, 
makes his tidal air audible to the operator, the instructor, 
and the class. 

Up till now the ritual of resuscitation has been performed 
with faith and hope but without evidence that its object 
was being achieved. Part of e.xpiration might be heard ; 
inspiration was never audible. An instructive instance 
occurred recently at a meeting held in Beverley before a 
doctor delegated by the Swiss Red Cross. When the 
operator, a man with ten years’ experience, carried out 
Schafer’s method (he whistle hardly sounded ; but when he 
was replaced by a highly skilled operator it sounded for all 
to hear. Examiners armed with a whistle could find and 
remedy many defects. 

The whistle is on the bird-call principle, because it must 
sound during inspiration as well as in e.xpiration — an 
obvious need for the skylark. It can be boiled, and is 
easily washed (e.g„ in “ dcttol ”) each time the subject is 
changed. It works when its interior is still wet. Counting 
in seconds — often incorrectly estimated — can now be dis- 
carded ; timing is done by the whistle to suit the subject’s 
physique. When the inspiratory sound ceases (not before) 
expiration is induced, and vice versa. If the whistle is 
obeyed, respirations will not be hurried or jerky. The 
classes become interesting, and are even amusing. Usually 
the timing coincides approximately with the orthodox 12 
per minute of Schafer and Silvester. In the rocking method, 
as it produces a greater tidal air, the longer, smoother 
whistles call out for a slower rate of about 9 per minute. 
This is also better for the circulation (4 seconds head- 
down ; 3 seconds feet-down). Tests on larger numbers 
arc needed. 

The model has been found to work on all healthy adults 
and on children of 4-5 stone (25.5-32 kg.l, rocked manually. 
The largest subject was a si.x-foot fl.S m.) doctor with a 
44-inch (I.I2 m.) chest who was rocked for over five 
minutes, whistling loud and long. He said he was so com- 
fortable that he nearly went to sleep. Yet, when doing his 
own breathing at rest, the 5-mm. aperture was only just 
adequate. 

Dr. A. A. Harper, of the Physiology Laboratory of 
iNfanchester, kindly measured carefully the effect of the 
whistle in Schafer’s method in two subjects. He found it 
did not affect the volume of the air breathed, but of course 
it increased the resistance slightly. The figures were; 
inspiratory pressure increased from 3.6 to 7.2 cm. H,0 ; 
expiratory' increased from 2 to 4.1 cm. H,0. He considers 
that these resistances would be of no importance in train- 
ing conscious subjects. He also allows me to adopt the 
very convenient nose-clip he used. 

Professor E. A. Pask, of the Newcastle Department of 
Anaesthesia, was good enough to measure the sensitivity of 
the whistle. With a respiration pump it was just audible at 
a tidal volume of 200 c.cm. at 8 respirations a minute 
with a rate of flow of 3.6 litres a minute ; or, with a steady 
flow of oxygen, at 4 litres a minute. He considers it “ an 
instrument of remarkable sensitivity which will be of con- 
siderable use in training.” In Dr. Harper’s subjects the 
volumes per minute ranged from 6,6 to 7.S litres with the 
whistle in Schafer’s method. I am told that the inspiratory 
note is upper B flat, and expiration usually an octave lower. 
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The whistle is held in the teeth and closed lips, so that 
it cannot be applied in cases of unconscious asphyxia. No 
time-consuming gadgets can yet be authorized where every 
second is vital. The device is intended to train operators to 
do their life-saving task efiSciently. 

At a recent demonstration in London before 130 doctors 
of the St. John Ambulance Brigade nearly all signified, by 
a show of hands, their wish to try the method. The tidal- 
air whistle and nose-clip can now be obtained from Messrs. 
Siebe Gorman and Sons, Tolworth, Surrey, for a few 
shilUngs. 


Medical Memoranda 


A Case of Twins 

The publicity which nowadays is focused on the higher 
categories of multiple births has caused mere twins almost 
to escape attention. - The following case, however, is 
interesting enough to be placed on record. 

Case Report 

The patient was a multigravida aged 26, height 5 ft. 3 in. 
(1.6 metres), weight 8 st. 5 lb. (53 kg.). Her last menstrual 
period began on May 1, 1947, and her expected date of 
delivery was on February 8, 1948. She had one child, a normal 
full-time delivery on November 10, 1942, weighing 8 lb. 15 oz. 
(4.05 kg.). There was a history of twins in the family. 

In the early months of pregnancy she had some nausea and 
sickness, which soon| improved. At 19 weeks the fundus was 
two fingerbreadths above the umbilicus. At 23 weeks it 
reached to midway between the umbilicus and xiphisternum. 
At 30 weeks the uterus measured 37 in. (0.94 metre) in circum- 
ference and 14 in. (35 cm.) in convexity. One small head was 
felt in the pelvis. X~Tzy examination on November 21 showed 
twin pregnancy, the first a vertex and the second a breech. 

The patient continued to feel well for the rest of the preg- 
nancy, apart from increasing heaviness. Her weight rose from 
8 St. 5 lb. to 11 St. 10 lb. (53 to 74.4 kg.). Her highest blood 
pressure was 136/80, and at no time was there any albuminuria 
or oedema. She was given iron and calcium during pregnancy, 
and was admitted for rest one week before term. 

On admission both foetuses presented by the vertex. • The 
foetal heart rates were 136 and 142. Measurements of the 
uterus were ; circumferen'ce 46 in. (1.16 metres) and convexity 

23 in. (58 cm.). 

A medical induction was contemplated at term, but at 

10.30 p.m. on February 8, 1948, she went into labour. At 

5.30 a.m. the next day the os was fully dilated, and at 7.30 a.m. 
she was delivered spontaneously of a living male infant, weigh- 
ing 10 lb. 01 oz. (4.54 kg.) in the R.O.A. position. After 20 
minutes pains restarted, and 15 minutes later a second living 
male infant, weighing 8 lb. 3 oz. (3.71 kg.) was born in the 
L.O.A. position. Twenty-five minutes later the placenta and 
membranes were expelled intact, the total length of labour being 
10 hours 25 minutes. There was a loss of 18 oz. (510 ml.). 
The placenta was binovular in type and weighed 3 lb. 154 oz. 
(1.8 kg.) — i.e., little less than one-quarter of the combined 
weights of the infants. 

The puerperium was entirely uneventful. Both infants had 
regained their birth weight by the seventh day, and by the tenth 
day the larger one took 18 oz. of milk from the breast, and the 
smaller one 141 oz. (420 ml.). Neither took less than this in 

24 hours during their subsequent days in hospital. Residual 
milk expressed was 31 oz. (106 ml.), making a total yield of 
36 oz. (1.02 litres) of breast milk on the tenth day. 

The babies were fed simultaneously at all feeds, and were 
discharged on the 19th day, fully breast-fed, and weighing 
10 lb. 14 oz. and 8 lb. 9 oz. (4.58 and 3.88 kg.) respectively. 


The mother had the antenatal preparation of the breasts which 
is practised at this hospital (Waller, 1946), and during her lying- 
in needed no more help than the usual care and patience of the 
nursing staff. 

Throughout her pregnancy she was well, and she carried 
the babies to term, a comparatively uncommon event in twin 
pregnancies. The records of this hospital show only 14 instances 
out of 67 twin deliveries in the past four years. 


Hospital 

Year 

No. 

Average Weight 

Heaviest Weight 

Twin 1 

Twin 2 

Twin 1 

Twin 2 




lb. 

OZ. 

kg. 

lb. 

OZ, 

kg. 

lb. 

OZ. 

kg. 

lb. 

02. 

kg. 

Queen Char- 












lotto’s 

1945 

19 

5 

6 

2-44 

5 

9 

2-52 

7 

9 

3-43 

8 

8 

3-85 

Guy’s 

1946 

17 

5 

1 

2-29 

6 


2-75 

8 

2 

3-68 

6 

12 

3'n6 

Liverpool . . 

1944 

28 

5 

2 

2-32 

5 

7 

2-47 

7 

U 

3-18 

7 

6 

3-35 

Camborne . . 

1945 

6 

6 

3 

2-81 

5 

11 

2-58 

6 

15 

3-15 

7 

7 

3-37 

B.H.M.B., 















Woolwich 

■1944 

17 

5 

0 

2-27 

5 

3 

2-35 

6 

6 

2-89 

7 

3 

3-26 

ii II 

1945 

20 

4 

10 

2-10 

5 

3 

2-35 

6 

4J 

2-84 

7 

4 

3-32 


1946 

11 

6 

0 

2-72 

5 

12 

2-61 

7 

11 

3-49 

6 

8 

2-95 

» «* 

1947 

19 

5 

3 

2-35 

4 

5 

1-96 

7 

4 

3-29 

7 

7 

3-37 


As will be seen from the accompanying table, the average 
weights of twins, taken from' several different hospital reports, 
range between 5 lb. and 6 lb. 3 oz. (2.27 and 2.81 kg.). The 
heaviest weights recorded in the series were 7 lb. 9 oz. arid 
8 lb. 8 oz. (3.43 and 3.85 kg.) at .Queen Charlotte’s Hospital 
in 1945. 

Progress has been consistently good. Breast-feeding was 
maintained, apparently without strain, for eight months. At 
3 months the babies weighed 13 lb. 8 oz. and 11 lb. 94 oz. 
(6.12 and 5.26 kg.). They had had no illnesses and were free 
from any sign of rickets. The haemoglobin level was found 
to be 60% in both cases, and iron was prescribed. When last 
been on October 7 (aged 8 months) they weighed 22 lb. and 
20 lb. 8 oz. (9.98 and 9.3 kg.) respectively and were ver)' 
healthy. 

My thanks are due to Mr. Keith Vartan, medical director, and 
Dr._ Harold Waller, honorary paediatrician, for permission to publish 
this' case and for their help and advice. 

Aileen P. M. Bring, M.B., B.S., D.R.C.O.G., 
British Hospital for Mothers and Babies, Woolwich. 
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Waller, H. K. (1946). Arch. Dis. Childh., 21, 1. 

Congenital Pyloric Stenosis in Three 
Successive Male Babies of the 
Same Parents 

The following cases are reported in the belief that it is 
rare, if not unique, for the same parents to have three 
consecutive male babies suffering from congenital pyloric 
stenosis. It would be interesting to know if any readers 
have had similar experiences. 

Case Reports 

Case I . — This occurred in July, 1945. The precise clinical 
details are lacking except that the condition was diagnosed 
clinically and confirmed at operation. The child died shortly 
after the operation. It is believed that the general condition 
had greatly deteriorated before consent was given by the 
parents. 

Case 2 . — This occurred in July, 1947. The clinical features 
were classical in that projectile vomiting started at the end 
of the second week after birth. Visible peristalsis and a 
palpable mass were evident. Unfortunately, however, the 
family conditions left something to be desired, and the parents 
did not use the “ eumydrin ” with which the doctor was treating 
the case. Other therapeutic measures were carried out by the 
parents against the doctor’s advice and operation was refused. 
Inevitably the general condition became worse, and when 
eventually the parents realized the folly of their ways the child 
died before operation could be performed. A post-mortem 
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cxaminalion was, however, carried out and a greatly hyper- 
trophied pylorus was found with complete stenosis. 

Case j.— This occurred in July, I94S. The child was a 
male and the projectile vomiting started towards the end of 
the second week. Visible peristalsis and a p.alpablc matts 
were ag;iin found after feeding. Treatment with 1/750 gr. 
(0.875 mg.) of eumydrin before feeds was begun, and from the 
outset the condition was good. On this occasion co-operation 
from the parents was forthcoming and it was possible to carry 
out a Rammstcdl operation in the early stages. Recovery 
was rapid and uneventful. 

J. L. Adlington, M.Bs, Ch.B., 

Que Que, Southern Rhodesia. 

Congenital Pyloric Stenosis in 
Bino^'uIa^ Twins 

The aetiology of congenital pyloric stenosis is quite obscure. 
The constant pathological findings and the onset a feu- 
weeks after birth point to some defect in the development 
of the pylorus, widely assumed to be dependent on a 
genetic factor. 

Individual reports of the disease in two or more siblings 
have appeared from time to time (Parker, 1927 ; Bilderback, 
192S ; Cockayne, Moncricfl. and Sheldon, 192S ; Thompson 
and Gaisford, 1935; Fabricius and Vogt-Miillcr, 1937 ; 
Donos-an, 193S ; O’Donnell and Klein, 1941 ; Calhala and 
Cler, 19-14; Marquezy, 1944 ; Kaufman, 1947). On the 
other hand. Akin and Forbes (1947) found only three 
instances in 147 patients, Nafe (1947) si.x cases in 129 
patients, and Gavois and Poyanne (1944) one case in 67 
patients. It is clear that it is unusual for siblings to be 
affected, although Cockayne and Penrose (1943) concluded, 
after a most e.xhaustive investigation, that there was a 
definite though small familial incidence. 

Occasionally pyloric stenosis has occurred in successive 
generations. The father of the female patient reported by- 
Donovan (193S) had undergone operation for stenosis when 
a few weeks old ; one of Nafe’s (1947) patients had an uncle 
who had had the disease, as had the maternal aunt of the 
pair of twins reported by de Lange (1936). Schrieber 
(quoted by Laubschcr and Smith, 1947) described a patient 
whose father and grandfather both suffered from pyloric 
stenosis in adult life, which was believed to be of congenital 
origin. Caulfield (1926) cited a further case that was even 
less convincing. Cockay-ne (1934) reported two pairs of 
twins who were first cousins, all of svhom had the disease. 
The absence of any definite hereditary characteristics does 
not lend support to the genetic theory, but if a Mendelian 
recessive was concerned it would remain concealed for long 
periods, showing a tendency to e.\posurc particularly on 
intermarriage ; and in respect of this Cockayne and Penrose 
(1943) found the proportion of patients with consanguineous 
parents exceeded random expectation. 

Laubscher and Smith (1947), in a recent review on con- 
genital pyloric stenosis in twins, found it recorded in 13 
monovular twins ; fn 1 1 of these both twins were affected, 
while Sheldon (1938) and Lasch (1925) each noted an excep- 
tion. In 24 sets of binovular twins there were two instances 
in which both were affected. Laubscher and Smith (1947) 
reported binovular male twins, both of whom underwent 
operation five weeks after birth, and O'Donnell and Klein 
(1941) recorded a similar occurrence; Nafe (1947) men- 
tioned that he had recently seen binovular twins operated 
on for pyloric stenosis on the same day. 

Case Reports 

The mother, a 2-para aged 33, gave birth to a male child 
on June 29, 1948 ; simultaneously the membranes of the twin 


w'cre artificially ruptured, but the uterus became inert and the 
second child, a female, was not born until July 1. There was 
an elder child, a girl aged 6. No history was elicited of any 
similar trouble cither in the mother's or in her husband’s 
family, and the parents were not related. 

F/rsi Ttri/i. — .Male, born June 29, 1948; birth weight, 
6 Ib, 2 oz. (2.78 kg.). He was breast-fed for the first fortnight, 
but then changed to a proprietary food. He thrived until 
July 2). when he vomited after one of his feeds. Three feeds 
later he vomited again, and thereafter following every bottle ; 
the vomitus became large in quantity and projectile in nature. 
On July 23 he was admitted to Queen .Mary’s Hospital in a 
dehydrated condition, and weighing 5 lb. 3 oz. (2.35 kg.). A 
palpable tumour lay under the right costal margin, with visible 
peristalsis in the epigastrium. On July 24 the abdomen was 
c.xplored under local analgesia. A firm pyloric muscle tumour 
was found, and a typical Rammstedt's operation was performed. 
The child made an uneventful and rapid recovery. 

Second Twin. — Female, bom July I, 1948 ; birth weight, 

4 Ib. 2 oz. (1.87 kg.). She was maintained in an o.xygen tent 
for five days, with three-hourly oesophageal feeds of a pro- 
prietary food. After a further three weeks in the premature 
baby nursery she was discharged home, on July 25, weighing 

5 Ib. 8 oz. (2.49 kg.). For a few days she continued to progress 
favourably, but on August 1 suddenly vomited after a feed, and 
thereafter shortly after every bottle ; with each vomitus a large 
quantity was ejected in projectile fashion. On August 3 she was 
admitted to the Connaught Hospital because of an outbreak of 
whooping-cough at Queen .Mary's Hospital. She weighed 
4 Ib. I oz. (I.S4 kg.), but was less dehydrated than her brother 
had been. Peristaltic waves crossing the epigastrium were' 
easily visible ; and a mobile tumour was palpable under the 
right costal margin. She was given a feed and shortly after 
it was forcibly vomited. On August 3. under open ether anaes- 
thesia. a Rammstedt’s operation was performed for a typical 
congenital hypertrophied pylorus. Her post-operative progress 
was quite uneventful and she rapidly gained in weight. 


Comment 

A study of Ihe published data, together with such cases 
as the one reported here, reveals the following ; (1; the 
disease may occur in siblings, but with relative infrequency : 

(2) it is rare for two or more generations to be involved ; 

(3) whilst each twin is usually affected when of monozy-gotic 
origin, authentic exceptions have been recorded ; (4) there 
have been several instances in which each twin of dissimilar 
pairing has been affected, such as the example reported 
here. 

E. S. R. Hughes, F.R.C.S. 

H. A. D. SM.VLL, F.R.C.S 
J. W. F. M.vcky. F,R,C.S, 

Queen Mary's HospiUiI, Stratford, E.15, 
and Connaught Hospital, E.17. 
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A STUDY OF SICK SOCIETY 

Psychosocial Medicine. By James L. Halliday, M.D., D.P.H. 

(Pp. 277. 17s. 6d.) London: William Heinemann Medical 

Books. 1948. 

It has been clear for some time that this book was an unusual 
one. Since its appearance in the United States last year 
American colleagues have been asking, almost monotonously, 
how Halliday’s book is being received. Last autumn, when 
Mr. Aldous Huxley interviewed the Press shortly after he 
arrived in this country, it was reported that the discussion turned 
to Halliday’s book on psychosomatic illness, and more recently 
it appeared as the subject of a 20-minute talk in the third pro- 
gramme by Professor L. J. Witts. Its subtitle, A Study of the 
Sick Society, gives the clue to this wide interest, and here, 
indeed, is a disturbing picture of some of the sicknesses of the 
communities, and of the subgroups within them, of which we 
ourselves are so intimately a part. 

The main theme may be put thus. Although the mechanismic 
outlook of nineteenth-century medicine led to brilliant advances 
against many physical illnesses, it diverted attention from other 
important aetiological factors, with the result that what are 
now called the psychosomatic illnesses have been getting pro- 
gressively more common. It is not only that the total figures 
are rising. '-Halliday’s essential point is that' many of these 
illnesses have shown within the last few decades changes in 
their incidence in different age, sex, and occupational groups. 
For instance, peptic ulcer would appear to have changed from 
being an illness chiefly affecting young women and middle-aged 
men to one that is now more typical of young men and middle- 
aged women ; or, again, the mining group in recent years has 
shown a higher rate of illness than other industrial groups. 
Furthermore, certain other features — e.g., infertility and suicide 
rates — have shown similar trends. According to Halliday, these, 
findings can be accounted for only by social psychological 
factors, and he therefore suggests that such objective measures 
should be taken as indices of the sickness or health of any 
group or society, (It is because “ social ” medicine means in 
practice the measures designed to keep populations, or aggre- 
gates of people, from becoming sick through physical causes 
that he reluctantly adopts the term “ psychosocial ” to ensure 
that the psychological factors are included.) Halliday next 
takes the daring view that, when these indices are rising in a 
group, that group is in danger of a devitalizing biological change 
which can readily progress until the group is extinguished by 
failure to produce and to reproduce. 

Having diagnosed the faults within the social sphere, the 
author goes on to suggest that, medicine will have' to be re- 
integrated with the social sciences and with politics, and that 
those doctors who effect this synthesis within themselves will 
become the pioneers of new ways in medicine which will lead 
us out of the present increasing specialism with its impotence 
in face of the most prevalent disorders in modern industrial 
society. 

It is almost impossibh* to comment briefly on the condensed 
thought in th's book. iThe first task, as the author himself 
suggests, will be to carr;7 out further studies to confirm and to 
expand his findings, andAto ascertain how fully all the relevant 
factors have been considiTcd. To take one instance, in quoting 
the unduly hi'^ rates of llypertensive disorders in miners’ wives 
the possible em^ts of tSs group having a relatively higher 
average age than^ther gro^s of wives does not appear to have 
been allowed f or.^ .More Jocial anthropological data will be 
required, too, on th^ indiVifflyal histories of the sick groups, for 
occupational groups arc \vont'sm have quite marked food habits. 
But even before this ch,;ckin^p has been done it is difficult 
not to be impressed by the apparent psychosocial aetiology of 
some of the disorders mentioned. The ■ history of miners’ 
nystagmus is an excellent example of how too rigid an adher- 
ence to pfij-sical aetiology can blind us to the most relevant 


facts. If only a few of the main findings about the changing 
distributions of the psychosomatic illnesses are eventually 
accepted, serious thought will have to be given to the whole 
status of psychosocial factors in medical thought and practice ; 
it will be difficult to “ explain ” these by such concepts as “ bad 
nutrition ” or “ hereditary factors.” 

It may well be that medical historians of the future will write 
of this book as one of the important contributions to medical 
thought in the twentieth century. Almost every page reveals 
the unusual insight of the author and his capacity to analyse 
and synthesize the implications of his theme, so that there is 
the stamp of genius about the work as a whole. It is significant 
that the insights of the poets have evidently made deep impres- 
sions upon the author, and some of his views may be rejected 
for a time as poetic rather than scientific. That, however, will 
illustrate the author’s view that it is not easy for us to face up 
to some aspects of our present society. In fact, one of the best 
object lessons in understanding psychosocial forces will be to 
watch the reception and fate of this book within the next few 
years by different professional groups, and to understand why 
it has stimulated some groups and made others anxious, as it 
almost certainty will do. 

The appearance of Psychosocial Medicine is peculiarly well 
timed. One of the features of psychosomatic illnesses upon' ' 
which the author comments is their tendency to be exacerbated 
by actions taken by doctors which show that they do not' really 
understand their origins. Unless effective ways of combating 
these disorders can be developed there is bound to be a rise 
in their incidence and chronicity, So that the burden on the 
new Health Service will increase steadily ; no national health 
service can afford to ignore Halliday’s considerations. 

As a final point, the reader can speculate on whether it was 
a sickness of some of the groups in our British society which 
led to this fundamental book being produced in America and so 
to m'king a Glasgow physician write about “ gasoline engines.” 

J. D. Sutherland. 

B.C.G. 

B.C.G. Vaccination in Theory and Practice. By K. Neville Irvine, 

D.M. With' foreword by Konrad Birkhaug, M.Sc., M.D. 

(Pp. 130. 9s. 6d.) Oxford : Blackwell Scientific Publications. 

1949. 

This is an excellent little book, written for the practical man 
who is going to use B.C.G. and wants to know the “why” and 
“ how.” It is well documented, and the references, which are 
given at the end of each chapter, number over 500. The 
author covers the history and present methods of producing the 
vaccine, discusses its safety, describes in detail alternative 
methods for the vaccination of human beings, reviews the 
experimental and field evidence on the protective value of 
B.C.G., and ends with a brief discussion on its best mode of 
use in Great Britain. He gives a good deal of space to the 
safety of the vaccine, pointing out that all the adverse reports, 
whether in animals or in man, date from before 1930, He 
believes that about that time potentially virulent variant 
organisms were eliminated from the vaccine and that now the 
danger is that the strain may become too avirulent to afford 
adequate protection. The safety of B.C.G. is attested by the 
fact that some ten million persons have been vaccinated with 
it and, aoart from the Liibeck disaster, only 37 cases of 
tuberculosis have, rightly or wrongly, ' been attributed to 
its use. 

The real question to-day is not whether B.C.G. is safe but 
what is its protective value in different age groups of the 
population and among people of varying levels of genetic 
immunity. Before recounting the investigations made to deter- 
mine this the author lays down seven minimum postulates for 
a field trial if it is to be accepted by the statisticians. Whether 
it will be possible to carry out a properly controlled trial in \ 
this country is doubtful, but there seems no reason why one 
should not be attempted if the Ministry refrains from distributing 
the vaccine indiscriminately. 

- It would be interesting to know why the author has ignored 
the negative results of the large-scale use of B.C.G. by Blanch, 
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ni.inch. and Liciilicr in Uruguay. Little attention has been paid 
in the literature to these findings, and Dr. Irvine, who has gone 
to considerable trouble to make certain of many of his facts, 
might well pay a visit to South America to find out the real 
truth about them. Another point that needs investigation is 
the need for segregation of children in tuberculous families 
before and after vaccination. Dr. Irvine recommends the 
approved practice, but there seems to be an increasing tendency 
in some countries to dispense with it. What we really want 
to know is whether Rosenthal in Chicago and Levine and 
Sackett in New York arc both right. Is it true that B.C.G. 
with segregation protects and without segregation it docs not ? 

Throughout the book the author is simple, sane, direct, and 
objective. Only occasionally docs he lapse. For example, 
in his final discussion he summarizes an earlier section in 
these words : “Tliis chapter shown that vaccination does pro- 
duce a definite resistance in man ; the degree produced appears 
to be 70-100?i.’' What docs this mean ? It cannot mean 
what it appears to mean — namely, that without vaccination 
70-100% of the vaccinated persons would have developed 
tuberculosis. What the author probably means is that vaccina- 
tion protected 70-I00?o of the small proportion of the popula- 
tion that would h.ave developed tuberculosis had they not been 
vaccinated — which is a very different thing. It is to be hoped 
that in a future edition the original statement, which may be 
quoted away from its context, will be revised. Again, on 
page 93 the author quotes Hertzberg as saying. " For primars 
tuberculous lesions the ratio of the vaccinated morbidity rate 
to that of the controls is 1:137.'’ and follows this up with the 
statement : " Neiman and Loewinsohn. in a radiological study 
of 1,417 vaccinated children and 1.414 controls, found the ratio 
per 1.000 person-years to be 1:2.83." .Surely an explanation 
is required of these totally discrepant findings. 

In recommending the wider use of R.C.G. vaccination rOr. 
Irvine makes it clear that it should be used as an addition to 
our antituberculosis measures, not as a replacement for any 
of them. Most workers will agree that so long as this is firmly 
borne in mind there is a place for B.C.G. vaccination in this 
country. 

G.S. Witsos. 


LEWS'S CARDIOLOGY 

Electrocardiography and Clinical Disorders of the Heart Beat. 

By the late Sir Thomas Lewis. C.B.E.. F.R.S.. F.K.C.P. 

(Pp. 285; illustrated. £1 5s.) London; Shaw and Sons. 

It is almost superfluous to review a book by the late Sir Thomas 
Lewis, for there is no medical writer of the last generation 
who has transmitted to paper in such clear prose work of such 
a high standard. The present book is a combination of two 
previous volumes. Clinical Disorders of the Heart Beat and 
Clinical Electrocardiography. It was completed just before the 
author’s death, and, as is said in the preface, he felt that the 
time had come for integrating the subjects into one volume. 
This book is one which must necessarily be included in the 
libraries of medical institutions and which should be at hand 
for reference by all cardiologists. This is not only for historical 
reasons but because the clear sentences of the book contain 
a fund of valuable and stimulating information, some of it 
with a very clear personal ring. 

It is always possible for a reviewer to read his volume with 
jaundiced and hypercritical eyes, and, even in the case of writings 
by Sir Thomas Lewis, minor points of criticism can be found. 
For example, on page 6 it is advised that the subject vvhose 
electrocardiogram is being taken should be in a sitting position. 
It is my experience that the broader and more comfortable the 
couch the freer the tracing from muscular interference. On 
page 21 are given three norm.al curves taken from lead HI in 
different subjects. One of these could easily be that of a 
patient who had previously suffered from- a posterior cimonaiy- 
infarct. On page 58, where a curve characteristic of Fallot s 
tetralogy is shown with marked right axis deviation the charac- 
teristically sharp P wave, which is also well defined, is not 
remarked upon. However, these are small samples of the 
•hypercritical attitude already referred to. 


There arc certain broader criticisms which can be jnstifiably 
added. The book makes little mention of the direct chest leads, 
and where these are referred to the information is usually 
restricted to the curves shown by CR4. With the great 
advance in electrocardiography and the advent of the school 
which already prophesies the complete disappearance of the 
three standard leads, it is clear that this omission, so far as 
electrocardiography is concerned, is a serious one. But 
such omissions arc inseparable from the passage of time, and 
they do not in themselves constitute criticism of the book. 
For students who desire a svork on cardiology as a book of 
reference this monograph is not in itself sufficient, for there 
is no section on cardiac radiology. 

When these remarks have been made, it still remains a fact 
that the description of cardiac irregularities, which are dealt 
with seriatim in separate chapters, remains classical both in 
presentation and subject-matter. It is sad, however, that there 
is no svide, comprehensive textbook on cardiology from the 
hand of the man who was in so many senses the father of his 
subject. 

Geoffrey Boue.ve. 

ESSAYS IN PSYCHO-ANALYSIS 

SearchUghls on Delinquency. Edited by K. R Eissler, M.D. 

(Pp. 4.sfi. 30s.) London: Imago Publishing Co. 1949. 

These psycho-analytic studies on delinquency are dedicated to 
a remarkable man. August Aichhom, a Viennese educationist 
who devoted himself to the study of delinquent youth and 
eventually found in psycho-analytical teaching the framework 
he required for understanding his patients and treating them. 
He was apparently a strong pacifist, and in 1907 successfully 
exerted his inllucncc against intrusion of the military spirit 
into education. He later founded an institution for delinquent 
boys, with whom he had extraordinary success. This institution 
foundered during the last war but has since been re-established, 
and Professor Aichhom’s work has been honoured by his 
election to the presidency of the Viennese Psycho-analytic 
Society. The editor of this symposium writes of him as an 
artist in technique, a unique teacher, and as having uncanny 
intuition. He can " reconstruct the whole of a human per- 
sonality from a few meagre details which seem only trifling 
superficialities to the unintuitive.” He will spend time arguing 
with a schizophrenic adolescent about the interpretation of an 
obscure passage in the Bible, with the result that, week by week, 
the patient recovers. Even his psycho-analytical colleagues 
emphasize how much of his success is attributable to personal 
factors. They have contributed to this book many scholarly 
articles which will be of great interest to analysts practising 
in this field. Elicit Sester. 


THE RETICULOSES 

Lm Reticiilosc Histiomonocytaire.^ By P. Carat. (Pp. 196- 

350 francs.) Paris ; Masson ct Cie. 

Reticulosis and Rciicniosarcomatosis. B> P van der Meer and 

Dr. J. Zeldenrust. fPp. 83 : 21 figures. 40 florins.) Leiden ; 

Univcrsilaires Pers Leiden. 1948. 

Dr. P, Cazal's monograph is worthy of study by all who are 
interested in the reticuloses. The author defines the condition 
he is describing as including those reticuloses which pursue a 
rapidly fatal course, and which may under certain circumstances 
produce a leukaemic blood picture. Letterer-Siwe disease and 
histiocytic medullary reticulosis are included in this definition. 
He describes in considerable detail the manifestations of the 
disease process throughout the body, and his references to 
abnormal blood pictures are of particular interest, for he 
develops the thesis that proliferation of histiocytic cells in the 
tissues may appear in the blood stream as cells of the monocytic 
scries, either well or poorly differentiated. The suggestion is 
put forward in connexion svith the pathogenesis of this condi- 
tion that it represents a multifocal disease rather than a 
malignant tumour spreading by metastasis. 

The author's opinions are best summarized by quoting his 
final sentence: “Reticulose histiomonocytaire: maladie carac- 
terisee par la proliferation metaplasique (e’est-a-dire envahis- 
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sante, irreversible et s’acconipagnant d’atypie cellulaire) et 
systematis^e des cellules reticulaires et histiocytaires qui peuvent 
soil rester sur place," soit passer dans le sang sous forme de 
monocytes plus on moins typiques.” Despite the fact that 
some of the views put forward in this monograph may not be 
fully acceptable to all workers, a most stimulating contribution 
to a confused subject has been presented. 

The work of Drs. van der Meer and Zeldenrust from the 
University of Leiden sets out to present a clinico-pathological 
account of diseases of unknown aetiology associated with the 
reticulo-endothelial system. Little new in this confused field of 
study is presented, and the review of literature is largely con- 
fined to that coming from the Continent, American contribu- 
tions being largely ignored. The fundamental concept is 
retained which divides diseases of supposedly hyperplastic 
origin from those which are thought to be true malignant 
tumours and applies the separate titles reticulosis and reticulo- 
sarcoma to them. No new evidence, either clinical or patho- 
logical, is presented to substantiate this claim, however. 

The reticuloses are described as acute or chronic, but little 
attempt is made to correlate this clinical subdivision with patho- 
logical entities. Reticulosarcomata are described as being 
localized or generalized, but no stress, is laid upon the prog- 
nostic significance of these varieties. The authors’ presentation 
suffers from an inadequate English translation which makes it 
difficult sometimes to follow their reasoning. 

Geouge Lumb. 


BOOKS RECEIVED 

[Review is no! precluded by notice here of books recently received] 

Acute Injuries of the Head. By G. F. Rowbotham, B.Sc,, 
F.R.C.S. With a foreword by Professor Nonnan Dolt, C.B.E,, 
F.R.C.S.Ed. 3rd cd. (Pp. 480 ; 259 illustrations. 35s.) Edinburgh:' 
Livingstone. 1949. 

The Elentcuts of Geiieitcs. By C D. Darlington and K. Mather. 
(Pp. 446. 25s.) London: George Allen and Unwin. 1949. 

Sexual Behaviour, Normal and Abnormal. By E. Chesser. 
(Pp. 220. 21s.) London: Medical Publications. 1949. 

English Social Services. By E. W. Cohen. (Pp. 169. 8s. 6d.l 
London : George Allen and Unwin. 1949. 

Sanitary Science Notes. By H. Hill, F.R.San.L, F.S.I.A., 
A.M.I.S.E., and E. Dodsworth, M.R.San.I., M.S.I.A. 2nd cd. 
(Pp. 135. 7s. 6d.) London: H. K.. Lewis. 1949. 

The P.J. Poisons Guide. Sth ed. (Pp. 46. 3s. 6d.) London; 
The Pharmaceutical Press. 1949. 

Ward Administration. By M. Randall, R.N., M.A. (Pp. 326. 
20s.) Philadelphia and London : Saunders. 1949. 

Psychology and the Nurse. By F. J. O’Hara, C.S.C., Ph.D. 
3rd cd. (Pp. 253. 14s.) Philadelphia and London: Saunders. 1949. 


MODERN PRACTICE IN PSYCHIATRY 


Modern Practice in Psychological Medicine, 1949. Edited by 
J. R. Rees, M.D. (Pp. 470 and an Appendix. £2 10s.) London : 
Bulterworth. 1949. 


The editor explains that this well-produced volume is intended 
for medical students and general practitioners, not for specialists 
in psychiatry. He has invoked the aid of twenty-eight collabor- 
ators with widely different backgrounds and viewpoints, who 
have contributed essays on the topics assigned to them. The 
result is a most uneven production with much overlapping 
and repetition and some regrettable omissions. The treatment 
recommended varies, and sometimes flatty contradictory 
opinions are expressed. Difficulties of this kind are likely to 
arise in any symposium in default of the most rigorous editorial 
planning and pruning, but they are specially likely to arise 
in a relatively short volume on psychological medicine which 
covers an undefined field without proper delimitations between 
the different carts of it. 

In view of the title the medical student and general practi- 
tioner may reasonably expect to find clear guidance on practical 
problems of diagnosis and treatment, but both may be excused 
if at times they feel baffled and bewildered by the work. In 
r.ii.icular. the therapeutic implications of expositions in terms 
of " dynamic ” psychopathology are puzzling to the reader, 
for they seem to lead to the deduction that patients should be 
analysed, which, it is then pointed out, is for the specialist. 
The chapter on physical methods of treatment is disappointing: 
and what is the beginner likely to make of such obiter dicta 
as that of Dr. Brock Chisholm, who identifies “ amongst factors 
that commonly tend to slow, to distort, or to prevent satis- 
factory mental and social development . . . teaching of children 
to believe in the reality of phantasies such as fairies and Santa 
Claus. . . ” ? 


In brief, the book does not -fulfil its intended purpose, as 
a random collection of essays on psychiatric topics can scarcely 
be expected to do. Yet in spite of the lack of editorial 
planning both student and general practitioner could gain much 
from it, for in parts the symposium is not only good but' excel- 
lent. The section on sexuality and the sexual disorders, by 
Professor D. Ewen Cameron, and that on psychosomatic 
medicine, by Dr. E. D. W'ittkower, both contain much interest- 
ing matter ; while among many valuable essays “ Nature and 
Nurture — ^The Factor of Inheritance,” by Dr. Eliot Slater (which 
is all too short). “ Psychiatry and Neurology,” by Dr. Russell 
Br.iin, “ Mental Deficiency,” by Dr. E. O. Lewis, and “ Tlie 
Schizophrenic Disorders,” by Dr. Hunter Gillies, are out- 


itandinc. 
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Laboratory Manual of Chemistry. By J. I. Routh, Ph.D. 2nd 
ed. (Pp. 98. 6s. 6d.) Philadelphia and London: Saunders. 1949. 

The Cerebral Paleies of Ci’flrlimod. By H. K.. Lucas, 
'M.Ch.Orth., F.R.C.S.Ed. ' (Pp. 28. Is, 9d.) Sanderstead, Surrey: 
British Council for the Welfare of Spastics. 1949. 

Perspectives in Medicine The March of Medicine. 1948. 
(Pp. 163. 14s.) London; Geoffrey Cumberlege. 1949. 

Blakistoii’s New Gould Medical Dictionary. Edited by H. 
Wellington Jones, M.D., N, L. Hoerr, M.D.. and A, Osol, Ph.D. 
(Pp. 1,294. S8.50.) Philadelphia and Toronto:. The Blakision 

Company. 1949. 

Marihuana in Latin Amerirn: the Threat il Constnint.. By 
P. O. Wolff, M.D., Ph.D., M.A. (Pp. 56. S1.50.) Washington, 
D.C.: The Linacre Press. 1948. 

Nelson Loose-LeaJ Medicine. Renewal pages. 

Hygiene cl Seenrite dn Travail- By M. Marchand. (Pp. 332. 
No price). Lille : Martin-Mamy, Crouan, and Roques. 1949. 

La Enfermedad de Addison. By G. Maranon and J, F. Noguera. 
(Pp. 212. No price.) Madrid : Espasa-Calpe, S.A. 1949. 

Fii’ijk.ig fahre Pathoiogie in Deutschland. By W. Fischer 
and G. B. Gruber.' (Pp. 334. M. 33.) Stuttgart; Georg Thieme. 
1949. 


D’e Wiederherstellungs-Chirnrgie. By K.-E Herlyn (Pp. 200; 
357 illustrations. M. 32.) Stuttgart; Georg Thieme. 1949. 

D 'e Pathnliigie d-s Hamlet ■'i s im Rout nenbild- By A. Thelen. 
(Pp. 97. M. 10.50.) Stuttgart: Georg Thieme. 1949. 

Das Lange Berken. By H. Kirchholl. (Pp. 153. M. 19.50.) 
Stuttgart : Georg Thieme. 1949. 

Prognose niid Therapie der Geisteskrankheiten. By M. Miiller. 
2nd ed. (Pp. 217. M.. 16.50.) Stuttgart; Georg Thieme. 1949, 

Weitere Fortschritte in der Blntgerinnnnsslehre. By K. Leng- 
genhager. ■ (Pp. 251. M. 22.) Stuttgart: Georg Thieme. 1949. 

XJber Zivischenhirnsyndroine, By F. Laubenthal. (Pp- 
M. 3.60.) Stuttgart: Georg Thieme. 1949. 

Das Adenocarcinom des Collnm Uteri. By H. Limburg ai^ 
K. Thomsen. (Pp. 87. M. 6.80.) Stuttgart : Georg Thieme. 1949. 

Funktionelle Pathoiogie in der Chirurgie. By C. van Gelderen. 
2nd ed. (Pp. 206. M, 18.60.) Berlin: Springer. 1949. 
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DISTINCTION AWARDS 1 OR CONSULTANTS 

When the report of the Spens Committee on the remu- 
neration of consultants and specialists was puMished in 
June. 194S. wc critici7cd the suegestion for special 
avsards as ” the one outstandingly unsatisfactory pro- 
posal in a report which is likely to commend itself to 
those who work as consultants and specialists in the 
new Scrsicc." We expressed the hope that consultants 
and specialists would give their opinion on this matter 
so that it should not become accepted policy merely 
by default. There was at the time little response to 
this suggestion, but now that groups of consultants all 
over the country arc being invited by the Distinction 
Awards Committee to select suitable candidates from 
among their colleagues, consultants, as is clear from 
our correspondence columns, arc Iseginning to voice 
some disquiet. In a letter to this JotiritaP Dr. F. M. R. 
Walshc punccntly cxprc.sscd what a number of consul- 
tants in this countiy probably think about the proposed 
method of distributing what have been misleadingly 
called prircs. They arc pensionable increments to 
income. Dr. Walshc has found support for his views, 
not least in the letter which appeared in the Journal 
of .-\ugust 27 signed by 19 members of the consulting 
staff of a teaching hospital, who expressed the hope 
that “ it is not yet too late to abandon the idea of 
distinction awards in its present form." A cold note 
of caution was sounded by Dr. H. E. A. Boldcro. who 
stated that there is no alternative to llic present method 
of distributing these distinction awards to consultants. 
He writes: “1 speak from the book when I say that 
there will be no substitute. Money for these awards 
will not be available for any other purpose, such as an 
all-round addition to basic salaries.” Dr. Boldcro no 
dcubt weighed his words carefully, though one may 
presume that the final authority in these matters is the 
Minister of Health. It may well be true that*no other 
alternative will be accepted by the Minister, and that on 
grounds of common prudence the profession would not 
wish to make any move which would diminish its total 
income. But it must nevertheless take into account the 
views of those young consultants who through these 
columns have expressed their distaste and apprehen- 
sion of the present scheme of making the Spens asvards. 

1 JJrMsh Medical Journal, August 1 3, p. 3S3. 


If no allcrnntivc can be found, then with good crace 
we must accept the second best. 

We suggested over a year ago that the additional 
money available should be attached to posts in the new 
hospital sendee demanding men of the highest calibre. 
The new hospital and consultant sendee is still in a 
formative period. Those responsible for its working 
have been overwhelmed with problems of organization, 
and little constructive thought has yet been put into 
the development of hospital policy. Some construc- 
tive proposals were made in a special number of the 
Prartitioiwr by the writer of the article “ The Surgeon 
and the Sendee.” He suggested, for example, that a 
small group of .senior men should have the task of co- 
ordinating the surgery of a region or district “ by 
advice, by telling one hospital of the work being done 
at another, by advising on particular cases, and by 
informing regional headquarters where, and by whom, 
good work is being done." As the hospital sendee 
evolves one would have thought that some such idea 
as this would gather force, and that in each region there 
would be room and need for outstanding consultants 
in medicine, surgery, obstetrics and gynaecology, to 
carry out the work suggested b\' the writer in the 
Practitioner. Similarly, there are other jobs requiring 
long training and highly developed skill such as neuro- 
surgery and thoracic surgery which will spread over 
one or more regions. Such posts demanding special 
rc.sponsibilily or special skill are bound, we suggest, to 
be created in the National Health Service, and it is an 
obvious corollary that to these posts, whether whole- 
or part-time, there should be attached salaries higher 
than what has been called the basic salary for the 
ordinary consultant and specialist. For such special 
posts there would be keen and open competition and 
open selection. 

If the profession has to accept the present scheme 
then it must look very closely into the method now- 
being adopted. It has been suggested to the chair- 
men of medical committees of teaching hospitals that 
three or four members of each committee should meet 
in secrecy to decide who among their colleagues should 
be graded firsL second, or third class, and to forward 
their recommendations to the Distinction Awards Com- 
mittee. We undersuind that outside teaching hospitals 
the suggestion has not been made to the Regional Hos- 
piuil Boards but to the Assessment Committees, whose 
decisions on grading have already come in for a certain 
amount of criticism. Whether the criticism is justified 
is beside the point. These groups of consultants all 
over the country being asked to grade their fellow- 
consultants in secrecy are being placed in a highly 
invidious position. Clearly they cannot recommend 
themselves, and it may be presumed that the Central 



746 Oct. 1, 1949 


DISTINCTION AWARDS FOR CONSULTANTS 


Bwtoh 

Medicai JwmjUL 


Distinction Awards Committee will find it difiicult not 
to give them awards, because they have already been 
put into the position of judges and therefore acquiring 
merit. The Central Committee will have the difficult 
task of deciding who among the selectors in the regions 
are to receive the first, second, or third prize, the men 
themselves feeling no doubt that they are meeting 
together as equals. There is surely something dis- 
tasteful in the issuing of confidential reports on col- 
leagues who will remain in ignorance of what is said 
about them. Granted that it would be possible in 
such a varied profession as medicine to weigh the merit 
of one kind of worker as against another kind, to assess 
for example the merits of a professor of bacteriology 
as against those of an abdominal surgeon, what criteria 
are to be adopted to guide those faced with this almost 
impossible task ? At its meeting last week the Central 
Consultants and Specialists Committee, uneasy about 
the situation, decided at once to look into this question. 
If there is to be an attempt to assess merit, then there 
is much to be said for what appears at first to be a 
fanciful suggestion put forward by Mr. Frederick Ridley 
in the Journal of September 3 — ^namely, the award of 
marks for certain distinctions already held by those 
eligible for the Spens awards. The essential thing is 
to adopt some method that will eliminate as far as 
possible the bias of judgment which any medical man 
must inescapably have in relation to a colleague who 
practises the same profession. To pretend that bias 
will not operate is to ignore an obvious but unpleasant 
fact. To find a method of eliminating bias which is 
as objective as possible should be the first task of the 
Distinction Awards Committee, so that some uniform 
method of assessment can be adopted all over the 
country. 

We have no doubt that the Committee will perform 
its arduous duty with all the efficiency and impartiality 
it can bring to bear on it. But to adopt a laissez-faire ■ 
attitude to the Distinction Awards would, we are con- 
vinced, be a disservice to medicine, because what is 
decided now will have an important influence on the 
healthy evolution of the Hospital and Consultant 
Service of Britain. Reciiler pour mieux sauter is a 
sound adage. 


A YEAR OF N.H.S. 

“ How is the National Health Service working out ? ” is 
one of the first questions a foreigner will put to a British 
doctor. And the usual answer is, “ It is far too early 
to say.” In any case the British doctor is so deeply 
immersed in it. and incidentally so overworked, that 
he is little inclined to concern himself with the generality 
of things ; the particular overwhelmingly engrosses him. 
The e.xtra number of the Practitioner, just published. 


has therefore performed a timely service in attempdag 
to review the “ first year’s working.” This it does in a 
series of articles the value of which is somewhat 
diminished by the fact that they are anonymous. This 
in itself is a portent. Men working in a “ service ” hesi- 
tate to put their names to anything in the nature of a 
criticism of it. The same tendency may be seen in the 
correspondence columns of this Journal. The real danger 
of a service in which men and women are employed by 
the State — or, at least, paid by the State — ^is that they 
will tamely acquiesce in things they dislike, or hesitate 
to put their names to forthright criticism. This may 
lead, in Medicine, to a sapping of that essential of 
democracy — free discussion. The editor of the Prac- 
titioner considers that anonymity is essential “when 
the chief concern is that writers should speak their mind 
with complete freedom, uninfluenced by the desire to 
please their friends or placate their enemies, to escape 
the labels of ‘ traitor ’ or ‘ reactionary,’ and when, as 
in several instances in this number, the article is a sym- 
posium embodying the views of several men.” It is a 
sad and sorry comment on Medicine to-day to admit 
that only under the cloak of anonymity is it possible to 
speak the mind with complete freedom on what the 
same editorial describes as “ one of the greatest ventures 
in the history of medicine.” 

One aspect of this great venture is looked at in the 
article reviewing the Service as a whole— -the difficulties 
placed in the way of the private patient needing hospital 
treatment. The charge per hospital room for the private 
patient has greatly increased, and “ when it was 'found 
that in many hospitals the private beds were by no 
means full the regulation was made that at least one- 
third of the private beds should be allotted as amenity 
beds for patients applying for treatment through the 
Service.” This, according to the same article, “led 
several busy consultants to take more of their work to 
private nursing-homes.” It is suggested that this ten- 
dency will increase unless the official attitude to the 
provision of private-patient beds in hospitals is changed. 
Yet the writer of the" article on “ The Physician and the 
Service ” states that “ the so-called ‘ amenity beds ’ 
allowed for in the new scheme of things are noticeable 
only by their absence.” He, too (or they ?), notes (or 
note ?) that the nursing-homes are well filled. The 
author of the stimulating article “ The Surgeon and the 
Service” considers that the “position of the teaching 
hospitals as consultative centres, in England at any rate, 
appears to have deteriorated within the past year.” The 
beds, he states, are blocked by the chronic sick ; the 
out-patient departments are no longer “ courts of 
appeal ” but tend to become “ routine clinics ” ; “ radio- 
diagnosis is worse in quality ” ; pathological reports arc 
“less informative, accurate, and reliable.” This, he 
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a''nsidcrs, is largely due to an increase in routine work, 
but is in part " due to the fact that the workers are now 
■ ten-to-tive oflicc doctors * who have little personal 
interest in their relations with the clinical staff or their 
patients." There is in the Praaitioiur symposium no 
article by a nidiolocist. or a pathologist, or a biochemist, 
or a bacteriologist against which one can offset this 
criticism, which reads as if it were the c.xperiencc 
of one obsencr rather than a fair commentary on the 
e.xpcricnce of hospitals generally. The writer soiccs a 
o,implaint. surely widely held, about the amount of time 
spent on paper work and on committees, commissions, 
and advisors’ boards. He complains, too, of the drastic 
reduction of the senior .surgeon's income. “He may 
still charge no more than a junior may charge for 
removing a ruptured appendix." .And he finds— as so 
many others find — that “ the prospect of being rewarded 
according to the assessment of awitenagemot of worthies, 
instead of. as heretofore, in proportion to the place they 
have made for themselves, is humiliating." 

Tlic physician seems to be less alarmed about his 
financial status than is the surgeon ; " Incomes." he 
writes. “ arc alxmt back to what they were." He notes 
that the departments of pathology, cardiology, and 
physiotherapy base been grossly oscrloadcd with work 
— “ one of the best examples of how the haste in which 
the Serx’ice was introduced has led to confusion.” The 
obstetridan. in his contribution to the symposium, seems 
less concerned about remuneration than arc the physi- 
dan and the surgeon, though he, too, deplores tlic finan- 
dal obstacles placed in the way of the use of the pris-ate 
bed in hospital. He devotes (or it may be “ she ") much 
of his article to advocacy of tlic proposals for a national 
maternity scnicc published by tlie Royal College of 
Obstetridans and Gynaecologists in 1944. He repeats 
the familiar and accepted critidsm that with the general 
practitioner responsible to the executive council, the 
midwife to tlie local health authority, and the obstetri- 
dan to the regional board or board of governors, co-ordi- 
nation of work is difficult An attack is made on the 
"general-practitioner obstetrician wielding the forceps 
. . . because of sheer financial necessity imposed on him 
by the workings of the Health Act” This is a matter 
to which we shall rcUim in a subsequent issue, content 
to observe here that if there is any justification in the 
attack it is the biggest condemnation there could be of 
the failure of obstetricians to instruct students properly 
in the teaching hospitals of this country. 

The “ country' practitioner ” and the “ town practi- 
tioner ” are at one in noting the great increase of work 
falling on them as a result of the National Health Ser- 
vice. In this they are supported by the author of the 
article “ The Ministry and the Serv'ice ” — presumably an 
officer of the Ministry of Health, for who else could 


write with knowledge ? This work has increased both 
in densely populated areas and also in places where 
private practice used to predominate, “ as the patients 
made greater demands in proportion to their numbers.” 
In the same article it is stated that more than 95% of 
the population arc using the Service and the same pro- 
portion of general practitioners have entered it. Similar 
cndcncc of increased work comes from the writerfs) 
of the article on the Sen’icc in Scotland, with the obser- 
vation that “ only the ab.scncc of a major epidemic lak 
winter enabled busy practitioners to struggle through at 
all." .Along with this overwork is a well-founded anxiety 
that general practice is losing much of its savour. The 
country G.P. refers to the “ strong temptation to refer 
a patient early instead of sharpening one’s wits upon the 
case." On his exclusion from the cottage hospital, he 
observes that “ no doctor of any character will be con- 
tent for the rest of his days just to dance attendance 
on specialists or consultants as a ‘ clinical assistant.’ par- 
ticularly when in many instances he has had more years 
of practice than the ‘specialist’ has had of life.” The 
town G.P. echoes this thus: “The general practitioner 
wants to feel he is actively engaged in medicine rather 
than providing a sort of clearing station for the disposal 
of cases." Two newly qualified practitioners, giving the 
viewpoint of the “ young doctor,” note that “ the ideal 
of general practice is now under a cloud ; he cannot be 
physician, adviser, and friend of his patients.” They 
obscrs’c that many who formerly would have made 
” good and happy general practitioners have entered a 
field where they will be only lukewarm specialists.” 
And from Scotland comes the warning that the general- 
practitioner sendee “ must not be allowed to deteriorate 
into the last resort for disappointed hospital trainees.” 
The growing unattractiveness of general practice is the 
most serious repercussion of the National Health Serace 
on the development of medicine in Britain. 

It is not easy to sum up the impressions gathered from 
the Practitioner’s symposium. Several writers deplore the 
haste with which the Sendee was introduced and regret 
that the advice to bring it in by stages was ignored by the 
Minister of Health. For this he gave his own reason 
in an intendew with Mr. John W. MePherrin, editor of 
the American Druggist, a recent issue* of which was 
devoted to an examination of the National Health Ser- 
vice. As reported, Mr. Sevan said : “ To do it gradu- 
ally, piece by piece, step by step, would create many 
resistances and make the Minister subject to everyone 
else instead of having them subject to him. It is his 
responsibility to make the new system work, and he 
cannot do that if he is not master, if he does not have 
complete control.” In the symposium surveyed briefly 
above there emerges the picture of a profession doing 

^American Druggist, July, I949, p. 92. 
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its harassed best to make the National Health Service 
a going concern. Mr.- Bevan’s haste and mistakes have 
to a large extent been masked by the self-discipline of 
the individual doctor, whose adherence to the traditions 
of a learned profession makes it possible for him to 
withstand the vagaries of the political climate. But the 
Minister — and the Ministry of Health — should take heed 
"of this comment from the writer on the Service in 
Scotland: “The men who work it, however, ate not, 
in general, working in a contented state.” If medicine 
is to continue to attract into its ranks able men and 
women it is above all imperative that the terms and 
conditions of sfervice should so evolve as to produce a 
profession which will do its work in a happy and 
contented frame of mind. 


SERUM JAUNDICE 

“ Blood and plasma are potentially dangerous fluids 
unless prepared, stored, chosen, and used with extreme 
care.” This statement was emphasized more than a 
year ago in these columns.^ Blood and plasma ate still 
being used in larger quantities than during the war and 
the need for “ extreme care ” has not grown less. Lehane 
and his colleagues" in a recent issue of the Journal dis- 
cussed serum jaundice as one of the hazards of trans- 
fusion therapy. In the last few weeks three children 
have died after the administration of anti-measles serum, 
and the inquests on these cases, reported elsewhere in 
this issue, have been given prominence in the lay press. 

It was in 1936 that a few cases of jaundice occurred 
among the recipients of two pools of serum from appar- 
ently normal adults given as a measles prophylactic^ and 
in people inoculated with certain batches of yellow fever 
vaccine containing human serum.'* The clinical picture 
in these patients was similar to that of “ catarrhal jaun- 
dice,” but because the period between the injection and 
the onset of symptoms was two to four times as long 
as the presumed incubation period of catarrhal jaundice 
the implications were not appreciated at first. Further 
investigation of the origin of the disease in both groups 
suggested that the supposedly normal serum used might 
contain an icterogenic agent. Although it was shown 
that the yellow fever virus itself was not responsible in- 
the patients who had received the suspected vaccine, no 

1 Mt'dmil Journal, 194S, 1, 649. 

: IbtJ.. |y49. 2, 572 

5 Proren, S. A . tbtd . 193S. 2. 677. 

< Findbv, G M.. and MacCallum, F. O., Trans. R. Soc. trop. Med. Hys-* 1937, 
31 , Z97. 
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proof of the source of the icterogenic factor was obtained 
at that time. Some changes were made in the process 
of preparation of . yellow fever vaccine in 1937, but 
human serum was stiU used, because certain experiments 
indicated that it was necessary for growth of the -virus 
and to maintain the stability of the virus -in the vaccine. 
No more cases of jaundice of this kind were recognized 
until 1940 in Brazil, where many batches had been given 
previously over a number of years with no ill effects. 
Further large outbreaks of jaundice were reported in 
1941-2 among the recipients of batches of yellow fever 
vaccine made in the U.S.A., and in 1942 in England. 
By this time improved technique made it possible to 
change over to a vaccine with an aqueous base, and no 
further cases are known to have occurred since 1943, 
when this type of vaccine was introduced. 

Soon after the beginning of the recent war infective 
hepatitis (catarrhal jaundice) reached epidemic propor- 
tions in military and civilian groups as it had in previous 
wars. At the same time jaundice was affecting many of 
the men undergoing treatment at some of the militars’ 
treatment centres for venereal disease. It was realized, 
too, that jaundice was also appearing in patients who 
had been transfused about 60 to 120 days previously. 
Usually the patients had receiv'ed diSerent batches of 
plasma or of whole blood and plasma, hnd there was no 
proof that the disease was artificially produced and not 
contracted by contact. About the same time two poofs 
of plasma were collected from two small groups of 
apparently healthy young recruits recently recovered 
from mumps and were used to inoculate several hundred 
soldiers in the same camps to protect them from mumps. 
Some 60 days later cases of jaundice were noted among 
the inoculated personnel, and eventually at least 37% 
of them developed jaundice.^ The investigations that 
followed incriminated only one of the two pools of 
plasma. There was no suggestive history of catarrhal 
jaundice among the donors, either before or after the 
time they had been bled. These results, together with 
the demonstration by Oliphant and others' in the U.S.A. 
that the disease produced by icterogenic yellow feve‘j 
vaccine could be transmitted by injection of the patients i 
blood, and MacCallum and Bauer’s experiment' showi- 
ing that the pool of normal human serum incorporate: 
in an icterogenic vaccine was itself icterogenic, made III 
clear that the serum of certain normal individuals con-' 
tained a transmissible agent which produced a clinical 
picture similar to that of catarrhal jaundice. Biopsy 
specimens of the liver from some of the patients showed 
that the pathological changes in the liver resembled 
those of infective hepatitis. 

Then Spurting, Shone, and Vaughan' reviewed in this 
Journal their experience over the years 1940-5 at a large 
London blood transfusion centre. A disease considered 
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10 be scnim jaiinJicc was found to have aficcicd 7.3?i 
of 1.054 recipients of pooled plasma. Tlicse were the 
years when infective hepatitis was prcs-aicnt in this 
country. Now Lchane and his colleagues have carried 
out a .similar sun'cy from October, 1945. to March, 
l'^4S. in the Liverpool area. Although the incidence of 
iaundice in the population was probably at pre-war levels 
and much lower than in tlie war years, the jaundice 
attack rate in recipients of large-pool plasma was 1 1.9%. 
.’.nd c\en in those receiring whole blood or small-pool 
plavnia (not more than 10 donors) the rate appeared 
to be considerably higher than tliat in the community at 
large. 

.Attempts to reproduce cither scrum jaundice or catar- 
rhal jaundice in experimental animals have been unsuc- 
ce^'-ful, and no in vitro diagnostic test is available : cluci- 
.(.;t!on of the problem has therefore been difTicuIt. Much 
'f our knowledge has been obtained by c.rpcrimcntal 
inoculation of human volunteers, with all its accom- 
panying pitfalls, W'c still do not know whether thc.se 
arc two forms of the same disca.se process or not. but it 
is po.ssiblc that there arc several viruses or strains of 
viruses which have slightly different modes of action in 
their human host. In addition to several apparent dif- 
ferences in routes of infection and c-xcrction between the 
agents causing infective hepatitis (catarrhal jaundice) 
and some of those responsible for so-called serum jaun- 
dice. there has been cne important epidemiological 
difference — that of age incidence. Naturally occurring 
infective hepatitis has a maximum incidence in those 
aged 5-15 years. Occasional frank cases occur under 
5 years of age, but even in nurseries it is usually the 
voung teen-age nurses who contract the disease, while 
the children remain free. Over 15 years of age the 
attack rate in the civilian population usually falls gradu- 
ally until 35 years, after which age the disease is uncom- 
mon even in groups of military personnel. By contrast, 
scrum hepatitis has been very uncommon under the age 
of 5 and uncommon from 5 to 10. but it affects adults 
of all ages with more or less equal frequency, the attack 
rate varying from 15 to 50% in different outbreaks. 
Several cases of jaundice occurring two to four months 
after the transfusion of infants in the first few months 
! of life have recently been reported in the U.S.A. and in 

f England.’ ” The source of the infection could not be 

determined. The possibility of the transfused material 
being responsible was inferred from the “ incubation 
period. Lehane and his colleague found only one case 
(aged 9 years) of jaundice (0.8%) among 127 children 
under 10 who were transfused with pooled plasma or 
plasma and blood, and there were no cases among 87 
children who received blood alone. The attack rates by 
10-year age groups from 10 to 70 were 5.7. 6.8, 7.1, 9.1. 
9.3. and 8.1 %. respectively. 


749 


It is well known that when infective hepatitis is epi- 
demic there arc large numbers of patients who have 
symptoms of the disease but do not become jaundiced. 

It has been inferred that at the same time there may be 
a number of individuals who have a symptomlcss infec- 
tion during which the virus would be circulating in their 
blood. Transmi.ssion experiments in volunteers have 
failed to reveal any evidence that the patient recovered 
from infective hepatitis, or tlic one who develops chronic 
hepatitis, continues to carry the virus in the blood or 
c.xcrctc it in the faeces." " Similarly. Oliphant and 
others. MacCallum and Bauer, and Havens" have all 
failed to find any evidence of an icterogenic agent in 
the scrum of cases of serum jaundice two months or 
more after their attack. In a follow-up of donors in 
Lchanc’s investigations only one could be traced who 
had had jaundice, and his illness occurred three months 
after he had been bled. Lchane and his colleagues con- 
clude that at least 0.35% of donors arc probably carriers 
of an icterogenic virus. These results all suggest that 
persons witli symptomlcss infections arc the chief danger, 
and in order to meet demands for plasma a few donors 
who have had jaundice more than a year ago have been 
used. In America, the Red Cross Blood Products 
Subcommittee suggested six months as the safe interval. 

It has been recognized for about thirty years that con- 
valc.sccnt measles scrum may be injected into exposed 
contacts during tJic incubation period to prevent or 
decrease the severity of the attack. Since about 90'’,. 
of the adult population in most countries have had 
nica.slcs. the modem tendency has been to use the readily 
available pooled adult plasma. Measles and its com- 
plications arc responsible for much morbidity and mor- 
tality, particularly in children under 3 and in rheumatic, 
tuberculous, and bronchitic children of all ages. The 
value of this prophylactic procedure in such children 
has been proved without question. More recently, Cohn 
and his colleagues" at Boston have produced a gamma 
clobulin fraction which represents about a twenty-five 
times concentration of serum. This fraction has been 
used on a large scale in the U.S.A. and is said to be 
superior prophylactically to adult serum. In addition, 
scrum jaundice is said not to have occurred in the 
recipients of gamma globulin. Thus, though the age 
group attacked by measles appears to be relatively 
insusceptible to scrum jaundice, it will be desirable to 
use gamma globulin instead of adult serum as soon as 
supplies are generally available in this country. Gamma 
globulin is expensive to prepare and some of the special 
equipment necessary is not yet readily obtainable ; the 
production of adequate -quantities, even if sufficient 
serum was available, is therefore no small problem. 

The same gamma globulin fraction prepared from 
pooled adult serum appeared to reduce the attack rate 
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in adult and child contacts of infective hepatitis in the 
U.S.A. but was ineffective in serum jaundice. In one 
experiment the convalescent serum of a patient infected 
with a known strain of serum jaundice virus failed to 
neutralize that same virus. Treatment of either infec- 
tive hepatitis or so-called serum hepatitis has, for the 
most part, been ineffective. The only treatment that has 
given any promise whatever has been the intravenous 
injection of protein hydrolysate. Since we cannot detect, 
these viruses, inactivation is the main safeguard in order 
to avoid them. The icterogenic agents concerned pass 
through Seitz filters and are not inactivated by heating 
at 56°-60° C. for half an hour or by the usual bac- 
teriostatic or bactericidal chemicals used for preserving 
sera, such as phenol, tricresol, or merthiolate. Recent 
work has shown that irradiation of serum or plasma with 
a particular unit of ultra-violet light under satisfactory 
conditions may be capable of inactivating any ictero- 
genic or other virus present.^* This procedure is being 
adopted, as equipment becomes available in the U.S.A., 
Canada, and England, as a routine treatment for pooled 
human serum or plasma which is to be used for trans- 
fusion or other therapy or prophylactically against 
certain infectious diseases. 


REMIWERATION OF GENERAL 
PRACTITIONERS 

A deputation from the British Medical Association, led 
by Dr. S. Wand, Chairman of the General Medical 
Serv'ices Committee, discussed with the officers of the 
Ministry of Health for more than three hours last Friday 
the evidence presented by the Ministry of what general 
practitioners in the National Health Service are now 
supposed to be earning. A further meeting tvith the 
Ministry will take place before, it is hoped, the Con- 
ference of Local Medical Committees to be held on 
October 27. 


STAPHYLOCOCCAL TOXAEMIA 
At Bundaberg in Australia in 1928, 12 children died after 
an injection of diphtheria prophylactic — a toxin-antitoxin 
mixture not containing antiseptic. This prophylactic had 
already been used on three different occasions without 
abnormal reaction. Three days later 21 children were in- 
oculated, and within five to seven hours 16 became ill with 
high fever, vomiting, and diarrhoea. In the fatal cases the 
children developed cyanosis, convulsions, and unconscious- 
ness, and died in 15 to 36 hours. A Commission* which 
was set up to inquire into the circumstances of this disaster 
reported briefly as follows : that the deaths were due to 
the injecUon of the diphtheria prophylactic ; that the 
material contained no free diphtheria toxin ; and that it 
did contain a cuffure of Sfaph. aureus. A similar staphylo- 
coccus was isolated from all the surviving children who 


developed abscesses at the site of injection. The cause of 
death was attributed to the toxaemia induced by a copious 
formation of toxin resulting from the growth of the 
staphylococcus. The Commission shotved that in the 
conditions prevailing at Bundaberg very little toxin tos 
produced in vitro, and so the toxin must have been formed 
in vivo. 

In 1930 Kellaway and his colleagues" described a pharma- 
cological study of the exotoxin of Staph, aureus. They 
injected agar-extracted toxin intravenously into young cats. 
After doses of more than 0.1 ml. per kg. the cats died 
rapidly, while doses of 0.04 ml. per kg. produced diarrhoea 
and weakness lasting 2-3 hours, followed by recovery. In 
cats dying in 2F^ hours the earliest symptoms were 
dyspnoea, vomiting, and diarrhoea ; these developed within 
30 minutes and were accompanied by general weakness and 
ataxia. Later the animals became increasingly weak and 
coffapsed, with convulsive movements ; death followed 
respiratory failure. At post-mortem examination disten- 
sion of the right side of the heart was observed and an 
empty left auricle and ventricle. Heart-lung preparations 
showed that there was constriction of the pulmonary vessels. 
When the lungs were replaced by an artificial pulmonary 
circulation it was found that the toxin had a direct toxic 
action on the heart : this was shown to be due to constric- 
tion of the coronary arteries. 

Recently Olin and Lithander^ have reported from Stock- 
holm four cases similar to those at Bundaberg. Three 
children fell ill after the injection of measles convalescent 
serum : vomiting, diarrhoea, fever, and cyanosis rapidly 
developed, and two of the children died. The bottle of 
serum, which contained quinosol and formalin as anti- 
septics, had been used eight months previously without ill 
effect. The fourth case was that of a child on whom a 
Mantoux test had been performed, 1 mg. of tuberculin 
having been injected intracutaneously. Within four hours 
the child became ill, with vomiting, diarrhoea, and fever, 
and he died in 17 hours. From all four cases coagulase- 
positive staphylococci were isolated. Tests on rabbits 
showed a definite correlation between haemolysin titre, 
necrotic effect on the skin, and killing power. Burnet* in 
1929 noted the same .correlation in the Bundaberg strain 
and suggested, in fact, that the three effects were due tc 
one toxin. 

In cases such as these, in which the mortality rale is higl 
and the onset of death rapid, early treatment is essential 
and the ominous nature of the symptoms should be widel: 
appreciated. Fatal cases have followed diphtheria immu 
nization, injection of measles prophylactic, and Mantou: 
testing — procedures common in this country. In Swedei 
one case, that following the Mantoux test, was treated wit 
penicillin, but treatment xvas begun only within H hours o 
the child’s death. Prompt recognition of these symptom 
after an injection would enable pem’cillin and staphylc 
coccus antitoxin to be given at once. With early treatmei 
there would be some hope of reducing the very high cas( 
mortality rate of a condition which, admittedly rare, migl 
occur in the practice of any doctor. . ' 

1 KeUaway. C. H., MacCaUum. P.. and Tebbutt, A. H.. Report of the Co; 
jnissjon to JJjc Covctdot of tbt C^mmonwealih of J928. Mclboiitr 

» J, Path. Bar/., 1930. 33. 8S9. 

^ Acta path, mtcroblol. scand.^ 1948, 25, 152. 

< /. Path. Pact., 1929, 32 717. 
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A. SM\TH. M.IC M.CIi.Ortli.. F.R.C-<M. 

R_-IAf.C. 

I ..roL’fiic for ^iicpc'.linp imrrovcmcnts in medical services 
tl at Iia\c weathered Ivvo great wars with honour, but I do 'o 
in tl'c belief tliat a system of the ts’pe 1 describe might be 
more siiitable in a future war and would male medicine in 
the armed Forces in peacetime more attractive than at present. 
I sueecst that the medical scrsiccs of the Royal Nasy. .Army, 
.".nd R..A.b. should be preserved, as each Fsvrcc has its particular 
rroblems. but that these services should be relieved of their 
icsponsibility for providing permanent hospitals. Tlicy would 
vo-tinue to administer preventive medicine but would retain 
control only of medical inspection rooms, field ambulances. 
c..'falty clearing stations, and similar mobile or semi-mobile 
v.nit'. 

\11 permanent hospitals at home and abroad would be taken 
' cr by a new service to be known as the "National Health 
n.-fcnce Service." The director-general of this service (m 
.: vilian or an c\-Servicc chief) would be appointed by. and be 
'C'ponsible to, the Minister of Health. Linder him would be 
three deputy d'rcctor-gcnemls appointed by the director-general 
of each of the three medical services. These deputies would be 
either retired olTicers or those still on the Active List and 
• ec.srded for this duty. 

Tlte hospitals would be situated (1) in " safe " areas near large 
cit es and (D where there arc normally large concentrations of 
.stervice men and women. In peacetime they would admit civilian 
.'S well as Service patients, but priority similar to that afforded 
•camen by the Seamen's Hospital Sodety would be given to 
Service personnel. In wartime these hospitals would be taken 
I’ver as required by the Services, and they would accept air- 
raid casualties from neighbouring tovvp.s. The buildings would 
be constructed cheaply, but with adequate equipment, and 
would be capable of rapid espansion in time of war for training 
the staffs of base hospitals at home or overseas. During 
hostilities the command of base or permanent hospitals within 
the area of active operations would be handed over to the 
Service most concerned. 

Staffing 

National health defence hospitals in the United Kingdom 
V. ould be staffed as follows : 

/.'o.ire OSp.cers. — Regular ofiiccrs under training and newly quali- 
f.ed rivil doctors serving under the same conditions os in civil 
hospitals. 

Reg/jtrcrj cr.d First Assistants. — ReguLir ollicers under training os 
specialists, ond dvi! doctors serving under the some conditions ns in 
civil hospitols. 

SrrciaHsis. — Regular spedalists on the Aalve List who arc not 
required for the mobile units of the three Services and regular 
spedalists who had elected to transfer to the " Home Only" list (to 
te described later) after fifteen years’ service. Tlicrc would also be 
part-time dvil specialists. 

Consultant SraciaUsIs. — Civilian specialists from the nearest centre 
who would visit their respective departments once a vveck. On the 
ouihrcak of war they would be given full duties as consultants or 
advisers. 

The staffing of these hospitals abroad in peacetime would 
have to be carried out largely by Regulars. 

Conditions of Scnicc 

Appro.ximatcly one or two years after qualification ofiiccrs 
would be recruited into one of the three Services as at present. 
During the first four years each would act as a general duly 
officer in any part of the world. At the end of this period those 
who wished to leave the Service, or who were not selected, 
would receive a gratuity. The others would be granted regular 
commissions. These officers would enter, partly by selection 
and partly by choice, one of the following three classes: 


(1) general and administrative officers ; (2) specialists in preven- 
tive medicine ; and f3) specialists in curative medicine. All 
would receive four to five years' training as follows : 

Cirtifral and Administrative Section. — (1) Three and a half vears 
as house-physicians and house-surgeons in a national health defence 
hospital, paitly abroad and partly at home. The aim of this instruc- 
tion would l-vc to make the olficcr a well-trained general practitioner. 
(21 A Iwclve-montlis apprenticeship in preventive medicine abroad, 
ff) A tfucc-monlhs course in tlic Scrvi*ce aspect of medical subjects 
at the corresponding medical college. (4) A six-months course at a 
n.aval. military, or Royal Air Force staff college. 

Fementne Medu-ine Scetiiin.~0) A onc-and-a-half-ycars appren- 
ticeship in a national health defence hospital abroad in the specialties 
related to preventive medicine— i.c., pathology, medicine, dermat- 
ology. and vcncrc.ll dise.ise. (2) A onc-venr apprenticeship in hygiene 
abroad. 0) A two-years apprenticeship in civil and Service preven- 
tive medicine at home, with facilities for taking a diploma of public 
health. (4) A tlircc-months general course at a Semce medical 
college, (.t) A six-months course at a naval, military, or Royal Air 
I-orce staff college. 

Curatixe Medicine Section. — (I) A four-years apprenticeship as a 
registrar in the officer's chosen specialty at a national defence hospital 
at home, with f.icilitics for taking a higlicr degree or diploma. (2) A 
three-months course at a Service medical college. 

Officers from the general and administmtiv’c and from the 
preventive medicine sections would then rcliim for duty with 
their respective Service. Men and women in the curative 
medicine section would continue to work in national health 
defence hospitals at home or abroad, but a few would be 
required for semi-mobile establishments. Officers in the general 
and adminisimlivc section would gain experience in administra- 
tive posts and do clinical work in areas where the employment 
of specialists would be wasteful. Those in the preventive 
medicine section would be employed in their speci-ilty or in 
administrative work. 

On completion of fifteen years’ service all regular officers 
could elect to transfer to a list called " Home Only." Posts 
would be guaranteed. Tltose who transferred to this list would 
be employed in the following ways ■ 

General and Administrative Section. — As administrators in the 
national health tlefcnce service or in specially reserved posts in civil 
practice. 

Prrxrniive Medicine 5felion.— In administrative posts in the 
national health defence service, and certain posts in the civil health 
service would be reserved for such officers. 

Srrcioiists In Curathe Medicine.— In permanent posts in their 
specialty in a national health defence hospital. 

Officers transferred to the “Home Only” list would be 
able to continue in the national health defence service or a 
civil health service until the age of 60 or 65. On retirement 
their years towards pension would be assessed from the date of 
enlistment with the Services. TItey would be available for 
active service on the outbreak of war, and in periods of neKs- 
sity other than war they could also be called on. This period 
of recall would not include more than one and a half year’s 
foreign service. 

Officers selected for high administrative posts at the end of 
fifteen years could be offered inducement to continue in the 
Services as long as required. The nursing services of the 
armed Forces would be brought into line with the system 
f have suggested for the doctors. 

Advantages 

In addition to answering most of the criticisms of the present 
system these proposals have other advantages. The total cost 
to the State of all medical services (civil, the suggested new 
defence service, and the medical services of the Royal Naxy, 
Army, and R.A.F.) should be less than at present. In the 
first instance Service doctors would be employed in peacetime 
to full advantage, and would continue to be gainfully employed 
until the age of 60 or 65. Secondly, the waste caused by 
separate permanent hospitals for the three Services would dis- 
appear. Finally, the employment at small stations of well- 
trained medical officers of the general and administrative 
section instead of specialists would be more economical than 
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the present system, which requires a full complement of 
specialists in areas where their work , is light. 

The national health defence hospitals would not be an addi- 
tional burden of expense to the State, as the number of civilian 
hospitals needed would be reduced. If war broke out a chain 
of hospitals capable of rapid expansion would be available 
in safe areas outside large cities. These national health defence 
Itospitals would be centres of co-operation between Service and 
civilian doctors and between medical officers of the three 
Services. This liaison would lead to uniformity of organization, 
methods of treatment, and types of equipment. Possibly the 
medical services of the Forces would become merged into 
one at some future date. 

Many civilian and Service doctors believe there is no neces- 
sity for Service hospitals in any form in the United Kingdom 
in peacetime. They consider that all naval, military, and 
R.A.F. patients could be treated in civil hospitals or if neces- 
sary in separate Service wards. This outlook is dangerous. 
Under such a plan all Service organization would rapidly fall 
into disuse and on the outbreak of war there would be no 
effective hospital system capable of rapid expansion to meet 
the demands of the Services at home or abroad. 

My grateful thanks are due to many civilian and Service doctors 
for their advice, and especially to my commanding officer. Colonel 
Wm. C. McKinnon, for his willing and helpful criticisms. I am 
grateful to the Director-General, Army Medical Services, for 
permission to publish. 


STREPTOMYCIN 

Available on Prescription 

The joUowinp notice has been issued by the Ministry of Health. 

Scarcity of streptomycin in this country has hitherto imposed 
a strict control over distribution and limitation of its use to 
certain conditions. Production has now increased to such an 
extent as to enable streptomycin to be made generally available 
on prescription through the usual channels as from November 1, 
1949. After November 1 the only administrative controls over 
this antibiotic which will be operative will be those imposed by 
the I hcr.ipeutic Substances Act, which concern its manufacture, 
.iiid iliosc under the Penicillin Act, which make its procurement 
subject to medical prescription. 

Hitherto the use of streptomycin in this country has been 
mostls limited to a controlled study, in an institution, of its 
effcLis in certain categories of cases. The extension of these 
eaiegoi les has been notified to the profession in press notices 
Issued at intervals during the past two years. Though supplies 
will be adequate in future for domiciliary use, it is still impor- 
tant that the drug should be employed only in conditions, or to 
sombat infections, in which its efficacy is known. This implies 
a knowledge of the susceptibility of the infected organism to 
the antibiotic as well as of the actual condition which if is pro- 
posed to treat. Unless this knowledge is possessed before the 
institution of treatment the reason for any apparent inefficacy 
of the antibiotic may be difficult to ascertain. An example of 
the apparently anomalous action of streptomycin is that, whereas 
It ptovides the only effective treatment for tuberculous menin- 
gitis. it has not been shown to have any specific value in the 
treatment of chronic pulmonary tuberculosis, both of which 
conditions arc caused by an ojrganism known to be sensitive to 
the action of the antibiotic. If, therefore, treatment is based 
on analog) and not on ascertained facts disappointment may be 
camsed both to the practitioner and to the patient. The proper 
place for the experimental trial of this antibiotic in unusual 
conditions is the hospital, not the home. 

Streptomvein has two main disadvantages. These are: 
ml certain toxic effects which may be permanent; and (6) the 
csolution during treatment of strains of the infecting organisms 
which have developed a resistance to streptomycin. It has been 
thought that the substitution of dihydrostreptomycin for streplo- 
nucin Itself would reduce the danger of the occurrence of toxic 
■•equelac. The evidence at present suggests that, though the 
appearance of toxic effects may be somewhat delayed, dihydro- 
^treptom>cln mav manifest them on its own account. It is 


therefore most important to employ adequate doses from the 
beginning of treatment, and in certain conditions it may be 
preferable to give larger doses than usual for a period not 
exceeding one week, as serious toxic effects do not appear to 
develop within that period. In any case, if the expected thera- 
peutic response is not obtained in that time, reconsideration of 
the treatment is indicated. 

No benefit has hitherto been recorded in the prophylactic 
administration of streptomycin with the object of preventing 
spread of infection following surgical intervention. 


MEDICAL DEFENCE UNION 

The annual report of the Medical Defence Union, which was 
presented to the general meeting of the Union on September 20, 
gives a synopsis of the many questions having a legal aspect 
which may confront the practitioner, and mentions some inter- 
esting cases in which the perversity of patients, the accident of 
circumstance, and sometimes the failure of the practitioner to 
fake precautions resulted in difficulties. Of the cases passed to 
the Union's solicitors during the year, 69 in one form or another 
involved the issue of professional negligence. , Of these 69 cases, 
13 were fought out in court, where two were lost and 11 were 
won. In a further 16 cases it was thought necessary to make 
ex gratia payments in settlement of claims on the clear under- 
standing that no admission of negligence was made ; in 39 cases 
allegations of negligence were expressly withdrawn or aban- 
doned in face of the knowledge of the interest of the Union in 
the matter and on the issue being formally challenged. Not a 
few accusations of negligence arise when an account is disputed 
by the patient. 

. Requests for Sterilization 

It is mentioned that members are from time to time 
approached by patients with a request for sterilization. Coun- 
sel’s opinion on this matter was first sought some years ago; 
but owing to the time which has elapsed since then, and the 
changes in medical thought and social conscience, it was felt 
that a new opinion should be taken. The opinion is that sterili- 
zation on eugenic grounds alone is illegal, but that it is not 
so if there are valid therapeutic reasons — in other words, if there 
are conditions which may imperil health or life if sterilization 
is not performed. This places sterilization on the same basis 
as abortion and calls for similar safeguards (including a second 
opinion and the written consent of the patient) on the part of 
the practitioner. 

The Practitioner and Ancillary Examinations 

In his presidential address at the annual meeting Mr. St. J. D. 
Buxton touched on the question of the responsibility of the 
practitioner concerning ancillary examinations. He pointed out 
that the patient knew little or nothing about the work of 
specialists, and if a practitioner acted on an x-ray, pathological, 
or other report which happened to be erroneous, though given 
in good faith, he might be charged with negligence, with the 
other doctor as co-defendant. Hence it was of the utmost 
importance that consultation with those carrying out ancillaiy 
examinations should be made, at least whenever there was 
doubt, for the sake of both patient and doctor. 

He also mentioned that members frequently ask advice 
regarding inquests, and during the year legal representation 
had been afforded in 20 instances. Practitioners were some- 
times accused during inquest proceedings of negligence in the 
treatment of the deceased, but such allegations had been success- 
fully refuted. Action had also been taken by the Union to 
ensure that practitioners received their statutory fees for evi- 
dence of medical fact or opinion given at inquests. 

Mr. Buxton intimated his desire, having been re-elected presi- 
dent for several years, to give place to another member. After 
placing on record its sense of the value of Mr. Buxton's excep- 
tional services, the meeting proceeded to elect as the new presi- 
dent of the Union Mr. Ivor Black, F.R.C.S. 

In view of the upward trend of all costs, the meeting agreed 
to a recommendation of council to increase the subscripliof 
rate from January 1, 1950, to £2 per annum except for the first 
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lliri-c yc.m of mcmhcrship of lliosc clccleJ within three ye.irs 
of repstralion. for whom the siihvcription woiitil rem.iin nt £1. 
It w.n e.xpl.iincil th.il ilurinp the l.isl two yc.irx the tot.il expentli- 
Hite hnd exceeOeil the income from all sources hy £20,000. l_as| 
\c,ir the suh'criplion income was oser £?0.00b. and the law 
expenses and indemnity claims alone cost over £35,000. It 
apivared to the council improvident to continue to deplete the 
I'nion's inscsted funds. 


TRE.VT1\IENT OE CERERRAE PAUSV 

DR. KAUL CAUl.SO.WS AUDIUXS 

.\ meetinp of the Rritish Council for the Welfare of Sp.istics 
"as held at the Ro>al Society of .Medicine on September 21 
for an address by Dr. Earl R. CsRtx;n\. of Philadelphia Hos- 
pital. Nesv York, on the treatment of cerebral patsy. 1£ic chair 
".IS taken by Professor Alan Moncrieff. 

Dr. Earl Carbon said that cerebral paiss \sas a disturbance 
of musculature almost as prevalent as poliomjelitis. In mo»t 
- 'cs the cause was injury to the brain durinp birth or the 
' lulty development of brain cells; occasional causes were toxic 
(actors, encephalitis or mcninpitis, and. in certain conditions, 
disturbances of the Rh blood factor. In cases with chorco- 
atheiosis and spasticity there had alssays been dispute about 
the location of the cerebral lesions, and especially "hethcr the 
disturbances in muscular mosements resulted from damape to 
the basal panplia. Tlicre wtis a proup of patients with clurrco- 
athetessis and xarious deprees of spasticity "hose response in 
certain situations, and to treatment, was such as to make one 
hesitate to place the lesion chiefly in the basal panplia ; in these 
cases one mipht "cll speculate upon damape to the motor or 
sensory cortex. 

The treatment of cerebral palsy w.is an educational as sicll 
as a medical problem, llic tremors, ssrithinp motions, and 
primaces were so intimately tied up ssiih the thoupht processes 
that it "as difllcult to regard these mosements as something 
apan from feelings. Excitement and lack of concentration 
aggravated the condition : with tninijuillity and peace of mind 
the motor actisity became much more purposeful. Cases of 
cerebral palsy suffered not only from unruly mu'cles but also 
fri’m disorpanired thoughts and emotions. Ihc extent of 
mental disability bore no relation to the amount of motor 
handicap. A child "ith serious motor involscmcnt mipht h.avc 
better intelligence than one with a slight physical impediment. 

The majority of speech disturbances formed part of the 
general motor disturbance. Here again the extent of the speech 
defect bore no relationship to the degree of mental impair- 
ment. Irt one proup a child "ith the losscst intcllii'cnce 
liuotient "as one of the best .speakers and singers. The out- 
standing characteristics of the defective speech were lack of 
smooth rhythm, poor articulation, absence of subtle shadings 
.ind nuances, and an accompaniment of inappropriate contor- 
tions. Speech was an intricate muscular process, and its 
disturbance xs-as so closely linked with the general spastic- 
atheloid condition that not much improvement could be hoped 
for until the child learned to inhibit the excessive sensory stimuli 
sshich ssere irrelevant to sshat he was doing. He resembled a 
public speaker trying to overcome stage fright. If he svas too 
conscious of his audience he would have dilTiculty, but when 
he directed his thoughts to the topic of his address his delivery 
improved. Similarly the child who could forget himself and 
concentrate on "hat he was saying had less dillicully in speech. 

Physiotherapy, Surgery, and Drugs 

Physiotherapy must be adapted to the individual case and 
related to the clinical findings. In spastic conditions there was 
usually a powerful simultaneous contraction of both extensors 
and flexors, and the limb became rigid. Treatment was directed 
to overcoming this condition by teaching the spastic child to 
relax one set of muscles as the opposing muscle group was 
brought into action. The child with the scissors gait, for 
example, was taught to spread his legs apart after he had 
relaxed the muscles that kept them crossed. In treating athetoid 


conditions relaxation was of primary importance. Training 
should he directed towards keeping the patient occupied and 
at the same time to " keeping his mind off his muscles.” This 
could be done by directing his attention to the purpose of the 
act rather than to the mtiscics which performed it. Occupa- 
tional therapy was a valuable adjunct in treating all types of 
cerebral palsy. Water treatment was often conducive to 
relaxation, but svas not as cficctivc as in poliomyelitis. 

Visual training was important. The child with cerebral palsy 
had difiieulty in correlating muscular activity and perception. 
He tried to look in too many directions at once, and when there 
SS-. 1 S difiieulty in correlation muscular tension developed. The 
origin of many " fears " might be traced not to an unpleasant 
experience and its associations but to a muscular tension which 
ilevclopcd because of lack of integration between perception 
and motor activity. 

The physiotherapist svho treated spastics should be a person 
ssiih a tenipcmmcnl and personality conducive to relaxation. 
The exercises should be slow, co-ordinated, rhythmic move- 
ments. bepinninp svith the major groups of muscles. In younger 
children it ss.is often necessary to assist them passively until 
they ssere able to carry out the movements by themselves. 

.Surgery often helped a prsspra.'iaie of muscle training ; it was 
more cficclise in spastic than in athetoid conditions. Lengthen- 
ing tendons, arthrodesis, tendon iransplanlation, obturator 
neurectomy, and neurectomy of the nerves to the gastro- 
cnemius muscle ssere sometimes helpful, but must be followed 
by a course of exercises. On the svliolc. little svas accomplished 
for the athetoid case by peripheral operations on nerves and 
muscles. Posterior root section and operations of die Sloeflel 
type ssere contraindicated, and stabilization of the ankle or 
tenotomy of the Achilles tendon svhen much athetosis ssas 
present svas .seldom helpful. In scscrc cases of athetosis involv- 
ing one arm. resection of the anterior portion of the correspond- 
ing motor cortex had been successful in some cases. Section 
of the cxtnipyramidal pathsvays in the spine had yielded 
favourable results in some of the most distressing cases of 
athetosis. The use of braces and splints was more helpful 
in sp.istic conditions; in athetosis, except in mild cases, they 
usually aggravated the condition. 

Dnig Ihcnipy had not been as cficctivc as popular literature 
led them to believe. Sedatives should not be used except in 
consulsisc disorders, and then only to diminish the attacks with- 
out giving rise to drowsiness. Any drug which tended to depress 
mental activity made the patient less responsive to treatment. 
A cup of coffee svoiild often do more than a sedative. Alcohol 
in many cases had some cflccl in controlling athetosis and 
spasticity. In a film svhich Dr. Carlson showed subsequently 
a patient who had been unable to bring a full glass of water to 
her lips ssithout spilling the contents had no difficulty whatever 
after consuming 2 oz. (60 ml.) of sshisky. 

Education and Vocation 

The mental growth brought about through education was 
the most important factor in amelioration. When a cerebral 
palsied child was placed in a school and became occupied, 
an improvement in muscular control was often seen without 
special emphasis being placed on muscle training itself. Parents 
who delayed academic training until the child acquired better 
control of his hands or speech were surprised at the rapid 
improvement in muscle control which followed when the child 
was finally alloiscd to go to school. 

Every educabic cerebral palsied person should have the right 
to an education irrespective of the extent of the affliction. 
Special schools should be provided for those too seriously 
handicapped to fit in a normal school environment The 
schools should be equipped to give physical and occupational 
therapy, speech training, and other remedial activities. 

All the cerebral palsied, of course, could not benefit to the 
same degree from an educational programme. The severely 
and hopelessly handicapped must no doubt be admitted to 
institutions, though they should not be treated as idiots. Others 
whose physical handicap was less severe, although their men- 
tality prevented them from benefiting from education above the 
lower grades, must be guided into routine occupations. Those 
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who had good intelligence should not be barred from obtaining 
as much educational training as they could benefit from, even 
though their physical handicaps were of such a nature as to 
close many vocational avenues. 

The solution of the vocational problem was dependent upon 
many factors. One of the most important was the patient’s 
attitude to his own handicap. He must be prevented from 
developing a morbid attitude. There was almost always a way 
of circumventing the handicap. Dr. Carlson mentioned one or 
two cases of surprising achievement. One girl had won. a 
college degree and made a career for herself as a teacher of 
the blind, thus freeing herself, from the sense of being an 
object of curiosity to her pupils. One severely handicapped 
man, whose speech was then wholly unintelligible, had formerly 
earned his living in New York by selling newspapers, but he 
had educated himself, taken the degrees of M.A. and Ph.D,, 
and was now teaching in a school for the cerebral palsied. 

Mr. M. D. Bosworth Smith said that Dr. Carlson himself 
was the most noteworthy living example of triumph over handi- 
cap as the result of will power and concentration, intellectual 
and moral. He added that it was believed there were 10,000 
children under the age of 16 in this country suffering from 
cerebral palsy of various types. It was the aim of the British 
Council for the Welfare of Spastics to do what it could to 
encourage proper treatment by the establishment of special 
schools and clinics and the organization of research, but only 
the fringe of a vast subject had so far been touched in this 
country. 

Professor Alan Moncrieff said that on his computation, 
on the basis of American experience, the number of children 
afflicted in England and Wales should be 28,000, not 10,000 
as Mr. Bosworth Smith had suggested. If the latter figure was 
right, we had for once the advantage of being on the right side 
of the account so far as America was concerned. 


Preparations and Appliances 


ANTI-EXTERNAL ROTATION ABDUCTION SPLINT 
AND BED CRADLE 

Mr, E. K. McLean, Medical Superintendent, Southlands Hos- 
piUil, Shorcham, writes ; After the insertion of a 'Smith- 
Petcrsen pin for fractures of the femoral neck maintenance of 
the correct position in the patient is of great importance. Ex- 
ternni rotation of the thigh may lever the pin out of position, 
as may forcible adduction of the thighs. Flexion and extension 
movements of hip-, knee-, and ankle-joints are, however, to be 
encouraged. The problem is often met by making the patient 
vvc.ar slippers with wooden supports glued to the soles. These 
appliances, however, limit movements, are uncomfortable, and 
may produce pressure sores unless carefully supervised. 

The splint described below has been used very successfully 
at Southlands Hospital as a combined abduction anti-external 
rotation splint and bed cradle. It can be made up easily and 

PLAN OF SPLINT 



cheaply by the hospital engineers, as it is of very simple 
construction. 

The instrument ssorks on the same principle as the old- 
fashioned “ stocks," but instead of the feet being fixed in 


apertures each leg lies in a padded gutter (cf. B.C,D,E and 
F,G,H,I). The framework of the gutters is made of 5/ 16-in. 
(0.8-cm.) bright mild steel rod. The walls of the gutters are 
covered with pillow ticking and padding of tow and cotton- 



wool covered with old linen. The height of the walls is 6 in. 
(15 cm.) and the width of the gutters 6 in. Loops of steel 
rod join B to E, C to D, F to I, and G to H. These' loops 
project upwards from the gutters for one foot so that the instru- 
ment may be used as a bed cradle. The two gutters are 
joined by a flat padded continuation of the medial gutter wails 
(E,F). There are also laterally reflected 4-m. (10-cm.) phalanges 
at A,B and I,J, These transverse phalanges and connecting 
wall prevent the patient from pulling a leg out of the gutter 
and thrusting it back on one or other side. The instrument 
does not prevent flexion and extension of hips, knees, and 
ankles. It does, however, prevent adduction or external 
rotation of the thighs. 

At first it was found difficult to keep the padding on the 
splint clean. This difficulty is obviated by covering the splint 
with domette bandages. These should be wound so that the 
overlapping edges are away from the patient, as this prevents 
frayingT 

The patient’s comfort is increased by placing in each gutter 
a soft pillow made from a length of 6-in.-wide plaster stockinet 
lined with a strip of cotton-wool i in. (1.25 cm.) thick. A 
pillow of body-width plaster stockinet and cOtton-wool about 
2 in. (5 cm.) thick placed across the bed under the patient’s 
knees prevents their hyperextension. Tapes are attached to the 
splint base at A, C, H, and J, so that the instrument can be 
tethered to the end and sides of the patient’s bed. The 
employment of this splint has improved the percentage of 
recoveries in good position. 

I have to thank Miss K. C. Savin, the charge physiotherapist, Mr. 
T. E. G. Sayer, chief hospital engineer, and Mr. H. Gander, 
assistant engineer, for much valuable help. 


A cine-micrographic film library has been established by the 
Royal Microscopical Society for scientific films within the range 
of the society’s activities. Hitherto many excellent films made 
in academic research institutions have not been accessible for 
educational purposes. It is hoped that the existence of this 
new library -will facilitate distribution to universities, technical 
schools, and other scientific bodies. The collection is at present 
not very large, but it may claim to be representative. It con- 
, tains films from the Pasteur Institute, Paris, by J. Comandon 
and de Fonbrune, on mitosis in Triton erythroblasts and in 
Acanthamoeba ; films on micromanipulation ; on spermato- 
genesis in the grasshopper, by K. Michel, of Jena ; on the shape 
and motility of bacteria, by A. Pijper ; and also films on the 
cultivation of living tissues, by R. G. Canti and his collaborators, 
and on tissue-cultures under the phase-contrast microscope. 
These films arc available for hire on application to the Assis- 
tant Secretary, Royal Microscopical Society, B.MA. House, 
Tavistock Square, London, W.C.l. The fees charged are 7s. _6d. 
for each 400-ft. reel when it is returned on the day following 
use : Is. in addition for each subsequent day that the films are' 
retained. The basic charge is reduced to 6s, for Fellows of the 
Royal Microscopical Society. 
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Atmcoirrm HYDnocriuinnir, LrdetU 
gives promise of lirinc one of the 
most versatile nntiliiollcs yet <ii«- 
covered. It is a potent antiliintic 
•gainst many Gr.nm • negative and 
Gram-positive organisms and against 
primary atypical pnenmnnia. 
AtTtEOJfYa.N has been found useful 
in the control of infections caused 
by penicillin-resistant Gram-positive 


cocei {especially st.ajuiylococci), and 
infeetions enused by coli-rcrogenei 
bacteria. It is also bigbly specific 
against rickettsial infections. 
Atmla);IYCI^ has been used sticccssfally 
again-'t infections that have becon 
riiistant to j.cnirillin. streptomycin, 
or suijibonaiiiidi’s, and in patients 
vbo exhibit severe and uncontroll- 
able sensitivity to these latter drugs. 


ADVANTAGES 

Aureomycin exhibits the following advantages : — Essentially non-toxic 
(excepting allergy) . . . Unlikely to prodace fastness In pathogenic 
organisms . . . Effective against many organisms previously In- 
susceptible to chemo - therapy . . . Available in oral . . . and 
topical ophthalmic dosage forms. 

CAPSULES: Vials of 16 capsules each containing 250 mg. 
OPHTHALMIC : Vials of 2S mg. with dropper assemoly : solution 
prepared by adding S cc. of distilled water. 
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IN ANALGE SIA 

1540: “ Take a fatie piece of veale or elJse a faite capon and boyh it in 
water or elhe white wyne and strayne it froiJi the fleshe, and sett the saide 
lycor over the fyre agayn, and putt therto these things Jolowing, of 
mallowes ii. unces, of violett leaves, of night shade ana 5 i. Jett them boyh 
untyll they be very softe and tendre, and powre awaye the licor from them, 
and putt therto barley water as shall suffise to make it a pulthes'”. 

(A pulthes to cease pa>*ne devised by Dr. Butts) 

Today the physidan has, in ‘ Physeptone,’ a specific agent for the relief of 
pain. ‘Physeptone’ is more powerful than morphine and does not cause 
hypnosis or constipation. It may with advantage replace morphine as an 
analgesic for patients confined to bed. ‘Physeptone’ is available as 5 mgm. 
compressed products for oral administration (bottles of 25, 100 and 500), 
and as injection, 10 mgm. per c.c. (ampoules of 1 c.c., in boxes of 12). 

‘Physeptone..’ 

d/-2-DIMETm'LAMINO-4 : 4-DIPHENYLHEPTAOT-5.ONE mDROCM-ORIDE 


:?'s= 
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nURROUGHS WELLCOME 
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THE ESTABLISHED ANALGESIC 


(the WELLCOME roU.SDATlOS LTD.) LONDON 


If Nature breaks 


er promise /X 

inadequate preparation of the uterine bed 
may be the cause of nidatorj yailure. 

It is now believed that oestradio' ''and proges- 
terone act synergistically during /gestation, and 
these two hormones have been i^ed with success 
in the treatment of spontaneor/abortion*. 

By giving injections of DI^ECRON 2 or 3 
times a week as soon as abortion threatens, the 
pregnancy may often be save^. 

In habitual abortion, infections should be 
started as soon as prcgnai^y is diagnosed or 
before, if intercourse is being timed to coincide 
witli ovulation. 


* Uainlilcn, Ciiylcr and Baptist: Jm. J. Obst. and Gyn. 44 : 
•t'/’i '-12. Vaux and Rakoff: North parolina M.J.ll202,'46. 




British Sobering present three preparations for treating 
spontaneous abortion : 

DISECRON 

2.S rag. of (Estradiol raono- In 1 c.c. of ethyl oleatc for 
benzoate and 12.5 rag. of intranluscular injection, 
progesterone. 

PROLUTON 

2 rag., 5 mg. and 10 rag. In 1 c.c. amponles for intra- 
progesterone. muscular jnjeciion. 

ORALUTON 

5 mg., 10 mg. and 25 mg. As oral tablets, 
cthisterone. 
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Correspondence 


Tlie M.R,CP. 

Sir. — ^The Royal College of Physicians has accepted the 
report of the committee on the examination for the M.R.C.P.. 
and this has now been open to criticisms. May 1 make some 
observations on the report and the criticisms ? 

The committee upholds the view that the examination should 
be "a test in general medicine, on a level higher than that 
re,juired for qualification." That is to say, the subject matter 
■s not materially different, but the standard is definitely higher. 
The committee returns to this later with the statement. “The 
examination is in general medicine. . . . The examiners are not 
entitled to condemn a candidate for lacking recondite know- 
ledge." This is and alnays has been the accepted tradition of 
ihe College. E.xaminers are not bound by any regulations and 
may pursue for a reasonable distance paths leading outside 
these boundaries and occasionally may wander too far. But 
substantially a candidate stands or falls on his knowledge of 
the foundations of medicine and on his skill and experience, 
indeed one may say his common sense in applying these to the 
clinical examination of a patient. 

Teachers have been known to advise candidates for the 
.M.R.C.P. to cram up rare diseases, to memorize ephemeral 
theories, and to mug up articles in current numbers of the 
medical journals. No svorse or more incorrect adsace could 
be given. If followed, as undoubtedly happens, it Fully justifies 
Professor J. McMichael’s statement that study for e.xaminalions 
cramps and harasses excellent young men. But this is not and 
never has been the intention of the College or the standpoint 
of the examiners. The unfortunate candidate who follows this 
advice is riding for a fall. Properly conducted, “ working for 
the membership” is extremely good training and calls for no 
detailed knowledge of specialized subjects. Even those who 
fail should have benefited by the experience. As the com- 
mittee says, “The educational value of the clinical e.xaminalion 
is far from negligible.” 

I pass to another matter. The report refers to differences of 
opinion about the purpose of the M.R.C.P. “ On the one hand, 
membership of the College is widely regarded as the hallmark 
of the specialist, and the e.xamination is looked on as a final 
test. ... On the other hand, teaching hospitals more and more 
demand membership as a qualification for the post of registrar 
. . . and candidates are thus encouraged to take it early. No 
examination can fulfil two such different functions,” 

Now the M.R.C.P. has fulfilled both these functions satis- 
factorily — viz., as a guide for the appointment of a registrar and 
as a guide for the appointment of a hospital physician, but 
there is a difference in the manner and degree in which it does 
so. The applicant for a registrarship will probably have been 
qualified about three years and will have taken the M.R.CJ*. 
some three or six months previously. Nobody expects him 
to be a finished physician. The electing body will view the 
M.R.C.P. exactly in the words of the committee's report — viz., 
that it signifies a “ knowledge of general medicine which justifies 
further training as a consultant.” The successful candidate 
then settles down to learn his trade. Some years later he 
applies for an appointment as hospital physician, for which 
the M.R.C.P. is essential. Applicants will not be expected to 
have passed the exa.mination three or six months previously. 
Indeed a candidate who had only done so recently would be 
questioned closely as to why he had not taken it before: on 
the contrary he will be expected to have taken it when our 
registrar did so, Hasing satisfied itself that the candidate 
passed the M.R.C.P. at the proper time, the electing body 
then scrutinizes his record during the intervening years to decide 
whether or not he has fulfilled his early promise and can be 
accepted as a trained physician, either in general medicine or 
in some specialty. It is therefore not correct to say that “ the 
examination is loo.ked on as a final test ” of a specialist : 

■■ initial ” would be more accurate. 

Here then is the answer or one answer to the question, \fho 
is to decide at the end of such training that the possessor of 


the M.R.C.P. is or is not a failed speciah'st ? The method does 
not always work fairly, but how many prospective hospital 
physicians would prefer the risk and anxiety of an examina- 
tion at this stage, even if it led to a somewhat cheapened 
F.R.C.P. ? Nor would it eliminate the inquiries of an electing 
board. 

One more point. It has been suggested that the M.R.CJ’. 
should scrap its present traditions and become an examinafion 
in special subjects. There is no cause for making any complete 
reconstruction of the examination either in this or other direc- 
tions. The last paragraph of the committee's report states that 
it recognizes that "its proposals are for funcuonal rather 
than structural change." It is right that this should be so. For 
the difficulties of the M.R.C.P. are due not to its failure but to 
its widespread success and sustained reputation. Nor is there 
any reason to believe that the present internal changes in the 
examination will lead to any alteration in its status. — I am, etc., 
London, XV.I. HeNRY TIDY. 

Trends in Medical Education 

Sir, — If the object of medical education were to train medical 
scientists and technicians, the plans for the reform of medical 
education outlined in the papers printed in the British Medical 
Journal of September 10 might produce good results. They 
will not produce good medical practitioners. 

I have selected three points for comment. First, Professor 
Amott's definition of medicine ; second, his implication that 
the non-physical aspects of medicine are superstition and 
empiricism ; and lastly his supposition that the scientific 
method is incapable of being applied to the art of medicine, 
the effective existence of which he denies. I have read his 
paper carefully, and hope I have not misunderstooo him. 

Is medicine an art ? No one denies that it is, in part, a 
science. Quoting the Concise Oxford Dictionary, Professor 
Amott defines medicine as a science and “ an art only in so 
far as the term means human skill.” On this assumption he 
outlines proposals for training scientific craftsmen. But is the 
art of medicine only a “ craft ” ? One of the alternative defini- 
tions of an art given in the C.OJJ. states that a fine art is one 
“in which mind and imagination are chiefly concerned.” Surely 
the correct description of medicine is first a fine art, secondly 
a science, and thirdly a craft. 

Abolishing “ mind and imagination " from medicine (thence 
from medical education) necessarily means that we abolish 
individual and social psychology, and much else besides these, 
from medical education. Or perhaps it means admitting them 
as a concession to “ superstition and empiricism,” those persis- 
tent vulgar fractions that mar the mathematic exactitude of the 
pure sciences. The writer of your leading article deals neatly and 
with subtle humour with this travesty of medicine when he 
svrites, “ Though psychology has made but a shy appearance 
in these articles, it lurks in every corner.” “ Shy ” is certainly 
the operative word in that sentence. Meanwhile psychology 
does not lurk in the comer of doctors' surgeries, but occupies 
more than 50?i of their working time. Doctors do not have to 
deal with the “ presailing emotional pattern of man,” but with 
persons who (it seems to me) will be extremely likely to be 
overlooked in this reformed medical education. 

Lastly, Dr. Amott implies that scientific method cannot be 
applied to the study of that part of medicine that is not science 
but superstition or empiricism. Hence I presume scientific 
method is inapplicable to clinical medicine, which is necessarily 
largely empirical. I should have supposed that the scientific 
method could be applied as conscientiously — if not as rigor- 
ously — to the art of medicine as to its science. Surely the 
difference lies not in method but in the relative proportions 
of measurable fact on the one hand and of clinical acumen 
(or insight) on the other. 1 affirm that the art of medicine 
can be practised scientifically every bit as successfully as its 
science can be practised artistically. 

I hope these new proposals for the reform of medical educa- 
tion wiU be closely scrutinized. Doctors are not yet medical 
technicians nor scientific craftsmen, but they soon will be. — 

I am, etc.. 

Lari: Hill, Worc5. 


Howard E. Collier. 
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Hypnosis in Treataent 

Sir, — ^Y our correspondent Dr. K. M. Hay (September 17, 
p. 653) has expressed some misgivings about the therapeutic 
dangers of hypnosis on the basis of the theory described in his 
letter. I hasten to reply that those of us who employ hypno- 
therapy are not fully agreed that the dissociation theory can 
explain adequately the true nature of hypnosis. .Dissociation 
does occur during hypnosis and is often facilitated by it, but 
this does not logically imply that hypnosis is merely a form of 
dissociation. For example, the variability and autonomy of 
the so-called dissociated symptoms seen during hypnosis cannot 
be accounted for by this theory any more than can the active 
and purposive participation of such symptoms in the total 
behaviour of the subject. 

Changes in personality, as demonstrated by the Rorschach 
test, have been reported by various investigators. T. R. Sarbin 
{Amcr. J. Orthopsychiat., 1939, 9, 315) stated that there was an 
increase of “ organizing energy " and the externally imposed 
Atifgaben circumscribed the response pattern to a greater extent 
than the self-imposed Aitfgaben. Other personality changes 
have been reported when difierent moods have been produced 
under hypnosis, when anxiety is made to develop, or the sub- 
ject is regressed. Such phenomena are not, as is suggested by 
Dr. Hay, indicative of a weakened personality but arc merely 
changes of personality whilst in the hypnotic state. No evidence 
exists to suggest that these changes tend to become permanent. 

Dr. Hay’s conception of hypnosis as a mental assault by the 
hypnotist upon the subject is a false one cultivated by stage 
performers and charlatans. The true role of the operator in 
hypnotherapy is rather to introduce and guide the subject 
through the hypnotic experience, when the method becomes 
a truly valuable aid to the diagnosis and cure of mental illness. 
— I am, etc., 

London, W 14 NEVILLE MURRAY. 

Sir, — D r. K. M, Hay (September 17, p. 653) in discussing 
hypnosis as a form of treatment states that a hypnotized per- 
son is depersonalized,” that his intellectual faculties are sup- 
pressed. ,ind then his mind is influenced on the feeling level 
by the hypnotist. In other words, the hypnotic subject is a 
pasMse automaton blindly responsive to the suggestions of the 
lupnotist. The hypnotized subject, as any medical man who 
practises this science will tell you, is by no means an auto- 
ni.iton ; ;i suggestion takes effect only if it is consistent with the 
I’.ilance of forces of the individual’s strivings, and his under- 
standing and elaboration of a suggestion are likewise deter- 
mined "by his own personality structure. The suggestion is 
really autosuggestion, just as there is no education but auto- 
education, since it does not matter how much an individual is 
taught if he does not learn anything. 

About a year ago I saw a girl with a cardiospasm that she 
had had for four years. The history revealed that it dated from 
the day her mother died. Under hypnosis she was told that 
she could not swallow the fact . . . that her mother died — that 
the mere thought of it stuck in her throat. It was through her 
intellectual faculties that understanding came and through the 
hypnotic power of suggestion that she was able to swallow. — 
1 am, etc., 

London. \V 1 A. P. MAGONET. 

Distinction Awards 

Sir, — W ould any advantage be gained if we were to take a 
hand and grade administrators, superintendents, and the like ? 
The waste of medical man-power might be reduced in this way. 
.Mthough an advantage, it is not always essential for a super- 
intendent to be a medical man. From time to time I have 
worked under three unqualified men who managed to unify the 
various requirements of the different hospital committees 
economically and with satisfaction to all concerned. One sees 
medical men in their prime superintending and inspecting 
ho'.piials, planning, etc., when they could be better employed 
working at medicine or surgery, in which subjects they have 
long been trained. The extra cost to the country must be 


considerable. Administrative work could well be left to older 
members. From long experience of the manner of it they might 
be glad to have a less strenuous and more regular and com- 
placent mode of life during their declining years than they had 
when practising their profession. — I am, etc., 

London, W.l. G. H. COLT. 


' A New Neonatal Syndrome 

Sir, — It was with much interest that we read the article of 
Mr. W. G. Mills on a new neonatal syndrome (August 27, 
p. 464), and we would like to record, the following case seen 
recently and which appears to be identical with the eight cases 
in his article : 

Male child, bom June 9, 1949, by caesarean section on account 
of placenta praevia. At birth there was some respiratory distress, 
and nikethamide was injected into the umbilical cord. 

On June 10 “ bruising ” of the left buttock and perineum was 
noticed. 

On June 13, on the left buttock there was a network of small 
superficial vessels and some large deep ones. The movements of 
the left leg were weak, and there was slight oedema of the left foot, 
which was not being moved spontaneously. 

On June 17 the condition of the buttock was subsiding, and it 
appeared as it thrombosis was taking place. There was still con- 
siderable weakness of extension of the left knee and dorsitlexion 
of the ankle. The general condition was always excellent, and the 
buttock became normal. At the time of writing the left leg is much 
improved following orthopaedic treatment in a plaster. ,. 

The condilion of the buttock was almost identical in size and 
shape with that shown in Mr. Mills’s photograph. 

There was in this case the common factor of an umbilical 
cord injection, and it appears to us that ’the postulation of 
intra-arterial injection of a drug leading to thrombosis is the 
probable aetiological factor. A puzzling feature of the condi- 
tion is that it has only recently .been described although many 
thousands of injections into the cord must have been given, 
with the risk of intra-arterial injection. It would be interesting 
to know if the condition has occurred with lobeline alone. 
If nikethamide is the only drug concerned, has its chemical 
formula been changed recently ? — We are, etc., 

(Crystal Bates. 

Nouinetiam. A. P. M. PAGE. 

Transfusion in Domiciliary Midwifery 

Sir, — have read with interest the controversy, arising.out of 
the letter of Dr. C. T. H. Whiteside (June 4, p. 100^ on the 
use of dried plasma in retained placenta. The following.ques- 
tions arise: (1) What is the maximum time during which- a 
placenta may be left in the womb ? (2) In a case of retained 
placenta with profound shock, what would be the ideal pro- 
cedure to adopt — remove the placenta and then treat the patient 
for shock, or the reverse ? (3) Which is the ideal fluid for intra- 
venous transfusion in such cases — whole blood, blood plasma, 
gelatin solution, or saline with glucose ? (4) What is the best 
anaesthetic to use for removing an adherent placenta ? 

I am in agreement with the opening sentence of Dr. H. A. 
Logan’s letter (July 23, p. 232) that “ in these days of synthetic 
medicine, diplomas, etc., it is refreshing to read some of the 
facts of life as expressed by those capable of using their powers 
of observation and confirming them with experience.” Having 
done 22 years of midwifery as domiciliary practice, and not 
possessing anything better to transfuse than normal saline with 
glucose for an emergency, my working procedure in cases of 
retained placenta has been as follows. If I am on the spot when 
the second stage of labour is over and the placenta does not 
deliver itself in one hour, I remove it under soluble thio- 
pentone. If, however, the retention is attended with more 
bleeding than 1 feel happy about, the period of waiting is less, 
depending on the amount of blood lost and the contractility 
of the uterus. 

The difficult problem is the woman about whom a call is SMt after 
the placenm has failed to deliver, and who is therefore seen in vaij 
ing degrees of shock or collapse. 1 can look back on eight su™ 
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crises, the last of which proved fatal. She was a third para in 
nornial health, despite so much malaria in this Protectorate. As a 
pnmipara her confinement took place in a normal way in my surgery. 
The second labour was so uneventful that no help was taken. Her 
third delivery was at 1 pan. on July 17, 1949. At 3.45 pan. the 
placenta had not delivered, though the attending African qualified 
midwife had made some attempts to deliver it. I was therefore sent 
for, and, the place being 20 miles (32 km.) away, I reached there at 
5 p.m. No pulse could be felt at the wrist. She was restless, fully 
conscious, and e.xtremcly amvious about herself. She had been in 
labour for the best part of three dajs ; and “ after much suffering ** 
she had brought forth the baby. Much blood had been lost, but her 
condition was one of " obstetric shock ” from retained placenta and 
atternpts made for its removal. The uterus was alternately con- 
tracting and rela-ving. Tlie following injections were given : (I) intra- 
venous ergometrine ; (2) adrenal corte.e ; P) later, coraminc ; (4) intra- 
venous saline with glucose, 1 pint (570 ml.). 

At 5 JO p.m. the pulse could be counted at the wrist, and the uterus 
was well contraaed. At 5 JO the uterus began to relajt and bleeding 
started once again. At 6 the pulse was flickering. A quick decision 
had to be made. With a mim'mum of ether given by the open method 
by the assistant I used a half-elbow-length rubber glove and delivered 
the placenta. The placenta had been firmly adherent in one part of it ; 
and it was some satisfaction to know that it would never have 
delivered itself. When I withdrew the hand there was hardly a pulse 
at the wrist. At 6J0 the lady died. 

In a paper read at a medical conference held in Nairobi in 
February, 1949, on domicib'ary midwifery practice in Uganda 
I made the following three important points about a retained 
placenta: (1) Credi’s method, as taught, learnt, and practised in 
many places is attended with much danger; (2) it is wise to 
restore the shocked condition of the patient before doing 
manual removal ; and (3) wiser still to use an anaesthetic for 
manual removal. 

I wish to make another point. Those urgent cases in which 
manual removal without an anaesthetic is done, and succeeds 
without killing the patient, are the ones in which atonic reten- 
tion of the afterbi^ with a smart haemorrhage is the pre- 
dominant factor. -There has been no time in such cases for 
shock to supervene, for the simple reason that before this event 
happened the woman died of haemorrhage, or some bold per- 
son timely extracted the placenta without anaesthetic and saved 
a life. In one of my cases a lay, elderly woman did this heroic 
act before my arrival ; I am not sure if she had washed her 
hands for the operation. The patient lived. — I am, etc., 

fness. Usssda. P* S. SaN.SDE. 


Poliomyelitis 

Sm, — Now that it is the poliomyeUtis season in this country 
I thought it would be of interest to describe my experiences 
in Ceylon during June, July, and August last year. 

I was the medical officer to R.A.F. station, Negombo, which 
contained a total European population of about 750, including 
families. The station was 20 miles (32 km.) from Colombo 
and situated in a coconut plantation. 

During this period several cases of paralytic poliomyelitis 
were admitted to B.M.H, Colombo from Army units in and 
around Colombo. Colombo was put out of hounds to our 
personnel, except on important duty. 

At Negombo I saw a high proportion of cases of pyrexia 
in the younger Service personnel and children at this time. The 
clinical picture was as follows. The patient complained of 
headache, backache, slight diarrhoea, and a general feeling of 
weakness. - The headache was severe, but not unbearable as in 
typhoid, and the weakness more than would be expected for 
the temperature, which was not usually high in spite of the 
climate. On examination, the physical signs were not con- 
vincing. Nystagmus was not found, hut a doubtful neck 
rigidity was common. Most cases showed photophobia. 

AH patients were kept under observation in bed and not 
allowed up until their pyrexia had settled for at least 48 hours, 
provided that they were also symptom-free. 

As far as I can remember I sent at least three refractory 
patients to B.M.H. Colombo, aU of whom had a raised pro- 
tein in the C.S.F. and all of whom settled eventually without 
paralyses. 


Unfortunately, I myself developed headache, backache, and 
slight diarrhoea, and it was natural to conclude that it was 
psychological in origin ; however, I retired to bed and stayed 
there. The feeling of weakness was most marked, especially 
in the legs, and somehow my jnind seemed dull; but interest 
in poliomyelitis was sufficient for me to go right through the 
numbers of the British Medical Journal covering the 1947 
epidemic in England. About five nights after the onset I woke 
Up with the most terrific pain I have ever experienced, in my 
left shoulder. It was impossible to localize it exactly, and I 
could not relieve it by movement or position. It was so bad 
that I resorted to walking about the room, althouch I Imew 
it was WTong. Morphine i gr. (16 mg.) bad no effect, and I 
slept after a further half grain. The next morning the pain 
had gone, except when I moved the shoulder. It took about 
ten days to regain full painless movement, and about a month 
later my supraspinatus and infraspinatus had wasted com- 
pletely on the left side. There has been no recovery in these 
muscles, and apart from sh'ght weakness I do not notice any 
limitation of function. 

This letter has been written from memorj’, and the lack of 
detail is regretted, but it is felt that the majority of my cases 
were non-paralytic poliomyelitis. 

The measures taken to restrict the disease were simply to 
tighten up on camp hygiene and especially fly control. Where 
there was a case in a family the parents were asked to restrict 
mixing wnTh other families, but few parents were told the pos- 
sible nature of the disease. It was felt that the disease was 
obviously so widespread that rest and observation of all fevers 
were more important than rigorous restrictive measures which 
would only cause unnecessaiy panic. — I am, etc., 

Ashford. Middlcsct. h** G- NfCHOLSO.V. 


Poliomyelitis Vaccination 


Sir. — As a mere medical student I hesitate to write this letter, 
and hope that in doing so I am not simply revealing a lack 
of fundamental knowledge. 

I am at a loss to understand why the lead given not so long 
ago by Jenner and Pasteur in the modification or attenuation 
of a virus, so that it may be used for vaccination purposes, has 
not been followed in the case of other virus diseases, notably 
poliomyelitis. Surely did not Pasteur attenuate the rabies virus 
by drying the cord of animals suffering from the disease, having 
first elevated the virulence to the maximum possible level, and 
by injecting such dried cords of gradually increasing virulence 
so produce immunity ? Could not a similar process be utilized 
in producing poliomyelitis immunity, which if successful, and 
if employed on the scale now used against smallpox, would 
remove this scourge from our midst ? — I am, etc.. 


Hatch End. Midd/csex. 


M. H. F. Johnson. 


Gmsitationa] Ulcers of the Leg 

Sm, — ^The recent correspondence following Dr. S. T. Anning's 
valuable article (August 27, p. 458) prompts me to mention one 
point in connexion with chronic or recurrent gravitational ulcers 
which has received little attention. It is that ffiese patients 
commonly have a partial ankylosis of the ankle-joinC particu- 
larly if the ulcers are in the region of the ankle. This occurs 
so frequently that it is uncommon to find a full range of move- 
ment of the joint in patients who have such an ulcer of any 
chronicity. The ankylosis probably results from a number of 
factors. The ankle may be held rigid to avoid pain in the aoite 
stages, or sometimes a patient is kept in bed for long periods 
with the leg held relauvely immobile. The chrome oedema 
may play a part, and finally the wearing of paste bandages 
immobilizes the ankle-joint, often for many months. 

The main cause of gravitational ulcers is generally suggested 
to be the devitalization of the skin by the chronic venous 
insufficiency and subsequent oedema. Ankylosis of the ankle 
obviously impairs the circulation, and the aid to venous return 
from muscular contraction is diminished. It is therefore 
apparent that such an ankylosis will augment the essential 
conditions responsible for the ulceration. 
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In many cases this ankylosis can be avoided by suitable foot 
and ankle exercises, preferably taught, and in some cases super- 
vised, by a physiotherapist. Obviously, common sense is 
required in avoiding friction of the ulcer against bandages, 
etc., and in the initial stages the exercises should not be vigor- 
ous. With patients lying in bed regular exercises may also play 
a part in improving the circulation, and so accelerate healing. 
Paste and supportive bandages have a very important place in 
the treatment of gravitational ulcers and are used extensively. 
However, it must be weighed against the undoubted value of 
these measures that a degree of ankylosis with its attendant 
disadvantages will be more likely to occur following their 
prolonged use. — I am, etc., 

Bristol. 8. Robert P. Warin. 

Essential Hypertension in Pregnancy 

StR, — Professor J. Trueta’s misrepresentation of my view 
(September 17, p. 650) is due either to a misapprehension or 
to other causes. He attributes to me the opinion that anuria 
“ is not the result of a decreased intrarenal blood flow, but on 
the contrary that it is due to an increased blood flow to the 
renal medulla, which maintains ' the ‘ obstruction ’ of the 
uriniferous tubules ” — as though I supposed an increased 
blood flow to and through the medulla is primary. Had Pro- 
fessor Trueta read my paper on eclampsia and its lesion 
(J. Obstet. Gynaec. Brit. Emp., 1929, 36, 341) — not mentioned 
in the 16 pages of the bibliography of his book — ^he would have 
found that I hold a very different picture. — I am, etc., 

Rugby. R- H. PARAMORE. 

Parturition after Pneumonectomy 

Sir, — A s we cannot find in the literature any other case of 
a woman going to full term and parturition after a total 
pneumonectomy, we thought that it may be worth while to 
have the following case on record. 

The patient is a 23-year-oId primipara in good general condition 
(weight 8 St. 2 lb. — 51.3 kg.). In 1942 Mr. T. Holmes Scllors per- 
formed a left pneumonectomy for gross bronchiectasis. In August, 
'‘^48, I he patient became pregnant, and apart from slight oedema of 
'he fret at the end of the day the pregnancy was uneventful. She 
•uii; lino labour in the early hours of May 3, 1949; the cervix was 
fi.l'v dilated by the evening of the 5th, but, as the patient was 
I mI 'e to push, medical aid was sought. She was delivered under 
>hloroform anaesthesia by a high forceps manoeuvre, preceded by 
■m cpisiotomy. The episiotomy was repaired immediately after 
delivery. The child, a male weighing 6 lb. 3 oz. (2.8 kg.), was very 
shocked at first but recovered quickly on clearing the air passages. 

— We are, etc., p Kellerman. 

Colchester. R. Sauvan SMrra. 


Memorial to Charles John Bond 

Sir, — In the letter from Dr. Joan B. .^yaIker and Mr. N. I. 
Spriggs (September 17, p. 655) referring to the fund which is 
being raised in Leicester to provide a memorial to the late Mr. 
C. J. Bond no reference is made to what was undoubtedly one 
of his great interests in the later years of his life — the question 
of voluntary euthanasia. He took a leading part in the forma- 
tion of the Voluntary Euthanasia Legalization Society, and was 
the first chairman of its executive committee, a position he held 
until his death. It was at his personal invitation that the late 
Lord Moynihan became the first president of the new society, 
and doubtless it was largely due to the great prestige attaching 
to Bond’s and Moynihan’s names that the society' made the 
rapid progress it did in securing the adherence and support of 
so many other distinguished members of the medical profession. 

No review of Bond’s life and work would be complete which 
did not include a reference to this aspect, and it is possible that 
in the years to come the great part he played in the initiation of 
this reform will be what he will be chiefly remembered and 
honoured for. — I am, etc., 

Lcl-oicr. C. KU-LICK Muxard, 

Honorary Secretary, 

Voluntary Euihanaaia Lcjalizadoo Society. 


Old Age 

Sir, — With increase in the numbers of those who have grown 
old,' there arises the question. Can anything be done about 
it ? If the majority of these had grown wiser, and kinder, 
and less' selfish, one would not mind so much. But so manv 
apparently live only for themselves. Daughters, and even sons, 
are kept at home to minister to the old people’s wants, and 
these offspring are often prevented from marrying. I wonder, 
do they ever ask themselves, “ What use am I in the world ? ” 

The resources of the public, or private persons, have often 
to be expended on them ; they take up the time and labour of 
many; they consume food, and occupy space that is badly 
needed for the younger. 'Why encumber they the ground ? 
Segregation may be one remedy, or, more brutally, they might 
be induced to agree, to voluntary euthanasia. But I doubt- 
even if it were allowed — that many would agree to this. What, 
Sir, is your suggestion ? — I am, etc., 

Ponsmouth. J. RuSHWORTH LuND. 

■ ' Syringes ■ 

Sir, — I regret that my letter on the advantages of the Luer 
syringe fitting (August 13, p. 387) has led to a little misunder- 
standing. The type of fitting which I have found so useful in 
ophthalmic surgery (as it enables the injection to be made with 
one hand whilst withdrawing the needle, and without any risk 
of leakage) is the Luer-Lok fitting. AJfter correspondence, I 
find that this is not yet available in this country, though it may 
become available in the next year or so. I hope that the 
production of this type of bayonet-joint fitting for hypodermic 
syringes will be accelerated, as it has great advantages for 
ophthalmic surgery and is even less likely to be obtainable 
from America now than it was. — I am, etc., 

Leeds, 1. John Foster. 

Local Analgesia 

Sir, — In the Journal of July 16 (p. 139) there appears a review 
of the book A Surgeon’s Guide to Local Anaesthesia. But why, 
oh why, do you have it reviewed by a specialist anaesthetist ? 
The result is just what one would expect-r-namely, a half- 
hearted, brief, non-committal statement which does scant justice 
to the book. It may interest your readers to learn that this 
book has now reached its third edition, though the two previous 
editions appeared in Australia only, where they were issued by 
the author in typescript form owing to wartime difficulty in 
publishing. The volume is intended to be a guide not only for 
the practising surgeon but for all who have perforce to do 
operative ivork where trained assistance is not available, per- 
haps in villages far in the country, and who want to learn safe 
methods that will work and will not fail. 

I may say that I am writing this letter because to-day I was 
proposing to perform an operation for . haemorrhoids using 
^ caudal analgesia, but having read Mr. C. E. Corlette’s strictures 
' upon this somewhat dangerous method of local analgesia 1 
decided to employ the ordinary infiltration method around 
the anal canal, using 1% procaine with adrenaline solution, 
2i minims to the ounce (0.53 ml. per 100 ml.), and all went 
well. The point that Mr. Corlette brings out in his book is 
that the infiltration method is a safe method, whereas the 
caudal injection is unsafe; it has led to deaths, as can' be 
found in the literature if one takes the trouble to look it up. 
It is highly probable that a professional anaesthetist does not 
look with any favour upon a book which shows surgeons how 
to perform operations safely and reliably, and without troubling 
the general anaesthetist at all. 

The main theme of the book is the author’s unique pre- 
medication system, which puts the patient in a state of quiet 
relaxation, physically and mentally, and this enables operations 
to be performed without producing any 'mental or nervous 
strain. The patient either dozes off to sleep, or remains quiet 
and calm but awake. I have used his method in hundreds of 
cases, and with great success. Altogether the book is the most 
complete practical guide that exists at the present time, and the 
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mint-flavoured and designed to maintain the 
potency of the medicament. 


When chewed slowly it provides an efifectivo 
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in the treatment of Vincent’s infection, tonsillitis and 
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200 illustrations make it a pleasure to read. WTiat is most valu- 
able is that the author assumes responsibility for every method 
that he recommends ; he has tested all his methods thoroughly, 
and he speaks from the standpoint of an immense e.xperience 
of surgery under local analgesia. Furthermore, general practi- 
tioners who look into this book will find in it much which they 
can put to use in their daily work. — I am, etc., 

Dunedin. N.E. ROUSND.A. H. FULTOS. 


Penicillin in Eracrgency 

Sir. — The extreme value of penicillin in an acute medical 
emergency due to a penicillin-sensitive organism is illustrated 
by the following case. 

At 2 p.m, I was simunoned to a man aged 81 by his daughter, 
who stated that her father had developed a shivering attack during 
the morning and now she did not like the look of him. On arriral, 
the p.-iiient was delirious. and restless, trying to sit up in bed. 
Temperature 1W.5° F. (40.25" C.), pulse 100, respirations 40. Patient 
was obliWous of his surroundings and diflicult to e.xamine, and 
there were few physical signs. A provisional diagnosis of septicaenu'e 
pneumonia was made. 500,000 units of penidllin were injeaed intra- 
muicularly. At 4.30 p.m. the patient was rational, knew his fatra'Iy 
.and myself. Temperature 100.5' F. (38.5" C.). Sulph.ithituioIe, I g. 
4-houriy, by mouth. At 7.30 p.m. the patient was much improved. 
Temperature 99" F. (37.2' C.), pulse 80. 100,000 units penicillin. 

The next morning the pau'ent was quite recovered, but somewhat 
weak. Temperature 97^* F. (36J5" C.), pulse 70, respirations 16. 
Xo abnormal physical signs in lungs or elsewhere. 

—I am, etc., 

Lc.sti'Ca.Sea. ThoMAS ReeS. / 

Antiseptics for Minor Dressings 
Sm. — ^With reference to the answer to the question on anti- 
septics for minor dressings C'Any Questions 7 ” September 17. 
p. 661), 1 should like to take your anonymous authority to task 
for advising the use of proflavine sulphathiazole powder for 
application to the wounds from minor accidents. I have pointed 
out previously the dangers of this preparation.' Although the 
incidence of sulphonamide dermatitis due to its local applica- 
tion is not very high in this country, it is an avoidable risk, as 
sulphonamide is not an’ essential wound dressing. Sulphon- 
amide dermatitis, particularly the light-sensitive variety, is such 
a distressing dermatosis that it should be avoided at all costs. 

Acriflavine and proflavine have the property of increasing 
the severity of sulphonamide dermatitis, and Russell and Beck' 
showed that proflavine and sulphonamide mixtures were 
more lethal to tissues than either substance singly. There is, 
therefore, even more reason for avoiding proflavine and 
sulphathiazole mixtures. 

As I am afraid that this is so far purely destructive criticism 
I would like to advise that antiseptics should be avoided as 
much as possible. The trauma unit at the Royal Infirmary, 
Sheffield, now uses only “ cetavlon ” and spirit as pre-operation 
preparations, and saline and tulle gras as local applications, and 
there has been a considerable drop in the incidence of contact 
dermatitis in wounds without noticeable increase in wound 
sepsis. One still sees, however, a regular supply of cases of 
sulphonamide dermatitis from those enthusiastic house-surgeons 
who forget that penicillin powder is 99% sulphathiazole. — 
I am, etc., 

Sheffield. I- B- Sneddon. 
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Myxoedematous Madness 

Sir, — I feel I would like to state my opinion that Dr. R. 
Asher’s paper on this subject (September 10, p. 555) is an 
exceedingly valuable clinical contribution, the importance of 
which is in no way minimized by the qualifications put forward 
(September 24) by Drs. E. B. Davies (p. 706) and J. Douglas 
Robertson (p, 707). Dr. Davies wishes to emphasize that where 
a psychosis is associated with myxoedema or another endocrino- 


pathy' it is not necessarily the result of the endocrine disturb- 
ance. This will be readily agreed to, and I do not think that 
Dr. Asher’s article or your annotation intended to indicate 
otherwise. 

However, changes in behaviour pattern, psychoneuroses, and 
psychosK are not infrequently associated with a major endo- 
crine disturbance — e.g., thyrotoxicosis, myxoedema, adreno- 
genital syndrome, Cushing’s syndrome, Addison’s disease, 
Simmonds's disease, and hypoparathyroidism. When the cure 
of these disorders or correction of the resulting metabolic dis- 
orders is achieved by substitution therapy, operation, or radia- 
tion and, following this, the psychoses, etc., disappear, it would 
seem justifiable to conclude that the endocrinopathy was the 
immediate cause of the psychoses, the psychoneuroses, or the 
altered behaviour pattern. This view would not be vitiated by 
the fact that the psychosis, for example, associated with ait 
endocrine disorder varied in its character and was not constant, 
because the pattern of the psychotic disorder might tvell be 
determined by genetic factors. 

I have been particularly impressed by the change in behaviour 
pattern in patients with hypopituitarism following pregnancy 
(Simmonds’s disease). Whereas hypoglycaemia is an important 
factor it does not appear to be the sole or constant factor in 
causing such changes. Of a series of such cases, I have in 
mind in particular one woman who was a loving wife and 
mother and who, after the onset of the disease, ceased to 
have the slightest interest in the well-being of the children 
or husband, in her own clothes, or in the cleanliness of the 
household, whieh deteriorated dramatically. I also recall a 
woman with Addison's disease whose relatives wTote me after 
she had been correctly diagnosed and treated that they were 
deeply grateful for the change in her behaviour and outlook 
in the home and the return of her normal, kindly, and interested 
nature. I can haVdIy consider these features, as well as the 
major psychoses, chance coinddences. 

On the other side of the picture, and in support of Dr. Davies’s 
views, the number of cases one is asked to see of mental 
disturbances, mental retardations, and deh'nquencies which 
have been thought without justification to be of endocrine 
origin is surprising, although an awareness of the possibility 
should not be discouraged. Considerable interest has recently 
been aroused in the general well-being and euphoria produced 
in patients with rheumatoid arthritis by the use of the pituitary 
adrenocorticotropic hormone and, on similar lines, by the find- 
ing of an increased secretion of adrenocorticotropic hormone 
after electroconvulsive therapy. It would be prudent, I think, 
to await further eluridation before becoming excessively enthusi- 
astic about the application of these discoveries to the therapy 
of psychoses not associated with major endocrine disorders. 

As regards the basal metaboUsm in mjesoedema, my experi- 
ence coincides with that of Dr. Douglas Robertson, and I 
intimated to Dr. Asher, when he kindly asked me to consider 
his findings, that uncomplicated myxoedema was usually, if not 
invariably, associated with a decreased B.M.R. — I am, etc., 

Loadan, W.I. S. LEONARD SlXIPSON. 

Sir. — T he article by Dr. R. Asher (September 10, p. 555) 
should lead to the more frequent recognition of “ mj’xoedema 
madness,” but in the patient whose condition deteriorates when 
thyroid extract is administered it should be recognized that it 
may be dangerous to persist in this form of treatment, as the 
following short case history displays. 

A woman of 58 was admitted to hospital under my care in January, 
1949, suffering from confusion and delusions; she appeared to be an 
obvious case of myxoedema. Treatment srilh thjToid was com- 
menced (30 mg. thrice daily), but as her confusion increased the dose 
was doubled. She then became violent and maniacal, refusing to take 
anything by mouth. This violence alternated with almost complete 
collapse, when she seemed on the verge of death. 

This combination of symptoms suggested that she might be a case 
of Simmonds’s disease, and treatment with testosterone-propionate 
and desoxycorticosterone was commenced immediately. The 
improvement was dramatic, and within a few hours she w-as demand- 
ing food. Her condiuon steadily improved from that date, and her 
mentality is now almost normal. Her electrocardiograph taken before 
treatment commenced showed characteristic inversion of the T waves 



760 Oct. 1, 1949 


CORRESPONDENCE 


, . British 
Medicai. Joihlvu 


in the limb leads, which after treatment (except in lead III) .have 
returned to normal. She continues on treatment with testosterone- 
propionate, but the desoxycorticosterone has been discontinued. 
Subsequent administration of thyroid has had no beneficial or harm- 
ful effect. Her general appearance is still that of myxoedema. 

My recognition of this condition was due to an article by 
A. C. Crooke, clinical endocrinologist. United Birmingham 
Hospitals {Practitioner, 1948, 161, 298). — I am, etc., 

Maidstone. RONALD LaSS. 


POINTS FROftI LETTERS 

Antihistamine Drugs in General Practice 

Dr. Sidney G. Hamilton (Woolacombe, N. Devon) writes: There 
liave been many opportunities this summer of trying the new anti- 
histamine drugs in general practice. ... To be effective, it seems 
that they should be used early in the treatment. The following two 
cases are illustrative. (1) After eating strawberries in June a woman 
of 49 developed an urticarial rash on the face, neck, and right fore- 
arm. She treated this with a proprietary cream. She first sought 
advice two months later. Pyranisamine .maleate tablets and cream 
were prescribed. The irritation was relieved, but the rash showed 
little improvement. (2) A boy aged 9 was stung by a wasp on the 
ankle. He had already developed severe symptoms when he was 
seen 20 minutes later. There was a widespread urticarial rash of the 
face, body, arms, and thighs. The eyelids and face were swollen; 
the voice was hoarse, the vision blurred, and he was suffering from 
violent skin irritation. He’ was treated with pyranisamine maleate. 
One ml. of a 2.5% solution was given very slowly intravenously, 
and I ml. subcutaneously. He was also given 0.025 g. of a 
phenacctin and codeine compound by mouth in order to prolong 
the action of the drug. The itching of the skin stopped instantly 
the injection was started, and during the following hdlf-hour the 
rash and swelling ffaded gradually. The only abnormal reaction was 
that of slight nausea. He was seen again four hours later, when he 
appeared almost normal, though some oedema ^^nd rash could still 
be detected. 

Adrenaline in Dysmenorrhoca 

Dr. Harry R. Lillie (Montreal, Canada) writes : My attention has 
recently been called by Dr. Cluny Maepherson, of St. John’s, New- 
foundland, to the use of adrenaline intramuscularly in cases of severe 
dysmenorrhoca. Ho has already published his findings under the 
heading “Pelvic Allergy” in the Canadian Medical Association 
Journal (1949, 60, 54). Following the case of one young girl to whom 
Dr. Maepherson had had to give morphine (gr. i = 32 mg.) and atro- 
pine hypodermically before relief was obtained, he recalled having 
heard a speaker at the St. John's Clinical Society in 1937 refer to 
certain cases of dysmcnorrhoea as due to pelvic allergy, and he 
icasoned that such should respond to adrenaline as in asthma. His use 
of 1 ml. of 1 : 1,000 adrenaline chloride with this girl was dramatic. 
She had complete relief in ten minutes, with no recurrence for 
six months, when again adrenaline was just as effective. He has 
had uniformly good results in all cases of severe dysmcnorrhoea since 
then, and in severe cases has had some success with “ benadtyl.” 
Shortly after hearing this I had opportunities of testing Dr. 
Maepherson's recommendations on three of my own patients wjth 
acute dysmcnorrhoea. One was a young married girl of 26 with 
an acute retroversion and flexion, and the other two were slightly 
older women with no malformation. Only the lest of the three 
suffered from constipation as a contributory factor in the trouble. 
The results have borne out to the full what Dr. Maepherson found. 

Medicine in the Popular Press 

Dr. J. H. L.kNKESTER (O.xted, Surrey) wTites: It is irritating to find 
that patients who read magazines such as Readers Digest, Time, or 
Life have advance, if uncritical, knowledge of new remedies. I 
would suggest that a regular section of the Journal, under an appro- 
priate title, should be devoted to a review of such press claim's. 'This 
is sometimes done already (c.g., April 2, p. 599, para. 1 of Medical 
News'), hut with insufficient prominence or regularity. This section 
of the Journal could also be used for a preview of new drugs or 
promising lines of research. Critical appraisement can follow later, 
hut the first knowledge of new things should reach us through the 
medical rather than the popular press. 

Public House Hjgicne 

D.'. A. Philip Dk-sper (Rom.ford, Esse.x) writes: Can any_ action 
be taken to improve the hygiene, or rather lack of it, in licensed 
houses 7 The present system of dipping used glasses into a pail or 
other receptacle of already grossly contaminated water would appear 
to serse no useful purpose, in fact quite the reverse. 


Obituary 


J. TYLOR FOX, M.D., D.P.M. 

Dr. J. Tylor Fox, who died on September 20 at the age of 
64, was an authority on epilepsy. A son of the late Dr, 
Kingston Fox, he belonged to the sixth generation of a 
family of Quaker doctors. 

Joseph Tylor Fox was educated at Bootham, the City of 
London School, Sidney Sussex College, Cambridge, and the 
London Hospital, where he won the James Anderson Prize 
for clinical medicine. - He qualified in 1910 and graduated 
M.B., B.Ch. in the following year. In 1916, accompanied 
by his wife, he went to Russia as chief medical officer of 
the Friends’ War Relief Expedition. He became medical 
superintendent of the Lingfield Epileptic Colony in 1918, and 
two years later he proceeded M.D., going on to take the 
D.P.M. in 1921. During his twenty-eight years as medical 
superintendent of the Lingfield Epileptic (Colony many 
extensions were made and four new homes were built, the 
number of patients and staff there increasing to 600. He 
knew and took a personal interest in each individual under 
his care, and he early appreciated the crippling social 
handicaps borne by epileptics. 

In 1930 Dr. Tylor Fox became chairman of the new 
Permanent Committee on Epilepsy, a body formed mainly 
to obtain statistical data about epileptics. He then went for 
a three-months tour of institutions in Europe, seeking 
information and preparing the ground for the resuscitation 
of the International League against Epilepsy which had 
lapsed during the 1914-18 war. The International Neuro- 
logical Congress in London in July, 1935, commemorated 
the hundredth anniversary of the birth of Hughlings Jack- 
son. It was particularly appropriate, therefore, that, mainly 
due to the energy of Dr. Tylor Fox, over thirty doctors 
attending the congress from fifteen different countries 
should visit Lingfield and bring the International League 
against Epilepsy into being again. Dr. William G. Lennox 
(U.S.A.) was made president ; Dr. Schour (Denmark) and 
Dr. Muskens (Holland) secretaries ; and Dr. Tylor Fox was 
treasurer. Later Dr. Fox persuaded the then Central 
Association for Mental Welfare, now the National Associa- 
tion for Mental Health, to form a special committee on 
epilepsy to help epileptics in the community. Dr. Tylor 
Fox became chairman of this committee and continued in 
that office until his death. 

Dr. Fox retired from Lingfield in 1946, having seen the 
colony through the war years. Although in poor health, 
he then devoted much time to a campaign for greater under- 
standing and sympathy towards epileptics. He wrote 
articles on this theme for both medical and lay publications. 
Among his articles on the clinical aspects of epilepsy was 
“ Rhythm in Epilepsy,” written in collaboration with Dr. 
Gwenvron Griffiths. This was a survey of the incidence of 
fits in a group of epileptics over a long period. 

Dr. Fox married Elsie, daughter of the late Edwin Gilbert, 
and she survives him with two sons and a daughter ; both 
sons are following in the family medical tradition. ' 

Dr. Denis Williams writes : Although Tylor Fox will be 
remembered with deep affection by thousands of epileptic 
patients, he will have influenced the lives of rnany more to 
whom he was quite unknown. He was in the long line of 
English social reformers, and like so many of them he was 
quiet and retiring, only expressing himself under the 
stimulus of other people’s needs. He was'first of all a 
personal physician, who in the Lingfield colony had an 
e.xperience of the medical and social treatment of epilepsy 


Oct. 


19-i9 


OBITUARY 


FxmsH 

Medical Journal 


761 


which cannot have been surpassed. It happened that his 
work there covered the years of therapeutic advance, when 
the barbiturates and then the hydanfoins became widely 
used. In that time, too, the electroencephalogram began 
to throw light on an obscure disease. As each new piece 
of knowledge appeared he sought it out and applied it. 
Although he was an expert in this field he did not write 
much, for he was too reticent, but his opinion, sought 
personally, was careful and experienced. Perhaps it was 
more than reticence that limited his WTitings ; perhaps it 
was that Tylor Fox was more concerned for people with 
epilepsy than for epilepsy. In the social care of his patients 
he was both eloquent and active, and that activity went far 
beyond his o\yn colony. Although he had retired from 
Lingfield, when he died he was president of the British 
branch of the International League against Epilepsy, and 
chairman of the epilepsy committee of the Association for 
Mental Health, as well as chairman of the Lebanon Hospital 
in Beirut, like his uncle before him. Through these bodies 
*’e continued his work, but he still did much by personal 
contact and persuasion. He was always concerned with 
problems of education, of emplojment, and of public 
enlightenment for the good of the epileptic. When he was 
absent from the recent meetings in Paris there were 
inquiries about his welfare and work from those interested 
in epilepsy in many of the countries of Europe and of the 
States of America. His work has made him very widely 
known. 

.Dr. Denis G. Kennedy writes; When Dr. Fox handed 
over Lingfield Epileptic Colony to me in the summer of 
1946 be was a very tired man. The running of the colony 
during the war years, perhaps more than any other similar 
institution, had been a work of extraordinary difficulty. 
Dr. Fox had two great interests in life — namely, his clinical 
work and his social work on behalf of epileptics — and during 
his later years at Lingfield he had found the administrative 
duties of his post take a heavier and heaWer toll of his time 
and energies. He was, I think, glad to hand over his 
administrative work, and looked forward keenly to devoting 
the whole of his time to what had become his main interest 
— the removal from the public mind of prejudices concern- 
ing the epileptic. His single-mindedness in the pursuit of 
this aim, born as it was of-his keen sense of social seiwice, 
had an intensity rather strange to see in a post-war world 
of disillusion and apathy. He was a man of great tolerance 
to the frailties of human nature, and in consequence made 
many lasting friends. Up to the very last he was working 
hard in the cause he had made his own, and his tragic death 
leaves a painful void in the circle of people whose lives are 
devoted to the care of epileptics. At Lingfield Colony he 
has left a name which will be remembered with affection 
and esteem for a very long time, 

R. E. BICKERTON, D.S.O., M.B. 

Mr. Reginald Ernest Bickerton, the' well-known ophthalmic 
surgeon, died peacefully on September 13 at the age of 79, 
after two years of steadily failing health. His father was 
Thomas Bickerton, F.R.C.S.Ed., of Liverpool, and he was 
a student at Liverpool University, where he graduated 
M.B., Ch.B. in 1895. He was successively house- 
physician, house-surgeon, ophthalmic assistant, and senior 
resident medical officer at the Liverpool Royal Infirmary'. 
Later he visited . and held ophthalmic appointments in 
Berlin, "Vieima, Munich, Utrecht, and Zurich. After 
his marriage in 1S99 he settled in London and was 
appointed ophthalmic surgeon and lecturer to the “Dread- 
nought” Seamen’s Hospital, Greenwich. Mr. Bickerton 
served this hospital for 42 years, a record hardly equalled 


throughout its long history. On the advent of the National 
Health Service he received the unusual honour of being 
unanimously elected a vice-president of the hospital. 

Mr. Bickerton s\as consulting surgeon to the Hornsey 
Central Hospital, the Royal Waterloo Hospital, London, 
and the Evelina Hospital for Sick Children. The late Sir 
Arthur Pearson personally put him in charge of blinded 
soldiers and sailors at St. Dunstan’s, which post he held from 
the end of the 1914-IS war until the outbreak of the second 
world war, when the blinded ex-Servicemen were remosed 
from London. He was also ophthalmic surgeon to the 
Children's Clinic, Marylebone Road ; chairman and honor- 
ary ophthalmic surgeon to the Royal School for the Blind at 
Leatherhead ; and chairman of the Hawksley Pension Fund 
for the Blind of the professional classes. He acted as a 
medical referee for ophthalmic cases under the Workmen's 
Compensation Act, and was visiting ophthalmic surgeon to 
the Ministry of Pensions Hospital, Richmond. 

He joined the Territorial R.A.M.C. in 1909 in response 
to Lord Roberts’s urgent appeal at that time, and was pro- 
moted captain in 1912. He was mobilized in 1914, though 
os'cr age, and later with the rank of lieutenant-colonel he 
commanded the S4th (London) Field Ambulance, which 
was attached to the 28th Division, serving in the British 
E.xpeditionary and Salom’ka Forces, in the Army of the 
Black Sea, and in Belgium, Turkey, and Asia Minor. He 
was appointed A.D.M.S. of the Army of the Black Sea in 
1919 and was twice mentioned in dispatches. He had been 
awarded the D.S.O. in 1917, and he was appointed honorary 
surgeon to the King from 1927 to 1932. Since 1932 he had 
been honorary colonel of the 56th Division (1st London) 
T.A. Mr. Bickerton was responsible for a number of 
contributions to the literature of his specialty, and he was 
particularly interested in mustard gas bums affecting the 
eyes. He was honorary secretary of the Section of 
Ophthalmology' at the Annual Meeting of the B.M.A. in 
1927 and vice-president of the Section in 1938. 

Mr. Bickerton was held in great esteem by his patients 
and his colleagues, and indeed by all who came in contact 
with him. His gentle but firm behaviour, his old-world 
courtesy', and his loyalty to his friends were as impressive as 
his undoubted skill as an ophthalmic surgeon. He endeared 
himself to everyone, and his name will always be held in 
affection by his many friends and particularly by those 
blinded officers and men for whom he cared. He took 
much more than a professional interest in them, and they 
greatly appreciated his wise and generous friendly advice. 
In the same way there must be thousands of merchant sea- 
men who are grateful both for his skill and for his kindness. 

A requiem mass was held on Monday, September 19, at 
All Saints, Margaret Street, W.l, of which for some years, 
till his health failed, Mr. Bickerton had been churchwarden. 
There many representatives of the medical profession, of 
St. Dunstan’s, of the Seamen’s Hospital, and of the blind 
and staff of the Roy'al School for the Blind, and many 
others paid tribute to his memory'. 

G. C. \5TLLIAMS, O.BH., M.R.C.S., D.P.H. 

Dr. Geoffrey Commeline Williams, who was senior admin- 
istrative medical officer to the Oxford Regional Hospital 
Board, died on September 21 at the age of 57, He was bom 
at Thombury, Gloucestershire, where his father was in 
medical practice, and was educated at Clifton College, Caius 
College, Cambridge, and Bristol. In 1916 he qualified, and 
he went on to take the Bristol D.P.H. in 1921. He took the 
Cambridge M.A. degree before starting his clinical studies, 
and he was also, by incorporation in 1937, M.A-(Oxon). 
becoming a member of Brasenose College. In the 1914-18 
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war he served overseas as a captain in the R.A.M.C. For a 
short time after demobilization he filled the post of assistant 
medical officer to the Bristol City Fever Hospital and 
Sanatorium. 

Dr. Williams came to Oxford as assistant medical officer 
of health in 1921, becoming deputy M.O.H. later. In 1930 
he was appointed medical officer of health to Oxford 
County Borough Council. He was awarded the O.B.E. in 
1942 for his services to public health generally and to civil 
defence in particular. It was in October, 1947, that he 
became senior administrative medical officer to the Oxford 
Regional Hospital Board. Dr. Williams was a Fellow of 
the Society of Medical Officers of Health, a Fellow of 
the Royal Sanitary Institute, an officer of the Order of St. 
John, and county surgeon to the St. John Ambulance 
Brigade. He was formerly an examiner in public health to 
the University of Oxford, a past chairman of the Oxford 
and District Public Medical Service, and a member of the 
committee of the Nuffield Institute of Social Medicine and 
of the Council of the medical staff of the United pxford 
Hospitals. . He was also a member of the joint county 
committee of the British Red Cross Society and the Order 
of St. John. In 1936 he was vice-president of the Seetion 
of Public Health at the Annual Meeting of the B.M.A. He 
married Irene Mary Durant in 1919, and she survives him 
with one daughter. 

W.S. writes: Men like “Billy” Williams can ill be 
spared at any time, least of all in these days when so- much 
hinges on a fair and equitable administration of the new 
health services. While medical officer of health for Oxford, 
and more recently as senior administrative medical officer 
to the regional board, his faith and trust in the members 
of his staff drew forth the most profound loyalty from each 
and everyone, and he inspired the confidence of the pro- 
fession and public alike. He was a first-class administrator, 
and approached the innumerable problems much more from 
■ the human side than from the point of view of regulations 
-nd orders, if they happened to be incompatible. He was 

erhaps at his best in times of stress, when his calm and 
equable character shone forth conspicuously. His discreet 
and tactful intervention at eommittee meetings many times 
'smoothed out what might have developed into an awkward 
situation. Only his intimate friends knew how much help 
he gave to others in trouble or difficulties. Like so many 
others in both svars, he lost the opportunity of proceeding to 
higher degrees by volunteering for service in the Forces 
immediately after qualifying. Williams was a man of the 
highest integrity, and everyone with whom he came into 
contact soon recognized his quality. While medical officer 
of health for Oxford his relations with the general practi- 
tioners were particularly happy. He had few hobbies, but 
until he became absorbed in civil defence duties he enjoyed 
a round of golf, at which he was quite a fair performer. 
There was a pathetic appropriateness in the fact that he 
spent the last days of his life in the Slade Hospital, a 
modern institution for infectious diseases for the construc- 
tion and planning of which Williams was largely respon- 
sible. His death has left a feeling of intense sadness in 
many Oxford homes, and there will be deep heartache 
among tho?x who t^ye privileged to be associated with him 
in lus many MtjNiiics^To his courageous and devoted wife 
and daughter t sympathy will be extended by all 

who knew him. j 

G. J. STEFAxjOPOulo, M.D. 
ttffien a French military aeroplane landing at Pointe Noire 
o.n September 19 burst into flames, French tropical medicine 
lost one of its most distinguished exponents. Dr. G. J. 


Stefanopbulo, who was one of the eighteen people killed in 
this accident, was a chef de service at the Pasteur Institute 
in Paris. He was born in Greece in 1893 and was educated 
at the Universities of Athens and Montpellier. After 
service in the first world war he became an assistant to 
Professor Auguste Pettit, and with him did much to elucidate 
the part played by pathogenic leptospira in the causation of 
leptospirosis icterohaemorrhagica. When Noguchi claimed 
that yellow fever was due to a spirochaete Stefanopoulo's 
interests became Centred in yellow fever. As a result of his 
visits to tropical Africa he mapped out the distribution of 
. yellow fever in the French African Colonies, and in 
collaboration with British workers he was the first to point 
out the significance of monkeys in the maintenance of 
yellow fever in Africa. 

In accordance with the traditions of the Pasteur Institute 
he early focused his attention on the possibilities of 
immunization against yellow fever, and his laboratories in 
Paris have for many years been immunizing nearly 40,DOO 
persons a year. On one of his many visits to Africa he 
became infected with Loa loa, for which at the time there 
was no satisfactory treatment. Stefanopoulo was one of the 
/ first to use hetrazan not only curatively but prophylactically 
against filarial infections. At the time of his death he was 
visiting French Equatorial Africa at the request of the 
Minister for the Colonies to advise on how living conditions 
could be improved for Europeans working in the Tropics. 

During the recent war Stefanopoulo was a member of the 
resistance movement. He was n. great admirer of this 
country, where he was well known and had many friends. 
He took part this year in the discussions of the Section of 
Tropical Medicine at the Annual Meeting of the British 
Medical Association at Harrogate and read a paper on bis 
investigations on Loa loa infection. For many years before 
the second world war Stefanopoulo represented Greece at 
the meetings of the Office Internationale d’Hygi&ne Publique. 
He was a member of the Greek Academy of Medicine and 
an Officer of the -Legion of Honour. The sympathy of 
many friends in this country will be extended to his wife 
and two young children in their tragic loss. — G. M. F. 


Dr. Donald Ross, who was formerly medical superintendent 
of the Argyll and Bute mental hospital, died at Ardtannich, 
Inveraray, on August 25. Dr. Ross received his early education 
in Switzerland and at Dollar Academy, where he achieved 
distinction in his studies and in sport, winning the medal for 
modern languages in his final year. At Edinburgh University 
he graduated M.B., Ch.B. in 1908, and subsequently held 
appointments at Edinburgh Royal Infirmary, Melrose Institu- 
tion, Edinburgh Royal Asylum, and Glasgow Royal Asylum. 
He was appointed medical superintendent of the Argyll and 
Bute Mental Hospital, Lochgilphead, in 1914, and this appoint- 
ment he held until his retirement in August, 1946. Dr. Ross 
was admitted M.R.C.P.Ed. in 1928. He was a secretary of tht 
Caledonian Medical Society and a committee member of the 
Royal Medical Psychological Association, which he represented 
on several occasions at international congresses. He was a 
founder of the Campbell Clark Medal for Mental Nursing, and 
made a number of contributions to the medical literature. He 
was chairman of the Argyll Division of the British Medical 
Association in 1934 and again in 1939, Following the promise 
of earlier years he became a fluent linguist in eight languages— 
French, German, Gaelic, Remish, Italian, Arabic, Urdu, and 
Spanish. He learned Gaelic after his appointment at Lochgilp- 
head so that he could converse freely with patients who knew 
no other language. For several years he was a member of the 
executive council of An Comunn Gaidhealachd and secretary 
of Mid-Argyll Branch. He was an authority on ancient monu- 
ments, particularly those in and around Argyll, and a Fellow 
of the Society of Antiquaries. Dr. Ross was associated with 
the Territorial Army from its inception in 1908, and served as 
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a capl.ain in the 191-1'lS war and as a colonel in the recent war. 
Uelwecn the two wars he was regimental medical officer of the 
Sth .Argyll and SuthcrI.and Highlanders, and for his services was 
awarded the M.B.E. and the T.D. Throughout his life he was 
keenly interested in sport and. plas’ed rugby for Edinburgh 
University, the Melrose, Hawick, and Jedforcst clubs, and for 
the Arroy against France as wing three-quarter. WTiile a 
student he won medals for 220 yards flat races on two occa- 
sions, and in later years he was a judge of racing and heavy 
events at the Highland Gatherings at Oban and Mid-Argyll. 
It was his invariable custom before the war to walk over the 
hills alone from Lochgilphead to the Oban Games, and after 
the games he made the return journey by the same route. 
Dr. Ross was deeply interested in the welfare of the county, 
and was an elder of Lochgilphead Parish Church, a local justice 
of the peace, and a founder of Lochgilphead Ex-Servicemen’s 
Institute. He is survived by his wife, four sons, and four 
daughters. Two of his sons arc in the medical profession, 
and one of his daughters is the matron of Argyll and Bute 
Mental Hospital. — LA. A. 

Dr. Bssn. John Fr.sn-cis Jxckson-T.sylor, who died on 
August IS, had spent 38 years in general practice. He was 
a student at King’s College Hospital, and qualified in 1904. 
After some years spent in resident hospital appointments at 
the London Temperance Hospital and at Bagthorpe Infirmary, 
Nottingham, he settled in practice at Hucknall, Notts, where he 
built up a large general practice from which he retired in 1926. 
He then took a small practice in Horlcy, Surrey, intending to 
lead a quieter life. However, his qualities soon led to such 
demands for his services that it was many years before he 
was able to secure the leisure which he desired and needed. 
Dr. Jackson-Taj lor had for 20 years been ditdsional surgeon 
to the St. John Ambulance Brigade, a unit which he had largely 
helped to build up in Horley. He was for many years a member 
of the executive committee of the Reigate Division of the 
B.M.A.. and was chairman of the Division during 1935 and 
1936. He took a prominent .part in the discussions preceding 
the present National Health Act and did not conceal his doubts 
about the w-isdom of that measure, an opinion with which 
many of his past opponents now agree. He was a man of 
shrewd insight and clinical ability, with an equable mind and 
a kindly disposition. Never did these qualities show to better 
advantage than at the time during which he well knew what 
lay before him. A large circle of friends, colleagues, and 
patients bas e learned of his passing with deep regret. — K. W. 

Dr. WtuLUM Stewart, of Denton, died at his home there 
on September 3. He was one of the best-known practitioners 
in the district and had always taken an active part in local 
affairs. William Stewart was bom in Ireland, and graduated 
at Queen’s College, Belfast, in 1887. As a student he won the 
prize in surgery in 1886. He was at Longton, Staffs, as a 
iocumtenent for a short time and later at Salford. Then in 
ISS8 he settled in Denton and was in general practice there 
for 57 years. Dr. Stewart's association with the St. John Ambu- 
lance Brigade began as long ago as 1903. He lectured to both 
the ambulance and nursing divisions for many years, and he 
was promoted a Commander of the Order of St. John of 
Jerusalem in 1932. During the 1914-18 war he was in charge 
of the Denton Red Cross Hospital, and in September, 1939, he 
was appointed honorary medical officer for the Denton first-aid 
post. Dr. Stewart was honoured in 1944 with the insignia of 
Knight of Grace of the Venerable Order of St. John, and in 
1945 he was presented with an illuminated address paying 
tribute to his services as a general practitioner and as medical 
officer of health to the district from 1910 to 1939. Dr. Stewart 
was one of the old type of family doctors who earned and held 
not only the esteem but the affection of all his patients. 

Dr. James Kearney, of Wanstead, London, E.ll, died 
suddenly on September 5 while on holiday. He qualified at 
Dublin in 1913, and in the first world war he served as a 
captain in the II.A.M.C. After demobilization he went into 
general practice in Leytonstone and became a partner in one 
of the oldest established practices there. Among the appoint- 
ments that he held were those of district medical officer for 
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Leyton, honorary medical officer of the Essex County Nursing 
Association, and during the recent war he served on the National 
Service medical boards and in the Home Guard. He took a 
keen interest in the work of the Leytonstone Branch of the 
British Legion and in many other local activities. Possessed 
of a strong personality. Dr. Kearney was well known for his 
forthright manner. He was an outstanding example of the old- 
type family doctor, and he was much loved by all his patients, 
knowing every detail of their personal and family history and’ 
always giving them unstinted service. His practice was his 
all-absorbing interest, and in spite of failing health he carried 
on to the last, dying, as he had wished, in harness. He is 
survived by his widow, one son who is studying medicine, and 
two daughters, to whom the sympathy of his colleagues and 
friends will be extended. 

Dr. H.tRRY Smith, who died on September 16 at the age of 
48, was a popular and influential figure in the public health 
service of London. Dr. Smith was one of the nine divisional 
medical officers appointed to administer the local health 
authority services of the London County Council. He took 
up this post in April, 1948, and was in charge of the division 
which included Chelsea, Fulham, Hammersmith, and Kensing- 
ton. His energy, his skill in health administration, and his 
ability to get on with all types of men, women, and, above ali, 
children eased the process of establishing the new struetnre. 
Dr. Smith’s easy charm, his wide knowledge of the law and 
practice of public health, and his ready adaptability to new 
circumstances quickly gave him a high reputation among his 
colleagues, the members of the divisional health committee, and 
the wide section of the population with whom he came into 
contact. Resolutions of appreciation of his service have 
already been sent from several of the voluntary organizations 
in his division. Dr. Smith was a student at St. Bartholomew’s 
Hospital. After qualifying in 1924 he held resident appoint- 
ments in hospitals in Rugby and London before going into 
general practice for five years. He used to look back at this 
part of his enteer, spent in rural practices in the West of 
England, with particular affection, and to say that the intimacy 
of the personal contacts one was able to make in general 
practice provided a quality which was never attainable in other 
branches of the profession. For two years Dr. Smith was an 
assistant school medical officer at Plymouth and then, from 
1934 for four years, assistant medical officer of health at Ports- 
mouth. His varied experiences in these appointments were part 
of the equipment which made him so valuable when he joined 
the London service in 1938. His first important work in London 
was in the stum-clearance programme which before the war 
constituted a large and important part of the department’s func- 
tions. During the war he undenook duties connected wiih the 
school health service, the medical examination of staff, first-aid 
training, and other problems. He was promoted to divisional 
medical officer in 1941, and principal assistant medical officer 
in 1946. On his way to work in 1944 he was nearly failed by 
a bomb which fell in York Road just outside Waterloo Station. 
The memorial sen’ice at St. Mary Abbot's Church, Kensington, 
was attended by a large and representative gathering of friends 
and colleagues who mourned the departure of one whose 
personal qualities they loved and whose devotion to the public 
service was a source of inspiration to all who knew him. — A. D. 


The Nurses and Midwives WTtitley Council has agreed on 
higher salaries for ward sisters, charge nurses, deputy ward 
sisters, deputy charge nurses, and staff nurses employed in 
mental hospitals, and for midwives employed in maternity hos- 
pitals and homes and maternity units or wards of other hos- 
pitals. The increases are consequential to the agreement reached 
previously for nurses employed in general hospitals. The 'Vk’hitley 
Coundl has also agreed on the salaries of part-time enrolled 
assistant nurses, staff nurses, and w-ard sisters who are employed 
in genera! hospitals. Nurses employed for not more than 40 
hours a week will be paid on a sessional basis. For a session of 
four hours the rates are ; enrolled assistant nnrse, JOs. ; staff 
nurse, 11s.; ward sister, 13s. 4d. In addition meals on duty 
will be given and uniform provided and laundered free. 
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DEATHS FOLLOTVING INJECTIONS OF 
CONVALESCENT MEASLES SERUM 

Mr. W. Bentley Purchase, coroner for St. Pancras, on Sep- 
tember 26 concluded an inquiry into the deaths of three 
children — Pauline Hallett, Richard Taviner, and Brian Wood, 
all of Hornsey, and all aged 3 years. 

Dr. John Harrington, of the Central Public Health Labora- 
tory, Colindale, said that on July 1 he injected a number of 
children at a day nursery with anti-measles serum. Five children 
received injections from one particular batch of serum, and 
three of these were the children who had died. All were measles 
contacts, and none of them had a history of measles. These 
five children were not injected consecutively, but were spaced 
out among a number of others. The only point in common in 
the case of the five was that they received serum from the 
same batch. The syringes were changed after every fourth 
injection, and a fresh needle and a fresh charge of the syringe 
were used for each child. 

Dr. W. C, Cockburn, also of the Central Public Health Labo- 
ratory, Colindale, said that the batch in question was known 
as “ 309.” Asked how it came about that only five children 
were inoculated from this particular batch, he said that that 
was just as it happened ; there was only a small amount of 
serum available at the time. There was no selection about it. 
There was no reason to suspect any difference between this 
batch and other batches. The experience of the other children 
inoculated on the same day from the other batches presented 
nothing of significance. There was no reason to doubt that the 
syringes were perfectly sterilized. 

Dr. R, A, Zeitlin said that the Blood Transfusion Department 
of the Ceniiai Laboratory had collected this serum from 60 
normal adult-. So far as was known there was nothing to 
arouse suspicion serologically. Among the 60 it had been 
discovered that five had had jaundice, but in all cases the 
attack took place very many years ago, far earlier than the 
beginning of any danger period. He agreed with the coroner 
that, lamentable as these three deaths were, the public danger, 
having in mind the large numbers continually served from 
his laboratory, was infinitesimal. 

Dr. F. E. Camps said that the boy Taviner and the girl 
H.iilett both showed at post-mortem examination a necrosis of 
the liver, which was rather less marked in the girl. Dr. Alfred 
Piney said that he had made a post-mortem examination of the 
boy Wood, and here too there could be no doubt that death 
was due to necrosis of the liver. 

The coroner said that he was entirely satisfied from the 
evidence of Dr. Harrington, who gave the injections, and of 
Dr. Zeitlin, who was in charge of the laboratory from which 
the scrum was obtained, that there was no obvious source of 
infection or anything of that kind. There was no sort of 
neglect or lack of care. In each case he returned a verdict of 
“ Death bs misadventure.” 


Universities and Colleges 


UXTVERSm' OF LEEDS 

The inaugural lecture of the Faculty of Medidne will be given in 
thc^ Rilej-Smith Hall of the University Union on Friday, October 7, 
at ? pjT, , by Professor John Cruicfcshank, C.B.E., M.D. His subject 
will be ■■ Medicine, To-day and To-morrow." Members of the 
medical profession arc invited. 

UMXTRSITY OF SHEFFIELD 

Mr. E. F. I inch. NtX)., M.S.. FJt.C.S.. vice-president of the Royal 
College of Surgeons of England, will deliver the opening sessional 
address of the Faculty of Medidne in the Finh Hal! of the University 
ca Frid.'.y, October 21, a: 5 pan. His subject will be “ The Evolution 
of Medical Education.” 


INFECTIOUS DISEASES AND VITAL STAHSTICS 

Wc print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended September 10. [No. 36 
Figures of Principal Notifiable Diseases for the tveek and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Jreland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disevr 
are for; (a) The 126 great towns in England and Wales (including London)’, 
(b) London (atoinistrative county), (c) The 16 principal towns in Scotland, 
(d) The 1 3 principal towns in Eire', (e) The 1 0 prindpal towns in Northern I rtland. 

A dash — denotes no cases; a biank space denotes disease not notifiable or no 
return available. 


Disease 

1949 

1948 (Corresponding Week) 

f 

(a) 

(b) 

(c) 

(d) 

(e) 

(a) 

(b) 

(c) 

(d) 

(e) 

Cerebrospinal fever 

31 


i: 

1 < 


2< 

J j 

i: 

: 

•> 

Deaths 


— 





— 

— 



Diphtheria 

6f 


2 

— 


t3f 

i; 

6C 

t 

3 

Deaths 

— 

— 

— 


— - 


— 

— 

— 


Dysentery 

5£ 


9: 



S-! 

12 

53 

, 

. 

Deaths 




— 

— 





— 

Encephalitis letbargica« 








- 



acute 






2 




— 

Deaths 







— 




Erysipelas 



33 

5 

5 



27 

9 

2 

Deaths . . , 


__ 









Infective enteritis or 











diarrhoea under 2 
years 




139 





46 


Deaths 

31 

3 

9 

7 

5 

26 

2 

14 

2 

1 

Measles* 

875 

66 

43 

22 

43 

2,608 

88 

35 

28 

34 

Dcalhst 



— 

— 

— 



— 

— 

Ophthalmia neonatorum 
Deaths 

38 

2 

5 

— 

— 

53 

2 

9 



Paratyphoid fever 

20 


1(B) 

4(B) 

-w 

32 

2 

3(B) 


— 

Deaths 

— 

— 


— 

— 

— 

— 

— 

— 

“ 

Pneumonia, influenzal . . 

205 

9 

5 

. 

I 

261 

J1 


2 

2 

Deaths (from infiu- 











enza)t 

— 

— 

— 

•— 


3 


I 

— 

— 

Pneumonia, primary . . 



109 

i 




I2I 

14 


Deaths 

99 

12 


6 

4 

130 

21 


■8 

4 

Polio-encephalitis, acute 

22 

4 




4 

1 




Deaths 











Poliomyeh'tis, acute 

284 

27 

7 


4 

72 

7 

. 3 

2 

— 

Deaths! 

16 

1 




3 





Puerperal fever . . 


— 

5 





10 


— 

Deaths 












Puerperal pyrexia'j 

103 

8 

I 


3 

79 

to 

12 



— 

Deaths 


— 





— 




Relapsing fever 



— 



— 

— 




— 

Deaths 











Scarlet fever 

729 

66 

137 

88 

69 

833 

61 

197 

55 

29 

Deathst . . 



— 


— 



— 

— 

— 

Smallpox 




— 

— 







— 

Deaths 




— 





— 

— 

Typhoid fever . . 

3 


4 

5 


28 

1 

13 

2 

1 

Deaths 

— 


— 

— 

— 

— 

— 

— 

— 

— 

Typhus fever . . 


— 


— 



. 

- 


— 

Deaths 




“ 

— 




— 

— 

Whooping-cough* 

1,228 

60 

62 

87 

71 

2,877 

229 

no 

58 

11 

Deaths 

7 

— 

— 


I 

to 

I 

— 

— 

— 

Deaths (0-! year) 

221 

27 

37 

29 

to 

260 

32 

52 

26 

10 

Deaths (e.xcluding still- 










103 

births) 

Annual death rate (per 

3,862 

597 

496 

149 

103 

3,840 

578 

527 

177 


1,000 persons living) 



9-9 

9-2 




10-6 

IM 


Live births 

7J08 

223 

832 

409 

190 

7,565 

1157 

834 

450 

207 

Annual rate per 1,000 










persons living 



16-7 

25-3 




16-8 

28-1 


Stfflbirths 

173 

19 

29 



185 

25 

33 



Rate per 1,000 total 











births (including 
stillborn) . . 



34 





38 




• Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

t Includes primary form for England and W'ales, London (administrator 
county), and Northern Ireland. 

} The number of deaths from poliomyelitis and polio-encephalitis for Engtad 
and Wales, London (administrative county), are combined, 
r Includes puerperal fever for England and Wales and Eire. 
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EPIDEMIOLOGICAL NOTES 

Poliomyelitis 

The totnl number of notific.Hions in the week ended 
September 17 was: poliomyelitis 311 (284), polio-encephalitis 
31 (22). Figures for the previous week are shown in 
parentheses. These are the highest recorded this year. 

Multiple cases (poliomyelitis and polio-encephalitis together) 
were reported from the following counties: London 41 (31). 
Berkshire 7 (4). Chester 4 (6). Cornwall 10 (3), Devon 5 (5), 
Dorset 3 (5), Durham 7 (7), Essex 18 (16), Gloucester 15 (10k 
Hertford 4 (5). Kent 16 (9), Lancaster 29 (38), Leicester 13 (7k 
Lincolnshire, Kesteven 5 (2k Lincolnshire, Lindsey 7 (1), Middle- 
sex 25 (19), Norfolk 3 (1), Northampton 3 (1), Northumberland 
10 (8). Nottingham 11 (IQ, Somerset 8 (3). Southampton 10 (15), 
Stafford 3 (4), Surrey 14 (9), East Sussex 2 (4), Warrvick 10 
(10), Wiltshire 6 (8), Yorks East Riding 5 (4), Yorks North 
Riding 2 (1), Yorks West Riding 33 (25), Glamorgan 3 (7). 

In 1947 the total figures for the corresponding week rvere 
poliomyelitis 572, polio-encephalitis 42. In 1947 this was the 
week in which the fall in notifications began. 

Discussion of Table 

In England and Wales there was a decrease in the notifica- 
tions of whooping-cough 387, measles 293, and dysentery 39, 
while the largest increase was in the incidence of scarlet fever 28. 

The fall in the incidence of whooping-cough was contributed 
by a few areas, notably Lancashire 60, Middlesex 55, York- 
shire West Riding 39, Northamptonshire 39, and Lincolnshire 
23. In most areas there was a fall in the incidence of measles, 
and for the first time since the beginning of 1946 notifications 
fell below LOCK) a week. No variations of any size occurred in 
the local trends of scarlet fever. About one-third of the total 
cases of scarlet fever were notified in three areas — London, 
Lancashire, and Yorkshire. 

Notifications of diphtheria were 13 more than in the pre- 
ceding week. The largest increases were Stafliordshire 6 and- 
Lancashire 5 ; London 9 and Liverpool 8 accounted for one- 
■ quarter of the total notifications of diphtheria. 

Of the 20 cases of paratyphoid fever 10 were notified in the 
county boroughs of Lancashire. A further 1 1 cases of dysentery 
were notified in Northumberland, Gosforth U.D., where 21 
'cases were notified in the preceding week. In Liverpool C.B. 
9 cases of cerebrospinal fever, one-quarter of the total cases, 
were notified. 

Notifications of food-poisoning came from London 32 
(Islington 12); Essex 63 (Southend-on-Sea C.B. 33, Ilford M.B. 
14); and Gloucestershire 20 (North Cotswold R.D. II). 

In Scotland there was an increase in the notifications of 
dysentery' 17 and scarlet fever 10, with a decrease in the inci- 
dence of whooping-cough 10. An outbreak of dysentery with 
13 notifications occurred in Stirling county ; other centres of 
infection were Glasgow 59 and Edinburgh 8. In Glasgow the 
notifications of scarlet fever rose from 28 to 43. 

In Eire there was a rise in the notifications of whooping- 
cough 26 and scarlet fever 19, with a decrease of 20 in the 
notifications of diarrhoea and enteritis. The incidence of 
diarrhoea and enteritis remained high in Dublin C.B., svith 
115 notifications. 

In Northern Ireland an increase was reported in the notifica- 
tions of measles 23 and scarlet fever 18. 

Quarterly Return for Scotland 

The birth rate during the June quarter was 19.7 per 1.000, 
and was 0.7 below the average of the five preceding second 
quarters. The infant mortality rate was 36 per 1,000 registered 
live births, being 15 below the five years’ average and the lowest 
rate ever recorded for any quarter in Scotland. The general 
death rate was 11.8 per 1,000 and was 0.1 below the five years’ 
average. The death rate from all forms of tuberculosis was 
69 per 100.000, and from respiratory’ tuberculosis 60; these 
rates were respectively 15 and 11 below the rate for the second 
quarter of 1948 and 13 and 3 below the five years’ average. 
Deaths attributed to the principal epidemic diseases numbered 


111, being 39 more than in the second quarter of 1948. These 
deaths include 62 from influenza, 25 from whooping-cough, 
1 1 from cerebrospinal fever, and 9 from measles. Deaths from 
violence numbered 662, and were 74 more than in the second 
quarter of 1948, although deaths attributed to road accidents 
declined by 7. 

Week Ending September 17 

Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 942, whooping-cough 
1.180, diphtheria 78, measles 688, acute pneumonia 211, cerebro- 
spinal fever 34, acute poliomyelitis 311, acute polio-encephalitis 
31, dysentery 86, paratyphoid fever 18, typhoid fever 4, food- 
poisoning 267. 


Medical News 


Barrow-in-Fumess Clinical Society 

Meetings of this society, which lapsed during the war, are 
to be held again. The society intends to meet at 8 p.m. on the 
fourth Tuesday in each month from October to March inclu- 
sive, usually at the Orthopaedic Clinic, North Lonsdale Hos- 
pital. The subscription is 5s. a year. Particulars may be 
obtained from the secretary, Dr. John Fawrilt, Fountain Street 
House, Ulverston, Lancs. 

Smoke Abatement 

The Public Health (Smoke Abatement) Act. 1926, empowers 
the Minister of Health to make orders extending the pro'.’isions 
of the Alkali, etc.. Works Regulation Act, 1906. Orders have 
been issued at various times extending the list of noxious or 
offensive gases mentioned in the Act of 1906. and extending the 
list of scheduled works requiring registration under the Act. 
A draft Order has now been prepared further extending the list 
of gases and works. A pubh'c inquiry will be held into the sub- 
ject matter of the draft Order at the offices of the Ministry of 
Health, Caxton Hall East, Tothill Street. London, S.W.l, on 
October 18 at 2.30 p.m. It will be open to the Press, and any 
interested person may attend and give evidence. Copies of the 
draft order may be seen at the Ministry of Health, Whitehall, 
or purchased either directly or through any bookseller from 
H.M. Stationery Office. 

i. 

Societe d'HematoIogie 

At the recent meeU'ng of the Societe Internationale Europeenne 
d'Hdmatologie, held at Montreux, Dr. A. Piney was elected 
vice-president of the society. 

Lead Nipple Shields 

The 5Iinistr>' of Health has informed executive councils of 
evidence that lead encephalopathy in babies has been caused by 
mothers using lead nipple shields. A notice on the subject is 
being sent to medical practitioners and chemists, and the entry 
in the Third Schedule of the General Medical and Pharma- 
ceutical Services Regulations, 1948, will'be amended as soon 
as practicable to exclude lead nipple shields. 

Contaminated Milk 

The powers of local authorities and medical officers of health 
are extended under the Food and Drugs (Milk and Dairies) 
Act, 1944, which comes into operation on October 1 of this 
year, and its subordinate legislation. The supply of mUk may 
now' be stopped in respect of any disease communicable to man 
by consumption of milk ; the powers formerly extended only 
to infection with notifiable disease, including dysentery'. 

Wills 

Dr. William James Bennett-Jones, formerly consulting anaes- 
thetist to the Royal Liverpool United Hospital, left £6.860. Dr. 
Graham Lionel John Wilson, of Teddington, Middlesex, left 
£20,347.; Dr. Henry Winstanley. of Billinge Higher End. near 
Wigan, £18,695 ; Surgeon Commander Albert Brooke-Bateman, 
R.N., £1,854 ; and Dr. Haldinstein David Haldin-Davis £36,882. 
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COMING EVENTS 


Hunterian Society 

The 'Hunterian Society has arranged a party to be held at 
Gunter’s, 6, Stanhope Gate, London, W., on Thursday, 
October 6, at which there will be an exhibition of the society’s 
history and relics of John Hunter, together with, an important 
scries of legal documents relating to his life and of his little- 
known son, J. B. Hunter, which has recently come, into the 
possession of the society. 

Lectures : The Design of Experiment 
J he Oil and Colour Chemists’ Association (Aldwych Hcisc. 
Aldwych, London, W.C.2) has arranged three postgraduate lec- 
tures on “ The Design of Experiment — ^The Development of 
Experimental Methods and Theoretical Ideas in a Field of 
Research ” to be given by Professor M. G. Evans, D.Sc., F.R.S., 
at the Royal Institution, 21, Albemarle Street, London, W., on 
Thursdays, October 6, 13, and 20, at 6.30 p.m. The inclusive 
charge for the course to members and visitors is 10s„ and appli- 
cations for tickets should be sent in advance to John Hannaford. 
secretary and treasurer, at the above address. Admission to 
junior members is free of charge, but those interested must 
apply for complimentary tickets. 

Royal Dental Hospital of London 

The prize distribution and conversazione of the Royal Dental 
Hospital of London School of Dental Surgery (University of 
London! will be held at the Royal Dental Hospital, 32, Leicester 
Square, London, W.C., on Friday, October 7, at 8 p.m. 

Birniinghani Regional Consultants Committee 
The Birmingham Regional Consultants and Specialists Com- 
mittee will hold a meeting at the Queen Elizabeth Hospital on 
October 11 at 5.15 p.m. Items on the agenda include reconsti- 
tution of the committee and grading. Members are asked to 
obtain from their groups information about these subjects. 

National Society of Children’s Nurseries 

A conference on “The Training and Examination of the 
Nursery Nurse as seen in 1949” has been arranged by the 
Naiion.il Society of Children’s Nurseries (Norfolk House, Nor- 
folk Street, Strand, London, \V.C.2), to be held at County Hall, 
p\'estminNter Bridge, London, S.E., on Friday, October 14, from 
II .1 m to 5 p.m. The speakers will be Sir Allen Daley, M.D., 
I RCP,. K.H.P.. Dr. Ruby N. E. Pike, Miss Hilda Hincks, 
Mr H. \V Brand, Miss D. E. Harvic, Miss H. Howse, Mrs. A. 
t rceeh Jones, and Mr. J. H. Lloyd. Tickets of admission may 
be obt.iined from the honorary secretary of the society at the 
abuse address. 


Physical Treatment Injection and Plaster Technique," by Dr 
■ Francis Bach and medical registrars ; 3 p.m., " Social Wcljare 
Dietetics, Occupational Therapy, and Vocational Guidance,'' by 
Dr. Francis Bach and members of the staff of Rheumatism Unit; 

4.15 p.m., “ Clinical Pathology in Gout' and the Rheumatic 
Diseases,'’’ by Dr. A. G. Signy; 5.15 p.m., "The Radiological 
Diagnosis of the Rheumatic Diseases," lantern lecture by Dr. Cirace 
Batten. 

Sunday 

St. Stephen’s Hospital (Rheumatism Unit), 369, Fulham Road. 
London, S.W. — October 2, 10 a.m.. Ward Round ivith Demonstra- 
tion of cases by Dr. Philip Ellman and medical registrars; 

11.15 p.m., (l) '‘‘T/ie Non-Rheumatic Arthritides and Allied 
Lesions in Genera! Medicine,” (2) ' Use and Abuse of Drugs in ihe 
Rheumatic Diseases," lectures by Dr. Philip Ellman ; 2 p.m.. 

" Orthopaedic Aspects of Rheumatic Disease and the Prevciilivit 
and Treatment of Deformities," by Mr. Timbrell Fisher; Demon- 
stration of cases and treatment by manipulation (if cases arc avail- 
able), by Mr. Timbrell Fisher and medical registrars; 3.30 p.m.. 

" Radiotherapy in the Treatment of ihe Rheumatic Diseases,” by 
Dr. Jackson Richmond; 4.30 p.m., "Pain — ' Neiiritic and 
Referred,’" by' Dr. C. Worster-Drought ; 5.15 p.m., "Psychogenic 
Rheumatism," by Dr. David Shaw. 

Monday 

Institute of Laryngology and Otology, 330, Gray’s Inn Road, 
London, W.C. — October 3, 2.30 p.m., " The Treatment of Facial 
Paralysis," by Miss D. J. Collier. 

Tuesday 

Chadwick Trust. — At the Art Gallery, New Walk, Leicester, 
October 4, 4.30 p.m., " Public Opinion and Public Health in the 
Age of Chadwick," Chadwick Public Lecture by Mr. Asa Briggs. 

Institute of Obstetrics and Gynaecology. — At Postgraduate 
Medical School of London, Ducane Road, W., October 4, 3 p.m., 

" Tuberculosis in Pregnancy," by Dr. R.' C. Cohen. 

Wednesday 

Glasgow University: Department of Ophthalmology. — October 
5, 8 p.m., " Biochemical Aspects of Methanol Poisoning," by Dr. 
G. Leaf. 

Thursday 

Faculty of Homoeopathy. — At Royal London Homoeopathic 
Hospital, Great Ormond Street, London, W.C., October 6, 5 p.m., 

" The Place of Homoeopathy in Modern Medicine," presidential 
address by Dr. Margery G. Blackie ; " Present Slate of Homoeo- 
pathy in America," by Dr. Viola M. Frymann. 

London County Medical Society.— -At St. Andrew’s Hospital, Bow, 
E., October 6, 3 p.m., clinical meeting. 

St. George’s Hospital Medical School, Hyde Park Corner, 
London, S.W. — October 6, 4.30 p.m., lecture-demonstration: 

" Neurology," by Dr. A. Feiling. 

Friday 

Kettle Memorial Trust. — At Royal College' of Surgeons of ' 
England, Lincoln’s Inn Fields, London, W.C., October 7, 5 p.m., 
"The Significance of Functional Differentiation in Mamrmp- 
Tumours,” Fifth Kettle Memorial Lecture by Dr. Beatrice 
Puilinger. 


BIRTHS, MARRIAGES, AND DEATHS 


Royal Institute of Public Health and Hygiene 

A ^crle^ of lectures will be given at the Royal Institute of 
Public Health and Hygiene, 28, Portland Place, London, W., 
on Wednesd.us, at 3.30 p.m., from October 19 to November 30. 
DeijiN uill be published in the diary column week by week. 
.-XdniisMon to the lectures is free, without ticket. 

The Tutor in the N.H.S. 

•\ conference on •' The Tutor in the National Health Service ” 
wtll be held at the Royal College of Nursing, Henrietta Place, 
Cavendish Square. London, W.. on Monday, Tuesday, and 
Wednesday. November 14, 15. and 16. Tickets of admission 
may be obtained from the conference secretary of the College, 
at the above address before October 15. 

SOCIETIES AND LECTURES 

Saturday 

Si SttpheVs Hospital (Rhi:um\tism Unit), 369. Fulham Road, 
London, S.W. — October 1. 10 a.m.. "Some Social and Economic 
Aspecir of rhe Chronic Rheumauc Diseases," introductory address 
by Sir Eniest Rock Carling: 11 a.m.. " Some Modern Aetiologica! 
Concerts an.! Clinical Variants of Rheumatic Joint Diseases," by 
Dr Philip Ellman : 12 noon, " The Management of the Rheumatoid 
an.' Os’fo.srtt-.r.tis Tvrej of Chronic .Arthritis." by Dr. Francis 
2pm," tferu Round and Demonstration of Methods of 


births 

Benstcad.— On September 16. 1949. at the Duke of 'York Home. Bradford, to 
Nancy Bcnsicad, M.B.. B.S.. wife of J, G. Benstead, M.A., M.B.. B.Chir.. 
a daufihtcr — Ursula Kathryn. 

Holman.— On September 15. 1949. ai Leeds, to Dorothy (nee McNeill). wJc 
of Dr. R. A. Ho'man, a son. 

Lake. — On September i9. 1949. at " Femwpod,** Ncwcastlc-upon-Tync, to 
Barbara (n6c Ivey), wife of Leonard H. Lake. M.B.. B.S,. D.O.M.S.. 24. 
Eslington Terrace. Ncwcastle-upon-Tync. a brother for Janet and John. 

Letrti.— On September 12. 1949, at Adrienne Hourc. Aimlnstcr, Devon, to the 
wife of Dr. K. W. Leech, a son. 

WaoKh.— On September 16. 1949. in London, to Janet (n6c McDowall). wife 
of William WauEh. F.R.C.S.. a daushtcr. 


marriage 

nackbODSt— Irard,— On September 3. !949. .at the Christian Fellowship Centre. 
Honor Oak. London. S.E.. Henry Lewis Backhouse, B.M.(Oxon), to RWh 
MmtJrcda Hard. 

deaths 


Blair.— On September 20. 1949. at 5. St. John's Wood Road. London. N.W.. 

Georpe MacLclIan Blair M.B., Ch.B.. aged 74 
Field.— On September 21. 1949. Arthur Holmes Field. L.R.C.P.&S.Ed., 
L.R.F.P.S., of Bridt njrton. 'Yorks, aced 62. 

For.— On September 20. 1949. Joseph Tylor Fox. M.D,. D.P M.. aced 64. 
Fraser.— On September 22. 1949. at 29. Crownhill Park. Torquay. Frank 
Fraacr. M.D.. of bfootcatc. North Bovey. and formerly oJ Lcich, neat 
Tonbridee. used 92. 

CtantlBe.— On September 15. 1949, at Marsatc. Ruby Ellen Glanviltc. M.B.. 

B.S., of '• Everest.” Lonedon Wood. Keston. Kent 
Hewltl.— On Serrember 2t. 1949. at Muchlarnick. Petynt. Looc. Edmund Philip 
Hewitt. L.R.C.P.&S.Ed.. LicutcnantColonel R.A.M.C.. Ret. 

Snlcflffe, — On September IS. 1949. at Smittcrjlcld, rxar Stratford-on-Avon. 
Percy Temple Sutcl-frc. M.B.. B.Ch 

Thorono.^n September 20, 1949. William Gcorie S nfpson Thomson. .M B,. 
Ch.B,. D.P.H.. D.P.Af.. of Cheadte Royal. Chcadlc. Cheshire, atted 56. 
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ANY QUESTIONS? 


Bmtuu 

Medical Journal 


T.A.B., Cholera, and Smallpox Vaccination 
Q. — What is the youngest age at which T.A.B., cholera, and 
smallpox vaccines can be inoculated in a country like Pakistan ' 
or during an epidemic? What dosage should be employed? 

If it is considered that children under 1 year of age should not 
be inoculated, would you please give the reason ? 

A. — Enteric fever and cholera are very rare infections in_^ 
infancy, and young children who become infected usually havU 
mild attacks. The inoculation of infants under 1 year of age 
with T.A.B. or cholera vaccines is therefore not recommended. 
For children of 1-5 years, one-quarter to one-third of the 
adult dose is given, and for older children half the adult dose. 
Smallpox can be a severe infection in infancy, and in a country 
where this disease is still prevalent the bulk of infection falls 
on children under 5 years of age. The newborn infant usually 
derives some passive immunity from the mother through the 
placenta, and the best time to vaccinate is between 2 and 6 
months of age (optimum 3-4 months). 

Sensitization to Actinic Light 

Q, — For the third summer in succession the skirt of a woman 
aged 42 has reacted rapidly and severely on exposure to sun- 
light. The affected areas do not become tanned but remain 
pink, and subcutaneous nodules develop. The patient was in 
the Engadiue in 1939 and was often exposed to strong sunlight, 
hut there uw then no reaction. Is there any reason for this 
late development of sensitivity ? I would be grateful for advice 
on preventive measures and treatment. 

A. — ^The development of sensitization to aclinic light may 
arise at any age and for no. obvious reason ; sometimes there 
is a familial tendency. At times, however, it is an accompani- 
ment of metabolic changes associated with a focus of infection 
or gastro-intcstinal dysfunction, or with endocrine imbalance 
as at the menopause, A careful overhaul and the correction of 
any fault would be wise. The taking of drugs, such as sulphon- 
amides, may determine the onset. In idiopathic cases ephedrine 
or antihistamines by mouth, or injections of a gold salt in small 
dosage, may heip. Protective applications are, however, gener- 
ally necessary, and there are many efiective ones, including 
/Kirii-aminobenzoic acid, yellow paraffin, titanium dioxide, 
t.mnic acid, quinine hydrochloride, and ichthyol powder. Para- 
aminubcnroic acid I5‘’,, in a cold cream or emulsifying base is 
Mut.iblc. ot equal parts of “ siccolam,” yellow soft paraffin, and 
ll.\lds'n\ emulsifying base. 

Infection of Seminal Vesicles 

Q. II hat !S the best method of treating a gonorrjioeal infec- 
iu,)i of 20 years' standing in a man aged 60? The focus is 
ichi'rfii to he in the seminal vesicles. Massage, sulphonamidcs, 
Ihiiuillin. vaccines, etc., have been ineffective. Would vaso- 
loiiiv iitid mp’ciion of seminal vesicles be liftdy to be successful ? 

- It IS probable that the infection is no longer gonococcal, 
but th.it the condition is now due to other organisms ; it might 
be well to have any urethral discharge and prostato-vesicular 
secretion expressed by massage examined bacteriologically 
ssuh special reference to Trichomonas vaginalis and pleuro- 
pneumonia-like organisms. It svould be unwise to try vasotomy 
m .1 p.atient aged 60 unless his condition is serious, and it is 
bs no means certain that any benefit would accrue. Unless a 
specific organism is incriminated it svould be better to try short- 
wave diathermy applied to the prostate and vesicles every few 
days, .■\ureomycin is well worth a trial if available. It is 
possible, of course, that the focus is in the urethra ; this can be 
confirmed or excluded by urethroscopic examination. 

Ettcct of Alcohol and Tobacco on Fertility 

Q. — If'oiiW you please advise me of the investigations carried 
out on the effect of smoking and of alcohol on fertility? 

A. — Repealed intoxication with alcohol has been shown to 
have a deleterious effect on spermatogenesis in rats (C. Lane 
Roberts and others. Sterility and Impaired Fertility, Hamish 
llxmilion Medical Books, London, 1948, 2nd ed.), but the writer 
has not seen any account of experimental work dealing with 
nicotine In view of the known damage caused, mainly to the 


testes, ,by certain bacterial toxins and chemical agents, it is not 
unreasonable to assume that chronic alcoholism and excessive 
smoking might lower fertility, and many writers mention it as a 
possibility without producing evidence to support it. If these con- 
ditions ever have such an effect, it is likely to be difficult to prove 
it, because in practice they can rarely be separated from asso- 
ciated factors which might also lower fertility. For instance, 
excessive smoking and drinking lend to occur in individuals 
who are overworked or exposed to severe mental stress or who 
are leading an unnatural and unhealthy life in other respecis. 
Again, even if fertility is lowered the effect might not be directly 
due to the action of alcohol and nicotine on the gonads— it 
might be accounted for by poor appetite and malnutrition, which 
.are prevalent among heavy smokers and alcoholics. It may be 
•added that, although certain individuals may be susceptible, 
everyday observation makes it clear that fertility often continues 
unimpaired -despite such excesses. 

NOTES AND COMMENTS 

Antiseptics for Minor Drcssings.~Dr. Rupert Palmer (Lydil. 
Kent) writes : In an answer to a question orr “ Antiseptics for Minor 
Dressings ” appearing in your “ Any Questions 7 ” column (Septem- 
ber 17, p. 661) the statement is made that “ mercury perchloride is 
not bland; it.is exceedingly toxic and should never be applied to the 
body except, possibly, to the intact skin.” This is complete and- utter 
nonsense. The late Mr. Percy Legge, a senior honorary surgeon to 
King’s College Hospital, under whom 1 was trained, used' perchloride 
in' varying strengths as a routine dressing for all his cases. I never 
saw one “ go septic ” or give any trouble whatsoever. 1 myself have 
used for the past twelve years a solution of 10% sodh sulphas in 
1 in 2,000 perchloride as a routine wet dressing for all kinds of 
wounds large and small, skin abrasions, discharging boils, etc., with 
unvarying success. I have never seen any untoward sign at any time. 


Corrections 

Dr. Geoffrey Bourne (London, W.l) writes; Owing to a typing 
omission in my letter (September 24, p. 704) to you on distinction 
awards the point of my quotation from Pasteur has been missed. 
What Pasteur said was, “Tout le monde politique est centre iiioi." 
The occasion for this remark was his attempt to fight against the 
false dogma of spontaneous generation, and in this fight be w.'is 
almost isolated in his opposition to the Acaddmie Fran?aise and all 
it stood for in the way of subservience to tradition. 

Mr. L. Fatti (Johannesburg) writes; May I draw attention 
to a small point arising in the article on “ Direct Inspection ot 
Coarctation of the Aorta with a Thoracoscope,” by Mr. J. R- 
Belcher and Dr, F. E. de W. Caley (Journal, August 6, p.'I37)7 
A personal communication is attributed to me dated 1949, staling 
that I had used this procedure before performing Blalock’s operation. 
1 ihink an error in the date has been made, since I left England in 
February,-’ 1948, for South Africa. I performed the manwuvre 
first in 1947, and referred to it frequently before leaving England. 
Since then I have used it with increasing frequency for refining the 
diagnosis in various types of abnortnalily of the heart and great 
vessels, including coarctation of the aorta. The procedure is here 
becoming part of the diagnostic armamentarium of these diseases. 
Publication of the method has been delayed until a variety of cases 
has been accumulated to demonstrate its different aspects and uses. 

Messrs. Buiterworth and Co., Ltd., the publishers of Modern 
Trends in Diagnostic Radiology, which was reviewed in the 
Journal of September 24 (p. 688), write: Unfortunately the last 
paragraph in the excellent review is liable to give readers the impres- 
sion that they will be unable to obtain a copy until the “ second 
edition ” is available. This is not the case. Wc are not doing a second 
edition yet, and the reviewer must be referring to the second printing. 

In Dr. B. G. Gretton-Waison’s communication (September H. 
p. 651) the letters D.P.H. appeared instead of C.P.H. 


Alt communications with rcsard lo cUiiorial business should be addressed to Tin 
EDITOR. Bimsu XlEDiCAL JoumvAL. B.M.A. House, Tavistock SqusM- 
LoNDOs. W.C.l. Telemidse: EUSTON 2111. Telegrams: Alllolop'. 
fVetIcrnt. London. ORIGINAL ARTICLES AND LETTERS lorwaidcd lot 
publication ate understood to be oflercd to the Brlihh Medical Joiimnl nwn' 
Authom dcsirinc REPRINTS should communicate with the Publishinc Manaccr. 

B.M.A. House, Tavistock Square, W.C.l. on receipt ot proots. 
vADVERTTSEMENTS should be addressed to the Advertiscinent Manatter. 
B.M.A. House. Tavistock Square. London. W.C.l (hours 9 a.m. to 5 p.m./. 
Teltmion-e: EUSTON 211). Teleo«a.ms: DtUmedads, Weitcenl. tondon- 
MEMBERS SURSCRIPTIONS should be sent to the SECRETARY of 
Association. Telephone: EUSTON 211). Telegrams: Medlseera. IVeslctnt. 
London 

B.MjX. Scomsii Omes: 7. Dremsheoeh Gardens. Edinbursh. 



SUPPLEMENT TO THE 

BRITISH MEDICAL JOURNAL 

LONDON SATURDAY OCTOBER 1 1949 


THE SECRETARY REPORTS 


SENIOR HOSPITAL MEDICAL OFFICERS 

It was clear from the discussion at last week’s meeting of the 
Central Consultants and Specialists Committee that, although 
the process of reassessment has resulted in a certain amount of 
upgrading, a substantial volume of dissatisfaction still remains. 
The problem falls into two main parts : the first, the satis- 
factors’ grading of existing hospital staffs, and the second, the 
question of new appointments to the senior hospital medical 
officer grade in the future. The committee was told of what 
the Joint Committee had done and was doing to press for a 
funher professional central review of the cases of dissatisfied 
practitioners by a committee of practitioners not involved in 
the earlier assessment or reassessment. 

On the second point the Ministry insitcd the Joint Committee 
to submit some words to define the circumstances in which 
new appointments should be made to the grade, and the Minis- 
try is now considering the Joint Committee's proposed defini- 
tion. On the point of central appeal — generally regarded as 
the most satisfactorj’ way of dealing with the dissatisfaction 
which undoubtedly exists — an alternative might be to bring 
forward and now to conduct the review which the hfinisto' 
has promised for two years’ time. Incidentally, the grievance 
is not limited to senior hospital medical officers, for there are 
some members of hospital staffs put into the grade “ General 
Practitioner ibl" who arc pressing for the reconsideration of 
their grading. 

Medical Superintendents of Fever Hospitals 

The council of the Society of Medical Officers of Health at 
its meeting on September 16 discussed one matter on which 
it is washed to promulgate its advice immediately. This was 
the grading of medical officers of health who are part-time medi- 
cal superintendents of infectious-disease hospitals and of some 
whole-time medical superintendents. It was learnt that many 
such officers have been offered by regional hospital boards the 
grading of senior hospital medical officer, and that their appeals 
against this grading have been rejected. It is the view of the 
society that medical officers with specialized knowledge of infec- 
tious diseases should be graded as consultants. 

It is understood that these medical officers are being asked 
to sign contracts as senior hospital medical officers by October 1. 
The advice of the council of the society is that they should 
refuse to sign such contract until the question of grading has 
been further negotiated, but at the same time intimate their 
willingness to continue duty until the matter is satisfactorily 
settled. 

General-practitioner Remuneration 

General practitioners may be wondering why no aimounce- 
ment was made following the visit of a deputatidn from the 
General Medical Services Committee to the Ministry on Friday, 
September 23. The reason is that the time was almost wholly 
occupied in a critical examination of the Ministry’s statistical 
document on general-practitioner remuneration. As a result 
of the meeting the Ministry is reconsidering the document, which 
rWll in due course — and it is hoped in an amended form — ^be 
published. 

It is clearly desirable that any document purporting to inform 
the public and the profession of.the earnings of general practi- 
tioners should be above criticism and free from errors or wishful 


thinking. It is perhaps unfortunate, as the dentists have found, 
that there is a tendency to seize upon a high income received 
by a single practitioner and to give it such publicity as to sug- 
gest that this is the usual income. Perhaps general practitioners 
will be spared from such misleading influences if it is appre- 
ciated that as soon as lists are brought dorvn to the legally per- 
mitted maxima it will not be possible for a practitioner to 
receive a gross remuneration in excess of a multiple of 4,000 
and the capitation fee locally payable, plus relatively small 
sums irr respect of midwifery, immunization, notification fees, 
and what private practice there is. 

It is perhaps not generally appreciated that the mone>s paid 
by local executive councils to practitioners may bear no rela- 
tionship to the sums actually received by the practitioner after 
the partnership deed has been put into operation. Everything 
is being done to secure the Ministry’s reply to the representa- 
tions of the General Medical Services Committee before the 
Conference of Local Medical Committees on October 27. 

I Civil Sendee Medical Officers 

A Joint Committee, representative of the British Medical 
Association, the Institution of Professional Civil Servants, and 
the Medical Staff Association of the Ministry of Health, has 
made a claim to the Treasury for improvements in Civil Ser- 
vice salaries. The Joint Committee claims that Civil Sendee 
medical officers’ salaries should be aligned wdth the recommen- 
dations of the Spens Report. A meeting took place with the 
Treasury some days ago, when the Joint Committee elaborated 
its claim. 

The claim is ; 

Medical Officer. General Sendee Class: £1,380 (at age 52) x £60 — 
£1,560 X £120— £2.300. 

Medical Officer, Linked Departmental Class. £1 660 (at age 35) 
X £120— £2,300. 

Grades above the basic. General and Linked Departmental Classes : 
Grade I, £2,750; Grade II, £3,000; Grade III. £3.500. 

Chief Medical Officer, Ministry of Health : £5,000 

Deputy Chief Medical Officers for Department of Health for 
Scotland and Ministry of Pensions : £3,000. 

Central Consultants and Specialists Committee 

The question has been asked whether the Central Consultants 
and Specialists Committee is representative of those not graded 
as consultants and specialists as well as of consultants and 
specialists themselves. The position is that the committee is to 
represent the interests of senior hospital medical officers, regis- 
trars, and medical superintendents. A group of registrars is 
being formed which will give them representation on the Cen- 
tral Committee, and registrar members of the regional com- 
mittees will be invited to appoint an additional representative. 

In addition senior hospital medical officers will be included 
in the electorate for the election of regional consultants com- 
mittees. There will be an election of these regional committees 
after the issue of permanent contracts. They will be advised to 
co-opt to their membership a medical superintendent where the 
ordinary processes of election have not resulted in one being 
elected • that teaching and non-teaching institutions should be 
adequately represented ; and to co-opt at their discretion repre- 
sentatives of whole-time local authority medical officers and, 
through the local medical committee, representatives of the 
general practitioners in the area. 
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WELFARE OF AGED AND DISABLED 

■registration and inspection of homes 

Further important measures under the National Assistance Act, 
1948, designed to protect the welfare of aged and disabled 
persons are to come into force on November 1. An Order 
fixing this date for the coming into operation of the sections 
dealing with the registration and inspection of disabled and old 
persons’ homes by county and county borough councils has been 
made by the Minister of Health, who has also made detailed 
regulations.* 

The Minister has also named July 1, 19S0, as the date on and 
after which persons carrying on a home that is unregistered 
render themselves liable to penalties. The purpose of this defer- 
ment is to give proprietors of existing homes ample time to 
apply for registration and to afford the registration authorities 
sufficient time for dealing with the applications. Homes to 
which the regulations apply are defined in the Act as establish- 
ments the sole or main object of which is, or is held to be, the 
provision of accommodation, whether for reward or not, for 
persons who are blind, deaf, or dumb, or are otherwise sub- 
stantially and permanently handicapped by illness, injury, or 
congenital deformity, and for the aged, or both. 

The Act specifically excludes hospitals maintained in pursu- 
ance of an Act of Parliament ; institutions for persons of 
unsound mind or certified or approved under the Mental 
Deficiency Acts ; nursing-homes as defined in the Public Health 
Act, 1936 ; any voluntary home as defined in the Children and 
Young Persons Act, 1933 ; and any premises managed by a 
Government Department or local authority or body constituted 
by special Act of Parliament or incorporated by Royal Charter. 
The Minister also has power to exempt premises from registra- 
tion by regulation, and he has granted exemption to any estab- 
lishrncnt held upon a charitable trust which is an endowment 
within the jurisdiction of the Charity Commissioners, provided 
it was being carried on before November 1 and provided 
only accommodation and not board was supplied for the 
residents The primary object of this exemption is to enable 
almshouses to be carried on for the time being without 
registration. 

It Is not known how many premises in England and Wales 
•ire li.ible for registration and inspection, but it is believed to 
t'o scver.il ihoiisand. Detailed instructions about the registers 
10 be kept have been sent to county and county borough 
sooncils, who will prepare forms for completion by pro- 
prietors. Full information will be available shortly at county 
md county borough council offices, and all persons who feel 
tb.it their premi.ses may be liable for registration are advised 
to inquire at the appropriate council office. 

The decision whether to register a home or not rests with 
the appropriate local authority, but the Minister is advised that 
the expression •' any establishment the sole or main object of 
which IS. or is held to be, the provision of accommodation” 
Would not include a private residence where, in order to 
.uigmcnt his income, a householder advertised his willingness 
to care for, sa.v, an elderly or disabled person or married 
couple. He is further advised that the expression would not 
include premises which could clearly be shown to be houses 
or flats occupied or intended to be occupied as separate 
dwellings by aged or disabled persons. 

Grounds on which the registration authorities can refuse or 
cancel a registration arc set out in the Act. There is machinery 
for an appeal against a decision through a court of summary 
jurisdiction, and there are also provisions to allow for the 
inspection of the register by members of the public. The penal- 
ties laid down in the Act for carrying on an unregistered home 
arc a fine not exceeding £50 in the case of a first offence and 
in the case of a second or subsequent offence imprisonment 
for a term not exceeding three months, or a fine not exceeding 
£50, or both. 


IHrehlration of Homes) Kcsulations, 1949 
No. H.M. Siationery Office, price Id. or post 
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JEEDICAL PRACTICES COMMITTEE REPORT 

The Medical Practices Committee has issued the following list 
of amendments to its report (Supplement, August 6, p. 70); 

Schedule 1 

Glamorganshire . — Neath should read Neath Municipal Borough. 

Schedule 2 
Connties 

Additions , 

Glamorganshire . — Bishopston and Reymoldston (Gower Rural 
District); Rhiwbina and MTiitchurch (Cardiff Rural District). 
Cumberland . — Longtosvn District. 

Devon and Exeter . — Chudleigh; Hampton; Ivybridge; Silvenon; 
Ide; Topsham; Elburion; Oreston; Plyrapton. 

Cornwall . — Calstock ; Gunnislafce. 

Deletions 

Lincolnshire (Lindsey). — Scartho . 

Suffolk (Bast ). — Great Horkesley. 

Sussex (IVest ). — ^Petworth. 

Yorkshire (North Riding ). — ^Ripon. 

Devon and Exeter . — South Molton; Calstock; Gunnislake: 
Crowtihill. 

Corrections 

Worcestershire . — Stourbridge-on-Sevem should read Stourport-on- 
Severa. 

Glamorganshire . — Neath should read Neath Rural District. 

Schedule 3 
CoDDfies 

Additions 

Sussex (West ). — Petworth. 

Devon and Exeter . — Cullompton ; Kingsteignton ; South Molton. 
Deletion 

Cumberland. — Silloth. 

Schedule 4 
Counties 

Additions ■ 

Carmarthenshire.— Yontyates ; Trimsaran. 

Glamorganshire . — ^Dinas Fowls; RadjT. 

Cumberland . — Silloth. 

Devon and Exeter . — Roborough; Sampford Peverell; Here Alston; 
Chagford; Memyock; Ipplepen; Torrington (Great); Whimple: 
Lewdown. 

Deletion 

Devon and Exeter . — Chudleigh. 


TRAVELLING EXPENSES OF PATIENTS’ 
RELATIVES 

The Minister of Health has had his attention drawn to instances 
in which near relatives of a patient in a hospital at a consider- 
able distance from home have found it difficult to afford the 
cost of visiting the patient. In the Minister’s view, according 
to a recent circular, it would be open to a local health authority, 
within the scope of its arrangements under Section 28 of the 
National Health- Service Act, to provide travel warrants where 
it is satisfied (1) that because of the length of the journey the 
relatives concerned are unable to afford it from their owp 
resources without substantial hardship, and (2) that there is 
urgent reason for the visit because of the patient’s serious condi- 
tion, or that the visit would in medical opinion do the patient 
good and aid response to treatment — for example, in the cate 
of a long-stay tuberculosis patient too far from home to be 
readily visited. 

The local health authority will normally need to rely on 
information from the hospital concerned that the visit is neces- 
sary or expedient on medical grounds. This circular has there- 
fore been brought to the notice of boards of governors of 
teaching hospitals and hospital management committees with a 
request that they will ask their medical staff to assist local 
health authorities in this matter. 

The Railway Executive has granted facilities for return 
journeys at single fare for persons visiting long-stay patients 
in certain institutions (such as sanatoria or mental hospitals 
but not general hospitals) who obtain in advance an authorized 
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voucher from the hospital concerned. This- concession vsill 
not apply where a local health authority accepts liability for 
travelling expenses in pursuance of the present circular, but 
an authority will doubtless take into account the availability 
of the concession (in cases in which it may be obtained) in 
determining whether or not the cost of the journey is within 
the means of the person who seeks the authority's assistance. 


REGISTRATION OF OPTICIANS 

COMMITTEE TO EWESTIGATE , 

The Minister of Health and the Secretary of State for Scotland 
have appointed a committee to advise, on the assumpb'on that 
it would be to the public interest that prow'sion should be made 
by legislation for the registration of opticians, how registration 
could best be carried out and what qualifications should be 
required as a condition of registration. 

The members are : Lord Crook (chairman) ; Mr. \V. B. 
Barker, F.B.OJk. ; Mr. G. W. Black, F.R.C.S. ; Mr. R. Champ- 
ness, LL.M. ; Dr. J. Corlett, M.P. ; Dr. Macdonald Critchley, 
F.R.C.P. ; Dr. C. A. Losatt Evans, F.R.S. ; Mr. S. W. Gerrie. 
F.S.M.C. ; Mr. G. H. Giles, F.B.OAi. ; Mr. C. H. Keeler, 
Fj\.D.O.: Dr. J. Marshall, F.R.F.P.S. ; Mr. L. C. Martin. 
D.Sc. ; Mr. O. Gayer Morgan, F.R.C.S. ; and Mr. A. Shanks. 

Lord Crook, who was honorary secretary of the Labour 
Parliamentary .Association from 1945 to 1947, is a member 
of the National Whitley Council for the Crvil Sers'ice and 
of the Ministry of Labour Departmental Whitley Council of 
London. ' 


HEALTH SERVICE NOT TO BE TOUCHED 

Mr. Bevan said he had made up his ttu'nd that the National 
Health Service was not going to be touched, “and there is no 
disposition by the Government to touch it,” -when he spoke on 
devaluation at a Labour rally at Hednesford, Staffordshire, on 
September 25 (T/ie Times, September 26)- The Government 
had made up its mind, he added, to solve its problems with- 
out raiding the social services, and the Health Service was 
sacrosanct. 


SOaAIE health SERVICE PAYMENTS 

According to information given in a report of the Lothians 
and Peebles area (Observer, September 25), an optician was 
paid £14,077 in the first year of the National Health Service. 
The average payment to doctors in the council’s area was 
£2,483 ; the average to dentists, apart from those with only 
branch surgeries, was £4,455. The 45 opticians received £56,147. 


Questions Answered 


Wife A ctin g as Nurse-receptionist 
Q. — I have been paying my wife £350 per annum salary for 
her duties as nurse-receptionist, etc., in my practice, and 1 
have been deducting P.A.Y£. contributions. In consequence 
I have been stamping her National Insurance card with 7s. Id. 
stamps each week, but have now been informed that a wife 
cannot be under contract as an employee of her husband, and 
that therefore neither Class I nor Class II contributions should 
be paid. 

A. — ^It is laid down in the National Insurance Act that in 
no circumstances can a wife be employed by her husband and 
thus become a Class I contributor. In the case of a wife acting 
as nurse-receptionist for her husband, she has the choice of 
contributing in Class n or Class HI. (See S.I.1425. Pt. 3B 
section 21.) 


Class II (Self-employed persons ). — She must work for more 
than 24 hours a week. Her contribuU'on is 5s. Id. per week 
and she qualifies for sickness benefit and for retirement pen- 
sion at the full rate of 26 shillings per week at the age of 60. 

Class III (Non-employed persons ). — Her contribution is 
3s. 8d. per week and she qualifies only for retirement pension 
at the full rate at the age of 60. 

Partnership Agreement 

Q . — I would like to know the action to be taken for a 
partnership agreement to become officially valid and operative. 

A. — It should he presented to the Medical Practices Com- 
mittee, Devonshire House, London, W.l, for perusal. The 
Committee will, if it is satisfied svith the terms, issue a certificate 
of approval. 


HEARD AT HEADQUARTERS 


Quite a Phenomenon 

Mr. John W. MePherrin, who is the editor of the American 
Druggist, recently toured this country in order to study the 
workings of the National Health Service. He was granted an 
interview by the Minister of Health and immediately after- 
wards he wrote an account of his talk with Mr. Bevan. His 
report appears in the luly issue of the American Druggist. 
from which the following is quoted: 

“ ‘ Most people trust their individual doctors,’ began the 
Minister. ‘ At least they trust them more than they do organized 
medidne, the associations of doctors. When a doctor becomes 
a member of an organized group something seems' to happen 
to his thinking. Did you ever notice that ? It is quite a 
phenomenon. 

“ ‘ The mental change that comes over a doctor when he func- 
tions as a member of organized medicine is unbelievable. It 
ought to be the subject of psychological research. You know 
that organized medicine has always been arrogant, always on 
the defensive. WTiat are these doctors afraid of ? Maybe 
they have an inferiority complex of some kind. It is all very 
surprising, because, as individuak, doctors — most of them — 
enjoy the faith and confidence of the public.’ Thai was not 
ail that the Minister had to say about doctors, but it’s enough 
to give an impression of his attitude." 

Length of Cuniculum 

The World Medical Association has been ascertaining the 
standards of medical education in various countries, and its 
latest Bulletin contains a mass of information on this subject. 
One point only may be mentioned here : the considerable varia- 
tion in the length of the medical curriculum in different coun- 
tries. It is five years in Austria and Hungary ; five and a half 
years in Czechoslovakia ; six years in Australia, Bulgaria, Eire, 
Greece, Italy, Luxemburg, and New Zealand ; six and a half 
years in Switzerland ; seven years in Belgium, Norway, and 
Spain ; seven and a half years in Holland, and over eight years 
in Denmark. In Canada, Sweden, and the United States the 
medical course is four or five years in length, but must be pre- 
ceded by pre-medical or pre-science education for three to four 
years. 


WORLD MEDICAL ASSOCIATION 
The General Assembly of the World Medical Association is 
meeting at B.M.A. House between October 10 and 16. During’ 
that week there will be some dislocation of the ordinary routine 
at B.M.A. House, particularly in the service of lunch in the 
Members’ Common Room. Members wishing to take lunch 
during the W.M-A. Meeting are asked to do so as early as 
possible — i.e., between 12 and 1. 



150 _ Oct. 1, 1949 


GENERAL MEDICAL SERVICES COMMITTEE 


GENERAL MEDICAL SERVICES COMMITTEE 

SUPPLEMENTARY REPORT, 1948-9 

Remuneration 

The committee regrets that it is not yet in a position to make a 
statement to local medical committees on remuneration. The 
Ministry’s report on its survey of moneys received by general 
practitioners from National Health Service sources during the 
first nine months of the Service was recfeived on August 18 and 
was considered by the committee on August 31. The Ministry’s 
calculations are being challenged, but owing to the absence on 
leave of the Ministry’s financial advisers concerned in the 
preparation of the tables it was not possible to arrange a 
meeting earlier than September 23. No time will be lost in 
issuing a statement to local medical committees as soon as the 
situation permits. ^ 

Mileage 

The information collected as a result of the inquiry referred 
to in the committee’s report has now been examined by the 
committee after a detailed analysis had been made by the Rural 
Practitioners’ Subcommittee. The conclusion reached is that 
the global sum of £2 million is adequate, for Great Britain as 
a whole, but that the figures reveal discrepancies in some areas 
which indicate that the distribution of the Fund is urgently in 
need of re9isiou. 

The Ministry of Health is at present engaged in collecting 
data to be used as the basis of future distribution of the Central 
Fund between executive councils. Every executive council con- 
cerned with the payment of mileage has been asked to classify- 
the practices in its area and submit returns showing the number 
of mileage units claimed, calculated on a uniform basis of one 
unit for each mile or part of a mile beyond two miles from 
the doctor’s residence to the patient’s address. Classification 
of practices is effected by dividing the total number of per- 
sons on the doctor’s list by the total number of mileage 
units credited to him. Should this calculation result in a figure 
of less than 0.75 the practice would be classified as (A) rural ; 
if between 0.75 and 2.5 classification would be (B) semi-rural ; 
and if over 2.5 it would be (C) urban. The number of ordinary 
units credited to Class B practices are to be increased in execu- 
tive councils’ returns by 50%, in Class A practices by 100%, 
'vhile Class C practices will not be “loaded.” The Central 
Fund will then be divided on the basis of these returns. 

The General Medical Services Committee’s view is that each 
area should be free to distribute its share of the Central Mile- 
age Fund in accordance with the wishes of the local doctors, 
having in mind the committee’s recommendation that the 
following method of “ loading ” units is considered to be 
equitable; 

Urban practices : 1 unit for each mile or part of a mile beyond 
two rrules from the doctor’s residence. 

Semi-rural practices: H units for each mile or part of a mile 
beyond two miles from the doctor's residence. 

Rural practices : 2 units for each mile or part of a mile beyond 
two miles from the doctor's residence. 

It is being recommended, on the advice of the Rural Practi- 
tioners’ Subcommittee, that in addition to ordinary mileage, 
when walking is necessary under winter conditions, additional 
units over and above the actual mileage should be claimed on 
the basis of one unit for each quarter of a mile walked. The 
" loading ” resulting from the classification of practices into 
urban, semi-rural, and rural would not apply to the extra 
payments for “walking” units. 

The problem of specially difficult areas, such as particularly 
mountainous districts and islands off the coast, has been given 
careful consideration, a certain amount of information having 
• been obtained from the areas concerned. It is proposed to ask 
local medical committees to supply detailed information of 
practices containing peculiar difficulties or hazards, which it is 
considered should be divided into two categories; (1) individual 
cases of isolated patients where an ad hoc payment from the 
Mileage Fund should be suggested in each instance ; (2) prac- 
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tices where a doctor generally is faced with unusual difficulties, 
and where it would be appropriate that help should be forth- 
coming from the Special Inducement Fund. 

The committee’s attention was drawn to certain criticisms 
made that there had been lack of consultation with local medical 
committees. The committee feels that it is necessary to point 
out that any apparent lack of consultation was conditioned by 
the need to take some positive and speedy action. The urgency 
of the mileage question was constantly being stressed by rural 
practitioners. It should be emphasized that the scheme which 
is ultimately adopted must be reviewed in the light of experi- 
ence, when all local mecJibal committees will be invited to 
cqrament upM it. 

Inflation of Doctors’ Lists 

By way of an experiment the Ministry of Health has arranged 
for a few executive councils to send to a number of persons 
whose identity numbers are not known a conununication asking 
for those numbers. The reply is being prepaid, and if the result 
of the experiment shows that a measure of inflation has been 
eliminated general action on the same lines will be considered. 

List of Appliances 

It has been decided to ask the Ministry to add the following 
to the list of appliances which general practitioners may order 
for their patients; ligature material; male and female urinals; 
“ lastonet.” ' 

“Covering” an Unqualified Practifioner 

A comparison of the certification requirements of the old 
and new regulations has been made and, generally speaking, the 
changes appear to be to the advantage of the doctor. On the 
point at issue — that of "covering” an unquah'fied person by 
issuing certificates when the patient is under treatment by such 
3 person — the committee’s legal advisers take the view that a 
doctor in the Service is required, under the regulations, to issue 
Ministry of National Insurance certificates even though he may 
know that the patient is receiving treatment from an unqualified 
person. 

The certification rules under the N.H.I. Act specifically 
absolved a doctor from any obligation to give a certificate to 
a patient whilst he was obtaining treatment “ from any other 
person or from any hospital or institution,” unless the treat- 
ment was being obtained on the instrjictions or with the consent 
of'the doctor or under Ministry of Pensions arrangements. The 
National Insurance Certification Regulations, which embody 
the rules governing certification under the new Service, do not 
cdiitain a similar provision. Parallel. with, this, the- old rules 
provided that certificates were to be given " by medical practi- 
tioners who are attending insured persons.” The absence of 
these words from the present rules makes the doctor’s posi- 
tion in the matter of “ covering ” more uncertain, and iht 
committee is asking for similar words to be inserted in the 
present certification regulations. 

Local Medical Committees — Travelling Expenses 

The committee wishes it to be known that the decision to 
assistTocal medical committees in meeting claims for travelling 
expenses for members attending meetings of those committees 
is not limited to Scottish local medical committees. It is recog- 
nized that there may be committees in England and Wales which 
are experiencing difficulty in this matter, and the decision may 
be taken to apply to any committee in Great Britain, 

, Special Inducement Fund 

In discussions with the Ministry of Health soon after the 
National Health Service was introduced it was understood that, 
whilst the main purpose of the Special Inducement Fund was 
to help doctors practising in sparsely populated or otherwise 
unattractive areas, sympathetic consideration would also be 
given to applications from doctors who had suffered consider- 
able reductions in income as the result of the introduction of 
the Service. There is evidence that applications under this last 
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heading from practilioncrs in adequately doctored areas are 
being refused, despite the fact that they have the support of 
the local medical committee. The G.M.S. Committee is again 
pressing for a widening of the scope of the Special Inducement 
Fund so as to include definite cases of hardship irrespective of 
the type of area in which the doctor is practising. Representa- 
tions are also being made against the Ministry’s action in 
reducing a grant to a partnership, consisting of a husband 
and wife who are both engaged in and necessary to the Service, 
on the ground that they can normally manage on a smaller joint 
income than two doctors living independently. There is no 
indication that a similar reduction is being made in the case 
of father and son in partnership. 

Medical Examination of Hospital Staff 
The committee is informed that fees for the medical examina- - 
tion of candidates for appointments in the National Health 
Service arc payable by the appointing authority, and an instruc- 
tion to this effect has been issued to hospital management 
committees (Circular H.M.C. (42) 2). Although this instruction 
relates to administrative staff, some of the rulings given in it, 
including that relating to medical examinations on appointment, 
are of general application throughout the Service. 

It is understood that the maximum fee which hospital authori- 
ties are permitted to pay is one guinea, but the committee is 
pressing for a fee of not less than 25s., as agreed in the case of 
other Government Departments. 

Emergency Treatment— Police Authorities 
The committee has approved the draft of a letter to be issued 
by the Home Office for the guidance of police authorities in 
connexion with emergencies involving the services of general 
practitioners. Briefly, the advice about to be given is as follows; 

1. Apart from road accidents in which a motor vehicle is involved, 
for which a fee is payable under the Road Trafiic Act, a doctor in the 
National Health Service who is called to an emergency would claim 
an emergency fee from the local executive council. If the doctor 
is not in the Service the police would pay ihe doctor’s fee and recover 
it from the patient if possible. 

2. Attendance on a per,von detained in custody or attendance for 
the examination of a person for police purposes (e.g., to sec if he is 
fit to be detained in a police cell) would be paid for out of the 
police fund. 

3. For examination of a victim of an offence in connexion with 
which a criminal charge may be made the fee would be paid from 
the police fund, 

4. Attendance on a person taicen ifi near a police station and taken 
into the station while the doctor is summoned would constitute an 
emergency under the National Health Service, a claim being made 
to the local executive council for the payment of the appropriate 
emergency fee. 

5. A doctor called in by the police to examine a man charged with 
drunkenness or any other offence would be paid out of the police 
fund. If the person wished to be examined by his own doctor he 
would be responsible for Ihe doctor’s fee. 

6. A doctor called in to give treatment to a person and finding, 
on arrival, that the person is dead would be entitled to an emergency 
fee from the local executive council. If summoned, however, to 
confirrh, for police purposes, that a body is dead, or to furnish a 
report as to the nature of the deceased’s injuries, or to giv'C an 
opinion as to the cause of death, the doctor’s fee would be paid from 
the police fund. 

Pension and Insurance Scheme 

The Pension and Insurance Scheme which was available for' 
Insurance practitioners and other members of the B.M,A. until 
December last has been revised by agreement with the insur- 
ance companies concerned. Like its predecessor, the revised 
scheme provides for pension, for family provision, and for 
disability. Full details will shortly be obtainable from the 
Medical Insurance Agency at B.M.A. House, Tavistock Square, 
London, W.C.l. 

A supplementary scheme has been evolved which is likely 
to be of particular interest to practitioners in the National 
Health Service who are anxious to make adequate provision 
for their dependants, as well as possibly to augment their pen- 
sion at retirement. The details of this supplementary scheme 


are almost complete, and it is hoped that the terms can be 
announced at the conference. 

There have been inquiries for a pension and disablement 
policy to cover staff employed by doctors (dispensers, secre- 
taries, etc,), and consideration is being given to the possibility 
of devising such a policy. 


CONSULTANTS AND SPECIALISTS COMSiriTEE 

A nCHTESG FUND FOR CONSULTANTS 
On being unanimously re-elected to the chair of the Central 
Consultants and Specialists Committee at its meeting on 
September 22. Mr. R. L. Newell said that he hoped the new 
session would not be as strenuous as the last Nevertheless, 
there was still much important business for negotiation with 
the Minister. 

The first matter considered was the setting up of an 
independent defence fund for hospital consultants, similar to 
the defence trust of the General Medical Services Committee. 
It was agreed that the scope of the fund should be inclusive 
of hospital medical staffs — namely, consultants, senior hospital 
medical officers, registrars, and junior hospital medical officers. 
With regard to the last two classes it was felt to be appropriate 
that to a fund organized for hospital staffs future members of 
such staffs should contribute. The object of the fund was 
defined as to assist, either directly or through the British Medical 
Guild, in defra>ing the expenses incuned in organizing or talcing 
any action to protect the interests of those within its scope. 

Contributions should be deducted at source by boards of 
governors, regional hospital boards, and hospital management 
committees, in the same way as general practitiouers’ contribu- 
tions to their fund arc deducted by executive councils. The 
initial target was felt to he difficult to fix, but a contribution at 
the rate of £1 per £500 gross incorne derived from hospital 
appointments was suggested. It was pointed out that much of 
the defensive work which would fall to such a fund would be 
on behalf of such private practice as remained, and under this 
arrangement the consultant with most private practice and least 
hospital work would subscribe least. It was hoped that those 
who were doing well in private practice would make additional 
voluntary contributions. 

The fund is to be administered by the members of the Central 
Consultants and Specialists Committee as trustees. 

Regional Consultants and Spedalists Committees 

The composition of regional committees, which has hitherto 
varied considerably, came forward in connexion with the re- 
election of such committees on the issue of permanent contracts. 
It was emphasized that regional committees were autonomous 
and local conditions vary greatly, but it was decided to advise 
regional committees to observe the following principles; that 
membership should be based upon the representation of con- 
sultants and senior hospital medical officers in each hospital 
group or groups aggregated for the purpose, and that the teach- 
ing interest should be not less than one-fifth of the total 
membership. It was also proposed that representatives of 
whole-time local authority medical officers and of general 
practitioners be co-opted at the committee’s discretion. It was 
felt that medical superintendents should be represented, and 
that if a medical superintendent did not find his way on to the 
committee by ordinary election a representative should be co- 
opted. The chairman said that these were only suggestions to 
the regions, and that regional freedom would make for a good 
committee. 

Special Distinction Awards 

The committee considered a letter which had been received by 
the British Medical Association from the Advisory Committee 
on Distinction Awards, which is now collecting evidence on 
which to base its recommendations, asking for any assistance 
tvhicb the Assorialioa was able to give. The Central Com- 
mittee had formulated last December a number of conditions 
concerning these awards. It was urged that the Central Com- 
mittee should seek to define “ merit.” and it was agreed to refer 
the matter back to the Executive Committee with a view to a 
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more comprehensive report embodying some ideas on the issue 
of “ merit.” One member observed that eventually “ the only 
criterion of merit will be that a consultant has stuck to medicine 
or surgery for ten years ! ” 

Senior Hospital Medical OJficers 

On the grading of hospital medical staffs, one member said 
that grave injustices were being done to men who had long been 
recognized as consultants hut "who were still, after appeal, 
graded as senior hospital medical officers. Dr. Rowland Hill, 
chairman of the Executive Comihittee, said that the Ministry 
had given an unqualified guarantee that it was not its intention 
that the grade of S.H.M.O. should become a cheap form of 
specialist service. It had gone further and stated that it would 
like the Joint Committee to advise on the future field for the 
S.H.M.O., and had, so to speak, left, the ball in their hands. The 
Joint Committee had formulated certain principles governing 
appointments, one of which was that where the trainee system 
was in full operation— that is, in general hospitals where 
registrars were included in the establishment — there should 
not be any S.H.M.O. at all. 

One Scottish member said that what was really wanted was 
the co-ordination of regions, which had been carried out in one 
part of the country with success. The central appeals machinery 
should be confined to the broader issues instead of dealing with 
a queue of aggrieved individuals. 

Resolutions from the South-'Western Regional Committee, 
including a recommendation that the S.H.M.O. grade should 
be provisional until the position had been clarified, were 
accepted by the committee. 

Terms and Conditions of Service 

Dr. Rowland Hill, for the Executive Committee, reported that 
that committee had considered a circular issued by the Ministry 
interpreting various points concerning the services of hospital 
medical and dental staffs. The provision that a consultant 
appointed before the age of 30 could proceed automatically 
from the initial salary of £1,400 was considered to be to the 
advantage of the officer. It was satisfactory ^ to note that 
the duties expected under the liability to deputize for absent 
colleagues were to be taken into account in the pre-contract 
asses.sment. Certain anomalies concerning locumtenent arrange- 
ments were pointed out. 

The Executive Committee brought forward for approval two 
model forms — for patients in “ ceiling ” and “ non-ceiling beds 
respectively — whereby the patient undertook -to pay professional 
charges as a private hospital patient. Dr. Rowland Hill rden- 
tioned the unfairness of the position whereby a private patient 
ssho, because no private bed was immediately available, was 
admitted as an emergency for a few hours to a public bed and 
was thereby prevented from being treated as a private patient. 

The committee endorsed a resolution from the South-Western 
Regional Consultants and Specialists Committee calling for 
pressure to be maintained to secure a grant-in-aid towards 
accommodation in pay-beds, the present costs being both 
prohibitive and likely to destroy private practice altogether. 


GENERAL ftlEDICAL SERVICES SUB- 
COHOflTTEE (SCOTLAND) 

The advisability of recommending an extension of the use of 
the Inducement Fund in Scotland was debated by the General 
Medical Seivices Subcommittee (Scotland) at B.M.A. House, 
Edinburch, on September 13. The chairman. Dr. Knox, said 
that of the £200.000 available, only £12,000 had been used up 
to March— £10,000 in Scotland and the remainder in England. 
The une.xpended money returned to the pool, and the question 
arose therefore whether there should not be a wider use of 
the fund. 

Dr. Jope pointed out that the small use so far made of the 
fund was. partly at any rate, explained by the fact that applica- 
tions had been coming in late. Retrospective adjustment would, 
be necessary. It was important that any widening of the scope 


of application should not adversely affect the use of the fund 
for its original purpose, which particularly applied to conditions 
in Scotland. 

Dr. Wilkie Millar (Edinburgh) explained that the purpose oS 
the Inducement Fund was to induce practitioners to go to those 
areas in which there was not a sufficient population and to 
provide them with a satisfactory income from capitation and 
mileage payment. It was also intended to induce practitioners 
to' take up practice in less desirable city areas. There Was no 
suggestion in the rules or regulations that it could be used to 
make up a financial loss resulting from the introduction of the 
National Health Service ; fixed annual payments were intended 
■ for that purpose. They had heard from the Department officials 
that the Ministry were firmly of opinion that a practitioner 
could not draw on the fund for loss of income under the Act. 
This was probably a correct interpretation as things stood, but 
if any change of policy in the use of the fund was deemed 
desirable there was nothing to prevent representation being 
made to the Ministry and the Department that a change should 
be made. 

Several members complained that there appeared to be no 
consistency in the method of allocating the fund. Dr. Wilkie 
Millar replied that the Department used a formula in assessing 
applications. In the case of rejected claims applicants had the 
right, provided they submitted figures in support of their appeal, 
to submit that the formula used by the Department was un- 
suitable to their case, and they should certainly do so. 

Dr. Grant (Glasgow) reminded members that many practi- 
tioners in the cities had suffered greater hardship as a result of 
the National Health Service than those in the rural areas. In 
Glasgow the average net income of practitioners was about 
£800 per annum. He supported a suggestion that claims should 
be considered on the basis of the return made to the income- 
tax authorities in respect of income from practice. 

In reply to a question as to what yardstick was applied to 
applications, Dr. Wilkie Millar said that, generally, income of 
less than £1,000 net per annum became entitled to a contribution 
from the fund. 

Dr. Anderson observed that that might operate unfairly, no 
credit being given to the older man in respect of his yeais of 
experience and commitments. 

Dr. Wilkie Millar said that a formula was necessary, but it 
might be that the Department formula was a wrong one. 

. On the suggestion of the Scottish Secretary it was agreed to 
ask the chairman’s subcommittee to prepare a memorandum on 
the subject. 

I Filling Vacancies 

The committee then considered means of speeding up the 
filling of medical practice vacancies. The matter arose in a 
communication to the Secretary of the Scottish Health Services 
Council from the clerk to Glasgow Executive Council, stating 
that his council was seriously perturbed at the length of tim^ 
taken to fill a vacancy on the medical list. It was evident, he 
had said, that in a number of -practices the numbers on the 
list of the deceased doctor had seriously diminished by the time 
a successor took over the practice. This was accentuated- where 
there was an appeal, and the Glasgow Executive Counol 
requested the Scottish Health Services Council to consider the 
possibility of abolishing the right of appeal by a practitioner 
against another succeeding to the practice in cases where the 
local medical committee, the executive council, and the Scotmn 
Medical Practices Committee had agreed on the successor. The 
chairman observed that such a procedure, if adopted, would 
certainly speed up the position. It would, of course, need an 
ameqdment to the Act. 

In reply to a statement that in Ayrshire a joint subcommittee 
had been formed of members of the local medical committee 
and the executive council in the hope of speeding matters up. 
Dr, Wilkie Millar pointed out that, while such a subcommittee 
might well be formed, it could act not in an executive but 
merely in an advisory capacity. , 

An opinion was expressed that in many cases delay occurred 
where a iocum was an applicant, but it was pointed out that W 
stipulate that locums must not be applicants would be unfaif 
and might lead to extreme difficulty in finding locums. 
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A motion' to support the Glasgow Executive Council’s pro- 
posal was defeated by 12 votes to 6 in favour of an amendment 
moved by Dr. Wilkie Millar that the selection of a candidate 
to fill a vacancy should lie with the executive council, advised 
by the local medical committee, with the right of appeal to the 
hledical Practices Committee. 

The committee also agreed that canvassing by applicants 
should be a disqualification and that petitions organized by 
local residents should be firmly discouraged. It was further 
decided to recommend that there should be facilities for ex- 
change of practices and that executive councils should be 
empowered to disperse or allocate practices of 500 or less, 

TraveHing Expenses 

It was stated that the General Medical Services Committee 
had resolved that, subject to legal advice that it is within the 
objects of the National Insurance Defence Trust, the trustees 
be recommended to make a grant to a Scottish local medical 
committee applying for financial assistance towards the travel- 
ling expenses of its members in cases where such expenses, 
together ■with the other local medical committee expenses, are 
in excess of the income from an annual levy of Id. per patient 
on doctors’ lists in the area. 

Other Business 

The committee accepted the proposal of the Department of 
Health that in certain specified areas in the Highlands and 
Islands general medical practitioners should receive an appropri- 
ate fee from the Dental Fund in respect of emergency dental 
treatment carried out by them. 

Other decisions made were to form a Colliery Practitioners’ 
Subcommittee to consider and advise on matters affecting practi- 
tioners with relation to the coal and shale mining industries in 
Scotland in respect of problems peculiar to these industries ; 
to take up with the Department the difficulty entailed in travel- 
ling in certain rural areas for the issue of weekly certificates, 
and means of reducing inflation of doctors’ lists. 

It was agreed to ask the Consultants and Specialists Com- 
mittee (Scotland) to take up the case of Nairn Hospital, where 
certain staff changes introduced by the Northern Regional 
Hospital Board have resulted in the exclusion of a number 
of general practitioners from the hospital. 


Addressing the Society of Chiropodists at Edinburgh on September 
22, Sir George Henderson, Secretary of the Department of Health 
for Scotland, said that chiropody, as a profession, had first been 
organized in this country in 1912, and shortly after that the first 
school of chiropody had been opened in London. The second had 
been the Edinburgh one, opened in 1924. There were now twelve 
schools recognized by the society, and about 600 students were in 
training. The Secretary of State for Scotland and the Minister of 
Health had no option but to consider as soon as possible what 
standard, duration, and type of training should be laid down as a 
yardstick of profidency and accepted as the hallmark of the right to 
practise in a national service. The Ministers had set up a scries of 
committees to consider these matters in relation to all the various 
branches of auxiliary workers and to advise them. One of those 
committees concerned the profession of chiropody. It was intended 
that the committees should consider the questions before them 
objectively from the national point of view. The Chiropody Com- 
mittee had already had several meetings and was considering written 
evidence. He hoped to have its report reasonably soon. The Depart- 
ment had sven advice to re^onal hospital boards to make adequate 
arrangements for a chiropody sen-ice in assodaiion with the hospital 
and specialist semces. They hoped to develop a chiropody sendee 
in connexion with health centres ; in the Department’s first experimen- 
tal centre, about to be built at Sighthill, a room was being specially 
earmarked for chiropody. Chiropody was now, or was about to be, 
a recognized form of treatment at many hospitals where it was not 
previously provided. The provision made by a hospital board usualjy 
meant that treatment was given at the hospital itself. But it vyas 
contemplated that where necessary, if recommended by the specialist, 
it could be given in the patient’s own home by the hospital staff, and 
in addition arrangements for the employment of private chiropodis's 
were not precluded. The Service had had a particularly good start in 
Scotland because of the willing co-operation of four of the volun- 
tary foot hospitals. They had come into the Service on their own 
initiative, and that had enabled the regional boards to use Iheir 
premises and staff instead of having to start from scratch. 


Correspondence 


Paymenfs by Palienfs 

Sir, — O n August 27 T/ic Times published a leading article 
on “The General Practitioner,” and on August 30 the same 
newspaper printed a letter from a doctor suggesting that the 
cost of the National Health Service might be lessened if patients 
paid a small lax to the chemist for each prescription. These 
publications might usefully be considered in conjunction with 
the statements made by the Ministry of Health in reply to 
the Genera] Medical Services Committee on the subje« of 
remuneration to general practitioners. 

This vexed problem seems no nearer a solution. At a recent 
meeting of a local medical committee which 1 attended the 
view was expressed that it would be difficult to secure unanimity 
of action in any attempt to bring pressure upon the Minister to 
agree to an increased capitation fee. There has perhaps been 
insufficient recognition of the fact that the effect of the Act 
upon practitioners’ incomes has been very unequal. It seems 
likely that some doctors are better off than before ; it is equally 
certain that many have suffered loss. It is contrary to human 
nature for the former to take action in support of the latter, 
and thereby risk economic distress because of a dispute. 

Doctors in some industrial and urban districts have not 
suffered financially if they have large lists. The recent increase 
in mileage allowance has improved the finances of practitioners 
in certain rural districts which are scantily populated and where 
patients live at great distances from their doctors ; some of 
these arc no worse — or even belter — off than formerly. It pays 
them to have patients scattered over very wide areas ; but their 
lives arc harassed and their leisure practically nil. In one such 
district I know of, two doctors are engaged in their communal 
surgery for 3 to 34 hours every morning, and then spend the 
whole day until nightfall on visits, taking a sandwich lunch in 
their cars and having no tea. This sort of life throughout the 
year is a poor return for an undiminished income. 

The semi-rural practice, or country districts in which the 
bulk of the population live not more than two miles from the 
surgery, is in a different position. Their lists are limited by a 
comparatively small population, and the proportion of patients 
for whom mileage can be claimed is relatively small. There is 
no scope for increasing lists and incomes. Thus for most of 
their work they receive the minimum capitation payment, as 
does the town practitioner, but there simply are not enough 
residents to provide a similar income, while they have time- 
consuming long-distance work for a relatively small number 
of patients. In these districts the State practice is still subsi- 
dized by what remains of private practice. In one such practice, 
for example, if the whole of the population attended were State 
patients the gross receipts would now be only 60'o of pre-1948 
figures. Doubtless many such examples could be given. 

The effect on these practices is not so much the loss sustained 
in the first year of the Service, but what it will become in the 
future. A certain proportion of elderly patients have remained 
private, but they are a steadily diminishing factor. Each 
quarter shows an increase in State lists and a smaller private 
list, and the fall in income from private patients is greater than 
the increase in executive council payments. This constitutes the 
greatest danger for many practices, to which, if we are to be 
fair, the Ministry’s attention should be drawn. In a compara- 
tively short time private practice in the country will be dead, 
and the income of the country doctor permanently lowered as 
we approach the 100% State practice. The loaded capitation 
fee thus seems to be the only reasonable assistance for the 
country or semi-rural practitioners. 

On the other hand the economic situation provides a strong 
argument against any increased payments to doctors. But it is 
generally accepted that the Service is being grossly abused by 
increasing demands for attendances and the various additional 
benefits. It is obvious that the majority of patients could afford 
some contribution towards the cost of spectacles, dentures, and. 
in some cases, surgical appliances, as they did under the old 
N.H.I. Acts. If such a charge (e.g., £1 for a pair of spectacles 
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Is there any other section of the community in our Welfare 
State which remains' on duty without overtime in order that 
patients may consult the doctor after their normal working 
hours ? Is it consistent with the dignity of our profession that 
a patient should inform us that he desires this or that medica- 
ment and that if we refuse him he is able immediately to 
transfer his card and that of his family to a more accommo- 
dating doctor next door?. Is it likely that sound'and honest 
certification will be maintained with the system of immediate 
transfer, when the maintenance of a doctor’s income depends 
on the kindliness of his certification ? 

I do not consider that the terms offered to our consultant 
colleagues are yet satisfactory, but none the less the relative 
values placed by the Ministry of Health on the two sections 
of the profession give food for serious thought. The con- 
sultant now receives reasonable remuneration for his hospital 
work, and in addition a fee of four guineas is granted for a 
domiciliary visit. It is estimated that a panel patient receives 
an average of seven services per year, which rates the practi- 
tioner’s worth at about 2s. 6d. per service. ' 

In the future I very much fear that general practice will Jje 
the field of the mediocre and unambitious and that only those 
will enter it who have failed to secure a preferable post in other 
spheres of medicine. In the past the good general practitioner 
felt himself pre-eminent in his own sphere and would not change 
his chosen vocation for any other branch of medicine. Under 
present conditions I cannot see that pride of place remaining. 
— ^I am, etc., 

Giaseow. Ian D. Grant. 


Insurance Contributions 

Sir, — I read with interest the question entitled “Hospital 
Residents' Insurance Contributions” (“Questions Answered,” 
Supplement, September 10, p. 132). I presume the ruling with 
regard to hospital residents applies equally to locums and 
public health employees temporarily unemployed. 

As I understand your answer, an employed person who fulfils 
the requirements mentioned is exempt from payment of contri- 
butions, and is credited with one if he is capable of and avail- 
able for work. Refusal to take work offered' does not affect 
this. Also, he may draw unemployment benefit if he attends 
as instructed at the labour exchange. This is affected by his 
refusal to accept suitable employment. Can you say what is 
accepted as “ suitable employment ” ? 

I remember asking these questions when I first got my insur- 
ance card at the local labour exchange, and receiving the 
impression that, should I have the temerity to claim unemploy- 
ment benefit, I would be offered a domestic or similar job at 
once, and if I failed to accept it would lose benefit and contri- 
bution. — I am, etc., 

Rcdcar, Yorks, MARGARET O. 'WiLL. 

Hypertrophy of the Appendix 

Sir, — Dr. K. V, Deakin’s statement (Supplement, August 27, 
P- 117) is, though not new, courageous and therefore most 
remarkable ; for the facts mentioned are supposed to be 
common knowledge within the profession. What, however, the 
bulk of our profession does not perhaps realize is that practi- 
cally everything attributed in the letter to the dental profession 
may as well apply, in one way or another, to all auxiliaries 
attached actively or passively to the medical profession in this 
country~i.e., from the dentist via the electrotherapeutisi, 
nurse, hair-restorer, Indian eyesight restorer, health practi- 
tioner. chemist, herbalist, bone-setter, optician, ophthalmic 
optician, masseur, etc., etc. 

They are all doing financially very well indeed with or with- 
out nationalization ! No medical community in the world, 
perhaps with one or two exceptions, is faced with such an 
enormous army of auxiliaries created by the medical profes- 
sion — cui bono ? — and meant originally as an appendix to the 
profession. But I am sorry to say that few members of the 
profession do realize that the auxiliaries are no longer the 
appendix, as the medical profession is in imminent danger of 
becoming the appendix to the auxiliaries, — I am, etc,, 

Accrintion. Ljner. J- KaTZ. 


Inflation and Deflation 

Sir, — I n your note on inflation of doctors’ lists (Supplement 
August 27, p. 102) you make no mention of deflation of doctojs' 
lists. To one who tries to be conscientious in keeping clinical 
records it is annoying to have to wait many months before 
medical history envelopes are received from executive councils. 
I recently sent a request to the executive council for all oui- 
standing records of patients registering with me since July 5. 
1948. (I keep a record of all Forms E.C.l and E.C.4 which 
I sign.) Some records were outstanding for over a year. . 

. The reply was disappointing. In some cases there was “ no 
trace of this patient on the council’s register.” In others the 
patient was said to be “on the list of another doctor”; one 
such case was that of an infant whom I had delivered and 
whose parents had registered him with me only. 1 had treatei) 
all these patients, some for many months. We seem fohave 
here an example of deflation of a doctor’s list. — ^I am, etc., 

Torrington, N. Devon, C. F. R. BrigGS. 


His Own Doctor 

Sir, — I should like to support Dr. A. D. Beiilios's letter 
(Supplement, July 30, p. 68) in which he claims that doctors 
should have the right to prescribe for themselves. When the 
scheme came into force the Ministry of Health made great play 
that at no time would patients be directed to doctors. Surely 
this new regulation contradicts Mr. Bevan’s statement. 

As far as I am aware there is no ethical ruling that a doctor 
may not prescribe for himself. Why, then, should the Ministty 
decide otherwise ? Perhaps, if this regulation is not resisted, 
it may mean the thin end of the wedge and very shortly doctois 
will be instructed what patients they should or should not have 
on their lists. 

I think the medical profession as a whole should take a strong 
stand, otherwise who knows what may happen ? — I am, etc., 

London. S.E.6. R- WlGOMR. 


Doctors and Dentists 

Sir, — M ay I hasten to express to our dental correspondents 
(Supplement, September 10, p. 132) my regrets if 1 have in any 
way offended their susceptibilities. I hold the sister profepion 
in high regard and agree whole-heartedly that the spirit of 
concord between the two professions is very desirable. 1 am 
in no way critical of the State payments to the dental pro- 
fession. As they are the main beneficiaries of the scheme, 
I merely used their figures as a yardstick when comparing the 
payments to the doctors, and I was only quoting average 
payments, not individual. I was writing quite impersonally. 

And yet in the midst of all this adverse criticism, in this their 
era of affluence, I failed to note one word of sympathetic 
reference in the dental criticism to the unfortunate position in 
which the medical profession finds itself to-day. In the Bolton 
figures recently published payments were ; 50 dentists received 
£137,898 = £2,760 average per annum; 35 ophthalmic practi- 
tioners and opticians received £72,795 =£2,085 per annum: 
55 chemists received £94, 602 =£1,720 per annum ; and lO^- 
doctors received £137,518=:£1,30! per annum. The dentists 
and chemists would, of course, in addition derive consider- 
able financial gain from their private practice. Medical private 
practice is, of course, practically eliminated. 

These figures are more favourable to the doctors tharv the 
Manchester figures, which were : dentists, £3,400 per annum : 
doctors, £1,280 per annum. And yet 50 dentists arc sharing 
more among themselves than 106 doctors, and are receiving 
individually over twice as much. Do our dental colleagues 
really believe that the doctors arc adequately paid ? 

When the B.M.A. approach the Government with a p'ea 
for an increase of remuneration they are informed that (hem 
is no justification for an increase. It is apparently the, policy 
. of the powers that be, having got us down, to keep us 
' How would our dental friends like to be in our shoes ? Woulo 
they like to change places ? Evidently we chose the wrong. 
profession.-^I am, etc.. 


Manchester. 


K. V. Deakiv- 
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Experiences of General Practice 

Sir. — ^T hc practice, a partnership in an industrial town of 
10.000 population and extending into countr>’, covers an area 
of some 10 miles by 6 miles with an additional 5,000-odd rural 
population. Tlierc are seven doctors (in the town), of whom 
one is an assistant. 

The whole population are N.H.S. units. The practice has 
3,300 N.H.S. units, the writer's .share being 1,600-odd units 
(i.e., 50% partnership). His total remuneration promises to 
be about £1,700. The figure embraces payments under N.H.S.. 
including mileage, midwifery, life assurance e.xaminations. Civil 
Senice e.xaminations. and salaries from hospital and clinic 
appointments. 

During the summer and autumn months he has been seeing 
60 patients per day (visits .and consultations, approximately 
equal numbers) except on Sundays, when six is an average. 
Without taking peak periods into account this means IS.OOO 
contacts per year, or a frequency of between 11 and 12 per 
patient. A similar amount of work in private practice would 
earn the writer about £4.500. 

His average working day is 9 a.m. to 9 p.m. He manages to 
attend his meals with reasonable regularity. btU. as is inevitable, 
there are additional emergency calls during the night, but not 
an unreasonable number. 

Before the advent of the N.H.S. his gross earnings were about 
twice the amount quoted, £3,400. but in those days he provided 
a wide range of medical services now largely delegated ii> 
specialists. Nevertheless he is busier than in the old days. 

His general deductions are that in the area every type of free 
facility is too fully utilized and often exploited. Sick workers 
are in no hurry to return to work, especially single ones (of 
both sexes). The injured are too "compensation conscious" 
and therefore difficult to rehabilitate. There is an extravagant 
use of medicines, dressings, and appliances. Any attempt on 
the part of the writer to counter these tendencies provokes the 
rejoinder, “ If you don't, there are plenty of other doctors who 
will gladly." etc. 

The overall tendency is therefore to reduce the standard of 
general practice to that prevailing in the large industrial prac- 
tices. He finds it difficult to believe that under present condi- 
tions any doctor responsible for the medical care of over 2.000 
units can maintain a high standard of practice. 

Lest anyone might imagine that the writer lacks wide and 
varied experience, he gives the following data ; G.P. experience 
27 years — 10 in England (large cities and rural), 10 years’ “ high- 
class practice,” seven years in the present area. He is forced to 
the conclusion that the present system of remuneration is not 
conducive to the happiest results — i.e., uniform capitation irre- 
spective of numbers or experience. Rising costs are inevitable 
as long as the doctor who refuses to acquiesce in the all-round 
exploitation does so at the risk of losing his practice and his 
livinc. — 1 am. etc.. 

M.D. 

Refusal of Partnership 

StR. — I hope that the leaders of our profession do not dismiss 
lightly letters written to the British Medical Journal by aggrieved 
experienced assistants, hfy own experience tallies with what 
has been recently written. Many principals, I am sure, are 
considerate employers, but that does not dispose of the underly- 
ing injustice whereby they are allowed to get a large amount of 
their work done by assistants at a relatively low cost to them- 
selves. The end of buying and selling of practices is not the 
fault of assistants, and compensation will eventually be paid to 
principals. How, then, can the practice of making considerable 
profit out of an experienced assistant’s work be justified ? It 
implies that a principal can be twice paid for the loss of his 
goodwill. While such a loophole is legally permitted, junior 
partnerships will be scarce indeed. 

The experienced assistant has no redress whatever if a princi- 
pal for any or no reason at all refuses to offer the partnership 
which originally he held out as a goal to attract the best type 
of assistant Dissatisfaction with the assistant's work is not by 
any means the sole reason for such a refusal, and often it is 
not a factor at all. 
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To become a principal other than through an assistantship- 
with-view is very difficult for the man without capital, and the 
B.M.A. is well aware of that but seems quite uninterested. 
Surely the B.M.A. represents all sections of the medical com- 
munity, and if one section has, or even feels it has, a deep 
grievance it is the duty of the B.M.A. fearlessly to investigate 
that grievance. Refusal to do so will only lead to a grave fack 
of confidence in our Associauon, disunity in the profession, 
and finally a direct appeal to the Minister as the last hope of 
an ignored and unprivileged minority. — 1 am, etc.. 

Experienced Assistant. 


Glasses in Three Weeks 

Sir. — May 1 explain to Dr. Hardie what was in my mind when 
I wrote the letter published in the Supplement of August 27 
fp. 119)7 Perhaps 1 did not make myself clear. 

The National Health Service promised a complete service to 
the poor. In this case a woman of quite limited means, who 
could not wait the slated 6-9 months for spectacles, had to 
pay £5 to obtain them in three weeks. Is there not something 
iniquitous in this ? Let those who have the means buy any- 
thing they can, but a Government should not hold out hopes 
to the people which cannot be fulfilled. Does this latter not 
savour of vote-catching ? — I am. etc . 

London. N.NV.II. L. S. WoOLF. 

Enforce Obedience 

Sir. — It has been noted by many that the comradeship among 
general practitioners which developed at the time of the formu- 
lation of the Health Act has been cooling off. We seem to 
be slipping into the old ways and the old antagonisms. The 
handicap of this is that combined action is impossible, and we 
arc now at the mercy of the interpreters of the Health Act and 
the formulalors of its regulations. We can justly envy the 
tradesmen and artisans who are directed by their unions as to 
what to do and when to do it, with penalties against defectors. 

It is time that our Association took upon itself the right 
to enforce obedience, time that we put medical policy on a 
national basis and authoritatively directed it. Then this fear 
that every one of us has that the black sheep will break up 
an agreed policy and ruin our chances of bettering our position 
will be dispelled. 

MTien I brought up this matter at our local Divisional meet- 
ing it was suggested that the authority would grow to a tyTanny. 
But surely in a democratically elected body this would never 
happen. There seems to be little tyranny in the artisans’ trade 
unions. 

However much we may yearn (to take three small instances) 
for less than a 24-hour day, for the confidence to refuse some 
certificates, or for more than a 4s. fee for a vaccination and 
inspection, we can do nothing to help ourselves so long as 10 
or 20% of our number is satisfied (often because they happen 
to be more favourably placed financially) and cannot be com- 
pelled to follow the wishes of the majority. — I am, etc., 

DunBTnnon. CONN McClUSKEV. 

N.H.S. Pros and Cons 

Sir, — No doubt a flood of correspondence will appear in 
answer to Dr. J. S. Zidel’s letter (Supplement, September 17, 
p. 138), its volume only limited by the lack of leisure between 
morning and evening surgeries. He has been lucky in his 
experiences of the N.H.S. and is to be congratulated on the 
numerous advantages over free general practice which he has 
noted. These advantages, however, are not clearly seen by 
many practitioners with whom I have discussed the Service, 
and I may be allowed to tabulate the answers to Dr. ZideTs 
list. 

( 1 ) Income may be secure — it would not be wise to be too sanguine 
on that point — but the doctors are certainly in the minority in the 
community in accepting more work for less pay. 

(2) Expenses are not reduced in proportion to the reduction of 
income, and it is certainly necessary- to have some form of clerical 
assistance if one is to preserve order in one's cards. 
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(3) Visits are more in number, and 60 miles a day is not at all 
out of the way for a country G.P. A single night call may involve 
15-20 miles. 

(4) Hours are certainly regular— perhaps 16 daily. Objection is 
made on the score of quantity, not regularity. 

(5) One is harassed. Patients who were among the first to com- 
plete form E.C.l are often too busy, or too snobbish, to attend as 
ordinary “ surgery ” patients, and want to use up a few minutes of 
that leisure between morning and evening surgery which Dr; Zidel 
has been so lucky in finding and which most of us find hardly 
adequate even for meals. 

With all due respect to a visiting colleague, one can only 
assume that he saw all the good and none of the difficulties of 
N.H.S. practice. There has hardly been any of the summer 
falling-off in the work this year, and one hesitates to think of 
the volume of work which will come our way in the winter. 
The solution is easily written — more pay, more doctors. The 
difficulties have arisen simply because the Service was forced 
into being without due preparation, and surely the Minister of 
Health should be the first to realize that it is essential to lay the 
foundations and build the walls before putting on the roof. 

However, we have our glorious Service, but, please. Dr. Zidel, 
don’t tell us how lucky we are to be in this plight. — am, etc., 

Spilsby, Lines. C. E. FrISKNEY. 

POINTS FROM LETTERS 

A Medical Trade Union , 

Dr. W. Watson Newton (Birmingham) writes : I warn all doctors 
that a medical trade union will bring all doctors within the control 
of one central organization which in its tiim might, like so many 
other unions at home and abroad, be brought under political control 
for purposes far beyond the alleged benefit of practising doctors. 
I would' advise all doctors to support the B.M.A. 

Heading the Poll 

Dr. Leslie Hartley (Camberley, Surrey) writes : Socialists and 
Tories alike have claimed the credit for the success of our magnificent 
Health Service, at .once the .envy and admiration of every foreigner, 
but is not the credit really due to the Whigs ? 

Permanent Assistant 

Dr. M. writes : . . . Many practitioners are now faced with doing 
assistants’ jobs for many years — a grim prospect. But, since the 
profession has given up its freedom, even if an assistant is lucky 
enough to get a practice through the local executive council the 
chances are that the doctor has to live in some district in which 
prior to the scheme he would never have thought of settUng. Again, 
if for family or health reasons he wants to move, he can’t do so. 

. . . The outlook is certainly alarming for.the yoting man, and while 
we hear that there are more doctors needed to work the scheme I 
fail to sec why so many practitioners are doomed to an assistant's 
life, but it is so. . . . 


H.M. Forces Appointments 


REGULAR ARMY : EMERGENCY COMMISSIONS 
Royal Army Medical Corps 

Captain (now Major) W. S. Angus (now Regular Short Service 
Tyne “ B ”), to be Major. 

Captain I. A. Jackson, M.B.E., to be Major. . 

■ Captain R. E. N. Tattersall has relinquished his commission, and 
bti’’ been granted the honorary rank of Major. 

''Hr Substantive Captains J. G. Guest and S. Graham have 
relinquished their commissions, and have been granted the honorary 
rank of Major. 


COLONIAL MEDICAL SERVICE 

The followin" appointments have been announced : F. C. Harris, 
M.R.C.S., and'D. A. W. Nugent, M.D., D.P.H., Medical Officers, 
Gold Coast; Mrs. V. F. Wilkins. M.B., Lady Medical Officer, 
Nigeria ; M. B. Wingate, M.B.. Medical Officer, Northern Rhodesia ; 
E. Gemmell, M.B., D.T.M.&H., Lady Medical Officer, Sarawak; 
R- N. H. Low'. M.B., Medical Officer, British Guiana; W. J. M. 
Evans, M.B.. D.P.H., Senior Medical Officer, Tanganyika; A. J. 
Johnson. M.B., D.T.M.&H., Senior Medical Officer, Sierra Leone; 
E. H. Murcott, M.D., D.P.H., Senior Medical Officer, Kenya: J. H. 
Taylor. M.B., Medical Officer, Kenya; G. Haridas, M.R.C.P.. 
vnvsician. Government Hospital, Federation of Malaya ; C. 
Subiahmanyam, Senior Pathologist, Federation of Malaya. 
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SIR CHARLES HASTINGS CLINICAL PRIZE 

The Sir Charles' Hastings Clinical Prize, which consists of a 
certificate and a money award of 50 guineas, is again open for 
competition. The following are the regulations governing the 
award ; 

1. The prize is. established by the Council of the British Medial 

Association for the promotion of systematic observation, research 
and record in general practice. ■ ’ 

2. Any member of the Association who is engaged in general 
practice is eligible to compete for the prize. 

3. . The work submitted must include personal observations ami 
experiences collected by the candidate in general practice, and a 
high order of excellence will be required. If no essay entered is 
of si^cient merit no award will be made. It is to be noted that 
candidates in their entries should confine their a tendon to their 
own observations in practice rather than to comments on previously 
published work on the subject, though reference to current literature 
should not be omitted when it bears directly on their results, their 
interpretations, and their conclusions. 

4. Essays, or whatever form the candidate desires his work to 
take, must be sent to the British Medical Association House, 
Tavistock Square, London, W.C.l, not later than December 31, 1949. 
The prize will be awarded at the Annual General Meeting of the 
Association to be held in 1950. 

5. No study or essay that has been published in the medical 
press or elsewhere will be considered eligible for the prize, and 
a contribution offered in one year cannot be accepted in any sub- 
sequent year unless it includes evidence of further worL A 
prizewinner in any year is not eligible for a second award of the 
prize. 

6. ' If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision of 
the Council on any such point shall be final. 

7,. Preliminary notice of entry for this competition is required, 
on a form to be obtained from the Secretary. 

8. Each essay must be typewritten or printed, must be dis- 
tinguished by a motto, and must be accompanied by a sealed 
envelope marked with the same motto and enclosing the candidate’s 
name and address. 

9. The writer of the essay to whom the prize is awarded may, 
on the initiative of the Science Committee, be requested to prepare 
a - paper on the subject for publication in the British Medicd 
Journal or for presentation to the appropriate Section of the Annual 
Meeting of the Association. 

10. Inquiries relative to , the prize should be addressed to the 
Secretary. 
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Diary of Central Meetings 

October 

Committee on Relationship of Autonomous Bodies, 
2 p.m. 

Joint Committee of British Medical Association and 
National Veterinary Medical Association, 2.30 p m. 

Committee on Industrial Health Services in relation 
to the National Health Service, 2 p.m. 

Proprietary Medicines Committee, 11 a.m. 

Film Committee, 2.30 p.m. 

NovEMrnn 

Committee on Industrial Health Services in relation 
to the National Health Service, 2 p.m. 


Branch and Division Meetings to be Held 

Bournemouth Division. — At Royal Victoria Hospital, Boscombe, 
Friday, October 7, 8.15 p.m. Dr. Raymond Greene: ‘‘Vulgar 
Errors in Endocrinology.” 

East Herts Division. — At County Hospital, Hertford. Thursday, 
October 6, 8.45 p.m. Inaugural address by Dr. D. 'y. Jama. 
“ TTie General Practitioner and the Maternity Service.” The adurcss 
will be followed by opportunity for questions and discussion. 

Goole and Selby Division. — At The Lodge, Snailh, 

October 6, 8.15 p.m. Discussion on “Some Problems 0‘ ^"11“ 
Health,” to be opened by Dr. Walter Henderson. Preceded J 
supper at 7.30 p.m. _ . r? 

Richmon-d Division. — At Station ■ Hotel, Richmond, 

October 7, 9 p.m. Dr. Gerald Slot : “ On Angina Peefons. 
ceded by dinner at 7.45 for 8 p.m. 

Swansea Division.— At Morriston Hospital, Swansc^ jrlmn' 
October 6, 7.30 p.m., opening meeting. Address by Mr. G. J. gci« 
Jones: “The Atom Bomb and Us.” 
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BY 
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Projessor of Pharmacology, University of Birmingham 


The sprue syndrome is characterized by a defect of fat 
absorption, commonly associated with diarrhoea, wast- 
ing, abdominal distension, the radiographic segmentation 
pattern of the small intestine, absence of the normal 
post-absorptive systemic hyperlipaemia, a flattened oral 
glucose-tolerance curs'e, anaemia, and certain vitamin 
deficiencies. Defective fat absorption may be regarded 
as an essential part of the sprue system by definition. The 
sprue syrndrome may be taken to include non-tropical sprue 
(idiopathic steatorrhoea) (Thaysen, 1932), tropical, sprue 
(Fairley, 1936), and the coeliac syndrome in children 
(Parsons, 1932). To these may perhaps be added some 
cases of gastro-colic fistula. Other cases of defective fat 
absorption (such as the post-gastrectomy syndrome, regional 


Tropical sprue can occur in epidemic outbreaks involving 
groups of people living under similar environmental con- 
ditions — this was often observed during the last war in 
South-east Asia — non-tropical sprue and the coeliac syn- 
drome, however, occur more or less sporadically, although 
several cases may occur in one family. With tropical sprue 
recovery is the rule ; with non-tropical sprue and the coeliac 
syndrome complete recovery is relatively rare. The syn- 
drome in its more chronic form can be divided into two 
main parts — a more or less constant group of signs and 
symptoms, including the fat-absorption defect, and a more 
variable element, subject to exacerbations from time to 
time, including severe diarrhoea with bulky fermenting 
stools, vitamin-B deficiencies, and haematological changes 


Table I . — Features of the Sprue Syndrome 



Coeliac 
SjTi drome 

Non- 

tropical 

Sbruc 

Tropical 

Sprue 

Gastro- 

coUc 

Fistula 

Post- 

gastrectomy 

Syndrome 

Rcgioaal 

Ileitis 

Obstrccth-e 

Jaundice 

Chronic 

Pancreatitis 

Fat-absorption dsfect 


•f-f + 

+ -l-f 

4-4- 

-F-F 

4-4- 

4 . 4 . j. 

-r-^-r 

Proportionate defect 

+ -r-f 

4 . 4 . 4 . 


7 


— 

— 


Flat chjlomicrograph 

a. a. 

4.4.4- 

-?--l-4- 

4 . 4 . 

_ 

— 

(-r-r-) 

(-r-?-J-) 

Fine intraluminar emuUificatioa . . 

.A. .4. U. 

4-4--?- 

4-4-4- 

4--r4 


4- -Ft- 

— 

— 

Radiographic ** deficicnc>- pattern *’ 



4-4-4' 

— -f 

— 


— 

• 

Flat oral glucose curve 

4- + 

-r4- 

+ + 

— 

— 

— 


— 1 

Macrocytic anaemia 

— 


4--i-4- 

T 4* -r 

+ 



“ • 

Microcytic anaemia 

+ *T--r 

4 . 


_ 

— 

— 

— 


Iron defidency 

+ + 


4--?- 4- 

7 

— 

— 

■ 

— ■ 

Tetany: Low serum calcium 

0.4- 

-r4- 


_ 


— 


— 

Low serum phosphoUpId .. 

+ + 4- 

4-4- + 

-l--i-4- 

7 

— 

— 

. 44 - 

T-!- 

Low Serum cholesterol 

+*f + 


-i'-F**- 

7 

— 

— 

— ~ 

-r — 

Signs of vitamin-B defidendes 

•f + 

4-4- 

-t-T- 

4-4- 

4- + 





+ -F+ Usually present. +-f Commonly present. T* May be present. — Usually not present. 


ileitis, chronic pancreatitis, or obstructive jaundice) are not 
usually associated with a suflacient number of the charac- 
teristic features of the sprue syndrome to warrant their 
inclusion in this group (see Table I). 

Certain differences can be observed between non-tropical 
and tropical sprue and the coeliac syndrome. The anaemia 
in the coeliac syndrome is usually microcytic, probably due 
to iron deficiency ; an iron-deficient component is also 
commonly observed in the. adult macrocytic anaemia. 
There may be several primary aetiological factors which 
can give rise to the sprue syndrome, and it is probable 
that diflFerent factors are operative in the three varieties 
of the syndrome under consideration. 


•Read in opening a discussion at a joint meeting of the Sections 
of Pathology and Bacteriology and of Tropical Medicine at the 
Annual Meeting of the British Medical Association, Harrogate, 1949. 


The Faf-absorpfion Defect in the Sprue Syndrome 
I. Norma] FM Absorption in Man 
Absorption from the intestine is conveniently considered 
in three phases : an intraluminar, a cellular, and a distribu- 
tive phase. The absorption of fat must be studied both 
from a general point of view and in detail (Frazer, 1947a). 

General Aspects of Fat Absorption . — The quantity of fat 
absorbed must be determined, by the use of a fat-balance 
technique (Cooke et al., 1946). More recently the method of 
de Kamer, Huinick, and Weyers (1949) has been successfully 
used. The criticisms of Annegers, Boutwell, and Ivy (1948) 
arc not valid with regard to the use of these balance techniques 
for studies of defective fat absorption. The amount of fat 
ingested may be increased from 50 to 100 g. and the effect of 
this fat-loading of the diet determined quantitatively. The 
effect of different types of dietary fat can also be studied. In 

4631 
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addition to quantitative measurements, the characteristics of 
the faecal fat and the quantity of volatile short-chain fatty 
acids can also be determined. The results of observations made 
by these various methods in normal subjects are shown m 
Table II. 


I 

Table II. — General Study of Fat Absorption 




Normal 

Sprnt Syndrome 

Fat-balance technique 1 




5-12 day balance .. .. 




Daily fatty acid (de 
Kamer, 1949)., 

f 

>95% 

50-80% 

Fat-loading tests 




SO to 100 g 


Proportionate, 48-95 c. 

Proportionate» 35-70 g. 

Fst-assimilation test 


Natural fats absorbed 

Intolerance of saturated 


[■ 

< 3 g. in 24 hr. 

fats 

Neutral fat and fatty 

Faeca! fats ^ 

, 

< 2 g. per JOO g- dried 
faeces 

acid 10-50 g. 

in 24 hr. High 
M.Wt. and M.F., low 

r.v. 

Volatilefattyacld-h -f 4- 
up to 8 g. per 100 g. 
dried faeces 


Detailed Study of Fat Absorption. — ^The. intraluminar phase 
of fat absorption can be studied by an intestinal intubation 
technique (Thompson, 1949). A Miller-Abbott tube is passed 
into the small intestine and samples of intestinal contents taken 
before and after the administration of fat. The material 
recovered is examined for the presence or absence of enzymes 
and other substances and the changes which the fat has under- 
gone. The action of enzymes, the effect of added bile, and 
the presence of bacteria can also be Investigated. The cellular 
phase can be studied only indirectly in man, and at present 
interpretation is difficult. Investigation of the distributive 
phase is confined to blood-fat studies. The results in normal 
subjects are shown in Table III. 


Table III . — Detailed Study of Fat Absorption 



Normal 

Sprue Syndome 

Intraluminar phase; intuba- 
tion technique 


10% or more 

Hydrolysis 

10% or more 

Emulsihcation 

Particle diameter 
< 0-5/1 

Apparently normal 

Bile addition 

Enhances lipolysis only 
in resting samples 

Enhances lipolysis in all 
Samples 

Enzymes , . 

Lipase, trypsin, amyl- 
ase, and lysozyme 
present. Lecithinase 
absent 

Lipase, trypsin, and 
amylase present, 
i Lysozyme? and leci- 
thinase absent 

Bacteria 

Absent, or small num- 
bers only ; 

Present in upper in- 
testine in large num- 
bers 

Cellular phave • 

Blood biochemistry 


Phospholipid 

About 250 mg./lOO ml. 

Low. 40-200 rag. (aver- 
age 142 mg. in 60 
estimations) 

Cholesterol . . 

About 250 tng./100 ml. 

Low < 150 mg./lOO ml. 

Inarticulate absorption . . 

Present 

No systemic hyper- 
lipaemia 

Oral gfucose-toleranct 
curve flattened 

Other absorption tests . . 
Elfect of therapy 

Norma! tolerance curve 

Nothing conclusive 

Uisiribuiivc phase: 



Chylomicrographs 

Normal peak 150 par- 
ticles per field 

Flat 

Bfood'fat curves 

Normal peak 200 mg./ 
100 ml. blood 



2. Fat Absorption in the Spme Syndrome 
The changes observed when using these methods for the 
study of fat absorption in the sprue syndrome are shown 
in Tables II and HI. 

General Aspects. — In the general study of fat absorption the 
characteristic changes in the sprue syndrome consisted of a 
fat-absorption defect, only 50-70% being absorbed. The fat- 
loaUmg tests show that the defect was proportionate to the 
amount ingested. Thus, if 50 g. were administered and 35 g. 
absorbed, the administration of 100 g. resulted in the absorption 
of 70 g. or more. With regard to fat assimilation, fats con- 
taining a large quantity of long-chain saturated fatty acids were 
less well tolerated by sprue patients than by normal individuals. 
Patients suffering from the sprue syndrome tolerated milk and 
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milk products better than mutton fat or beef fat. The fatcfi 
contained abnormal amounts of long-chain fatty acids up p 
30 g. or more in 24 hours. The neutral fat was usually aboc: 
80% hydrolysed, and the fatty acids were often present ai 
crystals and can be shown to have a high melting point, biti 
molecular weight, and low iodine value (Parsons, 1932; d; 
Kamer, 1949). Volatile short-chain fatty acids were ofic 
present in large quantities. 

Detailed Study . — ^The detailed study of fat absorption shoi\d 
differences from normal. Hydrolysis and initial emulsificatio: 
in the upper part of the small intestine seemed to be wiihb 
normal limits. Small but significant changes in emulsificatio: 
may not be detected by this method ; clear differences ««.- 
found in cases of obstructive jaundice or chronic pancreatitis, 
in which emulsification was grossly defective. The additico 
of bile caused enhancement of lipolysis in all samples. Tb! 
reason for this difference from normal is obscure. All ftt 
usual enzymes were present in approximately normal concentn- 
tion, with the possible exception of lysozyme. Bacteria neii 
present in large numbers in the upper intestine, especially io 
achlorhydric patients. The bacteria found were intestissi 
flora, which are normally confined to the lower part cl fit 
intestine. 

With regard to the cellular and distributive phases, low blood 
phospholipid and cholesterol were usual. The oral glucoi:- 
tolerance curve was commonly depressed. There was k 
post-absorptive systemic hyperlipaemia following fat absorb 
tion, as shown by chylomicrographs and blood-fat curs'cs. 


Discussion 

, It is difficult to study the cellular phase of fat absorpfe 
in the human subject except by indirect methods, llis 
agreed by all workers that long-chain triglycerides can bf 
observed as particles in the intestinal cell during absorp- 
tion, and that these particles pass from the cell Ihrough th 
corium of the villus to the lacteal, and thence by the Ijni- 
phatic route into the blood stream, giving rise to the nonffil 
post-absorptive systemic hyperlipaemia. There is evidenci 
to support the view that these particles pass unhydrolystii, 
or partly hydrolysed, into the cell from the intestinal lumen, 
and that adequate emulsification, normal electrolyte absorp 
tion, a'nd possibly phospholipid synthesis may influence ihis 
stage of particulate absorption (Frazer, 1948). 

Alternatively, the triglycerides are resynthesized from 
fatty acids and glycerol inside the intestinal cell. Tti! 
post-absorptive systemic hyperlipaemia is dependent upon 
normal particulate absorption. Absence of the normd 
hyperlipaemia might be due to interference either in tin 
intraluminar or in the cellular phase, according to the parti- 
tion theory (Frazer, 1946), but according to the lipolytic 
hypothesis (Verzar and McDougall, 1936) it must be due 
to faulty" resynthesis in the cell. The effect of added lipase 
on the post-absorptive hyperlipaemia and the normal intes- 
tinal radiographic pattern during fat absorption in humar^ 
subjects support the experimental evidence in animals upon 
which the partition theory is based. From either point of 
view, however, th& absence of the post-absorptive systemic 
hyperlipaemia must be interpreted as evidence of defective 
absorption of triglycerides in particulate form. 

It is concluded from the evidence presented thaf there is 
interference with particulate absorption in the sprue syn- 
drome, and that larger quantities than normal of fatty acid 
are both absorbed and excreted. It is not possible al 
present to determine with certainty whether the interference 
with particulate absorption occurs in the intraluminar oi 
in the cellular phase. The more unsaturated long-chair 
fatty acids appear to be absorbed, while the more satur- 
ated are excreted. This would account for the proporfion- 
ate nature of the defect and for a number of secondar) 
changes which will now be considered in detail. 
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The Effects of the Fat-absorption Defect in the Sprue 
Syndrome 

Intestinal Mucin . — As a result of faulty particulate 
absorption, greater quantities of long-chain fatty acids 
occur in the intestinal lumen. Administration of long-chain 
fatty acids resulted in an increase of mucus in the intestinal 
lumen in normal human subjects and experimental animals, 
unsaturated fatty acids being more effective than saturated 
fatty acids. Mucus is an activator of lipolysis in the presence 
of bile salts. The administration of long-chain or short- 
chain fatty acids or hypertonic solutions induced the 
so-called radiographic “ deficiency pattern " in normal 
human subjects. TTie changes obsen’ed were radiographic- 
ally indistinguishable from those found in the sprue syn- 
drome. The segmentation of the barium sulphate suspen- 
sion was shown to be due to flocculation in the presence of 
mucus. The relative proportions of mucus to barium sul- 
phate suspension were important (Frazer, French, and 
Thompson, 1949). There is little doubt that more mucin 
is present in the small intestine in a case of sprue than in 
a normal individual. N\'hether this is due to oversccretion, 
or whether lack of destruction of mucin may also be con- 
cerned, has not yet been determined. An increased quantity 
of long-chain fatty acids is at least partly responsible for 
the presence of excessive quantities of mucus. 

Faecal Fat . — ^The amount of faecal fat was increased and 
the output • of long-chain saturated fatty acids seemed 
to be selective and sometimes closely associated with mucin. 
Long-chain saturated fatty acids are not well absorbed by 
normal animals. The failure to absorb these fatty acids 
in sprue would account for the fact that the defect is pro- 
portionate and for the observation that sprue patients do 
not tolerate triglycerides containing much saturated fatty 
acid. The more unsaturated fatty acids are presumably 
absorbed, and, in accordance with observations in animals, 
they must be transported by an alternative route to the 
thoracic duct and thus do not give rise to a systemic hyper- 
lipaemia. Long-chain fatty acids may cause irritation and 
diarrhoea, which can be controlled by the administration 
of calcium salts, which precipitate the long-chain fatty acids 
as insoluble soap. Excessive fatty acid formation might 
under certain circumstances be responsible for inadequate 
absorption of calcium and iron. The absorption of both 
calcium and iron is a complex question, however, and it is 
unlikely that any single factor accounts for their poor 
assimilation in the sprue syndrome. 

HypocMorhydria . — ^Administration of long-chain fatty 
acids will cause a decrease in gastric motility and gastric 
secretion, particularly certain long-chain unsaturated fatty 
acids. In the sprue syndrome decrease of gastric motility 
and acidity' is marked. Hypochlorhydria is usual ; achlor- 
hydria may occur. The hypochlorhydria observed in sprue 
may be due to the absorption of abnormal quantities of 
long-chain fatty acids. Hypochlorhydria and large quanti- 
ties of mucin in the intestinal lumen cause a relative fixation 
of pH, which, with decreased gastric and intestinal imotility 
and interference with absorption, help to provide suitable 
conditions for increased growlh of bacteria. Many intestinal 
bacteria' can split triglycerides and may help in the hydro- 
lysis of neutral fat to fatty acid, and they may also ferment 
starch. Starch fermentation may be pronounced in the 
sprue syndrome, giving rise to volatile short-chain fatty 
acids (acetic, propionic, and butyric) in large quantities in 
the faeces. These acids may be irritant to the intestine, 
giving rise to diarrhoea, which is not readily stopped by the 
administration of calcium salts. 


Blood Biochemistry . — Certain Changes in blood bio- 
chemistry were usually seen, particularly a decrease of 
phospholipid and of cholesterol in the blood. These 
changes might be due either to faulty absorption or to 
faulty synthesis. Particulate absorption may be closely 
related to absorption of phospholipid and to its synthesis 
in the intestinal cell. Cholesterol was also found to be 
associated with particulate fat in the chyle. However, the 
quantities involved were' small and no close relation 
between blood phospholipid, cholesterol, and triglyceride 
was demonstrable during fat absorption (Frazer and 
Stewart, 1937). It seems likely, therefore, that the changes 
in blood phospholipid and cholesterol in sprue may also 
be related to decreased synthesis of these substances in 
the liver or elsewhere. There is no clear evidence at 
present to determine whether interference with synthesis 
or faulty absorption is the more important factor. Large 
quantities of long-chain fatty acids passing direct to the 
liver might modify liver function. 

Discussion 

The probable interrelationship of these various effects of 
abnormal fat absorption in the sprue syndrome is indicated 
in Fig. 1. Faulty particulate absorption of unhydrolysed 

Oet»-r 



fat results in increased hydrolysis ; the long-chain fatty 
acids formed are partly absorbed, causing increased mucus 
in the intestinal lumen ; it is suggested that the excess 
mucus in the intestinal lumen may interfere with particu- 
late absorption. The long-chain saturated fatty acids are 
not absorbed and passed out in the faeces. By taking this 
as the basic fault in the fat-absorption mechanism the 
main features of the sprue syndrome are readily explained. 
Thus the composition of dietary triglyceride, especially 
with regard to its saturated fatty acid content, will affect 
the sprue patient. 

The absence of the systemic hyperhpaemia, although 
70% of the fat is absorbed, the proportionate nature of 
the defect, and the occurrence of hypochlorhydria are 
explained on the basis of fatty acid absorption (Frazer, 
1943). The failure to absorb the more saturated fatty 
acids is clearly shown by their appearance in the faeces. 
The existence of diarrhoea, which is only sometimes con- 
trolled by calcium, is due to the fact that it can be caused 
by long-chain fatty acids derived from fat breakdown or 
by short-chain fatty acids arising from starch fermentation. 

The radiographic “ deficiency pattern ” has been shown 
to be due to flocculation of the barium sulphate suspension 
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with mucus. The changes in cholesterol and phospholipids 
may follow from failure of particulate absorption, or, 
alternatively, may be due to the effect of excessive amounts 
of long-chain fatty acids on liver function. Changes in 
steroid hormones and bile phospholipid may be secondary 
to the changes in blood cholesterol and phospholipid respec- 
tively. Symptoms can be aggravated in many cases of the 
coeliac syndrome by increasing the dietary starch (Parsons, 
1932). 

Relation of Fat-absorption Defect in the Sprne Syndrome 
to Multiple Actiological Factors 

The relation of the fat-absorption defect in the sprue 
syndrome to possible aetiological factors is shown in' Fig. 2. 


Burma 

MfrlCAt JOI^LNAL 


Dietary factors 
rancidity) 


Slryctural defect of cell 


as a primary aetiological factor in sprue (Verzar and Lasu, 
1935), since it was thought to be necessary for phosphorylation 
and resynthesis of triglycerides. It has been established subse- 
quently that the adrenal cortex does not affect phosphorylation 
in the intestine (Stillman, Entenman, Anderson, and Chaikoi 
1942). Low blood sodium and hypotension are not uncommon 
in sprue, although usually observed in severe rather than early 
cases (Black, 1946). Changes in electrolyte metabolism and 
absorption might interfere with the particulate absorption of 
triglycerides (Frazer, 1949). In the sprue syndrome, however, 
treatment with adrenal cortical hormone, corticotropin, and' 
other measures which brought the blood sodium back to normal 
levels did not markedly affect the fat-absorption defect. Cases 
of Addison’s disease may show a defect of fat absorption, but 
they do not develop the sprue syndrome. A low level of free 
cholesterol in the blood may possibly result in a generalized 
steroid starvation, resulting in secondary hormone deficiencies. 



such as adrenal cortical insufficiency and" delayed sexual 
development. Water and electrolyte changes may contribute 
to the fatal termination in severe cases of sprue, but they prob- 
ably are not materially concerned in the primary aetiology of 
the sprue syndrome. 

4. Defective Phosphorylation {Adrenal Cortical Insuffidenq 
— Verzar ). — There is little evidence of any direct relation 
between phosphorylation in the intestinal cel! and triglyceride 
absorption. Simultaneous absorption of lecithin facilitates the 
absorption of long-chain triglyceride (Sagrott, 1949). The 
amount of phospholipid formed during fat absorption may be 
smalt, and for this reason phospholipid cannot be regarded as 
an obligatory intermediate in fat absorption (Zilversmit, Enten- 
man. and Chaikoff. 1948). Faulty phosphorylation of fat in the 
sprue syndrome has been largely assumed on the basis of Dal 
oral glucose-tolerance curves which have been attributed to 
failure in the phosphorylation of carbohydrate (Verzar and 
McDougall, 1936; Maegraith et al., 1945). Other experimental 
studies ave not supported this interpretation of the sugai 
curves iOm»ry. 1947; Fourman, 1947). Apart from the low 
blood phospholipid commonly observed, there seems to be littli 
evidence of faulty phosphorylation in the sprue syndrorne. H 
it did occur, it might affect particulate absorption as indicated 


Eight main causative factors of the sprue syndrome have 
been suggested, each of which will be considered briefly. 

1. Dietary Factors . — The more saturated fats aggravate the 
fat-absorption defect. Special, characteristics of the dietary fat, 
such as oxidative rancidity, may play some part in the aetiology 
of tropical sprue, especially when it occurs in groups of indi- 
viduals under similar environmental conditions. Stannus (1942) 
suggested that dietary factors might have some causative role in 
tropical sprue. The inclusion of rancid fats in the diet causes diar- 
rhoea, anaemia, and destruction of dietary vitamins (Whipple, 
1932 ; Burr and Barnes, 1943 ; Gy&rgi et ai, 1942). The possible 
significance of rancid dietary fats in the onset of tropical sprue 
in India was noted by J. M. French. It is unlikely that ran- 
cidity is a major aetiological factor in non-tropicai sprue or in 
the coeliac syndrome in this country. Diarrhoea has been 
recently observed in infants in temperate climates receiving 
rancid cod-liver oil (Whipple, 1936). Rancid fats are readily 
hydrolysed, and the fatty acids liberated are irritant and are 
effective stimulants of mucus secretion. The effects of dietary 
fats and the products of rancidity on the fat-absorption 
mechanism are being investigated. Dietary factors may have 
some importance in the aetiology .of tropical sprue. 

2. Structural Defect of the Inteciinal Cell . — It was suggested 
by Hurst (1941) that structural defects of the intestinal muscu- 
laris mucosa might be responsible for the fat-ibsorption defect 
in the sprue syndrome. Atrophic ch.anges of the intestinal wall 
are not uncommon at necropsy'. It 's improbable that these 
changes are present in the many cases of tropica! sprue which 
make a complete recovery'. Secondary structural changes might 
perpetuate faulty particulate ab-sorption and represent an irre- 
versible stage of defective fat absorption in sprue cases of long 
standing. 

3. Disturbances of Electrolyte Metabolism {Adrenal Cortical 
Insufficiency). Adrenal cortical deficiency has been suggested 


5. Emotional Factors . — ^These cannot be disregarded in a 
gastro-enterological syndrome. Movement and secretion may 
be affected: certain other psychosomatic disorders are associ- 
ated with excessive mucous secretion. Such changes mighi 
precipitate the sprue syndrome ; there is no direct evidence ol 
the mechanism at the present time. 

6. Starch Fermentation . — In cases of the coeliac syndmmt 
the fat-absorption defect may be aggravated by the administra- 
tion of starch. Carbohydrate intolerance in the coeliac svndiomf 
is well known (Parsons, 1932). The primary defect seems to bs 
faulty digestion of starch granules and consequent slarcli 
fermentation, giving rise to short-chain fatty acids. Intolerance 
of starch also occurs in many cases of adult sprue. An exten- 
sive investigation into the mechanism of starch granule diges- 
tion and its relation to mucinases and lysozyme is being under- 
taken. It is possible that starch fermentation may have an 
aetiological significance in some cases of the coeliac syndrome. 

7. Intestinal Flora . — Changes in intestinal flora occur in the 

sprue syndrome, more affecting the site of growth than the 
type of organism present. The predominating bacteria may 
vary, however, owing to alteration in environmental condili^s 
consequent upon faulty absorption or other changes. Tnt 
higher level of intestinal flora, which may reach the upper small 
intestine' in sprue, may give rise to successful compeU'tion ot 
the bacteria with the host. This -competition hypothesis of tnt 
common vitamin deficiencies in sprue will be more fun) 
discussed in another communication. Changes in intestinal flora 
are probably secondary in tropical and non-tropical sprue and 
the coeliac syndrome. Intestinal bacteria can hydrolvse tn- 
glycerides and ferment starch. They could therefore imtele 
changes which might lead to the sprue syndrome. Such a 
mechanism might possibly be involved in some cases of gastro- 
colic fistula. _ ' , /, 

8. Vitamin Deficiencies . — Deficiencies of riboflavin. niMuoic 
acid, and folic acid are fairly common in sprue— otner vitamin 
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deficiencies are rather rare. It has been suggested that these 
\ilamin deficiencies constitute a primarj' aetiological factor in 
the sprue syndrome (Verear and McDougall, 1936; Castle, 
Riioads, Lawson, and Payne, 1935). There is no satisfactory 
evidence of a direct relation between these vitamins and the 
lat-absoiption mechanism (Frazer, 1947b). The signs of these 
deficiencies can be draraau’cally reh’eved without any effect on 
the fat-absorption defect (Cooke et ai, 1946). Classical cases 
of deficiency of these vitamins may occur with normal fat 
absorption. These deficiencies, which come and gO during the 
course of the sprue syndrome, arc probably secondary changes 
attributable to successful competition with the host for common 
essential nutrients on the part of intestinal bacteria. 

Conclusions 

It is concluded that the underlying fat-absorption fault 
IS a defect in particulate absorption. The consequent 
absorption and e.xcretion of fatty acids account for -niost 
of the major features of the sprue syndrome. Certain 
intermittent characteristics may be attributed to high 
growth of intestinal bacteria. The primarj' cause of faulty 
particulate absorption probably varies in different cases — 
many cases of tropical sprue may be primarily due to 
dietary faults, whereas some underlying defect, possibly 
an enzyme deficiency, may be a major factor in most cases 
of non-tropical sprue and the coeliac syndrome. Intestinal 
flora changes occur secondarily in most cases of sprue, but 
they may have a more important aetiological role in some 
cases of gastro-colic fistula. The final picture of the aetio- 
logy of the sprue syndrome will be achieved only as a 
result of further detailed study of the fat-absorption defect 
and experimental investigations designed to differentiate 
primary and secondary changes. 

Much of the original work refened to in this paper is stilt in 
progress as part of the programme being undertakeir in the Depart- 
ment of Pharmacology, University of Birmingham, by a team which 
includes Dr. J. M. French, Dr. M. D. Thompson, Dr. H. G. 
Sammons, Dr. R. Schneider, Dr. P. E. Sagrott, hir. W. R. Pover. 
Mr. W. D. Brown, Mr. G, A. Rowe, and Mr. B. G. Taylor. While 
acknowledgments are made in the text to individual members with 
regard to points with which they have been especially concerned, 
the progress of the work is essentially dependent upon the com- 
bined efforts of the whole team, f am most grateful to many 
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THE TREATMENT OF MAUGNANT 
TERTIAN MALARIA^ 

BV 

Sir GORDON COVELL, M.D., D.T.M.S.H,, D.P.H. 

Adi’iser in Malaria, Ministry of Health 

The early diagnosis of malignant tertian malaria is a matter 
of the first importance, so that specific therapy may be 
started with the least possible delay. In recent years the 
development of modem methods of rapid transport has 
made it all the more imperative that medical men in all 
parts of the world should be familiar with the many diverse 
clinical manifestations of this disease. 

My first experience of the difficulties which may be 
encountered in the diagnosis of Plasmodium falciparum 
infections occurred at an early stage of the 1914-18 war, 
when I was in charge of a wing of a military hospital in 
Nairobi. One morning about 80 British soldiers who had 
been evacuated from the vicinity of Lake Victoria Nyanza 
and sent down the line by hospital train were adrnitted 
under my care. A preliminary examination of these men 
disclosed a great variety of clinical symptoms, as the result 
of which 1 made a number of provisional diagnoses. 

Many of the patients were obviously the victims of 
malaria, but there were others whose symptoms were 
unlike any which are usually associated with this disease. 
Several seemed to be suffering from some acute abdominal 
condition, such as appendicitis, pancreatitis, or biliary colic. 
Some were passing blood and mucus per rectum, and these 
I diagnosed as dysentery. Two or three had the clinical 
appearance of typhoid fever, and there were several with 
cerebral symptoms which I thought were probably due to 
heat-stroke. In one case I suspected amoebic hepatitis and 
in others bronchitis or bronenopneumonia. A blood smear 
was taken from each patient as a routine procedure and 
sent to the laboratory for examination ; the presence of 
malignant tertian malaria parasites was reported in every 
single instance. The administration of quinine, at that time 
the only antimalanal drug avai'able, w’as followed in all 
cases by prompt alleviation of symptoms and ultimate 
recovery. 

My object in recounting this incident is to impress on 
those who are about (o practise in malarious regions or to 
sail in ships which may touch at ports where the disease is 
endemic that malignant tertian infections often fail to con- 
form to the popular conception of malarial fever. They 
may sirr-ilate a great variety of other diseases, and failure 
to recognize ihis fact has resulted in the loss of many lives 
which could have been saved by the prompt application of 

•Read in the Section of Tropica! Medicine at the Annual Meeting 
of the British Medical Association, Harrogate, 1949. 
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specific antimalaria treatment. In the past 12 months two 
striking examples illustrating this point have come to my 
notice. 

Illustrative Cases 

The first case was that of a young woman who visited the 
Victoria Falls in the course of a holiday tour in South Africa 
and fell ill with headache and a slight rise of temperature some 
10 days later. She had no idea that she had been exposed to 
the risk of malarial infection, and treated herself for several 
days with aspirin and other non-specific drugs. Soon after 
reaching Johannesburg her condition suddenly became critical, 
and she was admitted to hospital suffering from cerebral malaria, 
as the result of which she died in spite of all eSorts to save 
her life. 

The other case was that of a stewardess employed in a ship 
on the outward run from London to Capetown. Her illness 
began in very much the same manner about 10 days after leaving 
the port of 'Beira, on the East African coast. Several of the 
crew were clown with malaria, and owing to shortage of nursing 
staff she o;ontinued to attend to them for several days before 
reporting/ sick. When she did so, the ship’s surgeon, who had 
had no /previous experience of tropical diseases, made a pro- 
visional diagnosis of influenza and prescribed codeine. She was 
ultiml^tely sent ashore at Capetown in a comatose condition 
and adfhthted to hospital. A blood smear revealed a very heavy 
infection cwth P. falcipanon, and she was given immediate 
parenteral tiWtment with antimalarial drugs. This case fortu- 
nately ended i^tecovery, though during the first 24 hours after 
admission her con&iition was the cause of grave anxiety. 

These two cases mUlsfrate two characteristic features of 
malignant tertian malamV (1) that the disease often has an 
insidious onset, and (2) thaK^ the absence of specific treat- 
ment the patient may with ifetle or no warning becomp'^ 
critically ill with so-called “ perJ^icious ” symptoms, whi^ 
have been variously classified asSt^rebral, algid, bilious, 
remittent, pneumonic, and cardiac. often thanynot 

the paroxysm is ill defined and rigors ais? exception^, the 
temperature rarely exceeding 104° F. (40^VP- A flouble 
peak in the temperature chart owing to the ^fip^ptation 
of two groups of parasites is common, and there 
three, four, or more groups, each segmenting iadepi®^'^®®tly 
and giving rise to continuous fever, with several LPS^ks in 
the 24 hours, K 

It is important also to recognize that in a prir^^^'y 
parasites may be so scanty in the peripheral h\o^^ during 
the first few days of fever that they may not be P<^®tectable 
m a blood smear, even if no antimalarial drufo has been 
administered. A negative smear, particularly this has 
been taken at the height, of the fever, should nc ^t ^erefore 
be regarded as excluding the possibility of ma’ l^rial infec- 
tion. The wisest course in such cases is to ad minister an 
antimalarial drug and to take another blood smear im- 
mediately the temperature drops, when it is ofll®*’ possible 
to confirm the diagnosis. - 

Mode of Action of Antimalarial Drunl® 

It is necessary to consider this subject in relatn'®^ tp 
various phases in the life-cycle of the malaria rfi^rasite in 
the human body. The recent demonstration by and 

his co-workers of an exo-erythrocytic phase of pia^vnodium 
cynomolgi in the monkey and of P. vivax in man, i ^nd the 
subinoculation experiments of Fairley and his colR 
in Australia, have greatly clarified our knowledge 
problem, which had been for so many years a mattersL^f 
^culation (Shortt and Garnham, 1948 ; Shortt, GarnhaiiJ^> 
Covell, and Shute, 1 948 ; Fairley et a!.. 1947). 

Antimalarial drugs may act in four possible ways: 

(fl) against the primary tissue, or pre-ery'throcytic, phase of 
the parasite ; (b) against the asexual parasites in their ery- 


throcytic phase; (c) against the sexual parasites in their 
erythrocytic phase ; and (d) against the hypothetical persis- 
tent tissue phase of the parasite, to which latency and late 
relapse in vivax malaria have been attributed (Shannon, 
1948). There is convincing evidence against the existence 
of the last-named stage in falciparum infections, and only 
the first three categories are considered here (see Table). 

Table Showing the Action of Various Drugs on P, falciparum 



Action on 


Class of Drug 

Pre-erythrocytic 

Phase 

Erythrocytic 

Phase 

(Asexual 

Forms) 

Erythrocytic 

Phase 

(Sexud 

Forms) 

1 

» ‘ * * * 

__ 

+ 

- 



■4" 


quioe, camoquiD) . . . . 


-f 

— 

8-aminoquino)ines (e.g., pama- 




quin, pentaquioe, isopentaquine) 


— 

+ 

Biguanides (e.g.. proguanil) 

•f 

-f 


Su^ptionamides (e.g., suJpbapyra- | 
zifift, sulphamerazine) . . . . 




i 

-f 

i " 


* But prevents completion of development in the mosquito* 

The cinchona alkaloids, the 9-aminoacridines, and the 
4-aminoquinoIines have a destructive action on the 
asexual parasites of all forms of human malaria in the 
erythrocytic phase. The sulphonamides also act on this 
phase in falciparum infections, but in view of the risk of 
toxic effects, particularly of agranulocytosis, this class of 
ilrugs is not generally recommended for the routine treat- 
‘ ment of malaria. Findlay (1949), however, recorded a 
complete absence of toxic reactions in a group of 441 
British troops in West Africa who were given a daily dose 
of 50 mg. of sulphapyrazine, sulphamerazine, or sulpha- 
mezathine over a period of 12 months or more, the first- 
named giving results superior to those with, mepacrine in 
the prophylaxis of malaria. He suggested that the sulphon- 
amides might be found useful for this purpose should the 
local strains of parasite prove refractory to' other drugs, or 
in a case of idiosyncrasy to other drugs. j 

The 8-aminoquinolines do not affect the asexual para- 
sites in the erythrocytic phase, but exert a powerful destruc- 
tive action on the gametocytes. They also act on the 
pre-erythrocytic phase, but only when employed in dosage 
dangerously high for routine use. The biguanides are the 
only known class of drugs which can be used with safety 
against this phase of the parasitic cycle. They also act on 
the asexual forms in the erythrocytic phase, "rhey have no 
demonstrable effect on the gametocytes in the peripheral 
blood, but render them incapable of completing their 
development in the mosquito. 


Prophylactic Treatment 

The drugs used in the prophylaxis of malaria fall into 
two categories : (a) true causal prophylactics, which act on 
the parasite in its pre-erythrocytic phase ; and (b) schizon- 
ticidal drugs, which destroy the asexual forms of the 
parasite in the erythrocytic phase and thus suppress the 
overt attack. 

As stated above, the only drugs at present available which 
exert a true causal prophylactic action against malignant 
tertian malaria in non-toxic dosage arfc the biguanides, of 
which the best-known example is proguanil (“ paludrine ’ )• 
ciTbe dosage of proguanil recommended for prophylaxis is 
[irlOO mg. daily for non-immune individuals, and 300 mg_ 
|cin a single dose once weekly for indigenous inhabitants of 
nalarious countries. A great advantage of this drug is that 
be 
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it can be placed in the hands of lajanen for distribution 
witliout risk of ill effect, even should the prescribed dose Le 
grossly exceeded. 

The second, or suppressant, group of drugs includes the 
cinchona alkaloids, the 9-aminoacridines, and the 4-amino- 
quinolines. For the effective suppression of falciparum 
malaria quinine has to be administered in doses of as 
much as 10 gr. (0.65 g.) daily, which is the maximum that 
can be tolerated over a prolonged period. Against New 
Guinea strains of P. falciparum even this dosage has been 
found insufficient, failing to prevent overt attacks during 
the period of its administration. Apart from the unpleasant 
side-effects caused by the prolonged administration of 
quinine, the association of this drug ssnth the precipitation 
of blackwater fever renders it undesirable for use as a 
suppressant in falciparum infections. 

Mepacrine, in a dosage of 100 mg. daily, is a very effec- 
tive suppressant of malignant tertian malaria, provided that 
the drug is taken for 14 days before exposure to infection 
and continued for one month after leaving the endemic 
area. It produces radical cure by schizonticidal action, 
destroying the young asexual parasites after their entry 
into the blood stream. The dramatic fall in malaria casual- 
ties during the later stages of the 1939-45 war in the South- 
West Pacific and in South-East Asia was chiefly due to the 
general adoption of mepacrine prophylaxis by the Allied 
Forces, and the rigid enforcement of this measure was an 
important factor in bringing about the successful conclusion 
of both these campaigns. It should be noted that neither 
proguanil nor chloroquine became available for general use 
until after the termination of hostilities. 

Despite its powerful suppressant action, mepacrine has 
certain disadvantages which mih’tate against its routine use 
under peacetime conditions. During the first 10 to 14 days 
of suppressive treatment a variable degree of nausea and 
abdominal discomfort is not uncommon. These symptoms 
usually disappear completely, but persist to some extent 
in a small proportion of cases. Headache, insomnia, and 
temporary' giddiness may also occur during this stage, but 
are less frequent. When taking the drug over prolonged 
periods a proportion of individuals develop skin lesions, 
the most common of which is a lichenoid dermatitis affec- 
ting chiefly the hands and wrists and feet and ankles 
Yellow discoloration of the skin is comparatively common ; 
this is of no great moment among troops in time of war. 
but is a distinct disadvantage under peacetime conditions, 
particularly where women are concerned. 

Chloroquine is a powerful suppressant, and excellent 
results have been reported with a dosage of 300 mg. of 
ihe base* administered in a single dose once weekly. Its 
action is similar to that of mepacrine, but it is said to be 
considerably less toxic and does not discolour the skin. 
The same advantages are claimed for camoquin, with a 
dosage of 500 mg. weekly. 

At present the choice of drug for prophylactic use would 
seem to lie between proguanil and either chloroquine or 
camoquin. The stage in the parasitic life-cycle on which 
the drug exerts its action is of little interest to the indivi- 
dual under treatment, provided that the overt attack is 
prevented without any injurious side-effects, and from this 
point of view’ there is little to choose between the two 
classes of drugs. Chloroquine and camoquin, however, do 
not possess the very low grade of toxicity which is so 
remarkable a property of proguanil, rendering the last- 
named drug particularly suitable for widespread admin- 

*= 500 mg. of the dipbosphase salt. 


istration among labour forces or other employees recruited 
from indigenous populations. 

Treatment of the Clinical Attack 

Most of the literature relating to the chemotherapy of 
malaria published during the last few years has been based 
on work initiated during the w'ar period, when the over- 
riding objective was the maintenance of the largest possible 
proportion of troops in a fit condition for the conduct of 
military operations. We have become accustomed to relate 
all our activities to their effect on the war effort, and it 
is not always appreciated that the objects of therapy in 
peacetime differ in certain important respects from those 
obtaining in time of war. Thus, in wartime minor toxic 
manifestations of drugs, or even an occasional case of 
severe toxicity, are of no great significance, since they do 
not affect the fighting efficiency of the troops to any 
appreciable extent. But in peacetime such occurrences are 
of very considerable importance, both to the patient and to 
the physician in charge of the case. 

Again, in wartime a system of treatment which will con- 
trol the clinical attack and effect radical cure in the great 
majority of malignant tertian infections may be considered 
adequate. But under peacetime conditions no treatment 
for this disease can be considered satisfactory unless it will 
ensure rapid alleviation of symptoms and a high rate of 
radical cure, not only in the “ average ” case but also in 
abnormally susceptible individuals exposed to heavy and 
repeated infection in hyperendemic areas. Finally, the 
provision of adequate treatment for indigenous popula- 
tions, which is seldom practicable whilst military operations 
are in progress, is usually a major feature of antimalarial 
campaigns undertaken in times of peace 

Specific Treatment 

The principal objects in the treatment of malignant 
tertian malaria are the termination of the clinical attack 
with the least possible delay, radical cure of the infection, 
minimum toxicity on the part of the drugs employed, and 
sterilization of gametocytes, so that mosquitoes which feed 
on patients during or after the attack cannot transmit the 
disease to other individuals. 

Daily dosage of 20 to 30 gr. (1.3 to 2 g.) of quinine over 
a period of seven to ten days will usually bnng about a 
rapid termination of the clinical attack and a high rate of 
radical cure. It is, however, comparatively ineffective 
against infections with certain European strains of P. falci- 
parum. For example, James, Nicol, and Shute (1932) found 
that the amount of quinine necessary to control a primary 
attack of malignant tertian malaria caused by strains origi- 
nating in the Roman Campagna and Sardinia was eight 
times as great as that required for infections with Indian 
strains of the same species of parasite. Quinine has no 
effect on the infectivity of gametocytes to mosquitoes, but 
a more serious disadvantage is that it may' act as a contribu- 
tory factor in the precipitation of blackwater fever. There 
was a striking reduction in the incidence of this disease 
among British troops stationed in West Africa after the 
substitution of mepacrine for quinine in the prophylaxis 
and treatment of falciparum infections (Findlay and 
Stevenson, 1944). 

Mepacrine, when administered in the dosage now usually 
prescribed — i.e., beginning with a “ loading ” dose of 600 
to 900 mg, on the first day or first two days of treatment, 
and continuing at 300 mg. daily for five to seven days — 
will effect a rapid termination of the clinical attack and a 
high radical cure rate in falciparum infections. The rapidity 
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new technique: continuous caudal analgesia. Thus, for 
the first time it was possible to control the pain of the 
major portion of active labour and that of delivery with 
the same technique. Happily, such a technique at the same 
time removed from the baby the burden of transplacental 
narcosis. It has been described in the following manner 
by Dr. J. P. GreenhiU in his last edition of DeLee’s 
Obstetrics: “There is no doubt that when this procedure 
is properly performed without any misstep there is no more 
satisfactory and pleasant type of analgesia in obstetrics.” 

It is obvious, therefore, that continuous caudal analgesia 
represents the combined efforts and brilliant researches of 
two distinguished, French physicians, a Canadian obstetri- 
cian and anatomist, an English neurologist, German, 
Swiss, and American pharmacologists, a Mayo CUnic anaes- 
thesioiogist, a Philadelphia surgeon, and a Rumanian 
physician, who have placed in our hands the principles, 
the drugs, and the anatomical knowledge necessary to 
develop a single technique that is capable of relieving pain 
for surgery, obstetrics, and therapeutics from the xiphoid to 
the toes for an hour, a day, or a week. 

Among the architects of this technique it would be impos- 
sible to overlook the substantial contributions of that vener- 
able metallurgist and artisan, Oscar Schwide'tzky, of the 
Becton Dickinson Company, who has fashioned with 
ingenuity the simple and compact instrumentarium. 

Use in Obstetrics 

The outstanding advantage of continuous caudal anal- 
gesia in this field is seen in a baby delivered - without 
trauma, who cries and breathes and saturates his blood 
cells with oxygen without stimulation. This factor of baby 
protection is unequalled in any form of seminarcosis, nar- 
cosis, or general anaesthesia. It can be approximated only 
by saddle-block spinal anaesthesia and local analgesia. 
After a personal experience with this technique in 12,000 
cases, and after training 2,000 physicians, who have reported 
its use in 260 scientific papers in eight languages for 600,000 
deliveries, I am convinced that it offers effective and humane 
relief, without suggestion or hypnotism, to normal and 
handicapped mothers for the delivery of normal and pre- 
mature babies. This opinion is shared by the 80 American 
obstetricians who have each managed more than a thousand 
deliveries under continuous caudal analgesia. 

The leading United States hospitals which utilize this 
technique in substantial numbers are : the Beth-El Hospital 
in Brooklyn with 12,000 cases ; the Stanford University 
Hospital in San Francisco with 8,000 cases ; the Philadelphia 
Lying-in Hospital with 5,000 cases ; the Syracuse University 
Hospital with 10,000 cases ; the United States Marine Hos- 
pital in New York with 2,000 cases ; the Johns Hopkins 
Hospital with 2,000 cases ; the hospitals of Memphis, 
Tennessee, with 5,000 cases ; the Barnes Hospital in St. 
Louis with 3,000 cases ; and many others where nurses or 
doctors, trained on a 24-hour team basis, utilize this tech- 
nique correctly, with the medical safeguards which protect 
the altered body processes in a psychological environment 
which maintains the patient’s happiness and emotional 
tranquillity. 

The new adjuncts of this order provided for our patients, 
who so often are mentally alert and who are enthralled 
in observing with a clear eye the actual birth of their 
babies, are; air-conditioning, bedside libraries, interior 
decorating in pastel colours, landscapes in oils and water 
colours, television, and well-controlled and well-selected 
melody and symphony of transcribed music. All or none 
of these pleasant interludes are provided at the direction 


and prescription of the attending obstetrician and of the 
patient herself. 

Continuous caudal analgesia has returned to womankind 
the privilege of being present in cbmfprt for the baby’s 
birth. Its judicious use provides the safest labour and 
delivery available for patients with cardiac disease, nephritis, 
pulmonary disease, metabolic disease, and toxaemia. More 
than a score of outstanding obstetricians have declared con- 
tinuous caudal analgesia to be the physician’s best invita- 
tion to a premature baby for survival. In documenting 
this statement the Washington University, Maternity Hos- 
pital from St. Louis, in a study of 591 premature 
deliveries (Table I), reported recently to the American 


Table I . — Results of 591 Premature Deliveries Among 7,650 Non- 
conductions, 2,500 Caudal, and 500 Saddle-block Delimin 
(July JO^ 1945, to December 27, 1948} 


Weight 

Group 

Total No. 
in Group 

Intranatal 

Deaths 

Post-natal 

Deaths 

Neonatal 

Deaths 

Total 

Deaths 

Infaai 

Morttdiiy 

Nou'-conductio 
2.500-2,001 g. 

n Group 
21S 

5 

3 

9 

17 

7-8’/, 

2,000-1,501 g. 

75 

5 

1 

11 

17 

22-7% 

1.500-1,001 e. 

34 

6 

1 

11 

18 

52-n 

1,000-500 g. 

20 

10 

5 

5 ' 

20 

loo-oy. 


347 

26 

10 

36 

72 

20-8%, 

Conduction Group 
2,500-2,001 c. 1 138 

1 

0 

4 

5 

3-6% 

2,000-1,501 g. 

65 

0 

1 

3 

4 

6-2% 

1.500-1,001 g. 

28 

0 

0 

7 

7 

25’0% 

1,000-500 g. 

13 

1 

0 

9 

10 

76-9% 


244 

2 

1 

23 

26 

10-7% 


.Incidenc* of premature deliveries in the non-conduction group is 4-9% (35 
stillborn macerated infants included), and in the conduction group 85i (5 stillboni 
macerated infants included). 


Medical Association that “ the labours protected by con- 
duction anaesthesia (three-quarters under caudal and one- 
quarter under saddle-block) show an infant mortality that 
was consistently at least 100% lower than that in the non- 
conduction group.” 

My experience during a three-year study, 1942-5, in the 
Philadelphia Lying-in Hospital coincided substantially with 
the Washington University report (Table II). It is my 
belief that if delicate premature infants, who comprise 
approximately 10% of obstetrical deliveries, are -protected 
by this technique the mature babies might receive the same 
relative benefit. 


Table II . — Neonatal Mortality per 1,000 Live Births Ammtg Full- 
term and Premature Infants in the Caudal and Control Groups 



Premature Infants 

Full-term Infants 

Control group 

227-3 

6-4 

Caudal group 

; 131-7 

3-0 


The Philadelphia and Memphis studies show that mother.s 
in all age groups, but particularly in the early and late 
extremes of the child-bearing period, benefit from this form 
of management (Tables III and IV). 

Use in Breech Delivery . — One of my first students. 
Dr. Roy Nicodemus, director of obstetrics of a large 
Pennsylvania hospital, six years ago began the routine 
use of continuous caudal- analgesia. In 4,000 consecutive 
deliveries with this technique he has managed 186 breech 
deliveries with an uncorrected infant mortality of stillbirths 
and neonatal deaths of 1.2%. He then analysed the pre- 
vious 186 breech deliveries in which he had used general 
anaesthesia and sedation and found an uncorrected infant 
mortality of 6.9%. In a paper soon to be published w 
the American literature he concludes that this method thus 
lends itself favourably to the safe management of breech 
delivery. 
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Table III . — Stillbirths and Xconalal Mortality per 1,000 Live Births 
Amon^ ^^oihcrs of Different Artes in the Caudal and Control 
Groups. Philadelphia Study 


Ace of Mother 

Under 25 | 25-29 j 30 and 0\cr 

Control proup . . . . 1 47 S | 50 6 ( 59-0 

Caudal group . . .. | 14 2 ‘ 13 6 1 35 4 


table IV. — Stillbirths end Neonatal Mortality Hinder 1 II'prA:! pet 
1 ,000 Live Births Antony Nesro and IVhite Mothers of Different 
4ct’3. Memphis Study, 1946 



1 Age of Mother 

Under 25 

1 • 

25-29 

1 

30 and Over 

General 

451 

f 

159- 1 

1 

I31-I 

Spinal .. 

70 8 


46*5 


600 

Caudal . . 

32 0 , 


40 0 

1 

52-6 


Use in Therapeutics 

Continuous caudal analgesia through its control of nerse 
impulses to blood vessels and extremities and to viscera 
of pelvis and abdomen can be utilized as a major thera- 
peutic measure. Its most promising field of usefulness lies 
in the following diseases : (I) the control and treatment of 
eclampsia, (2) oliguria and anuria on the basis of reflex 
renal ischaemia, (3) post-surgical abdominal distension and 
paralj-tic ileus, (4) arterial emboli of abdomen and lower 
extremities, (5) thrombophlebitis and phlebothrombosis, 
(6) prognosis of and indications for sympathectomy in 
essential hypertension, (7) the prolonged relief of post- 
operative or traumatic pain, and (8) sciatica and neuralgias 
of the lower extremities and pelvic girdle. 

In 24 consecutive cases of eclampsia managed by me 
in the John Gaston Hospital in Memphis, Tennessee, there 
was a reduction in both the systolic and the diastolic blood 
pressures, ‘and there was definite clinical improvement and 
elimination of convulsions in each case so treated. These 
24 cases form part of a series of 76 that I have managed 
with these techniques in which there were only three mater- 
nal deaths. The infant mortality in this series was 12%. 
It is my contention that the substitution of continuous con- 
duction anaesthesia for narcotic and magnesium sulphate 
therapy in eclampsia provides the most effective method 
of blood pressure and convulsion control, and permits the 
highest incidence of live births in this group. 

A related type of vasomotor crisis is seen in the ter- 
minal coma with consailsion associated with uraemia and 
glomerulonephritis. An 11 -year-old negro girl had a per- 
sistently mounting blood pressure, with ultimate heart 
failure and pulmonary oedema in spite of sedation with 
“ aminophylline ” and intravenous magnesium sulphate 
therapy, and 'even phlebotomy of 200 ml. At the point 
of exodus letalis continuous caudal analgesia in fifteen 
minutes, according to the indicated dosage schedule, reduced 
the blood pressure from 215/185 to 140/90, with the prompt 
restoration of consciousness, improvement of urinary out- 
flow, and control of the pulmonary and cardiac emergencies. 

Continuous caudal analgesia has presented us with an 
avenue of therapeutic inhibition of critical neurogenic and 
angiospastic mechanisms. Upon this concept lies a new 
horizon for the medical profession which may supersede 
the use of this technique in the control of pain. Its com- 
panion is the anatomically related continuous lumbar peri- 
dural analgesia as designed by us. 

As continuous caudal analgesia exerts its most profound 
influence from below upward over the spinal nerves, so 
does lumbar peridural analgesia exert its influence from 


above downward. Either of the techniques presents the 
exact anatomical avenue for anaesthesia or for therapy of 
the organ or segment involved. 

Use in Surgeiy 

Continuous caudal analgesia is the safest and most 
effective technique at our disposal for operative and post- 
operative pain reh'ef in haemorrhoidectomy, prostatectomy, 
and for operations on the perineum. By extending the 
levels of nerve block into the low thoracic ple.xus, adequate 
anaesthesia is produced for hemioplastj’, appendicectomy, 
and caesarean section. We have utilized this technique 
in the latter three operations in more than 2.000 patients 
without any anaesthetic mortality. Now with continuous 
peridural lumbar analgesia at our disposal upper-abdominal 
and low-thoracic operations are more widely being managed 
by the extradural approach. In our hands this technique 
has been particularly useful for the control of pain in long 
orthopaedic operations which require serial x-ray confirma- 
tions of position and alignment of dismembered bony frag- 
ments. Even 'the aged and debilitated patients withstand 
hip-nailing operations and the like with the minimum of 
shock under this technique. 

Drugs and Techniques . — Both techniques of the mal- 
leable needle and the indwelling catheter have been 
thoroughly described in the literature. The most prac- 
tical recent improvement has been the substitution of the 
economical plastic catheter. We have extended dosage 
schedules and optimum concentrations of procaine, “ mety- 
caine,” “ pontocaine," “ nupercaine," and, more recently, 
the safe and effective local analgesic from Sweden that is 
being introduced as “ xylocaine.” 

Purely on an anatomical basis we can effectively block 
the afferent nerve pathways from the respective organs with 
the indicated dosage: 


Haemorrhoids and reaum 10 ml. 

Prostate and perineum 20 ml. 

Bladder and uterus 30 ml. 

Appendix and intestine 40 ml 

Stomach, spleen, and gall-bladder . . .50 ml. 


Continuous caudal analgesia can be intensified to a nerve 
block comparable with that obtained with spinal anaesthesia 
by a second dose, according to the scale indicated, about 
fifteen minutes after the first. The duration of the anal- 
gesia is entirely dependent upon the number of serial doses 
that are used. 

Complications, Dangers, and Contraindications 
Of utmost importance is a thorough knowledge of pre- 
\ention of complications, amelioration of the hazards, and 
strict observance of the contraindications. 

The most common complication is the slow or arrested 
labour that develops from two factors ; (a) too early insti- 
tution of the technique before progressive dilatation of 
the cervix to 5 cm. ; and (6) overdosage extending the level 
of analgesia into mid-thoracic and upper-thoracic levels, 
thus interfering with the motor innervation of the uterus. 

Fortunately, with the continuous method instituted 
through the indwelling small-gauge catheter the anal- 
gesia may be permitted to wear off and then be withheld 
until there is evidence of established and progressive labour. 
The analgesia should not be persistently maintained in the 
event of retarded labour unless a therapeutic advantage to 
either mother or baby is seen. 

In my clinical experience, which is substantiated by 
both the Lorand and Reynolds tocodv-namometer studies, 
approximately one-third of the labours are retarded to a 
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varying degree with standard dosage and segmental block ; 
one-third are unaffected ; and one-third actually suggest a 
clinical improvement in progress and dilatation. The 
second stage is definitely, prolonged, since the compulsion 
desire to push and the abdominal somatic tone are both 
diminished. The usual primipara with the normal-size 
infant in the United States is delivered by election with 
episiotomy and outlet forceps. Most multiparae may be 
encouraged to deliver spontaneously. 

The second highest complication incidence is the develop- 
ment of maternal hypotension, especially in the dorsal 
supine position. In large measure' this is mechanical, 
through the production of a bloodless phlebotomy into 
the dilated vessels of the lower extremity. In some 5,000 
carefully analysed cases this complication presented itself 
in 22% of the cases. The usual range of systolic reduction 
was from 120 to 90 mm. Hg. 

The incidence may be greatly decreased by the prophy- 
lactic use of the vasopressor drug in all individuals with 
normal or low blood pressure, and in the maintenance of 
proper hydration, especially during hot weather. Hypo- 
tension may be combated by: (a) intravenous vasopressor 
drugs in minute 10-mg. doses of ephedrine or the equivalent 
pro remta, {b) intravenous fluids containing glucose, (c) high 
atmospheres of inhaled oxygen, and {d) autotransfusions by 
raising the lower extremities to right-angles with the long 
body axis to produce a gravity return of the venous blood. 
In cases with severe varicose veins elastic stockings should 
be applied. 

In our experience the mother tolerated extremes of hypo- 
tension, even a systolic pressure of 60 mm. Hg, better than 
the baby, who on occasion developed a bradycardia when 
a maternal systolic pressure below 80 mm. Hg was neglected 
for five minutes or longer. Even imder these circumstances 
we have delivered babies with normal arterial and venous 
cord blood oxygen, provided the mother at the time was 
inhaling rich oxygen atmospheres. A few cases of loss of 
foetal life in utero or shortly thereafter have emphasized 
to several observers the importance of maintaining maternal 
blood pressure. 

A third complication formerly greatly feared is the 
inadvertent spinal or subarachnoid anaesthesia of over- 
whelming proportions with the usual caudal dosages. The 
institution of the test dose and the ten-minute wait before 
proceeding and the institution of a low, safe, continuous 
spinal or saddle-block analgesia for these cases through 
intentional election hive served to minimize this hazard. 
Inadvertent puncture of the spinal canal, with the usual 
insertion of a needle 6 cm. into the canal, has occurred 
under supervision only about once for each 500 cases. In 
some we elect to abandon the procedure, but in others we 
prefer to institute continuous spinal analgesia with usually 
one-thirtieth to one-fifteenth of the recommended dose. 
Careful aspiration of the indwelling caudal needle before 
insertion of the catheter reveals spinal fluid in almo.st all 
the small fraction of cases with low-lying durae. 

Another complication that was formerly greatly feared 
is infection about the site of injection. With careful cleanli- 
ness and antisepsis and gloved technique, the incidence of 
infection is now about I in 1,000 caudal deliveries. The 
majority of these are simple pin-point pustules from the 
needle puncture. About one case of cellulitis or peridural 
infection occurs in each 5,000 deliveries under continuous 
caudal analgesia. With the prompt instifufion of the anti- 
biotic drugs this type of infection can often be controlled. 
Nevertheless, with proper technique and proper care of 
equipment it can be prevented. In the control of eclampsia 


we have maintained continuous caudal analgesia for periods 
of one week without producing any demonstrable ner\e 
irritation. 

The fifth type of complication is that due to indhidual 
toxicity to the various local analgesics. It is characterized 
by immediate and persistent nausea and vomiting accenlu 
ated by each dose of the local analgesic, by tachycardia, bj 
dizziness, and by hyperirritability. In nearly every instancs 
we have achieved satisfactory results by the substitution ol 
another local analgesic, such as procaine or pontocaine foi 
metycaine, or vice versa. 

The contraindications are as follows; (1) inadequati 
training or skill on the part of the operator; (2) sub 
standard home or hospital conditions which do not providi 
the safeguards of available oxygen; vasopressor drugs, intra 
venous fluids, and proper asepsis ; (3) local infection or skii 
irritation at the site' of nfeedle puncture ; (4) gross abnor 
mah'ties obliterating sacral hiatus or deformities of lh( 
vertebral column, which preclude the proper distribution 
of the anaesthetic agent ; (5) central nervous system disease 
or disease of the vertebral column, such as tuberculosis, 
syphilis, etc. ; and (6) previous laminectomy. 

Summary 

In America continuous caudal analgesia has been used foi 
more than 600,000 deliveries. It has proved its capacity lot 
relieving pain in surgery, obstetrics, and therapeutics from the 
xiphoid to the toes for an hour, a day, or a week. Its proper 
'application eliminates transplacental narcosis and pharma- 
cological retardation of vital baby reflexes. 

Through such a mechanism of labour the premature baby 
is spared drug depression and the traumas attendant upon 
delivery through an unrelaxed birth canal. 

More than 200 medical papers in eight languages have con- 
cluded that infant mortality and morbidity have been reduced 
with continuous caudal analgesia. 

Under its management the third stage of labour is shortened 
and post-partum blood loss approaches the minimum. Post- 
partum complications are conspicuous by their absence. 

Mothers with toxaemia, heart disease, and respiratory and 
metabolic infirmities are spared most of the stress and strain 
of labour. 

It has been used in the control and treatrhent of eclampsia 
in more than 100 cases, with a maternal mortality below 5/- 
and an infant mortality below 15%. Dieckmann, of Chicago, 
has described it as the outstanding advance in the treatment of 
this disease of our present decade. Greenhill, of Chicago, 
has declared : “ There is no more satisfactory and pleasant type 
of analgesia in obstetrics.” 

The indwelling-catheter method of administration makes ii 
simple and easy to apply for prolonged periods. 

In proper dilutions all of the standard local analgesic agents 
in volume sufficient to block the 16 afferent nerve pain path- 
ways from the uterus provide complete maternal comfort in 
85 to 92% of cases. 

The complications have been sharply delineated and methods 
of their prevention and treatment are presented. 

The incidence of forceps deliveries is increased. In those 
clinics where this is considered to be undesirable this technique 
will still prove to be invaluable in permitting slow deliberate 
forceps delivery of the parturient woman arrested in the second 
stage of labour. 

The technique has been used successfully for all types of 
rectal, perineal, and lower abdominal operations and for ortho- 
paedic procedures on the lower extremities. 

In the treatment of thrombophlebitis it provides easy accMS 
to the sympathetic nerves, which Leriche blocked through the 
paravertebral approaches. In America continuous cauda 
analgesia with a single-needle catheter technique is replacing 
the four needle insertions of lumbar paravertebral block. 
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Other therapeutic applications in treating arterial emboli, 
reflex anuria, abdominal distension, and vascular insufficiency 
have been described. 

Continuous caudal analgesia has been determined of great 
value in the prognosis of sympathectomy for essential 
hspertension. 

It opens a new avenue for the prolonged control of post- 
operative and intractable pain in terminal carcinomatosis. 

Finally, the medical profession and I personally express our 
gratitude to our European colleagues who in 1901, after careful 
researches, made possible this medical technique which it has 
been my privilege to extend into these various applications. 


SOME OBSERVATIONS ON PULMONARY 
TUBERCULOSIS IN THE NIGERIAN 
AFRICAN 

sv 

B. S. JONES, F.R.C.S.Ed. 

Specialis!, Colonial ^{edical Sendee, Lagos, Nigeria 

Pulmonary tuberculosis is moderately common amongst 
the Nigerians, but, though cases now report more often 
to the hospitals, for treatment, there is no conclusive 
eUdence that its incidence is rising significantly. Antici- 
pated measures for the control of the disease in Nigeria 
are likely to meet with little success unless close account 
is taken of its particular characteristics in the African, 
and it is hoped that the following observations may seivc 
to stress some of its features. The series of cases, though 
consecutive, is admittedly very' small, but supports the con- 
clusions drawn from a large number of additional cases 
seen during the last eleven years, but in which observations 
and investigations were less complete. 

The peculiarly virulent nature of pulmonary tuberculosis 
in the African is still sometimes attributed to a relatively 
recent introduction of the infection by the European to 
a country and people not hitherto exposed to it — a so-called 
virgin soil. It is probable, however, that the disease was 
introduced long before the advent of Europeans in signifi- 
cant numbers, possibly from the North and Near East by 
the ■ old trans-Sahara trade routes. Conceptions of the 
importance of a virgin soil seem to imply that an inherited 
immunity can be established as a result of several genera- 
tions of exposure to infection, but the example of the 
American negro furnishes no evidence in support of this 
supposition or in favour of a possible progressive genetic 
elimination of the highly susceptible. Though improvement 
in education, economic status, and standard of living may 
do much to mitigate the severity of the disease amongst 
the population as a whole, it seems that the violence of the 
disease in the African must be explained on a basis of his 
inborn constitutional peculiarities. 

The common impression in Nigeria is that pulmonary 
tuberculosis in the African is not amenable to treatment 
and is invariably fatal. That the outlook is not so hope- 
less as this Davies (1946) has shown as a result of twenty 
years’ work in Tanganyika. He points out that by the 
time a patient presents himself voluntarily for treatment 
his disease, so rapid is its advance in the African, is already 
hopeless of cure, and such indeed is the experience in 
Nigeria, Apart from the obvious necessity for education 
of the public and for improved living conditions, isolation 
of the open case is a prime essential. Davies stresses that 
for this purpose, and for the detection of cases early enough 
for effective treatment, sanatoria working as isolated units 


are no more effective than the existing general hospitals, 
for both are dependent on the voluntary attendance of 
patients. Only by the institution of travelling teams 
equipped for clinical examination, mass skin tests, and 
miniature radiography, designed to detect the early case 
and the susceptible individual, and of spaced bush dis- 
pensaries based on regional sanatoria, can satisfactory 
results be anticipated. 

Incidence of Tuberculous Infection 
SAi/i Tesrt.— Table I shows the results of Mantoux tests 
with 1 in 5,000 old tuberculin on 93 hospital in-patients, 
chiefly Northern Nigerians, not exhibiting any demonstrable 
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Age Group 1 

0-9 

10-19 
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Over 

Positive 
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1 0 6 
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Table 11 


Age Group j 
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Table 111 


Negative 

Weaily Positive 

1 Stronjly Positive j 

Total Positive 

32 

1 10 

t 51 1 

61 (65-6%) 


tuberculous lesion. Table II gives the Mantoux results 
with I in 500 old tuberculin in 43 similar in-patients, while 
Table HI shows the findings wilh 1 in 500 old tuberculin 
in 93 male scholars of a Government secondary school, 
ail Southern Nigerians aged between 13 and 16 years. It 
is evident from these results that 65% of the more urban 
sections of the community in their mid-teens and 80% of 
those in the 20-29 age group and onwards have experienced 
a tuberculous infection. 

Necropsy Evidence.— In a series of 90 consecutive 
necropsies carried out on the cadavers of patients vvho had 
died in one hospital of conditions other than tuberculoid 
a search was made for latent or healed tuberculous fon. 
Almost all of the lesions so encountered were sent to the 
Lagos laboratory for microscopical confirmation. The 
results are given in Table IV. 


Table IV 


Age Group: 

0-9 

10-19 

20-29 

30-39 

40-49 

50 and 
over 

ToBi 

Polrooaary focus . . 

0 
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. 19 (31 1%) 

Abdominal gland 
focus . . ... 

Bulmonary, failar 
eland, and abdo- 

0 

0 

2 

I 

• 

Q 







n 




mtnal gland foci . . 
No tubercu’ous focus 

6 

f. 

• 

18 

13 

20 

8 


71 (78-5%) 

Proportion wilh tuber^ 
emous fod 

0 % 

0% 

25% 

2S% 

20 % 

27% 



It is observed that of these 90 cadavers 19 (21.1%) 
showed easily demonstrable healed ot latent tuberculous 
foci. The employment of specialized methods would 
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undoubtedly have revealed a far higher percentage. The 
pulmonary lesions were usually subpleural and most com- 
monly took the form of small gritty areas of fibrosis and 
anthracosis containing caseous foci from the size of a 
pinhead to | in. (0.3 cm.) diameter. Larger encapsulated 
caseous foci were much less common. In the case of the 
hilar gland lesions the glands were usually a little enlarged, 
anthracotic, and contained siniilar pinhead, grey or yellow 
caseous foci. The abdominal glandular lesions are of some 
interest, as milk rarely enters into the dietary of these 
people, and in one or two cases the site of the lesions was 
not altogether suggestive of an intestinhl portal of entry. 
Thus one cadaver with tiny^ caseous foci in the left upper 
lobe and associated broncho-mediastinal glands exhibited 
also gross enlargement and old caseation in glands at the 
root of the mesentery. A second showed tiny caseous foci 
in two of the right para-aortic abdominal glands as the 
only demonstrable tuberculous focus. Old pleural adhesions 
were encountered in 75% of the cadavers. 

Clinical and Necropsy Observations in Cases of 
Pulmonary Tuberculosis 

The clinical and post-mortem findings in 36 consecutive 
cases of tuberculosis with pulmonary lesions treated in one 
hospital have been analysed and summarized. Patients 
admitted during this period who absconded or on whom 
necropsy was refused have been excluded. The patients 
were Northern and Southern Nigerians, with a considerable 
preponderance of the former. Although the disease pur- 
sued an essentially similar course in the two races, it was 
the impression that the Northerners showed a rather lower 
resistance than the Southerners. Complicating factors are 
always common in these people, malaria being universal, 
intestinal helminths almost invariable, and filariasis, bil- 
harziasis, dracontiasis, chronic amoebiasis, ' and malnutri- 
tion occasional. By clinical and necropsy criteria 'five types 
of case could be distinguished, the respective features of 
which arc detailed below. 

Type 1 

This group comprised 23 cases, the extremes of age being 
18 and 64, and the average age 36. Seven patients were over 
45, All complained of productive cough, weakness, and weight 
loss, several of diarrhoea, six of hoarseness due to associated 
l-oyngitis. SIX of chest pain, and only three of haemoptysis. In 
all there were obvious physical signs in the chest, usually 
bilateral, and in all the sputum was profuse and acid-fasd 
bacilli were easily found, often in large numbers. All cases 
showed a moderate to severe hypochromic anaemia, and in 
over half the cases there was a Icucocytosis of 12,000 to 16,000, 
usually with a polymorphonuclear percentage of between 75 add 
“lO. and no monocytosis. It should be mentioned that in 44 
•ivcrage healthy Africans the mean white cell count was found 
to be 6,807 (polymorphonuclear neutrophils 59%, lymphocytes 
M"o. monocytes 4.6%, eosinophils 4.4%). 

In all cases in which it was determined the B.S.R. was between 
50 and 70 mm. in one hour, except for one of 20 mm. and One 
of 2 mm. All showed some pyrexia, remittent or intermittent, 
with evening rises to 100-102° F. (37.8-38.9° C.).. Weight loss 
varied between 4 and 3 lb. (0.22 and 1.36 kg.) per week, and 
the average interval between the alleged onset of symptoms and 
death was seven months, the extremes being two and 13 months. 
■Vdmittcdly this estimate of the average duration of life exclucles 
a few of the less severe cases, in which the patients, cither 
because of lack of progrc.ss in hospital or because treatment 
had resulted in sufficient amelioration to induce in them undue 
optimism, absconded and were excluded from the scries. 

I have, apart from the present series, kept more favourable 
cases under observation and treatment for as long as two years 
before they defaulted in their attendance. Yet I have never, 
under existing conditions, encountered a case that had been 
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permanently cured or offered promise of being so. As renards 
treatment, I have during the last ten years employed collapse 
therapy, artificial pneumothorax, often bilateral and partial, 
alone or in combination with phrenic evulsion, in a considerable 
number of cases. The majority of the patients showed bilateral 
invoJvernent, were too advanced to be truly suitable, and derived 
no significant benefit. However, (he few less hopeless cases 
showed enough improvement to suggest the probable effective- 
ness of collapse therapy if cases could be detected and brought 
under treatment at an earlier stage. Suitable antibiotics have 
hot been available. 

At necropsy there was very extensive cavitation of one or 
both upper lobes. Often the whole of one upper lobe would 
be represented by a huge cavity bounded only by the greatly 
thickened and densely adherent pleura. Evidence of fibrosis 
liiliiting the cavities before the pleura was reached was vet) 
rare and never marked, except in one case which showed 
sufficient gross fibrosis (o produce tracheal dispfacemeni. 
Exceptionally, cavitation was more extensive in a lower lobe. 
The condition of the remaining lobes was variable, but rarely 
were they normal and healthy. Very often there were more oi 
less large areas of whitish caseous pneumonic infiltration, some- 
times, when extensive, with central cavitation. ■ Often tbetc 
were isolated clean-cut spheroidal cavities about 1 in. (2.5 cm.l 
in diameter and containing fiuid pus. 

In most cases there were the scattered diffuse single and 
■trefoil lesions of tuberculous bronchopneumonin. Occasionally 
a lobe might have an appearance of hepatization. The hilar 
glands were fibrotic and anthracotic, but rarely showed macro- 
scopic tuberculous lesions. There were in the majority typical 
tuberculous ulcers of the ileum, with white thread-like infiltra- 
tion of the associated lymphatics and caseous foci in the 
regional mesenteric glands. Apart from this latter, gross 
lympho-glandiilar lesions were absent, as also were miliary 
lesions. In only three instances were primary tuberculous foci 
detected. One showed a typical Ghon lesion at the left apes, 
and in the right upper lobe several old inspissated caseous foci, 
some partly calcified, varying in size from a pinhead to a pea- 
nut and surrounded by considerable fibrosis. Another sliotsed 
old pinhead foci of caseation with surrounding fibrosis and 
anthracosis in an upper lobe, and the third two nicsenlcik 
glands converted to mere fibrous shells enclosing old inspissaied 
caseous matter. 

Type 2 

Eight cases fell into this group ; the ages ranged from 17 
to 42, the average being 29. The invariable complaints wen 
of productive cough, weakness, and weight loss. Obvious 
clinical chest signs were present in all, and acid-fast bacilli w't'c 
always found in the sputum, usually in profusion. The blood 
count as a rule was characterized by a moderately severe hypo- 
chromic anaemia, and in five cases a leucocytosis of fimu 
11,700 to 25,600 with polymorphonuclear percentages from 74 
to 91 and no monocytosis. The B.S.R. lay between 60 and 
70 mm. in one hour in all eases except one, in which it was 
only 3 mm. Pyrexia was remittent or intermittent, with rises 
to 101-103° F. (38.3-39.4° C.) ; the average weekly weight IQs'- 
was 2] lb, (1.13 kg.) ; and the average interval between the pro- 
fessed onset of symptoms and death 41 months, the extreme' 
being 1-1 and eight months. 

The common necropsy finding was very extensive areas o! 
whitish tuberculous caseous pneumonia with small or moderate- 
sized central cavities where the caseous matter had broken 
down. The intervening lung might have an appearance of grey 
or gelatinous hepatization, while often the tiny diffuse lesions 
of tuberculous bronchopneumonia were found elsewhere. 
Tuberculous ileal ulcers with caseation of the associated 
mesenteric glands were usually present. There was always 
gross enlargement and caseation of broncho-mediastinal and! 
or cervical and abdominal lymphatic glands. Seven of the 
cases showed miliary lesions in one or more of the liver, spleen- 
and kidneys, and while the hepatic and renal lesions were typiea' 
milia the splenic foci were often larger, up to about i in. (O’’ 
cm.) in diameter. Three cases showed primary tuberculous foci 
— one a caseous pulmonary area \ in. (1.25 cm.) in diameter 
with .surrounding fibrosis and anthracosis, and the other (wo 
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small yellow caseous pulmonary foci from the, size of a pinhead 
to i in. diameter with surrounding fibrosis. 

Type 3 

There was only one case of this type, that of a man aged 34 
who had complained of retrosternal pain and unproductive cough 
for two weeks. He was found to have a pericardial effusion 
and congestive cardiac failure, and died within a few days. At 
necropsy a grossly thickened parietal pericardium was found 
and an equally thickened and shaggy visceral pericardium, 
reported microscopically as tuberculous. The right lower lobe 
pleura was adherent and the upper lobe pleura opaque and 
markedly thickened. In the hilar zone of the right upper lobe 
were cavities the size of a peanut filled with old caseous matter ; 
more peripherally were a few pinhead caseous foci and dense 
fibrosis of the whole area. This was reported by the patho- 
logist as “a very chronic tuberculosis with great fibrosis and 
hyaline degeneration.” In the right lower lobe and both left 
lobes were a few scattered pinhead caseous foci ; in the left 
upper lobe there was an encapsulated caseous focus the size of 
a peanut. The hilar and broncho-mediastinal glands were a 
little enlarged and anthracotic, and contained small caseous foci. 
The mesenteric glands were enlarged and yellowish, and showed 
caseous areas. 

Type 4 

There were three patients in this group, aged 17, 19, and 27. 
The complaint in ,all cases was of weakness, weight loss, and 
cervical swellings. Clinically there were diffuse cervical and 
in one case also a.xillaiy Ijanpho-glandular enlargements, retro- 
sternal dullness, and interrm'ttent pyre.sia with evening rises to 
100-102” F. (37.8-38.9° C.l. There were a moderate or severe 
hypochromic anaemia, a-slight leucocytosis of 10,000 to 12,<K)0 
with a relative poljTnorphonuclear preponderance, and a B.S.R. 
between 60 and 70 mm. in one hour. One case had thin puru- 
lent left pleural and peritoneal effusions, and necropsy showed 
many tiny subpleuial tubercles. The salient post-mortem find- 
ings were diffiise enlargement with gross caseation, but no 
liquefaction, of broncho-mediastinal, cervical, abdominal, and 
possibly also axillary’ lymphatic glands, gross miliary tubercu- 
losis of the lungs, and miliary tubercles in the spleen, and in one 
case also in the liver. Two cases showed coincident portal 
cirrhosis with. splenic and hepatic enlargement. 

Tjtc 5 

The one case of this type, that of a man aged 50, may repre- 
sent a modification of type 4, but certain differences were 
apparent The case had proved puzzling owing to an associated 
maculo-anaesthetic leprosy. At necropsy both lungs were 
riddled with tuberculous bronchopneumonia. Near the left 
apex was a caseous lesion 1 by i in. (2.5 by 1.25 cm.), sub- 
pleural, without macroscopic limiting fibrosis but with an old 
overlying pleural adhesion. This was reported by the patho- 
logist as “ not a chronic lesion, but presumably the primary 
lesion of the recent infection, the pre-existing pleural adhesion 
being the determining factor of its site.” Within one or two 
inches of this lesion were several zones of anthracosis and two 
small pinhead caseous foci reported as showing central scarring. 
The hilar glands were a little enlarged and contained caseous 
foci, and one, on section, was reported as “an old caseous 
encapsulated focus with some more recent tubercles.” The 
more proximal broncho-mediastinal glands and the para-aortic 
glands in the abdomen were enlarged in lumpy masses, caseous 
and with liquefaction ; splenic, pyloric, hepatic, and cystic 
glands were all - moderately enlarged and grossly caseous. 
Cervical and axillary glands were greatly enlarged and con- 
fluent, and showed caseation and liquefaction. There was one 
tuberculous ileal ulcer, and the spleen and kidneys contained 
miliary tubercles. 

Discussion and Conclusions 

It is apparent that infection with the tubercle bacillus is 
now' widespread, at any rate in the more populous areas 
of Nigeria, the primary infection being incurred usually' in 
childhood or adolescence. 


Progressive pulmonary lesions are rarely encountered in 
subjects under 17 years of age. It is recognized that such 
lesions can develop only if and when the lungs have acquired 
a high degree of sensitization to the products of the tubercle 
bacillus. It is thus evident that such allergy is not as a 
rule fully developed till after the age of approximately 17 
years. The allergy responsible for the exhibition of a posi- 
tive skin test, which is acquired as early as three months 
after the primary infection, must thus represent but one 
aspect of the process of sensitization. It seems that the 
attainment of sensitization to certain other fractions of the 
tubercle bacillus must extend over a period of years, its 
rate and degree varying possibly with the age incidence 
or dose of the primary infection or, more probably, with 
the number and frequency of early reinfections. 

•Further, the prevalence of tuberculosis of particular 
systems at particular age periods suggests that the various 
systems and tissues may attain maximum allergy at differing 
intervals from the primary infection. As an instance tuber- 
culous adenitis in the European is most commonly seen in 
childhood, and is usually explained as a separate entity by 
postulating a distinct tonsillar or pharyngeal portal of 
entry, the result of a tendency on the part of young children 
to carry eveiything to their mouths. In the Nigerian I have 
most frequently encountered the disease among adolescents 
and young adults, while milk and milk products form no 
part of the dietarj' of the Southern Nigerian. 

Though the communal eating-pot may provide a possible 
means of infection by ingestion, it seems equally possible 
that tubercle bacilli, entering by the usual method of inhala- 
tion of dust or droplets, may reach the cervical glands by 
lymphatic channels from the previously infected broncho- 
mediastinal glands. They there remain latent till later 
attainment of full allergy by the lympho-glandular system, 
possibly with the added precipitating factor of an inter- 
current non-tuberculous infection of teeth, tonsils, or 
pharynx causes the appearance of manifest cervical glandu- 
lar lesions. It is thus suggested that glandular tuberculosis 
should be regarded, like pulmonary tuberculosis, as a 
possible milestone on the path of any tuberculous infection, 
and not necessarily as a separately determined entity, and 
that every, subject of a primary infection subsequently, over 
a period of years, passes through a stage of lympho- 
glandular sensitization, a later stage of pulmonary 
sensitization, and a final stage of desensitization. 

Despite the extreme virulence of pulmonary' tuberculosis 
in the African, the vast majority, although exposed to 
tuberculous infection, do not develop cavitative lesions. 
Further, the disease is not exceptionally prevalent among 
the African nursing staffs of medical w'ards — an observ'a- 
tion consistent with the relative infrequency of the disease 
among European sanatorium staffs and the marital partners 
of open cases. The possible inference that the majority of 
such adults have attained to a state of desensitization does 
not seem probable, for they fall within the age period at 
which clim'cal phthisis is most frequent and therefore pul- 
monary allergy presumably maximal. It seems more likely 
that they have been predestined by early reinfections, either 
very infrequent or of small dosage, to a low subthreshold 
peak allergy, the course of which later adult reinfections 
are powerless to infiuence. 

The typical phthisis of the European, with its features of 
fibrosis and chronicity, is not encountered in the African. 
The counterpart in the Nigerian — the type 1 group described 
above — is a rapidly fatal cavitative disease in which rapid 
weight loss, high pyrexia, concurrent caseous pneumonic 
lesions, absence of fibrosis, and often a leucocytosis with 
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myoidema was recorded at the same examination, except 
for the troopship population, in whom myoidema only was 
looked for. 

Analysis of the incidence of vitamin deficiency signs 
showed; (1) Indian troops on duty in Syria-Lebanon had 
a lower incidence of deficiency signs than those in hospital ; 
this was not so in Iraq. (2) The meat-eating patients in 
hospital (Syria-Lebanon) showed a lower incidence of 
deficiency signs than vegetarian patients. (3) The British 
troops had a lower incidence of deficiency signs than the 
Indian troops. ( 4 ) Indian troops and hospital patients in 
Syria-Lebanon had a lower incidence of deficiency signs 
than those in Iraq; the hospital patients in Syria-Lebanon 
showed a lower incidence than men on duty in Iraq. These 
findings suggested that severe myoidema and vitamin 
deficiency were possibly related. 

Myoidema and Chest Pain 

The commonest complaints of medical out-patients in 
our general hospital in Iraq in 1944 were pain on each 
side of the chest and loss of appetite, general weakness, 
and general aches and pains. Men with these complaints 
often had painful severe myoidema and active tendon-jerks. 
Some patients complained of giddiness, and others of 
cramps in the calf muscles and sciatic pain. Scores of such 
men were seen at the end of the hot weather, and were 
sent to hospital with such diagnoses as myalgia of the 
chest, neuralgia, fibrositis, pleurodynia, pleurisy, and 
sciatica. Many were sent for investigation of supposed 
early tuberculosis or cardiac disease and were unneces- 
sarily submitted to x-ray and other examinations. Some 
were given procaine injections for supposed fibrositis. 

Chest pain was the commonest single symptom, and was 
complained of as a constant diffuse ache on both sides of 
the chest. This pain usually disappeared after thiamin 
injections had been given for 10 to 20 days, or after longer 
periods if yeast tablets were taken. The frequency with 
which pain in the chest responded to thiamin was striking, 
but under field conditions a controlled experiment was not 
possible. It was thought that this pain was associated with 
fatigue of the chest muscles, which were presumably in an 
early pathological condition, as shown by severe myoidema. 
Patients recovered when thiamin was given. Many of these 
patients were seen by a psychiatrist, because the symptoms 
were often excessive fatigue, exhaustion, and depression, 
but in most cases no psychiatric abnormality was found. 
I he same symptoms, however, were often absent in men on 
duty who Were found to have severe myoidema.- We had 
the impression that the incidence of severe myoidema was 
greater at the end of the hot weather. Routine urine 
examinations showed no salt depletion. 

Cause of Myoidema. 

Kollert and John (1925) reported that 40% intravenous 
glucose abolished or diminished myoidema ; they suggested 
that the sign was related .to failing carbohydrate meta- 
bolism. The addition of insulin increased the effect of 
intravenous glucose. John and Dattner (1926) considered 
that in a number of conditions producing vasomotor 
disturbance myoidema was always present, and the capil- 
laries in these patients showed thickening, tortuosity, and 
absence of contractility. They thought that intravenous 
glucose improved the contraction of capillary walls, 
increased the blood flow, and brought about disappearance 
of myoidema. Grill (1927) found that a large number of 
patients showing myoidema had raised lactic acid levels 
m the blood. 


Koumans (1928) reported myoidema to be a common 
finding in poor-class Javanese, Malays, and Chinese in the 
Tropics. Their well-to-do counterparts and the Europjans, 
even after a long stay in the Tropics, did not show 
myoidema. He found it had no relationship to any disease, 
to overexertion, to the blood-sugar level, or to deficient 
' carbohydrate intake, but was related to’ unbalanced diet and 
undernutrition. He regarded myoidema as a sign of avita- 
minosis. John (1928), criticizing Koumans’s paper, stated 
- that myoidema did occur in cases showing no avitaminosis. 
Seto (1937), working in Japan, confirmed Koumans’s 
findings. 

Denny-Brown and Pennybacker (1938) made electromyo- 
graphic studies of two cases showing myoidema and, citing 
the work of Gelfan and Bishop (1932, 1933) and Gelfan 
(1933-4), were of the opinion that the phenomenon was 
due to a disturbance of the excitability of muscle fibre, 
predominantly of its contractile contents. They postulated 
a disturbance of the potassium ; sodium ratio and the 
raising of excitability of both sarcolemma and muscle fibre. 
These workers were of the opinion that in a normal muscle 
percussion induced a “ small knot of contraction with 
tightening of the remainder of the fasciculus," and that 
both subsided in one to five seconds, according to the 
intensity of the stimulus. If the local contraction lasted 
more than 10 seconds they regarded it as abnormal. Smart 
and his collaborator's (1948), studying Belgian workers who 
were receiving inadequate food, found the biceps “ridge" 
lasted longer in them than in healthy R.A.F. personnel 
(about 4.5 seconds and 2.1 seconds respectively), but the 
phenomenon decreased in duration after food supplements 
had been given. They could not indicate which biochemical 
lesion produced the hyperirritability. 

Analysis of the association of severe myoidema with 
coincident illness, dietetic habit, and vitamin deficiency 
suggested that in our cases fthe sigh denoted malnutrition. 
The evidence for associating myoidema with disordered 
thiamin metabolism was that in 51 cases of neuritis treated 
with thiamin myoidema^ decreased and in many cases dis- 
appeared. Thiamin also cured the' associated chest pain 
and muscular tenderness. The part played by thiamin, 
however, may have been an indirect one, by restoring the 
appetite. 

Under certain conditions severe myoidema may be a 
pre-neuritic phenomenon. Peripheral neuritis was common 
in our garrison, and all the cases had severe myoidema. 
The incidence of severe myoidema among troops on duty 
was also high ; they often had tender muscles, pain in the 
chest and calf muscles, cramps, and exaggerated tendon- 
jerks, like those seen in early cases of neuritis in our series. 

Since the men’s rations were stated to contain normal 
quantities of thiamin (3 mg. daily) other causes for dis- 
ordered thiamin metabolism were considered. Thiamin 
deficiency may have been due to loss of appetite, to 
diarrhoea, and to loss in sweat (especially during the hot 
weather, when sweat loss amounted to over 10 pints 
(5.7 litres) daily). An attack of fever, or extra marching, 
may have precipitated thiamin deficiency by increasing 
thiamin requirements. 

Summary 

Severe myoidema was found in South Iraq in a series of 
cases of peripheral neuritis in soldiers on duty and in patients 
suffering from other diseases. 

The condition was related to the nutritional state and the 
dietetic habit of the groups of men examined. It accompanied 
signs of vitamin deficiency, and disappeared when the cases ot 
peripheral neuritis were treated with thiamin. It is suggested 
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that in our cases severe myoidema was a sign of malnutrition 
and was probably related to thiamin metabolism. 

An c.xplanation is attempted of the growing disrepute of 
myoidema as a physical sign. 

We wish to thank Mr. C. K. DilwaU, statistical oiTicer, directorate 
of inter-Sersicc statistics, Supreme Commander’s Headquarters, New 
Delhi, and his assistant, Mr. K. C. Gupta, for their help in the 
analysis of our statistics. We arc grateful to the D.hf.S., India, 
for permission to publish this paper. 
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LYMPHADENOPATHY IN BRUCELLOSIS 

BY 
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Glasgow; late Medical Specialist. R.A.M.C. 

Lymphadenopathy is not a prominent feature of brucellosis. 
Most of the textbook articles on the subject make no 
mention of the lymph nodes. Bloomfield (1942) made an 
e.xtensive survey of published case reports in an attempt 
to discover if specific lymphadenopathy ever occurs in 
Brucella infections. He found that most authors omitted all 
reference' to the nodes, and detailed information was diffi- 
cult to obtain. He’ concluded, however, that noteworthy 
enlargement of the superficial glands was not uncommon, 
although its significance was seldom clear because the avail- 
able data on the clinical course of the adenitis in relation 
to the progress and outcome of the disease were usually 
inadequate. s 

In view of the confusion, it was decided to make a careful 
clinical examination of the lymph nodes in patients suffer- 
ing from melitensis fever in a military hospital in Malta. 
The series consisted of 42 cases, all the patients being under 
observation in hospital throughout the course of their ill- 
ness. In 30 the diagnosis was proved by blood culture ; in 
11 repeated blood cultures were negative, but melitensis 
agglutinins were present in the sera in titres varying from I 
in 1,280 to 1 in 20,480 ; in the remaining case blood cultures 
and agglutination tests were negative and the diagnosis was 
made on purely clinical grounds. Generalized superficial 
lymphadenopathy was an outstanding initial feature in two 
patients, and in both instances caused difficulty in diagnosis. 


The other 40 cases were entirely free from lymph-node 
involvement during their stay in hospital. 

Case 1 

A Maltese man aged 21 was admitted to hospital on December 
3, 1945, with a provisional diagnosis of glandular fever. His 
complaint'was of headache, anorexia, and shivering attacks for 
five days. He looked very ill and his temperature was ]02.4‘ F. 
(39.1° C.). There was bilateral and symmetrical enlargement 
of the cervical (anterior and posterior), axillary, epitrochlear, 
and inguinal lymphatic glands. The glands were mobile, dis- 
crete. firm, and non-tender, and varied in size from 1 to 2 cm. 
in diameter. The throat was clean. There was no enlargement 
of the liver or spleen. The leucocyte count was 6,850 per c.mm. 
(polymorphs 20%, lymphocytes 51%, monocytes 29% — a fair 
proportion of the latter resembled “ glandular-fever cells ”). 
The Paul-Bunnell test was positive in a litre of 1 in 32. 

In the first few days the temperature intermitted between 
104° F. (40° C.) and normal ; the patient had several rigors 
and severe epistaxis occurred on three occasions. He com- 
plained bitterly of neuralgic pains in his arms and legs. The 
cerebrospinal fluid was normal. An initial diagnosis of 
glandular fever was made, but six days after admission his 
serum agglutinated Br. melitensis in a titre of 1 in 10,240. 
Blood culture was performed on the same day, and after 14 
days’ incubation a profuse growth of Br. melitensis was 
obtained. A radiograph of the chest showed no enlargement 
of the mediastinal glands. The acute symptoms subsided slowly 
and the temperature fell by lysis after remaining high for 
10 days. 

The subsequent course was typical of that pursued by a severe 
case of undulant fever — recurring bouts of fever, progressive 
anaemia, and flitting arthritis. The glands decreased in size 
very slowly, and by the end of the sixth week none were 
palpable. The Paul-Bunnell test was repeated twice and 
remained positive in the same titre (1 in 32). In the sixth week 
the leucocyte count was 6.700 per c.mm. (polymorphs 45%, 
lymphocytes 43%, monocytes 12%). The patient was dis- 
charged at the end of the third month, when he had been 
afebrile for three weeks. 

Comment . — The enlargement of the glands, the blood 
picture, and the epistaxis were considered sufficient evi- 
dence, in the beginning, to allow a diagnosis of glandular 
fever. The titre of the Paul-Bunnell test was, however, 
not of diagnostic value. The melitensis infection was dis- 
covered subsequentiy oniy because local experience had 
taught the value of performing the appropriate bacterio- 
logical tests in all febrile patients in whom there was the 
slightest doubt about the diagnosis. 

Case 2 

A Maltese man aged 25 was admitted to hospital on June 3, 
1946, with a provisional diagnosis of leukaemia. He had 
been ill for several weeks, and complained of vague febrile 
symptoms, weakness, and swellings of the neck. He was not 
severely ill and his temperature was 100° F. (37.8° C.). He 
looked pale but well nourished. The cervical, supraclaxicular, 
epitrochlear, axillary, and inguinal glands were enlarged on 
both sides. They were firm, discrete, mobile, and non-tender, 
and were largest in the neck and axillae, where they measured 
up to 2 cm. in diameter. The tip of the spleen was palpable 
on deep inspiration but the liver was not enlarged. The blood 
picture was as follows : Hb, 70% t red cells, 3,650.000 per 
c.mm.; white cells 5,200 per cmm. (polymorphs 45%, 
Ij-mphocytes 45%, monocytes 10%— no abnormal cells present). 
The Paul-Bunnell test was negative. Low-grade fever continued 
and a tentative diagnosis of Hodgkin’s disease w^ made. 

A gland biopsy was arranged, but on the fifth day, before 
it was carried out, he had a rigor with high fever. At this 
time blood was taken for culture and the melitensis agglutin- 
ation test. The latter was positive in a titre of 1 in 20,480, Md 
after 17 days’ incubation a profuse growth of Br. melitensis 
was obtained in the culture medium. During the next six weeks 
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there were three waves of fever before the temperature settled. 
The glands did not alter for two weeks ; they then slowly 
decreased in size, and on discharge at the end Of thd ninth 
week only a few small nodes were palpable in the left posterior 
cervical triangle. At this time the spleen was not enlarged. 
Mild arthritis of the left knee developed but was not trouble- 
some. Treatment was symptomatic. , 

Comment . — ^The anaemia, fever, lymphadenopathy, and 
splenomegaly suggested Hodgkin’s disease. At first a 
diagnosis of brucellosis was not considered, and the 
meUtensis infection was discovered, as in the previous case, 
by the application of routine tests. 


Discussion 

Conflicting statements appear in the literature about 
lymph-node involvement in brucellosis. McArthur (1939), 
in an important survey of the subject, made no reference 
to lymph glands. Musser (1938, quoted by Bloomfield, 
1942) stated that general lymph-node swelling did not occur. 
On file other hand, Menefee and Poston (1938) found that 
lymphadenitis was often present. Avery (1942) noted that 
the glands were occasionally enlarged — either the cervical 
group alone or generalized. 

Bloomfield (1942) consulted 191 unselected case, reports 
and found specific mention of the lymph nodes in only 50 
— ^29 with enlargement and 21 without. In the 29 positive 
cases the distribution was as follows: cervical only, 13; 
generalized (superficial), 9 ; axillary only, 3 ; cervical and 
inguinal, 3 ; axillary and inguinal, ‘1. 

As Bloomfield pointed out, the enlargement in many 
cases may have been merely incidental and not a specific 
manifestation of brucellosis. He was particularly doubtful 
about the cases with only localized involvement. In seeking 
evidence for the existence of a specific lymphadenopathy 
the important patients for scrutiny would seem to be those 
with generalized adenitis. This group consisted of nine 
cases, and further information about the glands during the 
course of the disease was given in only three. In one the 
swellings subsided about the fifth week and in another they 
persisted until the tenth month, when observation ended. 
The symptoms regressed rapidly in the third case and -the 
decreased in size within three days of admission ; 
Liiopsy showed chronic lymphadenitis with necrotic foci, and 
Br. suis was isolated from the excised node. This patient 
died after multiple relapses, and the necropsy revealed 
generalized lymphadenitis of no specific histological type. 
Br. suis was recovered from many sites, including the 
lymph nodes. Gland biopsies were performed in two other 
patients ; the lesion in one was “ inflammatory,” and the 
other served to exclude Hodgkin’s disease and leukaemia. 

Bloomfield concluded from his analysis of the nine 
patients with generalized adenitis that the lesion was 
probably specific for brucellosis in five, possibly in two. 
and of doubtful significance in two. No special aetiological 
importance could be attached to any single variety of 
Brucella — all three {meUtensis, abortus, suis) were incrim- 
inated. Bloomfield added a case of his own which had 
enlargement of axillary, inguinal, and cpitrochlear glands. 
Biopsy resulted in a histological diagnosis of lymphatic 
leukaemia, but the patient improved rapidly without therapy 
and the glands disappeared in the course of a year. 

The generalized lymphadenopathy in both cases described 
above was without doubt a specific manifestation of 
brucellosis, the proof being the disappearance of the swel- 
lings as the general condition of the patients improved. 
Its occurrence in only two out of 43 cases suggests that it is 
not common. 


The irnportance of the occasional occurrence of lymph- 
adenitis in brucellosis is the confusion that it may cause in 
diagnosis. This point is well demonstrated by both of my 
cases. In Case 1 the clinical diagnosis of glandular fever 
seemed to be confirmed by the haematological examination. 
Wise (1943) drew attentfon to the fact that the study of the 
leucocytes in brucellosis frequently reveals abnormal cells 
suggestive of the early stage of glandular fever. Leys (1943) 
had two cases of abortus fever in which the monocyte 
count was so high that mononucleosis was considered as a 
possible diagnosis. 

Rubenstein and Shaw (1944) stressed the clinical similarity 
which often exists between brucellosis and glandular fever. 
They pointed out that glandular enlargement was strongly 
in favour of the latter. Case 2 shows a superficial resem- 
blance to Hodgkin’s disease. Anaemia, splenomegaly, and 
lymphadenopathy may be common to both brucellosis and 
lymphadenoma, and &e resemblance may be even closer in 
those cases of the latter which are characterized by the Pel- 
Ebstein type of fever. Parsons and Poston (1939) sveu 
of the opinion that in some cases of brucellosis even the 
histology of the lymph nodes may suggest Hodgkin’s disease. 

It is apparent that great advances are being made towards 
the goal of specific therapy for brucellosis (Spink, Hall, 
Schaffer, and Braude, 1949 ; Herrell and Barber, 1949). 
With the discovery of effective chemotherapeutic and anti- 
biotic agents early diagnosis, previously of little moment, 
takes on a new importance. In such a protean disease 
diagnosis is notoriously difficult and clinical suspicion 
requires bacteriological confirmation. Mistakes arise when 
the physician, faced with a case of obscure pyrexia, does 
not suspect brucellosis. In areas where the disease is not 
common the error may be one of simple omission ; but 
occasionally, as in the cases described above, the presence 
of an unusual clinical feature may .cause such close resem- 
blance to other conditions that the true diagnosis is obscured 
unless the specific bacteriological tests are employed. An 
awareness of the specific lymphadenopathy of brucellosis 
may prevent cases being wrongly diagnosed as glandular 
fever, lymphadenoma, or even leukaemia. A serious 
prognostic error may therefore be avoided and adequate 
therapy \yill not be withheld.' , 


Summary 

Two cases of meUtensis fever in which generalized lymph- 
adenopathy was a prominent feature are described. One case 
closely resembled glandular fever and the other simulated 
Hodgkin’s disease. 

The occurrence of specific lymphadenopathy in brucellosis 
is discussed and the difficulty in diagnosis which it may cause 
is stressed. 

Lack of knowledge of this cause of lymphadenopathy may 
result in a serious prognostic error, and by delaying diagnosis 
may prevent the use of therapeutic measures at their most 
effective stage. ^ . ' 

My ihanks are due to the Director-General, Army Medical Services, 
for permission to publish this paper. 
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No toxic symptoms were observed in the cases receiving 
CLINICAL TRIALS OF SUCCINATES AND succinate, except for flushing and slight mental confusion 
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The use of salicylates in the treatment of rheumatic fever is 
traditional. The therapeutic employment of this class of 
substances followed work originally described by Maclagan 
(1S76). Many theories have been put forward to explain the 
action of salicylates, but no one has advanced a really 
tenable hypothesis. The subject has been reviewed and 
discussed from the biochemical, enzymatic, and clinical 
points of view bv various authors (Glazebrook and Cook- 
son, 1947 ; Wrigiey, 194S). 

Advances in the treatment of rheumatic fever have been 
concerned mainly with the dosage and route of administra- 
tion of salicylates. It was with great interest, therefore, that 
we read of the work of Gubner and Szucs (1945), who drew 
attention to the therapeutic possibilities of succinates. 
Succinates act as catalysts in biological oxidation — for 
instance, in the metabolism of carbohydrates (Krebs, 1943) 
and of fatty acids (Breusch, 1943 ; Munoz and Leloir, 
1943). Gubner and Szucs suggest that during rheumatic 
fever there is an inactivation of various ertzymes, and that 
the administration of succinates may prevent the inhibition 
of succim'c dehydrogenase (cytochrome C reductase) and the 
inactiTOtion of other respiratory' enzymes. The administra- 
tion of ascorbic acid and the use of the calcium salt of the 
succinate also seem to be indicated, because ascorbic acid 
and calcium enhance the activity of succinic dehydrogenase. 

I 

Gubner and Szucs's Results 

Gubner and Szucs tested their theory by treating cases of 
rheumatic fever with sodium salicylate and sodium bicarb- 
onate, sodium salicylate and ascorbic acid, sodium bicarb- 
onate alone, sulphathiazole, penicillin, and calcium double 
salt of benzoic acid and succinic acid benzyl ester plus 
ascorbic acid. They found that penicillin, sulphathiazole, 
and sodium bicarbonate were useless' and that treatment 
with any one of them alone had to be discontinued after a 
few days because of the increased severity of the disease. 
A comparison of the cases treated by them with salicylates 
and with the succinate compound is given in Table I. 

Table I. — Comparison of the Therapeutic Ejects of Salicylates and 
Succinate (Gubner and Szucs) 


Tj^Dc of Therapy 




Succinate (Average 

! 

SaHcylates 

Dose 4*2 g. Daily). 


(4 5 g. Daily) 

Ascorbic Acid 

I 

{ 

(200 mg,_Dail)') 

Total Ko. of cases . . . . . . j 

65 

55 

Period in hospital . . . . . . 1 

52 days 

34 days 

Period on drug therapy . - . . I 

Incidence of drug toxicity . . . . 

48 „ 

19% 

27 

2% 

Duration of fever . . . . . . 

13-5 days 

5*7 days 

Duration of leucocytosis .. ' 

22 

14 „ 

Duration of accelerated B.S.R. . . j 

43 „ 

24 „ 

Incidence of carditis . . . . . . | 

69y, 

19% 

Incidence of relapse j 

7y. 

0% 


in one patient, and occasional nausea. Evidence accepted 
as indicating carditis included murmurs, gallop rhythm, 
pericarditis, and .r-ray and electrocardiographic abnormali- 
ties. The flgures indicate that the succinate compound is of 
considerable benefit and constitutes a great advance in the 
treatment of acute rheumatism. 

Extension of this work was carried out by Szucs (1947),' 
using a mixture of calcium salicylate and aspirin. The 
results claimed by him are shown in Table II. 


Table II (Szucs's Results) 


Ty'pe of Case 

No. of 
Cases 

1 Result 

Osteoarthritis . . 

20S 

Definite improvement in 95% xrithin eight 
days 

Acute infectious arthritis 

17 

All exi’dence of arthritic activity disappeared 
within ten days 

Rheumatoid arthritis . . 1 

27 1 

22 cases showed definite improvement, with 
arrest of arthritic activity within an 
average of three months 

Mixed arthritis 

1 

! 

8 cases showed marked improvement, with 
complete or almost complete cessation of 
arthritic activity within an average of two 
months 

Spondylitis . . , , | 

95 

Improvement of variable degree in the 
mafonty 

Rheumatic polyarthritis 

34 

All evidence of rheumatic activity dis- 
appeared within an average of 14 days 


Most of the cases of rheumatoid arthritis were said to ha\e previously received 
an adequate course of gold without definite improvement. 


Present Investigation 

In view of these published results we think it of interest 
to record our experiences in the treatment of acute 
rheumatic fever with: (n) calcium monobenzyl succinate, 
10 gr. (0.65 g.) four-hourly, omitting night dose = 50 gr. 
(3.25 g.) daily : and {b) calcium double salt of benzoic acid 
and succinic acid benzyl ester, 10 gr. four-hourly, omitting 
night dose = 50 gr. daily ; together with 200 mg. of ascorbic 
acid daily. 

The calcium double salt of benzoic acid and succinic 
acid ester, together with ascorbic acid, was used to test 
the validity of the earlier claims of Gubner and Szucs, and 
their dosage recommendations were adopted. Calcium 
monobenzyl succinate was used because it presented a 
different form of the same essentials and might have been 
instructive from the point of view of treatment. 

Antjcoagnlants 

Glazebrook and Cookson (1947) have pointed out that 
substances benefiting acute rheumatic fever, rheumatoid 
arthritis, and anaphylactic states have a common action in 
that they are all anticoagulants — namely, salicylates in 
rheumatic fever, deep jaundice in rheumatoid arthritis, and 
heparin in anaphylactic states. On this basis they built up 
a theory that fte curative effect of salicylate in rheumatic 
fever depended upon its power to prevent protoplasmic clot- 
ting and cell death precipitated by the irritation of intra- 
cellular antigen-antibody reactions. 

This explanation of' salicylate action rests on the 
unproved assumptions that rheumatic fever is a manifesta- 
tion of allergy, and that protoplasmic clotting is the same 
process as blood-clotting and can be inhibited by the same 
anticoagulants. There is reason to suppose that Heilbrunn’s 
(1943) ■work, showing a similarity beriveen the mechanism 
of blood-clotting and of protoplasmic clotting, is not 
securely founded (Cookson, 1947 — personal communica- 
tion), while the hyaluronidase story of rheumatic fever 
(Guerra, 1946) is claiming increasing attention. However, 
these developments do not detract from the importance of 
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the work of Glazebrook and Cookson in drawing attention 
to the anticoagulant group of drugs. 

Heparin is an inhibitor and salicylates may be inhibitors 
of hyaluronidase, and from ’ its chemical constitution 
dicoumarol would seem very likely to be an inhibitor of 
hyaluronidase. It seemed to us, therefore, that there was 
a strong case for the use of heparin in acute rheumatic 
fever, and that good results might be expected because of 
either its anticoagulant properties or its inhibiting effect on 
the spreading factor, hyaluronidase. Wassen and Zander 
(1946) have reported good clinical results from the treat- 


strict, and that some of the cases so designated would make 
good recoveries. 

Discussion 

It can be said at once that neither form of succinate 
compound used in this trial represented any advance on 
salicylate therapy. The duration of joint pains, of pyrexia, 
and of elevation of the blood sedimentation rate was much 
longer than in the salicylate-treated group. What is more 
to the point. Case 2 in ttie succinate group had succinate A 
without improvement, and then succinate B also without 
improvement. Finally, salicylates had to be given to 


Table III. — Details of Cases Investigated 


Sex 

1 ! 

I Agej 

Previ- 

ous 

Attacks 

Duration of 
Illness 
before 

1 Admission 

1 tDays) 

Evidence 

oTCardilis 

No. of 
Joints 
Affected 

[ Maximum i 
Temperature 

Maxi- 

mum 

B.S.R. 

! Duration of 1 

(Days) j 

Carditis 

on 

on 

Joint j 
Pidns j 


Increased 

B.S.R. 

Follow- 


■ 

Admission 

1 

j -F. j 'C. 

Pyre-xia j 

UD 


Suc- 

cinate 

Used 


Remarks 


Succinate Group 


1 ] 

t F 

18 

1 

; 7 

No 

10 

101 

38-3 

42 

6 1 

6 

54 1 

No 

B 1 


2 1 

F 

19 

1 s 

6 

j Yes 

1 S 

1 102 

38-9 

102 

18 

23 

51 


A-l-B 

Pyre-xia terminated by sab'cyliit 

s 1 

F 

18 

9 

21 



104 

40 

75 

12 i 

9 

68 

Yes 

A 

One relapse: total pyrexia. 12 

4 1 

M 

40 

f I 

21 


' 9 

; 101-8 

38-8 

100 

10 

9 

65 


A 

Three relapses: total pjTeda It 








1 








days. Pyreida terminated 
















si^cylates 

5 ! 

F 

29 

1 

2 


6 

IOQ-8 

38-2 

62 

3 

3 

54 


B 


(i i 

F i 

57 

0 1 

to 

No 

S 

102 

38-9 

68 

IS 

18 

76 

No 

B 

Pyrexia cut 'short by salic>iates 

/ i 

M 

24 

0 

21 

■Pes 

6 

101 

38-3 

65 

34 

38 

77 


A 



M 

15 

0 

) 


6 

101 

38-3 

69 

9 

6 

87 


A 


9 ! 

M 1 

IS 

• 0 ’ 

14 


4 

99-8 

37-7 

48 

3 

3 

62 

Yes 

A 


10 

M 

15 

0 

5 

»» ' 

11 1 

99-8 1 

37-7 1 

85 

3 

7 

61 1 


B 


1 

1 

■1 



i 

1 

1 

1 

1 

1I-6| 

12-2 

1 65-5 1 

1 50% 

i 



Heparin Group 



F 

Hi 

0 

2 

Yes 

4 

101 

38-3 

65 

4 

2 

35 

Yes 

■ 


2 

F 


0 

7 


4 

104 

40 • 

102 


s 

45 



Two relapses with slight pyrtxii 

3 

F 

la 

2 

4 

No 

6 

102-5 

39-15 

72 

3 

2 

22 

No 


4 

F 

13 

I 

7 

Yes 

4 

98-1 

36-75 

78 

4 

0 

51 




5 

F 

18 

0 

2 


6 

102-5 

39-15 

76 

5 

5 

98 

Yes 



6 

M 

17 

0 

7 


10 

99-8 

37-7 

80 

4 

2 

61 

No 


Severe cpistaxis; relapsed twee: 

7 

M 

J3 

0 

3 


4 

102 

3S-9 

SO 

7 

4 

78 

Yes 















total pyrexia 12 days 

« 

F 

17 

2 

7 


6 

103 

39-4 

134 

4 

2 

51 



Relapsed twice; total pyretiJ- 
22 days 











4-2 

3-1 

55-1 

62% 




Salicylate Group 


I 


2 

5 

4 

5 

6 
7 
S 

9 

10 


M 

15 

0 

4 

Yes 

4 

103-5 

39-75 

no 

7 

2 

58 

Yes 

M 

18 

2 

4 


6 

100-5 

38-05 

80 

4 

6 

58 

No 

M 

46 

I 

20 


8 

103-5 

39-75 

129 

13 

5 

116 

P 

'’1 

0 

21 

No 

7 

100 

37-8 

118 

5 

7 



M 

16 

J 


Yes 

7 

102-5 

39-15 

88 

2 

1 


Yes 

F 

16 

0 

7 

No 

8 

103-5 

39-75 

92 

6 

6 

35 

No 

M 

11 

0 

6 

Yes 

8 

101-5 

38-6 

25 

4 

4 

41 

,, 

F 

18 

I 

4 

No 

3 

102-5 

39-15 

92 

3 

3 

81 



34 

0 

10 

Yes 

13 

103 

39-4 

122 

2 

7 

37 

Yes 

F 

38 

1 

21 

No 

3 

102 

38*9 

115 

3 


39 

No 

j 









4-9 

4-S 

SS-4- 

40% 


A =» Calcium monobenzyl succinate. 10 gt. 4-hourly. 

B » Calcium double salt of benzoic acid and succidjc acid benzyl ester, 10 gr. 4-hourIy. 


Relapsed: developed chorea, col- 
lapse of middle lobe and hypet; 
pyrexia. Died after 26 dsj^ 
further pyrexia 

I 

Pericarditis, pleurisy^, three r^ 
lapses: total pyrexia, 21 dajs 


Two relapses: total 
10 days 

One slight ‘‘spike”: total 
4 days 


ment of rheumatoid arthritis and of rheumatic fever with 
heparin and dicoumarol, and we have also recorded our 
experiences in the treatment of acute rheumatic fever xvith 
henarln d 000 T.U. intravenously thrice daily) and sali- 
cylates (MO gr. (13 g.) daily in four-hourly doses). A 
control group was given salicylates, without heparin, and 
all three groups were also given 200 mg. of ascorbic acid 
daily. The results are set out in Table III. 

Most of the columns are self-explanatory. .With regard 
to the presence of carditis, all cases having any sugg“^n 
whatever of cardiac involvement—e.g., ^ 
murmur xvithout .v-ray or electrocardiographic 
abnormality or other physical sign— have been so c’^^ssified 
It is possible' that this definition of carditis has been too 


terminate the pyrexia. Two other cases (Nos. 4 and 6) also 
did badly on succinates and showed great improvement 
immediately they were switched to salicylates. EWdence of 
carditis on follow-up was present in 50% of the cases, as 
compared with 40% in the salicylatc-treated group, but not 
much importance can be attached to this, as the majority 
of cases had evidence of carditis on admission, before 
treatment bad started. 

We have not been able, therefore, to find any support 
for the contention of Gubner and Szucs that succinates 
given without salicylates improve cases of acute rheumatisirt- 
It will be noticed that in the second series of cases treated 
by Szucs calcium succinate was used together Mth aspinn. 
This we think strange in view of the apparently good results 
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in the first series of cases treated by a succinate compound 
ssithout aspirin. 

The calcium double salt of benzoic acid and succinic acid 
benzyl ester has also been used for the treatment of 
rheumatic fever by Wdgria et al. (1948). They conclude 
that neither the natural course of the disease nor its signs 
and symptoms were modified by succinate therapy. ' 

The group treated with heparin was very little different 
from the salicylate group when the duration of joint pains, 
of increased pyre.\ia, and of increased blood sedimentation 
rate is considered, although it does seem that the duration of 
pyrexia was less in the cases given heparin. The presence 
of carditis on follow-up was found in 62% of the cases 
given heparin, but in only 40% of the cases given salicylates. 
Practically all of the cases in the heparin-treated group had 
carditis on admission, before treatment with heparin had 
begun, but they had been given salicylates outside by their 
own doctors before coming under, observation. As in the 
case of the succinates, therefore, not much importance can 
be attached to this finding. 

It would seem from these studies that we have not yet 
found an 3 rihing which represents an advance in therapy in 
the treatment of rheumatic fever. Nevertheless, although 
succinates are certainly not effective, as are salicylates, in 
cutting short the pyrexia of an acute rheumatic episode, 
there has been offered no proof in this paper that they are 
not an adjuvant to salicylate therapy. Until some method of 
administering heparin is found which will maintain a con- 
stant blood level without the necessity for repeated 
intravenousT injections, a really satisfying trial of this 
product cannot be made. 

Conclusions 

Succinate compounds given with ascorbic acid in the dosage 
recommended by Gubner and Szucs are ineffective in the treat- 
ment of acute rheumatism. Heparin, in a dosage of 1,000 T.U. 
three times daily, does not significantly reduce the duration of 
episodes of acute rheumatic fever treated with sah'cylates. 

One of us (AJ.G.) received a grant from the Royal College of 
Physicians of Edinburgh while this work was being carried out. We 
wish to thank Roche Products Limited for the ascorbic acid, and 
their Research Department for the calcium monobrazyl suednate, 
used in this study. 
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Dr. G. R. Wendt, chairman of the Psychology Department 
of the University of Rochester, U.S.A., is recently reported to 
have said that because a serious amount of charlatanism has 
developed in ihe U.S.A. it is essenfial that all groups concerned 
with the mental health movement should collaborate to protect 
the public through legislation (New York Times, September 1 1 , 
1949). Dr, Wendt considers that it is the primary responsi- 
bility of the medical profession to take the initiative in work- 
ing for the protection of the public. He decried the almost 
complete lack of mental health legislation in the U.S.A, despite 
the great need for it. Only in Kentucky is there a law making 
it mandatory for each psychologist to get a licence before be 
can conduct private practice. 
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In our paper on a fatal case of subacute thaUiotoxicosis 
(M^ei, Schaposnik, and Pedace, 1948a) we emphasized the 
basic clinical characters of acute, subacute, and chronic 
poisoning by thallium, together with the micropathology of 
each. The present paper deals with another case of poison- 
ing by thallium — a suicidal attempt — which was success- 
fully treated with BAL. 

Though there does not seem to be any clinical experience 
with this drug in this type of poisoning, vse decided to try 
it. Afterwards, Furmanski (1948) exprained the beneficial 
action of BAL in poisoning by thallium. He used the drug 
with favourable results in severe peripheral neuropathies 
which had proved intractable to large doses of vitamins and 
crude liver extract. He based the treatment on the accepted 
view that such neuropathies are caused by the inactivation 
of the enzymatic systems of the nerve cells by toxins or 
toxic metabolites. He thought that BAL acted in these cases 
in a similar way to that in metal poisoning — i.e., by com- 
bining itself with the toxic metabolites after setting free 
those enzymes vitally related to cell respiration. 

With these facts in mind, we thought that in human cases 
of poisoning by thallium BAL could be of use by displac- 
ing and then eliminating the metal already combined with 
protein enzymes of the nervous cells. 

Dosage and Toxic Disorders 

In the light of Eagle’s wide experience, the Council of 
Pharmacy and Chemistry of the American hledical Associa- 
tion suggests the following outline of dosage in arsenical 
poisoning ; this outline can be extended to poisoning by 
other metals. 

In severe arsenical reactions. — First and second day, si-x 
daffy injections of the drug, each of 3 mg. per kg. of body 
weight Third day, four injections of the same dose. During 
the following 10 days or until full recovery is attained, two 
daily injections. 

In reactions of medium severity. — Each injecuon should con- 
sist of 2.5 rag. per kg. of body weight. During the first two days 
four doses should be given, two on the third day, and one 
during the following 10 days or until full recovery. 

In our case we used approximately the medium-severity 
doses, the total amount of drug injected being 3,1 g. 

The administration of BAL may give rise to some 
unpleasant though transient effects. In view of its affinity 
for heavy metals, some of the toxic disorders following 
the use of high doses can be attributed to its combination 
with the metals which form part of the molecule of certain 
enzymes (copper, zinc, iron, and manganese). The removal 
of the heavy metals renders inactive the corresponding 
enzymes by' depriving them of their protein groups 
(Furmanski, 1948). This theory seems to be supported by 
the drop in the magnesium content of the blood and 
disruption of the calcium/magnesium balance seen in 
patients receiving BAL, thus giving rise to the characteristic 
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symptoms of tetany. However, the enzymatic inhibition is 
rapidly reversible, so the accident does not seem to have 
undue importance. 

The most common toxic symptoms are excessive saliva- 
tion, vomiting, lacrimation, sweating, generalized myalgias, 
headaches, severe fleeting pains at the site of the injection, 
tachycardia, increased blood pressure, dyspnoea, and 
precordial constriction. 

We must call attention to the high levels of the blood 
pressure in our patient. Though thalliotoxicosis is often 
accompanied by high blood pressure — especially the , 
diastolic — the rise was evidently coincident with the course 
of BAL ; it must therefore be attributed, partly at least, to ' 
the action of the drug. 


300 mg. was injected daily. After this the treatment was 
continued with the same product, but of American origin 
(10% solution). A total of 3.1 g. was given (see Chart). 

Throughout the 
administration of the f [Tr 

drug the patient _ ~7' n I I I I I " 

developed a morbilli- e 200 
form exanthema of “ 1 5 o - 

varying degrees in the ^ ■ -j-. 

upper limbs, neck, and “ 
chest.' Each injection 5®; 

of BAL gave rise to 0 J 

intense headaches and < r p^tf m r f t ,^J 

greatly increased the 

pains in. the lower limbs ; opiates were partially successful it 
alleviating these conditions. Weekly estimations of the urini 


Case Report 

The patient, an Argentine girl aged 16, was a student at a 
secondary school, and lived in La Plata, province of Buenos 
Aires. During the three days September 16-18, 1948, she 
swallowed approximately 34 g. of the rat-poison paste “ zelio,” 
which contains 2% of thallium sulphate. On September 20 she 
began to feel skin hyperaesthesia and pains in the muscles of her 
lower limbs. On the following day her temperature rose to 
38° C. (100,4° F.) and the myalgias had become very severe. 
The mere touch of the bedclothes caused violent pains, and she 
became progressively unable to use her legs. 

On September 20 one of us was called in to see her. The 
temperature was 40° C. (104° F.). She was restless, with facies 
dolorosa, of asthenic habitus, ancl was lying on her back because 
of severe pain in her feet and legs, which was greatly intensified 
by the slightest touch or movement. She was undernourished, 
with small amount of subcutaneous fat. Her skin was hot and 
dry. The shape and reflexes of the pupils were normal. Her 
pulse was rhythmic, 84 a minute ; blood pressure 170/120 mm. 
Hg- On palpation the whole of the abdomen was tender. The 
liver and spleen were within normal limits ; the renal areas were 
painful. She was completely unable to move her lower limbs, 
and passive mobilization caused intense pain, particularly in the 
feet. The severe hyperalgesia made it impossible to carry out 
a thorough examination. The Achilles-tendon, patellar, and 
abductor reflexes were increased. 

A psychiatric examination was performed by Dr. Alejandro 
Resds, who reported: “Her mental picture is prior to her 
attempt at poisoning, and must be the determining factor of 
the same. The symptoms correspond to the development of 
a constitutional and atypical exacerbation, which is due to the 
overlapping of the emotional psychasthenic and schizoid com- 
ponents (hypermotivity, erythrophobia, exaggerated psycho- 
motor reactions ; varied neurotic tendencies, phobias, and 
certain obsessions ; a tendency to introversion and isolation, 
ideo-aSective disassociation of personality).” 

Laboratory Tests. — Blood count; red cells, 4,789,000, Hb, 
95% ; platelets, 240,000 ; white cells, 6,400 (neutrophils 60%. 
eosinophils 0.66%, monocytes 13%). Coagulation time; five 
minutes! bleeding time: two minutes. Sedimentation rate, 
first hour, 15 mm. ; second hour, 38 mm. Blood urea, 30 mg. 
per 100 ml. ; blood sugar, 96 mg. per 100 ml ; blood cholesterol, 
180 mg. per 100 ml. ; alkali reserve, 50 vols. % ; chloride in 
cells, 1.56 mg. per 100 ml.; chloride in plasma, 264 mg. per 
100 ml. ; blood proteins, 8.28 g. per 100 ml. (serum albumin, 
4.82 g. ; serum globulin, 3.46 g.). Urine ; turbid ; acid re- 
action ; slight sedimentation ; specific gravity 1009 ; ammonia 
0.47 g., urea 13.1 g., chlorides 2.2 g., phosphates 1.3 g., albumin 
1.5 g. per litre ; no sugar, acetone, or bile pigment. The sediment 
showed granular and hyaline casts, some red cells, and a large 
number of desquamation cells. 

Treatment and Progress 

On September 23 treatment was started with sedatives, anal- 
gesics, 25% glucose solution intravenously, vitamin B complex, 
and 15% magnesium sulphate with 0.05 g. of papaverine intra- 
muscularly, Two days later the first phials of BAL from 
an English firm were obtained. During the first two days 


showed considerable fluctuations in the albumin contea. 
(between 0.2 and 1.5 g.) ; albumin, together with renal 
elements, finally disappeared in February, 1949. 

A few days after treatment was suspended the pains in the 
lower limbs began to decrease, and by December, 1948, Ibe 
patient was free from them. The muscles of the thighs and 
legs gradually recovered their original tone and size ivith the 
help of massage. The hair on the head began to fall oa 
October 5, and within a few days only a few patches of shotl 
hair remained. 

For three months the patient was treated in a private menial 
institution. Insulin shock brought about ,a definite improve- 
ment in her psychic manifestations ; moreover, her weight in- 
creased by 7 kg. (1 5 lb. 7 oz.). During this period massage was 
continued until total recovery. The last examination (April. 
1949) showed that she had completely recovered.- 

Summary ^ 

A case of subacute thalliotoxicosis caused by swallowing 45 g. 
of a rat-killer paste containing 2% thallium sulphate is described. 
A total of 2.85 g. of BAL was given in the course of 13 days. 
The patient fully recovered. 

The pharmacology of the drug is described, together with tit 
reasons for using it in poisoning by thallium. 
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The need for new legislation for the prevention of smoke 
was the principal theme discussed on September 29 at the 
conference of the National Smoke Abatement Society io 
Harrogate. Reports of the limited success and difficulties of 
several local authorities in administering new local Acts of 
Parliament emphasized the form that new laws must take if tie)' 
are to be effective in preventing, rather than just abating, smoke. 
Strong criticism of the opposition of “ big industry ” to a new 
Parliamentary Act obtained by the city of Birmingham, which 
had led to a serious weakening of its smoke clauses, was made 
by Dr. W. R. Marline, Senior Assistant Medical Officer of 
Health. In contrast, an officer of the Smoke Control District 
of Los Angeles, who was present as a visitor to the confer- 
ence, described the effective and far more stringent regulations 
imposed in California and many American cities. Dr. Metcalfe 
Brown, hon. secretary of the Manchester and District Regional 
Smoke Abatement Committee, reported on an investigation m 
the Carrington area, near Manchester, where one of the 
country’s biggest power stations is, being erected, and other 
industries are causing concern. Local authorities around the 
area are co-operating in running a ‘network of instruments, 
extending over 36 square miles, to rticasure the pollution of 
the air for comparison with conditions when the power station 
is operating. In conjunction with this a survey on the effects of 
smoke and fumes on plant life — an important matter for farmers 
— is being conducted jointly by the Smoke Abatement Cotn-, 
mittee, the Department of Botany of Manchester University, 
and the Agricultural Research Council. 



Oct. S, 1949 


BRONCHOSPASMODIC CRISIS AND MILIARY TUBERCULOSIS 


British 

Medical Jouiwal 


793 


FATAL BRONCHOSPASMODIC CRISIS 
COMPLICATING MILIARY TUBERCULOSIS 
OF LUNGS 

BV 
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Registrar 

AND 

JOHN BURKINSHAW, iM.B., M.R.C.P. 

First Assistant 

Paediatric Department, St. George's Hospital 

In a recent case of miliary ■ tuberculosis attacks of severe 
dyspnoea associated with slowing of the pulse developed 
during streptomycin treatment. These attacks ultimately 
proved fatal, and as no similar occurrence appears to have 
been reported it seems worth while to record the symptoms 
and findings. 

Case Report 

The patient, a boy aged 1 1 years 9 months, had no record 
of serious illness and enjoyed normal health until March. 
194S, when he was admitted into another hospital with a 
severe upper respiratory infection associated with general list- 
lessness, anorexia, and cough. Clinical examination showed 
no abnormality in the chest, but radiographs revealed a shadow 
m the right mid-zone, which subsequently cleared. Mantoux 
reactions in dilutions of 1 in 10,000 and 1 in 1,000 were nega- 
tive at this time. As his progress was slow he was sent to an 
open-air school, from which he returned at the end of July 
acutely ill, with a high fever and a left-sided pleural effusion. 
It was not until November that there was radiological evidence 
of miliary’ tuberculosis in the lungs. He was then transferred to 
the Victoria Hospital for Children for streptomycin therapy. 
No history of contact with a case of tuberculous infection was 
traceable in his family or companions. There was no personal 
or family history of asthma, hay-fever, or urticarial eruptions. 

On admission (November 7, 1948) the .clinical diagnosis of 
miliary tuberculosis with a large left-sidec^ pleural eSusion was 
confirmed radiologically. The Mantoux test ssas strongly posi- 
tive with the 1 in 1.000 dilution. He had a low-grade pyrexia, 
and the pulse rate was 112-120 a minute. The spleen was not 
enlarged and no lymph glands could be felt in his neck or else- 
where. The urine showed a trace of albumin and a few casts, 
but no red cells. The cerebrospinal fluid remained normal 
throughout the illness. Despite frequent examinations tubercle 
bacilli were not isolated from sputum, laryngeal swab, or 
stomach washings. 

The patient was given a three-months course of intramuscular 
streptomycin, with a total dosage of 77.9 g. At the end of the 
course. 13 days before his death, his lung condition showed 
both ch'nical and radiological improvement with resorption of 
the effusion. There was thickening of the left pleura and some 
coalescence of the miliary shadows in the right upper lobe, 
especially towards the hilum. No abnormality was found in 
the nervous system. He had a slight unproductive cough, and 
his weight was stationary at 57 lb. (25.65 kg.). His general 
condition was slightly better than on admission. 

On February' 12, 1949, he developed a mild coryza with some 
increase of the cough. Next day at noon he was seized with a 
bad attack of dyspnoea assodated with severe apprehension and 
very laboured but ineffective expiration. He vomited a large 
quantity of mucus with some purulent-looking material, and in 
the course of an hour the attack gradually passed off. Scattered 
rhonchi and medium rales were audible over the chest, but 
there was no fever. 

At 7 p.m. the same day a second attack occurred. On this 
occasion cyanosis was pronounced, and it was noticed that the 
pulse rate had dropped to 80 a minute. He had great difficulty 
in expelling air from his chest, so that expiration lasted three 
to four seconds — about twice as long as inspiration. This attack 


was relieved by a subcutaneous inj'ection of 8 min. (0.5 ml.) of 
I in 1,000 adrenaline and by oxygen inhalation. After the attack 
had passed off the pulse rale was recorded at 120-142 a minute. 

For 36 hours he remained free of dyspnoea and showed no 
abnormality except for persistent tachycardia 120-136 and a 
few scattered medium rhonchi on lung auscultation. On 
February IS he had two more attacks, with intense expira- 
tory dyspnoea and slowing of the pulse to 80 a minute. During 
both of these he lost consciousness for a few minutes. 

On February 16, at 9 a.m., he had a very severe attack which 
lasted an hour. This lime the expiratory difficulty was very 
great and the pulse fell to 68 a minute, though the volume was 
remarkably good. He became unconscious and was deeply 
cyanosed for 45 minutes, during which time he was given 
I min. (0.06 ml.) of I in 1,000 adrenaline subcutaneously at 
minute intervals and continuous oxygen inhalation throu^ a 
glass funnel. Examination of the chest at this time, as during 
preceding attacks, showed no evidence of pneumothorax. The 
high-pitched rhonchi usually associated with bronchospasm 
were not heard during this attack — a remarkable finding in 
view of the intensity of the expiratoiy effort. After 45 rrrinutes 
the pulse rate rose abruptly to 168 a minute and the spasm 
passed off, consciousness returning during the next 15 minutes. 
At this stage direct examination of the larynx showed no evi- 
dence of spasm of the cords. The patient was then nursed in 
an oxygen lent, where he regained and maintained a good 
colour, was quite cheerful, and ate a normal tea and supper. 
Examination of the chest now showed scattered rhonchi, with 
some medium rales in the right upper lobe. The temperature 
was normal and the pulse between 148 and 160. but of good 
volume. At 1 a.m. on Februaiy 17 he suddenly became restless, 
urgently dyspnoeic, and cyanosed, struggled into a sitting 
position, and in two to three minutes collapsed and died. 

Post-mortem Findings: — Necropsy was carried out by Pro- 
fessor T. Crawford 13 hours after death; the following 
significant findings are extracted from his report. 

" Respiratory System : — Dense pleural adhesions are present 
over the lateral aspect of the left lung, and the appearance 
suggests an organizing caseous exudate at this area. The trachea 
appears normal, but both bronchi are pressed upon by enlarged 
caseous glands surrounding them close to their origins. There 
is, however, no ulceration of the glands into the bronchi. An 
irregular caseous focus measuring 2 by I cm. is situated in the 
lower part of the upper lobe of the left lung, and around this 
there is an area of caseous bronchopneumonia. Three small 
caseous foci measuring 5 mm. in diameter are present in the 
right upper lobe. Small miliary lesions, just visible to the 
naked eye, are scattered widely through the lung tissue. The 
spleen is moderately enlarged and shows a few small tubercles 
in its capsule and scattered through the substance. Lymphatic 
System .-—Enlarged and caseous glands are present at the hila 
of both lungs and beneath the bifurcation of the trachea. Fur- 
ther glands are present in chains extending up the sides of the 
trachea into the anterior triangle of the neck, and at this site 
both vagus nerves are firmly adherent to caseous glands. 
Caseous glands are also present in the portal fissure and beside 
the abdominal aorta. Head: — ^The brain and meninges appear 
normal and show no evidence of tuberculosis. Summary : — 
Primary tuberculosis of the luhg; tuberculosis of mediastinal, 
cervical, and abdominal lymph glands with involvement of the 
vagus nerves ; miliary tuberculosis.” 

Comment 

Correlation of the clinical and post-mortem findings in 
this case suggests that the attacks of severe expiratory 
dvspnoea associated with slowing of the pulse and evidence 
of bronchospasm resulted from vagal stimulation. The 
vagus nerves were found adherent to caseous lymph glands, 
and it is suggested that the attacks were initiated by change 
of position affecting the adherent nerves. 

Our thanks are due to Dr. Charles Pinckney tor permission to 
pubKsh the cast and to Professor T. Crawford for his post-mortem 
report and for helpful advice and criticism. 
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Spontaneous Disappearance of Appar - 
ently Secondary Growths in Liver 

The following case contains several points of interest, par- 
ticularly the finding of three apparently secondary nodules 
of some size in the liver during the removal of a huge 
adenocarcinoma of the left ovary, and the fact that they 
had disappeared when sought at operation two and a half 
years later. 

Case Report 

A farmer’s wife aged 58 complained on September 8, 1938, 
of increasing size of the abdomen for six months, with some 
generalized pain, a dry cough, and, latterly, much dyspnoea. 
There had been occasional vomiting ; the appetite was poor, the 
bowels regular. She did not think she had lost weight. For 
the past month she had had palpitations and swelling of the feet. 
There had been three normal pregnancies, and her periods had 
been regular until 52. Since then she had had small losses 
of blood at long intervals. 

She was a pale, thin woman, markedly dyspnoeic ; longue 
clean, pulse 100/110, apex beat displaced to left, heart sounds 
clear, B.P. 140/90.' Right chest stony dull to level of scapular 
spine ; no adventitious sounds. Left side clear. Enormous 
tender regular swelling, filling abdomen, some free fiuid. Small 
normal cervix ; uterine body not felt apart from abdominal 
swelling. Diagnosis : a malignant cyst of ovary, unlikely to 
be operable. 

Admitted to Royal Sussex County Hospital on September 21. 
Next day 31 oz. (880 ml.) of clear fluid aspirated. A radiograph 
showed no sign of secondary growth of lung or pleura. During 
the next 18 days four further aspirations averaged 38 oz. 
(1.08 litres). After each a radiograph was negative to growth 
or tuberculosis. The pleural fluid was sterile on culture. Film : 
polymorphs 68%, lymphocytes 30%. R.B.C., 4,100,000; Hb, 

65%; C.I., 0.8; W.B.C., 11,000 (P. 77%, L. 14%, E. 2%. 
M. 7%.). Wassermann test not done. 

In view of the persistently negative x-ray reports for secon- 
daries in the chest it was decided to give her an outside chance 
and to operate. 

Operation, October 11, 1938.— -Under broinethol, cyclopropane 
and oxygen a long paramedian incision exposed a huge left 
ovarian cyst, softened and necrotic in many places. A thinned- 
out ribbon of transverse colon was stretched across' it. This 
and many adhesions of small intestine and omentum were 
separated by gauze dissection and the cyst removed : several 
leaks of dirty fiuid and necrotic material occurred from tl^ 
cyst. An apparently healthy right ovary was also removed. 
Three firm raised nodules, roughly 1-1+ in. (2.5-3.75 cm.) in 
diameter, present on the anterior surface of the right lobe of 
the liver, were regarded as certainly secondary growths from 
the malignant ovary, and for this reason, as well as the patient s 
poor condition, panhysterectomV of a small smooth uterus was 
not done. 

Pathological Report.— Left ovary, a malignant papill^ 
adenocarcinoma ; right ovary, post-menopausal changes. No 
sign of malignancy. 

The patient made a good recovery and was discharged on 
November 2, with a poor prognosis. During the ensuing months 
no further fluid collected in the right pleura and signs of 
pleural thickening gradually disappeared. A year later the liver 
was not enlarged and there was no evidence of secondaries or 
fluid in the abdomen. The patient felt well and had put on 
weight. • This unexpected result was maintained throughout 
the second year after operation. 

On March 21, 1941, however, she returned. For six months 
she had had small losses of blood per vaginam, with a watery 
'ilischarge in the evening, and felt . tired. The abdomen and 


liver showed nothing .abnormal ; P.V., a small, firm mass 
which bled on touch, protruded from the cervix and there ivas 
some thickening of the lower .uterine segment. Biopsy showed 
the protruding mass to be adenocarcinomatous. 

Second Operorio/i.— After a few days’ douching and a trans- 
fusion of 1 pint (568 ml.) of blood, operation was performed 
on March 25. The abdomen was opened through the old scar 
and the liver first examined. The only sign of the three pre- 
vious nodules was a small puckered scar ; the rest of the liver 
surface was smooth. The caecum and some coils of ileum 
were adherent to the uterus, and after separating these pan- 
hysterectomy was done. The lower uterine segment was much 
thickened and the parametrium very vascular. On detaching the 
former the uterine body tore away, leaving the lower uterine 
segment and cervix almost completely replaced by soft growth, 
which was already infiltrating the parametrium. There was 
little hope of their complete removal. It was decided to drain 
the canal into the vagina and to apply radium later. The 
abdomen was closed and 2 pints (1.4 litres) of blood given by 
drip. She made a satisfactory recovery and the vaginal tube 
was removed on the fourth day. 

Two and a half weeks later radium was given — 20 mg. in the 
cervix and a 25-mg. tube in each vaginal vault for 15 hours 
(1,050 mg.-hours). Another application followed three weeks 
later — 10 mg. cervical and two 25 mg. vaginal for 15 hours 
(900 mg.-hours). Total for the two applications, 1,950 mg.- 
hours. On March 10 the patient was discharged. 

In September there was a suspicion of thickening along the 
right utero-sacral ligament, but three months later this had dis- 
appeared and the tiny cervix was mobile. At this date the 
patient complained of pain in the spine at mid-dorsal level. 
Movements were good and a radiograph showed no sign of 
secondary growth. In January, 1942, this pain had gone, 
but another had taken its place in the lower lumbar spine. 
Radiographs revealed no secondary growth, but some osteo- 
arthritis. 

In December, 1948, the patient was able to do her housework, 
and only the headaches and, back pain bothered her.. She then 
weighed 2 st. (12.7 kg.) more than just after her first operation. 

Comment 

The special point of interest is the proved disappearance, 
two and a half years after the removal of a malignant 
ovarian cyst, of three apparent secondaries in the liver. In 
the absence of a biopsy, however, no certain claim can be 
made that they were malignant. A second point is that no 
further growth in the peritoneal cavity ensued. Thirdly, 
the disappearance' of all growth from the remains of the 
lower uterine segment and parametrium after a moderate 
dose of radium was hardly expected. 

The three incidents together suggest not only a low grade 
of malignancy but an unusual degree of bodily resistance 
to cancer. A risk was admittedly taken in using radium 
with so slender a barrier between the remains of growth 
and the peritoneal contents. 

' The presence of a large pleural effusion accompanying 
malignant cysts does not necessarily imply metastases, as 
malignant growths of the ovary seldom metastasize outside 
the peritoneal cavity. The comiexion between the occa- 
sional post-menopausal losses over six years and the 
malignant ovary is speculative. A certain number of such 
tumours do seem to provide an oestrogenic hormone which 
re-energizes the endometrium after the menopause. The 
adenocarcinoma of the uterus was almost certainly a 
spread from the ovary,' and emphasizes the importance, 
whenever feasible, of doing a panhystercctomy as well as 
a double ovario-salpingectomy in such cases. 

H. N. Fletcher, M.D., F.R.C.S.Ed., 

- ' Consulting Surgeon, 

• - Royal Sussex County Hospital. 
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A TEXTBOOK ON TRANSFUSION 

Blood Transfusion. Edited by Geoffrey Kej-nes, M.A.. M.D.. 
F.R.C.S. (Pp. 574; 1 10 illustrations. £2 i2s. 6d.) Bristol: 
John Wri.cht and Sons. 1949. 

The great amount of work carried out upon all aspects of blood 
transfusion during the past decade has created many oppor- 
tunities for new books. The perspective has altered completely 
since 1939, when Riddell wrote the last major British te.ctbook 
on transfusion. For example, Riddell speculated on the possi- 
bility that incompatibility within the MN system might be the 
cause of minor haemolytic reactions, but there arc now 
numerous investigators who know from their own experience 
that these groups arc of negligible clinical importance. 

This new textbook is a comprehensive guide to the whole 
subject. It begins with a delightful and authoritative account 
of the history of blood transfusion, by Mr. Geoffrey Keynes. 
The indications for, and complications of, transfusion are dis- 
cussed at length by Dr. Bodley Scott. Mr. A. Till writes on 
technique, and Dr. H. F. Brewer on blood groups, the organiza- 
tion of a hospital transfusion service, and, with Mr. F. W. Mills, 
on the blood donor. There is a chapter about transfusion in 
infancy by Professor R. W. B. Ellis, an account of blood storage 
by Sir Lionel Whitby, and a particularly lucid and thorough 
chapter on blood derivatives and substitutes by Dr. R. I. N. 
Greaves. 

It is natural that in a book of this size and scope, written by 
a number of different authors, there should be signs of unercn- 
ness. For example, almost a page is devoted to a description 
of the rare antigen C"', which is of very small importance in 
blood transfusion. By contrast, a reader wanting to know how 
old a bottle of stored blood can profitably be given to an 
anaemic patient must be content with brief, conflicting dicta 
appearing in different sections of the book. On page 84 he is 
told that “ for the relief of chronic anaemia . . . stored blood 
should not be used ” ; but he must somehow try to reconcile 
this with the statement on page 459 that “ blood . . . stored 
for a period of 14 to 21 days is almost as good as fresh blood 
for the treatment of simple anaemia." If the reader svere given 
some quantitative data on the surs-isal of erythrocytes stored 
for different periods in acid citrate-glucose solutions he could 
judge for himself which of these two statements is the more 
reasonable. A certain number of fallacies, derived from other 
authors, have found their way into the book. For example, 
it is said in conne.xion with transfusions to infants with haemo- 
lytic disease that if the red cell count is raised above a certain 
level (3.5 million /c.mra.), the excess red cells will be lysed. 
This concept is unquestionably incorrect. A second example 
is a formula given for calculating the amount of blood to 
transfuse to an infant. This assumes a blood volume of 
no ml./kg., but, except in plethoric infants, who are unlikely 
candidates for transfusion, the blood volume is in fact 
approximately 75 ml./kg. 

These and other occasional lapses make one hesitate to 
describe the whole book as authoritative, though there is no 
doubt that large sections of it deserve that title. In any case 
its wide scope and discriminating lists of references will ensure 
its value to all who practise blood transfusion. 

P. L. Mollison'. 

INVESTIGATION OF THE RENAL TRACT 

Cystoscopy and Urography. By Jas. B. Macalpine, F.R.C.S. 
Third edition. (Pp. 570 ; 338 illustrauons and 15 coloured 
plates. £3 3s.) Bristol : John Wright and Sons. 1949. 

The second edition of this well-known work was a war casualty. 
All the copies of that edition and the materials for a reprint 
were destroyed by bombs, so that the book wns unobtainable 
for - many years. . The. only benefit that accrued from the 
misfortune was the time afforded the author to bring it up to 
date. 


The chapter on urinary' tuberculosis has been largely rewritten 
and a new section on its pathology has been added. Cystoscopy 
is only one of the steps in the routine investigation of a 
urological case, and the findings must be correlated with other 
methods of obtaining informatiori. The author has therefore 
done well in not confining his attention to cystoscopy and 
posterior urethroscopy. This allows consideration of other 
questions — whether, for instance, the rapid secretion of radio- 
opaque dye and a dense shadow of an apparently normal pelvis 
is sufficient guarantee that the kidney on that side is free from 
tuberculous infection. It is well knowu that there are two 
schools of thought on this subject, some urologists insisting 
on catheterization of the ureters and others relying on the 
cysloscopic and pyeloscopic findings. Mr. Macalpine favours 
an intermediate course. He “ accepts the urographic evidence 
of disease in the principally affected kidney and gives due 
weight to the pyelogram of the other side.” He recommends 
that cystoscopy be limited to a quick inspection of the bladder 
and an indigo carmine test, the danger of producing a 
secondary infection being thereby reduced. The least satis- 
factory , paragraphs are those describing the endoscopic resec- 
tion of the prostate. Here the author relies more on the 
writing of others than on his own experience and there is a 
loss of that personal touch which characterizes the rest of the 
book. A new section on the punch-operation for prostatic 
hypertrophy by means of the technique used at the Mayo Clinic 
has been contributed by Mr. R. H. O. B, Robinson. 

This book established itself as the best English work on this 
subject long ago, and the new edition should more than main- 
tain its previous reputation. It is clearly written, practical in 
its outlook, and the illustrations and coloured plates are 
excellent. 

Kenneth Walker. 

• 

CHEMISTRY OF ALKALOIDS 

The Plant Alkaloids. By Thomas .Anderson Henry, D.Sc.(Lond I. 

Fourth edition. (Pp. 8M. £3 3s.) London: J. and A. 

Churchill. 1949. 

Everyone interested in plant alkaloids, whether botamst, 
chemist, or pharmacologist, owes a great debt of gratitude to 
Dr. Henry for the way in which, at intervals of about ten 
years, he has brought his book up to date. At its first appear- 
ance in 1913 it was a substantial volume of some 480 pages. 
Each successive edition incorporated much new material, and 
the present contains something h'ke three to four times the 
number of words as the original volume. Apart from a descrip- 
tion of the purine alkaloids which was omitted from the 
second edition, the introduction of new material has not 
involved jettisoning the old, and the present book is probably 
the most authorilaCve and exhaustive work on the plant 
alkaloids that has ever been written. 

Those who have used this book for many years — and there 
must be many who have the first, second, and third editions 
on their shelves — will be pleased to find in the new volume 
all the valued features of its predecessors. The botanical 
origin of groups of alkaloids is discussed as carefully as ever 
and has been brought up to date. The sections giving an 
account of the pharmacology of the alkaloids are admirable, 
some of them have been considerably enlarged, and the syn- 
thetic substitutes for natural alkaloids have been briefly but 
adequately described. Indeed, these sections provide as good 
an iotroduction to the relevant literature as can be found. 

The main bulk of the book is concerned with the chemistry 
of the alkaloids, in particular with the difficult structural 
problems presented by these fascinating natural products. 
Dr. Henry is here a master of his subject. Full justice is done 
to all relevant research, but the reader is never weighed down 
by the immense mass of experimental evidence, because the 
author guides him skilfully through intricate argument and 
counter-argument and illuminates his path with innumerable 
structural formulae. The narrative is made vivid by the inclu- 
sion of small practical details, such as the experimental condi- 
tions of many reactions and the physical constants, crystalline 
appearance, and solubilities of innumerable substances. It is 
probably this feature which has -made earlier editions so 
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popular among alkaloid chemists. Dr. Henry has always kept 
close to experimental details, so that in this comprehensive 
work he has found space to remark that strychninolone crystal- 
lizes in “ glistening prisms ” and berberal in “ colourless 
glancing leaflets.” He has the delight of the craftsman in his 
subject ; just as the carpenter caresses a fine . piece of wood 
with his hands, so Dr. Henry’s pen cannot resist a tribute to a 
beautifully crystalline substance. 

A final word must be given about the reference lists which 
are distributed throughout the work. In many years’ use of 
earlier editions I have never found a reference inaccurately 
quoted, and study of one or two lists in the present edition 
has shown no important reference to be omitted. 

H. R. Ing. 

MONOGRAPH ON RHEUMATISM 

Manuel Pratique de Rhumalologie. By Professor Gunnar 
Kahlmeter. (Pp. 134 ; illustrated. No price), Paris; Expan- 
sion Sdentifique Franeaise (23, Rue du Cherche-Midi). 

Many English readers will welcome this French translation of 
Kahlmeter’s mahual of the rheumatic diseases. They will find 
a simple and unpretentious little book, written with a brilliant 
power of clinical exposition and lucid argument. There are 
no references, for this is Kahlmeter’s thought and experience ; 
there is no index, for this is a book to read, not a work of 
reference. 

The important chapters are those on acute rheumatism and 
rheumatoid arthritis. The author regards them as closely 
related conditions, and argues the matter so well as to be almost 
convincing. Discussing the aetiology of rheumatoid arthritis, 
he inclines to the hypothesis of “ allergy,” but by this he means 
a specific mode of reaction to a number of causal agents. 
■“ Lorsque, dans la thdorie allergique moderne.” he writes.' “ on 
fait usage du mot allergic, ce mot doit etre pris, non dans Sons 
sens original, mais plut6t dans celui de ‘ mode spdcifique de 
reaction.’ ” This simply will not do. It is as if a chemist 
should write, “ Sodium chloride is to be taken as meaning any-, 
thing with a salty taste.” 4 i'.ergy has a precise meaning, which 
is not “ a specific mode of reaction,” and it is not open to 
Professor Kahlmeter or anyone else to tamper with the mean- 
ing of scientific terminology. 

There are concise descriptions of “ infective pseudo-rheuma- 
fism ” (the nomenclature throughout is that most familiar to 
French readers) ; of osteoarthritis ; of spondylitis ; of rheuma- 
tism of- the menopause ; of tendinitis and bursitis ; and a less 
satisfactory chapter on myalgia. 

, The author's experience in therapeutics is of particular 
' interest. It is ref eshing to find due attention given to medicinal 
ensures, for wtlin this country rely far too much on physio- 
erapy, but it i > surprising to read that the author has found 
colchicine of v lue in rheumatoid arthritis and in rheumatism' 
of the menopt ySe, After reading his warm advocacy cf .r-ray 
.therapy in rTe'umatoid arthritis, bursitis of the shoulder, and 
tendinitis, eraecially that associated with osteoarthritis of the 
hip and knee, English readers may feel that a more extended 
trial of the.nTiethod should be made in' this country. 

' Kenneth Stone. 


Dr. Low.rain E. McCrca’s Clinical Urology (second edition; 
on 503 ; If ^ illustraiions, 7 in colour ; S6.S0 ; Philadelphia : F. A. 
D,Tvis Company, 1948) is an excellent book, and the_ first edition, 
which appeared in 1946, met with great success. It is "written for 
practitioner!, and its object is to tell them what the diagnosis i? likely 
to be, how'lthe patient should be treated, and the best means of 
carrying ou.\this treatment. Not a word is wasted, and w-hen words 
can be redufcd in number by the use of an illustration the illustra- 
tion is pro'Tded. The plates and diagrams are of hi^ standard, 
and merelv jty looking at them a tired general practitioner at the 
end of a lort day’s work could obtain a good knowledge of urology. 
A book whiit lays down rather than discusses methods of treatment 
mus; necessriily be dogmatic, but dogmatism here is not obtrusive; 
the author .tnly states that the methods he prescribes are those 
that have givin the best results in his own experience. It is perhaps 
necessary lo Aid that the paper, the printing, and the general pro- 
duction arc siih as one would expect from a country where pub- 
lishers have been handicapped by the austenties produced by 
the war. \ \ 
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A CHOLERA CENTENARY 

BV 

MAJOR GREENTA’OOD, D.Sc., F.R.C.P., F.R.S. 

More than 270 years ago Sydenham predicted that the 
epidemic diseases which he saw would give place to others 
the nature of which it was impossible to foresee. He was 
tvTiting some ten years after the last epidemic of plague on 
a grand scale in Great Britain. Just a hundred years ago 
our great-grandfathers, to whom plague was a distant 
memory, suffered the second epidemic of Asiatic cholera, 
which has not afflicted us since 1866. In London the worst 
week was that ending September 8, 1849, with 2,021 deaths ; 
four weeks later the total had sunk to 288, and the epidemic 
rapidly declined. It killed more than 50,000 persons in 
England and Wales — about as many as the war in the air 
of our time. Now we study with a certain anxiety the much 
smaller figures of notified poliomyelitis ; with a certain 
anxiety because, epidemiologically speaking, we do not 
know so very much more about it than our great-grand- 
parents knew about cholera. Sydenham was a good 
prophet The cholera of 1849 was the subject of three 
bulky reports, by the General Board of Health, by the 
College of Physicians, and by the General Register Office. 
Copies of them, even those in an epidemiological depart- 
ment, need to be handled cautiously in these days of soap- 
rationing ; they are apt to be very' dusty. That published 
by the College of Physicians is the most readable because 
it is not very statistical and is the work of a single author, 
William Baly (1814-61), a physician of sufficient impor- 
tance to be remembered by D.N.B., but hardly even a name- 
to most of us. 

William Baly, a student at University College and Bart's, 
graduated M.D. at Berlin in 1836, became physician to the 
Millbank Penitentiary in 1841, and F.R.C.P. in 1846 ; he 
was thought to be a rising man, and was appointed physi- 
cian to the Queen, as understudy to Sir James Clark, in 
1859. He was killed in a railway accident when 47. His 
report is quite readable and strictly orthodox, as the official 
report of a professional body is sure to be. A reader in 
1949 may say That, generally speaking, when Baly was quite 
sure, he was quite wrong, and when he doubted he inclined 
to the wrong side. That, however, is a grossly unjust way 
of judging an official report made by a young man a hun- 
dred years ago. We are children of our age, desers'e blame 
if, intellectually and morally, we are behind it, but certainly 
none if we fail to anticipate future discoveries. 

In 1849 Galenical epidemiology was well stricken in 
years but still vigorous: Southwood Smith (1788Vl861) 
and John Sutherland (1808-91), two of our best practi- 
cal epidemiologists, were Galenists in the sense that the 
epidemiological importance of tainted air, of miasma, was to'c 
them much greater than .that of contagion. There was 
indeed then living one man, Jakob Henle (1809-85) who 
published in 1840 in his pathological researches a remark- 
able essay on miasmas and contagions (it was reprinted, in 
SudhofTs series of KJassiker der Medizin, in 1910) which 
Baly might have read. Henle’s argument was, briefly, this ; 
that while in ancient medicine most epidemic diseases were 
reckoned to be miasmatic, now — viz., in 1840 — only one, 
malaria, would be universally 'regarded as purely mias- 
matic’; three — syphilis, scabies, and hydrophobia — ^would 
be classed as purely contagious. All the others — smallpox, 
measles, cholera, etc. — ^he classified as miasmatic-contagious, 
but verj' plainly indicated his opinion that the emphasis 
should be on the contagious side. He then — as had Fracas- 
torius (1483-1553) nearly 300 years before — put forward 
the idea of a living contagion, perhaps a minute vegetable 


organism, as the specific biological cause of each disease 
and, more fortunate than Fracastorius, could point to a 
striking analogy, the epidemic disease of silkworms — mus- 
cardine — which had been proved by Bassi and Audouin, 
a_ few years before he wrote, to be due to a vegetable para- 
site. But Henle could not demonstrate any such contagium 
viyitm in connexion with human epidentic diseases, exclu- 
ding scabies. 

Baly does not mention Henle, but he does speak of John 
Snow (1813-58), who had already urged that cholera was 
a water-borne disease, and, quite courteously but emphati- 
cally, rejected his conclusion. Probably if Baly had written 
four or five years later he would have taken Snow much 
more seriously, because Snow’s conclusive statistical proof 
that, as we should now say, mortality from cholera and the 
drinking of polluted water were highly correlated was based 
upon the epidemic of 1854. Baly, although no statistician 
himself, had a considerable respect for statisticians and 
whole-heartedly accepted Farr’s demonstration that low 
altitude and high mortality from cholera were highly corre- 
lated. Indeed, it was the. basis of his general argument, 
which was this. The cholera poison is not a vapour or 
miasma but a solid “ something " usually conveyed by air 
currents. If this “something" reaches a low-lying district, 
harbouring a poverty-stricken, overcrowded population 
where filth accumulates, then cholera will arise ; low-lying, 
damp, foggy sites were sites of election. He contrasts the 
erratic lines of travel and the persistence of cholera with 
the universality of the great influenza of 1847-8, which no 
doubt he considered a typical purely miasmatic disease. 
He was fair-minded ; he admitted the possibility — ^indeed, 
the probability — that the cholera poison might be intro- 
duced by other means, that the disease might be contagious. 
He is, however, almost as reluctant to accept contagion as a 
vera causa as was Henle to admit miasma as a reality. 

What must strike a modern reader, and might have struck 
a contemporary, as Baly’s weakest dialectic is in his dis- 
cussion of how the Asiatic cholera reached Europe and 
America. He agrees that the cholera could spread against 
the wind, in the teeth of the Monsoon ; he agrees that It 
followed the line of human intercourse, that it entered at 
the ports, moved up waterways, and so on. Surely it was 
easier to suppose that the continuance of cholera in a ship 
was due to the persistence and multiplication of a con- 
lagiiim vivum in the bodies of the patients than to try 
to exclude contagion from one’s argument ? That once 
admitted, conversion to Henle’s standpoint would follow. 
But it is easy to be superior ; we know much more about 
cholera than even Henle and Snow, but no epidemiologist 
would be bold enough to explain why the epidemic of 1866 
was our last 

Baly’s section on preventive measures is very short and 
IS no more than a colourless abbreviation of what South- 
wood Smith and Edwin Chadwick had recommended much 
more forcibly for the mitigation of all epidemic diseases. 
The devil’s advocate may ask whether if the College of 
Physicians in 1849 had officially endorsed what we now 
accept as the right theory. Snow’s theory, many lives would 
have been saved. I think the answer must be “ No.” 

There is a sentence in Baly’s report which was only too 
true. 

“Quarantine can'jio longer be adopted as the means of pre- 
venting the entrance of Cholera into England ; for it is incom- 
patible with the present state of commercial intercourse, and 
with the well-being of a commercial country.” 

Perhaps quarantine would not have kept cholera out, 
but time was to show that something more than fear of 
epidemics was needed to persuade the electorate to clean 
up the country. 
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FAT ABSORFnON 

The absorption of the amino-acids and the mono- 
saccharides which are released by the digestion of pro- 
teins and carbohydrates in the small intestine is a com- 
paratively simple process, or at least it is generally 
described as though it were a simple process. But there 
can be no illusions about the extreme complexity of 
the processes which are involved in the absorption of 
fats. In last week’s Journal (p. 719) we published an 
authoritative. review by Professor H. S. Raper of the- 
experimental evidence which has slowly accumulated 
during the last 50 years, and the changing interpretations 
that have been applied to the available information. 
The “ classical theory ” which was accepted a genera- 
tion ago can be briefly summarized. It stated that the 
food fats undergo complete digestion in the small intes- 
tine to glycerol and fatty acids ; the latter cannot be 
absorbed as such because, being insoluble in water, they 
cannot pass through animal membranes. The fatty acids 
are converted by the alkalis of the digestive juices in 
the intestine into water-soluble soaps and absorbed in 
this form. As neither fatty acids nor soaps are found 
in the thoracic duct, it was presumed that the absorbed 
soaps are reconverted in the epithelial cells of the intes- 
tine into neutral fat and as such are transported into the 
lacteals. 

This familiar story needed serious amendment when 
it was demonstrated that the reaction of the intestinal 


returns to the intestinal lumen there to pick up a fresh 
load of fatty acid, a!nd continues to travel back and 
forth until all the fatty acid is absorbed. The freed 
fatty acid in the epithelial cells was thought by Verzar 
to pass through an intermediate phosphatide stage 
before being' re-formed into neutral fat. Phosphatide 
formation involves the temporary uptake of inorganic 
phosphate and thay be catalysed by the enzyme phos- 
phatase which is present in high concentration in the 
intestinal mucosa. Some of the evidence supporting the 
phosphatide hypothesis^ may be noted : the addition of 
phosphate or of glycerophosphate to the intestinal con- 
tents increases the rate of absorption of fatty acids from 
a mixture of fatty acids, bile acids, and glycerol ; iodo- 
acetic acid and phloridzin, which inhibit phosphatase, 
depress fatty-acid absorption, and the use of staining 
methods of doubtful validity purports to show that whes 
these poisons are used fatty acid absorption is blocked 
because phosphorylation does not occur. It is- dis- 
appointing to learn that recent studies with radioactive 
phosphorus have not helped to clarify this problem. 

During the last few years Professor A. C. Frazer and 
his colleagues, of the Birmingham school, have Studied 
the whole question of fat absorption, and the paper on 
.fat metabolism and the sprue syndrome which Professor 
Frazer read at the Annual Meeting of the B.M.A. in 
Harrogate. last June is published in the opening pages 
of this issue. The novel features of the hypothesis of the 
Birmingham school are, first, that fat digestion in the 
intestine is normally very incomplete ; secondly, that 
neutral fat is absorbed as such in the form of minute 
emulsified particles ; and, thirdly, that the soluble fatty- 
acid-bile-acid complexes pass directly from the intes- 
tine into the portal blood and do not travel via the lac- 
teals. Frazer refers to his theory as the “ partition hypo- 
thesis,” because it supposes that there are two routes for 


contents was generally too acid to permit of soap for- fat absorption— via the lacteals or directly into the blood, 
mation and that, furthermore, there is not enough base Fat particles, so-called chylomicrons, can be detected in 
available in the digestive juices to convert all the the blood under dark-ground illumination as points of 
released fatty acid into soap. The question that needed light'and counted ; during starvation they are scanty, 
an answer was how the insoluble and indiffusible fatty but after a fat meal they increase in number. If rats 
acids were converted into the soluble and diffusible fon^are given weU-emulsified olive oil the lacteals appear 
necessary for their passage through the intestinal imnT milky, and the chylomicron count in the systemic blood 
branes. Verzar and his colleagues have shown that the rises but that in the portal blood remains low. It is 
bile acids can either combine chemically with t^e fatty concluded that the absorption of neutral fat occurs via 
acids or else become associated with them in some looser the lacteals into the systemic circulation. On the other 
form as a so-called “ complex.” The resulting product hand, if a mixture of fatty acids and glycerol is 
is soluble and diffusible. This solvent or “ hydrotropic ” administered the lacteals remain relatively free from fat. 
action of the bile acids is enhanced by'the lecithin of but the chylomicron count in the portal blood rises 
the bile. Verzar’s theory had to meet the objection that sharply ; the fatty acid, on. reaching the liver, is retained 
there is insufficient bile acid available in the intestine there and the systemic chylomicron count remains low. 
to dissolve all the released fatty acid ; but he went on It is worth recalling in this connexion the work of Munk. 
to su^oest that after the bile-acid-fatty-acid “complex ” who found, 60 years ago. that only about hvo-thirds 
enterrthe intestinal epithelium the bile acid is split off. of the absorbed fat can be recovered by “ cannulatmg 
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the lymphatics, and concluded that the missing third is 
absorbed by some other route, possibly directly into the 
blood stream. If cetyl sulphate is added to neutral fat 
introduced into the intestine it has two main effects: 
it produces a verj’ fine emulsion and it inhibits the action 
of lipase. Though in these circumstances the neutral 
fat cannot be hydrolysed to fatty acid, it was found by 
the Birmingham school that fat is absorbed quite 
rapidly : the lacteals soon become milky, and fat quickly 
appears in the systemic blood; whence it is deposited in 
the fat depots but not in the liver. 

As Professor Frazer sees it, the most important pre- 
requisite for the direct absorption of neutral fat is its 
thorough emulsification into particles which are less 
than 0.5 ^ in diameter. The suggested mechanism of 
emulsification is as follows. Lipase acts on the neutral 
fat — i.e., the triglyceride (glycerol -p three molecules of 
fatty acid) — in stages, splitting off successively each of 
the three attached fa’tty-acid molecules. Removal of 
one fatty-acid molecule leaves a diglyceride (containing 
two molecules of fatty acid) ; removal of the second 
fattj’-acid molecule leaves a monoglyceride (containing 
pne molecule of fatty acid) ; removal of the third fatty- 
acid molecule leaves glycerol. Frazer claims that 'in 
normal conditions fat digestion is incomplete and that 
lipolysis comes to a standstill before 30% of the fatty 
acid contained in the triglyceride is -released. The end- 
products of fat digestion would then be (to use an 
Irishism) • mainly -undigested neutral fat together with 
partially split products (diglyceride and monoglyceride), 
fatty acids (derived from incompletely and completely 
split triglyceride),- and glycerol. An emulsion of neutral 
fat of the necessary fine particle size which is stable at 
the pH and in the other conditions found in the intes- 
tine can be prepared in vitro by mixing neutral fat 
together with its partially split products (diglyceride 
and monoglyceride) and the soluble bile-acid-fatty-acid 
“ complexes.” This mixture of ingredients is of course 
exactly the . one which is supposed to be present in the 
small intestine as a result of the preliminary partial 
digestion undergone by neutral fat in the presence of 
bile. The newer views reinforce the classical opinion 
that in normal circumstances both lipase and bile are 
indispensable for efficient fat absorption, though the 
way in which these substances act is now described in 
different terms. Frazer seems willing to accept in a 
general way Verzar’s view that the passage of the emul- 
sified neutral fat particles through the intestinal epi- 
thelium may involve transient phosphatide formation. 
It is likely also that absorption is influenced by local 
concentrations of electrolytes, by hormones, and even 
by vitamin-; There is a possibility that the adrenal 
cortex, by regulating electrolyte' balance in the body 
fluids, may be a subsidiary regulating factor. It is 


now well established that very finely emulsified liquid 
paraffin in which the particle size is less than 0.5 /t 
can be absorbed to the extent of 40% by the rat intes- 
tine. Fortunately medicinal liquid paraffin, when used 
in cooking or as a laxative, is not sufficiently finely 
dispersed to be absorbed to a significant degree in man. 

How does al/ this fresh work aid understanding of 
the various clinical conditions associated with steator- 
rhoea ? The new theories agree with the old that in 
the absence of bile or lipase excessive amounts of fat 
will be lost in the faeces. But the more obscure kinds 
of steatorrhoea still remain unaccounted for in spite of 
much careful work, which is well reviewed by Professor 
Frazer in his paper. In normal indhiduals over 95% 
of the ingested fat is absorbed ; in the sprue sv-ndrome 
the percentage falls to 50-80. It is generally agreed that 
in sprue the percentage of the ingested fat which is 
absorbed is not dependent on the total amount of fat 
in the diet. Thus the percentage of fat ingested remains 
on an average about 60 whether the total fat eaten is 
65 or 95 g. daily. The impaired absorption of fat is 
not due to deficiency of lipase or of bile, nor is it due 
to inadequately fine emulsification of fat in the intestine. 
There is then some undetermined fault in the mucosa 
which hinders the transfer of particulate neutral fat into 
the lacteals. In other words, it is among the incompletely 
revealed processes which are concerned ■nfith fat absorp- 
tion that the cause of sprue and related conditions must 
be sought. The failure in sprue is not limited to absorp- 
tion of fat; it affects glucose absorption also. Study 
of Frazer’s paper will doubtless suggest many new fines 
of inquiry. 


PROGRESS IN OBSTETRICS 
In similar papers read on both sides of the Atlantic 
last year Haultain* - outlined the progress made in 
obstetrics over the past twenty years and suggested 
further possible improvements. His review, which is 
based on hospital statistics, records a progressive faU 
in maternal mortality and morbidity which is gratifying 
to read. Equally noteworthy is the improvement in 
recent years in the hospital figures for stillbirths and 
neonatal deaths. Changes for the better in social, 
economic, and nutritional conditions, the employment 
of suitably qualified resident obstetricians, advances in 
medical knowledge and technique, the applications of 
chemotherapy, and the wide use of blood banks all 
played a part in increasing the safety of mother and 
baby. Haultain rightly emphasizes that in so far as the 
baby is concerned some of the credit must also be given 

1 Edinb- med J., 1948, SS. 463. 

2 Amfr. J. ObTjet. Gynsc., 1948, 55, 733. 

3 Ibid., 1946. 6t. 492. 

3 British Medical Journal, 1949, 1, 260. 

8 Ibid-, 1945. 2, 294. 

« Ibid., 1935, 2, 1143. 
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to the advent of the paediatrician on to the staff of the 
maternity hospital. But progress has not been confined 
to institutional midwifery : the, provisional figures for 
•1948 for the whole country are very impressive, with 
the maternal mortality rate 1.02 per thousand birthZ 
the stillbirth rate 23.1 per thousand births, and the 
neonatal death rate 19.7 per thousand live births. 

At first sight these figures appear to eclipse those 
which are recorded in recent annual reports from the 
larger and teaching maternity hospitals, the efficiency 
of which is usually measured by their vital statistics. 
The discrepancy, however, is accounted for first by the 
fact that the Registrar-General’s figures for maternal 
mortality, uhlike those from the hospitals, exclude deaths 
from associated diseases — ^heart disease, for instance, is 
a common cause of death in pregnancy. Secondly, as 
Haultain points out, hospital statistics are greatly 
affected by the number of women admitted as emer- 
gencies, for, excluding those who die as a result of 
systemic disease, the deaths in hospital occur almost 
entirely among the cases in which pregnancy or labour 
has become complicated or has been mismanaged at 
home. If, however, only booked cases are considered 
then the hospitals can claim excellent results, even 
though such patients include many selected for hospital 
care in anticipation of an abnormal pregnancy or of a 
difficult confinement. It might be said here that the 
overall results obtained at different hospitals cannot be 
compared without making allowances for such factors 
as the percentage of cases admitted as emergencies and 
the social and economic complexion of the areas served 
by the hospitals. The general standard of domiciliary 
midwifery in any district can usually be appraised by 
analysing the numbers and types of cases admitted as 
emergencies to the local hospitals and the condition of 
those patients at the time of admission. 

One method of making further progress would be to 
reduce the number of emergency admissions, for though 
in some cases they are unavoidable, in the majority they 
reflect either on the selection of cases for home con- 
finement or on the conduct of the labour at home. A 
suggestion which was warmly received at the Twelfth 
British Congress of Obstetrics and Gynaecology , in 
London last July was the establishment on the American 
model of a maternal mortality committee in every area 
to inquire into every maternal death whether at home 
or in hospital, and to apportion the blame constructively 
and instructively between patient, relatives, midwife, 
general practitioner, specialist, and ancillary services. 
In Chicago, where such a committee exists, Davis and 
Gready^ concluded from the analysis of the cases at the 
Lying-in Hospital that two out of every three deaths 
could have been avoided. At the British Congress, 
however, .some speakers were fearful that the National 
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Health Service in its present form might hinder progress, 
especially so far as domiciliary obstetrics is concerned. 
These critics argued that the Service separates hospital 
from domiciliary practice, and this at a time when the 
great benefits resulting from the integration of antenatal, 
domiciliary, specialist, and hospital services, including 
the obstetric “ flying squad,” have been proved. Thus 
Emblin'* was able to report that after the co-ordination 
of these services in his area into a municipal obstetric 
organization 5,000 consecutive deliveries were super- 
vised with only one maternal death, and that due to 
leukaeinia ; at the same time the stillbirth and neonatal 
death rates were also reduced. 

If there is still no integration of the services of 
those looking after the pregnant woman there is stiii 
less integration of opinions on the part obstetricians, 
general practitioners, and mid wives should each play 
in making what is essentially a normal process still mote 
safe than it is for the mother and the child. The Royal 
College of Obstetricians and Gynaecologists, in a report 
issued in 1944, considered that only general practitioners 
with special experience in midwifery should practise 
obstetrics, and it was roundly asserted in the Prac- 
titioner special number on the N.H.S. that “ the aver- 
age midwife is better trained to deal with normal mid- 
wifery than is the average general practitioner.” If this is 
indeed the opinion of obstetricians in this country then we 
suggest that they should seriously look into the adequacy 
of the teaching they give students in hospital, and into 
the adequacy of the examinations conducted which 
enable those who pass them to have their names put on 
the Medical Register. The present attitude of obstetri- 
cians to general practitioners is but one aspect of the 
present tendency to see the general practitioner as some- 
one who sorts out cases for reference to the specialist. 
We seem indeed to be drifting into the absurd position in 
which the midwife is looked upon as the specialist in 
normal and the obstetrician as the specialist in abnor- 
mal midwifery. A spirited defence of the general prac- 
titioner’s place in domiciliary midwifery was published 
four years ago in this Journal by Dr. D. D. Logan and 
Dr. Eneas K. MacKenzie.” “ Maternity practice,” they 
wrote, “is the very root of general practice.” When 
the writer in the Practitioner attacked what he called 
“ the new type of general practitioner-obstetrician wield- 
ing the forceps ” had he forgotten the pre-war type 
obstetrician who wielded the knife in the practice of 
caesarean section ? In 1935 Dr. J. Bright Banister' 
stated that the incidence of the operation was far too 
high, basing his observation on a series of 3,486 cases 
of caesarean section, 1,763 of which were taken from 
the reports of five large maternity hospitals in Britain 
during the years 1922-32. If the specialist obstetrician 
sees mistakes made by the general practitioner he should 
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recollect that tlie converse is also true, and the history 
of caesarean section between the two wars is sufficient 
illustration of the limitations of the expert. It is most 
unfortunate that these attacks have been made on the 
general practitioner, because they can increase neither 
his confidence in himself nor the confidence of his 
patients in him. They have created an atmosphere of 
competition between the general practitioner and the 
midwife which can lead to no good. No one appreciates 
the excellent work done by midwives more than does 
the general practitioner, but surely he can be of no use 
in an emergency unless he has continuous experience in 
the conduct of normal midwifery. It is to be regretted 
that the introduction of the National Health Sertace has 
given rise to these wrangles about tlie competence of 
general practitioners to do the work for which they were 
trained. The administrative division of responsibility 
has not made matters easier. ^Vhat is essential is to 
see that the pregnant woman has the best care that can 
be made available, and in the provision of this the mid- 
wife, the general practitioner, and the obstetrician have 
their essential and complementary parts to play. The 
family doctor is the one person who fully understands 
the domestic background and psychological make-up of 
the woman who is to bear a child. That he should be 
fully competent in obstetrical technique is first and fore- 
most the responsibility of those who teach him while he 
is still a student. 


CAUDAL ANALGESU 

The visit of Professor R. A.'Hingson to Britain this 
summer has stimulated interest in a new therapeutic 
concept the treatment of the various conditions associ- 
ated with angiospasm — such as eclampsia, reflex anuria, 
phlegmasia alba dolens, post-traumatic dystrophy, and 
gravitational ulcers — by continuous caudal analgesia. 
Elsewhere in this issue we publish the paper which 
Professor Hingson read on this subject at the 
Annual Meeting of the British Medical Association 
at Harrogate. 

It had been suspected since 1934 that autonomic 
vasoconstrictor fibres may be inactivated by concen- 
trations of anaesthetic which have little effect on sensory 
and none on motor fibres,' and this was confirmed in 
1946 by Samoff and Arrowood.’ It is thus possible, 
by choosing the right strength of solution, to single 
out for attack the vasoconstrictor impulses, which are 
responsible for maintaining a pathologically increased 
tone in blood vessels. This would be of prognostic 
use in hypertension even' if the effect lasted no longer 
than a single dose of procaine or amethocaine ; but 

- 1 Heinbccker, P., el c/.. Arch, i^eurol. Psyehiat.^ Chicago, 1934, 31, 34. 

2 Surgery, 1946. 20. 150. 

s5'/A.5w7-ff..J947.13. 580. 

^ Dieckman. W, J., Amer. J. Obstet. Cynec., I94S, 55, 541. 

» Apsar. V., Curr. Res. Ar.esih., 194S. 27. 49. 


modem developments in the technique of epidural anal- 
gesia enable the effect to be maintained without much 
danger or discomfort for as long as a week or 10 days. 
The number of vasomotor fibres inactivated can be 
controlled, and it is possible by the catheter technique 
to abolish vasoconstrictor impulses arising from a 
selected band of segments. A temporary and rever- 
sible denervation of the kidney and suprarenals can 
thus be obtained: its completeness — and hence the 
degree to which the blood pressure is lowered — can 
be kept constant or varied from hour to hour. Hingson 
maintains that in certain cases of renal ischaemia the 
best results can be obtained by alternate dilatation and 
constriction of the renal vessels, on the analogy of the 
pavex treatment for ischaemia of a limb. This effect 
can be produced by alternately carrj’ing the block above 
and dropping it below the level of the upper thoracic 
segments. 

In a paper' published in 1947 Hingson has recorded a 
number of cases in which the results of treatment were 
impressive. As he says: 

No one can w'atch a hypertensive, eclamptic, comatose, 
convulsant patient in acute heart failure and pulmonary 
oedema, rescued within 30 minutes by a therapeutic con- 
tinuous caudal or continuous spinal anaesthetic, which fre- 
quently lowers the blood pressure 100 mm. of mercury, 
and simultaneously relieves headache and blurred vision, 
raises the skin temperature of the feet 30° F. (16.5° C.), 
diminishes near fatal pulmonary oedema, slows and steadies 
the failing heart, increases renal output, and coincidentally 
abolishes pain, without appreciating that in this mechanism 
lies one of the most potent weapons the physician pos- 
sesses to wage against disease and death. 

This new therapeutic method has been described' as 
potentially the rnost important contribution to the treat- 
ment of eclampsia in the past decade, for it provides a 
means of bringing the condition under control with- 
out recourse to centrally acting depressant drugs which 
must increase the strain on an already strained meta- 
bolism. Control of eclampsia can usually be main- 
tained for as long as is required, but constant vigilance 
is imperative. 

Continuous autonomic block is not a simple method 
of treatment ; it entails a knowledge of the physiology 
and the anatomy of the autonomic system and the 
vagaries of the caudal canal, of the pathology of the 
angiospastic states, of the pharmacology' of local anaes- 
thetic drugs, and a certain amount of manual dexterity. 
It would seem that the person best fitted to use the 
method is the well-trained anaesthetist, whose help 
in these matters is already being sought by his col- 
leagues. However, the control of angiospastic states 
by this means requires individual attention for long 
periods, and few practising anaesthetists are able to 
spend enough time in the wards even to supervise 
to their satisfaction the post-operative care of their 
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surgical patients. It may be that a number of thera- 
peutic anaesthetists will eventually be required, fa;miliar 
with siich techniques as continuous epidural, segmental 
spinal, and lumbar peridural analgesia and with the 
nerve blocks appropriate to the relief of the many 
varieties of post-traumatic pain, and experienced in the 
control of the bronchoconstrictive attacks of asthma 
and of the vasoconstrictive ■ attacks of eclampsia and 
allied conditions. To carry but this work, which is 
time-consuming and cannot be hurried, its practitioners 
would have to be freed to some extent from the obli- 
gation to spend several hours each day in the oper- 
ating theatre. In the United States and Canada some 
steps have already been taken to overcome this diffi- 
culty, and regular nerve-blo.ck clinics, staffed by anaes- 
thetists trained in the hard school of surgical anaes- 
thesia, have been .established at many of the larger 
hospitals.® • , 

As a means of relieving the pain of labour and 
delivery continuous caudal analgesia has been very 
widely used in North America since its introduction by 
Hingson, Southworth, and Edwards in 1942, and it 
has been shown to be a safe and efficient method. 
Traditional British conservatism probably accounts for 
the fact that the method has not been taken up to 
any great extent in this country ; other reasons for this 
may be the comparative stoicism of British mothers, 
the lower proportion of hospital deliveries, unwilling- 
ness to adopt the fashion for forceps which prevails 
in America, scarcity of anaesthetists possessing both 
the knowledge and the necessary time, and lack of 
adequate equipment, which is not yet made in this 
country. It should be added that other methods of 
obstetric analgesia are better developed in Britain than 
anywhere else in the world, but they nearly, all entail 
some degree of general intoxication and transplacental 
narcosis, and they are thus unsuitable for the handi- 
capped mother or for the premature infant. There 
is no doubt that continuous caudal analgesia can confer 
benefits to mother and baby which they should not be 
denied, and it is to be hoped that obstetricians in this 
country will not be satisfied until they can obtain it 
at least for those mothers for whom it is specially 
indicated. 


RADIATION INJURY 

The development of atomic energy research has led to a 
great increase in the number of people exposed to ionizing 
radiation. Before this development took plate the number 
exposed ,to risk was comparatively small ; many had some 
knowledge of the biological effects of radiation and nearly 
all had an appreciation of the possible dangers and neces- 

I radiol. 5f^>cA7t.» 1949» 32, 17. 

- Knowlton, N. P., ft cL* J. Amer. tned. /fir., 1949, 141, 239. 


sary precautions. Conditions of work and the measures 
to be taken for protection were laid down by the British 
Y-ray and Radium Protection Committee, an unofficial 
body formed in 1921, whose recommendations were widely 
accepted. Methods of handling radioactive materials and 
of using ar-ray apparatus became as much matters of care 
and routine in most radiological departments as are aseptic 
surgical techniques in operating theatres. Occasional cases 
of injury have occurred from time to time, however, 
usually as the result of lack of care or inadequate know- 
ledge. Hultberg^ has recently published an account of 
two such cases — one in a surgeon who suffered acute and 
serious injuries to his hands and in whose blood also some 
changes were noted after the use on seven occasions of 
fluoroscopy to control the reduction of fractures ; the 
other in an industrial worker engaged for two years in 
the fluoroscopical examination of castings, who paid for 
his disregard of the regulations by the loss of both index 
fingers. 

Work on atomic energy has progressed in secret, and 
the damage done to human lives in the U.S.A. and Russia 
during the preparation and testing of atomic bombs is not 
known. From the information available it appears that 
serious accidents have been few considering the urgency 
and vast extent of the efforts made and the large number 
of work-people who had no understanding of the danger 
that they could neither see nor feel. Reports of damage 
have appeared from time to time ; the latest, published last 
month,“ gives an account of four men injured during tests 
at Enewetok Atoll, the United States Atomic Energy Com- 
mission’s proving grounds. Fortunately the men received 
only a small dose of total body irradiation with gamma 
rays, but the beta ray doses to their hands were high and 
the damage serious and permanent. Exposures varied from 
40 to 60 minutes. The man least affected had a severe 
erythema and vesiculation, but the lesions healed with only 
a little residual reddening at the end of a year. The other 
three had skin, and in one case tendon, necrosis ; prolonged 
treatment with grafting was required and at the- end of a 
year much disability still remained with the prospect of 
possible late effects still to come. The details of the tests 
are secret, but the general account of how this accident 
occurred is most significant: “This work involved the 
handling of radioactive materials which emitted large 
amounts of beta and gamma radiation. A deviation in 
the prescribed procedure undertaken to expedite the opera- 
tion resulted in the handling of these radioactive sub- 
stances directly with rubber-gloved and sometimes with 
bare hands rather than with the remote handling devices 
that had been provided.” “ Deviations in prescribed pro- 
cedures” are generally at the bottom of such accidents, 
which are commonly due to lack of knowledge. Those 
whose duty it is to lay down regulations have to remember 
that they are unlikely to be carried out unless the people 
concerned possess some understanding of the reasons w hich 
make them necessary, and those in charge of work-people 
who may be exposed to radiation have to develop a sense 
of personal responsibility for their safety and be prepared 
to lose their reputation for professional competence should 
accidents occur. 

Arrangements for protection against the dangerous 
effects of radiation have been admirably conducted in Ih's 
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country in the past. International recommendations, based 
largely on the British proposals, were adopted in Stock- 
holm in 192S by the Second International Congress of 
Radiology at the instance of the British committee. Much 
arduous and valuable work has recently been done by the 
protection subcommittee of the Medical Research Coun- 
cil's committee on the medical and biological applications 
of nuclear energy and by its tolerance doses panel. Under 
the Radioactive Substances Act the Government has 
taken wide powers of control over the manufacture, 
supply, and disposal of radioactive substances. It has 
the power to impose safety regulations for occupations in 
which radioactive substances and irradiating apparatus are 
used. It is to be hoped that as more people are employed 
in occupations in which irradiation is a hazard tragic 
“ deviations from the prescribed procedure will be 
avoided. People with no real knowledge of the dangers 
do not regard official regulations in the same waj'^as those 
who. understanding the dangers, accept recommendations 
made for their protection by their own professional bodies. 


M\'OIDEMA 

The phenomenon of myoidema has aroused interest from 
time to time since it was first described by Robert Graves 
and William Stokes' in 1830. Its distinction from myotatic 
irritability has not always been appreciated, though most 
of the earlier writers were emphatic on this point. 
For instance, Lawson Tait,- who suggested the term 
“ myoidema,” insisted that a “ nodule or intumescence ” 
of muscle at the point percussed was the essential feature 
of the sign ; he frequently observed the sulcus or linear 
contraction of myotatic irritability in the healthy. Although 
once believed to indicate pulmonary tuberculosis, and even 
thought to have a value in determining which side was 
diseased, myoidema is now usually stated to occur in 
most diseases associated with wasting. Denny-Brown and 
Pennybacker,’ in their detailed study of fibrillation and 
fasciculation in voluntary' muscle, observed two patients 
with malignant disease who presented this sign. They con- 
cluded that myoidema w'as a response of the whole muscle 
fibre to intense mechanical stimulation. It appeared to 
them to be an exaggeration of a normal phenomenon and 
unrelated to the fine fibrillation of denervated voluntary' 
muscle or to the fasciculation so characteristic of motor 
neurone disease. 

The cause of this increase in muscular excitability has 
remained a matter for hypothesis, although Koumans* and 
Seto“ believed that malnutrition and vitamin deficiency 
were important factors. In this,, number of the Journal 
Drs. G. F. Taylor and P, W. Chhuttani bring forward fur- 
ther evidence supporting this suggestion. They noted the 
frequency of myoidema in Indian troops in the Middle 
East and Iraq, and in a detailed survey found that it was 
higher in Indians in hospital than in those on duty ; higher 
in vegetarians than in meat-eaters ; and higher in Iraq 
than in Syria and Lebanon, where conditions were less 

1 Dublin HospUct Reports, 1830, p.‘ 70. 

* On the Myoidema of Phthisis, 1872, Dublin. 

^ Brain, 1938, 61. 311. 

* men. klin. Wscfir., 192S, 41, 524. 

5 /. Okayama med. Soc., 1937, 49, 7S9. 


arduous and, perhaps, the diet better. Myoidema was less 
frequent in British troops than in all other groups exam- 
ined. The authors were able to relate these variations in 
incidence with the frequency of vitamin deficiency as indi- 
cated by angular stomatitis, glossitis, cheilosis, and Bitot’s 
spots. Severe myoidema was noted in each of 82 patients 
with peripheral neuritis, and its intensity diminished pari 
passu with the improvement which followed treatment with 
thiamin. In addition, many men with vague myalgia and 
muscular cramps presented intense myoidema ; in these 
also the symptoms disappeared after the administraU'on of 
thiamin. Taylor and Chhuttani conclude that in the 
patients they observed myoidema was related to the nutri- 
tional state and was probably a sign of thiamin deficiency. 
This conclusion may help to rescue myoidema from the 
limbo reserved for physieal signs of undetermined signifi- 
cance and doubtful importance. 


TRICHOSTRONGYLUS AND STRONGYLOIDES 
Infestation of herbivorous mammals with various species 
of the nematode Trichosirongyliis is common throughout 
the world, far more so than human infestations, which 
formerly were regarded as accidental, the result of 
proximity to infected domestic animals. But records of 
Trichosirongyliis as a human parasite have been appearing 
with increasing frequency, from India, Russia, Africa, 
N. America, and especially from the Fat East, where 
T. orienialis is stated to be not uncommon as an infection 
in agricultural workers. The account in last week’s Journal 
(p. 737), of a helminth survey in Abadan by Dr. I. S. 
Stewart serves to emphasize the probability that Tricho- 
sirongylus may have a much wider range in the human 
host and be more prevalent than was suspected, for in 
routine faecal examinations its eggs may easily be over- 
looked because of their close resemblance to those of hook- 
worm. Although the degree of the infection in the Abadan 
survey was light, the number of positive results recorded 
(70%) is surprisingly high, and suggests not only that the 
circumstances are favourable for oral ingestion of the infec- 
tive larvae but that the species appears readily adapted to 
the human host. The identity of this species is not yet 
known, but failing its determination by the recovery of 
adult worms at necropsy some information might be 
obtained by identifying the species harboured by the local 
sheep, which are evidently the original source of the 
human infection. 

In quite a different category is Slrongyloides (S. ster- 
coralis), a well-established human helminth which is 
harboured by some 35 million people in tropical and sub- 
tropical countries ; its distribution is similar to that of 
hookworm.- Unlike Trichosirongyliis — the similar sound- 
ing name is of little significance — ^whose life-cycle is direct 
and simple, Slrongyloides undergoes a very complex and 
varied development. This is exemplified particularly in 
its free-living or exogenous phase, which culminates in 
infective skin-penetrating larvae comparable with those of 
hookworm or in a free-living sexual generation which in 
turn produces infective larvae. Research in recent years 
has shown that the parasitic phase in the human body is 
also highly complex. Contrary' to the belief that no 
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helminth can multiply inside the body of its host but must 
pass its offspring to the exterior, the larvae of Strongyloides 
are apparently capable of substituting an internal migra- 
tion for the usual external migration. They pass from 
the small intestine, where, the parasitic females reside, 
through the gut wall to the circulatory system, thence to 
the' lungs and back to the intestine, where they reach 
maturity. Pulmonary changes, of which Dr. F. L, Corrigan 
has recently recorded an interesting example in this Journal 
(October 1, p. 738), are associated with this phase, in which, 
it is assumed, repeated invasion of the tissues by the 
migrating larvae reduces the local tissue resistance. 


PROTECTING THE CONSUMER 
The Government decided in November, 1943, to make the 
Minister of Food responsible for exercising the powers 
previously given by Parliament to the Minister of Health, 
under the Food and Drugs Act, to make regulations deal- 
ing with the composition and labelling of food. The 
opportunity was taken to modify statute law. The Defence 
(Sale of Food) Regulations altered the definition of food 
to include any substance used as a food for human con- 
sumption even though it is also capable of being used as 
a medicine, and, in addition, made it an offence to describe 
falsely or otherwise to mislead the public on the nutritional 
or dietetic value of a food. This and subsequent legisla- 
tion was of such a detailed nature that the Ministry of 
Food undertook to advise the trade on labelling and 
advertising. In this way it was hoped to secure compliance 
with the law by the co-operation of traders. Accordingly 
the administration of these regulations has been based on 
the assumption that more can be done by persuasion to 
secure the elimination of misleading descriptions and 
claims than would be possible by the processes of the law. 
The achievements of the Ministry in this field of consumer 
protection are impressive and have brought about many 
changes in the descriptions of, and the claims rriade for, 
pre-packed foods and, indeed, in the outlook of manu- 
facturers. An interesting account of four years’ work in 
this field has recently been published.* 

Some of the quite unjustifiable claims which came under 
scrutiny are quoted. A breakfast cereal food claimed 
“ phosphates for the teeth and bones, and iron for the 
blood ” ; the label on a packet of dried herbs claimed that 
it provided “ vitamins A, B, and C ” ; and there was a 
food consisting mainly, of flour which quickly restored to 
health “ infants in the last stages of emaciation.” All of 
these claims and many more similar ones have been 
abandoned or greatly modified. There was obviously- 
plenty of scope for reform, and the Ministry, in the exercise 
of a duty to the consumer about which too little is known, 
has based its actions and advice on certain general 
principles. It has been accepted that, when a name or 
description of a product incorporates the name of a food, 
that food must ordinarily be present in a significant 
quantity ; that if the description of a food includes the 
names of two or more ingredients — for example, “ malt 
extract and cod-liver oil ” — the ingredient present in 

1 Thf Lobfllin^ and ComposUlon of Food. London* 1949, 

H.M.S.O. price Is. 6d. oei. 


greatest quantity s.hould be named first ; and that qualify- 
ing adjectives which indicate the true nature of a food 
should be given the same emphasis as the rest of the 
description. On nutritional or dietetic claims difficulties 
have arisen not so much with the false claims for which 
there is no scientific foundation as with the claim which 
implies that a food has a dietetic or nutritional value when 
in fact that value is insignificant. The Ministry has taken 
the obviously sound view that if it is claimed that a food is 
nourishing it ought to contribute a significant amount of 
nourishment ; if a food is said to be “ body building ” 
then it should provide a material amount of protein, and 
so on. In assessing the justification for such claims 
account is taken of the amount of the food ordinarily con- 
sumed in a day by the average individual. Difficulties of 
this kind led the Ministry to seek the advice of the Medical 
Research Council about vitamins and minerals in the diet, 
and respited in the adoption of a code of practice which 
exemplifies the twin principles that nutritional claims must 
be justified by the presence of a significant quantity of the 
substance and with regard to the amount likely to be 
consumed by the average person. 

The Food Standards Committee set up to advise the 
Minister has been responsible for the introduction of 
standards of composition for certain foods. The future 
programme of this committee is heavy, and many of the 
foods which in due course will come under review are 
meanwhile the subject of codes of practice. These codes, 
which are set out in detail in the report, represent agree- 
ment between the Ministry and informed trade opinion on 
the descriptions and standards appropriate for particular 
classes of food. They have not the force of law, but they 
are generally accepted by traders, and have done much to 
protect the consumer from being misled. 


. DISTINCTION AWARDS 

Consultants and specialists considered to be eligible for 
distinction awards are being asked by the Awards Com- 
mittee to fill in a form and give details of their qualifications 
and experience. In this form the candidate is invited to 
give details of degrees and other qualifications under the 
heading of “ university and/or medical school education, 
of academic distinctions such as prizes and scholarships, 
of clinical training and experience, of. present and past 
appointments, and of teaching experience. He is also asked 
to give details of research and publications and of war ser- 
vice. Space is also left on the form for " any other infor- 
mation and remarks.” .In referring last week to the sug- 
gestion of a points system of assessing distinction we did 
not mean to imply that the Awards Committee was attempt- 
ing to assess candidates without such detailed information 
as is now being sought. 


Dr. Geoffrey Marshall, O.B.E., F.R.C.P., will deliver the 
Harveian Oration before the Royal College of Physicians 
of London (Pall Mall East, S.W.) on Tuesday, October 18. 
at 3 p.m. His subject is “ Individuality in Medicine.” 
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ON BECOMING A GOOD DOCTOR 

BY 

SIR HUGH CAIRNS, K.B.E., F.R.CS. 

ITf print below a sUghtly shortened version of the inaugural 
address at King's College Hospital on September 30, 

Our medical world is in a state of rapid change. On the one 
hand we have the National Health Sers’ice, which is faced with 
the stupendous task of providing not only doctors and nurses 
but also sufficient hospital beds and good equipment to meet 
the needs of the nation’s sick. On the other hand we have the 
changes wTought by medical research and discoveries in the 
basic sciences, and these changes have become more numerous 
and more important in the fast 30 years than they used to 
be. Think only of the effect of the discovery of insulin and 
penicillin and of the modem treatment of anaemia. That is 
not all. for looming close ahead are substances which will be 
effective in treatment of the various types of rheumatism and 
c.ancer. You might suppose from this conjunction of changes, 
and from what has been said about social medicine and health 
centres, that the majority of the doctors of the future will spend 
their time in preventing disease, in keeping people well. I do 
not think that things will turn out that way. So far from 
reducing the hospital population these life-saving discoveries 
seem to increase the need for yet more hospital beds. Beds are 
required often for long periods to treat patients who would 
have died but for the new remedies. And more often than 
not these patients survive to get Ul again on some future 
occasion. Undoubtedly there is a big field to be developed in 
prevention of disease and ill-health, but the fact remains that 
for most .of us the main task of the future will be, as it has 
been in the past, the care of sick people. Our main objective 
is to become good doctors. 

A Good Doctor 

How does one become a good doctor ? ti^Tien one doctor 
saj-s of another, “He is a good doctor," there is a particular 
meaning. You will hear the e.cpression used not only about 
some general practitioners but also about some specialists. As 
I understand it a good doctor is one who is shrewd in diagnosis 
and wise in treatment ; but more than that, he is a person who 
never spares himself in the interests of his patients ; and in 
addition he is a man who studies the patient not only as a case 
but also as an individual. 

Diagnosis and treatment are of course the basis of our work 
with patients. We learn these subjects day in and day. out as 
we walk the hospitals, and we have to pass examinations in 
them. I do not propose to discuss them except to emphasize 
that after graduation none of us is infallible ; if we accept this 
fact and are prepared to go on learning, our mistakes will tend 
to become less frequent and less serious. • 

How does one learn to devote oneself unsparingly to one’s 
patients? You caimot get this from books or from formal 
clinical instruction. It is something which is passed on from 
one generation of doctors to the next, and the easiest way to 
acquire it is to work with a doctor who already has it in his 
blood. Lister, for example, was a good doctor: he used to 
visit his patients in King’s every day, including Sundays, and 
his eminence and his preoccupation with research did not pre- 
vent him from showing great understanding and consideration 
of their feelings. 

Your patients need from you more than diagnostic and 
therapeutic efficiency. They do not come to you to be cured ; 
they come to be relieved of their pains and other sjTnptoms 
and to be comforted. Given the choice, they would usually 
prefer a kind doctor to an efficient one. Never forget that the 
patient and his relations are usually frightened and anxious — 
upset in their normal life to such an extent that they are pre- 
pared to caU you into their lives and to tell you the most 
intimate facts about themselves, though you may be unknown 
to them except as a member of an honourable profession. In 
their anxiety, especially w’hen things are not going well for 


them, they may on rare occasions be rude to you and offend 
your dignity. This may be hard to bear, especially in the 
early days of one’s medical life before one has lost one’s self- 
consciousness at the bedside and has become wholly familiar 
with clinical technique. Under such trials you must humble 
yourself and continue to treat your patient with consideration 
and kindness, never forgetting for one moment that he is an 
anxious and overwrought individual, and that in seeking your 
advice he has paid you the compliment of admitting you to 
his life and confidence. 

A Sense of Urgency 

Emergencies teach you how to devote yourself unsparingly' 
' to yohr patients and give that sense of urgency which all good 
doctors have. To have a share in saving the life of a patient 
who is dying from haemorrhage, peritonitis, respiratory obstruc- 
tion, or meningitis is an essential part of the doctor’s education. 
You learn then to observe quickly, to pick out the essential 
points of the illness, to apply first principles of therapy promptly, 
and to think clearly even when you are wracked with anxiety 
about the patient’s welfare and your own responsibility for it. 
This anxiety which an emergency arouses in you is an inevit- 
able and normal reaction — enough to numb all thought but 
for your training. Don’t run away from it, or seek to hide it 
beneath swagger and pomposity. Instead, familiarize yourself 
with it by staying with the patient at. his bedside, by helping 
to nurse him, and by making accurate record of the events as 
they occur. Student nurses seem to assume their responsibili- 
ties in such cases more easily than do medical students ; it is 
the difference between the practical and the theoretical approach 
to the problem of saving human life. 

The good doctor, whether general practitioner or specialist, 
is also a man who studies the patient’s personality as well as 
his disease. In the past this was done by the fight of nature: 
the good doctor started by being interested in his patients as 
individuals, and eventually his experience taught him to size 
up quickly most types of mankind and to know the reaction 
of each type to disease. This was instinctive unformulated 
knowledge. But now the position has changed, thanks largely 
to the medical work during the recent war, when we were 
fighting for our lives and it was realized that the adjustment 
of each individual to the conditions of war, and his capacity 
to work and fight, depended as much upon his personality as 
on his physique. 

The manifestations of an illness are much coloured by the 
personality of the patient ^\'hat you are studying at the bed- 
side is not disease but disease in a patient. Wfiien you are 
asked to stitch up a cut finger it may not seem to matter very 
much what ty'pe of personality the patient has ; though it is 
rather fun to try to find out without taking too much time 
about it. But if the patient has broken his leg, or has to 
undergo any prolonged illness, his subsequent successful return 
to his work, and his happiness at home, will largely depend 
on what type of man he is and the particular measures which 
are taken to deal with his reactions to illness. Of the people 
who are suddenly removed from their normal life by breaking 
a leg, some may be perfectly philosophical and sensible, with 
assured jobs to which they promptly return when the leg is 
mended; but others may be so constituted or circumstanced 
that they' are consumed by genuine or imagined worries which 
will produce strange symptoms, symptoms which are not in 
the textbooks. And if not treated these symptoms will inter- 
fere with the patient’s return to normal life. 

'The study of personality of patients is not a matter for the 
psychiatrists: it can be formulated on systematic common- 
sense fines, and it is something which all doctors can do them- 
selves. And it can be learned by the medical student. WTiat 
it amounts to in essence is that in addition to studying the 
patient’s disease \'ou find out about his life and work and 
family background. If you are prepared to give the time to 
listening to what he has to tell you of himself you will be 
richly rewarded not only by rapidly acquiring a knowledge of 
human nature but also by increasing your effectiveness in 
treatment. And the patient will have much more confidence 
in you than if you merely regard him as a case. 
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Science and Research 

So far I have talked about the art of medicine, and now I 
must say something about the science and its relations with the 
other sciences. It must already be clear to you that progress 
in clinical medicine is largely dependent on advances in the 
basic and biological sciences. In my student days when we 
passed our examinations in physics and chemistry, and even 
in the pre-clinical subjects, we often said to ourselves: “Thank 
goodness that’s over and done with.” This was a short-sighted 
policy, and with each new application of science'to medicine — 
such subjects as electronics, modern statistical methods, radio- 
-active isotopes, and the application of plastics in surgery and 
dentistry — I find myself regretting my lack of basic scientific- 
knowledge. 

No one can hope to keep up with more than a fraction of 
the work which is going on, but, such is the pace and power of 
scientific progress, it is essential for your competence and your 
intellectual comfort as doctors that you should 'maintain a 
general interest in scientific matters. This sounds a tall order, 
but it is surprising how much you can glean from the popular 
scientific journals and from talking to your scientific friends. 
Never forget that there is so very much in medical science 
which is still unknown. Beyond the established knowledge 
that is set out in your textbooks there are many things which 
will be discovered in your lifetime, often with profound influence 
on your medical practice. 

What part can the clinician himself play in research? There 
is scarcely a disease in which a thorough and sustained clinical 
investigation will not add new facts, and occasionally dis- 
coveries of outstanding importance can be made by clinicians 
who keep good records and are alert to observe the unusual. 
A recent example is the discovery by Gregg, an Australian 
ophthalmologist, that German measles in the early months of 
pregnancy may seriously damage the organs of sight or hearing 
of the foetus. The application of scientific discoveries in the 
clinical field — for example, the application of new remedies — 
also requires careful clinical research ; and the whole clinical 
field is full of problems which can be worked out by a com- 
bined attack in the wards and laboratories. 

Lister’s Inaugural Address 

One must be prepared to approach one’s clinical problems 
on the broadest possible basis. In the last 50 years, with the 
growth of specialization there has been a dangerous narro\ying 
of medical activities. I can best illustrate this trend by remind- 
ing you that when Lister was appointed as professor of surgery 
to this hospital his inaugural lecture was mainly on the fermen- 
tation of milk. What would people think to-day if a professor 
of surgery gave a lecture about milk? They would say that 
he was neglecting surgery and encroaching on the field of the 
bacteriologist or hygienist. But to Lister it was a perfectly 
natural thing to do. Bacteriology was a young subject to which 
surgeons as well as others were making important contribu- 
tions. Lister owed his discoyery of antiseptics to two things: 
first to his thorough and persistent study, at the bedside and 
in tL laboratory, of the healing of wounds ; and, secondly, to 
his broad approach to tlje problem. When his colleague 
Thomas Anderson, the professor of chemistry at Glasgow, said 
to him one day: “ By the ,way, have you read the papers of a 
French chemist Pasteur on fermentation ? ” Lister read these 
papers, and with his prepared mind at once realized that- it 
might be the living germs described by Pasteur and not the 
oxygen of the air which caused wounds to putrefy. And so 
began his use of carbolic acid. In the lecture on milk Lister 
was proving again for the sceptics that there was no such thing 
as spontaneous generation and that the bacteria in the wound 
came in from the air. This principle was essential for his 
antiseptic system. Also in this work with the BacterUim laetts 
Lister developed a successful technique for obtaining a pure 
culture of a bacterium; this was the first time it had been 
done. Thus Lister approached his problem not only as a 
practising surgeon but also as a pathologist, as a bacteriologist, 
and as an experimenter ; and, as 1 have advised you to do, he 
cultivated his scientific friends. The chemist Thomas Anderson, 


I have been told, not only drew Lister’s attention to Pasteur’s 
papers but also told him about carbolic acid as a possible 
disinfectant. 

One Investigation 

You may be thinking that I have been holding out to you 
ideals which are impossible of attainment. I have been urging 
you to become good doctor's, to keep up with scientific pro- 
gress, and to undertake research. How can one man do all 
these things? The answer is that no one can excel in all fields. 
You will evolve in different ways. Most of you should become 
good doctors, some will take readily to research, while others, 
and they will include many good doctors, will have no aptitude 
for it. But I do think that nearly every young doctor should 
try his hand at one investigation — should try to carry know- 
ledge of .some disease or symptom or function, or the effect 
of some form of treatment, a stage further than it has been 
carried before. Otherwise he will not find out what he is 
good for, nor will he appreciate the difficulties and labours 
involved in discovering new things. 

I have not said anything about material objectives — careers, 
salaries, and so on. In medicine direct pursuit of these not 
unimportant aspects of life is apt to prove disappointing, and 
the greatest personal success is usually incidental to a life spent 
in service to patients or in research. That is one of the dignities 
of our profession. We are still, I am thankful to say, a guild, 
and in the course of your careers you will receive much help 
from your seniors which, you cannot hope to repay, except by 
passing it -on to the next' generation. It remains' for me only 
to wish you all a fruitful and happy life, and to express the 
hope that you will successfully maintain the fame and tradition 
of this great hospital. 


CO-ORDINATION OF TUBERCULOSIS 
SCHEMES 

ADDRESS BY SIR ANDREW DAVIDSON* 

Sir Andrew Davidson began by saying that notwithstanding 
the 'limitations of health statistics, , there was eno.ugh- evidence 
to support the view that Scotland’s health was beiiig well main- 
tained and, in many directions, further improved. Such a 
sensitive index of social health, for example, as infantile mor- 
tality was in 1948 the lowest ever recorded ; and that record 
should be broken by the current year’s figure. Yet while the 
prevailing trends gave reason for optimism there was no room 
for complacency, and there were many problems stilt to be 
solved. The most immediate one was the control of tubercu- 
losis, which remained the black spot on Scotland’s health record. 

During the last war the death rate from tuberculosis rose 
quite steeply in Scotland ; but, while in most countries the rate 
began to decline soon after the war was over, in Scotland it 
remained high, especially in the West Central area of the 
country and to a less extent in the Lothians and East Central 
area. The reason — or more likely the combination of reasons 
— had not been elucidated. In regard to respiratory tubercu- 
losis. the overall Scottish position could be expressed in round 
numbers: there were about 30,000 names on the tuberculosis 
registers ; 8,000 new notifications during the year 1948, when 
there were 3,400 deaths ; some 2,500 patients awaiting admis- 
sion to hospital ; and nearly 5,500 beds available for treatment 
and isolation, of which nearly 600 were empty and unstafled. 
This was the background against which schemes for controlling 
tuberculosis should be considered. 

Development of Tuberculosis Services 

Measures to control the disease did not really begin until 
Sir Robert Philip in 1887 established in Edinburgh the first 
tuberculosis dispensary in the world. Other dispensaries 
followed, and in 1912 pulmonary tuberculosis w as made 

•This address by the Chief Medical Officer of the Deparimcni of 
Hcatlh for Scotland was given at a refresher course on tuberculosis 
under the auspices of the National Association for the Prevention 
of Tuberculosis in Edinburgh on September 20. 
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notifiable in Scotland, In 1914 all forms of tuberculosis 
were made notifiable, and thereafter the full local authority 
anti-tuberculosis seta-ice gradually developed. The anti- 
tuberculosis service before 1948 was operated by each major 
local authority, the scheme being under the administrative 
charge of the medical officer of health. As time passed, the 
actual clinical work in the hospitals, and in many cases in the 
clinics, tended under the larger authorities to be carried out 
by men with special experience who might well be regarded 
as of consultant or specialist status. In less populous areas, 
however, the medical officer of health might have only a few 
beds at his disposal. The clinical work was carried out by 
himself or by an assistant, and the health visitors were too few 
for any of them to specialize in tuberculosis work. There 
was in fact every possible gradation between a highly 
specialized service in some of the large cities and counties and 
an extemporized patchwork service in some of the smaller 
authorities. 

In the early days it was assumed, rightly or wTongly, that 
diagnosis and treatment, which constituted the clinical part of 
the work, were incidental and were possibly not quite as impor- 
tant as were the more preventive functions. Diagnosis, how- 
ever. improved when the x-ray apparatus became more generally 
available, and special measures of treatment gradually developed 
also. Hence, as the years passed, the task of diagnosis tended 
to grow in importance ; and treatment tended also to enlarge 
in scope. 

The value of the services was best shown by the steady drop 
in the mortality of respiratory and non-respiratory tuberculosis. 
For instance, in the years 1931 to 1939 the death rate from 
respiratory tuberculosis fell by 12% and the death rate for non- 
respiratory tuberculosis by 35%. Not all of these decreases 
can, of course, be attributed to the anti-tuberculosis service. 
Improved housing, improvement of milk supplies, and the 
general process of social amelioration all played their part. 

The purpose of the National Health Service Act in dealing 
with tuberculosis was not to condemn the former anti- 
tuberculosis service as inefficient, but rather to take the ser- 
vice which had showed all shades of efficiency and which had 
on the whole done good work and to try to improve it and 
strengthen it still further. The National Health Service Act 
unified the hospital service, and the special hospitals which 
dealt with tuberculosis and infectious diseases were swept into 
the general pool. In Scotland hospitals of all types — teaching 
and non-teaching alike — came within the administrative purview 
of the five regional hospital boards. 

The environmental and preventive side of the subject was 
dealt with in Section 27 of the Scottish Act. The control of 
tuberculosis as opposed to the treatment of it remained primarily 
the work of the local authority. The local authority was enabled 
to make arrangements for the prevention of illness, for the care 
of persons suffering from illness, and for the aftercare of such 
persons, and these arrangements were subject to approval by 
the Secretary of State. The Secretary of State had directed that 
arrangements should be made by every local health authority 
(i.e., by the counties and by the large burghs) for the purpose 
of preventing tuberculosis -and for the care and aftercare of 
persons suffering from that disease. The duties which were 
formerly discharged by the local authority and their medical 
officers of health were therefore squarely laid once more upon 
the same shoulders, with the exception that clinical care and 
hospital treatment had now been transferred to the regional 
hospital boards. Some of the methods by which the local 
authorities could discharge their obligations were as follows; 

(a) The provision of adequate housing for tuberculous families, of 
garden shelters where appropriate, of night sanatoria as a means of 
preventing the dissemination of the disease, and the boarding out 
of children who were firing in contact with cases. 

(b) Provision of adrice regarding segregation in the home. Pro- 
vision of fadlities to assist in such segregation, e.g., beds and bedding. 
Provision of nursing requisites, clothing, and extra nourishment. 

(c) Provision either in co-operation with the Ministry of Labour or 
by the local authority themselves of suitable workshops for employ- 
ment of the tuberculous. 

(d) Prorision of health visitors for services in the home and in the 
tu^rculosis clinic. 


The primary responsibility for the patient at home, and 
particularly for early diagnosis, must rest with the general 
practitioner. But the general practitioner was not working 
in isolation : he had all the resources of the local authority 
to support him, and to assist with diagnosis and treatment the 
regional hospital boards had been charged with the duty of 
providing domiciliary consultations. Regional hospital boards 
had the responsibility for providing dispensary and hospital 
services incorporating up-to-date methods of diagnosis and 
facilities for modem treatment. Obviously the treatment side 
under the regional hospital board required a double integra- 
tion. It must be closely integrated with the general medical 
services of the area, and, perhaps even more important, with 
the epidemiological, social, and environmental aspects of the 
work. Therefore, regional hospital boards had been advised 
that dual appointments might be of permanent advantage in 
certain circumstances ; that the tuberculosis officer, or chest 
consultant, as he was now termed, who took charge of treat- 
ment might also act under the medical officer of health in 
connexion with the preventive work. Whether such dual 
appointments were made or not, regional hospital boards must 
have regard to the continuing responsibility of the local authori- 
ties for epidemiological measures in their area. 

Intention of the New Legislation 

In the recent legislation. Sir Andrew Davidson continued, it 
was thought necessary to unify the hospital services under a 
single control in order that these services could operate generally 
with the maximum efficiency. The best possible use should be 
made of all hospital accommodation irrespective of the func- 
tions for which it was originally provided, and irrespective of 
the circumstances of a patient’s residence. Also it was thought 
desirable to form a clinical tuberculosis service in which avenues 
of promotion would be open to those working in peripheral 
areas and to bring to an end many of the so-called blind-alley 
clinical occupations. Except in some of the larger authorities 
the tuberculosis officer of the past either tended to occupy one 
of these blind-alley positions or else accepted his post in 
tuberculosis merely as a step on the ladder towards an admini- 
strative post. Such a situation was not beneficial either to the 
tuberculosis service dr for that matter to the public health 
service as a whole. 

But no reform came without creating its own difficulues. The 
major difficulty which faced the tuberculosis service at the 
present time was ensuring full and adequate co-operation 
between the health officers and the hospital service. A balance 
still had to be kept between treatment in hospital and isolation 
of infection. The hospital service was to discharge both these 
functions. In the main the anti-tuberculosis service functioned 
at present much as it did in the past, although now the tubercu- 
losis officer was the servant of the regional hospital board. In 
some cases he had charge of beds which he did not have before, 
but in all cases he must assist in carrying out the stamtory 
preventive duties laid upon the local authorities. The net result 
should be that the tuberculosis officer had enhanced status. He 
had more fully at his disposal the resources of the hospital 
service for diagnosis and treatment, and he still remained the 
head of the tuberculosis service (under the administrative con- 
trol of the M.O.H.) with the same resources as before of a 
clinic, clerical assistants, and health visitors. 

The medical officer of health was in a position to frame new 
developments for his area and to ensure their application ; his 
duties would include ascertainment. Notifications came to him, 
and with the tuberculosis officer he could study these notifica- 
tions from the epidemiological point of view. He could ensure 
through his health visitor staff that the patient was suitably 
directed into the scheme for treatment. He could supply 
domiciliary aid in the way of nursing care and domestic 
assistance. He could give priority to the rehousing of suit- 
able families. He could insist that his policy on examination 
of contacts and their further management was observed. He 
could enlist the seivice of mass radiography and ensure that it 
was directed advantageously towards the control of the disease. 
He could initiate surveys — for example, tuberculin surveys of 
groups of his population — adopt preventive measures, and in 
the near future might be able to srart work with B.C.G. 
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It would be a mistake to attribute all the difficulties and 
frustration which existed at the present moment to the Health 
Service Act..- Scarcity of hospital staff and beds, for example, 
were not unknown before 1948, and were probably the principal 
source of anxiety to all workers in the field of .tuberculosis. If 
the old system had remained there was no reason to imagine 
that more hospital staff or more hospital beds would have been 
available. Indeed the situation in respect of hospital beds had 
been improved already by the new Act, and if there were no 
difficulty in staffing these beds a considerable addition could be 
made already to the number of beds available for tuberculosis. 
Many df the complaints about the working of the scheme would 
disappear if an adequate number of staffed hospital beds became 
available. 

For achieving results in the field of tuberculosis co- 
operation was the definitive word and implied genuine 
co-operation between clinician and health officer, between 
hospital service and local authority, between hospital service 
and general practitioner, and between local authority and 
general practitioner. It meant an active partnership where 
each member of the team saw not only his own facet but 
something of the whole picture. Some might be tempted to 
have a certain cynical regard for the word “ co-operation ” ; 
but the administrative structure had been laid down and must 
be assumed to have some permanence', and the various services, 
hospitals, local authorities, and general practitioners must work 
together. In all this, the health officer and the health visitor 
had a major part to play. 


LOCAL HEALTH AUTHORITIES AND 
TUBERCULOSIS 

PREVENTION AND CONTROL 

A joint meeting of the Society of Medical Officers of Health 
and of the National Association for the Prevention of Tubercu- 
losis held in the Great Hall of B.M.A. House on September 15 
was attended by some 130 delegates. 

Professor R. H. Parry, president of fthe society, was in the 
chair and was supported by Sir Robert Young. He said this 
joint meeting gave them an opportunity to exchange views on 
the arrangements made by local health authorities for preven- 
tion, care, and aftercare under Section 28 of the National 
Health Service Act, 1946. He said that they were now just 
beginning to find their feet, and it was an appropriate time for 
reviewing the position in regard to the biggest public health 
problem of the day. 

Sir Allen Daley said that real prevention of tuberculosis 
was founded on conditions of life — housing, general nutrition, 
and hygiene. Some years ago he had conducted an investiga- 
tion to see whether there was an inverse relation between the 
decline in tuberculosis and the rate of expenditure on hospital 
and medical services. No such relation had been discovered. 
He thought it important therefore that the public health service 
should concentrate on the basic conditions which affected the 
disease and keep a close watch especially on the general nutri- 
tional state of the people. The second aim of prevention was 
the isolation and removal of the patient. He did not think that 
the legal power under the National Assistance Act, 1948, for 
compulsory removal to an institution was of much practical 
value in cases of tuberculosis. The chronic ambulant infectious 
case who was homeless presented a problem. Local health 
authorities should consider the provision of special hostels, 
although these would be difficult places to manage and control. 
Alternatively, people living in houses with surplus accommoda- 
tion might be persuaded to give rooms to such ambulant cases. 
Children in contact with open tuberculosis should be boarded 
out on the G rancher system. Some 600 London children were 
being eared for, on this ground, mainly in residential nurseries 
and schools. 

Sir Allen considered that mass radiography was best placed 
under the control of regional hospital boards provided that the 
local health authority advised on its best use. He believed 
that there should be arrangements for the x-ray examina- 


tion of all persons in regular contact with groups of children ; 
there were 30,000 such people in London. Another essential 
in prevention was good health-visiting in association with the 
chest physician. 

Dr. G. 'W. H. Townsend (Buckinghamshire) discussed prob- 
lems peculiar to counties and rural areas. In his experience the 
district councils had made little use of their powers under the 
Tuberculosis Regulations. 'Would the local health authorities 
do any better now that they had lost their functions in regard 
to treatment and retained only those of Section 28 ? He 
thought that welfare work confined to tuberculosis was time- 
consuming and -should be combined with that for other condi- 
tions. Good co-operation between health visitors and welfare 
workers was essential. The tuberculosis service might also take 
a leaf from the maternity and child welfare book. Mothen at 
welfare centres waiting to see the doctor were learning all the 
time by lecture, film, or leaflet. At the tuberculosis dispensary 
waiting was just waiting, and here there was an opportunity for 
health education on welfare centre lines. 

Dr. Stuart Lajdlaw (Glasgow) said that more evidence was 
wanted on the relation of overcrowding and tuberculosis. In 
Glasgow they had found that the contact rate was twice as bad 
in 2-3-room houses as in 3-4-room houses. He disagreed with 
the attachment, of the chest physician to the regional hospital 
board. The effect had been concentration on the curative and 
clinical aspects, and interest in the doniiciliary side had waned. 
There was in Glasgow a waiting-list for sanatorium beds of 
16,000, but no" chance of admission unless the case was of special 
clinical interest. ' The M.O.H. had no power to enforce admis- 
sion, so a day-to-day battle was in progress to get cases away 
from dangerous home conditions. Referring to Sir Allen 
Daley’s point about hostel accommodation for ambulant cases, 
Dr. Laidlaw described how an empty ward in a tuberculosis 
hospital had been reopened as . a hostel for 60 discharged, 
patients who shared the catering and domestic work, 

Dr. W. Alcock (Burton-on-Trent) speculated whether the 
decline in tuberculosis mortality was due to environmental 
improvements of the past 75 years or to a variation in virulence 
such as one saw in other infectious diseases. It was an inevit- 
able conclusion that environmental and social betterment was 
fully responsible in. this instance. He thought, however, that 
the factors of resistance, susceptibility, and acquirement of 
immunity still required 'much investigation, but suggested ffiat 
when employment was high, housing good, and leisure time 
wisely spent tuberculosis would further decline. 

Dr. K. Neville Irvine (Henley-on-Thames) said he wonld 
confine his remarks to three questions. (1) Should B.C.G. 
be given to selected cases or en masse ? The Ministry of 
Health had decided on selection. 

(2) Why was segregation required for six weeks before and 
after .vaccination '? It was wise to observe this rule in the 
interests of the prestige of this new procedure. If pre-segregation 
was impossible, they could vaccinate in the pre-allergic state. 
Likewise, if the Mantoux test six weeks after vaccination was 
not positive, there should be another test at 10 weeks before 
re-vaccination ; some people were slower than others in con- 
version. When re-vaccinating after 10 weeks he advised a 
double dose. Failure to segregate after the first vaccination did 
no harm, but some cases might contract the disease before 
immunity was established, thus damaging the reputation of this 
form of protection. 

(3) Was intracutaneous injection preferable to multiple punc- 
ture ? This had been settled by the Ministry’s decision to use 
the Copenhagen serum, which was specially prepared for inira- 
cutaneous injection. The dose should be doubled for newborn 
infants. Patients should be warned about the papule which 
might appear after two or three weeks and sometimes broke 
down to an oozing ulcer. JJltra-violet light cleared up such 
persistent ulcers with dramatic speed. Speaking of the groups 
to be selected. Dr. Irvine suggested that Mantoux-negative 
diabetics should be included as should Mantoux-negative 
cases in tuberculous families, especially those in contact with 
streptomycin-resistant cases. 

There followed a general discussion in which a number of 
speakers took part. 
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CONFEREISCE ON INFERTILITY 

FAMILY PLANNING ASSCQATION 
The Sixth Annual Conference on Infertility was held in the 
Usher Inslilule, Edinburgh, on September 17 and IS, under the 
auspices of the Family Planning Association. 

Mr. W. Selby Tullocti (Edinburgh) opened the first session 
with a paper on testicular biopsy in the infertile male. He 
described the technique that he found successful as an out- 
p.itient procedure ; it was performed under local analgesia, 
10% procaine being injected into the spermatic cord and into 
the scrotum at the site of incision. Suture of the tunica albu- 
ginea prevented hacmatoma formation. In none of his cases 
did the operation involve absence from work, nor did the patient 
complain of pain. He showed a series of photomicrographs 
illustrating the various biopsy findings in subfertile males. In 
the discu.ssion that followed attention was drawn to the real 
danger of testicular damage resulting from the x-ray treat- 
ment of spondylitis ankylopoietica and to the characteristic 
absence of evidence of inflarhmation in biopsies from testes 
which had been the site of mumps orchitis. 

Dr. Arthur Walton (Cambridge) spoke next on patterns of 
male sex behaviour. Characteristic behaviour was not sex- 
specific, since it was exhibited by the prepuberal male, might 
persist after castration, and in some species at least was nor- 
mally exhibited by sexually excited females at all stages of the 
sexual cycle. The pattern was innate and showed the pheno- 
menon of “ drive," which increased in the absence of a normal 
outlet so that a substitute outlet might be found. Experimental 
work on rabbits had shown that the threshold of response and 
degree of completion of the pattern could be expressed as the 
product of two factors— the sex drive of the male and the 
excitatory value of the sexual object. That the motor pattern 
and accompanying reflexes could become highly conditioned to 
external stimuli was illustrated by a study of the behaviour of 
bulls during semen collection for artificial insemination ; facili- 
tation and inhibition were often observed. The applicability of 
these studies to human infertility problems was developed m the 
discussion. The importance of lack of sex drive as an infer- 
tility factor was demonstrated, among other things, by the 
finding of an intact hymen in 5% of " infertile " wives. 

Dr. A. G. OETTLt (South Africa) read a paper, in conjunction 
with Dr. G. Van DrimmelES, in which he developed a theory 
of sperm quality based upon the known facts concerning the 
development and subsequent loss of the charactenstics of 
motility abilitv to fertilize, and ability to ensure completion of 
erobrf’onic dev'elopment. There were many gaps m our know- 
ledi’c, and it was hoped that a consideration of the subject in 
this*’ way might help to show where further work was needed to 
fill in some of these gaps. A lively discussion ensued, ranging 
over many aspects of reproductive physiology. 


Ovulation 

Dr. G. f. M. SivvER (London) described a method of treatment 
of anovulatory failure by the cyclic oral administration of stiib- 
oestrol and ethisterone. He reviewed the results of this treat- 
ment in 40 women in the reproductive -years, consisting of 1 
case in which the presenting symptoms were prolonged and 
excessive irregular uterine bleeding, 13 in which the periods 
were scanty and infrequent, or, if regular, found to be ano-vular. 
and 13 cases of secondary amenorrhoea of one year s duration 
or more. In the first group evidence for the re-«tablishment of 
ovulation was available in eight cases, and there were three 
pregnancies. In the second group the same number of successes 
occurred, but in the third group no successful results at all 
could be claimed. The discussion of this report centred aropnd 
the problems ihi'olved in the establishment of the condihqn of 
anovulatory failure before treatment and the ehnunation of 
spontaneous cure-in other words, the difficulty of asmbing 
the results after treatment as being indubitably due to treataenL 

Mr. Albert Srarman (Glasgow) read a paper on me re- 
establishment of ovulation post partum and after abortion. This 
was a preliminary communication of a wader investigation as 
yet incomplete. There hid been five previous investigations on 


the re-establishment of ovulation, but all of small series of cases, 
and there were considerable discrepancies in the resufts. His 
own series consisted so far of 628 endometrial biopsies in 283 
women post partum and 125 biopsies in 36 women following 
abortion. Seventeen patients had had more than 10 endometrial 
biopsies performed during the nine months following delivery. 
One patient had had 24 weekly biopsies. Mr. Sharman based 
on this material a fuli account of the re-estabh'shment of ovula- 
tory cycles and their relation to lactation. 

Pelvic Endometriosis 

Mr. G. Douglas hUTTHEW (Edinburgh) discussed pelvic endo- 
metriosis in relation to sterility and showed that fibroids, metro- 
pathia baemorrhagica, fixed retroversion, and other conditions 
frequently coexisted. He considered The possible aetiological 
significance of social and economic conditions, and of pro- 
longed oestrogenic stimulation without the respite of pregnancy. 
Diagnosis could be most difficult, especially since the severity 
of symptoms need bear no relationship to the extent of the 
disease ; laparotomy, therefore, was the only certain diagnostic 
procedure and was recommended in all doubtful cases. Con- 
servative surgery was the treatment of choice ; if this was 
rewarded by pregnanej' and recurrence followed, more radical 
measures could be adopted subsequently. In the discussion 
mention was made of the value of hysterosalpingography in 
the differential diagnosis of endometriosis from the late results 
of pelvic sepsis, and of the possible value of testosterone as a 
therapeutic test as well as in preoperative treatment. 

Mr. S. Bender (Liverpool) drew attention to the existence of 
peritoneal pockets as a cause of sterility. Usually they resulted 
from pelvic peritonitis, which might or might not have caused 
tubal damage. Although tubal patency was almost always care- 
fully investigated in cases of sterility, attention was seldom paid 
to the c.xistence of a clear pathway between the ovary and the 
abdominal ostium. Obstruction of this pathway, or pelvic 
block, could be due to the presence of a pelvic pocket in relation 
to the abdominal ostium — easily demonstrated by salpingo- 
graphy— but it could also be due to the ovary being pockete'd 
away from the general peritoneal cavity. 

Disappointed by the results of other forms of treatment, 
Mr. Linton Snaith fNewcaslle-upon-Tyne) said that he had been 
using oestrogens in the treatment of threatened and habitual abor- 
tion for (he’last two years. In threatened abortion, provided it 
was not inevitable, an initial intramuscular injection of oestra- 
diol benzoate, 10 mg., was followed by oral oestrogen therapy. 
In habitual abortion oestrogens were given orally, ^startmg a 
few days after the first missed period. There were 31 patienu 
in this group, and in half of them stflboestrol alone had been 
used. So far the results were regarded as successful in 2S of 
these patients, other methods of treatment basing prenously 
failed in many of them. There was a surprisingly high inci- 
dence of toxaemia of pregnancy in these cases. Mr. 
reviewed the possible mechanisms whereby oestrogens could be 
of benefit, and concluded that there was no evidence that they 
did harm in pregnancy, while they might be*6enefidal, especialli 
where “ blighted embryo ” in the early months of pregnancy was 
the cause of repeated abortion. 

A full discussion followed^ and the difficulties of assessing 
the results of treatment in habitual abortion, as well as its 
definition, were stressed. Despite their variations in treatment, 
nearly all who contributed to the ffiscussion secured approxi- 
mately 80% success. The random distribution of abortion 
sequences, as in the classical description of Malpas, had to be 
considered, and it seemed that only extensive controlled senes 
could be. expected to show the undisputed value of any thera- 
peutic regime. 

Fructose and Flbrinolysin 

Miss URStitA Parsons (Cambridge) described the work she 
and Dr. T. M^^nn had done on the effects of testicular hormones 
on the formation of seminal fructose. Omriderabls variations 
in the seminal fructose concentration, both m the »me and in 
different indiriduals, were found in man and in rabbits, 'bs 
latter however, it was shown that castration was followed by a 
fall almost to zero in the seminal fructose, while the admims- 
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tration of testosterone, both by implantation and by injection, 
was followed by the .rapid return of the fructose to normal 
levels, from which it fell again on removal of the implant, 
Stilboestrol implants in intact rabbits also depressed the seminal 
fructose. Dr. Mann described how the fructose content of 
the castrated rat’s prostate and seminal vesicles could be used 
as a sensitive indicator of androgenic activity — ^far more sensi- 
tive than the weight change — and it was suggested that this 
would provide a simple and satisfactory method for androgen 
assay. As h'ttle as 0.05 mg, testosterone could be detected by 
this means. 

Mrs. Clare Harvey (Exeter) described a relatively simple, 
method for estimating the rate of liquefaction of blood fibrin 
by seminal fluid. It was found that &e time of liquefaction of 
a constant quality of fibrin was related to the fibrinolysin acti- 
vity in a manner expressed by log C==a log T-{-K where a a.nd 
K are constants, C is the fibrinolysin activity measured in 
arbitrary units, and T lime. A regression equation calculated 
for 99 points from 30 specimens of semen gave a very good fit 
for a further 110 points from 45 other specimens. The distribu- 
tion of enzyme activity was found to be asymmetrical, most 
specimens having a total activity below 50 units. No correla- 
tion was found between enzyme activity, sperm motility, serninal 
volume, time of continence, and fructose content. The residual 
viscosity of semen was not closely related to enzyme activity, 
but it seemed probable that the citric acid, thrombin, and 
fibrinogen content might be at least as important as fibrinolysin 
activity in determining the final consistency of the seminal 

plasma. ^ ^ ' 

At the close of the meeting the future of these , conferences 
was discussed, and their continuation was thought to be desir- 
able. It was also suggested that the time might be ripe for the 
formation of a society for the study of problems in compara- 
tive fertility, both from the animal and the clinical si^. It 
was therefore decided to form a committee, of which Dr. A. 
Walton and Dr. G. I, M. Swyer were elected joint secretaries, 
the functions of which should be, in the first place, to arrange 
for a conference next year and, in the second, to consider and 
present before the conference plans for the formation of such a 
society. 


THE PROBLEM OF RHEUMATISM 

TWO-DAY CONFERENCE IN LONDON 

The British Rheumatic Association, which was formed m 1947 
to direct public attention to the needs of the rheumatic patient, 
to promote medical and social interest, and to stimulate re- 
search, arranged a two-day conference at Chelsea Town Ha 
on September 28 and 29. In connexion with the conterence.an 
exhibition was held at (he adjoining Chenil Galknes, where 
some 15 firms had stands displaying preparations for the relict 
of rheumatic disorders, electro-medical apparatus, invaiiu 
furniture and transport, and devices for occupational therapy. 
There were also displays illustrating spa trwtment, home an 
aftercare visiting, and industrial rehabilitation. _ 

Lord Horder, one of the vice-presidents of the association, 
who was in the chair at the opening of the conference, said tna 
the B.R.A. was helping to make known the magnitude ana 
economic importance of the problem of chronic 
Its liaison with the Empire Rheumatism Council, founded o 
years ago, was close and cordial. 

Cortisone 

Dr. W. S. C. CoPEMAN said that from the epoch-making 
announcement by Hench, Kendall, and others of the h ayo 
Clinic early this year it seemed evident that an abnormaii y 
of one of the constituents of the cortex of the adrenal gian 
was chiefiy concerned in rheumatoid arthritis. Hench, 
ing on the old observation that cascs_ of rheumatoid arthntis 
got well during pregnancy, and on his own observation ha 
this beneficial change occurred also in the course of certain 
types of jaundice, arrived at the conclusion^ that the conmion 
factor was the adrenal corte.x. In 1947, trying out one 
cortical steroids which Kendall had isolated compound E 


Hench found that with large doses the whole disease process 
and activity, even in the most severe cases, could be reversed 
within a few days, though the condition relapsed as soon as 
the administration ceased. 

Compound E was an extremely difficult substance to prep.are, 
even in small quantities, and it had so far been impossible to 
synthesize it chemically. It was prepared at present by partial 
synthesis from ox bile, but sufficient quantities for adequate 
clinical trials .would never he made available by that means. 
It had also* been found that if adrenocorticotropic hormone, 
whose chief function was to stimulate the adrenal cortex, was 
injected a similar beneficial effect was produced, showing that 
patients could produce an adequate supply for themselves if 
forced to do so, but the nature of the lesion which prevented this 
in ordinary circumstances still remained unknown. This extract 
was almost as rare as compound E itself ; there was a little of 
it in Europe, he believed, but much of it, so far as he could 
make out, was inactive. 

The problem now to be solved was to produce compound E 
or any similar substance on a sufficiently large scale to make 
adequate clinical trials possible. At present only enough was 
available in the world to treat about 50 persons for a period of 
a few weeks. The discovery was likely to rank with insulin, 
and possibly with penicillin, feut clinical use was still in the 
early experimental stage, and it should not be thought of as a 
practical treatment. The clinical results were manifest; stiffness, 
anaemia, and. joint lesions, cleared up ; nodules disappeared ; 
weight increased, in some cases so grossly that the patient had 
to be put on a reducing diet, and the blood picture returned to 
normal, though not immediately — “ travelling,” as Hench said, 
“ on the same line, but not in the same train.” A warning was 
necessary against false descriptions of compound E. . Vita- 
min E with something else added had been presented by some 
vendors in America as “compound E,” and therefore it was 
desired that the substance should not be given that description 
but should be referred to as “ cortisone." 

Dr. Oswald Savage, who, like Dr. Copeman, had recently 
seen this work in America, said that here again the-TCScatch 
chemists had come splendidly to the aid of medicine, as they had 
done in the work on the sulphonamides and penicillin, and in 
work also on preparations such as stilboestrol. Those interested 
in the problem in this country would be greatly encouraged if 
they could see the excitement which this discovery had aroused 
in America. This was no mere flash in the pan. _ It was the 
result of years of patient research on the physiological side by 
Hench and his colleagues and on the chemical side by Kendall 
and his colleagues, both at the Mayo Clinic. 

Rheumatic Patients in Rural Areas 

Dr. W. S. Tegner, secretary of the International League 
Against Rheumatism, said that patients in rural areas presented 
a twofold responsibility. The doctor must rnakc an accurate 
diagnosis, and he must also plan his care in circumstances 
very different from those of a hospital clinic. Each type of 
rheumatism called for its own treatment, and, moreover, each 
patient was an individual and must be treated as such. The 
patient wanted to be told about his own disease and its manage- 
ment, and this was particularly important in the case of the 
rural patient. At the Mayo Clinic no patient went home with- 
out having listened to a series of lectures on his disease. The 
care of the rural patient was primarily, of course, the responsi- 
bility of the local doctor, who might call in a specialist u 
needed, but specialists in rheumatism were still rare and seldom 
accessible to the rural patient. Drug treatment of rheumatic 
conditions was ameliorative rather than curative. A form of 
treatment acknowledged to be of great value in the manage- 
ment of rheumatic disease and the prevention of deformity 
was •physiotherapy, ranging from massage and exercises to 
complicated electrical treatment. Domestic physiotherapy was 
necessary for the rural . patient. There was a danger that m 
modem physiotherapeutic advances it might be forgotten that 
for many years domestic methods, such as rubbing the part 
with liniment and applying heat by what would now be con- 
sidered crude methods, had been highly successful, m me 
instructions given at the Mayo Clinic the patient, on being 
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discharged, was told of at least six different methods of apply- 
ing heat apart from electricity. These included the hot water- 
bottle, the hot hriek wTapped in flannel, the use of the flat-iron, 
and the like, some of which sounded antediluvian but worked 
well. 

There was a good deal of mystery and misunderstanding 
about electrical treatment. Very often when a reference was 
made to electrical treatment no more was meant than the 
generation of heat. It might be that the rural patient was 
unable to obtain the ordinary forms of infra-red radiation or 
short- or long-wave diathermy as used in hospital clinics, but 
there were domestic substitutes for them which could be most 
saluablc, .-Mtogether, the rural patient presented a problem, 
an interesting one, which could be largely solved by personal 
interest and sound advice. 

Dr. A. B. WfLUAMSON, administrative medical officer of the 
Leeds Regional Hospital Board, said that a scheme had been 
worked out for his region whereby nine peripheral clinics were 
or would be established at s-arious industrial centres, and, as 
soon as possible, three others so placed as to serve rural areas. 
To these peripheral clinics, situated in hospitals, the patient 
could be sent for diagnosis, and if specialist advice was neces- 
saiy he could be accommodated for a short time in one of a 
dozen beds. After diagnosis, treatment would be given in the 
department of physical medicine at the hospital or elsewhere. 
If treatment was not possible at the peripheral clinic the patient 
would be referred to the centres—Leeds General Infirmary and 
the Royal Bath Hospital, Harrogate, and there he might be 
treated as an in-patient for months. Out-patient clinics had 
been established in Harrogate, and for the ambulant type of 
case permission had been obtained from the Ministry of Health 
to take over a large hotel near the baths, where it was hoped 
to accommodate up to 160 patients. 

Industrial Rehabilitation of the Disabled 

The second half of the conference was devoted to the prob- 
lems of rehabilitation. Air Commodore G. O. Venn gave an 
account of the progress of " Remploy Limited," of which he is 
executive director, Remploy Limited, until recently known as 
the Disabled Persons Employment Corporation, is an industrial 
undertaking operating factories as much on industrial tines as 
possible, and aiming to employ in productive work all men and 
women who are registered at an employment exchange as dis- 
abled and who cannot expect to obtain and hold work in open 
industry. The procramme calls for 137 factories, 20 of which 
are to be specially for the tuberculous. At present the disabled 
are being employed in 62 factories, and n-ne more are in pro- 
cess of being staffed and equipped. Ovr • 3,000 disabled are 
at work in the factories now established. A fair number of 
epileptics are being employed, also sufferers from diabetes, 
paraplegia, and cardiac conditions. In South Wales a large 
proportion of ex-miners suffering from silicosis have gone into 
these factories. The number of sufferers from rheumatism, 
including spondylitis, employed is 240. Air Commodore Venn 
said that they had had a fair amount of success, but they were 
a long way from covering their first costs, A “homework ’ 
scheme was being operated in ten districts, but the difficulty 
was to find a suitable product which could be made in the 
home and command a ready market. . 

Another contribution was by Mr. John' Arthur, founder of 
Michael Works Limited, a woodworking factory, run as an 
ordinary economic unit, and employing 75% disabled labour. 
He said that a small proportion of disabled men could be 
reabsorbed in open industiy. but many uould not maintain the 
pace, and it became increasingly evident that small unit factories 
producing specially selected work were the best answer to the 
problem of the re-employment of the disabled. The first 
view with the employee was the most important part of the 
rehabilitation process. At that first contact there must be estab- 
lished a positive assessment of the disabled man’s remaining 
powers of working again and earning a living. He should oe 
encouraged to think of what he could do as opposed to what 
disablement prevented him, in his own view, from doing. Once 
confidence was established the management must' then see that 
the right job was found for the man. 


REHABILITATION 

A special clinic with demonstrations was given by Dr. Howard 
Rusk, of the Bellevue Hospital and the Institute of Rehabilita- 
tion, New York University, at the Royal Free Hospital on 
September 14, with Lord Horder presiding. 

Dr. Rusk spoke of the enormous cost, in both wealth and 
happiness, which was incurred by a failure to secure proper 
rehabilitation after industrial and other injuries and illnesses. 
He gave a large number of figures illustrating this point, and 
then proceeded to demonstrate the various methods which he 
used. The cases in which he was principally interested were 
those of hemiplegia, spastic paraplegia, and various types of 
quadriplegia. If rehabilitation was to take its proper place, a 
correct diagnosis should be established in the first instance. 

He went on to detail the various tasks which make up the 
routine of life. These tasks were set out on a form and each 
patient was provided with this form on entering the clinic. As 
the patient found himself able to complete his own toilet, move 
from a wheel-chair to bed, and from bed to a wheel-chair, and 
so on, the blanks on the form were filled in so that the patient 
could see his progress in pictorial form. So successful had this 
method of fostering a competitive spirit been, that by means 
of various mechanical methods even patients who were quadri- 
plegic had been able to return to some method of earning a 
living and, even more important, had been rendered independent 
and able to look after themselves. 


KING’S COLLEGE HOSPITAL MEDICAL 
SCHOOL 

The annual dinner of King's College Hospital Medical School 
was held at Claridges Hotel on October I under the chairman- 
ship of Dr. 3. H. Sheldon. The toast of the medical school 
was proposed in a witty speech by Dr. Wilfrid Oakley. In 
response the dean. Mr. Harold C. Edwards, referred to the 
difficulties of admitting students to King’s. For some reason 
or other, he said, medical education was becoming very popular, 
and there had recently been 900 applications for 50 vacancies. 
In deciding who should fill the vacancies it was unpossible to 
avoid disappointing some of the sons of King's men. But 
every attempt was made to assess objectively the qualities of 
the applicants. In spite of the legal separation between the 
hospital and the medical school they continued to work in 
close harmony. The toast of the guests was proposed in a 
felicitous speech by Dr. Sydney Thomson and responded to by 
Sir Hugh Cairns, who the day before had given the inaugural 
address printed elsewhere in this Journal. Sir Hugh said that 
his first acquaintance with King’s was through the well-known 
textbook by Rose and Carless, which he read when a student 
in Adelaide. He compared this with Osier's great textfaook-- 
a source of questions in general knowledge. Sir Hugh said it 
was a pity that the National Health Service had to be so 
centralized, and referred sympathetically to the present diffitml- 
lies of the general practitioner. Dr. Terence East, in proposing 
the health of the chairman, refened to his contributions on 
diseases of bone, anorexia nervosa, on the distribution of iron 
in the body, and now on geriatrics — not so boring as Cicero s 
De Senectme. In reply. Dr. Sheldon said that physicians often 
died of the diseases they treated, which was why he had become 
interested in geriatrics. 


MIDDLESEX HOSPITAL MEDICAL SCHOOL 

The annual dinner of students, past and present, of Middlesex 
Hospital Medical School was held at the Savoy Hotel on 
September 30 under the chairmanship of Professor E. C. Dodds. 
The chairman paid a tribute to the late Mr. Turner Warwick, 
with whom his own association dated back to the early 'twenties 
svhen. Warwick was pathological registrar at the Bland-SuUon 
Institute. They welcomed that evening his son as senior 
Broderip scholar. Professor Do'dds claimed for the Middlesex 
that it was “ undoubtedly the most remarkable of medical 
schools.” It aimed at keeping the basis of education as broad 
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as possible. There had been many criticisms of the medical 
schools of London that they were too narrow, but the bene- 
factors of the Middlesex had indicated that it should be a 
school of research in addition to a school purely for the train- 
ing of doctors. He believed that this broad administration, 
started by Sir Charles Bell Bland-Sutton and encouraged by 
Lord Webb-Johnson and. others, had been well justified. 

Dr. H. E. A. Boldero, dean of the school, said that looking 
back on the year, although it was the first year of the National 
Health Service and of the school’s charter, he felt that extra- 
ordinarily little had happened. That was as it should be ; 
changes should be slow and deliberate. He went on to refer 
to the retirement, due to take place on the morrow, of Professor 
John Kirk from the Courtauld chair of anatomy. Another 
figure they were losing, and one who had contributed greatly 
to the school in a different capacity, was Mr. R. A. Foley, the 
school secretary, who was retiring owing to ill-health. The 
school had appointed a woman as his successor — Miss Eileen 
Walton. Another Middlesex man of whom they were very 
proud was William Sladden.' He qualified two or three years 
ago and was medical officer on an expedition to the South 
Pole. The expedition met with disaster, and Sladden’s heroism 
and endurance under trying circumstances had earned high 
praise. 

Mr. R. Turner Warwick, senior Broderip scholar, in respond- 
ing to the toast of “The School,” gave an account of athletic 
activities during the year. The evening ended with the drinking 
of the health of the chairman, proposed by Dr. G. E. Beaumont, 
who spoke of Professor Dodds out of a friendship which dated 
back to the time when Dodds came to the Middlesex as a 
student with “ the valuable technique of passing every examina- 
tion with distinction.” 


Preparations and Appliances 


TEST-TUBE STERILIZER FOR SYRINGES 

Dr. H. F. Barnard. Pathologist, Westwood Hospital, Beverley. 
E. Yorks, writes : Sepsis from an unsterile syringe procedure is 
not uncommon. The method here described offers a simple 
way to boil a syringe and handle it dry. It is speedy and can 
be used readily anywhere — for example, in the home — though 
it is appreciated in the surgery or ward. 

A syringe of the glass plunger type 
rests in a glass boiling-tube, this being 
supported in a spring-clip stand, over 
a spirit lamp. On lighting the lamp 
the water boils in 60 seconds and the 
syringe is surrounded by steam, whilst 
boiling water passes up the needle and 
barrel. Trials show that five minutes’ 
boiling is sufficient. Normally a syringe 
is washed clean, but as a more search- 
ing test serum heavily infected with 
Staphylococcus aureus was allowed to 
dry on the plunger and in the barrel. 
After boiling for five minutes in the 
tube no growth was obtained from 
washings. Nevertheless it is important 
that the syringe should be used only 
for aseptic purposes. 

\Vhen sterilized the syringe is lifted 
out by the handle, and the outside 
dries in a few .moments. This avoids 
the risk of contamination spreading to 
the needle from the hand on a wet barrel. It is convenient to 
carry the syringe about in the tube after tipping out the water. 
If left in the tube the syringe remains sterile many houre. 
A useful protection of the needle-point is achieved in ..this 
method. , 

I would like to thank Mr. A. A. Ralph, of Reynolds and 
Branson, Ltd., of Leeds (the makers), for help in producing the 
apparatus. 


Correspondence 


The Innocence, of- Deans 

Sir, — How stirring are the times in which we live. Never 
have learned doctors so bedevilled each other since the robusti- 
ous days of the seventeenth and eighteenth centuries. The 
medical press is a free-for-all, with no holds barred and no 
non-combatants. The most innocent and peaceful observer who 
cautiously raises his head above the sandbags is liable to receive 
a shattering volley from all sides. So when Dr. Geoffrey 
Bourne (September 24, p. 704), a redoubtable slinger of verbal 
brickbats, is pelting Dr. H. E. A. Boldero with great gusto (in 
the hopes perhaps of winging another distinguished shadow he 
glimpses behind) a sudden association comes into his head and 
with one tremendous backhander he demolishes the whole 
damnable denomination of deans, men whose “ whole out- 
look -and training is one of honest and faithful subservience 
to an institution,” incapable of defiance of authority. 

Let authority take note of this testimonial to decanal inno- 
cence. So will we the better preserve in these difficult times the 
-integrity of the institutions we subserve. — I am, etc., 

London. S.E.l. E. R. BOLAND. 

Distinction Awards 

Sir, — I n your issue of September 24 (p. 704)' Dr. J. W. 
Linnell’s comments upon my letter (September 3, p. 545) 
suggest that he is under some misapprehension, arising in 
part from the condensation of my original letter to you in 
which I defined “ postgraduate teaching hospital " so as to 
include “all those medical schools recognized as preparing 
candidates for the higher qualifications,” while undergraduate 
teaching hospitals were defined as “ those not preparing candi- 
dates beyond the qualifying examinations.” The marks printed 
are the average of a few colleagues’ markings and are included 
only as an indication of how the idea may be worked out. 

1 am careful to leave it to the Awards Committee to amplify 
and modify the scheme, and I suggest that every consultant 
should mark the Awards Committee’s scheme in detail, that 
these marks should be averaged by a firm of accountants, and 
that the average markings should be binding on the Awards 
Committee. Thus Dr. Linnell — in common with every other 
consultant — would have the chance to record as many “Os" 
as. He pleases, to put down the mighty from their seat and 
to exalt the humble and meek.” Others will join him in record- 
ing a “ 0 ” for “ officers of academic medical societies,” but 
some wished it to be included. 

Another point obscured by the condensation is that while the 
averaged detail marking of Sections 1 and 2 would be final — each 
candidate scoring in each subsection the highest mark to which 
he is entitled — the marking in Section 3, “ Publications,” would 
not be greater than the averaged figure, but might be as little 
as 1%. 'I believe that a representative committee of each con- 
sultant group could mark each candidate on his application 
under this heading in a matter of minutes. Personally I shall 
be content if a man whose original work is outstanding scores as 
many marks for it as for “15 years of service on an undergradu- 
ate teaching hospital ” — we are required to assess Distinction— 
but once again Dr. Linnell may put down what figure he likes. 
His statement that the scheme “ attaches no value to such vexa- 
tious and intangible considerations as clinical acumen and judg- 
ment, or operative skill,” is surely frivolous. If a consultant’s 
senior hospital appointment and the years of service he has 
given to that post and to others leading up to it are not a 
criterion of his “clinical acumen, judgment, and operative 
skill ” then we must indeed abandon hope of solving this 
problem, for every appointments board before whom he has 
appeared has sought to assess, after full consultation and 
deliberation, just 'those things. ^ ' 

The Awards Committee is required to carry out certain duties 
which were defined by the Spens Committee, approved by the 
profession, and then — and only then — passed into law. Apart 
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from abstention, the time has gone by when we can do other 
than assist the committee in their thankless task. I have sought 
to put into words an idea which may prove helpful. The 
Awards Committee decides what factors contribute to the idea 
of distinction, and the consultants as a whole decide, democratic- 
ally, what marks arc to be attached to those factors. — 1 am, etc., 

LcajcTi. w.i. Frederick Ridley. 


Those of us who have read and admired the writings 
P' Walshe appreciate the courage, wisdom, 
onginality, and sincerity of his contributions to medicine. He 
IS an acknowledged leader in thought, fittingly recognized. Yet 
in spite of this, or perhaps because of it, we see him running 
counter to the controlling political and academical authorities 
of the day. Surely he must be given the distinction of beinc 
called a " reactionary,” a “ difficult fellow,” or, by those who 
fear him, “naughty,” for these are the terms in which we 
honour the leaders of our time. Mr. Winston Churchill has 
been so distinguished in the House. 

Let Dr. Walshe not fear that he is without support from 
graded specialists, for many of them now realize that their 
previous failure to interest themselves in the nomination of, 
and voting for, political and academical leaders has cost them 
very dearly. TTie members of the profession voted with a 
solidarity previously unknown against this set-up, but that was 
when few realized the enormities now' beginning to be revealed 
to them, i venture to suggest that if the planners had clearly 
shown their designs, and the humbug attaching to them, a 
far greater solidarity against them would have resulted which 
would have been maintained in spite of the leaders ; and the 
public would have benefited. 

Dr. Walshe (September 17, p. 649) states, “The power of 
money is great.” He realizes that local influence is to be used 
and is feared, that the awards are in the power of the planners 
with sycophants as satellites. These hate criticism and have 
designed their set-up to keep out the “ difficult fellows.” They 
axe steadily acquiring a dictatorship which threatens not only 
the “ distinction awards ” but the very liberty of the doctor. 
The writings of the workers will have to be submitted to 
powerful dictatorial overseers who will so secure their 
“notice” : failure to do so may mean rejection or even a 
blasted career. At the moment one of our leading surgeons 
can state, “I personally suspect the man with huge figures 
and a negligible mortality of being a surgical spiv,” but how 
long wiirih'e critic of statistics be so tolerated? Canvassing 
for votes with intimidation, or even instruction, for high dis- 
tinction or office in the profession already exists, and w;oe 
betide the “ difficult' fellow.” As I overheard the conversation, 
“ He’s probably the best man we have on the staff ; but why, 
why, why does he keep that imp on his shoulder ? ” Criti- 
cism, however justifiable, of the scientific or political activities 
of the powerful— the life essence of a progressive profession — 
will become difficult — yes, and hazardous — to the career of the 
critic. 

_ Speaking as a radiologist, prior to this service radiologists 
kept their liberty by earning their living with their own units 
to the benefit of their patients and the Exchequer and with 
credit to the profession. Their private apparatus, at a lime 
when the country is financially embarrassed, has to all intents 
and purposes been scrapped, while the hospitals are clamouring 
for more and more equipment (though probably adequate to 
do reasonable requirements) and the manufacturers with stores 
filled with units await “instructions.” By the time the units 
are supplied they will be out of date. But even to mention 
such matters may jeopardize a “ distinction award.” — I am, etc., 

James F. Brailsford. 


Medical Education 

Sir . — There were several most interesting articles in the 
educational number of the Jourpal (September 3) on aspects of 
medical education, and although some time has elapsed since 
they appeared I hope 1 may be allowed to comment on them. 
I feel that this is the more needful in that they imply that 
there is only one kind of approach to medical education, an 


approach which might be summed up as more courses, belter 
courses, or linked courses. I shall confine mvself to two lines 
of criticism. 


The first criticism is of all this talk about scientific method. 
It seems to be hoped that, by reading scientific textbooks and 
attending systematic courses of lectures in different branches 
of science, scientific method will somehow be inculcated. Such 
courses are doubtless important for the student of science, 
but surely he does not acquire sdentific method from them. 
They are aids in dealing with actual problems of science and 
sometimes may suggest them. But scientific method sureh 
starts with the recognition of a problem and consists in the 
isolating of it from irrelevances. It is in fact a kind of inter- 
rogation in which the framing of a question is of great, possibly 
of paramount, importance. Its affinity with clinical examina- 
tion is obvious, but there is no closer relationship between 
scientific method and clinical examination. The objects of each 
are too diverse. 

Vfhile it is an attractive ideal that every doctor should be 
trained in scientific method, I venture to suggest that it is 
neither an essential nor even a possible one. The problem 
for medical educationists therefore resolves itself into that of 
how much of the enormous corpus of knowledge in bioiogy 
and its derivative sciences should be insinuated into medical 
students. 

The second criticism refers to the question of skill in medi- 
cine. Professor W. Melville Amolt (p. 497) asserted in his 
address that medicine is essentially a science — ” is an art onU 
in so far as the term means human skill." An art in this 
sense, and in most senses, is capable of being taught to a very 
considerable extent. In music and the pictorial arts this is 
recognized by the establishment of schools for the purpose. 
It was therefore disappointing to find in an address on reform 
in medical education no reference to attempts to improve 
“human skill” in the practice of medicine. Surely it is not 
considered that the human skill of the newly qualified graduate 
is as high as it should be. There are certain aspects, notably 
in the practice of asepsis, where nursing education is superior 
to medical. 

One is tempted to develop this theme further, but I shall 
content myself with the suggestion that in a revival of 
apprenticeship lies the most hopeful path for progress in medi- 
cine. Such an apprenticeship, served mainly in hospital and 
begun early in the medical curriculum, not left to an intern 
year at the end. will itself enable the student to learn from 
his lecture courses. Such close acquaintance with the material 
of the subject studied has been the condition determining the 
progress of the whole scientific movement : it seems the most 
likely method of developing a genuinely scientific outlook in 
those medical men temperamentally capable of iL But it 
will require all the hospitals in this country to provide such an 
apprenticeship. The persistent separation of teaching hospitals 
from all others would have to be abandoned and some tj-pc 
of union of boards of governors with regional hospital boards 
set up. On other grounds, mainly administrative, this has 
already been mooted. One may hope that it will be speedily 
achieved. — ^I am, etc.. 


HeSTvan. Cheshire. 


D.avto Wilkie. 


Teaching of Physiology 

Sir, — I n discussing the imperfections of the practical training 
in physiology' (September 3, p. 502) Professor G, W. Pickering 
makes the following statement. “ Classes in mammalian physio- 
logy in Great Britain will be difficult to organize so long as 
they are based on the cat or dog. uncommon and expensive 
animals the use of which is much hedged round by restrictions.” 
and he goes on to cite the example of Adelaide, where wild 
rabbits are used which are tough and cheaply trapped. ^ One 
is left with the feeling that the problem of animal supplies in 
this country exists only because of the lack of resource on 
the part of British physiologists in failing to di-scover and trap 
some suitable British mammal. Might 1 correct this impression 
by some brief comments on the statement which 1 have quoted 
above ? 
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1. Expense is not the deciding factor in making a choice between 
cats and rabbits. Current prices are: rabbits, 10s. ; cats, 10s. to 
15s. Even Australian rabbits imported would not be likely to be 
much cheaper. 

2. Uncommon is not the best word to describe animals whose 
■occurrence is indicated by figures taken from the report of the 
SheflSeld branch of the R.S.P.C.A. as reported in the Sheffield Star 
•(June 15, 1948). According to this, during the previous year 10,531 
cats and 5,777 dogs were destroyed in Sheffield (pop. 476,360). If 
these figures are typical for the whole country about 1,000,000 cats 
■and 500,000 dogs are destroyed annually in Great Britain. 

3. The restrictions mentioned by Professor Pickering are hardly 
■relevant, since the use of any vertebrate (except the human being) is 
subject in this country to restrictions very similar to those on the 
use of dogs and cats, and these restrictions would certainly, prohibit 
such interesting experiments -as Professor Pickering describes in 
Australia. On the other hand the use of decerebrate cats is not 
hedged around by these restrictions, and Professor Pickering must 
know of the standard textbook {Mammalian Physiolog}') of Liddell 
and Sherrington, using decerebrate cats. 

4. No other animal, human or otherwise, known to me and avail- 
able in this country at any price can entirely replace the dog and 
cat for teaching and illustrating many of the fundamental principles 
of physiology, and if Professor Pickering knows of any such animal 
I and doubtless other physiologists would' be grateful to learn 
about it. 

The real obstacle to improving our mammalian physiology 
courses has been missed by Professor Pickering. It is simply 
to make available a tiny fraction of these odd million cats and 
dogs, unwanted and of no commercial value. The problem is 
ultimately to convince the ordinary kind-hearted and animal- 
loving citizen that these animals could be of enormous value 
to medical training and medical progress and, further, that 
killed individually by trained physiologists under conditions 
carefully supervised by the Home Office these unwanted 
creatures are likely to meet a more merciful end than by mass 
extermination in lethal chambers. 

The physiologists, who might be thought to have a not com- 
pletely unselfish interest in the matter, have hitherto failed to 
get their point of view accepted by those in authority, and what 
is needed is a wider recognition of the problem by those 
interested in medical education but not directly concerned with 
the teaching of physiology. It is, therefore, a great disappoint- 
ment to me to find such a lack of appreciation of the problems 
of British physiologists by one so closely in touch with physio- 
logy and so deeply concerned with the whole problem of 
medical education as is Professor Pickering. — I am, etc., 

Shcmcid. D. H. Smyth. 

Thymectomy in Myasthenia Gravis , 

Sir, — Mr. Geoffrey Keynes’s account of his 1 55 thymectomies 
(September 17, p. 611) will have been widely read with deep 
interest. The successful accomplishment of this major opera- 
tion on so many patients implies surgical skill of the firet 
order. When we turn to the results we are naturally dis- 
appointed, as Mr. Keynes must be, that it is not yet possible 
to select those most likely to benefit from surgery. It seerns 
that a thymoma is unfavourable, but we are • otherwise in 
the dark. 

The significance of this big experiment is so important that 
we must be wary of any possible flaw in its interpretation. 
A comparison of neostigmine dosage before and after the 
operation is a useful criterion when the difference is great 
Mr. Keynes’s groups A and B — but in those with only slight 
improvement it may well be falsified by the patient’s attitude 
to the drug. For instance, a patient advised to reduce^ the 
dosage, and sometimes to stop taking the drug because it is 
thought by her advisers to be dangerous, will obey and lead 
a less active life or, more often, make a false return to follow- 
up inquiries. This is no idle speculation ; I know it to be 
true of some patients. 

A second difficulty in assessment concerns the time lapse 
allowable between the operation and the beginning of improve- 
ment. Surgerv’ must surely set itself reasonable limits in this 
respect. It is difficult to give credit to the operation for a 
result that is not seen for, shall we say, three months. This 
time lag is not made clear by Mr. Keynes. 


Although I have been unfortunate enough to see six failures 
m consecutive thymectomies in my patients I am certain that 
remarkable and unusual remissions have taken place in many 
cases. Dr. Viets, whose 250 patients at his Boston clinic make 
him the most experienced student of this disease, tells me 
, that he is satisfied that. surgery has been followed by rapid 
improvement in some patients he had known for years and 
who had shown no previous good remission. 

We are still entitled to speculate on the' cause of the more 
numerous failures. Can it be that myasthenia gravis is a label 
covering a number of disorders of the myoneural junction ? 
Every functional unit of the neuromuscular system has its otvn 
varied pathology — cortex, pyramidal tracts, anterior horn cells, 
and peripheral nerves' are vulnerable in their several ways. Is 
it not, a priori, likely that the myoneural junction, susceptible 
to curare and in “ myasthenia,” can be impeded in more ways 
than we know ? Sheldon and Walker {Lancet, 1946, 1, 342) 
have shown that the condition I have called acute thyrotoxic 
bulbar palsy, in which neostigmine response is striking, can 
be cured by thyroidectomy. 

In future assessments we would do well to remember that 
recovery from a severe myasthenic state, however striking to 
behold, is not in itself a reliable criterion. Experienced workers 
in this field will agree that remissions are more common in 
the acutely afflicted than in those with a mild chronic course. 
We need an analysis of results in patients known for their 
previous even behaviour. Such figures, which I hope Mr. 
Keynes can abstract from his records, would give a better idea 
of the effect of thymectomy than we could ever obtain from 
a large unselected series. 

Mr. Keynes’s stimulating lecture raises another subject. 
Clinical and biochemical studies of this large group of 
thymectomized persons must surely yield some clue to the 
function of the thymus. We may hope that' this new operation 
will advance our knowledge of this organ, just as the work of 
Reverdin and Koch'er helped to open up thyroid physiology.— 
I am, etc., 

London, W.l. L. P. E. LaURENT.^ 

Gravitational Ulcers of the Leg 

• Sir, — My paper on the aetiology of gravitational ulcers 
(August 27, p. 458)" was based on 270 patients seen personally 
in the skin department of the Leeds General Infirmary. The 
series included every patient that I saw with this condition 
during two and a half years, and for thiV reason the term 
unselected was applied. These patients had ulcers present for 
a period varying from a few weeks to many years. A number 
of them had been referred before treatment by surgeons on the 
staff of the infirmary and from the varicose-vein clinic. The 
series seems to me to be representative, and my findings arc 
not markedly different from those of Bauer working in a 
surgical clinic. 

Dr. H. S. Russell’s description (September 10, p. 598) of my 
series bears no relation to the facts as given in my paper, 

■ and his feeling that I have “ seen the failures and should study 
the successes ” before coming to a conclusion is as unjustified 
as it is unreasonable. My paper was concerned with the cause 
and not with the treatment of these ulcers. Hence, of those 
patients whose varicose veins had been injected, only those in 
whom this treatment seemed to be the direct cause of their 
chronic venous stasis were mentioned. 

Mr. H. J. Croot (September 17, p. 654) does not quote me 
quite completely. I wrote, “The concentration on treatment 
of superficial varicose veins in ' patients with venous stasis is 
neither rational nor useful. ...” The point I wished to make 
was that if varicose veins are present in a patient with venous 
stasis with or without ulceration, all too often treatment is 
concentrated upon them and not upon the fundamental cause 
of the condition — namely, a deficient venous return from the 
whole limb. 'While I am perfectly aware that treatment of 
such varicose veins may in a few carefully selected cases benefit 
the ulcers, yet in others injection of such veins may intensify 
the chronic venous insufficiency already present, possibly by 
causing thrombosis, not only in the superficial varicose veins 
but also in the third system to svhich Mr. Croot refers. 
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Tlic problem of acliolog)' must be solved before treatment 
can be rational, and more about both. I feel sure, will only 
be learnt by co-operation between surgeons, anatomists, patho- 
logists, radiologists, and physicians, and only if the broad view 
of the* circulation of the lower limb taken by your annotator 
(.August 27, p. 4S0) is adopted. — 1 am. etc., 

Zurich. S, T. ANNING. 

Transmission of Syphilis 

Sir, — D r. A. O. F, Ross (April 10. 194S. p. 691), writing on 
the transmission of syphilis, reached the conclusion that “the 
advice that should be given to an adequately treated male is 
that he should not • attempt to procreate children until five 
years after the date of infection." A case of a man and his 
wife seen recently by me seems to confirm this. 

A woman, aged 27 years, was referred here late in pregnancy with 
two positive blood Wassermann reactions, which had been taken as 
routine — the second, of course, to confirm the first. She had no 
signs or sjmptoms. About a year preriously, while living elsewhere, 
she gave birth to a baby, of whom her husband was the father, who 
developed a rash on its palms and soles soon after birth and who 
died of “ pneumonia ” when two months old. There can be little 
doubt that the child had congenita! s 3 philis. The mother had not 
had a blood Wassermann reaction done during this pregnancy, which 
was her first. 

All the facts of the husband's history have been confirmed. The 
diagnosis in his case was primary sj-philis, sero-negative ; on 
March 20, 1944, and on the following day dark-ground examina- 
tions of scrum expressed from the sore in the penile sulcus were 
positive for T. paflidtim. His blood Kahn test on March 20, 1944. 
was negative, and the Wassermann reaction on the cerebrospinal 
Quid was also negative three months later. He had adequate treat- 
ment for a year, and subsequent blood Wassermann reactions and 
Kahn tests were all negative. 

He returned to England after militao' service on December 1, 
1945 — i.c., about one and three-quarter years after infection. He 
became engaged to the girl who is now his wife iit 1946, when he 
had intercourse with her for the first time -, they were married later 
in that jear. (This story is confirmed independently by the husband 
and wife.) Her baby was bom in 1947, and, as 1 have said, this 
baby died aged 2 months of probable congenital sjphilfs. 

The wife told me that she had never had intercourse with anyone 
except her husband and that there was no previous family histoo' of 
syphilis. She is one of six children, all living, as are her father and 
rnother. She was an in-patient in a sanatorium for eight months in 
1942 : the medical superintendent writes me that she had “ a tubercu- 
lous pleural effusion. There was no suggestion at that Ume of her 
having syphilis, so no blood Wassermann reactions or Kahn tests 
were done.” The husband’s blood Wassermann reaction and Kahn 
test were both negative on two occasions a few months ago. 

Of course, we can never disprove that the wife had not had 
syphilis before she was married, but this is very unlikely, and 
the probability is that she was infected by her husband. — 1 
am, etc., 

Barrs-, Glaia. PHILIP SiMON. 

“ Acnfe Abdomen ” in Diabefes Mellifns 

Sir, — T hough one reads of the “ acute abdomen ” of ketosis' 
and sees it referred to as a differential diagnosis by Zachary 
Cope,’ it is not often that one is confronted with this problem. 

On September 12 a man of 24 years was brought to hospital as 
an acute abdominal emergency. He was writhing in agony with 
abdominal pain and continuously crying out to be given something 
to relieve his pain. The history was that 18 hours previously, follow- 
ing a bout of vomiting during which, in the course of an hour, he 
vomited about five times, he was sebid with abdominal pain. The 
pain persisted and had increased in intensity since the onset. The 
description given by the patient of the pain was that it felt as though 
he was “ breaking in two.” He was sure it was not a colicky pain. 
The pain was confined to the abdomen. He was quite definite that 
the vomiting had preceded the pain. I,awTence’ mentions this latter 
point as an aid to diagnosis. It transpired that the man bad been a 
known diabetic for three years and was on 54 units of insulin daily, 
with a calorie intake of 2400 a day on a line diet regime. He had 
run out of insulin three days prior to admission, but continued to eat 
and had not made any great effort to obtain a further supply of 
insulin. . . ' - , 

On examination, he presented the picture of an acute abdominal 
catastrophe, with a drawn, anxious, pale look, a dry, coated tongue. 


subnormal temperature, and a pulse rate of 120 a minute. There was 

strong smell of acetone from his breath. The abdomen was held 
ngidly but with persistence, and between paroxysms of VTithin" it 
was apparent that there was no true rigidity. No definite tender- 
ness could be ehdted, peristalsis was heard evenly in all areas, liver 
dullness was present, and rectaUy no afanormah'ty vvas discovered. 
The urine contained a large amount of sugar, acetone, and acetoacetio 
add. The urinary chlorides vv-ere 1 g. per hire and the urinary- 
diastase w-as 2 units. While being examined .the patient complained 
of severe thirst, and when permitted to do so drank H pints (850 ml.) 
of water w-ithout pause. 

Despite the picture of acute catastrophe, it was not felt that an 
_ acute abdomen of so many hours' duration could be possible with 
so little in the way of definite physical signs, and it was considered 
safe to give morphine •} gr. (16 mg.). Immediate treatment of the 
hyperglycaemia was instituted, and an intravenous saline drip com- 
menced. Quite soon afterwards the patient quietened don-n, showed 
the typical air-hunger respiration of ketosis, the pain disappeared, 
and the abdomen became flaedd and free of tenderness in all areas. 
He made an uninterrupted recovery- once his diabetic condition w-as 
stabilized. 

It is regretted that in the urgency- of getting the patient controlled 
no blood estimations were done. It is felt that the nature of 
the abdominal condition w-as comparable w-ith that seen in uraemia, 
I know- of no explanation of the “ acute abdomen " in ketosis, and I 
would be very interested to hear of one. 

— 1 am, etc.. 

London. S.EJ. ikf. GlICK. 
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Pavlov and Conditioned Reflexes 

Sir. — P avlov studied conditioned reflex salivation. If one 
generalizes by using the word " behaviour ” one may bracket 
in two different ways and say either that he studied conditioned 
behaviour or that he studied conditioned reflex behaviour. 
These generalizations are not identical, but many writers in 
referring to Pavlov’s work appear to believe that they are. 

Most of Pavlov’s concepts appear to me to be labels lacking 
all reference to process. It enlightens no one to be told that 
when King Alfred let the cakes bum his sense of smell was 
inhibited at the time by virtue of inhibition. — I am, etc., 

London. E.I3. W. THOMSON BROWN. 

Treatment of Ringworm of the Scalp 

Sir, — ^T he search for an alternative to x-ray epilation of the 
scalp for the treatment of tinea capitis continues, and the recent 
article on this subject by Drs. H. Haber, R. T. Brain, and Mr. 
I. \V. Hadgraft (September 17, p. 626) shows no doubt a step 
in the right direction. Yet it seems that due warning about 
the relative ineffectiveness of their salicylanilide in carbow-ax 
preparation when compared with x-ray epilation was not given. 
The practitioner may therefore be inclined to the belief that 
an alternative is almost at hand. 

In the first place it would seem very wrong to utilize cases 
of Microsporon jeUneum infection of the scalp to prove the 
efficiency of any local application. Such infections usually 
undergo spontaneous cure within months even in the absence 
of any severe inflammatory reaction, and in their group of 
20 cases (including seven showing an inflammatory reaction) 
a 75% cure rate after anything up to 14 weeks’ treatment is 
very little better than one would expect with no treatment 
at all. 

The single case of Trichophyton sulphureum infection did 
■not. of course, respond to treatment. We are therefore left 
with an uncontrolled series of 6 cases of Microsporon audoidni 
infections of the scalp. Unfortunately the duration of infection 
in each case before treatment was started is not stated. From 
a study of scalp ringworm in Northern Ireland it has become 
apparent that about a quarter of all cases of M. audomrd 
infections of the scalp undergo cure in less than 6 months 
if left entirely without treatment (91 out of 374 cases in one 
localized epidemic. Facilities for x-ray epilation of this 
number in addition to cases from a large epidemic in a second 
centre were not immediately available, and these cases had 
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to be kept under surveillance until facilities became available.) 
In addition, a number of our cases have been successfully 
treated by manual epilation under Wood’s light at weekly or 
twice-weekly intervals. Manual epilation with forceps can 
be little better than scrubbing with a nail brush every morning 
-for weeks oh end. When viewed in the light of these facts four 
successful results from six cases is not very encouraging. 

• A trial of a number of local applications has been made by 
us in some cases of tinea capitis. Fourteen cases have had a 
salicylanilide in carbowax preparation with instructions to “ rub 
in thoroughly night and morning to the entire scalp after cutting 
the hair short.” The results are still only provisional, but 
they are sufficiently discouraging for us to have abandoned ‘ 
use of this particular preparation except for purposes of com- 
pleting the clinical trial. Of the 14 cases no less than 4 have 
so far developed a severe contact dermatitis (after 2, 2, 8, 
and 8 weeks’ treatment). Actually this brought about cure in 
all four cases — but the method is not to be recommended ! 
Dr. Haber and his colleagues do not mention the possibility of 
local reactions. 

Articles such as' the one under discussion are of certain 
theoretical value so long as the impression is not left that 
local applications alone have already an important place in 
the treatment of scalp infections due to M. aitdoiiini. It is . 
often only with difficulty that one succeeds in obtaining per- 
mission from the patient’s parents (and the family doctor) for 
.v-ray epilation. The only effective way to prevent epidemics 
is to epilate cases immediately they are seen. Failure to do 
this resulted in our 374 cases in one small centre. A satis- 
factory .x-ray epilation carried out by an experienced x-ray 
therapist results in freedom from infection within 4-6 weeks 
and allows the child to return fo school, etc., without being 
a potential danger to the community. No effort should be 
spared to make these points with practitioners, who, after all, 
see the patients first. — ^We are, etc., 

I. Martin Beare. 

Belfast. Ivan H. McCaw. 


Massage with Adrenaline 


lequel le moi sent ses actes lui dchapper, et lui devenir Strangers 
j’appelerai une alienation de la personnalit6, ou d6personnalisa' 
tion” (Dugas, L., Rev. Philosoph., 1898, 45, 501). 

This word, referring as it did' to a syndrome with which 
psychologists . and psychiatrists had long been familiar, has 
since been freely used by French, German, British, American, 
Spanish, and Italian writers. It has done good service for half 
a century in this sense. To use it in another would be to debase 
. its value and lead to confusion. — I arn, etc., 

London, S.\V.3. D. S. MaCPIMIL., 

Essential Hypertension in Pregnancy 

Sir, — P rofessor J. Trueta (September 17, p. 650) has fore- 
stalled me in replying to some of the points mentioned b) 
Mr. R. H. Paramore in his letter (August 27, p. 486), but 1 
should like to add something by way of comment on ihe latler’s 
second two paragraphs. 

Mr. Paramore explains the re-establishment of urinary flow 
under spinal anaesthesia as consequent upon the fall of blood 
pressure. Hingson, however, whose experience in this particu- 
lar field is probably unique in its extent,' finds that it is often 
necessary to withdraw the spinal anaesthetic for a while and 
to give the patient ephedrine in order that the anuria may be 
relieved — i.e., that urine begins to be passed as the blood 
pressure rises and not as it falls. He is not/ averse to this 
phenomenon being explained as due to a differential action 
of the sympatheticomimetic drug, the renal vessels being less 
responsive than certain others to it, so that the general rise of 
pressure sends more blood through the former.^ Such differ- 
ential action is also the basis of the “ order of sacrifice ” which 
was advanced in 1947 by Professor Franklin’ and has since been 
supported by further, as yet unpublished, experimental evidence 
obtained by him and by others, myself among them. — am, etc., 

London, W.l. -JOHN SOPHIAN. 
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Sir, — M y attention has recently been called tO/ a circular 
which is being sent “ to the Medical Profession only,” claim- 
ing that a proprietary preparation alleged to contain adrenaline, 
and exhibited by inunction, has beneficial results “ in all forms 
of rheumatism.” The circular is plausible enough at first sight, 
for it suggests that adrenaline stimulates the production of 
Kendall’s Compound E ; and at a time when the dramatic out- 
come of Hench’s work with Compound E is familiar to your 
readers some of them may be led to prescribe the preparation 
advertised in the circular. 

Nobody would wish to decry the value of physiotherapy in 
rheumatic disease. But I feel that a few words of caution ntay 
not come amiss to those who are not actively-engaged in clinical 
endocrinology. (1) The quantity of adrenaline in the prepara- 
tion is not stated. (2) -It js doubtful.‘-hdw much adrenaline is 
absorbed by inunction, and whether the effect 'of adrenaline so 
absorbed is more than transitory. (3) There is no evidence that 
adrenaline absorbed through the skin stimulates the production 
of Kendall’s Compound E. . . • 

In brief, this preparation only advertises itself by a series of 
conjectures and hypotheses, and I should advise medical men 
to steer clear of it, — I am, etc.. 


Hypnosis in Treatment 

Sir.— D r. K. M. Hay (September 17, p. 653) writes, “The 
mind is then influenced on the feeling level and to a lesser 
degree on the intellectual .level by the .'hypnotist : in', effect rve 
may say that the hypnotized subject is to a great extent de- 
personalized.” For psychologists and psychiatrists deperson- 
alization means a condition in which the subject is continuously 
compelled to doubt the reality of his own experiences. Lest 
we should be accused of restricting to our ow-n use a word 
which has previously been used in a wider sense, may 1 quote 
the passage in which this term was first used ? “Cet dtat dans 


The Backward Child 

Sir, — ^T he school holidays just passed have brought the usual 
mass of school-children for advice because of school failure 
who are found on investigation to be backward because ol 
a specific difficulty in reading and spelling depending on cross 
laterality of hand and eye dominance. The most serious cases 
seem to be the left-eyed and. right-handed, but left laterals, 'vith 
left dominant hand and eye, are only a little less serious. 

This form of word-blindness is responsible for so much 
apparently unexplained school failure — the children “ who 
could do better if they tried” — that it merits much greater 
attention. The condition is well recognized. It has been 
described by Sir Henry Heqd iji his .boojc pp aphasia, Sir, Cyril 
Burt' in' The Backward Child, Professor Schonell in Backwori- 
ness in the Basic Subjects, and in many papers in the journals. 
In America a great deal of research has been done on it. H 
essentially a physical problem, but, as failure and frustration 
are gradually felt by the child, secondary psychological effects 
appear. Then loss of confidence, feelings of incapacity and 
social inferiority, and sometimes wild behaviour and even 
delinquency follow. Games needing co-ordination of hand and 
eye also suffer, and bring, an added feeling of futility. These 
secondary symptoms usually develop when the child passes 10 
years and begins to be scif-conscious and to compare his attain- 
ments with his own ambitions and the achievements of others. 
Until then he has usually just been called lazy,, or stupid, or 
inattentive, or “not trying,” and he accepts thct.-jcriticism. 

The remedy is to ease educational pressure on reading and 
writing, to avoid criticism, to make the education as far as 
possible verbal instead of graphic, and to increase self- 
confidence through activities which give success. The difficulty 
usually fades at adolescence, and if the education has been kept 
at a reasonable level and discouragement avoided there should 
be little trouble after that. 



A New Inhalation Anaesthetic 

^^NEOTTHYL” 

Brand of 

METHYL N-PROPYL ETHER 

Methyl n-propyl ether (under the name Metopryl ’ ) , tried 
clinically in America ivith favourable results, has noiv been manu- 
factured by us in this country and given clinical trials under our 
brand name of “ NEOTHYL.” 

From preliminary reports this ether appears to shoiv certain 
advantages as an anaesthetic over diethyl ether, and ive ivill gladly 
send samples for clinical trial to any anaesthetists interested. 

J. F. MACFARLAN & GO. 

^lanujacturin^ Chemists since 1780. 

8 Elstree Way, 109 AbbeyMll, 

Boreliam Wood, HERTS. Edinburgh, 8. 
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LAWS OF MEDICINE 

Courvoisier’s 


Law 


“In obstruction of the bile duct by a 
stone, dilation of the gall bladder is rare, 
the organ having already been rendered 
fibrotic. In obstruction from other causes, 
however, dilation is common; fibrosis 
occurs in only iji^ of these cases, 



LUDWIG couRVOisiER, bom in 1S4} at Basle, 
Switzerland. Professor of Surgery 1888. Noted for his 
contributions to the surgery of the biliary tract. Died in 1^18. 

FAMILIAR TO DOCTORS siflce thck Student 
days, Courvoisier’s Law defines two useful 
though not invariable rules. 

Just as the laws of medicine may be qualified 
by later experience, so there can be no finality in 
the sphere of drug manufacture. The Boots 
organisation is alert to every possibility for new 
developments, and behind its great rfesources for 
research and production there is a long tradition 
of service to the medical profession. 

BOOTS PURE DRUG COMPANY LTD. 
NOTTINGHAM ENGLAND 

P.3 





Gastric 

or Duodenal Ulcej 


of the increasing adoption of 
X intensive alkaline medication for gastric and 
ouodenal ulceration, the selection of a suitable 
antacid agent is a matter of considerable 
importance to the genera! firactitioner. 

‘AIocol’ allows of antacid therapy in a particularly 
effective, safe and reliable form, and replaces with 
advantage mixtures composed of sodium bicarbonate, 
magnesia, bismuth, etc.’ It does not produce any un- 
pleasant secondary reactions, even when taken in large 
doses and over a long period of time. 

AJocoJ * neutralizes excess gastric addity to the most favour- 
able degree without provoking the danger of alkalosis, thus 
producing a markedly soothing effect on the gastric mucosa 
with the prompt relief of pain and discomfort. 

* AloTol * is available in the form of Pou'd'er, Tablets and Cream. 
Powder — The normal dose is 1 gramme before and after meals. 

Tablets — Each tablet contains AlocoU 0i5 gm, ; P. Sacch. Alb., 
0 4 g.n. : Cocoa Powder^ 0.035 gm. : Excipient, q.'s. The norma! 
dose is 2 tablets before and after meals. 

Cream — Formula: Ahcol 6.0 parts approx. ; Glycerin 5.0 parts: 
Ol. Month. Pip. 0.005 parts ; Aq. Chlorof, 4.0 parts ; Aq. Dost. 
. to 100.0 parts. The normal dose is I to 3 tcaspoonftds between 
\ meals and at bed-time. 

.yglDCOL 




Colloidal Hydroxide of Aluminium 

Chemical history of' AIocol ' with clinical Jl 
reports and trial supply sent free to £ ' 
physicians on request. 

A. WANDER LTD.. 

. London, W.I. 
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2 ways 
to better results 



STANDARD 

Ensign “ Standard ” 
X-Ray film gives out- 
standingly good results 
* In Radiography of the 
lungs. Its fine deflni- 
'' tion, good contrast and 
freedom from fog are 
greatly appreciated ip 
this branch of radio- 
graphy. 
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The essence of prevention is to recognize the condition when 
the child is learning to read and give skilled tuition then, 
remembering that the child, however intelligent be may be, 
will be slower in learning the use of the written symbol than 
his fellom; but that he will, with care, ultimately master it. — 
1 am, etc., 

Lctndo.a. W.I. WjlZMM MoODtE. 

Old Age 

Sir. — Y our correspondent Dr. J. Rushworth Lund (October 
I. p. 75S) complains of the number of old people who have 
grown selfish and useless, and suggests that as they eat food 
and require attention they should be quietly put to perpetual 
sleep. 

This is a brutal proposition. There are, of course, selfish 
old people, but they are the exception ratlier than the rule. 
I could show Dr. Lund large numbers of the aged who are 
unselfish, kind, and thoughtful, who still do good work, and 
who are loved by those with whom they come in contact I 
would remind him there are plenty of examples of selfish, use- 
less, middle-aged people, and the same applies to the young. 
Are they all to be exterminated ? 

I do not know to what age group Dr. Lund belongs. 
Obviously not the aged. I hope he has many years of useful 
work before him. Later in life he svill probably look a little 
more kindly at the old people. So many of them have worked 
hard and done so much good that they deserve some considera- 
tion at the end of life. I trust he will get no support for, or 
sympathy with, his perfectly horrible suggestion. — I am, etc.. 

Hot e. Sussex. i— A. PaRRV. 

Sm. — Dr. J. Rushworth Lund’s letter (October 1, p. 758) on 
the above topic carries with it many dangerous implications 
which if not refuted may still further damage our sodety 
already burdened with the false concept of atheistic materialism. 
Surely the experience of the last ten years should now indicate 
to aiiy sensible person how shallow such a concept of life 
really is. 

Has not this materialist concept of life crumbled into dust 
and ashes in the very sight of those most anxious to build 
it up ? 

Old people should never ask themselves, "What use am I in 
the world ? ’’ Nor indeed should anyone. As for sons and 
daughters unable to marry, has Dr. rLund never heard of 
charity, the greatest of all the virtues ? When a person’s 
natural rights are voluntarily surrendered in the interests of 
charity that person is living on a very much higher sphere than 
the person who in similar circumstances insists on the exercise 
of his natural rights. As to segregation and euthanasia, are 
these remedies really compatible vrith the dignity of the 
individual ? Has the individual no supernatural destiny ? And 
who without just cause can take the life of another individual, 
which, I suggest. Sir, belongs to God and to God alone? — 
I am, etc., 

Barnsley. Yorks. -EdWARD D, JoNES. 

Paddington Green Children’s Hospital 

Sir, — ^1 would like to add a word to Dr. D. W. Winnicott’s 
letter (September 24, p. 711). The first post I held in London 
was as houseman in Paddington Green Children’s Hospital 
fifteen years ago. Since then I have never worked in a more 
happy hospital nor one in which the individual counted for 
so much. Everybody knew everybody, from telephone girl 
to senior physidan. and the Hospital was a happy, highly effi- 
cient unit with a high sense of duty and individual responsi- 
bility. It has always seemed to me that this small children’s 
hospital was in its way among the very best of its kind. 

In the new order of things it is I suppose inevitable that 
these things will occur, but is it sufficiently appreciated by the 
public that they have now one less' hospital in their area to 
serve the local needs, and by the medical profession that it 
leads to termination of appointments of members of the staff, 
who have usually given , many years* honorary service to 
such hospitals, without redress and with very little thanks ? 
This mantis-like union of small hospital with large is apparently 


unhealthy for the patients and medical staff of the smaller 
partner the larger, in a few recent instances, digesting bricks 
and mortar satisfactorily while unable to assimilate the human 
portion of the diet. In the closing down of Paddington Green 
Children s Hospital the population of the area has suffered a 
personal loss, as have also those of us who remember this 
hospital in the past. — I am, etc., 

London. S.W.l. F. DUDLEY HaRT. 

Sir,— D r. D. W. Winnicott (September 24, p. 711) has done 
a great public service in bringing to light the facts concerning 
the closing of Paddington Green Children’s Hospital. It is 
indeed a tragedy that such an institution, second only to Great 
Ormond Street in efficiency, can be so quietly planned out of 
existence. By some mischance St. Mary’s was allotted two 
children’s hospitals, whereas there are two other teaching hos- 
pitals in the North-West Metropolitan area who have none. It 
would seem a simple matter to arrange a transfer, and it would 
save the Ministry of Health £10.000, which is the estimated cost 
of transforming a 50-bed children’s hospital into an adult hos- 
pital with half the number of beds. A petition signed by 8,000 
mothers, protesting against the closure, has this week been 
presented to the Minister. Perhaps this plea may prevail where 
logical argument has failed. — I am. etc., 

London, w.i. Massey Dawkins. 

Sir, — D r. D. W. Winnicott (September 24, p. 71 1) is to be 
congratulated on making known the regrettable intention of 
St. Mary’s Hospital Board to close the Paddington Green 
Children’s Hospital and also for stating his views so fairly 
and so pointedly. Furthermore, I feel absolutely certain his 
opinions are those of eveiyone who has had the privilege and 
joy of serving such a splendid institution and would be strongly 
supported by countless mothers in the disiria, and further 
afield, who have themselves been kindly treated there or regu- 
larly take their own children for treatment there in preference 
to the less personal out-patient department of the general 
hospitals in the area. 

Having been fortunate enough in the course of my paediatric 
training to have held an appointment at this worthy and happy 
hospital, I would like to state that Dr. Winnicott’s remarks are 
in no way exaggerated. In fact the personal and happy atmo- 
sphere that prevails is one of the outstanding characteristics of 
the hospital and is quite unique. The decision to close the hos- 
pital could only be made by persons ignorant of this fact and 
of the tremendous amount of work done by the hospital which 
would have to be diverted to the already crowded, less special- 
ized, and less personal casualty departments of other hospitals. 

There can be little doubt that whatever the need for skin or 
throat beds or whatever the need to adjust St. Mary's under- 
takings the needs of the mothers and children in the area should 
be the first consideration. Were this, in fact, the case this 
decision would never have been contemplated, nor would such 
an injustice take place. It is only to be hoped that the authori- 
ties interested in child health and the treatment of sick children 
are aware of what is happening and are quick enough and 
interested and influential enough to prevent this tragic blunder 
occurring. Renowned as it is, St. Mary’s Hospital stands only 
to lose by this proposal, not only in reputation but by addi- 
tional strain on its resources. It is to be hoped that those 
responsible will think again and be prepared to do the just 
thing. — I am, etc., 

Lomlon. W.C.I. RODERICK MaGCS. 

What is Social Medicine ? 

Sm, — I am much obliged to Professor W. Hobson for his 
very lucid and interesting letter (September 3, p. 546) in reply 
to my previous letter, and also to Dr. Alice M. Stewart for 
her courteous letter supporting the views of Professor Hobson. 
Both writers make it quite clear what they understand by the 
term social medicine, and no one could gainsay the importance 
of the work which they envisage, and in which they are engaged. 
But why call it social medicine ? Is not all medidne social, 
at least in its practical appUcation ? And is not sodal medidne, 
as explained in these two letters, just preventive medidne writ 
large? There can only be one purpose animating both — 
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namely, the promotion of health and the prevention of disease. 
Social medicine may seek to study and evaluate the conditions, 
social or otherwise, affecting the incidence of diseases which 
have not hitherto been investigated on comprehensive lines, and 
may be able to do so with more efficient means of research 
than the old public health could afford ; but surely this is only 
a natural extension of the principles of the old preventive 
medicine, which never set any bounds to its sphere of work. 

Public health work in the past sought primarily to provide 
healthy conditions of life, and by means of health education 
to secure the intelligent co-operation of the public. Then it 
made direct attacks on those diseases which appeared most 
amenable to prevention, e.g., tuberculosis, enteric fever,- diph- 
theria, and venereal diseases, and has done so' with a large 
measure of success. But it did not consider its sphere limited 
to infectious disease, and by embarking on -its schemes for 
maternity and child welfare, and the school medical service, it 
entered the realm of general medicine, though mainly from the 
preventive point of view. Even juvenile delinquency, mentioned 
by Professor Hobson, has not been overlooked at our child- 
guidance clinics. 

I must confess on re-reading this letter that I may have been 
engaged on a petty hair-splitting crusade, but I did want to 
show that the old public health, as it is now called, was not 
such a hidebound affair as some people seem to think, and 
that the new public health is not so new as some people try 
to make out. — I am, etc., 

Tomaay. 'rHOMAS',GlBSQN. 

Concepfions of Right and Wrong 

Sir, — can hardly congratulate Dr. J. E. Wilson (Sep- 
tember 24, p. 711) on making an allegedly confused opinion 
of mine on the M'Naghten rules any clearer. With due respect, 
he seems to have bemused himself with legal terminology and, 
so far as I can understand his words, manages by a solemn 
blending of verbal incompatibles to indicate that the answer 
is in the affirmative and also in the negative. 

A simple question was asked in my previous letter about the 
meaning of the word wrong ” in the M Naghten rules (used 
for brevity, and convenience — I know about the answers of the 
judges, etc., which Dr. Wilson brings up). I repeat the ques- 
tion in the plainest way i can think of: (n) Does the word 
“ wrong ” (as used in the M’Naghten rules) mean wrong accord- 
ing to English law ? (b) Does it mean morally wrong ? (c) Is 
it capable of meaning both according as it suits the purpose 
of counsel ? If Dr. Wilson can cease being awed by the fact 
that he is dealing with the law and, in equally plain and simple 
language (preferably in terms of “ yes ” and “ no ”), will give 
me the authoritative answer I am seeking, ! shall be in his 
debt. I might add that I am not in any way abashed by Latin 
tags. — I am, etc., 

London. W.t, FREDERICK DlLLON. 


date of registration to a date one month before the start of 
the examination) until the week ending September 3. If \\.as 
possible, therefore, for a candidate who had thought himself 
just eligible for the September examination to be refused admis- 
,sion le.ss than one month before the date of the first papers. 
Six months spent in polishing up is largely wasted when a 
sudden decision of the Royal College puts the examination into 
the dim period which lies beyond 18 months of military service 
— am, etc.. 

House-physician. 


Myxoedematous Madness 

Sir, — Dr. E. B. Davies (September 24. p. 706) writes that 1 
inferred that the pattern of psychotic disorder was determined by 
myxoedema and thinks the title of my paper, “ Myxoedematous 
Madness” (September 10. p. 555), suggests that a specific type 
of psychosis exists. That is the opposite of what I said— 
e.g., “Certainly in the series I have observed there has been 
no constant type of psychosis. ... It is the disease which is 
the characteristic feature, not its mental manifestations. . . . 
There is no specific psychosis.” By the title “ Myxoedematous 
Madness ” 1 meant that the myxoedema caused the madness. 
For instance, the expression “ hypoglycaemic reaction ” implies 
that hypoglycaemia causes the reaction, but does not imply that 
all hypoglycaemic patients behave In a similar way (which they 
certainly do not). 

Dr. Davies suggests that in my cases the myxoedema and the 
mental symptoms were a coincidence, and considers it mis- 
leading to call the association an organic psychosis.. It seems 
fairly obvious the psychoses were organic for several reasons ; 
(1) Because the onset of the psychosis was in every case after 
the' onset of myxoedema. If the -association were .fortuitous 
it would be likely for some of the cases to have had psychotic 
symptoms first. (2) Because the majority recovered dramatically 
with thyroid. (31 Because in the case that stopped thyroid the 
mental symptoms returned. (4) Because 50% of cases of 
myxoedema seen have had psychotic symptoms, whereas 50% 
of women between 30 and 50 are not psychotic as far as I have 
noticed. (I have charge of an endocrine clinic and two general 
medical wards as well as a mental observation ward.) 

Dr. Davies’s attitude that the search for. organic causes for 
psychoses is as fruitless as the search for the philosopher’s 
stone is not a helpful one. Surely the “gold of psycho- 
pathology ” is less helpful than malaria in a case of G-Pd- 
.Many organic conditions — cerebral tumour, neurosyphilis, 
pneumonia, hypoglycaemia, and so forth — undeniably cause 
psychoses which appropriate treatment usually cures. I never 
wrote (as Dr. Davies^ seems to think) that “ all the common 
psychoses ... are determined by organic causes.” I suggested 
that some might be found to be so caused. The majority 
of psychoses remain of unknown or psychopathological origin, 
but where physical causes exist their detection is a rewarding 
task for either physician or psychiatrist. — I am, etc.. 


The M.R.C.P. 

Sir, — M ay I draw your attention to the manner in which the 
Royal College of Physicians introduced the recent changes in 
the Membership examination ? The new regulations were first 
published at the end of July. The changes which they involved, 
particularly the new rule forbidding entry to those who_ have 
been qualified less than 18 months, were to take effect in the 
next examination, held at the end of September. However 
necessary the changes may have been it was surely discourteous 
of the Royal College to make these sweeping reforms without 
notice. No university authority would consider a similar 
change, even in its qualifying examinations, without at least 
six months’ warning being given. The conflicting claims of 
national service and Membership make it even more difficult 
for the postgraduate to adjust his plans to such abrupt 
pronouncements. 

To make matters worse, the secretarial staff of the College 
had no information concerning the details of the 18 months’ 
restriction (i.c., that the period was to be measured from the 
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POINTS FROM LETTERS 

Distinction Awards 

Dr. A. B. Stewart fBury, Lancs) writes: Patients have 
decided which tamily doctor will help them' most and have awarded 
him their capitation fees. There is no chance of distinction atvards 
for G.P.s. In my opinion the primary duty of the consultant is to 
help, in every sense of the word, the family doctor and through hint 
the patient. If this opinion is accepted it follows that the G.”. 
should decide which consultants have given most assistance 
qualify for distinction awards. Lopcally this process for deciding 
distinction awards can be carried a further stage. Consultants 
distinction awards arc decided by G P.s should in turn decide whicn 
of their colleagues outside the orbit of G.P.S are rendering most 
help in the assistance given to family doctors and their patients, 
thus qualifying for distinction awards. Thus the sequence of 
and responsibility, from patient to remotest research worker, could oe 
made complete. 
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Medical Notes in Parliament Universities and Colleges 


Imported Books 

During the special sittings of Parliament Mr. H.srold Wilson 
made a statement on September 29 in the House of Commons 
about the relaxation of import restrictions. He announced the 
issue, as from October 5, of open general licences which would 
piermit anyone to import the goods concerned without an import 
licence from any country other lh.in those .specifically e.scluded. 
He circulated a list of goods to be included on open general 
licences, which specified chemicals, drugs, and medicines, with 
various medical, surgical, and dental appliances and instruments. 
Books were also on the list ; and from October 5 an open 
general licence would be issued for all imports of books from 
■■ soft currency " countries. Countries e.scepted from the scope 
of open general licences include the United Stales, Canada, 
countries in Central and South America, Belgium, Switzerland, 
Western Germany, the U.S.S.R., and European countries associ- 
ated with it On September 27 Mr. M. C. Hollis had raised the 
question of the licensing of the import of books. He said that 
as a result of this licensing the country’s educational life had 
suffered. Frequently pupils had been told to read for e.xami- 
nations books which were not obtainable in this country. 
Scientific work had been hampered. Since by the loan agree- 
ment Britain must not discriminate against the Americans, it 
must e.xclude all works from everj’ country so that the 
.-kmericans did not have a grievance. If they could not have 
unlicensed import of books from the United States of America, 
at least they should have a free import of books from Europe. 
Eire, and the Dominions. 

Mr. Kenneth LtNos.vY said almost every country represented 
at the Strasbourg Assembly had similar quotas and restrictions 
to Great Britain. European unity should be made a reality at 
least in the world of books. 

Mr. A. G. BoTTOStLEV, replying for the Government, said that 
as a result of the Anglo-American Loan Agreement they could 
not allow books to come into this country which they pro- 
hibited from the United States. Learned scientific -and technical 
books were allowed in at the rate of 200% by value of pre-war 
imports. Import licences were issued quarterly, and the Govern- 
ment was arranging that for the next quarter the same ratio 
as before would come in. In addition, by the open general 
licence scheme any student who required a certain book could 
get it. although in some cases delay was unavoidable. The 
import of books from the United States must be limited. The 
Government could not consider taking anything further from 
the United States. 


Medico-Legal 


DRUGS LEFT EV CAR 

A doctor was recently fined £10 for keeping dangerous drugs 
other than in a locked receptacle.* He had pleaded guilty. 
The prosecution contended* that the doctor’s case had been 
found with some of its contents strewn on the ground. The 
case was taken to the police and was found to be unlocked. 
There was no sign of the lock having been tampered with. 
Among the contents missing were some tablets of pethidine 
and some morphine preparations. 

The defence said that all the drugs were recovered imme- 
diately and no harm had been caused to anybody. The only 
person who could report the loss of dangerous drugs from a 
doctor’s car was the doctor himself. If doctors were to be 
rewarded for reporting their loss to ' the police by being 
prosecuted, they would be discouraged from reporting iL The 
magistrate said that a serious case had been aggravated by the 
doctor leaving the unsecured drug case in hi s unlocked car. 

1 S/islof £vering Tf'crld. July 12. 

- Brislo/ Svfning Fozt, July 12. 


UNIVERSITY OF ABERDEEN 

At a medical graduation ceremony on September 2S the following 
degrees were conferred: 

M.D.— 'G. S. Riddell, W. F. Russell. 

M.B., Ch.B. — •W, I. Cranston, fj. G. Henderson, fG. G. Mathie- 
son, fW. W. Wi'ilson, B. C. Abemethy, Isobel B. Alexander, J. Barron, 
A. A. W. Boyd, Katharine McE. Brodie (nfe Le Roux), Margaret 
McG. Chrj'stall, F. Clark, I. McI. Cochran, W. Cochran, I. A. Cook, 
F. T. Crossling, H, J. Crow, G. MacG. Da\idson, Jean L. Davidson, 
Kathleen M. Dawson, B. NV. Duthie, E. A. Fox, A. B. Fraser, D. E. 
Fraser, D. MacL. Fraser, Doreen M. M. Gove, R. B. Gove, A. Hird, 
J. D. Hunter, J. C. S. Jeffrey, Jean D. Jockel (n^e Troup), F. F. 
Kinnaird, J. Knowles, I. H. Lewis, A. Lorimer. A. McK. McGregor, 
J. A. McGregor, Yvonne M. H. McGregor, Mairi E. Macleod, 
D. K. McTaggart, W. G. C. Manson, A. T. Mennie, R. S. W. 
Middleton, C. Miller, Frances F. Milne, G. A. W. Milner, R. W. 
Milner, N. Murray, W. D. Nicholson, Helen R. Phemister, J. W. 
Price, P. E. Rixon, J. Rose, Catherine I. M. Ross, R, G. Ross, 
W. A. Ross, G. S. Selbie, R. McK. Sinclair, R. A. Srm'ih. Eileen M- 
Spcncc, Doris L. Stephen, G. S. Stirling, Isobel R. S. Troup, R. G. 
Troup, Margaret F. Tweddle, D. C. V/ailer, G. L. Watt, Kathleen M. 
Watt, A. A. Will, G. A. Wood, Constance hi. Yule (nee Pols), 
R. M. Yule. 

•With honours, commendation 


UNIVERSITY OF LONDON 


A course of three lectures on “The Chemistr}' of the Transuranics 
and Other Newly Discovered Elements “ be given by Professor 
H. J. EmeHus, at the Universit>' College (Chemistry Theatre), 

Gower Street, London, W.C., on Mondays, October 31, November 
7 and 14, at 5.15 pJtn. 

Mr. A. J. Wright, Tyirecior of Medical Postgraduate Studies in the 
University of Bristol, will deliver the Semon Lecture on “Tonsillar 
Fonction: A Review of the Evidence” at the Royal Society of 
Medicine, 1, Wimpole Street, London, W., on Thursday, November 
3, at 5 p.m. 

Professor J. Z. Young will deliver two lectures on “ The Structure 
of Peripheral Nerve “ at University College, Gower Street, London, 
W.C., on Mondajs, October 10 and 17, at 5.15 p.m. 

A course of three lectures on “ Growth and Reproduction of 
Bacteria ** will be delivered by Sir Paul Fildes, FE..S., in the Anatomy 
Theatre of University College, Gower Street, W.C., on October 19, 
20, and 21, at 530 p.m. 

Sir James Lcannonlh, Professor of Surgery and Clinical Surgery 
in the University of Ed^burgh, will deliver a course of four H^ih 
Clark Lecluras at the London School of Hygiene and Tropical 
Medicine, Keppel Street, Gower Street, W.C., on November 21, 22, 
23, and 24, at 6 p.m. His subject is “ The Contribution of Surgery 
to Preventive Medicine.” . 

All the above lectures are addressed to studenU of the Uruversity 
and to others interested in the subjects. Admission is free, without 
ticket. 


UNIVERSITY OF WALES 

The Council of the 'R'eish National School of Medicine has 
appointed Frederick Roland George Heaf to the David Davies 
Professorship of Tuberculosis at the school. 

Dr. Hear qualified at St. Thomas's Hospital 
degree two veara latcf. He proceeded M.D. in 1923 and el^^ TR-C^. 
io 1946, ha^-ins taken the Membershija m 19-M. Dr. Heaf is S^or M^<jl 
Officer, London County Counefi, Adviser in Tuberculosis^ to the ..Iiastry cl 
Health, and president of the British Tuberculosis Association. 


university of LIVERPOOL 


The following candidates have been approved at the e-xamination 
indicated : 


Finm. M.B., Ch.B.— Part I: HDary A. Hagan, J. A. Howe, V.. R- 
fowell H. G. McDonald, Angela M. M. Manning, T. W. M^ck, 
B Newton. E. Patrick. J. W. Prout, Megan Roberts, D. Winter. 


UNIVERSITY OF SHEFFIELD 

The following candidates have been approved at the examinations 
indicated: 

M.D.— Helen N. Mellanby, E. L. M. Millar. 

Fisal M.B., Ch.B.— Daphne Burkinsbaw, Nancy Cole, J. D. 
Crabtree, P. Kelly, Barbara Kilpatrick, P. O. M. McGirr, S- 
Mohamedi, F. L. Myers, G. H. Pagdin, Kathleen Sampson. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended September 17. , [No. 37 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for : (a) The 126 great totvns in England and Wales (including London), 
(b) London (admihistiative county), (c) The 16 principal towns in Scotland, 
(d) The 1 3 principal towns in Eire, (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


1949 



(a) 

(b) 

(C) 

(d) 

— 

(e) 

(a) 

(W 

(o) 

(d) 

(e) 

Cerebrospinal fever 

34 

2 

25 

4 

___ 

26 

2 

11 



Deaths 


— 

— 




-r 

— 



Diphtheria 

78 

10 

30 

6 

5 

126 

12 

34 

6 

• 2 

Deaths 

I 

— 




— 

3 

2 

1 



Dysentery 

86 

7 

54 

1 

2 

50 

5 

39 



Deaths 




— 

— 




— 

— 

Encephalitis lethargica, 











acute 

1 


— 


— 

1 


— 

. 

— 

Deaths 


— 




— 




Erysipelas 



27 

2 

1 


\ 

35 

6 

3 

Deaths 


— 





— 




Infective enteritis or 











diarrhoea under 2 
years 




142 





58 

- 

Deaths 

27 


11 

16 

4 

36 

3 

6 

2 

I 

Measles* 

688 

42 

40 

48 

40 

2,614 

83 

45 

11 

39 

Deathsf 



1 

t 

— 


— 



Ophthalmia neonatorum 

S4 

12 

6 

■ ■ 

_ 

47 

9 

14 


__ 

Deaths 











Paratyphoid fever 

18 

1 

5(B) 

2(B) 


17 

2 




Deaths 

— 

— 

— 

— 

— 

— 

— 

— 

— 

Pneumonia, influenzal . . 

211 

10 

2 

1 

2 

283 

■ 9 

3 

2 

4 

Deaths (from influ- 











enza)t 

6 

— 

— 

— 

— 

4 


— 

— 


Pneumonia, primary . . 



85 

10 



10 

136 

16 


Deaths 

116 

18 


9 

3 

108 


5 

3 

Poh'o-encephah'lis, acute 

31 

3 




2 

— 




Deaths 











Poliomyelitis, acute 

311 

38 

8 

■ 3 

3 

72 

6 

2 

2 



Deaths! 

20 

2 




4 

■ 




Puerperal fever . . 


— 

10 




— 

17 


— 

Deaths 











Puerperal pyrexiall 

118 

9 

4 



2 

101 

9 

4 

— 

— 

Deaths 


— 









Relapsing fever 







— 

— 

— 



— 

Deaths 











Scarlet fever 

942 

75 

132 

62 

96 

925 

62 

220 

91 

49 

Deathsf 



— 

— 





* 



Smallpox 





— 

— 

— 

— 

— 

— 

— 

— 

^Deaths 





— “ 






Typhoid fever . . 

4 

.1 

1 

2 

— 

28 

— 

5 

2 

— 

Deaths 

— 

— 

— 

— 








Typhus fever 

4 


— 

— 

— 

— 

— 

— 

— 

— 

Deaths 




■ 







Whooping-cough* 

1,180 

48 

75 

33 

45 

2,635 

166 

68 

49 

10 

Deaths 

1 

— 

— 

— 

— ' 

12 





Deaths (0-1 yc.ar) 

225 

26 

49 

36 

15 

268 

33 

37 

14 

8 

Deaths (excluding still- 
births) 

3,702 

567 

.u 

CO • 

162 

88 

3,860 

601 

506 

159 

95 

Annual death rate (per 



9-7 

100 




10-2 

9-9 


1,000 persons living) 







Live births 

7,099 

1098 

891 

373 

225 

7,332 

llM' 

882 

427 

212 

Annual rate per 1,000 
persons living 



17-9 

23*1 


t 


17-8 

26-7 


Stillbirths 

188 

17 

27 



203 

24 

29 



Rate per 1,000 total 











births (including 

stillborn) .. 



29 





32 




1948 (Corresponding Week) 


Measles and whooping-cough ate not notifiable in Scotland, and the returns 
are therefore ah approximation only. , t- , j a r 

t Deaths from measles and scarlet fever for England and Wales, London 

?o°r'&d' SJd’w'aJ«, London (administraUve 

'^°5^e numb^'r’ofXalbs'Eom poliomyelitis and polio;cn«phalitis for England 
and Wales, London (administrative county), are combined. 

II Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 
Poliomyelitis 

Notifications in England and Wales for the week ended 
September 24 were: poliomyelitis 268 (3 1 1), polio-encephalilis 
27 (31). The figures for the previous week ar.e shown in paren- 
theses. This is the first substantial fall since the rise in notifica- 
tions began in the twenty-fourth week of this year. The cune 
generally has followed that of 1947 fairly closely, and it is to 



be hoped that the decline which began in the thirty-seventh 
week of that year has now set in. For comparison the curves 
for the present year and for 1948 and 1947 are set out in the 
accompanying graph. 

Multiple cases (poliomyelitis and polio-encephalitis together) 
were reported from the following counties: London 48 (41), 
Berkshire 3 (7), Cheshire 7 (4), Cornwall 8 (10), Devon 5 (5), 
Dorset 4 (3), Essex 17 (18), Hertford 7 (4), Kent 18 (16), 
Lancaster 24 (29), Leicester 5 (13), Lincolnshire, Holland 4 (1), 
Lincolnshire, Lindsey 4 (6), Middlesex 20 (25), Norfolk 2 (3), 
Northampton 4 (3), Northumberland 13 (10), Nottingham 9 
(II), Oxford 3 (0), Soke of Peterborough 2 (1), Somerset 7 (8), 
Southampton 8 (10), Suffolk East 5 (1), Surrey II (14), Sussex 
West 2 (1), Warwick 8 (10), Westmorland 2 (0), Wiltshire 9 (6), 
Yorks West Riding 19 (33), Glamorgan 3 (3). 

In the United States a peak of incidence was reached with 
3,419 cases of poliomyelitis in the week ended August 20, and 
since then the notifications have been- fewer. Already 29,051 
cases have been reported this year. 

Sex and Age Composition of Population 

Estimates compiled by the Registrar-General of the civilian 
populations of each local government area in England and Wales, 
showing the numbers of each sex at various age groups, have 
recently been published.' Figures such as these are usually 
only available when a census is taken. Owing to the war, 
there has been no census since 1931, and the latest figures 
previously available were those based on the enumeration 
carried out for national registration purposes on September 29. 
1939. Those figures were affected by mobilization and evacua- 
tion and could not be regarded as reflecting normal conditions. 

The present figures relate to December 31, 1947, and have 
been largely based on a special examination of the individual 

‘Estimates of the Sex and Age Distribution of the Civilian Popvh- 
tiott in Regions and Administrative Areas of England and Wales at 
December 31, 1947 . H.M.S.O., price 2s. 6d. 
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population records maintained in the local National Registra- 
tion Ofllces through the country. In most areas there are wide 
diflercnces betx'ecn the numbers of men and numbers of women 
at certain age croups, which arc mainly due to the e.xclusion of 
members of the armed Forces and merchant seamen from The 
figures. For the country as a whole the approximate ratios 
of males to every 1,000 females (.induding members of the 
armed Forces and merchant seamen) at the ace groups mainly 
-iffeeted arc as follows; 


All aces . , 

940 

25-34 

986 

lS-19 

.. 1.017 

35-44 

992 

20-24 

. 1,021 ! 

45-54 

98S 


Comparing the 1947 figures with those obtained from the 1931 
census, the general ageing of the population is readily apparent. 
For instance, during this 16-year period (a) the proportion of 
the total population of England and Wales under 15 years of 
age has fallen from 23.8% to 21.9%, and the proportion over 
65 has risen from 7.4% to 10.9% ; (b) corresponding figures for 
Wales alone are: under 15. a fall from 26.6% to 22.4%; over 
65, a rise from 6.7% to 10.S%> ; (r) for the administrative 
county of London the figures are : under 15. a fall from 21.5% 
to IS.9% ; over 6.5. a rise from 7.3% to I0.S "„. 

Discussion of Table 

In England and tl'alcs there were increases in the notifications 
of scarlet fever 213, acute poliomyelitis 27, dysentery 27, and 
diphtheria 12, with decreases in the incidence of measles IS7 
.md « hooping-cough 48 

.■\n increased incidence of scarlet fever uas reported through- 
out the counlty. The rise in the incidence of diphtheria was 
due to scattered isolated cases : the largest returns during the 
steek were London 10. Durham 10, and Lancashire 9. The 
largest returns for measles came from Lancashire 106, Durham 
72. London 42, and Yorkshire West Riding 38. The largest 
fluctuation in the incidence of whooping-cough was an increase 
of 31 in Middlese.x. 

Outbreaks of dysentery were notified in Durham, Helton 
U.D. 15: Glamorganshire. Neath M.B. 11; Yorkshire West 
Riding, Dewsbury C.B. 8: and Essex, Thurrock U.D. 6. The 
incidence of food-poisoning was high in Essex 86, London 40, 
and Norfolk 28. 

In Scotland there were decreases in the notifications of 
dysentery 38 and acute primary pneumonia 24, while increases 
were reported for cerebrospinal fever 13, whooping-cough 13, 
and diphtheria 9. The rise in the incidence of cerebrospinal 
fever and diphtheria was mainly contributed by Glasgow. Of 
the 54 cases of dysentery 45 were notified in Glasgow. Cases 
of paratyphoid fever were notified from Lanark County 3 and 
Glasgow 2. 

In Eire there were falls in the notifications of whooping-cough 
54 and scarlet fever 26, with a rise in the incidence of measles 

26. Notifications of dianhoea and enteritis were 3 more 
than in the preceding week, but in Dublin C.B. the notifications 
fell from 115 to 105.' The decrease in the incidence of 
whooping-cough and scarlet fever was due to the experience 
of Dublin C.B. A small rise in the incidence of measles w-as 
recorded throughout the country. 

In Northern Ireland the chief fluctuations were a rise of 27 
in the notifications of scarlet fever and a decrease of 26 in the 
notifications of whooping-cough. 

Week Ending September 24 

Notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,097, whooping-cough 
1,061, diphtheria 92, measles 659, acute pneumonia 226, cerebro- 
spinal fever 35, acute poliomyelitis 268, acute polio-encephalitis 

27, dysentery 78, paratyphoid fever 23, typhoid fever 8, food- 
poisoning 245. 


The Ministry of Food slates that minute traces of lead in 
curry powder and copper in tomato products are not uncom- 
monly found. Maximum limits for these elements have there- 
fore been prescribed, and the composition^ of these and other 
commodities defined, by the Food Standards (Curry Powder) 
Order, 1949, and the Food Standards (Tomato Ketchup) Order, 
1949, under the Defence ISaie of Food) Regulations. 


Medical News 


Hospital to Reopen 

The South-Eastern Hospital for infectious diseases at New 
Cross, London. S.E., is to be reopened as the New Cross 
General Hospital, with accommodation for about 200 patients, 

“ Academician Pat lov ” 

.^s part of the Pavlov centenary celebrations the film 
“ Academician Pavlov " was shown to an invited audience on 
September 26. The film, which runs for over an hour, was well 
received. 

Jodrcll Chair of Physiology 

Professor C. Lovatt Evans, F.R.S., has retired from the Jodrell 
Chair of Physiology of London University, and was succeeded 
from October 1 by Professor George Lindor Browns, F.R.S., 
whose appointment has been announced previously 

Streptomycin Manufacture Controlled 

From October I strepto.-nycin can be manufactured for sale 
only under licence, and it must conform with prescribed condi- 
tions as to strength, quality, and punty. These requirements 
are laid down in the Therapeutic Substances Amendment 
Regulations, 1949. 

Import Restrictions Rela-xcd 

The Board of Trade has announced that restrictions have 
been relaxed on the import of drugs and other chemicals, 
medical - and surgical instruments, and books obtained from 
countries where they can be bought without risk of losing gold 
or dollars. 

Prize for Work on Thyroid 

The American Goiter Association offers the Van .Meter prize 
of 300 dollars and two honourable mentions for the best essays 
submitted on original work related to the thyroid gland. The 
essays may be on either clinical investigation or research, and 
should not be longer than 3,0(X) words. Two copies should be 
sent to the corresponding secretary. Dr. George C. Shiven, 
100, East St. Vrain Street, Colorado Springs, Colorado, U S. A., 
before January 15. 1950, 

Colour TeletisioD 

A demonstration of colour television, with equipment suit- 
able for viewing surgical operations, was given by Messrs. 
Pye, Ltd., at Olympia on October 3. A number of articles 
were shown being televised — some, brightly coloured, such 
as a bowl of flowers, and others, such as human bones, less 
colourful. The equipment operates at 405 lines a frame, and 
gives the same definition as the B.B.C. transnussions. The 
colours are effectively natural, though comparison with the 
objects being televised sbow’ed that they' departed considerably 
from their actual colours. There was no fiare from the highly 
polished surgical instruments, and the depth of focus allowed 
the furthest parts of a mandible to be seen as clearly as the 
nearest when it filled the screen. The apparatus seems to he 
entirely suitable for televising operations, and probably an 
audience of 20 or 30 would have a good view of the surgical 
field. At present the approximate cost of the equipment is 
£25,000. 

wais 

Dr. John Wardle Bone, formerly Treasurer of the B.MA.., 
left £73,952; Dr. Joseph Henry Churchill, of Bath, left 
£12.369 ; Dr. Charles Cromhall Easterbrook, of Edinburgh, 
£48549; Dr. Wilfred Nightingale, of Lytham St. .Annes, 
£13,131 ; Dr. John Finlayson Lang, of Rathgate, West Lothian, 
£ 12560 . 
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Tuesday 

Jnstitute of Dermatology, 5, Lisle Street, Leicester Square, 
London. W.C.^ — October 11, 5 p.ni., " Hisiology of the Skinf* by 
Dr, I. Muende. 

iNpiruTE OP Obstttrics a.vd G\’naccologv.— At Postgraduate 
Medical School of London, Ducanc Road, W., October 11, 3 p.m., 
*' Problems of Infertility in a County Centre** by Dr. Margaret 
Jackson. 

SociEri* OF Chemical Isdustry: Fine Chemicals Group.—Ai Royal 
Insiiiuiion, Albemarle Street, London. \V., October 11, 7 p.ni.. 
Polymerization with Special Reference to Poly- 
saccharide Synthesis.** by Professor ^I. Stacey, PhJ)., D.Sc. 

Wednesday 

Glasgow UNiATRsm* : Department of OpimiALMOLOGY. — October 
12, S pjn., “ Control of Clotting in Ophthalmology’* by Dr. 
W, O. G. Taylor. 

Royal College of Odstetricians a.vd G\’naecolocists, 58, Queen 
Ajine Street. London, W.—October 12, 2J0 p.m., ’’Scotland’s 
Contribution to the Progress of Midwifery' in the Eighteenth and 
Early Nineteenth Centuries,’* William Meredith Fletcher Shaw 
Memorial Lecture by Professor R. W. Johnstone. 

SociETT OF Chemical Industry: Food Group. — At Medical Society 
of London, II. Chandos Street, Cavendish Square, London, W, 
October 12, 6.15 pan., meeting of Microbiological Panel. ’’Aspects 
of the Mineral Metabolism of Micro-organisms ” (1) Use of Asper- 
gillus niger for the Determination of Mineral Nutrients in Soil, 
by Dr. D. J, D. Nicholas; (2) Effect of Ion Exchange Treatment on 
fa) Composition, (b) Microbiological Stability of Apple Juice, by 
Drs. D. W. Challinor and A. Pollard. 

York Medical -Society. — At Tempest Anderson Hall, York, 
October 12, 3 p.m., “ Nen' Pathways in Medicine,” by Sir Henry' 
Cohen. 

Thursday 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C.- — October 13, 5 p.m., ” Skin Affections of the Hands 
and Feet” by Dr, G. B. Mitchell-Heggs. 

National Hospital, Queen Square, London, W.C. — October 13, 
S p.m., ” Diagnostic Errors in Neurological Practice,” by Professor 
G. H. Monrad-Krohn (Oslo). 

St, George’s Hospital Medical School, Hyde Park Comer. 
London, S.W. — October 13, 420 pan., lecture-demonstration: 
“ Psychiatry,” by Dr. D. Curran. 

NVestminsttr Hospital School of Medicine. Meyerstein Lecture 
Theatre, Horseferry’ Road. London, S.W. — October 13, 5.30 p-m., 
Clinico-pathological demonstration. Discussion: ” Leukaemia and 
its Treatment.*’ 

Friday 

Royal Institute of Philosophy, 14, Gordon Square, London, W.C. 
-October 14, 5.15 p.m., ’’Scope and Aims of ’Synoptic’ 
Philosophy.” by Professor H. H. Price, 

Royal Sanitary I.vstitutib, — At Tunbridge Wel/s Tou'n Ha/l, 
October 14, 10 aan., ” Newer Methods in the Tracing of Typhoid 
Outbreaks Including the Value of Phage Typing.” discussion to 
be opened by Professor J. C. Cruickshank. " 

Saturday 

North of England Otolaryngological Society. — At Harrogate 
and District General Hospital, Knaresborough Road, Harrogate, 
October 15, 2 p.m.. Annual hleeting.' 

Nutrition Society. — At Department of Pharmacology, Birmingham 
University, October 15, 1.15 pan., ’’Triglyceride Fats in Human 
Nutrition” by Professor A. C. Frazer, Drs. J. Hikes and J. M. 
French (Department ujf Pharmacology, Birmingham University), 
Professor T. P. Hilditch (Department of Industrial Chemistry. 
Liverpool University), and Profesor P. Kraut (Berlin). 

York Medical Society. — At 17, Stonegate, York, October 15, 
820 p.m., “ Diagnosis and Prevention of Whooping-cough,” by 
Professor Robert Cmickshank. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Cole. — On September 17. 1949. at City and County Hospital. Londondeny, to 
Nancy (nee Jones), S.R.N.. wife of J. O. Y, Cole, M.D., D.M.R.E., a son 
— David Ovren James 

HargroTe, — On September 23, 1949, at the Hill Nursing Home. Reading, to 
Rlizabeth (aCc Corbett-Low'c), wife of Dr, Peter Hargrove, a daughter — 
Gillian Dingwall. 

Hopnood. — On September '20. 1949. at Kampala. Uganda, to Shirley (nic 
Newman), wife of Dr. B, E. C. Hopwood, a brother for Penelope Ann — John 
Burton. 

Loves. — On Septetaber 24. 1949. at The Haven. Great Chesterford. to Daphne 
(nfe Wailes) and David Lewes. M R.C.P.. a daughter — Jane Christina. 

RoDcbeftl. — On Septemoer 18 1SW9. at Winebmore Hili. to Sylvia (nfe Helme), 
wife oJ Dr. John'Ronebetti, a sister for John Kirtland. 

MARRIAGES 

Brearley— HewltL — On September 8. 1949. at Sandiway. Cheslurc. Roger 
Brearley. M.B., F.R.C.S.. to Joyce Mary Hewitt. 

Webber — Hay. — On September 28. 1949, at St. Peter’s Church. March. Cambs, 
George Edward Francis Webber (formerly of Buenos /^res and India) to 
Hilda Russell Hay. M.B.. Cb.B.. D.P.H., County’ Medical Officer. Isle o/ Ely. 


Any Questions ? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. JVe publish here a selection of those 
questions and anstvers which seem to be of general interest. 

Streptomycin during Pregaanej- 

Q . — is there any evidence that administration of streptomycin 
during pregnancy is likely to result in labyrinthine damage to 
the foetus? 

A. — The answer to this question is probably not yet known, 
because comparatively few women have received streptomycin 
during pregnancy. Moreover, streptomycin has been available 
for only a short time, and it will presumably be necessary to 
wait until children exposed to its influence in utero are 14 to 
2 years old before their auditory function can be assessed with 
any degree of certainty. Streptomycin can cross the placenta, 
and has been demonstrated in the foetal blood in amounts 
comparable to those in the maternal circulation, and also in 
liquor amnii in heavy concentration ; toxic effects might there- 
fore be expected. On the other hand, there is some evidence 
that damage to the auditory apparatus is a less common side- 
effect in children than in adults. 

This problem would appear to be of considerable importance, 
and it is to be hoped that those who have experience of 
administering streptomycin to pregnant women will comment 
on the results to the foetus, if possible relating them to the 
period of pregnancy at which treatment was given. 

Temperature and Pulse Rate in Phthisis 

Q . — Above what levels of oral temperature and resting pulse 
rale is activity indicated in a patient with pulmonary tubercu- 
losis (a) when resting in bed and (b) when getting up? 

A. — The variations which can occur in the so-called normal 
temperature in health are greater than is generally realized. 
A ^umal variation of 3° F. (1.6° C.) is common, and the 
temperature range is at different levels in different individuals. 
Thus, one healthy subject may have a daily variation between 
97.2° and 99.2° jF. (36.2° and 37.3° C.), while another's may be 
between 95° and 98° F. (35° and 36.7° C.). These facts, which 
have been fully described recently by Samson Wright (Journal. 
April 9, 1949, p. 610), are of great importance when evaluating 
the temperature of a tuberculous patient. It is necessary first 
to estimate the normal range for the particular individual, since 
a rise to 99° F. (37.2° C.) in a patient with a high norma! range 
may be of no significance, whereas it may indicate fever in a 
patient with a low normal range. In general, it may be said 
that a reading above 99.5° F. (37.5° C.) in a patient who is 
resting in bed probably indicates disease activity. The tempera- 
ture must be taken at the same times each day, and these should 
not be after meals: the thermometer must always remain in the 
mouth for a full five minutes to obtain an accurate reading. 
Allowance must be made for the considerable variations in 
temperature which accompany the menstrual cycle in most 
women. Occasionally a patient who has been in bed for some 
time will have an evening temperature of about 100° F. 
(37.8° C.), and this will come down to a lower level when the 
patient starts to get up. Such a “ bed temperature ” is by no 
means uncommon. When the patient is up and about, other 
factors, such as variations in external temperature and muscular 
exercise, will alter the temperature range. A rise in temperature 
of 1° F. (0.55° C.) after exercise is not imcommon, but this' 
should settle down after half an hour’s rest. 

The pulse rate is a less reliable guide. Usually it follows the 
temperature, but it is much more easily affected by nervousness. 
A persistent tachycardia should lead one to suspect activity of 
the disease ; \ride variations in the pulse rate are probably due 
to psychological causes. It must be stressed that both tempera- 
ture and pulse rate are far inferior to serial radiography in 
assessing the progress of a case of pulmonary tuberculosis. 
X rays not infrequently reveal active disease in a patient who 
is afebrile. 
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Urethritis 

Q. — (a) are the signs and symptoms of urethritis in the 

male due to Trichomonas vaginalis, and what treatment is indi- 
cated? (b) Are there any cases on record of urethritis caused 
by spermicidal contraceptives ? 

k. — (a) The signs and symptoms of urethritis in the male due 
to Trichomonas vaginalis do not differ in any important respect 
from those due to various other forms of non-gonococcal 
urethritis, but it is probable that T. vaginalis more Often 
causes a baianoposthitis or prostatitis than a simple urethritis. 
Rendering the urine alkaline is said to be effective in most cases, 
but a more reliable form of treatment consists in filling the 
urethra with powdered acetarsol in water or saline, holding it 
there for a few minutes, and milking it back as far as possible 
towards the posterior urethra. 

(b) Most venereologists consider that various contraceptive 
chemicals are liable to cause urethritis, but it is obviously 
difficult to prove that they do so. 

Intravenous or Intramuscular Heparin 

Q. — Disregarding speed of action, is heparin less efficacious 
when given intramuscularly than when given intravenously ? 

A. — Heparin, being expensive, is usually given intravenously, 
but it is just as efficient when given intramuscularly, provided 
the dose is at least doubled — some say trebled or quadrupled. 
The precise comparable dose is still uncertain. 

Rheumatoid Arthritis and Epilepsy 

Q. — Are any statistics available showing the coincidence of 
rheumatoid 'arthritis and epilepsy ? In a small experience / 
have not encountered such a combination. If the coincidence 
of the two diseases is rare, might the recent discovery of 
“ cortisone ” be a pointer to the aetiology of epilepsy ? 

A. — ^There appear to be no statistics showing the coincidence 
of rheumatoid arthritis and epilepsy, nor is the occurrence of 
rheumatoid arthritis recorded as being more or less frequent in 
epileptics than in the normal population. It would seem a 
somewhat far-fetched assumption, on the basis of these nega- 
tive observations, that there may be a common aetiological 
factor. It is known, however, that “ cortisone ” (17-hydroxy- 
1 1 -dehydrocorticosterone ; compound E) will produce a well- 
marked euphoria in arthritics and others, and this fact has led 
certain psychiatrists to assume that it may perhaps prove of 
some value in nervous and psychiatric illness. 

Effect of Pregnancy on- Libido 

Q. — Is there any explanation for the fact that after their first 
pregnancy many young women experience a loss of sexual 
appetite and satisfaction ? There has been no active distaste 
in two cases seen recently — merely an indifference where before 
there had been desire. Both are healthy young women with 
second children, and no physical cause can be found. Is the 
condition likely to ameliorate — one case is of three years’ 
duration, the other of IS months ? Is there any treatment ? 

A. — Reduced sex desire after pregnancy, especially the first 
pregnancy, is the experience of most women. The fact that a 
fundamental objective of coitus has been achieved, the awaken- 
ing of mother love with some readjustment of the woman’s 
affections, the extra work and anxiety associated with looking 
after the child, etc., all play their part. A local organic basis 
is most unlikely so far as sex desire is concerned, although 
an overstretched vagina might diminish satisfaction. These 
troubles, however, are usually only temporary' and clear up 
as the period of nervous strain passes, as physical well-being 
returns, and as the baby grows independent. If loss of libido 
should persist, another factor — fear of pregnancy — should be 
kept in mind, and in such a case the appropriate treatment is 
advice on contraception. Explanation and reassurance may be 
all that is necessary in other cases. The wife should avoid 
getting overtired, and the husband should have patience and 
understanding. 


NOTES AND COSOIENTS 

Toxic Effects of “ Diparcol.”— Dr. R. C. Meek (Birmingham) 
writes ; In “ Any Questions 7 ” in a recent issue of the Journal 
(August 13, p. 398) an inquiry was made by a reader regarding the 
dangers of the drug “ diparcol.” In the reply it is stated that French 
workers reported a fatal case of agranulocytosis but considered this 
to be due to other drugs used at the same time. In view of the 
present extensive use of diparcol I think the following experience may 
be of interest. The patient, a married woman aged 58, had suffered 
from post-encephaiitic parkinsonism since about 1935. On admission 
to hospital on May 18, 1949, she showed extreme rigidity of the face, 
neck, trunk, and all four limbs, and a rhythmic tremor of the hands. 
Diparcol was started on May 29, 1949, in a dosage of 50 mg. b.d. 
The dosage was steadily increased till July 15, 1949, by which date 
she was receiving 1 g. daily. On this dosage there was considerable 
relief of the rigidity and tremor. She was kejlt on 1 g. daily till 
July 28, 1949, when slight mental confusion developed; the dosage 
was reduced to 400 mg. daily. On August 4, while still on 400 mg. 
daily, she complained of a sore throat and general malaise. Examina- 
tion showed a temperature of 99.5° F. (37.5° C.), a patch of exudate 
on one tonsil, and a few small boils on the trunk. Diparcol, which 
was the only drug she was receiving, was stopped and she was put 
on penicillin 50,000 units 3-hourly. A white cell count showed a 
total of 3,900 per c.mm. with only. 4% granular cells; a throat 
swab showed a heavy mixed growth with a coagulase-positive 
staphylococcus predominating. On August 5, 1949, in spite of treat- 
ment (which by this time included pentose nucleotide) the tempera- 
ture had risen to 103° F. (39.4° C.), and she now showed large 
patches of exudate covering both tonsils. She died on August 6, 
1949. At necropsy it was seen that there were ulcers on the posterior 
part of the tongue in addition to those on the tonsils. The lungs 
were oedematous, and there was congestion of the bronchial mucosa 
but no evidence of bronchopneumonia. The liver showed cloudy 
swelUng and the spleen was large and soft. The bone marrow was 
not grossly abnormal macroscopically. The microscopic appearance 
of the bone marrow was summed up by the pathologist.' “The 
appearance is that of diminished formation or destruction of early 
forms of the granulocyte series.” 

Medical Treatment of Myopia. — Mr. A. Seymour Philps 
(London, W.) writes: I was surprised to read under “Any Ques- 
tions 7 ” (August 13, p. 398) the statement that medical treatment 
of myopia, such as the administration of calcium, is not now much 
used, and that in these days chief reliance is placed on ordering a 
full correction at as early an age as possible, and that the glasses 
should be worn all day long. I should have thought that this was 
the exact opposite of the facts. Glasses are pieces of glass which 
help the eyes to focus, and they are given to the child in order that 
he or she may see what is going on and derive some benefit front 
education. I thought it was commonly agreed that they had no 
influence whatever on checking myopia, and certainly it is true that 
myopes do not become worse by leaving them off. While proof is 
difficult, it does seem that attention to general health, feeding, con- 
ditions of work, and the, possible admim’stration of calcium and 
vitamin D do have some good effect in, checking myopia, and I 
think it is a pity that a statement to the contrary should go 
unchallenged in the Journal. 

Family Planning. — ^The General Secretary of the Family Planning 
Association writes: The quotations chosen by Dr. Clark (September 
17, p. 650 from literature distributed by the Family Planning Associa- 
tion might lead readers to suppose that this association restricts its 
services to the classes of patients to whom he refers. I should li^ 
to point out that at all F.PA.. clinics (a list of which can be obtained 
from this office at 69, Eccicston Square, S.W.l, price 6d., post free) 
medical advice on contraception is available to all married womefl 
who attend. The F.PA. would entirely a^cc with Dr. Clar^ 
views that the size and spacing of the family is a matter to w 
decided by the parents who will have to take the responsibility of tie 
svcifare and upbringing of any children bom to them. 
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HIGHER CHTL SERl'ICE REMUNERATION 

On Februarj’ 26 this year attention was drawn in this column 
to the recommendations of Lord Chorley’s Committee on the 
remuneration of higher Ci\il Seirants. The following table 
summarizes some of the main recommendations of the com- 
mittee. and compares them with the position at January 1, 1946, 
and with remuneration rates obtaining in 1939 : 


Administralive Class Salaries 


Grade 

1939 

January 1, 1 
1946 

Chorley Committee 
Recommendation 

Permanent Secreiarj’ lo ihe 

£ 

£ 

£ 

Trcasur>' 

3.500 

3.750 

5.000 

Other permanent secretaries . . 

3.000 

3,500 

4,500 

Denut> secretaf> 

2,200 

2,500 

3.250 

Under secretar> ra grade which 
existed in some departments 
onJ}) 

1.900 

2,000 

2.500 

•Principalassisiantsecretar>.. ' 

1,700 


— 

Assistant secretar> . .. j 

1,150-1.500 

1,320-1,700 

1 

2.000 


•The grade of principal assistant secretary was abolished (although a few 
members of the obsolescent grade stIU remam) and the new grade of under 
secretary introduced into all departments. 


The Chorley Committee made no recommendations for medi- 
cal ofneers as such, but expressed the view that they should 
maintain their present relativities with the Administrative Class, 
The effect would be to bring the remuneration of the Chief 
Medical Officer of the Ministry to approximately £4,000 a year, 
as compared with £3,000 at present and £2,200 in 1939. 

The Government accepted the recommendations made by 
Lord Chorley’s Committee, but decided that they should be 
given effect by stages. The Chancellor of the Exchequer stated 
in the House of Commons in February this year that it was 
hoped to make a start in carrying out the recommendations 
before the end of the calendar year. Subsequently, it was stated 
that the commencing date for the first stage would be October I, 
1949. The second stage would have been given' effect in 
October, 1950, and the third in 1951. The increases ranged 
from £300 to £1,250 a year for nearly 2,000 senior Civil Ser- 
vants, and in the aggregate amounted to some £400,000 a year. 

Last week the Government made the following announce- 
ment : 

“ On February 17 last the Chancellor of the Exchequer announced 
in the House of Commons the Government’s acceptance of the 
recommendations made by the committee under the chairmanship of 
Lord Chorley for certain increases in the salaries of the higher 
grades of the Civil Service. He stated that the Government hoped to 
make a start in carrying out these recommendations before the end 
of the calendar year, and that they would be pven effen by stages. 
It was subsequently decided that the commencing date for these 
changes was to be October 1 next, and the representatives of the 
grades concerned were so informed. 


“The change in the exchange value of the pound and the conse- 
quent imperative need to avoid increases in personal incomes, if the 
country is not to lose the advantages which mil otherwise accrue 
from that decision, have compelled his Majesty’s Government to 
reconsider the position. They reaffirm their previous recognition that 
the increases of salary recommended are justified on their merits and 
that to give effect to them would not be in conflict with the policy of 
the White Paper on personal incomes. 

“They also recognize that to postpone the beeinmng of the pay- 
ment of these increases beyond the date which the staff concerned, 
with great public spirit, accepted will involve considerable sacrifice. 
None the less, his Majesty’s Government feel that at this moment 
they could not reconcile the payment of these salary increases with 
the general policy of avoiding increases of remuneration which they 
arc asking other secu'ons of the community to accept. 

" In these rircumstanccs the Government have reluctantly deaded 
that the introduction of the increases must be further deferred. It is 
hoped that the period involved will not be long. It is the Govern- 
ment’s intention that, in any case, the arrangement made mth the 
representative associations under which the full salaries recommended 
by the Chorley Committee are to become operative by Oaober. 1951, 
will not be affected. 

' *' Furthermore, the Government feel that this temporary further 
deferment of the increases already due should not be allowed to 
prejudice the pensions which will be payable to those officers who will 
retire during or soon after the period of this special abatement of 
salary. The Government are considering whether a direction which 
would achieve this object can be given under existing legislation, and 
if this is not possible they will introduce the necessary legislauon " 

Repercussions 

In some minds the question may arise as to the repercussions 
of this derision. The discussions now proceeding with the 
Ministry on general practitioner remuneration are in effect based 
on the argument of the profession that the medical pool from 
which general practitioners are remunerated was only and could 
only be provisionally calculated before the Service came into 
operation, and should now be re-calculated in the light of cer- 
tain known facts. For example, the pre-Act calculation of fte 
central pool was based on the assumption that only 17,900 prin- 
cipals would share the pool. It is now' known that the number 
of principals sharing the pool is substantially in excess of this 
number. Further, the so-called betterment factor of 20% was 
imposed by the Government, being menuoned as far back as 
1946. To argue that this figure was set unduly low is perhajK 
an over-statement of the obvious. 

On the other hand, in the case of the remuneration of higher 
Civil Servants the Government has agreed to certain increases. 
It commits itself to the policy of making those increases, agree- 
ing what they should be. \\'here it has shifted its ground is the 
date on which a beginning should be made in effecting the 
increases. Further, it proposes to make some provision to 
secure that the delay in bringing the increases into operation 
should not affect adversely the pensions of those who would 
otherwise have benefited. 
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PURCHASE TAX ON CORSETS 
EXEMPTION BY CERTIFICATES 
In order that patients may be exempted from paying purchase 
tax on surgical corsets, medical practitioners give certificates 
describing the patient’s infirmity and the type of corset required. 
The articles that may be obtained free of purchase tax are listed 
in Notice No. 78 (September, 1948) by the Commissioners of 
Customs and Excise. They are as follows; 

Belts designed solely for use in cases of movable or floating 
kidney or colostomy. 

Belts designed solely for use in cases of the following 
conditions : 

Abdominal Diseases . — Severe enteroptosis, severe gastro- 
ptosis, severe visceroptosis, severe diverticulosis, hernia. 

Diseases and Inji/ries of the Spine. — Actinomycosis, arthritis 
deformans, dislocation of the spine, carcinoma of the spine, 
fibrocystic disease of the spine, fracture of spine, fracture- 
dislocation of spine, osteochondritis juvenilis dorsi, osteomalacia, 
osteomyelitis of spine, sacro-iliac disease, spondylitis, tubercu- 
losis of spine, poliomyelitis. 

Deformities of the Spine. — Kyphosis, lordosis, scoliosis, . 
spondylolisthesis. 

Diseases of the Nervous System . — Cerebral diplegia, muscular 
atrophy, muscular dystrophy, paralysis of abdominal muscles, 
paralysis of spinal muscles, spinal neurosis. 

Belts fitted with surgical pads or fitted with, or with provision 
for, surgical cops, chutes, disks or plates for post-operative wear, 
and belts (whether or not so fitted) specially designed to protect 
a recent abdominal incision. 


ALLOWANCES TO PROFESSIONAL 
WITNESSES 

A Home Office circular, dated September 8, 1949, states that 
the Minister of Health is now prepared to allow salaried 
hospital medical and dental staff in the National Health Service 
to retain fees paid to them for professional services not within 
the scope of the hospital and specialist services. Attendance at 
court as a medical witness, even though it does not involve loss 
of income, is regarded as being outside the scope of the Service. 

The Home Secretary considers it reasonable that professional 
witness allowances should in future be payable to all salaried 
hospital doctors and dentists in the National Health Service, and 
Clerks of Courts have been instructed to amend, in this respect, 
the circular issued in August, 1948, which dealt with the pay- 
ment of allowances to witnesses. 


TEACHING HOSPITAL APPOINTMENTS 

The Minister of Health, Mr. Aneurin Bevan, has made the ^ 
following appointments to the boards of governors of teaching 
hospitals: 

St. Thomas's Hospital. — Mr. C. R. N. Winn, in succession to Sir 
John Gilbert Laithwaite. 

Hospital for Diseases of the Chest. — Lieut.-Com. H. Denton, R.N. 
(ret.), in succession to Sir Harold Scott. 

Hammersmith, IPert Condon, and St, Mark's. — Professor Ian Aird, 
in succession to Professor J. H. Diblc. 

Royal Natioaal Orthopaedic Hospital. — Miss Grace Rattenburg, 
in succession to Mr. F. Breraner Coates. 

St. Mary's Hospital. — ^Lady Plummer, in succession to Mrs. B. T. 
Compton. 

United Oxford Hospitals.— Sir Darid Lindsay Keir, in succession to 
Sir Henry Cl.iy. 

'United hfanchester Hospitals. — 'Mr. A. Fielding, in succession to 
the Rev. G. H. W’ilh'ams. 

United Birminr^ham Hospitals. — Mr, C. A. F. Hastilow, in succes- 
sion to Mr. E. W. Vincent. 

Queen Charlotte's Hospital. — Mr. R. S. H. Thomas, to be secretary. 


RETURNING RIEDICINE BOTTLES 

ALLOWANCE REDUCED IN SCOTLAND 

The allowance which chemists receive for medicine bottles, 
boxes, etc., has been reduced in Scotland from 24d. to Ud. 
per prescription from October 1. Scotland now conforms in 
this matter with England and Wales, where the allowance was 
reduced on September I [Supplement, August 20, p. 94), It is 
estimated that this decision -will save the taxpayer £70,000 
a' year. 

Chemists will, lose by it unless members of the public co- 
operate by returning empty medicine bottles. Labels will there- 
fore be fixed to bottles asking patients to return them clean and 
promptly. 


GENERAL PRACTICE IN LONDON 

SHOULD BE OPEN AREA 

The London Local Medical Committee met on September 27 
and decided to inform the London Executive Council that in 
its opinion the whole of London should be regarded as an open 
area. 

The Medical Practices Committee has classified [Siipplentciii. 
August 6, p. 70) the following London boroughs in Schedule 3— 
i.e., “ doubtful " places : Chelsea, Hampstead, Holbom, Kensing- 
ton, Paddington, St. Marylebone, Wandsworth, and Westminster. 


SICKNESS BENEFIT DRAFT REGULATIONS 

The National Insurance Advisory Committee has been asked 
to consider and report upon preliminary draft regulations con- 
cerning sickness benefit. They enable claims for sickness 
benefit to be made in advance in long-term cases, and enable 
the Ministry of National Insurance to pay sickness benefit in 
appropriate cases before the formal award of the claim has 
been, made by.. the independent statutory authority. • The cotn- 
mittee will consider written objections to them by or on behalf 
of persons affected if sent before October 28 to the secretary, 
National Insurance Advisory Committee, 6, Curzon Street, 
Lo'ndoa, W,l. 

Copies of the preliminary drafts of these regulations— the 
National Insufance (Claims and Payments) Amendment (No. 2) 
Regulations, 1949, and the National Insurance (General Benefit) 
Amendment (No. 2) Regulations, 1949 — can be purchased price 
Id. each from'H.M. Stationery Office or any bookseller. 


EMERGENCY BED SERVICE 

NEW OFFICES OPENED 

The Emergency Bed Service now has offices at the following 
addresses ; 

Central Office . — 10, Old Jewry, London, E.C. 2 ' (Monarch 
3000). Area covered : By day, Central London only— i.e., the 
area not covered by the four branch offices. By night (9 p.m-" 
8.30 a.m.), the whole of Greater London. 

Western Branch. — 81, Mattock Lane, Ealing, W.13 (Ealing 
6671). Area covered: Acton, Ealing, Hounslow, Staines, 
Uxbridge, Harefield, Northwood, Pinner, Harrow, Stanmore, 
Edgware, Mill Hill, Hendon, Willesden, Wembley, Brentford, 
and^ Twickenham. 

Eastern Branch .- — Langthome Road, Leytonstone, E.i' 
(Leytonstone 6461). Area covered: Enfield, Edmonton, 
Chingford, Walthamstow, Leyton, Leytonstone, Stratford. 
Forest Gate, Plaistow, East and West Ham, Ilford, Barking. 
Romford, and Epping. , 

South-Eastern Branch . — Shooters Hill Road, S.E.18 (Woo - 
wich 3471). Area covered: Woolwich, Greenwich, Blackheatn. 
Lewisham, Catford, Eltham, Bexleyheath, Dartford, Siocup. 
Orpington, and Sevenoaks. (Doctors wishing to place patieri . 
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in hospitals in the Bromley Group should normally ring the 
Bromley Group Admissions Office — Hursttvay 2195.) 

Another office will be opened at Wimbledon at the following 
address as soon as possible: 

Somh-Western Branch. — Wimbledon I.D. Hospital, Gap 
Road. Wimbledon, S.W.19. Area covered; Wandsworth, 
Balham, Tooting. Streatham, Norwood, Croydon, Mitcham. 
Wimbledon. Richmond. Kingston, Surbiton, Epsom, Sutton, 
Morden. and Carshalton. (This area will be served by 
Ntonarch 3000 until the opening of the South-Western branch 
office, the date of which will be notified later.) 

East winter applications for the admission of patients were 
received at a greater rate than could be immediately dealt with, 
and it is hoped that these e.vtended services will reduce delays 
to a minimum. 


Questions Answered 


R.A.F. Pay 

Q. — There appeared under " Questions Anstecred" {luly 23. 
p. 57) a note about pay in the R.AJit.C. Arising from this 
I should be grateful if you would clarify the following points. 
You slate that the pay of a captain after two years as such is 
£l 11s. per day. Docs this apply equally to the R.AS.? 
Also, and in reference to the R.A.P., does this rise to £1 11s. 
apply to the medical officers who were detained in the Sendee 
an extra three months owing to the erhergency which was pro- 
claimed last autumn ? In other words, are such officers (flight- 
lieutenants) entitled to £1 I Is. and not £1 8s. for that three- 
month period ? 

A.— Yes, the pay of a flight-lieutenant in the medical branch 
of the R..A.F., after two years’ senice in the rank, is £1 I Is. 
per day. The period of three months to which the questioner 
refers, and during which releases were suspended, counted for 
purposes of pay increments in the same way as other full-time 
paid service. Flight-lieutenants who bad completed two years 
in the rank were therefore entitled to £1 11s. during that three- 
months period. 

Pajanent for Dental Anaesthetics 

Q. — It has been my custom to administer a general anaes- 
thetic for a dental colleague, usually for a complete clearance, 
and ii'e have found it most convenient to use thiopentone soluble 
(pentothal). Since the introduction of the N.HS. I have con- 
tinued to supply the thiopentone soluble at my own expense. 
Is there any means of claiming for the cost of this anaesthetic 
agent? I asked the East Sussex Executive Council if I might 
prescribe it on Form E.C.IO, but they replied that dental anaes- 
thetics were not included in my terms of service, and that I 
could not do so. I would not raise the problem but for the 
fact that my colleagues inform me that it is their practice to so 
prescribe, and also where a single difficult extraction is involved 
my fee is lOs., of which 3s. is expended on the thiopentone. 

A. — The administration of a dental anaesthetic is not regarded 
as part of medical treatment and the regulations do not permit 
the re-stocking of materials used, whether it be nitrous oxide 
or thiopentone, on E.C.IO. A dentist who calls in a doctor to 
give a general anaesthetic is paid a fee which is designed to 
cover the cost of both the anaesthetist’s professional services 
and the materials which are supplied. The fee is actually paid 
to the dentist, who arranges for the appropriate payment to be 
passed over to the anaesthetist. 

Locumtenenc}' in a Partnership Practice 

Q. — (1) The locumtenent "holds the place of" the absent 
partner, and assumes the professional responsibilities of the 
absent partner in relationship to (a) the patients in the practice, 
(b) the remaining partner or partners, and (c) the law. Is the 
ansiver "Yes" or "No"? 

12) The locumtenent, assuming the professional responsibili- 
ties of an absent partner, is therefore entitled to some of the 


privileges of partnership. "Yes" or "No"? For example. 

(a) an equitable distribution of work, both day and night, as 
, between the locumtenent and the remaining partner or partners ; 

(b) an equitable " off duty " rota as between the locumtenent 
and the remaining partner or partners. 

A, A locumtenent assumes the professional responsibilities 
of the absent partner in relationship to the patients and the 
remaining partner. As locumtenent he is responsible in law for 
his actions. 

The question of whether the locumtenent is entitled to 
'equitable distribuuon of work and off-duty time is entirely a 
matter for arrangement betsveen the parties to any particular 
engagement. There are no general rules. The usual practice 
in this regard is for the locumtenent to undertake the work 
that would be done by the absent principal and, in reason, such 
duties as are allotted to him by the senior remaining partner. 
It is usual for a locumtenent to be allowed some off-duty time, 
depending to some extent on the type of engagement. 


HEARD AT HEADQUARTERS 


Anything Else, Madam 7 

The idea of the National Health Service as a big bowl into 
which anyone may dip and take what he wants spreads like 
ill news. One doctor has written to this office about a woman 
who, against the advice of the medical staff and of her own 
doctor, had her incontinent husband taken home from hospital. 
That may seem to tell the other way, but she has made matters 
even by, up to date, demanding from the Service an air-bed, a 
rubber bed-pan, a porcelain ditto, a urinal, cotton-wool, gauze, 
ready-made swabs, talcum powder, and surgical spirit, not to 
speak of supplies of medicines, tablets, and ointments. WTten 
it was pointed out to her that certain articles were not on the 
drug tariff,, and that she would have to apply to the county 
council, her riposte was, “ Well, could I have a tooth-brush for 
him ? ” 

The Wrong Way to Look at it 

As exasperating as the people who get more than their share 
out of the Service are the people who complain because they 
get nothing. The newspapers at the moment are full of them. 
One man writes that, although he has paid so much for the 
Service up to now — and it’s fifteen months — all he has received 
in return is one free ride in an ambulance. He aright have 
congratulated himself that he has had no occasion to want the 
Service. Such people ought to be told that they are getting a 
great deal out of it Is it not worth while to pay something 
to have a healthier community at one’s doors, just as it is 
worth while to pay an education rate to have a more literate 
one, even though one does not send one’s children to a State 
school ? To put it on the individual ground, is it not worth 
while for such correspondents to have their daily help absent 
less frequently with housemaid’s knee, or their secretary with 
tennis elbow ? Whether the Service is worth the cost is another 
matter, but to measure it by its personal return to oneself 
is the antithesis of good citizerrship. 

Believe If or Not 

The Central Health Services Council has advised the Minister 
“that arrangements should be made to allow, under adeqrrate 
safeguards, children in hospital to be visited fay parents or 
guardians with reasonable frequency and, if necessary, by 
appointment.” The, Minister would be glad if hospital manage- 
ment committees and boards of governors would review the 
arrangements in force in their hospitals in the light of this 
advice. 


Dangerous Drugs Act : Withdrawal of Authority 
The Home Office announces that Dr. Geoffrey Roderick Richards 
(Port Talbot) is no longer authorized to be in possession of or to 
prescribe those drugs to which the Dangerous Drugs Regulations 
apply. 
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The following practitioners have been nominated by local 
medical committees, in the groups mentioned, for election as 
direct representatives on the General Medical Services Com- 
mittee for the session 1949-50. The figures in 'parentheses 
indicate the number to be elected in each group. 


GROUP “A” (4) 
GROUP “ A1 ” S.E. 
Scotland 

GROUP “ A2 ” N. of the 
Tay 

GROUP “ A3 ” City of 
Glasgow 

GROUP “ A4 ” S.W. 
Scotland 

GROUP “ B ” (1) 
Northumberland, Dur- 
ham, and County 
Boroughs therein 

GROUP “ C ” (2) 
Yorkshire (North, East, 
and West Ridings) and 
County Boroughs there- 

r' 

m 

GROUP “ D ” • (3) 
Lancashire, Cumberland, 
Westmorland, and 
County Boroughs there- 
in 

* 

GROUP “ E ” (2) 

Wales 

GROUP “ F ” (1) 
Cheshire, Derbyshire, aud 
County Boroughs there- 
in 


Dr. J. T. Baldwin, Penicuik, Midlothian 
Dr. N. B. Stewart, Edinburgh 
Dr. J. R. Anderson, Fortrose 
Dr. A. C. Hendry, Bucksburn 
Dr. J. T. McCutcheon, Glasgow 

Dr. R. C. Hamilton, Kilmarnock 
Dr. B. Hutchinson, Cambuslang 

Dr. P. V. Anderson, Sliildon, Co. 
Durham 


Dr. H. F. Hollis, Leeds 

Dr. H. W. W. Price, Brighouse 

Dr. R. H. Sunderland, Bradford 


Dr. C. Baxter, Liverpool 

Dr. P. S. Byrne, Westmorland 

Dr. A. Campbell, Accrington 

Dr. J. Stuart,- Blackpool 

Dr. S. A. Winstanley, Manchester 

Dr. D. B. Evans, Coedpoeth, Wrexham 
Dr. A. E. Jenkins, Pontypridd 

Dr J. B. Bennett, Hyde, Cheshire 


GROUP “G” (1) 

Staffordshire, Shropshire. Dr. A. B. Davies, Walsall 
and County Boroughs 
therein 


GROUP “H” (1) 
Leicestershire, Lincoln- 
shire (Holland, Keste- 
ven, and Lindsey), 
Nottinghamshire, Rut- 
land, and County 
Boroughs therein 

GROUP “ I ” (1) , 

' Herefordshire, Warwick- 
shire, Worcestershire, 
and County Boroughs 
therein 

GROUP “ J " (1) 
Berkshire, Buckingham- 
shire, Gloucestershire. 
Oxfordshire, and 
County Boroughs there- 
in 

GROUP “K” (1) 

Bedfordshire, C a m - 
bridgeshire, Hunting- 
donshire, Isle of Ely. 
Norfolk, Northampton: 
shire. Soke of Peter- 
borough, Suffolk (East 
and West), and County 
Boroughs therein 


Dr. G. Waring Taylor, Leicester 


Dr. W. D. Steel, Worcester 


Dr. H. G. Dowler, Gloucesier 
Dr. W. Woolley, Bristol 


Dr. A. Brown, Linton, Canibs 
Dr. J, C. Pearce, Diss. Norfolk 


GROUP “ N ” - (2) 

Kent, Surrey Sussex 
(East and West), and 
County Boroughs there- 
in 


Dr. A. W. Gardner, Lewes 
Dr. A. T. Rogers, Bromley 
Dr. D. F. Whitaker, Guildford 


GROUP “ O ” (2) 

Essex, Hertfordshire. 
Middlesex, and County 
Boroughs therein 
GROUP “ P ” (2) 

London 


Dr. D. F. Hutchinson, Acton 
Dr. J. L. McKenzie Brown, Waltham- 
stow 


Dr. J. F. Murphy, London, S.W.8 
Dr. H. H. D. Sutherland, London 
W.IO 


GROUP “ Q ” (1) 

Northern Ireland ' No nomination 


. The voting papers in those areas in which there is a contest 
(i.e., groups Al, A2, A4, C, D, J, K, and N) were posted on 
October 3. 


WORLD MEDICAL ASSbCIATION 
The General Assembly of the World Medical Association is 
meeting at B.M.A. House between October 10 and 16. During 
that week there will be some dislocation of the ordinary routine 
at B.M.A. House, particularly in the service of lunch in the 
Members’ Common Room. Members wishing to take lunch 
during the W.M.A. Meeting are asked to do so as early as 
possible — i.e,, between 12 and 1. 


Correspondence 


Fees for Professional Witnesses 

Sir, — F or some years past the Medical Defence Union has 
been actively engaged in seeking to secure adequate payment 
for practitioners appearing as medical witnesses to fact, or as 
expert witnesses in civil and criminal cases. 

In September of last year the Witnesses Allowances Regula- 
tions, 1948,' were published. These defined the fees payable to 
professional and other witnesses attending to give, evidence in 
criminal courts. After all the work put into this matter it had 
been hoped that the new regulations would show a marked 
improvement in the payment of professional witnesses and an 
honest recognition of the value of the service involved. The 
allowances specified, it should be noted, are maximal allowances, 
higher it is true than those payable under the previous regula- 
tions, but lower than those considered by the profession to be 
equitable. 

Correspondence reaching the offices of the Medical Defence 
Union shows that many practitioners are regarded as ordinarj 
witnesses. They frequently receive not more than 5s. per day 
for attending at court to give professional evidence on matten 
of supreme importance. One member attended three full days 
and received 15s. in all. On investigation it was ascertained 
that this state of affairs derived from a directive from the Home 
Office instructing Clerks of the Assize, of the Peace, and to the 
Justices that allowances were not to be paid to salaried officers 
who did not lose remuneration by their attendance at court. 
Protests were lodged with the Home Office that all medical 
witnesses were entitled to proper fees for the time and trouble 
involved in the preparation and in the giving of their evi- 
dence, irrespective of any overriding requirement that might be 
-included in the terms of the officers’ employment to refund 
such fees to the employing authority, or any immunity from a 
proportionate loss of salary for absence from duty to attend 


GROUP “ L ” (1) 

Cornwall, Devonshire, 
Isles of Scilly, Somer- 
set, and County 
Boroughs therein 

GROUP “ M ” (1) 

Dorset, Hampshire, Isle 
of Wight, Wiltshire, 
and County Boroughs 
therein 


Dr. C. F. R. Killick, Williion, Somer- 
set 


Dr. H. S. Ho-wie Wood, Shanklin, Isle 
of Wight 


a court. 

After several exchanges on this matter, the Home Office in a 
letter issued in July of this year indicated that the Secretary' 
of State understood that the Ministry of Health had communi- 
cated proposals to the medical profession whereby attendance 
at court hearings as medical witnesses would be regarded as 
work falling outside the scope of hospital and specialists 
services, and that the fees for such work could be retained 
by the practitioners concerned. 
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Waiting for a decision on this matter did not meet with 
acceptance by the council of the Medical Defence Union. It 
consequently instructed its solicitors to take action in certain 
specially selected cases in order to test the situation e.\haus-- 
tively. In one letter just received by our solicitors the matter ■ 
appears to have resolved itself satisfactorily. This letter 
emanates from a Clerk of Assize and the material sentence 
is as follows : “ I beg to inform you that an order has been 
gi\en by the 'Secretary of State requesting that professional 
witness allowances should in future be paid to all salaried 
hospital doctors and dentists." The writer concluded his 
communication by intimating that the doctor would receive 
payment of his fees in due course. 

This cancellation of the offending directive marks the success- 
ful conclusion of an offensive which should never have been 
necessary. It is not admitted, of course, that the fees payable 
now are anything like adequate or that they should be of a 
mavimal chameter, leaving a discretion t.a clerks to determine 
within the range specified the actual sum to be paid for any 
professional service. That aspect of the struggle must be 
continued with the assistance of all who are interested in this 
matter. — 1 am. etc., 

London. W'.C 1. • ROBERT FoRBES, 

Secrciao’. Mctlical Dcfcoce Union. 

A note on fees for professional witnesses appears at 
page 160. — Ed., B.MJ. 


Doctors and Dentists 

Sir, — T he correspondence in the Supplement on the subject 
of the N.H.S. and airing the unhappy lot of medical pract'.- 
u'oners in contrast with that of dental surgeons and dentists, 
who might be thought to be in clover, has not so far acknow- 
ledged the fact that studentship towards registration bears 
more heavily on the dental student. Costs, in time and money, 
are subjoined herewith. These are official figures, which may 
be an eye-opener to some who are in ignorance. 

UytvERsrrv of Gusgow 


Medical fees for 6-year course £500 

Dental fees for 5-year course 

Fees £2S0 

Equipment . . . . . . £75 

Total £355 

Duration of Medical course in months 

Four years of 7+ months '30 months 

Two years of 10 to 11 months . . ..11 months 

Total ... 52 months 

Duration of Dental course in months 

One year of 8 months 8 monlbs 

Four years of 11 months 44 months 

Total . . . . . . . . . . . . 52 months 


Speaking as one who has a foot in both fields, it has appeared 
to me that there is an unnecessary tendency to disparage the 
dental surgeon. His training is that of a specialist, and that 
fraction of the dental profession which was registered in 1901 
without having the qualification L.D.S. may be fairly stated 
to be trying quite seriously in most cases to raise their pro- 
fessional standards. It is to be noted also that the dental 
profession did make a more earnest fight against the iniquities 
and degradation of the N.H.S. than the medicals appear to 
have done. — am, etc.. 

Glaseow. . W. FeRGUSON MACKENZIE. 


Principals and Assistants 

Sir, — I have read the correspondence in the Supplement 
about assistants with a considerable amount of partisan feel- 
ing — being myself yet “ another assistant.” “ P.Q.R.” (Supple- 
ment. August 27, p. 118) asks, “How much better off is the 
principal ? ” My reply is this. First, that he has got a 
permanent position and his own future to make or mar, 
depending solely on his ability and willingness to succeed. 
Secondly, though he was probably not thinking of this when 
he \vrote, he will .be well off insomuch as he continues to 
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attract patients and work for them after he has taken in an 
assistant. If he cannot do this he is man'ifestly unfit to employ 
an assistant. 

No assisfant can feel en rapport with a principal who buis 
his ease by taking an assistant to whom he will give no definite 
assurances of partnership ; and worse still is the principal who 
endeavours to keep his practice going with an assistant to whom 
he makes promises of partnership in the ever-receding future, 
or, worse again, attempts to further his own interests by employ- 
ing a succession of assistants who sen-e under what is virtually 
a protracted locum's agreement, "on probation," until in the 
natural course of events they cannot stick the uncertainty any 
longer and resign, leaving the way open for another young 
hopeful. Or of course they may get the sack for demanding 
that their labours be rewarded. All such employers I have 
known in my four-years career of general practice since being 
released from the Forces; and like "X.YJS." (Supplement. 
September 17, p. 140) I have lasted from between sLx months 
to one year in each job. 

1 will not speak of my finances, because I do not suppose they 
are much worse than those of any other young married man 
(I have two children) of my age. war service, and class (I mean 
the so-called professional class). Also, anyone can live through 
lean years, carefully watching ^an overdraft, if he has some 
assurance of a future. It is the lack of assured prospects for 
the assistant in general practice that appals me. All my engage- 
ments were concluded with the strict understanding that I was an 
"assistant with a view ": all 1 had to do was to work, and 
after a trial period (generally short) I would be a junior part- 
ner ; with certainly no princely salary at first, but, and this 
is the important point. I would be settled, with no fear of the 
sack, and a chance to build up a future. 

Young married assistants want too much in the eyes of the 
principals. They not only want to gain e.xperience from their 
work, they want definite assurances and the means to educate 
a family. And this is where we go begging from job to job. 
We cannot tolerate permanent, or view-in-lhe-remote-futwe, 
assistantships while our families are growing up round us. Nor 
arc we rolling stones who can roam from job to job seeking 
experience of medical life. In point of fact I could not afford 
time from my present job to go and seek a new Mecca ; every 
week without work is a week without pay. to say nothing of the 
overburdening cost of a fourth, move of house and home. 

I say. then, that it is time that the position of e.xperienced 
married assistants was urgently reviewed in all responsible 
quarters ; and, furthermore, if nothing is done to right this 
unjust anomaly of an employer-employee relationship, nithin 
the structure of State contract sen'ice, more and more young 
men will be disheartened and driven out of general practice and 
even out of the country. 

The only solution is for the Ministry to consider supporting 
experienced assistants, in their own right, as men entitled by 
the nature of their work (and common need) to run or share in 
the running of a practice, particularly when the Government 
is subsidizing the salaries of trainee-assistants so that princi- 
pals can easily afford to pay them — and do pay them — more 
than the salaries of many already engaged senior assistants. 
The only other solution is for a change of heart among princi- 
pals, who should set a lower target for their personal incomes, 
both for the good of general practice in England and for the 
good of the patient, vvho gets disheartened by being visited by a 
succession of young men sent by Dr. So-and-So. I fear that 
such a change of heart, though desirable, is psychologically 
unlikely. — I am, etc., 

ASStST.ANT-WTTH-VlEW. 

Payment of toenms 

Sir. — An Occasional Locum" (Supplement, September 17. 
0 . 140) might be interested in my recent experience. I paid a 
locum £3 3's. a day and £2 2s. a week car allowance. The week 
before I went away' I did 46 visits ; the week after I returned 
I did 64 visits. In the whole 15 days I was away he did 31 
visits. My locum during the same period last year did 87 visits. 

For days after I returned I had numerous complaints from 
patients who had not been visited, from others of visits sent in 
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before 10 a.m. which were not done until late evening, and from 
my colleagues who had had to do day and night visits for 
me because my locum could not be found. There were no 
maternity cases at all during this period. He seemed to be 
rarely available day or night. To crown it all my garage account 
shows that for the 31 visits in the 15 days he had apparently 
used, at my expense, as much petrol as I use in two months. 
Which of us was exploited ? 

Of course there are good and bad principals. There are also 
good and bad locums and assistants. As for “ X.YJZ.” in the 
same issue, if he is getting a salary of £200 a year less than 
that advertised for trainee assistants, he is either a fool and 
deserves to be exploited, or perhaps that is all his services are 
worth. I would not employ my recent locum if he offered to 
pay me a salary for doing so. 

As for all this talk of exploitation, now that partnerships 
have to be given away assistants consider themselves badly 
treated if they are not given a substantial partnership after a 
few months. Let “ X.Y.Z.” and others remember that ndwadays 
the one giving away the partnership takes all the risks. When 
they had to be bought the buyer usually took the main risk. 
Just as the buyer was very particular in those days, so are 
those who have to give them away nowadays. 

Assistants’ salaries are, on the whole, at least twice' what 
they were pre-war. This compares most favourably with salary 
increases in other professions. To talk about slave labour and 
exploitation is sheer nonsense. The principals of to-day were 
the assistants of yesterday. If “ X.Y.Z.” gets rid of his persecu- 
tion complex he will find his Shangri-La. When he does 1 
have no doubt he will pay his assistant a truly princely salary, 
do all the night-work himself, and give away a substantial 
partnership just as soon as he is asked for it. — I am, etc., 

PRINCtPAL. 
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OPHTHALMIC GROUP COMMITTEE 
The following were the successful candidates in the election 
held recently to fill vacancies in the Ophthalmic Group Com- 
mittee caused by retirement of members at the end of the 
1948-9 session: 

H. R. Bickerton (representing Region I). 

Nigel Cridland (representing Region 3). 

P. Jameson Evans (representing Region 2). 

C. M. Stevenson (representing non-members of the Group on the 
Centra! Ophthaimic List). 

F. Oliver Walker (representing Region 5). 

DISSOLUTION OF LANCASHIRE AND CHESHIRE 

BRANCH, AND FORMATION IN PLACE THEREOF 

OF MANCHESTER AND EAST CHESHIRE, MERSEY- 
SIDE, AND NORTH LANCASHIRE BRANCHES 

Notice is hereby given by the Council that the Lancashire and 
Cheshire Branch has been dissolved, and that the following 
Br.inches have been formed in place thereof: 

(11 A Manchester and East Cheshire Branch, coterminous 
with the areas of the following Divisions of the Lancashire 
and Cheshire Branch : Ashlon-under-Lyne, Bolton, Bury, Crewe. 
Hyde. Lcich, Macclesfield and East Cheshire, Manchester, Mid- 
Cheshire, "oidham, Rochdale, Salford, Stockport, Wigan; 

(2) A North Lancashire Branch, coterminous \rith the areas 
of the following Divisions of the Lancashire and Cheshire 
Branch: Blackburn, Blackpool and Fyldc, Burnley. Furness, 
Lancaster, Preston ; 

(3) A Merseyside Branch {Supplement, July 16, 1949). 

Tire Manchester and East Cheshire and 'North Lancashire 
Branches come into existence as from the date of publication 
of this notice. 

CfTARLES Hill. 

Sccretnry. 
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ADJUSTMENT OF AREAS OF CORNWALL AND 
PLYMOUTH DIVISIONS 

With reference to the notice published in the Supplement of 
September 3, 1949 (p. 126), the area of the Municipal Borough 
of Launceston has also been transferred from the Cormvall 
Division to the Plymouth Division.'' 

Charles Hill, 
Secretary. 


NOTICE TO SHIP SURGEONS 

BRITISH MEDICAL ASSO CIAT ION— MARITIME 
SUBCOMMITTEE 

The Private Practice Committee of the British Medical Associa- 
tion has reappointed for the current session a subcommittee to 
consider all questions affecting medical practitioners concerned 
with merchant shipping. 

The subcommittee will hold its first meeting of the session 
at B.M.A. House, Tavistock Square, W.C.l, on Thursday, 
October 20, at 1 1 a.m., and any doctors in active practice as 
ship surgeons who find it convenient to attend are invited to 
do so, if possible giving notice by letter or telephone of their 
intention to come. 

Charles Hill, 

Secretary. 
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Diary of Central Meetings 
October 

Committee on Industrial Health Services in relation 
to the National Health Service, 2 p,in. 

Psychological Medicine Group Committee, 2 p.m. 

Proprietary Medicines Committee, 11 ajn. 

Committee on the Assodation of the General Practi- 
tioner with Hospitals, 2 p.m. 

Building Committee, 2 p.m. 

Film Committee, 2,30 p.m. 

Committee re Salaries of Medically Qualified 
Teachers, etc., 2 p.m. 

Occupational Health Committee, 2 p.m. 

Public Health Committee, 1.30 p.m. 

Venereologists Group Committee, 2.30 p.m. 

Science Committee, 2 p.m, 

November 

(At Lion Hotel, Shrewsbury) Welsh Commiticc, 
2.15 p.m. 

Committee on Industrial Health Services in relation 
to the National Health Service, 2 p.m. 

Committee on the Postgraduate Education of General 
Practitioners, 11 a.m. 


Branch and Division Meetings to be Held 

City Division. — At St. Leonard’s Hospital, Nutiail Street, Kinps- 
land Road, London, N., Tuesday, October 11, 8.30 p.m., Dr. L. 
Taylor ; “ London’s Water Supply.” 

Cleveland Division.— At Sparks Cafd Royal, 

TThursday, October 13, 7 for 7.15 p.m.. Supper, followed by a 
by Dr. I, G. W. Hill : “ Treatment of Hypertension. 

Halifax Division.— At Royal Halifax Infirmary’. 

October 12, 8.30 p.m. Annual general meeting. Uiectio 
officers, etc. 

Hendon Division.-Ai Hendon Hall Hotel, caries 

8.15 p.m.. Dr. Paul Pinciis: “New Research on Dental canes. 

Film and slides. j c ■ inv 

South Essex Division.— At Oldchurch Hospjw*- M„,ILity 
October 14. 9 p.m.. Dr. H. K. Cowan: ‘‘ The pomictlmry Maternity 
Service, Health Centres, and other County Medical Services. 

South-West Essex Division.— At Thoipc 
Hospital, Forest Road, Walthamstow, E., 'Wednesday. October 12, 
8.30 p.m., clinical meeting Two lectures on thc^ Rhesus Factor 
(1) Dr. Gertrude Plauf. Some Recent Advances ^“esiis Fac 
Work”; (2) Dr. E. Hinden: “ Eryihroolastosis of the Infant. 

South-West W,aES Division.— At St. DavW’s hospital. Camar 
then. Sunday. October 9, 2.30 p.m., lecture by Dr David G. Mojgv 
■fCardiff); “The Hospital Service unoer the N h.S. Act ana 
Future.” 
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>>TrH SPECIAL REFERENCE TO CERTAIN EXPERIMENTAL, CLINICAL, AND CHEMOTHERAPEUTIC 

LNVESTIGATIONS* 

BY 

N. HAMILTON FAIRLEY, CB.E., M.D., D.Sc., F.R.C.P., F.R.S. 

11'ellcome Professor of Tropical Medicine, London School of Hygiene and Tropical Sfedicine ; 

Physician, Hospital for Tropical Diseases, University College Hospital. London 

LECTURE I: THE LIFE Ci'CLE 

Under the stimulus of war in the Tropics, more scientific Erj-throcjlic and Sporogonous Cycle 

effort and medical man-power were directed to intensive j^e beginning of the present centurs- 'the life cycle 

study and research on malana than to any other disease malaria parasite appeared to be completely known, 

m htstoiy. In such circumstances it is hardly surprising ^ scbizogonous cycle in the red cells which accounted for 
that great advances m our knowledge of this disease and clinical attacks and a sporogonous cvcle in the mosquito 
of Its control have resulted dunng the past decade. ,, 3 ^ been firmly estabfished.' It is t^e Grassi (191X1) had 

The discovery' of insecticides like D.D.T. and “gam- considered there might be another developmental cycle in 
me.xane” is now leading to the control of mosquito- man during the incubation period, but after SchLdinn 
breeding and the destruction of adult mosquitoes on a (1902) vividly described just how the sporozoites actively 
scale which is revolutionary. Similarly, the synthesis of penetrated the red cells the chain of events in the life 
new antimaiarial drugs in the U.K. and the U.S.A. pro- cycle appeared complete. The w'hole question was 
ceeded on a scale that far surpassed all previous achieve- reopened some thirty years later mainly because it was 
ments and brought the control of malaria by chemothera- not possible to e-xplain the behaviour of antimaiarial 
peutic means within the range of practical possibility, drugs like quinine and “ plasmoquine ” (pamaqnin) on 
In connexion with the discovery of proguanil (paludrine) (bis basis. 

^ by Curd, Davey, and Rose (1945) over 1,000 new com- Sergent and Sergent (1922) had noted that though quinine 
pounds were produced and tested against bird malaria, destroyed malaria parasites once they appeared in the blood 
In the United States over 14,000 new compounds were jj exerted no therapeutic action when given during the 
screened for their therapeutic action in bird malaria, and meubation period. Yorke and Macfie (1924) next reported 
over 100 of these were subsequently tested on man. The fj,at quinine given during the incubation period resulted 
most promising of the antimaiarial drugs synthesized in radical cure of benign tertian malaria which had been 
U.SA. and U.K., such as certain sulphonamides, mepacrine, transmitted by blood inoculation (trophozoite-transmission), 
'■ sontochin,” “ chloroquine,” and proguanff, were tested whereas it merely prolonged the incubation period sUghtly 
for suppressive and prophylacric action on experimentally ^be disease was transmitted by infective mosquitoes 

,4- infected volunteers living under tropical conditions by (sporozoite-transmission). 

^ Australian medical research units established near Cairns, ^ godety of Tropical 

rs “ Northern Queensland. Medicine and Hygiene in January, 1931, James (1931a) 

The discover}' made by Shortt and his colleagues last confirmed these observations and discussed several views 
• year of the pre-er}'throc}'tic and exo-erythrocytic cycle in which had. been put forward to explain the different thera- 
monkey malaria {Plasmodium cynomolgl) and of pre- pgutic response induced by quinine in patients infected by 
er}'throc}'tic schizonts in benign tertian malaria in man blood inoculation and those infected by mosquitoes. One 
was long overdue, establishing as it did the tissue phase theory was that some of the sporozoites, instead of enter- 
in mammalian malaria some fifteen years after its demon- jbg blood corpuscles, entered connective-tissue cells 
red, stration in avian malaria. It w'as a discover}' of outstand- (be cells lining the capillary blood vessels ; another 
^^Jing importance not only from the parasitological point of theory was that the sporozoites actually penetrated into 
Ufitview' but also because of its clinical and chemotherapeutic jhe interior of the red cell, whereas merozoites merely 
5'J implications. This first lecture w'ill be devoted to this attached themselves to the outside of the corpuscle. James 
.i.C-jsubject. favoured the latter view and considered that Schaudinn’s 

s,J '■ •First of ihe Croonian Lectures delivered at the Royal College of account of the penetration of the corpuscle by 

Physicians of London on May 3 and 5, 1949. Sporozoite was ' “ so clear-cut and detailed as to admit 
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of no question.” In the discussion which followed, 
Warrington Yorke (1931) was frankly sceptical, stating 
that he had spent some weeks trying to’ repeat Schaudinn’s 
observations without success. 

In August of the same year, James, Nicol, and Shute 
(1931) reported the prevention of mosquito-transmitted 
benign tertian malaria in volunteers by the use of pama- 
quin : 20 mg. was given on the day before infection, and 
60 mg. for the next six days. James (1931b) considered 
that these findings regarding pamaquin favoured the con- 
ception that the malaria parasites passed through a tissue 
stage and, in a communication read by Schiiffner at 
Amsterdam in December, suggested that the time had 
come “to consider whether knowledge concerning the 
life cycle of the malaria parasite was complete or not.” 
He pointed out that Schaudinn’s observations had never 
been confirmed, that sporozoites were essentially parasites 
pf tissue cells, and suggested that possibly, on entering 
the blood, they were carried to reticulo-endothelial cells 
of the lungs and other organs, where they underwent “a 
cycle of growth or sporulation similar to the cycle of the 
allied bird parasite, Halteridimi." 


Tissue-phase Parasites in Avian Malaria 


The hypothesis that there was a tissue phase of the 
parasite soon received support from the discoveries made 
in bird malaria, but it took another ten years’ intensive 
experimental work to complete the story. 

Garnham (1948), in his excellent review on this subject, 
regards Raffaele (1934, 1936) as probably being the first 
investigator to recognize the significance of exo-erythrocytic 
parasites in bird malaria, though undoubtedly many obser- 
vers had seen them much earlier. The important publica- 
tions of Huff and Bloom (1935), Brumpt (1937), and James 
and Tate (1937, 1938) followed shortly after those of 
Raffaele. 

Two distinct schizogonous cycles have been recognized 
in the tissues : (1) the pre-erythrocytic, which occurs during 
the incubation period before asexual parasites appear in 
red blood corpuscles ; and (2) the exo-erythrocytic schizo- 
gony, which is found after parasites have gained access 
to the corpuscles and persists in the late stages of the 
infection. 


In seven species of plasmodia producing malaria in birds. 
Porter (1942) differentiated between two types of exo- 
erythrocjTic schizogony — one occurring in P. gallinaceum 
and the other in P. elongaUim infections. Schizogony of 
gallinaceum type occurred mainly in the reticulo-endothelial 
system, that of elongatum type was confined to the wander- 
ing cells of the blood and haemopoietic organs. 

The salient features in the tissue cycle in avian malaria, 
modified from Davey (1944), are diagrammatically repre- 
sented thus: 


Sporozoites — ^ 


Erythrocytic 

schizogony 

/j> 

Pre-er\'throcytic . Exo-erythrocytic 

forms forms 


(several generations) 


1. Pre-erythrocytic Schizogony. — The pre-erythrocytic forms 
in P. gallinaceum svere first discovered by Mudrow (1940) and 
Shortt, Ntcnyon, and Iyer (1940). A few years later Huff and 
Coulston (1944) injectcil enormous numbers of sporozoites into 
localized skin areas in chicks, demonstrating that sporozoites 
penetrated the reticulo-endothelial cells of the skin in from half 


an hour to six hours and underwent a schizogonous cycle last- 
ing 42 hours. Primary forms also developed in the spleen and 
other organs iiitercurrently. When the schizont ruptured, the 
first-generation merozoites (cryptozoites) penetrated adjacent 
reticulo-endothelial cells, where they underwent one or more 
schizogonous cycles before liberating second- or third-generation 
merozoites (metacryptozoites) into the blood. By the fifth day 
Reichenow and Mudrow (1943) distinguished two types' of 
schizonts — the macroschizonts containing 100-200 macromero- 
zoites which are destined to invade fresh reticulo-endothelial 
cells, and the microschizonts containing up to 1,000 micro- 
merozoites which invade the red blood corpuscles. Sub- 
inoculations with saline suspension of organs containing 
pre-erythrocytic parasites consistently yield positive results, in 
avian malaria. 

2. Exo-erythrocytic Schizogony. — Little difference has been • 
observed between the pre-erythrocytic and the later exo- 
erythrocytic schizonts ; pigment is absent from both, since 
they develop in cells containing no haemoglobin. The disiri- 
bution of exo-erythrocytic schizonts in the organs has been 
described by several different workers. James, and Tate (1937, 
1938), who independently described the schizogonous cycle in 
the reticulo-endothelial cells and monocytes of fowls infected 
with P. gallinaceum, first suggested that the non-committal title 
“ exo-erythrocytic ” be used to differentiate it from erythrocytic 
schizogony. They found that the brain, liver, lungs, and spleen 
were important sites for the tissue stages, and that, even after 
the erythrocytic parasites had disappeared from the blood with 
quinine treatment, birds died from blockage of the vessels of 
the brain resulting from schizonts developing in the reticulo- 
endothelial lining. 

Coulston and Manwell (1941) actually produced experimental ‘ 
infections with P. circumfextim by the injection of a single 
parasitized corpusde, and after several passages exo-erythrocytic 
forms appeared. After intravenous inoculation of blood con- 
taining P. gallinaceum, Tullis (1947) found that small numbers 
of exo-erythrocytic schizonts appeared on the fourth day in 
reticulo-endothelial cells of the spleen and on the sixth day in 
the liver, heart, lungs, and intestine. Thus in bird malaria tissue 
schizonts may originate directlv from pre-erythrocytic parasites 
or indirectly from the blood parasites. 


Tissue-pliase Parasites in Monkey Malaria 

In monkeys, malaria which is caused by P. cynomolgi 
is readily transmitted experimentally by Anopheles iiiaciili- 
peitnis atroparvus. Other well-known. simian parasites, like 
P. knowlesi and P. braziliaitttm, are unfortunately unsuit- 
able for studying tissue forms, since the mosquito vector 
is unknown. 

In P. cynomolgi infections the erythrocytic parasites 
closely resemble vivax parasites morphologically and 
appear in the blood about the ninth day. , Relapses 
are common up to six to eight months, when spon- 
taneous cure generally occurs. Coatney and Cooper 
(1948) report that pentaquine and pamaquin with or 
without quinine bring about radical cure. The disease 
closely resembles benign tertian malaria in man, especi- 
ally the New Guinea and Chisson strains characterized 
by short-term relapses. Much intensive research work 
has been undertaken in America, India, England, and 
other parts of the world during the past decade in an 
effort to demonstrate tissue forms in monkeys infected 
with this species of plasmodium. It was not until last 
year, however, that Shortt, Garnham, and Malamos 
(1948), at the London School of Hygiene and Tropical 
Medicine, discovered pre-erythrocytic forms in the liver 
of a monkey (Macaco mulatta) intensely infected with 
sporozoites seven days previously. 

I. Pre-erythrocytic Parasites. — In this experiment over 500 
hyperinfected mosquitoes (A. macitlipennis atroparvus) were 
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first fed on this monkey ; then the entire batch was ground up 
uith heparinized plasma and injected parenterally. The pre- 
crythrocytic forms were confined to the parenchyma cells of the 
liver, sections of which showed ovoid blue areas, averaging 
about 26 in diameter, composed of plasmodial masses con- 
taining chromatin particles. Later work showed that mature 
schizonts on the eighth or ninth day contained nearly 1,000 
merozoites ; each merozoite measured a little over 1 in 
diameter and was composed of a mass of cytoplasm with a 
small fragment of chromatin on one side. ■\\'hen the schizont 
ruptured, the merozoites escaped into the circulation via the 
hepatic sinusoids, and invasion of the residual mass by lympho- 
macrophage cells, plasma cells, and polymorphonuclear cells 
occurred. Pre-erythrocytic schizogony in P. cynomolgi was 
later confirmed by Hawking, Perry, and Thurston (1948). 

2. Exo-erythrocytic Forms. — Some months later Shortt and 
Garnham (1948) demonstrated the late tissue stages (exo- 
ersthrocytic schizonts) in the parenchyma cells of the liver 
of a monkey which had been hyperinfected 103 days previously ; 
by this time the disease was latent and parasites had temporarily 
disappeared from the peripheral blood. The late exo- 
erythrocjaic forms resembled the pre-erythrocytic forms in 
most respects, a possible difference being the presence of a 
limiting membrane surrounding the younger schizonts. These 
e.\o-erythrocylic forms undoubtedly represent the relapse forms. 
Shortt and Garnham (1948) consider that exo-erythrocytic 
schizogony is maintained throughout the whole course of the 
disease, and that the cellulo-humotal antiparasitic defence 
mechanism of the host is operative only against the erythro- 
cytic parasites, resulting in the destruction of merozoites enter- 
ing the circulating blood. This immunity mechanism, which 
comes into play exclusively against the erythrocytic parasite, is 
not active against the exo-eiythrocytic forms themselves, 
possibly because of their intracellular habitat. Those mero- 
zoites destined to invade other liver cells are similarly pro- 
tected, so that the exo-etythrocytic cycle can go on indefinitely 
quite independently of blood infection. 

Comment. — ^The success attained by Shortt and his col- 
leagues, where so many others had failed, was no doubt 
due to the intense hyperinfection adopted and the improved 
technique devised for staining tissue parasites. In the 
monkey it involved the introduction of hundreds of 
thousands of sporozoites by mosquito-bite and by inocu- 
lation either of a whole mosquito intraperitoneally or of 
the salivary glands intravenously (Garnham, 1948). Invesd- 
gators had also been misled to some extent because the 
tissue phase in mammalian malaria differed in certain 
unexpected ways from avian malaria. Thus in monkey 
malaria schizogonous development takes place in the paren- 
chymatous cells of the liver, not in reticulo-endothclium, 
while subinoculation with saline suspensions of the liver 
into clean monkeys invariably yields negative results, 
probably because there is only one generation of pre- 
erythrocytic schizonts whereas in avian malaria there 
are several. 

TISSUE-PHASE PARASITES IN HUMAN • 
MALARIA 

A. Benign Tertian Malaria 

Pre-erythrocytic Phase. — Shortt, Garnham, Covell, and 
Shute (1948) also reported the pre-erythrocjtic stage of 
P. vivax in a volunteer patient who bad been exposed to 
heavy' biting by infected mosquitoes (A. macuUpennis 
atroparriis) and had in addition received an intravenous 
injection of sporozoites derived from their salivary glands. 
Laparatomy and liver biopsy were performed seven days 
later under local analgesia. Sections revealed plasmodial 
masses in the parenchyma cells, measuring up to 42 p in 
diameter, which were studded with chromatin particles and 
some of which contained vacuoles. In appearance they 


closely resembled the pre-erythrocytic schizonts found in 
P. cynomolgi in monkeys. 

From subinoculation experiments undertaken by Fairley 
(1945) and Fairley et al. (1947) it is evident that vivax 
sporozoites after being inoculated by mosquitoes rapidly 
gain access to the blood but soon again leave the circula- 
tion, invading the parenchyma cells of the liver, as shown 
by Shortt and his colleagues. Here they pass through a 
prolonged developmental cycle lasting at least eight days. 
The mature schizonts rupture and merozoites enter die 
circulation with great regularity on the ninth day of infec- 
tion, producing a subpatent parasitaemia which may last 
another one to seven days. In thick films scanty parasites 
— i.e., to the order of 1 per c.mm. — appear on an average 
12 days after exposure (range 10-15 days). This at least is 
the chain of events so far as the New Guinea strain of 
P. vivax is concerned. 

Exo-erythrocytic Forms. — ^There is so much indirect clini- 
cal evidence supporting the presence of persistent exo- 
erythrocy’tic forms in benign tertian malaria, and vivax 
infection with short-term relapses is so similar to cy'nomolgi 
malaria, that for all practical purposes their e.xistence can be 
accepted. Latency and the tendency to multiple relapses can 
best be explained on the basis of persisting exo-erythrocytic 
-forms, while the different therapeutic response to various 
schizonticidal drugs like mepacrine, chloroquine, and 
quinine observed in blood-inoculated and mosquito-trans- 
mitted malaria is otherwise inexplicable. The schizonticidal 
drugs rapidly produce radical cure in trophozoite-trans- 
mitted vivax malaria. In sporozoite-transmitted malaria, 
though they rapidly produce clinical cure and clear the 
blood completely of parasites as revealed by negative sub- 
inoculations and negative blood smears, parasites later 
reappear and overt relapses follow. To establish radical 
cure during the overt attack one of the 8-araino-quinoline 
compounds like pamaquin or pentaquine is given in full 
dosage in combination with quinine. During the long 
latency characteristic of the St. Elizabeth strain of P. vivax 
radical cure has been reported by WTiite et cl. (1948) at 
a time when erythrocytic parasites are entirely absent from 
the blood : such a result can be due only to exclusive action 
on exo-erythrocytic forms. 

Exo-erythrocytic Forms and Immunity Response . — 
According to Shortt and Garnham (1948) exo-erythro- 
cytic schizogony is maintained throughout the whole course 
of the disease, and the antiparasitic defence mechanism of 
the host is directed essentially against the erythrocytic 
parasites, not against pre-erythrocytic or exo-erythrocytic 
forms. They suggest that latency and relapse in vivax 
malaria are governed by this immunity’ defence mechanism. 
Acquired antiparasitic immunity and tolerance result from 
a specific cellulo-humoral response to the invasion of the 
blood by erythrocytic parasites — ^provided that the para- 
sitaemia is of sufficient duration and intensity to elicit an 
adequate response. The experimental studies of Taliaferro 
and Mulligan (1937) indicate that the spleen, liver, and 
bone marrow undergo considerable lymphoid hyperplasia 
with cytogenesis of macrophages, parasites being mainly 
destroyed locally in these organs. Immunity' is paid for 
in terms of blood destruction, overworked sweat glands, 
and fever, but it is more easily acquired with some vivax 
strains than w’ith others. Whether it is complete or partial 
will be determined , by the trophozoite experience of the 
individual (total antigenic stimulus) and the strain of 
P. vivax implicated. With New’ Guinea strains solid 
immunity results in untreated patients only’ after pro- 
longed primary’ fever, or if tins be cut short by’ antimalarial 
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therapy it may arise later during febrile relapses in which 
treatment is withheld or markedly delayed. 

Latency and Relapse . 

1. Latency with Immunity . — Blackburn (1948) was able to 
show that volunteers infected with the New Guinea strain 
of P. vivax who developed solid tolerance and antiparasitic 
immunity to their infections constantly had vivax tropho- 
zoites in the peripheral circulation, though their density 
rarely exceeded 1 per c.mm. over several months of obser- 
vation. Gametocytes were, never seen during the period 
of immunity, and mosquitoes fed on these subjects failed 
to become infected. The low densities of trophozoites 
caused no constitutional disturbances whatsoever. These 
volunteers had normal haemoglobin concentrations and red 
blood cell counts, their spleens were not palpable, and they 
were perfectly fit. Attempts to induce relapses by reinfec- 
tion with the same strain of P. vivax (superinfection) were 
unsuccessful. 

2. Latency and Suppression with Mepaci ine . — In experi- 
mentally infected volunteers takihg 0.1 g. of mepacrine daily 
for many months, Fairley and his colleagues (1945, 1947) 
found that vivax parasites were not demonstrable in thick 
smears, that subinoculations invariably became positive 
on the 9th day and were generally negative after the 14th 
day of infection. In one patient receiving 50 infective 
vivax bites on zero day, subinoculations with 20 ml. of 
blood were made at four-day intervals between the 9th 
and 142nd days while receiving suppressive mepacrine. 
Positive results were recorded on the 9th, 13th, and 42nd 
days after infection ; the remaining 32' subinoculations 
were negative. Parasites were absent in blood films on 
the 42nd day, when the positive subinoculation occurred. 
Overt vivax malaria occurred on the 177th day, 35 days 
after mepacrine ceased. It' is noteworthy that in heavy 
experimental infections the 42nd day is about the time 
the first relapse appears in patients whose primary 
fever has been treated with schizonticidal drugs. After 
stopping suppressive mepacrine overt vivax malaria 
occurred within three to ten weeks in 97% of cases. No 
evidence of immunity was observed in these patients : this 
is hardly surprising, as merozoites are destroyed shortly 
after reaching the blood with the New Guinea strain of 
P. vivax, provided the plasma mepacrine concentration is 
satisfactory. 

'When suppressive drug medication is stopped overt 
attacks occur in a few weeks with the ordinary New 
Guinea and the Chisson strain of P. vivax, which have 
a close relapse pattern, but with the St. Elizabeth, 
Madagascar, and local Dutch strains, which have had 
suppressive treatment during the first four weeks after 
infection, overt malaria does not appear until approxi- 
mately nine months after the original infection. 

3. Latency and Long-term Relapse without Immunity.^ 
True latency with long-term relapse is encountered with 
certain strains of P. vivax both in natural infections and 
where the primary fever has been suppressed by anti- 
malarial drugs or treated early in the febrile attack. 

(a) Latency Following Suppression of Primary Fever. Impor- 
tant experimental investigations in volunteer prisoners in the 
U.S.A. have recently been carried out with the St. Elizabeth 
strain of P. vivax. This strain produces an infection with a 
long latent period of eight to nine months between the early 
treated primary attack and the first relapse ; thereafter a series 
of short-term attacks begin. White et a!. (1948) report the 
complete absence of circufating parasites during this long latent 
phase ; thick blood smears were always negative, and massive 
subinoculaiions with 250-300 ml. of blood to non-immunc 
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recipients failed to produce malaria. In addition Coopirc, 
(1947) report that during this period the individual harbci- 
a latent infection is susceptible to superinfection with pan,'-' 
of the same strain, indicating that no immunity has deveic-. 
Coatney and Cooper (1948) conclude that it is irapossill; 
account for this long latent interval on the basis of iianc 
to erythrocytic parasites, and suggest that it may reprt,;:' 
period when the fixed-tissue reservoir is not casting erythicc, 
invading forms into the circulation, 

(6) Natural Latency with Prolonged Incubation Pent>i-f_ 
condition is well recognized in natural infections in Ec: , 
where in the early spring primary attacks may be caeir 
infections contracted in the previous summer and acn 
James (1931a) reported that 12 patients at Horton dd r, 
develop overt vivax malaria until six to ten months after in 
bitten by infective mosquitoes (Madagascar strain). Sr;‘; 
grebel and de Buck (1938) found that many of their p;r 
infected with the local Dutch strain fell into this categon.r 
developing overt malaria for some nine months after etpr 
to infective mosquitoes biting at any time of the year. T: 
is a normal average incubation period of 21 days wii 
Dutch strain, and eight to nine months elapse between p 
fever and the first relapse. 

Shute (1946) produced good evidence that natural lafc':, 
vivax malaria — i.e., an overt attack in patients infected cl' 
nine months previously — was attributable to low spaa 
dosage ; he suggested that relapses might be due to spor..! 
which had been lying dormant in tissue cells, pointing onir 
they were able to survive for many months in the insect u.. 
According to Shute, natural latency occurs only when the sp 
zoites injected are too few to set up an immediate attack; f:' 
2,000 sporozoites were regarded as the minimum necesns' 
establish infection by intravenous injection. 

Serial subinoculations have not been performed onaodf.' 
the ninth day following infection in these latent cases, t.'i 
seems likely that owing to a paucity of inoculated spoio:- 
only scanty pre-erythrocytic schizonts are produced; ther:-' 
ing erythrocytic merozoites are evidently so few that non-sfd 
phagocytosis in the liver, spleen, bone marrow, and bfc' 
i.e., natural irnmunity — suffices to prevent the establish^' 
an effective parasitaemia. In consequence primary fev«- 
to develop, and with the Madagascar and Dutch sttab- 
overt attack is not encountered for eight to nine months. 

Comment . — Results based on infections with ths 
Guinea strain of P. vivax, which has a short-relapse p--'‘ 
support the view that latency is related to, and conK'i 
by, the immunity response of the host as in cynor'- 
malaria in monkeys. 

In vivax infections with the St. Elizabeth, the Madafi^- 
and the local Dutch strains, which are characterized 
long-term latency before relapse, it is difficult to vise-' 
how any immunity could have been acquired. In 
circumstances the most likely explanation is a failui^ ' 
erythrocytic merozoites to reach the blood stream 
establish a parasitaemia, as Coatney and Cooper (I- , 
have pointed out. The failure to establish even a s';-; 
patent parasiteemia during this long-terifi latency isresJS-; 
by the negative results obtained with massive subinccj;- 
tions in non-immunes. This might result from (D 
of exo-erythrocytic schizogony with the. production^ 
resting-stage parasites ; (2) -a slowing down of exo-eO'';^;'^ 
cytic schizogony and/or a decrease in the ratio of 
cytic to liver-invading merozoites, so few of the 
reaching the circulating blood that natural immunity 
to prevent an effective parasitaemia developing ’> i:.. 

switch-over to the exclusive production of liver-in'ss'!- 
merozoites during exo-erythrocytic schizogony, the ri ^ _ 
which may or may not be retarded. It is suggested^:' 
No. 3 constitutes the most feasible working hyp®"';.;, 
and that the atypical exo-erythrocytic schizogony 
characterizes long-term latency is determined by ths n- 
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biological qualities of the viTOX strains under consideration. 
Latency ends when there is a reversion to normal exo- 
erjthrocytic schizogony, with the production of the usual 
ratio of erythrocytic to liver-invading merozoites. 

Once overt malaria supervenes after this long latent 
period it is interesting to note that several relapses not 
infrequently follow at monthly periods (close relapse 
pattern), indicating that norma! exo-erythrocyfic schizogony 
has been established and is being maintained. 


B. Quartan Malaria (P. malariae) 

In quartan malaria both sporogonous and erythrocytic 
schizogonous cycles proceed very' slowly. Nothing is 
known of the tissue cycle. Unfortunately, subinocula- 
tions have not been performed during the incubation 
period, so no assessment can be made of the probable 
duration of the pre-erythrocytic cycle. The long latent 
periods, the presence of late relapses, and the difficulty 
of attaining radical cure suggest that exo-ery'throcytic 
schizogony persists for many years. Blood-transfusion 
accidents, in which quartan malaria is transmitted by a 
donor who has been away from malarious areas for many 
years and been completely free from clinical attacks during 
this period, also support this view. 

The following diagram depicts the tissue phases of the 
malaria parasite in monkeys infected with P. cynomolsi- 
It is suggested that the term “ cynomolgi type ” could 
usefully be employed in mammalian malaria for this type 
of schizogony. TTiere is abundant indirect evidence that 
P. vivax follows the cynomolgi type of schizogony, and 
it seems highly probable that P. malariae does likewise. 


(Primary malaria) 
Erythrocytic schizosonv 


(Relapses) 

Eo'throcytic schizogony 


Sporozoite — > Pre-ery'throcytic Exo-erythrocytic 

schizogony schizogony 

Cynomolgi type of schizonogy (P. cynomolsi. P. vivax. and 
probably P. malariae) 


C. Afalignant Tertian Malaria (P. falciparum) 

The present position in regard to the tissue phase of 
P. falciparum is much the same as that of P. vivax last 
year, before pre-erythrocytic forms had been discovered. 

Pre-erythrocytic Cycle . — Subinoculation e.xperiments re- 
ported by Fairley (1945) and Fairley et al. (1947) have 
showri that when donors are bitten by from 7 to 24 infec- 
tive mosquitoes at a single session lasting 5 to 15 minutes 
sporozoites may gain access to the circulation during the 
time of biting or be detected at intervals up to 60 minutes 
after cessation of biting. Thereafter subinoculation results 
were uniformly negative until the seventh day, when they 
again became consistently positive. All of 41 sufainocula- 
tions with 500 ml. of blood made from volunteers infected 
64 to 84 days previously were positis’e. 

The only reasonable interpretation of these findings is 
that, in falciparum as in vivax malaria, sporozoites inocu- 
lated into the tissues by infective anophelines rapidly gain 
access to the circulating blood and subsequently disappear 
rapidly from the circulation. Presumably they enter the 
parenchyma cells of the liver, where they develop into pre- 
erythrocytic schizonts, which liberate mature merozoites 
into the blood with extraordinary' regularity on the seventh 
day of infection. 

The causal prophylactic action of proguanil in malignant 
tertian malaria also suggests the existence of early tissue 
forms which are many tirnes more sensitive to the drug 


than either sporozoites or merozoites. Fairley et al. (1946) 
found that a single dose of 50 rag. given between the 39th 
and the 131st hour following exposure to biting afforded 
complete protection ; parasites never appeared in the blood 
and overt malaria failed to develop. Eight out of 10 
volunteers receiving as little as one single dose of 10 mg. 
between 48 and 120 hours after infection were completely 
protected. It was found that proguanil (0.3 g.) given about 
the time of exposure to infection generally failed to pro- 
tect ; malaria could be prevented with certainty only if 
I g. of the drug was given. The conclusion reached was 
that proguanil had no action on the sporozoites as such, 
its lethal effect being due to small quantities persisting in 
the circulation and acting on tissue forms early in the pre- 
erythrocytic cycle. Later on the seventh day, by which 
time merozoites were entering the circulation, a single dose 
of 0.3 g. failed to give protection, though it was effective 
up to 144 hours. The most reasonable explanation of these 
experimental findings is that proguanil has a highly selec- 
tive action on the pre-ery'throcylic forms in falciparum 
malaria. 

Exo-erythrocytic Cycle . — Though indirect evidence 
favouring a pre-eryffirocytic stage is entirely con- 
vincing in malignant tertian malaria, the same cannot 
be said in regard to the existence of later exo-erythrocytic 
forms. None of the evidence advanced as indicating a 
persistent phase in vivax malaria is forthcoming for falci- 
parum malaria. Thus in falciparum malaria (11 long latent 
periods are absent and recrudescences occur separated by 
only two to three weeks of apyrexia ; (2) once the blood 
has been completely cleared of falciparum parasites by 
schizonticidal drugs like quinine, mepacrine. or chloro- 
quine radical cure has been achieved ; (3) it is useless to 
resort to the 8-amino-quinoIines for radical cure as in 
benign tertian malaria : drugs of this group, though they 
are effective in preventing malignant tertian malaria when 
they are given in full dosage during the first six days of 
infection, are quite ineffective in the treatment of the acute 
attack and the eradication of the infection ; this is because 
they are very poor schizonticides for P. falciparum : and 
(4) sporozoite-transmitted malaria is just as rapidly and 
radically cured by schizonticidal drugs as is trophozoite- 
transmitted malaria ; this is contrar>- to the findings in 
benign tertian malaria. 

To explain these therapeutic results it uouid be neces- 
sary to assume that, while the hypothetical exo-erj'throcj’tic 
forms in falciparum malaria are just as susceptible to 
schizonticidaL drugs as are asexual erythrocytic parasites, 
they are insusceptible to the 8-amino-quino!ines, This 
would be exactly the reverse of the action of these drugs 
in benign tertian malaria. In toxic dosage the 8-ammo- 
quinolines are known to have a true causal prophylactic 
effect in malignant tertian malaria, where their artori on 
pre-erv'throcytic forms is much more potent than in vivax 
malaria, then, should thev have no effect on exo- 

erythrocytic forms in malignant tertian malaria while 
destroying the exo-erjthrocytic forms in benign tertian 
malaria ? 

All available data indicate that in malignant tertian 
malaria, after the pre-erythrocytic schizonts have ruptured 
and discharged their merozoites into the circulation on the 
seventh, and possibly the eighth and ninth days as weH, 
the pre-erythrocj'tic schizonts disappear entirely without 
giving rise to later exo-erythrocytic forms. The subsequent 
course of the disease will thus be determined solely by 
ervthrocytic schizogony, and if the parasitaemia be 
eradicated radical cure results. 
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It is suggested that the following diagram adequately 
depicts the tissue phase of schizogony as it occurs in 
malignant tertian malaria in man: 

(Primary fever and recrudescences) 

t 

Erythrocytic schizogony 

t 

Sporozoite — ?Pre-erythrocytic schizogony 
Comment and Conclusions 

At the beginning of the present century the life cycle 
of the malaria parasite in man appeared to be completely 
known. It is a matter of considerable interest that, nearly 
half a century later, hiatuses in precise knowledge of the 
subject still exist. Despite the brilliant work of Shortt and 
his colleagues, only the pre-erythrocytic stage in P. vivax 
has so far been demonstrated in man. The technical diffi- 
culties associated with the production of hyperinfection in 
man and the demonstration of tissue schizonts in the liver 
have been overcome. No suitable laboratory animal is 
known which can be experimentally infected with any of 
the human species of malaria parasite, and in these cir- 
cumstances the various problems concerning tissue forms 
are unlikely to be solved finally without the use of 
experimentally infected volunteers. 

In the meantime the following tentative conclusions based 
mainly on indirect evidence are put forward regarding the 
tissue phase of the three species of malaria plasmodia 
commonly affecting man. 

1. In benign tertian and quartan malaria there are both pre- 
erythrocytic and exo-erythrocytic stages of schizogony similar 
to those now known to occur in cynomolgi malaria in monkeys. 

2. In vivax malaria characterized by short-term relapses such 
as are produced by the New Guinea or Chisson strains, normal 
exo-erythrocytic schizogony is maintained throughout the whole 
course of the disease and erythrocytic merozoites reach the 
circulating blood with regularity. Relapses cease when solid 
immunity and tolerance have developed or radical cure has 
been established. 

3. In vivax infections characterized by long-term latency 
before relapse, such as is seen in infections with the St. Elizabeth, 
Madagascar, and Dutch strains, parasitaemia and immunity fail 
to become established during this initial latent period. As a 
working hypothesis it is suggested that during latency the exo- 
erythrocytic cycle is atypical, inasmuch as schizogony is switched 
over to the exclusive production of liver-invading merozoites, 
so that no erythrocytic merozoites reach the circulation. Latency 
ends when there is a reversion to normal exo-erythrocytic 
schizogony ; this is indicated by the close relapse pattern which 
supervenes after the long period of latency has terminated in 
an overt malaria attack. 

4. In malignant tertian malaria, after the pre-erythrocytic 
schizonts have ruptured and discharged their erythrocytic mero- 
zoites into the circulation on the seventh and possibly the eighth 
and ninth days as well, they disappear without giving rise to 
late exo-erythrocytic forms. The subsequent course of the 
disease will be determined solely by erythrocytic schizogony, 
and if parasitaemia is eradicated radical cure will result. 
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CLINICAL VALUE OF PREGNANEDIOL 
ASSAYS* 

. '^y 

G. L M. SWYER, M.A., D.M., D.Phil., M.R.C.P. 

Endocrinologist. University College Hospital Medical 
School, London 

A laboratory technique such as pregnanediol assay may lay 
claim to clinical value if it can be shown that its results yield 
information about diagnosis, prognosis, or treatment which 
will supplement that gained by unaided clinical examination. 
In assessing the clinical value of a given technique various 
factors must be considered and given due weight. The 
accuracy of the method, for example, is not of primary 
importance, though its ability to give unequivocal answers 
to the clinical questions posed is clearly a first requirement. 
Ease and speed of performance are significant considera- 
tions, and the nature and quantity of the clinical specimens 
required deserve attention. If to these we add the unique- 
ness of the information yielded by the technique, it should 
be possible to form an opinion of its value to the clinician 
in comparison with other laboratory procedures. In this 
paper the attempt is made to evaluate the position of preg- 
nanedioi assay, as judged by the above criteria and using 
the data that I have myself obtained. 

A large number of different procedures for the assay of 
urinary pregnanediol hav'e been described, some undoubt- 
edly being far more accurate than others. I shall not 
attempt a comparative discussion of these rival methods, 
but certain general remarks are warranted. In the first 
place, methods requiring three or four days and many man- 
hours to complete are of little potential clinical value, no 
matter what their excelicnce as purely research techniques 
may be. Secondly, since by the nature of the clinical prob- 
lems concerned repeated assays may be necessary, it 
becomes a matter of urgency to avoid, if at all possible, 
urine-collection requirements which would limit the apph- 
cation to in-patients only. 

•Paper read at the British Congress of Obstetrics and Gynaecotog)', 
London, on July 6, 1949. 
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Clearly, few out-patients would co-operate to the extent 
of producing a weekly or fortnightly 24-hour urine collec- 
tion, while the completeness of such collections as might 
be forthcoming would always be open to grave doubt. 
Great practical advantage would therefore be derived from 
the possibility of using first morning urine specimens rather 
than 24-hour collections, and it seemed reasonable to 
investigate such a possibility even though the variations in 
the results so obtained would be expected to be larger than 
those from 24-hour collections. With few exceptions, there- 
fore, first morning specimens have been the rule throughout 
this investigation. 

A final remark under this general heading may be made 
concerning the disadvantage, for clinical use, of methods 
which determine sodium pregnanediol glucuronidate, as 
compared with those which determine free pregnanediol. 
Any bacterial contamination may lead to hydrolysis of the 
glucuronidate and so give a spurious low \ alue for the assay, 
and since in the hurly-burly of clinical medicine such con- 
tamination would be difficult to control, it seems wiser to 
avoid this potential cause of inaccuracy and to employ 
methods the results of which would not be vitiated in this 
way. 

Considerations such as those outlined above 'led to the 
adoption, first of a modification of the Guterman (1944) 
technique (method 1), and later of that described by 
Sommers’ille, Marrian, and Kellar (1948) (method II) after 
it had been shovvn (Swyer, 1949, wherein the details of the 
modification of the Guterman technique are described) that 
the method of Sommers'ille el al. was by almost all criteria 
the more preferable. Using these methods, an attempt has 
been made to study the clinical value of pregnanediol assay 
from the following points of view: (1) as a diagnostic test 
for pregnancy ; (2) as a prognostic test in threatened abor- 
tion ; (3) as a prognostic test for the likelihood of the initia- 
tion of labour by induction procedures ; and (4) as a 
diagnostic aid in complications of pregnancy. 

1. General Consideration of Results 

For the purposes of this communication the results of a 
total of 858 pregnanediol assa)'s are available for considera- 
tion. The details of these are set out in Table I, and the 


Table I. — Broad Delails of 858 Presnanediot Assays 



distribution of the values obtained is shown in the form of 
histograms in Fig. 1. The most striking feature of the 


Method I 



Pregnanediol ng.flitre 

Fig. K — ^Thc distribution of 858 urinary pregnanediol assa>‘s. 


2. Pregnanediol Assay as a Diagnostic Test for Pregnancy 

The utilization of urinary pregnanediol assay as a basis 
for the diagnosis of pregnancy n-as first proposed by 
Guterman (1944, 1945), for which purpose he devised his 
rapid technique, which he did not, however, claim to be 
more than semi-quantitative. The high degree of accuracy 
for pregnancy diagnosis which Guterman found has not 
been uniformly achieved by other investigators (see discus- 
sion), and it was because of this that it was felt that yet 
another scries might be desirable, especially one in which 
some other pregnancy diagnosis test of generally accepted 
validity was performed concomitantly with the pregnanediol 
assay on the same specimen of urine. For this purpose 
the Friedman test was selected, a standard quantity of 10 ml. 
of filtered urine being injected intravenously followed 48 
hours later by sacrifice of the rabbit and examination of the 
ovaries for corpora lutea. All the specimens used in this 
series were actually sent for pregnancy diagnosis, so that in 
all cases there was some degree of clinical uncertainty. 
The subsequent fate of each was checked, and only those 
cases in which it was ascertainable have been included in 
the series. 

For the first group of patients the modified Guterman 
procedure was used in 110 cases, and the results compared 
with the Friedman test are shown in Table n. In deciding 


latter is the considerable degree of overlap of values for 
pregnant and non-pregnant urines as obtained by both 
methods. The mode is shifted to the right in the case of 
method II, but apparently more so for pregnant than for 
non-pregnant urines. Ttiis is what would have been 
expected from the observations previously reported (Swwer, 
1949), and is borne out by comparison of the two methods 
as pregnancy diagnosis tests (recorded below). The point 
which may be stressed is that, judging from the results as a 
whole, it cannot be expected that differentiation between 
pregnant and non-pregnant urines on the basis of their 
pregnanediol content will always be possible, so that the 
results in section 2 may be regarded as a fair sample of the 
overall results. 


Table II. — Concomitant Friedman Tests and Pregnanedto! essays 
(Method I) on 110 Urines Sent for Pregnancy Diagnosis 
(6 mg.flitre Regarded ns Minimal Value for Pregnancy) 




1 Friedmi 

n Test 

1 

j Pregnanediol (Method 1) 


j Total j 

Correct j 

I Tcccrrect j 

i Correct | 

1 Incorrect 

Pregnant 

Non-pregnant . . 

63 

47 

57 (9>5%) 1 
43 (91-5%) 1 

6 

4 

26(41%) 

(94*/.) 

37 

3 

Totals 

1 1 

1 100(91%) 

1 

1 70 (63-5>O 

1 ao 

1 


whether the pregnanediol value was indicative of pregnancy 
or not, some le\^l had to be chosen rather arbitrarily as the 
dividing-line. As a guide, assays were performed on the 
urines from 30 patients known to be non-pregnant, and 
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since the highest value found was 5 mg./litre, it was decided 
to regard 6 mg./litre as the minimal level for the diagnosis 
of pregnancy. Objections to this procedure could be cited, 
and because Guterman regards the “ positive ” colour in 
his test to be given by about 4 mg./litre of pregnanediol, 
the results have been recalculated on the basis of 4 mg./litre 
being the ininimal level for pregnancy diagnosis (Table TIT ) 
There is a slight improvement, but it is not sufficient for 
escape from the conclusion that, while false positives in 
non-pregnancy are rare, false negative pregnanediol values 
in pregnancy are so frequent as to condemn the test as an 
aid to pregnancy diagnosis. 


Table III . — The Results of Pregnanediol Assays (Method I), 
Previously shown in Table II, Recomputed on the Basis of 
4 mg.llitre as Minimal Value for Pregnancy 




Pregnanediol (Method I) 


Total 





Correct I 

Incorrect 

Pregnant 

63 

31 (49%) 

32 

Non-pregnant . , . . 

47 

43 (91-5%) 

4 

Totals . . 

' no 

74 (67-3%) 

36 


Attention may be drawn to some of the cases in which 
discrepant results were obtained. There were two cases of 
proved hydatidiform mole, in both of which the Friedman 
test was positive (even when diluted 1/100, only 0.1 ml. of 
urine being injected) ; for the purposes of this comparison, 
these were interpreted as “ false positive ” Friedman tests, 
without any aspersions being cast upon the technical relia- 
bility of the test. In these cases the pregnanediol excretion 
was nil and 1 mg./litre respectively. Two other cases were 
clinically suspected as being those of hydatidiform mole ; 
in one, in which the Friedman test was positive (though not 
on dilution) and the pregnanediol excretion was nil, subse- 
quent events showed the case to be that of normal preg- 
nancy ; in the other, in which the Friedman test was 
negative and the pregnanediol excretion also was nil, no 
evidence either of pregnancy or of hydatidiform mole was 
obtained when the uterine contents were examined. 

A specimen from a pregnant woman, when the period was 
only three days overdue, gave a negative Friedman test and 
contained 3 mg. of pregnanediol per litre ; eight days later 
the Friedman test was still negative but the pregnanediol 
content had risen to 6 mg./litre. In a case which was sub- 
sequently proved to be that of ectopic pregnancy the Fried- 
man test was negative and the pregnanediol excretion 

4 mg./litre. In two cases of missed abortion the Friedman 
test was positive and the pregnanediol excretion 9.5 and 

5 mg./litre. In neither case was a foetus found on evacuat- 
ing the uterus. In three other cases “ false negative ” 
Friedman tests were obtained in cases of pregnancy ; these 
must be regarded as technical faults. The corresponding 
pregnanediol levels were nil in two cases and 15 mg./litre 
in the third. 

For the second group of patients, the procedure of 
Sommerville ct al. (method II) was used in 101 cases, and 
the results, compared with the corresponding Friedman 
tests, are shown in Table IV. Once again 6 mg./litre is 


Tvble \\' —Concomitant Friedman Tests and Pregnanediol Assays 
(Method II) on 101 Urines Sent for Pregnancy Diagnosis 


! 

Total 1 

1 Friedman Test 

Pregnanediol Assay 

Correct 

1 Incorrect 

Correct 

Incorrect 

Pregnant 

Non-pregoint . . j 

63 

3S 

6I(9S-5%) 
37(97-5%) j 

1 

' 1 

52(82-5%) 

31 (SI -75;;) 

11 

7 

Totals 

lOI 

99 (9S;0 

2 j S3 (S2%) 

IS 


taken as the lowest permissible value for a “positive" 
pregnancy diagnosis, and it can be seen that the overall 
pregnanediol test results are considerably improved (82% 
correct) as compared with those in the previous series 
(63.5 or 67.3% according to the criterion of a “positive” 
value) ; that the reliability in pregnant cases is much greater 
(S2.5 compared with 41 or 49%) ; but that a considerably 
larger number of “ false positives ” ha's now been produced 
(18.25% compared with 6%). 

In this series there were three cases of missed or incom- 
plete abortion ; the Friedman test was positive in one, the 
pregnanediol value being 1 mg./litre, and negative in the 
other two, in which the pregnanediol values were 6 and 

18 mg./litre respectively. There were, in addition, two 
cases of threatened abortion in which the diagnosis of 
pregnancy was uncertain at the time of testing ; in one the 
Friedman test was negative, the -pregnanediol value being 
8 mg./litre and the patient aborted ; in the other the 
Friedman test was positive, the pregnanediol value being 

19 mg./litre and the pregnancy continued. A case of salpin- 
gitis which was considered clinically to have been possibly 
that of ectopic pregnancy had a pregnanediol excretion of 
24 mg./litre ; the Friedman test was negative. 

3. Pregnanediol Assay as a Prognostic Test in Threatened 
Abortion 

There have been several reports of the relation between 
pregnanediol excretion in cases of threatened abortion and 
the fate of the pregnancy (e.g., Hamblen, Cuyler, and 
Baptist, 1942 ; Guterman, 1946 ; Bender, 1947, 1948). The 
present series of cases is small compared with those of some 
previous authors, but the numbers are nevertheless sufficient 
for conclusions to be drawn which are not altogether in 
agreement with earlier reports. 

Aborted 





o 


Pregnancy Continued 



Prcgninedlol mg./litre 


Fig. 2. — The distribution of 56 urinary pregnanediol assays from 
. cases of threatened abortion. 

Forty cases of threatened abortion have provided a total 
of 56 urine specimens for pregnanediol assay ; the distribu- 
tion of the values is sho'vn in Fig. 2, where the cases arc 
grouped into those that aborted and those that did not 
■The distributions are clearly different, but the overlap i5 
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quite obvious. When the mean values for the two groups 
are compared by the t test, the following result is obtained : 

Mean value for abortion group .. .. 8.733 mg. /litre 

.. „ „ non-abortion group . . 12.4 „ 

n = 54; t=2.579 (P<0.02>0.01) 

it may therefore be concluded that the pregnanediol values 
m cases of threatened abortion are, in general, higher when 
the pregnancy is going to continue than when if is going 
to terminate, and that the chances of a difference between 
the means such as that observed occurring on a purely 
random sampling basis from a homogeneous population are 
more than 1 in 50 though less than 1 in 100 against. 

The clinician, however, is more interested in individual 
cases than in the behaviour of patients with threatened 
abortion in general, and it is therefore of importance to 
consider the ability of the test to predict the outcome in 
individual cases. A pregnanediol value of 6 mg./litre has 
again been taken as the minimum for predicting continua- 
tion of the pregnancy, and the findings are set out in 
Table V, both on the basis of the first reading and, where 


Tvcle V. — Prediction of the Fate o/ Cases of Threatened Abortion 
on the Basis of Pregnanediol Excretion 



Pint Reading | 

Final Assessment 


Pregnancy i 
Continued 1 

Aborted 

Total 

Pregnancy 

Continued 

Aborted ; 

Total 

L irrect 

n 1 

U 

26 

14 

15 

29 

Incorrect 

5 ; 

9 

14 

3 


1! 

Totals .. ! 

! 17 

1 33 1 

! 40 1 

' '' ! 

1 73 1 

40 


more than one assay was performed, on the basis of the 
final assessment, a rising pregnanediol titre being taken as 
indicative of continuation of pregnancy. The correct pre- 
diction was given in 29 out of 40 cases in the final assess- 
ment 02.5%). Of the 40 cases, 57.5% aborted ; of those 
that did not, 14 out of 17 had satisfactory or rising preg- 
nanediol litres, but of the 23 patients who aborted, eight 
also had satisfactory pregnanediol litres. 

4. Pregnanediol Assay as a Prognostic Test for the 
Likelihood of the Initiation of Labour 
by Indaction Procedures 

Since most observers agree that the spontaneous onset of 
labour is ordinarily preceded by a pronounced fall in the 
pregnanediol excretion, it seemed worth while to investigate 
the excretion in patients in whom, for various clinical 
reasons, it was desired to induce labour and to see what 
correlation, if any, existed betw'een the amount of pregnan- 
ediol excreted and the effect of the induction procedure. 
This has been done in 10 patients, the results being shown 
in Table VI, in which the cases are recorded in ascending 
order of pregnanediol excretion. 


Tvble VI . — pregnanediol Assays in Patients on whom Induction 
Procedures were Performed or Contentplated and the Results 
of Those Procedures 


Case 

No 

■ 

Pregnanediol 

Mode of Induction 

Result 

1 

10-5 rag.;24 brs. 

O.B.E. 

Delivery 


19-4 

Spontaneous delivery 

3 

23 mg./Iilre 

High puncture 

Delrvety 

4 

25-2 rag./24 hrs. 



5 

41 

Spontaneous delivery 

6 

49 

O.B.E. 

Delivery 

7 

49-7 

O.B.E. 

Nfl 

8 

55-5 

O.B.E. 

Delivery 

9 

56 

O.BE. 

Nil 



Repeated 2 days later 

Delivery 

,0 

57 

Spontaneous delivery 

1 


It is interesting to note that in three cases spontaneous 
labour began before the induction procedure was started, 
with pregnanediol excretions ranging from 19.4 to 57 mg. 
in the preceding 24 hours. On the otfier hand, the excre- 
tions in the two failures w'ere both high — 49.7 and 
56 mg./ 24 hours respectively. It would seem, therefore, 
that, although induction is less likely to succeed at high 
levels of pregnanediol excretion, the prediction of the fate 
of a given case cannot be accurately made on the basis of 
pregnanediol assay. 

S. Pregnanediol Assay as a Diagnostic Aid in Complications 
of Pregnancy 

With a view to investigating the possible value of preg- 
nanediol assay as a diagnostic aid in various complications 
of pregnancy 41 such assays were carried out on specimens 
obtained from 17 patients with various complications. The 
details are set out in Table VII, and the following comments 
seem justifiable : in cases of missed abortion variable values 
may be found, some “ positive " and others negative " ; 


TABtt VII . — Pregnanediol Assays in Various Complications of 
Pregnancy 


Case 

No. 

1 Diagnosis 

Pregnanediol 
mg. /litre 

Remarks 

1 

1 Missed abonioo 

9. 4, 3. 0 

Friedman test positive- Curettage 



0. 5 

showed suTviviag placental 
tissue but no embryo 

Fnedtnan test positive; no embryo 

3 

4 

? Incomplete abortion 

8 

8 

found oa curettage 

5 

10 

» Friedman positive, pregnancy 

6 

H>dalidi/crTn mole . . 

D 

continued 

- Confirmed by curettage 

7 

7 Hydaiidiform mole 

0, 1 


8 

n 

1 Friedman test posiuse undiluted 

9 ■ 

0 

> only; normal pregnancy 

10 

•• .. »» 

0 

1 Fnedman test Begatrve. nos- 

It 

' Ante-partum haemor- 

j 43. 3S. 60, : 

' pregnant 

Daily pregnanediol assays, preg- 


rhage at 35 weeks 

23. 45 ! 

nancy went to term 

12 1 

1 Ante-partum haemor- 

60. 69. 51. ; 

.. «. .f 

13 

[ rhage at 37 weeks 
Pycb'tis at 29 weeks 

54, 16 

34 

Pregnancy coatiaued 

14 

Eaopic pregnancy . . 

4 

Friedniaatestnesati%c. confirmed 

15 

Double olcrus 

i 33 

at laparotomy 

16 

Polycystic ovary: punc- 

0. 5. 10.31. 

Daily pregnanediol assay's: preg- 



19. 9, 7. 

nancy continued 

17 

Dystocia dj-strophia 

9, 10 

92, 123. 78. 

Daily pregnanediol assays at full 



154 

term 


the Friedman test may also be positive or negative, and it 
cannot be claimed that either test, or the two in combina- 
tion, enables a definite diagnosis to be reached. 

In both cases of proved hydatidiform mole the pregnan- 
ediol excretion vvas trivial, while chorionic gonadotropin 
was present in the usual large amounts. On the other hand. 
Case 8, clinically considered to be one of hydatidiform mole, 
was found to have both Friedman test and pregnanediol 
assay within the limits of normal pregnancy, and such it 
eventually proved to be. In Cases 9 and- 10 hydatidiform 
mole was again suspected clinically ; pregnanediol excretion 
was nil in l)oth cases, but in one the Friedman test was 
positive undiluted only and normal pregnancy was the 
eventual conclusion, while in the other the Friedman test 
was negative and no further evidence of pregnancy was 
forthcoming. 

The two cases of ante-partum haemorrhage showed 
pregnanediol excretions within normal limits for the periods 
of gestation, and the same applies to the case of pyelitis 
at the 29th week of gestation. In the case of ectopic 
pregnancy, both the Friedman test and the pregnanediol 
assay was misleading. The pregnanediol excretion in 
Case 16 — that of polycystic ovary punctured at 8th week 


O.B.E. » Indaction by castor oil, bath, and eoenja. 
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of gestation — showed that the operation had not interfered 
with progesterone production and, accordingly, the preg- 
nancy proceeded .normally. In the last case— that of 
dystocia dystrophia — the pregnanediol excretion seemed to 
be excessive in view of the fact that labour, albeit of an 
ineffective type, had already begun. 

Discussion 

Before discussing the results reported above, it would 
seem desirable to point out why no mention has so far 
been made of the use of pregnanediol assay as a means of 
detecting ovulation in non-pregnant women. Sufficient 
studies have been made by various workers (e.g., Venning 
and Browne, 1937a, 1937b; Stover and Pratt, 1939; 
Hamblen, Cuyler, and Baptist, 1942, etc.) of the' pregnan- 
ediol excretion during the luteal phase of the menstrual 
cycle to make it abundantly clear that the total excretion 
is so variable, and may be so small in apparently normal 
cycles, that only accurate techniques employed on complete 
collections of urine extending over several days (even the 
complete luteal phase) could hope to give indubitable 
evidence of corpus luteum activity. These requirements 
place the method entirely outside the realms of clinical 
practicability, and when it is granted that the basal body 
temperature record and the endometrial biopsy can give 
highly reliable results with very little effort, it must be 
conceded that pregnanediol assay can have no clinical value 
for this purpose. 

The advantages claimed for pregnanediol assay as a 
diagnostic test for pregnancy were its rapidity (some three 
hours only are required for the Guterman method) and that 
it eliminates the inconvenience and expense of animal tests. 
The accuracy claimed by Guterman (1945) was 92.7% for 
248 cases, the Friedman test in 201 of these being only 
87.1 % correct. Apart from McCormack (1946), who found 
complete agreement between pregnanediol assays and 
Friedman tests in 266 cases, no other observers seem to 
have achieved results at all comparable with these. 

It is instructive to compare the published figures of the 
above authors with those of Reinhart and Barnes (1946) 
and Mcrivale (1948) ; this is done in Table VIII, which 


Table VIII. — Comparison of the Published Results of Various 
Authors with Pregnanediol Assay as a Pregnancy Diagnosis Test 


Author 

No. of 
Patients 

Percentage Accuracy 

Pregnanediol 

Test 

Friedman 

Test 

Guterman 

24S 

92-7 

87-1 

McCormack* 

266 

990 

990 

Reinhart and Barnes . . 

130 

69-2 

— 

Mcrivale , , 

105 

63-8 



Swyer, Series I . . 

110 

67-5 

91-0 

.. .. 11 .. 

tot 

820 

98-0 • 


* Omitting 30 cases of threatened abortion, all with negative pregnanediol and 
positive Friedman tests. 


gives the overall accuracy figures. It is evident at once that 
there is close agreement between the results of Reinhart and 
Barnes, Merivale, and the first series reported in this com- 
munication, and gross disagreement of these findings with 
those of Guterman and of McCormack. Guterman (1945) 
has pointed out that his test should be restricted to patients 
with amenorrhoea who have not received progesterone 
therapy, but, as Reinhart and Barnes observe, the elimina- 
tion of patients with vaginal bleeding or those who have 
received progesterone therapy materially limits the value 
of the test for routine clinical use. 

Although in most of the published series the proportion 
of false positives is relatively low (that of Reinhart and 


Barnes is an exception), such results can be obtained in a 
variety of conditions— for example, the luteal phase of jhe 
menstrual cycle, which, if prolonged by a lengthened pro- 
liferative phase, might well lead to the clinical suspicion of 
pregnancy ; corpus luteum cysts (Guterman, I 945 ; 
McCormack, 1946; Bender, 1948); arrhenoblastoma ; a 
case of amenorrhoea with uterine enlargement due to 
metastatic carcinoma ; and a case of salpingitis diagnosed 
clinically as ectopic pregnancy (Morrow and Benua, 19461. 
This last case is interesting in so far as it compares with a 
somewhat similar case reported in this paper, also with a 
“ positive ” pregnanediol excretion (24 mg./litrc). 

When all the available evidence is considered it seems 
impossible to escape the conclusion that the reliability of 
pregnanediol excretion is insufficient to warrant its use as 
a clinical method for pregnancy diagnosis. In its main 
claim, that of rapidity and convenience, it bears no com- 
parison with the male-toad test, and, provided a supply of 
suitable animals can be assured, this teft, or one of its 
modifications, would seem to fulfil all the requirements for 
clinical use. 


Regarding the prediction of the fate of threatened abor- 
tion, once again the accuracy reported in the present scries 
is far less than that claimed by Guterman (1946) (72.5% 
correct for 40 cases as compared with 93% for 73 cases! 
Bender (1948), however, has produced evidence that, using 
the Guterman test to differentiate cases of threatened abor- 
tion .with high pregnanediol excretion from those with low 
outputs, and reserving treatment with progesterone for the 
latter only, a statistically significant increase in the salvage 
rate can be obtained ; on the other hand, progesterone given 
to patients with threatened abortion with positive Guterman 
tests increased the likelihood of abortion. If this work can 
be substantiated, it would seem to be a really valid clinical 
application of pregnanediol assay. It is right, however, to 
point out that the administrative difficulty of obtaining thi 
result of the test promptly, together with the necessity to 
wait for the first morning urine sample, may lead to delay 
in the exhibition of progesterone in those cases that warran 
it, the abortion perhaps becoming inevitable as a result. 

In the diagnosis of complications of pregnancy, the result, 
presented do not suggest that pregnanediol assays arc like!' 
to prove of much value except in the ca'se of hvd- 
mole, in which pregn^BW seems to be 
urine. It is true that^®®M be imp“ BH 

generalize from the fi.t two c 

point confirmatory suA ^ '' 

sources: Guterman (1^^ ontmued 
cases of hydatidiform i.\ 
reported the same results ii^ 
of seven cases, therefore, 
suggest that absence of urifT'A 
clinically suspected as being h^X 
a positive test for chorionic 
very substantially supports the dia' 

tion may be of great value at a* , , , 

gestation, or in the case of multi § !g S 

which conditions the gonadotroph S 5 ^ 

be so high as to give a positij^^,'^ 
dilution. 

If now the clinical value ry prcgnanctliol assays 
from the evidence presen" ^ 

laid down in the introd "^ 


from 


Portion have provided a 


•Since reading the proofjgnanediol assay ; the distribute:* 
case of bydaiidifonn moli^ o where (he cases 
dilution and absence of ul* ® J ... 

ever, has encountered twfbrtcd and those that did 
with "positive” pregnan/v different, but the overlap. X 
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eluded that, in general, it has little to offer the practising 
clinician. It seems doubtful whether the relative inaccuracy 
of the methods suitable for clinical application can be held 
completely responsible for this state of affairs ; rather should 
one ascribe it to the inherent variability of pregnanediol 
excretion both in the same and in different patients. Con- 
sideration of the factors responsible for this variability is 
beyond the scope of the present discussion, but it does seem 
permissible to observe that there are no solid grounds for 
beliesing that pregnanediol excretion reflects at all closely 
the progesterone levels of the blood, and undoubtedly the 
latter are of far the greater physiological significance. 
Simple direct means of assessing the blood progesterone 
would surely supply evidence of much more clinical value 
than could ever be expected from the pregnanediol excretion 
in the urine. 

My sincere thanks arc due to the members of the staff of the 
Obstetric Unit for their generous co-operation in these studies, and 
to Mr. A. A, Cemik for carrying out a large number of the assays, 
.he results of vshich are recorded ahos’e. 

References 

Bender, S. (1947). }. Obstet. Gynarc. Bril. Emp., 54, 783. 

(1948). British Mtdicai Journal, 1. 683. 

Guterman, H. S. (1944). J. din, Endocrinol., 4, 262. 

(1945). Ibid., 5, 407. 

(1946). J. Amer. med. /!«., 131. 37S. 

Hamblen, E. C., Cuyler, W. K., and Baptist, M. (1942). Amer, J. 

Obstet, Gynec., 44, 442. 

•McCormack, G. (1946). Ibid.. SI, 722. 

.Merivale, W. H. H. (1948). British Medical Journal, 1, 685. 
Morrotv, A. G., and Benua, R, S. (1946). Amer. J. Obstet, Gynec,. 
51, 685. 

Reinhart, H. L., and Barnes, A. C. (1946). J, din. Endocrinol., 6, 
664. 

SotnmervUle, I. F., Martian, G. F., and Kellar, R. J. (1948). Lancet, 
2. 89. 

Stover, R. F., and Pratt, J. P. (1939). Endocrinology, 24, 29. 
Snyer, G. I. M. (1949). Uncct, 1. W. 

Venning, E. M., and Brosvne, J. S. L. (1937a). Amer. J. Physiol.. 
119. 417. 

(1937b). Endocrinology, 21, 711. 


VESICO-BULLOUS DISEASES AFFECTING 
THE EYE* 

BY 

ALICE CARLETON, M.D. 

{From the Department of Dermatology, Radcliffe Infirmary. 

Oxford) 

There are few skin diseases which may not at some time 
involve the eye and its appendages. It is impossible to con- 
sider all of them here, even in the most summary way. I 
propose instead to survey a single group — the vesico-bullous 
diseases of internal origin — affecting the skin and mucous 
membranes. Even with this restriction the survey must 
necessarily be a brief one. 

The more one considers the vesico-bullous diseases the 
more one is struck not by their clinical differences but rather 
by their essential similarities. A common factor seems to 
.operate in ail of them, producing a particular type of cell 
reaction. It is this which makes a study of the group of 
special interest. In some diseases a virus, in others an 
unknown toxin, exercises a destructive action 'on the 
mucosae or on the deeper cells of the epidermis, with resul- 
tant cellular liquefaction. This seems to release a physico- 
chemical force, which in turn increases capillary permea- 
bility and attracts the filtrate as well as the local tissue 

•Read in the Section of Ophthalmology at the Annual Meeting of 
the BriU'sh Medical Assodacion, Harrogate, 1949. 


fiuid^to the injured area. In this way a vesicle is formed. 
When the hydrostatic pressure within the vesicle has reached 
a certain point the movement of the fluid is checked. 
Whether the vesicle breaks down to form an oozing erosion 
or not depends largely on the thickness of its roof. 
Naturally, in the conjunctivae and other mucous membranes 
' the covering is thin and the vesicles are correspondingly 
transient, so that the clinical picture is a raw oozing surface, 
whereas the skin may still show intact vesicles. But though 
the distribution and clinical appearance in the different 
diseases of this group are varied and characteristic, histo- 
logically we can distinguish only grades of severity in an 
essentially similar reaction. 

Percival and Hannay (1949) have published an excellent 
study of tlie pathology of bullous formation, from which 
the following interesting sentence is taken : “ To state the 
problem differently, it can be asked why the exudate 
remains in the dermis in urticaria, becomes localized at the 
dermo-epidermic junction in dermatitis herpetiformis, in 
the rete mucosum in eczema, and under the stratum 
comeum in pemphigus foliaceus, when the mechanism 
which made the exudate available is common to all four 
conditions, and is in all probability^ initiated by a common 
factor.” 

The diseases of this group which affect the eye are ; herpes 
simplex ; herpes zoster ; erythema multiforme, including the 
severe form known as the Stevens-Johnson syndrome ; foot- 
and-mouth disease ; Touraine’s aphthosis ; dermatitis 
herpetiformis ; and pemphigus. (Conjunctival scarring is 
associated with other skin diseases, such as bullous eruptions 
following vaccination, erythroderma ichthyosifonne of 
Brocq in its bullous form, epidermolysis bullosa dystrophica 
acquisita, and congenital syphilis, but these conditions do 
not belong to the group under consideration.) 

Herpes Simplex 

This well-known disease is characterized by the often- 
repeated occurrence of little groups of blisters on a base of 
oedema and redness. Its virus origin is amply proved, and 
corneal inoculation of a rabbit gives positive results. In con- 
trast with what occurs in many virus diseases the host 
develops no immunity. On the contrary, a local hypersensi- 
tivity' often causes the same small patch to respond on each 
occasion. The lips and face are most frequently affected, 
but lids, conjunctiva, or cornea may suffer instead. 

The evidence suggests that the rims is a saprophyte living 
in happy matrimony with the tissues until a terliiitn quid 
disturbs the harmony. This may be any one of a 
variety of agents which include cold, heat, sunlight, food, 
drugs, and bodily upsets. The injured cel! then goes 
through the processes of liquefaction and vesicle formation 
already described. Individual eruptions heal easily and 
need only to be kept clean. But to prevent recurrence is a 
difficult matter. Irradiation of the affected area of skin 
with .r rays may produce an alteration which increases local 
immunity', or repeated inoculations with smallpox vaccine 
may raise the general resistance, but disappointing results 
are common. 

Herpes Zoster 

This complaint is not transmissible by inoculation. But 
as specific antibodies have been found in the blood, and 
inclusion bodies have been demonstrated in the vesicles, the 
evidence is in favour of a virus disease. The cutaneous 
reaction is greater and deeper than in herpes sunplex. 
Haemorrhagic, purulent, or necrotic vesicles may occur and 
leave severe scarring. Many cases have been described as 
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sequelae of nerve infection or injury. So that here, again, 
it seems that a cell injury may open the door to a 'virus 
attack. 

Herpes zoster is of special importance when it affects the 
eye, because of the risk of permanent injury. Becker (1948) 
has published a, paper claiming good results in this con- 
dition by the injection of blood or serum from people who' 
have recovered from the disease. This was for some time 
thought to be useless, because of statements such as that of 
Rivers (1939) that “ convalescent blood or serum'is of no 
value in the therapy of virus diseases, because by the time 
the disease is evident the organism has already penetrated 
the cell, a barribr which no antibody can transgress.” 
Despite this view the method seems to give hopeful results. 
Becker used blood transfusions, blood plasma, and whole 
blood injections, with material taken from a donor any time 
from three weeks to two years after his having the disease. 

Erythema Exudativum Multiforme 

In 1866 Ferdinand Hebra described a disease affecting 
the face, the limbs, and sometimes the mucosae. The rash, 
as the name suggests, takes on many forms, such as macules, 
weals, bullae, or large annular or serpiginous plaques, of 
an angry blue-red colour. The eruption is short-lived but 
often recurrent. A somewhat similar rash, more rosy in 
colour and more varied in its distribution, can be elicited 
by a wide range of toxins. It is not clear whether Hebra’s 
erythema multiforme is a specific entity or not. Ocular 
involvement generally takes the form of a pseudo- 
membranous conjunctivitis which may lead to shrinkage or 
uveitis. Lacrimation and photophobia are also seen, and 
corneal ulceration and perforation have been described. 
No causative agent has been found. 

In 1922 Stevens and Johnson described a severe form of 
erythema muftiforme which, in English-speaking countries, 
is now generally known under their name. An earlier 
account had, in fact, already been published by Rendu in 
1916 under the name of " ectodermose erosive superficielle,” 
and the condition is also referred to as “ dermatostomatitis ” 
or “ eruptive fever with ophthalmia.” This begins acutely 
with a rash like erythema multiforme, but the general 
symptoms are much more severe and the patient is feverish 
and looks gravely ill. The eyes, mouth, and genital 
mucosae are so inflamed and .eroded as to be extremely 
tender, so that micturition becomes an ordeal and feeding 
may have to be done through a tube. Despite this disturbing 
start, improvement takes place in a week or ten days, and 
recovery is usual in about three weeks. Unfortunately, the 
eyes may be irreparably damaged. The conjunctivitis may 
leave adhesions or scars, or the corneal damage may end 
in opacities or in perforation. An effort should be made 
to keep the lids open with tiny strips of adhesive tape, but 
on account of the photophopia the patient is apt to struggle 
against this. 

Patz (1947) made a study of six cases. He tried various 
methods of discovering a virus by making smears from 
the conjunctiva and vagina, by complement-fixation tests 
with psittacosis antigen, by cultures in chick embryos, and 
by the intracerebral and intraperitoneal injection of vesicular 
fluid into rabbits, guinea-pigs, and mice. All results were 
negative. 

Vincent's stomatitis has been found associated with 
ervThema multiforme in three cases, and it was suggested 
that the fuso-spirochaetc, by altering tissue sensitivity, might 
lead to the Stevens-Johnson syndrome. But proof of this 
is not forthcoming, and the association of the two com- 
plaints has scarcely ever been found. 


Anderson and his colleagues (1949) claim to have found 
a virus with cytoplasmic inclusion bodies following rabbit 
cornea inoculation. Their study was limited to one case. 

Treatment is symptomatic. Nicotinic acid is said to be 
of use, but as most cases clear up spontaneously it is 
difficult to be sure of its value. 


Foot-and-Mouth Disease (“ Fievre Aphtlieuse ”) 

This may be acquired by direct contact with infected 
animals or, less often, by drinking their milk. The 
distribution is not unlike the preceding condition, but the 
skin around the nails is chiefly affected and the lips and 
mouth are dry and burning, whereas in the Stevens 
Johnson syndrome lesions are more often seen on the wrists 
and ankles, and there is profuse salivation. Ocular involve- 
ment is not common. If there is any difficulty in diagnosis, 
guinea-pig inoculation in foot-and-mouth disease gives a 
positive result. 

Touraine’s Aphthosis 

There is a fearsome dermatological jungle in winch 
various diseases with resounding eponymous titles struggle 
for life. They are the chronic erosive conditions affecting 
the eyes, mouth, and genitalia. Each specialist is naturally 
absorbed in his own field, which for him takes precedence 
of all others, and so a number of syndromes have arisen, 
such as Sutton’s (1911) “periadenitis mucosae necrotica 
recurrens,” Loblowitz’s (1910) “ulcus neurotic'um oris ei 
vulvae,” Lipschutz’s (1923) “ acute vulval ulcer,” “pustule 
ulcerous balanitis,” and others. Behcet (1937, 1940), t 
Turkish dermatologist, described a triple symptom-comple) 
in which all three areas — eyes, mouth, and genitalia— an 
affected simultaneously or in sequence. Little round oi 
oval ulcers with yellow sloughs succeed one another in thi 
mouth, vulva, or glans penis, associated with inflammatioi 
of the cornea, conjunctivitis, or sclera. The skin has : 
tendency to develop acneifofm pustules or deep-seatec 
lesions of the erythema nodosum type. 

In 1941 Touraine made an extensive study of this whol 
group. He suggests that the various conditions belong t( 
one single systemic disease, which he ascribes to 
virus, and to which he gives the name “ aphthosis.” Hi 
thinks that this agent, like the virus of herpes simple' 
becomes established in the body and manifests itself dim 
cally when for divers reasons the individual become 
anergic. Touraine divides his aphthosis into three group 
according to severity and extent. 

1. A generalized form, affecting the skin, mucosae, and joiro 
This is severe and starts with fever and general systes" 
disturbance. 

2. A milder form, involving the mouth and genitalia, 'dll' 
few scattered vesico-pustulcs on the skin. 

3. Aphthosis of the mucosae alone, in the form of sow 
recurrent ulcers, or, less often, a single large ulcerative ate 
which may be mistaken for a venereal infection. There 
variety in the severity and duration of the ulcers, and aho 
the length of the free periods. Recurrences may be precipi a 
by any bodily upset, such as infectious fevers or pregnancy, 
by local trauma or operative procedure. 

Touraine’s view is substantially in accord with Whit"dl 
(1934) conception of “embolic showers” causing necro 
apthae in mucosae and skin. It may be that future I’cscar^ 
will show the conception of “ aphthosis ” to have o' 
simplified the problem. But until further 3 , 

obtained the harassed dermatologist can only feel xcw 
having so many odd sheep neatly penned into one fo 
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Dermatitis Herpetiformis 

It IS unnecessary to dwell on the clim'cal appearance of 
this well-known disease, particularly as the eyes are rarely 
affected. Only a few points of special interest will be 
mentioned. TTiere is a special sensitivity to iodine, and in 
one case involving the eyes and nasopharynx painting with 
lodotannic spirit produced a disastrous exacerbation. There 
IS some evidence that hypersensitivity to a bacterial toxin 
may be an important aetiological factor. It is often possible 
to control the disease, and sometimes even to cure it, by 
long-continued small doses of sulphapyridine. The aim 
IS to raise the resistance of the body rather than to eliminate 
the supposed toxin. 

Pemphigus 

The cause of pemphigus is unknown, and it follows that 
the validitj’ of the different divisions or varieties is still 
uncertain. Dermatologists, however, clearly distinguish 
between four clinical types — acute pemphigus, chronic 
pemphigus or pemphigus vulgaris, pemphigus foliaceus, and 
pemphigus vegetans. Acute pemphigus is a fulminating 
disease generally occurring in people who handle animal 
carcasses. It begins on the hand and spreads over the whole 
body. leading rapidly to death in 80 to 90% of cases. In 
pemphigus vulgaris the development is more insidious, but, 
.iccording to Lever and Talbott (1942), death occurs in 83% 
within one year of onset and in 97% within two years. 
It follows from these figures that treatment does no more 
than alleviate the symptoms. Grace and Heilman (1946), 
however, claim to have cured two cases of pemphigus 
■> ulgaris with blood transfusions from two patients who had 
■ecovered. One carmot generalize on the strength of two 
cases, but as spontaneous cure is rare this claim is of great 
interest. 

A brief survey of the literature on ocular pemphigus 
reveals an almost inextricable confusion, and the term is 
manifestly used in the loosest wuy. One author talks of 
"ocular pemphigus’’ under one heading and “pemphigus 
vulgaris with ocular involvement” under another. A 
different prognosis and a different racial distribution are 
given, but no criteria for distinguishing one from the other. 
RIauder and Cowan (1942) have stated the issue clearly. 
They use the original term “ essential shrinkage of the con- 
iLinctiva,” and believe that this occurs in a number of 
dermatoses, of which some are very rare. The list includes; 
severe erythema multiforme or the Stevens-Johnson 
syndrome : bullous eruptions following vaccination ; 
erythroderma ichthyosiforme of Brocq in its bullous form ; 
dermatitis herpetiformis ; epidermolysis bullosa dystrophica 
acquisita ; and congenital syphilis. 

RIauder and Cowan would confine the term “ocular 
pemphigus ” to a benign affection of old age often 
associated with pemphigus of the nasopharynx and with a 
trivial bullous eruption of the skin, especially of the lids 
and face. The genitalia may also be involved. It is not 
found more often in Jew' than in Gentile, though, as is well 
known, the Jewish race is particularly sensitive to pemphigus 
vulgaris. The question therefore remains to be answered. 
Is ocular pemphigus a special entity with a benign course, 
occurring late in-life and with no particular racial distribu- 
tion, or is it a mild form of pemphigus vulgaris, to which 
disease Jews are so sensitive that if affected at all they 
develop the severe form ? 

Discussion 

A group of diseases exist which produce vesicles or bullae, 
breaking down info erosions of the skin or mucous mem- 
branes. Despite clinical differences the histopathology is 
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essentially similar throughout the group. Some are caused 
by viruses ; in some no virus origin can be discovered. A 
connecting thread seems to run through the group, as shown 
by a symmetry of distribution and a susceptibility to precipi- 
tating factors of many different kinds which alter the 
reactivity of the cell and lead to its liquefaction. Some- 
where in this complexity we should be able to find the 
master key which would fit all the doors. It may be that 
this will be given to us by research in pure science, and, 
indeed, this seems already possible. Before the war Peters 
(1936), considering the biochemistry of the cell and the 
perpetual shuttle of its metabolic life, made an incidental 
note of the fact that ver>’ small quantities of arsenic could, 
as it were, stop a cel! “ breathing ” by interfering with one 
of its enzyme systems — the pyruvate oxidase system, which 
is instrumental in breaking down glycogen or glucose into 
carbon dioxide and water. At the onset of war, when 
scientists were directed to problems of immediate practical 
importance, the Department of Biochemistry at Oxford, 
under the charge of Professor Peters, began to consider 
possible antidotes to arsenical poisoning in the form of 
lewisite. This earlier observation provided a starting-point 
for research, and in a short time Thompson (quoted 
by Carleton e/ al., 1946) discovered that a dithiol— diraer- 
captopropanol — could combine with arsenic and even 
remove it from the cell, to be harmlessly excreted in the 
urine. 

Now, acute arsenical dermatitis has features not unlike 
the diseases we have been considering. A drop of lewisite 
on the skin brings out a large bulla. In the conjunctiva it 
produces a penetrating destruction of the eye. In arsenical 
poisoning, such as may arise in the treatment of syphilis, 
bright-red blotches appear on the limbs and spread to a 
generalized exfoliative dermatitis. Interference with a 
single enzjme system can therefore cause cellular liquefac- 
tion and breakdown. A known poison acting in an under- 
stood manner produces results which are partly reversible 
by an antidote of known' chemical composition. In the 
vesico-bullous diseases, we know neither the poison nor its 
precise manner of acting, still less the antidote. But we 
have here an excellent example of the fruitfulness of corre- 
lating clinical rvith purely scientific research in the solution 
of our joint problems. 

References 

Anderson. J. A., Bolin. V.. Sutow, W. W'., and Kitto. W 0949) 
Arch. Derm. Syph., Chicago. 59. 251. 

Becker, F. T. (1948). Ibid.. 58. 265. 

Behcel. H. (1937). Derm. Tl'sc/ir.. 105, 1152. 

(1940). Dermatologica. 81, 73. 

Carleton. A., Peters, R. A., Stocken, L. A., Thompson, R, H. S . 

and Williams, D. I. (1946). 7. din. Invest.. 25, 497 
Grace. A. W,. and Heilman. L. D (1946) Arek. Derm. S)ph.. 
Chicago, 53. 249. 

Hebra. F. (1866). Diseases of the Skin. Trans, by C. Hilton Facge. 

New Sydenham Society, vol. I, 285. 

RIauder, J. V.. and Cowan. A. (1942). Amer. ]. Ophthai.. 25, 643. 
Lever, W. F., and Talbott, J. H. (1942). Arch. Derm. Syph.. Chicaeo. 
46, 348. 

Lipschutz. B. 11923). Dermatoio$ische Studien. L. Voss. Leipzig 
Loblonilz, J. (1910). Arch. Derm. Syph., Wien, 102, 191 
Patz. A. (1947). A'eiv End. E Med.. 236, 697. 

Percival, G. H., and Hannay, P, W. (1949). Bril. J. Derm Syph.. 
61, 41, 77. 

Peters. R. A, (1936). Nature, 138, 327 
Rendu, R. (1916). Rev. gen. Clin., 30, 351. 

Rivers, T. M. (1939). Viruses and Virus Diseases. Stanford 
Universiiy Press. 

Stevens, A. M., and Johnson, F. C. (1922), Amer. J. Dis. Child.. 
24 . 526. 

Sutton, R. L. (1911). J. cutan. Dis., 29, 65, 

Touralne. A. (1941), Bull, Soc, jranp. Derm, Syph,, 45 , 61. 
Whilwell, G. P. B. (1934). Brit, J. Derm, Syph,, 46 , < 14 . 


838 Oct. 15, 1949 


RETINAL . ARTERIAL OCCLUSION IN MIGRAINE 


,, Bntoh 

MEDICAI. JOtJK.\u, 


RETINAL ARTERIAL OCCLUSION IN 
MIGRAINE 

BY 

G. S. GRAVESON, M.A., M.D., M.R.C.P. 

Lecturer in Neurology, University of Manchester 

(From the Department of Neurology, Manchester Royal 
Infirmary) 

The occurrence of retinal arterial spasm in the early phases 
of attacks of migraine has occasionally been described. 
Unfortunately, an opportunity of examining the optic fundi 
at such times seldom presents itself, and therefore the fre- 
quency and distribution of arterial changes are unknown. 

When retinal spasm is severe an occlusion of the affected 
vessel may occur, leading to a permanent defect in the 
field of vision. This is a rare complication,, but one of 
much greater theoretical importance than its infrequency 
would suggest. Such cases supply direct evidence that the 
pre-headache phenomena of migraine are due to vaso- 
spasm. For this reason the following cases are worth 
recording. 

Case 1 

A girl aged 17 first attended hospital in April, 1948. From 
the age of 7 she has had periodic “bilious attacks” without 
headache. Her attacks of migraine began early in 1947 and 
have occurred at approximately monthly intervals. Until 
March, 1948, they were all similar in type, beginning with a 
whirling sensation surrounded by coloured lights and zigzag 
formations which started in both eyes simultaneously in the 
temporal half of the fields and spread to involve central vision. 
This teichopsia usually lasted about 10 minutes and disappeared 
suddenly, to be succeeded sometimes by a throbbing headache 
situated in the fronto-temporal region on both sides. The head- 
ache was equally short-lived, never lasting longer than about a 
quarter of an hour. 

In March, 1948, she suddenly developed a blurring of vision 
in the right eye and thought that one' of her usual attacks was 
starting. Instead the blur persisted and no headache follo%yed. 
She noticed that the visual defect was present only in the right 
eye, and that it was situated below and to the left of whatever 
she looked at. It had remained unchanged for three weeks 
before her first visit to hospital. 

Examination . — ^The only abnormalities to be found were in 
the right eye. Ophthalmoscopy revealed an occlusion of the 
superior temporal retinal artery at a point about half a disk 
diameter from where it crossed the disk margin. From this 
point the vessel continued as a fine thread from which no light 
reflex was seen. In the macular area just above the fovea there 
Was a small area of retinal oedema. The disk itself was normal. 
The field of vision showed a hemianopic defect in the lower 
half-field, especially on the nasal side (Fig. 1). This did not 

involve the fixation 
point, so that her 
visual acuity remained 
normal; 6/5 Jl. Her 
cardiovascular system 
was normal; the blood 
pressure was 130/85. 
Blood Wassermann re- 
action was negative. 
There was no family 
history of migraine. 

She was seen again 
in December, 1948, In 
the inters’ening nine 
months she had had 
eight further attacks 
of migraine — aflrto.n.- 
sisting of hej/dache 
preceded by sFintilla- 
ting scotoma/ forma- 



Fio. 1 — Case 1. Field of vision of right 
eye, April, 194S : showng a defect in the 
lower nalf-Ccld, particularly on the nasal 
side, together with a paracentral relative 
scotoma in this sector. 


tioii in both visual 
fields. The defect in 
the right visual field 
had improved a little 
and was now confined 
to the inferior nasal 
quadrant (Fig. 2). 
Fundal examination 
still showed an occlu- 
sion of the superior 
temporal retinal 
artery, and the 
superior temporal por- 
tion of the optic nerve- 
head was now patho- 
logically pale. The 
macular oedema had 
disappeared. Her 
visual acuity remained 
6/5 Jl in the right eye. 



Fig. 2. — Case 1. Field of vision rijln 
eye, December, 1948 : showing imptow- 
ment in both the sector defect and ihs 
relative scotoma. 


Case 


•> 


A woman aged 35 was first seen in October, 1948, complain- 
ing of impaired vision in the right eye. For the previous two 
years she had suffered from attacks of migraine at approximately 
monthly intervals. These attacks would start with a scintillaling 
scotoma in the right homonymous fields of vision, which lasted 
for about 10 minutes and was then followed by a bifrontal 
headache. This was never very severe and lasted no longer than 
half an hour. Only once or twice had vomiting occurred in the 
attacks. 

In June, 1948, she had two attacks of teichopsia— ilashes, 
spots, zigzag formations — in the right eye only. The first lasted 
10 minutes, the second half an hour, but neither attack wat 
followed by headache. 

On September 21 at 11 a.m. she suddenly developed a dazzline 
sensation with spots and flashes of light all over the right visual 
field. Within a minute a patch of blackness appeared in the 
upper nasal quadrant of the right field. The dazzling sensation 
lasted until 4 p.m. and then disappeared, but the blackuM 
remained and obscured vision in this quadrant. No headack 
followed the attack. She was first seen a month after th! 
episode. In the interval there had been no subjective chant*, 
in the visual defect in the right eye. 

Examination . — Abnormalities were confined to the right eye 
In the fundus the retinal arteries were all quite distinctly thinntt 
than in the left eye. The inferior temporal vessel was particu- 
larly narrowed, being threadlike in appearance and showing no 
light reflex. The retinal veins were normal. The disk itself 
was normal, except for the inferior temporal sector, which w* 
paler than the rest. The retina adjacent to the disk a! 
point was slightly swollen and blood-streaked. Visual acuity; 
6/6 Jl right and left. The right field of vision (Fig.' 3 ) sheued 
a defect in the upper nasal quadrant extending a little into Ik 
upper temporal quadrant and corresponding to the occit(«en 
of the inferior tempo- 
ral artery. The cardio- 
vascular system was 
normal, and the blood 
pressure 135/80. The 
blood Wassermann re- 
action was negative. 

She was seen again 
two months later, in 
December. She had 
had no further attacks 
of migraine. The right 
field of vision had im- 
proved a little, though 
she was still blind in 
the upper nasal quad- 
rant. The fundal ap- 
pearances were un- 
changed, except that 
the retinal oedema 
hao disappeared. 



Fig. 3.— Case 2. F/dd of vision 
eye, October. 1948: showing a 
the upper nas.al qu.idram and tnc 
ing part of the upper temporal qu-O'- 



Oct. 15, 1949 


RETINAL ARTERIAL OCCLUSION IN MIGRAINE 


Bjunsa 

MiDtCWL JOC-RKXL 


839 


Case 2 

A woman aged 31 was first seen in 1942, when she svas 24 
rears of age. Three years previously, while washing her face 
one morning, she suddenly lost the sight of her right eye. 
There was no accompanying headache or ocular pain. For 
three or four hours the blindness was complete, and then vision 
returned in the upper half of the field, so that she was left with 
an inferior altitudinal hemianopia. She was then otherwise 
symptom-free for about six months. Thereafter, however, she 
began to suffer from attacks of blurring of vision in the remain- 
ing superior half-field associated with ocular pain. These 
attacks have occurred at intervals of about three months ever 
since. They begin with a sudden stab of pain over the right 
eye, which is followed by a sharp pain in the eyeball lasting 
several minutes. At the same time vision in the lower half- 
field becomes blurred and remains so for about three hours. 
There is no family history of migraine. 

Examination . — In 1942 the only abnormalities were in the 
right eye. The field of vision showed an incomplete inferior 
altitudinal hemianopia with macular sparing (Fig. 4). The 

superior temporal and 
nasal retinal arteries 
were much smaller 
than the inferior ves- 
vels in this eye. In 
1948 there was no 
change in the field 
defect in the right eye 
or in the calibre of 
the affected vessels. 
Her right disk showed 
an optic atrophy limi- 
ted to the superior 
half of the nerve- 
head. Visual acuity 
was 6/5 JI in the 
right eye. Neuro- 
logical examination 
was otherwise normal. 
Her blood pressure 
was 110/75, and the heart and peripheral arteries were normal. 
The blood Wassermann reaction was negative. 

Case 4 

A girl aged 16 was first seen in May, 1948. Between two and 
three years previously she had had two or three attacks of 
sudden transient blurring of vision in the left eye, each lasting 
no longer than a minute and not followed by headache. Then 
in June, 1946, she developed an inSuenza-like illness with coryza, 
generalized aches and pains, malaise, and fever. She went to 
bed, and after two days felt normal again. On the third day, 
while lying in bed on her right side, she suddenly saw " black 
clots " in the left field of vision. Within seconds she became 
blind in the eye except for a little blurred vision in a small 
central area (imperfect macular vision). No headache followed 
this attack of blindness, which has since persisted unchanged. 

A year later she began to experience right-sided headaches. 
She would get pain of a throbbing type over the right brow 
which came on quite abruptly and lasted up to 20 minutes. At 
first the headaches were frequent — several times a w'eek — and 
came on whenever she did a good deal of close work— -e.g., 
reading or sewing. I.atterly she had avoided these activities, 
with a corresponding reduction in the number of her attacks. 

On two occasions, in August and September, 1947, she had 
attacks of scintillating scotoma in the ri^t eye. In the first she 
suddenly developed a bright dazzling light covering the centre 
of the right field of vision. After a few minutes this broke up 
and expanded peripherally, leaving the centre clear, and finally 
disappeared from the periphery after about 10 minutes. No 
headache followed. The second attack was very similar but 
of shorter duration, and again was not followed by headache. 
There is no family history of migraine. 

Examination . — Vision in the left eye was reduced to 6/36 J18. 
The optic disk was small and atrophic. Tlie retinal arteries 
were all thin and did not reflect light.' The macular area was 


normal in appearance. The changes were those of an occlusion 
of the central artery of the retina. The left field of vision was 
restricted to a small area around the fixation point (tubular 
vision). The left pupil did not react to direct light, whilst the 
right pupil failed to react consensually. The right eye was 
oihenvise normal — ^visual acuity 6/5 JI. There were no other 
neurological abnormalities, and the cardiovascular system was 
normal. Her blood pressure was 135/85. The blood Wasser- 
mann reaction was negative. 

Discussion 

The evidence available from both clinical and experi- 
mental observation suggests that the symptoms of migrpine 
result from alterations in the calibre of blood vessels in 
the head, and that both intracranial and extracranial vessels 
take part in this process. In a fully developed attack two 
stages are recognized: (1) the stage of pre-headache symp- 
toms — e.g., visual disturbances, paraesthesiae, asphasia — 
which are thought to be due to functional disturbances of 
cortical cells secondary to the anoxaemia produced by intra- 
cranial angiospasm ; and (2) the stage of headache produced 
by an excessive dilatation, particularly of extracranial 
arteries, which stimulates the pain nerve endings accom- 
panying these vessels. 

Although a vascular theory of migraine was first pro- 
pounded as long ago as 1870 by du Bois Raymond, it is 
only in the last decade or so that adequate proof of its 
occurrence has been obtained. This has been largely due 
to the work of Wolff and his collaborators, excellently 
summarized in a recent publication (Wolff, 1948). Their 
experiments have shown quite clearly that the mtensity of 
the migraine headache is proportional to the degree of dila- 
tation of extracranial arteries, and that the relief from 
headache achieved by drugs such as ergotaraine tartrate is 
directly related to the degree of vasoconstriction produced. 

^Vhilst the mechanism of headache production is now no 
longer in doubt, evidence that the prodromal symptoms are 
the result of intracranial vasospasm has largely been in- 
direct. There are numerous records of patients who have 
been left with a permanent homonymous visual-field defect 
after a migrainous attack. A recent case has been described 
by Rich (1948), and references to previous cases are given 
in his article. It has been assumed that in such patients 
arterial spasm has been so intense as to lead to thrombosis 
and subsequent cerebral softening. Where pathological 
proof is lacking, however, criticism may be made that 
such defects may be caused by an underlying vascular 
abnormality — e.g., an aneurysm or angioma — ^and that the 
migraine is of a “ symptomatic ” rather than a “ primary ” 
type. An instructive example of this is mentioned by 
Kinnier Wilson (1940) — that of a man of 45, a “Ufe-iong 
martyr to migraine,” who for 20 years had had a fixed 
homonymous quadrantanopia, ultimately proved to be 
caused by a blood-vessel tumour. Adie (1930) described 
eight cases of permanent hemianopia following migraine 
attacks. Seven occurred in men — an unusually high pro- 
portion for primary migraine. One had had an attack of 
subarachnoid haemorrhage, which strongly suggests the 
existence of a structural vascular abnormality. 

Evidence of the existence of vasospasm has been accu- 
mulated in other ways. James (1945) has shown that a 
vasodilator drug (carbachol), given regularly, is effective in 
reducing the frequency of attacks. Wolff in one case 'was 
able to show that the inhalation of amyl nitrite, in suflB- 
ciently low concentration to produce vasodilatation without 
a fall in blood pressure, would cause the disappearance of a 
scintillating scotoma, whereas the latter increased in size 
when the concentration was great enough to produce 
hj'potension. 



Fig. 4. — Case 3. Field of vision riclit 
eye, hlardi, 1942: shoeing an inferior 
altitudinal hemianopia. 
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That these vascular changes probably produce their 
effects on the cerebral cortex is shown by the electro- 
encephalographic findings of Engel, Ferris, and Romano 
(1945). They found that the development of hemianopic 
te'ichopsla was accompanied by alterations in the wave pat- 
tern from the posterior part of the contralateral hemisphere. 
In five cases examined during the initial phase of an attack 
slow irregular 5-7 c/s waves were recorded whilst the visual 
phenomena lasted and for a brief period afterwards. 

Proof of the occurrence of vasospasm in the early'stages 
of a migraine attack is therefore largely circumstantial. 
The occasional . development of retinal arterial occlusion,' 
however, offers more direct and visible evidence, for it 
seems altogether probable that such thrombosis is secon- 
dary to spasm of the affected vessel. Very few such cases 
have been published. 

Galezowski (1882) was probably the first to record such 
an occurrence. He described four patients afflicted with 
migraine in each of whom uniocular, loss of vision had 
occurred in relation to attacks of headache. In two, 
thrombosis of the central artery of the retina was found, 
one developed an occlusion of the superior branch, whilst , 
the fourth showed peripheral retinal arterial thrombosis 
with fundal haemorrhages. Their ages ranged from 15 
to 67. 

Lbhlein (1922) described the case of a man who had 
suffered from attacks of migraine since the age of 20. At 
the age of 37 he had a nocturnal attack of headache and 
vomiting ; the following morning there was blindness in the 
left eye. Vision was reduced to the recognition of hand 
movements in a small peripheral portion of the field 
and showed no subsequent improvement. Optic atrophy 
developed, and the condition was considered to be due to 
a haemorrhage into the optic nerve. Five years later, at 
the age of 42, a similar attack was followed by blind- 
ness in the right eye due to extensive retinal and vitreous 
haemorrhage, vision later improving. At the age of 46 
another attack occurred, reported by Wegner (1926), which 
resulted in complete blindness and total optic atrophy in 
the right eye. It seems probable that an occlusion of the 
central artery of the retina, secondary to vasospasm, was 
the underlying mechanism of these attacks. Retinal 
haemorrhage in migraine has also been recorded by 
Brasch and Levinsohn (1898) and by Vallery-Radot ct al. 
(1937), and was seen to a slight extent in Case 2. 

Hunt (1915) reported the case of a woman of 31 who 
had suffered from attacks of migraine since childhood. 
After a nocturnal attack she noticed a blurring of vision 
in the right eye and on e.xamination was found to have 
a central scotoma and some oedema of the' nerve-bead. 
These changes regressed and after a period of two months 
central vision had returned to normal, although a slight 
pallor of the disk was present. Hunt described the condi- 
tion as a retrobulbar neuritis and visualized the cause as a 
vascular lesion in the optic nerve. 

The best-documented case is that of Gronvall fl938). 
His patient was a girl who had begun to suffer from attacks 
of scotomata and, occasionally, giddiness followed by head- 
ache, at the age of 12. At the age of 18 she developed a 
sudden giddiness associated with a sensation of spots before 
the eyes. Within a few minutes she became totally blind 
in the' right eye. After a further ten minutes vision returned 
to the lower half-field of vision, but the upper half remained 
greyish-black, men 'e.xamined the following day there 
was an area of retinal oedema between the disk and the 
macula ; the inferior temporal retinal artery was occluded, 
and perimctiy revealed a defect in the upper nasal quad- 
rant and an adjoining portion of the upper temporal. quad- 


rant of the field of vision. The oedema subsided after a 
month and the field defect showed a slight improvemen'i 
but the arterial occlusion remained permanent. 

Walsh (1947) records brief details of several patients 
who suffered from transient attacks of unilateral and 
bilateral blindness which were sometimes followed bv 
migrainous headaches. One patient developed permanent 
occlusion of the central artery of the retina in an attack 
occurring four days after parturition. 

Finally, Grimsdale (1940) has written an interesting 
description of his own personal experience of an attack 
of retinal arterial spasm, which resulted in an occlusion 
of a branch df the superior temporal vessel. 

Of these nine recorded cases of retinal arterial obstruc- 
tion in migraine four have occurred in the central arter\ 
of the retina, giving rise to severe uniocular blindness ; four 
occurred in peripheral branches, producing sector field 
defects ; and one (Hunt’s case) developed a central scotoma, 
possibly the result of an occlusion of an intraneural branch 
of the central retinal artery. In the four cases recorded 
here, one has involved the central retinal artery and three 
its peripheral branches. 

No age group seems particularly predisposed to these 
complications ; there is certainly no evidence that increas- 
ing age and coincident arteriosclerotic changes render the 
migrainous subject liable to such sequelae, for they have 
affected young and old alike. In the cases described here 
there were no signs of local retinal or generalized arterial 
disease, nor was there evidence of any possible source of 
emboli. Cases 1 and 2 suffered from attacks of migraine 
before the onset of the retinal occlusion, whilst in Cases 
3 and 4 the occlusion was apparently the first symptom of 
the disease. 

Migraine should therefore be considered as a possible 
cause of those cases of retinal occlusion, occasional!) 
experienced in practice, in which no cardiovascular disease 
can be found. The condition is probably less uncommon 
than its recorded occurrence might suggest. Three of the 
four cases here described have been seen within a period 
of 12 months. Their inteVest lies chiefly in the fact lhai 
they provide further evidence that the symptoms of 
migraine are the result of vasomotor disturbances in Ibf 
territory of cranial blood vessels. 

Summary 

Four cases of retinal arterial occlusion occurring in migrainf 
are reported. In one case the central artery of the retina 'wr 
affected ; in three cases occlusion occurred in a single peripb-m' 
branch. 

Such cases provide evidence for the theory that the pre- 
headache phenomena of migraine are due to vasospasm. 

I wish to thank Dr. F. R. Ferguson’ for his permission to puWi'b 
the records of cases under his care. 
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STUDIES IN PRIMARY PLEURISY 
V^TTH EFFUSION* 

BY 

BRl/VN C. THOMPSON, M.D. 

iFrom ihe Tuberculosis Scn ice, Olago Hospital Board. 

AVii’ Zealand) 

This paper is on the subject of primary pleurisy with 
effusion and is not concerned with effusions arising in 
patients with established pulmonary tuberculosis. The 
pathogenesis of such cases is not difficult to imagine, 
though it is a curious fact that so many occur in patients 
with old-standing, often calcified, and apparently inactive 
pulmonary lesions, and that the prognosis is remarkably 
good (Thompson, 1947a). These can properly be called 
“ secondary ” tuberculous pleural effusions. The fluid 
which may form in the course of artificial-pneumothorax 
treatment is perhaps a special case in this group. 

The “primary” effusion of my definition formed the 
subject of a previous investigation in which 190 cases were 
studied over a period of years, with follow-up results which 
were virtually complete, including regular routine 
radiography of the chest (Thompson, 1946. 1947bl. 
Although fay definition coexisting or preceding pulmonary 
tuberculosis was not present in this earlier series of cases, 
radiographs sometimes revealed lesions within the thorax 
that were typical of the tuberculous -primary complex of 
Ghon. These lesions were characterized by enlargement 
of the hilar lymph glands, or by parenchymal infiltration, 
or by both together, sometimes including evidence of 
bronchial stenosis or atelectasis of a broncho-pulmonary 
segment. Where a parenchymal lesion was apparently 
alone, this was of the primary-infection type in which the 
glandular component could reasonably be regarded as radio- 
logically invisible. These intrathoracic lesions were known 
sometimes to have preceded the pleural effusion ; in no 
case did the effusion come first. In some cases the effusion 
occurred on the same side as the pulmo-glandular complex ; 
in others it occurred on the opposite side. 

Follow-up showed that 25% of all cases developed tuber- 
culosis within five years. The earliest evidence of this 
subsequent disease often occurred within a few months, 
soon enough to indicate that it was directly associated with 
the preceding pleural effusion, and that if was not, for 
example, a further tuberculous infection from an outside 
source. In nearly one-half of the cases of subsequent 
tuberculosis, this became evident within the first year of 
observation. Two-thirds of the remainder occurred within 
the second year. None occurred later than the fifth year. 
The incidence, course, and prognosis of the subsequent 
tuberculosis was not apparently related to the age of the 
patient or his social state, or to such clinical conditions as 
the magnitude of the effusion, the degree of toxaemia, or 
the presence of demonstrable intrathoracic primary lesions. 
Nor, contrary to the opinion of Trudeau (1939), was there 
evidence that any treatment, or absence of treatment, of 
the original condition influenced the ultimate course of the 
disease. 

Since the publication of the above studies, opportunity 
has arisen for obsening the development of pleurisy with 
effusion from its earliest beginnings in persons already 
under observation, especially among nurses and medical 

•Paper read at a meeting of the Royal Australasian College of 
Physicians in Dunedin on September 8, 1948. 


students at Dunedin Hospital, who undergo regular tuber- 
culin testing and .r-ray examination as part of their routine 
medical care. The following selected case histories are 
presented as clinical illustrations of some of the factors 
involved. 

Case Reports 

Case /. — .A student nurse aged 28 was negative to intradermal 
injection of tuberculin P.P.D. first and second strength on entry 
in March. 1946, and again in June. At her next routine e.xami- 
nation in January. 1947, she gave a 4-pIus reaction to P.P.D. 
first strength, and a radiograph showed involvement of the left 
lung and tracheo-bronchial glands typical of primary tubercu- 
losis. Though well and without symptoms, she had evidently- 
incurred a recent primary infection, probably a few weeb 
previously, when she had complained of a transient malaise 
and sore throat, but without reporting sick. After a month's 
leave at home she returned to duty. In July an acute left 
pleurisy with effusion supervened. 

Comment . — ^This is a case of typical primary tuberculous 
infection in a previously uninfected adult with an intra- 
Ihoracic primary complex, followed by pleural effusion on 
Ihe same side six months later. Such an interval is regarded 
as about the average duration between the entry of tubercle 
bacilli and the development of pleurisy, but there are wide 
variations. Delay for a longer period is easily explained 
by the traditional latency of tuberculosis. The shortest 
period I have seen was in Case 2. 

Case 2 . — A student nurse aged 19 was negative to both 
strengths of P.P.D. on entry in September. 1945, and again in 
June, 1946. Sixteen weeks later she developed an acme left- 
sided pleurisy with lymphocytic effusion. Three weeks after 
that an effusion also occurred on the right side. 

Comment . — A pleural effusion occurred four months 
after a negative tuberculin test and therefore not more 
than 10 weeks from the latest possible date of conversion 
to tuberculin-positivity, according to the accepted incuba- 
tion period of about six weeks following primary infection 
(TVallgren, 1945). The subsequent contralateral pleurisy 
also occurred with unusual rapidity, and with no indication 
of its causation. The patient made an uneventful recovery 
and eventually returned to duty. 

Case 3 . — A nurse aged 18 on entry in 1942 was Mantoux- 
negative at that time and was repeatedly negative up to January, 
1946, when she was found to be negative to the first strength 
of P.P.D. but positive to the second strength. The chest radio- 
graph was clear. In September, 1946, she developed cough and 
pain in the left side. A pleural friction-rub was heard in the 
left axilla, corresponding to x-ray evidence of a pulmonary 
lesion of primary type, and the E.S.R. was 18 mm. Four 
months later a pleural effusion occurred on the opposite side. 

Comment . — Pleural effusion developed contralateral to a 
primary tuberculous pulmonary lesion, over which dry- 
pleurisy had been noted but which had not led to the 
formation of fluid. As in Case 3 there was nothing to 
suggest a haematogenous spread of disease. The passage 
of infection from the left to the right hemithorax could, 
however, have been by way of the mediastinal lymph 
glands. 

Case 4.— A student nurse aged 23 was Mantoux-negative on 
entry in 1944. In January, 1946, she was still negative to both 
strengths of P.P.D., but 12 weeks later the sites of both these 
intradermal injections became acutely inflamed. A radiograph 
showed enlargement of glands in the left hilum (Fig. I). She 
developed an irritative cough towards the end of the year, and 
in March, 1947, was found to have an accumulation of fluid 
between the upper and lower lobes of the left lung fFig. 2). 
which was aspirated and replaced by air. Though no pulmonary 
lesion could be seen, she had a productive cough with tubercle 
bacilli in the sputum, and in view of a localized wheezing 
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Fig. I. — Case 4. April 30, 1946. Delayed positive reaction to 
Mantou.x tests done 12 weeks previously. Left pleura! effusion 
occurred 10 months later. 


respiration it was suspected that the caseous gland mass had 
broken through into the bronchial tract. This was confirmed 
by bronchoscopy, which revealed an ulcerated area on the 
anterior aspect of the left main bronchus, just proximal to 
its upper division. After prolonged sanatorium treatment, 
during which she became entirely free from symptoms and 
from recoverable tubercle bacilli, she developed an acute pleural 
effusion on the right side, just 24 months from first becoming 
tuberculin-sensitive. 

Comment . — ^The phenomenon of delayed reaction to 
tuberculin retained in the skin through the period of 
primary infection (Daniels, 1943) enables the date of that 
infection to be fixed very exactly. This nurse must have 
received her first dose of tubercle bacilli in the second 



Fio. 2. — Case 4. March S, 1947. Lateral View showing fluid lying 
in the interlobar fissure. 


fortnight of February, 1946, her left-sided effusion appear- 
ing 12 months later, with persistence of the glandular com- 
ponent of the primary complex throughout that period. It 
may be significant that the fluid spread from the hilum in 
the interlobar fissure without extending widely over the 
costal surface, which it was quite free to do,, as the sub- 
sequent artificial pneumothorax showed (Fig. 3). The mass 
of caseous glands radiologically seen at the hilum were 
found to press on and to erode the adjacent bronchus, it 
is reasonable to suppose that these same glands could 
similarly involve the pleural sac, lying as they do against 
its hilar reflection, and that extension to other lymph 
glands in the mediastinum could reach the opposite pleura, 
producing there the later effusion. 

Case 5 . — medical student aged 22 was Mantoux-negaiive 
up to his final year, when he incurred a brief febrile illness 
with cough and chest pain. A radiograph showed a left- 
sided primary tuberculous complex. Ten months later an effu- 



Fig. 3. — Case 4. July 3, 1947, after aspiration of fluid and replace- 
ment by air. A free pneumothorax is present, with some displace- 
ment of the heart to the right. 


sion developed on the same side, associated with very severe 
toxic disturbance. Despite repeated aspiration the fluid always 
re-formed rapidly. His temperature remained high and he 
gradually declined into an almost typhoid state. Impaired per- 
cussion and bronchial breathing were found to the right of the 
sternum, and a small effusion eventually formed in the right 
pleural cavity. The clinical picture and x-ray appearances 
suggested the presence of so large a caseous gland mass as to 
constitute a tuberculous mediastinitis, with pressure atelectasis 
of the right lung base. After air-replacement of the left- 
sided effusion, a thoracoscope was introduced. There were no 
tubercles to be seen, but the pleura was intensely pink, ana 
fine filamentous adhesions, easily separable, were forming 
between the upper lobe of the lung and the parietal pleura. 
Parenteral streptomycin was begun, 0.5 g. tsvice daily, "itn 
immediate and dramatic results. Within two days his tempera- 
ture fell to normal, his appetite returned, apathy abated, and 
recovery steadily advanced to convalescence. 

Comment . — ^The pleural effusion followed a primary 
tuberculous complex on the same side, and spread to the 
other side apparently by way of the mediastinum. Miliory 


STUDIES IN PRIMARY PLEURISY WITH EFFUSION 


Memcai. Joup-S-u, 


S43 


Oct. 15. 1949 


disease was e.xcluded by thoracoscopy. Striking features 
were the unvsval degree of toxaemia, so great that a 
fatal issue looked likely, and the prompt response to 
streptomycin. 

Case 6. — A woman doctor aged 24 was Mantoux-negative 
throughout her training, and up to December, 1947, when for 
some weeks she experienced vague malaise, culminating in an 
outbreak of erythema nodosum. A radiograph showed a lesion 
in the right upper lung field typical of primary tuberculosis. 
On strict rest in bed her temperature fell from 100" F. (37.8“ C.) 
to normal and her E.S.R. from 25 to 6 mm., and her general 
condition rapidly improved. Her only symptom occurred 16 
weeks from the onset of the skin eruption — a transient pain 
beneath the right scapula aggravated by deep inspiration. There 
were no physical signs, but a radiograph showed a slight 
peripheral spread of the earlier lung lesion, with definite pleural 
reaction. 

Comment . — The primary infection w'as marked by the 
occurrence of ersThema nodosum. Pleurisy ensued on the 
same side as the primary lesion, clearly as a result of local 
spread from its pulmonary component. There was no con- 
stitutional upset and no rise of temperature, while the 
E.S.R. remained well within normal limits during this latter 
episode. 

Case 7. — A schoolgirl aged 15 was examined as a contact of 
her father, who had recently died from acute pulmonary tubercu- 
losis. She was found to have an active primary complex on the 
right, with contiguous bronchopneumonic spread from the focus 
in the lower lobe. This’ localized extension increased under 
conditions of strict rest in bed, and eight weeks later a right 
pleural effusion supervened. Thereafter she showed steady 
clinical improvement and was discharged from sanatorium 12 
months later, in excellent condition, to live quietly on the family 
farm. Within a month there appeared below the left clavicle a 
new infiltration which spread slowly, to become arrested and 
show signs of regression only after 18 months of observation. 
Throughout this period, from the initial resolution of her effu- 
sion, she was entirely without symptoms, gained weight, and 
had a normal unchanging sedimentation rate. There was, how- 
ever, radiological evidence of the glandular component of the 
primary complex persisting right up to the development of the 
subclavicular infiltration and resolving only when the latter 
reached apparent sfability. 

Comment . — This case is a further example of pleural 
effusion following a recent primary complex, which 
remained incompletely resolved during medical treat- 
ment and gave only radiological evidence of its exis- 
tence, and subsequently led to pulmonary tuberculosis on 
the opposite side. 

Discussion 

These cases have been chosen for the light they throw 
on the pathogenesis of pleural effusion. All had undergone 
a recent primary tuberculous infection and were under close 
observation before and after that event. In six of the seven 
cases a primary complex within the thorax was seen to 
develop- which was radiologically visible throughout the 
pleurisy in five. Case 7 is an example of the development 
of subsequent pulmonary tuberculosis, and the primary 
complex continued to be visible by radiograph. 

One way in which the pleura may be invaded from the 
primary complex is illustrated by Cases 6 and 7, in which 
direct spread from the pulmonary focus was observed. 
Another way is shown in Cases 3, 4, and 5, in which there 
was strong evidence that the lymphatic gland component 
eroded the pleura near its mediastinal reflection. The oppo- 
site pleura was subsequently affected in three cases (Nos. 2, 
4, and 5), indicating that so-called bilateral effusions are due 
probably to spread from adjacent lymph glands. 

The latent period between primary infection and exuda- 
tive pleurisy may be as short as 16 weeks (Case 2) but is 


usually between 6 and 12 months. Persistence of evidence 
of an active primary complex should lead one to expect 
pleurisy in any case of recent tuberculous infection. The 
term “primary'” pleurisy with effusion is therefore used 
definitively, to make clear this association, though in a strict 
pathological sense it doubtless belongs to the indeterminate 
post-primary phase. More distinctly post-primary is the 
relatively uncommon pleural effusion, usually bilateral, 
which may accompany generalized haematogenous dis- 
semination from the primary' complex, with miliary tuber- 
culosis throughout the lungs, extrapulmonary' lesions, and 
even polyserositis. 

It seems that caseous lymph glands behave in the medias- 
tinum in a manner similar to that often observed in the 
neck, as Ertvin (1944) has suggested, by breaking through 
the boundary' of least resistance. This may be the wall of 
a bronchus, clinically not uncommon, as in Case 4. It is 
reasonable to suppose that the contiguous pleura may be 
invaded in the same way, though Burke (1940) has advanced 
the possibility of retrograde spread by way of the subpleural 
lymphatics. Tubercle bacilli can nearly always be grown 
from the exudate by careful technique (Close, 1946), and 
one cannot doubt that they are directly concerned. 

All these cases were in young adults. Pleurisy with effu- 
sion does of course occur in children, but very infrequently 
compared with the large number of primary' tuberculous 
infections that occur during childhood (Hardy and Kendig, 
1945). As children also do not tend to develop progres- 
sive pulmonary tuberculosis, it may be supposed that they 
are better able to resist such infections before puberty than 
after puberty, and to arrest the primary lesion usually at a 
stage short of pleural involvement 

This study offers no further evidence on the pathogenesis 
of subsequent tuberculosis. Case 7 illustrates the close suc- 
cession of events — from primary lesion, through exudati\e 
pleurisy, to pulmonary infiltration — and the likelihood that 
the whole process is largely beyond the influence of our 
present therapeutic means. 


Conclusions 

Primary pleurisy with effusion is an incident in the 
natural history of tuberculosis. It arises by direct pleural 
involvement from either the p'jlraonary or the glandular 
component of an active intrathoracic primary complex, 
incurred as a rule a few months previously. Specially sus- 
ceptible to this condition are adolescents and young adults 
who, having escaped the tubercle bacillus earlier in life, 
meet it for the first time by casual contact, usually outside 
the home. 

The subsequent course is probably not different from that 
seen in other forms of late primary infection, with a marked 
tendency to pass into a stage of chronic pulmonary or extra- 
pulmonary' tuberculosis. Such progression may be entirely 
subclinical and may take place irrespective of or even 
during medical treatment. 

The pleural effusion is to be regarded less as a disease 
in itself than as significant of persistent and dangerous 
primary tuberculosis. 
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AETIOLOGY OF ERYTHEMA NODOSUM 
IN CHILDREN 

BY 

S. A. DOXIADIS, M.D. 

Lecturer in Child Health, University of Sheffield 

Erythema nodosum is considered by most authors to be a 
non-specific manifestation of hypersensitivity to various 
allergens, mainly bacterial (Collis, 1933 ; Rotnes, 1936 ; 
Spink, 1937 ; WalJgren, 1938a ,• Ernberg and Gabions, 1939 ; 
Perry, 1944; Skiold, 1945; Ldfgren, 1946), although some 
stjlJ consider it to be a Specific infectious disease (Miescher, 
1948), 

Of the infective agents responsible for the hyper- 
sensitivity, Mycobacterium tuberculosis is the commonest 
in childhood. Second in frequency is the streptococcus, the 
aetiological significance of which has been demonstrated by 
Collis (1932). Very few cases in childhood are due to 
hypersensitivity to other organisms. An exception to this 
is found in the parts of the U.S.A. where coccidioido- 
mycosis is common, for about 1 1 % of the children with 
this infection have an eruption similar to erythema nodosum 
(Smith et al., 1946). 

The relation of erythema nodosum to tuberculosis in 
children was noticed as long ago as 1872 (Uffelmann, 
1872) but little attention was given to it until Ernberg (1921) 
published his theory and observations on the nature of this 
relation. The opinion that erythema nodosum is commonly 
a manifestation of primary tuberculous infection became 
accepted more generally as a result of the work of 
WaUgren (1927, 1928, 1930, 19311 Of 800 children with 
erythema nodosum whom he had seen by 1938 (Wallgren, 
1938a) 95?/o had a positive tuberculin reaction. Reports on 
the tuberculin reaction of children with erythema nodosum 
have been published by many authors on the Continent 
(Gobel, 1933 ; Moro, 1934 ; Landorf, 1935 ; Debr6 et al, 
1938; Mallet, 1938; Nobdcourt and Briskas, 1941 ; and 
many others). 

Although it IS known (Wallgren, 1938a) that the incidence 
of tuberculous infection in children with erythema nodosum 
varies from country to country, studies in the British Isles 
(Boganovitch, 1930; Begg, 1932; Collis, 1933; Forman 
and Whitwell, 1934; Thompson, 1939; Gray, 1945) and 
North America (Dickey, 1932; Brandon et al, 1938; 
Lincoln et at, 1944; Roddy, 1949) have been based on 
small senes of cases only. The single exception is the 
study by Perry (1944), who determined the incidence of 
tuberculosis in 1 12 patients with erythema nodosum. Sixty- 
seven were children— in 29 (43.3%) the eruption was 
definitely related to tuberculosis, in 21 (31.3%) the rela- 
tion was probable, and in 17 (25.4%) tuberculous infection 
was excluded. 

I he present paper concerns 100 children with eryThema 
nodosum. It i.s presented because of the small number of 
similar observations in this country and in order to draw 
the attention of family doctors once more to the impor- 
tance of recognizing erythema nodosum in children as a 
\. tillable sign of tuberculous infection. 

Materia! 

.•Mi the UlO children were seen and investigated in the 
C hildren's Department of the Royal Victoria Infirmary. 


Newcastle-upon-Tyne, or at the Children’s Hospital, Shef- 
field. Seventy were seen by the author and the information 
for the remaining 30 was obtained from their case notes. 
In 20 children a course of sulphonamides preceded the erup- 
tion by a period varying from 12 hours to 12 days. These 
children are included in the present series, as it is considered 
(Lofgren, 1945 ; Doxiadls and McLean, 1948) that erythema 
nodosum occurring after the administration of sulphon- 
amides is fundamentally the same as that in which the 
eruption is spontaneous. 

The age and sex incidence is shown in Table I. The low 
incidence after the age of 13 is without significance because 
older children receive treatment in other departments. 


Table }.~dge and Sex Incidence of Erythema Nodosum 


Age, Years 

No. of 

1 Age, Years 

No* of 

Completed 

Children 

Conipleied 

Children 

1 

• . 6 

t 8 .. 

7 

2 

5 

9 .. 

n 

3 

6 

10 .. 

u 

4 

. . 3 

tl 

7 

5 

4 

12 .. 

10 

6 

6- 

13 

tl 

7 

7 

14 

1 


Boys 3S. Girls 62. 


The seasonal incidence is presented in Table If, and it 
can be seen that there is a smaller number of cases in 
summer and autumn. 


Table II , — Seasonal Incidence of Erythema Nodosum 


Month 

No. of 
Children 

Month 

No, of 
Children 

January 

12 

July . . 

3 

February , . 

10 

August 

6 

Match 

10 

September , . 

5 

April 

9 

October 

6, 

May 

n 

November 

10 

June 

5 

December . . 

13 


Results 

All children were tested with tuberculin. The first lesi 
was either the application of tuberculin jelly on the skin oi 
the intradermal injection of 0,01 mg, or less (0.005-0.01 
mg.) of old tuberculin. If the test was positive no further 
tests were performed. If the reaction was negative then 
larger amounts of old tuberculin (O.I-l mg.) were injected 
intradermaliy. 

A positive reaction to tuberculin was found in 88 children 
(88%). In three of these the first test was negative or 
doubtful and all three showed a strongly positive reaction 
to 0.1 mg. of tuberculin. Of the 12 tuberculin-negative 
children, four were tested with 0.1 mg. and eight with 1 mg 
or more of old tuberculin. 

Of the 88 tuberculin-positive children, 59 (67%) had 
other evidence of active tuberculous infection. In 54 thej 
radiograph showed marked undoubted unilateral enlarge- 1 
ment of the hilar shadows, and in some of these there were \ 
opacities in the lung, on the same side as the hilar enlarge- 
ment, consistent with the diagnosis of primary tuber- 
culosis. Five children had cen'ical adenitis and in three 
the pus obtained by incision or aspiration contained 
Myco. tuberculosis. 

Within three months after the appearance of erythema 
nodosum a pleural effusion developed in four of those 
children, there was an extension of the radiological signs 
in the lungs in two, miUary tuberculosis developed in one. 
and one child died from tuberculous meningitis. 

Of the remaining 29 tuberculin-positive children, there 
were no radiological changes in 22, and doubtful changes 
in seven. 
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The relation of tuberculous infection to erythema 
nodosum is summarized in Table III. No further investi- 

111 . — Relation of Eniheina Xodosnnj to Tuberculous 
Infection 

Tuberculin-positive children . . SS 

With other evidence of active primary tuberculous infection 59 
Without or with doubtful other evidence of active primary 

tuberculous infection *29 

TubercuUn*ncgati\e children 12 

Total; 100 

gallons were made in the 12 tuberculin-negative children. 
The eruption followed a sore throat in five of them and 
scarlet fever ,in one. 

In none of the 100 children was there any evidence of 
rheumatic infection, and in the SO who were observed for 
at least si.v months after the eruption there has been no 
sign of involvement of the heart. 

Discussion 

The high incidence (SS%) of positive tuberculin reactions 
in the 100 children with erj-thema nodosum is comparable 
to the incidence found by many Continental workers and 
IS even higher than that in the only other recent series from 
this country (Perry, 1944), 

It cannot be stated with certainty that the ers'thema 
nodosum was due to tuberculosis in all the 88 tuberculin- 
positive children. It may be,said, however, that at least 
in the 59 (67%) who at the time of the eruption had other 
evidence of active tuberculous infection there was a close 
relation between the eruption and the infection. In the 
remaining 29 children (33%) the same relation probably 
e.xisted. 

These results show that in this country, too, most of the 
children with erythema nodosum are passing through their 
primary tuberculous infection. Any child therefore with 
erythema nodosum should be considered to have been 
recently infected with tuberculosis unless carefully per- 
formed tuberculin tests are negative. Because of the high 
degree of sensitivity to tuberculin of the tuberculin-positive 
children with erjthema nodosum a jelly test is usually 
sufficient to elicit a positive reaction. If intradermal tests 
are used, the amount of old tuberculin in the first injection 
should never exceed 0.01 mg. 

Special investigations were not made in the 12 tuberculin- 
negative children, and there is therefore no direct evidence 
that a streptococcal infection was the main aetiological 
factor, though a sore throat or scarlet fever preceded the 
eruption in six. 

The absence of any demonstrable relation between 
ervthema nodosum and rheumatic fever in the present 
series is worthy of emphasis. Some doctors still consider 
that erythema nodosum is “ rheumatic ” in origin and fail 
therefore to carry out any further investigations. Out of 
800 children with erythema nodosum Wallgren.(193Sb) saw- 
only one in whom the eruption was related to rheumatic 
fever. LSfgren (1946), in his study of 184 cases of erythema 
nodosum in adults, found that there was no evidence that 
erv-thema nodosum is connected with rheumatic fever ; and 
Skiold found a probable connexion in only five (1.4%) out 
of 354 adults with erythema nodosum. It is clear, there- 
fore, that erj-thema nodosum is very- rarely due to rheumatic 
fever. 

Summary 

Out of 100 children with erythema nodosum 88 had positive 
tuberculin reactions. In 59 of these there was an active primary- 
tuberculous lesion. In the remaining 29 tuberculosis was prob- 
ably the aetiological factor. In none of the children was there 
any connexion between erythema nodosum and rheumatic fever. 


I wish to thank Professor J. C. Spence, Prolessor B. I. Wavae, 
and Dr. T. Coher for their permission to make use of their cases! 
Professor R. S. Illingworth for his valuable advice, and Dr. D. Stone 
for his assistance. Part of the material was collected during the tenure 
of a Luccock Research Fellowship at the Medical School, Kinc's 
College, University of Durham, 
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POST-OPERAUVE raROMBOSIS* 

INVESTIGATION OF A PROPOSED TEST FOR ITS 
PREDICTION 

BY 

G. W. VAUSE GREIG, M.B., F.R.C.S. 

Surgical Registrar, the General Infirmary. Leeds 

In a paper on intravascular thrombosis Cummins and 
Lyons (1948) claimed that by the examination of the post- 
operative coagulation time and estimation of the plasma 
fibrinogen-B they could foretell the onset of impending 
thrombosis. They further suggested that if the coagulation 
time as measured by the capillary- tube method drops to 
four minutes, and if fibrinogen-B Ian intermediate product 
in the change of fibrinogen into fibrin) can be demon- 
strated in the blood, then prophylactic anticoagulant therapy- 
should be instituted. 

In spite of the introduction of heparin and dicoumarol, 
thrombosis and embolism still contribute to the incidence 
of post-operative morbidity and mortality, and a simple 
test to determine which patients should be given anti- 
coagulant drugs to prevent these complications is bein 
widely- sought. Investigation of a series of cases, usin 
the proposed tests of Cummine and Lyons, was therefor 
undertaken. 

•Being the subject of a short paper delivered before the Surgical 
Travellers Club at Leeds on January 21, 1949. 
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Method 

It was decided to measure the coagulation time before 
operation and then daily after operation, but the fibrino- 
gen-B test, which entails a venepuncture, was done pre- 
operatively, the day after operation, and then subsequently 
only when there was a fall in the coagulation ti'me. 

This regime was followed in 43 cases, and in a further 
eight acute cases the estimations were started the day after 
operation. All the patients investigated had undergone a 
major operation varying from a partial gastrectomy to a 
prostatectomy. Of the 51 patients 29 were over 55 years 
of age ; only six were under 40, and of these one was 
a case of cholelithiasis for which a cholecystectomy had 
been performed, three had had partial gastrectomies for 
chronic duodenal ulceration, and one (the youngest of the 
series, aged 32) had had an abdomino-perineal resection 
for carcinoma of the rectum. Thus all were in the groups 
in which post-operative thrombosis is most common. 

The estimations were discontinued when the patient was 
ambulant, as it was considered that by that time the danger 
of spontaneous intravascular clotting has generally passed. 
That this belief is erroneous was proved by the one case 
in the series which developed a thrombosis. 


Results 


The results may be divided into four groups. 


Group 1 . — In 12 cases the coagulation time throughout was 
above four minutes and no fibrinogen-B was found in their 
blood post-operatively (Fig. 1). 

Group 2 . — Ten patients had fibrinogen-B in their blood posl- 
operatively, but their coagulation time remained higher than 
four minutes (Fig. 2). 

Group 3 . — Eleven cases showed a lowering of the coagula- 
tion time to four minutes or less but had no fibrinogen-B in 
their blood at the time of this fall (Fig. 3). 

Group 4 . — In IS cases there was a fall of the coagulation 
time 'to four minutes or less associated with the finding of 
fibrinogen-B in the blood. 
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According to Cummine and Lyons there is no danger 
of thrombosis in the first three groups, and none of the 

cases in these groups 
showed clinical signs 
suggesting it. 

The cases in Group 
4, comprising more 
than one-third of the 
whole series, satisfied 
the criteria laid down 
by Cummine and 
Lyons for the prophy- 
lactic administration 
x>f heparin and dicou- 
marol. The first two 
cases showing this fall 
in coagulation time co- 
incident with a positive 
fibrinogen-B test were 
given heparin and 
dicoumarol, and in 
both, as was to be 
expected, the result was 
a marked prolongation 
of the clotting time, but 
in one the plasma 
fibrinogen-B persisted 
(Fig. 41. However, as 
these two cases occurred 


Fig. !. — Graph of case typical of 
Group 1 (woman aged 76; gallstone 
ileus). Coagulation time remaining 
aho\c four minutes. No fibrinogen-B. 
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Fig. 2 —Graph of case typical of 
Group Z (woman aged 51; portal 
h'pcrtcnsion). Fibrogen-B present, 
but no towering of coagul.ition time. 
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Out of the subsequent 
16 cases in Group 4 
only one developed 
a thrombosis, and this 
took place after 
patient was ambu- 
lant and the daily 
coagulation time 
determination had 
been discontinued 
(Fig. 5); the day 
after the throm- 
bosis her' coagula- 
tion time was 
within normal 
limits and her 
blood free from 
fibrinoeen-B. This 
woman, who had 
a deep femoral 
thrombosis, was 
not treated with 
heparin or 
dicoumarol, b.ut 
was kept ambu- 
lant, with a firm 
crepe bandage 
from toes to 
groin. She 
suffered no 
embolic pheno- 
mena or further 
spread of the 
thrombosis, and 
when seen three 


Fio. 3. — Graph of case typical of 
Group 3 (mart aged 58 ; carcinoma of 
rectum). Lowering of coagulation 
time to below four minutes, but not 
associated with fibrinogen-B in the 
blood. 
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Fig. 4. — Graph of case typical of Group 4 
(man aged 57; ’ ' ' "■ for duo- 
denal ulcer). < , o\y four 

minutes togetfc ■ in the 

blood. 
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Fig. 5. — Carcinoma of caecum in a woman 
aged 64. The only case in Group 4 showing 
clinical signs of thrombosis — occum'ng after 
patient was fully ambulant. 


months later had only a slight residual swelling of the leg 
in the ankle region, with no incapacity. 


Discussion 

As this investigation progressed disappointment was Mt 
because these proposed tests did not enable us to predict, 
accurately the cases which would develop post-operative\ 
thrombosis: it is obviously not practicable to treat 35% of 
patients with heparin and dicoumarol. However, one point, 
of interest did arise. This was that of the 43 cases examincri 
both before and after operation 34 showed a fall in the 
coagulation time in the first twenty-four hours after opera- 
tion and 21 of these had a fall to four minutes or less. 
Ten patients whose clotting times were measured at the 
end of operation before they left the operating theatre all 
showed a marked increase in rate of coagulation. 'These 
results suggest that what Bergquist (1940) called “the pre- 
thrombotic state” is not infrequently present within the 
first few hours after operation or, even earlier, during 
operation, and this is the danger time when thrombosis m 
the leg veins is most likely to begin. 


Summarj’ 

Investigations were carried out in 51 cases on a proposed 
method for the prediction of post-operative thrombosis. It "as 
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decided that the results were not accurate enough to warrant 
the use of heparin and dicoumarol in those cases in which the 
tests «ere positive. 

It was found that there is commonly a fall in coagulation lime 
during or immediately after operation, and it is suggested that 
thrombosis, if it does occur, probably starts during this period. 

I anr indebted to Professor Digby Chamberlain, who proposed and 
guided these inses'.igations, and on whose cases they were carried 
out. 
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INCIDENCE OF SIGNS USUALLY 
CONNECTED 'VVITH THYROTOXICOSIS 

WITH SPECIAL REFERENCE TO LID LAG» 

BV 

W. P. U. JACKSON, .M.D., M.R.C.P., D.C.H. 

Late Assislaiii Physician, Selly Oak Hospital, Birininchani 

During recent observations on the coincidence of hyper- 
thyroidism and peptic ulcer (Jackson and Pinkerton, 1949) 
it was noticed that a large proportion of patients with the 
latter complaint showed von Graefe's sign (lid lag), one 
of the characteristic ocular phenomena of thyroto.xicosis. 
This sign was first described in 1864 by von Graefe. who 
said : “ . . . namentlich folgt bet Senkung der Cornea das 
obere Augenlid nicht." He remarked that it was not the 
result of e.xophthalmos. as it was present in early cases of 
thyroid disease which showed no proptosis. He considered 
it to be a sign pathognomonic of hyperthyroidism in the 
early stage ; “ . . . geringen Grade der Krankheit einen 
pathognomonischen Werth hat.” It is now recognized that 
the sign is not peculiar to thyrotoxicosis (Eason. 1927) and 
that it may occur in normal people (Joll, 1932). Joll 
remarks that it also occurs in all forms of goitre, in 
myotonia congenita, and in all cases of proptosis. 

Present Investigation ^ 

In order to determine the approximate incidence of lid 
lag in people without thyroid disease, and to see whether it 
was particularly common in cases of peptic ulcer, 600 
people of all ages and -approximately equal sex numbers 
who attended a general hospital were examined. All 
patients with dj'sthyroidism, severe illness, and prolonged 
pyrexia were excluded. Otherwise there was no selection, 
except that 38 extra cases of peptic ulcer were specially 
included. Other manifestations which occur in thyro- 
toxicosis were also looked for in this series. Preference 
for hot or cold weather was noted, and the subjects were 
questioned about e.xcessive sweating. Lid lag, lid retrac- 
tion, exophthalmos, enlargement of the thyroid gland, and 
tremor of the outstretched fingers were looked for. The 
heights and weights of all those os'er 18 were noted where 
practicable. 

For present purposes lid lag is defined as occurring when 
a white band of sclera appears between the upper lid and 
the cornea on following a moving object downwards 
with the eyes. If lid retraction is present lid lag can be 
considered to exist only if there is a definite widening of the 
band of sclera already visible. This is the most objective 
way of defining lid lag, although in those whose lid is 
usually held at a low level there may be a degree of lagging 

•Based on a paper read at the South African Medical Congress, 
Capetovm, September, 1949. 


of the upper lid without any sclera coming into view. The 
results are shown in Table I. 


Table I. — Results of Investigation 



; Totz 

\ 

^ i No with Lid Lag 






1 ing ulcer cases) 

Patj'cnis with peptic ulcer 

1 76 

23 (33%) 

„ „ lid retraction . 

14 

< 8 (57X) 

„ exophthalmos 

i 

' 3 (lOOX) 

,, non-toxic goitre 

‘ 35 

5 (14%) 

.. fine tremor 

11 



t 5S ma.lss. 27 females. 


Types oj Eyelid Movetneitl.— Ail cases of lagging of the 
upper eyelid were not alike. The band of sclera might 
appear during the whole movement of the eyeball or during 
any part of it. In other words, the lag might begin as 
soon as the eyeball started to descend, or the lid might move 
normally at first and lag later. The movement might be 
smooth or jerky. The lag in some cases was variable, at 
times being pronounced and at other limes not being 
elicited at all. In five cases it was unilateral, and in two 
there was actually a reverse or upward movement of the 
eyelids as the eyeballs started downward. In one person 
the ltd retraction was unilateral. 

Lid Lag in Relation to Other Observations 

The male sex predominated in the ratio of 2 to 1. All 
age groups produced subjects with lid lag, but it vvas more 
common in those over 40 (see Table ID. 


Table II. — .4ge Incidence of Lid Log 


Age 

Total So. of Subjects 

N’o vkuh Lii Lag 

0-9 >ears 

31 

3<97‘,) 

10-19 

50 

2(4%) 

20-29 .. 

50 

2(4\i 

30-59 .. 

72 


40-49 .. 

115 

20n74\> 

50-59 .. 

132 

22(16 6%) 

60-69 .. 

107 

21 fl9 6%) 

70-79 

43 

7(16%) 


Eight of the 14 subjects’ with lid retraction also showed 
lid lag, as did all three with e.xophthalmos and five out of 
the 35 with simple goitres. Of the 76 cases of peptic ulcer 
23 (33%) showed lid lag. This incidence is significantly 
higher than that of lid lag in the control series (10 . ). The 
impression was formed that lid lag was more common in 
thin people, and since peptic ulcer characteristicailv occurs 
in people with a low ponderal index fP.I.) (Draper. 1930 : 
Robinson, 1938) this was suspected of being the explanation 
of the frequent occurrence of lid lag in peptic ulcer subjects. 
To test this hypothesis the P.I.f of all those over 18 was 
worked out, and all fell between 1.2 and 3.2. The number 
of subjects pertaining to each inde.x vvas noted and 
expressed as a percentage of the whole. Thus three subjects 
(0.5% of the total) had a P.I. of 1.3. These percentages for 
each P.I. referring to (1) all the subjects, (2) the peptic ulcer 
subjects, and (3) those showing lid lag were plotted separ- 
ately (see Chart). The mean P.I. in the full control series 
was” 2.1 (slightly in excess of the mode), while in subjects 
with peptic ulcer and in those showing lid lag it vvas 1.9. 
The chart thus confirms the tendency’ for lid lag to occur 
in people of slim build, but it seems unlikely that this factor 
alone can explain iu excessive appearance in peptic ulcer 
subjects. However, the male preponderance in both peptic 
ulcer— about 4 ; I (Stewart, 1 923 ; Ryle, 1932: Tidy, 1944; 

fThe ponderal index in this investigation w-as calculated by divid- 
ing the weight in pounds by the height in inches. 
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’f the p.itholocical report, the dosage was increased to 500.000 
mits daily. 

Pathological Report . — Greenish foul-smelling pus containing 
i moderate number of small yellow granules. Stained film: 
rumerous pus cells, numerous fusiform bacilli, small Gram- 
legative coli and bacilli, a moderate number of clumps of 
alamentous organisms of fungal morphology. This specimen 
'as referred to the Fungus Reference Laboratory, which 
eported that Actinomyces israeli was present. 

On February 22. 2 pints (1.14 litres) of pus was aspirated 
ind 100.000 units of penicillin injected. On February 24, I pint 
570 ml.) was aspirated. A radiograph on February 28 still 
.howed an encysted collection in the right mid-zone posteriorly. 
This was much thicker and more difficult to aspirate. Rib- 
-esection was considered, but as the fluid was centred under the 
nferior angle of the scapula it was decided to continue to 
ispirate. 

By hfarch 12 the temperature finally settled. On the 14th 
1 radiograph still showed some encysted fluid. Aspiration 
'ailed. On March 18. 6 oz. (170 ml.) of pus was aspirated after 
-creening, and penicillin was injected. On April 8, 6 oz. of 
'US was aspirated and JOO.OOO units of penicillin injected. 

Pathological Report of Pits . — On March 9: — Direct smear: 
lumerous pus cells, very scanty Gram-negative bacilli, no 
ictinomyces seen. Cultures: no growth on blood agar. On 
March 18: — Direct smear: numerous pus cells, no organisms. 
Culture (aerobic and anaerobic): no growth. 

.An .r-ray report on April 12 stated that the fluid seemed to 
rave cleared from the right side and had left some residual 
aleural thickening. 

Other Investigations . — A blood count on February 14 
'.howed: Hb, 68%; red cells. 4.435.000: colour index, 0.77: 
'.'hite cells. 14.000 (eosinophils 81.5%, basophils 0.5%>, lympho- 
;ytes 11.5%. monocytes 6.5?o). Sputum examination on 
February' 17: Af. tuberculosis not found; moderate number 
of pus cells, fairly numerous epithelial cellsi a few “dust” 
cells ; no malignant cells seen. Blood sedimentation rate on 
February 21: first hour, 118 mm.; second hour, 125 mm. 
•■VVestergren). Sputum on February 25: moderate number of 
ous cells, fairly numerous squamous cells, fairly numerous dust 
■cells, no malignant cells ; Af. tuberculosis not found. Culture: — 
•Mixed : haemolytic streptococci and Neisseria catarrhalis. 

In addition to intramuscular penicillin (total dosage 
25.000,000 units) and intrapleural penicillin (400.000 units) 
the patient received potassium iodide. 30 gr. (2 g.) thrice daily. 

He was discharged home on April 18. having been ambulant 
for ten days. He had gained weight and looked and felt very 
well. 


I am greatly indebted to Dr. G. Manning, pathologist: Dr. Brash, 
radiologist; and Dr. Dawson, resident medical officer, for their 
assistance in the insestigation and treatment of this case. 
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The American Heart Association is publishing a quarterly 
journal entitled The American Heart, the object being to obtain 
'broader public understanding and support of the association's 
programme in the field of cardiovascular disease. Approxi- 
mately $700,000 has been allocated for heart research this 
year by the association and affiliated organizations. Accord- 
ing to a report in the New York Times (September 13. 1949) 
the United States Public Health Service is also launching a 
nation-wide attack on heart disease. A programme involv- 
ing expenditure amounting to over S8.000.000 has been 
planned by the National Heart Institute. Among the subjects 
which are to be specially studied are; environmental and 
hereditary factors : dietarj' factors ; new surgical methods ; the 
usefulness of new drugs and new substances such as ACTH 
and cortisone; new diagnostic instruments such as the electro- 
kymograph and the ballisto-cardiograph. 


Medical Memoranda 


Unusual Case of Nutritional Anaemia 

The following case of nutritional anaemia is worthy of 
record because of the history. 


C.sSE Report 

A boy aged 9 was admitted to hospital on May 25. 1948, 
with a history of recurrent vomiting for six weeks. His 
previous medical history showed that he had been a full-time 
baby, born spontaneously after a normal pregnancy. He was 
the sixth of a family of sesen, and all his siblings were healthy. 
From birth there had been a spastic paralysis of all his limbs ; 
he had never been able to sit up and was completely helpless. 
Since birth his diet had consisted of miik. He refused to eat 
any other foods and would take his milk only from a feeding- 
bottle. His average daily consumption was about 5 pints 
(2.84 litres). 


He had always tended to be constipated, but otherwise 
remained well until ten weeks before admission to hospital, 
when he had become unusually constipated and had had no 
bowel action for 25 days, at the end of which time he passed 
a very large constipated stool. Since then he had been less 
keen on sucking ; he had often vomited after feeds, and his 
condition had steadily deteriorated. 

On examination he was seen to be grossly mentally deficient, 
and was unable to speak. The skull was flattened posteriorly 
and there was a scoliosis of the dorsal spine. His temperature 
varied from 100 to 101° F. (37.8 to 38.3' C.) ; he was extremely 
pale and his face was puffy. His teeth were larger than, normal, 
well spaced, and not carious. There was a spastic paralysis 
of all limbs, with permanent flexion of the elbow- and knee- 
joints due to contractures. Cardiac enlargement was not pro- 
nounced. but a loud blowing systolic murmur was heard all 
over the praecordium. A blood count showed : Hb, 8.5% ; 
red cells. 1.020,000 ; C.I., 0.42 ; xvhite cells. 11,400 (polymorphs 
54%. basophils 1%, lymphocytes 38%. monocytes 7-'^^). The 
red cells were severely microcytic and hypochromic. These 
figures were confirmed by the Department of Medicine, Aber- 
deen University. Plasma proteins were 7.7 g. %, with an 
albumin /globulin ratio of 1.24 to I. A radiograph showed 
abnormally slender bones with delayed ossification and severe 
general decalcification. 

The patient refused to take iron by mouth, and in view of 
this and the extreme degree of anaemia it was decided to give 
iron by intravenous injection. The preparation used was a 
saccharated oxide of iron, " ferrivenin " (Bengers). which con- 
tained 20 mg. 
of iron per ml. 
Small doses of 
I ml. and then 
1.5 ml. were given 
on cons ecutive 
days at the begin- 
ning of treatment, 
and thereafter 
5 ml. on alternate 
days to a total of 
42.5 ml. On the 
day after the 
third injection 
the temperature rose to 104° F. (40' C.), but, despite this, the 
patient looked much better. One injection was omitted, and 
his temperature settled. He remained afebrile during the 
remainder of the treatment. 



The haemoglobin and reticulocyte response to therapy are 
shown on the accompanying Chart. Within three weeks the 
haemoglobin was 70%. and he had been persuaded to increase 
the range of fluid feeds, but he still refused all solids. Iron 
and ammonium citrate in lO-gr. (0.65-g.) doses was thereafter 
given three times daily in bottle feeds. 
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NEUROHISTOLOGY 

Ailiu of Peripheral i\’cn c Injuries. Bv William R. Lvons, 

Ph.D., and Barnes Woodhall. M.D. (Pp. 339. £4.) P'hila- 

delptiia and London: W. B. Saiindcr.s Company. |949. 

This superbly produced monograph is concerned chiefly 
with the histological appearances of damaged ners'cs 
removed at operation. It is not a complete atlas of 
peripheral ner\’e injuries as there are few clinical photo- 
graphs, and none illustrating motor or sensory disturbances. 
But provided that these limitations are recognized the 
reader wll not be disappointed. 

The American organizations for treating war injuries of 
the peripheral nerves were a good deal less compact than 
our own. There was no one comparable with George 
Riddoch to guide policy, and in consequence some of the 
"ork was done by men of relatively limited experience and 
without any predetermined plan. Although this diversity 
had obvious drawbacks there were some compensations, 
one of which was the immense variety in the material sent 
for histological e.xamination. Variations in time between 
injurj’ and operation were most significant, some nerves 
being repaired earlier, and others much later, than was the 
practice in the British nerve injury centres. Some surgeons 
amused themselves by wrapping the suture line with various 
materials and later gave the pathologist the chance of obser- 
ving the effect of these wrappings on the underlying nerve. 
The result is an atlas of the morbid anatomy of nerve 
injuries in man which is as complete as surgical considera- 
tions will permit. Indeed, the profusion of beautiful photo- 
micrographs is such that the reader begins to feel the aching 
behind the eyes and the painful swelling of the ankles that 
afflict the earnest picture-gazer who has spent a whole day 
at the Louvre. Some of the photographs are frankly 
repetitious, and their omission would have been beneficial. 

Modern neurohistology is so enchanting that the morbid 
anatomist will enjoy this collection simply as an exhibition 
of the astonishing diversity of morphological changes that 
result from nerve injury' and regeneration. This work is 
not only a great credit to its authors: it is a. tribute to all 
who have contributed to the perfection of staining methods 
for nervous tissue and to modern photomicrography. The 
surgeon's interest will be different. He will realize the extent 
to which his practice must be guided by the findings of the 
morbid anatomist. The tissue disturbance caused by a fast- 
moving particle is far more widespread than usually' sup- 
posed, and in no tissue are its effects more clearly revealed 
than in the peripheral nerve. In consequence, the stumps 
of a nerve severed in a war wound must be resected more 
generously than those of a nerve damaged in an industrial 
or domestic accident. He will find that the theoretically 
ideal primary suture is unsatisfactory in practice. He will 
learn something about the curious pathology of traction 
injuries which (it is hoped) will convince him that operative 
intervention is not likely to be of much use. He will learn, 
too, about the fate of autogenous and homogenous grafts, 

TTiis is not a book for bedtime reading ; it is not one 
that should be in every surgeon’s and morbid anatomist's 
library ; but it is a work that should be in the possession 
of everyone who has any interest at all in the peripheral 
nervous system. The authors hope that, “if the profes- 
sional, administrative, and financial hazards of surs'eying 
laree groups of rehabilitated war veterans can be sur- 
- mounted through governmental or private channels, the 


influence upon peripheral nerve regeneration of the neuro- 
pathological changes that have been described in this atlas 
will be the subject of a separate monograph within the next 
few years." Perhaps it may encourage them to know in 
advance how much further we shall be in their debt if they 
succeed, as we trust they will, in this second and more 
formidable undertaking. 

H. J. Seddon. 

PULMONARY NTiOPLAS.MS 

Bronehiogcnic Carcinoma and Adenoma. By B. M. Fried. 

M.D. (Pp. 306: IIS illustrations, fl I3s.) London: 

Bailliere, Tindall and Cox. 1948. 

This book, which discusses a subject that has achieved in 
recent years a practical importance that it «ill maintain, 
is a useful study but not an authoritative account. The 
illustrative radiographs are below the standard one expects 
to-day. and not one lateral picture is used. Some of 
the radiographs are produced as negatives and some as 
positives — uniformity is preferable. The photographs of 
specimens are very poor. 

ft is disturbing to see the term “ superior pulmonary 
sulcus tumour ” perpetuated, for the name means little or 
nothing and should be abandoned. In the description of 
metastases it is stated that the liver is involved in about 
40% of cases, and the contralateral lung in about 30%. 
Although not specifically stated, one presumes that these 
are necropsy figures, for they are certainly not true of 
present clinical practice in England. The policy of using 
observations made in the necropsy room projected back- 
'vards to embellish a clinical picture is liable to be most 
unsatisfactory and, although having its uses, is somewhat 
out of date. Far too much teaching in the past has been 
of advanced disease, which renders it more difficult for the 
student and practitioner to recognize the earlier phases when 
they meet them before the stage of impending death. 

A great deal of the space devoted to case histories might 
have been better used in a fuller discussion of such a 
dangerous topic as aspiration biopsy, or a more detailed 
consideration of the significance of pleural fluid, or of 
bronchoscopy, or of a number of other fundamental 
matters. The remarks on radiotherapy and surgery are 
purely “ scissors and paste ” products and carry no direct 
authority'. Bronchial carcinoma is to-day a surgjcal disease, 
and the surgery' section should either be written by a sur- 
geon or omitted. The chapters on bronchial adenoma are 
indifferent, and it is difficult to see why the one on 
mediastinal tumours was included at all. 

The book contains a full bibliography and is of value 
as a work of reference for this, and for the reviews of the 
incidence and aetiology of the condition. 

R. C. Brock. 

operatut; surgery 

Operative Technic in General Surgery. Edited by Warren 

H. Cole. M.D.. F,A.C.S. Wth introduction by Frank H. 

Lahey. .M.D.. F..A.C.S. (Pp. 951 ; 521 figures. No price.) 

New York: Appleton-Century-Crofts, Inc. 

The latter part of the nineteenth century might be described 
as the Elizabethan period of operative surgery, when enter- 
prise was so widespread and the field so fruitful that 
achievement was great. This rich era of technical advance 
was consequent upon the discovery of the causes of infec- 
tion and their master}'. Since then some surgeons have 
thought the harv'est had been fully reaped, and from time 
to time even great leaders like Erichsen and Moynihan 
made the mistake of e.xpressing such an opinion. Great 
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advances have nevertheless been made in recent years, and 
no doubt there are others to come. 

An account of some of the recent advances will be found 
in this book, which is edited by Professor Warren H. Cole, 
of Chicago, who was recently in this country and visited 
all the university clinics. The work is compiled by 34 well- 
known American surgeons. There are sections on abdomi- 
nal incisions, by Frederick A. Coller and K. F. Maclean : 
on the surgery of the stomach and duodenum, by Waltman 
Walters and L. R. Dragstedt ; on the thyroid, by J. de J-. 
Pemberton and B. M. Black ; on vascular lesions, by Daniel 
Elkin and M. E. DeBakey ; on the hand by H. S. Allen and 
Sumner L. Koch ; and on the pancreas and adrenal, by 
Alexander Brunschwig, to mention only a few of the 
distinguished contributors. 

References (almost exclusively from American sources) 
follow certain sections, but in others they are scanty or 
absent. The printing is clear and the text easily readable ; 
illustrations are plentiful, and the line drawings are good, 
though less is to be said for the few coloured plates. As 
a textbook of operative surgery it is open to the criticism 
of unevenness, since some of its aspects are discussed 
thoroughly and others scantily or not at all. Overlooking 
this, however, there will be found a series of articles by 
well-known masters for whom no commendation is neces- 
sary. and these alone will make the book attractive to many 
surgeons. Dr. Frank Lahey writes an introduction in which 
he points out that the book has the great advantage of being 
written by men experienced in the particular subjects about 
which they write. This is its great merit and compensates 
for any incompleteness of the subject-matter, 

Lambert Rogers, 

THE THYROID 

The Thyroid and its Diseases. By J. H. Means, Second 

edition. From the Thyroid Clinic of Massachusetts General 

Hospiial. (Pp, 571. £3 12s.) Philadelphia and London: 

J. B, l.ippincott Company, 1949. 

Since the first edition of this book appeared in 1937 so many 
advances have been made that nearly all the sections have 
now been rewritten. Professor Means has been in close 
contact with most of these advances, so that he can present 
tuli, clear, and authoritative discussions of such subjects as 
the metabolism of iodine, the pharmacology and physiology 
of the th>Toid and thyrotropic hormones, the pharmacology 
ol the antithyroid drugs, the new light thrown on thyroid 
phvsiology by the use of radioactive iodine as tracer, and 
the use of this substance in therapy. All these and many 
more advances are lucidly explained and fairly discussed. 
Full and up-to-date accounts of the diseases of the thyroid 
are an important feature of the book. A valuable chapter 
K contributed by Oliver Cope on the surgery of the gland, 
with particular reference to the special knowledge required 
b\ the thyroid surgeon and the factors influencing his plan 
of operation. Professor Means's view on the place of anti- 
thvroid drugs is summarized by his conclusion that “drug 
therapv is certainly preferable to mediocre surgery,” a 
statement which would be accepted in this country. 

The diagnosis of hyper- or hypothyroidism is not always 
eas\ on clinical grounds alone. The authoV assesses the value 
and the shortcomings of the basal metabolic rate as a diag- 
nostic aid. and discusses other tests of thyroid function. 
He points out, however, that laboratory tests do not in any 
«a\ replace the clinical examination. The cold hand, dry 
or moist, almost excludes hyperfunction of the thyroid ; 
an increasing need for bed covering is suggestive of 
mvxoedema. The characteristic entrance of a thyrotoxic 
patient into the consulting-room is vividly described, equally 


the good nature of the myxoedematous person who often 
becomes still more pleasant when “ thawed out by thyroid." 

There is in this book much valuable information and 
instruction for all interested in the thyroid, and full lists 
of references at the end of each chapter provide the link 
with the original literature. 

C. L. Cope. 

COMMON-SENSE PSYCHIATRY 

The Commonsensc Psvchiatrv of Dr. Adolf Meyer. Edited 
by Alfred Lief. (Pp.' 611. '$6.50 or £1 19s.)' New York 
and London : McGraw-Hill Book Company, Inc. 

Most of the papers in this volume date from 30 or 40 years 
ago, and it is remarkable how' fresh and topical they are 
to-day. This book contains not only a representative col- 
lection of Meyer's papers but a biography of their author 
and a history of psychiatry during the last 50 years. It 
shows how the author has led psychiatry away from an 
exclusive interest in cerebral lesions and toxins towards the 
actions, reactions, and attitudes of the individual towards 
the whole of his environment. Some such reactions are 
physical, some psychical, and some psychosomatic. 

Meyer therefore takes a holistic attitude towards his 
subject and persistently refuses to be bound by dogmata 
of any sort. He accepts the modern dynamic psychology, 
and he studies the past as well as the present and does not 
insist on the universal influences of complexes, especially 
those founded on infantile sexuality. Yhe mentally sick 
person is not the sum of elements of disease but a function- 
ing unit in society who is doing something. Hence his 
insistence on the paramount importance of psychiatric 
social work and occupational therapy. Moreover, each 
patient is a problem in himself, and though classification 
may be useful for didactic purposes patients cannot be 
forced into nosological pigeon-holes. Meyer insisted that 
sanity depends on the endurance against strains — physical, 
psychological, and social — and such conditions as schizo- 
phrenia are disorganizations of both organic and functional 
habits. He stresses the importance of the school period 
in preventing such disorganization of habits by giving 
opportunity and encouragement to constructive and active 
behaviour. He has been a supporter of mental hygiene, 
child guidance, and all methods of preventive mental 
medicine. 

Meyer's appointment to the directorship of the Phippj 
Institution at Baltimore gave him the opportunity to put 
all these constructive ideas into practice, his patients being 
principally early, recoverable cases. Towards the end of 
his long life he devoted thought to the more general asp^t' 
of psychiatry — those relating to such problems as freedom, 
marriage, education, and religion. Readers of this book 
will find not only a fascinating historical document but 
stimulating and informative material which will be most 
useful to them in their own work. 

R. G. Gordo.'V- 

SPANISH HAEMATOLOGY 

Symposium de Hematolopia y Hemoierapia — I94S. 

J. Guasch. A. Raichs. C. Trincao, and R. Surmyacn- 
(Pp. 522, No price.) Barcelona: Miguel Servet., iv-*'- 
Mononucleosis Infccciosa. By J. 3. Permanyer Macia 
and P. Vintro Marcd. Preface by Professor M. Soriano. 
(Pp. 96. No price.) Barcelona ; Edicione.s Byp. >746. 

Of the seven articles in the symposium of haematology am 
blood transfusion four are moderately interesting. ' a 
documented essays based on two cases each of cliiptoc>lo>‘ 
and pregnancy occurring in the course of chronic myc m- 
leukacmia present a clear account of the state of our kno-' 
ledge of these rarities. A single case gives opportunit) O' 



Oct. 15, 1949 


REVIEWS 


Btittish 

MTOICaL JOfRSM. 


853 


.! discussion on the curative effect of splenectomy in anti- 
mony-resistant kala-azar — a subject which, though of little 
interest to us, is of considerable importance in paediatric 
practice around the Mediterranean Sea. Of the residents in 
the Barcelona area only 10% appear to be Rhesus-negative, 
in contrast to the 35% reported in Basques by Etcheverry 
and by Mourant. Short essays on allergy and intra- 
medullary transfusion and an article of 22S pages on the 
treatment of severe neutropenia complete the volume. There 
seems to be little difference between standard practice in 
this country and that advised by the authors. This is the 
second volume of this type received from the Iberian penin- 
sula within the last few months ; both show great industry 
but little profit. 

Macia and Marce's short monograph gives a clear account 
of infectious mononucleosis and of the laboratory aids to 
its diagnosis. The clinical section follows Tidy in recog- 
ntang three main types of the disease — glandular, anginose, 
and febrile — but attention is drawn also to the bizarre 
s> mptom-comple.xes which sometimes occur. In the sec- 
tion on laboratory diagnosis the various modifications of 
me Paul-Bunnell reaction are lucidly described and evalu- 
ated. The clarity of the presentation throws- the few omis- 
sions into relief. Three types of glandular fever cell 
described by Downey and McKinlay should have been 
mentioned, and the occurrence of 1-7% of the Type I 
cells of these workers in infective hepatitis and other virus 
diseases is sometimes significant. The great increase in staff- 
form neutrophils over segmented types in the early stages 
of the disease is of considerable diagnostic value, and the 
recognition of epidemic outbreaks in which the Paul- 
Bunnell reaction is consistently negative (recorded in this 
country by Macfarlane) is very important. The biblio- 
graphy, though it includes most of the important papers, 
could well be enlarged. The volume is completed by some 
long abstracts from the foreign press. It is an unpre- 
tentious, useful monograph for isolated workers who read 
Spanish. 

George Discombe. 


Dentistry in Public Health, ediled by Walter J. Pelion and Jacob 
M. Wisan (pp. 363; £I 7s. 6d.; Philadelphia and London: W. B. 
Saunders Company; 1949), is an in'.eresting book by many contribu- 
tors which illustrates the interest now taken in dentistry from the 
public health view-point in the United Stales, A considerable amount 
of research in the last few years has produced valuable results, 
including the discoveiy* of the role of fluorine in (he prevention of 
caries. It is unfortunate that publicity has been given at times to 
work and theories that have not been fully evaluated, but in this book 
endence is sifted and conclusions are not accepted without adequate 
supporting facts. Thus, in spile of much that has been T^ritten on 
the subject, it is stated that the topical application of fluorides to the 
teeth as a preventive measure has not yet been substantiated. It is of 
inicresi to see the extensive programme for research into public health 
dentisto* is proposed. It would be as well if we gave more 
thought to the subject in this country. 

The monograph by the late Dr. Libman and Dr. Friedberg, Subacute 
Bacteria! Endocarditis (edited by Henry A. Chnstian and reprinted 
from Oxford Loose-Leaf Medicine; pp. 113; illustrated; £l Is.; New 
York and London : Geoffrey Cumberiege, 1949), is a comprehensive 
and valuable work based upon large numbers of cases. The pathology, 
diagnosis, and treatment are presented in detail, but the authors 
have focused little attention on this infection in congenital heart 
disease. It is in such patients, in whom the myocardium remains 
unscathed, that the best results of therapy with antibiotics arc to ^ 
expected. There is no reference to an important diagnostic method in 
non-cyanotre congenital heart disease — the use of an arterial as 
opposed to a venous blood culture when there is a left-to-rigbt 
shunt. Any means of determining the diagnosis more quickly is of 
added value now that specific remedies are available. Of interest 
to readers in this country' wall be the good colour plate showing 
Janeway lesions, but the other illustrations are indifferent. A 
comprehensi%'e bibliography completes. and enhances the value of this 
authoritative monograph. 
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The Healing Touch, By H. Williams (Pp. 406. 15s.) London: 
Jonathan Cape. 1949. 

Freedom from Want. Ediled by E. E DeTurk. Foreword by 
N- E. Dodd. (Pp. 207^84. S2.00.) Wahham, Mass. ; The Chronica 
Botanica C«. London: Dawson. 1949. 

Psyeho’Artalysis — a Modern Deluston. By F. Kenyon. (Pp. 
141. 5s.) London: The Pioneer Press. 1949. 

Population Trends and she World’s Biologica- Hesoureej. 
By G. C. L. Bertram, M A... Ph.D. No. 5. (Pp. 38. 2s) London: 
The Eugenics Society, and Cassell. 1949. 

The Medical Clinics of North America. Mayo Ctinn x^umber. 
Castro^InSestinal Conditions. (Pp. 923 — 1,210 No price.) 
London and Philadelphia: W. B. Saunders. 1949. 

Pedigrees of Negro Families By R. Ruggles Gates, F.R.S. 
(Pp. 267. S5.50.) Philadelphia and Toronto : The Blakiston 

Company. 1949. 

helirbuch der Inneren Medium. By H Assmann, G. v. Berg- 
mann, and others. Foreword by H. Schwiegk and A. Jores Vols 1 
and 2. Berlin: Springer. 1949. 

Children of Today and Tomorrow. By E, Dukes and M. Hay. 
Preface by D. Mace, Ph.D. (Pp. 249. 125. 6d.) London: George 
Allen and Unwin. 1949. 

Office Management for Health Workers. By F. King and 

L. L. Feldman. (Pp. 164, 12s. 6d.) New York. The Common- 
wealth Fund. London: Geoffrey Cumberiege. 1949. 

Kinderarsyliche Notfallpbel ein Bxkurs fur die Pranas. By 
B. de Rudder. {Pp. 134. M. 7.80.) Stuttgart: Georg Thieme. 
1949. 

Aus dem Leben Fritz Richard Sehaudinns. By C. Kuhn. 
(Pp. 73. M. 3.80.) Stuttgart: Georg Thieme. 1949. 

Transactions oj the Ophthalmological Society of the Vnited 
Kingdom. Vol. 67. (Pp. 530. 40s.) London : Churchill. 1948. 

Medullary Nailing oJ Kfmsscher. By L. Bohler, M.D Trans- 
lated by H. Treiier, M.D. (Pp. 386. 38s. 6d.) London: Bailliere, 
Tindall and Cox. 1948. 

Communicable Diseases and their Nursing Care. By £. 
Pearce, S.R.N. Foreword by W. Gunn, F.R.C.P. (Pp 392. 14s. 6d.) 
London: Faber. 1949. 

The Human Body and its Functions. By C. H. Best. 

M. D., F.R.S., and N. B. Taylor, V.D.. M.D., F.R.S Canad. 2nd ed. 
(Pp. 500. 18s.) London: Chapman and Hall. 1949. 

A New Dictionary of Chemistry. Edited by S MialK LL.D., 
B.Sc., and L. M. Miall, B.A., FJI.LC. 2nd ed. (Pp. 589. 60s.) 
London: Longmans, Green. 1949. 

Modern Practice in Ophtluxlmology, Edited by H. B. 

Stallard, F.R.C.S. (Pp. 525. 65s., plus Is. 6d. postage.) 

London : BuUerworth. 1949. 

Ubbincott* s Quick Reference Book for Medicine and Surgery. 
By' G, E, Rehberger, A.B., M.D. 14ih ed. (Pp. 1.723. £6.) 

Philadelphia, London, and Montreal; Lippiocoil. 1949. 

A Study of Certain British Seaweeds and their VtiUiaiion in the 
Preparation of Agar. By S. M, Marshall, L. Neriton, and 
others. Ediled by L. Nevsion. (Pp. 184. 2/5. 6d.) London; 

H,M.S.0. 1949. 

The New York Academy of Medicine. Its First Hundred 
Years. By P. Van Ingen. (Pp. 573. 55s.) New* York: Columbia 
Universixy Press. London: Geoffrey Cumberiege. 1949. 

Principfet rf Humn'i Physiology [Starliony By C. Lovatt 
Evans, F.R.C.P., F.R.S. Chapters on Special Senses by H. Hanridge, 
M.D., F.P.3. lOlh ed. (Pp. 1,193. 42s.) London: ChurchiU, 
1949. 
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Medical men and women from 27 countries met this 
week at B.M.A. House to take part in the deliberations 
of the General Assembly of the World Medical Associa- 
tion. The groundwork of the meeting had been pre- 
pared the week before by the ten members of the 
WMA Council under the chairmanship of Dr. T. C, 
Routley, Secretary of the Canadian Medical Associa- 
tion. Dr. Charles Hill, Secretary of the B.M.A., is the 
new President of the WMA for 1949-50 in succes- 
sion to Professor Eugene Marquis. The machine of 
the WMA is kept moving on its appointed course by 
the Secretary-General, Dr. Louis H. Bauer, of New 
York, who is also Chairman of the Board of Trustees 
of the American Medical Association. He is helped by 
Assistant Secretaries for Asia, Australasia, Europe, and 
Latin America in the persons of Dr. S. C. Sen, Dr. J. G. 
Hunter, Dr. Paul Cibrie, and Dr. J. A. Bustamante. 
The financial affairs of WMA are kept in order by the 
treasurer. Dr. O, Leuch, of Zurich. 

Tlie WMA has progressed far and fast since the 
first meeting of the General Assembly in Paris in 1947. 
U is now a well-organized and hard-working affair ; its 
objects, constitution, and rules are laid down in black 
and white ; and through the work of its committees and 
Council It is now well on the way to achieving the objects 
It has set itself. It has established relations with the 
World Health Organization and with Unesco, and no 
doubt in time it will define in co-operation with these 
goscrnmental organizations those fields of activity which 
lie within the province of the WMA. Three issues of 
the WMA Bulletin have .now appeared under the 
editorship of Dr. Morris Fishbein, who is also editor 
of the Journal of the American Medical Association. 
The Biilleti/i places on permanent record in English, 
French, and Spanish the results of the WMA’s work, 
and contains matter that should be of great interest to 
all practising doctors who now all over the world are 
witnessing increasing governmental control of their pro- 
fessional lives. The WMA. it is important to note, is 
a vofuntary association of the various national organ- 
izations. such as the A.M.A. and the B.M.A., which 
represent and protect the interests of medical men 
and women in various countries of the world. WHO 


and Unesco, being specialized agencies cf the U.aiicd 
Nations, are officered by men and women chosen bv 
the. governments represented in the United Nations, 
Between these official governmental agencies and the 
unofficial voluntary WMA there should be ample room 
for co-operation. 

This week the Assembly once more had before 
it the text of the International Code of Ethics—- whai 
might be called a revised version of the Hippocratic 
Oath. The need for this was felt because of the crimes 
committed by German medical men during the recent 
war, a report on which was one of the early activities 
of the WMA. It is of course not easy to draft a code 
that will conform with the ethical standards of various 
countries, these being so intimately Jinked with the 
various world religions. So it has been proposed that 
each nation must be able to vary the code, so long as 
its main principles are not infringed. Ten national 
associations have already adopted it as it stands. 

Last week the Council gave much time to a study of 
a long report on postgraduate education, and finally 
agreed that “ after the training ordinarily prescribed in 
a medical school course there should be an additional 
period of training in an approved post before engaging 
in independent practice.” It was felt strongly that an 
effort should be made to increase the facilities for post- 
graduate study in countries foreign to the postgraduate, 
although it was realized that certain legal difficulties 
might be an obstacle, which the national medical asso- 
ciations are being asked to try to overcome. Another 
important proposal which came before the Assembly was 
for an investigation into the social security schemes exist- 
ing in different countries and their effect upon the quality 
and efficiency of medical services and, also upon the 
relationship between doctor and patient. Such a study 
would seem to be of the highest value in these days of 
rapid change. In relation to this an inquiry is to be made 
into the medical man-power in different countries, a sub- 
ject in which there seems to be much interest. Among 
some of the other matters considered was the question 
of distributing medical Journals and textbooks, in con- 
nexion with which Unesco has done useful work in 
promoting international co-operation between national 
libraries. Unesco, it may be recalled, is trying to 
co-ordinate the meetings of international medical con- 
gresses so that there will be no overlapping in the time- 
table of these, but from the words used in a Unesco 
document on this subject the WMA is asking Unesco 
whether it is to be understood that it is seeking to deter- 
mine the agenda of these congresses. This would seem 
highly unlikely, but clarification is clearly needed. 

The general work at this week's Assembly ^ 
summarized in next week’s Journal so that the reader 
may have an idea of how WMA is setting aboui 
achieving the first of its objects, which is “ to promote 
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closer ties among the national medical organizations and 
among the doctors of the world by personal contact 
and all other means available." The second object is 
■' to maintain the honour and protect the interests of 
the medical profession " ; and the last, more difiicult 
or even impossible to realize, is “ to promote world 
peace." At least one step towards world peace is the 
voluntary' meeting togetlier of medical men and women 
from different parts of the world to discuss all those 
ways and means of furthering the aim of every doctor — 
the care of the sick, the prevention of disease, and the 
maintenance of health. In this work it is to be deplored 
that the medical profession of the U.S.S.R. and its 
satellite countries does not see fit to take part — eloquent 
testimony to the perils of the political control of medicine. 


SIR. BEVAN'S REVIEW OF i\;H.S. 

A large crowd of journalists gathered in the Ministry cf 
Health last week to hear Mr. Aneurin Bevan give a 
review of the first year of the National Health Sersice. 
This he did in a skilful and disarming manner, and 
as advocate in his own cause obviously could not be 
expected to expose those deficiencies in the Sers’ice which 
the medical profession now sees. One year, he said, was 
a very short time on which to base a judgment, but he 
claimed that “ the first year has been remarkably good,” 
and for this paid his tribute to all those who were con- 
cerned in the transition. The Health Sers'lce must be 
seen as a gigantic change-over from the private pocket to 
the public purse, and when he was asked later how far 
actual expenditure had exceeded that originally esti- 
mated in the White Paper he replied, “ I should think 
about twice.” A Select Committee of the House of Com- 
mons has already investigated the expenditure in the 
N.H.S. and there are obviously many factors that must 
have made a more exact estimate difficult. But if the 
Minister can make one mistake of such magnitude it is 
not out of the question that he may make another. For 
example, to a question about the remuneration of general 
practitioners he answered : “ So far there is conclusive 
evidence that we have .more than honoured the Spens 
recommendation.” One point that emerged clearly from 
the recent discussions between the B.M.A. and the Min- 
istry of Health was that the evidence was by no means 
conclusive. Then again, when he was asked whether he 
did not think that the remuneration of general practi- 
tioners was disproportionately low' when compared with 
the pay of dentists and opticians he refused to accept 
that this was the case, stressing the fact that 52% of the 
gross earnings of dentists must be regarded as expenses. 
Yet there is evidence that in Scotland the average net 
remuneration of the general practitioner there is much 
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less than the average net remuneration of dentists ; and 
when Mr. Bevan went on to obserx'e that dentists worked 
all kinds of hours he presumably did not wish to leave 
his audience with the idea that the general practitioner 
was able to fit his work into a neat timetable begin- 
ning at ten in the morning and ending at six in the 
evening. 

In answer to a question about Sir Stafford Cripps’s 
remark in his budget speech this year that a health tax 
might be necessary, Mr. Bevan said, “ If by tax is meant 
payment by the patient at the moment when the patient 
needs treatment, we set our faces against it.” One cf the 
principal worries in the Service was, he said, over- 
prescribing. The 14,000 chemists in the scheme had had 
to deal with 187,000,000 prescriptions, and he appealed 
to patients not to be importunate, especially in asking for 
“ordinary” things like aspirins and cotton-wool. Yet 
when he was asked later whether it might not be a good 
thing if the patient were to make a nominal payment he 
replied that a nominal payment would not be a deterrenL 
and if it were large enough to be a deterrent it might 
pres'ent people from seeking medical help when needed. 
This, we suggest, does not allow for the fact that if the 
patient were to make a small payment, whether on the 
occasion of the first consultation with the doctor or for a 
prescription, he would be encouraged to use the Service 
with a greater sense of responsibility. It seems likely 
that sooner or later Mr. Bevan or one of his successors 
will have to overcome the Minister’s desire to be a public 
benefactor, and will have to introduce some scheme of 
paj'ment which will be a greater deterrent than mere 
exhortation to the public to be careful about spending 
money provided almost entirely cut of the taxpajer’s 
pocket. 

There seemed to be some contradiction in two state- 
ments Mr. Bevan made. He said : “ We must rest upon 
the principle that the doctor must be free to prescribe 
what he considers to be necessary for the care and wel- 
fare of his patienL” Later on he remarked that ■' he had 
asked a small specialist committee to draw up a list of 
drugs which the general practitioner can prescribe which 
are adequate for the purpose and outside which the 
general practitioner need not go except in special cases.” 
It is not clear whether he was contemplating an alter- 
native to the present formulary, but in any case the 
impheation is that the special cases referred to wiE have 
to be defined. In that event the freedom to prescribe 
will be limited. 

When someone asked Mr. Bevan w'hy private patients 
should not be provided with free drugs he made the 
usual reply that prescription is part of the sendee of 
the general practitioner and the two caimot be separated. 
When he went on to say that the individual citizen in 
Britain does not pay a weekly contribufion to the 
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National Health Service, and if he did not enter it was 
not prevented from receiving something for which he 
was paMng. he was \\Tong in his facts. Sometliing like 
nine-tenths of the cost of the Ser\ice is borne by the 
taxpayer, and if he is prevented from accepting part 
of the benefit of the Service then he is prevented from 
recei\ ing something for which he has paid. Mr. Sevan, 
incidentally, asked those journalists present to correct 
the pre\'alent misconception that the whole of the weekly 
contribution to National Insurance was a contribution 
to the Health Ser\ ice. There had, he said, been in fact 
no increase in insurance contributions in respect of the 
National Health SerHce, and complained of the con- 
fusion that had arisen. This confusion was widely 
spread by those national newspapers which supported 
Mr. Sevan during the controversy over the National 
Health Service, and he himself now seems to wish to 
create a further misconception by saying that the private 
patient not allowed to receive drugs free of charge “ is 
not desisting from receiving something for which he is 
paying." 

All the financial implications of the National Health 
Seirice must be of much concern to the medical profes- 
sion. In the national interest some limit must be set 
to the drain on the exchequer from the mounting cost 
of the N.H.S. If the finances of the scheme continue 
to get out of hand the possibilities of properly remunerat- 
ing general practitioners must diminish. Some idea 
of the great increase there will be in hospital expenditure 
may be gained from Mr. Sevan's statement that there 
was need for 40,000 to 50.000 more nurses. He admitted 
that m Dome parts of the country the general practitioners 
are overworked, and at the same time praised “the 
ihou>ands of devoted professional men and women who 
go about their work in a proper fashion." Yet he 
omitted to sa\' — and unfortunately no question elicited 
a repK from him on this point— that general practitioners 
as a whole are working with a strong sense of justifiable 
grievance about their terms and conditions of work. 
L ntil these grievances are removed no Minister of Health 
w ill be able to say that the National Health Service is 
v'r has been a success. Referring to abuses in the Ser- 
Mce. Mr. Bevan said that it was “a prerequisite of 
human behav iour that a human being should be allowed 
to behave, and what we must do is to give people the 
opportunity of behaving, study their behaviour, and 
make whatever corrections are necessary afterwards." 
This will certainly be the considered attitude of the 
medical profession in relation to the Minister of 
Health. 

The Minister’s speech is reported in this week's 
Supplement, and there is space here to comment on 
only some of his observations, many of which displayed 
his interest in and awareness of some of the problems 


that concern medicine. He show-ed, for example, a 
sympathetic grasp of the difficult question of providins 
for the chronic sick and the old people who require 
careful nursing. The problem of the chronic sick could 
not be tackled by providing expensive beds in hospital 
needed for the acute sick. Once provision had been 
made for this growing section of the community it should 
be necessary' only in the last resort to use beds in 
“acute” hospitals for those nearing the end of their 
days. Mr. Bevan. too. saw the opportunities for research 
when on an agreed terminology medical men would be 
able to supply material for statistical analysis and so 
open up further possib’ilities for research, and he gave 
as an instance rheumatism, pointing out how valuable 
it would be to know in what age groups, occupations, 
and parts of the country the various forms of rheumatisra 
occurred. 

In his Press conference there were at least two 
Mr. Bevans speaking — first, the politician skilful in 
evading an awkward question or giving an answer 
which really demanded a further question to nail him 
down ; second, the man who has a remarkable grasp 
of the complexities of the National Health Service and 
combines with this a desire to provide the people of 
Britain with every facility for improving and mainta’m- 
ing health. When the organized medical profession 
negotiates with the Minister of Health it prefers to meet 
him in the latter role. 


PREGNANEDIOL ASSAYS 

Many recent advances in the practice of obstetrics and 
gynaecology are the result of endocrine research. The 
need for the clinician to keep abreast of the main 
advances in this field and to understand the principles 
underlying hormone assays and biological tests was 
pointed out recently in this Journal by de Walteville 
and his colleagues.' They drew attention to the limi- 
tations as well as to the advantages of such procedures 
and emphasized the need for caution in the interpreta- 
tion of the results. The value of estimating the output 
of pregnanediol, the chief but not the only urinary 
metabolite of progesterone, was discussed at the recent 
Twelfth British Congress of Obstetrics ' and Gynaeco- 
logy, the final conclusion being that it is probably too 
early to assess its usefulness. Dr. G. I. M. Svvyers 
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contribution to the discussion appears in this issue of the 
Journal. 

•As a diagnostic test for pregnancy pregnanediol 
assay has been tried and generally found wanting. 
False positive readings can occur in the presence of 
delayed ovulation, corpus luteum cysts, and over- 
activity of the adrenal cortex ; and false negative read- 
ings are so frequent as to make the test much less 
reliable than many of the gonadotropin tests, at least 
one of which can be as rapidly performed. ‘It is often 
because of vaginal bleeding after one .or two missed 
periods that the practitioner asks for a pregnancy diag- 
nosis test, and Bender- claims that in 36% of cases of 
true threatened abortion the pregnanediol test is nega- 
ti\’e when the gonadotropin test is positive. If abor- 
tion does threaten, a low pregnanediol excretion is held 
to give warning of an unfavourable outcome, but Bender 
points out that it is also an indication to administer 
progesterone with a reasonable prospect of averting 
miscarriage unless the condition is already irreversible. 
If. on, the other hand, the pregnanediol excretion is 
normal in such cases the administration of progesterone 
may accelerate abortion. Pregnanediol determinations 
indicate that repeated progesterone failure is not a major 
cause of habitual abortion, and progesterone should be 
withheld unless the assay' gives a low reading. The rate 
of foetal loss and of maternal to.xaemia is abnormally 
high in pregnant diabetic women in whom there is 
evidence of maternal hormonal, imbalance, including a 
low pregnanediol excretion,’ and the results of treat- 
ment with oestrogen and progesterone, though not con- 
clusive, are encouraging. Smith' claims that a fall in 
pregnanediol output precedes the development of clini- 
cal signs of toxaemia of pregnancy, but this has not 
been finally confirmed. Moreover, initial hopes, men- 
tioned by Dr. Swyer, that the combination of a gonado- 
tropin test positive in dilution with a negative preg- 
nanediol test would be diagnostic of hydatidiform 
mole have also failed to be realized. Finally, the work 
of Lyon’ has suggested that once the decline in the 
output of pregnanediol which sets in about ten days 
before labour has begun the threshold of labour has 
been reached, and the induction of labour may then 
be attempted wth confidence. Dr. Swyer’s findings 
in this respect are equivocal, and at present few 
obstetricians will place reliance on hormone assay 
when deciding whether conditions are suitable for 
induction. 

In the non-pregnant woman pregnanediol determina- 
tions are more laborious and time-consuming because 
of the small amounts excreted. For the diagnosis of 
the occurrence and time of ox-ulation they have been 
superseded by basal body'-teraperature charts. But 
where it is suspected that childlessness may be due 


not to failure of conception but to failure of nidation 
because of poor progestational response in the uterus' 
there may be a place for pregnanediol assays, for if the 
total amount excreted is small or limited to a few days 
the infertility may be due to a defective luteal phase 
and substitutional therapy with progesterone might be 
helpful. Functional uterine haemorrhage is another 
disorder in which pregnanediol estimations might pro- 
vide useful information. McKehey and Samuels' have 
shown that when the bleeding is characterized by 
asynchronous shedding of the endometrium there is an 
abnormal persistence of pregnanediol in the urine during 
the bleeding phase. Anosiilar haemorrhage, on the 
other hand, as in metropathia haemorrhagica, might be 
recognized by the pregnanediol content of the urine 
being very low or nil over a period of weeks. Most 
cases are diagnosed by curettage, but in young girls 
there is a proper reluctance to perform an operation, 
and these assays may then have some value. The time 
for this, however, except as an experimental study, has 
not yet arrived, and indeed the practical value of preg- 
nanediol tests is clearly strictly limited. Dr. Swyer 
goes so far as to conclude that they are of such little 
help to the clinician that every effort should be made 
to find a method of estimating the level of progesterone 
in the blood, despite the fact that as a rule the con- 
centration of hormones and tlieir products is lower in 
the blood than in the urine. 

The theoretical basis of pregnanediol assays lies in 
clinical observ'ations that the amount in the urine, 
broadly speaking, reflects progesterone activity in the 
body. But Marrian,' a leading authority in this field, 
now casts doubts on the validity of this basic assump- 
tion. Despite this, however, he acknowledges that there 
is a considerable weight of evidence that pregnanediol 
determinations may be useful clinically, and therefore 
he urges clinicians to continue to test the results with- 
out prejudice and biochemists to improve still further 
the methods of assay. The time has certainly not yet 
come when pregnanediol estimations can be regarded 
as a useful routine laboratory procedure for genera! 
application, but it is to be hoped that a few centres, 
well equipped for accurate and controlled studies, will 
continue to work on this problem. 


CHANGES IN USE OF HOSPITALS 
An irnportant statement from the Ministry of Health pub- 
lished this week in the Supplement comments on the pro- 
cedure to be adopted when a hospital board wants to 
change the use to which a hospital has been put. Powers 
are delegated to the board subject to the Minister's direc- 
tion. and ■' he cannot ignore representations made to him 
by members of the public and of the profession." If a 
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board wishes to change the use of a hospital, “he, may 
feel bound at any time to call upon a board to report to 
him their reasons for adopting their new policy.” The 
circular emphasizes that boards should consider the pos- 
sible loss of service to patients and disturbance of medical 
staff. Where a hospital of long-standing repute is con- 
cerned, the board is required to give the medical staff an 
opportunity of having its views considered, orally if pos- 
sible, by the board or its planning committee. In some 
cases an open meeting may be desirable where members 
of the public can express their views. 

The circular points out that local loyalty is of great 
importance, and the Minister asks boards to make sure that 
they do not deprive patients of hospitals where general 
practitioners of the neighbourhood may treat them. The 
Minister considers that it is “ very valuable for the general 
practitioner service of the district when the family doctor 
has access to beds where patients . . . can be in his charge 
and he knows he can readily call upon the services of a 
consultant for a second opinion.” The Minister empha- 
sizes that cottage hospitals must not be regarded merely 
as buildings providing additional accommodation for reliev- 
ing pressure on beds at the district general hospital. This 
circular should have a salutary effect in some regions where 
boards are proposing to change the use of hospitals. In 
particular, we may hope that the decisions on the future 
of the Lock and Paddington Green Hospitals will be 
reversed. 


PARENTERAL FEEDE^G 

In recent years much interest has been shown in the use 
of amino-acids and protein hydrolysates for feeding in 
certain categories of illness in which the patient cannot be 
fed adequately by mouth. The indications for parenteral 
feeding are inability to ingest, digest, or absorb sufficient 
quantities of food over such a period of time that conval- 
escence is jeopardized and, perhaps, the chance of survival 
prejudiced. The most recent information on the subject of 
aniino-acids and protein hydrolysates was discussed at the 
end of last month in London at a symposium held by the 
food Group of the Society of Chemical Industry, and a 
report of some of the papers which were read appears 
elsewhere in this issue. The available evidence indicates 
that nitrogen equilibrium can be attained and the protein 
needed b\ normal adult animals, including man, can appar- 
ently be supplied, provided energy requirements are met, 
b\ injecting into a vein properly prepared hydrolysates of 
biologically efficient proteins or by the provision of the 
essential amino-acids and an additional nitrogen source 
such as glycine. In general, the experiments have not been 
continued long enough to show that all the physiological 
requirements of the adult organism for nitrogen can thereby 
be met. There is no evidence that intravenous adminis- 
tration is nutritionally superior to the oral route if the 
latter is practicable, but protein hydrolysates are dis- 
agreeable to take by mouth. It is seldom possible to give 
regular intravenous injections of more than the equivalent 

I Fed. Proc., 1949, 8, $46. 
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of 75 g. of protein and 300 to 400 g. of glucose daily. If 
hydrolysates are injected too quickly nausea and some- 
times vomiting may lead to less efficient use of the con- 
stituent amino-acids and peptides. There is no definite 
evidence that the administration of hydrolysates or amino- 
acid mixtures orally or by tube into the alimentary canal 
has any special value. Intact food protein by mouth is 
much more satisfactory. 

• The reason for employing amino-acid mixtures parenter- 
ally in place of, or along with, intact blood proteins in 
certain conditions is said to be based more on the necessity 
to sustain liver function and encourage a more vigorous 
nitrogen turnover than to build up a store of protein. To 
save body protein it may be wise to include all the amino- 
acids rather than to rely on the essential amino-acids plus 
glycine. Because of the difficulty of infusing sufficient pro- 
tein and energy in the infusion fluid it is generally agreed 
that it is not possible to make good the requirements of the 
protein-depleted organism entirely by intravenous injec- 
tion. It is not wise to inject fluid containing more than 
5 % of hydrolysate and 5 % of glucose, but mixtures con- 
taining 8% of pure amino-acids can be given. Even with 
these concentrations it may take some four hours to inject 
2,000 ml., and the patient may be very uncomfortable 
and_demand rest. Some patients suffer actual distress. 

Calorie requirements are inadequately met by these 
intravenous methods of feeding, and the recent work of 
Rose' indicates that with amino-acid mixtures or protein 
hydrolysates the deficiency is greater than would be 
expected with the equivalent of intact protein. It is held 
by some that for short periods of time the glucose intake 
can be safely limited to 100 g., the rest of the energy needs 
being met from the adipose tissue. The use of a stable 
finely divided emulsion of fat with a particle size of not 
more than two microns, such as that used by Geyer and 
his colleagues," may prove to.be a helpful method of meet- 
ing calorie requirements, but more corroborative evidence 
is required. 


ERYTHEMA NODOSUM AND NODAL ERYTHEMA 

The importance of tuberculosis in the aetiology of erythema 
nodosum is referred to in a paper by Dr. S. A. Doxiadis 
which appears elsewhere in this issue. Some aspects of the 
problem, however, remain obscure. It is possible that con- 
fusion results from casual clinical observation. The true 
eruption has a characteristic colour both in active, and 
fading stages. The size and conformation of the lesions, 
the location, and the presence of tenderness and pain with 
pyrexia are distinctive, and if these features are absent it 
is doubtful if the diagnosis of erythema nodosum should 
be made. It was these characteristics which lent some 
support to the conception of a specific infective fever- 
nodal fever — now abandoned by most experienced physi- 
cians. A nodal erythema may accompany the eruption 
of a toxic erythema multiforme or may follow the adminis- 
tration of sulphonamides ; it is sometimes seen in sar- 
coidosis and in other conditions, but it may be confusing 
the issue to regard such eruptions as erythema nodosum 
when they lack many of the distinctive features of that 
entity. 
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Erythema nodosum, in its classical form, commonly 
accompanies a recent infection, such as tuberculosis in the 
\oung — in which a primary lesion in the lung with uni- 
lateral hilar-node enlargement may recall the early phases 
of a syphilitic infection. The typical eruption following a 
streptococcal infection of the throat possesses the same 
features. WTiile these are the commonest provocative 
causes in this country the condition is occasionally seen 
in association with deep-seated ringworm or with gono- 
coccal, meningococcal, syphilitic, or other infections. The 
causative infections vary in different countries, but it seems 
that the typical attack of erythema nodosum indicates a 
peculiar and personal response to the presence in the skin 
of organisms derived through the blood stream from a 
recent primary focus of infection elsewhere. It is not 
merely a reaction to toxic products. To justify the analogy 
with syphilis erj-thcma nodosum ordinarily should not 
recur. \Vhen it does recur it is generally in association 
with streptococcal infections of the throat, in which the 
immunity may be assumed to be only transient. Even so, 
much remains to be clarified. In chronic meningococcal 
septicaemia the eruption, characteristic in other respects, 
consists of small lesions scattered profusely over the limbs 
instead of a few large nummular lesions ; it may continue 
to wax and wane over a period of .months, suggesting the 
presence of an unusual static phase of sensitivity in the 
tis.sues. ^\'hatever the explanation may be of the puzzling 
features of erythema nodosum, it is certainly desirable when 
the typical signs are present to seek for a causa! organism, 
if necessary' in the blood stream or in the skin lesions them- 
selves. In this country' care must be taken to exclude tuber- 
culosis, especially in the young, by immediate overhaul and 
follow'-up of the patient and by investigation of all contacts. 


BEGINNING MEDICINE 


About 2,500 students in Britain have now set off on the 
long road to a career that probably offers more diversity' 
of interest than any other, a career, too, that is unlikely 
ever to be overcast by' the shadow of unemployment, 
though in its initial stages the National Health Service has 
created difficulties rather than solved them for the man 
wanting to settle in clinical practice. All acknowledge that 
a wide general education is desirable for a medical student, 
and the foundations for this must be laid during the school 
years. But once embarked on the study of medicine few 
students find the time or energy to see far beyond the heax'y 
textbooks that burden their knees for many y'ears ; and it 
must be confessed that of those who do some turn out 
to be interesting companions rather than pioneers in 
research. As Professor E. C. Dodds said^ at the annual 
dinner of the Middlesex Hospital Medical School, the 
London schools are too narrow in their education, and 
we w'elcome his claim that the Middlesex School aims at 
keeping the basis of education as broad as possible. 

The complement of a broad education is to be found in 
research, and Sir H. Cairns, in his inaugural address" at 
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King’s College, suggested that nearly every' young doctor 
should try' his hand at one investigation . . . otherwise he 
will not find out what he is good for, nor will he appreciate 
the difficulties and labours involved in discovering new 
things.” Every case contains some new thing that must 
be discovered, and if a knowledge of the textbooks helps 
the young doctor to clarify the patient's disorder quickly 
a training in research, even though slight, will make him 
more sensitive to the details peculiar to the patient that 
defy classification. Moreover, it encourages an inquiring 
habit of mind, and he learns that, in the words of Clement 
of Alexandria.^ ” the beginning of truth is to wonder at 
things." 

Certainly the antithesis of this attitude is thinking " in 
moaning terms of what terrible conditions you are Using 
under,” against which Lord Bruce‘ warned the students 
when he opened the new term at University College Hos- 
pital. He emphasized the need for hard work, and medical 
students will not fail to appreciate the point when they 
examine the curriculum. He also adumbrated — as did 
Sir Hugh Cairns — a life of serxice rather than of place- 
seeking — an ideal readily accepted by young people, but 
which becomes more difficult to five up to as the pass- 
ing years bring increasing opportunity to depart from it. 
The great fear is that the National Health Service, in spite 
of its name and aim. may not encourage the doctor to give 
of his best in service to the sick ; in the words of Principal 
T. M. Taylor^ when he addressed graduates at Aberdeen 
recently, “ It will be an ill day for the community when 
the general practitioner degenerates into a filler of forms 
or an automatic machine dispensing chemical panaceas." 
Five or six years will pass before students now starting 
work seek in the practice of medicine that full and happy 
life that Sir Hugh Cairns wished them. Within that time 
the National Health Service will be over the experimental 
stage and, it is hoped, be better adapted to satisfying their 
aspirations. 


REFRESHER COURSE FOR GENER.AL 
PRACnnONERS 

In this issue of the Journal we publish the first of a series 
of articles which will appear week by week under the 
heading of “ Refresher Course for General Practitioners." 
Before the war we used to publish each week a special 
article of this nature for the general practitioner, but because 
of shortage of paper we had to discontinue this feature in 
1939 until now*. More paper has been available since the 
beginning of July, and it is hoped that no further restric- 
tions will increase our difficulties in keeping a wide variety 
of readers informed on matters of special interest to them. 
“Any Questions ? ” was started in 1943 as an attempt to 
meet the need of the general practitioner for information 
on problems which concerned him in his daily work. It 
is hoped that this section of the Journal, together with the 
new Refresher Course, will continually revise for the 
general practitioner what is old and keep him fully 
acquainted with what is new in a manner that wiU be of 
practical use. We would welcome suggestions from readers 
for subjects that might be considered in the Refresher 
Course articles. 
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The complaint of “ a sore throat ” must be one of the com- 
monest made to the doctor, and as the condition sometimes 
calls for urgent treatment the correct diagnosis is of some 
importance. Although the initial complaint focuses atten- 
tion upon the throat it is necessary to remember two funda- 
mental points : first, a throat infection may exist without 
sufficient pain to draw notice to its presence, which bears 
out the old clinical rule that examination of a patient — 
particularly a child — is not complete until the throat has 
been inspected ; secondly, it should never be forgotten that 
the throat inflammation may be the local manifestation pf 
some general disease. 

Examination of the Throat 

The examination of the throat is such a simple procedure 
that a description of the necessary manipulations is often 
taken for granted. Yet to obtain a proper inspection in a 
writhing youngster calls for tolerance and persistence on 
the part of the doctor. With patience and persuasion the co- 
operation of the child will often be fully attained, and 
where this course is possible it is much to be preferred. 
No attempt should be made to use force. The following 
points may be of assistance in difficult circumstances. 

(1) Holding the C/i/W.— When there is complete refusal 
to co-operate it will be necessary to pinion the child. The 
best method is to bring both arms across the chest and for 
an assistant to hold them there by catching both wrists in 
one hand. The assistant’s other hand should hold the head 
firmly on the bed by placing the open palm across the 
forehead, the thumb to one side and the fingers to the other. 
In such a way the child may be held firmly and painlessly. 

(2) Opening the Mouth. — Sometimes an unwilling child 
will hold the jaw tightly clenched. The spatula should then 
be inserted along the left-hand side of the mouth between 
the teeth and the buccal mucosa. Firm pressure inwards 
as far back as possible on the lateral aspect pf the alveolar 
margin will usually result in the mouth being opened. The 
spatula can then be rapidly turned flat and passed on to 
the tongue. 

(3) Position of the Spatula. — ^The spatula should be 
passed far enough into the mouth for the distal end to 
cover the posterior third .of the tongue. Pressure should 
be downwards and forwards to enable a full view to be 
obtained of the fauces without forcing the tongue back 
into the throat, which not only blocks the airway but causes 
the child to “ gag.” 

Diagnostic Points 

When examining the throat the doctor must ask himself 
ihe following questions; 

(1) Is the Throat Acutely Inflamed?- — The soft palate, 
faucial pillars, tonsils, and pharyngeal walls should be 
carefully inspected for redness and oedema. The lesion 
may vary from a slight reddening of the palatal fringe, 
inula, and anterior pillars to oedema’ so gross that the 


swollen uvula, palate, and tonsils almost close the faucial 
airway. ' 

(2) Is there an Inflammatory Exudate? — This may be 
unilateral or bilateral, and three stages in its formation may 
be recognized. First comes the appearance of numerous 
discrete follicular flecks ; secondly, there is a confluent, soft, 
loosely attached and rather’ pultaceous exudate; and, 
thirdly, one sees a confluent, firm, leathery membrane which 
is more or less firmly attached to the subjacent mucosa. 
Note that exudate is usually confined to the tons’illar sur- 
faces, but membrane may extend on to the fauces, soft 
palate, or pharyngeal wall. 

(3) Is the Lesion Raised ?—VIhen exudate or membrane 
is present its level relevant to the adjacent mucosa must be 
noted. The doctor must satisfy himself whether it is super- 
imposed upon the mucosa or level with the adjacent sur- 
face, as if forming the base of a shallow ulcer. 

(4) Is the Membrane Discrete?— li may be one con- 
tinuous piece, or made up of numerous solitary areas with 
intervening normal mucosa. 

The causes of a sore throat may be grouped under three 
broad headings— local virus infections, local bacterial 
infections, and general diseases. 

Virus and Bacterial Infections 

Influenza may start with a complaint of sore throat. In 
such cases the throat often sho\vs little abnormality apart 
from some enlargement of the solitary follicles on the 
pharyngeal wall. There seems little doubt, however, that 
an upper respiratory virus infection can produce a generally 
inflamed throat with or without tonsillar exudate exactly 
similar in appearance to that of an acute- bacterial infection. 

Coccal Infections. — It is impossible to differentiate 
clinically between the various acute coccal infections^ 
In general Str. pyogenes produces a severely inflamed 
and oedematoiis throat usually of sudden onset and 
associated with such great pain that swallowing u 
exquisitely sore. A tonsillar exudate is common vil 
streptococcus, pneumococcus, or staphylococcus infections. 
This exudate may become confluent and closely simu ac 
a false membrane, but it is more friable and white or yello 
in colour. The associated lymph glands are eiflargcu 
and tender but remain discrete. In such cases the ear 
drums should always be examined. The drum-head may 
show' a diffuse pinkness and slight lack of lustre that sugges 
a coccal tonsillo-pharyngitis. 

Scarlet Fever.— A sore throat precedes the onset o 
scarlet fever, and the initial rash is often seen on 
palate, giving it a speckled appearance. The skin rasn w 
usually confirm the diagnosis w'ithin 18-24 hours. 

Pharyngeal Abscesses. — A peritonsillar abscess 
develop on top of a pre-existing acute tonsillitis, 
unilateral, tense swelling of the fauces and soft paia . 
pushing tonsil and uvula to the opposite 'side, is eas 

recognized, and the intense pain is a characteristic teaiu^. 
Retropharyngeal abscess can be difficult to diag 
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particularly in young children, because of the filling of the 
pharynx with mucus as a result of the difficulty in swallow- 
ing. The swelling produces a curious choking stridor which 
may be mistaken for laryngeal obstruction, but the latter 
produces a much “ drier ” stridulus with harsh cough. The 
lauces may' show little inflammation in such cases, and 
should the character of the respiration have aroused 
suspicion there is only one course of action— persistence in 
obtaining a good view of the pharyngeal wall. 

Diphtheria 

A few years ago diphtheria would have taken first place 
in any consideration of the differential diagnosis of a sore 
throat. As a result of a reduction in incidence, largely due 
to actise immunization, the clinician need not to-day regard 
it as occupying so high a place on the list. But it is well 
to keep two considerations in mind. First, in face of an 
appearance which suggests diphtheria a history of immuni- 
zation should never encourage the practitioner to consider 
the diagnosis impossible. Secondly, it must be remembered 
that in the “ immunized ” subject a diphtheritic infection 
may produce an appearance indistinguishable from that of 
follicular tonsillitis. Typically, infection of a susceptible 
person with C. diphtheriae has an insidious onset and pro- 
duces a mildly inflamed ' throat ; the greyish membrane is 
■■ all of a piece ” and often shows a slightly curled edge 
which may spread on to soft palate, faucial pillars, or 
phkry'ngeal waU when diagnosis is delayed. In general, 
the inflammatory reaction is Umited to a zone surrounding 
the membrane and the diffuse bright redness characteristic 
of a streptococcal infection is seen less commonly. Pain is 
not a feature — indeed, it is often surprising to find how 
little pain may be associated with an easily recognized, 
severe diphtheria. , Adenitis of the tonsillar glands, so often 
referred to in textbooks, is the mark of the severe or late 
case and is of little assistance in making an early diagnosis. 

The most confusing appearance is produced by a severe 
gravis diphtheritic infection. The inflammation is intense 
and the soft palate and anterior aspect of the faucial pillars 
may be very oedematous and covered with a thin glairy 
mucus which is not unlike white of egg. This is, in fact, 
early membrane. The typical membrane may be slight or 
absent and the condition carelessly regarded as a quinsy. 
When diphtheria is epidemic the clinician should never 
hastily use a km'fe on what seems an acute peritonsillar 
abscess, for if the lesion is in reality diphtheritic incision 
greatly worsens the prognosis. 

The diagnosis of diphtheria is never easy and even the 
expert can define no absolute diagnostic criteria'. It should 
be more widely appreciated that modem diphtheria anti- 
to.xin is a highly refined and concentrated product, 8,000 
units of which can be obtained in a 2 ml. syringe. When 
the clinician is in any doubt a dose of this magnitude is a 
safe procedure and will be adequate for most early cases. 
Serum reactions are now so rare as to be negligible. 

Vincent’s Angina . — This cdndition, like diphtheria, has 
an insidious onset, and as a rule produces little rise in 
temperature. The throat may simulate diphtheria in that 
the slough covering the ulcers suggests membrane forma- 
tion. It will be observed, however, that the membrane is 
on a level with the normal mucosa and that it makes up 
several discrete, linear lesions separated by more or less 
normal mucosa. Although ulceration is seen in rare cases 
of diphtheria the lesion is continuous and does not consist 
of individual ulcers. In Vincent’s angina the whole mouth 
is often unhealthy and the gums are inflamed and swollen 
—a further aid to diagnosis. 


Sore Throats in Schools 

In closed communities such as boarding schools, out- 
breaks of acute tonsillitis are most frequently streptococcal 
in origin. The cultures from the initial cases will usually 
decide which organism is responsible, and as a rule the 
swabs of throat and nose produce a heavy, almost pure, 
culture. Early diagnosis and isolation of those infected 
are the measures most likely to limit spread, but the high 
carrier rate which often accompanies such an outbreak may 
entail the isolation of a large proportion of the individuals. 
To begin with, all the residents must be subjected to a 
clinical examination at which particular attention is paid 
to ears, throat, and' nose for the presence of otorrhoea, 
enlargement or irregularity of tonsils, or rhinitis. Those 
who show such abnormalities should have cultures taken 
from nose and throat and should be separated from the 
others ; for it is this group which usually contains the 
carriers. The remainder should be inspected daily for a 
period of seven days and any individual showing signs of 
upper respiratory tract infection isolated at once. Vhen 
cases continue to crop up among those who showed no 
abnormaUty of throat, nose, or ear tw'o possibilities should 
be considered : first, that the epidemic is food- or milk- 
borne, and, secondly, that there is an unsuspected carrier 
remaining among the apparently healthy residents. In con- 
nexion with the latter possibility it is important to remem- 
ber that the nasal carrier is the more dangerous. 

When tracing the source of an epidemic which may 
involve a considerable number of persons the doctor should 
make early contact with the local medical officer of health 
and the nearest unit of the Public Health I.aboratory 
Service. Precise knowledge of the organism involved is 
essential for any useful epidemiological work. For 
example, by determination of the serological type in strepto- 
coccal outbreaks it is possible to make more accurate deci- 
sions regarding the importance of a carrier or to assess the 
significance of milk or food in the spread of infections. 
Early consultation with the bacteriologist will ensure not 
only that he receives the right kind of specimens but also 
that he is able to proceed with the further definition of the 
pathogen involved. 

Specific prophylaxis is only practicable in outbreaks of 
diphtheria, when combined active and passive immuniza- 
tion should be started. This consists of the injection of 
500-1,000 um'ts of diphtheria antitoxin into one arm and 
0.5 ml. of A.P.T. (alum precipitated toxoid) into the other. 
Six to eight weeks later a second injection of 0.5 ml. of 
A.P.T. is given. Prophylaxis of streptococcal infections by 
the administration of sulphonamides is not advisable as a 
routine measure. 

General Infections 

Glandular Fever . — The anginosf form of infectious 
mononucleosis produces a throat which may be indis- 
tinguishable from an acute coccal infection — indeed, the 
secondary invader is often a Str. pyogenes. Glandular fever 
is a systemic virus infection. Generalized lymphoplasia 
and splenomegaly will probably be present, but the 
diagnosis may be suggested by the sore throat suggestive 
of streptococcal tonsillitis appearing as a secondary mani- 
festation after a few days of general malaise. In the usual 
streptococcal infection the sore throat is the first mani- 
festation of an acute illness. There is little doubt that 
infectious mononucleosis now occurs more frequently than 
it did in the past Accurate diagnosis depends upon the 
differential white cell count, which shows a mononuclear 
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leucocytosis and the characteristic atypical cells, and the 
demonstration of heterophile antibody in the patient’s 
serum by the Paiil-Bunnell reaction. This reaction is 
variable in the time of its occurrence and often becomes 
positive for the first time late in the illness. A titre of 
1 /64 is significant. Should the patient have received horse 
serum in the form of an antitoxin the bacteriologist must 
be informed, so that he may take steps to eliminate the 
resulting false-positive reaction. 

Agranulocytic Angina. — ^The throat may show ulceration 
and membrane formation. There is, however, a charac- 
teristic lack of inflammatory reaction in contrast to the 
apparent acuteness of the lesion, and the soft i>alate, uvula, 
and fauces look pallid, soft, and Jelly-like. The lesion is 
more frequently seen in adults ; and a history will often be 
obtained of the habitual use of a drug containing the 
benzene ring. The amidopyrine group and, rather infre- 
quently, the sulphonamides constitute the commonest aetio- 
logical agents. Diagnosis depends on lack of polymorphs 
seen on a carefully taken blood film. The film should pre- 
ferably be made on cover slips to secure an even distribu- 
tion of the white cells. If it is taken on a slide the most 
careful scrutiny should be made along the edges and at the 
end of the smear, for it is here that the polymorphs will 
usually be found. 

Toxic Drugs. — ^Whether agranulocytosis is in fact a form 
of acute sensitization or not is still uncertain, but there is no 
doubt that an ulcerative stomatitis and pharyngitis without 
agranulocytosis can occur as part of a drug sensitization. The 
whole mouth is inflamed in tWs condition and as a rule there 
is some confirmatory evidence such as a rash. It is important 
to appreciate' that the individual who has been sensitized 
to one drug is the more easily sensitized to others, and 
care should be exercised in the use of forms. of therapy 
involving sensitizing drugs, such as aspirin and the 
sulphonamides. 

Other Conditions. — ^Acute leukaemia sometimes presents 
for the first time as an acute ulcerative tonsillitis. The cMd 
— for it is more frequently seen in childhood — usually 
appears ill and anaemic. There may be petechial skin 
haemorrhages, the spleen is often enlarged, and sternal 
tenderness is usual. Diagnosis can only be made after a 
careful examination of the blood. 

Finally, in the adult, secondary syphilis should always be 
borne in mind as a cause of ulcerative tonsillo-pharyngitis. 
The presence of a typical rash may give a pointer to the 
correct diagnosis, but failure to respond to any form of 
treatment is often the first feature to make the clinician 
think twice about the diagnosis. Toxaemia usually appears 
mild in contrast to the severity of the local lesion. The 
Wassermann reaction will confirm the diagnosis. 

Bacteriological Procedures 

In the past, the focus of attention upon diphtheria 
resulted in the clinician tending to seek bacteriological 
assistance only when this diagnosis was under considera- 
tion. A carefully taken swab from the tonsillar surfaces, 
however, is of value in all throat infections and is particu- 
larly desirable in severe cases because of the guidance it 
may give in planning treatment. The swab must be taken 
before any form of chemotherapy is used. Most bacterio- 
logists include a direct film in their exanunation of the 
throat sn'ab, as well as culture on blood agar, Loeffler’s 
slope, and a special medium to differentiate the organisms 
of diphtheria. The report may therefore supply valuable 
information in regard not only to diagnosis but also to 
prognosis. 


t 

Treatment 

Antitoxin. — ^Although in many cases treatment will be 
guided by the results of the bacteriological examination, it 
is often necessary (and in a suspected case of diphtheria 
essential) to start treatment before the results of . such 
examination are known. The dose of diphtheria antitoxin 
ranges from 5,000 to 100,000 units. "Where the disease is 
suspected an intramuscular dose of 8,000 units wifi suffice. 
For the late, severe case when hospital admission cannot be 
immediately secured a dose of the order of 50,000 units will 
be required, and in such an event intravenous administra- 
tion is particularly desirable. Such cases are best treated in 
hospital, however, and the practitioner will find that most 
fever hospitals are anxious to admit them even when the 
diagnosis is unconfirmed or. in doubt. 

Penicillin. — ^For the coccal infections and for Vincent's 
angina peniciUih is the treatment of choice. It should be 
realized that the need is to secure an adequate local concen- 
tration of the antibiotic. The condition must not be 
thought of as a mere surface infection. Local therapy by 
lozenges and so forth is therefore completely - inadequate 
and systemic administration in high dosage is indicated. If 
the aqueous solution is used a four-hourly dose of 100,000 
units should be injected intramuscularly; procaine penicillin 
may be employed to advantage here, and two or three injec- 
tions of 500,000 units during the’ first 24 hours may be 
followed by a lower dosage for the remainder of the time. 
For all throat infections due to susceptible organisms treat- 
ment must be continued for seven days to secure the best 
results. 

Although there is no specific treatment for infectious 
mononucleosis the throat infection is usually due to either 
Str. pyogenes or Vincent’s infection, and penicillin will prove 
effective. In agranulocytic angina, also, the administration 
of penicillin has greatly improved the outlook. Pentnucleo- 
tide should be injected intramuscularly. During the first 
24 hours three or four injections of 5-10 ml. may be given, 
and thereafter the dosage will depend on clinical 
response. The administration of the antihistamine drugs 
might be considered, but the results have not 
been encouraging. In severe cases repeated small blood 
transfusions are valuable. The diet should be plain and 
contain no flavourings or adulterants, and care should be 
taken to avoid the use of any chemical which might have a 
sensitizing action. 

. Sulphonamides. — ^The administration of sulphonamides 
has been intentionally omitted from the treatment of the 
acute throat. The efficacy of these drugs has never been 
convincingly demonstrated in such conditions. Since they 
are undoubtedly toxic materials, carrying appreciable risks 
of sensitization, their adrm'm'stration is inadvisable, and in 
certain conditions may even be dangerous. 

Finally, it must be pointed out that many mild throat 
infections clear rapidly and effectively without specific treat- 
ment. Gargling is so frequently indulged in by the patient 
before seeking advice that its continuation may be advised 
for its effect in cleansing the mouth. For those adults who 
can gargle, warm water with glycerin of thymol may also 
prove soothing to the throat. When pain is more severe 
the application of poultices to the neck, inhalations of 
friar’s balsam, and, of particular value, the administration 
of aspirin powder, which is allowed to melt slowly in 
the mouth before swallowing — such measures arc often 
adequate to secure rapid relief. The hasty rush for peni- 
cillin as a panacea for all cases is to be deprecated. It may 
do the patient little harm, but it can induce in the physician 
an easy optimism which may eventually cloud his whole 
judgment. 



Oct. 15, 1949 FALKLAND ISLANDS DEPENDENCIES SURVEY „ bzhct 553 

* ___ _____ _____ ___ MEDTCAL Jot.Tl.'Ul. 



(Photograph rcprodoccd by permission of the Colonial Office.) 


THE FALKLAWD ISLANDS DEPENDENCIES 
SURVEY 

BY 

J. M. ROBERTS, M.B., B.Chir. 

In 1943 the British Government decided to dispatch an expedi- 
tion to the Falkland Islands Dependencies in order to maintain 
British sovereignty, which was challenged by Argentina and 
later by Chile. Since that time the continuous occupation of 
various Antarctic bases has been maintained by a succession of 
personnel. It was as one of the M.O.s in an annual relief 
party that I bad the good fortune to slay on the Antarctic 
continent for 14 months. There were 30 in the party, including 
two M.O.S, one for each of the two large bases. These bases 
were far apart, the nearest to us being 120 miles away over 
open sea. Communication between them was maintained by 
radio, as it was impossible to reach another base except by the 
relief ship or by a sledge journey of 800 miles (1,300 km.) over 
unknown country. This journey was in fact done during the 
year as part of the survey programme, and it took four men 
80 days to complete it. 

At the beginning of November, 1946, we left London in a 
small Newfoundland sealing vessel built entirely of wood and 
powered by a Diesel motor and auxiliary sails. Our journey 
out was via Recife, in Brazil, Montevideo, and the Falklands, 
and it took us six weeks to reach Port Stanley, the capital and 
only large port. The Falklands are bleak, barren islands vith- 
out trees, not unlike the Western Isles of Scotland. We arrived 
on Christmas Eve. Although it was midsummer it was very 
cold, and it snowed appropriately the following day. 

After a fortnight’s slay to check stores the parties sailed in 
two ships, one for the South Shetlands and the other for the 
South Orkneys. Sailing south-east, we took five days to reach 
the South Orkneys, where we relieved a party of four who had 
run a meteorological station for the past year. It was on this 
part of the trip that we encountered our first icebergs and pack- 
ice. For the most part the weather was extremely fine, and gave 
us that remarkably clear visibility characteristic of the polar 
regions. We could see the mountain peaks of the South 
Orkneys, over 100 miles (160 km.) away, standing so clearly 
on the horizon ttat it was not possible to estimate their dis- 
tance. After two days in this nei^bourhood, where we had our 


introduction to penguins, 
seals, whales, and other 
Antarctic fauna, we sailed 
south-west for Graham 
Land. 

Our destination was 
Hope Bay, which lies at 
the north-east tip of 
Graham Land, at the 
foot of a glacier which 
descends from the inland 
plateau and down which 
there blows an almost 
continuous wind. The 
hut in which we were to 
live had been erected two 
years previously, and was 
partly buried in the ice. 
It was large and spacious, 
with double wooden walls 
and an aluminium-foil 
diaphragm between 
them. This bright sur- 
face helped to reflect the 
heat back into the hut, 
as well as providing two 
air pockets in the walls ; 
its insulating value was 
equivalent to an inch 
(2.5 cm.) thickness of 
cork. The average 
temperature inside the hut for the year was 52’ F. (ll.r C.), 
with a minimum of 32° F. and a maximum of 74° F. (0-23J’^C.), 
compared with the outside temperatures ranging from - 14° F. 
to 49° F. (-25.5-9.4° C.), with an average of 22° F. (-5.5° C.). 
Inside the hut there was a large central living-room with small 
cabins leading off, an arrangement which had the disadvantage 
of cutting off what light there was in the summer. For nine 
months the hut was completely buried, however, so we had 
to use artificial light almost ail the time. It has been ^id that 
cabins are undesirable for long periods of living in close 
proximity because men may go into hiding away from their 
companions. This never happened with us, and it was pleasant 
to have the little privacy cabins provided. Besides these cabins 
we had a laboratory and dark-room, a survey office, a kitchen, 
and a carpenter’s shop. Outside there were two additional 
storage huts for reserve stocks. Lighting was by paraffin lamps 
and heating by an anthracite stove. 

Nine men lived at the base. We had a duty rota, so that we 
each cooked for one week at a time and did the household 
chores one day in nine. Few of us had cooked before, but we 
soon learnt. Our diet was good, though mainly of tinned food. 
Fresh food consisted of penguins, which when stewed vvi* 
onions can be very palatable, especially the cbicKS. Penguin 
eggs, which were very popular, were collected fay the thousand 
and stored in fiour. Shags and other birds were occasionally 
tried. Seals did not prove a ^eat favourite, probably became 
they were so greasy. We did a certain amount of fishing 
throuch holes in the ice ; the fish {Notothenid) were smaU, but 
very good when fried in butter. For fresh water we used blixks 
of snow, collected sufficiently far away from the base to be free 
from contamination due to dog excreta. 

We supplemented our diet with 50 mg. of ascorbic acid daily, 
the tahiets bcina on the table with the cruet. My predecessor 
had gone for 'two months without ascorbic acid and had 
developed early scorbutic signs. During the winter we noticed 
we were becoming easily fatigued with light work, and so we 
added vitamin A, 9,000 LU., and vitamin D, 1,800 LU., daily 
for a month ; the supplements certainly seemed to have some 
benefit, although the reason is not entirely clear. 

vjye issued w*ith ample supplies of tobacco and cigarettes, 
and all of us became heavy smokers by the end of the year. As 
with the food, we divided all our stocks in two. so that if we 
failed to be relieved we should be able to last another 12 months. 
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There was an issue of rum, whisky, and gin which was adequate 
for our needs, but beer entailed the risk of being frozen and 
breaking the containers. We had a local rule that we drank 
only on Saturday nights, birthdays, half-birthdays, and special 
feast days, such as midwinter’s day. 

I have been often asked. Did we get bored ? We did at times, 
but there was plenty of work to do. Thfee-hourly “met" 
observations had to be made, recorded, and transmitted by 
radio. We had the dogs to feed, which meant days of seal- 
himting, and our sledges had to be kept in repair. Our stock of 
books was widely selected, and games such as darts, draughts, 
and “ nine men’s morris ” were also popular. Against boredom 
of our companions I think each of us built up his own defence 
mechanism : there was a strict regulation that stories were not 
allowed to be repeated more than once a month. 

During the year survey parties left the base for long sledge 
journeys. Usually there were two men to one sledge, which 
carried their food and tent and was pulled by a team of 13 dogs. 
The distance covered in a day varied greatly with the -type of 
country and weather encountered, but tlie average speed was 
4 m.p.h. (6.5 km.p.h.). One party travelled nearly 60 miles 
(95 km.) in 24 hours, while another did 200 yards (180 m.) in 
the same time, as a blizzard sprang up just as they had struck 
camp. 

Sledge runs were usually made for an hour at a time, as we 
found the dogs would go better if they had regular stops. 
These dogs, 40 of which were brought from Greenland, were 
the best companions one could wish to have. Their social 
habits made a fascinating study, and, though fierce among them- 
selves at times, they never bit any of our party. From the 
original 40 they increased their numbers up to 120 by the end 
of the year. 

Throughout the year the general ' health of the party was 
excellent, and we were completely free from colds, unlike other 
expeditions who reported that they caught colds every time 
they opened fresh bales of clothes which had been left un- 
disturbed from the time they were packed in England. We did 
get colds when the relief ship arrived, however. We, had one 
or two infected cuts from handling seal blubber, but I do not 
think these were comparable in severity with the spek finger 
of the northern sealers. One case did lead to chronic ulcera- 
tion of the arm and axilla, the pathology of which was uncertain. 
Frostbite and snowblindness, the two enemies of the polar 
regions, were never severe, mainly because we took care to 
avoid them. Carious teeth required frequent attention, which 
was usually given in the form of a temporary stopping, though 
occasional e.xtractions were called for. The only major.casualty 
Has a man with two slipped intervertebral disks, which kept him 
in bed for over eight weeks and which it was found necessary 
to remove on his return home. 


THE PRISON POPULATION 
ANNUAL REPORT OF 'THE COMMISSIONERS 
The average daily prison population in this country is around 
20,000, a considerable increase on the 13,000 of five years ago. 
Populations of the present order have not been known since 
1911. The number of receptions on conviction — which is 
always greater than the number of different persons received in 
prisons, since some men after finishing one sentence are sent 
to prison again in the same year — was 33,566 in 1947. Women 
account for about one in ten in these totals. Well over half 
the offences for which persons are received in prison are larceny 
and burglary and housebreaking. Sexual offences by men 
accounted for 1,053 receptions in the year imder review, and 
offences of violence, including murder-and manslaughter, for 
728 receptions of men and 81 of women. About half the male 
prisoners and 70% of the female prisoners were sentenced for 
not more than three months. , 

In the Report of the Prison Commissioners just published* 

'Report of the Commissioners of Prisons and Directors of Convict 
Prisons for the Year 194S. Cmd. 7777. London: H.M. Stationery 
Office. 2s. 6d. net. 


the narrative as a whole relates to 1948, but the statistics mainly 
to 1947. It sets out the principal changes which the Criminal 
Justice Act will bring about in the prison and Borstal systems, 
but it reserves until the next report any account of the measures 
taken to meet the new and complex responsibilities arising imder 
the Act. The restrictions on the imprisonment of young persons 
may be expected to lead to a decrease of young prisoners and 
an increase in the Borstal population. In' 1947 the number of 
persons between the ages of 16 and 21 found guilty of indictable 
offences was 19,331, the lowest since 1940, and of the 2,912 
persons in this age group sentenced to imprisonment 790 had 
.not, so far as was known, been guilty of any offence previously. 

It is not easy to draw any firm conclusions on the problem 
of recidivism from the statistics given in this report. They 
include the numbers of convicted prisoners against whom 
previous offences were known, but the factors affecting such 
figures over a long period of years are so many and variable 
that the Commissioners themselves withhold any comment. Of 
the convicted prisoners in 1947, 71.5%^ of the males and 67.5% 
of the females had previous proved offences. Indeed, 
392 men and 43 women had over twenty previous con- 
victions. It should be added that from these figures imprison- 
ment for drunkenness is excluded, the reason being that 
if it was included it would overweight the -figures on the 
female side. Thus in the year under review 1,115 
men and 349 women were imprisoned for drunkenness, but 
-while the first figure represents only 3.7% of the total number 
of male convicted prisoners the figure for females represents 
10%, The numbers imprisoned for drunkenness in 1947 were 
only about one-fifth of the total for 1938. Comparisons with 
a much earlier period are vitiated by the fact that not until the 
Criminal Justice Administration Act, 1914, was time required 
to be given for the payment of fines, and therefore in earlier 
years there was a very large transitory prison population. 

The Borstal System 

The change of name from “ Borstal detention ’’ to “ Borstal 
training” is welcomed. The Commissioners point out that 
Borstal is in the “news” when things go wrong, blit good 
behaviour has no news value. The conduct. of the Borstal boy 
is on the whole satisfactory, and often very good, although it 
has to be admitted that nearly a thousand boys absconded or 
attempted to abscond during the year. It is not a simple 
-statistical matter to find out whether Borstal boys make good. 
From the figures given it appears that more than half those 
discharged are not re-convicted, but only intensive social 
research based on personal histories over a long period can show 
how many of these young men have become useful members of 
society. The Borstal population consists of about 3,000 boys 
and rather more than 200 girls. 

The most immediate effect of the introduction of the National 
Health Service was a large increase in the number of prisoners 
receiving dental and ophthalmic treatment. It has also been 
possible to arrange in the case of Borstal inmates for opera- 
tions to be performed at local public hospitals. Arrangements 
. have now been made, and are being extended to all prisons, 
for cases of venereal disease to be treated by venereologists 
serving in local clinics. In the case of small prison establish- 
ments prisoners are sent to the public clinic as often as may 
be necessary, and in larger ones venereologists hold their clinics 
in the prisons. Other National Health Service facilities ol 
which full use has been made are those in connexion with tuber- 
culosis, though in this case the change has been no more than 
administrative. , 

This greater use of public services, while it has not lessencu 
the prison medical officer’s responsibility for the health of at 
prisoners in his charge, has to some extent freed him for me 
undertaking of certain spedal investigations. The report gives 
a list of researches which have either been completed or are m 
progress. 

Psychiatric Studies 

' An investigation is being carried out at Wormwood Scrubs 
and Wandsworth, in collaboration with members ot i 
Maudsley Hospital staff, on prisoners who are 
personalities and who consent to undergo the tests. The group 
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)s limited to male offenders between 18 and 40 in whom there 
IS no family history of epilepsy, A similar number of offenders 
'shose personalities are regarded as normal are to be used as 
controls. Research into the endocrinological aspect of cases of 
psychopathic personality is in progress at Bristol and Leyhill 
(known in the Press as the " prison without bars At Holloway 
an investigation into the causes of child neglect by women has 
recently been completed. Studies at Wakefield under the prin- 
cipal medical officer include the whole population of the prison. 
From the history and the physical and psychiatric examina- 
tions and tests a profile is constructed which gives at a glance 
the principal features in the early home circumstances, the civil 
slate, the criminal career, and the mental condition of each 
prisoner received. To provide for the psychological treatment 
of prisoners serving short sentences arrangements are being 
made for psychiatrists employed by the regional hospital boards 
to attend wherever possible at the larger local prisons. In 
selected cases treatment begun while in prison will continue 
under the same therapist after release. So far it has been 
possible to give effect to this only in one of the regions. 
Prisoners treated at local psychiatric centres during their sen- 
tences, largely owing to the sharp contrast between the clinic 
and the prison, rarely avail themselves of whatever arrange- 
ments are made for treatment after release. On the other hand, 
if a prisoner is visited by a therapist in prison the likelihood of 
his continuing treatment after release is increased. 

Prison Medical Officers 

The recruitment of medical officers to prisons does not keep 
pace vsith the demands of the service. Notwithstanding the 
increased opportum’ties for research, the requirements of the 
Criminal Justice Act, involving a sharp increase in the number 
of medical reports asked for by the courts, and prolonged 
investigations in preparing such reports, together with the 
necessary attendance at court, will add considerably to the 
prison medical officer’s duties. The report states that “there 
can be little doubt that it will be difficult to maintain the stan- 
dard of work or embark on further research unless a substantial 
increase in the rate of recruitment takes place.” Prisons, too, 
are affected by the nursing shortage. The recruitment of female 
nursing staff to prisons continues to decline, and a return to 
prison-trained hospital staffs may have to be considered. 


AltfINO-ACIDS AM) PROTEIN 
HYDROLYSATES 

A RECENT SyMPOSrU.M 

A symposium on “Amino-acids and Protein Hydrolysates” 
was held in London on September 28-30 by the Food Group 
of the Society of Chemical Industry. While some of the papers 
were on the purely chemical and physico-chemical aspects of 
amino-acid preparation and isolation, several speakers discussed 
the nutritional and clinical aspects of protein and amino-acid 
nutrition and metabolism. 

In the course of a comprehensive opening address to the 
conference Professor E. C. Dodds drew attention to the work 
of Dent and Schilling,* who had examined by means of paper 
chromatography the portal blood and sometime's also the 
jugular fafood and the urine of dogs after the feeding of vari- 
ous proteins such as casein, casein hydrolysate, ground beef, 
and human serum (the plasma proteins being removed first by 
ultrafiltration). No peptides had been found in the blood after 
any of these proteins were fed. After feeding human albumin 
certain ninhy’drin-reacting substances decomposable by hydro- 
lysis were found in the urine, WTien dog plasma protein was 
fed to dogs there was no appreciable change in blood amino- 
acid levels, though the protein disappeared from the gut. It 
was presumed from this that under the condition of experiment 
the dog plasma had been absorbed intact. This finding opens 
up wide and interesting fields of exploration. Dent* has also 
shown in recent studies that in at least five human diseases — 
namely, acute yellow atrophy of the fiver, the Franconi syn- 
drome, cystinuria, phenyl ketonuria, and multiple myelomatosis 


urinaiy amino-acid e.xcrelion is abnormal and characteristic 
of the disease. Professor Dodds referred to the work with 
isotopic tracers by means of which the rapidity of turnover of 
the proteins in the liver had been demonstrated: in rats half 
the protein is degraded and resynthesized within six days.’ He 
also described how certain amino-acids had developed into 
therapeutic agents, two examples of these being methionine 
and glutamic acid. 


Amino-acids as Therapeutic Agents 


The importance of methionine in the body depends on two 
factors: it contains the element sulphur and a labile methyl 
group. Because of these two characteristics it plays an impor- 
tant part in the detoxication and lipotropic functioning of the 
liver. Several workers have shown that methionine can appar- 
ently improve cirrhotic conditions of the liver.*"* There have 
also been reports on the use of methionine in the treatment of 
infective hepatitis, but in this condition it has not been found 
uniformly successful. Methionine has been used successfully 
in the treatment of a patient with subacute necrosis,’ and 
Eddy” reported that in trinitrotoluene and carbon tetrachloride 
poisoning it gave good results. Glutamic acid has been shown 
by Weit-Malherbe" to be of importance in the metabolism of 
brain tissue. Zimmerman. Burgemeister, and Putman ’ admini- 
stered glutamic acid to children and adolescents with convulsive 
disorders, some of whom were also mentally retarded. They 
found what they considered to be a significant improvement in 
the results of intelligence tests. 

In I93S Fildes” made the interesting observation that 
indoleacrylic acid inhibited the growth of Bact. call, and 
subsequent work showed that 4-, 5-, 6-, and 7-methyltryptophans 
all possessed the power of inhibition.” These observations 
have been extended to other synthetic araino-acids: Beerstecher 
and Shive’^ found that ^-2'thienylalaDine was strongly inbibi- 
tive, and Elfiott, Fuller, and Harington” have shown that certain 
^-derivations of alanine have antibactenal properties. New 
chemotherapeutic agents may be found by conunuing the study 
of the metabolism of bacteria in the manner that Woods'" 
initiated when he discovered that the sulphonamides compete 
with p-aminobenzoic acid for an enzyme system necessary for 
bacterial growlh. 

Amino-acids and Cancer 

The observation'* in 1939 that dextro-rotatory glutamic add 
(the presently accepted unnatural form) could be isolated from 
the protein of malignant tumours was contested by Chibnall 
and his colleagues," but it was reaffirmed this year by Kogl 
as a result of tracer studies.” Professor Dodds pointed out the 
importance of such an observation as possibly giving a clue 
to the reason for the independent continuous reproduction of 
the cancer cell as compared with the self-limiting reproduction 
of the non-malignant cell. However, it would appear necessary 
for considerably more positive evidence to be produced before 
the presence of a dextro-rotatory acid can be regarded as a 
characteristic of the protein of mafignant tissues. 

Apart from the part played by individual ammo-acids, there 
is evidence that they form certain conjugates either with other 
amino-acids or svith chemical groups and that these compounds 
are of special importance in the body — for e.xample. folic acid 
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(pteroylglutamic acid). Synthetic products which are modifica- 
tions of this amino-acid derivative are being used extensively 
in the treatment of cancer, and typical examples are alpha- 
methopterin and aminopterin. Great improvement has followed 
the administration of these substances' in certain cases of 
leukaemia and Hodgkin’s disease, but the results appear to 
be of a transitory nature. Whatever their ultimate position 
in cancer therapy will be, they are of very great theoretical 
importance. 

Professor Dodds also drew attention to the point made 
recently by Sir Robert Robinson — namely, that a number of 
amino-acids can be regarded as building-stones not only for 
proteins but also for alkaloids. Thus ornithine may be regarded 
as one of the originating substances of some coca bases. 

Protein Composition 

Dr. Kenneth Baile'V described some features of the amino- 
acid composition of proteins and pointed out that exact amino- 
acid analyses, such as Sanger’s work on insulin, were of great 
use in determining the make-up of proteins but did not disclose 
much about their physico-chemical nature. In nutrition research 
determination of the amino-acid make-up of the mixed proteins 
of the individual foodstuffs was of value. Dr. Bailey reported 
that when he plotted reliable data, such as Tristram’s on amino- 
acid composition, in the form of a histogram he found that the 
essential amino-acids fell within a much narrower frequency 
range than did the dispensable amino-acids. This would indi- 
,cate that with the -exception of incomplete proteins such as 
zein and gelatin most proteins have relatively constant propor- 
tions of those amino-acids which are found to be essential in 
the diet. Dr. Synge also emphasized the uniformity of the 
mixtures of amino-acids encountered in nature. He thought 
this should lead in the near future to a systematization of 
procedures for determining amino-acids, though much further 
work was necessary on the more complicated substances such 
as peptides. Dr. Neuberoer referred to the changed outlook 
on the chemistry of the proteins which had taken place between 
the two world wars, and Dr. Tristram and Dr. Barton-Wright 
described the chemical and microbiological methods for the 
determination of the am'ino-acid composition of proteins. 

Dr. Lea drew attention to the amino-acid or Browning re- 
action which occurs in aqueous solution, or in the comparatively 
“ dry ” state, between protein or amino-acids and sugars to 
produce changes in odour, flavour, colour, solubility, etc. The 
net effect of this is sometimes desirable and purposely sought, 
but in other instances is highly undesirable, even sometunes 
amounting to a loss in the biological value of the protein. 
Investigations with dried milk and other foodstuffs have shown 
that the most rapid of the chemical reactions is a combination 
of the reducing sugar with the free amino groups of the protein. 
Since these are very largely the e-amino groups of the lysine 
side-chains a nutritional deficiency of this amino-acid^ may 
result. The use of hydrolysed protein and of amino-acids as 
flavouring agents was considered by Dr. Rees ; in small amount 
(0.05-0.5%) the monosodium salt of glutamic acid is said to 
improve and enhance the flavour of the food. 

Dr. Dyson and Mr. Bavin described the careful methods 
which are necessary for the preparation of an enzymic 
hydrolysate of casein so that it is sterile, pyrogen- and 
anaphylactogen-free, and does not cause blood-pressure 
changes on administration. Precautions are also taken to 
reduce the deposition of tyrosine. These speakers also dr^v 
attention to the work of Geyer and his colleagues ' on the 
usefulness of a fat emulsion in which the particle size is not 
more than two microns. This emulsion can be autoclaved 
and administered in 30% concentration rvithout the risk of 
embolism. 

Protein Metabolism 

Dr. D. P. Cuthbertson reviewed the comparative physiology 
and pathology of amino-acid and protein metabolism and drevy 
particular attention to Rose’s'" latest account of his hunran 
experiments on amino-acids and hydrolysates of protein for 
the maintenance of nitrogen equilibrium in man.^ Tbe^ latter 
had found that for maintenance the eight amino-acids,^ /- 
tryptophan (0.25 g.), /-phenylalanine (1.10 g.), /-methionine 


(1.10 g.), i-leucine (1.10 g.), /-isoleucine (0.70 g.), /-valine 
(0.80 g.), /-threonine (0.50 g.), and /-lysine (0.80 g.). are neces- 
sary (his assessment of the minimum daily requirements of each 
for the adult is indicated in parentheses, but he recommends as 
the daily intake twice these amounts.) For the growing human 
organism histidine and arginine are probably necessary, and it 
may be that some of the amino-acids thought at present to be 
dispensable may be necessary if the synthetic capacity is liable 
to be overtaxed, for the human requirements of amino-acids 
for pregnancy and lactation or in different forms of illness are 
srili not known. Rose has found disconcerting differences in 
the minimum amount of amino-acid required by different indi- 
viduals under comparable experimental conditions. With certain 
amino-acids the results are consistent, with others there may be 
as much as a 100% difference. While the role of methionine, 
cystine, and vitamin E in the prevention of experimental acute 
liver necrosis is still not very clear, progress is being made. 
The recent observation by Patt and his colleagues” on the 
protective action of cysteine on rats exposed to x-radiation K 
also of considerable interest. 

Dr. Cuthbertson stressed the relative constancy of the intake 
of protein in dietary surveys of all classes and at all energx 
levels in temperate climates when the protein is expressed as a 
percentage of total calories. This occurs at all ages from one 
year onwards. All the normal physiological states appear to 
be covered when the protein intake lies between 11 and 14% 
of the calories, the higher values being related to growth, 
reproduction, and lactation. The speaker also discussed protein 
insufficiency, the effects of trauma and infection, and the require- 
ments for convalescence, as outlined in a recent paper by him 
in this Journal.'* 


JUVENILE DELINQUENCY 
FIELDS FOR FUTURE RESEARCH 
A conference on the scientific study of juvenile delinquency 
was held on October 1 at the Royal Institution, London. It 
was convened by the National Association for Mental Health, 
the Royal Medico-Psychological Association, dnd. other bodies, 
and was opened by the Earl of Feversham, president of the 
National Association of Probation Officers. Introductory 
remarks were made by Miss Cecily Craven and by Mr. Alec 
Rodger, honorary secretaries respectively of the Howard Lea^e 
for Penal Reform and the British Psychological Society. The 
conference was attended by representatives of Government 
departments, local authorities, the magistracy, the Church, 
educational bodies, and voluntary and youth organizations. 
The Ho.me Secretary, in a message, said that the Home Omce 
was considering the question of Government assistance for 
research. 

Limits of Present Knowledge 

Dr. J. D. W. Pearce, medical co-director, Portman Clinic 
(Institute for the Scientific Treatment of Delinquency), saw 
that much of the vvork on this subject had been handicappe 
by lack of knowledge of scientific method and by rather woolls 
recording. A difficulty had been the absence of adequate con- 
trol groups, but a great deal was known about the intelligence 
and educational attainment of the juvenile delinquent. Many 
delinquents ‘were skilful and therefore were never caught, so 
that it might be that the intelligence of delinquents in genera* 
was ranked too low and more nearly approximated to average 
intelligence. Something was known also of the problems o 
psychopathic personality and temperamental instability, thong 
there was still disagreement about how far the latter was cons i- 
tutional or acquired. Electroencephalographic studies were 
helpinc to throw' light on conduct disorders. Sir uav 
Henderson had reported cases in which cerebral surgery ] 
adult criminals had brought about a remarkable change 
character; but these things were in their infancy. . ^nnietm 
was known about the psychological mechanism involveo 
delinquency, not only in the individual but in the povp. 
Clinical types could be identified and treatment prfscf*®™ ’ 
prescription might be relatively easy and administration rn 
difficult. Individual psychotherapy based on sound anaiyi 
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training had revealed a great deal about aetiology. Facilities 
for observation, care, treatment, selection, grouping, and experi- 
ment, however, were inadequate. Rarely was delinquent con- 
duct to be e.xplained by a simple cause ; nearly always there 
'verc many factors concerned. 

Dr. H. hlANNaiEiM, reader in criminology, London School of 
Economics, agreed that in this matter of the young delinquent 
all too often half-baked truths and slogans took the place of 
exact scientific knowledge. The weakness of most investigations 
— Sir Cyril Burt’s The Young Delinquent, first published in 
1925. was an e.xception — was that they were exclusively based 
on court cases ; consequently very little was known about 
delinquents who did not appear in court or about non- 
delinquents who in essential characteristics resembled delin- 
quents. Non-court cases ought to be included in any study. 
Dr. Mannheim, at the end of his paper, asked whether the 
research done so far had been of any practical use to anybody 
— to the legislator and administrator or to the practical worker 
in the field. Sixteen years ago Sir Alexander Paterson wrote 
a paper entitled. “Should the Criminologist be Encouraged?” 
He was not sure of the answer, apparently, but the greatest 
encouragement the criminologist could desire would be a favour- 
able answer to the question he had put. 

Personality and Social Factors 

Dr. John Bowlbv, director. Child Guidance Department, 
Tavistock Clinic, mentioned three false assumptions by which 
research in the past had been vitiated: (1) that delinquency 
was clear-cut and distinct from other forms of behaviour; 
(2J that there was no necessity for qualitative distinctions ; 
and (3) that the problem could be studied by concentrating 
on cases brought into court. Little light svould have been cast 
on the problem of malnutrition if physiologists and physicians 
had not studied large samples of the population irrespective of 
whether they came into hospital or not ; many most informa- 
tive studies on nutrition had been made outside the clinic. It 
was only a specially selected group of delinquents who came 
into court. Public-school boys rarely came before juvenile 
courts. Was that because they never stole or because their 
parents and schoolmasters dealt svith them in some other way ? 

Individual susceptibility to adverse influences was clearly a 
psychological problem. \\'hy was it that some individuals grew 
up more susceptible to antisocial influences than others 7 Re- 
search in child development suggested that it depended on the 
relation which the child had with his parents in his early 
years. Two factors specially common in the history of persistent 
delinquents were prolonged separation (not less than six months) 
of the child from his mother during the first five years, and the 
child being unwanted by parents who were themselves unstable 
and unhappy. Blanket generalizations regarding “ family atmo- 
sphere” and “broken homes” were as useless as would be 
similar generalizations about diet in research on nutrition. 
A thorough analysis of the young child’s social " diet ” was 
requited for a study of antisocial attitudes. 

Dr. Bowlby suggested that a worth-while project in this field 
of research would require from 12 to 20 professional workers, 
a corresponding number of clerks and secretaries, a period of 
five or eight years, and an expenditure of £15,000 to £20,000 a 
year. The sum spent on research on nutrition, which had paid 
such splendid dividends, far outstripped these totals. “The 
whole of medical and sociological research could be financed 
for a decade out of the sums spent on the development of the 
Brabazon.” 

Professor T. S. Simey. Department of Social Science, 
University of Liverpool, said that it was not justifiable to 
consider the characteristics, behaviour, and treatment of the 
delinquent as an isolated indiridual. Not even the adult 
criminal, still less the young offender, should be considered 
as something essenfially “different” merely because he had 
been found guilty of breaking the law. Crime was the result 
of dysfunction within the society' in which it took place. 

Call for a Central Researdi Body 

A central authority to initiate, execute, and co-ordinate 
research and to provide technical advice was called for by 


Profrasor Simey, and the same idea was taken up by the last 
contributor to the symposium. Dr. Dennis Cabbott, medical 
co-director of the Portman Clinic, who said that there was a 
case for setting up a " Delinquency Research Council,” possibly 
covering social research in general. ’There was no shortage 
of suitable experienced individual advisers, but for the many 
highly expensive and complicated researches required such a 
central authoritative body would have the advantage of com- 
manding enough money and enough general support to make 
the practical task really effective. For example, there was need 
for a thorough survey of probation to discover the best criteria 
for placing an offender on probation and the best form of 
probationary care. Many other things could be discovered at 
the same time, and some of them would quite likely lead to 
the development of special educafional systems for certain 
ascertainable types of offender, such as the potential recidivist, 
the young psychopath, or the unstable dullard. 

Dr. Carroll mentioned some generally unchallenged state- 
ments, such as that parental control had diminished, that 
religious faith had declined, that boys’ clubs were a major 
weapon in preventing delinquency — all of which were plausible 
and probable, but none of them supported by studies which 
could withstand scientific criticism. Much was heard about 
defective control of children, but it was not always the fault 
of the parents ; on the religious question it was very hard to 
avoid subjective bias ; and as for boys’ clubs, a survey in 1942, 
Young Offenders, by Carr Saunders and others, gave informa- 
tion which cast some doubt on the general assumption, though 
it did not settle the issue. It was not that these assumptions 
were necessarily wrong, but they were accepted without prooL 
Incidentally Dr. Carroll suggested that the Press might try to 
design a system of crime reporting which would have crime 
prevention as its main object. Finally he laid stress on the 
importance of keeping such records and statistics as would 
make it possible for others dealing with delinquents to know 
exactly what had happened. 


MEDICAL PROTECTION SOCIETY 

ANNUAL MEETING 

The annual meeting of the Medical Protection Society (formerly 
the “ London and Counties ”) was held at Victory House. 
Leicester Square, on September 28. ..Sir Ernest Rock Carling, 
who presided, referred with regret to the loss daring the year 
of three vice-presidents — Dr. G. M. Stoker, Sir Edmund Spriggs, 
and Professor Harry Stobie. He welcomed as new members of 
Council Mr. H. L. Hardwick and Dr. J. H. Hunt. 

The relation of the Society to the other two defence sodeties. 
Sir Ernest Rock Carling continued, w’as fruitful in many direc- 
tions. On the question of sterilization the three societies had 
jointly sought the opinion of counsel, which was that the only 
circumstances in which a sterilizing operation could be right- 
fully performed were those in which the operator honestly 
believed upon reasonable grounds that such an operation was 
necessary to preserve the life of the patient or to avoid serious 
injury to his physical or mental health. A doctor should make 
sure that such danger existed, should obtain where possible a 
second opinion, should make plain to the patient the results of 
the operation, and obtain his consent in writing, freely given 
without undue influence by others. In such circumstances both 
surgeon and patient would be safe from any suggestion of 
illegality. 

The Society did a great deal more for its members than 
appeared in the pages of its report. In addition to the cases 
which came before the Legal Committee, something like 40 
applications a week were received for assistance, many of them 
in matters which, strictly speaking, were not within the Society’s 
scope. ’The Society had been glad on several occasions to help 
— although it could not represent — members at hearings before 
medical or dental service committees under the National Health 
Service, as well as to appear for members at appeals. It was 
extremely important that the Society should receive the earliest 
possible information of any charge brought against a member. 
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A circular was issued by the Home Office forbidding the 
payment to salaried officers in the National Health Service of 
allowances as professional witnesses for attendance at court. 
The Society had taken the opinion of counsel, who advised 
that certain paragraphs of the Home Office circular were 
conflicting and had no legal force. A suitable case coming 
before an assize court, counsel was instructed to raise the 
matter of fees, and the judge ruled that the direction in the 
Home Office circular was too narrow. An intimation had now 
been received from the Home Office that the part of the circular 
which laid dotvn these restrictions had been withdrawn. 

An influential member had written to the Society to suggest 
that its insistence upon jr-ray evidence in all cases of injury and 
the like was inexpedient in view of the cost and present shortage 
of .r-ray films, but Sir Ernest Rock Carling, while mindful of 
economy, thought it would be a very unfortunate thing if such 
evidence were not obtained. It was the legal profession rather 
than the medical which required education in this matter. Other 
precautions which the experience of cases had emphasized 
during the year were the necessity for extreme care in the 
administration of intravenous fluids and the perennial matter 
of the checking of swabs. He was inclined to think that some 
authoritative body ought to undertake a survey of the methods 
of checking swabs, their recording and recovery. The Society 
had taken up the question of hypodermic needles broken in the 
course of an injection, and he thought that on every occasion 
the metallurgist had reported an actual defect in the needle. • 

Sir Ernest Rock Carling was unanimously re-elected, as were 
the retiring vice-presidents and other officers. The annual 
.report, which was adopted, embodied a statement by the 
solicitors (Messrs. Le Brasseur and Oakley), who wrote: 

"... should it have been in the mind of any member that the 
advent of this [National Health] Service would render the protection 
of your Society unnecessary, the experience of the first year of the 
Service has most emphatically proved the contrary. . . . New risks 
have been created and new problems have arisen calling for advice. 
Our experience and that of the Society has been that more applica- 
tions have been received from members for advice and guidance 
than at any previous time in the life of the Society. A new bureau- 
cracy has been created, and though the various committees and 
tribunals are all under the Minister of Health the Minister has shown 
in our present experience a decided disinclination to interfere with 
the dicta of such bodies excepting in cases where there is a right 
of appeal.” 


Arab refugee children from Palestine in the Middle East 
area are being vaccinated against tuberculosis by Scandinavian 
medical teams, under the sponsorship of UNICEF, the United 
Nations International Children’s Emergency Fund. Some 
250,000 refugee children under 18 in Lebanon, Syria, Trans- 
jordan, and Palestine are being tuberculin-tested, and all who 
require it will be vaccinated to protect them against the disease. 
Tuberculosis has been a cause of increasing concern to medical 
officers in the refugee areas. There are hundreds of thousands 
of refugees in North and South Palestine and surrounding 
countries, living in tent camps, overcrowded and devastated 
villages, many in caves, shanties, and other improvised means 
of shelter. Five special vaccination teams, consisting of one 
doctor and four nurses each, were recruited in Denmark, 
Norway, and Sweden. These are skilled vaccinators, most of 
u'hom worked for some time in the joint UNICEFrScandinavian 
International Tuberculosis Campaign in various countries of 
Europe. It is expected that they will complete the vaccinations 
of the refugees in about three months. Vehicles and medical 
supplies for the refucee vaccination programme were provided 
by UNICEF. The vaccine is being delivered regularly by air 
from the Danish State Serum Institute in Copenhagen to Beirut, 
Lebanon, for subsequent distribution to the vaccination centres. 
The vaccination programme is conducted in close co-operation 
with the medical officers of UNRPR (United Nations Relief for 
Palestine Refugees) and of the three agencies which are caring 
for the refugees : the League of Red Cross Societies, the Inter- 
national Committee of the Red Cross, and the American Friends 
Scrv'ice Committee (Quakers). Dr. Mogens Fog-Poulsen, of 
Aarhus, Denmark, is chief of the mission. 


NEW HUNTER DOCUMENTS EXHffirTED 

The Hunterian Society held a - cocktail party, instead of its 
annual dinner, on October 6, and displayed an interesting 
collection of historical relics which are in the curatorship of 
Mr. C. Robert Rudolf. Chief among them were legal docu- 
ments relating to John Hunter and his eldest son, John Banks 
Hunter, .which recently came to light and were displayed for 
the first time. John Banks Hunter was bom eleven months 
after John Hunter's marriage and received his second name 
after his father’s friend, Joseph Banks, the naturalist. His 
life is something of a mystery. He entered St. John’s, 
Cambridge, but left without a degree and joined the Army. 
After serving for a number of years he bought himself out 
and went to live at Toulouse. There appears to have been 
some, trouble, for Mrs. Hunter wrote in 1810 of “my poor 
unhappy son,” and another relative refers to the eccentric 
cousin. 

The new documents shown at the Hunterian Society, con- 
cerned the earlier wills of this son, the first being the original 
sealed will of “John Banks Hunter (John Hunter Junior) 
Ensign in the 2nd Battalion Royal Regiment of Foot, dated 
July 18, 1794.” The testator left his property to his mother, 
or, if she was deceased, to his only sister Agnes. There- was 
a note in the will: “Add the freedom to Geo. Bristow”— a 
slave kept by Hunter, the provision for whose release is 
referred to in the next will, dated December 12, 1804. The 
second will is very similar to the first ; it is interesting that 
J. B. Hunter should have used the crest of his father (then dead 
eleven years) to seal it. Later, twelve years after his mother’s 
death, J. B. Hunter made another will, of which a photostat 
copy was shown, leaving his property in Scotland to his sister, 
but his personal estate to a friend in Toulouse, The absence 
of any reference to a wife seems to confirm what is stated in 
the Reminiscences of Elizabeth, daughter of Matthew Baillie, 
written 1866-8 (Royal College of Surgeons MSS), that J. B. 
Hunter died unmarried. 

The new documents relating to the estate of John Hunter 
himself were a lawyer's copy of his will, and two drafts of a 
power of attorney by the soft and heir on his going to Corsica. 
Among other recent acquisitions were snuff boxes belonging to 
John Hunter and also to a Dr. John Hunter who practised in 
the Minories and is stated to have been a friend of his illustrious 
namesake. There were also shown an original Laennec stetho- 
scope, whose proportions were exactly those of the instrument 
illustrated in its inventor’s Traiti de I’ Auscultation MUdiati 
(Paris, 1818), and a tinted silhouette of Jenner. 

The rest of the exhibition was devoted to the history of the 
Society, including a letter from Mr. T. J. Armiger, assistant 
surgeon to the London Hospital, who suggested the Society’s 
foundation, and a reply in verse by the present Poet Laureate 
to an invitation from the Society. The Society’s custom cf 
holding an annual dinner was instituted during the presidency 
of Dr. Benjamin Robinson ; a manuscript of his on a case of 
intestinal disease was also exhibited. 


Preparations and Appliances 


A MODIFIED WATERS APPARATUS FOR niORAaC 
SURGERY 

Dr. W. B. Bacom, visiting anaesthetist to the Royal Manchester 
Children’s Hospital, St. Mary's Hospital, and Christie Hospital, 
writes ; One of the difficulties with a Waters canister is tn* 
secure anchorage of the heavy soda-lime container. Tins is 
overcome by a simple clamp, fitting any operating table, w 
which a slotted length of steel about 14 in. (35 cm.) 
secured by means of a wing nut. This steel arm at its ois a 
end carries a ball-and-socket joint which holds the canister an 
bag. The arm slides on the table clamp to any desired position, 
and the ' ball joint can be locked in any position suitable to 
holding the canister. Instead of .the usual rubber bag w 
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AtmEOinrcns' Hydrochloride Lederle 
gives promise of being one of the 
most versatile antibiotics yet dis- 
covered. It is a potent antibiotic 
against many Gram - negative and 
Gram-positive organisms and against 
primary atypical pneumonia. 
AtmEOiTYdN has been found useful 
in the control of infections caused 
by penicillin-resistant Gram-positive 


cocci (especially staphylococci), and 
infections caused by coli-a:rogenes 
^bacteria. It is also highly specific 
against rickettsial infections. 
AuREOsn'ciN has been used successfully 
against infections that have become 
resistant to penicillin, streptomycin, 
or sulphonamides, and in patients 
who exhibit severe and uncontroll- 
able sensitivity to these latter drugs. 


ADVANTAGES 

Aureomycin exhibits the following advantages : — Essentially non-toxic 
(excepting allergy) . . . Unlikely to produce fastness in pathogenic 
organisms . . . Effective against many organisms previously in- 
susceptible to chemo- therapy . . . Available in oral . . . and 
topical ophthalmic dosage forms. 

CAPSULES: Vials of 16 capsules each containing 250 mg. 
OPHTHALMIC : Vials of 25 mg. with dropper assembly : solution 
prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION 


^^anoTTiid ^Uh/ucH 


BRETTENHAM HOUSE • LANCASTER PLACE 
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GAINING TWO 
AND LOSING ONE 


Gaining two and losing one may be good draughts, 
but it usually is not sound therapy in peptic ulcer. Yet that is what, may occur when 
ordinary alumina gel reacts with gastric HCl to form astringent chloride. Efforts to relieve 
the resulting constipation may partially offset the healing effects of alumina therapy. ■ 
Gelusil* Antacid Adsorbent tablets provide a specially prepared alumina gel which remains 
virtually unaltered in contact with hydrochloric acid in the stomach. Gelusil forms a pro- 
tective colloid which permits normal healing without producing constipation, acid rebound 
or alkalosis. 


Each tablet — Mag. Trisil. 7^ grs. 
Alum. Hydrox: gel 4 grs. 


CCLUSIL 


■ •thade mark reo. 

WARNER P O W E R ROAD, LONDON W.4. 


Ribeiis^ to 

Wounds and Fractures . 

Because hypovitaminosis-C inhibits formation 
of reticulum and collagen, thus retarding healing 
and adversely affecting the condition of the re- 
sulting scar. Similarly it interferes with normal 
callus formation. Because, too, ‘ Ribena ’ is a 
particularly rich source of the natural vitamin-C 
complex. ‘ Ribena ’ consists solely of the im- 
puted juice of fresh ripe blackcurrants and sugar ; 
it provides a minimum of 20 mgm. of vitamin-C 
per ilm'd ounce. 


Manyn snrgeohs -employ ‘Ribena’ both' pr^’ 
and post-operativcly, particularly in operations on 
the gastro-intestinal tract and in orthoptedic 
procedures. Important indications also are cases 
on acute and chronic sepsis, such as contaminated 
wounds and infected sinuses. More detailed 
information will be gladly sent on request. 


Ribena is the pure undiluted juice of fresh ripe 
blackcurrania with sugar, in the form of a delicious 
syrup. .Being freed from all cellular stracture 
of the fruit, it will not upset the most delicate 
stomach. It is particularly rich in natural vitamin 
C (not less than 20 mgm. per fluid ouncel and 
associated factors. 




lena blackcurrant syrup 

(HLBES NIQBA) 


H. W. CARTER & CO., Ltd. (D’pe. I LA.) 

The Royal Forest Factory, Coleford, Glos. 

should te addressed to Proprietaries (Eire) Ltd., 
X7/22, Parkgate Street^ Dublin. 


'The Successful Treatment of 

FIBROSITIS 

and certain cases of 

RHEUMATISM 

with 

N OVUTOX 

A mass of evideiicB (ias-accumulated' to show ihat the' treafmenj c( 
Fibrositis and certain cases of Rheumatism with Novutox inieelioni 
provides not only- ‘complete restoration of function with immedials 
relief from pain, but also, in many cases, early recovary. 

Interested members of the medical profession are invited to write 
for a copy of a Thesis on " THE INJECTION TREATMENT OF 
FIBROSITIS — with special reference to : Lumbago, Muiculer 
Rheumatism (Acute- arid Chronic); Muscular Pain (of Traiirnatic 
Origin)." 

NOVUTOX Is available In: 

2>oi. and 20>oz. Boffles •. 2%. 1% and 2% SoluHoni. 

Boxes of 12 X 2 c.c. Ampoules: 1% and 2% Solutions. 

Each c.c. of Novutox 2% contains 0.02 gm. efhocatne he!., 

0.00002 gm. epinephrine and 0.00002 gm. capryl hydro- 
cuprelnotoxm hcl. Other strengths of Novutox contain these 
elements (with or without epinephrine) In varying proportions. 

PHARMACEUTICAL MANUFACTURING COMPANY 

THE LABORATORIES, CHELTENHAM, GLOS. 
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Oxford vaporizer concertina type of bag is used, the capacity 
of which is 2.84 litres. There is an inspirator}' valve and 
pressure gauge mounted on the bag fitting. 

In addition to the usual e.\piratory valve on the Waters 
mounting an expiratoiy valve is fitted on the facepiece as near 
the rubber rim as possible, thus reducing as much as possible the 
dead space. Between the canister mount and the canister is an 
easily removable copper-gauze filter of the finest mesh. This is 
inserted in order to reduce the blow-over of soda-lime powder. 
It has not been found to increase breathing resistance to any 
appreciable extent. It is easy^to remove the canister, readjust 
the holding mechanism, and use the apparatus for assisted 
breathing should this be required, as often happens during the 



administration of curare. The photograph shows the apparatus 
with the soda-lime canister. 

Leigh and Belton, in their recent book on paediatric anaes- 
thesia, state that the soda-lime in the end of the canister nearest 
the facepiece is used up first, thus creating an additional dead 
space. They advise the use of a reversible canister. I use this 
apparatus at the Royal Manchester Children's Hospital for 
such procedures as Blalock’s and Pott's operations for pul- 
monar}' stenosis. In these cases it is essential to have perfect 
control over respiration ; the concertina type of bag, mounted 
near the child’s head, materially helps this control. Cyclo- 
propane is given, and it is my practice to use a Cobb’s connector 
with the largest endotracheal tube (consistent with safety for 
the laryn.x), thus giving easy access for • catheter aspiration. 
A facepiece, with gamgee pad, is employed instead of an endo- 
tracheal mount, as it is found that a better gas-tight joint is 
obtained, giving more efficient control of respiration, particu- 
larly when positive pressure is required for inflation of the 
lung. 

All chest cases leave the theatre with the apparatus (without 
canister) attached ; expiratory 'Valves are fully open and a flow 
of not less than 6 litres per minute of oxygen is supplied from 
a cylinder attached to the bed. Not until the patient is safely 
transferred to the ward, and breathing is satisfactory, is the 
apparatus detached. Adults continue oxygen inhalation cither 
by B.L.B. mask or by spectacle, according to their condition ; 
children are housed in an oxygen tent. 

I am indebted to Mr. Wardlaw, of the Christie Hospital, for 
the photograph, and to the British Oxygen Company for making 
the apparatus. 


The British Rheumatic Association at its annual general 
meeting elected Colonel Stoddart-Scott, M.P., chairman. Air 
■Vice-Marshal Don and Dr. Francis Bach were elected vice- 
chairmen for the coming year. Among the nearly one million 
disabled persons registered, only 35,000 are rheumatic sufferers, 
and these are mostly ex-Servicemen. The British Rheumatic 
Association is concerned to secure the privileges available under 
the Act for the large number of rheumatic sufferers who could 
benefit by it. 


Correspondence 


Tubercnlosis ; Certain Unexplained Mortality Figures 

Sm, — Mr. G. Herdan (September 24, p. 706) has conveyed 
the impression, which is erroneous, that the ageing of the Scot- 
tish population is sufficient to explain most of the changes in 
the mortality from pulmonary tuberculosis in that country to 
which Mr. Walter Elliot (August 6, p. 297) had drawn attention. 

. In support of his contention Mr. Herdan has adduced a very 
roundabout argument, but, most strangely, he has failed to 
make a full examination of the available direct evidence — the 
mortality in specific age groups for each sex separately. These 
mortality rates are unaffected by changes in the age distribu- 
tion of the population. I present them below ; they show quite 
clearly that the changes in the mortality from pulmonary tuber- 
culosis in Scotland, and in particular the divergence from the 
experience in England and Wales, cannot be dismissed as a 
statistical fiction. 


Table I. — Annual Civilian Deaths from Tuberculosis of the Respira- 
tory System per 100,000 Civilian Population by Age and Sex in 
England and Wales and in Scotland, 1939 to 1947 




Age Group 



1 

15-24 j 

1 25-34 1 

; 35-41 ■ 

45-54 

55-64 

Afafca * 1 

England and Wales 


j 

i 1 

1 



1939-41 

67 

! 93 

! 97 ! 

' 120 ■ 

124 

1942-44 

78 

i 127 

1 98 , 

115 

12! 

1945-47 

56 

1 SO 

1 75 , 

lOi 

iis 

Scotland 

i 

I 

i 



1939-41 

SO 

1 105 1 

i 105 1 

115 

91 

1942-44 

97 

1 127 1 

105 ! 

109 

93 

1945-47 

82 

1 1 

1 I 

t 113 

no 

Females : 

England and Wales 


! 


1 

1 

1939-41 

85 


49 

35 

' 31 

1942-44 

80 

69 

4] 

30 

27 

1945-47 

72 

69 

40 

27 

24 

Scotland 

1 

1 1 




1939-41 

{ 116 

! 92 

51 

35 

29 

1942-44 

143 

! 99 1 

52 

28 

27 

1945-47 

i 

j 132 

51 

1 28 



Table 1 presents the civilian mortality from the disease in 
England and Wales and in Scotland. To save space the death 
rates are given for triennial periods, but the annua] figures also 
justify the comments which follow. Figures for Scotland in 
1947 were kindly supplied to me by the General Registry Office 
in Edinburgh. Otherwise the information is taken from the 
published reports of the Registrars-General. 

Males . — In England and Wales the mortality of civilian males 
aged 15-34 increased during the war and then dropped sub- 
stantially in the period 1945-=7; In the'zaldeFagE'grotips the 
death rate was fairly constant during the war period, and after- 
wards declined. The picture in Scotland for young adults was 
similar to that in England, but at older ages the rates increased 
slightly after the end of the war. 

Females . — ^For civilian females in England and Wales the 
mortality in each age group declined during the period studied. 
In Scotland there was between 1939-41 and 1942-4 a definite 
increase in the death fate amongst those aged 15-34, the rates 
for the older women remaining steady. By 1945-7 the mortality 
had increased still further for the women aged 25-34 ; for the 
other age groups it remained at the 1942-4 level. 

The cirilian mortality rates from pulmonary tuberculosis were 
presumably inflated in both countries during the war years by 
selective recruitment of the more healthy individuals for mili- 
tary service. It may be assumed that the effect upon the death 
rates was ve^ similar in the two countries, since ffie same con- 
scription laws applied to both. Hence the ratio of the tuber- 
culosis death rates in the two countries will be largely un- 
affected by selective recruitment. ThSs comparison is presented 
in Table II, and it indicates the extent to which the Scotfish 
experience has diverged both during and sinee the war from that 
in England. 
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Table II, — Ratio of Civilian Mortality from Tuberculosis of the 
Respiratory System in Scotland to that in England and Iraies, 
by Age and Sex, 1939 to 1947 



Age Group 


15-24 

25-34 

1 35-44 

45-54 

55-64 

Males : 

1 


i 

i 


1939-41 

1 1-19 

1-13 

1-08 

0-96 

: 0-73 

1942-44 

1-24 1 

1-00 

1-07 

0-95 

1 0-81 

1945-47 

[ t-46 1 

1-30 

1-33 

1-09 

0-93 

Females : - 

1 i 





1939-41 

1-36 ! 

1-23 

1-04 

J-00 

0-94 

1942-44 

t-79 1 

1-43 

t-27 

0-93 1 

1-00 

1945-47 .. .. 1 

1 

1-88 ' 

V9l 

t-28 

1-04 

0-92 


An example will make the interpretation of this table dear. 
The ratio of 1.19 for males aged 15-24 years in 1939-41 means 
that the pulmonary tuberculosis mortality among males of this 
age group was 19% above that in England. In 1942-4 the 
excess was 24%, and in 1945-7 it amounted to 46%. The other 
age groups indicate a similar (though lesser) deterioration of 
the Scottish experience in 1945-7 relative to that in England. 
Among females the divergence between the Scottish and English 
rates is particularly noticeable for those women aged 15-34. 
During the period 1945-7 the rates in Scotland were about 90% 
greater than those in England. 

The statistical evidence thus indicates that : (1) the mortality 
from pulmonary tuberculosis among young adults in Scotland 
compares very unfavourably with that in England and Wales, 
and is relatively much worse now than it was early in the war 
(2) the increase which has occurred since the war in the death 
rate from the disease amongst Scottish women aged 15-34 is a 
matter meriting the fullest investigation. — I am, etc., 

Sutherland. 


Modem Trends in Radiology 

Sir, — The rather curious views propounded by Dr. James F. 
Brailsford (October I, p. 724) as representing modern trends in 
radiology are not likely to be supported by his clinical and 
radiological colleagues. It is notable that in the bibliography 
all the references are to himself. He has always been an 
opponent of case finding as a method of control of tubercu- 
losis, and states that “ it can be proved to have been responsible 
for the infliction of much mental and physical pain.” The 
following are the facts. 

In this country three and a half million people volunteered 
for mass radiography. As a result of the initial examination 
13,401 were found to be suffering from active tuberculosis 
necessitating treatment. Samples of these patients compared 
with samples of patients reporting with symptoms to chest 
clinics have shown that those detected by mass radiography 
require from six to seven months' treatment before returning 
to work, as against eighteen months to tsvo years required by 
those reporting to chest clinics. 

A still larger group of individuals with minimal tuberculous 
lesions or lesions of doubtful activity detected by mass radio- 
graphy have been kept under observation while at work. 
Presumably it is in this group ‘hat Dr. Brailsford believes that 
we are inflicting physical and mtMtal pain. Chest physicians 
following up these cases and contaht cases do not report any 
adverse mental or physical effects on ihe individuals concerned. 
If Dr. Brailsford has facts and figures supporting his conten- 
tion that these simple procedures are being so badly handled 
as to cause serious neuroses it is high time he produced them. 

Dr. Brailsford, in similar vein, makes a surprising criticism 
of Professor Morgan’s work on the early diagnosis of carcinoma 
of the stomach, and suggests that he abandons it until “a cure 
for malignant disease is discovered.” It is not misinterpreting 
Dr. Brailsford to summarize his views on the diagnosis of 
tuberculosis and carcinoma as follows — ^wait until the patient 
has a big haemoptysis or a palpable tumour. 

Time prevents me from commenting on many other state- 
ments in this article which cannot be substantiated by facts. 
Its general tenor can be judged by such remarks as, " Mass 
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surveys are essentially bureaucratic regimental measures, de- 
signed by officials and enthusiasts.” And again, injection of 
opaque media “ can, in the long run, result in atrocities, cruelties, 
or licensed murder.” It is deplorable that such nonsense should 
have been given space in a scientific journal. — I am, etc., 

London. W.l. PeTER KeRLEY. 

Sir, — D f. J. F. Brailsford (October 1, p. 724) is again severely 
critical on the subject of mass radiography. Let us analyse 
some of his objections for what they are worth. 

First he says, ■“ Mass surveys are essentially bureaucratic 
regimentation.” As far as chest radiography is concerned 
nothing- could be further from the truth. The whole procedure 
is entirely voluntary from the first minidture film taken to the 
final clinical examination in abnormal cases. The fact that a 
number -of people arc able to pass through the unit in a short 
space of time smacks no more of bureaucracy than does the 
walking thi;ough the. turnstiles of the Motor Show. 

Secondly he says, “Mass radiography has added nothing 
new to our knowledge of radiography of the chest.” Here 
again I would dispute his words very strongly. Quite apart 
from pulmonary tuberculosis, what about the unsuspected early 
neoplasms which are discovered 7 Up to the end of 1947 
257 cases of pulmonary neoplasm were picked up by units in 
this country, 198 of which are known to have been referred to 
thoracic surgical units (Ministry of Health figures). 

Apart from Dr. Brailsford, I think that practically every 
physician in the country recognizes and applauds the early 
detection of pulmonary tuberculosis by miniature radiography 
or any other means. Every experienced worker in the field of 
tuberculosis knows that some lesions, even if they appear soil 
radiologicalljf, do not progress over a period of years, whereas 
others will spread rapidly. What nobody can yet say is exactly 
which type of lesion will or will not heal; Our knowledge in 
this field can only be broadened by the serial observation of 
more and more of these unsuspected cases. 

The " stigma of being labelled tuberculous,” which Dr. Brails- 
ford so greatly fears, is surely diminishing in this enlightened 
age and will continue to do so if we find and boldly follow up 
all types of case. — am, etc., 

Kerestey. near Covtnuy. A. GORDON EvANS. 

Sir, — N o one could doubt the truth of Dr. James F. 
Brailsford’s statement (October 1, p. 724) that there would 
be fewer errors in the interpretation of radiographs if' radio- 
logy was always preceded by a sound clinical examination, but 
the second part of his statement, as far as diseases of the 
chest are concerned, is simply untrue and quite unsupported 
by experience. 

I do not know how many chests Dr. Brailsford examines 
clinically, but I can put my experience on record. Of the 31 
cases of pulmonary tuberculosis now awaiting admission for 
sanatorium treatment from my area, only 10 patients had signs 
which were revealed by clinical examination by, at least, two 
different examiners. One of the 10 patients has a large pleural 
effusion, five have far advanced, extensive, and incurable lesions, 
and only four have some chance of recovery by adequate treat- 
ment. Had, in the other 21 cases, radiography been omitted in 
favour of a negative clinical examination the consequences 
would have been disastrous. 

It is highly regrettable that at the time when in medical 
papers all responsible workers who know every aspect of tuber- 
culosis incessantly try to impress on the general practitioners 
the absolute necessity of referring all suspicious cases for a 
radiological examination as early as possible, notsvithstanding 
whether clinical examination reveals any signs, unqualifies 
views should be expressed with apparent authority to the 
effect that “the least harm will come from omission of the 
radiograph and most from omission of the clinical examina- 
tion.” Such a statement, without any evidence to support » 
and quite contrary to the experience of all chest physicians, 
can only achieve one purpose, to confuse the general prac^' 
tioners, who to a great extent rely on the reading of scientiiic 
papers, and to diminish the co-operation with chest physicians 
with the result of losing valuable time and lives. 
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As regards Dr. Braiisford's remarks on mass radiography, 
is it possible that Dr. Brailsford has in the heat of the argument 
momentarily forgotten that tuberculosis is an infectious disease ? 

1 recently experienced some difficulty in persuading a young 
bus driver who " never lost a day’s work ” to be examined at 
the clinic after his I4-months-oId baby had died of miliary 
tuberculosis. Actually his views, probably obtained from the 
lay press, were very much like those expressed by Dr. Brails- 
ford, but at last he gave in and his x-ray film showed a large 
cavity in the left apex and his sputum was positive. Does 
Dr. Brailsford really think that in this case, and in similar 
cases which arc a commonplace experience in any chest clinic, 
that a mass radiography survey, which would have picked up 
this man before fatally infecting his child, would have only 
"seriously interfered with his life without contributing any 
good" ? 

Every sane person will agree with Dr. Brailsford that “ there 
would appear to be no more justification for removing a healed 
or quiescent lesion of the lung (which would not have been 
suspected if there had been no radiograph) than of any other 
structure, or in fact for removing any normal tissue; since 
valuable healthy lung is. removed.” But this sentence, read 
together with the previous paragraph stating that “ the most 
successful surgical results have been obtained in cases which 
have previously healed themselves and are symptomless,” 
implies that thoracic surgeons quite unnecessarily perform 
mutilating operations on patients with healed lesions. I doubt 
very much whether Dr. Brailsford really realizes the serious- 
ness of this charge. A surgeon who would perform a major 
and often mutilating operation unnecessarily would be guilty 
not only of gross ignorance but at the same time he would 
expose himself technically to a legal snit by the patient for 
causing grievous bodily harm. It is not certain to me whether 
Dr. Brailsford levelled this very serious charge against American 
surgeons based upon his American experiences or whether he 
left in his American audience the impression that this sort of 
thine is being done by British thoracic surgeons, but the fact is 
that'the reputation of British medicine and surgery is still very 
high in the United States and such a serious accusation should 
not pass unchallenged. As these utterances were made not only 
in print but apparently in: several lectures in the United States, 
Dr. Brailsford should either substantiate this statement by 
incontrovertible evidence or should withdraw it publicly without 


reservation. — am, etc., 
Colcbesrer. Essex. 


F. Kellermas. 


Essential Hyperfension in Pregnancy 

Sir. — I feel it my duty publicly to acknowledge how deeply 
I deplore the fact that I have misunderstood Mr. R. H. Para- 
more’s ideas on the mechanism which induces hypertension and 
causes renal cortical ischaemia in pregnancy. I might possibly 
be excused on account of the way in which Mr. Paramore 
expressed his ideas in his letter in the Journal of August 27 
(p. 486). I quote from this letter: “ In my view spinal analgesia 
acts by inducing a state comparable with shock. There is a 
creat fall of blood pressure, and blood is not thrust into the 
renal medulla to maintain the obstruction to the exit of urine 
from the uriniferous tubules.” To me it seems logical “ 
the belief of Nfr. Paramore was that the spinal analgesia helped 
bv preventing the blood from being thrust into the renal medulla 
it' was because he thought this to he the responsible factor. 
However, as no one could know' hfr. Paramore s ideas o^n the 
subject better than himself I am really admitting my mistake 
and again plead to be pardoned for my apparent lack of 

clairvovance. . , .v . 

One thing I can state without hesitation— namely, that my 
letter (September 17, p. 650) answering Mr. Paramore’s direct 
reference to me and to the book in the wnting of which I 
collaborated was not dictated under any “ misapprehension , 
on the contrary', it was written w'ith all sympathy to Mr. Para- 
more for his pioneer contribution to the treatment of eclamptic 
patients by means of spinal analgesia. am, etc.. 

I. Trcet.a. 


Oxiord. 


' This correspondence is now closed. — E d., B-MJ. 


A New Neonatal Syndrome 

StR, — In reference to the letter by Drs. Crystal Bates and 
A, P. M. Page (October 1, p. 756) adding another case to the 
interesting series published by Mr. W. G. Mills (Angus; 27, 
p. 464), W'e should like to record that we have seen 20 similar 
cases in Liverpool, the details of which we intend to publish 
shortly. We believe these cases were due to the intra-aneria! 
injection of “cycliton," but we have not seen similar effects 
follow the use of lobeline. — ^We are, etc., 

F. P. Hudson'. 

Liicroooi. Anne McCandless. 


Penicillin in Early Syphilis 

StR, — ^Your annotation on this subject (September 24, p. 694) 
presented in able fashion the position at this moment of transi- 
tion, but 1 should like to take exception to the statement that 
the results of Eames and Miller (p. 672) “ are appreciably worse 
than those reported after similar treatment [my italics) by 
McElligott, Jefferiss, and Willcox.” Surely, Sir, the secret of 
the better results obtained by the latter method’ lies in the 
choice of a more effective arsenic and bismuth course rather 
than in the method of employ-ing penicillin, since it is gener- 
ally accepted that the method using a daily single shot of 
penicillin in oil-beeswax is not superior to the three-hourly 
regime of adequate penidllin dosage in aqueous solution. The 
essential basis of this course consists in the concurrent admini- 
stration of arsenic and bismuth twice weekly over a period of 
six w'eeks,’ ’ and the MinistD' of Health recognized its value 
in preventing clinical and serological relapse in 1943-* — am, 
etc., 

Liverpool. O. A. F. Ross. 

RtmtscEs 

» BriKj. Ttner. Dis., I94S, 24, 45. 

* Ross, A. O. F., Lancet^ 1930, 2, 1206. 

^ 1945, 21, 123. 

4 Ministry of Health Recosissntlalioas oa the Treata:ent cf Mercfcaal Seassa, 
ibid., 1943, 19,77. 


Mj-soedemalous Madness 


Sm, — Dr. R- Asher’s article on mj^coedematous madness 
(September JO, p. 555) pai-e prominence to hypothyroMsm as 
the aetiological factor in certain ps>’choses. The exhibition of 
thyroid extract in psychoses has frequently been tried dis- 
appointing results, e.xcept in some cases of schizophrenia, and 
apart from m>'Xoedema the mechanism of the therapy is ve^ 
obscure. H>'perth>'roidism is classified as a psychosomatic 
illness, and a considerable proportion of cases are an expression 
of an an.xiety state. Occasionally it is associated with a manic- 
depressive psj’chosis. Because of this rare association of 
thyroid dyscrasia and psychosis I feel the fallowing case is 


worthy of quotation. 

A married woman, aged 49, came to see me in March, 1^“^; 5he 
was depressed and sleepless at nights. She felt “awful ’ in the 
mornings and found eveo^hing too much trouble. There wus no 
evidence of physical disease, and I decided she was a case of 
involutional depression. She responded well lo dexiro-amp-et^me 
sulphate and a sedative at night; but when after a year oa lIus 
treatment she was much the same and veiy* dependent on <^g5 i 
decided it was ume she saw a psjxhiatiist. He agreed my 
diagnosis and adsised E-C.T., but' she could not face Lhe idea Ox 

a mental hospital. . ^ cn.« r i 

In April 1949, she became profoundly depressed. Sr- feli so 
wTctchcd she said she would agree to any treatment and went as 
a voluntary* patient to a mental hospital. She stayed there for five 
days and then returned home as bad as ever. I wus loatn to c^* 
her. and while I was observing her the picture changed comp-te.y 
and dramadcally : wiihi.n a month she was ^e premre of thwotos- 
cosis. She lost weight, sweated profuseiy, had a tachscardia. and h-* 
IhiTOld gland enlarged. She looked a textbook peture 5’- uh 4e 
advent of this new syndrome her depression vanished. _S..e beca...e 
cheerful and started ealing and sleeping. Thy.otoxicosis was cW- 
firined at the local hospital, and she was put on t..e wamng-js. lOr 
operation. Her admission was delayed until July, 19-9, 
which ume she became manic, ^e arose at 4 
her house from top to bottom. She could teep s.ill— thus wn* a 
pulse of 140 and oedema of her ankles. These symp.oms subsid-d 



S72 Oct. 15, 1949 


CORRESPONDENCE 


BRmsB 

MEDICAI. JOUKKAI 


on thiouracil, and when she was finally admitted for operation there 
was no marked psychic abnormality.' Her thyroidectomy was unevent- 
ful, and she is now her normal self. She is still a bit apprehensive 
about exerting herself and doing a full day’s work, but she eats 
well and sleeps well and keeps cheerful without any marked swing 
of affect. 

In this case thyroid auto-intoxication appeared to raise 
endogenous depression. Mania intervened but was controlled 
by thiouracil. Thyroidectomy appears to have cleared the 
condition except for some residual anxiety such as one would 
expect after such a long illness. Was this a series of 
coincidences, or was there cause and effect ? As in Dr. Asher’s 
cases thyroid aUeviated the condition, but she was no case of 
myxoedema in the first instance.— I am, etc., 

Ibstock. Leics, WaTTS. 


Sir, — I feel confident that Dr. E. B. Davies has indeed earned 
the gratitude of all physicians and psychiatrists with his interest- 
ing letter (September 24, p. 706) on myxoedematous madness. 
When we next encounter a case of myxoedema with psychosis 
we must earnestly remind ourselves that the association of these 
two relatively rare disorders is probably fortuitous. Moreover, 
should the mental symptoms disappear as the myxoedema re- 
sponds to thyroid we must remember that this, also, is likely 
to be accidental. After all, psychoses do remit or subside 
spontaneously. 

On the other hand, if we have helfjed a psychotic patient to 
recall with emotion some highly significant event, such as, for 
example, having seen in childhood his mother or her father in 
the bath, we may rejoice at having struck gold. For then we 
can be quite certain that we have skilfully unearthed the specific 
cause of the mental disease, and not merely some irrelevant 
association. — I am, etc., 

„ . . Martin Roth. 

Dumfries. 


response to the spate of enthusiastic articles on geriatria ? 

(c) Is it a bait to stimulate correspondence on the many prob- 
lems concerning old age which are on the tapis at the moment 
as a result of recent legislation on 'health and welfare ? 

(d) Could it, by any possibility, be meant to be taken seriously 
I confess -I do not know the answers to these questions. 

It is, however, well that we should accustom ourselves to the 
idea that we are an ageing population, that the proportion of 
elderly persons to the wage earners has greatly increased. All 
the implications of this are by no means fully recognized. We 
need not, however, disturb our minds with erroneous ideas as 
to the selfishness of the old or that “ so many live only for 
themselves," for we know better. Selfishness is inherenf in all 
of us. From the moment we are born we are selfish. (.If we 
are spoilt in childhood and not trained to resist such impulses 
the fault grows in us, and if in adult life the spoiling goes on. 
as sometimes happens, then probably it will last into old age. 
For this we must not blame the old but rather pity them. 
Such persons are rarely happy, and who are we to sit in 
judgment on the faults of our neighbours ? Some, it is true, 
may be a thorn in the flesh of those to whose lot it falls to 
look after them, but thorns are an essential part of life. 

As to the question, “ Why encumber they the ground ? ”~ 
the only answer is yet another question, “Why encuinber we 
the ground ? ’’ To question one corner of the plan of life is 
to question it all.- 

As to euthanasia, it is only when one reads a letter of this 
type (and maybe it was after all only a joke) that the hideous 
possibilities of such procedures suggest themselves to one's 
mind. — 1 am, etc., 

, E. M. Hicxny. 

%* Several other correspondents have written to express their 
disagreement with Dr. Lund’s earlier letter. This corre- 
spondence is now closed. — E d., B.MJ. 


Old Age 

Sir, — I fear the wording of one or two phrases in my letter 
on old age (October 1, p. 758) was unfortunate. Naturally 
I was speaking to my colleagues, and all doctors know that 
euthanasia is not allowed. In any case, I no longer believe 
in it, as I am a Catholic. The mention of it was meant to be 
more in the nature of a query to other doctors especially non- 
Catholics — as I am anxious to know their point of view about 
selfish and apparently useless old people. 

But tliere are other, and kirjder, and easier ways, surely, of 
dealing with such cases. One I mentioned was ’segregation 
and here I would advocate the formation of another society 
—there is room for one — a. society governed by a, panel of a 
few doctors, clergy, and one or two barristers. Let this panel 
have authority to deal with the cases of hardship and frustra- 
tion mentioned. Cases could be reported to the panel, or the 
down-trodden victims could consult it. Further, this panel 


should have authority to order segregation or other treatment. 
There are plenty of big, roomy rectories which the occupiers 
would be only too glad tp vacate. — I am, etc., 

J. Rushworth Lund. 


Porismouih 


Sir, — 1 hope you will take up Dr. Lund’s challenge (Octo- 
ber 1, p. 758). Must we for ever, as a professipn, pass by on 
the other side ? Over 75, we become increasingly consciou.s 
that wc are eumberers, but how can we combine effectively to 
express that point of view and get the co-operative help of those 
who bear the burden and heat of the day ? ... 

The last twenty-five years have shown how public opinion 
can change in such a matter as a general acceptance of crema- 
tion, for example. Must voluntary euthanasia be for ever 
” impossible ’’ for serious discussion without such a prefix as 
■■ brutal ’’ bcinc applied to it ? — I am, etc., 

“ Seventy-nine. 


Sir,— A letter by Dr. J. Rushworth Lund appeared in the 
Journal of October 1 (p. 758) entitled “ Old Age.” Many like 
myself must have read it and no doubt asked themselves the 
same questions that occurred to me. .(o) Is . the, letter intended 
BS a joke ? (a poor one admittedly). (6) Is it merely a flippant 


B.M.A. Tuberculosis Group 

Sir, — With the setting up of the Tuberculosis Group of the 
B.M.A. there are a number of urgent matters needing con- 
sideration. For many years the profession has played with 
the problem of the prevention of human tuberculosis of bovine 
origin. Dr. J. Arthur Myers’ has claimed, “The control of 
tuberculosis in cattle, therefore, has markedly reduced the inci- 
dence of tuberculosis infection, the morbidity,' and the mortaliiy 
from tuberculosis in man.” To-day only 16% of our cattle 
herds are certified free from tuberculosis. It is time that pres- 
sure was put on the Government to complete thjs eradication 
of bovine tuberculosis within a fixp'd date. 5 ■ 

The next question that requires careful consideration is that 
a proper critical examination should be made and published of 
the results of treatment in all public sanatoria. Radical changes 
in our present methods for controlling this disease may be 
found necessary. The association of cancer of the lungs with 
tuberculosis in the lungs or in some other organ of the body 
is also worth investigating. — I am, etc., 

Iichineficld, Sussex. SYDNEY GORDON TiPPETT. 

' Reference 

I “Bovine Tuberculosis Eradication in the United States and its 
Beneficial Effects on Human Health.” Proceedinss of the Unitsd States UvfstocK 
Sanitary A ssocialioris 1941. 


Men, Machines, and Malerialisni 

Sir, — Inevitably there arise in the tides of men’s affairs issues 
which demand attention. Wars and their accompanying prob- 
lems call for direct action, and commonly the men and the 
means are found and the resources of the people are urgently 
deployed. There follows almost inevitably a period of relative 
exhaustion and uncertainty. With these phenomena we are 
familiar. With the -threat of physical extinction or subjection 
we have grappled not once but again, and with a remarkabit 
unanimity and singleness of purpose. To minimize the eroding 
effect on a civilization of two major wars in one generaliOT 
would be futile, but the contemplation of certain human Jl'enm 
— trends -which display, .the “inevitability oft gradualness ’and 
a malignant persistence — cannot fail to be gravely disturbing. 
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Two recent publications in your owti columns have met and 
faced the most disquieting of these problems. 

Professor Geoffrey Jefferson, in his Lister Oration (June 25, 
p. 1105), has assessed the value of the concepts embodied in 
Dr. Norbert Wiener's book Cybernetics and appraised the use 
of the varied analogies there propounded ; but he sees “danger 
threatening — that of anthropomorphizing the machine," and 
ends by ranging himself with the humanists. Dr. F. M. R. 
Walshe, in his letter (August 13, p. 383) inveighing against the 
most recent e,vample of “ materialism ’’ within our own gates, 
sees us being led “ from the free status of a learned profes- 
sion to that of a sub-group of that drab and alien abstraction 
■ economic man.' ” 

Not the least of our perils lies in our own approac)i to this 
spreading cult of materialism. Scientific method induces us to 
weigh and to analyse evidence and motive, and there is a com- 
pelling charm in these procedures which may blind us to the 
fact of our essential humanity and to the e.xistence of the 
“ incommunicables ” which go to make it. Study of the com- 
puting machine and allied mechanisms may help us to greater 
understanding of those cerebral mechanisms which are e.xplain- 
able in such terms, and “ analysis " (in the psycho-analytic sense) 
has afforded and may continue to afford us greater insight into 
the motivation of human behaviour. But the “ analytic situation " 
and the " mechanistic analogy ” may assume disproportionate 
significance, and paralysis of action with spiritual sterility ensue. 

Other disciplines than ours 'stand thus imperilled. Professor 
F. H. Ayers (Reflections on Onr Age) has shown how philo- 
sophy has long concerned itself with the minutiae of human 
conduct and endeavour but finds that though the “aims of 
philosophy " may be to discern how men ought to live there 
is as yet no common agreement how they should. So may the 
web become denser, the skein more tangled, and thus persist 
“the always frustrated struggle of human contrivance relying 
dn itself” (Charles Morgan, The River Line). 

There, Sir, I submit, lies the challenge to-day. The liberal 
profession of medicine no less than any other can refuse this 
challenge, can acknowledge the advance of materialism, can 
go with the tide. It may be argued that this conflict has pro- 
gressed too far. I would remind you that the epic a«ions 
have always been fought by the rearguard, as at Roncevau.x 
and at Thermopylae. To refuse the challenge is not to court 
defeat ; it is to accept it. — I am, etc., 

Taunion. Soraersci. F. SESStON'S HotXjE. 

St. Luke's Day 

Sir. — ^The eighteenth of October; is St. Luke’s Day. On .that 
day Christians in all parts of the world commemorate the 
patron saint of the healing profession. They recall with grati- 
tude the gospel that he wrote for his fellow men. On that day 
the Church recalls with thankfulness the fact that this physician 
was called to be “ an evangelist and physician of the soul,” 
and prays that “ by the wholesome medicine of the doctrine 
delivered by him, all the diseases of our souls may be healed.” 
That is indeed a consummation devoutly to be wished. Let us 
study these prescriptions for the soul of a world, sick nearly 
to death, which this physician had learned from the Master 
and has preserved for us. In these latter days modem scholar- 
ship, and modem translations of Luke's Greek manuscript, give 
us the opportunity of understanding better perhaps than pre- 
ceding centuries these prescriptions for a new way of life and 
health for a sick world. Was Renan right in calling this small 
book of this Gentile doctor “the most beautiful book we 
possess ... a book full of joy ” ? 

It is a pen portrait by a literary artist of the human Jesus 
Christ ; of a man fond of little children ; the champion of the 
cause of women ; the Rabbi who welcomed women as his 
disciples ; the friend of hated Quislings and notorious sinners 
shunned and neglected by the orthodox of his day ; the Teacher 
who could remake these wrecks of humanity, transforming 
Quislings into true patriots and great sinners into saints, con- 
verting Matthew the tax collector to Matthew the scribe of the 
Kingdom, and Mary of hlagdala to. be Mary hlagdalene, first 
witness'of his restrrrection to his chief apostles. This joyful 
book of Luke’s is full of the joy of lives that seemed failures. 


hopeless failures, transformed to be happy and successful 
beyond all belief. And this miracle was effected . by love — 
forgiving, understanding love, such as the world had never 
witnessed. Luke's own closest friend and colleague in his later 
life was perhaps the greatest case of this incredible marvel— 
Saul of Tarsus, the arch-persecutor of the early Christian 
church, the narrow nationalist Pharisee, transformed into Paul 
the devoted missionary of Christ to the Gentile world. And 
Luke's second great book. Acts of Apostles, is devoted to 
recording the work of Peter and Paul, both of them failures — 
transformed, both of them, by the resurrection of Christ, to 
become His messengers-in-chief to the world — both of them 
dying, if the tradition be true, as martyrs for “ the gospel '' 
at Rome. 

Can the present sickness of the world's soul be remedied, 
or is it past redemption ? It is the message of St. Luke (and 
St. Paul) that it can be remedied — that the rvorld's, sick soul can 
be cured; But only by the medicine prescribed by the Master 
Physician as recorded by St. Luke and his colleague St. Paul, 
in the gospel and A cts of A pasties. And the “ active principle " 
of this “medicine” is derived from the historic fact of the 
resurrection of Jesus. That is the astounding climax to which 
Luke's first “ treatise ” leads, making sense of Jesus' mission 
and message to the world. Surely our mammon-ridden, war- 
weary world to-day needs the "wholesome medicines” pre- 
scribed in the Gospel of St. Lithe and Acts’. "You cannot 
serve God and Mammon,” and " Remember the words of the 
Lord Jesus when He said, ‘ It is happier, more blessed, to be 
giving than gelling.' '' — ^1 am, etc., 

Bamtese, Surro*. HERBERT CaIOER. 

Sensitivity to Streptomycin 

Sir, — Dr. M. C. Wilkinson (September 24, p. 707) sets out 
some of the problems associated with the development of 
streptomycin sensitivity in nurses. He adds that by reporting 
experiences some way of protecting persons sensitive to strepto- 
mycin may be found. I therefore briefly report a case of 
streptomycin sensitivity to illustrate some other aspects of the 
problem which this condition presents. 

Eleven months after commencing handling and administering 
streptomycin, a nurse, aged 43, with menopausal symptoms and of 
neurotic disposition, developed pufRness and itching of the eyelids. 
This was thought to be due to a local condiu'on, but no local cause 
was found. Four weeks later the realization that the condition might 
be due to streptomycin sensiu'vity led to the carrying out of a patch 
test. This gave a strongly positiv'e reaction. The chemosis of the 
eyeh'ds increased and she felt unwell. She was at once removed from 
work involving the handling of streptomycin, she was giverv 
“ anthisan ” by mouth, and the condition cleared up within a week. 

Four months later the swelling of the eyelids recurred, and in 
addition there was flexural dermatitis of both elbows. Interrogation 
revealed that she had recently been handling soiled linen which 
included napkins belonging to children receiving streptomycin for 
tuberculous meningitis. Once again the condition was controlled by 
removal from the apparent source of contact and by the edministra- 
tion of anthisan by mouth. Three montlis later a dermatitis appeared 
on the wrists and hands as well as the other areas previously involved. 
A month later, two days after commeming the use of a simple 
ammomaled ichthyol ointment to the eyelids, a severe chemosis of 
the lids occurred which subsided on stopping the use of the ointment. 
The'dennaUtis remained quiescent for a period of two months until 
recent weeks. Now, ten months after the first manifestation, a wide- 
spread contact dermatitis iovolving the forehead, neck, eyeh'ds. 
elbows, wrists, and hands has occurred necessitating her being put off 
duty. Anthisan is now ineffective. 

This case illustrates several points. As in Dr. Wlkinson’s 
first case, the original manifestation of the sensitivity was in 
the eyelids and not on the hands as would be reasonably 
expected. In the second place, protection by wearing rubber 
gloves whilst handling streptomycin solutions may give a false 
sense of security if no protective measures are employed when 
other sources of contact such as soiled linen are handled. Most 
important of all, when sensitivity develops it is a very distress- 
ing and incapacitating condition which appears to persist after 
all obvious sources of contact with streptomycin hav’c been 
excluded. This raises the question as to whether development 
of streptomycin sensitivity predisposes to sensitivity to other 
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.... ((,a( ibc development of streptomycin sensi- 

nurse may accentuate tlic already critical shortage 
nurses is a side-issue of no little importance. 

• . icf-nowlcdpc the help given by Dr. R. Aitken, Dr. 

I "■'!' 1,%'r^n, and Dr. J. Macasfa'II m tius case. 

0. .‘V V'. ‘■ 

- 1 am. cK-'- N. W. Horne. 

rj nt'.'tsf'’ 


Mnssngc with Adrenaline 

\fv attention has been drawn to a letter by Dr. G. L. 

S'"- ‘, 1 , 1 s subject (October 8, p. 816). I wish to point out 
■‘’".-rmilar to which he refers has no connexion with my 
!'^'‘nfcdical World, April 15, 1949). 'In it no suggestion 
.irticlc (i relation between the adrenaline-cream treat- 

«-.is n|f chronic rheumatism and Kendall’s "compound E,” 
"''"'fhc treatment of rheumatoid arthritis was not even 
d I wish especially to .disclaim any association with, 
"’^knowledge of, the pamphlet to which Dr. Foss refers.-— 

^ Louis Moss. 

london. • Simulated Amnesia 

5 ^ —May I point out to Dr. Harold Palmer (August 27, 
487 ) that I have put forward and fully discussed the conten- 
• dim that malingering only occurs in the hysterical personality 
(Psychiatry, A Short Treatise, 1948, Bristol, pp. 109 and 115)? 
This would appear to agree on all major points with his remarks 
in his letter. _ Malingering as a psychiatric notion should be 
discarded, as it carries a definite legal implication. From the 
medico-legal point of view it is unlikely that a diagnosis of 
hysteria would in any way distort the judgment of the courts 
in favour of an evildoer. Society cannot be expected to pay 
for the behaviouristic experiments of the so-called malingerer, 
of the hysteric, or of the psychopathic personality. By discard- 
ing the term “ malingerer ’’ no harm would therefore be done, 
while the integrity of psychiatric nomenclature would be 
preserved. — I am, etc., 

Kingswinford. Staffs. W. A. O’CONNOR. 

Hypnosis in Treatment 

Sir. — I am glad that my letter (September 17, p. 653) has 
stimulated some interesting views on hypnosis. However, I 
remain far from being reassured about its possible dangers. 

Dr. Neville Murray (October 1, p. 156) admits that my 
postulates are correct in part, while the other parts of the 
whole remain among the great unknown imponderables. He 
mentions the Rorschach test as being one which gives objective 
evidence of personality structure. Although I have no experi- 
ence of it, I believe that it works on the principle of the ink- 
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• the histoty of such practices. They are considered to h. 

! inappropnate to modem thought, but may be the basis of .s 
symbol. The fact is that two separate events oceS i^ 
same time with all probability of causal connexion. The nexm 
. might consist of a symbol but might also be of a differi'nt 
nature altogether— e.g., a chronic manifestation of the swallow 
mg dtflScuIties some of us have felt in acute fotm while awaiting 
viva voce examinations. In this case feelings of emoliotu 
insecunty at the mother’s death would give rise to the state of 
chronic anxiety, only understood in part by the patient whose 
attention is concentrated on the symptom. ’ 

Under hypnotism, with the critical faculties depressed volun- 
tarily even if not altogether in abeyance, it is likely that s 
variety of more or less plausible explanations would be accept- 
able. If the explanation is accepted by the patient in a case of 
that sort the symptom may disappear. So it has always done 
over the face of the globe and for many centuries. 

Such examples do nothing to alter my conviction that the 
more iMdespread use of hypnotic methods for symptoms arisini 
m pafients not generally considered to be hysterical brings 
possibilities of dangers to the personality not at present realized 
The fundamental criticism of hypnosis is an urgent need and 
must come from abler people than myself, as I have already 
suggested. Until more is known of its nature and long-term 
effects its use should be limited.— I am, etc., 

Binnineham. K. M. H.«. 

Treatment of Early Pulmonary Tubercnlssis 

Sir,— T he position regarding the treatment of early pul- 
monary tuberculosis is still deplorable. In my area it is usual 
for a patient to be told that he may have to wait f«r six months 
or more before being admitted to a sanatorium, even though 
he be a young person with an early lesion. Domiciliary treat- 
ment is handicapped by the fact that there are too few tubercu- 
losis medical officers to help with the work. 

If general hospitals were asked to deal with a sufficient 
number of these patients to reduce the sanatorium wailing- 
lists to a few weeks they would find that their pwn waiting-lists 
for other patients would be impossibly long. 

I suggest that the B.M.A. approach the Minister of Health 
with the object of finding ways and means of providing mote 
beds fof the treatment of these cases. This would mean open- 
ing hospitals now closed for one reason or another, building 
others, and attracting staff to them by means, perhaps, of higher 
pay. This should have priority in the N.H.S., even if this 
means greater economy in some other parts of the Service, - 
I am, etc., 

Dorchcsier, Dorset. J. HEREERT-BuRNS. 

Manipulation for Low Backache 


blot test, and I would be surprised to find it more than a rough 
measure, which is difficult to assess and judge, apart from the 
preconceived ideas of the widely differing schools of psychology 
or from the subjective personality of the examiner. While some 
aspects of personality are rightly the concern of psychology, 
we cannot concede that other scientific and human disciplines 
should not be entitled to an equal or greater concern, lastly, 
he makes an inaccurate presumption as to conceptions I am 
supposed to hold — I used the .word “influence’’; he uses the 
term “ mental assault.’’ 

Dr. A. P. Magonet (p. 756) also makes an inaccurate pre- 
sumption in stating that I believed hypnotized subjects to 
be “ passive automatons.’’ Fortunately there are limits to 
what even they will accept in the way of suggestion; we 
ail know that well enough. He cites the case of a girl with 
cardiospasm who could not swallow the fact that her mother 
had died. This presupposes that the girl was intellectually 
capable of conceiving a symbolic idea containing a high degree 
of abstraction. 

Symbols of this kind are all very well for the highly educated, 
but symbols in general are originally spontaneous and relevant, 
unless the subject is very suggestible and the idea is implanted 
from outside, which may well have been the case in this patient. 
Death is associated with ritual eating admittedly — e.g., wakes 
and the now extinct sin-eater — and w'c know something about 


Sir, — D r. N. B. Eastwood’s letter on manipulation fw 
rheumatism (September 24, p. 710) will probably stir nun) 
doctors to action, either mentally to contradict or manusllj' 
to try their hand. Dr. Eastwood must be congratulated M 
manipulating his cases of low backache, for this takes cos- 
siderable time in a busy practice. That it is the correct this? 
to do I am in no way in doubt, especially as soon as possible 
after it is first reported. That at least three-quarters of hi' 
patients benefited considerably is very satisfactory. 

Two of his statements, however, invite criticism. The title 
of his letter continues to breed confusion of thought. The 
low backache and not rheumatism is the complaint and reason 
for manipulating. It is this pain in the back or buttock or 
the constant ache that the patient complains of. The doctoi 
should not call it rheumatism or fibrositis. That the diagnosis 
is “ probably of articular origin ’’ is not in doubt by those "ho 
manipulate, but to slate that the manipulation “ appears to act 
on the sacro-iliac joint ’’ is quite incorrect. The cause of Io>' 
backache has been conclusively shown by many authors to t: 
due to derangement of a lumbar intervertebral joint in the 
majority' of cases. The sacro-iliac joint can easily be tested 
and excluded as a cause.' 

The manipulation described is interesting but compliwlj^' 
It can more easily be performed on a couch in comfort, wth 
two or three variations should improvement not take pk^'^- 
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The principle of the manipulation described is probably quite 
incorrect. The essential points are that some fie.rion of the 
lumbar spine and rotation at the same time be maintained 
and augmented momentarily by excessive rotation. The partial 
fie.xion is essential in that the posterior aspect of the inter- 
vertebral joint is widened, so as to allow the nucleus pulposus 
to return to its correct place. When extension is attempted on 
these cases it frequently temporarily aggravates the condition. 

Before manipulation is attempted in cases of low backache 
it is hoped that the patient is carefully examined systematically, 
testing all spinal movements, sacro-iliac joints, hip-joints, and 
muscle strength of both legs, not forgetting the abdomen and 
a rectal orP.V. examination. Othenvise indiscriminate manipu- 
lating for low backache will be disappointing and patients will 
not grow to trust the doctor who manipulates. With experi- 
ence and practice it is a most essential accessory to one’s 
armamentarium. 

In my experience manipulation is the only preliminary treat- 
ment of any value in a deranged lumbar intervertebral joint in 
the right type of case. Manipulation should always be followed 
up by extension exercises of the trunk. In those cases in which 
recurrence is frequent epidural injection or a lumbar corset may 
help. — am, etc., 

Rs-de. Is!t ot Wish!. TrEVAN HaMBLV. 

RErEBSNCES 

r CsTiax. J,, Rheumatism and Soft Tissue injury, 1947. Laadon. 

* Handbook of Osteopathic Technique, 1941. Los Angeles. 

Locked Twins 

Sir. — The purpose of this letter is to place on record a 
patient who had locked twins at Rosedene Maternity Hospital, 
Inverness, in March, 1949. 

The paU'ent, a 19-year-old primigravida, had been under observation 
in hospital for six weeks prior to delivery because of pre-eclamptic 
toxaemia. Pre-nata! x-ray examination showed twins, one of which 
lay as a vertex and the other as a breech presentation. Labour 
started spontaneously at the 37th week and followed a normal 
course. The first infant, a breech presentation, delivered spon- 
taneously to the neck from the left saao-anterior position. Vaginal 
examination now revealed that the head of the second foetus was 
well down in the pelsic cavity in the left occipito-posterior position 
with the head of the first still at the pelvic brim. Attempts to 
disengage the infants were unsuccessful, and by the time specialist 
aid could be summoned the first infant had succumbed, so it was 
decapitated and, the second bag of membranes having been ruptured, 
the second baby was gently extracted with the forceps. The head 
of the decapitated infant was then delivered by passing the middle 
finger into its mouth, the other fingers protecting the uterus from 
damage by the severed vertebral column. The extraction was 
accomplished by traction and suprapubic pressure. After a normal 
third stage, inspection of the placenta proved it to be of the uniovular 
type. The infants were both males weighing respectively 4 Ib. 
(1.81 kg.) and 4 lb. U oz. (1.85 kg.). 

— I am, etc.. 

Inrcrress. JaMES W. DaVIDSON. 

Treatment of Cutaneous Anthrax 

Sir, — ^The description of the diagnosis and treatment of 
cutaneous anthrax by Drs. John A. Holgate and Reginald A. 
Holman (September 10, P; 575) should not pass without com- 
ment. Northampton, a centre of the leather industry, has a 
fairly steady incidence of cutaneous anthrax, and I have been 
responsible for the diagnosis and have followed the treatment 
of some 20 cases during, the last eight years. 

On admission the patient is given 0.45 g. of “ stabilarsan ” 
and 100 ml. of serum subcutaneously. A second 100 ml. of 
serum is given later if the clinical condition of the lesion 
warrants it. With this treatment recovery has always been 
uneventful. Two cases, however, were treated with penicillin. 
Both developed a sharp rise of temperature shortly after the 
injection, and there was a great increase in inflammatory re- 
action around the lesion. The condition of the patients 
deteriorated, and it was considered necessary to administer 
amounts of serum greatly in excess of those normally used.. 
The penicilUn appeared to be responsible for the unusual 
severity of these cases and its use has since been abandoned. 


I would suggest that penicillin causes a sudden destruction of 
a large number of anthrax bacilli, with a hberation of endo- 
toxin which increases the local infiammarion and causes pyre.xia. 
The literature on the treatment of anthrax by penicillin sugeests 
that the disease is of great severity and danger, and that'vast 
doses of penicillin are needed to control it. In our experience 
cutaneous anthrax is not a severe disease and is easily controlled 
by the use of serum and stabilarsan. Intravenous injection of 
the scrum is rarely necessary or desirable. May I suggest that 
in their next series of cases Drs. Holgate and Holman treat 
alternate cases with and without penicillin, when I feel sure 
that they will soon abandon its use. — I am, etc., 

NorUwmDlon. L. HOIXE. 

Treafment of Ringworm of the Scalp 

Sir,— T he paper by Drs. H. Haber and R. T. Brain and 
Mr. J. \V. Hadgraft on the treatment of ringworm of the scalp 
(September 17, p. 62Q raises many important questions, particu- 
larly in connexion with the mode of action of preparations 
containing fungicides. Since similar results were obtained with 
phenylmcrcuric nitrate and with sah'eyianilide, it is deduced 
that “it is not the fungicide which effects the cure but the 
penetrating power of the bases employed" (carbowax in the 
cases described). 

This view is not, however, in accordance with the results we 
have obtained in a recent investigation concerned with 261 cases 
of ringworm of the scalp due to Microsporon audoutni. Using 
three different fungicides in carbowax, cures ranging from SB'*, 
to 74% were recorded. The mode of action of fungicides is 
undoubtedly complex, and whether treatment with such com- 
pounds is necessary after x-ray epilation is controversial. Brain 
and his colleagues state that “x-ray epilation has to be followed 
by the appUcation of a fungicide.” Lydon, Stephanides, and 
Robb' have reported cures in 103 cases by x-ray epilation 
without the application of fungicides. We are fully in agree- 
ment with the statement that the hair itself resists penetration 
of reagents, but we have not been able to find evidence that 
carbowax is capable of softening the hair or loosening the 
connexion between the hair and the hair papilla.’ — We are, etc . 

A. J. E. Barlow. 

F. W. Ch-attaway. 

Hu4<jers5eI9. C. S. WheW'ELL, 

RmazNcss 

* British Medical Journal, 1949, 1, 523. 

* Barlow, A. J. E., Chatlaway, F. W., and WTiawell, C. S., Bdl. /. Derm. Stph., 

1949, ia press. 

University Degrees 

Sir, — I have been most interested in the views expressed by 
your correspondents on medical education, and wonder if you 
would consider printing some comments from a London 
clinical student who held senior officer rank in the late war 
and is somewhat older than his fellows. 

While agreeing that the present multiplicity of qualifying 
degrees and diplomas, all of them more or less of the same 
standard, is most illogical and should be simplified, it seems 
a lot to hope that the universities, colleges, etc., wall settle 
their differences before the Greek Calends, and meanwhile the 
non-university student graduating into the National Health 
Service is seriously handicapped. 

I refer to the point (brought out by one of your corre- 
spondents) that none of the higher appointments in the profes- 
sion, as it is at present being reorganized, is open to those 
who do not hold the M.D. or M.S. in addition to the M.R.C.P. 
or F.R.C.S. Now, although the university graduate is allowed 
by the Colleges to sit for the membership or fellowship with- 
out insisting that he take all their previous examinations, 
the qualified Conjoint man must in the case of London 
University (whose external regulations are the least exacting in 
this respect) go back to dissecting a frog and doing elementary 
physics and chemistry and all the other examinations for the 
external M.B. before being permitted to sit for a higher degree. 
There must be few indeed with either the time or money to 
waste in performing such a feat, and surely it is questionable 
whether it is desirable to employ a qualified man’s time in 
undertaking such a pursuit 
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On the other hand, I quite understand the natural reluctance 
of any university to cheapen its higher degrees— it would both 
lower the standard and discourage people from taking the initial 
M.B. -But at the same time it must be admitted that it is 
very unfair for the brilliant Conjoint student to be perpetually 
condemned to a secondary position vis-a-vis his university 
colleagues as far as senior hospital appointments are concerned. 
This point, I should like to stress, has arisen in a particularly 
acute form since the institution of a service where higher 
degrees and diplomas are going to win promotion to the highest 
posts and which we should all enter without handicaps and 
with equal chances for our talents. 

I therefore beg to suggest that London University (let it be 
hoped soon followed by others), through its national position 
and the fact that it possesses an external department, should 
take the lead in allowing any man or woman qualified in this 
country who is a matriculated student of the university and has 
spent at least three years in a medical teaching institution 
approved by the university to take a qualifying examination, 
which might consist of part or the whole of the M.B. finals, 
and which would in no sense confer a degree in itself but would 
allow successful candidates to go up for a “ special ” M.D. 
or M.S. degree later. . ' 

I feel that this might be a reform which could be put through 
with' the least disturbance to existing institutions, and therefore 
that it might stand some likelihood of being adopted in time 
to be of some use to the students of to-day (many of them non- 
university simply because they are ex-Service), who feel a sense' 
of frustration at qualifying into a nationalized profession with 
the highest posts permanently denied them however keen or 
able they may be. — I am, etc,, 

London. S.W.3. ^ XaNDY. 

Cigarette Cough 
( 

Sir, — I wonder if any of your readers have any views to 
express on the above subject, I have frequently been called 
on to differentiate between genuine cigarette cough and cough 
symptomatic of disease, and. have found the following points 
of considerable help. 

(1) A cigarette cough, though it sounds distressing, especially 
when well established, does not cause any distress ; as soon as 
a fit of coughing is over the subject continues to breathe quite 
normally and without any noticeable acceleration of the respira- 
tory rate. (2) Though the cough may have a moist quality it is 
not usually productive, unless the subject has a cold or other 
catarrhal condition of the respiratory tract. (3) The cough is 
invariably brought on by the first cigarette in the morning. 
(4) It is noticeable that very many heavy cigarette smokers who 
inhale steadily have little or no cigarette cough, while very 
frequently non-inhalers are severely afflicted. I believe that 
this is explained by the fact that non-inhalers are more prone 
to the habit of leaving the cigarette in the mouth while smoking. 
This means that while • they may not inhale the filtered .siJigjce 
pulled through the cigarette they are continuously inhaling the 
hot, unfiltered smoke trailing up from the tip, the irritant nature 
of which will be appreciated by anyone who has had the mis- 
fortune to sit beside an inconsiderate smoker at the pictures or 
the theatre. — I .am, etc., 

Cavan. Eire. - ' B- J- GaLLIGHAN. 

Diabetes and Gout 

Sir. — Your leading article on diabetes and gout (September 
24, p, 692) contains certain questionable statements^ which 
might mislead some of your readers. It is said that “in 1909 
Ascoli and Izar showed that dog’s liver contained an enzyme 
which converts uric acid to dialuric acid, so that probably uric 
acid can be converted into dialuric acid in man.” The facts, 
however, are that dogs possess an enzyme, uricase, which con- 
verts uric acid into allantoin, but that neither this nor any 
other uricolytic enzyme is present in human tissues, which are 
unable to convert uric acid into any other substance. 

Regarding experiments on birds, pigeons are alleged to have 
died “from a deposit of sodium urate over all the serous 
surfaces.” Surely the inference should be that an inflamma- 
torj’ condition of these surfaces was associated with deposi- 


tion of urates on them, but the cause of death is not evident. 
In general, results obtained for one species, or even sub-species 
of animal cannot safely be extrapolated to other species, and 
this is particularly the case for purine metabolism. While there 
certainly appears to be a case for connecting rheumatoid and 
possibly gouty arthritis with steroid metabolism, the evidence 
presented is insufficient to establish any connexion between 
human diabetes and purine metabolism. — I am, etc., 

London. N.W.6. R. TrusCOE. 

Dysentery in Monkeys 

Sir, — U ntil recently monkeys intended for experimental work 
were of necessity imported by sea. Recently, however, large 
numbers of the' common rhesus monkey, Macaca mulatta, have 
been imported by air from India, and many have been re- 
exported to the U.S.A. after only a few days in this country. 
A high mortality among the animals was usual during the sea 
voyage, but -this -is much reduced by air travel. By this route 
a death rate of 2% is considered high by the airway companies. 

However, the shorter time spent on the journey implies that 
a higher proportion of sick animals arrive in England, and 
some may well be carriers of infectious disease. Recently we 
have seen three outbreaks of clinical dysentery in such monkeys 
awaiting re-export and have isolated from the'm Shigella fle.rmi 
type 103 Z, as reported by us from these animals in 1948,' 
Another animal with the same infection was procured from a 
commercial dealer, but its method of import was not stated. 
From yet a fourth outbreak we have isolated Shigella schmitiii- 
Human infection with Shigella flexneri type 103 Z is rare in 
this country, but it appears to be more common in the U.S.A. 
However, we feel that a hazard exists. Spread of Shigella 
schmitzii from apes to their keepers was recorded by one of 
us in 1949.“ 

British Overseas Airways Corporation are fully cognizant of 
this matter and have already instituted control measures, both 
on the aircraft and at airports, to prevent any spread of such 
infections either to the aircrew or to those handling the animals 
during loading and unloading or while tending them during 
any stops. — We are, etc., 

R. E. Rewell. 

Zoological Sociciy of London. 

R. F. Bridges, 

Dy.'jcnicry Reference Laboraiory. Oxford 
References 

1 Rewell, R. E., and Bridges, R. F., Mon. Bull. Min. HlOu 1948, 7, 25. 
a Lancet, 1949, 1, 220. 

POINTS FROM LETTERS 

Resisting Pain 

.Dr. R. Macdonald Ladell (Edgbaston, Birmingham) writes: Mr. 
Charles Davy’s comment (September 24, p. 709) on the excellw! 
article by Dr. E. B. Strauss (August 20, p. 411) reminds me that a 
few years ago. I- embarrassed rhy dentisj (since deceased) by innsiias. 
that he should draw four well-rootecPmoIars ini succ^ion withooi 
using any anaesthetic whatever. I am not a masochist. My m® 
reason was the spiteful one that I heartily disliked the dentist as a 
man, though respecting his professional abilities. Every psycholo^t 
will appreciate that point. My other reason was to test my theory taJi 
pain when understood and accepted, because it serves some end can 
have a tonic effect. Certainly I experienced no sense of shock an 
came away with a sense of well-being. This last of course mny nav 
been due to the fact that I was feeling pleased with myself. Is 
possible, however, that we make too much of a bogy of pain . 

The Use of Experience 

Dr. David Wheatley (Twickenham, Middlesex) writes: In 
article (September 24, p. 663) Sir Heneage Ogjlvie rightly condem^ 
the narrowness of outlook which may be produced in ' 

specialization. Yet does he not fall into the same error "imsf ' 
Later, referring to the hollow needle, he observes that “ it mu* 
the responsibility for spinal anaesthesia.” This would seem to re 
upon the latter procedure and must surely be a personal^ 

And would he agree that the woman with severe hyperomwis P 
arum, to quote but one example, is “ rejecting what is “.jjj 
surplus to requiremenfs [of her tissues] ” 7 Even taken in its “ 

I find it hard to reconcile such a sweeping statement with the o j 
of the article, although I may be biased through reading i 
a physician's outlook. 
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1600 : ‘'The specifies commonly used for moist asthmas are the roots 
of Cuckowpint, Hyssop, Hnrehound .... the syrup or volatile salt of 
Tobacco; Gum Ammoniac (above all) dissolved in vinegar. Compound 
Spirit of Verdigrise, dulcify' d Spirit of Nitre, Turpentine .... Balsam 
of Sulphur .... Juice of IVoodlice with wine ( an incomparable medicine ) 
and the carminative spirit if the stomach be disordered." 

Mich.^£L EtmulLES, Professor of Phys-.c, Leipzr’ 

Today : The “ incomparable medicine ” in bronchial asthma is ‘ Neo- 
Epinine.’ Patients obtain relief without the discomfort of repeated injections, 
the side-effeCTs of adrenaline, or the sleeplessness of ephedrine medication. 

‘ Neo-Epinine ’ is administered sublingually as a compressed produCT or 
by oral inhalation as Spray Solution. 
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FOR TISSUE of the highest sensitivity it is essential 
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from irritating alkalinity. High therapeutic 
efficiency, combined with ready solubility and 
very low toxicity', makes ‘ Albucid ’ Soluble the 
agent of choice'ih inbst eye infections. ‘ Albucid ’ 
Soluble Eye Ointments, containing ‘ Albucid ' 
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the treatment of infections of the eye and lids, 
where a slower and more prolonged absorption 
may be considered advantageous. 
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Hh^ he self-imposed arbitrary standard set for 
^ I London Hospital Catgut at its inception 
^ is above that of the B.P. Codex and the 
U.S.A. Pharmacopoeia. The London Hospital 
standard has never been departed from and is 
still maintained. 

This outstanding feature, together with an 


elasticity (elongation) approximating- 40%, 
affords the Surgeon perfect safety in using 
fine sizes compatible with modern technique. 

When using London Hospital Catgut we 
strongly recommend Surgeons to use B.P.C. 
sizes 2/0, 0, and 1 for general surgery and 
B.P.C. sizes 3/0 and 4/0 for very fine work. 


THE LONDON HOSPITAL (LIGATURE DEPARTMENT). LTD., LONDON. E.1, ENGLAND 
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Francisco’s remark can find ample 
application in everyday, usage and 
might well express the feelings of 
those who have obtained rapid relief 
from PAINFUL SPASMS of smooth-muscled organs. 
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MAJOR GREENWOOD, D.Sc., F.R.C.P., F.R.S. 
Major Greenwood, professor emeritus of epidemiology 
and vital statistics in the University of London, who died 
suddenly in London in his seventieth year, on October 5, 
was for more than a generation one of the outstanding 
figures of the day, both in his chosen field of medicine 
and among statisticians in this country and throughout the 
world. Though there is no doubt that he became the 
leading authority on medical statistics, at such a descrip- 
tion he might himself have smiled sardonically, for 
throughout his career he was no respecter of authority, no 
lover of “e.tpert witnesses,” no accepter of cjc cathedra 
statements. Indeed, in a somewhat “ left-handed ” way 
he had an abiding affection 
for the amateur in science, 
the amateur with no repu- 
tation and no technical tricks 
at his command, but with a 
questioning mind, a fund of 
common sense, and above 
all an intellectual honesty of 
purpose. It was such charac- 
teristics, probably, that made 
so dear to him John Graunt 
and his “shop arithmetic" 
on the seventeenth-century 
bills of mortality, and at a 
later date his great hero 
William Farr, who with the 
simplest of approaches built 
so firmly our English system 
of vital -statistics, and so equally simply displayed its value. 
Though an able practical mathematician, Greenwood 
never lost this love of simple statistical tables or of what 
he himself invariably called “ little sums.” 

Major Greenwood was bom in 1880, the only son of a 
general practitioner in the East End of London. He was 
educated at Merchant Taylors' School, from which he went 
for his medical training to the London Hospital. On 
qualifying in 1904 he was appointed demonstrator of 
physiolocy in the London Hospital Medical College, where 
Leonard'Hil! had taken up the professorship. Here he 
was associated with Hill and his early work on caisson 
disease. During these years his mathematical leanings led 
him to University College, London, to study the then newly 
developing science of mathematical statistics under K.arl 
Pearson. For these two men of international and luting 
reputation, masters in very different fields of science. 
Greenwood never lost his early feelings of admiration and 
attachment. With both medical and statistical crafts now 
at his command he was in 1910 appointed statistician to 
the Lister Institute, and began to publish the long series 
of studies of vital statistics which were the foundation of 
his later career-r-studies, for instance, of infant mortality, 
of marital infection in pulmonary tuberculosis, of hospital 
mortality rates from pneumonia. Here, too. he made 
detailed investigations of the epidemiology' of plague in 
India, working alongside Arthur Bacot, one of his most* 
intimate friends, whose early death was a blow from which 
he never wholly recovered. Though on the staff of the 
Uster Institute till 1919, the first world war naturally 
redirected his activities. He took charge of a medical 
research subsection of the Ministry of Munitions and 



became immersed in the problems of hours of work, of 
the dietaries of munition workers, of the incidence of 
tuberculosis in the industrial community, and, lastly but 
probably the rnost remembered to-day, the incidence of 
repeated accidents in factory workers or what became 
known as “ accident proneness.” In this work he collabor- 
ated with Udny Yule. 

These years led also to his association with Professor 
E. L. Collis and their joint book. The Health of the Indus- 
trial Worker (1921), and, more indirectly and some years 
later, to the Medical Research Coundl’s Statistical Com- 
mittee, which was a descendant of the wartime committee 
on the Health of Munition Workers. Greenwood became 
first chairman of the statistical committee, a position he 
held till 194S, and, aided by the members of the com- 
mittee, the Council’s statistical staff that he had gathered 
round him did much to raise the standard in the presenta- 
tion and use of statistics in medical publications. At the 
end of the first world war he left the Lister Insutute to 
take charge of medical statistics at the newly established 
Ministry of Health, where he worked in close association 
with Sir George Newman, the first C.M.O. Here his deep 
interest in historical epidemiology became increasingly 
apparent not only in his published papers but also m many- 
unsigned contributions to Ministry of Health reports v,-hich 
unmistakably bear his mark — for example, that on the 1918 
influen 2 a epidemic. How he found time for it all is diffi- 
cult to see, but he was a man of few interests outside read- 
ing, and he read late and early — not only indeed within 
his subjects but roving over the whole field of literature, 
modem and ancient, and -with a phenomenal memory that 
allowed him to quote largely and at w-ill — with Latin in 
the original as a mere sideline. So at this turning-point 
of his career there were papers on Galen and on Sydenham, 
on the fertility of the English middle classes and the vital 
statistics of Sweden, on the natural duration of cancer and 
the vital capacity of young healthy males, many of these 
papers, naturally, in collaboration with other workers. 

From the Ministry Greenwood moved in 1928 to his 
final position — Professor of Epidemiology and Vital 
Statistics in the newly created London School of Hygiene 
and Tropical Medicine, a chair he held till his retirement 
in 1945. Here, though in fact its beginnings came a year 
or two earlier, he entered upon that long and productive 
phase of work in association with his colleague V\'. W, C. 
Topley, the School’s professor of bacteriology and 
immunology, in their study of experimental epidemiology- 
or, as Greenwood once WTote, the attempt ” to mould a 
little epidemiological world of o-ur own nearer to the 
heart’s desire ” in the hope of elucidating the laws of the 
epidemic rise and fall of disease. Though fifteen years 
of work did not allow- them to give a precise quantitative 
e.xpression to the law- of development, it threw- much light 
on epidemic occurrences and on such practical issues as 
the limitation of protection fay inoculation. Here, for 
example, arguing from mouse to man, it seemed that arti- 
ficial immuni 2 ation could be of great value for a short 
or discontinuous period of even severe exposure but would 
not avail against a long-continued exposure to a very- 
unfavourable environmenL At this time, too, Greenw-ood 
developed an interest in the growing subject of psychology, 
and, collaborating with his colleagues Dr. May Smith 
and Professor Millais Culpin, both read and WTOte thereon. 
He had also his teaching duties to perform — directed 
almost entirely to postgraduate students sitting for the 
University’s diploma in public health. In the preface to 
his Herter lectures, “ Epidemiology, Historical and Experi- 
mental,” delivered in Baltimore in 1931, he e.xpresses his 
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conviction “ that the history of ideas is an essential part 
of the education of both public health officers and labora- 
tory workers," and this view ran clearly through his 
lecture courses. 

The student m search of “ facts,” to be transferred from 
the lecturer’s notebook to the student’s notebook “with- 
out passing through the mind of either,” would find 
Greenwood of little help. He was not at his best either 
in teaching statistical methods — they came much too easily 
to him to allow him to appreciate the difficulties of others. 
But only a very mediocre student could sit through the 
course of lectures which he subsequently published under 
the title of Epidemics and Crowd Diseases (1935) without 
feeling an inspiration, a fascination which would long out- 
last a mere examination. In his final years Greenwood 
renewed his historical studies — perhaps, like many of us, 
as a temporary escape from the realities of the day during 
the second world war. These resulted in his Heath Clark' 
lectures on British pioneers of social medicine. 

Major Greenwood was elected a Fellow of the Royal 
College of Physicians in 1924— he had given the Milroy 
lectures in 1922; was awarded the Buchanan Medal of 
the Royal Society in 1927 and elected a Fellow in the 
following year ; was honorary secretary of the Royal 
Statistical Society from 1919-34, its president in 1934-6, 
and, in 1945, one of the rare recipients of its gold; medal ; 
he served on the 'Senate of London University -and on 
many of its committees. Many persons who never met 
him must have known him through his writings, for apart 
from the flow of scientific papers he wrote many articles 
and letters in this and other journals. They will have 
realized that he was a forcible fighter for what he believed 
to be right, and that his command of epigrammatic incisive 
English and his satirical wit made him an opponent that 
no one would lightly' seek to provoke. He may thereby 
have inevitably discouraged some from entering the statis- 
tical field, one in which the way appeared so hard — but 
that is a risk that rrrCist be run by every medical statistician 
with an urge to raise the standard of what Greenwood 
once called “ arithmetic guided by logic.” Many others 
he must have encouraged and inspired,’ both by his zeal 
for accurate observation and clear presentation and by 
his unchanging belief in the importance of statistical 
methods in medicine, a belief which he lived to see widely 
accepted. 

Sir Robert Hutchison writes: I first got to know Major 
Greenwood when he acted as one of my clinical clerks 
at the London Hospital about forty-six years ago, and 
was at once impressed by his keen intelligence. Although 
his father had been a general practitioner, he himself 
never attempted to practise. He felt probably that clinical 
Work was not really his metier and he could never have 
acquired what is 'called a bedside manner. He took 
instead to the study of epidemiology and medical statistics, 
for which kind of work he was well suited by the penetra- 
tion and accuracy of his mind and by his fondness, as he 
often put it, of “ doing sums.” There were some, I know, 
who thought him cynical and censorious, and to some 
degree they were right. He certainly had a poor opinion 
of modern man, and he had too much intellectual integrity 
to have any patience with stupidity. He could, indeed, 
be a devastating critic and controversialist, while his voice 
dnd e.xpression were apt -to make. him seem supercilious. • 
Those- who knew him best, however, realized that much 
of his acerbity .of -manner and lack of geniality %yas really 
due to'^hyness'’ and that he was as stem a critic of'- Ids 
own work as of that of others. It is true that he did not 
wear his heart upon his sleeve, but to the few whom he 


admitted to his friendship he was entirely loyal, and would 
send them long typewritten letters, sometimes weekly, in 
which he discussed anything and everything in his rather 
astringent style and with the frequent use of italics which 
was characteristic of him. Essentially, indeed, he nas 
modest and unassuming ; his foes were pretentiousness and 
pomposity, and these be fought with a rapier-like wit. He 
was by nature rather melancholy and, since the death of 
his wife, lonely. When he spent a week-end with me two 
or three months ago it was evident that he neither wished 
nor expected to live much longer, so doubtless death came 
to him as a friend and, as he would have wished, 
unheralded. 

Dr. Millais Culpin writes: Perhaps only Greenwood’s 
intimates could understand his curious blend of formality 
and good fellowship, and how even his humour demanded 
the precise word and the rounded phrase. He played a 
pretty game of chess, failed to reduce bridge to a mathe- 
matical formula, and reverenced piquet a's the relic of a 
gracious past. Up to the end he visited a 90-year-ol(i 
neighbour once a week, to cheer her up by playing with 
her a card game that only.tliey understood. Unexpected 
doings like this last surprised those who knew only what 
seemed a rather formidable -academic personality. Some 
have thought that 'he selected statistics as his life's work 
because that' branch of medicine was most remote from 
. the emotional. Perhaps they were right ; he' was a sensi- 
tive soul and often found refuge in doing sums, though 
the human meaning might still intrude. He once said he 
never knew till he visited that city why the death rate of 
Ditchworth was so high, but when he came out at the 
railway station he could see that no one there would «ish 
to grow old. “ And,” he added, “ I explained that to the 
city fathers before I left.” He could be very blunt to his 
closest friends if he thought the occasion demanded blunt- 
ness. Indeed, he might seem to say that because he was 
one’s friend he expected one’s standard to be as high as 
his. He confided to me, after his return from a trip to 
America where he delivered some academic lectures, that 
he had scruples about accepting a fee for them. Some of 
the staff in his department at the School were Civil Servant?- 
not very well paid, and they couldn't take time off for a 
holiday in the States and get extra money for it, so he 
was planning a subtle holiday-equalization fund to ease 
his conscience. He read many books in divers languages 
and had an old-fashioned facility for the apt quotation. 
With his literary memories at his command, on a country 
holiday he could give the stories of most of the people 
tbat had mattered in local history, bishops and agricul- 
turists in particular. Although he might spend a week- 
end with a newspaper lord or go on some public errand 
to Geneva, he found satisfaction of his social needs chiofl}' 
in academic ' circles, and he had a deep-rooted pleasure 
in his association with the University of London. In dis- 
cussing some matter of university policy with me be once 
said, “ Remember, I was brought up in the Hackney Ruad 
— and you weren’t far off.” I had then known Major 
Greenwood for nearly half a century and 1 felt that "e 
understood each other. 

Dr. Charles Singer writes : I should like' to send a tribute 
to the memory of my old friend and colleague, Major 
Greenwood. There must be very few members of our pro- 
fession with such wide accomplishments. Your pages baw 
for many years given evidence of his lively and felicitoiP 
style and not least in his article on “ A Cholera Centenary) 
which' appeared last week. Greenwood- poss^ed art 
extremely exact mind. His accurate scholarship gaw 
point — often somewhat painful point — to an exceptionally 
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ready and often mordant wit. Long ago 1 learned to 
regard as final Itis judgment, when he cared to give it 
positively, on any point of scholarship. How he succeeded 
in his busy and academically eventful life in acquiring such 
facility and accuracy in both mathematical and classical 
disciplines has alwaj’s been a mystery to me. His learning 
had about it an almost uncanny element. It was often my 
honour and privilege to discuss with him matters of scholar- 
ship. I cherish the memory of these many meetings, but 
most of all I cherish the memory of being associated with 
him in his establishment of the first organization to assist 
scholars driven from their homes by the German Nazis. 
In this most successful venture he appeared at his very 
best as a humane physician and a lover of every form of 
learning. Despite his formidable humour. Greenwood was 
an extremely kind-hearted man and he hated every form 
of unfairness and injustice. I saw him at his gallant best 
as the effective mover for the foundation of the Academic 
Assistance Council (later the Society for the Protection of 
Science and Learning) in 1933. From that time on he 
served its cause — the salving of learning T'n a war-ridden 
world — with all his miglit, and he acted as treasurer of 
the society to the end of his life. He was thus the agent 
in preserving for civilized posterity the work of innumer- 
able important scholars, thinkers, writers, and scientific 
investigators. In dealing with the complicated and diffi- 
cult affairs of these unfortunate carriers of civilization he 
always showed them the utmost personal consideration, 
and no trouble was too great for him to take on their behalf. 
The world of learning owes him a very deep debt. Many 
hundreds of scholars aU over the world will mourn the 
loss of this great-hearted, far-sighted, valiant little man. 
His life and bearing have lent a nobility to learning that 
could not fail to be recognized by all who knew him. The 
entire intellectual life of the next generation tWIl be the 
richer, for what Gteenwood has done for it. He was per- 
sonally a retiring and rather withdrawn man, and it may 
be that this great service will be forgotten ; but it was none 
the less very' real and effective, for Greenwood was a most 
determined and vigilant watchdog of civilization against 
the attacks of barbarism. 

AUGUST KROGH, Ph.D. 

Professor August Krogh, the famous physiologist, died on 
September 13 at his home in Copenhagen. He was 75, an 1 
had been ill for some time." Professor Krogh won tb 
Nobel Prize in phj'siology and medicine in 1920. He had 
held the chair of zoophysiology in the University of Copen- 
hagen from 1916 until his retirement in 1945. 

We are indebted to Sir Henry Dale, O.M., for the fol- 
lowing appreciation : In no country outside his own was 
Krogh more intimately known, or held in higher regard 
by workers in his own chosen field of science, than in 
Britain, where he made some of his closest scientific and 
personal friendships. He was a frequent visitor to this 
country, and when he came to a meeting of the Physio- 
logical Society he came as an ordinary and always welcome 
member. Krogh did not study or qualify in medicine ; 
like some of our own most eminent contributors to physio- 
logical science, in particular some of the Cambridge school, 
his approach was from the side of general biology, and 
without immediate concern far specifically medical prob- 
lems. It is hardly necessary to add that he was led by that 
route to studies of the highest medical interest and impor- 
tance. He graduated at Copenhagen in zoology in 1899, 
but from 1899 to 1908 he was assistant in the department of 
physiology of the Copenhagen medical school, under the 
late Professor Christian Bohr. It was under Bohr that he 


had his first e.xperience of research and acquired bis interest 
in the study of the blood and of its function as a carrier 
of the gases connected with respiration. A communica- 
tion of his work in this field to the International Congress 
of Physiology at Heidelberg, in 1907, first brou#it Krogh 
and his work to wider notice and made contacts for him 
with the late J. S. Haldane and with his own near contem- 
porary, the late Sir Joseph Barcroft. Krogh’s last visit to 
England, in 1948, was to take part in a conference at Cam- 
bridge on haemoglobin and its properties, held to commemo- 
rate Barcroft and his work. 

Krogh’s activities as a research worker, devoted to 
physiological problems of many kinds .and over a wide 
range of animal species, have enriched physiological know- 
ledge in a number of its departments. His fundamental 
work on the contractile and other functions of the capillar}' 
blood vessels brought him the award of a Nobel Prize in 
1920, and was fully presented in a monograph, embodying 
his Silliman Lectures at Yale, in 1922. A h'ttle later he was 
concerned with the introduction of insulin to Denmark and 
the establishment of its manufacture there. He published 
other monographs on osmotic regulation in aquatic animals 
and on the comparative physiology of respiratory mechan- 
isms. Having retired in 1945 from the university chair of 
zoophysiology, which he had held since 1916, Krogh was 
given a special appointment and provided with a small 
research establishment in the basement of his house in Gen- 
tofte, in the environs of Copenhagen. Here, until his last 
illness, he was happUy at work in a relatively new field of 
investigation dealing with the special physiology of insects. 
For this purpose he was receis'ing a regular supply of live 
locusts by airmail from the international research centre on 
locust control in our British Museum of Natural History 
at South Kensington. To study the contractile activity and 
metabolism of locusts in flight he had constructed a light 
and delicately pivoted merry-go-round, which could -be 
driven by the flight of attached locusts in such rapid 
rotation that they could be observed only by stroboscopic 
illumination. The work was already yielding new and 
important items of physiological knowledge, and it is sad 
to think that the guidance and inspiration of Krogh’s 
special genius should be lost to it at so early a stage. 

Kiogh received many public recognitions, including 
several from Britain. "The Royal College of Physicians 
of London awarded him its Baly Medal, while the Royal 
Society made him one of its limited group of Foreign Mem- 
bers in 1937 and appointed him to give its Croonian Lecture 
in 1940, though the war prevented its delivery till 1946. 
Krogh had a quiet and rather shy personality, with a jerky 
manner which did not obscure his warm friendliness or 
his ever ready response to humour. Like all loyal Danes, 
he suffered greatly in spirit under the German occupation, 
though, more fortunate in that than some of his colleagues, 
he escaped direct or physical ill-treatment. The experience 
seemed to make him only the more eager to renew ties of 
international friendship, and especially those with colleagues 
in Britain, by whom his memory will long be cherished in 
affection and esteem. 

ROBERT MILNE, M.D., M.S., F.R-C.S. 

Robert Milne, consulting surgeon to the London Hospital, 
died suddenly while on holiday on September 29 at the age of 
68. He was bom in 1881, son of Dr. Robert Milne, of Inver- 
urie, and educated at the City of London School, joining the 
London Hospital as a medical student in 1899. In addi- 
tion to an entrance scholarship he carried off scholarships 
in anatomy, physiology, and chemistry as well as many 
prizes. He qualified in 1904 and graduated M.B., B.S. a 
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year later, proceeding M.D. in 1907.' After qualifying, 
Robert Milne held practically every house appointment 
there was to hold, house-physician, house-surgeon, receiving- 
room officer, resident accoucheur, with in addition assistapt- 
ships in the departments of pathology, ophthalmology, oto- 
rhinolaryngology, and orthopaedic surgery. ' On this solid 
foundation of general training, and after taking the F.R.C.S.- 
in 19 O 6 , he began, with his appointment in 1908 as surgical 
registrar, to build his surgical career under the aegis of 
Rigby and Furnivall. Appointed assistant surgeon to' the 
London Hospital in 1910, he was surgical tutor and teacher 
of elementary clinical surgery from 1914 to 1920. During 
the 1914-18 war he served as a major in the R.A.M.C. in 
France and Italy. In 1922 he became a full surgeon to the 

hospital and assumed respon- 
sibility for the orthopaedic 
department — and with it the 
mantle of “Tommy” Open- 
shaw. Between the wars, in 
addition to a busy consulting 
practice he was constantly in 
demand in the courts for an 
opinion in accident cases. He 
was consultant surgeon to 
Dr. Barnardo’s Homes,, a 
post to which Lis father, 
long associated with Dr. 
Barnardo’s, had the joy of 
welcoming him officially. He 
examined for the Royal 
College of Surgeons, the 
Society of Apothecaries, and 
the University of Cambridge. With all this he was assidu- 
ous in his attendance at “ the London ” and was an inspiring 
teacher. In 1942 Robert Milne retired and was appointed 
consultant surgeon. But though ceasing active work at the 
hospital he was still active in mind and body. He had been 
civil consultant in orthopaedics to the Royal Navy since 
1939, so on his retirement, nothing daunted, he shaved off 
his moustache and reappeared in the uniform of a surgeon 
rear-admiral and spent the remainder of the war devoting 
his considerable talents to - the welfare of the Royal 
Navy. 

Robert Milne was a most lovable character. Kindly, 
good-tempered, approachable, he was the soul of courtesy, 
and the one thing that moved him to wrath was discourtesy 
in any form. He had an impish sense of humour and an 
endearing propensity to kindly leg-pulling. As an ortho- 
paedic surgeon he was conservative, having, one felt, in 
the course of his wide experience seen almost all the rnis- 
takes of over-enthusiasm. But his tidy, accurate, unhurried, 
and calm technique was an object lesson ; his knowledge 
of the details of almost every form of human labour, 
which he applied with uncanny judgment to the problems 
of the partially disabled, was encyclopaedic ; his memory 
for clinical details was astonishing. As a teacher he had 
the rare gift of imparting judgment as well as facts to his 
hearers, and his clinics were always packed to overflowing. 

Apart from his work and the hospital his one absorbing 
interest was his family, with perhaps, coming third, an 
example of his impish humour which his son has described 
as “ a leaning towards the collection of improbable trifles. 
One suspects that the interests in the byways into which 
the hunt led him, and in the people that he found there, 
were the real attraction. “ Bobby ” Milne’s loss is a sore 
one. He leaves a widow, two sons, and a daughter, to 
whom the sincerest svmpathy of all who knew him will be 
extended.— O. J. V.-J.‘ 


Sir Henry Souttar writes : The loss of Robert Mine 
will be deeply felt by those who were fortunate enough to 
be his friends and his colleagues. A quiet unassuming man 
whose one real interest was in his work and in his patients, 
he gave devoted service to the hospital which was the centre 
of his life. His shrewd common .sense, not untinged with 
humour, won the confidence of both his patients and his 
students, and in every corner of the Commonwealth there 
are surgeons who owe to Milne their initiation into the 
correction of deformity. 'With an obstinacy so character- 
istic of his countrymen he refused to be divorced from 
general surgery, but his real affection was for orthopaedics, 
and in the handling of bones and joints he had a skill and 
an insight which came from long experience as well as a 
natural instinct. It was perhaps as an examiner that one 
saw Milne at his very best, for no one had greater skill in 
extracting the best from a candidate. He was a good fellow, 
and many will miss his cheery presence. 

H. H. B. writes; Robert Milne, known to most of his 
friends and colleagues as Bobby, was the son of a deeply 
loved and respected general practitioner in Bow, an up- 
right man with an unswerving belief in porridge and family 
prayers and much of the Roman gravUas that was so charac- 
teristic and, being mellowed by his deep kindliness, so 
comforting and inspiring a quality in Bobby himself. So 
far as any man can judge another, Bobby was never ruffled 
by anything. There was an invisible and infectious serenity 
in his speech, gait, and all His actions. He published little, 
but his judgment was seldom, I should imagine, at fault, and 
personally I never found it so. He was a careful and 
extremely competent operator and never in a hurry to 
operate if other measures, in his opinion, could profitably 
and safely be given a chance. We were. friends from the 
day we first met in the dog-fish and frog-dissecting 
stage of our education, and if there are not, alas, very many 
survivors from that period there must be thousands of 
younger men who will be feeUng the loss of one of the 
kindest and staunchest of companions, teachers, and 
helpers in every sort of trouble. 

Dr. Wiu-ixM George Simpson Thomson, who died on 
September 20 at the age of 62, had been deputy medical super- 
intendent at Cheadle Royal for twenty-seven years. He wa^ 
educated at Aberdeen, where he graduated first in classics and 
as M.B., Ch.B. in 1911. He took the D.P.H. in 1914 and the 
D.P.M. at Manchester in 1925. After a period as house- 
physician in the Aberdeen Infinhary he was for a time assistant 
medical officer at the county mental hospital at Cheddleton. 
Staffordshire, where he had considerable experience m incntai 
disease. He was also a neurologist to the pensions boards sci 
up after the 1914-18 war. In 1922 he was appointed senior 
assistant medical officer to the Manchester Royal Hospi .n . 
Cheadle, and two years later he became deputy medical super- 
intendent. For many years Dr. Thomson was visitor to m 
licensed houses under the Mental Deficiency Act for the ui) 
of Manchester Courts. He was a member of the Royal Mco'co- 
. Psychological Association and acted as an external examiner 
for the University of Manchester. He was a good gcncmi 
neurologist, and his advice was often sought on 
and treatment of functional and organic diseases of the cen 
nervous system. — E. M. B. 

Mr. Harry Freeman died on September 29_ at a time uhen 
he had just attained his ambition of devoting his lifc to ; 
Born in 1894, he obtained an entrance scholarship tinato ^ 
and physiology at King’s College, London. He becam ‘ 
member of the Pharmaceutical Society, and by ^ ‘ 

dispenser in the evenings he earned money to help 
hospital fees. He had a distinguished career at theWestmm. 
Hospital, where he won the Bird gold medal and pnze, - 
Chadsvick prize, and the Sturges prizes for clinical .-i 

surgery. He qualified in 1921, and after a resident appoinim ' 
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In Muscular Rheumatism, 
Lumbago, Sciatica, Etc. 

In lumbago, Proctocaine gives dramatic relief— from 
rigidity to painless mobility in a few minutes, so that 
the fibrositis subsides quickly. Lasting recovery from 
sciatica has followed two injections, each of 5 c.c. of 
Proctocaine, into the, region of the nerve, a fortnight 
apart, the first being preceded by an induction 
anmsthetic. Two months’ sciatica was relieved by 1 c.e 

Ampoules of 

2 c.c. in boxes of 6 al 5/6 5 c.c in boxes of 6 at 10'* 

2 „ .. J2 .. I0/4J 10 .. 3 .. If' 
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as cdsually house-surgeon at the Westminster Hospital he 
went into genera) practice in Dalston. Freeman's personality 
and skill soon brought him a large and busv practice but he 
found time to keep in contact with hospital work at the Prince 
of ^^alcs Hospital. Tottenham, where he held a series of 
clinical assistant^ips. In 1932 he obtained the diploma of 
master of midwifery of the Society of Apothecaries, moved 
to the ttest End of London, and practised midwifery. Six 
leans later, at the ace of 44, he passed the primary examina- 
tion for the F.R.C.S., and he became a Fellow in 1941. By a 
stroke of good fortune he was able to perform surgical opera- 
tions with a senior acting as his “ assistant " during the war 
years. He took every advantage of this opportunity' and soon 
became a competent surgeon. As an associate lecturer on 
surgery at the North-East London Postgraduate College he 
helped undergraduates who had failed in surgery' at their first 
examination to pass at their second attempt. During the whole 
of the w’ar he and his wife were in charge of an air-raid casualty' 
centre in Holbom, and they were both on duty at this centre 
every night. He also operated on air-raid casualu'es at the 
Royal Albert Dock Hospital. Sir Hugh Griffiths has paid 
tribute to him as a “ skilled and kindly surgeon and very gallant 
gentleman.’ Harry' Freeman w-as appointed assistant surgeon 
to the National Temperance and Albert Dock Hospitals in 
1946. Subsequently he studied gastroscopy under Mr. Hermon 
Taylor and published on'ginaj articles on this subject. He also 
wrote a section of a book on gastroscopy' which is in course of 
publication. Ms courage, strength of character, hard work, 
and great ability', W’hich enabled him to conquer his early' diffi- 
culties. will remain an inspiration to his friends. He leaves a 
devoted wife, who is in active medical practice, and two 
daughters, who arc married and live abroad. — W. E. T. 

Dr, Donald CA.vtrBELL died on June 19 at his home near 
Sl Helens, Lancs, at the age of 66. Dr. Campbell qualified in 
Dublin in 1915. He had been in general practice in SL Helens 
since 1919, and his sudden death came as a shock to his col- 
leagues. since he had been working right up to the last. In 
I92S, while’ still in practice, he took the M.R.C.P, During the 
1914-18 war Dr. Campbell served first of all as a combatant in 
the Indian Army and was later transferred to the RA.M.G., 
serA'ing in France, where he was wounded. During the recent 
war he was a medical officer for the local Home Guard. 
Dr. Campbell had studied in the School of Medical History' at 
Oxford, and he was the author of Arabian Medicine and Us 
Influence in the Middle Ages. He had always been interested 
in medico-political work and was honorary secretary' of the local 
panel committee from 1924 onwards. He was chairman of 
the St. Helens Insurance Committee from 1933 until 1948, 
W'hen he became s'ice-chainnan of the local executive council. 
Dr. Campbell was always a helpful and agreeable colleague, 
and he will be sadly missed by his patients and his friends in 
the Sl Helens area. — A. A. W. M. 

Dr. Janet Young Laidl.aw' died on August 9 at the age of 66 
after a long illness. She was a student at the London School 
of Medicine for Women, and qualified in 1931. She graduated 
M.B„ B.S. two years later, and was for a time a resident house- 
physician at the Royal Free Hospital. Thereafter her pro- 
fessional work was mainly' among children. She was school 
medical officer in Cambridge until increasing ill-health enforced 
her retirement just over a year before her death. 

K.F. wn^es: I first knew' Janet Laidlaw when we were 
students together over 20 years ago. She was^ then in her 
late thirties, for her opportunity to study medicine had only 
lUst arrived. Her determination and tenacity were almost hidden 
by her quiet and unoblmsive manner. She did trot seek know- 
ledge, or skill, or advancement for her own ends, but because 
she crared about the needs and the rights of others. Humility, 
integrity, charity— those of us who knew her and loved her 
know that she measured up to the true meaning of these old- 
fashioned words. Outside her work among the children whom 
she loved and understood her interests were in her own folk, m 
her garden, and in the little house m Galloway to which she 
turned whenever she could and wluch she had made into a 
haven of rest and peace for her friends. 


Bzzma 

Medicai. Joltcxal 


8S! 


Medico- Legal 


DOCTOR CENSURED 
TRIBUNAL FINDINGS 

A Tribunal set up under Section 42 of the National Health 
Service Act recently considered a case which was reported in 
these columns (June 4, p. 1009) when it came before the Medi- 
cal Services Committee of the West Sussex Executive Council. 
At the hearing both the complainant and the respondent medi- 
cal practitioner were legally represented. 

The Tribunal found as facts that the doctor, when he attended 
the infant whose father made the original complaint, “ was 
under the influence of alcohol to such an e.xtent that his pro- 
fessional judgment was impaired " ; and that on the night in 
question the doctor had failed to notify his partner of his inten- 
tion to be away. Though the respondent might have arrived at 
the house with greater promptitude than he did, it could not be 
said that the delay in his arriv'al was unreasonable or excessive. 
The doctor then examined the child, failed to appreciate that 
it was gras'ely ill, failed to prescn'be any treatment for it, and 
left the house about 10 minutes after he had arrived. Within 
the ne.xt half-hour the child died. The doctor admitted before 
the Tribunal a sen'ous error of professional judgment, an error 
which might well not have been made had be not been under 
the influence of alcohol. 

The Tribunal did not find that the doctor failed to make a 
proper examination of the infant. Nevertheless all the mem- 
bers of the Tribunal took “an e.xtremely grave and serious view 
of the conduct and behas'iour of the doctor ” on the night in 
question. However, the Tribunal considered that all these facts 
amounted only to a single incident and came to the conclusion 
that it Avas not justified in saying that this single incident was 
such as to cause the inclusion of the respondent in the hfedical 
List to be prejudicial to the efficiency of the General Medical 
Services. The Tribunal was further of the opinion that “in 
all probability no treatment, whatever it might have been, would 
if administered at the time at which the respondent arris ed at 
the house (or possibly even three or four hours earlierl have 
saved the life of the child" and that “no negligence of the 
respondent in any way' caused or contributed to the death of 
the child.” 

The Tribunal made no order as to the costs of the parties to 
the inquiry. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 
Ihomas Shirley Hele, M.D., FR.CF., Master of Emmanuel College, 
fias been reappointed a Deputy Vice-chancellor of the University for 
:he j'ear 1949-50. 

UNIVERSITY OF LONDON 

A course of s'lx lectures in physiology wai be deUvered by Dr, 
Bernhard Katz at University College, Gower Street, Ixmdon, W.C., 
an Fridays, October 21 and 28 and November 4, 11, 18. and 25, at 
5.15 p.m. His subject is " Transmission of Exdtation in Nerve and 

Muscle.” . .. T A • . 

Dr Charity Wayntouth will deliver two lectures on Technique 
ind Apph'cations of Tissue Culture” at University College on 
Mondays, October 24 and 31, at 4.45 pun. . 

A course of four lectures on " Bacterial Toxins ’ will be delwered 
jy Dr. W. E. Van Heyningen at Universiiy College on Mondays, 
November 7, 14, 21, and 28, at 4.45 pan. t a n 

On Monday, December 5, at SJO p.m.. Dr. G. L. Bromi, Jodrell 
Professor, of Physiology in the University,' n-ill deliver his inaugural 
ecture at Um'versity College. , . j. , „ 

professor V. du Vigneaud, of Cornell University Medical College, 
sill deh'ver a course of three lectures on “The IndispenraMiU of 
KologicaUy Labile Methyl Groups in the Diet and Transmethylanon 
n the Meyerstem Lecture Theatre, Westminster -Medical SchtMl, 
lorsefeny Road, London, S.W., on October 28 and 31 and November 
* at 530 p.m. 

Adroissian to all the above lectures is free, ^thout Uci:et. 
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INFECTIOUS DISEASES AND VITAL STATISncS 

We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended September 24. fNo. 38 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
Spending week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland. * (d) Eire, (e) Northcni Ii^Iaad. 

Figures of Births and Deaths^ and of Deaths recorded under each Infectious dbease, 
are for : (a) The 126 great towns in England and Wales (including I.ondon). 
(b) London (administrative county), (c) The 16 principal towns in Scotland. 
(d)The 13 principal to\vns in Eire. (e)The 10 principal towns in'Northem Ireland. 

A dash —'denotes no cases ; a blank space denotes disease not notifiable or no 
return available. 


Disease 

1949 

1948 (Corresponding Week) 

(a) 

(b) 

(0 

(d) 

(el 

(a) 

(b) 

(c) 

(d) 

(e) 

Cerebrospinal fever 

35 

A 

17 

1 

1 

26 

2 

12 

2 

1 

Deaths 


1 

— 



- 

— 

I 



Diphtheria 

92 

13 

34 

5 

2 

125 

12 

38 

6i I 

Deaths 

2 

— 

— 


1 

• 


— 

— 

— 

Dysentery 

■ 78 

16 

76 




68 

. 22 

49 

1 



Deaths 




— 

— 





— 

Encephalitis lethar^ca. 











acute 

, 4 





] 


— 




Deaths 







' 

- 



Erysipelas 



30 

9 

2 



30 

11 


Deaths 


— 





— 




Infective enteritis or 











diarrhoea undet 2 
years 




136 





29 


Deaths 

30 

4 

7 

8 

■5 

' 22 

1 

14 

3 

— 

Measles* 

659 

50 

18 

25 

30 

2,703 

91 

60 

11 

37 

Deathst 




— 

— 


— 


1 

Ophthalmia neonatomm 
Deaths 

44 

2 

10 


— 

36 

2 

11 



2 

Paratyphoid fever 

23 

2 

2(B) 

7(B) 

KB) 

15 

1 

— 

KB) 

— 

Deaths 

1 

— 


— 

— 

— 




* 

Pneumonia, influenral . . 
Deaths (from influ- 

226 

10 

1 

1 

3 

277 

12 

1 

1 

1 

3 

enzalt 

5 

1 

— 

— 

— 




— 

— 

Pneumonia, primary . . 



118 

8 



17 

117 

10 


Deaths 

113 

18 


6 

6 

120 


2 

6 

Polio-encephalitis, acute 

27 

6 




3 

— 




Deaths 











Poliomyelitis, acute . . 

268 

42 

7 

3 

1 

70 

2 

3 


— 

DeathsS 

■ 12 

1 




4 






Puerperal fever . . 

- 

- 

6 




— 

16 



Deaths 











Puerperal pyrexiall 

88 

'5 

5 


1 

87 

8 

2 

— 

— 

Deaths 


— 





— 




Relapsing fever 


_ 



— 








Deaths 











Scarlet fever 

1,097 

78 

165 

73 

95 

1,068 

70 

216 

130 

38 

Deathst 



1 

— 


— 



Smallpox 



_ , 





— 

— 



Deaths 




— 

— 






Typhoid fever . . 

8 

3 

I 

5 

1 

29 



1 

3 

— 

Deaths 



— 

1 

— 

— 






Typhus fever . . 






— 





— 

— 

Deaths 




— 

— 






\VhoopinR*couch* 

1,061 

39 

47 

43 

34 

2;259 

170 

64 

48 

8 

Deaths 

2 



1 


8 

1 

I 

—2 


Deaths (0-1 year) 

213 

25 

33 

20 

11 

250 

30 

53 

13 

12 

Deaths (e-xcluding still- 








556 

149 

106 

births) 

Annual death rate (per 

3,895 

596 

524 

144 

108 

4,008 

651 

11-2 

9-3 


1,000 persons living) 



10-5 

8-9 





Live births 

7,111 

1061 

800 

382 

244 

7,458 

1166 

885 

463 

223 

Annual rate per 1,000 






17-9 

29-0 


persons living 



16-0 

23-7 





Stillbirths 

187 

\m 

23 



mm 

17 

23 



Rate per 1,000 total 











births (including 

sliUbom) . . 



28 





m 




• Measles and vrboopiog-cough are not notifiable in Scotland, and the returns 
arc therefore an approximation ofliy. 

t Deaths from measles and scarlet fever for England and Wales, London 
(admiaistratu’e county), will no longer be published. ..... 

t Includes primary form for England and Wales, Loudon (aanunistrative 
county), end Northern Ireland. ...... r- ^ 

5 The number of deaths from poUomjxlitis and poUo-cncephahtis for Eoglana 
and Wales, London (administrative county), are combined. 

11 Includes pacrpci^ few for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 

Poliomyelitis 

The total nurtiber of notifications in England and Wales h 
the week ended October I was : poliomyelitis 331 (268), polio 
encephalitis .26 (27). The figures for the previous week ar 
shown in parentheses. These are the highest figures this yeai 
In 1947 figures for (he corresponding week were poliomyeliti 
441, polio-encephalitis 32. 

Multiple cases (poliomyelitis and polio-encephalitis togelhei 
were reported from the following counties; London 44 (48 
Bedford 5 (1), Berkshire 5 (3), Buckingham 2 (I), Chester 4 (T 
Cornwall 8 (8), Dorset 5 (4), Durham 3 (1), Essex 26 (IT 
Gloucester 17 (0), Hertford- 12 (7), Kent 19 (18), Lancaster 4 
(24), Leicester 2 (5), Norfolk 4 (2), Northampton 4 (4; 
Northumberland 6 (13), Nottingham 9 (9), Somerset 6 (7 
Southampton 7 (8), East Suffolk 2 (5), Surrey 9 (11), Eas 
Sussex 5 (1), Warwick 13 (8), Wiltshire 8 (9), Esist Yorks 3 (1’ 
North Yorks 2 (1), West Yorks 38 (19), -Glamorgan 6 (3] 
Monmouth 2 (0). 

Discussion of Table 

In England and Wale's decreases were recorded in the notifica 
tions of whooping-cough 1 19 and acute poliomyelitis 43. Thcr 
were increases in the incidence of scarlet fever 155 ani 
diphtheria 14. 

The local trends of scarlet fever showed only small varia 
tions from the preceding week except in Yorkshire West Ridinj 
where there was an increase of 55. Notifications of diphtheri 
have almost been doubled in the past month ; the chief featur 
of the returns was a rise of 17 in Lancashire (14 of the 2 
cases in, this county were notified in Liverpool C.B.). 

There were only small variations in the local ' trends c 
measles, the largest being an increase of 27 ' in Lancashiri 
The largest fluctuations in the notifications of who^ping-eoug 
were decreases in Middlesex 29 and Essex 30. 

In Durham, Hetton U.D., where 15 cases were reported i 
the preceding week, 17 further cases of dysentery were notifiec 
Other large returns for dysentery were London 16, Lancashii 
16 (Liverpool C.B. 10), Glamorganshire 8 (Cardiff _C.B. 6 
Outbreaks of food-poisoning were notified in Yorkshire Wci 
Riding 55 (Batley M.B. 32, Sheffield C.B. 20)'; Essex 5 
(Southend-on-Sea C.B. 19); and London 34. 

In Scotland there were increases in the notifications of scaiii 
fever 33, acute primary pneumonia 33, and dysentery 22, wil 
decreases in the incidence of whooping-cough 28 and measi! 
22. The rise in the notifications of scarlet fever occurred i 
the western area. Of the 76 cases of dysentery 60 were notifie 
in Glasgow. 

In Eire the notifications of measles were 23 fewer than i 
the preceding week, while increases were reported for scafic 
fever II and whooping-cough 10. The incidence of diarrhoe 
and enteritis remained high at 136 for the whole country ; o 
these, 101 were notified in Dublin C.B. The rise in the notinca 
tions of scarlet fever and whooping-cough was contributed b] 
Dublin C.B. 

In Northern Ireland decreases were reported in the notinca 
tions of measles 10 and whooping-cough 11. The incidenc 
of scarlet fever remained at the high level of the preceding wee 

Week Ending October 1 

Notifications of infectious diseases in England and Wah 
during the week included: scarlet fever 1,305, whooping-coug 
956, diphtheria 76, measles 780, acute pneumonia 313, cerebre 
spinal fever 25, acute poliomyelitis 331, acute polio-encepMli 
26, dysentery 163, paratyphoid fever 24, typhoid fever 12, foo' 
poisoning 553. 


The council of Dr. Bamardo’s Homes announces that tl 
Watts Naval Training School at Elmham, Norfolk, and ir 
Russell'Cotes Nautical School at Parkstone, Dorset, are to 
amalgamated as one establishment under the new title ol 
Parkstone Sea Training SchooL As a consequence ot_ 
change the Watts School will cease to function as a 
centre and will for the time being become a branch no 
for boys. 
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Medical News 


Appointments to Roynl Households 

Dr. J. N. Lorinp has been appointed Apothecary to His 
Majesty’s Medical Household in the room of Sir Frederick 
Stanley Hewctt, who has been appointed Extra Surgeon Apothe- 
cary to His Majesty’s and to Queen Mary's Medica! Households. 
Dr. Loring has also been appointed Apothecary to Queen 
Mary’s Medica! Household and to the Household of Princess 
Elizabeth and the Duke of Edinburgh. Sir James Walton has 
been appointed an E.xtra Surgeon and Mr. Guy Capper Birt an 
Extra Surgeon Dentist to Her Majesty Queen Mary’s Medica) 
Household. AI! the appointments date from October 1. 

Uncsco Book Coupons 

Indiriduals and institutions in ’’ soft currency ” countries may 
obtain book coupons to facilitate bmins books or periodicals 
from the U.S.A., S'S’itzerland. Czechoslovakia, India, and 
France. The coupons have a dollar face value, and may he 
bought svith sterling from Unesco Book Coupons, Book Tokens 
Limited, 2S, Little Russell Street, London, W.C.l. Farther 
particulars may be obtained from the same address. 

Gold Medal 

The South M’ales Institute of Engineers has awarded Dr. 
T. H. Jenkins the Institute Gold Medal for 1948 for his paper 
’’ Medico-mining Aspects of Pneumoconiosis in South Wales.” 
Dr. Jenkins is divisional medical officer for the South-Western 
Division of the National Coal Board. While working as a 
collier in the Garw Valley he matriculated in 1924 and entered 
. the University College of South Wales. He obtained bis B.Sc. 
in mining, and subsequently studied medicine at University 
College Hospital, London, where he took the conjoint diploma 
and London degree in 1938. 

Sir Sydney South 

The honorarj’ degree of M.D. of the University of Louvain 
was conferred upon Sir Sydney Smith, Regius Professor of 
Forensic Medicine and Dean of the Facuity of Medicine in 
the University of Edinburgh, at Louvain on October 10. 

A New Joumal 

The Institute of Laryngology and Otology, Royal National 
Throat, Nose and Ear Hospital, has commenced publication 
of a new'jaurDa!, Annals of the Institute of Laryngology and 
Otology. The Annals will pubh'sh reports of the work of the 
hospital, and contributions are invited from past and present 
members of the Institute. Based as they are on the largest 
hospital in Britain devoted solely to otorhinolaryngology, the 
Annals are an important additipn to medical literature. They 
will appear half-yearly, price 5s. per issue, and are published 
from 330, Gray’s Inn Road, London, W.C.l. 

The American Heart Associafjon’s Jonrnal 

The American Heart Association is to begin publishing in 
January a new official monthly journal entitled Circulation — 
The Journal of the American Hear! Association. With the new 
publication the American Heart Association will terminate 
sponsorship of the monthly American Heart Journal with the 
' December, 1949, number. According to the announcement 
issued by- the American Heart Association, "The needs of the 
members of the American Heart Association and of the medical 
profession in genera! require a larger official journal to keep 
pace with advances in the field of cardiovascular (h’seas«. 
Circulation 'vill be pubfished in a larger format . . . which will 
■ assure accelerated publication of articles, bringiDg valuable 
medical material to the professional reader at the earliest pos- 
sible opportunity.” Dr. Thomas M. McMillan, for some years 
editor-in-chief of the American Heart Journal, will continue in 


that capacity' for Circulation, and it is expected that the asso- 
ciate edilore and editorial board of the older publication nill 
also serve in the same capacities on the new magazine. The 
publishers will be Grune and Stratton, Inc., 381, Fourth Avenue. 
New York, 16. 

Invested with G.C.V.O. 

The King invested Sir Maurice Cassidy with the insignia of 
the G.C.V.O. at his home on October 10. Sir Maurice Cassidy 
was unable to go to Buckingham Palace to receive the honour, 
which, as reported previously, was gazetted in May, because of 
the injuries that he received in a car accident six months ago. 

Photographic Exhibition 

The Royal Photographic Society’s annual exhibition at 
16, Princes Gate, London, S.W.7, includes a number of photo- 
graphs of interest to medica! men. The iiiustralions of the 
pathological specimens of heart and kidney showed the remark- 
able clarity that photography can attain in skilled bands. Much 
depends on adept lighting of the object, as was shown particu- 
larly clearly in five photographs of a man with exophthalmic 
ophthalmoplegia d’lrecVing hts eyes to show the effects of the 
disorder. These photographs are of a quality that deserves 
study by anyone warning to illustrate an article or a textbook- 
The e.xhibition remains open until October 26, 

Periodicals at Special Rales 

The Times has announced that full-time students may now 
buy it for 2d. Inquirers should write to the Manager, Su^crip- 
tion Department, The Times, Printing House Square, London. 
E.C.4. "rbe weeUy journal, the Spectator, is now obtainable b> 
members of the medical profession for the special subscrip- 
tion of £I Is. instead of 30s. a year. Particulars may be 
obtained from the Spectator, 99, Gower Street, London, W.C.l. 

Tuberculous as ludostrial Disease 

’The Industrial Diseases Subcommittee of the Industrial 
Inj’uries Advisory Council is considering whether tuberculosis 
should be a “prescribed disease” under the National Insur- 
ance -(Industrial Injuries) Act for nurses and other classes of 
health workers. “ Prescribing ” a disease in relauon to any 
particular class of person makes the benefits provided under 
the Industrial Injuries Act available to people in that class if 
they are employed under a contract of service and develop 
the disease as a result of their employment. Industrial injury 
benefits are appreciably greater than those obtained under the 
National Insurance Act. Persons and organizations are invited 
to submit written evidence as soon as possible, and in any case 
before December 1, to Mr. F. K. Forrester, Ministry of National 
Insurance, 6, Curzon StreeL London. W.l. «ho will supply 
further informab'on on request 

B.C.G. from Denmark 

The first consignment of B.C-G. to be imported under the 
Ministry of Heafth’s scheme arrived in England by air from 
Copenhagen on October 3, and was sent to the Public Health 
Laboratory at Coh’ndale. Part of the consignment, which con- 
tained 30 ml. of the vaccine, is to be used at the Children's 
Hospital at Sheffield, where some of the stag have volunteered 
to be vaccinated. The arrangements for trying out B.C G. in 
this country were described in the Journal of July 2 (p. 29>. 

Child Health Lectures in Czechoslovakia 

Professor I. C, Spence, Professor of Child Health in the 
University of Durham, is now in Czechoslovakia lecturing for 
the British Council. The Czech Ministry of Health, the Czech 
Paediatric Society, the Czechoslovak-Brilish Medical Society, 
and the Insh’tute of Social Medicine, Charles University', have 
co-operated in arranging the tour. 

Wills 

Dr. Alan Leonard Smith Tuke, of Dunfermline, left £652146 ; 
Dr. George Ezra Halstead, of Bideford, £22^94 ; Dr. Alexander 
McConnell Erskine, of Goole, £18,477 ; and Dr. Percy Kitchin, 
formerly of Bournemouth, £46,847. 
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COMING EVENTS 

Royal Medical Society 

The 1949-50 session of the Royal Medical Society of Edin- 
burgh (7, Melbourne Place, Edinburgh) opens to-day (Friday, 
October 14) at 8 p.m., when Professor A. Murray Drennan 
delivers the inaugural address entitled “Whither Are We 
Going ? ” Further meetings will be held on Fridays at 8 p.m., 
as follows: October 21, Mr. K. Wood, “Clubbing of the 
Fingers ” ; October 28, Sir Philip Manson-Bahr, “ The Dawn 
of Tropical Medicine (The Life and Work of Sir Patrick 
Manson)”; Nove.mber 4, Mr. C. W. Mercer, “The Aetio- 
logy and Treatment of Ulcerative Colitis”; November 11, 
Mr. R. C. Tyldesley, “ Unorthodox Healing — ^An Assessment .” ; 
November 25, Mr. A. H. Duncan, “The Aetiology of Neo- 
plasia”; December 2, Mr. J. J. MacCabe, “Disseminated 
Sclerosis ” ; December 9, symposium on “ Pyrexia ” ; January 
13, dissertation by Mr. I, B. Tail; January 20, Mr. D. W. 
MacLean,- “ The Handicapped Child ” ; January 27, Sir Hugh 
Cairns, “Head Injuries”; February 3, Mr. J. B. Mcvidiinnie, 
“Physique, Diathesis, and Temperament ” ; February 10, 
dissertation by Mr. L. R. Roberts ; February 17, Professor 
Walter Mercer, “ Manipulative Surgery ” ; February 24, Mr. 
A. Fraser Darling, “ The Nature of Cutaneous Sensation ” ; 
March 3, Sir Edward Mellanby, F.R.S., “Widespread Nerve 
Degeneration due to Abnormal Bone Growth — An Experi- 
mental Investigation ” ; March 10, valedictory address by the 
senior president. The presidents’ annual dinner will be' held 
at the Royal College of Physicians of Edinburgh, Queen Street, 
Edinburgh, on Thursday, No'vember 17, at 7.15 for 7.30 p.m., 
when Sir Alexander Fleming, F.R.S., will be tbe guest of 
honour. The annual extraordinary general meeting of the 
society will be held on Wednesday, March 15, at 7 p.m. 

Hunterian Society 

The programme of the Hunterian Society for the 1949-50 
session is as follows ; October 17, 7 for 7.30 p.m., dinner- 
meeting at Talbot Restaurant, 64, London Wall, E.C., .presi- 
dential address by' Dr. William Thomson Brown on “ Balance ” ; 
November'21, S.SOT-tnv at Society'of Apothecaries of London, 
Black Friars Lane, Queen Victoria Street, E.C., discussion, 
“ That Alcohol has Contributed more to the Happiness than 
to the Misery of Mankind,” proposed by Dr. John Y. Dent 
and Dr. Desmond Curran and opposed by Dr. Henry Yellow- 
lees and Mr. Archibald Crawford, K.C. ; December 5, 7 for 
7.30 p.m., dinner-meeting at Talbot Restaurant,- discussion, 
“ The Assessment of Surgical Risk,” to be opened by Sir Horace 
Evans, Dr. Frankis T. Evans, and Mr. A. Lawrence Abel;' 
January 16, 8.30 pan,, at Mansion House, London, E.C., Hun- 
terian Lecture by Professor Ren6-A. Gutmann (Paris), “The 
Early Diagnosis of Gastric Carcinoma ” ; February 16, at 
Grosvenor House, Park Lane, London, W., annual dinner ; 
February 27, 8.30 p.m.,' at Mansion House, Hunterian Oration 
by Dr. Daniel T. Davies, “ John Hunter, the Man and his 
Message”; March 20, 7 for 7.30 p.m., dinner-meeting at 
Talbot Restaurant, discussion, “ Modem Trends in the Diag- 
nosis and Treatment of Pulmonary Tuberculosis,” to be opened 
by Dr. Geoffrey Marshall and Mr. T. Hoknes Sellers ; April 17, 
7 for 7.30 p.m., annual general dinner-meeting at Talbot Res- 
taurant, followed by a demonstration of hypnotism by Mr. Peter 
Casson. 

Edinburgh Lectures 

In connexion with the postgraduate courses in medicine and 
surgery the Edinburgh Postgraduate Board for Medicine has 
.arranged a series of open lectures on subjects of wide biolopcal 
interest to be given on Tuesdays, at 5 p.m., during the winter 
term in the Anatomy Lecture Theatre, Edinburgh University 
New Buildings, beginning on October 25. All students and 
graduates are invited to attend. Details will be published under 
'■ Societies and Lectures ” in the Journal. 

Forensic Mcdldae Congress 

The Third Congress of the'lntemational Academy of Forensic 
and Social Medicine will be held in Cairo on March 21-26, 
1950. 


Institute of Diseases of the Chest 
A ceremony to mark the opening of the new premises of the 
Institute of Diseases of the Chest (British Postgraduate Medical 
Federation) in the grounds of Brompton Hospital, -Fulham Road. 
London, S.W., will be held on Wednesday. October 26, at 
■3 p.m., when inaugural addresses will be delivered by Sir John 
Anderson, chairman of the Governing Body of the Federation, 
Sir Francis Fraser, director of the Federation, Sir Robert A. 
Young, chairman of the Board of Governors of the Hospitals 
for Diseases of the Chest and consulting physician to Brompton 
Hospital, and Dr. S. Roodhouse Gloyne, consulting pathologist 
to the London Chest Hospital. 

London Hospital Old Students’ Dinner 
The London Hospital Old Students’ Dinner will be held at 
the Trocadero Restaurant, Piccadilly Circus, London, W., on 
Thursday, October 27. Tickets, price £1 Is., can be obtained 
from Dr. R. R. Bomford, 6, Devonshire Place, London, W.l. 


SOCIETIES AND LECTURES 

Friday' 

Roval Medical Society, 7, Melbourne Place, Edinburgh.— Octoki 
14, 8 p.m., "Whither Are We Going?” Inaugural address b) 
Professor A. Murray Drennan.' 


Monday 

HuimBRiAN Society. — At Talbot Restaurant, 64, London "Wall, E.C., 
October 17, 7 for 7.30 p.m., dinner-meeting; " Balance," Presiden- 
• tial address by Dr. William Thomson Brown. 

iNSTiTifTB OP Larysgology AND Otology, 330-332, Cray’s Inn Road, 
London, W.C. — October 17, 2.30 pan., *' Tumours of the Post-nasal 
Space,” by Mr. F. C. W. Otpps. 

London University. — At University College, Gower Street, London. 
W.C., October 17, 5.15 pjn., " The Structure of Peripheral Nerve," 
by Professor J. Z. Young. 

Tuesday 

Institute of Laryngology and Otology, 330-332, Gray’s Inn Road. 
London, W.C. — October 18, 2.30 p.m., " Malignant Diseases ant! 
Radiotherapy," by Mr. W. A. Mill. 

Royal College of Physicians op London, Pall Mall East, S.W.- 
October 18, 3 p.m., " Individuality in Medicine," Harveian Oration 
by Dr. Geoffrey Marshall. 

Society .FOR the Study .of. Addiction. — At .Medical. ;Socitty, of 
London, 11, Chandos Street, Cavendish Square, W., October Is. 
4 p-m., " The Problems for Research in the Study of Addiction, 
Presidential address by Professor F. L. Golla. A discussion wH 
follow. 

AVednesday 

Glasgow Univfrsity: Department op Ophthalmology. — October 
19, 8 p.m., ■' Tobacco Amblyopia," 'hy Dr. R. Leishman. _ 

, Harveian Society of London. — At King’s College Hospital Medics 
^hool, Denmark Hill, S.E., October 19, 4.15 p.ni., Qm'W' 
meeting. ' .r.t. . 

London University. — At University College (Anatomy Tneairci. 
Gower Street, W.C.. October 19, 5.30 p.m., " Growth and Repro- 
duction of Bacteria," by Sir Paul Fildes, F.R.S, 

North-East Metropolitan Regional Tuberculosis Socied.- 
October 19, 2.30 p.m., visit to Ware Park Sanatorium, IRm 
" Resection of the Lung for Pulmonary Tuberculosis,” by Mr. 0. s 
Tubbs. - ' . J 

Royal Institute of Public Health and Hygiene, 28, Portuno 
Place, London, W. — October 19, 3.30 p.m., " The Present Posnian 
of Diphtheria Immunization," by Dr. W. W. King-Brown. . 

Society of Radiographers. — At Royal College of hw]™- 
(Cowdray Hall), 1a, Henrietta Place, Cavendith Square, Lonoon, 
W., October 19, 6.30 p.m., "The Radiography of 
Children," Stanley Melville Memorial Lecture by Dr, C. G. 


Thursday 

British Institute of Radiology, 32, Welbeck Street, London, v. 
October 20, 8.15 p.m., disemssion: " Instrumenlril Aids t" 
nostic Techniques." Speakers: Dr. T. H. Hills, Mr. H- 
Stanford, Dr. G. R. Airth, and Mr. E. D, Ormerod. . 

Edinburgh Clinical Club. — ^In B.MjV. Rooms, 7, Drumsnejs 
Gardens, Edinburgh, October 20, 8 p.m., opening meeting oi o ■ 
" Discussion on the Problems of Married Life," by Revereno ' • 
Tindal and Dr. W. P. Kraemer. 

Institute op Urology. — At Royal College of Surgeons of 
Lincoln’s Inn Fields, London, W.C., October 20, 5 p m., ■. 

Conservative Treatment of Hydronephrosis," by Professor v. 

London University. — At Um'vcrsity College (Anatomy 

Gower Street, W.C.. October 20, 5.30 p.m., " Growth and Hepro 
duction of Bacteria," by Sir Paul Fildes, F.R.S, Pnrthnd 

Royal Society of Tropical Mboicinb and Hvgie.ve, 26. ion 
Place, London, W.— October 20, 7.30 p.m., " Tropical o^di 
a Career," Presidential address by Professor H. E. Snorll. 

St. George’s Hospital Medical School, Hyde Park w 
London, S.W.— October 20. 4.30 p.m., Icctnrc-demonstratii’i 
“ Neurology," by Dr. D. J. Williams. 
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Friday 


^'^^■*-7''' Collcw of Surgeons of 
Englanil. Lmcoln's Inn Fields, London. W.C., October 21 !“> 

p.m.. Dingnosis Section meeting, "The Value of Tannic’ Acid 
Barium Enema in Colonic Invesiigniion." by Dr. J. H. L. Conway- 
Huglies: " The Caines of Failure Alter Gastrectomy ior Peptic 
Llcer. b> Dr, C. N. Fuivcrl.Tft ; " The 'X~rav Appearances of 
Aeiiutrcrl Collapse lAicleciasis) oj the Vpper'tobes,'' by Dr G. 
Simon. 

IssTinrrE of Physics: Industrial SrECTROscorv Group.— At 47. 
Bcl5r«T''c Sfjuarc, London. S.W., October 21, 4 p.m.. annual general 
mc^ing: Physict^l ^fethods in the Forensic Loboraiory*' by Dr. 
F. G. Tr>nom. 

Lovpov Universitv’. — A t University College, Gower Street, London, 
W.C., October 21, 5.15 p.m., “ Transmission of Excitation m AVrve 
end i\fnsclc,” by Dr. Bernhard Katz. 

Los'dov UM\XRStTV. — At University College (Anaiomy Theatre), 
Go^'er Street. W.C.. October 21, 5.20 p.m., '‘Growth and Repro- 
duction of Bacteria." bv Sir Paul Fildes, F.R.S. 

Royal Isstjutix of PtiabsopHY, 14, Gordon Square, London. W.C. 
* — October 21, 5.15 p.m., ’* RusseiTs Theory of the Extemaf World," 
by Profc5«or H. H. Price. 

Roy\l Medical SociErn’, 7, Melbourne Place, Edinburgh. — October 
21. S p.m., *' Ciubbine of the Fitii;crs." bj Mr. K. Wood. 

West London- MFnicO'CHiRL’RGiCAL Socjety.— A t South Kensington 
Hotel. 41, Queen's Gale Terrace, London. 'S.AV., October 21, 
7.J5 p.m. for 7.20 P.m., dinner: S.20 p.m.. "The Dramatic in 
Gxnaccofo^y and Obstetrics'' Presidential address bv Mr. V. B. 
Grccn-Armytage, 

Safu rdai 

BjoaiE'iJCAL SociErip-. — At Biochemistry Department, King's College, 
Strand, London, W.C., October 22, 2 p.m., 280th meeting. 


APPOrNTMEvVrS 

Df. Herbert Kent, formerly Fellow in PhA-sical Medidne and 
Rehabilitation of ihe New York University, Bellevue Medical Center, 
and National Foundation for Infantile Paralysis, has beert appointed 
Cbkl of Pbystcnl Medvdne Rcbabilvtation ai the Veterans 
Administration Hospital, Indianapohs. 

The Secretary of State for Scotland has. appointed Dr. Catherine 
Haldane Stobie Bepg to be a Deputy Commissioner of the General 
Board of Control for Scotland. 

Dr. Begg graduaied M.B.. Ch-B at CU$go« Uni'enny in 1932 and has held 
an^oiniments in Glasgow Ro,'al and Westem Iniirmaries, Glasgow Southern 
General Hospti^, and s-arious mental hospitals She is at present Senior Medical 
Officer at Stonejetw .Mental Haipual, Chigoe . 


Cotral CoesaL for Health Eoucatiov — The followine appointntenti 
hate been announced: D(rut\ to the Medical id'isee ard Secretary, L. J. H. 
Burton. M.R.C.S.. L.R.C.P . D P H . 4stHMnf. Anne F Burgess, M.B.. Ch.B. 
L.D.S. 


Kelsov. Ivas 0 . Ch B . D.P.H.. Deputy Medical Officer orKcalih, 
County Borough of Dei*sbur>’. 

Rafitry. Ulus, M.R.C.S . L R C P , _M.M.S.A . M R.C O.G.. ./Usiswm 
y/silifig CsTTJccotcsisi flad Obstetnaan, King Edward VIJl Hospital, Durban, 
South Africa- 


Ru'NAs'tLL Hospital, near ^^»c^.ford, Esses — Clinical Research Fell^’.P. 
Macdonald Tow, B.S. Serinf Fc^tsirar. M. G. Valentine. M.D.. D.P.M. 

Stewart, R. H- NL. M.D • Assistant Senior Medical Officer, .Manchester 


Regional Hospital Board. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Bhek . — On October : I9S9 SI Dunfermline, to Hilda (nec Murra,). wife of 

3. Murray BlacR. T.R.C.SEd . a daustiur . , , „ 

rnruwn.— On September 6. 59«. at DoMte. ts!e a I Mum la Frs^a In.c 
Wright), wife of Dr. J. H Ferguson, a brother for Frances. EIizab..tb, 
and Robert — George Wnghi „ ttui.r-rf 

NliIIs---On October 6. 1949. to Margaret iane. M.B.. D.A.. tsifc of Wilir.d 
.Mills. F.R.C.S.. a son. 

.ttARRIAGES 

a;ni7.-\VWtal.er.-On September IT. 1949. at Ev, ell. Surrey. Suis'on Limten- 
anl-Contraardcr George Aeeasius Bums. R.N . of Lciresicr. to Joan Wliilaker. 

deaths 

A,ute»aIt-On October T. 1949. at Heswa'I. Cheshire. Joan Fullerton Aspm- 

wall. M.R.C4,.. L.R.C.P.. aged i b np w 

BeolJO.— on Scpicmber :6. 1949. Harold Bcntlcs. M.R.C.S.. L-K.C.P., late 

Fori-^^^OctoberT IWS. at 2. Dcrecnl Road. Eastbourne. Frank t^bb 
Ford. M.R.C.S.. L R.C.P.. late of Wimbledon and I^ibcrfield. aKd m. 
Freeman.—On September 29. 1949. Harr,- Freewan. F.R,C.S,. M.M.S,A., of 69. 

' V‘’i949 in London, .\faior Greenoood. D.5e.. 

Gr«Dttooi-^n Octobg 1545 Church Bill. Lcughton Essee. aged 69. 

sfpiemb^ 26. 1949 at ■’g Xb 

4„?risrse»; if «?|-e ^ Adderbury. Oeon. 

PrentS”^ fn 'lemember 19 1949 in hcpiial. John Stuart Premtee, M.B.. Ch.B. 

’ 1949. Geoffrey Commelinc YW.lbams, O.B.E.. 

"-'.LR^’sf L.R C ™ D P.H.'. of 6. Belbrougbton Road. Otfotd. 


Any Questions ? 


Correspondents should give their names and addresses (not }or 
piibltcation) and tncUtde all relevant details in their questions, 
sehicb should he typed. IVe publish here a selection of those 
questions and answers which seem to be of general interest. 

Trachoma 

Q. — fVhat is the cause of trachoma? How useful are the 
stilphonaniides and antibiotics in the treatment of this condi- 
tion ? Where are the best articles to he found concerning the 
disease in all its aspects ? 

A . — h is now generally agreed that trachoma is due to a 
virus infection, Ihe virus being one of the large-sized variety. 
The mode of iransmission—for example, the question whether 
the virus is louse-borne — is still in dispute. As with the other 
infections due to large-size viruses, the sulphonamides have 
proved of great value. The place of penicillin in the treat- 
ment of trachoma is still uncertain. WTien the sulphonamides 
are used it is advisable to eradicate secondary infection by 
a course of sulphonamide systemfca/ly. The trachoma itself 
appears to be readily amenable to local sulphonamide therapy, 
which may have to be continued for several months. Daily- 
painting with 30°o sodium sulphacetamide, and the use of an 
ointment of 6% of the same drug three or four times a day, 
give good results. It is advisable to eradicate as much of the 
infective material as possible by mechanical means such as 
expression before starting on local therapy. In old-standing 
cases eradicating a virus infection does not, of course, over- 
come mechanical distortion of the lid from shrinkage of tissue. 

The best account of modem teaching is the Aetiology of 
Trachoma by L. A. lulianelle (Oxford University Press, 1938). 
Trachoma, by A. F. MacCallan fLondon. Butterworth & Co., 
1936), is also useful, especially for the older teaching. An 
account of the use of sulphonamides in trachoma is contained 
in a paper on the treatment of trachoma by Arnold Sorsby 
in the British Journal of Ophthalmology (1945, 29, 98). 

Hyoscinc for Sea-sickness 

Q . — A family consisting of the parents and two children, 
aged 4 and 2, are travelling to South Africa. What would be 
Ihe appropriate dose of hyoscine in each case ? Should it be 
started before embarkation ? How long should it be con- 
tinued, and are there any side-effects? 

A. — Presumably the hyoscine is intended to prevent sea- 
sickness. If so, an adult should take a daily dose of ! < 100 gr. 
fO.65 mg.) of hy oscine hydrobromide. One dose daily is enough. 
taken in the morning. A child of 4 should take one-fifth of 
this dose, and a child of 2 one-tenth. There is no need to start 
taking the drug before embarkation. It can be continued 
throughout the voyage. The only reaction is some dryness of 
the mouth. 

Prostatectomy and Sexual Potency 

Q . — What is now considered the most satisfactory surgical 
approach in prostatectomy ? What is the effect of the opera- 
tion on the sexual life of an olhemise healthy male of middle 
age, particularly in relation to potency and libido, power of 
erection, emission and efaculation, orgasm, spermatogenesis, 
and ability to procreate? 

A. — Potency and libido are not usually affected by prostat- 
ectomy in a healthy middle-aged male. Many of the patients 
undergoing prostatectomy have already ceased to have coitus, 
but Tbomson-Walker found that, among males of all -ages, no 
difference was observed in sexual power in 67% ; 20% suffered 
subsequently from a gradual loss of vigour: and 13°', became 
impotent. Ejaculation does not usually occur after enuclea- 
tion of the prostate, the semen passing back into the bladder 
and being voided in the next specimen of urine. In spile of 
this the patient has an orgasm. It is usually said that sterility 
follows prostatectomy, but the writer has known two or three 
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cases in which the wife has conceived after her husband has 
been subjected to prostatectomy. If it were not for the fact 
that the wives of most men undergoing prostatectomy are 
themselves past child-bearing age, siich cases would probably 
be more numerous. It must be remembered, however, that 
many surgeons divide the vasa in order to reduce the incidence 
of post-operative epididymitis, and that this leads to sterility. 

It cannot be said that any one technique of prostatectomy is 
recognized as being superior to all others. What form of 
operation is carried out will depend on the state of the patient 
and on the surgeon’s persona] opinion. Retropubic prostat- 
ectomy and the Harris technique are both excellent operations 
for certain patients, but they should not be used as routine 
measures. 

Coronary Thrombosis and Air Travel 

Q . — Are there any objections to air travel for patients with a 
history of coronary thrombosis some years ago ? ' 

A. — ^Provided oxygen is used for flight above 10,000 feet 
(3,000 metres) there should be no greater risk to a subject well 
recovered from a coronary thrombosis in this mode of travel 
than in any other, and fatigue is likely to be considerably less. 

Thrombophlebitis Migrans 

Q .' — What is the treatment for repeated attacks of thrombo- 
phlebitis over a period of IS months involving the superficial 
veins of arms and legs in a woman of 48? The erythrocyte 
sedimentation rate is 11 mm. in one hour, and the blood pres- 
sure 146190 mm. Hg. She has no infected teeth or gall-bladder 
infection. Section of an infected vein has shown well-organized 
thrombus. Sulphonamides, large doses of vitamins, and the 
usual treatment for phlebitis have been unsuccessful. What 
further treatment could be tried, and what is the prognosis? 

A. — ^This patient seems to be suffering from thrombophlebitis 
migrans, although the usual associated pyrexia and low blood 
pressure seem to be absent. Dicoumarol is very useful in this 
rebellious complaint, and should be administered so as to keep 
the prothrombin time double the normal and persisted in for 
three to six months. The condition is as a rule not disabling, 
and the patient should, if possible, be ambulatory ; this can be 
attained by supporting the legs with elastic bandages. A long 
holiday in a warm place is often beneficial. The disease is not 
usually dangerous and burns itself out in time, but rarely it may 
progress to a malignant thrombophilia in which the largest 
vessel's may become involved and even arteries be blocked, with 


NOTES AND COMMENTS 

Enlarged Liver after Amoebic Dysentery. — Dr. C. F. J. Ckoppfc 
(Ronkswood,- Worcester) writes: I should like to submit some com' 
ments on the answer to the query entitled “ Enlarged Liver after 
Amoebic Dysentery ” (•' Any Questions ? ” August 20, p. 44S) g 
appears to me that the writer was presented with a common, and in 
this case simple, problem to which he himself provided the solution 
by his demonstration of the regression of an enlarged liver beginninc 
during the course of emetine injections. The history of amoebic 
dysentery and the response to this infallible therapeutic lest can 
surely leave little doubt about the diagnosis. Incidentally, in general 
exprerience leucocytosis is frequently absent in amoebic hepatitis. 
There is no mention, either in the query or in the reply, of sigmoido- 
scopy. It is disturbing to find so essential a diagnostic procedure 
ignored in this way. If this neglect of sigmoidoscopy is widesprc.td, 
innumerable cases of amoebiasis originating in both world wars are 
certainly being missed. (I use the word “ both advisedly, sin« 
more than one case has come to light in this hospital which hat 
remained undiagnosed and untreated from the 1914-18 war; these 
have been diagnosed purely on sigmoidoscopy appearances.) Whibi 
in no way belittling the significance of stool tests, it needs to be 
stressed that only the select few with long apprenticeship can identih 
cysts with competence, and in any case the chronic patient so often 
yields negative results. Hand in hand with microscopy should go 
sigmoidoscopy, the technique and interpretation of which can readily 
be taught. This strangely neglected instrument frequently gives in 
few moments a certain answer in the search for amoebiasis. 
Physicians handling cases potentially infected with this disease should 
have indelibly printed on their minds the picture of the tiny wart-likc 
projections, aptly likened to colonies of pneumococci on blood-agar, 
which are the commonest lesions of chronic amoebic dysentery 
(Lancet, 1945, 2. 460), In the tropical section of this hospital, in 
the first six months of this year no less than nineteen cases with nega- 
tive stools but with dysenteric symptoms were revealed by the 
finding of these “ pin-point craters." In the great majority of cases 
both symptoms and lesions cleared up with anti-amoebic treatment. 
There Is, in my opinion, no answer to the problem of amoebiasis in 
this and many other countries except the adoption of sigmoidoscopy 
as a simple out-patient procedure. 

Wax in the Ears. — Mr. F. K. Hayman (Sharnbrook, Bedford) writes; 
Your correspondent {“Any Questions?” October 1, p. 767) asks 
about any prophylaxis against wax in the ears. I have found that 
a good deal of so-called wax is composed of bits of hair, dandrufl. 
ordinary dust, etc., bound together by soap — shaving or toilet— 
insufficiently rinsed off, and probably pushed in by the towel. 1 
have often found a soapy turbidity in the water used for syringing, 
and have cautioned such p.itients not to allow soap to enter the 
meatus if possible, and in any case to rinse about the cars very 
thoroughly. 


consequent cardiac damage or loss of limbs. 

Quinine Test of Liver Function 

Q. — / have seen a reference to an article by Pallardo on the 
quinine test for liver function, for which he claimed good 
results. / should be grateful for details of procedure, the 
field of application, interpretation of results, and relative merits 
compared with other liver function tests. 

A. — The quinine test, for liver function was described by 
Pallardo in 1947 (Sent, med., 54, 721), and depends on the 
detection of quinine in the urine after oral administration of 
the drug. Quinine sulphate 0.2 to 0.25 g. is given to the 
fasting patient. The urine is collected at 30 minutes, two 
hours, and 12 hours afterwards. The three specimens of urine 
are tested for quinine with the Tanret reagent, which is pre- 
pared as follows. Dissolve 1.35 g. of mercuric chloride in 
25 ml, of water, add to this solution 3.32 g, of potassium iodide 
dissolved in 25 ml. of water, then make the total solution up 
to 60 ml. with distilled water and add 20 ml. of glacial acetic 
acid to the mixture. After the Tanret reagent is added a posi- 
tive reaction is indicated by the development of turbidity. 
Normal subjects give negative reactions under these conditions. 

The lest is positive in the urine from a high proportion of 
cases of liver damage, irrespective of the cause, although occa- 
.sional negative findings are also recorded in conditions such as 
cirrhosis and infective hepatitis. The test may also he positive 
in cholecystitis and hepatic carcinomatosis, which would appear 
to limit its value in differential diagnosis. The author claims 
that it is a sensitive index of liver damage. 


Dichloraccfylcne Poisoning. — Dr. C. F. Scurr (London, S.W.) 
Writes ; Your answer upon this subject (“ Any Questions ? ” Septem- 
ber 24, p. 717) is incomplete. Had the question been referred to an 
anaesthetist instead of an industrial toxicologist a more , adequate 
answer would have been given. Dichloracetylene is a product ol 
the decomposition of trichlorclhylene with alkali under certain condi- 
tions — e.g., by soda lime in a closed-circuit anaesthetic appariituv 
A detailed account of the toxic effects and necropsy findings is gi'cn 
by Humphrey and McClelland (British Medical Journal, 1944, 1. M.i 
and by Carden (ibid., 1944, 1, 319). 


Correction 


Dr. Sidney G. Hamilton (Woolacombe, N. Devon) writes iba' 
in his letter on “ Antihistamine Drugs in General Practice ” C‘ Poij'is 
from Letters,” October 1, p. 760) the words “ phenacclin and codeine 
compound ” in the seventh line from the end of the paragraph 
should read “ pyranisamlne maleate.” 
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THE JIINISTER’S PRESS CONFERENCE 

Nothing startling or novel came out of the Minister's Press 
Conference, reported on another page. On- the subject of 
general practitioner remuneration it is useful to have had the 
Minister's assurance, in regard to the Ministry's survey of 
incomes, that he “would like to have the facts agreed with 
the profession.” although he added his own impression that 
the evidence showed " that Spens has been more than 
honoured." The Minister made some other points which were 
interesting and have been noted. Some who were present at 
the Conference remarked afterwards on the pains the Minister 
was at to distinguish between the Health Service and the 
National Insurance Scheme. He spoke about “ misunderstand- 
ings." and said that " many people still assume that the 
National Health Service is financed by the weekly contribu- 
tions to National Insurance." This led to abuse through people 
being determined " to have their money's worth.” He appealed 
to the Pre.ss to disabuse the public of these erroneous beliefs. 
Tbe B.M.A. foresaw that this might happen and has been 
stressing the point for over a year. Tbe same to a lesser 
extent is true of the Minister's appeals to the public to use 
the Service with restraint. It is true that he has made such 
appeals from time to time, but they have been so closely 
associated by a section of the Press with glowing advertise- 
ments of the " free ” benefits to be obtained under the scheme 
that it is small wonder that less attention has been paid to 
them than might have been expected. Once again the B.M.A.. 
at some cost to itself both in money and unpopularity (which 
these days seem to attach to anyone suggesting a damper on 
■ public extravagance), took the initiative. 

What are the facts 7 So far back as May, 1948, the B.M.A. 
Public Relations Department was issuing leaflets for distribu- 
tion to the public which inter alia pointed out that only lOd. 
out of the ma/e worker's weekly contribution of 4s. lid. would 
go to the Health Service, adding that ten-elevenths of the total 
money paid in respect of any one worker would go to the cash 
benefits of insurance. Two months Inter the Associntion issued 
an illustrated folder, " The New Health Service and You. 
Of this leaflet, copies of which were sent direct from B.M.A. 
House to all doctors who applied for them. 250,000 were 
printed and distributed in August, and in September a further 
300,000 were printed. By the end of October altogether nearly 
half a million copies had been asked for and distributed. This 
folder pointed out that the public as well as doctors, other 
professional people in the Service, and the Government had 
" a part to play in making the Service a success, adding that 
“ if there is * a run ' on the surgery' just because the Service is 
‘ free-at-the-time,’ doctors will be unable to give as much atten- 
tion to each patient as they would wish. No one can give 
his best if he is overworked.” 

In the same month posters were prepared and issued for 
display in surgeries, executive council offices, and elsewhere 
appealing to the public to help the doctor to make the best 
use of his time by sending in requests for home visits early 
in the day. Finally, early this year, after a Gallup Poll under- 
taken at the request of the Association had shown the public 
still widely , believed that most of their weekly contributions 
were going to.the Health Service, the Public Relations Depart- 
ment again embarked on a widespread poster and leaflet 

campaign. 

Would it have been impossible for the Ministry of Health 
and the Ministry of National Insurance to have' done all this 


themselves and made the Association's publicity efforts unneces- 
sary ? The Ministry of Health has its own publicity machinery, 
and if that is not sufficient it has access to the services of the 
Central Office of Information with all its grandiose apparatus 
of mass publicity through Press advertising, e.xhibitions, films, 
posters, and so on. One can think of many campaigns indulged 
in by the Central Office of Information which might seem to 
an outsider to have had less public justification than the work 
of public enlightenment about the Health Service which the 
B.M.A. has carried through at its own cost. One recalls the 
32-page booklet which the Ministry of National Insurance- 
before its part in the scheme began — pushed through the letter 
boxes of every household in the country, making use of his 
Majesty's mails and postmen to do so. So far as mechanics 
go, the Government would have had no difficulty in getting 
across to the public a year ago the appeals for restraint and 
avoidance of “ misunderstanding ” which the Minister made 
last week. 

Why was this not done? Was it that the Government was 
afraid, as many Governments may be afraid, to put the 
emphasis on duties as well as on rights 7 Or was it that the 
Government knew that the increased rate of weekly contribu- 
tions was bound to be unpopular and was at least not averse 
from allowing the public to believe that the increase was due 
to what the Health Service generally and ■ the doaors " in 
particular were costing 7 

Changes in the Use of Hospitals 

It does not always happen that one is able to commend 
important passages in a Ministry circular. But there has just 
been issued to regional hospital boards a circular fsee p. 1681 
which is obviously on the right lines — though it may be 
justly said that it does not travel far enough along them. 
In discussing changes from general practitioner (cottagei 
hospitals to specialist hospitals, the circular states ; “ The 
Minister . . . would ask regional hospital boards to make 
sure that in carrying out their plans they are not depriving local 
patients of a valuable feature of the general practitioner (cottage! 
hospital. ... It is. in the Minister's view, very valuable for the 
general practitioner service of the district when the family 
doctor has access to beds where patients of this type can be 
in his charge and he knows be can readil.v call upon the services 
of a consultant for a second opinion, and it is essential if the 
level of general practitioner medicine is to be maintained that 
the interchange of ideas between general practitioners and 
specialists should be fadlitated by such consultation and by 
informal contacts on the occasion of regular visits from con- 
sultants to general practitioner hospitals. If such arrangements 
can be supplemented by the offer of a number of 'clinical 
assistantships ’ to general practitioners as part of a team in the 
district general hospital so much the better, but in the Minister's 
view the latter is not a substitute for the former, and if the 
result of reorganization is to deprive general practitioners of 
charge of hospital beds something valuable has been lost." 

bn tbe question of general practitioner maternity hospitals 
the following advice is given ; “ It has been the general practice 
to have obstetricians in charge of maternity departments and 
maternity hospitals. WTiile recognizing the merits of this policy 
in the large unit where teaching and training is undertaken, 
the Minister feels that he shoulti remind boards that, in the 
smaller types of maternity unit booking normal cases, staffing 
must necessarily vary. 3\'here, in the larger of these, selected 
general-practitioner obstetricians have been in charge in the 
past, boards should carefully consider the position before altert 
ing the nature of the services provided and should be cautious 
about depriving general-practitioner obstetricians of the charge 
of maternity beds." 2334 
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THE FIRST YEAR 

MR. ANEURiN BEVAN’S REVIEW 
The Minister of Health presented to a Press Conference on 
October 6 a review of the first year of the National Health 
Service. Great interest was taken in the occasion, and the 
pressure on Whitehall accommodation was such that some 
foreign and colonial correspondents had to be excluded. 

Mr. Bevan began by saying that the launching of the Service 
had been accompanied by so much controversy, by emotions 
ranging from outright enthusiasm to destructive criticism, that 
it was thought well in the interests of the country to review 
the experience up to now, and to try to present a complete 
picture of what was going on. There was always the danger 
that such a picture might be obscured by sectional interests. 
One year was a short time in which to judge so great an experi- 
ment, but certain provisional judgments could be made. Pessi- 
mists had said that the Service would give rise to abuses, but 
after all it was a prerequisite of behaviour that people should 
be allowed to behave — should be given the opportunity of 
behaving — and from a study of such behaviour any necessary 
redirections might be made. It was true that there had been 
certain abuses, but on the whole the transition from the old 
system to the new had been accomplished with great smooth- 
ness, and he desired to pay his tribute to all concerned in such 
transition. 

A Transferred Expenditure 

The cost of the N.H.S., Mr. Bevan continued, must be 
regarded as a gigantic change-over from the private pocket to 
the public purse. In other words, the expenditure was not an 
addition to the total expenditure on health, but a transferred 
expenditure from the individual citizen to the nation. It was 
not the case, as was assumed by many people, that the cost was 
an additional burden. The people had been relieved of the 
necessity of making payments when in need of medical or other 
care, and the cost of payment for the whole “apparatus” — 
doctors, dentists, chemists, nursing, maternity — was laid upon 
the community as a whole. It was largely a redistribution. 
Various guesses had been made about what was spent on vari- 
ous health services by citizens on their own account before the 
Service started ; it was probably more than .£250 million. 

Here he drew attention to an unfortunate confusion of 
language. There were the National Insurance Act, the National 
Health Service Act, and the former National Health Insurance 
scheme, and people seemed to assume that the N.H.S. was 
financed by the weekly contributions to national insurance. All 
that had happened was that the N.H.S. inherited that part of 
the old National Health Insurance contribution which rvas set 
aside for medical benefit, and which amounted to about £40 
million a year ; the remainder of N.H.S. expenditure fell upon 
national and local taxation. 

No Army of Bureaucrats 

Most of the administration was voluntary, and of this service 
there was no lack ; the difficulty had been one of selection. To 
the members of governing boards of teaching hospitals, regional 
hospital boards, hospital management committees, local execu- 
tive councils, and other bodies the administration had been 
entrusted. It was not run by an army of bureaucrats: It was 
this which accounted for the low administration costs — between 
2i and 3". of the total expenditure. This was made possible 
by the devoted service of 12,000 men and women drawn from 
.ill sections of the community. There was a central organiza- 
tion. but the bulk of the administration was pushed out to the 
periphery. The Central Health Services Council, whose func- 
tion was to advise the Government on the various aspects of 
the Service, was very largely technical in character. Conditions 
of service and salaries were entrusted to Whitley Councils. 

“ It is obvious that a sen’icc of this sort, which provides free 
medical attention and drugs, is open to abuse both by those giving 
the service and those receiving it. But no abuse can arise unless it is 
connived at by two people — a member of the profession on one side 
and the patient on the other. When charges of abuse arc made it 


must be recognized that they are made, not against the administration 
but. against -some professional person who may have succumbed to 
the importunities of patients. There is evidence that abuse has taken 
place, but one does not read about the thousands of devoted pro- 
fessional men and women who go about their work .in a proper 
fashion or the millions of 'people who receive proper attention,” 

One reason why abuses took place was because many thoiicht 
they were paying a weekly contribution for the . Service and 
were determined to .get their money's worth. It should be 
widely known that expenditure increased just to the extent to 
which the Service was abused. It would be an advaotage to 
have from every newspaper an appeal for the prudent and 
intelligent use of the Service, and such an appeal might well be 
made not only to the public but to the professions operatine 
the Service. 

Disciplinary machinery existed to deal with abuses, and had 
been operated. The chief sinners had been dentists and general 
practitioners. But he did not want to be misunderstood: the 
cases were few and far between, and when the vast volume of 
work done was considered it was extraordinary how fesv were 
the irregularities. The central tribun.al to which the aggrieved 
person had a right of appeal had considered five cases— three 
dentists, one doctor, one optician. Two dentists had been 
removed from the Service, one for charging fees and one for 
failing to carry out treatment. Six other cases were awaiting 
hearing. 

The Hospital Service 

In the hospital service the shortage of nurses remained the 
prime difficulty. About 10% of available b?ds were denied to 
the Service for lack of nurses, but during the last year 8,000 
full-time and 5,000 part-time nurses had been recruited, with 
the result that 7,000 additional beds had come into use. There 
had also been a complete change in the “climate” of the 
nursing profession ; conditions of service and salaries had been 
improved, and nursing was now a real career. Between 40,000 
and 50,000 more nurses were wanted. 

All the hospital specialist services were contractual, either 
whole-time or sessional, .and this should help to reduce the out- 
patient waiting-lists, especially as the appointments system was 
being rapidly extended. The new domiciliary specialist service 
was in operation, and during the first year 91,000 patients had 
been visited in their homes by specialists and 2,761 operations 
performed. 

During the year 8,359 artificial limbs had been provided, 
21.345 surgical boots, and 7,226 artificial eyes. He invited 
anyone who had sufficient curiosity to come and see what a 
great advantage had been conferred upon these recipients. As 
to the 5,071 wigs, he wished to remove the impression that wigs 
were dispensed on a beauty-parlour basis. They were pro- 
vided on the prescription of a specialist, and two condition-, 
were necessary; (1) that the baldness was due to accident, 
disease, or congenital causes, and (2) that the specialist declared 
the wig to be necessary. He deprecated the derision cast upon 
this part of the Service. To persons who had undergone a 
head operation leaving a serious scar, or who suffered from a 
scalp disease, a wig was as much a part of treatment as an 
artificial limb to others. It was a cardinal principle of tni 
Health Service that medical care, attention, and appliances were 
provided where they were considered by the doctor to he 
needed. 

“ If he is not free to prescribe what is ncccssaiy, his liberty o! 
action must be limited, in which case it would have to ^ 
that he was free to prescribe so much, but not free to 
much else. This would be almost impossible to administer. » 
must rest upon the principle that the doctor is free to prescribe wn- 
he considers to be necessary for the care and welfare of his patient. 


The General Practitioner Service 
The number of general practitioners in the Service was 
between 18.000 and 19.000. A great deal was heard m tne 
early days about “ direction of doctors. Such direction na 
not taken place, nor was it ever intended. There was muc 
discussion also’ about basic salary in "the early polemics ■ 
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llie scheme." About 2,000 general practitioners were helped by 
fixed basic payments of £300. There were 51 doctors receiving 
special inducement payments (unpopular areas, etc.), and other 
claims were under review. The (mileage) payment for general 
practitioners in rural areas had been found to be too low. and 
£100.000 had been added to the fund to make up the deficiency. 
The doctors who had been approved for grants for training 
assistants numbered 374, and 250 doctors were utilizing post- 
graduate courses under grant. 

“One of the worries of the scheme is oser-prcscribing. Over- 
prescribing occurs, not in the field of c.xpensivc drugs, but in 
ordinary things like aspirin and cotton-wool. The doctor may be 
protecting himself against a second visit by prescribing a little more 
in the first instance. He ov cr-prescribes the prosaic medicaments. 
That is weiTving us. and I make a serious appeal to general practi- 
tioners to be careful about this part of their work, and to patients 
not to be importunate. Most households are furnished with a small 
number of medicaments which every intelligent person knows how- 
to use. and it should not be necessary to rush to the doctor every 
time something of that sort is needed.” 

Concerning health centres, the Ministry proposed to proceed 
steadily but cautiously. Some new buildings were being con- 
structed. some old buildings adapted, and a few had been taken 
over which were there before. But it was desired to find out 
how people used health centres before embarking upon their 
widespread provision. The .Ministry wanted to know how- 
practical Ihev were, what kind of health centres were most 
useful, and in what situations they would he most popular. 

Mr. Bevan went on to speak of the dental, optical, and 
pharmaceutical serv-ices. About 8.5 million people had gone 
to the dentists for treatment, and the demand was rising again 
after a summer slackening. The normal demand might be 
assessed in about si.x months' time. There was a considerable 
“hack log" to make up. The scale of payment was found 
to be too high and was cut by 20‘’o. Some dentists resisted, but 
their resistance had not continued. It was here that most of 
the discipline had had to be e.xercised. As time went on he 
believed the position would improve. There had been an 
unanticipated rush for spectacles, and two pairs — sometimes 
three — had been prescribed rather too frequently. He had 
appealed to opticians on the matter and was satisfied that they 
had heeded. The production of lenses had been speeded up by 
about SO^o. and three million lenses had been imported from 
“ soft currency " areas. By the end of the year the production 
should be equal to the demand. As for the pharmaceutical 
services, the 14.000 chemists in the scheme had dispensed in 
the first year 187 million prescriptions. 

The aural aids were now- being produced at the rate of 2,000 
a week, and about 29.000 had been issued. It was not only a 
question of producing the aid. but of teaching the recipients to 
use it properly, otherwise they gave up in despair. He hoped 
by the end of next year to have provided 150.000 aids. 

The Overseas ^Tsifor 

Much had been made of the fact that people could come 
from abroad and make use of a service provided and paid for 
by the British people. There were two answers to that. In the 
first place people could not come from abroad merely in order 
to make use of the British Health Service; the immigration 
officers had been instructed to that effect. Secondly, any 
attempt to differentiate between an alien, a British citizen, and 
a person entitled by six months' residence to have recourse to 
the Service would be administratively expensive. He believed 
also that reciprocal arrangements would be made between Great 
Britain and other countries, and as reciprocity developed any 
sense of injustice would diminish. 

Mr, Bevan vvas questioned -on this point. He stated that 
American and Canadian visitors formed the highest proportion 
of those signing for temporary medical attention at one port 
where an analysis was made. Asked about reciprocal arrange- 
ments. he said that countries participating in the Brussels Pact 
were being approached. He thought that medical care should 
be part of the normal hospitality of any host country. If a 
visitor to this country had an accident he would, of course, be 
civen medical attention, even if it involved prolonged treatment. 


Mr. Bevan concluded his address by saying that the National 
Hpllh Service began, as was inevitable, in an atmosphere of 
friction, controv-ersy. doubt, and great hope. The first year 
had shown that a vast amount of good work was silentK- done, 
much relief afforded, but there w-as still friction at some points, 
and at some points shortages. 

“ It is obvious that in some parts of the country- the Ecnera! 
practitioners are ovenvorked. It will take some years for the 
scheme to ' bed itself in.' More facilities will be needed before 
criticism dies down. One of the chief sources of our troubles here 
in Britain, as in many other parts of the world, is the increasing 
demand made upon hospital facilities by the aged sick. That is o.-te 
of the great problems of modern civ-ilization. 

“ 1 would have you realize that most of the shortcomings which 
have been revealed by the Service are not the result of the intnnsic 
difficulties of the Serv-ice, but of the overwhelming volume of need 
that the Service has disclosed. This will happen in other nations 
when they start the same kind of service. There has been in the pas; 
a vast amount of silent suffering, of preventable pain What the 
National Health Serv-ice has done has been to make it articulate, 
and thus to make it readier of redress. In that respecr, I believe, we 
have made a great start." 

Mr. Bevan Questioned 

A question asked of Mr. Bevan was. " Do you think the pay 
of general practitioners is disproportionately low when com- 
pared with the pay- of dentists and opticians?" He replied 
that he could not accept that. When thinking of the payment 
to dentists it must be remembered that 52 "j of the gross earn- 
ings were regarded as expenses. The dentist had to employ his 
mechanics and provide his apparatus. It was not easy to fix 
the scales for dentists' remuneration, and for a while there had 
to be a period of experiment. The endeavour was to make it 
profitable for dentists to save teeth rather than extract them. 

In reply to a further question about remuneration, he said 
that the Spens recommendations for the remuneration of general 
practitioners had been carried out. Discussions were proceed- 
ing with the British Medical Association, and before he made a 
statement about general practitioner remuneration he would 
like to have the main facts agreed with the members of the 
profession. "'So far there is conclusive evidence that we have 
more than honoured the Spens recommendations." 

Asked about a health lax. he said that he thought the 
Chancellor might try to find some additional revenue in view 
of the cost of the Service. If by " tax " vvas meant payment 
by the patient at the moment when the patient needs treatmen! 
the Ministry had set its face against it. 

Questioner: That means a possibility- of increasing the healtf- 
comribution part of national insurance ? 

Mr, Bevan ; The possibilities of ta.xalion are infinite 

The iNfim’ster added that the original estimate of the cost of 
the Service was based upon scales of remuneration far lower 
than those which had in fact been paid. In the hospital service 
alone 60% of the expenditure vvas on wages and salaries. The 
pay of medical officers, nurses, midvvives, and domestic staffs 
had been increased. 

fn another reply he said that Sir Henry- Cohen had been asked 
to preside over a committee to draw- up a list of drugs which the 
general practitioner could prescribe and outside which he need 
not go except in special cases 

Asked how far the Service had furthered the progress of 
medical science, he said that much valuable case history-, not 
previously available, was being collected. A committee would 
be appointed to get agreement about the names of diseases. 
He was also asked whether any analy sis had been made of the 
time a general practitioner spent in filling up forms. He 
replied tartly that he had no such analysis, nor had he any 
analysis of the time it took a general practitioner, before the 
Service came in. to make out his bills. 

He was also asked about his attitude to the Trade Union 
Coneress resolution calling for the immediate establishment of 
a hundred health centres. He replied that it would take 
its place in the queue along with other such resolutions. 
Health centres must not be regarded as being at the head 
of the queue. 
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Other Statistics of the Service 

Figures in addition to those mentioned by Mr. Bevan were 
contained in a sheet handed to each person attending the 
conference. All the figures relate only to England and Wales : 


Prescriptions 

Estimated proportion of articles prescribed and supplied ; 


Mixtures 


.. 40% 

Tablets, pills, etc. 


.. 20% 

Ointments 


.. 5% 

Proprietary preparations 


- - 12% 

Appliances (bandages, dressings) .. 


•• 7% 

Miscellaneous (lotions, gargles) 


..- 16% 

Hospitals and Specialist Services 


Hospitals taken over 


. . 2,688 

from local authorities 


1,545 

voluntary 


996 

teaching hospitals 


147 

Beds 


.. 501,738 

teaching hospitals 


. 26,552 

others 


475,186 

Hospital clinics taken over 


591 

from local authorities 


481 

voluntary 


108 

teaching 


2 

Nursing and midwifery staff engaged in hospital 

service 149,783 

whole-time 


126,955 

part-time 


22,828 


Disciplinarj’ Sendee Committees 





Withdrawals of 




removals from 

Medical 

Proposals for removal from 


list 

(18,585) 

list 

15 

1 


Fines, etc 

15 



Warning letters 

28 



No action 

72 


Dental 

Proposals for removal from 



(9,401) 

list 

6 

2 


Fines, etc 

85 



Warning letters 

27 



No action . . . <- 

106 



N.H.S, IN SCOTLAND . 

The following approximate figures issued by the Department 
of Health for Scotland complement those given for England 
and Wales h\ Mr. Bevan . 

Number of people on doctors’ lists (96.6% of population) 4,954,897 
General practitioners within the Service (plus 27 assistants 


on lists) . . . . . . . . . . . . 2.394 

C hemtsts within the Service . . . . . . • . ■ ■ 1,749 

Prescriptions dispensed in first year (estimate) . . • . 14,950,000 

Doctors receiving basic payments of £300 . . ■ • 1*^5 

Doctors receiving special inducement payments . . - . ■ 3b 


Optical Sendees 

Ophthalmic medical practitioners in the Service . . 77 

Ophthalmic opticians (all) . . . . . . . . • • 848 

Dispensing only (all) 23 

Spectacles supplied and paid for .. .. , -• 680,891 


Estimated number of people receiving two pairs of spec- 
tae'es O0°„) (680,891 pairs for 530,880 persons). 

Dental Services 

Cases received by Dental Estimates Board for approval or 


payment .. .. . .. .. 1.380,527 

Dentists in Service (practically all) .. .. .. .. 1,170 

Hospital and Specialist Sendees 
Appliances through hospitals. Total of all main types 
issued including artificial limbs (very roughly) . . 25.000 


CHANGES IN THE USE OF HOSPITALS 

GENERAL PRACTITIONER HOSPITALS 

The Ministry . of Health has issued the following circular 
(R.H.B. (49) 132) : 

Under the National Health Service (Functions of Regional 
Hospital Boards, etc.) Regulations (S.I. 1948, No. 60) the 
Minister’s powers for planning and developing the hospital 
and specialist services were, subject to direction, delegated to 
regional hospital boards and boards of governors. It is there- 
fore competent to the board, subject to direction, to make 
changes in the use of hospitals without prior reference to the 
Minister. The Minister is aware that boards have been con- 
sidering changes of user in the hospitals under their administr,i- 
tion, and it is right and proper that they should do so. 

The Minister is anxious to avoid intervening where boards 
have arrived at a decision after full consideration, but the 
delegation of powers is subject to direction on his part, and 
under Section 6 (4) of the Act he is bound in using hospitals 
transferred to him by the Act “ so far as practicable ” to 
“ secure that the objects for which [they were] used immedi- 
ately before the appointed day are not prejudiced by the pro- 
visions of this Section ” (i.e., transfer to the Minister). 

He cannot, therefore, ignore representations made to him by 
members of the public and the profession, and may feel bound 
at any time to call upon a board to report to him their reasons 
for adopting their new policy. , It is undesirable for this to 
happen after the actual process of change has been begun, and 
he thinks boards will find it useful, where a proposal is likely 
to give rise to substantial local or professional opposition, to 
keep the Department informed of their plans at all stages. 

Boards may find useful the following indication of the 
Minister’s views on a number of matters that arise in con- 
nexion with changes of use of hospitals. The principal factors 
are, of course, (1) the possible loss of service to patients. (2) the 
disturbance of medical staff. 

Change from One Specialty to Another or from a General to 
n Special Hospital 

In the case of infectious-disease and smallpox hospitals, which 
tend to be redundant owing to centralization, little difficulty is 
expected provided that regional boards have assured themselves 
that the new centralized facilities meet anticipated needs and 
have done their best to secure that the staffs of the redundant 
hospitals are not prejudiced by the change. 

In the case of other changes of this nature — i.e., from one 
special use to another or from general to special hospital— the 
difficulties encountered may be more serious. In particular, 
where a hospital of long-standing repute is concerned, the 
board should sec that the medical staff of the hospital has free 
opportunity of having its views considered by the troard or their 
planning committee, orally if possible. An open meeting at 
which the proposal can be explained and members of the public 
can express their views may sometimes be desirable, particu- 
larly where it is proposed to use a small local general hospital 
for other purposes, since the local loyalty that such hospitals 
command must not be ignored even where reorganization u 
expected to produce greater medical efficiency. 

Change from General Practitioner (Cottage) Hospital to 
Specialist Hospital 

Local loyalty is again a factor of great importance. In the 
past general practitioner hospitals have, owing to the uneven 
distribution of consultants, been compelled at times to under- 
take work for which they were not properly equipped, and w) 
have often been criticized for trying to do too much. Toe 
introduction of the National Health Service, and in particular 
the present review of establishments, has given an opportunity 
for improving this state of affairs and for developing hospitals 
staffed by consultants even in smaller centres. 

The Minister is whole-heartedly in favour- of development in 
this direction but would ask regional hospital boards to maW 
sure that in carrying out their plans they are .not depriving 
local patients of a valuable feature of the general 
(cottage) hospital — i.e., its use as a local hospital to which t 
general practitioners of the neighbourhood can admit patien 
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who require ireatnicnt within the scope of a general practi- 
tioner but who. for various good reasons, cannot be treated 
at home. It is. in the Minister's view, very valuable for the 
general practitioner service of the distriet when the family 
doctor has access to beds where patients of this type can be 
in his charge and he knows he can readily call upon the services 
of a consultant for a second opinion, and it is essential if the 
level of general practitioner medicine is to be maintained that 
the interchange of ideas between general practitioners and 
specialists should be facilitated by such consultation and by 
informal contacts on the occasion of regular visits from cont 
sultants to general practitioner hospitals. 

If such arrangements can be supplemented by the offer of a 
number of “clinical assistantships ” to general practitioners as 
part of a team in the district general hospital so much the better, 
but in the Minister's view the latter is not a substitute for the 
former, and if the result of reorganization is to deprive general 
practitioners of charge of hospital beds something valuable has 
been lost. 

In particular the Minister- wishes regional boards to guard 
against the feeling that local cottage hospitals are merely build- 
ings to be used as additional accommodation for relieving 
pressure on beds at the district general ho.spital of the group. 
There may be cases where it will improve the efficiency of the 
group organization for a general practitioner hospital within 
that group to be used as a specialist department — e.g., as a 
maternity unit or as a recovery hospital or a geriatric unit. 
But if the loss to the district of the " general practitioner beds “ 
is to be avoided the board should make arrangements for the 
general practitioners of the district to have charge of a number 
of beds in the district hospital or elsewhere, which can then 
serve, in the way described above, as a “ general practitioner 
wing." 

General Practitioner Malcmit} Hospitals 

It has been the general practice to have obstetricians in 
charge of maternity departments and maternity hospitals. 
While recognizing the merits of this policy in the large unit 
where teaching and training is undertaken, the Minister feels 
that he should remind boards that, in the smaller types of 
maternity unit booking normal cases, staffing must necessarily 
vary. Where, in the larger of these, selected general-practitioner 
obstetricians have been in charge in the past, boards should 
carefully consider the position before altering the nature of 
the services provided and should be cautious about depriving 
general-practitioner obstetricians of the charge of maternity 
beds. 

In the smaller cottage hospital type of provision where general 
practitioners attend their own patients a selected general- 
practitioner obstetrician should have the general oversight of 
the unit. 

Boards should endeavour to link the smaller units with the 
nearest maternity department and make readily available to 
the general-practitioner obstetricians concerned the consultant 
obstetric sersices of the larger hospital. 


SPECIMENS IN THE POST 

The Post Office has complained recently that packages con- 
taining specimens sent through the post for medical exami- 
nation or analysis have in some cases been insecurely packed 
and fastened. In the interests of public health and the pre- 
vention of risk to Post Office staff great care should be taken 
to see that specimens sent through the post are securely packed, 
and that the containers are not likely to be broken or their 
contents spilt owing to corks and stoppers coming out. A new 
tvpe of container is to be used, but even so it would not 
be safe unless securely fastened and w-ell packed. The Post 
Office regulations are as follows: 

Articles SeSt for Medicsl Examin.vtios! or Analysis 
Deleterious liquids or substances, though otherwise prohibited from 
transmission by post, may be sent for medical ^ examination or 
analysis to a recognized medical laboratory or institute, whether or 
not belonging to a public health authority, or to a qualified medical 


practitioner or veterinary surgeon by letter post, but on no account 
by parcel post, under the following conditions : 

(1) Any such liquid or substance must be enclosed in a receptacle, 
hermetically sealed or otherwise securely closed, and Ibis receptacle 
must itself be placed in a strong wooden, leather, or metal case in 
such a way that it cannot shift about, and wath a suffirient quantity 
of some absorbent material (such as sawdust or cotton-wool) so 
packed about the receptacle as absolutely to prevent any possible 
leakage from the package in the event of damage to the receptacle. 
The packet so made up must be conspicuously marked FRAGILE 
WITH CARE and bear the tvords PATHOLOGICAL SPECIMEN. 

(2) Any packet of the kind found in the parcel post, or found in 
the letter post not packed and marked as directed, will be at once 
stopped and destroyed with all its wvappings and enclosures. Further, 
any person who sends by* post a deleterious liquid or substance for 
medical examination or analysis otherwise than as provided by these 
regulations is liable to prosecution. 

(3) It receptacles are supplied by a laboratory or msutute, they 
should be submitted to the Postal Senices Department. Genera! Post 
Office. London, E.C.l, in order to ascertain svhether they are regarded 
as complying with the regulations. 


VARIATION IN CAPITATION FEES 

The capitation fees paid to general practitioners vary from 
one executive council area to another according to the prior 
payments made in the different areas, such as for basic salary . 
The following table from a report of the Management Com- 
mittee of the Executive Councils Association (England) sum- 
marizes the distribution of the capitation fees paid by 122 
e.xecutive councils in England : 

Amount per Person 
s. d. s. d. 

14 9 

15 6 to 16 0 

16 0 to 16 6 

16 6 to 17 0 

17 0 to 17 6 

17 10 

Total . [22 


No of 
Councils 
I 
5 
13 
Sd 
IS 
1 


ENTRY INTO PRACTICE 

Noting that there is "widespread dissatisfaction throughout 
the profession " on the e,xisiing methods of entering general 
and consultant practice, the Medical Practittoners' Lnion has 
prepared a report entitled " Entry Into General Practice." xvhich 
has been circulated to members of the medical profession. 

The report considers that the medical student will tend to 
favour specialization, for the discrepancy between the earnings 
of the specialist and those of the general practitioner is • quite 
out of proportion to the relative value of each to the com- 
munity.” Nevertheless, the comparatively few specialist posts 
available will force the average medical student into general 
practice. 

General Practice 

The difficulties of the assistant are discussed, and the report 
rays that the principal has eveo* reason to postpone taking his 
assistant into partnership. To remedy this the M.P.U. proposes 
that the period during which a principal could have the benefit 
of an assistant should normally be limited to two years; he 
should then take a partner or be required to reduce his list. 
Moreover, the remuneration and conditions of work for 
assistants should be established. 

Discussing the “relatively poor prospects" of the doctor 
who enters general practice by putting up his plate, the report 
recommends that the Medical Practices Committee should 
become a central employment agency, and should find suit- 
able openings for anyone wishing to start general practice. In 
the under-doctored areas new entrants should be helped 
financially in three ways: 

“(o) The local executis'e councils should be empowered to advance 
money to newcomers for their living expenses and for the purchase of 
cars, equipment, and surgery premises. The sums advanced wou'd 
be gradually repaid over a long period by suitable deductions from the 
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quarterly cheques, (b) The allocation committees of the local execu- 
tive councils should make full use of their powers to assist a new- 
comer in the acquisition of patients, (c) As a corollary the need for 
the fixed annual payment would be reduced and ultimately disappear.” 

When a doctor dies or retires the allocation committee should 
transfer his patients to existing practitioners or newcomers 
according to the needs of the doctors and the proximity of 
the patients to their surgeries, though the patient could still 
change to another doctor if he wished. 

The M.P.U. advocates an expense allowance on a sliding 
scale and a graduated capitation fee. The payments for expenses 
would be a first charge on the Central Fund, and the capitation 
rate would therefore, be reduced. The capitation fee should 
be 30s. a patient for the first 2,000 and 20s. for the rest. 

Specialist Practice 

The grade of senior hospital medical officer should be 
abolished by the Minister except in special circumstances. 
Regional hospital boards should create a medical “ establish- 
ment ” for each hospital, and the posts should be filled only 
by those, of the proper grade. They should-offer whole-time 
posts to specialists where possible. 

A central board to hear grading appeals should be set up. 


DOMICILIARY CONSULTATION 

The Ministry' has informed the Joint Committee representing 
consultants and specialists that the present arrangements for 
domiciliary consultations are not entirely satisfactory, and that 
direct contact between general practitioners and consultants is 
more workable. 

The Central Consultants and Specialists Committee is there- 
fore seeking the views' of its constituents, so that it may report 
to the Joint Committee on whether they would prefer direct 
contact between general practitioners and consultants or domi- 
ciliary consultations to be arranged as at present through the 
hospital bureau. 


HEARD AT HEADQUARTERS 


The Minister Expounds 

Mr. Sevan's first press conference , on the Health Service was 
quite a personal success. There was no vituperation and little 
rhetoric. His account was predominantly factual, his delivery 
often deferential, and his approach almost solicitous to the 
representatives of " the most prostituted press in the world.” 
As is customary on these occasions, he glossed over the defects 
of the scheme and painted a tranquil Impressionist picture of 
one corner of the English scene to-day. Though evasive at 
times, he was never abusive, and gave the journalists plenty of 
opportunity to fire questions at him. His grasp of detail in 
his replies was impressive ; the Ministry officials at his side 
rarely whispered any information to him, and he had usually 
started on his reply before they had. It was a performance 
skilfully adapted to the audience — quite different from those 
Parliamentary “ triumphs " that bring a glow to the cheeks 
of Labour back-benchers. We came away with heavenly choirs 
singing in our ears. 

Hazards of General Practice 

A correspondent asks, as have many others, whether there 
should not be a code of behaviour for patients, and he gives 
several instances of patients' conduct that the code would no 
doubt e.xcludc. A young man recently looked in when passing 
at 1 a.m. on his way home from a dance — to consult the doctor 
about insomnia. Another man arrived at 8.30 p.m. in his own 
car asking the doctor to visit his wife, saying that she had a 
spot on her leg. When the doctor asked why she hadn't come 
in the car with her husband, he replied that her hair was 
in curlers. A more pathetic story was that of a lady who 
demanded an immediate visit six miles away becau.se her 
father's will w.as disappointing. 


Questions Answered 


Superannuation and Repayment for Drugs 

, Q—jy/ten I am reimbursed for drugs and appliances on the 
special list supplied by me to my dispensing patients I suffer 
superannuation deduction on the amount received. H'/iv is 
this 7 The money / receive is a repayment and not remuneration. 

A. — During the early discussions with the Ministry it was 
claimed that only so much of the remuneration as related to 
dispensing should count for superannuation and that the actual 
cost of the drugs should be ignored. This logical solution 
would have involved practitioners and executive councils in a 
great deal of work ; moreover, to segregate the cost of drugs 
where the capitation method is accepted would be difficult, and 
to do so only for those practitioners who are paid by the other 
method would lead to undesirable discrimination. In addition, 
8% of Government money is attracted to the whole amount. 
For these reasons it was decided not to oppose the present 
arrangements whereby superannuation contributions are paid 
on the actual amounts received. 


AUSTRALIAN HEALTH SERVICE 

PRESCRIBING ACT INVALID 

The Australian High Court declared on October 7 by a majority 
of four to two that Section 7a of the Pharmaceutical Benefits 
Act is invalid (The Times, October 8)., This section requires 
doctors to use a Government prescription form when 
prescribing free medicine. 

The action had been taken by the Federal Council of the 
B.M.A. in Australia, which filed a writ on July 25 in the High 
Court challenging the constitutional validity of the Govern- 
ment’s free medicine scheme. 

The- court found that the clause compelling doctors to oper- 
ate the service amounted to a form of civil conscription, which 
is forbidden by an amendment to the constitution approved in 
1946 empowering the Commonwealth Government to provide 
social services, including medical benefits. The Chief Justice 
held that if the clause were deleted the rest of the Act was 
valid and could be operated as a voluntary scheme. 


ANNUAL CONFERENCE OF REPRESENTATIVES 
OF LOCAL MEDICAL COMMITTEES 

MOTIONS AND AMENDMENTS FROM LOCAL 
MEDICAL COMMITTEES 

Standing Orders of Conference 

Motion by Worcester : That the second sentence of Standing Order 
(!) be amended to read as follows : 

“.That this Conference shall ordinarily be held in the month of 

October.” 

Remuneration 

Motion by Southport: That this Conference views with gra'C 
concern the delay which is incurred in the satisfactory scltlcment o 
remuneration of general practitioners, and demands that any increase 
be retrospective to July 5, 1948. , , . 

Motion by Glasgow : That' this Conference deplores the delay 
the Ministry of Health in the negotiation of the terms of remunera- 
tion, and affirms that further delay may precipitate a complete breai.- 
down of the National Health Service. . . 

Motion by Middlesex : That this Conference is strongly of 

that full recognition of the claim of general practitioners in t. 
National Health Service for increased remuneration on the o 
present-day values be established forthwith with the Ministry 
Health. 

Temporary Residents 

Amendment by Lothians and Peebles : That paragraph 44 of t >- 
Report of the G.M.S.C. be amended so that the words aou^. 
and/or ” be inserted between the words “ medical ” and “ treatm- 
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Monov by Isle of Wight : That this Conference is of the opinion 
ihat ihc submission of Forms E.C.7 and 8 to a patient’s own doctor 
serves no useful purpose, whereas a detachable slip on Form E.C.I9, 
bearing a diagnosis, which the patient could hand to his doctor, 
would be of clinical value. 

Basic Salarj’ 

Motion h\ Lancashire: That this Conference instructs the General 
Medical Services Committee to consider the question of basic salaries 
in all its a'ipccts v-ilh a view to reopening discussion of the subject 
with the Minister of Health at the earliest opportunity. 

Fillinc of Vacancies Caused b> Death or Refiremenf 

Motjov by Isle of Wight: That this Conference is of the opinion 
that it uould appear desirable that there should be closer contact 
benseen the Medical Practices Committee and the Local E.xecutivc 
Councils, together with their Local Medical Committees, prior to the 
filling of vacancies. 

Motion by Lancashire: That the appointment of a successor to 
a praaice declared vacant should be made by the Local Executive 
Council in consultation with the Local Medical Committee withoui 
submission to the Medical Practices Committee. 

Motion by Lancashire: That the machinery for hearing appeals b> 
unsuccessful applicants should be investigated forthwith, as the delay 
which gencrall> occurs under present procedure endangers the succes- 
sion to the practice and the continuity of the medical services. 

Motion b> Devon and Exeter: That all applications for entering 
practice be considered by the Medical Practices Committee in relation 
to any restnctive bond 

Vaccination and Immunization 

Motion bs Devon and E.xeier: That this Conference protests most 
strongly against the long delay in paj-ments of fees for vaccination 
and inoculation. 

Motion bj Gateshead: That this meeting fully endorses the action 
of the G.M S Committee in informing the Ministry of Health that 
it will take no steps to discourage the refusal of the return of 
reports of vaccination and immunization pending (he satisfactory 
conclusion of negotiations on this point. 

Medicines and Appliances for Doctors’ Surgeries 

Motion b> Buckinghamshire: That the proposal that doctors 
should be allowed to order on ofTidal prescription forms slocks of 
medicines and dressings for emergency use in surgeries be strongly 
and urgently pressed for; and that, in addition, permission be 
sought for the extension of this system to all drugs and appliances 
which are to be administered or applied by the practitioner In person. 

Speciaflj Expensive Drugs and Appliances 

Motion by Buckinghamshire : That the present inordinate delay in 
the return of scrips from dispensing doctors by the Central Pricing 
Committee which require the sanction of the Minister before pay- 
ment is wholly un;usiifiabJe; and ihat in fuiure iheir return should 
take place within two months. 

Prescription Books 

Motion by Worcester: That the reconstructed Prescription Book 
be provided with carbon paper. 

Mileage in Matemitj' Cases 

Motion by Isle of Wight: That in the opinion of this Conference 
the proposed mileage payment in respect of maiemiiy services is 
inadequate and should be increased, and that the payment should 
come from the same source as the payments for maternity services. 

Motion by Buckinghamshire: That maternity mileage should be 
paid from the same source as other payments for maternity' work. 

Motion by Buckinghamshire: That this Conference disagrees with 
a single payment of three shillings per mile for each maternity case 
booked, and asks for a reinvestigation of the matter with a view' 
fo payments for journeys actually carried out, on the lines ruling 
before July 5. 1948, 

Medical Services Committee Procedure 

Motion by Norfolk : TTiat this meeting considers that an indepen- 
dent chairman with legal qualifirations should be appointed to 
preside at Medical Services Committee meetings. 

Motion by Isle of Wight : That this Conference is of the opinion 
that, as the regulations governing the consideration of complaints 
against the medical practitioner do not provide, as did the old 
National Health Insurance Benefit Regulations, for similar action 
against the patient, ihe Minister of Health should be pressed to 
provide for it under the new Service. 


Specialization in General Practice 
Motion by' Eastbourne: That this Conference is of opinion tha: 
doctors should be paid an adequate fee for performing circumcision 
within two weeks of birth (not less than £l Is.l. 

Genera! Practitioners and Hospital Work 
Motion by Cambridgeshire and by Sunderbnd: That this Confer- 
ence protests against the present policy of exclusion of genera’ 
practitioners from the clinical assistant type of post in teaching ard 
other hospitals, ft urges that every effort should be made to cet the 
number of these posts greatly increa<ed. 

Motion by Hastings: That this Conference strongly disapproves c‘ 
the present regulations whereby a practirioner not 'm coniraa with a 
Regional Hospital Board is no: allow'ed to attend his private paiieni^ 
in the private wards of a hospital. 

Motion by Kent and Canterbury; That this Conference, having 
given attention to the circular letter RHB (49i l?2 iSiipp!en-?r- 
October 15, p. 168), considers that the advice given therem b> :he 
Minister of Health to regional hospital boards with regard to' pro- 
posals for the change of function of cottage hospitals, ihe continued 
provision of beds which shall be in the charge of general praar.ioners 
(including maternity beds in the charge of general-practitione- 
obsieiridans), and the suggested establishment in district ^ra’ 
hospitals of posts as clinical assistant av'ailable to general praai- 
tioners is sound and acceptable The Conference suggests to loca’ 
medical committees that they shall take every opportunity lo press ir 
their areas for action to be taken by regional hospital boards and 
hospital management committees in accordance wuh the .idvice giver 
in this circular letter. 

General Practitioners and Special Departments of Hospital* 

Motion by Dewsbury ; That this Conference feels that it is con- 
trary to the interests of the patient that general praciiuoners should 
be excluded from certain departments of hospitals and that they 
should have direct access to such departments e g the .V-ra> Depart- 
ment, the Physiotherapy Depanmeni and the Pathological 
Laboratory’. 

General-practitioner Spedalbts 

Motion by fsfe of Wight : Thai this Conference strongly deprecaces 
the exclusion of large numbers of general-practitioner spedalisis from 
their hospital work, and is of the opinion that their status should be 
recognized and that they should be allowed to continue their work, 
as was promised by the Minister of Health 

Remuneration of General Practitioners on StaiTs of Cottage Hospitals 
Motion by Isle of Wight: That this Conference is of the opinion 
that £25 per occupied bed is totally inadequate, unless such items as 
anaesthetics and assistance at operations carry additional payment. 

Superannuation 

Motion by Leicestershire and Rutland. Thai, as early as practic- 
able after April 5 of each year, a single statemen: should be available 
to each general practitioner in the Service showing the total amount 
deducted in respect of superannuation contributions from all sources. 

Grants for Training .Assistants 

Motion by Middlesex: That this Conference is of the opinion 
that it should be obligatory for a formal contract to be entered into 
between the trainee assistant and the doctor undertaking the training. 

Emergency Treatment Following Dental Operalions 
Motion by Gateshead; That the G.M.S. Committee be instructed 
to continue to press for a payment from the Dental Estimates Board 
to practitioners called upon to deal with dental baemorrhage. 

Treatment of Members of H,M. Forces on Leave 
Motion by Isle of Wghi: That this Conference is of the opinion 
that immediate steps should be taken to ensure that the nam^ of 
Service patients are restored to the list of their previous doctor 
on demobilization, as was done prior to July 5, 1943. 

Frivolous or Unj’ustificd Emergency' Calls 
Motion by Gateshead : That rules for the conduct of patients, with 
appropriate disciplinary machinery, should be introduced forthwit.b. 

Medical Card 

Motion by Loihians and Peebles: Tnat pro.ision be made for 
patients to obtain a new Medical Card to replace a lost one, as 
was formerly' possible under the N.H.I. Acts. 
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Maternity Medical Services 

Motion by Gateshead : That where maternity hospitals do not 
fully implement their responsibilities to their booked patients during 
pregnancy, the general rriedical practitioner who is called upon to 
undertake such responsibilities shall be entitled to some proportion 
of the maternity fee. 

Economy in Prescribing , 

Motion by Inverness : That a Commission should be set up to go 
into the nomenclature of drugs and the standardization of bulk in 
packages with a view to eliminating waste and extravagant prescribing. 

Status of General Medical Services Committee 
Motion by Bristol; That this Conference, wishing to clarify the 
position of the General Medical Services Committee, and in view of 
the statement that it is a B.M.A. Committee, emphasizes that the 
G.M.S. Committee is responsible to this Conference only and is in no 
way responsible to the Representative Body. 

_ General Practitioner Refresher Courses 

Motion by Isle of Wight : That in the opinion of this Conference 
practitioners should have free choice of venue for refresher courses. 

Admission to Medical List of Doctors from Adjoining Areas 
Motion by Middlesex: That this Conference views with alarm the 
practice of admitting practitioners from an adjoining area to an 
Executive Council’s list irrespective of the distance from the appli- 
cant’s surgery to the area of practice, and ■ instructs the General 
Medical Services Committee to discuss the matter with the Medical 
Practices Committee so that a reasonable limit of distance may be set. 


Correspondence 


Entry to General Practice ' 

Sir, — ^T he Medical Practices Committee’s first report (Supple- 
ment, September 10, p. 128) states under “Admissions to Medi- 
cal List” (p. 129); “(n) Applications to Start Practice. . . . 
The committee in carrying out its statutory duty has, however, 
been compelled to admit applicants to the medical list against 
the advice of some executive councils that they be refused . . . 
but it of course remains the function of the executive council 
concerned after [my italics] his admission to its list to satisfy 
itself that the practitioner’s arrangements for attending the 
patients he accepts are adequate.” 

Recently the executive council of this area advised the refusal 
of an applicant who gave as his surgery location an address 
at least six miles distant from the nearest point in the area, 
with surgery hours which made attendance by patients with 
ordinary working hours impossible. Between the area in which 
the surgery lay and this area there intervened a three-mile-deep 
belt of another area, so that the applicant’s practice could not 
be said to be in an adjoining area. The whole district is urban, 
and the distribution and number of doctors are well up to 
average. 

The Medical Practices Committee, however, overruled the 
advice of the executive council, and admitted the applicant to 
the list. (Having got so far, the applicant then withdrew from 
the medical list, and solved the problem.) 

Such a decision makes nonsense of the latter part of the para- 
graph quoted above. Imagine the reaction, particularly of the 
non-medical members of an executive council, if asked to put 
into motion the machinery for removing a name from the 
medical list under such conditions. 

May I add that my personal interest is solely that of a 
member of the local executive council. I did not enter the 
N.H.S. — I am, etc., . • 

Rochdale. L. KiLKOE. 

Freedom and Closure 

Sir. — I feel we need some clarification on the issues involved 
in serving on bodies connected with the National Health Ser- 
vice. One in particular is the question of open or closed areas. 
Is it not true that the principle of negative direction instead of 
positive direction was wrung out of the Minister ? Does this 
or does this not mean that instead of young doctors being 
posted to under-doctored areas they would be encouraged to 
go there because other areas would be considered adequately 
doctored and would be closed ? Is it not therefore nonsense 


to talk about the closing of areas in this case being a loss of 
freedom ? Surely we need some expression of our policy in 
this matter to clear the minds of some of our more emotional 
and muddle-headed colleagues.- — I am, etc., 

London. W.C.l. J. L. McCaLLU.M. 

Payment for Dispensing 

Sir, — In our practice, as no doubt in most rural practices 
where -drugs are supplied, we felt that the capitation fee for 
this service — at present 6s. 6d. — was going to prove grossly 
inadequate. I wrote therefore to the Association officers, who 
replied that the fee had been agreed by (he Rural Practitioners 
Subcommittee, but that I could, if I wished, use the method for 
payment that chemists used. 

At the beginning of this year we began to do so. The first 
six months of the year showed how right we were in our fear 
that the capitation fee was too small. We are now, in fact, 
being paid almost exactly double what we would be paid by 
the capitation fee, but it involves a considerable amount of 
extra work in the matter of writing the prescriptions, collecting 
and posting them, and sometimes considerable correspondence 
between us and the wholesale chemists on those occasions when 
the committee feels unable to make a price. 

For the second six months of the year, however, a new 
method has been imposed on us, and greatly increased time has 
to be spent in the sorting and pricing of the prescriptions 
themselves. The extra work that results from the monstrous 
inadequacy of the capitation fee now amounts to a considerable 
proportion of our time. No medical practitioner in his right 
mind can enjoy the extra clerical work involved in this absurd 
method of paying him an adequate amount for this work. It 
is high time that the capitation fee was reviewed. Be it noted 
that the amount spent on medicines per patient by practitioners 
in the city areas is so far very considerably in excess of the 
sum we are using. 

If art adequate sum is offered to the doctor, it would be 
thankfully accepted. It would relieve the doctors of all this 
pointless and irritating extra work and would enable the pricing 
committees to rid themselves of a vast quantity of their work 
and presumably to reduce their staffs. — I am, etc.. 

Scute, Yorks. W. A. HySLOP. 

Payment of Locums 

Sir, — May I suggest that “ An Occasional Locum ” (Supple- 
ment, September 17, p. 140) has a chip on his shoulder ? When 
I did loc’ums in 1923 I was very glad to get 5 guineas per week. 
1 must now pay nearly three times as much to a deputy, "ho 
is therefore at least as well off as I was, without allowing for 
the fact that the 1923 £ was of much less value than the 1914 £■ 

My gross income now is a little in excess of £2,000 per annum. 
What holiday does “An Occasional Locum ” think that 1 would 
or could have were I obliged to pay a locumtenent at the rate 
of £1,050 net as well as continuing to maintain for his use an 
expensive, fully manned establishment ? (I, too, am “ on call 

for 24 hours,” but for every day in the year apart from my 
well-earned and, inevitably costly holiday.) 

While I am on the subject of locums may I suggest that these 
relatively junior people would do more to earn their stipend 
if they would treat the equipment of their absent employer as 
carefully as they would if it were subject to its owner's daily 
inspection, and if they would realize that their contempt for 
the alphabet causes a great deal of subsequent irouble. Having 
recently returned from a holiday I am trying to cope with 
abnormally large surgeries made up in great part of patients 
who would not come while a stranger occupied my chair, and 
of others who have come to make quite sure that “ the young 
doctor ” knew what he was talking about in their own ca.ses. 
These busy surgeries are made much more harassing by '^e 
necessity to hunt through my cabinets to find “ F.M.R.s’ 
were not accurately replaced. — I am, etc., 

O.NE w'HO Dislikes Being Called an Exploiter. 


Correction. — In the last sentence of the letter headed ‘ Do>. ’ 
and Dentists ” by Dr. W. Ferguson Mackenzie (Siippiemeitl. Oeto 
S, p. 163) the word “ inequities ’’ was printed in error as “ iniquH'C’- 
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THE IMEDICAL ASSOCIATION OF EIRE 

Notice is hereby given to the members of the Medical Associa- 
tion of Eire (I.M.A. and B.M.A.) of the following proposed 
changes in the by-laws of that body. 

The ^^ords *' Division.*' “ Division and." and “ Division or" shall 
be deleted wherever appearing in the by-laws. 

By-law No. 5, subparagraph of By-law 13, By-law 14, By-law 17, 
By-law 24 (b) (v) shall be deleted.' 

By-law No. 9 shall be deleted and the following substituted there- 
for:, 

(u) On and after the 1st Januar>‘, 1950, the annual subscrip- 
tion to the Association shall be four guineas, or such sum as may 
be decided on by the Central Council, provided that 
(it the annual subscription payable by a member admitted to 
membership before the expiration of two years from the dote of 
his registration under the Medical Acts for the lime being in force 
in Eire sh.all be two guineas, or such sum as may be decided on 
by the Central Council until the 3 1st December next occurring after 
the expiration of four years from the date of such registration. 

(ii> Any member who has been for not less than forty years a 
member of either the Irish Medical Association or the British 
Medical Association and the Medical Association of Eire (CM. A. 
and B.M,A.) shall pay an annual subscription of two guineas, or 
such sum as may be decided on by the Central Council. 

(liil Any member of not less than ten years’ standing of either 
the Irish Medical Association or the British Medical Association 
and the Medical Association 'of Eire (I.M.A. and B.M.A.) Avho 
has definitely and permanently retired from the active practice 
of the medical profession, and has signed and transmitted to the 
Treasurer of the Association a declaration to that effect, shall pay 
an annual subscription of two guineas, or such sum as may be 
decided on by the Central Council. 

liv) Any member admitted on or after the 1st July in any year 
shall pay only half his current subscription for that year. 

(vJ Any member who holds an appointment as a Commissioned 
Officer in the Defence Force in Eire shall pay an annual sobscrip- 
Mon of three guineas, or such sum as may be decided on by 
the Central Council. 

(>i) A husband and wife both being members shall pay a sub- 
scription of £5 12s. 6d., or such sum as may be decided on by 
the Central Council. 

0) For the purpose of this By-law a member shall be deemed to 
reside in that place in which his ordinary' place of abode is situate 
at the time at which, according to the Articles, his subscription is 
considered due. 

That By-law' No. 18 (nl shall be deleted, and the following By-law 
be substituted therefor; 

The following shall be the special Groups of the Association 
until the Central Council shall otherwise determine: (i) Dispensary 
Medical Officers’ Group; (ii) Public Health Medical Officers’ 
Group; (iii) Medical Officer of Mental Hospitals’ Group; 
(iv) Medical Officers of Voluntar>' Hospitals' Group; (v) County 
Hospital Surgeons’ Group ; (vi) Whole-time Medical Officers in' the 
senice of the Government of Eire: (xii) Private Practitioners’ 
Group: (viii) Radiologists’ Group; (ix) Ophthalmic Surgeons' 
Group; (x) Medical Officers of Local Authorities' Hospitals, not 
provided for in any other Group; (xi) Pathologists’ Group. 

Members of the 'Association may register in any one of the 
foregoing special groups, if eligible, and shall remain a member 
of such special group until notification is received of his wish to 
transfer to another special group, or to resign from his or her 
original special group. No ’member may elect to be included in 
more than one of these groups. 

That By-law’ No, IS (c) be amended by adding the words: *‘(xi) 
Pathologists’ Group: Any member of the Association who is a 
Pathologist." 

That By-law’ No. 23 shall be deleted and the following By-Iaw’ 
be substituted therefor : 

The Central Council shall consist of : 

m) The President, the immediate Past-president, the Vice-presi- 
dent, the Chairman (if elected), the Honorarj’ Treasurer, and the 
Honorary Secretary of the Association. 

ibi Members of the Association elected by their respeclhe 
Branches for one year in the following proportions: Branches 
consisting of not more than fifty members shall be entitled to 
elect one representative. Branches consisting of more than fifty 
members, and not more than one hundred members, shall be 
entitled to elect two representatives. Branches consisting of more 
than one hundred members shall be entitled to elect one additional 


representative for each additional one hundred members or propor- 
tion thereof, provided that such proportion e.xcceds seventy-fise in 
number. 

(c) Members of the Association representing Special Groups 
elected in manner hereinafter stated for one year and who shall 
be entitled to representation on the same numerical basis as the 
Branches, as more particularly set out in the preceding paragraph. 

Notwithstanding anjihing hereinbefore contained the Council 
shall have power to increase or decrease the number of Special 
Groups. 

(d) Seven members of ih9 Association elected for one >ear by 
the Annual General Meeting. 

(e) Such members of the Association, not exceeding six in 
number, as may be co-opted for the remainder of the year by the 
members of the Central Council specified in sub-clauses (n) to fd) 
inclusive as above at their first meeting. 

That By-law' No. 24 (n) (ii), (iii). and (iv) be deleted and that the 
following By-law be substituted : 

Members of Branches shall each year during the month of March 
hold an Annual Meeting of the Members of each Branch at which 
representatives to the Central Counal shall be elected as herein- 
before provided. The election of a Branch representative or 
Branch representatives at such meetings shall be b> secret ballot 
in which only the members present shall be entiileii to vote. A 
statement as to the result of the ballot signed by the Chairman of 
the Branch at which such election shall have been held, as herein- 
before prov’ided, shall be conclusive ei'idence of the elecnon of 
representative or representatives of the said Branch to the Central 
Council. 

Thai By-law No. 27 be amended as follows: 

After the words “By-law 25" insert: 

If the Branch or Group do not appoint a successor, then in that 
event the Central Council shall be at liberty to fill the vacanev b> 
appointing a representative of the Branch or Group. 

That By-law No. 33 be deleted and the following be sub>mutecl 
therefor: 

The Central Council shall meet not less than iwjce a >ear ard 
shall be presided over by the President of the Association or in 
his absence by the Vice-president, unless a Chairman of the Central 
Council and of the Executive Committee shall be elected as herein- 
after provided. 

If the Central Council by a majority vote decide in ar> vear to 
elect a Chairman, then, in that event, the Central Counal shall 
be entitled to elect from amongst their members a Chairman of the 
Central Council who shall hold office for the same period as the 
Honoraiy Secretary and Honorary Treasurer of the Association. 
The Chairman of the Central Council when elected shall also be 
deemed to be Chairman of the Executive Committee and shall 
preside at all meetings of the Central Counal and of the Executive 
Committee. 

That By-law No. 35 be amended by deleting the figure “4" and 
substituting the figure “ 6 " where appearing. 

That By-law No. 45 be deleted and the following By-law shall be 
substituted therefor: 

There shall be appointed or elected at the first meeting of the 
Central Council following its own election an Executive Committee 
which shall consist of the President, the Vice-president, the imme- 
diate Past-president, the Chairman of the Central Council (if 
elected), the Honorary' Treasurer, the Honorarv' Secretary, and not 
less than fifteen other members of the Central Council following 
Its owTi annual election as hereinbefore provided. The quorum of 
the Executive Committee shall be five. 

That By-law’ No. 48 be deleted, and the following shall be 
substituted therefor: 

The President, the \ice-president. the immediate Past-president 
of the Union, the Chairman of the Central (Tounal (if elected), 
the Honoraiy’ Secretary, and the Honoraiy Treasurer shall e.v 
officio be members of all Committees of the Central Council. 

The follow’ing additional By-law shall be made : 

Notices of Motion for the Central Council must be in writing 
and must be signed ^by a proposer and seconder, and must reach 
the Secretary not later than sixteen days before a meeting of the 
Central Council. Such notices should state whether same are made 
(d) on behalf of the Branch, (b) on behalf of the Group, or (c) on 
behalf of individual members. 


The Ministry' of Health states that the disqualification imposed by 
Section 42 (8) of the National Health Service Act, 1946. on Mr. D. T. 
Wiliams, dental practitioner, of Ilford, Essex, has been terminated, 
and that he is now entitled to participate in the National Health 
Service. 
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NATHANIEL BISHOP HARMAN PRIZE 

The Council of. the British Medical Association is prepared to 
consider the award of the Nathaniel Bishop Harman Prize in the year 
1950. The value of the prize is approximately £100. The purpose of 
the prize is the promotion of systematic observation and research 
among consultant members of the staffs of hospitals who are not 
attached to recognized medic.-il schools. It will be awarded for the 
best essay submitted in open competition. The work submitted must 
include personal observations , and experiences collected by the 
candidate in the course of his practice. A high order of excellence 
will be required. No study or essay that has been previously pub- 
lished in the medical press or elsewhere will be considered eligible 
for the prize. 

Any registered medical practitioner who is a corisultant member 
of the staff or senior hospital medical officer of a hospital in Great 
Britain or N. Ireland and is not attached to a recognized medical 
school is eligible to compete. If any ‘question arises in reference to 
the eligibility of a candidate or the admissibility of his essay the 
decision of the Council shall be final. 

Should the Council of the Association decide that no essay sub- 
mitted is of sufficient merit, the prize will not be awarded in 1950 
but will be offered again the year next following this decision, and 
in this, event the money value of the prize on the occasion in 
question shall be such proportion of the accumulated income as the 
Council shall determine. 

The writer of the prize-winning essay may be required to prepare ' 
a paper on the subject for publication in the Brilish Mcelicn) Journo) 
or for pre.sentation to the appropriate Section of the Annual Meeting 
of the Association. Each essay must be typewritten or printed in 
the English language, and must be distinguished by a title and a 
motto. The essay must not bear the name of the writer, which should 
be sent with the essay in a sealed envelope bearing only the motto 
on the outside. 

The title of the proposed essay and the motto should also be 
notified in writing to the Secretary by December 1, 1949, on a form to 
be obtained from the Secretary. Essays must be forwarded to reach 
the Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.l, not later than March 31, 1950. The prize 
will be awarded at the Annual Meeting of the Association to be held 
in 1950. Inquiries relative to the prize should be addressed to the 
Secretary. 

RADIOLOGISTS GROUP 

A meeting of the Radiologists Group will be held at B.M.A. 
House on Thursday, November 17. 1949, at 1.30 p.m. It is 
hoped that as many members of the Group as possible will 
.attend the meeting. 

LANCASHIRE AND CHESHIRE BRANCHES 
The names of the two new Branches in Lancashire and 
Cheshire which, with the Merseyside Branch, will replace 
the old Lancashire and Cheshire Branch will be decided by 
the Branches themselves when they are inaugurated. At a 
meeting in Manchester on October 6 of the old Branch Council 
the following titles were suggested: North Lancashire for the 
northern group, and South Lancashire and East Cheshire for 
the southern group. 
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Diary of Central Meetings 

October 

P.sychological Medicine Group Committee, 2 p.m; 
Proprietary Medicines Commiftec. 11 a.m. 

Committee on the Association of the General Practi- 
tioner with Hospitals, 2 p.m. 

Building Committee. 2 p.m. 

Film Committee. 2.30 p.m. 

Dermatologists Group Committee, 10.30 a.m. 
Maritime Subcommittee of the Private Practice Com- 
mittee. II a.m. 

Publishing Subcommittee, 1 1 a.m. 

Health Centres Subcommittee, "11.15 a.m. 

Journal Committee, 2 p.m. 

Committee re Salaries of Medically Qualified 
"rcachcrs. etc., 2 p.m. 

Maritime Subcommittee. Conference of Port Medical 
Officers, 2 p.m. 

Occupational Health Committee, 2 p.m. 

Public Health Committee. 1.30 p.m. 

Venereologists Group Cornmiucc, 230 p.m. 


Branch and Division Meetings to be Held 


•-AMHtKWELL uivtstON. — At lj4, uenmark Hill, S.E., Tuesday 
October 8.30 p.m.. Dr. W. J. O'Donovan : “-The Problems of 
a Modern Dermatofogist.” 


Greenwich and Deptford Division. — ^At Miller Hospital Green- 
wich High Road, London, S.E,, Wednesday, October 19. slso p.m. 
Dr. C. W. L. Jcancs: “The Scope of Treatment in Pulmonary 
Tuberculosis.’’ Members of neighbouring Divisions are invited to 
attend the meeting. ' 


Kesteven Division. — At George Hotel, Grantham. Thursd.iv. 
October 20, 8.30 p.m. Dr. D. P. Stevenson (Deputy Secretary 
B.M.A.): “Current Events.’’ 

Mid-Herts Division. — At Red Lion Hotel, High Street, St. Albans, 
Friday, October 21, 8.45 p.m. Annual general meeting. Election of 
officers, etc. Dr. H. 1. Coombs: “Blood Groups, with Particular 
Reference -to the Rhesus Factor.” 


North Middlese.\ Division. — At North Middlesex County 
Hospital, Silver Street, Edmonton, London, N., Tuesday, October 18, 
9 p.m. Dr. Mair E. Morgan Thomas: “The New Bacteriological 
Service of the Medical Research Council.” 

North of England Branch. — At Royal Victoria Infirmary, 
iNewcaslle-upon-Tync, Thursday, October 20, 7.15 p.m.', clinical 
demonstration by Mr. H. Vernon Ingram: “Squint”: 8.45 p.m., 
address by Professor J. C. Spence : “ Comparison of Medicine in 
America, Australia, and Britain.” 

Sunderland Division. — ^At Royal Infirmary, Sunderland, Friday, 
October 21, 8 p.m., address by Sir James Walton; “The Progress 
of Gastric Surgery in the Last Half Century.” 

Swansea Division. — At Osborne Hotel, Langland, Swansea, 
Thursday, October 20, 7.30 p.m., annual dinner. 


Meetings of Branches and Divisions 
Merseyside Branch 

The inaugural meeting of the Merseyside Branch was held at Liver- 
pool on Seplember 28. The following officers were clecied : President. 
Mr. B. L. McFarland ; vice-presidents. Dr. H. S. Pemberton and 
Mr. A. A. W. Merrick ; secretary and treasurer. Dr. V. CoUon 
Cornwall. ; 

At the dinner which followed Professor C. A. Wells proposed the 
toast of the new Branch and surveyed briefiy the history of the 
Association. The time had come, he said, for the consultants .is 
a whole to take a fuller pan in the activities of the Association 
and for all mcmber.s of the profession in this compact Merseyside 
Branch and Region to speak with one voice. Mr. Bryan McFarland 
replied, and said that it was n ■ that the president 

of the new Branch and the ' . ■ Association (Pro- 
fessor T. P. McMurray) wer< rgeons, remarking 

that the National Health Service might well need some corrective 
treatment. Referring to the next Annual Meeting of the B.M.A. op 
Merseyside, he asked for the support and help of all in making it 
a success, stating how proud the new Branch would be that Professor 
McMurray was to be president. . . 

Professor McMurray proposed the health of the Association 
coupled w'ith the name of Dr. Charles Hill, its Secrel.iry. He 
metttioned that when its original membership was only 310 its 
Council consisted of 70. Soon after the creation of the Association 
two members of Parliament had brought in a Bill for the regulation 
of the profession, and after an interrupted struggle of 26 years the 
first Medical Act was passed in 1858, which was the first-fruit of the 
work of the Association. The problem of providing n perfect ncallh 
.service w.is not finished; (he organization which we had now couW 
be improved in many ways. Faults must be eliminated ana 
improved methods adopted. Effective measures were available, but 
they could be completed only with the undivided support of IW 
whole profession. The struggle of the Association depended large • 
on its officers. - ., 

Dr. Charles Hill replying thanked the previous speaker, and pain 
tribute to the contribuuon of the Merseyside Branch in past ye.irs. 
mentioning the work of men like J. C. Matthews, R. W. Kcancn. 
and R. E. Gibbons on the Council, and Sir Henry Cohen, ciiairm.w 
of the Association’s committees on undergraduate and postgr.iduaw 
medical education. The profession had sometimes failed to rcaiirr 
when it had c-stablishcd a po.sition, and tended to press for some 
other point, almost forgetting what it had achieved. The profession 
unity and strength depended on its achievin!: right conditions oi 
service arid on the quality of (he service that it gave. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade unido 
or other organization : 

Mccropolitan Borough Councils. — Fulham, Hackney, Poplar. 

Non-County Borough Councils. — Dartford. Wallscnd. 

Urban District Councils.— Denton. Droylsden. Houghton-Ie- 
Spring, Huyton-with-Roby, Redditch (restricted to new appom - 
ments), Tyldeslcy. 
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In -incient times it was thought that the kidneys were linked 
-.osel)' with the temperament of the individual, and physi- 
cians of old practised largely on physic and examination of 
the urine. With modern pathology, much more has been 
learned about the kidneys in many respects, but their 
detailed function is still a mystery. 

Our interest in an artificial kidney came only as a side- 
line to the work being done with heparin, and funda- 
mentally a good anticoagulant' is paramount when blood is 
10 be circulated through any system of artificial tubes. 

There were other reasons which made such an investiga- 
tion more or less logical. The ever-present patient with 
anuria, for whom so little could be done unless the kidneys 
themselves decided to go to work, also offered a real 
challenge. The persistence of anuria in. a patient who may- 
look and feel well induces in the doctor in charge a series 
of changing moods ending in desperation and an admission 
of helplessness from ignorance of the disease of uraemia. 
Its cause, how it acts, and its cure. 

With heparin as an anticoagulant, attempts were made to 
clear the blood stream of toxic substances by transplanta- 
tion of a kidney from one animal to another and from one 
species to another. This work was done in 1933-5 with 
moderate success (Murray, Delorme, and Thomas, 1947). 
The objective in this present investigation was to produce 
similar effects by preventing a patient from dying of acute 
toxaemia in such conditions as acute mercury and phenol 
poisoning, in the toxaemias of acute infections such as 
nephritis or pneumonia, etc., with oliguria or anuria, as well 
as in acute anurias following blood transfusions, crush, 
excessive sulpha-drug administration, eclampsia and 
toxaemia of pregnancy, severe skin burns, induced abor- 
tions, acute injury to ureters and kidneys from calculus 
obstructions, reflex or otherwise, or following operation. 
This thesis is supported by Trueta’s (1947) work, in which 
it was shown that the cortex of the kidney may be put out 
of action by various reflex or other means, and that it may- 
regain its function provided the patient survives long 
enough. 

It therefore seemed possible, if the patient could be pro- 
tected from death from toxaemia in such conditions, that 
after a time a number of the kidneys affected might recover 
enough to resume function, and such has been the case in 
several instances. 

It w-as with, satisfaction, therefore, that experimental 
results to iustify this thesi s were noted and also that clinical 

•Based on the Alexander Simpson-Smith Lecture delive-ed at the 
Hospital for Sick Children, Gr-at Ormond Street, on July 11 by 
Dr, Gordon Murray. 


evidence has supported the claim. Also, it has been demon- 
strated repeatedly that the apparatus works smoothly fo; 
long periods, and that it performs the functions for whic'p 
it was developed. 

Many workers, including Abel, Row-ntree, and Tumec 
■(1913, 1914). Thalhimer (193S), and numerous others, have 
embarked on similar investigations, but the work has not 
to our knowledge been developed to a point where it w-as a 
proved effective clinical method of treatment. The one 
exception is that of Kolff and 'Van Noordw-ijk (1946). in 
Holland. We were not aware of their investigations, and 
not until after the war did we hear of their results. Their 
e,xcellent monograph gives evidence of the treatment of an 
extensive series of patients, with some good clinical results 
Apparently our efforts have been carried on simultaneously, 
and they w-ere quite independent. It was interesting, there- 
fore, to compare the methods and the material used, and to 
note the different avenues followed, which evidently con- 
verged fairly closely towards the same goal of end-results 

Development of the Apparatus 

The principles of our artificial kidney are: (1) a dialysing 
membrane which is selective in allow-ing the passage o' 
some substances and not of others from the blood stream — 
namely, non-protein nitrogen and other toxic substances . 
(2) a method of circulating the blood through this extrinsic 
system ; (3) protection from removal of necessary substances 
from the blood stream. 

It was not until very extensive and arduous trials and 
experiments had been made that we finally arrived at the 
present set-up (see Diagram), which works satisfactorily 
both e.xperimentally and in clinical patients. 



Schematic diagram of artifirial kidney (not drawn to scale). V, 
and V. = valves. C = condom. S = syringe E = eccentric. 
T = rubber tubing. A = air trap. R = inlet control. D = dialysing 
memb.-ane. G = Bath jar. 

4533 


888 Oct. 22, 1949 ARTIFICIAL KIDNEY 


The following is a summary of some of the series of 
events which led to the, development of the apparatus and 
of what might be.jtermed the evolutloii of this instrument. 

1. The first method was the circulation of arterial blood with 

return through the venous side through several coils of cellulose 
acetate tubing (sausage-casing) bathed in warm tap-water. This 
tubing was’l in. (2.5 cm.) in diameter and presented the primary 
disadvantage of the volume/surface-area ratio. Also, the size 
of the tubing allowed escape of too much of the animal’s blood 
befpre there was sufficient return, if a reasonable length of it. 
was used. In Ibis way the animal really had haemorrhage into 
the tubing. Filling this with blood beforehand overcame the 
difficulty; ' ■ — 

2. Later on, with considerable effort, tubing +-in. (1.25 cm.) 
in diameter was obtained, with somewhat better results. Then 
i-in. (0.6-cm.) -tubing was obtained from the Visking Corpora- 
tion, of Chicago, and this gave fairly satisfactory results. 

3. With sufficiently long sections of this tubing in vitro we 
were able to demonstrate that there was some passage of N.P.N. 

substances through 
this membrarie and 
that the larger pro- 
tein molecules did not 
pass (Chart 1). 

4. To diminish the 
volume of these tubes, 
it was attempted at 
first to pass the tubing 
through a series of 
wire cells containing 
the dialysing tubes. 

5. Next, concentric 
wire cylinders between 
which the tubes were 
partly . compressed 
were used. 

6. Then we tried a 
wopden reel on which the coils could be assembled fairly 
quickly. This did not control the volume satisfactorily. 

7. Next it was decided to coil the tube round a small platform, 
when plastic perforated sheets were applied on each side and 
bolted together to compress the tubing in the coil. These were 
found to be unsuitable because of the bulging under the 
pressure of the fluid in the coil. 

8. Then sheets of the plastic plates -were replaced by; .wood, 

arid these were found -to .warp. ..i; .. '.'-r 

9. The latter were replaced by aluminium-steerplates, which 
were bolted together with a thin definite spacing, between them. 
This worked moderately well, but -was, finally .discarded for 

10. A vertical wire-mesh cylinder around which, the tube 
was wound in spiral fashion and held in place ; by crpss-pieces 
of wood. This method finally gave the best result with the 
I-in. tubing, and lengths up to 150 ft. (45.72 metres) of tubing 
could be used quite satisfactorily, giving a fairly high rate of 
dialysis. 

Sources of the Blood for Dialysis 

The next problem to be solved was that of a method of 
circulating the blood. Early on it was decided that using 
an artery as the propelling force had many disadvantages : 
(1) The artery could be used only once-; if further attempts 
were to be made another vessel would be required. (2) The 
pressure in the system was such that there was not a satis- 
factory return of the venous blood by this type of pressure. 
Moreover, the animal tended to act as from the result of 
haemorrhage from the arterial bleeding. 

In all these methods, of course, it is quite obvious that 
the animal was highly, heparinized to make sure that there 
was no clotting or thrombosis either in the system or at the 
points of intake or output or in the animal itself. 

It was decided to attempt to develop a method by which 
the blood could be taken from the venous system and then 
returned to it through another point. On this basis, blood 
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was taken first from fentoral veins, then from external 
jugular veins, but it was found that \yith any pump system 
which produced suction the vessel collapsed and acted as 
a valve over the tube. To overcome this difficulty a 
catheter of fairly large diameter was finally passed through 
the femoral vessels and into' the inferior vena cava or into 
the right heart region. From this any quantity of blood 
could be removed by aspiration without any interference or 
obstruction, and it could be returned quite readily to a vein 
on the opposite side. This seemed to have many advan- 
tages : (1) there was no ill effect on the animal’s pressure 
simulating haemorrhage ; (2) the quantity of blood removed 
could be controlled accurately, which was not the case when 
an artery was used ; (3) the venous blood, unoxygenated, 
was circulated through the system, and therefore more 
impurities were available for dialysis by this method : 
(4) the blood was not oxygenated, and, as well as dialysing 
it, it was easy to add oxygen during the circulation through 
the system of tubes. o ' - 

Pump SyMem 

The next problem was one of providing a circulating 
pump system which would not damage or crush the blood 
corpuscles, would not produce haemolysis, would work 
smoothly, and would not become plugged and clotted with 
fibrin. - At first the blood vi'as drawn'into a flask, circulated 
through the dialyser, and then rcturned^jto the venous 
system by gravity. ' 

Next a piston syringe was used as a pump, W’ith intake 
and outlet valves on glass seats, but it was early demon- 
strated that in spite of high heparinization the spinning 
of these valves and the passage of the blood through the 
small apertures tended to cause some collection of fibrin 
and to interfere with the functioning of the system. In 
place of this a rotary-pump effect was used, but it was only 
moderately satisfactory. Finally, a pump system was used 
whereby a rubber tambour w'as inflated and deflated by the 
action of the piston syringe attached to an electric motor 
Rubber intake and outlet valves gave good results, so that 
a smooth circulation, without injury to blood and without 
clotting and deposit of fibrin or platelets, could be ensured 
for many hours at a stretch. 

Experiments on Increasing Dialysis 

Many efforts were made to increasie the rale of dialysis 
through the membrane. 

1. The best and most obvious means was by increasing tht 
length of the tubing used. Lengths up to 35 ft. (10.67 metres) 
were employed quite satisfactorily, and it is possible that 
length could be considerably increased with still more bcnefichl 
effect. Recently lengths of 150 ft. (45.72 metres) have been 
used. 

2. It was thought that by attempting to reduce the atniu- 
spheric pressure surrounding the tubing an improvement tn 
dialysis might be obtained, but the results were not 'ery 
satisfactory. 

3. By increasing the pressure within the dialysing tubins.'' 
was hoped that there might be' some increase in the dialjs'*- 
but again this requires further study to be certain of the ellec • 

. 4. Some investigation was carried out to see if the "O' 
described by McBain and Kistler (1928, 1929, 1930, 1931) "'0“ 
apply under these conditions. These authors indicated that i 
use of 64% zinc chloride solution would stabilize the apertu' 
in the membrane and increase the rate of dialysis. 

tests, covering several months, were done with this. It 
conclusion that, while there was some benefit in the rale 
. dialysis early in the exchange, in the final results .there was n 
a very great difference. - The difference .did not seem ■ 
great enough to justify the effort and trouble, .of 
tubing, and for that reason .the method was, disardeo ‘ 
the untreated tubing was used. "ll.vvas noUd m our cxperim ^ 
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Chart 1. — Showing dialysis of N.P.N. 
from human blood in vitro. 2.3 g. of 
N.P.N. was removed in two hours. No 
proteins came thiough. 
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that the use of zinc chloride, with adequate washing after- 
wards, did not seem to produce any loj-ic effects in the 
animal. 

The Dialysafe 

. . The ne.\t problem', related to the protection of the animal 
rgainst the removal of substances which are necessary for 
■■^e, involved a great deal of work and was the mast 
iiBcult to solve. 

If an animal’s blood was dialysed through this instrumtnt 
rith a surrounding bath of tap-water it was found that 
nthin five to seven minutes the animal showed very striking 
inical changes. The rate of breathing was accelerated 
ntil this became very violent. There was shock and 
collapse, and the animal died within a period of seven to 
fifteen minutes. 

At this stage we were not certain whether important sub- 
stances such as adrenaline, “pituitrin,” insulin, ..heparin, 
and so on were being removed and whether the animals 
were going into shock., on this account. As the chemical 
tests for some of these substances are exceedingly difficult 
) and uncertain, we were not convinced by chemical analysis 
I whether such was the case or not. However, we arrived 
I at our final conclusions by the following methods ; 

During dialysis it was demonstrated that the animal had an 
increasing concenfrafion of haemoglobin, and that it showed 
evidence of water loss. It was therefore decided to balance the 
dialysate surrounding the tubing with some of the normal 
'substances in blood as indicated in Ringer’s solution. It was 
found that by an addition serially of each one of these sub- 
stances we could overcome one or other of the .difficulties and 
could carry on a diaij’sis without producing these disastrous 
effects on the animal. ^Tien the chlorides, the calcium, the 
magnesium, the potassium, the sodium, the phosphate, the 
carbonate, and the sugar were balanced in turn these disastrous 
effects did not occur. In the preparation of our dialysate it 
was found that with the potassium left out the animal suffered 
ill effects and when potassium was added it was protected 
against these effects, and similarly with the other salts and 
sugar. Variations in the pH also caused alarming results. It 
was necessary to add bicarbonate to the solution so as to main- 
tain the pH at a level of about 7.3. With the dialysate at this 
level there was no change in the blocd pH during or following 
dialysis. 

However, as both quantitative and qualitative tests for some 
of these chemicals are difficult and unreliable, we found it 
difficult or impossible to prove the specific effect of the Jack of 
potassium, calcium, etc.,' although the experimental proof of 
this seemed to be adequate. Finally, a bath solution similar 
to that used by Seligman, Fine, and Frank (1946) was used. 

[t contained sodium chloride, calcium chloride, magnesium 
chloride, potassium chloride, sodium hypophosphate, sodium 
bicarbonate, and dextrose in physiological amounts. This solu- 
tion 'vas well buffered, but a certain care in mixing and auto- 
claving was required to prevent precipitation of insoluble salts. 

Transfusion of Blood 

The next problem wtas the fact that in a smallish or 
medium-sized animal there was so much loss of blood into 
this machine before any was returned that Ihe animal was 
left with saline in its circulating system and all its blood 
out in the apparatus. However, this was overcome by 
filling the machine with suitable blood for the animal. 
When this was done the circulation could be carried on 
indefinitely without ill effects. 

Many of our earlier experiments were carried out in vitro 
by circulating blood and other solutions through the 
instrument and by placing' substances in the circulating 
fluid which could be detected in the surrounding dialysate. 
Next, in a normal, animal, with the circulation going, 5 g. 
tof urea was injected and the rate or removal of this ■was 


determined. With the lendency of urea to form a closer 
! elation in the blood of the dog, it was probably not as 
fair a test of dialysis as might occur 1n the human being, 
in whom the urea is separated more readily and is more 
easily dialysable. However, this did demonstrate the rate of 
removal of N.P.N. substances from a normal animal. 

Uraemia in Animals 

The next problem was to produce azotaemia in an animal 
so that the effectiveness of the apparatus could be assessed 
under these conditions. Bilateral nephrectomy was found 
to involve a number of uncontrollable factors, and the 
uraemia so produced .was so severe and was associated with 
such a poor resistance in the animal that it did not lend 
itself to these experiments. A more gradual onset of uraemia 
was desirable, and was thought to be more comparable to 
the clinical condition in patients. 

The chcmigal production of oliguria and anuria was 
investigated, but no completely selective uncomplicating 
poison which seemed suitable was encountered. Most of 
the work done on specific kidney damage involved the 
perfusion of the kidney by exposure and cannulization of 
renal vessels. 

Ligation of ureters was performed on a series of animals, 
but sudden death, presumably from cardiac arrest, as has 
been described in the literature, was so frequent before 
dialysation could be carried out that many of the animals 
succumbed. Finally, an interesting method of producing 
uraemia was employed. The ureters were transplanted 
into the small bowel in the hope that there would be enough 
resorption of non-protein-nitrogen bodies to produce 
uraemia. This took place in a surprisingly short time, and 
high levels were reached in three or four days, associated 
with lethargy and diarrhoea. The animals, however, main- 
tained their food and fluid intake, which was not the case 
with nephrectomized animals or in those with ligated 
ureters. 

The study showed that blood may be circulated outside > 
the body, and that with a reasonable length of dialysing 
tubing moderate amounts of N.P.N. can be removed in 
short periods from normal and uraemic animals, provided 
these animals are not moribund or in a state of severe circu- 
latory depression. The N.P.N. level in the blood varies 
greatly in the above state and is a less reliable guide to the 
-efficiency of the dialysation than is the NF.N. measurable 
iff the dialysate removed during the test run. 

It seemed obvious from the experiments as well as from 
the effects on patients clinically that the level of N.P.N. 
substances measured in the blood gave only a poor indica- 
tion of the effect of such dialysis. Obviously the NE.N. 
substances in the blood stream are not produced there, but 
are the.waste products delivered to this circulating medium 
from the tissues in which they are formed. This circulating 
medium, the blood, has the function of carrying these sub- 
stances to points where they are detoxified and prepared for 
excretion, and finally are carried to the kidney, where they 
are excreted from the system. I\’hile the level of N.P.N. 
substances in the blood may be reduced somewhat, the 
essential point in treatment is to reduce these and other 
toxic substances in the vital centres and other fixed tissues. 
During many of the experiments and in the clinical runs 
more NP.N. was removed than was contained in the total 
volume of blood in the animal and still the level in the 
blood stream was lowered only slightly. Thus it was 
obvious that there is a constant drainage of these substan^ 
from fixed tissues into the blood stream, one of whose 
functions is to transport the substances for disposal. 



890 Oct. 22,. 1949 ARTIFICIAL KIDNEY Bwna 

• - JOUHlJUl 


It seemed ,of interest to investigate. this aspect of the prob- 
lem. For that purpose animals were nephrectomized and 
the N.P.N. of the blood and spinal fluid was followed as 
the animal developed uraemia. When the N.P.N. had 
reached a high level in these two fluids the animal was 
sacrificed and blocks of tissue were immediately frozen, 
ground up, and N.P.N. estimations done on these by Dr. 
Gornall. Chart 2 indicates the state of affairs here. When 



the blood N.P.N. reaches a certain level the spinal fluid 
level is above this, and the level of the N.P.N. substances 
in the tissue examined was above that level again. This 
would tend to bear out the point already made that 
the blood is only a medium for the collection of these 
substances and washing away of them for disposal. 

When, therefore, in a clinical patient it was reported that 
12.97 g. of N.P.N. substances was removed and readings 
of the blood showed only a slight depression of the N.P.N. 
level it was obvious that the N:P.N. substance removed 
was bringing down the level of these toxic substances in the 
vital fixed tissues' of the patient, and the proof of this 
was the clinical improvement, with diminishing signs of 
ioxaemia, even though the blood 

M. P.N. was still at a fairly high levej. 

From the events observed in animals 

and clinically, we think it can be 
assumed with fair certainty that, while 

N. P.N. substances can be removed, 
there are other substances that are also 
•emoved by this dialysing system. 

These substances are probably re- 
sponsible in large part for the severe 
toxaemia and ultimately for death. 

^roof of this is the fact ’ that 
n a normal animal from four to 
:en times the amount of urea neces- 
sary to place the N.P.N. at a high level 
-an be given without much injurious 
effect. Probably, therefore, another 
substance is responsible for the 
'oxaemia. This substance has not yet 
been separated and has not been 
described or analysed, but this system 
offers an excellent method of approach 
CO the study of such substances, as 
suggested by Abel, Rowntree,. and 
Turner (1913, 1914). 

This work represents some early 
excursions into a field which offers 
great prospects for expansion. The 
method might be used therapeutically 
to remove toxic substances as well as 


to administer substances which may be beneficial for the 
individual. 

Several tests have been made on patients to assess the 
functioning of the apparatus. The cases reported illustrate 
the ability of this apparatus to perform what was intended 

Case 1 

The patient, a woman aged 26, had anuria for a period of 
nine days after an attempt at induced abortion. During, these 
nine days she was passing about 35 ml. of urine daily, and when 
first seen was in a state of uraemia. She was comatose, was 
having mild uraemic convulsions, was severely oedematous, and 
was not passing urine. She was seen by the physicians, the 
gynaecologists and. the genito-urologists,' all of whom agreed 
that her case was utterly hopeless ; in fact, they had given up 
treatment except for some diathermy which was being applied 
through the loins. 

On the hirith day the patient was attached to this artificial 
kidney by passing a catheter through the saphenous vein into 
the inferior vena cava on the right side, and another into the 
femoral vein on the left. With the machine running for one 
Hour she was moderately improved. The results of the run 
are shown in Chart 3. ' 

Towards the end of the hour the patient showed some dis- 
comfort. She developed a fairly severe chill. Because of 
this and not knowing just what the -effects were, and because 
of difficulty in following the chemistry accurately, the dialysis 
was discontinued at the end of an hour. ■ It ^yas shown fairly 
conclusively on subsequent runs without any similar ill effects 
that the probable trouble was inadequate washing of the tubing. 
On all occasions we used new tubing throughout, including 
rubber tubing, the tambour in the pump, and the dialysing mem- 
brane. On the subsequent occasions this was thoroughly 
svashed through with distilled water for an adequate period of 
time and then washed for a short lime with blood solution m 
remove any remaining substances either in the dialysing mem- 
brane of in the tubing. On subsequent runs lasting up to eighi 
kours there were no ill effects whatever in the form of thermal 
reactions, changes in respiration, pulse rate, blood pressure, or 
otherwise. 

Following the treatment the patient was considerably 
improved clinically. The next day her condition was fair. 
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The day after that she teas much worse again and another 
run of eight hours was given on the machine. The results of 
this are shown in Chart 3. Her condition was ver}’ greatly 
improved. There tos suTI only 45 ml. of urine. Three days 
later the patient’s condition was again serious and another run 
of si.x hours tvas given. The clinical improvement of the 
patient was very striking. She was comatose at the beginning 
of each one of these runs on the machine ; at the end she was 
quite bright. The delirium and coma had disappeared. The 
patient would drink small quantities of fluid, would respond 
to questions and conversation, and stated that she felt much 
better. In spite of the pronounced oedema there was some 
appearance of intelligence in her face. 

During the runs on the machine samples of blood, ascitic 
fluid from the peritoneal cavity, and spinal fluid were removed, 
and NJ’.N. and other tests done on these. 

After the last dialysis there was a moderate secretion of 
urine, and next day there was an enormous secretion of 
4,000 ml. of urine. Subsequently the patient made a pro- 
gressive and uninterrupted recovery' and returned to normal 
health. During the next two weeks samples of both blood and 
^pi^aI fluid showed a progressive fall of N.P.N., until on the 
twenty-fifth day these had both reached normal. The oedema 
had entirely disappeared. The patient was up and about, and 
was in normal health. At this stage the gynaecologists reported 
that the foetus was not present in the uterus. WTiile there 
was no record of its escape, I think one dannot assume that 
the dialysing apparatus removed it by this means. The patient 
was in hospital 33 days. 

The only remaining abnormality was a lack of concentration 
on the two-hour test. The urinalysis olhenvise tvas quite 
normal and the rivo-hour test showed a concentration only 
up to 1012. However, as shown on the final point on Chart 4, 



on the sixty-first day the blood N.P.N. was 28 mg. per 100 ml. 
The spinal fluid N.P.N. was also 28 mg. per 100 ml., and the 
two-hour test showed considerable improvement. Here the 
concentration went up to 1018, and the day and night quantities 
were fairly normal. The patient has gone back to her regular 
work and is in normal health. She has since married and 
given birth to a normal child. Kidney function was watched 
closely throughout pregnancy, and at no time was there 
eridence of toxaemia or impaired function. 

Case 2 

A married woman aged 40 was seen by the courtesy of Dr. 
J. Crosbie. After caesarean section, when a blood transfusion 
was given, there was oliguria, and the urine contained haemo- 
globin and haematin. She passed only 3 to 5 ml. of urine daily 
for eight days, at which time the blood N.P.N. was 179 mg. 
per 100 ml. and the patient was showing signs of uraemia. 

She was then treated for 26 hours with the artificial kidney. 
Fifty-four feet (16.5 metres) of tubing was used and 70 g, of 
N.P.N. was removed from the blood. The following day the 
urinary secretion increased to 210 ml., rising to 6,730 ml. on 


the fifth day. The patient gradually improved, and has made 
an excellent recovery. Renal function has returned to normal 
and she is in normal health. 

There has been survival in about 50% of the patients 
treated. Those who succumbed were found on the whole 
to have had chronic kidney disease, and even though the 
purification of the blood was accomplished satisfactorily 
they relapsed into a uraemic state. 

We wish to thank Professor Van Wyke and Professor J. McClelland 
for providing some of the patients. We acknowledge with thanks the 
privilege of laboratory space and the use of some chemicals provided 
by Professor Andrew Hunter. The assistance of Dr. Allan G. 
Gomall in doing N.P.N. assays of tissues is acknowledged nith 
thanks. Otherwise the work was carried on independentfy of the 
University or other assistance, 
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MALARIA 
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tVellcome Professor of Tropical Medicine, Lortdon School of 
Hygiene and Tropical Medicine: Physician, Hospital for 
Tropical Diseases, University College Hospital. London 

lecture H: chemotherapy 

The factors which may modify the results obtained by 
treatment with antimalarial drugs include not only the 
species of the malaria parasite but the variety or strain of 
the particular plasmodium implicated. The presence or 
absence of immunity or partial immunity in the patient is 
very important, and racial considerations may be relevant. 
Those of negroid stock are sometimes relatively refractory 
to infection, while (Caucasians show maximum susceptibility. 

Regarding strains of parasite, James (1931) reported that 
the Rome strain required eight times as much quinine as the 
Indian strain of P. falciparum to elicit a satisfactory thera- 
peutic response ; both strains were equally susceptible to 
“atebrin ” (mepacrine). The Madagascar strain of P. vivax 
w-as tw'ice as susceptible to neosalvarsan ” (neoarsphen- 
, amine) as the local Dutch strain. 

VariaU'ons in the sensitivity of different strains of the 
same species of parasite to a given antimalarial drug iliu- 
stxate the inadvisability of assuming that because a drug 
in a certain dosage is effective in one geographical area it 
will necessarily be equally so in another. This point will 
be specifically illustrated later with reference to mepacrine 
and proguanil in New Guinea strains of P. falciparum. 

•Second of the Croonian Lectures delirered at the Royal College 
of Physicians of London on May 3 and 5. 1949. 
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The antimalarial drug or combination of drugs used may 
vary according to the stage, of stages, of the life cycle of 
the parasite on which -the chemotherapeutic attack is made 
— i.e., the pre-erythrdcytic cycle, the asexual blood para- 
sites, the late exo-erytbrocytic forms, or the gametocytes. 

Prevention and Suppression of Malaria by Chemotherapy 

Precise knowledge regarding the suppressive and prophy- 
lactic value of antimalarial drugs in non-immunes was very 
unsatisfactory at the outbreak of hostilities in 1939. The 
entry of Japan into the war in November, 1941, found the 
Allies unprepared for warfare in tropical climates and 
especially „ for .using their non-immune troops in hyper- 
endemic areas of malaria. Malaria casualties in the South- 
West Pacific and South-East Asia in 1942 were very grave. 
Some 90% of the forces operating in the Solomons and 
New Guinea developed severe malaria within four months, 
and in all these campaigns the type of malaria breakdown 
was .constant. .Malignant tertian malaria was responsible 
for approximately 80-90% of overt attacks during actual 
jungle fighting, the remaining 10-20% being caused by 
benign tertian malaria. Later, after a full course of quinine- 
mepacrine-pamaquin therapy, troops relapsed predomin- 
antly with benign tertian malaria, recrudescences of falci- 
parum malaria being uncommon provided reinfection had 
not taken place. 

The malaria problem was one of great gravity, and Allied 
military and medical authorities decided that every possible 
channel should, be explored to increase the effectiveness of 
the control of malaria in the forward areas, and that special 
efforts should be made to discover more potent antimalarial 
drugs for its control and prevention in jungle warfare. In 
this connexion a large medical research unit was established 
at Cairns, in Northern Australia, for the specific purpose 
of investigating the effectiveness of various antimalarial 
drugs in experimentally infected Australian Army volunteers 
living in the Tropics and tested under conditions simulating 
jungle warfare. During these researches some 850 healthy 
volunteers were experimentally infected with sporozoite- 
induced malaria, using strains of P. falciparutu and P. vivax 
from New Guinea and New Britain. Despite mtense hyper- 
infection none of these Volunteers died &om malaria, and 
though subinoculation was .practised,, bn a scale never 
previously attempted no ill effects were noted. The sub- 
inoculation technique adopted by Fairley (1945) and 
Fairley et al. (1946a, 1947) afforded data which enabled 
antimalarial drugs to be classified into one of two 
groups : 

J. Schizortticidal suppressants — i.e., those which exerted sup- 
pressive and possibly curative effects by schizonticidal action 
after asexual parasites had appeared in the blood. The drugs 
which were found to produce suppression of malaria by 
schizonticidal action on the asexual erythrocytic parasites 
included quinine, sulphadiazlne and allied drugs, mepacrine, 
"sonfochin,” and “chloroquine.” While taking an effective 
suppressant dose of these drugs each day, subinoculaiion of 
200 ml. of blood collected on the seventh day after exposure 
of the donor to infection with P. falciparum and on the ninth 
day with P. vivax invariably led to malaria in the recipient, 
showing that suppression was achieved by schizonticidal action 
and not by its effects on pre-erythrocytic forms of the parasite. 

2. Causal prophylactics — i.e., those which acted on sporo- 
zoites or pre-erythrocytic forms, either destroying thena before 
they gave rise to asexual erythrocytic parasites (complete causal 
prophylaxis! or temporarily inhibiting or modifying their schizo- 
gonous cycle so that the appearance of asexual erythrocytic 
parasites in the circulating blood was delayed and the incuba- 
tion period prolonged (partial causal prophylaxis). Subinocula- 
u'ons made on the seventh day in P. falciparum infections and 


on .the ninth day in P. vivax infections were invariably ntgativt. 
Only the biguanides or the 8-amino-quinolines fall into this 
category. As all the more important antimalarial drugs were 
tested at Cairns for suppressive and prophylactic purposes under 
experimental conditions not available elsewhere, my remarks os 
the control of malaria by chemotherapy will largely be based o» 
these researches. 

•» ' 

1. Schizonticida] Suppressants 

Quinine 

Quinine sulphate in a dosage of 10 gr. (0.65 g.) duly 
proved ineffective as a suppressant against malaria resulting 
from mosquito-transmitted New Guinea strains of P. vivax 
and P. falciparum. When the daily dose was increased to 
20-30 gr. (1.3-2 g.) suppression was complete; radical cure 
resulted in falciparum malaria provided this dosage \sas 
continued for 23 days after exposure,' though not in vivax 
malaria. With this high dosage parasites were not demon- 
strated in thick smears, but subinoculations were positivf 
on the seventh day in malignant tertian infections, showing 
that radical cure was obtained by schizonticidal action, not 
by a causal prophylactic effect. 

As 10 gr. of quim'ne approximated to the maximum daily 
dose that could generally be tolerated for any prolonged 
period, it was evident that' quinine was unsuitable for 
suppressive purposes in the South-W«t. , Pacific. With 
certain Indian and African strains of ’ K faiciparum and 
P. vivax a daily dose of even 5 gr. (0.32 . g.) of quinine 
effectively suppresses malaria, but after medication ceases 
overt malignant tertian and benign tertian malaria develop 
. The great drawback to quinine as a suppressive drug is 
that it so often fails to produce radical cure of malignant 
tertian malaria in the usual suppressive dosage and leads 
to a condition of chronic latent or chronic recrudescing 
'malignant tertian rnalaria, in the presence of which true 
blackwater fever is apt to develop. For this reason, if foi 
no other, quinine is unsuitable for suppressive purposes in 
Europeans. Blackwater fever practically disappeared from 
New Guinea and elsewhere in the South-West Pacific with 
the radical cure of malignant tertian malaria in the early 
stages of the infection. This was occasioned by the intro- 
duction of mepacrine .for suppressive purposes and for the 
treatment of the clinical ' attack. A similar result ws 
recorded ty, Findlay and Stevenson (1944) in West Africa 

, Sulphonnmides 

Coatney and .Cooper (1948) record that prophylactic 
action against gallinaceum malaria in birds has been demon- 
strated for over 30 sulphonamide derivatives since they 
established early in 1942 that sulphadiazlne would prevent 
this infection (Coatney and Cooper, 1944). Several years 
earlier “ proseptasine ” in large dosap had been reported 
to have true prophylactic action against P. falciparum oy 
Sinton, Hutton, and Shute (1939), and late in 1942 h'Sh 
hopes existed in the U-S-A. that sulphamcrazine would 
prove a true causal prophylactic for human species oJ 
malaria parasites. In 1943 supplies of sulphamcrazine were 
sent from the U.S.A., and that drug, along with sulpha<l^' 
‘ zine and sulphamezathine, was fully investigated by Fairley 
(1945) for prophylactic action in human malaria, unfortun- 
ately with disappointing results. 

In vivax malaria all these drugs proved ineffective sup- 
pressants of both trophozoite and sporozoite expenmen - 
ally induced infections, even in a dosage of 1 g- daily- o 
falciparum malaria they proved "good suppressants an 
generally brought . about radical cure. TTipugb parasi c 
were rarely demonstrable in thick blood smears, sobinocyi^ 
lations on the seventh day after exposure to infection 
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positive — a result which showed they were not true causal 
prophylactics in man. Owing to their failure to suppress 
vivax infections and because of toxic effects such as agranu- 
locytosis, it was decided that these sulphonamides should 
hot be used in the South-West Pacific for malaria 
suppression. 

Using sulphadiazine and sulphapyrazine, Coatney et al. ' 
(1947a, 1947b) reported similar experimental findings 
in volunteers infected with ^e McLendon strain of 
P. falciparum and the St. Elizabeth strain of P. vivax. 


Mepecrine (“ Afebrin ”) 

Though the dosage of mepacrine advised in the South- 
West Pacific had been one tablet daily (0.1 g.), malaria 
casualties in the Huon Peninsula campaign in 1943 were 
devastating. The ratio of medical : battle casualties was 
15:1; malaria constituted over 60% of the medical 
casualties. There was definite evidence that mepacrine 
discipline was poor and that the drug was not being 
regularly taken. 

Later in the same year excellent results were obtained in 
volunteers at Cairns receiving one tablet (0.1 g.) of mepa- 
crine on six or seven days of the week for four weeks before 
exposure to infection, during the period of exposure, and 
for 23 days after the last infective bite (New Guinea strains). 
Controls not taking the drug, who were bitten by the same 
number of infective mosquitoes from the same batch, 
invariably developed malaria. 

v l. Benign Tertian Afnlcr/a.— Though volunteers infected with 
P. vivax did not develop attacks of overt malaria when receiving 
mepacrine in the above dosage, overt raalafia developed two to 
seven Weeks after stopping the drug. 

2. Malignant Tertian Malaria . — Volunteers repeatedly 
exposed to 10 to 20 infective bites (P. falciparum) failed to 
develop overt malaria when following an identical suppressive 
mepacrine regimen. Mild clinical features associated with slight 
transient rises in temperature, fleeting aches and pains, and per- 
haps some tenderness or temporary enlargement of the liver and 
spleen were sometimes noted, but symptoms were never severe 
enough to necessitate rest in bed, and the volunteers invariably 
carried on their routine activities. Despite these minor symp- 
toms parasites were rarely, if ever, demonstrable in thick blood 
films during exposure to infection while taking mepacrine, 
though subinoculations might be. positive. After cessation of 
the drug overt malaria failed to develop, subinoculations were 
negative, and on superinfection volunteers showed normal 
susceptibility — i.e., they developed overt malaria when they 
were reinoculated with blood containing the same strain of, 
P. falciparum. These findings constituted a chain of evidence 
indicating that malaria infection had been either prevented or 
cured. Early subinoculation from the seventh to the 11th day 
after infection or reinfection, however, had revealed parasites 
in the blood even though they could not be demonstrated micro- 
scopically. It was therefore evident that in malignant tertian 
malaria mepacrine was not acting as a causal prophylactic, but 
was producing radical cure by schizonticidal action, destroying 
the young asexual parasites after they had gained access to the 
circulation. 

3. Mixed Infections with P. falciparum and P. vivax . — ^In 
jungle Warfare troops were generally infected with both 
P. falciparum and P. vivax. To reproduce field conditions 
experimentally it was necesspry to infect volunteers repeatedly 
over a period of several months by exposure to vivax- and 
falciparum-infected mosquitoes. In addition it was essential to 
subject these volunteers to conditions generally believed to 
favour malaria relapses, such as physical fatigue, cold, anoxia, 
blood loss, etc. ; all this was done, but in no instance did overt 
malaria develop while they were taking mepacrine. On an 
average of ,30 days after cessation of mepacrine, volunteers 
developed overt benign tertian malaria ; falciparum parasites, 
however, were not found. 


These experiments were of considerable significance from 
a military point of view. They indicated that where similar 
strains of P. falciparum abounded troops could fight in 
hyperendemic areas of malaria without significant malaria 
casualties provided they were taking mepacrine in adequate 
daily dosage : in addition they implied that there should be 
no deaths, no malaria carriers, and no blackwater fever if 
the daily dose was continued for three to four weeks after 
leaving the endemic area.’ After stopping mepacrine, how- 
ever, troops infected with suppressed vivax malaria would 
develop overt attacks. 

FoUotving receipt of the results of these experiments, 
military disciplinary measures in regard to mepacrine 
administration were widely enforced. Malaria casualties 
rapidly diminished and the experimental findings were con- 
firmed in jungle warfare throughout the South-West Pacific 
except in 1945 in the limited Itape-Wewak area, on the 
northern coastline of New Guinea, where moderately 
severe malaria casualties occurred. Fairley et al. (1946b) 
found that in addition to the universal mepacrine-sensitive 
strain a relatively insensitive strain of P: falciparum was 
present in troops there which required 0.2 g. daily for its 
certain suppression and larger doses than usual for 
therapeutic purposes. 

In volunteers infected with the ordinary New Guinea 
strains the mean plasma mepacrine level of over 20 pg. 
per litre was found adequate to suppress either vivax or 
falciparum infections. With the atypical Itape-Wewak 
strain which was relatively insensitive to mepacrine break- 
throughs occurred in volunteers when the plasma mepacrine 
level was well above 30 pg. per litre. This strain showed no 
decreased susceptibility to chloroquine or proguanil, and 
if either of these drugs had been available it could have 
been substituted in the usual dosage for mepacrine with 
certainty of success. Bang et al. (1946a), as a result of 
studies on the efficiency of mepacrine suppression in the 
South-West Pacific, concluded that it was mainly a problem 
of drug administration and that climeal malaria developed 
in the presence of inadequate amounts of mepacrine. The 
concentration of mepacrine present in break-throughs was 
the same in chronic relapses and primary attacks of malaria. 
They considered there was no need for a dosage greater 
than 0.1 g. per day. They also found that in at least 98% 
of ffie American troops in strenuous combat who received 
1 g. of mepacrine per week (generally in bi-weekly doses 
of 0.5 g. each) malaria was fully suppressed (Bang et al.. 
T946b). 


The 4-ainino-qmnoKnes 

Sontochin and chloroquine (“ resochin ’’) belong to the 
4-amino-quinoline group of compounds which were 
thesized by German chemists in 1934 and patented in 1939. 
They had not then been subjected to extensive biologii^ 
testing and their clinical study was being attempted by the 
French at the time of the invasion of North Afnca, when 
sontochin fell into Allied hands. These drugs and others 
of the group were resynthesized in U.SA. and tested bio- 
logically on a large scale in both bird malaria and man m 
1943-4 when they were sent to the Caims umt to be 
investigated as suppressants and cai^al prophy^chK 
Detailed results, which were summarized by Fairley (]9-»6). 
ivere communicated to the National Medical Research 
Council, U.SA., in 1944. ■ 

The suppressive dosage used was 50-100 m^daily for 
-hloroquine and 100-200 mg. for sontochin. The resufe 
obtained with P. vivax and P. falciparum, as well as with 
mixed infections in the field type of expenrnen^ were 
identical with those obtained with mepacrine. Both drugs 
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suppressed vivax malaria, and suppressed and radically 
cured falciparum infections. Subinoculations on the eighth 
day in falciparum infections and on the ninth and tenth 
day in vivax infection proved positive, showing that infec- 
tion had occurred and that no inhibitory or lethal action 
was being exerted oh the pre-erythrocytic forms. Sub- 
inoculations on the twenty-first day after exposure were 
negative in falciparum infections, indicating radical cure; 
none of these volunteers subsequently developed overt 
malaria. Significant toxic reactions or skin discoloration 
were not noted with either drug.- 

Field trials are still in progress, using chloroquine diphos- 
phate in a dosage of 0.5 g. (0.3 g. base) once h'eekly. 
Coatney (1949) states that, in Panama, Clarke found that 
this regimen resulted in almost complete protection against 
the three common species of human malaria parasite, and 
Field (1949) has reported very favourable results from 
Malaya. 

2. Causal Prophylaxis by Drug Action on Pre-erythrocytic 
■ Forms 

Two groups of compounds possess such an action — the 
8-amino-quinolines and the biguanides. As it is necessary 
to use pamaquin or pentaquine in toxic dosage to get a 
causal prophylactic effect' they need not be further 
considered. 

The brilliant researches of Curd, Davey, and Rose (1945) 
culminated in the synthesis of the biguanides and the dis- 
covery of their causal prophylactic and therapeutic action 
in bird malaria. It was arranged through Dr. C. M. Scott 
and the Medical Research Council for investigations on 
their suppressive and causal prophylactic action to be 
undertaken at Cairns by Fairley and his colleagues (1946a). 
Over 200 volunteers were used in these experiments on 
paludrine (proguanil) alone. ' 

Proguanil 

When .volunteers were exposed to infective biting by 


Single-dose Regimen in Prophylaxis 
Subsequent experiments showed that proguanil in a single 
dose of 50-100 mg., given at any time between the 39ih 
and 131st hours after a single exposure to falciparum- 
infected mosquitoes, acted as a complete causal prophylactic 
and entirely eradicated infection in the pre-erythrocytic 
stage. A single dose of 300 mg. given three hours before 
or three hours after exposure to infection failed to protect ; 
so it did at 168 hours; though at 144 hours it gave protec- 
tion. These findings indicated that the pre-erythrocytic 
forms were much more susceptible to the action ol 
proguanil than either the sporozoites or the first genera- 
tion of erythrocytic merozoites which would be escaping 
into the circulation about this time— i.e., on the seventh 
day. 

In native labour groups comprising partial-immunes it is 
convenient to administer a prophylactic drug at weekly 
intervals. In doiiig so with proguanil, however, it is impor- 
tant to appreciate that 300 mg. once weekly may not prevent 
merozoites of even the most proguanil-sensitive strains of 
P. falciparum gaining access to the -blood stream if the 
individual has been infected- six to seven days previously 
Furthermore the individual would still be vulnerable to 
reinfection with P. falciparum on the eighth day jf bitten 
by infective mosquitoes some hours before or a few hours 
after the weekly dose of, proguanil had been taken. Subse- 
quent suppression and radical cure would then depend on 
the schizonticidal action of the drug, and if the strain ot 
P. falciparum happened to be relatively insensitive to 
proguanil in this respect occasional break-throughs with 
overt attacks would not be surprising. In such circum- 
stances, once overt falciparum malaria develops it is essen- 
tial to establish radical cure before the patient reverts to 
prophylactic proguanil. 

Covell et ah (1949b) investigated the causal prophylactic 
action of proguanil in patients infected with a West African 
strain of P. falciparum .which was relatively insensitive to 
the schizonticidal action of that drug. They found, even 

wnen voiumecia ° ' with this Strain, that complete protection was afforded and 

falciparum-infected mosquitoes while taking proguanil in malaria prevented by proguanil when given in doses o 
a daily dosage of 100 mg. no minor symptoms 'of malaria (j) 50 or 100 mg. daily, (2) 100 mg. twice a week at inter . 
appeared, parasites were never demonstrable in .the blood Qf three or four days, or (3) 300 mg. once wee y. 
by microscopical examination, and subinoculation from With Europeans or non-immunes generally, 
the seventh day onwards was invariably negative. This shown the best regimen to adopt is one tablet (0- B- 
result indicated that the primary wave of erythrocytic proguanil taken regularly every day at the same imt 

merozoites arising from rupture of the pre-erythrocytic jj. becomes a habit. Provided the individual is co 

schizonts was either delayed or failed to appear. Proguanil- pjejely free from malaria when suppressive 
administration ceased some' 21 days after exposure, and begun, this regimen should lead to the prevention 0 a 
the subsequent failure to develop overt attacks of malaria parum malaria and to the suppression of benign ter lan a 
or demonstrable parasites in the blood indicated that quartan malaria, though not to their radical cure, 
destruction of the pre-erythrocytic parasites had been 
achieved. In other words the drug was acting as a true 
causal prophylactic. 


Progiianil-resisfant Strains 

Following the administration of subcurative dosage o 

'"similar’re7ults”regarding suppression and negative sub- proguanil during a series of 
inoculations were obtained in volunteers experimentally resistant strains 

inteced «h P. v™, while l.Wng 100 „,g. of froguan. W cy.. 


daily, except that after ceasing to take the drug they 
ultimately developed overt vivax malaria. Proguanil was 
here acting only as a partial causal prophylactic, inhibiting 
pre-erythrocytic schizogony but not destroying the tissue 
phase of the parasite. 


Williamson, Bertram, and Loune (1947), and . 

molgi in monkeys by Hawking and Perry (1948) ano 
Schmidt et ah (1949). Such P>-oguanil-resistance 
appear within two and a half months, when the full i F 
of treatment must fall on the early erythrocytic 


base of the parasite. w.. succes- 

Similarty, ta field aaperimenls where voluhtetta were 

bitten by as many as 250 mosquitoes containing either falci- sive ra _ vwilliamson and Lourie (1948) failed 

parum or vivax sporozoites in their salivary glands, sup- administered in 

pression was complete during the daily administration of pro ce i after the uhase of acute parasitaetnu 

proguanil (100 mg.). Some 24 to '33. days after the last ^ 

dose of proguanil overt vivax malaria developed. 
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year ; in these circumstances treatment fell mainly, if not 
exclusively, on the exo-erythrocytic forms. 

Seaton and Lourie (1949) produced resistance to proguani! 
in a strain of P. vii'ax by giving small doses of the drug to 
consecutive patients in whom the strain was being main- 
tained by blood inoculation. The resistance was unaffected 
by passage through mosquitoes. Resistance was produced 
under highly artificial conditions over a period of 20 months, 
but only during the last few weeks had the resistance risen 
to doses within the range of those ordinarily in use for 
either suppression or treatment of malaria. They concluded 
that the danger of producing a serious degree of resistance 
m a strain of P. vivax by the ordinary use of proguanil in 
clinical practice was slight, if not negligible, both in the 
treatment of the clinical attacks and in prolonged use of 
the drug for prophylactic purposes. 

In Australia, where many thousands of patients with 
relapsing vivax malaria were treated with proguanil or other 
drugs during the acute attack and subsequently received 
proguanil (0.1 g.) bi-weekly for sue months or longer, 
increased resistance to the drug was not found. 

Though proguanil-resistant strains have been produced 
in man and monkeys experimentally, the conditions under- 
lying their production have been highly artificial. Time 
alone will reveal if they have practical significance in clini- 
cal practice. Fortunately, when a strain of parasite becomes 
drug-resistant it does so for one particular antimalarial 
drug or group of drugs and not for others. This appears 
to be the case whether the resistant strain has been produced 
experimentally or naturally, as in the Itape-Wewak strain 
of P. falciparum which was relatively insensitive to mepa- 
crine.' It follows that when a drug is being used , for 
suppressive dr prophylactic purposes the development of 
specific dhjg resistance by a given strain of parasite can 
be circumvented by the substitution of another antimalarial 
drug of a different group. 


Scbizontiddal Drugs (Asexual Erythrocytic Parasites) 

The clinical cure of overt malaria generally presents 
little difficulty, while the clinical and radical cure of 
falciparum malaria in. particular is most satisfactory unless 
there is profound hyperinfection or the strain of parasite 
IS unduly insensitive to the schizonticide employed. 

Routine treatment for the overt attack of malaria in the 
Australian Army consisted of 30 gr. (2 g.) of quinine for 
three days, mepacrine for the next five days, and pamaquine 
(base) 10 mg. thrice daily for three to five days. At first 
mepacrine was given in a dosage of 0.3 g. daily from the 
fourth to the eighth day ; later it was increased to 0.6 g. 
daily on the fourth and fifth days, and 0.3 g. daily on the 
sixth, seventh, and eighth days. Then a maintenance dose 
of mepacrine (0.1 g.) was given daily for six weeks. In 
all clinically severe cases of overt malaria and in hyper- 
infections intravenous quinine (10 gr.) was given without 
delay and repeated where necessary. 

This combined therapy was most effective. Radical cure 
of falciparum malaria generally resulted. carriers_were eli- 
minated, and the malaria mortality rate was extraordinarily 
low, not exceeding 1 per 1,000 in treated cases, including 
complications. 

Quinine. — ^It has been appreciated for many years that clinical 
and radical cure of overt malaria by quinine could be achieved 
with most strains of P. falciparum if 10 gr. was administered 
ihrice daily for three weeks. Furthermore, the use of quinine 
is entirely free from the danger of precipitating true blackwater 
fever in primaiy falciparurh malaria, as this complication arises 


only in the presence of chronic latent or recrudesdng faldparom 
infections. 

Mepacrine. — ^The schizonticidal properties of mepacrine were 
well known before the war, but the work of Shannon et cl. 
(1944) in establishing the pharmacological basis for its more 
rational use was outstanding. Their investigations showed that 
mepacrine is extensively localized in the tissues and that its 
effectiveness as a schizontidde is a function of its concentration 
in the plasma. A large loading dose was recommended during 
the first day (1 g. in divided doses) to obtain rapid saturation 
of the tissues and a high plasma level ; this resulted in a more 
rapid clinical response, espedaily in falciparum malaria. 

Reference has already been made to the schizontiddal action 
possessed by the 4-amino-quinolines when given in suppressive 
dosage, and this is also manifest in their effectiveness in rapidly 
controlling clinical attacks. 

CMoroquine. — ^This drug is probably the most potent 
schizonticide yet discovered. Berliner et al. (1947) state that 
it is superior to mepacrine owing to its lower toxicity, its small 
dosage, and the small drug concentration required to produce 
a given effecL Coatney (1949) reports that in falciparum 
malaria three or four days’ treatment with chloroquine gives 
better results than a week's treatment with mepacrine, and that 
it is the drug of choice in the treatment of the acute attack. 
The course advocated consists of 2.5 g. of chloroquine diphos- 
phate administered over three days. Since chloroquine, like 
mepacrine, is extensively stored in the tissues, a large initial 
dose (1.5 g.) is advised on the first day of therapy in order to 
get an adequate plasma concentration. If chloroquine can pro- 
duce radical cure of the different strains of falciparum malaria 
with regularity in non-immunes after three days' treatment nn- 
associated with toxic symptoms it is superior to other schizonti- 
cides. It produces clinical cure of benign tertian and quartan 
malaria, but there is no evidence that it is more effective than 
other schizonticides in producing radical cure. 

Proguanil. — Maegraith and his colleagues (1945) treated 22 
patients naturally infected with West African strains al 
P. falciparum with proguani), the dosage varying bom 50 to 
600 mg. twice daily. The clinical and parasitological response 
was satisfactory in all instances, but it was not feasible to 
determine the radical cure rate. Fairley et at. (1946a) reported 
radical cure in 45 out of 46 experimentally induced sporozoite 
infections and in 41 out of 41 natural infections with New 
Guinea strains of P. falciparum. 

Therapeutic trials have been generally satisfactory in Malaya 
and India, but results in Africa have been widely divergent, 
some being satisfactory, others the reverse. With the object of 
clarifying this problem, Covell and his colleagues (1949a) 
recently investigated the action of proguanil in infections with 
a West African (Lagos) strain of P. falciparum in the treatment 
of overt attacks. Nine out of 10 patients with overt primary 
malaria treated with OJ g. of proguanil twice daily for 10 days 
had recrudescences after three weeks. Despite a second similar 
course, three patients had recrudescences later. ^VTien patients 
infected with this strain received 0.6 g. of proguanil daily for 
10 days, reinforced on the first day of treatment by either 
quinine (2 g.) or mepacrine (0.9 g.), radical cure resulted in all 
instances. Until more is known about the therapeutic response 
to infection with falciparum strains in other parts of Africa, 
and indeed in falciparum infections generally, it would seem 
advisable to reinforce the schizontiddal action of proguanil with 
mepacrine As an alternative to 0.9 g. of mepacrine on the first 
day only, a dosage of (X2 g. thrice daily on the first day and 
O.I g. thrice daily on the second and third days should be well 
tolerated and prove satisfactory for this purpose. 

In volunteers infeaed with New Guinea strains of P. falci- 
parum treatment was instituted at variable periods after expo- 
sure to infections, bom the time sporozoites first entered the 
blood on the seventh day before fever had started to some 
weeks after its onset No significant difference w-as noted 
between early- and late-treated cases, so the development of 
partial immunity could not be the factor responsible for the 
high radical cure rate obtained. 

The most likely explanation of the different therapeutic 
results is that these two different geographical strains vary 
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markedly in their sensitivity to the schizonticidal action of 
proguanil, the New Guinea strain, being very sensitive and the 
Lagos strain relatively insensitive. ; 

V ‘ <• 

Single-dose Regime for Treatment of Overt Malaria 

One of the remarkable features of proguanil is that a 
small single dose of the drug will frequently control the 
clinical attack. This was first noted at Cairns in several 
non-immune volunteers who were suffering from overt 
falciparum malaria with high parasite densities ; a single 
tablet (100 mg.) resulted in clinical cure and temporary 
disappearance of parasites in thick blood films. Parasites, 
however, shortly reappeared and clinical recrudescences 
occurred. A similar effect was also observed in vivax 
infections. 

The advantages of such single-dose therapy among native 
populations with partial immunity are obvious. Field trials 
have been made in Malaya, India, and elsewhere — gener- 
ally with favourable results. The dose usually adopted for 
this purpose has been 0.3 g. In India, Afridi et al. (1947) 
considered that 0.3 g. was the optimuna single dose of 
proguanil, and found it sufficient for the clinical cure of 
overt falciparum and vivax malaria in a high proportion of 
cases. Field (1949) compared the effects of 0.6 g. of 
mepacrine given on one day in divided doses and one 
single dose of 0.3 g. of proguanil in the treatment of 
overt malaria in Malaya. The larger dose of mepacrine 
was used because it was found that 0.3 g. was not effective 
in falciparum malaria. The disappearance of parasitaemia 
was quicker in overt falciparum malaria with proguanil 
than with mepacrine and slower in benign tertian and 
quartan overt malaria. The disappearance of fever was 
slower with proguanil than with mepacrine in all forrns 
of malaria, but the sense of well-being in the proguanil- 
treated cases was stressed. 

In prophylaxis the high suppressive action of proguanil 
was confirmed in falciparum and vivax malaria, and little 
difference was noted between a dosage of 0.1, 0.2, or 
0.3 g. given once a week. 

I 

Drugs Acting on Exo-cry throcy tic Forms 
(8-amino-quinoIincs) 

Clinical cure of vivax malaria with any of the well- 


tions treated with 2 g. of quinine and 30 mg. of pamaquin (base) 
daily for 12 to 14 days. In Australia proguanil (0.3 g. daily) 
combined with pamaquin (30 mg. daily) was given for 12 to 14 
days, with results which were comparable to those obtained in 
a similar series treated with quinine and pamaquin, except that 
relapses appeared somewhat later in the proguanil-paraaquin 
series. With proguanil (0.3 daily), toxic complications were 
no more common than with quinine. Monk (1948) concluded 
that this treatment was likely to prove at least as successful a^ 
quinine-pamaquin therapy. 

Pentaquine and Iso-pentaqtiine. — Atler 1944 much of the 
American war effort in regard to antimalarials was expended 
in attempting to find an S-amino-quinoline derivative which was 
curative for vivax malaria and less toxic than pamaquin. 
Alving et al. (1947) in a, clinical trial of 18 analogues of penia- 
quine concluded that per kilogram of body weight pentaquine 
has greater curative activity and lower toxicity than pamaquin 
Coatney (1949) reports two of these compounds — ^pentaquine ^ 
and iso-pehtaquine — to be superior to pamaquin. The dosage 
generally advocated consists of quinine sulphate 2 g. and penia- 
quine (base) 60 mg. daily for 10 to 14 days. Its radical curative 
action in overt vivax malaria has been shown by Loeb (1946) 
Monk (1948), and others. White et al. (1948) have also shown 
that this treatment is just as effective when given during tbi 
latent phase of Pi vivax in the complete absence of erythrocytic, 
parasites. The action of the drug in these circumstances can 
only be on late exo-erythrocytic forms. 

Identical toxic reactions appear to arise with pamaquin, 
pentaquine, and other 'S-amino-quinolines. They include 
gastro-intestinal disturbances, methaemoglobinanaemia, and 
haemolytic anaemia supervening on the third to fifth day 
of treatment. Rosenfeld, Zubrod, et al. (1948) and Blake 
(1948) found that methaemalbumin consistently appeared in 
the serum of individuals receiving quinine and pamaquin 
concurrently. These findings signify that the administra- 
tion of quinine and pamaquin and probably other 8-afflino- 
quinoline derivatives is always associated with some degree 
of intravascular haemolysis, which in certain instances 
produce frank haemolytic anaemia and in rare cases 
haemoglobinuria. 

The toxic manifestations and the radical-cure rate in 
vivax malaria, associated with pentaquine-quinine and 
pamaquin-quinine combined treatments, seem so similar 
that it is difficult to assess their exact status at the preseni 
time. Treatment with any of the S-amino-quinolioe group 
of drugs should be under. medical supervision. 


known schizonticidal drugs like quinine, mepacrine, or 


chloroquine is highly satisfactory, biit radical cure is not. 
There is no evidence that any of these drugs destroy the 
late exo-erythrocytic forms which are responsible for 
relapses. Proguanil, even in stnall dosage, is ,an effective 
though somewhat slower schizonticide for vivax malaria. 

It slows up or temporarily inhibits schizogony in the pre- 
erythrocytic phase if administered over the first week after 
infection, but there is no evidence that it affects later tissue 
forms so as to produce radical cure. For such a result 
we have to turn to the 8-amino-quinolines, of which the 
best-known compounds are pamaquin, pentaquine, and 
iso-pentaquine. 

Pamaquin . — ^The first demonstration of the radical cure of ^ 
vivax malaria by one of these drugs was made by Sinton and • 
Bird (1928) in India. They reported that while 70% of patients ^ 
with chronic malaria treated with quinine relapsed, only 30% i 
of those treated with pamaquin did so •, when quinine was ^ 
administered simultaneously with pamaquin, as in “plasmo-4 
quine co.,” the relapse rate was reduced to' 8.5%. These results 
were confirmed in India and elsewhere, but owing to the trouble- 
some toxic effects this effective combined treatment for recur- 
rent vi\-ax infections unfortunately lapsed. It was revived in 
the later stages of the recent war, and radical cure rates approxi- 
mating to 80% were generally obtained in natural vivax infec- 


Gametocidal Drugs 

The treatment of (he malaria carrier has often attractei) 
less attention than it merited. In hyperendemic areas of 
malaria effective carriers are found essentially in infant.' 
and young children and not in the older members of the 
community who have become immune as a result of 
repeated infection. The individual possessing sohd 
immunity and tolerance may harbour asexual but not 
sexual parasites in the blood. On the other hand, ^n- 
immune adults who develop primary malaria become eQK- 
tive carriers if the primary trophozoite wave is not rapidl) 
cut short by therapy; this is a major factor in tht 
development of epidemics in unsalted troops in malanou' 
areas. 

While quinine and mepacrine arc reasonably effective 
primary gametocides in infections with P. vjvax an 
P. malariae, they do not exert any. deleterious action on Inf 
t mature gametocytes of P. falciparum. Pamaquin, on ' 
other hand, is a polyvalent gametocide and even in minu f 
doses (10-20 mg. base) renders falciparum gametocytes non- ; 
infectious to mosquitoes within 24 hours, and causes t cir 
disappearance from the blood in three to four days. 
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Mackerras and Ercole (19471 found that when proguanil 
was given in a dosage of 0.1 to 0.3 g. daily to falciparum 
or vivax gametocyte’ carriers (New Guinea strains) no effect 
was observed on the number or microscopical appearance 
of the gametocNles in the blood. Only when given very 
early in the attack was gametocyte production affected by 
proguanil, and then only indirectly, because the primary 
trophozoite wave was checked before gametogony had 
started. 

In the stomach of the mosquito ingested falciparum or 
vivax gametocytes may undergo exflagellation and fertiliza- 
tion and even produce small oocysts, but development 
ceases at this point and the oocysts die if proguanil is 
present even in small quantities in the blood feed. Com- 
plete sterilization of the gut infection in mosquitoes results 
some one to two hours after 0.15 g. of proguanil has been 
administered to a carrier. In mosquitoes fed on the second 
day vermicules may form, but in those fed on the third 
or fourth day of proguanil administration neither venm'cules 
nor oocists are detected. The same effect was produced 
by letting mosquitoes first engorge partially on a normal 
person taking 0.1 g. of proguanil daily and then allowing 
them to complete their feed on a carrier with plentiful 
gametocytes in the blood. 

Shute and Maryon (1948) confirmed these findings with 
the Rumanian strain of P. falciparum and suggested it was 
the female gametocytes on which the drug acted. 

These experimental findings imply that it would be diffi- 
cult for salivary-gland infections to become established in 
the local anophelines when they are feeding on the blood 
of people who are taking proguanil regularly. Thus the 
daily administration of proguanil to a military force in a 
hyperendemic area would not only be acting as a causal or 
partial causal prophylactic in individuals inoculated with 
sporozoites but by inhibiting the development of the sexual 
cycle in the mosquito it would be a potent factor in limiting 
transmission and preventing the development of epidemics. 

Comment and Conclusions 

In conclusion, I would remark that during the past 
decade we have learnt how to use and when not to use 
the older antimalarial drugs like quinine, pamaquin, and 
mepacrine. During this period several potent antimalarial 
drugs have been discovered or rediscovered and their thera- 
peutic action worked out with considerable exactitude. 
Proguanil is unique among these owing to (1) its true 
causal prophylactic action in falciparum malaria, (2) the 
schizonticidal effect often exerted by a single small-dose-in 
ov etTmal ana^ ahd~(3)~iti polyvalent gametocidal properties. 
Chloroquine is probabl^helnost potent schizonticide yet 
discoyeredTifis of great valueTb'bth^s^schizonticidaTsu^ 
pressanTgiven once"weekJy_MdTn‘rtHe'intensive treatment 
of the~oyefrattack. 'For the radical cure of benign tertiani 
malaria pentaquine and iso-pentaquine are now becoming; 
‘ available ; just how superior they- are to pamaquin when | 
given in combination with quinine future work will ! 
decide. 

Malaria casualties in non-immune troops operating in 
hyperendemic areas could be prevented or kept at an insig- 
nificantly low level by the routine administration under 
supervision of such drugs as mepacrine, proguanil, and 
chloroquine in correct dosage. During military operations 
it would be advisable to have stock-piles of two such anti- 
malarial drugs for suppressive or prophylactic purposes, 
since the development of resistance to any particular anti- 
malarial drug is specific and can be circumvented by the 
substitution of another drug of a different group. 
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THE NATURAL HISTORY OF ASTHMA 

A REVIEW OF 300 CASES 

BY 

ELSIE O. WILLIAMS, M.B,, Ch.B., D^.H. 
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G. E. O. IWLOAMS, M.D,, M.R.CP. 

Assistant Physician, Birmingham United Hospital ; late Medical 
■ Registrar, Liverpool Royal Infirmary 

It is known that asthma is a disease varied in its causation 
but unvarying in its mechanism, essentially involving con- 
traction of the smooth muscle of the bronchioles. This 
contraction may occur in response to any of a wide range 
of stimuli — inflammatory, allergic, mechanical, reflex, 
psychological, endocrine. Such factors may be “ aetio- 
logical ” (inducing the first of the patient’s attacks) or 
“ aggravating ” (being concerned in the precipitation of sub- 
sequent attacks). The 'former may act cither centrally, by 
increasing the patient's sensitivity to asthmogenic agents, or 
peripheralljf, by producing a permanent state of irritability 
of the respiratory mucosa or musculature, whereby an 
attack of asthma occurs in response to appropriate 
stimulation. Aetiological and agfravating factors may be 
identical or they may be apparently unrelated. For 
example,' in many instances asthma -may be initiated by 
some endocrine crisis such as puberty or pregnancy, or b^’ 
acute; respiratory infection, but the same patient may' 
nevertheless have subsequent attacks brought on by a 
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completely different aggravating factor, such as dust, 
exertion, or psych ological shock . ' / 

In brief, th^^enesis of asthma may be said to be a triple, 
phenomenon,, depending, first, upon the establishment of 
the “ asthma diathesis,” in which a family history of allergic 
diseases, previous allergic manifestations in the patient, and 
organic abnormalities in the bronchial tree or upper respira- 
tory tract are also known to be significant. The other 
essentia] , elements are the presence of aetiological factors 
and exposure to aggravating stimuli. 

With a view to correlating the rates of incidence of the 
above factors and assessing their relative significance the 
case records of some .lOO case s treated at the Liverpool 
Royal Infirmary Asthma Clinic between 1935 and 1940 
have been surveyed. 

Signs of the “ AsUima Diathesis ” 

Family History . — Previous allergic disease in the family 
was found 'in 51 % of 147 males, and in 50.6% of 158 
females. In this series at least one member of the patient’s 
family (parents, grandparents, brothers, sisters, uncles, aunts, 
or cousins) had suffered from asthma, hay-fever, urticaria, 
eczema, migraine, or epilepsy. Sometimes there were many 
such instances in the family, and it was found that 22.5% 
of the males, and 24% of the females had two or more 
members of the family so affected. Of 141 non-asthmatic 
patients iii the same hospital, a group representing the same 
class of population, only 12.2% gave “positive” family 
histories. These findings are very similar to those of Coke 
(1927) but differ from those quoted by Witts (1934), who 
found a 60% incidence of “positive” family histories, and 
more significant than those of Pearson (1934) and 
Vaughan (1933), who quote much higher rates of incidence 
of allergy in families of normal subjects. 

Age /nc/dence.— The present series comprised in all 294 
patients— 141 males and 153 females. They were classified 
into two main groups — “ F.H. positives ” with an allergic 
family history, and “F.H. negatives^.’ with no such family 
history — and the incidence of astfima beginning at different 
age groups is shown in Table I. 


Table I. — Incidence of Asthma Related tq_Sex, Ages of Onset, and 
Family History 


Age Group 

Se-x 

F.H. Positive 

Male 

Female 

Male 

Female 

0-10 years 

60 

36 

63-3% 

75 - 0 % 

n-20 „ 

21 

40 

57-1% 

45 - 0 % 

21-30 

■ 18 

35 

28-0% 

34*^% 

31-40 

13 

24 

53-8% ■ 

54 - 2 % 

41-50 

14 

9 

35-7% 

44 - 4 % 

Over 50 

15 

5 

26-7% 

33 - 3 % 

Total . . 

141 

153 

50-0% 

50-0% 


Possible E-ffect of Menstruation and Pregnancy in Pro- 
duction of Asthma. — Figs. 1 and 2 illustrate the relative ages 
at onset of asthma in the two sexes, and in Fig. 1 the inci- 
dence of “ positive ” family historiesun each age group is also 
showTi. There appears to be quite a close parallel between 
the incidence of positive family histories in the two sexes 
and at similar ages of onset (see Table I), but the female 
incidence curves C and D (Fig. 1) and A (Fig. 2) cross the 
male incidence curves.«.\ and B (Fig. 1) and B (Fig. 2) 
respectively at age gVjups 11-20 and remain higher 
until the ages at onset exceed 40 years, after which 
the figures in each case become similar. This suggests 
the possibility of some factor or factors having a 
different effect in the two sexes, beginning approxi- 


mately at the time 
of puberty and hav- 
ing in females an 
aggravating effect 
upon the asthma. 

Female endocrine 
functions seemed sig- 
nificant in this 
respect, and ■ refer- 
ence was therefore 
made to details of 
female cases in 
which the : onset of 
asthma occurred be- 
tween the ages of 14 
and SO years .and in 
which there was a 
clear history of 
aggravation by men- 
struation, pregnancy, 
or a combination of 
both. Of 62 cases in 
which the ages of 
onset of asthma were stated, the numbers falling into each 
decade are shown in Table II. 


Table II. — Incidence of Asthma Aggravated by Menstruation anilat 
Pregnancy, With Ages of Onset of Symptoms 


Age of Onset; , 

0-10 

11-20 

. 21-30 

3 MO 

41-50 

No. of patients 

5 

24 

1 

21 

1 

11 

1 

1 


If all such patients are excluded from the total numbei 
of females in each age group the remainder represents those 
in which there is no apparent association with pregnancy 
or menstruation. They are shown in curve C (Fig. 2), a 
striking feature of which is its close similarity to that found 
in males (curve B). Statistical analysis of the figures illus- 
trated by the curves A, B, and C in Fig. 2 shows that the 
difference between A and B is greater than is likely to bt 
caused by chance (x"=22.1, 17=5, P<;0.01) and that curves 
C and B differ by amounts which cannot exclude chance 
as a possible cause (x- = 5.9, -rj — S, P=0.3). These findings 
suggest, therefore, that a proportion of cases of asthma in 
females may be due to causes associated in some way with 
female reproductive activity. While it is freely admitted 
that other associated factors such as psychological changes 
or reflex sensitivity otherwise enhanced may in many 
patients have a more direct bearing on the association of 
asthma with menstruation, evidence is not lacking (Zondek 
and Bromberg, 1947) that allergic hypersensitivity to the 
patient’s own hormones is by no means rare and may ,be 
demonstrated by appropriate skin tests. 

Cutaneous Hypersensitivity . — Cutaneous hypersensitivit) 
tests were performed, using Bencard’s intradermal and 
scratch tests for the usual series of allergens. Results were, 
available in 21 1 cases, and were positive in 35.5 % . No com- 
parable series of normal controls was tested, but other 
workers, such as Pearson (1943), report 20% of positive find- 
ings in normal persons, whilst in asthmatic patients th' 
incidence of positives was 75%. On the other hand, Witts s 
(1934) figures show 40% of positives only among those 
affected. • 

It was found that 26 out of 100 “F.H. - ” cases were 
positive to skin tffits, while 44% of 111 “F.H.-f ” ca?^ 
were positive also pn skin-testing. The standard error 0 
these two proportiotts being 6.42, this difference in 
dence of positive ^in tests appears to be statistica ' 
significant. \ 



- Fig. 1. — Relative incidence of astlima 
at different ages and subdivided accordinp 
to sex and family history. 


a = FEMALE TOTAL 
i - MALE TOTAL 
- FEMALE TOTAL 


LK5 THOSE ACCRAVATED FI 
HERJTKUATiON Ali3FrvECW.,cr 



li-Eo Ei-ao ai-40 Ai-jo 
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. Fig. 2. — Relative incidence of asthma 
at different age groups, subdivided accord- 
ing to sex and incidence of menslrual 01 
pregnancy aggravation. 
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Previous Allergic Afanifesialions . — Of 246 cases in which 
!he information was available, 4024% gave a history of one 
or more of the usually suspected “ allergic ” manifestations, 
consisting of the following: 


Hay-fever (or vasomotor rhinorrhoea) . . . . 39 

“ Eczema " (including infantile eczema) . . . , 54 

Migraine 5 

Urticaria 12 

Epilepsy . . ' . . • 2 


In 13 cases two of the above conditions occurred together, 
thus : epilepsy and hay-fever, 1 ; eczema and hay-fever, 4 ; 
migraine and hay-fever, 3 ; urticaria and eczema, 1 ; 
urticaria and migraine, 1 ; eczema and migraine, 1 ; 
urticaria and hay-fever, 2. 

It is observed that migraine, though occurring in five 
patients, does not appear alone, being combined with hay- 
fever, urticaria, or eczema. Epilepsy occurs once by itself, 
and once in combination with hay-fever. These findings 
correspond to those of Witts, in whose series 40-50% of 
patients had other allergic manifestations, and of Coke, who 
reports that 22% of his patients had suffered previously 
from eczema. 

Aetiological Factors 

Information about factors associated with the onset of 
asthma was available in 276 cases. The results are shown 
in Table HI. Some light may be thrown on the possible 


Table III. — Incidence of Alleged Causal Factors 


Aetiological Factor 

Males 

Females 

Total 

No kctouTi associated ctrcumst4tnces 

Acute respiratory infection (bronchitis, 

SO 

50 

100 

pnenenotua, measles, pertussis, etc,) 
Ps>xhological*‘ shock” or '* worry ” 

57 

57 

tt4 

6 

8 

14 

Pregnancy 


10 

10 

Menstrtiation 


5 

5 

Irritating fumes or dust 

7 

6 

13 

Excessisecsertioo 

MIscellacecus causes (food, change of 

7 

2 

9 

locality, or change of climate) 



n 


association of allergic tendencies and the nature of the 
aetiological factors by the data in Table TV, which com- 
pares the incidence of positive family histories (F.H.-e). 
skin-test positives (S.T.-i-), and histories of previous allergic' 
manifestations (PA.M.)^in the four largest aetiological 


Table IV. — Incidence of the ’’Aliergic" Features in the Four 
Principal Aetiological Croups. The Actual Number of Patients 
in each Group is Shown in Parentheses 



1 Aeliolo^cal Facton 

Not Known 

1 

Respiratory 

Infection 

Psychological 

pregnancy and 
Menstruation 

F.H.-f 

50M (97) 

55-5% (IDS) 

57;; (14) 

28-4% (14) 

S.T.+ 

36% (SO) 

27'4% (73) 

36% (9) 

12-5% (8) 

P.A.M. 

36-4% (89) 

35-5% (93) 

■ 36% (9) 

45% (ID 


groups. These figures show that, although there is very 
little difference between the respective incidence of these 
allergic factors in the first three aetiological groups, in the 
fourth (pregnancy and menstruation) group the incidence 
of F.H.-h and S.T. -{- is strikingly less, but that of other 
allergic manifestations somewhat increased. While the 
figures are too small to warrant definite conclusions, this 
would add further support to a hypothesis that “ menstrua- 
tion asthma ” is truly allergic in ori^ in a high proportion 
of cases. The low positive-skin-test incidence would then be 
e.xplained by the absence of hormonal extracts from the test 
series, and the low family incidence by the “ sex-linked ” 
nature of the allergy, which would be expected to reduce the 
family incidence of the manifestations to females only. 


Aggravating Factors 

An attempt was made to compare factors associated with 
the onset of individual attacks of asthma with those believed 
to have been concerned in the aetiology of the condition 
The results are shown in Table V. These figures 

Table V. Incident Factors, Grouvec 

According to ' • , *. bers of Patients ir 

Each Subgrout • ' 


AetloIogicaJ Factors 


Ageravniing 

Facton 

Unknown 

Respira- 

tory 

Infection 

Pregnancy 
and Men- 
struation 

"Dust" 

Psychc- 

logj'ca.’ 

Trana* 

Respiratory in- 
fections 

14-3% (85) 

14-4% (91) 

0(12) 

0(13) 

25-0% (12 

Food 

34-1% (85) 

32-2% (91) 

16 -7% (12) 

15-4% (13) 

33-3% (12 

Psychological 

disturbances 

25-0% (85) 

25-5% (91) 

18-3% (12) 

0(13) 

66-7% (12 

Pregnancy and 
menstruation 

28-7% (40) 

59-4% (45) 

83-3% (12) 

66-7% (6) 

29-4% (12' 

"Dint" 

22‘4% (85) 

2M%(91) 

25-0% (12) 

92-4% (13) 

16-7% (12- 

CUmate 

70-6% (85) 

55-5% (91) 

33-3% (12) 

53-9% (13) 

50-0% (12' 

Eaertion 

35-3% (85) 

37-0% (91) 

41-5% (12) 

15-4% (13) 

16-7% (12 


show that three out of the four known aetiological facion 
also aggravate the asthmatic condition in a high percentage 
of patients. These are, pregnancy and menstruatioE 
(aggravated in''?^%), “dust” (92.4%), and psychological 
disturbancesW66.T^). Respiratory' infections, on the other 
hand, differ markedly in that in oriy 14.4% of patients was 
the asthma aggravated by further respiratory infections 
Thus it would.appear that, while acute respiratory infections 
have initiated asthma so often that their association is 
unlikely to be fortuitous, subsequent attacks of asthma are 
surprisingly seldom occasioned by recurrences of respira- 
tory infection. This might perhaps be explained on the 
assumption that the respiratory centre, or some other 
portion of the mechanism governing the tone of bronchioiar 
muscle, may have received a non-specific sensitization from 
the original infection which has facilitated an “ asthmo- 
genic ” response to other stimuli, and may, in fact, establish 
.the “ asthma diathesis.” 

The relationships of aetiological to exacerbating factorr 
may be summarized provisionally by their classification as 
follows : 

Class A. — Factors which initiate the asthmatic condition anc 
exacerbate asthma in a high proportion of cases. These are 
pregnancy and menstruation, “ house dust,” pollens, and 
psychological disturbances. 

Class B. — Factors which are apparently assodated with the 
aetiology of the asthma, but not with its subsequent acgravauoc. 
such as acute respiratory infection. 

Class C. — ^Factors which frequently aggravate asthmaUc 
attacks, but seldom seem to have played a part in the aetlc- 
iogy of the condition. These are food sensitivity, climatic 
conditions, and exertion. Together with dust and emotiona: 
upsets, such stimuli are well-known aggravators of any resnira- 
torv disturbances, particularly cough and dyspnoea. 

• 

Clinical and Other Findings in Cases of Asthma 

No obvious abnormality was found on clinical examina- 
tion in 122 out of 251 patients. As might be expected, 
where physical signs were present the vast majority' of 
patients showed rhonchi. Obvious emphysema was found ir 
15 patients in this series. Only five of the patients had 
gross chest deformity (pigeon-breast, kyphosis, or “ sunken 
chest the onset of asthma occurring in early life in fou: 
of them. 

Radiologically, out of 196 patients whose films were 
available, 66 showed some abnormality — 50 had chronic in- 
flammatory changes only, four had old healed tuberculosis. 
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one active tuberculosis, four pulmonary fibrosis, three 
emphysema, two pleural thickening, and two cardiac 
dilatation. 

Of 260 patients in whom the upper respiratory tract had 
been examined, no abnormality of. nose, throat, or sinuses 
was-found in 120. Of the rest, 66 had inflammatory lesions 
of the sinuses, throat, or nose, and 74 showed evidence 
of changes attributable to allergy only, such as vasomotor 
rhinitis, simple mucosal oedema, or polyp formation. 

Progress 

A questionary was circulated to 150 patients who had 
attended the asthma clinic between 1935 and 1940. Of 
these, 64 replied ; their general progress is shown in 
Table VI. 

4 

Table VI. — Resulls as Compiled from a Ques.'ioiiary 


•' Result 

Males 

Females 

Total 

“ Cured ” (i.e , no attacks for at least 
one year) . . i 

, 

7 

-5 

t2 

Died 

7 

4 

It 

Improved 

13 

9 

22 

Unchanged 

4 

2 

6 . 

Worse . . 

4 

9 

13 


Recoveries . — In the 12 instances of recovery the condition 
resolved suddenly in six, and gradually in the remainder. 
The mean duration of asthma in these cases was nine years. 
The alleged causes of cessation of the attacks are shown in 
Table VII. In two patients recovery was attributed to more 
than one cause. 


Table VII . — Alleged Causes of Recovery 


Causes 

No. 

Ages at Onset 

Duration 

“ Grew out of the asthma ” 

3 

IS, 2, 3 years 

2, 10. 11 years 

Change of environment (war evacuation) 

3 

2, 2, 1 year 

8. 14. 12 „ 

Cautery of nose 


21, 48 years 

23, 10 years 

Specific protein desensitization . . 

I 

25 yearj — - 

S years 

1 otisUlectomy 

I 

2 .. 

8 ,* 

Breathing exercises ,. 

1 

2 ti 

♦. 

Senility 

I 

57 .. 

24 

Unknown . . 

2 

44, 29 years 

10, 8 years 


!' ' 

Eight of the above 12 patients therefore seem to have 
recovered without any active therapy, six of these being 
children. Analysis did not reveal any correlation between 
age of onset of asthma and ultimate prognosis. 

Remedies Found Effective in Attacks . — From the nature 
of the information received from patients no accurate 
account could be compiled of the details of treatment found 
most helpful. It is of interest, however, to find that among 
the patients who did give a reasonably clear answer the 
use of one or more proprietary inhalants was considered to 
have been more effective than medicine from a bottle or 
than ephedrine tablets. 

* 

Discussion 

From the above results several points emerge. First, 
there is support for the accepted view that most cases of 
asthma are of allergic origin, differences being dependent 
more upon variations in the nature of the allergic stimuli 
and their mode of action than upon departure from the 
allergic process. Secondly, the evidence implicating 
hormonal activity in the production' of asthma is strongly 
suggestive and lends support to more conclusive findings by 
other workers regarding the allergic nature of this associa- 
tion (Zondek and Bromberg, 1947). 

Clinical abnormalities in the chest (apart from wheezing) 
were remarkably few, and more interesting still was the 


ranty,of any gross deformity of the chest, particularly wkw 
It is considered that in approximately 30% of this group 
of patients the asthma began, in the first decade of life. 

Unfortunately our records are not informative enough to 
enable conclusions to be drawn on the efficacy or otherake 
of treatment of nasal sinuses or tonsillar abnormalities in 
relation to asthma. These conditions appear to fall into 
two main categories. The first, . occurring in 25% of 
patients, consist of oedema of the nasal mucoa, 
polyp formation, and other non-inflammatory conditions 
which are all possibly of allergic origin, and therefore 
probably symptomatic of the allergic state of which 
asthma is btit another manifestation (Rackemann, 1937) 
The second group, including true sinusitis, infected’ tonsils, 
and chronic (infective')'* 'nasal catarrh, occurred in about 
28% of all cases of asthma, and may be aetiologlcally'sig- 
nificant. Although the results of active treatment of upper 
respiratory diseases has generally been found disappointirre 
(Witts, T934), it is possible that better results might folltni 
treatment if it were confined to thope in the latter-group. 

Mortality and Morbidity . — ^This series of cases is spread 
over a period of between seven and twelve years. It would 
therefore not be of value to compare the mortality here 
with that of groups observed over a much shorter period 
(e.g.. Coke, 1927). An adequate follow-up of hospital 
patients is not always possible, for many drift elsewhere, 
and others for various reasons do not reply, to.letters. 01 
the 64 patients of whom later information .was obtained 1 1 
had died within the period — a somewhat surprising 
mortality of 17.2% ; three had developed phthisis in the 
course of their asthma and died of the disease ; three died 
as a direct result of their asthmatic attacks, and three others 
died of secondary cardiac failure. That asthma is poten- 
tially a fatal disease is too often overlooked, and the above 
figures underline the importance of long-term treatment in 
an attempt to safeguard the patient’s future. While it is true 
that the patient must “ learn to live with' his asthma,” it is 
clear that life would be both happier and longer in its 
absence. . 

Summary and Conclusions 

Clinical and other findings in 294 cases of asthma have been 
examined with the object of analysing the natural history of the 
disease, its aetiology, and its prognosis. Evidence was obtained 
of the importance of the allergic factor, particularly of the 
relevance of hormonal allergy in the production of asthma in 
women. Comparison of the incidence of actiological factors, 
relative to those aggravating the condition suggests that the 
factors involved in the production of the asthmatic state may 
be of three kinds ; aetiological and aggravating, actiological but 
not aggravating, and aggravating but not apparently connected, 
with aetiology, I 

From a relatively small series of cases which were followcc' 
up over a period of seven to twelve years, 19.4% had apparently 
fully recovered, while 17.2% had died. This mortality rate, 
though occurring in a series too small to warrant statistical 
analysis, nevertheless suggests that asthma as a potentially fatal 
disease has received rather less attention than it deserves. 

We arc particularly indebted to our former teacher and chief. Dr- 
Robert Coopc, both for his permission to use the records 
Liverpool Royal Infirmary Asthma Clinic and for his Kindly advict 
and helpful criticism during the production of this paper. 


Quote*! 


References 

Coke, F. fI92T). British Medical Journal, 1, 955._ 

Pearson, R. S. B. (1934). Asthma Research Council Report. 

in Lancet. 1934, 2, 1171. ■- 

Rackemann, F, M, ((937). Proc. R. Snc. Med., 31, 529, 

Vaughan, W. T. (1933). J. Lab din, Med., 19, 53. 

Witts, L. J. (1934). Lancet, 1, 275. _ 

Zondek. B.. and Bromberg, Y. M. (1947). /. Obstet. Gynaec. Brit- 
Emp., 54. 1. 



OtT. 22, 1949 


AKITHIST^INES IN BRONCHIAL ASTHMA 


British 

Mnjico, Journal 


901 


ANTIHISTAHnNES IN BROiVCHIAL 
ASTHMA 

BY 

HERBERT HERXHEIMER, L-R.CP.&S.Ed. 
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College Hospital, London) 

rhe beneficial action of antihistamines in hay-fever, peren- 
nial rhinitis, and urticaria is undisputed, but their use in 
human asthma has been doubted. In this paper experi- 
mental and clinical esidence is presented that the anti- 
histamines are of considerable value in the treatment of 
this condition. 

Experimental Evidence 
Method 

Bronchial spasm was induced in normal and asthmatic 
subjects by the aerosol' inhalation of spasmogenic sub- 
stances. This method avoided the risk connected with their 
parenteral injection in asthmatic subjects, whose response 
varies so widely ; furthermore, their local application 
imitates the natural conditions more closely and avoids the 
danger of producing a strong general reaction. 

The aerosol was produced by a pressure pump (kindly 
suppUed by Me^rs. Aerosols, Ltd.) to which a series of 
commercial nebulizers were attached. The unit was incor- 
porated in the inspirator}' part of the breathing circuit of 
a recording spirometer (Herxheimer, 1949a). The efilciency 
of the aerosol so produced can be judged from the fact that 
when isopropyinoradrenaline was inhaled a 0.25% solution 
produced siinilar effects in the same time as a I % solution 
administered by a hand-operated inhaler. 

As the amount of any drug inhaled cannot be deter- 
mined accurately, the time of administration was counted 
m seconds. The degree of bronchial spasm was estimated 
by measuring the vital capacity, to ivhich it was directly 
related (Curry, 1946). The maximum breathing capacity 
cannot be used as a test, as the overbreathing has in many 
cases a direct influence on the degree of spasm. Other 
tests which are based on the time required for full expira- 
tion do not seem to present any advantage. It is believed 
that the determination of the vital capacit}' is fully reliable 
provided that the thoracic cage is mobile and that there 
is no venous congestion. 

The vital capacity was determined three times before 
each experiment and the mean was taken as the base-line. 
Subjects who could not produce three vital .capacities within 
a range of 150 c.cm. were excluded. The spasmogenic sub- 
stances used were 3% histamine acid phosphate, 2,5% 
acetyl-jS-methylcholine chloride, and allergenic extracts of 
mixed pollen and of mixed inhalants, made extra strong 
for this purpose by Bencard’s. For the relief of spasm 
isopropyinoradrenaline was used in 025% to 1 % solution, 
pyribenzamine in 1.5% and other concentrations, and some- 
times ephedrine and “ chlorothen.” In all cases one drop 
of glycerin was added to 2 ml. of the solution, except in 
the case of acetyl-jS-methylcholine chloride, which was dis- 
solved in propylene glycol. If bronchial spasm so produced 
did not subside spontaneously an antispasmodic was given 
after some time and immediate relief obtained. In other 
experiments with the same subjects an antihistamine sub- 
stance was given beforehand orally or, in a few cases, as 
an aerosol, and the spasmogenic aerosol inhaled for the 
same time as before. 

In a number of control experiments with the same sub- 
jects various substances were inhaled as aerosols — physio- 


logical saline, allergenic extracts, ephedrine in various con- 
centrations, 10% ammonium chloride, aminophylline, and 
some antihistamines. Saline and ephedrine in low concen- 
trations and ammonium chloride produced no effect, but 
high concentrations of ephedrine, pyribenzamine, and 
amethocaine caused reduction of vital capacity and wheez- 
ing in asthmatic subjects. In a number of patients genuine 
asthma was treated in the same w'ay as induced asthma, 
and in some an antihistamine was given intravenously. 

Results 

Normal Subjects , — The inhalation of histamine in most 
cases caused subjective symptoms during the third minute, 
consisting of redness of the face, sometimes a headache, 
and a sense of constriction of the chest. Of the 16 subjects 
three showed no decrease of vital capacity. In two of these 
higher concentrations of histamine were tried. One showed 
a decrease after 10% histamine phosphate had been breathed 
for four minutes ; the other showed no decrease. Of the 
remaining 13 subjects five showed reductions of between 
5 and 9% and eight between 12 and 26%. The inhalation 
of acetyl-/?-methyIcho]ine chloride caused fewer and milder 
general symptoms. In only two cases out of 14 was the 
vital capacity decreased. This difference may be entirely 
due to the arbitrarily chosen amounts of aerosol admin- 
istered. For instance, in one subject the vital capacity 
decreased after three minutes of inhalation from 4,000 to 
3.600 c.cm. with mild general symptoms After four 



Fig. J. — Change of viial capacity (as a measure of bronchial 
obslnicUon) in two rormal subjects who inhaled acetyl-^-methyl- 
cboiine chloride (Ach.) for three and four minutes. The interrupied 
lines show the same e.xperimenl after 25 and 50 me. of phenergan 
had been given beforehand. 



Fig. 2. — Change of M*tal capacity, representing the degree of 
bronchial obstruction in a normal subject after inhaling acetyN^- 
raeihyMioline chloride for three minutes (uninterrupted line) and 
the same when inhaling pyTibenzarnine (Py.) 1.5% immediately 
afterwards for f^’o minutes (broken line). 
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minutes’ inhalation the symptoms were more 
severe, and the vital capacity decreased to 
3,360 c’.cni. When “ phenergan ” (“ R.P. 

3277”) was given 90-120 minutes before the 
experiment the general symptoms were 
suppressed or redueed to a minimum. The vital 
capacity did not change. This was the case 
after histamine as well as after- aeetyl-/8-methyl- 
choline chloride (Fig. 1). In one case the 
inhalation of 1.5% pyribenzamine, given 
immediately after the acetyl-)3-methylcholine 
chloride had depressed the vital capacity, very 
quickly restored it to its normal value (Fig. 2). 

Cases of Induced Asthma . — ^The induction of 
bronchial spasm — the asthmatic attack — in 
patients involves some risk, as a very small 
amount of inhalant may cause a severe attack. 

In a patient whose reaction to a substance is 
unknown it is advisable to start with one whiff 
of the inhalant only and to await the reaetion. 

With histamine and acetyl-j8-methylcholine 
chloride this reaction usually appears at once in 
full strength. The patient feels tightness of the 
cnest, and when he attempts to breathe out 
deeply he encounters difficulty' not felt before. . 

With allergenic extracts, especially when a very 
small amount proiiuces a reaction, this difficulty 
in b;reathing — the “ wheeze ” which also indi- 
cates a decrease of vital capacity — often does not 
appear at once. Only a mild tickle or soreness is felt in 
the throat or in some related region .,(for instance, the 
snoulder), and the wheeze develops gradually two to five 
minutes later. 

The protection against attacks induced in this way 
required more antihistamine than in normal subjeets — 
pnenergan was mostly used — and if the induced attack was 
severe — if, for instance, the vital capacity was reduced by 
about one-half — no protective effect could be obtained even 
with 75 mg. of phenergan. If, however, the amount of 



AFTER 


INHALATION 


Fig. 4 . — Protective action by antihistamines against bronchial asthma imloKJ 
by mixed pollen inhalation. Five subjects. Full lines — Change in vital capaciu 
after inhajation without protection. Interrupted lines = Change in vital cap.icili 
after varying doses of phenergan had been given beforehand. 


Period of inhalation 



Dosage of phenergan 

A “tS sec. 



.. 37;5mg. 

' X 5 „ 



. . . . . 25.0 mg. 

S >■ 


’ ‘ \ 

. . 37.5 mg. 

° >' 

. , 


. . 37.5 mg. 

• 180 „ 



. . 50.0 mg. 


Py. At. = Pyribenzamine 1.5% or aleudrine 1% inhaled in order to terminate ihc 
asthmatic attack. 



inhalant was just small enough to induce a mild attack, 
phenergan or “ anthisan ” (“ neoantergan ”) suppressed il 
either completely or at least partly (Figs. 3 and 4). Pyri- 
benzamine as aerosol was effective in partially relieving Itic 
induced spasm in some cases, but not in others. 

Cases of Genuine Asthma . — Pyribenzamine aerosol fre- 
quently relieved bronchial spasm As shown in Table 1. 
in 12 patients the vital capacity was increased by over 
200 c.cm. after inhalation of this drug. There were 11 
other patients in the group, five of them elderly and sufferer' 
from emphysema, in whom the increase was absent oi 
negligible., Intravenous anthisan often pro- 
duced marked relief, but the substance must be 
injected very slowly to avoid vomiting arid 
circulatory collapse (Table II). Three cases in 
which no increase of vital capacity was obtained 
are not included in the table. Phenergan 
injected intravenously had also a beneficial 
effect (Fig. 5). 


Clinical Evidence 

The spontaneous and rapid changes in ibe 


.- 10 . 3. — Protective action of antihistamines against bronchial obstruction caused 
oy acetyl-methylcholine chloride inhalation. Five subjects. Full lines ^ Change 
in vital capacity after inhalation without protection. Interrupted lines — Change in 
Tital capacity after varying doses of antihistamine had been given beforehand. 
Period of inhalation Dosage of antihistamine 

/\ 90 sec 62.5 mg. phenergan 


X ISO 
O 60 
□ 12 
• 35 

Py. Al. = Pyribenzamine 1.5 
isthmatic attack. 


or aleudrine 1 % 


500 mg. anthisan 
.'0 mg. phenergan 
50 mg. 

75 mg. 

•inhaled in order to terminalc the 


asthmatic condition and the psychological 
factors which are almost always involved in ibe 
aetiology necessitated certain precautions in tbc 
selection of patients. Those who showed rapid 
fluctuations and those with long free interval 
were excluded. This left the patients with 
moderate of mild attacks which occurred fre- 
quently and those who were in an asthmatic 
state.* Of these, only patients were selected who 
had a long experience of the disease and ha 
tried many remedies, often without success, an 
thus appeared not unduly prone to suggestion 
They had been known to the observer for 
some time ; their reaction to various drug^ 
had been investigated and their seasona 


*TTie term 
for bronchial . 
periods whether mild 


asthmatic stale ” is used m this p- 
spasm continuously present lor ' 
moderate or severe. .- 
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Fig. 5. — ^Asthmatic state. Vital capadty before (1,700 c.cm.) and 
15 minutes after (2,240 c.cm.) intravenous injection of 25 mg. of 
phenergan. 


Table I . — Effect of Pyribenzamine Aerosol in Genuine Asthma 



Highest Vila! 

1 Vital Capacity 

Vital Capacity 

Strength of 

No. 1 

Capaerty Ever 

1 Before 

After 


Recorded 

lohalatloo 

Inhalation 

00 

1 

3.015 

1,620 

2^60 

5 

2 

2^60 

1.S60 

1,550 

2.240 

5 


f 

2,190 

5 

3 

2595 J 

2,000 

I,6S0 

2,300 

1440 

5 

I 


( 

2,100 

2,650 

1 I 

4 

2,980 

2,290 

2,520 

1 5 

5 

3,900 

3/420 

3400 

1 5 

6 

2J60 

2,325 

2,550 

{ 

7 

2,540 

2,330 

2440 

I 

8 1 

3,690 

2450 

3,060 

1 

9 j 

3500 / 

2,700 

2,770 

2.960 

3.405 

! 

10 

3,460 

2.740 

3,300 

1-5 

n 1 

5,180 

3,270 

4,100 

1-5 

12 

3,670 - 

1,640 

2.200 

1-5 


The 5% inhalation was carried out by hand nebulizer^ the \%and 1'5% inhala- 
tion by air-pressnre pump. 


Table II .- — Effect of Anihisan and Phenergan Given Intravenously 
in Genuine and in Induced Asthma 



Highest 
Vital Capa- 
city Ever 

Vital Capadty 



No. 

Before 

After 

Anthisan 

Remarks 


Recorded 

Injection 

Injection 



I 

3,015 

1,870 

2,200 

50 wg. 


2 

2460 

2,360 

2,620 

50 mg. 


3 ; 

2495 

rj4oo 

1 2,655 

2.190 

2,805 

40 mg. 

SO rag. 

} ” 

13 

5,300 

3.785 

4,005 

50 mg. 


14 

4,440 

1.690 

2,190 

100 rag. 


IS 

4460 

1,620 

2,600 

100 mg. 


16 

2,935 

14S0 

2430 

50 mg. 


17 

2,640 

2,195 

2460 

SO mg. 


IS 

2.430 

1,470 

1,790 



19 

1.760 

/ 1.470 

1,700 

100 mg. 

\ 

Imoo 

1,640 

100 mg. 

r 

1 

3.015 

1,690 

2.070 

50 mg. 

Induced by mixed 






inhalants 

13 


r3,340 

r4,0S0 

50 mg- 

Induced by mixed 

5.300 


■{ 

pollen 



\4.240 

\ 5450 

50 mg. 

20 

I 

5410 

3.860 

4,510 

100 mg. 
Phenergan 


3,015 

1,710 

2430 

25 rag. 

Genuine a^fltTrta 

3 

2490 

1,760 

2,170 

25 mg. 

1 , *• 


2410 

2,145 

2.505 

25 mg. 



variations were known. Their remedies were changed 
periodically, sometimes to placebos. These precautions 
made large-scale controlled experiments with dummy tab- 
lets unnecessary', in my opinion. The severity of the indi- 
vidual complaint was conveniently indicated by the number 
of aerosol inhalations required each day. The aerosol usually 
contained papaverine, atropine, and either adrenaline or iso- 
propylnoradrenaline. The patients were asked to use their 
hand inhaler only when the wheeze became intolerable. Asa 
rule they had to inhale on waking and at bedtime, but often 
four or six inhalations were taken during one night The re- 
duction in the number of inhalations required was regarded 
as an indication of the efficacy ofan antihistamine substance. 

The antihistamines used were mainly anthisan (100- 
600 mg.), phenergan (25-100 mg.), and “benadry'l” (50- 
250 mg.). These doses were always given at bedtime, as 
their soporific effect is too great to allow their use during 
the day. These patients were therefore in need of an anti- 
spasmodic in the daytime, and ephedrine tvas usually given 
in its optimum amount on waking and after lunch. This 
combination proved very useful, because ephedrine inter- 
feres with sleep and could not be given at bedtime, and two 
daily doses of it do not cause tolerance. For those intei - 
current superimposed attacks not suppressed by anti- 
histamine and ephedrine, isopropylnoradrenaline (“ aleu- 
drine”) was used either by inhalation or perlingually. 

Twenty-six patients improved after receiving anthisan 
and ephedrine. Thirty-one were given anthisan and 
phenergan on alternate nights and ephedrine in the day- 
time, 11 received phenergan and ephedrine, two had 
phenergan alone, four had anthisan alone, five had benadryl 
and ephedrine, and two were prescribed benadryl only. 
All these patients showed definite improvement in the 
number of inhalations and in their physical efficiency. 
Three patients with severe chronic asthma and six wiffi 
mild or moderate chronic asthma obtained no beneficial 
effects from any of the antihistamines. In others the effect 
of these drugs could not be assessed because of sudden 
changes in the character of the disease. 

It should be noted that not all of the patients on anthisan 
reacted well to phenergan, or vice versa, although many of 
them did. Some of those who did not respond to either 
were found to respond to benadryl. In no case did we 
succeed in influencing an acute attack by an oral dose of 
antihistarm'ne. Night attacks were suppressed only if they 
were mild attacks superimposed on a moderate asthmatic 
slate, but not if they occurred as comparatively violent 
spasms after a free interval, frequently seen in the juvenile 
type of asthma. 

Small doses which are satisfactory in hay-fever, urticaria, 
and perenm'al rhinitis were not sufficient in the treatment 
of asthma. The effective evening dose of anthisan was 
found to be 300-500 mg. and that of phenergan 50-75 mg. 
Benadryl, in the few cases in which it was effective, was 
active in small amounts — 50—100 mg. Pyribenzamine was 
notiried ; chlorothen and “histadyl ” had no definite effects. 

The side-effects of the antihistamine drugs varied with 
the dosage. Both anthisan and phenergan caused drowsiness, 
which was of longer duration with the latter agent The 
action of phenergan was often evident after 12 hours or 
longer, and its antiasthmatic effect in the early morning 
after an evening dose was highly desirable. On rare 
occasions, however, these drugs caused sleeplessness. This 
effect was particularly noticeable with phenergp, and 
appears to be more pronounced if an overdose is pven. 
A most undesirable side-effect is the nausea that is often 
caused by anthisan. This drug should always be taken with 
food. 




904 Oct. 22, 1949 ANTIHISTAMINES IN 


No clinical signs were found to discriminate between 
patients who would or would not be responsive to anti- 
histamines. On the whole I think — and this is not more' 
than an impression—that patients with asthma of extrinsic 
origin responded more easily, and those in whom the bron- 
chial spasm had developed subsequent to emphysema,, less. 
Young subjects tend to respond more favourably than older 
persons. 

Case Reports 

The following are extracts of some representative case 
histories ; ^ 

Case 21. — Woman aged 30, October 15, 1948. Asthma 
since 5 years old. Has been waking up three to four times 
a night during the last nine months, and has had to inhale 
a papaverine-atropine mixture which gave relief. Increasingly 
breathless on exertion ; thorax emphysematous ; unable to do 
her work; rhonchi ++. Treatment; anthisan 0.3 g. and 
phenobarbitone I gr. (32 mg.) at bedtime ; ephedrine J gr. 
(50 mg.), later l-f gr. (81 mg.), morning and after lunch ; 
“ theamin ” mid-morning. October 22 : Very fair, hardly 
needed inhaler ; breathing exercises started. February 11. 1949; 
She is occasionally a little breathless on exertion and has then 
to make use of her inhaler, but she has been very well and fit 
for her work. 

Case 22.— Man aged 36, July 16, 1948. Had nocturnal 
attacks for three years, which became more frequent when 
he moved from Southampton to London. He was wheezy 
during both night and day, and could not sleep much because 
of breathlessness. Ephedrine previously gave relief, but is now 
ineffective. On examination; chest barrel-shaped, 'rhonchi 
4-4- -f, vital capacity 2,980 c.cm. (reduced by about 33%)., 
Treatment; anthisan 0.4 g. at bedtime with phenobarbitone 
i gr. (32 mg.) ; ephedrine H gr. (97 mg.), later 2 gr. (130 mg.), 
morning and after lunch. July 23; Much better. No attacks 
during the night, although he wakes up for short periods. 
Can move abobt more easily ; sputum much decreased. 
November 12: Has been very well; only one attack in four 
months. A little wheezy during fog. March 11, 1949; Un- 
changed. Vital capacity 4,520 c.cm. ^ 

Case 23. — Man aged "22, May 28, 1948. Asthma ■ since 
the age of 3. Frequent coughs and colds every winter. 
May be free from wheezing for two to three weeks only. 
During summer, hay-fever and asthma. “ Felsol,” ephedrine, 
and the inhalation of a p'apaverine-atropine mixture give 
temporary relief: inhales three times during the day, three 
times during the night. On examination; chest deformed, 
kyphosis, rhonchi -f-f. Treatment: anthisan 0.5 g., plus 1 gr. 
phenobarbitone (65 mg.) at bedtime, ephedrine II gr. (97 mg.) 
morning and after lunch ; neb. aleudrine 2% for inhalation. 
August 27 : Does not require treatment during the night, but is 
still wheezy on waking, and then has to make use of his inhaler, 
but he does not need it during the day, December 10: Has 
remained well except for one setback caused by an infectious 
cold, but has now become intolerant to anthisan (diarrhoea and 
vomiting). Benadryl 200 mg. substituted, but the nocturnal 
attacks recurred ; phenergan 75 mg. permitted the patient to 
sleep through till 5.30 or 6 a.m., when he had to use the inhaler. 
No inhalations required during the day. Since then he has been 
able to complete his training as a bookbinder. 

Case 7£>.— Woman aged 25. May 21, 1948. Asthma since 
the age of 24 ; hay-fever since 10. Asthma worse during the last 
10 years. Attacks last from two to four weeks. There may be 
free intervals of six months or more, but the intervals are not 
completely free from wheezing. Summer usually worse than 
m'nter. Sensitive to small doses of ephedrine. On tt<amination; 
no signs of emphysema ; few expiratory rhonchi ; vv.^-il capacity 
normal (3.400 c.cm.). Treatment: anthisan 0.15 g. ; later phener- 
gan 25 mg. at bedtime, ephedrine i gr. (16 mg.) morning and 
midday. Later the ephedrine was replaced by methylephedrine 
2/3 gr. (45 mg.). February' 25, 1949: Very well. Occasional 
mild attacks easily checked by aleudrine perlingually. 

Case 26. — Man aged 34, August 6, 1948. Asthma since 
the age of S. Until six months ago attacks occurred every 
night and occasionally during the day. They then increased 
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in frequency, but were relieved by the inhalation of a 
papaverine-atropine mixture. Five weeks ago a severe attack 
made injections of adrenaline necessary. Has not been free 
from wheezing since ; inhales twice during the liight, three times 

. during the day, and needs 5-10 minims (0.3-0.6 ml.) of adrena- 
line dally. On examination ; barrel chest, kyphosis ; vital capa- 
city 3,150 c.cm. ; rhonchi 4-4-4-. Treatment: anthisan 0.5 g. 
at bedtime, which reduced the nocturnal attacks to one. Later, 
ephedrine 21 gr. (162 mg.) was given on alternate days, and 
75 mg. of phenergan every other night instead of anthisan. 
Under this regime • the patient could sleep through till 5 or 
6 a.m., when he had to use his inhaler. Phenergan usually 
enabled him to sleep' about an hour longer than did anthisan. 
In daytime he had to inhale three to four times, but he did not 
need adrenaline, and he can now move about without restriction 
and look after his business. , 

Case 24 . — ^Woman aged 53, October 1, 1948. Asthmatic 
attacks for 15 years. For the last three months had 
frequent attacks, -i provoked by mild exertion and duiins 
the night. Ephedrine i gr. (32 mg.) and inhalations of a 
papaverine-atropine mixture give temporary relief. Believes 
that her present work with wool caused the deterioration. On 
examination: chest barrel-shaped, rhonchi 4- 4- -I, vital capa- 
city 1,700 c.cm. Treatment: anthisan 0.3 g., with pheno- 
barbitone -I gr. (32 mg.) at bedtime and ephedrine 1 gr. (65 mg.) 
twice in the day, did not have any effect ; benadryl 150 mg. 
plus phenobarbitone 1 gr. (65 mg.) at bedtime improved the 
conditiqn at night so much that after a week only one inhala- 
tion was needed instead of five. 'Her condition during the day 
was equally improved by ephedrine 2 gr. (130 mg.) in the morn- 
ing and after lunch. Breathing exercises were now started. 
January 28, 1949; Very well; seldom required inhalation. 
March 1 1 : Well, apart from a transient cold and cough. Sleeps 
well, is able to move about freely and to do her work. Vital 
capacity now 2,670 c.cm. 

Further case histories are published elsewhere (Herxheimer. 

• 1949b). 

Discussion 

The evidence that antihistamines have any action against 
bronchial spasm has so far been received with scepticism 
It had been shown experimentally that they counteracted 
bronchial spasm induced by histamine in animals and man 
(Curry, 1946). Schiller and Lowell (194?) and Curry and 
Lowell (1948) could not find a protective effect when the 
bronchial spasm was induced by mecholyl or by the inhala- 
tion of allergenic extracts. Unfortunately, they used the 
weaker antihistamines (benadryl and pyribenzamine) in 
small amounts, and tried them on a few patients only. 
From these negative results it appeared as if the histamine- 
induced bronchospasm were a spasm siii generis arid had 
nothing in common with other types of bronchial spasm— 
for example, that induced by acetylcholine or the spasm 
of genuine asthma. From the present experiments with 
induced bronchospasm it is not possible to distinguish dif- 
ferent types, except that they develop with different speed. 

The strongest antihistamines, if used in sufficient dosage, 
are able to suppress induced bronchial obstruction if h 
is mild — e.g., if it does not depress the vital capacity by 
more than approximately 30%. If a severe attack is 
induced the protection becomes partial or fails altogether. 
This is in accord with clinical experience. I have never 
seen an acute asthmatic attack influenced by an anti- 
histamine. The failure to abolish' any bronchial obstruc- 
tion completely can also be seen if the effect of the anti- 
histamines is compared with the effect of isopropymor- 
adrenaline, as seen in Figs. 3 and 4. When in some of 
experiments pyribenzamine gave partial relief, aleudrine 
quickly restored the vital capacity to normal. This pa la 
action may be comparable to the results of Bain (1949), '' ° 
could not abolish the histamine effect on the skin comp'^ ^ > 
with antihistamines. 
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It must be emphasized that the dosage of phenergan used 
in the induced attacks varied greatly — from 25 to 75 mg. — 
and that in one case I was not able to suppress a mild 
attack caused by acetyl-;8-mcthyIcholine chloride. Pyri- 
benzamine used as aerosol bad a defim'te effect in some 
cases but not in others. This confirms the experience that 
none of these substances is effective in every subject. Some 
patients are sensitive to one but not another, and so far it 
has not been possible to predict whether a given substance 
would be effective in' a particular patient. 

As the experimental evidence is definite it seems strange 
that some observers should have had negative clinical 
results (Hunter and Dunlop, 1948 ; Southwell, 1948 ; Dunlop 
and Hunter, 1948). Their method was not completely satis- 
factoiy, as l have pointed out before (Herxheimer, 1948b). 
The patients were unselected, and the dosage was uniform 
and Tather low. Under such conditions a small proportion 
of successes may be e.\pected, and it tsill not differ much 
from the pseudo-successes achieved by the natural vagaries 
of the disease and by suggestion. 

I have described some effects of anthisan (1948a), and 
the North American literature contains numerous reports 
of so-called clinical successes, 'fhe percentage of cures 
reported is usually much 'smaller than in urticaria or hay- 
fever, and the assessment of clinical success is indefinite. 
Our clinical experience shows that the stronger anti- 
histamines (and in some cases benadryl) have a beneficial 
effect on those patients who are sensitive to them. They 
do not help at all in severe attacks and in those acute attacks 
which develop after a long interval of freedom. They are 
excellent in the mild and moderate chronic asthmatic state 
(for instance, after acute attacks), although they do not 
abolish the disease completely. 

Two criticisms of the present series must be considered. 
One is that the beneficial action of the antihistamines in 
asthma is due to their sedative influence. There is no doubt 
that these drugs have a sedative action, but it is distinct 
from their antispasmodic property. I have attempted to 
obtain the same anti-asthmatic effect with large doses of 
phenobarbitone, up to 2 and 3 gr. (130-195 mg.), but 
vrithout success. The patient feels very tired, but is still 
awakened by the attacks. The soporific effect of anthisan 
and phenergan wears off to some measure after four or 
five days’ use, but the antispasmodic effect persists. Some 
patients do not experience a soporific effect at all, and in 
spite of this the antispasmodic effect is present. 

The other criticism is that the beneficial effect is due to 
suggestion. It is certain that asthmatic patients respond to 
suggestion more readily than normal persons. But in my 
patients many different drugs were tried in different dosages, 
and it usually happened that one particular dosage of one 
or two drugs was found effective, and any change to another 
substance or dosage was quickly followed by a relapse. 
When many attempts have been made at treatment the 
asthmatic patient is no longer deceived by suggestion. 
Even if many of the beneficial results were due to sug- 
gestion this could not be the explanation of the experiments 
with induced bronchoconstriction in normal and asthmatic 
subjects. 

I have come to the conclusion that the antihistamines 
constitute a definite improvement in our treatment of some 
kinds of chronic asthma. They are the best agents we have 
for night-time administration, and, if they are combined 
with ephedrine in the daytime and aleudrine (isopropyl- 
noradrenafine) or aminophyllin to cut short acute super- 
imposed attacks, the success achieved is worth the laborious 
process of determining the optimum dosage, which may 


require weeks of patient observation. The practitioner may 
feel that this will be difficult ; but our experience is still very 
small, and it may well be that more effective substances and 
simpler ways of applying them will be found. In any case, 
it would be a grave error to add the antihistamines to the 
vast rubbish-heap of anti-asthmatic remedies which have 
been found wanting. 

Summary 

Phenergan and anthisan suppress mild bronchial spasm in 
humans induced by histamine, acetyl-^-methylcholine chloride, 
and allergenic extracts. 

Severe attacks so induced could not be suppressed. There is 
no evidence that oral doses of these substances suppress acute 
severe attacks of genuine asthma. 

Clinical evidence suggests that the stronger antihistamines 
are of great value in the mild and moderate asthmatic state, 
especially during the night. In this condition they can be 
conveniently combined with day doses of ephedrine and, if 
necessary, aleudrine in order to check acute exacerbations. The 
wide variation of the response makes it necessary to try out the 
antihistamine and its dosage individually. 
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An annotation in the British Medical Journal of April 23, 
1949 (p. 718), reviews toxoplasmosis and gives references 
to important contributions to our knowledge of this disease. 
A paper by Callahan, Russell, and Smith (1946) and Bink- 
horsfs (1948) book may also be found useful by those 
interested in the subject. As is stated in the annotation, 
the first case of congenital toxoplasmosis recognized in this 
country was described by Jacoby' and Sagorin (1948). At 
the time when their report was published we were investi- 
gating another case, which we now put on record. 

Case Report 

The patient, a girl aged 4, was bom normally at full term ; 
weight 6 lb. 5 oz. (2.86'kg.) The neonatal period was unevent- 
ful—no jaundice, anaemia, haemorrhagic phenomena, or respira- 
tory distress — and during the first year she was regarded by 
her mother as normal, having no illness, feeding difficulties, 
skin rashes, diarrhoea, or vomiting. At 18 months of age her 
parents noticed that she was -partially blind and had a squint 
She was clumsy in her gait and had a tendency to fall over objects 
placed in her way. Apart from this she was in good health 

' ‘Read in the Section of Ophthalmology at the Annual Meeting of 
the British Medical Assodation, Harrogate, 1949, by Mr. A. B. Nutt. 
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and was able to walk and play and to pick up objects when she 
dropped them. 

Her mother, father, sister, aged 5, and brother, aged 2, are 
alive and well. No abnormality can be found in their eyes, 
and their mental development is normal. There is no history 
of tuberculosis or syphilis in the family. The mother has had 
three normal pregnancies and no miscarriages, and she has no 
recollection of any illness, even slight or transitory, during any 
of the pregnancies. 

Because of her difficulty in seeing and her squint, the patient 
at 18 months was brought to see one of us (A. B.N.). Exami- 
nation of the fundi at that time revealed a choroido-retinal 
scar involving each macula.^ She was kept under observa- 
tion, but it was not until June, 1948, that the possibility of 
toxoplasmosis was considered oh account of the clinical simi- 
larity of her condition to that of cases seen in Geneva with 
Professor Franceschetti and Dr. Bammatter. 

On October 20 she was admitted to hospital for more com- 
plete investigation. At that time she weighed 37 lb. (16.78 kg.). 
Nothing of consequence was found in the general physical 
examination. The results obtained by cytological and bio- 
chemical examination of the blood, cerebrospinal fluid, and 
urine were within normal limits ; the Wassermann reaction and 
the Kahn test on the blood were negative. Certainly, however, 
the child was mentally retarded. 

The visual acuity could not be accurately determined ; obvi- 
ously it was low centrally, but it was good enough peripherally 
for the child to distinguish large objects. There was a left 
convergent strabismus and a searching nystagmus. The anterior 
segment of each eye was normal and the pupils reacted to light 
both directly and consensually, but the reaction was sluggish. 

In the right eye there was slight pallor of the disk, but the 
retinal vessels were of normal calibre. There was a large oval 
macular scar measuring 4 D.D. horizontally and 21 D.D. vertic- 
ally (Fig. 1). The edges were fairly well defined. The inner 
half of the area showed choroido-retinal atrophy with little or 
no pigment, but in the outer half there' was gross pigmentary 



disturbance surrounding an area in which choroidal vessels 
could be seen. 

In the left eye there was an advanced degree of optic atrophy, 
with some attenuation of the retinal vessels. The temporal 
margin of the disk was obscured by a slightly elevated, possibly 
glial, mass, on the surface of which there was fine pigmentary 
disturbance. There was an extensive choroido-retinal scar 
(Fig. 2). It consisted of a central portion more or less circular 


Medicm, Jouvtd 


in shape and approximately 2 D.D. across. This was joined lo 
a larger and more temporal scar by a short, narrow isthmus of 
choroido-retinal atrophy traversed by a large choroidal vessel 
,The larger scar was triangular in shape, the sides being aboui 
equal in length, the apex pointing to the periphery in ik 
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horizontal meridian and the base towards the disk. Each side 
of the triangle measured about 3 D.D. The edges of the whole 
scar were sharply defined. The white sclera was widely exposed 
and a number of large choroidal vessels could be seen running 
across its base. 

There was fairly gross pigmentary disturbance, especially in 
the temporal portion of the scar, and both showed connective- 
tissue proliferation. 

Serology 

The patient’s cerebrospinal fluid was examined for toxo- 
plasma, but without success. Sera from the patient and from 
other members of her family were then examined for the pre- 
sence of toxoplasma-neutralizing antibodies by intradermai tests 
in rabbits as described by Sabin (1942). The first test, carried 
out with fresh serum from the patient (not shown in the follow- 
ing Table), indicated that it neutralized a 1 ; 10,000 dilution. 
This Sabin interpreted as equivocal, and recommended that the 
test should be repeated. This was done, and sera from other 

members of the family were also tested, with the following results. 


Subject 

Age 

(Years) 

Date of 
Test 

i 

Serum 

Size of Skin Lesions produced ty 
■ Dilutions of ToxopUsm* Suspension 
Mixed with Scrum Under Test 



1:20 

1: 100 

1:1,000 

I : I0,0M 

Patient 

35 

19/11/48 

Fresh 

-F-h-f 

-F-F-F 

4 ' 

. 0 

Mother 

27 

( 


•F-F-F 

4' “i- + ' 

-F-F 


Sister 

5 

1 

1 I4/I/49 


-F-F-F 

4* + 4- ; 

-F-F-F 

4 + 

Father 

36 

Freeze^ 

dried 

-F-F-F 

-F-F-F 

-F-F-F 

4 + 


•' 

1 21/1/49 

-F-F-F 

4- 4*4' i 

-F-F 


Brother 

1 2 

14/1/49 

1 Fresh 

-F-F-F 

-F-F-F 

1 4 * 4 * 4 * 

4 


1 

21/1/49 

Freeze- 
i dried 

-F-F-F 

-F-F-F 

-F-F-F 

1 

All controls 



4- -H "1* 

-F-F-F 

1 -F-F 

1 

F 


The accompanying Diagram shows the size of the skin lesions 
produced in the rabbit. Comparison of the control series (ddC' 
tions of toxoplasma suspension without serum) with ihc 
series (dilutions of toxoplasma suspension to which was adoe 
serum from the patient) will show the extent to which ncr 
serum neutralized the toxoplasma. These results suggested t c 
presence of toxoplasma antibody in the scrum of the 
and her mother. Freeze-dried specimens of their sera ® 
the serum of the sister were sent to Dr, Sabin, who very kina ) 
examined them by his dye-test method (Sabin and Feldma • 
1948) and by the complement-fixation method. He reporf 
as follows: 
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Dye Test (Titre) 

Complcmenlwfixation Test (Titre) 

Patient 

1: 1024 

1: 10 

Mother .. 

1;32 

1;4 

Sister 

0 

0 


Sabin considered that these results supplied strong evidence 
that the disease from which the patient suffered was congenital 
toxoplasmosis. The titre in the mother he thought rather lower 
than is sometimes found four years after infection. 


MOrtSR PATIEIT SISTER rYRODB 

ccrrrRoi 



0 o 


SlADia) AREA » IJECROSIS 
SCALE 

Itt 0 12 3 4 

CENTIKETRCS ' * ' « » 

Diagram showing tracings of skin (rabbit) neutralizing test for 
toxoplasmosis. Final dilution of toxoplasma suspension 1. I : 20 ; 
II. 1 : 100; ni, 1 : 1,000; IV, 1 : 10,000, 


ance, and there is extensive choroido-retinal degeneration 
together with connective tissue and pigment proliferation, 
the rest of the retina remaining normal in appearance 
during all observed stages of the infection. Optic atrophy 
seems to be the rule. 

The case reported above was first brought for medical 
advice because the mother noticed the child's clumsy move- 
ments and suspected defective vision. To the mother the 
child appeared otherwise quite normal. It should be 
stressed that the main features of the case were ophthalmic 
in their presentation. It was only on closer examination 
and on watching the progress of the child that mental retar- 
dation was recognized. This latter is certainly more than 
could be attributed to defective vision. 

Intracerebral calcification has been found post mortem 
or detected by radiography in most cases of congenital 
toxoplasmosis. The finding, however, does not seem to be 
specific or essential for the diagnosis, and this impression is 
confirmed by Binkhorst (1948), Adams et al. (1948), and 
Sabin (personal communication). The last-named, how- 
ever, has had onl)' one other case in which intracerebral 
calcification was absent. 

Admittedly a diagnosis of toxoplasmosis is clinched only 
by isolation of the toxoplasma. At the same time it is felt 
that the clinical picture in this case, combined with the 
serological results, warrants the diagnosis of congenital 
toxoplasmosis. It is inferred that the infection was acquired 
in utero from the mother, as her serum gave a positive 
result in . the neutralizing antibodies tests. An interesting 
point is that the patient's sister, aged 5, showed no evidence 
of antibodies, nor did the brother, aged 2. This suggests 
the possibility that the mother's infectivity may have been 
limited to a period within three years. 


Discussion 

In 1942 a group of 151 cases was investigated by Sabin, 
employing the toxoplasma-neutralizing antibody test. He 
found that not only did the infants and children showing 
the now well-recognized tetrad (convulsions, internal hydro- 
cephalus, intracerebral calcification, and choroidoretinitis) 
and their mothers give positive reactions for the toxoplasma, 
but so also did other varied types of case. These were 
mothers who had given birth toanencephalic monsters, older 
children and adults with chorioretinitis of unknown aetio- 
logy, some unexplained cases of encephalitis, and children 
and adults who had congenital cataract and other disturb- 
ances of the eyes. The above findings are quoted as a 
reminder that infection with the toxoplasma may produce 
a very varied clinical picture, including isolated disorders 
of the eye in which previously the aetiology was said to be 
obscure or simply congenital. 

As regards the ocular findings in toxoplasmosis, Bink- 
horst (1948) found focal retinal lesions in all his cases, and 
he suggests that chorioretinitis may sometimes be the only 
clinical manifestation of this infection. He considers that 
for the clinical diagnosis of toxoplasmosis ophthalmoscopic 
examination is indispensable. 

In 1942 Cowen, Wolf, and Paige reported six cases of 
toxoplasmosis, in all of which the outstanding features 
were ocular abnormalities such as chorioretinitis, 
microphthalmos, and strabismus. The ocular signs in 
toxoplasmosis have been carefully studied and recorded by 
Koch, Wolf, Cowen, and Paige (1943). The fundus lesions 
are predominantly bilateral, focal, and multiple. The 
macular region is invariably involved, and, less often, the 
periphery. The earliest change is localized oedema of 
the retina. The ultimate scar has a punched-out appear- 


Snaimarj- 

A case of congenital toxoplasmosis is described in a girl aged 
4 years. 

The main clinical features are defective vision with a 
searching nystagmus, bilateral chorioretinitis, and mental 
retardation. 

Evidence in favour of the diagnosis is supported by the 
toxoplasma-neutralizing antibody test, the dye test, and the 
complement-fixation test. 

Ophthalmoscopic examination would seem to be important 
for the clinical diagnosis of toxoplasmosis, and evidence of 
choroido-retinal disturbance should be looked for in all 
children 'vith a history of convulsions, hydrocephalus, and 
mental retardation. 
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In order to help build up the National Hospital Service 
Reserve, which will provide an organization of trained men and 
women in the event of war to meet the needs of expanded 
hospital services, the Ministry of Health has asked local 
authorities to provide at civil defence corps recruiting centies 
facilities for officers of the St. John Ambulance Brigade and the 
British Red Cross Society to recruit auxiUary members of the 
reserve. 
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Chloramphenicol (Chloromycetin) is a new antibiotic derived 
from a soil streptomyces known as Streptomyces venezuelae. 
It was first isolated for therapeutic purposes by Ehrlich and 
his associates in 1947. 

The first report of the beneficial effect of this antibiotic 
in typhoid fever came from Woodward and his co-workers 
in Malaya in 1948, Since then the drug has been given a- 
trial by many workers in different 'parts of the world. 
Murgatroyd (1949) has tried it in one case in London. A 
controlled trial is in progress in the United Kingdom as a 
result of the recent Berkshire outbreak (Bradley, 1949). In 
India the drug has been tried in typhoid fever by Shah 
(1949) and by Vakil (1949). 

* The diagnosis of typhoid fever may be open to doubt in 
many of the cases of these two Indian authors. Shah’s 
series of 33 cases contains only eight with positive blood 
cultures, and Vakil does not mention the number of cases 
in which blood culture was positive in his series of 14. 
Neither of these authors mentions previous T.A.B. 
inoculation in their cases. 

Method 

We have tried the drug in the clinical investigation ward 
of the King Edward Memorial Hospital in six cases — three 
males and three females, all being adults. Details of these 
cases are given in the Table. In all of them blood culture 


case , (also compare the phage types, see above). None of 
the cases had previously been inoculated with TA.B 
vaccine. Five cases were severely toxic before the treat- 
ment was started and one was moderately toxic. Two of 
the cases (Nos. 2 and 5) had received previous type-specific 
parenteral phage therapy without any demonstrable benefit. 

All the six cases were observed in the investigation ward 
meant for treatment of typhoid cases alone. Hence all the 
patients received the same general nursing and dietetic 
treatment (Patel et ah, 1947), the administration of the dnig 
being the only controlled variable. 

Chloramphenicol was started in the second week in one 
case, in the third week in three cases, in the fourth week in 
one case,, and in the fifth week in one case. In the last two 
cases the drug was tried during a clinical relapse. The 
dosage schedule was uniform in all cases: 1 g. initially 
followed by 1 g. one hour later and 0.25 g. two-hourly day 
and night until temperature was normal for 48 hours. Then 
0.25 g. three-hourly for the next 48 hours, and finally 0.25 g. 
four-hourly till a total dosage of 18 g. was given. However, 
only one case (No. 2) could be given the full 18 g. The 
response was dramatic, the temperature touching normal in 
36 hours and remaining normal., 

Owing to short supply the other two cases that recovered 
(Nos. 5 and 6) received 12 g. and 16 g. respectively. Both 
of them responded very well, the temperature coming down 
to normal in 24 and 48 hours respectively, but the former 
case relapsed after an afebrile period of 12 days. This 
might probably indicate that 12 g. was an inadequate dose. 
During this relapse Sahn. lyphi were again isolated from the 
blood. As chloramphenicol was unobtainable the relapse 
could not be treated with it. 

The other three patients died. They received chloram- 
phenicol orally for 48, 26, and 40 hours respectively, the 
amount of drug given being 8, 5.5, and 6 g. respectively. 

Case 1 received 8 g. of chloramphenicol in 48 hours. This 
patient should have at least started responding (cf. Bradley, 
1949: in nine treated patients the signs of resolution were 
obvious within 48 hours—i.e., after the administrafion of 


Table Giving Various Data of Six Cases 







Day or 

Duration 

of 

Treatment 






Case 

No. 

Age 

and 

Sex 

Vi Phage 
Type 

Previous 

Specific 

Treatment 

Initial 

Toxicity 

Disease 
on which 
Treatment 

Toial 

Dosage 

lure 

Normal in 
Hours 

Toxic 

Reactions 

Result 

Comment 





Started 





— 

I 

25 

A 

Nil 

Severe ^ 

28th 

48 hours 

s g. 

— 


Died 

Case of clinical rclapM 
bactcriacmia 

2 : 

23 1 

'> ! 

Parcnleral phage 


35th 

63 days 1 

18 g. i 

36 

i — 1 

Cured 

», ' »» •’ 

3 

M 

38 ! 

•> 

therapy 

Nil 


llth 

26 hours 

5-5 g. 

— 

! ~ 

Died 

Probably ehloramdhetiicol D 
not get a chance to act 

4 

24 

E, 

Nil 


! 17th 

40 

6 S- 

— 

1 Rigor 

- 

! Patient went into hyMiwrem 
and peripheral vasculaiTsmn 
Dramatic response in s 
failure case. Relapse aWr« 

S 

20 

A 

Parenteral type- 

Moderate 

I9lb 

70 „ 

12 g. 

24 


Cured 


F 


specific phage 








afebrile period of 12 day* 

6 

25 
i M 

A 

therapy 

Ni! 

Severe 

15th 

6} days 

16 g. 

48 

Erythemo- 

papular 


Rash disappeared in 3 days 









rash 




was positive, the Vi phage types of Salmonella iypb't 
isolated being " A ” in three cases, “ ” in one case, and 

7 (untypable) in two cases. These six cases were encoun- 
tered during a period extending from the latter half of 
May to July, 1949. Typhoid fever being endemic in 
Bombay, it was not possible to collect all the casits from the 
same outbreak. The cases came from widely scattered parts 
of the city and from different\walks of life : two wei^ peons, 
one a hotel worker,' one a nurse, and two were performing 
domestic duties. None gave a history of contact. \ln all 
probability the source of infection was different ii\ each 


8 g. of the drug), but she rapidly developed periph^f^! 
vascular failure and died. Owing to her early death No- ^ 
apparently received inadequate dosage. In Case 4 
patient developed a rigor about 24 hours after starting wc 
treatment. She went into hyperpyrexia and died 16 hoars 
later. 

Results , .. 

In all the three cases that recovered the. temperature k 
by crisis or rapid lysis in 24-48 hours. TTiis is the usoj 
experience of other workers in most of their cases. lo ^ 
these three cases the constitutional improvement w'a 
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striking and ^^•as seen earlier (within the first 24 hours) than 
the fall in temperature. Woodward el al. (I94S) had a 
similar experience. Shah (1949), however, finds just the 
reverse thing. In his opinion the effect on the toxic state 
is slower than the effect on fever. The fall in temperature 
occurs in two stages (Murgatroyd, 1949 ; Vakil, 1949). An 
initial fall is followed by a rise, the temperature then sub- 
siding gradually. This was seen in two of our cases. 

Toxic Reactions. — Chloramphenicol seems to be non- 
to.xic for all practical purposes (Murgatroyd, 1949 ; Shah, 
1949 ; Vakil, 1949). One of our cases developed a tran- 
sitory erythemo-papular rash, mainly on the trunk. A 
similar finding has been noted by Shah in one case. The 
rigor that occurred 24 hours after the beginning of treatment 
in Case 4 may not have been a symptom of drug toxicity'. 
It could well have been a hyperpyTexial reaction during the 
course of the disease, or it may have been due to rapid 
lysis of a large number of organisms. It is only tentatively 
included here, because it has not been obseiwed by other 
workers. Shah found signs of cerebral irritation in seven 
cases. We did not come across any other toxic reactions, 
neither did Woodward et al. However, Shah and Vakil 
attribute nausea, anorexia, diarrhoea, circulatory failure, 
oliguria, and retention of urine in some cases to chloram- 
phenicol. The cause of death in Case 1 in the present 
series was circulatory failure, but whether this was due to 
the drug or the disease it is difficult to say. Vakil describes 
a tendency to leucopenia. 

Relapse. — One of our cases (No. 5) relapsed after 
chloramphenicol therapy and after an afebrile period of 
12 days. The blood culture became positive during the 
relapse. 

Vakil has noticed relapse following chloramphenicol 
therapy in two cases, and Shah found one. relapse in his 
blood-culture-positive cases and four cases of relapse if his 
whole series of 33 cases is considered. In three of Shah’s 
cases the relapse occurred during maintenance therapy and 
in one case after an afebrile period of nine days. Wood- 
ward el al. found that in the doses used chloramphenicol 
did not prevent relapses. He came across relapses with 
bacteriaemia it^ two cases after an afebrile period of 10 
and 16 days. Both responded to a second course of the 
antibiotic. The organisms isolated during these recurrences 
were as sensitive to chloramphenicol as' before. Shah’s 
cases, too, responded to further chloramphem’col therapy. 

Complications. — It has been shown by Woodward et al. 
that chloramphenicol does not prevent intestinal perforation 
and haemorrhage even in the afebrile period of the disease. 
After treatment with it one of his cases developed intestinal 
perforation on the second day of normal temperature, and 
another case had massive intestinal haemorrhage on the 
fourth day of normal temperature. Such complications 
were also encountered by Vakil. In our small series we 
have not come across these complications. 

Duration of Fever After Institution of Chloramphenicol 
Therapy. — The average duration was 3.5 days with Wood- 
ward et al. and 1-.5 days in our cases. The average duration 
of the afebrile course of the disease was approximately 
12.5 days, whereas in Woodward’s control group it was 
35 days. 

Urine Cultures. — The urine cultures before, during, and 
after chloramphenicol treatment have been found to be 
consistently negative by Woodward et al. The urine 
cultures were not done in the present series. 

Stool Cultures. — ^Positive stool cultures after chloram- 
phenicol therapy are well known (W^oodward et al., 1948 ; 
Murgatroyd, 1949 ; Rumball and Moore, 1949). Murga- 


troyd’s case had a stool culture positive for Salm. typhi after 
the course of chloramphenicol. Woodward et al. found 
positive stool cultures in two cases ; later these became nega- 
tive. Rumball and Moore treated a 9-year-old chronic 
faecal typhoid carrier with 30 mg. chloramphenicol per kg. 
of body weight (i.e., three times the therapeutic dose) for 
seven days, and the boy still continued to pass typhoid 
bacilli in the stools. This was surprising in riew of the 
fact that Salm. typhi are inhibited in vitro by 0.25 pg. of 
chloramphenicol per ml., while in the usual therapeutic dose 
the blood level attained is 40-80 ng. per ml. (Woodward 
et al. 1948). ■ 

Blood Culture. — ^With chloramphenicol therapy the blood 
cultures become sterile, but turn positive during a relapse. 
This is what we observed in Case 5. 


Comment 

Our series is too small for any statistical evaluation of 
the drug ; neither is the series ideal for such a purpose, 
because in none of the cases W'as the treatment started in 
the first week. We agree with Bradley (1949) that the 
advantages of chloramphenicol cannot be fully explained 
or exploited until the effect on cases in the first week of the 
disease is measured. It may be mentioned that Shah has 
tried chloramphenicol in six blood-culture-positive cases 
(out of his series of 17 cases). In four of these the treat- 
ment was started in the first week. All these cases have 
recovered dramatically and without any complications 
following on it. . Chloramphenicol is more effective in 
typhoid fever than aureomycin, and that, too, in a smaller 
dose per kg. of body weight (Patel et al., 1949). We believe 
that the drug is the most effective therapeutic agent available 
at present against typhoid fever. 


Summary 

Six culture-positive typhoid cases treated with chloram- 
phenicol are reported. 

It is plain that chloramphenicol strikingly alters the 
course of typhoid fever by exerting a specific therapeutic 
action. However, an extensive controlled trial is necessary 
to determine the optimal dose. 
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The Cerebral Palsy Unit at Queen Mary’s Hospital for 
Children, Carshalton, Surrey, was opened in January, 1943. 
and W'as the first of its kind in Great Britain. There has since 
been set up an “ advice clinic ” at the Lambeth Hospital, where 
cases of cerebral palsy are assessed from the point of view of 
suitabih'ty for treatment and where parents and reiativra are 
given ddvice about the management of cerebral palsied children. 
A booklet has now been produced presenting advice to parents 
and others on daily treatment, schooling, rest, speech, and other 
points. ^The booklet, which is well produced, contains a number 
of black-and-white sketches and gives useful information in 
the form of question and answer. Copies may be obtained 
from the hospital at Carshalton (price Is.). 
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PNEUMOCOCCAL MENINGITIS OF 
REFRACTORY TYPE TREATED BY 
REPLACEMENT OF C.S.F. WITH 
PENICILLIN 

. BY 

ALASTAIR ARNAUD REID, M.B., B.S. 

Resident Medical Officer, Cornelia Hospital, Poole, Dorset 

Does the pneumococcus develop resistance to penicillin ? 
It would seem from a study of the following case that it 
does, although such resistance has not, so far as I know, 
hitherto been noted. 

Case Report 

The patient, a female child aged 13 months, was admitted 
to hospital as a typical case of bronchopneumonia, which 
responded in three days to a combined course of sulpha- 
mezathine and penicillin. She then appeared to be well for 
a fortnight, but at the end of this time the pneumonia recurred 
and did not respond to treatment. 

Twenty-four days after the beginning of the illness slight 
neck stiffness was noted and was thought to be due to 
meningism. Nevertheless, a lumbar puncture was performed 
and C.S.F. under normal pressure was withdrawn. Contamina- 
tion with blood precluded its immediate examination, but a 
typical culture of encapsulated lanceolate diplococci was 
obtained, giving a diagnosis of pneumococcal meningitis. 
Later examination of the C.S.F. confirmed this. The 
organisms were tested against penicillin and were found to 
be moderately sensitive. (The test used was a modification 
of the filter-paper method which was in vogue at that^ time. 
On this occasion the strain was inhibited by a concentration of 
5-10 units of penicillin per ml.) Lumbar puncture was immedi- 


penicillin in vitro was now found to be slight (growth inhibited 
by 10-20 units per ml.). Accordingly the dosage was increased 
10,000 units being given intrathecally twice daily. The results 
were dramatic, for in less than 72 hours the C.S.F. was 
quite clear. The sugar had returned to normal, ’ but 
there was still some neck stiffness. Improvement continued 
until the 18th day, when the C.S.F. again became cloudy, with 
an increased cell count. It was decided that, as penicillin given 
by lumbar puncture was unlikely to inhibit organisms in the 
exudate at the base of the brain, the drug should also be given 
into the ventricles so that it could penetrate with the C.S.F. 
every part of the circulation. This was done, with some 
improvement. 

It was felt, however, that it was possible that once the 
penicillin in the C.S.F. had been brought to a high level it 
could be maintained by heavy intramuscular doses. That this 
was probably correct is shown by the fact that improvement 
was maintained for some days by intramuscular dosage alone, 
until unfortunately, by a mischance, the intramuscular penicil- 
lin was stopped one evening. Next rhoming the meningitis had 
recurred in a severe form with tooth-grinding and neck stillness. 
The C.S.F. was turbid and teeming with encapsulated pneumo- 
cocci, which were now said to be completely resistant in vilro 
up to 25 units of penicillin per ml. (24th day). 

However, as the Queckenstedt test was normal and as indigo 
carmine injected into the ventricle appeared at lumbar puncture 
next day, thus demonstrating patency of the system, it was 
decided to resume intensive treatment (24th day). This pro- 
duced some improvement, but on the 28th day, in view of the 
sharp drop in the sugar, it was decided that the only hope lay 
in more drastic treatment. 

Both clinically and in vitro the resistance of the organism 
had appeared to rise, necessitating repeated increase in the 
dosage of penicillin. As strong solutions of penicillin arc 
irritant it was decided that the only practicable thing to do 
was to replace the infected C.S.F. with penicillin solution of 
a safe concentration. It was thus hoped to spread the penicillin 
as evenly as possible over the whole system. 



ately repeated, turbid fluid under increased pressure was with- 
drawn, and intrathecal penicillin therapy was begun, details of 
which are given in the Chart. (The days are numbered from 
the beginning of treatment for meningitis.) On the fifth day 
neck stiffness had almost disappeared and the C.S.F. was found 
to be nearly normal, as judged by the glucose level, which 
experience showed to be the most sensitive index to the state 
of the infection, and the first figure to be affected by either an 
increase or a decrease in its severity. 

On the sixth and seventh days, however, relapse occurred in 
spite of treatment. Neck stiffness became pronounced and the 
fluid again became turbid. Sensitivity of the organism to 


Consequently, on the 32nd day simultaneous puncture of t - 
right ventricle and the lumbar region was performed. Inwf 
carmine (3 ml. ; 1%) was injected by the lumbar needle 
as a marker, and it was followed by 45 ml. of penicillin solutw- 
(1.000 units per ml.). The dye appeared through the ventricu • 
needle and both needles were then withdrawn. There 
ill effects from the operation and great improvement in • 
C.S.F., the sugar rising sharply in spite of the ! 

saline. The cells increased greatly (see Table), but . -jj 
old and degenerate it was almost certainly due to the 5 1 
up of the mud ’’ all the way up the cord and the base o 
brain. 
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Tabh ShoK'ms Cell and Sugar Content oj C^.F. 


Daj* 

C<Us 

per cjnm. 

Sugar 

mg./lOO ml. 

Day 

OcUs 

P.-r c.mm. 

Sugar 

mg./tUOml. 

2 

1,700 

39 

3J 

2;ioo 

75 

5 

610 

66 

35 

160 

78 

6 

2S0 

31 

37 

130 

70 

7 

1,800 

33 

39 

2S0 

51 

9 

360 

92 

43 

65 

66 

12 

2S 

65 

44 

290 

59 

IS 

800 

59 

46 

140 

47 

24 


25 

47 

20 

61 

27 

4,000 

54 

50 

14^560 

57 

2S 

1,000 

29 

52 

210 

65 

31 

100 

63 

53 

20.000 

17 


Paracolon bacilli were found on days 50, 51, 50, and 5i. 


During the next few days the patient improved, but inten- 
sive penicillin therapy was continued in order to keep op the 
concentration in the C-S.F. By the 37th day the cerebral cry 
had quite disappeared, as had the neck stiffness. During the 
succeeding days, although the condition of the meningitis 
fluctuated, the child improved greatly. She began to resist 
treatment forcibly, to cat well, and to play with her toys. Up 
to the 47th day honours were divided between the penicillin and 
the organisms, although the Queefcenstedt test remained normal. 
Repeated examination of the nose and ear by an E.N.T. surgeon 
again revealed no Source of reinfection. 

On the 53rd day, however, there was a disastrous relapse. 
The neck became retracted and the C.S.K purulent and under 
increased pressure. Paracolon bacilli (first noted in a culture 
four days before) were seen in large numbers in a smear, 
although no pneumococci were present. In spite of double 
cleaning with iodine, these bacilli had presumably been intro- 
duced from the skin by the needle. The “ cerebral cry ” returned, 
and in spile of intensive intravenous sulphonaraides the patient 
became collapsed and comatose. Convulsions developed at 
8 p.ra. and death came three and a half hours later. Unfortu- 
nately it was impossible to perform a post-monem examina- 
tion, invaluable as this would have been. 


Discussion 

The infecting organism rapidly developed an apparent 
resistance to penicillin in vitro (at least according to the 
tests used at that time), but it was still possible to kill it in 
vivo by means of large doses. It appeared likely that the 
- case would ultimately have become chronic in the same way 
' as do some cases of tuberculous meningitis treated with 
streptomycin, relapse occurring as soon as the drug is with- 
drawn. Because large doses of intrathecal penicillin were 
; known to be dangerous, this case was at first treated too 
conservatively. The initial doses should have been bigger 
■■ and given twice daily. If this had been done the organism 
might- have been destroyed before it became resistant. In 
^ a case of meningitis of this severity large doses are worth 
the risk. The child seemed to suffer no ill effects from the 
/ use of huge intrathecal doses. It seems that it is local 
concentration, not dosage, which is dangerous, but it is 
dosage or general concentration which is important thera- 
j peuticaily. C.S.F. lavage and replacement with penicillin 
offer a reasonable method of achieving this general concen- 
'' fration safely,, and a tecbaiqve has been developed and 
found to be satisfactory. C.S.F. replacement had no ill 
■t effects. It is also possible, while doing this, to demonstrate 

< with dye the patency of the foramina of Magendie and 

Luschka. This is important in prognosis. 

Finally, it is known that penicillin is poorly excreted into 
the C.S.F., but it has been demonstrated clinically that 
large intramuscular doses can keep up the concentration 
once this has been achieved by intrathecal administration. 

The case demonstrates the necessity for a bold approach 
and decision in the treatment of pneumococcal meningitis. 
Intensive treatment, wdth close observation and frequent 


laboratory examinations, is essential if the disease is not to 
become chronic, and if a final cure is to be achieved. 

Summary 

A case of pneumococcal meningitis is described in detail. 
Apparent growth of resistance to penicillin on the part of the 
organisms is demonstrated, and the necessity for maintaining a 
high concentration of the drug in the C.S.F. is shown. C.S.F. 
replacement therapy and its results are described, and it is 
shown that penicillin concentration in the C.S.F. can be main- 
tained by intramuscular dosage. A technique for demonstrating 
patency of the foramina in the roof of the fourth ventricle is 
given. 

Acknowledgments are due to Dr. C. Adamson, of Durham County 
Hospital, for permission to publish the case, and to Mr. P. O. D. 
Hopps tor his invaluable work in the laboratory. 


Medical Memoranda 


Chloramphenicol in Tj'phoid Fever 

In view of preliminary reports of cases of typhoid fever 
treated by chloramphenicol (Chloromycetin) (Bradley, 1949 : 
Murgatroyd, 1949), it is considered that publication of the 
following case may be of interest. 

Case Report 

A Service patient aged 20 was admitted to hospital on June 4, 
1949, with a provisional diagnosis of typhoid fever. Preventive 
inoculation with T.A.B. was reported to have been given in 
February, 1949. 

He had sailed from Port Said on May 21 and first felt unwell 
on May 26, complaining of headache, vomiting, and sore throat. 
He disembarked at Southampton on May 31 and travelled by 
train lo his home in Nottinghamshire. He still complained of 
frontal headache, had several rigors, and also complained of 
marked generalized weakness. On June 2 he had epista-xis, and 
on the following day was admitted to the medical ward of a 
general hospital for P.U.O. A few papules were noticed on 
the abdomen on June 4, and he was transferred to an isolation 
hospital. There was no history of constipation or diarrhoea. 

On admission his temperature was 104“ F. (40’ C.), pulse 138. 
and respirations 26. He was mentally confused, answered 
questions slowly, and had difficulty in pronouncing words. 
There were a dozen rose-coloured spots on the front of his 
abdomen, which was distended but resonant. The spleen was 
not palpable. There were no other physical signs except a 
coarse bilateral nystagmus which was congenital. His condi- 
tion deteriorated until on June 6 he was comatose and could 
not be roused. The eyes were sunken, the tongue was covered 
with a brown fur, and there was muttering delirium with 
purposeless picking at the bedclothes. The rash was heavy 
on the chest and buttocks, and there was retention of urine. 
Constipation was marked, and it continued throughout the 
illness. The while cell count was 6,0(X) (polymorphs 78%, 
lymphocytes 19%, eosinophils 2%. and monocytes 1%). No 
abnormal red or while cells were found, and films showed no 
malaria parasites. The urine was sterile, but a non-laclose- 
fermenter was growm on blood culture. 

On June 8 the pulse was irregular and he showed signs of 
hypostatic pneumonia. At this stage a supply of chlor- 
amphenicol was obtained and an initial dose of 16 capsules 
(4 g.) was ^ven by nasal tube. This was followed by six 
capsules (1.5 g.) with glucose twice daily for four days. Two 
days after treatment was started there was such a remarkable 
improvement in his condition that he was able to swallow 
capsules and fluids normally and to answer questions, although 
his speech was slurred and indistinct. On the following day 
(June 12) temperature, pulse, and respirations had returned to 
normal (see Chart) and he asked for food and permission to 
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walk round his bed. Chloramphenicol was continued with a 
dosage of three capsules twice daily for a further week, making 
a total dosage of 331 g- He made an uninterrupted recovery 
except for slight hoarseness of voice lasting two days, and when 
seen in August he was feeling very well and had regained his 
usual weight. 



Bacteriological Results. — June 4: — Supplementary report from 
Salmonella Reference Laboratory; Blood culture organism has 
the following antigenic structure: O = IX, XU (Vi); H=d. 
Therefore it is Salmonella typhi. Dr. Felix, Central Enteric 
Laboratory, reported that the culture belonged to an untypable 
Vi strain (degraded). June 8: Faeces positive for Salmonella 
typhi. The patient’s serum gave a positive agglutination with 
this organism to a litre of 1/250. June 14; — ^Blood Widal 
test: Typhosus, H — , 0 paiatypliosiis /4, H -, O 

1 / 500 ; paratyphosus B, H --7'Q„^250. 

TTiree subsequent specimens of faeBSi^ and urine showed no 
pathogens, and he was discharged from*'%owital in excellent 
health on July 7. A subsequent examinatiW of faeces on 
August 1 1 was negative for organisms of the ^eric group. 

W. Lomax, M^bi^D.P.H., 

Isolation Hospital, ISpncaster. 
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Staphylococcal^ Portal Pyaemia 

This condition has a grave prognosis, and before the intro- 
duction of penicillin was nearly always fatal. In the follow- 
ing case a severe infection of’ several weeks’ duration was 
cured by combined penicillin and sulphonamide therapy. 


Case Report 

The patient, a fitter aged 31. was referred to hospital with 
a diagnosis of infective hepatitis. His illness had apparently 
commenced three weeks previously with complete loss of 
appetite followed by, severe upper abdominal pain, constipation, 
and vomiting. A tfew days Ijefore admission he noticed his 
urine was dark ancj his faeces pale. Before this illness the 
patient had been troubled with recurring carbuncles of the 
skin, but had not revived any chemotherapy. The last one 
occurred on the butt^k and had healed two weeks before 
his present symptoms ^gan. He had sers'ed in the Middle 
East during the war ii^d^ave a history of several attacks of 
malaria, but none ol^ dy^ntery. 

On examination hc.t^s p\le and thin. Icterus was obscrA’cd 
in the conjunctivae &ut\notVin the skin. The temperature 
was 100.4’ F. (38° C.k\ epigastric tenderness, but 

no enlargement of theHivef; or spleen, and no ascites. The 
urine showed a trace ofibil^'- 

/ 


The patient s temperature rose the following day to 102* F. 
(38.9° C.), and thereafter exhibited a daily swing from 99 to 
103° F, (37.2-39.4° C.). Blood count showed: haemoglobin 
83% ; white cells 31,800 per c.mm. (polymorphs 91%, lympho- 
cytes 7%, monocytes 2%). The clinical picture was unlike 
that of infective hepatitis, which view was supported by the 
results of liver function tests (thymol turbidity, 1 unit ; thymol 
flocculation, 0 ; alkaline phosphatase (Jenner and Kay) J9.2 
units). His condition deteriorated rapidly. The jaundice be- 
came deeper, and was apparent in the skin as well as the con- 
junctivae ; the liver became tender and enlarged to four finger- 
breadths below the right costal margin. The abdominal pain 
was almost constant and became very severe. The haemo- 
globin fell to 66% and the white cells increased to 41,000 
per c.mm. The patient was now dehydrated, thin, and 
desperately ill. He vomited on several occasions and had 
severe anorexia. 

One week after admission he complained of pain in both 
shoulders, and these joints became swollen, hot, and painful 
to move. The diagnosis of pyaemia with multiple liver abscessu 
and suppurative arthritis of the shoulder joints then became 
apparent, and was confirmed by a blood culture. The organism 
was a penicillin-sensitive Staphylococcus aureus. A few days 
previously a needle biopsy of the liver (performed by Dr. 
H. A. Dewar) showed infiltration of the portal tracts with 
polymorphs. A fluoroscopic examination did not show any 
elevation or restricted movement of the diaphragm. 

Penicillin, one million units daily, was started on the tenth 
day after admission. After three days the evening temperature 
was still 102° F. (38.9° C.). The next day sulphamezathinc was 
added ; the temperature fell rapidly to normal and the patient's 
condition improved dramatically. His appetite returned, the 
jaundice faded, and the liver diminished in size and lost its 
tenderness. He began to put on weight and became lively and 
cheerful. The penicillin was continued for ten days and the 
sulphamezathinc to a total dosage of 40 g. The swelling and 
pain in the left shoulder joint subsided, but the right shoulder 
remained painful and stiff. There was no radiographic bone 
or joint change. The affected joint was treated by immobiliza- 
tion in a sling for three weeks, followed by exercises and 
heat. During this time the patient showed a steady improve- 
ment and the temperature did not rise above normal. He 
was discharged after a month in hospital. 

Six weeks later he was feeling well and was free of symptoms, 
apart from some residual stiffness in the right shoulder. 

Comment 

The diagnosis of pyaemic abscesses of the liver 
assisted in this case by the development of metastatic 
^arthritis in the shoulder joints. Both lesions were complied' 
upns of a systemic pyaemia which appeared to follow a 
cahbuncle. The suddenness of the hepatic enlargement to 
a striking feature, and was similar to that observed by 
Wyndftvam ( 1945 ) in each of his three cases. The appearance 
of jaunm-ce may be taken as an indication of the severity oi 
the infectfi:?n, for it is regarded by several authors (Roth®’ 
berg and Lftnder, 1934 ; Ochsner et al., 1938 ; Smith, IW! 
as a late and Vmfrequent sign of ominous significance occur- 
ring only wheri: the abscesses arc multiple and widespt^^ 
throughout the organ. 

1 wish to c.xprcss nny thanks lo Dr. A. G. Ogilvie for pertnisricc 
to record this case. 

'■Christopher Strang, M.B., M.R-C-P->^ 

Ryaya! Victoria Infirmary, Newcastlc-upon-Tyr- 
I 
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PRACTICE OF OPHTHALMOLOGY 

Modern Practice in Ophthalmology, 1949. Edited by H. B. 

Stallard, M.B.E., F.R.C.S. (Pp. 525; 231 illuslralions ; 

30 coloured plates ; £3 5s.) London : Buttcrwonh. 1949. 

The Modern Practice series is written for the general 
medical practitioner as a guide when he shares with a con- 
sultant the responsibility of the conduct of a case ordinarily 
outside his prorince, or when it falls to his lot to act on his 
own responsibility when the consultant is not available. 
The present volume on ophthalmology is written by 14 
well-known contributors under the general editorship of 
Mr. H. B. Stallard. who has written several sections 
himself. 

A book of this type is difficult to prepare. Obviously 
it cannot be comprehensive, and there are few decisions 
requiring more judgment than the selection of the essentials 
and the discarding of the non-essentials. Ophthalmology 
presents more problems in this respect than any- other 
branch of medicine, for it is peculiarly specialized and the 
effects of disease of the eye may be dramatic and cata- 
strophic. The tendency for most books of this type is 
to be encyclopaedic, treating the diseases of each tissue 
systematically. This is the style of the present volume, and 
without question each section is good and its teaching 
reliable. 

As a rule, however, disease presents itself to the general 
practitioner in a different way. In his experience the 
essential problem is to assess the importance of such 
questions as the significance of a red or a painful eye. The 
answer would be difficult to find from the present book 
unless the reader consulted a multitude of headings and 
studied the differential diagnosis of each. To take another 
example, a common complaint addressed to the general 
practitioner is that of double v'ision. Reference to the index 
leads to a description of diplopia goggles in testing for 
squint. There is, however, an excellent section on ocular 
palsies in the chapter on medical ophthalmology, a separate 
section on paralytic squint written from the standpoint of 
muscular function, while in the chapter dealing with 
cataract uniocular diplopia (the commonest cause of double 
vision in practice) is noted. This tendency is accentmted, 
to take a further example, in the duplication of the discus- 
sion of the vascular retinopathies and of vascular occlu- 
sions. These lesions are extensively described in the 
chapter on medical ophthalmology, and the discussion is 
repeated by a different author in another chapter dealing 
with diseases of the retina. Both sections are well illus- 
trated, but there is no cross-reference to the text or the 
illustrations. The best chapter, from this viewpoint, is that 
on the cornea. The subject is treated non-compartmentally, 
and an account is given of the different types of corneal 
lesion, their main causes, the main symptoms and signs of 
comeal disease, the main features providing aetiological 
clues, what conditions elsewhere may throw light on the 
local lesion, the prognosis, and the general principles of 
treatment. The presentation of the subject-matter in this 
case makes it relatively easy for the practitioner (who is 
ahvays assumed to have forgotten his ophthalmologjO to 
use the book as a useful vade-mecum. 

The book is w'ell produced, and the illustrations are 
lavish and excellent. As is to be expected in a work of this 
type, most of these are not original but are derived from 
periodicals or other books: for. the use of these the 


publishers have been acknowledged but not the authors — an 
omission which, it is hoped, will not become a practice in 
British medical literature. 

Stewart Duke-Elder. 

TEXTBOOK OF HAEMATOLOGY 

Hematology. By Cyrus C. Sturgis, M.D. (Pp. 915 ; illus- 
trated. £3 3s.) Oxford; Blackwell Scientific Publications. 

1949. 

An author intending to write a new' general textbook of 
haematology must face the fact that there is already one 
superlatively good work on the subject — Wintrobe’s Clinical 
Hematology, published in 1942. Yet it is evident that no 
textbook, however good, can dominate the field indefinitely. 
Time by itself favours the new work, because research on 
haematology is active and every year there is much to add 
and a little to take away. Moreover, many different 
approaches are possible, and a new publication may be 
welcome simply because it is written from a new viewpoint. 

The strongest feature in the present book is its historical 
approach, and for this alone it ssill be a valuable work of 
reference. For instance, anyone trying to understand why 
forty years ago anaemic adolescent girls turned green, 
whereas now they simply turn pale, will be comforted to 
read Cabot’s description, written in 1915: “It takes the 
eye of faith to see any justification for the title of the 
disease [chlorosis]. ... If one exercises a great deal 
of imagination, one might possibly see the slightest 
imaginable tint of olive green in the shadow beneath the 
chin, that is all.” 

Perhaps the chief weakness of the book is its lack of 
interest in methods and standards ; indeed, methods are not 
described at all, and in the first paragraph the author is 
content to refer to values obtained in a group of persons 
“ in the vicinity of Ann Arbor.” Nowhere is mentioned 
the problem of obtaining consistency between different 
centres in making haemoglobin estimations, or of the 
innumerable sources of error in haematological methods. 

A book published in 1948 ought not to have to admit 
that “ the separation of acquired . . . hemolytic anemia 
with acholuric jaundice [from the congenital form] . . . 
causes considerable difficulty.” This statement ignores the 
fact that two methods of distinguishing between these con- 
ditions are now known : first, erythrocyte survival tests, and, 
secondly, the direct Coombs test. Further examples of the 
rather patchy treatment of recent work are as follows: 
no mention of the work on the anaemia of infection by 
Wintrobe and his co-workers ; no reference to the iron- 
binding protein or to the Rh “ blocking ” antibody ; no 
mention of the use of urethane in the treatment of 
leukaemia or of the advantage of adding citric acid to 
citrate-glucose mixtures for blood presers’ation. 

In short, this book cannot be regarded as a first-class 
scientific work, but it can be strongly recommended as a 
very readable introduction to haematology which should 
prove useful to anyone who wishes to know more of the 
history of any particular syndrome. 

P. L. Mollison. 

THE TECHNIQUE OF TRANSFUSION 

Blood Transfusion. By Elmer L. De Gowin, M.D., 

Robert C. Hardin, M.D., and John B. Alsever, M.D. 

(Pp. 587 ; 200 diagrams. £2 5s.) Philadelphia and London : 

W. B. Saunders Cfompany. 1949. 

The three authors of this book were all concerned with the 
organization and running of blood banks in the United 
States during the recent world war, and one of them was 
responsible for teaching the facts of blood transfusion in 
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the Army. During these activities they all came to feel the 
need for a book covering the entire field of blood trans- 
fusion, and the present volume is designed to cover this 
deficiency. The volume is large and certainly contains a 
great amount of information about transfusion, but it does 
not form a reaUy comprehensive treatise on the subject. 
The emphasis throughout the volume is on the technical- 
side, and the result is an admirable practical handbook. 
Its chief value will be for the laboratory worker and those 
employed in blood banks ; the clinician will not find in it 
a readable account of the medical and surgical sides of the 
subject. An important feature of the book is what the 
authors call “a series of flow diagrams.” These are 
marginal line drawings illustrating the steps of the various 
technical processes, so that the operator may acquire his 
technique with the least effort of the mind. The diagrams 
have been admirably done by the instructor in art at the 
State University of Iowa. 

In their preface the authors deplore the fact that blood 
transfusion has become a minor specialty, but they believe 
that the necessity for this is genuine. A blood transfusion 
cannot be carried out simply as it used to be, though the 
process can be done largely by technicians. The present 
volume certainly produces the impression that the physicians 
and surgeons can now take back seats in the transfusion 
arena, and that the philosophy of blood transfusion is a 
matter of little importance. 

Geoffrey Keynes. 

RADIOLOGIST AND CLINICIAN 

Confrontations: Radio-Anatomo-CUniques. By De M. 

Chiray, R. A. Gutfnann, and J. S6nfeque. (Pp. 79 ; 150 

figures. 1,000 francs.) Paris; G. Doin, Masson. 1949. 

In this symposium from a number of Paris hospitals some 
forty case histories are presented in such a way as to bring 
together the x-ray appearances, the pathological anatomy, 
and the clinical course. About half of each page is taken 
up with illustrations, and the jr-ray reproductions and patho- 
logical photographs are excellent. The quality of the case 
histories varies, but in most of them the reader feels he is 
given an insight into the way the clinician’s mind worked 
when they were taken. Many phrases have that epigram- 
matic clarity which is typical of French medicine at its 
best, and which is so difficult to imitate in other languages. 
Considerable space is allotted to highly critical commen- 
taries on the X rays. 

As might be expected from the editors’ interests, the 
problems are mainly gastro-enterological. However good 
the radiological and gastroscopical technique, it is often 
impossible to decide whether a distortion of the pyloric 
antrum is due to gastritis or carcinoma, whether a jejunal 
ulcer is present or not, and whether an ulcer is carcino- 
matous. In elderly subjects decisions on correct pro- 
cedure may be fraught with anxiety, and in most cUnics 
unnecessary mistakes probably occur in the borderland 
between clinical and .x-ray responsibility. The moral of 
these studies is that the radiologist who takes a superficial 
clinical history and allows it to influence his diagnosis 
is a menace. Certain .x-ray appearances make operation 
desirable, regardless of the diagnosis suggested by classical 
clinical medicine. On the other hand, the clinician cannot 
shift his responsibility on to the radiologist. It is his duty 
repeatedly to ask himself whether all the symptoms can be 
explained by the x-ray findings or whether an altematix’e 
explanation is essential. The .x-ray department can only be 
as good as the clinicians allow it to be, and without the 
fullest collaboration mistakes and mutual recriminations 
are inevitable. 


MotCAt Jocuxti 


The value of the book lies in the cases it describes 
They are too uncommon to be properly dealt with in a text- 
book, and too common to find a place in ephemeral 
journals. In addition, few textbooks or journals could 
afford the lavish but essential illustrations. 


D. A. Jennings. 


HYPNOSIS 

Medical Hypnosis. By Lewis R. Wolbero MD 

(Volume 1 : pp. 449; S5.50. Volume 2: pp. 513’; S6.ioi 

New York; Grune and Stratton. 1948. 

These handsomely produced volumes provide an account of 
theory and practice in hypnosis which has been largely 
oriented by psycho-analytic teaching. Thus, in his interesting 
chapter on the nature of hypnosis the author rejects one by 
one theories of a neuro-physiological kind ; and though he 
finds points of criticism in the usual psycho-analytic theory 
of hypnosis he finally adopts a theory which is little removed 
from it. Those who are not analysts will be inclined to 
criticize this critique. The psycho-analytic theory places 
great importance on the personal relationship between the 
hypnotist and the subject ; the hypnotist becomes the 
“intrapsychic representative of the parent or superego." 
This would seem to be altogether too narrow a conception. 
The phenomena of hypnosis will be unintelligible until they 
are brought into relation with a very wide class of observa- 
tions on both human and animal behaviour. The hyprrosis 
of animals has been a frequent subject of experiment, and 
certainly cannot be accounted for by explanations involving 
the fabulous superego. Any satisfactory theory would 
have to be applicable to the phenomena of psychic shock, 
hysterical conversion symptoms, normal dissociative pro- 
cesses such as are seen in sleep-walking, the “miracle’’ 
cures of religious conversion, and many others, besides 
hypnosis itself. 

In the author’s view the applications of hypnosis in treat- 
ment are wide and varied, but they should always be a part 
of a consistent scheme of psychotherapy. He discusses the 
usQ of hypnosis for the simple removal of a symptom, as 
a part of non-analytic types of psychotherapy, reassurance, 
and persuasion, and as a technique to aid progress in 
psycho-analysis. Nearly every chapter of the second volume 
is profusely illustrated with recorded conversations between 
doctor and patient which effectively display the author's 
methods. In a final note the use of hypnosis for public 
displays is deplored, and the author demands protective 
laws which would confine the use of hypnosis to the medical 
profession. 

Egot Suter. 


ADVANCES IN TUBERCULOSIS 

Fortschritte der Tnhcrkulose-Forschung iind -Behandlung. 

Edited by H. Birkhaeuser, Vols. 1 and 2. (Pp- 446. 

45.40 Swiss francs.) New York and Basle; S. Kargcr. 

1948. 

In this account of progress in research and treatment m 
tuberculosis abstracts have been compiled of those items oi 
wartime literature. which “seemed to the authors, on the 
basis of their special knowledge, worthy of notice.” Tber^ 
are 19 articles, unequal in value and scope, and on entirelv 
different aspects of tuberculosis. Most of them arc withou 
comment or criticism. , 

The best of these articles are: H. Bloch's account o* 
the morphology, chemical constitution, and pathogeni- 
city of the tubercle bacillus; “Experimental 
logy and Therapy,” by Noe! Rist ; “ (Collapse Therap*. 
by Haeberlin ; and “ Sarcoidosis,” by Loefficr and 
The workers on sarcoidosis concluded that the conditio 
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was marked by well-defined clinical and histological 
characteristics. In their opinion this did not exclude a 
tuberculous aetiology, nor did it favour it. That sarcoidosis 
can be followed by tuberculosis may be due to a special 
predisposition. Uehlinger's case, ’in which sarcoidosis was 
followed by fulminant tuberculous septicaemia, may sup- 
port this, but in the rexiewer's opinion it was a single, 
exceptional case. As a rule, when sarcoidosis is followed 
by tuberculosis the latter is ordinary in appearance and 
course and lesions of both conditions can be found in 
intimate association with each other. The authors reject 
the virus hypothesis. From their suggestion that sarcoidosis 
should be catalogued as a disease of the reticulo-endothelial 
s'stem they seem to expect some compensation for our 
ignorance of its aetiology. „ 

W. Pageu 

MORGAGNI'S yVNDROME 

Morgagni's Syndrome. By Professor F. Henschen, M.D. 

(Pp. 172; illustrated. £1 10s.) Edinburgh and London; 

Oliver and Boyd. 1949. 

The triad of hyperostosis frontalis interna, virilism, and 
obesity was first described by Morgagni in 1761. and in 
1936 Professor Henschen suggested the term “ Morgagni's 
syndrome.” The hyperostosis which he considers the 
essential component of the syndrome is found in over half 
the population past 70, and is a necropsy finding rather 
than a clinical entity, for it is often symptomlcss. The 
syndrome itself is admitted by the author to be “a not very 
strongly pathologically accentuated variant of the endocrine 
slate of the woman after the climacteric.” People vary 
widely in their endocrine equipment, and there is some 
doubt whether Morgagni’s syndrome has yet deserxed to 
be christened. Syndromes are born easily but die xvith 
difficulty, and'the bestowal of an eponym for some reason 
guarantees their longevity. Until doctors are clearer, in 
their minds about xvhat constitutes an abnormality, and 
until they decide hoxv closely abnormalities must be asso- 
ciated to justify their being grouped together as a syndrome, 
there will always be doubts about the usefulness of a label. 
This book says, in effect, that many elderly, fat, hairy ladies 
have thick fronts to their skulls and nobody really knows 
why. 

The volume is xvell produced and illustrated, and the 
thoroughness xvith which this painstaking work has been 
done results in a complete and authoritative survey of a 
very specialized subject. 

Richard Asher. 

The purpose of the series of reviews of which The Annual Reriew 
Lir Microbiology (Editor, C. E. Qifton; pp. 532; £1 ]6s. ; London: 
H. K. Lewis and Co.; 1948) is the second volume is not to survey 
ihe whole field of microbiology but to select about a score of 
important subjects in which significant advances have been made. 
Each topic is the responsibility of an expert contributor, who gives a 
critical summary of recent research. Much of this research is of 
3 fundamental character, and ft is assumed that the reader is familiar 
with earlier worR. These reviews are thus designed primarily for 
those engaged in teaching and sdentific research. The present 
volume contains articles on bacterial and protozoal metabolism and 
groxxah factors, on antibiotics and chemoihcraiteutic agents, and on 
chemical disinfectants. Immunology is represen ed by reviews on the 
nature of antibodies and complement and the inheritance of 
immunity, and systematic microbiology by papers on the pathogenic 
strep. ococci, spirochaetes, and the neuro’.ropic viruses. There are 
also ♦evcral articles on fungi, soil, and water which arc like'y to te 
of interest to industrial and agricultural bacteriologisls. The contri- 
butors have succeeded admirably in producing a concise and readable 
summary of the work of the last few years, without notable omiss.ons. 
The extensive lists of references are particularly valuable. The book 
will be welcomed by teachers and others whose duly it is to keep 
pace with the ever-increasing volume of new knowledge in 
microbiology. 
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FRESH LIGHT ON MALARIA 

So much has been added to knowledge about the para- 
sitology and treatment of malaria during the last decade 
that a total revolution of ideas has taken place. The 
new facts, however, have come in such a fragmentary 
manner, major and minor discoveries jostling each other, 
that at times they have seemed rather to complicate than 
clarify existing problems. In his Croonian Lectures — 
published in this and last week’s Journal — ^Professor 
N. Hamilton Fairley has fitted the new pieces of know- 
ledge together and enabled them to be seen in perspec- 
tive. It seems that Plasmodium vivax and P. malariae 
exist in man in five distinct forms — the sporozoite, the 
pre-erythrocytic form in the liver, the schizont in the 
red blood corpuscle, the exo-erythrocytic form in the 
liver, and the gametocytes in the red cells. P. falciparum 
apparently does not develop the exo-erythrocytic form, 
but is otherwise similar. The sporozoite is merely a 
transitional stage inoculated by the mosquito, and it 
quickly changes into the pre-erythrocytic form, which 
then multiplies in the body. The schizont, which inci- 
dcntaiiy produces the fever, seems td be a rather un- 
necessary phase in the protozoon’s life history, except 
that gametocytes perhaps branch off from it to consti- 
tute the form infective to mosquitoes. The exo- 
erythrocytic stage is not essential for the protozoon’s 
survival, but provides a long-living resistant reservoir 
from which new broods of schizonts arise ; these cause 
clinical relapses and are the source, directly or ludirectly, 
of fresh gametocytes which may ensure the organism’s 
ultimate survival. 

Each of these forms reacts differently to drugs, and it 
is now hardly surprising that the old quest to find a drug 
which would eliminate the schizont and the fever it 
caused had Utile success in so far as the radical extermi- 
nation of the parasite was concerned. Perhaps all forms 
arc susceptible in some degree to the action of the known 
antimalarial drugs. Within the limits of tolerated doses 
quinine, tnepacrinc, and chloiV'quine arc effective against 
schizonts only. In consequence they offer no prospect of 
radical cure of P. vivax infections, which may continue 
in the exo-erythrocytic form untouched by the drug. 
They arc not true causal prophylactics, though when 
properly administered mepacrine and chloroquine may 
destroy the schizont so rapidly that clinical signs are 


suppressed ; in consequence they appear to act as tree 
prophylactics against P. falciparum infections and arc 
good suppressants of the others. Proguanil has a wider 
range, acting on the pre-erythrocytic form of P. falci- 
parum malaria as well as on the schizonts and gameto- 
'cytes of all species. It is therefore a true causal 
prophylactic of P. falciparum malaria and a suppressam 
of P. vivax infections ; it brings about a clinical but not 
a radical cure of P. vivax infections, and renders gameto- 
cytes non-inketive to mosquitoes. The range of tk 
8-amino-quinoIines — pamaquin, pentaquine, and iso- 
pentaquine—is still wider, for they have an observable 
effect on the pre-erythrocytic, schizogony, exo-erythro- 
cytic, and gametocyte stages. This group is therefore 
the only one from which there is a prospect of obtain- 
ing an efficient antimalarial drug for the clinical cure, 
radical cure., and prophylaxis of all forms of malaria. 
Unfortunately the toxicity of these drugs makes them 
useless for the control of schizogony and its clinical 
effects or for prophylaxis, and for other purposes they 
should be administered under strict medical control. 
Efforts in the U.S.A. to discover less toxic members of 
this ^oup have met with some success, for recent reports 
indicate that iso-pentaquine has a maximum tolerated 
dose about four times that of the original pamaquin. 
while weight for weight it is apparently slightly more 
effective. It is, however, still too toxic to be of any use 
as a prophylactic or schizonticide, or to be taken except 
under medical supervision. For the time being, then, 
until some drug is discovered with the range of action 
of the S-amino-quinolines but without their toxicity, a 
variety of drugs must be prescribed, according to the 
purpose of medication and the species of parasite 
concerned. 

Professor Fairley’s account of the life history of the 
parasite is satisfying in that it explains all the known 
facts, and most of it has been objectively proved, but' 
a great field lies open for further work. The pre- 
erythrocytic cycle of F. falciparum malaria is still 
hypothetical ; happenings in the “ premune ” state ate 
obscure ; the relationship between “ premunity " and re- 
action to treatment requires further investigation ; there 
is no effective prophylactic against F. vivax malaria, 
the risk of parasites acquiring tolerance to proguanil 
perhaps other drugs cannot be ignored ; some of the 
available drugs are too toxic for common use ; and the 
variety of drugs needed for the treatment of one disease 
is greater than desirable. In the past work has been 
slow because it has largely depended on human volun- 
teers. often intentionally inoculated, in whom the course 
of events had to be laboriously studied for severa 
months. The recent use of parasites of birds an 
monkeys has greatly eased the preliminary work, but 
this is not entirely satisfactory, becaus e the relations^ 

I Briliih Sfedlcal Jounal, 1949, 2, 222. 
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between avian and human parasites is insufficiently close, 
and the monkey is an expensive and difficult animal for 
large experiments. -More rapid progress could be made 
if the human parasites could be cultured in ordinary 
laboratory animals or if a closely related parasite could 
be found in one of them. The discotery of a new 
Plasmodhtm (P. berghei) in Congo tree rats holds out 
hope that the second of these conditions may be fulfilled. 
It is not yet certain that it will be, because mosquito 
transmission, not mere blood inoculation, must be main- 
tained, and the anopheline vector, probably Anopheles 
diireni, has not been finally confirmed or established by 
culture in Europe or America. If the difficulties in 
using this parasite could be overcome and large stocks 
of the rats infected by mosquito transmission maintained, 
it should be possible to screen drugs in a much more 
realistic manner than before by tracing their immediate 
effects on each form of parasite by post-mortem exami- 
nation. Chemotherapeutic research would thus be 
greatly accelerated, though the need for final confirma- 
tion on man would remain. 

These advances in the treatment of malaria come at a 
time when its prevention is being undertaken on a rapidly 
increasing scale. Total extinction, eliminating the need 
for treatmenL is still beyond the vision of even the most 
enthusiastic. Progress in mosquito control — a subject 
discussed in a recent leading article' — has, however, 
advanced to the stage when many doubt the place of 
mass therapy or drug prophylaxis in the protection of 
the civilian population except during epidemics, believ- 
ing that the funds and administration needed for them 
could more effectively be used in mosquito control. The 
field of treatment is, therefore, becoming narrower in 
comparison with past years, but this is all to the good 
if it means that blunderbuss therapy gives way to the 
practice of scientific medicine. 


TUBERCULOSIS L\ ENGLAND AND SCOTLAND 
The death rate from respiratory tuberculosis in England 
and Wales is now only one-quarter of the rate of one 
hundred years ago. At that time the death rate for 
females was higher than that for males, but because it 
fell more rapidly it is now lower than the male rate. In 
1851-60 the standardized death rate for males was 2,694 
and for females 2,854 per milli on ; in 1921-30 the figures 
were 868 for males and 677 for females. The death 
rate for both sexes continued to decline until 1939, when 
the war interrupted the trend and the rate began to 
increase. The peak was reached in 1941, but after 
remaining at a hi^ level for two years the rate fell, and 
in 1946 and 1947 it was below the pre-war figure. The 
death rate from non-pulmonary tuberculosis has fol- 
lowed a' similar but not parallel trend. The speed of 


decline was slower at first, but since the beginning of 
the century the fall has been faster for non-pulmonary 
than for pulmonary tuberculosis. Again there was a 
rise during the early war years, but since then the rate 
lias declined more rapidly than that for respiratory 
tuberculosis. The comparative mortality index for non- 
pulmonary tuberculosis in 1947 was only three-quarters 
of the 1938 value, while the index for respiratory tuber- 
culosis was slightly over nine-tenths of the 1938 value. 

Judged from the trend of the death rates the present 
position appears to be satisfaetory, and a continued 
fail in mortality might safely be expected. But a doubt 
is cast on this prediction by the notification figures. 
The number of new cases diagnosed rose from 40,742 
in 1938 to 47,186 m 1947. How far this signifies a 
true increase in the incidence of tuberculosis is prob- 
lematical. It may be due, in part at least, to more 
strenuous efforts to diagnose and control the disease ; 
the large decrease in notifications, almost 2,000, recorded 
in 1940 indicates that notification is related to the 
facilities for diagnosis and treatmenL The greater 
number of notifications may also be partly due to mass 
radiography. Many minimal lesions have been found 
that would olhenvise have escaped detection. It is 
impossible at present to estimate in what proportion 
of these cases the infection becomes clinically active 
during observation, but it, should be possible to answer 
this question during the next few years. The higher 
number of notifications probably does not signify an 
actual increase in incidence. But there has been no 
falling off of the number of deaths from tuberculosis 
of persons not notified before death. In fact there has 
been in recent years a slight increase ; the numbers not 
notified before death were 3,468, 3,603, 3,580, and 3,682 
for the four years 1944-7. In 1947 13% of the per- 
sons dying from respiratory tuberculosis were not noti- 
fied’ during life ; in 1938 the figure was 9%. 

The proportion of tuberculous patients being treated 
in institutions in 1947 was 2% more than in 1946 ; but 
the demand for hospital beds had not been met, and 
the delay in admission had increased. In the first 
quarter of 1947 there were 32,586 beds provided, 
of which 4,618 were temporarily not in use — mainly 
because of lack of staff. The situation improved during 
the year, and in the last quarter the percentage of beds 
available but out of use dropped from 14.2 to 11.5. 
This was, however, offset by the rapid increase in the 
numbers on the waiting-list In the first quarter of 
1947 6,882 persons were awaiting institutional treat- 
ment and by the last quarter the number had gone 
up to 8,269. Adequate staffing of all available beds 
would reduce the number on the waiting-list by almost 
one-half. The rise in the numbers awaiting admission 
may be due partly to the fact that modem treatment 
necessitates a longer stay in hospital, partly to a real 
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increase in incidence, or partly because patients are 
placed on the waiting-list in an earlier stage of the 
disease, with the result that there is a smaller loss 
through deaths before admission. Whatever the cause, 
or combination of causes, there are not enough beds. 

In Scotland the trend of tlie death rate from tuber- 
culosis has been similar to that of England and Wales, 
though the figures have been consistently higher. The 
rate did not start to decline so early in Scotland, but 
from 1866 it fell until 1939, when a rise occurred. Con- 
trary to the post-war experience of England and Wales 
the tuberculosis death rate in Scotland failed to decline, 
the death rate from respiratory tuberculosis being 64 
per 100,000 in 1946, 66 in 1947, and 66 in 1948 — ^a 
reversion to the level of 20 years earlier. A few weeks 
ago in this Journal Mr. Walter Elliot"^ described the 
failure of the rate in Scotland to follow the same trend 
as the English rate as “ a fascinating problem of public 
health to which no solution has yet been found.” In 
a letter published in last week’s Journal (p. 869) Dr. Ian 
Sutherland, of the Institute of Social Medicine at 
Oxford, compared the mortality from the disease in 
England and Wales and in Scotland by sex and age : 
in his opinion the statistical evidence indicates that 
“ the mortality from pulmonary tuberculosis among 
young adults in Scotland compares very unfavourably 
with that in England and Wales, and is relatively much 
worse now than it was early in the war,” and also 
that “the increase which has occurred since the war 
in the death rate from the disease among Scottish 
women aged 15 to 34 is a matter meriting the ‘fullest 
in\'estigation.” 

Notitications of respiratory tuberculosis in Scotland 
were diminishing in the pre-war years, but recently 
they ha\c risen steadily each year, from 4,637 in 1939 
to 8.010 in 1948, and are now at the same level as in 
1921. The rale of increase exceeds that recorded in 
England and Wales. Despite the rapid rise in the 
^number of notifications a large proportion of tuber- 
culous persons escape notification during life ; 530 
(L‘'''o) of the 3,472 persons who died from respiratory 
tuberculosis in 1947 were notified only at or after 
death. 

It is even more diflicult to obtain a vacancy in a 
sanatorium in Scotland than it is in England. The 
number of available beds rose from 4,263 at the end 
of 1946 to 4.707 at the end of 1947, while those empty 
through lack of staff decreased from 742 to 572, but 
the waiting-list increased from 1,889 to 2,572 during 
tlrese years — if there had been enough staff this would 
have been reduced by one-fifth. The number of staffed 
institutional beds available for the treatment of respira- 
tory tuberculosis in Scotland is only about two-thirds 
of the estimated minimum requirement. While Scot- 

1 Briiish Medical Journal^ 1949, 2. 297. 

2 Ibia.. 1949. 2, 806. 


land has its special difficulties it is plain that the control 
of tuberculosis presents fundamentally the same prob- 
lems in England, Wales, and Scotland. As Sir Andrew 
Davidson, Chief Medical Officer of the Department of 
Health for Scotland, recently remarked," “ The present 
need is for full and adequate co-operation between the 
health officers and the hospital services.” New methods 
of prevention and treatment are being rapidly developed, 
and it is essential that all doctors engaged in the task 
of eradicating tuberculosis should work closely together 
so that useful knowledge is disseminated with the 
shortest delay. 


CHEMOTHERAPEUTIC TREATMENT OF 
TYPHOID 

The chemotherapeutic treatment of typhoid may be said 
to have begun in 1887 with the observations of Chamber- 
land* that the vapours of certain essential oils— sweet 
marjoram, camphor, sandalwood, and cloves— had an 
inhibitory action on the growth of typhoid bacilli.- The 
earlier sulphonamides appeared to give some protection 
to mice against multiple lethal doses of S. typin and 
S. paratyphi B,~ but Britton® was unable to detect any 
bacteriostatic or bactericidal action in vitro on the 
growth of these organisms by sulphanilamide or allied 
drugs, and in human infections results were contra- 
dictory. With the discovery of the action of sulpha- 
guanidine and sulphasuxidine on the organisms of 
bacillary dysentery hopes were raised that a cure for 
typhoid also might be in sight, but though abdominal 
discomfort was sometimes reduced the fever and general 
course of the infection were uninfluenced. With penicil- 
lin the same story was repeated: occasionally good 
results were obtained, but more often they were similar 
to those reported by Riser and his colleagues,* who 
found that in one chronic typhoid carrier bacteriological 
tests became negative after a total dose of 2,200,000 
units, and in a second they became negative after 
2,650,000 units but relapsed one week after the drug 
had been stopped. Streptomycin in vitro appears to 
inhibit the growth of S. typhi in concentrations of front 
1 to 16 units per ml., but in man the results are un- 
impressive. Of 11 patients with S. typhi or S. para- 
typhi A infections, including three carriers, treated by 
Pulaski and Amspacher,® nine recovered and only two 
died, but in the six cases where S. typhi was the causa- 
tive organism there was no real evidence that strepto- 
mycin had shortened the course of the infection. It was 
concluded that parenteral streptomycin alone was use- 
less, but that possibly combined oral and systemic 
penicillin might be of value. 

Very much more encouraging results have been 
obtained with chloramphenicol (“ Chloromycetin 
which was first used in Malaya by Woodward and his 
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colleagues' almost as a by-product of their investiga- 
tions on scrub t>phus. We have already drawn atten- 
tion to these studies': 10 patients were successfully 
treated, though two relapsed after afebrile periods of 
10 and 16 days and one had a haemorrhage. The aver- 
age total dose was 19.1 g. per patient, given over an 
average period of 8.1 days. Both the patients who 
relapsed were cured by further chloramphenicol. These 
preliminary results have been amply confirmed. Murga- 
troyd' reported one dramatic recovery in this Journal: 
a total dosage of 22.75 g. was given. Bradley* gave 
preliminaiy findings relating to the use of the drug during 
an epidemic in Berkshire in which an attempt was made 
to obtain an unbiased result by treating alternate cases : 
the change in the constitutional symptoms was remark- 
able, though three of nine patients relapsed. Among all 
diosc treated with chloramphenicol in this outbreak four 
only relapsed, and these responded to further doses of 
the antibiotic. Douglas'" treated two cases, in one of 
which administration of chloramphenicol was begun on 
the third day of illness. The dose was 4 g. in the first 
hour, 0.25 g. two-faourly until the patients were afebrile, 
and then 0.25 g. four-hourly until a total of 20 g. had 
been given. Four days after beginning treatment the 
temperatures were normal, but though blood cultures 
on the second, third, and fourth days were negative 
5. typhi was present in the stools until the sixth day. 
There were no relapses. In this issue of the Journal 
Dr. W. Lomax describes the successful treatment of a 
severe infection which the patient contracted in Egypt 
and which developed on the voyage to England. From 
the U.S.A. Foster and Condon" record complete remis- 
sion of the temperature in 96 hours in a patient who had 
shotvn no change after streptomycin therapy for four 
days. In Syria Kiledjian'" successfully treated three 
patients infected with S. typhi and one with S. para- 
typhi B, and from Transjordan Tutunji'* reported good 
results in two ^Is with S. typhi infections. No relapses 
w'ere recorded. Shah'' and Vakil'* in India describe 
the use of chloramphenicol in series of 33 and 14 cases, 
though since blood cultures were not always performed 
It is uncertain how' many of these patients were actually 
suffering from typhoid. Elsewhere in this issue Drs. 
J. C. Patel, D. D. Banker, and C. J. Modi, of Bombay, 
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describe a series of six cases in which the blood cul- 
tures were all positive. As noted by other workers, the 
constitutional symptoms improved before the fall in 
temperature, which occurred very frequently in two 
stages — an initial reduction being followed by a rise 
and then by a Slower subsidence. One of the sLx cases 
relapsed. In Egypt El Ramli" found that of 17 patients 
treated with chloramphenicol nine relapsed, whereas 
among 122 previous cases treated with other drugs 
only 16 had relapsed. In a series of 45 cases treated 
in Port Said and as yet unpublished there were only 
two relapses. The largest series of cases so far recorded 
is that by Musotto,” who describes a water-borne out- 
break of typhoid at Pozzallo, near Ragusa, in which 
some 500 cases occurred. Unfortunately in his pre- 
liminary account be gives no precise figures, but all 
severe cases were treated with chloramphenicol and 
e.xcellcnt results were obtained. The initial dose was 
50 to 60 mg. per kg. of body weight in the first hour, 
capsules being given every 10 minutes, followed by a 
maintenance dose of 0.25 g. in adults and 0.12 g. in 
children every two to three hours. When the tempera- 
ture had fallen to normal the same maintenance dose 
was continued four-hourly for at least fise days. With 
this regime there were few relapses, and these promptly 
responded to further chloramphenicol. One patient who 
had an intestinal perforation recovered. 

Comparatively few cases of paratjTitoi<i infection 
have so far been treated. In Musotto’s series there 
were a number of paratyphoid A infections which 
apparently responded satisfactorily. Montuschi'* treated 
one case of paratyphoid B which reacted somewhat 
slowly: the temperature did not fall till the fourth day 
of treatment after 0.5 g. had been given three-hourly 
for 24 hours. Christie*’ briefly refers to eight cases of 
paratyphoid of unspecified type. One child died after 
six days’ treatment with chloramphenicol ; in most of 
the seven other cases the temperature became normal 
after four to five daj’s, though one patient was afebrile 
in 48 hours. This result is no better than that in children 
treated on conservative lines, though it is mentioned that 
in another series of 10 children to whom no antibiotic 
was given pyrexia persisted for from nine to 15 days. 
It is thus possible that paratyphoid infections react less 
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readily to chloramphenicol than does typhoid. Further 
investigations are obviously necessary. 

From published reports it appears that chlorampheni- 
col does not readily induce drug-fastness, a point greatly 
in its favour. It is very nearly free from toxic effects, 
though MuSotto and Patel and his colleagues refer to 
eczematous skin rashes. Ramli mentions anorexia, 
stomatitis, glossitis, mental apathy, and skin rashes. 
The most frequent complaint is of slight nausea, but 
it should be emphasized that reactions are both rare 
and mild. The greatest drawback to chloramphenicol 
is that in the doses used it is often bacteriostatic rather 
than bactericidal. This is borne out by Rumball and 
Moore,"“ who gave a chronic typhoid carrier,' a boy 
9 years of age, 10.5 g. in seven days without any effect 
on the presence of S. typlii in the stools : a further course 
of 5.25 g. in seven days caused the stools to become 
negative, but two days after treatment had ceased the 
organisms were again being excreted. 

Since chloramphenicol in the doses so far used can- 
not be guaranteed to destroy all typhoid organisms in 
the body, three further methods of treatment have been 
explored. Other recently discovered antibiotics have 
been tested : aureomycin was given by Musotto to six 
patients, but the diarrhoea and vomiting were such that 
it had to be stopped. In India, Patel and his colleagues®* 
also found aureomycin of no value. Polymyxin has 
been tried in five cases and found to be useless.*® 
The administration of chloramphenicol for a longer 
period has been recommended. Smadel and his 
colleagues,®- who incidentally find that synthetic chlor- 
amphenicol is quite as effective as the natural form, now 
recommend that the antibiotic should be given for not 
less than nine and not more than 14 days. Thus of 13 
patients treated for eight days or less (average 6.9 days) 
seven relapsed ; of 19 patients treated for nine to 14 days 
(average 11.2) none relapsed ; and of 12 patients treated 
for 14 to 23 days (average 18) none relapsed. The total 
lose of chloramphenicol in the three groups averaged 
13.5, 13.7, and 20.8 g. respectively. The dosage now 
recommended is 4 g. (16 capsules) in the first hour, 
followed by 1.5 g. (sLx capsules) twice daily till the 
patient becomes afebrile ; then 0.75 g. (three capsules) 
twice daily for one week. The administration of the 
drug twice daily is less disconcerting for the patient and 
makes for easier nursing. 

The third method which is being investigated is 
that of combined therapy. A synergistic action 
between penicillin and sulphonamides on S. typhi in 
mice was reported by Bigger®® and has been confirmed 
by Knapp-' and by El Borolossy and Buttle.®® Advan- 
tage has been taken of this phenomenon in the treatment 
of typhoid in man by McSweeney,®® but while some 
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observers have obtained good results®' ®’ others 
have entirely failed to demonstrate any synergistic 
effects.*® ®® ®* ®® The explanation for this divergence is 
that various strains of typhoid bacilli vary greatly in 
their sensitivity to penicillin. A similar synergistic action 
was found in mice by El Borolossy and Buttle with 
sulphadiazine and chloramphenicol. In human cases a 
combination of sulphathiazole and chloramphenicol 
might possibly be preferable to sulphadiazine and chlor- 
amphenicol, though it should be noted .that Schweinburg 
and Yetwin®’ found in vitro that sulphamezathine is 
more bactericidal and bacteriostatic than sulphadiazine 
against S. typhi. There is thus a possibility that syner- 
gistic treatment of human typhoid infections with chlor- 
amphenicol and a sulphonamide may overcome the 
tendency to relapse characteristic of insufficient dosage 
with chloramphenicol by producing a rapid bactericidal 
effect. 


THE ARTIFICIAL KIDNEY - 

In spite of much effort and ingenuity it is fair to say that 
the artificial kidney is stiff only an ideal and not an accom- 
plished fact. In the opening pages of this issue Drs. Gordon 
Murray and E. Delorme and Mr. N. Thomas describe one 
form of “ artificial kidney ” ; similar devices have been 
used by Kolff* and Alwaff.® In all of them heparinized 
blood is led through a long cellophane tube immersed in 
a bath of fluid in which salts of sodium, potassium, calcium, 
and magnesium have been dissolved to simulate the elec- 
trolyte pattern of normal plasma. The cellophane mem- 
brane allows the passage of urea, electrolytes, and wafer, 
but not of protein or of red cells ; as the blood flows along 
urea diffuses out into the bath fluid, while electrolytes 
diffuse outwards or inwards depending on whether their 
.concentration in the actual plasma is greater or less than 
that in the “ideal plasma ultrafiltrate” of the bath fluid. 
In this way the blood leaves the apparatus having lost 
some of its diffusible non-protein nitrogen and having had 
its electrolyte composition restored to a somewhat arbitrarv' 
“ normality.” 

The principle is simple enough, but its translation into 
practice brings difficulties to the doctor and real hazards 
to the patient. If the cellophane tube is made long enough 
to allow the dialysing process to be anything like comp!el£> 
then the arterial blood pressure becomes an inadequate 
driving force and some sort of pump has to be introduced 
into the apparatus. Kolff uses a helical pump, having found 
a satisfactory way of joining the stationary tube in a vein 
to the tube wound round a rotating drum. Murray and 
his colleagues incorporate a syringe pump with rubber inlet 
and outlet valves, and claim that the use of large amounts 
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of Jicp.Trin will prevent clotting on the valve flaps. Again, 
if the tube is long its internal volume may be appreciable 
in relation to the volume of blood which can be safely 
withdrawn, however temporarily, from the patient. The 
.authors overcome this difficulty by “ priming ” their .appara- 
tus with suitable blood. Besides such difficulties, which are 
inherent in the apparatus, there are the further dangers 
of haemorrhage in a patient whose blood has to be 
ntade incoagulable by heparin throughout the period of 
dialysis. Also the anuric patient cannot protect himself 
against dehydration or water overload, and these may' 
easily arise if the composition of the bath fluid is 
unsuitable. 

The dangers of the artificial kidney are admitted by its 
makers and users, but they argue that acute renal failure is 
so serious a condition that desperate measures may be justi- 
fied. This contention is based on the assumption that acute 
renal failure carries a very grave prognosis, and figures can 
be found which support this view. Several critical surveys 
have lately appeared, however, which show that the high 
mortality of anuria is. largely attributable to faulty treat- 
ment, and that conseiwative treatment gives good results 
provided that excessive amounts of fluid are not given. 
Muirhead and his colleagues’ found that renal function 
recovered spontaneously in most patients with anuria “ pro- 
vided they are not overloaded with salt and water in the 
vain attempt to stimulate urine production.” Similar results 
were reported by Stock,* who found that the mortality in 
22 patients with anuria was only 50% and that in the 
majority of the 11 fatal cases fluid overload was a more 
important feature' than nitrogen or other retention. Even 
more convincing is the e.xperience of Bull and his col- 
leagues’ at the London Postgraduate School, who have 
ads’isedly given up the use of the artificial kidney in favour 
of a high-calorie low-protein diet and a controlled fluid 
intake of a litre per day. They have had good results with 
this regime, and it can be safely’ carried out by those who 
lack the technical knowledge and fortitude to maintain a 
patient on the artificial kidney. 

It seems clear that until artificial kidneys become safer 
they have no place in the treatment of acute renal failure. 
To say this is not to suggest that the work done in this field 
has been wasted or that it should not continue. Already the 
excretory functions of the kidney can be artificially per- 
formed for a short time, not only by the various forms of 
artificial kidney but also by such expedients as peritoneal 
irrigation’ or intestinal intubation.’ All these methods 
require the use of large volumes of irrigating fluid, since 
the excreting surfaces have no power to concentrate metabo- 
lites ; they can therefore be used only in special clinics, 
where a close watch can be kept on the electroly'te com- 
position of the plasma. So far no artificial method has 
been found for performing' the homeostatic, as opposed 
to the excretory, functions of the kidney. This is a serious 
matter, for while it is logical to suppose that continued 
failure of renal excretion would cause death, the observed 
facts indicate that in acute anuria immediate danger arises 
from the patient’s lack of any effective defence against 
overloading with water and salt. Bull and his colleagues’ 
believe that water intorication is a real risk in such patients. 
When patients with anuria have already been maltreated 


by large infusions, a policy of deliberate and controlled 
dehydration may be indicated, and intestinal perfusion with 
5% lactose, as used by Brun in Copenhagen, may be a 
suitable way of doing this. 


ASTHMA 


Reports on the value of antihistamine drugs in asthma 
have, on the whole, been disappointing.’"’ Their failure, 
however, is only relative in comparison with the great 
relief of symptoms which these drugs give in some cases 
of acute urticaria and hay-fever, in the treatment of which 
they have a permanent place. Most observers claim that 
in the symptomatic treatment of asthma the antihistamine 
drugs can be of value,’-’ Elsewhere in this issue Dr. H. 
Herxheimer substantiates these claims and gives particulars 
of the partial relief of artificially induced and naturally 
occurring attacks of asthma afforded by various anti- 
histamine drugs. In the routine treatment of asthma they 
arc especially useful in preventing nocturnal attacks, and 
in this respect they seem to be superior to ephedrine or 
adrenaline analogues both because of their sedative side- 
effect and because some at least continue to exert their 
action for a much longer period of time. Even so, their 
value in asthma is limited. In some of Herxheimer’s cases 
the antihistamine drugs were quite ineffective, severe attacks 
of asthma not being controlled even after large doses. 
Moreover, though the vital capacity was often notably 
increased, in no case was it restored to the maximal, and 
therefore presumably normal, figure for the patient It 
may be that with newer, more potent preparations, less 
apt to cause unpleasant side-effects, better results will be 
obtained. At the moment the place of antihistamine drugs 
in the treatment of asthma must remain sub judice. 

Some observers bar'e pointed out that these drugs are 
valueless in the presence of bronchial infection or nasal 
abnormality.’ ’ It is indeed not surprising that the response 
to treatment varies considerably. On the evidence available 
few would maintain that asthma is invariably caused by 
the action of histamine on the bronchioles, or even agree 
with Drs. E. O. and G. E. O. Williams, whose paper on 
the natural history of asthma appears in this issue at 
page 897, that it is always due to bronchiolar spasm: 
oedema of the submucosa probably plays an almost equally 
important part These authors emphasize the variation in 
aetiological and aggravating factors in asthma, the absence 
of any clear-cut relationship between them, and, by imph- 
cation, the present ignorance of the essential pathogenesis. 
Most of the factors commonly regarded as of aetiological 
importance act merely as 'detonators which explode the 
hidden charge, thus converting the latent into the overt 
asthmatic. 

Wfilliams and WilUams bring eridence to show that 
the onset of asthma and of subsequent attacks is in some 
cases definitely related to the disturbances associated with 
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pregnancy and menstruation. Such observations are of 
course not new, but evidence is accumulating that sensitiza- 
tion to endocrine products may cause asthma.' ® If this 
is ’SO, and more information must be collected before such 
a view can be accepted, the whole field of autosensitization 
as a cause of asthma must be re-explored. In summing-up 
the evidence, it must be remembered that pregnancy often 
exerts a beneficial effect in chronic asthma, and that psycho- 
' logical disturbances which may be of aetiological impor- 
tance occur commonly during pregnancy and menstruation. 
Another significant observation is that eleven out of sixty- 
four patients followed up for a period of from 7 .to 12 
years had died, six as a result of their asthma. Flensborg 
recorded a mortality of 5% in a group of children seen 
between 1926 and 1939.® Asthma not only .^crippIes, it 
can also be a killing disease. 


INSULIN REQUIREMENTS 

Newspaper reports of scientific work are seldom sufficiently 
detailed or accurate to make it possible to express any 
opinion on the merits or conclusions of the work described. 
In the New York Times^ there recently appeared an article 
by William L. Laurence in which are summarized studies 
carried out on 4,000 diabetic patients, over a period of 14 
years by a group of chemists and physicians of the Jewish 
Hospital of St. Louis, headed by Dr. Michael Somogyi. 
These workers are said to have come to the remarkable 
conclusion that provided proper attention is paid in treat- 
ment to dietary control 99% of adult diabetics do not 
require insulin. The essence of such control appears to be 
the reduction of weight to the ideal level and the dietary 
restriction of fats — protein and carbohydrate apparenffy 
being allowed in liberal amounts. The scientific arguments, 
as reported, need not be considered at tliis stage, and in the 
absence of detailed case reports no conclusions can be 
drawn about the validity of the remarkable claim made 
by Dr. Somogyi and his co-workers. The statement that 
less than 1 % of adult diabetics require insulin is, however, 
so contrary to the experience of workers throughout the 
world, including the U.S.A., that it should not be accepted 
without very careful study of the evidence on which it is 
based. Until such evidence is available both diabetics and 
those who treat them will be wise to adhere to the gener- 
ally accepted principles of treatment which are based 
on considerably more than 14 years of intensive study 
and research on many thousands of cases of.,diabefes. If, 
Dr. Somogyi and his colleagues have only discovered that 
there is a large group of obese.diabetics in whom a reduc- 
tion in weight is the most effective form of treatment and 
in whom insulin is not only unnecessary but usually contra- 
indicated, then nothing new has been added to our know- 
ledge of the treatment of diabetes. If, on the other hand, 
as the article in the New York Times suggests, the conclu- 
' sions apply also to the young adult with severe diabetes, 
the whole conception of insulin therapy in diabetes will 
have to be readjusted and the importance of Banting and 
Best’s great discovery reassessed ; it is unlikely that time 
will prove this to be necessary. 


WMA 

An account of the proceedings of the General Assembly 
of the World Medical Association is published in this week’s 
Supplement. From this it will be seen that the interest 
of this new body extends over a wide field of medicine- 
medical ethics, international medical congresses, hospitals, 
pharmacopoeias, postgraduate education, and social security. 
Perhaps the most interesting debate was on the last item 
based on the report of a committee of which Dr. Charles 
Hill was chairman. This report presented a factual sum- 
mary of the conditions now existing in 24 countries. 
Dr. H. Guy Dain summarized for the foreign visitors what 
he called the teething troubles of the National Health 
Service. Our colleagues from other countries were 
restrained in their criticism of the system adopted in 
Britain, but those who spoke did not consider that the 
British N.H.S. was the final solution to the problem of 
providing medical care. Dr. Paul Cibrie, for example, 
considered that the capitation method of paying the doctor 
put him at the mercy of his patient. Dr. W. Magner said 
that while the Canadian Medical Association approved the 
principle of contributory health insurance it would oppose 
any Act modelled on the British Act. For the U.S.A. Dr. W. 
Cline told how in his country the medical profession were 
developing and enlarging the voluntary insurance system, 
and considered that the care of the indigent was the respon- 
sibility of the local community. Dr. S. C. Sen gave some 
idea of the tremendous problems facing India when he 
observed that for a population of 350 million there were 
at present only about 50,000 qualified doctors. 

The position of the general practitioner in medicine is 
evidently causing concern abroad as well as at home. The 
view was expressed that in these days there was a tendency 
to look down upon the general practitioner, and Dr. Dag 
Knutson observed that if the general practitioner accepted 
an economically lower status than the specialist he would 
continue to be looked down upon. There was some dis- 
cussion on a proposition in one of the committee reports 
about the work of general practitioners in hospitals, and 
the Assembly approved of the suggestion that general prac- 
titioners should be integrated’ into the Hospital Service 
Dr. Fishbein pointed out that the tendency of medical 
progress was to give the general practitioner the opportunity 
of treating cases that formerly went to the specialist. The 
development of medical services is closely linked with the 
work and status of the general practitioner, and it seerpt! 
likely that these two problems will come to the fore in Ih.s 
discussions held by the WMA during the coming year, k 


It has been announced in Oslo that the Nobel Peace 
Prize for 1949 has been awarded to Lord Boyd-Orr, M.D.. 
F.R.S., Chancellor of Glasgow University, and formerly 
Director-General of the Uniteci Nations Food and Agh- 
culture Organization. Sir John Boyd-Orr, as he then'was, 
was created a Baron at the beginning of this year. 1" 
Stockholm last month he was re-elected President of the 
World Movement for a World Federal Government. Th*^ 
Nobel Peace Prize is said to amount to £7,815 at the prescni 
rate of exchange. 


1 New York Tuncs^ September 19, i949. 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 

THE ACUTE EAR 

BY 

W. MOLLISON, F.R.C.S. 

Consulting Surgeon, Ear and Throat Department, Guy's Hospital 


The cardinal sjTnptoms of ear disease are earache, deafness, 
vertigo, and tinnitus. Any of these symptoms, if of acute 
onset or if severe, might be called an “ acute ear.” This 
article will deal only with acutely painful affections of the 
e.Nterna! and middle ear. The pain is, in the majority of 
cases, inflammator}’, but in a small. minority no local lesion 
IS to be found in the meatus or tjTnpanic membrane. 

To decide whether the site of pain lies in the e.xternal or 
middle ear it is essential to examine the ear carefully. The 
electric auriscope affords the easiest view, especially if the 
patient is a child or is in bed. The skin of the meatus is 
normally pale pink, and the presence of the speculum should 
cause no discomfort. The tjmpanic membrane can be seen 
at a distance of about one inch (2.5 cm.) from the concha. 
Since the ceruminous glands and hair follicles occupy only 
the outer two-thirds of the meatus, infections — e.g., boils — 
occur only in this area. 


narrow speculum insinuated between the boils will restore 
hearing to normal. 

Treatment of Furunculosis 

The meatus, including that part deep to the boil, must be 
kept clean and dry. Every otologist has favourite drugs 
for this purpose, either in the form of drops or for applica- 
tion on gauze wicks. Well-tried prescriptions are; 

Glycerin of phenol and glycerin, equal parts. 

Saturated solution of magnesium sulphate, with or 
without glycerin. 

Ichthyol in glycerin (10%). 

Gentian violet in spirit (2%). 

Silver nitrate (10%). 

Aluminium acetate (8%). 

Penicillin drops should not be used. 

Incision should only be employed when a furuncle shows 
pus at its apex, though rupture of the boil may be hastened 
by the application of a minute drop of pure carbolic acid. 
The application of warmth is comforting, and an elec- 
trically heated pad is satisfactory for the purpose. 

Although a course of sulphonamide may effect a dramatic 
cure, the'fact that so many different drugs have been advo- 
cated is an index of the unsatisfactory results of treatment 
of this most painful affection. 

Acute Infections of the Middle Ear 

Any acute infection of the upper respiratory tract 
involves the nasopharynx and may spread to the Eustachian 
tube and so to the middle ear. 

Anatomy . — The middle-ear 
tract extends from the naso- 
pharyngeal end of the Eus- 
tachian tube, through the tym- 
panum or middle ear, and 
thence through the aditus to 
the mastoid antrum to the air 
cells in the mastoid process. 
The tract may be conveniently 
divided into three parts: (1) 
The Eustachian tube, (2) the 
middle ear or tympanic 
cavity, and (3) the mastoid 
antrum and mastoid cells (see 
Figure). Inflammation may 
be mainly confined to part 1, 
or to parts 1 and 2, causing 
acute otitis media. Inflam- 
mation can spread from here 
through the aditus to the 
mastoid antrum. It is probable that some inflammation 
develops in the antrum in most cases of acute otitis media, 
and in suppurative cases the mastoid cells become involved 
to produce acute mastoiditis. In the case of severe haemo- 
lytic streptococcal or pneumococcal infections the whole 
tract may be rapidly involved. 


Acute Infections of the External Ear 

The Pinna. — The pinna is subject to the same infections 
as other parts of the skin and does not come within the 
compass of this article. 

The External Auditory Meatus. — Furunculosis, or boils 
in the glands or hair follicles of the outer two-thirds of the 
meatus, is an extremely painful condition. At an early 
stage the boil may be too small to produce any swelling and 
can be diagnosed only by the presence of an area of red 
skin and the discovery of a tender spot by a probe. . Later, 
an ob'ious tender swelling or swellings simplify the 
diagnosis. 

The l>Tnphatics of the 
meatus drain to glands (1) 
in front of the tragus, (2) be- 
hind on the surface of the 
mastoid process, and (3) be- 
low the tip of the process. 

Tenderness in any of these 
positions is an aid to diag- 
nosis. Lvanphangitis may 
occur as a complication. 

The swelling to which it 
gires rise is over the mastoid 
process and is often sufficient 
to push the pinna forward 
and downwards. It pits on 
pressure and may raise a 
suspicion of acute mastoiditis 
with subperiosteal abscess. 

The tj'ps of tenderness differ- 
entiates between the swellings 

— that of lymphangitis is superficial, and if pressure is 
maintained the bone can be reached without causing any 
increase in pa'in ; in the case of mastoiditis, on the other 
hand, the harder the pressure the worse the pain. 

No loss of hearing occurs in furunculosis unless the boils 
are e.xtensive enough to block the meatus ; even then a 



1. Opening of tube into tympanum. 2. Aditus — opening from 
attic into the antrum. 3. Plate of bone forming the roof of attic 
in front and of the antrum behind ; it is also the floor of the middle 
cranial fossa. 4. Dura mater. 
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desired to maintain a column of heparin unmixed with blood 
in the tubing and attachment. 

Serial estimation of clotting time has shown that the poly- 
thene does not impair the anticoagulant effect of heparin. The 
apparatus has been used mainly for the initial administration 
of heparin to patients suffering from intravascular thrombosis 
for the period of two to four days before dicoumarol, simul- 
taneously administered, has exerted its effect. It has also been 
employed effectively for much longer periods in patients in 
whom there existed a specific contraindication to dicoumarol 
therapy. 

It is essential that the strictest sterile precautions are observed 
in the preparation and setting up of the apparatus. The tubing 

is most conveniently 
inserted at the ante- 
cubital fossa, where 
veins are most easily 
found (see Fig. 2). 
The patient is still 
able to flex the elbow 
and retains reasonable 
use of the arm. It 
is felt that the appa- 
ratus has consider- 
able advantages over 
an indwelling intra- 
venous needle, such 
as that described by 
Olovson (Lnnce/, 1948, 
2, 495), in that it is 
more comfortable for 
the patient, allows free movement of the limb, and is not 
liable to require changing, since the polythene stimulates no 
foreign-body reaction. Furthermore, the special attachment is 
more easily cleaned and sterilized than the cumbersome' 
indwelling needles that have been described. If polythene is 
not available the attachment can, of course, be inserted into 
any Record-fitting intravenous needle to serve as a simple 
indwelling apparatus. 

I wish to record my gratitude to Dr. A. Fergus Hewat, 
physician. Royal Infirmary, Edinburgh, for his kindness in 
permitting me to study the cases under his caref 


Reports of Societies 


PROGRESS IN OPHTHALMOLOGY 

In his presidential address to the Section of Ophthalmology of 
the Royal Society of Medicine on' October 13 Mr. Montague 
Hinb said that this was a suitable occasion on which to stress 
the continued progress of ophthalmology. A similar review 
in a presidential address to the Section was given in 1926 by 
Mr. Ernest Clarke, who carried his story back to 1881 when 
he started ophthalmological practice. Mr. Hine took up the 
story from the point where Mr. Clarke left off. During these 
last 23 years, he said, treatment in many directions had 
improved, new operations had appeared or old ones had been 
perfected, and recently discovered remedies were being used with 
remarkable results. In addition much work had been done 
on the pathology and biochemistry of the eye, the full harvest 
of which had not yet been reaped. 

The most spectacular advance in surgical treatment had been 
for detachment of the retina. The first Gonin type of opera- 
tion at Moorfields was carried out in 1930. During the next 
year or two the means of obtaining a less localized reaction 
in the choroid and retina was sought for, and after some trial 
and error very weak diathermic currents were found to be 
most suitable, and these replaced the cautery in 1933. Since 
that time it could fairly be said that among unselected cases 
Some 50% had been successfully treated, though a considerably 
higher figure — up to 75% — could be obtained if the material 
was of better quality and the operator more experienced. This 
was a very different story from the pre-Gonin days, when less 
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than 1% of all detachments were successfully treated. It 
seemed almost a miracle that in the course of a few years after 
1929 the treatment of detachment, from being one of the most 
hopeless procedures in ophthalmology, became one of the most 
hopeful. In 1926 in the Moorfields group the operations for 
detached retina by cautery puncture numbered only 20 ; in 1947 
with the use of diathermy there were over 500 such operations. 

Mr. Hine then touched on the treatment of squint, comparinc 
the figures for 1926 and 1947. There was no doubt, he said, 
that orthoptic departments were of great assistance to ophthal- 
mic surgeons and had influenced their views on operative 
measures. There were now' 800 squint cases awaiting admis- 
sion into the hospitals of the Moorfields group. He was rather 
surprised a few weeks ago to encounter a resident officer at 
one of the eye hospitals who confessed that he had never seen 
an excision of the lacrimal sac. In 1926, 96 cases of excision 
of the sac were recorded at Moorfields and 23 at the Royal 
Westminster Hospital ; in 1947 the numbers were respectively 
44 and 9, but in the latter year dacryocystorhinostomy— not a 
difficult operation-^was carried out on 46 cases at the former 
hospital and 22 at the latter. The first record of this operation 
in the Moorfields reports was in 1932, but not until 1944 did 
it become the method of election among ophthalmic surgeons 
in this country and in America. 

The development of corneal grafting dated from the' experi- 
mental work of Tudor Thomas in 1930-4, and the first success- 
ful graft of a human eye in Great Britain was in 1933. Nov 
this operation was undertaken by many ophthalmic surgeons. 
In 4947 five cases were operated on at Moorfields and four at' 
the Royal Westminster. 

Turning to contact lenses, he said that in 1926 it was only 
rarely that such a lens was ordered. Some few thousand con- 
tact lenses were now being made in Great Britain. The use 
of transparent plastic material for some optical appliances was 
a development of the last twenty years. Finally he made a 
brief mention of new drugs ; the sulphonamides and penicillin 
had brought about an altered outlook in the treatment of eye 
infections. 

Dr. Harold Levy, in proposing a vote of thanks, said that 
Mr. Hine had modestly omitted any mention of his own con- 
tribution to the treatment of detached retina, but it had been 
outstanding. During the 23 years which he had taken as the 
period of his review knowledge and treatment of ophthalmic 
disease had progressed out of all recognition, and there had 
also been a change, perhaps not so marked, in the nature of 
the cases which came to the out-patient department. The picture 
of the general affections of the eye which they saw thirty or 
forty years ago was not quite the same as it was to-day, thanks 
largely no doubt to better nutrition and to other social factors. 


A recent circular from the Ministry of Health to hospital 
boards and committees outlines the procedure to' be followed 
when they are threatened with legal actions. Proceedings should 
normally be brought against those bodies and not against the 
Ministry. If the Ministry is sued it should be informed at 
once, so that it may have the opportunity through the courts 
of having the appropriate board or committee substituted for 
the Ministry in the proceedings. In somd exceptional cases it 
will be appropriate for the solicitor to the Ministry to act in 
the matter although the proceedings are being taken against a 
board or committee. The Ministry should be consulted on cases 
involving the construction of the Act and Regulations, in cases 
where an application is being threatened for leave to appo 
for a writ of mandamus, prohibition, or certiorari against Ine 
authority, and in cases involving questions of major legal impor- 
tance. Authorities are not in general authorized to undertake 
the defence of hospital doctors sued in respect of alleged neg i- 
gence. If it is sought to make an authority liable for negligen 
acts of a doctor it should take such steps as are open to i 
under the Law Reform (Married Women and Tortfeasors) Ac^ 
1935, to obtain a contribution from him in respect of damage- 
that may be recovered. In claims based on negligent treatmen 
by a nurse it is expected that the authority ;will be sued as 
employer, but if the nurse is joined in the proceeding 
authority is authorized to see to her defence if she so desires- 



Fio. 2. — Intravenous polythene tubing 
in use. The skin has been painted with 
iodine to demonstrate the cannula more 
clearly. For the same reason the latter 
has been left longer than is necessary. 
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necessarily become specialists, and quite often they go into 
general practice. 

But my purpose, Sir, is not to , provide further ammunition 
for the protagonists'in this dispute but to plead that it is not 
too late to undo the harm that has, been done and to try to 
bring together the specialists, the general practitioners, and the 
midwives into one team, each complementary to the other and 
all necessary to the future maternity service. Official policy 
would seem to be setting out to destroy what vestiges of co- 
operative spirit remain, and I would humbly suggest that it is 
ill-advised. 

For example, it is the official policy of the hospital boards 
that in the future the beds under their control in maternity 
hospitals will be closed to the general-practitioner obstetrician. 
Surely it would be far better to encourage the general practi- 
tioner to deliver primiparac and women with minor types of 
abnormality in maternity hospitals. It would be an advantage 
to the patient, whose first pregnancy should be a period of 
training for future motherhood, to have her baby in proper 
surroundings, and that her care and training there should be 
associated with her own general pracdtioner. for, as you rightly 
stress, here is the “very root of general practice.” It would be 
an advantage to the specialist to know that those very cases 
most prone to require his assistance should anything go wrong 
"would be from the first already in an institution suitable for 
that purpose; this would materially reduce his greatest. bug- 
bear, the failed forceps far away in a filthy cottage. It would 
be an advantage to the midwife, who has to obtain much of 
her training in such maternity hospitals, to have a ready supply 
of normal cases for that purpose; And it would be an advan- 
tage to the general practitioner himself to know that a select 
number of his patients can be delivered with all the advantages 
of modern technique at his disposal. 

But above all it would effect an improvement in the whole 
maternity service, because it would offer a common meeting 
ground for the keen general practitioner with his colleagues and 
with the specialists and the midwives with whom he has to 
work, not only in those casual discussions which inevitably take 
place in the course of daily visits but in the possibilities for 
team-work, for regular clinical meetings and discussions, and 
for staff meetings, and the' maternity hospital would thus 
become a centre for the dissemination of modem teaching 
and technique. 

In due course it would be found that the keenest general- 
practitioner obstetricians would be anxious to .seek opportuni- 
ties for service in such maternity hospitals, and this would be 
the means of selecting those who would become most compe- 
tent and of discouraging the remainder, and thus would bring 
about the conditions which the Minister of Health is most 
anxious to encourage. .This would be a far more just and 
equitable method of selecting the best general-practitioner 
obstetricians than giving this invidious task to a small com- 
mittee of specialists, who cannot always have the means of 
assessing the true worth of their more remote colleagues. 

I am, cte., 

Wivenhoc. Essex. WALTER RaDCLIFFE. 

A Year of N.H.S. 

Sir, — ^The review in the Journal (October 1, p. 746) of the 
recently published Practitioner dealing with the National Health 
Service in its first year fails to point out the omission from 
that journal of any contribution by a worker in the field of 
preventive and social medicine. The Part III services are 
referred to only very briefly and incidentally by the medical 
administrator (undoubtedly a hospital officer) and at somewhat 
greater length in the paper discussing the Ministry and the 
Service (almost certainly by a medical officer svithin .that 
department). This is symptomatic and worthy of note. 

It is clear evidence that in the minds of those engaged in 
Part JI and IV services (as represented in this symposium) the 
Act provides a curative service and not a preventive one. There 
is no evidence even of the lip service paid in the recent past 
to social and preventive medicine ; there is no reference in the 
contribution by the young doctors to public health or social 


medicine as a career — that is significant in itself ; no discussion 
of the difficulties of linking up preventive work with curative 
work in publicly organized medicine in schools and amone 
young children ; no reference to the partial collapse of the 
school eye service ; no reference to the present unsettlement in 
the public health services ; no reference to the absolute exclu- 
sion alone among doctors of medical officers of health as such 
from regional hospital' boards. 

The obstetrician in his contribution criticizes the general 
practitioner whom he (collectively) has trained and allowed 
to graduate, and makes the unpleasant suggestion (unsupported 
by evidence) that considerations of financial economy have 
prompted local health authorities to instruct midwives to call 
in private practitioners early in the pregnancy, A friendly rela- 
tion between general practitioners and midwives is essential in 
a world in which specialists are- in a small minority, and this is 
what those local health authorities which are asking midwives 
to encourage their patients to see their own doctors early in 
the pregnancy are now trying to secure. The better standard 
of medical training is, under the General Medical Council, the 
responsibility of the medieal schools with their consultants, and 
it is a grave responsibility. To improve the obstetric train- 
. ing of both , general practitioners and midwives is a belter 
policy and will safeguard the mothers more than by arousing 
antagonism between them. — I am, etc., ' ■ 

Dewsbury. . iS- D. IRVINE. 

The Innocence of Deans 

Sir, — D r. E. R. Boland’s letter (October 8. p. 812) is rich in 
entertainment but obscure in intellectual intention. He appar- 
ently misinterprets my feelings towards deans, for whom 1 have 
the greatest respect. They work hard, and often thanklessly; 
they have the difficult job of adjusting situations as between 
crotchety colleagues ; they must arrange teaching programmes, 
deal with difficult students and refractory committees. In a 
word, theirs is the art of the administrator and of the politician. 
Unless “honest and faithful subservience to an institution"— 
the phrase, apparently, so disliked by Dr. Boland— is regarded 
by them as their first function, they would fail as deans. _ 

But the crux of the whole State medicine problem is the 
simple question. Is Medicine to be subservient to politics or 
is it not ? The training and general outlook of a dean, or of 
a “ posse,’’ “ clutch,” or “ diabolry ” of deans, would incline 
them to answer yes. Dr. Boland also, 1 suspect from the 
possibly not unintentional irrelevance of bis letter, would say 

- . . . r 

One result of the political direction of a previously net 
profession is this laughable attempt to assess individual pro- 
fessional status on a points systerri. Lister. lames Mackenzie, 
Ronald Ross, and indeed most pioneers have uviially had their 
contemporary colleagues against them, particularly so their 
seniors. If the seniors are unsound judges and if the judg- 
ment of the juniors is unacceptable, what judiciary, pray, is 
there left ? Well — I forgot the politicians and the good 
committee men. — I am, etc., 

London. W.I. GEOFFREY BOURNE. 

Modern Trends in Radioloey 

Sir, — Dr. James F. Braiisford in his article entitled “ Modem 
Trends in Radiology” (October 1, p. 724) indicts modem radio- 
logy in medical practice. While the charge may itself he 
accepted, 1 feel he is less than just when he cites mass radio- 
graphy as the arch-criminal. Those who practise mass radiO" 
graphy are, on the contrary, less likely to make the omissions 
he suggests. I will comment on them in his order. 

1. No diagnosis is made or suggested to the patient without a 
clinical examination whether conducted by the director of J 
the physician to the chest clinic, or the private doctor, "me ‘ 
film is in fact regarded as an integral part of that examination. 

2. Mass radiography provides a unique opportunity of stuoyw 

the normal. _ - 

3. Serial radiography with clinical examination is in 
prohibited because a patient first attended a mass miniature ra 
graphy unit. 
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IN analgesia 

1540 1 “ Take a fatte piece of veale or elhe a faite capon anH boyk it in 
water or elhe white wyne and strayne it from the fleshe, and sett the saide 
lycor over the fyre agayn, and putt iherto these things folowing, oj 
mallowes ii. 7/nces, of violett leaves, of night shade ana 3 i. lett them bovle 
nntyll they be very softe and tendre, and powre awaye the licor from them, 
and pntt therto barley water as shall snffise to 7?iake it a pulthes". 

, (A pulthes to cease payne devised by Dr. Butts) 

Today the physician has, in ‘ Physeptone,’ a specific agent for the relief of 
pain. ‘Physeptone’ is more powerful than morphine and does not cause 
hypnosis or constipation. It may with advantage replace morphine as an 
analgesic for patients confined to bed. ‘ Physeptone ’ is available as 5 mgm. 
compressed products for oral administration (bottles of 25, -100 and 500), 
and as injection, 10 mgm. per c.c. (ampoules of 1 c.c., in boxes of 12). 
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‘ Ephynal ’ tablets are tasteless and can be 
chewed or taken with water. They cause no 
gastric discomfort. 

ROCHE PRODUCTS LIMITED 
WELWYN GARDEN CITY, ENGLAND 

Scottish Depot: 665, Great Western Road, Oiasgo'-v, W.2 
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4. It is true ilial disc.asc pay be presem before radiological evidence 
is apparent, but this applies no more to mass radiography of the chest 
than to other radiography. In fact the problem arises less frequently, 
as the \-ast majority of those attending for mass x ray consider them- 
selves, or would be considered on clinical e.Tamination alone, to be in 
good health. 

5. Those attending mass x-ray units are not treated on the .x-ray 
appearances alone but on the whole clinical picture. 

There is no belief that active progressive disease is symptom- 
less, nor is this concept part of the propaganda. It is found, 
however, that people with early active and progressive disease 
often have symptoms so vague and indefinite that it will not 
occur to them to consult a doctor, but they will nevertheless 
volunteer for mass radiography. 

It is fully realized that a large proportion of persons who 
have had active pulmonary tuberculosis do in fact recover from , 
it without knowing of its existence, and this fact will doubtless 
be emphasized when mass radiography has been with us long 
enough for a useful follow-up of a sufficient number of cases 
to establish that such recovery is permanent. Does Dr. Brails- 
ford seriously suggest that no patient with active tuberculosis 
should be acquainted of the fact or treated until his symptoms 
are sufficiently severe to force him to consult his doctor ? 
Recognition of ill-health can be as elusive to the patient as 
shadows on an x ray are to a radiologist. How frequently one 
hears a patient say after treatment, “ I thought I was well 
before, but now 1 realize how much better I am.” 

I believe mass radiography may in time, by finding cases in 
a treatable or pre-infective stage, do much to negative the fear 
and stigma of tuberculosis which has become established in 
the public mind by the high proportion of advanced and 
untreatable cases in our midst. — I am, etc.. 

London. S.E.IZ. F. D. BEODSRD. 

Sir, — His colleagues in Great Britain know enough about 
Dr. James F. Braiisford to discount the various extravaganzas 
in which he indulged in his article entitled “ Modem Trends 
in Radiology" (October 1, p. 724). Dr. Peter Kerley (October 
15, p. 870) has drawn attention to some of the grosser mis- 
statements, and I would merely like to draw attention to the 
absurdity of his recommendation that medical students should 
perform upon one another “ every kind of injection, including 
ventriculography, myelography, arteriography, etc." This from 
the director of radiological studies in living anatomy of a 
distinguished university. 

It is disquieting, however, to learn from a footnote that 
Dr. Braiisford has been talking such nonsense in various parts 
of the United States. It is important that our American col- 
leagues should realize that these views are Dr. Braiisford’s own 
and do not represent the consensus of intelligent radiological 
opinion in this country, and it is with that object that I write 
this letter. — I am, etc., 

London. W.l. S. COCHRANE SHANKS. 


Vitamin Deprivation 

Sir, — ^P rofessor A. C. Frazer (October 1, p. 731) should be 
congratulated on his conception of a new mechanism in the 
explanation of vitamin deprivation. The idea of bacterial 
invasion of the upper small intestine is not novel, and -J myself 
reviewed the literature both for pernicious anaemia* and for 
the sprue syndrome* some years ago. Professor Frazer's great 
merit lies in putting forward the hypothesis that the periodic 
increase of bacterial invasion into the higher small intestinal 
regions might result in competition between bacteria and host, 
leading in many cases to signs of deprivation in the host. 

While there are reasons to believe that the deficiency of the 
vitamin-B group may be connected with interference of absorp- 
tion in general,* Professor Frazer adequately proved that this 
is not intimately related to the fat-absorption defect in sprue,’ 
Many will agree that the competition hypothesis — if this should 
be proved in the future — might account for the exacerbation of 
some vitamin defidencies in general, for selective deficiencies 
often observed in the sprue syndrome, and also for many other 
conditions suggested by Professor Frazer, I have, however. 


some doubts as to the statement that it might explain the 
administration of one vitamin predpitating the defidency of 
another. 

The considerable literature dealing with vitamin imbalance 
contains many well-documented cases where a bacterial inva- 
sion of the higher small intestine was most improbable,* It 
has been suggested, svhen discussing the aetiology of the sprue 
syndrome, that phosphorylation constitutes an important link 
between sprue and the B vitamins.’ It was found later bv 
Magyar that the consumption and excretion of these vitamins 
were dependent on phosphorylation.’ The same author 
reported recently experiments on rats showing that previous 
administration of a large dose of any of the main members 
of the vitamin-B group interferes greatly with the absorption 
of a standard dose of thiamin. He attributes his findings to 
the c.xhaustion of the phosphorylating capacity of the animals.* 
Further experiments will have to decide whether this is the real 
explanation of vitamin imbalance as it is claimed. 

This comment is not meant to detract from the importance 
of the competition hypothesis, and it is hoped that the Birming- 
ham workers will further elaborate this conception. — I am, etc., 

London, w.l. Z. A. LeITNER. 
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Infant Vaccination 

Sir. — I n the current issue of the Monthly Bulletin of the 
MinisIp’ of Health (1949, 8, 204) Dr. E. T. Conybeare, of 
the Ministry of Health, gives a report on the amount of infant 
vaccination in England and Wales during the six months July- 
December, 1948. He shows that for this period, the first half- 
year under the new Act, the proportion of infants vaccinated 
has fallen to about half what it was before the Act came into 
force. He concludes his article by sa)ing: 

“If the figures for 1949, when they become available, show that 
the decline of infant vaccination under the Nadonal Health Sersice 
is not temporary, measures, such as an increase in the number of 
vaccination clinics . . . and the working out of some plan to 
facilitate domiciliary infant vaednation in areas not served by such 
clinics, may be urgently required. Such measures, pursued with the 
energy put into the campaign for immunization against diphtheria, 
might well produce similar results and make the child population 
of this country as well vaednated as that of the United States or 
other countries, where protection against smallpox is regarded as the 
important matter that it undoubtedly is.” 

Is not Dr. Conybeare rather begging a highly debatable ques- 
tion when he makes that final assertion ?_ Is a well-vacdnated 
child population really such a very important matter in protect- 
ing a community such as ours against smallpox ? Surely there 
is a great deal of valid evidence pointing to the opposite con- 
clusion. Decline in infant vaccination is not a new phenomenon. 
It has been going on continuously for over half a cenmry, but 
so far from its having been followed by any increase in small- 
pox mortality the latter has fallen steadily, until now it is 
practically negligible. Moreover, in those parts of the country 
where the decline in infant vaednation has been greatest the 
same decrease in smallpox mortality has been wfmessed, ThiK 
in the dty of Leicester the average percentage of infants vaed- 
nated ,has for very many years been under 5 (Dr. Conybeare 
tells us that it has now fallen to 1.4%), yet during the past 
40 years there have been only two deaths from smallpox, and 
other places have had a similar experience. 

After all, it is the adult population who are most exposed to 
the danger of smallpo.x, and the effect of infant vaccination in 
protecting this section of the community is very doubtful. It 
may reasonably be argued that infant vaccination by masking 
the disease in adults, when the protection conferred on the 
individual is wearing off, neutralizes — or more than neutralizes — 
any value to the community derived from the partial immunity 
conferred on the individual adult. Incidentally, it may be men- 
tioned that in .the 14 years 1932^6 there were in England and 
Wales only 28 smallpox deaths (an average of two per annum 
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in a population of 40,000,000), and not one of the fatal cases 
was under the age of 1 year. Yet in the same period there were 
51 deaths from vaccination under 1 year of age. 

Dr. Conybeare mentions admiringly the United States and 
“other countries.” What other countries, including U.S.A., 
can show better results in dealing with smallpox than Great 
Britain ? Sol venture to suggest, with all respect to Dr. Cony- 
beare, that perhaps, after all, infant vaccination is not such a 
very important matter in protecting a community such as ours 
as he seems to think. — I am, etc., 

Leicester. C. KiLLICK MiLLARD. 

Malignant Tertian Malaria 

Sir, — In his address on the treatment of malignant tertian 
malaria Sir Gordon Coveil (October 8, p. 773) gives an excel- 
lent and comprehensive survey of the present position as regards 
therapy. In his discussion of diagnosis and symptomatology, 
however, there is much that many practitioners with long 
experience of malignant tertian malaria will disagree with. Sir 
Gordon repeats the warnings about the difBculties of diagnosis 
— the statement that M.T. malaria may “simulate a great 
variety of other diseases” — ^which are to be found in every 
textbook since Manson’s original Tropical Medicine. He 
repeats the classification into cerebral, algid, bilious, remittent, 
and cardiac forms, which appear to me to be singularly useless 
and misleading. 

Is M.T. malaria really a very difficult disease to diagnose ? 
Does it really imitate other diseases to such an extent ? Is it 
not possible that this view is based on a fundamental fallacy 
which arose in the early days, when the finding of the recently 
discovered M.T. parasite in the blood stream of white, black, 
and brown patients was hailed as the explanation of all their 
symptoms ? Has not a process of disentanglement been in 
operation over the past quarter-century ? , ' 

Sir Gordon refers to a series of 80 cases of British soldiers 
treated by him at Nairobi in the 1914-18 war.' They arrived 
from the Lake Victoria district. All showed M.T. parasites in 
their blood, but some showed symptoms suggesting dysentery, 
typhoid, biliary colic, etc. All responded to quinine and 
hospitalization. I fail to see how this proves the versatility 
of malarial symptomatology. Surely it is at least possible 
that some of those troops, under the conditions obtaining, 
had other diseases besides malaria — bacillary and amoebic 
dysentery, for instance. Is it not possible that some had 
double infections of M.T. and quartan ? Knowing that area 
well, I would say it is more than possible. 

My o^vn experience in Africa'has convinced me that there has been 
a great deal of nonsense talked about the ” protean ” nature of 
M.T. malaria and its so-called pneumonic, dysenteric, appendical, 
and other “ forms.” In some thousands of European cases I have 
treated I have seen a few where malaria was complicated by 
pneumonia, by dysentery, and by other infections, but I would say 
that in the main M.T. malaria presents a remarkably constant clinical 
picture (more so than quartan), besides being quite easy to diagnose 
in the vast majority of cases. I would say that great harm can be 
done by teaching young practitioners going to the Tropics that they 
may have serious difficulty in distinguishing malaria from appendi- 
citis. I have seen only three cases where such difficulty nughl have 
arisen. In two of these I removed acutely inflamed appendices in the 
middle of typical blood-positive malarial attacks. In the third 
the patient formed an appendical abscess after his malaria had sub- 
sided. Nowadays, when I read about appendical forms of malaria, 
I do what the man in the Ingoldsby Legends did : I say no word to 
indicate a doubt, but . . . Sir Gordon rightly emphasizes the 
dangers of delay in diagnosis, but his two illustrative cases merely 
show the effect of gross delay and provide two typical histories of 
untreated M.T. malaria. There was apparently no difficulty in 
diagnosis, nor were there any extraordinary symptoms. I do not 
think they should deter anyone from delajing for a short time, 
unless the case is dangerously ill when first seen or is a young child, 
in order to establish a microscopical diagnosis. Sir Gordon states 
that “ in a primary case parasites may be so scanty in the penpheral 
blood during the first few days of fever that ffiey may not be 
detectable in a blood smear, even if no antimalarial drug has been 
administered.” This is not my e.xperienee nor,_I am sure, that of 
many others. If antimalarial drugs are withheld in a patient showing 
pyre.xia, and blood examinations made at intervals over 48 hours, I 
believe that parasites will be found practically invariably if M.T. 


malaria is the cause of the pyrexia, and I believe this to be a perfecav 
safe procedure to adopt. Sir Gordon's method of giving an anti- 
maiarial drug after examination of one smear and waiting for the 
temperature to drop before taking another would tend to confuse 
rather than clarify diagnosis by making the parasites more difficuk 
to find; Moreover, in a first attack of M.T. malaria the temperature 
is very unlikely to drop for four to five days even when treated 
intensively— another very constant feature of this “ protean ” disease. 

In short, I would advise practitioners going to the Tropics 
not to be too much impressed by classical descriptions of M.T. 
malaria. (If they do native work they will soon learn not to 
ascribe a native’s pathology to malaria parasites in his blood.) 

I would advise them to put the greatest reliance on the micro- 
scope for dia^osis and not to be put off intelligent use of it 
for fear of dire calamities, to beware of ascribing atypical 
symptoms to a disease which follows a very typical course, 
and to operate on patients who show signs of acute surgiwl 
conditions even if there are M.T. parasites in the blood. In 
modem tropical European practice there is much more harm 
and confusion caused by ascribing to malaria all manner of 
symptoms when it does not exist than by failing to recognize it 
when it does. — ^1 am, etc., 

Craven Anns. Shropshire. P. RosS. 

Poliomyelitis 

Sir, — Your correspondent. Dr. N. G. Nicholson (October !. 
p. 757), describes a series of cases of non-paralytic poliomyelitis 
occurring in Colombo, and then details his own unfortunate 
experience. His description of his own symptoms, in particu- 
lar “ the most terrific pain I have ever experienced in my left 
shoulder ” and the delay in appearance of muscle wasting, iv 
quite characteristic of acute brachial radiculitis, or; the 
“ shoulder-girdle syndrome.”' * ' 

It is interesting to note that Parsonage and Turner' describe 
a case of coincident poliomyelitis and. , the shoulder-girdle 
syndrome, and I myself have seen a rather similar case in 
which the syndrome developed two weeks after an abortive 
attack of poliomyelitis. The pain in the affected muscles is 
much more severe in acute brachial radiculitis than I have ever 
encountered in poliomyelitis. — I am, etc.. 

Harrogate. R- HARRIS. 
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2 Parsonage, M, J., and Turner, J. \V» A., Lancett 1948, 1, 973. 

Poliomyelitis Vaccination 

Sir, — M r. M. H. F. Johnson (October 1, p. 757) has raised 
an important point in asking why, following the lead of Jenner 
and Pasteur, active immxmization against poliomyelitis is nol 
practised. It has been shown by Kolmer' and Brodie’ that 
the vaccination of monkeys with living attenuated ric'meolated 
or formalized virus, prepared from the spinal cord of a monkey 
after serial passage, produced an active immunity sufficient to I 
enable them to withstand intracerebral inoculation of infec- j 
live doses of virus. These experimental results immedtalely j! 
suggested that a vaccine suitable for human use was feasible. 

Field trials with poliomyelitis vaccine have unfortunately 
been inconclusive, due largely to administrative difficulties. 
The low morbidity of poliomyelitis (an attack rate of 1 i" 
1,000 even during epidemics being exceptional) necessitates the 
immunization of many thousands to show any significant 
statistical results. Furthermore, it is now accepted that many 
different strains of poliomyelitis virus exist, some of uhien 
show antigenic inter-relationship while others appear anti- 
genically distinct. The experiences of Gillam and Omstroit 
and Reynolds and Knox' illustrate the difficulties of field 
These workers together vaccinated 1,000 children, another 
being used as controls. No case of poliomyelitis developed m 
any of the 2,000 children employedi , 

The fact that poliomyelitis vaccination is not devoid ot 
serious danger has been shown by Leake,® who collected a 
series of 12 cases ; five of the patients died and three of thtim 
were left severely paralysed ^ter vaccination. The clinica 
onset of the disease occurred within 6-14 days of either the nr® 
or the second inoculation — i.e., within the accepted incubation 
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period.' Lc.ike, after a careful analysis of all attendant circum- 
stances in these cases, points out; (I) Poliomyelitis was not 
epidemic in any of the areas where these eases occurred. 
(2) The expectation of poliomyelitis among the vaccinated, 
judging by its occurrence by age groups in the community at 
large, was less than 1 / 10 of a cast in these localities, yet cases 
occurred. (3) The likelihood of the whole series of cases 
having occurred by natural causes was extremely small. (4) In 
none of the cases was exposure to infection outside its own area 
known to be of any special significance. (5) In every case in 
which the sequence of events was known, the level of the spinal 
cord first affected corresponded to the limb in which the injec- 
tion was made, paralysis beginning either in the same or in 
the contralateral side. V>Tiile any one of these cases may have 
been entirely unconnected .with vaccination, the implication as 
a whole is clear. — I ami dc.. 


S!anchc<;cr. 


W. P. SWEETN.SM. 
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three babies for a normal period of nine months. If the breasts 
are thoroughly washed before each feed it is difficult to see 
how the babies can suffer. 

I should like to examine some evidence before I acquiesced 
in the Ministry's fiat and abandoned the shields for a fourth 
child, which would inevitably mean weaning at a few days old 
— in my view a tragedy. I could, with difficulty, obtain a pair 
of shields from France, where they have been in common use 
for generations, but such a course of action, in opposition to 
the full weight of medical opinion in this country, would be 
a terrifying responsibility for any mother. 

Can you tell me where the evidence which led to the 
Ministry's decision can be examined ? And can you perhaps 
influence the public press to publish the source, so that women 
can test such evidence against their own experience before 
making a very difficult decision ? — I am, etc., 

Barnstaple, Devon. Jo.SN S. Bl.\CX.SELL. 

V In the Lnneci of October 8 there is a paper (p. 647) by 
Dr. I. Gordon and Mr. T. P. WTiitehead entitled "Lead Poison- 
ing in an Infant from Lead Nipple Shields " and a letter 
(p. 674) by Drs. Helen Mackay and Don'ald Hunter on the 
dangers of lead nipple shields. — Ed.. B.MJ. 


Lead Nipple Shields 

Sir. — Shades of Dr. Wansborough ! Little did that worthy 
if imaginary' gentleman think when he “ invented " his nursery 
requisite about 50 or 60 years ago that he would cause such 
apprehension and alarm in 1949. Yet 1 have no doubt his 
intentions were kindly and well meant, for these 3-in. (7.5-cm.) 
disks of thin, smooth metal, carefully shaped to fit the contour 
of tlte nipple snugly, like a little conicle-crowned broad-brimmed 
hat, and with as much zinc as lead in their composition if one 
may judge froth' their lightness and shape-retaining qualities, 
were worn on the nipples between feeding-times and during the 
night, and removed, of course, when the child was put to the 
breast. 

The Minister of Health reasoned, no doubt, coneclly, that 
during the longer periods of rest and warmth the film of milk 
around the nipple and imprisoned by the shield would turn 
slightly sour, forming an infinitesimal amount of lead lactate, 
thus exerting in situ a very mild, soothing, and astringent action 
on the macerated and tender part, akin, as it were, to the same 
beneficial effect that liq. plumbi subacet. dil. (Goulard's water) 
has when used as a dressing on moist excoriated surfaces. As 
regards the risk of lead-poisoning, surely the ordinary instincts 
of cleanliness would prompt the mother to cleanse the breasts 
and shields, if not before each feed, at least once or twice daily. 
However, the Ministry has apparently some startling news for 
us. and has promised the publication at an early date of the 
full details of how Vabies can absorb such an amount of 
lead by this means as to cause saturnine encephalopathy, a 
state of poisoning which as a rule, in my experience, indicates 
a severe saturation with the metal. Let us hope the mothers 
have not been excreting diachylon taken in the early months 
of pregnancy. 

But apart from the foregoing, who in all the earth prescribes 
lead nipple shields nowadays ? 1 saw them 40 years ago when 
in business, and the pair we had then were real museum pieces, 
marked for many a day as dead stock and quite unsaleable. 
In this town of 50.000 inhabitants not a single one can be 
bought. There are 18 chemists — principals and staffs totalling 
about lOO— all handling N.Ha\. scripts. Out of these, three 
had actually seen lead nipple shields many years ago, eight 
apparently knew about them, and the remainder had never 
heard of them at all. The same circular from the Ministr>' has 
been sent to them too, each one wondering what it is all about. 


— ^I am, etc., 

Lancaster. 


R. G. Howat. 


Sir, — ^The announcement in the Press of the Ministry ,of 
Health's embargo on the use of lead nipple shields has only 
just brought to my notice this controversy. Like many women 
handicapped by severely cracked nipples, I have reason to be 
crateful for this effective aid to breast-feeding ; when all other 
remedies failed lead nipple shields enabled me to feed each of 


Congenital Pyloric Stenosis 

Sir. — :The occurrence of congenital pyloric stenosis in three 
consecutive children in a family is not so unique as Dr. J. t~ 
Adlington (October 1, p. 740) suggests. Brendle' records its 
occurrence in three brothers in the same family, and Fabricius 
and Vogl-Mullcr’ described its occurrence in all four children 
of the same mother, three of whom had the same father. I saw 
three consecutive children (two girls and one boy) of the same 
parents who were successfully treated by “ eumydrin " at the 
Leicester Royal Infirmary. These cases — Nos. 44, 57, and ICS 
— were included in a series of 112 cases of pyloric stenosis 
admitted over a period of eight years and reported in Archives 
of Disease in Childhood (1947, 22. IS). — am, etc., 

Uvttpooi. R- McL.sre>' Todd. 
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Symptoms of Psychoneurosis 

Sir. — T he results of an investigation briefly described below 
may be of some interest The symptoms were studied of two 
croups of medical out-patients and of one group of in-patients 
on whom the physician's opinion was asked. The 672 patients 
were seen during Naval service and were mostly men of the 
Royal Navy and RA.F. Two-thirds were between 17 and 35 
years of age. 

A diagnosis of neurosis was made in 31% and 30% of the 
two out-patient groups and in 24% of the in-patients. When 
those patients were included whose symptoms were mainly 
neurotic the percentaces were 38, 35, and 34 respectively, with 
an average of 36% (244 out of 672 patients). Pain was the 
commonest symptom in these 244 and was complained of by 
two-thirds of them, often in more than one site. It was a more 
common symptom in these people than in a sample of non- 
neurotic patients. In half of those complaining of pain the 
pain was a headache. One-third of the 244 complained of 
dyspnoea of some sort (on exertion, on lying down, waking 
up panting tor breath, a feeling that the chest could not be 
filled, etc.) and one-third complained of insomnia. One-quarter 
comp’lained of t'lredness (weakness, exhaustion) and one-quarter 
of giddiness ("dizziness"). One-sLxth complained of either 
trembiine, palpitations, precordial pain, or abdominal pain. 
Only about 5% co.-nplained of loss of confidence or of loss of 
concentration or of irritability. 

Twenty-two of the 244 patients suffered from a cardiac 
neurosis. This proportion (9%) is much less than ttot found 
amona neurotic patients in the Army.* * Fifteen patients may 
be said to have had a pulmonary neurosis. Fear of tuberculosis 
appeared to be the commonest cause of this. Eleven had 
mainly gem'to-urinary symptoms (enuretic patients without 
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Other evidence of neurosis were not included in the 244). 
Two patients had a neilrosis simulating rheumatism. One- 
third of the neurotic and mainly neurotic patients gave a family 
history of psychopathy according to Slater's definition’ as against 
5.9% of the non-neurotic patients. — I am, etc., 

Rochcsicr, Kent. F. A. RICHARDS. 
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Tctraethylthiuranidisulphide in the Treatment of Alcoholics 

Sir. — I was most interested to read Dr. A. E. Carver’s article 
on the treatment of alcoholics with tetraethylthiuramdisulphide 
(August 27, p. 466). I have used the drug in more than 50 
cases of alcoholism during the past eight months, and I fully 
agree with Dr. Carver’s conclusion that it is a useful ancillary 
in the treatment of this serious and troublesome illness. 

Dr. Carver describes two methods of the administration of 
the drug — either to give it surreptitiously without the patient's 
knowledge or consent, or to give it after a full explanation with 
the patient's co-operation. 1 consider that the first method he 
describes is dangerous. I have observed a few very severe 
reactions following the ingestion 6f alcohol in sensitized patients 
which, if they had occurred in the patient’s own home or in 
public, might have led to serious consequences. 

On a recent visit to Scandinavian hospitals, where the drug 
is widely used, several deaths following the treatment were 
reported to me. Jones' has reported very fully the case of a 
healthy young male who died a few hours after taking a test 
dose of an ounce of rum. following premedication with tetra- 
ethylthiuramdisulphide during the previous four days. It is 
clear, therefore, that this is potentially a dangerous drug unless, 
its administration is carefully controlled. 

The patient’s reaction to alcohol when taking the drug should 
not be left to chance, but a test should be carried out under 
hospital conditions. It is wise, too, to inform the patient and 
his relatives that alarming symptoms may follow the ingestion 
of alcohol, and that a clinical trial with a small amount of 
alcohol will be made to test out his reactions before he is 
allowed to run the risk of drinking at his own discretion. 
Unless these precautions are taken I feel there is a danger that 
this valuable adjunct to the treatment of alcoholism will fall 
into disrepute. 

I am surprised at Dr. Carver’s suggestion that the drug 
should be given only for a month or two. It is surely a matter 
of clinical experience that an alcoholic must be considered 
prone to relapse until he has been abstinent for a very much 
longer period. — I am, etc., 

Dub.m 3- N. P. Moore. 
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Treatment of 'Varicose Veins 

Sir,— M r. C. H. Wickham Lawes has misread and misquoted 
me ; and. moreover, his otherwise courteous letter (September 
24. p. 708) has given no less provocation by his repeated 
” of course ” — a term that I hope you will allow me to show 
fits too loosely to his arguments about a matter of some 
importance. He has “ tried most methods including Dr. 
Hanschell’s (it is, of course, not new).” In my letter 
(March 19. p. 500) 1 gave a summary of this method, brief 
yet sufficiently precise to be intelligible and identifiable. ^ It 
is not new, in so far as I arrived at it very slowly over a period 
of years by trial and error and comparison with controls ; 
have practised it for a decade : and find it adopted by colleagues. 
It is new only in that no one else has yet described it (nor have 
I. fully, in boring detail). 1 take leave, therefore, with due 
respect to Mr. Lawes, to doubt whether he knew of it, ‘of 
course,” or anyhow, or has in fact tried it ; and I beg him to 
extend his courtesy to re-read my letter with closer attention. 

Again. “ Dr. Hanscheli states ” that minimal injections^ give 
extra pain and longer convalescence, and that sclerosant injec- 
tion is a dangerous ally and a useless one. Of these statements 
Mr. Lawes writes. “ Of course they are far from correct.” But, 


Sir, what I wrote was to the effect that he would find his 
minimal injections, as ally to ligations; had served only to give 
a pain and convalescence respectively extra and longer than 
that attached to ligations alone in control legs. How correct 
that is, Mr. Lawes can know “of course” only if he (as 1 
had) tried those controls — ^and he hasn’t. I wrote that sclerosant 
injection was dangerous or useless, not and useless. The differ- 
ence in a serious discussion is not unimportant. Will not 
Mr. Lawes oblige by re-reading my letter ? Furthermore, he 
states, “Operation or injection alone is not enough.” Which 
certainly confesses that the uselessness of injection alone i,<, 
not “ of course far from correct.” 

Now it has happened that some (however few) deaths have 
resulted from “ the method of choice '. . . a combination of 
operation and injection.” I suggest it is not “of course far 
■from correct ” to find here a not dubious implication that some 
injection, although not enough alone, may be dangerous enough 
as an ally to operation — and the plain corollary that this ally' 
injection to be safe must be useless. 'I have no doubt that 
Mr. Lawes will have more than glanced at Sir Heneage Ogilvie's 
restrained damning (September 24, p. 665), ^on the facts of 
observation (and how timely), of this ally injection. 1 have 
given facts of observation, that any one may find for himself, 
to speak for themselves. “ My opinion ” would be supereroga- 
tory pomp, uncomplimentary to a professional brother and 
unbecoming to me. It would be, of course, far from correct 
to pretend that a death here and there, following this or that 
induction of thrombophlebitis, made a holocaust: but it has 
made more than one dead human, who would not have died 
of varicose veins. — I am, etc., 

London. W.I. H. M. HaNSCHELL. 

Serous Fluid in Wounds 

Sir, — A fter certain operations it is common to find an 
accumulation of serous fluid in the wound. This is usually 
of minor degree, but on occasion the effusion may be gross, 
persistent, and have the characters of a lymphatic fistula. Such 
is occasionally the case after a radical mastectomy, after dis- 
sections of the lymphatics of the lower neck, and after dissec- 
tions of lymphatics in the groin and upper thigh. If the 
leakage does not cease spontaneously or respond to simple 
measures such as firm strapping, the condition appears readily 
curable by the injection of one of the sclerosants used for the 
treatment of varicose veins. 

Exjdloration of such wounds shows, after about 10 days, a 
cavity lined with granulation tissue. No doubt there is by this 
time a very definite walling-off by the granulation-tissue barrier 
and fibrosis deep to it. The method used would therefore 
appear safe, providing the wound is not cjinically septic. Apart 
from its use after mastectomy and similar operations I have 
used it with success in a case of pancreatic fistula. As illus- 
trating the method, the following case may be quoted. 

An elderly woman, two weeks after radical mastectomy, was having 
over 600 ml. of serous fluid removed from the wound, by probing 
and pressure, each day. The skin wound was well healed and the 
evacuated fluid not purulent. A rubber catheter was introduced 
into the cavity as far as it would go and all the fluid evacuated. 
Monoeihanolamine oleate solution (15 ml.) was then injected w 
the catheter, the catheter removed, and the chest wall wrmi' 
bandaged. Twelve hours later the patient complained of some burn- 
ing pain. A catheter was inserted and the cavity irrigated aitn 
normal saline, stringy clots of exudate being thus removed, along 
with, presumably, surplus sclerosant. A firm dressing was applied tor 
48 hours. There was no further discomfort, no visible reaction, and 
no further accumulation of fluid. The patient was discharged a fe" 
days later. 

Both monoethanolamine oleate and “ ethamolin ” have been 
used. The amount required varies with the size of the cavity 
— from 5 to 15 ml. It is seldom necessary to repeat the tre.at- 
ment. The. above case is the only one in which irrigation to 
remove surplus sclerosant and debris has been necessary'—* 
indeed it was. 

It would appear that the treatment acts in two ways: m*. 
by the coagulation of albuminous fluid a stringy tenacious jen) 
is produced which glues the walls of the cavity together an 
occludes open lymphatic channels ; secondly, the irritation o 
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she cavity w-alls enhances the effect and probably aids adher- 
ence of the gel. No general or regional reaction has been 
observed. The number of cases treated has been small, and 
one feels that the treatment should be used with care and 
discrimination. The method has proved most satisfactory in 
my e.xpcrience. 1 do not imagine it to be at all original, bat 
as 1 have not seen it recorded it seems a pity not to make it 
more widely known. — 1 am, etc., 

Dsnierd Ktnt, STEPHEN BaRCL-SY. 

Streptomycin in General Practice 

StR. — It is very p!ca,sing that the production of streptomycin 
has so increased that the supply and distribution of the drug 
no longer require to be organized by the Ministry of Health 
through various "key" hospitals. Under new regulations 
coming into force in November streptomycin will be avail- 
able to all on prescription. It has. however, been the c.\peri- 
ence locally, and no doubt the same has been the case 
elsewhere, that in recent months there has been no difficulty 
in obtaining adequate, prompt supplies of streptomycin for all 
those cases of tuberculosis encountered at the chest clinic and 
m hospital svho may be e.\pccted, in the light of present 
knowiedge, to be benefited by the treatment. 

In view of the prolonged course of many forms of tubercu- 
losis and the fact that cases of advanced or chronic phthisis may 
have to wail nearly a year for hospital treatment, or may never 
b« admitted to an institution because of the shortage of beds. 
It seems likely to me that many general practitioners will be 
moved by the laudable desire to do something for their patients 
to prescribe streptomydn in cases not really suitable. Where 
general practitioners hesitate, some may be pushed into this 
course fay anxious patients who have beard of the wonder- 
working medicine. 

Apart from possible toxic effects, a very great danger exists 
in the frequent development of resistance to streptomycin in 
the tubercle bacilli. If chronic pulmonary cases are given pro- 
longed courses we may find that without benefiting the patients 
we have produced chronic carriers of streptomycin-resistant 
bacilli. Any new patients infected by them with these bacilli, 
and as a result suffering from miliary, meningeal, or other forms 
of tuberculosis previously responsis'e to sireplomj'cin, will be 
unable to be helped. They will has'e to get better without the 
help of streptomydn. The meningeal cases will die, and the 
chest cases will further spread the resistant bacilli. In short, 
we shall be back where we were five years ago. 

It is significant that in the official notice published in the 
Journal of October 1 fp. 752) it" svas found necessary to give 
advice on the proper use of streptomycin, 1 feel, hovyever, 
that it is too much to expect of general practitioners that they 
will entirely refrain from using streptomycin in those cases of 
chronic or advanced disease which form the majority of the 
tuberculous patients whom they have to treat at home. 

I would suggest, therefore, that it would be better for all 
that the use of streptomycin should depend upon a hospital 
physician’s prescription, just as have been. I understand, less 
potentially dangerous remedies such as surgical tnrsses for 
herniae and physiotherapeutic measures. I hope the responsible 
bodies will act in this matter. — 1 am, etc., 

Wclw-yn Garden City. Hem. COUTS. 

POINTS FROM LETTERS 

Transitory Retrobulbar Nemifis 

Dr. Hokstio Matthews (London, W.l)) writes: Your critic 
(September 1 7. p. is a bit too severe. In tny dO years of eye 
work I have on several occasions come across transient depredation 
of vi.suai acoity following local sepsis, in one case the patient 
was a G.P. whose dsiial acuity feB in the right eve from 6'6 u> 6 '9 
with obvious embarrassment within a week of removal of a meibom- 
ian cyst from that eye. And there are many i .could recall assoriaied 
with sinus infections. I do hope too much emphasis will not be laid 
on hysteria. The. diagnosis of ? mild or axial or macular retro- 
bulbar neuritis is involved anyway, is it possible that the whole 
business is not retrobulbar (in most instances) but microscopically 
macular ? 


Obituary 


JAMES KYLE, M.R.C.S., L.R.C.P. 

Air Commodore James Kyle, for the past four years 
assistant director of medical services of the British Overseas 
Airways Corporation, died suddenly in St, George's Hos- 
pital on October S, He was born in 1888, and was educated 
first at Watson’s College, Edinburgh, and later at Shrews- 
bury. He studied medicine at Guy’s Hospital before the 
first world war, but left his medical studies in 1914 to sene 
as a combatant w the Artists' Rifles. He was gassed in 
France and returned to his medical school at the end of 
1916, taking the Conjoint diploma in 1918. .After qualifying 
he was for a short time an assistant medical officer at 
Lambeth Hospital. In the Royal .Air Force, in stbich he 
served as, a regular officer from 1919 to 1945, he held many 
important posts. 

Sir Harold WTiillingham writes : "Jimms, ’ as be was 
knowTj in the Royal Air Force and among his wide circle 
of friends, was commandant of the .Medical Training 
Establishment and Depot just before the war and during 
most of the war period. Here he was to a large extent 
responsible for the high ideals instilled into the R.A.F. 
medical officers and medical orderlies which did so much to 
mould their characters anti to build up a medical service 
which won great distinction during the recent war. 

Kyle had natural charm and grace, and was good- 
humoured, kind-hearted and generous, possessed of much 
common sense and a breadth of mind that always appre- 
ciated and gave due consideration to the other person’s 
point of view. He was calm, tactful, and outstandingly 
loyal, and was an ideal administrator beloved and respected 
by his colleagues, staff, students, and all who had to deal 
with him. Some eleven years ago he had a severe attack of 
coronary occlusion. Despite this he bravely and unflinch- 
ingly carried on onerous duties in the Service throughout 
the war and, after his retirement from the Royal .Air Force, 
in the medical service of the British Overseas Airways 
Corporation, playing a prominent pan in its establishment 
and administration. In addition he undertook the duties 
of R.A.F. representative on the Armed Forces Committee 
and on the Council of the British Medical Association. In 
this committee and at all times he worked hard to improve 
the conditions of the medical service of the Royal Air Force, 
which he loved so vvell. Those of us who have been 
privileged to serve alongside him for the past thirty years 
cannot speak too highly of his contribution to Service and 
aviation medicine, nor of the value of his friendship, help, 
and advice. We wish to express our deepest sympathy 
with his vvife and two daughters in their great loss. 


Dr. Iames McAli-STER Ramsvy died in an Edinburgh nursing- 
home on July 26 at ibe age of 79. He wws bom in Airdrie, 
Lanarkshire. It was originally intended that he should be a 
schoolmaster, and he did some teaching, but his bean was in 
medicine. He obtained the triple qualification of Edinburgh 
and Glasgow in 1896. and after preliminary assistantships in 
Sheffield and Glasgow he took up prac'.ice at Parkhead in 
Glasgow. He buih up a successful practice and continued his 
work there until 1914, when he was appointed medical officer 
to the Fife office of the Mineowners Defence and Mutual 
Insurance Association. Ltd. In the exercise of this office he 
came in contact with most of the doctors practising in the mining 
areas in Fife and earned their respect and esteem. He was a 
popular examiner for the St. Andrews Ambulance Association, 
having the knack of putting candidates at their ease and draw- 
ing the best out of them. He was made a J.P. in 1937. 
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Dr. Ramsay retired in 1945 and came to live in Limekilns, a 
village outside Dunfermline, where he took part in all the social 
activities of the village and formed a new circle of friends. He 
kept his hand in professionally by occasionally deputizing for 
the local doctor, and he was always ready to give of his best 
in any emergency. He was a cultured, genial, and kindly man, 
and his passing is regretted by all who knew him. — R. C. W. 

Dr. John Pridmore Raban died in Bristol on October 2 at 
the early age of 44. Born at Harpenden, Hertfordshire, he 
received his medical education at the Middlesex Hospital, taking 
the Conjoint diploma in 1929. After an appointment as house- 
physician at St. James’s Hospital, Balham, he returned to the 
Middlesex, where he became in turn house-surgeon to Sir 
Gordon Gordon-Taylor, to the ear, nose, and throat depart- 
ment, and to the gynaecological and midwifery department. It was 
then that he decided to make radiotherapy his specialty, and he 
was appointed to what has since become the Meyerstein Institute 
of Radiotherapy. He took at this time the D.M.R.E., and con- 
tinued to gain experience until the outbreak of war. In his student 
days John Raban had been a keen member of the University of 
London O.T.C., and on qualifying he took a commission in the 
R.A.M.C. (T.A.), assuming command of the company composed 
of cadets from the Middlesex and St. Mary’s. The training and 
seniority so gained stood him in good stead during the war 
years. After a period as radiologist to a general hospital in 
India, he was given command of one of the first two units of 
its kind — a Forward Malarial Treatment Unit. Following 
inevitable teething troubles, this unit moved into the Burmese 
jungle, where its operational success was outstanding, and 
recognition of this was accorded by John Raban’s mention in 
dispatches. His final war appointment was to the command, 
as full colonel, of a general hospital in Ceylon. In 1945 he 
returned to the Middlesex as first assistant in the Meyerstein 
Institute, and subsequently was appointed radiotherapist to 
the Bristol Royal Hospital. With the change of administra- 
tion in July, 1948, his sphere became that of the United Bristol 
Hospitals. It was soon after his return to civilian life that his 
health began to fail, and there can be no greater testimony to 
his courage and tenacity of purpose than the success he made 
of this responsible task against increasing odds. He stuck to 
his job until a few days before his death. John, as he was 
affectionately known to all colleagues from the most senior to 
the most junior, never made any claim to academic brilliance. 
But this was more than offset by a fund of common sense, of 
human understanding, and an ever-growing clinical intuition. 
His judgment was respected by all. His was a strong character 
which enabled him in all circumstances to speak his mind, and 
was shown perhaps best in his great qualities of leadership. In 
both war and peace he earned the respect, loyalty, and friend- 
ship of all those who served under him. He was blessed with 
a great sense of humour, and he loved gaiety. These latter 
qualities were showm in a most successful series of amateur 
revues which he produced and took part in during his earlier 
days. He also enjoyed his sport, being a keen horseman and 
playing for his hospital at rugger. Those who knew him will 
feet the world a poorer place for his departure. He leaves a 
widow.— L. C. B. 

Dr. S. Curwen writes : I shall always remember John Raban 
for his great quality of trying to make life as easy as possible 
for others. A more selfish man could well have preserved 
himself, but John, with that apologetic way of his, was always 
so anxious to pull his full weight that he wore himself out. 

Dr. Kenrick Stanton Wise, whose death^ was announced 
over a year ago, was Surgeon-General in British Guiana from 
1914 to 1919, and in Trinidad and Tobago from 1919 to 1936. 

A former colleague of his. Dr. J. E. A, Boucand, writes; 
Dr. Wise arrived in Trinidad just in time to introduce funda- 
mental changes aimed at improving the efficiency' of the health 
services. His was the task of putting into effect the Public 
Health Ordinance of 1915. Also in 1919 he was appointed 
chairman of a local committee to inquire into the organization 
of the medical service. The main recommendations of this 
committee provided for increases in personnel and in the 


,, Biuitsn 


salaries of medical officers and nurses. As a result of furti;., 
requests .for an improved service, in 1932 another commiitt- 
with Dr. Wise as chairman was appointed. The report of ihh 
committee showed evidence of a very searching inquiry- and 
contained recommendations affecting all branches of the healih 
service. Dr. Wise resigned from the Service in 1936, and was 
therefore unable to witness the implementation of these recom- 
mendations. During his long term of office lepers were trans- 
ferred from the mainland to a settlement on an island 
Chacachacare, where the inmates benefited from the most 
modern advances in (he treatment of leprosy, and their lift 
was made generally more agreeable. The domiciliary treat- 
ment of non-infectious cases was encouraged. Dr. Wise was 
responsible for the setting up of a new “ House of Refuse, " 
a modern institution for the treatment and care of the a'ced 
and destitute. He urged with success the provision of facilities 
for postgraduate study, improved the training of nurses, and 
stressed the need for residential accommodation for nurses. He 
made great efforts to have a sanatorium established, and formu- 
lated the first plans for renovating and extending the Colonial 
Hospital, Port of Spain, and for rebuilding the Coioniai Hospiia! 
at San Fernando.. He introduced the ear, nose, and ihroa! 
clinic, the eye clinic, the dental clinic, and a venereal diseaso 
clinic, and was a strong advocate of the medical inspection of 
schools and of intensification of antimalarial work. He was 
an able pathologist and bom administrator, realistic in his out- 
look. He was a quiet thinker, with a ready grasp of the most 
difficult problem. He did much for the West Indian doctors 
and nurses, but failed in his endeavour to establish a school of 
dispensing in Trinidad. A man of decision, with a great respect 
for the opinion of others, he had a fine understanding of human 
nature, and was able to assess at their true values the officers 
in his department. Dr. Wise lived a quiet life in the Colony, 
retreating every week-end to his country seat at Mornc Bleu, 
He spent his leisure moments in the study of history, and was 
the founder of the Trinidad Historical Society and its first 
president. His ability and public service wdre recognized by 
his appointment to the Executive Council of the Colony. Great 
regret and sorrow were felt when news of his death in London 
belatedly reached the Colony he served so well and where he 
left so many lasting memories. 


Medico- Legal 


OVERDOSE OF NITROUS OXIDE 
[From Our Medico-Legal CoRRESPO^mENr] 

A married woman of 38 underwent a minor ;operation on a 
septic thumb at the Adelaide Hospital, Dublin, under nitrous 
oxide and oxygen anaesthesia. The oxygen cylinderwas empty, 
and the student nurse who was assisting was sent for another. 
She brought from the rack outside the door of the theatre a 
cylinder which contained, not oxy-gen, but nitrous oxide. Aft« 
a few minutes the woman house-surgeon who gave the anaes- 
thetic noticed that the patient was slightly blue and turned on 
the cylinder which she knew to contain nitrous oxide, but left 
turned on the new one, which she in error thought to contain 
oxygen. It was then discovered that this, too, \vas_ a nitrous- 
oxide cylinder. The mask was removed and artificial respua' 
tion was continued for two hours, but the patient did not 
recover consciousness. An account of the inquest' on May a* 
appeared in this section of the Journal. , 

The prosecuting authorities summoned the house-surgeon 
before the Dublin District Court on a charge of manslaiignter. 
The student nurse said iti evidence that she had been in (ram 
ing for two years but had never previously assisted in the minor 
operating theatre when a general anaesthetic was being adminis- 
tered. There was no qualified nurse in the theatre at the tim«- 
She did not then know of the distinguishing marks on oo 
types of cylinders. She had thought that the cylinders m t ■- 
rack, about four, were all oxygen cylinders, and had not loo e 

Medical Journal August 27, p. 490. 

2 Irish Tlmrs, September 2, 6, 9, and 20. 
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•t! ihc one she brought into the theatre. A statement made by 
the house-surgeon showed that she thought the cylinder brought 
by the nurse contained oxygen, but she did not check it. Other 
c\idence showed that oxygen cylinders used in the minor 
theatre nere black with a while top and were stencilled “ O, ” 
on the neck. Nitrous-oxide cylinders were plain black with a 
green label bearing the words “ nitrous oxide,” and both the 
cylinders in the machine had such a label, though they were 
not produced in court. Labels and paint were not alwaj’s in 
good condition, but the manufacturers repainted the cylinders 
at least every two years, and often much more frequently. Each 
Ij'pe had a differently coloured label and a different serial 
number. The fittings and valves ' were identical ; in the 
appliance used in the present case the cylinders were clamped 
and not screwed into position. 

Giving judgment. District Justice Mangan refused to commit 
the doctor for trial. He found that there had been a default 
by the doctor, but that the State had not proved that the death 
had been due to that default. The patient’s recent confinement 
might, as the medical evidence had suggested, have had the 
effect of raising her blood pressure under the anaesthetic and 
of leading to a cerebral haemorrhage. The State had not 
brought evidence of the cause of death, nor even shown that 
a necropsy had been performed. 

Comment 

The very full reports in the Irish press do not give any 
answer to the question why the prosecuting authorities saw 
fit to arraign this young doctor on a charge of manslaughter. 
The te.xtbooks shoiv that a much greater degree of negli- 
gence is necessary to support a criminal charge than to 
justify an award of damages in a civil action. The conduct 
must show such disregard for the life and safety of another 
as to amount to a crime and deserve punishment. There 
is no indication in the report that the Slate adduced any 
evidence of negligence beyond the mere fact that the accident 
had occurred, nor was the degree of negligence material to the 
judgment of acquittal. The prosecutor's omission to lay the 
groundwork of the case was sufficient to secure that fortunate 
result. But it is a melancholy reflection that such accidents 
can still happen after all the fatalities that have already been 
due to this cause and all the work that the Association of 
Anaesthetists, the Medical Defence Union, and other bodies 
have done to prevent them. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 
A course of lectures, primarily intended for general practitioners, 
began on October 12, when Dr. A. M. McFarlan spoke on " Prevent- 
ing Epidemics: the Doctor's Role.” Further lectures in the series, 
which has been arranged by Professor A. Leslie Banks, Professor 
of Humoin Ecology in the Vniversity, will be given on the second 
Wednesday of each month from Novem^r, 1949, to July, 1950, at 
2-30 pm., at Addenbrooke’s Hospital, Cambridge. Details will be 
published in the " Societies and Lectures ” column of the Journal. 

UNIVERSITY OF DOTHAM 

Dr. Arthur Hughes will deh'ver the sixth Rutherford Morison 
Lecture on “ The Study of the Living Cell " at the Royal Victoria 
Infirmary, Newcastle-upon-Tyne, on Thursday, November 17, at 
5.15 p.m. 

XWTVERSITY OF LONDON 

Erwin Stengel, M.D., has been appointed to the University Reader- 
ship in Psychiatry tenable at the Institute of Psjehiatry, from 
October 1. 

UNIVERSITY OF WALES 

The following candidates for the degrees of M.B., B.Ch. at the 
Welsh National School of Medicine have satisfied the examiners at 
the examination indicated: 

Hygiene. — ^A. G. Alexander, D. F. Brown, Josephine J. Candy, 

D. E. Copas, B. M. Davies, Hid M. L. Davies, S. I. Davies, J. M. S. 
Dixon, J. L. A. TDowse, D. R. T. Evans, J. Evans, B. M. Frost Smith, 
B. J. Fudge, S. G. Gang, Nansi G. Gwynne, A. R. Harris, A. J. 
Hooper, Dilwyn T. Jones, Mary E. V. Jones, J. Magell, T. M. 


Morgan, W. B. Morgan, E. D. Morris, T. L. Morris, G. J. Moses. 
Margaret Pugh, Dilys Rees. T. A. 1. Rees, T. B. Stephens, A. P. 
Thomas, Margaret E. Thomas, Margaret H. J. Thomas, Anne G. 
Tighc. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 
At a quarterly meering of the Council of the College, held on 
October 13, with the President, Sir Cecil Wakeley, in the chair, a 
resolution of condolence was passed on the death of Mr. Robert 
Milne, a past-member of the Court of Examiners. 

It was reported that Professor R. V. Bradlaw would deliver the 
first Webb-Johnson Lecture and that Dr. John Gillies would be 
the Joseph Clover Lecturer for 1950. 

A Diploma of Fellowship was granted to E. J. P, Dennehy. 
Diplomas of Membership were granted to R. T. Hughes and 
O. L. Thomas. 

Other diplomas were granted as follows: 

Fellowship in Dental Surgery.— S. Wilson Charles, R. Fair- 
hurst, G. W. Cathergood, A. R. Thompson, W. F. Collyer, K. P. 
Liddclow, A. T. Marston, J. W. E. Snawdon, A. M. Norsnell. 

Fellowship of the Faculty of A.vaesthetists. — N. Macdonald, 
T. Macdonald, R, A. Hingson (Baltimore, U.SA..), Harry Daly 
(Sydney, New South Wales). 

Diplomas in Tropical Medirine and Hygiene, in Ophthalmic 
Medicine and Surgery, in Industrial Health, in Child Health, and in 
Physical Medicine were granted jointly with the Royal College of 
Physicians of London to the following successful candidates: 

Diploma is Tropical Medicine a-nd Hygiene. — M. el H. Abu 
Bakr, I. F. Bache, D. N. Banerjee, D. Banerjee, P. H. Birks, 
S. M. H. Bokhari, S. Chen, Gladys Connor, J. M, Daniel, K. K. 
Datey, M. M. Desai, J. C. Dutta, H. El Hakim, S. Faziullah, A. C. 
Franks. F. C. Harris, J. M. Karim Rehmany, P. W. Kent, S. M. A. 
Khadri, H. K. Kong, W. S. Kulesza, D. Lawrence, T. Lee, W. S. M. 
Ling, I. A. McGregor, D. S. McLaren, H. G. McQuade, K. R. 
Mahajan, A. H. Marsh, A. N. I. Meneces, Deirdre Moore, J. M. 
Mungasan, C. K. Newman, Gwynfryn A. Owen, W. R. Rochester, 
A. M. A. Shamy, A. Singh, R. P. Sinha, I. M. S. Stewart, D. E. 
Thompson, I. G. Thomson, F. G. Williams. 

Diploma in Ophthalmic Medicine and Surgery. — M, hf. Ahmad. 
A. A. AI-Hassany, P. E. Anderson, E. L. Arnold, P. W, Arundell. 

L. G. Bell, A. Bhattacharya, L. S, Bhavc, B. J, Campbell, F. W. 
Campbell, R. L. Dudhia, G. Forrester, E. Gartsidc, C. Goldin, J. S. 
Gourlay, H. J. Harcourt, M. hf. Hasan, R. J. A. Heron, R. Nf. 
Hewal, K. A. Jabbar. D. B. Jagger, Ruby E. Joseph, W. F. Kinnear. 
K. Lahiri, S. T. Lcong, F.-M. Li, Ethel M. J. Loudon, J. D. 
McConn, D. G. S. MaePherson, W. G. Merriman. S. S. F. Munro. 
A. H. O'Malley, R. E. O’Neal, J. V. O'Sullivan. V. Raghavachar, 
S. R. Robson, S. V. Rush, A. N. Sabfaagh, O. W. Salfceld, A. C. 
Sandston, J. iv. R. Sarkies, A. G. Shane, B. S. Sher, G. F. G. 
Siggins, P. Sivasubramaniam, Marjory B. Snodgrass, M. J. Squires. 
A. Siafford Steen, A. V. Stevens, K. Vythilingham, A. G. Zalzala. 

Diploma in I.ndustrial Health. — ^L. Banerji, J. J. A. Blakely, C. 
Crowley, J. J. Das, C. D. Edwards, P. J. Feeny, C. J. Goedvolk. 
J. Gregory, G. G. Mathews, P. A. B. Raffle, S. K. Raychaudhuri, 
J. B. L. Tombleson, R. N. E. Watt. 

Diploma i.n Child Health. — C. Abraham. Patience C. Agate. 
Edith M. M. Alexander, S. U.-D. hf. Anabtawi, N. P. Bector, N. R. 
Butler, W. L. Calnan, J. D. Chalmers, B. E. Cohen, V. B. B. Conag- 
len, E. G. Cook, Rosemary I. Cook, Jessica B. Core, Flora C. Cowan, 
J. O. Craig, B. N. Das Gupta, Gw-endoline A. M. Donald, W, Edgar. 
G. V. Feldman, P. M. S. Fischer, Joan Frankton, Pairida Frodsham, 
W. M. Fyfe, J. Af. Game, Dora Green, L. Haas, D. C. Henchman. 
Elisabeth C. W. James, K. E. Jefferson, Barbara Jennings, A. Jervis, 
A. C. Kendall, Sibyl D. Kiani, G. V. Kinariwala, Grace R. B. 
Kumarakulasinghe, B. Lake, N. H. Low, R. McDonald, Elizabe^ M. 
Mackie, R. L. Maepherson, Afary R. Menzies, E. H. Minors, 

E. H. Alirando, Af. Alirchandani, Jean Afitchell, Cecil Af. Moore, 
Janet H. Afountford, D. N. Mukherjee, Annie M. Peach, I. C. 
Peebles, A. F. S. Perera, Afaeve Powell, Phyllis Rashbass, Helena 

M. Reckless. R. V. Rele, Stella Af. Ring, E. G. G. Roberts, Marion 
C, Robinson, A. A. W. Roe. Sheila MacL. Ross. C. M. H. Rotman. 
R. D. Rowe, R. C. Roxburgh, M. H. Russell, T. R. Savage, 
Isabel B. Schooling, N. L. Sharma, Margot Shiner, Joan E. T. 
Spong, J. Steven, A. F. H. Stewart, Victoria W. Symonds, J. J. 
Tillie, W. AI. L. Turner, B. P. Webber, O. H. Wolff, S. Wolff. 

F. B. AI. Woodhouse. 

Diploma in Physical Medicine. — A. R. Brown. W. A. Fell. 
R. Harris, Ursula E. K. Leitner, A. T. Richardson, B. Sbarison. 

G. R. M. Smeliffe, J. AI. Titcombe, N. M. Vallely. 

The following hosiiitals were recognized under the Fellowship 
regulations in respect of the resident surgical post required of 
candidates for the Final Fellowship examination ; Amersham General 
Hospital (resident surgical officer and house-surgeon) ; Stepping Hill 
Hospital, Stockjxiit (resident surgical officer and resident assistant 
surgical officer). 
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INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital Statistics 
m the British Isles during the week ended October 1. ^o. 39 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (adminisiratiye county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each Infectious disease 
are fori (a) The 126 great towns in England and Wales (including London) 
(b) London (administrative county), (c) The 16 principal toiras in Scotland! 
(d) The 13 principal towns in Eire, (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available . 


Disease 


1949 


] 

1948 (Corresponding Week) 












(a) 

(b) 

(c) 

(d) 

(e) 

(a) 

(b) 

(0 

(d) 

(e) 

Cerebrospina) fever 

25 

3 

14 

I 



28 

2 

26 

2 

2 

Deatlis 


1 





3 




Diphtheria 

76 

8 

21 

2 

7 

114 

15 

55 

10 

2 

Deaths 

1 



— 

— 

— 

1 

*— 

— 

— 


Dysentery 

163, 

24 

68 

1 

6 

58 

12 

59 

1 


Deaths 




— 

— 




— 


Encephalitis lethargica. 











acute 

J 

— 

— 


— 

1 


_ 

— 1 

— . 

Deaths 


1 





— 




Erysipelas 



22 

3 

2 



26 

12 

7 

Deaths 







— 




Infective enteritis or diar* 




120 







rhoea under 2 years 








57 


Deaths 

34 

3 

8 

7 

6 

29 

3 

5 

3 

2 

Measles' 

760 

40 

27 

51 

45 

3,546 

94 

67 

45 

71 

Deathst 



— 

— 

— 



— 


Ophthalmia neonatorum 
Deaths 

39 

5 

6 

— 


65 

6 

20 

1 

ir 

Paratyphoid fever 

24 

1 

1(A) 

3(B) 

1(B) 

6 

— 

2(B) 

3(B) 

2(B) 

1 


10(B) 








Deaths 

— 

— 

•**“ 

— 

— 

— * 


i 

— 

Pneumonia, influenzal , . 

313 

16 

I 

3 

2 

402 

22 

2 

i 1 

— 

Deaths (from influ- 





1 






enza)t 

4 

— 

. — 


s 

— 



I 

: ^ 

Pneumonia, primary . . 

94 

1 15 

i 139 

15 


150 

21 

171 

26 


Deaths 

i 

, 5 

, 7 


6 

i ^ 

Polio-encephalitis, acute 

26 

— 

1 



5 

2 



\ 

Deaths 



1 


i 




j . 


Poliomyelitis, acute 

331 

44 

7 

— 

1 

83 

7 

6 

1 

1 

DeathsI 

23 

4 




2 

i ‘ 




PaerperaJ fever . . , . 


1 

8, 




1 — 

13 


— 

Deaths 


' ' 

1 

1 







Puerperal pyrexiall 

104 

8 

7 


5 

97 

5, 

10 

2 

— 

Deaths 











Relapsing fever 







— 

— ^ 





Deaths , . 











Scarlet fever 

1,305 

112 

204 

96 

104 

1,234 

79 

249 

126 

51 

Deathst 


~ 

— 

: 



— 

— 

— 

Smallpox 






— 

— 


— 


Deaths 





- — ! 




— 


Typhoid fever . . 

12 

4 

1 

2 

— 

40 

1 

— 

2 


Deatl« 

— 

— 

— 

— 

— 

1 

— 


— 

— 

Typhus fever 


— 

— 



— 

— 

— 

— 

— ' 


Deaths 




— 





— 


Whooping-cough* 

956 

43 

52 

66 

65 

0 

157 

69 

44 

I 

24 

1 

Deaths 

2 

! — 

1 

1 

2 

! 5 


— 

Deaths (0-1 year) 

j 23C 

( 27 

' 41 

27 

16 

255 

40 

39 

19 

14 

Deaths (excluding still- 
births) 

3,97: 

■ 603 

i 524 

, 166 

107 

4,239 

663 

527 

168 

109 

Annual death rate (per 



i 10-3 




10-6 

10-5 


1.000 persons living) 



10-5 





Live births 

7.738!1213 

1 89S 

1 347 

236 

8,066 

1269 

979 

473 

242 

Annual rate per 1,000 








19-8 

29-6 


persons living 



18C 

1 21-5 





Stillbirths 

j 18' 

ij 2: 

i 2C 

1 


189 

t 22 

; 36 



Rate per 1.000 total 


1 









births (including 

stillborn) . . 

1 

1 

2 : 





35 




• Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. . „ . . j , i j 

t Deaths from measles and scarlet fever for England and V) ales, London 

(.ndminUtratisc county), will no longer be published. , , ^ 

t Includes primary form for England and Wales, London (adtrunistrativc 

county), and Ncrthem Ireland. x- i j 

§ The number of deaths from poliomyelitis and poho-enccphalitis for England 
and Wales. London (administrative county), are combing. 

( Includes puerperal fever for England and Wales and Eire- 


EPIDEMIOLOGICAL NOTES 

Poliomyelitis ' - 

Notifications in England and Wales for the week ended Oclober 
8 were; poliomyelitis 340 (331), polio-encephalitis 34 (26) The 
fibres for the previous week are shown in . parentheses. The 
high prevalence this year is being prolonged beyond the usual 
time. 

The following counties reported multiple cases (polio- 
myelitis and polio-encephalitis together): London 52 (44), Bed- 
ford 5 (5), Berkshire 6 (5), Buckingham 2 (2), Cambridge’s (0) 
Chester 5 (4), Cornwall 2 (8), Devon 3 (1), Dorset 7 (5), Durham 
2 (3), Essex 31 (26), Gloucester 23 (17), Hertford 4 (12), Kern 
26 (19), Lancaster 24 (41), Leicester 4 (2), Lincolnshire, Lindsev 
6 (8), Middlesex 30 (18), Norfolk 4 '(4L Northampton 4 ( 4 ), 
Northumberland 6 (0), Nottingham 8 (9), Salop 2 (0), Somerset 
6 (6), Southampton 4 (7), Suffolk East 4 (2), Surrey 9 (9), 
Sussex East 2 (5), Wanvick 19 (13), Westmorland 2 (0), 'Wiltshire 
4 (8), Yorks East Riding 2 (3), Yorks North Riding 3 (2), Yorls 
West Riding 50 (38), Glamorgan 7 (6). 

Discussion of Table 

In England and Wales there were increases in the notifications 
of scarlet fever 208, measles 121, acute pneumonia 87, dysenters 
85, and poliomyelitis 63. The only decreases were in the 
incidence of whooping-cough 105 and diphtheria 16. 

The largest increase in the incidence of scarlet fever was 41 
in Lancashire. A small increase in the notifications of measles 
was recorded in most areas ; in the north-western couotie.s, 
however, a fall of 27 was reported. 

The largest falls in the notifications of whooping-cough were 
Warwickshire 39, Yorkshire West Riding 37, and Lancashire 31. 
A rise was recorded in the incidence of pneumonia in every 
region except in the south-eastern and south-western counties. 

The large rise' in the incidence of dysentery was contributed 
by Lancashire, where 102 cases were notified (Ince in Maker- 
field U.D. 53, Liverpool C.B. 15, Abram U.D. 10). In London 
the notifications of dysentery rose from 16 to 24 (Hampstead 
18). There was a large incidence of food-poisoning in Lanca- 
shire 270 (Liverpool C.B. 257); London 92 (St, Marylebone 
67); and Essex 55 (Southend-on-Sea C.B. 20). 

In Scotland increases were recorded in the notifications of 
scarlet fever 39 and of acute primary pneumonia 21. The rise 
in the incidence of scarlet fever occurred in the eastern and 
western areas. A decrease of 10 in the notifications of dysentery 
was recorded in Glasgow. An outbreak of paratyphoid B 
affecting 9 persons was notified in Lanark county. 

In Eire there were increases in the notificatioBS of scarlet 
fever 23, whooping-cough 23, and measles 26, with a decrease 
of 16 in the incidence of diarrhoea and enteritis. The. rise in 
the notifications of measles was due to an outbreak of 24 cases 
in Waterford C.B. 

In Northern Ireland an increased incidence was reported for 
whooping-cough 31, scarlet fever 9, and measles 15. The 
largest increases were: whooping-cough, Belfast C.B. 20; 
measles, Co. Down 20 ; scarlet fever, Belfast C.B. 9. 

German Statistics 

The Monthly Statistical Bulletin of the Control Commissioii 
for Germany (British Element) is to be discontinued in its 
present form. The last issue was that for July, which has just 
been published. Most of its contents will be continued m 
Wirtschafl and Statistik (published by Kohlhamtner Verlag. 
Stuttgart. The articles and reports will be in German 
only, but a glossary will be appended giving translations mtn 
English of table headings, important footnotes, and explanation? 

DiphUieria in Scotland 

According to an analysis in the October Health Bulleiin 
issued by the Department of Health for Scotland, confirme 
cases of diphtheria in 1948 numbered 723, and of the« -- 
occurred in persons who had not been immunized. Dsni 
in Scotland in 1948 totalled 31, which corresponds to less Ina 
6% of the deaths in 1941. Of the 31 fatal cases, 29 vC' 
children who had never been immunized, one was an aduU '' 
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When glycogen-laden epithelial cells and Doderlein’s bacilli are 
absent, the pH rises, and pus cells. Trichomonas vaginalis and 
pathogenic gram-negative bacteria appear. 

Acetarsol Vaginal 

Compound FLAVAZOLE Boots 
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conditions favouring the growth of Ddderlein’s bacilli, acetarsol, 
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exudative dermatoses 

Many chronic dermatoses not responding to 
other methods of treatment over considerable 
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is an immediate reduction in irritation and clinical 
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h.id not been immunized, and only one was a child who had 
been immunized. Half of the children of pre-school age and 
almost three-quarters of the school-children had been protected 
by I94S. A decrease in the number of immunizations was 
recorded in the second half of 194S. the number of inoculations 
being 3S.639, compared with 73.761 in the first half-year and 
46.242 in the second half of 1947. 


recognized and appreciated by the responsible majority of 
motorists, but more needed to be done by way of propaganda 
and public relations. He was astonished that in the case of 
fatal road accidents the Ministry of Transport did not adopt 
the same procedure as the Ministry of Labour, which sends 
one of its factory inspectors to attend the coroner's inquest 
when there has been a fatal industrial accident. It might be 


Week Ending October 8 

Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,624, whooping-cough 
90S, diphtheria S4, measles 926. acute pneumonia 312, cerebro- 
spinal fever 37. acute pol omyelitis 340, acute polio-encephalitis 
34, dysentery 290, paratyphoid fever 18, typhoid fever IS. food- 
poisoning 121. 


Medical News 


The R.C.O.G. Dinner 

Princess Elizabeth and the Duke of Edinburgh were the 
principal guests at the dinner of the Royal College of 
Obstetricians and Gynaecologists held at the Dorchester on 
October 12, when the president. Sir William Gilliati. was in 
the chair. In proposing the toast of the College, the Duke of 
Edinburgh said he was doing this on behalf of his wife as well 
as on behalf of himself. The College, he said, had been largely 
instrumental in reducing infantile and maternal mortality. It 
was, he said, the first to be "a Commonwealth college.” He 
congratulated the president. JSir William Gilliatt, on looking 
after its affairs for the last three years: " If he has looked after 
them in the same capable way that he has looked after my 
affairs I am not surprised your College has flourished.” In 
response Sir William Gilliatt voiced what was in the mind of 
everyone in saying that they were proud and delighted that their 
Royal Highnesses had graced them with their presence. He 
hoped they felt that the College had made a significant contri- 
bution to the community in looking after the welfare of mothers 
and infants. His fervent hope was that the College would 
press for the continuous improvement in medical practice of 
all kinds. Sir William then thanked the officers and all those 
on the council and committees for their good work. In greet- 
ing Professor Hilda Lloyd as his successor he observed that 
they were the first Royal College to elect a woman as president 
Mr. J. A. Stallworthy in a highly felicitous speech proposed the 
health of the guests. Sir Bennett Hance and Mr. Geoffrey 
Keynes suitably replied. 

Postgraduate Travelling Fellowships 

The British Postgraduate Medical Federation {University 
of London) is offering a limited number of travelling fellow- 
ships. tenable fbr one year, to registered medical practitioners 
who are training as specialists in one of the preclinical or 
clinical branches of medicine or sur^ry at one of the medical 
schools or teaching hospitals of the University of London. 
Further information about these fellowships will be found in 
the advertisement columns at p. 34. 


necessary to make tests for driving licences more stringent. 
That would mean a sacrifice of freedom. Most people who 
thought clearly about the problem had recognized the point, 
but it meant an enormous change of attitude and outlook. 

History of War 

The lines on which the official medical histories of the last 
war are being prepared were described in the Medical Journal 
of Australia of June 18 (p. 818) by Mr. W. F. ,\IelIor, secretary 
of the United Kingdom Official Medical History of the War. 
In Britain as early as March, 1941, an editorial board was set 
up under the chairmanship of the Rt. Hon. R. A. Butler, M.P., 
then President of the Board of Education, with Sir Arthur 
MacNally as Editor-in-Chief. The board first met in July 
of the same year. Subsequently Sir Cyril Flower. Deputy 
Keeper of the Public Records, succeeded to the chair of the 
board. Similar work was started in the Commonwealth and 
the U.S.A. The medical history will be divided into three 
main sections: fl) Evolution and development of the admin- 
istrative services to meet war conditions ; 12) the medical aspects 
of the campaigns ; and (3) the advances in clinical medicine 
and surgery. There will also be sections on medical research 
and statistics. A number of the histories were already in 
preparation when the war ended in 1945. A conference of 
Commonwealth medical historians to study the possibilities of 
collaboration was therefore held in London in January. 1946, 
and as a result a liaison committee was estabPshed. This 
committee last met at Canberra on October 3-8 and discussed 
in particular the campaign in the Near and Far East, as well 
as the progress made in those theatres in the prevention and 
treatment of tropical diseases. 

Memorial to Dr. John Snow 

A tablet commemorating Dr. John Snow's residence at IS, 
Sackville Street. London. W.l, was affixed to this house on 
October 18. The tablet is inscribed “John Snow (I8I3-18J8), 
physician and specialist anaesthetist, who discovered that 
cholera is water-borne, lived here.” It was John Snow who 
administered chloroform to H.M. Queen Victoria on April 7, 
1853. at the birth of the Prince Leopold. His work on cholera 
overshadowed his fame as a pioneer anaesthetist 

Exploring Nonvay 

The British Schools Exploring Society is arranging an e.xpedi- 
tion to Northern Nonvay from August 2 to September 15. 1950. 
and invites applications for the posts of honorary physician 
and honorary surgeon. The cost to each member of the party 
will be £110. plus £12 for personal equipment. Applicants 
should write as soon as possible to the assistant secretary of 
the society, c/o Royal Empire Society, Northumberland Avenue, 
London, W.C.2, suggesting a day when they could come to 
London for an interview. 


Chelsea Clinical Society 

The first dinner meeting of the fifty-third session was held on 
October 1 1 at the South Kensington Hotel, with the president. 
Dr. Maurice Bewley. in the chair. An interesting discussion on 
hormones was opened by Dr. P. M. F. Bishop and continued 
by Dr. Raymond Greene. 

Road Accidents 

Discussing physical disabilities and alcoholism in relation 
to road accidents at the Congress of the Royal Society for the 
Prevention of Accidents on October 5, Dr. I. A. Gorsky said 
that the field was comparatively unexplored. There was an 
urgent need for further investigation into the problems of visual 
defects and accident proneness as causative factors in road 
accidents. The danger of alcohol to drivers was becoming 


Princess Tsahai Memorial Hospital 

A bazaar will be held at the Kingsway Hall. London, VV,C.2, 
on December 1 from 3 p.m. to 7 p.m. and on December 2 
from II a.m. in aid of the Princess "Tsahai Memorial Hospital. 
Funds are still urgently needed to complete the hospital, and 
cheques and postal orders will be gratefully received by the 
honorary treasurers. Lord Horder and Lord .Amulree, c/o 
Messrs. Gould and Prideaux, 88, Bishopsgate. London, E.CX 
Gifts for the bazaar and offers to help should be sent to the 
honorary secretary. Miss E. Sylvia Pankhurst, 3, Charteris 
Road, Woodford, Essex. 

Carnegie United Kingdom Trust 

Mr. J. Murray Black, surgeon to Dunfermline and West Fife 
Hospital, was elected a life trustee of the Carnegie United 
Kingdom Trust in March this year. 
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Milii; Foods 

Proprietary infant milk foods and National Dried Milk are 
now available as an alternative to liquid milk for children 
up to 2 years of age instead of I year. Anyone wanting 
to obtain permission to buy these preparations for a child 
between the ages of 1 and 2 should take or send the child’s 
ration book to the local food office. 

COMING EVENTS 

Honynian Gillespie Lectures 

A series of Honyman Gillespie Lectures has been arranged 
in association with the Edinburgh postgraduate courses to take 
place during the autumn term in the anatomy theatre. Univer- 
sity New Buildings, Teviot Place, Edinburgh, on Thursdays, 
at 5 p.m. The first lecture on “ Regional Ileitis ” was delivered 
by Mr. James S. Jeffrey on October 20. and the series will end 
on December 1. Details will be published under “Societies 
and Lectures ” in the Journal week by week. The lectures art- 
open to all graduates and senior students. 

Torquay Medical Society 

The following lectures will be given at the meetings of the 
Torquay and District Medical Society at Torbay Hospital ; 
“Common Gynaecological Lesions and their Diagnosis,” by 
Mr. H. J. Drew Smythe, October 27 at 8.30 p.m. ; “Headache,” 
by Dr. Anthony Feiiing, November 24 at 8.30 p.m. ; “ The 
Coroner and the Modern Medical Profession,” by Mr. Bentley 
Purchase, January 12, 1950, at 8.30 p.m. ; “ Modern Canical 
Endocrinology,” by Dr. S. L. Simpson, February 9, 1950, at 
8.30 p.m. ; “ Some Recent Advances in Paediatrics ” by 
Dr. Wilfred Sheldon, March 9, 1950, at 8.30 p.m. ; and “Dis- 
eases of the Rectum and Anus and their Treatment,” by Mr. R. 
Marnham, March 23, 1950, at 8.30 p.m. 

University College Hospital Medical School 

The annual dinner of past and present students (men and 
women) of University College Hospital Medical School will 
be held at Savoy Hotel, Strand, W.C., on Friday, October 28. 
at 7.30 for 8 p.m., when the chair will be taken by Mr. John 
B. Hunter. Applications for tickets (£1 7s. 6d. each), accom- 
panied by remittance, should be made to the dinner secretai^. 
University College Hospital Medical School, University Street. 
London. W.C.l. On Thursday and Friday, October 27 and 28. 
there will be lectures and demonstrations for old students at 
the medical school from 10.30 a.m. to 5 p.rn.. and on Friday, 
October 28. at 5 p.m. the annual general meeting of the Old 
Students' Club will the Medical Society’s rooms in 

the Medical School. 

Royal Dental Hospital of Lone! sn 

A dinner of past and preser it* students of the Royal Dental 
Hospital of London will be hiild at the Savoy Hotel, London, 
W.C., on Saturday. October r 29, at 7 for 7.30 p.m.. when 
Professor E. C. Sprawson vJiU preside. The annual clinical 
■' At Home ” will be held at ‘the hospital, 32. Leicester Square, 
W.C., at 3 p.m. the same driy, when cases of clinical interest 
illustrating the scope of iht- work undertaken by the hospital 
will be shovsn and the varioiW departments of the hospital and 
school will he open for inspiection. At 12.30 p.m. Dr. Lilian 
Lindsay will formally open t!he Stobie Memorial Library. 

Organic Ncnoiis Disease ^ 

The Committee on the YiVelfare of the Disabled of the 
Scottish Council of Socia.l Service has arranged for a 
conference to be held onl “The Disability of Organic 
Nervous Disease ” at the \ Lesser City Hall, Perth, on 
November 4-5 There wiUf he delegates representing the 
education, health, and welfal^ committees of local authori- 
ties and of volun'ary organ%®*'ons. The speakers include 
Dr. G. W. Ireland, on •• the ^Problems of Nervous Disease 
from the Point of View of a Geitfral Practitioner”: Dr. ^°hn B. 
Gaylor, on “ The Nature of EpiK^y.” • Pf- I- Romanes 
son, on ” The Function of the tUP'leptic Colony ’’ : tttid Mr. 
Joseph Schorstein. on “ Head Further information 

may be obtained from the Scottish jjguticif of Social Service, 
10. Alva Street, Edinburgh. 


Butnsj) 

MmiCAL lomcst i. 

Lighting in Hospitals 

A paper on “ Specialized and General Lighting in Hospitals’' 
by Mr. M. W. Pierce and Mr. D. J. Reed will be read at a 
meeting of the Illuminating Engineering Society on November 8 
at 6 p.m. The meeting starts at 5.15 p.m. and will be held at 
the Lighting Service Bureau, 2, Savoy Hill, London, \V.C,2. 
Particulars may be obtained from the society at 32, Victoria 
Street, London, S.W.l. 


SOCIETIES AND LECTURES 

Friday 

British Institute of Raoiology. — At Reid-Knox Hall, 32, Welbecl, 

• Street, London, W„ October 21, 5 p.m.. Meeting of medical 
members; 6.30 p.m., " Slanciardization of Rndioaclive Isoiopa," 
Speakers: L. H. Gray, Ph.D., J. L. Putman, M.A., and W, K, 
Sinclair, M.Sc. 

Maioa Vale Hospital for Nervous Diseases Medical School 
Maida Vale, London, W. — October 21, 5 p.m., clinical demonstra- 
tion by Dr. A. Feiiing. 

Medical Women's Fedf.ration. — At City^Hall, Cardiff, October’!, 
3 p.m., annual general meeting; 8.30 p.rh., at National Museum ol 
Wales, reception by Cardiff Division of B.M.A. 

Middlesex County Medical Society. — At Hillingdon Hospital 
Uxbridge, October 21, 3 p.m., demonstration of 'radiographs and 
pathological specimens: 3 15 p.m., business meeting, followed b) 
paper on “ Respiratory Patterns during Surgery and Anaesthesia." 
by Dr. H. J. V, Morion ; 5 p.m,, “ Diagnosis in Cases ol Jaundice.'' 
by Dr. A. R. Harrison. A discussion will follow each paper. 


Monday 

Medical Society of LofsoON, U. Chandos Street, Cavendish Scpia’.c 
London, W. — October 24. 8.30 p.m.. Discussion ; " Deafness," to 
be introduced by Messrs. T. E. Cawthorne and I. G. Robin. 
University College, Gower Street. London, VV.C. — October 24. 
4,45 p.m,. " Technique and Applications of Tissue Cidlure," bi 
Dr. Charity Waymouth. 


Tuesday 

Barrow and Furness Clinical Society.— At Orthopaedic Clinic. 
North Lonsdale Hospital, October 25, 8 p.m., first meeting of 
season. 

Bristol University. — At Large Physics Lecture Theatre (Royal 
Fort), October 25. 8.15 p.m., "The Use of Tracer Elements hi 
Biology and Medicine," 38th Long Fox Memorial Lecture d> 
Professor J. E. Harris, 

Edinburgh Postgraduate Board for Medicine. — At Universii} 
New Buildings (Anatomy Lecture Theatre), Edinburgh, October 2). 
5 p.m., " New Orientations in Epilepsy," by Dr. Denis 3. 
Williams. 

Eugenics Society. — At 26. Portland Place, London, 'W-, October 25. 
5 p.m., “ Intelligence and Fertility: An Investigation of ScolUsn 
Children," by Sir Godfrey Thomson, D.C.L., Ph.D., D.Sc. Ail 
interested are invited to attend. 

Institute of Dermatology. 5, Lisle Street. Leicester Square. 
London, W.C. — October 25, 5 p.m,, “ Histopathology of the Skin, 
by Dr. I. Muende. 

Institute of Obstetrics and Gynaecology. — At Postgraduair 
Medical School of London, Ducane Road. W., October 25, 

2 p.m., “ The Problems of Mammary Carcinoma in Pregnancy,^^ 
by Mr. A, Lawrence Abel : (2) 3 p.m., " Anaemia in Pregnancy. 
by Professor L. S. P. Davjdson. ' 

London University, — At St. Mary’s Hospital Medical Schoo. 
Norfolk Place. Paddington. London, W., October 2,5, 5 p.m 
“ Recent Studies in the Phvsiohgy and Pharmacology of Int 
Cerebral Circulation," by Professor C. F. Schmidt (University ol 
Pennsylvania), 

Royal College of Surgeons of England. Lincoln’s Inn Pio'o/' 
London, W.C. — October 25, 5 p.m., " The DeveloomerU of tne 
Mammary Gland," Arris and Gale Lecture by Mr. E. 6. t'- 

' Hughes. 


Wcdne.sday 

Glasgow UNivFrsiTY; Pefartmfnt of OpHTHALM0LOGY.---0ciq^' 
26. 8 p.m., " Gyrate Atrophy of the Choroid," by Dr. A. wng 
Thomson. . ■ 

iNSTtTUTE OF OBSTETRICS ANO GYNAECOIOGY. — At Chclsca HO/Ps?. 
for Women. Dovehouse Street. London, S.W., C^tober Ti._ t 
11 a.m.. " Vaginal Hysterectomy, Indications and Technipiie, ■ 
Mr. C. M. Gwillim: (2) 12 noon, "Oestrogens," by Professor t- u. 
Dodds. F.R.S. , 

Royal Institute of Public Health and Hygiene. 28, Potiia 
Place, London. W,— Oclobcr 26, 3.30 p.m.. ‘ Some Popm 
Fallacies Regarding Human Nutrition," by Dr. H, E. Magee. 

Royal Sanitary Institute. 90, Buckinebam Palace Road. l-o™o ’ 
S.W.—Octobcr 26, 2.30 p.m,. " The Common Cold ' discussion 
be opened by Dr. W. H. Bradley (Ministry of Health). 

Social Psychotherapy Centre, 7. Fellows Road. Lffdon. N • 
Ociobtfr 26, 5 p.m., " The History of Social Psychiatry ana Ur 
Psychotfiprany and the Principles of Social Psychiairyf O) 
Joshua Bierer. 
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Society' of Chemical Industry. — Joint rnccling of Nutrition Panel 
and AgncuUurc Group at Chemical Society’s rooms, Burlington 
House, Piccadilly, London, W., October 26. 6.15 p.m.. *' Genetic 
Factors Afjcctint: the NutriiionaJ Value of Animal Prorfiictj,*’ by 
Dr. J. Hammond; ''Genetic Factors Afjcctins the Nutritional 
Value of Crops” by Mr. R. H. Richens. 

Thursday 

Hostman Gillespie Lecture.— At Anatomy Tlicatrc, University 
New Buildings, Teviot Place, Edinburgh, October 27, 5 p.m.. 
" Diastole,” by Dr. Bruce Williamson. 

K'STtTUTE OF Urology. — At Royal College of Surgeons of England. 
Lincoln's Inn Fields, London, W.C., October 27. 5 p.m., “ Bone 
Syphilis” by Mr. A. E. W. McLachlan. 

Medico-Legal Society— At 26, Portland Place. London. W.. 
October 27, 8.15 p.m.. ” The Use of Scientific Research in Medico^ 
lesal practice.” Presidential address by Dame Louise McIIroy. 

St. George's Hospital Mfdical ScHr>oL, Hyde Park Comer, 
London. S.W. — October 27, 4.30 p.m., lecture-demonstration: 
" Psychiatry,” by Dr. D. Curran 

Torouav and District Medical Society. — At Torbay Hospital, 
October 27, 8.30 p.m.. "Common Gynaecological Lesions and 
their Diagnosis” by Mr. H. J. Drew Smyihe, 

Friday 

^ENT AND Canterbury Hospital. Canterbury.— October 28, 8 p.m., 
clinical meeting. 

I ONOON Uniyersity. — At Westminster ^^cdical School fMcycrsiein 
Lecture Thcairel, Horseferry Road, London, S W.. October 28. 
5.30 p.m., “ The Indispen^abHity of Biologically Labile Methyl 
Groups in the Diet and Transmethylafton” by Professor V. du 
Vigneaud (Cornell University Medical College). 

Maida Vale Hospital for Nervous Diseases Medical School, 
Maida Vale, London, W. — October 28, 5 p.m., clinical demonstra- 
tion by Dr. S. Nerin. 

Medical Society for the Study of Venereal Diseases, U, 
Chandos Street. London, W. — October 28. 8 p.m., ** /s Treatment 
Before Diagnosis on Suspicion of Venereal Disease Advantageous 
to (a) the Patient, (bl the Public Health 7 ” discussion to be opened 
by Colonel L. W, Harrison. 

Royal Institute of Philosophy, U, Gordon Square, London. W.C. 
— October 28, 5.15 p.m., ** RiM/el/'j Neutral Monism,” by Professor 
H. H. Price, 

Royal Medical Society, 7, Melbourne Place, Edinburgh. — October 
28, S p.m., “ The Daum of Tropical Medicine (The Life and Work 
of Sir Patrick Manson)” by Sir Philip Manson-Bahr. 

Unin'ERSTty College. Gower Street, London, W.C. — October 28, 
5.15 p.m., Transmission of Excitation in Nen'c and Muscle,” by 
Dr. Bernhard Katz. 


BIRTHS, l^IARRIAGES, AND DEATHS 

BIRTHS 

John, — On October 6. 1949. at 2. Chcsscl A%enue, Souihamoton, to Gene (ntfe 
Simon) and Dr. Alan Oakley John, a sister lor Marilyn and Eli^ibcxh — 
Alison Ruth. 

Kerr. — On October 9. 1949, at Aylesbury, to Mary <n<e Talbot), \rife of 
J. G. Kerr, M.Ch.tOrih.). a son. 

MARRIAGES 

Crilchley — ^^Vatso 1 l. — On October I, 1949, at St. PauF, Church, Birkenshaw. 
Yorks, James Michael Allis Cntchley, M.B., Ch.B., to Isobel Vernon 
Watson. M.B , Ch.B. 

Daries— Stuart. — Da September 13. 1949. at Blackfriars Church. Glasgcw. 
Darid M. D3vie<5. M.B.. B Ch,, to Marie Stuart. 

DEATHS 

IbsEs. — O n October 12, 1949. at Falkirk Rojal Infirmary. Jam« Charlm 
Ing'is. M.B., Ch.B. 

James.— On October 13. 1949. at the National Hospital. Ooecn Square. Lon- 
don. W C.. Richard Gostu-j-ckc James, O.B.E.. M.R-C.S., L.R.C.P.. of 
Kmsham. Norwich, Norfolk. 

Ka^e. — On OciOKr 2, 1949. at Boscombe Hospital. Ernest Georee KaK 
M B . BS.. of 40 Princes? Road. Bournemouth West, aced 76 
K)lc, — On October 8. 1949. at St. George's Hi^spital. James Kyle. M R C.S . 
L.R C P- Air Cemraodore. R.A.F. Medical Branch. Ret., of Brendon. 
We-’clover, Buck®. * 

La Frenait.— On October 2, 1949. Joseph Everett La Frenats, L.R-C.P.AS-Ed. 

L. R F.P.S.. of Towci Home, Runcom, C^c-hiTC. 

Lanyon. — On October 4. 1949. at Penzance. Edgar Temple Lanyon, M.R-C-S.. 

L-R.C.P.. of 49. D-Ict Road. Liserpt'o!. 

Lewis. — On October 3. 1949, suddenly, at Great Ormond Street London. W.C. 
Jonathan Nicholas Lewis, aged I year 6 mamhs. sery dear son of Drs. 
Charles and Evcl>-n Lewis, of 28. Micbelbam Gardens. Twickenham. 
Middlesex, 

M3cinoes.--On October 9, 1949, at Cairn Villa. Broadford, Skye. Alexander 
Maclnnes. M.B . Ch.B. 

.Masson. — On October M. 1949. at 33. Kaimes Road. Cnrstorphinc. Edinburgh. 

James Ma<'on. M.B.. Ch.B, F.R.C.S Ed.. Ueutcnant-Co'cncl I.M S.. Ret 
Miloc,— Oo September 29. 1949, at Aldcburgh. Suffolk, Robert Milne, M.S., 
F.R C S.. Siirseot Rear-Admiral R.N.. of 75. Portland Place, London. W. 
Rohan. — On October 2. 1949, at Bristol General Hospital. John Pndmorc 
Raban. M.R.C.S.. L.R.C.P.. D.M.R.E. 

Wilkes. — Oo Ocicber S. 1949. at Folkestone. Ernest Alfred Frcear Wilkes. 

M. RC.S.. L.R C.P., DP.H., of 2. Clare Lawn Avenue. East Sheen. 
London. S W 

Wilson. — On October 6. 1949, at 35, Park Place. Elie, Fife. John Johnstone 
Wilson, M.D., F.R.C.P.Ed., formerly of Anstruther, File, aged 81. 


Any Questions? 


Correspondents should give their names and addresses (not (or 
piihlication) and include all relevant details in their questions, 
which shoidd be typed. li'e publish here a selection of those 
questions and ansuers which seem to be of general interest. 

Copra Bug 

Q . — From time to time I am called upon to treat dockers 
suffering from alleged biles by an insect known as the " copra 
hug." which infests cargoes of copra. I should be glad of 
information about the nature of this insect, and of advice 
about prophylactic measures. The best solution would be 
Ireatmcnl of the cargo with an insecticide which would not 
impair the edibility of the oil subsequently expressed from the 
copra, but, failing this, is there any local application which 
could be used on the dockers^ skin ? 

A. — ^The “copra bug" is a species of mite. Tyropliagus 
casteliani. This mite occurs fairly commonly among stored 
food with a relatively high fat and protein content, such as 
linseed, dried egg. nuts, cheese, hemng meal, and copra. Shin 
irritation is caused to people handling infested foodstuffs, 
possibly by the excretory products as well as by the mites 
themselves, for material containing large numbers of dead 
mites is said to cause the same symptoms. The easiest way 
to deal with complaints of irritation from this mite is to intro- 
duce a repellent to be rubbed on the skin of persons coming 
in contact with it. Undiluted dimethyl phthalate can be used, 
or a preparation containing 30 to 40’, of it ; several such 
preparations are available. A small quantity of the repellent 
should be rubbed over the skin of the hands, arms, etc., of 
the workmen each morning. 

Cancer of Cen Lx Uteri 

Q , — Is It ever necessary or advisable to repeat treatment with 
radium for cancer of the cervix ? A w oman of 36. a multipara, 
with a carcinoma proved at biopsy, has been given three radium 
exposures of l.SOO. 2,000. and 1.875 units (total 5.675 units) 
followed by 12 deep x-ray irradiations at one to two days' 
intervals. The bleeding stopped after the first exposure to 
radium. Severe excruciating pain radiating down the left thigh 
and the coccygeal region occurred after the second radium 
exposure and persisted till a month ago, when an ulcer covered 
by offensive slough was detecied at the site of the cancer. The 
surrounding area w-as hard and tender. A course of penicillin 
infections was then started, and this relieved the pain. Every 
evening there is tingling or mild pain in the lower abdomen or 
left thigh. The ulcer is clean but not healed, and the surround- 
ing area is somewhat hard. Local penicillin ointment is being 
continued. There is no glandular enlargement or metastasis. 
Could you advise me on the next steps to be taken ? What 
is the latest treatment of this type of cancer ? 

- A. — ^This question is in three parts. The first is a general 
question on the need for or advisability of repeated treatment 
with radium for cancer of the cervix. Only in a very few cases 
of cancer of the cervix specially selected on their merits would 
irradiation with radium be justifiable. In general, subsequent 
irradiation of the cerv'ix following a full course of irradiation 
by radium or by radium and x rays will do nothing but harm. 

The second part of the question is concerned with an indi- 
vidual patient. The information given does not include details 
of the time between the radium exposures or the size, arrange- 
ment, or dosage of the x-ray fields or the quality of the x-ray 
radiation used. If the treatment was of the type fre- 
quently used, it would seem that the initial course was reason- 
ably adequate or even possibly a little excessive. It appears 
likely that there is some infection in the left pelvis, the situation 
of the pain suggesting that this might have been in a lymph 
node in the pelvic wall. The presence of an ulcer at the site 
of the cancer does not necessarily indicate a recurrence; this 
might be a radio-necrotic ulcer to which infection could have 
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been a contributory cause. It would be advisable to make sure 
that the ulcer is free from Gram-negative organisms before using 
penicillin ointment. In spite of the absence on examination of 
evidence of glandular enlargement or metastasis, the pain of 
which the patient complains suggests some irritation of the 
upper lumbar nerve distribution on the left side. As regards 
treatment, the following is suggested. Biopsy of the ulcer 
should be performed and local treatment with sulphonamides 
and penicillin continued. If the ulcer is malignant, hysterectomy 
should be carried out if possible, at which the glands can be 
inspected and localized ; these might subsequently be irradiated. 
A Wertheim hysterectomy in skilled hands would be prefer- 
able. If hysterectomy is contraindicated, then local treatment 
by diathermy coagulation should be given, followed by local 
removal of the cervix if healing does not seem to be- well 
advanced in two months. If the ulcer is benign, local treatment 
with sulphonamides and penicillin supplemented by hypertonic 
saline douches should be continued. Coagulation diathermy of 
the ulcer could be tried, but not until at least, .three months 
have elapsed. 

To the third part of the question — What is the latest treat- 
ment for this type of cancer ? — the answer is, Very extensive 
surgery, according to the clinical stage, or radium and x-ray 
treatment combined ; though different practitioners would prob- 
ably give different answers. , , The best published results are 
from the Marie Curie Hospital, London, and the Fondation 
Curie Hospital, Paris, both radiotherapeutic institutions. 

Suspected Food-poisoning 

Q. — During the summer there have been numerous isolated 
attacks of sickness and diarrhoea which have cleared up in a 
few days with simple treatment. These attacks are probably 
due to something the patients have eaten. Should these case.s 
be notified and, if so, under what heading? 

A. — If it is suspected that cases of sickness and diarrhoea are 
due to food inherently non-poisonous but to which has been 
added, or in which has developed, a toxic substance (chemical 
or bacterial) or a growth of pathogenic bacteria, such cases 
should be notified as food-poisoning under Section 17 of the 
Food and Drugs Act, 1938. The main purpose of this section 
of the Act is to ensure that the local medical officer of health 
is informed of outbreaks of- illness occurring in his district and 
believed to have been caused by food. The Act did not give 
any definition of the term “ food-poisoning," but the matter is 
dealt with in the Ministry of Health Memorandum on Food 
Poisoning, No. 188 /Med. (revised 1949), from which it is clear 
that cases in which food causes an infectious disease other- 
wise statutorily notifiable as such — for example, typhoid fever, 
scarlet fever, and dysentery — should not be notified as food- 
poisoning. It is evident, however, that there would be no 
reflection on a doctor who. on clinical grounds, notifies as food- 
, poisoning a case in which the final diagnosis after investigation 
proves to be dysentery. The medical officer of health can, 
with the consent of the doctor concerned, correct such provi- 
sional notifications in the quarterly return made to the Registrar- 
General. Illness due to individual idiosyncrasy to certain foods 
— that is, to allergy or hypersensitivity — and to the consurnption 
of foods inherently poisonous — ^for example, toxic fungi mis- 
taken for mushrooms — should not be notified as food-poisoning. 

t 

Interpretation of Dreams 

Q.—Ca/i you explain why the manifest -dream is sometimes, 
if not always, so fantastically different from the thoughts or 
feelings which hare given rise to it ? / was woken by such 

a dream last night. Associations came easily and soon the 
underlying causes seemed clear. But for a long time I lay 
awake wondering why it had been necessary to wrap them up 
so elahoratcly. 

A. — There are several theories of the interpretation of 
dreams, but in the writer's opinion the dream is always the 
product of an unresolved problem, which, because we cannot 
soh'e it. we repress so that it becomes unconscious (which, 
indeed, is the next best thing to do if we cannot solve it, so 
that we may get on with the business of life). But the problem 


nevertheless remains, and refuses to be repressed, being insistent 
that its claims should be attended to. Therefore what rw 
refuse to acknowledge in waking life emerges as a dream 
which forces us to face a problem we are refusing to face’ 
But also because we refuse to allow the problem in conscious- 
ness it must appear in disguised forms. Sometimes it docs this 
by symbols which are less direct than the unpleasant facts 
themselves. Sometimes we draw upon earlier experiences of 
the same nature,, having the same emotion, e.xemplifyiDe the 
same^ type of experience, or illustrative of the same problem. 
So bits of past experiences, apparently irrelevant and illogical, 
but always associated with the problem, appear in the dreams! 
In other cases the problem is put in a more acceptable light, 
such as when feelings of rage appear as righteous indignation! 
or feelings of humiliation are transformed into humiliating 
others. Indeed, it does not seem to matter a great deal hoiv 
the problem or emotion comes out so long as it is released and 
the unpleasant problem is brought to mind, Freud has dealt 
with many of the causes of such “ dream distortion " in his 
Interpretation of Dreams. 

In brief, distortion is due to our refusal to face the problem 
as such, so that other relevant material illustrative of the prob- 
lem or in some way associated with it is drawn upon to sene 
the purpose of forcing its attention on a reluctant mind for 
solution. It is all these symbols, scraps of experiences, trans- 
formations, and substitutions which give to the dream its b’lzarre 
nature ; and it is only by investigating each item that wc can 
fit them, like a jigsaw, into a reasonable pattern. 


NOTES AND COMMENTS 


Antiseptics for Minor Dressings. — Mr. John Roberts (Bangor, 
Caernarvonshire) writes; I would like to support Dr. Rupert Palmer 
(October 1, p. 768) in his spirited defence of mercury perchlotidc. 
Without doubt it is one of our moSt valuable, efficient, and inexpen- 
sive antiseptics, with the great advantage of being lethal to the 
majority of pathogenic organisms, which cannot be claimed for some 
of the modem and selective biochemical products. There am 
theoretical disadvantages to this chemical in that if is highly toxic 
parenfcrally and it coagulates tissue albumins, etc., but these objec- 
tions come from laboratory workers and others out of touch with 
daily clinical work in which the drug is used as a surface application. 
It may be that it has come under suspicion because of occasional 
harmful results from mercurial diuretics or from occasional cases o' 
chrotvic poisoning in pink disease and in finger-print workers using 
the material habitually, but this is no reason for condemning such 
a useful and potent antiseptic. 

A I in 4,000 solution of mercury perchloride in warm water is 
invaluable as an irrigating lotion in cases of middle-car suppuration, 
and if the tympanic membrane is intact a l.in 2,000 solution can 
safely and most efficiently be used for external otitis (including the 
fungoid infections). I have used the weaker solution with much 
success for washing out the odd case of persistently dirty maxinap’ 
antrum fa few with gross fungus infection), but only through an 
antrostomy opening. Idiosyncrasy has been extremely rare m ml' 
experience, and this is in agreement with Dr. Palmer’s remarks. 

For surgery or hospital use mercury perchloride is available in 
the small, readily soluble 1.75-gr. (SO-mg.) tablet, coloured blue. ^ 
one of these dissolved in 4 oz. (114 ml.) of water gives a 1 m Ujn 
solution. One tablet in 16 oz. (454 ml.) of warm water is correct tor 
middle-ear suppuration. These tablets are of course iniensn) 
poisonous by mouth, and the 1 in 1,000 solution (coloured blue) far 
appropriate dilution should be used for dispensing, wth all du 
precautions. I am aware of the claims of the new organic mercurial 
(phenyl mercuric acetate, nitrate, chloride, etc.), but so far I hat 
been quite satisfied with the older chemical. 
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WORLD MEDICAL ASSOCIATION 

GENERAL ASSEMBLY IN LONDON 
International Standards of Medical Practiee 
The national medical associations of 2S countries were repre- 
sertied by twice that number of delegates at the third annual 
assembly of the World Medical Association, which svas held 
at B.M.A. House, London, from October 11 to IS. In addi- 
tion to the delegates the meeting aas attended by observers 
from WHO, Unesco, ILO, the World Federation for Mental 
Health, and various international medical organizations. 
Observers were also attached to several of the delegations, 
and 30 members of the United States Committee — the support- 
ing organization of the WMA in America- — were present in the 
same capacity. 

TTie following are the countries from which the delegates 
came: Australia, Austria, Belgium, Canada, Colombia, Cuba, 
Denmark, Eire, Finland, France, Great Britain, Greece, Iceland, 
India, Italy, Lu.vembourg, Netherlands, Nonray, Pakistan. 
Peru, Philippines, Portugal, South Africa, Spain, Sweden, 
Switzerland, Turkey, United States of America. 

The delegates from the British Medical Association were 
Dr. H. Guy Dain and Dr. J. A. Pridham, with Dr. E. A. Gregg 
and Dr. S. Wand as alternates. Dr. John Yui, of the Chinese 
Medical Association, was not able to attend, but he sent a 
cablegram of greeting, and the assembly was continually 
reminded of its Far Eastern affiliation by the Chinese temple 
gong — a gift by Dr. Yui at a previous meeting — with which the 
president kept the delegates in order. The languages spoken 
were English and French, with occasional- Spanish. Dr. G^rin- 
Lajoie, of Canada, rendered e.xcellent service as an interpreter. 

Election of Dr. Charles Hill as President 

The assembly opened on the morning of October II with a 
welcome to the delegates by the outgoing President, Professor 
Eugene Marquis (France), who referred to two large pieces 
of work Which the Association had already accomplished — its 
declaration on the punishment of war crimes by medical men, 
and the Declaration of Geneva, a modem version of the Hippo- 
cratic Oath. He then moved confirmation of the eleaion of 
Dr. Charles Hill as President, saying that in all countries they 
knew enough of Dr. Hill’s^ quality to be sure that under his 
guidance the Association would make great progress. 

The election having been unanimously confirmed. Dr. Hill 
took the chair, and, after expressing bis sense of the honour 
done to him, proceeded to thank Professor Marquis in the name 
of the assembly for his outstanding services as first President 
of the Association. The Chairman of Council (Dr. T. C. 
Routley) and Dr. Dag Knutson (Sweden) spoke in similar 
terms, and the former asked the President to present to Pro- 
fessor Marquis in token of his term as President a suitably 
inscribed gavel ; and this was done, the delegates standing and 
applauding. 

Certain formal business was then taken, including the admis- 
sion to membership of two national medical associations which 
had qualified under the articles — namely, the Asociacion Medica 
Nacional of Panama and the Colegio Medico of Salvador. 

The Finance of the Association 

Dr. O. Leiich, the Treasurer, presented the accounts for the 
past year and the budget for 1949-50. He said that the Council 
had decided that for the coming year the annual subscription 
for countries in the sterling area should remain at the same' 


amount as for 1948-9. National associations in the sterling 
area, if their membership had not increased, would pay no 
more than before,- notwithstanding the devaluation of their 
currencies. The Whole matter would be reconsidered pe.xt 
year. Dr. L. L. Davey (Australia) expressed appreciation of 
this decision. 

Dr. L. H. Bauer (Secretary-General) brought forward the 
annual budget of the United States Committee. He recalled 
that at the meeting in Paris in 1947 the U S, delegation had 
offered to subscribe 50,000 dollars a year for five vears to get 
the Association on its feet financially. That was accepted, and 
in 1948, although the committee was operating only for nine 
months of that year, the amount actually expended vvas 59.481 
dollars, and for the first half of 1949 29,484 dollars. For 1950 
the tentative budget was 75,700 dollars. 

The committee had been established as a non-profit organiza- 
tion. The American Medical Association, in addition to its 
annual subscription to the WMA, vvas a contributing member 
of the U.S. Committee, as were other medical organizations in 
the States, as well as certain well-recognized pharmaceutical 
houses. An effort had been made to interest individual doctors 
in the matter by proposing a subscription of 10 dollars a year, 
and this year I'j.OOO dollars had been subscribed by individual 
doctors. 

Dr. Lcuch moved a vote of thanks to the U.S. Committee, 
and especially to the leaders of the American .Medical Associa- 
tion who had created it. The motion was supported by Dr. 
Knutson, who said that most doctors did not know what was 
going on outside their own association, and the American 
example should be copied in every country. 

•Report of the Council 

Dr. Routley, in presenting the’ report of the Council, said 
that three meetings had been held — in Geneva, in Madrid, and 
in London. The report dealt with a number of matters, but 
he wished to make it clear that it vvas the view of the Council 
that the Association should not attempt to propose to any 
member-country how it should conduct its affairs ; its function 
was to make known to all countries the information which 
reached it and to endeavour so far as possible to maintain 
international standards of medical practice. 

Dr. Routley went on to indicate certain proposals, all of 
which were adopted, for the future programme of the .Associa- 
tion. The first vvas a proposed conference for the co-ordination 
of scientific medical organizations. He said that the Council 
was not unmindful of ttie activates of Unesco in this field, and 
had no desire to overlap, but what they had in mind was some- 
thing beyond the scope of Unesco activities. The Council also 
proposed to make a study of pharmaceutical practices, includ- 
ing the newer therapeutic agents (the sulphonamides, penicillin, 
streptomycin, etc.), the extent to which these agents were avail- 
able in different countries, any government subsidies affecting 
their distribution, and any restrictions on prescribing these 
agents, either in priv*ate practice or in social securitv- schemes. 

A further study proposed concerned hospitals, their tv’pes 
(government, private teaching, etc.) in each country, the number 
of hospital beds in relation to the populauon, the availabilitv 
of hospital facilities, and the control and financial support of 
hospitals. . . 

Further, a study of the status of the medical professiop, 
especially in relation to medical man-power and membership 
of the national associations in the different countries, was pro- 
posed. This would be supplementary to a study which the 
Association had already published, concerning 23 countries, 
dealing with medical man-power and other subjects. 

2335 
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Dr. O. Rasmussen (Denmark) asked whether- it would not be 
wise to include in this last study an examination of the economic 
position of doctors in different countries in relation to that of 
other professions. Dr. Routley said that this suggestion had 
much merit, and unless there were objections which did not 
occur to him at the moment he would agree on behalf of 
the Council that this study should include the wider "field of 
economic relationships. 

The reports and proposals of the Council, were all accepted 
by the assembly, and Dr. Routley concluded by expressing 
appreciation of the help afforded by the Assistant Secretaries for 
Asia, Australasia, Europe, and Latin America respectively ; 
by the editor of the Bulletin, Dr. Morris Fishbein, and his 
collaborating editors, and by the observers on intergovern- 
mental organizations, such as the WHO. The WMA must 
be to WHO, he said, what electric power was to the transmission 
line. 

The assembly adopted an emblem — a globe, with the rod of 
Aesculapius placed diagonally across it, and around the border 
the words “Societas Medicorum Mundi. MCMXLVII a.d.". 

Reports from the Continents 

Three of the Assistant Secretaries — the fourth. Dr. J. G. 
Hunter for Australasia, has only recently been appointed and 
was not present — gave brief reports. Dr. S. C. Sen, for Asia, 
said that of 16 countries in his region four were represented 
in the WMA. In India at the present moment the problems 
engaging the attention of the Government and the medical 
profession concerned the recognition, status, and educational 
standard of the indigenous systems of medicine, known as 
Ayurveda, Unani, etc., a scheme in connexion with the 
Employees Insurance Act, and the establishment of new 
medical colleges and upgrading of departments in colleges 
with a view to providing facilities for research and post- 
graduate education. 

Dr. Paul Cibrie, Assistant Secretary for Europe, reported that 
it had been impossible to correspond with three countries which 
originally adhered to the Association — Poland, Czechoslovakia, 
and Rumania. An inquiry was being made into the activities 
of the ‘Red Cross in time of peace; it appeared that in some 
European countries certain activities of the Red Cross invaded 
the sphere of general medical practice. The outstanding event 
of the year in Europe was the inauguration of the National 
Health Service in Great Britain, but that, if it came before^ the 
WMA at all, would properly be introduced by the British 
delegates. 

Dr. J. A. Bustamante, for Latin America, described the activi- 
ties of the Pan-American Medical Confederation, which ran 
parallel in Latin America with those of the WMA. Dr, Busta- 
mante himself was secretary-general of the Confederatiim, so 
that the liaison could not be closer. Chile, Colombia, Cuba, 
Peru, Guatemala, Venezuela, and Ecuador had entered the 
WMA 

International Code of Medical Ethics 
Up to this point the proceedings of the assembly had pre- 
sented no points of controversy, but the President said that now 
they came to a series of important reports which invited a lively 
exchange of views. The first of these was a proposed Inter- 
national Code of Medical Ethics, which incorporated the 
Declaration of Geneva, adopted by the general assembly in 
September. 1948, and a code setting out the duties of doctors 
in general and to the sick. Dr. Paul Cibrie, chairman of the 
committee which had elaborated the code, said that this "as 
discussed a year ago. The code contained no more than general 
rules for the good practice of medicine. It was for each 
countty to modify the wording for use within its borders, pro- 
vided the principles of the code were respected. He moved that 
the code be approved. 

Dr. P. Moran (Eire") took exception to a reference in the 
code to therapeutic abortion. The paragraph read; 

“ A doctor must always bear in mind the importance of preserv- 
ing human life from the time of conception. Therapeutic abortion 
may only be performed if the conscience of the doctor and the 
national la"-s permit." 


No one should have any right, except by judicial process, to 
pronounce sentence of death. The Association should not' do 
anything which would make easier the path of the aboriionis!. 
Otherwise, where were they going as a profession ? He moved 
that the reference to therapeutic abortion be omitted. 

Dr. Paul Cibrie (France) reminded the last speaker that onh 
a very severe condition would permit in certain countries the 
operation of therapeutic abortion. The abortionists Mere 
condemned implicitly in the declaration of Geneva. 

Dr. W. Magner (Canada) supported Eire, although, he s-sid, 
the question of therapeutic abortion had never been tliscus.wd 
by the Canadian Medical Association ; and the Irish point ol 
view was also supported by Dr. F. Sondervorst (Belgium), 
Dr. L. G. Tornel (Spain), and the Austrian and Portuguese 
delegates. Dr. J. A. Pridham said that Dr. Moran had stated 
that in no circumstances must a doctor commit murder. Bot 
murder could be committed either by deed or refraining from 
deed. If a doctor, after consultation with his colleagues, was 
certain that a woman would die unless therapeutic abortion was 
performed, and yet allowed the pregnancy to continue, miglit 
he not morally be guilty of murder ? Dr. S. C. Sen (India' 
said that the question might arise whether to preserve fe 
mother’s life or the life of the foetus, and therefore it rnith 
be wiser to delete this sentence and leave it to the conscience 
of the professional man and the laws of his country. Dr. L. L, 
Davey (Australia) suggested that the governing consideration 
should be the welfare of the mother. 

On a division the amendment to delete the sentence was lost 
by 19 to 22. Later, however, in view of this narrow vote, it 
was agreed to appoint a small committee to consider this whole 
paragraph, and on the following day the committee reported 
its view that the paragraph should simply read: v 
" A doctor must always bear in mind the importance of preservin? 
human life from conception until death " — 

leaving out any specific reference to therapeutic abortion, and 
in this form it was adopted by the assembly. 

Duties of Doctors to the Sick 
Dr. O. Rasmussen (Denmark) took up a statement in tbe 
report that it was unethical to participate in any plan of medica 
care “ in which the doctor does not have complete profes.siom) 
independence.” He objected to the word “ complete,” which 
in his view represented something unattainable. The assembly 
agreed to delete the word. _ 

Dr. Sen found fault vyith the expression used in another 
paragraph, where it was stated that if a doctor found examina- 
tion or treatment beyond his capacity he should “ summon 
another doctor. Tn his view the word “summon” had a kga 
connotation, but here the assembly adhered to the original text 
Various other emendations of the document were proposea. 
but the only one that found favoum was a rewording ot a 
paragraph as follows (on the proposition of the Luxembourg 
delegate); 

“ Under no circumstances is a doctor permitted to 4o anything tU- 
would weaken the physical or mental resistance of a "Uman r 
except for strictly therapeutic or prophylactic indications impos 
the interest of the patient.” 

Tlie document was then approved, and it was agreed that it 
be left to national medical associations to modify "the wor r 
of the code, provided that any altered wording conformc 
the principles which the code set out. 

The RMA Bulletin 

Before the assembly adjourned Dr. Morris 
of the WMA Bulletin, gave a brief report. Three , 

the Bulletin had now been issued, and a proposal was ^ 
considered that six numbers be issued each year instca 
four. He hoped that ultimately the Bulletin might pm' 
be the main financial support of the Association. It 
first medical publication to be published ®'tnuItancous > 
three languages. Incidentally, one of the editing 
was that the Spanish translations required m-o 
words than the English or French. Dr.^ Fishbein ga^ 
amusing instances of translators’ difficulties. In anotn 
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he thought the Bulletin would be on a firm foundation. Dr. 
Sondep.’orst (Belgium) said that in his own country they were 
vety touchy about translations, which he hoped would continue 
to improve. 

Postgraduate Education and Specialist Training 

On the second day of its meeting the assembly, again under 
the presidency of Dr. Charles Hill, addressed itself to a report 
on postgraduate medical education and specialist training. The 
report — a long and exhaustively tabulated document — set out 
the results of a questionao' io which the national medical 
associations in 32 countries had returned answers concerning 
the existence and establishment of standards for specialists, the 
period and type of training, details of examinations, certificates, 
schools, faculties, recognized specialties, and the opportunities 
for adranced education for doctors not interested in becoming 
specialists. 

Dr. J. A. Pridham. in submitting this report, said that it 
embodied the results of work which only the WMA could have 
undertaken. The study had shown that the level of post- 
graduate education differed widely, in different parts of the 
Aorld, and so did the facilities for such education. He 
suggested to the assembly that here they had the possibility 
of doing something really valuable. It did not suffice for one 
countr)’ to go ahead in this field and leave other countries in 
a backward state. In riew of the universal ethical standard 
«hich they had proclaimed, doctors in the more advanced 
countries should surely assist other countries to raise their own 
standards of education and practice. In that way they would 
be doing something to fulfil one of the main objects of the 
WMA — which was the maintenance of world peace. 

He added that the report drew attention to Ute need for the 
continued education of the general practitioner, an important 
condition in any national scheme of medical care. It was 
obvious that there was a fear in many countries that the family 
doctor might be squeezed out, and that too large a proportion 
of men, on qualification, might seek to become specialists. 

Dr. A. P. Cawadias (Greece) spoke on the education of the 
specialist. With the development of medical science the general 
consultant was disappearing. In future they would speak of 
specialists only. He emphasized the need for .a generous 
pre-professional education. In the Greek universities there 
were severe examinations before professional education was 
embarked upon. He believed that this background of general 
culture was even more necessarj' for the specialist than for the 
general practitioner. Something should be done to ensure that 
examinations for specialists exacted a certain standard of 
general culture. 

Dr. Paul Cibrie (France) declared lumself not in entire agree- 
ment with this Athenian point of view. The general culture 
of the general practitioner should be on the same level as that 
of the specialist. He was not in favour of cultural hierarchies 
in the medical profession. General practitioners must not be 
regarded as at the bottom of the ladder and specialists as at 
the top. 

Dr. F. Sondervorst (Belgium) objected to a proposal in the 
report that where a doctor's remuneration came mainly from 
a State social insurance scheme that scheme should finance his 
refresher course. In his view the course fees and expenses 
should be paid by the doctor himself or provided by scholar- 
ships or fellowships. 

" Looking Down ” on the General Practitioner 

Dr. S. C. Sen (India) said that there seemed to be a tendency 
for specialists to regard themselves as belonging to the higher 
strata of the profession, and a tendency also to extend the 
period of specialist training. He believed that in Austria they 
insisted upon six years’ additional education if a man was to 
become a specialist. Medical education was already sufficiently 
expensive and time-consuming. He thought they should empha- 
size the minimum standard and not expect to decide on the 
maximum. He deplored a tendency to “ look down " on general 
practitioners. In the United States they were now setting up 
specialists in general practice, and an academy of general prac- 
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ticc had been established, recognized by the American Medical 
Association, and requiring its members to undertake 150 hours’ 
training evety' three years. The background of general culture 
had been mentioned, but culture should not be narrowly inter- 
preted as a matter of leisure and books, but rather of tolerance 
and a wide outlook upon life. He suggested also that a know- 
ledge of ancient Eastern philosophies should be regarded as a 
cultural equipment equal to Latin or Greek, 

Dr. Morris Fishbein (United States) objected to a suggestion 
in the report that "wherever possible there should be general 
practitioner hospitals, or general practitioner beds in ordinary 
hospitals where he [the general practitioner] may attend his 
own cases and call in the help of his specialist colleagues." It 
was an error to propose hospitals for general practitioners as 
distinct from hospitals in which both general practitioners and 
specialists carried on their ssork. This proposal would promote 
disruption in the profession. The tendency in countries where 
there was a State medical service had been to make the general 
practitioner “ second class." He was considered to be one who 
merely directed cases to a specialist. Yet if the progress of 
medicine were studied in recent years the tendency seemed to 
be to give the general practitioner increasingly the care of cases 
which formerly went to the specialist. This had come about 
because of the advent of antibiotics, also blood transfusion and 
the use of blood products, as well as other adtarces. In the 
field of otolaryngology, for instance, little remained for the 
specialist except such things as the fenestration operation, and 
in the field of dermatology the specialist was left with only a 
few conditions to which he could give a name but for which 
he had no treatment ! There should be complete integration 
of the general practitioner in the hospital services, with adequate 
representation on the staff of the hospital and on the executive 
medical committee. 

Dr. L. G. Tornel (Spain) also was of the opinion that the 
general practitioner should be ranked as highly as any specialist. 
Dr. K. E. U. JaUmeri (Finland) held the same view. In his 
country too much importance had been attached to the scien- 
tific status of those who held posts in institutions. Dr. Dag 
Knutson (Sweden) said that it was not so much that others 
looked down upon the general practitioner as that the general 
practitioner seemed inclined to look down upon himself by 
referring patients to specialists more and more quickly, as though 
afraid to handle them himself. The general practitioner was 
the backbone of medicine, but if he was content to accept 
an economically lower status than the specialist he would 
continue to be looked down upon. 

Dr. W. Cline (United Stales) proposed the following words as 
an improved version of what was stated in the report. 

" In addition hospitals should wetcomc visits from general practi- 
tioners. Posts should be made available to them. Such posts are 
of benefit both to the specialist and the general practitioner. There 
should be general practitioner beds in ordinary hospitals, and general 
practitioners should be integrated into the hospital sendee in this 
manner a general practitioner will Irecome a better doctor -nd have 
more interest in his work." 

Asked what he meant by an " ordinary hospital." he said that 
he meant one from w-hich cases requiring certain special care, 
such as cases of mental disease and perhaps mbercuiosis, were 
excluded. Asked if he would include teaching hospitals, be 
said that this svould depend upon local circumstances. Some 
hospitals found it advisable for the training of medical students 
to utilize the services of general practitioners, although the 
bulk of the teaching was done by specialists. 

Professor K. Fellinger (Austria). Dr. O. Rasmussen (Denmark), 
and Dr. F. Wibaut (Netherlands) said that in their countries 
owing to the system of hospital administration it would be 
impossible to put this proposal into effect. 

Dr. Routley (Chairman of Council) said that they were losing 
sight of the fundamental principles of the WMA. The Associa- 
tion did not dictate to any member-association. It was for 
each association to apply the spirit of the resolution in the way 
it found best. 

The version suggested by Dr. Cline was adopted, with the 
deletion of the word " ordinary.” and with the insertion of 
the words “where possible” before “posts should be made 
arailable to them.” 
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Period of Practice xunder Supervision 

Certain recommendations of the committee were adopted. 
The first was that every doctor, after obtaining his licence to 
practise, should spend a period during which he practised under 
supervision, usually in hospital, but possibly as assistant to a 
general practitioner. Dr. Harvey Pirie (South Africa) said that 
in his country the importance of this had recently been recog- 
nized, and it was now legally compulsory for medical graduates 
to do a year’s internship or occupy some approved post before 
they could be admitted to the Register and take up independent 
practice. 

It was also agreed that to become a specialist it was necessary 
to obtain an adequate postgraduate training, particularly in the 
field of the specialty. National medical associations were 
requested to endeavour to secure by mutual arrangements that 
opportunities for postgraduate studies and practical experience 
should be made available to members of the profession from 
other countries. It was realized that to accomplish this it might 
be necessary in the respective countries to overcome legal and 
other difficulties. 

Dr. H. Guy Dain said that one of the provisions of the new 
Medical Act in Great Britain would be to provide that a 
graduate of another country coming here for further study might 
be placed on the British Register temporarily whilst he was 
enaaged in his studies here in order to give him the opportunity 
for taking responsibility for cases without offending the 
principal Medical Act. He would be allowed to practise m this 
country for a limited period and be able to take charge of cases 
because he would be officially on the Register. 

The final recommendation on this subject, which was agreed 
to, was that the national medical associations and the various 
international organizations should arrange an exchange of 
information regarding vacancies and opportunities for graduate 
and postgraduate study in foreign countries. _ , 

Progress reports were submitted by the Committee on Medical 
Care and Allied Subjects (dealing especially with efforts to 
improve the medical libraries of the world), and the Committee 
on Ways and Means of Securing Publicity. It uus rep^ed 
that a Committee on Standard Nomenclature had been 
appointed. 


Reports of Observers on Intergovernmental Bodies 
Dr. J. Maystre, the Association’s observer on WHO, gave 
a brief account of the WHO assembly in Rome, and said that 
the relations between the two bodies were permanent and 
official. An inquiry of WHO on the use of habit-forming drugs 
had been entrusted to WMA. 

Dr. M. H. Hafezi, of WH(5, brought the best wishes of its 
Director-General, and spoke of collaboration in many subjects. 
The WMA was WHO’s main link with the medical profession. 

Dr. H. Guy Dain asked whether WHO was proposing to deal 
with questions of medical ethics in any sense through a com- 
mittee. In Great Britain they would resent having any code 
of medical ethics imposed upon them by a partly lay body. 

Dr. Maystre said that when this matter came before the 
Executive Council of WHO he drew attention to the work ot 
WMA, and the Director-General was instructed to hold ’ it m 
abeyance until WMA had taken some action. He was also 
asked about the action of WHO in respect of an international 
pharmacopoeia, and said that WHO was attempting only to 
formulate nomenclature that could apply to all countries, but 
the list of remedies was not limited. . j r 

Dr. Fishbein said that he was a member of the board ot 
directors of the U.S. Phannacopoeia. The Commission ot 
WHO which was concerning itself with an 
pharmacopoeia was composed of representatives in the^ held 
of pharmacy and pharmacology and had no representative ot 
medicine. The proposal to have a selected list of remedies 
a list of 141 drugs for which common names might be chosen 
throughout the world — had various implications. In *9*?® 
countries endeavours were being made to restrict, the nghl 
of the physician to prescribe what he thought best fo*;, 
natient. This must limit choice in prescribing and contribute 
to the lowering of the status of the general practitioner, and 
would tend also to inhibit progress in the field of research. 


Dr. Hafezi mentioned the care with which experts veit 
selected for the committees of WHO. With regard to drugs, ii 
was not proposed in any sense to replace national phanra- 
copoeias, but only tc endeavour to arrive at coninios 
standards. 

The President said that they were grateful to Dr. Hafezi. IJj 
would understand that naiional medical associations by tradi- 
tion were vigilant in observing what their respective govern- 
ments did, and that assembly as representing the medial 
associations of the world would be equally vigilant in watcli- 
ing the work of WHO. But they looked forward to the closet 
collaboration which had been promised. 

Dr. Maystre also gave a report as observer on ILO and its 
activities in social security. Dr. Manuel de Viado, who attended 
as an observer from ILO, also brought greetings from tfe 
Director-General, and said that ILO had fully docunienied 
information about the medical services of 62 countries, li 
was anxious to collaborate and exchange inforrhation. 

Dr. Maystre gave one further report, as liaison officer at 
the recent Diplomatic Conference for the Establishment d 
International Conventions for the Protection of. War Victii®, 
held at Geneva. He was asked about the position of doctew 
who were prisoners of war, and said that a number of medical 
prisoners would be exchanged for similar personnel from Ik 
enemy country, but some prisoner-of-war doctors would k 
retained to look after their compatriots in prison camps. Hi 
believed the conditions as established by the new conventions 
were better than those prevailing during the recent war. 

The final observer report was from Unesco, on whicli 
Dr. Cibrie made a brief statement. He said that collabora- 
tion with Unesco was likely to be very useful both for that 
organization and for their own, and it was important that the 
contacts should not be reduced. 

Mme. 1. M. Zhukova, who represented Unesco as an obsetvM 
at the assembly, brought the greetings of the Director-General, 
and gave an account of the work of Unesco, particularly in 
initiating — at a lime when there was no other body m under- 
take the task — the co-ordination of international mcdic.il con- 
gresses. She said that Unesco had set up an independent 
non-governmental liaison committee between itself and WHO, 
with its headquarters in Brussels. There was no intention to 
interfere with the agenda of international medical meetings, but 
only as far as possible to arrange time and place in such a tuy 
as to afford the maximum convenience to those attendme, 
A calendar of international congresses would be published. , 
Dr. Sen asked how many members of the medical profeioji 
were on Unesco committees. On the national commission w 
the United States he understood that there was no representa- 
tive of the American Medical Association. What was tk 
composition of this independent body established by unesco 
and WHO ? . , ... 

Mme. Zhukova said that it was for the national racdica 
associations to ask for representation on commissions c 
Unesco. . 

Dr. Sondervorst (Belgium) testified that the new commm ■ 
set up in Brussels was non-govemmental. He hoped that to. 
Secretary-General of WMA would be instructed to get m to-- 
tact with this new organization with a view to participation 
Dr. Routley (Chairman of Council) said that the , 

not fully informed when it passed a resolution on,the su ! 
of the permanent committee for the co-ordination of >0 ‘ 
national congresses of medical science. Therefore he sugges 
that the debate be adjourned, and that the 
referred back to the incoming Council for reconsideration. 
WMA were concerned to secure the closest of 

all other world bodies which had a place in the he 

health- ^ • - nf ihc 

It was agreed to remit the matter for the consideration 

incoming Council. 

Next Meeting of the Assembly 

The President said that it had already been 
United Slates should be selected as the country for tn 
session of the assembly, but this, required confirmation ) 
present meeting. 
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Dr. Routley form.iIIy moved .ind Dr. R. L. Scnscnich (United 
States) seconded that the meeting in 1950 be held in the United 
States, and this 'Vas agreed to. 

Dr. Taalman Kip (Netherlands) said that he did not oppose 
the motion, but at the same time he pointed out the time and 
expense involved for European and other delegates attending a 
meeting in the United States. The Secretary-General said that 
the meeting would be held in October, at a period of the year 
when reduced passenger fares came into operation, and this 
reduction might compensate for the disadvantage arising out of 
devaluation. Moreover, in America they were an.xious to help 
delegates from the sterling area, and a certain amount of 
hospitality would be forthcoming. 

TTie second day of the assembly then concluded. On the 
following day there were no meetings, and an excursion to 
Windsor, Eton, and Hampton Court was arranged. 

Social Security and the Medical Profession 

The last day of the assembly, October 14, was devoted to 
the discussion of a report on social security, the ssoric of 
a committee of which Dr. Charles Hill was chairman and 
Dr. Paul Cibrie. Dr. P. Glorieux, Dr. E. L. Henderson, and 
Dr. Dag Knutson were the other members. The report was pre- 
sented by Dr. Hill, Dr. T. C. Routley temporarily presiding. 

Dr. Hill said that wherever schemes of social security, 
embodying medical services, were being evolved, the medical 
profession was presented with the problem of preserving — in 
the interests not of the medical profession but of the public — 
the essential freedoms of the profession in the conduct of its 
work. Bearing in mind that it was not the role of the World 
.Medical Association to dictate to its member-associations the 
line they should take in dealing with schemes in their respective 
countries, his committee had begun the preliminary work of 
survey, and the report now presented was a factual summary 
of the conditions in 24 countries. Governments' were closely 
associated together in these matters, each government making 
a careful study of what was going on elsewhere. Information 
was passed from government to government, and because of 
this intergovernmental activity it was only right that the medi- 
cal profession in each country should be informed of what was 
going on elsewhere. The function of the World Medical 
Association was to provide an international forum for the 
expression of the views o'f the profession on relations with 
governments. It was important that the profession should be 
informed of the trend of govemroenta) activities', should main- 
tain a wise vigilance, and should be prepared to resist tendencies 
which threatened the freedom of the profession. 

National Health Service in' Great Britain 

Dr. H. Guy Dain made a short statement on the early 
experience of the new National Health Service. The British 
Government had been warned beforehand that there was not 
sufficient provision to establish a free service of all medical 
requirements for the entire population in one jump, but the 
Minister believed in “ the method of teaching you to swim by 
throwing you in and seeing what happens.” The profession in 
Great Britain had urged a general medical service for the nation 
for many years, but it had not expected that a free service for 
the entire population would be brought in other than gradually. 
The inevitable had happened, that where a community found 
itself entitled to a free service it made immediately the maxi- 
mum demand. The Service had been inaugurated without a 
sufficient provision of doctors, nurses, hospital beds, and 
material equipment. The consequence was that doctors had 
been overworked, there were long waiting-lists at hospitals, 
and with regard to materia] provision, such as spectacles, the 
demand had far outstripped the supply. Some means must be 
found of bringing the demands within reasonable control. It 
had been suggested that a small, but not prohibitive, charge 
should be made for various articles supplied. 

The position of the medical profession had been made very 
difBcuIt. The remuneration of the general practitioner had not 
been finally settled, and consultants and specialists had only 
recently been acquainted with their terms and conditions. The 
profession held that the freedom of the patient to choose his 


doctor was essential to the progress of medidne and to the 
proper relationship of doctor and patient. They had opposed 
from the beginning any idea of a salaried service, because that 
inevitably limited the right of choice. The doctor should also 
be free to act within his discretion as to the kind of practice 
he undertook and the place in which he practised. This had 
been attained in the British system. The profession also con- 
sidered it essential that private practice should be continued 
side by side with any State service. In this respect they had 
only partially succeeded, and the opportunities for private 
practice in the field of general practice were limited, partly 
because the Government would not allow the private patient to 
obtain his drugs and dressings within the Service. He was 
convinced that private work outside the State Service should 
be maintained. A few hospitals privately owned and supported 
were independent of State control and possibly represented the 
beginning of a free service outside the State Service. 

Great Britain, with a long history of contract practice, had 
approved a system of capitation payment for general practi- 
tioners ; he knew that this method was not favoured in some 
other countries, but it did save the doctor from being dependent 
on the State or on a superior officer in the State Service. In a 
Service which embraced 95% of the population, and upon which 
so large a proportion of the doctor's income depended, it was 
important that doctors should be free to express themselves 
in any way they liked, not only about medidne in general but 
about the Service itself. 

What had been the effect of the Service on medicine and on 
doctors generally ? At the moment there was disorganization. 
The rush of work was such that many doctors complained that 
they could not give their patients as much time and attention 
as they desired. That was a temporary phase which would be 
corrected as doctors became better distributed. On the subject 
of remuneration, the size of the general practitioners’ pool bad 
not yet been agreed ; the total amount was still the subject of 
negotiation. The difficulties of the rural practitioner had been 
largely overcome by an addition to what was called the mileage 
fund, but which in fact included the time as well as the mileage 
factor. The doctors who had suffered most were those in 
practice in the higher-class residential areas. The private 
patients from whom they had formerly drawn their income 
were now National Health Service patients. Until some re- 
adjustment had taken place in the number of doctors practising 
in such areas, and some weighting of the capitation fee was 
made for the first thousand patients on a doctor’s list, so that 
a doctor who had necessarily a small list owing to the circum- 
stances of his area would not be so gravely disadvantaged, this 
difficulty would continue. 

This was only a brief outline of the “ teething troubles ” from 
which they had suffered in Great Britain during the first year ; 
it might have some interest for those in other countries who 
might have to face similar developments. 

Continental Opinion 

Dr. Paul Cibrie (France) objected to the capitation fee method 
of payment, which he thought put the doctor at the mercy of 
the patient. In France and Belgium pajment was made on an 
item-of-seivice basis according to a fixed tariff. Dr, P. Glorieux 
(Belgium) said that in his country a scheme of health insurance 
was' started without any consultation with the medical pro- 
fession, but the cost was considered to be too high, and now 
a commission was sitting to consider the question anew. Dr. O. 
Leuch (Switzerland) considered that social insurance was needed 
only for people below a certain economic level ; other persons 
should be treated on a voluntary or private basis. In Switzer- 
land social sickness insurance embraced the whole family, and 
specialist and hospital services were included. 

Dr. Dag Knutson (Sweden) described the projected Swedish 
proaramme of comprehensive and compulsory social insurance, 
with the transformation of all doctors into Civil Servants con- 
trolled by the State. The Swedish Medical Association bad set 
up a committee of doctors with experts in economic questions 
to work out the cost of the proposed service. This w-as difncuU 
because of the vagueness of some parts of the Government's 
proposal. But it was believed that the inauguration of the 
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programme would cost £70 million, and the annual cost would 
be over £50 million. At present taxation in Sweden was at a 
forbidding level, a number of people paying from 40 to 60% 
of their total income in taxation. In the view of the Swedish 
Medical Association, which favoured an extension of the insur- 
ance scheme which already covered 60 to 65% of the popula- 
tion, the proposed system was incompatible with free choice 
of doctor. 

Dominion Experience 

Dr. W. Magner (Canada) said that in May, 1948, the Prime 
Minister of Canada announced a national health programme 
in which some 30 million dollars a year was to be made avail- 
able to the Provinces for the improvement of health services. 
The Canadian Medical Association, which had for long been 
on record as approving the principle of contributory health 
insurance, met in June of this year and formulated its policy, 
which he read to the assembly. This favoured a system of 
health insurance, and declared that the Canadian Medical 
Association would oppose any Act modelled on the British 
Act and any conditions of general practice such as were 
imposed on British general practitioners. Government subsidies 
for the medical care of the lower income groups were 
welcomed. 

Dr. L. L. Davey (Australia) said that the Pharmaceutical 
Benefits Act, which provided free pharmaceutical benefits 
according to a formulary and on the prescription of a doctor, 
was apparently a dead letter, following a recent decision of 
the courts. The National Health Services Act had not yet been 
proclaimed; it was only an enabling measure, and the details 
of the Service would be determined by regulations, which had 
not yet been promulgated. The medical profession had laid 
down certain conditions, which were unacceptable to^ the 
Government. In Australia the poorer no less than the middle 
and upper classes had always been assured of service. 

Dr. J. H. Harvey Pirie (South Africa) said that ten years ago 
the Medical Association of South Africa put forward a scheme 
for a National Health Service ; he doubted whether they would 
put forward a scheme of the same kind to-day. They were 
more likely to call for a system of national insurance so far 
as the white population was concerned. The medical profession 
in South Africa had won the first round of its fight against an 
Act whereby all persons would have had a complete free hospi- 
tal and medical care service, and had now a breathing space 
in which to organize themselves further. 


determined to fight the domination of medicine by the Govern- 
ment, and already the efforts it had made had brought aboui 
a material change in public opinion. Apart from this, the other 
issues involved in social security were not the direct concern of 
the medical profession. 

Dr. S. C. Seri gave a brief account of the situation in India 
There were at present about 50.000 qualified doctors for a 
population of 350 million, but in addition there were five time< 
that number of practitioners practising the ancient systems of 
medicine. The Government of India had in preparation a 
scheme to provide a medical service with cash benefits fci 
sickness, maternity, and occupational injury for about firs 
million industrial workers. It was expected that funds would 
be derived from compulsory insurance contributions. It rrar 
not yet known whether medical treatment would be provided 
through a panel system or by full-time medical ofiicers. 

A Continuing Study 

In closing the discussion Dr. Hill said that the discussion had 
shown that at future assemblies a prominent subject on the 
agenda on each occasion must be- social security. The cxchinse 
of information was not only of value in keeping the record 
straight and in stimulating national medical associations to 
interest themselves in this problem, but it would have the effect 
of sparing the necessity for criticisms based onjack of ioforwa- 
tion or on inaccurate information. In this report a beginning 
had been made in the collection of facts. It would be necessar)’ 
to compare the facts so collected with those obtained by 
governmental and intergovernmental organizations. This work 
was the most important to which the Association had set its 
hand. 

The various factual reports were adopted, and the assembly 
agreed on the recommendations of Council to invite each 
national member-association to furnish details of the total annua! 
cost of the social security scheme in operation in its country' 
or of the estimated total cost of any proposed scheme, and 
of the proportion of the national budget which the cost of any 
such scheme involved. The national associations arc also to 
be asked to give their considered opinion on the results of 
social security based on the experience gained in their ^n 
countries, and to furnish various other information. The 
information thus forthcoming is to be circulated in a quarterly 
bulletin for the information of natiohal member-associations 

The Chairm.m of Council (Dr. Routley) expressed to Dr. Hill 
and his committee the thanks of the assembly br their labours. 


The Issue in the United States 

Dr. W. Cline (United States) said that any scheme on a 
comprehensive federal basis in the United Stales would be beset 
with difficulties on account of the great disparity as regards 
population density in the different regions. The complications 
were greater than in a smaller and more homogeneous, cquntry. 
The American Medical Association believed that progress in 
medicine could be best promoted by preserving the freedom of 
the profession. It had not accepted any participation with the 
Federal Government in supplying coverage for groups mat 
could not easily afford medical attendance. Rather it looked 
upon the indigent as the responsibility of the local community, 
(heir medical care to be provided by doctors at no charge or 
such charge as could reasonably be made, and their care in 
hospital to be provided by public or charity institutions. With 
this end in view the profession had endeavoured to develop ^d 
enlarge the voluntary insurance system. There were a number 
of voluntary plans in the States adapted to the economic circum- 
stances of different communities. Various proposals had been 
laid before them during the last ten years for systems of com- 
pulsory health insurance, somewhat similar to the Health Sciwice 
Act in Great Britain, and likely to confer upon one individum 
or department powers similar to those of the Minister of Health 
in this country. It had been stated that large sections of the 
current proposals before Congress had been taken bodily from 
the British Act. This was regarded as a purely political move 
on the part of people concerned to attract votes. Compulsory 
health insurance was “ the foot in the door." The result would 
be Government dictation in medicine. The profession -was 


Closing Proceedings 

The assembly, which meets in the United States in 1950 and 
in Sweden in 1951, had three invitations for 1952— uow 
Canada, Cuba, and Greece. The choice of venue was Ie« >'’ 

the Council. . r-. i r. 

Dr. R. L. Sen.senicb (United States) moved, and Dr. t-. • 
Tomel (Spain) seconded, that Dr. Elmer Lee Henderson, c 
Kentucky, U.S.A., Fellow of the American College of Surgeon', 
and President-elect of the American Medical Association, 
President-elect of the World Medical Association, and this wa 

agreed to unanimously. -j v, « ■ the 

Dr. Henderson, in accepting the nomination, said . 

United States they had great hope for the future of the wft ■ 
not only from the standpoint of promoting medical care m 
countries of the world, but from that of establishing ' 
peace. . ry^ 

The three retiring members of Council — Dr. P. Ciorie, 
Dag Knutson, and Dr. J. A. Pridham— were • p 

Dr. Henderson then proposed a vote of thanks to the 
Medical Association for the arrangements it had made to - 
assembly, to Dr. Charles Hill for the excellent way m whicn 
be had presided over the assembly, to the interpreters . 
.able assistance, and to the Ladies Committee for pto” - 
entertainment for ladies accompanying the delegates. 

The vote of thanks was carried with enthuriasro, 
after acknowledging the compliment on behalf of . L. 
Medical Association, expressed his own thanks to the . 

General (Dr. Louis Bauer) and his staff for all mat t^. 
done to ensure the outstanding success of the third asse 
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COUNCIL DINNER 

At the conclusion of the assembly of the World Medical 
Association on October 14 the Council of the British Medical 
Association gave a dinner in the Great Hall in Tavistock Square. 
It was the first occasion since before the war that a Council 
dinner has been held in the building, and the presence of so 
many delegates from foreign countries, with their ladies, gave 
special significance and colour to the gathering. The guests, 
to the number of 211, were received by Dr. E. A. Gregg. 
Chairman of Council, and Miss M. Gregg. In proposing the' 
toast of the World Medical Association Dr. Gregg said what 
a pleasure it had been to the Association in London to act 
as hosts and to have an opportunity of returning the welcome 
which was given to the British guests at the two earlier 
assemblies in Geneva and in Paris. Another reason why the 
B.M.A. was glad that the international body had come to 
London was because it had seen fit to honour Dr. Charles Hill 
by making him its President. In the British Medical Associa- 
tion they held Dr. Hill in very high affection. He was a wonder- 
ful man and he was going far before he had finished his course. 
They were proud and honoured that it was in the British 
Medical Association he proved his abilities and found his voice. 

Dr. Charles Hill remarked that it would be an under-state- 
ment for him to say that he was proud to be. in a position to 
respond for the WMA, particularly when its meeting was 
held in that building. It was perhaps inevitable that while 
enjoying the temporary glory of the chair during the past week 
he should have made comparisons between the assembly of 
the WMA and the Representative Body. The former, though 
embracing many , nationalities and races, from Iceland to 
Australia and Cuba to Pakistan, was relatively placid. It lacked 
the tempestuous tone which had characterized recent Repre- 
sentative Meetings. This was partly due, no doubt, to the fact 
that it had been necessary to interpret all the speeches in 
another language, and during the interpretation any feelings 
which might have been aroused had a chance to simmer down. 
One thing which his temporary occupancy of the chair had 
shown him was that the wisdom and efficiency of a Chairman 
or President were largely due to the promptings of an e.Tcient 
Secretary. He had noticed a certain succinctness about Dr. Louis 
Bauer's adjurations to the occupant of the chair which he him- 
self would endeavour to imitate when he resumed his secre- 
tarial seat. During the week the assembly had discussed an 
international code of ethics, postgraduate medical education, 
and social security, but the one thing that mattered most of 
all was the contribulion which such meetings made to inter- 
national relations and world fellowship. 

Dr, T. C. Routley recalled the inaugural meeting held at 
B.M.A. House in 1946, when Sir Hugh Lett (whom they were 
glad to see present that eveningl, with’ great patience and 
tolerance, a.ssisted at the birth of this lusty infant. Dr. Elmer 
Henderson, President-elect, made a further response, and said 
with what pleasure they would welcome the ne.xt assembly in 
the United States, 

Dr. L. G. Tomel then in a tornado of Spanish eloquence 
proposed the health of the British Medical Association, speak- 
ing of England as a country of noble traditions and love of 
freedom. Dr. Paul Cibrie added a few words in praise of the 
generous hospitality and what he called the graciousness of the 
British hosts. A response was made by the President of the 
British Medical Association, Dr. C. W. Curtis Bain, who spoke 
of the broadmindedness of the 'VS'MA, as exemplified in the 
fact that, although the subject of therapeutic abortion had come 
forward and had elicited sharply contrasting views, it had been 
quickly settled in what they used to think was a peculiarly 
British way, but which was evidently a world medical way, of 
compromise without forfeiture of principle. 

To the great pleasure of the company Sir Lionel and Lady 
WTiitby arrived before the proceedings closed, having come 
direct from the boat which brought them back from their 
American and Canadian tour. Sir Lionel Whitby in a few 
graceful words proposed the health of the ladies, remarking 
on the contribution they could make to international peace and 
fraternity, and a response was given by Mme. O. Leuch, of 
Switzerland. ■ ■ 


HEALTH CENTRES 
PRIVATE PRACTICE AMENDMENT 
The Minister of Health tabled an amendment for the Report 
Stage of the National Health Service (Amendment) Bill the 
effect of svhich is to enable a general practitioner practising 
from a health centre to see and treat private patients there. The 
amendment reads; 

Page 22, line 9 (Schedule), ai end, insert — 

At the end of paragraph (a) of subsection (I) of section twenty- 
one (which requires facilities at health centres to be available for 
the provision of general medical services), there shall be inserted 
the words “ and, on such terms and conditions as may be deter- 
mined by the Minister, for the provision by medical practitioners 
of such other personal medical services (if any) as may be so 
determined in the case of a particular health centre.” 

Opinions differ on whether private practice from a health 
centre is desirable or not. Advocates of the scheme point out 
that practice expenses may be reduced, since the doctor would 
not need to have a surgery and other facilities at his home. 
On the other hand some fear that if private patients are treated 
at health centres they may cease to enjoy those few advantages 
that induce them to remain as private patients, and that therefore 
private practice would disappear. 


HOSPITAL DENTAL STAFF 

The Ministry of Health has informed hospital boards that they 
should now offer permanent contracts to all grades of dental 
officer on their staffs in accordance with the published Terms and 
Conditions of Service. 


DISCIPLINE AND PUBLICITY 

Proceedings before medical service committees are private, and 
reports of these committees go to executive councils for con- 
sideration. A circular from the Ministry of Health states that 
the Press should not be admitted while an executive council is 
discussing a medical service committee's report, but they should 
normally be admitted when a decision has been reached, and 
told the decision. The Minister suggests that it might be con- 
venient if the council were to publish a summary of the case 
and of the findings. 

Further Publicity 

In due course the council is notified of the Minister's decision. 
The council may then give further publicity, and the Minister 
considers that that would be desirable in serious cases. A sum- 
mary' of the case could be published, together with a report 
of the Minister’s derision. 

No Names 

The circular states that -at no stage should the names of the 
parties to the proceedings be mentioned, or particulars which 
might lead to their identification. 


OCCASIONAL ATTENDANCE ON ARiMY 
PERSONNEL 

The Association has received several complaints in recent 
months in cases where doctors have experienced considerable 
delay in obtaining payment from Army funds of fees due 
in connexion with the treatment of soldiers “ sick on leave ” 
or on the lodging list. The War Office has pointed out that 
no undue delay should occur if the completed Army Forms 
0.1667 are sent to the Assistant Director of Afedical Services 
of the local district, or to the Deputy Director of Medical 
Sen'ices of the Command in which the doctor is practising. 
Members are advised, therefore, to follow the procedure out- 
lined above and not to send accounts to the officer commanding 
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the unit concerned (which, howeVer, is still the procedure for 
R.A.F. personnel). Addresses of D.Ds.M.S. are as follows : 

Headquarters, Eastern Command, Hounslow, Middlesex. Head- 
quarters, Northern Command, York. Headquarters, Western Com- 
mand, Chester. Headquarters, Southern Command, Salisbury, 
Wilts. Headquarters, Scottish Command, Edinburgh. 

Addresses of A.Ds.M.S. of local districts can be obtained 
from the D.D.M.S. of the Command concerned. Initial requests 
for copies of A.F.0.1667 should be made to these officers and 
not to the officer commanding the soldier's unit. The forms 
are also obtainable from the local executive council. 


Questions Answered 


Circular to General Practitioners 

Q, — / am in full-time employment as a surgeon, and shortly 
changing over to part-time hospital work and entering private 
consultant practice. What form of circular may I send out to 
the general practitioners of the district acquainting them of 
this fact ? 

A. — There is no ethical objection to a circular letter being 
addressed to any practitioners in the area who may reasonably 
be expected to be interested. The circular should be brief and 
should confine itself to a statement (for example) that “ Mr. X 
is now available to see private surgical patients by appointment 
at (address). Telephone No. ; 1234.” The letter should be 
enclosed in an envelope, which need not be sealed. 

The ethical considerations to be borne in mind are such 
brevity and simplicity of announcement as are consistent with 
clarity, and a reasonable restriction of the field of circularization. 

Exanuning Hospital Employees 

Q.— / am a whole-time medical registrar at a teaching hospital 
and examine weekly, prior to their engagement on the hospital 
staff, domestics, porters, cooks, stenographers, etc. Am I 
entitled to any fee for performing these e.xaminations, and, 
if so, what is the fee ? 

A. — A whole- or part-time medical officer in contract with^ 
a board of governors is not entitled to claim a fee for the 
examination of employees or prospective employees of the 
hospital where he is engaged. 

No Fee Allowed 

Q.—ls a whole-time officer forbidden from charging a fee 
for a private consultation carried out in his own home outside 
the usual hospital working hours or at the week-end ? 

A. — -A whole-time officer is not entitled to undertake private 
practice. This is laid down in the Terms and Conditions of 
Service of Hospital Medical and Dental Staff, paragraph 14. 

Practising Elsewhere 

Q. — (a) / am in general practice under the National Health 
Service Act and I wish to change from one area to another. 
How do I go about it ? (b) Will my compensation be based on 
my new practice or my old one ? 

A. — (a) If a general practitioner giving general medical 
services under the National Health Service wishes to leave 
his present practice he may do so by giving three months 
notice to the clerk of the local executive council or such less 
period as may be permitted in a particular instance. 

The practitioner may either study the advertisements of 
\acancies and make application for those that interest him, 
or he may apply through the local executive council to the 
Medical Practices Committee for permission to practise in the 
area of his choice. If this is not a closed area, the consent 
of the Medical Practices Committee is automatic unless the 
number of applicants exceeds the number required for the area 
to be adequately doctored. Application may also be made 
to the Director of the Medical Practices Advisory Bureau at 
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B.M.A. House, who may be able to put him in touch with a 
practitioner who. wishes to obtain a successor. 

(b) The amount of compensation to which the doctor is 
entitled (and on which he receives payment of interest) is 
assessed in regard to the practice in which he was engaged on 
July 5, 1948, and does not alter. Under the Act it is payable 
on retirement from practice as a medical practitioner providing 
general medical services under Part IV of the Act, but paymen'i 
cannot be made at the present time, as the total amount of all 
claims for compensation is not yet known. A change from 
'one practice to another does not constitute retirement'for this 
purpose. 


Certificates for Corsets - 


Q . — In reference to the Questions Answered paragraph 
"Certificates for Corsets" in the Supplement of August 2? 
(p. 115), / should be grateful if the position be still furthet 
clarified. Does fl prescription for n corset for any disahility 
exempt the garment from purchase tax, or has the disabiliiy 
to be one of a number of named disabilities laid down by the 
Government department concerned ? 

A. — Customs and Excise Purchase Tax Exemption Sehedult 
78 sets out those disabilities which on production of the neces- 
sary medical certificate exempt the purchaser from purchase 
tax on a corset.' 


Retrospective Pay 

Q . — With reference to retrospective pay, am 1 entitled to this 
as regards a post to which I had been appointed before July 5, 
I94S, but which did not become vacant till a Utile after this 
date, and where the salary was raised after the completion of 
my appointment ? If I am entitled to such pay, where and 
when am 1 to apply ? 

A. — In general the salary of hospital medical staff will be 
adjusted in accordance with the practitioner's recent grading 
on the basis of the terms and conditions of service retro- 
spectively to July 5, 1948, or to the date of appointment, 
whichever is the later. Where different posts have been held, 
the adjustment will take into account the grading of each 
appointment. Thus in the case of registrars the posts held 
from time to time since the appointed day will be reviewed and 
classified in accordance with the new grading and remuneration 
then adjusted retrospectively. In the case of house officers, 
the period since registration will be divided into si.x-monthly 
periods, the salary for the first six months being calculated at 
£350, for the second at £400, and thereafter at £450 per annum. 

The practitioner should apply to the employing authority for 
payment of any sum to which he is entitled in respect of the 
expired appointment. 


National Insurance Contributions 


Q . — A t present I am doing a locum for a doctor who had a 
car accident. Prior to this 1 had done a hospital job, and 
between ending it and obtaining the locum I was unemployed 
for a week. This locum finishes this week, and when it ends I 
intend to take driving lessons, during which time I do not wish 
for another position. I intend, therefore, to be unemployed 
for about a month. I would be much obliged if you would 
let me know what contributions I have to make under the 
National Insurance Acts for the period I was unemployed before 
the locum, and for the period of my locum; and what the 
position is with regard to the National Insurance Acts ft>t we 
subsequent period of virtual unemployment. I would also Ide 
to know the position with regard to superannuation for we 
period of my locum. If you could clear up these points / 


A. — As an employed male person your employee’s 
bution is 4s. lid. per week. When unemployed you pay 4^ 
as a non-employed person unless a “credit” is obtained 
registering as unemployed at an employment exchange. 
employment of a short-term locumtenent by a principal do« 
not involve any superannuation scheme. This differs Iro 
the case of an assistantship. If you have previously been 
subject to a superannuation scheme you should ascertain iro 
your previous employer the position regarding past paymen s. 
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Rctrospccdvc Pay for Housemen 

Q . — Is retrospective pay up to the present scale of remunera- 
tion payable from July, I94S, to persons employed as Itouse- 
physieians at that time (and for the remainder of the year)? 

A. — ^The Ministn' has laid down that, in applying the new 
rates for house officers retrospectively to the appointed day, 
the period since registration during which posts in this grade 
have been held should be divided into six-monthly periods 
(irrespective of the period of tenure which in practice attached 
to the posts). The remuneration for the first six months after 
registration is calculated at the rate of £350 per annum, for 
the second six months at the rate of £400 per annum, and 
thereafter at the rate of £450 per annum. 

Therefore the questioner would appear to be entitled to 
retrospective adjustment of salary at the rate of £350 per 
annum in respect of the period July 5-August 31, 1948 (i.c., that 
part of his first sLx-monthly appointment which comes within 
the National Health Service), and at the rate of £400 in respect 
of the period September 1-December 31. The principle of 
retrospective application of the terms has been determined 
by the Ministry, and the practitioner should press his claim 
with the hospital. 


HEARD AT HEADQUARTERS 


A New Word 

It came with dreadful suddenness upon our ear recently in 
listening to a public address by one of the principal medical 
officers of the Ministry of Health — the w'ord “ pathologize.” He 
spoke of a patient being “ .r-rayed and pathologized.” meaning, 
of course, submitted to various pathological e.xaminations. This 
sort of thing comes trippingly to the tongue. It is not so long 
ago that the word “ hospitalize ” was minted. “ Anatomized ” 
is, of course, already in the Oxford. It svill not be long before 
a patient is “ clinidzed " or a pregnant woman “ obstetricized.” 

Sweden To-morrow 

A few days spent in Stockholm recently were sufficient to 
reveal to one the outstanding excellence of the Swedish hospital 
system. In Sweden, we were told, only 3% of hospital beds are 
in private institutions. Sweden is looking fonvard next year, 
or in 1951, to the introduction of a comprehensive and com- 
•pulsory health scheme. Every Swedish dtizen will then be 
entitled to free treatment at the public hospitals. - Certain basic 
medicines srill be dispensed free ; others at half price on pre- 
sentation of a doctor’s prescription. Three-fourths of the 
doctor's fee will be paid for under the scheme, as well as the 
travelhng expenses of the patient, with compensation during 
the period of his illness, and the patient will be able freely 
to choose his doctor. Under the present health insurance 
scheme about 60% of the adult population participate, and 
the health insurance or sick benefit organizations, which are 
recognized by the Government, pay two-thirds of the doctor’s 
bill. Sweden’s great problem is the shortage of doctors — 4;000 
to serve a population of 7,000,(KX), a ratio of 1 to 1,750. 

Insomnia 

A patient seeking sleep that knits up the ravelled sleave of 
care hopes to get help from the Health Service in a novel way. 
A doctor tells us that he has received the follorving letter from 
her ; “ Dear Dr. X, I wonder if you could possibly let me have 
a certificate to get a small electric massage machine through 
the National Health Service. I have been suffering from 
insomnia during the last year or so, and do not want to take 
any tablets, etc., in order to cure this. I am in fact rather 
nervous of them. But I do think that about 10-15 minutes’ 
massage every evening before going to bed would have a very 
soothing effect, and would do the trick. If you could possibly 
help me in this way I would be very grateful.” 


The Language Difficulty 

The language difficulty was well surmounted at the WMA, 
although the delegates who came to London spoke, between 
them, at least sixteen languages in their own homes and prac- 
tices. Here they spoke remarkably well in French or English, 
and some of them in both, interpreting their own speeches. 
Interpretation doubles the length of the proceedings, but, as 
Dr. Hill suggested, it may do something to becalm them. The 
WMA interpreter. Dr. Gerin-Lajoie, of Montreal, was a two- 
way man. Usually in international assemblies two interpreters 
are employed, one to turn French into English and the other 
to turn English into French, but Dr. Gerin-Lajoie did it both 
ways without turning a hair, and was as fresh as paint at the 
end of the day. Miss Roverano also gallantly assisted on the 
Spanish side, though her interpretations were mainly soito voce 
for the benefit of the two or three delegates who needed the 
Spanish. 


GENERAL MEDICAL COUNm 
ELECTION OF DIRECT REPRESENTATTVTE 
Practitioners in England and Wales will receive within the next 
few days voting papers for the purpose of electing a Direct 
Representative of the profession to the General Medical 
Council to fill the vacancy occasioned by the death of Dr. J. W. 
Bone. Dr. O. C. Carter, of Bournemouth, has been chosen as 
the Association’s candidate, and his Election Address is set out 
below. All members of the Association are asked to cast their 
votes for Dr. Carter. 

Dear Sir or hfadam, 

1 have the honour to offer myself for election as a Direct 
Representative of the profession on the General Medical 
Council. I believe the best qualifications a candidate for the 
office of Direct Representative can have are a long and svide 
experience in the practice of his profession and a sound know- 
ledge of the many difficult and varied problems that confront 
the profession. I believe that reforms are needed in the constitu- 
tion, functions, and procedure of the General Medical Council, 
and I support strongly the recommendations of the British 
Medical Association, among which appear the following; 

Every complaint made to the Council should be supported by an 
affidavit. 

The Council should be empowered and required to establish two 
distinct and separate committees to be known as (a) the Penal Cases 
Committee; (b) the Disciplinary Committee. 

No member of the Pena! Cases Com.mittee should be permitted to 
sit as a member of the Disciplinary Committee hearing any case 
which has appeared before the Penal Cases Committee at which he 
was present as a member. 

The attendance of witnesses and the production of documents 
before the Disciplinary Tribunal should be enforceable by subpoena, 
and evidence should be given on oath. 

There should be a right of appeal to the High Court against the 
removal of a practitioner’s name from the Medical Register. 

If elected to the General Medical Council I shall press for 
such revision of medical education as still bring it into closer 
correspondence with the progress of knowledge and the require- 
ments of modem practice. 

My candidature has been endorsed by the Divisions of the 
B.M.A. in England and Wales. I assure you that if I am 
elected I shall devote to your service whatever time and energy 
may be necessary to the further fulfilment of my duty as Direct 
Representative. I ask you to accord me your vote, and I shall 
be grateful for your active assistance in securing the votes of 
your colleagues. 

I submit my qualifications for the position of Direct Repre- 
sentative ; I was Division Secretary for 23 years ; I was a 
member of the Spens General Practitioners Committee ; 1 am 
a member of Council British Medical Association and of the 
General Medical Services and Central Consultants and Spedalists 
Committees. 

Yours faithfully, 

O. C. Carter. 

Harstcy, Poo'.e Kosd, Boarnasoatb. 
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SCOTTISH COMMETTEE 

The first meeting of the new session of the Scottish Committee 
was held at B.M.A. Scottish House, Edinburgh, on October 4. 
Dr. I. D. Grant (Glasgow) was elected chairman in succession 
to Dr. George MacFeat (Lanarkshire), and Dr. J. G. M. 
Hamilton (Edinburgh) tvas elected deputy chairman. 

. In proposing the appointment of Dr. Grant as his successor. 
Dr. MacFeat commended the setting up of small study grdups 
throughout the country to work on problems as they occurred 
locally. The groups, working through the machinery set up 
by the Association, could help towards practical solutions and 
influence future developments. In watching the development 
of the Health Service during the first year he had been deeply 
disturbed by the signs of deterioration in the position held by 
the general practitioner. 

In accepting office, Dr. Grant paid tribute to the competent 
and unselfish service of Dr. MacFeat. Many members of the 
Scottish Committee, he said, had probably felt that much of 
its importance was removed when certain other committees 
became autonomous. It remained important, however, to 
have a widely representative body such as the Scottish 
Committee to watch the interests of all sections of the medical 
profession. 

Dr. P. Marlin Brodie (Edinburgh), Dr. I. Simson Hall (Edin- 
burgh), and Dr. J. B. Miller (Bishopbriggs) were co-opted to 
the committee. 


Alterations to the Scottish House 

Dr. E. A. Cormack, chairman of the Building Subcommittee, 
and Mr. W. H. Kininmonth, architect, outlined the alterations 
and improvements proposed on the Scottish House property. 
These provide for more adequate accommodation for the meet- 
ing of members in both a business and social capacity. The 
reconstruction will provide improved accommodation not only 
for the Association but also for the Medical Insurance Agency. 
At present there are no catering facilities in the building, and 
it was proposed therefore to provide a members’ dining-room. 
In the meantime snacks, light lunches, teas, etc., will be served. 
Mr. Kininmonth had estimated the cost, including equipment, 
at £15,000, but the final cost would probably be higher. The 
total cost of the project, including furnishings, would be about 
£ 20 . 000 . 

The Scottish Committee approved the plans and remitted the 
matter to the Central Building Committee. 

Other Business 

On the question of police fees. Dr. Grant said conditions in 
Scotland differed materially from those obtaining in England. 
He thought they might have a report on the position. The 
committee agreed that the Scottish Secretary should take the 
matter up with the Crown Office and thereafter submit a report 
to the Chairman’s Subcommittee. 

Representatives were appointed to meet the National Com- 
mittee for the Training of Teachers on the question of equal 
pay for its medical officers. 

A communication from the Ministry of Health on the setting 
up of Whitley Council machinery was remitted to the 'Whitley 
Council Subcommittee for consideration. 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization ; 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 
Nori-Coi<«fy Borough Councils. — Darlford. SVallseTiii. 

\ Urhan District Councils. — Denton, Drovlsden. Hdughton-le- 
Spring. Hiiyfon-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 
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Status of General Practice 

Sir, — ^I wish to endorse every word of Dr. Ian D. Granl'j 
letter on the “Status of General Practice’’ {SupplmtM 
October 1. p. 155), The feeling of dissatisfaction which is 
almost universal among general practitioners under the National 
Health Service is not entirely, or even mainly, financial in 
origin, but is due to the futility of a large part of their work, 
and to the feeling that their status in the Service is hecomitig 
lower and lower in the estimation of their specialist and admini- 
strative colleagues as well as the general public. Moreover, 
they themselves feel that their clinical ability is degenerating 
inasmuch as they are overwhelmed with trivial complainb 
and have little time and less incentive to improve the quality 
of their practice of medicine. 

Such a stale of affairs is inherent in the present set-up of the 
Service, and can only result in general practice procuring as its 
lecrnits the mediocre and tine money-gm’ober g for no amotis! 
of financial inducement will attract a good doctor to a job 
which is a cross between a rubber-stamp and a finger-post. 

What, then, can be done about it ? Fundamentally there 
must be an inducement for the general practitioner to improve 
the quality of his work (and not only the quantity) and an 
opportunity to raise his professional prestige among his 
colleagues. A good man must be able to “get on" in the 
Service, and indeed I know of no other service in .which this 
is not the rule. 

I would suggest, therefore, that there be a grading of 
general prpetitioners according to their ability, experience, 
higher qualifications, etc., and that the higher grades would 
in some measure act in an advisory capacity to their more 
junior colleagues. Moreover, I would have specialists in most 
clinical subjects, and especially medicine, recruited from the 
ranks of genera! practice, where their vision and wisdom would 
be enlarged and where their knowledge of human ailments 
would become more catholic and not directed wholly along the 
narrow channels of their specialty, as it is now, almost from 
the date of their graduation. One sees so frequently nowadays 
the young specialist with great knowledge of disease and litlit 
of humanity, great technical skill and little jildgment, great 
learning and little wisdom. I cannot think that this is a stale 
of affairs to be encouraged. 

Thus, although the system would not be rigid, the young 
graduate would normally enter the junior grades of general 
practice after completing one or two house appointments, and 
having proved himself in that sphere would have the oppor- 
tunity of qualifying for the higher grades or branching off into 
an apprenticeship for his chosen specialty, which he would 
enter with some practical knowledge of general medicine. 

All this would, I think, involve a whole-time salaried^ service 
and although there were very sound arguments against tb 
before July 5, 1948, we have now been jockeyed into a pon- 
lion where we can lose nothing by it, and where many benenu 
would result to ourselves, the public, and the Treasury 
Certainly nothing could be worse than the financial and 
medical chaos that is going on in general practice at present, 
and I would prophesy that in the not too distant future ine 
profession itself will beg for a salaried service. _ 

This letter merely contains a number of disjointed an 
disputable points which require an elaboration beyond me 
bounds of your correspondence columns, but unle.ss some sue 
revolutionary changes are made the general practitioner "i 
continue to suffer the frustration of a man educated above nu 
job and its prospects, and the National Health Service v.t 
suffer the fate of a house built on sand. — I am, etc., 

Sdun.-. E. H. duff. 

Bifocal Glasses 

Sir, — 1 do not understand the reason for the recent 
embargo on a patient's having two pairs of glasses at on 
[Supplement. September 3, p. 125), the rule now being ina • 
gets his near-sight glasses in about seven months’ time and 
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distance ones in about 18 months. There is absolutely no need 
tor anyone to have two pairs of glasses, bifocal ones in the 
same frame being much better. If the patient goes out with 
his distance glasses on, in a great many cases when he or she 
wants to see something — e.g., in a shop — close to, he finds that 
he has left his near-sight glasses at home on the mantelpiece or 
has lost them. Without glasses 1 can see nothing either near 
or far properly, but some years ago 1 got fitted with a bifocal 
pair, and since then have been able to see everything, both near 
and far, perfectly. 

When 1 write " Bifocal necessary” on the green O.S.C.l forms 
I supply to patients 1 find that in nine cases out of ten the 
ophthalmic surgeon or optician has turned me down and has 
told the patient that he needs two pairs of glasses, with the 
accompanying intolerable delay. As the only G.P. member of 
our local ophthalmic committee I asked the reason for this, and 
the answer given by one of the opticians present was, “ Pure 
laziness.” Apart from the inexcusable slackness so freely 
admitted by a member of the ophthalmic fraternity, surely it 
would be cheaper to have two lenses in one frame than to have 
two separate pairs of glasses. — 1 am, etc., 

StowTnarkcE. Stigoll:. If* S. GaSKELL. 

Pay of Hospital Staff 

Sir. — I n the issue of September 3 there is an advertisement 
for an R.M.O. (Bl) at the Devon and Exeter Hospital. It 
states that a senior medical qualification and experience will be 
required. Does the Devon and Exeter Hospital in'end to pay 
an able man with several years’ experience and a higher qualifi- 
cation as a junior registrar ? Are all the Spens recommenda- 
tions now in the wastepaper basket, put there by our own 
profession ? When Mr. Bevan himself has stated that he 
intended to abide by the spirit of Spens, we find our own 
profession failing to do so. 

No doubt you have good reasons for publishing this advertise- 
ment, but it does seem surprising, especially in view of your 
firm attitude towards cut-price advertisements- for assistant 
M.Os.H. Hospital jobs are difficult enough to get nowadays. 
Let the successful men be paid a salary in accord with their 
qualifications and the work they are expected to do. 

The fact that the administrative members of the medical 
profession are grading and paying hospital men far below the 
scales formerly agreed upon could surely be used as evidence 
that men in other fields of medicine are being overpaid. 
Mr. Bevan might justifiably apply the axe all round, merely 
slating that he was following the example set by our own 
profession. 

While we realize that the assessing committees would not 
allow this outburst to influence their attitude to our appeals 
now under consideration, we have accepted the advice of senior 
colleagues, and sign ourselves 

Sdc Bewildered. 

Squatter’s Comments 

Sir. — The Medical Practices Committee’s report (Supple- 
ment. September 10, p. I2S) and the Practitioner's review of 
the Health Service contain material of great interest and 
importance to general medical practice. But when I corre- 
late my own experiences as a squatter with the truths, half- 
truths. and discrepancies of these two publications I have a 
sense of despair and frustration. All we ask is a chance to 
examine and treat patients and to claim a reasonable living. 

It is generally accepted that the best way to enter general 
practice now is as an assistant. It is the best way because it 
is the only easy way. But it puts the young and not so young 
doctor at the mercy of the established practitioner. 

The review suggests that the local committees should be 
given more power to regulate practice in their own areas. The 
NIedical Practices Committee, according to their report, would 
scarcely agree with that It is not local knowledge alone that 
must be considered, but local peculation. If my own local 
committees had had their way I should not have been able 
to practise here. As it is I have managed to scrape up a panel 
of about 1.500 in less than 12 months. That is not much on 


which to rear five children, but it is* a beginning, considering 
the delay and opposition which I experienced. 

The fact seems to be that we cannot expect members of our 
own profession in positions of authority to behave without 
prejudice when their ow-n decisions may affect their own 
incomes, as must be the case with the present system of 
remuneration. The present attempt at regulated commercialism 
is not a safe resting-place between complete freedom on the 
one hand and a full-time salaried service on the other. If the 
influential members of our own profession continue to act in 
this way we shall soon be “ ripe for the plucking.” There will 
arise sufficient hardship and sufficient unemployment within the 
profession to enable a Government to bring in a full-time 
salaried service. — I am, etc., 

L. 

Higher Pay wilhouf Parades 

Sir. — In your issue of September 3 appears an advertisement 
requesting applications from surgeons, gynaecologists, and 
E.N.T. specialists to serve with the R.A.M.C. overseas in a 
civilian capacity. An F.R.C.S. is offered a salary of £1,700 
per annum, plus accommodation and other allowances, for a 
period of up to two years. 

Had the same man, in a more patriotic mood, accepted a 
commission in the R.A.M.C. eight years ago and attained the 
rank of major and the same qualificaU’on he would now be 
earning a salary (as a bachelor) of £784 ISs. plus £73 qualifica- 
tion pay, together with similar allowances and a right to a 
pension after a further 12 years’ service. 

It is therefore theoretically possible, in fact probable, that a 
civilian surgeon could be working side by side with an R.A.M.C. 
.specialist and be drawing twice the pay of the latter without 
having to attend parades, etc. Such an offer, seen from within 
the Service, can only increase one’s resentment at the delay in 
bringing specialists’ pay into line with that in the National 
Health Service. Until this is done I consider that such advertise- 
ments should not be accepted for publication in the B.MJ . — 

I am, etc.. 

Major, RA,M.C. 

Representation of Hospital Medical Staffs 

Sir, — I n your report (Supplement, October 1, p. 151) of the 
last rrieeting of the Central Consultants and Specialists Com- 
mittee you omitted to mention the most important of its 
decisions. 

It was decided, without reference to the regional committees, 
to agree to the proposal of the Joint Committee that the Joint 
Committee would appoint and instruct the members of the 
staff side of the WTiitley Council which the Government had 
announced its intention of setting up shortly. In effect, this 
decision means that the Central Consultants and Spedalists 
Committee has finally subordinated itself and surrendered the 
power it was given, when it was conslituled by the A.R.M. of 
1947, to the Joint Committee, a body which for the most part 
is not elected even indirectly by or can be fully in touch with 
the wbrking hospital medical staffs of the country. This in 
Itself is contrary to the meaning of a Whitley Council, which 
is a committee composed of representatives of the employed 
staff on the one side and of the employers on the other. As 
once the medical Whitley Council is set up it will be the 
Standing Committee for the settlement of disputes or altera- 
tions of the terms of service, it will be essential to hospital 
medical staffs to be able to appoint and instruct directly the 
members of the staff side of the council. They will not be 
able to do so through the Joint Committee, over which they 
will have no control except through the minority of its mem- 
bers derived from the Central Consultants and Specialists 
Committee. 

It was understood when the Consultants and Spedalists Com- 
mittee of the B.MA. was reconstituted that the object was to 
provide democratic representation of consultant opinion from 
the whole country. This appears to have been negatived by 
the latest action of.ihe Central Consultants and Specialists Com- 
mittee on a question of major policy, as indeed it was last v'ear. 
by the setting up of the Joint Committee. 
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The South-West Metropolitan (Western Area) Regional Com- 
mittee has, from the first, disagreed on this ground with the 
formation of the Joint Committee. However, it considers that 
there may have been some justification for the existence of the 
Joint Committee during the past year to act as a Liaison Com- 
mittee between the Colleges and the B.M.A. while the general 
terms and conditions of service for hospital staffs have been 
under discussion. But in its view there is now no .need or 
justification for this undemocratic condition to continue. It 
has noted that the move to form the Joint Committee was made 
even before the Central Committee had first met, and that the 
representation of the Central on the Joint Committee was fixed 
at a small minority. 

It has been noted also that the Joint Committee has omitted 
to report regularly its proceedings to the Central Committee.* 
and finally acted without authority in agreeing with the Ministry 
to recommend the terms for the permanent contracts for 
hospital staffs, while discarding almost all the points of objec- 
tion or modification which had been previously put forward , 
by the Regional and Central Committees. Such behaviour does 
not inspire confidence in the Joint Committee for the future 
conduct by it of the affairs of hospital staffs, even if the staffs 
were prepared to waive their right to democratic representation. 

The South-West Metropolitan (Western Area) Committee 
considers that interest in the B.M.A. organization for hospital 
medical staffs is not likely to be maintained if the Central 
Committee continues to surrender its power. The lessening 
attendance at central and local meetings is already an indication 
of this. 

Our committee has decided unanimously that if the Central 
Consultants and Specialists Committee continues to be sub- 
ordinated to a Joint Committee it will consider withdrawing 
its representatives from the Central Committee and relying on 
representation of its members by other means. The other 
regional committees of the B.M.A. organization have been 
informed of this decision. — We are, etc., 


C. B. S. Fuller" (Chairman). D. Ross Steen. 


T. Colley. 

J. D. Martin Jones. 
H. H. Langston. 

R. G. M. Longridge. 
R. F. MacHardy. 

M. P. Mitchell. 

N. Ross Smith. 


R. F. Swindell. 

E. CowpER Tamplin. 
P. G. Todd. 

C. Heyoate Vernon. 

F. Wilson' Harlow. 
H. Taylor Young. 
H. C. ZORAB. * 


Bournctnoutlt Members of S.W. Meiropo itan (Western) 

Resional Committee. 


Freedom Preferred 

Sir, — I have read with dismay — indeed with some disgust — 
Dr. Conn McCIuskey’s letter {Supplement, October I, p.^ 157). 
Surely he is one of an extremely small minority in desiring to 
be “ directed . . . what to do and when to do it,” or possibly 
he has cast himself in the role of a director and not one to 
be directed. 

His statement that “ there seems to be little tyranny in the 
artisans' trade unions ” is very far from the truth. Has he not 
heard of men being debarred from a particular employment 
because they did not belong to a particular trade union ? Has 
he not heard of restrictions of effort and output being imposed 
by trade unions upon their members ? 

He thinks that a “ democratically elected body "cannot imple- 
ment a tyranny. History is full of evidence to the contrary ; 
or, if historical evidence does not seem relevant to him, then 
all contemporary politics will furnish him with abundant 
examples to confute his statement. 

A state of tyranny must inevitably arise when a tyrannically 
disposed individual or group of individuals acquires power 
over a community whose members prefer the security _ of 
serfdom to the perils of freedom. In that unenviable predica- 
ment I believe the medical profession now to .be. I trust we 
shall not reverse Aesop’s fable and add King Log to King Stork 
by forming a trade union which would be — ^1 hope as impotent 
as it would be degrading. The only foreseeable advantage in 
such an action would be to have attained a point in the spiritual 
evolution of our profession where we could truly say, “He 
that is low need fear no fall.” — I am, etc., 

s<.fiord, Frew- 
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BRITISH MEDICAL STUDENTS ASSOCIATION 

The seventh Annual General Meeting of the British Medical 
Students Association will be held at B.M.A. House, Edinburgh 
on November II-I3. The guest lecture will be given by Mr! 
P. Eggleton, D.Sc., reader in biochemistry at the University of 
Edinburgh, on November 11, at 2.30 p.m. Anyone interested 
is invited to attend this lecture. 

Representatives from most medical schools in the coun(r) 
will be attending to discuss such matters as student health 
services, clinical conferences, staff-student, discussions, further- 
education and training grants, and medical films, as well as 
routine domestic matters. 


B.M.A. LIBRARY 

The following books have been added to the Library; 
Advances in Surgery, Volume 1. 1949. 

American Association of Physical Anthropologists: Studies in 
Physical Anthropology. No. 1, Early Man in the Far East. 1949, 
Atomic Energy Year Book: Edited by John Tutin, 1949. 

Banzer, G. : Arzneitherapie des praktischen Arztes. Dritle Auflace. 
1949. 

Banzer, G. : Medikamentenlehre fiir Schwestern. 1949. 
Bargmann, W.: Histologie und mikroskopische Anatomie des 
Menschen. Band I, Zellen- und Gewebelehre. 1948. 

Berghoff, E. : Max Neuburger, Werden und Wirken: cincs bster- 
reichischen Gelehrten. 1948. 

Berndorfer, A. : Die Asthetik der Nase vora plastisch-chirurgischen 
Standpunkt aus Betrachtet. 1949. 

Biiikiewicz, T. : Psychotogia marzenia sennego (The psychology of 
dreams : Polish text with English summary). 1948. 

Bohler, L. : Medullary Nailing of KUntscher. Translated from the 
11th German edition by Hans Tretter. 1948. 

Breckenridge, M. E., and Vincent, E. L. : Child Development. 
Second edition, 1949. 

Brownell, K. O. : A Textbook of Practical Nursing. Third edition. 

1949. , 

Campbell, J. D.; Everyday Psychiatry: concise, clinical, practical. 
Second edition. 1949. 

Conference, First International Poliomyelitis : Papers and Discussions, 
J949. ■ , . 

Conference on National Social 'Work, Atlantic City, N.J., Apnt 
17-23, 1948: Proceedings. 1949. 

Congress, International, 'on Population and World Resources in 
Relation to the Family. Cheltenham, August, 1948. 1949. 

Das, K. : Clinical Methods in Surgery. Second edition. 1948. 
Depisch, F. : ■ Die Dial- und Insulinbeliandlung dcr Ziickerkmnl- 
heit: fiir Studierende und Arzte. Vierte Auftage 1949. 
Fleming. C. M. : Adolescence. 1948. _ r 

Fowler, W. M. : Hematology: for students and practitioners. Second 
edition. 1949. . . . 

Geckcler, E. O. ; Plaster-of-Paris Technic. Second edition. 1948. 
Goodall-Copcstake, B. M. : Theory and Practice of Massage and 
Medical Gymnastics. Seventh edition. 1949. 

Graber, G. H. : Mental Life of the Child. 1949. , t- ■ 

Gregory, Sir R. : Gods and Men : a testimony of science and rctigion. 
1949. 

Groves and Brickdale’s Textbook for Nurses. Seventh edition, 
revised by J. A. Nixon and Sir Cecil Wakeley. 1948. 

Gunther, J. : Death Be Not Proud : a memoir. 1949. 

Hairc, N. : Everyday Sex Problems. 1948, . 

Hanby, J. H., and Walker, H. E, : Principles of Chiropody. 194v 
Hansen, H. F. : Review of Nursing: with outlines of suojeos 
questions and answers. Sixth edition. 1949. 

Hansen, I. F. : Investigations on Agonal Acidosis. .1948. 
Hay-Shaw, G.: Your Child and You. 1949. 

Hinsie, L. E. : Understandable Psychia'ry. 1948. 

Hoch, P. H. (Editor): Failure in Psvchiatric Trcaiment. 194S, 
Horsfall, F. L., jun.: Diagnosis of Viral and Rickcttsi.il Infccuo 
1949. 

Ikin. A. G.: Religion hnd Psychotherapy: a pica for co-operation. 
Thesis edition. 1948. 

Ingram, M. E.: Principles of Psychiatric Nursing. Third em 
1949. 

Jamieson, E. M., and Sewall, M. E. : Trends in Nursing Histor)- 
TTiird edition. 1949. 

Jones, E. : Hamlet and Oedipus. 1949. 

Jones, E.: What is Psychoanalysis ? 1949. . 

Lee. M., and Wagner, M, M. : Fundamentals of Body Mecn. 
and C ' ■ . 

Macc, ' f ■ " ■ ( isis. 1948. . , -jji.'on 

McMu..»>, .. ■ ' of Orthopaedic Surge.T*. Third co 

1949. 

Mayo Clinic Diet Manual. 1949. ... . 

Mayo, E. ; Social Problems of an Industrial Civilization, ■ , 

Melency, F. L. : Clinical Aspects and Treatment of ► 
iTTfcctions. 1949. . ,j,,q 

Minnitt. R. J. : Gas and Air Analgesia. Fourth edition., 

Neil. J. H., and Neil, T. H. : Ear, Nose, and Throat Nursing. ' 
edition. 1948. 
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Northern Surgical Association, 23rd Meeting, Stockholm, June 26-28, 
1947: Transactions. 194S. 

Oakes, L.. and Bennett, A.: Materia Medica for Nurses. Third 
edition. 1949. 

Osborn, F. : Our Plundered Planet. I94S. 

Pincy, A., and Hamillon-Patcrson, J. L.: Sternal Puncture. Fourth 
edition.* 1949. 

Randcll, M.: Training for Childbirth: from the mother’s point of 
view. Fourth edition. 1949. 

Saunders. H. St. G.: Red Cross and the White: a short history of 
the Joint War Organization of the British Red Cross Society and 
the Order of St. John of Jerusalem during the War 1939-45. 1949. 

Schafer, R.: Qinical Application of Psychological Tests. 1948. 

Scott. G. E. M.: Juvenile Rheumatism: a clinical sun’cy. 1948. 

Smith. A.: Technic of Medication. 1948. 

Stopcs, M. C.: Birth Control To-day. Ninth edition. 1948. 

Taylor, H. P.: .A Shetland Parish Doctor: some recollections during 
the past half-century’. 1948. 

Taylor, S., and Gadsden, P. ; Shadows in the Sun, 1949. 

Tidy. Sir H. L.: Synopsis of Medicine. Ninth edition. 1949. 

Tidy, N. M.: Massage and Remedial Exercises in Medical and 
Surgical Conditions,^ Eiehih edition. 1949, 

Tobias, N. : Essentials of EJermatology. Third edition. 1948. 

Walshe, F. NI. R.: Diseases of the Ner\’ous System: described for 
practitioners and students. Sixth edition. 1949. 

Worrall. R. L. ; Energy and Matter. 1948. 

Yaier. W. M.: Fundamentals of Internal Medicine. Third edition. 
1949. 


H.M. Forces Appointments 


ROYAL NAVY 

Surgeon Commander S. J. Savaga has been placed on the Retired 
List. 

Surgeon Lieutenant R. R. B. Baxendine to be Surgeon Lieutenant- 
Commander. 

Royal Naval Volunteer Reserve 

Surgeon Lieutenant-Commander E. J, S. Woolley, O.B.E., has been 
placed on the Retired List. 

Surgeon Lieutenants W. E. A. Buchanan, A, C, NfacDonald, J. F. 
McHarg, and R. A. McKeown to be Surgeon Lieutenant- 
^mmanders. 

ARMY 

Colonel R. S. Dickie, late RJk.M.C., haWng attained the age 
for retirement, is retained on the Active List supemumera^ to 
Establishment. 

Lieutenant-Colonel J. N. Atkinson, late RA.M.C., to be Colonel. 

ROYAL ARMY MEDICAL CORPS 

Lieutenant-Colonel P. E. D. Pank has retired on retired pay, and 
has been granted the honorary' rank of Colonel. 

hlajor D. S. Cochran to be Lieutenant-Colonel. 

Major W. N. S. Donaldson, T-D,, from Short Semce Commission, 
to be Major* 

Captains T. B. Harrison, O. S. Williams, and J. F. ^^'efab, M C., 
to be Majors. 

Captain C..C, Petrovsky has retired, receis’ing a gratuity, and has 
been granted the honorary rank of Major. 

Short Service Commission (Speciahst ). — Captain OYar Substan- 
tive Nfajor) I. F. Fraser has retired, receiving a gratuity, and has been 
granted the honorary rank of Major. ^ 

Short Service Commission . — Captains J. E. G. Earle and J. M. 
Corall have retired, receiving a gratuity, and have been granted the 
honorary rank of Lieutenant-Colonel. Captains I. A. Jackson, 

M. B.E., and A. J. Leslie-Spinks to be Majors. Captains W. G. 
Canning and J. P. X. Fox have retired, receising a gratuity, and 
have been granted the honorary rank of Major. 

REGULAR ARMY RESERVE OF OFFICERS 
Royal AjLsrY Medical Corp? 

Lieutenant-Colonel (Honorary Colonel) C. B. C. Anderson, O.B£., 
having attained the age limit of liability to recall, has ceased to 
belong to the Reserv’e of Officers. 

Captain B. E. Schlesinger, O.B.E., from Supplementary Reserve of 
Officers, to be Major, and has been granted the honorary rank of 
Colonel. 

Captains J. P. Stewart, F. A. D’Abreu, R. G. M. Longridre. 

N. hi. L. Lund, J. C, Harland, and G. Maepherson, from Supple- 
mentary’ Reser\'e of Officers, to be Majors, and have been granted 
ihe honorary' rank of Lieutenant-Colonel. 

Captains D. C. Muir. A. C. F. Green. H. J. Broume, J. H. 
Chambers, F. G. Wood-Smith, D. P. Kearns, R. Cox, M.B.E., 
T. J. Fairbank, W. M. Macleod, P. H. Nev-Tiian, D.S.O.. I. N. 
Samuel, G. C. Steel, F. R. Store, I. H. Griffiths. E. H. C. Harper, 
G. Lorriman, M.B.E., R. R. Simpson, and A. W. F. Catto, from 
Supplementary Reserve of Officers, to be Majors. 

Captain R. A. Strang, from Emergency Commission, to be Captain, 
and has been granted the honorary rank of Major. 


TERRITORIAL ARMY 
Royal Army Medic-u. Corps 

Liculenanl-Coloncl (Honorary Colonel) Sir Hugh W. B. Cairns. 
K-B.E., has been apt>oinlcd Honorar'.' Colonel. 

Colonels C. P. Oliver, C.B., C.M.G., T.D., and W. D. Watson. 
T.D., have relinquished their appointments as Honorary’ (Colonels, 
their tenure of appointment having expired. 

Captain (acting Lieutenant-Colonel) G. E. Parker, D.S.O., has been 
granted the acting rank of Colonel. 

Major G. K. D. Edwards has been granted the acting rank of 
Colonel. 

Captains (Acting Majors) M. F. Ronayne, J. G. Waush. 

T. P. Sewell, and J. Blcakley to be Majors. 

Captains J. Davidson, T. M. Lennox, M. A. Watson, I. R. 
McNcisb, and C. J. Cobbe, M.B.E., to be Majors. 


.Association Notices 


GROUP COMMITTEE ELECTIONS 


As a result of elections held recently among the Special Groups. 
Ihe following have been elected to the various Group Com- 
mittees. Re-elected members are indicated by an asterisk, and, 
subject to the amendments shown below, the full list of members 
of the Committee is as set out in the Supplement of Aucusl 20 
(p. 90). 

Anaesthetists Group 
Provinces: *Z. Mennell. 

*W. W. Mushin. 

Scotland: A. C. Forrester (vice H. H. Pinkerton). 


Consulting Pathologists Group 
•J. G. Greenfield. 

W. H.“McMetemey) A- F. S. Sladden and F. B. Smith. 
Dermatologists Group 

London: D. I. Williams (vice L. Forman). 

Provinces: *F. F. Hellier. 

Scotland: *J. Ferguson Smith. 

Orthopaedic Group 
London: •?. Wiles. 

Provinces: *S. A. S. Malkin. 

Scotland : R. Barnes (vice A. Miller). 

Physical Medicine Group 
•F. S. C. Cooksey. 

*J. W. T. Patterson. 

One vacancy (vice J. B. Burt). 

Psychological Medicine Group 
•P. K. McCowa'n. 

•J. R. Rees. 

T. Ferguson Rodger (vice A. A. W. Petrie). 

Radiologists Group 

*J. F. Braiisford. 

-S. 'Whately Davidson. 

*J. L. A. Grout. 


Spa Practitioners Group 
North : T. G. Reah (vice L. I, Prosser). 
South; J. E. Dawson. 


Venereologists Group 
R. C. L. Batchelor. 

R. Lees. 

A. E. W. hfcLachlan. 

C. Hamilton Wilkie. 


PRIZES FOR MEDICAL STUDENTS, 19S0 
The Council of the British Medical Association is prepared 
to consider the award in 1950 of prizes to medical students 
for essays submitted in open competition. 

The subject of the essays shall be “Clinical Teaching in 
Relation to the Practice of Medicine.” 

The purpose of these prizes is the promotion of systematic 
observation among medical students. In awarding the prizes 
due regard will be given to evidence of personal observation. 
No study or essay that has presiously appeared in the medical 
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press or elsewhere will be considered eligible for a prize. Any 
medical student who is a registered member of a medical 
school in Great Britain or Northern Ireland at the time of 
submission of the essay is eligible to compete for a prize. 

If any question arises in reference as to the eligibility of 
a candidate or the admissibility of his or her essay, the decision 
of the Council of the British Medical Association shall be 
final. In determining the number and the value of the prizes to 
be awarded the Council will take into consideration the number 
of essays received. Should the Council decide that no essay 
entered is of sufficient merit, no awards will be made. 

Each essay must be typewritten or legibly written in the 
English language, on one side of the paper only, must be 
unsigned, and must be accompanied by a form of application 
which can be obtained from the undersigned. Essays must 
be forwarded so as to reach the Secretary of the British Medical 
Association not later than December 31, 1949. Inquiries rela- 
tive to tlie prizes should be addressed to the Secretary, British 
Medical Association, B.M.A. House, Tavistock Square, London, 
W.C.l. 


SUPPLEMENT to riij 
British Medical Jowsh 


Branch and Division Meetings to be Held 


Bournemouth Division.— At Grand Hotel, Fir Vale Rmi 
Bournemouth, Friday, October 28, 7.30 p.m., annual dinner. 

Cambridge and Huntingdon Branch.— At Lecture Thcaitf 
Addenbrooke’s Hospital, Cambridge, Sunday, October 30 3 is nr,' 
Address by Dr. Robert Forbes : Legal Hazards in Medical Prac 
tice. A discussion will follow. 


Kensington and Hammersmith Division.— At St. Mary Abbo’: 
Hospital, Marloes Road, London, W., Tuesday, October 25, 8 30 db 
clinical lecture. Mr. J. H. Carver: “Male Sterility"; Mr v'b’ 
Green-Armytage; “Female StcriUty." A general discussion 'niii 
follow. 


O.XFORD Division.— At Horton General Hospital, Banban 
Wednesday, October 26, 5 p.m., clinical meeting. 7.15 p.m., dintitr 
at Whatelcy Hall Hotel, Banbury ^rice 6s. 6d.). 

West Middlesex Division.— Al Nelson Room, Town Hali 
Ealing, Friday. October 28, 8.30 p.m., Mr. Angus Maude; "'nij 
Conservative Attitude Towards the Health Scheme." Wives a:t 
invited, ’ 


West Sussex Division.— At Wame’s Hotel, Worthing, Tuesday, 
October 25, 6 p.m. Business meeting, followed by an address by Dr. 
Charles Hill on “Problems of the Moment”; 7.15 p.m,, dinner 
(10s., including tip), followed by a discussion. All medical practi- 
tioners in West Sussex are invited to attend. 


SCHOLARSHIPS IN AID OF SCIENTIHC RESEARCH 

The Council of the British Medical Association is prepared to 
receive applications for Research Scholarships as follows: An 
Ernest Hart Memorial Scholarship of the value of £200 per annum, 
a Walter Dixon Scholarship of the value of £200 per annum, and 
four Research Scholarships each of the value of £150 per annum. 
These scholarships are given to candidates whom the Science 
Committee of the Association recommends as qualified to under- 
take research in any subj'cct (including State medicine) relating 
to the causation, prevention, or treatment of disease. Preference 
will be given, other things being equal, to members of the medical 
profession. 

Each scholarship is tenable for one year starting on October 1, 
2950. The scholar may be reappointed for not more than two 
additional terms. A scholar is not necessarily required to devote the 
whole of his or her time to the work of research but may hold an 
appointment at a university, medical school, or hospital, provided the 
duties of such an appointment do not interfere with his or her 
work as a scholar. 

Conditions of Award; Applications 

Applications for scholarships must be made not later than Friday, 
April 28, 1950, on the prescribed form to be obtained from the 
Secretary of the Association, B.M.A. House, Tavistock Square, 
London, W.C.l. Applicants will be required to furnish the names 
of three referees who are competent to speak of their capacity for 
the research contemplated. 

Charles Hill. 

Secretary. 


Diary of Central Meetings 


October 


21 

Fri. 

Committee re Capital Punishment, 2 p.m. 

25 

Tues. 

Anaesthetists Group Comnuttec, 2 p.m. 

25 

Tues, 

Central Ethical Committee, 2 p.m. 

26 

Wed. 

Joint Subcommittee re Remuneration of National 
Coal Board M.O.S (Conference of Colliery Medical 
Officers), 2 p.m. 

26 

Wed. 

Spa Practitioners Group Committee, 2 p.m. 

27 

Thurs. 

Annual Conference of Representatives of Local 
Medical Committees, 10 a.ra. 

28 

Fri. 

Library Subcommittee, 11.30 a.m. 

28 

Fri. 

Consulting Pathologists Group Committee, 2 p.m. 

28 

Fri. 

Science Committee, 2 p.m. 

31 

Mon. 

Armed Forces Committee, 2 p.m. 



November 

2 

Wed. 

(At Lion Hotel, Shrewsbury) Welsh Committee, 
2.15 p.m. 

3 

Thurs. 

Committee on Industrial Health Services in relation 
to the National Health Service, 2 p.m. 

9 

Wed. 

Committee on the Postgraduate Education of General 
Practitioners, 11 a-m. 

10 

Thurs. 

General Medical Services Committee, 11 aan. 


Meetings of Branches and Divisions 
Leeds Division 

The newly qualified medical graduates of Leeds Untvcrsit:v were 
invited to lunch by the Executive Committee of the Leeds Division on 
Thursday, September 29. 

■ Mashonaland Branch 

The annual report of the Mashonaland Branch Council includes lbs 
following siatement on State medicine: At the beginning of 1948 the 
Minister of Internal Affairs met separately both Branches of tk 
British Medical Association in Southern Rhodesia. The verbatim 
report of the meeting in Salisbury was circulated to all members cl 
the Branch and was discussed at a subsequent meeting. It has been 
only too obvious to all concerned that the Minister’s proposals liavt 
not been acceptable to either Branch for the reason ihai the medical 
profession does not agree that such proposals will result in any 
improvement in the health services rendered to the population o! 
Southern Rhodesia, European and African. 

In the past there was not only a shortage of hospital beds, nursint 
staff, and medical equipment, but of medical practitioners as vroi 
This last shortage has been remedied by private enterprise. T!>c 
Government has failed to remedy the remaining lack, and, because 
of the Government’s policy of providing hospital accommodation 
at an uneconomic rate to all, no private nursing-homes have bees 
erected, and there is also no adequate private general or midwieiv 
nursing service. The latter might have been remedied if a nosid 
had been built in which private nurses could live However, » 
spite of this lack of private midvyives, the Minister proposed W 
embark on a maternity service designed to encourage vvomen to K 
delivered in their own homes. It is a matter of opinion whether i. 
is better for a confinement to lake place in a hospital or in the nom:, 
but without sufilcient midwives the answer is obvious. , 
The Mashonaland Branch has felt in the past that, if Ine yovera- 
ment is determined to introduce a State medical scheme, the oto 
efficient service would be one controlled, by a Commission on wjiicn 
the medical profession is adequately represented. If me meuiB- 
profession should form part of a Civil Service the Treasury, vvouw 
have the final say, and necessary schemes would not be cameo ou. 
for lack of funds. The system whereby sums voted this yc.ir ii ao 
spent cannot be carried forward is iniquitous and le.ads to moat, 
being spent unnecessarily in times of plenty and for essential s^iro 
to be curtailed in times of poverty. A sinking fund conlroiico 
the Commission would remedy this. The Government s , 
should in tho first place be with the poorest, and it is 
any so-called free national health service may result in 
being spent on the poorest and most numerous section ot ttic ro 
munity — the Africans. At present the medical vote for turoj*. 
and African health services is not divided. . , , , 

To-day Southern Rhodesia is materially ill-equipiKd to siipi i 
health service for the community. Given the tools, the ' L ji 
titioners will render a service to the public more m the 
less cost than any other scheme, and if it should be saio .'j 
financial burden of ill-health onnnot be borne by the 
can rightly point out that a considerable proportion of y'?, 
tion can be members of medical aid societies, and ‘m p 

not be a difficult matter for the Government to provide , --.vj 

the form of a subsidized medical aid society for 
means who could not be members of one ot the present socicu - 

Metropolitan Counties BRANat , 

Members of the Metropolitan Counties Branch, 8C<»mPJd' ■ 
their president. Dr. C. G. Martin, visited the Port P‘. mtlf 
September 21 as guests of the Port of London Authorit). * v 
was received by Admiral Sir Allan Hotham, member of tne a 
and embarked in the P.L.A. s.Y. St. Katharine at ..--j j-d 

cruise down the River Thames and through the Royal Vic 
Albert and King George V Docks. 
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INDIVIDUALITY IN MEDICINE 

HARVEIAN ORATION DELIVERED BEFORE THE ROY AL COLLEGE OF PHYSICIANS 

ON OCTOBER 18, 1949 

• * BV ' 

GEOFFREY MARSHALL, M.D.Lond., F.R.C.P. 

Consulting Physician to Guy's Hospital : Physician to Brompton Hospital for Diseases of the Chest 


My Lord President and Fellows, 

I have to thank you for the great "honour which is mine 
in being entrusted with the delivery of the annual Oration, 
the two hundred and thirtieth to be given since the series 
was instituted by William Harvey's gift to the College in 
1656. As 5 'ou know’, he directed that the Oration should 
be made in Latin, and should include a commemoration of 
all the Benefactors of the said College by name. With the 
passage of nearly three hundred years, good and practical 
reasons have been found for disobeying the strict letter of 
the terms of the Gift. I should add little to the dignity 
of this College if I attempted to address you in Latin, 
and I should like to pay tribute to the magnanimity of 
Dr. Alexander Sutherland, who, while giving the Oration 
in Latin in 1863, suggested that his successors might be 
allowed to address the College in English. 

Benefactors 

It is no longer the custom to commemorate all the 
Benefactors of the College by name and to record par- 
ticulars of their benefactions, for the honourable reason 
that the list has become too long. I have pleasure, how- 
ever, in recording a very recent benefaction, most appro- 
priate to be commemorated in this Address. It is that of 
Dr. Ernest Christison Carter, who, being the senior member 
of this College, has presented the sum of one thousand 
pounds “ to the end that friendship between members of 
the College may be continued and maintained, for the 
entertainment of distinguished guests from other countries, 
and if the Treasurer-laid down some Port, that the health 
of the Senior Member should be drunk at one of the 
College Dinners.” 

William Harvey 

Harvey bids us to search and study out the secrets of 
Nature by way of experiment ; and also, for the honour of 
the profession, to continue in mutual love and affection 
among ourselves. 

In these things Harvey was the great exemplar. When 
he was appointed Lumleian lecturer on anatomy in this 
College in 1615, there had been no notable advance in 
medicine for a thousand years. For political reasons the 
subject was confined within the orderly system formulated 
by Galen, and study consisted largely of disputation on the 
applications of this authoritarian creed. Unorthodoxy was 
punished by the civil power, as is happening now in a 
great territory governed by a union of republics. 


A sidelight on Haney's independence of mind and prefer- 
ence for personal observation is afforded by his discussion, 
of the escape of the chick from the egg. First he quotes 
Hippocrates and his own teacher Fabricius of Padua. The 
latter had written : 

“ The chick wants air sooner than food, for it has still some 
store of nourishment within it ; in which case the chick by 
his chirping gives a sign to his mother of the necessity of 
breaking the shell, which he himself cannot accomplish by 
reason of the hardness of the shell and the softness of his 
beak. The chick, nevertheless, is already so strong, and the 
cavity in the egg so ample, and the air contained within it so 
abundant, that the breathing becomes free and the creature can 
emit the sounds that are proper to it. These can be readily 
heard by a bystander, and were recognized by both Pliny and 
Aristotle, and perchance have something of a petition in their 
tone. For the hen, hearing the chirping of the chick within 
. . . she breaks the shell. The chirping of the chick is conse- 
quently the first and principal indication of the creature desir- 
ing to make its escape and of its requiring air. This the hen 
perceives so nicely, that if she hears the chirping to be low 
and internal, she straightway turns the egg over with her feet, 
that she may break' the shell at the place whence the voice 
proceeds without detriment to the chick." 

Harvey comments, “ All this is stated pleasantly and well 
by Fabricius : but there is nothing of solid reason in the 
tale. I have found by experience that it is the chick himself 
and not the hen that breaks open the shell. I have further 
seen the chick raise up the top of the shell upon his head 
and remove it.” So Harvey demolished an ancient fallacy 
by the simple method of observation ; but he did it with 
gentle urbanity, a quality which we find in the exposition 
of his great discovery of the circulation of the blood. He 
deprecates harsh criticism of opil'inents in a field in which, 
as he says, “all have laboured well.” His -courtesy to 
opponents and his good humour were proof against many 
provocations. Physician to King Charles I, he received 
friendship and aid in his researches from his royal patient. 
While attending the King at Nottingham on the outbreak 
of the Civil War Harvey’s lodgings in London were entered 
by a mob of citizen-soldiers. He writes: 

“This is the cause of my sorrow: Whilst in attendance on 
the King during our late troubles and more than civil wars, not 
only' with the permission but by the command of Parliament, 
certain rapadous hands not only stripped my house of all its 
furniture, but what is a subject of far greater regret to me, my 
enemies abstracted from my museum the fruits of many years 
of toil. Whence it has come to pass that manv observations, 

4634 
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particularly on the generation of insects, have perished with 
detriment, I venture to say, to the republic of letters." 

His exclamation does not seem over-emphatic : “ Let 
gentle minds forgive me, if recalling the irreparable injuries 
I have suffered, I here give vent to a sigh.” 

At the end of the Civil War Harvey returned to London 
and we know that he attended meetings of this College. 
Here he must have encountered Fellows who had taken a 
prominent part with the Parliamentary Forces, and it is 
surely to his credit and to that of the College as a whole 
that no record of discourtesies or ill-natured t;epercussions 
can be discovered. Should we perhaps give special heed to 
this dignified tradition in a time of social change ? Fortu- 
nately there is now no deadly civil war, but rapid changes 
in the relation of the individual to the State are not accom- 
plished without injustice and resentment. 

In 1654 Harvey was unanimously elected President of 
this College, an honour which he modestly declined. He 
had held the Lumleian lectureship for forty-one years, and 
seems to have discharged its duties with as much regularity 
as the times and his travels would allow. We hear of no 
complaints by the authorities of the College, but his 
absences caused uneasiness to some of his colleagues at 
St. Bartholomew’s. He had been appointed physician to 
that hospital in 1609, and at a meeting of the Court of the 
hospital held on Sunday, January 19, 1633, inquiry was 
made into “a complaint of some of the chirurgeons of 
this hospital that whereas Doctor Harvey physician for 
the poor of the said hospital by reason of his attendance 
on the King's Majesty cannot so constantly be present with 
the poor as heretofore he hath been ; but sometimes doth 
appoint his deputy for the same.” The difficulty was 
resolved, and the Governors of the Hospital seem to have 
treated Harvey with consideration and respect. 

In 1628 was published his book on The Motion of the 
Heart and Blood, which liberated medicine from the 
Dark Ages and set it on the path of progress vyhich it has 
travelled ever since. The incontrovertible evidence with 
which he supports the validity of his discovery is based 
partly on anatomical dissection, partly on experiments on 
living animals, and partly on clinical observation. With 
regard to the latter, he quotes many illustrative cases of 
circulatory disease met with among his private patients and 
among the sick poor whom he attended at St. Bartholomew’s 
Hospital. 

British Hospitals 

Let us review briefly the provision of hospitals in this 
country before and since Harvey’s time. While medicine 
was dominated by the Church, under the Saxons and 
Normans, many hospitals were founded ; we have written 
records of over eight hundred, and the majority of them 
survived to Tudor times. ,_In 1534, Henry Vlll broke with 
the Pope and soon set abd'h the suppression of the religious 
houses. A statute of 1 ?j 45 alleges that “ governors and 
wardens of hospitals, or the greatest number of them, did 
not exercise due authority and expend the revenues in alms 
according to the foundation.” The object of the Act was 
" to faring them into a more decent and convenient order.’ 
At the same time assurance was given that the King w’ould 
not suffer “ poor and miserable people to be unrelieved." 
Political propaganda is no new thing. Poor and miserable 
people did go unrelieved, for the hospitals were closed and 
deserted. Pressure by the citizens of London led in 
due course to the reopening of St. Bartholomew’s and 
St. Thomas’s, but these seem to have been the only two 
hospitals in London in Harvey's time, apart from St. Mary’s 
of Bethlehem for the insane. In other parts of the countrs' 
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there were only a few vestiges of the old foundations. No 
renascence of hospital establishment occurred until the 
eighteenth century, but then the movement grew and 
flourished. In quick succession came the Westminster 
Guy’s, St. George’s, the London,. the Royal Infirmaiy- in 
Edinburgh, and similar institutions in ail the larger cities. 
By the end of the eighteenth century some forty important 
hospitals had been established, and in recent years the 
number of voluntary hospitals exceeded nine hundred. 

These hospitals were not of equal size or merit. They 
were diverse in tradition, function, and administration. 
They were born and grew according to the need and the 
enterprise of the community, but they had certain features 
in common. They were modelled on the ancient founda- 
tions which had so well stood the test of centuries. 
They were governed by a group of laymen, usually men 
and women of proved ability and integrity, known and 
respected for their achievements in their own walks of 
life. They worked without fee or reward. In partnership 
with them was a medical staff, visiting or honorary, who 
received a token or peppercorn stipend, sufficient perhaps 
to pay their travelling expenses between home and hos- 
pital. The medical staff were responsible for the investi- 
gation and treatment of the patients allotted to them, and 
every member of this visiting staff was a member of the 
medical committee of the hospital. This committee advised 
the lay governors on all matters within their, competence, 
and the governors referred to them all questions having 
a direct bearing on the medical and surgical work of the 
hospital. To quote from Harvey’s great contemporary, 
Shakespeare, “ I tell you that which you yourselves do 
know,” and I hope that I shall not outwear your patience. 

Appointments to the staff of the hospital were made by 
the governors, but in fact they depended on election by 
their colleagues acting in concert, of recent years with the 
help of external referees or assessors. I know of no other 
method so free of fear or favour, or which has given rise 
to fewer wrong decisions. The medical committees have, 
advised the governors, in particular, concerning improve- 
ments in hospital equipment and accommodation required 
to make available to the patients the advances in medical 
science. It has been a point of honour with the medical 
committees to refrain from unreasonable demands, and it 
has been the constant endeavour of the lay governors to 
keep their hospital in the highest state of efficiency. Many 
of them have set an inspiring example of unselfish service, 
and out of this has grown a living corporate spirit in ine 
voluntary hospitals. Their independence of central authonl) 
gave them individual character, vitality, and adaptabihh 
They were institutions in which men and women were proia- 
to work for no proportionate financial reward. 

The service given by the voluntary hospitals to the public 
and to humanity in general has been no mean contribution 
For many years in co-operation with the general praci- 
tioners they undertook the care of the poor in most cases 
of acute illness and severe injury. 

In association with the universities they have been 
sible for medical education. At first the students w. 
went to the physicians and surgeons who taught m 
wards and theatres, and the rewards were very high in cc 
by our standards. On the organization of medical 
the clinicians gave up the major part, and in some 
pitals the whole, of their teaching fees in order, to 
the buildmg,’equipment, and staffing of the departmen s 
preclinical teaching. 

The increasing demand for hospital service, and its 
tinuous elaboration, may be traced more or less dire- . 
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to Harvey's awakening of medicine from i(s long sleep. As 
a combined clinician and investigator he had worthy suc- 
cessors. Sydenham's work on fevers opened men's minds 
to the conception of specific infections. John Hunter estab- 
lished the principles of research in physiology and surgery. 
Edward Jenner laid the foundation-stone of immunology; 
a- statue in Boulogne records his landing there to introduce 
vaccination into France at a time when our ttvo countries 
"ere at war. Addison demonstrated the nature of per- 
nicious anaemia, and with his description of the effects of 
disease of the suprarenals was a pioneer in the study of the 
ductless glands. Accurate knowledge of kidney disease 
dates from Bright. Anaesthesia was made practicable by 
Simpson, and all the great advances of surgery stem from 
Lister. Patrick Manson is known as the father of tropical 
medicine. Similar advances continue in our own time ; 
those of Mott in mental disease, Mackenzie and Lewis in 
diseases of the heart, Gowland Hopkins and the Mellanbys 
in sitamins, Fleming and Florey in antibiotics. Medicine 
is not. national and cannot flourish when confined; but 
we ha\e a right to be proud of our share in fundamental 
discoveries, and most, if not all, of these workers were 
products of our voluntary hospitals. 

Increasing elaboration of the methods of investigation 
and treatment necessitated the establishment of special 
departments, and at the same time attracted increasing 
numbers of patients to the hospitals, so that the visiting 
staffs had to cope with a vast free consulting service, which 
grew more rapidly after the passage of the Insurance Act. 
The cost in new building and equipment was heavy, but 
the hospitals expanded to meet the new'requirements, draw- 
ing aid from the King's Fund and from contributory 
schemes. 

Florence Nightingale 

No individual has done more for the improvement of 
our hospitals and for the efficient and humane practice 
of medicine and surgery' than Florence Nightingale. Her 
establishment of a training institute for nurses atSt. Thomas's 
Hospital in IS59 led to the setting up of similar schools 
in all the large hospitals of this counto'. We may be 
thankful that we work under conditions revolutionized by 
her vision and determination. The nurses, doubly inspired 
by their foundress and by the corporate tradition of the 
various institutions in which they worked, raised our hos- 
pitals to a new excellence. Sir Henry Burdett, author of 
that standard work Hospitals and Asylums of the 
World, and originator of King Edward's Hospital Fund, 
did not hesitate to criticize those of our hospitals which 
he found inefficient. Influenced, perhaps, by his memories 
of Florence Nightingale’s exposures of “ officialism ” in 
her reformation of the military hospitals in the Crimea, 
he wrote: 

■■ .Anything more opposed to the best interests of the people 
than the substitution of State hospitals for the voluntary hospi- 
tals as they at present exist cannot be imagined. . . . We 
believe and hope therefore that the day is far distant when 
any serious effort will be made to substitute State hospitals 
for the noble medical charities which are at one and the same 
time the wonder of foreigners and the just glory and pride of 
the British nation.” 

Burdett was writing in 1900, a time made distant by great 
changes in the history of nations. 

Florence Nightingale accomplished other reforms besid« 
the reorganization of hospitals in the Crimea and the wide- 
spread establishment of training schools for nurses. Illness 
now confined her to bed for the rest of her life, but she 
kept in touch with many of the nurses who had been trained 
in her institute at St. Thomas’s. One of them wrote to her 


from the Workhouse Infirmary at Liverpool and described 
the conditions in which the patients wore the same shirts 
for seven weeks and bedclothes were not washed for 
months. Such information as this she used to persuade the 
authorities to draft the Act of fS67 which separated the 
Poor Law infirmaries from the workhouse and provided 
them with resident medical superintendents. This was not 
all she wanted, and she said, “ This is a beginning ; we shall 
get more in time.” In 1929 these institutions became the 
responsibility of the county and county borough authorities, 
since when many' of them have attained a very high 
standard. 

The Impact of War 

In the recent war the voluntary hospitals were integrated 
with those of the local authorities, and a friendly partner- 
ship was in most cases established. They were placed under 
an Emergency Medical Service, and had an instructive 
experience of centralized control in an attenuated form. 
They learned something of its benefits and drawbacks, and 
minimized the latter by their traditional adaptability', especi- 
ally in misinterpreting regulations and instructions which 
would have prevented efficient and humane treatment of 
their patients. 

The hospitals in London were instructed to lock their 
gates when aerial bombardment was heas'y', in order to 
prevent the breaking in of panic-stricken mobs. To the 
best of my' knowledge only one hospital was mobbed. 
When heavy bombs struck the main block and destroyed 
both lift shafts and staircases a message was shouted from 
street to street that “ Guy’s is afire," and the men of 
Bermondsey and Southwark came out of their cellars and 
shelters in their hundreds and helped to carry the patients 
down the outside of the stricken building. 

There was a great discrepancy in the efficiency of the hos- 
pital services provided by the different county authorities. 
Some were admirable and others miserably incompetent. 
Their responsibilities and obligations were heavy: one of 
the most troublesome was the provision of adequate and 
efficient institutional accommodation for those suffering 
from pulmonary tuberculosis. 

In the good areas a patient urgently requiring admission 
would be taken into hospital within twenty-four hours, and 
the average period of waiting for a sanatorium vacancy for 
less acute cases did not exceed four weeks. On the out- 
break of war a large proportion of the beds in tuber- 
culosis institutions were emptied for the service of war 
casualties. A central administration which had failed to 
prepare for war thus repeated the mistakes of 1914. The 
premature return of infectious patients to their homes was 
followed by a steep rise in the tuberculosis rate, and there 
was a spectacular increase in child deaths from tuberculous 
meningitis. The hospital service for tuberculosis has not 
yet recovered from the disorganization resulting from this 
expropriation. Five thousand of its beds are still closed for 
want of staff. Patients in urgent need of treatment must 
wait from six to twelve months for admission to sanatoria 
or even to hospitals. Patients are lying in their hom« 
begsing for the treatment which can only be given in 
hospital, and which cannot be obtained until it is too late. 
Is - there a Tudor echo in the recent assurance that the 
patients shall not suffer ? 

Alinistry of Health 

The Ministry of Health dates from 1919, and already 
has a distinguished record in preventive medicine. In the 
recent war it administered the Emergency Medical Service 
and so undertook responsibility for the treatment of 
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patients in many different types of hospitals. Experience 
so gained suggested the advisability of perpetuating the' 
control, especially as it was said that the increasing cost 
of hospital maintenance and the heavy taxation of those 
who had heretofore financed the voluntary hospitals would 
make it impossible for them to survive on a voluntary basis. 
Lord Dawson’s scheme for reorganization of the medical 
services, published in 1920, was revived and transfigured 
in the Beveridge Report. When the latter was published, 
it seemed to some of us that insufficient attention had been 
paid to the essentials whicn stimulate individuals and 
institutions to strive for progress in the science and practice 
of our calling. By memorandum and by word of mouth 
we reminded a former Minister of Health of the work 
of Florence Nightingale. We even suggested that this plan 
might undo some of the work that she had done, and that 
nurses might not care to work under such a scheme. We 
received no more encouragement than we expected. 
Others explained to us that Government money would be 
used, and that he who pays the piper calls the tune. This 
seemed to us an over-simplification ; if each individual had 
his own piper he might get the tune he desired. In this 
case we are all paying the piper. Under a central authority 
there are millions who pay, and there is only one piper, 
remote in his office. Many of us call for different tunes. 
The piper has not the music for all the tunes, and some 
of them are unfamiliar to him. In the end, the piper is 
apt to play the tune which comes most easily to him, the 
one that suits his pipe. 

State Hospitals 

Our hospitals are now State hospitals : let us see to it that 
the change is not so disastrous as Sir Henry Burdett feared. 
We have inherited a splendid tradition from our great pre- 
decessors. Tradition grows like a tree, gathering strength 
by degrees ; but even a mighty tree can be cut down in a 
few hours. The tradition of the teaching hospitals is 
being respected ; they are being allowed to keep their 
constitution and character. They still have boards of 
governors ; but there is cause for regret that some of the 
most outstanding members of these boards, individuals of 
special distinction in the recent history of the voluntary 
hospitals, should have been superseded in the general 
reorganization. 

Some of the other hospitals seem to be faring less well. 
Fifty thousand beds are out of service, largely, we are 
told, for lack of trained nurses. Some of the smaller volun- 
tary hospitals have been closed. The character of others 
is undergoing a change. A recent official communication 
informs us that a hospital for pulmonary disease some sixty 
miles from London will no longer include consulting physi- 
cians on its staff. We are given to understand that, though 
their visits might be desirable, they cannot be fitted into 
the administrative pattern set by an Act of Parliament. 
We hear rumours of plans to standardize the design and 
limit the variety of instruments and chemical preparations 
used in the treatment of patients. 

There are bound to be difficulties at the inception of a 
new service, and it is easy to criticize. We are here to 
help and not to hinder, but we shall do less than our duty 
if we fail to call attention in good time to inadvertences 
which tend to destroy the will of the individual to serve 
the community. The progress of medicine and the develop- 
ment of our hospitals have resulted from freedom and 
diversity, not from standardization and conformity. 

With due humility let us ask that administrative depart- 
ments of Government when taking over the control of our 
hospitals shall themselves absorb something of the spirit 


and tradition which has made them live and grow. Those 
who serve the sick cannot give of their best unless th« 
possess the sense of urgency and personal responsibilitv 
If Government control is to be beneficial to the hospiiais 
there must be a new spirit in the ministries. There seems 
a need for more effective co-ordination between Govern- 
ment departments, and. a stronger determination to avoid 
enmeshing themselves and .us in a web of regulations and 
restraints. We would urge them to consider whether a 
multiplicity of committees may not be a hindrance to those 
who are striving to heat the sick. ^ 

I have strayed far from the course indicated by Harvev 
for the guidance of those who were to deliver the Oration, 
so make amends by reminding you again of his exhortation 
that we should search and study out the secrets of Nature 
by way of experiment ; and also, for the honour of the pro- 
fession, continue in mutual love and affection among 
ourselves. 
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I. P. PAVLOV* 

BY 

J. KONORSKI, M.D. 

Head of the Department of Neurophysiology, Nencki Institiiit 
of Experimental Biology, Lodz, Poland 

It is both a great privilege and a great pleasure to takt 
part in the centenary commemoration of the outstanding 
Russian physiologist Ivan Petrovich Pavlov. It is also 8 
privilege to revive the memory of my work with this great 
scientist — work which, though now belonging to the past, 
1 always recall with great affection. 

I shall try first to survey briefly Pavlov’s work and its 
significance for modern science, and then to give personal 
reminiscences of my association with him. I shall not deal 
here with the first phase of his work, which was devoted to 
the physiology of digestion and which alone was ahead) 
sufficient to establish his permanent reputation, but will) 
the second phase, in which he created a new branch ol 
physiology — namely, the physiology of higher nervom 
activity. 

To begih with, take a look at the study of physiolog) 
of the central nervous system at the stage it had reached 
by the turn of the century — that is, at the time when Pav?o' 
was beginning his work. The rapid development of neuro- 
physiology in the second half of the nineteenth century, 
achieved by physiologists and clinical workers such 
Flourens, Hitzig and Fritsch, Ferrier, Goltz, Sherringtoj. 
Hughlings Jackson, Broca — to mention only the most ou(- 
standing ones — led to the establishment beyond doubt o 
the fact that mental processes depend on the function o 
the brain, more particularly of its highest and most com- 
plex part, the cerebral cortex. This does not mean tha 
this fact had not been recognized earlier, but the 
carried out by the scientists I have mentioned developed i 
in a direct and, so to speak, tangible manner. 

• On the one hand, the experiments of Hitzig and Fritsc , 
Ferrier, and others demonstrated that certain mental pro 
cesses are localized to certain parts of the brain a no 

*Lecturc delivered on August 29, 1949, at the I’olish 
Institute, London, on the occasion of the commemoratton 
centenary of Pavlov’s birth. 
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which was corroborated by clinical obscr\’ation. On the 
other hand, the experiments of Flourens and Goltz indi- 
cated that after the removal of the cerebral cortex animals 
remained ali\e and in good health, but became, it was 
said, “ soulless automata,” “ creatures without memory and 
mind.” It must be remembered, moreover, that this work 
was going on in the full tide of nineteenth<entury scientific 
materialism, when the theory of evolution on the one hand 
and the rapid progress of biochemistry' on the other made 
It seem as though notliing could now impede the triumphant 
march of science towards the unravelling of all mysteries — 
even that of life itself. This, then, is the background of 
the events here reviewed. 

It was becoming clear at the time that all our conscious 
activity and behaviour is controlled by the brain, and as 
such could be investigated, theoretically at least, by physio- 
logical .methods, without reference to psychic phenomena. 

This idea was already beginning to take hold on a very 
big scale. It was first clearly formulated by the prominent 
nineteenth-century Russian phy'siologist Sechenov in his 
booklet T/ie Reflexes of the Brain. It is not surprising, 
therefore, to find that at the end of the nineteenth and the 
beginning of the twentieth centuries widespread attempts 
were being made to find an experimental approach to the 
problem in question. Of all the attempts then made two were 
developed further than any others and became part of the 
permanent structure of modem science. One line of inquiry 
was opened up in America at the end of the nineteenth 
century by Thorndike and later developed into that branch 
of psychology now known as “ behaviourism.” The other 
began several years later in Pavlov’s physiological labora- 
tory and gave rise to the physiology of higher nervous 
activity. 

Although both these lines of investigation are con- 
cerned with one and the same field — namely, the objective 
approach to the study of animal behaviour — and although 
they now tend more and more to converge and coalesce, 
their origins and points of departure were widely different. 

Thorndike, aiming at the objective investigation of animal 
behaviour, rejected introspective explanations. He was not 
concerned with the problem of what the animal “ thought ” 
or “ felt ” in its activities, but concentrated on trying to 
discover the laws governing its response to external condi- 
tions and stimuli. But, although he was not concerned 
with the subjective analysis of mental processes, he was 
nevertheless a psychologist, not a physiologist. Conse- 
quently, the physiological explanations he gave from time 
to time to supplement his arguments, though ingenious and 
penetrating, were somewhat amateurish. They neither 
w^re an integral part of his system nor w'erc they later 
developed or elaborated. 

With Pavlov it was a quite different matter. He was a 
physiologist through and through. His approach to cere- 
bral activity was purely physiological, and he came to its 
study from what might appear to be a remote field — the 
physiology of digestion. It cannot be too strongly empha- 
sized that both his aims and his methods were strictly 
physiological. Consequently, whereas the behaviourists, 
who in their investigations discounted mental processes 
as a link between external stimuli and reaction, had nothing 
to offer in place of these processes, Pavlov deliberately 
substituted physiological mechanisms for psychic aefivity. 

Aim of His Work 

The aim of Pavlov’s work was not so much the 'descrip- 
tion and classification of the phenomena of animal 


behaviour — the aim, more or less, of the behaviourists — as 
the explanation of those phenomena with reference to 
the relevant cerebral processes. 

We must now look more closely at the starting-point 
and sources of Pavlov’s work. In contradistinction to 
Thorndike, Pavlov worked solely on the basis of the physio- 
logical data then available. To him the fact that conscious 
behaviour of the organism depends on the cerebral cortex 
and therefore can be investigated as an expression of its 
functions admitted of no doubt. The problem consisted 
solely in how these investigations could be carried out. 
It was perfectly clear to Pavlov that experiments in the 
extirpation of certain cortical areas or in the stimulation 
of the cortex by electric shock — which were then widely 
practised — however fruitful and important they might be, 
did not represent the true method of investigating the 
normal and, so to speak, everyday activity of this organ. 
The problem was to find an appropriate method and the 
best starting-point for studying its normal activity. 

Wffiile the work of Sechenov provided Paslov with the 
theoretical basis, the practical method had already been 
formulated in Pavlov’s earlier work. In the course of 
examining the activity of the salivary glands he had come 
across the phenomenon of so-called “ psychological saliva- 
tion.” This occurs when the animal salivates, not in 
response to the actual presence of food or other stimulants 
in the mouth, but in response to the sight of food or to 
the sound of food being prepared — in other words, to the 
“ idea ” of food. 

Pavlov saw that this simple fact offered a basis for the 
study of normal cortical activity. For if salivation in 
response to the presence of food in the mouth is an innate 
reflex, or, as Pavlov called it, “ an unconditioned reflex,” so 
salivation in response to the sight of food or the other 
stimuli signalizing its imminent presentation may also be 
regarded as a reflex action — not innate, but acquired 
through the animal’s experience. This is what Pavlov 
called a “ conditioned ” or “ conditional reflex.” 

The unconditioned reflex occurs by way of e.xisting nerve 
channels established in the phylogenetic development of 
the nervous system, and is mediated mainly by the lower 
parts of the nervous system. The conditioned reflex, on 
the other hand, operates as the result of intercentral con- 
nexions established during the individual animal’s lifetime 
as a result of its experience — connexions which depend, 
according to experimental evidence, chiefly on the cerebral 
cortex. 

Pavlov argued that if the first of these reflex actions can 
be studied successfully by physiological methods — and no 
one can question the validity of these methods for the 
purpose — there can be no reason to doubt the validity of 
the physiological method for the study of the second group 
— that is, the conditioned reflexes. 

It is thus apparent that the cerebral cortex (along with 
some subcortical structures), in contradistinction to the 
lower parts of the nervous system, may be regarded as 
a creativ'e organ, a place where new connexions, and con- 
sequently new' forms of animal behaviour, are established. 
This is its biological role and the essence of its physiological 
function. 

And so we might sum up Pavlov’s chief merit in this 
first period of his work on conditioned reflexes in the fol- 
lowing way : it consists not in the fact that he understood 
the possibility of a physiological approach to problems of 
behaviour, for that possibility was well understood at the 
time and resulted from the general state of knowledge in 
the biological sciences ; his great merit lay in bringing to 
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realization what hitherto had existed only in the realm of 
possibility — a method whereby cortical activity might be 
effectively and fruitfully examined. 

Here it should be stressed that the method he then worked 
out for investigating conditioned reflexes in salivation may 
still be considered classical; for, although many other 
methods have since been added, his own has never been 
challenged for precision and scope. 

It would be impossible, perhaps even inexpedient, to 
attempt to give an account, even in general outlines, of the 
work done by Pavlov’s school during its 40 years’ activity. 
But I should like to touch on some general questions closely 
related to this branch of science, particularly those which 
have given rise to some misunderstanding. 

Reaction to His Work 

Almost from the very beginning of the development of 
the study of higher nervous activity there sprang up a vast 
literature devoted to criticism, positive and negative, of the 
subject — criticism of a philosophical rather than a physio- 
logical character. This criticism was concerned with such 
questions as the validity of these investigations, their scope, 
their general philosophical significance, and so on. This 
critical literature is perhaps no less extensive than the 
literature of the subject itself, and often tends to over- 
shadow the question at issue. Indeed, it frequently happens 
that a purely factual lecture or communication on the study 
of conditioned reflexes is at once made the pretext for a 
discussion which has nothing whatsoever to do with the 
real subject of the lecture but is devoted to such questions 
as the relation of mind to body, materialism, idealism, and 
so on, until amidst all these issues the proper subject is 
completely lost. 

And so some people fulminate against the physiology of 
higher nervous activity, asserting either that it denies the 
existence of mind, that it attempts to explain mechanisti- 
cally all our conscious activity, or that| it over-simplifies 
the highly complex and subtle phenomena of mental life 
and tries to force them into the narrow framework of 
“ reflexes," which these critics dismiss as elementary and 
primitive nervous functions. Others, on the contrary, extol 
the physiological method to the skies, dismiss with contempt 
years of psychological achievements, and maintain that 
psychology is not a science at all and that physiology alone 
IS capable of giving a complete and adequate explanation 
of all our mental activity. 

For some people the so-called intrusion of physiology 
into a field regarded as the preserve of psychology amounts 
to nothing less than sacrilege against the dignity of the 
human spirit. Others, on the contrary, consider the possi- 
bility of a physiological and objective approach to our 
conscious behaviour as the crowning achievement of the 
human spirit and its ultimate triumph. 

Physiology of Higher Nervous Activity 
For these reasons it may be useful if we try to clear 
away some at least of the confusion surrounding these 
questions and to define what the physiology of higher 
nervous activity is — and what it is not. 

First we must realize that the subject we are dealing 
with is a branch of the biological sciences and, particularly, 
a part of neurophysiology. It is an experimental science 
which, on the basis of the observation of certain physio- 
logical phenomena, attempts to draw conclusions regarding 
their physiological mechanism. It would be no more 
reasonable to doubt the validity of these conclusions than 
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to doubt, for instance, the validity of the findings concern- 
ing the structure of chemical compounds arrived at b\ 
chemical experiments. , 

That, of course, does not rule out the possibility that oui 
present assumptions concerning the cortical functions ma\ 
prove erroneous and that we may have to revise them more 
or less in the light of subsequent knowledge. For it irius! 
be remembered that this study of the most complicated 
arrangement of organisms, the brain, is one of the utmost 
difirculty, and therefore, in Pavlov’s phrase, “ when you aim 
so high it is no disgrace to fail.” In fact, it is certain that 
in the development of this science many of our concepts 
will be proved wrong and will have to be replaced. All 
such changes, however, must occur in the fire of experi- 
ment, on the basis of strictly relevant factual evidence, and 
certainly not as the result of barren and purely speculative 
disputes such as I have already described. 

But while the direct evidence of the science of condi- 
tioned reflexes and the laws formulated on the basis of 
that evidence cannot be at the mercy of general philoso- 
phical disputations — though they can and must be liablt 
to constant and the closest scientific scrutiny — the general 
question of the application of these laws to various pheno- 
mena of animal, including human, behaviour is anothei 
matter altogether. 

The problem under consideration may be expressed in 
this way ; whether the laws discovered in experiments on 
conditioned reflexes in animals can be applied to human 
cortical activity and whether even now aU cortical actidt) 
can be explained in physiological terms, or whether those 
laws are, as yet, applicable only to the most elementary 
cortical phenomena and their extension to the whole field 
of higher nervous activity is at present impossible. 

Pavlov’s standpoint was not unequivocal. On the om 
hand, endow'ed as he was with a highly critical mind, he 
realized that his work was only the beginning of the physio- 
logical analysis of cortical activity, and that, as he put it 
“ the mountain of the unknown will long remain enor- 
mously greater than the fragments we have managed tc 
detach and study.” 

On the other hand, with the characteristic sweep of his 
genius he was always trying to embrace wide fields o! 
phenomena both of animal and of human cortical actirity 
and to subject them to physiological analysis, and hr 
would often apply the laws discovered in his experiments 
to phenomena far removed from the material on which 
those laws were originally based. ■ 

Two Points of View 

As I consider this point particularly important, 1 shouk 
like to examine it in greater detail. Up to now experiment 
in the field of higher nervous activity have been concemt 
almost exclusively with certain specific classes of pheno^ 
mena, chiefly the elaboration of conditioned association! 
between various external stimuli and specific reflex anim 
ties such as alimentary activity, defence activity, and so on 
In this way many important experimental results have beet 
obtained and a number of laws governing higher nenou 
activity established. 

If we take the view that these laws can be extended f< 
all associations between various perceptions and e-'sp^” 
ences, and that associative function (both in the 
the formation of associations and in the ° 
fading or inhibition) represents the only * nn 

of animal or man, then the simple conclusion is th3 f 
ditioned reflexes are the elements of which all 
is composed — in other words, to revert to Pavlovs i. 
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of speech, it suggests that we now know with reasonable 
certainty the substance of «’hich the mountain of the 
unknown which looms before us is made. 

If this were so, then the general scheme of cortical 
activity in both animal and man would be mastered, and 
our task would consist only in interpreting and deciphering 
the more complicated forms of behaviour and in reducing 
them to their most elementary terms. 

The other viewpoint (which I am rather inclined to 
accept) is as follows. Experimental work on animals, as 
well as man, in the field of higher nervous activity concerns, 
as I have stressed, only some particular groups of rela- 
tively simple phenomena. And there is no doubt that these 
groups have already been physiologically analysed more or 
less thoroughly, or are in the process of being so analysed. 
Of course, it is extremely important, and very useful, to 
apply the knowledge we have gained in this work to the 
phenomena of everyday behaviour — not only of animals 
but also of children and adult human beings — and to 
foresee the effects of various experiences on individual 
behaviour and welfare. This, after all, is the same pro- 
cedure as that followed by the physicist who, having 
discovered and analysed a particular phenomenon in the 
laboratory, tries later to recognize and identify it in the 
world outside the walls of his laboratory. 

But just as a scientist of, say, Galileo’s day would have 
erred in claiming that he understood why the sky is blue 
or what is the mechanism of lightning — and any explana- 
tion he might have offered would necessarily be inaccurate 
and pseudo-scientific — so, it seems to me, those physio- 
logists are equally in error who maintain that they 
understand those very complex phenomena of our cortical 
activity which haVe not yet been submitted to physiological 
analysis. Thus, while it is unquestionably sound and useful 
to winnow out from our behaviour those facts which are 
susceptible of physiological study, and while we should try 
to explain from this standpoint as much of normal and 
pathological behaviour as possible, we must avoid giving 
pseudo-scientific explanations for those facts which have 
not, up to now', lent themselves to physiological interpreta- 
tion. It seems to me that such “ explanations ” are all the 
more harmful because they give the impression that every- 
thing has been explained and made clear in a field where 
there is in fact still very' much to be done. 

If we accept this view, and try to place Pavlov in his 
historical perspective, I should say that his role can be 
compared with that of Lavoisier in chemistry- and Galileo 
and Newton in physics. 

Just as Lavoisier, and not the alchemists, pointed the 
way to modem chemistry, and Newton rather than Aristotle 
showed the way to Einstein and Rutherford, so, I believe, 
the work of Pavlov will prove to have opened up the 
true paths towards the objective investigation of animal 
behaviour, and he may well be regarded by future genera- 
tions as the man who laid the permanent foundations of 
this vital branch of human knowledge. 

His Work Compared with Other Lines of Approach 

But how let us come back from the days of Newton and 
Las'oisier to our own time, and from physics and chemistry 
to neurophysiology, and let us see what is the position of 
the physiology of higher ners'ous activity in relation to 
other main lines of investigation of the central nervous 
functions, represented by two leading neurophysiologists of 
this country. Sir Charles Sherrington and Professor. Adrian. 

There is no great difficulty about comparing the 
Pavlovian line of research w'ith Sherrington’s. It is par- 


ticularly interesting for the historian of science to note that, 
although Pavlov’s research on conditioned reflexes and 
Sherrington’s work on spinal reflexes were undertaken quite 
independently of each other, the approaches to their respec- 
tive fields were the same. For both of them the concept 
of reflex action was the basis of their research, and both 
of them tried to deduce the central nervous mechanism 
of animal activity by applying well-defined stimuli or com- 
binations of stimuli, and measuring the animal’s responses 
to them. For both of them the organism was, so to speak, 
a highly complicated device capable of an extremely wide 
range of responses to an extremely wide range of stimuli 
They differed only in that, while Sherrington investigated 
the ready-made mechanisms of this device, Pavlov was 
concerned with those mechanisms which the e.xperimenter 
himself had brought about. This far-reaching parallelism 
in their lines of investigation was of course not accidental . 
it arose from the fact that both of them had their roots in 
nineteenth-century biological materialism. 

On the other hand, it is rather more difficult to draw 
a comparison between Pavlov’s line of research and that 
of Adrian on the physiology of the brain. As is well 
known, Adrian’s approach to the problems of brain physio- 
logy differs significantly from that of Pavlov. By means 
of modem electropbysiological methods which consist in 
recording action potentials in the brain, Adrian and all 
who follow him attack this organ, so to speak, in a direct 
way and try to discover what is going on in the brain during 
its activity. Adrian is therefore not concerned, as Pavlov 
was, with hypothetical mechanisms of the brain deduced 
from external responses of the animal, but deals with the 
brain activity itself as recorded in action potentials. 

Here perhaps lie both the strength and the weakness 
of this approach. The strength consists in the fact that 
any scientist much prefers to deal with factual evidence 
than with even the most fully elaborated and attractive 
hypotheses and theories. The weakness lies in the fact that, 
owing to the high complexity of the organ and its function, 
the evidence we obtain is as yet largely unintelligible 
Indeed, so far, it represents nothing more than some frag- 
ments of a magnificent and extremely complicated mechan- 
ism, but we are still unable to find from these fragments 
how this mechanism functions. 

1 think that the following comparison might be helpful 
in suggesting the relation between Pavlov’s and Sherring- 
ton’s lines of research on the one hand and Adrian’s on 
the other. 

Imagine that our task is 'to discover what is going on in a 
certain huge and complicated secret factory without being pro- 
vided with clues. On the one hand, we could do it by examin- 
ing both the raw material supplied to the factory and the 
products delivered from it. If we were allowed to do this v.e 
might change the raw material in order to see what change' 
there would be in the products, or even destroy some parts of 
the plant in order to see how that would affect production 
From all this evidence we could form some idea how thi' 
factory works. Of course these conclusions would be onH 
hypothetical, and must change according to our further know- 
ledge of the factory. But, at the same time, in this way we 
could have a fair picture of what this factory was intended for. 
On the other hand, we could find a way into the factory and 
watch the machinery at work. This, one would imagine, would 
bring us nearer to a comprehension of the functioning of the 
plant, but as there would be no guide to explain to us the logic 
and sequence of the processes of production it might happen 
that we should be at a loss — seeing all the details but unable 
to understand the whole. 

And so, it seems to me, genuine progress in our under- 
standing of that most astonishing and perhaps also the 
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most mysterious of all mechanisms on earth, the brain, will 
be reached when these two lines of investigation, from 
outside and from inside, converge and coalesce — in other 
words, when we are able to express in Adrian’s terms what 
is going on in the brain when the conditioned reflex is 
established or, elicited and, vice versa, which behaviour 
patterns correspond to the particular patterns of brain 
activity recorded by particular action potentials. 

Some Memories of Pavlov 

I should like now to recall some of my memories of 
Pavlov from the time when I was working with him in the 
early 'thirties. 

When anyone has achieved as much as Pavlov, and has 
left a legacy as significant both in scope and in ideas as 
his, we are naturally curious to know how and why he 
did it — to know what were the psycho-physiological quali- 
ties that made such achievements possible. 

He is universally recognized, of course, as a genius. No 
one who had ever had the opportunity of meeting him 
could fail to be aware of it even without knowing who he 
was. And, what is more, that first impression did not fade 
when one came to know him better — as so often happens 
with the great of this world. After working under him 
for two years I still felt for him the same admiration he 
inspired when I first met him. If anything, that admira- 
tion had grown and become deeper. And others who 
worked vwith him have told me they had the same 
experience. 

But merely to say he was a genius is to use an intellec- 
tual abbreviation, to give a rather too general idea of his 
achievements and of the impression he made on his con- 
temporaries. For the word does nothing to explain how 
his work was done and in what particular qualities lay 
the secret of his unique position in his field. 

His Surgical Skill 

To begin with one of his most immediately striking 
qualities, I should like to remind you that he was a brilliant 
surgeon. Of this I have, unfortunately, only second-hand 
knowledge. By the time I came to work with him he had 
already given up performing operations. I have been told, 
however, that it was an extraordinary experience to watch 
him at work. His surgical precision, style, and unfailing 
certainty were fascinating. But it was far from easy to act as 
his assistant during an operation. For one thing, he operated 
mainly with his left hand, which made it extremely 
awkward for the assistant. (Pavlov, by the way, could use 
either hand with equal skill ; he wrote, for example, with 
his right.) The other factor which made work with him 
ditTicult was his speed. Assistants simply could not keep 
pace with him. This was inclined to throw him into fits 
of temper which he could not conceal, and which made 
his unhappy assistants nervous at times to the point of 
sheer clumsiness. I have read in some memoirs of Pavlov 
that, once when he was demonstrating the rather compli- 
cated so-called “ Pavlovian pouch ” operation on the 
stomach in the presence of a foreign guest, the guest 
thought that Pavlov was still in the first stage of the opera- 
tion when it was, in fact, almost finished. 

Some idea of the surgical skill which he showed at the 
very beginning of his career may be gathered from the fact 
that the discovery of the secretory nerves of the pancreas 
had to wait many years for confirmation simply because 
no one succeeded in performing the necessary operation — 
although Pa\lov himself demonstrated it quite frequently 
to his students. 


To a physiologist surgical skilT is, of course, of the 
utmost importance, because it enables him to bring his 
ideas to realization. We know, definitely that many of 
Pavlov’s achievements were due to his surgical technique, 
especially in the first stage of his research, when he was 
working on the digestive glands. 

His Capacity for Work 

Another important facet of his personality was his extra- 
ordinary capacity for work. At the height of his powers 
he was utterly tireless. The whole of the work carried 
on in his laboratories, where several dozen research 
workers were employed, was done not only under his dircci 
control but also with his personal participation. He him- 
self once said, “ Up to the age of 75 I didn’t know what it 
was to be tired ” ; and I am sure that this was not an over- 
statement, for he had no liking for exaggeration. 

Then there was his astounding memory. I do not know 
whether, by the time I knew him, his powers of memori 
had been diminished at all by his age, but I do know thai 
even then he had a better memory than any of the peopk 
who worked with him. He could remember not only thi 
names and patronymics — according to the Russian custoir 
Qmia i otchestvo)~ol all his present and past students (ar 
achievement he liked to boast about from time to time) 
the names of the dogs used for experiments, and the particu 
lar experiment performed on each dog, but he also rernem 
bered practically everything he had ever heard. And, ii 
any case, he certainly remembered everything he wanted 
to remember. He never made notes, but he never forge 
to return records he had borrowed and had promised t 
bring back by a certain time, or to be present at an experi 
ment he had promised to .watch. I believe that he alon 
was capable of grasping the whole scope of the researc 
work done by his school, and he stored in his memor 
an astonishing number of facts. 

His Quality of Mind 

But all these qualities, admirable and essential as the 
were for achievement of Pavlov’s order, were not enoug 
in themselves to determine the essential quality of hi. 
genius. There still remains something more, something 
extremely difficult to define, which, for want of a more 
exact word, we can only call “ quality of mind.” Pavlov s 
“ mind ” was extraordinarily rich and many-sided.' 

It is well known that the work done by his school was 
animated and guided by his thoughts and ideas-— a faci 
which was always gratefully acknowledged by his pupih 
in their papers. And his own articles and lectures always 
bore the imprint of his personal concepts, hypotheses, and 
syntheses, some of which formed the basis for ent irely 
new lines of investigation undertaken by his followers 
And yet all this written material represents only a s mall 
part of what he had to say. The richness of his ideas fht 
quickness of his thought, his extraordinary vision ano 
inventiveness — all this could be fully appreciated only ' w 
those who came in contact with him and had the oppor- 
tunity of listening to him or talking with him. He «as 
always ready for a discussion, and whenever he wasTo 
engaged in experiments he was prepared to talk over either 
problems closely connected with the experimental wor 
of the laboratories, or more general questions such as e 
potential scope and practical applicability of the stu y 
of conditioned reflexes. Such discussions — an 
feature of his laboratories — created a highly stimula in. 
atmosphere for collective work, and gave everyone 
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satisfaction of sharing in the work of the school as a 
u’hole. ' 

Pavlov came upon his discoveries by the process which 
Newton so modestly described as “ continuous thinking on 
a subject.” The modesty of this definition may suggest 
that anybody who is prepared to exercise his mental facul- 
ties in “ continuous thinking ” may do so at will. This 
of course is not so,. for continuous thinking on a subject 
IS precisely that which many — if not most — people cannot 
do. In Pavlov’s case' I had the impression that thinking 
was something he just could not help doing — a passion 
which he could not resist. . And this passion was fed 
because thinking came so easily to him, and was so fruit- 
ful in new ideas, that, to use his own term, it was con- 
stantly being “ reinforced ” by the positive results of his 
discoseries. 

It was characteristic of Pavlov that he had no liking for 
unsolved problems and would rather find a temporary 
solution than no answer at all. It was indeed particularly 
interesting to follow the process by which he gradually 
modified and developed his ideas until they satisfied him. 
And here, if I may digress, I should like to recall an inci- 
dent which. I myself witnessed. One of Pavlov’s colla- 
borators, a woman of a rather not very critical mind, came 
once to ask him for an explanation in connexion with an 
experiment she was engaged on. Pavlov, busy at the time 
with something else, got rid of her with an obviously 
mcorrect and even somewhat naive explanation. When, 
later, he was discussing her work with her, she quoted 
his “ explanation.” Pavlov was furious and demanded. 
Who told you such rubbish ? ” — then roared with laughter 
when he learned that the “ rubbish ” was his own words. 

Pavlov showed a great deal of elasticity in the forma- 
tion of his concepts. He was ready to admit mistakes and 
to renounce ideas — even when they were well established 
or dear to him — if he suspected that they might be wrong. 
Even when he was fervently defending a certain concept 
and when it appeared he was professing it dogmatically, 
he never entirely suspended his faculty for self-criticism 
and even scepticism. He could see himself and his school 
with detachment and he was able to say that for certain 
problems “we are already too rusty” and that others 
would have to try to solve them. That was why he liked 
to see his pupils go their own ways and break away from 
the routine of the school. He knew how to give them 
wise encouragement, but he also knew how to subject them 
to sharp and vehement criticism. And so far as Ws school 
was concerned, he saw. to it that all work published under 
Its auspices remained in harmony with his teachings. 

I remember a conference at which a w'ell-known Soviet 
histologist attacked Pavlov's theory of cortical localization 
on the basis of recent histological evidence. Pavlov 
defended his theory svith extraordinary energy, ruthlessly 
demolishing his opponent’s arguments. It seemed as if he 
was as convinced as his audience that the counter-argu- 
ments he was putting forward were irrefutable. But those 
who knew him «ere certain 'that he would not forget his 
opponent’s objections. And in fact, when at one of his 
weekly conferences Pavlov read a paper on conditioned 
reflexes (intended, I think, for an encyclopaedia) and was 
asked why he had omitted bis theory of cortical localiza- 
tion, he replied that in this paper he wanted to deal only 
with things he was absolutely sure of, and did not think that 
theory sufficiently proved. And he proceeded to quote 
the histologist with whom he had argued so strongly. 

This gift for self-criticism, combined with his creative 
powers, enabled him to see problems from so many 


aspects that all his scientific speculations had an air of 
uncommon wisdom. He had also a gift for plain, concise 
speaking enlivened with an enthusiasm which carried away 
his audiences, but he hated the use of words for their own 
sake or in order to secure a mere effect. Once he told 
one of his more loquacious assistants, “ You are in the 
power of words.” And even when I came to know him 
his speech uas free from the repetitions characteristic of 
advanced years. 

His natural charm, the love of scientific work which was 
radiated by his whole personality and infected others with 
his ardour, his wisdom and simplicity — all these qualities 
gave him a singular power over all who came into contact 
with him. And to these we must add a talent for teaching 
and a strong administrative sense which enabled him to 
co-ordinate the work of many collaborators in the one 
single, monumental achievement of his school. 

Pavlov the Man 

1 have tried to touch on the most characteristic of those 
features of Pavlov’s intellect and personality which, to my 
wind, made up his genius. I have no illusions about the 
fact that they are far from complete and that there are 
many facets of his complex personality svhich I have not 
mentioned. I also realize that the picture I have sketched 
of this great scientist may seem somewhat one-sided, for 
I have paid little attention to Pavlov the man. It would, 

I am afraid, have been quite impossible for me to do so. 

I should like only to add that of all the things I admired 
in him it was perhaps his humanity and simplicity that 
attracted me most. Those qualities manifested themselves 
in all he did — whether he was expressing doubt about his 
own attainments or glowing with enthusiasm and the 
dynamic faith of youth after having obtained some unex- 
pected results, or whether he was giving way to his weak- 
nesses, quarrelling and obstinately sticking to his point 
even when his error was obvious — only to admit his fault 
when he had cooled off. 

Conclusion 

I should like to finish by quoting extracts from Pavlov’s 
message to young scientists — words which I think are of 
interest to us all, and which perhaps express his personality 
better than anything I can say.* 

“ What would I wish for the youth of my country who devote 
themselves to science ? First of all— consistency. . . . I can 
never speak without emotion of this most important condition for 
fruitful scientific work. From the very beginning of your work 
train yourselves to be strictly systematic in amassing knowledge. 
Learn the A B Cs of science before attempting to ascend its 
heights. Never reach for the next step without having mastered 
the'preceding one. Never attempt to cover up the gaps in your 
knowledge by even the most daring conjectures and hypotheses. 
No matter how the colourings of this bubble may please your 
eye, it will inevitably burst, leaving you with nothing but con- 
fusion. . . . Study, compare, and accumulate facts. No mattCT 
how perfect a bird’s wing, it could never raise the bird aloft if 
it were not supported by air. Facts are the air of the scientist. 
Without them you will never be able to soar. Without them 
your ‘ theories ’ are useless efforts. Yet while studying, experi- 
menting, observing, try not to stop only at the surface of facts. 
Do not become an archivist of facts. Try to penetrate &e . 
mystery of their origin. Seek persistently the laws governing 
them. 

“Secondly, modesty. Never think that you already know 
everything. No matter in what high esteem you are held, 
always have the courage to say to yourself t ‘ I am ignorant. 
Don’t allow yourself to be overcome by pride. On account 
of pride you will be stubborn where it is necessary to be 

•Translation of Horsley Gantt. 
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conciliatory; you will reject useful advice and friendly 
assistance ; you will lose your sense of objectivity. In the 
group which I am called upon to direct, atmosphere is every- 
thing. We are all harnessed to one common cause, and everyone 
furthers it to the best of his strength and ability. Frequently 
we cannot distinguish what is mine and what is thine, but 
through this our common cause only gains. 

"Thirdly, passion. Remember, science requires your whole 
life. Even if you had two lives to give it would still not be 
enough. Science demands of man effort and supreme passion. 
Be passionate in your work and in your quests. . . ." 


PENICILLIN IN SUBACUTE BACTERIAL 
ENDOCARDITIS* 

BY 

RONALD V. CHRISTIE, M,D., D.Sc., F.R.C.P. 

Secretary of the Penicillin Clinical Trials Committee 

In February, 1945, 14 centres were appointed by the 
Medical Research Council to investigate the value of 
penicDlin in subacute bacterial endocarditis. By March, 
1946, 269 patients had been treated, and the results were 
reported in this Journal (Christie, 1948). These patients 
have been followed for a further two years, and, in addi- 
tion, 139 new cases have been treated. From the more 
recent results it is clear that some recorh'mendations made 
in the previous report must be revised. 

Results of InvestigafioD 

By March, 1946, 58 previously untreated patients had 
received 500,000 units of penicillin daily for one month ; 
four (7%) relapsed or died infected. Since then another 
series of 71 previou.sly untreated patients have been treated 
by the same system of dosage, and 14 (20%) have relapsed 
or died infected (Table I). No reason has been found for 


Taole 1 — Patients Treated for 2S Days with Daily Dose of 500.000 
Units. (No Patient hod Previously Received Penicillin) 



No. Treated 

Died with 
Infection 
Apparently 
Controlled 

Died with 

Infection 

Uncontrolled 

Relapsed 

•d 

2 

3 

u 

Average 

FoUow-up 

(Months) 

Relapsed 
or Died 
Infected 

Before March, J946 ' 

58 

25 

3 

1 1 

29 

43 

V/„ 

AJter M reh. 1946 , . 

71 

22 

2 

12* 

35 

20 

20% 

Tjlai 

129 

47 

5 


64 

30 

14% 


• Onf patient relapsed with the s.ame organism after 1| years. 


t! c higher rale of relapse and uncontrolled infection in the 
set.ond series — in fact, it may have been due to chance — 
bin therapeutic implication seems to be that the 
stand.ird daily dosage should be greater than 500,000 
units. 

A closer relation between the sensitivity of the infecting 
organism and the results of treatment can now be shown 
(Table II). When the resistance of the organism does not 
exceed that of the standard Oxford staphylococcus the 
relapse rate after 500,000 units a day is low ; with slightly 
more resistant organisms the relapse rate increases. 

More recently IS previouslv untreated patients have 
received 2,000,000 units daily for at least one^ month ; 
none of these relapsed or died infected (Table III). In 

•Report to the Medical Research Cour.c: on 40? patients treated in 
14 centres appointed by the Penicillin Cli..ic.Tl Trials Committee. 


Table 11.— Comparison of Results of Treatment with SensUhift 
Organism to Penicillin. (Resistance Expressed as a MuhiJ, 
the Resistance of the Standard Oxford Staphylococcus I At 
Patients Received 500,000 Units a Day for 28 Days. No 
had Previously Received Penicilln 


Result of treatment 

Coefficient of Resistance I 

Toul 

s ! 
0 

1 

1 

'? 

rr 

8-16 

32 or More 

Not Known 

Died controlled 

23 

6 

4 

2 

— 

12 i 

47 

Died uncontrolled 



2 

1 


I 

1 

5 

Re’ap^cd 

5* 

3 

2 

— 

3 


13 

“Cured" 

33 

12 

4 

2 


13 

61 

Total 

61 

23 

It 

4 

4 

26 

129 

Relapsed or died infected 

8% 

22% 

27% 

0% 

100% 

4% 



• One patient relapsed with the same organism after 1| yeaia. 


none was the resistance of the infecting organism moie 
than twice that of the Oxford staphylococcus. Another 
13 patients who had relapsed after previous treatment were 
given 2,000,000 units a day for at least one month 
(Table III). The infection was uncontrolled in four, bin 
in all of these the coefficient of resistance of the infectinj 


Table III. — Patients Treated for 4 to 6 Weeks with a Daily Dost w 
2,000,000 Units 



No. Treated 

Died with 
Infection 
Apparently 
Controlled 

Died with 

Infection 

Uncontrolled 

c. 

S 

k) 

“ Cured ” 

Average 

FoUow-up 

(Months) 

V _ 

5q| 

eoi 

No previous treatment 
with penicillin . . 

18 

9 



9 

It 

oy, 

Previously treated with 
pemciUin 

13 

1 

— 

4 

8 

16} 

w. 


organism was at least 64. The infection in another patiew 
was eliminated although the coefficient of resistance was 32 
Revised System of Dosage. — ^These results indicate lhal 
a dose of 2,000,000 units of penicillin a day for four oi 
six weeks is adequate in most cases. This dosage may bt 
expected to cure the infection in nearly every patient when 
the coefficient of resistance of the infecting organism h 
not more than 4 or 8. The coefficient of resistance of Ihr 
infecting organism is rarely over 8, but when it is then 
is a greater risk of relapse. The blood should be culturw 
several times both during and after treatment ; if infectioo 
continues or recurs at least 10,000,000 units a day shou 
be given. Very resistant organisms (i.e., those with a (2.R 
of over 32) are unlikely to be controlled by fewer to 
10,000,000 units a day, and may not respond to 40,000,^ 
Treatment with other antibiotics, alone or combined wi 
penicillin, or the use of substances such as “ caronamioe, 
which delay the excretion of penicillin, have then to 4 
considered. 

Delayed Relapses and Reinfections. — In patients 
relapse after treatment the blood culture becomes posn' 
usually within 60 days. But in 14 patients infec 
recurred after periods ranging from 4 to 50 months, an 
in five of these the second infecting organism clearly o' 
fered from the first. Many patients have now been 
lowed up for four years, and the incidence of " 
relapse or reinfection among them has been found o 
about 2% per annum. 

Dacteriologically Negative Cases. — Only the 408 
with a positive blood culture have so far been consi e ^ 
but reports of 35 patients with negative blood cultures 
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been collected by si.x of the centres (Table IV). Three facts 
have been established : (a) with the comparatively small 
doses of penicillin used only 6 of 26 previously untreated 
patients were cured ; (6) the fever returned or was not con- 
trolled in 1 1 of the 26 previously untreated cases ; (c) in the 
13 who died with uncontrolled fever, organisms were seen 
post mortem in the vegetations of 6. It is not known 
whether larger doses will produce better results, but if is 


Table IV. — Bacteriological, y Negative Cases 



Dosage 

No. Treated 

Died with 

Fever 

Controlled 

Died with 
Fever 

t/neontrollcd 

.E 

V 3 

P.C!: 

3 

u 

So 

pre%ioas 

treatment- 

with 

penicillin 

2.(XX).(X)0 units for 1 month 
Of more 

500.000 units for 1 month 
(approv) . . 

250.000 units for \ month 

(approx.) 

Uncla^hable 

2 

15 

7 

2 

2 

2 

. 6 

1 

1 

3 

4 

Total 

26 


* 

3 

6 

PrcWously 1 
treated 1 
with J 

oeotcillm | 

2,000,000 units for 1 month 
or more 

500.000 units for 1 month 

(approx.) 

250.000 units for 1 month 
(approx.) .. 

Unclassiriable 

1 

4 

2 

2 

1 

' 

1 

2 



Total 

9 

4 

5 




suggested that these patients should be given 2,000,000 units 
a day and that the dose should be increased if the clinical 
response is unsatisfactory. In view of the importance of 
establishing the coefficient of resistance of the infecting 
organism it is unwise to abandon blood cultures until at 
least three have proved negative. An anaerobic culture 
should always be included. 

Factors Affecting Prognosis . — In general the recent 
results confirm the conclusions regarding prognosis and 
causes of death discussed in the previous report A detailed 
analysis of these patients will be incorporated in a review 
of the subject which is now being prepared. 

Conclusions 

Patients with subacute bacterial endocarditis should be 
given at least 2,000,000 units of penicillin a day for a month 
or six weeks. 

When the infecting, organism is highly resistant to peni- 
cillin, or when it cannot be isolated, it is difficult to estimate 
the appropriate dose. Some factors involved in making 
this assessment are discussed. 

The incidence of delayed relapse or reinfection is approxi- 
mately 2% per annum. 
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According to a report (B.U.P.) Dr. Robert Coghill, ,who 
played an important part in the development of penicillin 
mass-production, told a meeting of the American Chemical 
Society that, although 200 antibiotics had been investigated, 
only six have appeared on the market, and of these two are of 
limited use only. While the term “ miracle drug ” could legiti- 
mately be applied to penicillin. Dr. Coghill stated that the chief 
miracle in connexion with one or two currently used antibiotics 
would be if they were still in use in five years’ time. He added, 
‘The truth of the matter is, unfortunately, that the vast 
majority of antibiotics are for a variety of reasons utterly 
worthless for human therapy.” 
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It has long been recognized that loss of weight can 
accompany psychotic and psychoneurotic Dlnesses such as 
depression and anorexia nervosa. Clinicians also meet 
atypical cases of depression in which there is an increase 
of weight, and this has been vaguely linked with endocrine 
disturbances, such as may occur at the female and male 
climacteric. This paper is concerned with a group of cases 
showing a sudden onset and rapid development of obesity, 
with or without amenorrhoea and menstrual disturbances, 
which gives rise to a syndrome of obesity, anxiety, tension, 
and depression. 

The investigation first arose when it was observed that 
some obese patients who failed to respond satisfactorily to 
the usual methods of treatment dated their obesity and also 
some psychoneurotic symptoms to a specific incident that 
might well have inflicted psychological trauma. We found 
that too little attention had been paid to the emotional 
factors in the first instance, • and the patients had been 
treated on an organic basis for long periods. We do not 
claim that the treatment pursued with this group is 
primarily aimed at reducing weight, but we have used it 
to alleviate the associated mental distress and have found 
that patients often show a parallel reduction of weight and 
become more amenable to accepted methods of treatment 
of obesity. 

The problem of obesity has been extensively investigated 
by physiologists for many years, and no essential underlying 
disorder of metabolism has been convincingly demon- 
strated. Newburgh (1942) reviewed the subject and came 
to the conclusion that excessive intake of calories with 
reduced activity could account for almost every case. He 
explained the irregularity of loss of weight when on a 
strictly limited calorie intake as being due to fluid retention, 
and quoted an example that demonstrated this point clearly. 

Effect of Lesions of the Hj'pothalamns 

Lesions of the hypothalamus in animals in which the 
anterior lobe of the pituitary has either been removed or 
left intact result in obesity (Hetherington, 1943). This 
obesity does not, however, follow extensive damage to the 
hypophysis provided the hypothalamus is intact. These 
clear-cut experiments of Hetherington’s have solved the 
controv'ersy that has lasted for over 30 years between 
Frohlich, who maintained that damage to the hypophysis 
was the necessary factor, and Erdheim, who believed the 
essential lesion must be in the hypothalamus. Animals 
that have had suitably placed lesions in the hypothalamus 
not only show an increase in appetite that accounts for their 
obesity in almost all instances, but the manner in which 
they eat their food changes from the normal habit of the 
species. 

The appetite of the animals operated on is described as 
voracious, savage, or wolfish by various authors, and rats 
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that normally store their food and eat it by night will 
devour every morsel immediately it is dropped into their 
cage. The increased ^jntake of food accounts for the 
increase in weight when the animal is fed ad libitum. But 
a small proportion of rats whose food is restricted show 
some minor increase in weight over the control animals, 
indicating that in them a mechanism other than increased 
intake is operating. This may be related to the change in 
feeding habits to which we have already referred, as 
Tepperman et al. (1943) have shown that normal rats will 
convert glucose into fat at an accelerated rate if the animals 
are trained to eat their normal 24-hour portion within a 
short time. 

It has also been shown that rats with a hypothalamic 
lesion and hyperphagia had exceptionally high R.Q.s — ^well 
over unity during the absorption of glucose, indicating that 
most of the carbohydrates were being converted into fat. 
This phenomenon develops only gradually within the first 
week after operation (unlike the increase in appetite and 
the temperament changes, which can be observed almost 
before the animal is out of the anaesthetic), suggesting that 
it is the result of the altered feeding habit and hyperphagia. 
A marked change in temperament as well as in appetite has 
been observed in these animals, and they may become 
aggressive and savage. ' 

The effect of emotions acting through the hypothalamus 
in man has been well demonstrated by Verney (1946) in his 
series of experiments on the action of the antidiuretic 
hormone of the posterior pituitary. He has shown that 
emotional stress, by acting on the hypothalamic nuclei, 
releases from the pituitary the antidiuretic substance, and 
has suggested that conditions associated with low sym- 
pathetic tone in man might be favourable to prolonged' 
secretion of the substance. His experiments may explain 
the undoubted retention of fluid that is shown by many 
obese subjects who have no organic lesion of the hypo- 
thalamus but in whom emotional disturbances may have 
produced effects on the hypothalamic nuclei. 

The enormous increase in appetite and very definite 
alteration in temperament and activity of animals with 
organic lesions of the hypothalamus may be in part 
mirrored by our patients through stimuli coming from the 
higher senses acting on the nuclei in the hypothalamus in a 
manner similar to that already demonstrated by Verney in 
his work on the supraoptic nucleus. Thus there is a back- 
ground of evidence from careful physiological observations 
to account for our finding that violent emotional stress 
may result in rapidly developing obesity. 

The following three cases are representative of the group 
we are studying. 

Case 1 

A woman aged 38 complained on admission to hospital in 
June, 1947. of rapid increase of weight and amenorrhoea since 
suffering a very severe shock in 1943, with a further increase 
in weight in 1944 after a narrow escape in a bomb incident. 
At the same time she complained of an inability to pass sufficient 
urine, difficulty in concentration, and poor memory. Her father 
died, aged 58, from coronary thrombosis and “ urinary reten- 
tion.” He was a military bandsman, a strict disciplinarian, and 
short-tempered, and would beat his children. He taught them 
to hide their feelings. Her mother had a “ cold temperament,” 
would not accept her children’s confidences, discouraged their 
emotion, but gave in to their wishes. There was little love 
between the parents, only duty. She had a lonely childhood 
and average schooling, and was always afraid of expressing any 
emotion. She was a student teacher till 18, then studied music 
and passed her L.R.A.M. For a while she earned her living 
as a piano-teacher and gave piano recitals. She married three 
times. 


,, Bmijsh 

JoWLYy. 

The first marriage, at 18, was to a man 14 years her senioi 
who was irresponsible, “ too sexual for her immature yeais " 
and constantly in debt. He died 14 years ago. They had t\4 
children, a girl— a' brilliant child who died in 1943 at the age 
of 13 from a sarcoma of buttock — and a boy, now aged 14, The 
second marriage was a failure, as her husband was impotent 
had “ brain storms,” and led her a “ shocking life.” In order 
to keep the peace for her children’s sake, she says, she bad to 
shut out her emotions and give up piano-playing because ii 
irritated him ; and to be away from him as much as possible 
she joined the police force in 1939, as she was a tall, powerful 
woman brought up to appreciate discipline and order. This 
marriage was annulled after five years’ misery. The third 
marriage, in 1945, was to a police sergeant. It was satisfactorj 
at first, but she soon became frigid, and now feels socially and 
intellectually her husband's superior, although she loves him. 

In 1943 she experienced a severe shock when fold that her 
daughter had a sarcoma of buttock and had only a few months 
to live. “ I showed no emotion. I did not feel any. I was 
dead.” Her periods stopped and she was “ mentally distressed 
and began to swell.” She increased in weight from 12 to 19 st, 
(76.2 to 120.6 kg.). The amenorrhoea lasted three months, and 
.after that she saw only a few spots. The child lay ill at homt 
for months, and required frequent morphine injections. The 
patient stayed up with the child most of the night and then had 
to go on duty. She kept up appearances before the child, but 
also experienced strong feeUngs of guilt because of previous 
lack of affection for her. 

In 1944 she experienced another severe trauma. While on 
duty alongside an escalator at Waterloo Station a flying bomb 
crashed near her and there were numerous casualties. She was 
blown over and then took part in the rescue work. Three weeks 
later she collapsed and was taken to hospital, where she had a 
rest for three months. After the bombing incident her weight 
increased from 19 to 20 st. (120.6 to 127 kg.). She was given 
stilboestrol injections and had a very scanty cyclical bleeding. 
Her emotional tone returned and she began to grieve for her 
daughter and reproach herself. She had to give up work after 
a few months and was investigated for a possible pituitar) 
lesion at Guy’s Hospital, but the findings were negatiye. Two 
years ago she began to receive regular injections of “ neptal 
and lost weight rapidly. With regular injections for two ywrs 
her weight went down to 13 st. (82.5 kg.); but the effect dimi- 
nished, and before admission, to hospital she went up to 
14 st. 8 lb. (92.5 kg.). She remained tense, felt confused and 
exhausted, and had not worked for over a year. There was an 
• absence of libido. 

On physical examination her weight was 14 st. 8 lb. and hei 
obesity was of the simple type with normal feminine distribu- 
tion. There were no signs of organic disease either in hef 
endocrine or her cardiovascular system. The blood pressure 
was 140/80 and her urine contained no abnormal constituents 

On psychiatric examination she volunteered the information 
that her " inflated condition ” depended on whether she wa* 
mentally relaxed or not, and said she was convinced thalth' 
mental illness caused the physical illness. She complained o 
a tight feeling in the head, but stated that she had taught her- 
self to school and control herself, but it required a great effon 
“ I have often thought I require an emotional release.’ 

She experienced considerable mental relief from a discussion 
of events and symptoms under sodium amytal narco-anaiysis 
She was then abreacted under ether, the bombing tncioc 
supplying the starting-point of the abreaction. There was 
violent emotional release as she re-enacted the scene, , 
panied by piercing shrieks when she described the flying bo 
coming down. An amnesia for events connected with the in 
dent was uncovered, and she revealed the conflict at that i 
between her duty and her own and her child's safety (j 

not decide whether to run for shelter when she heard the b® ' 
■fhe day following the abreaction she said she felt ' 
different; her mind felt clear, and she decided to 
the police force in order to be “ more feminine ” to 
ing child. She also resumed her music-playing .-pn 

played at all since the start of her illness). The ether abre 
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was repeated twice, with further release of affect. When she 
left the hospital her weight had fallen to 13 st. without any 
dietary restriction, and she resumed her previous occupation of 
teaching music. A fortnight later she had a menstrual period 
which lasted three days, and she described this as the most 
normal she had had for four years. 

This case of sudden onset of gross obesity with water 
retention and amenorrhoea, following a clear-cut psycho- 
logical trauma and e.\acerbated by a second, illustrates the 
benefit that can be obtained by an abreaction of the 
precipitating events. 

Case 2 

A woman aged 30 complained in 1948 that she was very 
worried by her rapid increase in weight from 10 to 15 st. (63.5 
to 95.3 kg.). This took place over a period of some months 
five years previously and followed the shock of the sudden 
death of her mother. There have been only minor fluctuations 
in weight since then. 

At the first interview she slated that her father was a nervous, 
lonely, sanctimonious man who had had a nervous breakdown 
in the 1914-18 war. She was afraid of him because of his very 
violent temper and frequent quarrels with his wife. She was 
extremely fond of her mother, a hard-working woman who 
suffered from migraine and died from a cerebral haemorrhage 
at the age of 48. There is one brother, a medical student. 
The patient was a nervous child, a nail-biter, with fears of the 
dark. She had a normal schooling, muted well, and did secretarial 
work before her marriage. Her characteristics are described as 
knowing her faults and liking to be the centre of interest. She 
married at the age of 21, and has daughters aged 7 and 2 and 
a son of 5. She claimed that the marriage was a happy one, 
although she had not experienced any sexual satisfaction and 
her husband frustrated her by the methods he adopted. Her 
health was good, but she had operations for uterine prolapse 
in 1946 and 1947. 

In October, 1943, she was in a nursing-home awaiting tonsill- 
ectomy and was visited by her mother. The next day she was 
told of her mother’s sudden death. “I always remember the 
shock. I could not believe it. I am always thinking of her. 
Even now I imagine I see mother." From this time she put 
on weight rapidly, was unable to reduce effectively despite 
numerous therapies, and felt very sensitive about her figure. 
She denied that she ate excessively, and alleged that dieting did 
not help her. She admitted that she had had a large appetite in 
the past. She also developed a troublesome itching rash on the 
inside of her legs and a pruritus ani wtich disturbed her sleep. 

On physical examination her weight was IS st. and her 
obesity was of the simple type, the chief excess of fat being 
on the buttocks (upper part) and on the abdomen. Her skin 
was soft and her body hair scanty. Her blood pressure was 
I60/1(X), and her urine contained no abnormal constituents. 
There was no evidence of any endocrine disorder. Her dietetic 
histoiy showed that at this time she was taking a diet of 
approximately 2,500 calories, with an excess of carbohydrate. 

On psychiatric examination she was tense and anxious. She 
felt lonely, frustrated, and tired, and experienced bad dreams in 
which she generally harmed her children. She complained that 
she screamed at the children and “ could kill them.” She was 
treated by sedation and a weekly series of ether abreactions 
which are set down here in some detail. 

In the first treatment she 'described her aggressive feelings 
towards her second child (the obesity began eight months after 
this child's birth). The main emotional release, however, was 
over her mother, in whom, at this stage, she stated she had 
always confided. In the second abreaction the patient exhibited 
a good deal of rage when discussing her husband. He calls 
her “Tiny ” and irritates her with his lack of understanding and 
complacency. She wished she were back to her schooldays, 
when she was known as “Starving Russia.” In the third 
abreaction, after going over old ground, she suddenly abreacted 
violently over her mother’s death and screamed, " What do 
they do at a post-mortem ? The wounds do not heal like 
ordinary operation wounds.” She regretted not having her 


mother cremated, and visualized her in a cold grave. The 
fourth abreaction was mainly over a comparison between her 
husband and her father, whom she hated, but this she denied 
as soon as she had expressed her loathing. She felt less tense 
after each treatment, and lost 10 lb. (4.5 kg.) in the 24 hours 
after the first, and had lost 1 st. (6.4 kg.) after four weeks 
Without any attempt at dieting. She thought it was due largely 
to fluid loss. In the past, strict dieting had been a failure, 
and in any case she was unable to keep it up for any length 
of time. The irritating rash was ameliorating, and "although 
far more preoccupied with thoughts was also far more able 
to deal with them.” 

She began dreaming about her mother, and the fifth 
abreaction ranged over this and the post-mortem examina- 
tion. The next abreaction was over an elderly spinster neigh- 
bour who had been dominating her for some time and referred 
to her as “my adopted daughter.” She felt this woman had 
replaced her mother. 

It is interesting to note that at this stage her attitude toward' 
her mother was beginning to change. The ensuing abreactions 
Were mainly concerned with her marital difficulties, guilt over 
recent masturbation, her ambivalent attitude towards her father 
and her husband, and general feelings of frustration and 
hostility. 

From the eleventh abreaction she began to talk more freelv 
about her mother, and at the fourteenth abreaction was show- 
ing resenunent. She described her feeling of desolation and 
resentment when her mother suddenly left her in a boarding- 
school at the age of 7 and went abroad to her husband for two 
years. She also disclosed: “I was never allowed to have an 
opinion of my own.” Her mother did not approve of her 
marriage and “ bred deceit ” — “ sex was taboo, and I had to 
do everything underground.” By the fourteenth abreaction she 
had lost 2 st. (12.7 kg.) in weight and was showing an appraisal 
of the situation regarding her mother. She was gradually free- 
ing herself from the mother’s dominating influence, and at the 
present time is continuing treatment. 

Case 2 illustrates the uhsatisfactory mother-child rela- 
tionship often found in obese subjects. The trauma of the 
sudden breaking of this tie was sufficient to start off gross 
increase in weight. After a series of abreactions she was 
not only improved from the psychoJogical standpoint but 
had lost 2 st in weight without any other form of treatment 

Case 3 

A woman aged 48 was first seen in March, 1946, when she 
complained principally of obesity, “ blackouts,” headaches, fit' 
of depression, swollen ankles, and insomnia. She stated that 
her weight went up from 11 to 16 st. (69.8 to 101.6 kg.) after 
the birth of her last child in 1942. Her periods were regular 
Up to 18 months ago, but she had had only three scanty one' 
in the past seven months. 

Her father was a regular soldier and strict disciplinarian 
who v/ould not allow her to answer back, and her mother is 
described as “ very sweet.” The patient, one of seven siblings, 
was brought up very strictly, knew nothing of sex or menstrua- 
tion, and was ignorant on such matters at her marriage. She 
had an excellent school record and, apart from smallpox at the 
age of 5, had good health. After the death of her first husband. 
wTien she was 26, she trained as a mannequin because she loved 
clothes, and did exceptionally well as a freelance for several 
years, but in 1932 her second husband compelled her to give it 
Up. He bought her two tobacconist shops, which she managed 
successfully fill 1939. The business failed early in the war and 
she became an ambulance nurse, but since her last confinement 
she has worked as a housing officer and Civil Service clerk. 
When well she is said to be full of confidence, energeuc, hard- 
working. capable, a good mixer, over-conscientious, meticulous, 
fastidiously clean, and gay with a strong libido. 

Her first marriage, at 17, was a happy one and lasted nine 
years, when her husband died from pneumonia. There are 
three children of this marriage. The second marriage, five 
years later (1932). was a ghastly failure, and ended with the 


954 Oct. 29, 1949 


SUDDEN OBESITY AND PSYCHOLOGICAL TRAUMA 


Bkitish 

MSDlCAl JOWUiU 


husband’s suicide in 1937. He was an aggressive psychopath, 
terribly jealous and possessive, and constantly threatened to 
murder her and commit suicide. He insisted on perverted 
sexual relations with her, drank heavily, beat her, and on several 
occasions tried to gas her. She had a depressive spell with 
“blackouts” and loss of weight for some months after his 
death, but soon recovered her old interests and married a third 
time in 1939. 

The history of obesity dates from her confinement in 1942. 
She had toxaemia during pregnancy and underwent a prolonged 
induction of labour, during which she became very frightened 
and was convinced she was dying. In the puerperium she 
developed pneumonia and femoral thrombosis followed by 
emboli in the lungs and right kidney. At this time the hospital 
■was bombed ; windows were blown in around her, and she was 
carried into the corridor. She was a semi-invalid for 18 months 
after leaving hospital, gained 2 st. (12.7 kg.) in weight during 
the first year and steadily after, despite constant anxiety and 
numerous .traumatic incidents occurring throughout the war. 
Her son was reported killed at Arnhem in 1944, but she later 
learned that he had become a prisoner of war and that he had 
advanced tuberculosis. Another son was torpedoed three times 
and is badly disabled, and she had to help support both sons. 
Her home was blasted four times. She also underwent numer- 
ous stress incidents while on ambulance duty during the raids 
and in the flying-bomb periods, but she continued to work most 
of the time. Two years ago, soon after the return of her glider- 
pilot son, she became worried, was afraid to be alone at night, 
felt that her husband was turning against her, and became 
depressed. She could not concentrate ; she became forgetful, 
and complained of occipital headaches, dyspnoea on exertion, 
sleep-walking, frequency, and “ blackouts ” about once a fort- 
night. She also had transient unreality symptoms—” a blank- 
ness of mind and a feeling of walking on water." 

On examination the obesity was simple in type and was most 
pronounced on the buttocks. The cardiovascular system and 
C.N.S. were normal. Her blood pressure was 120/70. Urine: 
n.a.d. She was very tense, anxious, depressed, and hypo- 
chondriacal. She had previously reduced from 16 st. to 

14 st. 9 lb. (93 kg.) by diet, but on admission weighed 

15 st. li lb. (96 kg.). She was taking a well-balanced diet 
of approximately 2,000 calories. 

An intravenous sodium amytal narco-analysis was concerned 
with many distressing experiences, particularly in air-raids; in 
one flying-bomb incident she felt sure her young baby was 
killed. After the investigation she tended to dissociate. Some 
days later she abreaeted under ether, and tiiere was a violent 
smotional release with screaming and weeping. She tad some 
amnesia for the flying-bomb incident, but knew she threw her 
baby under a falling chimney when she saw a bomb coming 
towards her. She wept freely* after the abreaction and dis- 
sociated for about }5 minutes. She then asserted, 1 feel a 
load off my mind,” but was unable to explain this. 

She remained in a tense state, and a week later again 
.abreacted violently under ether. There was a most intense 
release of emotion when she described an attempted rape by 
her psychopathic second husband. He tore off her clothes and 
slashed her with a razor, demanding a child which she remsed 
to give him. “ He tore my inside out." The next day he Ihr®"^ 
himself under a tube train and she identified his mangled body. 
She confessed to feeling guilt and responsibility since fhen, as 
she had threatened, and wanted, to kill him. During the abre- 
action she showed great rage and desire to kill him, and finmly 
dissociated. Later she continually returned for reassurance that 
she was not responsible for his death and wept freely. 

A week later, under ether, she was again violent wth fear, 
horror, and rage directed against her former husband. I u 
kill you,” and “ Go and kill yourself,” were phrases frequently 
expressed. She reiterated that her former husband was a beast, 
wept, and dissociated. 

Some days later, when interviewed, she said she could now 
talk about her former husband without feeling guilt. She also 
played the piano and sang, which she had not done for many 
vears. and no longer felt that life uus not worth living. 


Menstrual flooding occurred after six months’ amenorrhoo. 
and it is of inteiest that she had a flooding lasting six week' 
after her second husband’s attack on her, and she linked thiv 
similarity with the severe abreaction over her husband. 

As some tension persisted she was again abreacted a week 
later. This was even more violent than the others ; she reached 
an extreme pitch of excitement to the point of exhaustion, and 
showed little tendency to dissociate after coming round. She 
wept for some time and described her husband’s behaviour in 
much greater detail. For the first time she returned to the ward 
without assistance. 

She was now much improved and no longer worried aboui 
her second husband, but soon after, became preoccupied with 
the flying-bomb incident previously mentioned. It was decided 
to attempt to clarify that situation by further abreaction. She 
described working in her olfice one afternoon when a flying- 
bomb swished past the windows, which were then blown in. 
and a filing-cabinet fell on her. When she arrived home she 
heard the sirens again and rushed out 'to reach her baby play- 
ing in the garden. A flying-bomb came down, and she held hei 
child against the wall of a shelter. The bomb hit a near-b> 
factory and she could see a chimney-pot coming straight at her 
She threw the child into the shelter and fell, and as she did so 
she believed the chimney had hit and killed the child. She lost 
the use of her limbs and “ blacked out ” momentarily, then 
heard the child cry and crawled to him. Immediately after 
this episode she became very hysterical and attacked her hus- 
band for not having been present. At this stage of her treat- 
ment she had lost 11 lb. (5 kg.) in weighty without dieting, and. 
although much better, she remained mildly tense and pre- 
occupied with the bombing incident and was abreacted a sixth 
time. Further details were clarified with good effect, and then 
was a marked easing of symptoms. She ceased to blame her- 
self, was able to travel in a tube train for the first time since 
her husband’s suicide in 1937, stopped sleep-walking, regained 
her former confidence, and continued to lose weight each week 

Case 3 is of special interest in that the patient failed to 
gain weight after numerous traumatic incidents connected 
with her psychopathic second husband; she actually lost 
weight after his terrible and sudden death — a circumstance 
that can reasonably be attributed to relief and loss o' 
tension. The psychological trauma that actually led to 
rapid increase in weight was the bombing of the hospita! j 
in which she was a patient suffering from pneurnonia dunnt : 
the puerperium. The abreactions in her case did not centre , 
round the actual precipitating trauma, as it was found lna| 
sufficient affect was released by the incidents she brougw 
up spontaneously whilst under treatment. I 

i 

Discussion 

Psychosomatic studies of simple obesity (Weiss and 
English, 1943 ; Dunbar, 1943) suggest that it is an organ 
neurosis,” its manifestation depending on constitutio 
factors and pre-existing fears. Fenichel (1945) in a PSJjn ^ 
analytical approach to the subject also regards obesity as ^ 
organ neurosis. He stresses the basic importance of exni 
tionistic and pre-oedipal mother conflicts. . j. F. , 
fication” is emphasized by many authors: the indivio 
remains emotionally immature and overeats fm*". / 

childhood. Psychological investigators into 
childhood emphasize the factors of lack of 
with prolonged over-protection of the child (Bruch, ly ■ 

. Bronstein el al, 1942 ; Gastineau and Rynearson, 

As Bruch points out, the child may go in for the piw . 
of food if it does not get the pleasure of love irom 
parents. . 

When an individual becomes obese for the first 
early adult life, oral gratification, as a result of 
ditioning, may again allay anxiety or conflicts, tau P ^ 

and Matthews (1945) found that most of their cast: , 
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emotional problems and tension which produced an urge 
to eat, and if the urge was not satisfied the tension would' 
mount. Freed (1947), in a study of 500 obese patients, also 
found strong evidence that anything -which increased 
emotional tone increased the appetite for food. Personality- 
studies have been carried out by various workers (Rennie, 
1940; Nicholson, 1946), and include patients who fail to 
respond to a dietetic regime. The practical result of such 
studies is the conviction that a psychotherapeutic approach 
IS a useful treatment in these cases, and attempts have been 
made to resolve or ameliorate factors contributing to 
neurotic breakdown, such as family relations, environment, 
social and sexual maladjustments, prolonged tension, and 
insecurity. 

There is little mention in the literature of the influence 
of severe emotional stimulation in the rapid production of 
obesity. Bruch (1940) quotes Lichtwitz (1923) as observing 
during and after the 1914-18 war rapidly developing obesity 
in women ssho had been under severe mental stress. 
LCtzenkirchen (1924) described the case of a woman of 
39 who developed adiposity, diabetes insipidus, genital 
atrophy, and amenorrhoea after serious psychic traumata 
of long duration. The condition was thought to be organic, 
but some success was achieved in treating the case along 
psychological lines alone. Hochman (1938) illustrated the 
■■elation between severe emotional stress, such as the shock 
of the death of a parent or a financial reverse, and over- 
eating in six cases. Greene (1946) has recorded a fascina- 
ting example in which emotional stress led to obesity, and 
an improvement in the patient’s circumstances was followed 
by a reduction in her weight without any other form of 
treatment, although she abandoned her diet. Gilbert- 
Dreyfus 0948) published a survey of a large series of 
cases suffering from “ paradoxical obesity ” as a result of 
bombing, prisoner-of-war, or concentration-camp experi- 
ences, the increase in weight usually taking place over some 
weeks. The incidence was almost exclusively in women, 
and the trunk and abdomen were the sites mainly affected. 
There was considered to be evidence of water-salt retention, 
and a few abbreviated case records and an outline of 
treatment were reported. 

Our cases fall into a special category in that severe 
traumatic incidents seem to form the direct precipitant of 
sudden and marked simple obesity. The connexion between 
the obesity and this psychological trauma in time decided 
us to make use of abreactive techniques, the primary object 
of which is to relieve anxiety, tension, and aggression. The 
value of emotional release in “ traumatic ” anxiety states 
by excitatory abreaction and the technique employed under 
efter has been described in previous papers (Sargant and 
Shorvon, 1945 ; Shorvon and Sargant, 1947). The patient 
relives and re-experiences the original trauma, and, if the 
abreactions are successful, traumatic incidents tend to lose 
their emotional significance and thus cease to worry the 
patient. Though preferable, it is not necessarily essential 
to abreact the specific incident or range all over the trau- 
matic incidents, and in practice we find that even an 
abreaction of a non-specific kind may produce sympto- 
matic improvement providing the emotional release is of 
sufficient intensity. We have applied the technique of ether 
abreaction to many obese patients of the kind under 
discussion, and this wll form the subject of another paper, 
but the cases quoted above arc examples of the method and 
results. There is a symptomatic improvement with pro- 
nounced easing of anxiety and loss of weight of from 
1 to 2 St. (6.35 to 12.7 kg.). The method has the advantage 
of being quicker and more practicable than prolonged 
psychotherapy, and certainly requires fewer interviews. 


Some psychotherapy, however, is essential, as the implanta- 
tion of new ideas and reintegration of the abreacted patient 
are very important. There is reason to believe that patients 
treated in this manner are then more likely to be able to 
observe a strict diet if this is considered necessary, and 
drugs such as “ dexedrine ” (dextro-amphetamine) may be 
better tolerated. 

A brief analysis of the clinical findings and case histories 
of 12 women suffering from this syndrome is of interest. 
Anxiety, tension, giddiness, aggression, irritability, and 
depression are symptoms common to aU, and many show 
hysterical features, such as “blackouts” and “fainting 
turns.” The majority had stem aggressive fathers and over- 
indulgent, over-protective, kindly but “cold ” mothers, and 
they were brought up in a strict fashion. All assert that 
before marriage they were almost completely ignorant 
of sexual matters. A good example is the patient who 
developed an anxiety state at the age of 23 after she had 
been kissed, as she believed pregnancy took place via the 
mouth. It is therefore hardly surprising that among an 
emotionally immature group of this kind many experience 
little or no, satisfaction in their sexual relationship, and 
maladjusted marriages are common. The death of a 
mother, an undesired pregnancy, or the near-miss of a 
bomb explosion were the most frequent immediately pre- 
ceding psychic trauma. Menstrual disturbances following 
the trauma occurred in some. One young woman still 
has a persistent amenorrhoea, although the precipitating 
incident occurred five years ago, but it is more common 
for patients to experience a temporary amenorrhoea of 
some months’ duration. 

In a personality assessment of this series we find certam 
traits common to practically all — namely, immaturity, 
impulsiveness, lability, and a poorly organized emotional 
life. They present a hysterical picture with a tendency to 
refuse to accept their inner urges or to express them in a 
satisfactory manner. Further personality studies, however, 
on control groups showing loss in weight are necessary if 
one is to get a clearer view why some patients put on 
weight rapidly under severe stress, whereas the majority 
appear to lose weight under similar circumstances. 

Summary 

The association between the sudden onset of simple obesity 
and severe psychiatric trauma is illustrated by three case 
histories taken from a larger series of cases. 

A fairly uniform personality pattern in these cases is 
described. 

The results of abreactive techniques in treatment are discussed, 
and it is suggested that they may provide a useful adjuvant or 
preliminary to the accepted forms of dietetic treatment in certain 
selected cases of obesity. 

Our thanks are due to Dr. P. M. F. Bishop, of Guy's Hospital, for 
permission to study the first case, to Dr. E. A. Burkitt for his help 
in treating the third case, to Dr. M. Desai for the Rorschach 
personality studies, and to Miss Pemberton, dietitian, St. Thomas's 
Hospital, for taking dieteu'c histories. 
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UPPER-LIMB PAIN DUE TO LESIONS 
OF THE THORACIC OUTLET* 

THE SCALENUS SYNDROME, CERVICAL RIB, AND 
COSTOCLAVICULAR COMPRESSION 

BY 

LAMBERT ROGERS, V.R.D., M.Sc., F.R.CS. 
F.R.A.C.S,, F.A.C.S. 

Professor of Surgery, University of Wales 


Pain in the Upper Limb 

Two questions to be answered are: (1) What structures 
may produce this interference and so cause this pain ? and 
(2) Why are these painful conditions relatively common in 
the upper limb and uncommon or absent altogether in the 
lower limb ? — because we now have definite evidence that 
sciatica, which of course is common enough, is not due to 
any lesion at the pelvic outlet but to a radiculitis that is 
usually the result of an intervertebral disk lesion. 

Dealing with the second of these questions first, I suggest 
that it is man’s upright posture combined with the great use 
of the forelimb when erect which causes the pain in the arm 
and accounts for its absence in the leg. As the erect posi- 
tion is assumed there is an angulation of the structures 
leaving the superior aperture of the thorax, so that they art 
readily stretched across any abnormal or at times even nor- 
mal structure that may here form the boundary of the open 
ing, whereas in the case of the lower limb the upright 
position undoes or opens out any such angulation of Ihr 
neurovascular elements which enter the limb from the 
pelvis (Figs. 1 and 2). ^ 


(From the Surgical Unit, Welsh National School of Medicine) x-u , - ..l ». • 

® Character of the Pam 


Cunningham calls the upper opening of the thorax the inlet, 
the lower opening the outlet. It is assumed that we are 
referring to the upper opening, for there can be few if any 
lesions of the lower one which produce pain in the arm. 

The Upper Opening of the Tlwrax.~Tbe superior aper- 
ture of the thorax is a narrow opening which is bounded 
by the first dorsal vertebra, the first pair of costal arches. 




Fig. 2 


Fig. 1. — With ihe four limbs on the ground the nerve trunks of the 
limb plexuses enter the limbs approximately perpendicular to their 
origin and arc neither acutely angled nor stretched. 

Fig. 2. — With the assumption of the upright position the lowest of 
the nerve trunks of the forelimb plexus which leaves Inc thorax is 
angled acutely. The nerves to the lower limb pass almost vertically 
downw.'uds and there is no tendency to angulation. 


and the manubrium sterni. From it issue the great vessels 
and nerves to the upper limb.^.^l^nd interference with them 
at their egress by certain structures may cause pain of two 
kinds; that of neuralgia or neurih^, or that of ischaemia. 

•Read in opening a discussion in the Section of Orthopaedics at 
the Annual Meeting of the British Medical Association. Harrogate. 
1949. 



Neural Pain. — This is usually of a tingling or stabbing 
character and of ulnar distribution. It is due to the .lowest 
trunk of the brachial plexus being stretched over and/or com- 
pressed against (a) a cervical rib, (b) a fibrous band correspond 
ing to a rib (Fig. 3), (c) the medial tendinous lower fibres of (he 
scalenus medius (those arising from the seventh cervical trans- 
verse process), or (d) occasionally an abnormal scalene muscle 
(pleuralis of Sibson, intermedius of 
Testut, minimus of Albinus) lying 
between the artery and the nerve 
trunk. 

The Scalenus Syndrome. — The 
part played by the scalenus anticus 
has been exaggerated, and simple 
division of this muscle may fail to 
relieve symptoms. The syndrome 
should be called the scalenus syn- 
drome and not the scalenus anticus 
syndrome, as so frequently the 
scalenus medius (also the scalenus 
minimus less often) plays a part in its 
production. At operation it is essen- 
tial to free the lowest trunk of the Fig. 3.— Showing lb« 
plexus from the rib, band, or tendin- relationship of the towesi 

r r-'r/T,"" Tfi-' " S- 

be stretched. A frequent finding in {gndinous fibres of ih' 
these cases is an abnormal origin of scalenus medius. 
the posterior scapular 
artery from the third part 
of the subclavian. The 
artery passes between the 
trunks of the plexus and 
tends to hold down the 
lowest trunk against the 
structure over which it is 
stretched (Fig. 4). 

Vascular Pain. — This is 
usually of a dull aching 
character, and is due to a 
relative ischaemia brought 
about by compression of 
the subclavian artery (the 
costoclavicular syndrome). 

The Costoclavicular 
Syndrome. — Interference 
with the blood flow in the 
subclavian artery at the 



Fio. 4.-^Thc medial 
libres of the scalenus ? i 

shown and the sbnortnd VC 
scapular artery . and 

third part of the svbclavi^^ 
passing ouisvards aj?^. so 

between the trunks of ihc P , 
as to hold the lowest trunk -^3 
the subclavian artery. 
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thoracic opening is the consequence of the artery being com- 
pressed, when the arm is placed in certain positions, between 
the clavicle and either the first rib or a cervical rib. Elevation 
or depression of the shoulder may open out or diminish the 
space between the bones, according to the shape of the upper 
thoracic opening as modified by the abnormal rib (cervical or 
thoracic). While this is probably the e.xplanation in most cases 
in which the syndrome is well developed, a minor degree of 
compression may be produced by the scalenus anticus, the 
artery being compressed between the contracted muscle in front 
and a rib or band or even the scalenusmedius behind (Murphy, 
1906; Wingate Todd, 1911). 

An alternative hypothesis has been suggested by Wingate 
Todd (1913), Telford and Stopford (1930), and others, that 
irritation of the sympathetic fibres accompanying the lowest 
trunk of the brachial plexus may account for the vascular 
symptoms by inducing vasospasm, but there is little evidence 
in favour of this, and recently Sunderland (1948). of Melbourne, 
who has investigated the question by histological studies of the 
brachial plexus in some cases in which the syndrome had been 
present, finds no support for this view. 

Other Aetiological Factors . — In addition to abnormalities of 
the upper thoracic opening, certain other factors may contribute 
to the appearance or the severity of either the scalene or the 
costoclasicular syndrome by leading to the depression of 
the shoulder girdle and thereby increasing the angulation of the 
issuing nen’e trunk and artery. This may come about as the 
result of: (1) The dropping dosvnwards and backwards of the 
shoulder girdle which takes place in late adolescence. (2) A 
downward pull on the shoulder as by a post-bag (hfaddox, 
personal communication, 1946) or, as was seen early in the 
war when respirators were worn constantly, the respirator strap 
(Rogers, 1941a, 1941b). Long ago, de Quervain (quoted by 
Cushing. 1903) noted that rifle drill produced the syndrome in 
some young recruits, and even the direa pressure of a violin 
on the root of the neck has been productive of symptoms (Sheen, 
1912). (3) Fatigue which may lead to an atonic condition of 
llie supporting muscles of the shoulder girdle. 

Diagnosis 

Diagnosis is usually evident. A young person who has 
numbness and tingling in the hand and fingers and along 
the ulnar border of the forearm, aching around the shoulder 
girdle, and flattening of the thenar eminence, whose symp- 
toms are relieved by elevating the arm, and whose radial 
pulse may be obliterated or diminished in volume by stretch- 
ing the arm well above the head, presents a typical picture, 
particularly if the symptoms have developed in late adoles- 
cence, after losing weight, or after some unusual dragging 
on the arm or depression of the shoulder as in carrying a 
respirator. X-ray films may show the presence of cervical 
ribs or of large costal processes the ends of which are 
pointed and directed downwards and outwards. They may 
also indicate abnormalities of the thoracic inlet, and it must 
be remembered that the first rib may be the cause of symp- 
toms in some cases. Sometimes the subclavian artery can 
be seen elevated in the supraclavicular triangle so that its 
pulsations are apparent and may even resemble those of an 
aneurysm. 

Differential Diagnosis 

The syndrome must be differentiated from ulnar neuritis, 
herniated cervical nucleus pulposus producing a radiculitis, 
and writers’ cramp. 

Ulnar Neuritis . — In ulnar neuritis (for example, a lesion at 
the elbow) there is no Jiattening of the thenar eminence except 
in a few rare cases of ulnar innervation of the thenar muscles 
(Highet, 1943), there is no shoulder pain, the lesion is strictly 
confined to ulnar territory, and relief does not follow abduction 
of the limb. , 


Cervical Dish Lesions.— In cervical disk lesions the disk 
•involved is usually that between C5 and C6 or that between 
C6 or C7, so that the root affected is either C6 or C7. Pain 
is more intense in the shoulder region ; ulnar-sided pain or 
tingling is not present in the forearm or in the hand, and symp- 
toms usually appear at a later age. Radiology may show a 
narrowed disk space between the vertebrae. Elevating the head 
— pressing upwards below the mastoids — may relieve the pain 
during an attack, and further differentiation may be provided 
by the abduction test. 

IVriters' Cramp . — ^This has a hysterical background which is 
often elicited on cross-examination — e.g., it occurs only when 
writing Service or business letters and not when writing for 
pleasure, and there is an absence of the precise mechanical 
picture presented by the patient with a scalene syndrome. 

The Abduction Test . — If the signs and symptoms are due 
to the scalene syndrome or a cervical rib they are produced 
by a chafing action of the lowest trunk of the brachial 
ple.xus over the rib or the band representing it If the nerve 
trunk is therefore lifted off the rib or band and kept thus 
elevated, the condition is alleviated. This may be achieved 
by placing the arm at rest in abduction on an aeroplane 
splint and so maintaining it for a few days. 

Treatment 

Non-operative . — In early and mild cases reUef may be 
obtained by splinting and rest followed by exercises designed 
to develop the elevating musculature of the shoulder girdle 
In more persistent cases, in which the abduction test has 
confirmed the presence of a chafing structure below the 
lowest trunk of the brachial plexus, operation is indicated 

Operative . — ^This consists of exploration of the region ol 
the lowest components of the brachial plexus and also the 
subclavian artery in its three parts. A straight incision run- 
ning upwards and outwards across the root of the neck in 
a crease-line just above the clavicle gives adequate access 
If care is taken to free completely the artery from com- 
pression and the lower side of the nerve trunk from chafing 
or other irritation, the results of operation are excellent 

Comment 

The views here expressed are derived from my experi- 
ence of 33 operations which in the past twelve years I have 
performed for the scalene syndrome or costoclavicular 
compression. Eight operations were performed for 
cervical rib, 25 for the scalene syndrome. These 33 
operations represent 30 patients. Bilateral operations 
were performed in two — in the one case separated by an 
interval of four months, in the other by one of 11 years. 
These were both cases of scalene syndrome in which a 
second operation on the other side was requested because of 
the benefit obtained from the first operation. In another case 
I performed two operations on the same side because of a 
return of symptoms due to adhesions. Three other patients 
had been operated upon previously by other surgeons. In 
one a cervical rib had been removed on the left side, and 
as similar sjmptoms occurred on the opposite side she 
requested removal of the rib on that side also : the other 
two cases were recurrences due to the lower side of the 
lowest trunk of the plexus not having been freed from its 
source of irritation. Of my 30 patients, 17 were women, 
13 men ; their ages varied between 17 and 55. One patient, 
a man of 45, was in jeopardy with gangrene of his finger- 
tips and a subclavian aneurysm due to the artery being 
damaged by costoclavicular compression. I resected the 
aneurysm and left the rib. He has been well and doing 
hard work in a motor garage for nine years since the 
operation. 



UTJtj *7^ 

fy^Ptoms ar? ' 3 ,.°^. ^o^j^dner o^ 

”1' '"'‘Sf am'™ “f »'StS'" "■= wS,T “”>■ ™S' 

>hriy. Ja"™ =."‘' 


« a^tr^ofaS; 

'*= pari Of Uo“ ^'""<1 and ta "/"’* “mpreLS"'" Uie 

'“' - '''■OP, is;r«c 

^^pect resu/j, 

Pflir, .• Q.. 


ar ^''”4 %"t; --Tr. 

ryadrif " “ 

case of "'" fhe case bund/e not oee..! 


IP BV ^ 

GKIPFITHs - 

Prof^‘ ^OMes 


£/evat/on of ''"^b kdu^l'^P^'- b'mb ^nd"® *'’'= ‘borax 

^y^Ptoms ;°J- bmb to f '" ‘° ‘be uprlftt „''*"bse„celj- 

operation ’ that s1nii;/'®'’‘-^"S'e ” 

'f VS 

-a... - 


^”S'HSa°' ■'■ (laroi f""»«s 

fiSfevV™?"" l^toS""”' ”/ '■'■««./ , 

^urpbv r',^ f (94t) -^o/wj. »„ , ‘Anatomy 

^LgTr- ‘' i-*, 315 

g""V-. 3. 5,4 

n'9’4i] ;;7' 

- hl,Kv^' '). 


Prowdt 


roo„'"'"“a' ™5„'«" '"cr; S^ija So*™ ndT' ^'P* 

^-‘”Vo‘'j"'Vo'4'Jr »5”E 

5rS;,»P,.VoS,„t-? t““'" 

Srnn;;. P^ Dou.ia, r^.t "“b/ec, ^va^- ^^=’^b/ng of ' 


P^f'ent den! used fn „ 

bas beea 

based ^ °”‘“’uousiy itir ^ ‘be Wood a bac 

‘“Pe of the °^'P'^‘fatjon cf, ^'[^PP'Ple that th f be/fef h 
“ftoo air;'™-PPSoSm e *Poo“ on lafPW'Poy •? 

^‘■O'P PeWcii/!n^a°” too]oST^'‘°"' 

^Pitiply. surv/v/nt *’^obd will h ^ 

fffect of tre/ is pernaS p^^^^Pistns wfi 
however, "'‘b niereiv k°^ a brief t ® ‘° 

'P^Pf may be ®P interva/^ ‘^°up‘eracted ‘be 

"osea ot ®r'™' P«o*'o o'?'?'' P'ooiv^ S'”® '"“"'M«' I 

f-ss o2? r 

On '^“b three-b ^ »'bich h ^ Phmittiog to 

PPmbers band, c/W/!! ^ "’i^‘^‘tons. ° improve. 

°FoTT g^e^lTa^-J-creas/nr 

PP/b orS '‘WSy do”"'" 'a® r«o 
'’'"ofii fr^Bo'™' f'i'‘'7"and”BSf '"’P'^SKf"" 

^ combined w/th foo ? 'be /asf gro! 'be freatmeai r' 
e"‘'on 'b« paper 

?rtsf"^-« "ir '^Sot i*-””' '"-■ 

a W ??' of l4 S IJ'f «apl.vS, ,‘''' ‘«l 

:°f -= sSF- 

mate '’"'OP- T* '"’“'"in durim, ;f '°“'"'e "i" Wood 

'"'--Tf £- SonS^o 1 1 

^^eatment of 

P^SZ"'- o"?pa,t, ^""■"opi 

Ioiif'”'*’“ oS'n°"m°® ®°‘’ ®"m£' of ” '"'f '""»■ 

oonceninK/gn, (hr”' “'"'o" has heen^h’”"”" Poo'o'iiin 
"“ooshon, mis a S 

a 24-hour period 



Oct. 29, 1949 


SODIUM AND PROCAINE PENICILLIN 


Brtttsh 

Medical Journal 


959 


in the majority of patients (Jones and Shooter, 1948) ; the 
second group received two intramuscular injections of 
300,000 units of sodium penicillin in saline in the day. In 
the latter method penicillin was given when the patient 
was first seen, and subsequently between 9 and 10 o’clock 
m the morning and at 5 o'clock in the afternoon. In 
this way two high penicillin levels were produced each day 
and there was a total period of 8 to 14 hours in which no 
penicillin would be detectable in the blood. Both forms 
of treatment were continued for five days. In a small 
number of cases the treatment was continued for a few 
extra days. 

A smaller group of patients, not included in the main 
series, was treated with 300,000 units of procaine peni- 
cillin in arachis oil with 1% aluminium stearate. These 
injections were given once every two days. 

As local treatment, sodium sulphate (124%) dressings 
and, in some cases, kaolin poultices were used, and immobi- 
lization of the affected part was advised. Lesions were 
incised only when necessary, with minimal incision. Boils 
and carbuncles were never so treated. In general it can 
be said that the local treatment in the two series followed 
exactly the same lines, without reference to the type of 
penicillin used. 

-Ml the patients were seen by one of us (E.G. or P.FJ.), 
usually at daily intervals, and never less frequently than 
once in three days. Clinical findings were recorded on a 
special form. As a rule swabs were taken from lesions 
before beginning treatment, but when the lesion was not 
open £t the start it was swabbed as soon as possible after 
it had begun to discharge. Subsequent swabs were taken 
at five-day inten’als until the lesions healed. 

Conditions Treated 

The patients treated were those attending the out-patient 
department of the hospital suffering from acute staphylo- 
coccal infections of the skin and subcutaneous tissues who 
required penicillin for treatment. Patients attending during 
the first month were allotted to the procaine penicillin series 
and those in the next month to the saline penicillin series, 
and this alternation was continued throughout the trial. 
In xiew of the ample evidence of the value of penicillin in 
the treatment of staphylococcal infections it was not con- 
sidered justifiable to deprive patients of the antibiotic in 
order to provide a control series. 

The types of infection treated are given in Table I. 


Table T. — Types of Infection Treated (]16 Patients in Each Groupi 


Condidon 

Procaine ' 
Penicillin j 

Saline 
PeniciUin | 

1 Total 

Both * 

32 ' 

23 ! 

1 55 

Cellulitis 

All carbuncles except dorsal finger 

15 

13 

1 2S 

1 

carbuncles . . . . . . . . 1 

23 i 

25 1 

■ts 

Dorsal finger carbuncles . . . . I 

6 1 

s 

‘ 14 

Other conditions .. .. 1 

40 1 

47 1 

87 

Total infections . . , . j 

lie j 

116 j 

232 


Patients who took their discharge while under treatment 
were not included in either series ; neither were those 
patients with infected burns, chronic osteomyelitis, and 
hand infections (other than dorsal finger carbuncles) who 
were treated with penicillin while this trial was in progress. 
The final category in Table I, “ other conditions,” included 
those lesions which were not numerous enough to form 
separate groups, and comprised such conditions as lymph- 
adenitis, abscesses, and erysipelas. 


Comparison of Lesions in the Two Groups 
Dealing with such a heterogeneous collection of infec- 
tions, it has been difficult to ensure that the two series of 
cases were comparable, and some lesions were included 
in one series which had no strict parallel in the other. In 
an attempt to compare lesions in the two series the approxi- 
mate diameter or greater transverse measurement of the 
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Table II. Fig. I 

shows diagrammatically the extent of induration. AU three 
findings were not always recorded for each patient. In the 
table the means are based only on the patients for whom 
the findings were recorded. 


Table II 


i 

Mean Time to 
Treatment ; 

CDa>s) , 

Mean 
Redness 
(in.) 1 

' Mean 

Induration 
(m.) 

! 

, Procaine 
Peni- 
cillin 

Saline 

1 Peni- 
: cillio 

Procaine 

1 Pern- 1 
! ciUm ( 

Saline 

Pent- 

cfllin 

1 Procaine ; 

1 Peni- j 
cillin j 

Saline 

Peni- 

cillin 

Boils 1 

3-5 I 

: 3-7 ! 

! 1-5 1 

10 1 

1 M [ 

1'1 

CcUuUtis .. .. ! 

1 6-7 

41 

i 26 ! 

2-9 

1-3 ‘ 

1-6 

Carbuncles of neck . . i 

1 7-1 

7-9 

' 1-7* i 

2-5 

1 2-0* ■ 

2-1 

Ail carbuncles except ' 
dorsal finger car- 
buncles . . . , 

1 5 8 , 

1 53 ■ 

1 S 

2-5 

1-7 

1-9 

Dorsal finger car- 1 
buncles . . . . ' 

1 6*0 

' 3-9 

: i-8 

1-7 . 

1-2 

I-O 

Other conditions . . ' 

! 4-8 1 

, 4-6 1 

21 

2-1 f 

1-6 ( 

1-4 

Ail conditions . . 1 

1 

1 4-9 ' 

1 1 

4-5 j 

! 1-9 

i 

1-4 j 

1-4 


• TTie apparent inconsistency shown here is dae to the fact that for one patignt 
with a larce indurated area the redness was not recorded. 


Results of Treatment 

As a criterion of the results of treatment, the time 
between onset of treatment and the relief of pain, and the 
healing time, which was defined as the time from the stari 
of treatment to epithelization, have been taken. These times 
are given in Table III and diagrammatically for the 
individual groups of lesions in Fig. 2. Information was 
not recorded in every case, and the figures in parentheses 
indicate the number of cases on which the mean times were 


Table in 



Mean Time to Relief of , 
Pain (Honrs) j 

Mean Healing Time 

1 (Dai’S) 

Procaine 

Petii- 

cillin 

Saline 
: Peni- 
cillin 

i AU 1 
Casos , 


Saline 1 

Peni- 

cillm 

AD 

Cases 

Sons .. .. 1 

28 (19) 

24(17) 



7-9 (21) 

8-0 (50) 

Cellulitis . . . . : 

35 (5) 

24(10) 

27 (15) 

8-4(15)1 

7*3 (12) 

7-9 (27) 

Carbuncles of neck 

— 

39(6) 

J8 (10) 


12-3(7) 

12-8(17) 

All carbuncles ex- 




1 



cept dorsal finger 







carbuncles 

35 (9) 

27(22) 

29(31) 

14-7 (22) 

11-9(23) 

13-2(43) 

Dorsal finger car- 







buncles 

28(5) 

19 a) 

23 (12) 

112-0(5) 

12-3 (8) 

12-2(13) 

Other conditions . . 

28 (19) 

27(35) 

msa 


Kj^gl 

8-1 (83) 

All conditions . . 

i 29 (57) 1 

26(91) 

1 27 (148) 

1 

9 

o 

1 8-8(109)' 

1 9'^(218) 
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based. Where 
this number was 
less than five no 
entry was made 
in the table. 

There was an 
indication that 
the longer the 
period before 
the patient 
attended for 
treatment the 
longer was the 
healing time. 
Table IV gives 
the mean heal- 
ing times for 
both series to- 
gether, corresponding with days before patients sought 
treatment, where this information was recorded. 

Two groups of lesions which responded similarly in both 
series merit further comment. 


Table IV 


Mean Time to Treatment 
(Days) 

! 

Number in Group 

Mean Healing Time 
(Days) 

-I 1 

14 

5-4 

-2 

43 

7-6 

-3 

35 

9-S 

-4 ! 

22 

10-2 

-5 

22 

9-S 

-6 

16 

9-8 

-1 

IS 

I2'9 

-14 

20 

13-0 

14-1- 

I 

14'0 


The correlation coefficient between mean time to treatment and mean healing 
time is O' 27. which is significant (p < 0 05). 
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MEAN HEALING TIMES 


r I PROCAINE PENICILLIN 

fL-'C-in PENICILLIN IN SALINE 

Fig. 2 


Carbuncles 

These have been among the most satisfactory infections 
to treat. In all cases treatment has been entirely conserva- 
tive, and the relief of pain and toxaemia has been remark- 
able. Usually within two days, sometimes within hours, 
the surrounding arr,i of redness disappeared and the 
induration softer^a.' Finally, with separation of the slough 
the lesion was left as an area of healthy granulation tissue, 
with no reaction in the surrounding skin or connective 
tissue. Some carbuncles responded with exceptional speed 
and seemed to be completely absorbed, without slough 
formation. No complications of any kind were seen in 
this senes . ' 

Dorsal finger Carbuncles . — The importance of the 
dorsum of ihe proximal phalanx as a site for carbuncular 
lesions seenls to be insufficiently recognized. Donald (1948) 
and PilcherUr al. (1948) are among the few authors who 
specifically uiention these lesions, which, 5ye have found, 
are generaily^iagnosed as boils and sometimes treated by 
incision, with\disappointing results. If not treated with 
penicillin theAtend to pursue a chronic course and are 
apt to give riS^to complications such as osteomyelitis, 
stiff finger, and^^nder scar (Pilcher el al., 1948). No 
complications folli^’ed in the 14 cases treated. 

Cases Treated with wocaine Penicillin and Aluminium 
^^Icarate 

A small grou^ of 24 treated with 300,000 

units of procaine penicilliW in arachis oil with 2% 
aluminium stearate, this an^.nnt being given when the 
patient was first seen and reptllted every two days. The 


infections treated comprised boils, carbuncles, and 
abscesses. Although in 22 of the patients amounts of 
penicillin which could be assayed were present in the blood 
towards the end of the first 24, hours of treatment, and in 
the blood of 10 of the 11 patients tested towards the end 
of the second 24 hours, the clinical response was unsatis- 
factory. After six of the 24 patients had been transferred 
to treatment with procaine penicillin with successful results 
no further patients were treated with procaine penicillin 
containing 2% aluminium stearate. 

Bacteriology 

Ail the swabs were sown direct on to horse-blood agar 
plates from which two cups had been cut with a cork- 
borer. After inoculation the cups were filled with 1 unit 
per ml. and 10 units per ml. of penicillin respectively. 
Staphylococci which after subculture from the primary 
plate coagulated plasma in a tube were described as 
Staphylococcus pyogenes. Penicillinase' production was 
noted from the primary plate by the method described bi 
Waterworth (1948). 

The results of the swab examinations when organisms 
were grown are given in Table V. 

Table y 

Organisms Isolated from Initial Swabs Cases 

Staph, pyo^enes^ penicillin-sensitive 180 

ASrop/i. peniciliin-resistant .. .. .. U 

Gram-negative bacilli .. .. 8 

Haemolytic streptococci 11 

Of the eight Gram-negative bacilli isolated, two proved 
to be Proteus and one Ps. fluorescens ; six were not identi- 
fied. Of the 1 1 haemolytic streptococci, only two occurred 
in the absence of Staph, pyogenes. 

A further 231 swabs were examined from patients during 
the course of treatment, and four more Gram-negative 
bacilli were recovered which were not present in the initial 
swabs. One of these was Proteus and one Pact, coll (inter- 
mediate type II ) ; two were not identified. From only 
one of these subsequent swabs were haemolytic streptococci 
isolated when they had been absent originally. 


General Observations on Treatment 
During the course of this investigation it was our imptev 
sion that the cases in the two series were responding m 
much the same way, and this has been confirmed by statis- 
tical analysis, (here being no significant difference belweec 
any of the groups in either series. The two series weu 
tested for differences in mean (t) and differences in distriba 
tion (x') in all groups. The apparent consistency w'ith whief 
the healing times for the saline penicillin series were shortc 
than the healing times for the procaine penicillin senes, 
shown in Table III, was also shown not to be significanl 
Three observations were made which had no bearing on 
the main course of the investigation, as the facts observe 
occurred in both series. The first was that when the pam 
was relieved it sometimes went very quicldy— at oae 
moment it was there and within half an hour it 
almost entirely gone. The second observation was , 
many cases the original purulent lesion was replaced . 
apparently healthy granulation tissue in, a fan'll' ® ° ^ 
time, and it took as long again for this comparatively s 
area to be covered by epithelium. This was particua . 
noted in the boils and carbuncles, and accounted tt>r 
considerable part of the healing time. 

Thirdly, it was interesting that in some of the 
coagulase-positive staphylococci could be demons 
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before and during treatment, persisting until the lesion 
healed ; this persistence apparently did not influence clinical 
recovery. 

Discussion 

Judged by the results obtained in the two main series of 
cases it would appear that an equally satisfactory response 
can be obtained in the treatment of out-patients by the 
use of either daily injections of 300,000 units of procaine 
penicillin in arachis oil or twice-daily injections of 300,000 
>.nits of penicillin in saline. It would therefore seem that 
for treatment of infections of the kind described a continu- 
ous bactericidal level of penicillin in the blood is not 
necessary. 

Our experience of the use of 300,000 units of procaine 
penicillin with 2% aluminium stearate was not extensive, 
but it appeared that while clinical improvement took place 
it did not occur as rapidly as in the patients treated with 
procaine penicillin or with penicillin in saline. This sug- 
gested that persistence in the blood had been obtained 
at the expense of adequate blood concentration. The pre- 
paration containing aluminium stearate may well provide 
excellent treatment for infections caused by more sensitive 
organisms than staphylococci, but for the treatment of 
staphylococcus infections there would seem to be a place 
for a preparation of procaine penicillin, with or without 
aluminium stearate, which also incorporated crystalline 
penicillin to provide a high initial blood concentration. 

The number of cases with resistant staphylococci was 
too small to allow of their being placed in a separate group, 
and, although it would have been highly desirable, no 
comment can be made on the response of such cases to 
treatment with penicillin. At present the number of infec- 
tions in out-patients due to penicillin-resistant staphylococci 
is small, but in \iew of the growing number of reports of 
the increasing proportion of resistant strains in hospital 
wards it is likely that these infections may in time present 
a serious problem. 

The number of lesions in which Gram-negative bacilli 
were present was abo small, and there was no evidence 
in thb series of cases that infection with Gram-negative 
bacilli played any major part in delaying healing. 

Sinnniaiy 

The results of a clinical investigation are presented in which 
1 16 patients with acute septic infections of the skin and sub- 
cutaneous tbsues. mainly staphylococcal, were treated with daily 
injections of 300,000 units of procaine penicillin and a similar 
number of patients were treated with twice-daily injections of 
300.000 units of penicillin in saline. 

No significant difi^erence between the response to treatment 
of these two groups was detected. 

We would like to thank Professor Sir James Paterson Ross and 
Professor L. P. Garrod for the advice and encouragement they 
have given us; Miss Deal, sister in charge of the surgery, and the 
nursmg staff for their co-operation; and Miss M. Rhodes and Mr. 
R. Andrew for technical assistance. The procaine penicillin used 
was supplied by Messrs. Glaxo Laboratories, to whom we are 
indebted for the sujtply of procaine penicillin with 2% aluminium 
stearate. 

REFEStEtCES 

Barcby, G. A. (1949). British Medical Journal, I. 175. 

D'Abreu, F., IHood, C. M., and Hewitt, H. B. (1947). Ibid., 2, 603. 
Donald, C. (194S). In Carling and Ross’s British Surgical Practice, 
II, 220. London. 

Eagle, Harry (1948). Ann, intern. Med., 2B, 260. 

Jones. P. F., and Shoo.er, R. A. (I94S). British Medical Jourrtal, 2, 
933. 

Pilcher. R. S., Dawson, R L. G., Milstcin, B. B., and Riddel], A. G. 
(1948). Lancet. 1. 777. 

Waterworth, P. M. (1948). Ann. Inst. Pasteur, 75, 94. 

Wheatley, D. P. (1947). British Medical Jourrwl, t, 530. 


“NEO.-EPININE” IN THE DYSPNOEA 
OF COAL-MINERS 

BY 

C. KELMAN ROBERTSON, M.D., D.PS., FJl.CJ’.Ed. 

Assistant. Physician, Royal Infirmary, Edinburgh 

The most outstanding symptom of the pneumoconiosis of 
coal-miners is dyspnoea. This symptom occurs in mild 
degree in the earliest stages of the disease, but progresses 
over a period of years to such an extent that i''.Tiay wholiv 
incapacitate. In the advanced stages of anthracosilicosis 
gross pulmonary fibrotic changes have taken place, and in 
order to compensate for such loss of healthy functioning 
lung tissue respiration is speeded up and therefore dyspnoea 
becomes marked. In the beginning, however, the breath- 
lessness is more diSicult to e.xp!am. It could be attributed 
to various factors such as early bronchitb, focal emphy- 
sema, the psychic outlook of the patient, or a possible 
bronchospasmodic effect of siliceous matter. 

As it was considered probable that some of the 
dyspnoea might be due to bronchospasm, alone or asso- 
ciated with emphysema, it was decided to try the effect 
of the most potent modern bronchodilator available. 

Konzetl in 1940 described the pharmacological actions 
of homologues of adrenaline and noted that the isopropyl 
derivative had a powerful relaxing effect on bronchial 
muscle spasm. The relaxant power of this derivative was 
considered to be 10 times stronger than that of the parent 
substance adrenaline. ■ Little or no clinical application of 
this knowledge was made in this cduntrj’ until last year, 
when Herxheimer (1948) recorded his favourable findings 
with “ aleudrine ” (isopropyl adrenaline) in cases of asthma, 
although satisfactory reports had been forthcoming in the 
inteo'ening j'ears from the Continent (Stolzeaberger-Seidel, 
1940 ; Quitschal, 1942) and the United States (Segal and 
Beakey, 1947 ; Charlier, 1947). 

Present Investigation 

In order to assess the merits of such a bronchodilator 
in this disease 58 coUiers, all complaining of shortness of 
breath in some degree or other, were investigated. The 
preparation used in the experiment was isopropyl-nor- 
adrenaline sulphate, “ neo-epinine ” (Burroughs Wellcome 
and Co.), which is chemically cil-a-3 : 4-dihydroxj’phenyl-jS- 
isopropylaminoethanol sulphate, and which is known to 
have the therapeutic quality of enhancing vital capacity. 
The neo-epinine had for convenience to be used in tablet 
form, each tablet containing 20 mg. of the drug. Strict 
instructions were given regarding slow’ sublingual dissolu- 
tion and the swallowing of as little saliva as possible. Inert 
tablets of exactly identical appearance were also supplied 
by Messrs. Burroughs Wellcome and were used in all cases 
for the first week of treatment and when it was thought 
that functional factors were clouding the issue. 

Type of Case . — No special attempt was made to select 
any particular type of anthracosilicotic so far as age- 
grouping, radiographical grading, length of time in mines, 
etc., were concerned. The youngest man was 33 years old. 
the oldest 65, and the average age for the whole group 
563 years. Radiographical grading, international classi- 
fication (International Labour Office Studies and Reports, 
1930), was: 29 showing partial distribuU'on of linear 
shadowing and an early indication of nodulation (fa), five 
more widespread shadowing (lb), five generalized but still 
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discrete nodulation (Ic), and five increase in number and 
size of discrete shadows with a tendency to confluence (II). 
Those that could not be classified according to this stand- 
ard were regarded as : emphysema, five ; bronchitis, five ; 
and negative, four. If, however, cardio-renal disease was 
thought to play any part in the development of the 
dyspnoea, then such patients vvere considered to be unsuit- 
able for investigation. The criteria for the test were simply 
(1) that the man was or had been working in the coal- 
mines for many years, and (2) that his main complaint was 
shortness of breath which could be attributed to his work, 
no other cause being found. 

Routine Adopted 

At the first visit of the patient to hospital the following 
detail's were recorded : (a) careful medical and occupa- 
tional history ; (6) clinical examination ; (c) urinanalysis ; 
(d) Hb percentage, leucocyte count, erythrocyte sedimenta- 
tion rate, sputum examination, blood urea, and electro- 
cardiography if considered necessary ; (c) vital capacity 
estimation ; (/) x-ray examination. 

It was at this time explained to the man that as his 
chief complaint was shortness of breath we were going to 
try to improve this by means of tablets, but that we would 
need his careful co-operation and he would be required 
to report back to hospital each week for a period of five 
or six weeks so that we might assess his progress. He was 
then given a seven-days supply of inert tablets, being told 
to take one three times a day, with the already noted 
injunction about slow sublingual melting. On the suc- 
ceeding visits the patients were given a weekly supply of 
neo-epinine after the vital capacity had been recorded. It 
was considered that the study of the vital capacity would 
be the most valuable estimate of the effect of the drug. 
Especial care was taken on all occasions to allow each man 
plenty of time to explain exactly how he felt and what 
effect, if any, the new drug had on his breathing a'hd 
general feeling of well-being. 


,, Bwisii 
ME DICAL JOUJLS^L 


Summary 

On the assumption that dyspnoea in the earliest stages of 
pneumopniosis might be due to bronchospasm associated with 
focal erhphysema it was considered desirable to tiy the cfleci 
of a bronchodilator. It was thought that the iso-propyl deriva- 
tive of adrenaline, a powerful bronchial antispasmodic, michl 
prove, useful in these cases. 

Fifty-eight colliers complaining of breathlessness were giver 
inert tablets for one week, followed by neo-epinine tablets foi 
four weeks. It was found that there was little or no diflercnce 
in vital-capacity estimations with the, inert tablets, but aftei 
neo-epinine had been taken for four weeks there was an 
average increase of 236 ml. 

Forty-four of the men commented upon a feeling of improve- 
ment in varying degree while under treatment. Although there 
was an average increase in the vital capacity with this'dnig, it 
is realized that some of the improvement could be “ spiritual," 
as in Fletcher's (1948) classic description of such cases. 

Toxic effects of the drug are noted. 

I am indebted to Dr. A. Fergus Hewat for kind co-operation arl 
permission to establish an out-patient pneumoconiosis clinic atlachrf 
to his wards; also to Professor D. .M. Lyon for much helpful 
criticism of this paper. 
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RECTAL HAEMORRHAGE ASSOCIATED 
WITH INFECTIOUS MONONUCLEOSIS 

BY 

P. ECKSTEIN, M.D., B.Chir. 


Results 

It was found, during the test period when the patients 
were having the inert tablets, that there was on the average 
a slight increase in the vital capacity^ but not such as could 
not be ruled out by experimental error. With neo-epinine, 
however, there was an actual average increase of 236 ml. 
Irrespective of vital-capacity estimations, the comments of 
the patients were interesting, as 44 admitted improvement, 
1 1 considered that their condition was unchanged, and one 
said that he felt worse ; two did not complete the test. 
The 44 who felt better were further classified according to 
their expressions of well-being : IV were enthusiastic about 
the effect of treatment, another 17 said they were better 
but thought that they could still make more of it, while the 
remaining 10 thought that theyl had improved a little, 
though they still complained of symptoms such as shortness 
of breath on hurrying, ascending '.hills, etc. 

As was to be expected, the commonest side-effect com- 
plained of with neo-epinine was pi Ipitation ; this, however, 
was always a transient feature, L:Vting only a ma,ttcr of 
10 to 1.5 minutes after taking the tablets. Othpr passing 
complaints were shakincss, giddiness, and fiusfiing. 

The inert tablets did not give rise to any untoward 
symptoms. It has to be noted that no attempt was made 
to vary the dose of the drug according to the severity of 
the dyspnoea, and whether or not any degree of tolerance 
arises with the use of this drug in such cases cannot at 
present be stated. 


AND 

A. L. P. PEENEY, M.R.C.S., L.R.C.P. 

(Front the Department of Anatomy, Mcdieal School, arJ 
Department of Clinical Pathology, Queen Elizabeth 
Hospital, Birmingham) 

Rectal bleeding in the course of glandular fever is so rare 
an occurrence as to warrant a bfief description. 

Case Report 

The patient, a man aged 34, gave no relevant previous hbleO 
and had never manifested any haemorrhagic tendencies. ■ 
suflercd a typical mild attack of glandular fever during 
there was no jaundice or severe malaise and the tempera “ 
did not exceed 100° F. (37.8° C.) at any time. 
lymphadenopathy affecting the glands of the neck, axilb'^- 
groins was first noticed on the fifth day, following en 
defined influenza-like onset. On that day the patient soi^ 
medical advice at hospital, where a palpable spleen jj 

and the ciinical diagnosis of infectious mononucleosis eon i 
by a blood examination (sec Table). , j. _ 

Subsequently the patient seemed to make a 
recovery, becoming completely apyrexial on 
and getting up for a short period during the ninth. 
later in the evening of that day, while micturati^. 
some bright, partly clotted blood per rectum. The 
was not profuse and could be stopped by rest, hut i • 
mediately brought on again by straining such as 
or flatus. This condition persisted during the nig 
- following morning (the tenth day), when the paticn p 
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Laboratory Findings 



' 

Day of Disease 

1 

j 2 Months 


5th 

lOth 

■14th j 

23rd j 

Clinical 
Reco'cr>' 
(S5th Day) 

Er>lhrocytes (per 




1 


c.mm.) . . 

5,990.000 

4.910.000 

: 4,530.000 

4,630.000 

5.590.000 

Haemoglobin 

16-6(120%) 

13-6(9$%') 

12-4(90%) 

12-7(92%) 

15-5 (112*0 

Colour md« 
Leucocytes (per 

l-OO 

1*00 

0-99 

099 

1-00 

c.mm.) . . 

15300 

9,450 

8.700 

8,600 

6.800 

Polymorphs 

19*0% 


2s-3r: 

37-25% 

55-3% 

Eosinophils 

Basophils 

0% 



1*0% 

4-25% 

4-7% 

03.% 

_ 

0-3% 

0-5% 

0-7% 

L>-mpnoc>ies 

3S-7% 



59 0<; 

43-75% 

330>; 

Monocytes 

Atj-pical *‘mo«o-- 

3i-7;( 

1 

9T/, 

14-25% 

6-3% 

nuclear cells ” 
Total mononuclear 

10-3); 

— I 

tiy. 

0% 

0% 

cells 

SO-7%' 

_ 

70-4% 

5S-b% 

39-3% 

Platelets (per c.mm.) : 
Prothrombin lime . . 
Prothrombin time 
(normal control) 
Heterophile antibody 
(Da^idsohn’s tech- 
nique) 

N 

202.000 

13 secs. 

15 secs. 

1 :44S 

N 

N 

N 


N — Normal in films. 


himself at hospital and was admitted at once. An immediate 
sigmoidoscopy merely confirmed the occurrence of active bleed- 
ing from above the pile-bearing area of the rectum, but failed 
to locate an actual bleeding site. 

Treatment was consers'ative and consisted of complete rest 
in bed, a strict ulcer diet, and 10 mg. of vitamin K three times 
a day. During the night following admission one motion con- 
sisting almost entirely of clotted blood was passed. From then 
onwards active bleeding stopped. Altered blood in diminishing 
quantities was present for two more days, after which the faeces 
became normal and clinical progress was rapid. It is estimated 
that the total blood loss sustained during the 36 hours of active 
though intermittent bleeding amounted to at least 4 pint 
(2S4 ml.). 

On the fifteenth day sigmoidoscopy was repeated after proper 
medical preparation. The instrument was passed to I in. 
(2.5 cm.) beyond the pelvi-rectal junction, where faecal matter 
was encountered. A thorough search failed to show any abnor- 
mality of the rectum. Finally, a full radiological examination 
of the alimentary canal, including barium enema and " follow- 
through,” was carried out, again without revealing any 
pathological condition. 

The patient was discharged on the twenty-second day after 
the onset of symptoms. At that time the enlargement of the 
lymph glands and spleen had almost completely subsided. 
There has since been no recurrence of the bleeding, and the 
patient has remained well up to the time of writing — a period 
of over twelve months. 

Discussion 

Haemorrhagic manifestations varying from epistaxis to 
purpuric lesions are well recognized among the rarer com- 
plications of infectious mononucleosis (Tidy and Morley, 
1921 : Downey and McKinlay, 1923 ; Bernstein, 1940). 
However, rectal bleeding seems to be almost unknown. It 
is not mentioned in any of the current textbooks or in 
recent reviews (e.g., Contratto, 1944 ; Bethell, Sturgis, 
Rundles, and Meyers, 1946 ; Gardner and Paul, 1947). 
Only two instances were found in the literature. In 1934 
Tidy made reference to the occurrence of “ rectal haemor- 
rhage with bright blood in a child ” without giving any 
further details. Israels (1937) reported recovery from a 
“ single quite considerable haemorrhage from the rectum 
after defaecation ” in a woman aged 21, but this particular 
case presented various unusual features and was further 
complicated by the fact that the patient was known to 
possess a definite bleeding tendency. 

The association of rectal haemorrhage with the attack 
of glandular fever' here recorded is suggestive though not 


conclusive, and no claim can be made that a definite 
causal relationship between them has been established. On 
the other hand, the patient gave no history of a haemor- 
rhagic diathesis and has shown no signs of a recurrence 
since his recovery. Unfortunately, the bleeding and clotting 
times were not determined, but clinically there was no 
evidence of purpura, and the normal prothrombin and 
platelet findings go far to rule out the existence of a bleed- 
ing state. A very thorough search for alternative and more 
usual causes of intestinal haemorrhage was made by means 
of the sigmoidoscope and radiographs ; there can be few 
pathological conditions (with the possible exception of a 
minute haemangioma or telangiectatic focus) that would 
escape detection when so investigated. There was no 
personal or family history of telangiectasis. Other rare 
factors like congenital diverticula can probably be excluded 
in view’ of the patient's age. 

Summary 

The occurrence of rectal haemorrhage during a mild bout 
of infectious mononucleosis was observed in a man aged 34. 

The bleeding resulted in a loss of over half a pint of blood 
and. was not accompanied by significant thrombocytopenia or 
hypoproihrombinaemia. Thorough investigation of the alimen- 
tary canal by sigmoidoscopy and radiographs revealed no 
pathological condition which might have accounted for the 
haemorrhage. Recovery was apparently complete, and there 
has been no recurrence of the bleeding for a period of mo.e 
than twelve months. 

We wish to thank Mr. B. N. Brooke, of ihe Department of Surgery, 
Queen Elizabeth Hospital, for his permission to publish this account 
and for access to the case notes. 
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DISSECTING ANEURYSM OF THE AORTA 
SIMULATING EMBOLISM AT THE 
AORTIC BIFURCATION 

BY 

H. S. SHUCKSMITH, B.Sc., M.B., F.R.CS. 
Assistant Surgeon, the General Infirmary at Leeds 

AND 

I. MACPHERSON, M.D., M.R.C.P. 

Assistant Physician, the General Infirmary at Leeds 

The details of a fatal case of a dissecting aneurysm of the 
aorta are here recorded. At one stage an embolus near 
the aortic bifurcation was suspected, and during a phase 
of recovery coldness of the skin over an area proximal to 
the ankles persisted longer than coldness of the feet. 

Clase Report 

A man aged 66 who had had a coronary thrombosis 15 years 
previously was seized with an agonizing pain round the upper 
abdomen and also low down in the back while chasing cattle. 
An hour later a severe pain developed in the left thigh and 
calf, followed in half an hour by similar pain in the right limb. 
He collapsed and could neither feel nor move his legs. Four 
hours after the onset of the illness the pulse was regular, the 
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blood pressure was 130/100 mm. Hg, and auscultation of the 
heart did not reveal any abnormality. 

Left Lower Limb . — ^The colour was normal, active move- 
ment was present only in the left great toe, the left common 
femoral pulse was present though small in volume, but the 
posterior tibia] and dorsalis pedis pulses were absent. The 
skin was anaesthetic- as far up as the lower abdomen and was 
cold from the knee downwards. The knee and ankle reflexes 
were absent. 

Right Lower Limb.— The leg was pale from the knee down- 
wards ; there were no active movements and the common 
femoral pulse was absent. The skin was anaesthetic as far 
up as the middle third of the thigh and was cold from the 
knee downwards. The reflexes were absent. 

Five hours after the onset of the illness there was no change 
in the right limb, while in the left full movement had returned 
and the only abnormalities were absence of the posterior tibial 
and dorsalis pedis pulses and coldness of the skin below the 
mid-shin, including the foot. Two hours later the skin above 
the left ankle was still cold, while the thigh and foot were warm. 
There had been full recovery of movement in the right limb, 
and the common femoral pulse was now present and was larger 
in volume than the left ; coldness was found on the dorsum of 
the foot and as far as the knee, while the toes were warm. 
Oscillometer readings were as follows; 
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The areas of coldness showed no further change until 14 
hours after the onset, when the whole of the right foot was 
warm, but coldness of the skin above each ankle remained for. 
several hours longer. 

The following day the limbs were normal except for the 
difference in common femoral pulsation. The blood pressure 
had risen to 260/140, but the patient was cyanosed and breath- 
less, and he died 48 hours after the onset of the illness. 

Limited Necropsy . — A dissecting' aneurysm started in the first 
part of the aorta, involved the abdominal aorta, and extended 
as far down as the middle of the right common iliac artery. 
There was a large atheromatous plaque in the right common 
iliac artery at the same level as the lower margin of the extra- 
vasated blood. The left common iliac artery was normal. The 
dissecting aneurysm extended about one-third of the way round 
the ascending part of the aorta and a quarter of tlie way round 
the right common iliac artery. There was a large collection of 
blood in the pericardium and of blood-stained fluid in the left 
pleura. 

A large fibrotic area was present in the mid-posterior zone 
of the heart, due to an old coronary thrombosis, and there 
was advanced coronary atheroma, particularly of the anterior 
descending branch. No evidence of a recent infarct was found. 
The middle of the aorta and the femoral arteries were not 
examined. 

Discussion 

The difficulty in diagnosis of the vascular cause of sudden 
pain and paralysis in a limb is the element of arterial spasm 
which ■ may occur both in embolus and in dissecting 
aneurysm ; a dissecting aneurysm may also directly inter- 
fere with the bt.ood supply of the spinal cord. The only 
constant findings in embolus are absence of the peripheral 
pulse, lowered Surface temperature, and pallor (Allen, 
Barker, and 1946). The initial physical signs 

suggested an eri’boius completely blocking the right com- 
mon iliac artery and partially blocking the left, but the fact 
that symptoms on .‘he left preceded those on the right by 


half an hour made this unlikely, and rapid and marked 
improvement of the condition of the limbs finally excluded 
embolus and ischaemia of the cord. 

The changes in the surface temperatures over diilereni 
parts of the lower limbs merit emphasis. ■ In both limbs the 
last area of skin to warm up was not over the foot bm 
over the area surrounding the leg just above the ankle. 
This area remained cold for some hours while the foot 
and calf were warm. Dr. John Homans told one of us 
(H.S.S.) that it was not uncommon after anaesthetizing the 
lumbar sympathetic ganglia to find the first area in the 
limb to warm up is behind and above the malleoli, a 
reaction which takes place vVell in advance of the tempera- 
ture changes in the toes. The delayed vasodilatation in the 
area of skin proximal to the ankle in this case and the 
early vasodilatation in the same area following lumbar 
sympathetic block point to a peculiarity in the arteriolar 
pattern which may be related to the formation at this site 
of ulcers that are variously labelled varicose, post-phlebitic, 
or gravitational. 

Summary 

In a case of dissecting aneurysm of ’the aorta there w' 
marked spasm of the lower limb arteries, with coldness and 
paralysis of the legs simulating embolism at the aortic bifurca- 
tion. In the recovery phase the last portion of the skin in each 
leg to become warm was a locah'zed area of the skin just above 
the ankle. It is suggested that there may be an exceptional 
vascular arrangement at this site, possibly related to the ocem- 
rence of ulcers of the legs. 

We are grateful to Dr. G. F. Fowler and Dr. C. V. Light for thcii 
help with this case. 
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Case of Erysipeloid of Rosenbach 
Treated with Penicillin 

Infection of human beings with Erysipeloihrix rhiisiopallm 
is by no means common. It is, however, to illustrate tw 
response of this infection to penicillin therapy that ui' 
following case is described. Few cases treated witli {ki"’ 
cillin have been recorded in this country ; Barber, 
and Zoob (1946) reported five cases, all of which respond 
well to penicillin. In America three cases have butn 
reported (Ehrlich, 1946; Ferguson ef al., 1947; Sti«. 
1947). All these cases showed a rapid response to pc”'’ 
cillin. The progress of the disease untreated is sloff an 
may be anything from one to-five weeks, during v^icn tiW^ 
complications may arise. Other treatment is of little or 
value : the organism is not sensitive to sulphonaraides, a 
serum therapy is uncertain and often gives rise to serf 
reactions. 

Case Report 

The patient, a man aged 34, is a veterinary 
on research. Two days before attending he 
turkeys which had died of Erysipeloihrix 
tions and from which the organisms had been cultured. ^- 
the dissection, not wearing gloves, he pricked ‘ipn 

left thumb. He presented with a typical lesion ^ 

The skin over an area about 1 in. (2.5 cm.) in 
red, raised, and shiny, and the edge was sharply d • 
Pruritus was marked and there was considerable p 
throbbing. Axillary adenitis was present, but mere 
lymphangitis. 
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The arm was put in a sling and kaolin poultices were applied. 
Penicillin sodium, 100.000 units intramuscularly, was given 
twice daily. The improvement in 24 hours was marked, and 
in 4S hours the thumb appeared normal. The patient defaulted 
after five injections, however, and attended again two days 
later. The lesirn then measured 2 by in. (5 by 3.75 cm.); 
it was extremely painful and typical of the condition. Both 
lymphadenitis and Ij’mphanpitis were present. 

Penicillin therapy was restarted, the dosage being increased 
to 250,000 um’ts intramuscularly twice daily, in 48 hours there 
was a great improvement, and in 72 hours there was only a 
small 'area of erj'ihema and no induration. Penicillin was 
continued for a further four days, after which the lesion had 
completely subsided. 

CONBtENr 

The diagnosis was quite definite clinically in view of the 
history, the typical incubation period of two days, and the 
typical lesion. Demonstration of the organism requires 
biopsy*, which was not considered justifiable. There were 
a dramatic response to penicillin,' a rapid recurrence after 
inadequate therapy, and a further rapid response on restart- 
ing treatment. The appearance of the disease in turkeys 
is most unusual and has not been reported in this country 
before. The organism may therefore have been a particu- 
larly virulent one. It was shown, however, to be penicillin- 
sensitive on culture. 

The case demonstrates a rapid response to penicillin in a 
case of erysipeloid, and the need for full doses of penicillin 
for an adequate period. 

R. A. Bush, M.B., B.S., D.R.C.O.G. 
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Imperforate Anus and Congenital 
Rectal Fistulae 

Imperforate anus is said to occur once in every five or six 
thousand births ; it is complicated by recto-urethral or 
recto-vaginal fistula about once in every 50,000 births. 

Imperforate Anus 

This condition may' vary - from a simple membranous 
occlusion to a large gap which it is difficult to bridge by- 
surgery. 

Case I. — A male European child aged 12 hours was 
referred to me as a case of imperforate anus. On examination 
it was seen that although the anal depression was present the 
anal passage was not patent. A bulging membrane occluded 
the canaL This membrane w-as incised and faeces immediately- 
poured out. Dilators were passed to complete the opening. 
This case was simply a failure of the anal membrane to 
disappear. It is probably the commonest form of imperforate 
anus and is certainly the simplest to relieve. 

Case 2.-— A female Tamil child aged 12 hours. The 
child had vomited, and the mother said there had been no 
bowel movement since birth. On examination there was a 
normal anus ; the anal' canal admitted a probe for a distance 
of half an inch (1.25 cm.) and was then stopped by a membrane. 
Operation : — An attempt was made to rupture the membrane 
with a myringotomy knife. No faeces appeared. A perineal 
opening ^vas then made, but there was no sign of the rectum. 
A lower midline laparotomy was performed, and it w-as seen 
that the tectum ended at the upper end of the sacrum. There 
appeared to be no opening in the pelvic floor for the bowel. 
Working from above and below, a loop of sigmoid colon 
was brought through an opening made in the posterior pelvic 
floor. The loop of colon w-as opened and stitched to the 
dilated anal canal, the upper end of which had been cut to 


receive it. The abdominal incision was then closed. The 
child recovered without incident. 

Imperforate Anus With Fistula For.\iation 

Case S . — A male Malay child aged one and half months. 
Since birth both urine and faeces were passed through an 
opening at the peno-scrotal junction. There was no sign'of an 
anus. Operation : — ^A small probe was passed into the sinus. 
A midline perineal incision about 1 in. (2.5 cm.) long was 
then made back to the tip of the coccyx. This incision w-as 
deepened. By feeling for the probe the fistulous track was 
found and the rectum searched for. It was found to end 
about If in. (3.75 cm.) above the perineal skin surface and could 
not be drawn down. An opening was made in the low-est part 
of the rectum and a piece of soft rubber catheter tied in and 
brought through the perineal opening. The sinus was not 
ligated. Finally, a drain was put in just in front of the coccyx. 
The ch id passed a little faeces through the perineal drain for 
a few days, but this stopped and the fistula once again acted 
as a cloaca. It was decided to leave further attempts at 
closure until the child is old enough to stand the extensive 
procedures involved. 

This case was due to failure of the urorectal septum to unite 
^completely ; the paramesonephric ducts were also involved. It 
is notable that the penile urethra was found to be patent. 
The case shows well the difficulty in treating high rectal occlu- 
sion. It would have been impossible even to open the rectum 
if the peritoneum had been traversed. A perineal anus could 
probably- be made for this child at a later date by using pelvic 
colon, as it is unlikely- that the rectum could be brought dow-n. 
The remaining problem is that of sphincter function : should 
one make a perineal anus which may- be uncontrollable 2 

Case 4 . — .A female Malay child of 5 months. Examination 
showed a perforate hymen and an opening in the posterior 
vaginal wall in the midline. Faeces were seen to come from 
this opening, and the mother staled this had been occurring 
since birth. Operation : — A midline perineal incision was made. 
The blind end of the rectum was found about f in. (1.9 cm.) 
above the skin level. It vv-as easily brought dow-n and opened. The 
edges of the opening were stitched to the edges of the perineal 
incision. This child ceased to pass faeces into the vagina 
48 hours after operation, although the fistula was not ligated. 

The embryological fault here was an opening in the uro- 
rectal septum which also penetrated the paramesonephric ducts. 
This eperation w-as completely- successful, but as no evidence 
of a sphincter was seen it is doubtful if there will be a reason- 
able degree of control. According to Keith (1908) there is 
always an anal sphincter muscle present in cases of imperforate 
anus. This may- be so, but it was not found in Cases 3 or 4. 
although it was present in Case 1. From the practical view- 
point it seems unlikely that there will be useful sphincteric 
aaion of the anus in the more severe degrees of mal- 
dev-clopment. It is interesting to note that in neither of the 
cases with fistula w-as there any evidence of infection. 

This paper is published by permission of the Director of Medical 
Services, Malaya. 

A. M. Robertson, M.B., Ch.B., 

General Hospital, Taiping, Perak, Malaya. 
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In the lO-year period 1939-48 there were 12 cases of chronic 
benzene poisoning with 8 deaths, and 20 cases of toxic anaemia 
due to benzene with 5 deaths, reported to the Chief Inspector 
of Factories. Over the same period there were 519 gassing 
accidents with 31 deaths caused by substonces in use as 
industrial solvents. These and other figures were discussed 
by Dr. A. J. Amor, president of the Association of Industrial 
Medical Officers, in a paper read at the Chemical Works Safety- 
Conference which was held at Scarborough from October 7 
to October 9. Other subjects discussed at the conference were 
the installation and maintenance of breathing apparatus and 
training in its use, and the ty-pes of electrical apparatus 
permissible for use in hazardous atmospheres. 
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LIVER DISEASE 

Diseases of the Liver, Callbiadder, and Bile Ducts. By * 

S. S, Lichtman, M.D., F.A.C.P. 2nd ed. (Pp. 1,135 ; 147 
illustrations and 2 plates in colour. £4 10s.) London: 
Henry Kitnpton. 1949. 

I corifess to a weakness for medical monographs, and in 
this branch of literature the Americans have us beaten. 
These monographs are invaluable to the teacher of medicine 
and to the physician who wishes to expand his knowledge 
and take an intelligent interest in his cases. Samuel John- 
son said, “ A man may write at any time if he sets himself 
doggedly to do it,” but how many potential authors would 
have sufficient doggedness to achieve a work of this 
character ? 

The first 120 pages of the book are concerned with the 
anatomy and physiology of the liver, and contain an interest- 
ing account of vitamin manufacture and storage in this ' 
organ. The author continues with a discussion of the 
pathogenesis and pathology of jaundice and the symptoms 
and signs of liver disease. That important and debatable 
subject, testing the liver function, occupies the next 113 
pages. The usual objection put forward to these tests is that 
the reserve power of the liver is so great that four-fifths of 
its substance can be destroyed before any impairment of 
function is detectable. The author counters this and other 
criticisms, dismisses them, and emphasizes the importance 
of selecting suitable tests for the clinical problem in hand. 
In this chapter the reader who is not familiar with the sub- 
ject will receive a good impression of the help to be obtained 
from properly selected tests in estimating the type and 
degree of liver damage, following the course of the disease, 
and estimating pre-operative risks. 

The recent work' on infective hepatitis is described in 
detail, and the mode of action of liver poisons is elucidated 
by an account of experiments involving nutritional 
deficiency and protective dietary factors. There is a good 
chapter on cirrhosis of the liver and the beneficial effects of 
high protein and high carbohydrate diets with methionine 
and vitamins A and B. These methods have improved the 
outlook in cases of cirrhosis accompanied by ascites. The 
reader will be able to familiarize himself with the various 
surgical procedures for the relief of portal hypertension and 
ascites, some of which involve the formation of portacaval 
venous shunts. In the last 100 pages is a discussion of the 
gall-bladder and bile ducts. 

This book provides answers to most of our questions, 
although we may not necessarily agree with them. It is. 
interesting to inquire what has happened to our old friends 
— catarrhal jaundice seems to be dead, although I am reluc- 
tant to believe the news ; Hanot’s cirrhosis still survives, 
despite the doubts cast on its existence by writers in this 
country during the last twenty years ; xanthopsia is con- 
sidered to be due to the presence of bile pigment in the 
ocular fluids when there is a high blood concentration. 
This does not accord with the clinical experience that 
xanthopsia very rarely occurs even in cases of intense 
jaundice, and that it is often transient, lasting only for a 
few minutes or less. 

The book is well produced, the illustrations are of a high 
standard, and the fe.xt is documented by nearly 5,000 
references. There is no sting in the tail of this review. I 
have nothing but praise for this excellent monograph. 

, G. E. Bi\UMONT. 


ALLERGY 

Progress in Allergy. Edited- by Paul Kallos. yoUime 2. 
(Pp. 356 ; 50 figures. 36 Swiss francs.) Basle: S. Karger 
1949. 


This book is an informative and stimulating symposium of 
recent work on allergy, and includes articles by many of 
the leading workers in the subject. Like its predecessor, 
published in 1939, it is edited by Paul Kallos. Some 
chapters are concerned with the practical aspects of clinical 
allergy, but the majority, including some of the best 
sections, are more academic studies dealing with antigen- 
antibody mechanisms and the pathogenesis of various 
allergic manifestations. Most of the articles are in English, 
but two, concerned with the pharmacology ' (Meier and 
Bucher) and the therapeutic value of antihistamine drugs 
(Kallos and Kallos-Deffner), are in German, 

E. A. Kabat gives an excellent review of recent immuno- 
chemical work, including a description of the way in which 
this branch of biochemistry has been employed in the study 
of human viruses, in establishing the purity and homo- 
geneity of antigens and antibodies, and in measuring 
antibody formation in response to bacterial and non- 
bacterial antigens. ^Professor Haxtausen contributes an 
illuminating chapter oh allergy iir diseases of the skin. He 
faces up to a number of incongruities which make it diffi- 
cult to assess the importance of allergy in skin diseases 
Thus it is well recognized that skin tests are of little value 
in urticaria, even w'hen food sensitivity is suspected on 
clinical grounds, and this in spite of the fact that the 
reaction caused by percutaneous tests is identical with the 
naturally occurring eruption. It is suggested that this dis- 
crepancy may occur because the antigen is a breakdown 
product of digestion and not the unaltered food itself. 
Again, in Besnier’s prurigo it is odd that percutaneous tests 
often give positive reactions of urticarial type, whereas 
patch tests with the same antigen are negative. The author 
suggests that the initial antigen-antibody reaction causes 
itching and that the characteristic eczematous lesions are 
secondary to the effect of scratching. Allergic eczema is 
fully discussed, including the formation of conjugated anh- 
gens, the effective stimulus 'to antibody formation, the 
possibility of localized sensitivity, and other aspects of i s 
pathogenesis. Reference is also made to other allergic 
phenomena in various skin diseases and to the 
logical manifestations of drug- sensitivity^. G. L. Wa'dbon 
writes on urticaria and F. A. Simon reviews the 
in favour of sensitivity to human dander as a factor in e 
causation of infantile eczema. , 

Foster Kennedy discusses interestingly the , 

allergy in the central nervous system. He considers t 
localized areas of oedema in the brain may . 

migraine, some cases of epilepsy, facial . 

ophthalmoplegia), and retrobulbar neuritis. He quoi 
number of suggestive case histories, but rnore del 
evidence is required before his views can be ac p 
Other chapters are on allergic disease in animals, by • 
Wittich, who first described hay-fever in aucro 
the middle ear, by Hjalmar Koch ; bronchoscopic t P 
in asthma, by G. L. Waldbott ; and aerosol therapy, 


H. A. Abramson. 


R. S. Bruce Pearso.v- 


MEDICAL PROBLEMS OF FLYIP^G _ 

Aviation Medicine. By Kenneth G. Bcrgin, ^ j 
AF.R.Ae.S. (Pp. 448: 120 illustrations. 

Bristol; John Wright and Sons. 1949. ^ 

vviation medicine covers a diverse and wide ’ 
ver nearly every branch of scientific me^mc 
n the physical and engineering sciences. The ramir 
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are wide, and the rapifiity with which the specialty has 
developed during the last decade has made it impossible for 
one author to deal with the whole subject. Dr. Bergin has, 
however, produced in readable and compact form a review 
of the physiological, medical, psychological, and epidemio- 
logical problems associated with present-day flying. 

The book is a counterpart to the well-known U.S.A. 
publication by Armstrong and Heim, though this contained 
a considerable amount of original work, and it is the first of 
its kind to be published in this countrj'. Its purpose is to 
provide the medical practitioner with information on the 
problems encountered in flying, which have become more 
numerous, with developments in aircraft design resulting in 
increased speed, height, and engine power, and demanding 
a higher degree of endurance and a greater ability of judg- 
ment from aircrews. The author, himself a pilot of no mean 
attainment, presents his facts with that knowledge of 
aviation essential to those dealing with flying problems and 
personnel. 

This work is a digest, of the vast amount of research 
which was carried out in this country and in the U.S.A. 
during the war and contains a considerable amount of 
valuable information more applicable to Service than to 
ci\al flying. The author makes no claim to originality and 
he pays a handsome acknowledgment to those whose work 
he has consulted.' The ample bibliography at the end of 
each chapter enhances the value of the book and provides 
the reader with the opportunity for a detailed study of the 
original contributions. The appendices contain useful data 
about medical requirements for licensing civilian pilots and 
the international health regulations for the prevention of 
epidemics. 

While there is general agreement on the physical .stan- 
dards laid down, there is still some diversity of opinion on 
visual and hearing requirements : it is claimed that the 
e-xperience of the individual should compensate for any 
physical defect. This opinion is not universally acefepted, 
as it is liable to abuse. Furthermore, individual reactions 
and responses to identical defects are not always the same. 
Errors and risk of errors should be reduced to a minimum 
if the confidence of the public in aerial transport is to be 
maintained. The book should be in the hands of every 
medical practitioner called upon to express an opinion on 
the variety of problems encountered in aviation medicine. 
There are a few errors and omissions which doubtless wil! 
be corrected in the next edition. 

E. D. Dalziel Dickson. 

RENAL FUNCTION TESTS 

Clearance Tests in Renal Disorders and Hypertension. By 

Olle Hogeman. Translated by Erica Odelberg. (Pp. 264. 

No price.) Sweden, Uppsala : Appelbercs Boktryckeri A.B. 

1948. 

Van Slyke, it has been said, first used the concept of renal 
clearance when seeking to dispense with mathematics for 
the benefit of the medical profession. The concept, what- 
ever its humanitarian origin, gave a notable impetus to the 
advance in knowledge of renal function, an advance which, 
using the ingenious methods of modern clearance tests, now 
enables the investigator to express an opinion on the volume 
of glomerular filtrate, the permeability of the glomerular 
membrane, the tone of the afferent and efferent arterioles, 
the effective renal blood flow, and the maximal secretory 
and reabsorptive capacity of the tubules. 

The bearing 'of such extensive functional dissections on 
the prob^lems of normal and pathological renal function ir 
self-evident, and Dr. Hogeman’s book, in its details and its 
broad survey, is an excellent contribution to the subject. 


The work is based on modern renal clearance tests applied 
by the author to a large number of normal and pathological 
cases, the data and methods being given in detail witli full 
statistical analyses. The author's survey of the literature 
and of his own work brings out effectively the difficulties 
and differences of opinion, as well as the agreements, in 
interpreting the results. The effect on these interpretations 
of the Barclay-Trueta juxtamedullary shunt is considered, 
and there are interesting discussions about what the urea 
and creatinine clearances really measure. 

Separate chapters are given to the author’s findings in 
normal cases, in glomerulonephritis, in essential hyperten- 
sion, and in patients svith one functioning kidney. In each 
of these chapters the author's results are integrated with 
those of other workers, and the book ends with an excellent 
general discussion and summary. 

The author thinks that a simple determination of the 
filtration rate in acute nephritis is a useful diagnostic aid 
but that it has little prognostic value. In chronic glomerulo- 
nephritis he believes that inulin and diodrast clearances 
will prove to be a good prognostic guide. In connexion 
with essential hypertension, he agrees in principle with most 
other investigators in finding an increase in the filtration 
fraction, a change which he thinks is best interpreted as the 
result of increased tone of the efferent glomerular arterioles ; 
but he adds that the Barclay-Trueta shunt may be partly 
responsible for the change, particularly in older patients and 
in those whose blood vessels are prematurely aged. 

The book contains abundant material of interest to the 
expert on renal clearance tests. It will be of equal value to 
the general physician looking for a critical appraisal of 
the information to be obtained from these tests and of their 
place in the management of nephritis and hypertension. 

J. A. Fisher. 


PHARMACY AND PRESCRIBING 

A General Survey of the British Pharmacopoeia, 1948. 
fPp. 79. 5s. 6d.) London; The Pharmaceutical Press. 

1949. 

Hints on Prescribing under the National Health Service 
Act. By J. B. Primmer, M.B., 3.P. (Pp. 51. 3s. 6d.) 

London: Research Books, Ltd. 1949. 

Incompatibility in Prescriptions and How to A void It. By 
Thomas Stephenson, D.Sc. Fifth edition, revised by James 
Burnet, M.D, (Pp. 62. lOs.) Edinburgh: The Prescriber 
Publishers Ltd. 1949. 

WTiat is novel in the new British Pharmacopoeia is the 
subject of the booklet A Survey of the British Pharma- 
copoeia, 1948. It is a composition annotated from a series 
of lectures given by several members of the group appointed 
to prepare the new' edition of the Pharmacopoeia. The 
British Pharmacopoeia is the standard authority for the 
control of the purity and constancy of character of 
medicinal substances. The current edition includes an 
extensive list of new medicaments as well as revised direc- 
tions for the standardization of drugs that are not new. 
Biological therapy and biological methods of standardiza- 
tion of organic products other than pure chemicals form 
the principal additions.' The booklet gives a good descrip-" 
tion of these changes and affords an illuminative survey of 
those modern advances in medical treatment that have 
passed the stage of trial and have attained the status of 
assured value. 

Hints on Prescribing is admittedly designed to effect 
economy in the administration of the National Health 
Service. Justification of its purpose need not be questioned, 
for it is accepted that the patient shall have the most 
efficient treatment, regardless of cost ; but it is obvious 
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that the earlier- the cure the greater the saving, and the 
guidance here given is the result of approbation derived 
from experience. This book has a distinct value in that it 
•serves to focus attention on those particular remedies that 
have upheld their reputation for efficiency in manifold 
experience over a long period of time, and it may serve use- 
fully to save from oblivion many of the older remedies that 
tend to become submerged under the increasing numbers of 
new drugs. The information is conveniently arranged under 
alphabetically catalogued diseases, and it is in all ways a 
handy book for prescribers. 

Incompatibility in Prescriptions contains the memoranda 
and the explanations relating to incompatible medicaments. 
The treatment of the subject of incompatibilities can be 
generalized only in regard to comparatively few cases, as 
the one characteristic of incompatibilitjes is their unexpec- 
tedness. Both prescribers and dispensers therefore need a 
ready-to-hand book of reference for guidance, and this 
work has been prepared in a useful form for that use The 
subject-matter is conveniently arranged under an alpha- 
betical system headed by the name of the article to be 
prescribed, and there is also a good general index. 

T. TtCKLe 


THE HEALING TOUCH 

The Healing Touch. By Harley Williams. (Pp. 408 ; 

8 illustrations. 15s.) London: Jonathan Cape. 1949. 

Dr. Harley Williams has done it again. In his book 
Doctors Differ he showed that he could make comparatively 
recent medical history come alive and interesting to lay as 
well as to medical readers. In The Healing Touch he takes 
such diverse characters as Sir William Knighton, Sir James 
Clark, and Sir William Jenner— all doctors of royalty ; goes 
on to Chadwick »nd Southwood Smith and their pioneer 
work in public health ; gives a penetrating analysis of 
Florence Nightingale ; recounts the almost incredible career 
of Brown-Sdquard ; and ends with the Mayo family. He 
has the great gift of dramatizing the people he deals with 
and makes them live again, and this applies to his many 
subsidiary characters also. We get sidelights on George IV, 
Queen Victoria, and many other interesting patients. The 
final section is not only the story of the Mayo family but 
that of the rise of modern surgery in the U.S.A., in which 
Welch, Halsted, and Harvey Cushing are described in a 
most engaging manner. Billroth and Virchow come in — 
not dragged in, but as important factors in what was 
\ happening in the U.S.A. The book is full of humanity, 
with wit, humour, and understanding. I congratulate the 
author on an undoubted success. 

Alfred Cox. 


rtie Chemistry of Penicillin, edited by Hans T. Clarke, John R. 
Johnson, and Sir Robert Robinson (pp. 1.094; illustrated: £9 9s. or 
S.t6 ; London : Geoffrey Cumberlcge, 1949), is a very large book of 
11 by S inches, containing nearly 1,100 pages. It describes a 
co-opcrativc effort between British and American chemists that was 
effected during the war by the Medical Research Council in this 
country and the Office of Scientific Research and Development in the 
United States. The twenty-nine sections are each on a separate 
aspect of the chemistry of the drug, and for the most part the 
authors of each chapter are different. The book therefore describes 
varied approaches to a single problem, and provides the expert with 
a fascinating picture of the outlook and resources of -his fellows. 

Professor Rudolf Thiel's atlas of the diseases of the eye {Atlas der 
Aueenkrankhciten \ pp 225; M.60; Suttgart; Georg Thicme. 19481 
is now in its fifth edition. The first edition was a useful students 
hook, and in the ercat tradition of German onhthal.mo'oey. Stibse- 
quent editions appeared during the war. The present volume was 
published last scar, but the additions and c.xpansions are unbalanced 
and inaccurate, and detract greatly from the value of the original 
work. 
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THE TREND OF NATIONAL INTELLIGENCE 

For nearly a century' it has been known that in most 
industrialized communities the birth rate is declining 
far more rapidly among the wealthier classes of society 
than among the poorer. What has proved more diffi- 
cult to determine is whether the difference is' a good 
thing or a bad, or indeed whether it has any social 
importance whatever. At one time many biologists 
were inclined to argue that Che decrease in fertility was 
“Nature’s way of eliminating stocks that had become 
effete.” Galton and the early eugenists, on the other 
hand, contended that “ if birth control L spreading most 
rapidly among the more successful members of society, 
tlten we must be gradually losing the very- type of stock 
which in the past has been responsible for our national 
efficiency'.” Finally, Newsholme,' reviewing the data 
then available, noted that the undeniable facts “have 
given rise to many 'Cassandra-like utterances,” but 
concluded that they might be safely disregarded. 

A new turn was given to the problem with the develop- 
ment of standardized tests for measuring general intel- 
ligence. The school surveys organized in 1913 by the 
psychologist to the London County Council" revealed 
a distinct negative correlation between size of family and 
amount of intelligence, quite apart from any difference 
in social or economic status. A simple calculation 
showed that if there were no further factors to counter- 
act the .obvious consequences then during the following 
generation the intelligence quotient would fall at the rate 
of one point or more every 20 years, and (what was 
much more serious) within the same period “ the number 
of pupils of scholarship ability would be approxi- 
mately halved, and the number of feeble-minded almost 
doubled.” Somewhat similar correlations were sub- 
sequently reported by Bradford at Sheffield, Thomson in 
the Isle of Wight, and Fraser Roberts at Bath ; and 
Professor Cattell, after an elaborate investigation cover- 
ing over 4,000 children in Leicester and Devon, declared 
that the nation Seemed “ heading for a galloping plunge 

■ /. R. slatUt. Soc., 1906. 69. 34, 

~ Annual Report of the PsycHoto^lat to the London Coimty Council, 1916. See 
also Burl, C., Mental and Scholastic Tests, 1921, London. 

3 The for Our fi'atioruif Intelligence, 1937, London. 

* Intelligence and Fertility, 1946, London. 

i The Trend of Scottish Intelligence 1949. London: University of London Press- 


towards intellectual bankruptcy.”’ In London, however, 
a repetition of the earh'er tests, while suggesting the pos- 
sibility of a small decline, showed nothing like the change 
predicted by the more pessimistic computers. In fact, 
as the original report had pointed out, the general obser- 
vations of the older teachers, scholarship examiners, and 
education officials appeared quite inconsistent with the 
view that any large or rapid changes could be taking 
place either in the average level of intelligence in the 
school population or in the numbers of supernormal 
and subnormal pupils. Burt,'* indeed, in a summary of 
the existing evidence prepared at the request of the Royal 
Commission on Population, suggests that here as else- 
where some Compensatory mecham'sm of a genetic kind 
might conceivably be operating which would tend to 
counteract the untoward effects of the differential birth 
rate. 

The whole problem naturally attracted the earnest 
attention of the Population Investigation Committee, 
and, in view of the urgent need for more direct evi- 
dence, its chairman. Sir Alexander Carr-Saucders, 
suggested to the Scottish Research Council that a 
survey which they had carried out for another purpose 
in 1932 might be repeated and that his committee should 
be responsible for the cost. The earlier survey, the 
largest of its kind, had covered a complete age group 
of Scottish children, numbering in all over 87,000 boys 
and girls. In 1945 a second survey was organized 
on similar, but not quite identical lines. A brief 
report was submitted to the Royal Commission, and 
a fuller analysis of the data collected has now been 
published.’ 

The figures obtained, taken at their face value, would 
suggest that the level of intelligence has actually under- 
gone a slight improvement. This result has plainly come 
as a surprise to the investigators, and they discuss in 
detail the most plausible explanations to account for this 
une.xpected change. The most obvious explanation is 
increased familiarity with psychological tests. If this 
suggestion be accepted it then still remains conceivable, 
as the authors observe, that the apparent improvement 
in test performance may mask a genuine decline in 
innate ability. On the main issue, therefore, the report 
is admittedly somewhat inconclusive. Certainly any- 
thing like a rapid rate of decline seems out of the ques- 
tion. Nevertheless, if there is in fact a slow but steady 
diminution, that might well have serious effects in the 
long run, though its influence might hardly be appre- 
ciable after so short an interval as fifteen years. We 
must await the further survey plaimed for a later 
period. Meanwhile the study now published should 
encourage similar attempts by other bodies and is fuU 
of admirable suggestions showing how the requirements 
of a strictly scientific comparison may be secured in 
actual practice. 
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BRONCHIECTASIS 

Most chest physicians and many chest surgeons hold 
strong, but differing, views on the pathogenesis of 
bronchiectasis. Because it commonly starts in early 
life the disease was at one time thought to be con- 
genital. This theory has become progressively less 
popular, but the occurrence of bronchiectasis in asso- 
ciation with congenital abnormalities such as complete 
situs inversus, originally described by K'artagener^ and 
subsequently confirmed by others,-^ suggests that in 
some cases the abnormality is congenital, though this 
can seldom be proved. At the present time most would 
agree that atelectasis of the lung is an important factor 
in the pathogenesis. The association was described by 
Anspach^ in 1933 and was made familiar in this country 
by the clinical and experimental studies of Lee Lander 
and Davidson.® ® They pointed out that in a lobe col- 
lapsed by the aspiration of mucus the bronchi proximal 
to the obstructing plugs are dilated by the negative intra- 
thoracic pressure, which in the, absence of the cushioning 
effect of the normally aerated lung acts directly on the 
bronchial wall. If the walls remain undamaged, and the 
lung re-expands, the bronchi may regain their normal 
calibre®'® ; but if, owing to infection, the normal elasticity 
of the bronchus has- been lost, the bronchiectasis will be 
permanent 

The experimental work of Tannenberg and Pinner® 
has shown that when complete bronchial obstruction is 
induced in rabbits distal bronchiectasis occurs only if 
infection is also present. The infection causes an out- 
pouring of inflammatory products and mucus which 
actively distend the bronchi. In man this mechanism 
may be responsible for some cases of bronchiectasis in 
which the condition develops beyond a complete bron- 
chial obstruction. It is possible that occasionally dilata- 
tion of the bronchus is due to a valvular action, but 
unless previous disease has made the lung parenchyma 
undistensible such a mechanism should dilate the 
^veoti rather than the bronchi. In most specimens 
removed at operation there are signs of inflammation 
and fibrosis in the bronchial wall, and often also in 
the surrounding Iung.“'‘® Though fibrosis was once 
thought to be an important cause of bronchiectasis it 
is now regarded as merely a relic of the original 
infected atelectasis. Many earlier writers, and some 
more recent. consider that infection of the bronchial 


wall is primarily responsible. If that were so, as 
Mallory*- has pointed out, bronchiectasis would be 
mainly a disease of the later age groups in which 
bronchitis is common. Though he found inflammation 
of the bronchial wall in 49 out of 50 specimens removed 
at lobectomy, atelectasis was present in 43 and bron- 
chial stenosis in three others. Carr and his colleagues*' 
have recently described a high incidence of bronchi- 
ectasis in workers employed filling shells with mustard 
gas. Here, presumably, there was damage to the bron- 
chial wall ; but the authors did not usually see the 
patients during the acute phase, and atelectasis may 
well have been a contributory factor. Bronchiectasis 
is being increasingly recognized as a concomitant of 
pulmonary tuberculosis, associated either with broa- ' 
chial narrowing caused by the glandular element of 
a primary complex’® or with fibrocaseous disease.’®” 
When accompanying fibrocaseous disease bronchiectasis 
may give rise to few symptoms, possibly because the 
bronchiectatic areas are usually in the upper part of the 
lung and therefore relatively well drained. 

According to published reports the prognosis of 
bronchiectasis is bad. The overall mortality was 
27.5% in 789 cages reported in five studies’®'"® published 
between 1931 and 1941 ; these patients were followed 
up for 2-14 years. It must be remembered that most 
of these were cases severe enough to be admitted to 
hospital, and in the earlier days bronchograms were less 
frequently performed on patients with mild symptoms. 
Fine and Steinhausen®® reported that of 36 cases dis- 
covered through mass radiography 75% had few or 
no symptoms when seen two years later. Two further 
studies on the prognosis in children have recently been 
published. Ford,®® in~Glasgow, has followed up 65 
proved cases for 2 to 19 years. Twenty-nixie patients 
with unilateral disease were operated on, with an oper- 
ative mortality of 17% (five cases). Two died later 
from other causes ; one could not be traced. When 
seen at follow-up 14 of the remainder had no cough, 
though they complained of some dyspnoea, and the 
other seven were improved but still had significant 
symptoms. Thus of the patients with unilateral bronchi- 
ectasis only about 50% were made relatively symptom- 
free by operation, and there was an appreciable mor- 
tality. At least 10 (38%) of the patients not operated 
on had died ; eight of these were under 6 years of age 
when diasnosed. Ten could not be followed up. h*** 


i Bril' Urn Tuherk.. mi. 63. Am. 

' Adaitis, R.. and Churchill. E- D., /. ihorac. 1937. 7, 206. 

* Olsen. A M.. Atyjer. Rfv. Tuberc., 1943, 47, 435. 

* Amrr. J. Dis ChUd., 1934. 47. lOH. 

J Radiol. I93S. 11.65. 

« Bfitixh SMual Journal. 193S. t. 1047. 

* UnUcT. FPL, Thorax. 1946. 1 198. 

® FleischtJcr. F G., Amer J. Roentx^enoL, 1941, 46, 166. 
thorac . 1942. 11. 571, 

10 Robinson. W L.. Brit, J. Sur^:., 1933, 21. 302- 
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of the remaining 16 six had no symptoms at all, and in 
the other 10 there was only minor disability. When 
studied in retrospect there seemed to be no way of tell- 
ing which cases would have the good and which the bad 
prognosis. Wissler and Holtz,"^ in Switzerland, have 
followed up 38 children with bronchiectasis for 6 to 15 
years: nine (24%) were dead, five (13%) had severe 
symptoms, and the other 24 (63%) were working and 
had minor symptoms or none at all. Six of the 12 
children who originally had severe symptoms had 
greatly improved during the follow-up period. 

Strieder,"* in a review of the literature on surgery in 
bronchiectasis, states that the mortality of lobectomy is 
1-8%, but that where the disease is bilateral it rises 
to 15-30%. Only about 50% of cases are suitable for 
surgery. Of Perry and King's” 400 cases, 68% of those 
operated on were well and working, compared with 
37% of those treated medically. These comparisons 
are, of course, vitiated by the selection of cases for 
surgery ; patients with severe bilateral disease will not 
be operated on, nor, usually, will those with only minor 
lesions. Probably operation should be advised in chil- 
dren with unilateral bronchiectasis which has been 
shown to be irreversible, and in young adults with severe 
and uncontrolled secondary infection or troublesome re- 
current haemoptysis. In other cases medical treatment 
will be the first choice, and surgery will be a matter for 
careful individual consideration. 


FEES FOR PRESCRIPTIONS 
Mr. Attlee's decision that a patient from now on will have 
to pay a small token fee up to Is. for prescriptions issued 
under the National Health Service, while disliked by his 
supporters in the House of Commons, will be welcomed by 
the medical profession. One can only regret that this 
decision was not made earlier. In Februar}' of this 
year’ we slated. in a leading article on the finances of the 
National Health Service ; “ The Government may yet con- 
sider it wise to ask the patient to make token payments 
for a doctor’s services and for prescriptions. If this were 
considered feasible it would deter people from making un- 
warranted calls upon the doctor's time and unnecessary 
demands for pills and potions.” We reiterated this in com- 
menting upon Sir Stafford Cripps's budget hint that a 
health tax might have to be considered." In his press con- 
ference three weeks ago Mr. Sevan categorically stated that 
“ If by tax is meant payment by the patient at the moment 
when the patient needs treatment, we set our faces against 
it." Once more we suggested that sooner or later the 
Minister of Health would have to “ introduce some scheme 
of payment which will be a greater deterrent than mere 
exhortation to the public to be careful about spending 
money provided almost entirely out of the taxpayer’s 
pocket.” The Government has now had to take a first 

~ ^ I B i:Uh Medical Jojrnal, I9J9. J. 314^ 

:ibid.. 1949.1, 671. 


Step in modification of its poliev' of a health service free 
of direct charge. This should deter people from making 
irresponsible demands on the time of general practitioners 
in order to get ordinary household remedies at the country's 
expense. There is much to be said for the suggestion made 
in the Siipplcmeiii of May ,7 that the payment for pre- 
scriptions should be made by affixing a stamp to the 
prescription. If some sections of the public continue to 
make trivial calls on a doctor's time, then the next step of 
making a token payment to the doctor may have to be 
considered. 


PENICILLIN' LN BACTERIAL EN'DOCARDITIS 
Subacute bacterial endocarditis is one of the diseases in 
which the prognosis was entirely altered by the introduction 
of penicillin treatment. During the war encouraging results 
were reported in the U.S.A., and in 1945, when sufficient 
supplies of penicillin became available in this country, the 
Medical Research Council set up fourteen centres to investi- 
gate this method of treatment. In 1948 Professor R. V. 
Christie reported the results of treatment of the first 269 
cases in this Journal} The conclusion of the investigating 
committee then was that in 90% of cases the disease could 
be controlled with a dose of half a million units of peni- 
cillin daily, provided that this dosage vvas maintained 
for at least a month. The incidence of heart failure 
after treatment was high. The increase in residual cardiac 
damage after apparent cure of the infection bad already 
been emphasized by Morgan Jones and bis colleagues’ ; 
these authors also noted that the duration of the disease 
before the beginning of treatment was the most impor- 
tant factor in prognosis. In the earlier reports there was 
no conclusive evidence that relapses were due to penicillin 
resistance of the infecting organisms. 

In this issue of the Journal Professor Christie summarizes 
the results of the more recent trials of penicillin treatment 
in bacterial endocarditis. The original cases have been 
observed for a further twm years, and in addition 189 new 
cases have been studied. Perhaps the most significant find- 
ing in the new report is that the good results obtained with 
doses of half a million units daily have not been confirmed. 
Of the patients so treated 20% relapsed or died, as com- 
pared with only 7% in the previous report. A second 
point of interest is that the results of treatment have been 
directly related to the sensitivity of the infecting organism 
to penicillin. In the light of this new knowledge it has 
become necessary to recommend a new system of treat- 
ment of bacterial endocarditis, and it is now suggested that 
the minimal dosage should be two million units daily for 
a period of four to six weeks. With this dosage cure 
should be achieved in all cases unless the infecting organism 
has a coefficient of resistance to penicillin greater than 
eight. If relapses occur, or if the infection remains uncon- 
trolled, the daily dose should be increased to ten million 
units. The problem of treating those cases in which the 
infecting organism is highly resistant . remains unsolved. 
Sometimes an even larger daily dose of penicillin will suffice, 
and the device of using substances such as caronaraide. 


4 fluin^Harri%'c.^H.'. ^^quhcuti. J., aad Brown, J.W, Lcncff, 1949,1. 99. 
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which increases the level of penicillin in the blood by sup- 
pressing its excretion by the kidneys, is often successful.^ 
In some cases other antibiotic drugs should ' be tried ; it 
remains to be seen how useful aureomycin will prove in 
these difficult cases. 


UPPER LIMB PAIN 

The upper limb is subject to a variety of painful conditions 
from which the lower limb is relatively or completely free. 
These affections are relatively rare, but even so they are 
responsible for much pain and disability. In some of the 
cases there is pressure at the cervico-brachial junction. This 
condition has recently been the subject of careful study, 
particularly in this country, and elsewhere in this issue 
Professor Lambert Rogers reports his findings in thirty 
patients. It is clear from the evidence that the lowest 
trunk of the brachial plexus can be pressed against a cer- 
vical rib, a rudimentary first thoracic rib, or a tendinous 
scalenus medius, and that the pain can be abolished by an 
operation which relieves the pressure. The weakness and 
muscle wasting, however, may persist for years. The 
vascular complications are not so easily explained, for 
Telford and Mottershead' have shown that though throm- 
bosis in the main upper-limb artery occurred in 17% of 
their cases of cervical rib the clot in the majoritj^ of these 
did not extend proximal to the third part of the axillary 
artery. They found little evidence that the subclavian 
artery can be compressed and damaged as it leaves the 
thorax and some support for the view that pressure on ffie 
sympathetic fibres in the lowest trunk may play a part in 
causing the symptoms.® 

In one important group of cases, usually middle-aged 
women, acroparaesthesia is characteristic. The symptoms 
of tingling and numbness in the hand and fingers differ 
from those of the cervical-rib syndrome in that they are 
usually bilateral, affect the whole hand and sometimes arm, 
and are frequently most troublesome at night. Usually no 
abnormality is found at operation, and scalenotomy and 
rib resection do not relieve the symptoms, which are in^l 
probability due to traction on the brachial plexus. Professor 
Rogers is undoubtedly correct in attributing these syn- 
dromes to the effeets of the upright posture. 

A condition which may cause similar symptoms is the 
*' shoulder-hand syndrome," in which there is pain and 
variable loss of function in the hand and/or shoulder. 

here is, however, swelling of the hand as a rule, and there 
may be osteoporosis and other evidence of increased or 
diminished vascularity. The syndrome may be id op''thic 
or secondary to peripheral lesions and to lesions of the 
central nervous system. Steinbocker and his coI!e''gues^ 
have studied 42 cases ; they consider that the underlying 
abnormality is a reflex vascular disturbance mediated by 
an “ intcrnuncial pool ” of neurones in the grey matter of 
the spinal cord which spread the stimuli to sympathetic 
fibres leaving several segments of the cord. This theory 
is, of course, highly speculative^, but it fits in with the find- 
ing that sympathetic interruptuSh, by repeated blocks of 
the stellate ganglion or by syn^^thectomy, is the most 
effective treatment. \ 

* British Medical JournaU 
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PSYCHIATRIC TRAUMA AND OBESITI' 

It has long been known that there'was an intimate relation 
between prevailing mood and the nutritional state of the 
body. Experiences with neurotic casualties in the last war 
reminded psychiatrists forcibly of. this fact: in many of 
these patients a loss of two stones or more in weight was 
combined with neurasthenic, anxious, or depressive symp- 
toms. The relationship could be twofold ; on the one 
hand a severe state of emotional tension might bring about 
rapid loss of weight despite normal food intake ; on the 
other, a previously stable man might become susceptible 
to anxieties and fears only after the onset of exhaustion 
caused by extreme physical exertion and loss of sleep. In 
the latter case dysfunction of the nervous system could 
be plausibly attributed to defective cerebral nutrition. The 
work of Sydenstricker and others had alr^dy shown that 
depletion of vitamin reserves, especially of nicotinic acid, 
could bring about neurasthenic and even psychotic states. 
Nevertheless it was rare for physically exhausted neurotic 
patients to show any clinical sign of avitaminosis. A more 
complex chain of events seemed probable. Central con- 
trol of the mechanism of vitamin storage and mobilization 
was suggested by the finding of Meyer and McLardy’ that 
in a proportion of patients dying very soon after a pre- 
frontal leucotomy operation in which an unduly posterior 
cut had been made there was histological evidence of acute 
avitaminosis. Clinical findings supported this view, for it 
had been observed that an acute pellagrous psychosis was 
specially liable to supervene after subjection to stress, 
such as childbirth or a major operation, which would be 
likely to modify central nervous activity, 'particularly in 
the hypothalamus. 

Elsewhere in this issue Drs. H. J. Shorvon and J. S. 
Richardson discuss a related problem, but posed in an 
opposite form. They describe three cases in which' sudden, 
large, and rapid increases of weight occurred soon after 
psychologically traumatic experiences, such as the death 
of relatives and bomb incidents. In one case the increase 
in weight dated from a confinement. All three patients 
were women, and in two the weight increase was associated 
with menstrual disturbances, but there was no evidence of 
endocrine disturbance. Much of the weight increase could 
be attributed to water retention, which is controlled by 
the pituitary and the hypothalamus, but there was slso 
accumulation of fat without a specific type of bodily dis- 
tribution. While the early and rapid increase in wei^I 
could be put down to water retention, a gradual deposition 
of fat is more probably responsible for the persistence of 
obesity over several years. 

The authors scrupulously refrain from speculation, but 
the possibility must be considered that events which cause 
fear and grief may, in special and rather unusual circum- 
stances, cause a persistent disturbance of hypothalamic 
function. It is not clear whether the disturbance should 
be regarded as inhibitory or excitatory or both. Physio- 
logically some of the findings resemble the' results o 
stimulation of hypothalamic nuclei ; others those of n 
destructive lesion in this region. 'Diere is no essente 

».y. mmt. Set . 1949. S5. 40.1. 

• A*^chs Neurol Psychlat.^ ChlcaKO^ 1945. S4, 

^ Cybernetics^ 1948, New York 

^Proc. R. Soc. Med. 1949. 42, .^6’ 
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difference between such a change in hypothalamic activity 
and the corresponding cortical change that shows itself in 
a persistent tremor or paralysis after psycholog'cal shock. 
But in the cases reported by Shorvon and Richardson the 
physical abnormality may be ascribed to a " hysterical " 
disturbance of vegetative function instead of a disturbance 
of muscular control. 

The reversible nature of the phenomenon is made clear 
by the results of treatment. All the three patients responded 
to abreactive psychotherapeutic measures. Two explana- 
tions of the value of abreaction have so far been suggested, 
psycho-analytical and physiological. Sargant and Shorvon- 
proposed the theory, derived from Pavlov's work on condi- 
tioned reflexes, that a hysterical conversion symptom could 
he regarded as the effect of inhibition or of spontaneous 
and stereotyped activity in a partially isolated functional 
system in the cortex. This suggestion bears a clo:e resem- 
blance to the concept of the “ reverberating circuit " put 
forward by Wiener’ &s a possibly useful analogy from the 
field of electronics. The isolation of the cortical system 
might then be overcome, and more complete central integra- 
tion be re-established, by bringing about a general cortical' 
excitation and discharge. Sargant' has suggested that other 
methods of physical treatment, -such as electrical convulsive 
therapy, possibly depend for their success on the breaking- 
down of functional barriers by cortical excitation. Specu- 
lations of this kind are open to many objections, but 
development of the ideas they contain by experimental and 
clinical research may lead another step on the road towards 
a solution of the body-mind problem. 


B.C.G. VACCINATION 

.A lively correspondence in the journal of the Danish 
Medical Association has shown how difficult it is to be 
absolutely unanimous about anything. The two points 
under discussion were : 3\ho is to vaccinate with B.C.G., 
the general practitioner or the tuberculosis specialist? and. 
How early in life are Danes to be vaccinated with B.C.G. ? 
The first question was raised by Dr. j. Riising,' who argued 
that the general practitioner is quite capable of practising 
B.C.G. vaccination and that there is something to be said 
against sending a child a long way to a tuberculosis dis- 
pensao' where the vaccination may be carried out by a 
nurse." Dr. U. Gad’ answered by pointing out that B.C.G. 
vaccination bj' general practitioners is liable to interfere 
with the diagnostic and prophylactic procedures at tuber- 
culosis dispensaries, at which a radiological examination 
can be made as a preliminary to vaccination. Experienced 
B.C.G. vaccinators, he argued, see relatively few compli- 
cations. Furthermore, the interpretation of tuberculin 
reactions is full of difficulties. In a later letter Dr. Gad'' 
remarks that the difference between himself and Dr. Riising 
may ultimately be settled by putting B.C.Cf. vaccination in 
the hands of an ambulant team, similar to those which the 
Red Cross has organized. As for the second question, the 
opinion seems to be growing that in principle B.C.G. 

> Uzrskr. Larr.. 1SJ9, 111. 732. 

JIbid.. 1949. 111. 7SS. 

= Ibid.. 1949. Ill, 857. 

* Ib!d., 1949. 111. 857. 

5 Ibid.. 1949. 111. 895. 

«Tbid.. 1949. 111. 969. 


vneewntion should be undertaken as early as possible, even 
in infancy. Dr. Gad, however, considers that the B.C.G. 
vaccination of the newborn, as carried out in Sweden on 
a large scale, may not be necessary in Denmark except in 
a tuberculous environment, “ as the newborn are poor anti- 
toxin producers, and as we have less tuberculosis than in 
Sweden.” Dr. P. Hertz' refutes the argument that the new- 
born are poor antitoxin producers, and he points out that 
more than 90% of the newborn who have been vaccinated 
with B.C.G. in Sweden have been rendered tuberculin- 
positive. In his owTi experience of 64 newborn infants 
recently vaccinated in Copenhagen he has found it neces- 
sar)' only in two cases to repeat the operation in order to 
achieve a positive tuberculin reaction. In a more detailed 
study Dr. Hertz’ has reported on his successful vaccination 
with B.C.G. of 537 infants from 0-12 months old. None 
of the six deaths among these 537 infants was due to 
tuberculosis : hence his conclusion that " one ought not to 
delay too long in proposing the voluntary Calmette vaccina- 
tion of all infants, and preferably the newborn." Professor 
H. C. A. Lassen' writes in the same sense, and he argues 
that the forty to fifty deaths from tuberculosis which still 
occur every year in Denmark among children under the 
age of 5 years are a standing reproach to those authorities 
who delay in applying B.C.G. vaccination to children of 
Ibis age. 


FRACTURE OF THE BRONCHUS 

Traumatic rupture of the bronchus is a rare injur>. In 
suspected cases the diagnosis should be confirmed b\ 
bronchoscopy. Immediate ihoracoto.my and repair mas 
save life in some cases and prevent serious complications 
in others. Care must be taken to preserve the bronchial 
blood vessels. Kinsella and Johnsrud' in 1947 published 
a review of 38 cases, adding tivo of their own. A crush 
injury which shears either main bronchus at or near the 
Carina was the usual cause of rupture. In more than half 
the cases it was fatal. Commonly associated with fracture 
of the bronchus were haemorrhage — causing haemoptj'sis. 
atelectasis, or haemothorax — ^and leaking of air, causing 
pneumothorax or mediastinal emphysema. In patients 
recovering from the injury a bronchial stricture develops, 
leading to obstructive collapse and mediastinal shift. Arti- 
ficial pneumothorax to ameliorate the resulting dyspnoea 
has had good results. In one case secondary infection was 
successfully treated by pneumonectomy. Endoscopic dil.i- 
tation was not found of much value. In 1945 Sanger’ 
described two cases in which he had sutured tears of the 
bronchus due to penetrating shell fragments, but the first 
case to be treated by resection and anastomosis has recently 
been reported by Griffith.'* The patient was a woman who 
was thrown against the steering-wheel in a motor-car acci- 
dent, injuring her face and crushing her chest, w-ith fracture 
of ribs on the left side. Dyspnoea was severe for a few 
days, but recovery was rapid. Later she became dyspnoeic 
again ; her chest was “ wheezy,” and she had a dry cough. 
Radiographs two months after the injun’ showed obstruc- 
tive emphysema of the left lung in expiration, and on 

4 7. tkorcc. Surz-t 1947, 16, 571. 

4 /Irn. Sun?., 1945. 112. 147. 

4 Thorax. 1949. 4. 105 
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auscultation a loud rhonchus was heard. At bronchoscopy 
an elastic stricture of the left main bronchus was seen. It 
was due to mal-union of a simple fracture, with overriding 
of the cartilage, and it could not be cured by dilatation. 
Operation was therefore advised, and was carried out six 
months after the accident. Through a left thoracotomy 
the stricture was excised, except for a bridge of posterior 
wall carrying the bronchial artery, and end-to-end anasto- 
mosis was done with interrupted stainless steel sutures. 
The patient’s recovery was uneventful ; her symptoms were 
relieved, and the bronchus healed normally. 


BONE LENGTHENING 

Inequality of more than two inches (5 cm.) in the length 
of the lower limbs is a serious handicap. Attempts to 
equalize the limbs by both lengthening the shorter or 
shortening the longer have been successful. Codivilla* in 
1905 first attempted to lengthen a limb by repeated forced 
pull on a nail transfixing the os calcis after oblique 
oesteotomy of the femur. Similar operations were carried 
out in 1912 by Freiberg," and in 1913 by Magnuson® and 
by Ombredanne.'* In 1921 Putti* published a paper on 
operative lengthening of the femur ; he used skeletal trac- 
tion and countertraction directly on the femur. In 1927 
a method of tibial elongation was described by Abbott* 
in which the steps were lengthening the tendo achillis, 
osteotomy of the fibula, insertion of the drill pins, 
osteotomy of the tibia, division of the tibial periosteum, 
division of the interosseus membrane and fibular inter- 
muscular septum, and finally application of the distraction 
apparatus. The complications of this procedure were for- 
ward bowing of the tibial fragments, overstretching, inter- 
ference with the blood supply of the fragments, and 
insufficient fixation of the fragments. 

Leg lengthening is indicated when the difference between 
the limbs exceeds one and a half inches (3.8 cm.) ; less than 
this can be easily compensated by pelvic tilting and shoe 
raising. Only young patients are suitable, and the opera- 
tion should not be undertaken after a recent acute infection 
or in cases with severe paralysis of the affected limb. A 
very large difference between the length of the limbs is 
also a contraindication. Success depends on the use of an 
apparatus which will confine movement of the fragments 
to the long axis of the bone, and Allan" has been successful 
in producing an instrument which secures this. He per- 
forms an oblique osteotomy of the tibia about four inches 
(10 cm.) in length, leaving the periosteum intact as far as 
possible, and a transverse osteotomy of the fibula. Two 
Kirschner wires are inserted in each fragment and fixed to 
the distraction apparatus, and a carefully padded plaster 
is applied from toes to groin. When set, the plaster is 
divided, so that in effect each section of the limb is in a 
separate plaster cast. With this method Allan has found 
it possible to lengthen the bones at the rate of 1/16 in. 
(0.15 cm.) daily. Femoral lengthening has proved to be 
less practicable, owing to the difficulty of placing the trans- 

1 An:er J. nrih Swz-. 1^05, 2. 353. 

- Su-v- Gynec Obrr^t.. 1912, 14. 614. 

» Ib,d . Wtr. 17, 63 

^ {tult Sac. Chi^u'-zizns P.ins, 1913, n.s. 39, 3177# 

sr /(wf. mrrf. /lis . 1921. n. 934. v 

Cwr J( Sxnr . 1927, S. 12S. 
f Ibid.. 1943, 30-B, 490. 


fixing wires and the complication of knee stiffness. Allan 
used leg lengthening in cases of tuberculosis of the hip 
and knee, in bongenital shortening, in pyogenic bone and 
joint infections which had been quiescent for more than 
six years, and in patients with infantile paralysis treated 
by sympathectomy as a prior condition. Most patients 
were 13 or 14 years of age, but it was found that in adults 
the bones united just as readily. 

Muscles react badly to stretching, and much wastine 
occurs. Periosteum, membranes, and fascia are not easily 
stretched, and their lengthening probably causes most of 
the pain experienced. Blood vessels withstand the pro- 
cedure well : nervesj however, are more liable to damage, 
especially the lateral popliteal nerve. Knee stiffness and 
displacement of the ends of the fibula are additional com- 
plications. Skin sloughing over the operation scar was 
noted when a gain of more than three inches (7.5 cm.) in 
tibial length was obtained. Allan states, however, that 
two inches of lengthening may be gained in the femur, and 
three in the tibia, without any complication. It cannot be 
denied that bone lengthening is a painful and formidable 
procedure. White goes so far as to state that in his 
experience the result seldom justifies the effort employed, 
since great force is needed to stretch the tissues in an 
- already damaged limb. In many cases shortening of the 
longer leg has proved to be much the better method, being 
simpler and less hazardous. 


THE MANUFACTURE OF CORTISONE 

In a recent annotation^ we referred to the discovery thal 
" cortisone ” (“ compound E ”) could be prepared from 
sarmentogenin, a substance which can be isolated from the 
seeds of the African vine Stropbanthus samentosiis. It b 
now known that the common yam of tropical America. 
Dioscorea mexicam, yields a substance, botogenin, which 
can be used as a starting-point for the preparation of corti- 
sone," and many more plants may be found to be possible 
sources of cortical hormones. In the meantime pharma- 
ceutical manufacturers in the U.S.A. are co-operating » 
order to increase production of cortisone from ox bile- 
According to a recent reporF one company is to quadruple 
its plant for the manufacture of desoxycholic acid from the 
bile of cattle slaughtered in the stock yards, A spokesmao 
of the company said that desoxycholic acid can be prepared 
from the cholic acid in bile in much larger amounts than 
would be obtained by isolation of the natural substance 
from the same qu_antity of bile. Nevertheless, the quanW) 
of desoxycholic acid which will be prepared in a year from 
the bile of 200,000 cattle will yield only about 2,700 g- o* 
cortisone. This represents 27,000 doses of 100 mg.— a 'or) 
small amount even for limited research purposes. 


Mr. V. Zachary Cope, M.S., F.R.C.S., will deliver the 
Bradshaw Lecture before the Royal College of Surgeons 
of England (Lincoln’s Inn Fields, London, W.C-) of 
Thursday, November 10, at 5 p.m. His subject is 
“Visceral Actinomycosis and its Treatment.’’ 


Brilhh Mfdical Journal^ 1949* 2, 481 
Marker, R, E.. J. Antrr. chem. Soc . 1949, 71, 
New York Times, September 19, 1949 
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The term “ failed forceps ” is applied to the type of obstet- 
ric case in which an attempt has been made to deliver with 
forceps but without success. The causes of failure have 
been fully discussed in papers in this Journal and elsewhere 
by Phillips, Farquhar Murray, Miller, Fletcher Shaw, 
Stacey, and Claye, and are chiefly as follows. 

Contracted Pchis and Disproportion 

In one-third of Miller's 55S cases of failed forceps this 
was the cause, either alone-or combined with a posterior 
position of the occiput. The difficulty arises mostly from 
failure to recognize insuperable disproportion between the 
foetal head and the pehis, or because in cases of moderate 
disproportion the forceps is applied too soon and before, 
sufficient time has been given for the head to mould and 
to descend far enough into the pelvic cavity. Incredible 
as it may seem, in over 50% of Miller’s cases the head was 
still free above the brim on admission to hospital after 
attempts at forceps delivery outside had failed. One of 
the elementary rules regarding the application of forceps 
had thus been broken. 

The most frequent cause of disproportion is contracted 
pelvis.' Severe degrees of contracted pelvis due to rickets 
are now rare, but minor degrees of contraction, especially 
of simple flat and generally contracted pelvis, are common 
and apt to be overlooked before labour sets in if certain 
simple rules are neglected. 

(1) In a primigravida the foetal head should engage deeply 
in the pelvis in the last two weeks of pregnancy. If it does 
not do so a reason must be sought. A common cause is 
contracted pelvis, and this condition should always be 
excluded. This may be done by simple clinical methods 
— measuring the patient’s height (under 5 feet (1.5 m.) is 
always suspect), looking for rickets, and measuring the 
diagonal conjugate — but the present tendency is to use .x-ray 
pelvimetry, which alone can give accurate measurements 
of the diameters, including the true conjugate, and the inter- 
spinous diameter of the outlet. Disproportion, which is rare 
in the absence of pelvic contraction, can be assessed by 
Munro Kerr’s modification of Muller’s method, with or 
without anaesthesia. 

(2) In multigravidae the history of past labours may give 
warning of possible trouble. For example, in one ofjhs 
cases of failed forceps recorded by Fletcher Shaw the 
woman had had four previous confinements, two of which 
ended in cram’otomy and two in caesarean section. 

Unrecognized Unrotated Posterior Positions of the Occiput 

This occurs mostly in primiparae. In all the series 
referred to above it was the second most frequent cause 
of failure. It is necessary to stress once more the impor- 
tance of a thorough examination of all patients before 
applying the forceps, first by abdominal palpation and then 
per vaginam, if necessary with the whole hand in the 
vagina under deep anaesthesia. I.t is necessary to make 
sure of the following points ; (1) that the os is fully dilated ; 
(2) that the occiput is anterior ; (3) that the head has 


descended at least to the level of the ischial spines. These 
can be easily felt on each side and mark the level of the 
pelvic floor. Application of forceps to a head above the 
spines is a “ mid forceps ” application, below this a “ low 
forceps.” 

Abdominal examination will reveal much. It will show- 
how far the head has descended into the pelvis. If any 
part of the head is felt on abdominal palpation delivery is 
likely to be difficult and may even be dangerous for the 
child. Occipito-poslerior positions cannot usually be diag- 
nosed abdominally but only by introduction of the whole 
hand into the vagina under deep anaesthesia. 

There are two' wav-s of diagnosing persistent occipito- 
posterior cases. The first and most commonly used is to 
fee! the ear — its free border is directed towards the occiput. 
It should be remembered that the ear may be folded for- 
ward. and this may give rise to doubt. Another plan is to 
feel for the nape of the neck. When this is found — a ' 
smooth flat surface — the forefinger can be passed a h’ttle 
farther on to the anterior shoulder and the head and body 
rotated by the interna! hand alone in one single move- 
ment, if possible without dislodging the head out of the 
pelvic cavity. There is only one fallacy that I have 
found in this method of diagnosis : if the head is much 
moulded the forehead may be so elongated that it is mis- 
taken for the neck. This error can be avoided by keeping 
the possibility in mind and pushing the exploring hand a 
little farther on. If it is the forehead the finger will come 
to the face instead of the flat back and shoulder. It should 
be noted that slipping of the forceps is almost always due 
to its application to an unrotated occipito-posterior. If this 
happens the blades should be removed and the position 
reassessed. 

Application through an UndiJated Cervix 

In 50% of Clave’s cases this was the cause of failure. As 
every- student is taught that full dilatation is necessary- 
before application of forceps the mistake can only- arise 
through difficulty in diagnosing full dilatation. Claye has 
a useful word on this. ” If,” he says, “ the cervix is fully- 
dilated the head has come so far through it that its rim 
is no longer palpable. If the cervix is palpable it is not 
fully dilated.” To this the writer would add that “ full 
dilatation ” means full dilatation between pains. Too often 
the medical attendant e.xamining the patient (as is correct) 
during a contraction and finding the head descend and no 
rim of cervix palpable concludes' that the os is fully dilated 
and decides to apply- forceps. WTien the patient is anaes- 
thetized, however, he may- find that the os is only three- 
quarters or less dilated. By that time all preparations have 
been made for forceps, and if inexperienced the doctor 
may not have the moral courage to desist and confess his 
error. It is alw-ays wise, therefore, in assessing dilatation 
of the cervix before application of the forceps, to keep the 
examining finger in the vagina after the pain has passed off. 

Application of forceps through an imperfectly- dilated 
cerv-ix most commonly takes place in primiparae in whom 
the first stage of labour has been prolonged, and especially 
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if the membranes have ruptured prematurely. These are case when the head is on the perineum, when aDnlicatift 
always anxious cases. There may be disproportion or an of .forceps (preferably preceded by episiotomy in a mV 
occipito-postenor position, in both of which cases labour para) is always safe, there are only two real indicatioL ft 
tends to be slow and pains poor. But often neither of these forceps — maternal or foetal distress. ^ 

is present and the delay is then generally due to primary Finally, we should all of us keep in mind the word, nf 
uterine inertia. If the membranes are unruptured the long our master, Smeliie. “ Students should never think them, 
first stage does not matter much, though it tries the patience selves perfect ; for after all the instruction that can nossiblv 
of all concerned. If the membranes have ruptured pre- be conveyed there are many things in midwifery that can 
maturely, however, the life of the foetus is then endangered, only be learned by practice and observation ; and cases 
because as liquor trickles away the uterus is allowed to will sometimes arise which will puzzle and foil the best 
retract excessively and progressively diminish the area of practitioners.” 
attachment of the placenta and the foetal and maternal BinuoGRiWHv 


circulation through it. If it proceeds far enough this will 
cause foetal asphyxia and intrauterine death. These cases 
can be very anxious ones, and little can be done except to 
give a sedative, keep the bowels and bladder empty (a warm 
soap-and- water enema often stimulates strong contractions), 
and avoid fussy and repeated vaginal examinations. The 
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Smeliie, William (1774). A Collection of Cases and Obsematmu i'l 
Midwifery, vol. 3, 6th ed. London. 
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foetal heart sounds should, of course, be examined at inter- 


vals. Most of these labours end spontaneoasly or the 
patients are easily and safely delivered by low forceps ; 
but in a few cases anxiety arises because the foetal heart 
sounds indicate foetal distress before the cervix is fully 
dilated. The best course to adopt then needs both experi- 
ence and good judgment. It is often possible to complete 
the dilatation of the cervix manually and apply forceps, 
but this is always a hazardous procedure for the child, 
* especially as the dilatation is apt to be imperfect. If the 
cervix is thinned out over the head it may be divided at 
5 and 7 o’clock by scissors after applying the forceps and 
drawing the head gently downwards. But more and more 
of these cases are now being’ treated by lower-segment 
caesarean section, which is usually much safer for both 
child and mother. 

Constriction Ring 

This is one of the more infrequent causes of failure. It 
may be the only cause or it may complicate contracted 
pelvis or unrotated occipito-posterior cases. Usually the 
head descends fairly well when forceps traction is made, 
but it quickly recedes again when traction is stopped. This 
should make one suspicious, but the condition can only 
be diagnosed by removing the blades, inserting the finger, 
and feeling the ring as hard as iron around the neck. In 
such cases tlie forceps should be reapplied and one cap- 
sule (3 minims -.0.18 ml.) of amyl nitrite crushed on gauze 
under the patient’s nose so that she may inhale it. Relaxa- 
tion takes place immediately, but is temporary. The for- 
ceps should therefore be in place for delivery without 
unnecessary delay. An alternative method is to inject 
subcutaneously 7 minims (0.62 ml.) of 1 in 1,000 adrenaline. 

Finally, a certain number of failed forceps cases arise 
through application of the instrument to a hydrocephalic 
head, an undiagnosed breech, a mento-posterior or^ brow 
presentation, or when there is obstruction by a pelvic 
tumour. 

Should (lie Forceps be Applied or Not ? i 

On each blade of the forceps there should be a large 
question mark. On taking up the first blade and seeing 
the question mark the operator should ask himself, V Arc 
the conditions present that make the application of forceps 
safe — the membranes ruptured, a vertex presentation with 
the occiput anterior and the sagittal suture in the antero- 
posterior diameter, the bladder and bowels empty, the lower 
pole of the head at least at the level of the ischial spines, 
the os fully dilated ? ” On taking up the second blade he 
should ask himself, “What are the indications justiiying 
the application of forceps in this case ? ’’ Apart from the 


Preparations and Appliances 


HOSPITAL SYRINGE SERVICE 


' Mr. P. G. Merrett, theatre technician, St. Thomas’s Hospital, 
writes : In modern anaesthesia the use of 2-m1. syringes both 
for immediate and for intermittent use during operations seems 
to have increased with the introduction of curare and its anti- 


dotes. I thought, therefore, that a method of packing siringa 
ready for supply at a moment's notice would be acceptable, 
and have devised'-the following contrivance, which has met 
with the approval of most of the anaesthetists at this hospital 
The type of sterilization is by dry heat. 


As the accompany- 
i n g diagram shows, 
the requirements are 
heat-resistant syringes, 
oven - glass tubes, 
“cellophane," and a 
small rubber band to 
seal and secure the 
end of the tube when 
ready for sterilizing. 
Care of the needle- 
point is important, 
and for this purpose 
use is made of a piece 
of the brass needle- 
holding tray supplied 
by most manufac- 
t u r e r s with new 
needles. The u n - 



wanted dips are 

flattened, leaving one' for each guard, and cut out as , 
This guard is easily clipped to the needle-butt and hand-snapv^ 
so as to be deflected from the point of the needle. The taptW“ 
end is curved inwards slightly to fit the bottom of the 
and serves as a protection to the whole. This metnoo 
stood up to normal use. If required, an'absorbent ‘ 

as used for dental purposes, can be inserted alongside the '1 
This provides a swab for cleaning the area of injection, aa ■ 
be used to protect the needle if the syringe is require ^ 
intermittent injection. Most anaesthetic trolleys could carr) ■ 
small bottle of surgical spirit. 

There is no doubt the method could be adapted lor ‘ 
branches of medical, surgical, and laboratory work, and it m . 


handy in a central supply depot. 


A set of pictures for public display has been ; .j | 

“Coughs and Sneezes” by the Central Oflice of 
Local authorities may obtain these sets from the C.O.I. ' . 
2301), Block 2. Montagu Mansions, Crawford Stree'- w- 
Street, London, W.l. 
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THE BROMPTON HOSPITAL 

INSTITUTE OF DISEASES OF THE CHEST 

The opening this week of the new building of the Institute of 
Diseases of the Chest at the Brompton Hospital carries one 
vtage further a recommendation in the Report of the Inter- 
departmental Committee on Medical Schools, 1944 (the Good- 
enough Report). At that time the British Postgraduate Medical 
School proWded opportunities for study in medicine, surgery. . 
•'fastelrics, gynaecology, and pathology, but made no use of the 
unrisalled facilities asailable in the special hospitals in London 
for the study of particular branches of medicine and surgery. 
The report recommended the reorganization of the British Post- 
graduate Medical School as a Federation, with clinical institutes 
not only in general medicine and surgery at Hammersmith but 
also in association-with 4he-principal special hospitals. Accord- 
ingly the British Postgraduate Medical Federation was estab- 
lished, and institutes at the special hospitals are now in various 
'tages of development. 

At the'Brompton Hospital postgraduate instruction has been 
given for many years, and until 1939 some undergraduate teach- 
ing also. The Medical School of the Brompton Hospital was 
included in the list of institutes having recognized teachers of 
ihe University of London,- the teaching taking the form of 
^hort intensive courses, including informal attendance in wards 
•ind out-patient departments of the hospital. 

Following publication of the Goodenough Report, efforts 
were made to improve the academic status of the School in 
order to conform to the suggested scheme for postgraduate 
education. Early in 1946 a programme of postgraduate teach- 
ing was begun which has been continued since then with very 
little modification. During university terms courses of study 
consist of clinical work in the wards and out-patient depart- 
ments ; radiological, pathological, and clinical demonstrations 
and discussions ; and lectures. A less formal type of 
instruction is continued during the summer vacation. The 
Medical School of the Brompton Hospital was always finan- 
cially independent of the Hospital. In May. 1947. its name was 
changed to “The Institute of Diseases of the ChesL” Since 
1946 the British Postgraduate Medical Federation has given it 
financial support. The teaching activities at the Postgraduate 
Association of the London Chest Hospital, begun in 1924, now 
come under the umbrella of the Institute. 

The new building now formally opened consists of a single- 
story building adjoining the west side of the main block at the 
Brompton Hospital. Accommodation includes laboratories, a 
library, a museum, a lecture theatre, a photographic department, 
a common room for students, a refectory, and administrative 
offices. Begun in May, 1948, the building was completed in the 
summer of 1949. 


The Institute provides postgraduate instruction 
and facilities for research in diseases of the chest. 
As to the former function, the most importar.i 
aspect is the training of physicians and surgeons 
wishing to specialize in diseases of the chest. After 
courses of study lasting for one or more terms it i' 
intended that a proportion of the students shall 
obtain graded hospital appointments, the number 
of which has increased during the past few years 
to meet the needs of the Institute. The research 
facilities of the Institute will, it is hoped, play an 
important part in training the spedalists of the 
future. WTien circumstances permit, advanced revi- 
sion courses for established specialists will be con- 
ducted. The Institute will also provide, when pos- 
sible, instruction as part of the training of general 
physicians. No undergraduate teaching is now 
given. 

About thirty-five to forty postgraduate students 
attend each term, of whom 12 are working whole-time. They 
spend one day a week at the London Chest Hospital and the 
rest of their time on clinical work in the wards and at clinical 
demonstrations. Preference is given to those who are specializing 
in diseases of the chest ; the remainder are part-time student' 
studying for the M.R.C.P. and other examinations. The Insti- 
tute will try to meet the enormous demand for training in 
thoracic surgery. At present only temporary arrangements have 
been made, but it is hoped eventually to appoint a surgical sub- 
dean who will co-ordinate and expand tuition in thoracic 
surgery. 

Almost half the accommodation of the Institute is devotee 
to research laboratories, including a laboratory of respiratory 
physiology. Pathology is not included ; though the museum 
and its preparation room are housed in the Institute the patho- 
logical laboratories remain in the hospital. 

The Dean is Dr. J. G. Scadding, and Drs. Kenneth Donald. 
J. W. Crofton. and J. R. Bignall hold appointments on the staff 
of the Institute. The staff of the Brompton and London Chest 
Hospitals take part in the teaching at the Institute. 

Now that the new building is completed and equipped, it 
awaits only approval and inspection by the University of 
London before it acquires the full academic status of an insti- 
tute of the British Postgraduate Medical Federation and take' 
its place as the principal training centre in this country for the 
chest specialists of the future. 

Respiratory Physiology Laboratory 
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THE CARE OF OLD PEOPLE 

ADDRESS BY SIR WILLIAM DOUGLAS 

Representatives of nearly three hundred voluntary organizations 
and of nearly as many local authorities assembled at Friends 
House, London, for the fourth annual conference of the National 
Old People’s Welfare Committee, which works in association 
with the National Council of Social Service. One subject for 
discussion, under the chairmanship of Sir Ernest Rock Carling, 
was the employment of old people, and an open forum was 
held on matters affecting old people’s welfare. 

At the opening session Sir William Douglas, Secretary of the 
Ministry of Health, addressed the conference on what has been • 
planned and achieved by local authorities and voluntary bodies 
since the passing of the National Assistance Act, 1947. After 
mentioning that in that year the total number of people of 
pensionable age was 13.7% of the population. Sir William 
Douglas discussed methods of encouraging old people to con- 
tinue to live an independent life for as long as they could, 
and the importance of ensuring that old people who could 
not look after themselves would be cared for with kindness and 
understanding. 

The withdrawal of old people from normal community living, 
he said, should 'be postponed for as long as possible, and 
geriatric treatment had helped towards this desirable end. For 
the most part the 95% of old people living by themselves or 
with their families did not want to be thought of as segregated 
from the community, but if they were to continue to lead an 
independent life some consideration must be given to their 
special needs — especially in the matter of housing. Too many 
old people were living at the top of high buildings ; others in 
large houses where they had formerly brought up families. 
Some local authorities had provided bungalows and flats 
specially designed for the aged, but much remained to be • 
done in that respect. The Ministry of Health was encouraging 
local authorities to include in their programmes houses of vary- 
ing size. The Housing Act, 1949, enabled Exchequer assistance 
to be given to housing authorities for the provision of hostels 
for those who no longer required or desired a separate home of 
their own. He feared that a long time 'must elapse before 
an adequate number of old people’s dwellings could be 
built. 

To ensure that old people got adequate rheals various provi- 
sions were made, notably the “ Meals on Wheels ” service. The 
Women’s Voluntary Service were serving 50% more meals from 
their centres than was the case a year ago. Civic restaurants 
would arrange for meals to be taken round their districts. The 
Ministry of Health would grant sanctions for loans to enable 
local authorities to buy vehicles and equipment for this service. 
The movement to establish old people’s clubs had been greatly 
facilitated by grants under Section 31 of the National Assistance 
Act. Up to last July there were 1,800 such clubs. 

There had also been a large extension of the home help 
service, offering unlimited scope for voluntarj' effort in helping 
old people. Many of them, too frail to leave their homes, 
appreciated help with shopping and certain household work, or 
just a friendly visit, with any desired advice on their personal 
difficulties. For old people who could no longer live a wholly 
independent life some residential homes had been established, at 
which the weekly minimum charge was 21s. Subsidies were 
available for the building or acquisition of houses suitable for 
this purpose. 

As for the bedridden. Sir William Douglas said that he looked 
forward to the day when no old person would be condemned 
to bed in the casual manner which had obtained in the past. 
Each such case should be carefully examined and considered 
from the point of view of the possible restoration of function. 
Some, of course, must always remain in the care of the ho.spital 
service, requiring constant care and supervision. It was very 
important to give them a sense of security ; they should not be 
removed from one establishment to another except on strong 
medical grounds. It was difficult to escape the conclusion that 
some special accommodation for the aged infirm would have 
to be provided. 


Reports of Societies 


FATS IN NUTRITION 

A conference of the Nutrition Society on " Triglyceride Fats 
in Human Nutrition ” was held in the medical school of 
Birmingham University on October 15, with Sir Lcoxum 
Parsons, F.R.S., presiding. 

Professor T. P. Hilditch spoke on the chemical conslitulion 
of natural fats, which were ail complicated assortments o[ 
mixed triglycerides. In the formation of individual glyceride 
molecules a principle of even distribution of fatty acids between 
the glycerol molecules usually held good ; no fat molecule con- 
tained two radicles of any particular acid unless all the other 
molecules contained at least one radicle of that acid. The 
compositions of certain animal fats, however, did not appear 
to obey this ruler Thus beef and mutton ■ fats contained 
glycerides with more than one radicle of stearic acid in greater 
amounts than might be anticipated. Human depot fat con- 
tained 24% of palmitic acid, 8% of stearic acid, and 3% c! 
myristic acid as its saturated components, with 47% of oleic 
acid, 5% of palmitoleic, 10% of acids of the linoleic type, and 
3% of C,„_„ acids as its unsaturaled components. Liver 
glycerides differed in composition both from the storage fair 
of the same animal and from the corresponding liver phospha- 
tides. In some animals the milk fat closely resembled the 
depot fat, but in others it differed in containing large amotmb 
of short-chain acids. Human milk fat was unique in containine 
lauric acid and a little capric acid, but no acids of lowci 
molecular weight. 

The ability of animals to synthesize fats from carbohydrates 
had long been recognized. Recently the synthesis of palmitic, 
stearic, palmitoleic, and oleic acids had been proved, but it 
remained doubtful whether other acids could ,also be pro- 
duced. Dietary fat might be absorbed by the animal, pro- 
vided that it melted, or at least softened, at body tempetatme. 
but- it was uncertain whether an animal could utilize fatty 
acids which did not usually occur in its body evert if they 
v\>ere ingested as glycerides of low enough melting point. The 
inclusion of vegetable fats in the diet might alter the composi- 
tion of the animal’s depot fat, but acids of low molecular 
weight were not stored. Vegetable fats varied greatly in com- 
position, some being almost saturated and others liicmy 
unsaturated. Marine oils were usually characterized by lot 
presence of large amounts of unsaturated C,,.,, aeWs- 1^ 
artificially hardened fats, as used for the manuf.-icltirc ci 
margarine, only small amounts of doubly unsaturaled aciJ' 
were present, since the hydrogenation process first rcducw 
all the acids to single unsaturated linkages before compleid) 
saturating the acids first attacked. 

Dr. P. Kraut said that the production of artificial fats horn 
acids formed by the catalytic oxidation of petroleum had Nf' 
studied in Germany at various times since the first world war 
The crude acids so produced differed from those of n.iluu 
fats in containing equal numbers of odd, and even car o. 
chains, in the absence of unsaturaled components, and m - 
presence of dibasic acids, branched chain acids, alco o 
aldehydes, and various other contaminants. Dibasic ri' 
not appear to be injurious, but the removal of the 
impurities was a tedious procedure. Although 
purifications it had been possible to produce tasteless fat p ^ 
appeared to be innocuous when given in small _qu.antiw^^ 
experimental animals and man, the high cost involve 
only justifiable in time of war. In any case the ^ 

of artificial fats in human nutrition could not be recom 
without further extensive feeding trials. 

Study of Fat Absorption 

Dr. J. M. French outlined methods for the 
qualitative investigation of fat absorption. To find the 
of fat absorbed from the intestines the faecal ( 

must be balanced against the dietary intake over ® ^ ^ 

at least three to five days. For estimating 
absorption a standard diet containing 50 g- of fat . 
usually given, but sometimes 100 g. or more was i 
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Useful information could often be obtained by changing the 
quality of the dietary fat, particularly by increasing its content 
either of saturated short-chain acids or of unsaturated fatty 
acids. To elucidate the nature of defects in fat absorption it 
was often instructive to compare the qualities of the dietary 
and faecal fats, and for this purpose estimations of molecular 
weight and iodine value were useful. 

In order to understand changes in the mechanism of fat 
absorption the intraluminar. cellular, and distributive phases 
must be considered. During the intraluminar phase fat was 
prepared for absorpU'on partly by hydrolysis and partly by 
fine emulsification. In the cellular phase it passed through 
the intestinal cell, probably undergoing further modifications 
involving phospholipoid formation. In the distributive phase 
It left the intestinal cell and was either carried by way of the 
lymphatic vessels, the thoracic duct, and the systemic blood 
stream into the fat depots, or alternatively by way of the 
portal blood stream into the liver. The choice between these 
tuo routes depended on the degree of hydrolysis. Short-chain 
.icids, which were readily detached from their glycerides, were 
mainly absorbed in a non-paiiieulate, molecularly dispersed 
form in aqueous solution by the portal route ; long-chain 
iriglycerides, which formed a large part of the normal diet, 
were absorbed in particulate, emulsified form by the lymphatic 
route. 

To find whether ingested fat underwent normal intraluminar 
changes specimens of the intestinal contents of patients could 
be withdrawn by means of a Miller-Abbot tube ; the degree 
of dispersion and stability of the fat particles- could then be 
examined, and estimations made of amylase, lipase, trypsin, 
lysozyme, and phosphatase. Tests of the efficiency of particu- 
late absorption could be made by giving a long-chain trigly- 
ceride as a test meal, and by examining the resulting systemic 
lipaemia three hours later by means of the chylomicrograph 
or by microchemical estimations of fatty acids. When it was 
suspected that defective particulate absorption was accom- 
panied by an increased absorption of fatty acids by the portal 
route, decreased gastric acidity and motility should be looked 
for, and also the possibility of excessive mucus formation in 
the small intesfine should be investigated. In checking the 
normal functioning of the intestinal cells their power to absorb 
substances other than fat might be tested ; the rate of dis- 
appearance of glucose when introduced in small amounts into 
the intestine often provided useful information. Excessive 
carbohydrate fermentation could be detected by estimating the 
increased amounts of volatile acids present in the intestines. 

Dr. H. G. Sammons then described an ingenious apparatus 
by which it was possible to estimate the amount of fat present 
in a few drops of blood. 

Types of Defective Fat Absorption 

Professor A. C. Frazer, whose article on " Fat hfetabolism 
and the Sprue Syndrome ” appeared in the Journal of October 
8 (p. 769), discussed normal and abnormal fat absorption in 
the human subject and its nutritional significance. He said 
that normal subjects absorbed 95% or more of their dietary 
fat, but two types of defective absorption could be recognized. 
First, a deficiency of bile or pancreatic secretion might cause 
only 10-20% of the ingested fat to be absorbed. The faecal 
fatty acids were then found to resemble those of the dietary 
fat in composition, there was no evidence of abnormal gastric 
secretion or motility, and if the fat content of the diet was 
raised there was no corresponding increase in the absolute 
amount of fat absorbed. Secondly, patients who appeared to 
have a normal biliary and pancreatic secretion were often 
found to be able to absorb only S(}-70% of their dietary fat. 
The faecal acids were particularly rich in long-chain com- 
ponents, gastric secretion and motility were abnormally low, 
and an increase in the dietary fat was usually accompanied 
by a rise in the absolute amount absorbed. In this second 
tiT® of defect, in which reduced particulate absorption was 
presumably associated with normal non-particulate absorption, 
the failure of acid formation in the stomach made the pH of 
the small intestines much less subject to sudden changes. In 
these circumstances bacteria were able to thrive at abnormally 
high intestinal levels, which allowed them to hydrolyse fats. 


ferment carbohydrates, and utilize nutrients such as nicotinic 
acid, riboflavin, and folic acid in competition with the normal 
metabolic processes of their host. The whole pattern of 
intraluminar activity might thus be changed, and minor diges- 
tive delays or embarrassments might become of major import- 
ance in precipitating secondary' nutritional deficiencies. 

Intravenous Alimentation 

Dr. J. J. Elkes described attempts to prepare fat emulsion.^ 
suitable for use in intravenous alimentation. Besides being 
physically and chemically stable such emulsions should be 
compatible svith protein and glucose for simultaneous adminis- 
tration, and should not cause pyrogenic or local reactions 
Physicochemical e.xperiments indicated that to promote stability 
the fat particles and the protein of the emulsifying medium 
should have similar electrical charges. Promising preparations 
had been obtained with olive oil emulsified with either diluted 
blood plasma protein or a combination of dextran and soya 
bean phosphatides. 


INTRACRzVNIAL SUPPURATION 

In his presidential address to the Section of Neurology of the 
Royal Society of Medicine on October 6 Mr. Julun Taylor 
chose for his subject “ Intracranial Suppuration.” He remarked 
that almost since the advent of antiseptic surgery it had been 
known that certain varieties of intracranial abscess were amen- 
able to treatment by drainage. Nevertheless, when in 1941 he 
took pan in a discussion on this subject he had to speak of the 
treatment of abscess of the brain with some pessimism. Since 
then, thanks to penicillin, the outlook had changed consider- 
ably. It svas often held that brain tissue had poor powers of 
resistance in relation to bacterial invasion, but it was doubtful 
whether that was true. A large proportion of cases of cerebral 
abscess had been successfully treated by some form of drainage, 
and it was possible that in many cases this treatment, although 
successful, was unnecessary, and that the minor procedure of 
aspiration might have been effective. Of the procedures for 
dealing with abscess of the brain the least destructive was 
aspiration of pus and the most destructive was excision, but 
the only possible deduction from the various results was that 
the brain itself must inherently have certain powers of resistance 
to suppurative infection. 

In acute suppurative meningo-encephalitis, Mr. Taylor con- 
tinued, the policy of awaiting localization and the formation of 
an anatomically thick and therefore palpable wall had many 
adherents, though it might well be that localization would not 
be sufficiently complete or rapid and the patient might succumb 
The discovery of penicillin had solved the problem of treatment 
when the causative organism was penicillin-sensitive, but it was 
important to ensure that the drug was so administered as to 
reach every infected tissue. 

Mr, Julian Taylor then passed in review a number of cases 
of subacute and chronic abscess of the brain svhich he had 
treated. Before the war in his experience suppurative meningo- 
encephalitis had been almost invariably fatal. In 1948 a boy 
of 13 w-as brought into his hospital with this condition, and 
after some vicissitudes made a complete recovery, save for a 
residual epileptic tendency. No surgeon, he said, could have 
helped that boy' without-penicillin. He bad many times e.xcised 
brain abscesses in the past, but with penicillin available he 
thought this would seldom be necessary. There was now a 
wave of opinion in favour of excision almost as a routine, but. 
though he would not say that a cerebral abscess should never 
be excised, he thought that other methods w-ould avail in 
most cases. The management of many of these conditions, 
which was previously a formidable procedure, had become 
almost simplicity itself. The neurological surgeon should offer 
humble thanks for the discovery of penicillin. 

Sir CtLARLEs Symonds, in proposing a vote of thanks, said 
that it was tempting to imagine that the shades of great men 
of the past might be listening. He thought panicularly of 
WTlliam Macewen, who 50 years ago announced to his sceptical 
colleagues that an uncomplicated cerebral abscess, diagnosed 
early, accurately localized, and operated upon, was one of the 
most satisfactory of all intracranial lesions. 
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Migraine 

Sir, — M ay I suggest that Dr. G. S. Graveson’s interesting 
article on retinal arterial occlusion in migraine (October 15, 
p. 838) may lead to unnecessary anxiety in people who suffer 
from attacks of migraine ? In the first place it suggests that 
migraine is a disease, and that retinal arterial occlusion is a not 
very infrequent feature of it. I would strongly emphasize that 
migraine is not a disease but a symptomatic syndrome, as 1 have 
described it for many years in jny Diseases of the Eye. Further, 
the statement that “ there are numerous records of patients 
who have been left with a permanent homonymous visual-field 
defect after a migrainous attack ” is liable to misinterpretation 
when one takes into account the very targe number of people 
who suffer or have suffered from migraine. In fact one has to 
search the literature to find records of such cases. 

The complete typical migrainous syndrome is so charactei- 
istic that it is unmistakable ; but in mild attacks and in adults 
only parts may occur. In them, speaking from personal experi- 
ence, the scintillating scotomata are most frequent ; but 
headaches without scotomata can he recognized by intelligent 
sufferers as probably migrainous. It is very doubtful whether 
headache in the absence of scotoma or without any history of 
scotomata should be regarded as “ migraine.” On this criterion 
Dr. Gravesort’s Case 3 was not a case of migraine. • 

With regard to the vascular theory of migraine, Wolff and his 
colleagues advanced new confirmatory facts, but surely it has 
been the accepted theory for many years. The frequent 
association of other sensory phenomena in bad attacks — tingling 
and numbness of fingers and tongue, partial aphasia, etc. — 
shows that the vascular disturbance is not necessarily limited to 
the occipital cortex. It would not therefore be surprising to 
find similar arteriomotor changes elsewhere — e.g., in the retinal 
arteries— though of course the scotomata could not be attributed' 
to them. I remember that many years ago the late Mr. Leslie 
Paton told me that he had watched the retinal vessels of a 
surgical colleague during an attack of migraine, but was unable 
to be certain that there were changes in calibre. Considering 
the differences of magnification due to optical conditions— 
refraction of the eye, distance of the ophthalmoscope from the 
eye, etc. — it would be almost impossible to be certain of any but 
gross changes. 

On the other hand, it is certain that extreme and localized 
spasm of retinal arteries can occur and that they may precede 
■ “ embolism " (which is usually thrombosis). 1 remember one 
such case under -Sir William Lister at Moorfields which showed 
characteristic signs of “ embolism ” of a branch of a retinal 
artery ; these disappeared during the course of the morning's 

observations. _ .... 

Migraine is a very common complaint, and_ it implies the 
presence of a minor form of vasomotor instability. It is there- 
fore not surprising that cases of retinal arterial occlusion and 
of permanent homonymous hemianopia should occur in migrain- 
ous subjects, but there is no doubt that relatively to the inci- 
dence of migraine they are rare. They naturally attract special 
attention owing to the characteristic visual disturbances of 
migraine Would a physician pay much attention to a history 
of migr^i«fM'’''?r.?n ?-I am. etc.. 

J. Herbert Parsons. 
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to of .x-ray epilation in the 
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e an the article published 
-hich we introduced 
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preliminary j.-ray epilation. We also stressed the sijnificar.a 
of mechanical epilation in the ointment technique. In ihj 
paper we concluded that preliminary x-ray epilation, even Mhci 
followed by simple ointment, still affords the quifckest prospsc 
of cure. We hoped we had made it clear that we regarded ifi 
,v-ray technique as the 100% standard of cure and that wit 
various fungicides and penetrating bases we have not exceeds 
a 75% rate of cure ; the duration of treatment also is long! 
than that when x-ray epilation is used. 

Our researches on the problem were begun during a spate < 
ringworm infections when some patients were wailing sever 
months for their x-ray epilation. We had ample evidence i 
the ineffectiveness of the old and new fungicides in simp 
bases, but it was hoped that with the new emulsifying ai 
penetrating agents better results could be obtained, and wo 
on similar lines in the U.S.A. encouraged that hope. Our fii 
results were disappointing, but with the elaboration of tl 
technique described about three-quarters of the unselccii 
patients were cured of their infection in two to thr 
months. 

Although the numbers of the successfully treated patier 
were small the results were sufficiently encouraging in vi( 
of our previous experience to justify their publication, and i 
hoped to stimulate further work on similar lines and in i 
meantime to offer an alternative method of treatment whi 
could be employed with a fair measure of success when a-i 
epilation was not available. Naturally the increased pcnctrafu 
of the fungicides, by virtue of the penetrating bases, card 
more risk of skin irritation, and, contrary to the critici: 
expressed by Drs. Beare and McCaw/the reactions \yi 
reported. Also the duration of the disease was not giy 
because a parent’s fortuitous recognition of an obvious Icsi 
is indefinitely related to the onset of infection. Apart from I 
spontaneous cure of Microsporon infection of the, scalp wh 
is usual at puberty we have seen no instances of spontanec 
cure in our clinics nor any cures in patients using Wbitfiel 
ointment for three to six months while waiting for cpiiatv 
Drs. Barlow, Chattaway, and Whewell (October 15, p. 8 
drew attention to several important factors requiring f«cth« 
investigation. While our results with phenylmercuric nittatt 
and salicylanilide suggested that there was nothing to choose 
between these two fungicides, it is probable that others wtta 
smaller molecules would more readily penetrate the hairs, 
and we have found that a dilute ammoniacal solution of copr«i 
sulphate with Crill No. 6 as a wetting agent gives comparaDl! 
results. Although x-ray epilation alone has undoubtedly cure 
many cases of scalp ringworm in children, cure canriot be so 
certain as when followed. by the daily use of fungicidal oioj 
ments, which also diminishes the risk of spreading infection. 

- R. T. Brain 

H. Haber. 

London. W.l. 

Modem Trends in Radiology 

— It is proper that from time to time we should 
consider the efficacy of accepted procedures and preva . 
tendencies in current practice, and therefore D'"- 
Braiisford’s address in Philadelphia (Oclober 1. P- ■ . 
he says in his opening sentence, a stimulant to 
regrettable that in his critical letter (October 15, p. 870) • 

Kerley, an official adviser to the Ministry of Health , 
radiography, should conclude his declamation with the r 
“ It is unfortunate that such nonsense should be given p- 
a scientific journal." a, 

Dr. Kerley’s standpoint is not unassailable. 
least a minority who are thoughtfully concerned ^ 

the use made in thi.s country of the miniature rad g 
instrument. The technique which developed ““ring 
for examining Service men and women is not ncce > ^ 

best for tackling the problem of tuberculosis ‘ t,. 

population. Hoff.staedf' pleaded that M.M.R- Uhl's 
used “at health centres, and should cases, 

on workers in hazardous industries, on contacts of R yjpyc;;!,' 
and on suspicious cases with symptoms— i.e.. 
rather than the unsuspected section of the popuiaw 
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negroes. Failure of oestrogen inactivation would account for 
the finding of carcinogens in both cancerous and non-cancerous 
Bantu livers.” 

Dr. Davies has unhappily been misinformed. Des Ligneris’ 
reported that in painting experiments tumours were produced 
on the skin of mice by extracts of Bantu livers but not by 
extracts of European livers, whether cancerous or non- 
cancerous. Steiner” found that extracts of livers, both from , 
cancerous and non-cancerous negroes and whites in the U.S.A., 
were carcinogenic for mice. His figures are not very convincing 
for American negro livers, but he believes that the discrepancy 
was due to factors other than the potency of the extracts. In 
some recent papers’ ‘ the present writer has shown that a - 
considerable degree of carcinogenic activity can be detected in 
the sterol fraction obtained from liver, lung, kidney, and muscle 
of cancerous and non-cancerous Europeans, and from a variety 
of other biological sources — ^for example, from cow’s milk and 
from the spinal cord and brain of cattle (i.e., commercial 
cholesterol). 

However, these facts do not lessen the interest of the other 
evidence that Dr. Davies has collected in favour of the view 
which has been put forward by earlier investigators, that mal- 
nutrition may cause an aberration of liver function which 
increases the incidence of some forms of cancer.— I am, etc., 

London. S.W.3. ' 1. HlEGEK. 

References 

r Amer, J. Cancer, 1940, 39, 489. 
s Cancer Res., 1943, 3, 385. 
a Ibid., 1946. 6, 6S7. 

« Bril. J. Cancer, 1949 ,3 ,123. 

The Osier Family 

Sir, — I n view of the fact that this is the centenary year of 
the birth of Sir William Osier it seems opportune to conect 
an error which often recurs in medical biographies, that Sir 
William Osier and Sir Jonathan Hutchinson had common 
collaterals in Lincolnshire. As Dr. W. W. Francis, librarian 
of the Osier Library, McGill University, Montreal, pointed out 
in the Osier commemoration number of the Brimh Medical 
Journal (July 9, p. 45), the connexion, if any. between the two 
families is between a Lincolnshire Hutchinson family and that 


of Lady Osier. 



Hutchinson-Revere 

(Osier) Pedigree 

John Hutchinson’ 

m. 

Anne 

Mayor of Lincoln 1556, 1564 ; 

1 

b. ?, d. Lincoln 1586 

b. Lincoln 1515, d. Lincoln 

1 


1564. 

1 


Edward 

in. 

Susannah 

Mercer of Alford ; b. Lincoln 

1 

b. England, d. Wells, Maine, 

1564, d. Alford 1631. 

1 

U.S.A., 1644. 

William 

m. 

Ann Marbury” 

b. Alford 1586, d. Newport, 

j 

b. Lines. 1591, d. Connecti- 

R.I., 1642. 

1 

cut 1643. 


w. 

Katherine Nainby 

b. Alford 1613, d. Marboro. 

1 

daughter of Councillor 

Mass., U.S.A., 1656. 

1 

Nainby, Ipswich. 

Elisha 

m. 

Elizabeth (Clark) 

b. 1640, d. 1717. 

1 

widow of John Freak; b. 


1 

Dorchester 1642, d. Boston, 


1 

U.S.A., 1713. 

Edward 

m. 

Lydia Foster 

b. Boston. U.S.A., 1678, d. 

1 

b. Boston, U.S.A., 1686, d. 

Boston 1752. 

1 

Boston 1748. 

Elizabeth 

ms 

Rev. Nathaniel Robbins 

b. Boston, U.S.A., 1731, d. 

j 

b. Cambridge 1726, d. Milton 

Milton, U.S.A., 1798. 

1 

1795. 

Edward Hutchinson Robbins 

m. 

Eliza Murray 

b. Milton 1758, d. Boston, 

1 

b. Wilmington 1756, d. Cam- 

U.SA., 1829. 

1 

bridge, U.S.A., 1837. 

Mary 

rn. 

Joseph Warren Revere” 

b. Milton 1794, d. Boston 

1 

b. Boston 1777, d. Canton 

1879. 

j 

1868. 

Grace Revere 

m. 

Sir William Osier 

b. Boston 1854, d. Oxford 

1 

b. Canada 1849, d. Oxford 

1928. 

1 

1919. 


4 Hill. J. W. F.. “ Thrfff Lisis of Mayors of Lincoln." Ass. arch. Soc. Rep., 
P 30. ^ also Maddison. A R., Ltncnlnshlre Preiicreet, 

* This is Anne (Marhuryi Hutchinson, the Preacher (Diet Nat. Bloc >, massacred 
at Hell Gate. N Y.. hy Indians in 1643 with all. except the eldest (Edward), of 
her 19 children 

• Grandson of Paul Revere, the American patriot. 


For the benefit of future students of medical biography fr. 
above pedigree will illustrate the connexion. Any rehtionsff 
between this Hutchinson family and that of Sir lonaih- 
Hutchinson, which originated in South Lincolnshire, aroiir; 
Gedney, has not been traced. — I am, etc., 

Burnley. Lancs. A. E, \VaU> 

Myxoedematous Madness 

Sir, — D r. R. Asher’s letter (October 8 , p. 818) is unexcepiicr 
able save for some minor misunderstanding of my views; 1 si; 
glad, to find that he is no longer maintaining his unrestraint; 
opinions, represented, for example, by, " Myxoedema is one yi 
the most important . . . and one of the most frequently misste 
causes of organic psychoses,” and, “The fact that recordtc 
cases of myxoedema psychosis have closely resembled paranoii 
schizophrenia, melancholia, or other orthodox psychoses dot> 
suggest that the common psychoses . . . may turn out to h 
not diagnoses in themselves but manifestations of underlyitii 
organic disease.” The main object of , my original letter hi- 
now therefore been gained. 

1 regret that my letter (September 24, p. 706) has had anolhe 
and unwished-for effect ; I see from subsequent correspondeno 
that it has caused hurt. 1 did not realize that it could her 
anyone so much as it has evidently hurt Dr. Martin Roil 
(October 15, p. 871). For this I must apologize.— I am, etc.. 

Suttorii Surrey. E. B. DaVIES 

Sir, — 1 am saddened, but not surprised, that there could h 
any objection to the saner perspective into which Dr. E h 
Davies’s letter (September 24, p. 706) put the paper by Dr. R 
Asher entitled “Myxoedematous Madness” (September 10 
p. 555). Psychoses commonly occur with major or mine 
“ physical ” disorders which contribute to the stresses disinlt 
grating the personality, so that every attention to physical 
health is rationally part of their treatment. 

To suggest, however, that there is an entity “ myxoedemalou' 
madness ” as distinct from, say, rheumatic madness, acuit 
haemorrhagic madness, or pulmonary tuberculous madness, c 
that it has a more specific response to appropriate treatmtni 
requires more evidence than that supplied by Dr. Asher. H; 
presents 14 cases of psychosis. In'at least six the mental stan 
was that of clouded consciousness, which is very common! 
associated with befuddled and perplexed behaviour, as, h 
exaniple, in high fever or uraemia. Significantly, two of tho: 
were moribund (Nos. 4 and 13), and, of the others, twct 
(Nos. 5, 6 , and 10) responded immediately to thyroid ns 'nt' 
regained consciousness, while Case 9 responded more slonjl 
as there was an intervening head injury and the dose of thyroi 
was too small at first to control the myxoedema.^ 

This leaves eight cases with a psychosis amounting 
thing more than sensorial clouding, and of these three faileu ‘ 
respond to thyroid. This hardly permits the assertion 3 
myxoedema is “ one of the most important ” causes of 
psychosis. Indeed no other conclusion is legitimate than | 
like many other generally debilitating illnesses (tuberculow 
cancer, influenza, severe anaemia, and high fever), it may P 
duce clouding of consciousness or contribute decisively 
stresses leading to disintegration of the personality 
or may not be reversible if physical health is restored, 
etc 

” H Boursi 

Virginia Water, Surrey. 

Treatment of Early Syphilis 

Sir, — I n order to avoid misconception, it would 
several of the points raised in the annotation regar mp 
treatment of early syphilis (September 24, P- , ^ L 
clarification. It must be stressed that our results “ .gp, 
described as “ appreciably worse,” as they are i .5 (}■/ 

parable with those of McEIligott, Jefferiss, and . fi- 

latter reported figures uncorrected by any actuarial ms 
default, etc. Unfortunately it is impossible for me 
the reference, being overseas, but if memory serves .j., 
the same applies to the other paper quoted in the anno 
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Secondly, it is pointed out that the cumulative relapse rates, 
as distinct from the treatment-failure rates (scro-reslstance). 
reported by us were the actual calculated cumulative rates of 
relapse obtained from the crude figures shown by means of 
an actuarial formula. They were only affected by a “ laudable 
desire to take no chances with patients whose follow-up is likely 
to be jeopardized by an early return to civil life " in so far as 
possible reinfections were regarded as being relapses. 

The behaviour of the serum reactions in early syphilis and 
heir significance are fully appreciated. However, at the time 
■vhen the form of treatment discussed in our paper was first 
vommenced (1946) it had been decided to re-treat all sero- 
positive cases in which the reaction had not become negative 
It the end of four months as an added safeguard. Further, this 
can hardly be any more deemed to show “ too blind a faith in 
olood tests ” than would have been a hopeful reliance in a 
railing titre. — I am, etc., 

ttniish Military Hoscilat. Hamburg, f- W. EaMES. 

Rettsence 

> Bril. J. rncr. DU., t94S, 24, 45, 

The Acute Throat 

Sir. — 1 read Dr. T. Anderson's paper on the acute throat 
October 15, p. 860) with interest and enjoyment, and I am 
-ure that many practitioners besides myself will be thankful 
•or such a clear summary of the diagnostic problems involved. 
SSTien, however, the subject of treatment is considered, one 
cannot help feeling that Dr. Anderson is approaching the sub- 
lect from the standpoint of the feCer hospital and not that of 
general practice. 

Streptococcal tonsillitis is one of the commonest ailments in 
general practice, and for its treatment we are given the alterna- 
tives of parenteral penicillin or therapeutic nihilism concealed 
by a screen of household remedies. I am entirely in agreement 
with Dr. Anderson that penicillin lozenges are useless; but 
four-hourly injections of penicillin are seldom feasible in general 
practice, and it would not be possible in present-day circum- 
stances to obtain a hospital bed for every case of streptococcal 
tonsillitis of moderate severity. Why, then, are the sulphon- 
imides mentioned only to be condemned 1 Dr. Anderson con- 
demns them on two grounds — their supposed incfficacy and 
iheir possible toxic effects. 

In common with the vast majority of general practitioners I 
have treated streptococcal tonsillitis with sulphonamides with 
complete satisfaction to myself and my patients. If, as so 
frequently happens, one sees a patient with an acutely inflamed 
,ore throat and a high temperature (due to /3-haemolytic strepto- 
cocci), and finds that after 48 hours' treatment with sulphon- 
jmides the temperature is normal and the local condition 
•csolving, it is surely not unreasonable to suppose that the 
use of sulphonamides has had something to do with the 
result. ■' 

I am not in a position to quote my “ controls.” but those 
who are old enough to remember the. pre-sulphonamide era 
cannot be uninfluenced by the memory of the more protracted 
course of tonsillitis in those days and the higher incidence of 
complications (such as quinsy). Statistics can no doubt be 
made to prove anything, and fortunately 1 have none with 
which to bemuse the minds of your readers. Nevertheless I 
feel sure that my fellow practitioners will bear me out when 
1 say that the efficacy of sulphonamides in streptococcal tonsil- 
litis is entirely comparable to that in acute pneumococcal 
pneumonia, a condition in which, so far as I know, nobody 
doubts their efficacy. One might go even further and say that 
,f a case of acute streptococcal tonsillitis does not rapidly 
respond to sulphonamides one should suspect some complica- 
tion or a mistaken diagnosis. Recently 1 had such a case which 
did not respond, and further investigation showed that it was 
in fact a case of glandular fever. 

Coming to the other objection to sulphonamides — i.e., their 
toxicity — one must acknowledge that there are occasional cases 
where the use of sulphonamides does harm ; but if one of the 
more recent sulphonamides is chosen and adequate precautions 
ire taken with regard to dosage and fluid intake this risk is 


surely negligible. I write this letter in the hope that younger 
practitioners will not be deterred by Dr. Anderson's scepticism 
from treating their cases of streptococcal tonsillitis with such 
a simple and efficacious remedy. — 1 am, etc., 

Oitord. A. M. RicavRDs. 

Sir. — I n his article on the acute throat (October 15, p. 860) 
Dr. T. Anderson makes the statement that the efficacy of the 
sulphonamides "has never been convincingly demonstrated,” 
1 am quite certain that thousands of practiiioners through long 
clinical experience are convinced of the efficacy of. in particu- 
lar, the more recent sulphonamides. Any doctor in practice in 
pre-sulphonamide days will recall the anxiety he felt over many 
cases of severe streptococcal tonsillitis, and will compare it 
with his peace of mind over similar cases now dealt with 
effectively by the sulphonamides. — I am, etc., 

Dscenham, Essex. J. FlKER- 

Trichostrongylus Infestation in South Persia 

Sir, — C onditions are favourable for ankylostomiasis in 
Abadan ; not the reverse as claimed by Dr. Ian S. Stewart 
(October 1, p. 737). Anaemia is probably still frequent in 
Abadan. Damp soil suitable for the hatching and larval moults 
of Ankylostoma species is common in the nvenne hinterland, 
and the inhabitanis habitually go about near their homes with 
bare feet. 

Sirongylits sublilis Looss 1895 was found in 17 persons in 
Abadan in 1934 (Ann. Med. Rep. A.I.OC., 1934. p. 61) and 
in 16 persons in 1933 (Ann. Med. Rep. A 1.0 C.. 1933. p. 67). 
Strongylus sublilis is a synonym for Tnchostrongylus colubri- 
formis Giles 1892 and for Trichostrnng\Uis orientalis Jimbo 
1914. According to Faust (Buman Betminilinlngy. 1929, 
Philadelphia, p. 390) Triclioiirongytus nrienialii is easily cleared 
from the human system by doses of carbon tetrachloride, as 
for ankylostomiasis. Human infestation by 1 richostrongyltts 
is due to raw consumption of plant stems and leaves contami- 
nated with the faeces of infected animats. 

Dr. Stewart states that 70°k of the inhabitants (of South 
Persia) carry the "harmless" sheep parasiie Tnchostrongylus, 
25% carry the common A scans, and that other helminthic 
parasites are rare. This statement is not correct In the /Innua/ 
Medical Report for 1933 of the Anglo-Iranian Oil Company 
(pp. 41-3) 1 described II varieties of helminthic parasite, all of 
which yvere common among the indigenous human population. 

The modem Abadan may be better than the ' old town.” 
There was much room for improvement ; but Abadan, old or 
nesv, is not representative of the rest of South Persia: one may 
fervently hope it never will be. It is possible that conditions 
in Abadan have changed, so that the life cycle of Tneho- 
strongylus is much facilitated while that of Ankstosroma is 
correspondingly depressed by increasing urbanization together 
with bad sanitation. However widely the 'town” sprawls, 
animal, vegetable, and human life in the secluded and shady 
fringes of the Shatt-el-Arab continue under conditions that 
have changed hardly at all since Alexander's admiral brought 
part of his India expedition by boat through the Persian Gulf 
and up the conjoined " three great rivers " of the Old T esta- 
ment and won the battle of Arbela in 331 B.c. — I am, etc., 

Eppioz. Essex, FR-S-STK MaRSH. 

Gangrenons Infnssnsception 

Sir. — T he account by Mr. J. A. Kerr (September 10. p. 580) 
of a successful resection of small intestine for gangrenous 
intussusception in an infant of 6 months prompts me to record 
a gangrenous intussusception cured by hemicolectomy (and end- 
to-end anastomosis), the patient being a boy only 3 months old. 
In a search of the literature I have been unable to find any 
record of recovery in so young a patient when it has been 
necessary to resect the proximal half of the colon, Dennis' 
describes a success in an infant of 39 davs. but in this case it 
was necessary to resect only the small bowel. 

The infant was 12 'weeks old when transferred to Ihe Royal 
Salop Infirmary on October 6, 1948. There was a history of 
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10 days’ persistent vomiting. On the day of admission he passed 
blood per rectum for the first time. On admission the baby 
was deathly pale and grossly dehydrated, with sunken fonta- 
nelles and the skin lying in folds. The pulse was almost 
imperceptible. A sausage-shaped tumour could be felt lying 
transversely above the umbilicus. 

A continuous intravenous saline was given at the ankle and 
gastric suction begun. As the child was apparently dying, 
operation was decided upon without much optimism and begun 
two hours after admission. The patient still looked palely 
cyanotic and the pulse had not improved. Procaine (1%) was 
used as a local analgesic, supplemented by ether and gas- 
and-oxygen given by Dr. Harker. A gangrenous ileo-colic 
intussusception was found, the apex being near the splenic 
flexure, and it was possible to reduce it only as far as the hepatic 
flexure. In doing this a tear was made in the gangrenous 
ascending colon, and there was some faecal contamination. 
A resection was done of the lower ileum, caecum, ascending, 
and part of the transverse colon, and an end-to-end anastomosis 
performed, using a single piercing Connell catgut suture. 
Penicillin (10,000 units) was given four -hourly after the 
operation. 

On the day following the operation the bowels moved twice. 
Three days later the baby was vomiting alt feeds, although 
there was but little abdominal distension. Intravenous saline 
was recommended, but vomiting continued for five days. 
“ Eumydrin ” was then given before the feeds, and the vomit- 
ing ceased. From then on recovery was rapid, and the infant 
was discharged fit after 31 days. He was seen again on 
September 23, 1949, and appeared to be normal in every 
respect. — I am, etc.. 

Shrewsbury. D. LtNCOLN Lswrs. 

Reference 

J Ann. Surg., 1947, 126, 788. 

Cutaneous Horn of the Nose 

Sir, — I n the Journal of September 17 (p. 635) Dr. V. R. 
Tadros reported a case of cutaneous horn. The following 
particulars of a cutaneous horn of the nose may be of interest 

— even in an extremely’ busy 
out-patient clinic it is very rare 
to come across such a case. 

A man, aged 61, came to the 
out-patient department with a 
horny mass growing from the right 
side of the nasal septum at the 
muco-cutaneous junction. The 
length of the horn was 2} in. 
(6.9 cm.), and its circumference at 
the base was 'H in. (4.4 cm.). The 
patient had had this growth for 
the last ten months, and whenever 
it caused him annoyance he used 
to cut some of it off. The growth 
was removed by Mr. F. ,B. 
Gilhespy. who has kindly given me permission to publish the case. 
My thanks are due to Mr. Lee, the photographer, and to the patient 
for co-opcration, 

— 1 am, etc., 

Birmjnsham MaLIK. 



Tlic G.P. and E.C.T. 

Sir, — T ime and again correspondents who specialize in 
nervous and mental diseases suggest that in E.C.T. they have 
a means of treatment which in almost all cases in which it is 
used is completely satisfactory in short-term and long-term 
results. Would any large number of general practitioners who 
have the aftercare of such patients agree that this degree of 
complacency is justified ? 

My own experience is that patients are rettirned to my care 
wearing, as it were, a brittle mask of cheerfulness. After an 
interval, which too often is regrettably short, this mask is 
shattered and once more one starts the dreary business of 
ringing the changes on the bromides, barbiturates, and chloral 
hydrate, and the exhausting performance of trying to infuse 




into the patient some moral force, glibly referred to by om 
more learned colleagues as “reassurance.” I conclude E 
stating that my patients have been treated at some half-dozen 
different centres. — 1 am, etc., 


Launceston, Cornwall. 


Donald M. O’Connor. 


Medical Services of the Armed Forces 

Str, — M y article on the above subject (October 1, p. 7 jn 
was much abbreviated from the original. I therefore wish to 
emphasize a few special points. 

1. Efficient Regular specialists in curative medicine can be 
maintained in the future only by markedly increasing the field 
of clinical work. Owing to the demands of modem medicine 
curative specialists must be full-time. They should not be 
looked upon as future administrators outside their particular 
specialty. 

2. In preparation for a future war a strong nucleus of 
Regulars trained in medical administration is essential. Such 
work will be much more efficiently performed if these officers 
have previously had the following professional training: (a) a 
practical apprenticeship in all or nearly all the special depart- 
ments of a Service hospital, and (b) a practical apprenticeship 
in preventive medicine. 

3. Scope for Regulars to train as curative specialists may not 
(in the opinion of some) be essential to the Services, but without 
it recruitment will never be satisfactory and the prestige of the 
Regular doctor will be greatly reduced. — ^1 am, etc., 

E. A. Sunn, 

M«)or. R.A.M.C 


pomrs FROM LETTERS 

Rheumatoid Arthritis and Herpes Zoster 
_Dr. E. Sakoschansky (Southampton) writes: During the severe 
winter weather of 1947 a boilermaker aged 55 developed a sharp 
attack of rheumatoid arthritis. This persisted : he could not close his 
fingers, he walked like an old man, and he was very tired at the end of 
the day’s work. On June 23, 1949, he suddenly found that his rheuma- 
tism was much better, and on June 26 the first crop of herpes-zoster 
vesicles appeared, on the right side, in the distribution of the ophthal- 
mic branch of the right trigeminal nerve. On July 5 he could 
close his hands, he walked downstairs two steps at a time, his wall 
was that of a young man, and he could “ dance ” on his toes. Tie 
only sign of rheumatoid arthritis was some swelling of the third 
and fourth fingers of the right hand, but there was no pain in those 
fingers. On July 6 he complained of just a little- “ kink " in his 
ankles, which he attributed to the change in the weather, but by 
August 13 the rheumatism was “not so good.” The rheumatoid 
condition is perhaps at the time of writing not so severe as before 
the herpetic eruption ; he does not look so anaemic, but he is still 
unable to think of work. His hopes were high during the early 
days of the herpetic illness; he was very disappointed that the 
rheumatism had come back. This case emphasizes the important 
fact that rheumatoid arthritis is a reversible disease, and it is tantaliz- 
ing to me that 1 cannot reverse it in my patient. Perhaps it would be 
possible to devise indirect methods of attacking the disease of 
rheumatoid arthritis whilst supplies of “ cortisone ” or coru'sone-lile 
bodies are synthesized. 

Weight-reducing Diet 

Miss C. M. M. Adamson (Out-patient Dietitian, St. Bartholomew* 
Hospital) writes: I have read with interest the article by Dr. H. L 
Marriott entitled “ A Simple Weight-reducing Diet ” (July 2, p. I* 
and the letter by Dr. E. Domany (September 24, p. 709). Little on 
be done without the close co-operation of the patient. What is m 
best method of securing and preserving this salient fe.ature 7 1 
'-suitably qualified dietitian, with her specialized training, can ' 
assist the physician or surgeon to achieve the desired results- r 
approach is necessarily rather difrerent from that of the ' 

particularly in a busy out-patient department. Experience contt 
my opinion that her individual interest and constant encouragem 
arc of vital importance. Tlie planning of the diet in . 

of the patient, giving due 'consideration to his or her uw'Xi 
stances, occupation, normal arrangement of meals, 
possible. Complete freedom regarding low caloric foot 
normally, and patients arc assured that they_ net 
“ starved ” or empty. Monthly visits and interview with tnc - 
dietitian are arranged, and patients are advised to 
weekly. Drastic diets such as those suggested by Dr. 
surely unnecessary from a social aspect and contrain 
nutritionally. 


etc., is ji'IP 
5 is permittw 
1 never fed 
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-Tablets of Acetominaphthone B.P. and Nicotinic Acid B.D.H. 


‘Pernivit’ is a scientifically formulated prepa- 
ration combining nicotinic acid and aceto- 
mcnaphthone (vitamin K analogue), both of 
which used separately have proved to be of 
considerable value in the treatment of chil- 
blains. There is evidence that ‘ Pernivit ’ com- 


bines the effectiveness of both; it utilises the 
vasodilator properties of nicotinic acid and the 
effect of vitamin K in maintaining normal 
bloodcoagulabilityand vascular permeability. 
Itching and inflammation are quickly relieved 
following the administration of ‘ Pernivit.’ 


THE 


‘ Pernivit ’ is available in bottles of 50 and 500 tablets. 
Literature and samples will be forwarded on request 
BRITISH DRUG HOUSES LTD. -(Medical Department) 


telephone: clerkenwell 3000 


LONDON N.i 
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PREGNAVITE 

a sintfle * supplement 

for safer prepnancy 


• CLINICAL USES 

To improve the nutritional state where circumstances 
prevent consumption of all ‘ the protective foods 
required; to prevent h)-pochromic antenua. 
Indications in the history of previous pregnancies: 
toxa:mia, previous premature births, inability to breast 
feed and dental caries. 


Tbe recommended daily dose provides : vitamin 
A 2,030 i.u., vitamin D 300 i.u., vitamin Bj 0.6 mg., 
vitamin C 20 mg., vitamin E i mg., nicotinamide 25 
■ mg., calc, phosph. 480 mg., ferr. sulph. exsic. 204 
mg., iodine, manganese, copper, no: less than 10 
p.p.m. cadi. 

VITAMINS LTD., UPPER MALL, LONDON W.6 
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SIR MAURICE CASSIDY, G.C.V.O., C.B., M.D. 

F.R.C.P. 

Sir Maurice Cassidy, who died at his home in London on 
October 22 at the age of 69, was consulting physician to 
St. Thomas's Hospital. He had been physician-in-ordinar>’ 
to the Ring since 1937 and was one of the outstanding 
cardiologists in this country. 

Maurice Alan Cassidy was the eldest son of the late 
Dr. D. M. Cassidy, C.B.E., medical superintendent of the 
Lancaster Mental Hospital. He was bom at Lancaster on 
February 29, 18S0, and after 
leaving school there he went . 
to Clare College, Cambridge, 
of which he was a scholar. 
He took a first class in both 
parts of the Natural Sciences 
Tripos. At St. Thomas's Hos- 
pital he was a student of un- 
usual ability, and one of 
Dudgeon’s earlier pupils as 
a clerk in the clinical labora- 
tory. He qualified in '1905, 
graiiuated hl.B., B.Ch., a year 
later, and proceeded M.D. in 
1909. He was a house-physi- 
cian at St. Thomas's Hos- 
pital, resident assistant physi- 
cian from 190S-10, and later 
medical registrar. It was at 
this time that he decided to 
turn away from. the academic life which the offer of a 
fellowship at Clare afforded and settle in London. He 
held a Salters' Company research fellowship in 1907, 1912, 
and 1913. In 1913 he was elected F.R.C.P. and joined 
the honorary staff of St. Thomas’s Hospital. In 1914 he 
gave the Goulstonian lectures of the Royal College of 
Physicians. 

During the first world war Cassidy spent two years in 
the Army in this country and in France, acting as physician 
to No. 2 Anglo-Belgian Fever Hospital at Calais. Then 
in 1916 he was invalided out with pulmonary tuberculosis, 
and it was nearly two years before he was fit enough to 
return to work. His courage in facing this setback roused 
the admiration of all w'ho knew him. His own e.xperience 
then may also have had something to do with his remark- 
able kindness and sympathy in handling sick people. 
Returning to active practice he rapidly built up a con- 
siderable reputation as a consultant and as an authority 
on disease of the heart. Those were the early days of 
clinical electrocardiography, and he soon established him- 
self as an expert in the new methods of accurate diagnosis. 

It was in 1929 that Cassidy gave up his appointment, 
which he greatly valued, as chief medical officer to the 
Metropolitan Police, and on this occasion he was awarded 
the C.B. Shortly afterwards, in 1932, he received his first 
appointment at Court as physician to His Majesty’s House- 
hold, and since then he had served successive monarchs 
as physician extraordinary, and later became physician-in- 
ordinary to His Majesty King George VI. He was created 
K.C.V.O. in 1934, and after attending the King during his 
illness earlier this year he was promoted G.C.V.O. This 
promotion v/as gazetted just after an accident in April 
when he and I-ady Cassidy were both seriously injured. 
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As Sir Maurice Cassidy was too ill to attend the formal 
investiture, the King paid him the unusual honour of 
driving to his house in Montagu Square and performing 
the ceremony there, as recently as October 10. 

Sir Maurice Cassidy retired from the active staff of St 
Thomas's Hospital in 1939, but within a month the out- 
break of a new and greater war interrupted his retirement, 
and he returned to serve the hospital, carrying throughout 
the war years a burden that few younger men could ha\e 
borne better. In the wards and the out-patient depart- 
ment he spent many hours each week, and his example 
was a great source of strength to those who were working 
with him. Only in the autumn of 1945 did these day-to- 
day activities come to an end, and only then was full effec 
given to the resignation from the active staff which oughi 
to have taken place normally in 1939. 

Many distinctions came his way. He was president of 
the Royal Society of Medicine in 1946-8 and of the British 
Cardiac Society. At the Royal College of Physidans he 
held the offices of examiner, councillor, and senior censor 
He delivered the Harveian oration in 1946, taking as hi' 
subject the incidence of coronary disease. He wns physician 
to the Lord Mayor Treloar’s Cripples Hospital at Alton, 
and consulting physician to the King Edward VII Sana- 
torium, Midhurst, and the Children’s Heart Hospital, West 
Wickham. In July of this year he was elected an honorarv' 
fellow of his old college at Cambridge. His writings were 
almost entirely concerned with cardiology, apart from hi' 
co-authorship with Mr. J. E. Adams in 1913 of a book on 
acute abdominal diseases. He contributed many papers to 
this and other journals on such subjects as hypertension, 
coronary disease, the treatment of cardiac -cases, and 
carotid body tumour. 

■Quiet and unobtrusive, Sir Maurice Cassidy always 
appeared diffident. He was a man of innate modesty, and 
had a deep sincerity and s>Tnpathy of manner which made 
him universally beloved. He had a dry, ironical sense of 
humour, but in later years his natural shyness and diffidence 
grew more obvious. This and a certain aloofness must 
have made it difficult for him to realize how strong was 
the affection felt for him by his colleagues and his students 
On all those who worked for him and with him, his was 
the influence of the good physician. 

He married in 1918 Elise, youngest daughter of Frederick 
Relfe. There were no children of the marriage. 

Dr. J. P. Hedley writes : The death of Maurice Cassid;. 
has removed from us a great physician, but it is not as a 
physician but as a man and a friend that I am writing. 
Perhaps the most outstanding of his characteristics were 
his courage, his kindness, and his courtesy. During bis 
professional life he had several prolonged periods of ill 
health which might have altered his whole future, but he 
faced all his difficulties with wonderful courage and deter- 
mination to overcome them. When first it seemed possible 
that his health might make it unlikely that he would be 
able to stand the strain of hospital work in London an 
offer was made to him to return to Cambridge as a Fellow 
and teacher ; but his heart w-as set on becoming a 
consulting physician, and he felt himself unable to accept 
the offer. 

His kindness was as great as his courage. If any friend 
needed his help he was not only willing but anxious to do 
his utmost for him, even if this added much to an already 
hard day’s work. I know of many cases where he went 
long distances out of London on several occasions to help 
in the treatment of some friend or doctor. His charming 
courtesy endeared him to his patients, the students, and 
nursing staff at St. Thomas’s as well as to his colleagues. 
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He was considerate in his dealings with everybody, and I 
do not remember his ever making a harsh remark about 
anyone. He was firm in his opinions and was a good chair- 
man of the staff committee of the hospital. 

I first knew him when he came to St. Thomas’s Medical 
School from Cambridge, where he had had a distinguished 
career. He was modest and unassuming, and in spite of 
his great attainments and success in later years he retained 
his charming modesty and simplicity to the end of his life. 
After his serious accident in April he suffered a great deal 
of pain, but retained his sense of humour in spite of all 
and was most amusing in describing the curious dreams he 
had, apparently as the result of the drugs he was given, 
which often seemed real long after he was awake. While 
still in hospital he was elected to a fellowship at Clare, his 
old college that he loved so well. Nothing, I am sure, could 
have given him greater pleasure and satisfaction, and he 
regarded it as great an honour as any man could receive. 
He went home after being in hospital for more than three 
months in high hopes of getting back his health and 
strength, but he was soon attacked by a disease, uncon- 
nected with his accident, which was certain to" prove fatal. 
He received the news of this with his characteristic courage. 

To me, like veiy many others, Maurice Cassidy’s death 
has caused the deepest sense of loss and sorrow. 

CHARLES OLIVER HAWTHORNE, M.D., F.R.C.P. ' 

. LL.D., D.Sc. 

A rare figure has passed away in Charles Oliver Hawthorne, 
who died on October 24 at the age of 91. He was for 
long the Nestor of the British Medical Association Coun- 
cil, but also the Rupert of debate, if one may so bring to- 
geAer the suggestion of age and youth. Dr. Hawthorne 
was always reticent about personal matters, and for that 
reason he was not really well known even to the men with 
whom he worked in close relationship. Although he had 
touched many sides of public life and medicine, his speeches 

rarely or never had an auto- 
biographical tinge. But he 
did respond some years ago 
to an entreaty from a former 
colleague at Headquarters for 
some material for a biography 
which it was hoped would re- 
main in the pigeonhole for 
another generation at least. 
From this material the sur- 
prising fact emerged that he 
was born as far back as 1858. 
Few who saw his four-square 
figure, immaculately dressed 
in grey frock coat and per- 
fectly creased trousers, and 
with a grey “silk hat” to 
match, his face aglow with his own humorous and kindly 
outlook on life — a brother Cherryble, but far more intel- 
lectual, and with a sardonic touch about the bristling eye- 
brows — would have supposed that he was anywhere near 
fourscore. His speeches at the age of SO were as full of 
wit and wisdom as ever. 

Hawthorne was a Glasgow man, and not until middle 
life did he set out upon the well-worn track from Scotland 
to London. He graduated M.B., C.M. from the Univer- 
sity of Glasgow in ISS4, with first-class honours and the 
Brunton Memorial Prize as the most distinguished medical 
graduate of the year. Fifteen years later he took the M.D., 
again with first-class honours and the gold medal. He had 


already taken the F.R.F.P.S.Glas. by examination. It must 
have been a great pride to him to receive, 30 years after- 
.wards, the Hon. LL.D. of his own university, a bestowal 
followed soon afterwards by the Hon. D.Sc. of Manchester 
and the honorary fellowship of the Royal Academy of 
Medicine in Ireland. 

For the first ten years of his professional career he was 
university assistant to the professor of practice of medicine, 
Glasgow, and clinical tutor in Sir William Gairdner’s wards, 
Western Infirmary. Later he became assistant physician iii 
the same hospital and lecturer on materia medica and thera- 
peutics at Queen Margaret College of the University. Later 
still he was examiner for the Universities of Aberdeen, 
Edinburgh, and Glasgow, and for the Scottish Conjoint 
Board. His early contacts with medical society life were, 
of course, also in Glasgow, where he held office at one time 
as honorary secretary and editor of the Royal Medico- 
Chirurgical Society and as president of the Glasgow 
Southern Medical Society. 

Having gained all the academic prizes that his native city 
had to offer, Hawthorne became a consulting physician in 
London. He was also for a time medical director and 
afterwards chairman of council of the Medical Graduates 
College and Polyclinic" in Chenies Street — an early and 
gallant effort to provide such postgraduate facilities as 
are now arranged by the Fellowship of Medicine and the 
British Postgraduate Medical School at Hammersmith. 
Among the London hospital appointments which he 
held .were those of physician (later consulting physician) 
to the Hampstead and North-West London General Hos- 
pital, the Royal Waterloo Hospital for Children and 
Women, the Central London Ophthalmic Hospital, and 
the ..Central London Hospital for Diseases of the Hose, 
Throat, and Ear. He was elected a Fellow of the Royal 
College of Physicians of London in 1921. 

From time to time Hawthorne employed’his pen to excel- 
lent purpose. Some of his books date back to his Glasgow 
days. His handbook on Galenical Preparations of the 
“ British Pharmacopoeia ” was published in 1895 ; his 
Forensic Medicine and Toxicology ran through two edi- 
tions in the ’nineties, and was again published, largely 
rewritten, in 1912. In 1912 also appeared his Studies in 
Clinical Medicine, a volume of nearly 500 pages, and in 
1928 came a little work entitled Short Essays on Medical 
Topics, in which, with many shrewd observations, he set 
out his views on a variety of subjects, often touching his 
favourite territory of medical ethics.' Even apparently 
trivial subjects he could illuminate with much wisdom. 
The “ topics ” included the telephone in medical practice ; 
the teaching value of lectures ; the relation (always a ve^ 
dubious one in his eyes) of doctors to the lay press ; the 
choice of names for diseases and disease phenomena ; secret 
terms in physicians’ prescriptions ; the sudden greying of 
the hair. Even the baby-show — “as valueless as it is 
vulgar” — made a chapter, and there was also included an 
address he gave from a pulpit on Hospital Sunday. He 
also made numerous contributions hn clinical medicine an 
medical ophthalmology to the medical journals, and lhc^> 
like his papers read before scientific societies, and inde 
his extempore speeches, were perfectly polished, the ou - 
come of a singularly erudite mind and of a master 
language. \ . 

Hawthorne's work for the British Medical Associa 
brought him into closer contacts with his ’ 

None exceeded him in loyalty or in delight in nia 
sides of the Association’s work. He was , 

in its forum. "When he went to the platform the wn 
tenor of debate was lifted. He never studied brevi > 
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speech, but his audience, admiring his style, forgot his 
length, and if the time limit ran out there were always 
calls to him to continue. His speeches were also of the 
kind that swayed votes. One noteworthy occasion — though 
the subject was relatively unimportant — was at the Repre- 
sentative Meeting at Bournemouth, when his eloquence 
secured rejection of the Council's recommendation for the 
recognition of chiropodists, and four years later, when the 
proposal came up again, he attacked it svith unabated 
\ igour. 

Unlike some orators, he was also a good committee man. 
\t one time or another he was a member of thirty com- 
mittees or subcommittees of the Association, ranging over 
such subjects as postgraduate courses, medical ethics, lunacy 
law, charities, psycho-analysis, the British Pharmacopoeia, 
medical education, osteopathy, and even regulations and 
standing orders, in which last he found sometimes quite a 
perverse delight. His work on the Ethical, Science, and 
Charities Committees was of great importance and value, 
and his long chairmanship of the Library Subcommittee 
earned him the gratitude of all who used the Association’s 
Library. One of his achievements on which he himself 
looked back with special pride was his action in getting 
established the Sir Charles Hastings Clinical Prize. Another 
was the part he took in placing the Association Charities 
Fund in a position, not of rivalry, but of co-operation with 
the Royal Medical Benevolent Fund and Epsom College. 
He served as representative of the Association on the com- 
mittee of management of the R.M.B.F. and often took 
the chair, and his interest in medical charities went very 
deep. 

Other work of his included membership of the statutory 
advisory committee under the Therapeutic Substances Act, 
to which he was nominated by the B.M.A. ; he was also 
its nominee on the advisory committee on international 
certification of causes of death, and he represented the 
Royal College of Physicians on the Departmental Com- 
mittee on the Optical Practitioners Bill. He did much to 
help in the establishment of the Consultants’ Board for 
London, and was its first chairman. At Annual Meetings 
of the Association he was vice-president of the Section of 
Medicine in 1922 at Glasgow and of the Section of Pharma- 
cology and Therapeutics in 1936 at Oxford ; on two occa- 
sions he was vice-president of the Section of Medical 
Sociology, and president of that Section at the Dublin 
Meeting in 1933. Another abiding interest of his was the 
People's League of Health, where he was — and the phrase 
is a just one — Miss Olga Nethersole’s “ right-hand man ” 
for many years. 

His membership of the British Medical Association 
extended back over more than half a century, to 1888. He 
had been chairman of the Marylebone Division and presi- 
dent of the Metropolitan Counties Branch. He attended 
every meeting of the Representative Body, save one, from 
1915 to 1938, and in 1924 he became a member of Council. 
He was Chairman of the Representative Body from 1928 
to 1931. On laying down the office at the Eastbourne 
Meeting, he made a speech at the Representatives’ dinner 
which was a fine statement of the position of the Associa- 
tion in relation to the public. To summarize it would do 
injustice to its English, but readers who possess the second 
volume of the Journal for 1931 might well refresh them- 
selves with that speech. 

Hawthorne was a purist alike in language, in mode of 
thought, and in professional conduct, but he was the 
kindliest of purists, and no one was ever wounded by his 
satire. He was a great stickler for principle. Over and 
over again when debate in Council became confused he 


would with firmness but urbanity reassert the fundamental 
principle underlying the subject being discussed. This 
quality of his was sadly missed when he ceased to be a 
member of Council. Hawthorne was awarded the Gold 
Medal of the Association at the Annual Meeting at Aber- 
deen in 1939, The address presented with the medal con- 
cluded thus : “ The Council of the Association feels sure 
that it is expressing the wish of the profession as a whole 
in thus honouring its ‘ Grand Old Man,’ whom it holds in 
the highest regard and deepest affection." 

JOHN D. LONG, M.D. 

Dr. John D. Long, who was internationally famous for 
his work on bubonic plague, died on September IS in 
Guayaquil, Ecuador, at the age of 75. He had been in 
South America for the last twenty-five >ears. 

On his retirement from the public he,ilth service in 1938 
Dr. Long continued his career as chief travelling representa- 
tive of the Pan-American Sanitary Bureau, He was loaned 
repeatedly by the United States Government to assist in 
the control of bubonic plague in South American countries, 
where he was a beloved and honoured figure. 

A native of Mount Pleasant. Pennsvlvania. Dr. Long 
graduated M.A. at the Washington and Jefferson College 
in 1897. The college awarded him the honorary degree 
of D.Sc. in 1929. He took his M.D degree at the University 
of Pennsylw-inia, and after a year as an intern at Sl Mary's 
Hospital, Philadelphia, he was in private practice until his 
appointment to the United States public health service 
in 1900. During his nearly forty years with the public 
health service Dr. Long vvas in charge of the Plague 
Suppressive Laboratory in San Francisco in 1912-14, and 
was in Manila from 1901 to 1906 and again from 1914 to 
1918. During this second period he vvas chief quarantine 
officer and later director of health for .Manila and also 
professor of hygiene at the University of the Philippines. 
He vvas also responsible for the reorganization of the 
Philippine health services. Dr. Long served as technical 
adviser to the Minister of Hygiene in Santiago, Chile, in 
1925-7 and as chief quarantine officer for the Panama 
Canal Zone in 1927-8. At other times he worked at the 
Boston and San Francisco Marine Hospitals and at the 
Hygienic Laboraiory, which was the forerunner of the 
National Institute of Health, the main research centre 
of the public health service. U vvas while working with 
the Pan-American Sanitary Bureau in 1929 that Dr. Long 
first went to Guayaquil, considered the most plague-ridden 
port on South America’s west coast. By the following 
summer, through the efforts directed by him. the city was 
freed from plague. During the next few years cities in 
Peru, Chile, Argentina, and Brazil were similarly freed from 
plague by other campaigns stimulated by his leadership. 

Dr. Long vvas perhaps best known as the co-author of 
the Pan-American Sanilarv' Code, the Caracas Declaration 
on the Health of the Child, and the Sanitary Codes of 
Panama, Chile, and Ecuador. He w.as a delegate to 
numerous Pan-American scientific conferences in South 
America, and vvas vice-president of the Far Eastern Asso- 
ciation of Tropical Medicine from 1925-7. 


Dr. Chvm.es Evans Jenkins, vvho died on September IS at 
the age of 59, vvas one of the few remaining pathologists in Man- 
chester with .some private practice. For the last seven months 
his colleagues had noticed that his health was failing, but. like 
many a medical man before him, he kept at his work, and on 
the day before his sudden relapse performed five post-mortem 
examinations. Dr. Jenkins was bom at Dowlais, South Wales, 



990 Oct. 29, 1949 ■ MEDICAL NOTES IN PARLIAMENT 


anxious to obtain privacy as an additional amenity he might 
be able to do so. Such amenity beds were being increased. 
It seemed to him to be reasonable that until perfect conditions 
for everybody could be provided persons who wished privacy 
in hospital should be able to obtain it. They got the rest of 
the service free, but paid for the additional amenity of privacy. 

Mr. Howard said that in these cases the patients were not 
likely to have the benefit of the doctor of their choice. 

Mr. Bevan said these patients paid only for the amenity. 
The hospital staffs were available for them. Most people would 
discover before long that if they paid for a separate specialist 
of their choice they would have the same one as they would 
have had in the free ward. He pointed out that the amendment 
would increase the cost of the National Health Service. 

Cost of Free Choice 

Mr. Linstead said that taking the hospital service as a whole 
medical priority determined whether beds were given to a 
particular patient or not. Only when that principle had been 
satisfied did the paying patient have any advantage. One of 
the principles of the Service was the free choice of doctor by 
the patient. On the whole that principle operated fairly in the 
general practitioner service, but it did not opeiate in relation to 
hospital specialist services except under a very heavy penalty. 
The only way to get the specialist of the patient’s own choice 
in hospital was by becoming a Section 5 patient and paying the 
full cost of the bed with the specialist's fee on top of that. 

Dr. Haden Gdest said that before the Health Service came 
into operation it had been most uncommon for a patient to 
know anything about the specialist. 

Mr. Linstead said that there had been free choice of speci- 
alist in that the general practitioner made his recommendation 
to the patient by saying “ you ought to see so and so." In most 
cases the patient had accepted that advice. Now when the 
patient went into hospital he had either to accept the specialist 
who went with the bed or pay the full cost of a specialist chosen 
by himself or recommended by a general practitioner. The 
principle of free choice of doctor was violated by the conditions 
attached to certain Section 5 beds. Also, each of L.^'OC or 2,000 
individual hospitals to which Section 5 might apply had to 
arrive at his own weekly figure for Section 5 charges. Even 
the hospital management committee could not fix a figure for 
these beds. It was not satisfactory that in a national scheme 
patients coming into Section 5 beds should have to pay fees 
xarying from £8 to £16 a week according to the overhead costs 
of the hospital which they entered. 

Mr, Bmrd said that if the Opposition complained about high 
charges for pay-beds the solution was to develop amenity beds 
faster. In a hospital in the London area last week not a single 
amenity bed had been available although there were a large 
number of private pay-beds. Would it not be right to reduce 
the number of pay-beds and hand them over for use as amenity 
eds ? He pointed out that Wolverhampton Royal Hospital 
ad no private pay-beds, ' 

Lord Hinphinobrooke said the amendment only sought to 
extend the amenity-bed principle and to provide that where 
specialists were brought in and extra services were given there 
should still be subtracted from the charge that part of the cost 
provided by the general hospital service. 

Mr. Harrison said there were complaints from many parts 
of the country about the grovving cost of private beds in the 
pav-hed block. In his city fNotting*’am) the cost would prob- 
ably soon be £20 a week, which many of the present occupants 
of the beds could not pay. He suggested that the accommoda- 
tion in the pay-beds should be transferred for ordinary hospital 
purposes. 

Sir Hl’oh Lltas-Tooth said that in practice the propo.sal 
would not increase the cost of the Service. A large number 
of patients would prefer to make a reasonable payment for 
their beds and to pay a reasonable fee for the specialist or 
consultant. But if they were reotiired to pav a specialist fee 
on top of 20 euineas a week all they could do was to go to a 
hospital without making any contribution whatever. 

Dr. Segal said some on the Government side of the House 
might feel sympathy with the amendment, but when the 
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resources of the Minister were limited they should be coactn- 
trated where the need was- greatest. 

Mr. Bevan intervened to say he had asked for an investica- 
fion to be made of the number of free patients in pay-btd 
blocks to check to ivhat extent free patients were not admilltd 
on entirely medical grounds to these blocks. His information 
was that at least 40% of the pay-bed blocks were occupied 
by free patients. That was a tribute to the way in which tht 
administration was carrying out the terms of the Act. Mt. 
Bevan said that some time ago he had sent out an instruction 
that the patient was to be told by the general practitioner or 
the specialist whether he was to be treated under the National 
Health Service or as a fee-paying patient. It was the oblica- 
tion of the doctor to inform or to ask the patient whether he 
or she wished to be treated as a free patient or as a fee-paying 
patient. He would be grateful for examples where this pro- 
cedure was not followed. It was not proper for a medical 
practitioner or specialist to promise that a person would gel 
into hospital sooner by becoming a private patient. It was the 
duty of hospital authorities to admit patients on medical 
grounds, and the figures he had given showed that in most 
cases this had been done. 

Mr. Richard Law said that if existing tendencies continued 
and if prices continued to rise the private patient, would be 
driven out of the National Health Service hospitals. All that 
was asked under the amendment was th-at the private patient 
should be treated in exactly the same way as the public patient 
and have exactly the same privileges. 

Dr. Morgan said there should be no further extension of tht 
pay-bed sysiem by which certain patients could gel additional 
benefits. The subject had been fought out in the medical 
profession, and the professional men had decided in favour of 
the Act as it stood. 

The Committee then divided, and the amendment was rcjecled 
by 256 to 139. 

Private Patients af Health Centres , 

Mr. Aneurin Bevan then moved an amendment that; 

•* At the end of paragraph (a) of subsection (I) of Section 21 
(which requires , facilities at health centres to be available for 
the provision of general medical services), there shall be inserted 
the words ‘ and, on such terms and conditions as may be determined 
by the Minister, for the provision by medical practitioners of such 
other persona) medical services (if any) as may be so determined in 
the case of a particular health centre.’ ” , 

He said the purpose of this amendment was to enable general 
practitioners to treat private patients in health centres. Al 
one time he had set Ins face against that proposal, but the 
number of persons outside the scheme was now so small that 
no danger could arise to the structure of the Service by allow- 
ing general practitioners to take their private patients into the 
health centres. It wcmld be unreasonable when a health cenirt 
was available to expect a general practitioner to maintain a 
private surgery at which to treat his private patients. When 
health centres were available the Ministry would make il clear 
by regulation that there should not be two doors — one for me 
private patient and one for the public patient. The private 
patient must take his proper place with the general public in 
seeking the services of his doctor. The Ministry would alto 
rule that a doctor should have a substantial number of patients 
in the public scheme before he could avail himself of private 
facilities at a health centre. A subcommittee of the 
Health Services Council had recommended that it should - 
possible for a general practitioner to treat private patients m 
a health centre. 

Lord HiNrHivGRROoKE said Mr. Bevan was V' 

castles in the air. There were no health centres and ^ 
Minister’s speech was irrelevant. There might be just on. 
experimental centre which had been started before Mr. Be” 
had anything to do with the health service. In the las! N 
years during which he had full opportunity to build them 
had not done so. . , j, i h- 

Answering Mr. Orr-Ewing Mr. Bex'AN explained 
would determine which doctors were entitled to treat 
patients in a health centre under the words of the 
‘‘on such terms and conditions as might be determined J 
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Minister.” The proportion of private patients and listed 
patients would be discussed when the regulations were laid 
before the House. 

The amendment was then agreed to. 

•Mr. Bev.sn then moved a further amendment as follows: 

“ In Section 46 (which provides for the use of health centres 
by practitioners) after the words ” general medical services ” there 
shall be inserted the words " or other personal medical services or,” 
after the words “ subject to regulations ” there shall be inserted the 
words “ and to any determination by the Minister under Section 
21 of this Act,” and after the words "the Executive Council may" 
there shall be inserted the vsords “ subject to any such determination 
as aforesaid.” 

Mr. Bevan said the purpose of these words was to enable 
the Executive Council when directed by the Minister to make 
differential charges on general' practitioners varying with the 
amount of use they would make of the health centre for their 
private patients. It was clear that the general practitioner 
would have to pay a charge because he would be relieved of 
the necessity of maintaining his surgery. This was a matter for 
future discussion with the representatives of the medical pro- 
fession. He did not think any general practitioner would 
quarrel with this. The amendment was welcomed by Mr. Elliot 
and agreed to. 

CerliB cates 

.Mr. Bevsn then moved a further amendment as follows : 
■■ In paragraph (tf) of subsection (2) of Section 33 (which pro- 
vides for the issue by medical practitioners providing general 
medical services of certificates reasonably required under or 
for the purposes of any enactment) after the tvord ‘of* there 
shall be inserted the words ‘ such certificates as may be pre- 
scribed being.' " He said that before the Health Service Act 
came into operation the Secretary of State for Scotland and 
himself had appointed a committee to try to reduce the number 
of certificates which doctors had to provide. That committee, 
known as the Safford Committee, had issued an interim 
report. 

.Nfr. Livstead said the House welcomed anything that would 
cut down paper work on the part of medical practitioners, but 
he suggested that the Minister might be curtailing the freedom 
of patients to get free of charge some certificates required for 
statutorv purposes. 

hfr. Bevan said that as the free certificates required would 
be listed in the regulations the matter could be raised when 
these were debated. The Safford Committee had stated that 
a list of free certificates should be provided and that the words 
of the original statute, which were very extensive, should not 
be applied. 

Dr. Morgan asked whether the report of the Safford Com- 
mittee would soon be published. 

Mr. Bevan said he did not like to hurry the committee in 
Its work, because it was necessary that the report should receive 
general acceptance. Parliament would be substantially guided 
but not bound by what the committee recommended. He did 
not think it would be necessary to have the list of prescribed 
certificates ready at the exact moment when the present Bill 
came into operation. 

The House agreed to the amendment. Mr. John Wheatley 
then moved an amendment applying to Scotland the principle 
of the earlier amendments dealing with the right of doctors to 
use the health centres for private patients. The House agreed 
to this amendment, and the schedule as amended was ordered 
to stand part of the Bill, 

REPORT STAGE 

The Report stage followed immediately. A new clause 
(Prohibition of full-time salaried dental practitioner service) 
was brought up, read a second time, and added to the Bill. 
TTte purpose of the clause was to carry out in the case of 
dentists the same undertakings that had been advanced in the 
case of general practitioners. 

Mr. Wheatley moved another new clause under which a child 
under 16 could be admitted as a voluntary patient in a mental 
hospital on the application of the parent or guardian. Develop- 
ments in this branch of medicine were such that it was desir- 


able that children should be able to get full advantage of them 
as voluntary ■ patients. 

The clause was read a second time and added to the Bill. 

Dental Ethics 

i\(r. Baird moved a new clause which read : " No dental 
practitioner who is on the list of a local executive committee 
and is accepting patients under the National Health Service 
shall be entitled to accept remuneration from private patients." 
Mr. Baird, himself a practising dentist, said a number of his 
constituents suffered because of the unethical practices of a 
number of dentists in his division (East Wolverhampton). 
Wten the National Health Service Act had been discussed he 
had fought for the liberty of the dental and medical profes- 
sions to treat both private and public patients, but with reluct- 
ance he now moved to withdraw that right from the dental 
profession. The racket now going on in the dental profession 
in regard to public patients must be stopped. A patient who 
was in pain and went to a dentist to have a tooth removed 
was told that the dentist was fully booked up for six weeks, 
but if the patient offered to pay the dentist would take the 
case right away or within an hour. Under the National Health 
Service Act pajanents were offered to dentists by means of an 
itemized scale of fees for every operation. The operation of 
filling was better paid than that for fitting dentures. A number 
of dentists were accepting patients who required fillings but 
refusing those who required dentures. A third abuse was that 
of "talking down” the National Health Service AcL The 
dentist said to the patient, " If you come to me under the Act I 
can only give you second-rate treatment. If you want a good 
job, come to me privately," Mr. Baird said he had particulars 
of such cases from all over the country, but there was great 
difficulty in proving them. The discussion usually occurred 
between the patient and the rccepiionist. He estimated that 
at least 75% of dentists were turning away patients in pain 
unless they were prepared to pay. 

In his opinion the real solution was large-scale health centres 
ivith a fully salaried dental service. A temporary solution 
would be a simplification of the regulations which allowed a 
patient to make representations to the local executive council. 
The only other solution was for the profession itself to discipline 
its members. He had received from one of the dental organ- 
izations a letter placing on record its disapproval of the amend- 
ment he had sponsored. This letter declared that if the pro- 
posed amendment was pursued the association would resist 
it to the utmost. Even if Mr. Bevan could not accept the 
amendment Mr. Baird appealed to him to let it be known that 
the House condemned those dentists who turned away patients 
in pain unless they were prepared to pay. 

Mr. Sparks seconded the proposed new clause and said the 
Minister had had a large number of cases brought to his atten- 
tion by Members. 

Sir Hugh Lucas-Tooth said the Opposition fundamentally- 
opposed the new clause. To add it to the Bill would be a gross 
breach of faith with the dentists. The over-riding difficulty of 
the dental service was that there was more work to do than 
the dentists could accomplish. A lot of respectable profes- 
sional men said to themselves that they were prepared to work 
eight or ten hours a day in the public service and would reserve 
two or three hours for private practice. There was nothing 
unethical in that 

Dr. Guest asked whether it was ethical for dentists to devote 
one day a week to National Health Service patients and keep 
the rest of the week for private patients. 

Mr. Paget said the whole point w-as that the doctors had 
played the game and the dentists had not. 

Sir Hugh Lucas-Tooth said that even now the fees paid to 
dentists for public patients vvere fully as high as those which 
were paid for private patients, 

Mr. Baird said that every penny of the dentist’s income 
received from the Slate was declared to the income-tax authori- 
ties. but there was no way of checking so far as his private 
patients were concerned. After due consideration be made the 
charge that in a large number of cases a considerable amount 
of the dentist’s private income was not declared because it wa' 
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so difficult- for the income-tax authorities to prove what was 
his real income. 

Mr. Bevan said he had never seen such a complete exposure 
of general ethics as that made this afternoon from the other 
side of the House. Sir Hugh -Lucas-Tooth had suggested that 
if a patient went to a dentist’s surgery in pain it would be 
ethical on the part of the dentist to prefer to treat a private 
patient who would pay more. Members of the Opposition piit 
professional solidarity over the public interest. The dental 
profession had been guilty of worse conduct than any other 
profession in the Health Service. It was the duty of the 
Opposition to deprecate unprofessional conduct and not to try 
to justify commercial discrimination — the ethics of the jungle — 
against people in pain. Mr. Bevan said he was satisfied that 
misconduct was decreasing and that the behaviour of the 
dentists, generally speaking, was improving. Therefore it was 
better to allow the disciplinary machinery which had been 
established under the scheme to operate against the person 
who was misbehaving. He hoped that before long the good 
would drive out the bad. If a dentist was overworked, how 
was it possible for him to do the work privately but not 
publicly 1 The trouble at the beginning of the scheme was 
that there was exploitation of scarcity value by the dental pro- 
fession as a whole. The largest organization of dentists did 
not advise its members to join the National Health Service. 
They had come in as individuals. The National Health Sef- 
vice had been introduced to enable ordinary citizens to have 
access to medical skill without being blackmailed in doing so. 
That was the whole point of it. The Ministry had tightened 
up the situation so that a dentist could not say now that he 
would extract teeth under the National Health Service and pro- 
vide dentures privately. He was sure that first-class^ people 
in the dental profession would be pained by the belief that 
the general public did not hold the dental profession in esteem, 
and he hoped the House could look forward to a general 
improvement in the Service. 

After further discussion Mr. Baird withdrew his proposed 
clause. 

Overseas Visitors 

Mr. Elliot moved a new clause providing for regulations 
to prescribe charges for services rendered under the Act to 
persons not normally resident in the United Kingdom. 
Mr. Elliot said that it would be easy for visitors to pay a charge. 
The Minister had said at a Press conference that he had 
arranged for immigration officers to turn back aliens who were 
coming to this country to secure the benefits of the Health Ser- 
vice. To place this duty on these officers was asking them 
to do a thing which they were not competent to do. Surety the 
proper person to examine a visitor was one with medical skill. 
The proposed amendment suggested a solution which would 
meet the difficulty in a practical way. The Minister would 
allow a person who was seeking attention to pay a sum accord- 
ing to circumstances which the Minister would determine. • ■ ; . 

Mr. Bing said there were about t»35,000 visitors to this 
country in the course of the year wh(< on the average stayed 
less than a month. They were equivalent to a population of 
about 50.000 extra people requiring health services. Supposing 
they made the same demands as the pecmle in this country, the 
cost would be between £200,000 and £25^000. The machinery 
required to meet the amendment would involve an administra- 
tive cost as great as that. I 

Mr. Bevan said it had been sickening dWing the last fifteen 
months to witness members of the Opposit,dp going round the 
country spending most of their time on the vplntfortn poking 
fun at the Health Service and undermining it. The assumption 
that there was something wrong in treating a strAiger who was 
visiting this country and fell sick was one of the curses of 
modern nationalism. It was not part of the ethics of mediaeval 
society. The present attitude was a by-product of the existence 
of the Conser\’ative Party. 

The health services of the whole world were being stimulated 
by what was happening in Britain, and a constant stream of 
visitors came from all parts of the world to find out what we 
were doing. Most of them returned hoping that what we 
were doing would succeed so that they could imitate it in their 


own countries. If a person left another country deliberaieli 
for the purpose of going to Roehampton to get an expsmhi 
artificial limb he would consider that to be an abuse, but if 2 
person came to this country and fell sick it was proper lh 2 i 
he should be treated. Some British institutions had al^w\^ 
done so. The great Scottish hospitals treated visitors freelv 
and until recently many of the great London hospitals had 
followed that tradition. He was not prepared to eslablish 
administrative arrangements which would harass the whole 
population merely to deal with a handful of people who were 
visiting this country. Unless they were careful they would 
find themselves denying the health .service to many British sub- 
jects not normally resident in this country. However, he pro- 
posed to take power in the House of Lords to frame regulation' 
to prevent abuse of the health service in this country by over- 
seas ' visitors where it might be practicable so to do. Thr 
House must look “at the regulations when they were issued to 
see how far they went towards meeting the difficulties of certain 
cases. He must noL be understood to agree that it was desir- 
able that any person in this country not being a resident who 
fell sick ought to pay a charge for the use of all or part 0 ! 
the health service. 

.Mr. Elliot recommended the Opposition to accept Mr. 
Bevan’s promise of an amendment and to see what the position 
was when that amendment finally returned from the House of 
Lords. He then withdrew the proposed new clause. 

Too Heavy a Hammer 

A new clause was brought forward by Mr. Marlowe, b 
ran: 

“ Regulations may authorize the Minister, if he thinks fit, to 
publish particulars of any disciplinary action taken by him in resptci 
of any breach of any regulation under the Act of 1946 or the Aa 
of 1947, including the name and address of any person in respect 
of whom such'aclion is taken and the name of any executive council 
recommending such action.” 

Mr. Marlowe said that recently a practitioner had been dealt 
with by an executive council and fined the maximum amount 
of £100 for what was called “ infamous or scandalous conduct 
under the Act and for deceiving innocent patients. It had 
not been found practicable to publish the name of this offender 
in the Press lest the executive council found itself open to an 
action for libel. Mr. Marlowe said the amendment ^ was 
designed so that if the name of the offender was published 
under the direction of the Minister the executive council would 
be protected against libel action and full publicity would bt. 
given. Mr. Elliot seconded the proposed clause. 1 

Mr. Bevan said there was a difficulty at the moment, but the 
new clause was too heavy a hammer for this nut. In the 
tribunal, which was a judicial body, decisions were pubhshc 
with the- names and penalties. In the case_ of tne local com 
mittees procedure was not so formal and judicial, and it i 
not seem to him that the name of the offender and his punism 
ment should be published. It could not be said in sue 
instances that the full procedure of the judiciary had given 
protection to the person involved. As a general rule the n 
was known to the local population and therefore^ the u 
deterrence was . achieved. To publish the name in the • 
press might cause hurt to individuals who might h^e 
guilty of thoughtlessness or something of the sort. The 
ing machinery worked well, and he was content with giving 
publicity to the- decisions only of the central tribunal. 

The proposed new clause was negatived. 

On Clause 20 Mr. Bevan moved and the House 'nutI 
amendment providing that medical officers of regional 
boards or teaching hospitals should not be paid for exami 
tions carried out or certificates given in respect of 
patients when these things were carried out in the ordin. i 
course of their duties. 

' On Clause 23 drafting amendments were made on the moi 
of Mr. Bevan, and the House agreed to them. ■ 

General Practitioners' Access to Hospitals 

On the Schedule of minor amendments Colonel STOPasRT 
Scott moved an amendment. He said that at present any 
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entering a Section 5 bed of a hospital must be cared for either 
by one of the honorary staff or one of the resident staff of the 
hospital. It was impossible for a general practitioner who had 
been treating the patient or even for an outside specialist to 
continue looking after that patient should he obtain admission 
to one of these pay-beds. General practitioners should not be 
prevented from treating their own cases in hospital. The fact 
that they could not do so threw an e.xtra burden on the staffs of 
the hospitals. Hospitals had borne the greatest burden of the 
National Health Service. This would be relieved to some e.xtent 
by permitting general practitioners who were not members of 
hospital staffs to care for those of their patients who occupied 
pay-beds, fn small general hospitals a maternity case, for 
example, must be looked after in a pay-bed either by the general 
surgeon or physician or the resident doctor, who in many cases 
knew less about maternity than the general practitioner. This 
amendment would enable these patients to be cared for in 
hospital by their own medical practitioners.' U would retain 
what Mr. Sevan always said he wished to retain, free choice 
of doctor by the patient. 

Sir Hugh Lucxs-Tooth seconded the amendment, and said 
there was a feeling in the medical profession that it was being 
divorced from access to hospitals. Doctors should not be given 
that impression. If the Government intended to kill private 
practice that intention should be stated. 

Sir Henry Morris-Joses recalled that when the main Act 
had been in committee Mr. Sevan had held that there should 
be a strong hne of demarcation between the general practitioner 
and the specialist. Since then, to his credit, he had modified 
his views, -k recent circular (Supplement. October 15. p. 168) 
distributed by the Ministry of Health to hospitals had urged 
that more facilities should be given for general practitioners, 
particular!) m cottage hospitals and smaller provincial hospi- 
tals. It would be a pity if facilities were denied for maintaining 
what Mr, Sevan had assured the medical practitioners to be his 
intention, that the right of private practice would still be avail- 
able and that they should have an opponunity of carrying on 
in that respect within the framework of the Act. 

Mr. Messer said it was generally accepted that if the Service 
was to succeed the country must have not merely an efficient 
hospital service but an efficient general practitioner service too. 
He was not sure that specialization to the extent to which it 
appeared to be developed in the profession was a good thing. 
It might be good if specialization had a very good general back- 
ground, For that reason a high standard of domiciliary service 
was of immense importance. No barrier should be placed in 
the wav of improving the standard of the general practitioner. 
If that meant access to hospital beds, it should be organized in 
a way which would provide the general practitioner with that 
contact without adversely affecting other aspects of the Service. 
But, as he read the amendment, it would enable a patient to be 
admitted to hospital by jumping the queue. Once a genera) 
practitioner with access to a hospital could get his patient 
admitted more speedily than another general practitioner. 
another patient would be disadvaniaged. If there was value 
in a ceneral practitioner having access to hospitals, all general 
practitioners should have the same opportunity. That was not 
the case. In Central London no cottage hospital or general 
practitioner hospital existed. 

General Practitioners and Specialists 

Mr. Bevan agreed with Mr. Messer that there had been a 
tendency to dig too wide a gulf between the general practi- 
tioner and the specialist. If that gulf was to be narrowed it 
was not necessary to do so by legislation. It could be done by 
agreement between the members of the medical profession. It 
w'ould be wrong to admit the right of a general practitioner with 
private patients to have access to hospitals where his colleagues 
were denied that right. General access of general practitioners 
to hospitals was an entirely different matter and one for discus- 
sion administratively, not by statute. What was really envi- 
sased in the amendment was that a specialist not in the public 
seiv'ice should be able to treat his private patient in a hospital. 
That he considered to be wholly wrong. If a specialist did not 
wish to be in the Health Service and therefore had not attached 


himself to a hospital, Mr. Bevan did not think that such a man 
was entitled to use the Health Service. He would not be much 
good for long if he were not attached to a hospital. A specialist 
ought to live in the climate of the hospital as much as possible 
to do his work properly. Mr. Bevan said he was unable to 
accept the amendment. If the genera! practitioner was to follow 
his patient into the hospital where that patient had been 
entrusted to the specialist, there might be a considerable 
quarrel over the claims of both to have charge of the treat- 
ment, and between the quarrels of two members of the pro- 
fession the patient might succumb. 

Mr. Qui.vtin Hogg said a public hospital under the scheme 
was neither a weapon far the Minister to coerce specialists or 
general practitioners into the scheme nor a privilege for the 
use of specialists or practitioners. It was a convenience for 
the public and, in particular, a service for the patient. He 
House was talking about people who were suffering and whether 
these people were better treated inside a general hospital or 
should have to stay, as an unprivileged class, in their own homes. 
If (he treatment of a person was belter effected in a public 
hospital that person should be allowed to go there. If 
Mr. Bevin denied that person the right, within reason, to select 
his own medical attendant or adviser, he was breaking one of 
the fundamental agreements in the scheme, which had hitherto 
not been in dispute. 

Mr. Bevan asked whether Mr. Hogg suggested that a patient 
should have the right in any hospital to be treated by the 
general practitioner of his choice, whether attached to that 
hospital or not. 

Mr. Hogg said the limitation of the right of the private 
patient in a hospital to be treated by the medical attendant 
of his choice should be defined by purely medical considera- 
tions and not by political considerations. He included in 
political considerations Mr. Sevan's argurnenl that one did cot 
wish to encourage specialists who did not belong to hospitals. 
That was trying to discipline the medical profession. 

Mr, Bevan contended that if a statutory righi were given to 
a general practitioner to enter a hospital and treat a patient 
there would immediately be administrative troubles of the 
greatest possible kind. What was desirable was that eventu- 
ally there should be a closer identification between genera! 
practitioners and the work yvhich went on in hospitals. 

On a division the amendment was rejected by 253 to 103. 

Grading of Specialists 

Sir Hugh Lucas-Tooth moved to insert in the Schedule the 
words : 

“Subsection (2) of Section 14 (which provdes for conditions 
of service and appointment of medical or dental officers employed 
on the staff of hospitals provading hospital and specialist services) 
shall have effect as if the following sub-paraeraphs were added: 

‘(e) for the es'ab/ishment of a Centra! Professional Committee 
and for the hearing by such committees of appeals from ofreers 
engaged in the provision of hospital and specialist services who are 
dissatisfied with any decision under this subseaion of any regional 
hospital board or board of governors relating to their status ; 

‘(f) for the determination by the Minister after consideration 
of the recommendations of the Central Professional Committee of 
any such appeal as may be made under the provisions of the last 
foregoing sub-paragraph.’ ’’ 

Sir Hugh recalled that before the Act came into operation 
specialists fell roughly into three groups: the house officers, 
the registrars, and the fully qualified specialists. About tbe 
time of the introduction of the .Act the Spens Committee recom- 
mended that the specialists should be divided into two main 
groups, the junior of which was to be the registrar croup, with 
a smaller group of fully qualified specialists. The Minister had 
introduced a third grading, the senior hospital medical officer. 
Sir Hugh did not contest the division of speciali.sts into three 
grades. 

He was concerned, however, with the grading of individuals. 
Under the -Minister's regulations, specialists had to be placed 
in appropriate grades by the regional hospital board, or the 
board of governors in the case of a teaching hospital. That was 
done through the advice of a reviewing committee. If the 
specialist was dissatisfied with the grade in which he was placed 
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his only appeal was to the board whose reviewing committee 
had in fact appointed him. Whereas in the old days it might 
not have been a matter of vital importance what the specialist 
was called, to-day his whole career must depend on the grade 
in which he was placed. Sir Hugh did not say that the grading 
had been badly carried out or that there were a great number 
of mistakes. He contended that a great number of those graded 
felt they had not been properly judged in this matter. One 
reason for this, sense of injustice was that the grading had been 
done by the local board of the hospital to which the specialist 
was attached. The purpose of the amendment was to give a 
right of appeal to those who had a grievance. It proposed 
that the Minister should constitute a central committee to deal 
with the question of status. 

Lord Hinchingbrooke seconded the amendment. He said 
the Minister must be conscious of a great tide of complaints 
from consultants and specialists under the National Health 
Service relating to harsh treatment af the hands of regional 
hospital boards in having their status downgraded as the result 
of the Minister having varied the terms of the Spens Report. 
He had had a large number of cases brought to his attention 
from the provinces. In the first place the complaint was against 
the original assessment being made by men who had been 
described to him as “ superior persons in the medical fraternity 
who gravitated to the metropolis, men who are cut off by many 
years now from the knowledge of what kind of work is being 
done in the provinces." One communication had defined the 
selecting team of assessors on the Central Hospital Board as 
■' men who suffer from the belief that London in general and 
Harley Street in particular harbour all but the incompetent 
nonentities in the specialist branches of medicine.” Complaints 
were not uniform from all parts of the country. That showed 
that the treatment of the subject by the various regional hospi- 
tal boards varied considerably. Some bad initially graded too 
high and intended to downgrade in the interest of economy. 
Other regional hospital boards — he instanced the South-Western 
Metropolitan Regional Hospital Board — seemed to have down- 
graded almost everyone, but allowed certain cases on appeal. 
It was unsatisfactory that the boards should differ so sub- 
stantially in their methods. 

The Opposition contended that the appeal should be insti- 
tuted by the man who was downgraded and should lie to a 
different body altogether, but not to the Minister. Lord 
Hinchingbrooke cited the appeals open to Army officers who 
felt aggrieved at their standing. He said Mr. Bcvan had rushed 
into a national medical service on military lines, but had not 
devised the network of safeguards which the Services had been 
obliged to develop. Mr. Sevan would find a useful precedent 
in the Services. New machinery was imperative if the National 
Health Service was not to degenerate through disillusion and 
cynicism which was growing in the profession, especially 
among consultants and specialists who had been downgraded. 
Lord Hinchingbrooke added that the Opposition was not 
wedded to the actual form of the amendments. If Mr. Sevan 
would indicate the appropriate machinery that would be intro- 
duced into the Bill while it was before the House of Lords, 
Conservatives would be satisfied. 

Mr. Sevan said the amendment was maladroit. Section 14 
of the Act dealt with the appointment of persons who had 
already been qualified. It had nothing to do with their status. 
The amendment directed itself to the grading which had 
recently taken place of persons in the specialist class. People 
had assumed that because the regional hospital boards made 
•tppointments on the staffs of specialists they actually made the 
classification of specialists. That they did not do. There was 
no academic qu.ilification in the medical profession which 
corresponded to a hierarchical arrangement. He did not agree 
with the hierarchical conception in which the general practi- 
tioner was placed at the bottom. The first-class general practi- 
tioner was the cream of his profession. To say that any person 
h.id been downer.aded or upgraded in relation to whether he 
w.Ts further from or nearer to the status of a general practi- 
tioner would immedi.itclv poison the atmosphere. Since they 
h.!d to h.ne different scales of remuneration they had to have 
1 clas'ification The task of ensuring this had been enlnisted. 
in the ad\:ee of the medical profession, to a purely, profes- 


— — - — 

sional body. Thai was one of the defects in the amendm* ■ 
which suggested that after the doctors had been classifiet t 
their fellows they should appeal to the Minister. It ptonVo 
that a person should be examined first by the local mS'ti' 
professional committee, and, having a grievance against 
committee, he should appeal to the Central Professional Cca 
mittee and then appeal to the Ministry. 

Apple of Discord 

Mr. Bevan said his legal advisers told him there could K 
no other interpretation of the words in the. amendment. Tf.; 
Ministry would be the last court of appeal for delcrminaiiot 
of the professional status of a member of the medical profes- 
sion. He could not dream of doing that. The medical pro 
fession would be horrified if it thought that a lay Minister 
should be allowed to classify specialists in the profession 
They were not dealing with jurisprudence, but with the proper 
classification of a person in ■ the practice of his profession in 
the absence of objective data. To do that they had called into 
existence a local professional committee containing all the 
specialties about which classification was to be made. A' 
people were being classified on their craftsmanship, the motr 
immediate and precise the knowledge the more just the con- 
clusion was likely to be. Therefore a local committee did th 
classification. This was done for the first time in medial 
history and was bound to be empirical. Therefore the Govern- 
ment had decided that a further review should take place— » 
review, not an appeal. If a person wished to have his cast 
reviewed it could be referred to two persons outside the region 
who would bring fresh minds to bear. That was in process 
of taking place and it would be a disaster if Parliameni 
churned it all up again. Members might satisfy the small 
number of persons who wi.shed to appeal, but would dissatisfy 
a large number' of those who had been established. All those 
who were fitting themselves into their positions would fee! 
insecure. The whole of the findings of the local committee 
would be exposed to doubt. Further, the central committee 
would consist of the same type of people as the local com- 
mittee, but with less knowledge about the individuals con- 
cerned. It was inevitable that a lot of individuals should have 
a feeling about the sieve through which they had been passed, 
but a grievance was not necessarily entitlement to appeal. To 
throw this apple of discord into the arena would be resenlcd 
by the profession. 

Mr. Hogg remarked that Mr. Bevan had talked nonsense foi 
a great part of his speech. He was grateful to Mr. Bevan for 
having pointed out a drafting defect in the amendment, which 
had been put in the wrong place, since local hospital board‘ 
were concerned with appointments but not with classification 
The important practical question was how to e.xclude from 
the circle of specialists those with no qualification to call them 
selves such. The Minister was right to have entrusted tm 
question of classification to a local body, but what the Mimstei 
had failed to understand was that it was vital to have a smelt 
standard throughout the country, which could not be obiame 
fay the operations of a local man working alone. . 

Mr, Bevan intervened to say that the absence of an object"! 
test made uniformity impossible. The professional status c 
the individual in the conduct of his work constituted " 
entitlement. _ i, r v 

Mr. Hogg agreed (hat responsibility must lie, in the j' 
place, with the local committee. He thought the 
which followed was that a central professional body sM - 
supervise the work of the local committees. He did not t ' 
it impossible to deal with these matier.s on appeal, 
Professional Committee which was suggested would be a ^ 
ordinating body of practical men deciding cases on 
principles and evolving a code of practice which 

the desired uniformity. Mr. Hogg accepted Mr, , 

.[.ni V th-it tViprff should r. « 


ance that the Nfinister’s new proposal that there snouio 
review, with two added persons from outside, was accep " 
to those concerned. But the Minister had not ^ j.. it 
that it was not desirable for a purely professional bo 
overlook the work of the local coTirrittees, , 

Dr. Morgan said he had pleaded for years for a 
schf-ne by which specialists and the different grades i 
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profession could be recognized. The public was disinterested. 
People did not care a hoot who called himself a specialist. The 
Minister had that night been most conciliatory on this most 
difficult of all problems. He did not see why the Minister 
should be scared at taking the advice of a Central Professional 
Committee. There was in the profession and among the most 
competent specialists a great deal of dissatisfaction at the way 
things had gone so far. hfr. Messer had remarked that there 
had previously been no grading. Dr. Morgan said that many 
I man who failed to get bis F.R.C.S. did not fail altogether 
t from lack of learning. When he himself failed in the primary 
F.R.C.S. examination one of the examiners had pulled him 
aside and said, " You did not fail because you did not know 
the subject, but because you are too keen on socialist policy.” 
That might be changed now, because Labour had grown 
respectable. 

Mr. \yAi-TEit Elliot said the point under discussion was 
important and no political profit could be made from it by 
either side. Everyone had pointed out that there was no 
medical hierarchy, but one was being brought into being. The 
problem, therefore, was a new one. It would pass, once the 
hierarchy had been established. To classify persons whose 
qualifications were craftsmanship, competence, and behaviour 
was difficult. The responsibility of a layman was admitted 
m the case of the Home Secretary, who was a final court of 
appeal, or in that of the Secretary of State for Scotland, who 
made the final appointment to some of the greatest university 
chairs in Scotland. From all the arguments brought forward 
that night he thought that appeals to some body which was 
not the local body would be of great advantage. Nobody 
denied that a sense of grievance existed. He did not think 
Mr. Bevan bad dealt fully with the matter. 

The amendment was rejected by 241 to 97. Drafting amend- 
ments were made to give the local optical committee the same 
statutory position as the local medical, pharmaceutical, and 
dental committees. 

The Bill was then read a third time without further debate. 


Limiting N.H5. Lists 

Sir Er-vest GRAHXM-LtTTLE inquired on October 18 under 
what sanctions executive councils subjected medical practi- 
tioners in the National Health Service to a heavy tax upon 
their payments from the Service if they refused to undertake 
a large panel. 

Mr. Bevan replied that the regulations governing the 
lemuneration of general practitioners provided for the adjust- 
ment of remuneration in the ca.se of a practitioner *who was 
exempted from the liability of having persons assigned to him 
and was relieved of obligations for emergency nicht calls in 
respect of persons not on his lisL There was nothing to stop 
j practitioner limiting his list without applying for these 
exemptions. 

Appeal <0 the Mmister 

Sir Ernest Graham-Little also invited the Minister of 
Health to review bis refusal to modify decisions taken by 
executive councils, since the composition of these bodies was 
predominantly lay. 

Mr. Sevan answered that any person aggrieved by the deci- 
sion of an executive council on a case investigated by a Service 
Committee had a right of appeal to him under Regulation 7 of 
ihe National Health Service (Service Committees and Tribunal) 
Regulations, 1948 (Statutory Instruments, 1948, No. 507). The 
members of an executive council, excluding the chairman, were 
half professional and half lay. 

Hearings Before Medical Services Committee 

On October 20 Sir Ernest Graham-Little a.sked the Minister 
of Health why be refused the assistance of the Medical Defence 
Union to doctors who were accused'before the Medical Services 
Committee of professional negligence. 

Mr. Bevan replied that the regulations permitted a party 
lo an investigation by any service committee of an executive 
council to be assisted in the presentation of his case by some 


ExmsH 

Medical Iovksal 


' 995 


other person, provided that no person should be entitled, in 
the capacity of counsel, solicitor, or other paid advocate, to 
conduct the cap for any party by addressing the committee 
or examining witnesses. Mr. Bevan saw no reason to alter these 
arrangements. ' 

Contraceptives in Slot Machines 

Answering Sir Henry Morris-Jon-es on October 20, Mr. Ede 
announced he had given instructions for a model by-law to be 
drafted prohibiting the sale of contraceptives by means of auto- 
matic machines. This model by-law w'ould be circulated to all 
county and borough councils for their consideration, and if 
adopted would be subjea to confirmation by the Home Secre- 
tary. He had given most careful consideration to the question, 
and had come to the conclusion that the social mischiefs 
involved vvere so serious as to require immediate action. 

Sir Henry Morris-Jones said the whole nation would be 
relieved by the attitude which the Home Secretary had now 
adopted. He asked how soon the procedure would be com- 
pleted. as the exhibition of these machines was extending rapid!) 
all over the United Kingdom. 

Mr. Ede said he would see that the procedure was carried 
through with the utmost expedition. The reception given by the 
House to the question would show the activity of the public 
conscience in the matter. 

Mr. Eden asked why the Home Secretary preferred procedure 
by a model by-law and not by legislation. 

Mr. Ede said he held that the Government should make 
arrangement for enforcement by local means and thereby 
secure the active approval of the local authority to ensure 
the law would be enforced. Answering another inquiry. 
Mr. Ede said that there were no special machines for this 
purpose. 


Children's Hospitals. — Replying, on October 18, to Sir Ernest 
GRAHtM-LiTTLE, Mr. Bevan reported that no children's hospital had 
been closed since the coming into operation of the Nationa! Health 
Service. aUhnugh two were no longer used exclusively for children 
The total number of children's beds available had increased by 
1,278. The number of children's beds available in general hospitals 
was 16.449 and in special hospitals 23.302. 

Sickness Benefit Claims. — Mr. James GRitriTHS, answering Sii 
Waldron Smithers on October 18. said the steps taken to super- 
vise sickness benefits claims under the Na'ional Insurance .4cis were 
broadly the same as those followed by the approved societies under 
the old National Health Insurance scheme They included carefu' 
scrutiny of claims, sick s-isiiing in selected cases, and the use of the 
Regional Medical Service of the Health Departments to obtain 
second medical opinions in cases of doubt. 

Priority Milk . — Asked on October 19 what percentage of the mili. 
supply was going to persons with a doctor's priority certificate as 
compared with a year ago. Mr. Strachey said that last winter the 
percentage was 6 1. The Ministry of Food had not colieaed statistics 
for this winter yet. The minimum milk supply to hospitals was 
five pints per head per week. A supplier can sell to hospitals extra 
quantities beyond the minimum if he had any surplus after meeting 
the needs of domestic consumers. 

Speciacles. — Mr. Beva-n states that about 3,000,(X)0 pairs of spec- 
tacles were on order on September 1, 1949. He reports delays in 
supply of anything up to six months or so, although by no means all 
cases take as long as that. Betiei supplies are improving the position 
steadily, fn the years ended September I, 1943, and September 1. 
1949, 4.500.000 and 9.900,000 spectacles were ordered. 

Food~poisoning Outbreaks. — Mr. John Morrison asked on 
October 20 what was the total number of reported cases of food- 
poisoning in each of the years 1945 to 1948 as compared vrith 1935 
to 1938. Mr. Bevan said he had no information about the number 
of persons affected in each of these years. The following figures 
relate to the number of outbreaks reported. In the years from 1935 
to 1938: 137. 82. 94, and 156: and in 1945 to I94S: 422, 598, 765. 
and 964 respectfrely. 


The Ministry of Health has informed hospitak that posts for 
pharmacists in the basic grade (assistant pharmacists) may be 
advertised with the salary scale £425 x £25 — £525. A reduction 
of £25 will be made for every year below the age of 23. The 
Pharmaceutical Whitley Coundl is considering the remunera- 
tion of existing staff, and when agreement has been reached 
the terms will be made retrospective to July 5, 1949. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital Statistic.s 
in the British Isles during the week ended October 8. [No. 40 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for; fa) England and Wales (London included) (b) 
London (administrative county), (c) Scotland, (d) Eire, (e) Nonhem trcland, 
r t^ut'€S of Birth!* and BcathSf ond of Dffoths r^cord^d ttndcr onch inf^tiwus disease t 
sreal towns in England and Wales (including London), 
(administrative county), (c) The 16 principal towns m Scotland. 
<o> The 13 principal towns in Eire, (e) The 10 principal towns in Northern Ireland. 

A dash denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


Disease 

1949 

1948 (Corresponding Week) 

(a) 

(b) 

(0 

(d) > 

(c) 

(a) 

(b) 

(0 

(d) 

(e) 

Cerebrospinal fever 

37 

4 

16 

2 

1 

31 

2 

13 

1 

1 

Deaths 



— 







Diphtheria 

Deaths 

84 

11 

22 

4 

5 

112 

13 

45 

2 

16 

1 

Dysentery 

290 

16 

78 

— 

2 

84 

5 

88 


_ 

Deaths 








— 

— 

Encephalitis iethargica, 











acute 

1 

— 


— 

— 

1 

. 

. 



Deaths 



. 


— 




Erysipelas 



17 

8 

3 



22 

12 

3 

Deaths 


— 





— 


Infective enteritis or diar- 











rhoea under 2 years 




107 





46 


Deaths 

36 

2 

7 

9 

5 

25 

4 

8 

2 

— 

Measles* 

926 

28 

43 

75 

35 

4,061 

79 

73 

85 

104 

Deathsf 



— 

— * 

— 


— 



ophthalmia neonatorum 
Deaths 

31 

4 

3 

— 

I 

63 

7 

13 

— 

— 

Paratyphoid fever 

18 

— 

I (A) 
6(B) 

2(B) 

— 

13 

3 

KB) 

3(B) 

— 

Deaths 

- 

— 

— 

— 


— 

— 

— 

— 

Pneumonia, influenzal . . 

312 

15 

1 

— 

6 

421 

27 

.4 

2 

■ 

Deaths (from influ- 










enrall: 

7 

— 

— 

— 

— 

3 

— 

2 

*- 

1 

Pneumonia, primary . . 



133 

21 




170 

17 


Deaths 

137 

18 


7 

5 

140 

22 


5 

7 

Polio-encephalitis, acute 

34 

4 




7 





Deaths 


' 









Poliomyelitis, acute 

340 

49 

6 

3 

2 

79 

9 

2 

- 

t 

Deaths? 

17 

— 




6 

1 




Puerperal fever . . 



12 





8 


, - 

Deaths 











Puerperal pyrexia]! 

114 

19 

6 

1 

1 

111 

11 

4 

— 

— 

Deaths 


— 





— 




Relapsing fever 

— 

_ 



— 

- ■ 





Deaths 











Scarlet fever 

1,624 

1J4 

202 

99 

163 

1,273 

75 

248 

174 

38 

Dcathst 


— 



— 

— 

Smallpox 


— 

~zr 

— 

— 

- 


- 

- 

— 

Deaths 




-- 





— 

— 

Typhoid fever , . 

18 

2 

3 

1 

1 

18 

1 

■ 

12 

. 

Deaths 







— 

— 


— 

Typhus fever 













. 

— 

Deaths 




— 

— 




— 

— 

Whoopinc-couch* 

908 

~ii 

47 

26 

41 

2.073 

127! 64 

48 

13 

Deaths 

5 




• 

5 

— 


- I 

— 

Deaths (0-1 year) 

) 293 

23 

39 

22 

1 

259 

33 

38 

17 

9 

Deaths (excluding still' 











births 

Annual death rate fner 

4,124 

567 

529 

147 

112 

4,051 

638 

539 

157 

106 

1,000 persons living) 



10-6 

9-1 




10-9 

9-8 


Live births 

7,993 

1293 

976 

394 

235 

8,020 

1340 

jl024 

406 

252 

Annua! rate per 1,000 









persons hving 



19-6 

24-4 




120-7 

25-4 


Stillbirihs 

1 J77 

13 

28 



193 

19 

42 



Rate per 1.000 total 










births (including 
sttlibom) . . 

1 


2S 





39 




* Measles and v, hooping-cough are not notifiable in Scotland, and the returns 

approximation only. 

, Deaths from measles and scarlet fever for England and Wales, London 
(aomjnmrjiivc <^untyl. will no longer be published. 

♦ includes primary form for England and Wales, London (admmisiraih'c 
county), and Nonhem Ireland. 

5 The number of deaths from poliomyelitis and polio-encephalitis for England 
^ Eondon (administrative county), arc combined, 
i Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 

Poliomyelitis 

Notifications in the week ended October 15 were: polionbf- 
418 (340). polio-encephaiitis 45 (34). Figures for the pren7 
week are shown in parentheses. There has, therefore, bcsr i 
substantial rise, and it is clear that the curve is folimrir,- 3 
different trend from that of 1947. 

Multiple cases were reported from the following rotintirs- 
London 68 (53), Bedford 7 (5), Berkshire 4 (6), Budmehj-r 
2 (2). Chester 7 (5), Cornwall 6 (2), Cumberland 7 (1), Derby : 
(1), Devon 2 (3), Dorset 10 (7), Durham 4 (2), Essex 39 (iu 
Gloucester 21 (23), Hereford 3 (0), Hertford 1) (4), Hunfmedet 
5 (0). Kent 33 (22), Lancaster 32 (24), Leicester 10 (4), Lin.'s. 
Holland 9 (0), Middlesex 18 (30), Norfolk 8 (4), Northatnpto 
4 (4). Northumberland 3 (0). Nottingham 11 (8), Somerset 9 Ift 
Southampton 10 (4), Stafford 3.(1), East Suffolk 3 (4), Sum; 

14 (8), East Sussex 4 (2). West Sussex >2 (1), Warwick I6(!9i 
Wiltshire 8 (4), Ea.st Yorks 3 (2), North Yorks 3 (3), West Yoik 
48 (50), Glamorgan 4 (7). 

In the United States 33,144 cases of poliomyelitis had bee 
reported this year up, to October 1. The total for 194S v.ir 
27.908. For the first time since July 30 there are now ferret 
than 2,000 notifications a week. 

Discussion of Table 

In England and JVales there were increases in the notifieatioiu 
of scarlet fever 319, measles 146, and dysentery 127, with a 
decrease of 48 in the incidence of whooping-cough. Polio- 
myelitis and polio-encephalitis with increases of 9 and 8, respec- 
tively, reached the highest level of the present outbreak. 

The rise in the incidence of scarlet fever was chiefly in the 
northern section of the country *, the largest rise was in York- 
shire West Riding 59. The increased incidence of measles war 
due to a general increase in the northern counties; the onh 
rise in the south was in Dorset 35. 

Variations in the notifications of whooping-cough were small 
the largest being a rise of 39 in Yorkshire West Riding. Fht 
counties accounted for three-quarters of the total notificalioK 
of diphtheria; Lancashire 26 (Liverpool C.B. 14), London 11. 
Warwickshire 8. Cheshire 8, and Durham 8. 

Of the 18 cases of typhoid 7 were notified in Bedfordshire 
Biggleswade R.D. The increase in the notifications of 
dysentery was due to outbreaks in Lancashire, where 217 C3S6 
were notified (Ince in Makerfield U.D. Ill, Abram U.D. 5s, 
Hindley U.D. 28). The only other centres of dysentery of an; 
importance were London 16 (Kensington 10) and Bedfordshiic. 
Biggleswade R.D. 10. . . t 

In Scotland there were increases in the notifications 0. 
measles 16 and dysentery 10. The chief centres of dysenter; 
were Glasgow 41, Dundee 13, and Lanark county 10. a 
Lanark county, where 9 cases occurred in the preceding wee ■ 
4 more cases of paratyphoid B were notified. , , 

In Eire decreases were recorded in the notifications 
whooping-cough 40 and diarrhoea and enteritis 13. wraie 
increase of 24 was reported for measles. There was a 
of 25 in the notifications of diarrhoea and enteritis m . 
C.B., but a rise occuDcd in the remainder of the cosinto- • 
rise in the incidence of measles was contributed by wnie 
C.B., where the notifications rose from 24 to 42. 

In Northern Ireland there was a rise of 59 in the noti ca 
of scarlet fever, and there were decreases in the •‘’snoe 
whooping-cough 24 and measles 10. In Belfast t. 
notifications of scarlet fever increased by 46. 

Week Ending October 15 

Notifications of infectious diseases in England 
during the week included: scarlet fever 1,844, whooping - 
875, diphtheria 85, measles 992, acute pneumonia 
brospinal fever 29, dysentery 179, paratyphoid te 
typhoid fever 14. The notifications of acute ,^’1 j-j 

and acute polio-encephalitis, 45, reached a new 
were 78 and 1 1 respectively above the previous lugnes 
of this year. 
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fe 'Ai. 14 

For initial digitalisation or for nnamtenance, Digoxin 
produces the desired result quickly, safely and v/ith 
certainty. Being a single crystalline glycoside of definite 
composition and potency, it ensures a degree of 
accuracy unattainable v/ith digitalis leaf products. 
Orally. Digoxin is effective in a few hours ; intraven- 
ously, in a matter of minutes. It is particularly suitable 
for maintenance in the ambulant patient because the 
dose may be adjusted precisely, and risk of toxic 
effects is reduced, 'Tabloid' brand Digoxin, 0-25 mgm., 
for oral use; 'Wellcome' brand Sterile Alcoholic 
Solution of Digoxin (for the preparation of Injection 
of Digoxin). 





BURROUGHS WELLCOME 


DIGOXIN 



& CO. (THE V/ELLCOME FOUNDATION LTD LONDON 




Service i 


( WANDER ) 




A. WANDER . LTD. LONDON W.I 


Et C SG n B C tB Jjjg House of Wander continues to 
maintain its advanced position in pharmaceuticals and 
qualit>’ food products because strict standardization of all 
ingredients during manufacture is backed by constat 
control and research in its extensive Research Laboratories. 

En Quality The Wander research chemists 
have made important contributions in the fields of dietetics, 
nutrition and ^-itamins. Devottd constantly to the speciahzed 
studv of food research, their vide expfrience and up-to-date 
laboratory' facilities ensure that the quality* of Malt Extract 
and Cod Liver Oil {Wander) is of the highest obtainable 
standard — in fact, its \itamin content exceeds that of the 
analogous B,P. prtparation. 

The special consideration of physicians vhen prescribing a 
malt and oil preparation is that of Wtamin values. Compara- 
tive studies prove that to prescribe “ Wander Brand is to 
specify malt extract and cod liver oU of the finest possible 
quali^'. 

Mst the Service of Medidste 

Meticulous control and advanced laboiatorr- work maintain 
■ Wander ’ Brand in the forefront of its class. Moreover, 
rvith all its special advantages, ‘ Wander ’ Brand costs no 
more than some malt and oil preparations rvith a lower 
vitamin content. Hmf since its vitamin content ex eedsB.P. 
standards, it may be prescribed without restriction for therapeutic 
purposes on NJJ.S. scripts. 
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Concessionary Offer, 

TO MEMBERS OF THE 

MEDICAL 

PROFESSION 



THERMOSTATICALLY CONTROLLED 
FULLY GUARANTEED FOR ONE YEAR 

DENHAMS (NCH) LTD., makers of Norvic 
Electric Warming Pads and Blankets, take 
pleasure in announcing that they are able to 
repeat their last season’s Concessionary Offer to 
Members of the Medical Profession at even more 


advantageous prices : 


NORVIC 


Single-Heat Pads 

32/6 

Multi-Heat Pads 

44/6 

Single-Heat Blankets 

87/6 

Multi-Heat Blankets . . 

105/- 


AU prices include P. Tax and free delivery by 
Registered Parcel Post. 


To assist in prompt execution of }mur order please 
write name and address clearly in block letters. 

"ic . Please note that the above 
offer only applies if order is 
passed directlj' to the makers 


DEMHAMS (NCH) LTD. 

TOOr^ORDEN, LANCS. 

Illustrated leaflet on application 



for prolonged ! 
local 

medication 

\ 


Penicillin Chewing Gum A&H 
presents penicillin incorporated in a 
base predominantly mint-flavoured and 
designed to maintain the potency of 
the medicament. : 

When chewed slowly it provides an 
effective concentration of penicillin in 
the mouth for three to four hours. 

It is thus the preparation of clioiee in 
the treatment of Vincent’s infeclion, 
tonsillitis and other infections due to 
peniJliin-sensitive organisms within the 
buccal cavity. 

PENICILLIN 
CHEWING GUM A&H 

In packets of six pieces, each piece containing 
5,000 i.u. penicillin (calcium salt). 




A Dietary Supplement^ 
for Invalids ^ ” 


Invalids who have to live on a restricted diet 
for prolonged periods are sometimes unable to 
take sufficient quantities of the foods containing 
vitamins of the B complex ; a shortage of these 
vitamins, may, therefore, ensue. 

in such cases Marmite, which contains essential, 
naturally-occurring vitamins of the Bj group, 
is often prescribed to make up for a suspected 
deficiency of these vitamins. Moreover, 
Marmite stimulates the appetite and can 
easily be given as a pleasant drink made with 
hot milk or water. 



yeast extract 

Jirs : l-oi. 8d..2-oi. I/I. d-oz. 2/-, 8-oi. 3/3, l6-oi.'5/9 
Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 
literature on requert 

THE MARMITE FOOD EXTRACT CO., LTD. 

35, Sc«thlne Lane, London, E.C.3 
-4911 1_ 
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Medical News 


Ilonorarj’ F.A.C.S. 

Sir James Learmonth, Professor of Surgery at Edinburgh 
University, has been made an Honorary Fellow of the American 
College of Surgeons. The ceremony was performed at the end 
of the 35th Congress of the College. 

British Trust for Social Studies 
The purpose of this Trust is to encourage social research of 
^cientific and practical importance by making small grants for 
particular projects. The recipient of a grant will be expected 

10 produce within an agreed period a paper of 5-7,000 words 
setting out the results of the research in a way that can be 
understood by intelligent non-technical readers. The material 
presented must be original or based on sources not readily 
iccessible to such readers. The papers so produced will be at 
the disposition of the Trust for publication, but any payment 
accruing from publication will be remitted to the author of the 
paper. Importance is attached to the style of presentation, the 
need for lucidity of expression, and the avoidance of unneces- 
sary technical terms or mathematical refinements. Applicants 
■nust submit a specimen of their written work, published or 
unpublished. Grants will not normally be made to those who 
can carry out the research in the course of their regular work ; 
they are intended to help the freelance investigator and those 
who are well placed for social observation but who would have 
to work up the material in their spare time. Grants will be 

I for not less than £20. Application forms may be obtained (by 
post only) from Miss Marion Nuttall, Secretary, British Trust 
for Social Studies, 16, Queen Anne’s Gate, London, S.W.l. 

Royal College of Obstetricians and Gynaecologists 
The Royal College of Obstetridans and Gynaecologists has 
; trranged postgraduate courses of advanced lectures for those 

' studying the special practice of obstetrics and gynaecology 

to be given in the College House (58, Queen Anne Street, 
London. W.) on November 4 and 5, and November 18 and 
19. The lectures have been arranged as follows : first course, 
Friday. November 4, 12 noon, Mr. Leslie Williams, “ Posl- 
^ operative Venous Thrombosis ” ; 3 p.m.. Professor J, F. 
Cunningham, “Secondary Abdominal Pregnancy"; 5 p.m.. 
Mr. John Howkins, “ Mayo's Vaginal Hysterectomy in the 
Treatment of Prolapse ” ; Saturday, November 5, 9.45 a.m.. 
Dr. Graham M. Bull, “Treatment of Anuria"; 11.30 a.m.. 
Mr. D. H. MacLeod, "Endometriosis.” Second course, Friday, 
- November 18, 12 noon. Dr. A. Rae Gilchrist “Heart Disease 
in Pregnancy”; 3 p.m., Mr. Hugh C. McLaren, "The Meno- 
pause ” ; 5 p.m.. Sir William Gilliatt, Miss Josephine Barnes, 
and Mr. J, A, Stallworthy, “Any Questions?”; Saturday, 
November 19. 9.45 a.m., Mr. Stanley A. Way, “Advances in 
the Treatment of Carcinoma of the Female Genital Tract”; 

11 .30 a.m.. Professor C. H. G. Macafee, “ Hydramnios.” The 
,■ fees are : course of ten lectures, £3 3s. ; one week-end course, 
U November 4 and 5, or November 18 and 19. £2 2s.; single 
^ :ecture, 10s. 6d. Tickets, svithout which there is no admission, 

, 4 re obtainable from the secretary. 

J'" International Health Control 

The Public Health Committee of the Brussels Treaty Per- 
manent Commission, which includes representatives of Britain, 
Belgium, France, Holland, and Luxembourg, held its fourth 
, session in Luxembourg on October 11-13. The committee 
I decided on January 1, 1950, as the date by which regulations 
' should be pul into force to enable the five countries to be 
treated as a single territory for the public health control of sea 
‘ and air traffic. 

~ Correction of Medical Register 

’ Voting papers for the forthcoming election of one member 
of the Genera! Medical Council to represent the registered 
medical practitioners resident in England were issued on 
j'' October 25 to all practitioners having registered addresses in 


England. The authorities of the" Council would be glad if any 
such practitioner who has not received a voting paper would 
communicate immediately with the office of the Council (44, 
Haliam Street, London, W.l), whether or not he proposes to 
vote in the election, in order to ascertain that his address is 
correctly entered in the Medical Register. 

Special Diets for Invalids 

The Ministry of Food announces that patients suffering from 
acute or convalescent sleatorrhoea (including coehac disease 
and tropica! sprue) who are entitled to half-cream National 
dried milk may, if they svish, take half-cream proprietary 
infant milk food instead. The maximum allowance remains at 
one tin a week. 

Photographic Exhibition at Bristol 

The exhibition of medical photography held by the Medical 
Group of the Royal Photographic Society in Jul> in London has 
been transferred to the Royal Infirmary, Bristol, where it will 
be on view from October 31 to November 12 from 10 ajn. to 
5 p.m.. and on Saturdays from 10 a.m. to 1 p.m. The exhibi- 
tion was reviewed in the Journal of July 9 <p, 93), The object 
of the Medical Group, whose chairman is Sir Cecil Wakeley. 
P.R.C.S., is to promote the use and advancement of photo- 
graphy in all branches of medical science. The exhibition is 
being held at Bristol under the auspices of Professor Milnes- 
Walker. 

The Osier Club 

A meeting of the Osier Club was held on October 2] at the 
Wellcome Research institution. London, through the courtesy 
of Dr. C. H. Kellaway, F.R.S., Director of the Institution. A 
paper on “Jenner — Author and Letter Writer” was read by 
Mr. W. R. Le Fanu, librarian of the Royal College of Surgeons. 
Jenner considered himself a dilatory letter-writer, but Mr. Le 
Fanu was able to quote from a number of his letters showing 
how keen were his powers of observation as a naturalist and 
bow delightful his style in describing minutely what he observed. 
After the publication of the Inquiry in 1798 Jenner had written 
five successive pamphlets recording subsequent experiments and 
improvements in technique and explaining the apparent failure 
of vaccination in some cases. Professor G. S. WIson. of the 
Public Health Laboratory Service, spoke of the effect of 
Jennet’s work on subsequent developments in preventive medi- 
cine, The importance of controlling the spread of infection 
had been understood long before the causative agent was dis- 
covered, Pasteur’s realization of the mechanism of vaccination 
had led him to work on chicken cholera and anthrax and to the 
establishment of the principle that the pathogenic properties of 
a virus could be attenuated. Professor Wilson mentioned the 
doubts which have arisen in recent years about the efficacy 
of vaccines in certain infectious diseases, and he emphasized 
the need for full-scale field trials of B.C.G. Vaccination was 
not something to be accepted in every disease just because it 
had proved so successful in the case of smallpox. Jenner had 
been fortunate in having discovered a perfectly attenuated virus. 
Dr. E. A, Underwood, Director of the Wellcome Historical 
Medical Museum, pointed out that Jenner's work had a scien- 
tific background. He was not the discoverer of vaccination — 
others bad preceded him — but he bad started out with the 
intention of establishing a permanent working principle, based 
upon experiment. He had appreciated that protection could be 
passed on from one to another. Dr. Underwood briefly 
described the Wellcome Historical Medical Library, which was 
then opened for inspection. Among the books exhibited were 
a collection of mediaeval manuscripts, books on the Great 
Plague of 1665, and some early herbals. Harvey’s De Motu 
Cordis, 1628. was displayed beside a well-.printed Russian 
translation of the same work published by the Soviet Academy 
of Science as recently as 1948. 

Wins 

Dr. Henry Richard Belcher Hickman, for many years lecturer 
in physiology at Bristol University, left £25.135. Dr. George 
Edward W'alker Henderson, formerly of Scone. Perthshire, left 
£17,317. Dr. Robert Gordon Strance, of Hampstead. N.W.3, 
left £24,992. 
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COMING EVENTS 

University College Hospital 

The annual meeting of University College Hospital will 
be held at University College Hospital Medical School, Uni- 
versity Street, London, W.C., on Tuesday, November 1, at 
5.30 p.m., when the chairman of the board of governors, 
Major-General Sir Harold Wernher, will present the annual 
report of the activities of the hospital, including St. Pancras 
Hospital and the Hospital for Tropical Diseases. Members of 
the public are invited to attend the meeting. 

Royal London Homoeopathic Hospital ' 

A reception to commemorate the centenary of the Royal 
London Homoeopathic Hospital will be held in the Great 
Hall, B.M.A. House, Tavistock Square, London, W.C., on 
Wednesday, November 2, at 8.30 p.m. 

Electronic Instruments 

A symposium on electronic instruments in research and 
industry will be held by the Scientific Instrument Manufacturers 
Association on November 2-4 at the Examination Hall, 8-11, 
Queen Square, London, W.C.l. Particulars may be obtained 
from the association at 17, Princes Gate, London, S.W.7. 

•Maudsley Lecture 

The twenty-fourth Maudsley Lecture will be delivered by 
Dr. W. Grey Walter before the Royal Medico-Psychological 
Association at the Royal Society, of Medicine, Barnes Hall, 
1, Wimpole Street, London, W., on Thursday, November 3, at 
2.15 p.m. His subject is “The Function of Electric Rhythms 
in the Brain.” Psychiatrists and other medical practitioners, 
psychologists, and members of the legal profession, teachers, 
and students, and all interested are invited to attend the' lecture. 
Admission is without ticket. 


Beven, and Mr. Alistair Gunn. There will also be a demcr- 
stration of mass miniature radiography films. The clinia! 
meeting will be followed by the anpual general meetinc ji 
3 p.m. ^ 

Psj'chological Films 

The Scientific Film Association will hold a symposium on 
“ Problems in Making Psychological Films ’’ at the Wellcomt 
Foundation Institute, 183, Euston Road, London, N.W.I, os 
November 16 at 7 p.m. Colonel B. Ungerson will be in' tht 
chair. Admission will be by ticket only, which can be obtainec 
from the association at 4, Great Russell Street, London, W.C.l 

Empire Rheumatism Council 
The Empire Rheumatism Council has arranged an autumn 
week-end postgraduate course to be held at the Apolhecarie.<' 
Hall, Blackfriars Lane, Queen Victoria Street, London, E.C., on 
Friday, Saturday, and Sunday, November 18, 19, and 20, with 
the following programme ; November 18, 4.30 p.m., Dr.W.S.C. 
Copeman, “ Recent Advances in the Treatment of the Rheu- 
matic Diseases”; 5.30 p.m.. Dr. G. D. Keisley, “G*nl.’' 
November 19, 10 a.m.. Dr. F. Dudley Hart, “Spondylitis”; 
11.15 a.m.. Dr. H. J. Gibson, “Pathology of the Rheumatu 
Diseases ” ; 2 p.m., Dr. E. G. L. Bywaters, “ Juvenile Rheu- 
matism ” ; 3 p.m.,' Dr. W. S. Tegner, “ Rheumatoid Arthritis- 
Recent Developments”; 4.30 p.m.. Dr. Oswald Savage, “Non- 
articular Rheumatism.” November 20, 10 a.m.. Dr. Hugh 
Burt, “ Physical Methods in the Treatment of the Rheumatic 
Diseases”; 11.15 a.m., Mr. W. D. Coltart, “ Orthopaedic Aspects 
of the Rheumatic Diseases.” The fee for the course is £2 2$.. 
and entries (limited to 100) must reach the general secretary of 
the council, Tavistock House North, Tavistock Square, London. 
W.C.l, at least one week before the course opens. 


Welsh Region Consultants and Specialists 
The annual meeting of all the con sultants and specialists in 
the Welsh Hospital Region will br.- held at the Cardiff Royal 
Infirmary on Sunday, November 6, at 2.30 p.m. The main 
business of the meeting will be to consider the report of the 
honorary secretary on the actry,-ties of the regional committee 
for the past year and the rei^oft of the representatives of the 
committee on the Central Consultants and Specialists Com- 
mittee. The meeting Nvill re-elect the regional committee 
for the ensuing year. 

Conference on Health T^/jucafion 
The Central Council t Health Education will hold a con- 
ference at the Centra .]' Westminster, London, S.W.I, on 
November 8-9. It wi' ^ opened by Lord Woolton, president of 
the Central Council, -'and will be on the objects and methods of 
health education. T;f,e conference fee is 21s., and information 
may be obtained ftf^m {f,g Central Council at Tavistock House, 
.Tavistock Square, -Xondon, W.C.L 

d of Hospita' ]' Librarians 

tie Guild of y^ospital Librarians will hold a conference 
The Host .,;,g| Librarian in the Children’s Ward ” at 
Lhaucer House ^ \falet Place. London. W.C.l, on November 9 
at 2..i0 p.m, Dr._ Leiilia Fairfield will be in the chair. Particu- 
lars may be ob jained from the honorary secretary of the guild 
at the Central Library, Bexleyheath, Kent. 

I-ewLham Hos;p;,g, Group 

The Lewishs.jra Group Hospital Management Committee will 
hold a mcetirjg gj Lewisham Hospital on November 11 at 
7 jO p.m. to <raake public the activities of the group. The 
chairman will » describe the group’s work during the period 
July 5 to Dec^raber 31, 1948, and there will be opportunity 
for questions a''^ad discussion. 

S.E. Mctropolita\„ Regional Tuberculosis Society 

A general mee^^-f,g of the South-East Metropolitan -Regional 
1 uberculosis SociXjy ^yJ]] be held at Grove Park Hospital, 
< Larvels Lane, Lee)^ S.E., on November 12, at 10 for 10,30 
a.m., when papers w^n be read by Dr. M. N. Naglcy, Dr. G. 


SOCIETIES AND LECTURES 


Monday ' 

London University. — At University College (Chemistry Tlieaiie). 
Gower Street, London, W.C., October 31, 5.15 p.rn., Thr 
Chemistry of the Transuranics and Other Newly UiscoYetio 
Elements," by Professor H. J. Emeleus, F.R.S. 

London University. — At Westminster Medical School (Mcycrstein 
Lecture Theatre), Horseferry Road, London, S.W., Odober 3i. 
5.30 p.m.," The Indispensability of Biologically Labile hitth)- 
Groups in the Diet and Transmethylation," .hy Professor v. or 
Vigneaud (Cornell University Medical College). 

University College, Gower Street, London, W.C.— wooer 
4.45 p.m., " Technique and Applications of Tissue Culture, o. 
Dr. Charity Waymouth. 

Tuesday 


Doncaster Medical Society. — At Parkinson’s CaK, Doncaster. 
November 1, " Puerperal Fever" by Dr. W. Lomax, preceded o. 
dinner at 7.45 for 8 p.m. Joint meeting with Doncaster Divisio - 

Institute of • Dermatology, 5, Lisle Street, Leicester Squa't 
London, W.C.— November 1, 5 pan., "Arsenic and the ism 
by Dr. W. J. O'Donovan. . t n nn->d 

Institute of Laryngology and Otology, 330, Gray s mn iw- 
London, W.C.— November I, 2.15 pan., " The Respirator}’ 
in Infectious Diseases." by Dr. E. H. R. Harries. 


Wednesday 

London County Medical Society. — At Whittington Hospital, Higl' 
gate Hill, N., November 2, 3 p.m., clinical meeting, 

London University. — At Westminster Medical S^oo! (Me)^ , 
Lecture Thea're), Horseferry Road, London, S.W., Novemw j-, 
5.30 p.m., "The Indispensability of Biologicaiiy Labile 
Groups in the Diet and Transmethylation," by Professor 
Vigneaud (Cornell University Medical College). o-ritird 

Royal Institute of Public Health and Hygiene, 28, ron ■ 
Place, London, W. — ^November 2, 3.30 p.m., " The 
Food for Human Consumption," by Dr. A. G. G. JnomPW • 
Royal Microscopical Society, B.M.A. House, Tasnstock M - 
London, W.C. — November 2, 6 p.m., meeting of Biological 
“ Inexpensive Phase Microscopy," by Dr. G. A. Hamson a 
M. G. L. Curiies. „ ^ nW- 

SociAL Psychotherapy Centre, 7, Fellows Road, London, i 
November 2, 5 p.m., “ Instructional Group Psychotherapy, • 

Dr. E. N. Snowden, , n„rl!ndcr 

Society of Public Analysts. — A t Chemical Soac.y, ““‘'j-L-i 
House, Piccadilly, London. W., November 2, 6.45 P-");* 
meeting. " Some Recent Advances in Water C. P 

comributions on this subject by Messrs. J. H. Hamenw. • ^ 
Taylor, Roy C. Hoathcr, G. U. Houghton, and J. E. 

A discussion will follow. 
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Thnrsdaj* 

Faculty of Homoeopathy. — Ae Royal London Homoeopathic 
Hospital, Great Ormond Street, London. W.C., November 3, 
5 p.m., Homoeopathic Experiences at Home and Abroad** by 
Dr. Q. Murid F. Adams. 

Hqsymas GtLLESPJE LtCTvmE. — At Anatomy TVieatrc, University 
New BuildinEs, Tcvioi Place, Edinburgh, November 3. 5 p.m., 
“ G.PJ.: Its Jtivaiih and Senile Types," by Dr. R. M. Stewart. 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — November 3, 5 p.m., " Nutritional Diiorder^ ojf 
the Skin," by Dr. B. Russell. 

Institute of Uaryngology and Otology, 330. Gray’s Inn Road, 
London, W’.C. — ^November 3, 2.15 p m,, ** The Surgical Treatment 
oj Otosclerosis" by Dr. I. Simson Hall. 

LONtX)N Untnersity.— A t Royal Society of NTedidne, 1, Wimpolc 
Street, London, W„ November 3, 5 p.m., '' Tonsillar Fimction: 
A Rn-iew of the Evidence" Semon Lecture by Mr. A. Jf. Wrighi 
(University of Bristol). 

Royal ’* ' ■ ■ * ■ r- "n. — At Royal Soriciy of 

Medic ■ ■ . > - London, \V.. November 

3, 2.1 t • Rhvthms in the Brain" 

24th Mauusiey Lecture oy Dr. \v Ciiey Walter. 

SociETT* FOR Cultural ReLAXtoNS with the U.S.S.R. — At University 
of London Institute of Education. Malct Street. W.C., November 
3, 7.30 p.m., Pa\'tov. Scientist and ^fan: Hh Place in the History 
oj Civilization," by Mr. 3. G. CrowTher. 

St George’s Hospital Medical School, Hyde Park Comer, 
London, S.W. — November 3, 430 p.m., lecture-demonstration : 

Neurology," by Dr. A. Feiling. 

Wrexham and District Clinical Society. — At Wimnstay Hotel, 
Wrexham, November 3, *' Some Reflections front an Allergy 
Chnie,” by Dr. CjTil Oarke. Preceded by dinner at 7.30 p.m. 

Friday 

SUiDA Vale Hospital for Nervous Diseases Medical School. 
Maida Vale. London, W,— -November 4. 5 p.m., clinical demonsira- 
uon by Dr. Russell Brain, 

Royal Institlt^ion, 21, Albemarle Street, London, W. — November 4. 
9 p.m. “ Dimeniionj of Animals and their Sfuscufar 
Dynartucs" by Professor A. V. Hill, F-R.S. 

Royal iN^TiruTE of Philo.sophy, 14, Gordon Square, London, 
WC — N'’o>ember 4, 5.15 p.m., "Neutral bfonism and (he 
Philosophy of Nature," by Professor H. H. Price. 

Royal Medical Society, 7, Melbourne Place, Edinburgh. — 
NoAember 4, 8 p.m., " The Aetiology and Treatment of Ukerative 
Coitus." by Mr. C. W. Mercer, 

Society' of Anaesthetists of South Wales.— At Park Hotel, 
Cardiff. November 4, 7 p.m., dinner-meeting. Address by Dr. 
John Gillies. 

Univ'er^ity College, Gower Street, London, W.C. — November 4, 
5.15 p m . “ Trnn5mi5Ji'on of Excitation in Ner\'e and Muscle," by 
Dr. Bernhard Katz. 

Satorfay 

iNSTiTVTt OF LaRY'ngoloov A?fD Otologv, 330, Gray's Inn Road. 
London. W C. — November 5, M.15 a.m.. " Examination and Treat- 
meat of Children, particularly those of School Age" by Mr. Henry 
Fors-er. 

IssTiTUTF OF OBSTETRICS AND GYNAECOLOGY. — At Postgraduate 
Medical School of London, Ducane Road, W., November 5, 
il am, "Puerperal Infection" by Dr. A. W. Ramsay. 

York Medical society. — At 17, Sionegate, York, November 5, 
8.30 pm., "Some Diseases of the Skin of Interest to General 
Practitioners," by Dr. H. W. Barber. 

APPOnVTMENTS 

Lord Nathan of Churt has been appointed a Crown Represcnia- 

uve on the General Medical Coundl. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Xnderwiu — On Oaober 13. 1949. to Doris Twiddy. S R.N.. wife 

ol Dr G. Andcr'on. 192. Hawthorn Road. BiTaingfiain. 220., a son 

Clendi.— On Ociobit 8. 1949, ai the' Queen Dizabeih Hnspiiat. Bvrminjtham. 
ID Dr Peart Blench (nde Evans) and Or. AiheRtan Blench a daushtcr 

Borchni.— O'l Oaober 19, 1949. to Mrs. K. Burchill (nde Bifkbead), wife of 
0r K. BurchjJl. 152, Voorsidc Road, DaNYhulrae. Manchester, a daugbier. 

Clenjents,— On October 14. 1949. lo Mcean. wite ot Dr M, W. Clements, 
149 Wanrick Read. Kenilworth, a son. 

Gtddlt. — On October 9. J949. at Rubtslaw Nuning Home. Aberdeen, to 
Margaret (ni5e wiTe of Dr. John M. Geddie. a daughter. 

Markowe, — On Oaober 15. 1949. at Garrett Anderson Maternity Home, to 
Helen (Die 'Tcfl). vnSe of Morris Markowe. M.D., a daughter — Lesley. 

MARRIAGE 

Scott— -Wllsotj. — On Oaober 1. 1949. at All Saints (Church, Gosfonb, Mcwcasile- 
tJpon-Tyne. Cedric Maihieson Scon MB. B S , ol Hartlepool, to Gwesxfolint 
I>oriord Wilson of Fawdon Park, Newcastle-upon-Tyne. 

DEATHS 

Casddy. — On Oaober 22, 1949. at 42. Montago Sauare. London. W., 
Sir Maurice Alan CasaJdy. G C V.O.. C-B.. M D,. F R C P, 

HawtboTCe. — On October 24. 1949. at 113. New Church R^ad Hove. CTharles 
Oliver Hawthorne. M.D.. D.Sc., LL.D., F.R.C.P.. late of 6i, Harley Street. 
London. W. 

Woods. — On October 23. 1949. at 5, Albert Terrace, Douglas, Isle of Man. 
(ionel Dudley Woods. O.B.E., L R.C.P.iS.L. aged 63. 


Any Questions ? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should he typed. U'c publish here a selection of those 
questions and answers which seem to be of general interest. 

Amphetamine Salphate 

Q. — (a) What are the lo.sic effects of ampitetamine stdphaie ’ 
Can these arise with normal dosage ? A re any risks associated 
with long-cominued use of moderate doses ? (6) is amphet- 

amine sulphate desirable as a slimming agent ? Is it better or 
safer than thyroid ? Should not all slimming be done by the 
control of intake of food alone ? 

A. — (a) The common toxic effects ot amphetamine sulphate 
are: restlessness, insomnia, and irritability; palpitation, extra- 
systoles. and rarely a persistent rise in blood pressure ; dryness 
of the mouth, anorexia, and flatulence. These symptoms may 
be experienced to a mild extent, even with moderate dosage, 
by some individuals who are peculiarly sensitive to the drug, 
but subside as soon as it is withdraws n. There is little risk 
associated with long-continued administration of moderate 
doses. The danger of inducing or aggravating hypertension 
by its use is very sfighi, though the drug shoufd probably be 
avoided by hypertensive subjects and by those suffering from 
coronary disease and cardiac arrhythmias. A very few unstable 
individuals who have experienced the euphoria which amphet- 
amine induces may be tempted to increase the dose and thus 
develop an addiction with chronic hyperexcitability alternating 
with melancholia. As tolerance and severe craving are not 
features of ’the addiction, withdrawal is easy. The usual dose 
in the treatment of obesity is 5 mg. three times a day before 
meals, but if the last dose is taken later than 4 pm. sleepless- 
ness may result. 

(6) Amphetamine and thyroid act quite differently in assisting 
weight-reduction; the former diminishes the desire for food 
and so helps a patient to avoid eating more than has been 
prescribed ; the latter stimulates metabolism and thus increases 
the rate of combustion of food. Neither is dangerous if it is 
properly prescribed and the patient is supervised while taking 
it. The evil effects of overdosage with thyroid are more serious 
than those produced by overdasage with amphetamine, and 
last longer after, withdrawal of the drug. The majority of people 
lose weight satisfactorily on a sub-caloric diet alone without 
the need to prescribe either drug, which should never be used 
as a substitute but only as an adjuvant to dieting. Properly 
employed, however, both drugs may be valuable in certain 
cases. Amphetamine may be useful, particularly in the early 
stages of treatment, for patients who complain of extreme 
hunger and depression as the result of a low-calorie diet : 
whereas thyroid is more valuable in the later stages of treat- 
ment, when the weight loss due to careful dieting may become 
unduly slow owing to the reduction in metabolic rate which 
invariably occurs on low-calone intakes, and which is shown 
in its greatest degree in the completely fasting individual. 

Chemical Sympathectomy 

Q, — What exactly is " chemical sympathectomy" .’ To svhat 
extent and in what kind of cases can it replace surgical sympa- 
thectomy ? Does it ever provide a form of therapeutic test 
which would indicate the need for sympathectomy f 

A. — Sympathetic nerve impulses may be temporarily inter- 
rupted, either locally by procaine injection of the ganglia and 
nerve trunks or, generally, by systemic administration of auto- 
nomic ganglion blocking agents such as letraethylamraonium 
bromide. In peripheral vascular thrombosis or embolus, sympa- 
thetic nerve block, by releasing vascular tone in the collateral 
circulation, may prove a valuable adjunct in conservative treat- 
ment. By similar vasodilator action, procaine block gives an 
indication of the benefit to be expected from surgical sympa- 
thectomy in such diseases as thrombo-angiitis obliterans, the 
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response being poor when the obstruction is largely organic 
and involves the whole vascular tree. In the sympathetic 
dystrophies, such as causaigia -and painful phantom limb, 
dramatic relief of pain may follow procaine block, the bene- 
ficial effect long outlasting the period of chemical action. -For 
details of injection technique the larger works must be con- 
sulted, and it is advisable to practise first, on the cadaver, using 
coloured injection solutions, since sympathetic trunks lie in 
contact with several vital structures. 

In assessing the probable response of the hypertensive patient 
to sympathectomy, the “sodium amytal ” sedation test is prefer- 
able to any measure more directly airned at interference with 
sympathetic activity. When the aim of treatment is interrup- 
tion of the renal shunt mechanism as in the management of 
some cases of anuria, spinal analgesia Is probably the easiest 
method of producing temporary bilateral sympathetic denerva- 
tion of the kidneys. Tetraethylammonium bromide can be 
given intramuscularly to bed patients only and blocks all auto- 
nomic ganglia. It produces, amongst other effects, postural 
hypotension. Good results are claimed for its use in Buerger’s 
disease and causaigia, and it has been used with some success 
in the treatment of pre-eclamptic toxaemia of pregnancy. Work 
in this field, however, must still be regarded as being in the 
experimental phase. 

Breathing through a Closed-circuit Apparatus 

Q . — The use of the closed circuit and absorption of carbon 
dioxide entails gross interference with the normal mixture of 
gases in the pulmonary alveoli. Is this harmful ? What are 
the subjective sensations when the closed'circuit atmosphere 
without any anaesthetic agent is breathed for, say, an hour ? 

A. — So long as the patient breathes spontaneously, the use 
of an efficient closed-circuit apparatus entails no “gross inter- 
ference with the normal mixture of gases” in the alveoli. In 
fact, this method reproduces conditions of normal respiration 
more faithfully than any other form of administration. Since 
practically all the exhaled carbon dioxide is removed, the 
inspiration contains only the minutest quantity of this gas, as 
is the case in normal life. Resistance to breathing in a well- 
designed apparatus should be so small as to have no observable 
effect. 

In order to answer the last part of the question the writer 
himself breathed from a Coxeter-Mushin absorber for an hour. 
A colleague made frequent observations of the pulse rate, the 
character of respiration, and the colour and condition of the 
skin. The only subjective symptoms were the discomfort of 
the mask pressure on the face (necessary to obviate leakage), 
the initially unpleasant smell of rubber, a slight but not un- 
comfortable sense of warmth, and a sense of great boredom 
during the proceedings. The pulse remained steady at 60, 'and 
the respirations were rather shallow with an occasional deep 
breath. At the end of the experiment no after-effects whatever 
were observed, normal activities being immediately resumed. 


Cord Round the Neck 

Q.— ,4 woman aged 29 was delivered of a srillbotn efiilj , 
full term. Death was apparently due to the cord being loon 
three times round the neck. The patient is now pregnant agao 
Is there a greater liability than in other cases of the ssn^, 
complication occurring ? 

_ A.^-Cord round the neck which, as the head descend- 
tightens to such an extent as to interfere with foetal circula 
tion can certainly cause stillbirth. It is, however, a rare camt 
of foetal death and a chance occurrence which is not specialli 
liable to recur in any one case. If other causes for the stillbinl 
have been excluded the patient can be reassured. 

Pruritus ^ 

Q . — Is there any treatment for severe pruritus of the scalp ’’ 
The itching is worst after the patient has been in bed half a. 
hour and on rising in the morning. The scalp is clean and jrrr 
from rash or parasites, nits, or swollen glands. 

A. — In the absence of general vascular or metabolic disease, 
pruritus capitis, like pruritus ani, is generally nervous in origin . 
Perchloride of mercury (1 in 1,0(X)) in spirit and water tviif 
fractional doses of x rays locally, and phenobarbitone I to }gi 
(16 to 32 mg.) internally, are suggested. Rubbing and scratch 
ing and vigorous treatments are to be avoided. Gentle washing 
once or twice a week should be sufficient to keep the scalp 
clean. 

NOTES AND COMMENTS 

Glasses in Myopia. — Dr. D. Priesti-EY Smith (Birminghami 
writes; I am glad to see what Mr. A. Seymour Philps says (Octobci 
8, p. 824). After many years of ophthalmic practice I am sali> 
Bed that in myopes of moderate degree glasses are needed only fw 
the definition which they give at the time: that is to say, glasses do 
not prevent myopia from increasing, and there is no need, on ths; 
score, for them to be worn ail the time. Many boys and girls onl; 
need them' in the class-room so as to read the blackboard. Oihen 
choose to keep them on all day so as not to miss the details of the 
world around them. But, as regards the welfare of the eyes, it doe> 
not matter which they do. In high myopia the question docs nw 
arise, for the patient cannot do anything without his glasses. 

Threadnorms in Infants. — Dr. W. R. Cole (Bristol) writes; You' 
answer in “ Any Questions ? ” (September 17, p. 661) on liealmte 
of threadworms, wherein you advise even hospital admission in ordci 
to administer the gentian ■violet capsules, would hardly be w'd 
received fay those responsible for allotting hospital beds. Trcatiof 
this condition in my own critical household, I successfully deceiveb 
the young patient (who had already bilt|n one, and so tasted and 
seen the rather frightening result) by concealing the capsule m i 
soft-centred sweet. 1 have often advised this since, but unfonunatel; 
the older child usually discovers this after a few times. Surprising!) 
you did not mention “ diphenan ” 74-gr. (0.5-g.) tablets (one-quarfe/ 
tablet t.d.s. for ages under 2 years), which are quite tasteless anc 
crushed with sugar will deceive all, the only snag being the casio 
oil recommended at the end of the week’s course. 


Progesterone Treatment of Rheumatoid Arthritis 

Q . — Has progesterone proved effective ^ in rheumatoid 
arthritis ? What is the usual dosage, and what is the 
rationqle of this treatment 1 

A, — Progesterone has been used experimentally in the treat- 
ment of rheumatoid arthritis, but conflicting reports have been 
received regarding its efficacy. Probably it is capable of pro- 
ducing some improvement in certain cases. No standard do.sage 
has been laid down. The rationale is based on the observed 
fact that sufferers from this disease are often much benefited 
if they become pregnant. Progesterone is the chief ovarian 
secretion in the latter part of pregnancy. 

Clonorchiasis 

Q . — What is the treatment of clonorchiasis ? 

A. — ^Treatment of clonorchiasis is often unsatisfactory. 
Gentian violet and sodium antimony tartrate are the dnigs 
of choice ; chrysotherapy is of very doubtful value. In resistant 
cases it might be worth while trying the effect of emetine in 
riew of this drug’s action against other trematodes. 


Corrections 

Dr. Stuart Laidlaw (Glasgow) writes; In your issut c 
October 8 (p. 808) you state in the paragraph of 
column commencing “ Dr. Stuart Laidlaw (Glasgow) " that 
waiting-list for sanatorium beds is 16,000 in Glasgow. Ttus snoui- 
have read 1,600. 

A printer’s error caused the name of the new^ 

Medical Defence Union, Mr. Ivor Back, to be printed as Mr. 
Black in the Journal of October 1 (p. 752). 
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THE SECRETARY REPORTS 


INEXCUSABLE DELAY 

The two most significant items in the week's news are the 
intimation by the Ministry that it will not be able to reply- 
before the Conference of Local Medical Committees to the 
representations made to it on behalf of the general practitioners 
in the Sersice and, secondly, the Prime Minister's announce- 
ment that except in the case of old-age pensioners a charge of 
up to Is. will be made to the patient for each prescription 
under the National Health Service. 

No doubt much will have been said on the first point in the 
Conference of Local Medical Committees, which will meet 
before these words appear. While it is recognized that the 
criticisms of the representatives of the General Medical Services 
Committee rendered inevitable the rewriting of a for.midable 
statistical document, this cannot explain or e.xcuse the long 
delay in replying to a case put forward more than six months 
ago. After all, the essence o’f the first part of our claim was 
that the calculations made at the inception of the Act were 
inaccurate and that the size of the medical pool should be 
adjusted to meet those inaccuracies. The General Medical 
Services Committee is holding a special meeting on the after- 
noon before the conference to consider the position created by 
this reply. 

Prescription Charge 

On the point of the prescription charge I have, by the nature 
of things, to write immediately after the Prime Minister's speech 
without knowing the detailed method of the application of the 
charge. His actual words are worth studying. 

“We propose to make a charge of not more than Is. for 
each prescription under the National Health Service. (Some 
Ministerial cries of “ Shame ! ") The purpose is to reduce 
excessive, and in some cases unnecessary, resort to doctors and 
chemists of which there is evidence which has for some time 
troubled the Minister of Health and the Secretary of State for 
Scotland. (Ironical Opposition laughter.! The resultant saving 
will contribute about £10,000,000, although this is not the 
primary purpose of the charge. ArTangemen".s will be made to 
relieve old-age pensioners of this charge for prescriptions." 

Generally speaking, this development will probably be wel- 
comed by general practitioners, not necessarily because of any 
merit it may or may not possess, but because it may lead to a 
lessening o^ the very heavy burden of work. This lessening, 
it will be widely felt, is something which had to be achieved 
somehow or other. But that is not to pass comment on the 
method, which involves a fundamental departure from a system 
which has been in operation since 1913. A good deal depends 
on the details, yet unrevealed, of the adrinis'rative steps to be 
taken to collect the money and on the possibilities of exemp- 
tion, not only for old-age pensioners, but for poorer or larger 
families where genuine hardship may result. Presumably the 


collection will be made by the chemist and not by the doctor, 
except where the doctor undertakes his own Service dispensing 
Clearly the position of the dispensing doctor will need to be 
carefully watched. It is not clear whether the charge is to be 
made in respect of prescriptions or scrips. It would appear at 
first sight to relate to all prescriptions given, whether by the 
general practitioner or by the specialist in the hospital service. 
Will the charge be the same for the 6- as for the 24-oz. bottle, 
for 12 tablets as for 48 tablets ? We understand the Ministry 
of Health is not yet ready with any detailed scheme. 

High Costs 

This development is an interesting commentary on the 
attempt which has been made in some quarters to saddle the 
medical profession with a responsibility for the high cost of 
drugs and appliances since the introduction of the Service. 
After all, the declared objert was to ensure that medical care 
should be available to all, and people were urged by the pro- 
moters of the Act to make the fullest use of what they called 
a free Service. The profession urged that the Service should 
be introduced by stages, beginning with its hospital part. In 
practice, there has been gross under-estimating both of the 
psychology of the people and of the financial costs involved. 
.Much of the present difficulty would have been avoided if the 
Service had been limited to those who needed it and had been 
brought into being in stages as part of a long-term programme. 


SUPERANNUATION FOR PART-TI.ME 
SPEQALISTS 

OPTING OUT 

Details of the conditions under which part-time specialists in 
contract with hospital boards may opt out of the N.H.S. 
Superannuation scheme were published in the Supplement of 
August 20 (p. 93). One of the conditions is that those pan- 
time spedalists who wish to contract out must do so before 
November I, 1949, by giving written notice to the Ministry of 
Health, Health Services Superannuation Division, Honeypot 
Lane, Stanmore, Middlesex, on Form S.D. 28A, which is obtain- 
able from regional hospital boards or boards of governors of 
teaching hospitals. 

Some part-time spedalists have expressed a wish to defer 
their decision whether to exerdse the option until they receive 
their permanent contracts. As a safeguard, they should apply 
to the Ministry of Health before November 1 explaining their 
position and asking that the application be not confirmed until 
they are able to inform the Ministry that the permanent con- 
tracts have been settled. 
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COIVDHTTEE ON PRESCRIBING 

RESTRICTIONS TO BE CONSIDERED 
The Central and Scottish Health Services^Councils, constituted 
under the National Health Service Acts, have jointly appointed 
a committee ^ 

“ to consider and report from time to time whether it is desirable 
and practicable to restrict or to discourage the prescribing by prac- 
titioners giving general medical services under the National Health 
Service Acts of 1946 and 1947 of 

- (i) drugs and medicines of doubtful value or of unethical 
character ; 

(ii) unnecessarily expensive brands of standard drugs.” 

The Joint Committee consists of members suggested by the 
Standing Medical and Pharmaceutical Committees of England 
and Wales ; the Scottish Medical, Pharmaceutical, and General 
Practitioner Services Advisory Committees ; the three Royal 
Colleges ; the Scottish Royal Medical Corporations ; the British 
Medical Association ; the British Pharmacopoeia Commission ; 
the Society of Apothecaries. 

The names of the members are as follows; Dr. Janet Aitken ; 
Professor Stanley Alstead ; Dr. J. A. Brown ; Sir Henry Cohen ; 
Professor E. C. Dodds ; Professor D. M. Dunlop ; Dr. F. Gray ; 
Dr. P. Hamill ; Mr. J. C. Hanbury, F.R.I.C. ; Dr. G. MacFeat ; 
Professor Chassar Moir ; Dr. A. Smith Pool ; Mr. J. H. Ramsay. 
Ph.C. ; Dr. W. D. D. Small ; Sir Henry Souttar ; Mr. D. E. 
Sparshott, M.P.S. ; Dr. J. G. Thwaites ; Alderman W. J. 
Tristram. M.P.S. 

At its first meeting the committee elected Sir Henry Cohen 
as chairman and Professor Dunlop as vice-chairman. 


EXTRAVAGANT DEMANDS 

Mr. H. Lesser, president of the Executive Councils Association 
(England), said that- he could not condone any extravagant 
demands on the new Service by the public or any section of ■ 
it when he addressed the second annual meeting at Bourne- 
mouth on October 21. But he was not sure to what extent 
the case was proved. “ If drugs and appliances — including the 
harmless necessary wig — are being provided in excessive quanti- 
ties, is it not the doctor who prescribes them?,” 

Of course they knew that practitioners had their own diffi- 
culties. The practitioners’ first and proper concern was to 
establish confidence between themselves and their patients. He 
considered that only by more co-operation between practi- 
tioners and patients could a truly efficient public service be 
attained. Considerable tact and good will were demanded from 
executive councils and their staffs in bringing pressure to bear 
to prevent or remedy weaknesses in the scheme by disciplinary 
action. 

Dr. N. E. Waterfield was elected president in succession to 
Mr. Lesser. 


GENERAL PRACTITIONER REMUNERATION 

MEETING DELAYED 

1 he Ministry of Health was unable to meet representatives of 
the General Medical Services Committee before the Conference 
of Local Medical Committees was held on October 27. 

When a deputation from the G.M.S. Committee visited the 
Ministry on September 23 to present its case for the increased 
remuneration of general practitioners the Ministry agreed that 
the Ministry's statement of the facts on what general practi- 
tioners have been paid would need to be rewritten. 

.■\ number of false assumptions had been pointed out by the 
G.M.S. Committee's representatives, and it was agreed that 
discussions on the inadequacy of the Central Pool could not 
start until they had been corrected. The Ministry undertook 
to look into the various points raised, and it was hoped it would 
h.ive completed the task before the conference was held, but it 
has been unable to do so. The Ministry' has stated that a 
redraft of its statement will be sent to the committee as soon 
as possible. 


GENERAL PRACTITIONERS IN HOSPITALS 

EAST SUFFOLK DISPUTE 

At a meeting on October 9 the East Suffolk Local Medical 
Committee unanimously agreed to the following resolutions : 

Maternity Beds . — ^The East Suffolk L.M.C. is of the opinion 
that the policy of e.xcluding general practitioners from attending 
their maternity cases in maternity homes annexed to, or part of, 
general hospitals is contrary to the best interests of the expectant 
mothers and in conflict with their entitlement to free choice of 
doctor. 

General Practitioners in Hospitals . — ^The East Suffolk L.M.C. is 
dissatisfied with the exclusion of general practitioners from 
reappointment to general-hospital posts which they have held for 
many years with complete satisfaction. 

The Brook Street Maternity Home at Ipswich is reported 
(East Anglian Daily Times, October 13) to have been redesig- 
nated by the regional board as a general hospital, with the result 
that it will be staffed by the regional board and serve as a 
maternity annexe to the maternity department of the local 
general hospital. The effect of this will be that expectant 
mothers in the maternity home will be denied the services of 
their general practitioners. 


MINISTRY OF SUPPLY 

INCREASED FEE FDR EXAMINATIONS 
Recently the attention of the Association was drawn to the fact 
that a fee of only 5s. was being paid for the examination and 
report on prospective employees of the Ministry of Supply. 

Representations have been made to the Ministry concerning 
the inadequacy of this fee. and the Ministry has now increased 
the fee to 10s. 6d. where the medical examination is carried out 
at the doctor's surgery, and 12s. 6d. for such examinations 
carried out at a Ministry of Supply Establishment, with the 
addition of travelling allowance at Is. per, mile beyond two 
miles. The revised fees will be paid for all examinations that 
have taken place since August 1, 1949. 


FEE FOR REPORT 

PERSONS OF UNSOUND MIND 
As the outcome of representations made to the Prison Com- 
missioners, they have informed the Association that they will 
pay a fee of £2 2s. for the examination and report on persons 
remanded in custody where it appears that the person on remand 
is of unsound mind and a proper person to be detained. The 
report is required by courts under Sections 24 and 26 of the 
Criminal Justice Act, 1948. 

Mileage allowances at the rate of Is. a mile after the first 
two miles will also be paid. 


HEARD AT HEADQUARTERS 


Lancashire and Cheshire 

A process of division and multiplication has been proceeding 
in the Lancashire and Cheshire Branch. The Branch has been 
dissolved, and three new ones take its place. The Lancashire 
and Cheshire Branch for more than a century has been one of 
the most flourishing in the Association. It has given many 
outstanding figures to our central affairs, although, strangely 
enough, it has never produced a chief officer, except one Chair- 
man of Council nearly eighty years ago. The Branch was 
formed ten days after Queen Victoria came' to the throne. Its 
origin was at Newton, half-way between Manchester and Liver- 
pool, and it was for a time known as the Newton Medical 
and Surgical Association. It was strictly in aPiance with the 
Provincial Medical and Surgical Association (the earlier name 
of the B.M.A.), but with true Lancashire independence it refused 
any pecuniary assistance from the latter body. At first its meet- 
incs were held only at Newton, except for one or two at 
Warrington, apparently from a disinclination to give a 
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preference to either of the two great cities it included. Its name 

Lmcashirc and Cheshire ” was adopted just a hundred years 
ago. and after lh<it it met at Liverpool and Manchester, but not 
until IS57 did it spread northwards, for a meeting at Preston. 
A hundred years ago the Branch had 90 members ; fifty years 
ago it had over 1,000; at the date of its dissolution it had 
a ell over 4,000. 

Branch Areas 

WTien regional hospital areas were formed there was some 
suggestion that the Association’s organization should be recast 
m a regional mould. In fact the new Merseyside Branch does 
cover substantially the Liverpool Hospital Region, Otherwise 
there does not appear to be any intention to modify the areas 
of local B.M.A, units to make them conform niih regional 
hospital areas. On the contrar)’. the present tendency is to 
modify areas to make them conform with the natural meeting 
areas of the local profe.ssion. This is a sound development, and 
its effect must be in, due course to strengthen the position of 
the Divisions and Branches. 

Treating Oneself 

A correspondent complains that doctors in the Health Service 
arc not allowed to be on their own lists. As he points out. the 
ruling conflicts with the principle that everyone may choose his 
own doctor. The Ministry refuses to allow it because the 
General Medical and Pharmaceutical Services Regulations, 
1948, say ; " A practitioner is required to render to his patients 
all proper and necessary treatment." Since a doctor could not 
give himself a general anaesihelic while his appendix is taken 
out, or treat himself if he were in a coma, he is debarred from 
being on bis list. Logical arrangements are easier to administer 
than humane ones, but there is a strong case for letting doctors 
join their own lists. The relationship between doctor and 
doctor is quite different from that between patient and doctor, 
and a doctor who has some small infirmity that he could easily 
treat himself should not be compelled to bother a colleague, 
whether that colleague is a friend or a competitor. 


Questions Answered 


Dentistry by General Practitioners 
Q . — Since the beginning of the National Health scheme I 
find that I sometimes have to undertake emergency dental 
extractions, the waiting-list for dental treatment being so 
long and there being no resident dentist in this town. Can 
any special fee be claimed for these cases ? 

A. — The regulations do not permit any special fee for dental 
treatment carried out fay a general practitioner. If the patient 
is not on the practitioner's list, or that of bis partner or 
assistant, a fee for emergency treatment would be payable. 

Fees for Examining Emigrants 
Q. — / have examined an N.HS. patient, who is on my list, 
complete a form for emigration to Soiiili Africa. I am 
ftnrmed that the laboratory fee for the required report on 
ihi U'assermann test is £1 Is the laboratory entitled to 
i ha rge the patient a fee ? Ami also entitled to charge a fee ? 

— The work of examining and reporting upon prospective 
emigrants fincluding x-ray examinations and blood tests! does 
net come within the scope of the hospital and specialist ss~vices 
provided under Section 3 of the N.H.S. Act. Therefore a 
member of a hospital medical staff (e.g.. radiologist or paiho- 
locist! who is asked to furnish a special repon in this connexion 
IS entitled to a fee. one-third of which is payable to the hospital 
if the hospital laboratory or radiological facilities are used. 

A general practitioner carrying out the medical examination 
of an intending emigrant is not debarred from charging the 
patient a fee for his report by reason of the fact that the person 
is on his list as a public patient. 


SOPPLESfEST 70 IK! 

BSI77SU .'.toicw Jocsvir 

Resigned from Health Service 

Q.— /j a doctor who has resigned from ;!u Xaiiorcl Heal!/: 
Sendee and drawn his compensation pemuiied to engage tn 
private practice only ? 

A- — A doctor in these circumstances is perraif.ed to encac; 
in private practice. 

Work Outside Full-time Contract 

Q. — I am a full-time orthopaedic cons., Iren: under contract 
with a regional board. I have also been perfo'ir-nj a \seeU\ 
session as orthopaedic eonsuitant to the Min,s-r; ,.f Pennons 
locally. Am I entitled to a sessional fee for this ■ .,rk - 

A. — Xormally. a consultant who has a fuil-ume comrac; 
with a regional hospital board is not entitled to perfonn work 
other than for his hospital board. If ourside work, such as 
with the Ministry of Pensions, is required, it would be bv 
arrangement between the two authorities 


PUBLIC HEALTH COM.MITTEE 

At the first meeting of the new session of t.ne Public Health 
Committee of the Association on Oc.ober 21 a letter was read 
from Dr. James Fenton intimating that, hav ne reured frerr, 
the service of the Kensington Borough Cotinci', and aocep’ed 
an appointment as temporary officer at the xim.-try cf Hta'ih. 
he felt himself compelled to wiihdra-v from the rr>emPer>hip 
of committees which undertook negotiation'- on sa'ary ques- 
tions and also not to stand for re-elecii-'n as cha)rrr,an of tire 
Public Health Committee, although he wi'ned :c remain a 
member of that committee. The Che rrr.in jf Cou-cil 
(Dr. Gregg), who temporarily occ.,p.ed the chair spoke of 
Dr. Fenton’s extremely valuable wo:k for t'ne .Association, and 
particularly for that committee, and Dr. R. H H Jo'!., and 
Dr. J. A. Ireland spoke m vein. The ccmraifee 

expressed its gratification that, even ihcagh no longer c'a -- 
man. Dr. Fenton would continue his membrship. 

Dr. C. Metcalfe Brown, of .Manchester, was unanimousl-. 
elected chairman. 

MTiitlev Machinery 

The present position with regard to Vv r u-' t.^c- ner,. >,is 
the subject of an oral repon by the secretur. 'Dr C rarl;- H ' . 
He said that a revised draft of the senere de.,.'c r par.'.u'ar 
with the membenhip of the three mar c rr"-,.-.' ;e-, had g.me 
to the local authority associations, th.’uo- ; r-igV; .>.'j y,, 
some time before the matter was comp e:eo progress was very 
slow indeed. The Secretary also di'cussed wji.h ^oranuee 
matters which had arisen concerning the represer.at.on a: the 
medical profession in the Whitley machinery, and appropriate 
action vtas taken. 

On the question of the delay it was agreed that the Chairman 
of Council and the chairmen of the three commutees concerned 
— the Central Consultants and Specialists, the General Medics! 
Services, and the Public Health — should be asked lo interview 
the Secretary of the Ministry as a m.atter of urgenev. 

It was agreed to recommend the Council lo send to the 
Lancet, the Medical Officer. Public Health, and the Medical 
IVorld a letter of appreciation of the full co-operation which 
they had extended, with no small loss of revenue to them'elves. 
during the period of the recent advertisement ban which had 
obtained until the local authority asiocialions imunaied their 
willingness to participate in the Whitley machinery 

The comminee appointed its represen tariv es on the Public 
Health Subcommittee of the Medical Functional Council for 
1949_50. The membership of 13 (including three Scottish 
representatives) remains the same, except that Dr, F. Hall 
and Dr. Struihers take the place of Dr. Fenton and Dr. George 
Buchan, who bad intimated that they were no longer available 
to serve. 

tThote-time Officers 

The general question of the position and remuneration of 
whole-lime officers whose duties fall panly under a local 
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will, yet I do suggest that there^is no compulsion of any firm When a vacancy occurs in a suitable practice a higher 
to present such an agreement. Surely neither the Medical qualification plus suitable experience could be deemed an 

Practices Committee nor any executive council has any legal additional qualification for the vacancy. It ■ should not be 

power ^ to invalidate such an agreement or to prevent any overlooked that, however much medicine advances, the benefit 

practitioners on the list of an executive council entering into to the public remains meagre until the G.P. is encouraged , to 

a formal partnership agreement if they so desire. Surely the practise the “ airt ” in the home. XInless the status of the family 

only document that it is necessary to make a partnership practitioner is raised and adequate inducements are given to 

“ officially valid and operative ” is a form of partnership attract the 'best type of doctor to take up general practice as 

agreement duly executed and stamped. a career, the whole N.H.S. is doomed to failure. 

It is imperative that these ad hoc bodies that are springing up The present system has converted the G.P. into a multiple 
in the medical world should not be credited with powers or a ^signboard destined to frustrate every attempt at raising the 
wider range of activity than they do in fact possess. — I am, etc., standard and prestige of British medicine. — 1 am, etc., 

London, N,VV,2, A. N, MaTHIAS. BrnserBurgh. Aberdeen. h'lACLEOD. 


%* The writer is quite correct, but if official sanction is 
desired to an agreement then the answer given )Was correct. 
The word “ officially ” has caused some confusion. — E d., BMJ. 

Payments to Chemists 

) 

Sir, — Y our correspondent, Dr. K. V. Deakin (Supplentcnt, 
October 1, p. 156), is using a faulty yardstick in his comparison 
of earnings of chemists for pharmaceutical services provided 
under the N.H.S. Act with those of the medical profession. He 
apparently fails to realize that the payments made to chemists 
include the net cost payments for drugs, medicines, dressings, 
and appliances and the containers. Taking that factor into 
account, the gross figures, as quoted by your correspondent, 
must be reduced by at least 45% and on the average by 50%. 
Out of the residue the chemist has to meet that part of his 
establi.shment and staffing costs which is attributable to the 
dispensing department. These costs, already high, are continu- 
ally increasing. 

The nel income of the chemist from N.H.S. pharmaceutical 
services is manifestly very different from what your corre-, 
spondent's figures suggest. With his basic contention that the 
remuneration of the medical profession is inadequate I for one 
certainly would not quarrel. Probably more than any other 
section of the community chemists realize the tremendous 
burden of additional work which the advent of the N.H.S. 
scheme has thrust on the medical profession, and they have 
every sympathy with the profession in its difficulties. — I am, etc., 

London, W C.l, . H. NoBLE, 

Secretary. The National Pharmaceutical Union. 

Status of General Practice 

Sir. — D r. Ian D. Grant {Supplement, October 1, p. 155) has 
very ably shown that the National Health Service gives reward 
in general practice not for quality but for quantity. He also 
asserts that the biggest numbers gravitate to the “ yes man ” 
who freely acquiesces in the general exploitation by issuing 
certificates and prescriptions ad lib. or according to the dictates 
of the patient. To a certain extent this is true. Inevitably the 
system lowers the status of the G.P. to that prevailing in the 
least attractive industrial practice of the old days. 

Pari pas’;!! with the deterioration of general practice there 
is an overall increase of costs. The Minister- of Health blames 
the general practitioner, but the practitioner is. pretty helpless, 
as he is too often forced to acquiesce in the dictates of the 
patient. 

In hospital practice the picture appears no less gloomy. Out- 
patient departments are overcrowded by patients referred chiefly 
by the long-list practices, and the waiting-lists of the teaching 
hospitals are bloated by the names of patients of whom many 
are not suitable for treatment at such hospitals. 

Surely the answer is to make general practice respected 
enough to attract doctors with higher qualifications and suit- 
■ible experience to take up ceneral practice as a career — e.g.. 
M.R.C.P.. M.D.. or F.R.C.S.^ 

Hospital staffs are graded according to qualifications and 
expcri.'nce. Why not general practitioners ? In Scotland at 
an> rate there arc many satelli'e hospitals where such doctors 
could pla\ an increasincly important role, and even w'here such 
a hospital is not readily accessible general practice should 
provide adequate scope. 


Pay of Army Specialists 

Sir. — R ecruiting for Regular commissions in the Royal Army- 
Medical Corps is non-existent and the shortage of specialists is 
acute. This will remain so until either better rates of pay are 
conceded or doctors find themselves unable to obtain satis- 
factory employment in the National Health Service. Recent 
events indicate that the authorities are relying on the latter 
event to slave off a crisis. 

By advertising for civilian specialists at rates of pay higher ' 
than the Regular, and by refusing to allow the latter to resign, 
they evidently hope' to keep going until most of the National 
Health specialist appointments are filled and junior specialists 
come cap in hand to the R.A.M.C. This will presumably 
happen in about eighteen months' time. 

Meanwhile Regular specialists are prevented from seeking 
their fortune in other spheres but must serVe on with an increas- 
ing sense of frustration as they see post after post for which 
they are qualified being filled by their civilian colleagues. 

Surely the time has come for the British Medical Journal to 
refuse advertisements for civilian specialists in the Army until 
either higher rates of pay are conceded for the Regular or he 
is free to find his own level in the open market. — I am, etc.. 

Army Specialist. 

The Wrong Way to Look at it 

Sir. — I n the Supplement of October 8 (p. 161), under the 
heading “ The Wrong Way to Look at it," there are some com- 
pletely unfounded suggestions. In reply to someone who has 
been grumbling, perhaps foolishly, against the N.H.S., the writer 
says ; “ Is it> not worth while to pay something to have a 
healthier community at one’s doors?” Yes, if it is so, but 
what evidence is there that the N.H.S. has made or is making 
such a change ? It is the sort of statement that might come 
from a politician, not that of a man with some sort of scientific 
outlook such as a writer in this Journal should have. 

One might think, if there was no evidence one way or another, 
that it was too soon to judge. One might have opinions, and 
I think I am right in saying that there is a large body of 
informed opinion which holds that the N.H.S. is producing, 
and will produce, a lower standard of medical practice, and 
that a lower standard of health will result. There is doubtless 
a contrary opinion. 

The only evidence I have seen is a quotation from the 
Monthly Dipest of Statistics from the Government Central 
Statistical Office stating that the deaths quarter by quarter in 
the twelve months before July 5, 1948, were lower in each 
quarter than in each corresponding quarter following that 
date, the figures for each twelve months being 461.000 and 
508.600 respectively. I do not presume- to comment on the 
significance of the figures, but they certainly do not support 
the writer's suggestion. 

When doctors’ surgeries are so crowded owing to the addition 
of a number of people who do not really need a doctor, it 
becomes impossible to make proper examinations, and cases 
of serious, but not obvious, illness must be more often missed. 
That is, those who need careful attention do not get it. for 
there is a limit to the capacity of the most conscientious. This, 
though not universal, is tnie of many practices. 

As to the suggestion that the “ dai'y help " would be less 
often absent sick — well, it seems unlikely that the N.H.S. will 
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be able to forestall a housemaid's knee, and. whereas m the 
bad old daxs when self-reliance was encouraged the helP 
with some trivial ailment would carry on she will E° 
queue .it the doctor’s for a certificate and go off vxork with al 
ceremony .-lam. etc.. ^ 

Gu.ldforU Surrey 

National Insurance : Correction 
Sir —In the Supptenicnl of October I (p. 149) under 
••Qultwl Ans4rTd" you reply that a wife ^ 

husb.ind as a nurse-receptionist may contribute N"’ 
Insu ince in Class 2 or Class 3. I am afraid this is not correct. 

TV movisiorvoti quote in S.1.1948 No. 1425 refers to a 
partnership or similar association with 

therefore applv oniy to the wife "ho "■’as 'lerself a quahhed 
pnetmoncr. It would not apply to the 

Ls.siing her husband as receptiomst or secretary, etc., who falls 

into the class of non-employed persons, -.renns class 

■\ married woman who is in the non-employed persons class 
under r^robiration to pay National Insurance contnbut.ons 
;.rfs! in fad only entitled to do so if *he has quahfied by 
substantial period of employment or self-employment 
Leaflet N.I.l. which sets out a married womans "Shts m 
Natmnal Insurance, can be obtained from any local National 
irsurance office.— I am, .etc.. ^ ^ ^ 

Chief Infortnaiioti Officer. 

^IlnlSto' of Naiionai Insurance < 


POINTS FROM LETTERS 

exercising the mtnos ot an „ . . f . nothing *’ category of 

has been said about the nrofession must put its own house 

patient. I feel, however, that the protesion must 

in order and exact jiifling influence on the individual 

oserbearing hureaucm<y.®*®‘^^ 'Is s E doctors 


" W. M. L. Hor-s-tr fO^mboi^. Uicest«) 

\os given a message by P morning round. I went first 

Sot being able to manage " O') informed that the patient had gone 

„ing ■'"•he afternoon orily to 

.ee her doctor. Does it make sense 7 

Ooctors and Dentists Vi-ve no wish to become 

Dr. J. McL. Lees (Vralsall) ""''f-. w Ferguson Mackenzie 
inxolved in a doctor-v.-dent,st quanel. Like Mr. p„. 


LIBR.4RY 

The following books have been added to ihe Library : 

Abely. A. Nf. P.t Introduction a I’Etude de rEndoerino-psychiatne 

1949. 

Advances in Biological and .Medical Physics. \o'Ume 1. IWs 
Aimes. H., and Beioulicres, P. : L'Ulita-vio'.et, ia Lumiere Soh.re e 
Ariificielle, ITnfra-rouge. 1949, c 

Allen. C.; Modem Discoveries in Medical Psycno.oey. Sc-onu 

AmeriSii Academy of Pediatrics; Child Health Ser.ices anc 
Pediatric Education. 1949, ^ j j c f,„-. 

Aplfel. C. A.: Diagnostic ei Traitement des Maladies de ' tnta-„ 

194S. 

Amulf. G.: LTnfiltrauon SteLairc; technique indiCaiiu.ns. esu, a.s 

1947. 

Avman, D.: Arterial Hypertension 1948. , 

Bachmeyer, A. C.. and Hartman. G. (Eduotsi; Hospi.al Trer.., ..Ru 
Developments, 19414-1946. 1948 

Baumgartner, J. G.: Canned Foods- Third cdi.ion 19-9 
Beliak. L.; Dementia Praceox 1945 . „ ^ 

Bertwistle, A. P.t Descnp.ive Atlas oi Radioerercs. Seventh 

Ca'idwed,' I. W. : Understand 7 our Diabetes ■ a guide-book for the 

Camtaav! P.^g", 'and Bng^. G. G B : Red Cro,5 and Si 

of Jerusalem. '.939-1947 

Carrincton. The Invisible World. i9-+9 xc>'c> 

dark M * Medicine on ihe March: a pro^^e^s report. . 

Cohen. I.’B.: Science, Servant of Man; a ’avtnans primer tc' the 

ColIoques^l'me^aiioMUX du Centre Nai'onal de ia K'^hervRe 
Sdentifique. VHL Unites Biolo?.ques Douees de Commune 
Genetique. Paris, jum-juillet. 19-S. 19;^ Cech-rch“ 

ColloquK intemauonaux du Centre m-g 'iqaq 

SciSitifiauc. XI. Les Lipides. Pans. 5 au U lamier is,s 19-v 

Con°resso XXL Roma. :4-:6 Oitobre. 19.7: Att. d-.la Socie a 
Cu'n1s-B"enn«U^Si^'N.: ?od of the People- being the hi- or, 
Dackl^CL^bL^^p'ood Poisoning, Reva^d edition ~. 

Dubojs, A., and Vtn den Berghe, L. : Diseases of the a- -4- 

194S 

Durd/P.: Les Metni^ du Col 194!? prob;-T. i' 

En^ish, O. S., and Pearson. G. H J fcmojunat rroci. 

^Uving. J94T^ Miracles." Edited v.mh an intrcduc ic- a'c 

Friett.”K,T PsKhra^^^^^ •" juvenile Del n 

FuTon.'^j. R^Functional Localization in the Frontal Loaes 

G«kd'er**"E' o': Fractures and Dislocations; for r'a. - e 

van G?limt C.-; Sttonelle Pathologte in der Chim-gie Z s. e 

GitseL^H;. anTschmidt. P. G.; Die Lungentuberkulose Zaefe 

G4;^R-.r^nd - 


R R . and Buc>'. P. c.: .Ncujy«u^/. « • 


lamnurgei, a.. »..J Ryckewaeit A 

HaS^’^rS ■ Han’dbSok'of Child Guidarice^ 1947 

Sja^ .it^ 

rolved in a doctor-v.-dentist quanet. mse p^. rer'smdi|enllT und Aufiage 1949 

,y,,rr>'emerr(, Ocmto .; the Minister. Bu_t he Jones D^^C^-j^^Socml j:rt;rankungcn aus de- 

^ ' .»nf4 Phirurffie. 1949. . . _ 


^prjfement, October S> p. Mmi'sier. But he 

_ .^udC r r -r 

I st'em to 


t use the Mimsier n w/. -c- - ' 

remember that 1 had to purchase equipment. 


p.’vmeTU of Loernns r -an-»rWhtre> writes : *’ Prindpal *’ 

° OcIXf rp^ eD w^^tes of giving 

--rir. October H. p. <oJt j, .jviong. it 

sta-.ment reveals " J°^."’°"S''orhis list is there by some 
,^,„ces;s that the number of Pf : 3, .. js concerned— as the 

d.i'i c - cht and jpjv 5. 1948, “Prindpal” sold the 

’ acadent. O - whfrhcf or no it w'as 


;nts on ms »5v 
‘ Principal ” is 

u.M " r On Julv 5, 1948, “ Pnnapal sold the 

■ etuU c t J happy acadent. O . Whether or no it w'as 

Rcial tntcrests ^ The siate actually Ms 

, -cod business deal is melevan ^ rta.n 

A ' Uv T (pertain amount of mone, p _ -—..t it 'is if in a 

no“ c'"'ad 'arrangement P™'4d9d you are a f,pn, fifrv to 

hundred-yards sprint he runner but because be 

Si V,srds. not berause he was a „„ less- 

happined to beXin ‘i'"' P?" We to complain if some of the 

rjiysss.u’.-fo'sx. . 

of handicaps 7 . . • 


anert, >>.. a‘*o ■' tQ>Q 

x“j'^’'smEe^"for^K:-a tembook for the surpeal nm- 

Kemlf'w N. ; The Value of Hormones ;n General Practice lv-9 
LilrA ffidlToO: m eommonsense Psyeb.a ry of Dr. Adolf Meyer 

tf23,fTrSSS,»^« 

its“%oImion and present status 

f94S. . A.,-,»ctFt#^s-5 1949- Edited bv FranUs T. Evans. 

Modem Practice m Anaesthesia, iluiv u , 

Or^-!'H. 7V- : ,.%‘^„^3rS“TUer5of^°d" 

M D,' of NTw"7-o^k and Chicago to Modem Orthopaedic 
PehoW'w, J,!and Wisan. J. M. (Editors): Dentistry in Public Hechh 

1949'. 
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Psychiatric Research:. By Cecil K. Drinker, el al. 1947. 

Puxon, M.; Handbook of Midwifery. 1949. 

Ribciro, E. B.: Estudos Chirurgicos. 5a Sdrie. 1949. 

Rowbotham, G. F. : Acute Injuries of the Head. Third edition. 
1949. 

Seltzer, A. P. : Plastic Surgery of the Nose. 1949. 

Seward, C. M. : Bedside Diagnosis. 1949. 

Shepard, W. P. : Esscniials of Public Health. 1948. 

Sparger, C. : Anatomy and Ballet : a handbook for teachers of ballet. 
1949. 

Speer, E. : Der Arzt der PersonUchkeit. 1949. 

Sprott, W. J. H. : Sociology. 1949. 

Thiel, R. : Atlas der Augenkrankheiten.- Fiinfle Auflage. 1948. 
Thomsen, W. : Lehrbuch der Massage und manuellen Gymnastik. 
Zweite Auflage. 1949. 

Thorek, M.: A Surgeon’s i World : an autobiography. 1949. . 
Torpin, R. : A Treatise on Obstetric Labor. 1948. 

Trapozzano, V. R. (Editor): A Comprehensive Review of Dentistry. 
1949. 

Trueta, J. : An Atlas of Traumatic Surgery. 1949. 

Vasconcelos, E. : Ulcers of the Stomach and Duodenum : technique 
of surgical trea’ment. 1947.' 

Weiss, E., and English, O. S. : Psychosomatic Medicine. Second 
edition. 1949. 

Zweig, W. : Die Erkrankungen des Darmes. 1949. 


H.M. Forces Appointments 


ROYAL NAVY 

Surgebn Commandei C. H. Birt has been placed on the Retired 
List. 

ROYAL ARMY MEDICAL CORPS 
Short Service Commission. — Captain H. T. Chiswell, O.B.E.. to be 
Major. 

REGULAR ARMY RESERVE OF OFFICERS 
Royal Army Medical Corps 

Major (Honorary Lieutenant-Colonel) J. H. Walters, I.M.S. 
ictired, to be Major. 


Association Notices 


TUBERCULOSIS AND DISEASES OF THE CHEST 
GROUP 

Members of the Association interested in chest diseases are 
reminded that a Group has been formed of members whose 
work is primarily concerned with tuberculosis and diseases of 
the chest. Forms of application for membership of this Group 
may be obtained from the Secretary. 

MEETING OF REGISTRARS 

The National Committee of the Registrars’ Association of Great 
Britain has petitioned the Council of the Association to form a 
Group of Registrars. This petition will, be considered by the 
Council at its meeting on November 16, 1949. 

The Central Consultants and Specialists Committee has 
agreed to the principle that registrars should be represented 
on its various regional committees, and that there should be 
a place on the Central Committee for one registrar elected from 
among those who are serving on the regional committees. 

In order that no time may be lost in framing the constitution 
of a Registrar Group and in electing a Group Committee, it is 
proposed, pending the Council’s approval of the formation of 
a Group, to call a mass meeting of registrarsjat B.M.A. House 
on Saturday, November 26, at 10 a.m. It is important that the 
meeting should be as large and representative as possible, and 
every practitioner holding a registrar appointment is cordially 
invited to attend. 

Ch.vrles Hill, 

Secretary. 


Diary of Central Meetings 
October 

31 Mon. Armed Forces Committee, 2 p.m. 



- 

Nove.mber 

1 

VVed. 

Finance Committee, 2 p.m. 

2 

Wed. 

(At Lion Hotel, Shrewsbury) Welsh Committee. 
2.15 p.m. 

3 

Thurs. 

Joint meeting with Chemists on Doctors' Stock 
Orders, 10 a.m. 

3 

Thurs. 

Central Consultants and Specialists Committee, 
2 pan. 

3 

Thurs. 

Committee on Industrial Health Services in relation 
to the National Health Service, 2 p.m. 

4 

Fri. 

Committee rc Salaries of Medical Teachers, etc.. 
.2 p.m. 

8 

Tues. 

Arrangements Committee, 2 p.m. 

9 

Wed 

Commhiec on the Postgraduate Education of General 
Practitioners, 11 a.m. 

10 

Thurs. 

General Medical Services Committee, 11 a.m. 

11 

Fri. 

Evidence oCmmittee (Royal Commission on Capital 
Punishment), 11.30 a.m. 

16 

Wed. 

Council, 10 a.m. 

17 

Thurs. 

Radiologists Group Conference, 1.30 p.m. 

17 

Thurs. 

Radiologists Group Committee (at termination ol 
Group Conference). 

25 

Fri. 

Committee on Psychiatry and the Law, 2 p.m. 

December 

22 

Thurs. Occupational Health Committee, 2 p.m. 

Branch and Ditisioti Mee'ings to be Held 


Bath, Bristol, and Somerset Branch. — At Physics Lecture 
Theatre, The Royal Fort, Bristol University, Wednesday, November 
2, 8.30' p.m.. annual general meeting. Presidential address: "The 
Forgotten Inventor.’’ 

Blackpool and Fylde Division. — Joint meeting with Blackpool 
and Fylde District Law Society at Clifton Hotel, Talbot Square. 
Blackpool, Wednesday, November 2, 7.15 p.m., reception; 7.30 p.m.. 
dinner, followed by lecture by Mr. J. D. Canlley: "The Doctoi 
in Litigation.” 

Doncaster DivtsiON. — Joint meeting with Doncaster Medical 
Society at Parkinson’s Cafd, Doncaster, Tuesday, November I. 
7.45 for 8 p.m., dinner, followed by an address by Dr. W. Loma.x ; 
“ Puerperal Fever.” , ' 

East Herts Division. — At County Ho.spital. Hertford. Wednesday, 
November '2, 8.45 p.m., address by Mr. Kenneth Walker; "A 
Wider Approach to Genito-urinary Problems.” 

East Norfolk Division. — At Norfolk and' Norwich Hospital. 
Wednesday, November 2, 2.30 p.m.. Dr. A. V. Kclynack (Assistant 
Secretary, B.M.A.) : "Present Policy.” 

Gooi.e and Selby Division. — At Lodge, Snaith, Thursday. 
November 3, 8.15 p.m., paper by Mr. A. J. C. La'.chmorc; " Recent 
Advances in General Surgery.” 

Guildford Division. — Ai Royal Surrey oCunty Hospital, Guild- 
ford, Thursday, November 3, 8.30 p.m., address by Mr. Price 
Thomas: “ Surigcal Treatment of Carcinoma of the Lung.” 

Mid-Essex Division. — At St. John’s Hospital, Chelmsford. Sun- 
day, November 6, 10 a.m.. Dr. 1. Gordon; “Treatment of Heart 
Failure.” 

Paddington Division. — At Wright-Flcming Institute, St. Mary’s 
Hospital, Praed Street, London, W., Thursday, November 3, 8.30 
p.m., lecturc-dcmonrtralion by Professor R. Cruicksbank ; “ The 
Laboratory’s Part in the Diagnosis and Treatment of Disease." 
Members of neighbouring Divisions arc invited. 

Rochdale Division. — At Providence School, High Street. Ro<'''- 
dale, Friday, October 28, 8.30 p.m., clinical meeting. Dr. L. D. 
Walker, Medical Director of No. 4 Mass Radiography Unit, will 
demonstrate the working of the Unit. 

Swansea Division. — At Swansea General Hospital, Thiir 
November 3, 7.30 p.m., clinical meeting. 

West Hfr/Ts Division. — At Peace Memorial Hospital, Rickmans- 
worth Road, Friday, November 4. 8.30 p.m., ioint meeting 
with West Hcr*s and Watford Medical Society. Dr. Robert Forbes; 
“ Legal Hazards in Medical Practice.” 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 

Metropolitan Borough Councils. — Fulham, Hackney. Poplar 
Non-County Borough Councils. — Dartford. Wallsend. 

Urban District Councils.— De'’ton. Drovlsden. Houghton-lc- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyidesley. 
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One of the first suggestions that over-indulgence in alcoholic 
beverages may damage the liver was made by Thomas 
Addison, physician to Guy’s Hospital, London (Addison, 
1836). He wrote; “With respect to the causes of this 
fatty degeneration of the liver, very little, or absolutely 
nothing, is known. In most of the cases which I have met' 
with, there has been either positive-or strong presumptive 
evidence that the individual had indulged in spirit-drinking ; 
and indeed the most exquisite case I ever saw in a young 
subject occurred in a female who had for some time sub- 
sisted almost exclusively on ardent spirits. On the other 
hand, the extreme frequency of the degeneration in France, 
where the people are but little given to such indulgence, 
throws considerable doubt upon such an origin of the 
complaint." 

A few years later Rokitansky (1849), pathologist to the 
Imperial Royal General Hospital in Vienna, reached a 
similar conclusion concerning the responsibility of alcohol 
for at least one type of fatty liver. Rokitansky noted the 
frequent occurrence of cirrhosis of the liver in drunkards. 
He was possibly the first to suggest that cirrhosis follows 
fatty changes in the liver. 

The earliest references to experimental studies of the 
effects of alcohol were concerned with its effect on the brain 
(Dahlstrom, mentioned by Magnus Huss, 1852 ; Duchek, 
1853). Kremiansky (1868), in the course of similar investi- 
gations, noted that one of four dogs receiving increasing 
doses of alcohol up to 6 oz. (170 ml.) daily for three months 
developed fatty changes of the liver and heart and a 
catarrhal condition of the kidneys. Ruge- (18701, however, 
seems to have been the first to show clearly that an 
accumulation of fat occurs in the livers of dogs given 
increasing daily doses of alcohol by stomach-tube. He 
noted incidentally that the nature of the diet influenced the 
amount of fat found in the liver. 

Moon (1934), in his comprehensive and critical review 
of the experimental work on alcoholic cirrhosis, concluded 
that none of the experimental procedures had been success- 
ful in producing cirrhosis in animals, other than rabbits, 
by alcohol alone. He pointed out that many of the so- 
called “ positiv'e ’’ results with rabbits must be discounted 
owing to the presence of intercurrent ■ liver infections 

*A veo’ brief account of this work was presented at the Detroit 
Meeting of the American Physiological Society, 1949. 


(coccidiosis, etc.) or to a chronic periportal infiammation 
W'hich is common among adult untreated rabbits. Moon 
concluded : “ Without minimizing the contributory or pre- 
disposing influence which alcohol ma> exert, it must^e 
concluded that experimental evidence has not substantif-rd 
the belief that alcohol is a direct cause of cirrhosis,” 

Experimental evidence that long-continued presence of 
abnormal amounts of fat in the Iher does give rise to 
cirrhosis was supplied by Chaikoff, Connor, and Biskind 
(1938) using depancreatized dogs which had been 
maintained with insulin for periods up to five years. Pro- 
duction of cirrhosis in normal dogs by feeding alcohol to 
animals in which a fatty liver bad previously been estab- 
lished by dietary means was reported by Connor and 
Chaikoff (1938), but the relationship of the alcohol to the 
cirrhosis became questionable when Chaikolf and Connor 
(1940) produced cirrhosis in normal dogs by dietary means 
alone (high fat and low- protein). A series of papers from 
the National Institute of Health, Bethesda, Maryland, 
reported that the consumption of alcohol by rats increased 
the severity of dietary cirrhosis and that supplements of 
choline chloride or of methionine for an increase in the 
dietary casein) prevented the development of cirrhosis and 
were beneficial in its treatment (Daft, Sebreil, and Lillie, 
1941 ; Lillie, Daft, and Sebrell, 1941 : Lowry, Daft, Sebreil, 
Ashbum, and Lillie, 1941 ; Lowry, Ashbum, Daft, and 
Sebrell, 1942; Lillie, Ashbum. Sebreil, Daft, and Lowry, 
1942). 

More recently, however, Ashworth (1947) concluded that 
alcohol exerts a toxic effect even when the diet is adequate 
Rats on high-casein diets and others on low-casain diets 
were given 1.5 ml. of 25% alcohol per 100 g. body weight 
by stomach-tube daily for two months, and 10^ alcohol 
was supplied in place of drin.king-water ; control groups 
without alcohol were “pair-fed” the same basal diets. 
Since all the rats lost weight, whether alcohol was present 
or not, it is questionable whether the basal diets were 
adequate. Interpretation of the data is therefore difficult 
(seg “ Discussion ”). 

Although Ashworth (1947) pair-fed his rats, the cafone 
intake of those consuming alcohol was considerably in 
excess of those drinking water. To determine what effect 
calorie imbalance might have upon the results. _we have 
performed experiments in w-hich, for the first time in a 

4635 
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study of the effects of alcohol, isocaloric pair-feeding has 
been used. Groups of rats not receiving alcohol were 
isocalorically pair-fed with those ingesting alcohol. The 
extra calories (equivalent to those supplied by the alcohol) 
were provided as finely powdered sucrose. 

The effects of various lipotropic supplements added to the 
diets of the rats consuming alcohol were studied. The patho- 
logical changes in the liver produced in these experiments 
are attributed to an imbalance of calories and vitamins, 
particularly to an induced inadequacy of lipotropic factors 
consequent upon the increased calorie intake. Adequate 
amounts of choline chloride, methionine, or casein^ always 
protected the liver. Under these particular experimental 
conditions there is no more evidence of a toxic effect of 
pure ethyl alcohol upon the liver cells than there is of a 
poisonous action pf an amount of sucrose which supplies 
the same calorie intake. In fact, there is no suggestion that 
either alcohol or sucrose exerts a direct hepatotoxic effect. 
The fatty and fibrotic changes are due to a deficiency of 
the lipotropic factors. 

Experimental 

A total of 188 male rats (150 to 200 g.) were divided 
among 12 groups unequal in numbers but with comparable 
weight distribution ,(see Table I). TTie animals were housed 


Table I . — Liver Lipids and Fibrosis 


— 'T 

Supplement 

• ^ 

Diet Alone 
ad lib. 

Diet ad lib. 

+ Alcohol 

Diet Alone 
(Pair-fed) 

Diet Pair- 
fed -f Sugar 
(Isocaloric) t 

None . . { 

Choline chloride/ 
0-5% \ 

Methionine / 

0-5% \ 

Casein 17% ( 

0 (10) 

10% 0/6 

1 (6) 

6% 0/6 

3 (12) 

7% 0/10 

2 (20) 
18% 7/15 

5 (20) 

7% 0/18 

8 (20) 
7% 0/18 

to (20) 
8% 0/18 

3 (32) 

10% 2/28 

4 (12) 

26% 7/9 

6 (12) 

6% 0/12 

7 (12) 

7% 0/10 

11 (12) 

7% 0/11 


Average daily food consumption (without alcohol), 14 to 15 g. 

Average daily food consumption Ovith alcohol), 1 1 g. 

Alcohol supplied 18% total calories in Groups 2, 5, 8, and 10. 

Group numbers in bold face type and original number of rats per group m 
parentheses. Average total liver lipids as percentage of fresh liver weight is shown 
below group number; number of livers showing fibrosis is given as numerator 
of a fraction in which denominator is the number of livers carefully examined 
after rats had eaten diets for 6 months, 

in individual all-metal cages provided with a false bottom 
of coarse wire screen. A 15% (by volume) aqueous solu- 
tion of purified ethyl alcohol was given in place of drinking- 
water to four groups of rats throughout the whole 
experimental period, which lasted 177 days. These groups 
(2, 5, 8, and 10) were offered their respective diets and the 
alcoholic solution ad libitum, and the amounts of each con- 
sumed were recorded daily. Four other groups of rats 
(4, 6, 7, and 11) started four days later were fed the same 
amount and kind of diet consumed by Groups 2, 5, 8, and 
10, respectively. An attempt to achieve calorie equivalence 
was made by adding enough powdered sucrose to each of 
the former diets to supply the calories provided by the 
alcohol consumed by 'the corresponding group. These 
groups of rats and the rbmaining ones we/e given tap-water 
ad libitum. To assess the effects of the Jxtra calories pro- 
vided by the alcohol (cr sucrose supplemfmt) it is necessary 
to know the effects of the amount of basV diet consumed 
by the rats of Groups 2_and 4. The rats of Group 3 (started 
four days later than those of Group 2) Y'ere therefore 
“ group pair-ted ” on a diet-weight basis with those of 
Group 2. Only 12 rats were available for this group when 
the main experiment was started (June 24, 1948) ; 20 rats 
(referred to as Group 3A) were started one month later 
under identical dietary conditions. The rats of Group 0 
were included to observe the effects of the basal diet alone 


when offered ad libitum, and those of Groups 1 and 9 were 
used to study the effects of the Jipotropic supplements 
(choline and protein, respectively) when added to the basal 
diet and fed ad libitum. Further experimental conditions 
will be described in detail in the following paragraphs. 

The Diet ' 

A basal ration vvas desired which would be as nearly 
adequate as possible in all its dietary components except 
•the lipotropic factors. However, it was considered in- 
advisable to permit an excessive accumulation of liver 
fat, since any effect attributable to alcohol alone would be 
difficult to assess if superimposed on a liver made exces- 
sively fatty by the basal diet. The small amount of choline 
chloride (0.05%) added to the basal ration was determined 
by preliminary experiments to be just sufficient to maintain 
the total liver lipids at about 10%, which was arbitrarily 
considered to be a satisfactory basal level for these 
particular studies. 

The basal diet had the following composition, in percen- 
tages : casein 10, gelatin 5,zein 3, cystine 0.3, salts (Beveridge 
and Lucas, 1945) 5, celluflour 2, sucrose 41.7, starch 10, 
dextrin 10, beef fat 10, corn oil 2, “vitamin powder” 1, 
cod-liver-oil concentrate* 0.015, a-tocopherol acetate 0.01, 
choline chloride 0.05. The “ vitamin powder ” contained 
thiamin hydrochloride 0.5 g., riboflavin 0.25 g., pyridoxin 
hydrochloride 0.2 g., calcium pantothenate 1 g., nicotinic 
acid 1 g., folic acid 0.05 g., 2-melhyl-l-4-naphthoquinone 
0.1 g., para-amino benzoic acid 10 g., and inositol 50 g., 
made up with finely powdered sucrose to 1,000 g. Rats 
consuming 10 g. of diet ‘daily received 50 fig. of thiamin 
hydrochloride and corresponding amounts of the other 
vitamins. 

The methionine content of the diet was estimated to be 
420 mg. and 'the cystine content (with the supplement) was 
380 mg. per 100 g. Using calorie values per g. of 4 for 
protein, 4 for carbohydrate, and 9.3 for fat, the energy 
content of the basal diet was calculated to be 4.35 calories 
■per g., of which 58% was contributed by the carbohydrate. 
The diets were freshly prepared at least once a week. The 
major dry ingredients for 5 kg. of diet were thoroughly 
mixed in a Hobart food-mixer, and a small portion (about 
500 g.) was spread in a thin layer on a large tray. The 
minor ingredients (vitamin powder, cystine, or methionine) 
were ground individually in a mortar with small portions of 
the dry mixture, and this was then sifted (40-mesh sieve) over 
the surface of the material in the tray. The choline chloride 
was ground separately until uniform with about 10 g. of the 
dry mixture, and then more of the dry mixture was added 
to the mortar until about 40 g. was present. This mixture 
was sprinkled over the surface of the material in the tray. 
The cod-liver-oil concentrate and a-tocopherol acetate were 
dissolved in petroleum ether and sprayed over the same 
mixture. The contents of the tray were mixed by hand 
and then returned to the Hobart mixer and blended 
thoroughly. The beef fat was melted and brought to a 
temperature of 130° to 140° C., the corn oil was added, and 
the hot fat was poured all at once into the mixer and 
blended until uniform. The diets were kept in tightly closed 
tinned cans in a refrigerator at about 4° C. until required 
for use. 

Alcoholic beverages and commercial ethyl alcohol con- 
tain compounds other than ethanol. To what extent the 
other components (in some cases unknown) contribute to 
the effects of alcohol upon the liver cannot be stated. Since 

•This concentrate (Ayerst, McKenna, and Harrison, Ltd., Montreal. 
Canada) contained 200,000 i.u. vitamin A and 50,000 i.u. vitamin D 
per g. 
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the cITccti. of ingesting alcohol may be due to the contamin- 
ants, the ethanol, or the. ratio of dietarj’ calories to the 
adequacy of other nutriments, it was considered import- 
ant to eliminate the contaminants as completely as possible. 
Freshly prepared silver oxide (about 10 g. per litre) was 
added to so-called pure 95% ethyl alcohol. The mixture, 
shaken frequently, was left at room temperature for at least 
24 hours. The alcohol was then decanted, made just alkaline 
with sodium hydro.xide, and distilled through a packed 
fractionating column running at a reflux ratio of about 
10 to 1. The first 20% of distillate was rejected, about 
50% was collected, and the remainder was discarded. A 
15'’., (by volume) aqueous solution of this material replaced 
the drinking-water of four groups (2, 5, S, and 10) of rats. 
Fresh liquid was supplied twice a week. It was dispensed to 
the rats from 6-oz. (I70-ml.) medicine bottles through a 
short piece of curved glass tubing with a tip slightly con- 
stricted in the flame so that liquid would not run out unless 
the rat lapped it. Sudden movements of the cage door 
were avoided to minimize leakage, since it was found that 
jarring the bottle permitted loss of a few drops of liquid. 
Losses due to evaporation were shown to be negligible (less 
than 0.3 ml. per day'). \STienever, for any reason, abnorm- 
ally large amounts of liquid seemed to have been consumed, 
leakage was suspected ; the average consumption of alcohol 
during the previous week was then used to calculate the 
calories thus obtained by the rat. 

Technique of Feeding 

The animals in Groups 2 and 4. were paid-fed on an 
isocaloric basis. The technique used in this isocaloric pair- 
feeding (which applies also to Groups 5 and 6. 8 and 7, 10 
and 11) will be described in detail. The rats of Group 2 
consumed the basal diet ad libitum, with 15% alcohol to 
drink ; the total calorie intake was determined from the 
average consumption of food and alcohol over three-day 
periods. The rats in Group 4 (started four days later) were 
offered the basal diet in an amount equal to the average 
value noted for those in Group 2, and enough finely 
powdered sucrose was added to this food (with thorough 
mixing) to supply the calories contained in the average 
amount of alcohol consumed by the rats of Group 2. The 
calculation of the amount of sucrose required was made 
on a somewhat arbitrary' basis. Mitchell and Curzon 
(1940), in a review dealing with the food value 
of ethyl alcohol, stated that “ for reasons at present 
unknown the energy of alcohol is not as well utilized in 
metabolism as is the energy of glucose.” Mitchell (1935) 
estimated that the energy of alcohol is only about three- 
fourths as available for physiological purposes as that 
of sucrose. He stated that its grorvth-promoting power is 
definitely less than that produced by a sucrose supplement. 
In the absence of more specific information we assumed 
that calories from alcohol were only three-quarters as effec- 
tive in causing gains in weight as were those of the sucrose 
supplements. Since 1 ml. of absolute ethyl alcohol weighs 
0.79 g. and the calorie value is given as 7.1 cal. per g., then 
I ml. contains 5.6 cal., or I ml. of 95% alcohol corresponds 
to. 5.3 cal. One ml. of a 15% by volume dilution pf the 
95% alcohol would supply 0.8 cal.: finally, if only inree- 
quarters of this is available for promoting gains in weight, 
then 1 ml. is equivalent to 0.6 cal., or approximately to 
0.15 g. of sucrose. 

The rats were maintained on these dietary regimens for 
177 days. Pairs of rats chosen at random from Groups 
0, 2, 4, 5, 7, 8, 9, and 10 were killed at three weeks to 
determine to what extent deposition of liver lipids was 
.taking place; again after 12 weeks pairs of rats from 


Groups 2 and 3 were sacrificed. All rats were anaesthetized 
with sodium amytal (90 mg. per kg. body weight, intra- 
peritoneally). The animals were exsanguinated and the 
livers were removed and weighed immediately. Portions of 
right and left lobes were taken for histological e.xamina- 
tibn ; the remainder was re-weighed and the total liver lipids 
were determined (Best, Lucas.-Palterson, and Ridout, 19^6). 
Blocks of liver, kidney, and certain other tissues were fi.xed 
in Heidenhain's SUSA mixture for 24 to as hours. Paratfin 
sections were stained with haematoxyiin and eosin, and, to 
demonstrate connective tissue, with azocarmine, andine blue, 
and orange G. The degree of fatly vacuolatioa of the liver 

cells was recorded asO, -y, -r-r, , or -.j 

These histological data were in agreement with the 
results of chemical determinations, and therefore only the 
latter are included in the Table. Numerous sections from 
each liver were examined carefully for signs of fibrous-tissue 
proliferation. 

Results 

No abnormalities were detected on gross, microscopical, 
or chemical examination of the livers of any of the animals 
receiving the diets containing the lipotropic supplements, 
whether or not alcohol (or e.xtra sugar, isocaloric with 
the alcohol) had been consumed. The rats maintained on 
the basal diet alone (Group 0) grew well and (with the 
exception of one rat which showed some pancreatic 
disease) the total liver lipids ranged from ~ to 1 2.8 -o 
with an average of 9.3%, and no liser fibrosis was observed 
The average daily food consumption of the rats allowed to 
eat this diet ad libitum was reasonably constant at about 
14 to 15 g., as was that of the other tats not consuming 
alcohol and eating kd libitum (Groups I and 9' .^11 the rats 
consuming alcohol (Groups 2, 5. S. and lOj ate less — onlv 
about 11 g. daily. The rats in the pair-fed groups (3, 4, t 
7, and 11) were therefore offered 11 g. of the correspondine 
diets daily. The rats of Group 3 gained less weight because 
of this restricted food intake, but their livers showed 
essentially the same chemical and histological picture a' 
those of the rats of Group 0. 

The rats consuming alcohol without adequate hpotrop-v. 
factors in the diet (Group 2) developed fatty livers with 
an average total lipid content (20%) about double that of 
the rats consuming the same amount of diet without alcohol 
(Group 3). .One-half of the surviving rats drinking alcoho 
and eating the basal diet (Group2)exhibitedhepaticfibrosiS. 
while in those without alcohol (Group 3) fibrosis could be 
detected in only two out of 28 survivors, and m one of 
these the fibrosis was minimal. The rats fed sugar iso- 
calorically— i.e„ those of Group 4— had on the average 
more fat (26%) in their livers and a somewhat higher 
incidence of fibrosis (7 out of 9 survivors) than those 
receiving the alcohol (Group 2). However, in none of the 
livers of either Group 2 or Group 4 had the fibrosis 
advanced sufficiently to be considered frank cirrhosis. The 
greater production of fibrosis in the rats of Group - 
(sucrose) than in those of Group 2 (alcoho!) probably may 
be explained by our failure to achieve an exact equivalence 
in calories between the rats of these two grou^. Some 
evidence for this is apparent in Chart I, in which it will 
be noted that the average final weight of the rats receiving 
the sugar supplement exceeded by about 16 g.that of the rats 
consuming alcohol. This is a rather small discrepancy in 
weight at the end of a test period of six months, but the 
difference it represents in calorie intake may be sumcient 
to account for the slightly greater liver damage. Chart II 
indicates a more successful attempt at pair-feeding in 
the 'rmatioir.ceiving choline. The curves require no 
furthe -"t except that the dips seen in all of 
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Basal diet ad Ubttum 4* alcohol 

PaiV'ffld on basal diet 

Fed isocaloncaUy (sugar supplement) 


Days on diet' 

Chart l 


gained 80 g. more than did the latter ; in spite 
of the calories obtained by the rats of Group 2 ■ 
from the alcohol, they were still getting from 
' 4 to 5 calories per day less than those eating 
the basal diet nrf libitum. The stunting of 
growth frequently attributed to the toxic 
action of alcohol is in these experiments due 
mainly to decreased food intake, unless one 
is willing to make the highly improbable 
assumption that sucrose exerts same toxic 
effect as alcohol. 

Fig. I (Plate) shows the typical histological 
picture seen in fatty livers (without fibrosis) of 
the rats consuming the basal diet with alcohol ; 
Fig. 2 shows the same for rats on the basal 
diet with sugar fed isocalorically ; Figs. 3 and 
4 illustrate the distribution of fibrous tissue 
(when present) in the livers of the two groups. 
After careful study of many sections from all 
the livers these two examples were selected as 
representative of the two groups. The simi- 
larity in fat deposition and in the nature and - 
extent of the fibrosis in the livers of the two 
groups is remarkable. Equally striking is the 
absence of abnormalities in the livers of the 
animals receiving adequate lipotropic supple- 
ments, as has already been mentioned. 


them at about 80 to 90 days are related to a period of 
exceedingly hot weather, during which the air-conditioning 
equipment failed to function properly. Since the growth 
curves of the animals given supplements of methioiune or 
casein (Groups 7, 8, 10, and II) are essentially the same as 
those in Chart II, they will not be presented. The rats of 
Group 0 (basal diet ad libitum) grew most rapidly, those of 
Groups 1 and 9 only slightly less well. The rats of Group 
0 consuming 14.9 g. of food per day (65 calories) gained 
on the average 262 g. Those of Group 3 consuming II .2 g. 
(49 calories) of the same diet gained only 137 g. Rats of 
Group 2 eating essentially the same amount (11.4 g.) of 
diet but obtaining also 11 calories from alcohol— i.e., a 
total of 61 calories per day, 18% of which came from 
alcohol — gained 182 g. Rats of Group 4 ate 11.2 g. of diet 
daily and were given an average augar supplement of 2.7 g. 
(total calories 60, of which 18% was supplied by the sucrose 
supplement) ; they gained 198 g. Thus rats of Group 0 
eating 3.5 g. more food per day than those of Group 2 



ci,i oiec a 

Chart II 


Discussion 

Clinicians in North America and Europe have tended 
for. many years to associate chronic alcoholism and 
cirrhosis. • In parts of Asia and Africa, however, cirrhosis 
is common although alcoholism is rare. In these regions it 
has been noted that cirrhoris occurs most often in persons 
subsisting on deficient diets. Thus a consideration of the 
incidence of cirrhosis throughout the world reveals a corre- 
lation with malnutrition. This situation may be obscured 
in some areas by a high incidence of cirrhotic changes 
following various forms of hepatitis. Within recent years 
it has been recognized that the chronic alcoholic, like other 
malnourished individuals, often shows signs of various 
dietary deficiencies; the intakes of good proteins and of 
vitamins of the B complex are generally low. 

We are-not considering in this paper the effects of alcohol 
on tissues other than the liver. Whether or not alcoholic 
beverages per se directly injure the liver has been a subject 
of controversy. Even if it could be proved that these 
beverages do exert a toxic effect upon the liver it would still 
have to be shown whether the effects were due to pure 
ethanol, to associated toxic contaminants, to a general 
malnutrition, or to one or more specific dietary deficiencies. 

The jircsent series of experiments docs not supply any 
information whatever on the possible effects of toxic agents 
which may occur as natural contaminants of alcoholic 
beverages available in commerce. However, fatty infiltra- 
tion and consequent fibrosis, which closely resemble the, 
lesions in the chronic alcoholic, have been seen in these 
e-xpcrimental animals consuming a purified alcohol. One is 
therefore tempted to assume that the hypothetical toxic 
contaminants may be of minor importance in causing the 
.liver lesions seen in the human alcoholic. 

The above experiments show that a carefully purified 
sample of ethanol can cause an excessive accumulation of 
fat in the liver and subsequent development of fibrosis when 
the diet lacks adequate amounts of the lipotropic factors. 
Since, however, pure sugar caused lesions of a similar 
■nature and extent, and since these, as well as those due to 
aWohol, were entirely prevented by dietary choline or its 











1006 Nov. 5, 1949 


LIVER DAMAGE PRODUCED BY FEEDING ALCOHOL 


BRmsH 

Medical Journal 


Problems connected with the proposal to supplement alcoholic 
beverages and saccharine aerated water (“soft drinks”) with 
choline or its precursors are mentioned. , 

Our findings are, of course, not necessarily applicable to 
alcoholism in human subjects. If they should prove to be so, 
it is increasingly obvious that individuals who habitually con- 
sume large amounts of alcohol or sugar lack adequate amounts 
of the lipotropic agents as well as of other dietary essentials. 

The classical hepatic lesions (fatty changes and fibrosis) associ- 
ated with alcoholism in human subjects, the first descriptions of 
which are mentioned in our introduction, may prove to be due 
specifically to a lack of the lipotropic agents. 

This work has been supported by the Nutrition Foundation of 
New York and the Banting Research Foundation, Toronto. We are 
indebted to our colleague Dr. Jean Patterson for her invaluable help. 
The photomicrographs were prepared by one of the authors (W.S.H.) 
with the technical assistance of Mrs. K. M. Robertson. 
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The demonstration of a pre-erythrocytic , cycle in 
mammalian malaria as it exists in the monkey malaria 
parasite, Plasmodium cynomolgi (Shortt and Garnham, 
194S), led to the deduction that a similar cycle would be 
found in the case of human malaria caused by the parasite 
P. viva.x. This followed from the close similarity of the two 
parasites, and the assumption was quickly proved experi- 
mentally by the discovery of the pre-erythrocytic cycle in a 
human volunteer (Shortt, Garnham, Covell, and Shule, 
194S). In both cases the pre-erythrocytic cycle was shown 
to take place in the parenchyma cells of the liver. 

It was subsequently demonstrated that this cycle persisted 
in the liver after the establishment of the infection in the 


peripheral blood and that it was the probable cause of 
relapses in benign tertian malaria, since it could exist in 
the absence of the erythrocytic cycle. 

The work of Fairley (1945, 1947) showed conclusively 
that in both vivax and falciparum malaria there was a 
cryptic phase in infections caused by mosquito bites during 
which pre-erythrocytic development must have been pro- 
ceeding in some situation other than the blood stream. No 
other conclusion could be drawn from the results of his 
experiments, and he established the approximate duration 
of this cryptic phase as eight days in the case of vivax 
malaria and six days in the case of falciparum malaria. 

As already stated above, the truth of this assumption 
had been established in the case of vivax malaria, but 
similar proof was still lacking in the case of falciparum 
malaria, and it was to obtain this that the experiment which 
is the subject of this paper was carried out. 

Unlike the case in vivax malaria, we were unable to 
argue from monkey to man, since no suitable monkey 
parasite closely similar to P. falciparum was available for 
study, and a human experiment was necessary without any 
preliminary comparative work. 

The fact that P. falciparum shows considerable differ- 
ences in its morphology and life cycle from P. vivax at 
least raised the possibility that there might be certain differ- 
ences in the nature of the cryptic stage as compared with 
those of P. vivax and P. cynomolgi, as well as in the site 
in the body where it occurred. It seemed probable, also, if 
we accept the persisting exo-erythrocytic cycle as the source 
of relapses in vivax malaria, that, although there would 
be a pre-erythrocytic cycle in falciparum malaria, it would 
be short-lived and end with establishment of the erythro- 
cytic infection. This is a natural deduction from the well- 
known fact, so conclusively proved by Fairley’s experiments 
alluded to above, that complete eradication of the erythro- 
cytic infection in falciparum malaria ends the disease and 
relapses do not occur. This made the problem of choosing 
the correct day for the biopsy on the volunteer of great 
importance, as will be seen when the details of the 
experiment are described. 

Description of Experiment 

Anopheline mosquitoes of the species A. maculipennis 
atroparvus and A. quadrimaculatus were infected by feed- 
ing on two occasions on a subject carrying in his blood 
large numbers of gametocytes of a Rumanian strain of 
P. falciparum. These were maintained on blood meals for 
fourteen days, and mosquitoes were dissected and examined 
daily to follow the progress of the infection. These dis- 
sections revealed an infection rate of 93%. After ten days 
the dissections showed that the salivary glands had been 
invaded, and it was considered that four days afterwards 
would be the optimum time to feed them on the volunteer. 

This operation was carried out on three days as follows, 
a total of 770 bites by the mosquitoes being recorded. 

On October 10, 1949, 350 mosquitoes fed ; on October 11, 
95 fed, these being the mosquitoes that had failed to feed 
on the first day. On October 12, 325 fed : the majority 
of these were the mosquitoes of the first day of feeding 
having a second blood meal on the volunteer. 

The dissections referred to had shown that 93% of the 
mosquitoes were infected and that the infections in the 
salivary glands were extremely heavy, so that the dosage of 
sporozoites injected by the 770 bites must have been 
enormous. 

After a full consideration of all the factors involved, and 
influenced chiefly by the duration of the incubation period 
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not be possible accurately to date the forms younger than 
the fully developed schizonts ready to rupture. In all the 
younger forms the nuclei were larger but much less 
numerous and the cytoplasm more abundant, the staining 
reactions remaining the same. The schizonts, which were 
ovoid or bluntly lobose in shape, were not quite so large 
as in the previous stage, but a large example would measure 
ahoiit 50 /t by 36 n in the long and short diameters. This 
would probably represent a late fifth-day form. 

Forms 92 Ilnurs Old . — ^The schizonts were considerably 
smaller than the previous form, measuring about 31 by 
26 /I in their longer and shorter diameters. They tended 
to be ovoid in shape, but lobose forms or forms constricted 
in the middle were already appearing. The blue cytoplasm 
was coarsely granular and the nuclei were much less 
numerous than in the previous stage. As in the cases of 
P. cynomolf;! and P. vivax, there was no cellular reaction 
to the presence of the parasitic bodies in the liver tissue 
in any of the three stages described. 

Comment 

In comparing the various stages described with those 
found in P. cyiwmotf;i and P. vivax it will be evident that 
the prc-erythrocytic forms of all three species are closely 
similar. Points of difference arc the larger size of the 
mature schizont of P. falciparum, the smaller size of the 
mero/oites, and the much greater number of these in the 
schizonts. The full maturity of the schizonts in less than 
SIX days proves that schizogony in the prc-erythrocytic 
forms of P. falciparum proceeds much more rapidly than 
n cither /’. cyiinmolgi or P. vivax. 

I he general impression gained, however, is that the three 
species must be considered closely related and that the 
geiiiis Plasmodium, as exemplified in these three species 
iio>e essentially complete life cycles are now known, is a 
co’up.ictly knit entity the members of which conform 
.1 ■ ■-•Iv to the generic pattern. 

Summary 

1 or the first time the existence of a pre-erythrocytic stage 
in the life cycle of P. falciparum has been demonstrated 
arid tlic forms at three stages of development are briefly 
dcscril'rd. 

We cvprc's our prc.it indebtedness to many helpers who have 
;it v.inoiis stages in the carrying out of this successful 
r'rrriii -rit. Our speci.il thanks are due to Mr. C. Naunton 
'•te-.-in, v.bvs performed the open operation on the liver with 
re-’ i-l. ibl; ,Vill and celerity, to Dr. C. Langton Hewer, who 
■■ise ip vah'ible time to administer the anaesthetic to the 
' to the staff of the Hospital for Tropical Diseases 

„ i-t.'.nce and care throughout the experiment. Dr. 
V< I) s, , p;,,. superintendent of Horton Hospital, has 

t' 1 r .-aiitude by granting the most ample facilities for 
■■ r !-■• d i-fcet'on of the mosquitoes at Epsom and their sub- 
O'! tb; human volunteer. Mr. \V. Cooper, chief 
Maryon. and Mrs. P. l.ee gave invaluable and 
and sp.i.red neither time nor trouble in many 

' tr.-' - rd ope.'utions. The one indispensable actor in 
■ r ■ !' e hi rran volunleer. Mr. C. H. Howard, who not 

h t on his own initiitivc, offered himself for 
' r't ■" • If erchy helped greatly to advance scientific 
‘ i-pportan! aspect of malariology. 
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REHABILITATION AND RESETTLEMENT 
OF THE TUBERCULOUS* 

’ BY 

FREDERICK HEAP, M.A., M.D., F.R.C.P. 

Adviser in Tuberculosis to the Ministry of Health; Senior 
Medical Officer, London County Council 

In all matters concerning the resettlement and rehabilitation 
of the tuberculous three factors are of paramount import- 
ance. The first is that it is impossible to be sure that a 
tuberculous person has completely recovered from his 
disability ; the second is that there are no means of assessing 
a tuberculous person’s capacity for work except by trial 
and error ; and the third is that when the disease is active 
it is usually infectious. These three factors differentiate the 
problem of other disabled persons from that of the tuber- 
culous and make it necessary to have special schemes to 
meet the requirements of the latter group. I propose to 
examine in more detail the three factors with special 
reference to resettlement and rehabilitation. 

1. Uncertainty about Recovery 

It is not easy to find reliable statistics on the relapse rate 
of those who have been treated in sanatoria. There are 
many reports on the post-sanatorium mortality rate which 
are helpful, but these do not indicate the amount of chronic 
invalidism amongst the tuberculous population. Here are 
some conclusions taken from studies of after-histories of 
patients. 

Bashford and Scott (1936) in their report on the health 
of 3,755 Post Office workers state; “Of those who incur 
pulmonary tuberculosis not more than 50% are able to 
return to work even after prolonged periods of treatment, 
and of those who return there has been a further wastage 
of about 48% as a result of recurrent pulmonary tubercu- 
losis, or other form of ill-hcalth, by the end of ten years, 
the heaviest wastage having occurred in the first six years." 

Tattersall (1949), in a five-year follow-up of sputum- 
positive cases, found that 10% of the “ recovered ’’ cases 
deteriorated after an average period of six years as 
“ recovered.” He suggests that a patient whose working 
capacity is reduced by phthisis is not always a short-term 
social liability, and that it is doubtful if there is any justifi- 
cation in discharging from supervision any tuberculous 
person who has had a positive sputum. 

Such information, although emphasizing the need for 
special measures for rehabilitating the tuberculous, is not. 
particularly encouraging, and it would be as well at this 
point to inquire why the tuberculous relapse and die. A 
satisfactory answer to this query cannot be given ; all that 
can be said is that certain conditions predispose to activity 
of the disease. \Vhich of these conditions is the most 
important varies from individual to individual. Under- 
nutrition, overstrain, anxiety, acute respiratory infections, 
insufficient rest, and certain occupational conditions are 
factors that influence the state of the lesion, and the facts 
may be summarized in a brief but vague way by saying 
that anything that lowers the resistance^ of the body to 
infection will increase the possibility of a breakdown from 
tuberculosis. This is really begging the question, as resis- 
tance is a term which cannot be defined. TTie inability of 
the body to rid itself of the tubercle bacillus is well known, 
and he would be a bold man who said that in any arrested 

•Read in the Section of Occupational Heath at ihe Annual Meeting 
of the Rriti^h Medical Aviociaiion, Harropate. 1949. 
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c,isc of tuberculosis no live tubercle bacilli were to be found 
tn the body. Careful examination of even calcified lesions 
often reveals the presence of living bacilli, and so long as 
they are there it is possible for activity to develop. 

Tbe experience of r«’o great ss-ars and studies of the 
mortality figures of tuberculosis in relation to environment 
have shown that when the standard of living falls tubercu- 
losis rises. Thus the first principle in the resettlement of 
the tuberculous is that the standard of living of tuberculous 
persons must be kept high. Tlic mortality rates during the 
last ten years in countries like Denmark. Sweden, and the 
U.S.A., where the tuberculosis death rates actually fell 
during the war years, show clearly the relationship of the 
national standard of nutrition to tuberculosis mortality 
rates, and recent figures published in Tiihercle (194S) reveal 
a close connexion between protein intake and tuberculosis 
mortality. It is therefore essential in any tuberculosis 
resettlement scheme to be sure that a good standard of 
nutrition is maintained. Housing, food, and clothing arc 
items that must take a prominent part in aftercare, and 
it is possible that in the effort to provide suitable work 
insufficient attention has been paid to these equally 
important items. 

It is not difficult to appreciate the advantages which the 
sillage settlement affords with regard to post-sanatorium 
medical supervision and provision of the most favourable 
environment for tuberculous persons, but there are many 
who cannot or will not be admitted to these institutions. 
For these if is proposed that the necessary medical super- 
vision and the opportunity for rest, nourishment, and 
regulated life shall be provided by the night sanatorium, 
fhis institution should accommodate from 30 to 50 tuber- 
culous persons vvho have completed or nearly completed 
their sanatorium treatment and are fit for three or more 
hours’ industrial employment, preferably in special factories 
under the Disabled Persons Emplojinent Corporation. 

Prioritj’ of admission will be given to positive cases, 
and particularly to those who have unsatisfactory homes 
or no homes at all. It is anticipated that night sanatoria 
will enable patients to be discharged from institutional treat- 
ment at an earlier date than if they had to return home, 
and they will permit the discharge of patients who arc now- 
retained in sanatoria owing to home conditions. In this 
w-ay they will relieve the bed situation without increasing 
the nursing shortage. 

For the patient the night sanatorium provides a safe 
means of returning to industrial work by lessening the break 
between the rural environment of the sanatorium and the 
crowded conditions of the city dwelling. It also enables 
the patient to continue treatment in an environment that 
he appreciates and is generallj- longing to return to whilst 
under treatment in the country. 

Rehabilitation is not merely a matter of providing suitable 
work for the disabled. The unstable condition of many 
tuberculous workers demands routine medical examination, 
including radiography and a careful search for the tubercle 
badllus. This is particularly necessary- after catarrhal colds 
or influenzal symptoms. Even in long-term arrested cases 
a yearly check is most desirable. This means close co-opera- 
uon between resettlement schemes and the chest clinics of 
the regional hospital boards, or rehabilitation centres will 
need to have their own clinics attached to the industries. 
Careful record-keeping at chest clinics will be necessary if 
the value of rehabilitation schemes is to be judged, for at 
present there is no statistical evidence that persons at village 
settlements do any better in the long run than clinically 
comparable cases under good domiciliary conditions. 


particularly if an equal amount of money and care is spent 
on them. 

2. Assessment of Capacity for Work 

Tliat overstrain can cause a quiescent lesion to become 
active has been recognized for many years, and if such 
activity is not treated a serious breakdown in health wil! 
occur. At present only by giving a man a certain job is it 
possible to determine if he is capable of working. The 
practice, therefore, is to begin with short hours on light 
work, and, if the man remains healthy and shows no signs 
or symptoms of active disease, to increase the amount 
of work periodically. This method is unscientific, and, 
although some valuable pioneer work has been done by 
Brieger at Papworth, we are still a long way from solving 
this important problem of rehabilitation. It is necessary 
for the physiologist, the biochemist, and the psychologist to 
pool their services for research into this matter. 

It can be stated that certain occupations are unsuitable 
for tuberculous persons, and on this point I would like to 
emphasize that practically all outdoor jobs are unsatisfac- 
tory for the tuberculous on account of the fatigue and expo- 
sure they involve. Other occupations that are contraindi- 
cated are the dusty trades and those involving irritating 
fumes, and especially those harmful dusts containing silica, 
as well as trades demanding work in conditions of high rela- 
tive humidity or extremes of temperature. Heavy muscular 
work and high-pressure team-work are also undesirable 
These restrictions, based on observation of the behaviour 
of tuberculous persons who have tried working under such 
conditions, limit the range of emplovment to be recom- 
mended in a rehabilitation scheme At Papworth and 
Preston Hall the following industries and occupations have 
been carried on with successful results : printing, woodwork, 
clerical work, leather work, fancy goods manufacture, light 
engineering, and tuberculosis nursing. 

Of course a condition other than the man's physical 
fitness has to be considered, and that is his technical ability 
to do the work, ^\^^cre a man has to change his occupation 
it is usually necessary to give him a long course of mstruc- 
tion before he can be of any economic value. At Preston 
Hall a scheme has been developed by which the man can 
not only be trained to do a particular job but can, if he 
wishes, be fully apprenticed to a trade, so that eventually 
he becomes a skilled workman w-ith a comprehensive 
knowledge of his subject. Such training is essential for 
young men, but it is not usually acceptable to the more 
elderly. The incidence of tuberculosis is steadily rising in 
the older age groups in males. This will probably compli- 
cate resettlement schemes, as these elderly persons do not 
take kindly to village settlement life and are not keen on 
training for a new job, although their previous occupation 
is often not very suitable. It is probable that the Remploy 
factories of the Disabled Persons Employment Corporation 
will be a great help to these people in the future. 

The amount of work tuberculous persons can do even 
when their disease is arrested is usually less than that done 
by normal persons, and the rate at which they work is often 
slower. If they are employed on sanatorium staffs three 
tuberculous persons are needed to do the work that could 
be done by two normal persons. The only way to spe^ 
up producU'on by tuberculous persons is to put them in 
charge of machines that do the work almost automatically 
and require the minimum of energy expenditure. Large 
amounts of capital are required to carry this out succes- 
fully and establish a productive industry. Failing this, the 
employment of the tuberculous is apt to develop into the 
nature of handicraft work which has little or no prospect 
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of providing a livelihood. In fact, over-concentration on 
handicraft^ work is one of the great obstacles to successful 
rehabilitation schemes. Unless the handicraft work is 
directly related to the type of work in which the patient 
will ultimately be trained, it is largely a waste of time and 
may easily create the invalid complex which prevents the 
man having the confidence to accept training in a trade by 
which he can be eventually self-supporting. 

3. Danger of Infection when Disease is Active 

There are two schools of thought on the infectivity of 
tuberculosis. One school believes that the development of 
active disease is determined mainly by the' degree of 
inherent or native resistance, other important factors being 
the age at which primary infection occurs and the magni- 
tude of the dose of the primary infection. If the primary 
infection is overcome it is thought that small reinfections 
tend to raise the general resistance to the disease so that 
active disease can occur only if the reinfecting dose is 
very large, and, as this is unlikely except under very close 
contact, it is argued that exogenous infection, other than 
the primary infection, plays only a small part in causing 
active disease in those already infected. Relapses are con- 
sidered to be due to lowering of the resistance, which 
allows a spread of the lesion sometimes from a sudden 
bacillaemia arising from rupture of a tubercle into a blood 
vessel. 

The other school puts much greater stress on the 
importance of exogenous infection and regards exposure 
even to small doses of the bacilli as dangerous. Although 
the evidence is by no means complete, it is probable that 
inherent resistance is the most important factor and that 
after the primary infection has been overcome only large and 
often-repeated exogenous infections are of any danger. If 
this is true it has a considerable bearing on the planning of 
rehabilitation schemes. It means that the tuberculous and 
non-tuberculous can be employed together without undue 
risk, provided the non-tuberculous have overcome their 
primary infection, are adequately nourished, have a good 
standard of living, and work under hygienic conditions. 
Tuberculosis will spread among them if any of these con- 
ditions are neglected. In other words, the soil is of more 
importance than the seed in preventing the spread of 
infection. 

Even if such conclusions are correct it will be extremely 
difficult to apply them ; for the general public have a great 
fear of tuberculosis, and we have to accept the fact that 
tuberculous persons are usually resented by their fellow 
workers, who always blame the known case for the develop- 
ment of the disease in any contact, whereas the fresh case 
may be entirely due to exacerbation of an old focus and 
have nothing to do with contact at all. Therefore, until more 
is known of the incidence of infection among the population 
and a less fearful attitude towards tuberculosis is established, 
it is wise not to have open positive cases in normal industry 
except in special circumstances that will satisfy the demands 
and calm the fears of the management and other employees. 

Another difficulty that arises from the infectious nature 
of the disease is the possibility of products of the industry 
carrying the infection. Here again the danger is more 
imaginary than real, except where children are concerned, 
but there is evidence that woollens, furs, and books can 
retain the bacillus for a number of days. It is therefore 
unwise to teach tuberculous persons to make woollen or fur 
toys and children's play-mats, for, although these can be 
adequately sterilized when made under supervision, there is 
no such safeguard when the goods are made at the patient’s 


home and sold privately. No fear of spreading the infection 
by polished wood or metal goods need be entertained, and 
there is no need to sterilize the usual products of printing, 
leather, or wood. But it is not good policy to employ 
tuberculous persons on any work connected with the 
preparation of food, and this includes the picking of fruits 
and gathering salad plants, although here again the risk has 
been exaggerated through repetition of unproved statements 
on the danger of infection. 

Some day, when we have the courage to act on our con- 
victions, this bogy of infection will be dispelled by making 
people realize that it is the inherent resistance to the disease 
that really matters once the primary infection has been 
overcome. If the public is to be educated along these lines 
we must begin by scrapping most of the pamphlets on the 
danger of infection and publish new ones based on recent 
advances in the pathogenesis of the disease. 

Finance 

The greatest difficulty of all in rehabilitation and rcsettle- 
ment is that of finance. It is best to be frank and recognize 
at the outset that the average tuberculous worker is a poor 
financial proposition to the employer unless there is capital 
to provide the special conditions under which he can work 
with safety and efficiency. In the Spero works in London, 
where an average of 62 mostly sputum-positive tuberculous 
persons are employed under sheltered conditions, there was 
a loss of 1,980 working days owing to sickness during 1947 

Although some of the persons employed in this 'special 
factory are severely disabled, the figures give an indication 
of the high liability involved in employing tuberculous 
persons without attention to living conditions. Neverthe- 
less it is worth while providing sheltered employment for 
these people, -who would otherwise lounge about the streets 
and their homes, living under the degenerating influence of 
enforced idleness. But in order to employ such precarious 
labour heavy financial assistance is needed to maintain a 
sufficiently high standard of living. 

To enable him to live, a disabled tuberculous person can 
obtain the necessary financial assistance from various 
sources, depending on his clinical status. Whilst he is a 
patient his treatment will be free and he will be entitled to 
national health insurance benefit and a grant up to 20s. a 
week for any productive work. During post-sanatorium 
training and rehabilitation he may receive board and lodg- 
ing, national health insurance benefit, and the grant up to 
20s. per week for his productive effort. The Ministry of 
Labour and National Service has authority to contribute to 
the cost of the person’s rehabilitation, and approved persons 
in training centres get a grant of 28s. per week, for a maxi- 
mum period of three years ; they also receive free board and 
lodging if residing in a hostel in the village settlement. 

Some of the larger local authorities have accepted 
financial liability for the maintenance of persons undergoing 
rehabilitation at industrial settlements as part of their obli- 
gations under Section 28 (3) of the National Health Service 
Act. It is possible, therefore, in such circumstances to 
assure the training and resettlement of a tuberculous person 
provided the contributions from the authorities mentioned 
continue. Where such assistance is not forthcoming it is 
difficult to arrange for adequate rehabilitation. A serious 
obstacle may arise in the development of rehabilitation 
schemes if local authorities take advantage of the permissive 
clause in Section 28 (2) whereby they may recover' charges 
from a person receiving aftercare services, which it is 
presumed includes rehabilitation, having regard to the 
person’s means. 
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•Any suggestion of a means test at the stage when a subject 
is about to begin a course of rehabilitation will cause many 
to refuse to accept such services. Many chest physicians 
believe that rehabilitation is a part of treatment, and if this 
is free then rehabilitation should also be free. It is hoped 
that those responsible will realize that the harm that will 
be done by application of a means test and the collection of 
small sums from the disabled can never be compensated 
by the financial gain to public funds. 

Snmmarj' 

Three difficulties complicate the rehabilitation of the tubercu- 
lous; (I) it is impossible to be sure that a tuberculous person 
has completely recovered from his infection ; til there are no 
means of assessing the tuberculous person’s capacity for work, 
except by trial and error ; and (3) persons with active tubercu- 
losis arc usually infectious. 

Each of these difficulties is discussed, and suggestions arc 
made for overcoming them. The financial problem is perhaps 
the most difficult to solve. 

REirRK-xxs 

Bashford. H. H, and Scott. W. L. fI93K). Lanrei. 2. III.''. 
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H. HAMILTON STEWART, M.A„ F.R.CS, 
Surpeon, Bradford Royal Infirmary: Ccnlto^urir.ary Surgeon. 
St. Luke's Hospital and Children's Hospital, Bradford 

Over a period of eight years 2,192 patients were admitted 
to my wards with symptoms due to non-malignant disease 
of the prostate, and of these 1,960 were submitted to 
prostatectomy, with an overall mortality from all causes, 
whether attributable to the operation or not. of 3.01 %. In 
private cases the mortality was 1.96%. The following 
Table gives a detailed report on these results. 

Results of Treatment of 2.192 Cases of Prostntic Obstruction (Hon- 
malienantj. IS^O Cases Submitted to Prostatectomy. With o 
.\fortality from All Causes of 3.01%: ^^.9% Admitted Mith 
Acute Retention 



No. of 
Patients 

Percen- 
tage or 
Toul 

No. with 
Acute 
Retention 
in Each 
Croup 

Mortality 

Pcrjrethral prostatectomy 

1,347 

ei‘Ay, 

510 07-8^) 

41 (3-m%) 

Suprapubic prosutectomy 

613 

n-oy. 

291 (47-5J^) 

18(2-93%) 

One-stage 

363 


M3 

12 

Two-stage 

250 


14S 

6 

Suprapubic ej'stostotnyt 

183 

8-3% 

135 (73 8%) 

ny. 

No operation 

49 

2-2^ 




A patient aped 90 had a penirclhral prostatectomy successfully performed 
There v.as a consecutive scries of 150 proualecioroies without a death. 

♦ A number of these cases will be suitable for proJtaiecto ny later. 


Causes of Death folhwiag Prostatectomy 

Cardiac failure .. "j Malignant endocarditis .. .. | 

Coronary thrombosis V . . . . 25 Cerebral abscess . . . . . . j 

PulmonATy embolism J Haemairmrsis .. .. » 

Uraemia 8 Cerebral tumour . . . - I 

Clot retention .. .. 5 Tetanus .. .. .. •• 1 

Cerebral thrombosis .. .. 4 No records available .. .. * 

Shock and collapse .. .. 7 

During this period it was evident that doctors tended to 
send their good-risk cases to the voluntary hospital and 
their poor-risk cases to the municipal hospital. A surgeon 
working only at a voluntary hospital has therefore an 

•Read in opening a discussion in the Section of Surgery at the 
Annual Meeting of the British Medical Association, Harrogate, 1949. 


unfair advantage so far .as results are concerned. In the 
series here recorded the cases were admitted to both volun- 
tary and municipal hospitals and to a nursing-home, and it 
is thus possible to judge the results of prostatic surgery 
carried out on a cross-section of the community. 

The operations were performed by various routes — the 
perurclhral, transvesical, and retropubic. 

Acute Rcicntion as a Result of Prostalic Obstruction 

A man apparently in good health may suddenly and pain- 
fully be made aware that he suffers from a proslatic obstruc- 
tion by the development of an acute retention, for which 
the doctor may be asked to sec him for the first time. This 
apparent misfortune may be a blessing in disguise by 
directing attention to the need for radical treatment. Tne 
doctor’s decision regarding the immediate treatment may 
profoundly influence the subsequent course of the illness. 
He has the choice of several methods of procedure, and 
I give the three best in order of preference; (A) Injection of 
morphine J gr. (11 mg.) and immediate transportation of 
the case to hospital ; (B) catheterization ; (C) suprapubic 
aspiration. . 

(A) Tlicrc is no doubt in my mind that this is the best 
course to adopt. The patient is immediately placed under 
the best conditions, and any procedure can be carried out 
svith strict asepsis. 

(B) If the patient is living in the country far from a 
hospital or is unfit for removal for any reason, then 
catheterization is permissible. The passage of a catheter 
should be regarded as of the same importance as a major 
operation. The dangers of catheterization are: (i) Trauma 
of the mucous membrane of the urethra, with the risk of 
opening venous sinuses ; this may be folloxxed by rigors 
and sepsis, (ii) Introduction of infection, (ilf) Rapid 
decompression of the bladder with its attendant risks of 
suppression of urine and haemorrhage, particularly when 
an acute retention is superimposed upon a pre-existing 
chronic retention, (iv) Failure of catheterization. 

The avoidance of trauma is of paramount importance. 
In the ordinary way the beak of the catheter loses its lubri- 
cant in the first part of the urethra and passes along the 
remainder unlubricated, and is apt to cause trauma. This 
difficulty can be overcome if the technique described below 
is carri^ out, and, moreover, failure of catheterization will 
be very rare indeed. 
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About 10 ml. of sterile water-soluble lubricant is injected 
slowly into the urethra by means of a “ record ” syringe to which 
a rubber nozzle has been fitted (Fig, 1). The glans penis is 
compressed to prevent' the jelly escaping. The beak of the 
catheter, the open end of which has been closed with artery 
forceps, is now introduced into the meatus and digital com- 
pression of the glans penis immediately reapplied (Fig. 2). The 
catheter is now advanced along the urethra, and, as an air-lock 
is present in the catheter as a result of closure of the end, a 
column of lubricant is pushed in front of the catheter. This 
acts as a dilator of the mucous membrane, removing any folds 
or light obstructions which' may impede the passage of the 
catheter. 

Repeated catheterization in these cases of retention in 
the hope that the patient will eventually pass urine should, 
except in special cases, have no place in modern treatment. 
Even though the congestion of the enlarged prostate should 
settle and the patient pass urine again, some degree of 
bladder-neck obstruction will persist. In due course a 
further retention will occur, or, if the patient is unlucky, 
he will live on in failing' health until severe renal damage 
has occurred, with associated secondary cardiovascular 
changes. The doctor has thus merely postponed the evil 
day, and in the end the patient will face the operation in 
a poor state of health. 

(C) The doctor should , assure himself by percussion that 
the distended bladder is not intraperitoneal. After injection 



of a local analgesic with a fine needle into the midlinc of the 
abdominal wall a larger needle is inserted obliquely into 
the bladder, as illustrated in Fig. 3, and the urine from 
the bladder aspirated. 

The patient should then be admitted to hospital without 
delay. 

Treatment of Acute Retention in Hospital 

Three methods have been used in this series of cases 
(i) After calibration of the urethra an indwelling Foley’s 
catheter (18 Charriere gauge) was inserted by the technique 
described. The bladder was then decompressed. In this 
way an emergency operation subject to difficulties which 
could not always be foreseen, such as cancer of the bladder 
complicating the obstruction, was avoided, and time was 
allowed for a thorough investigation of the case and an 
improvement of the patient’s renal function, (ii) Immediate 
prostatectomy was performed when the retention was com- 
plicated by the existence of a tight phimosis or other 
conditions which made the passage of a catheter inadvisable, 
and when the blood urea was not raised above 100 mg. per 
100 ml. (iii) Suprapubic cystostomy and decompression ot 
the bladder was performed under local analgesia on those 
patients unsuited for catheterization, who were in poor 
general condition, or who were gravely uraemic, and an\ 
further operative treatment was delayed. 

The Non-Emcrgency Case 

Symptoms and Physical Signs 

When prostatic obstruction causes retention of urine the 
diagnosis is easy. When it causes sufficient trouble with 
micturition to bring the patient to the doctor the diagnosis 
is generally easy. There are some cases, how'ever, in which 
urinary phenomena are so slight and their onset so gradual 
that the patients are unaware of anything wrong with ■ 
the working of the bladder. These patients seek advice 
because of general symptoms, such as dyspepsia or loss ol 
appetite, lack of power of concentration, lassitude, cardio- 
vascular disease, abdominal discomfort, backache, haema- 
turia, etc., and the condition of the bladder-neck obstruction 
is discovered on routine examination. Comparatively 
young patients with prostatic bars of fibrous or congenital 
origin come into this class. 

These cases of silent obstruction can very easily be 
missed. On abdominal examination palpation or percus- 
sion may reveal a distended bladder, but on the other 
hand the bladder dome may be intraperitoneal and intestine 
may lie in front of it. The diagnosis in several such cases has 
been suspected by their medical attendants only by observ- 
ing displacement upwards of the pelvic colon in the radio- 
graphs taken for suspected gastric disorders. These cases 
will not be missed if. the physician or surgeon will examine' 
the bladder bimanually by ballottement when making a 
routine rectal examination. 

The ordinary symptoms of prostatic obstruction are well 
known, and I shall not enlarge upon them. It is important, 
however, that the doctor should be able to tell whether the 
condition is a straightforward one of prostatic obstruction 
or is complicated by other urological lesions.. Suspicion 
should be aroused if terminal dysuria is a symptom. Some 
coexisting condition, such as infection, new^ growth, or 
stones, should then be expected. Again, haematuria is not. 
in my experience, a common symptom of prostatic enlarge- 
ment, and when occurring in a case of obstructing prostate 
should not be assumed to be of prostatic origin. . These 
cases require full investigation. 

The presence of pus in the urine, whether sterile or not. 
should always arouse suspicion. Sterile pus may be present 
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in the urine in a case of uncomplicated prostatic obstruc- 
u'on. This may be due to trauma of the mucosa from over- 
stretching or to compression of the mucous membrane as 
the result of gross hypertrophy of the bladder musculature. 
It may, however, indicate, and often docs, associated lesions 
such as a stone, growths, tuberculosis, etc. An infected 
urine in a patient who has never been cathctcrized should 
also arouse suspicion. 

Examination of Uie Prostate 

Tlie patient should be asked to pass urine before the 
examination. 

Lejt Lateral Position . — The rectum is examined. The 
enlargement of the prostate into the rectum is recorded 
tO to 4.r) and its consistence noted. Any irregularities on 
its surface arc discovered by light palpation or, if in the 
substance of the gland, by deep palpation. Any adhesions 
10 or tethering of the rectal mucous membrane arc observed. 
The presence or absence of the median groove and lateral 
fornices is noted. Can the upper notch be palpated '! If 
so, is there any pcrivcsicular infiltration ? If the finger in 
ihc rectum is now rotated so that the pulp of the finger 
faces upwards it is often possible to c.xamine the base of 
the bladder with the side of the finger. The middle finger 
of the band lies in the fold between the buttocks, and as 
a result the finger can be introduced a greater distance. An 
infiltrating carcinoma of the bladder base may be 
recognized in this way. 

Knee-chest Position . — The lumbar curve is c.xaggcrated. 
fhe deep palpation of the prostate is repeated, and any 
crepitation noted which may indicate the presence of 
prostatic calculi. The seminal vesicles arc e.xamincd and 
any perivesicular infiltration, whether neo-plastic or 
inflammatory, observed. 

Supine Position . — The legs are flexed and abducted 
slightly, and a bimanual e.xamination is then made as 
described below. 

Clinical Determination of the Amount of Residual Urine 
ind the Size of the Prostate Gland without Cysto- 
urethroscopy 

The dangers of catheterization and cysto-urethroscopic 
examinations in cases of prostatic obstruction are at last 
oeing recognized. The passage of a catheter in order to 
discover the amount of residual urine should be unnecessary 
except in very stout patients or in one who refuses to 
co-operate, and even then the desired information will be 
given by the post-evacuation cystograms. If a coexisting 
stricture is suspected, then diagnostic catheterization is 
permissible. 

There is a clinical method of determining the amount of 
residual urine which I have found of extreme value, as it 
enables a decision to be made in cases of doubt, without 
ihe passage of a catheter, whether operation is advisable or 
not. The ability to use it requires practice and experience, 
fhe method is as follows : 

The patient lies supine, with the legs flexed and slightly 
abducted. He should then be told that a delicate examination 
is to be made, which necessitates relaxation of the abdominal 
wall, and that he must not resist when the surgeon’s fingers 
dip into the abdomen. The right index finger in Ihe rectum is 
put as high up as possible and the tip of the finger placed in 
contact with the prostate or bladder base, if this can be reached. 
The fingers of the left hand palpate the abdomen. The upper 
limit of the bladder can now be determined by ballottement, 
the impulse being transmitted to the finger in the rectum 
(Fig. 4). The amount of residual urine (if present) can be 
assessed with a high degree of accuracy. 



The fingers of the left hand now sink into the pelvis and the 
prostate gland is examined bimanually. The degree of intra- 
vesical enlargement of the prostate can be fairly accurately 
determined in Ihe majority of cases if Ihe patient is not too 
stout or the residual urine or hypertrophy of the bladder 
musculature is not too c.tcessive. The size of the gland is 
recorded — intravesical 0 to 4-h, rectal 0 to 4 + 

The information on the size of the prostate is of extreme 
value when deciding whether a pcrurcthral prostatectomy 
should be performed. 

The Role of Radiography 

This subject is too extensive to be covered in a short 
paper such as this, but I should like to emphasize that the 
last radiographs of the series should be taken after micturi- 
tion and the amount of residual urine can then be assessed 

Indications for Operation 

I believe that prostatectomy should be performed as soon 
as the diagnosis of prostatic obstruction is established, 
unless coexisting diseases make the expectation of life short. 
To delay operation until renal damage has occurred or 
secondary cardiovascular disease has developed is not in 
harmony with modern views on preventive medicine. The 
beneficial effect of prostatectomy upon the cardiovascular 
system is often most striking. Angina of effort often 
becomes less troublesome. In cases of hyperpiesia the blood 
pressure often falls, adding considerably to the patient’s 
comfort. I wonder how many patients would have been 
spared a cardiovascular catastrophe, such as a coronary 
thrombosis, if the prostate had been removed when it first 
gave obstructive symptoms. 

In cases of slight obstruction without marked frequency 
or residual urine the patient may be kept under observation 
It may be argued, however, that many of these cases will 
require operation in the end, and thus why not operate upon 
them early and avoid the risk of secondary changes in the 
kidneys and cardiovascular system ? There is no doubt 
that many patients suffering from prostatic obstruction still 
come for treatment too late in the progress of the disease. 

Surgical Treatment of Prostatic Obstruction : General 
Considerations 

Oire of the Indwelling Foley Catheter 

The glands in the urethral mucous membrane secrete 
mucus, and adequate provision must be made for this to 
escape externally. A severe urethritis, with its serious 
sequelae, \vill follow within 48 hours of the introduction 
of the catheter if the meatus fits too tightly round the 
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any real doubt c.\ists it may be permissible to try the effect 
of urethral drainage, and if the mental condition clears 
up completely then a prostatectomy is justifiable. 

rrostatcclomy 

It is in my opinion a mistake to use one method to the 
c.\clusion of others. Each individual case should be judged 
on its own merits. Surgeons will vary in their views on 
choice of operation, depending to a great c.xtcnt on their 
relative skill and c.xperience of results with each, and also 
on whether they haxe the time, patience, inclination, and 
nursing staff to persevere with the dilficult technique neces- 
sary for the perurcthral method. Since the advent of the 
modem open one-stage operations, with their good results, 
the incentive for the younger surgeon to learn the difficult 
technique is not so great as it was ten years ago. 

Perortthral Prosfalfclomj* 

This operation was performed in 1,347 of this scries of 
non-malignant cases, with a mortality of 3.04%. In the 
nursing-home 74.3% of prostatectomies were performed by 
this method, with a mortality of 2.1%. The Thompson 
punch was used in all cases. Tfie great majority of the 
really bad-risk cases, including the derelicts admitted to the 
municipal hospital, were operated upon by this method. It 
also included the bad-risk cases referred from other centres. 

It would appear to be not generally known among 
doctors that if this operation is properly performed the 
obstructing gland is removed as thoroughly as by enuclea- 
tion and the risk of recurrence is no greater. “ Resection ” 
of prostatic tissue with the purpose of leaving a channel 
through which urine can pass should be the aim only in 
malignant cases. 

The advantages of this method arc immense. The patient 
has no wound and he is able, if he suffers from a bad 
chest, to cough without pain. Adiposity docs not make the 
operation more difficult. Patients svith poor cardiovascular 
systems, especially those with low blood pressure in asso- 
ciation with hardened arteries, and those with a history of 
thrombosis, are more safely operated upon by this method. 
Urinary obstruetions due to fibrous and malignant prostates 
are also indications for its use. The patient is allowed up 
twenty-four hours after the operation, and the catheter is 
removed on the first to the third post-operative day, and 
in the ordinary run of cases he is discharged home eight 
to ten days after the operation. The operative risk is less 
than by open operation, and many cases considered unsuiled 
for the latter procedure can be operated upon by this 
method without undue risk. 

The disadvantages are equally clear. The method is diffi- 
cult to learn, as the surgeon alone has the operative field 
in view. At least 300 operations must be performed before 
the surgeon can really consider himself proficient, and he 
must have a sound urological background and an extensive 
experience of cystoscopic work before attempting this 
method of operating. Such surgeons are not created over- 
night, but once the skill has been acquired great satisfaction 
is given to patients and surgeon alike. 

A nursing team trained in this type of surgery is essential, 
and operations performed under adverse conditions can 
only bring the method into disrepute. Further, an attempt 
to remove a very large prostate at one sitting by this method 
may result in severe shock or an incomplete operation. It 
is thus necessary’ for the surgeon to determine beforehand 
the size of the prostate by such a method as has been 
described, and he is then able from experience to decide 
whether the gland can be removed with a Thompson punch 


in one sitting with case or with difficulty, or whether it 
would be better removed by open operation. 

The amount of tissue individual surgeons can remove at 
one sitting with safety varies very much with experience. 
The maximum amount which I have removed successfullv 
with the punch instrument at one sitting is 116 g. 1 feel, 
however, that multiple sittings arc to be avoided if possible’ 
and I prefer to remove large glands of 70 g. or more by 
open operation. The average prostate weighs about 30 g., 
and thus the majority of cases from this point of view arc’ 
suitable for perurcthral removal. 1 usually judge that a 3-;- 
gland (e.g., intrarcctal + + , intravesical + ) can be completely 
and easily removed down to the true capsule and will weigh 
between 40 and 50 g. 

The case of the indvselling Fo'ey catheter is of paramount 
importance, and the value of frequent baths in this respect 
cannot be overstressed. 


Open Proslnlcclomr 

Transvesical procedures of various types in one or two 
stages and also retropubic operations were performed in 
613 cases of this scries f27.9%), with a mortality from all 
causes of 2.93%. The majority of the really bad-risk cases, 
however, were operated upon by the perurcthral method. 

It is of interest to note that in the early period, I94I-4 
inclusive, one-stage operations were performed in 16% only 
of the suprapubic prostatectomies, whereas in the later 
period, 1945-S inclusive, the percentage had risen to 70.9%.* 
The mortality did not alter to any extent — 2.29% com- 
pared with 3% in the later period. Thus the more modem 
suprapubic methods have enabled a one-stage operation to 
be performed without increased risk in a greater number 
of cases. The reduction in the number of rivo-stage opera- 
tions has resulted in a great saving in human discomfort 
and enabled many more cases to be treated in the available 
number of beds. 

The main indications for an open operation are, in my 
opinion: (1) Prostatic obstruction complicated by the 
presence of a carcinoma of the bladder, large vesical diver- 
ticula, large vesical calculi, urethral stricture, or congenitafiy 
narrow urethra ; (2) the large prostate of 70 g. or more ; 
(3) large prostatic calculi — small prostatic calculi are no 
bar to the performance of a perurcthral prostatectomy. 

In the great majority of open operations the transvesical 
route was adopted. In the later years the bladder was 
closed in 90.5% of cases following the prostatectomy, 
whether it was a one-stage or a two-stage operation. In 
those cases in which the bladder was not closed a fine 
suprapubic catheter was retained until bleeding had ceased, 
and was then removed. The urethral catheter was retain^ 
for not longer than seven days. Suprapubic leakage did 
not occur in 75% of cases. In those cases in which leakage 
did occur the suprapubic sinus closed within 48 hours 
in 16%, and in the remainder within seven days from the 
removal of the urethral catheter. 


Treatment of Carcinoma of the Prostate 
Cases of carcinoma of the prostate without marked 
"esidual urine and with normal renal function were treated 
jy the administration of synthetic oestrogensf dienoestrol 
10 mg. or ethinyl oestradiol 1-3 mg. daily and their pro- 
gress observed. Radiographs of the bones of the^ pelvis 
ihd blood-acid-phospha tase examinations were carried out 

•A number of iwo-stage cases in the laier scriM were referred for 
jfo^aleoomy from other centres. A suprapubic cysiostomy had 
ilready been carried out. . 

tWhen oestrogen therapy proved inadequate the testicles svere 
removed in a few cases with temporarily beneficial results. 
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•iny real doubt exists it may be permissible to try the eflfcct 
of urethral drainage, and if the mental condition clears 
up completely then a prostatectomy is justifiable. 

Prostalectomy 

It is in my opinion a mistake to use one method to the 
e.\clusion of others. Each individual case should be judged 
on its own merits. Surgeons will vary in their views on 
choice of operation, depending to a great extent on their 
relative skill and experience of results with each, and also 
on whether they have the time, patience, inclination, and 
nursing stall to persevere with the dillicult technique neces- 
sary for the perurethral method. Since the advent of the 
modern open one-stage operations, with their good results, 
the incentive for the younger surgeon to learn the dillicult 
technique is not so great as it vvas ten years ago. 

Pcrvnxlhral Prostatectomy 

This operation vvas performed in 1,347 of this scries of 
non-malignant cases, with a mortality of 3.O40i. In the 
nursing-home 74J% of prostatectomies were performed by 
this method, with a mortality of 2.1%. The Thompson 
punch vvas used in all cases. The great majority of the 
really bad-risk cases, including the derelicts admitted to the 
municipal hospital, were operated upon by this method. It 
also included the bad-risk cases referred from other centres. 

It would appear to be not generally known among 
doctors that if this operation is properly performed the 
obstructing gland is removed as thoroughly as by enuclea- 
tion and the risk of recurrence is no greater. " Resection ” 
of prosutic tissue with the purpose of leaving a channel 
through which urine can pass should be the aim only in 
malignant cases. 

The advantages of this method arc immense. The patient 
has no wound and he is able, if he suffers from a bad 
chest, to cough without pain. Adiposity docs not make the 
operation more dilficult. Patients with poor cardiovascular 
systems, especially those with low blood pressure in asso- 
ciation with hardened arteries, and those with a history of 
thrombosis, are more safely operated upon by this method. 
Urinary obstructions due to fibrous and malignant prostates 
are also indications for its use. The patient is allowed up 
twenty-four hours after the operation, and the catheter is 
removed on the first to the third post-operative day, and 
in the ordinary run of cases he is discharged home eight 
to ten days after the operation. The operative risk is less 
than by open operation, and many cases considered unsuiled 
for the latter procedure can be operated upon by this 
method without undue risk. 

The disadvantages are equally clear. The method is diffi- 
cult to learn, as the surgeon alone has the operative field 
in view. At least 300 operations must be performed before 
the surgeon can really consider himself proficient, and he 
must have a sound urological background and an extensive 
experience of cystoscopic work before attempting this 
method of operating. Such surgeons are not created over- 
night, but once the skill has been acquired great satisfaction 
is given to patients and surgeon alike. 

A nursing team trained in this type of surgery is essential, 
and operations performed under adverse conditions can 
only bring the method into disrepute. Further, an attempt 
to remove a very large prostate at one sitting by this method 
ma y result in severe shock or an incomplete operation. It 
is thus necessary for the surgeon to determine beforehand 
the size of the prostate by such a method as has been 
described, and he is then able from experience to decide 
whether the gland can be removed with a Thompson punch 


in one sitting with ease or with difficulty, or whether it 
would be better removed by open operation. 

The amount of tissue individual surgeons can remove at 
one sitting with safely varies very much with experience. 
The maximum amount which I have removed successfully 
with the punch instrument at one silting is 116 g. ] feel, 
however, that multiple sittings arc to be avoided if possible’ 
and I prefer to remove large glands of 70 g. or more by 
open operation. The average prostate weighs about 30 g., 
and thus the majority of cases from this point of view are’ 
suitable for perurethral removal. 1 usually judge that a 3 a- 
gland (e.g., intrarectal -t- + , intravesical t- ) can be compietelv 
and easily removed down to the true capsule and will weigh 
between 40 and 50 g. 

The case of the indwelling Fo’ey catheter is of paramount 
importance, and the value of frequent baths in this respect 
cannot be overstressed. 


Open Prostalectomy 

Transvesical procedures of various types in one or two 
stages and also retropubic operations were performed in 
613 cases of this series (27.9%), with a mortality from all 
causes of 2.93%. The majority of the really bad-risk cases, 
however, were operated upon by the perurethral method. 

It is of interest to note that in the early period, 1941-4 
inclusive, one-stage operations were performed in 16% only 
of the suprapubic prostatectomies, whereas in the later 
period, 1945-S inclusive, the percentage had risen to 70.9%.* 
The mortality did not alter to any extent — 2.29% com- 
pared with 3% in the later period. Thus the more modem 
suprapubic methods have enabled a one-stage operation to 
be performed without increased risk in a greater number 
of cases. The reduction in the number of two-stage opera- 
tions has resulted in a great saving in human discomfort 
and enabled many more cases to be treated in the available 
number of beds. 

The main indications for an open operation are, in my 
opinion: (1) Prostatic obstruction complicated by the 
presence of a carcinoma of the bladder, large vesical diver- 
ticula, large vesical calculi, urethral stricture, or congenitally 
narrow urethra ; (2) the large prostate of 70 g. or more ; 
(3) large proslatic calculi — small prostatic calculi are no 
bar to the performance of a perurethral prostatectomy. 

In the great majority of open operations the transvesical 
route vvas adopted. In the later years the bladder was 
closed in 90.5% of cases following the prostatectomy, 
whether it was a one-stage or a two-stage operation. In 
those cases in which the bladder was not closed a fine 
suprapubic catheter vvas retained until bleeding had ceased, 
and vvas then removed. The urethral catheter was retainrf 
for not longer than seven days. Suprapubic leakage did 
not occur in 75% of cases. In those cases in which leakage 
did occur the suprapubic sinus closed within 48 hours 
in 16%, and in the remainder within seven days from the 
removal of the urethral catheter. 


Treatment of Carcinoma of the VrosUite 


Cases of carcinoma of the prostate without marked 
residual urine and with normal renal function were treated 
by the administration of synthetic oestrogenst dienoestrol 
20 mg. or ethinyl oestradiol 1-3 mg. daily — and their pre^ 
gress observed. Radiographs of the bones of the^ pelvis 
and blood-acid-phospbatase examinations were carried out 


•A number of iwo-stage cases in the laier scrira were referred for 
roslalectomy from other centres. A suprapubic cysiostomy had 
[ready been carried out. 

tWhen oestrogen therapy proved inadequate the tcsucles ^cre 
moved in a few cases with temporarily beneficial results. 
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catheter or if the catheter is too large and prevents free 
escape of this mucous discharge, I feel that failure to 
observe this principle is one of the reasons for pre- and 
post-operative sepsis and the development of urethral 
strictures, whatever type of operation is used. 

After the catheter has been introduced a light dressing 
soaked in a water-soluble lubricant containing sulphacet- 
amide is applied around the end of the penis and catheter 
and lightly bandaged or strapped in position. This lubri- 
cant prevents the mucus from drying and forming a crust 
which will impede further drainage of the mucus. Each 
day and sometimes twice a day the dressing is changed. The 
penis is retracted along the catheter' and any dried mucus 
removed with “ cetavlon ” or weak “ dettol ” solution. 
The penis is then allowed to return to its original position 
and the dressing is reapplied. The patient in the pre- 
operative period should have daily baths. 

Urethral Stricture and Congenitally Narrow Urethra 

A strictured or congenitally narrow meatus can be 
enlarged successfully by a meatotomy. It is therefore impor- 
tant that the surgeon should know the calibre of the urethra 
behind a narrow meatus. In my clinics the urethra in 
the perineal and peno-scrotal regions and at the meatus 
is calibrated as a routine procedure. The present small 
Thompson punch has a size of 27 Ch., and if the measure- 
ment of the urethra is not satisfactory an open operation 
is preferred. If an open operation is definitely contra- 
indicated the instrument is inserted through an opening 
made in the bulb of the urethra and a perineal perurethral 
operation performed. 

Knowledge of the size of the urethra is also of value in 
open operations, because the catheters are passed retrograde 
as recommended by Wilson Hey. The maximum size of 
catheter which can be comfortably taken by the urethra is 
known and the risk of trauma with possible stricture 
formation diminished. 

It is often wise in these cases of a narrow urethra, after 

a transvesical prostat- 
ectomy has been per- 
formed, to insert a 
suprapubic catheter at 
the end of the opera- 
tion as an additional 
safeguard instead of 
closing the bladder. 

Calibration of the An- 
terior Urethra (Fig. 5). 
— Sterile water-soluble 
lubricant is injected into 
the anterior urethra. 
The penis is held so that 
the penile and perineal 
urethrae are in line. 
The calibrator is passed 
with the blades closed. 
By means of the gradu- 
ated wheel the blades 
are opened until the 
patient experiences a 
faint discomfort in the 
perineum. The blades 
are then slightly closed 
until all discomfort has 
disappeared and then 
reopened slowly until 
the patient again experi- 
ences discomfort. The 
reading on the gradu- 
ated wheel is now noted. 
The instrument is then 


withdrawn slowly, and if the passage of the blades is impeded 
they are closed slightly until they can be withdrawn with 
ease. Absolute gentleness is necessary and the procedure 
must be atraumatic. In order to obtain the calibration of the 
various parts of the urethra in Charrihre gauge the blades of 
the instrument are passed, after the examination, through the 
appropriate foramina in the metal gauge, starting with the 
smallest number noted on the graduated wheel. It is advisable 
to know roughly before the examination the number on the 
graduated wheel which corresponds to 27 Ch. The instrument 
is made for me by Messrs. Chas. Thackray, of Leeds. 

The avoidance of pre-operative catheterization of the 
bladder has the disadvantage that a coexisting stricture in 
the bulb of the urethra may not be recognized until the 
time of operation. 

If a surgeon over-dilates a stricture or stretches a con- 
genitally narrow urethra in order to introduce a large-bore 
catheter or punch he will most certainly find that the 
stricture will become more troublesome in the future, and 
he will have transformed a congenitally narrow urethra 
into a strictured one. 

History of a Gonorrhoea! Infection 

Fiimy strictures may be present, and, although an instru- 
ment or catheter may be passed without encountering any 
definite obstruction, blood may be noticed on the instru- 
ment. Relatively innocuous strictures may be changed into 
strictures that require treatment. It is advisable to perform 
an open operation in these cases, and a narrow urethral 
catheter should be used. 

Prostatic Obstruction Complicated by Lesions of the Upper 
Urinary Tract 

Severe sepsis or other urgent conditions in the upper urin- 
ary tract complicating a case of prostatic obstruction may 
necessitate a preliminary suprapubic drainage, followed by 
treatment of the renal or ureteric lesion. The prostate is 
removed later. 

Cardiovascular Disease 

Cases with cardiac decompensation usually improve 
rapidly once the chronic uraemia has been relieved by 
urethral drainage. Many cases which would appear hope- 
less at first become quite good operative risks after a few 
weeks. If fibrillation is present they are given digitalis. 
The use of mersalyl or “ neptal ” has proved a life-saving 
measure in some of these cases. 

The cases which cause anxiety are those with gross hyper- 
piesia and those with a history of coronary thrombosis. 
■These are preferably operated upon by the perurethral 
route. It is essential than no shock be permitted to occur 
during the operation and that the loss of blood be minimal. 
Once the blood pressure has been allowed to fall it may 
be difficult to get it back to normal limits, and, although 
the renal function may be excellent, secondary renal failure 
develops as a result of failure of the circulation. Intra- 
venous saline is given by drip and also pressor substances 
are used irrespective of hyperpiesia. 

’ Senility 

In patients who are suffering from cerebral softening, 
even in an early stage, a prostatectomy, however successful 
as regards the urinary condition, is apt to cause further- 
mental deterioration. They may become more confused 
and incontinent of .urine and often also of faeces. Of all 
cases these have the worst prognosis, and if a patient shows 
signs of cerebral softening, even though these be only early, 
I now refuse to operate unless an acute retention is immi- 
nent. In some patients who are uraemic it may be diffi- 
cult to decide how much of the mental change is due to 
renal failure and how much to cerebral degeneration. 'SVhen 
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-viiy rc.il doiibl c.xists it may be permissible to try the clfcet 
of rireihral ilrainaye, aitrl if the irrental coiiditioii clears 
up completely theu a prostatectomy is jii.sliliable, 

I’riKstalectomy 

It is in my opinion a mistake to use one methoil to the 
esclusion of others, li.tch irrdivirlrtal case shortlil be jttclp.ed 
on its ossrt nrerits. Strri;eoits will vary irt their views on 
choice o( operatiorr, tlcpertditt!! to a jtreat c.xterri ott their 
relative sktil and experiertce of restrlts with each, and also 
on whether they have the tirrre. patierree, irrclinatlon. and 
riursirty stalf to persevere with the dillicrrlt techttiiiue iicces. 
sary for the pertrrethral rtrethud. Sirrcc the advert! of the 
ntodern open orre-st.iye operatiorrs, with their pood rcsnlts, 
the incerrtrve for the joirnper srirpeott to le.trn the diHictrlt 
techniiirte is not so preat as it was ten years apo. 

I'cnirrOirat l*ru\(ulcc(oiny 

This operation was pcrfornreil in 1,3-17 of this series of 
rton-ttrahpnant cases, with .r mortality of 3.0-1 In the 
ntrrstnp-hottte 7-1.3% of prostatectomies were |)ctfotnted by 
this method, with a rttortality of 2.1%. lire 1 hompson 
prtnch was rtsed irt all cases, lire pre.rt ttt.tjotily of the 
really bad-rrsk cases, irtcludrttp the derelicts adtmtted to the 
municipal hospital, were operated upon by this method. It 
also included the b, id-risk eases referred from other centres. 

It would appear to be not pener.illy known ainonp 
doctors that if this operation is pto|icily ireifotmed the 
obstructinp pland is removed as Ihoroiiphiy as by cnticlea- 
tlon and the risk of recurrence is no preatcr, " Kescction ” 
of prostatic tivsiie with the purpose of leavtnp a ch.innel 
throriph which tiriiic can pass should be the aim only in 
malipn.int cases. 

'I he advantapes of this method are immense. The patient 
has no wound and he is able, if he siilfer.s from a bad 
cliesi, to coiiph withoiil p.iin. Adiposity docs not make the 
operation more dillicult. I’atients with poor c.irdiovasciilar 
systems, especially those with low blood pressure in asso« 
ciation with hardened arteries, and those with .i history of 
thrombosis, ate more safely operated upon by this method. 
Urinary obstriiclioiis due to llbioris and m.ilipn.int prostates 
arc also indications for it.s use. lire p.itient is allowcrl up 
iwcnty-foiir hours after the operation, and the catheter is 
removed on the lirst to the tliird post-o|>erative day, and 
in the ordinary run of cases he is disch.trped home cipht 
to ten ilays after the oper.ition, 'lire operative risk is le.ss 
than by open operation, and tiiany cases considered unsiiitcd 
for the l.itter procedure can be operated upon by this 
method without undue risk. 

lire disadvantapes arc crpially clear. 'I'fie method is dilll- 
cult to learn, as the siirpeoii alone has the operative Held 
in view. At least 300 oiieratioiis iiiiis! be performed before 
the srirpeoti can really consider himself piolicicnl, and ho 
must have a sound tirolopical backpiouiid and an extensive 
e.xperieiicc of cystoscopic work before attemplinp this 
method of operalinp. Stich stirpcotis arc no! created over- 
nipht, but once the skill has been act|iiired preat .satisfaction 
is piven to patients atid siirpcott alike. 

A ntirsitip tcatn trained iti this type of siirpery is c.sscntlal, 
and operaliotis perfortiied inidcr adverse coiidilions can 
only bring the method into disrepute. Fiirlher, an attempt 
to remove a very large prostate at one siltinp by this method 
may restilt in severe shock or tin incomplcto operation. H 
Is thus necessary for the siirpcon to determine beforehand 
the .si^c of the prostate by such a melhod as has been 
described, and he is then able from experience to dccido 
whether the pland can bo removed with a I'hompson punch 


in one .siltinp with ease or with dilllciilly. or whether it 
would he belter removed by open operation, 

I he amount of tissue individual siirpeons can rcini>vo al 
one siltinp with safety varies very niucli wllli expeilenci;. 
Ihc ma.xniiiim anioinil which I have leinoved siiceessfiilly 
with the priiich instiiiiiieiil al one .siltinp is 116 p. 1 feel 
however, that nnilliple sillinps art- to he avoided if possible’, 
and I prefer to leinovt- l.irpe plands of 70 p or nioiu by 
open opei.ilioii. I he averape prostate weipbs about 30 p„ 
and thus the majority of cases from this point of view ate 
suitable for periiielhial lenioval, I usually jiidpc that a 3 | 
pland (c p.. ininiieclal i i- , iiilr.ivesical i )t.in be foniplelrly 
and c.isily icinoved down to the line capsule and will wcipli 
between -10 and .M) p. 

'I he case of the indwellinp l-'o'cy caibclei i; of paraiiioinit 
import, nice, anil the value of fieiinent b.illis in this ics|n-tl 
cannot be oversliesscil. 


()|icii I’ripsliilfrlmitv 

1 ransvesic.il procedines of vaiioiis types in one or two 
stapes anil also relroptibic opeialions were pei formed in 
613 cases of Ibis series (2A0".'). ivilb a moitaldv from all 
c.iliscs of 2.93%. 1 he m.iiorily of ibe really b.id-risk eases, 

however, were operated upon by Ibe perinrllnal inelliod. 

It Is of interest to note that In Ibe e.irly period, 1911 4 
inclusive, one-st.ipe operations were |>erfornied m 16% only 
of Ihc siipiapnbic prostatectomies, wbereas in the later 
pcrioil, 19.1.S 8 inclusive, Ihc pcrcenlape li.id risen to 7(),9';6,* 
Ihc morl.ilily did not alter to any cvlenl 2 29% cinii- 
pared with 3%, in the later period. I bus Ibe more modern 
suprapubic melhotls have en.ibled a one-slape opcialion to 
bo performed williont increased risk in a pieatcr number 
of cases. Ihc reduction in the number of two-siapc oiicra- 
lions has resulted in a preat savmi; In linman discomfoit 
and enabled many more cases to be Ire, tied in the available 
number of beds. 

Ihc m.iln indic.ilions for an open oiieralion are, in my 
opiidon : (I) I’rostalic obslinclion eomplit.iied by the 
presence of a carcinoma of the bladdei, larpc vesiciil divei- 
liciila, larpc vesical c.ilcull, iitelliral sineliire, or eonpcnit.div 
narrow inelhr.i : (2) the larpc |irosliile of 70 ir (>r more; 
(3) larpc pioslalic calculi- -.small piosl.ilic caleiili arc no 
bar to the performance of a (leriirelhial prosialeclomy. 

In the preat majority of open oper.ilions tin- liansveslcal 
route was ail(>pled. In the later years the bl.idder wa.s 
closed in 90..^% of cases followini: the [nosl.iteclomy, 
whether it was a one-slape or a Iwo-slapc oin-ralion. In 
those cases in which the bladder was not closed a lino 
suprajnibic catheter was retained until bleednn: Inid ceased, 
and was then removed. The urethral callielcr was relanicil 
for not longer than seven days. ,Snpra(inbic leak.ipc did 
not occur in of cases. In those cases in which leakage 
did occur Ihc suprapubic sinii.s closed within 48 hours 
in 16%. and in Ihc remainder within seven days from the 
removal of the urethral catheter. 


Trcalinciil of Carelnoina of Ihc I'roslale 


Cases of carcinoma of the prostate without rnarkcrl 
residual urine and with normal renal function were Irc.ilrd 
by the administration of synthetic oestropeiisi'-— dicnocslrol 
20 mp. or ethinyl ocsiradiol 1-3 mg- daily—and their pro- 
pre.ss observed. Kadlopraphs of the bones of the pelvi.s 
and blood-acid-phosphalasc examinations were ‘-‘‘yticil 


•A iiinnbcr of Iwo-slacc lase.s in die Inter series were referred for 
>ro.sli.lceloiny from oilier cciilic.5. A siipinpiitiio lyvioslorny li.ul 
ilrcady been carried out. 

fWlien ocsiropcri llicrapy proved Innderioalo the lctllclc.s were 
'ciiiovcd III a fovv casc.s willi teiiir>orarlly bcriencial rc.siilts. 
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at two-monthly intervals. If residual urine was consider- 
able or renal impairment evident the cases were observed 
weekly, and if rapid improvement did. riot occur a per- 
urethral resection was carried out. Cases suffering from 
acute retention were as a rule submitted to peruretfaral 
resection after preliminary catheter drainage if necessary, 
and oestrogen given by the mouth subsequently. If micro- 
scopical examination revealed an undifferentiated car- 
cinoma, deep x-ray therapy was often given in addition to 
synthetic oestrogen by the mouth, as my experience had 
suggested that this form of cancer was less likely to be 
kept in check by oestrogen therapy alone. 

Results in a Series of 176 Malignant Cases Adinitied to Hospital 

MS (82%) submitted to operation: 

101(70%) .. Porurothral resection .. .. Deaths 3 (2‘8%) 

30 (20%) . A Suprapubic prostatectomy . . Deaths 2 (6-6%) 

14 ( 10%) . A Suprapubic cystostomy 

31 (18%> not submitted to operation: 

25 (14% of total) Dienocstrol alone 

7 . . . . . . . . . . Died in hospital 

Summary 

A clinical method of diagnosis to prevent cases of prostatic 
obstruction being missed is described. The treatment of the 
acute cases and the indications for the various types of 
operations are discussed. 

The paper is based upon a series of 2,192 consecutive cases 
of bladder-neck obstruction due to non-malignant disease of 
the prostate, of which 1,960 cases were submitted to prostat- 
ectomy, with a mortality from all causes of 3.01%. The 
perurethral method was used in 68.73% of cases (74.3% in 
private cases). 

The perurethral method is considered the method of choice 
in the majority of cases. 

The treatment of cancer of the prostate is discussed. 

Prostatic obstruction should be relieved as early as possible 
before secondary changes occur in the renal and cardiovascular 
systems: too many cases still come for treatment late in the 
progress of the disease. 

I wish to thank Sisters Deacon, Meek, and Walker, without whose 
care, organization, and enthusiasm these results could not have been 
obtained. My grateful thanks are also due to Mr. Hadda, past 
registrar, and to Messrs. Breckenridge and Harrison, present 
registrars, for operating upon many of the cases, and also to Mr. 
Harrison for compiling the results. Last, but not least, I thank the 
many house-surgeons who have helped me. 


When Sir William Marshall delivered his presidential address 
at the annual conference of the Scottish Association of Execu- 
tive Councils on September 30 he said that they heard from 
all sides about the heavy demands on the services of the doctors, 
and it was clear that these demands were excessive and some- 
times even unreasonable (Scotsriaii, October 1). Doubtless 
when the novelty of the scheme had worn off the rush to the 
doctor’s surgery might lessen, but every consideration should be 
given to methods of reducing claims on the doctor’s time for 
non-medical purposes. The call for certificates was using up 
much time which should properly be devoted to clinical work. 
Waste and extravagance must be checked. Some rearrange- 
ments might be necessary to bring home to the people the need 
for limiting their demands to what was in actual fact necessary. 
Claims for repairs, both to dentures and spectacles, were in- 
creasing month by month. Executive councils had a right in 
cases of negligence to refuse replacements or to make the appli- 
cant pay part of the cost, but this implied inquiry, which was 
both difficult and distasteful. As the State had already met 
the primary cost, it might well be left to the individual to meet 
the charge for repairs, with perhaps some power of the execu- 
tive council to waive this in cases of real need. Whether it 
would be possible to make any charge in the case of drugs was 
more doubtful, but with regard to appliances there might be 
some provision to entitle the executive council to insist on 
payment of at least part of the cost. 
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Until recently multiple myeloma was considered a compara- 
tively rare disease. Its incidence was given as 0.03% of all 
malignant growths (Brewer, 1948), and the post-mortem 
incidence of three large hospitals was 16 in 19,000 {0.084%) 
Since the introduction of marrow biopsy as a means of 
diagnosis more cases have been recognized, and in the last 
few years larger series have been published. 

We were struck by the frequency of the disease at this 
hospital. Eight cases were diagnosed during 1948, five of 
them coming to necropsy during that year and two since 
then. This gives a post-mortem incidence for 1948 of 5 in 
442 (1.13%). This high figure may, however, be to a 
certain extent due to selection. It represents 2% of all 
deaths from malignant disease occurring in the hospital— 
a substantially higher proportion than previous figure*, 
would suggest. 

There have been very full reports in the recent literature 
by Atkinson (1937), Snapper (1943), Harwood Stevenson 
(1948), and others. We are therefore confining our remarks 
to some points in these eight cases which appear to be of 
special interest. 

Symptoms and Signs 

First, the way in which these patients presented. Most 
of them complained of pain in the lower part of the back, 
general weakness, and vomiting. The last-named symptom 
has not been mentioned much by other writers. It occurred 
with normal blood-urea levels and was not caused by treat- 
ment. Anaemia was also prominent, and was normocytic 
or microcytic. Collapsed vertebra was one of the present 
ing signs in two patients, but the incidence and distribution 
of backache had no relation to the location of this lesion 
We confirm the well-recognized fact that the E.S.R is 
very rapid, reaching 80-120 (Westergren) in the first hour 
One of our patients, however, had an E.S.R. of only 15 and 
25 in the first 'and second hours respectively. She was one 
of the most rapidly progressive diffuse cases, but her plasma 
proteins were normal. In another case extremely rapid 
agglutination prevented readings. 

Albuminuria was present in every case, and Bence-Jone.s 
proteins were found in seven patients, though their presence 
varied from week to week. Most writers give figures of 
from 50 to 75% for the occurrence of Bence-Jones proteins, 
but Magnus-Levy (1932), giving a figure of 80%, points out 
the difficulty of their demonstration at times, especially in 
the presence of albumin. 

A finding that has not often been reported is the presence 
of a raised C.S.F. protein, which was seen in the three cases 
which had lumbar punctures. Cabot (1934) found a raised 
C.S.F. protein in one patient, who, however, had tumours 
growing into the subarachnoid space. Only one writer — 
Magnus-Levy (1933) — reports the undoubted presence of 
Bence-Jones proteins in the C.S.F. We tried to demonstrate 
this, but were unable to do so in any of the three cases 
examiped. 
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Ulood OicmiMlO’ and Cytology 
The blood dicmistry may be of help in the diagnosis, 
although the llndings arc not always characteristic. Accord- 
ing to Magnus-Lcvy (1933), 50 to 60% have raised plasma 
proteins, due to a raised globulin and sometimes to increased 
fibrinogen (Reimann, 1932). .\bout the same number have 
a raised scrum calcium with a normal or even increased 
phosphorus. This helps to distinguish them from cases of 
osteitis fibrosa cystica, in which the phosphorus is usually 
lowered. The increased calcium is probably due not only 
to the mere increase of calcium bound to globulin but also 
to the destruction of bone by neoplasm (Gutman and Gut- 
man, 19361. This is borne out in one of our patients, who 
had a raised calcium with normal plasma proteins (Case S). 


In this scries also there was a great variation in the appear- 
ance of the cells, but in all cases the cells were easily recoa- 
nized as myeloma-plasma cells (Plate, Figs. I and 2). Whde 
in a normal marrow there may be 1 to 2% of plasma cells, 
the percentage of these cells varies from 20 to 90% of the 
cells in the marrow of these patients. It is interesting to 
note that in one of the patients the diagnosis was made only 
after the second marrow biopsy, the first one containine 
only 3% of plasma cells. The cells varied from typical 
plasma cells to much larger cells with less densely staining 
nuclei, not always eccentric and showing nucleoli (Fig. 2) 
The general features of the cells were, however, the abun- 
dant basophilic cytoplasm with frequent degenerative 
changes such as vacuolization. Sometimes a perinuclear 


Fafile giving Details of Cases. (IF./?, and Kahn negative in ail citses. .-ilkalinc phosphatase expressed as King-Armstrona 
units. Serum phosphorus expressed <ii inorganic I’O,.) Albumin wus present in urine in every case 
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. bar verte- 

, bras 

1 

1 

t 

F 

65 

Low anj 

wcaLncii 

l 

1 

T 

inter* 

rrut- 

tenily 

Hb 44:: 

R H C. 2-5 rt. 

W U C. 4.000 

No pUvna ccUs 

1 

■ ' ! 

Total proteins 1 3*5 g.:: 
(alb. 2-6 g.%, glob. 
I09i;%) 

Cal. I0 3c.4./100ml. 
Aik. phoi. 5 u. 

Urea 41 mg./ IDO ml. 


Prot. 125 
Glob. - 
Cells 1 1 

Generalized , Reljet fr^m sul- | 
dccalcifica- ba.Tijdj'e btilJ ' 

tionpelvisanJ aii's ' 

fcn-.cra 

i 

F 

74 

Nausea an J ^ omit* 
ir.g: iwcUins of 
iternun) 


iib'Ji;; t Not 1 1 

R.B C-. 4 65 m. csamincJ; — 1 

W.BC, 7.400 1 1 

No pLauna cells j ‘ | 

- 

- 

Lesions skull. D-ad • nn 5 

nbs, and star- cr'''nMs uS ■■'a- 

nura s<. of j>.T.p- j 

i 

Tunsviurs of 
skuiL n'bs 
sternum 
and femur 

t 

) 

i 

F 

65 

Low backache ra* 
diating down 
right leg: peMc 

eriARi* ^octiting 


Hb 5o:: 

R.a C. 2-62 ca. 
W.O.C, 3,200 

No plasma cells 

yti ! 

Total protiins 7*5 g.*; 
(alb. I'gg.%. glob. 
5-7 

Cal.ia-Smg./IOOmJ. 
Aik. phot. 4 u. 

; Urea 55 mg./IOO ml. 

135 

i 

Prot. 160 
' Glob. J- 
1 CelU 3 

! 

Lesions in skull Died lOV 'nonths > Tumours 
after onset of spine 

symptom. No ' skull, a-id 

re'nonsetostil- petvss 

banudi-e j 

5 1 .M 

1 

Heart failure: 
anasrtiia 

i 


i Hb 53% 

R.B C., 1-4 m. 
W.B.C, I.J50 

No plasma cells i 

55% 

1 

1 

i 


I — ' Died sery scon < No macr> 

1 , icoptc tc- 

1 nr. 0 u r i ; 

[ 1 diJfwse Iz- 

1 1 fiitratioa 

^ \ 

7 

!•' 

1. 

i 

Nausea; vonuung; 

hoaraeaets; 

weakness 

•y 

Hb49% 

103 

W.B.C., 33.&00 
Plasnu cells 16% 

itr/. 

Total proteins 10*5 g.% 
(alb. 3-6 g-%,glob. 
6 9 g7.) 

CaLl0 6mg./l00inL 

160 


Lesions in skull 

] 

Died witiun 5 ‘ Tumcun_of 

1 roostbJ of on- , skull, rfos 
set 2 f lymp- ax.d ster- 

torus No re- > curs 
sponse to sul- 
bamid.r.e ‘ 

M 

65 

! 

Back.tchc 

inter- 

mit* 

leoUy 

Hb7l% 

R.B.C., 3-3 m. 
W.B.C, 17.300 
Plasma Cells 3% 

22yio;43 

37. 

22/n/4S 

22% 

Total proteins 10 g.% 
(alb. 2*6 g.%. glob. 
7-4 g.%) 

Cal. 10-7 mg./IOOm!. 
Aik. phos. 5-7 u. 
Urea 30 to 170 mg./ 
100 ml. 

70 

Prot. 100 
Glob. + 
Cells 3 

Lesions in skull 
and cervical 
vertebrae 

Dietl 6 mcr-.hi 
after onset of 
syraptocis 
Some reUef of 
pain vntb stiN 
bamidine 

‘ Tumours of 
skull, ribs, 

1 spiae. and 
! femur 

g 

F 

66 

1 

1 

1 

Low backache ; 
fracture of Jier- 
Duss; vosuiing 

-r 

Hb72% 

R B-C. 306 m- 
W.B.C., 7.000 
No plasma ccUs 

75% 

Total proteins 6-5 g.% 
(alb. 4-8 g.%, glob. 
1-7 8.%) 

Cal. 13*1 mg./100ml. 

15 


Lesions in spine, 
ilium, and skull 

! 

Died 5 moaths 
after onset of 
symptoms 
Some relief of 
pain with stfl- 
bantidine 

No macro- 
scopic ta- 
in o nr s ; 
dinuse in- 
fiitrauon 


The diagnosis rests, of course, on the demonstration of 
myeloma cells in bone marrow, usually obtained by sternal 
puncture, but in one of our cases obtained by puncture of 
the iliac crest, as the sternum was too tender (Case 8). Since 
the introduction of marrow biopsy and the staining of smears 
by the Romanowsky method it seems to be fairly generally 
agreed that the myeloma cell is related to the plasma cell 
and probably derived from the reticulum cell (Boyd, 1944 ; 
Bayrd, 1948). The pleomorphLsm, not only from case to 
case but also in individual cases, probably accounts for the 
previous reports of such varieties as lymphoblastic and 
erythroblastic myeloma. 


clear area, or “ Hof,” was seen, and usually the nucleus 
was eccentrically placed. Multinucleated cells werefrequenl. 

Two of the cases were of the dilTuse type described by 
Ulrich (1939), Churg and Gordon (1942), and o*ers, which 
even at necropsy rnay be dilScult to recognize without 
marrow studies. In one of these, in spite of typical punched- 
out translucent areas in the radiographs, a fractured 
sternum, and two collapsed vertebrae, there was at necropsy 
no evidence of the usual whitish gelatinous tumours, but the 
whole marrow was dark red. Microscopically, it contained 
a very high percentage of plasma cells (Case 8). Case 5 
had a macroscopically normal marrow. Some of these 
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cases may show little or no abnormality in the radiographs, 
except perhaps some general decalcification (Snapper, 1943). 

The kidneys show typical changes, which are now thought 
to be primarily due to a blockage of the renal tubules with 
Bence-Jones proteins (Ehrich, 1932; Bell, 1933 ; Snapper, 
1943). Other writers (Thannhauser and Krauss, 1920 ; Perla 
and Hunter, 1930) think the changes are due to a nephrosis 
akin to amyloid disease. TTiese changes, consisting of an 
accumulation of eosinophil materia! in the collecting 
tubules, which are distended, and an increase in interstitial 
tissue, were well seen in four of these cases (see Fig. 3). 


Bnmsu 

Mibicac Journal 


In seven cases the course of the illness was under 12 months, 
and treatment with stilbamidine or pentamidine had no effect, 
though relieving pain in three cases. 

ADDENDUM 

Since this paper was written three further cases have been 
studied. All had a raised C.S.F. protein. In one (Case 1 1) the 
C.S.F. protein was raised while the plasma proteins were still 
normal. In these cases the C.S.F. may be a more sensitive 
index of raised proteins than the plasma. In cases presenting 
with neurological signs the finding of a raised protein in the 
C.S.F. may be misinterpreted and the widespread nature of 


MULTIPLE MYELOMA 


Table giving Details of Three Further Cases 


No. 

Sex 

and 

Age 

Presenting 

Symptoms 

Urine 

(Bence- 

Jones 

Protein) 

Blood 

i 

Marrow 

%of 

Piasma 

Cells 

Blood Chenustry 

E.S.R. 

C.S.F. 

A-ray 

Findings 

Course 

Post- 

mortem 

Findings 

9 

F 

54 

Backache; cough; 
weakness of legs 

-L 

Hb44% 

R.B.C., 2-2 m. 
W.B.C.. 3.900 
Plasma cells 1% 

70% 

Total proteins 12-6 g.% 
(alb. 1-88 g.%, 

glob. 10-72 g.%) 
Cal. tO-4 mg./lOO ml. 

163 

i 

Prot. 340 
Lange 
5555554310 
W.R. nega- 
tive 

Ciob. + 
Cells 1 

Lesions in skull, 
spine* and long 
bones; col- 
lapse L3 

Died abqut 6 
months from 
onset of symp- 
toms 

Tumours 
; of skull* 
sternum, 
and spine 

to 

i M 
j47 

Backache radiat- 
ing down right 
leg 

+ 

inter- 

mittent 

Hb77% 

R.B.C, 3-5 m. 
W.B.C.. 12.300 
No plasm.-i cells 

6% 

Total proteins 8* 1 5 g.% 
(alb. 3 «.%. glob. 
^5-15 8.%) 

Cal. 16-8 mg./IOOml. 
Aik. phos. 36 u. 

Urea 96 mg./lOO ml. 

60 

Prot. 93 
Lange 
3344300000 
W.R. nega- 
tive 

Glob. 4- 
Cells I 

Diffuse involve- 
ment of skull 
spine, and long 
bones 

Relief of pain 
with stilbami- 
dine 


11 

F 

68 

Backache; epigas- 
tric pain; girdle 
pain progressing 
to compression ; 
paraplegia 

+ 

Hb 83% 

R.B.C., 3-9 m, 
W.fl.C., 9,200 

No plasma cells 

27% 

Total proteins 7-05 g.% 
(“■b. 3-6 g.%, glob. 
3-43 g%) 

Later: total 7 g.% 
(alb. 2-52 g.%. 
glob. 4-48 g.%) 
Urea 17 mg./lOO ml. 

7 

later 

27 

Prut. 390 
W.R. nega- 
tive 

Lange nega- 
tive 

Glob. + 
Cells 2 

Spine; N.A.D. 
skull: a single 
punched out 
myeloma 

Complete com- 
pression ; para- 
plegia LI. 

?ReHef of girdle 
pain following 
pentamidine 



Treatment 

Treatment is still very unsatisfactory. Geschickter and 
Copeland (1928) report the average duration of the disease 
as two years in 425 cases, the longest recorded being five 
and a half years. Remissions were sometimes seen. In this 
series the duration was much shorter, being five to twelve 
months in all except one patient, who has now lived for 
sixteen months since the onset of symptoms. Recently 
stilbamidine and pentamidine have been tried, and varying 
reports on their efficiency have been published. Snapper 
(1946) was responsible for introducing them. Recent reports 
by Brewer (1948) and Propp et al. (1949) of cases treated 
with stilbamidine were not very favourable, and certainly 
did not indicate remission or arrest of the disease, though 
pain was relieved in some cases. Some of the patients in 
our series were so treated, with indifferent results. Pain 
was relieved in three out of five cases, but the treatment 
did not appear to influence the course of the disease. 

Summary 

Eight cases of multiple myeloma were seen in the course of 
12 months, five of them coming to necropsy, giving a post- 
mortem incidence of 1.13%. 

The method of presentation was by backache, weakness, 
vomiting, collapsed vertebra, anaemia, and albuminuria. 

Seven out of eight cases had Bence-Jones proteins, and all 
had albumin in the urine. 

Three cases in which the C.S.F. was examined had a raised 
protein. 

The cytology of the bone marrow is discussed, with special 
reference to two diffuse cases. 

Four cases showed typical changes in the kidneys. 


the lesion overlooked. Laminectomy proves technically diflS- 
cult, and, we understand, such patients do badly. Laminectomy 
is probably contraindicated. 

We wish to record our thanks to Dr. N. F. Coghill for help and 
encouragement in the preparation of this paper and for making Cases 
2, 4, and 6 available to us. The other cases were made available 
through the kindness of Dr. Marjorie Warren (Cases 1 and 3), Dr. 
J. A. Torrens (Case 7), and Dr. M, M. Deane (Cases 5 and 8). We 
also wish to thank Dr. A. C. Spence for the marrow studies. Dr. 
A. C. Counsell for the pathological investigations. Dr. M. Lubran 
for the biochemical investigations, and Mr, D. A. Vinien for the 
photomicrographs. 
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F.\T.VL POISONING OF .VN INFANT BY 
.VNTI-ANAEMIC PILLS CONTAINING 
IRON, ^LVNGANESE, AND 
COPPER 

DY 

J. H. PRAIN, iM.B., Cli.B. 

(From Ike Department of Pathohsy, University oj St. Andrews, 
and Royal Infirmary, Dundee) 

IWmi PllOTOCR.^VURE Pl-me] 

fhc use of iron in therapy dates back to Cclsiis, who treated 
splenomcgalic anaemia by tlie administration of the water 
in which smiths had drenched their red-hot irons. It 
was not until 1746, howeser, that Menghinis discoscred 
the presence of iron in the blood and so ga\e a reason for 
a form of therapy which has come into active use only 
within the last two generations. The benefits of vigorous 
ferro-therapy in special instances are so striking that iron 
is now too often used as treatment for any anaemic condi- 
tion. More recently it has been found that traces of copper 
and manganese are necessary adjuvants in iron therapy, 
and the three metals are now available in the form of 
pills which are stable, effective, and elegant. There is little 
doubt that these pills are prescribed very frequently, as is 
shown by the fact that in this region, witli a population 
of appro.ximately 400,000. the five main hospitals issued 
appro.ximatcly 500,000 of these pills in a period of six 
months. Unfortunately, the figures of the quantity pre- 
scribed by the practiu’oncrs arc not available. 

That ingested iron is not without danger is seen in Kachin 
Beck disease (Hiyeda, 1939), a disease occurring among 
children in Manchukuo and North Korea, due to con- 
tinuous chronic overdosage with iron in the drinking-water. 
Acute overdosage by ingestion of pills containing iron, 
manganese, and copper has been recorded as causing death 
in three infants (Forbes, 1947; Thomson, 1947). The 
present case is presented because it allowed the investiga- 
tion of certain points not available for study in the earlier 
cases, and its occurrence emphasizes again the need for 
every doctor and pharmacist, when supplying such pills 
(e.g., fcrsolate), to warn the mother of the e.xtreme danger 
to infants. 

Case Report 

At approximately 7.30 p.m. on February 8, 1948, a girl aged 
1 months swallowed some pills with which she had been play- 
— a. Each of the pills contained ferrous sulph. exsic. 3 gr. 
* 2 g.), copper sulphate 1/25 gr. (2.6 mg.), and manganese 
phale 1/25 gr. (2.6 mg.). The exact number swallowed is 
fortunately not known, as the mother seized the remainder 
1: threw them in the fire. The child became very drowsy 

Jj vomited. The vomit was at first green and later became 

wn. She was admitted to Dundee Royal Infirmary at 
7O p.m. — Le., two hours after ingestion of the pills. 

[p On admission she was pale and drowsy, but not cyanosed ; 

, she made no resistance to e.xamination. TTie pulse was rapid 
but regular, the respiratory system seemed normal, the abdomen 
was soft and nowhere tender, the pupils reacted normally, and 
there was no evidenee of neck rigidity. 

Shortly after admission she vomited, the vomitus being brown 
in colour and streaked with bright-red blood, but there was no 
further vomiting after 10 o’clock that evening. She was treated 
immediately on admission with chalk mixture and sodium 
bicarbonate. 

The next day she seemed to be much better, sitting up in 
her cot, taking notice of her surroundings, and playing with 


her toys. Two dark tarry stools were passed during the day, 
but there was no diarrhoea. On the morning of the 10th she 
was found to be much worse, with cyanosis of the lips and 
moist accompaniments to the breath sounds at both bases. 
Sulphadimidme ( sulphamezathine ”) and penicillin w'cre given, 
but her condition deteriorated rapidly and she died at 1.10 p.m.! 
39 hours after ingestion of the pills. 

Post-mortem E.xamination Report (21 hours after death).— 
“The body is that of an adequately nourished infant with slight 
cyanosis of the lips but no jaundice in skin or conjunctivae. 
The stomach shows an area of extreme congestion, containing 
numerous small haemorrhagic points with some oedema, and 
closer study reveals that in this area mucosal damage of varied 
degree is present. This area is situated in the middle third of 
the stomach, nearer the greater curvature, and extending up- 
wards on the anterior and posterior walls. From this central 
area of intense change a lessening degree of reaction spreads 
over the remainder of the stomach. The stomach contains 
approximately 15 ml. of dark-brown coffee-ground material. 
In the smalt Intestine there are a few areas of congestion and 
swelling, but this is not so marked as in the stomach ; the 
three main areas of reaction are situated on the anterior wall 
of the third part of the duodenum, in the proximal jejunum, 
and as a diffuse slightly affected area in the proxi.mal ileum 
It is noted that the Peycr's patches arc not affected. The ileum 
contains dark tarry faecal material. The liver (2 lb., or 0.9 kg.) 
is pale, flabby, and greasy to touch. The spleen, which is 
normal in size, weight, and consistence, presents a mottled 
appearance, light spots flecking the cut surface. 

“ The tunss sliow a considerable degree of congestion, and in the 
right upper lobe a small area of haemorrhage is present on the 
anterior border. The heart shows dilatation of the right auricle and 
ventricle, and the myocardium is generally soft and flabby. The 
valves arc competent. The pericardium and thymus stem normal, 
as do the sall-bloddcr, pancreas, and suprarenais. The kidneys are 
pale, but apart from this appear healthy, with normal ureters; the 
bladder, which is also normal, contains 18 ml. of clear urine. T^e 
reproductive organs are normal, as are the brain and meninges." 

Special Examinations. — Analysis of the urine, gastric and 
caecal contents, and the bile for iron, copper, and manganese 
resulted as follows: 



Gasiric Conicnis ] 

CaccaJ ConicDts 

Bib 

Urins 

Fe i 

0 455'.; 1 

0’5;9*: 

U’Ul55*; 

j 0*'j037*i 

Cu i 

0 0099;' 

0 002J5*,; 



Mn j 

Present j 

0 002Ay, 

0-C057% 

Sons 

1 


That the high gastric and caecal iron content is not entirely 
the result of the haemorrhage from the mucosal damage is 
shown by the presence of copper and manganese in the same 
samples. The “ metabolic route ” of the manganese is indi- 
cated by its obvious presence in the bile and its absence from 
the urine ; the copper content of both bile and unne a^ees 
with its recognized route of excretion. Since these estimations 
were made on isolated specimens obtained at necropsy it is 
unwise to compare them with normal excretion values, but 
they are much higher than those considered normal. 

Histology.— The main lesions occur in the gasrio-iotestinal 
tract. In the stomach, the area of acute gastritis described 
above is seen to consist of localized areas of severe necrosis 
(Plate, Fig. 1) of the gastric mucosa with a striking impregna- 
tion of the adjacent reticulum by iron (Fig. 2), recalling the 
impregnation described in the pulmonary reticulum in haemo- 
siderosis (Scott Park et al.. 1947). There is alp oedema of 
the submucosa, and under the areas of necrosis the vei^ show 
thrombosis with iron impregnation of their walls (^>3- 3). 
Dc’eper still, the as yet not thrombosed vessels show tockped 
endothelium which contains masses of iron granules. The hvp 
(Fig. 4) shows a widespread and surprisingly uniform fatty 
change and some iron is present, but in no great amount 
much less than used to be seen in the typical case of pernicious 
anaemia. The presence of copper and manganese m the liver 
can perhaps be deduced from the fact that the reaction waft 
sulphide shows more metal in the hepatic cells than is revealed 
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by Perls’s reaction for iron. The tubules of the kidney show 
cloudy swelling but no other lesion, and iron could not be 
demonstrated. The only other significant finding in the viscera 
was necrosis of the Malpighian corpuscles of the spleen. 


Discussion 

Although previous reports have dealt with the toxicology 
of this condition, this new case raises some points in the 
clinico-pathological synthesis that are of interest. 

It appears from the microscopical examination that once 
the gastric mucosa is damaged the iron escapes from the 
lumen into the tissues and leads to thrombosis of the sub- 
mucosal veins ; this thrombosis would seem to act as a 
block, in that comparatively little iron has been found in 
the liver. None the less, it is difficult to escape the con- 
clusion that the gross fatty change in the liver is due to 
absorption of substances from the lumen through the areas 
denuded of mucosa, or possibly from the breakdown pro- 
ducts of the mucosa itself. The extent and degree of the 
change in the liver seem scarcely sufficient to explain the 
fatal issue, but in view of the failure to find any other 
cause of death one might assume that the damaged liver, 
although capable of sustaining life for some time, was not 
capable of maintaining its detoxicating process in the con- 
tinued presence of this absorption. The final collapse of 
the liver, by allowing access of the absorbed substances to 
the rest of the body, led to the sudden exitus. The necrosis 
of the Malpighian corpuscles is probably associated with 
that generalized toxaemia. 

The present case emphasizes again two important clinical 
points. First, it is of the utmost importance to begin treat- 
ment urgently for the sake of the gastric mucosa, as it 
seems probable that the gastric mucosa is the first andi main 
line of defence of the liver. In this respect it is of interest 
to note that a recent paper described a case of recovery 
after the ingestion of similar pills in which treatment was 
started at once by the patient himself, and little evidence of 
liver damage could be found (Roxburgh, 1949). The histo- 
logical findings in the present case fail to provide any 
suggestions for specific therapy, and one can merely repeat 
the probable value of early administration of alkali to form 
insoluble hydroxides. It would seem that dimercaptopro- 
panol (BAL) is unlikely to be of help (McCance and 
Widdowson, 1946) in such cases ; it was used by Roxburgh, 
who makes no claim, however, for its value. 

The second point of clinical importance is the occurrence 
of a misleading period of improvement and apparent well- 
being before a rapidly fatal termination. A similar false 
recovery occurred in one of Forbes’s cases, and the fact 
should perhaps be stressed that in treatment of such cases 
this period of betterment neither lessens the gravity of the 
prognosis nor permits any relaxation of therapeutic activity. 

Summary 

A case is described of fatal poisoning of an infant by pills 
containing iron, copper, and manganese. 

The clinical course showed a period of apparent recovery 
followed by sudden death: this misleading sequence occurred 
also in one of the previously reported cases. 

The histological findings suggest that the destruction of the 
gastric mucosa leads to lethal hepatic damage. 

It is the duty of doctors and pharmacists to warn parents of 
the grave risk to infants presented by these visually attractive 
pills. 

[ wish to thank Professor A. C. Lendrurn for his help and advice 
in the preparation of this paper and Mr. A. Dargie, Dundee City 
Analyst, for the analysis of the specimens of gastric and caeca! 


content, bile, and urine. I am also grateful to Dr. J. Thomsoo, 
Royal Infirmary, Dundee, for the clinical details, and to Mt. i. W 
Corkhill for the photomicrography. 
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SYNOVUL OSTEOCHONDROftUTOSlS 
TWO UNCOMMON EXAMPLES 
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) 

Synovial osteochordromatosis is a well-recognized condi- 
tion, but the two cases reported here presented some unusual 
features. 

Case 1 

The patient, a man aged 2.3. had a history of stiffness of the 
right shoulder for about six luomhs. associated with occasional 
slight pain, but with no obvious cause beyond some trivial 
injuries in the past. On examination there was a complete 
absence of any movement in the right shoulder-joint. 

Radiological examination disclosed enormous numbers of 
opaque loose bodies, of varying size and density, occupying 
the entire shoulder-joint and extending into the subscapular 
bursa and the synovial sheath of the long head of the biceps. 
Synovial osteochondromatosis was diagnosed (Plate, Fig. U- 
There was no abnormality elsewhere. 

At operation the right shoulder-joint was exposed through a 
long anterior incision. On opening the bulging synovial mem- 
brane loose bodies ivere scooped out by the dozen, but many 



Fig. a. — C ase 1. Photograph of loose bodies after removal. 

still attached to it had to be avulsed or dissected out. An 
attempt at synovectomy was abandoned owing to tough adhe- 
sions and haemorrhage, but the whole of the synovial sheath 
of the long head of the biceps was excised and also as much 
as possible at the site of the reflection of the synovial menj- 
brane on the humerus. All loose bodies were removed after 
a complete .exploration. 




' Patholosical Condition . — The entire synovial membrane was 
ed, rough, and oedematous. The earliest lesions were tiny 
odules and small sessile excrescences, and were most pro- 
lounced at the reflection of the synovia] membrane and in 
he bicipital groove. Larger bodies were hanging in clusters, 
nd other solitary bodies possessed a mere hairlike pedicle, 
ihe largest bodies, up to 2 cm. in diameter, were lying com- 
iletely detached and mobile within the joint. Those with any 
legree of pedicle were red and still retained a blood supply, 
lut the actual loose bodies were yellow and more polished ; 
11 were somewhat rounded, with a pitted irregular surface. 
There were more than 350 osteochondromata, including several 
lusters not yet independent (Fig. A) ; very tiny ones still 
imbedded in the synovial membrane were difiicult to count 
iccurately. Their total weight was 67.5 g. There was marked 
jsteoarthritic lipping at the edge of the articular cartilage of the 
mmerus, together with an erosion of the cartilage in the centre 
)f the head where a loose body had been impacted. 


recurrence seems almost certain owing to the activity ci 
the growth of osteochondromata, and it is iaterestinc 
to speculate on the possibility of ultLmale malignant 
change. . 

Growth of Bone . — The growth of bone and the increase 
in size of the osteochondromata are in keeping v-ith tite 
opinions of Greig (1931). He mainuined that co.-.c fcrir.s 
before a loose body becomes detached, for the reason that 
bone formation requires an adequate blood supply, not 
available after the loose body is once free. Any increase in 
size after detachment is then due to increase in the amount 
of cartilage, which can derive nutrition from syr.ov.al liuid. 
Calcification, as distinct from ossification, may occur there- 
after in the periphery of the loose body. 

Involvement of Shoulder-joint , — ^This is a sew rare ;iic. 
coming in order of frequency after knee, elbow, ar. .!e. -r.J 


Histological examination of a portion of the synovial 
nembrane with the earliest changes demonstrated well-marked 
tancellous bone formation, as well as fibrous tissue and carti- 
age ; ■ there was extensive proliferation of the synovial tissue 
Fig. 2). 

Several of the loose bodies were e.xamined radiologically after 
emoval and showed a central opaque nucleus, surrounded by 
nore dense peripheral laminae of calcification. 

Progress . — Healing was uninterrupted, and no remaining loose 
codies were found on subsequent radiological examination. 
Two months after operation a moderate degree of all move- 
Bents had been restored, but further follow-up proved 
impossible. The formation of the osteochondromata appeared 
>0 active that it is almost certain that they will develop again, 
necessitating a second operation. A stiff shoulder is the prob- 
ible final result, especially as osteoarthritis is already established. 

Case 3 

This patient, a man aged 55, sustained a trivial injury to the 
left ankle, and two weeks later was seen on account of swelling 
and moderate disability. Radiological examination revealed 
several opaque loose bodies, posterior to the ankle-joint, which 
were typical of synovial osteochondromata (Fig. 3). There 
were also early changes of osteoarthritis in the ankle-joint. 

.•kt operation a postero-medial incision was made and the 
loose bodies were found lying in a large bursa communicating 
with the synovial tendon sheath of flexor hallucis longus. Some 
were quite loose and others were attached in- clusters to the 
synovial lining, which was otherwise healthy. All the osteo- 
chondromata were removed and the entire -bursa was excised. 
A good recovery followed. 

Comments on the Condition 

\ 

,e of Origin . — Henderson and Jones (1923) observed 
, the site of reflection of the synovial membrane is the 
nmon site of origin of osteochondromata within a joint ; 

■ 13 is the region of differentiation in the foetus, and is the 
most favourable situation for disarrangement of cells which 
in later life may take on properties not normally possessed. 
The findings in Case 1 are thus clearly in confirmation. 

\ature of the Condition . — Osteochondromatosis is now 
generally accepted as being a benign neoplasm, developing 
from embryonic rests or from a metaplasia of connective- 
tissue cells. Although malignant synovial tumours are well 
known, it is seldom appreciated that malignant change may 
supervene on osteochondromatosis on very rare occasions ; 
Geschickter and Copeland (1936) and Braiisford (I94S) 
refer to cases in which a sarcoma developed. Bennett (1947) 
showed the necessity for following up all benign neoplasms 
or other tumour-like lesions of synovial tissue because of 
the risk of subsequent malignancy and also because there 
may he difficulty at first in distinguishing histologically 
between benign and malignant conditions. In Case 1 


hip joints. Albee (1927) removed 64 loose bedies. jr.d 
Henderson and Jones reported another case, both being 
followed by recurrence. The condition veas also demon- 
strated by de Lorimier (1943), Behrens tl947'. and 
Braiisford. 

Involvement of Bursae and Tendon —Being 

closely related to joints embryologically, these are subject to 
the same pathological conditions and may become the -.i'.e 
of loose bodies. Osteochondromatosis is not c'r'mcn in 
them and may occur independently or in a-.so.ia' .-r .'.ith j 
similar joint lesion. References have been nude, anmne-- 
others, by Henderson and Jones, Gescnickier and Cope- 
land, Buxton (1923), Janik (1927), and Shepherd (l'/4.ti 

Numbers of Loose Bodies . — A 'olitar csteoehccJ'c.ma 
may occur. Very large numbers, nowet ;r, ha.e been 
recorded, such as 700 by Timbrel'.-risher {192’i. 1,04, b,- 
Berry (quoted by Timbrell-Fisheri. and 415 bv Eovd ' 19-^“ 
all in the knee, and 1.000 by Braiisford in tne hip 
rule the number is much smaller, and the figure ot at .ea-i 
350 in Case 1 is well above the average. 

Treatment 

Operation is required if there is to be anv hop.- 
recovery of function of the joint or preventio"! - o.-,.-''- 

arthritis. According to Timbrell-Fisher, the prcrci; o. 
loose-body formation may end as suddenly and nv,. ;t.— a j-- ■ 

as it began, and the results^ of operation arc good p, o - 

the condition is not then progressive ; ol.aer’.- -e .h.r. 
recurrence and a second operation becom-es^ i 
Henderson and' Jones e.xtracted ten IcoiC boaic, .r-.o - 
shoulder-joint through a very small posterior in-. 
though possibly effective in certain inalanec^. th., 
type of e.xposure does not seem app!icab!-e in the pre --..w- 
of large numbers, especially if still attachedjo or la-oi...,;, 

synovial e.xtensions of a joint. Wilmotii fi9">It . 

a partial synovectomy, with removal of loo-.e cou:.'. n ^ 
of his cases, but was uncertain regarding the pre'.enuen c: 
recurrence. A total synovectomy is the be^t 
ensuring against recurrence in a case 'sith extci.^.-e ...--..v, 
ment. but it is not attainable in ai! joints .-.or -u.-.uer 
conditions as in Case 1. ... 

Involvement of a bursa is easily treated o,. it^ eo.Tp i-' 
e.xcision. In a tendon she.itn. simp.e .eir.o-- ' • j 
bodies is the usual treatment, but o^w-ts.on-.i.- i' • 
of the synovial lining is posaib.e. 

Suniiiiary 

Two uacommoa c-xamp’.cs of s;.r.e..e* e/.c--.-.,...-. - 
are reported. In one case tr.e <e’.e!a._er-,...j 
extensively, over 3e0 lease ccd.es *.e.--g jj 

the loose bodies were in a rar-a :a d.reet e..— ir... — 
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a tendon sheath at the ankle ; recovery followed removal of the 
osteochondromata and excision of the bursa. 

I wish to acknowledge my indebtedness to Messrs. A. H. Baird, 
who carried out the photography. 
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A STUDY IN VISUAL DEFECTS IN 
YOUNG CHILDREN 

BY 

P. A. TYSER, M.D., B.S., D.P.H. 

Senior Assistant Medical Officer, Area No. 3 (Tottenham). 

Middlesex County Council 

AND 

T. W. LETCHWORTH, M.D., F.R.C.S. 

1 isiting Ophthalmic Surgeon to the Local Education Authority 

U is evident from the annual returns of the school health 
service that amblyopia and strabismus form a large pro- 
portion of cases of defective vision. It is the purpose of this 
paper to describe a simple method whereby gross errors of 
refr action in children under the age of 5 can be ascertained. 
We demonstrate that this method is accurate enough to be 
used on a wide scale, that a large number of children in 
the age group discussed suffer from gross errors of refrac- 
tion, and that it is important from a preventive aspect that 
they should be detected and treated as early as possible in 
order to achieve good results and prevent deterioration and 
the development of other conditions. Except in cases of 
suspected strabismus, hypermetropia under 2D and astig- 
matism under 0.75D was not corrected ; in all other cases 
correction was made, the conditions being referred to as 
gross orrois of refraction. 

.ire not concerned here with the finer analysis of the 
degrees of the errors of refraction and their age distribu- 
tion , this is of secondary importance to this investigation. 

The sight of children is usually examined when they are 
I to 8 years old by the Snellen type test in the course of 
routine medical inspections. Before this age treatment may 
be sought only when attention is drawn to the chilcl’s eyes 
by the occurrence of squint or because defective vision is 
thought to exist. A squint of the ordinary concomitant type 
associated with hypermetropia is usually manifest between 
the ages of 18 months and 5 years. At the age of 12 
months a child should have acquired the power of fixation. 
1 ow, if something prevents that being acquired, nystagmus 
will occur, but during the next few years the full visual 


acuity will have to be developed. In cases of a high degree 
of astigmatism a distinct image is not formed on the retina 
and full visual acuity cannot be developed. Also with 
anisometropia the child will not focus the ametropic eye 
and the same will follow. 

It is therefore of great importance that such conditions 
should be recognized as soon as possible, since by correcting 
such errors at the earliest opportunity the final result will 
be much better. After the age of 8, if no correction has 
been carried out, there will be in these cases a considerable 
degree of amblyopia, which may be difficult or impossible 
to overcome. Furthermore, by correcting high degrees of 
hypermetropia many cases of potential squint may be fore- 
stalled, Experience has also shown that if one child in a 
family has a gross error of refraction it is likely that some 
of the other children will also have errors requiring correc- 
tion, and it is the custom of one of us (T.W.L.) to inquire 
into family histories and to examine all the children of a 
family in which one child is found to have a gross error 
of refraction. 

The number of cases of amblyopia discovered in school 
entrants indicates that a far more intensive investigation 
should be .made of the eyesight of the pre-school child. 
Some special test, easily applied and quickly performed, is 
required to ascertain those children who are suffering from 
grosser errors of refraction. One of us (P.A'.T.) undertook 
the retinoscopy examination of all children present in the 
day nurseries, nursery schools, and classes in the borough.* 

Method and Scope of Eye Investigation 

Retinoscopy was performed with a plane mirror without 
using a mydriatic. The children were examined in a 
darkened room seated on a chair at arm’s length. First 
the movement of the red reflex was noted in vertical and 
horizontal meridians. Movement against the mirror in any 
meridian in either . eye was noted as “ myopia ” and 
referred to one of us (T.W.L.) for further e.xamination. If 
movement occurred with the mirror then the procedure 
was repeated using a +2D lens held in turn immediately 
in front of the child’s eyes, movement in any meridian in 
either eye being noted as “ hypermetropia ” and referred for 
further examination. It was found that having the children 
attend in batches of ten alleviated anxiety and that it was 
possible to examine 60 children in the course of an 
hour. 

The upper age limit was taken as the age of 5 in January, 
1949. Accommodation for 567 children exists in the day , 
nurseries, nursery schools, and classes. Owing to illness 
and other reasons 87 were absent at the time of the survey 
and 10 became too emotionally disturbed to be examined. 
Of the 470 children examined, 10 were excluded from the 
final results, eight being over the age of- 5 and- two who 
were ascertained to have defects failing to keep several 
appointments for further examination. The results of the 
remaining 460 examinations are considered here. 


Results 

Table I shows the analysis by sex and age of the 
examinations made. The numbers in the age groups are 
considered too small for further analysis. The 460 children 
comprised 247 boys and 213 girls, and in each case 19 

^•We wish 'to acknowledge our indebtedness to Dr. G. Hamilton 
Hogben, to the borough education officer, and to the head teachers 
and matrons of the nursery schools and classes and day nurseries 'in 
Tottenham for their invaluable assistance. 



visual defects were discovered — i.e., 7.7% and 8.9% respec- 
tively, with an overall percentage of 8.26. The number 
of children who were already receiving treatment for defec- 
tive vision at the time of the investigation was 1 1 (five hoys 
and six girls), or 2.39%. A further 33 cases were revealed 
by the survey ; of these, 27 were later confirmed — i.e., 
5.87%. 

Table II provides an analysis of the defects found. 

Table II . — Analysis of Defects 
Conditions 

Compound hypermetropic astigmatism 
Convergent strabismus; compound bypeC" 
metropic astigmatism 
Low hypermetropia 
Myopia 

Mixed astigmatism 
Simple hypermetropia . . 

No signiHcant error 

Totals 


Conclusion 

The results of this investigation are to be regarded as 
a “ pilot ” survey. , Children attending nurseries may not 
be representative of the whole child population in the 
age' groups examined. Further, a retinoscopy examination 
without the use of a mydriatic cannot give entirely accurate 
information about the state of the ocular mechanism. The 
method employed was devised and used as a simple and 
speedy technique to discover grosser errors of refraction. 
Despite its limitations it is contended that the method is 
justified and suitable for use on a wide scale in the annual 
e.xamination of children of pre-school age. 


Dr. Leonard Scheclc, Surgeon-General of the U.S. Public 
Health Service, is reported to have stated recently that 1949 
will be the worst year for infantile paralysis in the history 
of the United States, with cases reaching a total of 40,000 to 
45,000. This will be a 50“i increase over the infantile paralysis 
cases reported last year, and he feared that figures may be even 
higher ne.\t year and in the years to come. In the 10 jears 
before 1943 there was only a moderate incidence of infantile 
paraljsis in the U.S.A., but since then there has been a marked 
upward trend. 



ACUTE ADREN.4L mSUFFIClENCY 
AFTER ADREN.4LECT03IY FOR 
PRE-PUBERT.\L VIRTLIS.M 

BY 

B. VlCrOR JO.NES, M.B., B.S. 

Late House-surgeon, Charing Crr, ll • ■ a. 

The following case is reported because i: must repre-er:; 
closely the results of total e.xtirpation of ‘.he adrcM:; ir 
man. 

Case Report 

A girl aged 6 was found to be suttcring rrt.m ea 
pubertal virilism when first seen on Nc.erttc- S. .‘-‘44 
urinary 17'ketosteroid excreuon .sas !2 j rag a day. ^ 
tomy was performed; this confirmed her se.c s.. '.e. 
both adrenals to be much enlarged. Let: _drer,a 
carried out and the kelosteroids fell to S.j rag.^j *>-• 

physical condition, however, did not improve, a.-.d ber j.-,... ■ 
logical condition became so ditficuit that her p-.e...s .. “ 

impossible to manage her. She was iherefc.-e .‘•ee J.;.!.’. J - 
age of 9} for further treatment. 

Although her general appearance was t.-.at n; j ■■ -j-. • 

of this age there was marked enlargeme.at ct i. e ..r. ■ ■■■ - 
the vagina was rudimentary. A heavy cro‘..:.' :. .'■a-' • ■ 

was present. Her mental ability was cniy ina, e: a t--'- 

years younger, and she behaved in an e.tce->*v.t.^ 

Her voice was unusually deep. Tne urinarj 
were now 26 mg. a day. 

The right adrenal gland was explored on Feoru-r, 
and found to be about five times the normal size ^ /v 
U by 1 in. (3.75 by 2.5 cm.i. represer.ti.-.g ;l t ’-n-er . e 

gland, was resected with the diatherniv n-ed— --.i- - 

of the remainder of the gland overse.-a -..mn -a.^ - ■- 
wound was closed without drainage, .-X - 

accidentally made in the pleura ; :t ‘-as u. ..^ 

.An intravenous glucose-saline drip ‘■■as jtarte-. 

Ten hours after operation her ccndi:.o.-i v..;s ‘ ■’ 
and the intravenous drip ‘^as duco.-.unue^.^ f 'l' -'. -e 

respiration rates began to nse dur.ng t..a! 
hours after operation the bleed pre'-ure ..-a — .o • 
her pulse was weak and rap.J, and si,e --v — 

She was sweating slightly and her Ic.t „ 

noticed that genCi-alizcJ ptgmentat.un u. .. - f', 

ing. .As the day wen; cn -.ce cec_n.e r-'-v — '■' "I...', 2.7 

her temperature rose to 103* F. (ey.-* C-- • 
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pneumothorax was present. Two lO-ml. doses of “ eucortone ” 
were given during this day, but had little noticeable effect. 
During the night her condition became steadily worse. The 
blood pressure remained at 75/45, and her pulse became 
irregular and at times uncountable at a rate of about 180 a 
minute. The respiration rate rose to 60 a minute. She was 
delirious and incontinent of urine. 

On the morning of the second day after operation her condi- 
tion was so grave that the ward sister thought she was not 
likely to live for more than an hour. The pulse was uncount- 
able and the respiration rate still 60 ; the blood pressure was 
now only 50/20. A deep generalized pigmentation of the skin 
was present ; it was of cafd-au-Iait colour and evenly distributed 
over the whole body. Nevertheless, her ears and lips remained 
a good pink colour and the pale grey-blue cyanosis seen in 
cases of severe shock — e.g., after severe burns — did not develop. 
The haemoglobin was 55%, so it was evident that the haemo- 
concentration of shock was not developing. 

She was given 10 ml. of eucortone intravenously, and one 
hour later her general condition was noticeably better. A further 
15 ml. was therefore given immediately, and further improve- 
ment followed. An intravenous glucose-saline drip was started 
again and eucortone, 30-ml., was introduced with it four-hourly. 
During the day she vomited several times, but the total amount 
brought up in the post-operative period could not have been 
more than 1 pint (568 ml.). She passed no urine, and by the 
evening oedema of the face, particularly about the eyelids, was 
beginning to develop. She was catheterized, but only about 



Chart showing blood pressure and the course of adrenal cortex 
replacement treatment. 


'0 ml. of urine was obtained. This was of average concentra- 
tion and contained albumin but no sugar or ketone bodies.- 
The urinary chlorides were 3 g. per 100 ml., and a blood sample 
!.iken at the same time contained only 292 mg. of sodium per 
100 ml. (normal 325 mg.). 

Her condition continued to improve during the night, though 
she was noisy and delirious and required heavy sedation. By 
the ne.xt day, the third after the operation, the blood pressure 
'-'•-IS rising and the pulse and respiration rates were falling. 
There was marked oedema of the face but none of the limbs 
or sacral area. She began to take fluids by mouth and passed 
-^0 oz. (950 ml.) of urine. On the fourth day she was rational 
and sleepy, and her general condition had very much improved. 
She was taking food by mouth, and the blood pressure had risen 
to 102/75. The oedema was subsiding, but the pigmentation 
still remained. 

From then onwards she made rapid progress. The eucortone 
was reduced to 10 ml. four-hourly on the third day after opera- 
tion, and she was given 20 ml. on the fourth ; it was stopped 
altogether on the fifth day, and desoxycortone acetate,' 
2 ml. (10 mg.) was given thrice daily for five days followed by 
2 rnl. daily for two days. Common salt, 6 g. daily, was given 
while she received desoxycortone acetate. The oedema had 
disappeared by the sj.xth day. The pigmentation gradually 
faded ; it had become faint by the eighth day and had dis- 
appeared by the sixteenth, by which time she was afebrile and 
in excellent health. The total amount of eucortone given was 
275 ml. The urinary ketosteroids on March 16 were 8.4 mg, 
a day. 


Discussion 

It will be seen that, three years after one adrenal had 
been removed, resection of about half of the remaining 
gland was followed by a crisis similar to those which occur 
in Addison’s disease. It did not occur immediately after the 
operation, but began within 12 hours of it. It is presumed 
to have been due to defunctioning of the remaining part of 
the gland by oedema, with the added possibility of throm- 
bosis of the adrenal vein by the diathermy used in the 
excision. 

Pigmentation occurred within 24 hours of the operation 
and was maximal within 48 hours of it ; it was generalized 
and even, and in colour and depth closely resembled that 
of known cases of Addison's .disease which were in the 
ward at the time. It had almost disappeared eight days 
after the operation. This was the most striking feature of 
the crisis. 

The pigmentation of Addison’s disease has been accounted 
for as follows. Adrenaline is normally prepared in the 
adrenal medulla from tyrosine, which is stored in the skin. 
If the adrenal medulla is destroyed and no adrenaline is 
formed the tyrosine is not used up and accumulates in the 
skin, where a tyrosinase converts it into melanin (Wright, 
1945). The fact that pigmentation occurred so rapidly in 
this case seems to support the theory that adrenaline is 
secreted continuously in man. 

The patient’s condition during the crisis was rather 
like that in surgical shock, but the extremities remained 
warm and pmk instead of cyanosed, and there was marked 
hyperventilation. The whole clinical picture resembled 
the Waterhouse-Friderichsen . syndrome closely, but no 
petechiae were present, livid cyanosis did not occur, and she 
responded well to treatment with adrenal cortex extract 
(Martland, 1944). The pigmentation seen In this case 
has not been described in either of the above-mentioned 
conditions. 

Summary 

A case of pre-pubertal virilism is described ; it was treated 
by adrenalectomy, followed later by removal of part of the 
remaining adrenal gland. , 

A crisis resembling those of Addison’s disease occurred during 
the first few days after the second operation ; it responded' well 
to treatment with eucortone, desoxycortone acetate, and intra- 
venous glucose-saline. Recovery followed. 

I wish to thank Mr. L. R. Broster for permission to publish this 
case and for his help in preparing the paper. 
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In future national insurance cards will not be stamped by 
patients in mental institutions or by the staff of the institutions 
on the patients’ behalf. The Ministry of National Insurance 
will not ordinarily examine liability for contributions until after 
a patient’s release, unless the next of kin wishes to pay or an 
application for benefit'is rhade. These arrangements have been 
agreed by the Ministries of Health'and National Insurance, and 
a.re conveyed to mental institutions in Circular 95/49. The insur- 
ance casds should be returned to the local national insurance 
office, which will issue to the institution a form for each patient 
instead of a card. If the patient is transferred to another insti- 
tution the form should accompany the patient, and on the 
patient’s discharge or death it should be returned to the local 
office named on the form. The next of kin of the patient or the 
person to whom correspondence about the patient is sent will 
have an opportunity of paying national insurance contributions 
on the patient’s behalf if he wishes to do so. 
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An Operation for Femoral Hernia 

The discussion on femoral hernia in the British Medical 
lounutl of October 23 and November 6 and 13, 1943, has 
prompted me to describe, before I intended doing so, a 
method of closing the femoral canal which I have been 
using and which I think fulfils all the requirements of an 
aperation for femoral hernia. In it no foreign unabsorbable 
naterial is used, with the occasional disappointment which 
his sometimes engenders. (Patients seem more disgruntled 
It having a chronic sinus from foreign material than if they 
had had a recurrence.) The canal is closed at the inlet by a 
living membrane that is always at hand. Very large 
apenings are easily closed by this means. 

The method puts no strain on the external obhque muscle. 
Any method that pulls down the inguinal ligament to 
"ooper’s ligament in the high operation, or to the pectineal 
Fascia in the low-type operation, produces a strain on the 
sxtemal oblique tendon and is often followed by rupture 
jf the fibres here and a weakening of the inguinal canal. 
Hence the tendency to inguinal hernia after high or low 
aperations in which the inguinal ligament is pulled down 
to one of these structures. When I have used the method 
aere described there has been no subsequent discomfort. 

Technique 

I recommend the method for trial as 1 feel that no individual 
surgeon sees a sufficient number of femoral hemiae in a limited 
time to appraise a method fully. The operation can be done 
with comfort for the patient and surgeon under local analgesia. 
A point in the simplification of the operation is the use of the 
Trendelenburg position. 

The most satisfactory skin incision is one over the inguinal 
canal and curving down over the femoral sac at its inner end. 
This allows a good vision of the inguinal canal area and of the 
sac and the pectineus muscle svith its coverings. 

The sac is accurately freed from the surrounding fat and 
fascia ; if large, the redundant part of the sac should be excised 
to facilitate the sac’s being drawn up through the canal. TTie 
external oblique muscle over the inguinal canal is then incised 
as in inguinal hernia. The cord or round ligament is drawn up, 
the transvenalis fascia is incised, and the extraperitoneal fat is 
exposed. The neck of the sac entering the femoral canal is 
gently pulled on, and by careful teasing the whole sac is pulled 
up from the femoral canal. The bladder is carefully separated 
from the sac on the inner side and a high closure of the sac 
made. The ligated portion and peritoneum are now pushed 
upward and the iieopectineal line, with Cooper’s ligament, is, 

exposed. A good e,x- 
posure is obtained 
with the Trendelen- 
burg position. 

Cooper’s ligament 
extends down over the 
pectineus, where it 
blends with the pecti- 
neal fascia. The fascia 
is exposed from the 
iieopectineal lineabove 
to below the inguinal 
ligament by gentle 
wiping with a gauze 
swab. The medial 
border of the iliac and 
femoral veins is noted. 
This gives the outer 


border of the fascial 
leaf to be utilized and 
defines the breadth of 
fascia to cover the 
opening of the fem- 
oral ring. The fascia 
is incised along this 
line from Cooper’s 
ligament to below the 
inguinal ligament, and 
the fascia is separated 
from the bone and 
underlying pectineus 
muscle by blunt dis- 
section. 

The fascia is cut 
across about i in. 

(1,9 cm.) below the 
inguinal ligament. It 
can now be pulled up- 
wards so that it hangs 
freely above except 
where it is hinged 
at Cooper’s ligament 
(Fig. 1). This flap, 
which is naturally 
strong, is then laid 
without tension along 
the upper concave 
edge of the inguinal 
ligament and fixed 
here with two or three 
interrupted 40-day cat- 
gut sutures (Fig. 2). 

This effectively blocks 
the upper opening ol the canal T'-.e -r-rs.e'^a.is fj'ci. '» 
sutured accurately back m positicn and .r, c-’iem.; i,-licue 
muscle incision closed (Fig, 3). 

Coso.tE,vr 

Since writing this short description cf an ^pei-itioc for 
femoral hernia I have read A. K. Hen.-Cs article 'La’-.C'.' 
1936, 1, 531) where he suggests an opera:. on i.n ’.’h.-'T .'•e 
uses the pectineal fascia jn much the same wc) for th 
closure of the upper orifice of the femoral canal. Unfor- 
tunately, his unusual mode of approach h t‘ e' :dertl,. o'.cr- 
shadowed the suggested method of closure of the ti.aah for 
it has not been mentioned in any of the -’crnt ’rtx.'es on 
the subject, and this short description is cub's'.shed wur a 
view to popularizing this method of cossoa the canal 
Henry’s method of approach does not o'.'c a acr>d_-.-.w 
of the pectineal fascia and renders the cper-t.oa .-in.cui. 
The most satisfactory incision ts the one 1 hi'.e cesencea 
G. D. F. McFaDde,'.', M Cb , F.R.C.S 

Branchial Fistulae 

Proximaliy blind lateral cervical fistulae opening in the 
vicinity of the anterior border of the stemo-mastoid. and 
extending a variable distance up the neck, are not uncom- 
mon. Apart from their persistence and occasional dis- 
charge, they cause little disability, and where excision is 
indicated the procedure is simple provided their origin 
lies external to the carotid sheath. Considerauon of the 
development of the visceral arches confirms the new that 
these branchial fistulae are probably derived from the cer- 
vical sinus, which in the embryo is normally shut off from 
the pharyn.v by a septum of tissue, the cleft membrane 
Consequently the presence of a complete fistula communi- 
cating internally with the pharym and presenting an 
external opening in the neck may be considered a rare 
condition. 



Fiq. 1. — The pectineal fascia has been 
separated from the imdcriying pectineus 
muscle and is ready to be drawn up- 
wards above the inguinal ligament. A= 
Superior ramus of pubes with Cooper's 
ligament. B=Blunt dissector raising 



Fig. 2. — The flap ot fascia ho 4 been 
Pulfcd up and is readv to be la'C upon 
die up^r surface cf the insia.nal 
iijtament. 



Fjo. ?— -Tt'c C. p c. - I-;-, 

suiched 10 ur.'e* " ed. ' 'c 

ih^uinal li;an ^r. 
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Case Report 

The case is that of a girl aged 16 who complained .of a small 
discharging sinus in her neck. She stated that to her know- 
ledge it had been present since birth, and that periodically it 
became more noticeable and discharged a clear coloured fluid 
for several days. 

On examination a barely noticeable papule was present over 

the anterior border of 
the left sterno-mastoid 
and situated about 2 
in. (5 cm.) above the 
suprasternal notch 
(Fig. 1). There was 
no discharge at the 
time, and it was found 
impossible to get a 
very fine probe into 
what was apparently a 
closed punctum. How- 
ever, extending up- 
wards from this to- 
wards the angle of the 
jaw was a slight but 
just visible cord-like 

Fig, 1. — Opening of branchial cyst in thickening comparable 
neck. in diameter to an ordi- 

nary lead pencil. On 
asking the patient to open her mouth and upon milking this 
thickening upwards, a good teaspoonful of whitish fluid was 
seen to exude from the region of the supratonsillar fossa. 

Under anaesthesia and after packing off the pharynx, a large 
ureteric catheter was passed with ease through a visible ostium 
opening above the left tonsil. Lipiodol was injected, and a sub- 
sequent radiograph (Fig. 2) confirmed the provisional diagnosis 
of a complete branchial fistula communicating with the pharynx. 



Fig. 2.— Lateral sacw of fistula after injection of lipiodol. 


Comment 

Surgical ablation of such a fistula entails a moderate- 
sized incision and a careful dissection in the region of the 
internal carotid, artery, due respect being given to the 
proximity of both the glosso-pharyngeal and the facial 
nerves. Access to the pharyngeal closure of such a fistula 
IS best aided by lateral displacement of the tonsil by means 
of a finger in the mouth. The mere presence of a branchial 


fistula is in my opinion no indication for surgical inter- 
vention, and certainly before the latter is contemplated the 
extent of the tract at least should be investigated. 

I wish to thank Dr. G, A. Borihwick, superintendent of the 
Northern Hospital, N.21, for permitting me to publish this case. 

William Rothwell, F.R.C.S.,'F.R.CS.Ed. 


Hyperpyrexia Complicating Infantile 
Eczema 

Cases of sudden death in patients suffering from infantile 
eczema have been reported from time to time. Schwartz 
(1934) reviewed 10 such cases, and Feer (1904) reported 
others. These deaths seem to have been due to intercurrent 
infections, such as septicaemia, bronchopneumonia, or 
gastro-enteritis, which have run a more rapid course in 
these children than is usual. None of these appear to 
resemble the following case. 

Case Report 

The patient, a boy aged 13 months, had suffered from 
eczema since birth. On admission he had large patches of 
eczema, partly impetiginized, covering the greater part of all 
four limbs, the trunk, the face, and the scalp. The skin was 
treated with compound zinc ointment, and chloral was given 
by mouth to allay restlessness. The eczema improved greatly 
during the first week. The skin, however, became dry and 
showed powdery desquamation. 

On the eighth day after admission a convulsion occurred, 
together with vomiting, pin-point pupils, and the passage of 
faeces. The skin fell extremely hot, and on taking the tem- 
perature in the rectum the mercury reached the end of the 
thermometer. ^Repetition with a second thermometer produced 
the same result. Both were subsequently tested, and the tem- 
perature required to bring the mercury to the end of the 
thermometers was found to be 110° F. (43.3° C.). Tepid 
sponging was 'started immediately, and the temperature was 
plotted every fifteen minutes. After half an hour the tempera- 
ture was 106° F. (41.1° C.). and after one hour 104.8° F. 
(40.45° C.). Consciousness was regained four hours from the 
onset of the convulsion. The temperature was then 100° F. 
(37.8° C.). / 

Investigations were carried out to exclude intercurrent 
disease. The E.S.R. was 12 mm. in one hour. The urine 
showed a trace of albumin, but no abnormality was found 
in the C.S.F., the differential white cell count, or in the .x-ray 
pic’.ure of the chest. 

Progress was uneventful. A low-grade pyrexia persisted, 
but the eczema cleared except for a small patch on the shoulder. 
At the time of writing, eleven months later, the child is still 
attending as an out-patient. His skin remains dry and there 
are a few eczematous patches. 

Comment 

Hyperpyrexia is a possible and dangerous complication 
of infantile eczema in which a large proportion of the body 
surface is involved. In this case the combination of hyper- 
pyrexia, pin-point pupils, convulsions, and unconsciousness 
also raises the possibility of a pontine lesion. Vasomotor 
spasm in. the pons offers a reasonable explanation of the 
transitory nature of the signs. 

Gratitude is expressed to Dr. F. A. Bryning, medical superintendent 
of Hackney Hospital, for permission to publish this case, and to 
Dr. F. L. Lydon, consultant dermatologist, for advice on its 
presentation. , 

E. Maclean Poulton, M.R.C.P., D.P.H., D.C.H., 
Hackney Hospital, London. 
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TOPICS IN BACTERIOLOGY 

Bacterial and Mycotic Infections of Man. Edited by 

Rend J. Dubos, Ph.D. {Pp. 785 ; illustrated. £2 5s.) 

P^t^i^delphia tyid London : J. B. Lippincott Company. 

Microbiology and Man. By J. Birlceland, Ph.D. Second 

edition. (Pp. 525: 54 figures. £I 7s. 6d.) London: 

Bailliere, Tindall >and Cox. 1949. 

Bacterial Metabolism. By Marjory Stephenson, Sc.D., 

F.R.S. Third edition. (Pp. 398 : illustrated. £1 10s.) 

London: Longmans, Green and Company. 1949. 

galaxy of celebrities — thirty-four in all — has contributed 
to Bacterial and Mycotic Infections in Man, edited by 
Dubos, which is perhaps the most important new work of 
its kind for many years and is already to be found in 
many laboratories in the U.S.A. So much has happened 
in bacteriology recently that the revision of older books 
is an unsatisfactory process, and entirely new accounts, 
written by leading authorities from fresh viewpoints, have 
emerged to present their subjects in a new light. The most 
valuable parts of this book are thus the introductory 
chapters : by Dubos and Pappenheimer on the morphology 
and physiology of bacteria, by McLeod and Pappenheimer 
on'the “properties of bacteria which enable them to cause 
disease," and by Francis on the “ response of the host to 
the parasite.” Other sections on, allergy, immunity, and 
immuno-chemistry are equally useful There is also a 
chapter on blood groups, but why this should be included 
in a work on microbic infection is not clear. 

The descriptive part of the book consists of twenty-four 
chapters, each describing a genus or group of micro- 
organisms. Other subjects discussed are the normal flora 
of mucous surfaces, sterilization, chemotherapy, epidemio- 
logy, and diagnostic proceedings, the whole being preceded 
by a full account from Murray of the history of the 
subject. 

The pitfalls of multiple authorship have to a great extent 
been avoided. The book is coherent and nearly complete 
and the fullness with which each subject is treated is more 
or less uniform, although some authors, such as Conant, 
writing on mycoses, are lavish with their illustrations while 
others use few or none. Three genera not described are 
Lactobacillus, Pfeifferella, and Fusiforinis. Possibly the 
first of these is excluded as non-pathogenic, but glanders 
and melioidosis are surely as important as Bartonella 
infection, and the various Gram-negative anaerobes some- 
times classed as Fusiforinis are interesting and frequent 
causes of infection and are rarely described adequately. It 
is perhaps unjust to criticize omissions in such a volume : 
it is neither a bench book' nor a work of reference, but 
rather an educational book for the advanced student or 
the teacher. No reader w'ill fail to profit from some of its 
stimulating pages. 

- The alliterative title of Birkeland’s book Microbiology 
and Man suggests a popular work rather than a textbook. 
That it is intended for the use of students is expressly stated, 
but the nature and object of the course these students may 
be pursuing are not specified. Bacteriology is extensively 
taught in the U.S.A., both as a pure science and in its 
several applications to industry, and many textbooks in 
use there are intended for non-medical undergraduates and 
are consequently often unsuited to the needs of medical 
schools. Despite its extensive preoccupation with human 
disease, the proper function of this book seems to be to 


describe pathogenic species and their effects for the benefit 
of students whose main interests lie elsewhere. The descrip- 
tive middle section has a strong clinical bias, surprising 
in the work of a non-medical author, whose unfamiliarity 
with disease as such is occasionally betrayed — of typhoid 
fever he says that “ there may be perforations of the 
intestinal tract followed by haemorrhage" ; of anthrax, “if 
the abscess is opened and allowed to drain, healing may be 
fairly prompt ” ; and of cerebrospinal fever, “ epidemics last 
two to three years.” The introductory chapters on bacteria! 
morphology and physiology are good, like the concluding 
ones on food, water, soil, and sewage : that on bacterial 
warfare is, perhaps fortunately, brief and non-conimrttai. 

Medical bacteriology has developed on utilitarian lines 
and uses methods of cultivation whose origin is empirical. 
Only in fairly recent times has the nutrition of bacteria 
been thoroughly studied, but there has now grown up a 
branch of the science with an imposing bulk of knowledge 
on this subject, using terms which the oidinary medical 
bacteriologist, unless he happens to be more th in usually 
well versed in chemistry, may find hard to .follow A 
leading pioneer in this development was he late Marjory 
Stephenson, whose Bacterial Metabolism, much amplified 
in its third edition, is a standard work. It is indispensable 
to any inquirer in this field, and though concise and simply 
written is almost encyclopaedic in scope — the bibliography 
occupies 62 pages. The time is perhaps not far distant when 
the practical fruits of these fundamertal sludies will pro- 
foundly affect medicine as well as ot’’e' spheres of applied 
bacteriology. Their results arc j'rc:-id> disce.'ctbie in 
several directions, notably tJie 'ationa! approach to 
chemotherapy. 

L. P. Gapuoo 


PRACTICE OF A.NAESTHE.S1A 

Modern Practice in Anaesthesia. Edited Cy Frarku T. 
Evans, F.F.A. R.C.S.. D-.-k. (Pp. 566 ; dlusl.-uted £2 lOs.l 
London: Butterworih and Co. 1949. 


Dr. Frankis Evans has succeeded in the dhScuit t-asi; o: 
harnessing talented individuals to produce a weil-balanwca 
book. Here and there a tendency is noticed for a menioer 
of the team to steer his own course, but the ger.cr^ per 
formance loses nothing by this occasional dispia- of hig.'i- 
. spiritedness. British anaesthetists- may ■■.ei’ be proud of 
this production by their London colleagues, .and they wru 
be prouder still when a few imperfections, so ne of wem 
minor, are eliminated. If the editor re-recds one or his 
references (to Bier) he will no doubt correct some historical 
inaccuracies in the opening paragraph of his chapter on 
spinal analgesia. Fig. 25 is wrongly labelled, and. the 
anonymous illustration No. 77 is worthy neither ot the 
book in general nor of the e.xcellent section on epidum! 
anaesthesia in particular. The suggestion that carbon 
dioxide absorption technique must be used to achieve con- 
trolled respiration (p. 134) is a harmless inaccuracy, but 
the statement on p. 330 that 2% procaine is selt-sierui^g 
is a serious blot. In addition to these factual errors, 1 
believe the chapter on anaesthesia for bronchoscopy to ue 
poor, and I found some of the whirligig diagrams of mat 
admirable teacher. Dr. Galley, more inclined to contuse 
than clarify. I must confess to being allergic to pages 
of chemical formulae, and I believe it would be more m 
keeping with the sound common sense ot the book to delete 
those unintelligible to anyone but a protound organic 
chemist — alternatively, if the full formula of d-tubocuranne 
chloride must be given on p. 81 there is no need to repeat 


it in full on pp. 82 and 212. 


R. R. NLvci.ntosh. 
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Case Report 

The case is that of a girl aged 16 who complained , of a small 
discharging sinus in her neck. She stated that to her know- 
ledge it had been present since birth, and that periodically it 
became more noticeable and discharged a clear coloured fluid 
for several days. 

On examination a barely noticeable papule was present over 

the anterior border of 
the left sterno-mastoid 
and situated about 2 
in. (5 cm.) above the 
suprasternal notch 
(Fig. 1). There was 
no discharge at the 
time, and it, was found 
impossible to get a 
very fine probe into 
what was apparently a 
closed punctum. How- 
ever, extending up- 
wards from this to- 
wards the angle of the 
jaw was a slight but 
just visible cord-like 
thickening comparable 
in diameter to an ordi- 
nary lead pencil. On 
asking the patient to open her mouth and upon milking this 
thickening upwards, a good teaspoonful of whitish fluid was 
seen to exude from the region of the supratonsillar fossa. 

Under anaesthesia and after packing off the pharynx, a large 
ureteric catheter was passed with ease through a visible ostium 
opening above the left tonsil. Lipiodol was injected, and a sub- 
sequent radiograph (Fig. 2) confirmed the provisional diagnosis 
of a complete branchial fistula communicating with the pharynx. 



Fig. 2. — Lateral view of fistula after injection of lipiodol. 


Comment 

Surgical ablation of such a fistula entails a moderate- 
sized incision and a careful dissection in the region of the 
internal carotid artery, due respect being given to the 
proximity of both the glosso-pharyngeal and the facial 
nerves. Access to the pharyngeal closure of such a fistula 
is best aided by lateral displacement of the tonsil by means 
of a finger in the mouth. The mere presence of a branchial 


fistula is in my opinion no indication for surgical inter- 
vention, and certainly before the latter is contemplated the 
extent of the tract at least should be investigated, 

I wish to thank Dr. G. A. Borthwick, superintendent of the 
Northern Hospital, N.21, for permitting me to publish this case. 

William Rothwell, F.R.C.S.,’F.R.C.S.Ed. 

Hyperpyrexia Complicating Infantile 
Eczema 

Cases of sudden death in patients suffering from infantile 
eczema have been reported from time to time. Schwartz 
(1934) reviewed 10 such cases, and Feer (1904) reported 
others. These deaths seem to have been due to intercurrent 
infections, such as septicaemia, bronchopneumonia, or 
gastro-enteritis, which have run a more rapid course in 
these children than is usual. None of these appear to 
resemble the following case. 

Case Report 

The patient, a boy aged 13 months, had suffered from 
eczema since birth. On admission he had large patches of 
eczema, partly impetiginized, covering the greater part of all 
four limbs, the trunk, the face, and the scalp. The skin was 
treated with compound zinc ointment, and chloral was given 
by mouth to allay restlessness. The eczema improved greatly 
during the first week. The skin, however, became dry and 
showed powdery desquamation. 

On the eighth day after admission a convulsion occurred, 
together with vomiting, pin-point pupils, and the passage of 
faeces. The skin felt extremely hot, and on taking the tem- 
perature in the rectum the mercury reached the end of the 
thermometer. ^Repetition with a second thermometer produced 
the same result. Both were subsequently tested, and the tem- 
perature required to bring the mercury to the end of the 
thermometers ^ was found to be 110° F. (43.3° C.). Tepid 
sponging was ‘started immediately, and the temperature was 
plotted every fifteen minutes. After half an hour the tempera- 
ture was 106° F. (41.1° C.). and after one hour 104.8° F. 
(40.45° C.). Consciousness was regained four hours from the 
onset of the convulsion. The temperature was then 100° F. 
(37.8° C.). / 

Investigations were carried out to exclude intercurrent 
disease. The E.S.R. was 12- mm. in one hour. The urine 
showed a trace of albumin, but no abnormality was found 
in the C.S.F., the differential white cell count, or in the x-ray 
pic’.ure of the chest. 

Progress was uneventful. A low-grade pyrexia persisted, 
but the eczema cleared except for a small patch on the shoulder. 
At the time of writing, eleven months later, the child is still 
attending as an out-patient. His skin remains dry and there 
are a few eczematous patches. 

Comment 

Hyperpyrexia is a possible and dangerous complication 
of infantile eczema in which a large proportion of the body 
surface is involved. In this case the combination of hyper- 
pyrexia, pin-point pupils, convulsions, and unconsciousness 
also raises the possibility of a pontine lesion. Vasomotor 
spasm in. the pons offers a reasonable explanation of the 
transitory nature of the signs. 

Gratitude is expressed to Dr. F. A. Bryning, medical superintendent 
of Hackney Hospital, for permission to publish this case, and to 
Dr. F. L. Lydon, consultant dermatologist, for advice on its 
presentation. , 

E. Maclean Poulton, M.R.C.P., D.P.H., D.C.H., 
Hackney Hospital, London. 
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Fig. I. — Opening of branchial cyst in 
neck. 
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A galaxy of celebrities — thirty-four in all — has contributed 
to Bacterial and Mycotic Infections in Man. edited by 
Dubos, which is perhaps the most important new work of 
its kind for many years and is already to be found in 
many laboratories in the U.S.A. So much has happened 
in bacteriology recently that the revision of older books 
is an unsatisfactory process, and entirely new accounts, 
written by leading authorities from fresh viewpoints, have 
emerged to present their subjects in a new light. The most 
valuable parts of this book are thus the introductory 
chapters ; by Dubos and Pappenheimer on the morphology 
and physiology of bacteria, by McLeod and Pappenheimer 
on'the “ properties of bacteria which enable them to cause 
disease,” and by Francis on the “ response of the host to 
the parasite." Other sections on allergy, immunity, and 
immuno-efaemistry are equally useful There is also a 
chapter on blood groups, but why this should be included 
in a work on microbic infection is not clear. 

The descriptive part of the book consists of twenty-four 
chapters, each describing a genus or group of micro- 
organisms. Other subjects discussed are the normal flora 
of mucous surfaces, sterilization, chemotherapy, epidemio- 
logy, and diagnostic proceedings, the whole being preceded 
by a full account from Murray of the history of the 
subject. 

The pitfalls of multiple authorship have to a great extent 
been avoided. The book is coherent and nearly complete 
and the fullness with which each subject is treated is more 
or less uniform, although some authors, such as Conant, 
writing on mycoses, are lavish with their illustrations while 
others use few or none. Three genera not described are 
Lactobacillus, Pfeifferella, and Fusiformis. Possibly the 
first of these is excluded as non-pathogenic, but glanders 
and melioidosis are surely as important as Bartonella 
infection, and the various Gram-negative anaerobes some- 
times classed as Fusiformis are interesting and frequent 
causes of infection and are rarely described adequately. It 
is perhaps unjust to criticize omissions in such a volume -. 
it is neither a bench book nor a work of reference, hut 
rather an educational book for the advanced student or 
the teacher. No reader will fail to profit from some of its 
stimulating pages. 

The alliterative title of Birkeland’s book Microbiolosy 
and Man suggests a popular work rather than a te.xtbqok. 
That it is intended for the use of students is expressly stated, 
but the nature and object of the course these students may 
be pursuing are not specified. Bacteriology is extensively 
taught in the U.S.A., both as a pure science and in ite 
several applications to industry, and many te.xtbooks in 
use there are intended for non-medical undergraduates and 
are consequently often unsuited to the needs of medical 
schools. Despite its extensive preoccupation with human 
disease, (he proper function of this book seems to be to 


describe pathogenic species and their effects for the benefit 
of students whose mam interests he elsewhere. The descrip- 
tive middle section has a strong clinical bias, surprising 
in the work of a non-medica! author, whose unfamilianty 
with disease as such is occasionalh betraved — of typhoid 
fever he says that "there may be perforations of the 
intestinal tract followed by haemorrhage ' ; of anthrax, “ if 
the abscess is opened and allowed to dram, heahng may be 
fairly prompt” ; and of cerebrospinal ferer, ' epidemics last 
two to three years." The introductory ch iplcrs on bacreriai 
morphology and physiology are good. Ii’-e the concludaa 
ones on food, water, soil, and sewage; that on baclenal 
warfare is, perhaps fortunately, brief jp.a ->j.''-corora;ttal 
Medical bacteriology has developed o;i .'.ih-.a.-ian lines 
and uses methods of cultivation who-.e or-c'.n ' emp^ical 
Only in fairly recent times has the ^,a;^flOrl o' ha-tera 
been thoroughly studied, but there hav now gro’.vn ji a 
branch of the science with an impo^rig bu '-t of fnowiedg-c 
on this subject, using terms whi.n th; o-. r.-; mecica: 
bacteriologist, unle-ss he happens lo be r-, o. s ,n .'.s'.aU> 
well versed in chemistry, may fmj - .v .4 

leading pioneer in this developmer.' 'j r.'- Ltt Mar.o'v 
Stephenson, whose Bacterial Mrij n. . ■ mu-;'- aMchfied 

in its third edition, is a standard vor'-' !' is lnd.^,-^I;■able _ 
to any inquirer in this field, and though conc-i=e oi.nd senpiy 
written is almost encyclopaedic i.i sc-pe— 'he b.bTograpby 
occupies 62 pages. The ume is pern^pj r.ot lar d.s'cnt vvhen 
the practical fruits of these {u'CaTcr‘^1 v •- w.. ”c- 
foundly affect medicine as well c ■ -'fr.-'cs app’ ed 
bacteriology. Their results '• cis*;;.-'.'c’e t 

several directions, notably t'c -ppraa'h '• 

chemotherapy. 

L. P GvPit.aa 
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PR.\(rnCE OF .4N.-VESTHr«llA 

Modern Practice in Anaejtnet s Ec ec ~ f 

Evans. F.F..A. R.CS . D.A. iP;- u. 

London; Buttervvorth and Co .’ey 

Dr. Frankis Evans has succeed £_ 
harnessing talented individuals to p-i .t.-.' 
book. Here and there a tendency not..; 
of the team to steer his own ccur-.e. 
formance loses nothing by this occ-.s'.oncl 
spiritedness. British anaesthetists 
this production by their London coiiei;“- ' e.- ■ 

be prouder still when a few nr.pcr-ecr.ccs ' e c: merr 

minor, are eliminated. If the edito.' rc-r; ^ i= ot .s 

references (to Bier 1 he vvill no doubt c.c'..., ^ - ...s.o^ric,-. 

inaccuracies in the opening paracr.ipa o. ■■ ■■ 
spinal analgesia. Fig. 25 is wrong. .■ uC'-.'C- -n - 

anonymous illustration No 77 is wonn,' ' - " 7 

book in general nor of the excellent section or.^ 
anaesthesia in particular. Tne sugcettion ti._, 
dioxide absorption technique must ne uses, to achie.e con- 
trolled respiration (p. 134. is a harmless inaccurac . but 
the statement on p. 330 that 2 pro-ame is .... st 
is a serious blot. In addition to these tactual erro.s I 
believe the chapter on anaesthesia tor ' 

poor, and I found some of the whiriicig f 
admimble teacher. Dr. Galley, more --chned to confe^ 
than clarify. I must contess to being uMe-ric to 
S chemical formulae, and 1 believe i 

keenin" with the sound common sense o. the _boo.s to del.te 
diose unintelliaible to anyone but a protound organic 
fhemist-altematively. if the full formula of 
chloride must be given on p 81 there is no need to repeat 

it in full on pp. 82 and 212. ^ ^ M.,Ci.vrosH. 
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A TEXTBOOK OF ORTHOPAEDICS 

Essentials of Orthopaedics. By Philip Wiles, M.S., F.R.C.S. 

S . 486 ; 7 coloured plates and 365 text-figures. £2 2s.) 
idon: J. and A. Churchill. 1949. 

Mr. Wiles has tackled the difficult task of telling under- 
graduates, junior residents, and general practitioners what 
is essential in orthopaedics — probably with the knowledge 
that not one of his colleagues in the same field would 
wholly endorse his choice of material. But there can be 
no doubt that, he has been unusually successful and has 
produced a book that will prove popular because it so 
nearly achieves its object. 

The arrangement of the chapters is unconventional. The 
author begins with a superb essay on the difficult and 
neglected subject of postural defects, and passes without 
any loss of continuity to another good chapter on pain in 
the back. This is followed by articles on disorders of the 
spine and the other joints. Here the trouble begins, for a 
regional approach inevitably leads to repetition in descrip- 
tions of conditions that may affect almost any joint, such 
as osteo-arthritis and tuberculosis. Even then the author 
finds it necessary to discuss these diseases in later chapters, 
in which he ties up the loose ends and is again repetitive. 
In writing a book of this kind the dilemma is perhaps 
insoluble, but it is probably best to stick to the old-fashioned 
plan of placing the general chapters before those concerned 
with regional topics. 

The book contains a happy mixture of the author’s own 
views with those of others. Mr. Wiles reveals bamself as 
a good teacher ; he speaks with authority from personal 
experience and at the same time shows his intimate know- 
ledge of all that is significant in the world of orthopaedics. 
It is therefore unfortunate that his book is unadorned with 
detailed references to the many excellent papers from which 
he has chosen so wisely. 

The book is pleasant to read ; the reader finds himself 
carried along by language of engaging simplicity, so much 
so that it seems captious to criticize details. But a few 
examples must be mentioned — neuresthenia, haemophylia, 
aneurism, fusilade, and champfer are indications of lax 
\ proof-reading. Paget’s quiet necrosis is not a synonym for 
osteochondritis dissecans, and the semilunar cartilages can- 
not be described as concentric. Most of the illustrations 
are excellent, though some of the radiographs and a few 
of the other pictures could have been better. The general 
quality of production is a great credit to the publishers. 
The demand for the book is likely to be considerable, 
second edition may soon be called for and the author 
will then have the chance of making his book unquestion- 
ably the best of its kind. If a reviewer may presume to 
give advice in an undertaking that is beyond his own 
capacity, I would suggest attention to the following points : 
rearrangement of the chapters ; elimination of textual 
errors ; verification of some techniques and opinions 
ascribed to other authorities ; more references ; and raising 
all the illustrations to 4he high standard the author has set 
himself. 

H. J. Seddon. 

CARDIAC CATHETERIZATION 

Cardiac Catheterization in Congenital Heart Disease. By 
A. Cournand, M.D., Janet S. Baldwin, M.D., and A. 
Himmelstcin. M.D. (Pp. 108 ; illustrated. S4.00 or £I 2s.) 
New York: The Commonwealth Fund. London: Geoffrey 
Cumberlege. 1949. 

It was a pleasure and a privilege to read this excellent 
atlas illustrating the value of cardiac catheterization in 
congenital heart disease. Part I, which is concerned with 


technique, describes the equipment required, the procedure, 
and the complications. Most of the possible positions of 
the catheter are shown, with graphs recording direct 
measurements of systolic and diastolic pressures within the 
various chambers of the heart. Formulae for working out 
the various . shunts are given. Part II describes in detail 
17 interesting examples of congenital heart disease investi- 
gated by catheterization. 

It is fitting that the first book on the subject should be 
written by Cournand and his colleagues, who have been 
primarily responsible for developing the technique, in the 
United States. The data offered should prove valuable to 
all workers in this field. A minor criticism is the lack 
of adequate electrocardiograms, only standard leads being 
shown. It is hard to believe that the catheter has passed 
through the tricuspid valve and through a ventricular septal 
defect in Fig. 12, the appearances being indistinguishable 
from those seen when the catheter has penetrated an atrial 
septal defect or foramen ovale and mitral valve. Again, 
it is odd that Case 2, said to be an example of idiopathic 
dilatation of the pulmonary artery, should have right 
bundle-branch block. More might have been written about 
the many technical difficulties it is possible to encounter 
during passage of the catheter, and how they may be 
overcome. 

The illustrations are good, the diagrams are exceptionally 
clear, and the text is simple and concise. The authors 
are to be congratulated on an opportune and most helpful 
contribution to cardiology. 

Paul Wood.' 

PRACTICAL PHYSIOLOGY 

Hitman Physiology. By C. G. Douglas, D.M., F.R.S., and 
the late J. G. Priestley, D.M. Third edition. (Pp. 258. 
18s.) Oxford ; At the Clarendon Press. London: Geoffrey 
Cumberlege. 1948. 

The first edition of this book appeared in 1927 ; owing to 
Dr. Priestley’s death in 1941 Professor Douglas alone has 
-been responsible for the present edition. As is well known, 
the work is based on the practical course in human physio- 
logy given in the Final Honour School of Physiology in 
Oxford. The exercises described deal with respiration, 
respiratory exchange and energy production, blood cells, 
plasma constituents, blood gases, certain aspects of the 
circulation, secretion of urine, and the examination of the 
alimentary canal in man. The instructions for carrying out 
the experiments are clear and detailed,, and where necessary 
the calculation of arithmetical results is illustrated by 
examples. The new edition has been subjected to a careful 
revision, based partly on teaching experience and partly on 
the introduction of improved methods of investigation. 
Some interesting new experiments have been added. 

The book is a model of its kind. It fulfils Professor 
Douglas’s hope that “it will encourage the student in careful 
observation and accurate experimental work and afford 
him an introduction to the methods by which our know- 
ledge of human physiology is being steadily increased.” 
In many of the exercises the student is repeating the ' 
classical experiments by which the Oxford School of 
Haldane, Douglas, and Priestley established the fundamental 
facts about the control of many bodily functions in man. • 
The significance of the experiments is discussed at length. 
There is often a danger that a student might regard his 
practical work as a set of complicated parlour tricks which 
he must master to please his teachers and satisfy his 
examiners, but any student working cqnscientiously through 
this book will soon see that he is demonstrating for him- 
self the truth of the principal affirmations made in his 
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te.xtbooks, acd that “ theoretical ” physiology is based on 
observation, experiment, and careful reasoning. Professor 
Pickering recently emphasized in the Journal the central 
place of physiology in the medical curriculum and the 
value of good practical courses on man in teaching the 
scientific method and outlook. Professor Douglas’s book 
has for a generation been a major factor in helping to 
produce men capable of doing sound research ; the new 
edition will be widely welcomed by teachers of physiology 
who have long recognized their indebtedness to this volume 
in planning their practical courses for medical and science 
students. 

■ Samson Wright. 

A FRENCH MONOGRAPH 

Physiologic du Sysleme Nerveux Central. By G. Morin, 

Professeur de Physiologie k la Faculte de Medecine d’Aix- 

MarseiHe. (Pp. 270 ; 69 figures. 950 francs.) Paris: 

Masson. 

This litrie book on the physiology of the central nervous 
system is attractive and useful. The subject has been treated 
in a novel manner which represents a physiological stand- 
point. The work starts with a consideration of the spinal 
roots and an outline of the autonomic system. The spinal 
cord is discussed as an organ of conduction and as a reflex 
centre : in the latter section the Sherringtonian principles 
of reflex action are introduced. The next chapters deal 
with muscular tonus and equilibration, the cerebellum, the 
cerebral cortex, the thalamus, the hypothalamus and the 
basal ganglia. 

The diagrams are clear and the subject matter is up-to- 
date and logical. Such topics as the suppressor strips, the 
extrapyramidal tracts, and electroencephalography are 
described in reasonable proportion to the older matter. The 
author is non-committal regarding the location of the 
cortical area for taste, but inclines to the recent view that 
it is situated in the somatic face area; Two minor misprints 
may be pointed out : in Fig. 11 (p. 27) the indications of 
the crossed and direct pyramidal tracts have been trans- 
posed, and on p. 226 the words “ shame rage ” are given 
for “ sham rage,” possibly on account of the statement that 
this is " tantot de type sexuel.” 

C. Lovatt Evans. 


Dr. Thomas Bedford’s Basic Principles of Ventilation and Heating 
(pp. 401 ; 123 illustrations; 25s.: London: H. K, Lewis, 1948) is to 
a considerable extent based on the investigations made during the 
last thirty years by the author and his colleagues on behalf of the 
Industrial Health Research Board. Two of the earlier chapters 
describe the methods and apparatus used for measuring thermal 
environment. The chapter on warmth and comfort describes the 
opinions of 2,000 industrial workers employed under different 
a raospheric conditions, and the sections on ventilation describe in 
detail the measurement of natural air flow in dwellings and factories. 
There are several chapters describing the methods employed for 
wanning houses and factories, and an excellent article on work at 
hi^ temperatures. The book is well illustrated and has a good 
bibliography and index. 

In Sex in Social life (edited by Sybil Neville-Rolfe, O.B£. ; fore- 
word by Sir Cyril Norwood; pp. 506; illustrated; £1 Is.; London: 
George AHen and Unwin, 1949), Drs. Wpddington and Marshall 
have contributed chapters on the biology of sex and the physiology 
of reproduction. Professor A. E. Heath writes on ^xbology and 
se.x, and Dr. Forbes on sex and the faiiuly in primitive society. 
These four provide an admirable scientific introducuon. The socio- 
locists who follow are on less established ground, and much of what 
(hev write is open to legitimate critidsm. The reader will find 
sensible discussions on topics including sex education, family 
planning, sex in middle age, and prostitution. This book contains 
wisdom and practical guidance for dealing with many of the sexual 
problems in the life of the community. 


BOOKS RECETVTD 

[Review is not precluded by notice here of books recently received^ 

An Epitome of the Laboratory Diagnosis and Treatment of 
Tropical Diseases. By H. M, SheUey. MJl.CP.. D.TMJcH. 
2nd ed. (Pp. 147. lOs. 6d.) London : Staples Press. 1949. 

The Group Approach to Leadership-Testing. By H. Harris, 
MJ3. Foreword by General Sir Ronald Adam, Bt., G.C.B., D.S.O. 
(Pp. 288. 21s.) London: Routjedge and Kegan PauL 1949. 

.A Textbook of Bacteriolo^gy. By R. 'SV Fairbroiher, M.D., 

F. R.CJ*. 6tfa (Pp. 484. 20s.) London: William Heinemann. 

1949. , 

Diets for Sick Childretu (Pp. 14. Is.) London: TLe Hospital 
for Siii Children. 1949. 

Practical Anatomy. By W. E. Lc Gros C2ark, F-K.-C.S., F-R.S. 
2nd ed.) (Pp. 493. 30s.) London: Edward Arnold. 1949. 

Tuberculosis Nursing. By J. G. Eyre, SJ<.N (Pp 291. 2Is,) 
London; H. K. Lewis. 1949, 

Short ^fanual of Regional Anatomy. By J. A. Keen, FJ^..C.S. 
Ind ed. (Pp. 164. 10s. 6d-) London: Longmans, Green. 1949. 

Pitness for Games. By F. A. Homibrcok. (Pp. 39. 2s. 6d.) 

London: Researdi Books. 1949. 

Bacteriology and Pathology for Nnnes. Ey E. 1. Clark, M.B., 
B.S. 2nd ed. (Pp. 320. ISs.) London; Faber. 1949. 

A Life oj John Keats. By D. Hewlett 2nd ed. ff*p, 403. 
25s.) London : Hurst and Blackett. 1949. 

The Essentials of Chiropody. By C. A. Pratl. 2nd cd- 
(Pp. 177. lOs. 6d.) London: H. K. Lewis. 1949. 

Dental Practice Matiagenienf. By S. L. Drummond-Jacksoa. 
2nd^ ed. (Pp. 370. 30s.) London : Staples Press. 1949. 

Gray*s Anatomy. Edited by T. B. Johnston, C.B£., M.D., and 3. 
WhiUis, MJD., M.S. 30th ed. (Pp. 1,533. 84s.) London, New 
York, and Toronto : Longmans, Green. 1949. 

Medical Clinics on Bone Diseases — A Text and Atlas. 
By 1. Snapper, M J>. 2nd ed, (Pp. 303. 1205.) London and New 
York: Iniersdence Publishers. 1949. 

- Allergic 48 . By E. Bernard, P, Blamoutier, and others. (Pp. 192, 
No price.) I^aris: L’Expansion Scientifique Franfaise. 1949. 

Notions Pratiques d’Electrocardiographie. By P. Bardin and 

G. Mayonade. Preface by E. Donzelot. (Pp. 1S9. No price.) 
Paris: L’Expansion Sdentifique Franjaise. 1949. 

Precis de Physiologie Pathologiqtie Appliquee. Published under 
the direction of L. Heilmeycr. Stb ed. (^.573. No price.) Paris: 
Vigot. 1949. 

La hSaladie de BomUaud. By H. Greaet. (Pp. 176. No price.) 
Paris: Vigot. 1949. 

La Potiction-Biopsie du Eoie. By P- CaraL (Pp. 106. No 
price.) Paris; Vigot. 1949. 

Les Entretiens de Bichat, ^949‘ Chhrurgie—Specialites. Under 
the direction of surgeons and specialists of Bichat Hospital. (Pp. 436- 
No price.) Paris: L’Expansion Sdentifique Fran^aise. 1949. 

Les Entretiens de Bichat, 1949 - Slidecine. Under ^e dhec- 
tion of G. Laroche and L. Jusnn-Besanjoo- (Pp. 412. No price.) 
Paris: LExpansion Sdentifique Franjaise. 1949. 

Die kunstliche Radioaklivitdt in Biologic und Medigiru By 
T. Beniet, (Pp. 83. 9s.) Vienna: Springer. 1949. 

Die Therapie an den Berliner Universitdts-KIiniken. Edited 
by J. Bmgsch. (Pp. 664. M. 24.) Berlin: Urban and Schwaizenberg. 
1949. 

Psychiatrie. By K- KoIIe. (Pp- 443- hL 18.) Berlin; Urban and 
Schwantenberg. 1949. 
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ALCOHOL AND CIRRHOSIS OF THE LIVER 

The theory, first suggested in this country by Addison' 
in 1836, that hepatic cirrhosis and alcoholism are aetio- 
logically associated has for over one hundred years 
defied all attempts at proof or complete refutation. 
That alcohol is not the sole cause of cirrhosis was 
readily established by the occurrence of the condition 
in life-time teetotallers and in peoples and races who 
abstain from ..alcohol on religious or other grounds. 
Nevertheless many studies in Europe and America have 
pointed to an undoubted relationship between alco- 
holism and cirrhosis. Some animal experiments in the 
past have failed to reveal any unequivocal toxic effect 
of alcohol on the liver, though Opie’s experiments indi- 
cated that the effect of combining bacterial infection 
with toxic agents was greatly to enhance toxicity. In 
the majority of experiments in which alcohol appeared 
to have a hepatotoxic action the result was not necrosis 
or fibrosis but only a fatty infiltration. In human cases, 
too, acute alcoholism was recognized as a cause of 
severe fatty infiltration, and as long ago as 1870 Trous- 
seau^ drew attention to fatty infiltration as a precursor of 
Laennec’s cirrhosis and as a frequent finding in the early 
stages of cirrhosis itself. It is only in the last few years, 
however, that the rignificance of fatty inffltration in the 
genesis of cirrhosis has been appreciated. Moreover, 
although in well-nourished animals the liver fat can 
be increased by administering a variety of toxic sub- 
stances, the degree of infiltration, with the exception 
of that caused by phosphorus, is, comparatively slight 
and can rarely be made to exceed 15% of the wet 
u cight.\ On the other hand, ' fatty infiltration causing 
gains in weight approaching 50% of the wet weight 
can be readily induced in animals by maintaining them 
on suitable diets. 

The relation of diet to the fat content of the liver 
has been closely studied by Best and his collaborators^ 

I Guy's Hasp. JSc"p.,.lS36, 1, 476. 

^ Lectures in Ciinical Meiiicinc, 1 870, New Sydenham Society, London. 

4 Vitamins and Uorrnonis, 1943, 1, 1. 

Amer. J. Path.. 193S. 14, 347. 

4 J. exp. Med.. 1943, 75, 355. 

>* CUn. Sci., 1944, 5, 93. 

5 Brit. J. exp. Path., 1948, 29, 1'. 

^^tsXaXo'x.J.C., Spec. Rep. See. med. Res. Coun., No. 263, 1948, H.M,S.O., 
Loadoa. 


in Toronto and Channon in Liverpool. As a result 
of their work and that of others it became possible to 
classify dietary factors into lipotropic and alipotropic, 
the latter enhancing the deposition of fat in the liver 
and the former preventing it or facilitating its removal 
when present. Most important of the lipotropic agents 
•is choline, the trimethyihydroxy derivative of ethanol- 
amine. Methionine, one of the “ essential ” amino- 
acids, is also actively lipotropic by virtue of possessing . 
a labile methyl group which can be utilized in the body 
for the synthesis of choline. The activity of choline 
is apparently due to its being required for the synthesis 
of the phospholipid lecithin, of which it is a part. Of 
the alipotropic agents cystine is the best known ; it 
owes its activity, at least in part, to its stimulatmg effect 
on the growth of animals on low-protein diets. Both 
carbohydrate and fat are also alipotropic in that the 
greater the intake of these substances the more lipo- 


tropic factors are required to prevent an increase in 
the liver fat. 

Connor,' who also drew attention once again to the 
stage of fatty infiltration in acute alcoholism, was the 
first to attribute aetiological importance to the fat in 
the subsequent development of fibrosis, his contention 
being that the distension of the liver cells caused inter- 
ference with their blood supply and nutrition, with con- 
sequent injury and fibrosis. That fatty infiltration quite 
apart from alcoholism may lead to fibrosis, a necessary 
corollary of Connor’s theory, was soon demonstrated, 
first in dogs submitted to pancreatectomy and main- 
tained on insulin and later in otherwise normal dogs 
with livers made fatty by high fat diets. MeanwhiL 
the 'discovery by Gydrgi and GoldblatE that extensi'/ 
necrosis of liver tissue could be a consequence of nut* 
tional defects had tended to obscure the precise relatiifc 
ship between fatty infiltration and hepatic cirrhuhe 
This became clarified, however, when Hirasworth put 
Glynn® were able to show that nutritional deficiefiy 
could cause two quite distinct hepatic lesions in 
— namely, massive necrosis and its sequel, posfinecro^ 
scarring with nodular hyperplasia, resulting from thi<\ 
amino-acid deficiency ; and fatty infiltration with in 
sequel — diffuse fibrosis (Laennec’s cirrhosis) resulting 
from deficiency of lipotropic factors. 

Animal experiments had therefore indicated that 
fatty infiltration was a stage in the development of cir- 
rhosis, and that both alcoholism and nutritional defi- 
ciency caused fatty infiltration and were both to that 
extent' cirrhogenic. ' The problem that remained to be 
answered was whether the fatty infiltration dire to alco- 
holism was a result, of a direct toxic action or merely 
the result of an associated nutritional deficiency which 
itself was the consequence of loss of appetite, gastritis, 
and poverty — common accompaniments of alcoholism. 
That the latter is the case is now shown by Best and 
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his colleagues, who describe the results of their experi- 
ments in the opening pages of this issue. Rats were 
maintained on a synthetic diet “ as nearly adequate as 
possible with respect to all dietary components except 
the lipotropic factors.” The latter were restricted to 
jii extent which allowed the fat content of the liver to 
roc on axerage to 10%. Feeding alcohol to rats main- 
: .lined on such a diet caused a reduction in appetite 
lid hence a fall in calorie intake ; this was partly com- 
pensated for by the calorie value of the alcohol itself. 
The average fat content in the livers of these animals 
rrse to 20 and in half of the animals fibrosis indica- 
n .s of commencing cirrhosis was apparent In “pair- 
i.J" animals whose diets provided no additional 
.’.ilones comparable to those obtained from the alco- 
hol no increase in fat or fibrous tissue was observed. 
When, however, the additional calories provided in the 
experimental group by the alcohol were provided in 
the control group by a supplement of sucrose, the 
.esults in the tw'o groups were indistinguishable. More- 
L \er in both groups the lesions were entirely prevented 
by increasing the intake of lipotropic agents either as 
choline, methionine, or casein. Thus so far as the liver 
concerned alcohol is no more towc than sugar, the 
deleterious effect of both resulting from an increased 
need for lipotropic agents in the diet. This well- 
conceived experiment thus answers the old question. 
Is alcohol toxic to the liver ? The answer is. No ; but 
a qualified affirmative could be given if it is explained 
that alcohol is only as toxic as a quantity of cane sugar 
of the same calorie value. 

' The implications of this not unexpected answer are 
^iportant. It is imperative to ascertain whether the 
is typical of mammals in general in the response of 
'i\ er to alcohol and whether human beings behave in 
imUar fashion. It is also important to determine 
much fat the liver can tolerate and for -how long 
?core fibrosis supervenes. Glynn, Himsworth, and 
^ndan' have recently shown that the critical stage is 
dmched when the fat in the liver amounts to 15% ; 
'oove this the rate at which fibroiis appears is propor- 
.lonal to the fat content If the human liver behaves 
like that of the rat — and the indications are that it 
does* — the supplementation of all alcoholic liquors with 
a hpotropic agent such as choline should prevent that 
fatty infiltration which is apparently the indispensable 
precursor of so-cahed alcoholic cirrhosis. As Best sug- 
gests, this raises “ scientific, moral, financial, and gusta- 
tory problems.” Nevertheless the incidence of alco- 
holism in the United States may well warrant such an 
experiment there. In this country, at least for some 
years to come, our livers are more likely to suffer from 
primary dietetic deficiency of lipotropic agents than 
from deficiency due to an excess of saccharine or 
spirituous liquors. 


GENERAL PRACnXIONERS AND 
HOSPIT.ALS 

State schemes are often justified by their supporters on 
the grounds that they co-ordinate services and thereby 
make them more efficient, yet in this respect the Health 
Service has failed, creating divisions where none existed 
before. The Minister of Health has recently shown that 
he is aware of the unfortunate inclination of some 
regional boards to expand the hospital service at the 
expense of the general practitioner service by excluding 
general practitioners from hospitals at which they 
treated their patients and staffing these hospitals with 
whole-time specialists. He has made it plain in a 
recent circular' that regional boards are not to dis- 
possess general practitioners, and their patients, of “ cot- 
tage ” hospitals, to which, in the words of the circular, 
“ general practitioners of the neighbourhood can admit 
patients who require treatment within the scope of a 
general practitioner but who, for various good reasons, 
cannot be treated at home.” There is probably a good 
case for expanding the consultant services ; there is none 
for impeding the general practitioner from ready access 
to hospital work. At the Annual Representative Meet- 
ing this year representatives drew attention to the prob- 
lem and protested' against the steady exclusion of 
general practitioners from work in hospitals, and the 
Conference of Local Medical Committees, as we repon 
in the Supplement this week, returned to the subject on 
October 27. 

While regarding as sound the Minister’s advice on 
the importance of maintaining cottage hospitals, the 
Conference agreed that Iccal medical committees must 
watch vigilantly to ensure that his intentions are carried 
ouL The powers delegated to regional boards ’give 
them an independence, an ability to respond to local 
needs, which is essential if the day-to-day administra- 
tion of the Service is not to become a crossword puzzle 
to be solved in Whitehall. But the Minister is ulti- 
mately responsible for their activities ; indeed, under 
Section 6 (4) of the Act he is bound in using hospitals 
transferred to him by the Act ” so far as practicable ” 
to “secure that the objects for which they were used 
immediately before the appointed day are not prejudiced 
by the transfer.” If evidence is brought to his notice 
that a regional board proposes to deprive general practi- 
tioners of access to a cottage hospital he will no doubt 
see that his policy is enforced. 

Many speakers at the recent assembly of the WMA 
commented on the diminishing status of the general 
practitioner. Yet, as Dr. Fishbein pointed out, advances 
in therapeutics have greatly extended the general prac- 
titioner’s opportunities to treat patients at home or in 

• 1 BHiish Sltdiccl Jourr^l S-ippUment, October 15, p, 163- 

' s Ibid-, July 2, p, I. 
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a cottage hospital. Refinement of therapy has brought 
new problems in diagnosis, and special tests that can 
be carried out only in a hospital or laboratory are often 
necessary to solve them. If the general practitioner is 
to 'mak§ full use of modem drugs he must have access 
to the departments, particularly pathology and j:-ray 
departments, wherp these investigations can be carried 
out. There are many occasions when reference to a 
consultant is unnecessary and time-wasting. Provided 
the facilities exist they should be available equally 
to consultants and general practitioners, and direct access 
is being. granted to an increasing number of pathology 
departments. Consultants would probably welcome such 
an arrangement, for it should leave them free to play 
their proper part — that is, as consultants on difficult cases 
— and relieve them of work for which their special know- 
ledge is not required. 

If the great majority of labours are to be conducted 
by general practitioners and midwives, as they should 
be, hospital beds must be available to which women 
can be admitted and there delivered by the general 
practitioners themselves. This is more necessary now 
that many women are confined .at hospital merely for 
•social or economic reasons. In some places regional 
boards are said to have taken over a small hospital 
at which general practitioners formerly delivered their 
own patients, staffed it with whole-time obstetricians, 
and denied the general practitioners entry. Such frag- 
mentation of the Health Service is to be deplored, for 
not only is it upsetting to the patient but it removes 
from the practitioner’s care cases well \vithin his ability. 

With the knowledge that most medical students will 
become general practitioners the schools train them in 
clinical medicine, and it is a reasonable assumption that 
a general practitioner ought to be first and foremost a 
good clinician. When he finds that the trend in general 
practice is to impede him from exercising his clinical 
abilities the doctor is apt to be disconcerted, on com- 
plaining of this, to be told that general practice offers 
unrivalled opportunities for the prevention of neurosis 
or the practice of social medicine. Yet If general prac- 
titioners are to remain clinicians they must be closely 
linked wth hospitals, enjoy ready access to their depart- 
ments. and communication with their staff. There must 
be opportunity for the keen man to have charge of 
hospital beds as well as home beds, and he should be 
welcomed as a colleague who can supply useful infor- 
mation at the out-patient or x-ray department rather 
than looked at askance as an intruder. The Associa- 
tion has two committees studying the problem — one on 
general-practitioner specialists and the other on general 
practitioners as such in charge of hospital beds. They 
will have an important contribution to make to the 
smooth running of the Health Service and the mainten- 


ance of general practice as an interesting and honoured 
branch of medicine. Meanwhile it is up to general 
practitioners and their local representatives to» ensure 
that the ground is not cut away from them by regional 
hospital boards in opposition to the Minister’s intentions. 


REHABILITATION OF THE TUBERCULOUS 

During the war the prevention and limitation of illness 
and disability were matters of urgent national import- 
ance. Two ministries were active in helping persons 
out of work through physical disablement — the Ministry 
of Health, responsible through the hospitals for medical 
treatment and medical rehabilitation ; and the Ministry 
of Labour, responsible for resettlement in suitable work 
and for vocational guidance and training. Rehabilita- 
tion and resettlement of the tuberculous should be an 
important part of the national effort to prevent the spread 
of tuberculosis and to help individuals to make a more 
lasting recovery as well as some contribution to produc- 
tion. But three factors at the present time hinder pro- 
gress. The morbidity rate in England and Wales is slightly 
on the increase, and more so in Scotland, though indeed 
mass -v-ray surveys and other improvements in diagnosis 
and case-finding may be partly responsible for this ; hos- 
pital, and sanatorium beds are far short of the number 
required for institutional treatment, which for most 
patients is the necessary first stage of rehalsilitation ; and 
there are too few houses available for tuberculous 
families. In spite, therefore, of the declared aim of the 
National Health Service Act to improve the speed at 
which patients are brought back to health and thereafter 
to work and of the opportunities provided by the Dis- 
abled Persons (Employment) Act, 1944, the number of 
tuberculous persons needing treatment and rehabilitation 
(believed to be some 30,000) tends to grow larger year 
by year. Elsewhere in this issue Dr. Frederick Heaf, 
writing from first-hand experience, discusses this problem 
and bringS’Out four points of primary importance. First, 
it is impossible to be sure that a tuberculous person has 
completely recovered from his disability ; secondly, there 
are no means of assessing a tuberculous person’s capacity 
for work except by trial and error ; thirdly, when the 
disease is active it is usually infective ; and fourthly, the 
problems of financing rehabilitation and resettlement 
.have not been effectively solved. 

Patients notified as suffering from pulmonary tuber- 
culosis fall into two groups; those who remain under 
observation for active disease, and those who are 
eventually classed as “ recovered ” — i.e., the disease has 
remained “quiescent” for two years and “arrested” 
for a further three years. An investigation in Lancashire* 

1 Pretention and Treatment of Tuberculosis in the Administrative County of 
ZMneaster, 1945, T. Snapa & Co., Preston. 

2 Tubercle, 1949, 30. 74. 

2 Lancer, 1949, J. 565. 
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showed that out of all the patients diagnosed during any 
one year as suffering from pulmonary tuberculosis — with 
sputum positive, negative, or absent — ^70% receive insti- 
tutional treatment, and some 60% wiU have died from 
tuberculosis during the following five years. Disquiet- 
ing facts have also come to light about the patients 
classed as “ recovered.” TattersaU" found from a five- 
year follow-up of sputum-positive recovered cases that 
10 ; of the patients deteriorated after an average period 
of six years as “ recovered.” It is such facts that have 
in.ide many appreciate the advantages of the village settle- 
ment. with its post-sanatorium medical supervision and 
fa\ ourahle living and working conditions. But only a 
\ery small number of places are available, and unfor- 
tunately there are many who cannot or who will not be 
.ninu'ted to these institutions. - Perhaps in the future 
the rest. nourishmenL regulated life, and medical super- 
vision which these individuals require may be provided 
h\ the night sanatorium, with its 30-50 tuberculous 
r arsons fit for some industrial employment in special 
■ R employ” factories of the Disabled Persons Employ- 
■I'ept Corporation. In the assessment of a tuberculous 
p;i son's capacity for work Grenville-Mathers^ has 
recently devised a modification of the method which 
Briecer developed at Papworth. He uses a simple 
ohvsical-efficiency index, but points out that it is mainly 
a cuide for the non-medical officers of the Ministry of 
Labour. In fact he agrees with Heaf that “ fitness for 
aav occupation cannot be defined by physiological 
measurements alone.” 

The danger of infection from patients with active 
disease is of great consequence in industry. Heaf sug- 
gests that inherent resistance is the most important 
factor and that “after the primary infection has been 
overcome only large and repeated exogenous infections 
sre of any danger.” This, if true, has very important 
implications. It means that the tuberculous and non- 
tuberculous can be employed together — as is done 
successfully in some village settlements — provided the 
non-tuberculous have overcome their primary infection, 
are adequately nourished, and work under good hygienic 
c vnditions. But the difficulty of applying such conclu- 
sions. even if correct, is obvious. There is a great and 
increasing fear of tuberculosis among the general public, 
due on the one hand to propaganda about infection and 
on the other to the serious nature of the disease. Even 
if it is inherent resistance and not exogenous infection 
that matters after the primary infection has been over- 
come. fear of infection will long remain. The public 
sliould now be given information based on the most 
recent knowledge about the pathogenesis of the disease. 
According to Heaf the greatest difficulty of all in rehabili- 
tation and resettlement is that of finance. No advances 
can be made if the mberculous are employed without 


regard to their living conditions, but the maintenance of 
a high standard of hving is e.xpensive. Financial assist- 
ance is available, but the methods of obtaining it are 
confusing, for it is of one kind when the tuberculous 
person is a patient and another when he is being trained 
and prepared for re-employmenL Only a few of the 
larger local authorities have so far accepted liability 
to maintain persons undergoing rehabilitation at indus- 
trial settlements as part of their obligations under 
Section 28 (2) of the National Health Service Act Local 
authorities have here an opportunity to give a lead to 
the rest of the country, and it is to be hoped that they 
will not only be generous in giving financial help but 
will take active steps in other directions, such as by 
providing houses, to refit the tuberculous patient for life 
in the community. 


BURNS ANT) BONFIRES 

Each year the season^of bonfires and fireworks brings to 
surgeries and hospitals patients with bums of all degrees 
and severities. Most of these accidents could be prevented 
if common-sense precautions were taken, but, however un- 
necessary the injuries may be, the doctor is presented with 
the problem of treating them. The three principles of the 
modem treatment of bums are fluid replacement, the pre- 
vention of sepsis, and skin grafting if the injury extends 
through the full thickness of the skin. Intravenous plasma 
or its. equivalent is usually required fo'r patients with bums 
of 15% or more of the body surface. The amount to be 
given varies with the individual case and should be regu- 
lated in the light of repealed haematocrit or haemoglobin 
readings.^ • The fresh bum is usually free from patho- 
genic infection ; it is also an excellent culture medium, 
so that great care has to be taken to prevent access of 
organisms. ^The best first-aid treatment is therefore to 
apply a sterile or freshly laundered cloth. At the surgery 
full sterile precautions should be the rule, and operating 
theatre standards are required -in hospital. Large burns 
are particularly vulnerable to air-borne infection, and there- 
fore to give the patient the best chance dressings should be 
done in virtually bacteria-free air such as can be provided 
by air-conditioning. A good local application should be 
soothing and assist in the prevention and control of infec- 
tion : a cream of penicillin in a “ lanette wax ” base, as 
recommended by Colebrook,^ fulfils these requirements. 
It can be covered with gauze, outside which a libera! 
layer of cotton-wool provides a bacterial filter, equalizes 
pressure, and protects from further trauma. The pressure 
is best applied over the wool with crepe bandages, and 
the whole dressing should extend well above and below' the 
injury. ' Such a dressing can usually remain in place up 
to 10 days. Should it become soaked with e.xudate it will 
cease to be an effective barrier against infection, and the 
dressing must be renewed.^ Within seven to fourteen days 

1 OzbsoD, T., and Brown, A., Sp^c. Rep, Ser. med. Res. LerJL.. 1944 

No. 249. London: H.M.S.O. 

*Cope,0., and Moore, F. D.. Ann, Sure,, 1947, 128, 1010. 

* Colebrook, L., Duncan, J. M., Ross, W. P. D., Lnnjett, 1948, 1, S93. 

* Hood, A. hU ibid., 194S. 2. 6S2. 

* Cope, O.. et cJ„ Ann. Sur?., 1947. 125, I. 

* Lancet, 1949,2, ISl. 
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superficial burns will be healed, and those a little deeper 
but with surviving epidermal cells will show islets of new 
epithelium. Burns extending through the full thickness 
of the skin, on the .other hand, will never heal satisfactorily 
from below, and oi\ce diagnosed should be grafted as soon 
as possible.^ Split skin grafts suffice' for most burns 
treated early, and late secondary repair should be required 
only exceptionally. 

The burns which occur on Guy Fawkes night are notable 
because they should be easily avoided, but study of the 
far more numerous everyday burns and scalds discloses 
the same story. In their recent analysis of 1,000 consecu- 
tive admissions to hospital for the treatment of burns 
the Colebrooks® point out that most of these injuries were 
preventable, and that in particular more attention should 
be paid to the disastrous results of clothes catching fire. 
The medical profession, 'since it is aware of these facts, has 
a responsibility to. make them known and so to prevent 
these injuries occurring. 


EARLY DETECTION OF CANCER 
The only hope at present of improving results in the treat- 
ment of malignant disease lies in earlier diagnosis. The 
problem is a difficult one, being largely a matter of edu- 
cating the public to report the early symptoms. In order 
to make it easier for patients some hospitals have estab- 
lished cancer diagnosis clinics during the past few years, 
and in fact over five hundred such clinics already exist in 
the U.S.A. Haagenson^ has recently pointed out that wh'at 
the patient needs i^ more courage and less fear ; he makes 
the important observation that the propagation of infor- 
mation by cancer societies tends to alarm the patient so 
much that he is afraid to seek advice. 

There is as yet no simple test for establishing the pres- 
ence of a malignant tumour, and radiological and histo- 
logical methods must suffice in the majority of cases. 
Haagenson reviews the diagnostic problem for each of the 
most common types of cancer. His general conclusion is 
that cancer can be divided into two classes: accessible and 
inaccessible. Accessible ’neoplasms include those of the 
breast, cervix uteri, skin, prostate, rectum, lip, and mouth, 
while neoplasms of the stomach, colon, lung, pancreas, and 
ovary are in the inaccessible group. The importance of 
this differentiation, in Haagenson’s view, is that any trained 
physician should be able to make the diagnosis in the first 
or accessible group with no more equipment than would 
be expected in the general practitioner’s consulting-room. 
Diagnosis of the inaccessible types is a different^ matter, 
since elaborate apparatus and complex procedures may 
be required. This differentiation into accessible and 
inaccessible types is further considered in relation to, the 
question of establishing universally available cancer detec- 
tion clinics. Reports from existing American clinics do 
not indicate that they have had great'success in the detec- 
tion of the inaccessible types of cancer ; this is partly 
because routine .r-ray examinations, such as would be 
necessary for the early diagnosis of cancer of the stomach 
and colon, are too expensive to be practicable. Haagen- 
son’s conclusion is that responsibility for the early diag- 
nosis of all disease, including cancer, must remain with 


the general practitioner, and that it is he who must put 
the patient on to the right road for investigation and treat- 
ment. Haagenson is against the formation of special cancer 
detection clinics ; in his opinion the important thing is to 
concentrate on improving postgraduate education in the 
latest methods of diagnosis of cancer. 

There are many who will not agree with Haagenson’s 
views. Although the general practitioner is not likely to 
miss the most obvious of the accessible cancers, those of 
the female genital tract present a separate problem. 
Specialized gynaecological knowledge is needed for their 
early diagnosis, and certain of the recent diagnostic 
methods, such as the vaginal smear, require great experi- 
ence of a difficult technique. Maliphant has discussed the 
incidence of cancer of the cervix in a paper published 
recently in this Journal (June 4, p. 978), and in his opinion 
the routine examination of the apparently healthy is the 
only method by which' cases of the disease could be dis- 
covered at a very early stage. But according to his estimate 
only one cervical cancer would be found annually in every 
1,500 women examined, even if these came only from the 
more vulnerable section of the community — parous women 
aged 35-64. MacFarlane, Sturgis, and Fetterman- .have 
reported the results they obtained over a 10-year period in 
a clinic designed to provide regular pelvic examination of 
presumably well women with a view to detecting cancer 
of the uterus. In this period eight cases of pelvic cancer, 
four of them growths of the cervix, were discovered >and 
treated. A large number of benign pelvic lesions were 
diagnosed, many of them being inflammatory lesions of 
the cervix, the treatment of which, the authors believe, 
-may be of great importance in preventing the subsequent 
development of cancer. They conclude that the greatest 
value of this work has been educational, in that a thousand 
women and their relatives and friends have, been taught 
the value of periodic pelvic examination, and they suggest 
that every woman over the age of 30 who has borne a child 
should be examined once or twice a year if inflammatory 
lesions of the cervix are present. 


POISONING BY FERROUS SULPHATE 
The corrosive action of ferrous sulphate is largely 
dependent on its acidity. This may be countered by 
mixing with alkali in the proportion to form ferrous car- 
bonate, or mineral acid may be avoided by the use of 
ferrous ammonium citrate. However, the absorption of 
iron from these two preparations leaves something to be 
desired, and it is a common practice at present to give.irdn 
as ferrous sulphate mixed with a small proportion of 
copper sulphate and manganous sulphate : the pill is coated 
with sugar and dyed green. This pill, which commonly 
contains ferrous sulphate gr. 3 (200 mg.), copper sulphate 
gr. 1/25 (2.5 mg.), manganese sulphate gr. 1/25, is widely 
used and causes no ill-effects in the majority of adults. It 
is not surprising, however, that young children should be 
attracted by such pills and take them in quantity when they 
have the opportunity. In this issue Dr. J. H. Prain (p. 1019) 
describes yet another case of fatal poisoning by these 
iron pills and refers to previous publications in this Journal 
by Thomson^ and Forbes.- 


1 null. N.Y. Acad. Med., 1943, 24, 651. 

2 /. Anier, med, Ass.^ 1948» 133, 943. 


1 British ^^cdical Journal, 1947, 1, 640. 

2 Ibid, 1947. t, 367. 

3 Ibid., 1947, 2. 201. 
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Fi\e cj'-es of poisoning have so far been recorded ; in 
■-= only one of these, that of a boy .of 2 years who retained 
eight tdhicts, was there recovery. All these cases occurred 
in Scoiland and the northern half of England, and it is 
hkeh iiiat there have been other cases in this country 
«hivh n.tse not been reported. In the fatal cases the 
number of tablets taken was about thirty, and the ages of 
P the children langed from 11 months to 3 years and 3 
-• mo ns Corrosive action on the stomach was observed 
-'3 in . I the cases, the duodenum and small intestine being 
.3 Ic'' a tected Prain found definite necrosis and fatty 
:t ch„: jcs in the liver in his case and suggests that absorption 
z: of ,i,? iron may have taken place largely through the 
.n d.ii'i.ged stomach wall. Forbes demonstrated on animals 
c tha- the iomc agent is ferrous sulphate and that the copper 
•ji su p'late IS present in too small a proportion to have 
.vr; .c . b'e toxic effect Somers’ has demonstrated that 
the ..sidiiy of the ferrous sulphate is important, and he 
' v ,'d tti.at Biaud's pill was far less to.\ic in rabbits than 
n. same dose of iron as ferrous sulphate. Both Prain 
r; ira Fo-bes quite rightly suggest that more care should be 
;i i.ikc'i in warning the patient that this preparation is 
:3 d.-,r;?rous to young children. Possibly accidents might 
■j r? p'cvented if the pills were made in a form less attractive 
; \> r; eye, but a child who will suck matches headed with 
;i e phosphorus would scarcely be deterred from taking 
■j nils because they did not look attractive or taste 
at first. 


THE PRE-ERYTHROCVnC STAGES OF 
PLASMODIUM FiU.CIP.VRUM 


; , -erythrocytic cycles have for some time been recognized 

3 .1 'Cv.,-ring in the various species of plasmodia infecting 
s lids In 1948 Shortt and Gamham’ showed conclusively 
d . .> pre-erythrocytic cycle existed also in the case of the 
( ey malaria parasite Plasmodium cynomalgi, which 

t 'O' -nbles very closely the human parasite of benign tertian 
d n-.vljria P. vna.x. Shortly afterwards, in a paper which 
, ppeared in this Journal, Shortt, Garnham, Covell, and 
Xante- demonstrated the pre-erythrocytic stage of P, viva.x 
m the liver of a human volunteer. In a third paper Shorn 
■ 11 a Garnham’ described further experiments with monkey 
, i.ina and gave their reasons for the assumption that 
t ..'.•Cl establishment of the blood infection the exo-erythro- 
. cvtie cvcle is responsible for the production of relapses. 
'j Ti e persistence of these e.xo-erythrocytic forms in the 
'. h r.i m liver is presumably the cause of the relapses which 
" .ic^iir in P. vivax infections. P. falciparum, the causal 
/ .aec 'it oi malignant tertian malaria in man, differs in certaim 
■■ ways f'^om P. vivax, and there is no known monkey plas- 
' niodiuni which can be used as a working model. For this 
^ reason .m experiment in man was absolutely essential if the 
' pre-eryihrocytic cycle of P. falciparum was to be demon- 
strated In the preliminary communication which we pub- 
" lish on page 1006 Colonel H. E. Shortt, Professor N. 
i H.imilton Fairley, Sir Gordon Coveil, Mr. P. G. Shute, and 
’ Dr P. C. C. Garnham have clearly demonstrated with the 
^ .vid of a human volunteer, to whom they pay just tribute, 
i the existence of a pre-erythrocytic stage of P. falciparum 
i in the liver. The development of this previously unobserved 


I Sarurp. Lend., I94S, 161. IZ6 ; British MedicslJouni^U I9-4S, 1, I9'> 
3 Ertiish Sfedicj.tJourrJiU 194S, 1, 5-17. 

3 Ibid. I94S,1. 1225. 


form has been followed from 92 to 140 hours after infec- 
tion. Although there are certain small differences in the 
appearance of the pre-eryihrocytic stages of P. falciparum, 
P. vivax, and P. cynomolgi, all three parasites are closely 
related. It remains to be determined why P. vivax is so 
much more difficult to eradicate from .,the tissues than 
P. falciparum. 

VITAMIN B, AXD THE HEART 
Cardiac irregularities associated with vitamin Bi deficiency 
have been observed by several workers. In 1929 Carter 
and Drury' showed that the heart block occurring in 
pigeons fed on a diet of rice disappeared when atropine 
was injected or when the vagus nerves were cut. They 
concluded that the heart block was due to over-action of 
the vagal centres and not to any change in the heart itself. 

. Wintrobe’s’ experiments in pigs had similar results. In 
eight out of nine pigs with thiamine deficiency the P-R 
interval was prolonged ; two developed second-degree block 
and one complete heart block. Atropine caused the second- 
degree block to disappear in one pig and shortened the 
P-R interval in another. Thus in these pigs there was 
again evidence of excessive vagal activity. Other workers, 
however, have reported abnormalities in the heart itself: 
King and SebrelF observed lesions, chiefly in the auricles, 
in 14 out of 24 rats. In pigs fed on a thiamine-deficient 
diet Follis and his colleagues'* found dilatation of the heart 
and focal or diffuse necrosis of the myocardial fibres ; again 
the early lesions were in the auricles. Pantridge,’ who was 
led to the investigation after observing heart block in cases 
of beri-beri in British prisoners of war, has also demon- 
strated lesions of the auricle in pigs. Four animals deprived 
of thiamine developed heart block, and in two this was com- 
plete. Changes could be detected histologically in the 
auricular muscle and in the conducting system in the 
ventricles. Pantridge suggests that the metabolism of the 
auricular and ventricular myocardium must differ in some 
respects, and this is supported by the finding of Davies 
and Francis’ that the distribution of glycogen, phospho- 
creatine, and adenosine compounds is very different in the 
two parts of the heart. Since gross deficiency of vitamin B, 
leads to pathological changes in the heart, possibly mild 
degrees of deficiency persisting over years may be a cause 
of similar abnormalities. 


The Nobel Prize for Physiology and Medicine has been . 
awarded jointly to Dr. Walter Rudolf Hess and Professor 
Antonio Egas Moniz. Dr. Hess has been Director of the 
Institute of Physiology at Zurich University for the past 
thirty years; Professor Egas Moniz, of Lisbon UniversilF 
is a distinguished neurosurgeon and was at one 
Portuguese Minister of Foreign Affairs. He inlred“^ 
cerebral angiography in 1927 and the operation 
frontal leucotomy in 1936. 


ptJ' 


Dr. J. G. Scadding, F.R.C.P., will deliver 
Lecture before the Royal College of Physic^'',p..aa P- 


(Pall Mall East, S.W.) on Thursday. Novei»' 
His subject is “ Sarcoidosis, with Si- 
Lung Changes.” 

Physiol., 1929, 68, P. I. 

• BidlJ/ohns fiopk. Hasp., 1942. 71. 1**^' 

^Pub. HUh Rep., Wash., 1946, 61. 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 
THE USE .AND ABUSE OF VITAMINS 

» BY 

L. S. P. DAVIDSON, 3.A., iVI.D., F.R.C.P. 

Professor of Medicine, University of EdiJiburgh 


During the past 40 years discoveries in medicine and 
related sciences have led to an immense improvement in 
the health, happiness, and elBciency of millions of human 
beings throughout the world.- In no branch of science have 
more important advances been made than in nutrition. The 
fascinating story of the discovery of the vitamins, the 
dramatic changes produced by their deficiency, and the 
remarkable therapeutic effects which result when they are 
supplied to individuals who have 'been eating an inadequate 
diet have received great publicity in both lay and medical 
press. The imagination of all who have heard or read 
about these discoveries has been stimulated and captivated. 
It is not surprising therefore that there has arisen a demand 
for vitamin preparations which has led to their manufac- 
ture and distribution on an enormous scale. But there is 
little doubt that at present large quantities of these pre- 
parations are consumed by individuals who can e.xpect to 
receive no benefit whatsoever from them, since they are 
not suffering from nutritional deficiencies. The medical 
schools of Great Britain must shoulder their share of respon- 
sibility for the continuation of this unsatisfactory state of 
affairs, since it indicates that many members of the medical 
profession must have received insufficient training as under- 
graduates or postgraduates in the science of nutrition. 
Better instruction is essential to enable doctors to assess 
properly the validity of the claims made for vitamin pre- 
parations in the advertisements with which they are daily 
bombarded, and to investigate adequately the dietetic his- 
tory of patients they suspect of suffering from nutritional 
deficiency. 

Confronted with a patient complaining of such symptoms 
as fatigue, lassitude, loss of appetite, irritability, or insomnia, 
which are repeatedly stressed in advertisements of vitamin 
preparations as being the stigmata of subclinical states of 
nutritional deficiency, there is danger of the 'doctor pre- 
scribing a vitamin preparation without first fully investiga- 
ting the physical, social, and environmental factors that so 
commonly lead to similar subjective features. 

General Considerations 

(1) It should • constantly be remembered that in Great 
Britain fully developed states of vitamin deficiency such as 
beriberi, scurvy, and pellagra are very rarely encountered. 
When they do occur they usually ' appear in individuals 
of a certain type— elderly persons, frequently males 
who live alone, and in people with abnormal mental states 
who are either unable or unwilling to eat a normal diet. 
They also arise as “conditioned” states of vitamin defi- 
ciency — as a result of gastro-intestinal disorders which lead 
to a failure in digestion and absorption, or from the 
increased demands which occur during pregnancy and 
lactation, rapid growth, or markedly increased metabolism. 

(2) Food supplies at present available from rationed and 
unrationed sources in Great Britain are capable of supply- 
ing all nutritional demands, provided the individual has 
some knowledge of what constitutes a reasonably well 
balanced diet. This has been clearly established from our 


knowledge of the total supplies of food available for d:> 
tribution, from studies of the consumption of food by hr;: 
numbers of working-class families, and from public heal: 
statistics. The general practitioner, if adequately traira. 
in the science of nutrition, is the proper person to gii; 
advice to the family on how to eat, when to cat, and 
to eat. 

(3) It is a well-established fact that, if an individual is e:: 
ing a sulficicncy of any vitamin, supplementation of k 
diet by a vitamin preparation will effect no benefit and. 
therefore wasteful and uneconomic. 

(4) Although the dominant clinical features may sugct 
a deficiency of one particular vitamin, c.xperience has shoV' 
that deficiency of a single nutritional factor is seldo' 
present alone. Almost invariably tire diet will be found I 
be lacking in several factors. The administration of 
single or multiple vitamin preparation without correcli: 
the diet as a whole will lead to little or no benefit. Tt 
finding has been noted by many observers, including myse 
I found no beneficial effects from supplying a preparatic 
of vitamin A and D to school-children whose diet v- 
defective in several factors, including protein, minerals, at 
vitamins. The children were drawn from the. poor 
classes and were investigated during the years of depr 
sion between the two world wars. At about the same tic 
in another region of Scotland, excellent effects on the hea 
and growth of a similar group of children resulted fn 
supplying them with a pint of milk daily. The psycl 
logical effects of giving vitamin preparations were clea 
demonstrated in the former e.xperiment, since many 
the school teachers concerned in the experiment repc j 
dramatic benefits in children whom they, believed tcj 
taking vitamins A and D but who were in fact -being gj 
an innocuous preparation of arachis oil in capsules i> 
tical with those containing the vitamins. This clearly i 
cates the need for caution on the part of a docto 
accepting subjective improvement after the administra 
of a vitamin preparation as being necessarily due to 
correction of a state of pre-existing nutritional deficiei 

(5) Recent advances in knowledge call for a reconside 
tion of the generally accepted standards of vitamin requi 
ments for the maintenance of health. The proof that ma 
vitamins are manufactured in the alimentary tract by b: 
terial syntheses is a discovery of the greatest interest a 
importance which largely explains the variable incidec 
of vitamin-deficiency diseases in individuals ingesting 
similar diet. This fact also explains the difficu'ty in decidfc 
what values should be accepted as desirable for 
maintenance of health. 

Information derived from studies of human volunU’^- 
living on a diet almost completely devoid of vitamins 
and C (see references to Table) clearly shows that nu”. 
months must elapse before symptoms or signs develop, 2 ®- 
that clinical features will disappear completely on supp'^ 
menting the diet with amounts of vitamins consideoH' 
lower than those formerly accepted as necessary. Tbf 
investigations strengthen the view that the food supp'" 
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Table 


Vificiin 

Recoenn: ended 
DaJy Allowance 

Therapeutic 

Dose 

Foods of Special Value 

Ancimr. (sita- 
min U ; 

1-2 mg. 

10-50 mg. T 

85% extraction wheat 
flour, oatmeal, peas 

Sicotui'^ icid 

10-20 mg. 

200-300 mg. J 

and beans, eggs, meat 
and offal 

Rit>o;’a\iQ . 

1-2 mg. 

5-50 mg. 

As abos'Ci and Trilk and 
cheese 

Asco'T'.c add 
( Vila '".ID C) 

30 mg.* 

200-500 mg. 

Frtiiis, esp. citrus, cur- 
rants and berries; 
green vegetables, toma- 
toes. potatoes 

^ r n \ . 

2,500 I.U.t 

25,000-50,000 I.U. 

Eggs, cheese, milk, 
butter, ritaminiaed 
margarine, liver, fatty 
fishes, green and yellow 
%'egetables 

'' iiAm'.n D 

Adults: (?) 100 
I.U.; inf^anis, 
prc’school 
children, 
pregnant and 
lactating wo- 
men: 400-800 
I.U. 

1,500 I.U. up to 
100,000 I.U. in 
special cases 

Eggs, milk, butter, vita- 
minized marganoe, 
fatty fishes (Note Ac 
importance of sunshine 
in promoting the 
synthesis of vitamin D 
in the skin) 


The foLowins Wtamins are not included in the Table because their place in 
h-rnan nutniior is not clearly established or because they are orUy u^d for Ibe 
Teatment of cenam paihologicai states: Pyridoxin, pantothenic acid, biotin, 
^'^a-aminoben 2 o:c acid, folic add, vitamin Bjt, vitamin E, and vitamin K. 

• /> p'^elimLnaxy report by Vitamin C Subcommittee of the MJI.C. {lumcct, 
K-;S. 1.S53) 

t M.R.C. Special Report Series No. 264, 1949. 

a\dilable to the people in Great Britain are more than 
'dequate to meet the vitamin requirements of the popuia- 
ron without supplementing them with vitamin preparations, 
provided a reasonably intelligent selection of the available 
vods is made. 

Prescription of Vitamins 

Vitamin preparations have been prescribed for: 

(1) Supplementing the diet to make it optimal for growth 
and the maintenance of health. 

(2) Treating so-called “ subclinical ” states of vitamin 
deficiency. 

(3) Treating fully established “ frank ” vitamin-deficiency 
diseases. 

Bearing in mind the general considerations discussed 
a' above, the practitioner should make the following investi- 
res gations before prescribing vitamin supplements: 
mal. (1) Take a careful history and make a full physical 
apptxamination to determine the presence or absence of sub- 
Shut^ctive phenomena or objective signs indicating vitamin- 
jjj j[.eficiency states. 

and Consider whether any clinical features discovered are 
j^^i.ue to emotional states or organic diseases which can 
^'“^roduce symptoms and si^s simulating closely those of 
^^fi.bclinical and “ frank ” vitamin-deficiency states. 

(3) Take a careful dietetic history to determine whether 
^.there is evidence to show that the patient has in fact 

been eating inadequate quantities of essential nutritional 
factors. 

(4) If the clinical features are in keeping with the exis- 
tence of a state of vitamin deficiency and yet the dietary 
history does not suggest it, a search should be made for 
causes which are known to enhance the requirements for 
vitamins — malabsorption from the intestinal tract, preg- 
nancy and lactation, rapid 'growth, infections, and states 
of increased metabolism. If no positive evidence can be 
obtained that a direct or conditioned state of nutritional 
deficiency has preceded the onset of the clinical features 
under investigation, it is extremely unlikely that they are 
nutritional in origin and it is illogical to treat them with 
vitamin suppl^ents. The case should be carefully reviewed 
with particular reference to the possibility of hidden organic 
disease and to the factors operating in the home and at 


work which lead to psychological symptoms simulating 
those of subclinical states of vitamin deficiency. 

Vitamin Supplements 

Vitamin supplements should therefore only be prescribed 
as follows. 

(1) Por the Maintenance of Health . — ^Since all the fac- 
tors required for the maintenance of health can be obtained 
from the food supplies and the extra supplements available 
in Great Britain at the present time, there would appear to 
be no adequate reason for the widespread prescription of 
additional vitamin supplements. Common-sense instruc- 
tion on what foods to eat regularly is all that is required. 
The Table indicates foods which are the main sources of 
the most important vitamins in human nutrition. 

It should be remembered that the concentration of a 
vitamin in any article of food is not necessarily the main 
consideration. For example, watercress has a high con- 
tent of ascorbic acid compared with potatoes, but, as most 
people eat no watercress or only a very small amount occa- 
sionally, the humble potato is a far more important source 
of the vitamin. Another point to remember is in con- 
nexion with the method and rate of extraction of flour 
from wheat now in operation in Great Britain. The present 
process has so greatly increased the consumption of the 
B vitamins as to have largely solved this particular nutri- 
tional problem which was of such great importance in 
pre-war days, when 70% extraction white flour was the 
main source of carbohydrate. During the war the importa- 
tion of fats, fruits, and vegetables had to be greatly 
restricted, with the result that nutritional experts were 
gravely concerned about the possible development of dis- 
orders due to a deficiency of vitamins A and C. Fortunately 
no such development occurred. Since the end of the war, 
fruits, particularly citrus fruits, and green and yellow vege- 
tables have been imported in large quantities. These food- 
stuffs are available to augment the intake of ascorbic acid 
and carotene during the winter and spring months when the 
home production of fruit and vegetables is at its lowest. 

Feeding experiments in human volunteers suggest that 
the requirements of vitamins A and C for adequate nutri- 
tion have been overestimated in the pasL Even the figure 
of 2,500 I.U. of vitamin A given in the Table is about 
twice the suggested minimum protective dose required by 
the average individual. Hence there is Uttle doubt that all 
vitamin requirements can be adequately met at the present 
time from food supplies readily available. 

If an individual is taking the following helpings of food 
it is diflicult to believe that he could suffer from any vitamin 
deficiency. 

(1) An average helping of meat, poultry, rabbit, offal, 
or fish daily. • 

(2) 1 to oz. (42.4 g.) of fat daily (butter, vitaminized 
margarine, or cooking fat). 

(3) 1 egg or ^ oz. (14.1 g.) of cheese daily. 

(4) i-2 pints (0.28-1.1 litres) of nulk daily (according to 
such factors as age or pregnancy). 

(5) 1 large or 2 moderate helpings of green or yellow 
vegetables daily. 

(6) 1 large or 2 moderate helpings of potatoes daily. 

(7) 1 helping of fresh fruit twice or thrice weekly. 

(8) As much bread, scones, and cakes made from 85% 
extraction flour as desired. 

When an individual is submitted to nutritional stress 
vitamin preparations may justifiably be prescribed. Special 
provision has been made for these purposes in Great 
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Britain by the Food Rationing (Special Diets) Advisory 
Committee of the Medical Research Council. Supplements 
of cod-liver oil and orange-juice and additional- quantities 
of milk are provided for pregnant and lactating women, 
for infants, and for children too, young for school. It is 
undoubtedly wise to give these supplements to children up 
to the age of 5, particularly in winter time, and to 
school-children who are growing too quickly or who have 
had severe febrile illnesses. For adults, vitamin supple- 
ments should be very rarely prescribed for the maintenance 
of health except when tliere exist the additional strains and 
stresses already mentioned which enhance the need for 
vitamins. 

(2) For the Treatment of Subclinical Vitamin Disorders. 
— The diagnosis of states of subclinical deficiency of vita- 
mins is based not on objective signs b*ut on subjective 
features. Even with the help of laboratory tests which are 
not readily available to general practitioners (e.g., plasma 
determinations of vitamins and. saturation tests), it is far 
from easy to .be sure that the symptoms complained of are 
nutritional in origin. While some physicians think that sub- 
clinical deficiency states are extremely common in Great 
Britain at the present time, others hold there is little satis- 
factory evidence to justify this view. I believe that the 
frequency of such states has been much exaggerated. 
Monotony of the diet and the frustrations and restrictions 
accompanying post-war life in Great Britain probably 
'vCount for most of the subjective features attributed to 
vtates of vitamin deficiency. If, however, after making the 
■tqiiisite investigations'^'discussed above, the doctor con- 
1 tides that there is a state of subclinical nutritional defi- 
.lency present, he should treat the deficiency by ensuring 
.lat the patient takes a properly balanced diet. If this is 
done there will be no need or justification for prescribing 
wtaniin preparations except when there is clear evidence of 
the pitient being submitted to one or more of the above 
Tiitriuon.il stresses. 

J >'.(■ Treatment of Established Vitamin-deficiency 
Diseases.— A.S already mentioned, frank deficiency diseases 
such as scurvy, pellagra, and beriberi are rarely encoun- 
tered in Great Britain at the present time. Careful investi- 
gatu'r of an\ such case that may be encountered will almost 
invari.ibly reveal multiple deficiencies of protein, minerals, 
and wtaiii ns. Correct treatment accordingly demands that 
the diet as a whole should be carefully reviewed and made 
adequate in all respects. In addition, vitamin supplements 
dioutd be given in the therapeutic doses shown in the Table 
n'il all symptoms and signs of deficiency have disappeared. 

Conclusions 

li ' lews expressed above are accepted, it follows 
■ lat Miamin preparations should not be prescribed routinely 
or the maintenance of health or the treatment of subclini- 
•'.d states of vitamin deficiency ; the best way of treating 
tliese conditions is by instructing the patient how to choose 
and prepare a well-balanced diet adequate in all nutritional 
actors. Supplements of vitamins are. indicated only when 
causes are found to be operating which greatly increase 
nutritional requirements. Frank vitamin-deficiency dis- 
eases are rare in Great Britain ; their treatment consists 
in correcting the diet in all respects and supplementing it 
with appropriate doses of vitamin preparations. Accord- 
ingly it is suggested that if more attention were given to 
the proper diagnosis of nutritional deficiency, to the taking 
of a careful dietetic history, and to the principles govern- 
ing the prescription of vitamin preparations discussed above 
much unnecessary e.xpenditure would be avoided. The dis- 
covery and elimination of social and environmental factors 


which lead, to symptoms simulating those of subclinical 
states of vitamin deficiency will produce better and more 
permanent results than will be achieved psychologically by 
the administration of vitamin supplements to individuals 
who are not suffering from a nutritional deficiency. 


A MEDICAL VIEW OF THE SOVIET UNION 

BY 

M. T. GILLIES, M.B., B.Chir. 

A year’s stay in Russia is small qualification for anyone to 
express views on the country, but the experience for a medical 
man is sufficiently unusual these days for a few brief and 
entirely superficial impressions to be worth recording. It should 
be added that these observations are the outcome of an Embassy 
appointment in Moscow and are made with a knowledge of the 
limitations of outlook and opportunity that such a post entails. 

No remarks on Soviet standards of medicine can possibly be 
made without a thorough knowledge of, and free access to, their 
institutions and hospitals. Under existing conditions this was 
denied me. Hospitals could be visited in connexion with foreign 
patients, but such opportunities were infrequent and their scope 
limited. Persistent efforts were, in fact, made to visit official^ 
one particular Russian medical man of eminence, all of which, 
however, were deftly parried by VOKS, the Soviet organization 
for promoting cultural relations with foreign countries. In 
view of the recent disappearance and strongly rumoured arrest 
of a Russian surgeon of international repute it would not have 
been prudent to pursue the matter or the man further. 

As the home of the first system of socialized medicine, Russia 
has obvious interest for us while our own National IJarajj 
Service is’ being established. There are certain differJjgj ^ 
A fundamental one is the absence in their system of the . 
practitioner. The smallest unit is the polyclinic, roughly ^ 
lent to a health centre, which has a regional or occ J^ 
basis — that is to say, its clientele belong to a certai^f 
or to a particular class of workers. Individual privay^rne tir 
tioners do exist, but their activities are limited by lad the hea 
to hospital accommodation and by strict limitationilulted fn 
power of certification. A recent change of police psych 
organization of polyclinics is evident from the »ere clea’ 
paragraph from Pravda for January 6, 1949. M rngny 

“ By a decision of the Government, the Ministry of repc""* 

is now carrying out an important reform of medical j * .o 

population. The existing polyclinics and dispensariiB , . 
merged with, *.he-faosDto.ls and clinics. As a result of tbH'P^ttlg Ey 
dispensary physicians have begun to work in the hosplapsules iy 
and for their part tens of thousands of specialists in '<I clearly i! 
have come to’ the reception rooms. This system if ftncfnl 
improving the quality of medical services to the populat’j , , . le 

, jdministraiT 

Thus it seems that the present Soviet trend V 

centralization or affiliation of all raedical'^erv’ti.T j (jgggjgT 
sort of parent hospital, whereas we envisage with i . 
up of health centres what' will be to some extent tl .*^considei 
tendency. Two other small points may be noted, .-^n requii 
and spectacles, let alone wigs, are not issued free, bui.'*bat ma: 
charged is not high. Secondly, it is significant that 
practice among dentists is very flourishing and, so far as one 
can tell from casual acquaintances, their services are widely 
used. Incidentally the inauguration of the Health Service in 
Britain was the occasion for a violent article in Meditsinsky 
Rabotnik under the heading “A new law, a fresh burden on 
the shoulders of the workers of Britain.” The provisions of 
the Bill were completely ignored and the author, a doctor, 
expatiated instead on the inadequacy of the medical services 
in England and the low standard of living of the masses — 
quoting freely from the correspondence columns of the B.M.J. 

On the purely domestic side of Embassy practice specialist 
opinions and hospital treatment were arranged through a special 
diplomatic polyclinic, designed exclusively for the use of the 
foreign community. This was the one place where consulta- 
tions could be held and opinions on medical and other matters 
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■■'.Lially e.\cin'iet'd. The building was equipped with jc-ray 
e pinsiotl'.cr.ipeutic plant and was lavishly furnished with 
. pets and br ehtly coloured awnings. Everybody there was 
ijs most i clpful and co-operative. A quaint feature of the 
cm was ll’.c payment of a not inconsiderable fee, cash down 
..dwance, on entering the establishment. 

Moscow .tscif has a fleet of fast “emergency' aid ’* cars which 
can be summoned by dialling a simple number on the telephone. 
I bey carry stretchers and attendants under the charge of a 
lector and provide a prompt means of admission to hospital, 
smaller cars, labelled “House Aid," are often to be seen on 
he streets and provide treatment at home for those too ill to 
■ isit the polyclinics. 

The .Aptecka. or State pharmacy, is a characteristic feature 
f the Soviet system. These are usually rather large shops, 
'pen all night, with a big dispensary and sometimes with a 
department where toilet preparations and drugs requiring no 
prescription can be bought. Sulphonamides in small quantities 
can be obtained in this section, as for instance in a popular 
iTicial remedy for influenza compounded of he.xamine and 
'ulphanilamide (0.3 g.). Vitamin preparations such as rose hip 
rup and cod-liver oil can also be obtained. The range of 
a rugs available is naturally very much more limited than in 
ihis country and there are frequent shortages — for example, 
santonin, sulphadiazine, and nitroglycerin did not appear to 
be generally available, although santonin was being regularly 
prescribed for the large number of cases of roundworm 
nfestation. 


The normal procedure for a patient obtaining a medicine 
from one of these pharmacies is for him to queue up at the 
receiving counter where the girl in charge checks the prescrip- 
lion and assesses the price. He then joins the queue at the 

cis lt desk and pays the small sum required before proceeding 

ither counter where he either receives the medicine or is 
’ • what time to return for it. Drugs are dispensed in small 
(1) hies and prescriptions need to be repeated frequently, 
and the general, as a system of supplying physic to a large 
PI Ti’^ people cheaply and quickly it seenis to work quite 
deficiene- ® shortcoming is that recorded by Pravda 

“ ‘ “ -icle already quoted, “in certain chemists’ shops one 
(3) Tre.tain even the simplest medicines and prescriptions in 
diseases, land by the population, although our industry has 
Bearin<'i’ft“’’tiy satisfying the need for medicines.” 

'■ above the^^P®^^ public health system are of interest, 

res gations be other intestinal infections are common in the 
■>1 ns T 1 pharmacies display posters describing the part 

rtial. (1) Take[i »3 and dirt in the' causation of these diseases and 
appsexanunatiotls for their control. In some parts of Moscow 
Shutiective pheisumraer of 1948 there was a free house-to-house 
in jjJeficiency sof “ phage ” in tablet form to be taken as a prophy- 
and (2) Consp^ frequently or systematically this was adminis- 
lue to e possible to say. The Russians have, of course, 
, ^1 studies of the commercial preparation of various 

af(j.?rMuce notably in connexion with the treatment of 

(.ytj ■’Ubclmicalt, dysenteries. '■ 

■pjj.' (3) Taki jrtance of seeking prompt treatment for venereal 
, ■ there is i widely advertised in Russia as in many other 
been eat These e.xhortations are reinforced by the law 
factors 3 criminal offence " wilfully ” to transmit venereal 
- to another person. The law also relieves casualty 
Hiticers of their uaditional Saturday night trials with acute 
alcoholics. In Moscow the police provide “ veelresveetele 
niiitkts." or “ sobering institutions,” where any clients found 
incapable or unconscious on the streets may be accommodated 
for the night and perhaps afforded suitable treatment. They 
ire discharged next morning and charged 25 roubles (a, fifth 
,if an average week’s wage) for their night's lodging. This 
■vould appear to be a useful amenity in a climate where the 
frost could speedily dispatch anyone who was drunk and sleep- 
ing in the open. 

During the couRe of the year the Lysenko controversy came 
lo a head. 'The main battle was, naturally, fought out by the 
biolocists, but there were minor skirmishes in the medical world. 
The whole issue is quite incomprehensible without some 
conception of the general feeling of optimistic expectation about 


the future which is widespread in Russia to-day and not always 
so apparent in England. In an article in Meditsinsky Rabotnik 
on September 15 last a writer stated, “ By common effort we 
must cleanse the field of Soviet Medicine of all idealistic and 
metaphysical weeds, so that we can move forward in seven- 
league boots and quickly solve the problem put before us by 
the great Stalin — not only to overtake but to surpass in the 
near future the scientific achievements abroad.”' 

A young scientific worker would perhaps feel that he must 
temporarily suppress his doubts and critical faculties with regard 
to genetics as the price for belonging to and working for 
what he believes to be a greater movement. In other words, 
the material advancement of the people of Russia, and indirectly 
of the world, as he beh'eves it, is more important than scientific 
truth. On the popular side there is no doubt that Lysenko has 
been most successfully “ sold ” to the Russian public.. I attended 
a cinema performance once in which a news-reel depicting 
several public figures was being shown. No interest was evinced 
by the audience until Lysenko appeared on the screen. He 
was immediately recognized, and his name could be heard in 
approving whispers all over the hall. 

The emphasis on patriotism has been most marked in Soviet 
filnts recently. The central theme of Court of Honour was the 
trial of a misguided Russian scientist who gave away the results 
of his work to a visiting American scientist, later unmasked as 
a secret service agent in disguise. During the course of this 
film someone remarks, “ These Americans ! Why, they even 
sell us a single dose of streptomycin for the same price, as it 
takes to build a house 1 ” (Streptomycin is presumably avail- 
able for sale to the Soviet Union at the same rate as to other 
European countries.) 

Academician Ivan Pavlov was another recent film, giving the 
story of his life and work and emphasizing that he placed his 
country above his work and his patriotrism above world science. 
This film contains one amusing non-political scene at Cam- 
bridge as Pavlov receives an honorary degree from the 
chancellor. ' In the middle of this impressive spectacle a little 
woolly toy dog descends suspended on a siring amidst shouts 
of “Hullo” from the playful undergraduates in the gallery. 
The great man grabs the dog good-humouredly and continues 
the ceremony with it tucked tightly under his arm. 

In contrast to the lack of personal contact permitted one 
could, as a scientific worker, have access to one or two libraries 
and museums, notably the big Lenin Library in Moscow. This 
is a fine modem building embellished on the outside with busts 
commemorating, for example, Newton and Darwin. Quite a 
wide range of Russian and foreign literature, especially German, 
appeared to be available and could be consulted without diffi- 
culty. . But this free use of a Russian institution was notable as 
an exception to the general restrictions, as the scantiness of 
this account show's. 


INSTITUTE OF DISEASES OF THE CHEST 

OPENING BY SIR JOHN ANDERSON 
The opening of the new premises of the Institute of Diseases 
of the Chest (British Postgraduate Medical Federation), in the 
grounds of Bromptoo Hospital, Fulham Road, took place on 
October 26. Sir John Anderson, M.P., chairman of the 
Governing Body of the Federation, who performed the open- 
ing ceremony, said that no observant layman could fail to be 
profoundly impressed by the progress made in medicine during 
the past half-century. Medicine, a profession which had been 
carried on for hundreds of years on traditional and mainly 
practical lines, could now claim as never before the attributes 
of an exact science. If the public were to have, as it was 
entitled to have through the National Health Service, the full 
benefit of all the developments of scientific medicine, a great 
extension of facilities for higher medical education and research 
was clearly essential, and that was the significance of the new 
Institute. 

Sir John Anderson went on to remind his audience that this 
w'as one of a number of specialist institutes in process of being 
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established under the aegis of the. Federation. There was no 
room for doubt about the-justification for including this kind 
of institute in its framework. Despite what had been done 
during the past 35 years, there was still a need for concentrated 
effort in the sphere of chest diseases, and the contribution which 
the Institute could make to the public good -would be com- 
mensurate with that need. He added that the tradition firmly 
rooted at Brompton would provide a most favourable atmo- 
sphere for successful work. 

Sir Robert Young explained that the Institute would serve 
two hospitals — namely, Brompton and the London Chest 
Hospital, institutions very similar in their aims and objects. 
It would promote collaboration, and would serve to make 
London with its wonderful material' a focal point of teaching 
and research in diseases of the chest. He himself joined the 
staff of Brompton Hospital 54 years ago, and he recalled the 
pioneer work of the staff in those far-off days. Since the hospi- 
tal opened in 1849 many methods of treatment had been 
examined and tried out, and knowledge had advanced by strides. 
Perhaps it was in the department of surgery that he had seen the 
greatest change. Now the staffs of the two hospitals were doing 
their utmost to train young surgeons in this branch of surgery. 
The Institute was yet another new venture which he felt to be 
full of promise. 

Dr. A. Roodhouse Gloyne, consulting pathologist to the 
London Chest Hospital, said that these two hospitals came 
into existence a century ago very closely together — the London 
Chest Hospital in 1848 and Brompton in 1849, the latter 
founded by Thomas Bevill Peacock, who wrote a standard 
textbook on congenital heart disease and also investigated a 
form of silicosis in workers on millstones for grinding flour. 
A tribute was due to other physicians in those early days who 
came to a right conclusion on what would now be considered 
very inadequate data. The hospital was also interested in 
cardiology, and some great men in this field had been numbered 
among its physicians. As a medical school the London Chest 
Hospital, until the end of the first world war, was a rather 
fortuitous institution, graduates coming and going without very 
much organization. 

In the development of the new Institute he hoped that the 
!!i''’i,iniiies would not be forgotten. As the staff grew alongside 
each other, co-operation would improve until the Institute 
became a complete unit. One of the things the Institute 
'ro.jld do would be to advance the study of industrial lung 
di .ease ; he hoped the heart would not be forgotten, and that 
;n mvedigating disease in the periphery of the chest the peri- 
cardmin would also receive attention. The Institute would also 
stuuy carcinoma of the lung, the incidence of which seemed to 
!'e advancing. 

Plans for the Institute 

Sir Francis Fraser, director of the British Postgraduate 
Medical Federation, said that the first step in- an exciting 
venture had now been completed. For many years the large 
general hospitals^ were used for undergraduate education, but 
the special hospitals which offered almost unrivalled oppor- 
tunities for the advancement of knowledge and for postgradu- 
ate and advanced education were hardly used at all. Com- 
mittees had discussed the various possibilities, and as a result 
the Postgraduate Medical School was established at Hammer- 
smith, with university departments in general medicine, surgery, 
obstetrics, and pathology ; but it was agreed that no attempt 
should be made to set up university departments in the special 
branches at Hammersmith, and that these should be based on 
special hospitals. The new Institute represented a further 
milestone in this progre.ss. It would be some time before the 
staff was completed to the extent which would fulfil the hopes 
and aspirations, of the previous speakers, but it was already 
being gathered together. Under the National Health Service 
the London Chest Hospital was joined with the Brompton 
Hospital for the purposes of providing clinical material and 
staff, and it was with every confidence they looked forward 
to the development of the Institute. ' 

The Institute will be able to provide whole-time courses for 
three months for 12 students and part-time courses for twice 
as many. \Vhen it is fully equipped— which will probably not 


be for some time — it is expected that there will be facilities for 
up to 50 students at once. The accommodation, which is all 
on one floor, includes laboratories, a lecture theatre, x-ray and 
photographic departments, a library and reading-room, and a 
refectory. It is hoped to carry out- “ pure ” research; as well 
as the routine research work of the associated hospitals. 


Reports of Societies 


CORTISONE IN RHEUMATOID ARTHRITIS 

A meeting of the Section of Physical Medicine of the Royal 
Society of Medicine was held on October 12, when Dr, Oswald 
Savage discussed the effects of cortisone in rheumatoid arthritis, 
and gave an account of his recent visit to the Mayo Clinic; 

Dr. Savage said that with some 50 other physicians from 
various parts of the world he was privileged to see the work 
on cortisone which was being done on the other side of the 
Atlantic. He saw two cases before and after treatment, and 
he had no doubt about the remarkable changes effected by this 
drug in rheumatoid arthritis. As was to be expected with, 
research teams headed by Dr. Philip Hench and Dr. Kendall, 
the work was most carefully checked and controlled. The 
patientsiwere suffering from severe active rheumatoid arthritis, 
and the changes which were brought about almost within a 
matter of hours were astonishing. One woman aged 55 had 
suffered from rheumatoid arthritis for three years ; she could 
hardly walk, and was so crippled that it took her more than 
two hours to do her hair in the morning, yet within two and 
a half days of the first administration she was completely free 
from pain and walked normally. She declared that she felt a 
sudden improvement nine hours after the first injection ; it was 
as if a load had been taken off her limbs. 

The history of the work which led up to this discovery was 
fascinating. During the war it was rumoured that German 
pilots were given injections of suprarenal extract to increase 
their fighting morale, and there was a good deal of support for 
the theory that such an extract might be of value in battle 
fatigue. The rumour added momentum to the work already 
proceeding in the States, where Hench had been studying the 
reversibility of rheumatoid arthritis, and, turning to biochemical 
considerations, had concluded that what he had called the anti- 
rheumatic substance x might be the suprarenal hormone. 

To understand the work on cortisone the adrenal steroids 
must be studied. Work on adrenalectomized animals had 
resulted so far in the isolation of 28 adrenal steroids, but 
only six of these, which could be divided into three groups, 
were active. The group which was oxygenated at the eleventh 
position and called 11-oxysteroid was the one with which this 
work was particularly concerned. As the work progressed a 
nuc^ber of compounds were evolved, of which the one called 
compound E was by far the most active in its effect on carbo- 
hydrate metabolism. Dr. Savage also touched on the work 
done on the adrenocorticotropic hormone (ACTH) and its 
effects. 

Clinical 'Results 

Clirucal improvement after the injection of cortisone might 
begin within four hours and was usually sudden. The patients 
felt as if something had been “ unlocked ” and lost their stiff- 
ness. Joints which had been tender on pressure were no longer 
painful when pressure was applied, and the swelling also dis- 
appeared. though not as quickly^ as the pain. They experienced 
a remarkable euphoria, and afterwards usually fell into a sleep 
of exhaustion. > They acquired enormous appetites and some- 
times had to be dieted to prevent obesity. The dose, given 
intramuscularly, was 300 mg. on the first day and 100 mg. on 
the second. The dosage of the adrenocorticotropic hormone 
was 50 mg. three times a day on the first day and 25 mg. on 
the second day. 

The side-effects had been rather overemphasized, but it was 
necessary to make them known in order to help to ensure that. 
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.^hon Uiis driij became available, it was used only under the 
■i:ust carefully controlled conditions in hospital. Much study 
^n.amed to be done on these effects, some of which were due 
0 pituitary upset and electrolyte imbalance. Severe vomiting 
. a followed the use of adrenocorticotropic hormone. 

'-.fortun.itely, directly cortisone was stopped the symptoms 
cin.-aied and the sedimentation rate again rose. In the severe 
..'cs so fat treated it looked as if treatment would have to be 
-.intinued indefinitely. The number of cases treated at the 
^layo Clinic up to June of this year was only 17, but.some of 
i'.em had been under treatment and control for as long as six 
nonths. The difficulties of the production of the substance 
'ere immense; 39 long and difficult chemical steps had to be 
aken before even a minute yield was obtained. There had 
ccen accounts of other substances which might yield cortisone, 
^ut these related at present only to the theoretical stage. But 
V .0 main points of progress were demonstrated even before the 
Jrugs were available for general use. In the first place it had 
ceen shown for the first time that the progress of rheumatoid 
irthritis was reversible rapidly by a drug ; it had been known 
.0 be reversible in pregnancy, in jaundice, and after operations, 
- d here was a drug which brought about the same effect. In 
.’.e second place, a yardstick had been furnished with which 
.0 evaluate treatment. There had been many forms_of treat- 
ment which improved the patient up to a point, but here a 
dramatic and rapid improvement was effected. Those who had 
-een the cases were impressed by the effect as compared with 
iriv thing they had seen before, and thus a criterion was afforded 
or the treatment of rheumatoid arthritis in general. 

Work in this Country 

Dr. Raymond Greene said that the relation of the adrenal 
.orte.x to rheumatoid arthritis had been studied by a number 
■f workers. His own interest in the subject began some 12 
>ears ago, and, while Hench and his colleagues reached their 
•ortunate guess by way of a study of reversibility in pregnancy 
ind jaundice, he approached the problem by seeking the com- 
mon factor in a number of distinct conditions often associated 
.vith the onset of the disease. The hypothalamic endocrine 
•.ystem appeared to be a connecting link, and within this system 
the adrenal cortex seemed the most likely element to explore. 
He at first concentrated his attention on the operation of whole 
idrenal extracts and of desoxycorticosterone acetate, all of 
•vhich were found to be ineffective. These were now being 
^tudied e.xhaustively in the United States. 

In November, 1946, the worst case of rheumatoid arthritis 
he had ever seen was admitted to the Metropolitan Hospital, 
apparently in a moribund condition. The patient was a man 
aced 28 who had developed a classical rheumatoid arthritis at 
•he end of June of that year, and the infection had spread 
rapidly until all the joints were involved ; there was a low 
ntermittent fever. He was treated with massive doses of acetyl- 
salicylic acid and penicillin without effect, and a course of gold 
leatment was also valueless. A rash, afterwards found to be 
oemphigus, gradually spread over his body. His condition 
-apily deteriorated ; and he became so emaciated that his 
appearance resembled that of the prisoners at Belsen. General 
’.-..;thods for restoration were' begun, and in addition an 
r.iravenous procaine drip was set up. A certain amount of 
iniorovement took place, the joints became less painful, and 
the pemphigus ceased to spread. Later, however, deteriora- 
tion took place. By that time the speaker had obtained some 
corticotropic hormone, and intramuscular injections were 
given over a period of 18 days in March, 1947. Each dose was 
of only 2 or 3 mg., much less than the American dosage, and, 
presumably because of the smallness of the dose, the improve- 
ment was not as rapid as that obtained by the Mayo Ch'm'c 
workers. The improvement was not maintained, and the pro- 
caine injections were restarted. From that time (May, 1947) 
improvement again took place and continued, though slowly. 
The skin condition was obstinate, but eventually disappeared. 
\ urinary condition was investigated and found to be due to 
stones in the pelvis of the right kidney, but as there was infec- 
tion in the left kidney it was decided to leave it alone, and the 


infection had since disappeared. The patient was discharged 
from hospital in December, 1947, and had remamed well ever 
since. 

This patient was demonstrated to the Section, and was 
able to run up to the platform. His bands were still badly 
deformed, but his joints were painless and he was earning his 
living as a weaver. He had had no treatment for nearly two 
years. The most likely explanation, said Dr. Raymond Greene, 
was that a spontaneous remission was due during 1947, but 
those who saw him on admission were convinced that he would 
not have lived to enjoy that remission had it not been for the 
treatment he had received. Dr. Greene also described a second 
case treated with anterior pituitary corticotropic hormone, with 
a successful result. During the last three years he had concen- 
trated his attention on other methods of producing increased 
adrenocortical activity, using substances which had an inhibitory 
effect on histamine release, but he was not yet ready to make 
a statement. He said also that there was a prima facie case 
for the further investigation of the role of the spleen in 
rheumatic diseases ; this was likely to be the organ through 
which cortisone and corticotropin possibly produced their 
effects. 

Dr. M.sx Reiss said that Hempel and he were probably the 
first to use corticotropic hormone in the treatment of rheuma- 
toid arthritis when, in 1942, experiments were carried out on 
a group of patients suffering from involutional melancholia. 
The most interesting effect was the skin change: from being 
dry and parchment-like, the skin felt softer and thicker ; the 
hair regained its lustre, losing its dry, brittle quality. A con- 
siderably smaller dose was given to achieve these and other 
effects than was used by the American workers, and it was 
important to emphasize this because, assuming that the hormone 
could not be prepared synthetically, the American dose of 
25 mg. could hardly be the treatment of the future, for all the 
pig pituitaries in the world would not be sufficient to treat a 
thousand patients regularly. The continuous use of such a 
high dose was likely to discourage treatment, and as the dose 
was higher than the quantity produced physiologically in the 
body it could not be called a physiological dose. The reactions 
were such that responsible physicians would have to consider 
whether they were to embark on a treatment which could pro- 
duce diabetic changes, alterations in blood pressure, and so on. 

In some further discussion the point was emphasized that 
Hench had not claimed cortisone as a cure but had reported 
his work only as an “ investigative therapy.” 


INTEGRATION OF PREVENTIVE HEALTH 
SERVICES 

.•\ meeting of the Section of Epidemiology and State Medicine 
of the Royal Society of Medicine on October 21 was devoted 
to a discussion of the preventive health services. Dr. W. H. 
Bradley, the president, said he believed this was the first time 
in the history of the Section that the subject of discussion had 
been purely administrative. 

N.H.S. in Northern Ireland 

Dr. A. T. Elder described the National Health Service 
arrangements in Northern Ireland, though he pointed out that 
what might be successful in such a relatively small community 
might not have the same success in a much larger population. 
He instanced a number of respects in which the Service had 
been integrated. The first was the operation of the school 
medical service by the Ministry of Health and Local Govern- 
ment instead of the Ministry of Education. The services trans- 
ferred to the health authority included the ascertainment of 
physically handicapped children, the provision of medical 
inspection and treatment, and the cleanliness and disinfestation 
services. A consultant paediatric service was awaited. The 
administration of the school meals' and milk service remained 
with the education authority. There was close liaison between 
medical officers of health and directors of education. The 
scheme had been expanding during the last two years, and 
so far .there Had been a happy and efficient service. At the 
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beginning of this year rheumatic fever was made a notifiable 
disease ; this involved consultative clinics, follow-up, and 
aftercare. So far 103 notifications had been- received. 

Before 1948 the care of tuberculous persons was vested in 
local authorities. It was now the function of an autonomous 
body called the tuberculosis board. The appointment of tuber- 
culosis specialists rested, after consultation with the board, with 
the hospitals authority. Deaths from tuberculosis had declined 
in recent years, though ascertainment figures had gone up — 
an indication of the efficiency of the new system. Northern 
Ireland had a system of intimation of cases of suspected tuber- 
culosis ; this meant no worry for the practitioner, who simply 
said to the patient, “ You might have something wrong with 
your chest. Do you mind just having a check-up ? ” and 
referred him for examination. Four out of five cases inti- 
mated proved to have no tuberculosis at all, but those which 
were proved were far more than had been suspected before 
the scheme began. 

Other examples of integration were the fusion of all central 
Government medical services in the one Health Ministry ; the 
medical supervision of industrial health by the Ministry of 
Health and Local Government instead of by the Ministry of 
Labour ; the supervision of mental health services by a special 
committee of the hospitals authority ; and the unification of 
preventive medicine with general practitioner services through 
the general health services board. 

Dr. Elder added that vaccination against smallpox was com- 
pulsory in Northern Ireland ; there was no conscience clause. 
From 1920, when the Government of Northern Ireland was 
set up, to 1947 only two cases of smallpox had been notified, 
both of them imported, one from Canada in 1924,' and the 
other from Scotland in 1942. The percentage vaccinated ranged 
m recent years from 69 to 80%. Prosecutions were occasion- 
ally instituted, and these were followed by a new spate of vac- 
cmaiions. During the past 20 years there had been only one 
confirmed case of encephalitis following vaccination, and in 
that case the patient had been vaccinated with lymph which 
had not come from the usual source. 

Midwifery Services 

Dr ’'1. W. Geffen referred to the arrangements for mid- 
wifeiy services in England and Wales. It was the duty of the 
'll! iuaith authority to ensure that an adequate number of 
11 1 -’'ives were practising in the area. Domiciliary and institu- 
uoi'..! midwifery could not be separated; many confinements 
‘Si'Ilc at home and ended in hospital, but the domiciliary mid- 
' 1 v-ere under the local health authority while obstetric 
‘.;-ec..lll^ts were employed by the hospitals authority. He 
tl'..^i!snt that the midwifery service of the future, if it was to 
be u'.tegraied, must be placed under the regional hospital boards 
and eventually in the hands of management committees. ' 

^ue of the most interesting parts of the work of the medical 
ctucer of health was the care of the school-children within 
his district, but to-day specialists were appointed by the regional 
hospitals boards, and although the divisional medical officer did 
some ascertainment the case afterwards passed from his hands 
to county headquarters and he heard no more about it. That 
was not a good example of integrated health services. Much 
was heard also about decentralization and the utilization of 
the services of the district medical officer as an assistant county 
medical officer, but his experiencewas that the district medical 
officer was very much of an assistant and had, practically 
speaking, no free hand at all. There had been in this respect 
a levelling down rather than a levelling up. 

Dr. Getlen also questioned whether it was really nece,ssary 
to have set up hospital managemenX,committees throughout 
the countiy. Was there not some existing machinery whereby 
hospitals in small groups could have dohp the work without 
a new organization ? In his view there wa^no reason why the 
public health committees of local authorities should not have 
been the hospital management committees. It would have been 
a fine piece of integration if the public health committee of the 
local authority could have been made responsible for a group 
of hospitals, with the medical officer of health as chief officer. 
The setting up of additional committees with additional officers, 
while all the time there were standing committees democratically 


appointed, with officers of experience ready to hand to integrate 
the hospitals with the environmental health services, seemed a 
wasteful policy. 

' The M.O.H. and General Practitioners 

Dr. E. D. Irvine (Dewsbury) said that the present phase was 
one of expansion ; consolidation would come later. He dis- 
agreed with those who complained so bitterly about the divi- 
vision of responsibility between hospital boards and health 
authorities. Any integration of service depended much more 
upon good will than upon a tidy machine. Even the environ- 
mental health services were not administered in a tidy and 
simple fashion. His experience was that the greatest possible 
value attached to meetings between medical officers of health 
and general practitioners and consultants. As it was, the medi- 
cal officer of health had no place on regional board committees ; 
on hospital management committees he might or might nol 
have a place. His membership of the local medical committee 
was most valuable. In his area the general practitioners had a 
most friendly and co-operative attitude to other branches of the 
Service, but he wished that local medical committees could be 
established in smaller areas than counties so that other medical 
officers of health besides those of counties and county boroughs 
might take a useful place' on them. He believed in an all- 
purposes local health authority of moderate size in which social 
work could be linked up with environmental control. 

Dr. Bradley, from the chair, said that he thought Dr. Irvine 
might take it for granted that it was the generally accepted 
principle of those concerned in central administration that 
plenty of flexibility at the periphery was desirable, and if people 
at the periphery looked for opportunities to employ that fle.\i- 
bility nobody was going to get in their way. They were now 
watching a great new Service developing. 'They did not expect 
it to move smoothly at once, but they did expect it to move 
in the right direction. He asked whether in Northern Ireland 
the intimations of suspected tuberculosis were compulsory and 
whether any provision was made for payment of the notifying 
practitioner. 

Dr. Elder replied that in Northern Ireland the intimation 
of cases of tuberculosis by practitioners was not paid for. By 
Act of Parliament practitioners were required to report to the 
authority any suspected case ; there was a penalty under the 
Act, but it was not rigidly enforced, and indeed in practice the 
arrangement worked better than had been expected. Where 
they had expected 3,000 or 4,000 intimations they had had 
10,000. In general in Northern Ireland they believed in as much 
devolution of responsibility as possible. A question had arisen 
about general practitioners acting as obstetricians in smaller 
hospitals. Eventually it had been agreed that certain' hospitals 
of the cottage hospital type, set apart for normal midwifery, 
should continue to be served by general practitioners, subject, 
however, to two provisos: one, that the advice of a consultant 
obstetrician must be available for any complication, and the 
other, that the obstetrician should have the right to advise upon 
the competence of any general practitioner to do midwifery in 
these hospitals. 


MANAGEMENT OF RHEUMATIC FEVER 

A meeting of the Section of Medicine of the Royal Society of 
Medicine on October 25, Sir Adolphe Abrahams presiding, was 
devoted to a symposium on the management of rheumatic fever 
and its early complications. 

Dr. Paul Wood, like ensuing speakers, based his remarks 
on observations made at the Canadian Red Cross Memorial 
Hospital (Rheumatic Fever Unit) at Taplow. It was impor- 
tant, he said, in the management of rheumatic fever to detect 
the presence or absence of carditis. According to the literature 
the average proportion of cases in which carditis was present 
was 50% ; in the cases at Taplow it was 72%, but these were 
selected cases. Eight main signs of carditis were: (1) signifi- 
cant mitral systolic murmur ; (2) Carey Coombs sign ; (3) new 
or transient aortic diastolic murmur ; (4) cardiac enlargement ; 
(5) pericarditis ; (6) signs of heart failure ; and two electro- 
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c.irdiographic signs : (7) prolongation of the P-R interval ; and 
(S) the (^Tc sign. 

The mitral murmur was commonly long and loud. About 
45% of cases with loud murmurs developed mitral stenosis as 
against 9% of those with soft murmurs. The Carey Coombs 
sign had been found in 58 of the 75 cases with myocarditis. 
The murmur was permanent in the majority of cases. It went 
on or was recurrent until mitral stenosis developed. Carey 
Coombs had been right in supposing it to be due to organic 
mitral changes. An aortic murmur was heard in 44 of the cases. 
In the ordinarv' case little evidence of cardiac enlargement was 
seen radiologicall>, though a spurious enlargement was often 
noted. The heart enlarged with fever at any time and became 
smaller as the fever disappeared. Enlargement when due to 
heart failure was, of course, reversible ; if the patient’s condition 
improved the heart would become quite small. 

Pericarditis had been a source of great trouble. It was not 
known how to diagnose it with certainty. Only 25% of the 
cases had shown this condition. As for heart failure, they had 
been pleased, and perhaps surprised, to find that patients with 
right heart failure did not die suddenly, and thus it was per- 
missible to make investigations, of which at first they were very 
chary. He did not want to stress the electrocardiographic signs 
too much. The prolongation of the P-R interval occurred only 
tn about 10% of the group, but the Q-Tc sign was usefuL 
Dr. Wood concluded with a reference to rest and exercise. 
Before the principle of rest was given up, it was for the people 
who pleaded for exerdse to prove that it did no harm. 

Home or Hospital 

Dr. E. G. L. BywATERS reproduced an American estimate of 
the relative costs of care of the rheumatic case : 

Home care S 30-35 per month 

Foster-home care . . . . S 45-50 per month 
Convalescent home care .. S120 per month 
Hospital care 5400 per month 

If the home was well-to-do and the family physician avail- 
able, home care might be preferable, but in the majority of 
cases the pau'ent was better in hospital, preferably with a school 
attached. It was desirable that only one hospital should take 
care of the child. The first thing was to make sure that the 
case was really one of acute rheumatism. In a case of early 
osteomyelitis of the knee or hip it was better to start treatment 
with large doses of penicillin, even if the case proved eventually 
not to be one of rheumatic fever. 

Rheumatic fever was a self-limiting disease, and if the cardiac 
sequelae could be prevented it would be of no more importance 
than mumps. It was the general opinion that the heart would 
be damaged less if the demands made on it were cut down to 
basal requirements. The Taplow cases afforded no evidence 
in favour of early rising, but in Chicago the active life, inclu- 
ding boating and swimming, had been advocated, the only 
criterion being that the E.S.R. should begin to show a definite 
fall. Accepting rest as the most important measure in the 
treatment of cardiac rheumatism, for how long should the rest 
continue ? The speaker showed a complicated chart, including 
temperature, pulse, and many other records, from the study of 
which, he said, they might feel capable of arriving at a true 
judgment of the stage which the condition had reached and of 
the point at which the child should be allowed up. The sedi- 
mentation rate was one of the most useful criteria ; at Taplow 
it was estimated weekly. Salicylates produced a fall in the 
rate but this was capricious, and it was felt that attention should 
not be paid to the actual level of the sedimentation rate while 
the patient was being given salicylates. Weight changes, 
although slow, were reliable guides. Bed rest must be main- 
tained,~and then the patient should be got up gradually, a close 
watch being kept on all phases of his activity. 

Salicylates, although they had been in use for three-quarters 
of a century, still provoked a great deal of argument. They 
were able to do little more than relieve symptoms. They 
depressed the sedimentation rate not only in rheumatic but in 
non-rheumatic subjects. He did not think they actually cured 
the disease. 


Penicillin in Prophylaxis 

Dr. J. A. Pnr Evans said that workers in America and Aus- 
tralia had found that small doses of sulphonamides had some 
prophylactic value, but sulphonamides given over a long period 
might have a deleterious effect. Penicillin, on the other hand, 
was practically devoid of toxicity. In the experiment he 
reported one daily dose of 100,000- units of penicillin in 5% 
glucose was given before breakfast. This study had been 
carried out from November, 1946, to September, 1948, and 
concerned 165 children, with a control group of 145. The 
details of the study will be published, but Dr. Pitt Evans said 
that the evidence appeared to show that penicillin was of con- 
siderable value in preventing streptococcal infections — and con- 
sequently rheumatic relapses — among children in a convalescent 
home. 

Professor Robert Cruicksrvnk said that records of the pre- 
vious five years had shown something like a 50% relapse rate, 
but in this experiment the control cases did not show the inci- 
dence one would expecL The fact was that when a prophylactic 
measure affecting half a community was introduced the load of 
infection was considerably reduced, and therefore the rate of 
clinical infection expected from previous records might not be 
attained. Nevertheless, even the statistician would be satisfied 
that the penicillin was of value, and he was sure it was a 
method of prophylaxis to be followed up. 

In some further discussion Dr. T. F. Cotton said that the 
Government should be praised for what it had done in building 
up the national institution at Taplow. As for treatment, his 
experience led him to the conclusion that rest alone availed. 
Dr. Jenner Hoscin said it had been interesting to learn of the 
importance of the loud systolic murmur which was often heard 
in elderly patients and to which not much attention was paid. 
The pulse rate was not entirely reh'able, as it varied with the 
excitability of the child. 

Social Factors 

Dr. Gerald Slot mentioned the change in the type of 
rheumatism seen to-day as compared with that seen not many 
years ago. -In the early 'thirties and even later a common case 
of rheumatism seen at supervisory centres was the child with 
swollen joints, but this type of rheumatism did not seem to be 
as common as formerly. Dr. Slot also made some observa- 
tions on the social class from which the majority of rheumatic 
children came. A social survey in West London showed a 
large number of patients coming, not from the poorest class, 
but from the lower middle classes. He had been in touch with 
the medical officers of some of the largest public schools, and 
they declared that this was not a problem which affected them 
at all, yet in the rheumatism supervisory centres organized by 
the L.C.C. there was an overflow of cases. A theory which he 
thought he could disprove was that rheumatism was associated 
with dampness. Among children living in poor houses in river- 
side districts in London, where there was a lot of damp, he 
had -not found any unusual incidence of rheumatic cases, 
although, of course, the damp house also suggested general 
poverty and perhaps lack of supervision. He had also noticed 
that when the pains were only in the leg it was likely to be an 
orthopaedic problem, and when they were in both legs and arms 
there was more likely to be a rheumatic factor concerned. He 
did not find much help in the electrocardiogram ; when help 
was most needed it was least helpful. The sedimentation rate 
was of value, though he thought that in their eagerness to get 
hold of any method of assessment they tended to rely on it 
rather too much. It was a non-specific tesL He did not think 
that sah’cylates did any good beyond relieving pain. 


The Third Congress of the International Scientific Film Asso- 
ciation, which was recently held at Brussels, included fourteen 
delegates from Britain. The Royal Sodety of Medidne was 
among the bodies represented. The inaugural presentation of 
scientific films was attended by Her Majesty the Queen Mother 
of the Belgians, who later commented on the excellent quality 
of the British films shown. Information about the work of the 
Scientific Filra Assodation of Great Britain may be obtained 
from its secretary at 4, Great Russell Street, London, W.C.l. 
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R.M.B.F. Christaias Appeal 

Sir, — Extra comforts at Christmas time are a great help in 
time of need — the little extra coal, Jhe urgently needed warm 
clothing, the wherewithal to provide a real Christmas dinner. 
I appeal to members of the medical profession to bring these 
comforts to their less fortunate professional brethren, or to 
their widows and children who are beneficiaries of the Royal 
Medical Benevolent Fund. Not only will gifts bring them 
comfort and cheer, but their hearts will be warmed by the 
kind thought for them. 

1 hope that all, whether subscribers to the fund or not, will 
send donations to provide this little extra cheer, and that those 
who are not subscribers will become regular supporters of the 
medical profession’s own Benevolent Fund. Donations and 
subscriptions, marked “ Christmas Gifts," should be sent to the 
Secretary of the Royal Medical Benevolent Fund, 1, Balliol 
House, Manor Fields, Putney, London, S.W.15, and will be 
gratefully acknowledged. — I am, etc., 

Webb-Johnson, 

President, 

Royal Medical Benevolent Fund. 

Malignant Tertian Malaria 

Sir, — Your correspondent. Dr. P. Ross (October 22, p. 930), 
makes some sweeping statements about the clinical manifesta- 
tions of malignant tertian malaria. It would appear to me that 
the clinical descriptions of well-known and generally accepted 
aceds pernideux of this infection are thereby impugned. 

Most practitioners, I think, with an extensive experience of 
the vagaries of this type of malaria will agree with Sir Gordon 
Coveil (October 8, p, 773). His statements regarding the 
protean manifestations exhibited by Plasmodium falciparum 
tally with my own in European soldiers exposed to mass infec- 
tion under war conditions. I am certain that some exceptions 
have to be made in tropical natives, who may exhibit various 
degrees of immunity to subtertian malaria. That such immunity 
exists Is iiardly open to doubt, but numerous observers have 
■'rd\sn attention to the fact that they, too, may succumb to 
eerehral or abdominal malaria on being -exposed to a foreign 
sli iir, of P. falciparum. 

It lias been my misfortune to witness errors of diagnosis on 
nil ire than one occasion, and to have seen laparotomy per- 
fornicti on what Dr. Ross terms “ typical cases ’’ of subtertian 
nil. ana It would ill become me were I not conscious that 
acute appendicitis may occur during the course of malaria, or 
that .acute cholecystitis may be a sequel to it — not that surgical 
intervention may be indicated in these cases — whether malaria 
parasites are present in the blood or not. But to advise young 
practitioners going out to the Tropics to ignore the teaching of 
textbooks which are based upon long and hard-won experience 
of subtertian malaria in many lands and under many diverse 
conditions would be a betrayal of the truth. I would remind 
your correspondent that the chapter on malaria in Mattson’s 
Tropical Diseases was not composed in a day or even after a 
Hitting wartime experience. — I am, etc., 

LonJisn. W I. PhILIP MaNSON-BaHR. 

'Ajnfant Vaccination 

Sir, — D r. C. Killic^Alillard (October 22, p. 929) takes me 
to task for “ begging » the question ” of infant vaccination in 
the concluding paragraph of an article I contributed to the 
.Motttitly Bulletin of the Ministry of Health (1949, 8, 204). 
Dr. Millard’s dislike of infant vaccination is well known. Un- 
fortunately the evidence on which his views are based, and 
also those of many who disagree with him, is frequently 
distorted by less critical persons who seek to discredit not 
only infant vaccination but all vaccination against smallpox 


and, incidentally, immunization against diphtheria as well. This 
accounts, I think, for much of the reticence which at first sight 
might appear to be "question begging” in the references to 
this subject in official and other publications. 

In the article in question I did not attempt to discuss the 
pros and cons of infant vaccination, and most certainly did not 
intend to minimize its difficulties and dangers, of which I am 
well aware, as may be seen from an article on post-vaccinal 
encephalomyelitis to be found in an earlier number (1948, 7. 
72) of the same journal. 

During the last 18 months I have been able to meet doctors 
concerned with the control of smallpox in Holland, France, 
and other European countries as well as in the United States 
and Canada. All of them I found to be aiming, though with 
varying success, at a well-vaccinated child population as an 
important part of their own national defences' against small- 
pox. I vvas therefore concerned in my recent article to set 
out in some detail the current position of infant vaccination 
in this country and to point out that by our apparent neglect 
of this procedure we were giving the impression abroad that 
we were not regarding protection against smallpox as a serious 
matter at the present time. I submit that the paragraph quoted 
from my article can and should be read in that sense. — I am. 
etc., 

E. T. Conybeare. 


Post-operative Thrombosis 

Sir, — In these days when there is a more widespread aware- 
ness of venous thrombosis many clinicians, feeling that the earl> 
signs of calf thrombosis are sometimes slight and equivocal, 
are anxious to find some simple laboratory test which will 
give them courage in diagnosis and guidance in treatment. 
I was greatly interested by Mr. G. W. Vause Greig’s article 
(October 15, p. 845), because I feel sure that the paper of 
^ Cummine and Lyons' to which he refers has given rise to 
unjustifiable hopes of a simple diagnostic test for thrombosis 

VVhile there is commonly a fall in the coagulation time during 
or immediately after operation, most investigators have found 
that at a later stage there are rarely any significant changes 
This observation is valid whatever method is used for estima- 
tion of the clotting time. I recorded clotting times daily in the 
majority of cases in two general surgical wards for a period of 
three months in 1948, and I have never found this investigation 
of the slightest help in diagnosing post-operative thrombosis. 
In the several cases of undoubted thrombosis which occurred 
during this period the coagulation graph did not show aiiy 
significant change. In the present state of our knowledge it 
would seem that it is only by careful observation of the 
temperature chart and meticulous examination of the patient’s 
legs that an early diagnosis of thrombosis can be made ; it is 
perhaps remarkable that this essential practice is not even 
mentioned in Cummine and Lyons’s paper. 

Our experience with the fibrinogen-B test has been similar 
to that of Mr. Vause Greig, but positive results were obtained 
in a smaller proportion of cases. The finding of fibrinogen-B 
has borne no consistent relationship to the occurrence of 
thrombosis, and it has also been noted that not all samples 
of ^-naphlhol are suitable for this test. My colleague. Dr. 
W. G. Dangerfield, has prepared his solution by the method 
of Lyons and has commonly found that it does not turn brown 
on exposure to oxygen. Under these circumstances gel forma- 
tion does not occur. We cannot satisfactorily explain these 
results, although it may be that some preservative in the P- 
naphthoJ accounted for the failure of the test in many of our 
cases, since it was more often positive when older solutions 
were used., i 

The fibrinogen-B test, like the coagulation graph, is in my 
experience of no help to the clinician. There is as yet no test 
which will surely tell us which cases of thrombosis will advance 
and which will be spontaneously arrested. No test will relieve 
the clinician of the responsibility for careful daily observation 
of his patients, and in this he can be greatly assisted by resi- 
dents, nurses, and physiotherapists who are constantly alert for 
the early signs of thrombosis. 
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U would be most interestins to hear from others who have 
attempted to confirm Cummine and Lyons’s original work. — 
I am, etc., 

Radlclt, licrt-i. R- S. MURLEY. 

RznxzscE 

'.Bn/ /. SurS; 1948, 35. 337. 


Sir. — In lus article on post-operative thrombosis Mr. G. W. 
Vause Greig (October 15. p. 845) suggests that a positive- 
fibrinogen-B test in the post-operative period does not always 
predict that thrombosis will occur. Soon after operation I think 
this is true, and appreciation of this fact may prevent the 
indiscriminate prescribing of anticoagulant therapy based on a 
laboratory firdmg only. 

In assessing whether a patient is a candidate for thrombosis 
one should always take into consideration age, previous history, 
and the results of careful clinical observation and e.xamination. 
The use of anticoagulants in the post-operative period should 
not be undertaken' lightly. When they are used too early 
there is the danger of severe wound haematomata. When used 
prophylactically they should not be administered before the 
third day following operation and the danger of wound 
haematomata should always be borne in mind. 

Fibrinogen-B depends on the modificarion of fibrinogen by 
recently circulating thrombin in the blood stream. During and 
for some time after a surgical operation there must be some 
thromboplastin, liberated from tissue damage, which reacts 
with the prothrombin and calcium of the blood to produce 
thrombin. Therefore it is not surprising that following a 
surgical operation the plasma of the patient often gives a posi- 
tive” fibrinogen-B test. Since only a very small proportion of 
the patients develop a post-operative thrombosis, a positive 
fibrinogen-B test alone, soon after operation, is not sufficient 
evidence on which to predict whether a patient will develop 

a thrombosis. „ . . 

Mr. Greig appears to have used the fibiinogea-B test 
described by Cummine and Lyons.* I had the pleasure of 
discussing Dr. Lyons at Oxford last year the difficulties 
we were encountering with this test. He agreed with me that 
the original test did require some modifications. Since that 
time I have used with some slight modifications the test which 
he outlined as follows; 

Nine parts of blood are mixed with one pan of sodium o,ral3te 
solution (1.34%) and centrifugalized at about 3,500 r.p.m. for 
10 minutes. The plasma is then removed and 0.5-ml. portions 
pinctted into each of three small tubes of 8 mm. internal diameter. 
To one tube seven drops, to the second six drops, and to the third 
five drops of the |3-naphtboI reagent are added from a Pasteur 
Dinette The tubes are gently shaken and allowed to stand at room 
temperature for 10 minutes, after which they are tilled and examined 
for "el formation. A positive result shows definite gel formation in 
one or more of the tubes. In the case of negaUve results the contents 
of the tubes are milky, but there is no sign of gel. If the tubes ate 
cervtvifuged for one minute at about 2,500 r.pjn. and then resbaken 
the positive tubes show a defim'te coagulum, whereas the negative 
tubes show none or practicany none, when tilted horizontally and 


viewed from above. 

V/ith regard to the value of the capillary-tube method for 
estimating °whole blood coagulation time, it is now accepted 
as the iMSt accurate of such methods.’ Mr. Greig does not 
state at what temperature the clotting times vyere estimated. 
The variations in the temperature of the operating theatre and 
the wards at different times of the day could account for great 
variations in clotting time. There are of course other variables 
which affect this crude test. I therefore doubt whether the 
suggestion that “ thrombosis, if it does occur, probably starts 
du^ng or immediately after operation" can be confirmed by 
means of this lest. I am, etc., 

H. Lempert. 

REJTREJiCES 

1 Brit. J- Sum., 19^8, 35, 337. 
s Diggs and Ntacmiilaa» din. Path., 19-tS, 1, 269. 


Manchester. 


5 m Although I am aware of the many difficulties inherent 

in conducting an investigation of intravascular thrombosis I 
feel that certain statements in Mr. G. W. Vause Greig's paper 
(October (5, P- S45) should not pass unchallenged. With regard 


to the method, Cummine and Lyons* estimated the coagulation 
time daily, and twice daily if there was pyrexia, and they stress 
the considerable group variation that may occur from day 
to day, and, contrasting it with the less common individual 
variation, they emphasize that it is only the persistently low 
or persistently falling clotting time that is of progiiosuc import. 

When I had the opportunity a few months ago of discussing 
these tests with Lyons he again emphasized the importance of 
demonstrating this persistence, and pointed out that in his paper 
it was recommended that when the clotting time is below four 
minutes estimations should be made hourly during the follow- 
ing two hours ; only if during these three consecutive hourly- 
readings the clotting time remains persistently low should 
heparin be given. 

Sir. Greig divides his results into four groups as suggested 
by Cummine and Lyons, but he is wrong in attributing to these 
authors the statement that it is only in Group 4 that there is 
danger of thrombosis. On the contrary, it is only Group 1 
that is free from the danger. Patients in Group 2 are liable 
to thrombosis if they suffer from venous stasis or have had a 
previous thrombosis which can serve as a nucleus for further 
spread. Those in Group 3 have free thrombin in the circula- 
tion, and this has been seen as a primary phenomenon only 
after operation or parturition in the early stages before 
fibrinogen-B has had time to develop. It occurs usually as 
a secondary phenomenon following thrombosis and may then- 
herald disaster, especially if the primary thrombosis has 
occurred in the pulmonary circulation. Patients in Groups 2 
and 3 therefore require very careful observation both dinically 
and by laboratory investigation if thrombosis is to be prevented 
or diagnosed at its inception. 

The one case in Mr. Greig’s series which developed timom- 
bosis would appear, in the absence of amplifying detail, to 
support the theory of Cummine and Lyons. The sequence of 
events shown on the chart suggests to me that this patient bad, 
during her whole post-operative course, a tendency to throm- 
bosis, that she, in fact, had a minimal thrombosis on the sixth 
day, and that the fall in clotting time which began on the 
tenth day w-as a warn'mg signal to test again for fibrinogen-B. 
Whatever interpretation be placed on the events in this case 
it is clear that factors other than the clotting time in the 
presence of fibrinogetl-B must be taken into account when con- 
sidering, for example, intravascular thrombosis, venous stasis, 
tenderness in the calf, or pain on forced dorsiflexion of the foot. 

One would have liked to see stated in Nfr. Greig’s paper the 
criteria on which he would base a diagnosis of thrombosis. His 
confirmation of the fall in clotting time occurring in most 
patients during and immediately after operation is in iccord 
with the theory that the accelerated rate of clotting is due to 
circulating thrombin — an event which might reasonably be 
e.xpected to occur following the trauma of operation. 

There is, I think, general agreement nowadays that venous 
stasis and pressure on the calf veins during operation in associa- 
tion with circulatory thrombosis do cause minimal thrombosis 
in the small veins of the calf and that subsequent massive 
thrombosis is an extension of the process, and it behoves us 
therefore to seek carefully for this extension w-ith all the mWns 
at our disposal. While 1 am sure that Mr. Greig's observations 
arc correct, I think that they do not go far enough and afford 
no justification for his conclusions, and for the reasons given 
1 would deprecate their acceptance at the present time when 
post-operative thrombosis is still a major factor in otherwise 
successful surgery. — I am, etc., 

Lo.rdon.E.1. R- PoPHA-M. 

RErLR£j;CE 

J. Surj., 1943, 35, 337. 

“ - Toxoplasmosis 

Sir, — The report by Mr. A. B. Nutt and others of the second 
case of toxoplasmosis in England (October 22, p. 905) prompts 
me to record the probable diagnosis of a third. 1 have not 
previously reported this case, since there was no confirmation 
by serum tests or histology. .Most clinicians are now aware 
of the possibility of toxoplasmosis in considering the diagnosis 
of infantile encephalopathies. A tentative diagnosis has indeed. 



1046 Nov. 5, 1949 


CORRESPONDENCE 


QtUTtSU 

hUoicxL Journal 


become rather fashionable, but the paucity of case reports 
suggests that the disease is rare. Serum tests, however, seem 
often to give inconclusive results, and prolonged search may 
be required to show the parasite in sections of fatal cases. It 
is probably as well, therefore, to put on record cases in which 
there is a high probability of a correct clinical diagnosis, even 
in the absence of biological confirmation. 

The diagnosis in the case now reported rests upon the 
development in an infant of intermittent jaundice with 
steatorrhoea and acholic stools, enlargement of liver and 
spleen, progressive mental defect with blindness due to 
choroido-retinopathy, possibly deafness, and e.xtreme hypo- 
tonia'. No cerebral calcification was detected and there was 
no gross hydrocephalus. Dysplasia of the skull bones was a 
feature, but no pathological abnormality was detected in carti- 
lage bone. The infant died of bronchopneumonia. There was 
rhesus incompatibility with the mother’s blood, but no kern- 
icterus or other evidence of erythroblastosis. Syphilis, pan- 
creatic and parathyroid disease, and the storage diseases were 
excluded so far as possible. The parents were unrelated. 

The child, the third in the family, was a girl born in March, 1947. 
She was first seen at the age of 3 months. Birth weight was 3.3 kg. 
Delivery was spontaneous after a slow labour with uterine inertia. It 
is not certain whether normal meconium was passed. At the eighth 
or ninth day jaundice developed, with pale stools: the jaundice 
disappeared after some days, but the stools remained very pale and 
only showed an approach to normal colour towards the end of her 
life. Jaundice reappeared at intervals and was present at the first 
examination in June, 1947, when she appeared as a small but vigorous 
infant, with widely open skull sutures and open, large conjointed 
fontanelles. The skull circumference was 15 in. (38 cm.). The liver 
was moderately enlarged. She was admitted to hospital for study, 
and was found to have a severe steatorrhoea with normal lipase 
activity; trypsin was demonstrated by duodenal aspiration, which 
also showed some bile pigment. Radiographs of the skull showed 
no distinctive lesion and were later scrutinized for cerebral calcifi- 
cation without result. No diagnosis was made. She left hospital 
and was seen in September, aged 6 months. There was now obvious 
regression in activity: she could not raise her head, would grasp, 
but not reach out. The liver seemed larger. Bright blood had been 
seen in the stools on several occasions. Head circumference was 
16 in. (40.5 cm.). She was examined again in November and now 
failed to follow a light: the pupils gave normal reactions and there 
was no opacity in the media. A diffuse retinopathy was present, with 
much pigment gathered around atrophic patches. She gave no 
reaction to loud noises. The sutures and fontanelles were still widely 
open. 

• In February, 1948, she was reported nearly to have died during an 
’ of pneumom'a. She was examined again in March, now aged 
onths, when the only new facts noted were a palpable spleen 
the development of an extreme hypotonia. She died at home 

•■•(ly afteiwards. An autopsy revealed no light on the diagnosis. 
■ nero was no gross hydrocephalus: the liver was large (555 g.) and 
pale, the thymus large, and the suprarenals very small. Sections 
showed no evidence of storage disease nor of fibrocystic pancreas. 

The possibility of toxoplasmosis was not considered in this 
case until Jacobi and Segorin’s report appeared (Lancet, 1948, 
2, 926). Professor Beattie kindly examined the mother’s serum 
in February, 1949, with negative result, and on his advice fur- 
ther specimens were sent to Dr. Sven Gard at Stockholm. 
A positive test was found to a titre of 1:10 with freeze-dried 
serum, but a second examination with untreated serum gave 
no result. Sections from many organs were retrospectively 
examined for parasites without any being identified. — I am, etc., 

Farnborouth. Kent. DUNCAN LEYS. 

Operative Treatment of Varicose Veins 

Sir, — M r. J.- B. Oldham (September 10, p. 597) quotes me as 
carrying out the retrograde injection of varicose veins at the 
operatii^ of ligature of the saphena magna. I wish to confirm 
this and also state my present evaluation of this practice. 

I have just finished a three-year period, October, 1946, to 
September, 1949, during which most of the gross varicose veins 
under my care have been treated by the procedure of ligature 
at the groin or popliteal space and ankle, then internal mechani- 
cal abrasion of the saphena trunk, alternated by the fractional 
iMertion of P25G solution (phenol crystals 21%, glucose 25%, 
glycerin 25%, gelatin 0.25%) ; 1-2 ml. are inserted at a time. 


7 ml. being injected at the groin through the long needle, start- 
ing at the knee and withdrawing, and 5 ml. are similarly inserted 
at the ankle from the knee downwards. 1 am much indebted 
to Mr. Riddoch, of Birmingham, for demonstrating to me the 
internal abrasion and telling me of his phenol (2%) and glycerin 
(30%) sclerosing fluid. 

I have seen most patients since their operation at increasing 
intervals of one to six months, when visible and palpable varices 
have been injected as necessary with P25G solution. I am now 
examining them one to three years after this treatment. The 
results are excellent, and I am enthusiastic about the method. 

It is a compromise between effectively destroying the superficial 
varicose condition on the one hand and the danger of deep 
thrombophlebitis and a propagatory clot with embolism on 
the other. 

During these three years my assistants and I have dealt with 
over a thousand patients. There have been no fatalities, and 
so far as I am aware only two instances of mild deep thrombo- 
phlebitis (both completely recovered) and one of pulmonary 
embolus. The latter is approximately the expectation of 
embolism after any surgical operation. I have made a point 
of inspecting all old patients. This method is effective and safe. 
Elsewhere I shall record an experimental variation which 
proved not to be safe nor so simple, and which demonstrated 
by contrast the effectiveness and innocuousness of the above 
technique. 

With regard to chronic ulcers of the-leg, may 1 say that no 
matter what the cause, and they are numerous, the treatment 
is almost the same. A bandage (not “ elastoplast " ; “ lestre- 
flex," or diachylon are less irritant and as effective) applied after 
the principles and practice laid down by Dr. Baynton in 1797 
and by Mr. Dickson Wright from 1929 onwards by a trained 
and careful medical man will achieve what patients consis- 
tently describe as a “ miracle of healing.” Ointments, “ sulpha ” 
drugs, and penicillin creams, generally used and'often ineffective, 
can be finally abandoned. — I am, etc., 

London, W.l, HaROLD DOOD. 

Modern Trends in Radiology 

Sir, — It is now time for someone to write in support of 
Dr. James F. Brailsford and his views (October 1, p. 724). 
for he is not wholly wrong ; indeed, he may well be largel) 
right. As a specialist who tries to place his specialty in 
perspective and to prevent its abuse he deserves commenda- 
tion and not castigation. His reward, however, is denuncia- 
tion ; and the tone of some letters in your issues of October 15 
and October 22 suggests that their authors would feel much 
more at ease if Dr. Brailsford’s views were suppressed. If so. 
then these views merit increased attention. I 

It seems futile to deny or ignore the truth of jone main con- { 
tention— namely, that radiography is being used extravagantly. I 
For years a progressive increase in requests for .t-ray exami- j 
nation has been apparent; truly the period of idolization is,' 
well under way. It would be reassuring to believe that,'-' 
such requests were based on sound clinical judgment 
' showed no taint of desire to drop the substance for i 
shadow. The evidence is to the contrary. Some doct'/ 
moreover, nursing their bete noire of the insidious or atypn 
case and determined not to be caught out thereby, mr , 
requests for x-ray examination on the flimsiest pretexts, a 
while this determination is unquestionably laudable it wouk, 
be more convincing if it showed a wider range and more 
discriminate selection of special examinations — e.g., the less ' 
convenient and less glamorous bacteriological examination of 
human excreta which may be even more important. Again, the 
unenlightened demands of patients themselves play some part ; 
groundless fears can often be allayed in this way, so a radio- 
graph is prescribed with or without medicinal adjuncts b^ut 
certainly with more therapeutic effect. 

The growing subservience to an instrument which has re- 
ceived' medical acclaim. Government approval, and legal 
recognition is shown by the numbers and variety of cases 
now sent for x-ray examination in which radiography is 
unlikely to be of any value and therefore wasted. Many 
patients with chnically average and recognizable conditions. 
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such as bronchitis, mitral stenosis, congenit.il liydrocephalus, 
are sent for plain radiography “just in case.” !n case of what ? 
Is there, then, no pattern of disease ? The same attitude is 
manifest in eases «ith definite lung disease: the repeated routine 
radiography of firmly calcified lesions, of inert fibrosis, of estab- 
lished bronchiectasis : the anxious scanning of the shadow of 
a tuberculous lesion for actiiity in an effort to read what may 
not be written. \Vh\ this monotonous and melancholy admis- 
sion of the master) of matter over mind ? Obviously the com- 
plete diagnosis is expected. Precise analog) is difficult, but 
there is some similarit) in this to the diagnosis of a weighing- 
machine, which, by showing a person’s weight on one side of 
a card, demonstrates thereb) its competence to reveal his 
character on the other. 

The proper function of radiography is to serve medicine and 
not to usurp iu place. Nexerlheless it is a powerful instrument, 
worthy of a high place. It is, however, unusually open to 
abuse, from which it must have protection. It will not be 
protected by passive silence, nor by adopting the oblique 
suggestion made to you. Sir, that Dr. Brailsford might be 
“ muzzled “ bv denying him “ space in a scientific journal.” 

I hope )OU will be able to give him as much space as he needs. 
— I am, etc,, 

Glasgow. f* GEStMILI.. 

Tuberculosis : Certain Une.xplained Mortality Figures 

Sir, — I should be very much obliged if you would permit me 
to reply briefly to Dr. Ian Sutherland’s letter (October 15, 
p. 869) in order to correct certain misconceptions and inaccu- 
racies. Dr. Sutherland’s views on the mortality due to respira- 
tory tuberculosis in Scotland and England and Wales are, as far 
as they refer to my letter (September 24, p. 706), utterly beside 
the point. I was not concerned, as he erroneously assumes, with 
deciding whether the mortality due to respiratory tuberculosis 
in Scotland in young adults was or was not worse than it is 
in England and Wales. Nor was Mr. Walter Elliot’s address 
(August 6, p. 297) concerned with this question, for the simple 
reason that the north-south gradient of mortality due to 
tuberculosis is a long-established fact Mr. Elliot’s problem, 
and mine, was the deterioration of the crude death rate in 
Scotland since 1939, for which I have suggested the ageing 
of the population as a possible cause, operating, maybe, in 
conjunction with other causes. 

I have not, as Dr. Sutherland inaccurately states, claimed to 
explain most of the changes in the death rate for tuberculosis 
since 1939. On the contrary, I have emphasized that the 
statistical explanation for the deterioration of the crude death 
rate did by no means exclude a concomitant rise in the age- 
specific death rate of young persons. 

The third inaccuracy in Dr. Sutherland’s letter is the state- 
ment that I had failed to make a full examination of the 
mortality at specific age groups, and this misstatement seems to 
recoil upon the critic himself. For not only has he overlooked 
tuL.,, table in which mortality due to respiratory tuberculosis for 
'fie,Mes and females in the relevant four age groups is given 

y>m 1939 to 1946, and from which certain conclusions were 
esuiwn, but he has failed himself to look at his own figures 
as lording to which the mortality of males in Scotland per 
staiusand living has changed (by age groups) as follows : 

T ■ 15-24 25-34 35-44 45-54 

I 1939-11 .. SO 105 105- 115 

1945-7 .. 82 IM '100 113 

The rate has thus dropped in three age groups and not risen 
sicnificantly in the fourth. All this is contrary to his conclusions 
and confirms mine. 

Apart from this, it is even misleading to declare that “these 
mortality rates are unaffected by changes -in the age distribu- 
lion of the population.” Since each of the age groups com- 
orises 10 years of age, these rates are really crude death rates 
for each of the four decades in question. Comparisons on 
the basis of such rates between different countries or different 
periods are therefore valid only under the assumption that the 
two age distributions within the lO-year age groups are identi- 
cal. it goes without saying that such an assumption is not 
always justified, and the greater the difference between the 


overall age distributions of the two countries or in the two 
periods the less justifiable becomes the assumption. This must 
be kept in mind when considering the rise in the death rate 
for older people, males (55 and up), in Scotland. 

The comparison with England and Wales in my own letter 
xvas not intended to show, as Dr. Sutherland seems to imply, 
that there was no difference in the mortality due to tuberculosis 
in the two countries, England and Wales and Scotland, but, on 
the contrary, to explain why the movement of the death rates 
in the two countries was different. As regards his conclusions 
about the female age group between 15-34, he has overlooked 
that I have already drawn attention to the fact that for this 
female age group we must assume a physical cause responsible 
for the deterioration in’ the death rale and that the statistical 
explanation was not to be adopted there. — am, etc., 

Bmiol. G. Herd.xn. 

Chloramphenicol in Typhoid Fever 

Sir, — I was very interested in the article by Dr. J. C. Pate! 
and his colleagues on chloramphenicol in typhoid fever 
(October 22, p. 908). It appears to me that there may be 
some significance — from a therapeutic point of view — in the 
fact that of sLx typhoid cases treated three died — all within 
48 hours of treatment being commenced (at 48 hours, 26 hours, 
and 40 hours). It appears that the mode of death in the 48- 
hour case was circulatory failure ; the authors write, “ Whethe.- 
this was due to the drug or the disease is difficult to say.” As 
regards the 40-hour ease, there was hyperpyrexia and circula- 
tory failure, and the authors say that " it could well have been 
hyperpyrexial reaction during the course of the disease, or it 
may have been due to rapid lysis of a large number of 
organisms.” 

I take it that a hyperpyrexial reaction in the course of the 
disease fs likely in itself to be due to an additional release of 
endotoxin from lysis of organisms, anckif this is so the problem 
is whether the body unaided would have induced the lysis at 
that particular time anyhow or whether it is more likely to 
have been a genuine combined operation of body plus drug 
In the 26-hour case the authors say, "’Probably chloramphenicol 
did not get a chance to act.” Is it quite certain that this is so ? 
According to the pamphlet issued with the drug, ma.ximum blood 
levels can apparently be quickly achieved, at any rate in normal 
health, and, given adequate absorption, I think it unproved that 
26 hours is too short a time in which to achieve appreciable 
action. I think it is therefore not impossible that chlor- 
amphenicol given in maximum dosage to a hypertoxic patient 
may be capable, by causing a sudden additional release of 
endoto.xin, of precipitating a grave situation. Dr. F. Murga- 
troyd, in a description of a case of typhoid fever treated with 
chloramphenicol (May 14, p. 851), says, “ In the first 24 hours 
the patient’s general condition became markedly worse, and 
this gradually improved.” It is true that two recent cases of 
paratyphoid fever successfully treated with chloramphenicol at 
this hospital did. not demonstrate a clinically perceptible initial 
deterioration, but they were of favourable age groups (41 years 
and 19 years) and though poorly were not hypeno.xic. 

If there is a danger of this effect it would be nothing new in 
medicine. It is true that in our use of sulphonamides and 
penicillin bold tactics in early dosage are advised and arc both 
safe and rewarding. It does not follow', however, that in severe 
cases the first grand onslaught of the drug may not increase 
discomfort from toxaemia, though not to a dangerous degree. 
I have, however, no proof that this does occur in the treat- 
ment of coccal and bacillary infections with these drugs. 

The matter is otherwise in antisyphilitic therapy, where in 
certain types of tertiary lesions it is well known that a dangerous 
Jarisch-Herxheimer reaction can ’oe set in motion by unduly 
comprehensive early therapy. The danger here is not from 
to.xaemia but from a too extensive clash of drug and organism. 
The parallel is perhaps closer in malaria, where " the sudden 
destruction of such a large number of parasites as is effected 
by intravenous quinine may liberate a dangerous or even fatal 
amount of toxin into the blood stream” (Lipscomb, F. E., in 
Conybeare’s Textbook of Medicine. 1945, p. 179). 

Finally, in the treatment of human brucellosis due to Br. 
melilensis in Mexico with “ aureomycin,” Spink and bis 
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colleagues (J. Amer. med. y4w., 1948, 138, 145) speak of a 
sharp reactive rise of temperature on beginning treatment and 
mention the occurrence in some cases of an alarriiing temporary 
fall of blood pressure. They recommend a smaller initial dose 
of aureomycin (in the first two days) to overcome this effect. 
Possibly in the treatment of the more severe cases of typhoid 
fever with chloramphenicol a similar strategy might be the safer 
course. — I am, etc., 

Coventry. . J. F. G ALPINE. 

Tlie Acute Throat 

Sir, — It is good to find more space in the Journal being 
devoted to subjects of particular interest to general practi- 
tioners, and I am sure most of us will have derived benefit 
from Dr. T. Anderson’s article on “ The Acute Throat " 
(October 15, p. 860). Nevertheless I feel that one statement 
made by Dr. Anderson should not go unchallenged. Of 
siilphonamides he writes, “The efficacy of these drugs has 
never been convincingly demonstrated in such conditions. 
Since they are undoubtedly to.xic materials, carrying appreci- 
able risks of sensitization, their administration is inadvisable, 
and in certain conditions may even be dangerous.” 

Probably everyone will agree with Dr. Anderson that the 
complaint of sore throat is one of the commonest made to the 
doctor, and further that outbreaks of acute tonsillitis are most 
frequently streptococcal in origin. I was taught, and my very 
limited experience has confirmed, that sulphonamides are of 
very great benefit in streptococcal infections. It is hard, there- 
fore, to understand Dr. Anderson’s first sentence in the para- 
graph quoted above. Surely the effect of sulphonamides in 
streptococcal infections is not doubted. 

The alternative is penicillin. I agree that local therapy with 
lozenges is completely inadequate, and therefore intramuscular 
injections are necessary. Their efficacy is not doubted, but 
to suggest to a busy G.P. that he administer four-hourly injec- 
tions of penicillin to all but the mild throat infections (for 
which aspirin, etc., are effective) is to suggest the impossible. 
He would not get through his day’s work in 24 hours. Alterna- 
tively, to suggest that he give two or three injections of procaine 
penicillin for the first day and then carry on injections for seven 
days also demands very considerable time, and is in my opinion 
unnecessary in the great majority of cases if sulphonamides are 
used. 

Further, while the difficulty of examining the, writhing 
voungster is dealt with, no mention is made of the writhing 

jngster waiting for his second or third injection. The G.P. 

wise to heed the comfort of his patients, particularly children. 
Most of them will take crushed tablets, but in any case there 
are now available elegant raspberry-flavoured preparations of 
sulphonamides which are quite palatable. But not many submit 
to repeated injections of penicillin without a struggle, and some 
put up a resistance that professional fighters' might envy. 

I feel it would be better to reserve penicillin for those cases 
due to organisms which are penicillin-sensitive but which 
sulphonamides do not affect, and also to use it in conjunction 
with sulphonamides for the very severe streptococcal cases. To 
sum up, I should say that, while sulphonamides are undoubtedly 
toxic and certainly carry some risk of sensitization, and while 
in some conditions they may even prove dangerous if used 
injudiciously, nevertheless, and bearing these facts in mind, 
they are by far the most useful drugs at our disposal for dealing 
with these conditions in general practice. — I am, etc., 

Harrocaic. D. C. WiLLUMS. 

Sir. — I n the article by Dr. Thomas Anderson on the acute 
throat (October 15. p. 860) the use of bismuth in the treatment 
of acute non-specific infections of the throat and upper respira- 
tory tract is not mentioned. I feel this method of treatment 
merits wider recognition thaA it has received in this country. 

The original paper on its use\by Monteiro, of Rio de Janeiro 
{Aim. Oto-Iaryng., 1934, 4, 55^, was followed by 46 papers 
in South America in seven years which corroborated his 
original work and verified his conclusion that bismuth therapy 
was specific in effecting recovery in the majority of these infec- 


tions in 48 hours. The need for intramuscular Injection appears 
to have been the main objection to its use in the treatment of 
these infections, but with the introduction by J. S. Stovin in 
1944 of the rectally absorbed compound bismuth heptadiene- 
carboxylic acid this disadvantage disappears. 

Following the reports of successful results in many papers, 
a trial was undertaken in 1947 in the Queen Elizabeth Hospital 
in Birmingham, but as the salt used by Stovin was not avail- 
able my colleague. Professor K. D. Wilkinson, suggested the 
use of bismuth et sodii tartras {B.P. Add. J), 1 gr. (65 mg.) of 
the salt in 15 gr. (1 g.) of cocoa butter used as a rectal sup- 
pository. This was described by us in articles published in the 
Birmingham Medical Review (1947, 15, 170). 

Our conclusions at that time were favourable, and experience 
during the past two years has supported this view. In my 
department in the Queen Elizabeth Hospital some 65 cases 
have now been treated by this method. They fall into two 
groups. The first were cases of continued pyrexia following 
tonsillectomy and other surgical procedures, and in these we 
found in four out of five cases the temperature became normal 
within 24 hours of the use of the bismuth suppository’. The 
second, a smaller group, were members of the staff of the 
hospital suffering from acute tonsillitis, and although failures 
have occurred successful cases have been in the majority. The 
high proportion of- successful results in this small series of cases 
suggests that bismuth therapy should be the primary treatment 
in acute tonsillitis, and encourages us to hope that with its use 
both the period of disability and the incidence of complica- 
tions will be much reduced. — I am, etc., 

Birmingham. W. StIRK AdaMS. 

Sir. — I have been disappointed with the first of your refresher 
courses in one respect — that of treatment. The author’s treat- 
ment is the old-fashioned one of gargling, inhalations, and 
aspirin. Penicillin is discouraged and sulphonamides contra- 
indicated. 

May I state that my experience is opposed to this ? With 
sulphonamides patients feel much better in 24 hours, with no 
temperature and little pain or discomfort. Children especially 
respond well, and complications such as otitis are avoided. 
May 1 ask what controlled experiments have tltrown doubt 
on the efficacy of sulphonamides 7 — I am, etc., 

Birkenhead. A. V. RuSSELL. 

Teaching of Physiology 

Sir, — ^T he question raised in Professor D. H. Smyth’s letter 
(October 8, p. 813) regarding restrictions on the iise of animals 
— in particular, dogs and cats — in the teaching of physiology 
in this country is, I feel, an interesting one, for no one seems 
to have stated clearly what these undesirable restrictions are. 
I can assume that no leading physiologist in this country would 
advocate entirely unrestricted vivisection for all and sundry. 
Let us then examine the restrictions as they exist to-day in the 
terms of the Cruelty to Animals Act (1876). I find that they 
are six in number, and in all but two the provisions can be 
avoided by obtaining the necessary certificates to prove that 
such restrictions would frustrate the experiment or the advance- 
ment of science. 

The two exceptions are those which (1) forbid experiments 
for the attainment of surgical 'Skill, and (2) forbid exhibitions 
in public. I suppose there is no responsible person who. would 
wish to remove the second of these. The first does not concern 
the physiologist, and therefore need not concern us at tlie 
moment, but, in passing, I would say that I have never heard 
it stated that British surgeons are any whit inferior to surgeons 
of other countries on this account. 

Now the certificates which are granted by the Home Office 
(supplementary to the licences) must be signed in the first place 
by one or more responsible persons, including the presidents 
of the Royal Colleges, medical or veterinary. They permit the 
following procedures: (1) experiments on animals in illustra- 
tion of lectures before students ; (2) experiments not directly 
for the advancement of physiological knowledge, and repetitive 
experiments to test former discoveries ; (3) experiments dispens- 
ing with anaesthetics if they would interfere with the success 
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or object of the experiment ; (4) recovery of the animal from 
the anaesthetic and observation for prolonged periods if killing 
the animal would frustrate the object of the expenmenl ; (5) the 
use of cats. dogs, horses, asses, or mules if the particular animal 
can be shown to be necessary to the success of the experiment. 
In each case, it should be clearly understood, the certificate 
must state that the particular dispensation required is neces- 
sary ; thereafter the granting of the certificate by the Home 
Ofiice follows as a matter of course — at any rate I have never 
neard of an instance in all the 73 years of the Act in which it 
has been refused. Is it suggested that the eminent signatories 
refuse to countenance scientific investigation of value, or that 
types of experiment not deemed necessary to such investigation 
should still be performed at the whim of the research worker ? 
.May we be informed to which restrictions under the Act 
objection is taken 7 

There is, indeed, a " pain clause ” which should be mentioned. 
It is attached to all certificates and is sometimes claimed to be 
a “ restriction.” It says that any animal in severe or prolonged 
pain must be painlessly killed even if the main result of the 
experiment has not been achieved ; but even after this point the 
'animal may still be in moderate pain which the experimenter 
thinks will not endure without his being required to kill it. 
Since, however, there is no standard, nor can be any, of what 
constitutes severe pain or prolonged pain, it is difficult to see 
that the e.xpenmenter need be hindered in his work. At any 
rate I should be glad to hear of any instance in which it has 
been put into effect Is it felt that this “condition” restricts 
the teaching of phjsiology? 

An answer to these questions would, it seems to me, clarify 
the issue. — I am, etc.. 


Cambgtley. Surrey 


M. Beddow Bayly. 


A Long Gestation 


StR,— As there has been a great deal of discussion recently 
of the length of the human gestation period, I thought you and 
your readers might be interested in the appended extract from 
the Sasa of the Volsungs, describing a six-year gestation period 
terminated by caesarean section. The Saga of the Volsungs in 
written form dates from about the twelfth century, but was 
probably handed dow'n for many centuries orally, 

“ So, as the tale tells, the queen soon knew that she was big 
with child but a long time wore or ever she might give birth to the 
child • so it befell that the king must needs go to the wars, after the 
custom of kings, that he may keep his own land m peace: and m 
this journey it came to pass that Rerir fell sick and got his death, 
bein" minded to go home to Odin, a thing much desired of many 
folk°in those davs. Now no otherwise it goes with the queen’s 
sickness than heretofore, nor may she be lighter of her child, and 
sLx winters wore away with the sickness still heavy on her; so that 
at the last she feels that she may not live long ; wherefore now she 
bade cut tlie child from out of her; and it was done even as she 
bade; a man-child was it, and great of growth from his birth, as 
might well be ; and they say that the youngling kissed his mother or 
ever she died ; but to him is a name given, and he is called Volsung.” 
(William Morris’s translation.) 

I know little or nothing of anthropology, but it has always 
seemed to me that the story of the si.x-year gestation period may 
have arisen from a custom, mentioned in the Old Testament, of 
heirs being produced for a man who died without issue by 
impreenation of the widow by the dead man’s brother or other 
near relative ; and that in the case of Volsung the widow of 
Rerir did not become pregnant for sLx years after his death. — 


I am, etc., 

CrciDoriie, New South Wales. 


Madeline N. Gors. 


Congenital Pyloric Stenosis 
The following report of three cases of congenital hyper- 
trophic pyloric stenosis in one family may be of interest in view 
of Dr. J.'l. Adlington’s report (October 1, p. 740). The inci- 
dence in three brothers is rare. The children here described were 
the first, second, and third children ; the fourth— a girl— was 
completely unaffected. 


Case 'I . — The first child, weighing 7 Ib. 5 oz. (332 kg.) at birth, 
was admitted to the Royal Aberdeen Hospital for Sick Children on 
February 24, 1939, at the age of 5 weeks, with a history of vomiting 
after most feeds since 3 weeks old. The feeding had been changed 
from breast milk to lactic-acid milk, then to Nestid’s, and then to 
cow’s milk, with some improvement in the condition for a few 
days after each change. The child was always hungry for feeds 
and had been constipated for eight days prior to admission. Peri- 
stalsis was noted, and soon after feeds projectile vomiting occurred. 
A pyloric tumour was palpable in the epigastrium to the right of the 
mid-line. Rammsiedt's operation confirmed the diagnosis, but the 
child died si.\ days after operation. Post-mortem examination 
revealed a generalized peritonitis. 

Case 2 . — ^The second child was bom on January 12, 1940, and 
admitted to hospital on February 2, 1940, at the age of 3 weeks. The 
history was that three days before admission the boy, who was well 
apart from mild icterus which dated from birth, started vomiting 
about half an hour after feeds. The vomit was not projectile but 
was copious. Constipation had been troublesome for a week. In 
hospital he was found to be moderately dehydrated and the abdomen 
was distended. Some jaundice was present. Visible peristalsis 
occurred and vomiting of a forcible character persisted after every 
feed. After correction of dehydration Rammsiedt’s operation was per- 
formed on February 5, and a typical pyloric tumour was incised- 
The condition after operation w'as good. Gastric lavage on one 
occasion showed a small amount of fresh blood, but all feeds were 
taken well and retained. Progress was satisfactory, and he was 
discharged 10 days after operation. FoIIow-up, four, eight, and 
16 weeks later, showed that he was a keen, bri^t child,' and was 
well nourished. Development was normal. 

Case 3 . — ^The third male child of the family was bora on January 
3, 1943, and was breast-fed for three weeks. Feeding was then 
changed to dried milk because of repeated small vomits after feeds. 
The baby was constipated. By the age of 8 weeks the feeding had 
been changed three limes without any improvement in the vomiting 
or constipation, and it is remarkable that the condiu’on was not 
suspected by the parents. When the ’infant was brought to hospital 
the vomiting was projectile, peristalsis was visible, and a pyloric 
tumour palpable. Two days after admission the boy was operated on 
and the thickened pyloric muscle incised down to the mucosa. After 
operation there was slight sickness, which was controlled for three 
days with ** eumydrin.” The child was discharged 13 days after 
operation, taking full feeds and gaining weight steadily. 

In the later history of the two surviving brothers it is perhaps 
worthy of note that both boys had infantile eczema during the first 
year and both required removal of tonsils and adenoids at the same 
time in December, 1945. Subsequently, in May, 1947, both boys 
were in hospital at the same time for appendicectoray — in each case 
a history of acute severe abdominal pain with vomiting being given. 
The appendix of both children was inflamed and infected^jhat of the 
younger sfaowng pns and incipient abscess formation. Inquiry into 
the family history has not revealed any other known relative in whom 
pyloric stenosis has occurred. The parents are not consanguineous. 
Both boys are at present in excellent health. The cases were admitted 
to the Royal Aberdeen Hospital for Sick Children under the care 
of Professor John Craig, who has kindly given permission for the 
publication of this' report. My thanks are due to him for his help 
and advice. 

— -I am, etc., 

AberCees. JOAN M, BURRELL. 


Dysentery in Monkeys 

Sir, — ^With reference to the letter by Dr. R. E. Rewell and 
Colonel R. F. Bridges (October 15, p. 876), at the Central 
Research Institute, KasauH, India, in 1940, in the search for 
a suitable antigen to be used in the event of epidemic dysentery 
in war, menkeys were used by me as experimental animals. 
These were immunized with a Flexner strain of antigen isolated 
from a suffering monkey and closely related in antigenic content 
— shown by Reciprocal absorption tests — though not exactly 
similar, to one of the commoner Flexner human types. It was 
found that these am’mals could be immunized by doses of a 
detoxicated vaccine, details of the preparation of which can be 
seen in a paper published in 1942 (Ind. J. med. Res., 1942, 30, 
213). The result of this research in the monkey as the -experi- 
mental animal, using its own infective bacterium as antigen, 
added much to my belief in the efficiency of parallel methods 
of preventive T.A.B. immunization in man. — I am, etc., 

Glasgow. W. Leonard Forsyth. 
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colleagues (/. Amer. ined. Ass., 1948, 138, 145) speak of a 
sharp reactive rise of temperature on beginning treatment and 
mention the occurrence in some cases of an alarming temporary 
fall of blood pressure. They recommend a smaller initial dose 
of aureomycin (in the first two days) to overcome this effect. 
Possibly in the treatment of the more severe cases of typhoid 
fever with chloramphenicol a similar strategy might be the safer 
course. — I am, etc., 

Covcniry. * J. F. GaLPINE. 


Tlie Acute Throat 

Sir, — It is good to find more space in the Journal being 
devoted to subjects of particular interest to general practi- 
tioners, and I am sure most of us will have derived benefit 
from Dr. T. Anderson’s article on “The Acute Throat" 
(October 15, p. 860). Nevertheless I feel that one statement 
made by Dr. Anderson should not go unchallenged. Of 
sulphonamides he writes, “ The efficacy of these drugs has 
never been convincingly demonstrated in such conditions. 
Since they are undoubtedly toxic materials, carrying appreci- 
able risks of sensitization, their administration is inadvisable, 
and in certain conditions may even be dangerous.” 

Probably everyone will agree with Dr. Anderson that the 
complaint of sore throat is one of the commonest made to the 
doctor, and further that outbreaks of acute tonsillitis are most 
frequently streptococcal in origin. I was taught, and my very 
limited experience has confirmed, that sulphonamides are of 
very great benefit in streptococcal infections. It is hard, there- 
fore, to understand Dr. Anderson’s first sentence in the para- 
graph quoted above. Surely the effect of sulphonamides in 
streptococcal infections is not doubted. 

The alternative is penicillin. I agree that local therapy with 
lozenges is completely inadequate, and therefore intramuscular 
injections are necessary. Their efficacy is not doubted, but 
to suggest to a busy G.P. that he administer four-hourly injec- 
tions of penicillin to all but the mild throat infections (for 
which aspirin, etc., are effective) is to suggest the impossible. 
He would not get through his day’s work in 24 hours. Alterna- 
tively, to suggest that he give two or three injections of procaine 
penicillin for the first day and then carry on injections for seven 
days also demands very considerable time, and is in my opinion 
unnecessary in the great majority of cases if sulphonamides are 
used. 

Further, while the difficulty of examining the, writhing 
youngster is dealt with, no mention is made of the writhing 
oungster waiting for his second or third injection. The G.P. 

wise to heed the comfort of his patients, particularly children. 
Most of them will take crushed tablets, but in any case there 
are now available elegant raspberry-flavoured preparations of 
sulphonamides which are quite palatable. But not many submit 
to repeated injections of penicillin without a struggle, and some 
put up a resistance that professional fighters might envy. 

1 feel it would be better to reserve penicillin for those cases 
due to organisms which are penicillin-sensitive but which 
sulphonamides do not affect, and also to use it in conjunction 
with sulphonamides for the very severe streptococcal cases. To 
sum up, 1 should say that, while sulphonamides are undoubtedly 
toxic and certainly carry some risk of sensitization, and while 
in some conditions they may even prove dangerous if used 
injudiciously, nevertheless, and bearing these facts in mind, 
they are by far the most useful drugs at our disposal for dealing 
with these conditions in general practice . — 1 am, etc., 

Hacrosaic. D. C. WlLLUMS. 


Sir. — I n the article by Dr. Thomas Anderson on the acute 
throat (October 15, p. 860) the use of bismuth in the treatment 
of acute non-specific infections of the throat and upper respira- 
tory tract is not mentioned. I feel this method of treatment 
merits wider recognition tharliJt has received in this country. 

The original paper on its usAby Monieiro, of Rio de Janeiro 
{Ann. Oto-laryng., 1934 , 4 , 55 ^, was followed by 46 papers 
tn South America in seven years which corroborated his 
original work and verified his conclusion that bismuth therapy 
was specific in effecting recovery in the majority of these infec- 


tions in 48 hours. The need for intramuscular injection appears 
to have been the main objection to its use in the treatment of 
these infections, but with the introduction by J. S. Stovip in 
1944 of the rectally absorbed compound bismuth heptadiene- 
carboxylic acid this disadvantage disappears. 

Following the reports of successful results in many papers, 
a trial was undertaken in 1947 in the Queen Elizabeth Hospital 
in Birmingham, but as the salt used by Stovin was not avail- 
able my colleague. Professor K. D. Wilkinson, suggested the 
use of bismuth et sodii tartras {B.P. Add. 1), 1 gr. (65 mg.) of 
the salt in 15 gr. (1 g.) of cocoa butter used as a rectal sup- 
pository. This was described by us in articles published in the 
Uinninghani Medical Review (1947, 15, 170). 

Our conclusions at that time were favourable, and e.xperience 
during the past two years has supported this view. In my 
department in the Queen Elizabeth Hospital some 65 cases 
have now been treated by this method. They fall into two 
groups. The first were cases of continued pyrexia following 
tonsillectomy and other surgical procedures, and in these we 
found in four out of five cases the temperature became normal 
within 24 hours of the use of the bismuth suppository. The 
second, a smaller group, were members of the staff of the 
hospital suffering from acute tonsillitis, and although failures 
have occurred successful cases have been in the majority. The 
high proportion of successful results in this small series of cases 
suggests that bismuth therapy should be the primary treatment 
in acute tonsillitis, and encourages us to hope that with its use 
both the period of disability and the incidence of complica- 
tions will be much reduced. — I am, etc., 

Birmingham. W. STIRK AdaMS. 

Sir, — I have been disappointed with the first of your refresher 
courses in one respect — that of treatment. The author’s treat- 
ment is the old-fashioned one of gargling, inhalations, and 
aspirin. Penicillin is discouraged and sulphonamides contra- 
indicated. 

May I state that my experience is opposed to this ? With 
sulphonamides patients feel much better in 24 hours, with no 
temperature and little pain or discomfort. Children especially 
respond well, and complications such as otitis arc avoided. 
May I ask what controlled experiments have tlirown doubi 
on the efficacy of sulphonamides ? — I am, etc., 

Birkenhead. A. V. RUSSELL. 

Teaching of Physiology 

Sir, — T he question raised in Professor D. H. Smyth’s letter 
(October 8 , p. 813) regarding restrictions on the use of animals 
— in particular, dogs and cats — in the teaching of physiology 
in this country is, I feel, an interesting one, for no one seems 
to have stated clearly what these undesirable restrictions are. 
I can assume that no leading physiologist in this country would 
advocate entirely unrestricted vivisection for all and sundry. 
Let us then examine the restrictions as they exist to-day in the 
terms of the Cruelty to Animals Act (1876). I find that they 
are six in number, and in all but two the provisions can be 
avoided by obtaining the necessary certificates to prove that 
such restrictions would frustrate the experiment or the advance- 
ment of science. 

The two exceptions are those which (1) forbid experiments 
for the attainment of surgical "Skill, and (2) forbid exhjbitions 
in public. I suppose there is no responsible person who would 
wish to remove the second of these. The first does not concern 
the physiologist, and therefore need not concern us at the 
moment, but, in passing, I would say that I have never heard 
it stated that British surgeons are any whit inferior to surgeons 
of other countries on this account. 

Now the certificates which are granted by the Home Office 
(supplementary to the licences) must be signed in the first place 
by one or more responsible persons, including the presidents 
of the Royal Colleges, medical or veterinary. They permit the 
following procedures: ( 1 ) experiments on animals in illustra- 
tion of lectures before students ; ( 2 ) experiments not directly 
for the advancement of physiological knowledge, and repetitive 
experiments to test former discoveries ; (3) experiments dispens- 
ing with anaesthetics if they would interfere with the success 
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or object of the experiment ; (4) recovery of the animal from 
tlte anaesthetic and observation for prolonged periods if killing 
the animal would frustrate the object of the experiment ; (5) the 
use of cats, dogs, horses, asses, or mules if the particular animal 
can be shown to be necessary to the success of the e.\periment. 
In each case, it should be clearly understood, the certificate 
must state that the particular dispensation required is neces- 
sary ; thereafter the granting of the certificate by the Home 
OlVice follows as a matter of course — at any rate I have never 
neard of an instance in all the 73 years of the Act in which it 
has been refused. Is it suggested that the eminent signatories 
refuse to countenance scientific investigation of value, or that 
types of experiment not deemed necessary to such investigation 
should still be performed at the whim of the research worker ? 
May we be informed to which restrictions under the Act 
objection is taken ? 

There is, indeed, a " pain clause ’’ which should be mentioned. 
It is attached to all certificates and is sometimes claimed to be 
a ■■ restriction.” It says that any animal in severe or prolonged 
pain must be painlessly killed even if the main result of the 
experiment has not been achieved : but even after this point the 
animal may still be in moderate pain which the experimenter 
thinks will not endure without his being required to kill it. 
Since, however, there is no standard, nor can be any, of what 
constitutes severe pain or prolonged pain, it is difficult to sec 
that the experimenter need be hindered in his work. At any 
rate I should be glad to hear of any instance in which it has 
been put into effect Is it felt that this “ condition ” restricts 
the teaching of physiology ? 

An answer to these questions would, it seems to me, clarify 


the issue. — I am, etc., 
Cacjbcrley. SiuTO 


M. BEDtrow Bayly. 


A Long Gesfntioa 


Sir, ^As there has been a great deal of discussion recently 

of the lenath of the human gestation period, 1 thought you and 
your readers might be interested in the appended extract from 
the Saga of the Volsungs, describing a si-x-year gestation peric^ 
terminated by caesarean section. The Saga of the Volsungs in 
written form dates from about the tivelfth century, but was 
probably handed down for many centuries orally. 

“ So as the tale tells, the queen soon knew that she was big 
with child, but a long time wore or ever she might give birth to the 
child - so it befell that the king must needs go to the wars, after the 
custom of kings, that he may keep his own land in peace: and in 
this journey it came to pass that Rerir fell sick and got his death, 
bein<» minded to go home to Odin, a thing much desired of many 
folk°in those davs. Now no otherwise it goes with the queen’s 
sickness than heretofore, nor may she be lighter of her child, and 
six winters wore away with the sickness still heavy on her; so that 
at the last she feels that she may not live long; wherefore now she 
bade cut the child from out of her; and it was done even as she 
bade- a man-child was it, and great of growih from his birth, as 
might well be ; and they say that the younghng kissed his mother or 
ever she died : but to him is a name given, and he is called Volsung,” 
(William Morris’s translation.) 

I know little or nothing of anthropology, but it has always 
seemed to me that the story of the six-year gestation period may 
have arisen from a custom, mentioned in the Old Testament, of 
heirs being produced for a man who died without issue by 
impregnation of the widow by the dead man’s brother or other 
near relative ; and that in the case of Volsung the widow of 
Rerir did not become pregnant for six years after his death. — 


I am, etc., 

Cremomc. New Sourb Wales. 


Madeline N. Gobs. 


Congenital Pyloric Stenosis 

gju ^xhe following report of three cases of congenital hyper- 

trophic pyloric stenosis in one family may be of interest in view 
of Dr. J.'l. Adlington’s report (October 1, p. 740). The inci- 
dence in three brothers is rare. The children here described were 
the first, second, and third children ; the fourth — a girl— was 
completely unaffected. 


Case •/. — The first child, weighing 7 Ib. 5 oz, (3 J2 kg.) at birth, 
was admitted to the Royal Aberdeen Hospital for Sick Children on 
February 24, 1939, at the age of 5 weeks, with a history of vomiting 
after most feeds since 3 weeks old. The feeding had been changed 
from breast milk to lactic-acid milk, then to Nesile’s, and then to 
cow’s milk, with some improvement in the condition for a few 
da>:s after each change. The child was always hungry for feeds 
and had been constipated for eight days prior to admission. Peri- 
stalsis was noted, and soon after feeds projectile vomiting occurred. 
A pyloric tumour was palpable in the epigastrium to the right of the 
mid-line. Rammsiedt's operation confirmed the diagnosis, but the 
child died six days after operation. Post-mortem examination 
revealed a generalized peritonitis. 

Case 2 . — ^The second child was born on January 12, 1940, and 
admitted to hospital on February 2, 1940, at the age of 3 weeks. The 
history was that three days before admission the boy, who was well 
apart from mild icterus which dated from birth, started vomiting 
about half an hour after feeds. The vomit was not projectile but 
was copious. Constipation had been troublesome for a week. In 
hospitai he was found to be moderately dehydrated and the abdomen 
was distended. Some jaundice was present. Visible peristalsis 
occurred and vomiting of a forcible character persisted after every 
feed. After correcu'on of dehydration Ratnmstedt’s operation was per- 
formed on February 5, and a typical pyloric tumour was incised. 
The condiuon after operation was good. Gastric lavage on one 
occasion showed a small amount of fresh blood, but all feeds were 
taken well and retained. Progress was satisfactory, and he was 
discharged 10 days after operation. Follow-up, four, eight, and 
16 weeks later, showed that he was a keen, bright child,' and was 
well nourished. Development was normal. 

Cose 3 . — ^The third male child of the family was horn on January 
3, 1943, and was breast-fed for three weeks. Feeding was then 
changed to dried milk because of repeated small vomits after feeds. 
The baby was constipated. By the age of 8 weeks the feeding had 
been changed three times without any improvement in the vomiting 
or consu'pation, and it is remarkable that the condition was not 
suspected by the parents. When the -infant was brought to hospital 
the vomiting was projectile, peristalsis was visible, and a pyloric 
tumour palpable. Two days afiet adtnission the boy was operated on 
and the thickened pyloric muscle incised down to the mucosa. After 
operation there was slight sickness, which was controlled for three 
days with “ eumydrin.” The child was discharged 13 days after 
operation, taking full feeds and gaining weight steadily. 

In the later ffistory of the tn-o surviving brothers it is perhaps 
worthy of note that both boys had infantile eczema during the first 
year and both required removal of tonsils and adenoids at the same 
time in December, 1945. Subsequently, in May, 1947, both boys 
were in hospital at the same time for appendicectomy— in each case 
a history of acute severe abdominal pain with vomiting being given. 
The appendix of both children was inflamed and infected,jhat of the 
younger showing pus and incipient abscess formation. Inquiry into 
the family history has not revealed any other known relative in whom 
pyloric stenosis has occurred. The parents are not consanguineous, 
^ih boys are at present in excellent health. The cases were admitted 
to the Royal Aberdeen Hospital for Sick Children under the care 
of Professor John Craig, who has kindly given permission for the 
publication of this report. My thanks are due to him for his help 
and advice. 

— am, etc., 

Aberdeen. JOAN M. BUBB EI .L. 


Dysentery in Monkeys 

Sir, — With reference to the letter by Dr. R. E, Rewell and 
ColoneTR. F. Bridges (October 15, p. 876), at the Central 
Research Institute, Kasauii, India, in 1940, in the search for 
a suitable antigen to be used in the event of epidemic dysentery 
in war, menkeys were used by me as experimental animals. 
These were immunized with a Flexner strain of antigen isolated 
from a suffering monkey and closely related in antigenic content 
— shorvn by Reciprocal absorption tests — though not exactly 
similar, to one of the commoner Flexner human types. It was 
found that these animals could be immunized by doses of a 
detoxicated vaccine, details of the preparation of which can he 
seen in a paper published in 1942 (fnd. J. med. Res., 1942, 30, 
213). The result of this research in the monkey as the experi- 
mental animal, using its own infective bacterium as antigen, 
added much to my belief in the efficiency of parallel methods 
of preventive T.AB. immunization in man. — I am, etc., 

GlasEow. W. LEO.VARD FoRSYTH. 
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Antiseptics for Minor Dressings 

Sir, — M ay I comment on Dr. I. B. Sneddon’s letter (October 1, 
p. 759), which rightly criticizes the local use of sulphonamides ? 
Dr. Sneddon states that “penicillin powder is 99% sulpha- - 
thiazole.” This statement is liable to misinterpretation ; the 
preparation which he presumably has in mind is a mixture of 
penicillin and sulphathiazole used for local application. The 
use of this mixture does incur, as Dr. Sneddon points out, the 
risk of a sulphonamide dermatitis. 

In this hospital, however, we have found that a useful 
alternative is a mixture of penicillin and lactose. The lactose 
is sterilized by heating in a hot-air oven for eight hours at a 
temperature of 140° C., and when cool is mixed with calcium 
penicillin to give a final strength of 5,000 units per gramme of 
finished product. We have used this preparation for several 
years and have found it a convenient method for applying 
penicillin locally. — I am, etc., 

Hertford County Hospit.'il. JoHN C. H. HaNSON, 

Chief Pharmacist. 

Conceptions of Right and Wrong 

Sir, — Dr. Frederick Dillon (August 27, p. 485) asked for an 
authoritative meaning of the word “ wrong ” as it is used in 
the M'Naghten rules, and is resentful when Dr. J. E. Wilson, 
in replying (September 24, p. 711), seeks to give him his answer 
together with an authority for it, although he does so, some- 
what unhappily in my view, by quoting at length the answers 
of the judges. If Dr. Dillon merely wished for an answer in 
terms of yes and no, as he states in his more recent letter 
(October 8, p. 818), he could have had it by reference to any 
good standard work — for example, those of Glaister or of 
Kenny. The latter, indeed, in his Outlines of Criminal Law has 
added the word “ morally ” in summarizing the judges’ answers. 

That morally wrong and not legally wrong is the meaning 
was finally established by the Court of Criminal Appeal in 
1916, when the question was considered by that court in the 
case of Rex v. Codere, but morally wrong not by the standard 
of the accused, as Dr. Dillon would apparently construe it, but 
by “ the ordinary standard adopted by reasonable men ’’ with 
reference to the particular act. Further, if the prisoner knew 
in actual fact that the act was contrary to law it must be pre- 
sumed, at least in the case of serious crimes, that he knew it 
to be wrong by that ordinary moral standard. 

It will follow from this, therefore, that if prosecuting counsel 
can prove, as the Attorney-General sought to do in the Haigh 
case, that the prisoner knew the act to be wrong legally, then 
he must be taken to have known it to be wrong morally, as 
required by the rule. Even before Rex v. Codere a prisoner 
such as Haigh who knew his act to be legally wrong would 
have been held responsible on the authority of the first of the 
answers of the judges, already quoted by Dr. Wilson. 

Much righteous indignation and sympathy for the criminal 
appears to be wasted by medical men on account of the 
supposed inadequacy of the M’Naghten rules. The function 
of the law is to protect the community, and, while with a better 
understanding of insanity there has been a gradual widening 
in the application of these rules, it must rest with medicine to 
throw more light on mental disease and so make possible a 
revision of the law, unless, indeed, the probable abolition of 
capital punishment reduces their importance.— I am, etc., 

Abcrdetn DOUGLAS McBaiN. 

Distinction Awards for Consultants 

Sir, — T he history of the dispute on this subject is discussed 
at some length in your leading article (October 1, p. 745). The 
writer gives the impression that there was no criticism of the 
report of the Spens Committee on remuneration of specialists 
at the time of its publication (June, 1948). That this was not 
in fact the case is shown by consideration of my letter in the 
Journal of July 3, 1948 (p. 48), quoted in your leading article 
in the same issue (p. 31). Although my letter expressed warn- 
ing and criticism of the proposed method of making distinction 
awards and was, I believe, the first one published in your 


journal at that time, I made it quite clear that my views, though 
personal, did in fact represent the views of other specialists, 
if not indeed the majority of consultants. 

It is necessary to remind ourselves that most specialists are 
far too busily engaged in medical work to find time to express 
their opinions through your columns on the multitudinous 
weaknesses of the health services ; more especially is this the 
case when these opinions are in agreement with previous corre- 
spondence. Such was the position in July, 1948, and it is unfair 
to suggest that voices were silent until that of Dr. F. M. R 
Walshe was heard on August 13 (p. 383). I am the first to 
acknowledge precedence to the letter of Dr. Walshe in weigh! 
and authority, but I do claim that my letter had precedence ir 
time to the extent of over one year and anticipated with a 
warning the troubles to come. 

1 range myself whole-heartedly behind Dr. Walshe in his 
utterances on this subject, and view with horror the threatening 
statement of Dr. H. E. A. Boldero (September 10, p. 594) thai 
“ money for these awards will not be available for any othei 
purpose." If Dr. Boldero seriously believes that the specialist'- 
of this country want to grab as much money from the tax- 
payers as they can for distinction awards at the expense of the 
harmonious unity of the profession I cannot imagine what he 
takes us for unless he likens us to a hungry flock of vultures 
each struggling for the greatest part of the prey. Far more 
would we prefer to see the money handed back to the tax- 
payers on whose shoulders the exorbitant expense of the Health 
Scheme depends. 

The one sensible suggestion for the distribution of the fund 
is made in your article — that it should be made available for 
posts in the higher grades of the Service. Although these 
would probably be whole-time posts, as a part-time consultan 
I would far prefer that the fund should be distributed evenl 
for all full-time consultants in compensation for their les 
pleasant terms of employment and their inability to pursu 
private practice, which the Minister has unsuccessfully strive: 
to destroy. In this way we should at least avoid the demoraliza 
tion of the present set-up, in which specialists are empowerei 
to assess the merits of their colleagues in secret communica 
tions. Rather than by using public funds to disrupt th 
harmonious co-.operation of specialists which has been a featur 
and a legacy of the past, surely we should strive to preserve th 
spiritual and moral qualities of our calling^qualities whic! 
are of far greater worth than extra financial remuneration.- 
I, am, etc., 

Windwr. PHILIP H. WiLLCOX. 

Acknowledgments to Authors 

Sir, — It is good that Sir Stewart Duke-Elder in his review o 
Modern Practice in Ophthalmology, 1949 (October 22, p. 913) 
should remark upon the undesirability of using illustration: 
without acknowledgment to the authors of them — “an omis 
sion which, it is hoped, will not become a practice in Britisl 
medical literature.” 

An author who uses an illustration without acknowledgini 
its source cannot well escape the implication that it is his own 
In a book just published are two illustrations: one is laker 
from a presidential address of the Ophthalmological Societv 
the other, a particularly good coloured plate, is taken frorr 
another book. Not only are these used without acknowledg 
ment of any kind, but in the case of the latter the author has 
taken upon himself to alter the caption. — I am, etc., 

Salisbury. R. FOSTER MOORE. 

Encouraging the Blood Donor 

Sir, — The excellent work of blood depots and hospital trans- 
fusion departments has ensured against grave shortage of sup- 
plies of blood, but few hospitals can claim to have optimum 
stocks of blood all the year round. There are occasions, especi- 
ally in holiday time, when stocks are low, even lamentably so. 
and on such occasions the admittance of a severe case of bleed- 
ing peptic ulcer or a severe pregnancy haemorrhage may be 
frightening. The necessity for giving .Rh-compatible blood 
has increased the seriousness of low blood reserves, and the 
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advent of our new medical service is, of itsc'!, nlikely to 
stimulate voluntary donation, rather the reversi It ^choves us, 
therefore, to consider the factors influencing the - 
to a hospital. These fall into two overlapping e 
affecting the enlistment of donors and factors v. 
the maintenance of establi.shed donor panels. 

There is a strong tendenc> for the average ind 
thinking of personal responsibility in blood Js 
more could be done to increase supplies ■ 
information in the Press, the cinema, the ci i 
the radio to increase the feeling of person j! 

Comparatively few realize the sometimes enoi 
ture of blood in a modern hospital. The publ., would, I am 
confident, be more inclined to offer their services if they were 
impressed by more facts and given facilities i.rr seeing for 
themselves what is done and what is required Our present 
panels of unselfish citizens are proof that no monetary induce- 
ment is essential, though by way of compensation the French 
system of allowing additional food rations might be adopted. 

Many would-be donors are deterred by a strong fear of 
blood-letting. Fear can be largely dispelled by allowing people 
to see for themselves how blood is withdrawn painlessly and 
by emphasizing the vital role of tlie blood donor in the recovery 
of so many hospital patients. Satisfied donors are themselves 
e.xcellent agents for dispelling fears amongst their friends and 
acquaintances. A few energetic, public-spirited doctors have 
addressed groups of young adults (e.g., in youth clubs), thereby 
winning their interest and services in transfusion work. Such 
efforU could well be emulated by doctors, young and old, who 
are sufficiently interested in the welfare of their hospital. 

In certain parts of the world, notably the U.S.A., blood 
expended on a patient has to be replaced in kind by a member 
of the family, where circumstances permit. Blood donors are 
paid for their blood in cash. The enlistment of healthy rela- 
tives, especially young adult relatives, as blood donors might 
be considered as a possibility in this country. Tactful inquiry 
and gentle persuasion on the part of the doctor could enlist the 
services of many helpers from this family source. 

The blood donor is such a precious unit that particular care 
should be exercised in all our dealings with him or her. This 
implies, amongst other considerations, a courteous welcome, 
painless blood-letting, and appropriate refreshment in pleasant 
surroundings. The dissatisfied donor is unlikely to return. He 
may be dissatisfied with the abrupt wording of the letter from 
the hospital reminding him of his appointment, which perhaps 
reminds him more of income-tax returns than a mission of 
mercy Or he may be displeased with the cold reception at 
the hospital or the clumsy and painful technique of doctor or 
nurse He is unlikely to overlook lack of gratitude for his 
services. All donors deserve appreciation, especiaUy those who 
have given many pints of blood or who have answered emer- 
gency caUs A personal letter from a senior hospital doctor 
would be a fitting expression of gratitude in these instances. 

A donor panel can be adequately maintained only by con- 
stant vigilance and attention to detail. Many donors quietly 
drop their services either because they leave the neighbour- 
hood or because they no longer wish to donate blood. In 
either case it frequently happens that the hospital is not 
informed of the termination of their services in good time. 
A blood donor panel, like clothing, requires constant repair 
and replacement. — I am, etc., 

London. S.W.17. 


A. Wynn Willlvms. 


Co-ordination of Tuberculosis Schemes 
Sir —T he figures quoted by Sir Andrew Davidson in a recent 
address^ reported in the Journal of October 8 (p. 806), give 
convincing proof of the seriousness of the tuberculosis prob- 
lem in Scotland. Sir Andrew states that the reasons for the 
continuing high incidence and mortality have not been eluci- 
dated. Doubtless there were, and are, many factors outwith 
control, but have there not also been administrative mistakes 
that could have been avoided ? 

For example, even when it became apparent that the 
servicing of 'sanatorium beds would be difficult for some time 
to come no country-wide move was made to make good the 


deficiency, in part at least, and temporarily, by the fullest 
possible use of the fever hospitals, where beds and* staff were 
available. Had this been done our waiting-lists would not be 
so large to-day. Instead, cases in all stages of the disease, many 
of them highly infective, have been allowed to drift into the 
medical wards of general hospitals, where other patients, staff, 
and visitors provide contacts that may number hundreds every 
week and where adequate preventive measures are impossible. 
This surely violates every principle governing the treatment of 
infectious disease. If such cases are to be accommodated in 
general hospitals it must be in special wards, where conditions 
can be made to approximate sanatorium ideals. 

Later in his address Sir Andrew Davidson advised that “ the 
best possible use should be made of all hospital accommodation 
irrespective of the functions for which it was originally pro- 
vided.” 1 trust that in so saying he had in mind the use of 
special accommodation in general hospitals, and the valuable 
contribution that the infectious diseases hospitals could make 
to the soluUon of this problem. 

Further, should not priority be given to all measures aimed 
at erasing this black spot from Scotland’s health record ? Any 
outbreak, however small, of enteric fever or infantile paralysis 
calls for and obtains iimnediate mobilization of all the forces 
at the command of the health authorities, and rightly so, but 
a similar sense of urgency has been lacking in the official atti- 
tude to the tuberculosis problem. Nor is it discernible to the 
degree that one could wish in the new hospital service, though 
efforts are being made to find more beds. 

One might have expected in the recent grading of specialists 
some recognition of the magnitude and importance of the task 
facing workers in this field. But it would appear that the 
establishment of consultants in mberculosis is likely to com- 
pare very unfavourably with that of other spedalties. How. 
then, is the best type of recruit to be attracted to this vitalK 
important service ? — I am, etc., 

Dundee. O. KaNKINB. 


Fat Absorption 

Sir, — A friend has suggested to me that a sentence 1 used 
in my Sharpey-Schafer Memorial Lecture {Journal, Octobe'r 1, 
p. 719), when not considered in relation to its context, might 
give the impression that there may be no danger in the un- 
restricted use of mineral oUs, either medicinally or as fai 
substitutes in food. 

I must therefore correct that impression if it exists. Referring 
to the experiments of Frazer and his colleagues on the absorp- 
tion of extremely fine emulsions of paraffin, I said : “ Some 
alarm has been expressed on this account at the use of medicinal 
paraffin as a medicament and in cooking.” In saying this I 
was solely concerned with the question of evidence that danger- 
ous amounts of paraffin are actually absorbed from the intestine 
when it is taken by mouth in the ordinary way. This does not 
mean that there are not other dangers. Students of nutrition 
know them well, and they were referred to in a leading article 
in the Journal (June 12, 1948, p. 1 141). With these, however, 
the lecture was not concerned. — I am, etc., 

SlanchcTtcr. H. S. RaPER. 

POINTS FROM LETTERS 

Transmission of Syphilis 

Dr. Jessie M. Crawford (Danford) writes: Dr. Philip Simon's 
letter (October 8, p. 815) shows how very important is the taking of 
a blood test In every pregnant woman regardless of social standing 
or anything else. It is not necessary to take a case history from the 
syphilitic point of view till after a positive finding. Even then tact 
can elicit the necessary facts, and if the husband can be got to 
take treatment pari passu with the wife no apportioning of blame 
or breaking up of family relationships need ensue. So many people 
seem to sheer away from the question of syphilis because of the 
moral issues involved, particularly when an unexpected positive is 
found. It seems to me, especially now' in the aftermath of war, 
that no one can afford to shirk his or her responsibility to the future 
generation in this respect. The modem child has a hard enough 
way to hoe without having the disadvantages of inherited disease 
thrown in.- 
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SIR RICHARD NEEDHAM, C.I.E.. D.S.O., M.D. 

F.R.C.P.Ed., F.R.C.S. 

Sir Richard Needham, who died at his home in London on 
October 24 at the age of 71, was for six years Deputy 
Director-General of the Indian Medical Service. He had 
done valuable work as an inspector of medical studies in 
India, and visited many medical schools in both Asia and 
Africa on behalf of the General Medical Council and also 
of the Colonial Office. He had been a member of the 
Council of the British Medical Association for six years. 
One of the most distinguished members of the Indian 
Medical Service, Needham was a man who combined 
eminence in his profession — in hygiene, administration, 
and education — ^with a most lovable personality. 

Richard Arthur Needham was born in 1877 and educated 
at Owens College, Manchester, where he graduated M.B., 
B.Ch. in 1899 at the early age of 22. He was a house- 
physician at the Manchester Royal Infirmary and later a 
demonstrator in anatomy at the University. He joined the 
I.M.S. in 1903. The Service was then at its zenith; com- 
petition was keen and the successful entrants nvere of 
notably high quality. Nevertheless Needham early attracted 
attention by Ms keenness, initiative, and capacity for hard 
work. He saw service in North China from 1905 to 1908, 
and his observations and experiences there turned his 
interests towards preventive medicine. As soon as he could 
— in 1910 — he obtained his D.P.H. Returning to India, 
he was selected to accompany a special mission to Tibet 
in connexion with the repatriation of Chinese troops from 
that country. Here his duties were largely preventive in 
character and were performed W'ith great ability. 

On the outbreak of the first world war Needham was 
appointed D.A.D.M.S. (Hygiene) at the base at Marseilles, 
and was responsible for the medical organization of the 
many transit camps which were established there and for 
the care and well-being of thousands of British and Indian 
troops who passed through that port. It was his con- 
spicuous success in this difficult task which first brought 
to general notice his outstanding organizing ability, earned 
him his D.S.O., and dictated his next appointment as 
Officer on Special Duty in connexion with medical supplies 
to Mesopotamia after the breakdown of 1916. Equally 
successful in this assignment, for which he was awarded 
the C.I.E., his selection as Deputy Director-General in 1918 
followed almost as - a matter of course. This e.xacting 
appointment gave full play to Needham's great capabilities. 

■ ‘."^rought him into contact with almost every officer in the 
ae. He was faced with medical and health problems, 
ring those of medical education, over the whole of 
revision bcontinent, which he toured extensively. Widely 
capital pg(j Qji inatters of medical administration, his 
Abcrdetni commanded universal respect. 

ards the end ej^his tenure as D.D.G., Needham was 
ispector of,,^nrieaical studies in India on behalf of 
eral MediclM Council, an activity that continued 
at so'me lenVtfi*^® remainder of his service. Medical educa- 
writer cives the Dv-tminions owes much to this day to 
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which stamped all his work. He proceeded to the degree 
of M.D. in 1920 and was elected F.R.C.P.Ed. in 1924. 
In 1923 and again in 1927 Needham represented India at 
the international sanitary conferences held in Paris. He 
retired from the I.M.S. in 1930 and was knighted in 1932. 
After his retirement Needham continued his work for the 
G.M.C. as its visitor to medical colleges abroad. He went 
to India again, and he reported on the state of medical 
education there and in Rangoon, Ceylon, Singapore, and 
Hong Kong. In 1939-40 he also visited for the Colonial 
Office the medical schools of Nigeria and Uganda. In 
the recent war, though over 60, he accepted the invitation 
of the Indian Red Cross Society to serve as their Commis- 
sioner in Egypt, a position he held until the disbanding 
of the Commission at the end of the war. Here he gave of 
himself as unsparingly as ever but at a cost he did not 
realize at the time ; permanently impaired health was the 
price he paid for his strenuous exertions in Egypt, 
Needham’s clear, lucid mind, his quick grasp of essen- 
tials, and bis power of succinct expression made him 3 
remarkably fa^t w’orker ; the amount of work he crammed 
into a day was prodigious. Yet he never appeared hurried, 
and always found time to listen to, and generally to help 
with, the problems of others. Genial and generous to a 
fault, he was intolerant only of slackness or subterfuge : 
these he hated and exposed ruthlessly. On the other hand 
there was no limit to the trouble he would take to help 
and promote the interests of men of his Service who he 
thought were “doing their stuff.” Many of his juniors, 
among them the writer, will cherish the memory of his 
spontaneous kindness, his sound advice and warm cham- 
pionship, and liis generous and delightful hospitality. 
India and the I.M.S. owed much to Dick Needham. Now 
India has lost a devoted and disinterested servant, the Ser- 
vice one of its most distinguished sons, and we a comrade 
and friend whose like we shall not see again. The sym- 
pathy of all who knew him will go out to Lady Needham. 
— J.B.H. 

A colleague writes: The most notable years of'^Need- 
ham’s service in India were those in which he was Deputy 
Director-General of the I.M.S. During this period he was 
one of the most prominent and popular figures in the 
official and social circles of Simla and Delhi. Both of the 
distinguished chiefs under whom he served relied on hiai 
to such an extent that he was generally looked on as the 
power behind the throne. It is no secret that, when the 
post of Director-General was about to become vacant 
through the retirement of Sir Charles MaeWatt, Needham 
was regarded by his administrative colleagues in the 
Government of India as the most suitable officer to fill 
vacancy. Indeed, he was exceptionally well qualified, for 
the appointment in every respect, save only that he lacked 
the degree of seniority considered essential for tlie post. 

In the circumstances it was necessary to find another 
appointment for him, but owing to the long period during 
which he had been engaged in purely administrative work 
he came to the conclusion that he could not fill with satis- 
faction to himself the appointment to which he was 
gazetted or any other likely to be available for several 
years. Accordingly he felt compelled to take long Rave 
preparatory to retirement, and his career in the Service was 
thus ended prematurely for no other reason than that he 
had achieved outstanding success at too early a stage. 

In spite of his natural disappointment Needham did no^ 
yield to a feeling of frustration ; he soon found an oppor- 
tunity for undertaking a very important task for which he 
had unique qualifications. This was to serve on the 
Council of the British Medical Association and act a.'’ 
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Tampax were given to 36 normal menstrua- 
ting women, and they were instructed to insert one 
Tampax night and morning during and between their 
menstruation; that is, twice every day for one year. 
Vaginal mucosal biopsies, pH, bacterial flora, and 
glycogen contents of the vaginal mucosa were taken 
before, during, and after Tampax were used. To our 
surprise, the vaginal mucosa became much hyper- 
trophied; the pH became more acid, which is helpful; 
the glycogen was increased and the bacterial flora was 
also improved. Tampax are made of cotton, and that 
is the reason they cause no harm, but produce a more 
healthy vagina. 
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one Tampax night and morning, and the vaginal 
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The alkaline vagina became acid and the reaction in 
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The normal non-pregnant vaginal mucosa also 
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the menstrual flow in the cervix in any of these'cases. 
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honorary adviser to tiie 13.M.A. in its cor.Ji’rt a cam- 
paign for the defence of I.M.S. officers ag-. j concerted 
attempt to deprive them of the rights and p.v'p.cis which 
had been held out as inducements to per^ i.ute suitable 
candidates to enter the Service. His unriv.ili-.i Miowledge 
of Service matters was of tlie greatest help ;e he Associa- 
tion in the long struggle th.at followed, anJ I’lC 1 M.S. was 
indeed fortunate in having so able an ad'.' -..te, especially 
as its members, serving mostly in isolaten yosts all over 
India and Burma, had no organization for 'iie defence of 
their interests. Needham had the satisfact. a of knowing 
that his voluntary elTorls earned for him die high esteem 
of his fellow’ officers, but only those associated with him 
in the negotiations were able to realize the full e.vtent of 
the debt of gratitude owed to him bv even member of the 
I.M.S. 

Wing-Commander H. M. Stanley Turner writes; It was 
a shock, not only to me but to my family, when we heard 
of the death of Dick Needham. We saw a lot of him in 
the days when he was on the Council of the B.M.A. and 
the Naval and Military Committee — in the days when we 
were trying to improve conditions of service for the 
Medical Services of the fightmg forces. I have a lively 
recollection of innumerable informal committee meetings 
in my' bedroom at all hours of the day and night during 
the annual meeting at Bournemouth, when wheels were 
busily working within wheels. Goodbody was chairman 
of the Naval and Military Committee at the time. Needham 
had a great sense of humour, but he never lost sight of 
the matter under consideration, although one could see 
by the twinkle in his eye that he never missed the funny 
side. He had a very clear and logical mind, which with 
his great Service e.xperience and tact made him a tower 
of strength in our deliberations. He quickly grasped points 
under consideration which might easily become sticky 
with non-Service members of the conynittee. Both he and 
I were but recently out of the Service and had not had 
time to lose our knowledge of the probable reaction of 
the official mind to matters put forward by the B.Mwk. I 
think this was of assistance both on the Council and in 
committee. His wide travels and outstanding work in con- 
ne.xion with medical education in our overseas possessions 
are too well known to require any word from me ; but I 
have always regretted just missing him in Ceylon when he 
was there in that connexion. I alway's remember during 
the Bournemouth meeting in 1934, after a long period with 
our noses to the grindstone, he and I decided to give a miss 
to one of the many social functions and have a night out 
with my wife and young daughter in a sort of fun fair. He 
was just like a schoolboy let loose, and we had a most 
hilarious time sampling all the sideshows. We still speak 
of it. Needham will be badly missed. 

J. E. BARNARD, F.R.S. 

Mr. Joseph Edwin Barnard, who was well known for 
his work on ultra-violet microscopy, died at his home at 
Addiscombe, Surrey, on October, 25 at the age of 80. 

At a very early age, although still engaged in his father’s 
business, he began to spend most of his spare time at 
the Lister Institute, taking a special interest in microscopy, 
and particularly in photomicrography. He soon became 
expert in this field, and his book Practical Photomicro- 
•^rapliy, written in collaboration with Mr. F. Welsh, was 
regarded as the standard work on this subject Mr. Barnard 
was well known to many members of the medical pro- 
fession, and his work at the National Institute for Medical 
Research on the study of applied optics gained for him his 


F.R.S. He worked in close collaboration with Dr. W. E. 
Gye for many years. 

Dr. W. J. Purdy writes: With the passing of Mr. J. E. 
Barnard we have lost from our midst one who was perhaps 
the most eminent microscopist of the recent past, and in 
those who knew him there must arise a feeling of persona! 
sorrow. To many of us it seemed that the outstanding 
characteristic of the last years of Mr. Barnard’s scientific 
life was his singleness of purpose, bis consecration to the 
development of the ultra-violet microscope. He early recog- 
nized the advantages to be gained by the use of wave- 
lengths shorter than those of visible light if only the 
technical problems involved could be solved. He already, 
possessed a simple ultra-violet apparatus of German origin, 
and, setting himself the task of improving on this model, 
he entered a field of research which for long remained 
bis own. As the work progressed Mr. Barnard became 
more and more able to throw valuable light on various 
current biological problems, but in spite of considerable 
success in this direction he forced himself to keep such 
interests under control. The surveying of fields which the 
ultra-violet microscope began to open up could be left to 
others ; his own special* task must be the devising of ever 
better means of doing such work. 

Mr. Barnard maintained that for him there were two 
associated lines of inquiry. These were the improvement 
of the ultra-violet microscope itself and the improvement 
of methods of preparing material intended for examina- 
tion. He held that neither line could be pursued very far 
without helpful advances in the other. He did pioneer 
work on the internal structure of bacteria and on the 
nature of “ inclusion bodies.” He also brought forward 
evidence that the larger viruses at least— the larger filter- 
passers — were only micro-organisms which happened to be 
too small to be seen under existing microscopes of ordin- 
ary type — a quite artificial standard, he maintained. But 
still, one suspects, all this biological work had its main 
value for him in that it provided useful e.xercises in the 
development of the ultra-violet microscope and the methods 
of using it in biological studies. Indeed, he remarked on 
the splendid biological test objects these tiny living particles 
provided for him. 

Mr. Barnard's singleness of purpose led to some charges 
of lack of co-operation with colleagues who themselves had 
problems demanding investigation along lines which at that 
time only Mr. Barnard could have followed. But it was 
seldom realized how much subsidiary investigation ol the 
material itself might be necessary before microscopical 
investigation proper could begin, and that the evolution of 
his microscope might be correspondingly delayed. Though 
director of the Department of Applied Optics in the 
National Institute for Medical Research, Hampstead, 
Mr. Barnard preferred to remain a voluntary and part- 
time worker, earning his living by part-time attention to his 
business. He seems to have preferred to remain relatively 
independent in his scientific activities and thus so muc'u 
the more free to direct his own course. The result is that 
the world now has the wonderfully efficient ultra-violet 
microscope he left when failing health overtook him. This 
microscope has now been copied in its main features and 
made commercially available, and its potential value is 
being appreciated more and more. Notwithstanding the 
recent introduction of the electron microscope with its sur- 
passingly high resolving powers, the ultra-violet microscope 
still has a sphere of usefulness all its own. With it cells 
and micro-organisms can be e.xamined in the living con- 
dition and in various wave-lengths of the ultra-violet range. 
Recently indeed differential absorption in the ultra-violet 
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range has been much used for the identification of certain 
organic substances whilst these are still in situ in the living 
cell. 

Mr. Barnard early showed signs of his dominant interest, 
and he retained a vivid memory of the scene which 
occurred when his father discovered that leave of absence 
during business hours — leave which had been reluctantly 
granted for the study of languages conceivably useful in 
business — had been secretly used to attend classes in optics. 
He early became an active Fellow of the Royal Micro- 
scopical Society, a body whose welfare was ever afterwards 
very near to his heart. It fell to him to give the presidential 
address at the society’s centenary. In this he reviewed 
the previous fifty years of the history of the society, a 
period which coincided exactly with his own period of 
membership. To some of us it seemed a pity that in that 
address he refrained from giving the inner history of the 
many exciting periods of the early days. Now there is no 
one who can do this from personal knowledge. He was 
an able and fascinating lecturer on his own favourite 
subject, but he seemed not to enjoy writing scientific 
papers. Towards the end of his scientific career he col- 
lected much material for a book he contemplated on the 
ultra-violet microscope, its structural details, and the tech- 
nique of preparing objects to be examined. Unhappily 
this book was never actually written. Had it been ready 
for publication about the time of Mr. Barnard’s retirement 
from active work it would have been of great help to those 
who were following on. By now much of what he dis- 
covered and taught has passed into the general body of 
knowledge. There remains, however, no clear summary of 
all that he did for the science he loved. 

It is perhaps in relation to details that Mr. Barnard’s 
genius shone most brightly, and indeed it was his technical 
ingenuity that proved so valuable in the development of 
his microscope. One seldom visited his laboratory with- 
out experiencing a fresh thrill of admiration on discover- 
ing some new simple device for overcoming some new 
difficulty that had been encountered in the course of his 
work. At one time Mr. Barnard was a keen amateur 
photographer, and in his laboratory at Hampstead there 
used to hang a photograph which had won him an “ Alpine 
Prize.” This interest in photography, of course, helped to 
fit him for his studies of ultra-violet light. After the first 
world war he played an important part in stimulating 
improvement in English standards of microscope design 
and manufacture. His mechanical and optical knowledge 
fitted him particularly well to act both as a destructive and 
as a constructive critic. The microscope he designed about 
this time had many valuable qualities. 

Mr. Barnard was one of the last survivors of that band 
of kindred spirits, all amateurs, who years ago used to 
meet in the rooms of the Royal Microscopical Society, and 
he remained a true amateur to the end. Often he would 
recall how in those days meetings generally lasted to a very 
late hour, discussions being carried on with a zest and 
candour rarely encountered now. In the direction of the 
society’s affairs his business knowledge and ability were 
invaluable, while his unassuming nature and his personal 
integrity, in scientific thought as in private life, were not 
the least of his admirable qualities. 

C. O. HAWTHORNE, M.D., F.R.C.P. 

Dr. Alfred Cox writes : " Men must endure their going 
hence even as their coming hither : ripeness is all.” If 
ever a man of my acquaintance could claim a ripe old 
age it was Hawthorne. Over 91 at the end, though his 
physical faculties had declined, his intellect and judgment 


seemed to me to ripen. He was one of the finest orna- 
ments of our Association, which has had many great figures. 
His achievements are well known and his departure is 
mourned by all who ever worked with him. Our Associa- 
tion gladly gave him every honour in its disposal, and 
Hawthorne greatly enjoyed them, but even more, I think, 
the real affection which he knew he had inspired. Full 
and successful as his career was, I have good reason to 
know that he felt that he had missed the position for which 
he was peculiarly fitted. He was a born teacher, but 
except for his early days in Glasgow, where his classes are 
still gratefully remembered by men, now old, who were 
his pupils, he never had the opportunity for which he longed. 
He told me that his greatest professional regret was that 
he never had a teaching-hospital appointment. He looked 
longingly back on his close association with Gairdner, for 
whom he had the greatest respect. But our Association 
has every reason to be grateful that he devoted his gifts 
to its service — his learning, his wide reading, his sagacity, 
his wit and humour. I should rank him very high among 
the many able chairmen I have known. His command of 
the Representative Body was masterly. The dignity and 
authority of the chair were never in doubt when he was 
in it, but he ruled quite as much by the affection all felt 
for him as by his authority. For many years he was the 
ideal chairman of one of the most difficult committees of 
the Association — the Central Ethical Committee. His work 
on the Library Subcommittee, though it never reached the 
limelight, was invaluable. And it should not be forgotten 
that he was a very active member of the original Building 
Committee, as is commemorated in the inscription (now 
almost unreadable) on the stone near the entrance gate 
at B.M.A. House. 

I must not try to enumerate all that he did, or describe 
all that he was in and to the Association. Space forbids. 
Nor am I the right person to assess his professional status. 
But I know many practitioners who had great comfort and 
support from him as a consultant. I well remember that, 
being asked by an important firm to recommend “ a good 
general physician who could be relied on for an honest 
opinion on the capacity for work of our higher officials,” 
I had no hesitation in nominating C.O.H., and was not 
surprised when some years later I was thanked by one of 
the directors for helping them to secure a man in whom 
they had felt complete confidence. 

His outside activities should not be forgotten. He did 
good work on the People’s League of Health, especially in 
its pioneer work for “Safe Milk.” Hawthorne would have 
nothing to do with less aggressive terms like “ clean ” or 
“ pure ” milk. We should be content with nothing less 
than “ Safe Milk.” He took an almost lifelong interest 
in the Royal Medical Benevolent Fund, and was, until he 
left London, the sagacious and humane chairman of its 
case committee. Nor should his work at the polyclinic in 
Chenies Street be forgotten, as I am almost afraid it is. 
This was real pioneer work in postgraduate medical teach- 
ing which he shared with Sir Jonathan Hutchinson and a 
few kindred spirits. 

It was my privilege to be in close contact with him until 
the day of his death — ^personal contact when he was in 
London, by weekly correspondence afterwards. On the 
day preceding his death he dictated a letter to me which 
characteristically was an attempt to put me right about the 
proper way of dealing with that tricky term “ our mutual 
friend.” His letters were a joy. There was scarcely one 
which did not contain some epigram or a well-balanced 
sentence well worth remembering. His reading was very 
wide and deep. I think his favourites were the Bible, fropi 
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v\hich he would often quote, Dr. Johnson, and Sydney Smith. 
In his measured sentences it was easy to trace the John- 
sonian influence, and he was not displeased when one told 
him so. His remarkable memory enabled him at any time 
to produce the apt quotation or anecdote, and his ex 
cathedra speeches were eagerly anticipated and joyfully 
leceised by his audiences. He more than once delivered 
addresses of a popular medical character in churches — 
once at least in St. Martin’s Church. 

I svas never able to draw him out on the medico-political 
subject which has engrossed our attention lately. He was 
always eager to know what was going on in Tavistock 
Square, and I did my best to keep him an courant. But 
he declared that he was now “ out of the combat ” and 
it was not seemly for people “ on the shelf ” to intervene ; 
but no man I have ever known was a more determined 
upholder of professional freedom. He had his sturdy pre- 
judices and was always ready to defend them. One of 
them, at one time the cause of a good deal of amusement 
in OUT Council, was his objection to any special franchise 
for medical women. “ The qualification for election to this 
body,” he said, “ should be good honest work in the Divi- 
sions and R.B. There is no more justification for special 
representation of women practitioners than for practitioners 
endowed with the glory of red hair.” 

We are unlikely soon to see his like again. In spite 
of his age he retained active sympathy for his younger 
successors, and nobody was more pleased than he when he 
saw an opportunity to send an encouraging or congratu- 
latory letter to an old friend. Dr. Hawthorne’s wife died 
some years ago, but he was tended with loving care by 
his sister and by a faithful housekeeper who served him 
for twenty-four years, both of whom were with him at the 
end. In one of his latest letters he spoke very feelingly 
of the attention given to him by Dr. J. M. Anderson, of 
Hove. 

Dr. A. G. Newell writes; I wonder how many of the 
students who took some of Dr. Hawthorne’s classes at 
Glasgow remain. He had classes for each year of the 
medical curriculum — chemistry for first-year students, 
physiology for the second-year, materia medica for the 
third, and medicine, the eye, and medical jurisprudence for 
the final-year students. I took each of these, and each was 
‘‘run after” and well attended. He was a bom teacher, 
and all students appreciated his patience. Since he became 
a consultant I have frequently sought his excellent services, 
his kindly manner, and the meticulous care he took. To 
show his kindly and generous character, he has come from 
Harley Street late at night to see a case without a fee. He 
was a great physician and a friend of the general practi- 
tioner. Those who knew him miss his magnanimous 
character. , 

Miss Lina M. Potter writes: The death of Dr. Hawthorne 
will be regretted by the older generation of doctors. It 
is forty years since I listened to his lectures on medical 
jurisprudence. There has hardly ever been a year since 
in which I have not been grateful to him for some bit of 
wisdom. Looking through my notes I find this as typical 
of his clarity and caution: “In giving evidence — speak 
audibly. Don’t” use technical terms. Speak the truth wisely 
and not too well.” He tried to instil into us what he 
described as “a medical atmosphere,” which included 
medical etiquette and many other things besides. Sub- 
sequently when I sat under his presidency at meetings of 
the Representative Body I was able to appreciate other 
quah'U'es. He was always strict, always fair, and never got 
“ across the meeting.” He made us laugh at ourselves 
sometimes but never at one another. 


Dr. Ale,\.\nder MacInwes died at his home in Skye on 
October 9 after a very short illness. A native of Kylerhea, 
Skye, he served with the Cameron Highlanders during the 
1914-18 war, and graduated M.B., Ch.B. from the University 
of Glasgow in 1928. For two years he aeted as assistant 
medieal officer to St. Mary’s Hospital, Portsmouth, where he 
met his wife, then Sister Alice Boyd. He was subsequently 
appointed as parish medical officer to Sleat, Skye, under the 
Highlands and Islands Medical Service Sche.me of the Scottish 
Department of Health. In August, 1935, he received a similar 
appointment as medical officer for the parish of Strath, Skye, 
moving then to Caim Villa, Broadford. Dr. Maclimes had 
always been interested in surgery. Since he settled in Skye he 
had been associated with the hlacKinnon Memorial Hospital. 
Broadford, and he was soon recognized as a surgeon of con- 
siderable ability and one on whom his island colleagues could 
rely. As recently as January of this year he was presented with 
a cheque for over £500 and his wife with a gojd wrist-watch 
as marks of the esteem and affection of the people of Skye. 
Tributes were paid to their long and faithful service to the 
community. 

W. D. M. writes : Alexander Machines never spared himself. 
He was always willing and eager to help under the most diffi- 
cult and adverse conditions. An example from my own area 
was that of an old lady, aged 79, residing on an island. She 
had an acute abdomen, and the weather was stormy and the 
steamer unlikely to call at the pier. I phoned “ Sandy ’' 
Maclimes to see what could be done. Two hours later he 
arrived by motor-boat, at risk to his life, with the matron 
from Broadford Hospital and some operating kit. On the 
kitchen table he, performed a reduction of a volvulus safely 
and satisfactorily. The lady died five years later from other 
causes. His last 16 years’ work included some notable 
cases: caesarean section successfully performed on a covr; 
a horse gored in the fiank by a bull ; broken spine of a dog 
plastered ; 17-inch resection of colon ; multiple duodenal perfora- 
tions; and at least eight urgent mastoidectomies. Hard work 
and worry had of late told their tale, yet his death came as 
a shock to us all. I heard his cheery laugh a week before 1 
saw him dying.. He is mourned all over the island, and his 
funeral was one of the largest on record. About 800 people 
attended the service in Strath Parish Church, and over 300 
people, including 14 of his colleagues, followed the cortbge to 
Kilmore Churchyard in Sleat. A benefactor to hundreds, he 
was a man much loved by the people and beloved by his 
colleagues. We shall miss him, and to his widow and four 
children all extend their heartfelt sympathy. 

Dr. C. Killick Millard writes: In your interesting and 
appredative obituary of the late Major Greenwood (October 
15, p. 877) many aspects of his work and character are dealt 
with, but no reference is made to the fact that he was a firm 
believer in and advocate of the legalization of voluntary eutha- 
nasia. May I mention, therefore, that for many years he had 
been a member of the Consultative Medical Council of the 
Voluntary Euthanasia Legalization Society, and he was selected 
to put the case in favour of voluntary euthanasia in the broad- 
cast debate arranged by the B.B.C. early this year. 


Dr. H. C. Maurice Williams, in concluding his presidential 
address to the Society of Medical Officers of Health on 
October 20, said that there were still many unexplored fields 
for the medical officer of health in his work of acquiring an 
accurate knowledge of the infiuences, social, environmental, and 
industrial, which might operate prejudicially to health in his 
area. A closer link with industrial medicine, and investigations 
into the increased incidence of psychosomatic diseases, which 
played such a big part in present-day sickness, were neces- 
sary. An extension of the mental health services, a reduction in 
the accidents that occurred in the home, and the care of the 
aged were but a, few of the many conditions that required 
attention. The promise of information from the Ministry of 
National Insurance relative to morbidity statistics should help 
them in assessing the local influences causing sickness. 
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MORPHINE FOR MOUNTAINEERS 
Surgeon Fined 

On October 26 proceedings were taken under the Dangerous 
Drugs Act against Mr. Wilson Harold Hey, a well-known Man- 
chester surgeon. 1 Mr. Wilson Hey pleaded guilty to a charge 
of failing to furnish information about his supplies of mor- 
phine to a Home Office inspector. Another summons alleging 
obstruction of the inspector was withdrawn by the prosecution. 

Mr. M. J. Jardine, who appeared for the Director of Public 
Prosecutions, said that on August 15 the Home Office received 
a letter from Mr. Wilson Hey headed “ Mountain Rescue Com- 
mittee.” It recalled that in 1934 he had asked permission from 
the Home Office to include morphine in the equipment which 
was left at first-aid stations which had been set up by the 
Mountaineering Club. In this letter Mr. Wilson Hey said he 
understood that morphine was being used in similar circum- 
stances in mines and on airfields. His letter concluded : “ I 
would be extremely obliged if you could give permission ; or, 
if you cannot do this, will you take legal proceedings against 
me ? ” 

Mr. A. D. Gerrard, K.C., described how Mr. Wilson Hey 
had himself been a keen mountaineer for many years. He and 
others had been pressing for some form of rescue service in 
the mountains. In 1934 he came to the conclusion that mor- 
phine should be included in the first-aid equipment to be left 
at certain depots in mountainous districts, and he felt that 
“ public need overrode departmental inertia.” When he wrote 
to the Home Office in August he thought that the official atti- 
tude might have changed, as it was proposed that morphine 
should be used in pit accidents. Mr. Gerrard added that it 
was generally accepted in the medical profession that it was 
most important to give morphine on the spot in the case of 
fractures sustained while mountain climbing. Strict supervision 
had been exercised over the supply of morphine at the 27 first- 
aid stations. In the fifteen years since Mr. Wilson Hey had 
initiated this supply only li gr. of morphine had been un- 
accounted for — and some part of that was known to have 
been used in a particular fracture case. Mr. Wilson Hey 
had “ paid for it himself, issued it himself, and kept a record, 
so he knew exactly what was going on.” 

The stipendiary magistrate, Mr. 1. Wellesley Orr, said that 
Mr. Wilson Hey was a pioneer of this idea, and one honoured 
hir.r for it. There was no doubt that he was acting on the 
highest motives, but he had flouted the law. He thought it 
vould have been better if Mr. Hey had used the very powerful 
influence of himself and his colleagues to approach the Home 
Office in a body. He was struck by the fact that nothing had 
apparently been done by some recognized authority to bring 
about a change in the law. But Mr. Hey was not entitled to 
defy the law. 

TTie defendant was fined £10, with 10 guineas costs. 


OVERDOSE OF NITROUS OXIDE 
\t an inquest held in Dublin on May 31 the jury found that 
the death of a woman of 38 was due to anoxaemia and cardiac 
failure following an overdose of nitrous oxide (Journal,' 
\ugust 27, p. 490). Subsequently the anaesthetist in this case 
had to appear at the Dublin District Court (October 22, p. 934). 
■\ civil action brought by the husband has now been settled.’ 
The husband sued on his own behalf and on behalf of his four 
children the doctor concerned and the Adelaide Hospital, 
Dublin. It was stated for the defendants that a payment of 
£1,000 would be made ex gratia and without admission of 
liability. In accepting this settlement Mr. Justice DLxon allo- 
cated the money as to £700 in varying amounts to the children 
■ind £300 to the father. 


1 Daily Telegrapht October 27, 1949. 

Dublin E\cnmg Herald, October 28, 1949, p. 3 
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NURSES BILL 

Mr. Blenkinsop in the House of Commons on October 21 
moved the second reading of the Nurses Bill. This Bill had 
already passed the House of Lords. 

Mr. Blenkinsop expressed the regret of Mr. Bevan in beine 
unable to introduce the Bill in the House. He said that 
recruitment of nurses was steadily improving and the number 
of both full-time and part-time nurses was increasing. The 
total nursing and midwifery staffs of all grades working full- 
time in hospitals in June, 1947, was 116,500. By June, 1948, it 
had risen to 118,700, and by June this year to 137,000. Part- 
times nurses had increased from 10,700 in June, 1947, to 17,400 
in June, 1948, and 22,800 in June, 1949. There had been a 
gratifying increase in the number of staffed beds, but empt> 
beds in the hospitals still showed the urgent need for more 
nurses. 

The General Nursing Council during these difficult years had 
done much to improve the high standards of nursing in this 
country. Part of the difficulty in recruiting nurses and of the 
problem of those nurses who left during training was due 
to a conflict between the needs of training and those of staffing 
in the hospitals. Too often training had to take second place 
to staffing needs. The object of the Bill was to see that atten- 
tion was given to the training of nurses. The Bill gave new 
responsibilities to the nursing profession through the General 
Nursing Council to develop the best forms of training and 
provide for new experiments in training where these were fell 
to be desirable. The Bill would also give the General Nursing 
Council more intimate contact with the training hospitals 
through the institution of regional committees. Election of 
nurses to tlie General Nursing Council, as proposed in the Bill, 
would give nurses a greater interest in their profession and in 
the Health Service as a whole. All these things in the Bill would 
encourage recruiting and help to stay the wastage. 
strengthened Council would be supported by fourteen Standing 
Nurse Training Committees including representatives of 
regional hospital boards and teaching hospitals as well as of 
the General Nursing Council, the Central Midwives Board, local 
authorities, and educational interests. There would always be 
a majority representation of nurses on each regional committee. 

Funds for training would be provided by the Exchequer 
separately and would be distributed by the General Nursing 
Council to regional committees. There would be a new finance 
committee of the General Nursing Council to watch over 
budgets submitted from the regions, to co-ordinate them, and 
to present them to the Minister. • The Bill also provided for 
a mental nurses committee, and the training of mental nursM 
would now be within the ambit of the General Nursing Council. 

The opportunity was also taken to provide for amalgamation 
of the supplementary part of the Register for male nurses 
with the general part as soon as the General Nursing Council 
amended its rules to admit male nurses. Tills recognized the 
fact that an increasing part was played in nursing to-day bf 
male nurses. Last year some 20% of the nursing staffs m 
the hospitals of the country were male nurses. Another 
amendment to the 1909 Act opened the Register to nurses in 
any part of the world subject to the General Nursing Council 
being satisfied that training was up to British standards. The 
Bill did not propose that the fonn and contents of training 
should be laid down in any way by the Ministry. The Bfi' 
was a skeleton to which the professional body itself would give 
life. It had the approval of practically the whole of the 
nursing and medical professions. 

Marriages and Resignations 

Mr. Walter Elliot said that the nursing profession con- 
tained the pick of the young women of the country, and ii 
was not astonishing that one of the reasons for the high turn' 
over in this industry was marriage. He objected to describing 
this turnover as wastage. It amounted to 15% in the voluntary 
hospitals, where the ratio was 15% marriage and 25% resigns' 
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lions. That w.is more healthy than the ratio in the '--.natoria, 
which was S% from marriage and 4S% from resignations, or in 
mental institutions, where the ratio was 11 a from marriage 
and 51 ?o from resignations. The Bill was designed to improve 
the conditions to which various commissions had drawn atten- 
tion and to diminish this great rate of turnover The nursing 
problem still remained acute. His information w.is that beds 
staffed and occupied amounted to 39S.COO and ^tafTed but 
unoccupied to 56.000. The beds unstaffed we e 52.000. The 
beds staffed but unoccupied were not beds oi t ■ ! commission. 
That 52,000 beds out of some 450.000 in all sr -. 'd be unstaffed 
was a weakness in the national attack upon d -.ase. It was a 
sector where no assault was going forward i •. rough all the 
technical equipment was there for the assault to he made. 

It was a grievous thing to see whole wards empty when the 
problem of tuberculosis was aggravated during eiery month 
in which an infectious case remained in con'art with the com- 
munity. The great teaching hospitals had waiiing-hsts of girls 
wishing to enrol. In addition to the prestige the interesting 
nature of the work was also a factor in increasing the number 
of girls who desired to enrol in these hospitals. He hoped the 
Government would indicate how the intake figures in England 
were moving. In Scotland these figures .showed a fall in the 
nurses entering the profession. The entrance for the prelim- 
inary examination in Scotland was 706 in 19^7 and 667 in 1948 
and for the final e.xamination 1,374 in 1947 and 1.217 in 1948. 
The increase in the numbers of part-time nurses was a useful 
development, but he did not look forward to the day when 
hospital nurses would pour into the gates each morning like 
typists into one of the great Government hospitals. He did not 
think that would be to the best advantage of the profession 
or of the patients. There was an atmosphere about nursing 
which induced many of those concerned in it to wish to live on 
the job. That of course brought in the danger of discipline 
degenerating into petty tyranny and the stereotyping of out-of- 
date conditions. 

The wastage among nunes was much less in voluntary 
hospitals than in the local hospitals. Voluntary hospitals had 
solved the problems of human relationships more satisfactorily 
than had the local authorities. The flexibility of the private 
decentralized institution was an advantage compared with the 
more rigid rules of the State or local government institution. 
He thought the solution in the Bill of financial questions was 
a great advantage, the more so because the finances of the 
General Nursing Council were disordered and a deficit of 
£33,000 was anticipated this year. 

Training at Voluntary Hospitals 

Mr. Messer, referring to the attraction of the voluntary 
hospital, said it was interesting in the teaching hospitals to find 
the pride which nurses and sisters had in their training schools. 
Parliament must ensure that the nurse could always take pride 
in the hospital where she trained. No nurse would ever say 
“I am proud of having been- trained fay the North-West 
Metropolitan Regional Hospital Board.” An efficient ward 
sister was probably the most important officer in the hospital, 
and he hoped to see the time when their value would be recog- 
nized and they would be offered the attractions that at the 
moment were offered to take them away from their jobs. 

For a long time he had criticized the syllabus issued for nurses 
by the General Nursing Council. It contained a great deal 
more than the practical nurse needed to learn. There was no 
reason why the nurse should not obtain additional qualifications 
in the same way as a doctor did. Was it not possible that 
after she was trained she could be able to get a tuberculosis 
certificate and other certificates dealing with children and so 
on ? 

' Brigadier Peto said it would be a mistake if the leaching 
hospital was put on the same footing as other hospitals for 
nurse training and the receipt of giants. To remove the respon- 
sibility for training from the board of governors of a teaching 
hospital would be like removing the responsibility for the 
training of bis men from a commanding officer. It was erron- 
eous to imagine that by pooling the resources of all types of 
hospital more nurses would be available. It seemed to him 


that the views of the boards of governors of teaching hospitals 
had been overlooked by the Minister. 

Mr. Dumont) said he had been struck recently on going 
round a children’s hospital to see the way in which the children 
waved and said, “ Hello, Matron.” - When he himself had been 
a patient twenty-five years ago a deadly hush fell over the ward 
as the matron was about to approach. 

Mr. Howard said that to suggest that the working party’s 
report was generally accepted by the nursing profession would 
be entirely false. 

Mrs. M.annixg said so far the nursing profession had mainly 
looked for recruits among girls leaving secondary grammar 
schools. Its attention must be called to girls leaving the modem 
schools. Every year 82.900 girls left modem schools against 
35,000 who left secondary grammar schools. Of the latter the 
leaching profession required 11.000. If the great teaching 
hospitals were brought under regional boards many difficulties 
would disappear. 

Retaining Student Nurses 

Mr. Somerville Hastings felt that the teaching hospitals 
would be betler able to make their contribution in medicine 
and in nursing as members of the Standing Nurse Training 
Committee rather than as isolated from it. Much had been 
said in the debate about the need to obtain more student nurses, 
but there was a greater need for retaining them. In few schools 
of nursing in this country was the proportion of those who 
did not finish less than 40%. Nursing must be taught at the 
bedside, but the curriculuni should be determined by the needs 
of the nurse lather than by the needs of the hospital. While 
most hospitals had 30% of trained nurses, the other 70% were 
nurses who had not completed their training. The sister of a 
ward should equal in rank the physician or surgeon in charge 
of the ward. The knowledge which house-physicians and house- 
surgeons acquired was to a large extent due to the sister of the 
ward, who was able to keep them on the right lines. If the 
training of a nurse was made more practical and intensive it 
could be carried out in a much shorter time. Two years' train- 
ing ought to suffice for a nurse who did not want training of 
a degree that would fit her to become a sister or matron. He 
thought that nursing staffs could be diluted much more. It 
seemed absurd to see two trained nurses making one bed. 

Mr. LtN’STEAD said the difficulty in making better use of 
trained nurses was that in London at any rate it was as difficult 
to get domesu'c staff as to get nursing staff. There w^ a danger 
of the nursing army becoming all officers. He urged fuller 
recognition for the assistant nurse. 

Dr. H. B. Morgan said that when nurses went into their 
hospitals they should have not only a workshop but also a 
home. Many hospitals required modernization. Sanitation and 
culinary arrangements were often bad. The diet was bad and 
the relationship between the supervisors of the nurses and the 
-nurses was bad. He asked that the mental side of nursing 
should have greater representation on the General Nursing 
Council. Although midwives had been long dissociated from 
the nursing, profession they should be included in the General 
Nursing Council. 

Govemment Reply 

Mr, Blenkinsop, replying for the Govemment, said the Bill 
had received a great welcome from all parts of the House; 
Many of the points made in the discussion should be debated 
in committee. At the moment more nurses were in training 
than ever before. In fact they had some 48,000 nurses in train- 
'ing to-day. In 1938, 6,700 were admitted to the Register, 7,900 
in 1947. and 7,560 in 1948. The number of those who sat for 
the preliminary examination was 9JOO in 1948, 11,000 in 1947, 
and 13.000 in 1948. In 1948, 11,000 passed, which seemed a 
higher proportion than before the war. They could be satisfied 
that they were getting a steady though slow recruitment into 
the nursing profession. Teaching hospitals trained only a small 
proportion of nurses. 

TTie Government felt that they needed the experience and 
advice of the teaching hospitals on the regional committees. 
Any difference between the teaching hospital and the regional 
committee could be referred to the General Nursing CoundL 
The teaching hospitals could be sure they need not fear any 
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reduction of their standards in consequence of this Bill. In the 
House of Lords it had been agreed that the proposals in the 
Bill safeguarded the position of the teaching hospital. In con- 
sidering the training needs of its area the standing committee 
would obviously take into consideration the needs of the 
training hospital. 

The Ministry of Health was examining the avenues of recruit- 
ment to the nursing profession which had been mentioned by 
Mrs. Manning. He was prepared to consider whether legal 
experience would be helpful to the General Nursing Council 
in considering removals from the Register. .The House would 
have to ensure that the statutory finance committee was a strong 
one and properly representative. He emphasized that the Bill 
was no more than an opportunity for the profession itself to 
take action which was urgently needed. 

The Bill was then read a second time without a division and 
the accompanying Money Resolution was carried after Mr. 
Blenkinsop had explained that under it the Exchequer would 
have full power to grant 100% of the expenses incurred by 
the General Nursing Council. 

NURSES (SCOTLAND) BILL 

Mr. WooDBURN on October 20 moved the second reading of 
the Nurses (Scotland) Bill. This Bill had already passed the 
House of Lords {Journal, August 6, p. 337). He said the Bill 
was designed primarily to improve the training of nurses in the 
tight of the majority report of the Working Party on Nurses 
of 1947. No one wished to disturb the arrangement under the 
1919 Act by which direction of training and registration of 
nurses had been entrusted to the General Nursing Council of 
Scotland. The Bill proposed changes in the constitution of the 
Council to permit developments agreed to be desirable. It was 
proposed to increase the Council to 26 members — 13 elected by 
the nurses, 31 by the Secretary of State, and two by the Privy 
Council. It was proposed to add a further statutory com- 
mittee to the General Council to be called the Mental Nurses 
Committee. 

The working party had reported a tendency in some hospitals 
to subordinate training to staffing requirements. It was con- 
sidered necessary to provide special machinery for training 
purposes at the regional level, and nurse-training committees 
would be established under the Bill. The functions of these 
training conmiittees would include approval of institutions for 
the purposes of training, and the committees were empowered 
to prepare schemes to improve facilities for training in their 
areas. Any representations they made would-be considered by 
the General Nursing Council before the scheme was approved, 
the training committees would also have power to promote 
research and investigation into matters relating to nurse training. 

The finance of training was to be separated from hospital 
finance generally. He believed that these improvements in the 
training of nurses would lead to a lower rate of wastage in 
training and make the profession more attractive. Clause 8 
gave the General Nursing Council wide powers to admit and 
register nurses trained abroad. Nursing organizations in Scot- 
land had no objection in principle to any part of the Bill. 

Mr. Walter Elliot and Dr. H. B. Morgan opened the 
debate that followed. Mr. John Wheatley, replying for the 
Government, said that he thought the Bill would improve the 
intake of nurses and prevent a decline of numbers. He paid 
tribute to the part-time nurses who had made it possible for 
many hospitals to carry on their work. He agreed that nothing 
shall be done to diminish the status and prestige of hospitals 
such as the Royal Infirmary, Glasgow, the Royal Infirmary, 
Edinburgh, the Victoria Infirmary, Glasgow, or the Royal 
infirmary, Aberdeen. They should build up the status and 
prestige of the other hospitals. 

The Bill was then read a second time without a division and 
the money resolution associated with it was approved. 


to all Government industrial employees. The scheme, which 
was due for review in September, 1950, provided that after a 
qualifying period of six months employees might in any period 
of one year be granted sick leave with full pay, up to a maxi- 
mum of 13 weeks, less the amount of any National Insurance 
benefit. Paid sick leave was conditional on production ol 
medical certificates of unfitness obtained from a medical practi- 
tioner, who was normally the National Health Service doctor 
The cost of the scheme in Royal Ordnance factories for the 
12 months from its introduction in September, 1948, wa> 
£296,959. The following table showed the percentage oi 
working days lost by industrial employees in the factories on 
account of absence covered by medical certificates in the L 
months preceding and following its introduction; 


Month 


1947-8 

1948-9 

September . . 


.. 2.5 

3.5 ' 

October 


.. 2.8 

5.1 

November . . 


.. 2.9 

6.0 

December 


.. 2.7 

6.1 

January 


.. 3.2 

7.6 

February 


.. 3.1 

8.1 

March 


.. 2.7 

9.0 

April . . ' . . 


.. 2.4 

7.1 

May 


.. 2.5 

5.8 

June 


.. 2.1 

4.9 

July 


. . 1.8 

3.9 

August 


.. 2.2 

3.9 

. Strauss said he was 

concerned by the 

increase shown 


in these figures. This was being thoroughly investigated 
Appropriate disciplinary action was taken by the Ministry of 
Supply in cases of abuse. 


Vitamin E for Heart Disease 

Mr. Dumpleton on October 24 asked what research 
being carried out by the Medical Research Council into the 
claims made as to the effectiveness of a-tocopherol therapy fo' 
heart diseases. 

• Mr. Herbert Morrison replied that a trial of vitamin E in 
the treatment of angina pectoris had been carried out with 
financial support from the Medical Research Council. The 
results did not bear out the suggestion that vitamin E should 
be used in the routine treatment of this condition. If there 
was any change in the evidence, the Medical Research Council 
would be willing to consider it again. 

Sir Henry Morris-Jones said that results differing fron' 
those of the Medical Research Council had been obtained b? 
highly reputable investigators in a clinic in Canada. Beneficial 
effects had been obtained from the vitamin in this country. Sir 
Henry urged Mr. Morrison to influence the Minister of Health 
to give a licence so that the product, could be imported into the 
United Kingdom in sufficient quantities to give proper results. 

Mr. Morrison said the investigators of the Medical Research 
Council had taken full account of the investigations in Canada 
Carefully controlled attempts to repeat Dr. Shute’s observations 
in this country and America had mostly given negative results. 

Cases Referred to R.M.O . — ^The number of cases in which 
claimants to sickness benefit -were referred to Regional Nedicai 
Officers for second medical opinions in the twelve months enaco 
September 30, 1949, was 202,188. The number for the previous 
tsvelve months was 75,189. 

Spectacles and Prescriptions . — Pairs of spectacles supplied for to 
years ended September 1, 1948 and 1949, respectively, were 4,400, OW 
pairs and 6,900,000 pairs. Mr. Sevan suggested on October^ 
that the supply in the following year would be at least 5,000^ 
pairs. In England and Wales in the quarter ended June 30, 194"- 
there were about 46,000,000 prescriptions dispensed. 


The Services 


Absenteeism in Ordnance Factories 

Mr. Strauss on October 24 said the paid sick leave arrange- 
ments operating in the Royal Ordnance factories for industrial 
employees were those laid down in the scheme which applied 


The Efficiency Decoration and 1st Clasp of the Territorial 
has been conferred upon Major F. V. Allen, O.B.E., R.A.M.C., T.A 
The Efficiency Decoration of the Territorial Army has been con- 
ferred upon Lieutenant-Colonel H. D, Chalke, O.B.E., and Majot 
A. D. Stoker, R.A.M.C., T.A. 
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UNIVERSITIES AND COLLEGES 


Univers ities and Col 


UNIVERSITY OF OXFORD 

examination will be held at Worcester Co-F-e ' Ti-esday. 
January 3, 1920, for tltc purpose of awarding a \ Medical 
Scholarship of the value of £100 a )Cdr, and ten '• =- — r >ears. 
Application for entry forn^s should be made ’ F.ovcst of 
Worcester College not earlier than November IQ 1 . • t ‘ater than 
^^^ttibcr 3, 1949, and the forms should be return ■ *■ Oeccnibcr 10. 

It^ 3 Congregation held on October 13 the 'v. ijv-ing medical 
degrees were conferred: 

M,D.— J. G. Widdicombe, E. A, D \V. Simpson \V Torrance, 
•Nina A. Cohen. 

•In absence 

UNIVERSITY OF LONDON 

Professor H. L. Sheehan will dehvci a lecture o. ‘ Posi-partum 
Necrosis of the Anterior Pituitary* Gland ‘ uf the Westminster 
Medical Scliool (Mcjerstcin Lecture Thca’’’eL Horseferry Road, 
Westminster, London, S.W., on \S’cdncsda>. November 9, at 5 p.m. 
Fhe lecture is addressed to students of the Urn <uy and to ethers 
mierested in the subject. .Admission is tree, \vi houi ticket. 

Forrest Fulton, D.M., has been appointed to the University Reader- 
'hip in Bacteriology and Immunology tenable at he London School 
of Hygiene and Tropical Medicine from October 1. 

The title of Professor Emeritus of Physiolocr- in the University 
has been conferred on C. .A. Lovatt Evans, D.Sc.. LL.D., F.R.C.P., 
FJI.S., on his retirement from the Jodrell Chair of Physiology at 
University College which he iias held since 1926 

ROYAL COLLEGE OF SURGEONS OF EDINBURGH 
At the annual meeting of the College held on October 19, the follow- 
•ng officers were elected for the ensuing year: President, Mr. W. 
Quarry Wood; Vice-president, Mr. Frank E. Jardine; Secretary and 
treasurer, Mr. J. J. Mason Brown; Representative on the General 
^ledical Council, Sir Henry Wade ; Consen-ator of Museum, Mr. 
James Norman Jackson Hartley; Convener of Museum Committee, 
Mr. John Bruce; Librarian. Dr, Douglas Guthrie. 

The following candidates having passed the requisite examinations 
were admitted Fellow’s: S. J. Barr, A. El H. Bayoumi, C. F. A. 
Cummins, G. A, Fraser, S. Govindan, N. N. S. Grewal, K, S. 
Jones, T. Lawrie, H. A. Maslowski, M. L, Mason, W. Mathews, 
J. F. O. MiicheD, C. M. C. Potter, W. Recht, C. Remington-Hobbs, 
r. A. &Ie, A. M. Shohdy, M. J. Smyth, A. Tomney, T. M. Welsh, 
1. W. Winchester, S. Witt. 

ROYAL COLLEGE OF PHYSICIANS OF IRELAND 
At the annual meeting of the College held on October IS, the follow- 
ing officers were elected: President, Dr. Leonard Abrahamson; 
yice-president. Dr. P. T. O’Farrell; Censors, Drs. E. B. McEntee, 
Duffy, and J. G. Gallagher. 

ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 

At a meeting of the Council held at the College House on October 
13, with the President, Sir William Gillian, in the chair, the following 
were admitted to the JMembership of the College: A, B. Backus, 
Jessie E, C. Baird, T. E. C. Bams, Anusya Bhagat, D. H. Blakey, 
V. Y. Bockner, S. C. Bose, M. B. Bruce, R. C. Cummin, Mona M. 
Davin-Power, R. G. Denniss, H. Doberman, T, Dougray, L. W. D. 
Drabble, C. T. F, Ealand, G. K. Emsiey, G. .M. Evans, J. J. Foley, 
P. S. Gardner, G. W. Garland, H. K. B. Geiser, Elizabeth Gilbertson, 
.\iarie P. S. Grant, G. T. Hammond, J. C. Harvey, J. Henderson, 
j. A. Henderson, D. W. Hendry, R. W. Hutchinson, E. W. I/angan- 
uleke, E. P. Jones, F. G. E. King, J. M. King, E. W. Kirk, Joan E. 
M. Lambert, D. Latto, J. G. Lawson, F H. Leckie, E. M. Leyland, 
J \v. F. Lumsden, J. M. McCracken, I. MacGillivray, H, N. Mans- 
field, S. M. Medine, W. G. Millar, R. Moolan-Feroze, LL O. Morgan, 
M. R. Neely, F. C. R. Picton, J. G. Reymolds, N. A. Richards, S. 
Riterband, T. W. Roddie, C. A. Samad, E. M, Sandler, Olive C. 
Sandys, j! W. F. Scrimegeour, Sita Sen, J. G. Shelton, Norah P. 
Sherlock, J, A. McC. Smith, Doreen M. J. Slracey. A. B. Swarbreck, 
J L. Taylor, S. D. Tewary, J. Watson, G. F, J. Williams. 


The address of Nursing Services Branch of the Ministry of 
Labour and National Service has been changed to: 3, St James's 
Square, London, S.W.l (Telephone: WHItehall 5484). 


INFECnoUS DISEASES AND VITAL STATISnCS 


We nrinl below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended October 15. [No. 41 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding Week last >ear, for: (a) England and Wales (London included), (b) 
London (administramc county), (c) Scotland, (d) Eire, (c) Northern Ireland 
Figures of BirtJis and Deaths, and of Deaths recorded uruler each infectious disease, 
arc for : (a) The 126 great towns in England and Wales (including London), 
(b) London (administratbe county), (c) The 16 principal towns in Scotland. 
(d)The 13 pnncipal towns in Eire. (e)The 10 prindpal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


Disease 

1949 

1 943 (Corresponding Week) 

(a) 

(b) 

-(c) 

(d) 

(=) 

(a) 

(b) 

(0 

(d) 

(0 

Cerebrospinal fever 

29 

3 

12 

1 

I 

35 

5 

10 



1 

Deaths 








1 

1 



Diphtheria 

8S 

9 

32 

I 

1 

.41 

S 

43 

17 

3 

Deaths 

• 

- 

— 



‘ 

— 

- 


— 

D>scntcry 

.79 

10 

75 

■y 

3 

U4 

9 

70 



I 

Deaths 





— 





— 

Encephalitis lethargica. 











acute 

... 


— . 

_ 


1 


— . 

— 

' — 

Deaths 


— 









Erysipelas 



31 

10 

2 



23 

11 

2 

Deaths 


— 





— 




Infective enteritis or 











diarrhoea under h 











years 




IOC 



- 


51 


Deaths 

40 

■ 

12 

9 


22 

1 




Measles* 

992 

44 

421 .08 

42 

4,536 

78 

74 

49 

66 

Dcathsf 



- 

- 

— 



* 



Ophthalmia neonatorum 

■ 43 

'y 

s 

' 



55 

Si 

7 


— 

Deaths 











Paratyphoid fever 

13 

__ 

3(B) 

3(B) 



9 

4 

4(B) 

— 


Deaths 

1 


- 

- 

— 


— 

— 

““ 


Pneumonia, infiuenaal . . 

354 

23 


2 

4 

479 

25 

I 

3 

— 

Deaths (from infiu* 











enza)* 

« 

2 

' 

— 


' ’ 

> 

> 



Pneumonia, primary . . 



IW 

Vi 




1S3 

16 

Deaths 

135 

23: 

9 

7 

171 





Polio'encepbalitis, acute 

45 

5; 



7 

I 




Deaths 












Poliomyelitis, acute 

418 

63l 3 

4 


81 

5 

5 

4i 


DeathsI 

20 

3 




S 

I 




Puerperal fever . . 



13 




- 

9 



Deaths 











Puerperal pyTcaia'l 

108 

7 

s; I 

_ 

100 

11 

S 

— 

1 

Deaths 











Relapsing fever 

. 

1 



_ 






_ 

Deaths . . - . . 











Scarlet fever 

1,844 

155 

243 

85 

144 

1419 

103 

324 

20s 

36 

Deaihst 



- 

- 

- 



— 

— 


Smallpox 




- 

__ 



— 

- 



— 

Deaths 




— 

- 




— ■ 

~ 

Typhoid fever . . 

14 

1! 1 

4 

I 

12 

1; 2 

1 

— 

Deaths 

— 

- 

- 

— 

— 


— 

— 


~ 

Typhus fever 

_ 

- 

_ 

- 



— 

— 

— 

— 

— 

Deaths 





— 




— 


Whooping-cough* 

875 

51 

63 

3li 32 

1449 

146 

83 

22 

10 

Deaths 

3 


— 

li — 

4 

— • 




Deaths (0-1 year) 

258 

32i 32 

25j 13 

25S 

27 

33l 19 

6 

Deaths (excluding still- 










- 

births) 

4,079 

635 

53C 

14) 

100 

4^35 

71 S. 562 

139 

1 is 

Annual death rate (per 











1,000 pcRons living) 



10-6 

S-9 




..•3 

5-7. 

Gve births 

7,442 

1163 

853 

395: 264 

7.491 

1220 

929 

338 

237 

Annual rate per 1,000 











persons living 



17-2 

24-5 




I8-7j21-l 


Stillbirths 

192 


111 


197 

21 

23 



Rate per 1,000 total 











births (includiaa 











sclllbom) . . 



-13 





29 




• Measles and whooping-cough are not notifiable in Scotland, and the retunis 
arc therefore an appro ximalioa only. , , . 

t Deaths from measles and scarlet fever for England ana ales, Lozdan 

(administrative county), will no longer be published- 

t Includes primary form for England and Wales, London (ad min istrative 
county), and Northern Ireland. . 

i The number of deaths from poliomyelitis and poho-encephahtis for England 
and Wales, London (administrative county), are combined- 
d Includes puerperal fever for England and Wales and Eire. 
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EPIDEMIOLOGICAL NOTES 

Poliomyelitis 

Notifications in the week ended October 22 were : polio- 
myelitis 385 (418), polio-encephalitis 29 (45). Figures for the 
previous week are in parentheses. It is hoped that the decline 
will be maintained, but it is to be expected that the figures will 
remain higher than usual at least until the end of the year. 

Multiple cases (poliomyelitis and polio-encephalitis together) 
occurred in the following counties; London 66 (68), Bedford 3 
(7), Berkshire 6 (4), Chester 8 (7), Cornwall 4 (6), Cumberland 
2 (7), Derby 5 (2), Dorset 3 (10), Durham 3 (4), Essex 32 (39), 
Gloucester 12 (21), Hertford 6 (11), Kent 26 (33), Lancaster 25 
(32), Leicester 13 (10), Lincoln, Lindsey 7 (0), Middlesex 19 
(18), Norfolk 8 (8), Northampton 2 (4), Northumberland 9 (3), 
Nottingham 9 (11), Somerset 10 (9), Southampton 13 (lOX 
Stafford 12 (3), Surrey 16 (14), East Sussex 2 (4), West Sussex 
2 (2), Warwick 9 (16), Westmorland 2 (0), Wiltshire 4 (8), 
Worcester 2 (1), East Yorks 3 (3), North Yorks 3 (3), West 
Yorks 47 (48), Glamorgan 6 (4), Monmouth 4 (1). 

Discussion of Table 

In England and Wales there were increases in the notific^a- 
tions of scarlet fever 220, acute poliomyelitis 78, measles 66, 
and acute pneumonia 42, with decreases in the incidence of 
dysentery 111 and whooping-cough 33. 

A slight increase in the incidence of scarlet fever was recorded 
in most regions ; the only notable increase was 79 in Lanca- 
shire. The chief centres of scarlet fever in this county were 
Liverpool C.B. 63 and Manchester C.B. 61. 

The local returns for measles showed little change ; the 
largest rises in incidence were Durham 44 and Norfolk 30. 
Notifications of diphtheria were fairly constant, and the chief 
centres of infection were Liverpool C.B. 16 and Birmingham 11. 
In the incidence ot-whooping-cough, the largest changes were 
a decrease in Yorkshire West Riding 37 and increases in 
Lancashire 25 and London 20. 

Of the 13 cases of paratyphoid fever 8 were notified in 
Lancashire. Notifications of dysentery fell from 217 to 108 
in Lancashire ; the largest returns during the week were Ince 
in Makerfield U.D. 31, Abram U.D. 20, Hindley U.D. 20, and 
Liverpool C.B. 18. Other large returns for dysentery were 
Durham 11 (Hetton U.D. 9) and London 10. Of the 29 cases 
of cerebrospinal fever 9 were notified in Birmingham C.B. 

^In Scotland there were increases in the notifications of scarlet 
fever 41, acute primary pneumonia 31, whooping-cough 21, and 
diphtheria 10. A rise of 13 in the notifications of diphtheria 
occurred in Glasgow. The increased incidence of scarlet fever 
was confined to the western area ; in the remainder of the 
country there was a slight fall in incidence. 

In Eire an increase of 33 in the notifications of measles and 
a decrease of 14 for scarlet fever were recorded. In Waterford 
C.B. there was an Increase of 21 in the notifications of measles. 
For the fourth consecutive week a slight decrease was reported 
in the incidence of diarrhoea and enteritis. 

In Northern Ireland a decrease of 19 in the notifications of 
scarlet fever was the chief feature of the returns. This fall was 
contributed by Belfast C.B. 

Quarterly Returns for England and Wales 

During the June quarter the birth rate was 17.7 per 1,000, 
compared with 18.8 for the second quarter of 1948. The infant 
mortality was 30 per 1.000 live births and was the lowest ever 
recorded for any second quarter, being 1 below 'the rate for 
the June quarter of 1948 and 17 below the average for the 
second quarters of the ten years 1938-47. The death rate was 
11.1 compared with 10.2 for the preceding second quarter and 
an average of 10.7 for the second quarters of 1943-7. Deaths 
attributed to acute poliomyelitis and polio-encephalitis num- 
bered 28. There were 20 cases of smallpox notified, with 5 
leaths. 

Quarterly Returns for Northern Ireland 

'he birth rate during the second quarter was 22.9 per 1,000, 
1.3 below the average of the five preceding second 
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quarters. Infant mortality was 38 per 1,000 registered births 
and was 17 below the average of the corresponding quarters 
of the five preceding years. The death rate was 11.2 per 1,000, 
being 0.8 below the average of the five preceding' second 
quarters. Deaths due to the principal epidemic diseases num- 
bered 68, and included 29 from influenza, 21 from diarrhoea 
and enteritis, 10 from whooping-cough, and 4 from diphtheria. 
Deaths from pulmonary tuberculosis numbered 169 and from 
other forms of tuberculosis 48 ; these figures were 36 and 29. 
respectively, below the average of the second quarters of 
1944-8. 

Vital Statistics 

In reply to a question in the House of Commons on 
October 27 the following table was circulated. 



Death Rate per 
1,000 Total 
Population ^ 

Birth Rate per ! 
1,000 Total 
Population 

Infant Mortality 
Rate per 1,000 
Related Live Births 

1933 

t2-3 ' 

14-4 

63 

1938 

11-6 

15-1 

53 

1948* 

10-8 

17-9 

34 

1949 




March quarter* 

ISO 

17-4 

40 

Juno quarter* , . 

Il-l 

17-7 

30 

Sept, quarter* . . 

9-2 

16-7 

26 

1 


• Provisional 


The expectation of life at birth in 1938 was 61.40 years for 
males and 65.84 for females. In 1945 it was 62.56 for male^ 
and 68:58 for females. 

Week Ending October 22 

Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,909, whooping-cough 
834, diphtheria 92, measles 1,052, acute pneumonia 317, cerebro- 
spinal fever 24, acute poliomyelitis 385, acute polio-encephalitis 
29. dysentery 154, paratyphoid fever 18, typhoid fever 6, food- 
poisoning 88. 


Medical News 


Commonwealth Fund Fellowships 

Fellowships tenable in the United States are offered to British 
subjects by the Commonwealth Fund of New York. The fellow- 
ships, which are not only medical, are in four categories ; 
(1) 20 ordinary fellowships are open to candidates who (a) are 
over 23 and under 35 years old on September 1 of the year 
of award, and (6) have not worked or studied in any educa- 
tional or research institution in the United States for one or 
more academic years. Candidates in the United Kingdom and 
Northern Ireland must be university graduates. (2) Five home 
Civil Service fellowships are open to candidates holding pemia- 
rient appointments in the higher ranks of the Civil Service in 
Britain (three for administrative grades and two for techniral 
and professional grades). (3) Five Dominion Civil Service 
fellowships are open to 'can^dates who hold appointments 
under the Governments of Australia, New Zealand, and South 
Africa. (4) Two Colonial Civil Service fellowships are open 
to candidates who hold appointments under the Governments 
of the British Colonies, protectorates, and trust territories. Par- 
ticulars may be obtained fromjhe secretary of the Committee 
of Award, 35 Portland Square, London, W.I. 

BJV1.SA. Report 

The British Medical Students Association has issued its 
annual report for the year 1948-9, which gives a summary of 
the association's many activities at headquarters and in the 
regions. Copies may be seen in the medical school libraries, 
and are held also by B.M.S.A. representatives in the medical 
schools. 

French Award 

The M^daille de la Reconnaissance Frangaise has been 
presented to Mr. Arthur Miller. 
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Eric Guttmaa .Memorial Trust 

trust in tncmor> of the late Eric Giitiman svas founded 
recently by his widow. Dr. Elizabeth Rosenbere. Its purpose 
is. (ti) To further the development of the Gultman-Maclay 
collection of pictures .ind books related to art aitl psychiatry; 
(6) to help the niedic.il statt of the Bethleni Rewai and Maudsley 
Hospitals (other ih.ip ct.iif i.f consultant si.,tusi to attend 
scientific meetings .mj csinlcreaces , and u i .o turnish loans 
to young pSNChi.it! ist., further the.r ps'.chtatnc training. 
Further particiiiarv nu> be obtained from: Ti;e Trustees, Eric 
Guttnian .Menioruil Tru'i .Maudsiev Hospital, Denmark Hill, 
London, S.E..' 


New School of Occupational Therapy 

The Derby Scho. 1 of Occi:pa''on b Tberatu was opened 
on October by 0:. li of tre Ministry of Health 

Rehabilitation .ind k.-.iI.' -p' Oco; me''! The school is 
the scyenth of Os s "d i- he couitry n.t the tVsi which forms 
part of the N.,;' r.h fi.-'oh '.,ici,-c Mi,, | Fiicnett. M.A.O.T., 
formerly head ’.s,..'. '■d . 'er .• to the Lnited Sheffield 
Hospitals, ic 'I -■ p- o, Toe ..i'-.' n-t three years, and 

will be carnca no' r . o, i r.’i ui c uh the Derby School of 
.Arts and hr.f - f .. . .'pcner.cc wili be provided in the 

general, ortb ta , . .‘‘a: )i.''p i .N in the area. There 

will be at ic. ' " c -ch '.d is in full opera- 

tion. The '1 . j -n, ten .-.f tin, -chool was first sub- 
mitted to the i). . ' ra ‘ neat p Co''mit:ee in 1946. 

-A meclinc .'f 'C' ' f me Derb. Corporation and 

Derbyshire > > r \ ."..''el Ho-p.uls anJ Education Com- 
mittees. the .Nil NO e . InnPiI.'K. and the rredical profes- 
sion endor'.e.l e r'o . .nj advice wa- obtained from the 

.Association oi tV. . 'n.i Tberarishs. In Mew of the immi- 
nence of the Nan' ■ -1 " (Health ,Acri the scheme was 

referred to ibe 'n ' Hospital Board and approved. 

After July ' ' as .. oi • ,, ncNi-nmiuee consisting of repre- 
sentatives fro-i -.i-n 'c four Derby Area Hospital .Manage- 
ment Commute.'', t.ne 'n'ciI authorities' education committees, 
and the medica profess. on was appointed to administer the 
school. 


Wessex Rahcrc Club 

The second annual <1 nrer of the Wessex Rahere Club was 
held at the Spa Hotel. Bath on October 15. Sir James Paterson 
Ross was the cuesi of honour and the chairman was Mr. C. E. 
Kindersley. The secretary reported that membership of the 
club, which was open wi.hout subscription to all Bart’s men 
in the Souih-wesi was now well over 100 and increasing 
steadily Professor R. A. Brocklehurst was unanimously 
elected chairman for 1949-50. It was agreed that the third 
annual dinner would be held m Bristol on October 21 1950. 
The toast of the hospital was proposed by Mr. C. E. Kindersley 
and linked with the name of Sir James Paterson Ross. In reply. 
Sir James outlined the present plans for the reconstruction and 
development of St. Bartholomew’s Hospital, and mentioned 
narticularlv the procress which was being made at the Charter- 
rouse she and in ihe provision of a residential hostel. He 
emphasized that the quality of the students entering the hospital 
was as hi-h as ever. It is hoped that any Bari’s men who are 
interested "and are not yet in touch with the club, will notify 
their whereabouts to the honorary secretary, Mr. A, Daunt 
Bateman, 3, The Circus, Bath. 


American Scholars 

Five American scholars have recently arrived in this country 
under the auspices of the United States Educational Commission 
to study various aspects of medicine for about nine months. 
It is the wish of the Commission that they should have oppor- 
tunities of meeting as many British men and women as possible 
of similar interests. Their names and where they are working 
are as follows ; Dr. R. W. Russell, Institute of Psychiatry', London 
University ; Dr. E. Sachs, Jun., National Hospital, Queen Square, 
London ; Dr. J. E. Thompson, Nuffield Institute for Medical 
Research, Oxford University ; Dr. R. Driver, Edinburgh 
University ; and Miss J. L. Brand, London School of 
Economics, 

Ministry of Food Model By-laws 
The Ministry 'of Food has just issued to local authorities 
a series of model by-laws intended to supplement measures 
already in force under the Food and Drugs Act, 1938. They 
replace the series prepared by the .Ministry of Health in 1939 
and should help to secure the observance of sanitary and cleanly 
conditions in the handling, wrapping, and delivering of food. 
Local authorities and trade associations were consulted in the 
preparation of these model by-laws, and their provisions cover 
personal hygiene, cleanliness and good order of equipment, 
cleanliness of Nvrapping materials, and the deposit and removal 
of refuse. 

Medical Golfing Society 

The following prizes were won at the autumn meeting of the 
Medical Golfing Society at Sandwich ; Canny Ryall Ci p. by 
Dr. H. McCann ; Rolf Creasy Salver, by Mr. E. B. Uhiiting- 
ham ; Lindsav-Rea Cup. bv Mr. T. A. Torrance ; Veterans 
Cup. by Mr. W. McK. H. .McCulIagh ; Milsom Rees Cup, by 
Dr. M. B. Stungo. 

Paediatrician in Portugal 

Professor Alan Moncrierf, Nuffield Professor of Child Health ' 
in the University of London, is lecturing in Portugal under the 
auspices of the British Council. He returns on November 10. 

Prospective Conservative Candidate 

Dr. A. Genevieve Revvcaslle has been chosen prospective 
Conservative candidate for West W'illesden. This is Dr. Rew- 
castle’s first Parliamcmary candidature. During the war she 
served in the \V.R.N.S., being the only woman to attain the 
rank of surgeon lieut.-commander. 

CO>UNG EVENTS 

Adlerian Society 

A meeting of the medical section of the Adlerian Society of 
Great Britain will be held at II, Chandos Street, Cavendish 
Square, London, W., on Thursday. November 10, at 8 pm., 
when Dr. Morris Robb will lecture on ’’ Psychotherapy of 
Psychotics." The discussion will be opened by Dr. R. 
Dennistoun Scott. 

Scientific Films 

The London Optical Practitioners’ Branch of the Assoda- 
tion of Scientific W'orkers is holding an evening of scientific 
films of special interest to optical and medical practitioners 
at Friends’ House, Eu.ston Road, London, N.W.. on Thursday, 
November 10. at 7.30 p.m. The admission charge is 2s. 


The Sherrington Society 

A new society na-ved after Sir Charles Sherrington has been 
formed at Liverpool bv a group of students who have taken an 
honours decree in physiology and are continuing their studies 
in clinical med cine and dentistry. The aim of the society is 
to brin" to-’ether clinicians and those who study tbe basic 
medica l°sciences. The first meeting was held on October 19. 
when Sir Henry Cchen addressed an audience of about 300 
people on "Some Aspects of Pain." The next meeting will 
be held on November 9 at 7.30 p.m. in the nhysiology lecture 
theatre of tbe University and will be addressed bv Professor 
A C Frazer, of Brnmingham, on ‘‘Stud'es rf Normal and 
Abnormal Fat Absorption in the Human Subject.” 


The Victor Horsley Memorial Lecture 
The Victor Horsley Memorial Fund, which was raised in 
1920 to commemorate the services of Sir Viaor Horsley to 
science and the Empire, is devoted to the giving of a lecture 
triennially in London entitled the ’’ Victor Horsley Memorial 
Lecture.’’ By invitation of the tn stees (the Presidents for the 
time being of the Royal Society, the Royal Col'ege of St rceons 
of England, and the British Medical Asscciatiun, the Senior 
Physician of the National Hospital. Queen Square, and .Mr. 
Stanley G. Robinson, son-in-law of Sir Victor Horsley) the 
eighth lecture will be delivered by Sir Hugh Cairns, Nuffield 
Professor of Surgery. University of Oxford, in No. I Lecture 
Room, University College Hospital Medical School, University 
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Street, Gower Street, London, W.C.I, on Thursday, December 8, 
at 5 p.m. The title of the lecture is “ Disturbances of Con- 
sciousness with Disorders of the Brain Stem,” and the chair 
will be taken by Dr. F. M. R. Walshe, F.R.S. Admission to the 
lecture is free on presentation of visiting-card. 

Manchester Royal Infirmary Old Residents’ Club 
Members are asked to note that it is proposed to hold the 
next reunion of old residents on Saturday, March 25, 1950, at 
Belle Vue, Manchester. Further details will be notified later. 
Members should notify any recent change of address to the 
Honorary Secretary, Old Residents’ Club, Manchester Royal 
Infirmary. 


SOCIETIES AND LECTURES 

Monday 

London University.— At University College (Chemistry Theatre), 
Gower Street, London, W.C., November 7, 5.15 p.m., “ The 
Chemistry of the Transiiranics and Other Newly Discovered 
Elements” by Professor H. J. Emcleus, F.R.S. 

University College, Gower Street, London, W.C.— November 7, 
4.45 p.m., " Bacterial Toxins” by Dr. W. E. Van Heyningen. 

Tuesday 

Chelsea Clinical Society.— At South Kensington Hotel, 47, Queens 
Gate Terrace, London, S.W., November 8, 7 for 7.30 p.m., "A 
Stipendiary Magistrate ” discussion to be opened by Mr. W. B. 
Frampton. 

Edinburgh Postgraduate Board for Medicine. — At University 
New Buildings (Anatomy Lecture Theatre), Edinburgh, November 
8, 5 p.m., " The Costoclavicular Syndrome,” by Professor 
F. A. R. Stammers. 

Illuminating Engineering Society. — At the Lighting Service 
Bureau, 2, Savoy Hill, London, W.C., November 8, 6 p.m.. 
Specialized and General Lighting in Hospitals.” by Messrs. M. W. 
Peirce' and D. J. Reed. A discussion will follow. 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — November 8, 5 p.m., " Histopathology of the 
Skin.” by Dr. I. Muende. 

Institute of Obstetrics and Gynaecology. — At Postgraduate 
Medical School of London, Ducane Road, W., November 8, 
3 pan., " Kidney Function," by Professor K. J. Franklin. 

Wednesday 

Cambridge University. — ^^At Addenbrooke’s Hospital, Cambridge. 
November 9, 2.30 p.m., " The Teaching Hospital and the General 
Practitioner," by Dr. L. B. Cole. ■ 

London University. — At Westminster Medical School (Meyerstcin 
Lecture Theatre), Horseferry Road, Westminster, London, S.W., 
November 9, 5 p.m., “ Post-partum Necrosis of the Anterior 
Pituitary Gland,” by Professor H. L. Sheehan. 

Royal Faculty of Physicians and Surgeons of- Glasgow, 242, 
St. Vincent Street, Glasgow. — November 9, 5 p.m., " The Relation 
of Hypertension to Renal Circulation,” Dr. John Burns Lecture by 
Professor J. Trueta. 

Royal Institute of Public Health and Hygiene, 28, Portland 
Place, London, W. — November 9, 3.30 p.m., " Skin Ailments and 
the Public Health,” by Dr. W. J. O’Donovan. 

Social Psychotherapy Centre, 7, Fellows Road, London, N.W. — 
November 9, 5 p.m., " Instructional Group Psychotherapy, U,” by 
Dr. E. N. Snowden. 

Society of Chemical Industry: Food Group. — At Imperial Insti- 
tute, South Kensington, London, S.W., November 9, conversazione. 
6 p.m. Informal reception by Sir Harry and Lady Lindsay and 
Mr. A. L. Bacharacb (chairman of the society) and Mrs. 
Bacharach; 6.45 p.m., film of Food Group on tour in France, 
June, 1949. Admission by ticket only. 

South West London Medical Society. — At Bolingbroke Hospital, 
London, S.W., November 9, 8.30 p.m., " Hoarseness as a 
Symptom,” by Mr. W. I. Daggett. 


Royal College of Physicians of London,' Pall Mall East, S.W.— 
November 10, 5 p.m., " Sarcoidosis, with Special Reference to the 
Lung Changes,” Bradshaw Lecture by Dr. J. G.'Seadding. 

Royal College of Surgeons of England, Lincoln’s Inn Fields, 
London, W.C. — November 10, 5 p.m., " Visceral Actinomycosis 
and its Treatment,” Bradshaw Lecture by Mr., V. Zachary Cope. 

St. George’s Hospital Medical School, Hyde Park Corner, 
London, S.W. — November 10, 4.30 p.m., lecture-demonstration; 
" Psychiatry,” by Dr. D. Curran. 

Torquay and District Medical Society. — November 10, 8.30 p.m., 
clinical discussion. 

Friday • 

Maida Vale Hospital for Nervous Diseases Medical School, 
Maida Vale, London, W. — November 11, 5 p.m., clinical demon- 
stration by Dr. Blake Pritchard. 

Royal Institute of Philosophy, 14, Gordon Square, London, W.C, 
— November II, 5.15 p.m., "Scientific Concepts and Synthetic 
Philosophy,” by Mr. S. E. 'Toulmin. 

Royal IvIedical Society, 7, ' Melbourne Place, Edinburgh.— 
November 11, 8 p.m., "Unorthodox Healing — An Assessment," 
by Mr. R. C. Tyldesley. 

" Royal Sanitary Institute. — At Huddersfield Technical College, 
November 11, 10 a.m., “Recent Regulations Relating to Milk," 
by Dr. John M. Gibson. 

Society of Chemical Industry: Fine Chemicals Group.— A t 
King’s College (Chemistry Lecture Theatre), Strand, London, 
W.C.. November 11, 7 p.m.. "The Chemistry of Antihistamine 
and Related Drugs,” by Dr. D. W. Adamson, M.Sc. A discussion 
will follow. 

University College, Gower Street, London, W.C. — November 'll. 
5.15 p.m., " Transmission of Excitation in Nerve and Muscle," 
• by Dr. Bernhard Katz. 

West Kent Medico-Chirurgical Society. — ^At Miller Hospital, 
Greenwich High Road, London, S.E., November 11, 8.30 p.m., 
" Some Conditions Affecting the Parotid Gland,” by Dr. R. S. 
Bruce Pearson. 

Saturday 

Biochemical Society. — At London School of Hygiene and Tropical 
Medicine, Keppel Street, London, W.C., November 12, 11 a.m., 
281st meeting. Symposium : " The Biological Oxidation ol 

, Aromatic Rings.” 


APPOINTMENTS 

Lieutenant-Colonel F. M. Lipscomb, F.R.C.P., has been appointed 
Physician and Surgeon to the Royal Hospital, Chelsea. 


Hospital for Sick Children, Great Ormond Street, London, W.C.— Hoiuf- 
physicians (Junior Registrar Grade), T. J. Rendle-Short, M.B.» B.Ch.« M.R.C.P*. 
D.C.H., E. H. Back. M.B.. B.Ch., M.R.C.P., R. C. ^M^cheU. M.B.. Ch.B., 
M.R.C.P., D.C.H. House-surgeon (Junior Registrar Grcuic),*R, J. Alcock, M.R, 
B.Ch. Resident Medical Officer, Tadworth Court (Registrar Grade), Joan P. 
D’Arcy. M.B., B.Ch., B.A.O. Assistant Resident Medical Officer, Tadworm 
Court (Junior Registrar Grade), Gwendoline Hewitt, M.B., B.S., D.G.O., D.C.H. 

Barren, G. F., M.D., Consultant Chest Physician in the King’s Lynn and 
West Norfolk Area, East Anglian Regional Hospital Board. 


BIRTHS, MARRIAGES, AND DEATHS^ 

. births 

Clift.— On October 21, 1949, at Croydon, to Dr. Dorothy (nde Newell), wife 
of A. F. Clift, F.R.C.S'., a sister for Priscilla and Then— Mary Elizabeth. 

Crlllcndcn.— On October 26, 1949, to Stella (n6e Jolly), wife of Dr. Kenneth 
Crittenden, The Woodlands. Kings Bromley, a daughter— Rosemary Jean. • 

MARRIAGES 

• Affleck- Barrow. — On October 17. 1949. in London. Ian Affleck, O.B.E.. 
M.R.C.S.. L.R.C.P., of Kcarsley, Farnworth, Lancs, to Yolande Barrow, 
of Cognv. Rhdne. France. 

Green-h-Whitc.— On October 21, 1949. at St. Bodtan’s Church, Aber, Caernar- 
vonshire. David Mitchell Green, M.B., Ch.B.. of 16. Ancrum Road. Dundee, 
to Elizabeth While, M.B., Ch.B., of Aber. Caernarvonshire, and 6, South 
Oswald Road. Edinburgh. ' ■ 

Pcarse Williams — Wright. — On October 15, 1949. at Epsom. Thomas Pcarse 
Williams. M.D..' F.R.C.P.. of 50, Harley Street, London. W., to Joyce 
Christina Wright. C.S.M.M.G.. younger daughter of the late J. J. Muir 
Wright and of Mrs. Muir Wright, of Bucklands, Kingswood. 


Thursday 

.plLLEspiE Lecture. — At Anatomy Theatre, University 
New Buildings, Teviot Place, Edinburgh, 'November 10, 5 p.m.. 
Amputations, with Special Reference to the ‘Phantom Limb’ 
Phenomena." by Mr. G. H. Stevenson. , 

INSTITUTE OF DERMATOLOGY, 5, Lislc SlFcet, Leicester Square, 
London, W.C. — November 10, 5 p.m., " Leukoplakia: Lichen 
Sclerosus of the Ano-genital Region,” by Dr. H. J.. Wallace. 

OF Physics : Manchester and District Branch. — A t 
Cmlegc of Technology, Manchester, November 10, 6 p.rn., 
Kcccnt Advances in the Physiology of Colour Vision," by Pro- 
lessor H. Hartndge, F.R.S. Joint meeting with the Illuminating 
Engineering Society. 

Liverpool Medical Institution. — ^November 10, 3 p.m.. " Phrsio- 
togical Reactions of Bone and the Problem of Non-union 
l-ractures. Hugh Owen Thomas Memorial Lecture by Sir Reginald 
Watson-Joncs. - & 

Pharm vceutic.w Society of Great Britain, 17. Bloomsbury Square, 
London, W C.— November 10, 7.30 p.m., " The British Pharma- 
-eutical Codex. 1949." byT. C. Denston, B.Phann., Ph.C., F.R.I.C. 


DEATHS 

Bateman. — On October 21. 1949, at 199. Shooters Hill. London. S.E., James 
Alcsander Bateman, M.B., Ch.B. . 

CriditoD,— On October 21, 1949, at 31, Hillhead Street, Glasgow, W.. David 

I Macquorn Rankine Crichton, M.B., C.M,, J.P., of Burgh House. Maryhill, 
Glasgow. 

Harrowcll. — On October 27, 1949, at 113, Tadcastcr Road, York, Francis . 
VVilliain Harrowcll, M.B., Ch.B., formerly of Bceston Hill, Leeds, and Jaic 
«of Great Haywood, Staffs. * 

Harvey. — On October 25, 1949, at Chircheby House. Kirkby Maizcard, Rlpon, 
Yorks, Robert George Mills Harvey, L.R.C.P.&S,I.. aged 85. 

Heasraan.— On October 17 1949. at 18. Sea Road, Boscombe, Bourncmoulb, 
Frank Heasman M.R C.S., L.R.C.P.. aged 84. 

HerrinL — On October 20. 1949. at 8, Castle Terrace, Berwick-on-Tweed. Thomas 
Pearson Hcrroi. M.D.. D.P.H, 

Moritz. — On October 18, 1949, at Stoncy Hi’I, Walkerbum, Scotland. Arnold 
Moritz. M.B., B.Ch., late of Mclbury Court, Kensington, ’London. W., 
aged 77. 

Afaf/oai. — On October 23, 1949. at Danecree, Compton. Berks. Dalton MallaoJ. , 
M.R.C.S., L.R.C.P.. of Irstead, Ncatishcad, Norfolk. 

Morton.— On October 16, 1949. at 15, Fothringham Road. Ayr, John Kerr 
Morton, M.B.. C.M., J.P., aged 84. 

Needham.— On October 24. 1949, in London, Sir Richard Arlhnr Needham. 
C.I.E., D.S.O.. M.D., F.R.C.S., Colonel Ret., aged 71. 
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Any Questions ? 


Corrcspoiuh r > ^ . .'iiu ti'i.i ^.ijrases (not for 

publication) li'h: .'lu.Ji’ ai re c^an; dcm.Li in linir questions, 
which shon'd ■ e : cs 1 '. here a selection of those 

questions Old e - n. ' .■ o> q<neral interest. 


Q.-/.V : . • 
delcicrioii I ! "'i I 
the harJiic^' . ' 
contains a i.; 

.-V.— The c. r , 
one. Concur. ■ 
its soop-dt>'-. ' . 
to 3n> e\:.- r 
well be ih 
waters, wv^ ■ > 
the varii-..' ' 
ascribed to " . ^ 
tion to dv'p^r- 
Some wor'-.'- 
stances ca 
consumer- . - 

harmful ih.. ■ 
by the hum m 
of maenc-K ' 
daily conM'-'r' 
these quar. e- 
receiving a -lu’' 

Investieat'. ■ 
of health of '..i 
soft water-, 
health has been 


Hard Vf uttT 

..uk'/h. hard nater has a 

. , a .1- ■ .4 ; an trom increasing 

..d 1 - .~.r.i a niild the fact that it 


. " . ' .itid soft water is an old 
of water bv reason of 
..ere hicarbonales are present 
'•> of -cale in kettles. It may 
.1 -r attention to the harder 
e ha'.e been associated with 
.. .bom time to time been 
■e"..; ea'iv..ili. and a predisposi- 
I'- aitnt-u:ed to hard water. 

. ’r.a: tfc nature of the sub- 
■ • .nOier.ces the effects upon 
'.In ignesium salts are more 
requirement of calcium 
o; a gramme, while that 
lit i. gr-mme. The normal 
rard wa er would not supply 
A ro question of the body’s 
r.'Ugh a hard svater supply. 

•c determine the relative states 
.•ceiving hard as distinct from 
neen found that the general 
re wa\ rr the other. Very soft waters 
mav be pK -i.- .er ; . \;r.’ h.ird waters are domestically 
inconvenient .. 'd tl.e vonsen-us of opinion is that the ideal 
hardness for a puhbe suonl;, is about 100 parts ‘per trillion. 
It mav be -> 'ded rion- expe.r.ence that, e.scept where a supply 
is unmislakebi ser, ‘oft. consumers often do not knosv 
whether ihcir water surph is hard or not la more than one 
area people base complained of the hardness of the supply 
when in fact it has been sotie.ied. 

Undereround -upplies near the coast are sometimes su^ct 
to infillration ot sea-water The suscept.b.hty of mdiv.dnals 
to salt in water s anes somewhat, but a concentration of 700 
parts per miUion ri just detectable by most people. In some 
nlrts of Essex there is as much as 1,400 parts per million, but 
the local population apparent!) do not notice it or, if they do, 
have become accustomed to it. 


Hjvc I'ce^ ■ 

:: ct' 

n •' gwJrnj: 

laSC^Cd . 


Q 


Softened Water 
-Are there any dangers in the use of artificially softened 

nnfi ifir V/ilJMO 


V ''t "■••i — t 

■Mer for drinking 'purposes during pregnancy and for young 
children ? Should the diet be supplemented m any way? 

A — NVhen water is softened, calcium is removed. Hard water 
used for drinking and cooking may supply 0-2 g. of calcium per 
Hnv The loss of this amount of calcium is unimportant unless 
the amount supplied by the rest of the diet is very low; a pint 
of milk suppUes 0.7 g. Softening of water has no other action 
that might affect health. 

Ultra-riolef Lamp in the Home 

O —Is it possible, by an tiUra-v'iolel lamp used in the home, 
to retain a summer tan'through the winter? Is ir wort/i while 
doing, and would it confer any mmmnily to colds, influenza, 
and other winter infections? 

A —The ultra-violet lamps used in the home have mercurj’- 
vapour emitters. The pigmentation caused by this spectrora is 
of a nrevish tinge and is not the same as the tan caused by the 
solar Vectrum or the carbon arc. Thus it is not possible to 


retain a true tan by the winter use of a lamp in the home. 
There is no scientific evidence that exposure to ultra-violet 
irradiation will confer immunity to colds, influenza, or other 
winter infections. A thorough investigation into this was 
carried out by the Industrial Health Research Board, whose 
report (No. 89) was published in 1946. This report was sum- 
marized in the Journal, and was the subject of a leading article 
on June 8, 1946 (p. 882). 

Neostigmine in Myasthenia Gravis 

Q . — Where does neostismine exert its action ? What dosage 
is given for an early case of myasthenia gravis, and should 
adnunistraiion be discontinued during remissions? Are any 
toxic or other undesirable effects likely to follow a long* 
continued course of treatment ? 

A. — Neostigmine. like eserine, of which it is a synthetic 
analogue, acts at the neuromuscular junctions by inhibiting 
cholinesterase, which inactivates acetylcholine in the body. It 
thus increases the effect of acetylcholine liberated at the nerv’e 
endings. The exact cause of myasthenia gravis is unknown. 
The disease may be due to a deficiency of acetylcholine, to an 
excess of cholinesterase, or to the liberation of some curare- 
like poison. The dosage of neostigmine in myasthenia depends 
on the severity of the condition at the moment, and not on 
whether the case is in the early stages or long-standing. The 
drug is usually given by the mouth in 15-mg. tablets. Mild 
symptoms may be controlled by as little as two or three tablets 
a day, while severe symptoms may demand as much as 12 
tablets in the 24 hours. In emergencies 1 to 2 mg. should 
be given by subcutaneous injection. There is no point in 
continuing the medication during a complete remission.. Toxic 
effects — which are relieved by atropine — ^are intestinal colic, 
bradycardia, collapse, sweating, salivation, and miosis. The> 
are due to overdosage or to unusual sensitivity to the drug 
and not to long-continued administration, as the effects of 
neostigmine are not cumulative. 

Interpreting Laboratory Reports 

Q , — The result of a serum test is reported as follows . 
" Salmonella typhi ( O and H), negative I in 25 : Proteus 
0X19, 0X2, and OX K., negative } in SO." What does this 
imply ? 

A. — ^The absence from the blood of demonstrable antibody 
to the H and O antigens of Salinonella typhi suggests that the 
individual has not recently (say within the past two to three 
years) been inoculated against typhoid or suffered from a clinical 
attack of the disease. He might, of course, be in the early 
stages of infection, since antibody does not usually develop in 
the first w'eek. A negative finding, however, does not neces- 
sarily mean that the individual is susceptible to typhoid fsyej. 
Some patients do not develop any demonstrable agglutinin 
during an attack, and in a proportion of inoculated persor^ 
the antibody litre may drop quickly to a low level ; but this 
need not imply that the individual has not developed, or has 
lost, resistance to typhoid. Indeed, the function of humoral 
antibody as a protection against enteric infection is not easily 
defined. It is known that anu'serum containing O or O-^VI 
antibody is protective against experirrental infection in mice, 
but why does the patient with demonstrable antibody in the 
blood develop a relapse, and why do recently inoculated and 
reinoculated troops sometimes succumb to infection ? On the 
other hand, among a susceptible civilian community exposed 
to the risk of infection, as by drinking contaminated water, onli 
a proportion get a clinical attack. The serum of a chronic 
typhoid carrier may give negative reactions to the H and O 
antigens, but usually reacts positively (in a litre of 1 in 10 or 
higher) to the Vi antigen. 

As much, or more, caution must be observed in interpreting 
a negative response to Proteus 0X19, 0X2, and OX K- in rela- 
tion to rickettsial infection. In some severe cases of typhus, as 
well as in mild cases, the Weil— Felix lest may show a verv’ low 
tiire- to the Proteus antigen ; in other patients this antibody 
quickly falls belov/ demonstrable level. Yet all these patients 
are likely to have a high degree of resistance to .further 
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infection by typhus, although not to other rickettsial infections, 
such as scrub typhus or Q fever. It should also be noted that, in 
a variable proportion of sera from normal persons with no 
history of infection or inoculation, antibodies to the Salm. typhi 
and Proteus antigens may be demonstrated in titres ranging 
from 1 in 20 to 1 in 100. 

Vasomotor Rhinorrboca 

Q, — What investigations should be undertaken in a case of 
persistent vasomotor rhinorrhoea ? For three years a patient 
has suffered from a practically continuous severe vasomotor 
rhinorrhoea. There is a profuse discharge of mucus, and the 
need for continuous nose-blowing' interferes with work and is 
a social handicap, besides being extremely fatiguing. He under- 
went an operation for deflected septum .at the age of 17. The 
nares are patent during remissions ; the sinuses are not 
infected; there is no seasonal incidence, and no evidence of 
sensitivity to a specific allergen. Causes of exacerbation are 
mechanical, neurogenic, and psychogenic. Complete but 
temporary relief is given by antihistamine agents applied 
locally and also by vigorous outdoor exercise. Is there any 
prospect of a cure ? 

A. — ^The prospect of cure depends on finding the cause, 
which is often difficult. The appearance of the mucous mem- 
brane of the nose might give a guide to the cause. The nasal 
discharge should be examined on several occasions, during 
exacerbations and if possible during remissions, for eosinophil 
and polymorphonuclear leucocytes. If eosinophils only are 
found, the condition is allergic and the allergens are of the 
extrinsic type — for example, inhalants such as house dust, 
feathers, foods, and drugs. If eosinophils and polymorphs 
occur together, the condition is due either to a superadded 
infection of a basic allergic oedema (extrinsic in type) or to an 
allergic reaction to an infection. If only polymorphonuclear 
leucocytes are found, the condition is infective in origin, 
although it has been suggested that some of these apparently 
primary infective cases are really secondary infections on a 
boggy mucous membrane produced psychogenically. 

In the allergic cases inhalants are the common allergens, and 
skin tests are thus often helpful. They are best carried out and 
their significance assessed by a competent worker in this field. 
Foods and drugs account for only a small proportion of cases 
of allergic rhinitis. In the absence of a personal or family 
history of allergy, with no eosinophils or pus cells in the nasal 
discharge, and with negative intracutaneous skin tests, a psycho- 
genic cause should certainly be sought. 

Fowls and Contharides 

Q. — Has it ever been established that fowls which have 
ingested contharides and have subsequently been killed and 
eaten have caused fatal effects in man ? 

A. — No. We can find no reference to evidence that fowls 
which have eaten cantharides, and have subsequently been 
killed and eaten, have caused fatal accidents in man. 

Frequent Attacks of Petit Mai 

Q . — What is the best treatment for a girl of 8 who has 20 
to 50 attacks of petit mal daily? Attacks can be brought on 
by “ over-breathing." While bathing she has no attacks and 
rarely when carrying out vigorous exercise. Hoes this type of 
case require any treatment other than the usual anti-epilepsy 
drugs ? 

A. — Electroencephalography should be carried out, if this 
has not already been, done, in order to ascertain the type of 
dysrhythmia present. An abnormal rhythm of the wave-and- 
spikc variety would be an indication to try “ tridione,” but no 
other type of rhythm is likely to respond to this drug. In addi- 
tion to the ordinary anticonvulsant drugs, it would be worth 
while trying belladonna in doses of 5 to 10 minims (0.3 to 
0.6 ml.) of the tincture three times a day, and also amphetamine 
sulphate in doses of 2.5 mg. two or three times a day, the last 
dose being taken not later than tea-time. A ketogenic diet is 


sometimes successful, but it is probably impracticable outside 
a hospital to-day. Pctit-mal attacks of such frequency are often 
described as -pyknolepsy. There is doubt whether this is a 
nosological entity, but in some such cases, although the attacks 
respond little, if at all, to treatment, they cease spontaneously. 

Washing out the Stomach 

Q . — In a case of non-corrosive poisoning, what advantage 
has gastric lavage over apomorphine plus plenty of salt and 
water ? 

A. — When gastric lavage is used it is possible to be certain 
that the stomach has been thoroughly washed out by looking 
at the washing. Plenty of salt and water plus a dose of apo- 
morpliine would sometimes be just as efficient, but it might 
not always be so. 


NOTES AND COADIENTS 

Jealousy in a Child. — Colonel N. J. C. Rutherford (Famham, 
Surrey) writes : With reference to the question and answer on the 
above subject (“ Any Questions ? ” August 27, p. 495), 1 have 
recently observed the same situation. A sturdy little boy aged 4 
showed almost virulent dislike of his sister aged 2 years. It got so 
bad that neighbours grew alarmed and warned an an.xious young 
mother. The boy would deliberately charge into his sister and 
knock her over ; and when he thought himself unobserved he would 
make violent attacks on the little girl, who, incidentally, was a 
particularly gentle and shy child. There was no question of dis- 
ability in the mother, but the father, being a Regular officer, was 
much away from home. The mother was firm in a way, but never 
■used any form of corporal punishment to control the boy. Then 
the father came home for a.longish spell of leave, and the situation 
changed rapidly. The boy was not smacked, but was shown' plainly 
that ill-treatment of his sister meant isolation from the other mem- 
bers of the family and a marked air of general displeasure (some- 
what spoilt by the little girl victim, who invariably made up to the 
naughty one during such sessions). Going to children’s parties was 
beneficial, as sometimes the family spirit was aroused arid the- boy 
had to stand up for his sister against comparative strangers, 
which he did in no uncertain fa'sliion, and acquired a protective 
spirit. In this case there is no doubt that a grandfather displayed 
like charactgristics in his youth. I catmot see psychotherapy having 
much influence in this case. The boy is essentially masculine, full 
of pluck, has a mind of his own, is no fool, and will one day be a 
natural leader. It is just a phase and will pass away as the years grow. 

Hunterian Society. — Dr. Clement Francis writes: The president 
and council of the Hunterian Society much appreciate the notice of 
the Hunterian party (October 15, p. 868). But there is one error in 
tile opening sentence which I should be grateful if you could perhaps 
correct. The annual party is in addition to, and not instead of, the 
annual dinner which is to be held at Grosvenor House on February 
16, 1950. The mistake has probably arisen from the fact that two 
years ago we were unable, because of rationing problems, to hold 
our usual annual dinner. 

Treatment of Stings'. — Captain J. F. Gow, I.A.M.C., writes from 
Kankinara, West Bengal : I have read correspondence off and bn 
regarding bee stings and jelly-fish stings and I do not remember ever 
having seen vinegar and salt mentioned as a treatment. The treat- 
ment consists in taking about one teaspoonful of common salt and 
adding to it an equal quantity of vinegar and rubbing in the mixture 
well at the point of the sting. The relief is instantaneous, and no 
inflammation results. This treatment should be carried out as soon 
as possible after the individual has been stung. 
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THE SECRETARY REPORTS 


CONFERENCE OF LOCAL MEDICAL 
COJLMnTEES 

The Conference of Representatives of Local Medical Com- 
mittees managed in one day to dispose of a relatively formidable 
agenda and to escape the criticism voiced at some recent 
Representative Meetings that the time factor has prevented 
adequate discussion. Last week's Conference was no exception, 
possibh because the representatives were unanimous in reach- 
ing some of the more important decisions. The representations 
on behalf of general practitioners in the Service made to the 
Ministrv as long ago as March 3 this year remained unanswered 
when the Conference met, and the chairman of the General 
-Medical Services Committee was speaking for representatives 
from all parts of the country in his strong condemnation of 
the tdinistrv's " go slow ” tactics. 

The ^t|^l.try undertook to complete certain investigations 
•• reasonable soon " after the G..\f.S. Committee' sub- 
mitted Us case some seven months ago. - The next step 
was the receipt from the Ministry in mid-August of a formid- 
able document of some 240 pages of statistics of general 
practitioner mcome. which the committee on examination 
criticized as unreliable and inaccurate in parts. This involved 
substantial revision of the 'document, and it can be under- 
stood that this takes time. ^Vhat could not be understood by 
the Conference was the apparent inability of the Ministry to 
correct the inaccurate calculations made at the inception of the 
Service in determining such factors as the size of the Central 
Pool. One incontrovertible fact is that the number of general 
practitioners entering the Service proved to be higher than the 
number which had been estimated for the purpose of this 
calculation. 

The Conference unanimously deplored the delay on the part 
of the Ministry in dealing with the matter and passed a second 
resolution, again unanimously, that, as the proper calculation of 
the amount of the Central Pool, including an adjustment for 
any increase in the number of doctors, can be undertaken with- 
out awaiting the redraft of the Ministry’s document on general 
practitioner remuneration, it be demanded of the Ministry that 
this step be taken now in agreement with representatives of 
general practitioners. 

Health Centres 


Cerlilicates of Unregistered Practitioners 
In moving a resolution on this subject a representative stated 
that m his town the Ministry of National Insurance office had 
undertaken to consider “ on their merits ” certificates of inca- 
pacity given by unxegislered practitioners. A few days ago a 
statement in more positive terms was issued by the British 
Health Freedom Society informing its members that “ the 
Ministers of Health and National Insurance had issued a 
u certificates of bona-fide unorthodox practitioners 

shaU be accepted for payment of sick benefit.” The Confer- 
ence is informing ffie Minister that it strongly disapproves of 
any certificate of incapacity given by an unregistered practi- 
tioner bemg considered by the Ministry of National Insurance 
— even on its merits.” 


The Prescription Charge 

There are still no details available of the proposed method of 
giving effect to the Government’s decision to make a charge of 
not more than Is. (except in the case of old-age pensioners) 
lor each prescription under the National Health Service. The 
ConferenM recorded its opinion that in no circumstances what- 
ever should a doctor be required to become an agent to collect 
a Government charge on prescriptions. 






Three weeks ago certain important passages in a Ministry 
» column. In that circular— 

^ appeared in the Supplement of October 15 

168)— the Minister advises regional hospital boards in review- 
ing plans for the change of use of cottage hospitals to consider 
the continued provision of beds in the charge of general pracu- 
uoners. mcluding maternity beds in the charge of general- 
pracutioner obstetricians. The Conference regards this as sound 
and acceptable advice and is suggesting to local medical com- 
mittees that they should take every opportunity of securing its 
implementation in their areas by regional hospital boards and 
hospital management committees,- A number of other resolu- 
tions were passed tvith the object of bringing the general 
practitioner into closer association with hospital work. 


It was reported to the Conference that a vigilant watch was 
being maintained on the development of plans for health 
centres. Local medical committees have been asked to use 
their influence to prevent the hasty establishment of undesir- 
able tjTies of health centre. 

After consideration of the implications of the clause in the 
N.H.S. Amending Bill to enable general practitioners associated 
with health centres to attend private as well as public patients 
there, the Conference endorsed the decision of the G.M,S. 
Committee not to oppose this proposal. At the same time 
it proposed certain measures to protect the position of the 
doctor who transfers his practice to a health centre. The 
view was expressed that, during the experimental period, in any 
area in which a health centre is to be opened an essential 
preliminary is that no doctor should be allowed to open a 
surgery (including a surgery at his residence) within an agreed 
area surrounding the health centre for a specified period before 
and after the opening of the centre. This rule is not intended 
to apply to principals practising in the health centre or to a 
doctor who at the commencement of. the specified period had 
premises in the area from which he practised and was on the 
executive council list. 


A Busy Year 

selection of some of the more important decisions of 
i!- u u overlooks the vast amount of steady spade-work 
which the G.M.S. Committee has undertaken during the first 
ID months of the Service. Some indication of its continued 
plugging away ’’ to remove anomalies and to secure improved 
terms Md conditions of service is reflected in the committee’s 
Annual and Supplementary Reports published in the Supple- 
ment of August 27 (p. 99) and of October I (p. 150). The 
subjects dealt with, to take a few examples, include mileage, 
temporapi residents, basic salary, inflation of doctors’ lists’ 
vacemation and immunization, the filling of practice vacandesi 
cenification, various dispensing and prescribing points, materm'ty 
services (including fees for miscarriages), superannuation, 
assistants, treatment of seamen, emergency treatment follow- 
ing dental operations, partnership shares, refresher courses 
income tax, and the Special Inducement Fund. 

That the Conference was sensible of the vigilant work being 
°° evidenced by the warm vote of confidence 
wnich It accorded to the G.M.S. Committee and by its great 
3ppreciation of the work already done by the committee. 
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SPECIAL INDUCEMENT FUND 

The Ministry of Health has been asked to arrange for the 
, balance of the' Special Inducement Fund ,to be distributed 
among general practitiopers who are able to substantiate 
claims on hardship grounds as a result of the introduction 
of the National Health Service. The Ministry has agreed on 
principle, and the details will shortly be under discussion. 

AUSTRALUN HEALTH SERVICE 

The Australian Minister for Health, Senator McKenna, has 
stated that, in view of the recent High Court judgment that 
Section 7a of the Pharmaceutical Benefits Act is invalid, the 
free-medicine scheme will be on a voluntary basis {The Times, 
October 26). 

This Act required doctors to use a Government prescription 
form when prescribing free medicine. The action had been 
brought in the High Court by the Federal Council of the B.M.A. 
in Australia. 


PAYMENT OF REGISTRARS IN TEACHING 
HOSPITALS 

Representations have been made to the Minister that certain 
medical schools would prefer to contribute towards the salaries 
of registrars employed in teaching hospitals. This matter has 
been discussed with the University Grants Committee, which 
has confirmed the following resolution by the Medical Advisory 
Committee ; 

That the committee do not 'regard it as generally essential, on 
educational grounds, that universities should contribute to the 
salaries of registrars employed in teaching hospitals. They would, 
however, consider it appropriate that any university which desired 
to make such a contribution up to 50% of the registrars’ salaries 
should be permitted to do so if its financial circumstances allow. 

The Minister will make whatever arrangements may be pre- 
ferred by' a particular university or medical school for contribu- 
tions towards registrars’ .salaries. It is not suggested that any 
initiative should be taken by, a board of governors to obtain 
contributions. But, should a university or medical school 
intimate to the board that it desires to contribute an amount 
of up to 50% of the salaries of registrars employed in a teach- 
ing hospital, the board should agree. The precise proportion 
should be a matter of arrangement between the board of 
governors and the medical school or university concerned. 


REGISTRATION OF OPTICIANS 

EVIDENCE INVITED 

The Intra-departmental Committee on the Statutory Registra- 
tion of Opticians {Supplement, October I, p. 149) will consider 
evidence relevant to its inquiries from interested bodies or 
persons. It has already invited evidence from some ; others 
wishing to put their views before the committee should submit 
written memoranda to the secretary of the committee. Ministry 
of Health, Whitehall, London, S.W.l. 


FRIENDLY SOCIETY CERTIFICATES 

The General Medical Services and Private Practice Committees 
have considered the requesl of a deputation of the National 
Conference of Friendly Societies that practitioners should not 
charge for medical certificates of incapacity requested by aged 
members of Friendly Societies who are not entitled to sickness 
benefit under the National Insurance Act and therefore do not 
ask for National Insurance certificates. 

Both committees are sympathetically inclined to the view 
that in these circumstances practitioners should not charge for 
such certificates provided the society supplies a form for the 
doctor’s signature. 


CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE (SCOTLAND) 

The Central Consultants and Specialists Committee (Scotland 
held its first meeting of the new 'Session on October 10 
Mr. I. Simson Hall was re-elected chairman of the commitiei 
with Dr. T. Murray Newton as deputy chairman. 

The following members were appointed to represent the com 
mittee on the Central Consultants and Specialists Committee fo 
the coming year; Professor L. J. Davis, Dr. I. D. Easton 
Dr. J. G. -M. Hamilton, Mr. I. Simson Hall, Dr. J. B. Kinj 
Mr. N. J. Logie, Mr. W. S. Mack, Dr. T. Murray Newton 
Dr. A. R. Wfison, and Dr. ,1. H. Wright. 

General Practitioners and Hospitals 

The committee discussed the proposal to form a joint sul 
committee with the General Medical Services Subcommitte 
(Scotland) to consider problems affecting general pracfifionet 
in relation to hospitals under the National Health Servict 
Many members expressed the view that the new administratwi 
arrangements, far from leading to the desirable integration o 
the profession, were resulting in a growing separation of th; 
interests of specialists and practitioners. -In the interests el 
medicine as a whole it was essential that this tendency should 
be checked. The committee therefore agreed to the immediile 
formation of a subcommittee capable of co-ordinating the views 
of both specialists and general practitioners. 

Distinction Awards 

The committee was unanimously against the suggestion thal 
consultants and specialists should be required to apply fo 
distinction awards, but considered that the proposed regional 
committees should remain in being and review regularly (prob 
ably annually) the qualifications of all consultants in the region 
from the point of view of special distinction awards. 

Any new holder of an appropriate hospital appointnienl 
should be asked to complete a statement of his qualifications. 
No new entrant to the specialist service would then have reason 
to suppose that any claim he might have to a distinction award 
had been ignored by the regional committee through lack of 
information. 

Part-time Appointments 

Attention was drawn to the action of certain regional hospital 
boards in appointing or proposing to appoint whole-time officers 
in charge of hospital departments where these posts had hitherto 
been held by senior consultants on a part-time basis. In specific 
cases quoted by one member of the committee, the regional 
hospital boards in question had declined to reconsider their 
decision to make the posts whole-time, no option being gMn 
to the senior consultant in the area to accept the appointment 
on a part-time basis. 

The chairman pointed out that this policy of the regional 
hospital boards, if pursued, would nullify the provisions of the 
Amending Bill designed to give effect to the Governments 
declared intention not to require all specialists to be employed 
whole-time. The committee felt very strongly that immediate 
action should be taken, and referred the matter to the loinl 
Committee for Consultants and Specialists (Scotland) with a 
request that it be taken up with the Department of Health fo 
Scotland as one of urgency. 

Other Business 

The committee gave general approval, to the proposals suh 
mitted by the Executive Committee of the Central Consul- 
tants and SpecialisU Committee for the establishment of an 
independent fighting fund for consultants. 

The committee then considered a protest from consultan 
in the 'Western Region regarding the wording in the contracts 
offered to clinical teachers. The consultants thought that tn« 
phrase “ so long as you continue to hold your appointment a 
clinical teacher from the university ” was tantamount to g^® ' 
ing an outside body the power to dismiss a consultant fro 
employment with the regional hospital board. The chai ' 
man reported that, having anticipated similar difficulties, W 
South-Eastern Regional Board had, with the approval of 
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Dcp-irtmcnt of Health, altered the offending phrase to read "in 
assoeialion with >onr teaching appointment with the university.” 

•Attention was drawn to a document which had been issued 
to certain clinical teachers in conjunction with their contracts,' 

■ in which It was stated that, in the e\ent of the termination of a 
‘ teaching appointment, the regional hospital board would issue 

a new contract to the consultant concerned. While it was doubt- 
ful if an undertaKing in this form would be legally enforceable, 
it was felt that it did go some way to safeguard the position of 
Hie .ilTected individual. The secretary was therefore instructed 
t ' request the Deparmient to invite all regional hospital boards 

■ to issue the document to all clinical teachers in contract with 
' them. The representatives of the Western Region were advised 

to approach their regional hospital board once more with a 
request that the phraseology of the contracts to clinical teachers 
he altered as had been done in the South-Eastern Region. 

It was reported that the report prepared by the special sub- 
; committee which had been appointed to investigate the position 
, ■ of medical super. ntendents in Scotland under the N.H.S. had 

■ been the subject of a discussion between the Scottish Joint 
Committee and otTicials of the Department of Health. .A further 

- discussion is to be held when the Department has prepared 
a revised sca'e of re nuneration for the medical superintendents 
. in Scotbrid 


HEARD AT HEADQUARTERS 


Flank .Attacks 

.After readine in the papers the other day that regional hos- 
pital boa "ds are being "packed with Socialists" we were not 
surprised to see a repa.-t the following day that “belted earls 
and whisss magnates" have crept on to the boards. The 
former opinion 'las attributed to the Conservative Party s 
Weekly Sews Letter, the latter to Dr. Ian Gilliland, chairman 
' of the executive of the Socialist Medical Association. These 
■■ vieWTs were apparently expressed independently and not in 
■' repartee which seems to suggest that the boards ate a fairly 
representative spectrum of poliucal colour. That is as it should 
■' be in a countrv which prefers to take its politics in mixtures 
rather than bv injections of pure synthetic products. The 
' vocabularies of political allegation still seem to favour the 
Socialist. Belted earls, as we all know, are regarded with sus- 
picion the whole world over, except perhaps in the House of 
Lords vvhereas the hiss of “Socialist” has lost much of the 
arresting thrust that it ' had -50 years ago. Incidentally, a 
>■ fortune°undoubtedly awaits the first man to invent a whisky 
. ■■ maenate. 

-: ' Good Chairmanship 

Headquarters has seen some excellent chairmen — a task 
■1 demanding physical as well as mental energy— and Dr. 
Walter Jope, presiding over the Conference of Representatives 
of Local Medical Committees, started the day with some sound 
-I advice : “ Can you hear me ? Now. if any representative intends 
1 to speak let him take his place in the queue at the back of the 
i platform. If while waiting there he finds that his point has 
J been made by speakers in front of him, let him go back to bis 
■> pbee without putting it again ; but if there is really a point 
J which he tninks should be put and has not been put by others, 
■ let him make it succinctly, with, due regard to the time limit, 
i But I must warn him against the dreadful fate which overtakes 
anvone who comes too frequently to the' microphone— they 
make him chairman of the Conference.” 


Questions Answered 


Purchase Tax 

’ Q I propose to buy on electric floor-polisher for use on 

• sursery and waiting-room floors, and also a refrigerator. 

* will be used partly for storing drugs and sometimes blood. 
4m I entitled to e.xemplion from purchase tax? 

^ Tliere is no exemption from purchase tax for either of 

th«e articles even when used for the purposes stated. 


The Annual Conference of Representatives of Local Medical 
Committees was held in the Great Hall of B,.\LA. House, 
London, on Thursday, October 27. Dr. W. Jope (Blantyre, 
Lanarkshire) presided. Almost every committee in Great 
Britain was represented. The principal discussions took place 
on matters arising’ in the annual and supplementary reports 
of the General iMedical Services Committee, published in the 
Supplements of August 27 (p. 99) and October 1 (p. 150), which 
were introduced by Dr. S. AVand (Birmingham), chairman of 
the committee. 

Some discussion took place on a proposed change in the 
date of the Annual Conference, the committee holding that 
if it were held in June it would facilitate the work of the 
committee in the early autumn, and also, the date being nearer 
that of the Annual Representative Meeting, it would make 
for better co-ordination between the two conferences. Repre- 
sentatives from Worcester, Buckinghamshire, Gateshead, and 
other constituencies, however, desired that the date of the 
Conference should remain in October, and this proved to be the 
view of the majority of the Conference (86 to 72). 

The First Year of the Committee 

Dr. Wand, who was cordially received, introduced the reports 
of the General Medical Services Committee. The committee, 
he'said, had had a strenuous year. The agenda of its monthly 
meetings rarely contained fewer than 60 items, and sometimes 
as many as 100. As general practitioners they had lost no 
ground in their discussions with the Ministry, and they had 
made some gains, but none were easily won. The Mim'ster at 
the beginning, when urging them to come into the S.ervice, 
had said that if there were unresolved difficulties the sharp 
edges would be smoothed over by subsequent discussion. In 
almost every case, however, when they had made a gain they 
had had to fight hard. 

In .the field of midwifery a certain number of improvements, 
relating to attendance at miscarriages, emergency midwifery, 
and so on, had been obtained. At an earh'er conference the 
position of the rural practitioner had been strongly brought 
forward, and they l^d now obtained for the rural practitioner 
an extra half million of new money and £200,000 from the 
Special Inducement Fund, making the total sum in the mileage 
pool £2 million. There could be no doubt that the man in 
the easy rural area got too much in comparison with his col- 
league in the more difficult rural area, and it was evident 
that men in what had been called the “ mountain and light- 
house "cases would require special treatment The committee 
had set up a Health Centre Subcommittee, which had been 
considering in particular the protection of the doctor who 
wished to take his practice in such a centre. The interminable 
delay in the discussions with the Ministry over remuneration 
would be the subject of resolutions to come before the Con- 
ference. It was most difficult to overcome the " go slow ” 
movement in a Government department. 

A very noticeable feature of the first year's experience was 
the changed attitude of the patient — the demanding attitude, 
the attitude which required the doctor to do certain things. 
Lay people in high places who should know better often 
seemed most unwilling to recognize the difficulties under which 
doctors were working. In Birmingham there had been 
published in the press what took place at a recent meeting of 
the executive council when a doctor had the temerity to say 
that their waiting-rooms were so congested with trivial cases 
that it was difficult to find time to attend adequately to the 
others, and he was thereupon “pulled to pieces” by the lay 
members. If the lay members of executive councils would 
not understand their problems, it was. only to be expected that 
the public generally would not understand them or make 
doctors’ lives any easier. They were suffering in this respect 
from the success of the Government’s propaganda before the 
inception of the AcL 
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insirunient ot (he Ahnistn to reduce ihe numbers on doctors’ 
lists. That was not so The committee was not an instrument 
of policj. It was not for it to say what was a desirable area. 
It simply made it .known in what areas the number of patients 
to the doctor was high and in what areas low. 

“ Dr. Salvlatsala said that he was quite clear that the Medical 
P-actices Committee was not responsible for policy. 

I His motion was carried. 

' Rural Practitioners and Mileage 

Dr .A G. Holman (Norfolk) asked the Conference to e.\press 
the opinion that the proposed mileage adjustment scheme was 
, unjust in that seseral essentially rural practices were classified 
as ^erri-rural. .and inasmuch as total mileage was ignored and 
^ only mileage o\er two miles taken into consideration. When, 

, s'wing to housing considerations, a doctor had to live on the 

periphery of his area of practice.'he got a much heater number 
of mileage units lhan he did if he lived in the centre, but the 

j actual number of miles he covered in a year remained the 

s.ime This seemed rather unjust to the doctor who lived 
in the centre of the area. 

Dr 1 C Pearce .chairman. Rural Practitioners Subcommittee) 

*_ rointed out that il e principle of the mileage scheme was not 
' to coier the espcr.se of running a car, but was intended as a 

■ .ardsiic'-, ID order to measure the necessity of the rural practi- 
tioner with a -iew to assuring him an average income com- 

■ parable wtir. ho tr'league in the town. He did not think it 
- feasible to a.-eue .Torr individual cases, but the present method 
• was. m his iCa, rc-'<>nably effective. 

i Dr. H J. Brow -sc (Staffordshire) maintained that the total 
mileage fund was iiill not adequate. A good practice in the 
-• country with a list of 2,500 should be equal in income to a 

■ first-rale induniia! nractice. 

Dr Wand thought that rural practitioners should await the 
publication of the Doctors’ Remuneration Tables before com- 
paring rural and urban remuneration. Those tables were in 
some ways extraordinarily revealing. The whole purpose of' 
the adjustment had been to make a fair comparison between 
practitioners, not in order that they might take money out of 
a bottomless pit. but so that they could divide the money 
available fairly amongst themselves. The Rural Practitioners 
Subcommittee was satisfied in the light of present evidence — 
and would revise its opinion in the light of future evidence — 
that the money was now being divided as justly as human 
j endeavour could ensure it. 

,j The Norfolk motion was lost. 

Temporary Residents 

'' Dr. J. T. Baldwin (Lothians and Peebles) moved to amend 
para. 44 of the Annual Report on the question of temporary' 
resident credits, which he desired should be given only in those 
' cases “in which medical advice and I or treatment has been 
' given ” (his motion being to insert the words which are 
'4 italicized). There was no definition of the word “treatment'’ 
m the terms of service. It should be made clear that advice 
was a form of treatment. 

Dr. Wand said that the word " treatment ” obviously included 
■} ■ aduce." but the purpose of the paragraph in the report was 

9 to deal with a situation such as arose when a mother on holiday 
with her children had occasion to see the doctor about one 
J-' member of the family and brought along all the other mem- 
bers. There was nothing at present to stop the doctor signing 
d temporary resident forms for each member of the family. If 
4 the word "advice” were included it would be an encourage- 
’•t ment to doctors who contemplated such action, 
fi The motion was lost, 

^ The Isle of Wight suggested that the submission of Forms 
E.C.7 and 8 to a patient's own doctor served no useful purpose, 

) whereas a detachable slip on Form E.C.19, bearing a diagnosis', 
which the patient could hand to his doctor, would be of clinical ' 
’ value. Dr. F. E. Gould asked whether there were not enoush 
forms to fill up already, and whether this could not be leftlo 
ordinary common sense as between doctors. An Isle of Wight 
motion on the subject was lost, ■ 


Basic Salary 

Dr. A, Owen (Lancashire) moved to instruct the committee 
to consider the question of basic salaries in all its aspects with 
a view to reopening discussion of the subject with the Minister. 
Basic salary was paid out of the local pool and administered 
by the e.xecutive council, but any man who was refused basic 
salary bad a right of appeal to the Ministry. He mentioned 
an instance of a doctor who had retired and gone to live at the 
seaside, and then undertook practice in the N.H.S., making a 
claim for basic salary which was turned dosvn but allowed on 
appeal to the Minister. In Lancashire they felt that if they 
were to pay the piper they should call the tune, or if the 
Minister insisted on calling the tune the Govenunent, and not 
the practitioners’ pool, should pay. 

Dr. A. T. Lowden Hampshire) said that executive councils 
were being overridden by the Alinister, who compelled basic 
salary to be paid. 

Dr. Wand accepted the motion for consideration by his 
committee. 

, Filling of Vacancies 

A motion by the Isle of Wight, which was accepted, called 
for closer contact between the Medical Practices Committee 
and local executive councils, together with local medical com- 
mittees, before the filling of vacancies. This was accepted. 

Dr. G. D. Thompson (Lancashire) moved : 

That the appointment of a successor to a practice declared vacant 
should be made by the local e.xecutive council in consultation with 
the local medical committee without submission to the Medical 
Practices Committee. 

Too much centralization was a bad thing. The present system 
gave rise to so many unavoidable delays that it was the more 
important to eliminate any avoidable ones. It took a minimum 
of six weeks to fill a vacancy. He had personal knowledge 
of a practice in which a death vacancy occurred, and as it 
happened, owing to special circumstances, the successor was 
in the practice within a fortnight, yet wi thin that fortnight half 
the practice disappeared among other doctors or because people 
were left untraced. If that could happen in a fortnight, what 
could happen in sLx weeks ? 

Dr. J. H. Francis (Nottingham) said that the delay was nearer 
three months than six weeks. There were cases within his know- 
ledge in which the Medical Practices Committee had overruled 
the local executive council and appointed another practitioner 
altogether, thereby causing local resentment. 

Dr. J. A. Pridham said that the Lancashire motion would 
require an amendment of the Act. The Act had placed on the 
Medical Practices Committee the task of selecting doctors for 
vacancies. But any amendment was unnecessary. Delay need 
not occur owing to any action of the Medical Practices Com- 
mittee. There were certain delays at the executive council end. 
The Medical Practices Committee had addressed a letter to 
e.xecutive councils pointing out the best way in which vacancies 
could be filled — namely, by the local executive council, in 
consultation with the local medical committee, interviewing the 
applicants and sending up a short list. If the job was done 
properly the Medical Practices Committee within a very few 
days endorsed the local recommendation and the vacancy was 
filled, but the job was not always done properly at the local 
level. 

Dr. A. Campbell (Lancashire) said that unless they were 
careful they would became completely centralized, and all 
doctors would be chosen by the Nledical Practices Committee. 
Dr. A. V. Russel! (Wolverhampton) said that in his area two 
death vacancies occurred, and there was a delay of three months 
before appointment Dr. Harrietie Woodhouse (Middlesex) said 
that it was obvious that the Minister was out to get all the 
power into his own hands ; the Medical Practices Committee 
was his creation and responsible to him. Was it not time to 
keep control in the hands of local bodies ? 

Dr. Frank Gray (London) said that the present posiu'on was 
that when the local executive council and the local medical 
committee had made a recommendation it went to the Medical 
Practices Committee, and then there might be an appeal to 
the Minister. If they merely cut out the Medical Practices 
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and were now in the process of decicing on the future function 
of the hospitals. During the course of this examination of the 
work of their hospitals they had in many cases brought forward 
plans for changing the function, and often this had meant in . 
practice the displacement of the general practitioner from the 
(tospital. This related particularly to cottage hospitals and 
vatall hospitals undertaking maternity work. It was therefore 
with pleasure that they found this circular letter going out to 
regional boards. This was almost a charter for the general 
practitioner. The Ministry was urging here the necessity of 
maintaining a type of hospital they all hoped to see in which 
t! e general practitioner had charge of beds. He suggested that 
'ocal medical committees should use this in their approach to 
hospital management committees. 

Dr. F. Gray, seconded by Dr. H. H. D. Sutherland, moved to 
omit the words “ and the suggested establishment in district 
general hospitals of posts as clinical assistants available to 
general practitioners." Dr. Gray considered that these were 
dangerous words in view of the relative status of general practi- 
poner and consultant. Any consultant by the age of 40 could 
earn more than any general practitioner who had managed to get 
•i full list. If they accepted the relation of genera! practitioner 
!o consultant as that of clinical assistant it might have unfor- 
uinate implications on respective remuneration. 

Dr. Talbot Rogers accepted the amendment, not because he 
thought the position was quite .as dangerous as Dr. Gray 
suggested, but in Arder to get unanimous agreement. \ 

Dr. D, F. Hutchinson (Middlesex) mentioned the different 
attitude of regional boards towards the general practitioner 
position as a result of the circular. Dr. \V. D. Steel (Worcester) 
referred to the phrase In the circular “treatment within the 
scope of a generi! practitioner.” This was satisfactory as far 
as it went, but '. did not take into account the general prac- 
titioner who in t"e past had been in the habit of performing 
certain specialist operations in the' hospital continuing that type 
of work He hoped they would be able to establish the position 
of the general-pnictitioner specialist. It appeared also that it 
was not' anticipated that in maternity departments there should - 
be a general pmctitioner wing. If in a general hospital there 
w-as a'general nr-cMlioner wing, there should be a similar pro- 
vision in matemit) departments. 

Dr, N. G. Thomson (Hertfordshire) said that in his area they 
had lost their general practitioner hospital, and in its place 
they had been offered 12 beds in a hospital in which they were 
"iven no other facilities such as a theatre, and they had also 
been offered six clinical assistantships in a big hospital, but 
these six were all of a different nature, so that a general 
practitioner working in one clinical assistantship would have no 
chance of meeting consultants in other branchy. The board 
AAOuld be likely to expect the clinical assistantship to have 
priority over the claims of general practice. 

Dr. Talbot Rogers’s resolution, with the deletion of the words 
which Dr. Gray had proposed should be left out, was carried 
unanimously. 

.A resolution by Cambridgeshire protesting against the e.xclu- 
sion of general practitioners from the clinical assistant type of 
post was carried. The mover explained that he had principally 
in mind teaching hospitals.. A further motion by Hastings 
protested against the regulations whereby a practitioner not in 
contract with a regional hospital board was not allowed to 
attend his private patients in the private siards of a hospital, 
.md this also after some slight discussion was carried. 

,A motion by the Isle of Wight ^deprecating the exclusion of 
larce numbers of general-practitioner specialists from hospital 
work was carried. On a further motion Dr. Howie Wood asked 
the Conference to express the opinion that £25 per occupied 
bed was totally inadequate as remuneration for general practi- 
lianers on staffs of cottage hospitafs, unless such items as 
.maesthetics and assistance at operations carried additional pay- 
niene. Dr. K. I. T. Wilson (Dorset) also complained of the 
inadequacy of the payment. 

Dr. Wand hoped this would be referred to the committee 
Aiithout too much expression of opinion at the moment because 
ihe anaesthetics position was still in process of being cleared 
up. 

The motion was referred to the committee. 


Assislanfs > 

Dr. D. C. Wilson (Inverness) was an.xious that the Medical 
Practices Committee should not agree to the application of an 
assistant to begin practice as a principal in his osvn right in the 
same area as his principal without the latter’s consent. Dr. 
1. D. Grant said that the ethical position was not within the 
sphere of the Medical Practices Committee, "tte obvious pro- 
tection for the principal was to ask the assistant to sign a 
bond. 

Grants for training assistants led to a sharp discussion. Dr. 
A. Winstanley (Lancashire) moved: 

That this Conference is opposed to the payment of grams for 
trainee assistants. 

Of the many unsatisfactory features of the Service his com- 
mittee believed this to be one of the most undesirable. It subsi- 
dized a successful practitioner at the expense of his colleagues. 
It set praclitioner against practitioner. It was said to implement 
a recommendation of the Spens Committee, but in fact it did 
not give effect to the Spens recommendation. Dr. P. A. T. 
Lowden (Hampshire) supported this contention. 

Dr. -Wand hoped the Conference would not corns to a 
decision at the moment The committee intended to look at 
the problem again when the scheme had been in operation for 
about a year. 

Dr. Winstanley was willing to have it referred to the com- 
mittee on the understanding that it was reconsidered at the 
end of a year. 

Dr. A. N. Matthias (Middlesex) said that his committee con- 
sidered it should be obligatory for a formal contract to be 
entered into between the trainee assistant and the doctor under- 
taking the training. As a medical assessor to a tribunal his 
experience was that doctors were bad business men, entering 
into all sorts of obligations without any proper form of contract. 

Dr. Wand asked if this meant that even if the principal did 
not wish to enter into a contract he must do so. Did it mean 
that tile form of contract should be legally watertight 7 The 
model form- of contract put before them was overthrown in 
the courts of law. 

A motion to make it obligatory for a formal contract was 
negatived. 

Health Centres 

Dr. Wand moved approval of the action of the committee 
in not opposing the clause in the amending Bill which would 
make it possible for general practitioners assodated with a 
health centre to attend private patients at the centre. The 
clause was permissive. It would still be possible for practi- 
tioners in an area to make representations against the carrying 
out of private practice in a particular health centre if they so 
desired. 

The motion was carried, and Dr, Wand then proceeded to 
move ; 

That it be regarded as an essential preUminary during the experi- 
menial period that, in every area in which a health centre is to be 
opened, no doctor (other than one of the principals in the health 
centre, or a doctor who, at the commencement of a speciSed period, 
had premises in the area from which he practised and was at that 
time on the executive coundl list) should be allowed to open a 
surgery (including a surgery at his residence) within an agreed area 
around the health centre, for a specified period before and after the 
opening of such centre. 

The Health Centre Subcommittee had been considering the 
protection of a doctor who wished to go into a health centre. 
He had in mind the case of a doctor practising midway between 
two health centres a mile and a half apart. On deciding to 
go into one of them, he might find himself cut off from half 
his practice, which was inevitable, but in addi’ion be would 
know that anybody, if it was an open area, could come in and 
take consulting-rooms next door to his own previous rooms. 
If the health centre experiment was to be carried out as they 
all desired, it was essential that the best doctors should not be 
discouraged from going into the health centre. Therefore he 
hoped that this proposal, if the Conference approved, might 
be included in the amending Bill. 

The motion was carried unanimously. 
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Maternity Medical Services 

Dr. J. C. Arthur (Gateshead) moved that, where maternity 
hospitals do not fully implement their responsibilities to their 
booked patients during pregnancy, the general practitioner who 
was called upon to undertake such responsibilities should be 
entitled to some portion of the maternity fee. This motion 
was agreed to. 

Dr. W; H. Hayes (Bristol) moved a long resolution deploring 
the tone of members of the Royal College of Obstetricians and 
Gynaecologists in their ill-considered criticism of general prac- 
titioners, and instructing the General Medical Services Com- 
mittee to seek the help of the Central Consultants and 
Specialists Committee in considering means of preventing the 
■ publication of such criticisms without the members attacked 
• being given the opportunity of stating their case. The resolution 
went on to call for consideration whether there was any justifi- 
cation for such statements ; ' if the statements proved to be 
mainly true, then immediate means should be found for correct- 
ing weaknesses in the teaching system, and if mainly untrue 
then the fact should be published, including an apology from 
the Royal College responsible. 

The resolution was carried unanimously without discussion. 

Autonomy of the Committee 

Dr. Hayes further moved that, in view of statements that the 
General Medical Services Committee was a B.M.A. Committee, 
the Conference should emphasize that it was a committee 
responsible to the Conference only and in no way responsible 
to the Representative ,Body. At the same time he felt sure 
that the Conference would do its utmost to support the B.M.A. 

Dr. Frank Gray reminded the Conference that it had been 
stated that a gentleman never claimed to be one, but simply 
took it for granted. The committee, like the Insurance Acts 
Committee before it, had not claimed to be an autonomous 
body ; it had assumed it, and the arrangement, without too 
much probing amongst constitutional definitions, had worked 
well. If such a motion as this were carried it might lead to 
similar claims on behalf of other sections of the profession 
and have a divisive effect. They had increased strength in 
going to the Minister by standing all together. 

Dr. W. Woolley said that autonomy had been thrust 
upon them by the Association. They were recognized at 
Harrogate as an autonomous body. This motion was merely 
a public statement that the committee was responsible to the 
Conference. 

Dr. Wand said that the committee was the executive of the 
Conference, and as such completely autonomous, and yet it 
had an association with the B.M~A., which was greatly to its 
advantage. He hoped the meeting would not find it necessary 
to attempt to define something which was indefinable, but which 
worked admirably. 

It was agreed to proceed to the next business. 

Change of Doctor 

Dr. O. Williams (Carmarthenshire) moved to recommend to 
the Ministry that the practice under the old N.H.I. should be 
reverted to, whereby, e.xcept in the case of consent by the two 
doctors concerned, a patient might change his doctor only at 
tlie end of a quarter, and then only after due notice. 

The chairman (Dr. Jope) said that during the negotiations it 
was obvious that tlte Ministry desired the freest possible change 
of doctor in order that State practice might resemble private 
practice, where the patient could change his doctor immediately. 
The Carmarthenshire motion was carried by 62 to 47. 

Dr. H. Vickers (Middlesex) moved a resolution strongly 
deprecating the practice of admitting practitioners from an 
adjoining area to an executive council’s list irrespective of the 
distance from the applicant’s surgery to the area of practice, 
and instructing the comnuttee to discuss the matter with the 
Medical Practices Committee so that a reasonable limit of 
distance might be set. He gave instances occurring in Middle- 
se.x of practitioners who had come on to the list when their 
surgeries were many miles away in adjoining counties. 


Dr. Grant pointed out that it was of very little use to discuss 
the matter with the Medical Practices Committee ; it was a 
matter for the Ministry. 

' Dr. Wand said that as he understood it the executive council 
had the power to refuse doctors the right to practise in an area 
where they could not give a satisfactory service. He suggested 
that the General Medical Services Committee should go through 
these cases and consider what action, if any, 'should be taken. 

This course was agreed to. 

The Shilling Levy on Prescriptions 

The last- matter to come before the Conference was the 
announcement made by the Prime Minister three days previ- 
ously of the shilling levy on prescriptions.. Dr. J. A. Pridham 
moved: 

That this Conference place on record its opinion that under no 
circumstances whatever shall the dispensing doctor be required 
to be an agent to collect a Government charge on prescriptions. 

Dr. J. C. Pearce (chairman, Rural Practitioners Sub- 
committee), in seconding, further pointed out that when the 
National Health Service was started there was a definite promise 
that no financial barrier should be placed between doctor and 
patient, but here a financial barrier was interposed. He also 
thought the scheme would be impracticable in rural areas. 

Dr. H. H. D. Sutherland proposed and Dr. Frank Gray 
seconded an amendment to omit the word “dispensing,” and 
this was agreed to. ' - 

The secretary read a notice which was being sent out to the 
Press indicating generally the reaction of the profession, and 
this received the general assent of the Conference. 

Dr. Talbot Rogers (Kent) suggested that in addition to old- 
age pensioners there were other groups of patients who -might 
well be relieved of this impost. He had in mind poor patients 
who needed medical care over a long period. 'The effect of 
illness on the family budget became increasingly heavy as the 
illness dragged on. 

The resolution, with the word “dispensing” omitted, was 
carried unanimously. 

Other Motions 

During the day various motions were carried or referred to 
the committee without discussion. On the motion of Gateshead 
the committee was instructed to continue to press for a pay- 
ment from the Dental Estimates Board to practitioners called 
upon to deal with dental haemorrhage. 

Dr. H. W. Bowyer (Bolton) moved to refer back the para- 
graph of the Annual Report dealing with treatment of H.M. 
Forces on leave. His committee thought they should be 
accepted as temporary residents. The General Medical Services 
Committee’s view was that there should be no change in the 
existing arrangements. The Bolton motion was lost. 

Dr. Kennedy (Isle of Wight) asked that immediate steps 
should be taken to ensure that the names of Service patients 
were restored to the h'st of their previous doctor on demobiliza- 
tion, as was done prior to July 5, 1948. This was agreed to. 

Dr. D. L. S. Johnson (Halifax) had a motion expressing 
strong disapproval. of any certificate of incapacity given by an 
unregistered practitioner being considered by the. Ministry of 
National Insurance, and urged the committee to bring this to the 
notice of the Minister. He said that in August last an osteo- 
path applied to the local executive council to be put on the 
list for the purpose of certifying people who were under his 
care as incapacitated and therefore entitled to draw benefit 
under the National Insurance scheme. The clerk of the 
council wrote to the Ministry asking for guidance, and was 
told that unregistered practitioners could not be included in 
the Service without amending tlie Act, but the reply went on 
to say that certificates of incapacity given by unregistered 
practitioners were considered by the Ministry of National 
Insurance “ on their merits.” This seemed to raise a funda- 
mental issue which the committee should take up. The Halifax 
motion was carried. 

On the question of the Special Inducement Fund Dr. Wand 
said that the Ministry of Health had been approached in order 
to secure a widening of the scope of the Fund so as to include 


Nov. 5, 1949 


LOCAL MEDICAL COMMITTEES’ CONFERENCE 


SVPFLEHENT TO the 
JBunsB Medical Journal 


205 


definite cases of hardship irrespective of the type of area in 
which the doctor was practising. He read a statement from the 
Ministry which in his view represented a very marked improve- 
ment in dealing with hardship cases. 

The Inverness Committee called for the setting up of a 
commission to go into the nomenclature of drugs and the 
standardization of bulk in packages with a view to eliminating 
waste and e.\travagant prescribing. The mover pointed out 
that there were a great many varieties of aspirin under different 
trade names. The proposed commission should consist of 
doctors, pharmacists, and manufacturing chemists. Dr. Wand 
accepted the reference of this motion to his committee, but 
said that it might prove to be a matter for the Science 
Committee of the B.M.A. 

A motion by the Isle of Wight expressing the view that 
practitioners should have free choice of venue for refresher 
courses was referred to the committee 

A report of the trustees of the National Insurance Defence 
Trust was received and approied. It was stated that an appeal 
for the continuation of contributions to the new Trust would 
be sent out to local medical committees within a week or two. 

Chairman Re-elected 

Dr. Jope was unanimously re-elected chairman of the Confer- 
ence, and the six retiring members of the General Medical 
Services Committee were re-elected — namely, Drs. A. Beau- 
champ, S. A. Forbes. I. G. Innes, J. A. Ireland, J. A. Pridham, 
and F. M. Rose. ^ 

Dr. R. W McConnel (Buckinghamshire) moved: 

That the Conference wishes to express during the first year of 
work of the Service its confidence in the General Medical Services 
Committee, ar.d its extreme satisfaction with the work done by the 
committee. 

This was earned unanimously and with acclamation. 

A vote of thanks to the chairman closed the proceedings. 


CONFERENCE DINNER 

At the close of the Conference the representatives entertained 
the members of the General Medical Services Committee at 
dinner at the Dorchester Hotel under the chairmanship of 
Dr. Walter Jope. Dr. S. Noy Scott, in proposing the com- 
mittee’s health, suitably expressed the thanks of the Confer- 
ence and of general practitioners all over the country for their 
untrrudeing and self-sacrificing labours. Dr. Wand, chairman 
of &e committee, said that he felt very humble when he recalled 
the chairmen of the old Insurance Acts Committee — Bracken- 
bury, with his incisive mind and kindly heart; Dain, a leader 
of great courage and one who evoked much affection, and 
Grecc. of whom more would be said later in the evening. The 
new'committee had a great tradition to maintain, but it was 
a most knowledgeable body of men (with one woman), and very- 
hard-working and conscientious. He referred especially to the 
Scottish contingent. From them had arisen one of the ablest 
medical politicians they had had in recent years in the person 
of the chairman of the Conference, who had been a great 
help in their deliberations. They thanked also his wife. 
Dr. Christina Jope. without whose aid in his Lanarkshire prac- 
tice he would never have been able.to accomplish his work at 
Headquarters. Dr. Jope’s health was then proposed by a. 
fellow Scot. Dr. A. C. Hendry, of Aberdeen. 

The presentation of a handsome grandfather clock was made 
to Dr. E. A. Gregg by those who had served under him during 
his chairmanship of the Insurance Acts Committee. In making 
the presentation Dr. Wand said that they rejoiced that after his 
long service in the chair of the committee he was now canying 
his wisdom and understanding into the wider sphere of the 
chairmanship of Council. Dr. Gregg said that the chimes of 
the clock would remind him of many friends, some of them 
cone, and many happy and laborious days. The I.A.C. was 
'■ the best committee of the British Medical .-kssodation,” and 
now it had handed on its traditions to a successor with the same 
spirit and much the same membership. The Conference had 
shown that some people were bothered about the word “autono- 
mous " and the relation of the committee to the B.M.A. One 


of the finest pieces of work ever done in the B.M.A. was the 
creation, on the introduction of the National Health Insurance 
Act, of a spedal organization for the discharge of this part of 
its task. “ Don’t have any doubt about your relationship. You 
are part and parcel of one of the finest organizatioits in the 
world. The Assodation is not a building nor even a staff, it 
is a united body of medical men and women expressing itself 
to the Government and to the public at large.” 

The Dain Fund 

After the usual compliments to the staff, medical and lay, 
which were responded to by Dr. Hill and also by Dr. D, P. 
Stevenson, secretary of the committee, the last word of the 
evening was with Dr. Dain, who spoke about the Dain Fund, 
established a few years ago for the assistance of the sons and 
daughters of medical men whose fathers, owing to early deatH 
or other misfortune, had been unable to complete their 
children’s education. The fund bad had some useful addi- 
tions, notably a handsome donation of £150 from the Metro- 
politan Counties Branch. The trustees had decided that half 
the money coming in each year should be invested to increase 
the capital and half should be spent on the assistance of needy 
cases. Responsibilities had been undertaken which ran into 
nearly £1,000 a year. He hoped that local medical committees 
would follow the example of the old panel committees in 
making generous donations to this fund. 

The chairman endorsed the appeal, and a collection was taken 
at the tables, resulting in a sum of £122. 


THE DAEV FUND 

REPORT OF THE TRUSTEES, 1948-9 
This report covers the year ended -■August 31, 1949, a period 
during which many requests for advice and assistance have 
been received, considered, and whenever possible dealt with 
either by the Fund or by obtaining assistance from other 
bodies. 

It will be remembered that last year an unusually large 
number of new cases (nine) were accepted by the Trustees. 
It was appreciated that many of these would require continued 
assistance, but under the present policy of the Trustees it has 
been agreed that to accept a long-term responsibility for the 
education of a child is the wisest way of using available funds 
rather than giving a large number of smaller sums, which, 
though providing temporary relief, would inevitably mean 
further help and probably transference to other funds or 
associations for final assistance. 

Nevertheless it has been possible to take on two new appli- 
cations, involving help to three children, details of which are 
given. 

Case /. — The widow- of a general practitioner made application 
for assistance towards the fees of her j'oungest son while at the 
College of Estate Management. The applicant’s three other children 
live at home and are able to contribute to the maintenance of the 
house, but there were no available funds for fees and maintenance 
of this boy. The traim'ng is for a period of three years and the 
Trustees agreed to allow £50 per annum subject to satisfactory 
reports on progress. 

Ceje 2. — ^The widow of a practitioner whose death occurred in 
1947 has struggled to support her family of three children by running 
a small shop. Her two elder children, a girl aged 20 and a boy aged 
IS, have both started their medical training; the third child aged 15 
is at school. Application was made for financial help for ail three 
children. The help required for the youngest child was promptly 
and most generously given by the Royal Medical Benevolent Fund, 
and the Trustees of the Dain Fund, having received good reports on 
both medical students, decided to assist by a grant of £75 per annum 
for each, making a total of £150 per annum. 

’This is an e.xample of the type of case which the Trustees 
feel particularly they should assist, and, subject to satisfactory 
reports from the dean of the medical school, the Trustees plan 
to continue this grant to enable these two promising students 
to complete their training for a medical career. 

It was with great regret that the Trustees, owing to lack 
of funds early in the financbl year, had to refuse financial 
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help to three other children who were particularly suitable. 
Arrangements were made, however, for help to be forthcoming 
from other sources. 

Of the thirteen remaining cases which have been helped this 
year, in three the periods of education for which the Trustees 
undertook responsibility have now been completed. The first, 
a boy doing his dental course, has had consistently good reports 
and is taking the last part of the final examination in the 
autumn. The second, a girl, has done well at school, gaining 
the School Certificate with six credits, and has now been 
accepted for training as a physiotherapist. The third case is 
that of a boy who is sitting for a classical scholarship at 
Oxford. It is a matter of great satisfaction to the Trustees 
that these children have been successful and have fully justified 
the hopes of all interested in them and their future. 

In the other ten cases grants have varied in amount from 
£30 to £105 per annum. In five cases additional assistance has 
been given by local medical committees, a fact which is greatly 
appreciated both by the Trustees and by the recipient of the 

grant. , > 

All inquiries are dealt with as expeditiously as possible and 
advice is given by the secretary on many matters other than 
actual finance. The Trustees would like to express their thanks 
to the Royal Medical Benevolent Fund and the Royal Medical 
Foundation' of Epsom College for their co-operation, help, and 
advice in many cases. By sharing responsibility with other 
bodies it is often possible to assist a large number of cases 
for longer periods of time. 

It will be evident that if the work of the Dain Fund is to 
continue more money is required. As has been stressed in 
previous reports, the annual income of the Fund is small, 
though'the capital is slowly being built up under the Trustees’ 
policy of investing one-half of all moneys received. Income 
from investments was under £150, but owing to the generosity 
of donors a sum of £1,641 was received, which made it possible 
to distribute £960 during the year. 

The Trustees, in appealing to the profession for monetary 
pport, wish to suggest that all doctors who are interested 
\n and desire to help the Dain Fund should complete a form 
j of covenant for a seven-year period. Such a covenant in the 
hands of the Trustees means that the Trustees will be in a 
position to know that a definite income is assured, and indeed 
by giving a donation in this manner the actual sum available 
to the Trust is considerably increased. In the same way it is 
hoped that local medical committees, who have been most 
generous in the past, will consider the possibility of this form 
of donation. 

The Trustees wish to express warm appreciation to the 
council of the Metropolitan Counties Branch of the British 
Medical Association for the most generous gift of £150 from 
the proceeds of the Charities Ball held in May. It should also 
be reported that £1,000 paid by the Daily Mirror to the British 
Medical Association was given by the Council to the Dain 

^^In^ presenting this report the Trustees feel that every effort 
has been made to use available funds to the greatest advantage 
to individual cases. In order to help these children of profes- 
sional colleagues, the Trustees appeal most sincerely for the 
generous support of all doctors. . , 

All donations and inquiries should be addressed to the secre- 
tary to the Trustees of the Dain Fund at B.M.A. House. _ 
H, Guy Dain, 

Chairman of the Trustees. 


trade union membership 

The following is a list of local authorities which are under- 
stood to requin^ employees to be members of a trade union 
or other organization ; 

Metropolitan Boroiig/i Cowici/r.—FuIham, Hackney, Poplar. 
Non-Councy Borough Councils.— Danfovd, Wailsend. 

Urban District Councils.— Denton. Droylsden. Houghton-le- 
Spring, Huyton-with-Rofay. Redditch (restricted to new appoint- 
ments), Tyldesiey. 


Correspondence 


Representation of Consultants 

Sir, — I have read with some disquiet the letter from the 
members of the South-West Metropolitan Regional Committee 
(Supplement, October 22, p. 185) and regret that they have come 
to the unfortunate decision “ that if the Central Committee of 
Consultants and Specialists continues to be subordinated to 
a Joint Comntittee it will consider withdrawing its representa- 
tives from the Central Committee and relying on representa- 
tion of its members by other means.” 

This presents an entirely misleading picture. The Centra] 
Consultants Committee is no more subordinate to the Joint 
Committee than are the Royal Colleges. Each constituent 
body has the right to present its case to the Ministry direct, if 
there be any disagreement amongst them. 

During the year that the Joint Committee has beep working 
there has not been the slightest suggestion of any such action 
being contemplated. Indeed, such has been the unanimity of 
the Joint Committee that it has been able to obtain many con- 
cessions from the Ministry towards improving the terms and 
conditions of service. _ . 

It is begging the question to say that it acted without 
authority in agreeing with the Ministry to recommend the 
terms for the permanent contracts for hospital staffs. The 
facts are these; The Central Committee recommended to the 
Joint Committee that certain changes should be made before 
such action could be taken. It was with this reference that 
the representatives of the Central Consultants and Specialists 
Committee, with representatives of the other constituent bodies, 
met the Ministry. The Ministry gave certain assurances, details 
of which were published in full in the Supplement of July 23 
(p. 53). After considering those assurances, the Joint Com- 
mittee announced on July 22 that it was “ now able to advise 
hospital staffs to enter into permanent contracts.” Jhe Joint' 
Committee also decided, with the assent of the Ministry, to 
continue negotiations on a number of outstanding points. These 
decisions of the Joint Committee were endorsed by the Central 
Consultants and Specialists Committee. 

At the last meeting of the Central Consultants Committee 
we had before us a letter from the Ministry asking which body 
they should consult with reference to the medical membership 
of the Whitley Council. It is desirable that these Councils 
should be set up at an early date, and, as the Joint Committee 
had established its position with the Ministry as the one body 
representing the consultants, it seemed that the Joint Committee 
was the right and proper body to be consulted by the Ministry 
for this purpose. 

This decision, of course, must be communicated to the other 
constituent bodies of the Joint Committee before further action 
can be taken. 

In my view the work of the Joint Committee has fully 
justified its existence, and it has established good relajions 
with the Ministry and can now go to it with great authority. 

If the South-West Regional Committee persists in its demand 
it will mean that instead of one body representing the con- 
sultants there will be several having little authority, which I 
consider would be an impossible and dangerous situation. — 

I am, etc., 

Xtancliestcr. R. E. NeWELL, 

Chairm.nn. Ceniral Consultants and 
Specialists Committee. 

Status of Genera! Practice 

Sir,-— W hilst agreeing heartily with both Dr. Grant (Supple- 
mem. Oclober 1, p. 155) and Dr. Duff (October 22, p. 184) that 
the status of general practice is a fundamental matter, 1 cannot 
feel that either of them has dealt adequately with the subject 
or fairly with their colleagues. The first question in status is, 
What do you think of yourself,? (If you do not think much 
of yourself it is unlikely that anyone else will think much of 
you.) Now, both Dr. Grant and Dr. Duff, with their constant 
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references to trivial complaints and certificates, are implying 
that good work cannot be done under the N.H.S. Indeed, 
Dr. Grant — quite naturally in view of his present position — 
can only think of a good general practitioner in terms of 
private practice, and Dr. Duff is not quite sure whether he is 
a rubber-stamp or a finger-post. 

Now where does the fallacy lie ? For fallacy there surely is. 
Is it not in this same “ trivial complaint ” and the G.P.’s 
attitude towards it ? Does not the word " trivial ” imply that 
it is beneath the doctor’s notice ? Yet do not these trivial 
complaints include on the one hand all the beginnings of serious 
illness, and on the other just those cases which can be. most 
easily and quickly cured— by anyone who knows how ? 

It is usually implied that trivial cases are uninteresting. 
Well, Sir, interesting work is work in which we take an interest 
— just that, no more and no less. It is also implied that they 
are not so difficult to diagnose as advanced cases. NVhich is 
easier to see — a large object or a small one ? Which is easier 
to discern — a large deviation from the normal or a small one ? 

Is not the real reason for all this disgruntlement quite 
different? As medical students we were alt trained by con- 
sultants who, however, eminent in their own sphere, showed 
neither willingness nor aptitude to treat minor ailments. What 
they did not possess they could not impart, and the G.P. has’ 
been left to pick up this knowledge for himself or go without 
it. We may suspect that those who are always trying to get 
back into hospital in some form or other (incidentally a regres- 
sive attitudel want to get away from general practice not because 
it is too easy but because it is too hard for them. 

Fortunately these are only a small minority. There are 
many in general practice to-day who have built up large lists, 
not by either of the methods mentioned by Dr. Grant, but 
by concentrating on the real needs of their patients, even when- 
these are masked by "trivial" complaints; sorting out those 
who mcrelv need a word of reassurance, those who need a 
talk about their domestic troubles, and those whose symp- 
toms sucgest the beginning of some serious physical illness and 
require a” careful overhaul. In this way they not only retain 
the confidence of their patients but also run their practices in 
an efficient and self-sparing manner. It is inexcusable in 
Dr. Grant that he should have failed to mention this method, 
as he is personally acquainted with many of those who 
practise it. 

I am aware, of course, although I am no longer in general 
practice myself, that the greatly increased resort to the doctor 
makes thincs more difficult for all general practitioners, but 
I still find, from talking to my colleagues, that the efficient 
practitioners who use this last method find their lives much 
less burdensome than their neighbours who do not. Perhaps 
one day we shall realize that general practice has its art and 
science Worth cultivating for their own sake alone. — I am, etc.. 

Eau Hoathly, SUS5CT. f*. GraV'. 

Bureau for Assistants 

Sir, — ^The matter of “ principal and assistant ” has recently 
become an interesting topic in the Journal. This subject has 
now' become very important, as throughout the country- 
assistants are being installed some with and some without 
hope. 

The recent " groans ” of the assistant and now the “ moan ” 
of the principal (Supplement, October 8. p. 163) have prompted 
me to voice my opinions and suggestions. Both sides have 
legitimate grumbles, and yet both sides are at fault. .The 
assistant of to-day expects a share in a practice, sometimes in 
a short space of time, without having earned the right. Does 
he realize how serious a step a partnership can be ? A partner- 
ship in medicine is almost a marriage — it is practically made 
for life — and a " divorce ’’ becomes so complicated financially 
that the lawyers eventually end up most successfully. Hence 
the hesitancy of the principals. 

Wlien the right man comes along and the pracu’ce benefits 
from his work and knowledge, the principal would be a fool 
to let him go. Surely six months or one year is not a fair 
lest. There should be a period of two years at least. 


Now, what about the right type of assistant ? Here I would 
like to make a suggestion. It is high time that a bureau was 
set up to protect him or her. This office should be sponsored 
by the B.M.A. It should have the names of the principals and 
assistants. All assistants should seek posts through this one 
and only bureau ; references should be exchanged through it ; 
terms of service should be set up in contract form and' wit- 
nessed. Principals failing to comply with their undertakings 
should be black-listed, and assistants found to be failing should 
be black-listed too. Hence we can at least safeguard both sides. 
Unless this method is. adopted, mistrust, fear, and anxiety will 
always exist 

I look to the B.M.A. to take this step now and sponsor such 
a scheme. It will give the assistant a fair chance and avoid 
exploitation ; it will give the principal the right assistant. It 
will also promote trust and restore faith in the profession; which 
is now sadly lacking, and in this way we will become a happy 
unit and the standard of medicine will improve. The young 
assistant will have a future, the principal will find his work 
shared, and both will profit from each other’s knowledge and 
experience. — I am, etc., 

London. N.13. V. M. SEIFERT. 

- %• Anticipating these problems, the Association established 
the Medical Practices Advisory' Bureau at the end of 1948. The 
Bureau is under the personal direction of a rnember of the 
Association’s Medical Secretariat and has an experienced staff. 
It has had considerable success in the work suggested by our 
correspondent. — E d., BA/./. 

« Private Practice for M.Os.H. 

Sir. — It is remarkable how persistent in their silence regard- 
ing the progress made — if any — are those responsible for the 
talks which are supposed to have started on the matter of 
increasing our salaries. Several months elapsed since the ban 
on advertisements of vacancies from local authorities in the 
professional press was imposed as one of the useful forms of 
pressure to force the issue ; again, some three months have 
passed since that ban has been lifted as the result of a given 
undertaking that talks will presently start. But nothing of any 
significance has been reported so far. 

This delay — the matter has been lagging behind ever since 
the appointed day of July 5, 1948 — is perhaps due to the heavy- 
burden which lies on the shoulders of the representatives of 
the “bigger brother” within the profession — namely, the 
general practitioner, who has just recently been fulfilling the 
great task of presenting an appropriate demand for additional 
capitation funds to the amount of £161 million. It should be 
borne in mind that there is a marked discrepancy between the 
length of time which is necessary to bring about a satisfactory- 
solution of the problem and the actual materia ad disputandum ; 
for even the conclusion of the peace treaty at Versailles after 
the first world war was accomplished within three months, and 
the amputation of our sterling was performed in the record 
time of a very few days. 

It is at this juncture that the most useful recent work of 
Dr. K. V. Deakin comes in. Indeed, for the benefit of both 
the general practitioner and his “ little brother ” within the pro- 
fession, Dr. K. V. Deakin would be well advised to quote, in 
his authoritative statisUcs and analysis of conditions of pay of 
the medical profession, not the incomes of doctors in Bolton 
(Supplement, October 1, p. 156) and Manchester (Supplement, 
.August 27, p. 117) (£1.301 p.a. and £1.280 pa., respectively), 
but instead the average salary paid to medical officers of health 
by local authorities: £750 p.a. That pay compares indeed 
strikingly with average incomes as quoted from the Bolton and 
Manchester area, of £2,760 for the dentist, £2,085 earned by 
the optician, or £1,720 paid to the chemist. 

It is not in the interest of the general practitioner and the 
profession as a whole to witness the disruption of the Public 
Health Service so far as the work of the medical officer is 
involved. The exodus of the dental officer from the Public 
Health Service, which has reached a sub-chrom'c stage, was and 
stiU is certainly advantageous for both — the dental practitioner 
and the dental officer as well. But our exodus, the exodus of 
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the “little brother” within the profession, would result in a 
considerable increase of work, and paper work as well, in the 
surgeries of the already overworked general practitioner with- 
out additional remuneration. Indeed, it must not be forgotten 
that the bulk of work carried out by the medical ofiBcer in the 
Public Health Service — child-welfare clinics, ante- and post- 
natal clinics, minor-ailment clinics, etc. — is already financially 
covered under the National Health Service, and therefore 
capitated. 

It is a pity that we are presenting our demands late in the 
day so that they unfortunately coincide with the Cripps devalua- 
tion wage freeze, which can hardly be regarded as a temporary 
measure in terihs of one or two years, as any Government 
which may follow on will be pledged rather to decreasing than 
to increasing expenditure from public funds. 

An alternative solution to our problem must therefore be 
sought and found, and the only alternative proposal, I believe, 
consists in a change of conditions of service which, if agreed 
to, will satisfy all concerned parties and evade the inevitable 
collision with the said Cripps devaluation wage freeze. The 
prohibition of private practice for the medical officer in public 
health can no longer be maintained ; it belongs to the past 
and must be lifted. This should be. our alternative demand, 
for it is at present our most precious and only asset. A 
new appointed day must therefore come into being. The 
medical officer serving under the local authority within the 
scope of public health must be free to engage in private prac- 
tice and subsequently to work under the National Health Ser- 
vice scheme after having completed the duties of his primary 
employ. 

Many ancient nations with a highly efficient public health 
service have all adopted that system, which has also led*'to an 
increase of efficiency of the medical officer, who, while main- 
taining his original status of medical practitioner, never lost 
touch with real medicine. — I am, etc., 

Accrinslon, Lancs. J. KaTZ. 

Administrative Units 

Sir, — I have been very much disturbed to read in the Press 
the account of the protests made at Shaftesbury by old people 
who have been forcibly taken from the institution there to 
Salisbury 20 miles away. 

Like all other country doctors, I know a large number of 
people of the type who made the protest, and I know that 
nothing short of very severe provocation and deep feeling would 
have caused them to act as they did. Twenty miles does not 
seem far in a car, but it is enough to cut these people off from 
their friends and relatives almost completely, not for a short 
time as in an, acute illness, but for life. Long bus journeys are 
too exhausting and expensive for old people, and the times are 
often inconvenient for young ones who are working or have 
young children to look after. 

I should imagine that a number of these patients did not 
come from Shaftesbury itself, but from the surrounding villages, 
and the difficulty of the journey would thus be greater. 

These Dorset men and women have shown that the spirit of 
the Tolpuddle martyrs still survives in the South-west, and 
anyone who believes in the individual as something more than 
an administrative unit must respect and admire them. — I am, 
etc., 

peterboroush. MaUREEN PrESTON. 

Dispensing and the Chronic Sick 

Sir. — D r. \V. A. Hyslop’s letter (Supplement, October 15, 
p. 172) prompts me to point out another gross inadequacy in 
payment to dispensing practitioners — namely, drug requirements 
of the chronic sick. These would include patients suffering 
from chronic rheumatism in all its forms, chronic cardiovascular 
disease, carcinoma of the prostate, as well as the incurables and 
neurotics. A chronic rheumatic patient alone will easily take 
2,000 tab. codeine co. a year at an appro.ximate cost of 30s. 
per 1,000. Other chronics will require £3-£4 worth of drugs 
per year in the ordinary course of events, without allowing for 
c-xtra dispensing for the ordinary common ailments. Si.x-and- 


sixpence a year does not go very far towards keeping a chronic 
rheumatic supplied with drugs, and, as Dr. Hyslop points out, 
the capitation fee for dispensing patients should be reviewed 
in the light of experience. 

To help prescribing for these “chronics ” the executive council 
will not allow one to remove them from one’s dispensing list 
even though one arranges to keep the patient adequately sup- 
plied with medicines. We are politely told that the extra cost 
of dispensing for the chronic sick is compensated for by the 
people who require no dispensing during the year. T am certain 
it could be shown, if one had the time to' spend, how utterly 
ridiculous such reasoning is. But the Ministry’s word is final, 
and one must take a “ chronic ” on to one’s dispensing list 
knowing full well it will mean a net loss of several pounds 
a year. 

The faulty ruling here is that a dispensing practitioner has 
only two ways of claiming for his drugs. The easiest is by 
the inadequate capitation fee, andj the other entails a great deal 
of irritating and unnecessary clerical work. This latter method 
turns out to be more costly to the Ministry as well as more 
exacting to' the doctor. 

My suggestion is for a review of the drug allowance, and for 
the doctor to have a free choice of the patients for whom he 
.will dispense and not to be domineered by the local executive 
councils to be told what he must or must not do. — I am, etc;, 

Garforlh. Yorks. I* ROBINSON. 


Association Notices 


TITLE OF BIRMINGHAM BRANCH 

Notice is hereby given by the Council to all concerned that as 
from the date of this notice the title of the Birmingham Branch 
will be altered to “ Midland Branch.” 

Charles Hill. 

Secretary. 


Diary of Central Meetings 

November 


8 

Tues. 

Arrangements Committee, 2 p.m. 

9 

Wed. 

Committee on the Postgraduate Education of General 
Practitioners, 11 a.m. i ' 

9 

Wed. 

Health Centres Subcommittee of the General Medical 
Services Committee, 11 a.m. 

9 

Wed. 

Film Committee, 4 p.m. 

10 

Thurs. 

General Medical Services Committee, 11 a.m. 

11 

Fri. 

Evidence Committee (Royal Commission on Capital 
Punishment), 11.30 a.m. 

16 

Wed. 

Council, 10 a.m. ^ 

17 

Thurs. 

Publishing Subcommittee, 11 a.m. 

17 

Thurs, 

Radiologists Group Conference, 1.30 p.m. 

17 

Thurs. 

Radiologists Group Committee (at termination of 
' Group Conference). 

25 

Fri. 

Committee on Psychiatry and the Law, 2 p.m. 


Branch and Division Meetings to be Held . 

Cleveland Division. — At North Ormesby Hospital, Middles- 
brough, Wednesday, November 9, 2.30 p.iti., clinical meeting with 
demonstration of cases. 

Hendon Division. — At Hendon Hall Hotel, Tuesday, November 
8, 8.15 p.m., Mr. A. M. A. Moore: “The Foot.” 

Leigh Division. — At Boar’s Head Hotel, Leigh, Tuesday. 
November 8, 8.30 p.m., annual general meeting. Address by Dr. 
M. Schwartzberg : “ The D.P.s of Leigh.” 

Le\vish.lm Division. — At Lewisham Hospital, -High Street, 
London, S.E., Friday, November 4, 8.30 p.m.. Dr. G. J. W. 
Ollerenshaw: “Hll.” 

North -Middlesex Division. — At North Middlesex Hospital, ■ 
Silver Street, Edmonton, N., Tuesday, November 8, .2.30 p.m., 
clinical meeting. ■' 

Nuneaton .vnd Tamworth Division. — At the Red Lion Hotel, 
Atherstone, Tuesday, November 8, 8.45 p.m., B.M.A. Lecture by 
Professor Wilfrid Gaisford : “ Chemotherapy in Paediatrics.” 

Ricji.MO.ND DJVJSJO.N. — ^At Kingston County Hospital, Wolverton 
Avenue, Tuesday, November 8, 8.30 p.ml, clinical meeting; cases at- 
730 pan; 
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TUBERCULOSIS IN EUROPE DURING AND AFTER TBDE 

SECOND WORLD WAR 

BY 

MARC DANIELS, M.R.C.P., D.P.H. 

Member of the Scientific Staff of the Medical Research Council 


Among the suggestions made by Dr. Milroy for the lectures 
on State medicine and public health \vhich he established 
over 60 years ago is the following : 

“ XVIII . . . that more diligent and continued attenuon may 
be paid than has yet been attempted in this country to the study 
of the accurate Geography of Diseases^ (and to) the exact date 
of each epidemic prevalence ... of the ordinary endemic 
maladies in different countries and localities, together vvith 
a brief notice of any e.xceptional feature . . . characteristic 
of each aggravated manifestation of the malady in question, 
so that some record of its varying natural history may be pre- 
served for the benefit of future times. The want of thoroughly 
trustworthy information on this, department of professional 
investigation has had much to do with causing the numerous 
errors and flucmations of opinion which have hitherto retarded 
the real progress of sound knowledge on various questions. 
An accurate geography of many diseases is often essential to 
the complete determination of their true natural history.” 

It is a sobering thought that these words, written in days 
when the epidemiological study of infectious diseases was 
still in its infancy, are as true of tuberculosis to-day as they 
were then. The amount of work that has been done on 
tuberculosis, and particularly the amount that has been 
published in the past 50 years, defies calculation ; but the 
number of sound epidemiological studies of the disease can 
easily be enumerated, and our knowledge of its natural his- 
tory is still rudimentary. In fact, though there has been a 
progressive and striking reduction in tuberculosis mortality 
since the time of Dr. Milroy, it is still the main killing 
disease at the most productive ages of man. Dr. Stocks 
(1944) has estimated on the basis of a combination of 
morbidity and mortality statistics that in 193S there must 
base been at any one time in England and Wales about 
100,000 persons with clinically active pulmonary tuber- 
culosis and about 650,000 in a quiescent state ; and of this 
total about 60,000 were e.xpected to die eventually of the 
disease. Its effect on the productive capacity of the popula- 
tion is demonstrated by the fact that the mortality from 
the disease in England and Wales in 1945 represented a 
loi of 565,000 person-years of future lifetime between the 
ages of 15 and 65 (Stocks, 1949). 

°The nineteen-thirties and the early years of the war saw- 
discoveries of so great importance in the treatment of acute 
infections and in'the prevention of such diseases as typhus 
that they reduced to relatively low proportions the toll 
usually taken by war in disease. It had become a common- 
nlace to comp.are the numbers who died in past wars from 
Lsualties in battle with those dying from diseases such as 


typhus, dysentery, and typhoid. But for the second world 
war this does not apply ; though there were some epidemics 
of these diseases they did not reach anything like their 
former gravity and distribution. Tuberculosis rates, how- 
ever, rose in every European country seriously affected 
by the war, and there is now a growing realization in 
Europe that tuberculosis is our main pubh'c health problem. 
A study of the trends of the disease during the war years 
may be of some value in contemplating future action. 

With these considerations information is presented here 
on wartime and post-war tuberculosis trends, and on the 
development of tuberculosis services in different European 
countries since the end of the war. Much of the informa- 
tion was collected during service with Unrra ; the disturbing 
scenes one saw then aroused and focused interest on some 
of the problems to be discussed here. 

DEATH RATES AND PREVALENCE* 
Tuberculosis Mortality 

When one presents statistics of tuberculosis in Europe it 
is with a feeling that they are better than no information 
at all, but not much better. There are countries in which 
as many as 50% of the deaths are not medically certified, 
and where 15 to 20% are registered as being due to 
unknown causes. Even in France as many as 10% of 
deaths are registered as of cause unknown. Most regional 
statistics within the European countries are unreliable ; in 
most cases the deaths are registered at the place where they 
occur and are not referred to the residential population. 
The fear of tuberculosis in backward populations is 
responsible for much evasion of tuberculosis certification. 
In addition to all this, one must take into account the 
many factors operating during war and the German occupa- 
tion, conditions to make statistics of any kind many times 
less reliable than before. The drafting of men into military 
service or into forced labour for the Nazis, the Jews 
deported, the numbers taken prisoner of war or thrown into 
concentration camps ; the people who died away from their 
homeland by violence on the battlefield, in air raids, or in 
gas chambers, or of untreated diseases in camp or else- 
where ; the migration of millions during and after the 
liberation, including the return to their homes of prisoners 
of war many of whom had a high incidence of pulmonary 
tuberculosis : these factors combine to modify all statistics 

•The first of two Milroy Lectures (abridged) delivered at the Royal 
College of Phvsicians on Febmary IS and 17, 1949. 
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Fig. 1. — ^Tuberculosis mortality in Europe, 1921-5. 


obtained. So all the figures to be given here bear this 
-reservation : they are the statistics that were obtainable 
in the circumstances, the circumstances of 


Eastern Europe, France, Spain, Norway, 
and Ireland. 

The second map (Fig. 2) demonstrates 
the striking change which had taken place 
by 1938. In England and Wales, Scot- 
land, Belgium, Holland, Denmark, and 
Germany the tuberculosis mortality had 
-fallen below 75 per 100,000, and in Nor- 
way, Sweden, Switzerland, and Italy it 
was below 100. In France, Spain, Portu- 
gal, and practically the whole of Eastern 
Europe the rates were stUI very high, 
though in Czechoslovakia and in Austria 
there had been some improvement. It is 
this particular picture that we must bear 
in mind in considering to what extent the 
tuberculosis situation was affected in the 
different countries by the conditions of 


In Fig. 3 are charted the tuberculosis 
death rates for 1946. Statistics for some 
countries are as yet so incorriplete that it 
has been necessary to leave them blank. 
] but an outstanding feature is the relatively 
^ J low rates in the whole of the mid-conti- 
nent of Europe ; in France and in Nor- 
way and Sweden the mortality was lower 
than in 1938, in Germany and Scotland 
/-q somewhat higher. We have figures as 
shown for Poland, Rumania, Hungary, 
and Bulgaria, and it is justifiable to 
assume that the tuberculosis mortality in 
the other Eastern European countries is 
as high as in these. Before the war the rates in these 
countries were among the highest in Europe. 


war and post-war. 

Before looking at the trends of tuber- 
culosis mortality during and after the 
second world war we can rapidly view 
the remarkable fall in the rates over the 
past 50 years. The tuberculosis death 
rates fell in several European countries 
from above 200 per 100,000 in 1885 to 
below 100 in 1935. The most striking fall 
was in Denmark ; the rate there was one 
of the highest recorded in Europe in 1885, 
with a mortality of nearly 300, and in 
1935 it was below 50. In most European 
countries, and particularly in Germany, 
Austria, and Belgium, there was a sharp 
rise between 1914 and 1918. A striking 
feature of the trends is that shortly after 
the end of that war the rate had declined 
to a level which it would normally have 
reached if the pre-war trends had con- 
tinued uninterrupted. 

The changes in the period between the 
two wars and during the recent war are 
demonstrated in the maps (Figs. 1-3). In 
Fig. 1 are charted the tuberculosis mor- 
C^ity rates in the countries of Europe in 
tl^ period 1921 to 1925. It is obvious 
from this map that tuberculosis death 
rates in European countries were in the 
nineteen-twenties still very high according 
to present standards in all countries except 
Denmark ; the mortality was highest in 


Fio. 2. — Tuberculosis mortality in Europe, 1938. 







Fig. 3.— Tuberculosis mortality in Europe, 1946. 


certain food supplies were limited, but 
there was never an acute shortage. In a 
number of other countries with particu- 
larly high tuberculosis rates before the 
war the rates remained high but there was 
no significant change, and Spain, Bulgaria, 
and Finland are typical of these. Switzer- 
land had a medium rate, and, though 
there was an arrest in the decline of the 
pre-war years, there was no serious rise. 
Finally, in two countries, Norway and 
Sweden, there was a definite fall during 
the war years — in Sweden from 82 in 
1938 to 51 in 1946, and in Norway from 
88 to 65. There was a rise in 1943 and 
early 1944 in Oslo, attributed to a deterio- 
ration in the food supply. 

IT. Coantries in Which the Rate Rose in the 
First Years and Fell in the Later Years of the 
War (Fig. 5) 

The principal countries showing this 
trend are England and Wales, Belgium, 
Eire, and France. 

In Belgium the rate rose from 69 to 98 
in 1941 and fell subsequently to a level 
in 1946 just below that of 1938, and 
there was a further slight decline in 1947. 
There is enough in the chaos of the first 
two years of the war to explain the rise 
to a peak in 1941 : the destruction and 
occupation of sanatoria, the discharge of 
patients to their homes, the breakdown 
of food distribution, the overcrowding 
and lack of hygiene. However, the cen- 


Coming now to a study of what happened in each country tral tuberculosis organization was re-established rapidly. 


during and after the war, we can consider three main after some opposition from the occupying authoritj’, and by 
groups' of countries :-one in which there was little or no 1942 there were almost as many sanatorium beds available 
wartime rise in tuberculosis mortality, a second group in as before the w'ar. Double rations were accorded by the 


which there was a rise in the early years of the war and 
then a continuous fall, and a third group in which there 
was a rise in the latter part of the war. 


Fig. 4. — Tuberculosis mortality in 
European countries having little or no 
wartime rise, 1938-46. 
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1. Conutries in Which 
there was Little or No 
Wartirae Rise (Fig. 4) 

In Denmark the 
rate was low in 1939 
(rate 34) and slightly 
lower in 1945 (rate 
33). If has the lowest 
tuberculosis mortal- 
ity in Europe. At 
the beginning of the 
century the rate was 
as high as in most 
other countries. In 
the past 50 years 
there has been a 
very notable rise in 
living standards in 
this small country, 
and during -the 
period between the 
two wars public 
social care was de- 
veloped consider- 
ably. In this war 
Denmark fared better 
than most countries ; 


dispensaries not only to patients with acute tuberculosis but 
also to those whose lesions had been active within the past 
five years. All things considered, there is enough to explain 
the rapid recovery after 1941, though it is important to note 
that the pre-war level had only just been reached in 1947. 

In Eire there was 


a continuing . rise 
until 1942-3 ; appa- 
rently Eire was the 
only neutral country 
in Europe to suffer 
from wartime con- 
ditions to this 
extent. 

The death rates 
for France show an 
interesting pheno- 
menon. The curve 
for the whole of 
France shows a rise 
in 1941 and a subse- 
quent decline, at 
first gradual and 
then quite ' steep. 
The rate now is 
little more than half 
that for 1938. These 
trends were not the 
same throughout 
France. The curve 
for Paris shows the 


Fig. 5. — ^Tuberculosis manality in 
European countries in which the wnr- 
ume rate rose and later fell, I938-A7. 
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general trend in an exaggerated form, with an acute rise 
from 155 in 1938 to 215 in 1941 and subsequently a very 
rapid fall to a level far below that of 1938 (72 in 1947). But 
other regions showed quite different tendencies. In 
Normandy, Brittany, and Eastern France there was an 
ample supply of animal food and milk, and in these regions, 
where there had always been a high mortality. from tuber- 
culosis, the rate declined throughout the war. In the 
South, on the contrary, in Bouches du Rhone, in Vaucluse, 
.and in Var, the tuberculosis problem continued to be acute 
up to 1943, and this can be related to the very severe food 
shortages in these districts. 


For France one must make reservations on the absolute 
value of mortality figures, but comparisons between years 
are valid. Apart from the striking feature of the differing 
reactions in various parts of France, the most outstanding 
is the very rapid decline of the death rate in France after 
the preliminary rise. This fall in the tuberculosis death 
rate is greater than for any other country in Europe. During 
the first years of the war the tuberculosis and the general 
death rates followed a similar course. But since 1943 the 
general death rate has remained higher than before the war; 
so the proportionate tuberculosis mortality in the department 
of Seine, for instance, went down from 13.5% in 1938 to 
9.1% in 1945. For the whole of France it is now 6%, 
and this means in fact that it is approaching the level 
of relative importance that tuberculosis has in England as 
a public health problem. If we consider the pulmonary 
tuberculosis mortality separately we find an even more 
acute decline ; the death rate from non-pulmonary tuber- 
culosis was unchanged. It is important to note that this 
steep decline in the death rates from tuberculosis has been 
observed in most parts of the country ; this is obvious 
in the most recent figures for separate large cities of 
France. 

In England and Wales, as in Belgium and France, there 
was a rise in the first two years of the war, though less 
acute than in those countries. Obviously our e.xperiences 
were less severe from many standpoints than those of the 
occupied countries, but in 1940 the air raids and the antici- 
■ pated invasion, with evacuation of sanatoria from the 
danger areas and of hospitals to make room for air-raid 
casualties, combined to produce a situation highly favour- 
able for the tubercle bacillus. The increase was 13% in 
the first two years. In this increase anxiety and overwork 
must have played an important part ; there is evidence also 
that increased opportunities for infection were a major 
factor. The evacuation of hospitals and sanatoria, the 
black-out conditions, the overcrowding in homes because of 
air raids and billeting, the numbers of tuberculous patients 
drawn into industry, and the coming in contact with them 
of numbers of people who previously had led a relatively 
isolated life, must all have combined to increase infections 
greatly over the pre-war rates. There was in fact a marked 
increase among children under 5 ; between 1938 arid 1941 
deaths from respiratory tuberculosis w'ent up 55% in boys 
and 105% in girls. 

For meningifis in children up to 10 years there was an 
increase of 50%^ and there is evidence that the majority 
of these infectidil^ vv caused by the human bacillus. In 
mental hospitals^® ^“^'and and Wales, which already 
before the war^ ah, alarmingly high tuberculosis 

mortality—nac CS,,,.* . T: ‘ e^ rate increased by 140% to 


mortality — *'e fati 
901 ,'^®“*Ar^mu%“-ave been low nutri- 
tion 3''”^ •iih'^"^rcrowding. Since 

ow in England and Wales 

not reached the 

Denmrc vb pre-war trends had 


continued uninterrupted. In children under 5 the death 
rate has remained above the level reached before the war. 

HI. Countries in Which the Death Rates Rose Through 
the War Years to a Peak at the End of the W'ar 

In Fig. 6 are shown the trends in several countries ; the, 
rates are those for large cities, as with the exception of 
Holland the overall national rates are not known. All show 

DEATH RATE 
PER 100,000 
(LOG. SCALE) 



the same type of curve with an acute drop at the end. All 
are countries which were most severely affected in the final 
years of the war. 

In Holland the rise was greater in Amsterdam than in 
the rest of the country — this is the more important as 
between the wars the rate in Amsterdam had declined to 
a lower figure. Between 1939 and 1945 it rose 208%, 
compared with the rise of 111% for the whole country. 
There is no doubt that the worst suffering in Holland was 
during the fighting in the final year. In Amsterdam many 
died of starvation. The deaths from all causes in the first 
half-year, which in 1939 numbered 3,736, totalled 9,701 
in 1945. Deaths from infantile diarrhoea were 4 in 1939, 
38 in 1944, and 255 in 1945. 

In both Hungary and Austria there was a very acute 
rise at the end of the war. In Budapest the food situation 
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was not bad during the war, but there was chaos during 
the final year, and inflation with an acute food shortage. 
A very similar situation developed in Vienna. The highest 
mortality in Vienna was in the working-class boroughs ; in 
one of the boroughs where there were the worst housing 
conditions the death rate was 322 in 1945. In both cities 
there was a sharp drop after 1945. 

For Rome the peak of mortality was in 1944, and (he 
death rate subsequently fell steeply. A study of the 
mortality in different parts of Italy reveals some interesting 
factors, reflecting here as in France the differences in con- 
ditions. The trends up to 1942 are very similar ; by then 
there was an increase in tuberculosis deaths of 36-41% 
for respiratory tuberculosis, 21 % for other tuberculosis. For 
cities of Southern Italy the mortality then went down 
gradually ; we can recall that this part of the country was 
little affected by the fighting after the invasion. In Northern 
Italy there was a fall in 1943 and 1944 and another rise 
in 1945 corresponding with the campaign at the end of the 
war. But in Central Italy, where the most severe war 
conditions prevailed and for the longest period of time, 
the death rate rose steeply in 1943 and 1944 to a rate 130% 
above that of 1939. Subsequently there has been a drop, 
but in 1946 the rate (83 for the whole of Italy) was still 
above the pre-war figure : if the rate of decline in pre-war 
years had continued, mortality in 1946 would have been 
about 50. 

In Germany also conditions were worst in the final years 
of the war ; the aerial bombing, the disruption of public 
health activities, and the breakdown in food supplies must 
have contributed to produce the acute rise in 1945 after a 
moderate rise in the preceding war years. In all areas there 
has been a fall in mortality since 1945. The situation is 
much graver in Berlin than elsewhere. Among reasons 
given for the greater mortality in Berlin are : during the 
war, the effects of continual as opposed to sporadic raids, 
and since the war the food difficulties — much more serious 
than in the British and United States Zones — and parti- 
cularly the fact that Berlin has been cut off from use of 
Its sanatorium beds, most of which were outside the city. 
In this respect the Zones were relatively well placed ; Berlin 
was left with a little over 5,500 beds, or 0.7 bed per death, 
compared with over 2 beds per death in the British Zone. 
The exceptional opportunities for hospital treatment of 
cases in the Zones may well be responsible for at least a 
part of the post-war decline in mortality. The tuberculosis 
mortality in the Western Zones of Germany is well below 
that of many other European countries, including Scotland 
and Ireland. The most recent figures for 1948 show a 
continuing fall in all areas, including Berlin, where the rate 
for the first half-year was 30% below that for the first 
half of 1947. 

Poland is one of the countries which already before the 
war had a high death rate from tuberculosis. Figures 
for the whole country are not available, but we know that 
in the cities with one e.xception the rate was over 150 per 
100.000. Despite wholesale destruction by the Germans, 
some records were preserved, and it has been possible to 
trace the course of the disease through the grim years of 
the occupation. Already by 1941 the mortality from tuber- 
culosis in Warsaw had increased by nearly 200% over 1938, 
and in Lodz the increase was 80%. These are the worst 
recorded tuberculosis death rates that we found anywhere ; 
there is sufficient in the conditions of the occupation to 
explain the magnitude of the rise. The rate persisted at a 
verv high level, increasing further until the end of the war, 
since when there has been a rapid fall, and in all towns 
the rate is now well below the pre-war level. For com- 
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bined figures of sLx main towns the most recent rate — ^for 
the year from mid-1947 to mid-194S — is 28% below the 
1938 figure. In Katowice, a flourishing mining and indus- 
trial centre, the rate is now 63 compared with 101 pre-war. 

There is less information on the mortality trends in Yugo- 
slavia, but in the city of Ljubljana, which before the war 
had a particularly active tuberculosis control department, 
the death rate rose from 70 in 1940 to 263 in 1944. 

Among the millions who died in concentration camps 
tuberculosis was only one of many causes contributing to 
death ; but it was found in a very high proportion when 
the conditions in the camps were revealed at the libera- 
tion ; 40% of necropsies at Dachau showed advanced 
tuberculosis. Of 64 cases of starvation studied in Belsen 
Hospital 27 had definite tuberculosis. At Buchenwald, 
Dachau, Nordhausen, and other camps, hundreds of tuber- 
culous patients were taken out when the camps were 
liberated, many of them so ill that they died within a few 
days. 

Tuberculosis trends in Scotland merit particular study, as 
this is the one country which, after having been seriously 
affected by the war, has shown no improvement in rates 
since the end of the war ; there has even been a rise to a 
rate higher than the peak during wartime. Fig. 7 shows 
the death rates from 
respiratory tubercu- 
losis between 1932 
and 1946. The curve 
for the whole coun- 
try shows the slow 
decline between 1932 
and 1939 and the 
rise in the first year 
of the war; this level 
was maintained to 
1945, since when 
there has been a 
further rise to a rate 
higher than in 1932. 

TTie combined rate 
for the large burghs 

shows a marked rise, and maintenance at a 
above 1932. The rate 
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Fio. 7. — Death rates from respiratory 
tuberculosis, Scotland, 1932-46. 


level well 

for the counties (e.xcluding large 
burghs) showed a steeper decline in the pre-war years, a 
less marked but sustained increase during the war years, 
and in 1946 a rate still below the 1932 rate. The main 
part of the rise in Scotland is due to the rates in the 
cities, and it 

is interesting 

to look at a (Toe. scico 
few of these '^^r 
speci Really. 

Fig. 8 shows 
the death 
rates from 
r e s p iratory 
t u berculosis 
from 1920 to 
1947. In Ab- 
erdeen there 
was a fairly 
consistent fall 
through out 
the nineteen- 
twenties and 
nineteen-thir- 
ties. a rise 
during the 
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Fig. 


3. — Death rates from respiratory tubercu- 
losis, Scottish towns, 192647. 
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war, and a fall since then to a level below that for 
1939 ; this is similar to what is happening in England. 
In Edinburgh there was a slower decline in the pre-war 
years, a fall at the end of the war, then a rise. It is 
Glasgow which presents the main problem : with its 
population of one million — i.e., one-fifth that of the whole 
of Scotland — it plays a large part in determining the overall 
trends. The first striking fact is that the decline in tuber- 
culosis rates was arrested during the nineteen-thirties: 
Secondly, the wartime rise was steep arid has been main- 
tained at a level as high as the 1921 rate. There is at 
present a commission studying the causes of these trends, 
and one can only underline the differences between the' 
trends in Scotland and those in the rest of the continent 
of Europe. 

Age and Sex Analysis of_Death Rates 

An interesting phenomenon in the wartime rise in tuber- 
culosis has been the predominance of the rise in men, 
except in Scotland (Fig. 9). In some countries, in fact, 

the rise was confined 
to males. Even in 
Denmark, where the 
overall rate from 
pulmonary tuber- 
culosis had r e - 
mained stationary at 
the low rate of 29 
throughout the war, 
analysis shows that 
this rate was com- 
posed of a rate in 
males rising from 28- 
to 33, and in females 
falling from 30 to 
25. Similar trends 
were observed i n 
Holland. 

In Belgium, where 
as in most other 
countries the rate 
in males was, 
already higher before the war, the phenomenon is more 
striking. In 1941, at the peak of mortality, the increase 
over the 1938 rate was 49% in males and 36% in females. 
The subsequent decline was much slower in males: in 
1944 the female rate had returned to the pre-war level, 
and by 1947 was 20% below ; the male rate in 1944 was 
still 32% above the pre-war level, and did not reach it till 
1947. There is much less difference between the sexes in 
the rates for non-pulmonary tuberculosis."" In Italy there 
was a similar rise ; whereas in 1939 the male death rate 
was 2% higher than in females, in 1946 it was 27% 
higher. 
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mi l) 'Ml ’41 '42 '43 '44 -43 -At '47 


Fig. 9. — Respiratory tuberculosis death 
rates (male and feniale\: showing 'pre- 
dominance of the rise in 'men in Belgium 
and Denmark, compared with the trend 
in Glasgow. 


in females there was no increase, whereas in males the rate 
was nearly 50% higher in 1946 than in 1939. 

In Scotland, on the contrary, there has been a greater 
increase in feriiales than in males (in 1946-7 the respiratory 
tuberculosis death rate was 19% higher in males, 32% 
higher in females, than at the outbreak of war). In fact, 

' the exceptional rise of rate in, women is the main feature 
of the persisting high rate in Scotland when compared with - 
the rest of Europe. An analysis of the data in age groups 
shows that in females the increase was predominantly in 
young women. In men the increase was wholly in the 
older age groups. 

Many possible causes have been suggested for the 
excessive rise of mortality in- males in countries other than' 
Scotland. Certainly in part it may be due to the selection • 
by the Services of healthy non-tuberculous members of 
the young adult population. But where rates are calculated 
on the whole population this does not apply ; and, more- 
over, we have seen that the older age groups showed a 
greater rise than those affected by militairy service. 
Deterioration in working conditions and participation in 
outside work in civil defence duties in this country or in 
resistance movements in other countries may have played . 
a part. In this respect, however, it is interesting to note 
that in the mental hospitals in England and Wales the 
increase was greater in males than in females and that it 
has persisted in males at a level 60% above 1939, whereas 
in females it is now back at the 1939 level. There, either 
added exposure to infection or undernutrition, or both,^ 
must be responsible. It has been suggested elsewhere that 
reaction to malnutrition is more severe in males than in 
females, but definite proof of this is lacking. 

It is interesting to look in rather more detail at the age- 
group trends- in each of the sexes. In Fig. 10 for England 
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In France there was very little rise in the female rate 
in the years 1939^1, and a considerable drop subsequently 
at all ages. In males there was a very great increase at all 
ages, and a subsequent drop much below the 1935 rates. 
It is particularly marked in the 30-50 age group. The 
overall rise in the first two years of the war was 16% in 
females and 57% in males. A noteworthy feature of the 
remarkable fall in tuberculosis mortality in France is that 
it occurred in all age groups e.xcept young children and 
old people. 

In Berlin, where as we have seen there was an alarming 
increase in tuberculosis, the increase was greater in men 
than in women, and occurred at all adult age groups. In 
Hamburg, if one compares the 1946 rate with that for 1939, 


Fig. 10. — ^Tuberculosis mortality in England and Wales at various 
ages (male and female, and. including non-civilians), in 1931-5, 1938. 
and 1947. Respiratory tuberculosis only. 

and Wales, where the rates are. adjusted to include non- 
civilians, one sees first that in females a peak at ages 20-24 
IS maintained, and that there is a fall in all age groups, 
whereas in males the rates are lower in 1947 than in 1939 
at all ages e.xcept young children and the over-fifties. This 
is part of a phenomenon which is being increasingly noted 
in other countries — namely, the maintenance of the acutely 
peaked curve in females with a maximum at ages 15-24, 
though with falling rates, and in males the rounded curve 
with high rates at all adult ages but a peak gradually shift- 
ing towards the older age groups. This phenomenon of the 
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shift of the peak to the older age groups in males has given 
rise to various hypotheses. A most interesting one is based 
on a statistical analysis of tuberculosis mortality in succes- 
sive generations : the mortality in different age groups 
plotted on a generation basis shows little change in the type 
of curve through successive decades (Springett, personal 
communication). 

Tuberculosis Morbidity 

I have taken the tuberculosis death rate as the main index 
of tuberculosis trends. At present it is the most reliable 
index. Statistics regarding new cases diagnosed in dis- 
pensaries each year, or new notifications, or total cases 
known to the dispensaries at any one time are not lacking. 
But in the conditions of war these are practically valueless 
for comparative purposes, either for comparison between 
successive years in the same country or between different 
countries. Fig. 11 is characteristic. It shows for Belgium 

the dispensary case rate 
going up to a very high 
figure at a time when the 
death rate was well on 
the way down. Had that 
rise represented a true 
rise in morbidity there 
would have been a delay 
in the decline of the 
death rate or at least 
another rise later on. 
But it is clear from the 
accounts by the Belgian 
authorities themselves 
that, with the granting of 
double rations for the 
tuberculous at a time 
when rationing was very severe, the dispensaries were beset 
with people more or less asking to be diagnosed as tuber- 
culous — and in the conditions of the occupation there was 
little reason why doctors should refuse. In France, too, 
the notification rate continued to rise at a time when the 
death rate was falhng: in 1945 the total of new cases on 
the register was 45% above the 1938 figure, but the death 
rate was 20% below, and subsequently it continued to fall 
steeply. 

The problem of assessment of tuberculosis prevalence by 
the morbidity rates has arisen again in the past two years 
in Germany. Alarming reports were issued pointing to a 
v,ery acute rise in the numbers of notifications. It was said 
that, though the death rate was declining slightly, another 
rise would certainly occur. However, the death rate has 
continued to fall. 

Thus even in the few countries in Europe where notifica- 
tion of tuberculosis is compulsory there may be very serious 
causes of error. The morbidity statistics may be of value 
m a countijo'^li^'’® tuberculosis is notifiable, where there is 
a well-defined and constant basis of notification, where the 
economic situation is not such as to influence the diagnosis, 
and at a time when new methods of e.xamination are not 
being introduced. It is possible that much information may 
be derived from them in the future. 

Results of mass radiography could conceivably provide 
more valid information concerning the prevalence of tuber- 
culosis. No comparison can be made with pre-war preva- 
lence, but comparison should be possible between different 
European countries, since, when properly employed, results 
should indicate what proportion of a community at any 
single time have lesions of pulmonary tuberculosis signifi- 
cant enough to require observation or treatment The 


method is being extensively used now for the early detection 
of tuberculosis, and it is tempting, despite variations in 
diagnostic interpretation, to compare in detail the results 
obtained in different countries. There are some gross differ- 
ences that one cannot ignore — between on the one hand 
the Scandinavian countries, France, Germany, and this 
country, with an incidence of about 3 to 5 per 1,000 of 
active tuberculosis requiring treatment, and, on the other 
hand, countries like Greece and Poland, with an incidence 
of corresponding lesions in 10 to 50 per 1,000 of the popu- 
lations examined. Mass-radiography examination of 
Frenchmen returning from Germany in 1945 revealed pul- 
monary lesions in 1.5% of prisoners of war, 2j% of men 
coming from labour camps, and 4.4% of men from con- 
centration camps. There can be no doubt from present-day 
surveys that there is a very high prevalence of tuberculosis 
in Eastern European countries. At the present stage of 
development of this method, however, it is probably not 
justifiable to make more detailed comparisons. 

Statistical Analysis. Conclnsions 

Looking back over this collection of statistics, there are 
at least three outstanding features about which there can 
be little doubt, despite the reservations regarding the abso- 
lute validity of some figures. One is that the wartime rise 
was closely related, to the severity of war conditions ; the 
second that the rise predominated in men ; and the third 
that in nearly all European countries there has been an 
important fall in tuberculosis mortality since the end of 
the war. 

The study of trends in different countries has sbowm that 
the increase in tuberculosis was related to deterioration in 
conditions so closely, in time and in gravity, as to constitute 
a remarkable index of the wartime tribulations of those 
countries. That tuberculosis prevalence is closely related 
to living conditions and nutrition is no new conception and 
has been shown in several studies of under-privileged com- 
munities. The incidence of tuberculosis discovered by 
mass radiography in Polish university students is on the 
same level as the incidence of lesions discovered in homeless 
destitutes of New York City (Edwards, 1940). 

In some ways the disaster was not as great as in previous 
wars ; this applies particularly to the countries where public 
health services had developed to a high degree between the 
two wars. In former years the health and social services 
in peacetime were barely adequate to maintain a perilous 
state of equilibrium, and the disaster of war would so upset 
the balance as to produce chaos. This time, in countries 
such as our own, after the first crisis with the evacuation 
of hospitals the health and social services were rapidly 
re-established, and measures designed to protect the 
people’s health were extended well beyond those of peace- 
time. It is to the credit of those responsible for planning 
the health and food services of the country during and after 
the war that the wartime attack on health was relatively 
well resisted. On the other hand, where the social and 
health services were relatively undeveloped before the war, 
where already before the war there were very high tuber- 
culosis rates — and this applies to many of the Eastern 
European countries — the wartime reaction was nothing less 
than catastrophic, and was made even more so by the 
conditions of the German occupation. 

There has been much- conjecture regarding the nature of 
the wartime rise. The additional deaths could be of patients 
who under normal conditions would have lived a little 
longer ; they could be of those patients who would nor- 
mally have overcome their disease and survived. In 
both events the main factor responsible would be the 



Fig. 11. — Morbidity and mortality 
stailslics, Belgiuni, 1938-17. 
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deterioration of living conditions and of nutrition aggrava- 
ting the prognosis of established disease. Or, thirdly, the 
deaths could be of persons who were being infected for the 
first time in greater numbers than normally because of 
increased exposure. No doubt in most countries there was 
a combination of all three factors. 

In this respect the post-war fall, and in particular the rate 
of fall, is worth studying. Were the wartime rise due solely 
to the premature death of patients suffering from the disease 
we would expect a steep rise followed by a deeper fall, 
and it is possible that this may occur where conditions 
are severe enough to precipitate the death of patients with 
a bad prognosis, but not to provoke any great extension 
of the disease. This may partly explain the remarkable 
fall in France, but other factors must intervene also.* In 
nearly all other countries, where the pre-war decline was 
resumed at the same level or a higher level than would have 
been observed normally, it is obvious from the plotted rates 
for both world wars that there were many thousands of 
deaths from tuberculosis which would not have occurred 
but for the war. To what extent these were due in the 
main to aggravation of disease from which the patient 
normally would have recovered, and to what extent to 
new infections, must remain an open question. 

We are far from a complete understanding of the nature 
of the wartime and post-war trends in- tuberculosis. The 
uncertainty of our conclusions regarding widely differing 
trends, in for instance France, England, and Scotland, 
underlines the need for sounder and more detailed epi- 
demiological study of tuberculosis in the future. Such 
study is at any time indispensable to a rational programme 
for eradication of the disease ; it is particularly so at a 
time when our resources are. limited, and action must be 
directed towards those groups of the community revealed 
in this way as being most susceptible to the disease. It 
will certainly be indispensable in the future when improve- 
ment in social services reaches the limit of reduction of 
tuberculosis by such means and we are left with the need 
for a real understanding of the disease if any further 
progress is to be made. 

[The second lecture, with a list of references, wilt appear 
in our ne.xt issue.] 

•One possible factor is the fall in consumtjtion of alcohol since 
the introduction of rationing of wines and spirits in France during 
tho war. This was followed by a marked fall in morbidity 'and 
mortality from diseases attributable to alcoholism, a fall not 
paralleled in any disease other than tuberculosis. 


A residential college — the Midwife Teachers Training Col- 
lege— has been opened for midwives training for the Midwife 
Teachers Diploma awarded by the Central Midwives Board. 
The college is at High Coombe, Kingston Hill, Surrey, and 
will accommodate 16 students at a time for courses lasting 
six months. The first course is expected to begin in January, 
1950. Intending candidates, who must satisfy the requirements 
laid down by the Rules (Section C) framed by the Central Mid- 
wives Board under the Midwives Acts, should apply for places 
to Mr. G. Thom.as, Secretary, Midwife Teachers Training Col- 
lege Council, 72, Great Peter Street, London. S.W.I. Selected 
applicants will be required to give the council of the college 
a written undertaking that if they qualify they will serve as 
midwife teachers within the National Health Service for at 
least two years. The Minister of Health hopes that hospital 
boards and committees will encourage midwives likely to make 
good teachers to take advantage of these facilities. Suitable 
intending students should not be dissuaded from taking the 
course on the grounds that the hospital in which they are 
employed has no prospective vacancies for midsvife teachers, 
since the scheme is intended to benefit the midwifery services 
as a whole. 


RISK OF NEUROLOGICAL COIVIPLICA- 
TIONS IN PERNICIOUS ANAEMIA 
TREATED WITH FOLIC ACID 

BY 

M. C. G. ISRAELS, M.D., M.Sc., F.R.C.P. 

AND 

JOHN F. WILKINSON, M.D., M.Sc., Ph.D., F.R.C.P. 

(From the Department of Haematology, University and Royal, 
Infirmary, Manchester) 

The identification and synthesis of pteroyl-y-glutamic acid 
(folic acid*) by Angler et al. (1945, 1946) led to the early 
recognition of its quite unexpected and remarkable effects 
in the treatment of pernicious anaemia (Moore et al.. 1945} 
and of nutritional macrocytic anaemia (Spies et al., 1945). 

The results in pernicious anaemia were very striking 
at first, as many workers reported, including ourselves 
(Wilkinson, Israels, and Fletcher, 1946).- It soon became 
evident, however, that even when the blood counts were 
r^tored to normal levels relapses were occurring, and 
signs of involvement of the peripheral nerves, such as par- 
aesthesiac and numbness in the limbs, and of the spinal 
cord tracts, like ataxia and loss of vibration sense, might 
not be improved or might become worse. 

Even more important, however, was the fact that 
some patients who had not previously shown signs of 
nervous system disturbances developed such signs, often 
very acutely, after being treated with folic acid for vari- 
able periods. Since 1946 several groups of workers' 
have become aware of this disquieting fact, and in con- 
sequence the widespread enthusiasm for folic acid, at least 
for the treatment of pernicious anaemia, has been rapidly 
waning. 


Table I. — Sunwiary of Cases Reported os Developing Neurological 

Chaages 


Authors 

No. of 
Patients 
Treated 

No. Developing 
Neurological 
Syrapioms and 
Signs 

Neurological 
S>mptoras 
Made Worse 

Schwartz. Armstrong (1947) . . 

1 1 

69 

4 


Heink, Welch (1947) .. .. 1 


47 

3 


Hctnlc n94?) .» .. j 

Spies et < 7 /. < 1 9-JS) . . . . 1 

Snics, S’onc 0947) .. .. ! 

r 

1 

28 



38 

VUtcr, Vilter, Spies (1947) . . i 

Vilicr, Viitef. Hawkins 0^47) J 

f 

(out of 19)' 



Ro>5*. BcMing, Paegel 0948) 


22 

9 

4 

Israels. Wilkinson ( 1 94?) . . 7 

i 

20 

13 


Wilkinson (1948. 1949) 

r 


KeiK 19471 


19 

1 


David^on, Ciirdwood (194^) . . . 


16 

1 


Hall. Watkins (1947) .. .. ^ 

C 

J4 

“A significant 

— 

HalL Watkins, Hargraves (1946) J 

r 

proportion 


Wagicytl94S) . 


10 

8 


Castle. Berk (quoted Wagley, 1948) . 


10 

1 



BciheU. Sturgis (1948) .. .. 1 

Bcthcll cf u/. (1946) .. .. j 

H 

6 

1 

— 

Jacobson et a/, (1948) 



2 

_ 


In Table I we have included ail the available references 
to the development of subacute combined degeneration of 
the spinal cord in patients with pernicious anaemia, or the 
worsening of neurological symptoms already present, after 
treatment with pteroyl-'y-glutamic acid. 

From a careful study of the various reports it was 
obvious that many of them referred to the same groups 
of cases, since some authors have published their results 
and cases in several journals, often without cross-references, 
and in some rep orts no details are given at all, other than 

•In this paper folic acid is used synonymously with and refers to 
the syntheuc pieroyl-r-glutamic acid. 
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the bare statement relating to the occurrence of neurologi- 
cal complications in a group of patients. We ha\e there- 
fore inserted in the table the latest figures of each group 
of workers, omitting their earlier ones in other papers. 

These reports suggest that, though folic acid treatment for 
patients with pernicious anaemia will lead in most cases to 
a satisfactory remission of the anaemia temporarily, there 
is a risk that damage to the spinal-cord tracts may continue 
and may show itself even after the blood counts have been 
restored to normal fWilkinson, 1948, 1949). It is quite clear 
that pteroyl-y-glutamic acid will not control disease of the 
central nervous system already present when treatment is 
begun. Previous estimates of the risk of the development 
of nervous system disturbance have varied in the larger 
groups from three out of 47 (Heinie and Welch, 1947; 
Heinle ei al.. 1947) to 28 out of 38 (Spies et aL, 1948). 
Except for the later groups few of these patients have 
been observed for more than 12 months ; most of them 
were under control for shorter periods. The pernicious- 
anaemia-posterolateral-sclerosis syndrome is notoriously 
slow to develop, so in order to obtain a better estimate 
of the risk involved in the use of synthetic pteroylglutamic 
acid we have since early in 1946 been observing closely a 
group of 20 pernicious-anaemia patients, either in relapse 
or having had no previous treatment, only three of whom 
had initial evidence of subacute combined degeneration of 
the spinal cord. We treated these patients with pteroyl-y- 
glutamic acid alone until signs and symptoms of central 
nen'ous system disease appeared, or until there were signs 
of exacerbation of the disease initially present, and we have 
observed them all at frequent intervals: our intermediate 
results have been reported elsewhere (Wilkinson, Israels, 
and Fletcher, 1946 ; Wilkinson, 1948, 1949). Our results 
after three years’ observation of the group show that at 
the time of writing (May, 1949) only four of these patients 
are still well on folic acid treatment 

Illustrative Cases 

The patients are divided into four groups: (1) Four 
patients with signs of disease of the nervous system develop- 
ing acutely during treatment ; (2) nine patients with signs 
of disease of the nervous system developing gradually dur- 
ing treatment ; (3) three patients who had disease of the 
nervous system initially ; and (4) four patients who had 
not developed signs of disease of the nervous system at the 
time of writing. 

Details of groups 1, 2, and 3 are given in Table II, 
and of group 4 in Table HI. Illustrative case records of 


patients in groups 1, 2, and 3 are given below. The patients 
in group 4 had the usual features of pernicious anaemia 
without neurological disturbance. 


Table III. — Group 4 Caret (No Signs of Disease of Nenous System) 


Case 

No- 

Age 

5^ 

Initial Count 


Final Coimt 

1 ii 
s||| 

R.B.C. 

Hb 

g-/100 mL 

R.BC 

I0«;C.CTra- 

Hb 

g-/IC0 nL 

17 

76 

.M 

1-42 

5-0 

25 i 4*96 

14-3 

10 

la 

71 

F 

2-03 

5-5 

27 f 4-70 

14-6 

2-5 

19 

67 

F 

1'54 

4-4 

29 

4-00 

11-3 

10 

20 

47 

M 

1'47 

5*0 

37 

4-93 

14-3 

10 


Group 1 : Case 1 

A married woman aged 63 was seen for the first time in May, 
1946, complaining of dyspnoea, loss of weight, and increasing 
fatigue. She was pale and jaundiced, there was no enlargement 
of liver or spleen, and little abnormal was found in the heart 
and lungs. The arm and leg reflexes were normally active, 
plantar responses were flexor, and there were no subjective or 
objective sensory changes. A blood count showed: red cells, 

I. MO.OOO per c.mm. ; haemoglobin, 5.2 g. per 100 ml. The hone 
marrow was typically megaloblastic. There was complete 
achlorhydria gastrica. 

She was admitted to hospital and given synthetic pteroyl-/- 
glutamic acid. 20 mg. daily, by moutb. Her clinical condition 
and the anaemia improved steadily. After four weeks her red 
cells numbered 3.460,000 per c.mm. and the haemoglobin was 
10.7 g. per 100 ml. Folic add was reduced to 10 mg. daily, 
and after five months’ treatment, when the haemoglobin was 
14J2 g. per 100 ml., it was reduced to 2A mg. daily. This seemed 
to be too little, because after nine month.s the haemoglobin had 
fallen to 13.4 g. per 100 ml. and the red cells to 4.200.000 per 
c.mm. It was after nine months that she complained that her 
legs felt “as if she bad wet stockings on.” and examinau'on 
showed that vibration sense was absent. The dose of folic add 
vs-as raised to 5 mg. daily. The nervous symptoms remained 
stationary until the 15lh month, when within seven days she 
lost the use of her legs and became unable to walk. The blood 
count was then : red cells, 4,070,000 per c.mm. ; haemoglobin, 

II. 8 g. per 100 ml. 

Examination showed exaggerated reflexes, extensor plantar 
responses, absent vibration sense, and much-impaired position 
sense. 

Folic add treatment was immediately discontinued, and 
she was given liver extract intramuscularly and 30 g. of 
desiccated stomach daily by mouth. After one month her walk- 
ing was improved, but the right plantar response was still 
extensor : after two months she was ambulant again and both 
plantar responses were flexor ; after eight months all symptoms 
had disappeared and she has remained well since. 


Table II. — Cases in Groups I, 2, and 3. Patients Developing Neurological Changes on Folic Acid Treatment 


Case 

No 

Age 

Sex 

Initial Count 

Initial 

Neurolog. 

Signs 

Ill 


J 

Fiiul 
Dole of 
Folic 
AciJ mg. 
Daily 

Signs of Disease of NersDus System 

5 

>* ..-y 

g 5 5 § 

*•— si 

5ES 

Plantar 

Response 

Knee- 
jet fcs 

A.ntle- 

jerks 

Rom- 

berg*! 

Sign 

Paraes- 

tbesia 

Numbness 

Vlbrn- 

lioQ 

Sense 

Joint 

Sense 

R B.C. 
IC^.’cmm. 

Hb 

g./100 ml. 


63 

F 

1-64 


mi 

15 

ns 

Yes 

5 

Extensor 

+ 4. 4- 

-r-F-r 

-i- 

-r -r 4- 

Absent 

Impaired 

2 


63 

F 

115 

Bin 


18 

14-6 


5 

Flexor 

Dim. 

— 

t4--F 

-r-F 


Absent 

3 


50 

F 

0-95 



22} 

10-5 

Yes 

30 


Dim. 


-r-r-r 

-F-r 

„ 

Impaired 

3 

4 

73 

M 

2-20 

7-4 


3 

10-.5 

No 

20 

Doubdul 

-r-F-r 

-F-F-r 


4-4--r 


Absent 

— 


51 

F 


53 


12 

n-8 

Yes 

20 

Flexor 


-F-F 



-F-F 



3 


55 

M 


7-7 


13 

125 

Yes 



Dim. 

Dim. 


-r-r-r 


Impaired 

1 


45 

M 


SO 

a 

5 

n-s 

Yes 


.. 


-F 

— 

-r “T “r 

-r 

Present 

3 


56 

F 


7-2 

None 

6 

I3S 

No 



4* 


-r 

-r -F-r 

-f- 


5 


53 

M 

I-2I 

3-9 

None 

23 

88 

Yes 



-F-F 

-F-F 

-p 

-r-r-f 

Absent 

Inpaneii 



48 

M 

t-so 

6-6 

b 

3 

13-0 

No 



4- + 

-r-i- 

'F-r-t- 

-r-r -r 


Ab^t 



64 

F 

200 

8-3 

None 

19 

13-3 

No 



Dun. 

Dim. 

..... 

-r-r *F 





56 

F 

1-31 

5-2 

Parae&th. 

2 

8-6 

No 


Extensor 

-f -r 



-r-r -F 



— 

13 

31 

F 

J-3I 

4S 

None 

35 

14-4 

No 


Flexor 

-r-r 

-F-F 

4- 4- 

-r-F 

*> 

Impaired 

3 


53 

M 

n-Q-* 

7-2 

e 

71 

14-6 

No 

20 

. 

+ -f 

4 — r 

-F 

-r-r 4- 


Absent 

1 


46 

M 

3-83 

13-3 

d 

I 

13 3 

No 

20 





-r TT 


Present 

1 

16 

m 

F 

2 13 

S’3 

Poraeslb. 

6 

I3S 

No 

20 

- 


— 

— 

4-4-4- 


Impaj-ed 

-5 


— StiiTno' aud dcronaiiy ofrighi ann prascm Tor 29 years, due loextnpyraniidal lesioa. b * Joint saase absent, c ■» Numbness of less, absent 
sibfation sense, d — Numbness and sli. j ness of dagexs. N'otet Ait pali-nts fVfrf,Uy erd e.-bt.-ifSydria. 
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Group 2: Case 9 

A joiner aged 58 was diagnosed as having pernicious anaemia 
some years before, but he had neglected treatment and when 
first seen his red cells had fallen to 1,210,000 perc.mm, and his 
haemoglobin to 3.9 g. per 100 ml. He was very pale and 
dyspnoeic, and had oedema of the feet and scrotum. The heart 
was not enlarged, but there was a' generalized systolic murmur 
and occasional extrasystoles. His liver and spleen were slightly 
enlarged. In the central nervous system reflexes were, normally 
active and plantar responses flexor in spile of the oedema, 
sensation in the legs was normally appreciated. The bone 
marrow was megaloblastic, and achlorhydria was confirmed. 
He was given folic acid parenterally — at first 150 mg. intra- 
venously, followed by 15 mg. intramuscularly on alternate days 
for 10 days ; he was then given 20 mg. daily by mouth. He 
made a good recovery, and after two months, when his red cells 
numbered 4,200.000 per c.mm. and the haemoglobin was 11.6 g. 
per 100 ml., the folic acid was reduced to 10 mg. daily. After 
41- months’ treatment the haemoglobin was 12.7 g. per 100 ml., 
and the dose was reduced to 5 mg. daily, and at nine months 
it was further reduced to 1.75 mg. daily, when his red cells 
numbered 5,060,000 per c.mm. and the haemoglobin was 13.8 g. 
per 100 ml. This latter dose was too small for maintenance: 
at 12 months the haemoglobin was only 13 g. per IDO ml., so- 
the dose was raised to 2,5 mg. daily, and one month later to 
10 mg. daily, when his red cells numbered 3,880,000 per c.mm. 
and the haemoglobin was 11.3 g. per 100 ml. At 14 months the 
red cells numbered 5,020,000 per c.mm. and the haemoglobin 
was 14.2 g. per 100 ml. ; however, the first sign of disease of 
the nervous system appeared at this time — the patient com-, 
plained of aching legs, but examination of the central nervous 
system revealed no objective, abnormality. 

The patient kept reasonably well until the 23rd month, when 
the blood count relapsed (red cells 2,930,000 per c.mm. and 
haemoglobin 8.8 g. per 100 ml.) and he had numbness and 
paraesthesiae in the arms and legs, and felt as if he were walking 
on cotton-wool. 

Examination showed that his reflexes were still brisk and his 
plantar responses flexor, but vibration sense wa's now absent up 
to the knees and joint sense was impaired ; Romberg’s sign was 
present. He was given 30 g, of desiccated stomach daily, and 
he improved rapidly. Two months later his red cells were 
4,920,000 per c.mm. and the haemoglobin was 13 g. per 100 
ml. The only remaining neurological symptoms were slight 
paraesthesiae in the fingers. 

Gronp 3 ; Case 15 

A male cotton-spinner aged 46 had "’noticed that for the past 
five months his hands and fi .gers were becoming increasingly 
numb so that he could nn longer handle the cotton threads ; 
he also had some stiffr^ss of the legs. He syas not pale, and 
was well nourished ; all Tendon reflexes were brisk and equal on 
the two sides ; the left p antar response was flexor, but the right 
w'as doubtful ; cranial .ierves were normal; vibration and joint 
sense were definitelj present and normal. Other sy.stems were 
normal. The blooj count showed: red cells, 3,830,000 per 
c.mm. ; haeniogichin, 13.3 g. per 100 ml. There was a definite 
megaloblastic maijrow and an achlorhydria. The 'cerebrospinal 
fluid was not ur.der pressure, proteins were 45 mg. pec 100 ml., 
and there was slight globulin opalescence. ^ " 

He was given fc^ic acid, 20 mg. daily, but the blood count did 
not improve ; a/tier l-iur weeks the red cells numbered 3,880,000 
per c.mm. ar^ the haenoglobin was still 13.3 g. per 100 ml. 

Five wee.ks after startii.o folic acid treatment he complained 
that the nembness and paraesthesiae in the hands were much 
worse. Examination showed ttiat vibration sense had now dis- 
appeared, buAjhe reflexes were as before. \ Treatment with folic 
acid was therefore replaced with 30 g. of .desiccated stomach. 
After one monti\ of this he was much bette,-, and his red cells 
numbered 4,740.0(x0 per c.mm. and the haemoglobin was 14.2 g. 
per 100 ml. Ten nlyonths later he was back at work, but it was 
16 months before all paraesthesiae had ceased and vibration 
sense had isi'"tied. 

f 


Discussion 

We are not concerned here with the haematological and 
clinical effects of folic acid, which have beenTully discussed 
elsewhere (Wilkinson, 1948, 1949), but only with its influ- 
ence on the development of peripheral neuritis and subacute 
combined degeneration of the spinal cord in pernicious 
anaemia, t _ 

The accompanying Chart gives a graphic representation 
of the length of time during which treatment with pteroyl-y- 
glutamic acid (foUc acid) was given before the appearance 



•Chart showing the period that folic acid (pteroyl-v-glutamic acid) 
treatment was given before the appearance of neurological signs made 
a change necessary. 

/ . 

of symptoms of subacute combined degeneration of the 
spinal cord. It is seen that the time of onset of neurological 
signs and symptoms of central nervous system disease is 
spread over a three-year> period ; apparently there is no 
time of special danger, nor is there any time after which 
the patient can be considered safe. 

The relevant information about these patients in Table II 
shows, disappointingly, that none of these observations 
make it possible to predict the likely onset of neurological 
complications. Of the four patients in group 1 the periods 
of treatment varied from 3 to 22^ months. Of the 13 
patients in groups 1 and 2 six showed a falling haemo- 
globin level, and seven did not, while the haemoglobin 
levels varied from 8.8 to 14.6 g. per 100 ml. 

The results therefore show that in a three-year period 
80% .of the patients who were being treated with folic 
acid had developed or had increased signs and symptoms 
of nervous system disease that could be quite quickly con- 
trolled in the early stages by treatment with intramuscular 
liver extracts or oral desiccated stomach preparations. 
Thus there is obviously serious risk that patients with per- 
nicious anaemia treated solely with folic acid may develop 
signs of disturbance of the central nervous system, or that 
any initial cord involvement or peripheral neuritis may get 
worse. 

Nevertheless, four patients have been well maintained on 
folic acid alone for up to three years without any apparent 
disadvantage. Is there, therefore, any place for folic acid 
in the treatment of pernicious anaemia ? The facts reported 
here and by others emphasize in a new way the dissociation 
between the haematological and neurological parts of the 
pernicious anaemia syndrome. It is well known that the 
neurological syndrome can occur in the absence of anaemia. 
We can now see that a minority (20%) of patients with 
pernicious anaemia do not develop (at least after three 
years) disease of the nervous system when an agent (folic 
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acid) that corrects only the haematological disorder is used 
for treatment. But there seems to be no way of picking 
out this fortunate minority ; certainly, initial absence of 
signs of nervous disease is no help. Consequently, it is our 
considered opinion that folic acid ordinarily should not be 
used in the treatment of pernicious anaemia, and never in 
subacute combined degeneration of the spinal cord. Very 
rarely it may be of temporary use in the treatment of a 
pernicious-anaemia patient who cannot take stomach pre- 
parations and is hypersensitive to parenteral liver extracts, 
until the patient has been desensitized, although oral liver 
extracts will usually get over this problem. 

While the acute neurological syndrome described here 
and by others is rarely seen in the natural course of postero- 
lateral sclerosis with pernicious anaemia, nevertheless its 
apparent direct association with folic acid therapy raises the 
possibility of a folic-acid /anti-folic-acid mechanism in the 
maintenance of the integrity of the central nervous system : 
but we have as yet no definite evidence that folic acid 
causes organic lesions in the cord." At any rate, the action 
of folic acid on the neurological system is not the same 
as that of the liver principle, although its initial effect on 
the bone marrow and blood appears to be very similar. We 
have also yet to see a patient with pernicious anaemia who 
w'ould not respond to haemopoietically active liver extracts 
but would respond to folic acid ; it turns out that such 
patients always have some other disease, such as idiopathic 
steatorrhoea. 

Therefore, whatever the circumstances, folic acid, if used 
at all, should be replaced by liver or stomach as soon as 
possible, and those patients having folic acid should be 
seen at frequent and regular intervals so that the onset of 
neurological complications can be corrected without delay. 

It has been our view that, while folic acid must not 
be used in the treatment of the pernicious anaemia syn- 
drome on account of the risk of producing postero-Iateral 
sclerosis in patients otherwise free from neurological symp- 
toms, its Use was allowable in the treatment of other 
megaloblastic anaemias that do not develop cord lesions, 
like those occurring in sprue, steatorrhoea, and pregnancy. 
This must now be reconsidered carefully in view of the 
recent observation by Meyer (1948) that combined system 
disease occurred in a ' patient with macrocytic anaemia 
secondary to ulcerative colitis of long standing. After treat- 
ment with folic acid for 18 months he quite quickly 
developed ataxia, loss of vibration and position sense in the 
legs, and positive pyramidal signs. These neurological com- 
plications appeared when the patient's haemoglobin level 
svas normal and his weight satisfactory. Davidson and 
Gird wood (1948) have also reported the onset of neurologi- 
cal signs in two patients with idiopathic steatorrhoea who 
'.cere having folic acid treatment ; the signs in these patients 
c.Tjld have been due to peripheral neuritis, and no pyra- 
Tiidal lesion was detected. It is only reasonable to point 
out lliat this neurological complication of non-Addisonian 
types of anaemia is extremely rare. 

Summary 

A group of 20 patients with pernicious anaemia, either un- 
treated cases or relapsed cases, have been treated with synthetic 
pteroyl-v-glutamic acid (folic acid) alone ; three bad initial signs 
of subacute combined degeneration of the spina! cord. 

In a itiree-year period 13 patients without initial neurological 
involvement developed signs and symptoms of subacute com- 
bined degeneration of the spinal cord which were relieved by 
chancing the treatment to liver extracts or desiccated stomach 

Three patients with initial neurological symptoms and signs 
became worse neurologically after folic acid therapy. 


There was no specially dangerous point during folic add 
treatment, for the times at which nervous-system complications 
became serious were evenly distributed over three years. 

Neither the presence or absence of increasing anaemia nor the 
haemoglobin levels could be used to predict the likelihood of 
neurological complications. 

Four patients are quite well after two to three years on doses 
of 5-20 mg. of folic arid daily, given orally. 

The use of folic acid for the treatment of pernicious anaemia 
should be strictly limited to the rare cases of special difficulty. 
Folic acid should never be given to patients with subacute 
combined degeneration of the spinal cord. 
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Delivering the chairman’s address at the meeting of the 
Dental Board on May 11, Dr. Fish said that for the past year 
there bad been a record decline in the total number of names 
on the Dentists Register. The figure was below that reached in 
1939. About 90% of the dentists in active general practice in 
England and Wales, and a higher percentage of those in Scot- 
land, were working in the National Health Service. When faced 
with more patients than he could comfortably treat, a dentist 
must do one of three things — add to his hours of work, refuse 
to see some patients, or speed up his work. He might even do 
all three. Probably most were now working longer hours than 
those recommended by the Spens Committee. Whether that 
added to their efficiency or to their' enjoyment of life must 
remain an open question. Most dentists were in the dilemma 
that they must either refuse pau'enls in need or hurry through 
the treatment of each in an effort to extend their services to 
all. The question was not whether they would condescend to 
work the Service but whether as individuals and as a profession 
they bad the capacity for self-discipline, the ethical training, 
and the philosophy to rise to those heights of altruism which 
the Service demanded of them. For many there was no possi- 
bility of choice. The Service was their only means of liveli- 
hood. The success of the Service and the future of dentistry 
depended upon their willingness and capacity to sacrifice what 
might be legitimate peisonal gain for the salvation of their self- 
respect and the honour of their calling. Referring to the forma- 
tion of dental companies under the influence of laymen, he 
said he did not think that any member of the profession should 
accept service under such conditions without the most careful 
consideration of what they implied. 
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AUREOMYCIIV: A NEW TREATMENT 
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BY 
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Physician in charge. Venereal Diseases Clinic, King Edward VII 
Hospital, Windsor; Senior Assistant, Venereal Diseases 
Deportment, St. Mary’s Hospital, Paddington 

Aureomycin, a yellowish crystalline substance prepared 
from Slreptomyces atireofaciens, is dispensed in cap- 
sules containing 250 mg. of aureomycin hydrochloride and 
is administered by mouth. It has already been shown to 
be effective in rickettsial diseases such as Rocky Mountain 
fever (Ross et al., 1948), in atypical pneumonia, in brucel- 
losis (Spink et al., 1948), and in certain eye conditions and 
urinary infections, as those due to Aernhacter aerogeiies 
and Streptococcus faecalis, for which some consider that 
aureomycin is to be preferred to streptomycin and the 
sulphonamide group of drugs. It has considerable appli- 
cation to venereal disease. Finland et a'l. (1,948) used it 
in 66 cases of gonorrhoea, with 49 definite and 1 1 doubtful 
successes and six failures Improvement was noted in two 
cases of penicillin- and sulphonamide-resistant non-specific 
urethritis. It is also of value in granuloma inguinale 
(Greenblatt et al., 1948). In addition, Wright et al. (1948a, 
1948b) have shown that it is effective in the virus disease 
of lymphogranuloma venereum. 

-The following case reports indicate that this antibiotic 
also has a powerful action upon the organism of syphilis. 
The patients were Bantu negroes with early syphilis, in 
Southern Rhodesia, and in all of them Treponema pallidum 
-was demonstrable before treatment. As the supplies of 
aureomycin available were scanty and the prospects of an 
adequate follow-up problematical, it was considered expedi- 
ent to treat a number, with small, probably subcurative 
doses and to observe the effect by subsequent dark-field 
examination. 

Case Reports 

Case I (Seronegative Primary Syphilis). — A native from 
Portuguese East Africa had a typical indurated penile primary 
chancre with firm rubbery non-tender inguinal glands. The 
Wassermann and Kahn blood reactions were negative, but a 
dark-field examination of material taken from the sore showed 
T. pallidum. On May 18, 1949, he was given three 250-mg. 
capsules of aureomycin (Lederle) at intervals during 24 hours. 
Twenty-four hours after the starting of treatment the dark field 
still showed T. pallidum, although with greater difficulty. At 
48 and 72 hours, however, none were recovered: at this stage 
he was given a course of penicillin. 

Case 2 (Seropositive Primary Syphilis). — A male negro from 
Portuguese East Africa- presented an indurated fraenal ulcer 
with a developing left inguinal bubo. Clinically the case 
resembled a mixed infection of syphilis and chancroid, and, 
although the d.melcos and Frei skin tests were negative, 
Ducrey's bacillus was seen in smears from the sore.- The dark 
field, however, showed T. pallidum, and the Wassermann and 
Kahn blood reactions were positive. He was given live 
capsules of aureomycin orally over 29 hours (total 1,250 mg.). 
Twenty-four hours after the onset of treatment T. pallidum 
was still isolated by dark field, but dark-field examinations 
performed daily for the next 16 days were all negative. By the 
end of this time the sore had healed and the bubo resolved 
without additional treatment. 

Case 3 (Seropositive Primary Syphilis). — A mate negro from 
Portuguese East Africa was admitted with a paraphimosis and 
an indurated fraenal sore with typical svrhilitic inguinal 
adenitis. T. pallidum was seen without difficulty in the dark 
field, and the Wassermann and Kahn blood reactions were posi- 


tive.' He was given three capsules of aureomycin daily for'two 
days (total 1,500 mg.), and although the sore was still unhealed 
after 17 days no T. pallidum was observed ai-daily dark-field- 
examinations during this time. 'A week later the sore had 
healed and the patient was discharged for surveillance. ' 

Case 4 (Secondary Syphilis). — A Nyasaland negro attended 
with multiple perianal and peno-scrotal condylomata lata with 
enlarged non-painful inguinal glands. The dark field from the 
condylomata showed an abundance of T. pallidum, and the 
Wassermann and Kahn blood reactions were' strongly positive. 
He was given one capsule of aureomycin orally three times a 
day for two days (total 1.500 mg.). The response was dramatic, 
and the lesions had healed completely by the fourth day. Daily 
dark-field examinations had been repeatedly negative. 

Case 5 (Secondary Syphilis). — A female native of. Southern 
Rhodesia was admitted with an indurated primary sore of the 
left labium majus, which was also oedemalous. Secondary 
vulvar mucous patches and vulvar and perianal condylomata 
lata were also present, the whole being secondarily infected and 
evil-smelling. T. pallidum was seen without difficulty, and 
the Wassermann and Kahn blood reactions were markedly 
positive. She was given one capsule of aureomycin three times 
a day for two days (total 1,500 mg.), response being immediate. 
The daily dark-field examinations were negative for the ensuing 
four days, by which time the lesions had healed. She was 
kept under observation for a further three days ;-she was then 
discharged from hospital with instruction.s to attend as an out- 
patient. She returned, however, on the twelfth day with a 
relapse of the condylomata, and was then treated with 
penicillin. 

Case 6 .(Secondary Syphilis). — A female native of Southern 
Rhodesia was admitted with perivulvar and perianal - condylo- 
mata lata, from which T. pallidum was obtained without diffi- 
culty. The blood Wassermann reaction was positive. She was 
given four capsules of aureomycin orally (total 1.000 mg.), and 
the lesions healed rapidly. Daily dark-field examinations, were 
negative for the ensuing three days, and on the fourth the 
lesions had healed. 

Case 7 (Secondary Syphilis). — A male South Rhodesian negro 
had a preputial sore from which T. pallidum was recovered.and 
secondary condylomata lata on the scrotum. The blood 
Wa.ssermann reaction was strongly positive. He was given three 
capsules of aureomycin orally on the first day and two on the 
second (total 1,250 mg.). Healing was rapid, being complete 
in four days, during which time daily dark-field examinations 
were negative. 

Case 8 (Seronegative Primary Syphilis). — A male native of 
Southern Rhodesia had a giant fraenal chancre with typical 
syphilitic glands. The dark-field examination for T. pallidiint 
was positive and the blood Wassermann reaction was negative. 
He was given six capsules of aureomycin orally in 48 hours 
(total 1.500 mg.). Daily dark-field examinations were negative 
during the next three days and the sore had nearly healed by 
the fourteenth day. 

Case 9 (Secondary Syphilis). — A male South Rhode,sian negro 
had an ulcerated prepuce with massive condylomata lata of 
the scrotum and inner thighs. T. pallidum was found on dark- 
field examination, and the blood Wassermann reaction was posi- 
tive. He was given six capsules of aureomycin orally (1,500 mg.) 
over 48 hours. Although the dark field showed scanty 
T. pallidum at 24 hours, none was observed at two and three 
days. At two weeks, information was available to the efi'ect 
that the condylomata had not disappeared but were quite dry. 

Summary and Conclnsions 

Nine negro patients with early syphilis (two with seronegative 
primary syphilis, two with seropositive primary syphilis, and 
five with secondary syphilis) have . been treated orally with 
aureomycin in doses of 750-1,500 mg. over 24-48 hours. . 

In six no T. pallidum was recovered at 24 hours, but in three 
the dark fields were positive at that time. In all. however, the 
dark fields were negative at 48 hours, and remained so daily for 
the periods over which observation was possible (3-17 days). 
Circumstances unfortunately prevented further observation. 
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Healing was most pronounced in the lesions of secondary 
syphilis, and in these the response was as dramatic as that 
obtained with penicillin, perhaps even more so. One case is 
known to have relapsed. 

It is very unlikely that the small doses given were curative, 
although 250 mg. given four times a day for a week might 
well be. 

It is concluded that aureomycin has a marked action upon 
human syphilis and opens up a new field of therapeutic 
investigation. 

The above work was carried out during the course of a venereal- 
disease investigation conduned for the Health Department of the 
Government of Southern Rhodesia, to whom acknowledgments are 
due. I would also like to thank Dr A. J. V. Wilkins, Medical 
Officer of Health, Salisbury, Mr. Stephen Kennedy, and the staff of 
the lazaretto of that aty for so freely offering facilities, and Mr. 
E. A. Boulter for his technical assistance. 
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COMiMON DIFFICULTIES IN INFANT 
FEEDLNG* 

By 

R. S. ILLINGWORTH, M.D., F.R.C.P,, D.P.H.. D.CJH. 

Professor of Child Health, University of Sheffield 

One of the effects of civilization is the fact that a large 
proportion of human infants have become parasites on the 
cow. The extent to which American infants rely on cow's 
milk for nutriment was recently shown by Bain (1948), 
who states that in the North-Eastern region of the United 
States only 23% of all babies are fully breast-fed on dis- 
diarge from maternity units. In this country the Popula- 
tion Investigation Committee (1948) revealed interesting 
geographical variations in the incidence of breast-feeding. 
While 24% of women in Southport were fully breast- 
feeding their infants at two months, 85% in Lewisham 
were; the corresponding figures for Cornwall and West 
Sussex were 45% and 80% respectively. 

According to the Ministry of Health Report (1944) 80% 
of all babies bom in hospitals in this country are dis- 
charged fully breast-fed, but 95% of those born at home 
vre fully breast-fed at the same age. Read (1949) claims 
tb.'t 98% of 516 women treated by him with Waller’s 
methods were fully breast-feeding their infants on discharge, 
and Waller (1946) found that 79.3% of 300 consecutive 
pnmiparae in a South London district were fully breast- 
feeding their babies at the age of 6 months. Kao (1948) 
found that 95% of 26,647 Chinese out-patients were fully 
breast-feeding their infants. 

The most probable explanation of these wide variations 
lies in differences m the technique of management of lacta- 
tion. The figures suggest that in some places difficulties 
m breast-feeding are either prevented or successfully over- 
come, while in others they lead to artificial feeding. Arti- 
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ficial feeding itself leads to other difficulties, which in turn 
are preventable. 

The. theme of this paper is the suggestion that a high 
proportion of the difficulties in infant feeding are man- 
made and preventable, and that the cause of them lies in 
the medical attendant rather than in an inherent defect in 
mother or baby. 

DifiScnlties in Mutual Adaptation of Mother and Baby 

The difficulties which arise in the mutual adaptation of 
mother and child in the first few days are basically due to 
the nature of the child, but birth injury may lead to 
irritability or inertia in the baby and so to difficulties in 
adaptation. The irritable baby (who has not had a birth 
injury) who screams when brought to the breast, or who 
approaches the breast normally and then immediately with- 
draws his head and kicks and cries, is made worse by 
attempts to discipline him. 

Rigid rules about the duration and frequency of feeds 
which do not allow adaptation to the needs of the indi- 
vidual, or attempts to force the child to lake food when he 
does not want it, serve only to increase the difficulty. The 
baby particularly resents efforts to hold his head or to 
keep the limbs at his side with the aid of tight clothes or a 
blankeL The irritability is stifi further aggravated by the 
unnatural system, which still has its advocates, of keeping 
the baby in a nursery away from his mother, of not allow- 
ing her to cuddle her baby, and of bringing the baby to the 
mother only at that time which is considered the right one 
for his feed. The mother’s fondling and cuddling before 
a feed may go a long way towards soothing him and 
enabling him to take his feed more easily. These diffi- 
culties of the first few days have been ably described by 
Middlemore (1941), 

Difficnlties in the Mother 

Many of the difficulties in breast-feeding arise from 
inadequate preparation of the mother during pregnancy. 
Some obstetricians take little interest in the preparation of 
the mother for breast-feeding, and few paediatricians are 
given access to the mother before her baby is born. It is 
the paediatrician, however, who has to help the mother to 
surmount the difficulties in the puerperium which may result 
from this neglect 

Some failures of lactation are due to the mother’s lack 
of desire to feed her baby. This may arise from ignor- 
ance of the value of breast-feeding to the baby, from a 
mistaken idea of the greater convenience of bottle-feeding, 
or from a desire for greater freedom to visit friends and 
places of entertainment She may be afraid of the recur- 
rence of a sore nipple or mastitis experienced in a pre- 
vious pregnancy. She may have been told that lactation 
will take a great deal out of her. She may fear that breast- 
feeding will spoil her figure or her clothes. She may have 
failed to breast-feed previous children and be convinced 
that she will fail again. Most of these doubts and mis- 
understandings can be removed by discussing them with the 
mother during pregnancy, explaining to her the advantages 
of breast-feeding to the baby and to herself, and impressing 
her with the pleasure and satisfaction she will derive from iL 

Inadequate or improper preparation of the breast during 
pregnancy may be another factor of importance in causing 
failure of lactation. Waller (1946) advocates that the 
mother should be taught to express a few drops of colos- 
trum once a day for the last two or three months of preg- 
nancy. He has shown in carefully controlled experiments 
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that this practice reduces the incidence of sore nipple, over- 
distension, and other feeding difficulties in the puerperium. 
Attention to a depressed nipple during pregnancy may pre- 
vent difficulties later. The Woolwich plastic nipple shield* 
advocated by Waller will help to elevate such a nipple. 
Inadequate attention to the mother’s diet and failure to 
treat her anaemia may also be factors in causing failure 
of lactation. 

Social factors, which are also man-made, play their part 
in causing failure of breast-feeding. Overcrowding, lack of 
privacy, the necessity of living with relations, overwork 
in the home due to lack of domestic help, the necessity of 
return to work in industry, queueing for food, all have 
a deleterious effect on breast-feeding. A woman who lives 
in lodgings is often compelled to give her baby a bottle to 
quieten it. The grandmother is frequently the cause of the 
baby being taken off the breast. 

Worry 

Worry is an important factor in the failure of lactation. 
Delay in the coming in of the milk, or ignorance of the 
normal time of the coming in, may worry the mother. 
Careless conversation between doctor and nurse about the 
baby is a common source of worry to her. Routine test 
feeds and frequent weighings almost inevitably cause the 
mother to worry about her ability to feed the baby. They 
are very apt to mislead the doctors and nurses and cause 
them to give complementary feeds — ^which go far to con- 
vince the mother that she will not have enough milk for. 
the baby. Even though the mother is not told the result of 
the test feed by the nurse, she may obtain the information 
she wants by other means. The frequent weighings and the 
obvious concern of the doctor whether there is enough milk 
for the baby suggest to her the likelihood of a deficiency of 
milk. Test feeds should be used only for specific indica- 
tions, when a feeding difficulty arises which suggests that 
the baby is not receiving enough milk, and in these 
circumstances they are essential. 

Mothers are worried by the practice still found in some 
hospitals of keeping the baby in the nursery instead of at 
her bedside. Fields and Rose (1948) and others have shown 
that a mother has a much better chance of breast-feeding 
her baby if he is kept at her bedside night and day and 
not in a nursery. When the mother hears crying at the 
other end of the corridor she fears that it is her baby and 
that he is not receiving the attention he demands. She 
wants to cuddle, kiss, and admire her baby, for whom she 
has been waiting so long, but she is not allowed even to 
see him except at feeding time, five or six times a day. 
She is not given a chance to get used to handling him — to 
change the napkin and bath him — and she worries about 
her ability to manage him when she gets home. 

The early discharge from hospital, necessitated by short- 
age of beds and nursing staff, means that she is discharged 
before lactation is established, and when she gets home 
there is often a gap of several days before the midwife or 
health visitor comes to help her in her difficulties. The 
paediatric registrar from the maternity hospital ought to 
be able to visit her in her home and give her the advice 
which she needs. 

tnsuHicieQcy of Milk 

By far the cpmmonest cause of failure of lactation is 
insufficiency of milk. In a considerable proportion of 
cases, however, insufficiency is wrongly diagnosed or results 
from mismanagement. Those doctors and nurses who 
wrongly rely on scales to provide the only guide to the 
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progress of the infant are often misled into giving com- 
plementary feeds when they are totally unnecessary. Many 
are ignorant of the normal rate at which milk comes in, 
and. expect every baby to receive 2^ oz. perJb. (19.4 ml. 
per kg.) from the first day, whereas frequently the mother 
can give only the equivalent of | oz. per lb. (5.7 ml. 
per kg.) on the fourth day, oz. (13.5 ml, per kg.) by the 
seventh day, and it is not till the tenth' day or later that 
she can give the full 2 \ oz. per lb. required to give most, 
babies a normal weight gain. Routine test feeds are done 
in some hospitals at every feed.' They waste a great deal 
of the nurse’s time and take her away from important 
nursing duties. In the home they waste the mother’s time 
and inevitably lead to worry. I recently saw a child who 
had been given a test weighing at every feed every day' 
for nine months. 

Insistence on a rapid recovery of the physiological weight 
loss in the newborn period and on a rapid gain in weight 
is another potent cause of complementary feeding. Com- 
plementary feeds, if given unnecessarily, are apt to reduce 
the baby’s desire for the breast and so to reduce the empty- 
ing of the bieast, which in turn leads to failure of milk 
production. Some advise that a complementary feed in 
the newborn period should always be given by a spoon 
rather than a bottle because some babies may prefer a 
bottle to the breast. Certainly in the first week comple- 
mentary feeding should be so exceptional that no nurse 
in a hospital unless specially trained should be allowed to 
give one without the permission of the paediatrician. 
Nurses and doctors worry unduly about the harm which 
will befall the baby if it does not gain weight normally in 
the first few days of its life. They pay. too little attention 
to other signs of well-being in the baby — the appearance, 
tone, and contentment of the baby — and too much to the 
weight. 

The commonest time for lactation to fail is about the 
tenth day, when the mother first returns to work in the 
home. The normal falling off of milk production at 
this time is only temporary, and if the baby is tided over 
this period and, if really necessary, given judicious and 
never excessive complementary feeds, milk production 
usually returns to normal in two or three days.' 

A common omission in the treatment of slight insuffi- 
ciency of milk is failure to empty the breast by expression 
after feeds. The milk so express^ may be enough to make 
up for the deficiency in the baby, and the complete empty- 
ing of the breast stimulates it to greater milk production.- 

The stimulus to milk production is lost by two other 
bad practices: the giving of supplementary feeds, and the 
use of only one breast at each feed. In either case the 
effect is the same — incomplete emptying of the breast for 
long periods, with consequent decreased milk production. 

Another potent cause of the failure of breast-feeding is 
the feady availability of artificial feeds. Much could be 
achieved for positive health by all the time and money 
which is spent by nursing, voluntary, clerical, accountant, 
and transport staff in supplying tins of milk. There would 
be much more breast-feeding of infants if artificial feeds 
were not so readily obtainable. I recall the story of a 
midwife who, when almost at term, was seen to collect 
twelve tins of dried milk from the clinic. 

Care of the Breast 

Mismanagement of overdistension of the breast is said 
by Waller (1946, 1947) to be one of the principal causes 
of the failure of lactation. Severe overdisiension leads to 
involution of the breast and so to artificial feeding. It 
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causes severe pain to the mother, and this alone adversely 
affects the milit supply. The baby is.unable to obtain the 
milk partly because he cannot get his jaws behind the 
nipple, and he will damage the nipple by sucking it. It 
predisposes to infection, and so to mastitis and abscess. 
The condition tends to be neglected in maternity units ; 
stilboestroi is withheld until too late, and manual expression 
of milk to relieve the distension is often half-hearted and 
performed only once or twice, so that the breast is not 
emptied. Stilboestroi should be given promptly in cases 
of unduly rapid filling which causes overdistension. The 
dosage in the moderate case should be 5 mg. four-hourly. 
It is unusual to require more than three or four doses, 
and if the drug is continued longer than is necessary it 
will stop milk production entirely. 

Soreness and cracking of the nipple is another difficulty 
in infant feeding which is usually preventable. They may 
be caused by the application of hardening agents to the 
nipple, such as spirit, and by scrubbing the nipple with a 
brush. Attempts to pull off dried secretions, instead of 
soaking them off with saline, may cause abrasions. They 
may be caused by leaving the baby to suck too long on 
the breast in the first day or two, before the milk comes 
in, or later by leaving the baby too long on the breast 
so that he sucks long after he has emptied the breast of 
mill :. They are caused by allowing the baby to suck on 
a severely overdistended breast. They may be due to faulty 
hygiene. 

A mature baby- may approximate his jaws so tightly 
round the areola that he creates a vacuum, and if he is 
pulled off without first breaking the vacuum by insertion of 
the finger into the angle of his mouth he may damage the 
nipple. All too often the sore nipple is neglected and treat- 
ment is not given. If the slightest abrasion can be detected 
with the hand lens the baby should be taken off the affected 
breast and given the milk which is expressed at the ordinary 
feed times. Penicillin cream should be applied to the nipple, 
and the baby returned to the breast when in about forty- 
eight hours it is healed. Neglect of a 'sore nipple causes 
a great deal of pain and worry to the mother, and may 
lead to mastitis and abscess formation. 

A breast abscess should be regarded as a disgrace in any 
maternity unit, and it will not be discussed here. 

Difficulties in the Baby 
Exceuirc Ciyins 

This is usually considered to be a sign that the baby 
IS not getting enough milk. That diagnosis is often correct, 
but it is more often wrong. Doctors and nurses are far 
too ready to diagnose insufficiency without any proof of 
the correcmess of the diagnosis. It is a thorou^Iy bad 
practice to take the baby off the breast without confirming 
the diagnosis by test feeds. 

Many other babies are taken off the breast on the grounds 
that the milk is not suiting him, is too rich, or is watery and 
not strong enough. These diagnoses are always wrong and 
should therefore never be made. I have recently seen seven 
babies who were put on to the bottle because it was thought 
that the mothers’ milk looked watery. 

The many other causes of excessive crying are often 
overlooked. One of the commonest is a rigid feeding 
schedule which takes no note of the needs of the indi- 
vidual. It is irrational to feed the baby strictly by the 
alarm clock. Such a method presupposes that babies are 
not individuals but are all alike. It presupposes that they 
have the same stomach-emptying time, the same degree of 
gastric acidity, the same temperament, and the same degree 


of activity. It ignores the wide changes of temperature 
characteristic of the British climate. It ignores the fact that 
babies have rest periods and periods of activity, and that 
activity causes hunger, and thirst. 

Gesell and Ug (1937) and Aldrich and Hewitt (1947) have 
done many babies a great service by advocating the self- 
demand schedule, a rational method of infant feeding now 
widely practised throughout the United States. I have 
never yet seen any difficulties arising from it, but I have 
seen it solve very many feeding difficulties which arose 
from rigidity of method. Even if one does not go all the 
way in allowing complete freedom for the baby to choose 
its feed time, one should certainly advise the mother to use 
considerable elasticity in the feeing schedule and adjust 
it so far as she possibly can to the needs of her child. 
She should not waken the child for a feed. She must 
realize that the smaller the baby the more often it is 
likely to want to be fed. She should not give fluids between 
feeds because it is crying for food ; instead she should 
adjust the frequency of the feeds to the baby’s require- 
ments. She should certainly be advised to feed the baby 
in the night in the first month or two when be wants it 
Refusal to feed the baby in the night is a potent cause of 
excessive crying and of loss of sleep to mother and father. 

Other causes of excessive crying are overclothing, neglect, 
loneliness, and lack of cuddling. The worst case of prickly 
heat which I have seen in this country was that of a baby 
who was brought to me on a particularly cold winter's 
day for excessive crying. The child was grossly overclothed 
and sweating profusely. Tight clothes which prevent free 
movements of the limbs may cause a baby to cry. Failure 
to change the napkin when it is wet is an obvious cause 
of unhappiness. A very common cause of excessive crying 
is loneliness and boredom. 

Many mothers have the entirely erroneous belief that 
they will spoil a baby if they pick him up when he cries. 
Some have learnt a little about what psychologists call 
“ overstimulation." They certainly will not spoil him unless 
they carry it out to excess. In the older baby the crying 
is frequently due to nothing but boredom, the baby being 
left outside in the pram for many hours a day, often with- 
out any toys, when he has learnt new skills — manipulation, 
sitting, or standing, which he is not given the opportunity 
of practising. 

Rigidity in the duration of the feed is another cause of. 
excessive crying. Those who advocate a fixed time on the 
breast for all babies presuppose that all babies suck at the 
same speed and that all breasts are the same. The duration 
of the feed is an individual matter. It is wrong to instruct 
all mothers to feed their babies exactly ten minutes at each 
breast. After the first two or three weeks most babies 
obtain aU the milk they want in about five minutes at each 
breast. A very common cause of wind and colic is leaving 
the baby to suck too long on a breast. When the breast 
is empty sucking inevitably causes air swallowing. 

Still another manifestation of wrongful rigidity of ideas 
concerns the quantity of milk the baby should take. Many 
doctors ascribe excessive crying and other feeding diffi- 
culties in the breast-fed baby to overfeeding. If they do 
a test feed and find that it is getting more than 24 oz. 
per ib. (19,4 ml. i^r kg.) they feel that their diagnosis is 
confirmed. This diagnosis is almost always wTong. I have 
yet to see a baby whose symptoms are due to its taking too 
much from the breast. Not all babies are satisfied with the 
normal 2) oz. per lb., and not all babies will show a satis- 
factory weekly gain in weight on that amount The baby 
knows how much he needs. 
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Further Difficuldea 

Inadequate Weight This is by no means always 

due to iDsufSciency of milk. It may be due to dehydration 
from excessive clothing. I was recently asked to see a 
baby who would not gain weight in spite of the fact that 
he was receiving an adequate supply of milk and that no 
organic disease could be found. The temperature of his 
room was about 80° F. (26.7° C.). The baby was covered 
with fifteen layers of clothes, including four layers of 
blankets. When the baby was suitably clothed the weight 
gain was normal. Defective weight gain may be due to 
a low-grade infection of the^^umbilicus, skin, finger, or nose. 
It may be due to separation from the mother in hospital 
and consequent loneliness and excessive crying. It is hoped 
that all children’s units of the future will cater for the 
admission of the mother to the same room as her baby. 
Just when the baby most needs his mother, when he is ill 
or in pain, he is deprived of her love and cuddling, and 
he is left alone more than he has ever been left before. 

Diarrhoea. — I have recently seen six babies who were 
taken oS the breast on account of diarrhoea. In each case 
the diarrhoea was due to the mother taking certain purga- 
tives which affect the breast milk — senna, aloes, cascara, 
or rhubarb. Many babies are thought to have gastro- 
enteritis or some form of protein or carbohydrate dyspepsia 
because of loose green stools which in fact are due to 
constipation arising from severe underfeeding. Many other 
babies are thought to have diarrhoea when in fact their 
stools are the normal loose stools of the fully breast-fed 
infant. Gastro-enteritis is an extremely rare cause of 
diarrhoea in the breast-fed baby. 

Constipation. — ^True constipation in a fully breast-fed 
infant is usually due to insufficiency of milk. In a large 
proportion of babies brought up for this complaint, how- 
ever, the motions are normal, but the mother is worried 
about their infrequency. It is perfectly normal for some 
breast-fed babies to have a motion only every four to five 
days. If the child is well and gaining weight normally and 
the motions are not hard, no treatment of any kind is 
necessary. I saw an infant 24 hours old who had been 
given an enema by the doctor for constipation. 

Vomiting. — Many babies are thought to be vomiting, 
whereas they are merely posseting or bringing a little milk 
up with wind. Many babies are taken off the breast on 
account of vomiting. This is always a wrong thing to do, 
unless the vomiting is due to severe ffatulence arising from 
insufficiency of milk, I have recently seen seven cases of 
congenita! pyloric stenosis in which the baby had been put 
on to artificial foods because of vomiting, it being thought 
that the breast milk was “ not suiting ” the baby. In 
every case the vomiting persisted. 

Flatulence. — More often than not flatulence is thought 
to be the cause of the baby's e.xcessive crying and other 
symptoms, and very often the diagnosis is incorrect. Flatu- 
lence may, however, be caused by leaving the baby to suck 
on the breast too long or by insufficiency of milk. The 
latter diagnosis should be confirmed by test feeds. 

Other Man-made Difficulties in the Breast-fed Baby . — 
Soreness of the mouth and thrush may be caused by clean- 
ing the mouth of the newborn with swabs or by giving' the 
baby a “dummy.” A variety of infections may be caused 
by inadequate hygiene. Prematurity, with all its associated 
feeding difficulties, may be due to poor nutrition, obstetrical 
procedures, and other factors. Inertia in the newborn, lead- 
ing to ditficulty in breast-feeding, may be due to obstetrical 
procedures and to improper use of analgesics. Some babies 
have to be taken off the breast because of admission to a 


hospital which has no accommodation for a nursing mother. 
Others are taken off the breast on account of congenital 
haemolytic anaemia. Cathie (1947) showed that this was 
a wrong practice. Others are taken off unnecessarily 
because of the onset of menstruation. 

Some Difficulties in the Artificially Fed Baby 

Many of the difficulties which occur in the breast-fed 
baby, also apply to the artificially fed baby. In addition 
certain special difficulties may occur. 

Excessive flatulence and therefore colic is often due to 
the hole in the teat being too small. I saw a case of exces- 
sive flatulence of very recent onset in a 6-months-old baby : 
'it was due to the fact that the mother had filled the feed- 
ing bottle with sago pudding and expected the baby to 
suck it out through the ordinary teat. Flatulence is also 
commonly due to leaving the baby to feed himself from a 
bottle propped up on a pillow. This causes him to swallow 
air for two reasons : he may create a vacuum in the bottle, 
and when the teat flattens in consequence he continues to 
suck it, so that he merely swallows air. It may also be 
due to the teat not being kept filled with milk, with the 
result that the baby swallows a mixture of air and milk, 

Constipation is usually due to underfeeding. It may also 
be due to insufficiency of fluid or to failure to add sugar 
to those dried foods which do not contain added sugar, 
such as National Dried Milk. 

Diarrhoea may be due to an infection such as gastro- 
enteritis or to adding sugar to a dried food which already 
has a high carbohydrate content. Diarrhoea must be dis- 
tinguished from the loose green constipation stools already 
mentioned. 

Vomiting may be due to improper mixing of the milk 
or to excessive flatulence. It is occasionally due to the 
hole in the teat being too large so that the baby gets the 
food down too quickly. 

Failure to gain weight satisfactorily is usually due to 
underfeeding, but it may be due to infections or other 
organic disease. It may be due to measuring dried milk 
with a teaspoon which gives much less than the expected 
drachm (3.5 ml.), or to excessive dilution of the milk, 
either deliberately or because of the use of a tablespoon 
as a measure of oz. (14 ml.) (many tablespoons measure 
•J oz. (21 ml.) or more). It may be due to following the 
instructions on the packet instead of adjusting the quantity 
of food to the needs of the individual. Very e.xceptionally 
it may be due to overfeeding. Overfeeding on the bottle 
can occur, but it is rare. It is certainly not nearly as 
common as Gibbens (1949) suggests. He is quoted as 
making the assertion that nine-tenths of all diseases 
in infancy and childhood are due to overfeeding. In 
fact most babies know when they have had enough, and 
overfeeding is an extremely rare finding in infants. It must 
- be remembered that some babies require more than the 
calculated requirement to make them gain weight normally. 

A common practice in the face of these feeding diffi- 
culties is to change the feeds in order to try to find a 
particular food which will “ suit ” the baby. This is a bad 
practice. The modern dried foods are so good that any 
of them if given properly and in reasonable quantity will 
cause most babies to thrive. Some cause other than unsuit- 
ability of a particular brand of milk should always be 
sought for the child’s symptoms. •' 

Difficulties in Weaning 

Most of these arc due to mismanagement. The com- 
monest difficulties arise from trying to force the baby to 
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take food which he does not want A determined baby 
will not tolerate such forcing. Attempts to give solids 
before the baby can chew may lead to vomiting. When a 
baby refuses the food offered it is a good plan to offer 
him a breast-feed first and then try the solid food after 
the breast-feed. When he gets used to it the breast-feed 
is stopped. The same applies to the baby who spits out 
the cod-liver oil and defies all efforts to give it to him. 
He will often take it at the end of a breast-feed without 
difficulty. A baby's crying and fussing during a feed is 
apt to be considered mere naughtiness, when in fact it is 
due to thirst, a soiled napkin, fatigue, or teething. It may 
be due to his desire to feed himself, or to a desire to use 
a cup instead of a bottle. Attempts to force the child to 
feed when he does not want it will certainly increase the 
difficulty. Many mothers are worried by the normal failing 
off of the weekly weight gain after the first six months, 
and so of his appetite. If the mother tries to force him 
to take extra food he will certainly refuse it. The more 
anxious and fussy the mother, the greater the difficulties 
which arise. The calm, patient mother who does not force 
the baby to take food against his will rarely has serious 
difficulty in feeding her baby. 


Conclusions 

A very large proportion of feeding difficulties are man- 
made. They arise from failure to prevent difficulties, from 
ignorance of the normal variations, and from rigidity and 
inelasticity in infant feeding instead of adapting the method 
of feeding to the needs of the individual. Other difficulties 
arise from the smattering of knowledge possessed by many 
about nutrition. Ultimately most of the difficulties in infant 
feeding can be ascribed to the inadequate training of doc- 
tors and nurses in the practical details of infant feeding and 
to the concentration in their teaching on the rare and the 
obscure, and on comple.x laboratory investigation and pro- 
cedure, instead of on the really common problems which 
they will meet every day tn general practice. 
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ANTIHISTAaflNES IN THE TREATMENT 
OF NAUSEA AND VOIVUTING OF 
PREGNANCY 

REPORT OX A CLERICAL EWESTIG.ATIOX 

BY 

T. DOUGRAY, M.B., Ch-B^ M.R.C.O.G. 

Obstetrician, St. Chad's Hospital, Birmingham ; Obstetrician. 

County Borough of Smethwick 

Nausea and vomiting of varying degree occur so often 
during pregnancy as to be accepted by the patient and her 
attendant as normal accompaniments of that condition. 
In some cases, however, in the absence of adequate treat- 
ment the vomiting becomes progressive, leading eventually 
to a complete intolerance of all foods and liquids. 

Apart from those cases in which the sickness is asso- 
ciated with disorders of the urinary and gaslro-intestinal 
systems, etc., little is known regarding the origin of the 
nausea and vomiting of pregnancy, although most clini- 
cians seem to accept neurosis as an aetiological factor of 
considerable importance. Theories have been advanced 
which relate the condition to endocrine upsets and dietetic 
deficiencies ; and the usual occurrence of the sickness 
during the period of placental development has led to 
speculation on the possible part played by the placenta 
in producing it. The most interesting hypotheses are those 
which consider that vomiting of pregnancy is an allergic 
reaction to albumin of ovo-placental origin, and that it 
is caused by toxic placental products, such as peptone, 
guanidine, and histamine, liberated into the blood stream 
by the activity of the trophoblasL 
The conception that histamine might be an important 
aetiological factor was advanced by Hofbauer in 1926, and 
Kapeller-Adler (1941) has revived interest in this work. 
She has investigated the histidine-histamine metabolism 
in normal and pathological pregnancies. From her results 
she concludes that the toxaemias of late pregnancy are 
probably manifestations of histamine intoxication, and that 
the disorders of the early months, such as morning sick- 
ness, excessive salivation, dyspepsia, and headache, may 
indicate a smaller degree of such intoxicau'on. 

The encouraging results obtained from the application of 
antihistamine drugs to the albuminuria of acute nephritis 
led to an attempt to determine whether or not the onset 
of albuminuria as a manifestation of toxaemia could be 
averted by the use of these drugs in pregnancy. It was 
soon found that patients who complained of nausea and 
vomiting experienced relief from their symptoms during 
the administration of the antihistamine drugs. The response 
obtained, particularly in cases io which other measures 
had failed, was so striking that it was decided to carry 
out a fuller investigation of the therapeutic potentialities; 
of the antihistamines in this condition. 


Within the next six or eight months the Northern Ireland 
Tuberculo.vis Authority hopes to have an additional 200 beds, 
includinc 116 for children. Dame Dehra Parker, Minister of 
Health and Local Government, stated recently that there were 
1 38 1 cases of tuberculosis undergoing treatment in hospital, and 
that the number awaiting admission was 625. She added that 
there were now 248 more beds available than on September I, 
1947 when the Authority assumed all functions in connexion 
with tuberculosis services. The use of sleeping shelters at the 
homes of pat enis in suitable circumstances was being encour- 
aced. At present 124 shelters were in use, and approval had 
been given to the provision of a further 50. 


Present Invesligafion 

This clinical investigation was carried out during the 
period from January 1, I94S, to .March 31, 1949, when a 
total number of 1.S16 new patients attended the antenatal 
clinics of the Public Health Department of the County 
Borough of Smethwick. In the early part of the investi- 
gation observations were made on the effect of an anti- 
histamine drug on patients whose nausea- and/or vomit- 
ing did not respond to the therapeutic measures generally 
employed in obstetrics. These measures consisted in advice 
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on diet, such as the partaking of frequent small meals with 
abundant carbohydrate, the elimination of fried foods from 
the diet, and the avoidance of items such as tea and coffee, 
which in some instances seemed to aggravate the vomiting. 
All patients were advised to try the effect of eating a biscuit 
or two before rising from bed. “ Marmite,” yeast tablets, 
and dilute hydrochloric acid were also used, either singly 
or, in certain cases, in combination. The use of the anti- 
histamines as primary agents in treatment was advocated 
later as the effects of their application were noted. Further- 
more, as confidence in the drug was gained — having par- 
ticular regard to the fact that no untoward reactions of any 
kind concerning the pregnancy itself were noted — it was 
found possible in some cases to give a larger therapeutic 
dose. The drugs used in the investigation were “ anthisan ” 
and later, when it became available, “ phenergan.” 

The dosage of anthisan originally employed was one 
0.1 -g. tablet morning and evening, and this dosage was 
gradually increased until the drug was being given as a 
routine five or six times daily. The majority of the cases 
whose symptoms were not relieved completely by anthisan 
treatment occurred in the early stages of the investigation, 
when the smaller doses were given. This gave the impres- 
sion that a stronger antihistamine drug would lead to better 
results, and accordingly, when phenergan became available 
for clinical trial in the latter part of the investigation, it was 
used in preference to anthisan. In most of the cases a 
daily dose of one 0.025-g. tablet three times a day proved 
to be sufficient to relieve symptoms. A few cases required 
a heavier dose, and in one case (No. 4, below) seven tablets 
were given daily to control the vomiting. The efficacy of 
the drug is dependent on the dosage employed, and its 
effect seems to be cumulative. It was found that the nausea 
and vomiting were most often relieved within two or three 
days of starting the drug, and treatment was continued for 
a period of several weeks to avoid relapse. It was usually 
possible to discontinue the drug after three or four weeks, 
but several cases were recorded in which the nausea and 
vomiting recurred, necessitating a further course of treat- 
ment. The chief side-effect noted with both drugs was 
drowsiness, and in those cases in which the effect was 
marked 5 mg. of amphetamine sulphate- was sufficient to 
counteract this. The following is a summary of the results. 

Total No of coses .. .. .. .. .. • 1,816 

No complaining of nausea and/or vomiting . . . . • 899 

No treated with aniilusiaminc drugs 

Results of trcaimcni: 

Cure 78 (83%) 

Improvement 4 (4%) 

Failure .. .. .. 

The use of the drug is illustrated in the following case 
records. 

Case Reports 

Case I. — Mrs. A., aged 25, attended the antenatal clinic during 
the thirteenth week of her second pregnancy. She had suffered 
from se\crc morning sickness during the first pregnancy, the 
vomiting having continued intermittently until term was reached. 
She again complained of severe morning sickness, and was 
advised regarding her diet and the necessity for regular bowel 
action. When seen again four weeks later, however, she was 
no better and had lost 3 lb. 12 oz. (1.7 kg.) in weight. Anthisan, 
one 0.1 -g. tablet three times daily, was prescribed for her, ^ind 
after two weeks of treatment her sickness had disappeared 
completely. The drug was discontinued and she remaineArlcai 
for a period of four weeks, when vomiting of a mild^^ lead- 
recurred. The drug was therefore prescribed again foUstetrical 
of one week, after which the vomiting ceased entirclv^ babies 
from the vomiting the pregnancy remained normal t!;. 
and culminated at term in the spontaneous delivery ^ 

female infant of 6 lb. S or. (2^5 kg.). 


Case 2. — Mrs. B., aged 38, attended the antenatal clinic in the 
ninth week of her seventh pregnancy. She complained of 
severe sickness, which occurred intermittently on several occa- 
sions each day, and stated that she had suffered thus through- 
out each of her pregnancies. She was given advice on- general 
dietetic measures, and the retrodisplaced uterus was manually 
corrected, a Hodge pessary being inserted to maintain it, in 
position.' One week later, however, she was no better, and 
anthisan, one 0.1-g. tablet five times daily, was prescribed for 
her. At the end of one week of this treatment her sickness had 
disappeared entirely. The drug was then discontinued and 'the 
patient remained free of this troublesome complaint for the 
remainder of the pregnancy. She delivered herself spontan- 
eously' at term of a healthy male child weighing 8 lb. 10 oz. 
(3.9 kg.). 

Case 3. — Mrs. C., aged 32, attended the antenatal clinic 
during the seventh week of her third pregnancy. Her two 
previous pregnancies had been unsuccessful, having terminated 
at nine weeks and eleven weeks respectively. She now stated 
that she had been forced to come to the clinic earlier than she 
had intended because of the severity of her sickness, which 
caused her constant trouble during the day. Phenergan was 
prescribed for her — one 0.025-g. tablet morning and evening. 
She reported a considerable improvement in her condition after 
four days of this treatment, and she was now sick only once 
each evening. The dosage was increased to three tablets a day. 
and this brought complete relief from her symptoms. The 
treatment was discontinued four weeks after her first visit. She 
remained well for a further three weeks, when the vomiting 
recurred, necessitating a further course of treatment for two 
weeks. Since then she has been perfectly well, and is now 
within four weeks of her expected date of delivery. The course 
of her pregnancy has otherwise been normal. 

Case 4 

The following case record, whilst not occurring within 
the above investigation, is included because of its unusual 
interest. 

Mrs. X., aged 34. attended the gynaecological clinjc in 
January, 1949, complaining of one-child sterility.” The* only 
lesion discovered on examination was a cervical erosion, which 
was treated with the coagulating diathermy current. She was 
next seen during the tenth week of her second pregnancy, 
having been referred by her doctor because of excessive vomit- ' 
ing. During her first pregnancy she had required hospital treat- 
ment for hyperemesis gravidarum. The vomiting this time had . 
started one week after the first missed period. ' At the beginning 
it had occurred two or three times daily, but had steadily 
become worse. Her doctor advised her on the general dietetic 
me.asures to be adopted and had tried the effect of inmiin on 
four occasions. Despite this her condition deteriorated and 
eventually she wa.s vomiting constantly by day and several 
times by night._ During the eighth week of her pregnancy she 
was admitted to a Birmingham hospital as a case of hyperemesis 
gravidarum. She was treated fora period of 17 days along the 
usual lines, receiving phenobarbitone, vitamin B„ intravenous 
gluco.se-salinc, and glucose by mouth. There was some improve- 
ment in her condition with these measures, but nevertheless she 
was not cured completely of her vomiting and still had intense 
nausea when she left hospital. Her condition had been ascribed 
to neurosis. 

Within three days of her discharge from hospital her condi- 
tion relapsed and she was then admitted to St. Chad’s Hospital 
for further treatment. Her general condition was poor and the 
acetone series was present in the urine in large amounts. A 
light diet with an abundant glucose and fluid intake was 
presc,;ibed and steps were taken to rule out an associated cause 
her vomiting. She was also given antihistamine drugs in 
^following regim.en: 

irst Day. — Phenergan, one tablet at 6 a.m. and 10 p.m. ; 

^lisan, one tablet at 10 a.m., 2 p.m., and 6 p.m. , 

Day. — Phenergan, one tablet at 6 a.m., 4 p.m., and 
.m., ; anthisan, one tablet ai 10 a.m'., 1 p.m.. and 8 p.m. 
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Fifth Day. — ^Phencrgan, one tablet at 6 ajn., 12 noon, 3 p.m., 
and 10 p.m. ; anthisan, one tablet at 10 a.m., 2 p.m,, and 
S p.m. 

Tenth Day. — Phenergan, two tablets at 6 a.m. and 10 p.m,, 
and one tablet at 12 noon, 4 pan., and 7 p.m. 

The drugs were given in this manner in an effort to avoid, 
if possible, any feeling of drowsiness and also to make use of 
the minimum efficient dosage. It was found necessary to 
prescribe 5 mg. of amphetamine sulphate each morning when 
the dosage reached seven phenergan tablets per day ; this 
counteracted the drowsiness very effectively. 

By the end of the third day of treatment her condition had 
improved considerably, and by the fifth day all vomiting had 
ceased. The nausea gradually decreased and finally disappeared 
completely by the eighth day. She remained absolutely 
symptom-free until she was discharged from hospital on the 
nineteenth day, looking and feeling a “different woman." 
Thereafter the dosage was gradually decreased until a main- 
tenance dose of three tablets a day was reached. This was 
discontinued after a period of three weeks ; the symptoms did 
not recur, and at the time of writing this patient is approaching 
the end of her second trimester of pregnancy. 


Commentary 

The treatment of nausea and vomiting of pregnancy still 
constitutes a major problem in antenatal care. It is well 
recognized that spontaneous relief of symptoms may be 
expected by the end of the first trimester of pregnancy, 
and the majority of patients resign themselves to awaiting 
this happy outcome. Most cases, fortunately, are of mild 
degree and do not appear to require any special treatment. 
When treatment is necessary simple dietary measures usually 
suffice to give adequate relief. In many cases, however, 
despite such treatment, the annoying symptoms persist and 
render life miserable even if they do not conititute a poten- 
tial danger to it. Such being the case, there is a need for 
a simple and safe method of treatment which will relieve 
the symptoms in those patients who do not find dietary 
measures sufficient 

The results of the investigation into the use of anthisan 
and phenergan in this condition suggest that the anti- 
histamine drugs may offer just such a form of therapy. 
The majority of patients who received treatment with these 
drugs had already been treated along the usual lines, and, 
even allowing for the fact that some of these patients 
could have expected eventual relief without further treat- 
ment, it is difficult not to be impressed with the results 
obtained. At any rate, the success of this method has 
made it desirable to carry the investigation further with 
a series of patients treated in various other ways. 

I am indebted to Messrs. May and Baker, Ltd., for supplies of 
anthisan and phenergan, and to the medical advisory stall of that 
firm for their advice and assistance. 
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ANAEMIA OF PREGNANCY IN GLASGOW 
AND DISTRICT 

BY 
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Hospital 

The importance of anaemia as a complication of pregnancy 
seems to have diminished in recent years in many parts 
of the British Isles. For instance, Fullerton, Mair, and 
Unsworth (1944) found that in Aberdeen only 3.9% of 
pregnant women of the hospital class suffered from 
anaemia, and comparison with previous surveys in that 
area indicates a rapid diminution in the number of cases 
since 1935 (Davidson, Fullerton, and Campbell, 1935). 
Similar observations have been made in Edinburgh 
(Davidson, Donaldson, Dyar, Lindsay, and MeSorley, 
1942 ; Davidson, Donaldson, Lindsay, and Roscoe, 1944). 

It is therefore surprising to find that in Glasgow anaemia 
is one of the commonest complications of pregnancy and 
among the most serious. Unfortunately no previous investi- 
gation has been made in this area, and it is therefore 
impossible to assess progress. 

The following attempt to survey the present position on 
Clydeside and to discover the cause of this high incidence 
of anaemia is based on the investigation of 4,595 patients 
at the antenatal clinic of the Glasgow Royal Maternity and 
Women’s Hospital during 1947 and the latter half of 1946. 

Methods 

These were the standard procedures adopted fay most 
haematological departments. Venous blood, withdrawn 
without constriction, was collected in heparinized jtubes 
from every patient attending the antenatal clinic, and all 
investigations were carried out within six hours. Haemo- 
globin estimations were made by the Sabli method, 65% 
on this scale being equivalent to 70% Haldane, or 10.36g,%. 
The hacmoglobinometers were standardized at regular inter- 
vals against blood of known oxygen capacity. Pipettes 
requiring no correction factor were used. 

Most authors consider 70% Haldane to be the lowest 
normal value during pregnancy. Roscoe and Donaldson 
(1946) have suggested that this lower limit varies with the 
patient’s age, and that pregnant women in younger age 
groups are in an anaemic state at haemoglobin levels which 
come within the range of normality for older women. In 
view of this we have classified our patients into three 
groups; those with haemoglobin readings falling within 
the range 60-65% Sahti were classified “low normals”; 
those with readings between 50 and 60% were considered 
moderately anaemic ; and those with readings below 50% 
were regarded as severely anaemic. 

Classification of Patients 

We found that 17.6% of all patients were anaemic at 
their first visit to the antenatal clinic. In addition a further 
2.5% seen early in pregnancy became anaemic at some 
later date in pregnancy. These latter patients were in the 
“low normal” group originally. This ^ves a high inci- 
dence of 20.1%. Owing to the natural curve of haemo- 
globin values occurring in pregnancy certain corrections 
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were necessary before we arrived at this figure: these will 
be discussed later. The majority were cases of moderate 
anaemia, but approximately 5% of all patients had a severe 
anaemia with haemoglobin readings’ below 50% Sahli 
(8 g.%). 

Since the numbers were so great and the majority of 
patients appeared at the clinic for the first time just before 
term it was impossible to investigate each case fully. 
Accordingly 140 were chosen for investigation in some 
detail over an average period of 2.2 months, and in no case 
less than one month. The average duration of pregnancy 
at first attendance was 5.6 months, with a range of from 
three to eight months. All anaemic patients were treated 
empirically with iron, and according to their response to, 
that treatment these 140 patients were eventually. classified 
into three groups: (A) 112 (80%) patients who showed 
satisfactory progress ; (B) 26 (18.6%) patients who main-, 

tained their original haemo- 
globin level but failed to 
improve ; and (C) two (1.4%) 
patients who deteriorated. 



I I 3 
MONTHS 

Fig. 4. — Cases of moderate 
“ pure ” anaemia in Group A. 
Monthly haemoglobin incre- 
ments of 41 cases treated with 
iron as out-patients. 
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MONTHS- 

Fig. 5. — Cases of severe 
“ pure ” anaemia in Group A. 
Monthly haemoglobin incre- 
ments of 21 cases treated with 
iron as out-patients. 


Group A 


The results of treatment in 
this group are shown in 
Fig. 1. It wilt be seen that 
the increase in haemoglobin 
was greatest in the first month 
of treatment, and that the 
rate of increase diminished 
slightly in succeeding months. 
Seventy-seven of these 
patients were only moderately 
anaemic, and a graph of their 
monthly Increments (Fig. 2) 
shows practically no curve. 
On the other hand, the re- 
maining 35 severely anaemic 
patients showed a very steep 
curve of haemoglobin increments (Fig. 3), a rise- of 10.8%- 
being recorded in the first month, 5.4% in the second 
month, and 3.8% during the third month. Both curves 
(Figs. 2 and 3) are atypical when compared with npn- 
pregnant cases, in which the rate of haemoglobin regenera- 
tion is said to be inversely proportional to the haemoglobin 
.level (Whitby and Britton, 1946). 


+.10 


■••■..a 



MONTHS 

Fig. 1. — Whole of Group A. 
Monihly haemoglobin incre- 
ments of 1 12 cases treated with 
iron as out-patients. 
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Fio. 2. — Cases of moderate 
anaemia in Group A. Monthly 
haemoglobin increments of 77 
casc-s treated with iron as out- 
patients. 



Fig. 3. — Cases of severe 
anaemia in Group A. Xtonlhly 
haemoglobin increments of 35 
cases treated with iron as out- 
patients. 



MONTHS MONTHS 


Fig. 6. — Group A cases of 
moderate anaemia with gastro- 
intestinal upset. Monihly 
haemoglobin increments of 22 
cases treated with iron as out- 
patients. 


Fig. 7. — Cases of severe 
anaemia with gastro-intestinal 
upset. Monihly haemoglobin 
increments of 14 cases in 
Group A treated with iron as 
out-patients. 


A further subdivision of these cases could be. made on 
clinical grounds. Of the total, 62 were cases of “pure” 
anaemia — i.e., no other complication existed. Forty-one 
of these were of moderate degree, and their response is 
shown in Fig. 4 ; it was almost the same as in Fig. 2. The 
remaining 21 were cases of severe anaemia (Fig. 5), and 
these showed monthly increases which were inversely pro- 
portional to the haemoglobin level. In other words, the 
response of pregnant patients with uncomplicated severe 
iron-deficiency anaemia is the same as that shown by 
anaemic non-pregnant patients. 

Of the remaining 50, 36 had a mild gastro-intestinal dis- 
order: 22 of these were cases of moderate anaemia, and 
the curve of haemoglobin increments was similar, to that 
of all moderate anaemias (Fig. 6) ; 14 were severely 
anaemic, the curve in their case being very steep (Fig. 7). 
A rise of 12.9% was recorded in the first month, but there- 
after the response was only slight. It would therefore seem 
that a mild gastro-intestinal disturbance has little effect 
on the course of a moderate anaemia, but that in severe 
anaemia it seriously interferes with the response to treat- 
ment. Since the initial response in these cases was satis- 
factory it is unlikely that the gastro-intestinal disturbance 
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produced its effect directly by interfering with the absorp- 
tion of iron.' It is possible that it interfered with the 
utilization of iron, or it may have produced deficiencies of 
other haematinic factors. 

The remaining 14 patients suffered from mild infections 
or high blood pressure, but the numbers in each group 
were too small to allow any further subdivision. The 
response to treatment did not appear to be affected. Most 
were cases of moderate anaemia. 

While assessing the response to treatment of these 112 
patients who improved it was noted that 20- showed a 

delayed response to iron. 
During the first month the 
increase was less than 5%. 
Thereafter the response was 
satisfactory (Fig. 8). The 
incidence of gastro-intestinal 
disorders and infections and 
the average duration of preg- 
nancy were the same in this 
group as for the whole series. 
Neither these factors nor 
the severity of the anaemia 
could account for the delayed 
response. It is interesting to 
note that the response to 
iron therapy in this particular 
group of 20 patients is exactly 
the reverse of that seen in non- 
pregnant cases of anaemia. 
The importance of this group 
lies in the fact that no 
anaemia can be considered 
refractory to iron therapy unless treatment’ has been 
continued for more than one month. 

Group B 

Although at first sight all of these 26 cases might be con- 
sidered refractory, closer investigation suggests possible 
reasons for this apparent refractoriness in some. Thirteen 
of these patients received iron therapy for just over one 
month, and in view of the delayed response noted above 
it is not justifiable to consider them resistant to treatment. 
Two others developed severe infections necessitating con- 
finement to bed for several weeks — an ample cause for 
their resistance (Pepper, 1927 ; Wintrobe, 1942 ; Saifi and 
Vaughan, 1944 ; Cartwright et al, 1946). Another four 
were uncooperative, one patient improving after admission 
to hospital. Two patients had initial haemoglobin values 
of 55 and 57%. Although neither showed an increase of 
more than 5% in two months this was sufficient to bring 
them into the low normal range, and they might be 
incapable of further response. Only the remaining five 
cases of this group could be definitely regarded as resistant 

Group C 

Of the two patients who deteriorated, one developed 
diarrhoea and vomiting in the ninth month, deteriorating 
thereafter. The other patient received iron for tavo months, 
during which time the haemoglobin fell 8%. She was 
admitted to hospital one week before term and given iron 
in large doses, but failed to respond although the blood 
picture was microcytic and hypochromic. 

The first patient can scarcely be considered resistant to 
treatment in view of the complicating intestinal disorder. 
Out of the total of 140 cases of anaemia, therefore, six 
were definitely resistant. 


Discussion 

Although the survey covers a period in which many 
economical and social changes occurred it will be seen from 
Table I that there were only slight variations in the inci- 


Table I , — Incidence of Anaemia 


Year 

Severe j 
Anaemias 'I 

Moderate 

Anaemias 

Low 

Normals 

Normals 

19A6 



17% 

29% 

30% 

1947 


4-8% 

17-8% 

24-3% 

32-9% 


dence of anaemia during 1946 and 1947. One out of every, 
20 to 25 patients attending the clinic was severely anaemic. 
It is interesting to note, however, that the average monthly 
haemoglobin readings for each of these years show'ed a 
tendency to rise in summer and fall in winter, but no corre- 
lation could be found between the incidence of severe 
anaemia and this seasonal variation. With the exception 
of a temporary rise during the Christmas season, when the 
numbers attending the clinic fell, this variation was quite 
regular, and it was also interesting to note that whereas 
the peak haemoglobin reading was in August, 1946, it was 
again reached in May, 1947, and fell rapidly thereafter. 

From Table II it seems that age is significant only in 
severe anaetm'a. Parity is of no apparent importance. 


Table II . — Effect of Age and Parity 



Age m 
Yoars 

Standard 

Deviaiion 

Parity 

- Standard 
Deviaiioa 

Normals 

26-8 

3-237 

2-1 

I-69S 

Moderate 

23-3 


3 5 


Average severe 

30-7 

2-812 

3-6 

2-SIO 


Low Nonoal Series 

In an attempt to elucidate the aetiology of anaemia of 
pregnancy a study of 85 patients whose haemoglobin values 
fell. within the range of 60-65% was undenaken. These 
were followed from the fifth month of pregnancy onwards. 
They formed three groups. 

Group I consisted of 44 patients who maintained their 
haemoglobin level throughout, sometimes increasing it towards 
term. 

Group II consisted of 16 patients who showed an initial fall 
in haemoglobin but later improved. In none of these was the 
fall below 58%. and they could not be considered anaemia 
Similar monthly variations in the haemoglobin values of normal 
patients have been noted by many authors (Meyer-Wedell, 
1943 ; Roscoe and Donaldson, 1946 ; Kiihnel. 1927 ; .McGeorge, 
1935; Boycott. 1936; Oberst and Plass, 1936; Thomson, 
Hirsheimer. Gibson, and Evans, 1933 ; Dieckmann, 1933). The 
maximum fall recorded in these patients was 4%, and these 
variations provide criteria for estimating the progresi of any 
particular patient. It follows that in any patient of the “ low 
normal” group a fall of less than 5% at any subsequent 
examination should not be considered significant Doubt may 
be fell about the justification for this statement, since the 
original haemoglobin levels varied from patient to patient, and 
the stage of pregnancy on their first appearance at the ante- 
natal clinic varied similarly. Statistical examination, however, 
showed that neither of these factors affected the validity of 
this conclusion. 

Group III consisted of 25 patients who became anaemia 
Incidentally, it w-as found in this group that if the haemoglobin 
fell below 58% Sahli the fall w^s progressive thereafter. Treat- 
ment was withheld until the haemoglobin fell below 55%. 

A study of these three groups established certain facts 
relating to the onset of anaemia. Age and parity were of 
no significance. No difference in regard to these factors 
could be detected between those who maintained their 
haemoglobin level and those who became anaemic. Also, 
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Fio. 8. — htonthly haemo- 
globin increments of 20 out- 
patients in Group A who 
showed a delayed resiwase to 
iron therapy. 
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since only a small percentage of “ low normals ” in any 
age group developed anaemia, pregnancy itself is not a 
cause of anaemia. Anaemia usually appears during the 
latter part of pregnancy, when foetal storage of iron is. 
greatest. Maternal storage, however, is highest in early 
pregnancy, and it follows that anaemia of the later months 
may be related to the state of health earlier in pregnancy. 

Investigation showed that 48% (12 cases) of those who 
became anaemic suffered from a gastro-intestinal upset in 
the early months, compared with 33% of those who main- 
tained their haemoglobin level. Further; these 12 cases 
developed anaemia at the seventh month, whereas the 
remaining '13 with no such history did not become anaemic 
until the eighth month. Two conclusions may therefore 
be drawn. First, mild disorders of this nature in the early 
months are not a cause of anaemia later in pregnancy, 
although they probably hasten the onset. Secondly, the 
fact that the majority of those who deteriorated were 
healthy during the earlier months suggests that there was 
a relative deficiency of iron or other factors before 
pregnancy. 

In order to test this hypothesis small groups of “low 
normal ” patients were given dietary supplements. Twenty- 
five patients five months pregnant were given iron for 
several months. Twenty-five others received vitamin C, 
150 mg. daily for one month, then 50 mg. daily till term. 
A similar group were given dietary advice on the type of 
food they should take and the best methods of preparing 
it. In addition, most received i Ib. (227 g.) of liver each 
week for a period of not less than one month. Finally, 
one group received 3 dr. (11.6 g.) of “marmite” daily* for 
one month. By that time most of them complained of 
nausea. All patients who deteriorated were given iron. 
The results of the test are shown in Table III, the control 


Table III . — Results of Therapy in the Low Normal Group 



1 



Av. Rise in Hb 

Group 

Improved | 

No Change | 

1 

Deteriorated 

After I Month 
of Iron Therapy 

^ Control . . 


65-9% 

29-4% 

6-3% 

Iron 

40% 

52% • 

8% 


Vitamin C 

Diet 

16% 

32% 

iiy, 

52% 

12% 

16% 

9% 

13% 

Marmito . . 

~ 1 

80% 

20% 

11% 


group of 85 patients being used as a standard for com- 
parison. From this it will be seen that iron therapy pro- 
'.duced the best results but did not prevent the onset of 
anaemia in all cases. Vitamin C maintained the existing 
level of haemoglobin in a greater number of cases but was 
not so effective as iron in preventing deterioration. Its 
value may lie in its reducing power, thus improving the 
absorption of iron (McFarlane, 1936 ; Powell, 1944). 
Patients receiving special diet or marmite showed an 
increase in the incidence of deterioration, although not so 
high as in the control group. It is interesting to note the 
response to iron therapy of those who deteriorated in these 
groups. The steep rise in haemoglobin in those who had 
previously received special diet or marmite suggests that 
the rate of haemoglobin regeneration was enhanced by 
the diet, and that a small number of these patients had 
a deficiency of haematinic factors other than iron. 

Summary and Conclusions 

The results of the present survey show a high incidence of 
anaemia — namely. 17.6% — in pregnant women at their first 
attendance at the antenatal clinic of the Glasgow Royal 
Maternity and Women’s Hospital. Reference to the group of 
low normals, however, shows that 29 4% of these patients ulti- 
mately become anaemic and a further 18.8% had readings 


below 60% Sahli at one time during pregnancy, though they 
did not develop anaemia. It is obvious that of the women 
attending the clinic those , with haemoglobin readings below 
60% at their first visit, diagnosed as anaemia, will not include 
the- 29.4% of low normals who ultimately become anaemic, 
but may include the 18.8% whose haemoglobin reading is 
temporarily diminished. Correction for these figures gives an 
amended incidence of 20.1 % — i.e., 20.1 % of all patients seen 
for the first time at the clinic are or will become anaemic. 


Direct comparison with other reports is difficult, but it is 
interesting to note that repeat surveys in other parts of Scotland 
show a diminished incidence of anaemia in patients attending 
antenatal clinics. 

The reason for this high incidence on Clydeside is not 
apparent. The greatest emphasis has hitherto been laid on 
dietary iron intake. Coons (1932) estimated the daily iron 
requirements of the pregnant woman as 14.7 mg. Ohlson and 
Daum (1935) and the National Research Council, U.S.A. (1947), 
agree with his figure. McCance and Widdowson (1946), how- 
ever, put the level as high as 20 mg. per day. Diet in the 
British Isles has become fairly standardized in recent years and 
it is therefore difficult to understand why anaemia of preg- 
nancy should be so common in Glasgow. We have recently 
undertaken a dietary survey of cases of anaemia, and although 
to date we have examined only 16 patients the results empha- 
size the problem. The average daily iron intake of these 
patients was 16.67 mg., which is above the standard in America. 
It seems likely that social habits and environment may prove 
more important than iron intake as factors inducing anaemia 
in the pregnant woman. 

Several points arise out of the investigation of cases of 
anaemia and of patients with “ low normal ” readings. These 
are best summarized as follows : 


I. Thirty per cent, of all women with haemoglobin readings 
in the range 60-65% Sahli become anaemic if untreated. 

. 2. Iron is the best form of preventive therapy, but an ade- 
quate intake of vitamins B and C should be maintained. . 

3. In these patients 58% Sahli (9.28 g. %) seems to be a 
critical level. Below this figure progressive anaemia develops. 

4. In estimating progress a fall of less than 5% is not 
significant in any individual patient. 

5. Pregnancy is not a cause of anaemia, and age and parity 
play no part in its onset. 

6. Mild gastro-intestinal disorders in the early months hasten 
the onset of anaemia but are not responsible for it. 

7. Those patients who develop anaemia are probably cases of 
deficient iron storage, and the defect arises before pregnancy. 

8. In established cases of uncomplicated severe anaemia the 
response to iron therapy is similar to that obtained in non- 
pregnant cases. Moderate anaemias show a regular response 
which does not vary with the haemoglobin level. 

9. When the anaemia is comph'caied by a gastro-intestinal 
disturbance there is no 'difference in response to treatment pro- 
vided the anaemia is of moderate degree. When the anaemia 
is severe the response, initially good, practically ceases. 

10. In 17.8% of -cases the response to iron by mouth may 
be delayed for as long as one month. 

II. An unsatisfactory response was obtained in 20% of 
cases, but reasons for this could be found in all but six cases, 
or 4.5%. 
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ACUTE ^USTOIDITIS IN CHILDREN 
TREATED WITH PENICILLIN AND 
SULPHADIAZEVE 

BV 

A. J. MOFFETT, F.R.C.S. 

Surgeon 

AND 

G. A. DALTON, M.B., DX.O. 

Junior Registrar 

Bar. !Jose. and Throat Department. United Birmingham 
Hospilais 

It has beea said that penicillin places a premium on good 
surgery, but is no substitute for it. ^Vhile not preparing to 
dispute the former, the series of 17 cases recorded below 
would largely appear to disprove the latter. 

It has been the practice at one ear-and-throat clinic 
at the Children’s Hospital to treat as out-patients large 
numbers of cases of mastoiditis, early or subacute, by the 
extensive use of the sulphonamides and penicillin in the 
form of an oil emulsion, reserving for admission those 
cases which hitherto had appeared to demand immediate 
operation. While the possible risks attached to this pro- 
cedure laid it open to criticism, the difficulties of obtaining 
adequate facilities for in-patient treatment within this or 
.any other hospital in the vicinity were so great that it was 
considered a justifiable expedient. 

The results, however, were so satisfactory that it was 
resolved to apply this method of treatment to those cases 
of mastoiditis which by all previous standards demand^ 
,mirediate operation, the cases in this series, seen within 
a period of three months, are consecutive ones in which 
tiiere could be no shadow of doubt of a clinical diagnosis 
of acute mastoiditis, and were treated by conservative 
methods. Cases were selected on admission and none was 
excluded on the grounds of its severity. Only those in 
"ch the disease had progressed so far as to produce, 
in Joition to systemic disturbances, tenderness, swelling, 
oedema, and in some cases a fluctuating abscess over the 
mastoid’ process were included in the series. All showed, 
to a greater or lesser degree, the typical forwards and 
downwards displacement of the ear so well shown in the 
accompanying photographs. This, coupled with the appear- 
ance of the drum and meatus, left no doubt of the diag- 
nosis nor, by the usual standards, of the necessity for 
neration.’ A'-ray examinations were made only in the 
bter casi.^ in the series, and bacteriological examinations 
not at all. The latter is unfortunate, because it may be 
th''t the prevalent invading organisms at the time the cases 
were admitted were particularly peniciilin- or sulphonamide- 
-ensitDe All cases originally selected are recorded. A 


careful watch was kept throughout for signs of intracranial 
complications, but none occurred. 

Treatment 

On admission to hospital the following routine treatment 
was adopted: Myringotomy was performed in those cases 
in which the drum was intact and distended. Intramuscular 
penicillin was given in watery solution, 50,000 units sLx- 
hourly, in most cases. In the more severe cases 100,000 
units were given six-hourly, and in one case 50,000 units 
three-hourly, Sulphonamides were given either four- or 
six-hourly, according to convenience in dosage, up to a 
total dose varying from 10 g. in infants to 30 g. in children 
of 10 years and over. No sulphonamide was given in one 
case in which there was acute glomerulonephritis. Sulpha- 
diazine was used in most cases ; and mist, sulphonamide 
CO. (consisting of ■ iphadiazine 37%, sulphathiazole 37%, 
and sulphamerazi- 26%) in younger children. Great 
attention was paid to a large fluid intake. 

Local treaimen consisted in careful cleaning of the 
meatus thrice daili and instillation of penicillin aural drops, 
10,000 units per ml. As most of the children were drawn 
from the working-class districts of the city, one of the most 
important factors in the recovery of these cases was 
undoubtedly the excellent nursing care and attention to 
general health which they received. 

The following is a summary of the notes of one of the 
most striking cases. 

Case 1 

Admitted April 13, 1948, aged 4 years, under the care of one of 
us (A. J. M.). Five weeks previously this child developed measles 
with otalgia and bi- 
lateral otorrhoea. The 
left otorrhoea ceased 
four weeks later, but 
the right otorrhoea 
had continued and 
right otalgia had been 
severe for the last 
three days. A ri^t 
post-aural swelling 
was noticed three days 
before admission. It 
had since become 
worse. 

On examination the 
child looked pale and 
ill. Temperature 100“ 

F, (37.8' C.). From 
the right ear came a 
profuse rauco-puni- 
lent discharge, the 
exact source of which 
was obscured by deep 
mental oedema. There 
svas consider able 
diffuse periostitis over 
the mastoid process, 
which was extremely 
tender. The pinna 
was pushed down, for- 
ssards, and outsvards 
(see Hg. 1). The left 
drum was wrinkled 
but without active 
inflammation. Treat- 
ment ■ consisted of 
systemic penicillin, 
mist. sulphonamide 
CO., and penicUlin 
aural drops. 



Fio. 1. — Photograph ot Case I taken 
on admissioa. 



Fig. 2 . — Condidon of Case 1 tea dsys 
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Details of Remaining Cases 



Case 

j Age 

1 

Duration 

of 

Symptoms 

Physical Signs Progress 

Duration j 
' as In- 1 
patient | 

Follow-up ’ 

' 


Right mastoid tenderness. Periostitis, 3 days after admission; otorrhoca 
especially over lateral sinus. Pro- ceased. 8 days: periostitis gone, 

fuse discharge from posterior per- 12 days; drum scarred; not 

foration inflamed 


19 months 3-^ weeks 


Right ear: swelling over Macewen's 
triangle and down post-aural 
groove. Copious pulsatile serous 
discharge from myringotomy (per- 
formed day before admission). 
Hearing: whispered voice at right 
ear 

Right ear: large post-aural swelling, 
pushing pinna down and out. Thick 
creamy discharge from posterior 
perforation in drum. Drum deeply 
injected 

Left pinna pushed downwards and 
forwards by periauricular oedema. 
Meatus oedematous. Purulent 
discharge 


Left drum bulging. Mastoid tender- 
ness. Periostitis over Macewcn*s 
triangle and mastoid tip 


years 


4 days after admission: otorrhoea 
ceased. 5 days: periostitis gone. 
7 days: drum normal. Hearing: 
whispered voice from 5 ft. (1*5 m.) 
distance 


3 days after admission: swelling 
smaller but fluctuant., 8 days: 
swelling gone; otorrhoca ceased. 
II days; perforation healed 

3 days after admission; condition 
unchanged. 4 days; mostoidec- , 
tomy decided on for next day unless 
much improved. Sdays: discharge! 
ceased: mental oedema subsiding, i 
11 days: ppstauricular and mental 
swelling gone. Drum injected. 19 
days: «ear appears normal in all 
respects 

On admission: myringotomy per- 
formed. 2 days after admission: 
tenderness gone. 4 days: otorrhoea 
ceased; swelUng gone. 8 days: 
drum quite normal 


Right pinna displaced down and out. 7 days after admission: periosteal 
Mastoid process red and tender. thickening gone. 9 days: otorrhoea 
Deep meatal oedema. Purulent ceased. 12 days: dnim thickened ; 
otorrhoea ' otherwise normal 


2J years 4-5 weeks 


years 


Left ear: profuse muco-purulent dis- 
charge. Periostitis over Macewen’s 
triangle. Drum not seen owing to 
difflcuUy in examining child 


Right ear: profuse purulent discharge , 
from antero-inferior perforation. 
Drum deeply injected. Severe 
periostitis over whole of mastoid 
process extending above pinna along 
zygomatic root. No fluctuation 

Right otalgia for one month and right 
otorrhoea for one week. Post- 
aural swelling for one day. Con- i 
tinuous haematuria for one week. 
Right ear: large discoloured swel- 
ling over mastoid process, with fluc- 
tuation, maximal over Nlacewen's 
triangle; thick discharge from i 
macerated drum. Urine: red cells 
and granular casts; albumin. Blood 
urea 31 mg./IOO ml. Blood pres- 
sure 100/70. Abdomen: abnor- 

mal. Diagnosis: acute glomerular 
nephritis, complicating acute mas- 
toiditis 

Previous history of severe right otalgia, 
4 years and 18 months. Tempera- 
ture 100-2® F. (37-9° C). Right car: 
meatal oedema, especially pos- 
teriorly; drum red and bulging; 
3-point tenderness of mastoid, 
especially over tip 


6 days after admission; periostitis 
gone. 7 days: otorrhoea ceased. 
Sdays: drum white and flat 


2 days after admission: swelling gone 
except for small area of thickening 
over centre of mastoid process. 4 
days: otorrhoea ceased. 5 days: 
perforation healed. 9 days: mas- 
toid process clinically normal 

3 days after admission: otorrhoea 
ceased. 5 days; swelling gone; 
meatus much less oedematous. i 
Urine contains R.B.C.S and no 
casts. 11 days; meatus normal; 
drum scarred, otherwise appears 
normal 


On admission ; right paracentesis 
performed. 3 days after admission: 
tenderness gone. 5 days: incision 
healed. 7 days: drum scarred; 
otherwise normal 




Left cor: fluctuant tender swelling in 
post-aural groove; meatal wall 
sagging postero-superiorly; drum 
macerated (mostly obscured by 
meatal swelling). Radiograph: 
“ Infected left mastoid ” 


Right ear; red tender swelling over 
Macewen*s triangle; ma.stoid tip 
tender; deep meatus oedematous; 
drum obscured by hard wax. 
Radiograph: “ infected right mas- 
toid ** 

History of 3 weeks* right otorrhoea 
following occasional otalgia fox 6 
months. Right ear: severe post- 
aural swelling. Radiograph: ** in- 
fected ri^t mastoid.’* Hears whis- 
pered voice at car 


2 days after admission : swelling much 
smaller. 3 days: profuse left otor- i 
rboea started. 9 days: mastoid 
process normal; attack of hacma- 
turia lasting a few hours; urine con- 
tained red cells but no other abnor- 
mality; sulphadiazine stopped. 10 
days:, otorrhoca ceased. 11 days: 
meatal swelling gone; drum land- 
marks visible 

4 days after admission: swelling gone 
except for sUght periostitis over 
upper part of mastoid process. 8 
days: mastoid process normal. 10 
days: meatus normal: still not 
possible to remove hard wax. 15 
days: drum normal 

4 days after admission: swellinggone; 
otorrhoca ceased. 8 days: drum 
normal; mastoid process normal; 
heats whispered voice from 6 ft, 
(I'S m.) both sides 


3 weeks after discharge; no com- 
plaints. Drum scarred; otherwise 
normal. Mastoid process normal. 
Hearing excellent. Circularized 
after 11 months: no further ear 
trouble 

6 weeks after discharge: no com- 
plaints. Right drum slightly 
retracted. Freely mobile. Hearing: 
W.V., right 10 fi. (3 m.), leR 12 ft. 
(3*66 m.). Circularized after 9 
months: no further ear trouble 

2 weeks after discharge: no com- 
plaints. General condition excel- 
lent. Mastoid process normal. 
Drum thickened but flat and white. 
Circularized after 10 months: no 
ear trouble of any sort 

10 weeks after discharge: “perfectly 
healthy baby’*; taking feeds and 
sleeping well; mastoid process and 
zygoma normal: drum grey and 
normal in every respect. Circu- 
larized after 12 months: no ear 
trouble of any sort 


9 weeks after discharge: “no com- 
plaints whatsoever”; mastoid pro- 
cesses normal; both drums quite 
I normal and mobile.' Hearing: 

I whispered voice — right and left, 

14 ft. (4*26 m.). Circularized after 
11 months: had one attack of right 
otalgia; no trouble with left ear 

6 weeks after discharge; “no com- 
plaints at all. Better in every way ** ; 
mastoid process normal ; drum 
retracted and poorly mobile; mal- 
leus prominent. Hearing: W.V. 
right 10 ft. (3 m.), left I2ft. (3-6 m.). 
Circularized after 8 months: no 
ear trouble 

7 weeks after discharge— both drum 
quite normal and mobile. Mastoid 
processes normal. Hearing: W.V. 
right 12 ft. (3-6 m.)i left 14 ft. 
(4-26 m.). Circularized after 11 
months: no ear trouble of any soil 

Circularized after 10 months: no 
further ear' trouble 


T. and A. 3 months later. Circu-- 
larized after 10 months: no car 
trouble since original attack ; 
nephritis cleared up in 3 months 


9 weeks after discharge: no com- 
plaint of ear at all; 2 head colds 
since discharge, but no otalgia. 
Right mastoid process feels nqjpal; 
drum slightly retracted anteriorly, 
and scarred posteriorly by my- 
ringotoiT ■ ■ 

mobile. . ■ 

left 12 ^ ' 

months: no further ear trouble 
25- months later: no further c:u 
trouble; drums grey and retracted 


15 days Circularized after 10 months; child 
well; no car trouble orany sort 


9 days 1 month: right ear: drum retracted; 

hears whispered voice at 5 ft. 
(1-5 m.) right, 8 ft. (2-4 m.) left 


Nov. 12, 1949 


ACUTE MASTOIDITIS IN CHILDREN 


Bxrnsa 1089 

^ISDICJO. JO&'iLXXt 


Details of Remaining Cases {continued) 


Cose 

t5 


Age 


Duratioa 

of 

SiTTipiorcs 


4^ months* S day 


8 years 


6 years 


7 v.eeks 


2 weeks 


Physical Slgos 


Progress 


Durauon 
as In- 
patient I 


Follow-up 


Right ear: swelling aboNc and in from j 
of pinna, pushing it down and out; | 
no fluctuation; sli^t discharge I 
from myringotomy incision, per- j 
formed 2 days before admission. | 
Radiograph: ‘'A few infected 
zygomaric cells on the right side '* ■ 


Left ear: tender over lateral sinus; 
drum bulging postero-superiorly; 
purulent discha^e from antero- 
inferior perforation 
Right ear: profuse purulent discharge 
from anterior penoration. Tender 
mastoid tip 


2 days after admission: otorrhoca j 29 days 
c ea se d . 5 days: sweUing gone; 
drum appears normaL S days: | 
diarrhoea. 9 days: vomiting also. ; 

10 days: temperature and pube | 
rates raised; right zygoma feels j 
wanner, and is slightly reddened 
and more prominent than the oppo- 
site side: right cortical mastoidec- 
tomy performed; Che major part of i 
mastoid process normal, but a chain j 
of infected zygomatic ceils found. 

12 days: general condition much 
improNed. Steady uneventful ' 
recovery . 

2 day«: tenderness gone. 3 days: ' 11 da>3 
otorrhoca ceased. 10 days', drum 
retracted. 11 days: home 


2 days: tenderness gone. 11 days: 
otonboea ceased 


A . : . . . . 
again 1 1 months 


13 days 


I 


Circularized after 9 months; 
further ear trouble 


Circularized after 10 months: one 
attack of acute R.O.M- 4 moaiha 
after discharge. Cleared up in a few 
days on sulpbonamide and peni- 
al^ drops, ghen in 0-P. 


Progress . — April 17: Right ear dry; perforation seen to be 
antero-inferior ; no palpable periostitis now, but ear still lower 
than opposite side. April 19: Perforation healed. April 23: 
Pinna back in normal position (Fig. 2). April 25: Could hear 
the whispered voice at 15 ft. (-1.57 m.) both sides. Right drum 
normal e.xcept for the antero-inferior scar. May 5 : Transferred 
to convalescent home. 

Subsequent History . — ^lune 17: T. and A. July 15: Both ears 
diy ; no ear trouble since May 3. Circularized after nine 
months (February, 1949); No further ear trouble. 

The remaining cases are described above in tabular form. 
Response to treatment was immediately noticeable in the 
general condition of the children. This in our opinion is 
the most important criterion of improvement in all acute 
mastoid cases. If the child looks as if it were making 
progress it is making progress, the constitutional condi- 
tion reflecting the improvement in the ear. The slightly 
yellowish appearance of the complexion reminiscent of the 
out of a telegram envelope, easy with practice to recognize 
rut difficult to describe, rapidly gives way to a healthy 
pink. This alteration in appearance is often discernible 
within a few hours after treatment has begun, and precedes 
-my obvious local change. The temperature and pulse rate 
'.ill rapidly at first and then move gradually to normal. 
Local changes in the ear quickly follow. The redness and 
•■endemess rapidly disappear, the oedema subsides first, and 
followed by the disappearance of fluctuation as the 
bscess, where the infection has burst through the bone, 
absorbs. The ear returns to its normal position, discharge 
ceases, the drum regains its colour and lustre, and hearing 
IS restored. Many of these changes are accomplished in 
-S hours, and are usually complete within a week. 

We consider that the end-results of this method of treat- 
nier', as shown by examination or replies to questions 
several months afterwards, are at least as satisfactory as if 
the cases had been operated on ; and that after such a 
lapse of time any further ear trouble is more likely to be 
a reinfection than a “ lighting-up " of the old one, and 
would be equally likely to occur in children upon whom 
mastoidectomy had been performed. 


Dr T. M- Montford, M.O.H. of Castle Donington and 
deput> chairman of the Leicestershire and Rutland Executive 
Council, vvas re-elected a member of the Management Com- 
mittee of the Association of Executive Councils (National 
Health Service) at the Annual Conference held at Bourne- 
mouth recently. 


ELECTROCARDIOGRAPHIC INVESTIGA- 
TION OF 264 CASES OF 
HYPERTENSION 

BY 

POUL BECHGAARD, M.D. 

(From the Medical Out-patient Department of the Rigshospital. 

Copenhagen (Professor Eggen Moller, WjD.)) 

Improvement in the electrocardiogram is an objective 
criterion to which the^ utmost importance has been 
attached Jn estimating the effect of treatment of essen- 
tial hypertension. It has long been known that confine- 
ment to bed may in itself produce temporary improvement 
in the electrocardiogram. It is a matter of great interest 
that more comprehensive investigations carried out within 
recent years have revealed considerable and lasting improve- 
ment in the electrocardiograms of patients with hyper- 
tension, notably in the T-waves, as a result of dietetic treat- 
ment (Bryant and Blecha, 1947 ; Kempner, 1948 ; and 
others) and of sympathectomy (Canabal et al.. 1945 ; Peet 
and Isberg, 1946 ; Hammarstrom, 1947 ; and others). 

There are few comparative records of electrocardio- 
grams of untreated patients with hypertension followed up 
over a fairly long period. Canabal et al. (1945) recorded 
the electrocardiograms of 56 patients under 55 years of 
age through five years and found improvement in five cases 
only, all of them women under 50. They concluded that 
the electrocardiographic changes in hypertension tend to 
show that improvement occurs in few cases only, and then 
chiefly after acute conditions such as myocarditis and 
infarction. Rasmussen and Boe (1945), after six years’ 
observation of 39 hypertensive patients, found that the 
electrocardiogram showed deterioration in 14 cases, while 
it was unchanged in 22 (of which 15 were normal) and 
improved in only three. 

In a previous follow-up of 1,000 out-patients with hyper- 
tension (Bechgaard, 1946) with a blood pressure on the first 
examination of 160/100, or ISO mm. systolic or more, I 
had not given sufficient attention to the importance of this 
fact and had not followed the electrocardiograms of the 
individual patients with this in mind. The electrocardio- 
grams have therefore since been revised. On the first 
examination S90 patients had been submitted to electro- 
cardiography. As appears from Table I, and from a state- 
ment by Aaslrup (1937), the prognosis was considerably 
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worse for patients with a .morbid electrocardiogram on 
the first examination than for those with a normal one. 


Table 1 


E.C.O. on First | 


1 Second E-xamination 

No. of Patients 



Examination ! 

Living 

Dead 

Normal 

753 

591 ■ 

162 

Morbid 

137 

54 

83 


Present Investigation 

Of particular interest are the electrocardiograms of 264 
hypertensive patients under the age of 60, all of whom were 
alive 11 years later and all belonging to an age at which 
sympathectomy may be considered. In all these cases 
electrocardiograms were taken at the beginning and the 
end of the observation period, and in several instances 
once or more within this period. Two-thirds of these 
patients were women. 

The usual criteria of a myocardial lesion have been 
applied in interpreting the electrocardiograms. An electro- 
cardiogram with an isolated left-axis deviation was regarded 
as normal. The T-waves'were accurately measured. To 
record an improvement it was required that T1 and T2 
should be at least 0.1 mV higher at the follow-up than 
on the first examination. 

In 162 cases the electrocardiogram was normal both on 
the first and on the second examination ; in 48 the electro- 
cardiogram was normal on the first examination but at the 
follow-up showed marked deterioration, revealing signs of 
a myocardial lesion in all cases ; and in 45 cases morbid 
electrocardiograms on the first examination were mainly 
unchanged or aggravated at the follow-up. As shown in 
Table II, in only nine cases had the electrocardiogram 


Table II 

Normal RC.O. on both examinations 

Normal E C.G.— ► morbid on second examination 

Morbid E.C.G. on both examinations 

B.C.a. improved during the observation period . . 

Electrocardiograms observed for from 4 to 1 1 years 


improved in the course of the observation period. In three 
of these nine cases the T-wave in the first lead showed 
marked improvement, being at least 0.1 mV higher than 
on the first examination, and in two of them it had changed 
from negative to positive. In three cases a left-axis devia- 
tion had subsided, and in three some ventricular extra- 
systoles present on the first examination had disappeared. 

It is only in the first three cases that we can say for 
certain that a really morbid electrocardiogram had under- 
gone a change for the better. Hypertension persisted in 
all cases. 

Discussion 

The conclusion to be drawn from this investigation 
must therefore be e.xactly the same as that of Canabal 
c( al. — namely, that definitely morbid electrocardiograms 
of patients with hypertension show very little tendency to 
improve when acute conditions, notably cardiac infarction, 
are left out of account, as in our cases. Improvement 
occurred in three patients only. This figure, though smaller, 
is in accord with the results of the investigations made by 
Canabal et al. and Rasmussen and Boe — particularly so 
when the longer observation periods of my investigations 
are taken into account. 

Actually, these investigations give too optimistic a picture 
of the spontaneous improvement in the electrocardiograms, 
since patients who died within the observation period' have 
not been included. The deaths among patients with a 


morbid electrocardiogram on the first examination were ia 
the great majority of cases due to cardiac diseases. It is 
to be expected, therefore, that the proportion of spon- 
taneous improvements would have been smaller if it had 
been possible to include these patients. 

Lasting improvement in the electrocardiogram in hyper- 
tension, notably imprg.vement of the T-waves, may there; 
fore be regarded as a criterion of the efficacy of a treatment, 
spontaneous improvement being a comparatively rare occur- 
rence. It may furthermore be remarked that in more than 
half of the patients the electrocardiogram remained normal 
throughout the observation period. 

Great prognostic importance must also be attached, to 
improvement in the electrocardiographic findings, since a 
morbid electrocardiogram must be regarded as an extremely 
grave prognostic sign in cases of essential hypertension! In 
'my previous investigations into theprognosis of 1,000 hyper- 
tensive patients the mortality rates were compared with the 
average mortality among the Danish population, the age 
distribution and the length of the observation period being 
taken into consideration. For men with electrocardio- 
graphically demonstrable myocardial lesions the mortality 
was found to be 54 times as high as the average mortality, 
and for women about 3 times as high, as compared wth 2 
and just over 1 respectively for hypertensive subjects with 
normal electrocardiograms. 

Smnmary 

The electrocardiograms of 264 out-patients under 60 years 
of age with essential hypertension have been followed for from 
4 to II years. 

Of these, 162 had normal electrocardiograms on both the 
first and the second examination. 

Forty-five patients presented fairly unchanged morbid electro- 
cardiograms on the two examinations. 

In 48 cases a marked deterioration had occurred. 

In nine cases the electrocardiogram had improved, but 
significantly so in three cases only. 

The follow-up of 1,000 patients with hypertension disclosed 
a mortality rate for men with electrocardiographically demon- 
strable myocardial lesions 54 times greater, and for women 
nearly 3 times greater, than the average mortality, against 2 
and 1 respectively for hypertensive subjects without this sign. 

A treatment of essential hypertension which is capable of 
effecting a regular and lasting improvement of the electrocardio- 
gram must be regarded as of real value. 
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The Ministry of Health states that in the removal of persons 
of unsound mind to mental hospitals it may be necessary in 
some cases to have trained staff from the hospital in attendance 
to accompany the patient in the ambulance or car and if necM- 
sary to assist in the removal. Requests for assistance will 
usually be made by duly authorized officers of local health 
authorities, and when hospital management committees are 
asked to provide trained personnel for this purpose they should 
do their best to comply. The smooth working of arrangements 
will entail the closest co-operation between officers of the hospi- 
tal management committee and of the local health-'anlhority. 
No charge will be made to local health authorities for the 
services of staff provided under these arrangements. 
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SENSITIZATION TO DENTURE lAIATERXAL 
AS A CAUSE OF ANGULAR 
STOMATITIS 

BY 

H. R. VICKERS, ALSc., M.R.C.P. 

Consiiliani Dermatologist, Rupert Ballam Department of 
Dermatology. Royal Inftrtnary, Sheffield 

Cracking of the angles of the mouth may be due to many 
causes. These vary from mechanical maceration by drib- 
bling resulting from ill-fitting dentures to direct infection 
with monilia, staphylococci, or streptococci, and to that 
arising in association with vitamin deficiency, particularly 
in ariboflavinosis. I wish to draw attention to a further 
cause which is not generally recognized — fissure formation 
due to stomatitis caused by sensitization to denture material. 
Of nine cases of denture stomatitis I have seen during the 
last four years, in seven I was consulted because of cracks 
at the angles of the mouth, and only after direct question- 
ing did these patients mention painful gums. All seven 
cases had been treated by local applications and by various 
vitamins without success, some of them for several years. 

Stomatitis arising from sensitization of the buccal mucous 
membrane to the material of which dentures are made has 
been recognized for many years. Prinz and Greenbaum 
(1939) state that “ rubber sore mouth ” has been known 
ever since Thomas W. Evans, of Paris, introduced in 1844-5 
vulcanite as a base for the construction of artificial den- 
tures. The condition is mentioned in many of the standard 
dermatological textbooks, such as those of Sutton and 
Sutton (1939), Becker and Obermayer (1940), and Andrews 
(1946). Lain (1932) discussed briefly the basic constituents 
of dental plates and stated that probably the substance 
mainly responsible for the stomatitis is vermUion (mercury 
sulphide), which, in plates that have not been sufficiently 
hardened, is easily liberated on to the mucous membranes. 
Lindsay (1928) described glossitis occurring in a patient 
who was shown to be sensitive to a “ plastic ” type of 
denture by patch testing. Rattner (1936) described three 
cases of stomatitis due to sensitization to the newer plastic 
materials — two of which gave positive patch tests to the 
dentures strapped on to the arm for 48 hours. In the third 
case the patch test on the arm was negative, but Goldman 
and Goldman (1944) have shown that it is necessary in 
some cases to perform the patch test on the mucous mem- 
orane to demonstrate sensitivity, and they have devised 
a technique for doing this. 

The patch tests in the cases described below were per- 
formed by taking scrapings from the denture which was 
suspect and leaving these moistened scrapings in contact 
', 'th the skin of the upper arm for 48 hours. There was 
uo duficulty in reading the results. A more spectacular 
way is to strap the whole denture on to the skin, but my 
patients did not wish to be without their teeth for a period 
of two days. 

In addition to the cracks at the comers of the mouth, 
the one feature common to all the patients was redness 
and engorgement of the whole of the mucous membrane 
which ^ime into contact with the denture. The sharp line 
■'-tween the red inflamed denture-covered part of the hard 
p.alato and the adjoining normal uncovered part was most 
strikinc. In some cases the mucous membrane of the 
cheek was also affected, and one case had superficial glossitis 
of the part of the tongue in contact with the denture. .Ml 
have been cured by changing their type of denture. 


Case Reports 

Case 1 . — ^A woman aged 31, seen on January 15, 1945, com- 
plained of having had cracking at the angles of the mouth for 
the previous six years ; this started about six months after 
wearing a new denture. She had failed to respond to many 
different preparations. There was no history of previous 
trouble and her general health was good. On e.xamination 
the cracking of the angles of the mouth was severe and there 
was redness and swelling of all the mucous membrane which 
came into contact with her dentures. The line of demarca- 
tion on the hard palate between the engorged raucous mem- 
brane and the normal-looking posterior part of the palate was 
very well marked. There was no history of previous skin 
disease or of any relevant past illness. The dentures were 
made of red vulcanized rubber, and a patch test performed with 
scrapings was strongly positive, blisters being formed on the 
skin of the upper arm after contact with the scrapings for 
48 hours. She was advised to stop .wearing her dentures and 
to have a “ plastic ” denture after first being tested with the 
plastic material to be certain that she was not also sensitive 
to that. She was seen again on April 12, 1945, when she was 
completely cured. In a letter dated July. 30, 1949, she stated ; 
“ I have not had any recurrence of the trouble with my mouth 
and gums whatsoever." 

Case 2 . — A woman aged 46 was seen on January 7, 1946. 
She gave a history of cracking of the corners of the mouth for 
one month, and for a week before being seen she had mild 
dermatitis of the circumoral region, chin, and neck. She had 
worn “ plastic ” dentures for six years, and during this time 
often had ulcers of her gums. There was no previous history 
of skin disease. She had marked cracking of the angles of the 
mouth, with a dry scaling dermatitis of the circumoral region, 
the chin, and the anterior aspect of the neck. The mucous 
membrane in contact with the dentures was red and engorged, 
and showed the sharp line of demarcation described above. 
A patch test to the denture was strongly positive. She was 
advised to change to a vulcanite denture. On July 30, 1949, she 
wrote saying that she “had slight recurrence of the trouble 
about 12 months ago which quickly responded to treatment. 
Apart from this I have experienced no trouble whatsoever.” 

Case 3 . — ^A woman aged 44 was seen on November 22, 1946. 
She had had cracks at the comers of the mouth for three years 
continuously in spite of various forms of treatment. She first 
had artificial teeth in 1938, and had since noticed soreness of 
her gums from time to time. On e.xamination there were deep 
cracks at the comers of her mouth, and the mucous membrane 
showed the changes seen in the other patients. The dentures 
were made of red vulcanite, and a patch test was strongly posi- 
tive. She was fitted with “ plastic ” dentures, and wrote in 
January, 1947 : " I got my new plastic teeth on December 29, 
and am deUghted to say the cracks in my lips have quite gone 
and my skin is clear. My mouth has lost its soreness and I am 
free from ulcers.” 

Case 4 . — A woman aged 64 was seen on August 27, 1945. 
On January 1, 1945, she had an irritable rash on the central 
part of the face, involving the forehead, nose, mouth, chin, 
and neck. She also had noticed cracks at the angles of the 
mouth during this time. She had worn dentures for about 
40 years. On examination she bad dermatitis of the areas 
mentioned above, cracks at the comers of the mouth, and 
marked redness and swelling of the whole of the mucous mem- 
brane in contact with the dentures. The dentures were made 
of black vulcanite with red vulcanite at the gums. Patch tests 
to the black and red vulcanite, to lipstick, and to face po-.tder 
were negative.- The rash and cracking persisted in spite of 
treatment, and in April, 1946, she was asked to discontinue 
wearing her dentures. She left them out only at night, hut 
even with this the condition improved. Eventually she was 
fitted with a plastic denture, and wrote to me on July 29, 1949. 
to say that she was perfectly well, with no trace of the trouble. 

Case 5 . — man aged 74 had had cracks at the comers of 
the mouth for about four weeks when seen on October 12,' 
1948. He had worn dentures for about 30 years. In addition 
to the cracks there was redness and swelling of the buccal 
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mucous membrane. A patch test to dentures was strbngly 
positive. He was fitted with “ plastic ” dentures, and when 
seen again on March 7, 1949, the cracks, had gone and the 
stomatitis was cured. 

Case 6. — A woman aged 39 came to the out-patient depart- 
ment on May 14, 1949, with an infected mole. Angular stoma- 
titis had been present for five and a half years ; she had worn 
vulcanite dentures for about six years, and examination re- 
vealed the characteristic redness of the denture-contact area. 
A patch test when first tried was negative, but when repeated 
a delayed positive result was obtained. She was fitted with 
new teeth and the cracks have now healed. 

Case 7. — A woman aged 58, seen on July 30, 1949, had had 
cracks at the angles of the mouth for- many years despite many 
different kinds of treatnient. She has worn black vulcanite 
dentures for 35 years. The mucous membrane showed the 
characteristic appearance, and a patch test to the denture was 
strongly positive. She has now stopped wearliig dentures and 
the condition is much better. 

Comment 

These cases establish the association between denture 
sensitization and angular stomatitis. It is , of interest that 
all these patients were in the habit of keeping thein artificial 
teeth in at night, and it is reasonable to postulate that such 
a practice leads more readily to the establishment of a 
contact sensitization. In view of the numbers of dentures 
worn this condition is relatively uncommpn, but in all the 
above cases the gum sensitivity was discovered only by 
direct questioning and examination, so that probably many 
cases are missed. 
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ANALGESIA INHALER FOR 
TRICHLORETHYLENE 

BY 

H. G. EPSTEIN, Ph.D, 

AND 

R. R. MACINTOSH, D.M,, D.A, 

(Prom the Nuffield Department of Anaesthetics, University of 

O.xford) 

Of the births in England and Wales 65 % are supervised by 
mid wives (Ministry of Health, 1946). In this circumstance 
the problem of the relief of pain is of lively interest to 
nearly half a million mothers a year, but is not easy of solu- 
tion. The medical practitioner can choose the anaesthetic 
drug and vary its concentration to meet the requirements 
of any particular patient at any particular moment. The 
midwife, however, because of her limited training in anaes- 
thesia, is at present restricted to apparatus set automatically 
to deliver 50% nitrous oxide and 50% air. This apparatus 
of Minnitt’s (193S) has proved safe, but complaints are 
common that it is cumbersome, and in some hands the 
■ relief from pain it affords is disappointing. This may in 
some degree be attributable to the fact that the female is 
not mechanically minded, and gas-and-air apparatus does 
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•indeed, need a modicum of attention from ..time to time. 
Whether more latitude should be allowed to midwives in' 
the way of new apparatus and drugs is a serious question. 
Increased relief from pain is easily achieved by raising the 
percentage of any anaesthetic vapour inhaled, but, quite 
"apart from any noxious effect this may have on the foetus, . 
it carries with it' the possibility that unconsciousness and 
its many attendant dangers may be produced in a suscep- 
tible patient ; and it must be faced that the midwife is not 
adequately trained to meet such a situation. With this 
limitation in mind work is being carried out at various 
centres with the object of providing better rdlief of pain 
with apparatus as safe as Minnitt’s, which has rendered 
such useful service for the past 15 years, but more portable 
and less likely to presept technical difficulties to midwives. 

There seems to be a widespread opinion that trichlor- 
ethylene is a good analgesic agent ; when carefully given it 
affords very considerable relief of pain without markedly 
impairing consciousness. In 1943 Freedman introduced a ■ 
small inhaler for trichlorethylene which, under certain con- 
ditions at any fixed ambient temperature, delivers a sub- 
stantially constant concentration of vapour. This inhaler 
proved highly convenient and successful in some hands — 
so much so that on the recommendation of the Anaesthetics 
Committee of the Royal College of Obstetricians and 
Gynaecologists extensive clinical trials were carried out at' 
various hospital centres to discover whether the apparatus 
was suitable for use by midwives in domiciliary practice 
(Royal College of Cibstetricians and Gynaecologists Aimual 
- Report, 1947). As a result of these trials the committee 
, reluctantly decided that the apparatus was not satisfactory, 
and this view was supported by ' laboratory tests which 
showed that, even if the apparatus is kept still, the con- 
. centration of vapour in the inspired air increases by 60% 
for a temperature rise from 20 to 30° C. Furthermore, 
marked fluctuations in concentration result from filling, 
shaking, or tilting the inhaler. ' . . 

Constant Vapour Concentration 

Before discussing the design of trichlorethylene inhalers 
delivering a substantially constant vapour concentration, 
the question naturally arises whether any fixed concentration 
of this drug in air would improve on the relief from pain 
afforded by the Minnitt gas-air apparatus and yet not be 
dangerous. 

Special trichlorethylene inhalers in which the concen- 
tration 'could be varied at will in accurately known steps 
were handed over to our- colleague Dr. E. H. Seward, 
and his observations (1949) suggest strongly that : (a) A 
trichlorethylene concentration of 0.5% v/v in air can be 
inhaled intermittently during labour over long periods. 
{b) After about three hours a slight cumulative effect may 
become noticeable in some patients. If in these cases the 
concentration is now reduced to 0.35% v/v this tendency 
is halted, (c) A very large proportion of patients prefer 
this method of pain relief to that afforded by gas and air. 

In the design of apparatus to deliver a constant concen- 
tration of vapour of an anaesthetic liquid one of the main 
difficulties to be overcome is the effect of variation of 
vapour pressure with temperature. This can be obviated 
either by keeping the anaesthetic liquid in a' thermostat, 
as for example in the Oxford vaporizer, or by introducing 
a compensating device which, for any rise in temperature, 
reduces the amount of vapour leaving the vaporizing 
chamber. The latter method was adopted by Goodrnan 
Levy (1905) in the design of his chloroform inhaler. During 
the last war this department was asked to produce a dosi- 
metric chloroform inhaler for paratroops. The resultant 



Nov. 12, 1949 


ANALGESIA INHALER FOR TRICHLORETHYLENE 


Ba ma 

MzocCai. JociNAi. 


1093 


E.S.O. (Epstein-Suffolk-O.xford) apparatus also was based 
on the second method, and utilized a compensating device 
which reduces the amount of air drawn through the vapor- 
izing chamber when the temperature of the liquid rises. This 
apparatus stood up to vigorous tests for robustness, and 
gave satisfactory results both in the laboratory and 
clinically. Many of the principles of the E.S.O. apparatus 
hate been incorporated in the analgesia apparatus to be 
described. 

A Hand-operated Inhaler 

In our search for a constant-concentration inhaler for 
trichlorethylene analgesia various e.xperimental models 
were constructed with devices — some hand-operated, others 
automatic — to keep the inhaled vapour concentration con- 
stant despite any changes in temperature of the liquid or 
the surroundings. Several of diese models have given 
encouraging results in the labour wards of this hospital 
for the past year. An apparatus with an automatic tempera- 
ture control has an obvious advantage, but a hand-operated 
control is more robust and foolproof, and we incline to the 
belief that it will be more satisfactory in the long run. 
On this account we confine ourselves at the moment to a 
consideration of a hand-operated model, a photograph of 
which is shown in Fig. 1 ; the diagram (Fig. 2) is inten- 
tionally schematic. 

When the patient inspires, the non-return valve (NV) 
opens and air enters through a variable opening (a2) into 
the trichlorethylene chamber and emerges mi.ved with 
vapour ; another current of room air is drawn through the 
permanently open by-pass of fixed size (al) and dilutes the 
mixture issuing from the vaporizing chamber. If for a 
given size of inlet orifice (a2) and for a given temperature 
the concentration inspired by the patient is 0 . 5 %, any 
change in temperature would alter this concentration. In 
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Fia. 1. — Photograph of a hand-operated model inhaler. 


order to maintain a 
constant concentra- 
tion despite the 
change in tempera- 
ture, compensation 
is effected by making 
the size of the air 
port (a2) variable. In 
the model illustrated 
the concentration 
can be kept constant 
over a temperature 
range from 12 to 
37“ C. (54 to 98“ F.). 

On the dial of a 
metal thermometer 
(Th) are five equal 
sectors, each of a 
distinctive colour ; the centres of these sectors correspond 
to the following temperatures ; green 15° C., orange 20° C., 
blue 25° C., yellow 30° C., red 35° C. The movement of 
the compensator handle (CH) increases or diminishes the 
inlet (a2) to the vaporizing chamber, and the compensator 
handle can be set in any of five positions coloured to 
correspond with the colours on the five sectors on the 
thermometer dial (Th). 

The apparatus is so constructed that the patient breathes 
0.5 5o trichlorethylene vapour whenever the compensator 
handle is set to correspond to the sector which contains the 
thermometer pointer at that time. If, for example, the 
thermometer pointer lies within the blue sector, the com- 
pensator handle has to be set to the “ B " mark. It is 
obvious that at high temperatures, when the thermometer 
registers in the red field and the compensator handle is 
set to “ K,” the inlet (a2) will be at its smallest ; when 
the temperature is low enough to register in the green sector 
and CH is correspondingly set at “ G,” the opening (a2) 
will be maximal. 

The heat capacity of the inhaler and heat transfer are 
such that the temperature of the anaesthetic liquid drops 
little during use in a room of reasonably constant tempera- 
ture. If the temperature of the surroundings changes 
suddenly the internal temperature of the inhaler will follow, 
but only slowly. In practice, therefore, CH rarely needs 
to be reset. The statement that so long as CH is set to 
correspond to the colour indicated by the thermometer 
pointer the concentration of trichlorethylene vapour will 
be 0.5% needs but slight qualification. If the thermometer 
pointer is at the centre of a sector, say B, and CH is set 
to position B, the delivered concentration will in fact be 
0.5%. If the pointer is in the right half of the sector, as 
shown in the diagram, the concentration will be sh'ghtly 
higher, and vice versa. If the pointer registers at the 
extreme right-hand side of a sector the concentration rises 
to 0.55%. However, we believe that in clinical practice 
such fluctuations of ± 10% in the vapour concentration are 
of little importance, and in speaking of “ constant con- 
centrations" possible variations within these limits are 
implied. It should be mentioned here that our analyses of 
vapour-air mixtures were carried out on samples of 
2-3 litres. 

The mechanism which permits delivery of a “weak” 
mi.xture (0.35%) instead of the “normal” concentration 
discussed so far is not shown in the diagram. It consists 
of a small disk which when rotated to the “ weak ” position 
opens a second air by-pass in addition to the permanent 
one (al). 



Fig. 2. — Schematic diagram of the 
apparatus. 
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Besides changes in temperature other considerations must 
be borne in mind when designing an inhaler to deliver a 
fixed concentration of vapour. Unless care is taken, con- 
siderable fluctuations result from variation in the depth or . 
rate of breathing. In the various models we have con- 
structed the concentration remains practically constant for 
a range of respiratory volumes of from 6 to 15 litres per 
minute at rates from 12 to 30. Overfilling the vaporizing 
chamber with trichlorethylene is prevented by an overflow. 
Slow Ailing which occurs when the filler is at the low level 
of the overflow is avoided by placing the filler on top of 
the inhaler. Liquid does not spill to the outside during 
transport or if the inhaler should fall over. A glass level 
gauge permits an estimate of the consumption, and indi- 
cates by the “ full ” mark when no more liquid should be 
poured in. If this is overlooked the overflow comes into, 
action almost at once. One filling is more than sufficient 
for a long case. 

In view of the considerable cross-section of the vaporizer 
chamber, a special device is incorporated to give a reason- 
able movement of the level between “ full ” and “ empty ” 
corresponding to H 11. oz. (42 ml.) of free liquid. The 
concentration of vapour remains constant' whatever the 
position of the liquid level between the “full” and 
“ empty ” marks. Moreover, even if the level sinks out 
of sight, and the inhaler continues to be used, the con- 
centration of vapour remains constant for at least three 
hours by virtue of trichlorethylene held in wicks. Despite 
the fact that the inhaler has a clearly visible ^liquid level — 
a not inconsiderable advantage — the concentration of 
vapour inhaled does not rise when the liquid has just been ' 
added to the inhaler, nor after the inhaler has been acci- 
dentally shaken, turned on its side, of completely inverted. 
These refinements would be futile if the permanent air 
inlet (al) could be blocked, for the inhaler would then be ^ 
dangerous in unskilled hands : accidental or intentional . 
obstruction of this inlet has been made practically impos- 
sible. A feature of the apparatus is its low resistance to 
respiration compared with gas-air machines ; inspiration is 
therefore more comfortable, and leaks due to an ill-fitting 
face-mask will be of less consequence in diluting the 
mixture reaching the patient. The apparatus is easily 
portable and weighs IH lb. (5 kg.) complete in its transit 
case, measuring 11 by 7 by 8 in. (27.5 b^ 17.5 by 20 cm.). 

Some Practical Points 

In using the inhaler care must be paid to three elementary 
points ; (1) see that the liquid level lies between “empty” 
and “ full ” ; (2) set the compensator handle to the colour 
indicated by the thermometer pointer ; (3) if drowsiness or 
uncooperativeness should manifest itself the small disk pre- 
viously referred to should be turned from “ normal ” , to 
“ weak,” thus reducing the inhaled vapour concentration 
from 0.5 to 0.35% v/v. •> ^ 

It is unlikely that attention will have to be paid to any 
of these points during the course of an average labour. 
A very occasional glance at the thermometer pointer and 
control handle to confirm that the colours still coincide, 
and a look at the level gauge to see that it contains liquid, 
are all that is necessary. Movement of the non-return 
valve underneath its glass dome shows that the face mask 
fits reasonably well. 

We are indebted to Imperial Chemical Industries Limited for a 
generous grant to meet laboratory expenses, and to our obstetrical 
colleagues in the United O.vford Hospitals for their willing co-opera- 
tion. The apparatus in question can be obtained from the Medical 
and Industrial Equipment, Ltd., 12, New Cavendish Street, London, 
W.l, who contributed their usual enthusiasm and skill in production. 
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Medical Memorandum 


Recovery from Botulism ' 

Botulism is a rare condition in this country and has a very 
high mortality. All of the eight affected persons succumbed 
in the Loch Maree outbreak of 1922. The mortality is 
generally considered to be at least 50%. 

Case Report 

A woman aged 33 had an evening meal of canned tongue 
shortly after Christmas, 1948. The tin appeared normalj and 
the contents, which received no further- cooking, had no 
unusual taste. In the early hours of the next morning she 
awoke with severe headache and nausea, followed by profuse 
vomiting. In spite of feeling very ill, she got up and went 
for a drive with her husband. She continued to vomit inter- 
mittently throughout the day. On returning home she found 
that her face was crooked and drawn to the right side. The 
same night the vision in the left eye was misty and swallowing 
had become difficult ; fluids were regurgitated through the 
nose. ' For the next few days -she remained in bed with mild 
pyrexia up to 100° F. (37.8° C.) and continued to vomit. Con- 
stipation was severe. On getting up after ten days she noted 
some weakness of the .left leg. The difficulty in swallowing 
and in using the left eye persisted. 

I first saw the patient on February 19, 1949, seven weeks after 
the onset of symptoms. The condition had not been diagnosed 
at the onset and consequently no antitoxin had been 
administered. The following signs were present: moderate 
dilatation of the left pupil, which was active to Tight but 
inactive on accommodation and convergence ; slight left-sided 
ptosis; and complete paralysis of- the left masseter, temporal, 
and pterygoid muscles. There was no facial anaesthesia and 
the corneal reflex was present. The left facial muscles were 
completely paralysed, with the exception of the- orbicularis 
oculi, in which there was a faint contraction. Taste was 
normal on the left, but there was hyperacusis in the left 
ear. Both sides of the palate were weak. Examination of 
the limbs showed no abnormality other than a moderate weak- 
ness of the dorsifiexors of the left foot. The superficial and 
deep reflexes were normal, and there was nowhere any change 
in’ cutaneous or deep sensation. 

Twenty-four hours after eating the suspected meat the 
patient’s daughter had an attack of vomiting which continued 
for two days. There was no involvement of the nervous 
system. The patient’s husband, who also ate the same meal, 
was unaffected. , 

The history of gastro-intestinal. symptoms occurring a 
few hours after the ingestion of tinned meat and followed 
by paralysis of cranial nerves some hours later is charac- 
teristic of affection by the toxin of Clostridium botulinum. 
The site of action of this toxin is uncertain, but its action 
is probably peripheral (on • the motor-nerve endings in 
striated and non-striated muscles) rather than central, and 
this theory is borne out by the absence of reflex or sensory 
disturbance and the ultimate complete recovery in those 
patients who survive the initial acute phase (Dickson and 
Shevky, 1923 ; Cowdry and Nicholson, 1924^ 

David Kendall, D.M., M.R.C.P. 
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Reviews 


THE THYROID 

Pathology and Surgery of Thyroid Disease. By Joseph L. 

De Courcy, M.D., and Cornelius B. De Courcy, M.D. 
(Pp. 476 ; illustrated. £2 10s.) O.xford: Blackwell Scientific 
Publications. 1949. 

Two distiasuisbed members of the cliaic at Cincinatti, Ohio, 
which bears their name have added yet another to the long 
list of recent monographs on thyroid disease and surgery. 
It is in most respects a thorough survey of the subject, 
based on e.xperience of some 15,000 thyroid operations done 
over a period of almost 30 years. 

The authors express a number of more or less original 
opinions on various topics, and these must be heard with 
respect. They claim, for instance, to be the originators of 
the view that the beneficial action of Lugol’s solution in 
the pre-operative treatment of toxic goitre is chiefly due to 
a mechanical effect ; the rapid storage of colloid in the 
vesicles of the gland produces, they say, a temporary state 
of pressure within the gland with a consequent oedema and 
limitation of the blood supply. Within a short time the 
effect is lost because the circulation in the gland returns to 
normal with adjustment to the changed state. In their 
survey of the physiology and pathology of the thyroid the 
authors emphasize the part played by the reticulo- 
endothelial system of the liver in the regulation of the iodine 
content of the blood, and discuss the value of blood-iodine 
estimations in diagnosis and treatment. The value of 
thiouracil treatment is, of course, fully discussed, and like 
most other unbiased observers they conclude that the chief 
value of these compounds is in the pre-operative prepara- 
tion of the patient. The possible uses of radio-iodine are 
also described, but its limitations and dangers seem at 
present, at the De Courcy Clinic, to outweigh its virtues. 
The use and control of this dangerous weapon are indeed 
still in an experimental stage. 

The difficult question of the aetiology and relationship of 
the two conditions known as Riedel’s thyroiditis and 
Hashimoto’s disease is fully considered, and the authors are 
inclined to regard them as separate clinical entities. They 
advance the theory that Riedel’s thyroiditis begins as an 
inflammation outside and around the gland — a peri- 
thvToidUis, with fibrosis spreading into the gland from the 
periphery. Although the process certainly seems to affect 
the surrounding tissues, this explanation is unlikely to 
s..>isfy pathologists. The origin of the peri-thyroiditis is in 
any case left une.xplained. 

in this comprehensive survey the technique of thyroid 
surgery is given a relatively small space. It is interesting 
to note that the authors do not ligate the inferior thyroid 
arterv. because they believe that the procedure “entirely 

■ .troys the blood supply of the parathyroid bodies and 
encouraees the development of tetany.” This view is con- 
trarv to'the experience of most thyroid surgeons, and it is 
surprising that the bogy' should still have any influence. 
The " enucleation ” of thyroid adenomas from within the 
eland is also a procedure usually regarded as long outmoded. 
" A curious defect in the book is the very perfunctory 
account of cardiac disease in relation to thyroid surgery. 
The use of quinidine in the post-operative treatment of 
auricular fibrillation appears to b‘e unknown to the authors, 
and far greater reliance is placed on the use of digitalis than 
would seem to be warranted by recent experience in Great 
Britain. A most interesting view, however, is expressed 
concerning the administration of desiccated th>Toid gland 
for at least three months after thyroidectomy for toxic 


goitre. The authors believe that this will almost invariably 
prevent any recurrence of hyperthyroidism by putting the 
remainder of the gland entirely at rest They even describe 
the history of a patient with severe to.xic goitre who was 
cured fay the administration of dried thyroid tissue without 
any surgical treatment at all. This subject needs further 
investigation. 

Though not without defects, the book is interesting to 
read and most suggestive to any thyroid surgeon who looks 
beyond the mere technique of his craft. It is fully supplied 
with references at the end of each section. 

Geoffrey Keynes. 

VISCERAL PAIN 

The Mechanism of Abdominal Pain. By V. J. Kinsella, 

F.R.C.S.. F.R..JI.C.S. (Pp. 230. £1 12$. 6d.) Sydney; 

.Australasian Atedical Publishing Company. 194S. 

The author is a distinguished Sydney surgeon who for many 
years has devoted himself to a study of the problems of 
abdominal pain. He is scientifically minded, w ell informed, 
and a keen and painstaking observer; this review of his 
findings will be read with profit by both clinicians and 
physiologists. Mr. Kinsella might well have given addi- 
tional space to a more detailed account of his original 
observations and less to a consideraUon of the views of 
the classical writers like Ross, Lennander, Head, Wilms, 
Mackenzie, and the rest, whose theories and concepts have 
in the main- outlived their usefulness and now tend to 
cripple fresh thinking on the subject. Some of Mr. Kinsclla’s 
own theorizing — for instance, on referred pain, visceral 
neuroses, the “rule of superior location,"’ and cutaneous 
hyperalgesia (the last partly based on an excursion into 
comparative anatomy) — seems to outrun our knowledge of 
the facts. But the rest of the book is of high value. The 
historical outline is illustrated by plates from the works of 
Vesalius, Eustachius, and Willis which put many of the 
figures in our modern books to shame. 

The author emphasizes that the clinical study of pain 
is beset with difficulties and pitfalls. Pain is not just a 
simple sensation like muscle sense — it is accompanied by 
varying degrees of feeling-tone and drives. “ Patients’ fear 
and anxiety may cause the stimulation of pain or an 
exaggerated reaction to slight pain. The method, of 
questioning, either the tone of the voice or the words used, 
may influence the patient both as to the presence and 
absence of pain, its degree, and its situation. A question 
may set the patient on edge and arouse his apprehension."’ 
A leading question may be indispensable to elicit informa- 
tion, but it may call forth a misleading reply. In surgical 
studies under local anaesthesia the patient’s imagination is 
apt to conjure up fearsome pictures and to anticipate much 
sulfering, and he may reply to questions in a manner calcu- 
lated to safeguard himself from pain. .A local anaesthetic 
may- produce general effects ; thus cocaine induces 
euphoria and damps down unpleasant reactions. The 
administration of morphine tends to suppress the slighter 
pains. Mr. Kinsella describes in detail his technique for 
operating and questioning under local anaesthesia. It may 
be added that once a pain is gone it is hard to recall 
accurately and fully ; a pain “ recollected in tranquillity ” 
is merely an intellectual and emotionless simulacrum of 
the real experience. 

The afferent innervation of the ’abdominal viscera is very 
sparse. Langley has calculated that all the afferent fibres 
from the viscera of the cat equal in number those in one 
posterior nerve root ; it might be added that the fibres in 
all the posterior nerve roots equal in number those in the 
optic nerve. The visceral afferents are probably non- 
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medullated and finely medullated like those coming from* 
the skin. Mr. Kinsella quotes John Hunter very aptly — 
“ for distinct sensation, two things are necessary, namely, 
time and space.” To arouse a sensation an adequate number 
of impulses must reach the brain in enough fibres over a 
given time to permit of “central spatial and temporal 
summation.” In testing visceral sensibility one must there- 
fore stimulate an adequate portion of a viscus sufficiently 
• vigorously. There is also a great difference between the 
sensibility of a normal and an inflamed viscus. 

These considerations may account for the discordant 
findings about visceral sensibility. Thus, squeezing with 
fingers or forceps, or stitching, cutting, or clamping the 
healthy appendix or caecum arouses no pain. When the 
appendix is inflamed squeezing it along a considerable part 
of its length produces pain. Wolf and Wolff similarly 
' found that pinching the gastric mucosa or rubbing it with 
the blunt end of a glass rod is painless except when the 
stomach is inflamed and oedematous. Other observations 
by Kinsella on the large intestine and cervix uteri seem 
to prove that afferent impulses arising from certain viscera 
may give rise to pain — i.e., there is so-called true visceral 
pain. The pain fibres in the mesentery arise mainly in 
the gut waU itself ; it is easier to produce pain by stimulating 
the mesentery than the gut, because in the former the fibres 
are concentrated in the vicinity of blood vessels while in 
_ the latter they are sparse and widely distributed. A local- 
’ ized stimulus applied to the gut will stimulate fewer fibres 
than one suitably applied to the mesentery, especially in the 
neighbourhood of its blood vessels. From what is known 
about the properties of pain fibres elsewhere it is likely 
that the visceral pain fibres will respond to a wide range 
of stimuli having in common the property of nociception. 
In states of inflammation the altered blood supply, oedema, 
and the presence of abnormal chemical products may 
facilitate the reaction of the pain fibres to appropriate 


stimuli. 

Evidence is produced that the posterior pelvic peri- 
toneum, especially over the right ihac fossa, is less sensitive 
than the anterior peritoneum to painful stimuli. This 
observation helps to explain why a retrocolic or retrocaecal 
inflamed appendix commonly gives rise to less pain than 
the normally placed organ. Mr. Kinsella discusses the 
mechanism of pain in peptic ulcer at some length,, but no 
convincing conclusion emerges. 


It would be well if clinicians bore in mind the limitation 
f physiological knowledge about pain mechanisms in 
. I .al. Some account can be given of the properties of. 
pain fibres and the course of the pain impulses from the 
periphery as far as the thalamus, but beyond that point 
our knowledge is meagre. We do not know what part of 
the brain is responsible for mediating either the sensation 
of pain or its emotional accompaniment. Stimulation of 
the postcentral cortex, or for that matter of any other part 
of the cortex, is painless. There is, however, some evidence 
from the results of prefrontal leucotomy that the prefrontal 
cortex or prefrontal-subcortical areas may be somehow 
concerned with the feeling-tone. Nothing is known with 
certainty about the way in which skin pain is normally 
localized with considerable accuracy. It is hardly sur- 
prising, then, that we should not know why pain of visceral 
origin is inaccurately localized, projected to somatic areas, 
or sometimes accompanied by cutaneous hyperalgesia. It 
is to be hoped that Mr. Kinsella and other surgeons with 
similar gifts and opportunities will continue to collect and 
record accurate studies of patients — perhaps leaving the 
grand generalizations to emerge gradually in their own 

sood time in the future. „ nr 

Samsom WatGHT. 


THE FUNCTIONS OF PSYCHIATRY 

Psychialry. Its Evolution and Present Status. By 'William 

C. Menninger, M.D. (Pp. 138. 11s. 6d.) London: 

Geoffrey Cumberlege. 1948. 

This volume of Messenger lectures founded to “share 
knowledge on the evolution of civilization ” describes man’s 
mental reactions and their influence on society. After early 
neglect psychiatry has now assumed a wide popular appeal 
in the U.S.A., largely because 2,000,000 young men were 
rejected from war service on account of personality 
disorders and 700,000 were discharged as unfit on this 
account. 

The lectures begin with a brief historical survey of the 
rise of psychiatry and reflections on the imperfections, in 
the teaching of this subject in relation to medicine at the' 
present time. There are signs, however, that it is' now 
beginning to be more effectively integrated “with general 
medicine. The first lecture concludes with a discussion of 
the relationship of psychiatry with psychology, social 
science, anthropology, and religion. 

The second lecture gives an account of psycho-analytic 
psychiatry under four headings — the psycho'sexual stages of 
development, the anatomy of personality in terms of the 
conscious and unconscious, personality physiology in terms 
of the id, ego, and superego (which are reasonably lucidly 
explained, though the concept still remains difficiflt to the 
non-technical reader), and some examples of the defence 
mechanisms used by the ego to maintain its equilibrium. 

The third section is on psychiatry and the social order, 
and what can be done to improve human relationships in 
the post-war world. Often in mental stress a change in the 
environment is as important as a change in the personality, 
and psychiatry may show how the environment can be most 
wisely changed. Knowledge can only be gained by an 
intense study of the reaction of the individual to his environ- ' 
ment. The importance of the family is stressed, and the 
increasing disturbance of family life is ominous. Disturb- 
ances in community life seem to be increasing, due to 
prejudices, hostilities, and such factors as housing shortages. 

"The prevention of mental illness is still in a backward 
state, though mental hygiene is making progress. The train- 
ing of leaders and the instillation of the proper motivation 
and a spirit of service are essential to the welfare of the 
human race, and psychiatry can certainly contribute to 
these ends. These three lectures cover a vast field, but 
they are clear and sensible and well worthy of study by 
both medical and lay readers, 

R, G. Gordon. 

ENDOCRINOLOGY IN BRIEF 

The Value of Hormones in General Practice. By W. N. 

Kemp, M.D. (Pp. 1 15. S3.) Minneapolis : Burgess. 1949. 

This work describes itself as “ prepared for the express pur- 
pose of assisting general practitioners in the fullest possible 
utilization of the many pharmaceutical hormonal prepara- 
tions now available.” It is not prepared in book form, but 
consists of cyclostyled typewritten sheets bound with wire 
rings. There are no illustrations (a disadvantage in a book 
on endocrinology), neither is there an index: there are 
numerous typing errors. 

It is on matters of treatment that the book is least 
helpful. For example, Simrnonds’s disease (which responds 
well to testosterone and other hormones) has no treatment 
mentioned at all. Cushing’s syndrome is also left devoid of 
therapy, and no mention is made of the adrenal, pituitary, 
basophil, ovarian, or thymus tumours that can cause it. 
The dose of thyroid for myxoedema is not specifically 
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mentioned except for the statement, “Forty-five grains (3g.) 
of thyroid e.xtract is the theoretical daily requirement of 
an adult with comp'ete aihyrosis . . . smaller clinical doses 
are the rule, which might lead to overdosage. In con- 
nexion with pituitary dwarfism we are told, “ Therapy is 
fairly satisfactory ... a potent growth hormone should 
be administered daily ... a growth rate considerable [sic] 
in advance of normal is desirable.” Perhaps that will be 
true one day, but it is not true yet. The treatment of 
Addison’s disease is quite well described, but the informa- 
tion that “all the thirty-nine vitamins should be present in 
the diet" might frighten readers that something awful 
would happen if they only managed to include thirty-eight. 
The poor balance of the book can be illustrated by there 
being only eight lines about the treatment of thyrotoxicosis, 
whereas there is more than twice that amount written about 
the prevention of neonatal death among sheep. 

A heavy style makes the reading matter less digestible 
than it should be. A child, instead of being called 
“ debilitated ” or “ poorly,” is described as being “ under 
a strain from concomitant biochemical or bacteriological 
influences ” ; and it would be easier to read, “ Reduce the 
dose.” instead of, “A downward revision of the dosage 
regimen is indicated.” Though parts of the book are 
reasonably accurate and informative, as a whole it can 
hardly be recommended as a useful guiiie for students or 
pracbtioners of endocrinology. 

Richard Asher. 

GUIDE TO CHEMOTHERAPY 

r/ie Suiphotmmides in General Practice. By Edward D. 

Hoare, hl.D. (Pp, 90. 5s.) London : Staples Press. 1949. 

The preface to this book states that it is intended for the 
general pracutioner, and that it attempts to indicate briefly 
the conditions under which sulphonamides will be valuable 
and the dangers which may attend their use. In addition, 
the relative merits of su'phonamides and penicillin are 
briefly discussed. The book is adequate for this purpose, 
and it sets out in brief, simple language most of the inform- 
ation which the general practitioner requires. The main 
principles of sulphonamide therapy are now so well 
established that it is not possible to be original on the 
subject without becoming unsound ; and, if some of the 
statements made seem platitudinous, this is because they 
repeat many of the recommendations given in various pre- 
vious books on this subject (although no acknowledgment 
is made to these sources). The book is briefer than the 
M.R.C. Memorandum on the sulphonamides and it con- 
tains up-to-date minor details. The arrangement of the 
specific infections according to whether they are more, 
equally, or less susceptible to sulphonamides than to 
penicillin is somewhat confusing. There are a few minor 
misprints which are disfiguring rather than important. The 
book can be recommended as a concise elementary guide. 

F. H.vwking. 


Modern Discoveries in Medical Psycholoay. by Dr. Clifford- Allen 
(ni ■'16: I3s. 6d. ; London: Macmilian, 1949). is ihc second edition 
'Hook published twe've sears aso with the abject of explaining 
in simple language the theories and practice of medicai psychology 
10 general practitioners and students. It says much for ihe genera- 
uoii of psychiatrists, as they wouid, now be called, of which the 
author is a distinguished member that such a book is much less 
necessary now than when the lectures on which it was founded were 
first delivered. Kevcriheicss. it is still interesting and affords us a 
cood v-view of the dcvelormenl of the treatment of mental illness, 
specially psyclioneutosis, which has taken place in the last half- 
c-niurs Some remarks which were no doubt apposite when first 
w'^ritien now seem out of place and might well have been omitted— 
for example, few contemporary neurologists sect to find a cerebral 
localiration for hysteria. 
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THE USES OF STREPTOMYCIN 
Streptomycin is now freely obtainable in this country, 
and the profession as a whole is consequently in a posi- 
tion to make valuable use of it. At the same time there 
are possibilities that this expensive and by no means 
harmless drug may be either wasted or used in such a' 
way as to do positive harm, and therefore its properties 
and indications should be kept under careful review. 
Streptomycin, like penicillin, is usually administered by 
intramuscular injection, and for most purposes, owing 
to its slower rate of excretion, two daily doses suffice. 
There is no streptomycin equivalent to procaine peni- 
cillin, with a therapeutic effect lasting 24 hours or more, 
though a single daily d®se has sometimes been used. 
Unlike penicillin, its dosage has to be kept within strict 
limits if serious toxic effects are to be avoided: the 
most notable of these is on the eighth . nerve, causing 
vertigo and disturbance of position sense and even deaf- 
ness, either of which may be permanent. ' It is in fact a 
much more harmful and also a less potent chemothera- 
peutic agent than penicillin, and would find no place in 
therapeutics but for the fact that it acts on many 
bacteria against which penicillin is powerless. 

Foremost among these is the tubercle bacillus. Much 
could be written about the indications for using strepto- 
mycin in tuberculosis, but they depend on two principles 
which can be expressed shortly. One is that the more 
acute the disease the greater is likely to be the effect. 
This probably has much to do with the fact that in 
’■e early stages of any rapid extension of the disease 
the bacilli are more accessible to a drug reaching the 
affected area through the blood: large areas of tissue 
ha\c not undergone caseatioa and so formed a mass 
remote from any blood supply and therefore partially 
or wholly impenetrable by the drug. The , strongest 
'indications for streptomycin therapy, both on this 
ground and of course because they are otherwise fatal, 
are the miliary form of the disease and tuberculous 
meningitis. Rapidly extending pulmonary infiltration 
and ulcerative tracheo- bronchitis also call for strepto- 
mycin treatment. But when it is contemplated in a 
more chronic case, whether of phthisis or of the disease 
elsewhere, the object should be clearly defined and 
streptomycin administration specifically related in time 


and intention to other treatment, particularly surgical. 
Thus in advanced phthisis with extensive cavitation 
streptomycin may sufficiently improve the condition to 
make possible a thoracoplasty which could not have\ 
been undertaken before, but it should not be used until 
plans for this have been completed. It may be very 
difficult to resist the demands of patients and relatives 
for the new “ wonder drug,” but if these demands are 
infrequently resisted and treatment of tuberculosis with 
streptomycin becomes at all indiscriminate the ultimate 
effects will be disastrous. A warning to this effect was 
given in the letter of Dr. B. Gouts .published in a recent 
issue (October 22, p. 933). The fact to be borne con- 
stantly in mind is that only one chance is usually given 
of killing any particular tubercle bacillus with this 
weapon. In the majority of patients bacilli surviving 
at the end of a course of treatment are found to be 
resistant to the drug, and remain so indefinitely. This 
change precludes the further treatment with strepto- 
mycin both of (hat patient and of anyone else whom 
he may infect. Several instances of infection with' 
streptomycin-resistant bacilli in contacts of treated cases 
have already been observed in the United States. It is 
unfair to the whole community to use streptomycin in 
patients with open tuberculosis unless for good and 
well-defined reasons. The decision to use it is emphatic- 
ally one for the expert only. 

The other uses for streptomycin are almost all 
included in a category which can be defined only in 
bacteriological terms — infections due to Gram-negative 
bacilli, the majority of which are little affected by 
penicillin. These are numerous, but some of them are 
either unknown in this country or uncommon. It is in 
tularaemia that streptomycin has had perhaps an un- 
qualified success, but in this country we cannot exploit 
its usefulness either in this disease or in plague. Its 
disappointing effect on enteric fever is difficult to 
explain, but fortunately another antibiotic, chlor- 
amphenicol, has a remarkable action in typhoid.^ 
Given with sulphadiazine, streptomycin will cure 
brucellosis, but the same effect can be achieved more 
simply and safely with “ aureomycin.” Among un- 
common conditions in which streptomycin is indicated 
are H, influenzae meningitis, pneumonia due to Fried- 
lander’s bacillus, and either septicaemia or meningitis, 
caused by such organisms as Proteus or Ps. pyocyanea. 

What are the commoner conditions, other than 
tuberculosis, in which streptomycin may be called 
for ? They fail into three categories — certain intestinal 
infections, infections of the urinary tract, and some 
conditions due to penicillin-resistant cocci. When 
streptomycin is swallowed it is neither absorbed nor 
destroyed, but acts as a remarkably efficient intestinal 
antiseptic. It undoubtedly has a beneficial effect in 
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bacillary dysentery, and possibly in Salmonella infec- 
tions other than enteric fever. Its action in infantile 
gastro-enteritis is a subject of controversy, possibly 
because there is more than one cause. It may be 
said that this type of use is justified only in severe 
cases which have been investigated as fully as possible. 
Most bacillary dysentery seen in this country is too 
'uild and self-limited to deserve so costly a treatment, 
'n ulcerative colitis streptomycin is useless. Urinary- 
l act infections are a different matter; owing to their 
frequent intractability the controlled use of streptomycin 
'5 fully justified. Whether such control is practicable 
outside a hospital is. exceedingly doubtful. Urological 
■.nvestigation is first necessary to identify any underlying 
cause: no drug can be expected to eliminate infection 
in the presence of obstruction or a calculus. Examina- 
uon of the urine should include determination of the 
sensitivity of the organisms to streptomycin and possibly 
to other drugs which merit trial first. It is then neces- 
sary by medication to render the urine consistently 
alkaline, since streptomycin is relatively inactive in an 
acid medium. Finally, the drug has to be given intra- 
muscularly, and preferably — though there is singularly 
little information on this important point — three times a 
day at least Even when such care is taken treatment 
with streptomycin sometimes fails, usually because some 
underlying cause has not been eliminated. How often, 
then, is success to be expected from a few intramuscular 
mjections given optimistically to an ambulant and 
incompletely investigated patient? Laboratory and 
often other hospital facilities are also required for the 
investigation and treatment of -the third group of infec- 
tions which may be benefited by streptomycin; coccal 
infections normally responsive to penicillin but some- 
times reristant to it. The majority are staphylococcal, 
though streptomycin may have a use in certain strepto- 
coccal infections. It has even been used in the treat- 
ment of penicillin-resistant bacterial endocarditis. 

There are thus comparatively few conditions in which 
streptomycin can justifiably be used for a patient out- 
side a hospital. Within hospital, though indications 
may be more numerous, the grounds for administra- 
tion should be well ascertained and weighed. This 
.diTiing is called for not merely because the produc- 
tion of streptomycin even in England means dollar 
expenditure, and waste is therefore the worst form of 
extravagance, or even only because the drug is potenti- 
ally dangerous : the strongest objection to indiscriminate 
use is that already mentioned in connexion with tubercu- 

josis that unsuccessful treatment renders the organism 

completely resistant. The tubercle bacillus rarely 
acquires this property in less than about six weeks. 
Other bacteria, multiplying , at a far greater rate, can 
- acquire it within a few days or even ovemighL The 


trial of streptomycin for a urinary tract infection, for 
instance, without proper safeguards can do a patient 
irreparable harm by placing him out of reach of even 
properly controlled treatment later. In time, no doubt, 
resistant bacteria of other species than the tubercle 
bacillus will be transmitted from person to person, and 
infections in untreated patients will be found totally 
resistant at the outset. It is even possible that the use 
of the drug will have to be altogether abandoned on 
this account in the not far distant fumre. Fortunately 
there is no other antibiotic or drug of any kind to which 
such high resistance can be acquired so rapidly, just 
as there is no other which can become an essential 
nutrient for an organism on which its previous action 
was destructive. This almost ludicrous transformation 
is now fully substantiated and known to occur in many 
species, including the tubercle bacUlus. Nothing illus- 
trates more clearly than this how fragile a weapon 
streptomycin is and how Hi-defined is the boundary 
separating good from harm in its effects. Doctors 
possess in streptomycin something quite peculiar and 
not to be regarded ‘in the same light as any other drug. 
It should be reseix’ed for use only on the clearest indica- 
tions and under the closest observation. Every patient 
treated unsuccessfully brings nearer the day when no 
patient will be able to be treated with streptomycin 
at all. 


RECRUTOJEST OF JIEDIC.4L OFECERS 
The recommendations of the Spans Committees are 
exerting their influence far beyond the terms of refer- 
ence that the committees considered. Organizations 
outside.the Health Service competing to employ medical 
men — such as the universities, the armed Forces, and 
industrial firms — are finding that they must offer terms 
at least as attractive as those offered within the Health 
Service. Though it is doubtful whether remuneration 
in the Health Service fulfils the Spens recommendations 
in terms of the present value of money, a number of 
universities have found it necessary to increase the 
salaries paid to medical men, and the British Medical 
Association has made out a strong case that the armed 
Forces should do likewise. 

Recruitment of regular medical officers to the Army, 
which is at an exceedingly low ebb, suggests that the 
financial terms offered must be improved if the Army 
is to be able to attract sufficient doctors, and there is 
'reason to believe that that view is held in the War 
Office. The decline in recruitment can be accounted 
for in part as an inevitable post-war phenomenon. 
Research at the War Office has shown that recruit- 
ment has always fallen off after great wars, including 
the Crimean War, the Boer War, and the two world 
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wars. Though the total number of medical' officers in 
the Army is at present sufficient for the establishment of 
1.5-1.75 per thousand population at risk (which does 
not comprise only British troops), the number of regular 
medical officers is slightly below strength, and that of 
short-service officers is just over 60% below. The total 
numbers are likely to fall to about 10% below estab- 
lishment by next January. The deficiency of regular 
officers is at present made up from National Service 
officers, whose work is highly praised at the War Office ; 
they constitute about 50% of the total. This flow 
cannot continue in sufficient volume, for the shortage 
of vacancies in medical schools induces a considerable 
number of students to do their National Service before 
starting a medical course, so that they are not available 
to be conscripted as medical officers when they have 
completed it. 

Specialists are particularly scarce, and the Army has 
recently advertised for civilian specialists at salaries that 
are distinctly attractive compared with those paid to 
medical officers, as correspondents to this Journal have 
pointed out. It is of interest to record that no specialist 
was appointed as a result of that advertisement, but so 
great is the need for them that the Army will prob- 
ably continue the policy, as a temporary measure, of 
offering appointments to civilians. The Armed Forces 
Committee of the Association has considered whether 
it should recommend refusal of this kind of advertise- 
ment. but decided not to do so — at least for the present 
— in view of the Army’s urgent need. It may take a 
different view if the Government fails to solve the 
Army’s problem. Meanwhile many opportunities are 
given the regular officer to gain special experience and 
higher qualifications. They include study leave and 
work at suitable training centres, and the short-service 
officer is also encouraged to specialize. In all, about 
one-third of the regular and short-service officers' are 
trained in this way. , 

The Ministry of Defence is now considering the 
B.M.A.’s proposals^ for new scales of pay in the 
three Services. The increases proposed as a mini- 
mum range from 3s. a day in the lowest ranks to 
27s. in the ranks of surgeon-captain, brigadier, and 
air commodore, with smaller increases in the ranks- 
higher than those. The Government’s reply , is ex- 
pected shortly, but the Ministry has already noti- 
fied^ the B.M.A. that remuneration of personnel in 
the armed Forces is decided by the Government, and 
that negotiations with bodies representing any section 
of the Forces have never been undertaken, since they 
would be incompatible with Service discipline. This 
attitude seems more calculated to frighten than to 

I British Medical Journal Supplement, April 2, p. 204. 

- September 17, p. 137. 


inform, for the Ministry can hardly be expecting the 
Association to . incite its members in the Forces to 
sedition. No objection can be taken to the analysis 
of evidence and the preparation on it of a carefully 
reasoned case, particularly when the adoption of the 
Association’s proposals is likely to encourage recruit- 
ment and thereby benefit the medical arms of tlie 
Services. ’ 

Though the country is in difficult circumstances 
^economically there is no evidence that the Govern- 
ment intends to allow the Forces to fall below the 
strength vitally necessary for defence, nor would the 
nation allow it to do so. Further economy in medical 
man-power would seem to be impossible.' Overlap 
between the three Services has already been largely 
eliminated ; in small stations one of the Services is 
normally responsible for the medical care of personnel 
from all three, and at home the Forces co-operate 
with National Health Service hospitals and praedtioners. 
The Government must therefore offer attractive terms 
if it is to fulfil its duty of providing adequate medical 
care of the armed Forces. 


ANAESTHETIC EXPLOSIONS 

The risk of anaesthetic explosions should by now be well 
known in view of the attention it has received in recent 
years. In his review of the literature some four years ago 
Cole^ was able toJist 70 papers on this subject. They 
ranged from brief accounts of simple accidents in which 
only the doctor was damaged^ to Greene’s analysis of 
230 anaesthetic fires and explosions.® Yet every year 
there are a number of anaesthetic explosions, many of 
.which must needs be reported to the coroner. Every 
junior anaesthetist and probably most medical students 
know that the common inhalation anaesthetics used in 
this country — ether, cyclopropane, and ethyl chloride— 
are inflammable, and when mixed with oxygen explosive. 
Everybody knows that heat, or a spark, or a naked flame 
is needed to touch off an explosive mixture. It might 
thus appear that explosions would never occur in opera- 
ting theatres, for who but the completely uninitiated 
would bring an explosive vapour and a source of ignition 
together ? Yet this is what happens only too often. Two 
anaesthetic explosions have been reported this year*; 
many explosions in which there is no loss of life go 
ururecorded, though doctors, nurses, and onlookers may 

1 Surgery, 1945, 18, 7. 

•British Medical Journal, 1892, 2, 1457. 

^ Anesthesiol., 1941, 2, 144, 

^ British Medical Journal, 1949, 1, 117. 

5 Ibid., 1949. 1.244. 

« Amer. 7. Surg„ 1945. 69, 89, 

’ Becken. J., Irish J, med, Scl., 1946, 6, 656. 

4 Letch, B. C., Canad. med. Ass. J., 1947, 56, 23. 

• British Medical Journal, 1936. t, 74, 
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n;cei\e injuries varying from singed hair to the loss of 
an eye from flying glass. The patient may be spared or 
raa\ suffer fatal blast injuries of the respiratory tract 
The dangers of static electricity, which was responsible 
one of these two explosions,^ are not yet generally 
•ippreciated. These electrical charges accnmulate quickly 
and easily on insulated objects in an operating theatre. 
Complacency about static electricity was produced by a 
once common teaching that this phenomenon occurred 
only in countries with a very dry climate. We know 
etter now, and even on the dullest, dampest day a little 
effort in an operating theatre in smartly pulling a blanket 
across the top of a theatre trolley will produce a spark 
when a finger is held about one-sixteenth of an inch away 
from the metal top of the trolley. The same effect may 
be obtained when an anaesthetized patient wrapped in 
one or more blaiikets is lifted from a trolley to the 
operating table. For this reason Waugh and Bond' 
recommend that woollen blankets should never be used 
in the operating theatre. These static charges may be 
dispersed or prevented from accumulating if certain 
simple precautions are adopted, one of which is the 
fitting of earthing chains dangling on the floor to every 
insulated movable object in the operating theatre. 
Surgeons and anaesthetists become insulated movable 
objects when they wear rubber-soled boots and shoes ; all 
such footwear should have soles of conducting rubber, 
and boots of this sort are now obtainable. When the 
humidity of the theatre is kept as high as is compatible 
with working comfort the accumulation of static 
electricity is again less likely to occur. 

Obvious sources of ignition abound in operating 
theatres. There are’ such old offenders as the sparking 
diathermy needle, and even the apparatus itself may be a 
danger, particularly when spark gaps are visible through 
a perforated metal case. These things must obviously 
be avoided in the presence of explosive vapours. Less 
well known is the risk associated with endoscope bulbs, 
which are so often overloaded because the surgeon wants 
more light Ether vapour can be ignited by a tempera- 
ture as low as 172° C., and these little bulbs may become 
very hot Such a bulb may also break, with the momen- 
tary exposure of a white-hot filament A simple device 
fitted to the voltage reduction apparatus \vill prevent 
their being damaged by overloading. Endoscopic instru- 
ments should also be inspected regularly to ensure that 
the lamp and the lamp-holder fit perfectly ; a defective 
contact at this point may be responsible for touching off 
an e.xplosive anaesthetic mixture." 

Less obvious sources of ignition are numerous and 
cannot all be tabulated here. Surgeons often use 
appliances like electrical saws, drills, cauteries, and lights 
without considering whether these instruments are safe 
or otherwise from the point of view of setting off an 


explosion. No such device should be introduced into the 
theatre un^ it has been approved by a trained physicist 
or an engineer who could say whether or not there is 
danger of an explosion when the instrument is in use. 
In the same way an expert electrician should inspect 
regularly the switches and plugs in operating theatres. 
Loose connexions and deficient earth connexions can 
then be made good. It is perhaps hardly necessary to 
state here that open-flame sterilizers should never be 
used in theatres and anaesthetic rooms. Much has been 
written about all these and other precautions. Were 
they aU adopted explosions would be very rare. But lack 
of awareness on the part of surgeons, anaesthetists, 
hospital administrators, and theatre sisters still continues. 
The surgeon who enters the anaesthetic room with a 
cigarette at his lips would not be welcomed in any 
factory where there was the same risk of explosion, and 
there are certainly some anaesthetists who would regard 
such conduct as “entirely inexcusable.”' When an 
obvious source of ignition must be present expert 
anaesthetists can usually administer satisfactorily a non- 
inflammable anaesthetic. Thus in one explosion the 
diathenny needle was applied near the pleura in a patient 
who had recently had a pneumonectomy. The possibility 
of a bronchial fistula being present in such a case is 
well known, and the use of an explosive mixture like 
cyclopropane and oxygen in these drcumstances is 
surprising. Chloroform, thiopentone, nitrous oxide, and 
curare, all non-inflammable, are commonly employed in 
thoracic centres all over the world, and it seems that in 
this instance the use of one of these might have prevented 
the explosion- In cases of this kind the diathermy point 
and the e-xplosive vapour may be separated only by thin 
pleura and the surgeon’s steady hand. It is by no 
means certain that the risk attached to non-explosive 
anaesthetics in such cases is greater than the risk of 
explosion. 

Anaesthetic explosions continue to occur despite all 
the publicity that has been given to the subject in the 
medical literature and in the newspapers. It shonld 
perhaps be considered whether the precautions now 
generally accepted should not be made a legal responsi- 
bility of hospital authorities and of those working in 
operating theatres. Thus, deaths resulting from their 
non-observance might at least raise the possibility of 
salutary penalties. Interest in the prevention of explo- 
sions would then be given new impetus. When the 
Ministry of Health issued a memorandum’ on this 
subject before the war it had to be addressed to medical 
officers of health and local authorities. The Ministry 
is now more intimately concerned than ever before with 
hospital activities, and might perhaps be stimulated to 
consider again the problem of anaesthetic explosions and 
the avoidable deaths which are caused thereby. . 
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MiVLIGNANT HYPERTENSION 
There is a growing conviction that malignant hypertension 
is a form of primary hypertension not preceded by struc- 
tural renal damage but causing it. This is a result of careful 
clinical and histological studies of early cases, and recently 
Byrom and Dodson^ have put forward e.xperimental 
evidence which gives further support to the theory. In 
malignant hypertension acute focal necrotic lesions occur 
in the terminal arteries and arterioles of many organs, 
especially in the kidney, where the glomerular vessels are 
affected and tubular changes develop. Byrom and Dodson 
studied the onset of this acute necrotizing arteritis in the 
hypertensive animal and demonstrated the aetiological 
importance of increased intravascular tension: neither 
uraemia nor “ toxic ” absorption from damaged renal tissue 
was a necessary or constant precursor. Other writers con- 
sider that the characteristic arterial necrosis will no^ occur 
unless renal abnormalities are present — despite the find- 
ing of such necrosis in the early stages of the natural disease 
in patients with otherwise clinically and histologically 
healthy kidneys. Some even believe that the renal factors 
alone are concerned and that increased intravascular tension 
is not. 

In their first series of experiments Byrom and Dodson 
used the Goldblatt technique to produce hypertension in 
eight young rats. The left kidney was rendered isclfaemic 
by constriction of the left renal artery with a cotton thread 
ligature ; the right kidney was undisturbed. The animals 
were killed after periods of 3, 7, 10, 14, and 17 weeks, 
during which time the systolic blood pressures were 
recorded. In every animal some atrophy of the ischaemic 
kidney was found, but no arterial lesion. There were 
necrotizing arterial lesions in the intact (right) kidney of 
six rats and in the heart, mesentery, brain, and spleen in a 
similar number. The finding by Schroeder and Neumaim- 
and Patton and his colleagues^ of necrotizing lesions in both 
kidneys can be explained as the result of variation in the 
ligation of the left renal artery. As Byrom and Dodson have 
shown, effective ligation acts as a barrier and protects the 
left kidney against the increased arterial tension. In an 
endeavour to find out how hypertension causes the arterial 
necrosis, they tested the hypothesis that a consequence of 
sudden overstretching of the vessel wall, as may occur when 
the intravascular tension is increased, is necrosis of the over- 
stretched muscle and lysis ; blood and plasma then seep into 
the affected zone and are transformed into a fibrinoid plug 
by the action of thromboplastin from the damaged muscle, 
luo millilitres of warm Ringer’s solution was injected 
through a short bent needle (0.6 mm. bore) ten to fifteen 
times into the exposed left common carotid artery of 23 
young adult rats ; the injections were made towards the 
heart — the upper end of the artery being ligated. In 10 
of the animals a loop of thread round the left renal artery 
was pulled taut during the injections, thus protecting ' the 
left kidney against the sudden increased tension. The 
transient rise in pressure which resulted probably amounted 
to between SO and 90 mm. Hg. During the injections, 

» J hth. Bact., 1943. 60. 357. 

» !. txp. MfJ.. 1942, JS. 527. 

» SUT!. Cvner. Obsiel., 1943. 76. 493. 

‘7. din. ln\tst.. 1943.22. II. 

* Renal HyperfenJlcn^ Sprihglicld, p. 67, 


which were made, as forcibly as possible, the cortex 
of the kidney was' seen to blanch momentarily and 
equally briskly to regain normal colour. After repeated 
injections, however, small irregular areas of residual 
pallor were noticed which returned to normal mote 
slowly owing to transient spasm of the intralobular 
arteries. The animals recovered quickly and appeared well 
when killed three days later. Typical acute focal fibrinoid 
necrosis of the arteries of the cortex, including the afferent 
glomerular arterioles, was found, except in the kidneys 
protected by occlusion of the renal artery. ' A clear demon- 
stration of the sequence of events leading to the appearance 
of the lesion was obtained — necrosis of a segment of muscle 
cells with autolysis, and with fibrinoid exudation into the 
adventitia and subintima with or without round cell and 
fibroblast infiltrations. Occasionally simple coagulative 
necrosis occurred. No hypertensive glomerular lesions were 
seen: the parenthymatous damage was limited -to slight 
tubular degeneration — a clear indication of the brief dura- 
tion of arterial contraction. This is a most important 
observation, since there is clinical belief that the acute 
symptoms in malignant hypertension, especially those 
associated with encephalopathy, may be caused by transient 
vasospasm. 

Other experiments of Byrom and Dodson confirmed the 
findings of Leiter and Eichelberger^ that bilateral renal- 
artery ligation causes earlier death ‘(48 hours) than bilateral 
nephrectomy (76 hours), and that necrotizing arteritis (of 
pancreas and other viscera) may occur after ligation of both 
renal arteries or both ureters. This shows that the arterial 
and arteriolar lesion can arise in the absence of gross 
hypertension as a result of total renal insufficiency and 
total necrosis of the kidney. But this combination is never 
present in either e.xperimental or human hypertension. 
Braun-Mendndez and his colleagues’ suggest in an ingenious 
hypothesis that arterial necrosis may develop from a com- 
bination of two of the three factors — hypertension, uraemia, 
and the toxic absorption of dead renal tissue. But this does 
not explain the appearance of the arterial lesion in experi- 
ments where hypertension alone is present. While admitting 
that both uraemia and renal necrosis may play a secondary 
part in the “ malignant ” termination of chronic renal hyper- 
tension and may accelerate the late stages of true malignant 
hypertension, Byrom and Dodson interpret the results of 
their experiments as good evidence for the simple 
mechanical explanation of acute hypertensive vascular 
lesions. Their work supports the modern clinical concept 
of malignant hypertension and the assumption that the 
difference between benign and malignant hypertension is 
simply one of degree. 


ACUTE MASTOIDITIS IN CHILDREN 
The sulphohamides and penicillin have changed beyond 
recognition the prognosis and treatment of acute infections 
of the middle ear cleft. Nevertheless each new chemo- 
therapeutic substance has its drawbacks ai well as its advan- 
tages. The drawbacks are not always apparent at first, as 
witness the masking of symptoms in acute' mastoiditis and 
the increased risk of deafness from otitis media before 
this was recognized as a possible danger. It is now accepted 
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that these compIicatioDs may largely be avoided by adequate 
early dosage and prompt drainage of pus. The latter may be 
unnecessary if chemotherapy is instituted early enough, but 
all authorities reiterate the need for drainage of pus. Else- 
where in this issue Mr. A. I. Moffett and Dr. G. A. Dalton 
report the results of treating acute mastoiditis in children 
with penicillin and sulphadiazine. They included in their 
series every case of undoubted acute mastoiditis seen in 
hospital over a period of three months. In additioa to 
systemic disturbances, tenderness, swelling, oedema, and, 
in some cases, a fluctuating abscess over the mastoid pro- 
cess were present : the typical downward and forward dis- 
placement of the pinna was seen, to a greater or lesser 
extent, in all the cases. The children were treated in hos- 
pital with full doses of sulphonamides and penicillin in 
addition to local cleansing and pem'cillm aural drops thrice 
daily. Myringotomy was performed when necessary. Out 
of 17 children, whose ages ranged from 18 months to 12 
years, treated in this way all except one were cured without 
surgical drainage of the mastoid. The otorrhoea ceased in 
an average of 5.6 days (limits, 3 to 11 daysl, the periostitis 
in an average of 8 days (limits, 5 to 11 days), and the 
drum recovered its normal appearance in 13 of the cases in 
an average of 10.7 days (limits, 8 to 19 days) from the begin- 
ning of treatment In all cases the parents were written to 
several months after discharge of the child from hospital in 
order to find out if there had been any ligbung-up of the 
infection, but none had occurred. The saving of suffering 
to these children and the reduction in time spent in hos- 
pital are obvious advantages, but the risks of treatment 
should be borne in mind. As the authors point out, a 
careful watch must be kept throughout for signs of intra- 
cranial suppuration, and before this method can be gener- 
ally applied further trial should be made of it in hospital. 
There will always be need to take special care that the often 
ill-defined signs of continued suppuration or its intracranial 
spread do not go unnoticed. The possibility of using this 
method of treatment in adults may be considered, but it 
should be remembered that because of the greater vascu- 
larity of the temporal bone in a growing child the reaction 
to infection caused by organisms sensitive to chemothera- 
peutic substances will probably be more favourable in 
.children than in adults. 


AUREOMYCIN AND SYPHILIS 
Supplies of aureomycin have until recently been scarce in 
this country, and little has therefore been published here 
on its use in the treatment of various diseases. The report 
by Dr. R. R. Willco.x which appears on another page is 
probably the first to be published in England about the 
treatment of early syphilis with this drug. WiUcox treated 
nine Bantu negroes suffering from primary or secondary 
syphilis with doses of aureomycin rangmg from 0,73 to 
1.5 g. over periods of 24 to 48 hours and noted that lesions, 
especially secondary ones, healed rapidly and that spiro- 
chaetes disappeared from surface lesions in 48 hours. Un- 
fortunately follow-up examination was impossible, so that 
the effect on scrum reactions could not be observed. One 

1 froc. .Ifcro Ctin-, 194S. II, S7I. 
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patient with secondary syphilis relapsed after 12 days. In 
file U.S.A. O’Leary and his colleagues’^ reported two cas« 
of syphilis treated with aureomycin. The first, a case of 
secondary syphilis, was given 44.2 g. of the drug in 16 days ; 
a mild Herxheimer reaction occurred after 24 hours. Spiro- 
chaeles disappeared in 60 hours, and a scrotal lesion healed 
in 26 days; but serum reactions, though weakening, were 
still positive after 41 days. Side-effects included nausea and 
anorexia. The second case treated by these authors was 
one of primary' syphilis. This patient received 67.5 g. of 
aureomycin in 15 days; spirochaetes disappeared after 16 
hours, and the primary sore healed in 15 days. Reactions 
were similar to those in the first case. In experiments on 
rabbits infected with T. paliiduni 10 to 14 days previously 
WiggaU and his colleagues’ found that intramuscular injec- 
tions of aureomycin (50 mg. per kg. of body weight) caused 
lesions to heal and spirochaetes to disappear, though rather 
slowly. They also treated 15 patients suffering from 
primary or secondary syphilis with doses varying from IS 
to 36 g. for two to six days. Again spirochaetes disappeared 
rather slowly, in some cases persisting for nearly 72 hours, 
but most lesions healed in six days. Side-effects were mild 
in men, but the drug was toxic for rabbits, possibly because 
it was given parenterally. 

Aureomycin is best given orally in the form of 250-mg. 
capsules, and toxic effects in human beings appear to be 
slight, consisting only of nausea or vomiting, anorexia, and 
diarrhoea. The drug undoubtedly has an effect on syphilis, 
but its relatively slow action in killing spirochaetes suggests 
that it is not nearly so active a remedy as penicillin or 
arsenic. Its influence on serum reactions and its action in 
late, neuro-, and cardiovascular syphilis will not be known 
for some time. Meanwhile its use in the ueatment of 
human syphilis must still be experimental, and no attempt 
to give it as a routine can be justified until more is known 
about dosage, period of administration, and possible to.xic 
effects. In ibis connexion it is of interest to note that 
aureomycin is effective in all five venereal diseases — syphilis, 
gonorrhoea, chancroid, lymphogranuloma venereum, and 
granuloma inguinale. 


Sir Herbert Lightfoot Eason, President of the General 
Medical Council, died on November 2. An obituary notice 
is published in this issue of the Journal at p. 1 1 17. The next 
meeting of the Council over which Sir Herbert should have 
presided will open on Tuesday, November 22, at 2 p.m. 


Dr. Donald Hunter will deliver the Ernestine Henry Lec- 
ture before the Royal College of Physicians of London 
(Pall Mall East, London, S.W.) on Tuesday, November 15, 
at 5 p.m. His subject is “ Devices for the Protection of 
the Worker against Injury and Disease." 


Dr. Norman B. Capon will deliver the Charles West 
Lecture before Ihe Royal College of Physicians of London 
(Pall Mall East, London, S.W.) on Tuesday, November 22, 
at 5 p.m. His subject is “ Development and Behaviour in 
Childhood.” 
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According to oflBcial figures twice as many premature 
.nfants die each year in Great Britain as the total number 
of all persons killed on the roads. This indicates the 
seriousness of the problem. Half of these deaths occur in 
the first 24 hours of life and present a challenge to the 
obstetrician to prevent premature labour, but better 
management of the survivors would go far to reduce the 
loss of life. Although figures in connexion with prognosis 
ire somewhat contradictory, the position can be summed 
up by saying that except for a slightly increased risk of 
cerebral trauma at birth the prematurely bom infant has 
as good a chance as any other baby of growing into a 
normal and useful citizen. 

Details of management to be discussed here are delib- 
erately planned for what may have to be carried outJn the 
patient’s home. Some think this is a better place for 
premature babies than a hospital ; others believe that the 
hospital can offer facilities and apparatus far superior to 
those available in a house. This should have been remedied 
to some extent since 1944,' when local health authorities 
were advised to keep certain appliances on hand for use 
in the home. A general practitioner called upon to look after 
a premature baby should certainly contact the medical offi- 
cer of health for the district and see what apparatus he can 
get, and the services of a paediatrician should be available 
to lend expert help if required. More important than any 
apparatus and the aid of the expert, however, is good 
nursing. Some midwives are more skilled with small babies 
than others, and it may be possible to secure the services 
of one who has had special experience with premature 
babies — for example, at a maternity hospital with a special 
unit for their care. 

Genera! Management 

If premature labour has set in and a small baby is 
expected certain preliminary steps can be taken. It is 
wise to give the mother a dose of vitamin K. A cot or 
oasket should be prepared with lined sides to prevent 
draughts If time permits an o.xygen cylinder should be 
obtained, with a close-fitting rubber mask or a nasal 
catheter for administration. 

After the baby is born it should be wrapped in a warm 
towel and placed head downwards in the cot or basket, 
which should be suitably tilted. Gentle wiping out of the 
mouth and gentle aspiration with a rubber catheter will 
make sure that the air passages are clear. If available, 
oxygen may be administered for a short period to produce 
a good saturation of the arterial blood. If respiration is 
feeble carbon dioxide from a “ sparklet ” apparatus may 
be used, or some device improvised to secure a degree of 
.-ebreathing. 

It must be remembered from the start that the greatest 
enemy is infection, and in the early days the nurse and 
doctor should wear an efficient mask and conduct all 
manipulations with an aseptic or antiseptic technique. 

‘Mmisirv- of Health circular 20/44. 


The room in which the baby is to be nursed must be kept 
warm — 70 to 75° F. (21-24° C.) is ideal — in addition 
to the careful use of hot-water bottles in the cot or the 
employment of an electric blanket pad (which can be hired 
in some areas). The aim is to keep the baby’s recta! 
temperature not below about 98° F. (36.7° C.), but this, 
is sometimes not achieved for a few days. The temperature 
should certainly be taken and recorded four-hourly. The 
atmosphere must also be kept moist enough to minimize 
“ evaporation ” from the baby’s skin and lungs. A wei 
towel hung over the back of the chair, with its end in a 
bowl of water and placed near a source of heat, will 
provide a reasonable degree of humidity. A bathroom, it 
available and able to be temporarily set apart for the baby, 
is often ideal because of its humidity. 

When the baby, has recovered from the initial shock and 
is breathing well and a good colour the nurse may give it 
a gentle cleansing. This is most efficiently accomplished as 
a modified blanket bath with soap and water and a soft 
flannel, exposing only a small portion of the skin at a time 
Drying should be carried out by gentle dabbing with a 
warm, soft towel, followed by a suitable baby powder (olive 
oil is messy, an inefficient cleaning agent, and not always 
sterile). The normal procedures for care of the eyes and 
cord should be carried out. Napkins can be applied, and 
the baby dressed in a gamgee jacket, bootees, gloves, and 
a bonnet, leaving only the face exposed. The bedclothes 
must not be too heavy. Before this dressing-up, however, 
the weight should be obtained if the baby’s condition 
permits, for it is a most valuable base-line from which 
to judge subsequent progress. The infant should now be 
left in its cot and disturbed as little as possible, except to 
be moved from one side to the other from Ume to time to 
promote full expansion of the lungs. Oxygen may still 
be required at intervals if the colour does ‘not remain 
good. 

All these measures are necessary at first, but from -the ' 
start the programme of management must be designed to 
speed up the process of maturation. That is to say, the 
baby must be brought daily nearer to the normal standards 
of care of the full-time infant. The external temperature 
of the room can be graduaUy lowered, some of the gamgee 
clothing cut away, and hot-water bottles or blanket pad 
left out of the cot for brief but increasing periods. It k 
difficult to lay down precise details to cover premature 
babies of all weights. Careful judgment is required, and 
the experience of the nurse is invaluable. I must stress the 
necessity for making progress and not keeping the baby 
too long before his own heat-regulating mechanism is called 
upon to take action. 

Feeding 

The same difficulty over precise details arises in con- 
nexion with feeding. Certain general principles will be 
discussed and, as far as possible, their application to a 
group of infants whose weights range from 2 lb. (I kg.) 
or less up to the official standard of 5^ lb. (2.5 kg.). 
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ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 
QUEEN ADMITTED HONORARY FELLOW 

The Queen was admitted an Honorary Fellow of the Royal 
College of Obstetricians and Gynaecologists on November 3 
by Sir William Gilliatt. 

Sir William Fletcher Shaw, past President and first Honorary 
Secretary to the College, and Professor R. W. Johnstone, Senior 
Fellow in Scotland, presented the Queen for admission. 

Sir William Fletcher Shaw said that, as the College had 
developed and matured and its value to the welfare of the 
women of the Empire had been more fully established, her 
Majesty had very graciously become the first Pairon of the 
College. “That your Majesty accepted this office gave great 
joy to the College and added immensely to its prestige in all 
the countries of the Empire.” More recently her Majesty had 
shown her great personal interest in the work of the College 
by the princely gift she had made to its Appeal Fund. 
'• Now by becoming an Honorary Fellow of the College 
and thus identifying yourself with it in an even more 
persona! way you confer the greatest possible honour on the 
College." 

Professor Johnstone said : “ When you. Sir, were kind enough 
to award me the great and happy privilege of acting as one of 
her Majesty’s sponsors on this occasion, you remarked to me 
that her Majesty was a Scotswoman and was very proud of 
it, and that it would be becoming that one of her sponsors 
should be a Scottish Fellow of the College. In regard to that 
1 would only say that her Majesty's very natural and proper 
pride of race meets an overflowing complement in the deep 
and affectionate pride which every Scotsman and Scotswoman 
the world over takes in her Majesty’s most gracious self.” 
All at the College were well aware that the College was receiv- 
ing a much greater honour than it was giving. 

After expressing her gratitude to the College, the Queen said 
that she shared with all her heart their belief that it was on 
the happiness of home and family life that the true worth and 
strength of a nation depended, but what had been so well 
described as " the miracle of life and the source of all tender- 
ness and love in humanity " demanded more than ever the best 
technical attention. " It demands a spiritual approach as well, 
and it IS good to know that in your profession its members 
bring to their work a warm human understanding and a deep 
sense of moral values.” 


Handing the Queen her scroll as a Fellow, Sir 
William Gilliatt said : “ May it please your 
Majesty that I confirm your two sponsors in that 
the addition of your .name will add distinction 
and lustre to the roll of Honorary Fellows. 

“We are aware that your Majesty has never 
had, and cannot have, the opportunity of directly 
advancing the scientific side of our subject. I 
maintain, nevertheless, that by permitting us to 
elect you an. Honorary Fellow and fay your 
very generous gift to our Appeal Fund you are 
indirectly advancing in no uncertain manner 
the important work in which we are engaged. 
Your gracious acceptance of our Fellowship 
encourages us to feel that your Majesty is show- 
ing an even closer interest in our activities than 
was possible during the years you have been our 
Patron. 

“We could not have asked you, Madam, to 
join us did we not consider that there are few 
higher aims than to contribute to the prevention 
of illness and the maintenance of health and 
well-being of, mothers and their infants. Your 
Majesty’s sponsors have spoken of the standards 
of family life in which you have set the world 
such a wonderful example. In our report on 
‘ A National Maternity Service ’ published in 
May, 1944, we use the words, ‘We are all 
conscious that the infusion of higher moral and spiritual 
values into the families of our country has a profound bearing 
on physical and mental health.’ We on our part are encouraged 
by your presence here to-day and are determined to show that 
your trust in bur future achievements has not been misplaced. 

“ May I, on behalf of Council here present and every Fellow 
and Member, welcome your Majesty as an Honorary Fellow 
and thank you for your gracious acceptance.’’ 

New President Installed 

Installing Professor Hilda Lloyd as President, Sir William 
Gilliatt said that it gave him great pleasure to be the first to 
congratulate her on a.ssuming the high office to which she had 
been elected. Her election was an outstanding occasion in that 
she was the first woman to be elected as President to one of the 
Royal Medical Colleges. He offered her, on behalf of his 
colleagues on tl\e Council and for himself, their best wishes for 
very successful years of office. He wished to record his deep 
appreciation of her generous action in proposing to and con- 
vincing the Council that hrs term of office should be prolonged 
so that he might have the privilege of admitting her Majesty 
to the Honorary Fellowship of the College. 

Professor Hilda Lloyd was then vested with the president’s 
gown and repeated the president’s oath. 

Mr. V. B. Green-Armytage and Mr. J. Eric Stacey were 
installed as Vice-Presidents in place of Sir William Retcher 
Shaw and Mr. James Wyatt, whose term of office had e-xpired. 


The Handicapped Pupils and School Health Service Amend- 
ment Regulations, No. 2, 1949, make certain interim amend- 
ments to the main regulations recommended by the Education 
Subcommittee of the Local Government Man-power Committee. 
It is now unnecessary for the local authority to. obtain approval 
of the arrangements made or proposed for carrying on the 
school health service ; the Minister will rely on inspection and 
on the specified annual returns. The approval of medical 
officers is limited to those employed in connexion with the 
authorities’ arrangements for ascertaining whether pupils require 
special educational treatment because of educational sub- 
normality. A number of forms have also been withdrawn 
becau.se the National Health Service has made them obsolete. 
Under the Reports to Local Authorities fRecords) Amending 
Regulations, 1949, one of the statutory forms on the reporting 
of children to the local health authority has been amended to 
facilitate co-operation .between the educational psychologist and 
the medical officer in order to obviate duplication of vyork. 
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KEPARIN (EVANS) is indicated in the treat- 
ment and prophylaxis of phlebothrombosis, 
thrombophlebitis and p ulm onary embolism. 
It may also be used to prevent post-operative 
thrombosis and as an anticoagulant in blood 
transfusion. Recent work has shownittobeof 
valuein thetreatmentofcoronary thrombosis. 


Two phlcbosrains sbow-iog ths radio- 
graphic chaogca in a case ot* acute throm- 
bosis of the deep veins of the calf. 

I f Taken before the onset of s>mptoms, 
showing the normal pattern of the dee? 
\ etns. 

a) Taken after establishment of the 
thrombosis. The deep veins have no: 
SJIedand the conirastniedium has passed 
overimo the large saphenous vein s>-3iem. 










It is now recognised that Heparin given within the first 4S hours of the onset of symptoms will 
arrest the onward'progress of the thrombotic condition in threatened phlebothrombosis of the 
deep veins of the leg. A total of 250,cxx3 i.u. Heparin given over 7 days will usually bring 
about remission of all symptoms. Rabinowitch and Pines (1943) working on rabbits, have 
shown that treatment with Heparin will cause disappearance of an established thrombus in a 
high percentage of cases by facilitating fibrinolysis by enzj’mes. There is e\ idence to show that 
prolonged heparinisation can be effected by intramuscular injection of the most concentrated 
preparation. If required the heparin effect can be immediately suspended by the intrasenous 
injection of 5ml. of 1% Protamine Sulphate. 

HEPARIN (EVANS) is available in three strengths, each in 5ml. r.c. bottles. 1 .000 i.u. per 
ml: 5.000 i.u. per ml: 25,000 i.u. per ml. (for intravenous or intramuscular injection). 

PROTAMINE SULPHATE (EVANS) is available as a1 % solution- Boxes of 6x5ml. ampoules 


Rablnomtcb, L. and Picca, B. (1943} I-l, 669. 
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GROWTH AND REPRODUCTION OF 
BACTERIA 

Lectures by Sir Paul Fildes 

\ course of special University of London lectures on general 
oacteriology was given at University College in October by 
Sir Paul Fildes. His account of the growth and reproduction 
of bacteria covered a wide range, and it is possible to record 
only certain points of especial interest. 

Sir Paul Fildes said that he intended to try to analyse some 
of the means by which bacteria were maintained as part of the 
population of the planet. This involved a description of a 
number of biochemical processes which were not peculiar to 
aacteria but were common in some degree to all living things. 
It was hardly possible to lecture on the biological processes of 
bacteria without making it obvious that bacteria were being 
used only as illustrations of cellular physiology in general. He 
night have selected other organisms, such as protozoa or plants 
jr animals, but bacteria were chosen because they were easy to 
aandle and yielded results within a matter of hours. It was for 
his reason that many of the findings of cellular physiology had 
aeen based upon the study of bacteria. 

The physiology of bacteria derived its special importance 
Tom the likelihood that the control of bacterial activity in 
lealth or disease would not be achieved without greater know- 
edge than was available at presenL Bacterial activity became 
ipparent only as a sequel to growth and reproduction. This 
iccurred automatically when conditions were favourable. 
Jrowth and reproduction were therefore the prime interests 
if cellular physiology, because without them the external effects 
■ if bacteria for either good or ill would be unimportant. 

Organized Enzyme System 

It was convenient. Sir Paul continued, to look upon a 
lacterium not as a mere “ bagful of enzymes ” but as an 
irganized enzyme system. The organization was such that 
vhen the whole system was steeped in the proper substrates 
he “machine" started to work and continued automatically 
intil the substrates failed or the environment became adverse. 
The co-ordinated working of the system resulted in an increase 
n the contents of the bacterial cell until there was a division 
if the cell into two. When the process was working in full 
;o-ordination — which was not always the case — the time taken 
ay one cell to become two might be some 30 minutes, so that 
n 2,4 hours there might be 48 generations and the one bacterium 
Aould become 17,000,000. 

If nitrogen were taken as the key substance of the protein 
molecule, it was known from the work of Behring that some 
aacteria grew in gaseous nitrogen while some grew in such 
onus of nitrogen as ammonia. As the yield on analysis showed 
i vast increase in protein, it followed that protein was synihe- 
.ized from ammonia by the organism. TTie first thing that 
nappened was that the ammonia diffused into the cell, then it 
xas fi-xed by one of the receptors of an enzv me and combined 
with another nutrient fixed by another receptor. In general 
he synthesis of protein might be looked upon as a chain of 
eactions carried out by a series of enz>mes, each of which 
lad two receptors and two substrates. Eventually by the serial 
.ombinaiion of rivo similar substances the whole protein 
nolecule was constructed. 

Genetic Mutations 

In order to bring bacteriology into line with general bio- 
ocical teaching it was necessary to make an assumption which 
co^d not yet be proved. It was held that the controlling or 
operating force behind the enzyme was a gene, and that genetic 
mutations led necessarily to changes in or the disappearance 
of enzymes in bacteria. These phenomena might have a 
marked effect on the survival of bacteria in particular 
environments, 

A great deal of work had been carried out in elucidating the 
manner in which proteins were synthesized, and it was possible 


to make some. tentative guesses at the steps of the synthesis. 
,He described the role of tryptophan as a growth factor, also 
of indole, which could take the place of tryptophan. It was 
a question of guessing what two substances might be concerned 
in the synthesis of indole, for e.xaraple, and testing whether they 
would have any effect in the absence of indole. Until an 
organism could be found which would give a positive growth 
response to a hypothetical growth factor, guessing could go no 
further. 

The action of a synthetic enzyme was the reverse of that 
of a degraded enzyme. Energy was absorbed by the former, 
liberated by the latter. A synthetic enzyme combined two 
substrates into a larger, while the other type of enzyme split 
a larger into two smaller substrates. One and the same enzv me 
was capable of operating in both ways. 

In his final lecture Sir Paul Fildes said that it was possible 
to summarize the two views — the former and the present view 
— ^as follows. NVhen the structure of the bacterium altered, 
whether by the gain or the loss of an enzyme, it was considered 
to be due to some stimulus deriving from the environment. 
Broadly, it was said that, if a bacterium found itself in an 
environment rich in some particular substance which normally 
it had to synthesize, it did not synthesize and the enz>’me associ- 
ated with the synthesis faded away. The geneticists explained 
the phenomenon differently. They developed the generalization 
that behind every enzyme there was a gene which controlled 
its action. In the course of the reshuffling of genes in the pro- 
cess of cell division accidents might happen, in the same way 
that accidents might happen in any process which was often 
repeated. That was merely a matter of statistics. If an accident 
happened to a gene which affected its normal function the 
enzyme would be affected. In a normal case with the enzyme 
present it might disappear, or, if the enzyme was absent from 
the particular organism being studied, mutation occurred which 
had nothing to do with environmenL The main conflict was 
whether mutation was merely a matter of chance or was induced 
by outside causes. 

When inoculations in agar without tryptophan were made, a 
normal typhoid bacillus, for example, did not grow at all at 
first, but, as the size of the inoculum on the plate continuously 
increased, the time came when one colony appeared, and more 
still appeared with further increase of size. If one of these 
colonies were picked off and tested on the liquid medium it 
would grow normally and maintain the difference indefinitely. 
In every culture of typhoid bacilli there were a few abnormal 
units growing in a different manner. These abnormals were not 
necessarily present in the origin.al inoculum ; they appeared as 
the culture grew. 

Environmental and Accidental Factors 

The fact that these mutants made their appearance at widely 
different points in the growth of the culture, and sometimes not 
at all, indicated an erratic spontaneous origin rather than the 
constant influence of the environmental factor. Formerly it was 
assumed that the environment was concerned mainly with these 
mutations, but it now seemed reasonably certain that the general 
idea accepted in genetics held good, that when an operation like 
cell division was repeated often enough the h’ability to “acci- 
dent” increased and there were more likely to be missing or 
altered genes. 

Another series of observations also suggested a genetic origin. 
It was now well established that exposure of bacteria to constant 
doses of X rays or ultra-violet light caused an increase in the 
mutation rate of the survivors. This meant that the survivors 
would produce mutations perhaps at every hundred divisions 
instead of at every million. The mutants did not occur in the 
absence of some growth factor. The x-ray effect was thought 
to be due to a filtered chemical action on a single molecule — 
a one-cell action, the one cell being enough to produce muta- 
tion. One of the chief reasons for holding this “ one-cell ” view 
was that the number of mutations produced was proportional 
to the dose of x ray s. 

In sum, therefore, there were reasonable grounds for suggest- 
ing that mutations in bacteria and genetic mutations in higher 
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forms of life had many points in common. They appeared at 
random and spontaneously, whereas they did not occur follow- 
ing specific changes in the environment. The new character was 
as stable as the original. In addition to this kind of evidence 
favouring the existence of genes in bacteria, a more simple 
argument could be brought forward. No one could imagine 
that the bacterium was a bag with all its molecules in solution ; 
if this were the case there would be little likelihood of the 
molecule finding itself on the right side of the curtain when 
division took place. There must be some mechanism in bacteria 
as in other cells by which characters were segregated in special 
divisions. 

Sexual Process in Bacteria 

It was often supposed that bacteria were non-sexual. Here 
he recalled an experiment in which a culture of Bact. coli, which 
grew quite well on ammonia because it was able to synthesize 
all its necessary requirements, was exposed to x rays to produce 
mutants. From the resulting mixture two strains were selected 
neither of which would grow on ammonia for the reason that 
one of them was unable to synthesize, say, substances A and B, 
whereas the other was unable to synthesize substances C and D. 
Starting with two strains, one of which had lost the genes con- 
trolling the A B synthesis and the other the genes controlling 
the C D, a strain was produced with all the genes and no 
growth disability. This could have occurred only by the fusion 
of one cell containing the A B substance with another 
containing the C D, producing a mutation which contained 
all four. 

The fusion of two cells with reshuffling of the genes was the 
basis of sexual processes by which hereditary characters were 
handed on. In animals evolution had produced two entirely 
separate types of cell, each with complementary genetic dis- 
abilities. so that they could not reproduce without fusion. On 
the other hand, in bacteria this specialization had not taken 
place. Usually each cell had an adequate genetic establish- 
ment, and was developed to allow reproduction by fission in 
the environment in which it happened to live. At, say, every 
20 generations, however, mutations would appear and cells 
would be produced with different hereditary characters. If two 
such mutations happened to take place at the same time, and 
if, more rarely, they happened to fuse and produce a strain, of 
rearranged genetic pattern, and if, finally, this new pattern was 
more satisfactory for survival in the environment, this would 
be an established mutation due to sexual process. Necessarily 
this must be rare. In animals the opportunity existed 
permanently, and was taken advantage of at short intervals, 
and for this reason animals had evolved by natural selection 
more than had bacteria. In general bacteria did not differ, 
so far as could be judged, from their earliest progenitors. 

The argument for including bacteria among the sexed popula- 
tion of the planet was cogent. There could be no doubt that 
bacterial culture was liable to occasional change in a random 
manner without any known determining change in the environ- 
ment, The lecturer pointed out the importance of this in, practi- 
cal work. A bacterial culture could always be looked upon 
as a population of similar type yet continuously subject to 
intiumcrahle chance mutations of any of its characters, and 
any one of those mutations might be selected by the medium 
which was being used. 

The idea of permanent alteration of character resulting from 
genetic mutation could not yet be correlated with many known 
facia about bacterial enzymes. In particular, genetic ideas could 
not be correlated satisfactorily with what was known about the 
enzymes de.scrihed as adaptive. Some enzymes had been known 
to increase in activity or to appear from apparently nothing 
when brought into contact with a specific substrate, without any 
cell division at all. This was clearly a phenomenon different 
from genetic mutation, hut it was not a permanent change. It 
faded away when the substrate was removed, and it was evi- 
dently due to environment and not to chance. The vast 
field for speculation along these lines, as Sir Paul Fildes 
pointed out in closing his course of lectures, indicated how 
many matters in the field of bacteriology awaited further 
research. 


Reports of Societies 


WHITHER ANTENATAL CARE? 

A discussion on this subject took place in the Section of 
Obstetrics and Gynaecology of the Royal Society of Medicine 
on October 21, with Dr. Leslie Willums presiding. Refer- 
ence was first made to the election of Professor Hilda Lloyd 
to the presidency of the Royal College of Obstetricians and 
Gynaecologists. This was the first time a woman had been 
elected to the office, and she had gone straight to the position 
from the presidency of the Section. 

Mr. Aleck Bourne said that to debate the future it was neces- 
sary to review the past. The story of antenatal care was a 
chequered one. Until the middle of the last century no real 
interest was taken in the examination of the pregnant woman 
from the point of vievy of her health. In Great Britain the 
first clinic for providing supervision and advice for cxpectani 
mothers was that established by J. W. Ballantyne in Edinburgh 
in 1902. but Ballantyne was occupied with the prevention of 
stillbirths, monsters, and deformities. He was not an obstetri- 
cian, and his interest in the health of the pregnant woman was 
only in so far as it might affect her_baby. 

The progress of antenatal care was greatly stimulated by the 
first world war. In 1918 antenatal clinics began to be estab- 
lished, and now there were over 1,600 in the country. They 
were staffed mostly by antenatal officers who did not conduct 
the labour. Thus there had been four phases in the progress 
of antenatal care. The first dated from ancient times. 
Aristotle’s instructions to midwives included such fantastic 
remedies as the following: “Take a swallow’s nest and dis- 
solve in water, strain, and drink it warm, and it gives delivery 
with great speed and much ease,” but there was no mention ol 
the examination of pregnant women. The second was in the 
latter part of the nineteenth century, when the care of pregnant 
women from the point of view of eugenics was suggested. The 
■ third, associated^ with Ballantyne, was concerned with the 
quality of the babies bom. The fourth, within his own 
memory, starting about 1909, was concerned with the dis- 
covery of conditions which were likely to make labour diffi- 
culL In those days it was uncommon to examine a woman 
more than twice, towards the end of pregnancy, and no interest 
was taken in her general health, her personality, or her social 
surroundings. 

This led to an immense amount of interference. Obstetri- 
cians became obsessed with the possibility of a difficult labour 
Tf the head was high it was assumed that it would not fit into 
the brim. G. E. Herman, at the London Hospital, published 
a book, which was still of great interest and value, entitled 
Difficult Labour, and in the fifth edition (1910) he gave a 
number of dates from the thirty-sixth week onwards at which 
induction of labour should be undertaken. Watts Eden pub- 
lished a paper in which he pointed out that the child bom 
from the thirty-sixth to the thirty-ninth week was just as well 
able to survive as the child bora at the fortieth week, and this 
gave, a considerable stimulus to the induction of labour. In 
Queen Charlotte's Hospital labour was induced in the following 
' percentages of all admissions; 

1910 .. 4 percent, 1920 .. 5.3 percent. 

1912 .. 2.5 „ „ 1921 .. 7.4 „ ,. 

1913 ..5 „ „ 1922 .. 6.6 „ „ 

Between 1928 and 1934 the maternal mortality rate was 
steadily rising, and in the latter year reached 4.41 per 1,000 live 
births, the highest figure since the ’nineties of the last century, 
and this after 15 years of increasing antenatal care and improved 
teaching of students and midwives. It was not surprising that 
critics began to point out that antenatal care had failed in its 
object of reducing the death rate in child-bearing. It was gradu- 
ally realized that external measurements were u.seless, but un- 
fortunately the mechanists had another lease of life as a result of 
ar-ray pelvimetry. 

Throughout the whole range of medicine, Mr. Bourne con- 
tinued. there was a tendency to confine the supposed normal 
within too narrow limits, and this was more marked in obstetrical 
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work than in any other branch. One example was the use 
of pelvic measurements in the prognosis of labour. Even with' 
reduced measurements there might be a difficult labour only if 
the uterine contractions were feeble ; there were few complica- 
tions which did not lose something of their potential danger if 
the uterus reacted strongly. If function was so important, was 
it possible to predict it during pregnancy, and, if it was, could 
anything be done antenatally to ensure the maximum possible 
function ? In many cases he thought this could be done. He 
believed that the function of the uterus depended primarily on 
the emotional attitude of the woman in labour, chiefly her 
degree of anxiety. It depended also upon her clinical or bio- 
logical type. The vast majority of women could not be divided 
into one or other of the extreme types — the functionally good 
reproductive type and the difficult type — but it was possible 
with insight and experience to say on which side of the middle 
line they were. 

The function of the uterus could be predicted by watching 
the emotional attitude of the woman to her forthcoming labour. 
Many began their pregnancy in ignorance and went through it in 
uncertainty and fear, and their fear was such that it was practic- 
ally certain they would have inertia, maximum pain, and an 
assisted delivery. Antenatal visits afforded an opportunity for 
watching the state of mind and understanding the emotional state. 
Sometimes the condition was masked by a spurious courage, but 
it was possible to break that down and see what lay underneath. 
Nothing could be done to alter things physically, but a great 
deal could be done to exorcise fear and liberate uterine func- 
tion from the inhibitions which fear imposed upon it 

On the question of diet, Mr. Bourne suggested that there 
was no evidence as yet that malnutrition had an effect upon 
uterine contraction, though it certainly had in precipitating 
early labour. As for exercise, its chief value was in making 
the woman feel that she was contributing something to the 
preparation for her labour. 

Fli mina tfnn of Fear 

Professor W. C. W. NtxoN said that he was a student of 
Mr. Bourne's a quarter of a century ago, and recalled his teach- 
ing on the necessity for a shift of emphasis from structure to 
function. Unfortunately, the mechanistic fog still existed, but 
there was an awakening to the need for taking the woman as a 
whole, considering both psyche and soma. The normal preg- 
nancy had not the drama of the abnormal, and the assistant 
and student gaining experience voted a week without an incident 
as rather dull. 

In his opinion there should be a food advice bureau attached 
to every antenatal clinic. Nutritional anaemia was still preva- 
lent, and the only way to detect it was by an estimation of 
the haemoglobin. Every pregnant woman should have her 
haemoglobin estimated on her first visit and again at the thirty- 
sixth week. Investigations had shown that the idea that exces- 
sive weight was an indication of toxaemia was a fallacy. 
During the last few years at the antenatal clinic at University 
College Hospital radiography of the chest had been done as a 
routine, and the results had justified the procedure. 

At University College Hospital it was felt that by the intro- 
duction of training classes much had been done to eliminate 
fear. In these classes the changes in pregnancy and the birth 
process were explained, and the mother was given confidence 
and enabled to recognize the various events of labour as sign- 
posts rather titan as hidden enemies. It was Dr. Granlly Dick 
Read who bad first pointed out the importance of the tensions 
set up by fear and how these could be relieved by reassurance 
and relaxation. Everyone recognized the need for mothers to 
be physically fit so that they could pass through labour rela- 
tively unharmed. It was important also to prevent mental 
trauma. If this were neglected the mother was denied an 
enriching and satisfying experience. 

Professor Nixon then showed a film, taken in his out-patient 
department, illustrating the type of physical exercises taught to 
expectant mothers, and also the work of the food advice bureau. 
The film had been specially prepared for the meeting by Mr. 
p. L. C. Diggory. film secretary of the British Medical Students 
Association. 


Value of Exercises 

Mr. A. P. Wrigley said that at long last the general beallh 
of the patient was receiving attention. Energetic measures bad 
been adopted to prepare the mother physically and mentally 
for labour, the physical side being dealt with by remedial exer- 
cises, proper food, and teaching of correct stance and relaxa- 
tion. The first results were beginning to come in and were 
not as encouraging as might have been hoped. The statisiical 
difference between patients who had had exercises and patients 
who had not did not appear to be marked. In a further attempt 
to help patients at St. Thomas’s physiotherapy had been com- 
bined with a mild form of psychotherapy, but an analysis of 106 
women who had elected to join these classes, when compared 
with a number of controls, seemed to show no advantage. No 
one regretted this more than he did, although the sister told 
him that these patients were in a much happier frame of mind 
when they arrived for labour. He had no doubt that this work 
was in its infancy, and would show better results as experience 
accumulated. 

He thought there should be a much more common-sense out- 
look about the expected date of delivery, and less, not more, 
attention should be given to the pre-natal preparation of the 
patient for breast-feeding. If on a casual observation the 
breasts appeared normal and the woman accepted breast- 
feeding as the natural thing, he regarded any treatment of 
the skin or massage of the breast as unnecessary and undesir- 
able. The position with regard to .t-ray examination had 
changed during the last ten years as a result of intensive and 
painstaking observations. The technique of radiology was now 
such that risks of misinterprelation had decreased. The day 
was not far distant when an x-ray picture would be mads of 
the pelvis of every woman embarking on her first pregnancy, 
and this would be done by someone trained for that work. 

He pleaded also for a less rigid adherence to routine — 
routine in attendance or in the procedure ai the clinics. Patients 
differed from one another right down to the last weeks of 
pregnancy. The lives of patients had become so regimented 
that if the burden could be eased by less adherence to schedule 
and more use of common sense it was the doctor’s duty so to 
ease it. Finally he spoke of the liaison between outside ante- 
natal clinics and those who had the care of labour. Instead of 
drawing them nearer, the effect of recent legislation was to drive 
them further apart, and as long as the present system con- 
tinued the care of the woman remained divided. Altogether, 
while the results of the last 15 years had been good, he was 
certain they could do better. 

In some brief general discussion Dr. Arsold W.vlker said 
that he thought there should be a little less criticism of what 
the local authorities had done in the antenatal clinics, for, after 
all, this was the only way in which many women could gel 
antenatal care, and the closing of many such clinics created a 
gap which it would be difficult to fill. Another speaker pointed 
out that, whereas at the hospital clinics there was no guarantee 
that the patient would see the same doctor again, at the local 
authority clinics the people worked as a team and also had a 
broader outlook on the background of social medicine than 
their colleagues in hospital. Dr. Rvrold Waller said that 
mastitis was almost a preventable disease, but in some clinics 
it was as high as 10% among lactating women 

Mr. Alecx Bourne, replying, said that he wondered whether 
it was possible to relate the benefit of antenatal physical exer- 
cises to a statistical presentation of abnormalities at labour 
One value of the exercises was to give a woman a positive 
attitude towards her own effort. 


HYPOPITUITARISM 

At a meeting of the Eiverpool Medical Institution on October 
13. with the president. Professor Charles Wells, in the chair. 
Dr. V. K- Sl^imers read a paper on the syndrome of 
hypopituitarism. 

Dr. Summers said that the commonest cause of severe chronic 
hypopituitarism was necrosis of the anterior lobe at the time 
of delivery. These patients were in a state of severe circula- 
tory collapse, and this collapse was produced usually by a 
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combination of shock and haemorrhage; the ' obstetric condi- 
tions likely to be associated with pituitary necrosis were post- 
partum haemorrhage and retained placenta. The symptoms and 
signs were due to a failure of secretion of pituitary hormone. 
The first sign was failure of lactation, and in these cases no 
milk could be expressed. 

Nutrition was unimpaired in these women, and the majority 
were, if anything, slightly above average weight for their height 
and age. The term “ pituitary cachexia ” used for' this syn- 
drome should be aband 9 ned, because it was misleading and 
the source of many errors in diagnosis. Failure of menstruation 
with severe atrophy of the whole of the genital tract was an 
invariable sign. 

Signs of adrenal insufficiency were constant ; electrolyte 
changes which resembled those of Addison’s disease, but of less 
severe degree, occurred. In contrast to the heavy deposition 
of pigment in Addison’s disease, a depigmentation of exposed 
areas of the body and of normally pigmented areas — for 
example, the areolae — was seen in hypopituitarism. Loss of 
pubic and axillary hair was always noted within two years 
of the onset of the disease. The excretion of ketosteroids was 
reduced to very low levels. Loss of thyreotropic hormone 
secretion produced symptoms like those of hypothyroidism; 'a 
dry skin, low basal metabolic rate, elevated blood cholesterol, 
sensitivity to cold, and cardiac changes resembling those of 
myxoedema. Cardiac enlargement did not appear, and the 
scalp hair remained normal in amount and texture. 

Professor H. L. Sheehan said that' the anterior lobe of the 
pituitary could be destroyed by a variety of pathological lesions. 
The most important of these was post-partum necrosis, which 
accounted for about three-quarters of the cases of severe 
destruction of the gland. The loss of anterior lobe hormones 
produced a great atrophy of the adrenal cortex, the thyroid, and 
the gonads, and the loss of hormones from the gonads led 
to atrophy of the genital tract. 

Dr. ‘C. O. Stallybrass referred to the work of Dougherty and 
White on the activity of the adrenotropic hormone in stimulat- 
ing the mechanism of antibody production and, more especially, 
lymphocyte and plasma cell destruction with consequent 
liberation of antibody. If the adrenal cortex was gravely 
affected, as in the Friedrichsen-Waterhouse syndrome in 
meningococcosis, then a twofold lethal effect would be pro- 
duced. He also referred to veterinary interest, described by 
Kay, in the action of the lactogenic hormone in assisting cows 
to " let down ” their milk, and the experiments that had shown 
that while the stimulus might be neural the mechanism was 
hormonal. 


Nova et Vetera 


DISCOVERERS FOR MEDICINE 

Discoverers for Medicine. By- William H. Woglom, M.D. 

(Pp, 229; illustrated. 18s.) London: Geoffrey Cumberlege. 

1949. 

The- purpose of this unusual book is given in the author’s 
quotation from Oliver 'Wendell Holmes — “ Medicine learned 
from a Jesuit how to cure ague, from a friar how to cut for 
stone, from a soldier how to treat gout, from a sailor how to 
keep off scurvy, from a postmaster how to sound the Eustachian 
tube, from a dairymaid how to prevent smallpox, and from an 
old market woman how to catch the itch insect.” The author 
describes these and many other debts which our profession and 
its patients owe to the traditions and common sense of the 
unlearned and to the patient researches of scientists whose work 
and results seemed to have no bearing on medicine. With an 
easy style and infinite patience Dr. Woglom traces to these 
sources the benefits of vaccination, of digitalis, of quinine, of 
spectacles, and of many other aids and remedies whi.ch we now 
take lor granted without a thought for their obscure beginnings. 
The book is handsomely produced, with many good illustrations 
and a copious bibliography and index. In illuminating the back- 
ground of his discoverers the author does so with vivid sketches 
of the personalities of his heroes. Alfred Cox. 


Correspondence 


British Branch of Ligue Internationale Centre le 
Rhumatisme 

Sir, — ^T he recent International Congress on Rheumatk 
Diseases in New York at which Hench and Kendall pre- 
sented their paper on “ cortisone ’’ was sponsored by the Ligut 
Internationale Contre le Rhumatisme, and there can be' nc 
doubt in the minds of those who heard this paper and availed 
themselves of the varied opportunities at this congress of the 
immense value of such meetings. ' ’ 

- We feel that the British Branch of the Ligue is not sufficient!) 
widely known and that membership offers not only individua: 
advantages but an opportunity to foster friendly intemationa' 
relations at these various gatherings held in different countries 
The next congress of the Ligue Europdenne is in Barcelona ir 
1951, and the whole Ligue Internationale will meet in Zurich 
in 1953. Judging by the high standard of papers in New Yorl 
this year, these two promise to be important meetings. 

Individual membership of the British Branch entitles atten- 
dance at these congresses and also at certain clinical ' meetings 
of the Heberden Society. The British Branch is arranging i 
quarterly publication of a pamphlet giving news of forthcominj. 
meetings of interest, of postgraduate courses, and a list of clinic.' 
where postgraduate members will be welcome. 

The annual subscription is one guinea and should be sent to 
. the treasurer, Dr. G. D. Kersley, 6, The Circus, Bath. — We 
are,- etc., 

London.'W.C.l. W. S. C. CoPEMAN, 

President, Uane EaroDdenne. ' 

Oswald Savage, 

Secretary, British Branch o( the Ligut 
Internationale Contte te Rhumatisme 

Progress in Obstetrics 

Sir, — S ince you did me the unexpected honour of usiny 
some of the subject matter of my Joseph Price Oration in 
America and my presidential address to the Edinburgh Obstet- 
trical Society as a sort of text for your leading article on “ Pro- 
gress in Obstetrics ” (October 8, p. 799), I feel it is incumbenl 
on me to take' some part in the discussion that has followed 

F am almost in entire agreement with the views advanced 
by Professor Andrew M. Claye (October 22, p. 927), which 
vary little from the suggestions I advocated in my Edinburgh 
paper. There is little doubt that the teaching of obstetrics' has 
advanced greatly during the last twenty years, and, as I pointed 
out, I considered that this was one of the several reasons which 
had helped to lower the maternal mortality and morbidity. But 
even now, in my opinion, the newly qualified graduate is seldom 
capable of undertaking midwifery in a general practice until 
he has acquired more experience. This is not due to thf 
teachers of obstetrics or to the students themselves, but to the 
paucity of cases available to give each student a thorougl 
grounding in such everyday procedures as forceps delivery 
the suture of the tom perineum, episiotomy, etc., not to men 
tion the more difficult manceuvres, such as the turning of the 
occipito-posterior, external version for a breech presentation 
in a primipara, etc. It would therefore seem to be necessary 
to conserve cases for those who desire to practise midwifery 
in their general practice, and not to provide a number of mid- 
wifery cases to those who are later not going to be general 
practitioners but surgeons, pathologists, bacteriologists, 
psychiatrists, etc. 

I suggested that if a year was to be spent following the final 
e.xamination for clinical work before a degree was conferred 
those hoping to practise midwifery in the future would 
spend at least three months resident in a maternity hospital, 
where they would get an opportunity of carrying out the pro- 
cedures I have already mentioned and at the same time obtain 
further clinical experience in normal and abnormal midwifery. 
In order to make cases available I suggested that it might be 
quite sufficient for the ordinary undergraduate to attend five 
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72t/j illustration, tirarm hy Bell himself, is taken from 
bis book on the study of nerves, published in j8t6. 
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normal cases during has obstetric course and that residential 
stay in a hostel attached to the maternity hospital to study 
abnormal midwifery would be unnecessary. This would give 
the GE. obstetrician-to-be much more material wherewith to 
acquire a better knowledge of the subject, and hostel accom- 
modation in or near a matenuty hospital would be available. 
Accommodation and the required tuition could be supplied not 
only in the present teaching hospitals but in non-teaching hos- 
pitals all over the country as well, on whose stag there was an 
obstetrician qualified to teach such students. A practitioner 
who had not previously taken this extra instruction and who 
wished later to do midwifery could take such a course at any 
time. In order to know which doctors were suitably qualified 
a diploma, such as D.Obst., might be given at the end of each 
course to all those who bad acquitted themselves to the satis- 
faction of the consultant in charge, or after passing a small 
clinical examination conducted by an outside panel of 
examiners. 

I quite agree with Dr. Walter RadcUffe (October 22, p. 927) 
that permission should be granted to general-practitioner 
obstetricians to attend patients in a number of maternity 
hospitals in the country provided they obey the rules of the 
hospital concerned and their work is supervised by the consul- 
tant in charge in the same manner as all the rest of the cases in 
the hospital are. This plan is carried out in a large number of 
the maternity hospitals in the U.SA. with most satisfactory 
results, the practitioners being on what is called the “courtesy 
staff,” and I may slate that such facilities are already accorded 
to practitioners by at least one regional board in this country. — 
I am, etc., 

Eeinbuish. W. F. Theodore Haultain. 

Natural History of Asthma 

Sir, — It is a long time since I practised medicine and I should 
not dream of criticizing the article by Drs. Elsie O. Williams 
and G. E. O. Williams (October 22, p. 897). At the same time, 
I cannot help feeling that it falls short, in some ways, of its 
majestic title. 

My late friend, James Adam, of Glasgow, was interested 
in the subject precisely from the point of view of “natural 
history” and I doubt if he would have approved an essay 
which took so little account of habit and euvironmenh In 
his search for clinical findings, too, be, was more fortunate 
than your contributors. For example,, he found eosinopbilia 
almost universal and a consistent lowering of the systolic pres- 
sure. He attached much significance to these findings, and 
thoueht that the main factor was metabolic. It is perhaps a 
pity *at this line of inquiry appears to have been dropped.— 
1 am, etc., ^ 

Helensburgh. Dmnbnnoa. * IaVOR. 

In their researches into the natural history of asthma 

Drs. Elsie O. Williams and G. E. O. WUUams (October 22, 
p. 897) have presented a number of points and conclusions 
which lend support to the findings of other investigators, but 
at the same time have formed conclusions which might be 
regarded as hichly controversial. In particular I would like 
to refer to the'“ relevance of hormonal allergy in women.” 

Few will dispute the increased incidence of asthma at puberty, 
and it may be significant that many become asthmatic for the 
first time at that period. In the same wny the condition may 
appear initially or become aggravated during pregnancy. But, 
as stated in your annotation (October 22, p. 921), many are 
relieved of their distress when pregnant— a fact which is diffi- 
cult to reconcile with the authors’ theory. Importont in this 
connexion is the finding of Kapeller-Adler* that the histamine 
values in the blood cells of pregnant women were comparable 
in amount with those of non-pregnant women. That positi\;^e 
skin reactions to endocrine hormones have been obtained is 
neither surprising nor convincing seeing that the results of skin 
testing are to be considered suspect rather than unequivocal 
evidence of allergic sensitivity. 

Is not the reason for the greater frequency at puberty and 
in some precnancies to be found, as has been suggested in the 
past in the alteration of the mode of life of the adult woman 


as compared with the adult man? For at that time woman 
adopts a much more sedentary type of existence, with conse- 
quent slowing of metabolism and reduction of the stimulating 
effects of weather — influences which tend to encourage para- 
sympathetic preponderances. The relative infrequency of asthma 
in the more primitive races supports this point of view. Cer- 
tainly the encouragement in these girls of a more spartan type 
of existence is in itself frequently sufficient to ameliorate the 
illness to a very considerable degree. The question arises once 
again whether there is some intimate relationship between the 
increase of allergy and the increasing artificiality of our 
existence. — I am, etc., 

Giassow. George Ks.vs.ver. 

RiraEscE • 

' tar.«r, 1949, 2, 745. 

“ Mantous-conversioa ” 

StR, — There is a place in the English language for a term to 
indicate a change from the tuberculin-negative state to the 
tuberculin-positive state, but the use of two different terms with 
this meaning leads to confusion. In the American and English 
literature the term “ Manloux -conversion ” is used to indicate 
this change, but some Scandinavian writers have preferred the 
term “ Mantoux -inversion,” and recently one English writer has 
followed them.' To the ordinary English reader " conversion " 
clearly indicates a change from a first state to a newly acquired 
one, while “ reversion " equally dearly indicates a change from 
an acquired state to a pre-existing one. “ Inversion ” suggests 
merely a “ turning upside down,” with no implication as to the 
nature of the change. 

For the sake of clarity and uniformity, therefore, it vvouid 
be preferable for all writers on tuberculosis to use “ Mantoux- 
conversion ” to indicate the change from the tuberculin-negative 
to the tubercuUn-positive state, as shown by the Mantoux tech- 
nique. Mantoux-reversion is the correct term to indicate the 
change from tuberculin-positive to tuberculin-negative. I am 
sure that our Scandinavian friends, who have such a remark- 
able and enviable command of our language, will be willing 
to drop the term " Manloux-inversion," which has no real 
etymological justification for use in the sense it has acquired. 
— 1 am, etc., 

London. VV.I. CavRLES NeVVSLVN, 

Qiiinzud. Prophjt Tobefcuicsis 
Siipi'cy Ccsisaiisc, R.C.P. 

RuSlCiCZ 

Irvin«, K. N., B.C.C. Vacewstien In Theory cr.d PracUce, 1949, Oxford. 

Myxoedematous Madness 

Sir, — S urely it is time that the sdence of semantics and the 
art of logical reasoning were taught in our medical schools. I 
can read no alteration of opinion in Dr. Richard Asher's letter 
(October 8, p. 818), yet Dr. E. B. Davies (October 29, p. 982) 
writes as if such an alteration had been expressed. This is not 
scientific discussion but misrepresentation, which is fortunately 
not common in science. 

“Mad” is a term used by the laity for behaviour which 
varies from the mean so far as to endanger the subject or his 
fellows ; it e.xdudes delirium, in which the patient appears 
physically ill. Dr. .Asher used the term correctly in the title 
of bis article, most of his patients being referred to hospital by 
an authorized officer — a layman — because their behaviour was 
grossly abnormal and they were not delirious. Dr. Asher's 
task was to assess the degree of abnormality, and, if bis observa- 
tions confirmed those of the authorized officer, to discover 
whether there was physical disease associated with the dis- 
ordered behaviour. He was successful, and restored nine 
patients to physical health and normal behaviour. The rela- 
tion between physical disease and abnormal behaviour appears 
to be that of cause and effect, for reasons explained in detail 
by Dr. Asher ; they are perfectly logical reasons and suffice to 
establish a reasonable presumption that this hypothesis is true. 

The term psychotic is being used in two senses: first, as 
equivalent to “ mad " — as in the term “ organic psychosis ” ; 
and second, as a technical term used in psychology. The first 
use includes states varying from “ clouding of consciousness ” 
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to catatonia, but the second is much more selective: many 
psychotic patients, can earn a. good living. 

“ Mad ” patients with gross disorders of behaviour may be 
suffering from organic disease or from some disorder without 
discoverable organic cause. Most people know that an acute 
psychosis can develop apparently as a response to a severe 
emotional stress, but it is equally important to recognize that 
madness may result from organic disease. G.P.I., myxoedema, 
or epileptic equivalents may all appear in the observation ward, 
and, as far as I know, the response to treatment of the organic 
disease is at least as satisfactory as is that to psychotherapy. — 

[ am, etc., 

Teddington, Middlesex, GeORGE DiSCOMBE. 

• Sir, — I n the interesting article by Dr. R. Asher on myxoede- 
raatous madness (September 10, p. 555) and in the annotation 
(p. 587) the often missed diagnosis of hypothyroidism is pointed 
out. In the list of signs that help the practitioner to establish 
i right diagnosis the presence of myoidema is omitted. How- 
ever, in my experience the presence of a marked rriyoidema 
after mechanical stimulation of skeletal muscle is of significant 
practical value, since its absence virtually eliminates the 
diagnosis of hypothyroidism. 

The localized muscular contraction that determines the 
erroneously called myoidema is observed in several conditions, 
generally accompanying a negative balance of nitrogen, but 
never reaches the proportions and specially never lasts so long 
as in niyxoedema. Furthermore, the disappearance of the 
phenomenon after thyroid treatment indicates the direct rela- 
tion between the abnormal muscular response and the endocrine 
disturbance. On the other hand, the rare and fleeting myoidema 
that is observed in hyperthyroidism is another evidence of the 
effect of thyroid gland upon the reaction of skeletal muscle, 
since in this condition, with its muscle wasting, a marked 
myoidema would be logical to assume. 

This important sign was first observed in hypothyroidism 
and myxoedema by Sodebergh,* who gave a right explana- 
tion of it. Recently, apropos of a study of skeletal muscle' 
in hypothyroid conditions, I insisted on the practical value 
of this sign, which goes hand in hand with the results of 
the treatment.' It is objective and does not depend on the 
good will of the patient. It should be remembered that in 
patients with marked infiltration of subcutaneous tissue it is 
better to palpate the biceps than to look at it after vigorous 
pinching of the muscle, the better form of applying a mechani- 
cal stimulation. In other rare conditions not entirely due to 
a deficiency of the thyroid gland but undoubtedly connected 
with it — such as hypertrophia musculorum vera and the syn- 
drome of Debrd-Semelaigne — myoidema assumes enormous 
proportions. — I am, etc., \ 

Buenos Airca. ALFREDO LaNARI. 
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Sir. — 1 have always been struck by the way that opposing 
correspondents misunderstand each other’s views. The corre- 
spondence about my article on myxoedematous madness 
(September 10, p. 555) seems no e.xception. Dr. E. B. Davies 
(October 29. p. 982) is pleased that I no. longer hold my 
" unrc-strained opinions,” but in my letter (October 8, p. 818) 

I did not alter them, 1 only explained them again. I regard 
myxoedema as an important cause of insanity because it is 
important for people to know about it, because it is important 
to recognize and treat it, and because it is not rare and may 
often be rapidly cured. 

I cannot quite understand why Dr. H. Bourne (October 29, 
p. 982) wishes to discount six of my cases because they had on 
occasion clouded consciousness. Their madness was due to the 
myxoedema just the same, and it certainly did not (as Dr. 
Bourne says) '■ respond to thyroid as they regained conscious- 
ness.” Case 5 became so irrational that she upset the whole of 
the narj, and Case 10 became maniacal and hallucinated for ' 
o\er a fortnight (this is made quite clear in my paper). Of the 
three which he says failed to respond, two showed considerable 
improvement (again quite clear in the paper). 


- Dr. Bourne says it requires more, evidence to show that 
myxoedematous madness is a more distinct entity than “ rheu- 
. malic madness,” “ acute haemorrhagic madness," etc. The evi- 
.•dence (apart from these 14 cases) is to be found on page 31 of 
the report by the Clinical Society of London' and in all the 
other references given' at the end of my article, whereas there 
is nothing known about rheumatic madness or acute haemor- 
rhagic madness. Further evidence is supplied by letters and 
messages I have had from doctors who have met similar mental 
changes with myxoedema and also by two more cases I have 
seen since- 1 wrote the article. — I am, etc., 

London, W.t. RICHARD' ASHER. 
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Trans^ din, Soc,, 1888, Supplement to vol. 21. 

*,* This correspondence is now closed. — E d., B.MJ. 

Splenic Punefure 

Sir, — ^T hough sternal puncture has become an indispensable 
procedure in the study of the blood cells, in temperate zones 
diagnostic puncture of the spleen is becoming more frequently 
used. Splenic- puncture is particularly helpful in the study of 
the cells of the lymphatic and reticulo-endothelial series 'and in 
the diagnosis of the obscure leukaemias and reticuloses. In 
the Tropics spleen puncture is much more frequently performed, 
especially for the diagnosis of kala-azar. Recently, however, 
splenic puncture has tended to become replaced by sternal 
puncture because of the supposed danger of the former and 
because in kala-azar the latter is supposed to give as many 
positive smears. 

^ There is little justification for either of these^ suppositions 
Although occasional deaths are reported as the result of spleen 
puncture, those with the greatest experience of the procedure 
find it perfectly safe.'"' Debono' in his experience of 2,000 
cases of infantile kala-azar had only two deaths — one in a 
case of leukaemia ancf one in a moribund patient. Chung*- 
reported 50 cases of kala-azar in which spleen smears gave 
fewer positives than either lymphatic gland of sternal smears, 
but in recent years he has seen cases in which sternal smears 
were negative and spleen smears positive (personal communica- 
tion). Napier" in one series of 55 cases found 9 positive spleen 
smears in 11 cases with negative sternal smears. In another 
series' he found 9 out of 80 cases to have negative sternal 
smears; six of these -nine patients were examined by spleen 
puncture, and positive smears were obtained in three. The 
writer., has never found parasites in sternal smears when they 
were absent from spleen smears. The only large-scale com- 
parative study is that of Ho and his colleagues,' who examined 
smears from both spleen and sternal punctures in each of 450 
cases of kala-azar. They found sternal smears positive in 85.8%, 
while spleen- smears showed leishmania in 97.6%. Napier and 
Ho agree that when parasites are present in both sternal and 
spleen smears they are easier to find in the latter. 

During the past 18 months the writer has been using a 
simplified technique of spleen puncture the safety of which is 
demonstrated by the absence of mishaps in nearly 1,500 punc- 
tures, one-third of these being on cases of splenomegaly from 
causes other than kala-azar. The advantages of the technique 
are not only its safety and simplicity but also its rapidity and 
the fact that it can be carried out in every case .regardless of 
the presence of blood changes. It requires no co-operation 
from the patient and can be used in infants and children, 
crying, struggling, or otherwise. Patients need no preparation 
or local anaesthetic, and they get up immediately after the 
puncture. The procedure may be repeated as necessary. . The 
technique is as follcjws. . 

A dry all-glass 10-mI. syringe is used with a 22-gauge needle 
(H in. = 3.1 cm.). The plunger of the syringe must be well fitting 
but freely movable within the barrel, and with the needle attached 
the syringe should be tested for these points just prior to performing 
the operation. The patient lies flat on a bed, and the skin over 
the spleen is cleaned with alcohol and allowed to dry. The operator 
stands on the patient's right side and with his left hand palpates 
the edge of the spleen. The right hand inserts the needle under ihc 
skin about midway between spleen edge and costal margin. The left 
hand then takes the barrel of the syringe and the right thumb 
and forefinger take the head of the plunger. With a rapid move-, 
raent of the left hand the needle is thrust for a depth of about 1 cm. 
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into the spleen and immediately withdrawn from the patient. At 
the same time that the left hand pushes the needle into the spleen the 
right hand forcibly withdraws the plunger, so that during the fraction 
of the second that the needle point is within the spleen a partial 
vacuum is produced within the barrel. (The needle penetrates the 
splenic capsule at an angle of about 75° to its surface, though, since 
there is no time for the spleen to move while the needle is within 
us substance, this angle is unimportant.) Enough material is 
obtained on the tip of the nozzle of the syringe or within the needle 
for the making of a smear. 

A similar technique has been used for liver puncture and 
for puncture of spleens which are not palpable. In the latter 
case the position of the organ is determined by percussion and 
the needle thrust between the ribs. Before using this technique, 
the rapid, co-ordinated movements of the hands should be 
practised. — I am, etc., 

Btishton. EMANXTL TuCKStAN. 

Direciar. Anli-fcala-azar Cuntjaiga. ,, 
Fnendi' Service Umi (Chiiu). 
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Lyinphadenopathy in Brucellosis 
- Sir, — D r. Hugh Conway’s interesting article on lymphadeno- 
pathy in brucellosis (October 8. p. 787) was of great personal 
interest to me in view of the extensive work on the subject 
of Malta fever carried out by ray father, the late Colonel J. C. 
Kennedy. He served in Malta from 1901-6, and was appointed 
a member of the Malta Fever Commission on its formation in 
1904. In 1908 he received the Edinburgh University Gold 
Medal for his M.D. thesis on Malta fever. Parts I and III of 
this thesis deal with the aetiology, epidemiology, immum'ty, and 
prophylaxis of Malta fever, while part II is a description of the 
’ clinical conditions based on the personal observation of 250 
cases. The following paraphrased extracts from this thesis 
seem to have some bearing on the question whether or not 
lymphadenopalfay occurring in patient with brucellosis is a 
specific manifestation of the disease. 

1. In the section dealing with aetiology and e.vperimenta! pathology 
the following findings are recorded. The experimental inoculation of 
M. melilensh into a monkey and two dogs caused enlargement of 
the spleen and certain Ij-rapb glands 2(f-«i days after the moculatioa. 
M. melitemis was recovered (in profusion) from the mesenteric, 
femoral and axillary glands in the case of the monkey, and from 
the inguinal and axillary glands in the case of the two dogs. 

2. Under the description of sytnptoms by systems is the following 

paragraph “ All the lymphatic glands are sh'ghtly enlarged, and 
those lying in the neck posterior to the sieraomastoid muscle become 
tender 'very early in the disease. The glands are the last organs on 
the body for the micrococcus to leave (see morbid anatomy). 
Lymphangitis has occurred in one case in both legs with enlargement 
of the popliteal glands." j . u j- . 

3. The following paragraph occurs under the headmg Post- 
mortem Bacteriology." " The organism .Vf. melitensis, is recovered^ 
from the following organs in the greatest profusion in order of 
precedence: Ij-mphatic glands (when fluctuating), spleen, liver, bone 
marrow, kidney. The observation that the lymphatic glands were so 
favourable to the recovery of the organism (Ketmedy, Malta Fever 
Reports. IV) was of the greatest value from an experimental point 
of view,’ as it was proved that the orgam'sm remains in these organs 
long after it has disapiieared from all other para of the body. 
Therefore it became routine practice when making post-mortem 
exanunations on experimental animals to make cultures from several 
of the glands. In many cases it was the saving of the experiment 
when these organs were the only ones containing the micrococcus." 

In 1906. as a result of the findings of the Malta Fever Com- 
mission. the consumption of unpasteurized goats' milk was 
prohibited to all British Service personnel. Prior to that date 
the average incidence of Malta fever in the Malta garrison 
alone was" in the region of 600 cases yearly. Since 1906 the 
incidence of Malta fever in the garrison has for the most part 
been only sporadic. For this reason it is probable that there 
wifi never aeain be such a wealth of material avaibbic for 
Investigation and analvsis. It is on these grounds that I submit 
the above extracts 


It may interest your readers to know that it was Colonel J. C 
Kennedy who in January, 1914, provided the first due that 
cows’ milk might .produce undulant fever in humans when he 
reported the presence of agglutinins for the Micrococcus 
melitensis in the milk and blood serum of cows in London.' 
Unfortunately, due to being posted overseas, he was unable to 
foUow up this observation. It was four years later, in 1918. 
that Miss zUicc Evans showed that these agglutinins found in 
the milk and blood serum of cows were due to infection by the 
closely allied Brucella abortus. — I am, etc., 

Penarlh, Glam. M. C. S. KENNEDY. 

RlfOilNCE 

/. R. Army med. Cpi, 1914 , 22 , 9 . 

Tetraethylfhinramdisulphide in the Treatment of Alcoholics 

Sir. — I am glad that Dr. J. N. P. Moore (October 22, p. 9521 
has drawn attention to the need for a careful technique in the 
exhibition of this new drug. In answering the many inquiries 
I have had regarding it I have never failed to stress the impor- 
tance of a proper selection of patients and control of condi- 
tions. Dr. Moore does not, I think, realize chat no patients 
are accepted at Caldecote unless they promise, with their lips 
at any rate, to co-operate whole-heartedly during whatever 
course of treatment is prescribed for them. They are warned 
that any surreptitious consumption of alcohol while they are 
under treatment and on parole is liable to bring upon them dis- 
tress up to the point of danger. Actually I never have encoun- 
tered a dangerous slate, though laymen, seeing a man as red as 
a mrkey-cock and in the throes of acute anxiety, have told me 
wilh alarm that he seemed to be i/j extremis and "about to 
pass out.” Some patients to whom I do not wish to give the . 
drug I invite to act as umpires while a more robust fellow U , 
undergoing test. They finally conduct the latter to bed and 
declare that a personal e.xperience is not necessary for them; 
the vicarious atonement suffices. Quite possibly there e.xist 
individuals allergic to tetraethylthiuramdisulphide just as there 
are those allergic to other substances — e.g., strawberries, belb- 
donna, bee-stings, etc. — but such have not crossed my path, or 1 
intuitively have passed them over. Dr. Moore does not refer 
to the interesting fact that if a resistant patient on a small 
regular dose of the drug manages also to take a small quantitj 
of alcohol he develops as the days go by, in addition to a pink 
comple,xion shortly after drinking, peripheral neuritis and mild 
general confusion. I have known several such cases and 
deliberately let them continue in order to observe results. 

As to giving the drug for a few months only — this is just to 
help a patient by affording initial confidence and a sense of 
security while he is facing life again after a course of general 
and psychotherapeutic treatment. The drug alone cannot effect 
a cure ; it only can act as a useful ancillary to a psychological 
reorientation of the character defect which in the first instance 
induced the individual to try to bolster himself up by recourse 
to alcohol. No drug of itself ever cures addiction. Unless the 
personality is readjusted relapse ensues when and if, sooner or ' 
later, fate turns on the screw appropn’ate to elicit that indi- 
vidual's malreaction, whatever it be. 

The value of your- space precludes me from entering into a 
more detailed exposition of this thesis. I conclude with the 
caution that to exploit any drug, new or old, with the promise 
that it will suffice to make a person behave himself for what 
politicians call “ all time " is worthy of condemnation as 
quackery, be it consciously or ignorantly pursued. — I am, etc.. 

Naaealon. A. E. C.XRVER. 

The Artificial Kidney 

Sir, — With reference to letters and articles on the renal shunt 
and the artificial kidney I beg to suggest a much less drastic 
procedure to deal with anuria. In 1906 and 1907 I performed mj 
first experiments with diathermy at the Veterinary Institute of 
the University of Berlin, .After exposing by laparotomy both 
kidneys of rabbits or dogs and then treating one kidney from 
the back through all the integuments I noticed that the' treated 
kidney assumed after a minute or two a highly arterial colon- ' 
tion while the other kidney remained bluish. I explained this 
effect by the local spasmolytic action of diathermy and 
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consequently used it as a life-saving device in cases of anuria. 
Not only was the severe pain in the back relieved in every case, 
but a subsequent flood of urine took place within one to several 
hours. The treatment should be of 30 minutes’ duration, with 
maximal bearable intensity short of blistering, and should be 
repeated hourly until the flood of urine starts. In cases of not 
purely reflex anuria, which may be due partly to mechanical 
obstructions and partly to their reflex action, considerable 
amounts of sediment may appear in the first portions of urine. 

Before deciding to use the artificial kidney, this very simple 
method should be tried. It is essential, however, to use classical 
and not short-wave diathermy, because of its specific action on 
the vascular nervous supply, as 1 have explained in my text- 
book on clinical diathermy which I hope will be published in 
the near future. — 1 am, etc., 

Mancliesler, K. F. NaGELSCHMIDT. 

Poliomyelitis Vaccination 

Sir, — The difficulty of immunizing against poliomyelitis as 
your correspondent, Mr. M. H. F. Johnson, suggests (October 1, 
p. 757) is that, apart from considerations of the safety and 
efficacy of the vaccine, the majority of strains of virus can only 
be propagated in monkeys, supplies of which are totally inade- 
quate for any large-scale production of vaccine. If he wishes 
to know more on the question he might read the article by 
W. McD. Mammon on immunity in poliomyelitis in Bacterio- 
logical Reviews (September, 1949, 13, 135). — 1 am, etc., 
Birmiiighaiu. B- R- SaNDIFORD. 

Aetiology of Erythema Nodosum 

Sir, — D r. S. A. Doxiadis, in his article on the aetiology of 
erythema nodosum {October 15, p. 844), stressed the impor- 
tance of erythema nodosum as a signal of primary tubercu- 
losis infection in children. My experience, based on 2,124 cases 
of childhood tuberculosis seen in the Dublin Corporation’s 
primary tuberculosis clinic, may be of interest. This clinic was 
established in 1945, and the material is obtained from tubercu- 
losis clinics, children’s hospitals, and general practitioners. 
[ have; found only 61 cases of erythema nodosum in the total 
of 2.124 children — i.e., 2.8%. These 61 cases were all tuberculin- 
positive. 

I would be interested to know if the incidence of erythema 
nodosum is greater in Dr. Doxiadis’s material than has occurred 
in our case material in Dublin. Could Dr. Doxiadis give any 
estimate of the number of primary infections which had to be 
reviewed to produce the 100 cases of erythema nodosum 
published in his instructive article ? 

Compared with Scandinavian figures, our incidence of 
erythema nodosum is remarkably low. Every case was care- 
fully questioned on this point in case the parents considered 
this m.inifcstation of primary tuberculosis too trivial or did 
not connect it with the child’s illness. My view, based on 
experience in an Irish sanatorium, is that erythema nodosum, 
as a sign of primary tuberculosis, occurs in the older age groups. 
Probationer nurses often show their primary infection by this 
sign. In Norway the age distribution curve for erythema 
nodosum presents a sharp maximum in the 20-25 age group. 
In Scandinavian countries primary infection occurs mostly in 
young adults, and childhood infection is rare. In Ireland child- 
hood infection is common. As erythema nodosum is princi- 
pally an afleetion of adolescence, this may account for the high 
incidence of this sign in Scandinavia (30%) and its low inci- 
dence in childhood primary tuberculosis here (2.8%). Eight of 
this group of 61 were under 5 years of age — all the others were 
in ihe 5-14 age group. Following the usual trend of this 
allergic reaction. 39 cases occurred in girls and 22 in boys. 

The time interval between this outward sign and radiological 
exidence of primary infection was studied. I have observed 
that the erythema nodosum often preceded the .r-ray evidence 
by one to three months; but in two cases pleural effusion 
shoued, one six monihs later and one a year afterwards. 
1 think 11 U of great importance that these cases should have 
repeat x-ray films, since films, including laterals, taken only on 
one c'ccasion may miss the lesion. Some of our cases had 


.v-ray evidence when the erythema was noticed, but two other 
cases which were tuberculin-positive showed no radiological 
evidence, although each had three x-ray examinations at inter- 
vals. Another interesting case had two attacks of erythema 
nodosum, the primary infection being diagnosed at the second 
manifestation. This last case, in a child aged 10 years,' had a 
history of erythema nodosum diagnosed at a city hospital in 
April, 1944, She had a second attack when seen at the primary 
clinic in March, 1945. Her sputum was then positive ; B.S.R. 
was 17 mm. in one hour, and there was cavitation seen on 
.r-ray examination. She died in a sanatorium in February, 1948. 
This was the only death in the erythema nodosum group. 

Perhaps Dr. Doxiadis can confirm' my observations that 
erythema nodosum often precedes the radiological evidence 
of primary tuberculosis infection in children. — I am, etc., 

DubUn. M. DUNLEVY. 

The Acute Throat 

StR, — In Dr. T. Anderson’s very thorough article on the 
acute throat (October 15, p. 860) he states, referring to penicil- 
lin ; “ Local' therapy by lozenges and so forth is therefore com- 
pletely inadequate and systemic administration in high dosage 
is indicated.” He then goes on to state that injections of 
the soluble compound four-hourly, or the insoluble procaine 
penicillin two or three times a day and later- less frequently, 
are indicated for seven days. Later, referring to sulphdnamides, 
he remarks, “The efficacy of these drugs has never been 
convincingly demonstrated in such conditions." 

I feel I must disagree. One sees all varieties from mild to 
severe cases of tonsillitis (mostly caused by 3he haemolytic 
streptococcus); the mild cases nearly all clear up with penicil- 
lin lozenges and possibly an aspirin mixture, and the severe 
nearly all clear up with lozenges aided by sulphonamides by 
mouth and nearly, if not all, in two to five days. Very few 
G.P.S have the time to give all the recommended injections; 
the district nurses cannot possibly afford the time ; the hospitals 
are too fufl ; and most patients to-day cannot afford private 
nurses of nursing-homes. — I am, etc.. 

Hove. Sussex, 'W. A. PORTER. ' 

Se.K Hormone Upset in Africans 

Sir, — D r. J. N. P. Davies’s paper (September 24, p. 676) on 
this subject offers a hypothesis which would, if confirmed, 
throw a good deal of light on some of the perplexities of 
Bantu medicine. Being at present engaged on a clinical study 
of malnutrition in Zulu children, we would wish to comment 
on one or two points raised by Dr. Davies, especially where 
our own experience differs from his findings further north. 

Trowell’s findings regarding the prevalence and nature of 
the syndrome of kwashiorkor (malignant malnutrition) are 
amply in accordance with the situation in Zululand, but the 
suggestion made in the paper that few African children escape 
without at least a mild attack owing to the prolonged period 
of breast-feeding and the absence of a proper weaning period 
appears contrary to our findings. Traditionally the breast is 
supplemented from birth by sour maize porridge (pH 4-6), and 
breast-feeding (other than the mere act of dangling the^child 
on its grandmother’s shrunken breast) is usually discontinued 
by the end of a year, the child then being fed entirely on maize 
porridge with a little sour milk if available. Weaning may 
therefore be said to be going on all the time and to be extremely 
gradual. 

Further, we have been able to induce a considerable number 
of mothers to feed wholly on the breast for six months and 
then to wean over the next three or four months, using maize 
products and milk. It would not appear so much that pro- 
longed breast-feeding and the absence of a proper weaning 
period were at fault as what a child is fed on during and after 
weaning. Malignant malnutrition is common in children who 
have been weaned slowly and breast-fed for a “ normal " length 
of time. Preliminary studies have shown that children wholly 
breast-fed to sLx months teeth two to three monihs earlier than 
their fellows who are fed on the traditional breast-and-porriclge 
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routine. We hope to publish detailed studies at a later date on 
this matter. 

Infertility does not seem so great a problem in Zululand as 
Dr. Davies describes in Uganda. Of 243 women (a small figure 
and part of an uncompleted series) past childbearing age, eleven 
(4.5%) had had no children, while 74% had four or more 
children. 

While umbilical hernia is extremely common in Zulus (a 
great many of these hernias appear to undergo spontaneous 
regression about puberty), inguinal hernia appears relatively 
rare. In 5,000 admissions tve recorded only six cases, but it 
must be remembered that a majority of males are away from 
this area for many months each year, working in the mines 
and industry. — We are, etc., 

E. A. Barker. 

Nquiu. Zuiuisod. Margaret Barker. 


Signifiennee of Convulsions in Infancy 


Sir, — ^The correspondence on convulsions in infancy 
(September 3, p. 547, and September 10, p. 598) raises the ques- 
tion whether hyperpyretic convulsions are necessarily the fore- 
runners of epilepsy in later life. This is still a controversial issue. 

On the one hand, Peterman' maintains pessimistically that 
every convulsion in a child, unless it is caused by encephalitis, 
meningitis, or poisoning, has to be considered as the first mani- 
festation of a later epilepsy. In his series of 55 eases of con- 
vulsions associated with fever an electroencephalogram was 
done in 34 ; only five had normal tracings, and in 35 the diag- 
nosis of epilepsy had to be given subsequently. On the other 
hand, Neyroud' is more optimistic ; he states that in the majority 
the hyperpyretic convulsions may be considered as a common 
accident which has nothing to do with epilepsy and the prog- 
nosis of which is favourable. In hts series of 70 children the 
electroencephalogram was normal in 57. doubtful in nine, 
definitely abnormal in four, and two showed epileptic patterns. 

These extremes will have to be reconciled by further research. 
.Apparently some children will have convulsions when a certain 
set of circumstances is favourable for their initiation — e.g.. 


fever, with its hyperventilation, and changes in the water 
metabolism. These conditions may never be imitated later on 
in life and no epilepsy will ensue. 

The therapeutic question, in my opinion, boils down to this: 
there is no need to start anticonvulsant treatment in every dis- 
closed dysrhythmia so long as it does not give rise to symptoms 
such as manifest epilepsy, behaviour disorders, or irritability. In 
febrile convulsions, when no electroencephalogram is available 
for the elucidation of the case — and at present it is not for a 
good many general practitioners — the exhibition of antipyretics 
and phenobarbitone whenever a febrile illness makes its appear- 
ance will be all that is necessary. This seems to me a better 
scheme than that suggested by Dr. G. Daynes (p. 547), who 
advises anticonvulsant drugs “during the years when _the 
threshold is low.” There is no knowing when to discontinue 
and also a risk in a case of idiopathic epilepsy of status 
epilepticus after withdrawal of prolonged anticonvulsant 
treatment. — I am, etc.. 

Gallon. Queensland. GuTH-\NER. 


RErmtsezs 
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Treatment of Basal-cell Carcinoma 

As a dermatologist who over a period of years has 

treated a very large number of rodent ulcers with radiation, I 
would like to draw attention to one point in conne.xion with 
their aetiology which I feel should have some bearing on the 
selection of treatment. Among the cases I have treated there has 
been a number of '* recurrences ” in excision scars. Knowing 
who operated in most of these cases, 1 have not often enter- 
tained any suspicion th.tt the lesions were not widely enough 
excised in the first place. 

1 think that most of us to-day recognize trauma as the cause 
of a considerable proportion of the casc,s of basal-cell carci- 
noma seen. Patients present themseUes with a history of 
having had a scratch from a pin, a rose thorn, etc., or a cut 


with a razor blade, which healed but broke down to form a 
“ sore ” which would not dear up. In other cases the original 
injury never healed. In a person with a proclivity to develop 
rodent ulcers a surgical indsion constitutes a greater skin injury 
than does a scratch wiji, say, a pin or a rose thorn. I believe 
that many of the so-called " recurrences ” are not really recur- 
rences at all. In my opinion a basal-cell carcinoma had 
developed in an excision "scar in a person with a tendency to 
develop skin malignancies. Quite recently I saw two cases 
which illustrate this point. 

The first was in an elderly woman who three years ago 
had a small microscopically proved squamous-celled carcinoma 
excised from the side of her neck because she could not spend 
enough time in the city to undergo a course of radiotherapy. 
She returned recently with two basal-celi cardnomata, one 
towards either side of the 3-in. (7.5-cm.) e.xcision scar. She had 
keratoses and another rodent ulcer as well. The second case 
was that of a woman who had had a mastectomy done some 
years ago and who presented herself with two basal-cell 
carcinoma (proved by biopsy) in the mastectomy scar. She was 
a freckler and had keratoses on the hands and face as well. 

I am bringing this point up because I feel that pafients who 
show evidence of a tendency to develop malignant conditions 
of the skin, keratoses, pigmented patches, etc., are much more 
likely to develop new basal-cell carcinoma in e.xcision scars 
than patients who show none of these stigmata. I feel it is 
much safer to treat them with radiation than by excision. — 
I am, etc., 

Penh. VVestini Australis. I. M- O’DoNNEIX. 

Identification of Microfilaria 

Sts, — I have for a long time been interested in getting a quick- 
method. of value in field work, by which the various species of 
microfilaria could be identified. Lately I have used the brilliant- 
cresyl-blue method as a vital staining, and I have teen surprised 
at the rapidity and efficiency of the method, which is as fallows. 

Slides are prepared by dropping on them a drop of a saturated 
alcoholic solution of brilliant cresyi blue. On the dried slides a drop 
of blood is placed. A cover slip is placed over the drop, the edges 
sealed off with vaseline, and the slide e.xamined immediately. The 
microfilariae will be found to survive for about five minutes, and 
the granules will be distinctly stained, allowing easy identification. 

— I am, etc., 

Siaaso.-e. E. S. MoNTEISO. 

Medical Services of the Anned Forces 

Sir, — ^T he scope of Major E. A. Smyth’s article (October !, 
p. 751) is so large that detailed comment on all its points is 
difficuit May I write on one or two he has not mentioned? 

(i) Could not the smaller formations, such as field ambu- 
lances, have a non-medical adjutant for administration pur- 
poses ? While fully admitting the necessity for medical officers 
in these units to be well versed in man management — -which is 
inborn, not acquired — training, discipline, strategy, map-reading, 
etc., it always seemed to me a gross waste for medical men to 
be chained to a desk for hours every day, grappling with audit 
boards, imprest accounts, courts of inquiry, summaries of evi- 
dence, messing, rations, and pay, when they should have been 
out with their men, getting to know them, supervising training 
and exercises. 

<2) Has, I w-onder, any conference been called at the Statf 
College to which distinguished Territorial officers (who co.m- 
manded field ambulances and casualty clearing stauons by the 
dozen, and were .A.D.M.S.S to at least four or five famious 
fighting divisions, D.D.M.S.S to at least two corps and to one 
Army command) have been invited ? Could not their elastlcity 
of mind and their genius for improvisation — the acquiring, for 
e.xampie, of thousands of ex-oa square yards of canvas to 
supersede the miserable pent-houses on the ihree-tonners — be 
an asset ? Could not their knowledge and experience be m.ade 
use of in considering future wars ? Perhaps this has been done. 
If not, it is surely overdue. — I am, etc., 

-Astesbury. BueXs. 


W. -A. Beluvmy. 
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Paddington Green Children’s Hospital 
Sir, — Your readers are probably familiar with the decision 
of the board of governors of St. Mary’s Hospital to convert 
Paddington Green Children’s Hospital to adult use and for 
the reason which has been given for this action— namely, the 
excess of children’s beds in the St. Mary’s group over the 
number recommended in the Goodenough Report. They may 
also have read the Ministry of Health circular (R.H.B. {49) 132), 
which together with your annotation entitled “ Changes in Use 
of Hospitals” (October 15, p. 857) encouraged many to, believe 
that tlie board might reverse their decision. Unhappily, there 
is no sign of any change of heart. 

I am therefore writing, as chairman of a committee which 
is composed mainly of members of the local public and which 
is non-political, to give publicity to this fact. It seems right 
that the profession should know exactly what is happening, 
because this is certainly no academic medical dispute. In 
Paddington and neighbouring boroughs a great wave of spon- 
taneous public indignation has occurred and now finds expres- 
sion through the Save the Children’s- Hospital Cornmittee. 
Twenty thousand people, mostly local, have already signed a 
petition, and further evidence is found in the resolution passed 
by the Paddington Borough Council on November 1, after a 
special committee appointed by them had investigated the 
matter, deploring the decision of the St. Mary’s board. It is 
apparent that the board of St. Mary’s Hospital has failed com- 
pletely to understand the depth of feeling which their action 
has aroused. Their explanation, that students must be properly 
taught, does not carry conviction; Hitherto, there has been no 
suggestion that the doctors produced by St. Mary’s are less 

capable than their colleagues. , . ' . . .i. 

My committee feels a need to work hard to bring about the 
final decision in the near future, since a hospital which is under 
threat of annihilation works under strain, and it is only a 
matter of time before signs of deterioration must appear 
through the unwillingness of serious workers— whether doctors, 
nurses, or others— to spend their energy on tasks which have no 

relation to a future. _ ; , 

Surely the proper course is to allow the Cluldren s Hospital 
to continue the work which it has carried on with acknowledged 
success for 66 years, and to allow its teaching facilities to be 
transferred to another teaching hospital group less fortunately 
situated than St. Mary’s. — I am, etc., 

Michael Harmeb, 

Chainnan, Save the Children’s Hospital 
London. N W 1 Committee. 

The G.P. and E.C.T. 

Sir, — T he experience mentioned by Dr. Donald M. O’Connor 
under the above heading (October 29, p. 984) has been unfortu- 
nate, but it may have been due in some instances to factors 
other than mere inefficacy of E.C.T. Many of our modem 
techniques (E.C.T., insulin coma, prolonged narcosis, leucoiomy, 
etc.) do not so much cure the patient as render him more 
accessible and responsive. In other words they pave the way 
for other therapeutic methods, and if these are not applied the 
patient remains half-treated and incompletely recovered. 

Some cases, after special physical treatments, require psycho- 
therapeutic help, while many need weeks, even months, of inten- 
sive rehabilitation under good hospital conditions. Whether 
this takes the form of occupational therapy, physical training, 
and special games for one patient, of outdoor sport, general 
entertainments and competitive outlets for another, or of cul- 
tural activities, social functions, and club conditions for yet 
another, such rehabilitation is unlikely to be available e.xcept 
to in-patients, and it is in hospital that proper combinations 
of all the required activities can best be prescribed, organized, 
and carried out. . 

It i-. unfortunate that there has been a temptation to hail 
ibe newer physical treatments not only as applicable to loo 
wide a range of conditions but also as complete and sufficient 
therapies in themselves, forgetting that mental stability and a 
resumption of normal life cannot always be achieved without 
the application of rehabilitating and resocializing methods 
before ihe p.itiem returns to his home, so that if he leaves 


hospital ' without adequate treatment during ,his convalescence 
the risks of a relapse will naturally be all the greater. — I am 
etc., • , 

VVarringloo, Lancs. 'I. ErNEST ^NICOLE. 

Catalogue of Medical Films 

Sir, — ^T wo years ago, with the aid of a generous grant from 
the Royal Society of Medicine, the medical committee of the 
Scientific Film Association set up a “ master file ” of data or 
medical films. It includes details of production, distribution 
and content, and a provisional grading of each film. It coven 
all the fiJms-in existence in this country up to 1946 and is beihj 
added to constantly. Covering over 800 films, it provides thr 
most comprehensive collection of data about its medical films 
that any country in the world (with the possible exception of 
Canada) can show. From this master file was prepared' the 
RSM-SFA catalogue, of medical films. The first edition of 
1,000 copies was exhausted in twelve months, a remarkable 
index to the widespread interest in medical films. 

We are faced vvith the problem of deciding whether to reprint 
or to prepare a new edition. As the lay-out of the first editior 
was cramped by paper shortage, and as there are many new 
films to be included, we have decided in favour of a new edition 
We are constantly getting requests from- abroad as well a; 
from this country, and we ask the hospitality of your column; 
for this explanation of why the catalogue will not be available 
for some months yet. — I am, etc., - 

4, Great Ru.isell Street, ReNNETH GoaDBY, 

London, E.C.l. Chairman. Medical Committee. 

" Scientific Film Association. 

POINTS FROM LETTERS 

Retinal 4a3erial Occlusion in Migraine 

Dr. Leo Hahn (Leicester) writes : I have been most interested ir 
Dr. G. S. Graveson’s article (October IS, p. 838), which provides ar 
important contribution in support of the time-honoured vascula: 
theory of the migraine attack. As long ago as 1923 I accepted the 
view that the migraine paroxysm is initialed by a cerebral angiospasm 
and introduced the potent vasodilator drug papaverine into th< 
treatment of migraine (JDtsch. Z. Nervenheilk., 1923, 77, 191). Fort; 
milligrammes of papaverine hydrochloride, if given intravenously-^ ' 
very slowly in order to prevent a fall in blood pressure — early ii 
the attack, rarely fails to arrest the paroxysm. Administered orall.' 
in much .higher doses (100 mg. t.d.s.) tor long periods, the drug is ii 
most cases etfeciive in reducing the frequency of attacks. The effec- 
tiveness of this treatment has been confirmed by several authors. . . . 
Dr. Graveson’s cases illustrate very well that occasionally the cerebral 
disturbances characteristic of the aura and caused by the initial 
angiospasm may substitute the attack. Together with Dr. E, Kraupa 
I have reported a case of spasm of the central retinal artery pro- 
ducing the picture of “ acute, retinal ischaemia ” with subsequen’ 
amaurosis.in a girl 5 years of age [Klin. Mbl. Augenheilk., 1921, 66, 
829). Papaverine treatment restored within a few weeks the retina' 
circulation and the visual acuity. It seems probable that the earl; 
administration of papaverine in cases as reported by Dr. Gravesor 
could prevent the thrombouc vascular occlusion. 

Migraine and Calcium Deficiency 

Dr. N. M. Stephen (Saxmundham, Suffolk) writes: With refercnct - 
to the article (October 15, p. 838) by Dr. G. S. Graveson callinf 
attention to a condition of arterial spasm in migraine, I have th( 
following observations to make. Acting on the assumption tbai 
migraine might be considered to be a vasomotor disorder involvin? 
changes in ihe vascular tone of the arteries of the meninges, I madt 
an attempt in a series of severe cases of migraine to try the effects 
of calcium therapy. The form of calcium used was colloidal caldum 
with vitamin D. The results were surprisingly successful. Thereforr 
I have concluded that migraine is due in part at least to a genuine 
calcium deficiency. Die treatment was used empirically, and I had 
no facilities for carrying out estimations of the serum calcium in 
the patients treated. An interesting fact is that one of the patients 
stated that she had been free from attacks of migraine while she wa; 
jjregnant. This might be explained by supposing that all supplies 
of calcium are mobilized during that period and are therefore more 
readily available. All the patients referred to had already experi- 
enced all the usual forms of treatment — i.e., aspirin, phenobarbitonc. 
and ergoiamine tablets. The time interval between the injections 
tends invariably to increase, and a space of two to d'.rce months 
may elapse before th-e next injection becomes necessary. 
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Sir HERBERT EASON, C.B., C.M.G, M D., M.S. 

F.R.C.S. 

Sir Herbert Eason, president of the General Medical 
Council since 1939, died at Guv's Hospital on November 2 
at the age of 75. He had attained distinction in the practice 
of a medical specialty, in hospital administration, in the 
government of a university, and as president of the body 
controlling the training and discipUne of the medical pro- 
fession. So closely associated was he with academic and 
public life that it was often forgotten that he was also an 
ophthalmic surgeon who had contributed much tothehtera- 

ture and teaching of 
ophthalmology. At Guy’s 
Hospital he was chief of 
the ophthalmological de- 
partment for more than 
thirty years. Herbert 
Lightfoot Eason was 
born in London on 
July 15, 1874, and re- 
ceived his education at 
University College. From 
there he went to Guy’s 
medical school, qualify- 
ing in 1898, and taking 
his M.D. degree in 1901 
and his M.S. a year later. 
In 1902 he became resi- 
dent warden at Guy’s, 
and in the following year 
dean of the medical 
school, a post he held 
until 1912'. During the first European war he served with 
the rank of lieutenant-colonel as consulting ophthalmic 
iurgeon to the Forces in the Mediterranean, Egypt, and 
Palestine. He was mentioned in dispatches, and awarded 
the C.M.G. in 1917 and the C.B. in 1918. His experiences 
n the Near East are recorded in Guy’s Hospital Reports 
jf that period and in the Transactions of the Ophthalm- 
jlogical Society, of which at that time he was an active 
member. 

Herbert Eason’s appointment as superintendent of Guy’s 
Hospital took place in 1920, when Sir Cooper Pero' retired, 
ind he made his home in the elegant old building, since 
destroyed by enemy action, on the east side of the famoiu 
court in which stands the statue of Thomas Guy. Tins 
post he held for not far short of twenty years, during which 
time many notable developments took place in the hos- 
pital. One of these was the opening by the Prince of Wales, 
afterwards Edward VllI, of Nuffield House for private 
patients, situated in the hospital grounds. 

The affairs of the University of London, then in a transi- 
tional stage, began to claim his attention in 1911, when he 
.vas elected to the Senate as a representative of the Faculty 
of Medicine. He also represented the Senate itself on the 
University Court. Eason was chairman for various periods 
■ )f the librarv and finance committees and of the advisory 
council, and’ in 1935 he became vice-chancellor. This 
•office he held until 1937, when the Senate appointed him 
•o the post of Principal of the University for a period of 
four years. The construction of the great university build- 
inos in Bloomsbury, which during the war were the home 


of the Ministry of Information, had already been started, 
and ^on’s appointment to the post of principal syn- 
chronized with the fijing of the university flag from the 
completed tower. These four years were important ones in 
the history of the university. Eason had already been a 
member of the departmental committee of the Board of 
Education on the reconstitution of the universitj', and to a 
large extent under his guidance the reconstitution was 
effected and great progress made m all branches of its 
work. Research was promoted by scholarships and other 
means, and a large university professoriate was built up. 
At the end of his term of office as principal London Uni- 
versity had 250 professors, 167 readers, and nearly a 
thousand recognized teachers. 

Eason’s outstanding work for the university by no means 
e.xhausted his activities in the educational field. He was 
for six years a member of the departmental committee of 
the Ministry of Health on postgraduate medical education, 
and he served as a member of the governing body of the 
British Postgraduate Medical School, which, like the twelve 
undergraduate schools in London, is a school of the uni- 
versity. It was his association with the University of 
London which brought him on to the General Medical 
Council ; he took his seat as its representative in 1925. His 
already great administrative experience proved most useful 
in this field. He took a prominent part in the Council's 
discussions on education ; he also became co-treasurer .of 
the Council and a trustee of the English Branch. In what- 
ever activity he engaged he seemed to make an effortless 
progress towards the top, and when Sir Norman Walker 
retired in 1939 Eason was the unanimous choice of his col- 
leagues as President, He brought to the chair a long busi- 
ness experience as well as a natural authority, wisdom, and 
urbanity. A fierce light often beats on the G.M.C., but 
Eason was neither flattered nor intimidated. Throughout 
his career he had the most jealous regard for the ethics 
of his profession. He carried this to such a point that in 
his various official positions he would not allow his name 
to appear in the newspapers if it could be avoided. When 
newspaper men called on him for information he would tel! 
them that they might say that the superintendent of Guy’s 
took such and such a view or that the principal of the Uni- 
versity of London had this or that intention, but the name 
of Eason they must not print, and generally his wishes 
were respected. 

In a lecture he once delivered to students at Guy’s Hos- 
pital he said that the simple rule which should govern them 
in their professional career was that same unwritten rule 
which guided the true Englishman in all circumstances — 
namely, that certain things are not done. This rulej he said, 
e.xiended from trivial affairs of taste right down to cheating 
or cmbczzIemenL ■ “ Gentlemen,” said Eason, “ the code 
of conduct sununed up in the words ‘ it is not done ’ begins 
in the public school and goes on through the university, 
and remains with a man throughout his career. Keep 
those words in mind, and you will never come before the 
tribunal over which at the moment I have the honour to 
preside.” 

Eason was a member of the General Nursing Council, 
on which he represented the .Ministry of Health. He was 
a co-opted member of the Public Health Committee of the 
London County Council, a member of the General Council 
and of the Economy Committee of the King Edward's Hos- 
pital Fund for London, a J.P, of the Countv- of London, and 
a trustee of the Beit memorial fellowships for medical 
research. He was an honorary Bencher of the InnerTemple, 
and he contributed the articles on ophthalmology to French’s 
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index of Differential Diagnosis. Like some others who 
have occupied leading positions _on the General Medical 
Council, in order to remain unembarrassed in dealing with 
disciplinary cases he stood outside the membership of the 
but he was sympathetic to the Association’s aims, 
and in earlier years he rendered it good service as a member 
of the Ophthalmic Committee which helped to sponsor the 
National Eye Service. His name appeared as a knight in 
the birthday honours list of 1943. 

RICHARD LAKE, F.R.C.S. 

Mr. Richard Lake, who was for many years" a well-known ■ 
ear, nose, and throat surgeon practising in London, died 
in a nursing-home at Bristol on November 1 at the age 
of 87. 

Richard Lake was born at Sittingbourne, Kent, on 
December 14, 1861, and was a student at St. Thomas’s 
Hospital, where he qualified in 1885. In the same year 
he took part in the Sudan campaign as a surgeon of the 
National Aid Society. This was before the organization 
of the Red Cross, and he undertook similar work in the 
Servo-Bulgarian war, for which he was decorated by both 
the Servian and Bulgarian Governments. Returning to 
England, he took the F.R.C.S. in 1890, and from, then 
onwards specialized in the treatment of diseases of the ear, 
nose, and throat. 

Mr. Lake was appointed surgeon laryngologist to 
Mount Vernon Hospital in 1897, and in the following year 
began his long association with the Royal Ear Hospital. 
For many years he was consulting surgeon in his specialty 
to University College Hospital and to the Seamen’s Hos- 
pital, Greenwich, and he was president of the otological 
section of the Royal Society of Medicine. During .the 
1914-18 war he served as aural surgeon to the R.F.C. Hos- 
pital and to Princess Christian’s and Robert Lindsay’s 
Hospitals for Officers. For four years from 1924 he was 
Geoffrey E. Duveen Lecturer on otology in the University 
of London. He was also at one time president of the 
West London Medico-Chirurgical Society. He published 
a number of papers on tuberculosis of the larynx, simulated 
deafness, aural vertigo, re-education of the deaf, mastoid 
suppuration, and other subjects in his specialty. 

C. O. HAWTHORNE, M.D., F.R.C.P. 

J. .M. A. writes : May I pay tribute to the memory of my 
patient and friend. Dr. C. O. Hawthorne (October 29, 
p. 986) ? His great age brought increasing infirmity, but he 
never once complained. The disability which interfered with 
the use of his typewriter was a blow to him, and his friends 
missed his pungently witty notes. His' command of the 
English language, verbal and written, was superb, and no 
man was more widely read. He was equally at home in the 
German language. When in 1942 his house in Hove was 
almost destroyed by a bomb he maintained an admirable 
philosophic calm. His interest in his profession and in the 
British Medical Association remained unabated to the end 
of his life. To the last his amazing memory was unim- 
paired, and there was no senile reiteration of old stories, 
but a gentle irony when discussing current events and 
modern medical politics. Only this year he published a 
popular science pamphlet. The Hitman Body : A Justifica- 
tion. Physically and mentally he was a big man, and 
beneath his reserved manner lay a vast understanding of 
human frailties. Although he outlived most of his con- 
temporaries, he will be missed by all who knew him. 


Dr. Bernard Myers writes : As a colleague of Dr. C. 0. 
Hawthorne for many years at -the Royal. Waterloo. Hos- 
pital I would like to mention the high respect in which 
Hawthorne was held by his colleagues for his downright' 
honesty in his views, even if disagreeing with ' those 
expressed by the other members of the medical committee. 
He always spoke sound common sense and was fair in 
argument. If his external manner was apt to be severe, 
that was not the real man, for when we lunched together 
his genial and kindly spirit was evident. Those who knew 
him well will mourn the passing of a sound physician, 
loyal colleague, and good friend. 

Dr. Eva McCall writes: May another old student of 
Dr. C. O. Hawthorne also pay a tribute to his memory ? 
Dr. Hawthorne lectured to the women students in the 
medical faculty at Queen Margaret College, University of 
Glasgow, in the ’nineties, and I was privileged to be one 
of those. He was a most inspiring teacher, and dressed 
the dry branches of materia medica with glowing tints, so 
much so that this dull subject became quite fascinating, 
and I owed him a lifelong debt of gratitude for his magni- 
ficent teaching. It was an incalculable loss to the university, 
where he would have filled a professorial chair with great' 
distinction. 


Dr. Arthur Hill Burnett died suddenly on October 7 at (he 
age of 68. He was born in Southampton and educated at King 
Edward 'VI School and the old Hartley College. He carried out 
his medical training at Edinburgh University and the London 
Hospital, qualifying in 1904. He held house appointments at the 
British Lying-in Hospital, Endell Street, at St. Mary’s Hospital 
for Women and Children, Plaistow, and at the Kensington 
Infirmary, London. For a time he was a ship surgeon and 
visited many parts of the world. During the first world war 
he served in the R.A.M.C. with the rank of captain. In 1919 
Dr. Burnett was appointed honorary anaesthetist to the Royal 
South Hants and Southampton Hospital, and medical officer to' 
St. Mary’s Institute. When the latter building was blitzed in 
1940 he continued his work at Moorgreen Hospital. Apart 
from conducting a busy practice and his institutional work, he 
gave a large part of his time to the administration of anaes- 
thetics at the Royal South Hants Hospital, where he was recog- 
nized as an expert anaesthetist. Retiring from this post during 
the recent war, he was appointed honorary consultant anaes- 
thetist to the hospital. Dr. Burnett was an able physician, a 
skilled anaesthetist, and the pleasantest of colleagues. His 
contemporaries will long remember his happy disposition, his 
sincerity, and his great friendliness. To his widow and sons 
many colleagues and friends will extend their deep sympathy. 
— S.N.L. 

Dr. Charles Roper, of Rochester, who died there on 
October 17, was the younger son of the late Charles Roper, 
of South Kensington. He was born in 1877, and was educated 
at St. Paul’s School, where he obtained a Tancred studentship 
in physic to Caius College, Cambridge, going into residence 
there in 1895. After taking the Natural Sciences Tripos he 
was awarded a scholarship to the medical school of the West- 
minster Hospital, and graduated B.C. in 1903 and M.B. in 
1904. He proceeded M.D. in 1911, and took the Oxford 
D.P.H. in the same year. After filling house appointments 
at the Westminster Hospital he held for a few years an appoint- 
ment as medical officer in Assam. Later, after bis career had 
been interrupted by tuberculosis, he took up the study of that 
disease as a specialty. He was medical superintendent of Tehidy 
Sanatorium in Cornwall, and then tuberculosis officer for Kent, 
with headquarters at Rochester, and there he remained for the 
rest of his professional life. He had contributed on several 
occasions to the literature of bis specialty. Dr. Roper was 
chairman of the Rochester, Chatham, and Gillingham Division 
of the British Medical Association from 1930 to 1932. He 
married Ethel, daughter of Mr. G. A. Dick, who survives him. 
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IN ANALGESIA 


1540: ■; Take a fatte piece of veale or ellse a fatte capon and boyle il in 
water or ellse white wyne and strayne it fro77i the fleshe, atid sett the saide 
lycor over the fyre agayft, a7id putt therto these thi7igs folowing, of 
mallowes ii. -7t7ices, of violett leaves, of /light shade ana § i. lett them boyle 
untyll they be very softe and te/idre, a/id powre awaye the licor fro/n the/n, 
and. putt therto barley water as shall stiffise to 77iake it a pu flies”-. 

(A pulthes to cease payne devised by Dr. Butts) 

Today the physician has, in ‘ Physeptone,’ a specific agent for the relief of 
pain. ‘Physeptone’ is more powerful than morphine and does not cause 
hypnosis or constipation. It may with advantage replace morphine as an 
analgesic for-patients confined to bed, ‘Physeptone’ is available as 5 mgm. 
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The rationale for the use of androgens in the femaie is based on their ability to 
produce a reflex pituitary inhibition. Androgens may therefore be substituted 
in certain conditions where osstrogens are contra-indicated or have been tried 
and found ineffective. The clinical application of androgens in the .female 
includes hypermenorrhosa, whether functional or of menopausal origin, 
mastodynia, pre-menstrual tension, dysmenorrhcea, frigidity and more recently, 
the treatment of advanced carcinoma of the breast. 


The British Scheriiig range of androgenic preparations includes : 

*TISSTOVfllBOIV ’ for parenteral administration; it is an oily solution 
of testosterone propionate. 

‘ OBB AVIlSONf ’ for oral and sublingual therapy, which in adequate 
dosage reproduces all the known effects of parenterally administered androgen. 

•TI<:ST©VHS4>IV’ Ointment is available for topical application when a 
local effect only is required. 
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Medico-Legal 


DANGEROUS DRUGS IN LOCKED CAR 
A doctor w-as recently fined for keeping dangerous drugs other 
than in a locked receptacle.* His appeal, b\ u-ay of case 
stated by Lord Ilkeston, the stipendiary magistrate for Birming- 
ham, w-as heard in the King’s Bench Division on October 19. 
Information against the doctor was origin illy preferred by a 
-chief inspector of police, who alleged that on January 9. 1949, 
the doctor had contravened regulation 5 (2) of the Dangerous 
Drugs Regulations, 1937, which provided that " every drug 
... in the actual custody of a person authorized by this regu- 
lation shall, except when the necessities of the practice of the 
profession ... by virtue of which that person is authorized 
. . . require, be kept in a locked receptacle which can be opened 
only by him or by some other person authorized by virtue of 
this regulation.” 

The facts proved before the magistrate were as follows : The 
doctor, as a registered medical practitioner, was a person legally 
authorized to be in possession of drugs to which the Dangerous 
Drugs Act, 1920, and the regulations made under it applied. 
On January 9 the doctor went to the cinema in his car. which 
he left in a car park with the doors locked. Inside the car 
was an unlocked leather case containing a number of dangerous 
drugs. On leaving the cinema he found that the car had been 
stolen. It was recovered on January 12. unattended and with 
all the doors wide open and the unlocked leather case con- 
taining the drugs on the rear seat. The drugs were handed 
to a police inspector, who later saw the doctor. The doctor 
admitted that the drugs were his. 

It had been contended for the prosecution that a locked car 
was not “a locked receptacle" within the meanine of regula- 
tion 5 (2), and that if the doctor wished to take advantage of 
the e.xception in the sub-regulation the burden of proving the 
necessary facts for that purpose was on him. For the defence 
it was held that the doctor had complied with the regulation by 
leaving the drugs in an unlocked case in a car all the doors of 
which were locked. The key to the car was in the doctor’s 
possession and was peculiar to that car. The word “ receptacle ” 
•was not limited to the container of the drugs ; the real test was 
whether the drugs were safely under lock and key. It was 
also argued that it was essendal for the doctor to have these 
drugs easily accessible in case of emergency, and that it was 
much safer for him to leave the drugs in an unlocked case in 
a locked car than to leave them in a locked case in an un- 
locked car. The magistrate found the charge proved, and the 
doctor was therefore fined. 

Judgment 

' The Lord Chief Justice, giving judgment,= said that in his 
opinion the regulation contemplated that drugs of this kind 
should be permanently and regularly kept in some locked recep- 
tacle. It was impossible to say that a motor-car was a “ recep- 
tacle ” within the meaning of the regulation. If it were, it could 
be held that if a doctor left dangerous drugs in his house and 
then went out and locked all the doors the drugs had similarly 
been left in a locked receptacle within the meaning of the regu- 
lation. A motor-car might be described as a receptacle for 
luccase, but the regulation must be construed so as to effect 
the'obvious purpose of the Legislature. A motor-car which had 
constantly to be locked or unlocked, according as it was being 
driven or parked, could not fairly be brought within the terms 
of the regulation as being a “ receptacle.” The appeal was 
therefore dis missed. 

1 Britifh .\fcdlrjl JouTTJiI, October 8, 1949. p. 819. 

2 77:tf Tvtutj, October 20, 1949. 


Accordinc to a report issued by the Inteniaiional Tuberculosis 
Campaicn about 16.000,000 children and young adults in the 
countries in which Unicef is conducting feeding programmes 
had been tuberculin-tested and about 7.500,000 had been vac- 
cinated with B.C.G. up to .August 1. 1949. 


Medical Notes in Parliament 


NATIONAL HEALTH SER'VTCE (.AMENDMENT) BELL 

Lord Shepherd in the House of Lords on November I 
moved the Second Reading of the National Health Service 
(Amendment) Bill, which had already passed the House of 
Commons (Journal, October 29, p. 989). He described the 
Bill as small and non-contentions. In certain particulars ii 
applied also to Scotland. Its objects were, first, to ekuridate 
and amend those provisions in the National Health Service Acts 
which prohibited the sale of practices of doctors in the Service, 
and which compensated them for the loss of goodwill, in regard 
to partnerships of a mixed character. Secondly, the Bill imple- 
mented promises of amendment made to the medical and dental 
professions. Thirdly, it made certain minor administrative 
amendments, and, fourthly, it removed doubts regarding some 
of the provisions of the original Acts. 

Great difficulty had been e.xperienced in framing clauses 
dealing with partnerships and with the sale and purchase of 
medical practices, and even when these Bills became Statutes 
a good deal of discontent had remained concerning their effect 
Mr. Bevan had appointed a committee under Mr. Justice Slade 
to examine those parts of the .Acts which referred to partner- 
ships, and he had completely accepted the report of this com- 
mittee. The recommendations made in that report were pro- 
vided for in the BiU. The Government wanted to encourage the 
formation of partnerships in the medical profession, believing 
this to be of advantage to doctors and to their patients. There 
would be as little interference with partnerships as possible. 
Lord Shepherd understood that there were only 50 “mixed 
partnerships” affected by the Bill, and the number of doctors 
concerned was only 150. 

Part II of the BiU was simpler but of great interest. For 
some time the medical ranks had been agitated by a fear that 
under the Acts a full-time service might be established- Indeed, 
it was possible under the original Acts for Orders to be 
introduced into both Houses for the purpose of placing the 
medical service upon a full-time basis. Such a power had 
existed since the National Health Act of 1912. Air. Bevan, 
however, had given a pledge in the House of Commons on 
April 7 that it would be made impossible by regulation to place 
the medical profession effectively on a fuU-time basis. Mr. 
Bevan bad also said that the Government had no intention of 
establishing a full-time practice and that he would make this 
clear in an amending Bill. 

Minor Amendments 

Among other things the Bill referred to the tribunal which 
had power to take out of the Health Service those who must 
be disqualified. It was made up of a legal chairman, an execu- 
tive council member, and a member of the profession con- 
cerned, The last member would be appointed by the Minister 
of Health, and at the suggestion of the medical profession would 
be taken from a panel representing the various interests of the 
profession concerned. The Minister had agreed to th’is. 

Another point related to the costs of the establishment of 
local committees of doctors, chemists, and opticians. The pro- 
fessions concerned had suggested that the expenses of these 
committees should be borne out of block deductions from the 
fees to be paid to them. This had the advantage of maintain- 
ing the independence of the professions. The time in which • 
doctors could make a claim for midwifery fees was extended 
to three months. Dentists would have the same rights as 
doctors in taking into hospitals as paying patients those of 
their clients who did cot wish to be Service patients. The 
Minister held that as 95% of the population were in the scheme 
the number of persons among whom private practices could be 
built up was so smail that they could receive the advantages 
of the hospital service without getting unduly la the way of 
those-who were in the scheme. 

la a great service relating to the hospitals questions of labour 
or remuneration were bound to arise. It was proposed, in 
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conspicuous by their absence. From that it was Sr S 
the medical profession agreed with the Bill. 

He asked Lord Shepherd to tell the House whether the 
Government intended to use this Bill to effect the payment of 

' nfm. which had been announced as part 

of the economy campaign, or whether that proposal would^ be 
contained m another measure. He had noted that oM aS 
pensioners were to be e.xempt from the new charge, and he 
asked the Government to consider also the inclusion in this 
e.xemption of the disabled e.x-Serviceman who needed medical 
supplies for his actual disablement. 

Lord Clydesmuir said the parent Act had been applied to 
Scotland with little modification, and Scotland had the Health 
Scheme wUh all its mistakes, some of which were becomin" 
evident. The medical services in Scotland were workine unde? 
strain and the House would assist those services by approving 
the Bill. The second part of the Bill provided that regula- 
tions should not require specialists to be employed whole-time 
There was anxiety among specialists in Scotland about whether 
this clause was wholly watertight. A case had been instanced 
of a Scottish hospital in uhich as a result of administrative 
action, by advertisement, the door had been dosed to anything 
but full-time employment of specialists. ^ 

Lord Saltol-v suggested that the provision for treatment in 
mental hospitals for children under 16. on the initiative of 
parents or guardians, might be an interference in Scotland 
with the boy’s Common Law right. In Scotland a boy of 14 
was considered capable of carrying on his affairs in all respects 
except ownership of a heritage. 
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muscle-bound. He also asked whether disbursements in respect 
of training would be made by the hospitals tliemselves or 
whether the nurse-training committee would be able to carry- 
out a- scheme within the walls of a hospital. He held it to be 
important that the actual training should be carried out com- 
pletely by the hospital. WTiere there were two different bodies 
tMponsible for policy and payment there was danger of con- 
flict. A hospital might require 50 nurses in training for the 
purposes of employment, but the nurse-training committee 
might decide that only 30 nurses should be in training in that 
hospital. How would that sort of question be resolved ? 

Mr. Blesxinsop said the intention was first to issue a general 
indication of the category of e.xpenditure which .\lr. Bevan 
would regard as coming within the nurse-training fund. It 
would be possible to separate this from the general administra- 
tive expenses of the hospital, but some expenses which could 
be regarded as connected with nurse training could not reason- 
ably be separated from general administrative expenses. To 
set out the categories of expenditure which the Minister 
regarded as being separately chargeable would be the first step. 
Categories of expenditure which Mr. Bevan would regard as 
coming within this section of the Bill would include the pay- 
ment of sister tutors, expenditure on lecturers and others, and 
might also include certain types of building, such as provision 
for classrooms. Hospital management committees and boards 
of governors in framing budgets for nurse training would have 
regard to these specified types of expenditure, which would be 
open to variation from time to nme. On the allocation of 
expenditure the Ministry hoped to get agreement in the regional 
committee. In the case of a new teaching centre which could 
. also be used for other purposes of general hospital administra- 
tion a regional committee might feel that the matter should not 
be included in the training budget. That was the type of ques- 
tion yvhich would go to the Minister for decision. 

Sir Hugh Luc-xs-Tootb asked whether the Government 
contemplated that the Minister should be able to divide up 
expenditure which was partly for training and partly for 
administrative expenses of the hospital. 

Mr. Beva.vj intervened to say it was perfectly clear that this 
was intended. The Bill was providing what was available 
already in the National Health Service to ensure that the 
academic side of medicine was kept separate and that the 
provision of apparatus on the secular side was the obligation 
of the Minister of Health. 

The amendment was by leave withdrawn, and Clause 4 was 
added to the Bill. 

Sir Hugh Lucas-Tooth moved on Clause 8 an amendment 
to provide that a finance comminee should consist of not l?ss 
than seven nor more' than eleven members. 

Mr. Blenkinsop said the House would be undertaking 
responsibility which it had better leave to the General Nurs- 
' ing Council if it specified any precise numbers for the finance 
committee. He believed the general view was that it was desir- 
able for the finance committee to be reasonably small. The 
amendment was withdrawn, and Clause 8 w-as ordered to stand 
part of the Bill. Minor amendments were made to Clauses 12, 
13, 15, 16, and 19 on the motion of Mr. Blenkin.sop. 

On- Clause 21 Mr. BtxKKiNSop secured the insertion of a 
provision that “ chief male nurse '* should mean a male nurse 
in charge of the male nurses employed in a mental hospital. 

General Nursing Council 

A new clause was added to the Bill to provide that member- 
ship of the Council and its subordinate committees should not 
involve disqualificaUon from election to Parliament. Discussing 
the First Schedule, Mr. Howard moved to provide that one 
member of the General Nursing Council should be a member 
of the University Granu Committee. Mr. Blenkunsop resisted 
the amendment and it was withdrawn. 

Mr. Burden moved to provide that one member should be 
a nuise whose name was included in the supplementary part 
of the Regisler containing the names of nurses trained in the 
nursing of cases of infectious disease. He said the amend- 
ment had the support of the National Association of Local 
Government Ofilccrs. Mr. Ble.nkinsop. in resisting the amend- 
ment said he was glad to announce that owing to the decline 


in the need for fever nurses this part of the Register vrss 
becoming smaller. New admissions had fallen from 740 in 
1946 to about 300 this year. The Government preferred to 
look forward to the early cessation of special training of this 
kind and would expect to find within the general training of 
nurses the necessary knowledge of infectious diseases. The 
amendment was then negatived. 

Mr. Skinn.ard moved an amendment to raise the representa- 
tion of ward sisters on the General Nursing Council from one 
to two. Mr. Rastings supported the amendment and said that 
ward sisters required representation because they were engaged 
practically all their time, or ought to be, in nurse training. 
Mr. Blenkinsop said it was wrong to assume that the repre- 
sentation of each particular viewpoint must he ensured specific- 
ally in the Bill. The amendment was negatived. 

^Ir. Howard thereupon moved that ixvo members of the 
Council should be registered medical practitioners. He said 
the best results in nursing were obtained only where there was 
the closest working partnership between the medical man and 
the nurse. Mr. Blenkinsop said in the past the Minister had 
always ensured representation of the medical profession. There 
was no intention to depart from that practice, but he preferred 
not to agree to the insertion in the Bill of the words proposed 
by Mr. Howard. 

Dr. H. B. .Morgan said he failed to see why the medical 
profession should by statute be included on the General Nursing 
Council unless in die pending reform of the General Medical 
Council there was to be a reciprocal arrangement by which 
nurses would be included. He would tell the B-.MA. Council 
at its nexf meeting that he failed to see why the medical pro- 
fession should ask to have representation on the General 
Nursing Council. The amendment was negatived. 

Sir. Hastings then moved to provide that one member of 
the Council appointed by the Minister should be a person 
having experience in the nursing of cases of tuberculosis. He 
said nurses who had practical experience in nursing this disease 
would be of the greatest help to.the General Nursing Council 
and indirectly to the Government in explaining what was svrong 
and in getting more nurses for this important class of case. 
Mr. Blen-kinsop said if it was not possible to meet the need in 
any other way he would be much inclined to accept the amend- 
ment. He hoped that increasingly nurses would gain experi- 
ence in this field as part of their general training. He believed 
they would get experience of this field through the general 
representation of nurses, and he asked Mr. Hastings not to press 
the amendment. Mr. Has-hncs withdrew lus amendment. 

Further amendments to the First Schedule were moved and 
withdrawn and the Schedule as amended was agreed to. The 
Second Schedule (Standing Nursing Training Committees) was 
agreed to without amendmenL Minor amendments were made 
on the motion of Mr. Blenttinsop in the Third Schedule 
(Mental Nurses Committee). The Bill was then reported to 
the House with amendments. 


Food Hygiene 

Mr. Skeffingtos-Lodce on October 31 raised the question 
of foqd-poisorimg and food hygiene. He said that between 
1938 and 1947 there had been 3J70 outbreaks of food-poisoning 
in this country. In 1938 there were 156. as against 964 last 
year. There was reliable authority for the vaew that food- 
poisoning generally was at least three times what it had been 
before the war. Returns of the Registrar-General for the years 
1937-46 recorded 246 deaths from this cause. Mr. Sketfington- 
Lodge calculated that one-half of the popubtion bad at least 
one meal a day away from home. Midday meals were served 
in schools to about two-thirds of the school popubuon of the 
country. Since the war there had been two very hot summers, 
and many weaknesses on the food front had been exposed. 
The precautions taken in a cool summer would have to be 
looked at and revised, for experience showed that they were 
not adequate to deal with changed conditions and what might 
be a changing climate. He asked Dr. Summerskill whether she 
was satisfied that in the circumstances the powers of inspection 
which were available to her staff and to local authorities under 
the Food and Drugs Act were apph'ed rigorously enough. 
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British standards of food hygiene were lower than in the 
UnUed States and very bad indeed. He regretted that the model 
by-laws which had just been issued did not include among their, 
excellent recommendations any reference to smoking. The 
preparation, handling, and serving of food should not be mixed 
with smoking. Customers should complain when utensils and 
personnel were unclean, when tea-towels were used for washing 
hands and cutlery and also for wiping^ table tops, or when 
washing-up water in kitchen premises was used over and over 
again, or when open displays of food were not properly pro- 
tected from contamination. 

Dr. Edith Summerskill said that if the model by-laws 
recently distributed were adopted, and if the provisions made 
in them were carried out, it would be possible to eliminate 
most of these abuses. Unfortunately the public conscience was 
not sufBciently aroused to demand that there should be an 
alteration in the present practice. Outbreaks of food-poisoning 
were increasing ; yet everyone knew that they were preventable. 
In fact the people had the cure in their own hands. She said that 
food which in the past had been thrown away was now stored, 
rehashed, and reheated, and so bacteria were given a new lease 
of life. 

Mr, Skeffington-Lodge had quoted figures showing the number 
of cases since 1938, but he must remember that until that year 
food-poisoning had not been a notifiable disease. Only since 
then had public health laboratories supplying data on this sub- 
ject been increased from 12 to more than 50. The country 
was more conscious of food-poisoning than in the days before 
1938. The Central Council for Health Education, through the 
local authorities, had made an important contribution to the 
solution of the problem. Women’s organizations also had done 
everything in their power. She appealed to housewives, if they 
saw the conditions which had been mentioned, to protest at the 
lime and not to go to that shop again. 


Universities and Colleges 


UNIVERSITY OF OXFORD 
Corrected announcement 

In a Congregation held on October 13 the following medical 
degrees were conferred: 

B.M. — ^J. G. Widdicombe, E. A. D. W. Simpson, R. W. Torrance. 
‘Nina A. Cohen. 

♦In absence. 

UNIVERSITY OF CAMBRIDGE 

In a Congregation on October 15 the degree of MA. was conferred 
on Frank George Young, D.Sc., F.R.S., Sir William Dunn Pro- 
fessor of Biochemistry in the University. Professor Young has been 
appointed a member of the Council of the School of Veterinary 
Medicine until December 31, 1950, in place of Dr. Chibnall, who has 
resigned. 

The Raymond Horton-Smith Prize for 1948-9 has been awarded 
to John Rupert Squire, M.D., for iris essay on “The Relationship 
Between Horse Dandruff and Horse Serum Antigens in Asthma.’’ 
Proxime occessit: Michael Braithwaite Paul, M.D., whose subjeci 
was “ Thoracoscopy and Internal Pneumolysis in the Treatment ol 
Pulmonary Tuberculosis.’’ 

UNIVERSITY OF LONDON 

A special University, Lecture on “ Some Problems of Old Age ’’ will 
be delivered by Dr. J. H. Sheldon at the London School of Hygiene 
and Tropical Medicine, Keppel Street, Gower • Street, W.C., on 
Tuesday, December I, at 5.30 plm. 'The lecture is addressed to 
students of the University and to others interested in the subjeci 
Admission is free, without ticket.- 

ROYAL COLLEGE OF PHYSICIANS OF LONDON 


Salaries of Specialists 

On November 1 Mr. Carmichael -^ sked the Secretary of 
Sta,te for Scotland if he knew of the decision of. the Westenr 
Regional- Hospital Board to increase the salaries of certain 
members of the medical staff, in some cases by more than 
100 %. 

Mr. WoODDURN replied that the Western Regional Hospital 
Board had taken no such decision. They had recently made 
contracts with the doctors working in their hospitals providing 
for payment in accordance with the nationally agreed scales. 
These scales were settled by .agreement between the Gover_n,, 
nient and the medical profession last June and^jv-jg Ldfds"-'^"'' 
the recommendations of the Spens tha:t.J* ..■ere'based on 

ind accepted by the Governm- ,t,rt which was published 

hospital authorities in the p7inciple in June, 1948. All 

obserse these nationally ,sjational Health Service had to 
board had any discre*;5ription,ed scales. No regional hospital 

' ‘ in the matter. 
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The Services 


( hgh! Li 

■Uuu V^lUani M. E. Fearnley. R-A-F-. has beea awaMed the 

and umir A great courage when he was flown skUl 

949. and joined her under hca^; hre. With ^eat skUI 
d'^votion he rendered invaluable services to UM-S. 
m-rv nn. J' wounded. 

du.> ui" > Lieutenant J. M. Aldcrton R.N.. has 
militao- /l in dispatches for outstandmg cou^as® bv Chines 
1949. a/a.H..\f.S. Amethyst when she was fired “P®" 
the Ya. k forces while she was proceeding to Nanking Apnl 20, 
she raa-Lid subsequently when forced to remain for 
30-31, -ogtze River under the constant watch of shore battenes unul 
Surgeo.de her daring escape down the nver on the m„ht of Juy 

pl^ragn Commander W. B. Taylor. R.N.. and Surgeon Lieutenant 
with tr-:''--!!. R.N.. have been mentioned in dispatches for outstand- 
with tr.w . jevoiion to duty while serving m HJvl. Ships 

wa'i Swan respectively, during their attempts to assist 

c.xcept ov.nersi.,, 'unjer very heavy gun-Src on April 20-21, 


At a quarterly comitia of the College, held on October 27, with the 
President, Lord Moran, in the chair, Dr. E. C. Dodds, F.R.S., was 
elected Harveian Librarian, and Dr. C. F. T. East, Dr. N. B. Capon: 
Sir Horace Evans, Dr. J. G. Scadding, and Dr. T. F. Fox were 
elected Councillors. 

The following were elected representatives of the College: Dr. 
C. M, Hinds Howell on the Committee of Management of the Con- 
joint Board ; Dr. F. S. Langmead on the Central Midwives Board : 
the President, Sir Leonard Parsons. Dr. H. E. A. Boldero, Dr. W. G 
Barnard, and Sir Allen Daley on the Standing Joint Committee of 
the three Royal CoV tv,- Hinds Howell, Dr. T. C. Hunl, Dr. 
J.,C the Committee' of 

:L.---.-’*HSwksley. and Dr. J. he Central 

'-Keference: and Dr. Hinds Howell and Dr. Harman on 

MjdW W..Com™u». „s,, 

.te MS M™.1 Molssship W 
been awarded to Barry Reid Wheeler, late of Epsom College, 
Membership 

The following candidates, haring satisfied the Censors’ Board 

were elected Members of the College: 

l^Mowbr?yl“B.M^'clpS“^^^^ 

Cummins, M.B., R* , ^ r\ Ti Findlev-Brown, J- 

M. F. J- Donnelly. M.D.. p. D. Dudley urov™, ^ ^ 

Dondas. M.D., M. Y. El-Gammal, Fulton, M.B.. 

Friedlander. M.B., R. McR Fulton. M.B.. W. F. ^ 

J. M. Gardiner, M.D., F Gordon, M.B., K. U M.B.. 

Greenwood, M.B., J. A p Hallwright, M.B., 

K. J. Curling, M.B., E. J. Halbday, M.B., G. P. Ha g 

W. S. Hamilton, B.M., R. L.R-C-P - 

J. G. Holmes, M.B., Mai? C. Holt, M.F., • ^ o. Jackson. 

A. D. M. Jackson, M.B., G. A. Jackson, L.R.C ., - • 

M. B., R. N. Johnston, M.B., H. E. r'essof. M.B- 

M D J D. S. Knight, M.B., D A. Kok, M.B^ M« H. . # o t a. 

N. a! Lewtas, M.B., H. M. Mead^'M-B.,* J* 

Magnus, M.B., R. H. Marten, B^, I^ jT .j jj„ ’m.B., N. A- 
Mitchell, M.D.. J. K. ®’ B.M., D- N- 

Neville, B.M., L. L. Nussbaum, M.B., J. S. ^ _ d. A. 

Patel, M.B.. R. A. Peebles Brovro, ^•®’’ H Sborlhouse. 

Pyke, M.B., J. Rankin, M.D., R. M. E. Seal, M.R, - l. Spdfs. 

L. R.C.P., Major, R-A-M.C., R- G. G. Thorne, 

M. B., P. G. Swann, M.D., W. P. Sweetnam, M.D., 
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THE NEW PARASITICIDE FOR PEDICULOSIS CAPITIS 


‘ Lorexane ’ Concentrate contains in solution i% 
of the pure gamma isomer of benzene hexachloride 
(the active constituent of ‘Gammexane’ products), a 
powerful parasiticide. 

Diluted widr four parts water, it produces a fine suspension 
which is highly effective against pediculosis capitis, and 
does not irritate or harm the scalp. 

A single application is sufficient to eradicate head-lice. 
One teaspoonful of ‘Lorexane’ to a tablespoonful of water 
is usually enough to cover the scalp. 

‘Lorexane’ Concentrate is odourless, clean, pleasant to 
handle, and easily prepared for use. 

Issued in containers o/" jo and joo c.c. 

Literature and further information available, on request, from your nearest l.C.l. 
Sales Office — London, Bristol, Birmingham, Manchester, Glasgow, Edinburgh, 
Belfast and Dublin. 


Write for full particulars and synopses of films on 
free loan from The I.C.I. Film Library, Bolton House, 
6 1 Curzon Street, London, W. i. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 

A subsidioTjr company of Impaiat ChaniccI industries DtniteJ 
WILMSLOW, MANCHESTER 
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Why ‘Ribena’ in 
Blood Dyscrasias' 


Because it is established that ' vitamin C ■ 

1 ,fs an important factor: in the proper utiliza- 

tion of iron by the body, and that, in the 
treatment of iron-deficiency anaemias, an 
optimal intake^ of vitamin C is important. 

Because, too, clinical experience has proved 
its value as an adjunct in nutritional 
anaemias, as also in haemorrhagic states. 

More specific information will be gladly 
supplied on request. 

^ Ribena is the pure undiluted juice of 

flesh ripe blackcurrants with sugar, in the 
form of a delicious syrup. Being freed 
from all cellular structure of the fruit, it 
will not upset the most delicate stomach, 
ft is particularly rich in natural vitamin C 
(not less than 20 mgm. per fluid ounce) 
and associated factors. 

^Imna 

(BIBES NIOU VI 

BLACKCURRANT SYRUP 

H. W. CARTER & CO., Ltd. (Dept 6A), 

The Royal Forest Factory, Coleford, Glos 
Eire. — Inquiries should be addressed to ProprUlarlcs (Eire) Ltd.. 

17/22, Parksule Street, Dublin. 
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ELASTIC PLASTER 
BANDAGES 

now recogni 
very succe 
e n t of V a 
IS of the leg. 
indicated for 

Fractures and general orthopaedic 
CUXSOM, GERRARD & C©., LTD. 

::~\UrACTUR\KZ CHEAVSTS ■ OLDBURY- BIRt'AINGHA'A 


cases 






ELI^m VdETHADON 

(preparation of dl-2-dimetliylamino 4 : 

4 diphenylheptane-5-one hydrochloride) 

ELIXIR METHADON (SMITH) is a palatable 
preparation containing as its active ingre- 
dient 2.5 mgm. per, fluid drachm of 
Methadon, the high potency synthetic 
analgesic. Methadon has proved effective 
in relieving a wide variety of painful 
conditions and administratiorr as elixir has 
definite advantages. 

DESCRIPTIVE LEAFLET ON REQUEST 

Elixir Methadon (Smith) is available m 
4-oz. and 16-oz. bottles and is exempt 
from purchase tax. It is within the 
regulations of the Dangerous 
Drugs Acts. 
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The Successful Treatment oj 

FIBROSITIS 

and certain cases of 

RHEUMATISM 

with 

NOVUTOX 

A mass of evidence has accumulated to show that the treatment of 
Fibrositis and certain cases of Rheumatism with Novutox Injections 
provides not only complete restoration of function with Immediate 
relief from pain, but also, in many cases, early recovery. 

Interested members of the medical profession are invited to write 
for a copy of a Thesis on “THE INJECTION TREATMENT OF 
FIBROSITIS — with special reference to : Lumbago, Muscular 
Rheumatism (Acute and Chronic), Muscular Pain (of Traumatic 
Origin).” 

NOVUTOX Is available In : 

2-oz, and 2b-oz. Bottles : 1%, 1%, and 2% Solutions. 

Boxes of 12 X 2 c.c. Ampoules : 1% and 2% Solutions. 

Each c.c, of Novutox 2% contains 0.02 gm. ethocaine hcl., 

0.00002 gm, epinephrine and 0.CCC02 gm. capryl hydro- 
cupreinotoxin hcl. Other strengths of Novutox contain these 
elements (with or without epinephrine) In varying proportions. 

PHARMACEUTICAL MANUFACTURING COMPANY 

THE LABORATORIES, CHELTENHAM. GLOS. 
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M.B., N. A. Thome, M.D., K. B. Thornton. M.D.. W. F, Townsend- 
Coles, M.D., G. F. Vaughan, M.B., J. M. WaUhe. M.B., P LI. 
Watts. M.B., J. Wedgwood. M.B., T. C. P. Willi.ims. L.R.C.P. 

LICE.SCES 

Licences to practise were conferred upon the following 173 candi- 
dates (including 31 women) who had passed the Final Examination in 
Medicine, Surgery, and Midwifery of the Conioinr Board and who 
have complied with the necessary by-laws : 

A. G. Ackerley, J. D. B. Andrews, Doreeir R Austin, G. R. Baji, 

J. P. E. Balbimie, Barbara B. Ball. M. J. Ball, \ S. Basri, W. H. B. 
Begg. G. r. Benson, Peggy M. Birch, F. J. Birkett, B. LI. Bislev, 

K. Boheimer, J. M. Bolton, R. K. Bowman, T. L. Pradbeer, Anna A. 
Braga, M. T. D. Braide, H. H. Broadhead, H. S. Brown, D. W. Bull, 

G. Canty, N. S. Capstick, Nancy I. Cardno, P. Chaudhuri, P. H. 
Ciraa, Brigid M; R. Clark. C. R. Cowan, J. L. Cowan, H. A. Cowie, 

C. C. Cox. J. S. Cox, C. C, Crampion, R. A. Crook, D. I. Davies, 

D. J. Davies, G. Davies, R. A. L. Davis, Ida J. Dawson. J. De 
Choisy, Marie T. M. D’Netto, R. P. G Dickerson, A. K. Doust, 
8. W. Durrant, H. Duschinsky, Betty B Dyer, Z, Hikes, Diana M. 
Elkington, B. D. Ellis, T. Lawford Evans, T. Leighton Evans, J, L. 
Facer, Dorothy Field, J. F. Filbee, R. H P. Fitzpatrick, Alison M. M. 
Fleming, R. G. Forster, A. F. Franks, R A Garson, J. B. Gayes, 

H. R. E, Gillespie, J. E. Glover, 3. D. Griffiths, J. J. Griffiths, G. E. 

Hanks, R. G. Hardwick, C. E. Hartley, S. K. Heywood, B. Hirst, 
C. McA. Hogg, T. C. Hopkins-Husson, P. T. Howse, R. T. Hughes, 
A. C. Hunt, P. J. Hynes, P. G. Jackson, Hilary M. K. Jenkins, 
W. P. Johnston, N. Jones, O, LI. Jones, J, H. G. JowetL Lucy E. 
Kaye, G. Kazantzis, Patricia M. Keefe, G. E. Kelly, S. M. A. 
Khadri, B. G. Kiddle, Barbara Kilpatrick, E. T. Knudsen, S. A. 
Kotz, R. G. F. Lampart, K. Lee, D. M. Lewis, P E Lewis, R. I, 
Lindfield, J. W. Lloyd, B. R. W. Lodge, D H Mackenzie. L. W. 
■Mackey, I. E. J. McLauchlan, L. K. Manhajm, H. T. P. Martin, 
C. E. A. Mason, J. H Mason, E. T, Mathews, D. C. Mayberry, B. 
Measday, Mary S. Medcalf, Maureen MeOtle, J. A. Menon, F. G. 
Montfort, D. F. Motley, A. Morris, Elizabeth S. B. Nicoll, N. A. 
Nobbs. Lola E. Owers, Doreen B. Pallot, D D. G. Parsons, R. E. H. 
Partington, Dina Patuck, J. H. Pauffiey, P. M. Pawsey, A B. L. 

Peake, Dorothy J, Pearse, A. M. Platt, H R. Playfair, D. F. Potter, 

G. L. Powell, J. M. Price, D. C. E. Rabbin, Rebe S Rainsbury, 
Olga M. Rampersaud, Stella J. E. Randall, F, G Reader, M. 
Reckless, V. E. Rees, Joyce M. Richardson, J. J. Rideaigh, K. H. 
Ritchie, N. Rivers, J. S. Robertson. Yvonne K. Russell. M. Sack- 
wood. J. G. Sahakian, C. M Samuel, J T. Scott, J D Shapland, 

E. W. Shepherd, E. A. D. W. Simpson. W. K Slack, G. H, Smerdon. 

Margaret W. H. Smith, A. W. Sonia Gwendoline R. Stockley, 
W. H. J. Summerskill, A S Szurkawski, D. H C- Thomas. Olnyn 
K. Thomas, O. L. Thomas, K. D B. Thomson, N A Toes. A. 

Trueman, B. S. Turner, C. A. Unswortb, J. T Wallace, D. E. 

Wallis, G. Walters, A. W. S. Webster, I. M. Wedgwood, B. L. 
WTiitaker, R. Wilkins, S. W. W'ilkins. 

Diplomas 

Diplomas in Child Health, in Industrial Health, and in Physical 
Medicine were granted jointly with the Royal College of Surgeons of 
England to the successful candidates whose names were printed in the 
report of the meeting of the Royal College of Surgeons of England 
in the Journal of October 22 fp. 935), 

Diplomas in Ophthalmic Medicine and Surgery were granted jointly 
with the Royal College of Surgeons of England to J. H. Owen-Florid 
and to the other successful candidates whose names were pnnied in 
the report of the meeting of the Royal College of Surgeons of 
England in the Journal of October 22 (p. 935). 

Diplomas in Tropical Medidne and Hypene were granted jointly 
with the Royal College of Surgeons of England to T. H. Work and 
to the other successful candidates whose names were printed in the 
report of the meeting of the Royal College of Surgeons of England 
in the Journal of October 22 (p. 935). 


royal COLLEGE OF PHYSICIANS OF EDINBURGH 
At a quarterly meeting of the College held on November 1 with the 
President. Dr. W. D. D Small, in the chair, a Diploma of Fellow- 
ship was granted to Dr. J J. R. Dulhie (Edinburgh). 

Diplomas of Membership were granted to Drs. J. H. Wright 
(Glasgow) W H. Jopling (Rhodesia). T. S. Row Ondia). P. C. 
Miichell (Aberdeenshire), R W. Crocket (Glasgow). R B. Baird 
(Uganda) W H Perry (Vancouver). J E A Harriet (Edinburgh), 
D A Gordon (London), R. F. Maggs (Cipetown), H. N. Singh 
iTiidia) P C Bhaitacharjee flndia), W. D Munro (Edinburgh), 
B Mukharii (India), G. I Robertson (Stirling). W. J. Weston (New 
7esHnd) M W M. Hadley (Edinburgh). M. J. Murray (New 
Zealand)' K S. Millingen (Sydney), J. N. Pobowalla (India). K. R. 
Ke.ay (Anstruther), D. F. Gibbs (Edinburgh), A. .M. Rudolph 
(Johannesburg), and .Mary D. Smith (Glasgow). 


ESFECTIOUS DISEASES AND VITAL STATIOTCS 

We print below a summary of Infectious Diseases and Vital Statisu'es 
in the British Isles during the week ended October 22, [No. 42 
of Principal Notifiable Diseasei for the week and those for the corre- 
spoadins week last >ear, for; (a) England and Walee (London included). 
London (administrative county), (c) Scotland- (d) Eire, (e) Northern Ireland. 

Fishes of Birihi and Diaths, ard of Deaihs recorded vrdir each infectious ^ease, 
are for: (a) Tbe_126 great towns in England and Wales (in^udizg London), 
(b) London (adminutTati). e county), (c) The 16 principal town* in Scotland 
(d)The 13 principal towns in Eire, (e) The 10 principal town* in Northern Ireland- 
A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


Disease 

1949 

1943 (CorrespondiagWeek) 

1 (a) 

(b) 

1(0 

1 (d) 1 (e) 

(a) 

i Cb) j (c) I (d) f (.) 

Cerebrospinal fe>er 
Deaths 

24 

3 

1- 

1 ^ 

j 

31 

ii-i 1 ' 

Diphtheria 

Deaths 

92 

I 

9 

30 

i- 


153 

16; 29; 12; 7 

-j F-] , 

Dysentery 

Death* 

154 

S 

67 

i = 

I 

99 

5,62 

)| ' 
i_i_ 

Encephalitis lethargica, 
acute 

Deaths 

7 

- 

_ 

1- 

- 

I 

zj- 

1 

( 

Erysipelas 

Death* 


— 

25 

s 




IL 2 

1 

lofectfse enteritis or 
diarrhoea under 2 
years 

Death* 

3£ 

1 

2 

4 

94 

8 

3 

*26 

1 

3', 7 

24 ! 

7; 5 

Measles* 

Deaihst 

1.052 

40 

37 

119 

“ 

- 

5303 

S6' lOOl 371 116 

Ophthalmia neonatoruna 
Deaths 

63 

1 ’ 

— 

— 

53 

6' 15, 1 

1 1 

1 

Paratyphoid fever 

Death* 

IS 

J6(B) 
- 1 - 

4.) 

— 




Pneumoaia. influenzal . . 
Deaths (from infiu* 
eoza)J 

317 

5 

V 


1 

426| 24' 2 1 

lo! .! 

1 

Pneumonia, primary , . 
Deaths 

124 

1 \20 

13: 

«1 9 

1 ! >53 

175; 31] 

16 

5 

« 

Polioencephalitis, acute 
Deaths 

29 

2 




1" 




Poliomyelitis, acute . . 
Deaths) 

3S5 

19 

«| 7 


76\ 7 



Puerperal fever . . 

Deaths 


-j ^ 

1 

1 


1 

'1 

— 

Puerperal pyTexial 

Deaths 

81 

6 

sr il 2 

1 i 

I15i 12 

1“ 

'I" 

1 

Relapsing fever 

Deaths 


— 


1- 

-i- 



— 

Scarlet fever 

Deathit 

1,909 

163; 25ll 135 

! - f - 

159 

1.389; E6 

2T7| 1S9 

43 

Smallpox 

Deaths 

- 

-'ri 

= i 

— 

! — 

i — i — - 

Typhoid fever . . . . i 

Deaths 

6' 

- 

-i=! 

3 

1 

13’ 1 

2: — 

1 

>1 ■ 

Typhus fever .. 

Deaths 

— 

“ 

— 

— 

— 

— 

~ 

"! 

— 

— 

Wboopinj-cough* . . I 

Deaths i 

834' 

3 


44‘ 46 
5 — 

2,163 i:o; 95i 521 17 
_ j J) — 1 — 

Deaths (0-1 year) 

249, 32,; 35, 20 

267, 39, 30, 17; 9 

Death* (excluding still- ' 
births) 

Annual death rate (per 
1.000 persons living) j 

4.035j 65l! SOI, 16l| IOC' 

; 1 10-2 lo-o: 

4p7lj 


534 ! 155* IM 

1 1 
lo-s: 9^1 

Live binhs . . . . 

Annual rata per I.OCO 
penons (iving . . i 

7,044 

1121 

S44 41lj 214 
r6-‘j|z5-j[ 

7,270,1205 

i 

91S. 369 , 254 
I3-5'23-l' 

Stillbirths . . . I 

Rate per 1,000 total ! 
births (including i 

stdlbora) , . . . j 

172' 1S| 32 j 

i 1 ' 

i 1 ^^1 i 

193, 24 25 

i 1 i 

1 1 ^^1 



• Measles and whooping-cough are not notifiable in Scotland, and the return* 
arc therefere an approximation only. 

t Deaths from measles and scariet fever for England and Wales, London 
(admioistrame county), will no longer be puhUshed. 

♦ Include* primary form fer England and Wales. Lcndca (adnunlstrni:>e 
county), and Nonfccm Ireland. 

5 The number of deaths from poliomyelitis and po'Io-eacephalltis fer England 
and Wales, London fadminUtratjve county), are combined, 

1 Include* puerperal feser for England and Wales and Eire. 
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EPIDEMIOLOGICAL NOTES 
Poliomyelitis 

Notifications in the week-ended October 29 were : poliomyelitis 
347 (385), polio-encephalitis 20 (29). Figures for the previous 
week are shown in parentheses. This is the second week in 
which notifications have fallen. 

In the following counties multiple cases were reported; 
London 55 (66), Bedford 2 (3), Berkshire 3 (6), Buckingham 
4 (1), Chester 10 (8), Cumberland 2 (2), Derby 2 (5), Devon 3 
(0), Dorset 3 (3), Durham 2 (3), Essex 26' (32), Gloucester 9 (12), 
Hereford 2 (OX Hertford 9 (6), Kent 16 p6), Lancaster 32 
(25), Leicester 3 (13), Lines, Lindsey 13 (7), Middlesex 17 (19), 
Norfolk 5 (8), Northumberland 2 (9), Nottingham 8 (9), Oxford 
2 (1), Rutland 2 (1), Somerset 11 (10), Southampton 13 (13), 
Stafford 3 (12), East Suffolk 2 (1), Surrey 14 (16), East Sussex 
9 (2), West Sussex 3 (2), Warwick 8 (9), East Yorks 2 (3), North 
Yorks 2 (3), West Yorks 50 (47), Glamorgan 7 (6). 

Discussion of Table 

In England and Wales there were decreases in the notifica- 
tions of whooping-cough 41, acute pneumonia 37, acute polio- 
myelitis 33, polio-encephalitis 16, and dysentery 25, withv 
increases in the incidence of scarlet fever 65 and measles 60. 

The rise in the notifications of scarlet fever was contributed 
by the southern .section of the country, while in the northern 
section there was a small fall in incidence. In the south-eastern 
and south-western counties a rise of 58 was recorded. 

The largest rises in the incidence of measles were 44 in the 
(sle of Ely and 53 in Lincolnshire ; the two chief centres of 
infection were Chatteris U.D. 57 and East Elloe R.D. 58. In 
the remainder of the country the trend of measles was 
unchanged. 

The chief feature of the notifications of diphtheria was an 
increase of 7 in Durham. Only small variations occurred' in 
the notifications of whooping-cough, notably decreases in 
Lancashire 32 and London 25. 

Of the 18 cases of paratyphoid fever 12 were notified in 
Lancashire (Liverpool C.B. 6). A further 98 cases of dysentery 
were notified from the outbreak in Lancashire (Liverpool C.B. 
28, Ince in Makerfield U.D. 21, Hindley U.D. 17, Abram U.D. 
15); the only other important centre of infection was Glamor- 
ganshire 14 (Cardiff C.B. 10). 

In Scotland there were decreases in the incidence of acute 
primary pneumonia 44 and whooping-cough 15. A fall of 13 
was reported in the number of notifications of dysentery in 
Glasgow. Another 4 cases of paratyphoid B were notified in 
Lanark county. 

In Eire there were increases in the notifications of scarlet 
fever 50, whooping-cough 13, and measles 11. The chief centres 
for scarlet fever were Dublin C.B. 70, Sligo, Sligo U.D. 12 ; 
for measles Waterford C.B. 32, Kilkenny, Kilkenny U.D. 30 ; 
ind for whooping-cough Dublin C.B. -17 and Wexford, New 
Ross R.D. 16. 

In Northern Ireland increases were recorded in the notifica- 
'!ons of scarlet fever 15, whooping-cough 14, and measles 11. 
These trends were mainly influenced ' by the experience of 
Belfast C.B. 

Statistical Review for 1947 

.•\ccording to Part II, Civil, of the Registrar-General’s 
•itatistical Review for 1947 the birth rate during the year at 
20.5 per 1.000 total population was the highest rate since 1921. 
The marriage rate remained high at 18.6 per 1,000. Divorces 
were almost double the previous year’s total, and 60,190 decrees 
nisi were made absolute during 1947 compared with a yearly 
.average of S.2SS for the ten years 1936-45. 

Week Ending October 29 

Notifications of infectious diseases in England and Wales 
during the week included; scarlet fever 1,972, whooping-cough 
T49. diphtheria 101, measles 995, acute pneumonia 303, cerebro- 
spinal Ie\er 26, acute poliomyelitis 347, acute polio-encephalitis 
20. dysentery 139. paratyphoid fever 14, typhoid fever 7, food- 
poisoning 130. 


Medical News 


Physicians to the King 

Sir Horace Evans and Dr. D. T. Davies have been appointee; 
Physicians to the King’s Medical Household. 

G.M.C. Election " 

Dr. O. C. Carter, of Bournemouth, has been elected a Dirce: 
Representative for England of the General Medical* Council in 
place of the late Dr. John Bone. His term of office will hr 
for five years, from November 8. 1949. 


Intcruational European' Society of Haematology ■ 

- The Second International Congress of Haematology wav 
held at Montreux on September 15-17. The presidents 
Drs. P. Chevallier, of Paris, P. Lambin, of Brussels, and G 
di Guglielmo, of Naples, welcomed haematologists from most 
European countries. Great Britain was represented by a smal' 
group, and Dr. W. Dameshek brought the greetings of the Inter 
national Society of Hematology from the U.S.A. The secre 
tarial work and the arrangements were in the hands of Dr. S 
Moeschlin, of Zurich. The first day’s discussion, on the haemo 
lytic anaemias, was introduced by Professor Heilmcyer, of 
Freiburg, and Dr. Dameshek, of Boston, U.S.A. AntimitotT 
and cytostatic substances were considered, and a discussioi- 
was opened by Professor A. Haddow with a new hypothesi- 
on the mode of action of nitrogen-mustard. Dr. L. M. Meyer 
of Brooklyn, U.S.A. , reported experience with folic acid anr 
antagonists and mentioned especially his disappointment will 
aminoplerih. Professor K. Rohr, of Zurigh, finally pleaded fo’ 
the continued maintenance of the classical terminology of blooc* 
cells, to which most people had become accustomed. Variou' 
demonstrations included phase-contrast photographs anr 
marrow, liver, spleen, and lymph-gland biopsies. 

.Annual Meeting of University College, Hospital 

The annual meeting of University College Hospital was heir 
in the Medical School on November 1, The chairman of thr 
board of governors, Major-General Sir Harold Wernhei 
G.C.V.O., explained that it had been decided to hold the 
customary meeting in public since the introduction of the 
National Health Service. He said that the hospital now had 
supervision of St. Pancras Hospital, where 300 new beds with 
nurses’ accommodation had recently been opened. The Tropica' 
Diseases Hospital was also under their control. The beds ir 
the private block had been reduced during the period undei 
review in order to afford more accommodation for the nursinf 
staff, and' the out-patient department had been modernized. Si' 
Harold remarked that the National Dental Hospital, which wa>- 
part of University College Hospital, had been overloaded with 
work since the advent of the Health Service, but the efficient 
teaching of undergraduates was being safeguarded. He added 
that the working of the Act had proceeded smoothly in the 
University College Hospital Group, but that costs had riser 
considerably, particularly in the last few weeks — for example 
food bills had increased in price by 10%, and an extra, £3.000 
a year would have to be spent on streptomycin alone. 


Memorial to Dr. SJome 

Tributes were paid to the work of the late Dr. Irving Soinerse' 
Slome at a ceremony on October .26 at the London School oi 
Chiropody when a memorial plaque was unveiled. Mr. R. Y, 
Paion, the present Director of Studies and President of . the 
School’s Governing Council, introduced Mr. R. W. Raven. Mr 
Raven said that Dr. Slome had been one of the best teachers of 
anatomy in London.- He had done a great deal in seeking the 
co-operation of hospitals in connexion with the training oi 
students in chiropody. Mr. A. M. A. Moore, President of the 
Board of Registration of Medical Auxiliaries, then unveiled the 
plaque, and described how Dr. Slome. a South African .by birth. 
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had bcea one of the most brilliant stude.nts at the London 
Hospital, where he qualified in 1<)35. His at the earls 

age of 36 was a great loss. 

Homoeopathic Hospital Centciiarj 

The London Homoeopathic Hospital m.okeJ ^ c.ntenary 
by a reception on November 2 in the Great Hall ot tne British 
Medical Association, Tavistock Square, The King who is 
patron of tire hospital, sent a nicNsage. and the re..;niion was 
attended by the Duke and Duchess of Gloice>:er who were 
received by Mr. A. Clifton Bri'un. chairmar *-'i' ^he manage- 
Tient conimilteo, and Sir John Weir. hi-’norar> C'’'n>..!iing ph>bi- 
-ian to the hospilal. The Duchess N'.as prw\.:itej a member 
jf the nursing statf with a bouquet CimipoupJed « f 50 varieties 
of flowers and plants from all of which i’.orT’‘’’e'>paihic drugs 
tre regularly prepared. The hospital was estchhshed m 1849 
'ay the English Homoeopathic Ass. cLi'ion m a small house in 
Golden Square. It comprised onlv 2^ beds, in 185? the free- 
hold of the fine properly at the C''rner of Great Ormond Street 
and Powis Place was acquired, and ^he new bunding was opened 
JD May 12, 1S57, the Lord Ehhr> of that day giving the 
'Oaugural address. The eastern r.irr of the hospital is on the 
>ile of a house where Macaula> <pcnt the >ears of his early 
manhood and wrote the first of his famous essays, h is intended 
further to mark the cenlenarj bv an appeal for funds to carry' 
on homoeopathic research, education, and practice. 

Cigarettes for the Disabled at Christmas 

The Ale.^andra Musical Society is arranging to send boxes of 
cigarettes to disabled e.\-Servicemen in hospitals, convalescent 
homes, sanatoria, and mental hospitals on Christmas Day. This 
'Cheme has been made possible through the generosity of the 
ilhodeMa Tobacco Association. Medical superintendents or 
matrons who have not already applied for iheu- hospitals to 
be included in the scheme should vvrite at once to Mr. Ernest C. 
Thomas, Honorary Organizing Secretary', Alexandra Musical 
Society', Room 412, County Chambers, Martireau Street, 
Birmingham. The gihs are only for the disabled e\-Servicemen 
A’ho will be patients in hospital on Christmas Day. The society 
. ilso hopes to entertain I.COO disabled ex-Servicemen at various 
Christmas parties. To enable these events to be carried out an 
appeal is made- for £500. Donations will be greatly welcomed 
md appreciated' Her Majesty the Queen has honoured the 
society with a donation towards its work for disabled e,x- 
Servicemen. 

British Rehabilitation Methods in Greece 

On a visit to Greece in March this year, which was arranged 
'ly the British Council in collaboration with the British Medical 
\ssociation, Mr. St. John Buxton, senior orthopaedic surgeon 
it King's College Hospital, and Mr. A. E. yV'hiffing, technical 
nspector to the Ministry of Pensions limb-fitting centre at 
R.oehampton, gave advice to Greek hospitals and artificial limb 
factories on British methods. The co-ordinating committee 
of the Greek Recovery Programme has now invited them^ to 
.‘eturn, their expenses being paid by the Economic Co-operation 
\dministration. Mr. St. John Buxton will leave for Athens on 
Vovember 16 to give further advice on rehabilitation and to 
deliver lectures on orthopaedic surgery, and Mr. Whiffing has 
aeen seconded for three months to the co-ordinating committee 
!o reorganize the artificial limb factories. 

Wills 

Dr. Brian Ingram Johnson, pathologist at Churchill Hospital, 
Oxford, who died in a car accident on March 19, left £50.(U3. 
Dr. James Barr, of Torquay, left £37.500 ; Dr. Robert Ander- 
son, of Edgbaston, Birmingham, £13,310; and Dr. William 
Forbes McDonald, of Bristol. £1.194. Mr. Edgar Somer- 
ville of Newton Abbot, Devon, left £40.976; Dr. James 
Galbraith, of Dingwall, £42,783. Professor John McGibbon, 
of Crieff who was emeritus professor of midwifery and gynae- 
cology, University of St, Andrews, left £5,249; Mr, Arthur 
Herbert Buck, of East Dereham, Norfolk, £4.391, Mr, Owen 
William Richards, of Bideford, Devon, formerly director of 
the Egyptian Government School of .Medicine, left £72,109. 


COMING EVENTS 
Institute of Laryngology and Otology 
Professor Geoffrey Jefferson, F.R.S., will deliver the annual 
address at the Institute of Laryngology and Otology, 330-332, 
Gray's Inn Road, London, W.C., on Friday, November IS, at 
4.30 p.m. His subject is "The Acoustic Neuromas.” 


Liverpool School of Tropical Medicine 

A reception will be held at the Liverpool School of Tropical 
Medicine, Pembroke Place, Liverpool, on Tuesday, November 
22, at 7.45 for 8..15 p.m., on the occasion of the fiftieth anni- 
versary of the opening of the school and presentations of the 
Mary Kingsley Medal. 


Society of Medical Officers of Health 

The annual dinner of the Society of Medical Officers oi 
Health will be held at the Piccadilly Hotel, London, W., on 
Thursday, November 24, at 7 for 7.30 p.m. 


Leeds School of Medlcme 

The fifty-ninth annual dinner of the past and present students 
of the Leeds School of Medicine will be held at the Great 
Northern Hotel, on Friday, November 25, at 7 for 7.30 p.m.. 
when Professor J. W. McLeod, F.R.S., will .preside. Professor 
H. S. Raper, F.R.S., Dean of the Faculty of Medicine of the 
University of Manchester, will be the guest of honour. Tickets 
may be obtained on application to the honorarv’ secretarv'. at the 
Medical School, Leeds. 


National Association for Mental Health 
A one-day inter-clinic conference of the professional stafl 
of child-guidance teams w'ill be held at the Y.W.C.A. Central 
Club (Queen .Mary Hall), Great Russell Street. London, W.C.. 
on Saturday, December 3. The fee for admittance to the con- 
ference is 5s. (2s. 6d. for full members of the association), and 
appIiSitions should be sent to the conference secretary, Inter- 
clinic C'onference, National Association for Mental Health 
39, Queen Anne Street, London, W.I. 

Conference on Psychologj’ 

A conference on "The Outlook for Ps>'chology ’* will be 
held at the Oxford House, Mape Street, Bethnal Green Road. 
London, E.2, on Sunday, December 4, starting- at 10.30 a.m 
Among the speakers w'ill be Dr. W. Lindssay Neustatter, on 
‘‘Psychology in the Clinic.” Particulars may be obtained from 
the Oxford House. 

Manchester Medical Ball 

The .Manchester Division of the B.M.A. and the Manchesic; 
Local Medical Committee have arranged a medical ball to behclo 
at the Midland Hotel, Manchester, on Wednesday. December 7. 
when there will be a dinner at 7.30 pjn. and dancing until 1 a.m 
Tickets (£1 5s. each) may be obtained from Dr. F. S. Calto. 
B.M.A. Regional Office, 33, Cross Street, Manchester, 2. 


SOCIETIES AND LECTURES 

Monday 

London UsivERStrY. — At University College (Chemistiy Theatre). 
Gower Street, London, W.C., November 14, 5.15 pan., ** The 
Chemistry of the Trojisuranics and Other iVeiv/y Discoycred 
Elements.’* by Professor H. J. Eme!£us, F.RS. 

Medical Society of London. 11, Chandos Street, Cavendish SqiLire. 
London, W'. — November 14, 8A0 p.m.. Discussion: " Medicc 
Biopsies.” to be introduced fay Dr. R. Bodley Scott and Dr. R. B 
-Terry. 

University College, Gower Street, London. W^C.--Novcmbc^ 1-. 
4.45 p.m., “ Bacterid Toxins,” by Dr. W. E. Van HejTiingen. 

Tuesday 

Eugenics Socum*.— At Roval Society, Burlington House, PiccaJiliv. 
London, W., November 15. 530 p.m., " Family Ser\ice Units for 
Problem Families.” by Mr. David Jones. 

Institute of Osstetrics and Gy.N.AEC 0 LOGY. — At Postcraduaic 
Medical ^hool of London, Dccane Road, W., November 15. 
3 pan., ” Radiotherapy in Treatment of Uterine Maligner' 
Disease,” by ^Ir. Malcolm Donaldson, 
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Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — November 15, 5 p.m., " Psoriasis, by Dr. F. R. 
Bettley. 

Royal College of Phxsicuns of London, Pall Mall East, London, 
S.W. — November 15, 5 p.m., " Devices for the Protection of the 
Worker Against Injury and Disease,” Ernestine Henry Lecture by 
Dr. Donald Hunter. 

Royal Photographic Society; Medical Group. — At 16, Princes 
Gale, London, S.W., November 15, 7 p.m., " The Importance of 
Quality in Medical Photography,” by Mr. E. V, Willmott, F.R.P.S. 


Wednesday 

Harveian Society of London.— At 26. Portland Place. London, W., 
November 16, 8.15 p.m., " Oesophageal Disorders in Children," by 
Dr. W. P. H. Sheldon. 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — November 16, 5 p.m., " X-ray TechniQue,” by 
Dr. C. W. McKenny. 

Middlesex County Medical Society. — A t Clare Hall Hospital, 
South Mimms. Barnet, November 16, 3 p.m., meeiing. 

North East London Clinical Society. — At Prince of Wales’s 
Hospital, Tottenham. N., November 16, 8 p.m., films and discus- 
sion on antenatal and obstetric subiects. 

Royal Institute of Philosophy. — Ai University College (Anatomy 
Theatre), Gower Street, London, W.C., November 16, 7.30 p.m., 
" Hume and Kant and Their Attitude to Metaphysics,” by Mr. 
P. F. Strawson. 

Royal Institute of Pudlic Health and Hygiene. 28. Portland 
Place, London, W. — November 16, 3.30 p.m., “Hygiene in the 
Factory," by Dr. J. J. O’Dwyer, 

Royal Microscopical Society, B.M.A. House, Tavistock Square, 
London, W.C. — November 16, 5,30 p.m., ordinary meeiing. 
“ Cytology of the Neurone in Experimental Poliomyelitis," by Dr. 
G. M. Findlay and Mr. F. C. Grigg. ~ 

Social Psychotherapy Centre, 7, Fellows Road, London, N.W, — 
November 16, 5 p.m., " Active Psychotherapy," by Dr. A. R. 
Redfern. 

Thursday 


British Institute op Radiology. — At 32, Welbeck Street, London, 
W., November 17, 8.15 p.m., joint meeiing with Section of 
.1 Chemical Factors Modifying Radiobiological' 

■ , Response,” to be opened by Dr. John Read. 

Durham University. — At Royal Victoria Infirmary, Newcastle- 
upon-Tyne, November 17, 5.15 p.m., "The Study of the Living 
Cell." Rutherford Morison Lecture by Dr. Arthur Hughes. 

Honyman Gillespie Lecture. — At Anatomy Theatre, University 
New Buildings, Teviot Place. Edinburgh, November 17, 5 p.m,, 
" The Surgical Management of the Malignant Colon," by Mr. 
G. T, Mowat. 

Royal Medical Society.— At Royal College of Physicians of Edin- 
burgh, Queen Street, Edinburgh, November 17, 7.15 for 7.30 p.m. 
President’s annual dinner. 

Royal Society op Tropical Medicine and Hyoiene. — At London 
School of Hygiene and Tropical Medicine. Keppel Street, London, 
W.C.. November 17, 7.30 p.m., laboratory meeting. 

Sr. George s Hospital Medical School, Hyde Park Comer, 
London, S.vV Novet^er 17, 4.30 p.m., lecture-demonstration: 

Ncarology.' by Dr. D. J. Williams. 

Hospitm School of Medicine, Meyersiein Lecture 
Thcaire, Horseferry Road. London, S.W. — November 17, 5.30 p.m., 
oinico-paihological demonstraiion. Discussions: (1) "Osteitis 
Fibrosa C ysiica," (2) " Asthma." 


Friday 

Ptf Radiology.— At I, Wimpole Street, London, 
meeting with Section of 
K.iaioloty, R S.M., Chemical Factors Modifying Radiobiological 
and hadwtherapealic Response," to be opened by Drs. Frank 
Ellis anil L. A. Elson. 

Briiish Tuberculosis Association.— At 26. Portland Place, 
Ltndon, W,, November 18, 3.15 p.m., Presidcniiai address: 

I iiherctdosts Services in the Future"- "Tuberculosis Survey in 
Dr. Andrew Morland; “Tuberculosis Survey in 
a I stern Samoa, by Dr. Brian Thompson. 

.^'U'O’-OGiSTs ; Therapy Section Meeting. — At Royal 
Loiiegc of Surgeons, Lincoln’s Inn Fields, London, W.C., 
rvovemher 18. - 15 p m^ " Modern Conceptions of a Dosage Unit 
lor Radunherapy." by Dr. L. H. Gray. 

IsviirtYp roR the SciE.NTiFic Treat.me.nt op Delinquency, — At 
tu ? Insuiute. Broadbent Street, Davies Street, London, 

.L ■ IS. 5 p.m., annual general meeiing and address by 

Ihe Earl of Feversham. 

IssTirrix op Laryngology .and Otology. 330-332. Gray’s Inn 
Road. London. \WC.— November 18, 4.30 pm., "The Acoustic 
jJdn:'”^ Profes.sor Gcolircy Jefferson, F.R.S., annual 

aS* IO'seases Medical School. 

strain bl'^br D McAlN^^^ ^ 

Square. London. 

\VC. Novemavr 13. 5.15 p.m.. Everything." by Mr. H. L. A, 


Royal' Sanitary Institute, 90, Buckingham^ Palace Road, London, 
S.W. — ^November 18, 2.30 p.m., " The New Milk (Special Designa- 
-tions) Regulations," discussion to be opened by Dr. W. A. Lethem 
(Ministry of Food). 

University College, Gower Street, London, W.C. — ^November 18, 

5.15 p.m., “ Transmission of Excitation in Nerve and Muscle," by 
Dr. Bernhard Katz. 

West London Mbdico-Chirurgical Society. — A t South Kensing- 
ton Hotel, 41, Queens Gate Terrace, London, S.W., November 18, 

7.15 for 7.30 p.m., dinner meeting. “ The Story of Cortisone," by 
Dr. W. S. C. Copeman. 

Saturday 

York Medical Society. — ^At 17, Stonegate, York, November 19, 
8.30 p.m., " Ascertainment and Educational Treatment of Deaf- 
ness," by Professor A. W, G. Ewing find, Mrs. Ewing. 


APPOINTMENTS 

Crawshavv, Donald G., M.B., Ch.B., D.C.H., D.P.H., Medical Officer of 
Health. Peterborough. 

Davies, J. O. F.. M.D., D.P.H., D.R.C.O.O., Senior Administrative Medical 
Officer, Oxford Regional Hospital Board. 

East Anqlian Regional Hospital Bokko.— Assistant Chest Physician (Senior 
Reeisirar) In Cambridge Area, i. B. Mitchell, M.D Assistant Chest Physician 
(Senior Registrar) in past Nor/aik Area, P. H. Sutton, M.D., M.R.C .P. 

Lyon. D. M.. M.B, Ch.B., D.P.H.. Deputy County Medical Officer of Health 
and Deputy School Medical Officer for Kent 

South Western Regional Hospital Board. — ^The following appointments 
have been announced GrrtatrUion, Bristol Clinical Area, W. Hughes, M.IL. 
M R.C.P.. D.T..M Asjisiant Plastic Surgeon, Frenchay Hospital, Bristol, U. C. 
Bodepbam, M.B.. Ch.B., F.R.C.S. 


BIRTBS, MARRIAGES, AND DEATHS 

BIRTHS 

Cooper.—On Ociobcr 15. l9-t9. ai Souihmcad Hospital, Bristol, to Flavla 
Cooper (n6e James). M.B.. Ch.B.. D.A., wife of Ashley Cooper, a second 
dausMci—CaTOime. o. 

Piney.— On Ociobcr 29, 1949, to Gladys (nUc F/ccO. wife of Dr. J. Pmey, a son 

MARRIAGE 

Watson— Lo>%ls.-~On October 10, 1949, at Dunlecr, Co. Louth, Eire, John 
Erocsi Watson. M.B.. B.Cb., to Margaret Sarah Lewis. 


DEATHS 


DcrEln.—On October 25, 1949, at Ciifton, Bristol. Frank Cower Ccrala. 

MRCS.. L.R.C.P. ^ . 

Bruwo,-On November 2. 1949. in London, John Claude Brown, M.D., ol 
16. .Addison Gardens. London, W. , 

Burnett. -On Ociuner t'#49. Arthur HIU Butncil, M.R.C.S., L.R.C.P*. ol 
Duterne Park. Southampton, aged 68. ^ ^ ttn. 

Curry. Oo Ociobcr 2K )V49, at bis home in Towning Place, Cross Hms. 

Kcignlcy Yorks Alexander Curry, L.R.C.P.&S.L 
Davts.— On November 5, 1949. at a nursing-home, the Rev. George Brocklcsby 
Davis. M D. of ^'^l. Cherry Hinton Road, Cambridge, formerly of C.M.S.. 
India, and Ely. Cambridgeshire, aged 76. 

Debooo.— On Octobei \2. \949 Salvino Debono. M.O., of Malta. 

Easou.— On Novemoer 2. 1949* at NulBcId House. Guy’^ Hospital. Sir Herbert 
L!«htfo*it Eavon. CB.. C M*G.. M.D., M.S., F.R*C.S.. aged 75. 

Falrhttlro. -On Ociobcr 31. J949. at 1, St Mary’s Grove, London. S.W., 
Donald CbarJc> Fairbairn, M.C., M.B.. B.S. 

Ferraby.—On November 1. I9a<i, at 140. Broomheld Avenue, Worthing, Sussex. 

George Arthur Fcrraby, M R.C.S.. L.R.C.P. 

Lake.— On November 1. 1949, in a Bristol nursing-home. Richard Lake. 

F R C.S. aged 87 _ 

Macdonald. -On October 29. 1949, at Edinburgh. CoU Macdonald. M.D.. Ch.iJ.. 
Wcsichff-on-Sca Es.scx. 

Macdouaid.— On November 2. 1949, at 9. Fcrnielftn Avenue, Edinburgh. Angus 
Macdonald. M.B.. C.M*. F.R.C.S.Ed., late of Souihdcan. Colinton Road. 
Edinburgh. ' . , 

Muir.— On October 19. 1949. at Lcalaods. Box. near Suoud, Gloucciicrsblrc. 


ioecDb Corbcu Muir. M.D. 

Nizua. -On Novemoer 4 1949, at Forbe* Fraser Hospital, Bath, John Hobart 
Nixon. M D.. of 25. Ocanxway. Chippenham. WilN. aged 72. 

Palmer.— On October 31 1949, at Exmouih, CadwallaUcr Edwards Palmer. 

M B.. B.Cb.. Colonel I M.S . Ret*, aged 68. 

Palmer. — On Ociooer 19. 1949. at Torquay, Sydney Joseph Palmer. 


price.— On November I, 1949, at a nursing-home, Leamington Spa. Horace 
John O'Mcv Gerard Price, M.R.C.S., L.R.C.P., formerly of Nuneaton. 
Warwickshire, aged 68. 

PrWmore. -On Novemoer 3, 1949. at 5. The Terrace. Chalc, Isle of Wight, 
John Walter Pndmore, M.R.C.S.. L.R.C.P., late of Rydc, Isle of Wight, 
aged 19. ^ 

Rogers. -On October 28. 1949. in London. Norman Gumming Rogcti, M.B.. 

Ch.B.. of 3 Si. John** Wood Road, London, N W. 

Roper.— On Ociobcr 17. 19^9. at a nursing-home m Rochester, Kent, Chaxle* 
Roper. M.D.. D.PH. tacd 71. 

Rus&eiL - On October 26 1949. at Southport Infirmary. John Cooper Ru^scJl. 

M B.. Cb B.. of 33. Balfour Road, Southport, Lanes. 

Sevestre.— On October ij. 1949. at 38. Spnni^dd Road, Leicester, Robcfi 
Srvestre. .M.D. J P.. aged SI, 

Sb«Uey* — On Ociobci 12. 1949. at St. DanhoJumcw'i Hosptial, Rochester. 

.\rnold Shelley, M.B.. B.Ch.. of Camden House. Chatham 
Slilptofl,— On October 31. l'*49. at Bnarrteld, MiKord-on-Sca. Hants. William 
Shipion. M.D.. J.P., of Buxton, Derbyshire. 

Watvoa.— <)r October 15. 1949. at 21, The Circus. Bath, Andrew Gordon 
Wauon. M D 

Youas. -On October 25, 1949. at Torwood, Tomintoul. James John Tavlof 
Young, M.D. aged 84. 
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Any Questions? 


Correspondents should ":vc their names and addresses {not for 
publication) and include nil relevant delads in their questions, 
which should be typed. iVe puolish here a selection of those 
questiotis and answers whtvit seem to he of ,>cneral interest, 

TrcaOiicat of RerUiitii Pigcientosa 

Q . — Is there an\ efjei tr. e treatm, i: of retinitis pi'sinentosa ? 
■ ’ ■ •' - ‘ -• VI!.’,/ on the implanta- 


Has there been 
lion of prescr 
Filatov ? 

K . — The inQ'iir’. 
appeared in i, r - 
3, No. 5 ; ■■ The i 
muscular 

Pigmentos.. ‘ ■ f. i - 
in ReIinitl^ 
served LKc- 
Filatov ard ’’ 

Von .Ma.-r ^ 

No. -t 'd, 7-; . " 
Pigmentos ■|-' 

Placenta' ' 
pigmentos.' -re ' e 
is yet in a ' 
of this ' 

surgeons i' '..’•a' " 
some cas-ee • t' 
ments are n 
disease Fiiato' 
uhie.-t 


tiirther wor‘, 
J pieuentu. ut 


mb' 

i 


r\e tv 


vas suggested by 


:o four articles which 
■ i • .v iovier Medicine, 19-46, 

- Pigmentosawithlntra- 

r-, ■' " (p- 388); “Retinitis 

■ ■ "i - . t- ■, on of Preserved Placenta 

'r ■ “ ■ Toe Implantation of Pre- 

. ! ■ - a '■ (p. 398>— all by V. P. 

' i ' " ’-re was also an article by 

. - 'rr.drr u. ' '.'dithalnwiogica, 1948, 116, 
Is Placentatherapie der Retinitis 
: - ■’ n: c' ’suited. 

■ - “sre-it' the conjunctiva for, retinitis 
e t .J o'j’ in Ibis country, but no one 

I'.e a frm opinion about the value 
'T'r.e' fee'dr; among certain Continental 
^ufiJCtive improvement occurs in 
r 'li . ’"al f.e d is not increased. No state- 
.-.■i t ’ nc r-r checking the progress of the 
T’c'-. sre rot carefully set out in his papers 
Oestr. and cervical sympathectomy have 


arso^b-en 'u leJV. It withe J rnTaypWcirble.effect. The W’s 
imnress.on to oate ’s mat the claims made for all the thera- 
^dc me,asure- '.ried fer .--’hnihs pigmentosa are unconvmcmg. 

Mortality from Bovine Tuberculosis 
o — / have seer, it stated in the Press that bovine tuberculosis 
accounts "for about I.SOO deaths per annum in England and 
n'ales. Is th^ee any statistical evidence to support this 

statement ’ 

. —There is no statistical evidence, in the. usuaUy accepted 
mAine of the term, to support this statement The number 
of deaths from bovme mberculosis is an estimate based on a 
seri« of necropsies '.there bacteriological ettammat.on has been 
«rTed out in fatal cases of non-pulmonary tuberculosis to 
f/ir^lne whether the infection was of human or of bovine 
Orig™ In 3 A of the cases the origin was found to be bovine. 
?n fome of the fatal cases of respiratory tuberculosis the mfec- 
10^1? of course, also of bovine origin. From th.e evidence 
availSle the number of deaths due to the bovme type of 
dSase has been calculated as one-third of the deaths from 
nompulmonary tuberculosis. During the last three years for 
?vhXthe ficures of deaths from non-pulmonary tuberculosis 
n E^land a'nd Wales are available a large decr^se has been 
renoried Deaths from non-pulmonary tuberculosis m the >^rs 
• 3 a° 8 numbered 3.482, 3,394, and 2,897, respectively. It is 
I'herefOTC likely that 1.500 deaths per annum is an overestimate 
of the present level of mortality from bovme tuberculosis. 

Stilbocstrol and Dysmenorrhoea 
n —Can prolonged administration of stilboestrol cause dys- 
■„rrl,nea ’ For the last four months a young woman has 
T: T reated for acne on her face by OJ mg. of stilboestrol 
V ^.nrinnate twice a dav during the second week of the inter- 
‘^‘Tfriial aeriod The condition of the skin has improved, but 
'TtTTihe T‘l^nl has complained of dysmenorrhoea on the first 
Jav' otherwise her periods arc normai. Are there any known 
iTefiects of indefinitely contmued treatment? 

i —ciilbocstrol even in heavy and prolonged dosage, does 
not directly cause dysmenorrhoea. If given during the first half 


of the cycle in amounts large enough to inhibit ovulation it 
prevents dysmenorrhoea, because oestrogen-withdrawal haemor- 
rhage is always painless. In the case quoted the dose is hardly 
enough to prevent ovulation — it might even be stimulating it 
in a woman who has previously had anovulatory cycles, and 
this would explain the onset of painful periods. On the other 
band, the onset of dysmenorrhoea is more common at this age 
than at the menarche, and it may be.unrelated to the treatment. 
Although the continuous admimstrauon of oestrogens has side- 
effects such as endometrial hyperplasia, irregular and heavy- 
uterine haemorrhage, and pigmentation of the m'pples, the inter- 
mittent treatment described is unlikely to do harm even if 
continued for several months. 

Estimation of Erylhiocyte Sedimentation Rate 
Q . — Could you give me an authoritative opinion on the 
correct procedure for estimating the erythrocyte sedimentation 
rate (Westergren method) ? My own technique is as follows : 
To 0-5 ml. of 3.8% sodium citrate is added 2 ml. of fresh blood. 
The tube is set up immediately and read after one hour. Fre- 
quently two tubes are set up simultaneously, as I find that 
slightly different readings are obtained from each. The points 
I would like elucidated are: (I) Why do different readings 
occur? (2) Should the blood be allowed to reach room 
temperature before the tube is set up? (3) Should fioccula- 
tion occur in the 3.8% solution of sodium citrate? (4) If 
slightly less than 2 ml. of blood is used, in what manner is 
the reading affected? 

— ^The questioner's procedure is identical with that of the 
writer, and is preferable to the method described in the answer 
in the Journal of March 17, 1945, because it is very diracult 
to fill a 2-m!. syringe without introducing air-bubbles, thus 
making an erroneous dilution. To take the questions seriatim; 
(I) In duplicate estimations variations of up to 10% should be 
expected, because it is impossible to set tubes exactly vertical 
and deviations of as little as one degree from the vertical should 
make an appreciable difference. (2) This is probably unimpor- 
tant. Thermal equilibrium with the sunoundings '*111 be 
reached very quickly after the blood has been drawn up into 
the tube, which should not be in a draught or in a place where 
rapid changes of temperamre occur. If duplicate estimations 
are made at different temperatures, considerable differences in 
readings occur. (3) No. If gross agglutination or flocculation 
occurs, then either the blood has started to clot- or the patient 
is suffering from gross hyperglobulinaemia, the commonest 
cause of which in this' country is myelomatosis. If, however, 
the question is intended, to imply that flocculation occurs in 
the citrate without the addition of blood, then this should not 
normally occur; when it does it is nearly always due to the 
grov.ih of fungal mycelium. This may be overcome fay steri- 
lizing the citrate in 25-ml. batches in universal containers and 
throwing away the contents as soon as they cease to be crystal 
clear. (4) The writer cannot answer this question, but believes 
that errors of 10% have surprisingly little effect. 

Phonocardiography 

Q . — What exactly is phonocardiography, and has it any 
special advantages? Is it possible to make gramophone 
records of the heart sounds? 

.-V. — Phonocardiography is the graphic registration of heart 
sounds and murmurs. Its chief clinical advantage is that it 
provides a permanent record of the auscultatory findings. But 
it has other advantages : (1) it may resolve auscultatory doubts ; 
(2) it serves to time heart sounds and murmurs against other 
electrical or mechanical events which may be recorded simul- 
taneously; (3) it has proved helpful in analysing the nature of 
the heart sounds. Unfortunately, phonocardiograms are diffi- 
cult to perfect technically, and many records being obtained at 
the present time are not entirely reh'able. Again, the simul- 
taneous recording of other events which aid the interpretation 
of the records presents other difficulties and necessitates more 
elaborate equipment. For this reason phonocardiography is 
unlikely to be used widely in this country for many years. 
Most cardiological units and research departments, however. 
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are studying it. Henriques made gramophone records of the 
heart sounds which could be played back to an audience. The 
results were poor, sounds and murmurs being grossly disto/ted 
and interference being considerable. His machine met with 
little enthusiasm in this country, and so far as is known is not 
being made now. It could certainly not be recommended for 
didactic purposes ; auscultation could never be learnt from this 
device. 

Post-herpetic Neuralgia 

Q. — Is there any tneihod of preventins post- herpetic neu- 
ralgia ? What domiciliary treatment can be used for this 
complication ? Are injections of liver extract and vitamin B 
of value ? ^ 

A. — The prevention of post-herpetic neuralgia in the eldWly 
appears to depend on treatment during the active stage of the 
zoster infection. The hypodermic injection of 0.5 ml. of 
pituitrin daily for 21 days from the onset of the infection has 
always proved successful in the experience of the writer. Large 
doses of vitamin Bi by injection, sodium iodide by mouth, and 
more recently the antihistamines have also been used with some 
success. 

“ Allergy ” and “ Hypersensitivity ” 

Q, — Can you distinguish between allergy and hypersensitive- 
ness? To a question on lipstick dermatitis (July 16, p. 189), 
in which the inquirer talks about allergy, the answer carefully 
avoids the term and refers to hypersensitiveness. ' Is there any 
proof of hypersensitivity to the eosin colouring matter in lip- 
sticks ? Eosin belongs to the fluorescein series, and these sub- 
stances are used, for example, on the conjunctiva for diagnostic 
purposes. Are there any corresponding cases of hypersensitivity 
to fluorescein? 

A. — Some years ago writers on this subject considered allergy 
and anaphylaxis as subdivisions of the main subject — hyper- 
sensitiveness. Allergy was often defined as hypersensitiveness 
occurring in man. At the present time the tendency is to con- 
sider anaphylaxis as a subdivision of the main subject — allergy 
— and hypersensitiveness becomes synonymous with “allergic 
state.” Whichever terminology is used, “hypersensitiveness" 
is interchangeable with “ allergy " or “ allergic state ” so far 
as human reactions are concerned. It is merely a question of 
using the term which the writer considers more generally accept- 
able in this country. Apart from this, “ hypersensitiveness ” is 
sometimes used in a wider sense than the word “ allergy,” which 
implies, at least, an antigen-antibody reaction in the tissue cells. 
Thus a person might be described as hypersensitive to misuse 
of the word " allergy,” but not as allergic to it. The conserva- 
tive mode of thought in this country is perhaps reflected in a 
continued preference for the word “ hypersensitiveness,” as 
distinct from the Americans' ready acceptance of the shorter 
and neater “allergy.” 

Proof of hypersensitivity to the eosin colouring matter in lip- 
sticks has been obtained — see Sulzerberger, Goodman, Byrne, 
and Mallozi, Arch. Derm. Syph., Chicago, 1935, 37, 597 — and 
is now generally accepted. The writer has not come across any 
reference to fluorescein sensitivity. . 

9 

Cancer of Bladder in Dye Workers 

Q, — What is the incidence of bladder carcinoma among 
aniline workers ? Has aniline ever been held responsible for 
cancer in any other sites? An aniline worker, a patient of 
mine, has developed an osteosarcoma of the humerus with 
multiple bone secondaries and involvement of the chest. 

.•V, — Bladder tumours are ' known to occur among a high 
proportion of workers in the aniline dye industry, but they 
are not in general attributable to aniline as such. The sub- 
stances generally held to be responsible are amino derivatives 
of naphthalene and benzidine. Such tumours have been 
observed and recorded in many different countries, including 
.\mcric3, Russia, Japan, and the principal countries manu- 
facturing aniline dyes in Europe, The actual incidence is not 
known, since many workers leave the factories before the 
tumour has developed and are not traceable. However, it is 
held by various observers that where working conditions arc 


unsatisfactory almost all the workers in the department may 
be attacked, but at different times and in different forms. Very 
occasionally the kidney is also involved. 

Primary tumours in other sites than the bladder and kidney 
cannot be attributed to work with dyestuff intermediates. The 
disease has been known for some 55 years, but no suggestion 
has ever been made that such tumours as bone sarcqma occur 
more frequently among workers in dye intermediates than 
among the general population. Experimental evidence exists 
.that other amino derivatives of cyclic hydrocarbons can pro- 
duce primary tumours in other sites — for example, liver, 
stomach, as well as bladder — but there is no evidence that 
such tumours arise in workers as an industrial disease. 

Perristent Monilia Infection 

Q , — Two male patients have persistent monilia infection of 
the oral cavity. Treatment with aniline dyes, aluminium acetate, 
and vitamins has been most unsatisfactory, and reference to 
numerous books offers little encouragement. \ Can you advise ? 

A, — Persistent monilia infection of the oral cavity usually 
suggests an unhealthy condition of the mucous membrane, 
since it is generally thought that moulds will not grow where 
the mucous membrane is healthy. In the majority of cases 
attention to cleanliness is the most important measure. In 
persistent cases where the condition does not disappear with 
attention to oral hygiene a search for possible systemic causes 
.should be made. The disease is frequently associated with 
deficiency of vitamin-B complex, and in such cases large doses 
coupled with intramuscular liver injections may prove bene- 
ficial. The condition is also occasionally seen in diabetics, and 
it is ther.efore advisable to exclude any diabetic tendency. For 
local application gentian violet is, of course, the standard treat- 
ment, but silver picrate preparations are equally effective and 
do not have the undesirable staining properties of the aniline 
dyes. Boric acid solutions are of little value. 

NOTES AND COMMENTS 

Acute Nephritis and Sweating. — Dr. Charles Romer (Worcester) 
writes: From time to time the answers in “ Any Questions ? " must 
have surprised your readers and have made them wish that the 
replies were not anonymous. In the Journal of October 1 (p. 767) 
the hardy, annual of whether to nurse a case of acute nephritis in 
blankets is revived. As the General Nursing Council- still expects 
this (together with an intimate knowledge of leeches, wet and dry 
cupping, etc.) is it not time, Sir, to ask that the subject should be 
thrashed out and .a really authoritative statement issued ? Your 
answer states : “ The General Nursing Council is acting in thts 
matter with the full approval of medical authority. The scientific 
principle involved is allied to the known fact that patients suffering 
from this disease lend to sweat excessively." The answer continues 
very logically that such patients are more comfortable in blankets, 
and for rheumatic fever everyone is in agreement. No mention 
is made of the diaphoretic action, which must be taken as approval 
of such measures being, as Dunlop and Davidson in their Textbook 
of Medical Treatment (1949, Edinburgh) put it, “now generally 
abandoned.” The crux of the matter is, then, do patients with 
acute nephritis “ tend to sweat excessively ” ? No mention of such 
sweating is made in Price, Savill, Sheldon, Paterson, or Ellis's 
Croonian Lectures (Lancet, 1942, 1, 34 and 72). None of the 
medical sisters asked, nor the writer, can recall having seen this 
alleged sweating. It is of interest to think that there can be such 
a wide divergence of opinion over a point that can be settled by 
simple clinical observation. The writer can sec no reason for con- 
tinuing to use blankets, but would beg for really authoritative views, 
lest another baby be thrown away with the bath water. 
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MEDIC/LL SUPERFriENDENTS 

For as Ions th-- NAt’ona: Ksai:h serN’ice lasts the medical 
profession wnl have lU; grievr.r.cci, some of them large and 
others small. Snt i doubt ur.:lnc: it will ever have a more 
strongly grounded grievance than its objection to the terms and 
conditions of sc'Vice of f..ture medical superintendents. The 
area of tl-.e giie.oncc may be small, in that the number of 
persons anected :s not iarge. None the less, a regrettable state 
of affairs e.'Usts. 

Consider f.iai me mcuica. s,. aerintendent who is a specialist. 
The broad plan 'S that he should be remunerated as a specialist 
for that pail of his time he spends on specialist duties and as 
an administrator for tnc remainder, unless the amount of time 
spent on administration is trivial. It will be observed that, if 
the administration element is not trivial, his remuneration will 
be 'lower than that of any .member of his staff, possibly his 
deputy, wlio is engaged whole-time or almost whole-time on 
specialist duties. Here then is the first grievance— that it should 
be possible for a specialist medical superintendent to receive 
less remuneration than a specialist deputy medical superinten- 
dent or a specialist medical officer who is neither a super- 
intendent nor a deputy. 

The wind has been tempered, however, in the case of a medi- 
cal superintendent of a mental hospital. The Ministry has made 
plain in an official circular that his administrative work “ need 
Mt, it is estimaled, exceed 10% of the time given by a whole- 
time officer, and this may properly be regarded as so small a 
proportion of the time that there need be no abatement of the 
remuneration at clinical rates for the whole of his time.” Inci- 
dentally, in the assessment of clinical duties they are taken to 
include activities directly connected with the treatment, train- 
inc and occupation of patients, as well as general supervision 
of ’entertainments and the provision of amenities." In other 
words the authorities classify some non-clinical work as clinical 
and then give a broad hint that the remaining administrative 
work can be regarded as too small in amount to justify reduc- 
tion in salary. This is reasonable and sensible. But why not 
extend this kind of definition and assumption to all medical 
superintendents whether of mental hospitals or not ? 

A ■’renter grievance arises where the amount of administra- 
tive fime is more than trivial, constituting the whole or part of 
the time. At its worst, the whole-time medical superintendent 
of a large hospital is regarded for purposes of pay, and so of 
sUtus as exactly the same as the lay secretary of a hospital 
management committee. This means remuneration somewhere 
between £640 and £1,700 inclusive, the actual remuneration 
being determined on a points system. . 

Purely Administrative Posts 

Existing officers have, of course, some protection. The test 
of the position will arise when a post for a purely administra- 
tive medical superintendent falls vacant and the hospital 
authority invites applications from medical practitioners to 
fill it It is insisted that a doctor is needed. All the authority 
will be pcrniillbd to offer is the salary applicable to a by 

ecretan'- -Ministry seems to have the idea that there is 

^ nly one variety of administration, and whether it is done by 


doctor or layman it is just the same and should be paid for 
at the same rales. It is entirely wrong that where a doctor is 
needed for a purely administrative post he should be paid as 
a layman and not as a doctor. Some may think that it is 
desirable that we should move away from medical administra- 
tion to lay administration, but that is a question of policy which 
it would be wrong to mix with questions of remuneration. If 
a doctor is wanted he should be paid as a doctor. 

This Ministry altitude to the whole-time administrative 
superintendent affects the sabries of all future holders of 
posts involving both clinical work and administration, except 
where the time spent on ad.Tiinistration is trivial. We recently 
had an example of the application of the terms of service in 
a particular case. An advertisement was received from the 
South-west Metropolitan Regional Hospital Board for a medi- 
cal superintendent at the St. Mary’s Hospiul, Portsmouth, a 
hospibi of 1,039 beds, in the following terms; 

Applications are invited by the Board for the whole-time appoint- 
ment of 

' Medicai, Suterixteotest 

The successful candidate will be required to undertake the medical 
administrafion.of the hospital, and his duties will include the medical 
care of nursing s:aff, charge of chronic sick wards, three sessions-per 
week to be devoted to clinical surgeov superintendence of mental 
deficiency beds, and the control of admissions and discharges. The 
salary for medical duties (sLx sessions) will be based on the scale 
£1,300 by £50 to £1,750 per annum and for admim’siraiive dunes 
(five sessions) on the appropriate administrative scale — i.e., £710 by 
£25 to £910 per annum. Living accommodation will be provided, in 
respect of which a charge will be made. The appointment will be 
subject to the provisions of the National Healih Service (Superannua- 
tion) Regulations, 1947, and will be in accordance with the agreed 
terms and conditions of service of hospital medical and dental staff 
under the Nauonal Health Service. .Applications, stating age, qualifi- 
cations, experience and present appointment, and giving the names 
and addresses of three referees, should he made by letter and sent 
to the Secretary (S.D.l), South-West .Metropolitan Regional Hospital 
Board. Ila, Ponland Place, London, W.l, to arrive not later than 
September 17, 1949. Canvassing will disqualify. 

The composite salary appro.ximates to a scale of £1,032 to 
£U68, subject to deduction for accommodation. This is an 
illustration of the application of the Ministry’s formula, as it 
conforms to the terms of service. The salary is far too low for 
the work and responsibility involved. 

Clinicians have not always loved medical administrators, but 
they will. I think, agree to two propositions. The fint is that 
they should pause awhile before expressing an official view as 
to the form administration should take in the future in the 
hospital field. Preference for by administration might con- • 
ceivably be replaced, in the light of experience, by one for 
medical administration. The second proposition is this; the 
profession should insist that, wherever there is a job which 
a doctor only can fill, even though it be administrative in 
character, the pay should be such as is appropriate to a doctor. 
That there is such a thing as medical administration — as distinct 
from by administration — no doubt the medical officers of the 
Ministry of Health and our colleagues in the public health 
service would agree, however difficult the by ad.-ninistralor may 
find it to accept that a medical training contributes something 
to certain kinds of administration which their own training 
does noL 
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SOCIAL SECURITY IN WESTERN UNION 

The Foreign Ministers of the five Brussels Treaty Powers — 
Belgium, France, Laxembourg, the Netherlands, and the United 
Kingdom — have signed two conventions linking arrangements 
for social security in the five countries. 

The first convention, which is related to tlie bilateral agree- 
ments on social security already negotiated or being negotiated 
between the five countries, will enable nationals of these 
countries to take advantage of any of these agreements no 
matter in which of the five countries they reside or have 
resided. The benefits covered by these agreements include 
those provided in case of sickness, invalidism, old age, death, 
maternity, industrial injuries, and prescribed occupational 
diseases. 

Free Medical Treatment 

The second convention is based on the principle that if a 
national of any of the five countries, when resident in the 
territory of any of the other four, requires social or medical 
assistance, but is without sufficient resources, he will receive 
such assistance from the latter country on the same basis as its 
own nationals. For example, an Englishman living in Holland, 
who is without sufficient resources, will receive the same free 
hospital treatment as a Dutchman in similar circumstances. 

The five countries will not reimburse each other for the cost 
of any such assistance. Repatriation solely on the ground that 
assistance is likely to be long-continued or costly is not to be 
resorted to if the person concerned has, for instance, close 
family ties in the foreign country in which he is living or has 
resided there for more than five years — 10 years if he entered 
that country after the age of 55 — or is not in a fit state to be 
transported. But the f onvention does not affect the ordinary 
laws governing repatriation on other grounds. 

A supplementary agreement is to be worked out between 
the Governments dealing with a number of matters of detail. 


APPOINTftlENTS TO HOSPITAL MANAGEMENT 
CO>LMnTEES 

The terms of office of about one-third of the members of 
hospital management committees expire on March 31, 1950. 
The members will be eligible for reappointment for a further 
term of three years. The Minister of Health considers that it 
is “ the intention of Parliament and clearly desirable ” that 
there should be full consultations on this matter, even though 
the N.H.S. Act does not require the regional hospital board 
to consult any body specified except the committee itself. This 
view is expressed in Circular R.H.B. (49) 143 from the Ministry 
of Health. 

Balanced Membership ' 

The Minister's aim is to have on each committee a balanced 
membership, including the appropriate types of e,\perience and 
relleciing the interests of the community to be served. When 
members are due to retire from management committees, boards 
should inform the following bodies of the retirements and 
invite them to submit suggestions; the committee itself; every 
local health authority and every executive council any part of 
whose area is served by the committee ; senior medical and 
dental staff of each of the hospitals concerned ; and each of 
the bodies originally consulted under paragraph (d) of Part 2 
• of the Third Schedule of the Act, together with any other local 
bodies which appear to the board to be appropriate. 

A reasonable proportion of the retiring members may be 
reappointed, but boards should consider introducing some new 
clement into the membership — e.g., from house committees or 
from the local community. 

Conimunit}- Interests 

The proportion of professional members should not be high. 
“The committee must essentially be and remain a group of 
non-professional members of the local community rendering 
voluntary service in the public-spirited tradition of the past 
and in the interests of the community." 


SUPPLEMENT to the 
BMTISH METHCAI. JOU jCNJiL 

Officers of committees should not be appointed as members 
of them, though there is less objection to appointing officers 
of one committee to be members of another. . Members of both 
management committees and hospital boards should be strictly 
limited. 

Doctors and matrons should be invited to attend meetings ' 
of management committees and their subcommittees. They 
can make their fullest contribution to the work of the com- 
mittees by attending as advisers rather than as members. 


CHEmSTS PROTEST AGAINST 1/- TAX 

The Pharmaceutical Society has informed the Prime M'mister 
that the charge of up to Is. on prescriptions will not deter those 
who are misusing the Service to a serious extent, though it 
will tend to reduce calls on the services of doctors and chemists 
under the Service. ' “ It would appear that the charge will be ' 
prejudicial to the use of the Service by persons who need 
medical attention, but will not reduce excessive and unnecessary 
resort to doctors and chemists by those who are least deserving 
of the benefits they are receiving.” 


, COLLIERY MEDICAL OFFICERS 

Members of the Joint Subcornmittee on Remuneration of 
National Coal Board Medical Officers, and 19 representatives 
of part-time colliery medical officers from various areas, 
attended a conference on October 26 under the chairmanship 
of Dr. I. D. Grant. 

The first discussion ranged round rates of pay proposed by 
part-time medical officers and approved by the Representative 
Body at Harrogate. The conference agreed that this scale 
should be accepted. 

Discussion followed on the duties of part-time colliery medi- 
cal officers, the issue being whether such practitioners wished 
to be an integral part of the Colliery Medical Service or merely 
available for emergencies in their area. It was pointed out 
that although area medical officers were appointed they were 
not normally, owing to distance, available for emergencies. It 
was finally agreed that the duties of part-time colliery medical 
officers should be as laid down in the duties of industrial medical 
officers. 

Emergency Calls 

Fees for emergency calls were then considered, and emergency 
calls were divided by the conference into three categories; 

(1) Where the casualty is available at the pit-head when the 
doctor arrives or very shortly afterwards. 

(2) Where the doctor is required lo go underground. 

(3) Where the doctor has to wait at the pit-head for the casualty 
to be brought up. 

It was suggested that in the last two categories fees should 
be on the basis of £1 1 Is. 6d. an hour or part of an hour. 

The question of benefits payable by the National Coal Board 
where a doctor is injured or killed while attending at a mine was 
referred to the Joint Subcommittee. 

Recommendations were made to the Joint Subcommittee 
regarding payment for examination of outstanding colliery 
compensation cases and also regarding co-option of certain 
members of the conference on to the subcommittee. ' 


NATIONAL INSURANCE LOCAL ADVISORY 
COMMITTEES 

Nominations Invited from Local Associations by November 30 

The Minister of National Insurance, Mr. James Griffiths, is 
setting up 230 committees to advise on questions relating to 
the local administration of the National Insurance Act ; 186 
of these committees will be in England, 26 in Scotland, and 
18 in Wales. Each committee will consist of about 20 members, 
of whom six xvill represent employers and six employees. There 
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will be two or three representatives of local authorities and one 
or two of friendly societies. These representatives will be called 
together and asked to select four or five other persons with 
suitable local knowledge to complete the full committee. 

The Ministry of National Insurance local associations wish- 
ing to nominate such persons for consideration should put 
f .'tward their names, with particulars of their qualifications, not 
l.'iler than November 30 to the appropriate regional controller of 
the Ministry of National Insurance. 

National Insurance Regions 

Tlie areas covered by each National Insurance region and the 
iJdress of the regional controller are shown in the following 
'able 


j 

Regioa 

Area Covered 

Addre^ of 
Regional Controller 


Northumberland, Cumberland, i 
Durham. W«fmor}and, and i 
North. Riding of Yorkshire 

, Ncucasile-upoo-Tyne 

East aivl V»*dst 

West Riding and East Riding of 
Yorkshire 

5-7, New York Road, 

Ridiriay 

Leeds. 2 

North .ila' -s 

Derbishire, NolUcghanishire, Lin- 
aolnshire, Leicestershire, Rut- 
landshire, and Nonhamprooshire 

1 Block 3, Govemment 

1 Buildings, Chalfont 
Drive, Western Boule- 
vard. N'oltinsham 


Hunlingdonshire, Cambridgeshire, 
Norfolk, Sutfolk, Bedfordshire. 
Essex, and Hertfordshire 

: “ St. Regis,** Montague 
Road, C^bridge 


area of Loedoa County Council 
and County of Middlesex 

3J, Cumberland Terrace, 
London. N.W.l 

O-'tf' ' - 

Surrey, Kent, Susset, and ports of 
Her^ordshtre and Essex 

2-U. Prince Albert Road. 
Regent’s Park, London, 
N.W.l 

South."-' 

Oxfordshire, Buckinghamshire. 
Berkshire, Hampshire, Isle of 
Wight, and Dorsetshire 

, Whiteknights Park, Ear- 
1 ley, Reading, Berks 

Sojtb Wisiftpii 

Gloucestershire, WUishire, Somer- 
setshire, Devogshire, and Com* 

** Avonleigh,** Stoke Park 
Road South, Bristol, 9 


Herefordshire. Shropshire, Sfaf- j 
fordsbire, Waris'ickshire, and I 

Broadway Court, 69, 
Broad Street, Birtnigg- 
ham, 15 

Nonb Wtetern 

Counties of Cbesiure, Lancashire, 
and the High Peak District of 
Derbyshire, viz., Bamford, Bux- 
ton, and G(ossoPt,New Mills, 
and Chapel-eo'le-Frith 

** Ho'seroft,” Palatine 
Road, Didsbury, Man- 
chester. 20 


Wales and .Monmouthshire 

Cathaj's Park, Cardiff 

/otianJ 

Scotland 

39, Drumsheugh Gar- 
dens, Edinburgh. 3 


EJIERGENCY BED SERVICE 

Xhe • ri. ■ ■■ the Croydon Emergency Bed Service was taken 
cser r November 7 by the South-western Branch of the 
E.B.S. Gap Road, Wimbledon (telephone; Wimbledon 65S1). 

The folio. <.\ng functions, formerly carried out by the Croydon 
Bed Service, are now the responsibility of the Croydon Group 
Hospital Management Committee at Croydon General Hospi- 
tal (telephone; Croydon 3427): chronic-sick and pay-bed' 
accommodation admissions to Croydon hospitals, and admis- 
sions to Coombe Cliff Convalescent Home. 

Particulars of other E.B.S. offices were listed in the Supple- 
ment of October S (p. 160). 


IRE.ATMENT of 51ERCHANT SEADIEN IN PORT 

E.xeculi%e councils are responsible for arranpng medical treat- 
ment for merchant seamen on shore (Supplement. August 13, 
p. SO). The Ministry of Health has now issued a circular on 
the provision of drugs and appliances when prescribed for these 
seamen by doctots employed whole-time by the Shipping 
Federation at the London and Royal Docks and the ports 
of Southampton, Cardiff, Manchester, Newcastle-upon-Tyne, 
I iverpool. and Glasgow. 

A special issue will be made to these practitioners of Forms 
F C.IO bearing the name of the London Executive Council and 
stamped “Shipping Federation Medical Officer.” These 
prescriptions may be handed in at pharmacies in the area of any 
executive council, even though the practitioners are working 
in the various ports named. 


HOSPITAL STAFF DISJHSSED 

The general practitioner staff of the North Herts and South 
Beds Hospital at Hitchin have received notices of dismissal as 
from October 31. The staff point out that their dismissal 
is contrary to the Minister’s intentions expressed in circular 
R.H.B. (49) 132 (Supplement, October 15, p. 168), which warns 
regional hospital boards that they are not to deprive pauents 
of hospital beds in the charge of general practitioners. The 
hospital staff have taken up the matter with the Minister of 
Health. 


HEARD AT HEADQUARTERS 


Hearing-aids 

From a discussion at the Medical Society of London the other 
day we gather that the difficulties which have surrounded the 
introduction of the Government hearing-aid are being smoothed 
out. The bottle-neck is no longer at the distribution centres, 
where it used to be, but in the diagnostic clinics. It was stated 
that it is extraordinary how many old people are thrilled when, 
after a little instruction, they get the "hang” of the thing — 
people who, a few years ago, would never have thought of 
trying such an appliance. On the other band, some of them 
cannot put up with these electrical contrivances, and the old 
ear trumpet or the “ banjo ” still has its vogue. We were told 
of old people who sit on either side of the fireplace and 
communicate with one another through three feet of rubber 
tube. One speaker knew of someone who has already had five 
Government hearing-aids. His complaint is that after about 
two months some fault in the material declares itself, and the 
aid has to be taken back and a new one obtained while tbe old 
one is repaired and renovated. It was suggested that it would 
have been more economical for the Govemment to use less 
cheap material. 

Rendezvous 

One lady to another in a doctor's waiting-room; “Ah, Mrs, 
Smith, I haven’t seen you here lately. I hope you haven’t been 
unwell.” 


Questions Answered 


Salary of Hospital Locum 

Q. — / have been guoUfied for two years and have just finished 
a B2 appointment. Without hat ing been graded I have been 
appointed locumtenent to dn assistant medical officer who is 
on special leave. The doctor / am replacing was graded as 
registrar from July, 1948. Pending the new hospital establish- 
ment he has been receiving his original (losverf salary. What 
remuneration am I entitled to expect? 

A. — The Ministry has instructed boards of governors, regional 
boards, and hospital management committees that a locum- 
tenent engaged to fill the post of bouse officer. J.R.M.O., or 
registrar shall be remunerated at the same rate as the officer 
whose place he is filling, in this case, as the grade of the 
officer whose w ork the locum has taken over is that of registrar 
(first year), the salary to which he is entitled is £775 per annum. 

Refusal of Temporary-resident Patients 

Q . — Am I not entitled to refuse to have temporary residents 
on my list and to charge them private fees ? 

A. — A doctor is free to refuse to accept a person on his list, 
cither as a temporary or a permanent pau'enl ; but he must 
(o) give any person who has applied for and been refused 
acceptance by him advice on the steps to be taken to enable 
him to be accepted by another doctor, and (6) provide without 
charge to the patient any treatment required by the person in 
an emergency or pending acceptance fay another doctor. 
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CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE 

REPRESENTATION OF CONSULTANTS 

At the meeting of the Central Consultants and Specialists Com- 
mittee held at B.M.A. House on November 3, with Mr. R. L. 
Newell in the chair, a letter from members of the South-west 
Metropolitan (Western Area) Regional Committee, which 
appeared in the Supplement of October 22 (p. 185), was con- 
sidered. The letter complained of the decision of the Central 
Committee that the Joint Committee should appoint and instruct 
the members of the staff side of the Whitley Council, and stated 
that the Regional Committee had decided unanimously that if 
the Central Committee continued to be subordinated to the 
Joint Committee the Regional Committee would consider with- 
drawing its representatives from the former and relying on 
representation by other means. 

The chairman deplored the publication of such a letter. He 
restated the views set forth in his own reply, published in the 
Supplement of November 5 (p. 206). He said that the letter 
from the Regional Committee was in many ways misleading. 
If any constituent body represented on the Joint' Committee had 
written such a letter he would have regarded it as a disastrous 
action. The Joint Committee had worked very well indeed and 
had the confidence of the Ministry. It had never been in 
disagreement with any of its constituent bodies. In fact, there 
had never been a division on any question. He felt that if the 
Regional Committee persisted in its demand the result would 
be that consultants would be represented by many bodies with- 
out any real authority whatsoever, instead of by one body to 
which the Ministry now looked as representing the consultants 
of the country. The chairman’s remarks were received with 
expressions of general assent. 

Mr. Ross Smith, one of the signatories of the letter, said (hat 
it was complained particularly that no reference was made to 
the regional committees before it was decided to subordinate 
the Central Committee to the Joint Committee in the matter 
of the representation of hospital medical staffs. He and his 
fellow signatories could not agree that the Joint Committee 
should be the instructing body. ' The instructing body should 
be a committee democratically elected. One matter on the 
present agenda concerned the setting up of an independent 
fighting fund for hospital medical staffs. It would surely be 
an anomalous position if the Central Committee acted as the 
defence organization, holding the defence fund in trust, while 
another body over which it had at best only minority control 
had to decide action. He could not see the general body of 
consultants in this country having confidence in such a set-up, 
and if there was not confidence there would not be financial 
support. 

The Secretary (Dr. Charles Hill) said that other bodies wanted 
to participate in representation on Whitley Councils. The Cen- 
tral Committee was set up to speak for the general body of 
consultants, and the Joint Committee was established in order 
to avoid the possibility of half a dozen separate organizations 
each claiming an independent right. If there was a depar- 
ture from that collective position they might be represented 
on the Whitley machinery by the three English Colleges, the 
Scottish Colleges or Corporations, by their own committee, 
possibly by the British Medical Association as a separate 
organization, and other bodies, and would be in a worse 
position. It was of paramount importance to consultants and 
specialists to have for Whitley purposes one generally accepted 
body. 

Other members expressed regret at the lack of trust in the 
Joint Committee which was made evident in the letter. On the 
other hand, one member suggested that the Central Committee 
had been set up on a sufficiently broad basis to include almost 
all the bodies which were entitled to be considered by the 
Ministry. 

After a short discussion it was agreed that the letter from 
the Regional Committee be left to lie on the table. 


Special Distinction Awards 

Df. Rowland Hill, chairman' of the Executive Committee, 
presented certain proposals as a basis for discussion on the 
assessment of “ merit ” for distinction awards. It was recom- 
mended that “ merit ” be defined as the total professional value 
of a consultant to the community, and that' the following 
‘factors be taken into consideration in the assessment: the 
nature and responsibility of posts held and the standard of 
efficiency attained in the performance of the duties of the 
posts ; professional qualifications and academic and other pro- 
fessional attainments ; and the value of the consultant’s 
researches and his published works. 

The committee also submitted certain amended proposals as 
to the method of implementation. One of these was that lists 
of recipients of merit awards should not be published in the 
medical or lay press, but should be made available to the pro- 
fession by the 'National Committee, which decided the awards, 
through the Joint Committee and its constituent bodies and by 
boards of governors and regional boards to their medical com- 
mittees and medical advisory committees respectively, all such 
information to be regarded as confidential. 

Dr. Rowland Hill pointed out that with most awards a reason- 
able degree of- publicity was part of the award, and it was 
significant of the atmosphere which surrounded the^ whole oP 
this arrangement that such secrecy had to be observed. He 
added that it was not the advertising of the recipient which 
was to be deprecated, but the “ de-advertising ” of those whose 
names did not appear in the list. 

The difficulty of maintaining secrecy about the awards was 
mentioned in the committee, especially the difficulty of dis- 
closing something to the profession and withholding it from 
the public. One member advocated the fullest publicity for 
the awards, if only in order that young consultants might know 
at what objectives to aim. 

The committee agreed generally with the proposals put for- 
ward, including the one that in each region there should 
established a committee of distinguished practitioners of con- 
sultant status, not interested in merit awards (that is, those 
already in receipt of the highest award or retired from prac- 
tice), who should select consultants in the area for recommenda- 
tion to the National Committee. It was the general feeling 
that the Central Committee should not itself participate in the 
recommendations. 

Pay-bed Accommodation 

Some discussion took place on the continuing reduction in 
the number of private hospital beds and the increase in main- 
tenance charges. Dr. Rowland Hill said that the question would 
be further discussed with the Ministry, and particulars of any 
hard cases would be submitted. It was stated that there was a 
• drive to create amenity beds out of private beds. It was agreed 
to press the point that the retention of private hospital beds at 
an adequate level would reduce the cost of the hospital and 
specialist service. 

Various recommendations from groups were considered. One 
of them, from the Venereal Diseases Group Committee, urged 
that regional hospital boards be asked to make facilities avail- 
able for the training of women as specialists in venereology, 
with a prospect of adequate employment and the opportunity 
of competing for the highest honours in the specialty. It was 
also asked that arrangements should be made for women 
patients who so desired to be treated by women venereo- 
logists. This was endorsed by the committee for representation 
to the Ministry. 

The Radiologists Group Committee asked that the question 
of financial assistance to radiologists to offset the loss of capital 
due to the fact that their practices* had become unsaleable 
should be taken up. It was agreed that this question should 
be one . of the items to be considered by the Whitley Council 
as soon as it was formed. 

The committee reappointed its six representatives on the 
Joint Committee — namely. Dr. T. Rowland Hill, Mr. C- E- 
Kindersley, Dr. W. S. Mack, Mr. A. M. A. Moore, Mr. R. L. 
Newell, and Mr. T. Holmes Sellers. 
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Status of General Practice 


SIR. — The rape of general practice has been going on for 
^ome long time, but its progress has 13600 accelerated by the 
introduction of the new National Health Service. By “rape” 

1 mean to convey the taking away from the general practitioner 
of what IS now considered outside his competence and handing 
such sections of his work over to the specialist, so often a side 
of his work which he considers the most interesting. .Among 
the earl> branches of practice that went in this way were 
oplithalmology, dentistry, pathology, and public health. Later 
this was tallowed by orthopaedic and E.N.T. work, anaesthetics, 
and the staffing of clinics for children and antenatal purposes. 
At the presen’ time the process is being completed by removing 
from the cc "petence of the general practitioner the general 
surger. pre\ w usly carried out by him as a member of the staff 
of h:s i.rcal hospital. 

The re-scn given is the increase in newly acquired medical 
knowleJce and its constantly changing techniques. This has 
been e,-; >i;ed far too fully, so that now the general practi- 
tioner i!.' t‘ e practice of nearly all techniques (complicated or 
comparsi.vely simple) removed from him, if not on the ground 
that thes are considered outside his competence, then included 
in ’■eat bundle with those which quite possibly are. This, in 
the futc.'-e. must tend to produce a deterioration in the type of 
pracf'ior.er for what is the object of learning to become 
profic ent along certain special lines' if in the future there will 
be no opportunity of putting such into practice ? 'Why choose 
to become a house-surgeon if, after leaving the hospital, you 
will never remove an appendix or perform any routine surgical 
procedures ? 

The rights and wrongs of the present tendency are debatable, 
but what is not debatable is the fact that the status of the 
general practitioner must be maintained, so that what was 
described by a professor of medicine as " the backbone of ffie 
profession ” should not become the resort of the comparative 
'allures within the profession, swayed and governed by the body 
of specialists, who, however brilliant in their own sphere, often 
dismaih fail to comprehend medical practice in anything like 
its breadth and depth.. 

It should remain the main object and the grave responsibility 
of all teachmg hospitals to create as in the past a body of 
general practitioners capable of carrying out successfully the 
routine techniques of the department in which they serve after 
qualihcation. It is these men who should serve the needs of 
the smaller local hospitals in the areas in which they later find 

themselves. . . _ , , . . ^ 

In the present chaotic over-organization of doctors work by 
other doctors the outstanding results appear to be on one side 
the unmanageable weight of work thrown upon the specialist 
and the hospital in which he works, and on the other side the 
eeneral practitioner increasingly divorced from the more tech- 
nical and stimulating sides of his work, striving to retain at least 
some interest in his professional work, from which so much 
other than the hack work has been successfully removed.— 


I am, etc., 

L.ins Hlndboroeci. Oiford. 


Ci£.MEjrr J. L. Weixs. 


fully recognized and not merely paid lip service to, and he must 
be, as he is not at present, fully trained for his work, which in 
many respects differs from that of the consultant and specialist. 
Health centres are not needed primarily to do away with doctors’ 
surgeries but to provide diagnosuc and treatment facih'iies for 
general practitioners. 

Many of the regulations are a direct insult to general practi- 
tioners. They are now informed that they may no longer in 
an emergency obtain direct an o.xygen tent, but must do so 
through a hospital consultant, who alone may order -belts, 
valgus pads, and such simple things. If the general practi- 
tioner is as inefficient as all that, something is seriously wrong 
with his medical education, for which these consultants are 
responsible ; and will these consultants bear in mind Sir Robert 
Hutchison's dictum, “ No one is too good to be a general 
practitioner.” 

One way of maintaining a high standard among general practi- 
tioners is to associate them with the hospitals in some semi- 
official way such as clinical clerkship. This could be arranged 
on a rota system. In America it has been noted that clinical 
ability tends to decline after leaving hospital and being separated 
from its work. 

The reforms I suggest are (1) better training of the general 
practitioner for the work he has to do, (2) provision of diag- 
nostic and treatment facilities, and (3) continued associau'on of 
the general practitioner with the work of a hospital. 

I may he wrong in these suggestions, but, bearing in mind 
that recovery starts from within, let us at least recognize the 
need for reform and strive to promote it. — I am, etc., 

tondon.W.3. ' HiEOLD H. S.V.N’GinNErn. 


Protest Against Higher Pay 


Sir, — I n the Sunday Times of September 4 I was surprised 
to read that the B.M.A. (of which I am a member) is putting 
in a claim for still higher payment for general practitioners. 
When I was a panel doctor — 1922 to 1937 — the capitation fee 
was around eight to nine shillings, and I was quite satisfied. 

It was not my only source of income, any mo/e than it is the - 
only source of income of National Health Service practitioners’ 
to-day — private practice (and there is still quite a lot available) 
and part-time appointments, of which there is a wide scope 
(divisional police surgeons, part-time industrial medical officers, 
dental anaesthetics, child-welfare clinics, examinations under 
the Factory Acts, minor-ailment treatment centres for school- 
children, to mention a few). Also a number of general practi- 
tioners have specialized in ophthalmology, nose, throat, and 
ears, dermatology, industrial medicine, etc., and hold part-time 
appointments in these. 

Even if a few doctors depend only on their National Health 
Service remunerations they appear mote than adequately paid 
for it, and it must also be remembered that a high percentage 
of the medical investigation and treatment of their patients is 
carried out at the hospital. 

I wish to protest against this demand for a further increase, 
which to my mind»is quite unjustified. I would also remind 
the B.M.A. of the serious financial position of the country; 
but the country's interest is quite forgotten in the general 
scramble for more money for less work. I am sending a copy 
of this letter to the Minister. — 1 am, etc.. 


Loodon. N.6. 


\V. A. H. Bell. 


Sir— The slogan of the Church of England’s Mission to 
London to be read on the posters stated that ’’ Recovery starts 
from within,” a truth inherent not only in things spiritual but 
a truth very widely neglected. Does the medical profession give 
due weight to the fact that recovery starts from within ? I see 
little evidence of its doing so. We discuss rates of pay, grading 
of specialists, and so on, while giving little attention to the 
reorcanization of the medical services. The original B.M.A. 
health scheme did little more than suggest that the dependants 
of N H I. patients should be added to the doctors’ panels, as 
thoueh the panel system was in itself the answer to the demand 
for an improved medical service. 

Improved rates of pay will not ensure a saUsfactory medical 
service. The importance of the general practitioner must be 


Elslablishment of Registrars 

Sir. — I t needs no more than a few moments’ reflection to 
realize that a serious problem is fast gaining momentum. At 
most of the larger hospitals, especially teaching institutions, 
there has been an increase in the number of registrar appoint- 
ments in proportion much greater than that before the war. 

Ten years ago in two neighbouring hospitals there was a 
total of 15 registrars ; to-day there are 41. These figures are 
typical of other centres. One large teaching hospital, at least, 
has multiplied its number more than 10 times. 

Since the post-war replenishment of permanent appointments 
vacancies have now become very few, and the intended expan- 
sion of specialist services shows no sign at present of taking 
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place. The situation is already indicated by the large lik of 
applicants for any staff appointment.' It is a situation which is 
bound to deteriorate unless steps are taken, and it is a dis-^ 
heartening position for those who have been at pains to spend 
years in special training. 

If the country still needs and can economically support a 
great specialist service, it seems that now is the time to enlarge 
establishments. If this is not the case, then it would be rational 
to limit the total number of registrars in a reasonable propor- 
tion to the number of permanent specialist appointments. — 

I am, etc., 

London, W.I, P. H. Newman. 

Compensation for Taking Partner 

Sir, — O ne can only view the letters from principals and 
assistants which have been published recently with a great deal 
of sympathy for both sides, but also with horror that acrimony 
is developing within the profession itself. 

Many principals would be willing, even pleased, to grant 
partnerships to their assistants if they could be sure that the 
loss of income involved could be balanced by the acquisition 
of capital as was the practice in pre-N.H.S. days. May I 
suggest that the Ministry of Health be approached to grant 
immediate compensation to the value of the share given to 
an incoming partner ? 

It could be stressed to the Minister that this procedure would 
ensure that his protege (the penniless young doctor) obtained 
a professional livelihood, and that practice in general would 
benefit thereby. — I am, etc., 

Hayes, Kent. ■ MATTHEW SHERIDAN. 


, -Mr. Attlee and his Government have done little to help the 
general practitioners to run the Service. We wait in vain for 
the amenities of the health centres, but his latest action will not 
be welcomed by the general practitioner in the industrial areas, 
who foresees hardship for many, especially the large families 
of the 'lower income group. — I am, etc., 

Birminsbam. M. B.tRROW. 

Housing and Healtb 

Sir, — In view of the national crisis and possible further 
economies in national expenditure, I feel that the medical pro- 
fession should make a stand against any further reduction in 
the already inadequate housing programme. 

It seems little use pouring money into the sacrosanct National 
Health Service when a steady stream of mentally ill people is 
also being poured into it as a result of inadequate housing. 
The loss to the nation in man-hours must be colossal when 
one considers the mental illness that is brought about by over- 
crowding and having to live with uncongenial relations and 
under unhygienic conditions. In addition to this, much time 
in psychological departments is given up by psychiatrists and 
psychological social workers to fighting a losing battle with 
these conditions. , I say nothing of the .time and cost to the 
nation of juvenile delinquency, largely consequent on marital 
breakdown due to inadequate housing. 

It seems to me that, the housing problem should be sacro- 
sanct, and if this were so the needs of the National Health 
Service would be considerably decreased. — I am, etc., 

London, W.l. MARION GrEAVES. 


Bifocal Glasses 

Sir.— In reply to Dr. H. S. Gaskell (Supplement, October 22, 
p. 185) it should be pointed out that bifocal lenses are more 
difllcuU to obtain than single-sighted lenses, and a large increase 
in the proportion of bifocals prescribed would lead to very 
long delays. Solid bifocals, in particular, are in very short 
supply. 

From the point of view of expense there is little difference, 
since the cost of two frames fitted with single-sighted lenses is 
approximately the same as one frame with bifocals. 

Bifocal lenses are a great boon to thousands of people, but 
in many cases they are not suitable, and the decision must rest 
with the ophthalmic optician or ophthalmic medical practitioner 
carrying out the examination.— I am, etc.', 

S. Black, 

London, W i Association oE Optical Practitioners. 

Ta.x on Prescriptions 

Sir, — I n >oiir annotation (Journal, October 29, p. 971) you 
remark th.it " Mr. Attlee’s decision that a patient from now on 
will have to pay a small token fee up to a Is, for prescriptions 
issued under the N.H.S. . . . will be welcomed by the medical 
profession.” Before we have details of how this charge is 
going to be ni.ide it is extremely difficult to express a con- 
sidered opinion on it. Household remedies for one patient are 
medical necessities for another — e.g., cotton-wool for a patient 
'Mth a colostomy. Aspirins, which the Minister now suggests 
that the patient should buy, before the N.H.S. were sold to 
him by his private doctor either as tablets dyed pastel shades 
of pink or yellow or in the form of very palatable emulsion, 
coloured or plain according to fancy. One thing we can 
regret from Mr. Attlee’s decision is that the Government has 
decided that the economic barrier to medical services shall be 
reiniroduced 

The responsibility of over-prescribing must lie with the 
doctors. Complaints that seem trivial to the medical man 
seem important and even dangerous to the ignorant and the 
neurotic. When we complain of overcrowded surgeries we are 
apt to forget that patients often wait for two hours for our 
advice and opinion. They would rarely do this if it was to 
save themselves 6d. for a bandage. The result of a chaige for 
prescriptions may well mean that patients already discouraged 
by over-full waiting-rooms will return to self-medication and 
patent medicines. 


POINTS FROM LETTERS 

Mental Change 

Dr. D. Saklatvala (W. Bromwich, Staffs) writes: It has been 

Heard at Headquarters” (Supplement, October 1, p. 149) that the 
Minister of Health is baffled by “ the mental change that comes over 
a doctor when he' functions as a member of organized medicine,” 
In believing that there is such a change the Minister is exhibiting a 
mental phenomenon which is universally seen in laymen but which 
need not, I think, baffle us. It is a matter of common experience 
that Mr. Everyman has, and ever has had, complete trust in , the 
humanity, integrity, and skill of ** his own ” doctor, At the 
same time it has Jong been common knowledge that doctors as a 
body are always under the suspicion of Mr. Everyman. The B.M.A. 
has for many years been scathingly spoken of as " the strongest 
trade uiu'on,” while the man-in-the-street is never ready to believe 
in doctors as a class suffering any hardship or difficulty, because 
he can always believe that, before, all else, doctors look after them- 
selves. . . . When the paiient is in trouble, then all his hopes, all 
his future, seems to be in the hands of his doctor, and if he is to 
have confidence in his future he must have confidence in bis doctor. 
If he is to be emotionally stable this confidence must be absolute, 
and not weakened by any doubts. . . . The surest way of avoiding 
any such doubts is, clearly, to “ decide ” that, while Dr. A is a 
paragon of all the relevant virtues, Drs. B, C, D, etc., are a collection 
of unprintable rogues and scoundrels. . . . Since in the profession 
Mr. Everyman’s (or Mr. Bevan’s) “ o\vn ” doctor is in a minority 
of one, while the rest are the unreliable scoundrelly nincompoops, 
it follosvs that Mr. Everyman can safely trust the one, while ho must 
suspect and abhor the many. Mr. Bevan is reported as urging 
'* psychological research.” I venture to find that unnecessary, but 
I believe that some *' public relations ” research is badly needed. 
It has long been my view that the combating of this ambivalence in 
the public’s attitude should be our first propaganda concern, for 
until we have eradicated it all our other teaching falls on stony 
ground. Unfortunately I have no idea of how we should begin. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 

Non-County Borough Councils. — Dartford, Walisend. 

Urban District Connells. — Denton, Droylsden, Houghton-Ic- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 
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Association Notices 


TERRITORIAL ARMY 
Royal Ar.\iy Medical Corps 

MAjor H. F. T. Macfetridge, D.S.O., I.M.S. reured, to be 
L:ci' enant (Substituted for the notification in a Supplement to the 
L .(on Gazette dated March 15.1 
Captain A. M, Rennie to be Major. 

Captain K. \V N. Palmer, T.D., to be Major. 

Captain D C. TasTor has been granted Ihs acting rank of Major. 
; cunr'’nt G I Diron to be Captain, and has been granted the 
at: nr rank of Lieutenani-Colonel. 

Lieuten.ant D H Jenkins to be Captain, and has been granted the 
ac.mg rank of Major, 

Lieu'cr.ant R, \'. Stone to be Captain, retaining the acting rank of 
nor 

rERRITOSUL .k?MY RESERVE OF OFFICERS: ROY.a ArMY MEDICAL 

Corps 

.Ma J E Schofield and J. D. Swan, from Active List, to be 

M.iiors 

F .OIL.CR ARMY: EMERGENCY COMMISSIONS 
Royal AR.\tY Medical Corps 

L' I (Acting Lieutenant-Colonel) A. A. W. Petrie, C.BJE.. 
h." “ I'-rsd his commission (without pay and allowances) and 

baN rrt'Ued the honorary rank of Lieutenant-Colonel. 

C' ■' -.s ! G Kendall and G. Maizels have relinquished their 
cc ■' ■ on . and have been granted the honorary rank of Major. 

ROYAL AIR FORCE 

■ ." ktarshal P. C. Livingston, C.B., C-B£., A.F.C., K.H.S., 

.0 1 . ' ’.rshal 

; l.'.v ..tenants R. Mortimer, J. M. Dawson, J. J. McNair. 

aTr.i E ‘ Sramwell to be Squadron Leaders. 

J B C J' to be Squadron Leader (Temporary). 

Royal Air Force VoLtnrrEER Reserve 
Squadron Leader J. B. Good has relinquished his commission on 
appointment to a teraporaiy commission in the RA.F. 

Fli^t Lieutenants R. D. McD, Morrison and K. R. Hudson have 
relinquished their commissions on appointment to the reconstituted 
RAuk_F., retaining the rank of Wing Commander. 

F'lahi Lieutenant G P. Arden to be Squadron Leader, 
r’i^l Lieutenant J. R. Anderson has relinquished his commisrion 
an .inpointment to the reconstimied RA-AJ., retaining the rank of 
'.j.dron Leader. . , , , ,. 

r'vhi Lieutenant P. M. Lynch has relmquished ms commission, 
-etatning the rank of Squadron Leader. 


FORAL4TION OF ST. ATNCENT BR.\NCH 

The Council has formed a St. Vincent Branch comprising the 
area of the Island of Sl Vincent, British West Indies. 

The new Branch comes into existence as from the date of 
publication of this notice. 

CatatES Hat, 

November 12, 1949. Secretary. 


PRIZES FOR MEDICAL STUDENTS, 1950 
The Council of the British Medical .Association is prepared 
to consider the award in 1950 of prizes to medical students 
for essays submitted in open competition. 

The subject of the essays shall be “ Clinical Teaching in 
Relation to the Practice of Medicine.” 

The purpose of these prizes is the promotion of systematic 
observation among medical students. In awarding the prizes 
due regard will be given to evidence of personal observation. 
No study or essay that has previously appeared in the medical 
press or elsewhere will be considered eligible for a prize. Any 
medical student who is a registered member of a medical 
school in Great Britain or Northern Ireland at the lime of 
submission of the essay is eligible to compete for a prize. 

If any question arises in reference as to the eligibility of 
a candidate or the admissibility of his or her essay, the decision 
of the Council of the British Medical .Association shall be 
final. In determining the number and the value of rite prizes to 
be awarded the Council will take into consideration the number 
cf essays received. Should the Council decide that no essay 
entered is of sufficient merit, no awards vvill be made. 

Each essay must be typewritten or legibly written in the 
English language, on one side of the paper only, must be 
unsigned, and must be accompanied by a form of apph'cation 
which can be obtained from the undersigned- Es«ys must 
be forwarded so as to reach the Secretary of the British Medical 
Assodatlon not later than December 31, 1949. Inquiries rela- 
tive to the prizes should be addressed to the Secretary, British 
Medical Association, B.MA. House. Tavistock Square, London, 
W.C.I. 


WOMEN’S FORCES 

Employed with the Medical Bra.vck op the RA.F. 
Flight Lieutenant L. G. Moore to be ^uadron Leader. 

Flight Lieutenant E H. M. Lewin has relinquished her conumssion, 
retaining the rank of Squadron Leader. 


INDIAN MEDIC.AL SERVICE 
Major-Genera! J, P. Huban, C S.I.. O.B.E.. has retired. 
Lieutenant-Colonels H. W. Mulligan. T. A. Doran, C. R. Hender- 
son H S. Smiihwick, O.B.E., and P. H. Cummins have retired, and 
have been ’granted the honorary rank of Colonel. 

Lieutenam-Colonels I. F. Shepherd, .M.B.E., S. T. Davies, A. 1. 
Cox O B.E , J. L Donnelly, J. H. Gorman, B. I. Griffiths, W', J, L. 
Neal d.B.E , and G. Milne have retired. 

Majors N. A. MichaeirF- A. B. Sheppard, C.I.E., O.B.E., and 
G T Wrafter have retired. 

Captain \V. W. Hamilton has retired, and has been granted the 

honorary rank of Major. ^ , 

lieutenants L. H. Nugent and P. G. Moms have retired, and have 
been granted the honorary rank of Nfajor. 

INDIAN .MEDICAL DEPARTMENT 
Captains K. E. R. Robertson, N, A. Michael, and N. C. Todd to 
be Majors. 

COLONIAL MEDICAL SER’llCE 
The following appointments have been announced: D. F. Qvde, 
M D.. Medical Officer. Tanganyika; A. Hargreaves, M.B., hfcdical 
Officer, Dermatologist, Kenya; C. E. Hunter, M.D.. Medical Officer, 
British Somaliland; M- .A, Rozalia, M.B.. Medical Officer. Sarawak; 
i F Nunn. M.B., Medical Officer, Federation of Malaya; Z. S. 
tVa'ko. M.D., .Aiistant Ntcdical Officer. St. Lucia, VVindward 
Islands: R. L. Cheverton, M.R.C.S., Director of Medical Services, 
Gold Coast: H. D. Tonkinp. M.R.CS., Pathologist, Nigeria; H. M. 
Johnston. M B.. ME.H., hlalanologist, J.-un3iC3; E. H. Madge, 
MB Medical Superintendent, Victoria Hospital, Mauritius; M. 
Theodoulou. M.D,, and C C. loannides, M.D., Dtsiria Medical 
Officers. Cyprus. 


N.ATHANIEL BISHOP H.AR.MAN' PRIZE 

Tho Council of the British Medical Assodatioa is prepared to 
consider the award of the Nathaniel Bishop Hannan Prize in the year 
1950. The value of the prize is approximately £ too. The purpose of 
the prize is the promotion of systematic observation and research 
among consultant members of the staffs of hospitals who are not 
attached to recognized medical schools. It will be awarded for the 
best essay submitted in open competition. The work suhmined must 
include personal observations and experiences collected by the 
candidate in the course of his practice, A hi^ order of excellence 
will be required. No study or essay that has been prr.rously pub- 
lished in the medical press or elsewhere sill be considered eligible 
for the prize. 

Any registered medical practitioner who is a consultant member 
of the staff or senior hospital medical officer of a hospital in Great 
Britain or N, Ireland and is not attached to a recognized medical 
school is eligible to compete. If any question arises in reference to 
the eligibility of a candidate or the admissibility of his essay the 
decision of the Council shall be final 

Should the Council of the Association dedde that no essay sub- 
mitted is of sufficient merit, the prize will not be awarded in 1950 
but will be offered again the year next following this dedsioa, and 
in this event the money value of the prize on the occasion in 
question shall be such proportion of the accutr.alated income as the 
(joundl shall detenmne. 

The writer of the prize-winning essay may be required to prepare 
a paper on li-.e subjea for publication in the British Sfedied loumsl 
or for presentation to the appropriate Secrion of the Annual Meeting 
of the Assodatioa. Each essay most be typewritten or printed in 
the Fngii.yh language, and must be distinguished by a tide and a 
motto. The essay must not bear the name of the writer, which should 
be sent with the essay in a sealed envelope bearing only the motto 
on the ouUide. 

The ride of the proposed essay and the motto should also be nori- 
fied in writing to the Secretary by December I, 1949, on a form to be 
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obtained from the Secretary. Essays must be forwarded to reach 
the Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.l, not later than March 31, 1950. The prize 
will be awarded at the Annual Meeting of the Association to be held 
in 1950. Inquiries relative to the prize should be addressed to the 
Secretary, 

SIR CHARLES HASTINGS CLINICAL PRIZE 

The Sir Charles Hastings Clinical Prize, which consists of a 
certificate and a money award of 50 guineas, is again open for 
competition. The following are the regulations governing the 
award : 

1. The prize is established by the Council of the British Medical 
Association for the promotion of systematic observation, research, 
and record in general practice. 

2. Any member of the Association who is engaged in general 
practice is eligible to compete for the prize. 

3. The work submitted must include personal observations and 
experiences collected by the candidate in general practice, and a 
high order of excellence will be required. If no essay entered is 
of sufficient merit no award will be made. It is to be noted that 
candidates in their entries should confine their attention to their 
own observations in practice rather than to comments on previously 
published work on the, subject, though reference to current literature 
should not be omitted when it bears directly on their results, their 
interpretations, and their conclusions. 

4. Essays, or whatever form the candidate desires his work to 
take, must be sent to the British Medical Association House, 
Tavistock Square, London, W.C.l, not later than December 31, 1949. 
The prize will be awarded at the Annual General Meeting of the 
Association to be held in 1950. 

5. No study or essay that has been published in the medical 
press or elsewhere will be considered eligible for the prize, and 
a contribution offered in one year cannot be accepted in any sub- 
sequent year unless it includes evidence of further work. A 
prizewinner in any year is not eligible for a second award of the 
prize. 

6. If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision of 
the Council on any such point shall be final. 

7. Preliminary notice of entry for this competition is required, 
on a form to be obtained from the Secretary. 

8. Each essay must be typewritten or printed, must be dis- 
tinguished by a motto, and must be accompanied by a sealed 
envelope marked with the same motto and enclosing the candidate’s 
name and address, 

9. The writer of the essay to whom the prize is awarded may, 
on the initiative of the Science Committee, be requested to prepare 
a paper on the subject for publication in the British Medical 
Journal or for presentation to the appropriate Section of the Annual 
Meeting of the Association. 

10. Inquiries relative to the prize should be addressed to the 
Secretary. 

SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 

The Council of the British Medical Association is prepared to 
receive applications for Research Scholarships as follows: An 
Ernest Hart Memorial Scholarship of the value of £200 per annum, 
a Walter Dixon Scholarship of the value of £200 per annum, and 
four Research Scholarships each of the value of £150 per annum.' 
These scholarships are given to cajididates whom the Science 
Committee of the Association recommends as qualified to under- 
take research in any subject (including Slate medicine) relating 
to the causation, prevention, or treatment of disease. Preference 
will be given, other things being equal, to members of the medical 
profession. 

Each scholarship is tenable for one year starting on October 1. 

scholar may be reappointed for not more than two 
additional terms. A scholar is not necessarily required to devote the 
whole of his or her time to the work of research but may hold an 
appointment at a university, medical school, or hospital, provided the 
duties of such an appointment do not interfere with his or her 
work as a scholar. 

Conditions of Award: Applications 

Applications for scholarships must be made not later than Friday, 
•Apnl 2S. 1950, on the prescribed form to be obtained from the 
&crcl3ry of the Association, B.MA.. House, Tavistock Square, 
London, W.C.L .Applicants will be required to furnish the names 
of three iVferecs who are competent to speak of their capacity for 
the rese.Trch contemplated. 

CatRLEs Hill. 

Secretary. 


Diary of Central Meetings 


16 Wed. 

17 Thurs. 
17 Thurs. 
17 Thurs. 

23 Wed. 

25 Fri. 

25 Fri. 


November 
Council, 10 a.m. 

Publishing Subcommittee, 11 a.m. , 

Radiologists Group Conference, 1.30 p.ra. 
Radiologists Group Committee (at termination ol 
Group Conference). 

Health Centres Subcommittee of tlie General 
Medical Services Committee, 11 a.m. 

Committee on Psychiatry and the Law, 2 p.m. 
Venereologists’ Group Committee, 2,30 p.m. 


1 Thurs. 

1 Thurs. 

I Thurs. 

15 Thurs. 
22 Thurs. 


December 

Planning Subcommittee of Occupational Health 
Committee, 11 a.m. 

Remuneration Suljcommittee of Occupational Health 
Committee, 2 p.m. 

Joint Committee of the B.M.A. and the N.V.M.A,, 
2.30 p.m. 

Journal Committee, 2 p.m. , 

Occupational Health Committee, 2 p.m. 


Branch and Division Meetings to be Held 

Caernarvonshire and Anglesey Division. — ^A t Physics Lab'ora- 
lory Lecture Theatre, St. Deiniol Road, Bangor, Sunday, November 
13, ‘2.30 p.m., sound colour film : “ Diagnosis and Treatment, 
Pathology, and Prognosis of Angina Pectoris." 

Du.mfries and Galloway Division. — At Oughton's Restaurant. 
Dumfries, Thursday, November 17, 8.15 p.m. to 1 a.m., dinner-dance. 

Furness Division. — At Fisherman’s Arms, Bardsea, Friday, 
November 18, 8 p.m., dinner-dance. 

Greenwich and Deptford Division. — At Miller Hospital, Green- 
wich High Road, London, S.E., Wednesday, November 16, 8.30 p.m., 
Dr. Frank Gray: “Rules and Regulations of the N.H.S.” 

Harrogate Division. — ^At Majestic Hotel, Hariogate, Wednesday, 
November 16, 8.30 p.m., B.M.A. Lecture by Professor L. S. .P- 
Davidson: “The Aetiology and Treatment of Rheumatoid Arthritis 
with Special Reference to Cortisone (Compound E)." 

Hertfordshire Br.anch. — At Napsbury Hospital. Friday. Novem- 
ber 18, 8.30 p.m., clinical, meeting. Subject; “Psychiatric Treat- 
ment.” Films wiil be shown and a discussion will follow, 

Rcsteven Division. — At Bristol Arms Hotel, Sleaford, Sunday. 
November 20, 6.30 for 6.45 p.m., dinner; 7.45 p.m., “Some Types 
of Congenital Heart Disease,” by Dr. J. W. Brown. 

Leeds Division. — At Queen’s Hotel, City Square, Leeds, Friday, 
November 18. 8 p.m., dinner and dance. 

Lewisham Division. — At Lewisham Hospital, High Street, 
London, S.E., Sunday, November 20, 11 a.m., clinical meeting. 

North Bedfordshire Division. — At Bedford County Hospital, 
Friday, November 18, 8.30 p.m., clinical evening. Cases to be 
arranged by Dr. J. L. H. Easton. 

North of England Branch. — At Royal Victoria Infirmary. 
Newcastle-upon-Tyne, Thursday, November 17, 7.15 p.m., clinical 
demonstration by Dr. G. O. Richardson : “ Some Clinical -Aspects 
of Diabetes ” ; 8.45 p.m.-, address by Dr. J. G. Scadding : 
“ Bronchiectasis.” 

Rochester. Chatham, and Gillingham Division. — At St. 
Bartholomew’s Hospital, Rochester, Thursday, November 17, 8.30 
p.m., clinical meeting. All medical practitioners in the area are 
invited. 

Scarborough Division. — At ScarboT6ugh Hospital, Thursday. 
November 17, 8.30 p.m. Talk by Dr. J. T. Ingram: “Skin 
Conditions." 

South Middlese.x Division. — At Jersey Rooms, Red Lion Hotel, 
Hounslow, Thursday, November 17, 8.30 p.m.. Dr. Gerald Slot: 
“ Angina and Coronary Thrombosis ” (film). 

South v.mpton Division. — At Royal South Hants and Southampton 
Hospital. Wednesday. November 16, 8.30 p.m., Dr. Robert Forbes: 
“ Legal Hazards of Medical Practice.” 

Stratford Division. — At King George Hospital, Ilford, Tuesday. 
November 15, 8.45 p.m., clinical meeting. Dr. J. L. Lovibond: 
“ The (Jlinica! Value of Special Diagnostic Tests in the Management 
of Cardiovascular Disease.” 

Sunderland Division. — (1) At Royal Infirmary, Sunderland. 
Thursday, November 17. 3 p.m,, annual address by Professor Stanley 
Davidson: “The Aetiology and Trealmeni of Rheumatoid Arthritis 
with Special Reference to the Therapeutic Use of Cortisone (Com- 
pound E).” (2) At Scaburn Hotel, Sunderland, November 17, 7.30 
p.m., annual dinner. 

West Denbigh a-nd Fli.vt Divisio.v. — At Palace Hotel, Rhyl. 
Thursday, November 17. 8 p.m., B.M.A. Lecture by Mr. J. W, 
Tudor Thomas : “Some Observa.ions on Ocular Therapeutics." 
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A few years ago we noted that rats chronically treated with 
large doses of desoxycortone acetate (D.CA.) often develop 
joint lesions which exhibit the histological characteristics 
of rheumatic arthritis and periarthritis. Curiously, arthri- 
tides occurred only in a certain percentage of our e.xperi- 
mental animals, although other “ rheumatic ” changes 
(e.g., a “ rheumatic type ” of arteritis, myocarditis, and 
encephalitis) were constantly present. Furthermore, even 
when an arthritis developed during the first weeks of treat- 
ment it tended to disappear in spite of continued D.C.A. 
administration ; only rarely did such lesions progress 
towards what might be called an experimental replica of 
rheumatoid arthritis (Selye, Sylvester, Hall, and Leblond, 
1944). In this respect the joint affliction again differed 
from the other manifestations of D.C.A. overdosage which 
tend to progress as long as a hormone e.\cess is given. 

During subsequent years we occasionally observed an 
acute joint swelling in D.C.A.-treated monkeys and 
dogs. Others pointed out that Addisonian patients may 
develop “ rheumatic-like ” joint swellings under the influ- 
ence of D.C..A. overdosage (Dejean, 1947 ; Dejean, 
Mahoudeau, and Bricaire, 1947 ; Laroche, 1947a, 1947b). 
All these observations revealed that this corticoid e.xerts 
a rather specific effect upon joint structures in various 
species, but the production of arthritis was not con- 
stant enough to sen'e as the basis for systematic studies 
concerning its pathogenesis. 

In the course of e.xperiments planned to increase the 
incidence of this lesion we noted that, under the influence 
of D.CA. overdosage, adrenalectomized rats developed 
arthritis more ' frequently than intact controls (Selye, 
Sylvester, Hall, and Leblond, 1944). This fact was sub- 
sequently confirmed on a very large experimental material 
by my pupil O. Hall (1946). Some actions of mineralo- 
corticoids (such as D.C.A.) are inhibited by gluco-corticoids 
(such as “ cortisone ”) (Selye, 1949a). Hence it was reason- 
able to assume that adrenalectomy sensitizes to the toxic 
effects of D.C.A. ' because it ''removes the source of 
endogenous gluco-corticoids and thereby predisposes to 
the development of a particularly unfavourable gluco- 
corticoid / mineralo-corticoid balance. 

Several earlier observations had called our attention to 
the imporl-ince of this balance, inasmuch as a mineralo- 
corticoid (D.C..'\.) exhibited effects which are diametrically 
opposed to those of gluco-corticoids. Thus, chronic pre- 
treatment with D.C.A. tends to cause thymus hypertrophy 
(Selye, 1941 ; Selye and Bcland, 1943). while gluco-corticoids 
exert an opposite effect (Selye, 1946). D.C.A.-pretreated 
rats respond to various stress-producing agents (cold. 


formaldehyde injections, atropine injections, surgical 
trauma, exercise) with hypoglycaemia instead of the usual 
hyperglycaemia characteristic of -the ab-m reaction (Selye 
and Dosne, 1942) ; conversely, adreno-cortical extract? 
(rich in gluco-corticoids) increase the hyperglycaemic 
response to stress even in the adrenalectomized animal 
(Selye and Dosne, 1941). The development of shock after 
surgical trauma is aggravated by D.C.A. pretreatment and 
mitigated by corticosterone (a gluco-corticoid compound) 
(Selye, Dosne, Bassett, and \^ittaker, 1940). It has been 
noted, furthermore, that the hypertension which can be 
elicited in sensitive patients by D.C.A. overdosage U 
abolished by an adrenal extract rich in glueo-cor-icoids 
(Perera and Pines, 1949). 

On the basis of these and many other observations we 
came to the conclusion that D.C.A., when it is given 
in toxic concentrations, may create a “ partial hypo- 
corticoidism ” ; in other words, it can cause a condition 
in which manifestations of hypo- (decreased resistance to 
stress, thymus enlargement, hypoglycaemia) and hyper- 
corticoidism (sodium retention, hypertensive disease) are 
simultaneously manifest It is also noteworthy in this con- 
nexion that, although the clinical condition of Addisonian 
patients is improved by moderate doses of D.C-A., they are 
hypersensitive to the toxic effects of this steroid — pre- 
sumably again because these individuals are deprived of 
the antagonistic gluco-corticoids (Selve, 1949a). 

Quite recently Pirozynski and Akert (1949) noted that, 
even when no macroscopically visible arthritis develops in 
D.C.A.-treated rats, one consistently finds histological evi- 
dence of a “ rheumatic-like ” joint involvement. These 
authors confirmed that adrenalectomy sensitizes the rat to 
the production of joint lesions by D.C.A They discovered, 
furthermore, that even the extra-articular manifestations of 
D.C.A. overdosage (such as cardiovascular and renal 
lesions) are aggravated by adrenalectomy, probably because 
the source of the protective gluco-corticoid had been 
removed. 

Subsequently it was found that “rheumatic” changes in 
the heart and joints, similar to those produced by D.C.A., 
can also be elicited by a crude lyophilized anterior pituitary 
(L.A.P.) preparation, but only in the presence of the 
adrenals. Since adrenalectomy prevented these effects of 
Lj\.P., it was concluded that they are largely, if not 
entirely, mediated through the adrenal cortex, perhaps 
owing to the discharge of some D.C..'k.-like mineralo- 
corticoid compounds (Selye, 1946), 

In the course of our work on the general-adaptation 
syndrome, it became obvious that in response to a variety 
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SIR CHARLES HASTINGS CLINICAL PRIZE 

The Sir Charles Hastings Clinical Prize, which consists of a 
certificate and a money award of 50 guineas, is again open for 
award following are the regulations governing the 

1 The prize is established by the Council of the British Medical 

Association for the promotion of systematic observation research 
and record in general practice. vauon, researcn. 

‘he Association who is engaged in general 
practice is eligible to compete for the prize. tcnerai 

3. The work submitted must include personal observations and 
experiences collected by the candidate in general praaict and a 
h'Sh order of c,xcellence will be required. If no essay entered is 

"’T'- he made. It is to be^ noted that 

didates in their entries should confine their attention to their 
in practice rather than to comments on previously 
pubhslicd work on the subject, though reference to current literature 
."'hen it bears directly on their results, their 
interpretations, and their conclusions, r— -■ " ; " ' ■ . 

4. Essays, or '■ out a concomitant increase 

^nue"ujrm*ation of mineralo-corticoids is postulated almost 
entirely on the basis of indirect evidence, because of the 
great technical difficulties involved in the determination 
of these latter compounds. It should be kept in mind, 
however, that even if the absolute amounts of mineralo- 
corticoids were not increased their effect could be aug- 
mented owing to sensitization (e.g., by sodium retention 
or renal failure), or the gluco-corticoid/mineralo-corticoid 
quotient may become unfavourable. 


SUPPLEMENT to the 
British Medicai. Jouiwai 


1 7 Thurs. 


Diary of Central Meetings 

November 
Council, 10 a.m. 

Publishing Subcommittee, 11 a.m. ' 

Radiologists Group Conference, 1.30 p.m. 

R^iologiMs Group Committee (at termination ol 
Group Conference). 

Health Centres Subcommittee of the GenenI 
Medical Services Committee, 11 a.m. 

Committee on Psychiatry and the Law, 2 p.m. 
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December 
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I Thurs. R^uneration Suljcommittee of Occupational Health 
Committee, 2 p.m. 

I Thurs, Joint Committee of the B.M.A. and the NVMA 
2.30 p.m. ■ ■’ 

15 Thurs. Journal Committee, 2 p.m. 

22 Thurs. Occupational Health Committee, 2 p.m. 
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were readily availabla 


Recently we succeeded in developing a simple technique 
for the consistent production of arthritic and periarthritic 
changes, and, having now obtained adequate amounts of 
the anti-arthritic hormone preparations (A.C.T.H. and 
cortisone), we were able to analyse further the role of the 
pituitary adreno-cortical system in the production and pre- 
vention of arthritis. It is upon this work that we report 
in the present communication. 


At the time of our first observations the assumption of 
a pathogenetic relationship between the adrenal cortex and 
the “rheumatic-rheumatoid type” of arthritis appeared 
rather far-fetched. However, this view received strong 
support from recent clinical observations. It was noted 
that adrenal-cortical extracts (Bass! and Bassi, 1946), which 
are notoriously rich in gluco-corticoids, and especially 
cortisone (Hench, Kendall, Slocum, and Policy, 1949), a 
typical gluco-corticoid compound, produce spectacularly, 
beneficial effects in patients with chronic rheumatoid 
arthritis. It is of special interest in this connexion that 
purified adrenocorticotrophic hormone (A.C.T.H.) is also 
effective in rheumatoid arthritis (Hench, Kendall, Slocum, 
and Policy, 1949), since normally this compound appears 
to stimulate particularly the production of gluco-corticoids. 

On a purely empirical basis, so-called non-specific thera- 
pcuiic procedures (e.g., parenteral injection of foreign 
proteins or colloidal metals, blood-letting) have long been 
used in the therapy of rheumatoid arthritis. It is pre- 
sumably due to the same mechanism that this joint lesion 
can improve under the influence of a variety of other non- 
specific stress-producing conditions, such as pregnancy, 
icterus, traumatic injuries, and starvation (Hench, 1949). 
All these are highly effective “ alarming stimuli " — that is, 
they can produce a condition of systemic stress with the 
characteristic endogenous discharge of pituitary A.C.T.H. 
(Selye, 1946, 1949a ; in the press). Aswe have said elsewhere, 
probably the most important factor in the therapeutic 
action of “ non-specific therapy,” “ fever therapy,” and 
“ shock therapy ” is the fact that such drastic measures 
stimulate defence by eliciting a general-adaptation syn- 
drome. and. more particularly, an increased production 
of AC.T.H. (Selye. 1949b; in the press). The observation 
that potent cluco-corticoid and A.C.T.H. preparations are 
cspeciilly effective in combating rheumatoid arthritis agrees 
with this view. 

It remains to be seen why certain impure anterior 
pituitary preparations (e.g.. L..A.P.) often produce arthritis 


Methods 

The experimental animals used in this study were adult 
male Wistar albino or piebald rats. The experimental 
arthritis was produced by the injection of dilute formalde- 
hyde solutions of varying concentration (see description 
of individual experiments) just beneath the plantar apo- 
neurosis of the hind paws. Normally, this strong irritant 
produces an intense hyperaemia and oedema of the entire 
paw within a few minutes. 

As we shall see below, the action is increased by pre- 
treatment with D.C.A. or L.A.P. and diminished by pre- 
vious administration of A.C.T.H. or cortisone. We had 
noted in earlier experiments that the effect of various hor- 
mones largely depends upon the sensitization or desensi- 
tization of the target organs by peripherally. acting “condi- 
tioning factors." Thus, the production of nephrosclerosis 
or arteriosclerosis by D.C.A. depends upon the sodium 
content of the diet (Selye, 1949a). In the present instance, 
however, formaldehyde as an irritant is the actual eliciting 
factor, while the hormone preparations appear to act as 
“ conditioning factors ” determining the degree of response. 

About 10 days after the first hyperaemic and oedematous 
response vanishes, a secondary more chronic type of joint 
reaction becomes manifest. By this time most of the 
oedema has subsided, but the surrounding skin remains 
intensely hyperaemic and the periarticular connective tissue 
begins to proliferate, especially in the ankle-joint region- 
It is somewhat unexpected that the injection of the irritant 
at some distance from the ankle-joint should produce a 
secondary response in this articulation, but numerous obser- 
vations leave no doubt concerning the selective responsive- 
ness of the ankle-joint region during the chronic indurative 
stage. Probably the stretching of tissues incident to the 
great mobility of this joint is responsible for this. 

In the course of our preliminary experiments wo 
compared the inflammatory response to a given quan- 
tity of formaldehyde in various organs — for instance, the 
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frequendy it c 5 ntmuS°isd *at rats chronically treated with 
discontinued, so that eventu'aijy''*£-(^-^-'^_-) often develop 
mously enlarged, stiff, and extremely painful' to touch. 
We shall report upon the histogenesis of this lesion else- 
where ; sufRce it to say here that, microscopically, in the 
acute oedematous stage it resembled the rheumatic, in the 
chronic stage the rheumatoid, type of arthritis. For the 
sake of simplicity we shall merely refer to these changes 
as the acute and chronic phases of “ formalin-arthritis ” 
(see Fig. 1). C 

Corticotrophin (A.C.T.H.) was administered subcu- 
taneously in the form of a solution containing 5 rag. 

per ml. of physio- 
logical saline. Two 
highly purified pre- 
parations were sup- 
plied by the Armour 
Company, of 
Chicago : “lot 60- 
61," which has a 
biological potency of 
100% Armour Stan- 
dard La-I-A, con- 
tains 0.03 unit of 
oxytocin and 0.06 
unit of vasopressin 
per mg. ; “ lot 64- 
A ” has a biological 
potency ^of 180% of 
Armour Standard 
La-I-A and contains 
0.03 unit of o.xytocin 
per mg. Both these 
preparations are 
contaminated b y 
only negligible 
amounts of the 
remaining known 
pituitary factors. 
Lyophilized anterior pituitary CL-A.P.) W’as injected sub- 
cutaneously in the form of a preparation containing 40 mg. 
of lyophilized cattle anterior pituitary powder, suspended 
in a 10% aqueous alcoholic solution. 

Cortisone was given subcutaneously as a saline suspen- 
sion of cortisone acetate microcrystals, each millilitre con- 
taining 25 mg. ' The preparation was that distributed by 
.Merck and Co., Rahway, N.J., in which suspending agents 
(to keep the microcrystals from settling) and 1A% benzyl 
alcohol fas a preservative) are added. 


formaldehyde injections, atropine injections, surgical 
trauma, exercise) with hypoglycaemia instead of the usual 

in the form of a microcrystalIihe“suspcul.L^“‘^“°°^^^^^*y® 
days later all animals of both groups were injected wiin 
0.1 ml. of a 4% formaldehyde solution into the right hind 
paw, as described above. A second similar injection was 
given into the same paw four days later. Immediately 
after each injection the initial hyperaemic and oedematous 
response to the local irritation was approximately the same 
in both groups. However, a few days after each injection 
the oedema tended to subside much more in the untreated 
than in the D.CA.-injected rats. The e.xperiment was ter- 
minated on the 14th day after the first formaldehyde injec- 
tion, at which time 
the oedema, indura- 
tion, and hyperaemia 
of the paw were 
significantly more 
pronounced in the 
D. C. A. - pretreated 
than in the control 
rats (see Fig. 2). It 
must be emphasized, 
however, that the 
high concentration 
o f formaldehyde 
used in this first 
experiment caused 
actual necrosis in 
the plantar skin, and 
hence the infiammatory response was quite intense and 
diffuse (not limited to the ankle region) even in the controls. 
In spite of this intense local damage, D.C.A. pretreatment 
aggravated the inflammatory response. 

Effect of D.C-A. and Cortisone upon tire Sabacule and Acute 
Stage of “ Formalin Aniuitis ” 

The second e.xperiment was designed to e.xamine the 
effect of D.Cj\. and cortisone (both in themselves and in 
combination with each other) on the development of 
“formalin arthritis.” For this purpose we used 40 male 
piebald rats weighing 120-150 g. All animals were 
bilaterally adrenalectomizcd on the first day of the experi- 
ment in order to eliminate any complicating endogenous 
corticoijd formation. They were then subdivided into four 
groups of ten rats each : group I, no hormone treatment; 
group n, D.C-A. ; group III, D.Ca\. and cortisone ; group 
IV, cortisone. D.CA. was administered in the form of 
two 25-mg. pellets subcutaneously on the day of the 


FiG. I- — On the left, hind paw of a 
normal rat; on the right, hind paw of a 
rat which received three injections of a 
1“;, formaldehyde solu'ion under the 
palmar aponeurosis at two-day intervals 
one month before this picture was taken. 
Note the typical appearance of the 
chronic “ formalin arthritis.” The lesion 
is largely limited to the ankle-joint, which 
became almost immobilized by the hard 
c.nrtilagc-like indurating granulomatous 
1 ccetation. The skin covering this region 
is" very hyperaemic and the joint 
e.strcmely tender to touch. 



Fig. 2 . — Hind paw of a tat pretreated 
with D.CA. (left) and a not pretreated 
rat. Both animals were injected with the 
same' amount of formaldehyde into the 
joint region, yet the D.CaV.-treated 
animal developed a much more pro- 
nounced inflammatory reaaion. 
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adrenalectomy. Cortisone was given in two 2.5 mg. injec- 
tions daily subcutaneously. All animals received 1 % NaCI 
as drinking fluid in order to help their survival after 
adrenalectomy and also because a sodium supplement 
aggravates D.C.A. intoxication. 

An injection of 0.1 ml. of a 1% formaldehyde solution 
was given in the usual manner into the right hind paw on 
the second and fourth days after adrenalectomy. On the 
fifth day the swelling was very-mild in the groups receiving 
cortisone or cortisone and D.C.A., while it was^pronounced 
in the remaining two groups. There was no clear-cut dif- 
ference between 
groups I and II (no 
hormone treatment 
or D.C.A. alone) nor 
between those of 
groups III and IV 
(cortisone alone . or 
in combination with 
D.C.A.). At this 
time another injec- 
tion of 0.1 ml. of a 
2 % formaldehyde 
solution was admin- 
istered into the left 
hind paw, with the 
remarkable result 
that even three hours 
after the injection of 
this rather concen- 
trated solution none 
of the two cortisone- 
treated animals 
(groups III and IV) 
responded, while the 
untreated animals, and especially those bearing the D.C.A. 
pellets, developed a marked hyperaemia and oedema, 
especially in the ankle region (see Fig. 3). 



Fig. 3. — Cortisone-pretreated (left) and 
D.C.A.-pretreated adrenalectumized rats. 
Both animals received the same amount 
of. formaldehyde, yet the cortisonc-pre- 
treated rat failed to respond, while the 
animal receiving D.C.A. developed a very 
pronounced and persistent inflammatory 
reaction. Adrenalectomized rats of this 
group receiving both cortisone and 
D.C.A. also failed to respond, while not 
pretreaied adrenalectomized controls 
reacted violently, though not quite as 
much as those receiving D.C.A. 


n. Experiments with Hypophyseal Preparations 
Effect of A.C.T.H. upon the Acute Stage of “ Fomialiri Arthritis ” 
Having learned that both in more chronic and in acute 
experiments cortisone inhibits, while D.C.A. tends to aggra- 
vate, “ formalin arthritis,” it appeared of interest to deter- 
mine whether A.C.T.H. would act like cortisone, since in 
so many other respects these t\vo hormones have similar 
properties. Twelve male Wistar albino rats weighing 
120 180 g. were subdivided into two groups of six animals 
each. Group 1 received no hormone treatment, while in 
group 11 each animal was given 2.5 mg. of A.C.T.H. (“lot 



Fig. 4 — A.C.T H.-troatod- flcfcl and noi pretreated control. Both 
ammaK rceeised the same amount of formaldehyde, ye' the A.C.T.H.- 
iie.itcd antmal almost comploicly failed to respond, while the' control 
de\ eloped a pronounced oedema of the periarticular tissue and a 
pronounced hyperaemia of the skin almost immediately after the 
formaldehyde injection. Unlike the intact control, the A.C.T.H.- 
pretteated tai> of this group gave no particular manifestations of 
p.un '.vhen the iOint region was touched. 


60-61 ”) subcutaneously. Twenty-five minutes later all ani- . 
mals of both groups received 0.1 ml. of a 1% formaldehyde 
solution into the left hind paw in the usual manner. Again 
the controls showed an almost immediate hyperaemic and 
oedematous response at the site of injection, while the 
A.C.T.H. pretreated animals exhibited only a very slight 
hyperaemia with almost no oedema. Two hours after the 
first injection an additional 2 mg. of A.C.T.H. was adminis- 
tered in group II. It was noted that in these animals the 
local response to the formaldehyde, though detectable, was 
extremely mild, even several hours after the second A-C.T.H. 
injection ; by this time the paws of the control animals were 
very hyperaemic and so intensely swollen that the skin 
covering the plantar surface became shiny from extreme 
distension (see Fig.- 4). 



not 


Effect of A.C.T.H. upon the Chronic Stage of “ Formalin Arthritis ” 

Having thus established that the acute local response to 
formaldehyde is inhibited by an immediately preceding 
injection of A.C.T.H., we undertook another experiment 
to examine the influence of prolonged A.C.T.H, treat- 
ment upon chronic “formalin-arthritis,” Twelve male 
piebald rats weighing 120-136 g. were subdivided into 
two groups of six. Group I acted as controls, group II 
received 5 mg. 
of A.C.T.H. (lot 
64-A) daily subcu- 
taneously, s u b - 
divided into 
injections of 1 
each. After 
weeks of this 
treatment the 
mals of both groups 
received 0.1 ml. of a 
4% formaldehyde 
solution adminis- 
tered into the right 
hind paw in the 
usual manner. With 
this dosage t h e 
immediate oedema- 
tous reaction was 
almost the same 
in the A.C.T.H.- 
treated and in the 
control animals, but 
in the former 
the swelling subsided 
rapidly while in the 
latter it persisted for 
several days. Seven 
and again 12 days 
later 0.1 ml. of a 1% 
formaldehyde solu- 
tion was injected 
into the same paw in 
ail animals. 

After each injec- 
tion the immediate 
response was almost 
as pronounced in 
the A.C.T.H. -pre- 
treated as in the 
control animals, but, 
while in the former 
only a trace of 
oedema persisted a 
few days after each 


G, 5.— A.C.T.H.-pretreated (left) and 
nretreated control. After a few 
A.C.T.H. injections both these animals 
were given repeated injections of the same 
amount of formaldehyde into the paw. 
The controls developed marked indura- 
tive chronic arthritic and periarthrilic 
lesions; the A.C.T.H.-pretreated animals 
showed only a negligible response. 



Fig. 6. — Plantar view of the specimens 
shown in Fig. 4. Note that although the 
direct necrosis-producing effect of the 
formaldehyde injection wa.s the same in 
both cases, the A.C.T.H.-pretrcatmcnt 
(left) almost completely prevented the 
proliferative inflammatory response to 
the local tissue injury which is so evident 
in the control. 
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injection and no cumulative effect was detectable, in the 
latter the inflammation became increasingly more pro- 
nounced and gradually proceeded towards induration. 
By the 25th day after the first A.C.T.H. injection 
all the control animals had developed a pronounced 
and proliferative indurating inflammatory lesion, especially 
in the ankle-joint region, but to some extent also around 
the metatarsal joints. In several of the A.C.T.H.- 
treated rats there was also a barely detectable oedema of 
the paw, but without predilection for the ankle-joint region 
and without induration. In this series, where the first 
injection consisted of the concentrated (4%) formaldehyde, 
definite necrotic changes were obvious in the plantar region 
of all animals in both groups. This necrosis presumably 
resulted from the protein-precipitating (fi.xative) action of 
the formaldehyde, which of course could not be inhibited 
fay the hormone treatment. It is especially instructive to 
note that in spite of the creation of an equally severe 
necrotic focus the inflammatory response to the irritation 
was so effectively suppressed by the hormone treatment 
(see Figs. 5 and 6). 

Comparative Stmly of the Effect of L.-^.P. and A.C.T.H. upon 
“ Formalin Arttiritis ” 

It will be recalled that in our earlier experiments L.A.P. 
occasionally produced arthritis ev'en without any local 
trauma to the joints, while in the above-mentioned groups 
A.C.T.H. inhibited the development of “ formalin- 
arthritis ’’ ; hence we wanted to compare the effect of the 
two hormone preparations under similar experimental con- 
ditions. For this purpose 18 male piebald rats weighing 
120-150 g. were subdivided into three groups of six animals 
each. Group I received no hormone preparation ; group II 
were given 40 mg. of L.A.P. daily, divided into five doses : 
and group III received 10 mg. of A.C.T.H. (lot 60-61) daily, 
divided into five doses. On the first, second, and third 
day of the experiment the rats of all groups were given 
0.1 ml. of a 1% formaldehyde solution into the right hind 
paw in the usual manner. Here again tfae immediate 
response to the irritant was only slightly less pronounced 
in the A.C.T.H.-pretreated than in the other two groups. 
However, about 24 hours after each injection the oedema 
had subsided most markedly in the A.C.T.H.-treated ani- 
mals and remained especially pronounced in those receiving 
L.A.P. This difference became quite obvious two days 
after the last formaldehyde injection. Thus A.C.T.H. 
greatly diminished, while L.A.P. slightly increased, the 
arthritis-producing effect of formaldehyde. 

Our earlier observations had revealed that A.C.T.H. (like 
cortisone) causes rapid involution of the thymus and other 
lymphatic organs. This response is also manifest during 
the alarm reaction produced by any agent capable of 
causing systemic stress effects (e.g., nervous stimuli, infec- 
tions, intoxications, exposure to cold), while L.A.P. tends 
to enlarge the thymus, and the lymph, nodes (Selye, in the 
press). It had been observed, furthermore, that during the 
alarm reaction the phagocytic power of the macrophages is 
considerably augmented, -presumably due to increased 
A.C.T.H. and gluco-corticoid hormone production (Selye 
and Timiras, in the press). Since phagocytosis plays an 
important part in inflammatory reactions we added a few 
drops of commercial indian ink (Higgins’s “American India 
ink “) to the formaldehyde used in this experiment for 
the production of arthritis. This made it possible simul- 
taneously to follow the process of phagocytosis. Upon 
necropsy of the rats on the second day after the last form- 
aldehyde injection it became immediately obvious that, on 
the formalin and indian ink injected side,, the popliteal 
and iliac lymph nodes were most markedly stained in the 


A.C.TJI. group and least markedly in the I_A.P.-treated 
animals. The size of these lymph nodes, on the other hand, 
was smallest in the A.C.T.H.-treated and largest in the 
L.A.P.-treated rats. Thus, apparently, the removal of the 
indian-ink particles was accelerated by the A.C.TJI. and 
inhibited by the L.A.P. preparation, while the morphologic 



Fia. 7. — Iliac lymph nuJes of rats which were injected with 
formaldehyde and indian ink into the joint region. On the left, not 
honnone treated comrol; in the middle, A.C.TJI.; on the right, 
L-A-P. preireaied animals. Note ihe A.CT.H. increases phago- 
cytosis but dimmivhes the si?e of the lymph nodes, while LA-P. 
exerts contrary effects. 

development of the lymph nodes was promoted by L.AT. 
and diminished by A.C.T.H- (see Fig. 7). At the same time 
we confirmed that A.C.T.H. causes pronounced thymus 
involution while LA.,P. tends to augment the development 
of the thymus. This latter finding is all the more remark- 
able since the adrenal cortical enlargement produced by 
A.C.T.H. and L.A.P. was almost exactly the same at the 
dose level employed in this experiment. The adrenals of 
the untreated controls weighed 21 ±1 mg., those of the 
A.C.T.H.-treated rats 30±3 mg., and those of the animals 
receiving L.A.P., 32 ±2 mg. This would imply that at the 
dose level used the corticotrophic effect of the two pre- 
parations was quite comparable in degree, as judged by 
the ability of these preparations to cause adreno-cortical 
hypertrophy, yet the thymolytic and lympholytic effect was 
manifest only with pure A.C.T.H. Perhaps some con- 
taminating substances present in the L.A.P. but absent in 
the A.C.T.H. counteract certain manifestations of the pure 
corticotrophic hormone. 

Effect of the Alarm Reaction Upon the DcTclopmcat of 
FoimaJdeb>de Arthritis 

The last experiment of this series was planned to e.xamine 
the effect of an alarm reaction (produced by various means) 
upon the response of the joint tissues to local formaldehyde 
injection. 

Fifty male piebald rats weighing 150-200 g. were sub- 
divided into five groups of ten animals each. Group 1 
served as not pretreated controls. In group If an alarm 
reaction was produced by forced exercise in a drum cage 
12 in. (30 cm.) in diameter and revolving at. a speed of 
12 revolutions per minute. The animals were forced to 
run three to four hours at a time, the revolving cage being 
slopped for a few hours whenever one or two animals of 
the group were too tired to run. Group 111 were exposed 
to a temperature of -i-l to -r3* C. during 24 hours. In 
group IV stress was produced by transection of the spinal 
cord at the level of the seventh cervical vertebra.. In 
group V 0,5 ml. of a 10% formaldehyde solution was 
injected subcutaneously in the region between the shoulder 
blades four limes during 24 hours. Since fasting increases 
the ability of various damaging agents to cause an alarm 
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reaction, all animals of groups II to V inclusive were fastea~ 
24 hours before, as well as during the exposure period. 
Since all stresses were applied during 24 hours, the total 
period of fasting was 48 hours. At the end of this time 
0.1. ml. of a 2% formaldehyde injection was injected in 
the usual manner into the right hind paw. Fifteen minutes 
later pronounced hyperaemia and oedema. had developed in 
the not pretreated control animals of group I while none 
of the alarmed animals showed more than a trace of 
hyperaemia or oedema ; most of them did not react' 
at all. 

It should be specially emphasized that, although some ol 
the alarmed animals were in a very debilitated condition, 
those which showed no obvious signs of weakness likewise 
failed to respond to formaldehyde. Hence the failure to 
react cannot be' ascribed merely to a decreased vitality. 



Fig. 8.— On the left, untreated control. Note normal appearance 
of the hind paw. In the middle, unprefreated control showing 
pronounced oedema and hyperaemia of the paw after local formalde- 
hyde injection. On the ri^t, paw of an animal in which an alarm 
reaction was produced by spinal-cord transection. Note almost com- 
plete absence of hyperaemia and oedema. The paw is practically 
mdistinguishable from the intact control, although the same amount 
of formaldehyde was injected into it, A variety of other alarming 
stimuli (cf. te.xt) exerted the same inhibitory effect. 

This view receives further support from our previously 
menltoned observations on adrenalectomized animals. 
Many among these were almost moribund at the time of 
formaldehyde injection and yet responded with pronounced 
periarticular swelling. We are inclined to assume, there- 
fore, that in this experiment endogenous secretion of 
.\.C.T.H., and consequently of gluco-corticoids, was respon- 
sible for the inhibition of the “ formalin-arthritis ” (see 
Fig. S). 

Discussion 

If we now attempt to evaluate these observations the con- 
cept of “ non-specific resistance ” or “ crossed resistance ” 
first conies to mind. We .had repeatedly observed that 
during an alarm reaction, produced by diverse means, both 
the specific and the non-specific resistance of the organism 
rise above normal. That is, the exposed individual becomes 
more resistant not only to the particular damaging agent 
with which the alarm reaction was elicited but also to 
entirely unrelated stimuli. Thus an alarm reaction pro- 
duced by cold, forced muscular exercise, spinal-cord tran- 
section, etc., increases resistance against the fatal lung 
oedema produced by to.xic doses of adrenaline, anaphylactic 
and anaphylactoid reactions, etc. Since such manifesta- 
tions of crossed resistance were invariably accompanied by 
histological signs of increased adreno-cortical activity, and 
since they were never observed in adrenalectomized animals 


exposed to stress, they had tentatively been ascribed to an 
increased production of corticoids during the alarm 
reaction (Selye, 1946 ; in the press). 

We have reported elsewhere upon experiments showing 
that in the rat anaphylactoid reactions to egg-white can 
also be effectively- inhibited by A.C.T.H. and cortisone 
(Selye, 1949c). 

It is rather probable that in the final analysis the inhibi- 
tion of “ formalin-arthritis ” by A.C.T.H., cortisone, and the 
alarm reaction is due to the effect of cortisone-like gluco- 
corticoids upon the directly injured tissues. The mechan- 
ism of this response is stiU unknown. It may be related 
to the anti-hyaluronidase effect of gluco-corticoids (Seifter, 
Baeder, and Dervinis, in the press), or to their well-known 
antihistaminic action. It has long been assumed that' 
histamine-like compounds are liberated from tissues at the 
V site of injury, and that these play an important part in 
inflammation. It is noteworthy, therefore, that the pheno- 
mena of “ crossed resistance ” which can most effectively 
be compared by the alarm reaction are also marked!) 
inhibited by antihistaminic drugs (e.g., lung oedema, 
anaphylactic and anaphylactoid reactions). In view of this 
observation it would be interesting to examine the value o! 
antihistaminics in some of the clinical conditions (e.g.. 
rheumatic fever, rheumatoid arthritis, and lupus erythem- 
atosus) which have been effectively combated with cortisone 
or A.C.T.H. 

It is particularly difficult to explain the appareni 
antagonism between D.C.A. or L.A.P. on the one hand 
and cortisone or A.C.T.H. on the other. Perhaps D.C.A.. 
being a close chemical relative of cortisone, prevents the 
latter from reaching its target organs ; this might be due 
to some mechanism of “ competition for the substrate,’’ 
such as has been demonstrated to exist between adrenaline 
and certain adrenaline derivatives, or vitamins and their 
corresponding anti-vitamins. However, this possibility is 
meanwhile purely hypothetical. 

It is curipus that the impure pituitary preparation L.A.P 
acts like.D.C.A., while purified A.C.T.H. exerts cortisone- 
like effects. L.A.P. contains A.C.T.H., and under the con- 
ditions of our experiments it produced an equally pro- 
nounced adrenal cortical enlargement ; hence we must 
consider the possibility that the pituitary contains additional 
principles which antagonize the A.C.T.H. effect or so 
modify it that a D.C.A.-like action results. This may be 
important in the pathogenesis of the “ diseases of adapta- 
tion.” It will be recalled that under certain conditions- 
chronic exposure to stress (e.g., cold, parenteral protein 
administration) causes nephrosclerosis, myocarditis, hyper- 
tension, _ and arteriosclerotic changes similar to those 
produced by D.C.A. or L.A.P. (Selye, 1946 ; in the 
press). 

Finally, it must be kept in mind that the “anti-arthritic 
effect ” of A.C.T.H. and cortisone is by no means specifi- 
cally directed against the hypothetical pathogen which 
causes rheumatoid or rheumatic joint lesions. Clinical 
observations have shown A.C.T.H. to be highly effective 
also in gouty arthritis (Thorn, Bayles, Massell, Forsham, 
Hill, Smith, and Warren, 1949), and bur observations reveal 
that even-the arthritis caused by formaldehyde — an obvi- 
ously entirely non-specific inflammatory reaction — is effec- 
tively prevented by A.C.T.H. and cortisone. It should be 
mentioned that upon discontinuation of A.C.T.H. treat- 
ment in paffents predisposed to gout an attack of arthritis 
can be elicited (Heilman, 1949 ; Thorn, e( a/., 1949). Corre- 
spondingly, in many of our experiments (not reported here) 
we noted that if a “ formalin-arthritis ” is inhibited by an 
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alarming stimulus during a perfod of one to two days it 
usually flares up in a particularly severe form upon dis- 
continuation of the stress — e,g„ cold, muscular exercise. 
Indeed, sometimes the arthritis developed after a latency 
period even if the stress was continued. Such observations 
raise the question whether it will be possible to combat 
clinical " diseases of adaptation ” indefinitely by continued 
A.C.TJI. or cortisone therapy. 


Summary and Conclusions 

.•3. technique has been developed which permits the produc- 
tion of an acme arthritis and penarlhritis by the local injection 
of formaldehyde into the vicinity of joints. If large doses of 
formaldehyde are administered the acute stage is followed by 
a very prolonged chronic arthritis and periarthritis, charac- 
terized by moderate oedema and very pronounced connective- 
tissue proliferation, with stiffening of the joint and hyperaemia 
of the surrounding skin. The resulting chronic granuloma is 
self-maintaining, as it continues to proliferate for weeks after 
the administration of the local irritant. 

This "formalin-arthritis” is slightly aggravated by pre- 
treatment with desoxycortone or crude anterior-pituitary 
preparations ; on the other hand it can be almost completely 
inhibited by cortisone or A.C.T.H, Thus there seems to exist 
an antagonistic relationship between D.C.A. or crude anterior- 
pituitary preparations on the one hand and cortisone or purified 
.A.C-T.H. on the other. 

The possible role of such an antagonism is discussed in 
connexion with the concept of “crossed resistance” and of 
the “diseases of adaptation.” 

This investigation was performed with the aid of a grant from the 
Canadian National Research Coundl. I am also indebted to the 
following companies, who supplied the hormone preparations 
necessary for this work: Merck and Co., Rahway, NJ. (cortisone 
acetate); Armour and Company, Chicago (A.C.T.H.); Schering 
Corporation, Bloomfield, NJ. (desoxycortone acetate); and F. W. 
Homer and Co. (lyophiUzed anterior-pituitary tissue). Special thanks 
are due to hfr. Kai Nielsen for the photographs and to Mr. Bernard 
Messier for technical aid. 
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TUBERCULOSIS IN EUROPE DURING 
AND AFTER THE SECOND WORLD WAR 

BY 

MARC DANIELS, IVLR.CP., D.P.H. 

Member of the Scientific Staff of the Medical Research Council 

THE TUBERCULOSIS SERVICES* 

Before describing the reorganization of the tuberculosis 
services in the different European countries it may he help- 
ful to say .something of the conditions Unrra found in 
some of these countries at the end of the war. A pre- 
liminary stage of the Unrra programme was to study these 
conditions at dose quarters, assess the damage, and make 
proposals for a programme of relief and rehabilitation on 
the basis of this assessment. Travelling throughout the 
countries as we did, discussing problems with people of ail 
kinds, we were in a position often to get an exceptional 
overall view of the situation, and were in fact able to 
report back to the central authorities much that was 
unknown to them. It is only by remembering what these 
conditions were that we can appreciate what has been 
achieved since then. 

It is difficult in this country to realize the extent of the 
disruption and destruction in some of the countries. Of 
those we saw, none had suffered more than Poland. The 
occupation had been brutal against a continuous opposition 
— the avowed German policy had been one of systematic 
reduction of the Poles to the status of a slave people, and a 
part of this policy had been the killing of professional 
and skilled workers. Some sLx million people of the total 
population of 33 millions had been killed in concentration 
camps, at their work, in their homes, or elsewhere. All 
higher education was stopped. The city of Warsaw was 
systematically destroyed till less than 10% of buildings were 
left standing, and other cities were similarly destroyed. 
The tragic war years were reflected in all we saw : when 
we went in we found towns that had throughout their 
area the look of some patches we know around Sl Paul’s 
or in the East End. Vast areas of farmland had been 
laid waste. People were h'ving in cellars, dug-outs, in shells 
of buildings — one, two, or three families together in a 
room. Nearly ail had lost relations in concentration camps 
or had spent years in camps themselves ; there were half a 
million orphans ; thousands of people were migrating from 
one area to another ; thousands were returning from other 
countries. In the midst of all this the Polish people were' 
attempting to rebuild — to provide homes, food, and 
services. 

Dr. Gould, who visited Yugoslavia for Unrra, tells, a 
similar story. In his words : “ AH the factors which tend 
to increase the incidence and mortality of tuberculosis 
became particularly acute during the war years. Entire 
villages had been burned after being pluntiered of food, 
clothing, livestock, and valuables. .Men and women had 
been deported as slave labourers. With the combination 
of enemy action and civil strife the public health service 
was completely disorganized. Trained tuberculosis doctors 
and nurses were dispersed and lost.” 

Dr. McDougall reported from Greece : " In spring, 1945, 
when Unrra vvas invited to make a survey of tuberculosis 
requirements in Greece, after four years of German, Italian, 
and Bulgarian occupation and a month or more of civil 

•The second Miltoy Lecture (abridjed) delivered at the Royal 
(goOese of Physician^ on February 17. Tte first lecture appeared 
last week. 
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war. it was clear that public health organization was com- 
pletely out of hand, . . . During the occupation malnutri- 
tion had assumed epidemic proportions ; anaemia and 
emaciation were the common lot of the majority of the 
population.” But later he observes that after the war the 
great problem was not shortage of food but its cost, result- 
ing from the lack of control of prices, black-marketeering, 
and the sale of imported food supplies by the Government 
at exorbitant rates. 

It is against this background of countries physically and 
sometimes morally maimed that one must consider the 
tuberculosis services in the post-war period. .The increase 
in mortality and the high incidence revealed by ar-ray 
surveys set the first priority — the finding of hospital beds 
for the tuberculous sick. 

Hospitals and Sanatoria 

In Poland during the war ail sanatoria had been occupied 
by the Germans. When they left they took instruments 
and equipment ; buildings were left in a sorry condition. 
Even before the war there were only 8,300 beds for the 
tuberculous, representing about one bed per six deaths from 
tuberculosis. At the end of the war only 800 beds were 
available ; but by May, 1946, there were already some 
5,000 beds occupied. Buildings had been restored and 
supplied with Unrra beds, bedding, and equipment ; this 
represented not only the large contributions by Unrra, but 
an effective and honest distribution by the Poles themselves, 
despite the occasional chaos in administration because 
experienced people were so few. By the end of 1947 there 
were over 11,500 beds for tuberculosis in sanatoria and 
hospitals ; now they have 17,000 — i.e., twice as many as 
before the war, and for a smaller population. 

A major problem was the financing of hospital and sana- 
torium treatment. Before the war it was paid for by the 
Social Insurance Organization, the Red Cross, the local 
authorities, or the individual patient. ’Those dependent on 
their local authorities were the least likely to get treatment 
for an adequate time, if at all. Some of the best sanatoria 
were owned, directed, and staffed by the Social Insurance 
Organization. After the war this situation was unchanged, 
and there was in fact little co-ordination between insurance, 
private, and public sanatoria. The money .provided from 
public funds was so meagre that, though there were too 
few beds for the tuberculous, some were empty because 
there were no funds to pay for patients in them. However, 
the State contributions to sanatorium treatment have 
increased considerably each year, and that problem has 
been resolved. Moreover, since the beginning of this year 
the split in the services between the .Social Insurance Organ- 
ization and the Ministry of Health no longer e.xists ; the 
hospitals are now directed by the Ministry of Health, while 
the Social Insurance Organization has the function of 
financing the treatment of insured persons. 

The conflict between social insurance organizations and 
the central health services was one we saw reproduced, with 
much more startling anomalies, in other countries, particu- 
larly in Italy. There before the war the National Insurance 
Org.imzafion (I.N.P.S.) had built what were the finest sana- 
toria in the country. There were few reputable sanatoria 
belonging to any oti'a, organization. Few of the sanatoria 
were damaged during the XaiUiiDi.^ in fact in 1945 the situa- 
tion wa-.'^vcry much as before, though some hundreds of 
beds vvere still controlled by the military authorities. Insured 
patients could be admitted to sanatoria of the I.N.P.S. as 
soon as diagnosed, regardless of their condition, whereas 
for the very large numbers of non-insured patients (some 


60% of the population) there was in many areas little hope 
of getting hospital treatment. at all. Beds in LN.P.S. sana- 
toria could be rented by the local authorities, but only when 
these could pay. In one typical poor district visited no 
taxes were being paid, and for lack of funds the local 
authorities with a waiting-iist of 240 patients had not been 
able to send a single patient to hospital for four months, 
while the Insurance Sanatorium, on the outskirts of the 
town, had 70 empty beds. 

Another outstanding problem in countries where there 
was a shortage of hospitals was the type of accommodation 
required for the tuberculous. One striking feature of the 
sanatoria in Italy apart from their excellent equipment was 
their size. The Forlanini Institute had 2,000 beds. Another 
sanatorium, completed in 1939 at Sondaio, in the Italian 
Alps, was designed to accommodate 3,000 patients. De- 
scribed as a sanatorium village, it consisted of nine large 
buildings grouped closely together on the side of a steep 
mountain. Though the medical treatment in some of the 
large sanatoria was of a high quality, the dangers inherent, 
in their size were not averted ; the lack of a personal ele- 
ment in supervising the welfare of patients was obvious. 

In most other countries it has been interesting to observe 
a definite swing away from the conception of sanatoria as 
large luxurious establishments up in the mountains. In 
Holland, where three sanatoria were destroyed in the course 
of the fighting, it was decided to erect wooden hutment 
buildings in connexion with existing institutions. It was 
planned to do this on an extensive scale, and, though the 
scheme was held up by shortage of material and fittings, 
several temporary sanatoria were set up, yielding a total of 
over 1,100 new beds for the tuberculous. In Hungary 
before the war there were some 6,500 tuberculosis beds; 
in the spring of 1945 only about 500 beds were available. 
By 1948 many of the hospitals had been restored, and over 
5,000 beds were in use for tuberculous patients. But at 
least another 8,000 are required, and the present plans are 
to set .up hutment buildings of the Swedish type around 
existing hospitals, providing treatment, nursing, and food 
from the central building. Later on the huts not needed 
might serve for recreation and workshops. In Poland the 
Swedish Red Cross set up not far from Warsaw a whole 
children's sanatorium made of excellent hutment wards, 
with well-equipped and cheerful interiors. In Greece, 
where there was a dire overall shortage of accommodation. 
Dr. McDougall elaborated a programme for the supply of 
prefabricated buildings which would accommodate an addi- 
tional 5,000 beds and 30 polyclinics ; the scheme received 
enthusiastic support from the Ministry of Health under one 
Government, but there were many interests involved, and 
under another Government the scheme was dropped. 

In several countries, in addition to erection of these 
pavilions, other buildings were being taken over, such as 
country villas, hotels, castles, and spa buildings, and were 
being converted for use as small tuberculosis hospitals. 
It is mainly by such means that in Yugoslavia, for instance, 
the number of tuberculosis beds has been increased from 
the pre-war figure of 3,250 to 10,300 in 1949. Some 
countries have decided that 5-10% of the beds in general 
hospitals in the towns must be assigned, at least provi- 
sionally, to the care of tuberculous patients ; given adequate 
precautions against contagion, this is a measure which 
might well be gi\en serious consideration in our own 
country (Boland, 1948). 

Related to standards in England, the level of hospital 
care in some of these countries, and particularly in some 
areas, was low. Special post-war conditions aggravated 
the situation. It was not rare to find hospitals where 
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patients had to bring their own linen if they were to have 
any, and no drugs were provided ; frantic relatives would 
spend much time trying to buy such drugs as calcium 
gluconate on the black market, to say nothing of penicillin 
and, later, streptomycin. To speak of these conditions is 
not to imply that our own services are faultless. Though 
the general standard of institutional care for the tuber- 
culous here is high, even we are not without so-called 
sanatoria which have no diagnostic equipment, no facilities 
for active treatment, and no staff qualified to apply it if 
they had it, and whose patients are sent many miles away 
on the rare occasions when an x-ray film is thought 
necessary. 

With the realization of the problems there was a growing 
feeling in several countries that the available beds were not 
being properly utilized, and a part of the plans for the 
future was to have centres to which patients would be 
admitted for primary observation and decision regarding 
the hospital to which they should go. Even more was it 
being realized that most of the local authorities who before 
the war had complete responsibility for providing tuber- 
culosis services were far too small to perform such a func- 
tion. We have seen this in England, and the regionalization 
of the hospital services is the natural outcome. This is 
happening in many countries. In Italy the provinces have 
been grouped into larger regions. In Czechoslovakia and 
Yugoslavia, too, there has been a regrouping in large regions 
to ensure a more equitable distribution of beds. In France 
also, where new legislation has brought radical changes 
in the tuberculosis services, these are now established on a 
regional basis, each region including several depariemeius. 
The aim, as in England, is that each region shall provide 
a complete hospital service. The new Act stipulates that 
the hospital in the principal town of each departetnent 
shall include a tuberculosis centre, with beds; where the 
town has a medical school the hospital unit becomes the 
regional tuberculosis centre. 

The assumption by the State of much greater financial 
responsibility in provision of treatment for the tuberculous 
is an outstanding feature in the post-war services. The 
wartime increase in tuberculosis, in the absence of undue 
increase in other diseases except venereal disease, gave rise 
to the conception of this public health problem as a national 
emergency. The financing of sanatoria received radical 
reform. Before the war one of the causes of delay in 
sanatorium .admission in France was the multiplicity of 
organizations, which made quite involved the problem of 
finding out before a patient went into sanatorium who 
would pay for him. Now if a bed is available the patient 
is admitted immediately ; the payment of sanatorium 
c.xpenses is incumbent on the depariement where the patient 
lives, unless eventually defrayed by a public or private 
body. All tuberculosis institutions qualify for a Slate 
subsidy, amounting to as much as 75% for building and 
equipment expenses. In many other European countries, 
including our own, the cost of institutional treatment is 
now entirely borne by the State. 

Similarly, financial assistance to the tuberculous and 
their families, as a national scheme, was introduced in 
England in the middle of the war. As a basic principle it 
was recognized that the tuberculous patient must be 
relieved of economic an.xiety, so that he might accept treat- 
ment for as long as is necessary, and so that his family 
micht be protected. The measures introduced brought 
partial alleviation ; but the scales were at a minimum 
subsistence level, and only certain patients qualified. Novv 
since July 5. 1948, financial aid to tuberculous patients is 
covered by the National Assistance Board. In France since 


the liberation there has been increasingly generous social 
legislation, and part of it is directed to the new tuberculosis 
service. Previously patients received social insurance bene- 
fits for six months only. The new legislation grants the 
benefits of “ prolonged illness ” to insured tuberculous 
patients and to members of their families should they 
become tuberculous ; during three years the patient gets 
all treatment e.xpenses and half his salary. In Poland, 
Bulgaria, and Czechoslovakia similar new schemes of 
financial aid to the tuberculous have been introduced. 

One concept, that of the so-called preventorium, which 
is practically unknown here, is prevalent in many European 
countries ; the preventoria constitute sometimes more than 
25% of the institutional tuberculosis accommodation. To 
these places are sent small chddren from tuberculous 
families, particularly "when there is at home an infective 
patient who cannot or will not go to a sanatorium ; for 
one or more years the children are kept away from the 
source of contagion, and then return at the end of their stay 
in the preventorium. Some were well organized : others 
we saw were barracks with children looking less healthy 
than those seen on the city streets. The problem is a thorny 
one. Certainly accommodation should be available for 
isolating children from households with an infective patient 
who cannot go away. However, one would like to be 
certain that every effort has been made to remove the 
infective case, since the preventorium is a second-best solu- 
tion, returning the child to the infective household sooner 
or later, and leaving exposed the even more susceptible 
adolescents. 

Dispensaries 

The dispensary service is the basic diagnostic unit in 
European countries as it is here. But whereas here dis- 
pensaries have functioned for many years under the local 
authority, there they were directed before the war by a 
number of different organizations. In France, for instance, 
the 920 dispensaries had been created in the past 20 years 
mostly by local initiative, many by private organizations 
and Red Cross committees ; there was no conne.xion with 
official centres ; there was overlap in some areas, no service 
in others ; financial arrangements and follow-up were 
e.xtremely involved. The 1945 legislation makes the organ- 
ization similar to what we have here ; in each depariement 
now a list of dispensaries has been drawn up, and to each 
is ascribed a definite sector so that the districts concerned 
cover the whole depariement. A tuberculosis specialist is 
appointed to supervise all tuberculosis work in the departe- 
merit, and with him a specialized social worker. Each 
region has now a tuberculosis consultant with high qualifi- 
cations. Another new feature is that many sanatorium 
medical officers attend at local dispensaries. 

In Greece, too, the multiplicity of voluntary organizations 
was responsible for many gaps in the service. In whole 
large areas such as Epirus, with a population of over 
300,000, there was not a single dispensary or institution for 
the diagnosis or treatment of tuberculosis. In Poland there 
was a basic organization, centred on the regions with their 
populations of about II millions each, and numerous dis- 
pensaries in the districts, to a total of over 500 before 
the war. But here again, in the cities at least, tlicre was a 
division between the local authority dispensaries and those 
belonging to the Social Insurance Organization, with little 
co-ordination between the two. The recent transfer of 
responsibility to the Ministry of Health is resolving a part 
of the problem, but the development of dispensary services 
is proceeding relatively slowly. The quality of the work 
in the hundreds of small country dispensaries varies 
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greatly ; most of them are staffed by local practitioners 
who give one or two sessions a week and have no particular 
experience of tuberculosis. In Yugoslavia before the war 
there were some 50 dispensaries only, most of them poorly 
equipped ; now there are 136, each of them with an x-ray 
unit and staffed by doctors who, while they have many 
other duties, have had at least three months of special 
training in tuberculosis work. 

In Sweden the dispensaries were previously organized 
and financed by the National League Against Tuberculosis ; 
now the expenses are chiefly defrayed by the State. Tn 
Belgium some dispensaries belong to the CEuvre Nationale 
Beige, some to other organizations ; the Ministry of Health 
now covers 80% of dispensary expenses, compared with 
50% pre-war. Denmark has a highly co-ordinated service 
with 85 dispensaries, of which 81. belong to the State. 
Every county, with about 150,000 population, has its own 
independent service, with tuberculosis hospital and dis- 
pensary working closely together ; the specialist in' charge 
of the hospital also serves the dispensaries in the neighbour- 
hood. Great importance is attached to bacteriological 
examination, and in fact it is highly centralized, all cultures 
being done at the State Serum Institution in Copenhagen. 

Staff 

To the many problems of the tuberculosis services' is 
added that of a lack pf qualified personnel. Italy is the 
only country in which it is claimed that there is an excessive 
number of doctors, though even there adequate medical 
services are not readily available to large sections of the 
population. On the other hand, in Poland, where already 
before the war there were only 13,000 doctors for a popula- 
fion of 32 millions, the problem has become acute. In 
1945 there were under 7,000, and in January this year 
8,400 — for a population of 24 millions. ■ Moreover, they 
are concentrated in the towns, and there are rural areas 
with only one doctor serving 10,000 to 15,000 people. 
University medical courses were stopped throughout the 
war, and so, although the medical schools are now more 
than full and there are two new schools, there is little hope 
of the need being met before 1954 or 1955. There is, a 
particular dearth of doctors with tuberculosis experience. 
Two-month postgraduate courses in tuberculosis are being 
held in all medical schools, but it is not easy to get doctors 
to attend these, as all are so busy. In Yugoslavia, also, 
^e lack of doctors was a main obstacle to the programme ; 
in 1945 there were only 25 tuberculosis specialists left of a 
pre-war total of 77. There, too, intensive three-month 
courses are being held for general practitioners, and three- 
year courses for the training of specialists. In France 
under the recent laws there is now provision for selection, 
by competitive e.xamination, of physicians joining the dis- 
pensary service. Many more than before the war are 
engaged full-time. Physicians appointed to sanatorium 
posts are also now required to hold certain higher 
professional qualifications. 

A nursing shortage is obvious in many countries, but 
nowhere has it had so severe an impact on the services as 
m this country. In Mediterranean countries nursing as we 
understand it does not exist in many places, and the work 
is done by nursing aids with little training. In many other 
countries there is a severe dearth of trained nurses, 
which was obvious before the war and has been made worse 
by the loss of so many during the occupation. Though 
many new training schools are being set up, the needs will 
not be met for many a year. However, it has been instruc- 
tive to sec how in some countries good nursing care is given 
in certain hospitals with a very small number of trained 


nurses and a sufficiently large number of domestic aids to 
carry out all duties except those requiring nursing skill. 
In our own country the number of nurses available would 
not rank elsewhere as a shortage, but thousands of beds are 
empty for “ lack of staff,” and the common waiting period 
for admission to sanatorium is six to nine months. This 
problem is so grave as to constitute by far the greatest 
obstacle to progress in our tuberculosis services to-dayf In 
the present acute situation, at least a partial solution might 
be found in a' revision of traditional ideas concerning 
division of labour between nursing and domestic staff 
(the revision could include a “ job-analysis ” on tuberculosis 
wards), followed by an imaginative effort to secure staff foi 
hospital duties which do not require skilled -training in 
nursing. 

. ‘ - Rehabilitation 

Rehabilitation services in Europe are for the most part 
rudimentary, or non-existent. Countries are taking a great 
interest in rehabilitation projects, but economic circum- 
stances are such that these schemes must take second place 
One scheme is particularly worthy of mention, and deserves 
to be reproduced here — that of the tuberculosis service for 
students in France. It is a complete diagnostic, treatment, 
and rehabilitation service. The focus of the service is the 
Sanatorium des Etudiants in the French Alps above 
Grenoble. University students, young graduates, and 
doctors are accepted as patients ; many of them have been 
diagnosed on routine examination at university. The State 
pays part or the whole of the cost of treatment, , according 
to the patient’s ability to pay. A basicaim is to maintain 
morale and so hasten recovery. The sanatorium employs 
a director of studies, who takes details of the level of 
studies of each patient who arrives, and together with the 
medical adviser decides how much and vyhat type of work 
the student can do each day. According to the stage of 
illness, a student may be encouraged to do individual read- 
ing in bed, or take part in study circles, or attend lectures 
given in the sanatorium by visiting professors, or finally 
attend lectures’ on one to three days a week at the Uni- 
versity of Grenoble. Lectures are relayed to the bedside 
for those who cannot get up. Each patient, in fact, gets 
individual attention as a student who happens to be ill; 
that is the constant approach. There is none of the mental 
paralysis one finds often elsewhere ; the ' social and 
intellectual life of the sanatorium is remarkably lively— 
there are concerts, plays, and discussion circles, and the 
students even produce four times a year a good literary 
journal called Existences. The sanatorium is now only one 
of several institutions : one in Paris takes in students wail- 
ing for a bed, and other post-treatment hostels in Grenoble 
and Paris serve the needs of students between their leaving 
the sanatorium and their full recovery. In Paris there is 
in addition a “ medico-social ” restaurant, where special 
meals are served for students who have a medical recom- 
mendation from the dispensary set up by a Relief Com- 
mittee. Belgium, Switzerland, Holland, and Poland also 
each have a special sanatorium for university students. 

Routine Examinations 

In several countries schemes for regular medical examin- 
ation of university students have been introduced or 
extended since the end of the war, and we are falling far 
behind in this respect. In France yearly medical examina- 
tions of university students was introduced by a decree in 
April, 1946. AT-ray examination has also been made com- 
pulsory for all teaching staffs — a measure entirely justified 
by the reports of minor tuberculosis epidemics discovered 
in school classes. 
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The examination of students is only a part of the work ■ 
aiming at early diagnosis by routine examination which 
has been considerably extended since the advent of mass 
miniature radiography. This method has proved its value 
in the detection of undiagnosed lesions in large population 
groups, and there is no doubt now that it has an important 
pv’.ce in tuberculosis eradication. Reports from services 
where annual e.xaminations have been made have shown a 
failing incidence at successive annual re-examinations of a 
community, the fall being almost certainly due to the dis- 
covery of the early lesion with good prognosis, and the 
reduction of the infector pool. In England it has been 
dev eloped as a national scheme, operated by as yet a limited 
number of local authorities ; teams are trained centrally, 
and the technical level of work is relatively high. On the 
Continent it has been taken up by different- organizations, 
and on an extensive scale in all countries I think except 
France ; in fact, it has been adopted with almost embarrass- 
ing enthusiasm as in the first line of tuberculosis control. 
In countries which still have a very high prevalence of 
tuberculosis, and whose material resources are limited, mass 
radiography can for the time have only a small part in 
tuberculosis control ; its role there can be to make spot 
surveys and so determine which populatian groups require 
prior attention in the tuberculosis programme. There is 
a danger at the moment in some countries that its excessive 
use in areas without adequate services may mean that 
other more fundamental work in tuberculosis control is 
being neglected. 

B.C.G. 

Another method of control that has been used widely 
smce the end of the war is that of immunization against 
tuberculosis fay B.C.G. vaccine. It was already being exten- 
sively used in Scandinavian countries. At the end of the 
war teams of the Danish Red Cross undertook B.C.G. 
vaccination in Poland, Hungary, and Germany. In 1947 
it was decided by the newly formed Unicef (United 
Nations International Children’s Emergency Fund) that, in 
addition to programmes of feeding and re-establishment 
of children’s institutions and services, Unicef should 
continue and extend to several other countries the work 
started by the Danish Red Cross. This scheme is now 
in operation. Um'cef furnishes supplies and equipment ; 
Scandinavian teams do the initial field work ; the Ministry 
of Health in each country furnishes local teams which will 
eventually take over the work ; the World Health Organiza- 
tion assists with its advisory staff and will carry out a 
statistical analysis of the results. Finland, Poland, Czecho- 
slovakia, Yugoslavia, Hungary, and Greece are taking part. 
By June 1, 1949, about si.x million tuberculin-negative 
children had been vaccinated. B.C.G. vaccination is being 
adopted with enthusiasm in these countries. One must 
hope that the development of basic measures of tuber- 
culosis control will not be thereby neglected, for, even if 
the vaccine is as effective as its most ardent supporters 
claim, the basic tuberculosis services will still be required 
for many years to come. 

International Services 

The services described above have been those concerned 
specifically with tuberculosis. No doubt the measures taken 
to re-establish or improve the services are contributing to 
the post-war decline in tuberculosis mortality. But much 
of the decline, which in some countries started before the 
end of the war, and in nearly all countries has occurred 
since the war, may be attributed to the national and inter- 
national services designed on a generous scale to protect 
the health of the peoples. In this respect it can be said 


that the work of Unrra in relief and rehabilitation and in 
the restoration of normal living was an important contri- 
bution to reduction of the tuberculosis rate. 

Looking back on the work of Unrra in that post-war 
period, there is no doubt that it was a major achievement 
in international work. With all its faults, the organization 
carried out the task given to it by the United Nations — the 
task of relieving the most distressed areas in the war- 
ravaged countries, and of providing supplies to assist those 
countries to return to at least their pre-war standard of 
living. Because of it the dangers of famine and epidemics 
in the chaotic post-war period were averted, and with them 
the danger of another grave increase of tuberculosis. 

Unrra, having provided immediate relief and the material 
for future reconstruction, was followed by other organiza- 
tions operating under the United Nations ; one of these is 
the World Health Organization. Established offidally in 
1948, WHO confirmed the decision of the Interim Com- 
mittee, which had preceded it, regarding the priorities to 
be given to different diseases in the work of the organiza- 
tion. It was agreed without question that malaria, tuber- 
culosis, and venereal diseases were the three main scourges 
demanding prior and special attention. An Expert Com- 
mitee on Tuberculosis was formed, and held its first meet- 
ing in July, 1947. Among its recommendations to WHO 
were the following : 

1. That travelling fellowships be awarded to countries most 
in need. 

2. That the Tuberculosis Section prepare from time to time 
material on recent developments of special importance for the 
use of physicians in different countries who may request such 
information. Dr. McDougali, who heads the section, reports 
that there has been a great demand for data on mberculosis 
mortality and morbidity rates, mass radiography, and B.C.G. 
(Many of the rates given in this paper are taken from the 
WHO Epidemiological and Vital Statistics Reports (1943).) 

3. That demonstration teams shall be available, at tte request 
of governments, for. countries where new tuberculosis schemes 
are about to be introduced. In this connexion work has been 
done in China, Greece, Poland, and India. 

4. That WHO should develop and recommend uniform 
procedures on such matters as the classification of tubercu- 
losis, j-ray interpretation and mass radiography, bacterio- 
logical diagnosis, and evaluation of new chemotherapeutic 
agents such as streptomycin. 

It is fully acknowledged by those working for WHO in 
this field that they have a relatively limited part to play in 
the overall campaign for reduction of tuberculosis pre- 
valence ; in their words : “ Without progressive improve- 
ments in the purely public health field, and above all in the 
economic status of countries, the best efforts of tuberculosis 
workers can be of only limited significance ” (McDougali, 
1948). 

-- Conclusion 

Sir Wilson Jameson, in his Harveian Oration to this 
College in 1942, traced the phases of advance in social 
medicine, and showed how many of them resulted from 
the medical necessities of war. Similar great advances 
were already being made then, but he forecast also a differ- 
ent attitude from that following the first world war, in 
that there was even then in 1942 “ everywhere a conviction 
that great changes lie ahead of us and a desire so to plan 
the measures designed to meet the national emergency that 
some permanent good may be derived from them when the 
world is once again at peace.” 

It is true that out of this last war, with all its catastrophes 
and refined barbarities, people have emerged with a 
deepened sense of national and international responsi- 
bilities : of national responsibilities because we learned in 
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time of stress to co-ordinate action in defence of the com- 
munity, and methods dependent on bounty and charity 
have been replaced in many countries by the conception 
of the community’s duty to protect itself as a whole and 
each individual who may suffer misfortune. Hence the 
general measures we have seen of co-ordination of the 
tuberculosis services, their financing by the State, free treat- 
ment, and financial allowances to the sick and their 
families. The war awakened also a sense of international 
duty. It had brought together peoples who had lived in 
ignorance of each other, and, having assumed duties 
towards them in wartime, the projection into peacetime 
was natural, so that well before the war ended there 
were being laid the plans of international relief and 
co-operation which finally materialized in Unrra and then 
in the World Health Organization. 

The wartime rise and the post-war fall in tuberculosis 
provide evidence that constitutes an indictment of existing 
social services when one relates them to what they should 
be. That tuberculosis is related to social conditions was 
already known, but the wartime evidence showing precise 
points of rise and fall is outstanding. With such evidence 
as this, and with the knowledge of rates obtained in 
countries such as Denmark, no country with a tuberculosis 
rate anywhere above the lowest rate yet recorded can afford 
not to make a continuous attack upon the disease and upon 
the conditions that favour its development. It has been 
said that “ public health is purchasable, and that within 
natural limitations any community can determine its own 
death rate” (Biggs, 1911). Certainly of tuberculo'sis it is 
true. The more sore the economic plight of a country, 
the less it can afford to tolerate a preventable disease which 
affects the most active members of the community, and it 
is particularly in such countries that the tuberculosis pro- 
gramme should have a high budget priority. 

We have the good fortune to be living through an age 
of extraordinary achievement. In the 80 years since the 
discovery of the bacterial sources of disease the advance- 
ment of knowledge in medicine alone has raced far ahead 
of our application of it to human welfare. Wars have 
arrested and then spurred on our progress. The means 
for attack on tuberculosis can be clearly seen ; if the neces- 
sary measures are taken, and given a long enough respite 
from mutual massacre, there is no reason why this disease 
which has plagued the continent of Europe for many 
hundreds of years should not be almost eradicated before 
this century is out. 

Among the many people to whom I am indebted for assistance in 
preparation of this paper I am particularly grateful to those in the 
Dcpariments of Health of many European countries who have 
supplied information in person or by correspondence, and also to 
Dr. J. B. McDougall, of the World Health Oigaiuzation. 
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This investigation was prompted by the suggestion that 
gastro-enteritis in infants might be due to bacteria usually 
regarded as normal inhabitants of the throat or intestine 
(CruicksHank, 1946). Particular strains or types of these 
organisms might be concerned ; for instance, a serological 
type of coliform bacillus such as has been isolated from 
infants with diarrhoea (Bray, 1945 ; Giles and Sangster, 
1948), and strains of Streptococcus faecalis which are active 
producers of tyrosine decarbo.xylase (Gale, 1944). It was 
also suggested (G. S Wilson, 1947 j personal communica- 
tion) that Staphylococcus pyogenes might be the' cause of 
some outbreaks of neonatal diarrhoea. The laboratory 
studies necessary to establish the serological type of 
coliform bacilli, the tyrosine decarboxylase activity of 
streptococci, and the phage type of staphylococci require 
considerable time and experience. In field investigations 
of an outbreak of neonatal diarrhoea it would be helpful 
if simple bacteriological methods could be used to give a 
rapid indication that coliform bacilli, faecal streptococci, 
or aureus staphylococci were present in cases with greater 
frequency than in healthy infants. Some observations 
suggested that this might be the case. 

It had been noted in some outbreaks that coliform bacilli 
were often isolated from throat swabs (J. Taylor, 1947 ; 
personal communication) and in others that streptococci 
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were present in greater abundance than usual in films and 
cultures of faeces (E. F. Gale, 1947 ; personal communica- 
tion). Numerous surveys of the incidence of Staph, 
pyogenes in older age groups have revealed differences 
which suggest that it might be useful as a base-line for 
the study of epidemics of neonatal diarrhoea and vomiting 
to determine the incidence of the organism in newborn 
infants. In this investigation, therefore, simple bacterio- 
logical methods were used for routine examinations of 
throat and rectal swabs from infants. A general survey 
of the organisms in cultures was made and three points 
were particularly studied ; (1) the frequency with which 
coliform bacilli were isolated from throat swabs ; (2) the 
frequency with which colonies of Str. faecalis outnumbered- 
those of coliform bacilli in cultures of rectal swabs ; and 
(3) the frequency with which Staph, pyogenes (aureus) was 
isolated from throat and rectal swabs. 

Technique 

Infants in two maternity units were studied. Details 
about the two units, A and B, are given by Dr. Janet 
Roscoe at p. 11-44 of this issue in a report on the inci- 
dence of infections in them. Apart from one outbreak 
of mild staphylococcal infections of eyes or skin there were 
only sporadic infections in the infants and no severe diar- 
rhoea or vomiting. At Unit B weekly swabbings of all 
infants were e.xamined from April to July, 1947, and from 
October, 1947, to April, 1948. At Unit A all infants in 
.one of the four ward’s were swabbed each week from May 
to July, 1947, and from November, 1947, to April, 1948. 

All swabs were taken by Dr. Roscoe, with care to swab 
the posterior pharyngeal wall and to avoid contamination 
of the rectal swab by the circumanal skin. The swabs 
were plated within a few hours of the time they were taken. 
Throat swabs were plated on horse-blood-agar plates which 
were incubated aerobically overnight and examined for 
aureus staphylococci, coliform bacilli, and other organisms. 
Rectal swabs were plated on horse-blood-agar plates which 
were incubated anaerobically for 18 hours in the first three 
months of the investigation and from November onwards 
for 42 hours before examination. The grow-th of coliform 
bacilli and streptococci was recorded as +, -(-+,or -f-r-f, 
and the presence of other organisms was noted. When the 
estimate of streptococcal colonies was higher than that of 
colonies of coliform bacilli, streptococci were said to be 
present in e.xcess. Rectal swabs were also plated on 7.5% 
salt-agar plates which were incubated aerobically over- 
night before e.xamination for aureus staphylococci. Films 
from rectal swabs were stained by Gram’s method and 
examined for lactobacilli. Gram-negative bacilli, and 
Gram-positive cocci. 

From time to time the followng tests were done ; 
coagulase tests on aureus staphylococci-; V.-P., M.R., 
citrate, indole, and 44° MacConkey reactions on coliform 
bacilli'; grouping of streptococci. Some streptococci iso- 
lated at the end of the investigation were tested for tyrosine 
decarboxylase activity. 

Results 

From throat swabs albus staphylococci and viridans 
streptococci were almost always isolated ; pneumococci 
were occasionally found, as were haemolytic streptococci. 
None of the latter reacted with Group A, C, or G sera ; one 
strain tested with Group D serum w-as found to belong 
to that group. The frequency of isolation of aureus 
staphylococci and coliform bacilli will be described later. 
All strains of aureus staphylococci tested were coagulase- 
positive. The majority of coliform bacilli tested were found 


to be faecal Bact. coli, a few were Bad. aerogenes or 
irregulars. 

From most rectal swabs blood plates showed colonies of 
coliform bacilli and streptococci. The streptococcal 
colonies were readily recognizable as low conve.x bluish 
colonies about 2 mm. in diameter, usually with greening 
under them, sometimes with no change in the blood and 
occasionally with /3-haemolysis. Tests- of colom'es with the 
different types of haemolysis showed that they were 
Group D. At the end of the investigation 18 colonies of 
Group D streptococci isolated from rectal swabs were 
tested for tyrosine decarbo.xylase activity. One was in- 
active. The other 17 were active producers of the enzyme ; 
10 of them were picked from cultures of two infants (five 
each), three from a third infant, and four from four other 
infants. A few colonies of Clostridia were occasionally 
seen on the blood plates. Proteus was very rarely present. 
Lactobacilli were isolated, but irregularities in the fre- 
quency of their appearance and in the number of colonies 
relative to other orgam'sms were such that analysis of the 
results was not made. 

On MacConkey plates non-Iactose-fermenting colonies 
of coliform bacilli were uncommon and the organisms in 
such colonies were not salmonellae or shigellae. Colonies 
of coliforms and cocci appeared in the same relative num- 
bers on MacConkey plates as on blood plates of the same 
specimen, but colonies of streptococci could not be 
distinguished from those of other cocci. 

Films of faeces stained by Gram's method usually 
showed large numbers of Gram-positive rods resembling 
Cruickshank’s (1925) drawings of lactobacilli. Coliform 
'bacilli were less frequently seen, and Gram-positive cocci, 
usually in pairs, still less frequently. Gram-positive rods 
resembling bacilli or Clostridia were occasionally seen. 

Differences between Cultures from Infants of Different Ages 

In cultures from infants during the first 24 hours of life 
growth was scanty or absent, and the percentage of swabs 
from which the organisms listed in Table I were isolated 


Table I. — Percentage o] Positive Cultures from Infants on Each of 
the First Five Days of Life 



1 A£s of Tafa.Di in Days 

0 

] 

1 4 

3 

4 

ThioAt svab: 






Aurctu supbylococd 

19 

13 

17 

25 

27 

^iifcnn btoili 

0 

9 

14 

17 

17 

Rccu iswab: 






Coliform baciHi 

22 

60 ! 


16 - 

73 

Sirepiococa ' 

26 

76 

69 ' 

92 ! 

33 

Exce» suep^nened . . 

15 

56 , 

31 

36 1 

36 

Aureus supbylococa 

s 1 

” 1 

>5 1 

13 1 

26 

No. cxiszized 

27 1 

24 j 

42 1 

j 

36 

1 


was with one e.xception lower than on subsequent days. 
The exception w-as that aureus staphylococci were found 
in the throat almost as often on the first day of life as on 
later days. The results from infants aged 1, 2, 3, or 4 days 
showed an increase in the percentages of positive results 
during the first three days, and figures for the 4-day-o!d 
infants were approximately equal to those for 3-day-o!d 
infants. Subsequent comparisons were therefore made 
on results of swabs from infants aged 3 or more days. 

The stained films of faeces showed that lactobacilli were 
present in an increasing percentage of infants on each 
of the first five days of life, the percentage positive on 
each day being 4, 14, 49, 60, and 82. 
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Differences between Cultures from Infants in Unit A and 
Unit B 

Cultures were made from 187 infants aged 3 or more 
days in Unit A and from 198 infants aged 3 or more days 
in Unit B. The last column of Table II gives the per- 


Taole II . — Percentage of Positive Cultures from Infants Aged 3 
or More Days 



Period 

Total 

April-May — 

2 

o 

§ 

>V 

a 

s 

3 

3 

h 

a 

a 

*-» 

4 

0 

1 
o 

o 

5 

U, 

o 

§? 

o 

Z 

December 

7 

a : 

a 

8 

§. 

S 

J3 

»5>' 

(£4 

March 'O 

April 5 

Unit A ' 






W ' 

1 





Throat swabs: 












Aureus staphylococci i 


27 



19 

6 



23 

24 

Coliform baciili . . 


m 




9 

10 

0 

4 

a ! 

8 

Rectal swabs: 












CoUTorm bacilU . . 


95 



82 

84 

85 

68 

75 

82 

Streptococci 


100 



85 

74 

95 

92 

69 

86 

Excess streptococci 


27 



47 1 

36 

45 


36 

38 

Aureus staphylococci 


43 

! 



3 

21 

30 

36 

13 

23 

No. examined . . ^ 

4Q { 


32 

31 

20 

25 

39 

187 

UnitB 









' — ' 

' ’ 


Throat awabs : 






1 29 






Aureus staphylococci 

.55 

76 

54 

18 

39 


53 

1 If 

42 

Coliform bacilli . . 

22 

12 

54 

41 

35 

25 

47 

33 

1 

33 

Rectal swabs: 












CoUform. bacilli . , 

98 

94 

96 

95 

86 

93 

95 

96 

95 

Streptococci 

75 

94 

too 

86 

77 

72 

84 

89 

84 

Excess streptococci 

3 

6 

8 

5 

22 

25 

31 

33 

16 

Aureus staphylococci 

55 

59 

38 

50 

33 

32 

32 

26 

35 

No. examined . . 

36 

17 

26 

22 

23 

23 

19 

27 

198 


Ali those iofanW received fluids or complemeotary feeds during the first few , 

MUd staphylococcal infections occurred in infants at Unit A iajntd-May, July, 
and late February and March, and in Unit B in mid-May and January* 

The following differences between the percentages of totals were statisucaily 

throat swabs*, aureus staphylococci D|SE ^ 3*8; colLform bacilli 
Rectal swabs; coliform bacilli D/SB =» 4*1; excess sircpiococa D/SE «* 5*0 ♦ 
aureus staphylococci D/SB » 2*6. 


cenlages of these cultures from which certain bacteria were 
isolated, and the other columns give the percentages for 
successive time periods during the investigation. These 
periods were the result of grouping successive v/eekly 
swabbings so as to give, when possible, about 20 or 30 
results in each period. 

Aureus staphylococci were less often cultured from both 
throat and rectal swabs taken in Unit A than from those 
taken in Unit B. The figures for successive time periods 
sho%ved that in both units these organisms were more often 
isolated at times when mild staphylococcal infections were 
occurring in the infants. Not enough data were available 
to show whether an increased prevalence of the organism 
preceded the appearance of infections as suggested by 
.■\lUson and Hobbs (1947) or occurred rapidly at the time 
when the first case was noted. The differences in the 
frequency with which aureus staphylococci were isolated 
in the two units can be attributed to a greater exposure 
of infants in Unit B. All infants in Unit B were in the 
same nursery as the infected infants, svhereas in Unit' A 
swabs were taken from infants in four nurseries and some 
infants were in nurseries where there were few or no cases. 
Infants in Unit B were often kept in the unit longer than 
those in Unit A. The environmental conditions in Unit B 
(see Roscoc, p. 1144 of this issue) were more likely than 
those in Unit A to allow the spread of organisms from 
infant to infant. 

Coliform bacilli were less often found in the throat and 
rectal swabs from Unit A than in those from Unit B. The 
percentage of cultures of rectal swabs yielding streptococci 


was similar it^the two units. The cultures of rectal swabs in 
which streptococcal colonies were in excess of those of coli- 
form bacilli formed a greater percentage of all cultures in 
Unit A than in Unit B. The percentage of cultures with 
excess streptococci increased in both units in November, 
when the time of incubation of the cultures was increased 
from 18 to 42 hours. The difference between the units 
was maintained throughout the investigation, though it was 
less in the later periods. The plates on which streptococci 
were present showed an excess of the organism more often 
in Unit A than in Unit B (Table III). - 


Table III. — Percentage of Cultures of Rectal Swabs with Streptu- 
cocci in which Streptococcal Colonies Outnumbered Colonies of 
Coliform Bacilli 


' 

1 Period ! 

Total 

April-May 

2 

’§ 1 

>7 

1 

et 

S 1 

3 

a 

V 

a 

a 

October *■ 

; 5 

l-'e 

ti 

> 

0 

z 

December o> 

i 

7 

a 

i 

8 

b 

Cj 

B 

.XI 

(2- 

March 

10 

a 

< 

Unit A 

I — 

~zr 



5: 

5 

48 

1 47 1 

43 

52 

44 

UoitB 

i 

4 

6 

8 

5 

1 

29 

1 

35 

1 

3’7 

1 

19 


In films of faeces, lactobacilli were found in 93% of 187 
examined from Unit A and in 71% of 198 examined from 
Unit B. Differences no.ted between the units were that 
in Unit B there was (1) a higher percentage of cultures 
yielding coliform bacilli, ( 2 ) a lower percentage of cultures 
with excess streptococci, and (3) a lower percentage 
of films showing lactobacilli. The explanation which sug- 
gested itself was that these differences were due to the 
fact that a greater proportion of infants in Unit B than 
in Unit A were receiving complementary feeds or were 
artificially fed at the time of examination. Below is pre- 
sented an analysis of data which were available on the effect 
of different feeding regimes on the bacterial flora. 

Differences between Cultures from Infants on Different 
Feeding Regimes 

_ Cultures were examined without knowledge of the feed 
given to the infant. With the help of Dr. Roscoe’s data 
the bacteriological results were analysed to show results 
for infants on different feeding regimes. 

In Unit B among 33 infants who were artificially fed 
the percentage of cultures of throat swabs yielding coliform 
bacilli was 60, as compared with 36% in 66 infants receiving 
complementary feeds and 29% in 42 infants who were 
breast-fed at the time of examination but had received 
fluids during the first few days of life. 

A regime of breast-feeding with no additional fluid oi 
food was introduced in two wards of Unit A in January 
This made it possible to compare the bacteriology of the 
throat and rectum of completely breast-fed infants with 
that of three groups of infants. The first group hadTeceived 
complementary feeds during the first few days of life but 
were breast-fed when specimens were taken ; the second 
group were receiving both breast and complementary 
feeds ; and the third group were artificially fed at the time 
of examination. 

The results (Table IV) varied in a similar way to those 
already mentioned. Coliform bacilli were not found in 
the throats of 65 breast-fed infants ; they were present in 
two of 28 infants who had received complementary feeds 
but were breast-fed when examined, in four of 28 infants 
who were receiving both breast and complement, and in 
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Table lV.~Percmtage of Positive Results in Infants in Unit A 
As<^a 3 or More Days on Different Feeding Regimes 



Feeding of Infant 

Breast 

Only 

Breast After 
Complement 

Breast and 
Complement 

Artificaal 

Throat s%\abs: 





Aureus staphylococci . . 

23 

29 

18 

21 

Colifonn bacilli 

0 

7 

14 

17 

Rectal sNsabs: 





Coliform bacilli 

62 

76 

S6 

100 

Streptococci 

S6 

71 

S2 

92 

Streptococci in excess . . 

41 

35 

21 

19 

Aureus staphylococci . . 

12 

14 

21 

12 

No. exaxaiped . . 

65 


23 

24 


tour of 24 infants who were artificially fed. Only one 
of the 10 infants whose throat swabs yielded coliform 
bacilli had vomited, and that one on a single day only. 
Three of the other nine had oral thrush. The remaining 
sLx Were apparently perfectly healthy infants. In cultures 
of rectal swabs coliform bacilli were isolated less often 
from infants who received breast milk only and with 
increasing frequency in the other three groups : (1) those 
solely breast-fed but having received complement, (2) those 
receiving breast and complement, and (3) those artificially 
fed. Streptococci were found in approximately the same 
percentage of cultures from all four groups, but their 
colonies were in excess of the colonies of coliform bacilli 
in a higher proportion of cultures from infants who were 
receiving breast milk only at the time of examination than 
in cultures from infants receiving artificial feeds solely or 
as complement 

The absence of coliform bacilli in the cultures of throat 
swabs from 65 infants who were entirely breast-fed and the 
isolation of coliform bacilli from the throats of a number 
of infants who had received or were receiving comple- 
mentary feeds (Table IV) suggested that, these bacilli had 
been introduced with the feeds.- In accord with this 
suggestion were the higher percentages of isolations of 
coliform bacilli from rectal swabs of artificially fed infants 
(Table IV) and the more frequent detection of Gram- 
negative bacilli in stained films of swabs from the same 
group of infants (Table V). Tests were made on several 


TabI-E V Percentages of Films from Rectal Swabs showing Different 

Numbers of Organisms 


__ \ 1 

j Feeding of Infant 

Organism | 

i i 

Breast 1 
Only . 

Breast After 1 
Complement i 

Breast and j 
Complement' 

[ Arufkial 

Laciobachli 

+ 1 
+ -r ' 

1 

19 1 

17 

54 

iS ! 

59 i 

20 

40 

35 

t 27 

1 

! 13 

Total j 

90 

93 1 

i 95 

: 77 

Gram-negative 

bacilli 

-r 

+ -f 
•F + t* 

15 

0 

Q 

! 17 

: .3 

i 0 

1 25 

1 5 

0 

r 43 

[ 

1 

Total 

is 1 20 1 

30 

67 

Gram-positive 

coco 

+ 

++4* 

17 1 3 1 

5 i “ 1 

25 • 

10 

0 

1 50 

14 

3 

Total 

19 j 3 1 

35 

67 

No. examificd j 

1 1 59 j 30 1 30 j 

1 » ! } ! 

1 30 


samples of the ingredients of the complementary feeds and 
of feeds prepared in the ward, but coliform bacilli were 
not isolated. This did not, however, rule out the possibility 
that bacilli were introduced with some feeds. It is probable 
also that there were alterations in the intestinal environment 
of the artificially fed infants which favoured the growth of 


coliform bacilli. The coliform bacilli isolated from the 
throat may have been merely transients • there, deposited 
from feeds or by regurgitation. 

. The Gram-stained films from rectal swabs provided 
further evidence (Table V) of differences in the intestinal 
flora of infants receiving different feeds. Lactobacilli 
were less often seen, and far less often seen in large num- 
bers, in the films from artificially fed infants than in films 
from infants receiving breast milk only at the time of 
testing. The converse w'as found for Gram-negative 
bacilli and Gram-positive cocci. 

Discussion 

The simple cultural methods which we used showed the 
following maximum percentages of isolations from infants 
aged 3 or more days ; (1) 54% for coliform bacilli from 
the throat in Unit B and 10% in Unit A; (2) 47% for 
excess streptococci from rectal swabs ; (3) 40% for aureus 
staphylococci from the throat and 50% from rectal swabs 
at times when no staphylococcal infections were occurring 
in infants. Films of faeces showed lactobacilli in large 
numbers in 60%, Gram-negative bacilli in 20%, and Gram- 
positive cocci in 15%. Figures of this order suggest that 
the methods might indicate the more frequent presence of 
large numbers of these organisms in infants with diarrhoea 
as compared with controls. Analysis of our results shows 
that in making these comparisons attention must be paid 
to the age of the infants and to the method of feeding, 
since these factors affect the results. 

The methods used in this study might therefore, if apph'ed 
to field investigations of epidemics, give a rapid indication 
of an abnormality in the bacterial flora of the cases. This 
would aid in deciding on the lines of search for the sources ■ 
of an infection and its mode of spread. Subsequent typing 
of strains vv’ould be essential in order to establish the 
identity or difference of strains isolated from patients and 
other sources. The simple cultural methods which were 
used may be successful when applied to cases in which the 
infecting organism is likely to be present in large numbers. 
In the search for carriers and in the bacteriological 
diagnosis of some cases selective media may be necessary. 
For example, Robertson’s meat medium with 10% of added 
NaCl (Maitland and Martyn, 1948) would be valuable for 
isolating staphylococci from faeces. The use of selective 
media would increase the percentages of positive results 
above those reported here and might reduce or eliminate 
differences such as we found. It does, however, appear 
from our results that the combination of simple cultural 
methods with rough quantitative estimates would be a 
practicable, and possibly a useful, method in field investiga- 
tions of epidemics of neonatal diarrhoea. 

Summary 

In order to obtain a base-line for the study of epidemics of 
neonatal diarrhoea simple bacteriological methods were applied 
to the e-xamination of throat and rectal swabs from infants in 
two maternity units. During the 12 months of the investiga-" 
tion the incidence of infections was low. 

Variations were noted in the percentages of cultures from 
which coliform bacilli, faecal streptococci, and aureus staphylo- 
cocci were isolated. Differences were found between the flora 
of infants e.xamined during the first four days of life. The 
incidence of aureus staphylococci was higher at times when 
staphylococcal infections were occurring. Coliform bacilli were 
more often isolated from the throats of infants who were 
receiving complementary or artificial feeds at the lime of 
examination than from the throats of breast-fed infants. In 
cultures of rectal swabs streptococci were more often present 
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in excess of coliform bacilli when specimens were taken from 
infants receiving artificial feeds than when they came from 
infants who were receiving breast milk only at the time of 
examination. Although coliform bacilli were not isolated from 
some feeds and Ingredients tested, the differences observed 
suggested that the bacilli might have been introduced with the 
feeds. Whether they were introduced in that way or from some 
other source, the higher incidence of coliform bacilli and their 
preponderance in the faeces of artificially fed infants may have 
been due to changes in the intestinal environment of these 
infants. . - 

Films from rectal swabs stained by Gram’s method were 
examined and rough quantitative estimates were made of the 
numbers of lactobacilli. Gram-negative bacilli, and Gram- 
positive cocci. Variations were found with infants of different 
ages and on different feeding regimes. 

It is suggested that the methods used in this study might be 
applied to field investigations of outbreaks of neonatal diarrhoea 
as a preliminary to typing of organisms and that they might 
help to direct investigations of the source and mode of spread 
of infection in the infant community. 

This study was planned as part of a combined clinical and 
bacteriological study of infections in newborn infants. We wish to 
thank Dr. Janet Roscoe for taking'swabs and for keeping clinical 
records for use in the analysis of the bacteriological findings. We 
are also indebted -to Dr. Joan Boissard for grouping some strepto- 
cocci in the early part of the investigation. 
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INCIDENCE OF INFECTIONS IN INFANTS 
IN TWO MATERNITY UNITS 

BY 

JANET D. ROSCOE,* M.B., B.S., D.C.H. 

First Assistant, Paediatric Unit, United Cambridge Hospitals 

Since May, 1947, all infections and illness, however trivial, 
occurring in the babies of two maternity units in Cambridge 
have been carefully recorded. Unit A took all normal 
obstetric bookings ; Unit B took the abnormal obstetric 
patients. In each ward day-by-day charts have been kept 
of the number of mothers, the number of live births, the 
number of babies in the nursery, and the number of these 
which were premature. Any infection which has occurred 
among the babies, the mothers, or the staff has also been 
recorded on these charts. Bacteriological investigations of 
the infected cases were undertaken by the Public Health 
Laboratory Service, Cambridge. In addition throat and 
rectal swabs of every baby in the ward were taken at inter- 
vals throughout the year. These results form the basis of a 
separate report by NlcFarlan et al. (see p. 1 140 of this issue). 

1 saw all the infected babies. A detailed analysis has 
been made covering the period from May, 1947, to April, 
I94S. The infection rate in Unit A was 8.3% (104 infected 
babies in 1.257 live births); in Unit B the' infection rate 
was 10.3% (19 infected babies in 185 live births) (Table I). 
It should be emphasized that the slightest evidence of infec- 
tion was recorded as such ; the smallest single pustule, or a 

•This »oik was umlcnaken while holding a grant from the Medical 
Research Coeisal. 


Table I . — Analysis of Infections 



Unit A j 

Unit B 

By Wards 

' Total 

VIIA 

^ VIIB 

IV 

VI 1 

1 

Eyes 

20 

19 

20 

9 1 

68 (5-4%) 

3 (i-6;o 

Skin . . 

4 

12* 

9 

1 

26*(2-1%) 

8* (4-3%) 

Umbilical discharge 

1 

— 

_ 


1 


Rhinitis 

— 

2* 

__ 

' _ 

2* 

4* 

Otitis media 

_ 

— 





3 

Thrush 

1 


3 


4 


Pneumonia . . 

1 

_ 

1 

_ 

2 


Green stools (i vomit) 

_ 

2 : 

1 


3 

1 

Chicken-pox.. 

' — 

j 

— 

— 

— 

1 

Total 

27 

33* 

34 

10 

104 •'(8-3%) 

19* (10-3%) 

Live births . . . . 

391 

343 

367 

156 

1,257 

185 


* Three babies had two infections at the same time — two in ward VUB and one 
in Unit B. The totals are therefore adjusted accordingly. 


Sticky eye if it remained sticky for longer than 24 hours, 
was recorded even if no pathogen was grown from the 
swab. 

Table II shows the distribution of infections in Unit A 
according to wards, with the number of live births, by four- 
week periods. It will be seen that the infections occurred 


Table II . — Time Distribution of Infections in Unit A 



Total 

Infcc- 





Wards 





Total 

Births 

VIIA 

VIIB 

IV 

VI 




I. 

B. 

I. 

B. 

I. 

'B. 

I. 

B. 

1947 

May 18-June 14 

6 

87 

I 

?3 

4 

27 

1 

I 

37 



June J5-Jui> 12 . . 

9. 

100 

5 

37 

3 

25 

22 

0 

16 

July 13- Aug. 9 . . 

3 

84 

1 

24 

1 

25 

1 

26 

0 

9 

Aug. iO-Sebi. 6 . . 

11 

89 

3 

. 30 

5 

29 

2 

27 

1 

3 

Sept. 7-Oct. 4 . . 

8 

106 

3 

33 

2 

29 

2 

31 


13 

Oct. 5-Nov. 1 . . 

2 

80 

0 

79 

0 

22 

1 

25 

1 

4 

Nov. 2-Nov. 29 . . 

6 

120 

0 

35 

2 

28 

3 

35 

I 

22 

Nov. 30-Dec. 27 

7 

94 

2 

32 

0 

19 

4 

27 

I 

16 

1948 

Dcc.28-Jan.24 .. 

10 

84 

3 

26 

1 

J 

24 

6 

21 

0 

13 

Jan.25-Fcb. 21 .. 

3 

94 

I 

31 

28 

1 

23 

0 

12 

Feb. 22-Mar. 20 

17 

107 

3 

29 

9 

35 

3 

31 

2 

12 

Mar, 2l-Apr 17 

13 

118 

2 

36 

5 

31 

5 

32 


19 

Apr. 18-May 15. . 

9 

94 

3 

2t> 

0 

21 

4 

30 

2 

17 


104 

1,257 

27 

391 

33 

343 

34 

357 

10 

156 


I. = Infections. B. = Births. 


more or less sporadically throughout the year, apart from a 
sudden increase in VUB early in 1948, when there was a 
small epidemic of spots and sticky eyes at the beginning 
of March. This was controlled by barrier nursing pre- 
cautions and the use of penicillin and sulphadimidine 
(sulphamezathine). None of the babies affected .was ill and 
the nursery was not closed. 

Very few upper respiratory tract infections and no intes- 
tinal upsets amongst the mothers or staff were reported 
during the year under review. It seems likely that this 
may have been a factor in the reasonably low infection rate 
amongst the infants. That there was no consistent rise 
of infections corresponding with increased business of 
the ward, as shown by live births, means no more than 
that there was adequate staff and space for potential 
cross-infection to remain controlled. 

In Unit A 20 infant deaths occurred during the year 
covered ; none was attributable to infection. Post-mortem 
examinations were made on 10 of these. Seven of the 
others were very premature (2-3^ lb. (0.9-1. 6 kg.) birth 
weight) and died within a few hours of birth ; the other 
three had severe congenital abnormalities and died within a 
few days. In this unit the only infection which caused 
serious illness was pneumonia ; two babies were affected, 
one being a premature infant of 3 lb. (1.36 kg.), but both 
eventually recovered. 
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In Unit B three babies recovered frorn one infection only 
to get another later ; these were counted as separate infec- 
tions; the tota! of 19 infections therefore implicates only 
16 babies. These infections also were spread fairly evenly 
through the year. One death was attributable to infection: 
the baby was the eighth child of the Family and obviously 
premature, though the dates were unreliable and birth 
weight was 5^ lb. (2.5 kg.). He never would suck and 
bad to be tube-fed. When a fortnight old he suddenly 
lost 9 oz. (0.25 kg.) in 24 hours and showed signs of otitis 
media. Staph, aureus was grown from the throat. In 
spite of penicillin, sulphadimidine, and intravenous therapy 
for 12 days, he died. Post-mortem examination revealed 
pus in both mastoid cavities from which finer, coli was 
grown. The other two cases of otitis media occurred four 
months later at ten days’ interval ; one was a premature 
baby of 3 lb. 2 oz. (1.39 kg.) whose ear discharged spon- 
taneously. Neither appeared seriously upset by their 
infection, and both cases cleared satisfactorily. 

Accommodation and Stalling 
These have such an effect on cross-infection in any hos- 
pital that it is important to give details for comparative 
purposes. From the following description it will be apparent 
that the staff were working under conditions less than ideal. 

tJnit A 

Accommodation. — Fifty-six mothers could be accommodated. 
Only normal cases were booked. These were divided between 
four wards as follows; 


Wiird 

Mother! 1 

Floor Area of Nufwy 

Poienrial Area per Coi 

VTIA .. 1 

>4 

216sa.ft.CJ2 X 18) 

154 sq.ft. 

VUB ,, ' 

14 1 

384 sa. ft. (12 X 32) 

274 sq. ft. 

IV 1 

16 1 

1.152 sq.ft. (24 x 48) 

li f'v. 

VI 

IZ 

270 «i. ft. (15 X 18) 

1 

22-5 sq. ft. 


Ward VI was regarded as an overflow ; it was opened in June, 
1947. and was closed twice during the year under review for two 
or three weeks each time, it had not its own labour ward ; women 
were therefore delivered in Ward IV or VILA, the mother and 
baby then being transferred to Ward VI at once. Each ward 
bad Us own nursery in which the babies were nursed in separ- 
ate cots. It will be realized that the potential cot space varied 
greatly in the different wards. Ward IV had plenty of space ; 
in Wards VIIB and VI there was very little space between each 
cot; and in Ward VIIA the cots almost touched. All the 
nurseries had good windows. No provision was made for the 
isolation of infected or premature babies, unless by chance one 
of the side rooms, of which there were two each on all the 
wards but VI, happened to be available. Infected babies were 
therefore usually nursed in a comer of the nursery. 

Staff . — Each ward had one sister and one staff nurse; in 
addition there were pupil midwives jundenaking the first si.x 
months of their C.M.B. training) — si.\ on Ward IV and four on 
each of the other wards. All the nurses attended the mothers 
and the babies; there were no "nursery nurses” who looked 
after the babies and no one else. Each ward had also one 
nursing orderly and one charwoman. The night staff consisted 
of one sister, four staff nurses, three pupil nurses, and eight 
assistant nurses. On any one night a total of nine or 10 nurses 
were distributed round the four units. There was one resident 
house-surgeon. The medical officer lived out and paid a daily 
visit. 

Nursery Technique . — Masks of one sort or another had to be 
worn by anyone entering the nursery ; but in fact the mask 

drill ” had been somewhat neglected and masking had become 
perfunctory. Gowns were not worn. At birth sulphacetamide 
drops were instilled into the eyes; the baby was then bathed 
and ssetshed. Two days later it was bathed and weighed again. 


and thereafter daily. Each nursery had, next to the ba.sin, a 
bathing-tible covered with a mackintosh and sheet, on which 
the baby was placed on his own towel for bathing or changing. 
The basin was mopped round with "ibcol” between each 
bathing. The buttock ointment was kept in a communal jar 
but was extracted with a small square of lint, a separate piece 
for each baby, so that the nurses’ fingers should not touch the 
ointment. After changing, the soiled napkins and clothes were 
dropped in a bucket ; after feed-time these were taken to the 
sluice-room, where the nurses rinsed them in plain water before 
sending them to the common laundry. Babies were taken to 
and from their mothers, one under each arm, at feed-times. 
Mothers did not mask unless they had a cold or sore throat. 
There was no Special routine care of mothers’ breasts or hands. 
The nursery floors were swept once a day. 

Feeding. — Until January, 194S. all babies were offered, after 
each breast-feed for the first three days of life, a comple- 
mentary feed, of a dried milk preparation which, when reconsti- 
tuted, had a relatively high carbohydrate percentage. This was 
given by a nurse or the mother by cup and spoon. From 
January, 1948, two wards continued this practice, while the 
other two gave no complementary feeds or fluids except in 
special cases. WTien complementary or supplementary feeds 
were ti.<ed they were made up in the ward kitchen. There was 
no milk kitchen. Bottles and teats were boiled in a fish-kettle 
on the gas-stove. 

Unit B 

Accommodation. — ^This unit was the maternity unit in the 
general hospital. The intention was that only abnormal 
obstetric cases should be admitted. There were two lying-in 
wards, taking six and four women respectively. The only 
nursery was very small (10 ft. 6 in. by 13 ft. — 3.2 by 3.96 m.) 
with one window facing north. There were nine cols, which 
were packed in threes on three trolleys ; the sides of the cots 
were touching and there was barely 1 ft. (30 cm.) floor space 
between the trolleys. Infected or premature babies could not 
be properly isolated ; the bathroom (sister’s office) was used in 
conjunction with an oxygen bo.x as the only place available 
away from the nursery. 

Stag. — A nursery nurse attended to the babies, but when she 
was off duty or needed assistance one of the pupil nurses on 
the unit came into the nursery to help. At night there was only 
one nurse for the whole unit ; she attended to the mothers and 
babies. One ward maid " charred ’’ for the unit, A paedia- 
trician attended daily. 

Nursery Technique. — Masks were worn in the nunery, but 
here again masking had become careless. There was one gown 
per infant, which was worn for washing or changing or artificial- 
feeding tbal infant ; when taken off it was rolled up and put on 
top of the baby's basket on the trolley undemeaih the cots. 
These baskets were therefore closely packed. Babies were 
weighed at birth, again on the third day, and thereafter daily. 
They were bathed at birth, then ’’ topped and tailed ” daily 
until the cord came off. and thereafter were bathed daily. 
Bathing and changing were done on the nurse's lap. The floor 
of the nursery was polished parquet. During the daily sweep 
and polish the trolleys were pulled out into the corridor and 
the cols on them covered with a single layer of butter muslin. 
Otherwise the technique wns similar to that described for 
Unit A. 

Feeding. — According to the mother’s condition the baby was 
put to the breast after 24 to 48 hours. Until then boiled water 
was given. This, and the anificial feeds given when necessary, 
were prepared in the ward kitchen. Bottles and teats were 
boiled in a fish-kettle on the gas-stove. 

Discussion 

It is interesting to compare infection rates aroongit the 
babies of maternity units in different parts of the country 
from time to time. Various earlier reports (Henderson, 
1943; Comer, 1946: Department of "Htallh for Scotland, 
1947) have recorded infection rates for neonatal units of 
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between 20% and 30%.. While the present report was in 
progress another was published (Frazer, 1948) which is 
salutary to all who had been achieving rates of about 10%, 
for in Belfast the commendably low figure of under 3% 
was reached. So far as can be ascertained the criteria of 
infection used by each observer were similar to those 
employed at Cambridge. 

It will be appreciated from Table III that eye infections 
are usually the most prevalent and skin infections next so. 
However, Frazer’s figures and those of Unit B show skin 

Table III. — Records of Neonatal Infection Rates 


THE RELATION OF STAPHYLOCOCCUS 
PYOGENES TO INFANTILE DIARRHOEA 
AND VOMITING* 

BY 

G. MARTYN, M.R.C.S., L.R.C.P., D.P.H. 

Research Fellow in Child Health, University of Manchester 

(From the Department of Child Health and the Department of 
Bacteriology, University of Manchester) 



Cambridge 

2947-S 

Edinburgh 
(Henderson, 1943) 
1940-2 

Bristol 

(Corner, 1946) 
1944-5 

London 

St. HeUer* 

1945 

CO 

o\ 

S or) 

1 Unit A 

Unit B 

A ; 

1 

B 

Total live births 

1,257 

185 

8.075 

3,344 

3,190 

1 1.293 

2.274 

Total infections 

8-28% 

10-28% 

29-8% 

25-9% 

29-7% 

1 21% 

2-77% 

Eye infections . . 

5-4% 

1-62% 

15-9% 

13-49% 

17-6% 


0-61% 

Skin infections 

2-06% 

4-32% 

6-8% 

i 6-58% 

10% 


1-58% 

Thrush 

0-32% 

0 

4-9% 




0-35% 


* Department of Health for Scotland Report, 1947, p. 24. 


infections to be nearly three times more common than eye 
infections. It is therefore interesting to conjecture whether 
the covering of the cot with gauze as practised by Frazer, 
which minimizes dust-borne infection, and the removal of. 
the babies during the cleaning of the ward in Unit B 
in Cambridge had any part in the reversal of the usual 
finding. 

The incidence of infections in hospital nurseries must be 
related to the quality and number of sta5 available. How- 
ever, it would also seem likely that the architectural arrange- 
ments of the unit are of great importance. In the Belfast 
Maternity Home (Frazer, 1948) the basic units accommo- 
dated five or six mothers and babies, and the number of 
deliveries was such that a unit could be filled within 
24 hours, allowing a thorough cleaning and airing of each 
unit for 24 hours between each intake. These arrangements 
would seem to be a factor in reducing cross-infections. 
These small units are very different from the large nursery 
for 50 babies described by Corner, even though the Bristol 
nursery was partially divided into three sections. In the 
Edinburgh nurseries, on which Henderson reported, a large 
number of babies are also collected in one room (personal 
communication). 

These observations suggest that one way of reducing the 
hospital neonatal infection rate would be to reduce the 
number of babies in each nursery unit. By reducing the 
infection rate among newly born infants the death rate from 
infection in this age group should also be reduced. Infec- 
tions are responsible for over 25 % (Department of Health 
for Scotland, 1947) of neonatal deaths, and they are the 
most readily preventable cause. 

I would like lo thank Dr. Allan McFarlan, Dr. French, and the 
slatf of the County Maternity Unit for their help and co-operation. 
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The aetiology of infantile diarrhoea and vomiting remains 
obscure despite the efforts of many investigators. Amongsi. 
the many suggested causative bacterial agents mentioned 
is the staphylococcus. The purpose of this paper- is to 
present the findings in an investigation to determine 
whether Staphylococcus pyogenes was a possible direct 
. cause of the gastro-intestinal condition. The staphylococcus 
in relation to parenteral infection as a cause of diarrhoea 
and vomiting is not considered. 

Draper and Brown (1946) recorded the presence ol 
Staph, aureus in the stools in 26.5% of infants aged 0-1 
year suffering from enteritis. One death occurred, in a 
child 8 months of age who had had a history of diarrhoea 
for six weeks before admission to hospital and died nine 
days later ; the faeces contained pus and mucus. Felsen 
and Wolarsky (1942) reported an outbreak of epidemic 
diarrhoea of the newborn in 19 babies ; they found Staph 
aureus in pure culture in two cases, and it was the pre- 
dominating organism in a third case. These authors 
suggested that the presence of Staph, aureus was significant, 
but they were uncertain whether tfieir evidence was suffi- 
cient to incriminate any single bacterial agent. Kramer 
(1948) reported a fatal case of enteritis in a child aged 
6 weeks, and described the condition as one of staphylo- 
coccal enteritis on the finding of a coagulase-positive 
streptomycin-resistant Staph, aureus from the terminal 
ileum at necropsy. Staph, aureus was not cultured before 
the child’s death. 

-Crowley et al. (1941), in their investigation of epidemic 
neonatal , diarrhoea in maternity hospitals, found a 
, coagulase-positive Staph, aureus in two cases in, a series 
of 10 infants. They concluded from the evidence that there 
was nothing to justify the claim that the staphylococcus 
was anything more than a possible cause in some out- 
breaks. Taylor et al. (1949), in a series of 19 babies in 
two outbreaks of infantile diarrhoea and vomiting, found 
Staph, pyogenes in the stools on six occasions, and showed 
by phage-typing that the staphylococci did not belong to 
the types commonly present in staphylococcal food- 
poisoning. Because they found a low incidence and a 
sparsity of staphylococci in rectal swabs they discontinued . 
further phage-typing. 

The incidence of staphylococci in the stools of normal 
infants has been recorded by Duncan and Walker (1942), 
who found Staph, aureus in 74.4% of 61 newly born infants 
(method of isolation not stated), and by Martyn (1949), 
who, using a selective medium for the isolation of 
staphylococci, reported the presence of Staph, pyogenes in 
50% of 130 healthy infants aged 0-7 days. Crowley et al 
(1941) isolated Staph, aureus once in 57 normal breast-fed 
infants aged 3-23 days. 


•This work was undertaken whilst holding the Cow and Gale 
Research Fellowship in Child Health, University of Manchester. 
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The Present Investigation 

This paper records the results of an investigation into 
the incidence of Slagji. pyogenes in the stools (a) of infants 
in hospital suffering from diarrhoea and vomiting, (h) in 
infants in hospital not suffering from gastro-intestinal 
symptormi, and (c) in a number of healthy babies attending 
a child-welfare clinic. The last two groups were examined 
to serve as controls. 

All the infants in this series were aged between 2 weeks 
and I year. The majority of them were in the age group 
1-3 months. The investigation was carried out between 
October, 1948, and July, 1949, and includes cases from four 
hospitals. 

Bacteriological Methods. — Rectal swabs from the infants 
were plated as soon as po'ssible after collection on horse- 
blood-agar plates and inoculated into a 10% NaCl meat 
medium recommended by Maitland and Martyn (1948) as 
being selective for staphylococci. All staphylococci isolated 
were tested for coagulase production ; all positive strains 
are referred to as Staph, pyogenes, and these strains were 
tested for sensitivity to penicillin (40 units per ml.) and 
streptomycin (1,000 units per ml.), using soaked strips of 
filter-paper laid over 18-hour broth-culture streaks of the 
organism on agar plates. In addition all Staph, pyogenes 
strains were bacteriophage-typed, using the series of phages 
in routine use at the Central Public Health Laboratory, 
London. The strains classified as non-typable were tested 
against all the staphylococcal phages. In every case strains 
were tested against Kreuger phage. 

Results of Culture. — Cultures were made from 119 
infants with diarrhoea and vomiting, from 78 infants in 
hospital with no gastro-intestinal symptoms, and- from 44 
healthy infants attending a child-welfare clinic. The results 
are summarized in Table I. The incidence of Staph. 


Table 1 .— Incidence of Staph, pyogenes in Cases of Infantile 
Diarrhoea and Vomiting and in Controls, with Results of 
Sensitivity to Penicillin and Streptomycin 



Cases of 
InfaniUe 
Diarrhoea 
and 

Vomiusg 

Coatrols 

Source 

la-patient 

Out-patient 

Total 

Total Nos. of cases . . 
Staph, pyoser.es isolated 
PcaicilUn-rcsisiant . . 
Streptomycin-resistaai 

119 

53 (44-5%) 
15 (2S-3^) 

2 

78 

41 (52-5%) 
13(31-9%) 

2 

44 

15(34%) 

9 (60%^ 

0 

122 

56 (46%) 

22 (43-9%) 

1 


pyogenes in cases (44.5%) and in controls (46%) showed 
a close similarity. There was a low incidence of 
streptomycin-resistant strains, only four being isolated. 
The frequency of penicillin-resistant strains was little 
different in cases and controls in hospital, but was higher 
in the out-patient controls ; the difference is not, however, 
statistically significant. In Table U the incidence of 

Table If. — Incidence of Phage Types in Strains of Staph, pyogenes 
Isolated from Cases of Infantile Diarrhoea and Controls 


Numbcn of Phage Tj'pes 


Source of 
Sijph. pycser.es 

Not 

Typable 

NO 

r— 

•V 


47/53 

47/54 

r» 

r— 

■*e 

fS 

< 

r« 

•n 


•> 

Cases of diarrhoea 
aad vomiung (53 

11 1 

j 

1 i 

5 

1 


4 

19 1 

2 1 


3 


1 

Conuots (54 straiiu) 

9 


5 

3 

1 

2 , 

19 ! 

1 1 

6 

0 

4 

4 


bacteriophage types of the Staph, pyogenes strains isolated 
IS recorded ; the nomenclature, as already stated, is that 
used by the Central Public Health Laboratory. The 


distribution of types and the proportion of non-typable 
strains was similar for cases and controls. It is noteworthy 
that one type (47) accounted for almost half the typable 
strains. TTiis type was also found to be prevalent in the 
staphylococci isolated from healthy newborn infants 
(Martyn, 1949), the strains having been typed after publica- 
tion, and nearly all these type 47 strains were penicillin- 
resistant Of the 38 strains of phage type 47, 26 were 
penicillin-resistant Type 6/47 is recorded five times in the 
two groups : this type has been shown by Allison (1949) to 
be often associated with staphylococcal food-poisoning. 
There were 20 non-typable strains. 

Discussion 

The presence of Staph, pyogenes in the stools of 44.5% 
of infants suffering from iarrhoea and vomiting and in 
46% of controls who either were not suffering from diar- 
rhoea and vomiting or were normal, the close similarity of 
phage-type distribution in the two groups, and the close 
correlation of sensitivity to streptomycin and penicillin do 
not seem to indicate that the organism bears any causal 
relationship to infantile diarrhoea and vomiting. 

The use of a highly selective medium for the isolation 
of Staph, pyogenes from the stools e.xplains the high inci- 
dence of the organism, as on only four occasions wa.' 
Staph, pyogenes isolated direct on blood agar — twice in 
cases and twice in controls. 

There were 13 deaths recorded in children examined 
bacteriologically ; in four of these Staph, pyogenes was 
isolated, but then only as a result of using the selective salt- 
meat medium. It should be mentioned that the number of 
staphylococci in the original inoculum was not known. In 
cases and controls in which Staph, pyogenes was present 
there may have been fewer than 10 organisms, because, as 
Maitland and Martyn have shown, the salt-meat medium 
will detect small numbers of staphylococci when mixed 
with large numbers of other bacteria. The failure to isolate 
staphylococci direct on blood agar, except in four instances, 
suggests that the number of staphylococci present in the 
stools is very low. The failure of cases to respond to 
streptomycin therapy (Holzel, Martyn, and Apter, 1949) 
does not suggest that an organism nearly always found to 
be sensitive to the antibiotic in vitro bears any causal 
relationship to the disease. None of the cases in this 
investigation were found to have either blood or pus in 
the stools as did many of the cases recorded by Draper 
and Brown (1946) : whether they were dealing vvith the 
same clinical condition is a matter of conjecture. 

If consideration is given to all the data available there 
seems to be no evidence that Staph, pyogenes bears any 
direct causal relationship to infantile diarrhoea and 
vomiting. 

Summary ' 

A bacteriological investigation of the incidence of Staph, 
pyogenes was carried out in cases of infantile diarrhoea and 
vomiting and in infants not suffering from any gastro-intestinal 
abnormality. 

Staph, pyogenes was isolated from 44A% of the stools of 
119 cases of diarrhoea and vomiting and from 46% of con- 
trols. Only four streptomycin-resistant strains were encoun- 
tered in 109 strains of Staph, pyogenes tested. 

Bacteriophage types were distributed evenly in the two groups. 
Type 47 predominated, being found in 35% of the total number 
of strains tested. A food-poisoning type (6/47) was found five 
times in each of the two groups. The relationship of Staph, 
pyogenes to infantile dianhoea and vomiting is discussed, and 
the general conclusion is drawm that this organism bears no 
relationship to the disease. 
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MORTALITY AND SURVIVAL RATES IN 
MALES WITH SILICOSIS OR 
SILICO-TUBERCULOSIS 


compajatively small. After the age of 40 this proportion 
increases fairly- rapidly. Nevertheless, even before the lung 
changes have progressed to diagnostic level on a radio- 
graph, they have from a pathological point of view been 
initiated and such risks to health as may be associated with 
silicosis have started to operate. With the same line of 
argument, it appears logical to credit a case in which sili- 
cosis was first diagnosed at the age, say, of 52 with sur- 
vival from age 40 to age 52, because there can be no 
doubt that the silicotic -hazard has existed continuously since 
the age of 40. It is necessary to have some standard with 
which comparison of ' the survival rates in silicosis and 
silico-tuberculosis can be made.' For this purpose the data 
in the English Life Table No. 10 (Registrar-General, 1931) 
have been used. From the “lx ’’‘column a percentage 
survival rate for ages over 40 has been calculated. This 
represents the survival rates for males in .England and 
Wales starting at age 40. 

Survival rates at ages over 40 for silicosis and silico- 
tuberculosis together with the control survival rates are 
given in Table I and expressed graphically in the Chart. 


BY 

H. MIDGLEY TURNER, M.D., M.R.C.P,, D.P.H. 

Chest Physician, Sheffield Regional Hospital Board: Lecturer 
in Tuberculosis, Sheffield University 

AND 

VV. J. MARTIN, D.Sc., Ph.D. 

From the Medical Research Council's Statistical Research Unit: 

London School of Hygiene and Tropical Medicine 

Whilst the literature on silicosis and silico-tuberculosis is 
voluminous, there are few published data on the .expec- 
tation of life in these two conditions. So far as silico- 
tuberculosis is concerned, as the prognosis is obviously 
dominated by the tuberculous element its assessment is 
not unduly difficult to the experienced chest physician. 
The necessity for data is much greater in silicosis without 
tuberculosis, as the question of expectation of life may be 
raised in connexion either with Ufe insurance or with 
compensation, but most physicians see too few cases to 
establish criteria. The data upon which this paper is based 
have been accumulated by one of us (H.M.T.) in Sheffield 
during the last 19 years ; the statistical analysis is the 
svork of the co-author (W.J.M.). 

Sheffield is traditionally the home of the grinder, but 
it is perhaps not so well known that a number of other 
trades in Sheffield also carry an occupational hazard of 
silicosis. These trades are sand- and shot-blasting, fettling 
steel, steel-dressing, ganister mining and quarrying, ganister- 
crushing, silica-brick making, building, repairing,and scaling 
furnaces lined with silica bricks, stone-masonry and stone- 
dressing, and finally coal-mining. Records have been accu- 
mulated of 857 men in whom some degree of silicosis or 
of silico-tuberculosis has been diagnosed. Of these 43 had 
no opportunity of reaching the age of 40 years, and have 
been excluded. The series therefore consists of 814 men 
with silicosis or silico-tuberculosis each of whom reached 
the age of 40 years and had the opportunity of reaching the 
age of 41 or more. 

The reasons for the selection of 40 as the commencing 
age in the series are as follows. Silicosis is a condition 
which develops gradually as a result of an occupational 
hazard over a period of years. The proportion of cases 
in which it is possible to diagnose silicosis with certainty 
below the age of 40 varies in ditlerent processes, but is 


Table I . — The Number of Survivors' at Each Age Expressed as a 
Percentage of the Number at Age 40 


Age 

Silico* 
tuberculosis 
(466 Men) 

'Silicosis 
(348 Men) 

Engb'sh Life 
Table No. 10 
(1930-2) 

40 

100 

100 

100 

41 

98-7 

99-4 

99-4 

42 

97-2 

99-1 

98-8 

43 

95-3 

98-6 

98-2 

44 

94-0 

98-3 

97-5 

45 

91-8 

97-7 

96-8 

46 . 

89-2 

97-4 

96-0 

47 

870 

96-5 

95-2 

4S 

84-3 

95-8 

94-3 

49 

81-9 

94-2 

93-4 

50 

78-1 

92-6 

/ . 92-4 - 

51 

75-3 

90-9 

91-4 

52 

72-6 

87-6 

90-3 

53 

.69-2 

86-6 

89-1 

54 

66-9 

84-5 

87-9 

55 

63-6 

80-0 

86-5 

, 56 

59-9 

76-8 

851 

57 

55-6 

72-5 

83-7 

58 

50*1 

70-6 

82-1 

59 

44-7 

66-0 

80-4 

60 

39-7 

61-4 

78-6 

61 

35-3 

57-7 

76-7 

62 

31-4 

53-5 

74-7 

63 

25-7 

49-2 

72-5 

64 

22*2 

44-9 

70*3 

65 

200 

40-3 

67-8 

66 

16-3 

36-5 

65-3 . 

67 

14 6 

30-6 

62-5 

68 

12-1 

26-6 

59-7 

69 

90 

21-4 

56-7 

70 

5-7 

18-0 

53 6 

71 

4-5 

16-3 

50-3 



> ACE 

Chart showing percentago of survivors from age 40. 
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Before considering these findings it is nece<;~ari’ to give 
further information rvith regard to the senes upon vrhich 
the analysis is based. The 814 cases divide into 466 in 
which silicosis accompanied by tuberculosis was diagnosed 
and 348 in which silicosis without tuberculosis was diag- 
nosed (referred to below as “pure silicosis") All cases 
m w hich a diagnosis of tuberculosis was made at any time 
are in the group of silico-tuberculosis. It is interesting to 
note, however, that the group of pure siheosis cases was 
a' relatively stable group, and only 23 cases were first diag- 
nosed as pure silicosis and later developed tuberculosis. In 
this series, therefore, the chances of a case originally diag- 
nosed as pure silicosis later developing tuberculosis were 
6 in 100. The 23 cases included a man diagnosed as a 
case of heavy silicosis at the age of 69 who developed acute 
tuberculosis one year later, and a man aged 62 who 
developed tuberculosis at the age of 63. The other 21 
cases ranged in age from 33 to 57 (average 46 years) when 
silicosis was first diagnosed. The average age at which 
tuberculosis was diagnosed in these 21 cases was 54 years. 

Of the 814 cases in the whole series 610 ( 75 %) have 
been followed till death occurred ; the remainder, with the 
e,\ception of 15 cases which “left the area ” or were “lost 
sight of " at various ages, are still alive. These 15 cases 
drop out of the survival table at the age at which they 
were last known to be alive. The distribution of the series 
between various occupations is given in Table n. It will 


T.vauE n — Distribution of the Cases Between Various Occupations 



1 Silico-tuberculosis 

1 Pure Silicosis 


OccupaHoa 








Alive 



Alive 

Dead 

Dead 



49- 

2S0 

32 

140 

521 

Fettlers and steel-dressers 

9 1 

32 

19 

24 : 

S4 


8 

IS 

24 

16 

63 

Masons and stonc^astin 
Goolster^uorkers. quarry. 


21 

14 

1 

20 

42 

TTiIng, crusiers, etc. . . 

3 

11 

11 

39 

Sand* and shot-blasicrs . . 
Furnace builders and re- 

3 

12 

8 

5 • 

28 

paircrs 

Miscellaneous 

6 

1 4 

5 

! 5 

4 

3 

1 4 

! 6 

19 

13 

Totals . - 

! S2 

3S4 

! 122 

226 

814 


be noticed that the ratio of silico-tuberculosis to pure sili- 
cosis varies in different trades. Thus of 521 grinders 329 
(63%) had silico-tuberculosis, of 84 fettlers and steel- 
dressers 41 (49%) had silico-tuberculosis, whilst of 63 
coal-miners only 23 (37%) had silico-tuberculosis. The 
appreciably lower proportion of sihco-tuberculosis in coal- 
miners is in line with the e.\perience of other workers. 
Fletcher (1948) discusses at some length the relau'on of 
tuberculosis to the pneumoconiosis of coal-miners, and 
sums up by stating that clinically tuberculosis appears as 
.tn infrequent but often serious complication of the disease. 
Clinical e.vperience in Sheffield supports the view that 
the prognosis so far as tuberculosis is concerned in the 
sihco-tuberculosis of coal-miners is better than the prog- 
nosis of comparable cases in grinders. Gardner and others 
(1930) cited e.xperimental evidence in favour of the theory 
that the dust from coal may e.xercise a favourably modi- 
fying effect on the development of tuberculosis. Reference 
has been made elsewhere (Turner, 1939) to the fact that, 
quite apart from the question of silicosis, the incidence of 
sputum-positive pulmonary tuberculosis among coal-miners 
in the Sheffield area is noti high, and that, moreover, it 
shows an absence of the middle-age peak in the age- 
incidencc curve which is a characteristic feature in the age- 
incidencc curve for occupations unfavourable with regard 
to tuberculosis. Cummins (1935) suggested that coal dust 


in a miner’s lung acts as an adsorbent of tuberculin and 
in so doing reduced the toxicity of any lesions which may 
occur. This theory and the work of Cummins and 
Weatfaerall (1931) upon which it is based must be accorded 
considerable weight. 

The very high proportion of grinders who develop tuber- 
culosis with silicosis has in the past been attributed to the 
harmful effect of silica together with the bad working con- 
ditions that have prevailed in the industry'. It is, however, 
well" to bear in mind that grinders and" sand- and shot- 
blasters are abrading steel and may well also inhale fine 
particles of the metal. Tuberculosis is a common compli- 
cation of the sidero-silicosis found in haematite miners. 
Stewart and Faulds (1934) gave details of post-mortem 
findings in 15 haematite miners, and in 11 of these the lungs 
showed evidence of tuberculosis accompanying the sidero- 
silicosis. It is possible, therefore, that the presence of iron 
in the lungs may exercise an unfavourable effect on local 
tissue resistance to tuberculosis. 

Discussion of Findings 

As would be expected, the survival curve for silico-tuber- 
culosis shows the greater deviation from the control survival 
rates, and this deviation begins in the first year of risk. 
Tuberculosis with or without the mention of silicosis is the 
cause of death in the majority (313 of 384 deaths in this 
group were due to tuberculosis). At the Johannesburg 
Conference (Gardner and others, 1930) the question was 
put, “ What is the prognosis in a case of silicosis with 
tuberculosis ? ’’ The agreed answer was, “ This is always 
serious ; it is worse (1) when the tuberculous infection 
occurs at the outset of the silicosis, (2) in younger than in 
older subjects, (3) than in cases of tuberculosis alone." 
Clinical experience in Sheffield endorses this answer, with 
a reservation on its second part. When tuberculosis either 
first manifests itself or recrudesces in later life it is often 
of an acute type with a rapid downhill course. 

One handicap in the treatment of silico-tuberculosis is 
that collapse therapy is rarely either indicated or helpful. 
There are several reasons for this. The majority of the 
patients are in their fifth or sixth decade, and there is often 
difficulty in judging the contralateral lung both with regard 
to its functional capacity and also to the presence of active 
tuberculous lesions. It is probably the almost invariable 
reduction in cardio-respiratory capacity, due partly to con- 
comitant emphysema, which is the main contraindication 
and which is responsible for disappointments when collapse 
therapy is tried. In favourable circumstances with con- 
servative treatment, particularly in the middle-age group, 
there is a tendency for the disease to assume the productive 
form, and such cases may survive for many years without 
ever achieving complete quiescence, but with only moderate 
disability. In a small proportion complete arrest of the 
tuberculous disease is obtained, but even so life is usually 
shortened because of damage to the cardio-respiratory func- 
tion. In view of the generally poor prognosis in cases of 
silico-tuberculosis where the disease is in the exudative 
phase, and, the general lack of application of collapse 
therapy, experiments with streptomycin would be justified. 
One such case can be quoted. 

A steel-dresscr was first seen in J93I, at the age of 39, when 
he had slight silicosis. He continued at his trade and in 1943 
was seen again, and an x-ray film showed moderate silicosis. 
In 1946 the position remained unchanged. In November, 1948, 
at the age of 57, he had a febrile illness, diagnosed as a broncho- 
pneumonia localized to the left lower zone. As his recovery 
was slow he was refened to the chest clinic, and proved to 
have a localized e.xudative tuberculous lesion in the left lower 
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lobe, with tubercle bacilli in the sputum there was moderate 
silicosis of both lungs. He was admitted to a sanatorium and 
given I g. of streptomycin daily for 60 days. Within three 
weeks the sputum disappeared and a radiograph showed diminu- 
tion of the mottling in the left lower lobe, suggesting that the 
exudative reaction had ceased and that the absorptive and 
productive phase had started. Six months after the beginning 
of treatment he was able to return home, with the tuberculous 
process apparently quiescent, general condition excellent, and 
B.S.R. 6 mm. in the hour. 

Turning to pure silicosis, it will be noticed that the sur- 
vival rates up to the age of 51 years are almost identical 
with the control rates. Thereafter the silicosis group shows 
a definite adverse deviation which increases year by year, 
until by the age of 65 the survival rate is 27% below the 
control and only 20% above that for the silico-tuberculosis 
group. These findings indicate that pure silicosis is asso- 
ciated with a definite decrease in expectation of life as 
compared with males in the community at large. Table III 


Table III . — Cause of Death in 610 Cases 


Cause of Death 

Grinders 

Fettlers 
and Steel' 
dressers 

Coal- 

miaefs 

Other 

Trades 

Totals 

Pulmonary tuberculosis 


222 

31 . 

14 

46 

313 

Silicosis .. 


62 

8 

3 

19 

92 

Bronchitis 


38 

5 

5 

8 

56 

Pneumonia 


12 

3 

5 

7 

27 

Cancer: 







Lure and mediastmum 1 

19 

3 

2 

8 

32 

Oesophagus « « 

, 1 

3 




3 

Stomach . , 


3 




3 

Colon . . . , 

. ■ 



I 


I- 

Rectum 


I 



1 

2 

Larynx 


1 




1 

Prostate 


] 



1 

2 

Other sites 


2 



4 

6 

Cerebral haemorrhage 


10 


1 

1 

12 

Arienosclerosis . . 


7 



2 

9 

Chronic nephritis 


3 



2 

5 

Coronary disease 


4 

2 


1 

7 

Heah toilur^ 


6 



1 

7 

H>pertcn<ion 


2 




2 

Cerebral thrombosis 


3 




3 

Suicide 


2 




2 

Appendicitis 


1 

1 


1 

3 

(nfecuve endocarditis 


1 



1 

2 

Accident and violence 


1 

2 



3 

Rupture of heart 


1 




1 

Acute intestinal obstruction 

I 




t 

Diabetic coma 


1 




1 

Occlusion of mitral valve 

1 




1 

Cirrhosis of liver 


I 




1 

Amyotrophic lateral setero- 






SIS 


I 




1 

Gastric ulcer and haemat- 






emesis . . 



I 



t 

Pulmonary embolism 


1 




1 

Proitaieciomy 


1 




1 

Infarction of bowel 


I 




, t 

Cause unknown . . 


7 




7 

Totals 

420 

56 

31 

103 

610 


shows that, excluding the 313 deaths due to pulmonary 
tuberculosis, 209 (70%) of the remaining, 297 deaths were 
due to respiratory conditions. In clinical experience, also, 
the elTects of silicosis and its frequently concomitant emphy- 
sema and bronchitis on the cardio-respiratory function begin 
to become more apparent with each passing year after 
the age of 50. Shortness of breath on e.xertidn causes some 
limitation of activities in the majority of silicotics by the. 
age of 55, and in some this reduction of cardio-respiratory 
function constitutes the salient feature of the clinical 
picture. How much of this disability is due to emphy- 
sema and loss of elasticity of the lungs and how much is 
due to changes in the pulmonary circulation and the right 
heart is a-matter meriting further study. There is, how- 
ever, little doubt that the resistance of elderly men with 
silicosis to respiratory infections is less than could reason- 
ably be expected. When pneumonia occurs in men with 
silicosis it is serious, and radiological residua arc common 
in survivors. These residual shadows are probably due to 
persisting lobular or segmental collapse. 


One other cause of death which deserves further reference 
is cancer of the lung. 32 (11%) of 297 deaths from causes 
other than tuberculosis were due to cancer of the lung, and 
there was one death from cancer of the larynx. Of the 
deaths from cancer of. the lung 19 occurred in grinders, 
which suggests a heavy incidence in this group of workers 
when account is taken of the toll exacted by tuberculosis 
before the cancer age period. Although no statistical sig- 
nificance attaches to such small figures, their trend supports 
findings in a previous investigation into the cancer mor- 
tality in certain Sheffield trades (Turner and Grace, 1938). 
This significantly excessive mortality from cancer of the 
respiratory tract was found in engineers, foundry workers, 
and grinders, but in none of the other occupational groups 
investigated. Kennaway and Kennaway (1936) discuss the 
■question whether there is any association between silicosis 
and cancer of the lung. They show that metal-grinders have 
^a high rate for cancer of the lung, while stone-masons show 
only a slightly increased rate, and conclude that the factors 
which lead to silicosis are not active in producing cancer of 
the lung or larynx. It may possibly be that the inhalation 
of metal dust in the grinding process is of more importance 
, in this connexion than the inhalation of silic.a.^ Brockbank 
(1932), in a survey of primary intrathoracic cancer, gave full 
occupational details for 52 male cases, and 13 of these had 
worked with iron and steel. 

- It has been shown that expectation of life is reduced in 
both silico-tuberculosis and pure silicosis, and it may be 
helpful to express this reduction quantitatively. If the 
expected age at death in each 'group is taken to be the 
age at which the living members equal those who have 
died, or, in other words, the age at which the chances 
of being alive or dead are equal, it will be found 
that under the conditions of this investigation the expected 
age at death for silico-tuberculosis is 58, for pure silicosis 
63, and for males in the general population 71 years. Thus 
from age 40 there is a reduction in expectation of life of 
13 years for the silico-tuberculosis group and of 8 years 
for the pure-silicosis group. 

Summary 

Survival rates at ages over 40 in a series of 814 men with 
silicosis or silico-tuberculosis have been calculated. 

It has been shown that survival rates for rhales with silico- 
tuberculosis compare very unfavourably at all ages over 40 
with the rates for males with pure silicosis or with the control 
rates for males in the general population. There is a reduc- 
tion of 13 years in the expectation of life at age 40 for the 
group with silico-tuberculosis. 

Up to age 51 the survival rates for males with pure silicosis 
are similar to those of males in the general population. After 
the age of 51 there is an adverse deviation in survival rates for 
the group with pure silicosis. This results in a decrease in 
expectation of life of eight years from age 40, as compared 
with the expectation of life of males in the general community. 
It is suggested that this is due to the effects of silicosis on 
cardio-respiratory function and .on the capacity to resist 
respiratory infections. 
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PARAFFm PNEUftlONU 

BY 

\nCHAEL GELFAND, M.D., M.R.C.P. 

Physician, Salisbury Native Hospital, Southern Rhodesia 

It is not uncommon for cases of paraffin (kerosene) poison- 
ing to be admitted to the children's ward of the Salisbury 
Native Hospital. Since paraffin has many interesting effects, 
particularly on the respiratory tract, I consider it of general 
interest to describe the clinical picture that such ingestion 
might produce. Further recognition of the disorder may 
easily be o\erlooked, although doctors practising amongst 
Africans may be well aware of the consequences of this 
accident. 

The condition is seen particularly among infants living' 
in native compounds, where the paraffin lamp is used for 
lighting. When the lamp is filled, the remaining paraffin 
is sometimes not emptied back into the bottle but left in 
a mug. It is not difficult to appreciate the danger of such 
a practice, as the crawling infant may easily snatch the 
container and consume its contents. The child coughs and 
cries ; the mother is alarmed and rushes him to the hospital, 
where, as a rule, after the stomach is washed out he is 
admitted for the night 

The infant’s condition is usually satisfactory, though there 
will be some rise in temperature, with the presence of a 
cough. In most cases the child is not' very ill ; but certain 
physical signs, such as an impairment of the air entry and 
inspiratory crepitations in the affected parts of the lungs, 
may be evident. Dullness and tubular breath sounds will 
not be present unless the patch is large. In most cases the 
lesions are found in one or both regions of the lower 
lobes of the lungs. 

A radiograph taken at this stage of the illness, about 
24 to 36 hours after the onset, generally reveals areas of 
“cotton-wool” opacities of small irregular size. In the 
more extensive cases, however, the lesions are lobar or 
lobular in appearance. They may be unilateral or bilateral. 

The fever usually lasts a few days, the temperature then 
gradually returning to normal. At the height of the fever 
the respiratory rate may be increased as well as the pulse. 
The temperature generally varies from 100 to -lOl" F. 
(37.8-39.4° C.). So far I have not encountered any fatal 
cases or sequelae ; all the patients made an uninterrupted 
recovery. 

The differential diagnosis of paraffin poisoning is that 
of any acute respiratory affection, such as acute bronchitis 
or pneumonia. Malaria and acute febrile states may have 
to be considered also. 

Illustrative Cases 

Case 1. — A native male infant aged about 1 year was admitted 
on January 1, 1949, with a history of having drunk some 
paraffin the previous night. The mother did npl know what 
amount had been taken, but believed it was not much. The 
child coughed and attempted to vomit. He was a well-covered 
child. TTie temperature was 99.7* F. (37.6* C.); the next 
evening it had risen to 101" F. (38.3* C.). after which it 
gradually subsided, reaching normal a few days later, 
bn admission the pulse rate was 140 and the respiratory 
rate 36 a minute, dropping to 130 and 24 resp.ecuvely after four 
days. On e.xaminalion of the chest tubular breathing was 
audible in the left base, moist crepitations over the same area 
being heard later. The rest of the physical examination was 
nccadve. The white cell count was 13,100. with 60% neutro- 
phils, 33% l>Tnphoeytcs, and 7% monocytes. No malaria 
parasites were found in smears prepared from the peripheral 


circulation. On admission the stomach was washed out, when 
the smell of paraffin was delected. No special treatment, such 
as the use of penicillin or sulphonamides, was given. A radio- 
graph taken on January 26 showed a large area of homogeneous 
consolidation at the left base, with a more extensive zone of 
mottled densities in the corresponding area of the right lung. 

Case 2. — A native female infant aged about 1 year was 
admitted on April 25, 1948. with a history of having con- 
sumed 2 oz, (57 ml.) of paraffin that day. On admission the 
temperature was 102° F. (38.9° C.) and the child was slightly 
dyspnoeic. The temperature varied from 100-102° F. (37.8- 
38.9“ C.) for the next three days, after which it gradually 
subsided to normal. Physical examination revealed inspiratory 
crepitations, mostly at the right base but with a few on the left 
The mouth and throat were normal, the abdomen was slightly 
protuberant, and no enlargement of the spleen or liver was 
detected. The heart was normal, and no abnormal changes 
were noted in the nervous system. The urine was clear of 
albumin and sugar. Peripheral blood smears were negative. 
A radiograph of the chest taken on April 27 showed a soft 
area of consolidation in the lower zone of the left lung. On 
April 29 the child was discharged as fully recovered. 

Case 3. — A native male infant aged about 15 months was 
admitted on December 6. 1948, tvilh a history of having 
accidentally swallowed 2 oz. (57 ml.) of paraffin, after which 
he had vomited three times. On admission he was coughing, 
and paraffin could be smelt in the breath. The temperature 
was 103° F. (39.4° C.). He was given a gastric lavage. Exami- 
nation of the chest revealed crepitations at the left base with 
bronchial breathing. Nothing else of note was found in the 
lungs. The mouth, throat, heart, abdomen, and central nervous 
system all appeared normal. No malaria parasites were found 
in smears taken of the peripheral blood. The total white cell 
count was 15.600 (43% neutrophils, 49% lymphocytes, 5% 
monocytes, and 3% eosinophils). The patient made a rapid 
recovery, the temperature returning to normal within three days. 

Case 4. — native female infant aged about 1 year was 
admitted on February 16, 1949, with a history of having 
swallowed paraffin a few hours previously. According to her 
mother, the amount consumed was about 1 oz. (23 ml.). On 
admission her temperature was 104° F. (40° C.), pulse 130, 
and respirations 30. She coughed, but no physical signs were 
observed in the lungs. A gastric lavage was given soon after 
admission. A radiograph taken the following day revealed a 
patchy consolidation in the lower zone of the left lung. The 
child was given 20.000 units of penicillin three-hourly by intra- 
venous injection and 0.25 g. of sulphadiazine four-hourly by 
mouth. The temperature subsided rapidly, and two days after 
admission she had fully recovered and was discharged. 

Case 5. — A native female infant aged about 15 months was 
admitted from the Location Dispensary by Dr. E Stem, having 
swallowed paraffin on the afternoon of the previous day. She 
became very restless and later feverish. The next morning she 
vomited and developed a cough and some diarrhoea. Later, on 
admission (February 11, 1949), the temperature was 102° F. 
(38.9° C.) and she was coughing. The mouth and throat were 
healthy and the abdomen normal. The urine was free of sugar 
and albumin. The central nervous system was normal. The 
lungs did not reveal any gross changes on physical examination, 
but a radiograph showed a well-marked lobar consolidation of 
the upper zone of the right lung. The stomach was not washed 
out. The fever gradually subsided to normal after about six 
days and the patient was discharged. 

Discussion 

The literature, especially from America, contains a 
number of references to paraffin poisoning and pneumonia. 
Barbour (1926) reported four cases, one of which was fatal. 
Another fatal case was recorded by Higgins (1933), who 
suggests that the serious sequelae following the ingestion 
of paraffin are due to pulmonary' involvement from aspira- 
tion of the liquid into the lungs. Waring (1933) empha- 
sized the frequency of this type of poisoning. Some of 
his e.xperiments on dogs tended to show that the pulmonary 
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involvement was due to aspiration of the paraffin direct or 
by regurgitation from the stomach into the lungs. Clini- 
cally, 9 (39%) out of 23 patients developed pulmonary 
changes varying from mild bronchitis to a fatal pneumonia. 

Nunn and Martin (1934) recorded their findings in a series 
of 65 cases. These showed that 43% of the cases had 
aspirated some of the paraffin into the lungs. There was 
a mortality of 9%, all the fatal cases showing evidence of 
a pneumonitis. Fatalities occurred within the first 18 hours 
after ingestion. These authors therefore concluded that the 
prognosis was directly proportional to the amount of hydro- 
carbon entering the lungs. Their conclusion that all fatalities 
occurred within 18 hours after the ingestion of paraffin 
was corroborated by Farabaugh (1936) when he reviewed 
the various reports on cases of paraffin poisoning found in 
medical literature. 

From experimental work on rabbits. Lesser, Weens, and 
McKey (1943) concluded that the pulmonary manifesta- 
tions in these animals were due to aspiration of paraffin 
into the lungs rather than to its absorption from the gastro- 
intestinal tract. No changes were noted in the lungs of 
rabbits given varying amounts of paraffin by stomach tube. 
However, when the paraffin was administered by means of 
a tracheal catheter, pulmonary oedema and, later, con- 
fluent pneumonia were seen. Of a series of 22 cases 
of paraffin poisoning studied radiographically, 17 (77%) 
showed pulmonary changes. 

Similar experiments on the action of paraffin on the lungs 
were reported by Deichmann et al. (1944). After adminis- 
tering it to rabbits by mouth or intraperitoneally they 
concluded that the vascular damage through absorption 
in the blood stream accounted for changes in the bronchi, 
and that the pathological lung changes were of the same 
character whether the paraffin was given by stomach tube 
or by intraperitoneal injection. In view of lung mani- 
festations due to paraffin carried via the blood stream as 
well as from direct contact resulting from aspiration, these 
investigators stressed the necessity for early and efficient 
removal of all traces of the oil from the gastro-intestinal 
tract in the emergency treatment. They also showed that 
the percentage of deaths from the same dose of paraffin 
varied from nil with highly purified paraffin to as much as 
60 with less-purified products. 

About the same time Scott (1944) reported what he con- 
sidered to be the first case in the literature of pneumonia, 
pneumothorax, and subcutaneous emphysema complicating 
paraffin poisoning. A similar case was - recorded by 
l.a\cnstein in 1945. 

*. Steiner (1947) paid particular attention to the clinical 
picture. He claims that there is an acute intoxication with 
evidence of cerebral depression, particularly of the 
vagus and respiratory centres. mnst cases recovery 
takes place in a few 
parathn develop changes 
clinically or radiographically. These changes vary from 
slight infiltration “ to more serious complications.” Steiner 
clasvifies the cases into three groups on the basis of severity 
■ind complications: (1) acute toxicity and depression of the 
central nervous system, with minimal pulmonary changes 
followed by rapid recovery ; (2) severe pneumonia and 
hvperpyrexia, with prolonged recovery: (3) severe pneu- 
monia. with evidence of degenerative changes in the myo* 
cardium, liver, kidneys, and gastro-intestinal tract. 

.According to Steiner, the central nervous system of 
infants is sensitive to paraffin. Absorption from the 
stomach is rapid and likely to produce symptoms within 
an hour after an accident. These include a rapid and 


feeble pulse, “shallow respirations, cyanosis, and drowsiness, 
with occasional muscular twitchings. Most' infants soon 
recover from these effects. The lungs, however, are often 
involved (Group 1). In Group 2 stupor or coma with high 
fever and more marked changes in the lungs (confluent 
pneumonia) are seen. In Group 3 the degenerative effects of 
absorbed paraffin on the liver, spleen, kidneys, and myo- 
cardium are superimposed on the toxicity and pneumonia. 
He describes a case with auricular fibrillation and flutter. 

Steiner discusses the two reasons given for the production 
of the various syndromes — absorption via the blood stream 
and/or aspiration direct into the bronchi. Clinically, it 
appears that absorption of paraffin from the stomach has 
enough pathological potentiality to warrant its prompt 
removal by gastric lavage. Yet, while such removal has 
been advocated in the emergency treatment, the develop- 
ment of gastric hyperaemia and occasional multiple ero- 
sions of the gastric mucosa necessitate the exercise of . 
caution .during this procedure. In evaluating the outlook 
Steiner stresses the following : (1) age — infants are more 
susceptible than adults ; (2) amount ingested ; (3) the extent 
of vomiting and aspiration ; and (4) the nature and rapidity 
of the emergency treatment. 

Clinically, it is clearly difficult to state whether the pneu- 
monic changes are due to aspiration of the liquid into the 
lungs in the first instance or to absorption of the paraffin 
from the stomach and its eventual settlement in the lungs. 

In most cases the radiograph reveals basal changes, thus 
favouring ingestion. *It will be noted that in Case 5 of-the 
present series the upper lobe of the right lung only was 
involved. This might be considered to favour gastric 
absorption rather than aspiration direct into the lungs. • 

Steiner claims that the central nervous system of the 
infant is particularly sensitive to paraffin, but in no case 
that I have yet seen has there been any undue central 
nervous depression. 

Summary 

Cases of paraffin pneumonia in Southern Rhodesia are 
reported and the clinical features described. 

The prognosis, as a rule, is good, although fatal cases are _ 
on record in the literature. ‘ ^ 

In view of the complications of paraffin poisoni j 14 ^ it is advis- 
able to admit all cases to the ward for observat ,(ed.jQQ 

My thanks are due to Dr. R. M. Morris, Secret /^® ^ for Health. 
Southern Rhodesia, for his permission to publish this^®S-.p^^por. 


Barbour, O. (1926). 
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A new Health Sciences / Building at the University of 
Washington was formally opened on October 9. It houses the 
university’s schools of medicine, dentistry, and nursing. A 
college of pharmacy will b^ built later. The main auditorium, 
seating 600 people, is wireyl for television, and when the equip- 
ment is complete operations being performed in other parts of 
the building will be televised. Dr. Edward L. Turner is dean 
of the medical division. 
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SUCCESSFUL TREATMENT OF TSVO 
CASES OF GANGRENOUS 
INTUSSUSCEPTION IN 
CHILDHOOD 

BY 
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R. L. G. DAWSON, F.R.C.S. 

From University College Hospital, London 

Early surgical correction of an acute, intestinal intussuscep- 
tion in childhood usually results in a satisfactory recovery, 
but when gangrene of the constricted bowel has occurred 
the mortality rate is very high. Only three recoveries were 
reported by Ladd and Gross (1941) in 18 cases in which a 
primary anastomosis was carried out to deal with this com- 
plication. A Mikulicz double enterostomy operation' pro- 
duced only seven recoveries in 25 cases. Similar experi- 
ences have been recorded by Nyborg (1943) and by Wakeley 
and Atkinson (1938). 

The onset of an intussusception in childhood is usually 
marked by sharp bouts of severe abdominal colic, though 
sometimes this symptom may be difficult to recognize or 
quite indefinite. Vomiting on one or more occasions occurs 
in the first 24 hours. Anorexia is often pronounced, and 
some pyrexia is present in the majority of cases. The 
motions are often looser than usual, but in about 50% no 
blood is passed in the first 24 hours. Though the “red- 
currant jelly ” stool is characteristic, only streaks of blood 
may be passed or the motions may merely appear dark 
from altered blood, and the condition should not be over- 
looked in such cases. The shocked state of the child 
between paroxysms of colic is also an important point, 
and it is easier to palpate the abdomen at this time. If an 
abdominal mass is present it is prominent during peristalsis, 
though tightening of the abdominal wall and screaming may 
interfere with e.xamination. Rarely, constriction at the 
neck of the intussusception is not severe enough to inter- 
fere with the vascular supply of the invaginated gut or to 
cause much intestinal obstruction. In such a case the history 
is of recurrent bouts of peri-umbilical pain for days or 
weeks without vomiting or the passage of blood per rectum. 
In the following two cases absence of a typical clinical 
picture resulted in a serious delay in diagnosis and admission 
to hospital. 

Case 1. 

A boy of 22 months was admitted because of vomiting, rest- 
lessness, and anorexia since a brief attack of diarrhoea five 
days before. One convulsion occurred the day before 
admission. He had betn treated for gaslro-enteritis with sulpha- 
guanidine, as his mother had suffered from a bout of dianhoea 
at the same time. There was now no abdominal colic and the 
stools were normal. On e-xamination he was listless, hypotom'c, 
and dehydrated, but the skin colour was good. He was dis- 
tended and resented abdominal palpation, but no localized 
tenderness or mass was detected. The urine was normal and 
contained chlorides. Other systems were normal. His tempera- 
ture was 9S.4* F. (36.9° C.), pulse 140, and respirations 40. He 
was given an intravenous infusion of half-strength Hartmann’s 
solutfon with 5% glucose. Twelve hours later he passed a tarry 
motion for the first time, and the distended abdomen then 
showed peristaltic waves. A barium enema confirmed the 
presence of an intussuscepuon in the right half of the transverse 
colon. 

Operation under general anaesthesia was performed by 
Mr. Gardham. On opening the abdomen by a right para- 


median .incision greatly distended intestine escaped from the 
wound. Complete reduction of the intussusception was not 
possible, and there remained a length of about 2 in. (5 cm.) 
of ileum situated some 6 in. (15 cm.) from the ileo-caecal valve 
in which there was an irreducible intussusception. Owing to 
the peritoneum splitting over a distended ileum, and in order 
to return the small intestine to the abdomen, a catheter was 
inserted into the ileum and the contents aspirated. The 
gangrenous intussusception was resected and a double-barrelled 
ileostomy was formed at the lower end of the incision. 

During the operation and for 48 hours afterwards gastric 
suction was applied. For the first 12 hours it was used con- 
tinuously, and then during alternate hours. For the 'first six 
post-operative days the child had half-strength Hartmann’s solu- 
tion with 5% glucose injravenously, each pint alternating with 
a pint of half-strength plasma. A watch was kept on the plasma 
chlorides, and when these were reduced normal saline was 
infused until the level was corrected. Before oral feeding was 
started the daily intravenous fluid intake was 3 oz. per lb, (ISO 
ml. per kg.) body weight; later, as the quantities of food by 
mouth increased, the intravenous infusion was decreased. Twenty- 
four hours after operation he was given hourly 1-oz. (2S-mi.) 
feeds of water during the day, and after 48 hours small feeds 
of H oz. (42 ml.) of half-strength reconstituted dried milk 
three-hourly for six feeds in the day. By the sixth post- 
operative day he was taking 4-oz. {114-mI.) feeds thickened 
tvith a proprietary food five limes in the day. He had a pjTexia 
of 101° F. (38.3° C.) for the first 10 days; penicillin, 50,000 
units, was therefore given eight-hourly and a course of sulpha- 
dimidine for one week. 

Four days after operation the abdomen wns still distended. 
The ileostomy did not work we)] at first, becoming blodced inter- 
mittently, The abdominal wall round the ileostomy became very 
excoriated and was treated by splinting the child's arms to 
prevent him from scratching, exposing it to the sun, and apply- 
ing polyvinyl alcohol jelly buffered to pH7. The jelly was 
wanned to make it more fluid, and was applied to the skin 
every two or three hours during the day and night ; on cooling, 
it set as a thin impervious layer protecting the underlying skin. 

A month after the original operation the ileostomy was 
separated from the parietes, the distal loop of ileum closed 
with catgut, and the proximal loop joined to the caecum by 
an end-to-side anastomosis. An intravenous infusion of half- 
strength Hartmann’s solution with 5% glucose was again alter- 
nated with plasma intravenously for three days ; from this time 
the child's recovery was uneventful, and he was discharged 
from hospital seven weeks after admission. 

Case 2 

A boy of 9 months was admitted because of drowsiness and 
vomiting of all feeds for 24 hours. He had developed a slight 
cough three days before, which was improving. He had 
anorexia, though usually his appetite was good. The last 
normal stool was passed just before the onset of the vomit- 
ing. At no time was there obvious colic and he did not scream 
or draw up his legs. ^ 

The child looked ill, shocked, and pale, but was well 
nourished and big for his age. There was no dehydration. 
The pulse rate was ISO a minute and the temperature 102' F. 
(38.9° C.). The abdomen was soft and easily palpated with-_ 
out tenderness or guarding. A small ill-defined swelling was 
present in the left hypochondrium, extending in the line of 
the proximal descending colon for 2 to 3 in. (5 to 7.5 cm.). 
Visible peristalsis was not found, and there was no abnormality 
on rectal examination. Other systems were normal. Fresh 
blood and mucus were passed per rectum for the first time an 
hour after admission. Intussusception was diagnosed, and an 
intravenous drip of half-strength normal saline and 5% glucose 
was set up preparatory to surgical treatment. 

- At operation under general anaesthesia Mr. Gardham found 
a little free fluid in the abdomen ; the intestines were not 
distended. The head of the intussusception was fell' in the' 
splenic region. Reduction of the mass could be effected as far 
as the middle of the ascending colon. Beyond this point the 
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bowel was gangrenous, and resection of the proximal 3 in. 
(7.5 cm.) of ascending colon and caecum, the appendix, and 
the distal 2 m. (5 cm.) of the ileum was carried out. Throm- 
bosed veins were present in part of the mesentery removed. 
The ileum and remaining parts of the ascending colon were 
double-barrelled ; they were brought out through the lower end 
of the incision and clamped with Pringle’s clamps, these being 
left attached and removed after 12 hours. 

The post-operative condition of this child was fair. He was 
put on prophylactic penicillin, 30,000 units four-hourly, and 
sulphadimidine. 0.5 g. four-hourly. The ileostomy began to 
function on the third post-operative day. Intermittent gastric 
suction was continued for three days, and the intravenous 
infusion was kept up with half-strength Hartmann’s solution 
containing 5% glucose alternated with half-strength plasma. 
Normal saline was substituted whenever the -plasma chlorides 
were reduced. After 48 hours he started i-oz. (14-ml.) feeds 
of expressed breast milk three-hourly, as he had previously 
been in process of being weaned. The size of oral feeds was 
rapidly increased, so that by the fourth post-operative day he 
was taking eight H-oz. (42-ml.) feeds daily. 

On the fifth post-operative day the temperature rose and the 
ileostomy ceased to function, vomiting recurred, and gastric 
suction was restarted. Next day abdominal distension was 
apparent, the child looked ill, and an x-ray film of the abdomen 
showed multiple fluid levels in the small intestine. A high 
intestinal obstruction was diagnosed. 

Operation under local 2% procaine was performed by Mr.' 
Gardham. using the right-oblique-muscle-cut approach. Dis- 
tended and coniiested bowel was found in the region of the 
duodeno-jejunal junction, caused by a band which had kinked 
the bowel and had obstructed it without interfering with the 
blood supply. The distended loop was aspirated with a 
catheter, and a purse-string suture closed the hole. Intermittent 
gastric suction was continued for 48 hours after the second 
operation ; then the child was given small feeds of breast milk, 
with gastric suction for an hour before each feed for the next 
four days. Twelve days after the first operation the intravenous 
drip was taken down, and on the 13th day a large haematoma 
was evacuated from the muscle-splitting incision. The sutures 
were removed and the svound allowed to granulate from the 
bottom. The wound area was exposed to the sun, and polyvinyl 
alcohol butTered gel svas used to prevent the' intestinal juice 
from digesiing the skin. We found on this occasion that the 
buffered jelly did not completely prevent excoriation, so resort 
was had to a thick coating of aluminium paste about the 
ileostomy. 

By the 22nd post-operative day the child had gained li lb, 
(0.68 kg.) in weight, but during the next 10 days 2i lb. (1.13 kg.) 
was lost. The administration of 200 ml. of plasma by tube 
into the stomach showed satisfactory absorption. As there was 
no great amino-acid loss in the ileostomy faeces it was con- 
cluded that neither intestinal hurry nor lack of absorption of 
food was primanly responsible, but possibly there was a vita- 
min deficiency due to failure of synthesis in the isolated colon. 
When given aneurin. riboflavin, and nicotinamide in adult doses 
he began to pul on weight again and his diet was supplemented 
by 20 g. of casein added to dried-milk feeds three times a day. 
On the 32nd day after operation an enterotome was applied ; 
this was followed 18 days later by the passage of the first 
normal motion. After seven days an exiraperitoneal closure 
of the ileocolostomy was carried out and the wound left open. 
The child now began to gain weight mo,re rapidly, and he was 
discharged home on the 75th post-operative day. 

Comment 

Recent writers have expressed the need for both pre- 
operative and post-operative intravenous replacement 
therapy and gastric aspiration (Nyborg, 1943 ; Hindmarsh, 
Stewart, and .Morrison. 1945 : Morrison and Court, 1948). 
The type of fluid administered depends upon the state of 
shock and dehydration of the infant and upon the plasma 
chlorides. In the two cases reported plasma was given for 
shock and the nutritional state. 


When the plasma chlorides were low, normal saline with 
5% glucose was given until the chloride estimations were 
again satisfactory. If dehydration persisted, with normal 
plasma chlorides, half-strength Hartmann's solution with 
5% glucose was given. An anaemia of 50% haemoglobin 
in one child was treated with whole-blood ' transfusion. 
Oral feeding was started 24 hours after operation, with 
1 oz. (28 ml.) of water hourly, gradually increasing to 5 oz. 
(142 ml.) or more of breast milk or dried-milk feeds. 
Gastric aspiration with the Wangensteen apparatus was 
continued intermittently for 10 days. 

Nyborg has recently recommended neostigmine to com- 
bat paralytic ileus, but we consider its use is not free from 
danger, and prefer nepenthe, intravenous fluid replace- 
ment, and gastric suction. Penicillin and sulphonamides 
should be given in prophylactic courses. 

Of the recommended operative procedures, the Mikulicz 
double enterostomy operation seems to us to be safer than 
excision and primary suture, or oversewing and hoping the 
gangrenous part of the bowel will be passed spontaneously 
per rectum. The primary suture involves anastomosing an 
acute obstructed gut to a normal gut, while the latter 
does not relieve, the obstruction at all. Oversewing, with 
a proximal ileostomy of (he Witzel type, has been recom- 
mended, but in this type of operation the gangrenous 
infected segment is still left inside the abdomen. 

The disadvantages of the Mikulicz procedure have been 
quoted as being wasting, excoriation of the abdominal wall, 
and further operative procedures for closure. The first 
disadvantage can be combated by giving vitamins and extra 
proteins, the second by polyvinyl alcohol gel or aluminium 
paste, and it has been noted how s.oon a well-formed stool 
comes from the ileostomy. Closure of the ileostomy starts 
with crushing the spur, with an enterotomy 10 days after 
the first operation, followed later by an extraperitoneal or 
intraperitoneal closure. 

We believed that the surgical, biochemical, and feeding 
problems presented by cases such as the two described 
stand more chance of a successful solution when the sur- 
geon and the paediatrician combine forces in the treatment 
of the child. 

Summary 

Two cases of gangrenous intussusception in childhood are 
described. Both were operated on and a Mikulicz procedure 
performed. With intravenous infusion and careful feeding both 
patients recovered. 

We ivish to thank Dr. B. E. Schlcsinger and Mr. A. J. Gardham 
for their help and kind permission to publish this article. 
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A cartoon film entitled- “ Local Government — a History in 
Pictures." sponsored by the Ministry of Health and produced 
by the Central Office of Information, traces the origin and 
historical development of one local authority — Norwich. 
Copies arc available free of charge to borrowers with their own 
sound projector, and may be obtained from the Central Film 
Library, Imperial Institute, London. S.W.7. It can also be 
shown free by mobile units of the C.O.I. to special audiences. 
Application for this service should be made to the appropriate 
regional film officer, whose address can be obtained from the 
C.O.I., Norgeby House, 83, Baker Street, London, W.l. 
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Subacute Bacterial Endocarditis Due 
to Salmonella typhi-murium 

In view of the raritj' of subacute bacterial endocarditis due 
to Salmonella typhi-murium, the following case may be 
considered worthy of publication. 

Case Report 

A single girl, aged 19, a bottler in a mineral-water factory, 
was admitted to hospital on June I. There was no previous 
histoiy of illness of any kind apart from some fits in infancy. 
The present illness had started seven weeks before with general 
weakness, occasional rigors, and epistaxis, and during the week 
preceding admission there had been unproductive cough and 
bouts of diarrhoea. 

On examination there were marked pallor, furred tongue, 
sordes on the teeth, prostration, and mental depression ; 
temperature 103' F. (39.4° C.), pulse 112, respirations 40: 
throat clear ; pupils and fundi normal ; no neck rigidity_ or 
Kemig's sign ; abdominal reflexes absent, but all deep reflexes 
present. A few scattered rhonchi were heard in the lungs. 
Examination showed no enlargement of the heart clinically, 
but there was a marked gallop rhythm and a blowing apical 
systolic murmur not conducted into the axilla and not accom- 
panied by a thrill. The abdomen was slightly distended and 
tumid on palpation, but the liver and spleen were not felt. 
B.P. 12C/S0. A chest radiograph on admission was clear. Her 
wUte cells numbered 13,800 (80% polymorphs! and red cells 
4,510,000 per c.mm, ; Hb 81%. Blood was sent for culture 
and agglutination, and specimens of stool and urine for culture. 

Her condition remained serious and her temperature con- 
tinued without intermission as in the accompanying Chart; 
penicillin, 100,000 units three-hourly, was started on June 3 and 



increased next day to 150,000 units three-hourly without any 
effect. On June 3 it was reported that there were no agglutina- 
tions to Salm. typhi O, Salm. lyphi H, Salm. paratyphi B O, 
Salrn. paratyphi B H, non-specific Salmonella H, or Brucella 
abortus, but on June 6 Salm. typhi-murium had been cultured 
from the Widal clot. In the meantirpe petechiac had appeared 
on the upper arms and at the root of the neck, and her general 
condition had deteriorated still further. The diagnosis was'now 
apparently septicaemia due to Salm. typhi-murium (? subacute 
bacterial endocarditis), and it was decided to try to obtain a 
supply of chloramphenicol (" Chloromycetin 'T from Parke, 
Davis and Co. in view of the results obtained in other 
Salmonella infections. Pending the arrival of the drug (over 
the Whitsun holidays), and in view of the patient’s desperate 
condition, streptomycin was given six-hourly in 1-g. doses. 
The chloramphenicol arrived after a total of S g. of strepto- 
mycin had been given, and by then the patient’s general condi- 
tion was decidedly better, with fewer fresh petechiae and 


improvement in the gallop rhythm, but no marked fall in 
temperature. Sensitivity of the organism was demonstrated 
to chloramphenicol and to a greater degree to streptomycin. 

Chloramphenicol 4 g. (16 capsules of 0315 g.) was given at 
10 a.m. on June 8 and was continued in 1.5-g. doses twice daily ; 
by 10 p.m. her temperature was normal. The next day the 
improvement in her toxaemia was quite marked, but, she 
developed sudden pain and swelling in the right knee with 
severe limitation of movement. Fundus examination showed 
severe toxic changes in the right macular region, and a small 
subhyaloid haemorrhage in the left .macular region. Her 
diarrhoea rapidly improved and was replaced by complete 
jconstipation ; but fresh petechiae continued to appear, and 
in view of a slight rise in temperature on June 12 and 13 it 
was decided to double the dose of chloramphenicol by giving 
1.5 g. six-hourly. From then on her temperature did not rise 
above normal until she died. She continued to be extremely 
irritable and prostrated, however, and fresh petechiae appeared, 
though fewer in number ; the blood pressure fell progressively 
to 66/50 ; the apical systolic murmur changed suddenly to a 
high-pitched musical murmur, and in spite of increasing the 
dosage again to 1.5 g. three-hourly she developed acute pul- 
monary oedema and died on June 22. At no time were specific 
agglutinins demonstrated against this strain of Salm. typhi- 
murium. and all specimens of stools and urine were negative 
on culture for that organism throughouL 

Post-mortem examination showed no abnormality in the 
nervous . system or in the abdomen, and in particular there 
were no lesions in the intestines, but two small white infarcts 
were found in the spleen. The lungs were very oedematous 
and there were a few small subpleural infarcts. The heart was 
normal in size but extremely flabby, and the myocardium was 
very toxic in appearance and necrotic in parts. There were two 
vegetations on the mitral valve, one small and one moderate in 
size, and apparently still active but sterile on culture. Micro- 
scopy of the vegetations showed only polymorphs present in 
the fibrin, and no bacteria were seen. 

Comment 

Systemic invasion with Salm. typhi-murium appears to 
be comparatively rare. Seligmann and Hertz (1944) report 
a case of cholecystitis and two cases of salpingitis ; Angrist 
and Mollov (1946) quote Seligmann’s post-mortem findings 
of infected dissecting aneurysm of the aorta and a case of 
mitral endocarditis. In general, mortality appears very 
high when Salmonella infections become invasive, and the 
chief help from chemotherapy is likely to be the prevention 
of systemic invasion by early control of the primary infec- 
tion. In the present case of established endocarditis the 
continuing occurrence of petechiae in spite of a normal 
temperature, and the sudden change in quality of the 
cardiac murmur at the end of 12 days’ intensive treatment, 
suggest that a much higher maintenance dosage is required 
at the onset of treatment than is employed in typhoid (i.e., 
1.5 g. of chloramphenicol three-hourly instead of twelve- 
hourly), and this would possibly have to be continued for 
at least 28 days, on the analogy of penicillin therapy for 
subacute bacterial endocarditis. Fortunately the drug 
appears to be completely non-toxic even in such large doses. 

I would like to express my thanks to Dr. W. Kwanies, of the 
Public Heailh Laboralory, Carmarthen, for his assistance svilh 
the bacteriology of this case; to Dr. A. F. S. Sladden, Director of 
the Beck Laboratory, Swansea General Hospital, for the ptathological 
examinations; to Dr. Stanley WTiite, chief medical officer to Parke. 
Davis and Co., for his invaluable assisunce in obtaining supplies 
of chloramphenicol; and to Dr. Joan Tajlor, of the Salmonella 
Reference Laboratory, for her reports on the organism. 

J. DE SwiET. .M.D.. M.R.CJ>., 

— Ph>’sidan, Llanelly General Hospital. 
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THE PASTORAL SIDE OF MEDICINE 

Rational Medicine. By John W. Todd, M.D., M.R.C.P. 

(Pp. 378. £I 5s.) Bristol: John Wright and Sons. 1949. 

Books entitled “ Rational Medicine ” so often proceed to 
deal in irrational medicine that one is relieved to find this 
sensible account of some aspects of diagnosis and treatment. 
It begins with a critique of the value and meaning of signs 
and symptoms, discusses later the effects of treatment by 
special regimens, diet, and drugs, and describes at some 
length the unfortunate section of the population, referred 
to by William James as the tender and by the laity as the 
highly strung, which provides the raw material for prophets 
of auto-intoxication, focal sepsis, sympathetic imbalance, 
sexual repression, or whatever may be the current explana- 
tion of sub-average health and vitality. Dr. Todd’s sceptical 
views on rest, constipation, psycho-analysis, and the like 
are in touch with current thinking, and students who read 
this book will be better equipped to minister to sick people 
than might otherwise have been the case. 

“ Minister ” is the key word, for Dr. Todd has written 
a book about what has been called the pastoral" side of- 
medicine. My experience is that students find formal 
instruction in these matters tedious, and they are more 
likely to acquire the necessary skill and attitude from the 
example of teachers ^vho practise than from those who 
preach or write.' Just as dynamic psychology can only 
be learned by the experience of analysis and similar pro- 
cedures, so the vague concept of ideas which goes by the 
name of psychosomatic medicine cannot be learned by the 
student from books, but only by the experience of working 
with living people under the supervision of sympathetic 
teachers. Rut if they should want a text, they will find 
Todd more useful than Flanders Dunbar and her school, 
though less profound than Clark-Kennedy. 

L. J. Witts. 

AN UNORTHODOX DOCTOR 

Doctor Himself. An Unorthodox Biography of Harry 

Roberts, M.D. By Winifred Stamp. Introduction by 

V. S. Pritchett and sidelights by Sidney Dark, H. M. 

Tomlinson, Gerald Bullett, and Lord Horder. (Ppi 165. 

10s. 6d.) London: Hamish Hamilton. 1949. 

It is a long time since I read a book which kept me as 
interested, and indeed as excited, as this. I imagine that 
the author enjoyed writing it as much as I did reading it. 
In it a very unusual kind of man has found .a biographer 
as unconventional as himself. 

Dr. RoJ^erts was one of three sons of- a father who deter- 
On ^th^ income of £300 a year to make all of them 

this was Harry showed his self-confidence at the age of 
normal m Jie “ wrote a book ” on gardening, one of the 
of the ileoGsions of his life, which purported to be “ written 
The child te of schoolmasters and others.” Not particularly 
discharged 1 ^ scholar, he did once get a prize for an essay 
t,” which, the author slyly remarks, “ seems to 
led him on this subject for the rest of his life.” 

Recent Wssible in this review to record the incredible 
operative a channels into which Roberts directed his 
therapy and ;ieft his medical studies at St. Mary’s unfinished 
Stewart, and i'-;ience master at Leek, in Staffordshire, where. 
The type of fluia-a made the place too ''hot for him by his 
shock and dehydratio He defied every social convention 
chlorides. In the two cases 
shock and the nutritional state. 


Tt was during this phase that he iormed friendships with 
many of the leading socialists of the time. Some of his 
local friends, loath to lose him, offered to set him u^ in a 
public house. Probably Roberts would have agreed, but 
his wife jibbed. After a short and inglorious career on the 
stage he went back to St. Mary's, eking out the scanty 
allowance from his father by “ cramming ” for a corre- 
spondence college, where he became friendly with H. G. 
Wells. After qualifying and doing a few iocums he went 
into general practice in Cornwall, where he did much mis- 
cellaneous authorship, always on country subjects, for he 
was above everything a countryman. The literary contacts 
he made here eventually brought him to London, where 
he combined journalism with general practice as a side 
line. There was a curious episode at this time when 
(though Sidney Dark, a lifelong friend, remarks, that 
Roberts was a “ born heretic ”) he toyed with the notion 
of becoming a priest in the Established Church. He went 
so far as to make contact with Bishop Winnington Ingram, 
who was prepared to accept him. But both the Bishop and 
Roberts realized in time that the Church was no place for 
a “ born heretic.” There followed some years of journalism, 
and it was not until 1904 that he found his real place in 
medical practice. 

The story of how and why he went to Stepney is fantastic 
and is told with great humour and understanding. He built 
up there, in the most unpromising conditions, what became 
the largest panel practice in the country — and not only the 
largest but the most unconventional. In it were employed 
four partners, a dentist, a masseur, and two nurse-midwives. 
Roberts personally attended over 500 confinements in his 
first year. This would have more than satisfied most men, 
but Roberts had many other irons in the fire. For many 
years he wrote a “ medical column ” which was syndicated 
by a group of newspapers. He even started a weekly 
paper Topics, which had a disastrous career of three 
weeks. 

Making money did not interest Roberts, except as a 
-means of financing his schemes for practical social reform. 
He quickly became the best-known public man in the East 
End, largely through his work on the Stepney Board of 
-Guardians. He was pressed to become the Labour candi- 
date for the Division. His prospects of election seemed 
very promising, but, though he always regarded himself as 
a socialist, the book shows that he" was at heart a thorough 
individualist and no good party man. After many quarrels 
with the local party he resigned his candidature, refusing 
to be bound by any party pledges. At one time he 
had written a book on Constructive Conservatism which 
brought him into contact with many of the younger Tories. 

No picture of the man would be- fair to him if it. did not 
mention the way in which he discovered the small estate 
near Petersfield out of which he created a home and a 
garden. Here, in the intervals between his strenuous 
work in Stepney, he undoubtedly spent the happiest days 
of his life. It was no “ week-end cottage.” He and his 
faithful secretary, the author of this book, worked 
incredibly hard to make' it not only a notable garden but 
a guest house (populated largely by “ cranks ”), and at 
one time a sanatorium for tuberculous children. The 
author rightly describes the inmates as “ happy-go-lucky.” 
Many notable people visited the place, where they found a 
congenial host. Roberts was inevitably drawn into the 
social and cultural life of Petersfield. 

The fascination of this man is brought out in tributes by 
V. S. Pritchett, Sidney Dark, H. M. Tomlinson, Gerald 
Bullett, and Lord Horder. The last named knew Roberts 
personally only during the last five years of his life, but 
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the impression made by him is well brougr' out in the 
dosing sentences of his tribute : “ Havelock E I ^s has said 
that the art of life is really the art of loving, out that we 
only master this art too late. It is with gratitude to Fate 
and with humility that I can say that in the case of Harry 
Roberts and myself we were just in time." 

With confidence I strongly recommend this book- to any- 
one who likes to read about a vivid personality made 
known by a writer who is obviously the one person who 
could do it. 

Alfred Cox. 


MALNUTRITION IN GERMANY 

Das Hungerodem and andere aHmentdre Manoel- 
erkrankiittgen. By Professor Hans W. Bansi. (Pp. 211. 

No price.) Stuttgart : Ferdinand Enke. 1949. 

Professor Bansi is the senior physician of the first medical 
division of St. George’s Hospital, Hamburg, and has based 
■ his book on hunger oedema on his experiences of malnu- 
trition during the British occupation between 1945 and 
1948. The approach is mainly clinical, though there is a 
considerable amount of chemical and clinical patliology 
in the book. The author discusses the history of the con- 
dition and describes the effect of hunger oedema on the 
various organs of the body, on the haemopoietic system, 
and on the blood chemistry. There follows an account 
of the cause of the disease and its pathology, patho- 
genesis, differential diagnosis, prognosis, and treatment, 
^e author also discusses what he calls Mangelfetlsuclu 
or parado.\ical Fettsucht. an excessive famess seen in some 
young women and repatriated prisoners of war which he 
considers was due to an endocrine dysfunction. 

There is an index, though not a very detailed one, a 
bibliography of some five hundred references, and twelve 
photographs of patients suffering from hunger oedema. 
The book is illustrated with numerous tables and diagrams, 
including an interesting representation of the energy 
liberated by the combustion of a pound of fat in the body. 
This apparently provides enough energy to play 77 hours 
of li'^ht music but only 30 hours- of Beethoven. Consider- 
ing Siat the author’s observations were made during the 
difficult post-war years in Germany, the number of la_^ra- 
torv investigations performed was remarkable. These 
include studies on nitrogen and calcium balance, water 
and creatin e.xcretion, glucose-tolerance tests, and complete 
haematological investigations. Although it is difficult to 
contribute anything really new on the subject of malnutri- 
tion to-day. Professor Bansi has tackled the subject with 
Teutonic thoroughness. 


the surgeon and the spastic case 

r.ruma de las pardlisis espdslicas. By F. Bastos Mora. 
Preface by M. Bastos AnsarL (Pp. 151 ; 52 illustrations 
and 22 drawings. 65 cents.) Barcelona: Josd Janes, 
Publicaciones Mddicas. 

This account of the surgery of spastic paralysis is a suc- 
cessful effort to synthesize in manual form a clmical entity 
and a surdcal problem which has taken many of us, and 
undoubtedly will take many others, long and painful hours 
to studv. It is a small monograph by a collaborator of 
\1 Bastos Ansart. on whose experience the text is mainly 

spite of its reduced number of pages this work 
includes the major features of interest in the subject, and 
»n-,nhasis is correctly placed on the physio-pathological 
factors involved. The works of Forster, Pollok. Fulton, 
Stoffcl and Barre arc those which the author mainly follows 
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in his study of the two principal factors contributing to 
the clmical picture of these patients — ^paresis and spasticity. 
The description of the part played by the sympathetic ner- 
vous system in muscular tonus is m ainl y based on the results 
of histological findings to which the Spanish school has 
greatly contributed, particularly Castro, Cajal, Del Rio, 
and Tello. A good account is given of the major signs 
and symptoms which form the cfinical picture of the spas- 
tic case, and comment is made on the intellectual and 
language changes so frequently associated with this central 
disturbance. 

The first part of the book ends with separate descrip- 
tions of the main characteristics of paralysis in the upper 
and lower extremities. The second part discusses the values 
of a number of surgical techniques which have been 
employed in the treatment of the condition. It is this 
section that is most fully based on the author’s own experi- 
ence. He mentions the part which may be played by 
efferent neurectomy (Stoffel) before excessive shortening 
has taken place in muscular contractures localized to 
one muscular group only, but he is righdy moderate in his 
enthusiasm for this method. Tenotomy, tendon elongation, 
muscular transplant, and muscular reinsertion are in general 
well valued, and the book ends by mentioning the most 
important features of surgical treatment applied to different 
parts of the limbs. Illustrations emp'nasize a number of 
the author’s points, and a well-selected, if reduced, 
bibliography completes the work. 

J. Truet.v. 

HANDBOOK OF TROPICAL MEDICESE 

An Epitome of the Laboratory Diagnosis and Treatment 
of Tropical Diseases. By Horace M. Shelley, MJI.C.P., 
D.T.M.&H. Second edition. (Pp. 147. 10s. 6d.) London; 
Staples Press. 

There are several good textbooks on tropical medicine and 
more than one good synopsis, but the author of this useful 
brief work has confined himself to two important aspects 
.of the subject — laboratory diagnosis and treatmenL Tne 
book will not be particularly helpful to the student of 
tropical medicine for examination purposes, but it will be 
useful for quick reference by the general physician in this 
country, who is being made increasingly conscious of 
tropical infections by the many examples that he is 
encountering in e.x-Servicemen in his practice. 

The only general criticism is that the author has some 
weakness for sitting on fences ; he too frequently uses such 
expressions as “ may be examined ’’ and “ should be tried.’’ 

The treatment of malaria is not satisfactory : the author 
never faces the real problem of this disease, which is the 
treatment of the benign tertian infection to prevent relapses. 
That the complete answer has not yet been found is no 
excuse. The position of pamaquine in the treatment of 
malaria is nowhere clearly defined. Methylene blue is 
described as a remedy for malaria without any qualifica- 
tions, and chloroquine and pentaquine are not mentioned 
in this chapter. The section on kala-azar is fairly satis- 
factory, though it is stated that solidification is the indica- 
tion of a positive serum formalin reaction: the criterion 
is opacity, not solidification. There is no reference to'the 
troublesome neuropathy that may follow treatment by stil- 
bamidine, though this drug is recommended. These are 
not serious defects, however, and to some extent are the 
result of compression, with which the author has on the 
whole been very successful. The format is excellent and 
the price reasonable, but the boo’x is not entirely free from 
misprints. • 

L. Eves.\rd N.vpier. 
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CARE OF THE TUBERCULOUS PATIENT 

Tuberculosis Nursing. By Jessie G. Eyre, S.R.N. (Pp. 304 ; 

102 illustrations. £1 Is.) London: H. K. Lewis and Co. 

1949. 

The author of any book on the nursing of a condition such 
as tuberculosis has always a difficult task in deciding how 
much to include and how much to leave out. Tuberculosis 
covers a very wide field, and a successful tuberculosis nurse 
must have knowledge of many subjects beyond that of 
attention to the patient. In the volume under review the 
author has carefully balanced the information on these 
ancillary matters with those of the actual nursing and 
treatment of the patient, and has thereby succeeded in pro- 
ducing a guide both for those who wish to undertake tuber- 
culosis nursing as a means of gaining additional post- 
graduate experience and those who intend to specialize in’ 
the subject. She has also shown very clearly that tuber- 
culosis is full of interest to the nurse, and that special 
training is necessary if the nursing problems are to be 
overcome and the patient is to receive full benefit from the 
treatment. The book demonstrates the important role of 
the nurse in the management of the case : without the 
co-operation of a well-trained nurse the physician can have 
little hope of providing his patients with efficient and 
beneficial" treatment. 

The chapters on nursing procedure are particularly good, 
and a useful appendix to the book contains valuable 
information on disinfectants, preparation of surgical equip- 
ment, and the examination of sputum. A little more care 
might have been- exercised in the arrangement of the 
chapters on clinical matters, in that there is a tendency 
to group a number of not too closely related subjects under 
a caption that is really limited to a definite aspect of the 
disease. This may be noted in the chapters on the course' 
and clinical picture of pulmonary tuberculosis. If future 
'editions are published, it is hoped that information will 
be included on such matters as, the various types of 
apparatus used in artificial pneumothorax treatment, epi- 
tuberculosis, tuberculosis of the eye, the use of streptomycin 
in the treatment of tuberculous laryngitis, the jelly patch 
test, and the vole acid-fast bacillus vaccine. In the chapters 
on tuberculosis care and aftercare the functions of the' 
regional hospital boards will have to be clarified from 
those of th.e local health authorities. 

Frederick Heap. 
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Foreword by J. A. Ryle, M.D., F.R.C.P. (Pp. 200. 15s.) London: 
Edward Arnold. 1949. 
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12s. 6d.) London: George Allen and Unwin 1949. 

p Recent Advances in Physiology. By W. H Newton, M.D., M.Sc. 
i'7th cd.' (Pp. 268. 21s.) London : Churchill. 1949. 
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Frederick Muller. 1949. 

Operative Obstetrics. By J. M. Miinro Kerr, F.R.C.O.G., M.D., 
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Society and its Criminals. By P. Reiwald. Translated and edited 
by T. E. James. (Pp. 315. 21s.) London: William Heinemann 
(Medical Books). 1949. 

Ankylosing Spondylitis. Part 1 by F. Hemaman-Johnson, M.D., 
D.M.R.E., and Part 2 by W. A. Law, O.B.E., F.R.C.S. (Pp. 200. 
25s.) London: Butterworth. 1949. 

Fundamentals oj Otolaryngology. By L R. Boies, M.D. (Pp. 443. 
32s. 6d.) Philadelphia and London: Saunders. 1949. 

The Pharmacology and Toxicology of Uranium Compounds. 
Edited by C. Voegilin. Ph.D., and H. C. Hodge. Ph.D. (Two vols. 
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• Female Sex Endocrinology. ' By C. H. Birnberg, M.D. (Pp. 128. 
35s.) Philadelphia, London, and Montreal: Lippincott. 1949. 

he Diagnostic Bio-clinique en Radiologic Puhnonaire. By G. 
Voluter. (Pp. 452. 40 Swiss francs.) Basle and New York: 

Karger. 1949. 

Contribucibn del Coeficiente Citologico a la Fisiologia y Paialogia 
de la Correlacidn Hipofisotiroidea. By E. Del Conte. (Pp. 87. 
No price.) Buenos Aires: Libreria y Editorial el Ateneo. 1949. 


The first edition of Pathology of the Nervous System, by J. Henry 
Higgari, M.D. (foreword by Professor A. Murray Drennan; 
pp. 352; £I Is.; Edinburgh: E.'and S. Livingstone, 1949), published 
in 1936, iustly enjoyed a popularity which led to its reprinting in 
1940. In this second edition the general form has been maintained. 
It is only 17 pages longer in spite of the addition of certain sections 
and the rewriting of parts of the text to biing it up to date. Sections 
on polyarteritis nodosa and fat embolism have been added to the 
chapter on vascular diseases, and aneurysms of the carotfd artery 
within the cavernous sinus now receive a note. Articles on toxo- 
plasmosis. Boeck’s sarcoidosis, acute lymphocytic chorio-meningitis, 
and equine encephalitis are useful additions to subsequent chap'ers, 
while the accounts of tuberculous meningitis and anterior polio- 
myelitis have been revised. Knowledge acquired during -the war 
upon the effects sustained by the brain in head injuries has led to 
e.xtensive revision of the appropriate chapter. Many new illustra- 
tions in half-tone appear, and a notable addition is the inclusion 
of ten excellent colour plates made from photomicrographs by Mr. 
T. Dodds, of Edinburgh University. 

1 

Specs, by “ BM/TFCE " (pp. 49; 3s. 6d.: St. Albans: Cartmel; 
1949) is a racily written survey which contains chapters on the 
National Ophthalmic Service, spectae'e frames, and some elementary 
and not altogether accurate information on diseases of the eye. 
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' 3rd ed. (Pp. 304. M. 18.) Berlin: Urban and Schwarzenberg. 
1949. 
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Zur Pachy'iteiti’igitis Himorrhagica Interna im Lichte der Relations- i 
pathologie. By A. Bannwarth. (Pp. 57. M. 9.60.) Stuttgart: 
Georg Thieme. 1949. 

Aktuelle Probleme der Pathologie und Therapie. By H. 
Holthusen. (Pp. 248. M. 29.) Stuttgart: .jeorg Thieme. 1949. - 

Grnndlag^n der F ti'thtionellen Urologischen RUn'gendiagnostik. 
By W. Pfeifer. (Pp. 88. M. 9.60.) Stuttgart: Georg Thieme. 1949. 

Studie z'tr Psychopathologie Krampfhehandelter Psyrhosen. 
By H. J. Weitbrecht. (Pp. 86. M. 8.70.) Stuttgart: Georg Thieme. 
1949. 

Die Dystrophie. By H. Berning. (Pp. 197. M. 18.) Stuttgart: 
Georg Thieme. 1949. 
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HORMONES AND RHEUMATISM 

In commenting on the dramatic results obtained by- 
Hench, Kendall, Slocomb, and Policy in the treatment 
of rheumatoid arthritis by cortisone we referred' to the 
highly interesting series of experiments by Hans Selye 
and his colleagues from which they concluded five years 
ago- “ that the adrenal cortex may play an important 
role in the pathogenesis of rheumatic and rheumatoid 
conditions in man.” As a result of his observations 
Selye put forward the idea of “ a general adaptation 
syndrome ” and of “ adaptation diseases.” In the open- 
ing pages of this week’s Journal Selye reyiews some 
aspects of his work, and makes an important new con- 
tribution to the problems underlying the treatment of 
rheumatism with the adrenocorticotropic hormone 
(ACTH) and the “ gluco-corticoid ” hormone of the 
adrenal known as cortisone. He has succeeded in devis- 
ing a method of producing an acute or chronic arthritis 
and periarthritis by the injection of formaldehyde into 
the tissues near a joint. Before the use of this technique 
experimental work on animals was held up by the 
fact that neither desoxycorticosterone (DCA) nor the 
lyophilized anterior pituitary preparation (LAP) which 
Selye employed produced arthritis regularly enough to 
permit the systematic investigation of therapeutic 
methods. With this difficulty overcome Selye has been 
able to study the influence of the pituitary-adrenocortical 
system on the production and prevention of experimental 
arthritis. 

In his first series of observations a number of rats 
were given injections of DCA for fourteen days, after 
which a “formalin arthritis” was induced. In these 
rats and in the controls the immediate hyperaemic and 
oedematous response to the injection of formaldehyde 
was approximately the same. After a few days, how- 
ever, the reactum tended to subside in the untreated con- 
trol rats but not in the DCA-ueaied rats. The effect 
of cortisone and DCA, both separately and in combina- 
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tion, was .then studied, and it was found that the joint 
swelling was very mild in the groups of rats receiving 
cortisone or cortisone and DCA, while it was pro- 
nounced in the remaining two groups which had received 
either DCA alone or no hormone treatment at aU. 
From these and other similar experiments it became 
obvious that in both the acute and chronic phases of 
experimental arthritis cortisone inhibited, while DC.A 
tended to exacerbate, the inflammatory process. In 
later experiments Selye found that if an injection of 
formaldehyde was preceded by one of ACTH the usual 
inflammatory reactions did not appear; while LAP, 
which will sometimes of itself produce an arthritic con- 
dition, seemed to increase the arthritis-producmg effect 
of the formaldehyde. Certain other effects of cortisone 
and ACTH, among which may be mentioned involu- 
tion of the thymus gland and other lymphatic organs, 
seemed also to be reversed as the result of sensitization 
by DCA and LAP. 

One of Selye’s previous findings had been that during 
the “ alarm reaction ” effects similar to those of cortisone 
are produced by any agent capable of causing systemic 
stress. In his present paper he shows that an experiment- 
ally produced alarm reaction inhibited the development 
of “ formalin arthritis.” This effect, he believes, is due to 
the endogenous secretion of ACTH and so of gluco- 
corticoids. This failure of animals subjected to severe 
stress to respond to the formaldehyde injections might 
be ascribed to their debilitated condition, but that this 
is not so can be judged by the fact that animals which 
showed no sign of' weakness also failed to respond, while 
immediate and severe reactions to formaldehvde injec- 
tions were observed in a series of adrenaleciomized 
animals subjected to stresses which rendered them almost 
moribund. 

It would seem therefore, if these experiments are 
confirmed, that the inhibition of “formalin arthritis,” 
and probably other lypSs as well, by cortisone, 
ACTH. and the alarm reaction is due to the direct effect 
of gluco-corticoids upon the injured ussue^. The 
mechanism of this response is unknown, but it might be 
related to the well-known antihistamine action of the 
gluco-corticoids. It has long been assumed that hista- 
mine-like compounds are liberated from tissues at the 
site of injury and are concerned in the development of 
inflammation. Further investgation of the action of 
antihistamine drugs in some of the other clinical condi- 
tions which seem to be benefited by cortisone or ACTH 
might have interesting results. 

The apparent antagonism between these two hormones 
and DCA and L.AP is difficult to explain, parucularly 
since the degree of adrentxtorucal enlargement produced 
in experimental animals by both series of hormones was 
almost exactly the same. Selye himself suggests that 
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DCA, being a close chemical relative of. cortisone’ 
might prevent the latter from reaching its target organs. 
Possibly some competition mechanism is involved, 
similar to that between vitamins and their corresponding 
anti-vitamins. 

It is evident from Selye’s work and from other 
published reports that the anti-arthritic effect of cortisone 
and ACTH is to a large extent non-specific. Recently 
Thom and his associates^ have shown that ACTH has 
a curative action in gouty arthritis, and they have 
observed that an acute attack often occurs when treat- 
ment is discontinued. Selye has found too that when 
the onset of “ formalin arthritis ” has been inhibited by 
an alarm stimulus the condition may flare up in a 
particularly severe form after a period of latency. Such 
observations are bound to raise the question whether 
arthritis can be held in check indefinitely by continued 
treatment with cortisone or ACTH. 


TUBERCULOSIS AND WAR- 

Twice within a period of 40 years whole populations 
have been forced to live in .conditions of abnormal 
stress, and on both occasions the rise in tuberculosis 
mortality and morbidity rates was directly related to 
the devastation caused by the conflict. In spite of the 
disruption of national life many important epidemior 
logical investigations have been carried out, and in the 
Milroy Lectures, published in this and last week’s 
Journal, Dr. Marc Daniels has most ably summed up 
the history of tuberculosis in Europe during and after 
the war of 1939-45. He prefaces his study of tuber- 
culosis mortality and morbidity with the remark that 
“ when one presents statistics of tuberculosis in Europe 
it is with a feeling that they are better than no informa- 
tion at all, but not much better.” This reservation is 
important, particularly as it applies to morbidity figures, 
for in occupied countries those diagnosed as tubercu- 
lous were able to obtain extra rations and privileges. 
It is known that some persons employed such devices 
as pressing small pieces of cotton-wool soaked in “ lipi- 
odol on to their chests immediately before being radio- 
graphed, or chewing a small pellet of bread soaked in 
B.C.G. vaccine just before a specimen of sputum was 
taken. 

. Mortality figures cannot be influenced by such decep- 
tions, but when large movements of population are 
taking place the influence of environmental factors is 
hard to assess. The experience of the island of Jersey 
provided some information about the effect of removing 
from a country large numbers of persons whose racial 
susceptibility to tuberculosis differed from those who 
remained. The population of Jersey before the recent 


war was composed mainly of English immigrants and 
Jersey natives. The former came, generally speaking, 
from a stock that has a fairly high facial resistance to 
tuberculosis, while the latter were of Breton extraction 
and had a lower resistance to the disease. When the 
war started large numbers of the English left the island, 
and after the German invasion most of the remainder, 
along with .many of the healthiest of the Jerseymen, 
were removed to labour camps on the Continent. 
Dr. R. N. .McKinstry, medical officer of health for 
Jersey, has shown in his annual report for 1947 that 
one of the immediate effects was a very steep rise in 
the mortality from tuberculosis. The high rate con- 
tinued until 1945, when it suddenly fell. The rise 
after the outbreak of hostilities and the fall at their 
conclusion occurred too quickly to be related to changes 
in living conditions. A possible explanation for the 
rise might , be that mainly susceptible individuals were 
left behind ; the fall could have been due to the dilu- 
tion of . the susceptibles by the return of the resistant 
English residents at the end of the war. Some develop- 
ment of this theory might be possible by studying what 
effects the mass movement of Jews in Europe has had 
on "mortality rates, since there is evidence that the 
Jewish race is more resistant to tuberculosis than other 
races. Something more than dilution, however, is 
required to explain the rapid fall in tuberculosis death 
‘rates that is taking place in Europe to-day, for only 
a small proportion of the displaced Jews have returned 
to their original homes. 

Dr. Daniels refers to the need for further epidemio- 
logical studies. In spite of the mass of information 
available many of the wartime and post-war trends in 
tuberculosis chnnot be satisfactorily explained. It 
remains an open question whether the many thousands 
of deaths from tuberculosis which would not have 
occurred but for the war were due in the main to new 
infections or to the aggravation of disease from which 
the patients would ordinarily have recovered. Except 
in Scotland the wartime rise in tuberculosis has chiefly 
affected men ; in fact, in some countries the rise was 
confined to them. Many reasons have been put for- 
ward for this ; it has even been suggested that men 
react more severely to malnutrition than women. 
Another phenomenon common to most countries is that 
as the mortality among males has fallen, so the peak 
of the curve has shifted towards the older age groups ; 
the curve of the mortality rate for women, however, 
has retained a sharp peak at ages 15-24. An attempt 
to explain this has been made by studying the tuber- 
culosis mortality in successive generations, and it 
appears that the curve of the tuberculosis mortality 
in different age groups plotted on a generation basis’ 
shows little tendency to change through successive ' 
decades. 

, \ 
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Perhaps the most important anti-tuberculosis measure 
now in use which was not available after the first world 
war is mass vaccination with B.C.G. It may be that the 
vaccination campaign during the past 10 or 15 years 
has been largely responsible for the dov.Tiward trend 
of the tuberculosis mortality rates in the Scandinavian 
countries. But B.C.G. vaccination will not account for 
the sudden fall in the figures for Holland, and for 
Amsterdam in particular. The e.-streme hardships suf- 
fered by the Dutch during the last years of the war 
would cause the death of many patients with active 
disease ; the consequence would be a diminution in the 
foci of infection (the influenza epidemic of 1918-19 
removed sources of infection in the same way).. This, 
and a rapid improvement in diet at the end of the war 
and the restoration to their previous high standard of 
the preventive tuberculosis services, are having the 
desired result. There was no rise during the war 
in the tuberculosis mortality rate in Denmark, which, 
as Daniels points out, enjoyed a comparatively good 
standard of living. In fact Professor Knud Faber has 
stated that there was litde or no fall in the protein and 
fat intake during the German occupation. In addition 
to this the public health services suffered little disorgani- 
zation during the war and remained at their peacetime 
level of efficiency. In both Holland and Denmark there 
are three to four tuberculosis beds for each death from 
' the disease, and therefore the segregation of infectious 
cases is relatively easy. 

In many European countries, such as Poland, Italy, 
and Yugoslavia, great efforts have been made to 
increase the number of institutional beds. Though 
such beds are officially designated for treatment, the 
community benefits greatly by the segregation of the 
infectious cases. The standard of nursing in some 
countries is low compared with that in Britain, and 
one nurse may be put in charge of many patients. This 
at least has the advantage of overcoming the shortage 
of nurses, and even if the supervision of treatment has 
to be neglected the removal of each infectious patient 
from his or her home does limit the spread of infec- 
tion. The use of residential nurseries and open-air 
schools, which in this country have a comparable value 
to the “ preventorium,” for breaking the contact between 
the child and the infectious adult is a development 
that began during the war period and should be 
encouraged. 

In the rehabilitation of the tuberculous Great Britain 
leads the way. There is a great need for the spread 
of information about suitable methods in those Euro- 
pean countries where no schemes are in e.xistence. Per- 
haps some of the travelling fellowships recommended 
by the World Health Organization could be used to 
further the smdy of this important aspect of mber- 
culosis. At Papworth and Preston Hall and in the 


developing “Remploy” factories there are unrivaHedL 
opportunities for observing and investigating methods 
of training and rehabilitating tuberculous persons. 

Dr. Daniels’s study demonstrates very clearly how 
great an asset to any country is an efficient and weU- 
equipped tuberculosis service. In countries with a ser- 
vice which before the war worked hard to prevent 
disease, recovery from the effects of war was more 
rapid than in the countries which possessed only a 
poor or inefficient service. The tuberculosis dispen- 
sary is still the nucleus of the service, and the develop- 
ment of this unit is an essential feamre in all recon- 
structive programmes. It is noteworthy that in many 
countries the doctor in charge of the dispensary is 
regarded primarily as a tuberculosis specialist, and 
that in France “a tuberculosis specialist,” aided by a 
specialist social worker, is appointed to superv'ise all 
tuberculosis work in the department Thus there seems 
to be no doubt about the retention of tuberculosis as a 
specialty and about the need for a unified service to 
combat the disease. The survey made by Daniels of 
tuberculosis schemes in Europe affords an opportunity 
of looking at our own with a critical eye. In the regular 
examination of certain groups of the population, such 
as smdents, “we are falling far behind” several 
countries. There seems to be little doubt that suc- 
cessive annual re-examination of a community is a 
profitable undertaking that amply rewards the labour 
e.xpended. It follows that the diagnostic and preven- 
tive services must be developed so that susceptible per- 
sons are prevented from contracting the disease, and 
so that appropriate treatment can be offered to infected 
persons when the disease is in its early and curable 
stage. In France the improvement in the mberculosis 
services is reflected in the falling death rate ; this has 
been greater in France than in any other country in 
Europe. Some of this decrease may be due to the 
e.xtensive use of B.C.G. during recent years, and if this 
is so then due credit must be given to the pioneer work 
that has been done in France with this. 

Dr. Daniels refers to the remarkable “ sense of inter- 
national duty” awakened by the war. No doubt the 
work of the World Health Org aniza tion, including the 
special assistance given by the Scandinavian countries 
to Unicef, has had a marked effect in reducing both 
the incidence and the mortality of tuberculosis in devas- 
tated countries. But there is no justification for com- 
placency because the influence of war is receding and 
death rates are falling. Rather the time is opportune 
for even more strenuous efforts. The closing words of 
Daniels’s second lecture are worth repeating: “Given 
respite from mutual massacre, there is no reason why 
this disease which has plagued the Continent of Europe 
for many hundreds of years should not be almost 
eradicated before the cenmry is out.” 
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SIZE AND ACTIVITY 

The importance of scale and dimensions has been more 
.criouslv considered in relation to animal design than 
/ cciine pl>vsical performance. It has been pointed 
out for exm^pie. that a mouse which had been en arged 
to the size of an elephant would be unable to stand, and 
1 -m elephant which had been contracted to the stze 
0 ; mouse would be • handicapped m agdny by an 
, necessary thickness of leg: in short that the sudden 
,T^,ion/in si.o which befcll Alice in Wondered 
11 raised problems of an engineering kind 

“hich her maihenulidan crea.or had failed to foresee, 
1, has been left to Professor A. V. H.ll.m a recent tore 

(o the 


Royal Institution.* to apply arguments of the same 

HnTto questions of athletic performance, and to she-' 
; . . , nnH in imder-watef swimmi 


show 

ohly'^in'the high jump and in under-water swimming 
size as such offer any advantage. The underlying 
°°^mciry is simple enough; that in a scale enlargement 
^^d^ubling of linear dimensions is accompanied by a 
f urfold increase in corresponding areas, and by an 
•rhtfold increase in volume, and incidentally in weight, 
ovided ^that structural materials have been kept the 
same. In practice so simple an expansion is impossible, 
whether in engineering design or in animal anatomy, 
and for the nearest approach it is necessary to go to the 
gea, where the problem of standing up is no longer 
significant. 

Between the blue whale, the largest of the Cetacea, 
and the dolphin, there is a range in length of about 12 to 
1, and a range in weight of more than 1,000 to 1, though 
in general shape and design there is a reasonably close 
correspondence. Both animals move in the water with 
unu-sual efficiency, cruising for long periods at 15 knots, 
and being capable of shorter bursts of 20 knots or over. 
But on the basis of weight of muscle it has been com- 
monly argued that the whale should have the easier 
task.* ^ Parry, it is true, has pointed cut that muscle 
power cannot be expressed as a simple function of size.* 
but Hill makes the broader physiological approach and 
examines the scale relationship between dolphins and 
whales in terms of the circulation of the blood — the 
factor which imposes an overall limit on rate of energy 
output. In one such investigation he examined the 
aorta of the whale, and showed that its cross-section or 
area was in approximately scale relationship to that of 
man, and presumably the dolphin. At the same rate of 
blood flow the aorta could therefore supply a quantity 
ot blood in proportion to surface area, not to volume or 
weight. To achieve the latter proportion there would 
' have to be a 10-times faster flow and a peak difference 
of pressure of the order of several atmospheres. This 

1 science To-dm-. 1949 . 6 , 341 ; Nature, Land., 1 . 49 . 164 . 820 . 

4Grjy. J exp. Bud., 1936, 13. 192. 

3 Natu e. Land., 1948, 161. 199. 

* Porry, D. A., 1943, 131. 230. 


would obviously be impossible, and the same conclusion 
is supported by a comparison of heart size and heart 
rate. As between whale and dolphin, heart size is in 
proportion to weight, but heart rate should be reduced 
by a factor of about 8. so that it must be impossible for 
the larger whale to generate a horse-power in proportion 
to its weight. This accepted, it follows that whales as 
well as dolphins must possess a great capacity for induc- 
ing a smooth flow of water past their bodies, and that 
the performance of both should make ship designers 
envious. 

More generally, it appears that' in “ similar ” animals 
of whatever kind rate of energy output — otherwise horse- 
power — must be in approximate proportion to surface, 
area, and that the development of engineering power in 
proportion to weight is an impossible achievement if 
respiratory and circulatory systems increase to scale. 
Other and converging arguments can also be adduced. 

■ In the case of swimming, the pressure on propulsive 
organs would be increased beyond possibility if they 
were moved at the same frequency in a larger animal as 
in a smaller one. In the case of running, the- kinetic 
energy put into limb movement can only be balanced 
by the work done by muscles on tlie condition that 
frequency of movement is reduced in proportion as limb 
size is increased. The larger animal will have a slower 
heart beat, move its limb^ more slowly, but achieve the 
same speed, other things being equal. Because of scale 
complications there is no such satisfying comparison as 
that between dolphin and whale. The elephant, at 
around 20 m.p.h., is clearly handicapped by the conse- 
quences in design of its greater size. The mouse, running 
flat out to safety, eludes stop-watch as well as stick. 
But the broad picture suggests a lesser variation in speed 
than might otherwise be expected. The larger grey- 
hound is but slightly faster than the smaller whippet. 
The speed of the hunting leopard, which is credited with 
64-66 m.p.h. in a short chase and is the fastest of all 
animals, is not so greatly different from the 24 m.p.h. 
achieved by man on his two legs. At various kinds of 
jumping there are closer correspondences. In a running 
jump the horse, large kangaroo, man, and the antelope 
can cover 25 to 30 ft. (7.6 to 9.1 m.) in that order, with 
the jumping hare only 5 ft. (1.5 m.) less. With a stand- 
ing start the 4-m. (lO-cm.) jumping mouse is the equal 
of man. Among high-jump “ records ” a rat kangaroo 
the size of a rabbit has been seen to clear an 8-ft. (2.4-m.) 
fence ; the large kangaroo, helped by its higher centre 
of gravity, one of 9 ft. (2.7 m,). 

There is at least general support in these figures for 
Hill’s conclusion that, irrespective of size, animals of 
similar form and designed with a similar factor of safety 
should be able to run and swim at the same speed and . 
to jump the same height. Muscle speed, adjusted to 
safety as well as function.'shows a wider range, and for 
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this an engineering explanation can be suggested. As 
with an engine, reversals of movement which were over- 
rapid in proportion to size would break either muscles 
or structural components, and the kangaroo endowed 
with the muscles of a grasshopper would soon suffer 
injury. Muscle speed is adjusted to speed of living, and 
speed of living depends on heart rate and so on size. 


SURGERY IN PULMONARY TUBERCULOSIS 
The importance of surgery in the treatment of pulmonary 
tuberculosis is taken for granted, but 30 years ago the 
help of the surgeon was not even contemplated. The co- 
operation between chest physician and surgeon is now as 
close as in any branch of medicine, and the patient has 
greatly benefited in consequence. Two eminent authorities, 
H. Morriston Davies* and Th. Naegeli." who have been 
pioneers in applying surgery to the treatment of pulmonary 
tuberculosis, have recently discussed developments in this 
field, and in general their views do not diverge very far. 

If an artificial pneumothorax is inefficient or contra-selective 
the result is bad, and when there is tracheo-bronchial tuber- 
culosis or a persistent surface or tensiori cavity this form 
of treatment may be dangerous. In such cases, howe.ver, 
pneuraothoraces are often maintained. These contraindi- 
cations are not emphasized by Naegeli. Division of adhe- 
sions is necessary in order to maintain an artificial pneumo- 
thorax in many cases, and although this will usually 
done by the cautery through a thoracoscope an open oper- 
ation is occasionally required. There should be no hesita- 
tion in abandoning an ineffective artificial pneumothorax 
in favour of a major surgical operation. Both Morriston 
Davies and Naegeli recommend oleothorax for a small group 
of patients — in fact they would use it more often than is custo- 
mary in this country. They agree that the place for phrenic 
crush is limited and that it is of greater value for lower lobe 
disease than for upper ; the permanent paralysis which occa- 
sionally follows may cause anxiety if a thoracoplasty is even- 
tually performed. Pneumoperitoneum is a valuable adjunct, 
especially when bilateral disease is present. While these 
methods of treatment may heal a cavity in the basal seg- 
ment of the lower lobe, cavities at its apex in the dorsal 
segment often remain open, and the problem of the treat- 
ment of lesions in this part of the lung remains unsolved. 
It is unusual for abnormalities to be discovered at routine 
bronchoscopies, but if inirabronchial tuberculosis is found 
this may have an important bearing on treatment Naegeli 
does not stress this point, nor indeed is endoscopy univer- 
sally recommended. 

Both surgeons pay tribute to Sauerbruch, Friedrich, and 
other pioneers of thoracoplasty, and discuss the various tech- 
niques which are in use. Finality has not been reached. 
The relaxation afforded by an apicolysis or Semb strip may 
not be as effective as the contramediastinal collapse which 
follows removal of ribs and transverse processes, and some- 
times of costal cartilages too. Large cavities may require 
preliminary Monaldi drainage. Naegeli discusses extra- 
pleural pneumothora.x and its variants at some length. 

I nor.ti. 194S. 3. 1S9. 
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This is an operation which has always been more popular 
on the Continent than in England, and it is scarcely men- 
tioned by Morriston Davies. On the other hand, the latter 
describes insertion of an inert plastic material to maintain 
permanent collapse. This, the most modem form of plom- 
bage, can be used to bring about a selective collapse of any 
part of the lung. The operation is done in one stage ; it 
causes little shock and no parado.xical movement, and no 
refills are required. Preliminary reports refer to the rela- 
tive freedom from complications, and if experience con- 
firms this an advance of some importance will have been 
made. Morriston Davies prefers polythene strips contained 
in a pack to lucite balls, which are more rigid. The perio- 
steum is stripped from the ribs and left attached, with the 
intercostal bundles, to the mobilized pleura ; the plastic is 
put between these structures and the ribs. 

Another recent development, also not discussed by 
Naegeli, is resection : lobectomy is occasionally performed, 
usually for a tuberculoma, but pneumonectomy is more 
usually performed for tension cavities in the lower lobe, 
bronchial stenosis, bronchiectasis, or disease with caseation 
rather than cavitation. With streptomycin to reduce post- 
operative complications resection may become the treat- 
ment of choice whenever indicated rather than a desperate 
last hope when all else has failed. Postural retention may 
reduce the size of cavities temporarily, making the patient 
fit enough for more extensive surgical treatment. The 
value of sanatorium treatment, carried out conscientiously 
and continuously, remains of the first importance. 


INDUSTRIAL FLUOROSIS 
The report' on industrial fluorosis to the Fluorosis Com- 
mittee of the Medical Research Council is an interesting 
example of the way in which a research problem may be 
elucidated by the independent observation and intensive 
team-work of a few individuals. The first step leading to 
this very full investigation of local conditions, animals, and 
human beings was taken in 1943, when the occupant of a 
farm in Fort William, Scotland, situated about half a mile 
(800 metres) from an aluminium factoo’. complained that 
his sheep and cattle were suffering from an unusual form 
of debility in spite of there being an abundant supply of 
herbage. 

Clinical examination of the affected animals by Pro- 
fessor G. F. Brodie, of the Rov'al (Dick) Veterinary College, 
Edinburgh, revealed that their emaciauon and debility were 
due to dental lesions which prevented them from chewing 
their food effectively. The question of possible ill-health 
in human beings from pollution of the atmosphere by 
compounds given off by the aluminium factory was raised 
in 1944 by Dr. A. M. Fraser, medical officer of health of 
Inverness-shire, and later in the same year the Secretary of 
State for Scotland requested the Medical Research Council 
to conduct an investigation. For this purpose the Fluorosb 
Committee was set up by the Council in consultation with 
the Department of Health for Scotland. The investigation 
comprised analyses of the electrolytic process of manufac- 
ture of aluminium and of contamination of the air of the 

» l-J^trzzl Fhorczix—.< Study of ike Uuzurd la Sfan aiui Arirr.aU uar Fort 
WdUam. Secilard. VIedkil Resi-rch Council Men-.o. No. CZ, 1599. Lonion; 
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factory and of the atmosphere, soil, herbage, and water of. 
the surrounding area ; study of the animals arid of the local 
agriculture ; and examination of selected groups of indivi- 
duals in the factory and among the local residents and of 
the teeth of adults and schoohchildren. The willing co- 
operation of the management and workers of the British 
Aluminium Co., Ltd., greatly assisted the task of the 
investigators. 

The fumes containing fluorine, to which the disorder of 
the cattle was eventually traced, arise during the electrolytic 
reduction of alumina, which is dissolved in a bath of the 
fused fluorides of aluminium and sodium. At the time 
of the investigation the fumes extracted from the furnace 
rooms at the Fort William factory were not scrubbed or 
treated in any way but were allowed to escape from vents 
opening just above the level of the roof, drifting across 
the countryside as a dense white cloud of smoke. Inside 
the factory concentrations of fluorine as high as 3.6 mg. per 
cubic metre were found in the worst of the furnace rooms, 
decreasing to about 15% of this figure at a distance of 
200 yards (180 metres) and to about 3% at one mile 
(1.6 km.). Contamination of the soil ranged from 1,010 
parts per million in the immediate vicinity of the factory 
to 66 p.p.m. at 7 miles (11.2 km.) in the direction of the 
prevailing wind and 13 p.p.m. at 3.3 miles (5.28 km.) at 
right angles to the wind. Analyses of grass samples gave 
results closely parallel to those obtained from soil. The 
teeth of the animals reared on contaminated pastures 
showed mottling of the enamel, distortion, and deformity. 
Chemical analysis of teeth and bone showed an excessive 
fluorine content, and some cases of osteomalacia due to 
chronic fluorine intoxication were found. 

Selected groups of individuals from the workers in the 
factory and from local residents were then subjected 
to clinical, radiological, haematological, and biochemical 
examination. Routine medical histories showed little 
evidence of an unusual rate of sickness or of organic 
disease. Radiological examination revealed abnormal 
appearances in the bones in a proportion — highest (25.4%) 
in the factory workers who had had the greatest expo- 
sure, low (4%) in the local residents, and absent in school- 
children. Within each broad age group the incidence of 
abnormalities tended to increase with the length of expo- 
sure to fumes. These abnormalities, though very variable 
in degree an,d unaccompanied by any clinical disability, 
resembled those described in the literature as skeletal 
fluorosis. Excretion of urinary fluorine was roughly 
parallel to the intensity of exposure. Some mottling of 
the teeth was found in 5.6 % of the children examined, but 
mottling of a similar type was found in 3.1 % and 0.6% of 
children in two country areas far removed from Fort 
William. 

It is obvious that the severe loss of condition and drop 
in milk production in affected animals constitute a serious 
impediment to economic sheep and cattle farming in this 
area, and though the bone changes found in older factory 
workers were not associated with any clinical disability 
they must be regarded as a warning that exposure to 
fluorine fumes should be limited as far as possible. The 
report concludes with the recommendation that everything 
practicable should be done to reduce the amount of fluorine 
discharged from the factory. 
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G.P.S AND GERIVIAN MEASLES 
That rubella early in pregnancy may cause defects in the 
human embryo has been one of the unpleasant surprises 
thrown up by medical research during the past few years. 
It is important to get far more exact information on this 
tragic complication of what is for the sufferer a mild com- 
plaint, and in our correspondence columns this week 
Professor A. Bradford Hill asks general practitioners to 
join with him in a piece of research from which it is reason- 
able to expect highly useful results. As Professor Bradford 
Hill points out, it is desirable to discover the frequency 
of congenital defects in children born of mothers who 
catch rubella during pregnancy, the severity of such 
defects, and their relation to the stage of pregnancy at 
which infection occurs, and the inquiry may well be 
extended to such infections as chicken-pox, mumps, 
.and measles. Much of this kind of information could 
be secured through the Ministry of National Insurance 
without any breach of the confidential relationship that 
exists between patient and doctor. The way he proposes 
to make this inquiry is described in this week’s corre- 
spondence columns by Professor Bradford Hill, and we 
hope that general practitioners will respond to the appeal 
made' to them so that more may be known about this 
unfortunate sequel to German measles. 


ROYAL SOCIETY AWARDS 
The two Royal Medals for the current year have been 
awarded to Sir George Thomson, F.R.S., and to Professor 
R. A. Peters, M.D., F.R.S. Professor Peters was educated 
at Cambridge University and St. Bartholomew’s Hospital, 
London, and was a pupil both of Sir Joseph Barcroft and 
of Sir F. Gowland Hopkins, During the war of 1914-18 
he spent nine months as a battalion medical officer, and 
was awarded the M.C. (with bar), but was recalled for 
scientific work. In 1923 he left Cambridge, where he was 
Dunn lecturer in biochemistry, and became Whitley 
professor of biochemistry and a Fellow of Trinity College, 
Oxford. After early work with Barcroft on the specific 
oxygen capacity of haemoglobin, Peters turned his atten- 
tion to vitamin problems, and his name is particularly 
associated with work on the vitamin-B complex. In 1930 
came the first demonstration of the in vitro action of a 
vitamin — the specific response of avitaminous pigeon’s 
brain to Vitamin Bj. This led to proof of the intimate con- 
nexion of this vitamin with the metabolism of pyruvic 
acid. During the recent war Professor Peters directed two 
teams of research workers on specific war problems. Out 
of this work came the highly important discovery of 
BAL or British Anti-Lewisite. 

Among the other awards of the Royal Society is that 
of the Davy Medal to Professor A, R. Todd, F.R.S., for 
his work in organic chemistry and biochemistry, especially 
on the B and the E vitamins. 


GENERAL PRACTITIONERS’ REMUNERATION 
Just before we went to press the B.M.A. received a reply 
from the Ministry of Health on the general practitioners’ 
case for increased remuneration. It is published in Jhe 
Supplement at page 218. 
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FRACTURE OF THE CLAVICLE 


BY 


T. P. McMURRAY, C.B.E., MChir., F.R.C.S.Ed. 
Emeritus Professor of Orthopaedic Surgery, University of Liverpool 


Fractures of the clavicle occur more frequently than any 
other bony injury, and they are almost invariably the result 
of transmitted or indirect violence applied to the clavicle 
through a fall on the outstretched hand or on the elbow, 
or through contact with the tip of the shoulder. Although 
compound fractures of the clavicle are not imknowa, 
especially in war injuries, yet this fracture is usually simple, 
even when resulUng from a direct blow on the anterior 
surface of the bone. 

Age Incidence 

The fracture is one of the more active period of life, 
occurring mostly in youths and young adults. As it is 
commonly caused by a fall, it is usually seen in children 
or in those taking part in sport. In the elderly, fracture 



of the clavicle is a comparatively rare accident ; at this 
age a fall on the outstretched hand is more likely to cause 
a Colles’s fracture or an injury to the neck or head of the 
radius. 

Site of Fracture 

The fracture usually occurs slightly beyond the middle 
of the bone where the medial anterior curve meets the 
posterior curve of the outer segment. Here the strain is 
greatest. The fracture may also occur toward the inner 
or outer ends of the bone, the site of the lesion in the 
inner segment being usually at a point three-quarters to one 
inch from the sternal attachment of the bone, while the 
site of the distal fracture is usually the same distance from 
Its acromial attachment. 

Symptoms and Signs 

These vary’ according to the type of fracture. Wth a 
greenstick fracture, which is common up to the age of 14 
or 15 ye-irs, the symptoms and signs are slight. Follow- 
ing a fall, the patient, usually a -boy, mav complain of 
an ache in the shoulder region but may finish the game 
he is playing with comparatively little discomfort. Later, 
persistent aching in the shoulder may draw attention to a 
clavicular swelling, tender on pressure, but causing little 
disability and no limitation of movement. Radiographic 


examination will confirm the presence of a crack in the 
bone, usually without displacement. 

The symptoms and signs which follow a complete frac- 
ture in the usual mid-clavicular situation are more severe. 
The patient complains of a sudden pain in the shoulder 
region accompanied by a feeling of uselessness in the 
whole arm and forearm. As a rule, in order to relieve 
the pain the affected arm is immediately supported by the 
other hand in an effort to lift the shoulder and prevent the 
dragging weight across the site of fracture. 

On examination of the site of injury it is evident that 
the clavicle has been broken. The outer sharp, irregular 
edge of the inner fragment of the bone can be felt pro- 
jecting under the skin above its normal site, and restoration 
of the line of the clavicle is possible only by raising the 
shoulder above its normal position. The radiograph 
demonstrates that considerable displacement has occurred 
at the site of fracture, the outer fragment befng displaced 
downwards and the outer end of the inner fragment pro- 
jecting upwards, leaving a considerable gap between the 
broken ends. 


The symptoms and signs of fracture at the inner or outer 
end of the bone are considerably modified from those which 
follow a lesion in the usual situation. As a rule, with either 
of these fractures there is little displacement and a minimum 
of deformity. Pain and disability following their occur- 
rence may be so slight that the injury may easily be over- 
looked unless demonstrated by radiographic examination. 

With a fracture close to the inner end of the clavicle 
impaction on one side of the bone is otten present. Some 
thickening and tenderness are apparent over the injury and 
movements of the arm are limited because of pain. 

When the fracture has occurred towards the outer end 
of the clavicle there 

f\ 


is no displacement if 
the lesion is situated 
between the attach- 
ments of the 
acromioclav i c u 1 a r 
ligaments ; tenderness and swelling over the site of injury 
and subcutaneous haemorrhage indicate the severity of the 
injury. 

Diagnosis 



Common sites of fraaure of ihe clavicle. 


The diagnosis is, as a rule, an easy matter if the possi- 
bility of this injury is borne in mind- The only diJiicuity 
is met with in the greenstick fracture of children and in 
the fractures occurring close to the e.xtremities. A simple 
suhperiovtea! haemorrhage may cause some difficulty in 
clinical diagnosis, but the doubt can easily be settled b> 
radiographic examination. 


Complicated Injuries of the Clavicle 
On occasion this Iracture is accompanied by injury to 
some of the neighbouring tissues. Thus, fracture of the 
clavicle may be awocialed with a lesmn of ihe brachial 
plexuiK p.arliculariy of its upper components. Alter a 
fall on the point of the shoulder it is obvious that the patient 
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has sustained a fracture of the clavicle, and unless a careful 
examination of muscle movements is carried out an accom- 
panying injury to the fifth and sixth cervical nerves may be 
missed. Because of the pain produced by the fracture the 
patient naturally keeps the whole shoulder at rest, and it is 
frequently difficult to separate the loss of power which 
follows injury to the plexus from the reflex inhibition 
produced by the fracture. 

If the force applied to the shoulder is extreme the fracture 
may also be associated with a lesion of the whole of the 
plexus. In this event the differential diagnosis is compara- 
tively simple, .and is indicated by the complete flaccidity of 
the whole of the affected arm, with a loss of sensation over 
the entire limb below the elbow. 

When the fracture has resulted from a violent pull on 
the arm in a position of full-extension the lower cord of 
the plexus may be stretched or torn, giving a loss of 
power in the intrinsic muscles of the hand — a complication 
ivhich is very difficult to diagnose directly following the 
injury. Injury to the neighbouring blood ve.ssels may occur 
also, usually not as a result of traction but following direct 
injury to the vessels by the sharp surface of the inner end 
of the outer fragment of the bone. 

These injuries can all be diagnosed by a careful examina- 
tion of the patient, and treatment of the fracture should 
be delayed until the possibility of these complications has 
been eliminated., 

Trcafnienl 

The treatment of this fracture is not difficult, and if a few 
simple precautions are employed a successful result is to 
be expected. 

Methods 

Figure-of-8 Bandage. — The objects of treatment are to 
raise the shoulder to bring the two fragments of the broken 
bone into alignment ; to pull back the shoulder to prevent 
overriding of the broken bone ; and to restore full length, 
with fixation in that position until clinical union has 
occurred. The simplest and most 
generally satisfactory method of 
accomplishing these aims is by the 
use of the figure-of-8 bandage. 
Two or three large flannel or 
calico bandages are employed, 
passing round each shoulder in 
turn and crossing each other pos- 
teriorly. These bandages are 
applied firmly, the shoulders being 
pulled back by each turn of the 
bandage. When the bandages 
have been firmly fixed in this posi- 
tion by pinning or tying, a firm 
loop of bandage is attached to 
each shoulder loop in front across 
the chest. This simple method of 
retention keeps the original figure- 
of-8 in position and prevents 
the bandage slipping from the 
shoulder, which would destroy the 
fixation. 

When fixed in this way the 
patient is encouraged to use the 
hand, fingers, and elbow in order 
to prevent stiffness of these joints, 
a complication which is to be 
feared in the adult patient. After 
four weeks clinical union is usually 


satisfactory, and the patient may be allowed freedom from 
all control, gradually restoring full movements at all the 
joints by voluntary exercises. A sound, fully functioning 
limb is to be expected, with no disability except for the 
presence of a bony nodule at the site of fracture. 

Occasionally, especially if the fracture has been com- 
minuted, a spike of bone is present at the fracture site 
projecting under the skin. This spike should not be inter- 
fered with or removed, as it rapidly diminishes in size and 
gradually becomes rounded. 

T-Splint. — ^To obtain the same, fixation a T-shaped 
wooden splint may be used. This is placed on the patient’s 
back, the long arm of the T extending from the sacrum to 
the level of the middle of the scapulae. The cross arms of 
the T extend behind each shoulder, and to these cross arms 
the shoulders are firmly bandaged, stability of the splint 
being obtained by fixing the main portion to the body and 
pelvis. The object of fixation and raising the shoulder can 
be attained equally well with the less cumbersome figure- 
of-8 method, and there are no special advantages in the 
use of- the splint. 

Strapping Method {“ Sayre’s "). — ^This method of fixation 
by applying strapping round the arm and chest to pull back 
the shoulder and pull the elbow upwards and forwards has 
been gradually abandoned. It was the procedure generalls 
adopted and taught in the textbooks for many years, bui 
there are so many disadvantages in the method that it has 
now been largely superseded by the less' troublesome fi.xa- 
tion by bandages. In applying this form of treatment the 
arm was first pulled backwards and fixed to the chest by 
wide strapping, while by a second strap the elbow was 
pulled forward and upward with the hand and fingers 
firmly applied to the chest wall. The subsequent rigidity 
of all the joints of the limb usually required a long period 
of physiotherapy for their relief, and in many instances full 
movements could not be restored to the adult patient. 

Treatment in Reciimhency. — For those 'few patients in 
whom the presence of a nodule on the substance of the bone 
would be considered to be a great deforinity, better align- 
ment and a smaller mass of callus can be secured by treat- 
ment in recumbency. The patient is treated recumbent on 
a firm mattress with a small sandbag placed between the 
shoulders. This position is maintained for three to four 
weeks. As a result the alignment is improved and less 
callus is formed, but the confinement to bed for a month 
is usually considered to be unbearable for the treatment of 
a comparatively simple injury. 

Intra-medidlary Wiring. — ^An attempt has been made to 
restore and maintain the exact alignment of the bone b\ 
fixing the fragments in position by means of an intra- 
medullary wire. This is introduced through an opening in 
the outer or inner fragment and threaded along the medul- 
lary cavity of both fragments. The method is not to be 
recommended ; snapping of the wire has occurred on several 
occasions and the presence of the wire does not stimulate 
but rather retards bony union. 

Sequelae of Fracture of the Clavicle 

If treated by the simple figure-of-8 bandage without fixa- 
tion of the hand and fingers the result is usually excellent 
Full movements are gradually restored to all the joints and 
the patient is left with no disability. Under certain circum- 
stances the resujt is not so satisfactory, and subsequent 
trouble and disability may be encountered. 

Rigidity. — Limitation of movement may affect any of 
the joints of the upper limb, either as a direct result of the 
fall or as a consequence of inefficient treatment. At the 




shoulders without the 
anterior bandage support. 
(From Mr. George 
Pe-'kins’s Fractures, by 
permission of the author 
and Oxford University 
Press.) 
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time of the accident the shoulder joint or the muscles of 
the shoulder region may be injured, and as fuii movements 
of the joint cannot be maintained until tf fracture is 
united limitation of movement may become obvious when 
all fixation has been removed. The limitation may be 
reduced by the patient’s own efforts during treatment, but 
massage and exercises' may be needed at a later date. 

A much more serious state of rigidity is encountered in 
those patients, especially adults, in whom the hand and 
fingers have been kept at rest during the course of treat- 
ment. Massage and voluntary exercises help to diminish 
the rigidity, but as a rule a considerable disability is left if 
the possibility is forgotten. 

Non-union. — Non-union of a fracture of the clavicle is 
a comparatively rare complication, especially when the frac- 
ture is simple. It may occur in spite of correct and efficient 
treatment, but is usually seen only when treatment has been 
neglected or when a portion of the bone has been removed 
in a compound fracture. As a result of non-union the 
patient usually complains of aching and a feeling of click- 
ing when the arm is used. There is' usually little or no 
tenderness over the fracture, but the movements of the 
fractured surfaces on each other are disabling. 

Treatment of Non-nnion 

On occasion, union of the fractured bone can be obtained 
by continuing the fixation for a longer period. If the frac- 
ture is comparatively recent a further period of fixation of 
four to six weeks may be sufficient to produce a sound, 
painless union. When non-union has been present for a 
considerable period even prolonged fixation is usually 
unsuccessful in producing union, and operative interference 
is advisable. 

Bone Grafting . — In attempting to produce bony union a 
bone graft is applied to the site of fracture. An inlay graft 
is placed in a deep slot cut on the antero-inferior aspect of 
the clavicle and reduction maintained as in a fresh fracture 
of the bone. Because of the difficulty of obtaining complete 
fixation of the fracture the bone-grafting operation may 
not be successful, and if the operation has failed on the 
first occasion the prognosis is much worse if a further 
attempt is made. 

Partial or Complete Removal of the Clavicle.—^ bone 
grafting has failed and the patient still complains of pain 
and disability a considerable improvement in the condition 
may be effected by the removal of a large section of the 
clavicle from either side of the fracture. As a result of 
this the painful clicking of the fractured surfaces is elim- 
inated, and though the shoulder tends to fall forward to a 
slight degree the usefulness of the limb is increased. 
Because of the possibility of the re-formation of the clavicle 
which has been removed it may be advisable on occasion 
(o remove the whole of the bone, which, though apparently 
.1 radical procedure, does little to reduce the strength and 
usefulness of the affected limb. 


The Ministry of Health has notified hospital boards and 
committees that it will not set up any central machinery for 
dealing with redundant, worn-out, or obsolete equipment in 
hospitals. Boards and committees should dispose of such 
equipment as before. Serviceable items of equipment which 
become redundant in any hospital should be transferred to 
another hospital where they can be used. No cash adjustment 
should be made for the transfer, but it should be recorded. 
Hospitals holding equipment issued on loan during the war under 
the Emergency Hospital Scheme should use it where possible. 
Schedules of this equipment should be prepared and sent to the 
Ministiy of Health. Supplies Division I, WTiitehall. London. 


SURGICAL TRAVELS IN COLOMBLA. 

BY 

RONALD W. RAVEN, O.BJE., F.R.C.S. . 

Honorary Prolessor. National University of Colombia; Surgeon to 
the Westminster Hospital (Gordon Hospital); Surgeon to the Royal 
Cancer Hospital 

Surgical travels in other lands are full of interest, and are 
valuable for the development of understanding between the 
countries involved. Our country always welcomes the surgeons 
of other lands to her surgical centres, and many avail them- 
selves of the facilities provided. Others find it impossible to 
make the journey, but they can be reached and helped when 
British surgeons undertake such a mission as is described in 
this paper. The National University of Colombia extended 
an invitation to Dr. Lawrence H. Morris and myself to visit 
Bogoti in order to deliver a course of lectures and perform 
surgical operaUons. This invitation was accepted, and we left 
England on April 26, 1949. As this is the first occasion, such 
a visit has been made, it is felt that a record of it might be of 
interest 

Historical Background of Colombia 

Colombia is the only country in the New World which beats 
the name of the discoverer, Christopher Columbus. The 
exploration of this region was carried out by bis companions 
and contemporaries, and resulted in the foundation there of 
Santa Marta in 1525 and Cartagena in 1533. These ports 
developed into two of the most important centres of this vast 
continent and became the scene of many struggles and sieges 
in bygone days. In some of these expeditions Sir Francis 
Drake was actively engaged. The last great attack which 
Cartagena suffered in the colonial age was in 1741, when Sir 
Edward Vernon arrived at the head of the greatest army ever 
to reach the coasts of the Caribbean Sea. 

- Colombia tvas the cradle of the great Chibcha and Kimbaya 
Indian civiUzations, which fell before the Spaniards. Santa 
Fe de Bogota was founded by Jimdnez de Quesada after a 
heroic expedition, and the future capital of the country came 
into being. Its history is bound up with the revolt of the 
Corauneros and the beginnings of Colombian science under 
Mutis and Caldas. Finally there came the great revolutionary 
movement organized by Bolivar, Narino, and Santander, which 
transformed the country and ended in its independence being 
established. The Colombians have never forgotten the help 
they received from the British soldiers in their fight for 
freedom. 

Geographical Facts 

Colombia extends over an area of nearly half a milh'on square 
miles of land in the north-western region of South America. 
It is the only country in this continent to face two great oceans, 
since its western seaboard opens on the Pacific Ocean while its 
northern coastline looks out on that portion of the Atlantic 
Ocean which forms the Caribbean Sea. 

The outstanding feature of the country is the gigantic 
mountain ranges of the Andes, which rise in the Caribbean 
region and continue southward across the continent This great 
mountain system spreads out into three main ranges, united in 
the south-west and opening towards the north. Thus on the 
left is the Western Cordillera of Choed, in the middle the 
Central Cordillera of Qiiindio. and on the right the Eastern 
Cordillera of Sumapaz. Scattered among these mountain 
ranges are high tablelands where the population is denser, 
especially in ihe^eastem region. To the east and south-west 
of the Eastern Cordillera is an immense plain traversed by the 
great rivers Caquetd and Vichada, which empty respectively 
into the Amazon and the Orinoco. 

The country lies entirely within the Tropics, but the climatic 
conditions vary greatly. The line of the Equator traverses its 
southern part, but when the rivers, forests, and lowlands are 
left behind, temperate valleys and plateaiLX are reached where 
there is perpetual springtime with orchards and flowers in full 
Jtloom ; and rising high above the plateau.x are the mountains. 
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Fio. 1. — ^The San Carlos Hospital, Bosoti. 


covered always with snow. The dry and wet seasons alternate 
at intervals of three months, starting with a dry period from 
December to February. 

Colombia is a land of contrasts, and these are most striking 
when seen from an airplane. The landscape is always changing, 
revealing interwoven greens, browns, and blues. The huge 
mountain ranges, their jagged summits rising up against the 
sky, the rivers winding in the valleys, and the numerous 
primeval forests scattered throughout the country are an 
impressive sight. 

The flora is abundant and diverse, and botanists affirm that 
more than fifteen thousand specimens have been described. 
Many of the wild plants, like the chupahuevo and matarrotdn, 
are said to possess medicinal properties ; and parasitic plants 
abound, notably the orchids which grow in rich profusion on 
the trunks of trees. 

On the plains and in the valleys immense herds of cattle 
graze, and sheep and pigs are being reared on an increasing 
scale. Also, horses are imported from England to improve the 
local breeds. In the jungle there are various wild animals, 
including jaguars, .tapirs, boars, deer, pumas, foxes, and bears, 
in addition Jo numerous species of monkeys and squirrels. The 
rivers contain the crocodile, the gliding eel, small salmon, the 
bagre, and the captain fish. Amongst the marshes and lakes are 
found -waterfowl, heron, and wild duck, and on the moors 
quail, partridge, and pigeon. It is possible to see on the 
mountain crags a hawk or the rare condor. Many varieties of 
butterflies exist here, and numerous kinds of parrots, macaws, 
and parakeets. 

There is a very interesting area known as.the Macarena Hills, 
which is infested with monkeys and where yellow fever is rife. 
Consequently it has never been explored by man 
until recently. The control of yellow fever by 
inoculation has now made this possible. A re- 
search centre has been established with its head- 
quarters in Villavicencia, and we had the oppor- 
tunity of meeting and talking with the director of 
this work. A number of interesting biological 
investigations are being carried out, and it is 
hoped to extend these researches in the future. 

This appears to be a fruitful field for capable 
trained investigators. 

The Travel Itinerary 

We went to New York by sea, and, after spend- 
ing one night in that city, travelled by air to our 
destination' in Colombia. It was a grand flight 
over Miami in Florida. Cuba, and Jamaica;, the 
beauty of the islands in the Caribbean Sea is 
most impressive. We reached Colombia at 
Barranquilla. a fine international port which is 
linked by the Magdalene River with the heart 
of the country. Here we received- a warm wel- 
come before proceeding by air to Bogota, the 
capital city, where our main work was to be 
done. We were met by a deputation which 
included the Minister of Hygiene, the Director 
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of the National Radium Institute, the representa- 
tives of the British Council, ind a number of 
professors and doctors. 

Bogotd is situated on the great 'plain— the 
Sabana de Bogoid — at a height of 8,500 feel 
above sea-level. It was established over 400 
years ago, and is divided into - old and modern 
sections, the former of which has a distinctly 
Spanish atmosphere, with narrow winding streets, 
big balconies on large colonial houses with gay 
patios, and peaceful little squares. Possessing a 
population of more than 600,000 persons, it is 
the centre of the political and cultural life of the 
country. The National University of Colombia 
occupies an area of 400 acres and has a large 
faculty of medicine. We spent four weeks work- 
ing in Bogotd, and then left by air for Medellin, 
the capital of the rich department of Antioquia. 
This city was founded in 1674, and is recognized 
as one of the greatest industrial centres of Colombia. We 
worked in the University of Antioquia for three days and then 
proceeded by air to Cartagena. 

Cartagena is a historic city of great grandeur situated on 
one of the beautiful bays of the Caribbean Sea. It is an impor- 
tant intellectual centre, with its university, the Academy of ‘ 
History, and the Naval School of the Colombian Navy. We 
spent a short period of. two and a half days at work in the 
university. From Cartagena we went ' by air to the U.S.A. 
and attended the Joint Meeting of the American Proctologic 
Association and the Proctological Section of the Royal Society 
of Medicine, which was held in Columbus, Ohio. From 
Columbus we flew to New York and returned to England by sea. 

Surgical Work in Bogotd 

At the National University a large number of medical 
students are being trained. The curriculum extends over a 
period of six years, and after qualification resident appoint- 
ments in the hospitals are available. Facilities are also pro- 
vided for those who desire to make a study of special branches 
of medicine and surgery ; these graduates often spend a period 
in the specialized clinics in England and the U.S.A. Many 
expressed a wish to come to England for this purpose. 

The teaching hospitals vary greatly in size, the largest con- 
’taining 1,200 beds. The treatment of cancer patients is mostly 
carried out in the National Radium Institute — a school of the 
University — whose director is a professor of surgery. This 
very active surgical centre also possesses a radiological depart- 
ment divided into therapeutic and diagnostic sections, a patho- 
logical department, and a statistical department. A large 
number of undergraduates attend the practice of this hospital. 
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They are agreeably sugar- 
coated, thus overcoming 
any objection 

> 

to taste or 


CROOKES 


B-COMPLEX TABLETS 


ISSUED IS somss OF 23. 100. ZOO AND IJJOO 


THE CROOKES LABORATORIES LIMITED • PARK. ROYAL LONDON - N.W.IO^ 
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In the treatment of scalp 
injuries, Elastoplast pro- 
vides a neat and effective 
means of retaining a dress- 
ing in position. - 
A short length of 3 in. 
Elastoplast Bandage is 
tailed at each end to ac- 
commodate the ears, and 
is applied as illustrated. 
This method ensures that 
the dressing is retained 
firmly in position, yet 
avoids the discomfort as- 
sociated with bandages 
round the neck and chin. 


Elastoplast 

TRADE MAJUC 

in the treatment of Scalp Injuries 



A product of T. J. SMITH AND NEPHEW LIMITED • HULL 


Preserving 



khe Pre-Natal Balance 



As pregnancy advances, the main concern of 
the doctor in charge is to preserve the nutritional 
balance of the mother against the iindeuiahle demands of 
the foetus. 

Even when all the protective foods required are available 
in sufficient quantity, and the mother’s appetite is normal, 
there is still everything to be said for the rationale of taking 
prophylactic measures against the development of ' latent 
deficiencies. Pregnavitesupphes,in rational dosage, precisely 
those protective nutritional factors any shortage'of which 
will undoubtedly weaken the mother’s reserves and may 
also imperil the pregnancy. 


3|c The rccoiamended daily dose provides: vitamin A 2,000 
i.u., vitamin D 300 i.u., vitamin Bi 0.6 mg., vitaminC 20mg., 
vitamin B i mg., nicotinamide 25 mg., calc, phosph. 480 mg., 
feir. sulph. exsic. 204 mg., iodine, manganese, copper, not 
less than 10 p.p.m. each. 


PREGNAVITE 

\ 

Protects the Mother. . . Safeguards the child 

A single* supplement for ^fer pregnancy 
VITAMINS LIMITED, UPPEK MALL. LtNDON, W.6 
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An important addition to the hospilals^in Bo^ioia is the new 
San Carlos Hospital (Fig. 1) for the medical and mrgical treat- 
ment of tuberculosis. It embraces the most re..-nt develop- 
ments in hospital design, and is equipped with every modem 
device, including its own laundry. From its lav-.mt. especially 
m conne.xion with the wards and operation theatre' this hospital 
may be considered a model of its kind. 

In addition to the civil hospitals there is the military hospi- 
tal (Fig. 2) — a well-equipped institution beautifully situated 
-iraongst the hills. 

The staffs of the hospitals are extremely keen and capable. 
A number of surgeons are engaged in various specialties, which 
include thoracic, gynaecological, and neurological surgery, 
urology, and proctology. In addition to routine undergradu- 
ite surgical teaching, clinical conferences and staff rounds are 
organized in each hospital and are well attended. On such 
occasions a number of patients with various lesions are shown 
and the diagnosis and treatment are discussed ; or a definite 
subject is chosen and presented by a staff member, this being 
followed by a discussion. Original investigations are carried 
out in the laboratories, and facilities for pathological, clinical, 
ind e.xpeiimental research are provided. 

There are two excellent clinics in Bogota containing over 
1,00 beds for the treatment of private patients. I was shown 
)ver them and vvas impressed with the facilities provided. 

Most of our surgical work was carried out in the National 
■iadium Institute, where every help vvas given by the director. 
Operations were also performed in the other teaching hospitals 
n the city. 

The daily programme was a full one, the general plan being 
IS follows. Surgical operations and anaesthetic demonstrations 
negan at 8 ajn. and continued until 1 p.m. on four days a week, 
md until 1 1 a.m. on two days a week so that clinical meeb'ngs 
could be held. The staff were present at these meetings together 
vith surgeons and doctors from other hospitals. The after- 
loons were devoted to discussions with staff members of 
aospitals, the examination of patients, or other work. Formal 
ectures were delivered daily at 6 p.m. in the faculty of medi- 
cine of the National University. These le.ctures comprised both 
jeneral and special subjects. Amongst the former were such 
topics as “The Contribution of Great Britain to World 
Surgery,” “The London Blood Transfusion Service,” etc. The 
special group included the surgical treatment of cancer in vari- 
ous sites, anaesthesia, and lectures on war surgery. This was 
the first occasion on which lectures on surgery in war had been 
^iven in the country. 

The National Academy of Medicine is an important learned 
Aociety where papers embodying original work are presented. 
'.Ve had the privilege of addressing this academy at a special 
'ession. I also addressed the Congress of Gynaecologists meet- 
ng under the auspices of the Bogoti Surgical Society at its 
San Jos4 Hospital. In addition an address was given to the 
Nlational Colombian Society of Gastro-enterology. 

Medellin and Cartagena 

The teaching hospital in the former city is San Vincente, 
vhich is a large and busy institution. Surgical operations and 
macsthetic demonstrations were carried out and lectures were 
lelivered in the medical faculty of the University of -Antioquia. 

At a special meeting of the academic council of the University 
t Cartacena it was pleasing to hear the Director of Education 
,r,d the Rector speak of the close bonds of affection which have 
inked Great Britain and Colombia together over a period of 
nany years. We worked in the teaching hospital of Santa 
Clara and lectured in the faculty of medicine of the University. 

Malignant Disease in Colombia 

During my stay 1 saw a large number of patients with malig- 
nant disease and also studied statistical reports. As in Great 
Britain, many of the patients apply for treatment when the 
Jisease is far advanced. It is important to establish an anti- 
cancer campaign there, and I discussed this subject with the 
profession. They arc very anxious to develop this work, and 
realize the importance, both for the lay population and for 
doctors, of an educational programme dealing with the early 


symptoms of this disease. It is hoped that this work will 
soon begin, and that it will result in patients being- treated 
much earh'er in' the disease than at present. 

Regarding the incidence of various types of malignant dis- 
ease, I was struck with the number of cases there were of 
sarcoma and other tumours of bone. All types of case were 
' seen, and from the records there did not appear to be any 
outstanding aetiological factor. 

Carcinoma of the cervix uteri is one of the commonest forms 
of this disease, and the same applies to the breast- .A fair 
number of cases of epitheUoma of the vulva and vagina are 
seen, and certain parts of the alimentary canal appear to be 
affected more frequently than others, common sites being the 
mouth, oesophagus, and stomach. As in this country, every 
effort should be made to diagnose carcinoma of the stomach 
much earlier in its development than at present. There appear 
to be fewer cases of carcinoma of the colon and rectum than 
with us. 

General Impressions 

The vastness and the grandeur of the country leave an 
indelible impression upon the mind of the visitor, and 
distances are such that air travel is essential. The medical 
profession received us with great friendliness, and it is a 
pleasure to recall the kindnesses we received. The hospital 
arrangements are good, with units varying in size up to a bed 
complement of 1,200. It is obvious that excellent surgical work 
is being done there, and the surgeons are keen and enthusiastic. 
There is a desire to progress and to learn new methods and 
techniques. It is hoped that facilities will be available for 
more of these keen young men to visit Great Britain and see 
the work here. Many Colombians wish to learn the English 
language, and in this and many other ways the British Council 
is doing excellent work. 

It is a pleasure to thank the Nauonal University of Colombia for 
the invitation to undertake these travels, and also the University ol 
Antioquia and the University of Canagena for kindly asking us tc 
visit them. The British Ambassador in Colombia gave us all possible 
help during our stay, and the Colombian Ambassador in London wa* 
most helpful in connexion with our visit. The medical professior 
in Colombia and many other friends showed us great kindness. The 
British Council made many arrangements for us, and its represenia- 
uves in Colombia were most helpful throughom. 


HEALTH EDUCATION 

National Conference in London 
Lord Woolton, president of the Central Council for Health 
Education, opened a two-day national conference at the Central 
Hall, Westminster, on November 8. The conference was 
attended by 700 delegates from local health and education 
committees and voluntary organizatio.-is, with many medical 
officers of health and directors of education. An exhibition, 
opened by Sir Arthur Hobhouse, chairman of the County 
Councils Assodation, was held in association with the confer- 
ence. This was much more than the usual miscellaneous dis- 
play of pictorial material. It was planned in five sections, 
comprising the nature, needs, environment, and diseases of 
man, and the social and health services, each illustrated by 
means of models, films and film-strips, charts, posters, photo- 
graphs, and booklets. 

•At the opening session Professor .Asdrevv Topppsc. of the 
University of .Manchester, made a striking contribution in which 
he blamed the medical profession for the general lay attitude 
towards sickness — namely, the attitude that aratomy, physio- 
logy, and pathology were esoteric subjects, beyond the compre- 
hension of the layman. .Admittedly under present cor.ditior,s 
it vvas difficult for the doctor to find time for frank discussion 
with inquiring patients instead of making an arbitrary diagnosis 
and giving a scribbled prescripUon, bet eventually he hoped 
that a large part of the resources of the medical profession 
would be devoted to the things that really mattered — the educa- 
tion of the public, the prevention of disease, and the control of 
the basic factors that produced disease. 
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It was an unpalatable fact. Professor Topping went on, that 
90% of the minor illnesses from which we suflcred were due 
to our own fault as individuals, parents, or members of the 
community. Ii was so easy for the ill person to consider him- 
self a victim of something beyond his control, and there was 
still a regrettable tendency to “ enjoy " ill-health, to be senti- 
mentally avid for sympathy, and to be proud if one's illness 
was dignified by a high-sounding name. He believed that there 
was more scope for education in the field of infectious diseases 
than in any other. The vast majoritv of such diseases were 
avoidable by human endeavour. With one important excep- 
tion — infantile paralysis — it was known exactly how infection 
was spread. The public should be told the facts in very simple 
language. He pleaded for an abandonment of the prudery 
which made the task of educating the public unnecessarily diffi- 
cult. Euphemisms cut little ice. The public should be told in 
plain words how bowel diseases and food-poisoning originated 
and were spread. 

Professor W O. Le.ster Smith, of the University of London, 
emphasized the importance of the school nurse. A good school 
nurse exerted the influence of a missionary. It would be an 
admirable thing if once a year school doctors and nurses 
attended a siaflr conference with health education as the sole 
subiect on the agenda, when every aspect of the curriculum 
could be brought under review in relation to problems of health. 

Second Session 

The second session was presided over by Sir Wilson 
Jameson, who reminded the conference that the Central 
Council was the” child of the Society of Medical Officers of 
Health. The policy of the Government was now to reduce 
its direct grants in the belief that the Central Council would 
have a more independent, and in some ways a more useful, role 
under the aegis of local authorities. 

Mr. D. R. Hardman. M.P,, Parliamentary Secretary to the 
Ministry of Education, discussed the task of the health educator. 
His function was not to teach facts or even' to develop skills, 
but to encourage an attitude of mind which would attract the 
child 01 the adult of the community generally to the ideal of 
healthy living. 

Dr. Robert Sutherland, medical adviser and secretary to the 
Central Council, said that the Council was just emerging from 
a penod of considerable despondency , and frustration. About 
two years ago it was told that, for reasons which were quite 
logical, the Government proposed to reduce its direct grant, at 
the same time increasing its grants to local authorities in the 
expectation that from such authorities there would be increased 
support for health education. The associations of local authori- 
ties, with which the subject was discussed, felt that they could 
not ask their individual authorities to double their subscriptions, 
as has been suggested, in order that the Central Council might 
not only maintain its existing services but improve them. The 
Central Council had been obliged to review its functions and 
to make very serious retrenchments, which was uncomfortable 
for everybody concerned. He believed, however, that as a 
result of this experience it had gained new life and new force, 
and had directed its services into channels of even greater value. 

Those who were working in preventive medicine. Dr. Suther- 
land continued, had been going through a similar experience 
as a result of the changes which had been brought about by 
the National Health Service Act. Many public health workers 
had felt that a large part of their life’s work had been taken 
from them. He believed that such a period of tension was a 
necessary preliminary to a new orientation and re-direction of 
eSort and a great surge forward into new fields of activity. 
There was every reason to believe that the local authorities, and 
those concerned with preventive medicine and with the teaching 
hospitals, and with education generally, were awakening to a 
new realization of the scope of health education in their own 
fields. 

Professor R. H. Parry, of the University of Bristol, said that 
they all hoped lh.it the family doctor in the future would 
have sufficient time to be also the family friend and adviser. 
A healthy adult, however, did not need expert medical know- 
ledge to maintain his. fitness and lead a healthy life. “There 


is no need for him to qualify as a. doctor — in fact, life tables 
prove that he would shorten his life by so doing.” What he 
wanted was a sound knowledge of elementary biology. He 
must know the capabilities of his own body, and he might need 
an occasional word of advice on special problems that arose. 
Professor Parry went on to criticize certain forms of sex educa- 
tion. He was convinced that sex lectures to classes in senior 
schools often did more harm than good, merely stimulating the 
curiosity of the child. Training in biology in schools should 
supply sufficient knowledge, so that with a little further instruc- 
tion, preferably from parents, the child or adolescent could 
understand his personal problems. 

Conference Dinner 

Lord Woolton presided over a dinner held in connexion with 
the Conference. He mentioned that it had been his hope a> 
Food Minister that the children of the country would go through 
the war unscathed. If they had come through rather better 
physically than they had been at the beginning it was a matter 
for great thankfulness. Dr. Charles Hill, in proposing the 
toast of " The Guests,” said that there could be no greater 
tribute to the Central Council for Health Education than the 
distinction of the guests, who included the Lord Chancellor 
representatives of the Ministries of Health and Education, of 
the departments of public health and social medicine at the 
universities, and of the associations ' of local authorities 
Viscount Jowitt made a response in a jocular vein in which 
he said that the rea' test of the value of the doctor was to set 
what happened when the patient had not done what he advised 
Mr Wal er Elliot. M.P.. proposed the health of local authori- 
ties, and expressed the hope that in future they would he more 
closely concerned with health education. Sir Howard Roberts, 
clerk to the L.C.C., said that local authorities needed all the 
“ health ” they could get. They had undergone some severe 
Operations, with the removal of some of their health functions, 
though health education was still left to them. Sir Wilson 
Jameson, Chief Medical Officer of the Ministry of health and 
Ministry of Education, said that the Central Council had been 
able to attract the help of large numbers of able and public- 
spirited people who had given generously of their time. In 
particular an immense debt of gratitude was due to Dr. Charles 
Hill, a former president of the Council, for the work he had 
done in public health education. Other speakers were Dr. 
Maurice Williams (president, Society of Medical Officers of 
Health). Mr. F. L. Freeman (president. Association of Educa- 
tion Officers). Dr. E. K. Macdonald, and “ Fougasse ” of Punch. 


Preparations and Appliances 


WEIGHT-BEARING DEVICE 
Dr. W. S. Tegner, physician to the Arthur Stanley Institute 
for Rheumatic Diseases (Middlesex Hospital), writes: The 
apparatus here illustrated has been designed by two physio- 
therapists of the institute to replace the conventional roller- 
skate as a means of obtaining non-weight-bearing movement, 
especially in the hip-joint after vitallium-mould arthroplasty. 
It has the advantages 
over the roller-skate 
of being designed for 
the job, of being 
mobile in all direcr 
tions, of having a 
wide bace, and of 
being easily used even 
when the limb is in 
plaster. It consists 
es.sentially of a wide- 
grooved svooden plate 
lined with “ sorbo ” rubber and diffusely perforated to allow of 
firm fixation by bandage, to different sizes of limbs. While it has 
proved particularly useful in treatment after hip arthroplasty, 
it has also a wide range of other uses when non-weight-bearing 
exercises are required. It is being made by Messrs. Stanle> 
Cox,, and will be known as the Boliworth skate._ 



1, Rubber-cushioned surface for limb 
2, Variety of holes for lies.- 3, Ball 
castors. 



Nov. 19, 1949 


AUREOMYCIN AND CHLOROMYCETIN 


Bunsa 

Medical Jocxxal 


1171 


AUREOMYCIN AND CHLOROMYCETIN 

The Ministry of Health has issued the following memorandum : 

These drugs are scarce and costly. Their use can be 
only for conditions in which they are considered likely to' be 
beneficial. To ensure that ^e available supplies are used to 
the best advantage, the Ministry of Health has arranged to 
purchase all available supplies of both drugs and to distribute 
them through regional hospital board centres previously used 
tor distribution of streptomycin. Hospitals outside the National 
Health Service will be able to obtain supplies of aureomycin 
and Chloromycetin from these centres on payment. These 
arrangements will operate from November 21, 1949. 

On the advice of the Medical Research Council it has been 
decided tor the present to confine the use of these drugs to 
the treatment of the follow-ing conditions: 

Aureomycin. — Suspected cases of ornithosis ; proved cases of 
undulant fever (brucellosis), lymphogranuloma inguinale ; severe 
cases of atypical pneumonia in which there is good reason to 
believe that the cause is a virus. 

Chloromycetin. — Suspected cases of ornithosis ; proved 
cases of undulant * fever (brucellosis), lymphogranuloma 
inguinale, typhoid fever, paratyphoid fever (severe), salmon- 
ella septicaemia. 

These categories are under constant review and may be added 
to from time to time in the light of current expert advice. 

The Regional Distribution Centres are listed below. 


Aureomycin and Chloromycetin Distribution Centres 


Ar«A No. And Board 


Dvtnbuttoo Ccsrrs 


T«l. No. 


Aru No t 
Nevt-castle R.H.B. 

Aru No. 2 
L««di R.H.B. 

Are4 No. 3 
Sbeffieid R.H.B. 

Area No- 4 
East Aofilian R.H.B. 

Area No 3. 

N.W. Met. R.H.B. 

Area No. 6 
N.E. Ntei. R.H.B. 

Area No 7 
S.E. .Met. R.H.B. 

Area No. 8 
S.W. Met. R.H.B. 

Area No 9 
Oxford R H-B. 

Area No- 10 
South \Vc5iera R.H.B. 

Area No 11 
Wales R H B. 

Area No. 12 
Birtninsharo R.H.B. 

Area No 13 

Slanchesicr R.H.B. 

Area No 14 
U>erpool R.H.B. 


Nc'^eastU . upon- Tyne Generali 
Hospita.'. 4|S, Weaigate Road. , 
Ne»ca.'il€.4 ! 

Leeds BIo«k 1 Transfusion Labora- 
lory* The Bridle Path. Yoik 
Road, Seacroft. Leeds 

City Hospital. Hucknall Road. 
Notiingha/Zi 

Addenbrooke*s Hospital. Cam- 
bridse 

West Middlesex Hospital, Tn-IckcH- 
hara Road, UIe>^onh. London | 

Mile End Hospital. Bancroft Road, ^ 
London. &1 

Gro^e Park Hospital. Lee. 
London S E.I2 

South London Blood Supply 
Depot. Benhill A>coue, Sutton. 
Surrey 

United Oxford Hospitals, 
Churchill Hospital, Headios- 
(on. Oxford 

Ham Green Infectious Disease 
Hospital and Sanatorium. 
Bnsiol 

City Isolation Hospital. Canton. 
Cardiff 

Selly Oak Hospital, Birmingham 

Manchester Royal Infirmary, Man- 
chester, 13 

Fazakerlcy Sanatorium. Lberpool, 

9 


Chief Pharmacist 
New. 3f 21 1 

Leeds 45091/3 


Nottiosham 
^292 13 lines) 
Chief Pharmacist 
Cam. 4451 
Chief Pharmacist 
Hounslow 2311 
Pbyvdan.Supt. 
Advance 2S73/7 
Lee Green 
1077/8 

Vigilant 0063 


Chief Pharmacist 
Oxford 4a65I 

‘Bnstol 31165 


Medical Supt. 

Cardiff 960 
Medical Supt. 
SeUy Oak 1361 
Chief Phanracist 
Ardwick 3300 
Medical Supt. 
Aintrcc 2324 


The Joint FAO and WHO Expert Committee on Nutrition 
held its first session at Geneva on October 24-28 under the 
chairmanship of Lord Horder. The committee recommended 
devising other methods of supplying prophylactic doses of iodine 
than adding it to table salt, especially in undeveloped areas. 
WHO is to gain information on the prevalence of pellagra, and 
to conduct an inquiry into the various forms of kwashiorkor. 
A recommendation was addressed to FAO on the preparation 
of an international code of analytical methods for the determi- 
nation of vitamins in foodstuffs. The following were the mem- 
bers of the Joint ComiTiltee; Professor G. Bergami (Italy), 
Professor J. F. Brock (Union of South Africa), Professor Josue 
Je Castro (Brazil), Professor M. J. L. Dols (Netherlands). Lord 
Horder (United Kingdom). Dr. V. N. Patwardhan (India), Dr. J. 
Salcedo (Republic of Philippines). Dr. W. H. Sebrell (U.S-A.). 
Dr. Hazel Slicbeling (U.S.A.), Professor E. F. Terroine (France). 


Reports of Societies 


NEONATAL PNEUMONIA AND TO.XOPLASMOSIS 

At a meeting of the Liverpool Medical Institution on October 20, 
with the president. Professor Charles Wells, in the chair. Dr. 
A H. Cruickshank read a paper on " Experimental studies of 
Neonatal Pneumonia.’’ ^ 

Lantern slides illustrating some of the common conditions 
affecting the lungs of babies who had died at birth, or within 
a few days of birth, were first shown. These included macro- 
scopic views of atelectatic lungs with marked inletsuttal 
emphysema, microscopical views of polymorphonuclear cells 
in the alveoli of a stillborn infant, inhaled squatnous debris 
from the infant’s own skin, macrophages filled with phago- 
cyiosed meconium, and alveoli lined by hj aline membrane. 
These appearances were then discussed in relation to the 
respiratory movements that have been observed clinically and 
experimentally by various workers. Some authorities had 
suggested that the unborn human infant normally inhaled 
amniotic fluid. The results of experiments in which ammouc 
fluid, and its various constituents and coniaminams, had been 
introduced into the lungs of adult rabbits by intratracheal injec- 
tion were then presented. Meconium was shown to have a 
harmful effect by virtue of the intensely irritant bile salts 
which it contained. The desquamated squamous cells found 
in human amniotic-fluid were then shown to be capable of 
causing a foreign body giant-cell reaction in rabbits’ lungs ; 
and, finally, collapse and leucocytic migration were demon- 
strated after the injection of cell-free, sterile, rabbit’s amniotic 
fluid. A similar reaction was obtained after the injection of 
normal saline solution. 

It was concluded that it must be abnormal for amniotic fluid 
to reach the infant’s alveoli, and that it did so only as a result 
of a difficult labour, or of some other cause of foetal asphyxia. 
If the reaction in the lungs of adult rabbits was an index ol the 
reaction in infants’ lungs, inhalation of much amniotic fluid 
would be likely to cause a fatal atelectasis. In four or five 
days’ time a foreign-body reaction might be found experi- 
mentally, but such a reaction was rarely noted in material from 
human infants in the neonatal period. That a foreign-body 
reaction could occur in a baby was shown in a slide from an 
infant surviving for four days with amniotic debris in its lungs. 
The rarity of such a finding pointed to the rarity of survival 
for as long as four days in these cases. 

Toxoplasmosis 

Dr. A. Macdon.\ld read a paper on toxoplasmosis, in which 
he discussed the laboratory diagnosis of the condition by 
methods including the serum neutralization test on the chorio- 
allantois of the developing chick and a complement-fixation 
test using antigen prepared from infected chick embryo tissue. 
Three cases of congenital toxoplasmosis in Liverpool gave simi- 
lar results with both types of test. Positive complement-fixation 
tests were obtained in three out of 100 “ normal " sera, presum- 
ably as a result of symptomless infection. It was difficult to 
assess the significance of a positive test in patients who had 
only one or two of the clinical signs often associated with the 
disease. Preliminary investigations showed an increased inci- 
dence of positive complement-fixation tests in infants with 
anencephaiy, chorio-retinitis, and mental retardation, as com- 
pared with normal children. He emphasized that blood from 
both mother and infant should be e.xamined preferably by at 
least two types of serological test. 

In the discussion which followed. Professor N. B. CAPO.vdis- 
cu-ssed the possibility of other infections besides toxoplasmosis 
damagiftg the embryo 3ad foetus. Dr. J. Berkso.v said that 
from .1943 onwards there were frequent references- in the 
American ophthalmic journals to the retinal chances due to 
toxoplasmosis. The pictures illustrating the retinal lesions 
accompanying these articles did not appear to him to differ 
from those seen regularly in the past and labelled congenital 
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coioboma, or old congenital choroid'o-retinitis. One of the 
three cases discussed by Dr. Macdonald was a patient of Dr. 
Berkson’s, seen in March of this year. He was a boy aged 9 
who presented a convergent strabismus in- a microphthalmic 
eye, with a large area of old choroido-retinitis. He appeared to 
be mentally defective. The case was shown to the speaker’s 
colleagues as a case of toxoplasmosis, and .c-ray e.xamination 
of the skull showed areas of cerebral calcification. Dr. Mac- 
donald finally confirmed the diagnosis by showing a positive 
serological reaction in the boy and in his mother. 

Dr. H. G. Farquhar said that, the incidence of toxoplasmosis 
in man was not accurately known. It was a common parasite 
of animals, being found in cats, dogs, mice, -rabbits, canaries, 
and sparrows, as well as in many other animals. Clinically, it 
appeared to occur in man in four more or less distinct forms: 
(1) a congenital infection, in which the foetus was affected in 
utero ; (2) an encephalitis affecting older children ; (3) an acute 
febrile illness in adults with a rash rather similar to that of 
typhus, and with a high mortality ; (4) an apparently symptom- 
less form affecting adults, which could often only be diagnosed 
by specific tests, but which might be confirmed in the female 
by the birth of a child affected with the disease. The diagnosis 
could be confirmed by finding the parasite in the blood, the 
cerebrospinal fluid, or post-mortem in the tissues. Tests for 
antibodies also helped in the diagnosis. Since the incidence of 
this disease was not known, and the mode of transmission was 
also in doubt, it was desirable that any case showing some or 
all of the known symptoms should be investigated with the 
diagnosis of toxoplasmosis in mind. Every effort should be 
made to find whether there had been any contact with an 
infected animal. 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 
At a meeting of the North of England Obstetrical and 
Gynaecological Society held in the lessop Hospital, Sheffield, 
on October 21, the chair was taken by the president, Mr. S. B. 
Herd. 

Professor A. M. Clave described a case in which a sewing 
needle, which was not of surgical type, had been removed from 
the abdominal wall fourteen years after he had performed total 
hysterectomy for multiple fibroids. 

Dr. T. Smith discussed as “ an unusual ovarian complication 
of pregnancy ” a case in which an adherent ovarian mass had 
been removed from the pouch of Douglas. The patient was 
four months pregnant. On section, decidua-like tissue without 
demonstrable endometrial tissue was found, and the suggestion 
was put forward that the mass was a decidual tissue tumour 
arising from an ovarian endometrioma. 

Dr. F. J. Millvard described a case of “ uterine carcinoma 
in situ" The patient, aged 48, had had irregular uterine 
haemorrhage for one year and had uterine enlargement 
corresponding in size with a three-months pregnancy. On 
hysterectomy a gross endometrial hyperplasia was found 
which on section showed a non-penetrating carcinoma of the 
endometrium. 

Dr. C. R. Macdonald gave details of a case of the rare 
benign haemangioma of the uterus which he had treated by 
hysterectomy. 

Dr. William Hunter discussed the diagnosis and treatment 
of “ double uterus,” and confined his remarks to cases in which 
two separate and distinct uterine cavities had been demonstrated, 
excluding cases with a rudimentary uterine horn. He had 
based his studies upon an analysis of a series of 27 cases and a 
survey of the literature. 


Dr, Leslie G. Housden, member of council of the Save the 
Children Fund and one of its medical advisers, is shortly leaving 
England to visit the Sudan and British Somaliland on behalf of 
the Fund. He will survey conditions of child life there in order 
to see how the Save the Children Fund can best respond to 
appeals for help which have reached it from the Governor- 
General of the Sudan, the Colonial Office, and the Governor 
of British Somaliland. , 


Correspondence 


Sunday’s Wonder Drug 

Sir, — Your leading article on streptomycin in the curren; 
issue of the Journal led a reporter of the Sunday Express ti 
ring me and ask my view upon it. I gave him my opinion ii 
the following words: 

The warning against the present somewhat indiscriminali 
use of streptomycin is very opportune, even 'though tht 
general assessment of value of drug is on the pessimistii 
side. The story of streptomycin illustrates once more the 
tendency to overstate the range of usefulness, and to under- 
state the toxic or side-effects, of new remedies. Actually, ai 
the article states, the range of useful action is less than 
penicillin and the degree of undesirable side-effects is greatei 
The moral is (1) accurate diagnosis of the patient’s condition . 
(2) forbearance in the use of any new drug till its limits art- 
known ; (3) careful oversight during its" administration. 

The reporter thanked me and said this was just what he 
wanted. But my opinion- was not published, as no doubt thf 
Editor considered it spoiled the story he was bent upon telling 
— I am, etc., 

Horder. 

Virus Diseases in Pregnancy 
Sir, — May 1 use your columns to appeal to medical pracu 
tioners to treat me with forbearance and to give me a littlt 
help in an inquiry that 1 am making into the possible effect*, 
upon the foetus of certain infectious diseases in the mother 
during pregnancy ? 

The position is this. There is, I believe, no doubt whatever 
that rubella early in pregnancy can cause defects in the child 
What we do not know with any pretence to accuracy is th< 
frequency with which the disease, occurring at different stage? 
in pregnancy, will lead to such abnormalities. We can hard!} 
talk of therapeutic abortion as being necessary for a womai. 
who suffers from rubella during the first three months of hei 
pregnancy (and such a step has been proposed) unless we knot* 
how often the child subsequently born has congenital defect! 
and with what severity. That is not easy to find out. It implies 
the observation of an attack of rubella in a pregnant woman 
particularly in the first few weeks of pregnancy before sht 
usually comes under medical observation, and a subsequen' 
study of the child born. 

Earlier this year Dr. T. McL. Galloway and I published a 
few observations of this kind {Lancet, 1949, 1, 299). 1 am nov 
hoping to extend them with the assistance of the Ministry of 
National Insurance, and at the same time to include some othei 
infectious diseases the possible effects of which we do not 
know. The technique I have adopted is as follows. An insured 
woman in employment may be certified by her general practi- 
tioner as being absent from work through an attack of rubella, 
chicken-pox, mumps, or measles. The local office of the 
Ministry of National Insurance automatically receives a record 
of the illness and will make a special note of It whenever it 
bears one of these diagnoses and relates to a married woman 
The same woman may claim maternity benefit for a birth thai 
takes place within 12 months of the beginning of this previousl) 
recorded illness. In such circumstances the Ministry of National 
Insurance has an automatic record of the “double event” 
— a specified illness occurring at a specified date during 
(or just before) pregnancy and the date of birth of the 
child. 

When this double event occurs the Ministry will notify me 
of the occurrence, but to ensure that the practitioner's certifi- 
cate remains entirely confidential I shall not be given the name 
of the woman concerned. All that I shall know is that such 
an occurrence has taken place in the practice of one Dr. A. B. 
The Chief Medical Officer to the Ministry of National Insur- 
ance will himself send the name of the patient to Dr. A. B.. 
with an explanation of the circumstances. At the same time 
I shall write to Dr. A. B. to ask whether one of my medical 
colleagues may visit him (or her) to discuss the nature of the 
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won’t fit in..” 


The mentally depressed patient who will neither 'Tit in " with his 
surroundings nor co-operate in treatment presents a stubborn and 
increasingly widespread problem in these difficult days. In such a case, 
a drug is called for that will improve the patient’s mental outlook 
and overcome his inertia. The answer, both in sickness and in 
convalescence, is provided by the remarkable stimulant effect of 
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2. Heat radiation from the skin is unimpeded, thus avoiding irritation and 
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3. The cosmetic texture is not displeasing to the patient due to the vanishing 
cream base — thus ensuring conscientious use. 
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congenital defects, if any. In the first instance the inquiry 
will be limited to the London and Home Counties area. 

Cases of infectious diseases in the pregnant woman are un- 
common, and 1 shall be surprised if I secure, all told, more than 
a hundred cases in a year. In short, I am unlikely to w.eigh 
down any general practitioner with work, but 1 have all the 
more reason to endeavour to lay hands on every case I can. 
1 hope the relatively few medical practitioners to whom I shall 
have to write will listen sympathetically to my plea. Of course 
I would not say no to any doctor who might care to offer 
assistance personally by recording cases outside the sphere of 
employed married women, to whom my scheme is necessarily 
litm'ted. But my request is not, in fact, for that help but for 
something very much slighter, yet essential if an important 
problem is to be solved. — I am, etc.. 

Department of Medical Statistics. A. BRADFORD HiLL. 

London School of Hysicnc and Tropical Medicme. 

London, W.C.2. 


“ Mantoux-conversion ” 

Sir. — I strongly support Dr. Charles Newman’s plea (Novem- 
ber 12, p. 1111) for the avoidance of two words, “conversion” 
and “ inversion,” for the same process. His criticism of my 
importation of “ inversion ” is right ; referring frequently to 
the Scandinavian literature on B.C.G., 1 had fallen into their 
usage of the word. I agree with Dr. Newman that etymo- 
logically “ conversion ” is correct and join with him in hoping 
that “our Scandinavian friends . . . will be willing to drop 
the term ‘ Mantoux-inversion.’ ” I myself shall do so in future. 

But a more difficult point arises over a word for a person 
who undergoes conversion or reversion, and I should welcome 
advice on this. The Scandinavians use “ inverter ” and 
" reverter ” (Dr. Konrad Birkhaug, of New York, spells them 
“ -or ” in his foreword to my bo6k). Though “ reverter ” is 
allowable, is “converter”? The purist would insist that it 
should be " convert,” but this has a religious connotation. Some 
may even argue that it should be " convenee,” but I refuse to 
assist at the birth of so monstrous a word. — I am, etc.. 


HeaIey*on-ThixnM. 


K. Nevhxe Irvine. 


Modem Trends in Radiology 

Sir, — W hatever may be the merits and demerits of mass 
radiography. Dr. J. F. Brailsford (October 1, p. 724) is to be 
commended for his courageous attack on the abuse of radio- 
logy in general. Apart from the fear of litigation, the main 
reasons for this abuse are as follows. 

First, there is the scientific neo-mediaevalism which believes 
that an x-ray film is bound to “ show something^’ The most 
flagrant example is the incessant demand for x-ray examination 
following injuries, however slight, to the front of the chest 
adjacent to the sternum, regardless of the elemenury fact that 
costal cartilage is radio-transparent. Secondly, as has often 
been said, slavishness to the machine has caused a deterioration 
in clinical examination and the eclipse of logical thought. 
Medical teachers continually deplore this state of affairs but 
seem powerless to remedy it. Thirdly, ambition, pride in crafts- 
manship. and commercial competition — admirable motives 
which in' other spheres of activity increase the national, wealth 

in medicine inevitably lead to perpetual expansion out of all 

proportion to the practical resulU achieved. 

Before the appointed day this country had a flourishing 
export trade in films. Since that day the supply has been 
insufficient to meet home needs. The Ministry, instead of using 
this shortage to bring doctors, auxiliaries, and the public to 
their senses, stimulated home production' and imported films 
from abroad. Twice within a few weeks I have been urged 
to lay in a stock of Belgian films. Thus workers have been 
drawn from the creation of wealth and the balance of trade in 
films has been reversed to our economic disadvantage, with no 
cain to our standard of health. I cannot imagine that the 
Belcians indulge in this extravagance, and from all accounts 
thev are better fed than we are. Their sense of xnlues is 
evidently superior to ours. It is quite impossible to make the 
younger generation understand the simple fact that every film 
expended' through carelessness or ignorance or merely for the 
satisfaction of personal ambitions makes our food dearer and 
lowers our standard of living. 


Even the appeal to self-interest falls on deaf ears. The 
machine costs money — in labour, repbeement, and consumption 
of materials. Honorary staffs of. voluntary hospibls were 
independent of their hospital's resources. Now all pay- 
ments come from the same source and the total sum is 
limited. It sbnds to reason, therefore, that the more that 
machines are used instead of brains the more of this sum will 
be used to pay the machines and the less will be left to pax 
the brains. We cannot have it both ways. 

These things are very, very simple, so simple that I am almost 
ashamed to mention them. Yet perhaps their simplicity is the 
reason why they are not understood. — I am, etc., 

Cambridac. Ff. ROBERTS. 

Sir, — ^As radiologist to a provincial hospital group 1 
would like to support Dr. I. S. Gemmill’s admirable letter 
(November 5, p. 1046). Dr. Brailsford's crusading zeal is well 
known, but there is a vast deal of truth in what he says. Diag- 
nostic radiology must be complementary to clinical medicine. 
It can never be a substitute for iL The number of cases a 
doctor refers for an x-ray examination is often in inverse 
proportion to his clinical ability. Requests are consbntly being 
made for elaborate and multiple x-ray examinations of several 
systems without any adequate clinical investigation. 

- I have been impressed in the last few years by the increas- 
ing number of pauents — particubrly with chest conditions — 
demanding x-ray examinations, not because of disease but 
because of the fear of disease. Radiology is a very expensive 
method of investigation and reassurance. The ever-increasing 
demands made on hospital departments and the flooding out 
of the department with unnecessary work can only hinder that 
leisurely and detailed investigation of the case in which radio- 
logy can help. For the same reason the all-important consulta- 
tion with one’s clinical colleagues is made so much more diffi- 
culL In the last analysis it is the radiologist who alone can 
appreciate the clinical facts, the help, and, still more, the 
limitations of his specialty. — I am, etc., 

Eastbourne. E. OWEN Fox. 

Sir, — ^T he material presented in my paper (October 1, p. 724) 
was not the provoked outburst of an enihusiast but the glean- 
ings from many years of careful observations, applied research, 
and approved opinions obtained in discussions with eminent 
clinicians both here and in America. 1 see no evidence in the 
criticism to alter the views expressed. 

It would have been courteous to your readers, particularly in 
these days of paper shortage, if the critics had given evidence 
that they had studied my article and the material in the papers 
to which I referred, which answered their criticism, before 
writing their letters. The sole reason for the references was 
the desire to avoid repetition and save valuable space in your 
Journal. It is particularly noticeable that my critics have taken 
certain passages from their context, put their own interpreta- 
tions, not mine, on their significance, and then called it non- 
sense — even I agree xvith them. Thus, in my arucle I stated 
that “there would be fewer errors in interpretation of radio- 
graphs if radiology was always preceded by a sound clinical 
examination,” and Dr. Peter Kerley (October 15, p. 870) states, 
“ It is not misinterpreting Dr. Brailsford to summarize his views 
on the diagnosis of tuberculosis and carcinoma as follows — 
wait until the patient has a big haemoptysis or a palpable 
tumour." Would it not be reasonable to point out that, if this 
is the standard of his clinical e.xamination, what he does not 
know about clinical medicine is practically all there is to be 
known 7 

It is amazing to me to see that men engaged in these mass 
examinations fail to appreciate the mental and physical pain 
which their activities produce. I need produce no other facts 
or figures to condemn mass radiology than those provided fay 
Dr. Peter Kerley. He states that three and a half million people 
xxere examined by mass radiography and that “as a result of 
the initial examination 13.401 xxere found to he suffering from 
active tuberculosis necessitaung ireatmenL Samples of these 
patients compared with samples of patients reporting with 
symptoms to chest clinics have shown that those detected by 
mass radiography require from sLx to seven months’ treatment 
before returning to work, as against 18 months to two years 
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required by those reporting to chest clinics.” Since we have 
been told that most of the cases detected by mass radiography 
had no signs or symptoms, and since by far the greater number 
of these cases have had tuberculosis and must have recovered 
from it without having had any treatment, was it necessary to 
keep them in sanatoria for six months before sending them 
back to work ? (We have 5,669 beds in sanatoria empty 
because of the shortage of nurses.) On the other hand, of 
the cases referred for radiography by the general practitioner 
because of signs and symptoms, many show so-called minimal 
lesions, but even with prompt sanatorium treatment progres- 
sion continues for a time, and few would be considered by the 
tuberculosis officer to be fit for work in six months’ time — 
some die though every expedient is used. 

Dr. Kerley’s second statement is open to even more serious 
criticism. He states, “A still larger group of individuals with 
minimal tuberculous lesions or lesions of doubtful activity 
detected by mass radiography have been kept under observa- 
tion while at work.” Why ? Perhaps the best explanation 
can be obtained from the cases cited in the Prophit Tubercu- 
losis Survey.* Take, for example. Case 108: 

“ English nurse. X ray normal in September, 1938. ' In April, 
1942, doubtful shadow below right clavicle — in September, undoubted 
lesion. No symptoms, no clinical signs of activity. Remained on 
duty. January, 1943, definite spread and probable commencing 
cavitation. Feeling quite fit; E.S.R. 10. In March, 1943, further 
spread, and definite small cavity. The nurse still had no symptoms, 
and was still on duty. The following month, while an holiday (my 
italics), she complained of increasing malaise, persistent cough and 
sputum, and huskiness. In July, 1943, the infraclavicular cavity was 
larger and well defined and sputum was found to be T.B.+. A.P. 
was then induced ” 

In the face of the radiographic evidence of progressive 
disease, why was the nurse kept on duty ? We must believe 
either that the statement that she had no symptoms was false, 
that the clinical examination was poor, or that the holiday 
caused the symptoms. Is it not possible that she tried to hide 
the symptoms and that the medical officer, short of nurses, too 
readily accepted the statement ? The detection of the early 
lesion by radiography did not secure her treatment: this she 
got, in spite of radiographic evidence of progressive disease, 
only after she had developed signs of a severity which could not 
have escaped the clinical acumen described by Dr. Kerley. 

Dr. S. Cochrane Shanks and Dr. Peter Kerley are advisers to 
the Ministry of Health on radiography, and neither they nor 
their assistants can be said to be free from vested interests. 
They are obviously angry that I should suggest that in these 
days of bankruptcy, when we have 5.669 empty beds, their 
service, which merely finds a few more cases they have not 
the means to treat, should be abandoned and the money devoted 
to those purposes which raise the resistance to the disease. 
From their concerted statements — It is deplorable that such 
nonsense should have been given space in a scientific journal ” 
(October 15, p. 870) — they indicate clearly that if they had the 
power they would prohibit it. Many distinguished clinicians 
have expressed entire approval of my constructive criticism. 

Material from most radiographic departments could be 
obtained which proves the lack of judgment, skill, and know- 
ledge on the part of certain doctors in carrying out on patients 
the procedures the significance of which I suggested students 
might learn by performing on each other. Is it nonsense to say 
to such people, “ You have it done to yourself by someone as 
incompetent as yourself and see if you would then think it 
justifiable ” ? 

Dr. F. Kellerman (October 15, p. 870) need have no fear for 
the reputation of British medicine in my hands. Constructive 
criticism of trends is not condemnation of the whole. The many 
honours bestowed upon me before and during my extensive 
tour of the U.S.A. were in acknowledgment of ray contribu- 
■ tions to the literature, and I can, assure him that I have every 
reason to know that 1 left in every State an'enhanced opinion 
of British medicine. 

Edgbastoa, Bumingham. JAMES P. BraILSFORD. 

Reierence 

r Tuberculasli in Youni^ Aduhs, 1943, London. 

%* This correspondence is now closed. — E d., B.MJ. 


Use and Abuse of Vitamins 

Sir, — I n his article on the use and abuse of vitamins 
(November 5, p. 1036) it is noteworthy that Professor L. S. P. 
Davidson never refers to the human factor. He is satisfied that 
the general practitioner, if adequately trained in the science of 
nutrition, is the proper person to give advice to the family on 
how to eat, when to eat, and what to eat. Is he as well satisfied 
that the family will accept the advice ? 

Every doctor in touch with the people knows that they will 
eat what they like when they can get it, and will not eat what 
they do not like unless they are hungry and can obtain nothing 
else. It is obvious that if the -populace was sufficiently regi- 
mented to conform to the instructions of the dietitian {and how 
these dietitians can disagree) there would be no need of vitamin 
preparations except in infrequent cases. 

I know what my patients should eat. I advise, but I am well 
aware of what they really do eat and what they will not eat. 
They are not cranks, merely a cross-section of our population. 
Taking these people as we find them, desiring to help them, and 
knowing that health propaganda, particularly in the field of 
dietetics, is likely to be tedious and show little effect in our 
lifetime, it is found necessary to prescribe vitamin preparations 
much more frequently than would appear to be necessary from 
Professor Davidson’s article. — I am, etc., • 

Jtexham, NorthumbcrIanJ. RiCHARD BeLL. 

Teaching of Physiology 

Sir, — I t is unfortunate that Dr. M. Beddow Bayly 
(November 5, p. 1048), whether wilfully or unconsciously, 
completely missed the ‘point of Professor D. H. Smyth’s letter 
(October 8, p, 813) on this subject. This was a plea that the 
medical profession as a whole should help to guide public 
opinion so that at least some fraction of the hundreds of' 
thousands of cats and dogs destroyed annually in this country 
should be made available for physiological teaching and re- 
search, on which, ultimately, all advances in medicine depend. 
Instead, Dr. Bayly concentrated on the word “restrictions," 
referring to them as “ undesirable restrictions,” and proceeded 
to fill a column in asking why they were undesirable. Pro- 
fessor Smyth had neither suggested nor implied such an idea. 
In common with all physiologists in this country, he knows 
that the restrictions imposed by the Home Office are highly 
desirable, for they afford the protection of the law against 
interference from the antivivisectionists. They offer no 
hindrance fto research, since little of physiological value could 
be obtained from experiments on animals in acute emotional 
distress. 

It is possible that Dr. Bayly is himself a member of an 
antivivisection society — his illogicality is typical of their pro- 
nouncements. If I misjudge him, and his misreading of Pro- 
fessor Smyth’s letter was not deliberate, I offer my apologies. 
The whole question of the supply of cats and dogs for research 
is so acute, and of such importance to the future of medicine 
in this country, that attempts to draw attention from it must 
not be allowed. — I am, etc., 

London, \V.C.l. , M. GRACE EgGLETON. 

*.* This correspondence is now closed. — E d., B.MJ. 

Reform in Medical Education 

Sir. — The article on “ Reform in Medical Education ” by 
Professor W. Melville Arnott (September 3, p. 497) is a notable 
contribution to the literature on this subject. It should prove 
most useful to those who are responsible for framing curricula 
in numerous medical schools. Where so much is excellent, one 
hesitates to criticize, but there appear to me to be three points 
which call for comment. 

(1) If one infers correctly, the author is of the opinion that 
physical examination of the chest is a clinical method inferior 
to that of examination by radiography, and that the only pur- 
pose of such method is to provide practice “ against the time 
when radiology is not available.” Surely, however, there is to 
be obtained from physical examination of the chest much 
information which may not be revealed by even the very best 
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radiograph. Furthermore, there are many points concerning 
the, functional aspects of the thora.x about unich the radio- 
graph will tell us nothing. Professor Melville Arnott may look 
upon these points as a.xiomatic, and possibly the statement in 
the Journal does not represent the full text of his address to the 
East Yorkshire Branch of the B.M.A. 

(2) “ Mathematics to a higher standard, including elementary 
Statistical methods and an introduction to the calculus . . . 
should be an essential requirement for admission to a medical 
school.” There is no doubt that such knowledge is most useful 
to a medical student, but if the possession of it were made a 
condition of entry, one feels, from long e.\perience of medical 
students, that such insistence would preclude the admission of 
many to the medical faculty. 

It might here be mentioned that Professor E. C. Dodds, in 
his article in the same issue of the Journal (p. 505), states, 
■‘I have been impressed with the curious allergic objection 
that they (medical students) have to any form of mathematics,” 
and, further, be says, " It is possible to explain to students the 
phenomena of physical and colloid chemistry without recourse 
to higher mathematics.” One has noticed over a period of 
years that not a few students who do very well in mathematics 
do not do well in other subjects of a biological nature requiring 
skill in the fundamental disciplines of clinical examination. 
It was shown in a paper a few years ago that too great insistence 
on mathematical ability would have deprived a number of 
Australian hospitals of some first-class clinicians. A paper 
by D. H. Smyth, quoted in the article, bears out the fact that 
there is room in the medical profession for men and women 
possessing very diverse aptitude. 

(3) As Professor Melville Arnott says, the selection of students 
is a most controversial question. Experience over a number of 
years with the interview, however, convinces one that this pro- 
cedure has very definite limitations. It has been said very truly 
that it is only by living with people that one comes to know 
them well. U all intending medical students who were physic- 
ally fit were required to undergo a year of national service, 
with a proportion of time given over to scholastic work as in 
a Service training college, it would be possible to obtain from 
their instructors the information that university authorities are 
seeking. — I am, etc., 


Treatment of Ringworm of the Scalp 
Sm.— There are certain statements in the letter by Drs. J. 
Martin Beare and Ivan H. McCaw (October 8, p. 815) which 
call for further comment. The literature by no means con- 
firms their contention that 25% of A/, atidotiini infections of 
the scalp undergo spontaneous cure in less than six months. 
In fact there are countless reports,-Such as that of Lewis’ and 
Lewis and Hopper,’ in which such cases have been treated by 
local methods for long periods of time without any response 
whatever. Even in series such as that of Livingood and Pills- 
bury,’ in which some 33% of " spontaneous ” cures were claimed 
despite the fact that local treatment was applied the whole dme, 
it took anything up to two years for the cases to become finally 
clear. It is evident, therefore, that this factor is of little of no 
importance when evaluating any method of treatment which 
will cure this condiuon in an average time of three months 

or less. . 

..\t this point it may be emphasized that the desirability of 
renderine these cases non-infective as soon as possible precludes 
the possibility of using untreated cases as controls. While the 
use of a toothbrush in applying the ointment to the scalp may 
be recarded as a useful “additional mechanical factor,” as 
Drs R. T. Brain and H. Haber and Mr. J. W. Hadgraft point 
out in their paper (September 17, p. 626), it has never been 
suc-ested that it is anything more than this, and it is difficult 
•o Imacine how it could ever approach in efficiency manual 
epibtion with forceps by a skilled operator as Drs. Beare and 
.\lcCaw suggest. In any case, except for academic reasons, 
surelv it is'quile immaterial whether the toothbrush assists the 
action of the local application or noL The fact which is of 
real importance, as the previous paper by Brain and his 
cplleacues* and the preliminary co.mmunication by Drs. 


A, J. E. Barlow, F. W. Chattaway, and C. S. WTiewell 
(October 15, p. 875) shows, is that this method of treatment 
is capable of cunng some 75% of cas.es of M. audouira infec- 
' tion in an average time of 8-9 weeks without its being neces- 
sary to resort to manual epilation with forceps or any other 
procedure which cannot be carried out by the parent at home 
This last point is, 1 think, of particular importance. 

Although Drs. Beare and McCaw had four cases of contact 
dermatitis out of 14 cases in which salicylanilide in carbowax 
was used, they do not state the concentration of the fungicide 
or whether the preparation contained any other substances 
which may have caused sensitization. U should also be pointed 
out that both Schwartz and his colleagues^ and Kinnear and 
Rogers* treated a considerable number of cases with salicyl- 
anilide not e.xceeding 5%, and no cases of contact dermatitis 
were reported. Irritation due to mechanical fn'etion should be 
distinguished from true sensitization dermatitis. 

While it was admitted by Brain and his colleagues* that x-raj 
epilation still afforded the quickest and most certain method of 
cure, it should be remembered that at many specialized centres 
practising this form of therapy there is a wait of sometimes 
three to four months before treatment can be commenced. 
Add to this the four or six weeks required for cure and the total 
time is some three to four months, which is four to eight weeks 
longer than the time taken to cure 75% by effective local - 
therapy. In almost every case which yields to local treatmeni 
a distinct reduction in the number of infected hairs as seen 
under Wood's light seems to occur within eight weeks, and 
usually much sooner, thus enabling one to sort out at this 
stage with a fair degree of certainty those which will probably 
require x-ray epilation. This can then be arranged. It wiD 
be seen, therefore, that even the 25% of failures can then he 
assured of a probable cure in a total time of five to six months. 

It might be as well at this point to summarize the main ■ 
disadvantages of x-tay epilation’: (I) Permanent alopeda is 
extremely unlikely in the most expert hands, but alwajs re- 
mains a possibility, especially with less expert operators. 
Shanks* instances nine cases in 2.400 epilations. (2) Apparatus 
and expert radiotherapists are not available everywhere. (3) X- 
rays are unsuitable for very young children and quite often 
necessitate an anaesthetic with iu negligible but nevertheless 
ever-present risk. (4) Hair is longer .regrowing than after local 
therapy, which is a parucular disadvantage in the case of girls. 

I would suggesL therefore, rhat the method of treatment out- 
lined by Brain and his colleagues,* while suitable only where 
facilities e.xist for exa-nination under Wood's light and. prefer- 
ably, culture of the organism, should be used in preference to 
x-ray epilation under the following circumstances: (1) in all 
cases of pre-school age ; (2) where facilities tor x-ray epilation 
arc not available within a very short time, and especially during 
epidemics ; (3) in all cases of infection with the animal micro- 
sporon — e.g., Af. felineum or M. lanosum. — I am, etc., 

VViUcjr, Surrey. R- D. CH.OW. 
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Treatment of Erysipeloid with Penicillin 

Sir. — I am prompted by Dr. R. A. Bush's medical memo- 
randum concerning his case of erysipeloid of Rosenbach 
(October 29. p. 964) to let you know of my experience. 
During the past year I have seen four cases. The dbgnosis 
was made on clinical grounds ; a painful, slowly spreading 
erythema was present and there was a history of contact with 
raw meat or ffih. In all cases the hand was the site of the. 
lesion, which had been present for roughly one week before 
medical attention was sought. 

.As some cases are said to respond to sulphonaraides’ a course 
of sulphamezathine was surled. but it was evident that the area 
involved was extending, and after three days the drug was 
slopped and replaced by penicillin intramuscularly. It was 
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given in doses of 500.000 units in aqueous solution at 24-hour 
intervals. The patients continued at their work and no local 
treatment \vas administered. The response in all cases was 
dramatic; 24 hours after the first injection the colour was 
fading. Twenty-four hours after the second injection the skin 
appeared normal, but some pain was present on movement. 
A third injection cleared this, and no further treatment was 
given. 

One of the patients defaulted after the second injection, hut 
the condition resumed activity after two days and the patient 
attended again. It would appear that in addition to the skin 
clearing one must be sure that movement is painless before 
pronouncing the patient cured. — I am, etc., 

Huddersfield. N. V, S^PIER. 

Reference 
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Hypnosis in Treatment 

— Dr. K. M. Hay (October 15, p. 874) remains far from 
being reassured of the possible dangers of hypnosis to the person- 
ality. 1 have tried to allay his fears and suspicions in my last 
letter (October I, p. 756) by reporting that in the light of present 
knowledge no evidence of personality danger exists during 
hypnosis as demonstrated by the Rorschach test. Dr. Hay 
dismisses such evidence as invalid because he doubts that the 
Rorschach test is anything more than a modified ink-blot test 
and can be nothing more than a rough measure of the person- 
ality biased by one psychological school or another. 

Agreed that the Rorschach test is as yet an imperfect measure 
of the personality, yet it remains a universally recognized test of 
personality and is considered by many as the most efficient of 
such tests in the psychological armamentarium. It is certainly 
a more accurate and scientific investigation of the personality 
than that which might be revealed by any inquiry conducted 
by general practitioners, religious leaders, and philosophers as 
was advocated by Dr. Hay in his earlier letter (September 17, 
p. 653). — 1 am, etc., 

London. W.14. NEVILLE MURRAY. 

V This correspondence is now closed. — E d., B.MJ. 

Infantile Enteritis 

Sir, — 1 have read with interest your leading article (July 15, 
p. 141) on the aetiology of infantile enteritis and the paper in 
the same issue (p. 1 17) by Drs. Joan Taylor, B. W. Powell, and 
Joyce Wright describing an investigation of the aetiology and 
treatment of this condition. From the statements in the Journal 
it does not appear likely that you have read my papers.** 
These investigations I carried out on infantile ' diarrhoeas 
occurring in infants in nurseries for the newborn in Ontario. 
The epidemics. 10 in number, occurred from December, 1940, 
to September, 1943. 

At that time, during the bacteriological investigations of 
faeces and other specimens obtained from sick infants and 
fatal cases. 1 was impres.sed with the large numbers of Bact. 
coli in these sick infants. Many of these colon organisms 
showed distinct zones of haemolysis around the colonies on 
sheep-blood agar plates but failed to show any appreciable 
haemolytic litre against sheep or rabbit blood cells in the 
test-tube. 

It is quite possible that the toxin liberated by many colon 
organisms can produce the characteristic symptoms in infants 
if they are suddenly swamped with large numbers of viable, 
toxin-producing organisms in their feeds. Hi.stamine may be 
produced and may be one of the factors causing the severity of 
the symptoms. 1 suggest five reasons for suspecting the Bact. 
coli and their ability to produce symptoms in these infants. 

(1) Abundance of these organisms in sick infants and fatal cases. 

(2) Production of scours in calves due to colon organisms ; 
Theobald Smith reports that calves which did not receive the 
colostrum milk were more often attacked. (3) Presence of 
lysozyme in mothers* milk and not in cows' milk. (4) Bact. 
coli bacteriophage absent in the intestinal tract of the new- 
born infant. (5) Production of toxins from colon organisms 


and their ability to produce diarrhoea, vomiting, and even death 
in cats. 

As I have stated, the possibility of a virus has not been 
excluded. Light and Hodes were able to produce diarrhoea 
in Guernsey calves from filtrates of the faeces taken from 
affected infants. 1 am not aware that this finding has been 
confirmed by other workers. All these investigations should 
once again stress the importance of breast-feeding. It was 
noted in these epidemics that premature infants were the first 
to become ill and were the first to die. It was not until a 
normal infant became ill that the epidemic was recognized. 

I am now practising in a mission hospital in South China, 
and here at least 95% of the infants are breast-fed. We do not 
have these epidemics in the nursery. We do not have feeds of 
cows’ milk lying around to become contaminated with Bact. 
coli. The fermentative reactions which occur in the intestine 
of the breast-fed infant keep the numbers of colon organisms 
greatly reduced, until the infant can deal with them and create 
an immunity against the toxins produced by them, or whatever 
the process is that enables the infant to accustom itself to them. 
— I am, etc., 

Kongmoon, South China. W.ALLACE B. McCluRE. 
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Dosage of Penicillin 

Sir, — It seems to me that during the last few years the dosage 
of penicillin recommended in the treatment of various maladies 
has steadily risen. When we first received supplies of penicillin 
for trial we were told that after exhaustive research it had been 
found that 15.000 units three-hourly or a total of 120,000 units 
in 24 hours maintained an effective blood level. 

In the article by Mr W. M. Mollison entitled “The Acute 
Ear ” (October 22. p. 923) there is recommended a dosage of 
500.000 units of watery solution twice daily — i.e., a daily total 
of 1.000.000 units— this in spite of the fact that the drug is now 
provided in a much more pure state. 

Has this dosage been arrived at by research in a bacterio- 
logical laboratory or is it because of a loss of faith in the power 
of the driig ? Is it a result of clinical experience, or is it simply 
because penicillin is now so much cheaper that it can be wasted 1 
In all humility I ask. Is this dosage really necessary ? Or is it 
just as ridiculous and wasteful as pushing large quantities of 
vitamins into a patient who is already getting enough from his 
diet? — 1 am, etc., 

Witney, Oxon. L. G. LE ClERCQ. 

Buccal Ulcers Caused by Isoprenaline 

Sir, — We have recently had in the Middlesex Hospital, under 
the care of Dr. G. E. S. Ward, three patients suffering from 
asthma who presented an unusual and trivial, but to them 
distressing and to us inconvenient, complication. They 
obtained good relief from attacks by sucking a tablet or half 
a tablet (10-20 mg.) of isoprenaline under the tongue. The 
first patient complained of “sores'* in her mouth which looked 
like aphthous ulcers and were treated accordingly. She had 
been discharged before similar lesions occurring in two further 
patients drew our attention to the possibility that they were 
caused by isoprenaline. That this was so was readily confirmed. 
Two brands of isoprenaline (" neo-epinine ” and *' neodrenal ’’) 
were tried, and both caused ulceration. 

Neither of these patients showed sufficient skill or under- 
standing to obtain comparable relief from hand-operated spray 
inhalers, so we sought for a way to avoid this unpleasant side- 
effect. It seemed reasonable to suppose that the buccal mucosa 
was in some way damaged by prolonged contact with the vaso- 
constrictor drug when concentrated in a tablet, so we tried 
powdering the tablet in a small"amount of liquid (rather less 
than half a teaspoonful of lemon syrup was used, but this is 
only arbitrary) before giving it to the patient to suck. This 
had the desired effect, and both patients were able to' use the 
tablets satisfactorily with no further trouble. 
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It is felt that this complication and the simple manceuvre by 
which it is avoided are worth reporting, because isoprenahne 
is valuable in the relief of asthmatic attacks, especially so in 
those patients who are unable to master the (albeii elementary) 
technique of using and looking after a hand-spray inhaler. — 

I am, etc., 

London, W.l. MOR.\N CAMPBELL. 

Heparin Administration by Polythene Tubing 

Sir, — 1 was very interested by Dr. W. A. L. MacFadyen’s 
note (October 22, p. 925) on the use of polythene tubing and 
a diaphragm adaptor for the intravenous administration of 
neparin. 1 have for some time been giving heparin by a simi- 
lar method, but have used the Robertshaw modification of the 
Gordh adaptor. This adaptor is similar to that described by 
Dr. Macbadven hut is provided with a wide metal flange which 
facilitates attachment to the arm. Although this adaptor is 
supplied with a rubber strap for fixing it to the arm. it is in 
practice much better to attach it with a length of elastic adhe- 
sive strapping as shown in the accompanying photograph.’ 



Robei- sn.iw-Gardh adaptor with 14 s.w.g. needle and fine poly- 
thene i'ai''i'’e Af'er sterile dressings have been applied over the 
diarl'r-igm and ihe puncture wound, the whole apparatus is covered 
witn a sc't bandage. 

A further advantage of this apparatus is that the diaphragm 
IS set at a.n angle to the needle, which facilitates injection. 

This needle adaptor is supplied by A. L. Hawkins and Co., 
Ltd I'. ''CW Cavendish Street, London, W.l. and it has been 
in use in a number of the wards of St. Bartholomew’s Hospital, 
i can certainly vouch for the simplicity of the apparatus, which 
has completelv revolutionized heparin treatment. Whereas the 
ordinary Gordh needle cannot be used in the antecubital fossa, 
the polythene tubing can be readily inserted here and pushed 
up the vein for an inch or two above the elbow (this is often 
especially useful in those patients who. having no suitable 
forearm veins, could not previously be treated easily with the 
ordinary diaphragm needle). 

Finally. I would like to emphasize that many patients are up 
and about throughout the period of treatment, the polythene 
tube remaining in the same vein for four or five-days, and some- 
times for as long as 10 days. — I am, etc., 

Radlc. Hcru. , S. MuRLEV. 

Carbachol for Migraine 

Sir. — O phthalmologists will be grateful that such aa 
authority as Sir John Parsons thought it necessary to com- 
ment (October 29. p. 9S0) on the article by Dr. G. S. 
Graveson (October 15. p. 838). The majority will agree with 
his remark that Dr. Graveson’s article is liable to misrepre- 
sentation and may cause suffering to migraine subjects. 

I have been particularly interested in this condition for many 
years, and 1 have never found a case of permanent homonymous 
field defect due to migraine. 1 do not find that the typical 
micraine syndrome has the scintillating scotomata as a most 
frequent sign. I consider the bad headache, sickness, photo- 
phobia. and the wish of sufferers to rest in a darkened room 
are most symptomatic. I am acquainted with the theories of 
micraine here and abroad, but must say that I have not met 


many cases of aphasia, tingling, and numbness of fingers and 
tongue, as described. I have tried to watch the fundal condi- 
tion in some patients during an attack, and admit my complete 
inability to see any change in the retinal vessels. 

However, my whole ambition in writing this letter is to stress 
that, whatever theories, syndromes, and ideas we would like to 
postulate, our great mission as physicians is to bring relief to 
the unfortunate victims of this or any other condition, and I 
believe we have a specific formigraine in carbachol. Carbamvl- 
choline chloride is a si.milar substance to acetylcholine. It is, 
I believe, resisunt to cholinesterase, and is a parasympathetic 
nervous stimulant and produces peripheral dilatation of the 
blood vessels. If vascular spasm is the cause, carbachol may 
counteract it. 

Long before the war I used a similar substance, though an 
inferior one, the German “doryl" (an English preparation was 
named " moryl "). In an article appearing in this Journal in 
1945 (May 12. p. 663) Dr. A. K. James gave facts and figures 
of his treatment of migraine with carbachol. 1 had prepared 
a series of cases to report in the Journal of my success with 
"moryl,” and I went on to investigate carbachol. and since 
then I have never failed in curing a migraine attack either 
temporarily or permanently by the use of this preparation. In 
fact, I am now so sure of its activity that in bad headaches and 
conditions simulating migraine where one suspects the history- 
given by a patient I give or advise carbachol, and if there is 
no immediate improvement I feel the condition has nothing 
to do with migraine. — I am, etc., 

VValioaon-Thamcs. Surrey. J- H- MELLOITE. 

New Mechanism of Vitamin Deprivation 

Sir. — Under this title Professor A. C. Frazer published an 
article in your journal (October 1, p. 731). His considerations 
cover a very wide field — the causes of deficiencies of fat- and 
water-soluble vitamins, some of which practically have nothing 
in common but the name vitamin. Several of his statements 
as well as his main claim to have discovered a new mechanism 
causing vitamin deficiencies require comment. His conclusions 
are based on some features of deficiencies of vitamins of the 
B group — riboflavin, nicotinamide, pyridoxin, and folic add — 
as observed in sprue. My comments are as follows. 

1. Professor Frazer slates that the effect of antibacterial 
agents on vitamin deficiencies is unknown. This is not so. 
Considerable reduction of urinary output by man of aneurin’ 
and of nicotinamide methochloride’ has been observed after 
oral adminisiration of "sterilizing” sulphonamides to humans, 
so.Tie of which were pellagrins. Moreover, cases of nicotin- 
amide deficiencies have been reported after oral application of 
succinyl sulphalhiazole,' sulphadiazine, and penicillin.* 

2. Professor Frazer states that all these vitamins mentioned 
by him are essential growth factors for bacteria, particularly 
those which are known to be present in the upper part of the 
small intestine in sprue. He does not give details of the types 
found under these conditions. If. however. Beet, coll, which 
are the main producers of nicotinamide in Ihe human intestines 
under normal conditions, are amongst these bacteria this state- 
ment is incorrect, since Beet, call can easily grow without any 
of these vitamins.^ 

3. Professor Frazer further states that the part played by the 
intestinal bacteria in vitamin synthesis in human subjects is 
obscure. It has been shown that the human requirements of 
aneunn,’ riboflavin.* and nicotinamide* are covered to a con- 
siderable extent by the production and release of these sub- 
stances by the intestinal flora. These earlier investigations have 
been reviewed and discussed on several occasions.’"'* It has 
been shown by simultaneous examination of the bacterial 
composition of the faeces and of the height of urinary nicotin- 
amide melhochloride elimination that the latter parallels the 
amount of Baet. coll in the faeces." Of the most frequent 
inhabitants of the human intestines. Beet, coli produces, and 
Proteus and Staphyloeoeeus faeealis consume, nicotinamide." 

4. The competilion of nicotinamide-consuming and producing 
bacteria and other inhabitants of the intestinal tract as influenc- 
ing the amount of nicotinamide available from this source 
for human requirements has been discussed in almost every 
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paper dealing with this subject. Consumption or production 
of nicotinamide by a mixed culture from the human caecum 
depends on the growth under anaerobic or aerobic conditions.” 
The fact stressed by Professor Frazer that in cases of sprue 
intestinal bacteria were found in the upmost part of the small 
intestine in a- or hypohydrochloric patients as being important 
in the development of the deficiency is irrelevant. Viable Bacf. 
coli release only very little nicotinamide, while dead Bact. coU 
release this substance to a large extent.” In the highest part of 
the intestines most of the bacteria will be alive, while in the 
rectum a large proportion of the bacteria are dead, and nicotin- 
amide is readily absorbed from the rectum." — 1 am, etc., 
London. S.W.I. P. ElLINGER. 
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Manufacture of Cortisone 

Sir, — ^A fter hearing a talk broadcast by the B.B.C. on the 
use of “compound E” in rheumatoid arthritis, in which the 
speaker mentioned that the bile from 40 carcasses of cattle was 
required to produce one daily dose of cortisone, it occurred to 
me that the present slow rate of production might be accelerated 
if it were possible to produce, by operation, biliary fistulae in 
suitable cattle. I can quite imagine that it might present a 
surgical problem of some magnitude, hut, recalling the remark- 
able feats of surgery performed by physiologists such as Pavlov 
on animals, I can see no prima facie reason why it should not 
be feasible. Moreover, if cortisone proves to be indeed the 
answer to rheumatoid arthritis, it might be worth the trouble 
to arrange for the central collection of the bile that drains 
from the bile ducts of patients who have undergone chole- 
dochotomy, which in aggregate over the entire country must 
amount to many gallons daily. — I am. etc., 

Bedford. CECIL ALEXANDER. 


The G,P. and E.C.T. 

- Sir, — E.C.T. again ! Surely “ this is where we came in.” I 
can recall several previous discussions, in all of which I had 
the pleasure of joining. Dr. Donald M. O’Connor (October 29, 
p. 984), because of some relapses in his patients, would have 
——... us go back to “ bromides, barbiturates, and chloral hydrate.” 
'pposing a certain number do relapse, what is wrong with 
-ond course of E.C.T., or even a third ? Three courses 
• be given (average 6-10 treatments) in under three months, 
cure in this period compares favourably with 6-18 months 
of “ bromides, barbiturates, and chloral ” — not to speak of long 
periods in the latter treatment when one goes to jleep uneasily 
wondering whether the patient will stick it out or whether one' 
will gel a telephone message from a relative saying he failed 
to return " from a walk in the country.” 

As illustrating the value of E.C.T., may I quote my own 
experience here ? Largely as the result of E.C.T., admissions 
to the hospital of which I am in charge (St. Luke’s, Armagh) 
have quadrupled {approximately 90 per annum to 350) in the 
past five years. In spite of this our permanent population has 
risen very little. Had relapses been at all frequent or of serious 
nature we should have been swamped. 

One point I will grant Dr. O'Connor: E.C.T. in out-patient 
practice is only about 60% as effective as when a patient agrees 
to enter hospital. This can easily be understood, when it is 
appreciated that instead of continuous rest the patient must 
make his way home a few hours after treatment and perhaps 
have to tackle business or domestic problems with a mind 


showing marked temporary lapses of memory. Nevertheless, 
if the patient will not or cannot enter hospital it is an essential 
part of treatment for all anxiety and depressive conditions 
and should be given forthwith. 

The long night of waiting in psychiatric practice is over 
and the dawn is here. Psychiatry, with E.C.T., insulin coma 
leucotomy, occupational and recreational therapy, suggestion 
persuasion, explanation, and understanding, is on the march 
and nothing will reverse the process and revive the days o( 

“ bromides, barbiturates, and chloral hydrate.” — I am, etc., 

Armagh, Northern Ireland. ROBERT THOMPSON. 

HcalUt and (he Soil 

Sir, — In your issue of February 11, 1939, you were gooo 
enough to publish an article of mine entitled “ Health and the 
Soil,” which I prefaced with the modern danger of an excessive 
speed of knowledge at the periphery unaccompanied by a 
strengthening of knowledge at the centre. I supported this thesis 
with a saying of the great Goethe (who foresaw what we nov 
see) in his Wahlverwandschaften: “Every evil shall be healed 
upon the spot, where it shows itself, and no one concerns him- 
self about the place, where it really takes origin, whence ii 
works its effects. For this reason it is difficult to take counsel’ 

Reflecting upon this divergency as affecting my own- profes 
sion, I had for some years collected such notes as I conic 
to restore a balance by concentrating on the central problem— 
namely, health — as revealed by the healthiest people I could 
find. Under the guidance of Sir Robert McCarrison I chose the 
Hunza of the Gilgit, of whom he wrote: “These people arc 
unsurpassed by any Indian race in perfection of physique ; the) 
are long-lived, vigorous in youth and age, capable of great 
endurance, and enjoy a remarkable freedom from disease it 
general.” 

I embodied the results of my investigation in a book.' 
Briefly, the conclusion come to in this study was that in devising 
life nature devised health with it — the health of the soil,. the 
health of the river and sea, the health of the plants, animals, 
and man as one interdependent whole — and that the key to the 
part that man should play was to preserve this interdependenc) 
by the rule of return, under which everything that had. life ic 
the soil should after death be restored to the soil as food for 
further life. This rule the Hunza followed: the dead leaf, the 
outworn cloth, the excreta, all were collected to form a compost 
for the soil that nourished further life. 

This rule, it was found, was almost entirely neglected by the 
modern, city-dominated civilization. There were, of course, 
some who saw the terrible danger of this neglect. But as foi 
official opinion and action, there is now the remarkable 
National Health Service. Its planning has been carried oui 
with the utmost care and precision, such as evokes admiration 
and wonderment. So much so is this that its very creators, 
creatures of the periphery, praise themselves in no mean 
measure. “It offers a chance — ^and a challenge — to build the 
most efficient health service in the world, and one which as the 
years go by will add steadily to the nation’s fitness, happiness, 
and working capacity.” 1 almost quail before my own opinion 
of this fine boastfulness, but having reached threescore years 
and ten 1 cannot recede. It is this — that one doctor at least 
must make it public that this boast is “ sheer bilge ” in a scheme 
which takes no heed of the centre gnd throughout never 
mentions the soil. — 1 am, etc., 

London. S.W.I. G. T. WRENCH. 

Reference 

I The IVheel of Health — A Study of a Very Healthy People, 1938, London 

Sudden Obesity and Psychological Trauma 

Sir. — I should like to record my appreciation to Drs, H. J. 
Shorvon and John S. Richardson for their excellent article 
(October 29. p. 951) on the above subject. No longer can we 
rely on the Shakespearean “ lean and hungry look ” as a stead- 
fast sign of the anxiety state. The syndrome which has been 
discussed bears some resemblance to the acute exudative attacks 
of seborrhoeic dermatitis which are frequently psychogenic. It 
has been suggested by Barber* that these may be associated with 
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aa increased secretion of the antidiuretic hormone from the 
posterior pituitary acting through the hypothai^mic nuclei. In 
hese cases there is evidence of cutaneous hydration, and they 
ire favourably influenced by the promotion of diuresis. (As the 
obesity cases were kept on a full diet, their loss of weight was 
presumably associated with polyuria.) 

In contrast to the severe psychiatric trauma in the authors' 
cases, acute seborrhoeic dermatitis may follow trivial emotional 
upsets, such as apparent " loss of face.” It is to be remem- 
bered in this conne.xion that in Parkinsonism, where the princi- 
aal lesions are in the substantia nigra, ” seborrhoea ” is a usual 
clinical feature. 

It would be of interest to learn if these cases of obesity had 
in e.vcessive secretion of sebum before treatment. In Case 2 


very liable to happen to a practitioner not well versed in this 
mancBuvre, and he will find himself faced with a high free 
head to which he cannot or should not apply forceps unless 
he is able to press the head into the pelvis again. This e.vpIaiDs 
why so many cases of " failed forceps ” due to transverse 
arrest arrive in hospital with a high head, though the practi- 
tioner who failed to deliver the baby states that the scalp had 
been visible at the vulva before the attempt at delivery was 
made. It is therefore safer in the first instance to perform 
manual rotation of the head with one hand in the vagina and 
to rotate the anterior shoulder simultaneously with the outside 
hand. This almost invariably succeeds. — 1 am, etc., 

Leicester. W. P. HraSCH. 


mention is made of " an itching rash on the inside of her legs 
and pruritus ani.” — I am, etc., 

London. W.l. IaN M.VRTIN-SCOTT. 

Reixrence 

i }tfociern Trends in Dennatolosyt 1948, London, p. 132. 

Definition of Senility 

Sir. — Considerable misunderstandings occur on account of 
the tack- of definition of tiie words " semie ” and “ senility.” 
rhis diflaculty arises frequently for those in charge of homes 
for aged people. Some doctors will write a medical certificate 
saying that the old person suffers from “ senility.” This may 
mean that they are old and feeble. It may mean that they are 
mentally failing, and it may mean a complete break-up both 
physically and mentally. On the other hand, with the general 
public the two words are usually used in the sense of mental 
failure ranging from mild forgetfulness to senile dementia. 
They are, in fact, very loose terms describing various degrees 
of ageing, and it will be a matter of great convenience to all 
concerned if these terms can be more clearly defined. — I am, 
etc., 

London. N.6. 

Pause for Refeefion 

Sm,— To see writers on scientific subjects drawing to the 
full upon the rich treasure of the vocabulary of the English 
language is never other than a source of satisfaction. But 
words are in some sense tallies or counters, the legitimate use 
of which is subject to limitation. I am led to this reflection 
by the use of the verb “ refect ” by Professor A. C. Frazer in 
his paper entitled “A New Mechanism of Vitamin Depriva- 
tion” (October 1. p. 731). The O.F-D. defines “refect" used 
as a transitive verb as meaning “ to refresh, especially with 
food or drink” and mentions that it fell out of use before 
1700 and was revived in the nineteenth century, but has always 
been rare and is now somewhat rhetorical. According to this 
authority the late George Augustus Sala, eminently a rhetorical 
person, “ remembered once refecting himself at a public dinner.” 
But how and when is a rat “ refected ” ? — I am, etc., 

W’olicrharoplOD. DVKE. 

FaUed Forceps 

I read Professor F. J. Browne’s article entitled “ Failed 

Forceps ” (October 29, p. 975) with great interest. I was, 
however, surprised and disappointed that he did not mention 
deep nansverse arrest of the foetal head, which in my opinion 
is the commonest cause of arrest of the foetal head and there- 
fore of failed forceps. It is noteworthy that none of the recent 
textbooks suesses this condition sufficiently, since new housemen 
are always surprised at the frequency. 

Of our last 100 forceps deliveries, deep transverse arrest was 
found -40 times and a persistent occipito-posterior position twice 
only. If a pelvic application of the forceps is made the blades 
will slip off. Similarly I do not think it is sufficiently stressed 
in textbooks that the foetal head engages in the transverse 
diameter in approximately 40% of cases, and that deep trans- 
verse arrest is therefore only rarely due to an incompletely 
rotated occipito-posterior position. 

Professor Browne recommends manual rotation by passing 
the hand into the vagina and the forefinger on to the anterior 
shoulder without disfodging the head. However, the latter is 


The Acute Throat 

Sir, — I have appreciated very much the comments made by 
the various critics of my article on the acute throat (October 15, 
p. 860). I am sure that it is only one of the functions of a 
refresher course to supply an up-to-date description of signs, 
symptoms, and treatment ; the other, quite as important, is 
to make the reader take stock as it were and consider his own 
practice in the light of someone else's experience. U my forth- 
right utterances have caused readers to ponder upon the value 
of dperent forms of treatment the article will have served a 
useful purpose. 

I was of course aware that the sulphonamides were widely 
regarded as efficacious in tonsillitis. Nevertheless, it is neces- 
sary to be clear about what the sulphonamides are expected to 
do. 1 imagine 1 am not exaggerating if 1 say that of every 
100 sore throats which are severe enough to make the patient 
seek medical advice at least 70 of them will subside, by means 
of the hosts’ natural defences, within a matter of 24—48 hours. 
I am not satisfied from my own clinical observation that 
sulphonamides hasten this process. Further, one of my assis- 
tants, Dr. J. O. French, conducted a very carefully controlled 
investigation of the efficacy of sulphonamides in scarlet fever. 
She was unable to observe any beneficial effect upon the throat 
or upon the duration of pyrexia in those given sulphonamide 
compared vvith a group of patients (alternate cases) not so 
treated. When an infection shows a spontaneous tendency to 
rapid cure in a high proportion of cases one must be wary of 
making unqualified claims for a certain measure of treatment. 

In the second place, the clinical diagnosis of streptococcal 
throat makes a further difficulty. From my own clinical 
observation, supported by adequate bacteriology. 1 am far 
from convinced that 1 can diagnose streptococcal tonsillitis 
on sight. In a fair proportion of apparently typical cases the 
flora obtained on a blood-agar plate is little different from the 
normal, and streptococci are disappointingly absent. As a rule, 
however, it is not diificult to recognize the effects of strepto- 
coccal invasion, and I feel that sulphonamide should be reserved 
for such cases. It was for this reason that 1 stressed the impor- 
tance of examining glands, middle-ears, and sinuses. 

Finally, I would like to plead for thoughtfulness in the use 
of all the different chemotherapeutic weapons. Coming to 
terms with the common pathogenic bacteria is. in this imperfect 
world, an essential part of growing up. The throat is by long 
experience well equipped to cope with most of the bacteria that 
meet it. The occasional mild tonsillitis may be no bad thing 
if, as a result, our immunity mechanisms are stimulated, for we 
may thereby be the better equipped to deal with later attacks. 
The unnecessary aborting of mild illness of no danger to the 
patient just for the saving of a few hours in the total duration of 
the infection should not too easily be regarded as a good thing. 
The experience of the clinician in the fever hospital leaves no 
doubt about the. great increase in sensitization rashes. The 
experience of the clinician and of the pathologist leaves no 
doubt about the great increase in ihe occurrence of polyarteritis 
nodosa. I would be foolish to say that there was an absolute 
correlation between these facts and the known increase in the 
ingestion of sulphonamides.- for of course there has been an 
increase in the ingestion of all kinds of chemicals in recent 
years. But such facts should make us pause before using 
sulphonamides routinely for trivial illnesses. — 1 am, etc., 

cuijai?. Tho.vlvs Anxierson. 
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Congenital Pyloric Stenosis 

Dr. C. V. Pink (.London, S.E.3) writes: In their interesting 
memorandum Messrs. E. S. R. Hughes, H. A. D. Small, and J. W. F. 
Macky (Ociober 1, p. 741) state that " the aetiology of congenital 
pyloric stenosis is quite obscuie.” So perhaps the following is 
worthy of notice, since it seems to indicate the direction in which 
we may have to look to find the cause of it. On return from a 
few days’ holiday my late partner was told of a fully developed case 
of pyloric stenosis. The baby, 3 weeks old, had lost 12 oz. (340 g.) in 
three days, and the vomiting was definitely projectile. After interview- 
ing the mother he told me that her atti.uue to the baby was all 
wrong and that he thought he had been able to help her put it right. 
The baby had no more symptoms from iheitime of interview. The 
trouble may have been that pregnancy was resented or used for 
purely personal ends. . . . The presence of a strong psychological 
factor in pregnancy is at least a possible explanation of the observa- 
tions you published on the occurrence of pyloric stenosis in twins. 


Spoons as a Measure ' - 

Dr. J. M. Hamill (London, W.14) writes; It is generally con- 
sidered tliat two tablespoonfuls equal approximately one fluid ounce, 
and I have a measuring glass on which the markings agree with this. 
I had, however, the curiosity to test whether the tablespoon mark- 
ings on the measuring glass did correspond to actual tablespoons, 
and I found on trying several tablespoons in my possession that 
each when filled contains one ounce of liquid which when transferred 
to the measuring glass rose to the two tablespoonfuls mark. In other 
words my tablespoons measure just twice as much as the tablespoons 
marked on the glass measure and contain one ounce of liquid instead 
of the usually presumed half ounce. This has practical importance, 
because a physician may prescribe a dose of one tablespoon expect- 
ing this to be half an ounce, whereas with my tablespoons the 
patient would be getting one ounce. 


Medical Administrators 

Dr. John ScBtOH (Saxmundham, Suffolk) writes: Mr. G. H. Colt 
(October 1, p. 756) regards the use of medical men purely as adraim's- 
trators and superintendents as a waste. He considers that medical 
men in their prime, superintending and inspecting hospitals and 
planning could be better employed working at medicine or surgery. 
It cannot be too often repeated that the treatment of Qlness and 
disease does nothing to reduce their incidence, and that the fall in 
the death rate during the last century has been due not to advances 
in treatment but to advances in environmental hygiene. ... It is 
not unreasonable to presume that further improvements in the health 
of the people will be due in part to the concern of public health 
service administrators with those broader aspects of environmental 
hygiene to which most human ailments arc due and with which in the 
past, being partly occupied with hospital administration, they have not 
had time to deal. As regards the question of the medical superin- 
tendents, it is at any rate noteworthy that the Central Consultants 
and Specialists Committee (Scotland) strongly favours the retention 
of the medical superintendent (British Medical Journal Supplement, 
1949, 1, 270), 


Open Sesame 

Dr. H. J. Hoyte (Birmingham) writes: Dr. T. Anderson, in his 
instructive article (October 15, p. 860) entitled " The Acute Throat,” 
refers to the difficulty of examining' the throat of an uncooperative 
child. In my experience this is a real problem in the infant between 
1 and* 3 years old. Seated comfortably on his mother's lap, he has 
no objection to being thoroughly inspected — indeed he returns this 
with interest — but to let a strange man gaze into his interior would 
be, he feels, an unwarrantable intrusion into his own personal 
privacy. Yet the examination of the throat is so important, and it 
is almost equally important not to antagonize him (or her) by the 
use of force. The following little ruse takes only a few seconds 
of time and very often succeeds in unlocking the tight little lips. The 
child is seated on his mother’s lap (or that of a nurse) in a good light. 
After a brief general inspection I turn to the mother and say, “ Look, 
Mrs. — - — , I’m going to peep into your mouth and then I want 
you to give a bit of a laugh.” The mother opens her mouth, and I 
make a show of examining it without actually soiling my spatula ; 
then she gives a laugh or murmurs, “ Oh, how nice.” If the father 
is at hand, or an elder brother or sister, I do the same with each 
of them and finally turn to the child, saying, “ Now it’s your turn,” 
and in most cases the mouth springs open. 


Dr. Joseph Everett La Frenais, of Runcorn, Cheshire, died 
suddenly on October 2 while on his' way for a holiday in 
Scotland, with which country he had close associations. He 
was educated -at Dollar Academy, and studied medicine at 
Edinburgh, qualifying in 1930. He was a house-surgeon at 
Hull Royal Infirmary, and later house-physician at- Chester 
Royal Infirmary, where he first became acquainted with the 
county in which he finally settled in 1935, He soon became 
popular as a general practitioner, and was appointed to the 
visiting staff of Runcorn Hospital and also acted as police 
surgeon for the area. From the outbreak of the recent war he 
spent six years in the R.A.F., five of them in the Middle and 
Far East, including India, Burma, and China. He attained the 
rank of wing commander before he was invalided out with a 
disability which was subsequently to cut short his life at the 
early age of 44. Joseph La Frenais was the ideal type of prac- 
titioner. He possessed not only clinical ability of the highest 
order but a genial personality which with his friendliness and 
kindness attracted to him patients of all ages. Although a 
bachelor himself, he was especially fond of- his young patients, 
who instinctively responded to him. In all aspects of his work, 
in all his endeavours on behalf of his patients, he never spared 
himself. On leaving the R.A.F. he resumed his practice- 
in partnership with his brother and later his brother-in-law. 
While fully aware of the implications of his disability, and of 
the necessity of having to suffer some restriction of his work, 
he faced the future with, cheerfulness and courage. He was a 
freemason, a roiarian, and was associated with the Runcorn 
Squadron of the A.T.C. He always took a close interest in 
a number of sports, not only as a spectator,'' but as a player. He 
was a keen golfer, and at the time of his death was the. popular 
captain of Runcorn Golf Club. His jovial and engaging 
personality . brought him many friends, and, although ever 
proud of being a Scot, he occupied a prominent place in the 
town of his adoption. He. was especially happy in his home 
and family life, and to his mother, brother, and sisters the 
sincere sympathy of his colleagues will be e.xtended. The 
memory of the sterling qualities'' of Joseph Le Frenais will long 
be held not only by his patients and friends in Runcorn but 
by those of us who worked with him. To one who was his 
first assistant and enjoyed the hospitality of his home, the 
memory will be not only of an able clinician and unselfish 
chief but of a good friend. — E. W. T. E. 

Dr. John Johnstone Wilson, of Anstruther, died on October 
6 at the age of 82. He was born in Dunkeld, where his father 
• was minister of the parish church, and educated at George 
Watson’s College and Edinburgh University, graduating M.B.. 
C.M. in 1889 and proceeding M.D. in 1894. He was a house- 
physician at Edinburgh Royal Infirmary with Dr. Affleck in the 
year following graduation. He came to Anstruther as an assis- 
tant in 1890. Despite the claims of an arduous and extensive 
practice, he found time for reading and study, as is shown by his 
taking the M.R.C.P.Ed. in 1922, 33 years after graduating. 
He was elected F.R.C.P.Ed. in 1925. Dr. Wilson was an 
enthusiastic member of the Fife Medical Association, holding 
office as president and also contributing several papers on 
medical subjects. He was an active member of the B.M.A. and 
was president of the Fife Branch in 1927-8. During his school 
and 'varsity days he was a noted rugby player. As an assistant ■ 
he first lived in St. Monans — about four miles away — and . 
walked to Anstruther daily, sometimes walking as much as 16 
miles a day in all weathers. A son of the manse, he continued 
to lake a deep interest in church matters and held office as an 
elder until his death. He was also a freemason and a past 
master of the local lodge. John Wilson had a long career as a 
general practitioner, yet he was something more. He showed that 
it was possible to combine reading and study with the manage- 
ment of a busy practice, and obtained high academic honour.s 
by examination at a time when most practising doctors consider 
they have left such ordeals far behind. He always put service 
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before self, and he was both doctor and friend to his patients, 

man of character and resource, he set himself a very high 
standard of practice and was an example of the best type of 
country doctor, loved and respected by all with whom he came 
into contact. Always attentite to the interests of his patients, 
he looked upon their faults with a kindly and tolerant humour, 
giving freely without complaint arduous service to the com- 
munity and finding in his work his chief reward. He leaves a 
widow and two sons, one of svhom is a consultant physician 
with the Northern Regional Hospital Board. — A. A. M. 

Dr. Robert SEvrESTRE died at his home in Leicester on 
October 13 at the age of 81. Some months ago it was neces- 
sary for him to undergo an operation, from which he recovered 
sufficiently to enable him to get about again. Bom in Calcutta, 
of Huguenot stock, he was brought to England in childhood, 
and was educated at Rugby, Trinity College, Cambridge, and 
St. Bartholomew’s Hospital. He qualified in 1893, graduated 
.\I.B., B.Ch. a year later, and proceeded M.D. in 1896. Some 
two years later he was appointed honorary assistant physician 
to Leicester Royal Infirmary. Later he became honorary 
physician, and then, at the age of 60, he ivas elected honorapt 
consulting physician. During the first world war he served in 
France in the R.A.M.C. with the rank of major, and was 
attached to a general hospital. Returning to this country, he 
was posted to the 5th Northern General Hospital, Leicester, 
where he met his wife, who was then on the nursing staff. He 
was the joint author of the section on “ Wounds of the Chest " 
m the Manual of ii'ar Surgery- Mrs. Sevestre died in 1937, 
and their only son, a subaltern in the K.O.S.B., was killed in 
an accident in the Far East in 1943. Dr. Sevestre was appointed 
a justice of the peace for Leicester in 1929. He was a governor 
of the Wyggeston Hospital, chairman of the Pensions Com- 
mittee, a trustee of Simons Charity, and an officer of the Order 
of St. John of Jerusalem. He was president of the Midland 
Branch of the B.Ma\. in 1922-3, and represented his con- 
stituency at Annual Representative Meetings in 1904-6. He 
was also a member of the Leicester Medical Society. Dr. 
Sevestre was of a quiet and retiring disposition, but became 
widely known and highly thought of in the city to which he 
devoted a full life of medical service. A link with a previous 
generation of physicians has been severed at his passing. His 
work at the infirmary, to which he unselfishly devoted himself 
for so long a period, earned for him the gratitude of countless 
thousands of patients. — R. McD. C. 

Dr. Lionel Dudley Woods died on October 23 at his home 
in the Isle of Man at the age of 63. He qualified in Dublin 
in 1907, finishing his course at the Meath Hospital, and he 
became house-surgeon at Noble’s Hospital. He then entered 
oeneral practice in the same district in which his father in an 
Irish jaunting car was so familiar a figure. In August, 1914, 
Dr. Woods went to Netley, and subsequently he ser.ed with 
distinction in Salonika. He was mentioned in dispatches twice 
and was awarded the O.B.E., the Serbian Order of St. Sava, 
and the Croix de Chevalier d’Honneur. A miny-sided person- 
ality, Dr. Woods was a traditional family doctor, beloved by 
his patients and valued for his understanding of human nature. 
Soon after his return from the Army he was appointed 
honorary surgeon and radiologist to Noble’s Hospital. In the 
earlier inter-war years he was most active in surgery, and 
especially noted for his management of difficult fractures. 
Later when rheumatism crippled his fingers he devoted himself 
more and more to radiology, and the present highly developed 
radiological and physiotherapy department at Noble’s Hospital 
bears testimony to his constant endeavour to keep his depart- 
ment up to date. Dr. Woods was chairman of the War Pensions 
Board and of the medical division of recruiting. .-Vn active 
member of the B.M..^., he was president of the Isle of Man 
Branch in 1933-4. In 1926 he was made an officer of the Order 
of St. John of Jerusalem, and the cresent flourishing state of the 
brigade in the island is in great part due to his efforts. He 
ultimately became county surgeon. In the recent vvar he was 
medical officer to the first baitalion of the Home Guard, and as 
the war progres-sed more work devolved on him. It was the 


strain of these years-which took such a heavy toll of his sirengtn 
and hastened his untimely death, a loss vvhich his colleagues in 
the island feel acutely. — C. G. P. 

Dr. Fra.s'k Gower Bercin died at his home in Clifton. 
Bristol, on October 25, at the age of 70. A native of Countv 
- Cork, Dr. Bergin qualified at Bristol in 1905. He was a house- 
physician and later a house-surgeon at the Bristol General 
Hospitaf before starting in practice in Clifton in 1903. From 
the earliest days he was interested in radiology, and in 1916 
he joined the R.A.M.C. as a radiological spedalisL He was 
serving on board H.M.S. Britannic, which was used as a hospital 
ship, when she was torpedoed and sunk off .Malta. After his 
demobilization in 1919 he was appointed honorary radiologist 
to the Bristol General Hospital, and continued in this capacity 
until 1939, when, following the amalgamation of the Bristol 
hospitals, he was appointed director of the radiological depart- 
menL In the very early days he possessed the only jc-ray plant 
in the West Country, and often made long trips by ambulance 
with his portable apparatus in order to assist hospitals which 
had not at that time obtained a-ray equipmenL Apart from his 
specialist practice. Dr. Bergin was for 37 years responsible for 
the medical care of the children and staff of Muller’s Orphanage 
At different times his father and his elder brother had served 
the same institution. He only relinquished this work last year 
on account of failing health. Dr. Bergin was for a number of 
years consultant radiologist to Clifton College, to the British 
Overseas Airways Corporation, and to Southmead Hospital, 
and he was a lecturer at Bristol University. He was also assod- 
ated with the Bristol Dispensary, the Homoeopathic Hospital, 
and the Central Clinic. Dr. Bergin was a keen amateur photo- 
grapher and gardener, and he always took the greatest interest 
in his many young friends, and particularly his own grand- 
children. A deeply religious man, he was associated for over 
40 years with the Clifton Bethesda. The sympathy of his 
colleagues, his former patients, and his many friends will be 
extended to his widow and his two sons, who are both members 
of the profession. 

Dr. Joseph Corbett Muir, who was for many years medical 
superintendent of Whipps Cross Hospital, died suddenly on 
October 29 at his home in Gloucestershire. Dr. .Muir studied 
at Cambridge and at Manchester, graduating M.B., B.Ch. in 
1897, and proceeding M.D. in 1901. After holding resident 
appointments at the .Manchester Royal Infirmary and at the 
Pendlebury Children’s Hospital, he joined the staff of Piaistos 
Fever Hospital, working under the late Dr. Biemacki. In 
1908 he was appointed medical superintendent of W’hipps Cross 
Hospital, where he was to remain until 1932, except for a period 
from 1915-19 when as a captain in the RA.M.C. he saw active 
service in Flanders and was for some time a prisoner of war in 
Germany. Whipps Cross Hospital had been open only for 
some five years when Dr. Muir joined the staff, and it may be 
said that its development into a busy, modem, and well- 
- equipped general hospital is largely due to the advice which he 
tendered to the former West Ham board of guardians. A man 
of strong personality, he greatly improved the conditions of the 
patients and staff. He was a strict disciplinarian, but never- 
theless be was very attentive in dealing with any problems 
concerning members of the hospital staff, many of whom will 
recall the help that he gave them. Dr. Muir was regarded by 
his professional colleagues as a practitioner of outstanding 
merit, and members of the consulting staff always valued his 
opinion on a difficult case. As a hospital administrator he was 
known throughout the country, and for a period held office 
as president of the Medical Superimendents’ Society. Ill-health 
caused him to retire in 1932, and he had since been living at 
Box, in Gloucestershire. He closely identified himself with the 
life of the district and was a member of the Stroud Rural 
District Council. .■\Ithough he was confined to his home, and 
was unable to visit the hospital for which he had done so much, 
nevertheless he was delighted to receive news of its progress 
and much appredated visits from members of the staff if they 
happened to be in the neighbourhood. .-Mthough many of 
those who worked with Dr. Muir have left the hospital, there 
are still some who have personal recollectio.ns of his work. - 
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while his reputation is known to all who profit by the standards 
which he set in the past. A keen sportsman. Dr. Muir was. 
an accomplished tennis player and golfer. He played tennis 
for Essex and Gloucestershire, and he had a very low golf 
handicap. He was equally enthusiastic about rugby, and 
followed the fortunes of the Stroud Club. Dr. Muir is survived 
by his widow, to whom the sympathy of his colleagues and 
friends will be extended. — A. N. S. 


Medico- Legal 


INSANITY IN THE CRIMINAL LAW OF MALTA 

BY 

PAUL CASSAR, M.D., B.Sc., D.P.M. 

Psychiatrist, Hospital for Mental Diseases, Malta 

The plea of insanity raised by the defence in the recent Haigh 
trial {Journal, July 30, p. 286) demonstrated once again the’ 
difference between the medical and the legal view regarding 
the criminal responsibility of mentally disordered persons. This 
paper attempts to describe in brief how Maltese legislation deals 
with the question of the culpability of the insane offender and 
to outline the procedure followed by a Maltese court of law. 
It is suggested that similar legal provisions could be substituted 
in England for the present unsatisfactory tests of legal responsi- 
bility and methods of assessing the mental state of the accused. 

A commission of five Maltese legal men was set up in 1831 
to compile a criminal code and a code of criminal procedure 
for the Island of Malta and its Dependencies. The commis- 
sioners were instructed to base their work on the report drawn 
up in 1826 by a distinguished English judge. Sir. J. Richard- 
son, and upon the principles of the best foreign codes. The 
Neapolitan Code, promulgated in 1819 in the Kingdom of the 
Two Sicilies and based on the reformed French Code, was 
adopted as a model. In 1836 the first draft code of penal laws 
to be drawn up under British rule was published. After several 
revisions and a lengthy discussion in the Council of Govern- 
ment, the draft code was finally promulgated in 1854. Article 32 
of this code stated that “ no person is liable to punishment for 
an act done or omitted by him when he is of unsound mind 
or in a state of madness.” Other articles dealt with the 
procedure to be adopted when the plea of insanity was raised 
and wilh the disposal of the insane criminal. Important amend- 
ments and additions to the original code were introduced in 
1900, 1909, 1914, and 1935. 

Present Provisions 

The plea of insanity may be raised either during the inquiry 
(Court of Judicial Police as a Court of Criminal Instruction) 
or during the trial (H.M. Criminal Court). 

Durins the hioniry . — Article 34, para. (nl. of the Criminal Code 
lays down that no one is liable to punishment if at the time of the 
act or omission complained of such person was insane. When, 
therefore, there are reasonable grounds for suspecting that the 
alleged offender was insane at the time of the commission or omission 
of the act. or at the time of the instruction, the court appoints one 
or more mental experts to examine the accused and report upon his 
state of mind. If they report that the accused was mentally ill at 
the time of the alleged offence, the court orders the transmission of 
the records of the inquiry to the Attorney-General. If the latter 
does not decide to contest the findings of the experts, the court 
decrees that the person in question be sent to the mental hospital, 
and it informs the Head of the Government of this step. The Head 
of the Government then i.ssues such directions as he deems necessary 
for the care and custody of the insane person. The accused has the 
right of appeal against the court’s decision. If the Attorney-General 
opposes the expert.s’ opinion, he may direct the court to continue 
with the inquiry on the merits of tlie charge, or he may refer the 
matter to H.M. Criminal Court, whe^e^the issue of insanity is decided 
by a jury. ' , 

During; the Trial . — In conformity with Article 34, it has been held 
that no one can be called to answer to a charge if at the time of 


the trial he is insane. Should the defence wish to raise the plea that 
the accused is insane at the time of the trial, it must do so during 
the preliminary proceedings following the reading of the indictment 
and before the answer of the accused party as to his being guilty or 
not. If the plea of insanity is raised by the defence after the 
preliminary stage, then it is dealt with together with the. other pleas 
on the merits. The question of insanity at the time of the offence 
or at the time of the trial may also be raised by the court. In such 
a case, if the medical experts come to the conclusion that the accused 
was insane,’'and both the defence and the prosecution do not contest 
the experts’ findings, then the court dispenses wilh further proceed- 
ings and orders the removal of the accused to the mental hospital. 

Insanity at the time of the offence cannot be alleged after 
the jury has given its verdict, but, whenever the necessity arises 
from any fact or circumstance of fact expressly found by the 
jury, the plea of insanity, both at the time of the crirhe and 
during the trial, may be brought forward even after the jury’s 
verdict on the alleged offence, provided that this plea is made 
before the delivery of the sentence of the court. The decision 
whether a person is insane or not is determined by the jury by 
a majority of votes. Following a verdict of insanity, the 
accused party is ordered by the court to be detained in the 
mental hospital. The board of the menial hospital is 
empowered to recommend the discharge of a criminal patient 
to His Excellency the Governor if the patient recovers or if 
he no longer requires further detention. 

Medical Experts 

Only the court has- the right to appoint and to choose the 
medical experts. They are usually of an uneven number and 
they arc given a specified time (which may be extended if 
necessary) within which to submit their report. They are given 
every facility to study the mental condition of the accused 
party. Thus, once the plea of insanity has been raised, the 
court orders the accused to be sent to the mental hospital 
“under observation for mental disorder.” Here the psychia- 
trists will have every opportunity to study the accused man 
or woman. The experts swear to perform their duties faith- 
fully and honestly. It has been recommended by the court 
that, whenever in the course of their inquiries the experts obtain 
information, ifie persons giving such information should be 
heard as witnesses and their information recorded in the form 
of statements. It has also been recommended that a regular 
proces-verba! of the interrogatory of - the patient, when made 
by the experts, should be kept and filed with the report. The 
report of the psychiatrists is read publicly and they may be 
submitted to cro.ss-examination under oath. Those persons who 
have given information to the experts are also examined like 
any other witness. 

The court may allow the mental experts to obtain on oath 
all relevant information about the accused from witnesses 
residing outside its jurisdiction. It has been held “ that it is 
the court’s duty to see that every provision be made so that 
the experts may have at their disposal all such information as 
may enable them to give, in the interests of justice, a correct 
opinion.” The court, the prosecution, the defence, and mem- 
bers of the jury have the' right to ask for further elucidation 
from the experts on their report or on such other points as 
they may deem necessary in order to make the opinion of the 
experts clearer. The members ol the jury are not bound to 
abide by the conclusions of the mental experts- against their 
own conviction. 

Comment 

The superiority of Maltese law over English law on the 
subject of the culpability of . the insane is obvious. In Malta 
there are no tests of. legal responsibility in the case of mentally 
disordered persons arraigned before a court of law. Maltese 
legislators have not laid down any rules by which the distinc- 
tion between sanity and insanity is to be drawn. They are 
aware that this demarcation line is a delicate one, and they 
leave it to the mental experts to decide when a man ceases to 
exercise control over his actions on account of mental illness. 
Maltese jurisprudence has likewise recognized the fact that, 
apart from psychosis and mental defect, such disorders of the 
personality as “ adolescent instability ” and “ psychopathic 
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personality” may exonerate the accused from culpability. In 
Malta, therefore, it is enough for the psychiatrists to show 
that an accused person is mentally ill to exempt him from 
punishment. Of coune the jury may not accept the psychia- 
trists’ diagnosis of insanity, and they are free to judge the 
accused party to be sane in spite of the psychiatrists’ opinion 
to the contrary. But the illogical situation of finding a person 
insane and at the same time legally responsible for his acts can 
never occur in a Maltese court of law. 

Another advantage of Maltese procedure is in the calling of 
mental experts to assess the state of mind of the accused. The 
appointment of mental e.xperts to e.xamine the accused pertains 
to the court alone. It has been held that it is not only the 
right but also the duty of the judicial authority to ascertain 
the state of mind of the accused both at the time of com- 
mission or omission of the act complained of and at the time 
of the trial. To deny such a right to the judicial authority is 
to ignore one of the fundamental principles of criminal justice 
and to run the risk of convicting a non-responsible person. 

The divergence of opinion that often arises in an English 
court of law about whether the accused is insane within the 
meaning of the law tends to create confusion in the minds of 
the jury. There may also be a tendency for the jury to look 
upon the menial experts of either the defence or the prosecu- 
tion as biased or interested parties. Maltese legal provisions 
with regard to the choice of the mental experts cannot give rise 
to such perplexity m the minds of the jury. The psychiatrists 
are appointed by the court, and this ensures their absolute 
independence of both the defence and the prosecution. They 
are as independent as the judge himself. They are above any 
possible suspicion of bias either in favour of or against the 
accused, and, what is equally important, the public feels 
that justice is not only being done but is ” manifestly and 
undoubtedly seen to be done.” 

Brauocaxrav 


Crtmlnnl Imt of Ike Islenl of kioUo aod to DcpeodencUi (Chap. 12). Reused 
Edition. Ntalta. ^ i 

Harding. W. (1943). nrctm Criminal Cases Annolalr^. .Malta 
yameaoa, A. (18+t). Heport on ike Proposed Code of Criminal Loses. Malta. 


Medical Notes in Parliament 


NURSES BILL 

The Nurses Bill was considered on report in the House of 
Commons on November 4. The committee stage was taken 
on October 28 (Jouniat, November 12, p. 1120). 

Mr Blenkinsop moved and Mr. Walter Elliot supported 
a new clause to impose penalties on persons who falsely repre- 
sented themselves as being included in the list of nurses kept 
under Section 18 of the 1943 Act. The clause was added to 

the Bill. -j- r e. 

Mr. Howard moved a new clause providing for the appoint- 
ment of a training corhmittee and setting out its powers. He 
pointed out that Parliament was setting up within the General 
Nursing Council one statutory committee to deal with finance 
and another to deal with mental nursing, but there was no 
statutory committee to consider improvements in the training 
of nurses. Mr. Linstead. in seconding, said the General 
Nursing Council was ceasing to be an independent profes- 
sional body and in half its activities was becoming a paying 
acent of the Treasuo’- Once it was partially integrated into 
the Government machine it was in danger of losing authority 
and independence. 

Mr. Blenki.s'SOp said the control of training was the main 
function of the General Nursing Council, and it was clear that 
It would set up a committee, as it had done in the past, to look 
after this feature of its work. The Govemmeni had already 
gone as far as it ought in statutorily subdividing the General 
Nursing Council. .Mr. Somerville Hastings believed.ibai the 
clause would be undesirable. The object of the Bill was to 
separate the training of nurses from the administration of 
hospitals. Mr. Howard then withdrew the amendmenL 


Nurse-training Committees 

On Clause 2 Mr. Blenkinsop moved an amendment substi- 
tuting "Area Nurse Training Committees” for "Standing 
Nurse Training Committees.” This and other small amend- 
ments were approved. 

On Clause 4 Mr. Dlamonti moved an amendment to ensure 
that the General Nursing Council should not be required to 
consider an estimate unless that estimate related to a hospital 
which had already been approved by the Council for the pur- 
pose of nurse training. Mr. Blenkinsop said it was true that 
Clause 4 did not specifically refer to training which was in 
accordance with the Council’s training rules, but Clause 6 
clearly provided that the Council should defray all expenses 
which had been incurred by an Area Nurse Training Committee 
with the approval of the Council. It would be within the power 
of the Council to decline to approve any expenditure on train- 
ing not in accordance with its rules. 

Mr. Li.nstead was perturbed at the suggestion that no finance 
would be forthcoming for nurse training except in respect of 
institutions already approved. That seemed to him to crystal- 
lize and sterilize everything. He hoped the Minister would say 
a few words on how experimental training schemes, while they 
were being built up to the stage justifying approsal, were to 
be financed. Mr. Ble.nkinsop said the Bill left the General 
Nursing Council full discretion to deal with expenditure in the 
building up of training schools to the required standard. 

Mr. W.alter Ellictt said the grading up of hospitals and the 
standards of teaching institutions had been points around which 
arguments bad gone on for years, particularly in regard to the 
grading up of local government institutions to the point of 
becoming teaching institutions. An institution an-xious to 
reach the standard might believe it could do so, but the 
General Nursing Council might think it could noL In those 
circumstances a promising development might be stultified. 
There were many cases where advocates for a hospital becom- 
ing a training school had great difficulty in persuading the 
powers that be that the hospital was fit to be recognized for 
training. 

Mr. Hastings received an assurance from Mr.- Blenkinsop 
that if a regional hospital board decided to build a 2(X)-bed 
hospital and to have a nurse-training school requiring a certain 
amount of building and equipment, the regional hospital board 
could apply for finances for this purpose. Mr. Dla.mo.nd then 
withdrew his amendmenL 

Mr. Howard moved an amendment to make it clear that the 
Minister should not specify what type of equipment or activity 
was desirable for the purpose of training nurses. He said it 
was for the professional body to specify and for' the Minister 
to approve. Mr. Llnstead seconded this amendment, 

Mr. BLE.NKJNSOP suggested that the amendment would give 
to the General Nursing Council a responsibility for splitting 
up general expenditure which should not be the responsibility 
of that Council and must be the responsibility of the Minister. 
The amendment was negatived, and small amendments were 
accepted on Clauses 5, 6, and 7. 

On Clause 8 Mr. Blenkinsop moved an amendment 
authorizing the nomination to the finance committee by the 
Minister of not more than two persons other than members 
of the Council, after consultation with the Council. He said 
the Government felt that such appointments would be valuable 
to both sides. The House accepted the amendmenL 

Mr. Blenkin.sop further moved as an amendment to the First 
Schedule that some of the first members appointed to the 
Council should hold office for a term of three years. . He said 7 
this would provide more overlapping of the periods of office of 
the diflerent members of the Council. Minor amendments were 
made in the Second Schedule and the report stage ended. 

Third Reading 

The third reading followed immediately. .Mr. Ble.vki.nsop 
said the House was anxious to give every encouragement to' 
the General Nursing Coi ncil becau.se of the value to the Health 
Service which would come from the further improvements in 
nurse training vshich the Bill would effect. 
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Sir Hugh Lucas-Tooth said the Opposition had apprehen- 
sions that difficulties would arise in the working of the Bill. 
He feared the Government had over-simplified the position, 
perhaps because they had in mind what had been done in the 
training of doctors. Ministers were disposed to think that it 
would be possible to set up some kindred organization which 
would work as easily and as quickly. The organization con- 
nected with the medical schools had grown up over a very long 
time and it would be difficult to introduce a similar organiza- 
tion quickly for training nurses. He feared there would be a 
number of errors before the country secured a satisfactory 
system. 

Colonel Lipton said both teaching hospitals and municipal 
hospitals, as they used to be called, would gain from the co-^ 
ordination that was likely to be brought about by the Bill. He 
welcomed the assurance given earlier by Mr. Blenkinsop that 
the General Nursing Council was not likely to make demands 
upon the teaching hospitals which would diminish their high 
standards. He hoped that neither regional boards nor hospital 
governors would deter any ward sister or any others in the 
lower ranks of the nursing profession from endeavouring to get 
elected to the General Nursing Council. 

The Bill was then read a third time without a division. 


National Federation of Hospital Officers 

Sir John Mellor on October 25 drew attention to the refusal 
of the Minister of Health to negotiate with the National Federa- 
tion of Hospital Officers. He said the Federation had been 
formed and registered as a trade union in 1948. Its constitu- 
tion prescribed that only administrative, clerical, professional, 
and technical workers in hospital should be eligible for 
membership and that its activities were to be limited to the 
interests of hospitals services and hospitals officers. It further 
provided that these activities should be strictly non-political. 

present in the administrative and clerical field the Federation 
had approximately 3,500 members out of its total membership 
of about 6,500. In July, 1948, the Federation wrote to- the 
secretary of the staff side of the administrative and clerical 
functional council under the Whitley scheme in the National 
Health Service applying for seats on the functional council. 
That application was not approved. 

The Federation then appealed to the Minister and asked him 
10 grant it the right to negotiate directly with him if it 
was not given seats on the functional council. The Minister’s 
attitude was that the composition of the staff side was a matter 
for the staff side itself. Later the Minister wrote that he would 
not be warranted in entering into separate discussions with 
the Federation on matters vvithin the scope of the Whitley 
Council. The Minister had in fact created a closed shop with 
, no mandate from anyone in the Service except the memfiers of 
■ certain bodies which he had invited to form a staff side. Sir 
John said the National Federation had a larger membership 
than any other body which had a seat on the Whitley Council. 
There were about 40,000 hospital officers in the. administrative 
and clerical categories, and the bodies which had been estab- 
lished on the staff side re jiresented, only about 8,000 out of 
this number. 

Jevan not to accede to the request 
erwhelming majority of the hospital 
Is of existing trade unions. These 
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Sir John Mellor said these men were not opposed to trade 
unionism but were opposed to political trade unionism, and 
the constitution of the Federation reflected that opposition. 

Mr. Haydn Davies said Sir John Mellor had not rendered a 
service to the hospital administration by raising this matter. 
His endeavour was to make things more difficult for those who 
had to administer the teaching hospitals. It was sheer snobbeiy 
for persons to say that they could not be represented on the 
staff side of the Whitley Council through their trade union. 
Before the mushroom growth of the Federation there had been 
appropriate trade unions which could have taken in all the 
professional men. 

Dr. H. B. Morgan said that the union of which he. as a 
medical man was a member, the Confederation of Health 
Service Employees, had more officers as members than had 
the Federation. The Federation had been formed from a source 
which had had opportunities in previous years to get representa- 
tion on bodies connected with hospital matters and had sud- 
denly realized after the passing of the National Health Service 
Act that the voluntary hospitals were part of the national 
health system. The Federation was a new union of doubtful 
strength. He doubted whether it would last long. . Many trade 
unions still had no representation. Some were too small and 
some were not sectionalized enough. The health section of 
the Transport and General Workers Union was definiteh 
sectionalized and discussed only its own problems. The 
Federation should wait its turn and ask for representation 
when the Act had consolidated itself. He thought that Sit 
John Mellor did not know the difficulties which had been 
encountered in consolidating the status of doctors and of nurses 
in the Service and of adjusting one side to another. Those 
behind the scenes were doing their best to get a smooth passage 
for the Act, which would take at least five years to come to 
full fruition. 

Mr. Blenkinsop, replying to the debate, regretted that this 
discussion would make the position on the Whitley Council 
more difficult. If it were to be suggested that the Minister a- 
employer should have a right to settle the form of staff side 
representation, that would have a most disastrous effect on the 
health services. It would be difficult for the Whitley machiner) 
to work smoothly if separate negotiations were going on with 
another body. The Ministry had not closed the door to future 
direct negotiations should it be satisfied that by denying them 
a large proportion of the workers in this field would be ruled 
out of representation. The Ministry did not feel that a member- 
ship of 3.000 out of some 22,000 workers was sufficient to 
warrant its interference with the Whitley Council and the danger 
of breaking the Whitley Council arrangements by opening- direct 
negotiations. He accepted that membership of the Federation 
was growing and said that the Ministry would have to review 
the matter later. Before the Ministry opened negotiations it 
must also be satisfied that the Federation was becoming estab- 
lished as a permanent body. It had only been in existence foi 
a short time. 


Second Opinions by R.M.O.S 

Mr. Douglas Houghton on November i asked the Minister 
of National Insurance what decisions were reached by regional 
medical officers in the 202,188 cases referred to them for a 
second medical opinion in the twelve months ended September 
30, 1949. and in the 75,189 referred to them in the previous 
twelve months. 

Mr. James' GR tFFirHS, in reply, circulated the following table 
with the particulars asked for expressed as. percentages: 


Year ended 
September 
30, 1949 

Accepted as incapable without e-xamination 
after consultation with claimant’s doctor, 
or found incapable of work on examina- 
tion . . 48 

Incapable of normal occupation but hot 
incapable of alternative work . . . . 4 

Not incapable of work ' . . . . . . 16 ^ 

Failed to attend examination or submitted 
, evidence of recovery before examination 32 


Cases submitted to Regional 
Medical Officer . 


Year ended 
September 
30. 194S 


41 

5 

13 

4t 
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Mr. Griffiths added that the reports of regional medical 
officers did not constitute decisions on claims for benefit but 
were evidence which, along with the cenificates rendered by 
the claimant’s own doctor, would be taken into account by the 
statutory authorities in determining the claim. 


No Names 

Colonel Al.sn Dower on November 1 asked the Chancellor 
of the Exchequer to make known the names of the members of 
the Exchange Control Medical Advisory Committee who 
decided whether to approve or disapprove applications for 
urgent medical treatment abroad. 

Mr. GLENvn, Hall replied that this could not be done. Sir 
Stafford Cripps had already said it would not be advisable to 
disclose the names of the members of the committee. 


Morphine for Mountaineers , 

Mr. Ede, replying on November 3 to Squadron Leader. 
Flemino, said that, in consultation with the Minister of Health, 
he was considering whether it would he possible to make 
arrangements, subject to suitable safeguards, for the admini- 
stration of morphine to injured climbers. He could not approve 
the arrangements which 'the Manchester surgeon, Mr. Wilson 
Hey (Journal. November 5, p. 1056), had operated since 1934 
for mountain rescue squads to carry ampoules of morphine for 
the speedy treatment of injured climbers. He said he could not 
wink at defiance of the law for 15 years, but if Mr. Wilson 
Hey submitted another plan for the carrying of this drug he 
would consider it 


Size of N.H.S. Lists 

Mr. PL.vrrs-MiiLS asked on November 3 for a list showing 
the numbers of general practitioners with 2,500, 3,000, 3,500, 
4,000, and over 4.000 patients registered with them under the 
National Health scheme. 

Mr. Bevan said general statistics were not readily available, 
but inquiries had been made in a number of areas. Analysis 
of the information supplied by six areas, not necessarily typical 
of the whole country, showed that the following numbers and 
percentages of doctors on the medical lists of those areas fell 
into the different categories referred to by Mr. Platts Mills. In 
compiling the statistics doctors engaged in partnership had been 
assumed each to be responsible for the average of the number 
of persons on each partner’s list Doctors employing assistants 
had had their lists notionally reduced by 2,400 for each assistant. 
The number of doctors practising under the National Health 
Service in the six areas concerned was 2,429. 


Size of List 


Number of Doctors 


Percentage of Total 
Number of Doctors 


2.501 to 3.000 . . 
3,001 to 3.500 . . 

3.501 to 4.000 .. 
O'er 4,000 


323 

277 

234 

160 


13-3% 

11 - 4 % 

9-6% 

66 % 


Mr. Bevan added that as there was some element of inflation 
in executive council’s registers, the figures in columns 2 and 3 
might be higher than was actually the case. Executive councils 
were asked in November. 1948, to request doctors with lists in 
excess of 4.000 not to accept additional persons for inclusion 
in their lists, except relatives of persons already on their lists 
living in the same house, until their lists had been brought 
within the permitted limit. Executive councils generally acted 
on this request. Some had gone further and used their discre- 
tion to require doctors to take further steps to see that their 
lists were brought within the limiL 

Convalescence and Holidays 

.Mr. Pustts-Mills pointed out on November 10 that when 
a child was sent away for convalescence by a hospital the cost 
was borne by the regional hospital hoard and there was no 
charce to the parents. But if the child was sent away by the 


local health authority for a recuperative holiday a standard 
charge was levied on the parents. 

Mr. Bevan replied that convalescence proper was part of the 
hospital service and was free. Facilities for holidays were one 
of the “extras” which local authorities could provide as a 
form of aftercare and for which they could make reasonable 
charges. He saw no reason to alter this. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 
In Congregaiion on October 29 the following medical degrees M*erc 
conferred : 

M.D. — F. W. Watkyn-Thomas (by proxy), H. Harris, B. G. 
Parsons-Smith, W. S. Haynes, R. V. Stone, C. C. Br>son, M. S. M. 
Palmer. 

UNIVERSITY OF BIRMINGHAM 
Professor George Haswell Wilson, M.D., resigned from the Chair 
of Pathology on September 30. He was elected Professor of 
Pathology in the Um'versity in 1922. 

Professor S. Zuckerman, M.D., F.R.S., Director of the Department 
of Anatomy, has been appointed a member of the Agricultural 
Research Council. 

Professor W. Melville Amott, M.D., F.R.C.P.Ed., and Professor 
Zuckerman have been appointed to the University Research Com- 
mittee as representatives of the Faculty of Medicine for the Session 
1949-50. 

Walter Thomas Smith, M.B., Ch.B., has been appointed Lecturer 
in Pathology and G. Cumming, BSc., Research Fellow in Medicine 
from October 1 ; and R. H. Cawley, B.Sc., Research Fellow in 
Medical Statistics from August 1. 

Degree Day, 1950, will be held on Saturday, July 1, when there 
will be Congregations in the morning and in the afternoon. 

The University Medical OfScer’s Department will in future be 
known as the University Health Semce. 

ROYAL COLLEGE OF PHYSICIANS OF IRELAND 
The follov.*ing were admitted to the Membership of the College on 
November 4: W. G. Keane, D. J. O’CalJaghan, I. B. Patwari, 
O. P. D. Ryan. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 
The follo'sving lectures wll be deli'crcd at the College (Lincoln’s 
Inn Fields, London, W.C.)t Tuesday, November 22, 3.45 p.m.. 
Imperial Cancer Research Fund Lecture by Dr. James Craigie, “A 
•QuaniUaiive Approach to the Study of Transplantable Tumours*': 
Thursday, No ember 24, 5 p.m., Thomas Vicary Lecture by Sir 
Henry Wade, “The Barber Surgeons of Edinburgh”; Tuesday. 
November 29, 3.45 pan.. Imperial Cancer Research Fund Leaure by 
Dr. C. H. Andrewes, F.R.S., “The Virus Theory of Cancer in the 
Light of Recent Work Thursday, December 1, 5 p.m.. Otolaryngo- 
logy Lecture by Professor Geoffrey Jefferson, F.R.S.; “ Intracranial 
Abscess”; Thursday, December 8, 3.45 p.m., Amott Demonstration 
by Mr. R. J. Last, “The Knee Joint Tuesday, December 20, 3.45 
p.m., Amott Demonstration by Mr. I^t, “The Laotut.” 

The lectures are open to those attending courses at the College and 
to ail other medical practitioners, dental stirgeons, and advanced 
students. 

At a meeting of the Coundl of the College held on November 10, 
with Sir Cecil Wakeley, President, in the chair. Professor G. Grey 
Turner was rc-clectcd as the representative of the College on the 
Council of King’s College. Newcastle-upon-Tyne. 

Diplomas of Membership were granted to the 173 successful 
candidates for the licence of the Rojal College of Phj-sirians of 
London (Journal^ November 12, p. 1122). 

Diplomas in Tropical Medicine and Hygiene ucrc granted jointly 
with the Royal College of Physicians of London to T. H. Work and 
in Ophthalmic Medicine and Surgery to J. H. Owen-Flood. 

Su W'oolos Hospital, Newport* Mon., was recognized in respect 
of the si.x months’ resident surgical appointment required of 
candidates for the Final Fellowship examination. - 

. ROYAL FACULTY OF PHYSICTANS AND SURGEONS OF 
GLASGOW 

In connexion with the 350th anniversary of the foundation of the 
Faculty Mr. Archibald L, Goodall, Honorary Librarian, wll deliver 
the Finlayson Memorial Lecture eniit’ed “The Rojal Faculty of 
Physicians and Surgeons ’ in the Hail of the Faculty. 242, St. Vincent 
Street, Glasgow, on Wednesday, November 23, at 5 pan. The leaure 
ts open to the public. , 
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INFECTIOUS DISEASES AND VITAL STATISTICS EPIDEMIOLOGICAL NOTES 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended October 29. [No. 43 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county), (c) The 16 principal towns in Scotland. 
(d)The 13 principal towns in Eire. (e)The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


1949 



(a) 

(b) 

(c) 

(d) 

(e) 

(a) 

(b) 

(0 

(d) 

(e) 

Cerebrospinal fever 

26 

2 

7 

_ 

2 

22 

2 

18 

1 


Deaths 


1 

— 








Diphtheria 

101 

11 

33 

4 

4 

129 

24 

53 

7 

1 

Deaths 

— 

— 

— 

— 

— 

2 

— 




Dysentery 

139 

13 

55 

— M 

. 

68 

7 

-63 

1 

3 

Deaths 




— 

— 






Encephalitis lethargic^, 











acute 

1 




1 

2 


I 



Deaths 


— 





— 




Erysipelas 



15 

11 

5 



44 

8 

4 

Deaths 


— 





— 




Infective enteritis or 











diarrhoea under 2 
years 




55 




' 

61 


Deaths 

31 

— 

7 

6 

— 

32 

1 

9 

4 

— 

Measles* 

995 

63 

27 

129 

45 

6,211 

119 

47 

127 

65 

Deaths! 



— 

— 

— 



— 


Ophthalmia neonatorum 
Deaths 

39 

4 

7 

— 

— 

45 

5 

12 

1 

— 

Paratyphoid fever 

14 

1 

1(B) 

2(B) 


7 

2 


1(B) 

- , 

Deaths 

— 

— 

— 

— 

— 

— 

— 

Pneumoaia, ioflueazal . . 

303 

18 


4 

4 

418 

22 

4 

3 

1 

Deaths (from influ- 









enzalt 

11 

2 

3 

— 

— 

11 

1 

1 

— 

I 

Pneumonia, primaiy . . 



133 

10 




153 

19 


Deaths 

136 

15 


7 

7 

155 

19 


4 

11 

Polio-encephalitis, acute 

20 

2 




4 

1 




Deaths 











Poliomyelitis, acute 

347 

53 

5 

5 

4 

66 

9 

3 

3 

1 

Deaths§ 

21 

2 




• 4 

— 




Puerperal fever . . 


_ 

6 





9 


__ 

Deaths 











Puerperal pyrexiall 

72 

4 

6 

. 


107 

10 

6 


-- 

Deaths 


— 









Relapsing fever 

Deaths 

— 

— 




— 

— 



— 

Scarlet fever 

1,972 

169 

224 

99 

159 

1,374 

82 

320 

169 

49 

Deaths! 


— 

— 

— 

_ 



— 


Smallpox 

— 



— 

__ 



■ 



Deaths 




— 

— 




— 

— 

Typhoid fever . . 

Deaths 

7 

— 

— 

2 

— 

10 

2 

— 

1 

1 

— 

Typhus fever . , 








_ 


, 

Deaths 




— 

— 




— 

— 

Whooping-cough* 

Deaths 

749 

2 


45 

50 

39 

2,060 

2 

127 

75 

66 

16 

Deaths (0-1 year) 

233 

30 

38 

23 

6 

259 

30 

43 

13 

13 

Deaths (excluding still- 











births) 

Annual death rate (per 

4,466 

710 

577 

157 

118 

4,491 

723 

547 

166 

118 

1,000 persons living) 



11-6 

9-7 




11-0 

10-4 


Live births 

6,699 

1051 

820 

376 

177 

7,419 

1184 

870 

406 

226 

Annual rate per 1,000 









persons living 



16-4 

23-3 




17-6 

25-4 


Stillbirths 

150 

20 

29 



176 

27 

36 



Rato per 1,000 total 










» births (including 

Stillborn) . . 



34 





40 




1948 (Corresponding Week) 


• McXles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

X Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

5 The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), arc combinecL 

[i Includes puerperal fever for England and Wales and Eire. 


Poliomyelitis 

. Notifications in England and Wales in the week ended 
November 5 were: poliomyelitis 318 (347), polio-encephalitis 
12 (20). Figures for the previous week are shown in parentheses. 

Multiple cases were reported in the following counties: 
London 50 (55), Bedford 6 (2), Berks 7 (3), Buckingham 2 (4). 
Chester 16 (10), Derby 3 (2), Devon 3 (3), Dorset 7 (3), Durham 

3 (2), Essex 24 (26), Gloucester 6 (9), Hereford 4-(2), Hertford 

4 (9), Huntingdon 5 (0), Kent 15 (16), Lancaster 26 (32). 
Leicester 12 (3), Lincoln, Lindsey 5 (13), Middlesex 14 (17). 
Norfolk 7 (5), Northampton 4 (1), Northumberland 4 (2), 
Nottingham 9 (8). Oxford 2 (2), Salop 2 (0), Somerset 2 (11). 
Southampton 9 (13), Stafford 7 (3), East Suffolk 2 (2), Surre> 

6 (14), East Sussex 5 (9), Warwick 7 (8), Westmorland 3 (ij. 

■ Wiltshire 2 (1), North Yorks 2 (2), West Yorks 36 (50) 
Glamorgan 4 (7). 

Smallpox 

In Liverpool a male laboratory assistant aged 16, who handled 
glassware contaminated with smallpox virus modified by egp 
passage, has developed smallpox. The onset of his illness was- 
on October 24, the rash appearing on October 27. Primar) 
vaccination had been performed on October 17, soon after hr 
started work in the laboratory. The diagnosis has been con- . 
firmed by the isolation of smallpox virus from the pustules ; 
the rash is discrete and modified. The patient was isolated or 
October 29, and contacts have been vaccinated and placed 
under surveillance. 

On November 10 the patient’s younger brother, aged 15. 
living at the same address in Liverpool and unvaccinated ai 
the time of contact, was put under observation with symptoms 
of early smallpox. His illness is relatively mild. 

There is a possibility that the original case may have infected 
others during the pre-eruptive stage, but all contacts are believed 
to be under close surveillance, and spread to the general publii 
is not expected. 

Typhoid Fever in Salford 

There has been a considerable outbreak of typhoid fever ir 
the Salford district. Preliminary inquiries disclosed that all tht 
early cases had taken a meal at the Masonic Hall, Salford, on 
October 6. Subsequently other cases were found to have had 
meals at the same place on other dates, and it became appareni 
that a continuing source of infection had been present. It i' 
thought that some 3,000 persons are at risk. 

Up to the present the total of confirmed and suspected cast' 
is 34. The organism is of Vi-phage type El. Inquiries arc 
being made among the food-handlers at the restaurant. Three 
are at present under suspicion, and one is excreting organisrai 
of Vi-phage type El and is probably a chronic carrier. AH 
food-handlers at the restaurant have been taken off dut> 
temporarily. 

Discussion of Table 

Tn England and Wales there were . decreases in the notifica 
tions of whooping-cough 85, measles 57, and acute poliorayelifc 
38. The only increase of any size was in the incidence ol 
scarlet fever 63. 

Small variations were noted in the incidence of scarlet fever. 

' the largest being an increase of 31 in Lancashire. "For the 
fifth successive week there was a rise in the notifications of 
diphtheria ; the chief feature of the returns was an increase 
of 7 in Lancashire. s 

The fall in the notifications of measles was due to the experi- 
ence of the Midlands ; in the south and north the incidence, 
increased. In the combined area of London, south-eastern, and 
south-western counties a rise of 81 was recorded, and in the 
. north-western and northern counties there was a rise of 70 
The largest local changes in the notifications of measles were 
decreases in the Isle of Ely 55 and in Warwickshire 37, with 
rises in Norfolk 52 and Lancashire 35. 

A further 89 cases of dysentery were notified in the Lanca- 
shire outbreaks: Liverpool C.B. 29, Wigan C.B. 16’, Ince in 
Makerfield U.D. 15, and Hindley U.D. 11. The largest returns 
for food-poisoning were from Yorkshire West Riding, Sheffield 
C.B. with 37 notifications, and from Warwickshire, Rugby 
M.B.- 24. 
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In Scotland there were small decreases in the notifications of 
most infectious diseases ; the largest fall was scarlet fever 27. 
The largest returns for dysentery were Glasgow 37 and 
Dundee 12. 

In Eire decreases were reported in the incidence of diarrhoea 
and enteritis 39 and scarlet fever 36. The e.-rperience of Dublin 
C.B. mainly contributed to these falls. Notifications of measles 
in Waterford C.B. increased by 57, while a fall was recorded in 
ihe remainder of the country. 

In Northern Ireland there were only small fluctuations in the 
notifications of infectious diseases. A decrease of 12 in the 
aotifications of measles was recorded in Belfast C.B., while an 
increase of 13 was reported from County Down. 

Week Ending November 5 

Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,048, whooping-cough 
i98, diphtheria 86, measles 1,082, acute pneumonia 419. cerebro- 
ipinal fever 18, acute poliomyelitis 318, acute polio-encephalitis 
l2, dysentery 83, paratyphoid fever 7, typhoid fever II, food- 
aoisoning 94. 


Medical News 


rhe Vicary Lecture 

Sir Henry Wade. C.M.G., D.S.O., F.R.C.S.Ed., will deliver 
he Thomas Vicary Lecture before the Royal College of Sur- 
geons of England (Lincoln’s Inn Fields, London, W.C.) on 
fhursday, November 24, at 5 p m His subject is “The Barber 
Surgeons of Edinburgh.” 

Visits to Canada 

It is hoped that any medical men and women who intend to 
/isit Canada will inform the Secretary of the B..\1.A. so that 
nformation of such visits may be forwarded to the Canadian 
Medical Association which is anxious to be of help to doctors 
•’rom the United Kingdom visiting Canada. 

Interpreters for the Deaf 

The Secretary of State for Scotland has asked local authori- 
ties to provide, if possible, the services of a qualified interpreter 
for the deaf when a deaf or a deaf and dumb person is being 
medically examined for certification as mentally deficient. This 
itep has been taken as a result of representations made by the 
Scottish Association for the Deaf. 

Christmas Seals 

The National Association for the Prevention of Tuberculosis 
igain offers Christmas seals and cards for sale. The profits 
help to pay for the association’s valuable work in educating the 
public in the prevention of the disease and for the welfare of 
he tuberculous. The seals have been given by the Canadian 
Tuberculosis Association and cost 4s. a hundred. The cards are 
id. each, including envelope. Both can be obtained from the 
Duchess of Portland, chairman of the N.A.P.T., Tavistock 
touse North, Tavistock Square, London, W.C.l, or in Scot- 
land from the N.A.P.T. (Scottish Branch), 65, Castle Street, 
Edinburgh, 2. 

World Research in Alcoholism 

The Department of Public Welfare of the State of Illinois 
aublishes monthly an annotated bibliography entitled World 
Research in Alcoholism. This contains abstracts of papers and 
books on all aspects of the subject of alcoholism and descrip- 
tions of the arrangements made by various States to treat and 
rehabilitate alcoholics. Those wishing to receive copies of 
World Research in Alcoholism should write to the editor. 
Illinois Department of Public Welfare. Division of the Alienist, 
912, South Wood Street, Chicago, 12, Illinois. 


British Plastic Surgeon in Turkey 

Professor T. Pomfret Kilner, Nuffield Professor of Plastic 
Surgery in the University of O.xford, left London by. air on 
November 13 for a lecture tour in Turkey orgam’zed by the 
British Council in conjunction with the Turkish Ministry of 
Health. He will speak in the Universities of .Ankara and 
Istanbul and at hospitals in Ankara and Izmir. 

Scholarships for Nurses 

The British Commonwealth and Empire Nurses War 
.Memorial Fund will award the following scholarships in 
1950; United Kingdom . — Royal College of Physicians Scholar- 
ship, Sir James Knott Scholarship (limited to a nurse or mid- 
wife from Northumberland or Durham), Robert Wood Johnson 
Scholarship (limited to an English nurse training in child wel- 
fare. Countries visited, preferably Canada or Australia) 
Dominions. — Pakistan: Gilchrist Scholarship. Canada; 
Thomas Wall Scholarship. Ceylon: Mountbatten Scholar- 
ship. Colonies. — Malaya; Mountbatten Scholarship. Hong 
Kong: Royal College of Physicians Scholarship (candidates 
must be colonial nurses). These scholarships will be tenable 
in a country other than that in which the candidate is domi- 
ciled. Nurses and midwives in the U.K. can obtain particulars 
of the qualifications required from the scholarships secretary 
of the fund at Dorset House, Stanford Street, London, S.E.1 
The entrance form must be completed before January 31, 1950. 
Selected candidates will then be required to write an essay on 
■■ What contribution has nursing made, and can nursing make, 
to the life of your country ? ” On the results of this essay a 
short list will be interviewed for final choice. Candidates from 
the Dominions and Colonies will be selected by the appropriate 
authorities there. 

Scientific Films 

A film on “Tracing the Spread of Infection: Pemphigus 
Neonatorum,” made for the Ministry of Health by the Central 
Office of Information, was shown at the C.O.L on November 11. 
Intended mainly for teaching pupil midwives, it illustrates how 
the infection may spread from any of the contacts of the infant, 
and the laboratory methods used in tran’ng it. The photo- 
graphy and commentary are clear, though in view of the 
purpose of the film it is questionable whether it should have 
included such detailed illustration of the laboratory work 
required in carrying out the coagulase test and phage-typing. 
It was made with the advice of the Medical Research Council 
Cross-Infection in Hospital Wards Subcommittee and the 
Central Midwives Board. Copies of the film (35 mm. and 
16 mm.) may be borrowed after November 30 from the Centra! 
Film Library, Imperial Institute, London, S.W.7, by those with 
their own sound projectors. It will also be available on C.O.I 
mobile units, for which application should be made to the 
appropriate regional film officer. His address can be obtained 
from the C.O.L at Norgeby House, 83, Baker Street, London. 
W.l. In either case its use is free of charge. 

The London Optical Practitioners Branch of the Association 
of Scientific Workers showed some scientific films at Friends 
House, London, on November 10. one of particular interest 
being a Russian film, with a commentary by Professor J. B. S. 
Haldane, F.R-S., on blood transfusion experiments in animals. 
It showed an isolated dog’s head supplied with oxygenated 
blood from a spedal pump. The head responded to a number 
of external stimuli ; the eyes reacted to light by blinking, and in 
response to noises the head pricked up its ears. Sometimes the 
tongue licked round the lips. The film then showed blood 
being completely drained from an anaesthetized dog, and after 
ten minutes the blood was pumped back. In due course the dog 
revived, the pump was detached, and the wound stitched up. 
On recovery from the anaesthetic the dog seemed none the 
worse. 

^Association of Industrial Medical Officers 

Dr. L. G. Norman, Chief Medical Officer of the London 
Transpon Executive, has been elected President of the 
Association of Industrial Medical Officers. 



. 1188 Nov. 19, 1949 


.MEDICAL NEWS 


BRtnsH 

NfEDlCAL Jouiuui. 


COMING EVEISTS 

Birmingham Consultants’ Meeting 

A meeting of the Regional Consultants ' and Specialists 
Committee will be held at the Queen Elizabeth Hospital, 
Birmingham, on November 23, at 5.15 p.m. Subjects to be 
discussed include reconstitution of the committee and election 
of representatives. 

Cantor Lectures 

Mr. D. W. Kent-Jones, Ph.D., will deliver three Cantor 
Lectures before the Royal Society of Arts (John Adam Street, 
Adeiphi, London, VV.C.) on Mondays, November 21 and 28 
and December 5, at 6 p.m. His subject is “ Bread.” 

Contraceptive Technique 

A lecture and demonstration (on living models') of contra- 
ceptive technique will be given by Dr. Marie C. Slopes and Dr.' 
M. Beddow Bayly at the Mothers’ Clinic, 108, Whitfield Street, 
London, W., on Thursday, December 1, at 2.30 p.m. Tickets 
of admission must be obtained in 'advance. 

SOCIETIES AND LECTURES 

Friday ' 

British Institute of Radiology. — At 32. Welbeck Street, London, 
W., November 18, 5 p.m., meeting of medical members. 

Monday 

Hunterian Society. — At Society of Apothecaries of London, Black- 
friars Lane, Queen Victoria Street, E.C., November 21. 8.30 p.m., 
discussion, “ That Alcohol has Contributed More to the Happiness 
than to the Misery oj Mankind." proposed by Dr John Y. Dent 
and Dr. Desmond Curran and opposed by Dr. Henry Yellowlees 
and Mr. Archibald Crawford, K.C. 

London University. — At London School of Hygiene and Tropical 
Medicine, Keppel Street, Gower Street, W.C.. November 21, 

6 p.m., *' The Contribution oi Surgery to Preventive'' M edictne," 
Heath Clark Lecture by Sir James Learmonih. 

Royal Society of Arts, John Adam Sireet, Adeinhi, London, W.C. 
— November 21, 6 p.m., "Bread," Cantor Lecture by Mr. D. W. 
Kent-Jones, Ph.D, 

University College, Gower' Street, London, W.C. — Novfimber 21, 
4.45 p.m., “ Bacterial Toxins,” by Dr W. E. Van Heyningen. 

Tuesday 

Edinburgh Postgraduate Board for Medici^. — At University 
New Buildings (Anatomy Lecture Theatre), Edinburgh, November 
22. 5 p.m., " Pancreatitis," by Dr, Thomas C Hunt 
Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — November 22, 5 p.m., " Histopaihology of the 
Skin." by Dr, I. Muende. ' 

Institute of Obstetrics and Gynaecology. — At Postgraduate ' 
Medical School of London, Ducane Road, W., November 22, 

3 p.m., “ Radiotherapv in N on-malignant Uterine Haemorrhage," 
by Dr. Mary D Gilmour. 

London University. — At London School of Hygiene and Tropical 
Medicine, Keppel Sireet, Gower Stieet, W C.. November 22, 

6 p.m., “ The Contribution of Surgery to Preventive Medicine," 
Heath Clarke Lecture by Sir James Learmonih. 

Royal College of Physicians of London, Pall Mall East, London, 
S.W. — November 22. 5 p.m., " Development and Behaviour in 
Childhood." Charles West Lecture by Dr. N. B. Capon. 

Royal College op Surgeons of England, Lincoln’s Inn Fields, 
London, W.C. — November 22, 3.4*' p.m.. " A Quantitative 

Approach to the Study of Transplantable Tumours," Imperial 
Cancer Research Fund Lecture by Dr. James Craigie. 

■Wednesday 

Institute of Physics; London and Home Counties Branch. — At 
Royal Instituiion, 21, Albemarle Street, London, W., November 23, 

5 pm., "Physics of^ Atmospheric Pollution." by Dr, A. R. 
Meetham. Joint meeting with Royal Meteorological Society. 

iNSTiruFE of Psychiatry (University of I.ondo.n), Maudsley 
Hospiial, Denmark Hill, London S.E. — November 23, 4.30 p.m., 
lecture-demonslr.Ttion for posigraduales by Dr E. Stengel. 

London University. — At London School of Hygiene and Tropical 
Medicine, Keppel Street, Gower Street. W.C., November 23, 

6 pm, "The Contribution of Siirgerv to Preventive Medicine," 
Heath Clark Lecture by Sir James Learmonih. 

Royal Faculty of Physicians and Surgeons of Glasgow, 242, 
St. Vincent Street, Glasgow. — November 23. 5 p.m., " The Royal 
Faculty of Phvsicians and Surgeons." Finlayson Memorial Lecture 
by Mr. Archibald L. Goodall, 

Royal Institute of Public Health and Hygiene, 28, Portland 
Place. London, W. — November 23, 3.30 p.m., " Mechanization 
in its Relation to the Public Health." by Dr, W, Blood. 

Social Psychotherapy Centre. 7, Fellows Road. London, N.W. — 
November 23, 5 p.m., “ E.C.T. and Short Methods in Relation 
to Psychotherapy," by Dr. A. Joyce Martin. 


Society of Chemical Indu.stry: Food Group. — At Medical Society 
of London. -II, Chandos Street, Cavendi.sh Square. London, W„ 
November 23, 6.15 p.m., meeting of Microbiological Panel, 
" Recent IVork on the Bacteriology of Pasteurization,” by Messrs. 
E. B. Anderson and L. J. Meanwell. 

Thursday 

Bristol University. — At Canynge Hall, Bristol, November 24. 

5.15 p.m., ’■ Disorders of Speech," by Dr. Macdonald (Triichley. 
Edinburgh Clinical Club.— At B.M.A. Rooms, 7. Drumsheu^ 
Gardens, Edinburgn November 24, 8 p.m., " Emergencies in 
Cardiac Practice." by Dr 1. G. W. Hill. 

Honyman Gillespie Lecture. — At .Anatomy Theatre, University 
New Buildings. Tevioi Place, Edinburgh, November 24, 5 p.m.. 
“ Pleurisy.” by Di. James Laurie. 

King’s College of Household and Social Science, Campden Hill 
A Road. London. W — November 24 5.30 , p.m., " Food and 

Mankind." by Professor John Yudkin. 

London University. — At London School of Hygiene and Tropical 
Medicine, Keppel Sireet, Gower Street, W.C., November 24. 
6 p m., ” The Contribution of Surgerv to Preventive Medicine." 
Heath Clark Lecture by Sir James Learmonih. 

Medico-Legal Society. — At 26, Portland Place, London, W., 
November 24. 8.15 p.m., “ Psychiatry and the Defence." by Di 
W. L. Neusiatter 

Royal College of Surgeons of England. Lincoln’s Inn’ Fields 
London. W.C. — November 24 5 p m,, '■ The Barber Surgeons O' 
Edinburgh." Thomas Vicary Lecture by Sir Henry Wade. 

St. George's Hospital Medical School. Hyde Park Comet. 
London, S W. — November 24, 4.30 p.m.. lecture-demonstration- 
" Psychiatry." by Dr D. Curran. 

Torouay and District Medical Society. — At Torbay Hospital. 
November 24, 8.30 p.m., " Headache," by Dr. Anthony Felling 

Friday 

Kent and Cantfrbury Hospital, Canterbury. — November 25 
5 p.m., clinical meeting. 

Maida Vale Hospital for Nervous Diseases Medical Schooi, 
Maida Vale. London. W — November 25, 5 p.m., clinical demon- 
straiion by Dr. P. H. Sandifer. 

Medical Society for the Study op Venereal Dise.ases, 11. 
Chandos Street. London, W. — November 25. 8 p.m.. general 
meeting. " The Ocular Aspects of the Venereal Diseases," by 
Professor A. Sorsby. 

Royal Medical Socifty, 7. Melbourne Place, Edinburgh.— Novem- 
ber 25. 8 p.m., “ The Aetiology of Neoplasia." by Mr. A. H 
Duncan. 

University College. Gower Street, London, W.C. — November 25. 
5.15 p.m.. “Transmission of Excitation in Nerve and Muscle," 
by Dr. Bernhard Katz. 

APPOINTMENTS 

Hospital for Sick Children. Great Ormond Street, London. W.C. — House- 
physirifui (Junior Registrar grade). J. A, Daries. M.B., B.S. House-surgeon 
(Junior Registrar grade). A J. Alldred, M.B., Ch B Resident Anaesthetic Registrar 
(Ri'glstrar Crude). F.litaheih P Champion, M.B.. B S Juntoe Resident Anaesthetic 
Registrars Maroaret E. Browne. M B.. Ch.B.. Phyllis M. de Saram. M.B.. B.S. 
Part-time Orihopaedir. Registrar (Senior Grade). G R Parry, M.B.. B.S Registry 
to Ear. Hose, and Throat Department (Senior Registrar Grade), B. H. Pickhard, 
M.B. B S.. P.L.O. 

Kalra. aiam P., M.B.. B.S., D.P.H., D.C.H., Medical Officer of Health to 
Braintree. Wilham, and Dunmow, and Assistant County Atedical Officer ol 
Health, Essex. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS . 

Bmelo’n. — On Nnyrmher 7. 1949. at Snuihmead Hospital. Bristol, to Nancj 
(nei Baldwin). M B Ch B.. wife ol Neville Bructon. M B.. Ch.B., a c^ushtcr. 
NIchnIsim. -On Niwrmhci 8. 1949 at Lynlield. The Downs. Altrincham, to 
Ros.-ipclle and Frank Nich 'Ison, a daughter 
Ruhertsiin. -On Niisemhcr II. 1949. at the Rartclitfc Infirmary. Oxford, to 
RuUi tnte Colycr). wife of Dr. D. N. Struan Robertson, a daughter. 

ALARRlAGES 

Bljihr — .Skidmore. — On Scniembcr 10. 1U49. ai Tcuenhall Church, Woher- 
hamninn Frank BIvthc. of Wnodihorpe, Notungham. to Clarice A 
Skidmore, M.B.. B.S.. of Teuenhall. 

DEATHS 

Cooper. — On October ^1. 1949. at The Ark. South Bersted. Bognor Rcris. 
Sussex. [ ndfnrd Conner. M.D.. late of Devonshire Place. London. W.. 
and formcrlN of Roche *er, ased 82. ' 

Fairvkcafbcr, ■-<)n November 7 at Piirdown House, Stapleton, Bristol. 

David Stanley Fairwcaiher, M D., D.P.M. ased 4S 
Godfrey.— ^)n November 5 1949, at Appleton Houve. Hinckley, Lcics, Harry 

Munn Godfrey M.D., aped S7. 

Gtidson. -On November U, 1949. at 28. Town Walls. Shrewsbury. Leonard 
Jo^eph Godson. M R.C.S.. L R.C.P.. ased SO. 

Hardlnj:.— On November 13 !9*i9 Robert Dennis Harding, D.M.. M.R.C.P.. 

D T M.v^H . of Sionerush. Wootton Courtenay. Minehcad, Somerset. 
MavfuHane,— On November 8. 1949, in a nurMnu-home. .\ylmcr Alexander 
Mactarlane. ,M C ol ... Owydyr Mansions Hove Suvsex 
Mac]ei»d . — On November If). 19^9. at Glenavon. Rradford-on-Avon, George 
Ernest Macicod. L.R.C.P stS.Ed., L.R.F.P.S.. Surgeon Commander. R.N.. 
Rci 

Prior.— On November 6. 1949, at Bournemouth, John Ralph Prior, M.D.. 

D P H.. aued 75 ^ V 

Swa>ne. — On November 10. 1949, Francis Griffiths Swaync, M.B., B.Ch.. of 
Pcn-y-IMock, Tillingioa Hcrctord aged 85. 
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Any Questions ? 


Correspondents should give their names and addresses {not far 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Immunizadoa .4gainst Colds 

Q. — Is there any method of immunization which will pro- 
tect an individual against recurrent catarrhal colds during the 
winter ? ■> 

,V. — It is now generally accepted that the common cold, and 
probably similar catarrhal infections of the upper respiratory 
tract, are due to viruses which have not yet been specifically 
identified. Protection against the primary virus infection is 
therefore not to be expected by the use of bacterial vaccines 
unless the vaccine in some way increases non-specific resistance 
to the common cold. It seems likely, however, that secondary 
bacterial infection is a common complication of the primary 
coryza, probably as a result of the damage to the respiratory 
mucosa. The bacteria concerned are mostly those already 
present in the throat, particularly pneumococci, Haemophilus 
influenzae, haemolytic streptococci, and probably some strains 
of Neisseria catarrhalis. Stock vaccines containing these 
organisms have for many years been used for the prophy- 
la.'Ss of catarrhal infections, and, although control trials have 
failed to show any significant benefit, many practitioners befieve 
from their personal experience that these anticatanha! vaccines 
have some value. Autogenous vaccines made from the patho- 
genic bacteria present during the later stages of a cold are also 
used, and these may be preferred, particularly vvhen there is 
evidence of persisting sinus infection due to a specific ors^'sm. 
Some catarrhal infections may have an associated allergic factor, 
and here again the saccine may act as a desensitizing agent. 
Avoidance of fatigue, damp footwear, and rapid chang^ of 
temperature probablj helps to maintain resistance agamst these 
catarrhal infections. 


Chronic Crficaria 

Q.— How should o< c investigate a case of chronic urticaria ? 
What are the possible methods of treatment ? 

A —The most important items in the investigation of chronic 
urticaria are a verv detailed history and a full physical exami- 
m^on bearing in mind that the following are the mam aeuo- 
foo cal factors- foci of infection, foods, drugs, and psycho- 
lo^ical ^ Lj.,. often endocrine disturbances, 

p°a^ites such as wo^ms. and other skin lesions such as scabies 
pai^ites the cause; more rarely contact 

aller-ens a^Jd physical agents (cold, heat, light), and very rarely 
fSnt allereens. Radiological and Jaboratop' mvesti^tions 
a“e usually necessary in the search for -infection, which must 
be thorough. Skin tests are of little value, and in inexpenenced 
• n n he misleading. Cooke (Allergy in Theory and Prac- 

hands m y summarizes the allergist's viewpoint 

""’iwlv when he wXs: “Thirty-five per cent are due to 
pceUent y caused by foods, and anolher 

\o% ‘rdru% Thifleales^early half of our cases aetiologic- 

"‘"L'd'^oT’wection should be removed and, where tWs is 
■ ^ -hie vaccine therapy civen. Drug allergy should alw-ays 
‘h“‘’° sn^ct^d anTit I wise to stop all drugs, apart from anti- 
be suspected and to three weeks. “Headache powders." 

and the occasional sleeping-tablet must be specially 
for and stopped. Food allergy may be suspected from 
ihrSm ? but Xn can be properly inve-stigated only by 
trial' The foods commonly found responsible are those 
fbfpmiem usually eats-that is. egg. milk w^eat potato, fish, 
hr, rn Hie and fruit ; and the wnter has had a few successes 
hv stoDPi'n'’ all tinned foods. Suspected foods should be elimi- 
nated one or two at a time, for two or three weeks, 
and durinc this period all traces of these foods must be 
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avoided — fori example, egg is contained in cakes, mayonnaise 
and sauces of all types, meringues and various pastries, 'etc. 
Each food or drug tested by elimination must then be added in 
the quantities usually taken and the effect during the following 
tivo to three days observed. 

Psychological disturbances play an important part in many 
of these cases, and the help of a psychiatrist is often required 
A lead might be obtained from a history of previous or 
accompanying psychological symptoms, such as palpitations, 
insomnia, headache, or vague dyspepsia ; and espedally so if 
a, history of emotional stress preceding or accompanying the 
urticaria was obtained. “ Sodium amytal ” is useful in these 
cases. Urticaria at the menopause often benefits from stilb- 
oestrol. For suspected insect bites the liberal application of 
D.D.T. powder next to the skin, during the night and in the 
daytime, should be tried for four to five days: a few cases, 
especially if of the papular type, are dramatically eased. 

The best symptomatic treatment is obtained with the anti- 
histamine drugs. The large majority of cases can he con- 
trolled with suitable dosage ; drowsiness during the day should 
be avoided and this side-effect taken advantage of during the 
night. They can safely be used for long periods. Non-specific 
treatments with peptone, histamine, vitamin K, calcium, and 
autohaemotherapy are of little value ; they have been given up 
by many workers in this field. Sometimes, however, when such 
treatment is. being tried one can by careful observ-ation find 
the underlying cause which has previously been missed. 


Quinine in Late Pregnancy 

Q . — The use of quinine to induce labour is now generally 
deprecated, but some years ago there were numerous reports 
claiming that in small divided doses ( 1\ gr. (O.I g.) tJj.) during 
the last few weeks of pregnancy quinine tended to shorten the 
duration of labour and lessen the intensity of the pains. Is this 
so? Is there any evidence that in this dosage it causes any 
harm to mother or child ? 

A. — Although the administration of small doses of quinine 
for a few days before labour bad been previously recommended, 
D. A. Mitchell, acting on the suggestion of Philip Jones, seems 
to have been the first to advocate its routine use during the 
last three weeks of pregnancy (British Medical Journal. 1930, 
1, 144). He as well as other writers claimed that .it improved 
general well-being, made labour shorter and easier, ensured 
good uterine retraction, decreased the need for forceps delivery, 
and reduced the risk of puerperal sepsis. ' These and similar 
claims appear, however, to have been always based on clinical 
impressions rather than on controlled observ-ations, and there 
is no definite evidence to support them. The fact that quinine 
has lost popularity rather suggests that other observers have not 
been convinced of its efficacy, but it is still used occasionally 
in cases in which poor uterine action is antidpated. It is never 
possible to judge its value, but in such dosage it is unlikely to 
have an adverse effect on the foetus. 


Detection of Porphyria 

Q. — What is the simplest and surest way to detect porphyrin 
in urine, stools, and blood serum ? 

.A. — ^There is no simple way of delecting porphyrin in any- 
body fluids. The importance of porphyrin in diagnosis can be 
e.xaggerated. and in practice there are two conditions only in 
which its presence may be of importance: these are acute 
porphyria and severe chronic lead-poisoning. The easiest tech- 
niques were described last year in a letter to the Journal (194S, 
2, 659). As the presence of porphyrin in stools is physiological, 
there is very rarely any need to look for in In a few cases of 
porphyria, but not in all, porphyrin can be detected in the 
serum because it fluoresces red under the black ultra-violet 
light. In practice, the diagnosis of porphyria is rendered almost 
certain by a positive response to the Watson and Schwartz test. 
The other methods necessitate the use of a well-equipped labora- 
tory. In small laboratories the porphyrin may conveniently be 
concentrated in a barium sulphate predpitate obtained by add- 
ing barium chloride to the urine and then eluting it with 
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ammonia, but this is not a suitable procedure when access to 
a well-equipped laboratory is not available. 

The best account of the subject yet written is the classical 
monograph by Waldenstrom, published in Ada Medico Scandi- 
navica, 1937, Supplement, 82. An inquirer with a laboratory 
would also find the following references useful: Watson, C. J., 
y. Clin. Invest., 1934, 14, 106; 1935, 14. 116 ; 1937, 16, 383. 
Waldenstrom, J., Acta med. scand., 1934, 83, 281 ; Dtscli. Arch, 
klin. Med., 1935, 178, 38. Roth, E., Z. klin. Med., 1935, 129, 
123. Dobriner, K., J. biol. Chein., 1936, 113, 1. Turner, W. J., 
Arch, intern. Med., 1938, 61, 762. Vahlquist, B., Hoppe- 
Seyl. Z., 1939, 259, 213. Rimington, C., Biochem. J., 1943. 
37, 443. Petrie, E., British Medical Journal, 1948, 1, 926. 


Placental Implants for Rheumatoid Arthritis 
Q.—Dtirins o recent visit to Pistdny, Czechoslovakia, I waj 
given the opportunity of seeing the operation of placental graft- 
ing for rheumatoid arthritis and allied conditions. Is this opera- 
tion performed in England? If so, what results have been 
obtained ? 

A. — ^This procedure, which is an empirical one, is not per- 
formed in England. The underlying idea is that certain of the 
hormones which are elaborated in the placenta during preg- 
nancy are of value in the treatment of rheumatoid arthritis. 
By implanting placental tissue it is hoped that the action of 
these hormones may be prolonged beyond what might be hoped 
of injection therapy. 


Dicoumarol in Disseminated Sclerosis 
Q. — Would there be any justification for using dicoumarol 
in a case of disseminated sclerosis ? 

A. — Dicoumarol has been employed to treat disseminated 
sclerosis because it was suggested that the pathological basis 
of the disease was a tendency to spontaneous clotting in the 
blood vessels of the nervous system. This hypothesis has not 
been generally accepted, and many remain unconvinced that 
dicoumarol is of any value ; moreover, it is not free from risk. 


Irregularity at the Menarcbe 

Q. — Is any treatment required for irregular menstruation in 
young girls ? A healthy girl of 14 started menstruating 18 
months ago. The cycle was at first six to seven days every 
four to eight weeks. Latterly, however, the monthly pattern 
seems to be lost. She may lose continuously for two or three 
weeks, then be clear for a week or ten days, then start again. 
Her general health seems unaffected, and there is no sign of 
anaemia and no pain. She leads an active life. Is treatment 
indicated? Can her mother be assured that the girl will grow 
out of it ? 

A. — Menstrual irregularity of this and other types is common 
at this age, but shows a strong tendency to natural cure within 
months, or one or two years at the most. If the bleeding is 
not so heavy as to produce constitutional upset or to interfere 
with ordinary activities, there may be no need for any special 
treatment. Thyroid 1 gr. (65 mg.) daily for two or three months 
often seems to stabilize the cycle in these cases, and calcium 
might also help. The bleeding is probably anovular in type, 
but may be a manifestation of either hypo-oestrinism or hyper- 
oestrinism. If sex-hormone therapy becomes necessary, either 
of these two possibilities would therefore be covered by giving 
ethinyl oestradiol, 0.05 mg. twice daily by mouth, administration 
starting on the second or third day of menstruation and continu- 
ing for 20 days. During the last seven days of this treatment 
ethisterone; 10 mg. three times a day sublingually, should be 
given as well. The next period is likely to start a few days after 
the completion of this treatment, and, when it does, repeat the 
course, giving it three times in all. 


Femoral Thrombectomy 

Q_ femoral thrombectomy 'ever undertaken in this 

country ? What are the indications and the possible dangers, 
and what results have been obtained in any published series of 


cases ? 

Femoral thrombectomy is undertaken in this country, but 

is not yet established as a regular procedure, many surgeons 
being contenfto rely upon Leriche’s procedure of procaine block 
of the lumbar ganglia and the combined administration of 
heparin and dicoumarol. In certain conditions— for example, 
after prostatectomy, hysterectomy, haemorrhagic lung infarcts, 
etc— one fears to use the anticoagulants in the fullest doses; 
in these cases ligation of the femoral veins- is strongly indicated, 
and if a clot is encountered at the level of the ligature it must 
be completely removed above the ligature or it will propagate 
upwards and manufacture emboli. The removal is done from 
the iliac veins with forceps such as those designed by Trendelen- 
burg for pulmonary thrombectomy, coupled with a sucker tube 
with an expanded end. Confirmation that the whole clot has 
b”en removed is supplied by the finding in the fragments 
extracted of the characteristic cap at the end of the clot. 


“ Rheumatoid Rectal Neuralgia ” 

Q. — Is there such a thing as rheumatoid rectal neuralgia ? 
This diagnosis was made recently in a case in which there were 
no physical signs and the only symptom was rectal pain. I have 
been unable to find any reference to it in the te.xtbooks. 

A. — ^There appears to be no scientific justification for the 
diagnosis of “ rheumatoid rectal neuralgia ” as an e.xplanation 
for symptomless rectal pain. The writer has recently heard of 
this diagnosis being made by a proctologist, but on inquiring 
the grounds for this opinion he discovered that the word “ rheu- 
matic ” (or “ rheumatoid ”) was being employed in the mediaeval 
sense — that is, a's a synonym for “ painful.” 

NOTES AND COIVIMENTS 

Jclly-lish and Weever-fish. — Dr. H. S. Russell (Bradford) writes; 

• The answer to the request for advice in treating jelly-fish and weever- 
fish stings (“Any Questions ? " October 1, p. 767) appears to me 
to be somewhat incomplete. On a recent holiday in Suffolk my 
small son, aged 11, trod on some stinging fish while coming ashore 
from a bathe, presumably a lesser weever-fish being responsible. 
When seen 5 minutes afterwards there was a definite puncture mark 
seen above the left little toe, with an urticarial weal — radius i in. 
(1.25 cm.)— around it. Intense pain was complained of. A small 

• amount of “ anthisan ” cream happened to be available and was 
rubbed into the affected part, which ended the incident completely in 
about two minutes without any sequelae. May I add that I saw an 
experienced nurse last night who had a wasp sting while visiting. A 
little anthisan cream rubbed in at once stopped the pain, though it 
did not prevent the “ lump " from developing. I think these anti- 
histamine chemicals applied locally in good time save a great deal 
of trouble to all concerned. 

Corrections 

The address from which information may be obtained about the 
Commonwealth Fund fellowships offered by the Commonwealth 
Fund of New York (November 5, p. 1060) is 35, Portman Square, 
London,. W.l, not Portland Sqyare as printed. 

Dr. Max Reiss (Bristol) writes: I would be glad if you would 
correct a misquotation in the issue of November 5 (p. 1041), ia the 
report of the meeting of the Section of Physical Medicine of the 
Royal Society of Medicine. The report states: “ Dr Max Reiss said 
that he and Hempel were probably the first to use corticotropic 
hormone in the treatment of rheumatoid arthritis. . . .” This 
should read : “ Dr. Max Reiss said that he and Hemphill were 
probably the first to use corticotropic hormone in the treatment of 
human subjects, and published in 1942 the. results of investigations 
carried out on a group of cases suffering from involutional 
melancholia (7. ment. Sci., 88, 559).” It is important that this 
.correction should be made, as to suggest that I have treated 
rheumatoid arthritis is. misleading. 

Dr. T. M. Montford should have been described as part-time 
Medical Officer of Health to the Castle Donington Rural District 
Council in the Journal of November 12 (p. 1089). 
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A MORAL OBLIGATION 

It will be recalled that in a circular issued to boards of governors 
of teaching hospitals and regional hospital boards reference 
was made to a moral obligation to ensure that members of 
hospital staffs displaced as a result of a change of user should 
be found other appointments. The e.xact words of the circular 
were as follows; 

" The present opportunity is taken of emphasizing the Minister’s 
view that, where the board's plans for offering permanent contracts 
on a revised basis of allocation of duties involve displacement or 
serious disturbance of consultant staffs (e.g , where it is proposed 
to change the use of particular premises, or to carry 'out the work 
with a reduced number of staff), he has a moral obhgauon for seeing 
that the staff displaced or disturbed are given as far as praeticable 
the opportunity of undenaking similar duties elsewhere — 3 moral 
obligauon which he can only meet through the boards themselves. 

“ In the case of a regional hospital board, the board should, in 
the hfinister’s view, be able in almost every case to arrange for the 
displaced specialist to be offered duties of similar scope and extent 
in some other hospital where services in his spsecialiy need strengthen- 
ing.— It is more difficult for a board of governors to do this, as 
their administrative control extends over a much narrower field, 
but they should seek the co-operation of neighbouring regional hos- 
pital boards in endeavouring to arrange for the offer of similar work 
at a regional board hospital ; and regional boards are asked to do 
all they can to assist ; in nearly every case the staff concerned are 
of proved calibre and it will be to the board's advantage to obtain 
their services. Such offers of alternative duties as pan of the review 
are not, of course, subtect to the National Healtii Service fAppoint- 
ment of Specialists) Regulations, 1948 (S.f. 1948, No. 1416). 


Resistance to Fulfilment 

Recently the question of fulfilling this moral ofa tgatton has 
arisen in London, definitely in the case of one hospital and 
potentially in the case of others. Already the question has 
arisen of fulfilling the obligation by arranging for a displaced 
consultant to be appointed to another hospital without the pre- 
liminaries of advertisement. Rather unexpectedly, there are 
sir’ns that the fulfilment of the moral obligation in this way 
may be made difficult by the resistance of some or all of the 
consultants on the staff of the hospital to which it is proposed 
to appoint the displaced practitioner. Indeed, there has already 
been an instance in which active opposition has been organized, 
it would be iraaie if this developed into a general attitude. 
After all no one knows when as a result of change of user 
he or she mav become a displaced consultant needing an 
alternative post, for there will be many changes of user in 

point I want to make is that hospital staffs 'should be-, 
generous in their attitude to any proposed appointTent of a 
displaced consultant. From what we have seen in the London 
area it is clear that the Ministry and regional hospital boards 
are anxious lo find suitable alternative posts for displaced 
consultants, and it would be a pity, lo say the least of it. if 
their efforts were in any way frustrated by members of the 


While on this subject, one might add a word of congratula- 
tion to those teaching hospitals which have found it possible 
to take under their wine the members of the consultant st.affs 
of hospitals which have become linked with the teaching. 


hospital. The Westminster Hospital and King's College Hos- 
pital come within this category. Where this is done, no problem 
of displacement arises. It is a pity that other teaching hospitals 
do not find themselves able to follow the same course of action. 

I shall be glad to be informed of any single " displaced 
consultant problems which arise as a result of change of user 
in different parts of the country, for we shall be very glad to 
give such help as we can. 

N.H.S. Supenmnoation 

Recent changes in the N.H3. superannuation scheme are the 
subject of a leaflet which has been prepared by the .Ministry 
of Health specially for practitioners on executive council lists 
and part-time specialists. The leaflet (S.D.H.) has been issued 
to executive councils, regional hospital boards, and boards of 
governors of teaching hospitals for distribution. 

A point of interest to general practitioners is that from 
August I, 1949. an assistant is excluded from the superannua- 
tion scheme unless his principal has to obtain the con-ent of 
the executive council- to his employmenu Such consent is 
required where an assistant’s employment is for more than 
three months. 

Normally pensionable age is 65, but general practitioners can 
apply to the Ministry for afn extension to 70. Applications 
for extension may be made on reaching 60 and should be 
addressed to the Ministry of Health, Health Services Super- 
annuation Division, Government Buildings, Honeypot Lane, 
Stanmore. Middlesex. 

The qualifying period for a pension is 10 years, and general 
practitioners who were between 60 and 61 on entering the 
Service in July. 1948, could not, therefore, get in the minimum 
number of 10 years to count for pension before reaching 70. 
The Ministry has made a concession and is now prepared to 
consider an exiension in such cases to 71. In the original 
scheme the maximum service which could be counted for the 
calculation of benefits was 40 years. This maximum is in- 
creased to 45 years by the amending regulations, with effect 
front August I, 1949. 

Part-time specialists are reminded that, unless they spend 
substantially ihe whole of their time in N.H3. work and 
choose lo have their benefits on the basis of 1/SO of aver- 
age remuneration for each year of contributing service, their 
benefits will be reckoned on the basis of 11% of total remunera- 
tion over all the years of service in the same way as those of 
general practitioners. 

The normal pensionable age for a part-time specialist is 65 
(60 for mental health officers), but where service is extended 
superannuation contributions may now he paid, and the 
extended service may count for the calculation of benefits 
up to 70 years of age (65 for mental health officers). Th'is 
is subject to an overall maximum of 45 > ears’ service, and in 
reckoning these 45 >ears no more than 40 vems before the age 
of 60 (55 for menial health officers) may counL 

Remuneration of General Practitioners 

We have received — just in time for publication in this week’s 
Supplement — the .Ministry's reply to the representations made 
to it on Ihe subieci of the aggregate pool of remuneration for 
general practitioners in the Service. 
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GENERAL MEDICAL SERVICES COMMITTEE 


SUPPLEMENT to the 
British Medical Journal ’ 


GENERAL MEDICAL SERVICES COMMITTEE 

START OF SECOND YEAR’S WORK 

At an all-day meeting of the General Medical Services Com- 
mittee on November 10, the first of the new session. Dr. S. 
Wand was unanimously re-elected chairman. In taking the 
chair he drew attention to the size of the agenda, comprising 
some 90 items, including the reports of five subcommittees. It 
had been hoped that the first year would see the end of the most 
urgent of their problems, but now the, committee was confronted 
with a greater volume of work than faced it a year ago. 

Dr. Wand proposed the setting up of an executive committee 
to relieve the pressure of business on the main body. An 
amendment that, instead of this, the committee meet every 
month rather than every two months was not carried, the voting 
being 15 to 15, and after further discussion the proposal to 
appoint an executive was agreed to, its duties to be to con- 
sider and report on matters referred to it by the main committee, 
to carry^ out instructions of that committee, to make recom- 
mendations, and, between meetings, to advise the chairman at 
his request on emergency issues. 

A small committee was also set up to review the constitution 
and procedure of medical services committees, another to review 
the question of protecting the practices of doctors called up in 
national emergency, and yet another on the general position of 
assistants under the Act. On this last point it was suggested 
that the committee should hear evidence from assistants, turn- 
ing in the first instance to those who had contributed to the 
correspondence columns of the Journal. 

Service Points 

A question arose concerning the payment of general practi- 
tioners attending the aged and infirm in buildings which were 
under the regional hospitals board, though the persons them- 
selves came under the Welfare Committee of the local authority. 
The chairman suggested that the several aspects of this question 
were a matter for informal discussion with the Ministry, and 
this was agreed to. 

A motion was brought forward from the Cheshire Local 
Medical Committee expressing the view that, in cases where 
the local medical committee, the executive council, and the 
Medical Practices Committee were in agreement on the selec- 
tion of a candidate to fill a vacancy in the medical services of 
any district, there should be no right of appeal to the Minist'y 
against the decision of the Medical Practices Committee. The 
Cheshire representative on the committee said that such an 
appeal was a reflection on the integrity of the medical pro- 
fession. Surely an unsuccessful candidate should acquiesce in 
the decision when the three committees were in agreement. 
Dr. W. M. Knox said that in Scotland, at a joint meeting of 
representatives of the bodies concerned, the suggestion was 
favourably received by the Department of Health that the 
appointment should be made at executive council leveland that 
any appeal should lie to the Medical Practices Committee. It 
was stated that this could be done under regulations, without 
new legislation. This matter, with several resolutions of the 
recent Conference of Local Medical Committees on the fi’ling 
of vacancies, was referred to the executive for close examina- 
tion of the whole matter. 

A motion by Walsall which was referred by the Conference 
to the committee, that the question of the burden oT work be 
taken up with the Ministry at an early date, was considered. 
It was announced that the same expert statistician. Professor 
Bradford Hill, who made a survey on behalf of the Insurance 
Acts Committee in 1939. was now engaged on a similar survey, 
following exactly the same procedure of taking every fifth name 
on the list, no matter whether the practitioner selected in this 
automatic way had a large or a small list or was a general- 
practitioner specialist. In reply to some criticism of the 
value of this method, the chairman poin'ed out that the whole 
strength of their case as to any increased burden of work rested 
on the fact that the committee had made no selection of prac- 
tices at all ; everything had been left to the neutral expert. 

Another matter which had been before the Conference came 
forward again in the committee — namely, the admission to the 


medical list of doctors from adjoining areas. Dr. D. F. Hutchin- 
son said that there had been a number of complaints from 
practitioners in Middlesex that doctors .residing four or five 
miles away, from the place where- they had accepted patients 
had been taken on the list, with the result that the resident 
doctors had to do much of the emergency work for their 
patients. It was felt that there should be machinery whereby 
the Medical Practices Committee was able to refuse admission 
to a list when the executive council had represented that the 
doctor’s place of residence was too far away from where he 
had patients. One member pointed out that the remedy lay at' 
executive council level. Freedom for a man to practise in an 
area was one thing, but whether a doctor was able to carry out 
his obligations in a proper manner when admitted was quite 
another. The executive council should have power to approve 
deputizing arrangements. The chairman, at the end of a con- 
siderable discussion, said that it was evident that some clarifica- 
tion of the whole position was needed, and he suggested, and 
it was agreed, that this matter also be considered and reported 
upon in all its aspects by the smaller committee. 

Discussions with the Ministi 3 '> 

The committee then turned to consider a report on a number 
of matters which had been the subject of recent discussion with 
the’ Ministry, some of them bearing on resolutions passed by 
the Conference. One question concerned frivolous and un- 
justified emergency calls. The Ministry had promised to con- 
sider ways of giving general publicity to such matters as that 
requests for visits should be made before 10 a.m. if possible, that 
the patient should no.t make unreasonable demands, and so on. 
It had been suggested that instructions to this effect should be 
printed on the medical card, but the view of some members 
of the committee was that propaganda on the wireless and in 
the newspapers would be more effective. The chairman said 
he gathered that the Minister would not consider sanctions 
against patients, so that the words “ shall ” or “ must ” could 
not be used on the medical card, but it was useful for the doctor 
to be able to point to something specific on the card in justifi- 
cation of his requests. The Ministry’s offer to consider pub- 
licity on this point was agreed to. 

General-practitioner Specialists 

The status of general-practitioner specialists also came for- 
ward. The Ministry had stated that the assessment of status, 
with the suggestion for special appeals machinery, would be 
raised with them in the near future by the Joint Committee 
representing consultants. Dr. Howie Wood said that the posi- 
tion was that certain general-practitioner specialists were not 
to be issued with permanent contracts at all. Apparently no 
effort had been made by the reviewing boards to carry out any 
investigation into the quality of the work done by the practi- 
tioner. Once the lists were made up and there was a clear-cut 
separation it would be very difficult to get reassessment. 

It was useful to have the statement from the Ministry that 
the subject was one which could probably be dealt with during 
discussions between the Ministry and the Joint Committee. 
The Ministry’s representatives' had promised that if evidence 
was produced which showed that a principle had been mis- 
understood or misapplied they would investigate the matter. 

Many other questions remained on the agenda of the com- 
mittee. including the disposal of the several resolutions of the 
Conference, which were referred for- detailed consideration by 
the appropriate subcommittees or noted for reference at the 
next meeting with the Ministry’s representatives. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members ^of a trade union 
or other organization : 

Meirnpolitan Boroiish Cout^rih. — Fulham.. Hackney, Poplar. 

TJon-Ciiimiy Riirrtiirh Cour.ril.\. — Daitford. Wallsend.' 

Urban Ohtrin Crianrih. — Denton. Droylsden, Houghton-le- 
Springi Hiiyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 
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FACULTY OF OPHTHALMOLOGISTS 


FACULTY OF OPHTHALMOLOGISTS 

At the council meeting held on October 14 it was reported that, 
with reference to the Inter-Departmental Committee which has 
been appointed to consider the registration of opticians, a Joint 
Evidence Committee has been set up by the British Medical 
'Association, on which the Faculty is represented. 

Mr. J. D. M. Cardell and Mr. J. H. Dogcart, the two retiring 
representatives of the Faculty on the Ophthalmic Group Com- 
mittee of the British Medical Association, have been re-elected. 

•A memorandum by Mr. .Mackie on the duties included in 
Category 1 in the terms and conditions of hospital medical 
■ staff was considered. Many members considered that this docu- 
ment was in need of considerable modification. The matter is 
being investigated and legal advice sought, Mr. Mackie’s 
memorandum was passed to the Ophthalmic Group Com- 
mittee for consideration and reference if thought desirable. 

Some confusion had arisen as a result of two apparently 
conflicting decisions of the council concerning the period of 
postgraduate ' training and experience recommended before 
qualifying as a consultant. The three Royal Colleges in 1946 
drew up a list of criteria, having considered the advice of other 
bodies, including the Faculty, and a minimum of five years was 
agreed upon. Later, in the early part of this year, on a further 
request from the Joint Committee for Consultants through the 
Royal College of Surgeons, the council of the Faculty gave its 
opinion that 10 years was the necessary period. This was done 
before it was known that there would not be a division between 
specialists and consultants. When it was discovered ihat there 
would be no division, the decision was rescinded and the original 
view of five years was confirmed and the appropriate bodies 
informed. 

The annual general meeting vvill be held on Friday. March 9, 
1950, at 2.30 p.m. 


WELSH COMMITTEE 

The Welsh Committee, newly constituted to be fully repre- 
ventative of the Divisions in Wales, held its first meeting, of 
the session at Shrewsbury on November 2. Dr. H. R. 
Frederick was appointed chairman and Dr. Graham Williams 
vice-chairman. Dr. J. Griffith Jones was appointed honorary 
S6CT6t^r^ 

The question of the establishment of a Welsh House vvas 
discussed and members of the Cardiff Division reported on 
properties that had been inspected with a view to purchase. 
Fhe committee voted ne/n, con. that it vvak essential that the 
Welsh House should be centrally placed in Cardiff. 

There vvas discussion on the possibility of an Annual Meet- 
ing of the. Association being held in Wales in the fairly near 
future and the possibilities are being e.xplored. 

The chairman was asked to bring to the attention of the 
Welsh Board of Health the existence of the committee and 
its willingness to advise on matters affecting Wales. 


SUFFLEilEST TO the 
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(including bonus), so that an assistant .M.O.H. with two years’ 
service will receWe £760. In view of the fact Ihat a number of 
local authorities pay salaries above the scale level and that a 
considerable number of assistant medical officers serve as part- 
time medical officers of health for minor authorities and thus 
qualify for the higher scale, it is hard to believe that the average 
salary is less than that paid as a minimum to an officer with 
two years’ service. If Dr. Katz were right, it could only be 
because the great majority of assistant medical officers were so 
disgusted with their conditions of service that they resigned after 
a bare year of worlt. 

Even if the average salary of the assistant M.O.H. were £850, 
it would still be deplorably low. But is not Dr. Katz’s sugges- 
tion admirably calculated to produce precisely the wrong impres- 
sion on an austerity-minded Government and Civil Service ? 
What he says might be renderedas follows: "Here is a large 
body of men and women who are paid whole-time salaries for 
work which does not occupy the whole of their time and who 
have plenty of time for other jobs if they like. Keep their 
salaries low, but make the lazy fellows stir themselves and, if 
they want more money, earn it ‘ on the side.’ ’’ 

Dr. Katz is, 1 understand, himself an assistant medical officer 
of health. One would have expected him to learn that, to the 
officer who takes his job seriously and is really interested in it, 
the work of an assistant M.O.H. is a whole-time post in the 
full sense of the term and a rather e.xacting one at that. Let 
us act both honestly and boldly and reaffirm that the work is 
important enough to deserve recognition on its own merits. 

It may well be that in the course of the ne.xt few years the 
general practitioner may find an. increasing place in public 
health, especially in the child health services, as one part ol 
his total work. This, however, will come by degrees, and 
public health will always depend largely upon a corps of doctors 
who are specialists in its various aspects and are doing that 
specialist work whole-time. I take leave to doubt very seriously 
whether any of the ancient nations which Or. Katz mentions 
as relying for their public health work on part-time officers 
have built up public health services whose efficiency- surp^es. 
or even equals, that of the British service. 

And Dr. Katz’s last words are the most surprising part of the 
letter. A doctor who believes that preventive medicine is not 
real medicine has certainly no place in the public health service ; 
whether he could even be a good general practitioner in the full 
sense of the terra is open to question. 1 have myself suffered 
from the inadequacy of public health salaries, and 1 know that 
many of my colleagues have had a worse deal than myself, but 
I believe that I speak for the vast- majority of them when I say 
that we would rather remain underpaid than see social medicine 
degraded to the status of a sideline which is unworthy of serious 
attention and .whose practitioners are not real doctors. To 
degrade any one branch of medicine is to begin to degrade the 
whole. In pubUc health no less than in general practice or 
consulting practice the good labourer is worthy of his hire, and 
negotiations should begin — as they have done — and continue 
with this as an absolutely fundamental principle. — I am. etc., 

Coichesici, John D. Kersh.vw. 


Correspondence 


Private Practice for M.Os.H. 

Sir— It is impossible to read without surprise the extra- 
ordinary letter from Dr. J. Katz (Supplement. November 5. 

•>07) That public health salaries need attention and that 
much time has been wasted in securing that attention is perfectly 
obvious but Dr. Katz is so wide of the mark in several respects 
as to seem to wish to attract attention of precisely the wrong 

^°He has not even bothered to get his facts ri^t. To say that 
the averace salary paid to medical officers of health by local 
authorities is £750 per annum is ridiculous. The minimum 
salary for a whole-time M.O.H. is. of course, £1.100 per annum, 
[f he is referring to assistant medical officers of health he ought 
to sav so; even' then the minimum .salary of the posts is £710 


Status of General Practice 

Sir, — T he question oF the status of general practice has 
worried me for some considerable time. It would appear that 
it is likely to deteriorate ; nothing could be worse for British 
medicine. Nothing could be worse than to see the ranks of 
general practitioners filled with discontented, disillusioned, 
“failed" specialists. 

We are all well aware that in order to make general prac- 
tice attractive we must aim at free access to pathoiogical and 
other services, general practitioner beds, improved remunera- 
tion, and the opportunity, if one so desires, to specialize through 
and within general practice. Is it the lack of these things 
that makes specialism more attractive than general praaice ? 
General practice was apparently more attractive 20 years ago 
than it is to-day. and yet it was without these additional 
attractions. 

Is it not the type of person who is' being admitted to our 
medical schools that is wrong ? I believe that the medical 
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H.M. Forces Appointments 


REGULAR ARMY RESERVE OF OFFICERS 

Colonel (Honorary Major-General) J. G. Gill, C.B.E., D.S.O., 
M.C., late R.A.M.C., having exceeded the age limit for liability to 
recall, has ceased to belong to the Reserve of Officers. 

Colonel E. A. Brock, late R.A.M.C., having exceeded the age limit 
of liability to recall, has ceased to belong to the Reserve of Officers. 

REGULAR ARMY: EMERGENCY COMMISSIONS 
Royal Army Medical Corps 

War Substantive Captain S. P. C. O’Reagain has relinquished his 
commission on appointment to the R.N.V.R., and has been granted 
the honorary rank of Major. 


Association Notices 


23 Wed. 

24 Thurs. 

25 Fri. 

25 Fri. 

25 Fri. 

29 Tues. 

30 Wed. 


1 Thurs. 
1 Thurs. 

1 Thurs. 

2 Fri. 

2 Fri. 

6 Tues. 

6 Tues. 

9 Fri. 

15 Thurs. 
19 Mon. 
22 Thurs. 


Diary of Central Meetings 
November 

Health Services Subcommittee of the General 
Medical Services Committee, 11 a.m. 

Public Health' Subcommittee of the Medical 
Functional Council, 2.30 p.m. 

Committee on Psychiatry and the Law, 2 p.m. 

Joint Evidence Committee on Registration of Op- 
ticians, 2 p.m. 

Venereologists’ Group Committee, 2.30 p.m. 

Ethical Rules Subcommittee, 2 p.m. 

Committee on the Postgraduate Education of Gene- 
ral Practitioners (adjourned from November 9), 
10.30 a.m. 


December 

Planning Subcommittee of Occupational Health 
Committee, 11 a.m. 

Remuneration Subcommittee of Occupational Health 
Committee, 2 p.m. 

Joint Committee of the B.M.A. and the N.V.M.A.. 
2.30 p.m. 

Comiriittee re Capital Punishment, 1 1.30 a.m. 

Colonies and Dependencies Committee, 2 p.m. 

Proprietary ■ Medicines Committee (Provisional), 
li a.m. 

Orthopaedic Group Committee, 2 p.m. 

Medical War Relief Fund Committee, 2 p.m. 

Journal Committee, 2 p.m. 

Armed Forces Committee, 2 p.m. 

Occupational Health Committee, 2 p.m. 


Branch and Division Meetings to be Held 

Bournemouth Division. — Friday, November 25, 8.15 p.m., 
lecture by Dr. G. D. Kersley;, “Recent Advances in Connexion with 
Rheumatism and the Endocrine Glands.” 

Derbyshire Branch. — At Smedley’s Hydro, Matlock, Sunday, 
November 27, 2.30 p.m., annual general meeting. Dr. E. Grey 
Turner, Assistant Secretary of the B.M.A. : “ Current Affairs.” 

Dorset Division. — At the Old Shire Hall, Dorchester, Thursday, 
November 24, 8 p.m.. Film : “ Peptic Ulcer.” 

Huddersfield, Division. — At Huddersfield Royal Infirmary, 
Wednesday, November 23, 8.15 p.m., address by Dr. E. Grey Turner 
(Assistant Secretary, B.M.A.). 

Oldham Division. — ^At Oldham Hotel, Rhodes Bank, Monday, 
November 21, 9 p.m., Mr. P. G. McEvedy: "Haemorrhoids and 
Other CondiiiQgs of the Rectum and Anus Commonly met with in 
General PracC...t”i^ 

Oxford Divis.ATjjf— At Lecture Room, Radcliffe Infirmary 
Maternity Home, wt ’esday, November 23, 8.15 p.m. Annual 
general meeting. Addre'^'by the Chairman of the'Division. 

•Rochdale Division. — At Kingsway Hotel, Rochdale, Thursday, 
November 24, 8 for 8.30 p.m., annual dinner. Members may take 
medical guests. 

South Essex Division. — At Oldchurch Hospital, Romford, 
rnday, November 25, 9 p.m., clinical meeting. 


St. Pancras Division.— At B.M.A. House, Tavistock Square, 
London, W.C., Friday, November 25, 8.30 p.m., Mr. A. Dickson 
Wright : “ Out-patient Letters.” 

South-West Wales Division.— At St. David's Hospital, Car- 
marthen, Sunday, November 27, 2.30 p.m.. Annual B.M.A. Lecture 
by Mr. D. H. Patey : “ The Acute Abdomen.” 

Swansea Division.— At Osborne Hotel, Langland, Thursday 
November 24, 7.30 p.m., lecture by Sir Horace Evans: “Hyper- 
tension with Special Reference to Surgical Treatment." 

West Middlesex Division.— At Red Lion Hotel, Southall, Fri- 
day, November 25, 8.30 p.m.. Dr. Clifford Allen: “Psychiatry 
through the Ages.” - , , 

West Somerset Division.— At -Yeovil District Hospital, Thursday. 
November 24. 5.30 p.m., clinical meeting. Mr. E. G. Tuekwell: 
“ Sympathectomy.” 


Meetings of Branches-nnd Divisions 
Coventry Division 

The first ordinary general meeting of the Division for 1949-50 
was held on October 1 1 and ' was attended by 55 members 
The chairman,' Surgeon Commander R. S. Rudland, R.N.V.R., 
in his inaugural address told of his experiences during the war on 
H.M.S. Iron Duke and H.M.S. Devonshire. He described particu- 
larly the operation concerned with the return of King Haakon ol 
Norway to his own country in 1945, and also with the surrender of 
important units of the German Navy. He showed films demon- 
strating life at Scapa Flow, naval exercises, and incidents in the 
Suez Canal. Ceylon, and Australia. ' 

The address was greatly enjoyed by the Division, and a very warm 
vote of thanks was accorded on the proposition of Dr. Meacock 
seconded by Dr. Elford. 

On Sunday, October 16, members of the Division attended Even- 
song at St. Lawrence Church. Foleshill. Coventry. Lessons were 
read by the chairman of the Division, Dr. R. S. Rudland, and the 
vice-chairman, Mr. T. Berrill. It is hoped that such a service will 
be held each year in ihe parish church of the chairman of the 
Division on the Sunday nearest St. Luke’s Day. 

Sooth Eastern Counties Division 

At a meeting of the Division held on October I6'a film, lent by 
the B.M.A. Film Library, showing the anatomy, pathology, and 
clinical features of angina pectoris was shown and aroused great 
interest. 

The secretary drew attention to the form of certificate required foi 
some of the industrial insurance policies, and it was agreed that a 
minimum fee of 10s. 6d. would be in order in these cases. The 
secretary announced that Mrs. McGregor had now taken over the 
secretaryship of ihe Royal Medical Benevolent Fund and that she 
would be grateful for any donations 

The emercency fees that had been agreed upon by the Departmeni 
and the B.M.A. 'had in that area been withdrawn. It had always 
been the custom among the doctors of the Borders to assist each 
other with this work. The appointments system at hospitals was 
brought to notice, and while the system itself was welcomed it was 
felt that it would be inopportune in view of the unfinished condition 
of the central hospital meantime. The Deoartment of Health had 
notified ihe regional hospital board that it declined to pay a special 
fee for domiciliary V.D. treatment. They had not yet replied to the 
secretary’s note. The secretary reported hat it was hoped to discuss 
this directly with the members of the Department at a meeting al 
St. Andrew’s House. 

The position of a new central hospital for the Borders was being 
discussed by the management board and the regional hospital board, 
and the secretary asked for the doctors present to indicate whether 
they would prefer to have it in the neighbourhood of Galashiels, or 
more centrally in the area. Among those present the opinion was 
definitely that it should be near Galashiels. (Most of the Galashiels . 
and district doctors were present.) 

I)r. McCracken, by letter, raised the question of a fee for lunacy 
certificates. It was agreed that the secretary should inquire into who 
was the responsible party for the payment to nractitioners. Dr. 
McGregor raised the question of duplicate certificates for insured 
persons. The secretary poinied out that the original agreement, was 
that the Ministry of National Insurance should on request issue 
the.se certificates, but they now complained thai owing lo shonage of 
staff they were unable to fulfil these. The secretary was to take this 
matter up with the Scottish Medical Services Committee. 

Tunbridge Wells Division 

A week-end refresher course was held on October 22-23' at the 
Kent and Sussex Hospital. On October 22 Sir Stanford Cade 
lectured on “Malignant Disease: Incidence, Early Diagnosis, and 
Achievement of Treatment,” and Mr. Holmes Sellors lectured on 
“ Malignant Disease in the Chest : Early Signs,- Symptoms, and 
Treatment.” At 9 p.m there was a Brains Trust in which Sir Henry 
Cohen, Dr. R. M. B. MacKenna, Mr. Holmes SeUors. and Mr. N L. 
Capener took part. On October 23 Mr. N. L. Capener lectured on 
“ Backache,” Dr. R. M. B. MacKenna on “ Skin Eruptions m a 
Manifestation of Somatic Disorder,” and Sir Henry Cohen on “The, 
Genesis and Treatment of Peptic Ulcer.’ 
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CHEMOTHERAPY IN THE TREATMENT OF MALIGNANT DISEASE* 

BY 

E. C. DODDS. ALV.O., M.D., F.R.C.P., F.R^. 

Coiirlaiild Professor of Biochemistry, University of London 


Ihe mle of this discussion is a little unfortunate in that 
It wouiJ imply that there really is a chemotherapy of 
cancer. A less misleading title would have been something 
like “Empirical Attempts at Chemotherapy of Cancer.” 
The term m its classical sense presupposes that one under- 
stands e.xactly the nature of the disease one is attempting 
to cure. The first e.\ample was the use of arsenicals by 
Ehrlich in the treatment of syphilis, terminating in the 
triumphant production of “salvarsan” in 1911. Here the 
mode of infection was known, the nature of the infective 
agent — the spirochaete — had been demonstrated, and the 
general pathology of the disease was completely under- 
stood. The same applies to the other successes in this field, 
such as the chemotherapeutic attack on malaria, generalized 
infections, and so forth. 

It is not an overstatement to say that we have no know- 
ledge whatsoever of the causation of the great majority 
of human cancers, nor have ^we really any proper under- 
standing of the malignant process which enables cells to 
multiply and divide and so destroy the host. In certain 
types of cancer we do know the predisposing factor — for 
, e.xample. m the tar tumours or the tumours in the bladder 

I . atised b\ contact with certain chemical substances in the 

' dyestuff industry. However, we do not know why these 

1 .‘.enis turn innocent cells into malignant cells, nor what 

1 I, be dilTcrence is between the malignant cell and the non- 

! malignant, other than its power of unlimited growth. We 

i cannot stop it once it 'has been started, except by some 

’ rblati'c form of treatment such as surgery or irradiation. 

' I'.'e must titerefore admit that- anyone attempting cheroo- 

i therapy is truly working in the dark, and that he must of 

j necessity be an empiricist. 

J I shall not attempt to give anything like a- complete list 
i if tile various substances and preparations, that have been 
^ ..ied in the chemotherapeutic attack on cancer. There is 
^ no satisfactory approach to the cancer problem in this way, 
5 ai'd most of the preparations that have been used have 
had a very short vogue and then, with few exceptions, have 
been aoandoned. It is with what can be saved out of the 
■i wreck, so to speak, that we are concerned. 

Two Groups of Effective Substances 
The substances which have an effect on malignant disease 
J may be classified under two-headings: (1) those which do 
not affect the cancer itself but which affect the host back- 
frounJ in such a way that growth of the malignant tumour 
is either not favoured or is suppressed and held in abey- 
ance; those w hich exhibit a directly poisonous actio n 

•Rent in openins a discussion in ihe Section of Pathology and 
Bactcrioloci- .-u the Annual Meeting of the British Medical Assoda- 
■' V \ tion, Harrogate. 19-19. 


on the cancer cells, acting preferentially on them as 
compared v/ith the host tissues. 

The former substances are well known and are not of 
fresh interest. One of the most striking e.xamples is the 
use of stilboestrol, or synthetic oestrogens, in the treatment 
of carcinoma of the prostate. Stilboestrol is highly active 
when given by mouth and can replace the naturally occur- 
ring substances iif every way, WTien Huggins and Hodges 
(1941) wished to damp off the activity of the anterior lobe 
of the pituitary in cases of carcinoma of the prostate they 
utilized this powerful orally active oestrogen. By cutting 
off the supply of gonadotrophic hormone to the testes the 
secretion of androgens is abolished, and carcinoma of the 
prostate is unable to flourish in a background that does 
not contain androgens. Stilboestrol therefore produces its 
good effect, we believe, not by a direct action on the 
tumour but by altering the background or. environment of 
'the tumour so’ that it cannot flourish. It would appear also 
that certain carcinogenic hydrocarbons, when given to 
tumour-bearing animals, alter the balance of some nutri- 
tional factor, and it would seem doubtful whether the 
observed inhibition is due to a direct action on the tumour. 

Turning to the second group, we encounter those sub- 
stances which possess what is kno^y^ as cytotoxic setion. 
It is well known that a number of chemical substances are 
capable of preventing mitosis and thereby hindering cell 
division. An example of these is colchicine. This sub- 
stance, however, not only inhibits the division of malignant 
cells but also affects normal ones, and therefore cannot be 
used as a chemotherapeutic agent. The great toxicity to 
normal tissues of all the known cytotoxic agents makes their 
use so hazardous that it is doubtful whether they should be 
employed. 

Two of the most important of the substances used are 
urethane and nitrogen mustards. The fact that urethane 
could be employed as a cytoto.xic substance was first dis- 
covered by Haddow and Sexton (1946). Nitrogen mustard 
is an analogue of mustard gas, and the one most commonly 
employed is methyl-6is-/3-chlorethyIamine. It is known 
that mustard gas itself has a powerful action on the nuclear 
mechanism, and that it is able to produce mutation by- 
affecting the chromosomes of the Drosophila (Auerbach, 
Ansari, and Robson, 1942, 1943). Careful clinical experi- 
mentation has shown that nitrogen mustard seems to have a 
slightly more to.vic action on certain malignant cells than 
on normal cells. 

Folic Acid and Allied Compounds 

The greater part of my space will be devoted to thf 
newest comers in this field of would-be chemotherapeut' 
agents — namely, the folic acid and anti-folic-acid gro- 

46 .’ 
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It is very difficult for anyone who has not visited the 
United States to realize the tremendous concentration of 
both laboratory and clinical workers on this group of sub- 
stances. As the literature on the subject is diffuse, a brief 
summary of the general position might help readers to get 
a better grasp of this 'admittedly complex '^subject. To 
indicate how the whole subject of folic acid and allied com- 
pounds and their application to the treatment of cancer 
actually arose it is necessary to review a series of simul- 
taneous researches in relation to malignant disease. 

From 1939 onwards appeared a series of papers by 
Lewisohn et al. (1940, 1941a, 1941b, 1942). This work 
described a search for substances capable of causing regres- 
sion of spontaneous mammary tumours in female mice of 
Rockland Farm strain. It was claimed that regression 
occurred when these animals were treated with extracts 
from such varied materials as spleen and certain cereals. 
Attempts to isolate the substance common to all these 
various extracts yielded only inositol, and it was claimed 
that this was apparently responsible for the inhibition. 
These experiments were continued in 1944 (Lewisohn et ai, 
1944, 1945) and were the subject of a certain amount of 
controversy. We must now turn to other researches, 

A whole series of workers were studying the growth of 
bacteria on purified synthetic media. Growth of a number 
of organisms could be stimulated by the addition of extracts 
of various substances such as spinach, spleen, and liver. It. 
is neither desirable nor possible to review this work here, 
but it can be stated that as a result of chemical investigations 
it became obvious that one factor was responsible for these 
efltects, and that this factor also appeared to be identical 
with the one used by Lewisohn and his collaborators. 

A further series of researches, started in *1935 by Day 
et al. (1938), showed that a certain type of anaemia induced 
by deficient diet in monkeys could be cured by the addition 
of extracts of liver, spleen, and green leaves. They called 
this substance “ vitamin M.” Again chemical Investigation 
of this suggested that it was possibly the same substance as 
that mentioned above. A precisely similar story was dis- 
closed in relation to the dietary factors responsible for the 
growth of chickens and the proper development of tlieir 
feathers. The substance was identified as pteroylglutamic 
acid, and the name “ folic acid ” was adopted for it. The 
formula of folic acid is: 


to be a crystalline cobalt-containing substance, known as 
vitamin Bj„. This was isolated by Lester-Smith (1948) and 
also by workers in the Merck, laboratory in the United 
States (Rickes et al., 1948). 

A further complication is that folic acid may e.xist free 
in the tissues or as a peptide. Two such peptides have 
been synthesized. Whilst folic acid is pteroylglutamic acid, 
there is pteroyldiglutamic acid, which has been called 
diopterin, and pteroyitriglutamic acid, which is known as 
teropterin. In the body these substances are digested, 
releasing folic acid. Therefore their administration to the 
human subject has the same effect as the administration ol 
folic acid. 

,I now return to the researches of Lewisohn and his col- 
leagues. They described the cure of breast carcinoma in 
three different strains of mice and showed that the active 
part of their extract was identical with the pteroyitriglutamic 
acid, or teropterin, referred to above. At a later date 
SubbaRow and his collaborators (Boothe et al., 19481 
synthesized both diopterin and teropterin, and these sub- 
stances became available in relatively large quantities for 
clinical research. It is not necessary to review in detail 
the investigation of the anticancerous activity of these sub- 
stances, but it can be stated that to-day it is admitted that 
they are without value in the treatment of both animal 
and human cancer. The good results obtained by earlier 
workers in human malignant disease were undoubtedly due 
to psychological effects, and when carefully controlled 
experiments were made with blank controls no specific 
anticancerous effect could be attributed to either teropterin 
or diopterin. This chapter can therefore be regarded as 
finally' closed, and it must be admitted that neither folic 
acid nor its peptides are of any value in the treatment of 
malignant disease. , 

Modified Folic Acids 

I must now turn to further chemical research. The 
synthesis of teropterin renders possible the preparation of 
a series of modified folic acids. The numbering of the atoms 
in the ring systems is shown in the folic acid formula above, 
and various substitutions can be made. Thus instead of 
glutamic acid it is possible to make a compound in which 
aspartic acid replaces the glutamic acid. The compound, 
which is known as an-fol-A or R, has the following 
formula : 


OH 



OH 



■/VV 

NH. ^ 


CHj— NH<f >-C— NHCH— COOH 

II I 

O CHj 

COOH 


COOH 


It has since been synthesized by SubbaRow and his collabo- 
rators (Angier et al., 1945, 1946 ; Waller et al., 1946), and 
possesses the following characteristics; it crystallizes as 
yellow pear-shaped platelets ; it -is sparingly soluble in water 
(the sodium salt is much more soluble) ; its physiological 
properties show that it has a very low degree of toxicity 
and that it is an essential growth factor for a number 
of bacteria, animals, and birds. Clinically, its most impor- 
tant action is in Addison’s anaemia, in which it is able to 
cause a haematological remission in the same manner as 
the liver substance. It will be remembered that it does not 
protect against the neurological complications, and is there- 
fore different from the liver substance. This we now know 


Similarly, it is possible to take the pteroic acid and prepare 
methylpteroic acid, which is known as met-foI-B and whose 
formula is as follows ; * 


n/\/ CHa-N— COOH 

I it I I \ / 

CH, 


NH, 




Another compound is obtained by substituting an amino 
group in the 4-position, giving 4-aminopteroylglutaimc 
acid, or “ aminopterin.” Similarly, in addition to substitu- 
tion of an amino group at the 4-position, a inethyl group 
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can be attached, as in methylpteroic acid, giving 4-amino- 
niethvlpieroylglutamic acid, or A-methopterin. Finally, 
the aspartic acid compound can be substituted at the 
4-posit!on by an amino group, giving 4-aminopteroyl- 
aspartic acid, or amino-an-fol. 

When these substances ^\ere tested out physiologically it 
'VIS found tliat they possessed very powerful anti-folic-acid 
icuvity. The modern conception is that folic acid is essen- 
tial for the growth of normal cells. This is proved by 
tissue-culture experiments and by e.xperimental feeding in 
ammals, and of course it is well known to be essential for 
the growth of bacteria. It will be remembered that Fildes 
and Woods (1940) showed that sulphonamides act by 
replacing the normal constituent of the bacterial nutritional 
requirements — namely, p-aminobenzoic acid. It was felt 
that a similar type of e.xperiment could be done with the 
anti-folic-acid substances, and that just as one' could deceive 
the bacteria, so to speak, by feeding them with sulphon- 
amides, which could be inhibited by p-aminobenzoic acid, 
so it wou'd be possible to palm off one of these five anti- 
folic-acid substances on the cells, these substances becoming 
fixed in the cells so that they ultimately died. The folic 
acid antagonists act in vitro in tissue cultures and will also 
inhibit the action of folic acid on the growth of bacteria. 
In m.ammals they produce a powerful inhibition of the bone 
marrow, resulting in severe anaemia — effects similar to 
those seen in folic acid deficiency. 

Since these substances interfere with the multiplication of 
cells, probably acting on the nuclear mechanism, their trial 
in malignant disease was obviously indicated. They have 
been investigated extensively for their action on spon- 
taneous and transplanted tumours, and have been found to 
be effective against a number of them. They have also 
been used in the treatment of human malignant disease, 
and particularly in the leukaemias. 


Conclusion 

It must be pointed out that these bodies are extremely 
toxic and their use in the human subject is fraught with 
danaer, as the toxic dose is so near the effective therapeutic 
dose. As Rhoads (1948 — personal communication) has so 
rightly fointed 

e.xperimental point of view how close the toxic dose is to 
the therapeutic dose, provided it can definitely be shown 
that thcic substances do e.xert a specific toxic action on 
malignant cells. The question of the moment is whether 
in tiffs series we have the starting-point of a nety set of 
compounds for the treatment of malignant disease ; in other 
■•vords, do these anti-folic-acid analogues occupy the same 
nosition in relation to the ultimate chemotherapeutic 
control of malignant disease as “ atoxyl ” did to salvarsan ? 


References 

Aivver R. B.. et (■1945). Science, 102, 227. 
fl946). Ibid.. 103. 667. 

Auerbach C., Ansari, M. Y., and Robson, J. M. (1942, 1943). 

Ouo e ' by Giiman and Philips (1946). Ibid., 103. 409. 
Rnoth^J H. ei at. (t94S). Trans. N.Y. Acad. Sci.. 10. 70. 

Day. R L.. Lan.csipn. W. C., and Darby, W. J. (193S). Proc. Sac. 

Fildcs'^P ^anii Woods. D. D. (1940). CIsem. and Ind.. 5^1-’3.. 
riaddo'v ' a. and Sexton, W. A. (1946). Nature. 157. 500 

C . and Hodges. C. V. (1941). Cancer Res.. 1. 293. 

• -Trr smii’l-' E \^aiurc. 161. 63S. 

LcSohn. R.. er nl. (1940) Prac. Sac. jp. Biol., N.Y.. 43, 5SS. 

(I94la). Amer. J. Path., 17, 251, 

1 1941b). Cancer Res., 1, 799, 

^(1942). Ibid., 2. SIS. 

(1944). Proc. Soc. c.\p. Biol., A.l.. Sa, 204. 

(194''). Science. 101. 46. 

, FI Brink. N. G.. Koniusky, F. R., Woo'd, 1. R., and 
FolUrs K.. (194S). Ibid.. 107. 396. 

W.iller C W.. ctat. (1946). .-Inn. N.Y. .4cad. Sci.. 48. 2S3. 


CHEiMOTHERAPY IN THE TREATMENT 
OF MALIGNANT DISEASE* 

BY 

Sir STANFORD CADE, K.B.E., C.B., F.R.C.S. 

M.R.CJ. 

Surgeon, Westminster Hospital 

Treatment of malignant disease by medicinal means has 
been tried for many years, and the very multiplicity of the 
suggested remedies and their short-lived popularity serve 
only to indicate that none, so far, has proved of value. It 
must be emphasized that there is no specific remedy which 
destroys a malignant growth e.xcept surgical ablation or 
radiotherapeutic destruction of the tumour. Nevertheless, 
advances in biochemistry and biophysics have resulted in the 
production and use of chemotherapeutic substances which 
have an effect either on the tumour or on the host, and 
which so alter the natural course of the disease as to effect 
remissions, although these are only temporary. The import- 
ance of these chemotherapeutic trials lies in their scientific 
implication ; they are pointers or indicators for further lines 
of research. They are not curative agents, and only a few 
can be said to be even of palliative value in the control 
of the disease. It is, however, important from time to time 
to review present-day knowledge. 

The remedies under clinical trial to-day fall into two 
main groups; (1) those with a cvtotoxic effect on the neo- 
plasm. and (2) hormones which alter the “internal carcino- 
genic environment ” of the patient. This expression we owe 
to Cramer and Homing (1939). 

The most interestmg substances of the group of cytotoxic 
poisons are the nitrogen mustards, urethane, and ths^anti- 
folic-acid compounds. 

Nitrogen Mustard 

Nitrogen mustard was first introduced in 1942, and has 
been used clinically as the “ HN2 ” compound (methyl bis-t 
(j?-chloroethyl) amine) ; the “ HN3 ” compound (tris-i^- 
N-chloroethyl) amine) being more toxic and producing wide- 
spread thrombosis. The dose generally used is 0.1 mg. per 
kg. of body weight, given intravenously up to a total of 0.6 
or 0.8 mg. per kg. of body weight. It has been tried in 
many types of tumours — bone sarcoma, melanotic carcin- 
oma, the reticuloses, Hodgkin’s disease and lymphosarcoma, 
carcinoma of the lung, and testicular neoplasms. In some 
cases visible regression of large tumours, especially masses 
of enlarged lymph nodes, has been obtained, with a corre- 
sponding improvement in the general state of the patient. 
So far as I am aware there is, however, no recorded case 
of an apparent regression for pro'onged periods. Nitrogen 
mustard is now used almost exclusively in the terminal 
stages of lymphadenoma and in cases of cancer of the lung 
untreatable by surgical or radiotherapeutic methods. It is 
of palliative value and may restore health for short periods 
of time — up to nine months in my own experience, but 
generally for three months only. 

The fact that cures have not been obtained should not 
be a deterrent — on the contrary, it should be an incentive — 
to the research chemist and biochemist in their search for 
other mustard compounds more effective and possibly less 
toxic. Regression of neoplasms, although temporary, is 
nevertheless very dramatic. Thus in Hodgkin’s disease, at 
a stage resistant to radiation, with fever of, either the Pel- 
Ebstein intermittent type or even the sustained pyrexia ty^se 

•Read in the Section of Pathology and Bacteriology at the Annual 
Meeting of the British Medical Association, Harrogate, 1949. 
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in the terminal stages, the temperature drops to the normal 
level sometimes with dramatic suddenness and remains 
normal for many weeks. Enlarged lymph nodes shrink or 
disappear altogether. Occasionally even masses of abdom- 
inal glands shrink, but I have not seen any diminution in 
size of enlarged livers or spleens. In most cases there is 
a marked drop in the total leucocyte count following the 
injections, and even a greater corresponding fall in the 
haemoglobin percentage. One instance of each type of case 
will be given. 

Lymphadenoma . — A woman aged 26 ; histologically proved 
case of lymphadenoma treated previously by x rays and con- 
trolled for two and a half years. Admitted to Westminster 
Hospital in a moribund condition. Enlarged glands in the neck 
and groin, large epigastric mass, infiltration of the skin of 
abdominal wall and left breast, wasting, anaemia, and fever. 
She was given three injections of HN2, 0.2 mg. per kg. of body 
weight. The injections were followed by nausea, severe vomit- 
ing, and a fall of blood pressure. The reaction subsided in 
12 hours. The total white cells fell from 5,200 to 1,100; lowest 
lymphocyte count 35 per c.mm. Haemoglobin fell from 73%' 
to 56%. There followed within 10 days a rapid and dramatic 
improvement. The upper abdominal mass almost disappeared ; 
the glands in the neck and groins were no longer palpable, and 
the skin nodules had vanished. She left the hospital three weeks 
after admission in near-normal health, and during the subse- 
quent two months her weight increased by 2 st. (12.7 kg.). The 
improvement lasted four months ; recrudescence of symptoms 
then occurred, culminating in a flaccid paraplegia. Further 
treatment by nitrogen mustard and x rays produced little re- 
sponse, and she died three months later — that is, nine months 
after the initial treatment. Post-mortem examination revealed 
widespread disease in the mesenteric glands and around the 
aorta, and infiltration of the bodies of the fifth to seventh dorsal 
vertebrae, with compression of the spinal cord. 

Carcinoma of the Ln/ig . — A man aged 44. The clinical 
picture was as follows : cough ; shortness of breath ; repeated 
haemoptysis ; clubbing of fingers ; hard, clinically malignant 
fixed right supraclavicular glands. Dilated veins on the chest, 
indicating upper caval obstruction. Radiography of the chest 
showed a large tumour in the upper mediastinum, enlargement 
oof right bronchial glands, atelectasis of the right upper lobe, 
and the oesophagus displaced to the left by the tumour. Six 
injections of HN2, 0.5 mg. per kg. of body weight (a total 
of 30 mg.), were given in a period of three weeks. The 
cough, anorexia, dyspnoea, and haemoptysis disappeared. The 
engorged veins on the front of the chest were no longer visible, 
and clubbing of the fingers was less marked. The supra- 
clavicular glands were reduced in size to small hard nodules. 
A radiograph of the chest revealed a marked diminution in the 
mediastinal mass. So far this patient has remained well for 
eight months. 

To summarize, nitrogen mustard is of value in the treat- 
fuent of lymphadenoma and carcinoma of the lung as a 
palliative measure, producing temporary regression of 
tumour masses and improvement in health. . It has no cura- 
tive value. It is more accurate to say that it postpones 
death by a few months than that it arrests the disease. Its 
importance lies in the fact that it produces changes in some 
types of tumour not dissimilar to the changes produced by 
radiation. 

Urethane 

The experimental work of Haddow and Sexton (1946) led 
to the clinical trial of urethane in. cases of leukaemia 
(Paterson et al., 1946, 1947). This substance is given by 
mouth in doses varying from 2 to 4 g. daily. It produces a 
fall in the total white cell count and a return of the differ- 
ential count to the normal proportion. The enlarged spleen 
diminishes in size. Most cases show a rise in haemoglobin. 
It is effective both in the myeloid and in the lymphatic 
types of leukaemia of the chronic form. It has no effect 


in acute leukaemias. There is a close similarity between the 
effects of radiotherapy and urethane ; the advantage of the 
drug is that it is effective when irradiation no longer 
produces regression in the size of the spleen or lymph nodes 
There is also sporadic evidence that a relatively small 
maintenance dose of 1.5 g. daily may be continued for long 
periods: doses up to 1,500 g. spread over 15 months have 
been tried. The patient with chronic myeloid leukaemia 
described by Piney (1947), and who became pregnant during 
a period of remission following urethane and was delivered 
of a healthy child by caesarean section, is still alive now, 
two years later. There is little doubt that urethane is an 
important addition to the available methods of treatment of 
chronic leukaemias. Effective although temporary pallia- 
tion is obtained in the majority of cases. So far there is no 
indication that urethane can arrest, the disease, and cessation 
of treatment ds followed by recrudescence of all clinical 
manifestations. In thi^ therapeutic doses used the red coiini 
is not affected ; on the contrary, there is a rise in 
haemoglobin. 

Folic Acid Antagonists 

Of the new chemotherapeutic agents, “ aminopterin ' 
(4-amino-pteroylglutamic acid) is of interest, as it has a 
marked leucotoxic action and hence has been tried in acute 
leukaemia. Temporary remissions of this rapidly fatal 
disease have been reported by Farber and his collaborators 
(1948). Aminopterin even in small doses of 1 mg. daily is 
toxic and causes acute lesions in the .mucous membranes, 
ulceration of the mouth and lips, intestinal haemorrhage, 
haematuria, and purpuric haemorrhages. By courtesy of 
the Lederle Laboratories I have had the opportunity of 
j3Utting this substance to clinical trial, so far, in four cases 
of acute lymphatic leukaemia and in one case of monocytic 
leukaemia. The first three patients died of their disease . 
the fourth patient with acute lymphatic leukaemia is undei 
treatment at present. 

The fall in the blood count is nevertheless very remark- 
able — in one case from a total of 76,000 (95^ lymphocytic 
series) to 10,000 (42% lymphocytic and 36% early poly- 
morphonuclear cells). In the case of acute monocytic 
leukaemia a. brief period of great clinical improvement was 
obtained. All three varieties — lymphocytic, myeloblastic. 
and monocytic — showed the remarkable and rapid altera- 
tion in the blood count. The importance of this group of 
folic acid antagonists lies in their leucotoxic power. In their 
present form they are merely that — leucotoxic agents ; they 
have so far shown no curative properties. It is pointed 
out, however, that further chemical studies and alterations 
in the molecular structure of these compounds might result 
in more effective and more prolonged action on the 
acute leukaemias. 

Hormones 

The treatment of human cancer by hormones is at present 
applicable only to cases of cancer of the prostate and cancel 
of the breast — both organs being physiologically under the 
control of male and female sex hormones. The great land- 
marks in this vast, complex, and as yet only partially under- 
stood subject are Dodds’s (1943-6) production of synthetic 
oestrogens, Laccassagne’s observation on the development 
of cancer in mice following injections of oestrogens, and 
Haddow’s (Haddow, 1935; Haddow and Sexton, 1946) 
observations on the effects of carcinogenic hydrocarbons on 
the rate of growth of spontaneous tumours. 

Cancer of the Prostate . — Huggins et al. (1939) and 
Huggins and Clark (1940), of Chicago, after a brilliant 
experimental study of the, physiology of the prostate, 
established the fact that oestrogens are beneficial in cancer 
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of the prostate. Stilboestrol has now been used for about 
nine years, and it is generally accepted that cancer of the 
prostate can be controlled by it. Survivals of five or more 
years are not uncommon. The points which may with 
benefit be emphasized here are as follows: (1) Castration 
produces effects similar to those obtained by stilboestrol. 

(2) About 10% of patients with cancer of the prostate do 
not benefit at all from this treatment. "Careful study of 
this small percentage is more important' than the mere 
recording of the spectacular improvement of the majority. 

(3) Although most cases receive about 15 mg. of stilboestrol 
daily, enormous doses — up to 1,000 mg. daily — have been 
given for several weeks in late cases, with an e.xtension of 
periods of regression. (4) In no case can it be said that the 
disease is eradicated — it is checked or controlled. (5) The 
mechanism of the action of stilboestrol is still not deter- 
mined, although much is known about it. (6) There is no 
accuracy in dosage — it is still a method of trial and error. 

Cancer of the Breast. — Both oestrogens and androgens 
are used in breast cancer in women, 
in males oestrogens are of 
benefit and androgens are 
not : and- in both men and 
women castration plays a part 
in the treatment of metastasis. 

The importance of hormones 
in the treatment of cancer of 
the breast lies in their effect 
on the terminal stages of dis- 
ease. In early stages radical 
surgery is the method of 
choice ; in more advanced 
cases in which the disease is 
still localized to the breast 
and its immediate lymph- 
drainage area the methods of 
choice are surgery and radia- 
tion. But hormones, both 
androgens ^ and oestrogens, 
have given us a new weapon 
to control skeletal and vis- 
ceral metastases. There is 
already a considerable and 
rapidly growing literature on 
this subject (Adair, 194S ; 

Nathanson, 1947 ; etc.) I 
will merely give a brief 
general account of my per- 
sonal experience with testosterone propionate in patients 
with widely disseminated metastases in the skeleton and 
viscera. There are 50 such patients, and the longest sur- 
' ival period so far in my personal series is two years. 
No e.xtravagant claims must be made for hormones ; 
neither must their clinical as well as scientific impor- 
unce be under-estimated. It is indeed the very first 
time that medicinal means have been able to control some 
forms of cancer at a stage otherwise quite uncontrollable. 
The variations in response to treatment indicate that the 
patient's hormonal state more perhaps than the biological 
differences in the tumour is responsible for the effects 
obtained. The study of my personal series confirmed many 
points noted previously : it does not, however, confirm 
them all 

Androgens 

Briefly summarized, the observations are as follows: 

^ rr or Patient. — Both old and young patients, pre- and post- 
menopausal, respond lo androgens. The side-effects are more 
pronounced' and less well tolerated by the younger group. 


These side-effects are hirsuties, change of voice, enlargement 
of clitoris, and change in appearance and temperameat. The 
side-effects are not necessarily correlated with the dose of 
androgens. In some patients small doses produced very marked 
masculmization ; in others very large doses produced minimal 
effects. The younger the pauent the larger the dose required to 
obtain control of the disease. 

Type of Metastasis . — Skeletal metastases respond more often, 
more quickly, and for longer periods than visceral metastases. 
Regression of lesions has been obtained in secondary deposits 
in the skeleton, the liver, the pleura, and the brain ; alio in 
.soft-tissue recurrences — skin, subcutaneous tissue, and lymph 
nodes. 

Effect of Treatment . — Pain from skeletal metastases is re- 
lieved in most cases. Ulceration of cutaneous lesioas heals. 
Blood-stained pleural effusion, previously necessitating frequent 
tapping, no longer reaccumulates. Paresis of cranial nerves or 
from spinal compression has in a few cases been followed by 
recovery of power. Involvement of the base of the skull and 
of the pituitary producing polydipsia and polyuria has been 
controlled, and an intake of 2 gallons (4.45 litres) or more of 


been reduced to about 50-60 oz. (1.42-1.7 litres) a day. In 
many cases bedridden, morphinized, and desperately ill patients 
have been restored to apparently normal health. Thus one 
patient with widespread skeletal metastases returned for a time 
to her work as a lady almoner in a hospital and for a year 
could lead a normal life and take exercise such as dancing. 
Several patients in terminal stages have returned to a normal 
e.xistence for periods up to two years so far. .Y-ray e.vamina- 
tion shows reossiffcation of osteolyric lesions after three to sLx 
months, seldom earlier, and not in every case. In all cases 
there is an increase in weight, chiefly due to water reten- 
tion, clinically manifested by diminished urinary output and 
subcutaneous oedema. 

Dosage . — After a careful study of the available reports the 
dose tried was 150 mg. of testosterone propionate daily by 
intramuscular injection. Subsequently the dose was increased 
in about one-half of the patients lo 300 mg. daily, till a total 
varying from 3.000 to 6.000 mg. was reached. In most cases 
when improvement was satisfactory at the end of this period 
an implant of 3,000 mg. was given. In a few cases much 
smaller doses, not e,xceeding 150 mg. weekly, were tried. There 
is at present no definite indication of the e.xacl dose. 
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leucorrhoea, or which is the result of cervical infection, 
ever causes pruritus vulvae. 

2, Glycosuria 

The fact that eight of this smaii series of previously 
selected cases proved to have glycosuria is significant. The 
diagnosis of' diabetes may easily be missed if at the time 
of examination the patient has not eaten for several hours 
and the urine is temporarily free from sugar. If there is 
any doubt about the cause of pruritus the only safe pro- 
cedure is a glucose-tolerance test. In glycosuria without 
diabetes the pruritus is nearly always the result of O’idiitm 
albicans infection, which thrives in the presence of a free 
supply of carbohydrate. The same is true of diabetes 
meliitus, but there is the added possibility of pruritus 
being the result of peripheral neuritis or of chemical 
changes in the skin. The vulva in these cases presents 
a typical appearance, the tissues being slightly swollen and 
oedematous with a characteristic dusky blue or purple 
coloration, 

3, Psychogenic Causes 

A close relationship between the mind and the skin and 
the part played by psychological upsets in causing skin 
diseases are recognized by ^11. Many psychiatrists empha- 
size the sexual basis of mental disturbances, so it is little 
wonder that the skin of the vulva can become the site 
for manifestations of psychoneuroses. Some hold that 
nearly all cases of pruritus vulvae have a ' psychogenic 
basis, but there is a danger of the importance of this factor 
being exaggerated. In general, mental and emotional upsets 
should be accepted as causing pruritus vulvae only when 
every other possibility has been excluded. When they are 
merely contributory factors, as they often are, they usually 
cease to operate when other causes are removed. Among 
the common psychogenic causes may be, mentioned guilt 
over masturbation, cancerophobia, fear of venereal disease, 
marital disharmony with an underlying desire to avoid 
coitus, or a scratch habit. 

4. Prolapse 

Prolapse either of the uterus or of the vagina seems to 
be a rare but none the less definite cause of pruritus. Con- 
sidering how common is prolapse, however, and how infre- 
quently pruritus is a symptom, it is natural to doubt the 
association, yet a few cases seem to be cured completely 
by a repair operation. However, the possibility that the 
cure is dye to something incidental to the operation, such 
as sterilization of the vagina, rest in bed, or a psychological 
effect, cannot be excluded. 

5. Allergy and Drag Sensitivity 

Skin sensitivity to various chemical constituents of toilet 
preparations occasionally cause pruritus vulvae.* Sometimes 
acetarsol, silver picrate, and other drugs used in the treaf- 
ment of trichomonas vaginitis are the cause of pruritus, or 
lead to its continuance after the original causal infection 
is under control. 

Apart from urticaria associated with the same condition 
elsewhere it is doubtful how far allergy is responsible for 
pruritus vulvae. The possibility has been much discussed 
and investigat'id in recent years, and is the basis of empiri- 
cal treatment Svith ergotamine and antihistamine drugs. 
Allergic reaction to the patient’s own sex hormones has 
bla Skin-sensitivity tests either with endocrine 
par ■ with other possible antigens are rarely 

and in my experience antihistamine drugs 
tisfactory results. 


6. Leucoplakia Vulvae 

Our knowledge of the pathogenesis of leucoplakia vulvae 
and kraurosis vulvae is as confused and insecure as it 
was forty years ago, when Berkeley and Bonney (1909) 
attempted to define them. There is a renewed tendency 
to return to the older view that kraurosis is the ultimate 
atrophic phase of leucoplakia. If kraurosis is to be regarded 
as a condition of extreme atrophy affecting the introitus 
only and often associated with senile vaginitis, this can 
hardly be correct. Some writers even distinguish between 
leucoplakia and leucoplakic vulvitis, and Hunt (1943) 
regards leucoplakia as 'a form of lichen planus. The 
variation in views, few of them supported by convincing' 
evidence, is borne out by Savill (1940) and by Miller and 
others (1947), together with the discussion which followed 
this latter paper. 

In my experience kraurosis vulvae as originally described 
is very rare and does not cause pruritus but rather pain 
and dyspareunia ; Ibis feature, which was emphasized long 
ago by Berkeley and Bonney (19091, tends to be overlooked. 
Nevertheless senile vaginitis, possibly associated with vulval 
atrophy, is occasionally associated with pruritus, which 
responds to oestrogen therapy. Leukoplakia, at least in 
its hypertrophic phase, is not difficult to recognize. It 
affects the outer aspects of the* labia and may spread to 
the perineum and around the anus, and is undoubtedly 
precancerous. It occurs at any age and does not bear 
any relation to ovarian function, so it is not improved by 
oestrogen therapy. There is good reason to believe that 
it may not be a specific entity but merely one type of skin 
reaction to many possible stimuli: prolonged scratching 
alone can produce somewhat similar skin, changes. It is 
sometimes the result of vitamin A deficiency, and is also 
seen occasionally in various types of anaemia and in 
diabetes. One of the most typical cases of “ leucoplakia ” 
I have ever seen was in a doctor’s wife who suffered from 
vitamin B deficiency as a result of a diet which consisted 
almost entirely of a few water-biscuits a day. The adminis- 
tration of riboflavin quickly restored the vulval skin to 
normal. The nine cases of leucoplakia shown in the list 
were “ iodiopathic ” in the sense that an underlying cause 
was not demonstrated ; there were five other cases in which 
the leucoplakic skin changes were considered secondary to 
other causes, and they appear under other headings. 

One of the most obscure types of pruritus is that 
in which the irritation is localized to a very .discrete 
area of thickened pale skin usually situated on one 
labium majus. It may be mistaken for leucoplakia, 
although hyperkeratinization and cracking are not pro- 
nounced features. It responds badly to treatment- 
even to excision — and is probably a form of localized 
neurodermatitis with lichenification. 

7. Deficiency States 

One of the greatest advances of recent years is the 
recognition that various deficiency states can cause pruritus 
vulvae, and the development and details of this knowledge 
are set out in papers by Swift (1932, 1936), Wright (1944), 
Stannus (1944), Hughes (1946), and Whitfield (1947). These 
authors are concerned mainly with the effect of vitamin A 
and various members of the vitamin B, complex. Other 
agents may operate, however, and -among ^hese may be 
mentioned iron, fiver factors, and possibly other vitamins. 
Pruritus vulvae is therefore occasionally a manifestation of 
hypochromic or hyperchfomic anaemia ; it then responds 
quite dramatically to the specific treatment of these condi- 
tions. The lesions produced in the vulva vary from slight 
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reddening or pallor and oedema to typical leucoplakia. As 
might be expected, other evidences of deficiency states, 
such as glossitis, cheilosis, and angular stomatitis, are often 
found in these cases. ' It is of interest to note that the 
scrotum, which is homologous with the labia majora, is 
also the seat of “ dermatitis ” in ariboflavinosis (Frankland, 
1948). 

If obvious local causes such as trichomonas infection are 
e.xcluded, deficiency states can be shown to be responsible 
for approximately 20% of the cases of pruritus vulvae. In 
this country they rarely arise as a result of gross dietetic 
errors, but such should be looked for, especially in elderly 
women living alone. More often they are due to some dis- 
turbance of the alimentary tract which interferes with bio- 
synthesis or with absorption. The most important factor in 
this respect, and one whose significance was first pointed out 
by Swift (1932, 1936), is achlorhydria, which is presumed 
to act by interfering with the absorption of vitamin A 
and iron. 

Achlorhydria 

During the last ten years the investigation of cases of 
obscure and intractable pruritus seen in private or hospital 
practice has included a fractional test meal, and the details 
of 46 women (including the 13 mentioned in the private 
series) with histamine-fast achlorhydria are available. 
The mere finding of achlorhydria,- which is common in 
women of advancing years, does not of course prove that 
it was the cause of pruritus, but the response to treatment 
suggests that in the majority it was. In four of the cases 
the skin lesion was typical leucoplakia ; in others there was 
pallor or reddening of the labia majora with secondary 
changes due to scratching. .Although the vulva was the 
main site of the pruritus the perianal skin was also involved 
in some cases. A significant degree of hypochromic 
anaemia was often present. All these patients were 
given acid, hydrochlor. dil. by mouth, and iron prepara- 
tions when necessary, but no other general or local treat- 
ment, and the immediate results were as follows: cured, 
34 ; slight relief, 1 ; unknown, 4 ; no response, 7. 

Leucoplakia was present in two of the seven failures, 
and excision was required ; in another case monilia infec- 
uon explained the itching. It seems reasonable to con- 
clude that in some of these seven and in the one with only 
partial relief the achlorhydria was probably merely coinci- 
dental, because the usual response to treatment is striking, 
even dramatic. Women who have had intolerable itching 
for years get complete relief within one to trvo weeks. 
One constant feature, however, is that an associated pruritus 
ani is not relieved to the same extent. 

In order to determine the ultimate effect all of the 34 

cured ” cases have been followed up. The findings are 
as follows: 


Permanent cure for 1 to S years 25 cases 

Hied from intercurrent disease 1 case 

.■'-.'t traced .. .. -- .. -- 2 cases 


Re'.ipsed and did not respond to further treatment 6 cases 

Some of those permanently cured report that they need 
to continue taking hydrochloric acid, otherwise the itching 
returns at once ; this is what one might expect. Others, 
however, after regular treatment for a few months have 
been able to discontinue taking the acid for long intervals 

years — without a return of pruritus. This is an 

extraordinary phenomenon which is not explained by pre- 
sent knowledge but is confirmed by Hyams and Bloom 
(1947). .Also interesting are the six women who were 
initially cured but did not get relief from the same treat- 
ment when symptoms recurred. One of these was ultimately 


cured by an operation for prolapse ; another can be kept 
comfortable only by periodic blood transfusions. In her 
case hypochromic anaemia persists or recurs despite the 
administration of hydrochloric acid and iron. 

Opinions differ about the relative importance of achlor- 
hydria as a cause of pruritus vulvae. Swift (1936) origin- 
ally stated that it is responsible for all cases of leucoplakia 
and kraurosis ; Haultain (1948) says that it is present in 
30% of cases of leucoplakia ; while Hyams and Bloom 
(1947)' put the figure at 60%. Miller el al. (1947), however, 
deny it any significant place in the aetiology of leucoplakia 
vulvae. In my e.xperience it accounts for appro.ximately 
20% of cases of “ pruritus ” for which there is no obvious 
local cause, and is present in about one-third of women 
who have what I regard as real leiicoplakic changes in the 
vulval skin. In these the vulval lesion is not always 
reversed by the administration of hydrochloric acid. More- 
over, and despite the statement of Hyams and Bloom (1947) 
to the contrary, /lypochlorhydria is rarely, if e\.er a 
significant finding in pruritus vulvae, and the acid deficiency 
must be complete if it is to operate. The fact that leuco- 
plakia in association with achlorhydria is often not cured 
by administering acid raises the question whether it repre- 
sents a skin reaction which has progressed so far as to be 
irreversible. Such a concept is in keeping with the obser- 
vationsxjf Stannus (1944) to the effect that in ariboflavinosis 
the essential pathology is capillary damage, and that the 
vascular disturbance may lead 'ultimately to permanent skin 
changes. 

Even when dietetic errors and alimentary upsets are 
excluded there still remains the possibility of a local tissue 
deficiency to account for some cases of pruritus vulvae. 
This might occur, for instance, if the blood supply is 
inadequate ; and the question then arises whether surface 
ischaemiarin leucoplakia is the cause or the result of poor 
nutrition to that area. Deficiency states, vascular distur- 
bances, and pruritus have some close association. A vascu- 
lar upset is often the basis for itching, as, for example, in 
urticaria and in varicose veins of the legs, the latter being 
accompanied by faulty nutrition to the skin. It is tempung 
to suggest that venous stasis is the significant lesion when 
pruritus vulvae seems to be caused by prolapse. The view 
that some local circulatory factor may cause pruritus vulvae 
is also supported by the fact that when the vulva is excised 
for leucoplakia healthy skin brought from other sites to 
cover the area often undergoes leucoplakic changes. 

Even when the supply of essential factors is normal the 
local tissues may be unable to utilize them, and in this 
connexion it is interesting to note that it has been suggested 
that diabetes mellitus can produce pruritus by interfering 
with the utilization of vitamins by the skin of by 
promoting their rapid e.xcretion. Carrying the argument 
further, it may be pointed out that when senile states cause 
pruritus vulvae the nutritive factor which is absent is 
oestrogen. 

The only types of pruritus which are difficult to account 
for on the basis of a general or local nutritional deficiency 
are those due to trichomonas and fungus infection. It may 
be postulated, however, that, since these infections are so 
specific in their pruritus-producing character, perhaps the 
organisms concerned have a special metabolism which 
deprives the host tissues of some vital factor. They or 
their metabolic products may act as antivitamins or 
to.xamins ; this'suggestion is purely hypothetical, but its 
validity deserves serious inquiry. 

One of the difficulties in accepting the concept of poor 
nutrition of the tissues as the basis of pruritus vulvae is 
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RELIEF OF POST-OPERATIVE PAIN AND 


VITAL CAPACITY 


, ^ the patient to cough.” It seems reasonable 

nJ hat the impaired movement and reluctance 

conditioned to a large extent by the pain 
.e efforts. 

‘ iCrvauo'n in the surgical wards will soon convince 
■ S'ne that operations involving interference with the 
xiommal walls are much more productive of these condi- 
lOns than are operations remote from the abdomen, and 
:hat the nearer the operabon is to the diaphragm the more 
reluctant is the patient to cough and the greater is the 
rapairment of respiratory movement, hence the greater 
likelihood of puirnonary complications. — 

Churchill and McNeil (1927) and later Powers (1928) 
showed that ai. upper abdominal operation lowered the 
vital cap.-.city or :-he first post-operative day to 25-30% 
of the original olume, lower abdominal operations to 
50% of the one, .Til volume, but operations on the limbs 
had little effect on vital capacity. 

Table 11 shows some of the results obtained by me. 
They are quite t\ pical of our usual findings. A portable 
spirometer (pneumometer) was used, and the patient was 
placed in approx.mately the same position in bed for all 
readings 

Table If 



Operation 

Sex 

Age 

Pre- 

operame 

Vital 

Capacity 

Post- 

operative 

Fint-day 

Vital 

Capacity 

— £73 
es o a 

O 

^ o> 


r 1. Subtotal gastrictomy 

M 

45 

2,700 CvCm. 

9(X) ocm. 

34 

lit 

2. O o 

St 

47 

2400 „ 

1,000 „ 

40 


St 

49 

iSOO 

600 .. 

24. 


4 Cholecystectomy 

F 

53 

1.700 

600 .. 

35 

■? 

5. Nephreaomy 

Si 

*3 

2.000 .. 

200 „ 

35 


f. 6 Ileo-colic short circuit . 

Si 

66 

2,000 

i.?92 ” 

60 

. 3 

7 I'terine central suspeosion 

F 

21 

2.500 .. 

1.600 „ 

74 

* = 

S Millio type pfostateaomy 

SI 

6S 

2,000 „ 

1,000 „ 

50 

l-S' 

9 u tilie repair K.l. Pcmia 

Si 

53 

2.500 

1,600 

74 

— 

s 

10. V?peddjeectow (para- 

Si 

50 

LSS2 •• 

1,600 „ 

55 


/ M . *Mcnisccciomy» 
nen ^ 12. Meniscectomy* 

Si 

21 

4^00 

5.000 .. 

-125 

sbdoi 

M 

39 

4.000 

4,000 ,» 

100 


... ,-ed half an hour after his premedicatinn wlh ** oninopon," gr. J (22 mg.), 
-T-.- ipolamine. gr. I/I50 (0.43 mg.), and lhal the posl-otxrauve readings of 
C ase' 1 1 and 12 Mere taken only ten hours after operation. 


Lasse t (1938-9) published similar figures. While he 
Agrees il’it the fear of pain caused by coughing and deep 
sieath.r, - plays some part, he believes the chief factor is 
reflex muscle spasm, since the e.xhibition of morphine does 
not increase the post-operative vital capacity. 

Morphine is still our great standby for the .relief of 
uain, and in the absence of some strong contraindication 
•o one would deny the drug to any patient after a severe 
leralion. No doubt in vast numbers of cases it does a 
PK.it deal of good and no harm. But morphine is well 
L-coenized as a respiratory depressant, so it cannot be an 
ide' drug to relieve pain when it is also desirable to 
increa . oulmonary ventilation. With this latter factor 
,n mine it was decided to try other methods of relieving 
post-opei.itive pain, especially after upper abdominal 
operations Apart from Lassen’s work I have been unable 
o trace any literature dealing with the effect of sedative 
lnlc^ on the post-operative vital capacity. In his article 
, ■ onlv drug mentioned is morphine, and this very briefly. 
Vi’c’ 'ome thought it was decided to use procaine in the 
■ oi an intravenous drip. Intravenous drip procaine 
rVd already become a recognized therapeutic measure 
• Lundy. 1942 ; Gordon, 1943 ; Graubard et aU 1947, 1948). 
U was felt that the dilute solutions required to produce 
ueneral analgesia would not produce any significant 


decrease in muscle tone, especially in view of the well- 
known fact that sensory anaesthesia is normally established 
before appreciable muscular paralysis occurs when dilute 
procaine solutions are used for nerve-blocking. 

At first all that was sought was to produce a quick 
analgesia, then to encourage the patient to cough until 
sputum was produced, and then to carry out the routine 
breathing exercises as taught to him pre-operatively by the 
physiotherapist. This proved very satisfactory so far as it 
went It was surprising, and most gratifying, to see the 
amount of sputum produced by a patient who had not 
previously complained of chest symptoms and had not 
e.xperienced any desire to cough. It was felt that this 
routine of coughing followed by deep breathing must be 
preventing the onset of many potential areas of scattered 
atelectasis, and quite likely was clearing up some patches 
of collapse already established. 

The technique used was a slow intravenous drip of 1 % 
procaine in normal saline ; the rate of the drip was care- 
fully increased until the patient's pain was considerably 
relieved or untU he complained of subjective symptoms 
such as “ feeling light-headed ” or “ feeling dizzy.” In 
practice these subjective symptoms always coincided with 
considerable relief of pain. In an average-sized adult this 
point W'as reached in about 5-10 minutes after the infusion 
of 15-20 ml. of the 1 % solution. The drip was then slowed 
down and the coughing routine instituted. This technique 
necessitated the personal supervision of the anaesthetist, 
as it was obvious that the intravenous use of 1 % procaine 
was not without its dangers and the weU-known vagaries 
of intravenous drips precluded anything but continuous 
observation. In a hospital where anaesthetists are rather 
at a premium this technique could not be carried out on 
many patients. 

The following three case reports are typical of the results 
obtained and indicate that the procedure is well worth 
while, despite the disappointing effect on the vital capacity 
after pain relief. As will be seen, the increase of vital 
capacity was not impressive. 

Case Reports : Technique I 

Case 1. — Man aged 45. Subtotal gastrectomy for chronic 
duodenal ulcer. Anaesthetic: soluble thiopentone, 1,7 g., 
N-O-rO,. and d-lubocurarine, 25 mg. Duration: two hours 
and ten minutes. Pre-operative vital capacity: 2,100 c.cm. 
Post-operative vital capacity: first day, 900 c.cra. (34% of 
pre-operative value). He already had a “ rusty ” sputum, and 
rales were heard in all areas. There was considerable pain, 
aggravated by coughing or attempted deep breathing. The 
intravenous drip transfusion of 1% procaine completely re- 
lieved his pain, enabled him to cough up a considerable amount 
of ntsly mucopurulent sputum, and apparently enabled him to 
take deep breaths in comfort, but the vital capacity was in- 
creased by only 400 c.cm. to 1,300 c.cm. — that is, only 47% 
of its pre-operative value, a gain of 13% on the first post- 
operative reading. 

Case 2. — Man aged 47. Subtotal gastrectomy for chronic 
duodenal ulcer. Anaesthetic: soluble thiopentone, 1,5 g., 
N,0-f O;, and d-tubocurarine, 30 mg. Duration : two hours and 
five minutes. Pre-operative vital capacity: 2.300 c.cm. Post- 
operaUve vital capacity: first day, 1,0(X) c.cm. (40% of pre- 
operative value). Pain was fairly severe, and was much aggra- 
vated by attempted deep breathing. Intravenous transfusion 
of 1% procaine almost completely relieved his pain. Strong 
but painless coughing produced thick viscid sputum. Vital 
capacity increased by 200 c.cm. to 12100 c.cm., or 48% of the 
pre-operative value — a gain of S% on the first post-operative 
reading. 

Case 3 . — .Man aged 49. Subtotal gastrectomy for chronic 
duodenal ulcer. .Anaesthetic: soluble thiopentone, 1.75 g.. 
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NjO + O, (minimal cyclopropane during closure of peritoneum), , 
and d-tubocurarine, 35 mg. Duration: two and a half hours. 
Pre-operative vital capacity; 2,500 c.cm. Post-operative vital 
capacity: first day, 600 c.cm. (24% of pre-operative value). 
Great deal of pain, much aggravated by attempted deep breath- 
ing. Intravenous transfusion of 1% procaine greatly relieved 
the pain. Virgil capacity increased by 200 c.cm. to 800 c.cm., 
or 32% of pre-operative value — a gain of 8% on the first pre- 
operative reading. 

No serious subjective synaptoms were encountered while 
using this technique. The initial drip is given very slowly, 
so that a patient with an idiosyncrasy to the- drug would 
show mild warning symptoms before enough had been 
infused to do him real harm. Johnson' and Gilbert (1946) 
have shown that reactions to procaine occurring during 
drip transfusions of the drug are easily controllable and 
need not be alarming. Using a 1% solution of procaine 
to obtain obstetric analgesia, they carry a patient into a 
semiconscious state for the actual delivery. Such dosages 
as “ 8 g. in 6 hours, 9.5 g. in 8 hours, and 9.7 g. in 8^- 
hours” illustrate the distance we have travelled since the 
time when intravenous injection of a local analgesic was 
looked upon as a serious accident occurring occasionally 
during the production of regional analgesia. 

Since the publication of Barbour and Tovell’s (1948) 
experiences using a 0.1% solution of procaine, with an 
average adult dosage of 1 g. in one hour for the treatment 
of many different pathological conditions, I have used a 
similar technique for the relief of pain after upper 
abdominal operations. The advantages are that subjective 
symptoms of overdosage rarely occur and the patient need 
not be under personal supervision after the first few 
minutes. Actually, despite the greater dilution, the patient 
receives a much bigger dose, which appears to be a good 
deal more effective. The relief from pain, is more lasting. 
With the use of Technique I (1% procaine) the patient 
obtains good relief for .two to three hours. With 
Technique II (0.1% procaine) the relief .lasts as long as 
six to eight hours. 

The solution used is procaine, 1 g. in 1,000 ml. of 5% 
dextrose in normal saline. The procaine should not be 
mixed with the dextrose saline until required, as the 
resultant solution becomes discoloured after a few hours. 
The effect on the vital capacity is still disappointing, but 
is rather better than that achieved by Technique I, as the 
following typical case reports indicate. 

Case Reports : Technique 11 

Case A . — Man aged 36. Subtotal gastrectomy for chronic 
duodenal ulcer. Anaesthetic; soluble thiopentone, 1:7 g., 
N.O-t-Oi, and c/-tubocurarine, 22.5 mg. Duration: two hours. 
Pre-operative vital capacity: 3,000 c.cm. Post-operative vital 
capacity: first day, 1,100 c.cm. (37% of pre-operative value). 
Not severe pain — complete relief after 1 g. of procaine, given 
in one hour by intravenous drip transfusion. Vital capacity 
increased by 5()0 c.cm. to 1,600 c.cm., or 53% of pre-operative 
value — a gain of 16%. Post-operative vital capacity: second 
day, 1.800 c.cm. (60% of pre-operative value). After 1 g. of 
procaine by intravenous drip, vital capacity increased to 2,100 
c.cm., or 70% of pre-operative value — a further gain of 10%. 

Case B . — Man aged 46. Subtotal gastrectomy for' recurrent 
gastric ulcer following partial gastrectomy three years previ- 
ously. Anaesthetic: soluble thiopentone, 1.5 g., N.O-l-O., and 
d-tubocurarine, 30 mg. (4-minimal cyclopropane during main- 
tenance to overcome hiccup). Duration: three hours. Pre- 
operative vital capacity: 3.000 c.cm. Post-operative vital 
capacity: first day, 1,100 c.cm. (37% of pre-operative value). 
Not severe pain, biit complete relief after 1 g. of procaine in 
intravenous drip over one hour. Vital capacity increased by 
400 c.cm. to 1,500 c.cm., or 50% of pre-operative value — a gain 


of 13%. Post-operative vital capacity: second day, 1,500 c.cm. 
(50% of pre-operative value). After 1 g. of procaine the vital 
capacity increased to 1,800 c.cm., or 60% of pre-operative value 
— a gain of 10%. 

Case C . — Man aged 52 a case of jejunal ulcer and gastro- 
colic ' fistula. Operation : undoing of 20-year-old gastro- 
jejunostomy, closure of gastro-colic fistula, and subtotal 
gastrectomy. Anaesthetic: soluble thiopentone, 1.75 g., 
NjO-hO., and d-tubocurarine, 30 mg., with occasional small 
doses of cyclopropane to secure quiet respiration during diffi- 
cult surgical manipulation. Dur-ation: three hours and ten 
minutes. Pre-operative vital capacity: 2,400 c.cm. Post- 
operative vital capacity: first day, 1,000 c.cm. (41% of pre- 
operative value). Rather severe pain much aggravated by 
attempted deep breathing. No desire to cough. Good relief 
obtained by procaine, 1 g., in intravenous drip over one hour. 
No sputum produced by coughing. Deep breathing now almost 
painless. Vital capacity increased by 500 c.cm. to 1,500 c.cm., 
or 62% of pre-operative value — a gain of 21%. 

Case D . — Man aged 67. Repair of perforated duodenal ulcer. 
Anaesthetic: soluble thiopentone, 0.5 g., N,0-l-Oj, and d-tubo- 
curarine, 15 mg. Duration: 25 minutes. Pre-operative vital 
capacity: unknown. Post-operative vital capacity; first day, 
1,000 c.cm. Severe pain. Great relief after 1 g. in intravenous 
drip over one hour ; coughing then produced copious sputum. 
Vital capacity increased to 1,200 c.cm. Post-operative vital 
capacity second day, 1,400 c.cm. No abnormal physical signs 
in the chest. There can be little doubt that this patient would 
have developed major pulmonary complications if -he had not 
been able to expectorate freely on his first day. 

For each case a vital capacity chart (a specimen of which 
is illustrated) is filled in, as well as the usual “ Copeland- 
Chatterson ” record card. 

Conclusion 

From the work done so far it would seem that Lassen 
(1938-9) is right when he asserts that the post-operative 
lowering of vital capacity is not altogether due to the fear 
of increase of pain on deep breathing. If this were the 
whole story, then' complete relief of pain should restore the 
vital capacity to its normal volume, but this by no means 
happens. If, as seems likely, Lassen’s assumption that 
reflex muscle spasm is the chief factor is correct, then some- 
thing more than the abolition of conscious pain is required. 
In fact, it is likely that only by interrupting the reflex arc on 
its afferent side can we abolish this muscle spasm and still 
leave the muscles under full voluntary control,4hus enabling 
the patient to take the deep breath required to produce 
his normal vital capacity. 

Since writing the above I have had the opportunity of 
reading an article by McCleery, Zollinger, and Lenahan 
(1948) in'which they have shown that a significant increase 
of the post-operafive vital capacity can be achieved, after 
upper abdominal Operations, by injection of the sixth to 
the eleventh intercostal nerves with a slowly absorbed solu- 
tion of 1:1,000 “ nupercaine ” in peanut oil. They claim 
that injection in the mid-axillary line does not interfere 
with the motor supply to the intercostal muscles. This 
procedure should not only relieve pain but should also 
break the reflex arc on the afferent side, yet the average 
increase of the vital capacity was still only 16 to 17% > 
which is not much above the average increase obtained with 
intravenous procaine (12 to 13%). 

It seems not unreasonable to conclude that if we could 
hold a post-operative vital capacity at its pre-operative 
volume we should considerably reduce the -incidence of 
postToperative pulmonary complications. But that this 
would not complete the story was shown by Rees-Jones 
(1941), who' demonstrated that during the first 24 hours 
after an abdominal operation either the diaphragm on the 
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ipsilateral side was fixed or its excursion very much reduced, 
while on the contralateral side movement was free ; yet 
the only case in his series to develop pulmonary complica- 
tions produced a lower-lobe atelectasis on the contralateral 
side 

Summary 

The incidence of pulmonary complications following upper 
abdominal operations remains high. 

After an upper abdominal operation the vital capacity is 
regularly decreased to the region of 35% of its pre-operative 
volume. 

Intravenous drip procaine is an excellent method of relieving 
post-operative pain in cases m which it is important not to 
decrease pulmonary ventilation. 

There is evidence that some increase of vital capacity follows 
the relief of post-operative pain by this method in abdominal 
cases. This increase, however, is so small that it is suggested 
that other theoretical causes for the lowered vital capacity need 
investigation. 


Present Investigation 

Our object has been to test the above American results. 
In particular we have tried to prove that sodium chloride 
alone is the deciding agent and that the possible favour- 
able response to the dietary treatment is not due to other 
factors, such as confinement to bed and rest in hospital. 

Diet . — Originally we used a diet containing about 2400 
calories, but we soon had to reduce it to about 2.000 
calories, the patients being unable to eat it all. The solid 
food consists of : 

Morning; 45 g. white bread (salt-free), 10 g. butter (salt-free), 
5 g. sugar, 1. g. tea. 

Either simultaneously or later in the morning: 25 g. oatmeal 
(as porridge, cooked without salt), 5 g. sugar, 125 g. stewed 
fruit. 

Supper; 100 g. white bread (salt-free), 30 g. butter (salt-free), 
half an egg, 50 g. tomato (or 100 g. apple or 10 g. cucumber), 
25 g. fresh meat (or 20 g. fish). 10 g. lemon juice with 10 g. 
sugar (or 50 g. juice in water). 
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LOW-SALT DIET IN TREATMENT 
OF HYPERTENSION AND HYPERTENSIVE 
HEART DISEASE* 

BV 

H. O. B'ANG, M.D. 

P. BECHG.\ARD, M.D. 

AND 

A. LEVIN IVIELSEN, M.D. 

• From .Medical Departments 2 and 7 of the Municipal Hospital. 

'' Copenhagen) 

The treatment of heart disease and hypertension has of 
late attracted much attention, thanks especially to papers 
b\ Allen and Sherrill (1922), Schroeder (1941), Schemm 
(194?). and White et al. (1946). Kempner (1944) claimed 
to base seen an exceptionally favourable response of hyper- 
tension to his salt-poor “ rice diet.” The favourable effect 
on these diseases was, however, observed far earlier by 
Karell (1S66), Achard and Loeper (1901), and Widal and 
Lemierre (1903). In Denmark, Finsen (1904) proposed a 
low -salt diet in diseases associated with oedema. Accord- 
,n.’ to recent American experiences a rigorous restriction 
It' the salt content of food (under 0.75 to 1 g. of NaCI 
j iilv) is necessary, at least in the case of hypertension. 

•Read before the Scandinatian Congress of Medicine, Copenhagen, 
on June 30 < 


Dinner consists of fruit jelly as the first dish (without 
milk), and boiled or fried (in salt-free butter) fish or meat, 
with vegetables and potatoes afterwards. The composi- 
tion of the diet per day, calculated after Sherman's tables, 
appears to be : sodium 262 mg., chlorine 3S5 mg., calcium 
254 mg., iron 7.9 mg., with protein 50 g., fat S3 g., and 
carbohydrate 258 g., giving 2,019 calories. The diet is 
insufficient with regard to calcium, and perhaps vitamin B 
and iron. During the experimental periods we added daily 
doses of vitamins A and D and gave a weekly injection of 
a vitamin B preparation. 

Material . — The series consisted of 26 patients, all 
admitted to the Municipal Hospital, Copenhagen. They 
presented such a degree of hypertension that after a fort- 
night’s confinement to bed they still had a systolic blood 
pressure above 180 mm. Hg and/or a diastolic pressure 
above 120 mm. Hg. Seven of the patients were men and 
19 women, with ages ranging between 45 and 71 years 
(average 59). Their hypertension had been recognized 
from well over 1 year up to 14 years previously. None 
of the patients seemed to suffer from the rapidly progres- 
sive malignant form of hypertension The hypertension 
was in most cases complicated by heart disease (possibly 
with insufficiency), retinopathy, or nephropathy. In the 
accompanying table the patients have been grouped accord- 
ing to diagnosis, with the uncomplicated cases at the top, 
and then the different complications in order of increasing 
severity. Patients whose urea clearance was less than 50% 
of the normal value have been entered under a diagnosis 
of nephropathy. None of the patients had had syphilis 
or rheumatic fever. 

E.xperimental Period . — During the preliminary fourteen 
days the blood pressure was measured frequently, and 
patients in whom it fell below the above limits were not 
submitted to treatment. A nurriber of the less se\ere cases 
were therefore e.xcluded. Four days before starting treat- 
ment with the low-salt diet we began to take the blood 
pressure of each patient in the morning ; preferably this 
was done by the same physician, at least three times. The 
blood-pressure values are based on the lowest recorded 
for each day. The values stated in the table are means for 
the last four days. Column I gives means for the pre- 
liminary period, column II for the low-salt-diet period, and 
column III for the control period of high salt intake. During 
the preliminary period we measured the chloride and 
nitrogen e.xcretion daily for two or three days. Ophthal- 
moscopy was carried out, as well as radiography of the 
heart, electrocardiography with precordial deflection. 
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SYMPTOMATIC TREATMENT OF 
MYOTONIA ATROPHICA 

BY 

/ 

L. BUSSELL, D.M., B.Sc., M.R.C.P., D.C.H. 

Clinical Assistant, Royal Infirmary, Sheffield ‘ 

The value of the antihistamine drugs in increasing mobility 
in Parkinsonism has been noted by various clinicians. This 
spasmolytic action of the antihistamines is probably due 
to lengthening of the refractory period of muscle, which 
then becomes unable to maintain a tetanus. Such an action 
has been demonstrated on isolated rabbit auricle for 
quinidine, pethidine, procaine, and other local analgesics 
(Dawes, 1946). It was later shown that “ anthisan ” 
(“ neoantergan ”) was twice as potent as quinidine in this 
respect (Dews and Graham, 1946). 

In the case described below this action of the anti- 
histamine drugs was applied to the treatment of myotonia 
atrophica. 

Case Report 

The patient, a Derbyshire farmer aged 49, presented the 
classical features of myotonia. The facial expression was 
woebegone, with bilateral cataract and receded frontal hair- 
line. The neck was so wasted that his collars had become 
unserviceable, and on special occasions he resorted to a necker- 
chief. There were weakness and wasting in the arms, legs, and 
small hand muscles, with a delay of several .seconds in release 
of the handgrasp. He was unable to cut up his own food at 
meals or to do heavy work. He managed, however, to run a 
small poultry farm, clumping around with a noisy stamping 
gait, and carrying buckets of water or poultry meal on the 
crook of his best forearm. The testicles were atrophied and 
bronchiectasis was present. He had had four attacks of pneu- 
monia in recent years. Although friendly enough with his 
doctor, others found him moody and difficult. 

Symptoms began in 1943, but the condition escaped diag- 
nosis until 1946, when quinine was given with benefit. Treat- 
ment lapsed after the first few weeks and- had not been resumed. 

He was the only member of the faniily to show the full 
picture of the disease. • His grandfather and father both suffered 
from senile cataract. His grandfather was a powerful man of 
great physical stature, who narrowly missed recruitment into 
the Life Guards. Both his grandfather and his father had been 
exceptionally heavy beer-drinkers. The patient's brother, a 
'middle-aged man, and the brother’s two daughters were said 
to suffer from short sight. All three wore glasses with lenses 
of startling thickness. The patient himself had two healthy 
sons in their teens. 

Treatment was started in June, 1949, with 50 mg. of 
“benadryl” three times a day. After one. week the patient 
was able to use a knife and fork and to cut up his own food 
for the first time for two years, and he began to carry buckets 
of water in the normal way by hand. There was objective 
improvement in the myotonia of the hands, and the small hand 
muscles became firmer to palpation. He was then given 200 mg. 
of anthisan three times a day for a further two weeks. Improve- 
ment continued, and he was able to fork duiig and “sweep 
out " with greater effect than before. The myotonia of the 
hands was not, however, altogether abolished. 


Discussion 

The patient was not a good subject for, assessment of a 
therapeutic remedy. The severe wasting placed a- limit 
on the value of spasmolytic drugs, while the mental condi- 
tion introduced a big subjective factor. If the value of 
antihistamines in myotonia is confirmed, they might be 
employed in two ways : the antihistamine drug could be 
given with quinine to obtain a summation effect, or the 
two drugs could be given alternately, say for a week each,, 
to avoid the unpleasantness of cinchonism. 

In considering the treatment of myotonia atrophica it 
is well to take account of the relationship between this 
disease and myasthenia gravis. A pharmacological anti- 
thesis is recognized between these two diseases, drugs which 
benefit the one causing an exacerbation, iii the other (Good- 
man and Gilman,, 1941), It was thought possible that this 
antithesis might operate in the case of the thymus gland. 
Tumours of this gland are sometimes found in myasthenia, 
arid a remission in the disease sometimes follows thymec- 
tomy. Accordingly, after three weeks’ antihistamine treat- 
ment in the above case it was decided to try the effect 
•of thymus-gland administration. For a fair trial it would 
be necessary to give fresh gland extract, by injection. As 
fresh extract is not readily available, dried thymus tablets 
were-given by mouth for a month — 10 gr. (0.65 g.) thrice 
daily. There was no objective change.. The patient, how- 
ever, reported continued subjective improvement, with 
increase of the myotonia Jn the hands after withdrawal of 
the tablets. This may have been a psychological effect, and 
owing to the preceding antihistamine treatment the experi- 
ment was considered inconclusive. It did, however, succeed 
in showing that thymus gland by mouth does not provide 
a replacement therapy for the disease 

Further work on the antihistamines is required to 
establish whether antihistamine and spasmolytic action run 
parallel. If this is so, the newer and- more potent anti- 
histamines should repay trial in myotonia. It is also pos- 
sible that some of the local analgesic substances possessing 
a quinidine-like action on rabbit auricle (Dawes, 1946) 
may prove suitable for clinical use in myotonia.. 

In general it is to be expected that drugs such as quinine 
which benefit myotonia would also be beneficial in the rigid 
type of Parkinsonism. 

Summary 

A pharmacological basis for the action of spasmolytic drugs 
in Parkinsonism and in myotonia atrophica is described. 

On this basis a spasmolytic agent which is active in one of 
these diseases should also be. active in the other. 

A case of myotonia atrophica is reported. Benadryl and 
anthisan both produced striking symptomatic improvement. 

The possible role of the thymus gland in myotonia atrophica 
is discussed. , - 

I wish to express my thanks to Professor Wayne for helpful 
criticism and for permission to treat the case. 
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AN UiXUSUAL CASE OF SDMONDS’S 
DISEASE 

DS 

DERAiOT McCracken, m.b., iM.r.c.p. 

Assistant Physician. Lc- H‘’Spital, Ashton~under-Z,yne 

True cases of SimmondC' d <c'\se due to lesions of the 
pituitary other than a ros: p..ii.,m necrosis are rare. One 
essential part of the syndrome u some destructive lesion of 
(he anterior pitLitarv, and m many of the cases reported 
erroneously as Simmonds s disease there has been no such 
lesijn. 

The case reported below fulfils all the requirements for 
a diagnosis of this disease, and the primary lesion was a 
carcinoma of the pituitary gland. There are several 
interesting features in the case. 

Case Report 

The patient, a man aged 54, was admitted in October, 1947, 
to the Lake Hp-piial, A?.hion-under-Lyne. following a haemat- 
emesis of 1 pint (570 ml.) of blood. He continued to vomit 
clots of blood immediately after admission. He was very 
apathetic and a good history could not be elicited from the 
patieni himself. His wife said that he had been in poor health 
for years and had lost a lot of weight. He had been having 
severe attacks of neuralgia in the face and head. The previous 
year he had undergone tonsillectomy and an operation upon 
his nose. 

In February, J947, he had been admitted to the neurosurgical 
department of another hospital because the head pain was 
persis’ent. It was then thought that the ill-defined pain in 
the left side of the face and ear was due to a lesion in the 
central grey mailer for which little could be done. As the 
pain was so severe, however, operation was undertaken to 
relieve it ; intracranial division of the ninth nerve, the upper 
fibres of the tenth nerve, and the lower part of the fifth root 
was performed. He improved somewhat and was discharged m 
March, as all investigations to find a cause for the pain were 
recative. It was thought at the time that a deep secondary 
deposit could possibly have accounted for the pain, but no 
,e.'on was demonstrated. 

For swo months previous to admission to this hospital for 
haem nemesis he had been having epigastric pain almost 
imme.^.aiely after food. He was given the usual irealmenl for 
haenm emesis, and vomiting ceased 48 hours after admission, 
but he continued to have melaena for. 10 days and was given 
blood transfus.ons of 2 pints (1.14 liues)_and 1 pint. He began 
to improve, and the haemoglob n rose from 38% on Nov. 3 
to S0% on Nov. 18. He suffered from epislasis on several 
accasiom in the last half of November, but said this bad 
occurred at intervals since the nasal operation. U did not affect 
the blood picture appreciably. Despite the improved blood 
picture the patient continued to be very apathetic and took 
link inierest in things. All efforts to increase his weight 

faded. 

He came under my care in April, 1948. when the picture was 
much ihe same. The main symptoms were wavting. apathy, 
lassitude, and anorexia. He appeared much older than his 
years: his skin was dry and ineU.stic and his face wrinkled 
and creased. His hair was fine, blond, and scanty on the head, 
in the axillae, and in the pubic region. The pain in the head 
was sidt present but was less troublesome. He had pronounced 
arien 'sclerosis and his blood pressure was 8,5 155. The only 
uher nndincs on e.xaminaiion apart from considerable wasting 
'-,, d asihenia were weak heart sounds, an inactive left pupil, and 
Vime brownish pignicnlalion on ptessute areas of the back, 
rherc vvas no pigmentation of the skin or mucous membranes 
elsewhere. The d'agnosis seemed to Ue between Addison’s 
disease and Simmondss disease. 


Investigations at this stage showed : blood urea, 21 mg. per 
100 ml.; urinary cHorides, 2 g. per litre. Cutler's test: 
urinary chlorides, 288 mg. per 100 ml. Glucose-tolerance 
curve : fasting. 74 mg. per 100 ml. ; half-hour after glucose, 
74 mg. ; 1 hour after glucose. 109 mg. ; li hours after ^ucose, 
127 mg.; 2 hours after glucose, 118 mg. Serum chlorides, 
280 mg. per 100 ml. ; serum sodium. 316 mg. per 100 ml. The 
Wossermann reaction and Kahn test were negative. 

In view of the positive Cutler’s test and low serum chloride 
he was given desoxyeortone acetate. 10 mg. dady, and sodium 
chloride by mouth from April 22. There was an initial improve- 
ment, the patient becoming mentally more alert and his blood 
pressure rising to 128 '70 mm. Hg. As the response was not 
as satisfactory as had been hoped for, the deso.xycorlone acetate 
and salt were discontinued on May 3 pending further insesliga- 
lions. as it was still doubtful whether the diagnosis was 
Addison's disease or Simmonds's disease. He became drowsy 
and his appetite was poorer when the desoxvcortone acetate 
was discontinued. On May 7 the scrum sodium was 276 mg. 
per 100 ml. On May 8 Kepler's lest showed : scrum chloride, 
280 mg. per 100 ml. ; urine NaCI. 175 mg. per lOO ml. ; urine 
urea, 1.9% ; blood urea. 26 mg per 100 ml. : largest morning 
specimen, 2 oz. (57 ml.) ; night urine, 8.4 oz. (234 mt). 
Therefore factor A = 27.8, giving positive Kepler’s lest 1 and 
doubtful Kepler's test II. 

Desoxycortone acetate and salt, 10 g. daily, were restarted, 
but Ihe patient's condition became rather poorer. The systolic 
blood pressure dropped to 95 mm. and he had to be fed hccause 
of extreme apathy. His anaemia was increasing, and the blood 
picture on May 20 was; ted cells, 3,650,000 per c,mm, ; haemo- 
glcfain. 74% ; colour index, 1.03; white cells. 9.900 per c.mm. 

De,spite the evidence of adrenal insufficiency it was con- 
sidered that this w-as not enough to account for the whole 
clinical picture, and that there must also be pituitary insuffi- 
ciency. The I7-ketosteroids were estimated and found to be 
1 mg, per 24-hour specimen. On June 5 it was considered that 
in view of his downward progress and the doubt about the 
diagnosis it would be justifiable to give S units of soluble 
insulin subcutaneously immediately before glucose and a meal 
in an effort to increase h.s we ght ; but pronounced hypo- 
glycaemia resulted. Intravenous glucose was given' and the 
patient apparently recovered. One hour later he again became 
bypoglycaemfc. requiring further intravenous glucose. His 
blood sugar on this occasion one hour after the first and 
apparently sufficient injection of glucose was 13 mg. This was 
taken as definite evidence that there was also pituitary 
insufficiency. 

The evidence for involvement of both pituitary and adrenal 
glands was; positive Cutler’s test, positive Kepler's test I, 
doubtful Kepler’s lest II. low blood sodium, very low 17- 
ketcsleroids. marked insulin sensitivity, and hypxnension. 

The patient was also given 200 units of “ aniuiirin S " daily 
ard i gr. (32 mg.) of thyroid three times a day, as some 
clinicians consider this has been of clear benefit in occasional 
cases of Simmonds's disease. 

Nine days later the patient could not be roused in the 
morning and was found to have a left facial hemiparesis with 
gross dilatation of the left pupil and a left extensor plantar 
response. Glucose was given intravenously immediately (after 
taking a specimen of b'oodl. The patient recovered conicious- 
ness and last the focal signs. He was soon himself and the 
blood-sugar result received later showed a level of 13 mg. per 
100 ml. Despite glucose, 20 g. three limes daily, this was only 
the forerunner of several spontaneous hjpoglycaemic attacks, 
and be died on July 26. The Iasi blood count, on July 19, 
showed an increase in the anaemia ; red cells, 3.110.000 per 
c.mm.; haemoglobin, 62'’.i : colour index. I ; white cells. 8.300 
per cjnm, (polymorphs 82.5%, lymphocytes 10%. monocytes 
5%, eosinophils 1.5%, basophils 1%). 

1 performed a necropsy, and there appeared to be a growth 
of the pituitary gland and so.me atrophy of the adrenals. There 
was a chronic ulcer on the lesver curve of the stomach which 
was probably the cause of the haemaiemesis. The pituitary 
gland, the adrenals, and a portion of the p,vncreas were seat 
for section ; the report on these was as follows ; " The pituitary 
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by mixing the grated coconut with hot water and manually 
squeezing out the oil. To reduce the fat content, the 
mothers were Instructed not to add the milk obtained by 
the initial squeeze, but to discard this and add hot water 
to the grated coconut. This weaker coconut milk was used 
for the preparation of the child’s curry. The fat-deficient 
diet was continued for a few weeks after the stools became 
normal. 

Summary 

Forty cases of pathologically proved £. histolytica infection 
in infants in Colombo and its environs are presented. Of 291 
cases of infantile diarrhoea in children under 2 years of age 
15.9% were infected with E. histolytica. Fourteen cases were 
1 year of age and 26 between 1 and 2 years. Twenty-nine of 
the cases were infected with E. histolytica miniita and the others 
with the larger type. Half the cases were of the acute and half 
of the chronic and relapsing variety. Treatment given was by 
emetine parenterally and carbarsone orally. Of the cases 
followed up 80% indicated satisfactory results. 
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^ACUTE PHLEGMONOUS CAECITIS 

tsfesl ^ BY 

DNEY G. NARDELL, B.Sc., F.R.C.S. 

.Surgeon, Whipps Cross Hospital, London, E.Il 

Acute phlegmonous caecitis is not described in any of the 
standard textbooks of surgery or pathology. Although it 
is rare it is possible that the small number of cases reported 
may be due to the condition’s not being recognized at 
laparotomy, of it may be that some cases thought to be of 
“ appendix abscess ” which subside on conservative treat- 
ment are in reality cases of acute phlegmonous caecitis.. The 
subject was discussed in an excellent article by Spivack and 
Busch (1943), who reviewed 35 cases recorded up to that 
time and described two cases of their own. A few more 
have since been reported. 

The purpose of this article is to draw attention to this 
condition and to describe two cases met with at this, 
hospital. Both patients presented with severe continuous 
abdominal pain which started in the epigastrium and later 
shifted into the right iliac fossa. They were not seen until 
the disease had been in progress for 48 hours, and in each 
of them a well-defined and extremely tender mass' was 
present in the right iliac fossa. A provisional diagnosis of 
acute appendicitis was made, but it was felt that the early 
appearance of such a tender mass was an atypical feature. 
Operation revealed acute phlegmono.us caecitis, with a 
nornial appendix in both cases. In Case I the disease was of 
the diffuse form, the whole of the posterior wall of the 
caecum being affected and the borders of the phlegmon 


merging imperceptibly with the normal bowel. Case 2 is of 
the circumscribed form of the disease, a localized phlegmon 
of the posterior wall of the caecum being differentiated 
fairly sharply from the normal bowel. The two cases cor- 
respond well with the diffuse and circumscribed forms of 
the disease described by Spivack and Busch. 

Case 1 

A married woman was admitted to hospital on March 6, 
1948. She had walked to the doctor’s surgery in the morning, 
and on admission gave a 58-hours history of abdominal pain 
which started in the upper abdomen and later shifted into the 
right iliac fossa. She vomited once at the onset. The bowels 
had not been opened since the onset of the pain, and an 
aperient had been taken without result. She had slight scalding 
pain on micturition, which was otherwise normal. There was 
no previous history of similar pain. 

On examination her temperature was 100.4° F. (38° C.), pulse 
112, and respirations 18. Her tongue was dirty. Herpes labialis 
was present. An extremely tender mass was palpable in. the 
right iliac fossa in the position shown in Fig. 1, while the 
remainder of the abdomen seemed normal. 

Rectal examination revealed no abnormality. 

The chest and cardiovascular systems were 
normal, as was the urine. With a pro- 
visional diagnosis of acute appendicitis 
operation was performed under general 
anaesthesia. 

The abdomen was opened through a grid- 
iron incision. There was no- free fluid in the 
peritoneum. A firm mass the size of a golf 
ball was found, in the posterior wall of the 
caecum, which was very inflamed. It was 
grossly oedematous and its surface had a 
grey necrotic appearance. The edges merged 
imperceptibly with the normal bowel, 
was macroscopically normal and was removed. A small 
fragment of the caecum was taken for microscopical 
examination. There was no evidence of obstruction due to the 
mass and there were no enlarged glands. A corrugated rubber 
drain was placed down to the mass and the incision closed. 

Post-operative Course. — Intramuscular penicillin, 40,000 
units three-hourly, was started and continued up to a total 
of 1,750,000 units. A course of 24 g. of sulphamerazine was 
also given. There was very little discharge from the drain, 
which was removed on the fifth day.- The patient made an 
uninterrupted recovery, the wound healing by first intention. 
White blood cells on March 17 numbered 10,350 per c.mm. 
(polymorphs 63%, lymphocytes 29%, monocytes 6%, eosin- 
ophils 2%). After two weeks scarcely any mass could be felt in 
the right iliac fossa, and when she was discharged from hospital 
on March 31 nothing abnormal was palpable. 

The pathologist (Dr. W. W. Walther) reported; “This appears 
to be an acute pyogenic infection. There is no evidence of 
tuberculosis or streptothrix after prolonged search.’’ During 
the next year the patient was seen at intervals. She remained 
perfectly well, and had put on weight ; nothing abnormal was 
palpable in the abdomen. On April 26, 1949, after an opaque 
meal and follow-through, the radiologist (Dr. P. Tettmar) 
reported: “Nothing abnormal detected in the stomach and 
duodenum. In the follow-through the caecal region appears 
normal." 

Case 2 

A boy aged 15 walked into the out-patient department on 
February 16, 1949, giving a history of severe continuous abdo- 
minal pain for the last 48 hours, which had begun in the 
epigastrium and later shifted into the right iliac fossa. There 
was no nausea or vomiting. The bowels had been opened 
twice since the onset of the pain. Micturition was normal. 
There was no previous history of similar pain. 

On e.xamination his temperature was 98.4° F. (36.9° C.), pulse 
100, and respirations 18. His tongue was dirty .and foetor oris 
was present. 



Fia. 1.— The 
position, of the 
tender mass in 
Case 1. 

The appendix 
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An extremely tender mass svas palpable 
in the right iliac fossa in the position 
shown in Fig. 2, with no resistance or 
rigidity or any other abnormality in the. 
rest of the abdomen. Rectal examination 
revealed nothing abnormal. The chest and 
cardiovascular systems and the urine were 
normal. A provisional diagnosis of acute 
appendicitis was made and operation was 
performed under general anaesthesia. 

The abdomen was opened through a 
Battle’s incision. The mass previously 
felt externally was found to be an 
area of considerable thickening and 
acute inilammation, with oedema and petechial haemor- 
rhages in the posterior wall of the caecum the size of a hen’s 
egg. The area was fairly sharply demarcated from the rest of 
the bowel. The appendix, which was macroscopically normal 
apart fio.m a few faecaliths, was removed. There were several 
arm glands with oedema in the ileo-caecal angle, and one of 
these was removed for microscopical e.xamination. The 
abdomen was closed without drainage. 

Pos'-operative Course. — Intramuscular penicillin, 100,000 
units fo' :-hourly, was given up to a total dosage of 6,000,000 
units \ course of 32 g. of sulphamerazine was also given. 
On February 18 the white cells numbered 8,400 per- cjnm. 
(poly.'orphs 75%, lymphocytes 20%, monocytes 4%, eosin- 
ophils 1 4). On February 23 they numbered 4.000 per cjnm. 
ipolymcrphs 60%. lymphocytes 30%, monocytes 3%, eosin- 
ophils 7%). Stool examination revealed nothing abnormaL 
Tee patient made an uneventful recovery and the wound 
healed by first intention. No abnormality was palpable in the 
o'oc'omen a wee!; after operation, and he was discharged from 
hospital on March 7. 

The pathologis (Dr..W. W. Walther) reported: “The gland 
shows changes similar to those seen in glands draining areas of 
estabh’shed inflammation. There is no evidence of tuberculosis. 
The appendix shows no evidence of acute inflammation.’’ 

The pauent has since been seen at intervals, and has remained 
perfectly well and put on weight; nothing abnormal has been 
palpable in the abdomen. On April 28, after an opaque meal 
and follow-through, the radiologist (Dr. P. Tettmar) reported: 

■■ Normal stomach and duodenum. The caecum and ascending 
colon are well filled. No abnormality is seen; Normal rate of 
.-assage through the small intestine.” 

Comment 

Two cases of acute phlegmonous caecitis are described. 
They a.'c essentially similar to those previously reported in 
the literature as the diffuse and the circumscribed forms. 

The condition, though rare, should be borne in mind in 
the differential diagnosis of acute appendicitis, from which 
it can be distinguished only by operation. The presence of 
a well-defined very tender mass in an apparently early case 
of acute appendicitis should give rise to a suspicion that 
It may be one of acute phlegmonous caecitis. 

In both cases no harm followed appendicectomy and the 
caecitis resolved rapidly. The masses disappeared rather 
more quickly than in the cases of Spivack and Busch, prob- 
ab!'. because of chemotherapy. In the older literature a 
fatal outcome was recorded in some cases subjected to 
elaborate procedures such as resection, exteriorization, and 
lateral anastomosis. On the other hand, some cases 
recovered after appendicectomy only. Appendicectomy 
seems to be without special risk in these cases, ^nd removal- 
of the lesion must be regarded as unjustifiable, since 
resolution may be expected. 

No further light is shed on the aetiology of the condition. 
The theory of abrasion of the mucous membrane, such as 
by a foreign body, followed by spreading inflammaUon of 
the bowel wall seems to be a reasonable one. The condition 


is probably essentially similar to the better-known acute 
phlegmonous gastritis. In this condition, also, radical 
surgery is no longer' recommended (Maingot, 1948), but" 
resolution may be expected with chemotherapy. 
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An Unusual Case of Infectious 
Mononucleosis 

The report by Eckstein and Feeney (1949) of a case of 
rectal haemorrhage associated with infectious mono- 
nucleosis prompts me to think that the following case is 
interesting enough to record. It is a case of infectious 
mononucleosis which presented with haemoptysis, subcon- 
junctival haemorrhages, severe abdominal pain, and, later, 
meningitis. 

C.vsE Report 

A previously healthy male farm-worker aged 17 was admitted 
to hospital in August of this year; he attributed his illness to 
a kick on the left side of his chest from a cow one week 
previously. He had no symptoms immediately following this 
occurrence, and was able to continue with his work normally. 
There had been no bruising of the chest wall. 

On admission he gave a three-days history of feverishness 
and shivering attacks. At the onset of fever his legs fell wak 
and he developed a continuous central abdominal pain, which 
was sharp in character. One day later he had a slight un- 
productive cough and a constant severe lower retrosternal dis- 
comfort. From then onwards the abdominal pain became worse 
and was accompanied by vomiting. On the evening of admis- 
sion he started to cough up blood, and at the same time his 
family noticed he had “ red eyes.” This was exactly seven days 
after his encounter with the cow. There w'as no past or family 
history of undue bleeding episodes. 

On examination he was ill and apprehensive, though well 
built. The temperature was 103" F. (39.4" C.), pulse 120. and 
respirations 44 a minute. The tongue was furred and the fauces 
appeared normal. There was no anaemia, purpura, or icterus, 
and no glands were palpable. He was coughing up blood- 
stained sputum, and had bilateral subconjunctival haemorrhages 
covering the whole of each sclera. 

He was afraid to move because of pain, and it was difficult, 
to gauge whether it was the pain in the chest or in the abdomen 
that was the worsL However, there were no physical signs in 
the chest apart from the rapid respiration rate. The abdomen 
was held tight, and there was generalized guarding, with com- 
plaints of pain on palpation, particularly suprapubically. It 
was impossible to feel the spleen, but there was resonance over 
the left costal margin. Bowel sounds were present, and rectal 
examination was negative. There were no signs in the nervous 
and cardiovascular systems, and the blood pressure was 115/ 
65 ram. Hg. The urine contained no albumin or sugar. 

The chest was normal on radiography, and there were no 
fractured ribs. The haemoglobin was 95% (13.15 g. per ICO 
ml), platelets 150,000 per c.ram., and white cells 13J00 per 
cjnm. (polymorphs 77%. lymphocytes 16%, and monocytes 
7%), 'The blood urea was 70 mg. per lOO mL The sputum, 
which was heavily blood-stained, contained no acid-fast bacillL 



Fig. 2.— T h e 
position of the 
ender mass in 
Case 2. 
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Forty-eight hours after admission he was still very ill. The 
temperature was 100° F. (37.8° C.), and it was noted that the 
.pulse was in the sixties. The vomiting- was persistent, and he 
now had severe headache with neck stiffness. Lumbar punc- 
ture revealed opalescent fluid under increased pressure, con- 
taining 45 mg. of protein per 100 ml., a trace of globulin, and 
102 cells per c.mm. Of these cells 60% were polymorphs and 
40% lymphocytes. The chloride and sugar content was normal 
and the culture was sterile. Some small glands were palpable 
- in the neck, axillae, and groins. A Paul-Bunnell heterophil 
antibody reaction showed agglutination at a dilution of 1 in 448. 
The spleen was never palpable and he developed no rash. 

From this point onwards the patient improved. The head- 
ache and vomiting gradually eased up, and the abdominal pain 
and guarding subsided. He no longer coughed up .blood. 
White blood counts after the initial one showed no abnor- 
mality or changes of glandular fever, but the heterophil anti- 
body reaction revealed agglutination at a dilution of 1 in 896 
a week after the first test. Lumbar puncture showed a gradual 
improvement, and the cells became practically all lymphocytes. 

The patient made an uneventful recovery and was discharged 
from hospital three weeks after admission. He has reported 
again since, and is remarkably fit, with no abnormal signs. 


Comment 


On admission the case presented difficult problems. Not 
least was the history of a kick on the ribs a week pre- 
viously. It seemed difficult to account for haemoptysis 
resulting after seven days from a kick that had caused 
no bruising of the skin, permitted him to continue normal 
work, and produced no fractured ribs or radiographic 
changes in the lungs. Similarly, it was difficult to explain 
the subconjunctival haemorrhages, particularly as his 
cough was mild and there had been no intense paroxysms 
of coughing before admission. The coincidence of the 
onset of meningeal signs with the development of super- 
ficial glandular enlargement prompted us to .carry out 
a Paul-Bunnell test. 


As to the mechanism of the various presenting symptoms, 
we can do no more than theorize. Pfeiffer (1889) in his 
original description recorded a slight irritating cough and 
pain in the lower abdomen in the majority of cases. The 
latter pain, in his experience, was nearly always felt mid- 
way between the umbilicus and the symphysis pubis. He 
suggested that swelling of the retrotracheal, retro- 
oesophageal, and mesenteric lymph glands was responsible. 

Eckstein and Peeney have already referred to haemor- 
rhagic manifestations as being among the rarer complica- 
tions of infectious mononucleosis, and in their own case 
they demonstrated active bleeding from the mucous 
membrane of the bowel without any obvious cause. 

It might be that this tendency to bleed accounted for 
the subconjunctival haemorrhages, the haemoptyses, and 
possibly the abdominal pain in the case here described, 
either of its own accord or in conjunction with glandular 
enlargement as envisaged by Pfeiffer. 

The meningeal complications have already been described 
by Thelander and Shaw (1941). \ 

I wish to express my thanks to Dri T. H. G. Shore, consultant 
physician, for permission to publish this case. 


H. T. N. sLrs, M.B., M.R.C.P., 

Senior Registrar, Sr.uth Devon and East Cornwall 
Hos’pital, Plymouth. 
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Anginose Type of Glandular Fever 
Requiring Tracheotomy 

Serious complications in the course of monocytic angina 
are uncommon. Tidy (1937), in an exhaustive review, 
states that “ bronchopneumonia has caused one or two 
fatalities, but, apart from this, recovery is complete." 
Although Johnson (1944) described a severe case of 
anginose type in a 10-year-old negro boy, when 
“ tracheotomy seemed almost necessary at times,” a num- 
ber of clinical accounts’ do not mention a . case severe 
enough to warrant the operation (Fuller, 1941 ; Barber, 
1941 ; Stevenson and Gow Brown, 1943 ; Smith and Shaw, 
1945). . 

Case Report 

Three weeks before admission to this hospital the patient, 
an agricultural student aged 22, had noticed a swelling of his 
neck, and at that time he had an enlargement of both tonsils, 
with pyrexia. Throat swabs were negative for diphtheria,' and 
he was given a short course of sulphonamides. He did not 
improve, and he was admitted to an isolation hospital, where 
he receiyed 12,000 units of diphtheria antitoxin on his first day, 
and 2,000,000 units of penicillin during the following week. 
His temperature remained up continuously, and although the 
faucial swelling was incised under local' analgesia no pus was 
obtained. He became more dyspnoeic, and was transferred to 
this hospital with the diagnosis of acute leukaemia. 

On admission on December 13, T948, he had considerable 
oedema of the throat but no membrane formation or ulcera- 
tion. Numerous glands in the cervical chain were enlarged 
and tender, but he had no general lymphadenopathy and his 
spleen was ijot palpable. He was very dyspnoeic and distressed, 
but not cyanosed. 

The pathologist reported that the blood film was typical of 
glandular fever, with 79% mononuclear cells out of a total of 
14,600 white cells. He was given N.A.B., 0.3 g., intravenously 
and three-hourly penicillin, with continuous intranasal oxygen, 
but in spite of this his condition deteriorated, and in the even- 
ing of the day of admission the necessity for tracheotomy was 
carefully considered in consultation with the laryngologist. We 
then decided against the operation, but during the night his 
condition- became so grave that we felt it necessary to relieve 
his respiratory distress. At 5 a.m. on the following day 
tracheotomy was performed by Mr, John Roberts under local 
analgesia. The patient’s condition improved^ immediately and 
his dyspnoea and distress rapidly lessened. 

Three days after admission the Paul-Bunnell reaction was 
positive 1 in 2,224 (and to the same dilution after absorption). 
When repeated 10 days later this was positive at 1 in 256. 

Four days after admission his blood count still showed an 
increase in mononuclear cells (75% of a total of 8,000-white 
cells). The blood Wassermann reaction and Kahn test were 
negative. 

The tracheotomy tube was removed seven days after the 
operation and the wound healed satisfactorily. On Decetnber 29 
(15 days after admission) the patient became unduly drowsy, 
and during that night he was restless and confused. The next 
day he became delirious, but, apart from a positive Kernig sign 
and mild neck rigidity, no localizing signs were found on exami- 
nation of the central nervous system. Lumbar puncture was 
performed and the fluid was not under pressure ; the cells were 
increased to 28 lymphocytes per c.mm., protein 70 mg. per 
100 ml. (with increase of globulin), and chlorides 660 mg. per 
100 mk 9 

This confusion and restlessness continued for some days, and 
later his general demeanour became vague and distant, with 
retardation of thought. These symptoms were transient, and- 
a month later he had completely recovered. He was discharged 
on January 26, and when reviewed three months later was 
free from symptoms. 
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Comment 

Tracheotomy in this case of severe mononucleosis was 
undoubtedly a life-sasmg measure, and the change in the 
condition of the patient after operation was remarkable, 
ll'e administration of intravenous arsenicals was -of no 

■ ail in reducing the faucial oedema. 

further interesting feature of the case was the occur- 
rence of mild meningo-encephalitis during convalescence. 
Cerebrospinal mamfestations of glandular fever are more 
widely recognized since Epstein and Dameshek (1931) first 
drew attention to them, and Landes et al. (1941) reported 
such a case in w hich the general behaviour was very similar 
to th.'i of the patient described here. 

G. Penrhyn Jones, M.D., M.R.C.P., 

Medical Registrar, 

E.\iyr Jones, M.D., M.R.C.P., 

Physician. 

^'acinarvonshire and Anglesey 

C. -a! Hospital, Bangor. 

t 

References 

. 'I S. Lancet, 1, 71 

’ S H., opci Dameshek, W. (1931). New EnsL Med., 205, 

t”;v 

F\ lie. V 1.(19-11. Lancet, 1,69. 

h' r. If* R. D. ( '44). J. Amer. med. Ass., I'U, 1254. 

L , R , Reic'. J P.. and Perlow, S: (1941). Ibid.. 116, 2482. 

>r.. ' x S.. anc Shaw, T. H. (1945). British Medical Journal. 1. 

Ml 

Sieven'cn, E. K.. and Brosra, T. Gow (1943). Glasg. wed. J . 

140 , 139 . 

. 1 '.. h- L (1937‘. St. Thom. Hasp Rep.. 2, 104. 

Treatment of Bismuth Stomatitis with 
BAL (British Anti-lewisite) 

3 VL British anti-lewisite, 2 : 3-dimercaptopropanol) has 
been .soundly established clinically as an effective antidote 
,n c.'.te poisoning by the salts of gold, mercury, and 
.irseuic, but a search of the literature has not revealed any 
.(.port of its application in the complications of bismuth 
, ' ‘ ny. The following case illustrates the rapid action of 

yj . L .n acute bismuth stomatitis. 

Case Report 

\ m. n accd 34 years attended the Special Department, 
Ashford Hospital, Middlesex, on January 19, 1948, for continua- 
lion of treatment for early generalized syphilis which he had 
acquired in Manchester 12 weeks previously. He had there 

■c.i\ed injections of arspbenamine (0.45 g.) and bismuth 
.ixychlonde <0.20 g.) at weekly intervals for two weeks. 

On examination he bad a healing indurated ulcerative erosion 
on the coronal sulcus near the frenal base, a generalized 
adenitis, and a fading maculo-papular rash limited to the 
.runk There were no condylomata and no specific oral lesions, 
hill a mild degree of pyorrhoea was present, and the second 
and third right' upper molars were carious. The Wasserraann 
.ind k hn reactions were strongly positive. 

His occupaiion (lorry driver) and hours of work precluded 
penicillin therapy for the time being, and the original treatment 
was therefore continued. After the importance of oral hygiene 
had been brought to his notice he decided to have dental treat- 

■ ni from his own dentist, whom he attended twice during the 
.criod January 19 to .March 19. 1948, treatment on each occa- 

consisting of scaling and cleansing of the gum pockets. 
The canous molars were not e.xtracted. 

On M.arch IS, 1948 — i.e.. at his ninth weekly attendance at 
the department and after the eleventh week of treatment— he 
showed some evidence of gingivitis. In addition, a faint blue 


line was present on the anterior lower gum margin adjoining 
the four lower incisors, and also on the upper gum margin 
behind the four upper incisors. Bismuth therapy was stopped, 
but weekly treatment with the arsenical was continued. A 
mouthwash containing 5% potassium chlorate was prescribed, 
and instructions given about the care of the mouth. Under this 
conservative treatment the gingivitis improved, but the blue line 
persisted. There was no albuminuria. 

On April 7, 1948, he again attended his dentist, who repealed 
scaling and also extracted the two carious upper molars under 
local anaesthesia. On April 11 (four days later) he attended 
the department with all the signs of an acute bismuth stomatitis. 
There was considerable fetor, lividity, and turgid oedema of the 
alveolar tissues with submucosal haemorrhages, and extensive 
heavily marked blue lines on the upper and lower gum margins. 
Heavy bismuth deposits were seen on the buccal and lingual 
mucous membranes, the soft palate, and the left tonsil, and there 
was necrosis of the cavities of the extracted molars. A small 
painful bismulh-pigmenied ulcer was present on ihe buccal 
mucous membrane adjoining the cavity of the third right upper 
molar, and he had had a painful, tender bilateral submaxillary 
adenitis. There was slight pyrexia (99.2“ F. ; 37.3“ C.). 

oliguria was present, the urine showed a cloud of albumin, and 
on microscopic examination a few red cells and epithelial casts 
ss-ere seen. The differential blood count showed a mild leuco- 
penia (5,000 per cjmm.) and thrombocytopenia (90,000 per 
c.mm.). - Dark-field examination of the detritus of the ulcer 
on the buccal mucous membrane revealed masses of Treponema 
vincenii and Fusobacieria plauti-Yincenli. 

Arspbenamine therapy was stopped, and the patient was 
admitted to hospital. The presence of organisms of fuso- 
spirillary type in the mouth was an indication for penicillin, 
but this was withheld because it was not known if BAL had any 
effect on the action of penicillin, and in addition the case offered 
an excellent opportunity to study the unaided action of B.AL. 
Treatment with BAL was begun at once, the preparation used 
consisting of a 5% solution of 2: 3-dimercaptopropanol in 
arachis oil containing 10% benzyl benzoate. He was given 
2 ml. (by intramuscular injection into the gluteal region) thrice 
daily for two days, twice daily for four days, and once daily 
for four days, after which (i.e., 14 days after the onset of the 
complication and 10 days after beginning treatment with 
BAL) the condition had completely resolved, except for residual 
alveolar lividity, painful lingual oedema, and intense salivation. 
The bismuth deposits and the blue lines had vanished. 

Local treatment of the complication was entirely palliative, 
and consisted of frequent cleansing of the teeth, gum massage, 
and use of a mouthwash containing i" zinc chloride. 

Clinical response to BAL was evident almost from the first 
day of treatment, and improvement was continuous and rapid. 
On the seventh day of therapy the urine was albumin-free and 
microscopically showed no abnarmaliiy, and the temperature 
and differential blood count were normal. Fourteen days after 
onset of the stomatitis he was discharged from hospital, and 
seven days later arspbenamine therapy was resumed. 

The toxic reactions to BAL were comparatively mild. The 
patient complained of headache, nausea, a burning sensation 
in the eyes, lacrimation, and some local pain at the site of 
injection. Salivation and painful lingual oedema persisted for 
several days after cessation of therapy. The blood pressure 
remained constant throughout 

A. A. M.- Reekie, M.B., B.Ch., 

Physician-in-Cbargc. Sneciat Departncni, Pnnet o( 
Wales’s General Hospital. London ; Ashford 
Hospital, .Middlesex, etc. 


The Woods School, which is a school for mentally and physi- 
cally retarded children at Langhome. Pennsylvania. U.S..A., has 
been given by its founder, hfrs. W. Nf. Hare, to a board of 
trustees. The school was founded in 1913 with the a'm of leach- 
ing children vvith behaviour problems and those with reading or 
speech difficulties to meet Ihe problems of everyday life. 
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OPERATIYE AND LABORATORY OBSTETRICS 

Die Geburtshilflichen Operationen. By Professor H. 

Martius. Sixth edition. (Pp. 287 ; illustrated. M. 15.60.) 

Stuttgart: Georg Thieme. 

Greff e Ovarienne Jntra-oculaire chez la Lapine Castree: 

Application au Diagnostic de la Gestation. By J. Vors. 

(Pp. 71. No price.) Paris: Vigot Freres. 

Morphologic et Histologic des Corpsprogestatifs et 

Gestatifs (Corps Jaimes) de I'Ovaire Fiminin. By G. , 

Dubreuil and M. Rivi&re. (Pp. 102 ; illustrated. No.. 

price.) Paris: Vigot Freres. 

Martius’s Obstetrical Operations, first published in 1934, 
has now reached its sixth edition, and its popularity is 'well 
deserved. In 275 pages, with the help of 2S1 illustrations, 
Martius has given a comprehensive description of the art 
of operative obstetrics. The text is practical and the style 
is dogmatic, so that the reader is never in doubt of the 
author’s meaning The subdivisions are excellent, and 
the arrangement of headings allows the salient features to 
be picked out without difficulty. The illustrations show 
Martius’s usual judgment and ingenuity, and particular 
mention must be made of those depicting episiotomy. 
Although many of the diagrams are copied from old 
favourites, there is not always acknowledgment ; it is well 
known that obstetrical illustrations are copied from book 
to book, and it is a matter of regret that the originators of 
some of the classical diagrams have been forgotten. 

Like Pater in his essay on da Vinci, with its subtle 
emphasis on La Gioconda, Martius contrives to create the 
same emphasis on forceps delivery, and his description has 
seldom been equalled. Willet’s forceps are, mentioned, but 
there is no recognition of the modern English methods 
employed in breech delivery. Lovsett’s manoeuvre is not 
described, nor is the Drew Smythe catheter. The German 
classification of flexed and.deflexed vertices has never been 
favoured in Great Britain,, though it is found in the text- 
book of Jellett and Madili. The practical application of 
ihis method should not L)e completely ignored. It is 
probable that the work will be translated and published 
in America, and it is hoped that Martius will incorporate 
in the next edition the valuable contributions to operative 
obstetrics which have bee'n made there and in Great 
Britain. 

Grafting of tissues into anterior chamber of the eye 
has been practised for many years, and important work has 
been done with this technique, particularly by Allen' and 
Preist and by Markee. Vors describes in detail the trans- 
plantation of a homologous graft from a young rabbit into 
the anterior chamber of a castrated doe of adult age. The 
reaction of the graft to injected gonadotrophins can be 
accurately studied, and the author suggests that the method 
can be used to replace the Friedman test for the diagnosis 
of pregnancy. It is possible that the technique will be 
widely used in the futiire, and it might be employed to 
determine the concentration of gonadotrophins in the blood 
and urine of patients suijfering from endocrine diseases. 

Dubreuil and Rivi&re’sl short publication gives a general 
account of the histology of the corpus luteum of pregnancy 
and of the corpus luteum of menstruation. The authors 
endeavour to distinguish between the two types of corpora 
lutea in a way which is ,not altogether convincing. A 
valuable description of tfje cystic forms of the corpus 
luteum of pregnancy is givep, and the retrogressive forms 


are described with some accuracy. The views of the authors 
on the colloid bodies are not likely to be accepted by many 
who have worked on the corpus luteum. The references 
are good, but it cannot be said that the publication is 
outstanding. 

Wilfred Shaw. 


PUBLIC HEALTH IN THE U.S.A. 

Public Health in the World To-day. Edited by James S. 

Simmons. With foreword by James Conant. ffp. 332. 

S5 or £1 7s. 6d.) Massachusetts: Harvard University Press. 

London: Geoffrey Cumberlege. 1949. 

During 1947-8 a series of public health forums conducted 
by distinguished guest speakers was added to the regular 
curriculum of the Harvard School of Public Health. The 
papers presented at . 22 such conferences are repro- 
duced in this book. There is a foreword by the President 
of Harvard University and an introduction by James 
Stevens Simmons, who edited the volume. 

, The book, like the papers on which it is based, is intended 
primarily for our American colleagues, and it goes without 
saying that the need it will meet on this side of the Atlantic 
is entirely different from -that in the United States. For 
the professional reader, or the intelligent non-medical 
reader in the States, the work provides a readable factual 
account .of many aspects of American public health and 
its history and objectives — subjects which will obviously 
attract only a small number of readers here. Were these 
the only topics discussed, the book’s main purpose in 
England would be to furnish a means of comparing 
American problems and the American outlook with our 
own. From this standpoint the English reader will be 
left in no doubt that there are big differences in matters 
of detail between the two countries, notwithstanding a 
close similarity of fundamental outlook. This is instanced 
by the relatively greater emphasis given in the U.S.A. to 
statistical researches into the need for medical care, the 
place of voluntary agencies, and the statistical evaluation 
of the efficiency of health programmes. 

On the other hand, papers from the pens of C. Winslow, 
Professor Emeritus of Public Health at Yale, Hugh L 
Morgan, and Louis I. Dublin — discussing' respectively the 
evolution of public health and’ its objectives, public health, 
preventive medicine, and the practising physician, and 
public health and the diseases of old age — bring out resem- 
blances between the evolution of public health, thought, 
current practical problems, and aspirations for the future 
of preventive medicine on both sides of the Atlantic. 

The topics covered by this stimulating symposiiun are 
too diverse to permit of any short summary of their scope, 
but chapters on subjects like world health, and public 
health problems connected with aviation and the atomic 
era, clearly have an interest which transcends national 
boundaries. 

This is not a book which most people read from 
cover to cover, at all events in this country. But almost 
every reader will find sections of 'great interest — some 
factual, and others somewhat philosophical. For the 
Englishman who is already acquainted with the public 
health services of the United States the book will have a 
special appeal, as it will also for teachers of preventive 
and social medicine and for the reader who. wishes to have 
an American account of certain aspects of international 
medicine. The book should find a place on the shelves of 
medical libraries because of the facts, ideas, and appraisals 
it contains. 

Fred Grunw- 
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STUDY IN N-EUROSIS 

The Neurosis of Man. Bv Trigant Burrow. Ph.D. 

(Pp. 428 ; illustrated. £1 8s.) ' London ; Routkdge and 

Kegan Paul. 1949. 

This is not a book for holiday reading and it is difiBcult 
to understand even by patient study. I agree with a criti- 
cism of his views which the author himself quotes (p. 19) : 

'■ It is not only that I find them hard to read because of 
‘he unfamiliar vocabulary and locutions ; . . . I experience 
a positive feeling of opposition every time I read his work.”- 

It is stated by the publishers that the book “sets aside 
discussion and opinion respecting human maladjustments 
and introduces a much-needed science of human relations.” 
But the first few chapters are full of dogmatisms without 
shadow of proof or clinical' illustration — indeed, the views 
are described as “ a development away from clinical 
psychiatry.” 

The attitude adopted in the book may be illustrated by 
a few quotations. The author says (p. xiv) ; “ In a montent 
of evident ve.xation, Freud once remarked to a mutual 


the imposition of social patterns upon the individual, with 
its false dichotomy of “ right ” and “ wiong ” giving rise 
to a pseudo-identity or “I ’’-persona, so that it is difficult 
to recall the original submerged pattern. The real con- 
flict in man is between the “ I ’’-persona and this organism. 
Cotension means integration, co-ordination, and health , 
ditension means disintegration, disorder, and disease 
(p. 247). Neurosis appears to consist in the denial of this 
primitive adaptation of man to his environment in favour 
of the “ I ’’-persona. This is not a problem of this or 
that individual, but a problem of man as such, and requires 
the reorientation of all our values, moral as well as social. 

In practice the author protests against the teaching of 
parents who have been “brought up in the meshes of 
moralistic dichotomy,” and who therefore inculcate in the 
child the vacillating law and vague shibboleths we call 
right (p. 83). Instead of this he proposes to “inculcate 
in the child a sense of its relation as an organism to 
its environment.” 

I. A. H.vdheld. 


colleague of ours, ' Does Burrow think he is going to cure 
the world ? ’ to which my unequivocal reply was, T most 
certainly do.’ ” “ Our whole purpose . . . was to discredit 
all there was of man’s behaviour prepossessions — all the 
inherited mental and social constructions habitually 
cherished by us — and to build anew.” And on p. xvii : 

" It is a supreme effort to put into the hands of man what 
belongs in the hands of man, and not in the hands of a 
few absurd mental healers.” 

Some basic principles of his study are fully justified— 
the belief in the “ oneness ” of human life, for example, 
which he describes as its most powerful instinct. Again, 
he considers that attention is not an isolated mental func- 
tion but a reaction of the whole organism to the environ- 
ment by which it performs its “instinctive” functions. 
H's effort to carry the reader back to biological principles 
is also welcome, for he studies man as such, especially 
in his primitive relations and reactions to the environment. 
Hence the author’s criticism of Freud in his individu^ 
anaivsis, and his resort to “ phylo-analysis the analysis 
of the psycho-organism of man.” Many mistakes in 
osvchologv and psychopathology could have been avoided 
if we had kept “close to nature” and based our psycho- 
logical speculations on biological principles. I am also 
pleased to see his criticism of social standards of right 
and “ wrong ” as our infallible guide to human conduct. 
But Freud has already made ms aware of the danger of 
blindly accepting “ super-ego ” standards which may do 
violence to our own nature and so cause neurosis. 

■ The author refutes the idea that abnormalitv’ consists m 
ihe fact that the “ patient does not think and feel as the 
community thinks and feels” (p. 232) on the grounds that 
the community itself which passes such judgment ^ only 
oseudo-normal. For this he substitutes the idea ffiat the 
neurosis of man consists in a “ maladaptation in the func- 
tions of man's brain in respect to. its environment. 

T'ne author bases his concept of the organism reaction 
to 'life on what he terms “cotension,” which is the 
neurodvnamic relation of organism to environment as it 
exists natively and indifferentiated within the cerebro- 
sympathetic system” and “relates the mganism km- 
ithetically to the outer world” {p. 216). Colension. for 
ffistance, enables us to perform the extremely complicat^ 
nrocess of balancing with our eyes closed. Just m the 
cteleton is the organism’s structural framework, so is co- 
in 7 the organism’s functional support (p. 247) But 
hU primary tcnsional pattern has been superseded by 
dUension. one of the main causes of which appears to be 


FUNCTIONAL PATHOLOGY 

Die Permeabililatspalhologie. By Professor Hans Eppinger. 

(Pp. 755 ; 145 figures ; unbound, £7 2s. 6d. ; bound £7 7s.) 
Vienna: Springer. 1949. 

According to Eppinger the general theory of pathology 
requires three concepts — cellular pathology, humoral 
pathology, and permeability pathology, which is the logical 
complebon of the other two. For most pathologists, at 
any rate in the English-speab'ng world, the concepts of 
cellular and humoral pathology have lost their importance, 
the phenomena which gave rise to them having been vastly 
extended and regrouped. Humoral pathology has been 
transmuted into a separate group of disciplines, including 
physical chemistry, serology, and haematology, and the 
cell is now thought of as a complex biochemical ^-stem 
rather than as a little ball with a smaller one inside it 
Modem pathologists are perhaps more physiological in 
outlook than they themselves realize, for they regard the 
histological section as simply a snapshot of one phase in 
a series of processes, clinical or experimental ; they are 
all in varying degree functionalists, and the boundaries 
between cellular and humoral pathology have vanished. 

Eppinger’s book is a discussion of the role of mem- 
branes in disease, of physical chemistry app'ied to 
pathology. Most of it is concerned with general palholo^. 
and among the many phenomena discussed arc tissue fluids 
and cell metabolism, electrical phenomena at cell surfaces, 
oedema, albuminuria, histamine poisoning, and ana- 
phyla.xis. The last third of the book describes the special 
pathology of the kidneys, liver, and circulatory and 
alimentary systems. 

The author’s outlook is that of the nineteenth century, 
and the giants of German pathology so fascinate him that 
he neglects his contemporaries. The references are often 
very old, and the work of the past decade is hardly noticed. 
Much miscellaneous information is given, but in the main 
the book is platitudinous and extremely verbose. This 
is not the fault of the German language, which can be 
as crisp and clear as the best English ; it is due rather to 
looseness of thought that might possibly be put down to 
advancing years or the stress of war. The book may well 
serve as a reminder that even the ablest writers pass the 
meridian, and that a time comes when it is best to be silent. 
The most attractive feature of the book is the author’s 
affection for Rokitansky; in tfus many pathologists will 
be at one with him. 

Raymond Whtiehe.\d. 
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THE CHEMISTRY OF FOODSTUFFS 

Elements of Food Biochemistry. By William H. Peter- 
son, Ph.D., John T. Skinner, Ph.D., and Frank M. Strong, 
Ph.D. (Pp. 259 ; 34 figures. 21s.) London and New 
York: Staples Press. 1949. 

In nutrition, you cannot be said to have your cake until 
you have eaten it. Many popular works on food stop 
short at the mouth of the consumer, but the purpose of 
this book by the Professor of Biochemistry and his col- 
league at the University of Wisconsin, and Dr. Skinner 
of the Kentucky Agricultural Experiment Station, is “to 
emphasize the chemistry of the constituents of food and 
the chemical changes that these constituents undergo in 
the process of metabolism.” The exposition throughout 
is clear and precise, and a large amount of information is 
neafly arranged and tabulated in a relatively small volume. 
Separate chapters describe each chief class of nutrient; 
economic as well as dietetic factors are considered ; 
important chemical reactions are specified ; and each 
section is equipped with a short bibliography and a list 
of questions that will be helpful to busy examiners. 

The figures are mostly selected from previously published 
photomicrographs of crystalline nutrients. While these 
have their value in showing the student that the substances 
have been isolated and “ really exist,” none of the illustra- 
tions gives any indication of the scale of magnification — 
the budding yeast cells in Chapter II are nearly as large 
as the nutritionally deficient rat, of unspecified age or 
weight, in Chapter VI. 

In a book designed to emphasize the dynamic as well 
as the static aspect of food chemistry no mention is made 
of Frazer’s important work on the mechanism of fat 
absorption, nor the use of tracer isotopes in _ metabolic 
studies, nor the applications of chromatography and micro- 
biological assay to the estimation of the individual amino- 
acids and vitamins in the blood. This may be related to 
the fact that the bibliographical references do not go 
beyond 1942. The appendix of 22 pages contains extensive 
tabulations of the composition of foods, and includes 
valuable hitherto uncompiled data for the 'vitamins of the 
B group, based on work done in the Biochemical Labora- 
tories at the University of Wisconsin. 

W. R. Fearon. 


The departments of Child Health and Medical Illustration, Guy’s 
Hospital, are to be congratulated on the design of a card depicting 
breathing exercises for children from 5 to 10 years of age (Special 
Breathing Exercises for Children ; 9d. each ; Guy’s Hospital. London). 
The card is constructed so that it can be stood on a mantelpiece 
to catch tlte child’s attention. The amusing illustrations will 
undoubtedly attract the notice of all who enter the room, the brief 
directions are explicit, and the exercises entertaining. It still remains 
doubtful, however, how much good (or harm) breathing against 
resistance can do, so that the balloon exercise might with advantage 
be omitted. 

The greater part of^^r. C. Berg’s Clinical Usychology (pp. 503; 
£1 5s.; London: Allen Unwin, 1948) is made up of graphic 
accounts of cases in the piV-ess of analysis. The theoretical back- 
ground is substantially ortlnXloxly Freudian in character, but the 
more recent theories of dep-e. 5 sion, destructive impulses, and 
introjection-projection mechanisms i'.'^early childhood are not given 
sufficient weight. The complex pre-oeu)p{iI life of the child is very 
sketchily conveyed. This is a serious omNsiof., as it would have 
enhanced the author’s thesis of the tenuous 'frontiers separating 
psychosis from neurosis. The treatment section is very fair, and 
Dr. Berg adopts the more catholic technique of restrained interpre- 
tation as against the early sallies into interpretation by the more 
advanced or Kleinian wing of Freudian psychopathology. For those 
embarking on a psychiatric career this book is well worthy of study, 
and by the experienced analyst it will be read as a stimulus to lively 
discussion on points of technique and theory. 


BOOKS RECEIVED 

[Review is not precluded by notice here of books recently received] 

British Surgical Practice. Edited by Sir Ernest Rock Carling, 
F.R.C.S., F.R.C.P., and Sir James Paterson Ross, K.C.V.O., F.R.C.S. 
Vol. 6. (Pp. 554. 60s.) London : Butterworth. 1949. 

Operative Technic in Specially Surgery. Edited by W. H..Cole, 
M.D., F.A.C.S. Introduction by A. O. Whipple, M.D., F.A.C.S. 
. (Pp. '725. $14.) New York: Applelon-Ceniury-Crofls. 1949. 

Mastung durch Steigernng der Nebennierenrindenfutiktion. By 
1. G. Fazekas. Introduction by J. Bald. (Pp. 213. No price.) 
Szeged, Hungary: Szeged Stadtische. 1949. 

Morbus Caeruleus. By S. Eek and others. Edited by E. Mann- 
heimer. Bibliotheca Cardiologica. Fasc. 4. (Pp, 332. No price.) 
Basle and New York : Karger. 1949. 

Trial of Nikolaus von Falkenhorst. War Crimes Trials Series. 
Edited by E. H. Stevens, O.B.E., LL.B. Foreword by the Rt. Hon. 
Sir Norman Birkelt, -P.C. Vol. 6. (Pp. 278. 18s.) London: 

William Hodge. 1949. 

Visual Development. By J. H. Prince, F.R.M.S. Foreword by 
Professor H. Hartridge, M.D., F.R.S. Vol. 1. (Pp. 418. SOs.) 
Edinburgh: Livingstone. 1949. 

A General History oj Nursing. By L. R. Seymer, M.A.Oxon., 
S.R.N. (Pp. 332. 21s.) London : Faber. 1949. 

A Year with Osier. iSgb-iHp?.- By .1. H. Pratt. (Pp. 209. S4.) 
Baltimore: The Johns Hopkins Press. 1949. 

Vltraviolette Strahlen. By A. E. H. Meyer and E. O. Seitz. 2nd ed 
(Pp. 390. M. 34.) Berlin : Walter de Gruyter. 1949. 

The Portraiture of William Harvey. By G. Keynes, M.D. 
Cantab., F.R.C.S.Eng. (Pp. 42. No price.) London : The Royal 
College of Surgeons of England. 1949. 

Tristezas do Manicomio. By O. A. de Rezende. (Pp. 94. No 
price.) Rio de Janeiro: Henrique M. Sondeimann. 1941. 

Mysterious Marriage. By E. G. Howe, M.B., D.P.M. (Pp. 320- 
15s.) London; Faber. 1949. 

Der Liquor. Untersuchung and Diagnostik. By H.-H. Meyer. 
(Pp. 191. M. 24.) Berlin: Springer. 1949. 

Etude Semiologique du Tonus Musculaire. By Andrd-Thomas 
and J. de Ajuriaguerra. (Pp. 844. 2,000 francs.) Paris: Editions 
Medicales Flammarion. 1949. 

Photoradiography in Search nj Tuberculosis. By D. Zacks, 
M.D. (Pp. 297. 40s. or $5.) London; Baillibre, Tindall and Cox. 

Transactions of the Sixty-Seventh Meeting of the American 
Surgical Association. Edited by J. H. Gibbon, Jun., M.D. Vol. 65. 
(Pp. 695. No price.) Philadelphia and London: Lippincott. 1947. 

A Synopsis of Obstetrics and. Gynaecology. By A. W. Bourne, 
F.R.C.S., F.R.C.O.G. 10th ed. (Pp 522. 21s.) Bristol: John 
Wright. 1949. 

The Infancy of Speech and the Speech of Infancy. By L. Stein, 
M.D., F.C.S.T. Foreword by E. J. Boome. (Pp. 209. 21s.) 
London: Methuen. 1949. 

Catalogue of an Exhibition of Books, Alannscripts and Relics 
Commmiorating the Bicentenary of Edward Jenner. (Pp. 36. 2s.) 
London: The Wellcome Historical Medical Museum. 1949. 

Diabetes and its Treatment. By J. H. Barach, M.D., F.A.C.P. 
(Pp. 326. 50s.) London : Geoffrey Cumberlege, Oxford University 
Press. 1949. 

Blood and Plasma Transfusions. By M. M. SIrumia, M.D., 
and J. J. McGraw, Jun., M.D. (Pp. 497. $7.50.) Philadelphia: 
Davis. 1949.' 

Green's Manual of Pathology. Revised by H. W. C. Vines, 
M.D. 17th ed. (Pp. 1,200. 42s.) London; Baillibre, Tindall and 
Cox. 1949. 
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GENERAL PRACTITIONERS’ REMUNERATION 
Rejecting the claim of general practitioners for higher 
total remuneration, the Secretary of the Ministry of 
Health argues,' first, that in view of the amount now 
being paid “ no reasonable case can be made for any 
increase,” and, secondly, that the economic state of the 
country prohibits an increase at present. The profes- 
sion’s cla.ms were set out in a report' prepared by the 
General Medical Services Committee and approved by 
the Special Conference of Representatives of Local 
Mcdiei' Committees on March 3. They were sent to 
the Ministry on March 4, and on March 29 the Repre- 
sentatr. - Body supported them. 

The Mmistrv meanwhile sought information from 
executiNC councils on how much had been paid to 
general practitioners. It was unable to present the 
results of its intmiry until August 18. and on Septem- 
ber 23 found itself ready to discuss them with a depu- 
tation from the General Medical Services Committee. 
At that meeting the deputation drew attention to a 
rum' . •■ of inaccuracies in the document, and the Minis- 
try admitted them ; some seemed to be mistakes in 
unth.n.tic ; others were due to disregard of one or two 
nighly relevant factors. The Ministry promised to cor- 
-eci its mistakes, but that, in the Ministry’s words,'’ 

II :d a good deal of research.” Therefore on 
October 27 the Conference of Representatives of Local 
■Medical Committees, after deploring the Ministry’s 
Jcla\ in the matter, resolved that, as the central pool 
could be properly calculated without redrafting the 
Ministry’s document, the calculation should now be 
made in agreement with the representatives of the 
iieueral practitioners. Sir William Douglas’s letter is 
the response to this demand. 

The size of the central pool depends in the first place 
on the Spens recommendations, which were formulated 
in teiins of the 1939 value of money, and the Ministry 
asreed - ith the B.M.A. that the pool, m those terms, 
,hould be £31.24 million. In order to convert this sum 
into one that reflects tlie higher cost of living to-day the 
Ministr\ assumed tliat practice expenses — taken as 40% 
of cross remuneration— have increased by 55%. and it 
added 20% (determined in 1946) to the net income. 

I Smpp^e/r.eni^ 1949, 2, 21S 
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The betterment factor on gross incomes compounded 
from these calculations is 34%, and this brings the pool 
up to £41.46 million. Since the population of the 
country was estimated to have increased since 1939 
by 3%, £1.24 million was added, making £42.7 million. 
The profession agreed with the Ministry that 95% of 
the population might be expected to use the Service, so 
the pool was reduced to £40.57 million. When the 
present population of the country is accounted for, the 
central pool for the financial year 1949-50 becomes 
£41.3 million. 

An increase of 34% clearly does not reflect the 
change in the value of money since 1939. The B.M.A. 
took the advice of an expert economist, who concluded’ 
that the cost of living of the professional classes had 
in 1948 risen by 85% above the 1939 cosL In putting 
its claim before the Ministry the B.M.A. argued that 
it was justifiable to ask for an increase of 70%. and, 
after other minor adjustments had been made, the Asso- 
ciation’s claim differed from the Ministry’s estimated 
central pool by about £16.5 million. 

The Ministry has tried to bridge this gap from both 
ends, though the structure does not quite meet in the 
middle. In the first place it has added to the central 
pool of £41.3 million the sum of £7.5 million derived 
from various additional sources such as payments for 
maternity medical services, provision of drugs, training 
assistants, and the Exchequer superannuation contribu- 
tion. It thus brings the total amount to be paid to 
general practitioners in the financial year 1949-50 up 
to the sum of £48.8 million. Working from the other 
end, and assuming that there are 18,936 principals in 
general practice instead of the 20,000. estimated by the 
B.M..A., the Ministry' has calculated the central pool 
in accordance with the Association’s betterment factor 
of 70% to be £53.5 million. The difference between 
the two totals is £4.7 million, or about two shillings on 
the capitation fee. The Ministry points out that there 
are some other sources of income derived from the 
Exchequer to be considered also, such as payments 
for dental anaesthetics and work done for local 
authorities. 

The General Medical Services Committee will meet 
on December 1 to consider these figures, and no doubt 
its members are aware, as the Minister of Health is said 
to be, of the “ vital national need to avoid any unjusti- 
fied raising of remuneration in any field.” Had the 
same figures been discussed six months ago — as they 
would have been if the Ministry had been less dila- 
tory'-T-a decision could more simply have been 'made. 
Again, the situation may be easier — or more diflacult — 
in six months’ time. But on December I the committee 
will have a harder choice before it than the Minister’s 
opinion quoted above would suggest For it is not a 



UNDERNUTRITION IN EUROPE 


/ 


Bmtish 

Medical Jouuml 


1218 Nov. 26/ 1949 


question of an “ unjustified ” increase being claimed 
but one that is related to the Spens Report, which the 
Government accepted in principle. 


UNDERNUTRrriON IN EUROPE 

Opportunity to study the effects of prolonged under- 
nutrition on the human body was all too frequent in 
Europe during and after the war, and several observers 
have published books on the subject. The findings of 
Brull and his assistants^ are particularly interesting, 
for they were obtained by detailed studies on the 
general civilian population of all age groups -over 14 
years during the German occupation of Belgium. Their 
work is selective in that the individuals investigated 
were those who presented themselves at the Medical 
Clinic of the University of Liege. They undertook 
also special studies of small groups of school-children 
and heavy workers. Body weights were reduced by 
about 12% by the middle of May, 1941. During the 
following 12 months a further slight fall (12.9%) was 
observed. Between May, 1942, and the end of Janu- 
ary, 1944, body weights rose slowly and were 7.8% 
below normal on the latter date. Disorganization of 
transport in the spring of 1944 caused a sharp decline 
to the level of May. 1941. In spite of these weight 
losses plasma-protein concentrations remained within 
the normal range; the mean value (3,137 observations) 
was 6.99 g. per 100 ml. Blood pressure fell (systolic 
and diastolic) on an average by 20 mm. Hg for a weight 
loss of 10 kg. There was no significant fall in haemo- 
globin concentrations between January, 1940, and Octo- 
ber, 1944 (9,794 patients). In the adolescent group 
normal weights and heights were recorded in February- 
April, 1942: no signs of anaemia or of avitaminosis 
were found, but a slight fall in plasma-protein concen- 
tration, blood cholesterol, and phospholipids was noted. 
The heavy workers lost weight, but this was not suffi- 
cient to bring the level below that taken as the lower limit 
of normal for the age and height of the individual. 
This relatively small loss of weight was due to the 
effect of food grown in allotments or obtained through 
the black market. Famine oedema occurred mostly 
in males over the age of 40, but its frequency in the 
general population has not been recorded. Oedema 
was present even when the plasma-protein concentra- 
tion was above that regarded as the “ oedema level.” 
The amounts of vitamins A, B,, and C in the blood 
were estimated, and no signs of avitaminosis were 
found. As might be expected, the incidence of bone 
demineralization was extremel y low: among 30,000 

de Carence en Belgique pendant rOccupation Allcmande, 1940-4, 
1945. Licgc: Fditjons Solidi. Paris: Hermann. 

•Im Di^nutrition de Guerre^ 1947. Acta medica belgica, Paris : IVfaloine. 

Hunserkrankheit^ HunfterdJent, Himscrtubcrkulosc. 1948. Basic: Schwabe. 

* DrULSh Medical Journal, 1946, 1,4. 


patients, five had Osteoporosis which could be attri- 
buted to calcium and phosphorus deficiencies. Four 
of the five were females over 59 years of age ; one 
case occurred in a young man who had suffered 
from severe undemiitrition. Gastro-duodenal ulcera- 
tion increased in frequency during the first year of the 
occupation ; this was attributed to emotional factors. 

Simonart“ investigated undemutrition in prisoners in 
Louvain Gaol. As the reduced ration could not be 
supplemented, the effects of known diets could be 
observed and the results of various therapeutic measures 
assayed with accuracy. The classical work of Benedict 
on starvation was amply confirmed. Simonart, how- 
ever, studied in some detail the role of vitamin B, 
(aneurin) in water and carbohydrate metabolism. 
Apparently the intake of this vitamin was below the 
normal requirements, for signs and symptoms of beri- 
beri appeared: he found that intravenous injections 
•of aneurin not only increased muscular power but when 
oedema was present they assisted the kidneys to elimi- 
nate water. He confirmed BruU’s finding that famine 
oedema is not related to the plasma-protein concentra- 
tion. In several of his cases the globulin fraction of 
the plasma protein was increased above normal, but 
a constant finding was that the serum albumin was 
reduced. When refeeding was possible, he was of the 
opinion that vitamin Bj increased the rate of albumin 
regeneration. An interesting observation was that the 
blood pyruvate was raised ; he related this to the vita- 
min Bi deficiency. This is important for the light it 
throws on the intermediary metabolism of carbohydrate 
in man. Most of Simonart’s clinical observations'agree 
with those made by Brull and his colleagues, but the 
signs and symptoms were much more severe in the 
Louvain patients. Sudden heart failure was the usual 
cause of death. Coma, indistinguishable from diabetic 
coma, occurred and was treated by infusions of glucose 
solution. 

The condition of the Louvain ■ prisoners was inter- 
mediate between the undemutrition observed by Brull 
and the extreme emaciation of the majority of the 296 
patients who came under the care of a team of Swiss 
workers headed by Hottinger.^ Body-weight losses of 
40-50% were common in this group. The simi- 
larity between the clinical conditions found and those 
described by Mollison'* in the inmates of the Bergen- 
Belsen concentration camp is close. Many of the 
patients had skin infections, typhus and typhoid fevers, 
or tuberculosis. The Swiss workers have provided 
much information about the value of different methods 
of treating these starved persons. They also report in 
detail the pathological findings in 53 necropsies. These 
records are accompanied by a critical survey of the 
literature on every aspect of the starvation state. They 
began treatment with a “ transition ” diet, which was 
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given in small frequent meals (5-6 per day). This diet 
was rich in protein and contained only a small amount 
of fermentable carbohydrate and of fat. It amounted 
to approximately 2,500 calories per day. After 4-5 
days a diet containing 4,500-5,000 calories was given: 
this, too, was rich in protein, low in fat, and contained 
Uttle fermentable sugar in its carbohydrate fraction. 
Cases of anaemia and hypoproteinaemia were treated 
with blood transfusions and plasma infusions. Where 
necessar}.’, cardiac weakness was treated with the usual 
cardiac stimulants. As avitaminoses were common, 
vitamin supplements were given. These provided vita- 
mins A, B complex, C, D, and E (tocopherol) in quan- 
tities equal to about double the daily requirement of a 
normal adult 


INFECTION IN THE NURSERY 


With the increasing demand for maternity beds the 
medical and nursing staffs of maternity departments have 
a heavy responsibility to ensure that proper precautions 
are taken to protect both mother and baby against the 
risk of infection. The newborn baby has little capacity 
to withstand infection even by bacteria of low patho- 
genicity, and a loose stool or pimple on the skin may be 
the danger signal of an outbreak that wUl cause havoc 
in the nursery, particularly among premature and arti- 
ficially fed infants. However, most of the infections, the 
incidence of which has varied in recent reports from 3 to 
30‘’(, are relatively mild and, as Dr. Janet D. Roscoe 
pointed out in last week’s Journal (p. 1 144), affect princi- 
pally the eyes (“sticky” eye) and the skin, with the 
staphylococcus as the most frequently found organism. 
Coagulase-posilive staphylococci are common in the 
(naten'ity nursery; they have been found in the noses 
of half the staff and 80-90% of the babies, in the throats 
and faeces of 20-50% of the infants, and in the dust and 
on bottles, towels, napkins, and the like. What is not yet 
known is whether these potentially pathogenic staphylo- 
cocci vary in their capacity to initiate infection. Sero- 
logical and phage typing of the staphylococcus may help 
lo give the answer, and already there is some evidence 
that certain phage types are particularly associated with 
outbreaks of pemphigus.' Certainly when an outbreak 
of pemphigus is bacteriologically investigated it is usual 
to find a widespread dissemination of the infecting type, 
but more studies are needed on the distribution and types 
of staphylococci in non-epidemic periods. It might weU 
happen that one type will establish itself in the nursery 
in the absence of infection, and this is likely to occur 
when penicillin is being used indiscriminately, with the 
emersence of a penicillin-resistant strain. Should an 
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infant’s skin be made more susceptible to attack by the 
use of a rough towel- or cheap soap or the conjunctiva 
by prophylactic silver nitrate, the prevalent staphylo- 
coccus becomes the infecting strain and may thus be 
wrongly identified as an “ epidemic ” type. It is possible 
that invasiveness — the power to attack healthy tissues 
— is particularly associated with certain types of the 
staphylococcus, as seems to be the case with the pneumo- 
coccus. It has already emerged that the capacity to 
produce enterotoxin is limited to two or three types of 
the staphylococcus — in particular types 6/47 and 42D ' ; 
but, as Dr. G. Martyn demonstrated in a paper appear- 
ing in last week’s Journal (p. 1146), the mere finding 
of enterotoxic staphylococci m the faeces of infants 
does not mean that these types are aetiologically 
associated with infantile enteritis. 

With the coliform group of organisms, too, there may 
be “epidemic” and “endemic” types, for two sero- 
logical types of Bact. coll have been recently found in 
association with outbreaks of gastro-enteritis. The 
studies of Drs. A. M. McFarlan, P. B. Crone, and G. H. 
Tee, whose paper on the normal bacterial flora in 
infancy also appeared in last week’s issue (p. 1140). 
indicate that the opportunities for the spread of coliform 
organisms, as shown by their presence in the throat, are 
much greater in artificially fed infants, among which out- 
breaks of diarrhoea or vomiting mostly occur, than in 
breast-fed babies. However, the value of such studies 
would be considerably enhanced if the staphylococci, 
coliform organisms, or faecal streptococci found on the 
mucous membranes could be' precisely identified by 
serological or phage typing, so that the introduction of 
a new strain, perhaps with pathogenic properties, could 
be recognized and related to any infective episode that 
might occur. 

Meanwhile the wide variation in the amount of nursery 
infection suggests that conditions could be improved in 
many maternity departments. Pupil midwives and 
nursery nurses need to be taught that babies require very 
different handling from adults, and they should be 
instructed in the dangers of cross-infection in hospitals 
and the means of controlling it, as outlined in the Medi- 
cal Research Council’s Memorandum' on the subject. 
The new Ministry of Health film entitled “ Tracing the 
Spread of Infection ” would be a useful introduction to 
such instruction. The use of s mall units of four to six 
beds which can be filled within 1-2 days and cleaned 
between each new “ intake ” may also be recommended 
as a method of reducing hospital cross-infection* and has 
other advantages. The large often overcrowded nursery 
is fast becoming an anachroiusm, while the need for 
special units for premature babies is being increasingly 
recognized. Above all, breast-feeding with the minim um 
•of supplementary feeds should be the objective in all 
maternity departments. 
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INTRAVENOUS PROCAINE 
Although procaine was discovered by Einhorn in 1905 its 
intravenous use is comparatively recent, for standard text- 
books on anaesthesia have pointed out for over 40 years 
that delirium, convulsions, and death might result from 
the injection of procaine directly into the vascular system. 
This is indeed true if a large dose is rapidly given, as many 
have testified since the drug was introduced. The first 
deliberate intravascular injection appears to have been given 
by Leriche and Fontaine^ in 1935 for the treatment of 
endarteritis obliterans. During the war, following Lundy’s 
observation that it relieved the pruritus of jaundice,- intra- 
venous procaine was used to secure analgesia for the 
dressing of burns and wounds, and it was observed that 
it caused far less respiratory depression than morphine. 
It soon became clear that comparatively large amounts of 
procaine could be administered intravenously with safety 
if given slowly. The drug has been used in the last few 
years for a surprisingly large number of clinical conditions, 
ranging from “allergy to angina and pruritus to parturi- 
tion.’’^ There is no doubt that intravenous procaine can 
relieve pain without causing loss of consciousness or respira- 
tory depression ; this makes the drug particularly useful in 
the management of traumatic, inflammatory, and spastic 
conditions, and for the relief of pain in peripheral vascular 
disease. Not only is it analgesic but it causes peripheral 
vasodilatation. Fraser* and Mackersie' have supplemented 
thiopentone anaesthesia with intravenous procaine, and 
other workers have used it, with apparent success, to obtain 
analgesia in labour.®'^ 

There is evidence that cardiac irritability is reduced by 
procaine, which, in fact, is nearly as active as quinidine in 
this respect. It is now the practice of some anaesthetists 
to give procaine in an intravenous drip throughout thoracic 
operations because it not only prevents cardiac arrhythmias 
but abolishes the cough reflex, minimizes bronchospasm, 
relieves post-operative pain for several hours, and enables 
adequate analgesia to be maintained with smaller amounts 
of other agents.® ® Siddons and Landau*® have recently 
used it in the treatment of post-operative atelectasis ; the 
patient is given an intravenous injection which enables him 
to cough violently without pain. In a paper appearing else- 
where in this issue Dr. H. E. Pooler refers to the high 
incidence of pulmonary complications after operations on 
the upper abdomen. He used procaine by intravenous drip 
as a method of maintaining the vital capacity after an oper- 
ation at its pre-operation level, and concluded that though 
this greatly relieved pain the increase in vital capacity was 
comparatively small. Good results with intravenous pro- 
caine have been reported in allergic states, such as serum 
sickness, drug and antibiotic sensitization reactions, asthma, 
and urticaria, though it has not been shown pharmacologi- 
cally that it possesses an antihistaminic action. 

Great care must be exercised in administering procaine 
intravenously owing to the danger of convulsions and 


, Britisu 
Medical Journal 

respiratory failure, and facilities for the treatment of these 
complications should be at hand. Graubard and his co- 
workers** recommend a dose of 4 mg. of procaine per kilo- 
gramme of body weight ; this is injected in a 0.1-4).2% solu- 
tion over a period of 20 minutes. This calculated dose is 
usually tolerated without toxic effects. The rapid administra- 
tion of a I % solution is sometimes used for the treatment of 
cardiac arrhythmias or status asthmaticus. If convulsions 
occur as the result of the injection they are treated with 
an intravenous barbiturate such as thiopentone, and 
circulatory and respiratory depression with ephedrine or 
//-desoxyephedrine and controlled respiration. i 


TOTAL CYSTECTOMY 

Tumours of the bladder vary considerably in their malig- 
nancy, but even benign growths tend to undergo malignant 
change if inadequately treated. While local removal or 
destruction is satisfactory in some cases, there are many in 
which the size, multiplicity, or situation of the growths 
makes more radical treatment necessary. In a number of 
these cases the tumours are of low-grade malignancy and 
can be removed in their entirety by excision of the bladder. 
The need for diversion of the urinary stream before cyst- 
ectomy no doubt partly explains why this operation has 
not found greater favour with surgeons in the past. With 
cutaneous ureterostomy a double urinary 'fistula is an un- 
pleasant necessity, and the method of choice is transplanta- 
tion of the ureters into the colon. The fear of ascending 
infection of the kidneys is largely unfounded, for, as Ferris 
and Priestley* have pointed out, a kidney which has good 
drainage whether to the bowel or the skin seldom becomes 
seriously infected except by the blood stream. Once the 
technique of transplantation can be successfully mastered 
the removal of the bladder presents a less serious problem, 
unless there is gross infiltration. Ferris and Priestley 
reported a fatality rate of 13% in 119 cases treated in 
hospital ; over a 10-year period they have reduced the 
number of stages of the procedure from three to tsvo, and 
finally, as they acquired familiarity with the operation, to 
one in selected cases; They have adopted tlie intra- 
peritoneal rather than the safer extraperitoheal operation, 
since they found that it could be accomplished with reason- 
able expectation that leakage at the site of anastomosis 
would not occur. The relative safety of the extraperitoneal 
operation has been pointed out by Riches,' who reported 
a fatality rate of 8.3 % in 60 cases in which transplan- 
tation was carried out ; in 49 of these the operation was 
undertaken for new growth of the bladder or urethra. 

The results of cystectomy were further improved by 
Jewett and Lewis’s® finding that curability in deeply infil- 
trating tumours was very low, but that it increased when 
only the submucosa or the superficial muscle layer was infil- 
trated. They also showed that the degree of infiltration 
could be assessed before operation by bimanual examina- 
tion under full anaesthesia — the detection of a rubbery or 
stony mass almost invariably indicating deep infiltration. 
This is the most important single clinical method of dis- 
tinguishing between the cases in which operative tre atment is 

. ’ 1/. £/rot., 1948, 60. 98. 

^Urlt.J. Urol., 1949. 21, 51. 

Urol; 1948. 60, 107. 
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AUTOTRANSPLANTATION OF JOINT CAPSULE 


by the subcutaneous injection of an extract prepared from 
a section of the capsule, but he has not yet made a large 
enough number of observations to report on this. 

Results of the operation have been encouraging so far. 
Novotny describes some of his cases in detail and discusses 
the underlying pathology : the series included one of 
gout and one with a history of gonorrhoea many years 
previously, though it was probably a rheumatoid rather 
than a gonorrhoeal arthritis. He recognizes that unless the 
source of the allergen is sought for and removed, or unless 
it has died out over the course of years, the effect of treat- 
ment may not be of long duration. While the number of 
cases investigated is jnsufficient to justify any final con- 
clusions, this method of treatment deserves further study. 


NEW HOUSES 

The well-being of the population, as reflected in the vital 
statistics, continues to improve in spite of the fact that many 
still live in conditions in which even to achieve cleanliness 
is a triumph. A few years ago it was estimated that about 
one-third of the houses in this country had no bathroom, 
and recent building will not have greatly increased the pro- 
portion. It is of course still a commonplace for three 
members of a family to share a small bedroom. Whatever 
may be thought of the speed with which new houses have 
been built since the war, or of the restrictions which limit 
the building of privately owned houses, the care which is 
now being taken by local authorities in the planning and 
construction of houses is a great improvement on the hap- 
hazard methods of the nineteen-twenties. To see what 
advances have been made it is only necessary to look at the 
excellent photographs in the Ministry of Health’s new 
Housing Manual,^ which is a credit both to the Ministry 
and to the Stationery Office. In the 1944 Manual the 
emphasis was primarily on the provision of three-bedroom 
two-storey houses. In the new Manual local authorities 
are advised to branch out and provide homes for the elderly, 
for the single man or woman, for the larger family, and 
even for the “ high-income groups,” and shown how to 
blend site planning amd house design. The larger floor area 
permitted since 1945 (900-950 sq. ft. compared with 800- 
900 sq. ft.) has given architects a chance to design houses 
which, though they could hardly be called spacious, do 
allow a family some scope to expand, especially if space 
heating is used to make all the rooms habitable in cold 
weather. 

Mackintosh- defines the essential purpose of housing ” as 
the provision, so far as structure and equipment can do so 
within limits of cost in capital and maintenance, of the 
conditions of comfort, health, and enjoyment needful for 
making a home and for the nurture of a family.” He adds 
that this calls for a new and progressive outlook in those 
responsible for providing the homes of the future and the 
abolition of traditional and conventional ideas and methods. 
It now seems to be accepted that every family, and many 
individuals, are entitled to a separate dwelling, whether it 
be a house or a flat, but before this can be achieved several 
million more houses will have to be built, and at the same 
time a great many will, we hope, be pulled down. It is 

I Koaslns Manual. 1949. London: H.M.S.O. 

3 Modern Trends In Public Health, 1949, edited by Massey, A., p. 249. London. 

> A Charter for Health, 1946. Loodoa. 

* Plan for Living, 1941, Loodoa. 


therefore of the greatest importance that the form of houses 
and towns should not, in Mackintosh’s words, prove a 
weakness in the structure of society, and on this the 
Ministry’s Manual has much useful advice to offer. In this 
connexion it appears from the suggested lay-outs that the 
interests of the community in a residential area are grouped 
around the following ; day nursery, school, shops, church, 
community , centre, allotments, and public house. In 
Charter for Health^ the British Medical Association made 
known its views about the importance of housing in rela- 
tion to health, putting good housing first among the environ-, 
mental factors which determine a people’s health. Only 
by the application of new ideas and methods will it be 
possible to counteract the sense of frustration voiced by 
Clough WilIiams-Ellis,'‘'who asked a few years ago : “ Why 
have to waste energy of body and of spirit in fighting all 
our lives against inconvenience, ugliness, dirt, overcrowding, 
noise, traffic delays, lack of sunlight, lack of open-air 
amenities, lack indeed of all or most of the basic things 
needed even for a merely tolerable existence, when by 
reasonable forethought and planning we could secure them 
all ?” - ' 

NEW MINISTRY APPOINTMENTS 
Sir Wilson Jameson, Chief Medical Officer of the Ministry 
of Health and of the Ministry of Education, will retire on 
May 11 next year on reaching the age limit. Df. J. A. 
Charles has been appointed to succeed him, and Dr. G. E. 
Godber succeeds Dr. Charles as Deputy Chief Medical 
Officer. When Sir Wilson Jameson followed Sir Arthur 
MacNalty as Chief Medical Officer in November, 1940, he 
entered a period of office that was to be more arduous than 
any his predecessors had experienced. • His energy and 
ability were conspicuous during the war years, when great 
responsibility lay on those who administered the nation’s 
medical services, sometimes with barely adequate resources. 
Since the war the controversy about the National Health 
Service Act has put him in the difficult position of serving 
a Government often in conflict with the representatives of 
his own profession, but he has continued to serve both 
the Ministry and the profession’s needs with distinction. 
Wilson Jameson, as he then was, became Dean of the 
London School of Hygiene and Tropical Medicine in 1931, 
and he was also Professor of Public Health in the Univer- 
sity of London. In 1942 the Royal Society awarded him 
the Buchanan Medal for distinguished administrative ser- 
vice to the science and practice of hygiene. He received his 
knighthood in 1939, being created K.C.B. four years later ; 
he was appointed G.B.E. this year. 

Dr. Charles brings to the office a wide knowledge of 
medical administration gained as Medical Officer of Health 
of Newcastle-upon-Tyne and in his present post of Deputy 
Chief Medical .Officer at the Ministry; which he entered in 
1944. During the past few years he has paid official visits 
to all the Scandinavian countries — where he made a special 
study of the hospital and public health services — and to 
the U.S.A. Dr. Godber was appointed a medical officer 
of the Ministry of Health in 1939 and first served in the 
Nottingham Region. In 1946 he was appointed a senior 
medical officer and in 1948 became a principal rhedical 
officer. Before joining the Ministry he was Assistant County 
Medical Officer of Health for Surrey. 
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of the purchasers. Other duties of the Visitors are thus sum- 
marized by Duncan': to give monthly advice gratuitously to the 
diseased poor, to make provision for continuity of succession in 
the office of Visiter, to make by-lav/s, and to ensure the 
exemption of the members from taxation and personal service 
of specified kinds. 

The comprehensive nature of the charter as an instrument of 
practical policy touching medical and pharmaceutical practice 
provides additional light on the character of the surgeon who 
inspired it, for it is evident that Peter Lowe returned to Scot- 
land as a man with a mission. The distinction made between 
members practising as physicians and those practising as 
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which properly pertaineth to them.” Nevertheless, and almost 
inevitably, the barbers were admitted to the Faculty within a 
year or two — but as dependants and not as craftsibrethren, 
being described in the Minutes of June 22, 1602, as “ a' pendecle 
of chirurgerie.” 

Problems and Amueties 

In a brief note on the origins of the Faculty space does 
not permit of adequate reference to the major problems and 
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surgeons was in accordance with the custom of the times. 
Surgery was a handic;raft to be learned in the same way as 
any other manual art,. Medicine was recognized as a subject 
of academic study ; b ut in 1599 none of the Scottish universi- 
ties had given a proper place to the teaching of jnedicine 
(Duncan), and accordingly the physicians were obliged to take 
their degrees at Continental universities. 

Notwithstanding tliJs difference of professional status and 
training, it^ was clearly Peter Lowe’s firm intention to bind 
into a single fellowship those who represented the two great 
branches of the healing' art. At the same time he carefully 
excluded the barbers from any, mention in the charter, select- 
ing for his surgical colle.agues in the 'Faculty only those who 
did not ” barbourize,” ir, Chirurgerie Lowe is unsparing 
m his contempt for 'the barbers: “Usurping the name of’ 
Chirurgion . . . they have scarce the skill to cut a bearde. 


Title page of The Presages of devyne Hyppocrates 
/ 

anxieties which the incorporation had to resolve in the three 
and a half centuries to follow the granting of the charter. 
These vicissitudes included the formulating of proper condi- 
tions for apprentices, the inauguration of systematic teaching, 
the contest between the surgeons and the barbers, and pro- 
tracted differences pf opinion between the Faculty and the 
Town Council and the University respectively. Details of. 
some of these phases are available' in Duncan’s classical work, 
Memorials of the Faculty of Physicians and Surgeons of 
Glasgow, 1599-1850. The memorials also reveal the constant 
concern of the Faculty to foster the objects of its charter, 
protecting the public from the depredations of the charlatan 
wTiile maintaining the honour and dignity of the profession of 
medicine. 
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Since tlie inii i-c.ucaon of chemotherapy most patients with 
pneunu-'iia been treated m their own homes. This 
meam aat tf-. apy is often begun without the establish- 
ment -1 sp,,;lie diagnosis b> laboratory methods ; and, 
mi’ce ram i practical standpoint such a procedure is 
11 ' 1 . ar> in - ost cases, even though m a minority it 
IS an 'ential tuide in therapeutics. In the practical 
m.in.eencnt a pneumonias, therefore, it is desirable to 
adopt .1 proeedi. e which, while not leading to unneccssarv 
calls on ! ihoi 'toM. facilities for the genera! run of patients, 
make- nailable the maximal degree of help from the 
,i 'o . foi I . rnnonty m which'such aid is required. 

\ . work.- classification acute pneumonias may be 

.fiM. d into f - .c main groups 

. utc Bacterial Pneumonias 

O: tin pn> 'lococcal pneumonia is the most frequent, 
constituting 7(' to S0% of the group. Haemolytic sirepto- 
co e.-.!, staphs acoccal, and Friediander’s bacillus pneu- 
monias are 'he most important other members. The 
pneumococcus and haemolytic streptococcus are, in 
general, sensitive to sulphonamides, and most strains of 
staphylococcus show some sensitivity. All three are sensi- 
!i\e tcT penicil m, though resistant strains, especially of the 
clapr .'ococcus arc encountered. Friedlander's bacillus 
,s 1 responsive to either of these agents, but is fully 
i 'c ... to s.ieptomycin ; fortunately, acute pneumonias 
I . • Fricdi.iiider’s bacillus are rare in this country. ' 

Virus Pneumonias 

' - ' i-s a group to which much attention is being directed 
,it ,-, . .cnt. It may be subdivided as follows : 

1 ,’Keumonias Associated with Epidemic Influenza . — 
There is good evidence that these are due to the com- 
bined ciiects of the influenza virus and a variety of inde- 
pendcn’. v pathogenic bacteria, the relative contribution of 
the virus and the bacteria to the pathological picture vary- 
ing from case to case. These pneumonias are essentially 
of^'mived origin, and it is certainly misleading to regard 
them as characteristic of virus pneumonias. It is probable 
that the bacterial component of the infection is susceptible 
to treatment by appropriate specific agents, but there is 
IS yet no satisfactory evidence about the specific treatment 

*he group as a whole. 

^sitiacosis-Ornitliosis Group. — Vituses of this group 
may -e rise to illness in. or be carried by, birds of the 
parrot * imily, pigeons, certain other birds, and possibly 
by some small mammals. There is some evidence that the 
human infection is susceptible to very large doses of 
penicillin, but the newer antibiotic aureomycin appears to 
be fully effective. 

T Pneumonias Due to OtherViruses.— Theta are certainly 

other viruses which can cause pure virus pneumonias in 
man The identification of these viruses has hitherto 
proved very difficult, and is a research project rather than 
I practical clinical procedure. Pneumonias due to viruses 


of this group generally show no response to sulphonamides, 
penicillin, or streptomycin : they may respond to aureo- 
mycin and possibly to Chloromycetin, 

Aspiration Pneumonias 

Under this heading are included all those pneumonias 
which are occasioned rather by a breakdovvn of the normal 
mechanical defences of the lower respiratory tract than by 
the presence of specific invasive organisms. The most 
obvious e.vamples are tho hypostatic and terminal pneu- 
monias, in which the prognosis is that of the underlying 
condition. Many other pneumonias belong to this group, 
notably some of those which occur in persons who have 
e.xcessivc secretions in the respiratory tract for one reason 
or another — c.g., the chronic bronchitics, sufferers from 
chronic nasal catarrh, and patients vvuh acute respiratory 
catarrhs of various sorts. These pneumonias may be 
diffuse or localized. The former will present as basal 
bronchopneumonias m bronchitic subjects ; the latter often 
do not present clinically as acute pneumonias at all, and 
will therefore not be further discussed here. In this group 
as a whole the organisms most frequently found in the 
sputum are Sir viridans. non-hacmolytie streptococci, 
pharyngeal neisseriae, Pfeiffer’s bacillus, and possibly some- 
of the less invasive types of pneumococcus — in fact, a 
flora similar to that of the upper respiratory tract 

Treatment 

With these considerations in mind vve may consider the 
management of a patient who presents with acute pneu- 
monia. In such a case the invading agent will not be 
known at the beginning of treatment. Hence the most 
reasonable procedure is to obtain material for the later 
establishment of an aetiological diagnosis if required : to 
treat immediately on standard lines ; and to modify treat- 
ment later, if necessary, in the light of any information 
which may become available about the aetiology. This 
standard treatment may be considered under two head- 
ings : general and symptomatic measures, and specific 
treatment. 

General Measures /Applicable to all Pneumonias 
The patient vvath acute pneumonia must be kept in bed 
with adequate nursing care. He should occupy a weil- 
ventilated room maintained as far as possible at an equable 
temperature of about 65° F. {18.3° C). Patients arc often 
more comfortable if kept slightly propped up with pillows, 
but some prefer lying flat, and the patient's comfort should 
decide the position in which he is nursed. In gravely ill 
patients slight changes of position should be made every 
few hours in order to avoid hypostatic effects. Physical 
examination should be done carefully, but not more fre- 
quently than once daily. If there is difficulty in diagnosis, 
either of the primary disease or its complications, bedside 
radiography imposes lillle strain on the patient and should 
be employed. It should be remembered ffiat all drugs 
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used in symptomatic treatment can have undesirable effects, 
and no such drug should be prescribed unless there 'is a 
real indication for it. 

Diet 

In the acute stages of pneumonia the patient usually has 
complete loss of appetite, and as the duration of the disease 
is short there is little point in attempting to force unwanted 
food upon him, provided an adequate intake of fluid and 
carbohydrate is maintained. For an adult, a total fluid 
intake of about 4 pints (2,500 ml.) daily is suitable. Part 
of this may be given in the form of drinks sweetened with 
as much glucose or cane sugar as his taste will permit, 
flavoured with any suitable fruit juice, and made up in 
plain or soda water. Milk may be given, hot or cold, 
preferably with extra sugar and flavoured in any acceptable 
way. If the patient does not like sweet drinks lactose may 
be used instead of glucose or cane sugar ; lactose may 
also be useful in cases with abdominal distension, as it gives 
rise to less intestinal fermentation. Eggs, cereals, custards, 
thin buttered bread or toast, fish, minced lean meat or 
chicken, mashed potato, and vegetable purees can be added 
when the patient’s condition permits. 

Relief of Pain 

Pleuritic pain may be relieved by a kaolin poultice. Care 
should be taken that this is applied in such a way as to 
avoid interference with respiratory movement. If pain is 
severe, morphine or other opium derivatives, or pethidine 
may be reqqired (see below). Occasionally the pleuritic 
pain may be extreme, and if in such a case it is well 
localized the injection of 5 to 10 ml. of 2% procaine 
just external to the parietal pleura in the painful area may 
be helpful. 

Sleeplessness 

The combination of restlessness, pleuritic pain, and 
irritating unproductive cough often demands the use of 
morphine or one of its analogues to secure sleep. The 
only danger of these drugs arises from their depressing 
action on the respiratory centre and the intestinal motility. 
They should not be given to patients with cyanosis due 
to a complicating bronchitis, or to those with any signs of 
abdominal distension. In all other patients morphine, 1/6 
to I gr. (10 to 15 mg.), or pethidine, 50 to 100 mg. hypo- 
dermically, can be used if necessary to secure sleep. If 
ineffective cough is the chief obstacle to sleep, codeine 
phosphate, ^ to 1 gr. (30 to 60 mg.), may be sufficient. 
Should it be necessary for the relief of pain and to secure 
sleep to administer morphine to a cyanosed patient, oxygen 
must be given by an efficient method. If there is so much 
complicating bronchitis or severe abdominal distension that 
morphine and its analogues are contraindicated, paral- 
dehyde is generally the most useful hypnotic. It may be 
given by mouth in a dose of 2 drachms (7.5 ml.) in a 
suitably flavoured mixture, or in y oz. (30 ml.) of whisky 
or brandy ; or by rectum, 4 drachms (15 ml.) in 6 oz. 
(ISO ml.) of water. 

Deliriam 

This complication may require treatment. Reduction 
of temperature by tepid sponging and the relief of anoxia 
by oxygen administration may be effective. Phenobarbitone 
soluble, 1 to 2 gr. (60 to 120 ml.) subcutaneously, or paral- 
dehyde by rectum as suggested above may be helpful. In 
patients known to be alcohol addicts, whisky or brandy, 

■V oz. (30 ml.) four-hourly, should be given if there is 
delirium. Apart from this, alcohol is of no value in the 
treatment of pneumonia. 

Cough 

Distressing and ineffective cough should be controlled 
with a suitable linctus containing codeine or, in more 


troublesome cases, diamorphine (heroin). . A productive 
cough is' to be encouraged by supporting the patient during 
bouts of coughing, by simple postural methods if the 
general condition permits, and by the relief of pleural pain. 

Meteorism 

Abdominal distension may become troublesome. In such 
cases treatment should be started with a simple soap enema 
and the passage of a flatus tube. If these measures are 
not sufficient, turpentine or bile enemas and the sub- 
cutaneous injection of pituitary extract, 0.5 ml., or of 
prostigmin, 1 mg., may be effective. The administration of 
oxygen in a concentration as near 100% as possible from 
a B.L.B. or similar mask may lead to diminution of the 
distension by causing absorption of the gases into the 
blood stream. 

Oxygen Administration 

The anoxaemia of pneumonia is probably , responsible 
for many of the so-called toxic symptoms. It is due to 
many factors, some of which can be relieved by oxygen 
administration. In any cyanosed patient, therefore, oxygen 
should be administered by an effective method. This 
applies particularly to those forms of pneumonia which 
are complicated by much bronchitis. An efficient mask 
of the B.L.B. type or a tent should be used. . 

Cardiova.<;cDlar System 

Pneumonias mainly affect the heart indirectly, through 
the peripheral vascular system and by anoxia, though there 
may be some direct toxic effect on the myocardium. There 
is no justification for the routine use of drugs alleged 
to have an effect- on the heart. In particular, digitalis 
should be given only if there is pre-existing cardiac disease 
for which its use is indicated or if an abnormal rhythm 
develops. The form of circulatory collapse most com- 
monly seen in patients gravely ill v^ith pneumonia presents 
a picture of falling blood pressure with rising regular pulse 
rate. Digitalis and similar drugs have no effect in cases 
of .this sort. Analeptics such as camphor, nikethamide, 
and “ cardiazol ” are widely used to combat this condition' 
but since the essential cause is a peripheral vasomotor 
failure, and any stimulating effect that may be produced 
by these agents is of central origin, their value is doubtful. 
Adequate oxygen therapy and the administration of 
glucose are the most rational procedures. 

Specific Treatment 

In the case of apparently primary pneumonias of lobar 
extent the pneumococcus is so frequently the causative 
organism that, pending an aetiological diagnosis, it is 
reasonable to treat all cases of this sort in the first instance 
as if they were caused by the pneumococcus ; but whenever 
possible material should be obtained- for bacteriological 
examination before beginning treatment. Sputum is the 
best material, if a good specimen is available, and this can 
generally be produced by encouraging the patient to cough. 
If sputum is unobtainable a throat swab may give useful 
information, but is less reliable. Lung puncture is justifi- 
able only for special purposes. In any gravely ill patient 
a blood culture should also be taken before treatment is 
begun. 

SulphoDomides 

In a case of average severity, after a specimen of sputum 
has been obtained for culture sulphonamide treatment 
should be instituted. Of the commonly available sulphon- 
amides, sulphamezathine causes relatively little nausea and 
vomiting and, having an acetyl derivative of high solubility, 
very rarely gives rise to renal complications. It is therefore 
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suitable for routine treatment. Adequate dosage is essen- 

r II ■ . j 2 8- should be given, 

tollowed by I g. four-hourly, or in severe cases 1.5 g. four- 
hourly. This dosage should be continued for two or three 
d.' ,\s ;if there has been a favourable response it may then be 
need to 0.5 g. four-hourly. In the aserage case treat- 
ment should be continued for five or six dajs, giving a total 
cose of 25 g. to 30 g. Adequate fluid intake should be 
■ nsured while sulphonamides are being given. 

If there is a poor response to treatment, with no improve- 
ment in the patient's condition after 48 hours, the cause 
should first be sought. If material for bacteriological 
examination has been obtained at the beginning of treat- 
ment. 'I'.e reports should then be available and may provide 
a clue to the failure to respond. It may be that the 
orem-’ m is poorly sensitive or not sensitive at all to the 
sulpn '-amide in use — e.g.,'infection with Staph, aureus or 
Friedlander's bacillus. The possibility of acute tuberculous 
pneumonia, or of the pneumonia being secondary to some 
underlying lesion of the lung, such as a carcinoma obstruct- 
ing a bronchus, should also be considered. If all these 
possihi' ties can be excluded, local complications, especially 
the eu!y deset-praent of empyema, should be suspected ; 
if tb.-ve is an’ suspicion of empyema the chest should be 
needed n\er area most dull to percussion. If none 
of th. ■;e ucto's s present and the organism is sensitive both 
to sulphonamii.es and to penicillin, or relatively insensi- 
ti\e 10 r-iphore mides and sensitive to pem'cillin (such as 
Staph aureus penicillin treatment should be instituted. 

PenicUlia 

Penicillin is not only indicated in cases which have failed 
to respond to sulphonamides or which are caused by 
organisms resistant to these drugs, but in certain instances 
is required from the beginning of treatment. Penicillin 
is indicated in cases of staphylococcal infection and those 
in ubirh sulphonamides are contraindicated — for instance, 
m p .uents krown to he sensitive to sulphonamides or in 
u.borr there is antecedent renal disease. In addition, in 
oaue-is who are severely ill at the time when treatment is 
eg-. " who are severely dehydrated, or who have trouble- 
:.ime vomiting, penicillin from the beginning is a prefer- 
. - . , orm of treatment to sulphonamides in spite of the 
gre='.' difficulty of its administration. In some severe 
easel :t may be advantageous to give sulphonamide and 
pemc.l'm treatment simultaneously. The most reliable 
way of giving pem'cillin remains the three-hourly intra- 
muscular injection ; 15,000 to 25,000 units three-hourly will 
maintain an effective blood concentration in most cases of 
pneumonia due to penicillin-sensitive organisms. The incon- 
venience of such frequently repeated doses may be avoided 
fay cising larger amounts of soluble penicillin less fre- 
quently — e.g., 100,000 to 200,000 units six-hourly — but the 
maintenance of a constantly effective blood concentrauon is 
not entirely certain by this method. The most convenient 
,’.ay of administration of penicillin is by using one of the^ 
s ^ vly absorbed preparations, such as procaine penicillin 
in ^1 Of this, 100,000 to 200,000 units every 12 hours 
will L jally, but not certainly, maintain an adequate 
concentration. 

Treatmeot of VCros Pneamonias 

The diagnosis of virus pneumonia is unlikely to be made 
in practice e.xcept as a result of e.xclusion of other diagnoses 
or in the presence of an epidemic. 

Pneumonias Associated with Epidemic Influenza . — These 
should be treated on the lines applicable to the bacterial 
component of the infection. 'There is no indication at 
present of any agent effective against an influenza virus 
itself. 


Pneumonias of the Psittacosis-Ornithosis Group. — These 
cannot be diagnosed with certainty clinically, but may be 
suspected when the illness starts with severe constitutional 
symptoms, when there is the later development of signs of 
consolidation, and if there is a history' of contact with 
parrots or pigeons. Proof of the diagnosis will generally 
rest upon a positive complement-fixation test in blood 
taken during convalescence. If the diagnosis is suspected, 
very large doses of penicillin (up to 2,000,000 units a day) 
may be effective, Aureomyefn appears to be curative in 
oral doses of 0.5 g. six-hourly, and should be used if 
available. Chloromycetin may also be effective. 

Pneumonias presumably due to unidentified pneumono- 
tropic viruses (“ primary atypical pneumonia ’*) may be 
suspected clinically when the illness starts with constitu- 
tional symptoms, the signs of pneumonia appear late 
(about the third to fifth day), the leucocyte count remains 
low, and there is no response to sulphonamides or 
penicillin. The suspicion would be supported by the 
occurrence of similar cases in the neighbourhood and by 
the development of a high titre of ‘‘ cold agglutinins ” in 
the blood during convalescence. In such cases aureomycin 
has been reported to be of value. It would be reasonable 
to give it by mouth in doses of 0.5 g. six-hourly to a 
severely ill patient, but the great majority recover after 
a relatively brief illness, and the drug is at present scarce 
and expensive. 

Treatment of Aspiration Pneomonias 

The mildest pneumonias of this group are unlikely to 
be recognized clinically without the aid of radiography : 
the most severe occur as complications of other serious 
illnesses. The types which are most likely to present 
clinically as “ pneumonias ” are the patchy basal broncho- 
pneumonias of the bronchitic subject and some of the 
post-operative bronchopneumonias. In these, as in all 
pneumonias of this group, there is a considerable 
mechanical factor, early attention to which may cause 
rapid alleviation of the condition before there has been 
any severe invasion by bacteria, although infection by 
specifically invasive organisms may occur at any stage. It 
is therefore wise in such cases to start as with apparently 
primary pneumonias by obtaining material for bacterio- 
logical examination and instituting standard sulphonamide 
or penicillin therapy. At the same time the mechanical 
factors should receive careful attention. The patient must 
not be allowed to remain constantly in the unfavourable 
posture which be will naturally tend to adopt. He will 
most often be found lying in the position which prevents 
him from coughing — i.e., that in which the affected 
area of lung is least favourably placed for the expulsion of 
secretions. He should be made to change his position into 
a more favourable one and encouraged to cough. Deep 
breathing is helpful ; administration of 1% carbon dioxide 
in o.xygen may have a comparable effect in uncooperative 
patients. In post-operative cases no tight bandage? which 
might obstruct full respiratory movement should be per- 
mitted. Abdominal distension, if present, should receive 
attention. Only in special circumstances will more drastic 
measures be required, such as bronchoscopy or bronchial 
suction. If these steps to deal with the mechanical factor 
result in rapid relief of symptoms and disappearance of 
physical and radiological signs it is usually safe to dis- 
continue sulphonamide or penicillin treatment. If, how- 
ever, this happy result does not ensue, it may be assumed 
that infection by an invasive organism has occurred, and 
investigation and treatment as suggested for apparently 
primary pneumonia are indicated. 
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Convalescence ^ 

Convalescence after pneumonia proceeds at a very vari- 
able pace. In a case of pneumococcal pneumonia of 
average severity the patient may be allowed out of bed 
after the temperature has been normal for seven days. In 
cases of greater or less severity appropriate periods of bed 
rest are needed. In pneumonias of the aspiration type 
the patient should be allowed out of bed as soon as his 
general condition permits. Breathing exercises, which 
should be applied as therapy in aspiration pneumonias, 
are helpful in convalescence from acute specific pneu- 
monias by hastening the return to normal lung function, 
and should be started soon after the temperature falls. 
After resolution appears to be complete clinically it should 
be confirmed radiographically. An adequate period of 
convalescence should be enforced, the duration of which 
will depend upon the sort of life to which the patient has 
to return. 


A SNOOP AT N.H.S. 

Mass Observation, which since 1937 has been uncovering the 
opinions of the British people on such contrasting topics as 
juvenile delinquency, clothes rationing, and public houses, has 
now investigated their attitude towards doctors. In a report 
published this week* the observers conclude that the National 
Health Service is, so far, a welcome innovation, and record 
general appreciation and some surprise that the attitude of the 
family doctor underwent no noticeable change on the appointed 
day. “ I called in the doctor to my baby son on the day of 
the inception of the new Service," said a young father who 
was interviewed. “I don’t know what I expected, but I did 
feel mildly surprised when the doctor arrived at the house and 
behaved precisely as he had always done.” 

This survey not only records universal resentment against 
Ae size of the weekly contributions, but the inquisitors fall 
into the error of their witnesses in believing the entire sum of 
the National Insurance contribution to be paid into the Health 
Service. The reply from one housewife is typical: “. . . We 
never paid a doctor 5s.' a week, but received the same attention 
from the hospital under the H.S.A. schehie for 4d. a week.” 

The report attempts to throw light on the ways in which 
patients occupy themselves in the waiting-room. All are 
resigned to a long wait, but appreciate that the doctor’s slow- 
ness with each patient indicates a painstaking consultation for 
themselves. They complain they cannot afford to spend so 
long away from their own homes, and all condemn the person 
taking advantage of “ free ” treatment to worry the practitioner 
with a trivial complaint or a request for an unnecessary bottle 
of medicine. The conversation among the waiting patients is 
predominantly concerned with each other’s pathology. An 
incidental disclosure of the report is the number 'of patent 
medicines still kept in British households despite the removal 
of the financial barrier to medical consultation. Three families 
in five maintain a medicine cupboard, the most popular con- 
tents of which are aspirins, laxatives, vitamin preparations, anti- 
septics, “ tonics,” and cough cures. The advantage offered by 
patent medicines is one of time — it is easier and quicker to 
swallow a dose in the house than to go out and visit the doctor. 

The opinions of only two' doctors are included in the survey, 
though a larger number of practitioners were interviewed by 
the authors. These two are anonymous partners with con- 
flicting opinions about the N.H.S., but both are agreed on the 
increase in their medical and paper work since its inception, 
and on the inadequacy of the capitation fee. 

The report is far from comprehensive and leaves the serious 
reader with considerable doubt whether it mirrors the true 
opinions of the public at all. It makes entertaining reading, 
however, and Mr. Ronald Searle’s illustrations are scrupulously 
fair in their ungenerosity to the profession and the patients. 

*A/ec( Yourself at the Doctor's, by Mass Observation, with draw- 
ings by Ronald Searle. (3s. 6d. The Naldrett Press, 1949.) 
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Alcohol and Cirrhosis of the Liver 

Sir, — ^Your leading article entitled “ Alcohol and Cirrhosis 
of the Liver ” (November 5, p. 1030) raises several interesting 
points. There is evidence that in occupations which involve an 
excessive intake of alcohol there is a high' mortality from 
cirrhosis of the liver. Thus the standard mortality ratio from 
cirrhosis of the liver in inn- and hotel-keepers is 1158 — i.e.. 
IH times the mortality from cirrhosis in the population as a 
whole. In barmen the standard mortality ratio is 600, or six 
times the rate in the population as a whole. 

In inn- and hotel-keepers there is also a high iportality from 
diabetes, with a standard mortality ratio of 325,- or three and a 
quarter times the rate in the population as a whole. The rela- 
tionship between alcoholism and diabetes is an interesting one, 
and the association is partly explained by the fact that in many 
alcoholics the calorie intake is in excess of energy requirements. 
This will lead to obesity and hence a predisposition to diabetes. 
In diabetes, as in chronic alcoholism, there is often a fatty 
infiltration of the liver, as well as nutritional deficiencies caused, 
possibly, by deficient intake, defective absorption, or ineffective 
utilization of vitamins and amino-acids. 

It has been pointed but that the addition of choline to 
alcoholic or saccharine beverages may be of benefit, but there 
arises the additional possibility that an excessive intake of 
sweets in children may lead to liver damage, as it would 
appear from the work of Professor C. H. Best and his 
colleagues (November 5, p. 1001) that alcohol and sugar are 
equally effective in producing cirrhosis of the liver, at any rate 
in experimental animals. There is a danger, therefore, that a 
child who is eating large quantities of sweets will have a diet 
which is unbalanced and defective in protective foodstuffs ; this 
may lead not only to dental defects but possibly also to liver 
damage, a damage which may not show any immediate clinical 
effect but may possibly lead to a reduced resistance to hepato- 
toxic agents. 

There is some evidence that an excessive intake of sweets 
during pregnancy may lead to an excess mortality in the infant. 
Thus the mortality is higli among infants of mothers whose 
husbands are employed in certain occupations associated with 
sugar confectionery, as may be seen from the following table. 


' Code 


Deaths of 
Lesitimate 

Legitimate 

Births, 

1931 

Annual 

Rate 

No. 


Infants, 

1930-2 

per 

1,000 

375 

Sugar confectionery makers, 


101 

79 


moulders, and coverers 

24 

671 

Retailers of sugar confectionery 


252 

105 


(sweets) 

79 

701 

Salesmen of sugar confec- 



141 


tionery (sweets) 

22 

52 


Total 

125 

405 

103 








The combined rate of 103 per 1,000 legitimate live births, 
with a standard error about nine, must be regarded as signifi- 
cantly high in comparison with the national rate of 61.6 at that 
time. The adverse effects during pregnancy of an increased 
intake of sugar or alcohol may be due to liyer damage and 
an increased liability to toxaemia. We know, for example, 
that there was a decreased mortality from toxaemia during 
the war years. It is interesting to note that during the period 
1939-49, when sweets and sugar were rationed, there was a 
marked decrease in maternal and' infant mortality, iii dental 
defects in children, and in mortality from diabetes and cirrhosis. 
There are, of course, many factors involved in these decreases, 
but no doubt the diminished intake of alcohol and sugar was 
responsible for some of these effects. 

If the suggestion of adding choline to alcoholic drinks is to 
be taken seriously, why not include sweets at the same time . 
At any rate mothers should be warned of the undesirability o' 
giving large quantities of sweets to their children, a warning 
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absence of the Gram-negative organisms, but they were iound to be 
present again two weeks later,, though at that time diarrhoea had 
ceased. She made an uninterrupted recovery. Seen four months after 
discharge from hospital she had gained 3 st. (19 kg.) in wei^t and 
had had no further attacks. A barium enema two months after com-.^ 
mencement of streptomycin treatment showed appearances of the 
colon typical of advanced ulcerative colitis. It therefore appears that 
tlris rare type of ulcerative colitis responds dramatically to 
streptomycin. 

— I am, etc., 

London, E.ll. -ErIC FraNKEL. 

Medical Services of the Armed Forces 

Sir, — May I hasten to reassure Dr. W. A. -Bellamy 
(November 12, p. 1115) on the first of his two points? 
A field ambulance now includes one captain (non-medical) 
who is in fact, if not in name, an adjutant. I can support 
him from personal experience ; the appointment is an extremely 
valuable one. But it does not free the commanding 'officer 
from his desk any more than does the presence of an adjutant 
in an infantry battalion. The amount of time spent with his 
men still depends, as it always did, more on the personal 
approach of the C.O. than on the establishment. Dr. Bellamy 
may rest happy on the subject of conferences. They are still 
fairly regularly attended. Their value is as problematical as 
ever. — I am, etc., 

Manchester. ROBERT G. W. OlLERENSHAW, 

Lt.-Col.. R.A.M.C. m. 


Sudden Obesity and Psychological Trauma 

Sir. — ^T he article describing the sudden onset of obesity due 
to psychological trauma by Drs. H. J. Shorvon and John S. 
Richardson (October 29, p. 951) has prompted me to cite a 
case which I had in my own practice. 

The patient, a woman aged 36, was married with one child. I 
had known her for many years. Her previous history was perfectly 
normal and her family history was of no significance. She was 
happy and well adjusted. In September, 1945, this patient underwent 
a dreadful experience. Her son, aged 7, was playing in the garden 
one afternoon. As it was becoming chilly, she called the child in 
and knotted a scarf round his neck. The boy returned to the garden 
to play and climbed a tree. He slipped while climbing, the muffler 
caught in a branch, and he was thus accidentally hanged. He was 
discovered by his mother. She iirunediately became hysterical, and I 
was called in by neighbours. Her husband at the time was serving 
overseas with the Army. 

When I first saw the woman she was screaming and shouting and 
calling for her husband. I spent some time endeavouring to quieten 
her, and eventually gave her “nembutal,” 44 gr. (=0,6 g.). .1 
made arrangements for her husband’s immediate recall, and he 
arrived home within 24 hours. The patient was seen by me each day 
during the following week, during which time she was treated with 
sedation. At the end of that period she got up from bed, but 
refused to leave the house and spent most of her time in the garden 
gazing at the tree. She was depressed and became melancholic at 
times. For the next few nionths she suffered from insomnia, and 
took sod. phenobarb. (3 gr. = 0.2 g.) each night. Her sleep 
was disturbed by dreams of the accident. I may add that her 
husband did everything possible to help her. As he had been 
released from the Army, he was able to spend most of his time at 
home with her. 

About January, 1946, I noticed that the patient was gaining weight, 
and she stated that she was developing a large appetite and was 
always hungry. In addition she had amenorrhoea, her last period 
being prior to the accident. On examination there was no evidence 
of pregnancy, and no abnormal signs could be found in any system. 

I saw the patient regularly during the next six months. Her 
mental condition was showing some signs of improvement, but she 
still continued to dream about the boy each night. By August, 1947, 
her weight had increased to 13 stone (82 kg.) from her usual 10 stone 
(63 kg.). Her appetite was stilt voracious, and the amenorrhoea 
persisted. I considered that there was some relationship between 
the cessation of the menses and the shock, and was of the opinion 
that the whole clinical p.cture was due to some endocrine dysfunc- 
tion. An estimation of her 17-ketosteroids revealed a normal figure. 

Owing to the housing shortage it was impossible to remove her . 
from her surroundings. I treated the patient with thyroid (4 gr. = 
025 g.) daily, in conjunction with dienoestrol and progesterone. 
This therapy had no effect in reducing her obesity or in promoting 
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the menstrual flow. She continued to see me periodically. She was 
considerably helped by the patience and sympathy of her husband, 
and she talked freely to me about the accident at each consultation. 
I considered this voluntary abreaction important and encouraged her 
confidences. 

In October, 1947, the patient moved from her address, anc^ away 
from the scene of the tragedy. Four months later menstruation 
restarted, and from that time her periods were regular and normal. 
She noticed that she tended to lose weight, her appetite became more 
normal, and her depression lessened. She was so much better, and 
her interest in life became so much more active, that in March, 1948. 
she obtained employment. Her progress has been maintained, and 
she is now restored to normal mental and physical health. Her 
present weight is about 10 stone, and she is most anxious to become 
pregnant. 

There is no doubt that this patient suffered a severe psycho- 
logical trauma, possibly complicated by a feeling of guilt, as 
she had tied the muffler which caused the accident. The 
immediate result was the appearance of signs and symptoms 
suggestive of a severe endocrine disturbance. ■ In comparing 
this case with those described by Drs. Shorvon and Richardson, 
it will be nojed that their patients all had a bad psycho- 
logical history, and physical changes were only reversed after 
psychiatric treatment. Whereas my patient was normal, happy, 
and well-adjusted, and cure was effected by a simple change of 
scene. Her condition was probably naturally reversible.— 1 
am, etc., 

Kinfislon-on-Thames. M. H. FrIDJOHN. 

Congo-red Solutions for Intravenous Injection 

Sir, — One of the reasons why the congo-red test for amyloid 
disease is little used is because the injection is often followed 
by severe reactions — sweating, headache, nausea, and some- 
times vomiting. At least one death has been caused by its use. 
These reactions are due to the presence of particulate material 
in the injected solution. The particles cannot be brought into 
solution by heating, however long continued. Solutions pre- 
pared in the following way are free from particles, and can be 
injected rapidly (20 ml. per minute) without any subsequent 
reaction. 

Ten millilitres of sterile water is, heated in boiling water for five 
minutes and then transferred, using a sterile Pasteur pipette, to the 
ampoule containing 0.1 g. congo-red. The mixture is kept in the 
boiling water-bath for 1-2 minutes, then transferred to a sterile 
centrifuge tube, plugged, and centrifuged at 1,500 revolutions per 
minute for' five minutes. The supernatant solution can then be 
cooled, removed with a syringe and long needle, and injected. 

No preparation made in this way has caused a reaction, 
though it has been used on many patients. No doubt filtra- 
tion of the solution would be equally effective, though less 
convenient for small volumes. — I am, etc., 

London. N.W.IO. GeORGE DISCOMBE. 

Use and Abuse of Vitamins 

Sir, — One general practitioner must be allowed space to 
differ from Professor L. S. P. Davidson’s views (November 5, 
p. 1036). Fully developed vitamin-deficiency states are not 
rare in this country (unless “ this country ” refers to , Scotland). 
-Two new cases of pellagra walked rather unsteadily into my 
surgery this week. I am able to select a number of cases from 
a series seen in the last 18 months to illustrate some unusual 
objective signs in frank vitamin-B-complex deficiencies to form 
a paper to be submitted for publication. 

The altered extraction rate of flour has not solved the prob- 
lem of vitamin-B deficiency. If this deficiency was of “ such 
great importance in pre-war days ” I should think it is impor- 
tant to-day, with the detrimental change of ratio between pur- 
chasing power and costs. Some housewives would find the 
following rather provocative; “If, however, after making the 
requisite investigations discussed above, the doctor concludes 
that there is a state of subclinical nutritional deficiency present, 
he should treat the deficiency by ensuring that the patient takes 
a properly balanced diet.” In another place Professor Davidson 
emphasizes that “ there is little doubt that all vitamin require- 
ments can be adequately met at the present time from food 
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supplies readily available.” Then follows a list of foods pro- 
viding an adequate diet for a week. The list is satisfactory, but 
three of the items are seldom obtainable by many thousands of 
our people. The diet costs about 10s. per day, at a low esti- 
mate. Thousands of elderly people are living in rooming- 
houses where the single room costs £2 per week. 

If Professor Davidson and I see a similar sample of the 
country’s population then I can only conclude that the relative 
rarity of vitamin-deficiency states in Edinburgh may have 
^omething to do with the higher intake of what 1 call porridge 
compared with its consumption in the deep South. Professor 
Davidson suggests that we should “ discover and elirhinate 
adverse social and environmental factors ” and show the 
patient how to get an adequate diet. The factors are not 
difficult to discover. They make a long list added to the 
financial problem mentioned above, and their elimination is a 
complex problem occupying many worried politicians, econo- 
mists, and world statesmen, as well as Lord Boyd-Orr, William 
Vogt, and a lot of other men and women in the street. — 
I am, etc.. 

Hare. Sussex. JOHN F, Bl'CKMASTER. 

Erysipeloid Treated with Penic’iUin 

Sir, — D r R. A. Bush reports (October 29, p. 964) a case of 
erysipeloid in which the identity of the infecting organism is 
without question. Professor R. S. Pilcher and his colleagues" 
mention briefly that eight cases of erysipeloid occurred in their 
series of finger and hand infections. Dr. Bush does not quote 
this authority ; nevertheless, I believe that the University College 
Hospital experience is typical of many. Reports are few 
because “ minor " conditions of the hand are still treated most 
frequently by house officers, and this one is unrecognized. 
1 should like to submit to you the following observations. 

1. In the last thousand septic hands seen by me a comparable 
clinical entity occurred eight times. One further case was 
suspected, but not definitely diagnosed. The severity varies 
considerably. The U.C.H. ch'nic had 8 cases in 388. 

2. The very acute development Dr. Bush describes is unusual, 
but the virulence of infection in his case is unusual also, 

3. Four of my cases only came to treatment in the second 
week, so that treatment of any sort was likely to be successful. 
In the normal course resolution occurs in two to three weeks. 

4. Two early cases were treated with serum kindly provided 
by a veterinary surgeon. One responded promptly ; the other 
did not. and was treated with penicillin four days later. 

5. Cases seen late in the second week respond slowly to 
penicillin, and tend to carry over to the third when response 
to treatment cannot be assessed. 

6. I personally use much bigger doses (1,000,000 units a 
day). 1 jm not sure yet if this is necessary. 

7. The commonest cause here, as in London, is minor trauma 
while handling fish. 

8. The variability in response to penicillin and to specific 
serum makes one suspect that this is a picture which may be 
caused by a variety of related organisms. We have been unable 
to isolate any organism, as the cases never come to incision, 
and there is therefore no justification for obtaining material 
for examination. — I am, etc., 

sunjcmnd, Thomas G. Lowden. 

Reference 

i Lancet, 1948, 1, 783. 

Treatment of Early Syphilis 

Sir, — With reference to the paper entitled "Treatment of 
Early Syphilis with Penicillin Combined with Is’eoarsphen- 
amine and Bismuth” by Lieutenant D. H. Miller and myself 
(September 24, p, 672). it has been pointed out to me that the 
number of cases considered by James, Mackay. and Wright' 
was not as quoted. It was stated by us that the latter had 
calculated the cumulative relapse rates following four different 
schedules of treatment (or early syphilis, but, owing to a clerical 
error, it would appear as if only 281 cases had been considered 
by them, whereas in fact this figure should refer only to the 
sero-positive primary and secondary cases treated by one of the 
schedules — namely, that consisting of 2,400,000 units of penicil- 


lin alone administered over a period of 7i days, this sc'nedule 
being the one for which we cited their results. The total 
number of cases of early syphilis considered by these authors for 
^ the four treatment schedules was 1,034, this number being made 
up as follows: by 2,400,000 units of penicillin alone, 395 cases ; 
by 4,000,000 units of penicillin alone, 126 cases; by penicillin 
and “ mapharside,” 271 cases; by penicillin, mapharside, and 
bismuth, 242 cases. It is very much regretted that the above 
facts were not brought out in our paper. — I am, etc., 

British Miiitssy Ho>ailsI. Haeibuxs. J- W. E.AMES. 

RErrar-NCE 
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Post-operative Pulmonary Infections 

Sir. — A recent typical medical coincidence with two cases 
prompts me to publish them together with a few conclusions 
and conjectures. 

Cate I. — A woman of 43 had a total hysterectomy for fibroids, 
followed in 24 hours by an acute onset of pain in the left side of 
the chest accompanied by dyspnoea and slight pyrexia. There were 
crepitations and diminished air entry at the left base, and the con- 
dition resolved in three days with “ sulphatriad ” therapy. Follow- 
ing dilatation and curettage nine months previously she had 
experienced a similar attack about five days after operation. 

Case 2. — A woman aged 35 had a total hysterectomy for anovular 
bleeding followed in 24 hours by an acute onset of pain in the left 
side of the chest with the same signs and course as in Case 1. In her 
past history a laparotomy was performed in 1941 for ectopic 
gestation. Evidence of chronic pelvic inflammation only was found, 
and it was followed by an identical chest condition. 

The rarity of post-operative pulmonary compUcations in 
gynaecological surgery, together with the identical previous 
histories following minor surgical manceuvres — e.g., dilatation 
and curettage, a 15-minute procedure at a light plane of anaes- 
thesia — prompts one to suggest the cause as embolic from the 
pelvic veins, and I therefore make the following suggestions. 

Anatomically, the left pulmonary artery has a smaller devia- 
tion from the line of flow than the right and therefore any 
solid particle will tend to pass to the left lung, and. in the 
absence of evidence to the contrary, post-operative infections 
in the left lung are in the main embolic. Should the work 
along the lines propounded by Mr. G. W. Vause Greig 
(October 15, p. 845) ever bear fruit, patients liable to develop 
this complication could be recognized pre-operalively and the 
condition prevented. 

Infection of the right base is a greater possibility from acute 
upper respiratory tract infection — e.g., otitis media, sinusitis, 
and coryza — as droplets and particles of infected mucus sril 
tend to gravitate down the right bronchus owing to its straighter 
course, aided and abetted by gravity and the absence of the 
norma! expulsive reflexes found during anaesthesia. In prac- 
tice this type is the most severe, presumably owing to the 
absence of local pulmonary resistance to the invading organism. 
The bilateral post-operative infectica tends to occur in already 
infected lungs and is found in the chronic asthmatic and 
bronchitic and in the heavy smoker. — I am, etc., 

Islewonli, MiCillcscx. 

Polythene Tubing and Blood Transfusion 

Sir. — ^T he article by Dr. W. A. L. MacFadyen (October 22, 
p. 925) on the administration of heparin by polythene tubing 
causes me to write to you to say that we have been u.sing this 
tubing for the administration of blood and intravenous fluids 
for about twelve months with great success. 

We pack up a small tin containing one rubber Record connexion to 
which is attached about a 3-itt. (7 J-cm.) length of rubber tubing to 
fit on to the Record end of the connexion. Also in the tin is about 
a yard (0.9 m.) of stout thread wound on a piece of cardboard and 
a sharp 15-gauge donor-taking needle such as is used by regional 
blood transfusion teams. The polyahene tubing just fits into these 
needles, and a suitable size can be bought from Messrs. Allen and 
Hanbury. I would point out, however, that these needles vary, and 
each needle should be tested with polythene tubing before packing 
for the autoclave to ensure easy access ihrougli the needle. 

Before the infusion of blood the polythene tubing is washed well 
with saline to remove the sterilizing agent. Three ties of thread 
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are made on the rubber tubing attached to the Record end of the 
fitting, and the needle is then inserted in the vein in the usual way. 
The polythene tubing is passed through the needle about 6 in. to 
9 in. (15 to 22.5 cm.) into the vein while gentle pressure is exerted ^ 
by the thumb! The needle is withdrawn from the vein and from the 
polythene tubing, and after the polythene tubing has filled with 
blood to expel the air it is then inserted into the small rubber 
tubing on the Record attachment and the three thread ties are com- 
pleted.' The ties are left long to attach to tlie arm with strapping to 
prevent the polythene tubing from “ creeping ” (it has a tendency to 
“ creep ” inwards). The transfusion is then started in the usual 
way. Complete freedom of the arm is achieved without any altera- . 
tion in the rate of flow. 

I also find that, in the rare event of it being necessary to cut 
down on the internal saphenous vein, 6 in. to 8 in. (15 to 20 cm.) 
of tubing can be inserted into the vein like a cannula, and by 
applying pressure by bandage it is unnecessary to tie ofl[ the 
vein and it is often unnecessary to splint the leg. I would add 
that the smaller size polythene tubing is found to be unsuitable 
for blood, as a clot tends to form when infusing “ packed cells.'” 
— I am, etc., 

Colchester. Essex. ALEC E. BLAXILL. 

Pigmentation in Addison’s Disease 

Sir, — F or years the pigmentation of Addison’s disease has 
been explained by assuming that tyrosine, the precursor of 
adrenaline, accumulates in the skin in the absence of functioning 
suprarenal glands and is there converted to melanin pigment. 
This glib explanation, without a shred of evidence in its support, 
is copied from textbook to journal without questioning, and is 
repeated by Dr. B. 'Victor Jones in his paper on acute adrenal 
insufficiency (November 5, p. 1023). There seems reason to 
believe that the recent work of Stephen Rothman and his 
colleagues at Chicago on the mechanism of melanin pigmenta- 
tion is not so widely known as it deserves. 

Briefly it may be accepted that the melanin-forming enzyme 
in the skin is held in check by various reducing substances, 
notably sulphydrils and, possibly, ascorbic acid. In order that 
the enzyme might function it is necessary that the inhibiting 
action of these chemicals should first be overcome. Lea' found 
that the action of tyrosinase on tyrosine is inhibited partially 
by certain concentrations of sodium chloride, so it seems 
possible that the fall of blood chloride in Addison’s disease 
might have some bearing on the pigmentation of this disease. 
Martini,' in a long-neglected paper, found a fall of the blood 
glutathione in adrenalectomized dogs, and Rivoire’ and 
Leobardy and Labesse* claimed that by treating patients suffer- 
ing from Addison’s disease with cysteine they caused a marked 
alleviation of symptoms and a diminution of skin pigment. If 
these observations are of any significance it would seem that 
the hypothetical increased availability of tyrosine plays but a 
small part in a complicated story. 

It is noted that the pigmentation of the case described by 
your contributor appeared within 48 hours of adrenalectomy 
and almost disappeared after eight days. The known facts 
about melanin pigmentation make it exceedingly improbable 
that the pigmentation could have been due to melanin forma- 
tion. Under the impact of ultra-violet light melanin does, 
not appear macroscopically for a matter of about five days 
and lasts for months or years. It is unfortunate that a skin 
biopsy was not taken to determine the nature, of the pigment, 
for the phenomenon must have been a striking one warranting 
further investigation. — I am, etc., 

Truro F. A. 'Whitlock. 
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Gouty Arthritis 

Sir, — Dr. Kenneth Stone in his review of the monograph 
on rheumatism by Professor Gunnar Kahlmeter (October 8, 
p. 796) writes : “ It is surprising to read that the author has 
found colchicine of value in rheumatoid arthritis and in 
rheumatism of the menopause.” It did not surprise me to read 
this. There are many cases resembling rheumatoid arthritis 
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which are definitely gouty. The so-called “ rheumatism of the 
menopause'” is perhaps not investigated for uric acid and other 
clinical manifestations of acute or chronic gout because there 
is the fallacy, still prevailing, that gout is a rare disease, 
especially in the female sex. 

Although it was accepted some time ago that every case of 
” rheumatism ” should have blood tests for sedimentation rate, 
uric acid, 'and Wassermann, I wonder how many practitioners 
and even clinics perform these tests as a routine. In my 
experience in South Africa there are very large numbers of 
" rheumatic ” cases in women with a normal or only very 
moderately raised sedimentation rate and only a small increase 
in their blood uric acid. In my opinion such cases are definitely 
gouty and not rheumatoid arthritis. These must' be the cases 
which according to Professor Kahlmeter responded so well to 
colchicine — a drug which is regarded as a specific for gout. 

The debatable point is the figure for normal blood uric acid. 
Unless we agree on a certain figure obtained by a certain 
method which may be regarded as normal (and the same must 
be said about the sedimentation rate) we cannot come to any 
amicable settlement at all. May I suggest that the next inter- 
national rheumatic congress makes a serious attempt to agree 
on certain uniformity and criteria in laboratory and clinical 
investigations of the so-called “ rheumatism and allied condi- 
tions ” ? This would be of definite benefit to our suffering 
patients. — I am, etc., 

Johannesburg. NaTHAN FiNN. 

^ Prostatic Obstruction 

Sir, — ^T he article by Mr. H. Hamilton Stewart on prostatic 
obstruction (November 5, p. 1011) mentions calibration of the 
anterior urethra by direct measurement. I wonder whether it' 
would be of interest to recall that a similar instrument was used 
by Otis in America towards the middle of the last century. He 
made the then very important discovery that the male urethra 
is of very much larger calibre than was realized, and his find- 
ings enabled Bigelow, then professor of surgery at Harvard, to 
make lithotrites and evacuating cannulae of suflacient .size to 
put the operation of litholapaxy on a practical basis. 

An illustration of a urethrameter is to be found in Sir Peter 
Freyer’s book. Stricture of the Urethra and Enlargement of the 
Prostate (London, 1902, p. 18), and he comments that its use is 
made a little difficult by a tendency for the blades to catch in 
the urethral mucosa. In the same book (p. 13) is a reference to 
still earlier work on the subject, that of Sir Everard Home, who 
measured the urethra by making a cast of it in the cadaver, and 
an outline of one of these casts is reproduced. — I am, etc., 

Swansea. B. BrENDAN HICKEY. 

Myoidema 

Sir, — T he article on' myoidema by Colonel Geoffrey F. 
Taylor and Dr. P. N. Chhuttani (October 8, p. 784) interested 
me greatly. I feel that my experiences may be of interest, as. 
they appear to support their contention as to the factors which 
lead to its production. I trust that I may be allowed to place 
them on record. 

Until starting practice in South Africa I had always regarded 
the elicitation of the presence of myoidema (as defined in the 
article) as an indication for a careful clinical examination. It 
was a sign which I looked for early in my examination and 
which, when present, I regarded as an indication of ill health. 
Frequently I found it associated with tuberculosis, malignant 
growths, or other serious disease. Only when all other indica- 
tions of disease were absent and I was satisfied did I dismiss 
it as of no serious import. On several occasions the sign has 
prevented my overlooking serious disease. 

My clinical practice prior to arriving in South Africa^ had 
been restricted more or less to Europeans, mainly from Britain, 
whose diet was relatively good, even among the poorer groups 
of the population. I now practise in the Transkeii, a native 
reserve, and the bulk of my patients are natives. Malnutri- 
tion is general, pellagra of frequent occurrence, and nutritional 
oedema in children in times of drought and starvation common. 
The causes for malnutrition in the native are well known to all 
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administrative, medicaJ, and welfare worlters who deal with him. 
They embrace poor husbandry, soil erosion, ignorance and 
apathy, impact of civilization, economic disadvantage, etc. 
Maize forms the bulk of the native diet Milk, meat, eggs, 
corn, and beans are also eaten, but in many cases the amount 
is small, especially during drought and starvation. 

It was not long before 1 ceased to regard the elicitation of 
mvoidema in the native as an indication of serious disease. 
It was present too frequently, and I tentatively put this fre- 
quency down to the native’s nutritional state. The deficiency 
diseases which predominate in times of stress are those 
associated with the vitamin-B complex, and it is not unreason- 
able to attribute the high incidence of myoidema to a deficiency 
of one or more members of this complex. 

Nevertheless the conclusion that myoidema is due to a local 
nutritional deficiency of muscle should not bring it into dis- 
repute as a clinical sign. There may be more than one cause 
for this local nutritional state. Its presence in an individual 
kno'vn to come from a group normally well nourished should 
be regarded as a sign of possible serious disease until proved 
otherwise. — I am, etc,. 

Tabanlcuiu. Soulh Atnca. fxCKSON. 


The Acute Throat 

Sir, — I notice in the Journal of November 5 (p. 1048) a letter 
from Mr. W. Stirk Adams with reference to the tr^unent 
advocated by Ptofessor V/dkinson and himself in the 
Birminghaui ^[edi.'al Revien' (1947, 15, 170). As regards 
penicillin ueatment. being a G.P. I have never used this by 
injection, nor hava I seen any C'efui result from penicillin 
lozenges. Sulphonamides, especially sulphamezatbine, have 
given good results, hut in my opinion the treatment par 
excellence is by bismuth and sodium taruate suppositories 
three times daily. I have employed these in_ between 40 and 
50 cases, and witf only one exception the improvement has 
been rapid and cure complete in two to three days. 

In two cases wfere there was obvious pus formation m the 
peritonsillar tissue^ it was, of course, obvious that this would 
need to be evacua.-ed. but I prescribed the suppository to see 
whether the pain was eased. In each case the patient informed 
me that relief was .rapid and marked. 

In ordinary cases of folUcular tonsillitis several patients have 
"remarked on the rapidity with which the suppository acts 
■stating that within half an hour the throat became much 
easier. Patients have been between 3 and 65 years of age. 
I have never seen any undesirable effects, even when supposi- 
tories containing 1 gr. (65 mg.) of the salt have been used m 
young children of 3 or 4 years. But for safety 1 
suppositories containing gr. i (16 mg.) made up for small 
children. In no case have more than six suppositoncs been 
needed, and the saving of pain and time to the patient and of 
time to the doctor make this to my mind a most valuable line 
of treatment — I am, etc., 

C. T. M.vtthews. 

Solihull. Wonticli. 


C[n_Or T Anderson (October 15, p. 860) has written a 
lery practical and valuable article on the acute throat There 
. -.s an omission, however, which I feel merits recall. In dis- 
cuL- the treatment of the anginose type of glandular fever, 
no mcrtion was made of the use of intravenous arsenic, which 
•some ye.rs ago received high praise from Smith and Shaw* for 
its value in dealing with the occasional intractable and severe 
angina occurring in that infection. I have, since that publica- 
tion found a similar response m anginose glandular fever even 
in the absence of fuso-spirillosis and where there had been a 
failure to respond to other thempy, including penm. ha The 
dru" is usually given in a single dose of from 0.3 to 0.4S g. 
inmvenously. according to the weight of the patient.-I am, 

etc., 

W. Howuett Kelleher- 
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A Long Gestation 

Sm. — Dr. Madeline N. Gors (November 5. p. I(K9) raises an 
interesting subject when she discusses the origin of folk tales 
dealing with long gestation periods. These myths are very 
common, and the suggestion that they arise from the practice 
of a man marrying hts deceased brother’s wife has been made 
before. This custom — technically known as the levitate — is 
widespread, but serious anthropological objections can be 
offered to the suggestion that it may be the origin of these 
myths. In the first place, other marriage systems such as the 
sororate or ghost-marriage of the Nuer type might equaU-y well 
be advanced to account for such tales. Secondly, the expected 
results of this theory conflict with certain obseived pracuces in 
various endogamous and exogamous groups. Third!'., if this 
theory were correct certain significant correlations would be 
expected between the observed distribution of the levirate and 
the distribution of the bradycyesis myths. These coneiauoas 
are not significantly found. 

An attempt has been made to derive the myth fram animal 
totem beliefs on the basis of the unknown length of many 
animal gestation periods. This attempt has not been very 
successful. Another theory links it with giam and longevity 
stories: where a culture-heroine is credited with a life of five 
hundred years she may reasonably expect to spend six years 
carrying a child. A further explanation has been sought in 
the occurrence of such condiiions as foetus papyraceus and 


lithopaedion. 

At present it does not seem possible for antbropolog- w 
offer a solution of this problem. Whatever the origin of the 
belief, however, there is no doubt th:U it is psychologically 
very acceptable to peoples of many ditterent culture patterns. 
— I am, etc., 

CVLVIS P, B. Ueu^ 


Tresatment of Basal-cell Carcinoma 

Sir.— -I t was with great interest that I read the paper on this 
subject by Sir Cecil Wakeley and Mr. Peter Childs (April 30, 
1949). Most people now recognize that .Australia has the 
unenviable reputation of having the highest incidence in the 
world of skin and Up carcinoma. The rei^on for this (chronic 
sunburn effect in a fair-skinned population largely engaged in 
outdoor occupations) has been discussed elsewhere by my sell* 
and other Australian observers. Sir Cecil Wakeley bases his 
e.xperience on 237 cases seen over the course of e5 years. 
During my tenure of office at the Royal Prince .Alfred Hospital. 
Sydney, the total of 237 cases of basal-cell carcinoma was 
greatly exceeded each year, especially if the many cases seen 
and treated by me in private practice are included. 

The distribution of lesions in Sir Cecil Wakeley's collection 
of cases (214 on the face, scalp, and neck to 23 on other pans 
of the body not exposed to sunburn) is undervundable, as in 
Ensland there will be a larger proportion of basal-cell carci- 
noma due to other causes than ionization by the ultra-violet 
component of sunlight. In Australia the proportion v.ould be 
at least 100 on exposed to one on unexposed areas. 

There are a number of points in Wakeley and Childs’s paper 
upon which I must express strong disa^eement. Firsh I wish 
to point out that surgical intervention is highly inadvisable as 
treatment for basal-cell carcinoma on the edge of the lo-wer 
lid. in that awkward comer just medial to the inner canthus 
and over the lacrimal sac. and in comparatively advanced 
lesions over the course of the facial nerve, let by local 
anaesthesia in the conjunctival sac and the insertion of a lead 
spatula under the diseased lid, these lower lid tumours (which 
are not so uncommon) can be easily and most efficiently treated 
by X ravs without any- possible damage to the eye. leaving only 
a very shallow bay on the edge of the lid and vvithom any 
impairment of the wiping apparatus. The technical dilnculty 
in treating by radiation the deeper growing basal-cel! carci- 
noma is trifling if the operator is reasonably experienced. Of 
course radiation treatment is not standardized in the stric,^t 
sense any more than surgery is. But to ail competent^ radio- 
logists the dose in r units with allowance for fading effects is 
standardized. 
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In my experience the number of recurrences after surgical 
excision by competent surgeons notably exceeds those after 
irradiation by competent radiologists. Moreover, a competent 
radiologist, like a competent surgeon, can easily appreciate the 
surface extent and depth of penetration of a basal-cell carci- 
noma and allow a sufficient margin of apparently healthy tissue 
round and beneath the growth. 

1 cannot agree that “ irradiation produces radiodermatitis,” 
at least in doses suitable for the cure of' basal-cell carcinoma. 
In certain cases which have been rendered radio-resistant by 
previous timid and inadequate dosage requiring too many 
repetitions radiodermatitis may occur, but the competent and 
experienced radiotherapist will rarely undertake such cases after 
they have been spoiled by previous tinkering by some inexpert 
operator. If it does occur the surgeon can excise it and graft 
the area if necessary with little or no more difficulty than if 
he were operating on, the original tumour." 

The use by Wakeley and Childs of the phrase, “ Only rarely 
need a patient be condemned to irradiation,” surely proclaims 
an ineradicable prejudice against radiation on the part of the 
authors. Without the support of any authority they state, 

“ Recurrences occur consistently in 5% of cases treated by x 
rays.” By the context this must be applied to cases of basal- 
cell carcinoma. If this is their experience they must have 
been most unfortunate in their.choice of radiologists. If one 
excludes very advanced cases such a figure is very misleading. 
In my experience recurrences are less than 1%, and one can say 
with confidence that nearly all these are marginal recurrences 
due to the inclusion of too small a margin of apparently healthy 
skin around the tumour. Such recurrences are quite easily 
manageable by further irradiation excluding the previously 
treated area. With proper technique and dosage there should 
be no recurrence of basal-cell carcinoma after x rays or 
radium treatment any more than after “adequate surgical 
excision.” 

With regard to “ time lost to work, admission to hospital, 
and mental trauma,” I am bound to insist that “,^the advan- 
tages ” definitely lie with radiotherapy. There is a very potent 
psychological factor which is entirely overlooked by Wakeley 
and Childs. Before it is possible to make arrangements for 
premedication of patients to diminish their worry ” it is neces- 
sary to persuade them to submit to an operation. The early 
stages of basal-cell carcinoma and even of a squamous carci- 
noma are so insignificant to the layman’s eye that if nothing 
but surgery is offered to him he will procrastinate, perhaps till 
too late. The operation which seems trivial and safe to the 
surgeon looms large in the mind of the patient. He and his 
friends will probably conclude that the doctor is an alarmist, ^ 
and he will “wait and see.” This was frequently observed in 
Australia when for the first five years of this century the 
only form of treatment available was surgical excision. I and 
my contemporaries in those days saw dozens of hideous cases 
deep invasion of bone, exposed antra, etc. Since radia- 
' r. entered the field such horrible cases are no longer seen 
i ' .. he patient does not regard jc-ray or radium' treatment 
i ' ' operation.” 

* ' secretary of the Royal Prince Alfred Hospital, Sydney, 

’ ' .i; slidrt notice located 1,247 cases of basal-cell carcinoma 
'.od in Xhe superficial x-ray department in the year 1947-8 
-O' '“s 50 leases treated as in-patients and others treated in the 
'■ um cilinic. Almost all of these are referred to the skin 
in.ont, the doses being prescribed generally by the officers 
I i .it department. I realize that these figures will appear 
' ■'ggc.ated in the eyes of practitioners in the British Isles. But 
one of these who is interested in skin carcinoma come 
im^^re and see for himself. I believe, after a close study 
i{ s\;i^Jkcarcinoma and a huge experience of cases of this disease 
'"li Ux\lipatment, that the suggestion made by Wakeley and 
-liilds all cases of basal-cell carcinoma should be treated 
■urgicaUy JKans an attempt to put the clock of progress back 
learly 40 ^^^s. — I am, etc., 

E. H. Molesworth. 
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Pulmonary Embolism in General Practice 

Sir. — It is now widely accepted that the correct treatment for 
pulmonary embolism is immediate administration of heparin. 
Various other methods are advocated as additions to this treat- 
ment, but the heparin administration maintains its position as 
the sheet anchor. The earliest moment at which heparin can 
be given to a patient with recent pulmonary embolism is the 
best moment for its administration. I should like to make a 
strong plea for general practitioners to include heparin as part 
of their^ emergency kit,, so that they may administer an intra- 
venous dose of 10,000 units (international) of heparin immedi- 
ately they see a case of suspected pulmonary embolism in their 
practice. In this way they would be able to cut short the 
retrograde thrombosis occurring after the embolism has reached 
the lung. They would also give theinselves a great deal more 
satisfaction by feeling that the patient was not likely to develop 
any further extension of thrombotic phenomena during transit 
to hospital. Best of all, they would have the joy of seeing the 
initial severe pain checked in a most dramatic way in many 
cases. One such dose, even if the diagnosis was inaccurate, 
would do no harm and would be sufficient to cover four hours, 
during which the patient would become fit for removal as the 
initial shock phase passed off. — I am, etc., 

Maucblinc, Ayrshire. G. J. CLELAND. 

Synovial Osteochondromatosis 

Sir, — T he excellent article by Mr. J. F. Curr (November 5, 
p. *1020) in which he slates that synovial osteochondromatosis' 
is very rare in the shoulder-joint prompts me to record the 
following case. 

A young married woman of 23 was first seen on August 25, 1947, 
complaining of stillness in her left shoulder-joint for one year. The 
onset was slow, there had been no injury or rheumatism, and she 
was then unable to raise her arm above shoulder level. On examina- 
tion she was a very healthy woman apart from the trouble in her 
shoulder. Behind the joint there was some fullness and. a 
bluish discoloration of the skin. The movements were limited in 
all directions below 90°, but these were only sli^tly painful, and 
indeed pain had never been a prominent feature. Palpation of the 
diffuse swelling behind the joint gave the feeling of fine crepitus; and 
there was slight local tenderness. X-ray examination of the left 
shoulder showed a deformed left glenoid : “ arthritic changes in joint 
due to large calcifying osteochondroma arising from the glenoid 
region.” A radiograph of the right shoulder was normal, the lung 
fields clear, and the E.S.R. 10 mm. in one hour. A further stereo- 
scopic radiograph showed that’ the tumour was lying almost entirely 
beWnd the joint and' was displacing the base of the coracoid 
medially. A diagnosis of diffuse osteochondromatosis of the synovial 
membrane of the left shoulder-joint was made, and the patient was 
admitted for operation on February 13, 1948, having requested delay 
until her husband arrived from abroad. At this time there was 
almost complete absence of true shoulder movement (flexion 25°, 
extension 30°, abduction 15°). General muscle-wasting was present, 
particularly the deltoid, and fullness at the back of the joint due to 
a palpable firm tumour. There was still very little pain. 

At operation a posterior approach was made and the deltoid 
reflected up, the incision being carried through the infraspinatus 
muscle. A firm tumour attached to the capsule of the shoulder-joint 
posteriorly was opened and multiple firm' loose bodies about the 
size and consistency of dried peas were scooped out. Many were 
lying free, but others were attached by a short pedicle or were . 
embedded in the synovial lining. Over 100 of these cartila^nous 
bodies were removed, together with the redundant synovial diverti- 
culum, and the' capsule was resutured. Section of one of the loose 
bodies showed rapidly growing cartilage cells. 

Recovery was straightforward. The patient was given physio-^ 
therapy over the next four months, with considerable improvement 
in the range of movement (extension 125°, abduction 90°). A 
radiograph taken eight months after operation showed a few frag- 
ments of the osteochondroma high up in the joint below the acromio- 
clavicular arch, and the osteoarthritic condition of the joint was 
unchanged. When last seen on October 20, 1949, she had almost 
full movements of her left shoulder-joint, which was painless and 
without evidence of any recurrence of her tumour. 

I am indebted to Dr. W. A. Steel for the operative findings and 
permission to publish this case. 

— I am, etc., 

Uxbridge, Middlesex. T. B. SCOTT. 
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The Nature of Lumbago 


Sir, — Y our annotalion on lumbar “fibrosilis " (September 24. 
p. 695), in dealing with the pathology of this condition, reflects 
the prevailing agnosticism on the subject. An excellent lead 
to the understanding of it is however given by Elliott,' who 
showed that myalgic nodules gave electrical discharges, as 
recorded by an oscillograph, identical with those given by- 
muscle spasm. 

The leading features of lumbago ate that it is usually of 
sudden onset and is the result of a strain, either internal, such 
as coughing, sneezing, or parturition, or external, such as lift- 
ing a heavy weight when the body is bent forwards. Pain, 
often of great severity, then occurs in the erector spinae group 
of muscles, especially when movement is attempted, and these 
muscles are tender to palpation. Tenderness is also usually 
present over the sacro-iliac joints, and this may be elicited as 
follows; (1) by percussion over the posterior superior iUac 
spine ; (2) by pressure upwards into the sciatic notch ; (3) by- 
deep palpation in the iliac fossa over the anterior border of 
the joint ; (4) by palpation of the anterior border of the joint 
on pelvic examination. 

The manipulation for low backache which I described in 
my letter (September 24, p. 710) is effective in cases of lumbago. 
In unilateral cases the manipulation is done on the one side 
only. In bilateral cases both sides are manipulated. In the 
past year the foll-jwing results have been obtained by this 
method; 


26 

26 

14 

12 


Cases manipulated (unilateral vjsc> eight, bilateral 
cases 18) . . ... 

Immediate-abolnion of the pain 
No reeunence 
Recurrence ... 

The final state vf the recurrent -asev was. 

Recovered after a second mamr.-ation 2 

Allowed to rec .er sponiareo-jslv a 

Considerable ir ~ -ovemen: • ■ - ‘ 

No i-nprovem. ■ ■* 

Two cases had to be alU-'wed to recover spontaneously 
because the mani.- -lation failed when applied a second time. 
The four cases w>-ich did not improve had all had lumbago 

for many years. ■ 

That the manipulation acts cr the sacro-ihac joints (pace 
Dr. Trevan Hambly, whose letter you published on October la, 
p. 874) is suggested by the fact that the sacro-iliac joints are 
tender that the condition is often bilateral and the two sides 
are manipulated separately, and that whenever crepitus or other 
noise or sensation accompanies the mampulalion it appears to 
emanate from the sacro-iliac joints. The manipulation may 
possibly act also on other joints in the lower part of the back 
or may possibly reduce a herniated nucleus pulposus, since 
Bums and Young’ demonstrated that such herniation may be 
pushed back at operation. 

Lumbar fibrositis therefore appears to be nothing more than 
spasm in the erector spinae group of muscles, usually the result 
of a manipulable lesion in the sacro-iliac jomte and is com- 
-arable with the spasm around a dislocated shouider-joint, which 
a so disappears at once when the dislocation is reduced without 
^ •''sthesia. The popular term lumbago ' includes the ciucs 
nf \\ ^bar “ fibrositis” discussed above and also cases of severe 
lowJ backache without marked involvement of the erector spinae 

musclcs.-i am, etc., ^ ^ Evstvvood. 

Lowcitofl, Norfolk. 

ROTIENCES 

1 Lancet* 1944, 1, 47. 

1947. 1,613* 


Botulism or PoUo-encephalomyclitis ? 

S,s -1 was most interested to read of the case of botulism 
bv Dr David Kendall (November 12, p. 1094). _ It 
v^e^^to me in the Ught of cunent events, that the corabmation 
o'fTmtnai-nerv-e palsies with bulbar involvement, pyrexia, vomit- 


ing, residual weakness of the dorsifle.\ors of the ankle, and even 
survival is more lik-elv to be caused by an attack of polio- 
encephalomyelilis. which has now become so common, than by 
botulism, which is so rare. 

I think that it is unfortunate that too much attention has been 
focused on the ingestion of canned tongue and that this has 
served only to mislead. The clinical picture so ably- described 
by Dr. Kendall is to be seen all too frequently in those hospi- 
tals where acute cases of infantile paralysis are admitted. It is 
w-ell known that the protein content of the cerebrospinal fluid 
rises during the third week of an attack of poiiomyeiitis : though 
Dr. Kendall saw the case at a late stage, I think that lumbar 
puncture might have revealed this phenomenon. — I am, etc.. 

Uxbiidsc, Middlesex ^ IV I IN LvMEERT. 


Sir, — 1 have read with interest the report by Dr David 
Kendall of a case of “botulism” (November 12. p. I094I. but 
1 feel that from the epidemiological point of view there must 
be some considerable doubt about the diagnosis, li seems to 
me to be very- surprising that, if the tin of tongue contained 
botulinura toxin, only one of those who ate it should have had 
an illness involving the cranial nerv-es. Botulism is the night- 
mare of manufacturers of canned foods, and m commercial 
canning processes great care is taken to ensure that foods which 
are a suitable medium for Cl- bottiUnum are heated lo a 
temperature which will kill the spores. 

I hesitate to enter into a discussion of the chnical featur-ev 
of the case, but have just re-read the otficia! account of the 
outbreak at Loch Maree m 1922. and it does seem to me that 
the clinical picture was very- different in this cave from tnji 
described in the report I suggest that the possibility of some 
other diagnosis should be considered. — I am. etc , 


Loados, S.W.j 


A H OvLt. 


Death by Hanging 


Sir,— I t is often said that death by hanging is " mstantare- 
ous." What is the evidence for this statement ? The following 
mieht be causes of unconsciouscess ; (1) Concussion when -the 
rop'e breaks the fall. (2) By nervous impulses onginatmg in 
or near the crushed cerv-ical cord. Both (ll and (2i seem 
improbable. (3) By- compression of both vertebral and both 
internal carotid arteries; this could hardly be predicted with 
certaintyx (4) By immediate asystole ; this, if it occurred, 
would lead to unconsciousness in about six seconds. It tnay 
not occur, for people have survived compression of the cerv-i- 
cal cord. (5) By loss of vasomotor tone and consequent 
inadequacy of the cerebral circulation — a slower process than 
the last. (6) Fall of oxygen tension in the blood ; this factor 
by itself would produce unconsciousness in a matter of minuies, 
.Many medical men besides myself must have an uneasy- 
suspicion that the last tw-o factors are the cause of uncon- 
sciousness and death from hanging, and that the subject may 
remain conscious for many seconds after the drop. I am, etc,. 


Rochester. Kent. 


F. A. RichvRds. 


Memorial lo Sir John Fraser 


Sir.— S ome months ago (August 13. p. 389) you grated us 
the courtesy of your columns to announce the opening of a 
fund to establish a memorial to the late Sir John Fraser, Bart.. 
K.C.V.O., formerly regius professor of clinical surgery and 
principal of Edinburgh University. 

It E our intention to close the fund on December 3, and 
those who may still w-ish to contribute are reminded that 
subscriptions should be sent before that dale to the treasurer. 
John Bruce, Bq., C.B.E., F.R.C.S.Ed, Department of Surgery-. 
The University New Buildings, Edinburgh.— -We are. etc., 

Edwvrd V. Appletos. 
J.S.MES M. Gr.shv.vi. 
Fsa.sk E. Jardine. 


E4mb.:rcb. 


Js.vlES L£-SR.VlO.S-nt. 
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Firework Injuries 

Sir, — Shortly after reading the annotation entitled “ Burns 
and Bonfires ” (November 5, p. 1033) I was called, on Guy 
Fawkes’ night, to .operate on a boy of 12 who. had a, severe 
injury to his right hand. Another boy had lit a firework ; it 
fell over, and this boy picked it up and it “ exploded ” in his 
hand. Half the thumb was blown off ; the metacarpal, with its 
muscles hanging loose, was held by a flap of skin. The index 
finger was badly injured and fractured, and the palm opened 
up right down to the carpal bones, at least one of which was 
fractured. Muscles and tendons were torn and chaired. One 
hopes that conservative surgery may save most of the hand and 
give some, but not normal, function. Such injuries to the 
thumb and index finger of the right hand in a boy are a big 
price to pay for an evening’s enjoyment. 

Your annotation rightly mentions that rnost of these firework 
accidents could be prevented if common-sense precautions were 
taken, but children in the excitement of the moment do not 
always remember these. Also the instructions on the firework 
cannot be read in the dark. I would suggest that the makers 
might distribute two distinct classes of firework : harmless ones 
for children, and a more powerful type for adult use. The 
children’s fireworks would be such that no serious damage 
could occur even if they “go’off ” in the hand, and it would 
then be up to the parents to see that their children purchased 
this type only. 

Your annotation also states that the medical profession, since 
it is aware of the dangers, has a responsibility to make them 
known and so prevent these injuries occurring. My impression 
is that these injuries ate much more common than we imagine, 
but I have never seen any statistics about Guy Fawkes’ night 
casualties. I should be interested to hear of similar accidents 
to this one (where some permanent disability is likely to remain) 
which have occurred this year, and would be obliged to any 
surgeon who could send me brief details of such cases. In ■ 
this way we may be able to do something to prevent these 
rather unnecessary- war-like Injuries^ — I am, etc., 

Wakeflcrd Kou.se. I- -A* H. SNOWBALL. 

Compton Street, Eastbourne. ' 

POINTS FROM LETTERS 

Prononciation of Chemical Terms 

Dr. W. Bryce Ormb (Hove, Sussex) writes : Doctors and chemists 
are aware that difficulties occur in reaching consistency in the pro- 
nunciation of certain chemical terms, such as benzene and benzine, 
but generally it is conceded that the former should be rendered as 
ben'zen and the latter ben'zin. It was, however, a shock to hear 
several highly qualified and distinguished chemists at a well-known 
pharmaceutical laboratory all referring to the radical CH, as methyl. 

I had the temerity to correct them and pointed out that the term 
was derived from the Greek = wine -F = wood, . . . 

Neither Dorland’s Medical Dictionary nor cur old school friend, 
Liddell and Scott’s Lexicon, refers to any latitude in. the 
pronunciation of methyl. 

Recovery of Drugs from Urine 

Dr. G. D. Wild (Derby)' writes : The cost to the nation of such 
drugs as penicillin, streptomycin, and P.A.S., etc., must, still be very 
great. I believe they are all very largely excreted by the kidneys, 
either unchanged or only very slightly modified. There appears to be 
no revulsion from the use of drugs prepared from urine of pregnant 
mares. I consider the recovery of valuable drugs (costly even when - 
they cease to be in short supply) from the urine of human and 
veterinary patients affords a chance to economize which should be 
seriously considered at times like these present. • 

Cigarette Cough 

Dr. D. A. Herd (Leeds) writes; I was pleased to read the letter 
(October 15, p. 876) on cigarette cough by Dr. B. J. Gallighan. 
When discussing this very important subject with patients, they 
frequently tell me, “ But I never inhale.” Now this statement is 
sheer nonsense, for although they do not pull the smoke through 
the dgarelte they, and others in the vicinity, are compelled to inhale 
the surrounding contaminated atmosphere. This fact is proved 
beyond doubt by the intense discomfort experienced by victims of 
asthma and bronchitis. I entirely agree with his remarks about the 
_^cma and theatre, but are not the majority of smokers 
’ inconsiderate ? 


Obituary 



T. P. McMURRAY, G.B.E., M.Ch., F.R.C.S. 

We announce with deep regret the sudden death of Pro- 
fessor T. P. McMufray, President-Elect of the British 
Medical Association. Professor McMurray, who died 
at Ealing Broadway station on November 16, at the 
age of 61, had been Professor of Orthopaedic Surgery in 
the University of Liverpool since 1938. He had been stay- 
ing with his son-in-law and daughter and had intended to 
go on a visit to South Africa. 

Thomas Porter McMurray was born in Belfast on 
December 5, 1887. He was educated at the Belfast Academy 
and at Queen’s Univer- 
sity, where he graduated 
M.B., B.Ch., B.A.O. in 
1910. In 1919 he pro- 
ceeded to the degree of 
M.Ch. and he took the 
F.R.C.S.Ed. in 1923. He 
was elected F.R.C.S. by 
the English College in 
1948. Soon after quali- 
fying McMurray was 
appointed house-surgeon, 
and later surgical tutor 
and registrar, at the 
Royal Southern Hospital, 

Liverpool. There he 
came under the influence . 
of the late Sir Robert 
Jones and decided to de- 
vote himself to ortho- IBaccn, LtynyoC 

paedics. He was appointed honorary orthopaedic sur- 
geon to the David Lewis Northern Hospital in Liver- 
pool in 1913, and in 1914 he was commissioned as a 
captain in the R.A.M.C. He had, however, only a brief 
period in France. He was recalled to spend most of the 
war at the Orthopaedic Centre at Alder Hey, where Sir 
Robert Jones was responsible for the treatment of cases 
and for the training of English, Canadian, and American 
surgeons. McMurray’s connexion with Alder Hey Hospital, 
which began in 1915, was to continue for the rest of his 
life. He served for an even longer period the Royal Liver- 
pool Children’s Hospital, with which he was associated 
just before the outbreak of the 1914-18 war. Originally 
appointed as an honorary, surgeon, he became honorary 
orthopaedic surgeon to this hospital in 1919. He -acted as 
consultant for the Ministry of Pensions from 1920 onwards, 
and from 1933 he was orthopaedic consultant to the„Lanca- 
shire County Council. 

McMurray was appointed lecturer in orthopaedic surgery 
at the University of Liverpool in 1924. In 1933 he became 
director of orthopaedic studies, and when a chair was 
established in 1938 McMurray became Liverpool’s first 
professor of orthopaedics. He had been president of the 
British Orthopaedic Association in 1940-1 and presi- 
dent of the Liverpool Medical Institution in 1948. He was 
president of the Section of Orthopaedics at the Cambridge 
meeting of the British Medical Association in 1948. He 
was awarded the C.B.E. in 1946. 

Professor McMurray published many papers and a 
number of books, of which perhaps the best known were his 
Life of Hugh Owen Thomas, which appeared in 1935, and 
A Practice of Orthopaedic Surgery, which followed two 
years later. All his writings are simple and clear to the 
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point of being dogmatic. They reflect his teaching methods, 
which were direct and penetrating, though not unrelieved 
by humour. 

A glance at McMurray’s record will convey some idea 
of his experience, but it cannot reveal the uncanny instinct 
which guided him in diagnosis, in treatment, and also in 
knowing where to draw the surgical line. For instance, 
some of his colleagues will recall, in. the early days of his 
displacement osteotomy, an occasion when the &st blow 
of the osteotome shivered into bits the whole upper end of 
the femur. “ That," said McMurray, “ will be fine,” and 
he stitched up immediately. The end-result was perfect. 
Watching him operate induced mixed feelings of pleasure 
and humility. A surgically beautiful pair of hands, per- 
fectly co-ordinated with the directing brain, carried out 
operations the approach to which was as direct and 
purposeful as the performance was clean and swift 

It was typic.'.I of McMurray that in May, 1941, the 
destruction of 11. Nelson Street with all its orthopaedic 
treasures proro'sed no more ‘.hjT a snort of irritation. The 
German bomb uestrojed .ooms, his instruments, and 
his unique mementos of hw predecessors, but its only effect 
on McMurrar - implacable spirit was to harden it 
Although the >t of honours accorded to him by his 
fellows indicatv> his status in the medical profession, dis- 
tinctions were ''ot sought by hi.rn Two years ago many 
of his former si .dents were gathered together to pay tribute 
to McMurray m his retirement from the chair of ortho- 
paedic surgery -t Liverpool i nieersity and to present him 
with a hand-m-ide book contaimng signatures and portraits 
of his old stu.ients. To those who knew him well it often 
seemed that •IcMurrav derr-ed more pleasure from this 
book than from the man.\ distinctions that came his way. 
The words in-, .ribed by the uonors of this book are worth 
recalling : " T ms book is signed and presented by your old 
students as a - .mbol of tleir .espect and affection and to 
record for eve the oebt the',, and their country owe to you. 
By jour skil. .md by vour -.e.iching you have enhanced a 
great tradition this is no.v ovr treasured heritage and by 
our deeds we will presetve .t 

Sir Henry Cohen writer. ' .e nse of orthopaedic surgery 
to a major specialty in this c.'cntrv owes much to two world 
wars and to the increasing mechanization of industry and 
transport, but it owes most the calibre, vision, and zeal of 
those who have been pioneers and leaders in this field. Among 
these we in Liverpool recall wnh gratitude and pride Hugh 
Owen Thomas, Robert Jones, and T. P. McMurray, whose 
sudden passing a few days ago stunned us with grief. It is over 
a quarter of a century ago that, as a dresser, I &sl met this 
tall young surgical teacher, of attractive and imposing presence, 
intent on imbuing his students with the importance of ortho- 
paedic surgery. In didactic method he favoured the dogmatic 
and vvas somewhat impatient of the Socratic. He criticized 
fearlessly the incompetence in the treatment of fractures and 
skeletal injuries of many of his “ genera! " surgical colleagues. 
Indeed, his outspokenness freed him from the dangers of that 

■ril of which, on high authority, we are warned to beware, 
w. -I all men speak well of us. But it was as a colleague, 
both m practice and at the University, after he succeeded his 
master and mentor. Robert Jones, as director (and later as 
professor) of orthopaedic surgery that I came to know him 
best in the intimacy of his home and his family and^ in 
University and hospital administration. He mellowed but little 
as the years advanced. He still exposed our faults and errors, 
ihouch With complete sincerity, and I believe he would have 
bc-enWoth hurt and surprised if he had known that some of his 
rerna^k^ were taken amiss. In committee he sometimes pro- 
voked by a veneer of cocksureness, but his views were generally 
r-’-'ht He was not a polished orator, but he had a ready wit 
■ ni .mid rebut the small faceiiousness with a pungent thrust. 


To bis orthopaedic students and colleagues he was at once 
an example, a stimulus, and an inspiration. He handled the 
injured part with meticulous care and extreme genliectss. He 
never failed to preach that he was a servant, not the master ; 
that in his hands lay the power not to heal but to help healing ; 
that Nature was the great healer. No one exemplified more 
perfectly the precepts of Ambroise Pate. He was impatient 
of those who introduced operations hoping for eponymous 
fame when he knew that simple measures in his hands yielded 
even better results. No one applauded more heartily the quip 
that many orthopaedic surgeons published operati-.e "cures" 
in 100% of cases in an apologetic tone which suggtsied that 
they hoped to do better next time. For him the aim of therapy 
in orthopaedics was to get the best out of the natural defensive 
mechanisms and healing powers of the body, and to eschew 
the spectacular and dramatic. Yet he was himself a superb 
craftsman ; he had no superior in operative skill and no one 
could make an operation look more like a viork of art. 

His associations with Robert Jones and the Liverpool school, 
and his outstanding skill, brought him a very large pracucc 
But he did not prostrate his gifts to the service of Mammon; 
he used them for the benefit of his fellow- rnen in a!! stations 
of life, and by that measure of a man's height in the sight of 
humanity .McMurray 's stature was indeed great. Others will 
write with greater knowledge of the gifts wtuch he brought 
to Che principles and practice of orthopaedic surgery, but I 
beh'eve that history will record that his greatest contribution 
lay in his keeping brightly burning the torch handed down by 
Robert Jones, so that through the hundreds of students trained 
in the Liverpool school, many of whom now adorn the major 
teaching centres and great hospitals not only of this country 
but of the world beyond, the crippled and the disabled have 
been given greater hope. Of him it can vvith truth be written 
that "his way was kno'wm upon earth and his saving health 
among all nations.” 

Sir Harry Platt writes; The sudden and une.xpected death 
of T. P. McMurray has come as a shock to his friends and 
contemporaries, and his passing will be mourned by a great 
concourse of pupils now scattered throughout the Common- 
wealth. For "Mac,” or “T.P..” as we called him, bore his 
years lightly; his youthful appearance was always a source 
of comment wherever orthopaedic surgeons met together in 
conference. His death marks the end of a chapter in the story 
of the evolution of orthopaedic surgery in Great Britain, and, 
indeed, in the English-speaking nations. Since the reltrcment 
of McCrae Aitken. McMurray had represented the last direct 
and intimate link with the teaching and practice of Sir Robert 
Jones. McMurray was Robert Jones's private assistant during • 
that period of amazing activity which characterized the seventh 
decade of the life of that great master surgeon. It was for 
" Mac ” a time of quiet self-effacement, but during those years 
of unique experience he laid the foundations of that clinical 
wisdom which later was his outstanding attribute as a teacher 
and leader of young men. McMurray, as a true son of Ulster, 
vvas unswerving in his devotion to a cause, and he felt impelled 
to enunciate the truths in which he believed ; like Luther, be 
“could do no' other.” In his later years what appeared on 
first acquaintance as an uncritical and uncompromising accept- 
ance of the doctrines of H. O. Thomas as self-evident and 
eternal verities repelled many of the restless spirits among the 
younger generation of orthopaedic surgeons on both sides of 
the Atlantic. His resistance to the ever-increasing practice of 
wedding metal to bone, and to the urge to cut short the long- 
term diseases of the skeleton in the evolutior.ao' stage by early 
operative intervention, had persuaded them that he had become 
an old-fashioned and doctrinaire advocate of cufAorn prin- 
ciples. Few realized that the dogmatic Ulsterman was essen- 
tially a tolerant man, and that his philosophy -.vas "Live and 
let live." He taught the value of conservative methods not 
because he himself was indifferent to the lure of the operating 
theatre — few surgeons of his generation in any field could 
compete with Mc.Murray in sheer manual dexterity. His 
innate skill as an operator was manifest at a very early stage 
in his career. I well re.member an occasion at the Alder Hey 
Military Hospital during the first great war. He was then in 
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his thirty-first year, and in the large audience in the operating 
theatre there were many experienced surgeons from the 
Dominions and the United States. , McMurray picked up a 
scalpel, poised it for a moment in the air, and with one artistic 
sweep made a long incision accurately over the line of the ulnar 
nerve in the upper arm. This was followed by a second per- 
fectly executed cut which divided the deep fascia covering the 
nerve trunk above and below the site of lesion. There was a 
murmur of admiration from the spectators. 

In a long unbroken friendship with McMurray, with our 
careers running parallel in university cities not more than 
thirty-five miles apart, I cannot recall any occasion of mis- 
understanding or any feeling that we were rivals. When Robert 
Jones turned to me for help in the formidable task of preparing 
a second edition of Jones and Lovett, “ Mac” showed no trace 
of resentment. He recognized with his essential generosity of 
spirit that others could also serve our great leader — each in 
his own fashion. McMurray’s lasting personal contribution 
to his surgical generation was the building up of the great 
postgraduate school of orthopaedics in Liverpool associated 
with the M.Ch.Orth. degree of that University. The .recogni- 
tion of that great achievement by his elevation to professorial 
status was a source of pride not only to him but to his many 
colleagues and former pupils. Before I bring this tribute to 
the memory of my colleague to a close, I must refer to his 
uprightness and above all to his courage. He bore the tragic 
death of his first wife with great stoicism ; and for some years 
he was a very lonely man. His second marriage brought him 
a new contentment, and in their country home in Denbighshire 
many years of happiness in retirement seemed to stretch out 
before him. 

Sir Reginald Watson-Jones writes: Until recent months T. P. 
McMurray was still teaching postgraduate orthopaedic students 
and saying: “Feel it, laddie”; “I think you’re splendid”; 
“ Get on with it, laddie ” ; “ You’re a credit to us.” Last week 
at the Hugh Owen Thomas Lecture in Liverpool he welcomed 
“ a lost sheep ” back to the fold ; and in London he was 
planning his presidency of the British Medical Association. 
The suddenness with which we have lost an alert vitality, a 
boyish good humour, and a tall, handsome presence is difficult 
to believe. His manner was abrupt and brusque, but the kind- 
ness of it was \yarmed with a sentimentality that he himself 
would have denied and of which he would almost have been 
ashamed had he known that we recognized it. His original 
contributions to surgery were important and he was astonish- 
ingly quick and dexterous as an operator ; but it is by his teach-- 
ing that he will be remembered. He was forceful, dogmatic, 
and even intolerant if the principles of Hugh Owen Thomas 
and Robert Jones were denied. It is difficult to measure the 
full extent to which he maintained and enhanced a great tradi- 
tion. In Australia, Canada, and South Africa, as well as in 
this country, many young surgeons will remember a brilliant 
clinician, a great teacher, and a friend whose affections lay deep. 

Mr. Bryan McFarland writes: It is difficult to believe that 
from what was to have been a visit to South Africa McMurray 
will never come back to Liverpool again. He seemed so young 
and vigorous a few days ago, still working and still taking his 
place in our councils and our celebrations. He was full of 
interest in his presidency of the B.M.A., and had already 
planned part of his presidential address, which incidentally 
would have left his listeners in no doubt about his opinion of 
merit awards. He was never inclined to “ pull his punches.” 
And he would disapprove most strongly if we were to allow 
our sorrow to interfere with the work which he has left us. 
Rather would he expect us with increased determination to 
devote ourselves to the threefold purpose which, up to the 
moment of his untimely death, had absorbed all his energies. 
To prevent and relieve crippling defects, to teach and to train 
orthopaedic surgeons, and to stimulate research constituted his 
whole rarson d’etre. The high tradition of skill, of experience, 
and of teaching handed on by Hugh Owen Thomas to Sir 
Robert Jones and in turn by him to McMurray was strikingly 
maintained. Through the Liverpool School there passed 


innumerable men who are now practising orthopaedic surgery 
in all parts- of the world. 

McMurray was essentially a good companion. Whether play- 
ing a game of golf (in which with hardly a glance at the ball 
he would sink ridiculously long putts), or playing cards (at 
which he invariably won), or throwing at coconuts in a fair, 
he was great fun. I never saw him happier than at a fair in 
Chester in 1940 when he smashed a whole stand of crockery 
for an outlay of half-a-crown. When he was doing nothing 
he did it just as thoroughly, and to see him sitting in the sun 
at Ystrad Cottage, gazing peacefully at the distant Denbigh- 
shire hills, the inevitable day-old newspaper on his knee, was 
an education in relaxation. He was a big man in the full 
seqse of the expression. Just as there was nothing fiddling 
about his surgery and nothing mean in his dealings with men, 
so also there was nothing paltry in his reactions to the blows 
of fate. The death of his first wife caused neither a pause in • 
his work nor an alteration in his manner, and only those who 
were very close to him knew how hard he was hit. We were 
overjoyed when his second marriage healed a wound to which 
hq never admitted but of which we had begun to despair. He 
was very happy for the succeeding six years. Now we have 
lost one of our great men, and it will seem lonely in Liverpool 
without McMurray. But there is consolation in the knowledge 
that in all parts of the world there are men and women whose 
achievements will render immortal the personality and the 
work of Thomas Porter McMurray. 

Mr. K. W. Monsarratt writes: Thirty years’ friendship with 
McMurray has left chiefly in memory how completely and 
simply his vigorous activities were devoted to the work he 
chose for his own. He chose early, not long after he qualified, 
when good fortune brought him into association with Sir Robert 
Jones. This association was typical of all his loyalties ; it was 
not only unbroken but never relaxed. It began with a house 
appointment at the Royal Southern Hospital ; its last phase 
was when his name-plate was fixed on the door of 11, Nelson 
Street, Liverpool, under those of Sir Robert Jones and Hugh 
Owen Thomas. On the morning in May, 1941, the morning 
after 11, Nelson Street had been reduced to rubble by a bomb, 
he called at the Medical Institution. “ I’ve lost my home,” 
he said. About the beginning of the first world war he was 
appointed to a new department of orthopaedic surgery at the 
Northern Hospital, and he stayed on its active staf^ until he 
reached retiring age, two years ago. He was operating in the 
hospital the day before he died. He remained at home during 
the 1914-18 war, but what it cost him to stay at home only 
his intimate friends knew. The development of an organiza- 
tion for the treatment of the crippled soldier was. in Robert 
Jones’s hands, and McMurray was told he could not be spared 
to the Army. The first orthopaedic hospital in this country 
was established in Liverpool and he was pul in' charge. Seven 
or eight years after he had been appointed orthopaedic surgeon 
to the Northern Hospital he was pressed to join the staff of 
the Royal Infirmary. The Northern Hospital had been wise 
enough to give him the beds he wanted ; ' his answer to the i 
invitation from the senior hospital was characteristic. He said, 
“Thank you, I have what I want where I am.” It was in the 
Northern Hospital that most of his adult orthopaedic work 
was done, but he had a full share in the development of this 
work among children, particularly in the Open Air Children’s 
Hospital at Heswall, Cheshire, and in the Municipal Children’s 
Hospital, Alder Hey. 

In the University, recognition of orthopaedic surgery as a 
major specialty seemed to some unduly slow; it was repre- 
sented by a lectureship only up to 1939, when a chair was 
established and McMurray became the first professor. His 
leadership among the younger men was worthy of the tradition 
of his chief, Robert Jones ; perhaps he even exceeded his chief 
in the personal interest he took in those who passed through 
the school to work elsewhere. He was sparing of emotional 
expression, but his friends were not surprised by his grief at the 
loss ill North Africa of his brilliant young disciple, Eastwoo^. 
in 1942. During the recent war he worked himself hard, as 
his iriany consultant appointments -testify. Many young men 
will remember the courses of instruction in military orthopaedics 
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he organized and conducted, in place of the normal courses for 
the M.Ch.Orth., for whose high reputation he was principally 
responsible. 

Those who were most closely associated with him wondered 
sometimes how little the ways to honours seemed to matter to 
him. Year in and year out it was the quality and perfection 
of the work he did. and saw done, that occupied him, but he 
was not too preoccupied to indulge freely in a sense of humour. 
He loved to “pull a leg.” In 1941 a medical superintendent, 
much tried by a flood of air-raid casualties and not given to 
enthusiasms, said, " Professor McMunay’s visits are an enter- 
tainment.” then, after a moment, “ and an inspiration.” It may 
be said that the whole medical profession of Liverpool wel- 
comed the opportunity of nominating him President of the 
British Medical Association. To him this meant that he would 
have a chance of helping to decide how the present changing 
conditions of medical practice might be directed to greater 
public benefit. He had already chosen this subject for his 
presidential address. 

Professor G. R. Girdlestone nntes: The sudden death of 
T. P McMurray is a great loss to orthopaedics and a very 
sad blow to his friends and admirers all over the world. His 
achievements, distinctions, and eminence speak for themselves ; 
but I would like to add a few words of personal appreciation, 
for 1 h ive known him intimately for thirty-five years, and we 
had many happ'. times together. His gifts of ability and 
temperament ard his long association with Robert Jones 
enabled him to perceive by what procedure he could best help 
his patients ; and to them he gave his unrivalled knowledge, 
experience, and skill with generosii;. and great kindness. He 
had an admirable confidence in his own judgment, but recog- 
nized in himself a certain capaeny for nonconformity, so that 
when he brought out his excelient, if brief, textbook he was 
careful to call it A (not T/ia Praiiire of Orthopaedic Surgery. 
Unassuming, w irm-hearted, and very' friendly, his company 
was always de ightful, with a wholesome appetizing flavour 
peculi-arly his c in. We mourn a great craftsman, and a great 
man. wise, d'rect. gay, and serene. 


Dr. D.vlton ' Ullsm died suddenly on October 23 at the age 
of 64. Hiseari life was spent m the neighbourhood of O.tford, 
where his father was in practice. After qualifying at the 
London Hospital in 1913 he Served as house-surgeon at Adden- 
brooke’s Hospiial. and it was there that he first practised his 
later well-known and very - iccevsful technique for tonsill- 
ectomy, He came to Redhill .n 1919 and remained in general 
and surgical practice until 1947. when he retired owing to ill- 
health. During this time he was a member of the surgical staff 
for 25 years, and later consuilant surgeon, at the East Surrey 
Hospital. He was always a sound, safe, and able general 
surgeon. During the 1914-18 war he served in France and the 
Middle East with the R.A.M.C. Dr. Mallam was associated 
with the development of the East Surrey mobile physiotherapy 
unit. He was chairman in 1939-41 of the Reigate Division of 
the B.M.A. In his spare time and holidays he loved birds, 
boats, and plants. He was a man of high principles, from 
which he never wavered ; and this, combined with a meticulous 
attention to detail, a natural tidiness and punctuality of habit 
and mind, made him much valued as a trusted friend, a very- 
able practitioner, and a colleague whom it was a pleasure to 
ave known. To his widowi- and two sons the sympathy of all 
t. cr friends will be extended. — ^W. W. 


The Services 


The Efficiency Decoration of the Territorial Army has been con- 
ferred upon Majors H. J. Heathcote, A. H. M. Richards, and J. T. 
Wyboum, Captain (Honorary Major) J. H. Whittles, and Captain 
T, R. W. Millar, RA.M.C., TA.. 

Colonel K. B, Fraser, R-AA.M.C., has been appointed Honorary 
Sureeon to the King in succession to Brigadier (Honorary Major- 
Generaft R. y5 W. Walsh, D.S.O., retired. 


Medical Notes in Parliament 


NATIO.N'AL HE.ALTH SERVICE (A.MEND.MENT) BILL 

The House of Lords on November 17 went into Committee on 
the National Health Service (Amendment) Bill. 

Lord Shepherd, for the Government, accepted minor amend- 
ments to Clause 7 after the first six clauses of the Bill had 
been agreed without discussion. The first important Govern- 
ment amendment was a new clause to be inserted after Clause 14 
as follows: 

Regulations made under Section 34 of the .-Xct of 1946 and 
regulations made under Section 35 of the Act of 1947 may 
confer or impose on the Medical Practices Committee or, as the case 
may be, the Scottish Medical Practices Comtniuee such addiiio.na! 
functions in relation to arrangements for the provision of genera! 
medical services as may be prescribed. 

Medical Practices Committee 

Lord Shepherd said the purpose of the clause was to add 
to the authority of the Medical Practices Committee. The fu.nc- 
tions of that committee were, at present, techntcallv limited to 
granting applications for inclusion in a medical list b> doctors 
not yet on a medical list. The Government thought it impor- 
tant that the committee should have authority to look at all 
applicants for appointments. When a doctor on the list desired 
to appoint an assistant but the executive council for his area 
refused the appointment, the doctor should be able to appeal 
to the Medical Practices Committee, who could hear and deter- 
nune the case. That was an illustration of the kind of extra 
authority which the new clause would give to the committee 
The same powers would also be applied in Scotland b> reference 
to the Act of 1947. 

Lord Llevveliiv said the new clause met a point made by 
the British Medical Association and had been agreed upon 
between that body and the .Minister. He asked Lord Shepherd 
to see whether there ought not also to be consequential amend- 
ments to Sections 33 and 34 of the original .■kcl. The advisers 
of the British Medical Association were not satisfied on that 
point. Section 33 expressly directed that regulations should be 
made requiring executive councils and not the Medical Practices 
Committee to arrange for the distribution of patients. Perhcgis 
there ought to be some amendment to include the Medical 
Practices Committee in those regulattons. Section 34 might 
require amendment in the same way. because as it stood it 
limited the functions which devolved on the Medical Practices 
Committee. He hoped Lord Shepherd and his advisers would 
look into these points before the report stage. 

Lord Shepherd promised to respond to Lord Llevvellin’s 
suggestion, and the new clause was then agreed to. 

Charge for Prescriptions 

Lord Shepherd then moved to insert another new clause 
providing for the recovery of charges in respect of pharma- 
ceutical services. 

Section 33 of the Act of 1946 and Section 40 of the Act of 1947 
(which provide for the making of arrangemems (or pharmaceutical 
services) shall be amended by the rddiiion at the end of each of 
those sections of the following subsection ; 

(3) Regulations may provide for the making and recovery, in 
such manner as may be prescribed, of such charges, in respect of 
such pharmaceutical services, as may be prescribed, and may pro- 
vide for the remission or repayment of the charges in the case of 
such persons as may be prescribed, 

Lord Shepherd said this clause gave the necessary statutory 
authority for the proposal already announced fay the Prime 
Minister in the House of Commons to make a charge for 
prescriptions under the National Health Service. The clause 
was drafted in general terms because the exact nature of the 
arrangements to be made had not been settled. The Prime 
Minister had announced that the charge would in any case net 
e,xceed one shilling and that old-age pensioners would be 
relieved of it. The Minister of Pensions had explained that 
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war pensioners would continue to receive free 'treatment for 
their pensioned disabilities. No further particulars could be 
given at this stage. 

The object of the amendment was twofold. It was to act 
as a deterrent, to excessive dr unnecessary resort to doctors and 
chemists and to reduce expenditure. Eventually it might be 
possible to tackle these problems on other lines. The Central 
and Scottish Health Services Councils had set up a Joint Com- 
mittee to advise whether^ it was desirable and practicable to 
restrict or discourage the prescribing by doctors in the National 
Health Service of medicines of doubtful value or of unethical 
character, and of unnecessarily expensive brands of standard 
drugs. This Joint Committee consisted of members suggested 
by the Standing Medical and Pharmaceutical Advisory Com- 
mittees of England and Wales, the Scottish Medical, Pharma- 
ceutical, and General Practitioner Services Advisory Committees, 
the three Royal Colleges and the Scottish Corporations, the 
British Medical Association, the British Pharmacopoeia Com- 
mission, and the Society of Apothecaries. It was too early to 
say what might be found possible on those lines, but it was con- 
ceivable that in the long run the better way of handling the 
problem might be by general acceptance of a list of drugs of 
recognized value, with the corollary that a doctor would be 
expected to justify the prescribing of any not so recognized 
or unnecessarily expensive brands of recognized drugs. The 
clause would be applied to Scotland by the necessary reference 
to the Act of 1947. It was of a permissive character and would 
enable the Minister to vary conditions governing these practices. 

Lord Llewellin said he’was glad that the Minister- of Pen- 
sions had ensured that disabled ex-Servicemen would not have 
these charges placed upon them. That provision- would give 
general satisfaction. He did not understand one sentence used 
by Lord Shepherd. He had not the faintest idea what an 
“ unethical ” medicine was. He noted that the new clause was 
a wide one. It gave general power to the Minister to make 
regulations to make charges. The House would have to, watch 
what those regulations did when they came out. He did not 
know whether the principle of one shilling per prescription 
originally adopted by the Government would work in practice. 
He was told that 70% of the prescriptions which were made 
under the National Health Service were not handled by the 
pricing bureau. He was informed that a charge of one shilling 
for every prescription would require a much larger staff in the 
pricing bureau than there was at present, unless. the intention 
was to make an average adjustment, as had apparently been 
done so far under the Health Acts. He asked whether the 
price was to he per prescription or per item on the prescrip- 
tion. A number of prescriptions given by doctors included 
more than one item. In addition to the provision for old-age 
pensioners and ex-Service people, some provision should be 
made so that people who had to take regularly a drug such 
as insulin did not have to obtain a fresh prescription each time 
and thereby have to pay for each issue of a drug which they 
i'.iust hove. 

l-ord Haw'ke asked when the financial effects of this scheme 
'Voulci be seen. Could Lord' Shepherd give some forecast of 
'-vben the charge would be imposed 7 

1 ord Shepherd agreed that the time for discussion of many 
of these details would arrive when the regulations came before 
' Parliament. This new clause merely gave the Minister power 
to prescribe regulations which would, he hoped, see the light 
of day before long. There would have to be consultations 
about them. Not only would the question of prescribing be 
reviewed by the Joint Committee, but there would also be 
consultation with the professional organizations about the 
details of the scheme for the recovery of charges. Many of 
the points which were causing disquiet in certain quarters would 
undoubtedly be considered by the Minister before the regula- 
tions were drafted. 

He found it difficult to answer Lord Llewellin’s inquiry. 
-•X. suggestion had been given to him, that “unethical treatment 
by the supply of drugs appears to be something that stimulates 
the emotions.” As to the statement that 70% of the prescrip- 
tions were not handled by the pricing bureau. Lord Shepherd 
-aid that an attempt was being made to secure the system which 


under a fairly inexpensive administration would give the results 
which the Ministry required.' The point Lord 'Llewellin 
had raised about the repetition of ' prescriptions for a given 
complaint would receive consideration. He might be able to 
give definite replies to Lord Hawke when the regulations were 
brought before Parliament. A certain amount of the financial 
effect would be in this year and the full fruits in a full year. 

The proposed amendment was then agreed to. 

Checking Abuse by Foreign 'Visitors 

Lord Shepherd moved to insert another new clause on the 
recovery of charges from persons resident outside Great Britain. 

. — (1) The'powers of the Minister to make regulations under the 
Act of 1946 shall, notwithstanding anything in Section 1 of that 
Act, include power to make regulations providing for the making and 
recovery, in such manner as may be prescribed, of such charges, in 
respect of such services provided under the Act of 1946, as may be 
prescribed, being services provided in respect of such persons not 
ordinarily resident in Great Britain as may be prescribed; and such 
regulations may provide that the charges are only to be made in 
such cases as may be determined in accordance with the regulations. 

(2) This section shall apply to Scotland with the substitution for 
the reference to the Minister of a reference to the Secretary of State 
and for the reference to the Act of 1946 of a reference to the Act 
of 1947. 

Lord Shepherd said the proposed clause gave power to make 
regulations for the making and recovery of charges for any use 
which might be made of the National Health Service by per- 
sons not ordinarily resident in this country. It was not the 
intention to exclude aU foreign visitors from the benefits of 
the Health Service. Reasonable use of those services by those 
who fell ill when visiting this country was, in Mr. Sevan’s 
view, a part of hospitality. Abuse by people who perhaps 
came to the United Kingdom mainly to take advantage of a 
free service was another matter. This clause was meant to 
give power to check abuse. Any regulations which might be 
made would not debar any person in this country from using 
the National Health Service but might require him to pay a 
charge for so doing. Subsection (1) of the new clause pro- 
vided that the regulations made under the clause should specify 
to what services the charges would apply and what the charges 
were to be. The regulations would also lay down to what 
classes of persons not ordinarily resident in Great Britain the 
charges would apply. Owing to the difficulty in framing regula- 
tions which would not prove too rigid in their application to 
individual cases it was provided that the charges should be 
made only in cases where the Minister so determined. 

Lord Llewellin said the clause imposed on the Minister the 
responsibility for making regulations to recover from overseas 
visitors a charge for the use of health services. He recalled that 
Mr. Bevan, speaking in the House of Commons about an 
amendment on almost identical lines, had said that for him 
to accept such a responsibility was “ absolutely and utterly 
impracticable.” He was glad that on second thoughts the 
Minister had changed his opinion. He recalled that when the 
National Health Service (Amendment) Bill first came before 
the House of Lords he had remarked that it fulfilled promises 
three and a half years after suggestions on the same lines had 
been made in that House during discussions on the principal 
Act. He congratulated the Government that this time the 
suggestions of the House of Lords had been adopted within 
three and a half weeks. 

The proposed new clause was agreed to. ' 

On Clause 15, which concerns the superannuation of officers 
of certain hospitals. Lord Llewellin said that any hospital 
management, before availing itself of the facilities under the 
'clause, would have to appreciate that as an employer it would 
place round its neck an unknown and unlimited liability in the 
matter of a deficiency contribution to the Minister’s super- 
annuation account. The same thing had .happened under the 
Local Authority (Superannuation) Acts. 

Lord Shepherd said he found that if there were an actuarial 
deficiency in the scheme of any particular hospital, the pay- 
ments into the fund for that hospital might be increased. It 
would not be a question of making good a deficiency over the 
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general body of hospiuli. He promised to lai:-; «ith ^ord 

LlewelUn about the point. tt • ... j /~i 

Clause 15, together with the remaining clauses and schedule. LIIHV 61 SltlGS 3.I1Q CaOllG^GS 

were then agreed to and the committee stage concluded. ' — ~ ■ ■ — - ' — 


Cispensing Doctors 

Mr. Sklnn.crd on November 17 ashed r.hat proportion of 
medicines prescribed under the National Health Service was 
dispensed by doctors ; and how payment for the druas was 
made in such cases. 

Mr. Bev.un s.iid ni> precise information was available, but 
the estimated proportion supplied by doctors under Part IV of 
the National Health Sersice Act was one-tenth. Doctors givinc 
general medical senices and inatemif, medical services supplied 
medicine to their raiienis in the following circumstances, and it 
was paid for in Ne following waji. 

1. Prescribing Joemrs were rcquhcU to supply drugs and appliances 
needed for inin’eJi.ate .idmuiisr-.icio.n or before a supply could be 
obtained from r. chemist ri.'r this ’^cy received payment at the rate 
of 2s. 6d. per hundred pa e: .s on then list, with additional payment 
for e.\pensi\e drugs in a 'racial f,sr. 

2. Prescribing .'ccars ro.ght :o*"iselvcs supply any drug normally 

administered by a doctor ir — e.g., an mjection. For this they 

were paid the value of I'.c dr,-? pius a fee. 

3. In country i^nicts wSitrc no chemist was readily available, 
doctors might h- required to supply all drugs and appliances needed 
for the treatment of tbe-r patients. For this they might be paid in 
two ways: (al at the rate of 6s 5d. per dispensing pauent with 
additional payv.ent for expensive drup in a Special List, or (b) on 
the basts of the Drug TanS fer all drugs and appliances actually 
supplied. 

Cost of Prescripdoti 

Dr. Brol'GI'TO.S' asked on November 17 what was the average 
cost of National HecUh Service prescriptions ; how much of 
that amount was dispensing fee; and how much the cost of 
container. 

Mr. Beva-V in reply said the average cost of National Health 
Service prescriptions in England and Wales was at present 
abouj 3s. ' Of that amount one shilling and one-third of a penny 
represented the average dispensing fee and a penny farthing the 
average cos: of containers. He had no changes in mind in 
these forms of expenditure. 

Mr. PiRATi.'i asked Mr. Bevao. before introducing his regula- 
tion on payment for prescriptions, to consider reducing the 
average price of prescriptions, even if this involved lowering 
the profits of certain firms. 

Afr. Bevan replied that these matters had been looked into 
and the profits of the firms had already been reduced. 

Diphtheria. — Local authority returns show that in England and 
Wales 2,431 children under the age of 15 were reported as suffering 
from diphtheria in 194S, and that 733 of them had been immunized. 
Of 126 children who died from diphtheria only sut were immunized. 

Hearing H/iLr.— Asked what assistance he gave to deaf persons to 
whom the Ntedresco deaf-aid was of no use but who could hear 
with the aid of other appliances, Mr. Bevan repUed on November I 
that non-e!ectricaI aids were provided in suitable- cases. Steps were 
being taken to develop a new Medresco aid for the small minority 
who needed it. 

Invaiided Oai. — ^The average yearly number of men who have 
been invalided out from the Army since August, 1945, is 32,616. 
This figure excludes 9,518 men who were invalided out as a result of 
wounds between August, 1945, and December, 1946. 

Items Prescribed. — Mr. SttrsNXRD on November 17 inquired what 
pe-rentage of the prescription forms dealt with by the pharmaceutical 
pricing bureaux carried a single prescripuon, and what percentage 
more than two. Mr. Bev.xn said that precise data were not available. 
Evidence before him suggested that the average percentages were 
about 60% and a little under 10%, respectively. 


Professor Crighton Bramwell, professor of cardiology in the 
University of Manchester, has recently gone to Italy for a 
lecture tour sponsored by the British Council. He is lecturing 
in Turin, Milan, Padua, Bologna, and Rome on “The Normal 
Heart.” “ Heart Disease and Pregnancy,” “ Phonocardiography,” 
and “ Subacute Bacterial Endocarditis." 


UNfV^ERSITY OF LONDON 

The following candidates have been approved at the e.xa.-nh-.aticn 
indicated : 

Third M.B., B.S.— “M. C. Gilbert, ‘ ^Hilary .\I. K. JenLias, 

* ~ *4* A. Loeb, * *C. J. H, Mann, ‘ *F, G. Mcatfort, ^ ‘\V, D. 
Ramavale, ‘ ‘Muriel P. Reynolds, ’ 'M. Sackwood. H. 3. .Ander- 
sen, J. F, P. Asbury, L. G. J. Baldwin, S. BarTO.n, P. Bass, 
W. H. B. Begg, R. G. Benson, A, Bernstein, E. Beswick, Peer,' M. 
Birch, Doreen A. Birfcs, C. A. Biscoe, W. B. Bleed, D. L. Blnr.d- 
stone, K. Boheim.er, P. W. Bowden, Jean M. Boyd. Amia A. B.-aga. 

D. St. J. Brew, E. A. Brown, H. S. Brown, F. Brun, J. H. McL. 
Buckley, D. W. Bufi, J. Burgess, P. J. A. Butcher, K. V. Ca.'der. 
H. Caplan, P. C. Cashmore, H, E, R. Chew, Weadv A. Clark, 

D. H. Clarke, S. I. Cohen, W. W. H. Colmer, R. 'e. Connor. 

C. R. Cowan, C. C. Co.x, J, P. Crawford, R. A. Creek, J. D. 
Crowle-Smith, P. D. Crowley, D. J. Dalton, H. G. Damani. 
Barbara M. Dana, C, Dansie, D. A, Davey, D. J. Davies, Lcma C. 
Davies, R. J. Davis, Evelyn F. P. Dennett, Elizabedi Donnvs, 
R- P- G. Dickerson, P. R. Dove, G. E, Dower, G. A..Dra.'isneiu, 
Betty B. Dyer, B. H, Egerton, M. D. Eilenberg, G. Eiisir.ge.-, B. D. 
EUis, Valerie .M. Elh's, J, L. Facer, H. V. j. Ferr.a.ndo, J. F. 
Filbee, P. F. G. Finch, Sanchia Fiiz-maurice, G. Fleet, G. V'. Forester, 
B. J. Foster, H. Fox, Elizabeth M. France, W. K. Frewen, Kathleen 
M. Frith, S. I. Fung, A. George, A. Gilchrist, F. H. Glanvide, J. R, 
Greaves, Wendy E. Greengross, J. D. Griffiths, Anne Guy, .Mary 
J. L. Hall, R. G. Hardwick, C. H. Harper, Lucien H. Harris, Felicitv 
M. Hartridge, B. Hawkes, T. D. Hawkins, R. R. P. Havter, 
Margaret Hedge, Patricia Herdman, Mary J. G. Herman. D. G. M. 
Hills, P. L. Holman, E. R. S. Hooper, A. G. Horsburgb, Gladys F. 
Horton, Jean M. Honon, F. C. Hoyie, R. T. Hughes, Sheila >4. H. 
Hugh-Musgrove, K. M. S. Hume, A. C. Hunt, H. A. Hurwood. 
J. A. Hyde, P. J. Hynes, L. Jacobs, D. B. James, F. E. Ja.r.es, R. F. 
Joanes, C. H. P. Johnston, Jocelyn Johnston, Lucy E. Kave, G. 
Kazantzis, G. E. Kelly, .M. D. Kochan, H. G. Koster, M. A. S. 
Lea, B. D. J. Leary, A. Lebedeff, K. Lee, Margaret M. S. Lee. P. G. 
Lever, P. E. Lewis, J. C. Linn, C. S. Livingstone, Joyce J. P. Lomas, 
P. G. W. A. Lommerse, P. H. LoveU, K. G. loppiian, R. A. 
McGregor, E. J. McGuire, R. M. Mackenzie, Enid M. L. 
Mackintosh, E. J. Mann, Angela B. .kfanning, S. Marks, A. A. 
•Mason, K. D. Mason, D. M. Matthews, J, D. Matthews, D. G. 
May, Jean May cock, B. Measday, J. S. Mehta, Maureen Meikle, 

E. W. Meha, D. Nfendel, J. A. Afenoa, C. J. G. Menziss, J. 
Middleton Price, R. Morgan, D. F. Morley, J. D. Morris, I. S. Mess. 
G. V. MulhoIIand, N. H. Newman, W. K. Newaon, Elizabeth S. B. 
Nicoll, H. I. Obeyesekere, K. L. Oldershaw, Lola E. Owers, D. L. E. 
Paine, Doreen B. Palloi, J. H. Parry, H. f. Passes, I. H. Paitison, 
Dorothy J. Pearse, C. D. Peters, H. R. Playfair, G. L. PowelL 

D. J. Price, Charmian Quinton, D. C. E. Rabbin, Stella J. E. 
Randall, Joselen Ransome, W. H. R. Rees, B. B. Reiss, G. J. 
Rockley, R. F. Rohan, Ruth Roseveare, Dorothy J. Roth, P. T. C. 
Rowan, Yvonne K. Russell, D. M. Ryic, R. P. G. Sar.don. Evelyn 
M. Schallibaum, G. W. Scott, J. T. Scott, J. S. T, Scarlc, J. D. 
Shapland, Margaret Sheldon, E, W. Shepherd, G. A. Simpson, Susa.n 
Simpson, S. E. Slade, G. J. Smart, G. H. Smerdon, T. B. Smith, 
R. S. Snell, J. G. Sowerbutts, W. Stem, Gwendoline R. Stccklcy, 
/. L. V. Summerhayes, A. R. Teulen, Joan .M. Thomas, P. J. B. 
Thomas, K. D. B. Thomson, N. A. Toes, K- M. Tomlinson, K. M. 
Townend, A. Trueman, P, A. Vardy, D. L. Walker, J.* A. W'alkcr, 
J. T. Wallace, G. Wallers, D. C. White, B. L. Vifiitakcr, G. B. 
Whitaker, M, A. Winrins, Betty E. Wilkins, Constance M. Wlkinson. 

F. M. W. \ViIIiams,''"R. G, Williams, J. L. Withey, G. T. Woods, 
Margaret E. Wort, S. C. A. Wycliffc-Joaes, M. Wynyard, G. N. 
Yates, G, P. Yonge. 

'With honours. ^Distinguished in pathology. ‘Distinguished in 
hygiene and forensic medidne. ‘Distinguished in medidne. 
‘Distinguished in applied pharmacology and iherapcuucs. ‘Dis- 
tinguished in surgery. ‘Distinguished in obstetrics and gynaecology. 

UNTY’ERSITY OF M.ANCHESTER 
The Coundl has appointed Sir John Stopford, F.R.S., as representa- 
tive of the University on the Court of Governors of the University 
College of North Staffordshire. 

The Coundl has dedded to apply the gift of 61,699 made by the 
parents of children who during the 1939-45 war were evacuated to 
Canada in the establishment of a fund to make grants to Canadians 
wishing to conduct postgraduate studies and/or research in the 
University, a preference being given to students -who shall have 
graduated in the University of Toronto. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended November 5. [No. 44 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eire, (e) Northern Ireland. 

figures of Births and Deaths ^ and of Deaths recorded under each infectious disease, 
are for : (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county), (c) The 16 principal towns in Scotland, 
(d) The 13 principal towns in Eire, (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases ; a blank space denotes disease not notifiable or no 
return available. 




1949 



1948 (CorrespondingWeek) 

Disease 











(a) 

(b) 

(e) 

(d) 

(u) 

(a) 

(b) 

(0 

(d) 

(e) 

Cerebrospinal fever 

18 

2 

20 

2 

1 

21 

4 

14 

2 

2 

Deaths 


— 

— 




2 

— 



Diphtheria 

86 

8 

34 

4 

2 

171 

17 

54 

9 

4 

Deaths 



— 

— 

— 

1 

— 


— 

— 

Dysentery 

83 

2 

70 

1 

3 

55 

7 

59 

— 

2 

Deaths 




— 

— 




— 

— 

Encephalitis lethargica, 
acute 

Deaths 

1 










— 





— 




Erysipelas 



29 

12 

8 



39 

13 

4 

Deaths 


— 





— 




Infective enteritis or 











diarrhoea under 2 
years 




64 





60 


Deatlis 

29 

2 

5 

14 

4 

34 

6 

— 

4 

2 

Measles* 

1,082 

33 

32 

80 

68 

6,177 

123 

166 

124 

75 

Deathsf 



— 


— 


— 

— 

> 

Ophthalmia neonatorum 

35 

4 

4 



— 

42 

5 

9 

— 

I 

Deaths 











Paratyphoid fever 

7 

— 

2(fl) 

— 

KB) 

3 

1 

6(B) 

— 

— 

Deaths 

— 

— 

— 


— 

— 

— 



— 

Pneumonia, influenzal . . 

4i9 

21 

3 

1 

5 

496 

30 

8 

2 

6 

Deaths (from influ- 








* 



enza)t 

17 

2 

2 

— 

— 

4 


” 

I 

Pneumonia, prim.ary . . 



179 

24 




187 

20 


Deatlis 

197 

38 


7 

8 

208 

32 



8 

PoHo-encephaJitis, acute 
Deaths 

12 

3 




2 

— 




Poliomyelitis, acute 

318 

47 

3 

4 

5 

73 

6 

4 

1 



Doaths§ 

35 

5 




4 

2 




Puerperal fe\er . . 



15 




— 

14 




Deaths 











Puerperal pyrexialj 

65 

s 

5 

1 

3 

106 

12 

3 

— 

2 

Deaths 


— 





— 




Relapsing fever 


— 





— 

— 



— 

Deaths 











Swlet fever 

2,048 

161 

269 

162 

174 

1,471 

91 

314 

206 

35 

Dcalhst 



— 

> 



— 

— 

— 

Smallpox 

1 

— 

, 

— 



— 



— 



Deaths 





“ 




— 

*— 

Typhoid fever . . 

11 

■ 

■ 


— 

4 

— 



2 

2 

Deatlis 

1 


— 

“ 

— 


— 

— 

— 

— 

T>'phu‘i fever 

— 

■ 



— 







__ 

Deaths 




— 

— 




— 

— 

Whooping-cough* 

898 

26 

51 

35 

38 

2.240 

Ill 

89 

72 

10 

Deaths 

2 

— 

1 

— 

I 

5 

1 

— 

2 

— 

Deaths (0-1 year) 

249 

30 

34 

30 

12 

293 

42 

43 

18 

13 

Deaths (excluding still- 











births) 

Annual death rate (per 

5,309 

930 

569 

180 

116 

4,771 

'811 

618 

185 

109 

1,000 persons living) 



U-4 

n-2 




12-5 

11-6 


Live births 

6,912 

1103 

886 

401 

213 

7,501 

1274 

875 

396 

227 

Annual rate per 1,000 










persons living 



17-8 

24-8 




17-7 

24-8 


Siillbifths 

193 

19 

28 



169 

23 

22 



Rate per 1,000 total 











births (including 

stillborn) » . 



31 


i 



25 




* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approumation only. 

, t P'uths from measles and scarlet fever for England and Wales. London 
ladmimstrativc county), will no longer be published. 

t Includes primary form for England and Wales, London (administrative 
county), a.ad Northern Ireland. 

1 The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

1 Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 

Poliomyelitis 

Notifications in England and Wales in the week ended 
November 12 were: poliomyelitis 293 (318), polio-encepha- 
iitis 23 (12). Figures for the previous week are in parentheses. 
Thus the slow decline in incidence continues. 

Multiple cases were reported from the following counties. 
London 50 (55), Bedford 6 (2), Berkshire 7 (3), Buckingham 2 
(4), Chester 16 (10), Derby 3 (2), Devon 3 (3), Dorset 7 (3), 
Durham 3 (2), Essex 24 (26), (Gloucester 6 (9^ Hereford 4 (2), 
Hertford 4 (9), Huntingdon 5 (0), Kent 15 (16), Lancaster 26, 
(32), Leicester 12 (3), Lines, Lindsey 5 (13), Middlesex 14 (17), 
Norfolk 7 (5), Northampton 4 (1), Northumberland 4 (2), 
Nottingham 9 (8), Oxford 2 (2), Salop 2 (0), Somerset 2 (11), 
Southampton 9 (13), Stafford 7 (3), East Suffolk 2 (2), Surrey 
6 (14), East Sussex 5 (9), West Sussex 1 (3), Warwick 7 (8), 
Westmorland 3 (1), Wiltshire 2 (1), North Yorks 2 (2), West 
Yorks 36 (50), Glamorgan 4 (7). 

Discussion of Table 

In England and Wales increases were recorded in the notifica- 
tions of whooping-cough 149, acute pneumonia 116, measles 
87, and scarlet fever 76, while decreases were reported for 
dysentery 56 and diphtheria 15. 

The incidence of scarlet fever is about three times the level 
of 10 weeks ago, and the notifications give the largest weekly 
total for almost two years. This rise in the incidence of scarlet 
fever during the week was contributed by the northern section 
of' the country ; in the southern section a small decrease was 
reported. The largest of the local increases in notifications^Avas 
Cheshire 44. 

The chief feature of the returns for diphtheria was a decrease 
of 6 in the number of notifications in Staffordshire and in 
Lancashire. In only a few counties was any variation recorded 
in the trend of measles. The only increase of any size in the 
incidence of measles was Durham 81, due to a rise from 16 
to 70 in South Shields C.B. ; the largest decreases were Kent 
31 and London 30. 

The largest variations in the incidence of whooping-cough 
were a decrease of 26 in Lancashire and a rise of 32 in Durham, 
mainly due to Hetton U.D., where the notifications rose from 
3 to 21. , ' 

The only large return for dysentery was 43 notifications in 
Lancashire (Liverpool C.B. 17, Ince in Makerfield U.D. 10). 

In Scotland increases were recorded in the notifications of 
acute primary pneumonia 46, scarlet fever 45, dysentery 15, and 
cerebrospinal fever 13. The largest rise in the notifications of 
scarlet fever was 20 in Zetland county. An increase of 7 in 
the notifications of dysentery was recorded in both Edinburgh 
and Glasgow. 

In Eire there was an increase of 63 in the notifications of 
scarlet fever with a decrease of 49 for measles. A rise in the 
incidence of scarlet fever occurred throughout the country ; 
the largest increase was 31 in Dublin C.B. A fall of 68 in 
the notifications of measles was recorded in Waterford C.B. 
An increase of 14 in the notifications of diarrhoea and enteritis 
was reported from Dublin C.B. 

In Northern Ireland there were increases in the notifications 
of measles 23 and scarlet fever 15. These rises were rhainly 
due to the experience of Belfast C.B. 

Week Ending November 12 

Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,163, whooping-cough 
977, diphtheria 85, measles 1,055, acute pneumonia 534, cerebro- 
spinal fever 20, acute poliomyelitis 293, acute polio-encephalitis 
12, dysentery 92, paratyphoid fever 7, typhoid fever 18, food- 
poisoning 50. 
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General Medical Couadl Professor of Materia 

Professor Dav.d CfW’Pf “i, .flt^was elected President of 
"'^"G^encrnfMerarConneil on November 22 in success.on 
’th^ late Sir Herbert Lightfoot Eason. 


the 


Sickness Benefit Regulations increases of uneraploy- 

Undcr the National Insurance secern j^g^^Pciaries with 

mcnl and sickness benefit .™ ^ 'phe National Insur- 

dependanls who fulfil Jd to consider and 

ance Advisory Committ^ draft ^>f regulaUons which extend 
report on l,St the maximum time 

to one month from ^ unemployment or sickness benefit 
for claiming an increase ^ , provide for extending 

for a dependant. Thcregubuons also pro 
the period of one m «ses m 'vni 


New Dean Appointed aonointed whole-time 

Professor Andrew Hveiene and Tropical Medicine. 

Dean of the London School of Viy. February. 1950. 

He will take up his ^titles i University of 

Professor Topping ? '{.u the R A.M-C. in Gallipoli 

Aberdeen in 1914. and ^ * “id w^r. For some yearn 

and Mesopounua dumg the PtK on his 

he was senior mfdica! of health of Rochdale, 

return to E^siand. be^m p. .g. Hospital service he became 
After serving in the County Counct 

deputy medical “^eer of h at charing Cross Hospital Medical 
and lecturer in public health deputy chief of 

School. During the second dir=c<°r of health 

*e Relief Services of " ‘^Professor of Social 

of the European an.hester University. . As 

and Preventive “j m. Mackintosh has resigned 

"S " 

school as Professor of Public Health. 

Queen’s Gift to Royal ^ College of Obstelri- 

The Queen has P''=" .-s announced by Sir William 

cians and “fiT' pTaking at a luncheon at the College’s 

Gilliatt on November SP- "Lq qqq o£ the sum required, 

fsS for a travelling professorship. - 


B.C.G. Vaccination in Eottdon 

The Health f f j latpart^^ in the local h«Ith 

proposing that the Council sn p tuberculosis 

^roTthe National HeaUh Service Act by provid- 
uodsr Sect, -o Th#* vaccination, in the terms of the 

ipg for B.C.G. ^^««aUon le MinUier viill be provided “ by. 

‘’'?Tthe°insrance"’o‘f physicLs with specialist knowkdge wd 
and at the instance oc p y whom it is 

expenence of wEer"*? to the necessary preliminary 

sueh""aSn in view of their known contact 
tests, to afford . selected croups of the population, 

with of Health.” It is considered advisable 

trfaTl conwets both children and adults, of tuberculoid 
that all =°"' = • be considered for vaccination. AU 

patients ; gbaige of the chest clinics in London 

nSed for die purpose. The person to he 
^ have to be segregated from known sources of 

inkcUon^vhile tuberculin testing and vaccination are being 
infecuon wm ^ j 2 weeks, or more if the 

1^001 at first successful. The Council itself may 
tove' to provide for the segregation of at least 150 children and, 
^rsledal circumstances, a small number of adults at any ume 
during the year. Copies of the proposal have to be served on 
evSJ voluntary organization which, to the knowledge of the 
Scii provides services of the kind dealt with m the pro- 
n^al on the London Executive Council, the four metropolitan 
rational hospital boards, and the boards of governors of each 
telcbing hospital in the county, and on every local authority 
within the administrative area. It is not proposed that the 
arTan'’ements for B.C.G. vaccination of persons other than 
hospital staffs and medical students shall be brought into 
operation until after April L 1950. 

Sheriffs 

Dr D. R. Lewis, of Swansea, has been nominated a shenfi 
for Breconshire and Dr. R. Davies Jones, of Llanidloes, a 
sheriff for MonIgomeDshire for 1949. 


h in cases ui vmuivu ^ 

iil'cbiming is shown.. Copies 
regulations (the National Id. 

Amendment (No. 3) R^Eulalto , The committee 

from H.M. Stauonery Offi ihem if sent before Dccem- 

insurance Advisory Committee. 

6 Curzon Street, London, SV.L 

first six months of the present yt^ar was bemg 

all the confinement taken y confinements. 

sin“cS -O' “is s 

of 93. 

Institute of Medical Laboratory Technology 

At the annual general meeting of the InsUtute held m Oxford 
nn lu!v *>9 the foIlowiDg c:^cmpiions from Instiluie cx^ma- 
Sons wer'e approved ^emption from the fina! «— “U 
for associateship may be granted to those in 
science degree (or an A.R.I.C.— Associateship of the Royal 
Institute of Chemistry), in approved subjects with not less than 
one year’s experience in approved pathological laboratoncs, on 
parent of the appropriate fee. These associates may quaMy 
for fellowship by thesis after a further three years «P'n=n«- 
Exemption from the intermediate examination may be granted 
m those having not less than 15 years’ experience m approved - 
pathological laboratories prior to July 29. 1949, on payment^ 
the appropriate fee. Copies of the InsUtutes memorandum 
and articles of assodation may be obtamed from 76, Brewer 
Street, W.l. Price Is., plus 2id. postage. 

’(Villbm Hyde Award 

The Research Board for the Correlation of Medical Science 
and Physical Education has awarded the William Hyde Award 
of f3(X) for 1948 to Dr. J. M. Tanner, of the Shemnglon School 
of Physiology, St. Thomas’s Hospital, in recognition of his work 
on somatotypes in medicine and bis papers on the relation 
between physique and physical function. He states that he 
will use part of the gift for a monograph on “The Physique of- 
tbe Human " which he is now writing. The award is made from 
funds provided by the Nuffield Trust in memory of William 
Hyde, who died in 1945, and whose concern for the future of 
the hospital services of the country to a large extent led to the 
establishment of the Nuffield Provincial Hospitals Trust. 

Hospital Directory 

The Ministry of Health has prepared a directory giving 
informau'on about the hospitals and their boards and manage- 
ment committees in England and Wales. Addresses and tele- 
phone numbers are given, and the number of beds at the 
hospitals. Entitled “ Hospitals Directory, England and Wales," 
it is obtainable from H.Af. Stationery Office for 3s. 

Wills 


Sir Thomas Crisp English, who was for many years surgeon 
to St. George’s Hospital, left £31,061. Dr. Henry Anstey Cook- 
son, of Sunderland, left £21,266 ; and Dr, Frank Butterfield, of 
Blackburn, £7,745. ' 
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COMING EVENTS 

Scientific Films 

The Society, for Cultural Relations with the U.S.S.R. has - 
arranged to show two films in connexion with the Pavlov 
Centenary celebrations. The first, “ Mechanism of the Brain,” 
will be shown on Monday, November 28, at 5 p.m. at the 
Anatomy Theatre, Guy’s Hospital Medical School, London, 
S.E.l, and the second, “Academician Pavlov,” at the Hammer 
Theatre, Wardour Street, London, W.l. Admission to the first 
film will be by series ticket already issued, or by ticket (2s. 6d.) 
on application to the. society at 14, Kensington Square, London, 
.W.8. Admission to the second will be by series ticket or by 
the “Pavlov” issue of the Anglo-Soviet Journal (2s. 6d. from 
the society). 

/ 

Osier Club 

The next meeting of the club will be at the Medical Society 
of London, 11, Chandos Street, W.l, at 8 p.m., on Thursday, 
December 1. Professor J. Z. Young will speak on Pavlov and 
the work following his pioneering research, and Mr. R. Scott 
Stevenson will speak on Sir Felix Semon and his work in 
laryngology. 

BoUon Royal Infirmary 

Mr. Harold Balme, Medical Officer in Charge of Rehabilita- 
tion, Ministry of Health, will open the extensions to the Depart- 
ment of Physical Medicine and Rehabilitation at the Bolton 
Royal Infirmary on Thursday, December 1, at 3.15 p.m. 

The^Victor Horsley Memorial Lecture 

The Victor Horsley Memorial Fund, which was raised in 
1920 to commemorate the services of Sir Victor Horsley to 
science and the Empire, is devoted to the giving of a lecture 
triennially in London entitled the “Victor Horsley Memorial 
Lecture.” By invitation of the trustees (the Presidents for the 
time being of the Royal Society, the Royal College of Surgeons 
of England, and the British Medical Association, the Senior 
Physician of the National Hospital, Queen Square,' and Mr. 
Stanley G. Robinson, son-in-law of Sir Victor Horsley) the 
eighth lecture will be delivered by Sir Hugh Cairns, Nuffield 
Professor of Surgery, University of Oxford, in No, 1 Lecture 
Room, University College Hospital Medical School, University 
Street, Gower Street, London, W.C.l, on Thursday, December 8, 
at 5 p.m. The title of the lecture is “ Disturbances of Con- 
sciousness with Disorders of the Brain Stem,” and the chair will 
be taken by Dr. F. M. R. Walshe, F.R.S. Admission to the 
lecture is free on presentation of visiting-card. 


Thursday 

Honyman Gillespie Lecture. — At Anatomy Theatre, University 
New Buildings, Teviot Place, Edinburgh, December 1, 5 p.m., 
" Observations on Cirrhosis of the Liver," by Dr. D. M. F. Batty. 
Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — December 1, 5 p.m., " Ulceration of the Mouth," 
by Dr. L. Forman. 

Institute of Psychiatry, Maudsley Hospital, Denmark Hill, 
London, S.E. — December 1, 4.30 p.m., “ The Visual System," by 
Professor W. E. Le Gros Clark, F.R.S. 

London, University. — At London School of Hygiene and Tropical 
Medicine, Keppel Street, Gower Street, W.C., December 1, 

5.30 p.m., “ Some Problems of Old Age," by Dr. J. H. Sheldon. 
Royal College of Surgeons of England, Lincoln’s Inn Fields, 

London, W.C. — December 1, 5 p.m., “ Intracranial Abscess,” 
Otolaryngology Lecture by Professor Geoffrey Jefferson. 

Royal Photographic Society: Medical Group. — At 16, Princes 
■ Gate, London, S.W., December 1, 7 p.m., " Criticism of Lantern 
Slides from a Medical Point of View," Surgeon critic, Mr. Hedley 
J. B. Atkins; Medical critic. Professor G. W. Pickering. 

St. George’s Hospital Medical School, Hyde Park Corner, 
London, S.W. — December 1, 4.30 p.m., lecture-demonstration: 
“ Neurology,” by Dr. A. Feiling. 

Friday 

King’s College Hospital Medical School, Denmark Hill, London. 
S.E. — December 2, 4.30 p.m., Lcgg Memorial Lecture by Mr. 
Geoffrey Keynes 

Maida Vale Hospital for Nervous Diseases Medical School. 
Maida Vale, London, W. — December 2, 5 p.m., clinical demonstra- 
tion by Dr. H. E. Dimsdale. 

Royal Medical Society, 7, Melbourne Place, Edinburgh. — Decem- 
ber 2, 8 p.m., “ Disseminated Sclerosis, " by Mr. J. J. MacCabe. 
Whipps Cross Hospital Medical Society, Whipps Cross Hospital, 
London, E. — December 2, 8.30 p.m., “ Recent Advances in 
Therapy of Mental Diseases," by Dr. T. P. Riordan. 

Saturday 

Kent Paediatric Society. — At Children’s Hospital, Woodland Way, 
West Wickham, December 3. 

York: Medical Society. — At 17, Stonegate, York, December 3, 

8.30 p.m., “ Deformities of the Jaw,” by Professor M. A. Rushton. 


APPOINTMENTS 

Brown. George Gordon, L.R.C.P. & S. Ed., L.D.S., D.P.M,, Medical Super- 
intendent, St. Mary’s Mental Defective Institution, Newport, Isle of Wight. 

Charlton, E. P. H.. M.D., D.P.M., Consultant Psychiatrist and Deputy 
Physician Superintendent, Graylingwell Hospital, Chichester, Sussex. 

Mayes, Joyce B. M., M B., B.S.. D.P H., Medical Officer of Health, Blandford 
Borough, Blandford Rural District, Wimbome Urban District, and Wimbome- 
Camborne Rural District, and Assistant County Medical Officer of Health and 
Assistant County School Medical Officer, Dorset County Council. 

Williams, T. M., 8.M., B.Ch., F.R.C.S.. Consultant General Surgeon at West 
Sutfolk General Hospital, Bury St. Edmunds, East Anglian Regional Hospital 
Board. 

Wilson, William D., M.D., D.P.H., Medical Officer of Health, Burgh and 
County of Inverness. 


SOCIETIES AND LECTURES 

Monday 

Medical Society of London, II, Chandos Street, Cavendish Square, 
London, W. — November 28, 8.30 p.m.. Discussion : " Impotence,” 
to be introduced by Drs. S. L. Simpson and E, B, Strauss. 

Society of Arts, John Adam Street, Adelphi, London, W.C. 
November 28. 6 p.m., " Bread," Cantor Lecture, by Mr. D. W. 
Kcnt-Joncs, Ph.D. 

University College, Gower Street, London, W.C. — ^November 28, 
4 45 p.m., “ Bacterial Toxins,” by Dr. W. E. Van Heyningen. 


Tuesday 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — November 29, 5 p.m., "Lupus Erythematosus,” by 
Dr. W. N. Goldsmith. 

Royal College op Surgeo.ns of England, Lincoln's Inn Fields, 
London, W.C. — November 29, 3.45 p.m., “ The Virus Theory of 
Cancer in the Light of Recent Work." Imperial Cancer Research 
Fund Lecture by Dr. C. H. Andrewes, F.R.S. 


Wednesday 

. Psycho-Analytical Society.— A t Royal Society of 
Medicine (Barnes Hall), 1, Wimpole Street. London. W., Novem- 
ber aO, 8 p m " Poetical Truth and Scientific Truth in the Light 
of History, by Professor Arnold Toynbee. ' 

Hevlth and Hygiene. 28, Portland 
c V W-,— ^evyrnber 30. 3.30 p.m., “ The Need for 

Smoke .-ibatement. by Sir Gcorpe S. Elliston ^ 

R°ad. London. N.W.— 
MK'j’^UaiU-ani’Mrs. S^Kra;. ‘’y 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Russell. — On November 14. 1949, at 9. Baring Crescent. Exeter, to Stephanie, 
wife of P. M. G. Russell. F.R.C.S., M.R.C.O.G., a daushtcr— Susan Gordon. 

Twcedic. — On October 25, 1949. to Isobel (n^e Cochrane, M.B., B.Ch.), wife of 
W. M. Tweedie, 56, Richmond Hill. Richmond, Surrey, a son. ' 

Welch.— On November 18, 1949. at Elvet House, Dean Road, South Shields, 
to Dr. and Mrs. H. D. Welch, a son. 

DEATHS 

'Blank.— On November 16. 1949, at 38, Mapesbury Court, Shool-up-Hill, 
London, N.W., Dagobcrl Blank, M.D., aged 69. 

Braithwaite. — On November 10. 1949, at Whitehaven, Henry Mounscy Braith- 
waite, M.D.. Surgeon Captain R.N., Ret., aged 67. 

Evison. — On November 13. 1949, at Brook Lodge, Huxley, near Chester. 
Hanson Colton Evison, M.B., C.M. 

Felce. — On November 14. 1949, at The Cedars, Lingficld, Surrey, Stamford 
Grant Fclcc. M.D.. aged 83. 

Finlayson. — On November 18, 1949, at Edinburgh. William Thomas Finlayson. 
O.B.E.. L.D.S . L.R.C.P.&S.Ed.. Lieutenant-Colonel. R.A.D.C. 

Hall, — On November 14, 1949, William Scott Hall, M.B., Ch.B., late of 
Scunthorpe. Lines. 

Husband-Clutton. — On November 19. 1949. at Crowland, Peterborough, Frank 
Husband-Cluiion. Nf.R.C.S., L.R.C.P., J.P.. aged 78. 

Mackay. — On September 27. 1949, at Edmonton, Alberta. Canada, Joseph Boguc 
Mackay. M.B.. Ch.B.. aged 64. 

McMurray. — On November 16, 1949, suddenly. In London. Thomas Porter 
McMurrav C.B.E., F.R.C S., Emeritus Professor of Orthopaedic Surgery. 
University of Liverpool : Prc«:jdcnl-EIeci. British Medical Association, aged 61. 

Price. — On November 18. 1949. at St. Bartholomew’s Hospital, London, E.C., 
David Cromwcii Price, F.R.C.S. * 

Thomson. — On November 16. 1949, at the home of his niece, Andrew George 
Anderson Thomson. M.B.. C.M.. of Bridpori and Bournemouth. 

Weaver. — On November 15. 1949. after a short illness. Alfred Ernest Rcmmcii 
Weaver, M.D., D.P.H., of 55. Beach Road, Weston-super-Mare. 
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A GREAT BUILDING-UP FOOD 
FOR CHILDREN AND INVALIDS 

VIROL is a concentrated food of high nutritional value, 
and provides just those factors most likely to be needed to 
complete the diet. 

VIROL CONTAINS per ounce : 
Vitamin A, 500 i.u., Vitamin D, 
1,000 i.u.. Vitamin Bj {Aneurin), 
0.2 mg.. Nicotinic Acid, 3.0 mg., 
Iron, 8 }ng.. Iodine, 75 Micro-g., 
together with unstandardised 
amounts of other essential nutrients. 

The addition of Virol to ordinary cows’ milk for infant feeding is a valuable 
means of supplying those minerals and vitamins which are deficient — 
except Vitamin C, which is readily obtained from orange or other fruit 
juice. Virol is also an invaluable supplementary food for growing children. 
During illness and convalescence, when it is necessary to maintain the 
patient’s strength without undue strain on the digestion, VIROL— because 
it is so palatable and easily absorbed — has proved to be a most nutritious 
restorative. 

Virol completes the diet 

VIROL LIMITED, LOKDOJI, W.5. 


THE INGREDIENTS of Virol 
are : malt extract, refined beef fat, 
maltose, sugar, . malto-dextrins, 
glucose, fructose, egg, orange juice, 
salt, flavourings, phosphoric acid, 
calcium phosphate, iron phosphate, 
sodium iodide, and added vitamins. 
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Any Questions ? 


Correspondents should S'ee their names and addresses {not (or 
publication) and include all relevant details in their questions, 
which should be typed, ll'e publish here a selection of those 
questions and answers which seem to be of genetal interest. 

Alcohol afJcr Infective Hepatitis 

Q . — for how tong after an attack of " jaundice " should a 
patient keep off alcohol 7 iVhat form of alcohol might he 
start off with 7 

A . — It is difficult to lay down any hard-and-fast rule about 
the period for which a patient who has had infective hepatitis 
— it is assumed that this was the cause of the jaundice in 
question — should abstain from alcohol. There is no e.s peri- 
mental evidence that alcohol has any direct toxic action on 
the liver, and the paper by Best and his colleagues in a recent 
number of the Journal (November 5, p. 1001) shows how 
improbable such an effect is. Nevertheless, a relapse of 
hepatitis has followed the taking of alcohol shortly after the 
primary attack, and it is well known that the toierance for 
alcohol of patients who have had hepatitis is often diminished 
for weeks or even months afterwards. Headache, anorexia, 
flatulence, and abdominal discomfort may be the result of 
taking even one or two drinks, particularly after severe attacks. 
For these reasons most physicians advise their patients not to 
drink for a time after infective hepatitis. The period stipu- 
lated varies with the individual physician, and experience alone 
can decide what it should be. The writer always suggests six 
weeks without alcohol after a mild attack, but if the attack has 
been more severe than the average, and particularly if there has 
been a relapse, the time is increased to three months. It must 
be admitted that there are only empirical grounds for this 
recommendation. Experience suggests also that extreme 
moderation is advisable when alcohol is taken, and that 
indulging in heavy wines and taking drinks before meals ate 
unwise. 

Intranasal Oil and Cancer of Lung 

Q . — Preparations of vasoconstrictors in oil are increasingli 
used intranasally in the treatment of a number of conditions. 
Is there any evidence that the use of mineral oils for this pur- 
pose is a factor in the increased incidence of pulmonary 
carcinoma 7 

A.~There is certainly no evidence that the administration of 
vasoconstrictors in oil is a factor in the increased incidence of 
pulmonary carcinoma, although any further answer to the query 
is necessarily limited by absence of information on the oils 
themselves (and particularly whether they are in fact carcino- 
genic), and by lack of data concerning the extent to which these 
medicaments are employed and for how long. The only possible 
way of arriving at an answer to the question is by considera- 
tion of the intrinsic carcinogenic effects of the oils concerned. 
Although it is known that in certain circumstances some of the 
oil introduced into the nose in this way will reach the lungs, 
the duration of its contact with the bronchi is very brief, and,' 
if it is not removed by the normal defences, it comes to res! 
in the terminal part of the broncbo-pulmanary tree, far from 
the site of origin of the vast majority of bronchial carcinomata. 
Also, if these oils are carcinogenic, one would expect the effect 
to be much more noticeable in the case of malignant disease 
within the nose itself t so far as is known there is no evidence 
that the incidence of this is increasing. These considerations 
aside, it is improbable that we have here a likely factor. On 
the general problem the query assumes the recorded increase 
of pulmonary cancer to be real— -a conclusion which is increas- 
ingly accepted and almost certainly correct Whffe any new 
facts or even hints as to causation must always be welcome the 
prevailing tendency is to regard the increased consumption of 
cigarettes which has occurred in most communities over the 
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past 30 years as a major factor, though there is so far no con- 
clusive statistical evidence of cause and effect. 

Proguanil as a Malaria Suppressant 

(j. — IF/ia; is the efficiency of proguanil as a malaria suppres- 
sant? What incidence of clinical attacks of all types of malaria 
might one expect on leaving an endemic area if suppressive 
administration of proguanil (O.l g. daily) is continued for a 
period of seven to W days? Con any other measures be taken 
to ensure that clinical attacks are reduced to the absolute 
ntinintiini 7 

A,— -Proguanil is a relatively efficient and non-toxic malaria 
suppressant, although certain African strains of Plasmodium 
falciparum, when compared with Pacific strains of the organism, 
appear somewhat resistant to the drug, and instances where the 
drug has failed against such resistant strains have been recorded. 
Few attacks of falciparum malaria should be expected after 
leaving an endemic area if suppressive proguanil 0.1 g. daily is 
continued for 10 days, but vivax malaria may of course relapse 
despite such treatment. The frequency of relapses of viva.x 
malaria may be reduced by taking one of the 8-aminoquinoline 
drugs — for example, pamaquin, 0,01 g. thrice daily for 10 to 
14 days; nith each dose of the drug it may be more effective 
to combine quinine 0.6 g. or mepacrine 0.1 g. 

Osgood-Schlatter Disease 

Q. — What is the latest treatment for Osgood-Schlatter 
disease 7 

A. — There have been no recent developments in the treat- 
ment of Osgood-Schlatter disease of the epiphysis of the dbial 
tubercle. Although the exact cause is still unknown, the condi- 
tion is thought to be a form of osteochondritis ; the underlying 
cause may be some disturbance of the blood supply of the 
epiphysis. The treatment depends on the severity of the symp- 
toms. When pain and local tenderness are severe the best 
treatment is to immobilize the limb for eight to 12 weeks in 
a plaster cylinder. After this the symptoms as a rule are no 
longer troublesome, and the disease gradually becomes resolved 
in the ensuing months. When the initial symptoms are slight, 
plaster may be dispensed with without risk to the knee. 

Idiopathic Epilepsy 

Q. — W/iai investigations arc called for in the case of a man 
who at the age of 3d has for the first time an accadk of sudden 
unconsciousness with marked cyanosis and coiiyjilsions ? On 
c.xamination later there appeared to be no obvious neurological 
abnormaUty. What are the possibilities 7 

A. — It is unusual for idiopathic epilepsy to manifest itself 
first at the age of 34, but this is a possibility. If the patient 
has resided in the Tropics cysticercosis would need to be con- 
sidered. Although recently published figures show that intra- 
cranial tumour is the cause of epilepsy beginning in adult life 
in only about I2?i of cases, nevertheless steps must be taken 
to exclude it. Syphilis also requires to be thought of, and 
inquiries should be made about any history of head injury. 
This list includes all the most probable causes. Investigations 
must begin with a complete clinical examination of the patient, 
especially of the ocular fundi and the nervous and cardio- 
vascular systems. Art electroencephalogram should be obtained. 
It may prove normal, but modem methods vield a positive 
result in a high proportion of cases even in adult life— a diffuse 
dysrhythmia would suggest idiopathic epilepsy, and a focal 
dysrhythmia, either of irregular spikes or of delta rhythms 
would support a focal cause. A blood Wassermann test and 
a complete examination of the cerebrospinal fluid should be 
carried out. These procedures would serve to exclude syphilis 
while a raised protein level as the only abnormality in the 
cerebrospinal fluid would favour a diacnosis of tumour 
A complete radiological examination of the skull should be 
made, and of the soft tissues around the sbouJdeis and hips 
for the presence of cysticerci. In some cases it may be neces- 
,sary to cany out air encepfaaiograpby and cerebral angiography. 
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Treatment of Asthma , 

Q. — A patient claims that she ivas cured of asthma by taking 
large doses of a preparation containing theophylline on going 
to bed. Is this result possible, and what dosage is called for 
in a young adult ? 

A. — ^Theophylline is an effective bronchodilator, and is often 
used in the symptomatic treatment of asthma. It is most effec- 
tive when injected intravenously, but can be given in tablet 
form. When taken by mouth it is a gastric irritant. The usual 
dose by mouth is 0.2 g., or intravenously 0.25 g. . It may con- 
trol the symptoms of mild asthma, but is no more likely to 
lead to cure than is adrenaline, stramonium, or any other 
symptomatic remedy. 

Distension of Gut 

Q. — (a) How does obstruction of the lower bowel cause 
ballooning of the rectum ? (b) How does uraemia cause 

distension of the bowel? (c) How does strangulated omentum 
cause constipation ? 

A. — (a) The rectum derives its nerve supply from (i) sympa- 
thetic fibres following the superior haemorrhoidal artery and 
derived from branches of the pelvic sympathetic plexus accom- 
panying radicles of the middle haemorrhoidal artery, and (ii) the 
pelvic splanchnic nerves derived from the third and fourth 
sacral roots (sometimes also the second) with communicating 
branches from the second and third lumbar roots. Obstruc- 
tion of the lower bowel, either by distension or by direct 
involvement of the wall, paralyses the sympathetic fibres in the 
coats of the bowel, the nerves being motor to the circular 
muscle. At the same time the spinal nerves, which are not 
usually involved until a late stage, are unopposed in their 
inhibiting action on the circular muscle. Both effects lead 
to passive ballooning below the obstruction — this being most 
marked in growths of the lower sigmoid colon and pelvi-rectal 
junction. 

(b) Although of recent years a great deal more has been dis- 
covered concerning uraemia, the actual by-products of inefficient 
filtering by the kidney are unknown ; but it is a reasonable 
assumption that one or more of these are toxic substances which 
when circulating in the blood stream lead to irritation of the 
intestinal mucosa. The entero-colitis of the terminal stages of 
uraemia is a well-known entity. The inflammatory reaction 
causes a pouring out of fluid into the gut, thus accounting for 
a certain part of the distension. The fact that this fluid con- 
tains large'numbers of gas-forming organisms accounts for yet 
further distension, and it is possible also that a circulating toxin 
may have an inhibitory effect on the sympathetic nerve supply 
of the gut and so lead to paresis. 

(c) If strangulation is taken to imply vascular obstruction, 
then it is unlikely that the patient will remain long enough 
without surgical treatment for constipation to develop. 

High-pitched Voice in Adult Male 

0- If^hat are the commonest causes of a high-pitched voice 
in an adult male ? Is it possible for the speaking voice of a 
man so affected to be lowered — that is, to be made more 
masculine ? If so, what is the treatment ? 

A. — Physiologically the voice breaks at puberty, and this is 
due to the increased secretion of androgens, which stimulate 
enlargement of the larynx. If puberty is late, the break in the 
voice is correspondingly delayed. In eunuchoids the break 
may be delayed until the third or fourth decade, or may never 
occur. In women who develop virilism due to an adrenal tumour 
or adrenal hyperplasia there is an' increased secretion of andro- 
gens with deepening of the voice. This may also occur when 
testosterone is given to a woman for various reasons — for 
example, in the treatment of menorrhagia or carcinoma of 
the breast. 

The above clinical considerations indicate that testosterone 
may be eff^tive in lowering the man’s speaking voice if there 
is other evidence of androgen deficiency. However, there are 
cases in which the patient is otherwise completely normal, and 


we' must postulate an abnormality in the construction of the 
larynx or^an absence of sensitivity to the testosterone stimulus. 
In these circumstances no benefit would result from such 
therapy. 

Specificity of Spa Treatment 

Q. — Is it true that the medical profession generally during 
the last few years has indicated that it does not believe that 
there is any specific medicinal value in any mineral or spa 
waters ? 

A. — If the literature on rheumatic affections and other types 
of disease which are generally regarded as being suitable foi 
spa treatment is examined jhe impression emerges that the 
physicians who practise in spas in this country no longer believe 
much in the specific attributes of their waters. The tendency 
nowadays is towards explaining the undoubted benefits of spa 
treatment on the basis of the physical methods- employed. 
Medical hydrology ranks as an important branch of physical 
medicine ; balneology has become rather “ old-fashioned," 
except in one or two ■ countries on the continent of Europe. 

Stainless Steel Dentures 

Q. — What complications may follow the use of dentures with 
a stainless steel face, as compared with plastic dentures ? Which- 
type would normally be preferred? 

A. — Good stainless steel is an excellent material for use as 
a denture base, having the advantages that' it is non-staining, 
clean, and heat-conducting. It has, however, the great dis- 
advantages that it cannot readily be cast, so that it cannot be 
employed for skeleton dentures as can gold alloys ; if it is used 
even as a base for full dentures powerful and expensive presses 
are necessary to mould it to the shape of the jaw. So far as 
is known no particular complications are likely to follow the 
use of stainless steel bases in the mouth when properly made 
and fitted, other than certain disadvantages inherent in all 
dentures. Electrolytic action if the stainless steel comes into 
contact with different metallic fillings — for example, gold and 
amalgam — is, however, a possibility. Acrylic resin is far easier 
to process, and greater accuracy in fitting can therefore be 
obtained more readily. Bulk for bulk it is lighter; its colour 
is a further advantage, and the attachment of acrylic teeth is 
easy. It does not, however, transmit heat in the same way, and 
must of necessity be more bulky in the mouth. 

NOTES AND COMMENTS 

Acute Nephritis and Sweating. — “ Retired Sister ” writes : In 
reply to Dr. Charles Romer’s remarks (November 12, p. 1128) I 
would like to state that we always nursed cases of both acute rheuma- 
tism and acute nephritis in blankets, the former because the patient 
sweated excessively and the blanket absorbed the sweat, and the latter 
to encourage the patient to sweat so that some of the toxins might 
be excreted through the skin, thus taking some of the strain off the 
kidneys. 

Treatment of Tinea Pedis. — Dr. John S. Mbighan (Bristol) writes : 
I have found the following treatment very efficient in refractory cases 
of tinea pedis. (1) Apply 6% silver nitrate in spirit once daily for 
one week. (2) Remove eschar, (3) Apply Whitfield’s ointment for 
one week. (4) Apply silver nitrate as above for one week. (5) Apply 
Whitfield for one week. (6) If clear, continue with Whitfield for one 
month. Having tried the whole gamut of new remedies for tinea, I 
still think Whitfield the best. 
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THE SECRETARY REPORTS 


THE REMUNERATION OF GENERAL 
PRACTITIONERS 

The General Medical Services Committee wilt hold a special 
meeting on Thursday next, December 1, to consider the reply 
of the Ministry to the case approved by the Conference of 
Local Medical Committees for an increase in the medical pool 
for general practitioners. Pending the decision of the com- 
mittee on the next steps to be taken, it may help to draw 
attention to the significance of some of the calculations in 
Sir William Douglas’s letter published in the Supplement of 
November 19 (p. 218). 

The letter began with a rdsume of the calculations made 
before the appointed day. The total gross income of the 17,900 
principals in general practice before the war was estimated by 
Professor Bradford Hill to be £28.14 million, of which £11.35 
million was for practice e.xpenses and £16.79 million was net 
income. The first step was to add the £3.1 million, the amount 
by which the Spens Committee thought that the remuneration 
of general practitioners before the war was too low. In fact, 
this means that the pre-war gross income of general practi- 
tioners should have been £31.24 million. To the practice- 
e.vpenses element of the remuneration was added a betterment 
factor of 55% : to the net income there was added a better- 
ment factor of 20%. This brought the total to £41.46 million. 

As by 1948 the population had increased by some 3% over 
the figure for 1938, a further 3% was added to allow for this 
increase. This brought the total to £42.7 million. In other 
words, the £28.14 million, the figure for pre-war gross aggre- 
gate general practitioner income, was brought to a figure of 
£42.7 million by allowing for the betterment factors, the Spens 
recommendation, and the population increase. 

But this sum of £42.7 million, being calculated from the 
gross pre-war general practitioner income, was earned from 
the whole of the community. As it was provisionally agreed 
for the purposes of the first two years of the Service that it 
should be assumed that 95% of the population would use the 
new Service, the sum of £42.7 million fell to be reduced by 
5% so as to represent the money to be derived from public 
sources. Ninety-five per cent of £42.7 milh'on is £40.57 million, 
which was estimated to amount to 18s. per head of 95% of the 
population. 

So far no objection can be raised to this calculation as a 
matter of arithmetic on the assumption of a 20?i betterment 
factor on net income. Having calculated the central pool in 
this way, the Ministry proceeded to add certain additional suras 
for maternity medical services, for the exchequer contribution 
to superannuation, and for the Inducement Fund. It was 
implicit in the Ministry's first calculation of remuneration that 
these should be regarded as additional to the main pool. In 
fact, it offered them as additions to the main pooU In the 
Ministry’s present answer it lakes quite a different line, for in 
effect it says that these (as well as others since receive'd^.g., 
increase in the mileage fund) should now be regarded as part 
of the total pool. 

In the case to the Ministry it was asked that certain defects 
in the original pool calculation should be made good, notably 


the adjustments for betterment and for the increased number of 
doctors. In iu reply the Ministry says that, even if these 
adjustments be made, our case amounts only to something in 
the region of £5,000,000 after taking into account the items 
not formerly included in the pool and, incidentally, after fail- 
ing sufficiently to allow for the increased number of doctors. 
Having by this line of argument purported to reduce our claim 
to something in the region of £5,000,000. it proceeds to reject 
the claim. 


Main Issues 

Two main issues which arise from the calculations can be 
summarized as follows. First, having in the first instance 
proffered certain additional moneys over and above the pool 
calculation, is the Ministry entitled— now that we criticize the 
original pool calculation — to say that those additional moneys 
are really part of the pool ? Secondly, has the proper adjust- 
meot been made in the Ministry’s calculation for the increased 
number of doctors ? 

On the second point the Ministry has pointed out, quite 
lightly, that we cannot expect an adjustment both for popula- 
tion and the increased number of doctors. It has, in fact, 
allowed for an increase of 4.3% on grounds of population. It 
says that the doctors have increased only by 5.8% to 18,936. 
arguing that this amounts only to a claim for £600,000. We 
have asked the Ministry how it reaches the conclusion that the 
number of principals for the purpose of this calculation is only 
18,936 ; on our calculation the number is 19,221. 

The substance of the Ministry’s reply is that, although by 
the Ministry’s own arguments general practitioners are getting 
£4a. million less than they claimed, the Ministry tninks that no 
reasonable case has been made out. Lest its calculations should 
be successfully assaulted it proceeds to bring to its aid the argu- 
ment of the national emergency. This suggests to one’s mind 
that the Ministry is not so satisfied with the cogency of its 
statistical arguments as to rest its case wholly upon them. 


Public Health Negotiations 

At long last there are signs that the Whitley machinery for 
the medical profession Mil shortly be established. This will 
mean not only the translation of some of the current negotia- 
tions in the consultant and general practitioner field to the 
formal machinery of Whitley but— what is even more urgent 
—the opening of negotiations on the remuneration of the public 
health service. 

We have seen what has happened to the school dental service 
^ a result of the failure to adapt the remuneration of school 
dentists to modem conditions and to the remuneration in other 
branches of the same profession. We are determined that no 
such fate shall befall the public health service. In practice this 
means that every effort must be made properly to relate the 
remuneration of the public health service to the remuneration 
obtaming— as a result of the application of the Spans Reports 
practice and in general practice. It is hoped 
that the negotiations may be opened by the end of the year. 

2340 
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Inquiries received at Headquarters reveal that there is still mis- 
understanding on some aspects of the terms for hospital medical 
staff. In anticipation of the offer of permanent contracts we 
shall discuss in this and succeeding issues the main points which 
seem to give rise to difficulty. 

One matter which is not clearly understood is the way in 
which in certain cases the new salary scales will be applied to 
existing members of hospital staffs. ■ The salary scales are as 
follows ; 

Main Scale for Consultants. — At age 32, £l,700-£2,750 by regular 
annual increments. Consultants appointed at 31 or earlier start 
at £1,550 or £1,400 respectively, and then proceed automatically 
along the main scale. Where a practitioner is first appointed to 
a consultant post after the age of 32, the board may, at its discre- 
tion, fix the initial salary at any of the four next incremental points 
in the scale by reason of age, special , experience, and qualifications, 
or on age alone where seniority has been lost through service with 
H.M. Forces, provided that the salary may in no case be higher 
llian the practitioner would receive on age alone. 

Senior Hospital Medical Officers. — £1,300 (at 32)-£ 1,750. 

Junior Hospital Medical Officers. — £700-£1,000. 

Initial Salary 

Where a member of an existing hospital staff now graded as 
a consultant has been continuously in consultant hospital work 
without a break, except one occasioned by war service (or 
National Service on call-up), the terms provide that the initial 
salary payable to him as from July 5, 1948, will be that which 
he would have been receiving at that time if the new scale had 
been operating since the date when he first obtained a hospital 
staff appointment with full clinical responsibility. 

In practice the initial salary will be that which he would 
have attained on the anniversary of the date of first appointment 
immediately preceding July 5, 1948. Any period between those 
two dates which might amount to just under the 12 months is 
lost, because the next increment will not be payable on the 
anniversary of the appointment following July 5, 1948, but on 
July 5, 1949. This is made clear from the following illustration 
quoted by the Ministry: 

A practitioner first appointed to a consultant post in August, 1945, 
at tlie age of 32 will start on the main scale £l,700-£2,750 on 
July 5, 1948, at the point £1,950, receiving his first increment on 
July 5, 1949: 

August, 1945 August, 1946 August, 1947 July 5, 1948 
£1.700 £1,825 ■ ' 

Allowance for Age 

Where the practitioner obtained his first consultant appoint- 
rnent after the age of 32, boards may exercise the same discre- 
tion that they have in the case of new entrants of fixing the 
initial salary at any of the four next incremental points in the 
scale. 

Where the practitioner achieved consultant status in H.M. 
Forces, and obtained his first civilian hospital consultant 
appointment only after demobilization, the initial salary will 
he related to the date on which the civilian appointment was 
hrst held. But here again the employing authority has discre- 
tion to advance the initial salary where the practitioner was 
over 32 at the time he secured his civilian hospital appointment. 

In the case of practitioners graded as S.H.M.O. there is no 
provision similar to that for consultants to secure that they shall 
receive the benefit of previous service in hospital appointments 
of the same level as the one now held or offered. It is in the 
discretion of boards to decide the point in the scale at which 
existing staff shall start. The only proviso is that the salary 
shall not be higher than it would be if based on age alone. 

- In the case'of J.H.M.O.s, however, those officers vyho immedi- 
ately before July 5, 1948, were receiving more than the mini- 
mum of the new scale will enter the scale at the salary they 
were previously receiving, rounded off, at the discretion of the 
board, to the next incremental point, mere the salary immedi- 
ately before July 5, 1948, was less than the minimum of the 
scale, the officer will begin at the lowest point in the scale. 


Registrars ^ 

No difficulty is likely to arise in the case of registrars or 
junior registrars, as in those cases the salary range covers only 
a two-year period at most. But- it is understood from the 
Ministry that where a practitioner now graded as a'senjor 
registrar has held the same post and carried out the same 
duties since before the appointed day he would enter the scale 
for senior registrars as on July 5, 1948, at the appropriate point, 
having regard to his previous service in the appointment. There 
is no provision in the case of registrars for augmentation of the 
initial salary on grounds of war service, but if subsequently a 
registrar obtains a consultant appointment for the first time 
after the age of 32 his previous experience may then be taken 
into account by the board in determining the- initial salary. 

. . ' 

Transferred Officers 

The terms, of service contain special provisions safeguarding 
the position of officers who were transferred under Section 68 
of the N.H.S. Act, 1946, who immediately before the appointed 
day were receiving salaries better than those now introduced. 


PROBLEMS OF ASSISTANTS 

The General Medical Services Committee has set up a sub- 
committee to look at the problems affecting assistants (other 
than trainee assistants) taking part in the National Health 
Service. 

The subcommittee would be glad to' consider any points or 
problems which assistants wish to put forward. 


ENTRY INTO PRACTICE 

MEDICAL PRACTICES ADVISORY BUREAU 

At the beginning of this year the Association set up the Medical 
Practices Advisory Bureau to help doctors establish themselves 
in practice, and to advise them on personal problems associ- 
ated with entry into, and the conduct of, medical practice. Its 
service is free to members of the Association. The London 
office is at B.M.A. House, and there are also branches ‘at 
Manchester and Edinburgh. Inquirers should write to' the 
Medical Director at the following addresses : 

B.M.A. House, Tavistock Square, London, W.C.l (Tele- 
phone: EUSton 2111); 33, Cross Street, Manchester (Tele- 
phone; Deansgale 3691); 7, Drumsheugh Gardens, Edinburgh, 
3 (Telephone: Edinburgh 33531/3). 

General Practice 

The report of the Bureau presented to Council on November 
16 gives an account of its activities for the first nine months 
of this year. A survey carried out at the London office 
suggests that the “ standing pool ” of doctors seeking open- 
ings in general practice is not as large as some have thought. 
About 600 have applied to the London office, but only about 
one-third of these are likely to be suitably placed in general 
practice. It is virtually impossible to find openings for about 
one-third, and difficult for the remaining one-third. Many 
doctors in the last group are over 40 years old, and, as in so 
many other professions, age is a- handicap. Nevertheless, ffie 
Bureau has suitably placed 50% of those applying in the third 
quarter of this year. 

Another difficulty arises because established . practitioners 
seeking assistants with view or partners want doctors with 
fairly well defined qualifications. Conversely, many of those 
seeking openings require conditions which make it very diffi- 
cult to find suitable introductions without long delay. 

The report cites a case of a recent vacancy in a South Coast town. 
The practice was industrial, but beautiful country was easily acces- 
sible. A house on a corner site was offered for sale at a reasonable 
price, and a half share after a short assistantship. Tlie Bureau Mnt 
the particulars to over 100 doctors a fortnight later the principal 
had received only six applications. 

It has been said that the National Health Service has encour- 
aged general practitioners to employ a succession of assistants. 
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and deterred them from seeking partners. The Bureau has 
found/ this to be untrue, and there seems to be an increasing 
tendency for the retiring doctor to want to preserve the prac- 
tice as an entity by securing the introduction of a " logical 
successor" or by taking a partner. The demand for locums is 
subject to seasonal variation. For nine months of the year it 
exceeds the supply, while for three months the reverse is the 
case. 

Part-tirae Appointments 

Many doctors want part-time appointments and sessional 
work. — e.g., medical boards, industrial appointments, and 
evening surgeries. The Bureau has found it difhcult to meet 
these demands, for, except in the big cities, it is seldom asked 
to introduce part-time assistants. In most regions there are 
large panels of practitioners waiting for vacancies on medical 
boards. 

Hospital Appointments 

Hospital appointments are always advertised, and the Bureau’s 
work in this field has been to advise applicants rather than to 
introduce them to particular appointments. The report con- 
siders that there is likely to be great difficulty in providing 
locums for hospitals unless fees comparable to those paid in 
general practice are obtainable. 


BRITISH JIEDICAL STUDENTS’ ASSOCUTION 

The eighth atmual general meeting of the British Medical 
Students’ Association was held at B.M.A. House, Edinburgh, 
on November 11-13, when 63 delegates attended, representing 
all but two of the 25 affiliated schools. Dr. P. Eggleton gave 
an interesting address on " From Laboratory to Textbook." 
The association was also honoured by the presence of Professor 
I. H. Gaddum, F.R.S., Dr. I. D. Grant, chairman of the Scottish 
Committee, and Dr. E. R. C. Walker, Scottish Secretary of the 
B.M.A.. at the formal dinner held at the Edinburgh University 
Union. 

Student Health 

The B.M.S.A. has undertaken, together with the National 
Union of Students and other interested bodies, to investigate 
the possibility of ananging special facilities for tuberculous 
students whereby they may continue their studies as a form 
of occupational therapy under the supervision of a university 
and at the discretion of the physician in charge of the case. 

Further Education and Training Grants 

Several anomalies in the administration of the grants have 
been corrected, and the Ministry of Education has agreed to 
make a special concession in favour of medical students and 
to continue some measure of financial support to the newly 
qualified ex-Service houseman who is supporting a family. 

The meeting appointed a Grants Secretary, who will be 
responsible for matters concerning the ex-Service grants and 
advise students in receipt of other awards. 

Medical Films 

The B.M.S.A. has formed a film-viewing panel to review 
medical films from the student point of view. 

Clinical Conferences 

Successful clinical conferences were held at Cardiff, Man- 
chester, Sheffield, and Glasgow. It was decided to encourage 
the holding of conferences for preclinical students, thus stimu- 
lating the interest of students of all stages in the work of 
hospitals in other parts of the country. 

British Medical Journal 

The reduction in price of the British Medical Journal to 
10s. 6d. a year for students, a concession now extended to 
preclinical students, was received with enthusiasm. 

Help from BAIA. 

The meeting expressed its gratitude to the British Medical 
Association for all its interest and help during the past session 


especially for the services of Mr. Vince as permanent secretary 
at B.M.A. House, and for the hospitality shown by the B.M.A. 
staff at the Edinburgh B.M.A. House for the 1949 meeting. 

Elections 

P. L. C. Diggory, of University College Hospital, was elected 
president and Jane Stanley Evans, of Cardiff, as secretary for 
the session 1949-50. 


Heard at Headquarters 


B2M.A. Gold Medallist 

The decision of the Council to award the Gold Medal of 
the Association to a leader of the profession in New Zealand 
is of special interest Dr. J. P. S. Jamieson has been practising 
in Nelson for thirty years. When the Labour Government 
came into office in New Zealand in 1935, and it seemed likely 
that legislauon would be introduced affecting medical practice, 
a National Health Insurance Committee was set up by the 
Association out there and formulated Association policy. On 
this body, and in the conduct of such negotiations as the pro- 
fession had with the Government, Dr. Jamieson was the acknow- 
ledged leader, and it was largely due to him that the Branch 
maintained a united front against the Government’s clear inten- 
tion to nalionalixe the profession and eliminate private practice. 
The Branch itself states that ‘Tt is now clear that but for 
Dr. Jamieson's personal efforts, his courage in negotiation, and 
his untiring advocacy of a medical service with unlimited 
clinical responsibility for the practitioner, the entire medical 
service in New Zealand would really have become a State 
department.” 

News-letter 

The secretary of the Stirling and Clackmannan Local Medical 
Committee has started an excellent news-letter that he sends 
round quarterly to his constituents. He has some interesting 
figures to give them. In the first year of the Service 16% of 
the doctors there earned under £1,000; 18.5% earned £1,00(J- 
£2,000 ; 39.3% earned £2,000-£3,000 ; 9.8% earned £3,000- 
£<000: 14.7% earned £4,000-£5,000 ; and 1% earned £5,000- 
£6,000. These are gross incomes earned from the National 
Health Service alone. The doctors’ pay compared poorly with 
the dentists in his area, the average gross National Health 
Service remuneration for single-handed dentists being £5,098 for 
the year, that for general practitioners £2,488. In spite of this 
there were 22 applicants for a rural practice in the area. The 
secretary starts off with an admonition that we have unfortu- 
nately often heard before — mote doctors should attend the 
meetings that are held on their behalf. 


Questions Answered 


Q. If an N.HS. patient requests a private consultation wh 
a specialist and asks me to arrange it. am I entitled to charge 
fee for doing so and also for attending at the consultation 
If an operation is advised, this type of patient often wishes I 
arrange admission to a private ward or nursing-home an 
contracts to pay a fee to the surgeon. I may be asked to assi 
or give an anaesthetic, and will certainly be expected to visi 
even,/ 1 am not allowed to supervise afier-treatLnt AmU 

receive nothing more than a capitation fee for these service 
from a patient who thus does not wish to use the free consuUar 
and hospital services available to him ? consultar 

nrdiwP’® General Medical Services Regulations preclude 
practitioner from charging a fee to one of his pubUc natiem 
except in cemin defined drcumstanceis. The circumstances sc 
question are not included among these excen 
tions, and therefore no private fee mav be charged ^ 
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Wednesday, November 16, 1949 


A meeting of the Council of the Association was held at B.M.A. 
House, London, on Wednesday, November 16, at 10 a.m.. 
Dr. E. A, Gregg presiding. 

Obituary 

The Chairman referred to the long list of seven members of 
former Councils and one member of the present Council whose 
deaths had been reported since the last meeting. Many of them 
had given long and _ able service to the Association. The 
member of the present Council was Air-Commodore James 
Kyle, who since last year had represented the Medical Branch 
of the R.A.F. The others were Sir Crisp English, who was 
well known in the Metropolitan Counties Branch, Dr. W. G. 
Willoughby, President of the Association in 1931, Sir Richard 
Needham, Dr. D. E. Finlay, of Gloucester, Dr. William Lyle, 
of Belfast, Dr. P. T. Sutcliffe, of Stratford-on-Avon, and Dr. 
C. O. Hawthorne, one-time Chairman of the Representative 
Body. Many of them would recall in particular Dr, Hawthorne, 
who was distinguished by the degree of his personal service and 
the devotion of his great gifts to the work of the Association. 

The members signified their regret by standing in silence. 

Procedure at Annual Representative Meeting 

Dr. Vaughan Jones moved, “That chairmen of committees 
presenting reports at the Annual Representative Meeting be 
given adequate time for the presentation to the Representative 
Body of such reports.” 

He said that this related to what took place at the end of 
the Harrogate meeting, but it involved no criticism of the chair- 
man. He was convinced that some radical alterations were 
necessary if the Representative Bpdy was to do its work 
properly. The Association had an increasing number of 
committees. Their number had been criticized by a corre- 
spondent in the Journal, but it was obvious . that the writer 
knew nothing about committee work. The time allotted to the 
presentation of important committee reports in the last hour or 
two of the meeting was fantastic, especially having regard to 
the time allowed for the “ pettifogging blather ” which distin- 
guished much of the business of the first two days. A proper 
amount of time must be allotted to the chairmen of committees. 
The Annual Report of Council was only a skeleton, and it was 
the chairmen in their presentation who gave it flesh and blood. 
The members and the public ought to be informed by a proper 
presentation of the vast volume of work which was undertaken 
in the Association committees. 

The motion was supported by Dr. J. C. Arthur, Dr. O. C. 
Carter, and Dr. N. E. Waterfield, and was carried unanimously. 

It was referred to the Organization Committee to consider 
how it could best be implemented on the understanding that 
the committee’s considerations would be passed, on to the 
Agenda Committee. 

A Legal Co-ordinating Conunittee 

Dr. J. A. Gorsky referred to the request from the Repre- 
sentative Body to the Council to consider, in view of the 
incrwsing comple.\ity of legislation since the inception of the 
National Health Service, the advisability of appointing a com- 
mittee of competent members to act as a legal co-ordinating 
committee. He commended this proposal to the Council. It 
was not desired or contemplated that the proposed committee 
should be charged with the discussion of legal matters pertain- 
ing to the work of the Association ; that was covered by the 
terms of reference of the Legal Actions Committee of the 
Council and also by the memorandum and articles of associa- 
tion. Certain of the standing committees, including the Private 
Practice and the Central Consultants and Specialists Committees, 
had had already to discuss legal matters arising out of recent 


legislation, and it would be, useful to have available for advice 
a Legal Actions Committee with enlarged membership and 
terms of reference. This body might appoint a subcommittee 
charged with the co-ordination of legal matters in the same 
way as a similar function in connexion with remuneration was 
discharged by a committee. 

Dr. Wand considered that they had too many committees 
already ; any co-ordination of this kind should be done by the 
Council itself. 

Dr. Gorsky’s proposal was lost. 

The World Medical Association 

Dr. J. A. Pridham, one of the Association’s delegates to the 
recent assembly of the World Medical Association in London, 
said that the meeting had been singularly successful. Excellent 
work had been done on its behalf by the whole staff of the 
B.M.A. from the Secretary (Dr. Charles Hill), who was Presi- 
dent of the Association, downwards. One fact brought out at 
the meeting was that nine-tenths of the finance of the Associa- 
tion was in dollars collected by the United States Supporting 
Committee, and of this a considerable proportion came from 
individual medical men and medical bodies in the States, He 
thought they- would have to consider the question of a similar 
supporting committee in this country. It appeared that there 
was no machinery at present whereby the conclusions of the 
World Medical Association could be presented to the British 
Medical Association. Last year, for example, the WMA elabor- 
ated an ethical code which was called the Declaration of 
Geneva, but this had not come — and indeed there was no 
channel for it to come — befo're the B.M.A. He moved that 
it be referred to the International Relations Committee to bring 
before the Council proposals showing how best the Council 
could be informed of the work of the WMA. 

The Chairman said that they were very proud of the fact that 
Dr. Hill was made president of the WhIA, and he suggested 
that the Secretary be asked to prepare a memorandum on their 
relationship to the WMA and the ways in which they could 
support it and most efliciently participate in its work. 

This was agreed to. 

British Commonwealth Medical Conference 

A report of the first meeting of the British Commonwealth 
Medical Conference, held at Saskatoon in June last, and 
attended by Dr. Dain and Dr. Hill as delegates of the B.M.A., 
was placed before the Council. Dr. Dain said that the Council 
would receive this report with considerable satisfaction. The 
Canadian Medical Association, which organized the meeting, 
had arranged a programme which made it certain that matters 
of interest to the various medical bodies in the Commonwealth 
would be discussed, and from the nature of the discussion a very 
large field of matters of common interest was covered. He 
added that the Association was becoming more and more inter- 
national in its activities, and this would have to be seriously 
considered because it involved time and expense. But the 
British Commonwealth Medical Conference had made a useful 
start, and he hoped the B.M.A. would maintain its position as 
the “mother” of the Commonwealth Associations, and con- 
tinue to encourage them to talk together about their problems. 

Dr. Hill added that at the conference they learned a great 
deal from Dr. J. O. Mercer, of the New Zealand Branch, from 
Dr. Hunter, of Australia, and from Dr. Tonkin, of South Africa, 
and he thought the Dominion representatives learned a great 
deal about what was going on in this country. The conference 
was very efficiently conducted, for which thanks were mainly 
due to Dr. T. C. Routley and other Canadian colleagues. 

The report was accepted, together with a proposal to support 
a similar meeting at Brisbane next year, though it was stated 
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that, owing to the expense involved, later conferences would 
probably be held only every two years. 


The Nutrition Report 

Lord Herder, chairman of the Committee on Nutrition, pre- 
sented the report of his committee. He apologized for some 
delay in its presentation, but the job which the Council gave 
his committee was a prolonged and difficult one. It was neces- 
sary to analyse a great mass of material and to arrive at the 
greatest measure of agreement amongst the eminent e.xperts on 
the committee. He added his own personal thanks and those 
of the committee to Dr. A. Macrae (Deputy Secretary), who had 
acted as secretary of the committee, and proposed that an 
acknowledgment of the value of his work should be appended 
to the report. 

The Council approved the report of the Committee on Nutri- 
tion for publication, and endorsed Lord Horder’s reference to 
Dr. Macrae. The Chairman said that the Council would desire 
to express its appreciation and thanks to Lord Horder and to 
his committee, and this was done by general applause. 


Constitution of the Council 

Dr. Pridham, as chairman of the Organization Committee, 
brought forward a report on the constitution of the Central 
Council. He reminded the Council that the last Annual Repre- 
sentative Meeting, while approving the principle of increased 
direct representation on the Council, had referred the detailed 
proposals back for further consideration. The committee had 
carefully considered the proposals again, but, apart from a 
proposed increase in the number of directly elected members 
by grouped Branches from 37 to 39, it did not suggest any 
modification of the plan submitted at Harrogate. The pro- 
posed number of members elected by the Representative Body 
remained at 13— a figure which the committee did not think 
should be exceeded. Occasion had been taken to pul right two 
anomalies by increasing by one in each case the seats allocated 
to Yorkshire and to the Metropolitan Counties Divisions. 

Dr. Wand moved that the recommendations be referred back. 
The Organization Committee had taken no note at all of the 
feeling expressed at the Representative Meeting at Harrogate. 
He was very anxious that some system should be devised 
whereby members who had been on the Council for a looe 
time and had done excellent work, although perhaps they had 
not come into prominence as chairmen of committees, should 
not be subject to a chance defeat when they came up for re- 
election. To meet such cases— which would be only limited 
in number — some system of co-option or creation of "aider- 
men ” should be devised. 

Dr. Carter had hoped that the chairman of the Oreanization 
Committee would bring forsvard some new arcumenls to sup- 
port hts proposals. The only result of the debase in the Repre- 
sentative Body and the fresh consideration given to the subject 
by the cotnmittee was an increase of two in the directly elected 
metnbership. This was not an opportune moment for the 
cuttmg down of the membership elected from the Representa- 
tive Body. The whole agitation which had led to these pro- 
posals started from the premise that the Association was 
predominantly medico-political and that members of Council 

w“\^®i°i talking medical politics 

It would be regrettable if as a result of these chances the 
Council were fiooded with medical pohticians, to the detriment 
of other interests and activities. 

Dr. Vaughan Lones supported the reference back for the one 
v^on that the Organization Committee seemed to have decided 
Aat the size of the Council must be conditioned by the archi- 
tecture of the couned chamber; this was a wrong pSe 
Dr. F. Gray agreed that the size of the building shLld not 
a governing factor, but it did serve to brine them nn 

the quKtion, Was an increase in size desirable ? If the^ew 
of the Organization Committee were accented ihai 
size was sufficient, these proposals were thf oni?wa?to S 
the situation. Dr. I. C. Arthur thoueht there shomn 

small number of seats-even if only^ffirle S 

for co-opted members or “ aldetmen." “r— available 


Dr. Pridham said that to refer the proposals back without 
any direction from the Council would be useless. In view of 
the great importance and growth of the autonomous bodies' the 
Council should be broadly based on its constituency. 

The Council agreed on the following proposals: that the 
number of members elected by members in the Branches in 
Great Britain and Northern Ireland be increased from 22 to 
39 ; that the existing arrangement under which 12 members of 
Council are elected by grouped representatives in the Repre- 
sentative Body be discontinued ; that two members be elected 
by the rcprcsenialives of constituencies in Scotland, one by 
representatives of constituencies in Wales with Monmouthshire, 
and 10 by the Representative Body as a whole : that the mem- 
bers elected by Branches outside Great Britain and Northern 
Ireland be reduced from eight to seven ; that the immediate 
past chairman of the Representative Body, the deputy chairman, 
and the immediate past treasurer cease to be members ex officio, 
and that the rule under which a member of Council is pre- 
vented from serving for more than sLx years by the same method 
of election be abolished. 

Dr. D. R. Owen reminded the Council of a promise that the 
county of Cheshire should have a scat of its own. In the 
grouping now recommended the East Cheshire Branch shared 
two seats with Manchester. Dr. Pridham undertook that his 
committee would consider this and other adjustments in the 
grouping. 

Dr. Wand then moved to refer to the Organization Committee 
the proposal that there should be provision for co-option fay 
the Council to a certain limited number of seats, and this was 
agreed to. At the same time Dr. Dain pointed out that one of 
the reasons for reconsidering the constitution of the Council 
was to ensure that there should be a substantial majority of 
directly elected representatives. Under the present proposals, 
39 out of 72 would be directly elected, and if there were only 
sLx “ aldermanic ” seats it would make the directly elected 
members only 50% of the Council. 

Dr. Hale-White suggested that a Special Representative iNfeet- 
ing be called to discuss the constitution of the Council. This 
would lessen the. load on the Annual Representative Meeting. 
At this stage in the Association's history he thought it wrona 
to leave the representatives out of the picture from one year’s 
end to another. After a brief discussion, however, the idea 
was negatived (18 to 25). 


Advemsemenf and Sale of Proprietary Medicines 
Dr. O. C. Carter, as chairman of the Proprietary Medicines 
committee, brought forward an interim report on the adveruse- 
ment and sale of these preparations. He said that his com- 
mittee, appointed a year ago. had had a difficult task. It had 
exaiwncd a British code of standards which had been devised 
for the ^idance of newspaper proprietors to prevent the publi- 
alion of advertisements which tended to mislead the public 
The committee had been greatly assisted by some who were 
Moncrieff Council-notably, Professor A. A. 

of tw 1 ^i® had been discussed svith a number 

tisin^ I connected with proprietary medicine adver- 

tha^wMlt had come to certain conclusions; 

^ was a Ume-honoured habit, it was 

ec^Mry to safeguard the public aeainst its dangers and 
cxploitauons ; that, although control of advertsin^of 
pnelary medicines by existing statutes was useful so far as 

memr be room for trapJoTnt 

come definitely to the conclusion thfr .h* ^ had 

number of influential men nna ^ “°w quite a 

and conscientiously tryina their honestly 

.a reproach (“ffie newspl^rro^h " ^ad been 

eighteen months or Jo^yeare^ h, ‘b® 

breaches of the code, the^S rrl^lglS'-mS: 
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The Council agreed to certain suggestions for transmission to 
the British Code of Standards Committee for amendment of the 
code, but rejected a proposal that the following words should 
be printed on every wrapper, container, or label “ If you do 
not obtain early and lasting relief of your symptoms, consult 
your doctor.” Dr. Dain said that this appeared to suggest to' 
the buyer, “ Try this out, and if it is not satisfactory .see your 
doctor.” It was a dangerous suggestion. Lord Horder said 
that at the time he introduced a Bill into the House of Lords 
10 years ago it was made perfectly plain that this anti-social 
campaign should either be tackled thoroughly or left alone. 
This was dangerous meddling and nothing, more. Mr. Eric 
Steeler said that the proposed phrase might lend itself to a 

riposte : “ If you don’t get relief from your doctor, try 

pills.” 

A proposal that the British Code of Standards Committee be 
urged to consider the application of more stringent measures 
to ensure compliance with the code was agreed to, but a further 
recommendation — that the Council nominate- an observer to 
attend meetings of the Code Committee, and thus ensure direct 
liaison between the committee and the profession — was rejected 
(12 to 22). On the suggestion of Sir Lionel 'Whitby a phrase in 
the report, “ Self-medication by the general public is a time- 
honoured habit ” was changed to “ . . . ineradicable habit.” 

The chairman said that, whatever criticisms might be made of 
the report and the recommendations, the Council congratulated 
Dr. Carter and his colleagues on an excellent piece of work. 

Annual Meeting Arrangements 

Professor T. P. McMurray (President-elect) presented the 
report of the Arrangements Committee for the Annual Meet- 
ing, 1950, at Liverpool and Southport. He said that it was pro- 
posed to hold the first part of the meeting, consisting of the 
Annual Representative Meeting and associated Council meet- 
ings, with the Annual General Meeting and the Overseas Confer- 
ence, at Southport, and the later scientific, social, and other 
functions at Liverpool. The Annual Representative Meeting 
would begin on Thursday, July 13, and end on Monday, July 17, 
and after Monday the meetings would be continued at Liver- 
pool, the meetings of the Sections to cover four days. .The 
proposals were agreed^ to and the sectional officers appointed. 

Mr. Lawrence Abel urged that the time had come when 
clinical demonstrations of the kind organized in connexion with 
American Congresses should be introduced into the arrange- 
ments for the B.M.A. Annual Meeting. In America the medical 
man attending the congresses received within a' few days a com- 
plete course of postgraduate education from experts in 'the 
respective subjects. 

It was decided to set up a special committee to review and 
report on the arrangements for future scientific meetings. 

Central Consultants and Specialists Committee 

Mr. R. L. Newell presented a report, from the Central Con- 
sultants and Specialists Committee, which, he said, had held 
four meetings since the last meeting of Council, 'the first 
recommendation concerned the factors to be taken into con- 
sideration in assessing merit in connexion with distinction 
awards. The committee had worked out a list of factors 
{Supplement, November 12, p. 212) and now recommended that 
these be conveyed to the Advisory Committee on Distinction 
Awards, and that the Advisory Committee be informed that 
neither the Association nor the Central or Regional Consult- 
ants and Specialists Committees wished to participate in the pro- 
cedure for selecting individual consultants for merit awards. 
This was agreed to. 

On a further recommendation, brought forward on the 
suggestion of the Spa Practitioners Group. Committee, that a 
special committee should be appointed to prepare a report 
regarding hydrology and balneology as practised in Britain, with 
details of the nature and merits of each spa, the Council felt 
that the Group Committee itself should be the body to prepare 
the document, using powers of co-option, if necessary, for the 
purpose. Dr. R. G. Gordon suggested that the preparation of 
such a report might not be as easy as the recommendation made 
It appear. 


. • ■ ' ' 

Certain recommendations concerning amendment of the 
constitution of four of the Group Committees, generally to 
permit enlargement .of representation, were agreed to. 

Grading of Hospital Medical Staff 

Discussion arose on the grievance of many practitioners with 
regard to their grading as senior hospital medical officers when 
they had expected to be given consultant status. One member 
mentioned several examples of apparent inequity which had 
come within his experience — a surgeon of 23 years’ experience 
had been graded S.H.M.O., and his anaesthetist with five years’ 
experience had been graded a consultant ; of two ophthalmic 
surgeons the junior had been made a consultant, the senior a 
hospital officer. 

Dr. Wand said that they had been informed that these 
perverse decisions were not the responsibility of the Ministry but 
of their own people. In his own region there was evidence that 
the decision in a given case did not depend upon the qualifica- 
tions of the practitioner but upon the hospital at which he was 
working. It was the hospital which counted, ' and not the 
man at all. He suggested that a conference might be arranged 
to which members of grading comm.ittees would be invited. 

Mr. Abel said that this mattep was causing vexation through- 
out the country. It was a scandal that men who were doing 
first-class surgery, anaesthesia, or midwifery should be graded 
S.H.M.O. 

Mr. Newell said that when this grade was first proposed it 
was thought of in terms of certain appointments, such as those 
of tuberculosis officer. Apparently there was no uniformity in 
the assessment. In his region much injustice had been done. 
He thought the remedy lay in local appeals committees, con- 
sisting of entirely independent persons. 

Sir Lionel Whitby said that the Joint Committee had pressed 
this matter on the Ministry time and again, but had always been 
countered by the argument that it was their own kind wfio had 
done the grading. The facile argument had also been brought 
forward : •“ Are we to assume that the only mistakes are under- 
grading ? If there was a review, might it not result in down- 
grading as well as upgrading ? ” The Ministry had stated that 
they would arrange for a review in two years’ time. 

After some further discussion it was agreed unanimously: 

. That in view of the widespread dissatisfaction reported to it as a 
result of the grading of those on hospital staffs on the appointed day. 
this Council expresses its strong approval of the action of the Joint 
Committee in pressing for an early review of the grading of such 
practitioners by new committees appointed for the purpose at the 
earliest possible date. 

Part-time 'Work for Local Authorities 

Dr. J.'A. Gorsky presented a report from the Joint Com- 
mittee (representing the Central Consultants and Specialists. 
Private Practice, and Public Health Committees) on a national 
agreement for fees for part-time work under local authorities. 
The report set out the original B.M.A. proposals for certain 
services, the original local authority offer, and the agreed fee. 
Dr. Gorsky said that they had got from the associations of 
local authorities almost all they had asked for, and their recep- 
tion by the local authorities had been very cordial, but at the 
final meeting they were informed that the Minister had placed 
a veto on the date on which the national agreement might 
come into operation. 

Dr. R. H. H. Jolly said that they had got 90% of what they 
originally asked for. 

Dr. 'Vaughan Jones said that it would seem that the principle 
of sessional fee payment by hours for medical officers visit- 
ing establishments maintained by local authorities had been 
accepted. He complained that the scale of sessional fees agreed 
by the Council as recently as last June for industrial medical 
officers should have been departed from. This was likely to 
prejudice negotiations in other quarters. It was all very well 
to say that this was a national agreement and that there must 
be sacrifice, but why choose this particular victim ? 

Dr. Wand said that when the operative date for the agree-, 
ment came into force it would be open to either side, one year 
from the commencement of the agreement, by giving three 
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The Council learned with particular pleasure that, on the 
previous day the mother of Dr. Dain had celebrated her 
hundredth birthday. A message of congratulations and good 
wishes was sent from the Council. 


THE BRITISH MEDICAL GUU.D 

A meeting of the Board of Trustees of the British Medical 
Guild was held at B.M.A. House on the day of the Council 
meeting, November 16. Dr. E. A. Gregg was elected chair- 
man of the Board and Dr. Frank Gray treasurer. 

Dr. Hill (Secretary) gave an oral report on behalf of the 
executive committee. The Central Consultants and Specialists 
Committee had decided to establish a separate fund comparable 
to the National Insurance Defence Fund. The Society of 
Medical Officers of Health, while expressing sympathy with 
the general objects of the Guild, had decided not to establish a 
separate collecting machinery ; it would advise members of 
the public health service to contribute directly to the Guild. 
The executive committee, faced with this situation, thought it 
would be wise, before finally deciding on the method of direct 
contributions, to consult with the Society of Medical Officers 
of Health with a view to the possibility of their falling into line 
with the other two main sections of the profession in themselves 
establishing a collecting fund from which contributions would 
go to the Guild. It was realized that the decision taken by the 
Central Consultants and Specialists Committee was one of some 
importance — namely, to collect their own money, in the same 
way as general practitioners had done in the former National 
Insurance Service and were now doing, no less well, in the 
National Health Service. The dccidon taken by the consultants 
and specialists might lead the committee to bring forward 
proposals for augmenting the trustees for the purpose of 
distributing the money. 

The executive committee had finally instructed the office to 
prepare a draft memorandum on the subject of local organiza- 
tion for its consideration at the next meeting, and later it pro- 
posed to secure the establishment, at meetings of the profession 
called for that purpose, of local committees. It proposed, in 
short, not to await a crisis, but to have machinery in readiness. 

Tlic Board gave authority for certain action with regard to 
the banking account, and the meeting ended. 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization ; 

Metropolitan Borough Councils. — Fulham, Hackney, Poplar. 
Non-County Borough Councils. — Dartford, Wallsend. 

Urban District Councils. — Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldcsley. 


Medical Ethics 


Lay Hypnotists 

The question has recently been asked whether a registered 
medical practitioner may properly associate in his practice with 
a lay hypnotist. To do so would amount to “covering”; it 
would therefore be unethical and infringe the Warning Notice 
of the General Medical Council. Association with certain 
auxiliary workers without medical qualifications — for example, 
physiotherapists — is in order because they work under the 
supervision of a registered practitioner, but when a lay hypnotist 
1 $ employed the treatment is entirely in his ha’ads; 


FELLOWSHIP FOR FREEDOM IN 
MEDICINE 

PROPOSALS TO AMEND ACT 

The first annual meeting of the Fellowship for Freedom in 
Medicine was held at Caxton Hall, Westminster, on November 
19. Lord Horder, who presided, said that the membership now 
stood at 2,940 ; there had been an average accession of 25 
members a week since the last general meeting in February. 
Members had been enlisted fn Australia, New Zealand, South 
Africa, and other Dominions. Eight resignations had been 
received. 

Close relations had been formed with the French Association 
for the Defence of Free Medicine. From the American 
Medical Association we had received an expression of good 
wishes. A cheque accompanied a cordial letter, which was read, 
from the president of the Association of American Physicians 
and Surgeons. Another letter was from the chairman of the 
Medical Society in Madison County, Indiana, congratulating 
the Fellowship on “ its noble stand for freedom,” and enclosing 
a cheque for £50. 

Lord Horder went on to say that when the Fellowship started 
he had said he saw in it the possible nucleus of a body whidi 
might at long last achieve the unity of the profession. TTiat was 
an ambition which had not ceased to animate him. The body 
which might have been expected to be a shield against 
State domination of medicine had dissipated its powers. On 
the one hand it had formed autonomous committees which had 
power to negotiate with the Minister individually without any 
reference to the controlling body of the B.M.A.— namely, 
the Representative Meeting; and, on the other, it had set 
up a ghost of itself called a Guild, in tlie illusion that it would 
afford a legal cover. 

Meanwhile things were happening. The Minister had staled 
in the recent debate on the amending Bill that if the 5% of 
patients who still went to private doctors increased it would 
soon sabotage the Act. “ It looks to • me," declared Lord 
Horder, “as though we have only to wait a little to see the 
Minister sabotage the Act himself." When he had warned the 
profession that under the Act the Minister could by regulation 
doctor the patients from Whitehall he was thought to be an 
alarmist. But a recent order i.ssued to a hospital stated: “The 
use of penicillin in this hospital must -be cut down as it is so i 
expensive." 

The Rights of the Practitioner 

Dr. A. C. E. Breach, chairman of a committee of the Fellow- 
ship which has been considering changes in the Act which should 
form the substance of an amending Bill, said the first thing was 
to preserve private practice on a broad basis as an alternative 
to the complete control of medicine by the State. Two 
methods commended themselves to the committee. Everyone 
should have the choice between (1) remaining in the Service 
but receiving a grant-in-aid from the State if electing to occupy 
a private hospital bed, together with free provision of drugs and 
certain appliances, and (2) opting out of the Service and receiving 
a refund from the State, based upon the pro rata cost of the 
Service, to enable him to make a private contract for his medical 
needs. This principle was endorsed by the meeting and the , 
committee was requested to pursue its work on these lines. 

The next matter was ownership of goodwill. The committee 
recommended an amendment to give doctors now and in the 
future the option to recover ownership or to build up anew the 
goodwill of their practices, private or State. This would involve 
repayment of. any compensation already received and restora- 
tion of the right to sell and buy. Dr. Breach said that if only 
10% of practitioners availed themselves of such option the 
monopoly would be effectively broken. 

The meeting approved the principle, the committee to go 
.ahead in framing amendments to recover ownership of goodwill. 

Powers of the Minister 

Dr. Breach said that in the report of the committee there was 
fully set out what “ this autocrat and his successors " might do. 

It seemed at first that nothing short of repeal of the Act would 
serve, but a careful study had suggested certain changes to curb 
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arises is, Now that the task of final disbursement is being 
approached “in the light of the amounts of money still avail- 
able in the Special Inducement Fund, and of all factors govern- 
ing the cases,” will the “means test” still be applied ? 

At any rate, as a preliminary to this final allocation the 
Minister has asked his executive councils for detailed particulars 
of the applicants’ professional income from all sources. Why"? 
And what are the implications ? 

The Spens Report has recognized that “ any satisfactory 
system of remuneration must involve difiCerentiation dependent 
on ability and effort.” But a doctor may choose (or have the 
choice thrust upon him by his location) to direct his ability and 
effort into not one but two channels. He may have, say, a 
comparatively small general practice “in a sparsely populated 
rural area ” and also be a part-time specialist at a small local 
hospital — perhaps the only man available in that specialty for 
30 or 40 miles around. 

Let it be agreed that his practice is “necessary.” By virtue 
of his agreement with the local executive council he contracts 
to furnish a defined range of general medical services to all the 
persons on his panel. By virtue of that contract, also, he is 
in return entitled to a defined range of remuneration. In his 
case that entitlement includes not only capitation fees and 
mileage but an “ inducement ” grant. 

In that event, is he to be told, “ Oh yes; you are entitled to 
£200 inducement grant, and you are meeting alt your commit- 
ments in your general practice. But you are making £400 out 
of your specialty. Subsidize your general practice out of that.” 

Or to put it in another way ; if the doctor in the case con- 
sidered chooses to spend his surplus time as leisure in the 
“ local ” or on the golf links, will he not then get his induce- 
ment payment 1 But if he spends his surplus time in the pursuit 
of a specialty, useful to his locality, will that inducement grant 
then be denied to him ? 

Again, would it not be against the whole trend of public 
policy to discriminate against “ earned ” income ? Mr. Bevan 
has expressed his view (rightly) that in assessing eligibility for 
“ basic salary ” the private means of the applicant should be 
disregarded ; and presumably this would hold good also in 
awarding “ inducement ” grants. If our doctor, therefore, had 
a large private income from investments (or, say, from farming) 
he would still get his inducement grant on his “ sparsely popu- 
lated rural practice with a small list.” Surely a fortiori earned 
medical income from sources outside his general medical 
practice should not be counted unto him for unrighteousness. 

Wliat are the ethics of a “ means test ” ? That question was 
answered by the Minister himself in the Daily Express of 
.\pril 24, 1937, in an article entitled ‘‘Will Nobody Listen ? 

“ The effect of the means test,” Mr. Aneurin Bevan wrote then, 
“ is to cheat its victims of the full benefit of such employment 
as they can get.” 

Will Mr. Bevan himself listen now and act upon his 
convictions ? — I am, etc., 

Ciynderwen. Pcmbs. E. ROLAND WILLIAMS. 

Liability in Law 

Sir. — The Times of October 27 contains a report of Lord 
’ ■‘■tice Denning’s third lecture on “ Freedom under the Law,” 

the course of which he is reported to have said that if 

•tors and dentists under the National Health Service injured 
■ 'Cir patients through negligence the State would be liable to 
pay damages. 

My contacts with medical men and lawyers lead me to think 
that the learned Lord Justice’s observations are being mis- 
interpreted by many members of the medical profession and 
are receiving a far wider construction than they can properly 
bear. It is wrongly assumed that a liability in the State to pay 
damages means an exclusive liability, and that the doctor or 
dentist, being relieved by the State from the personal liability 
which would otherwise attach to him in case of negligence, 
need no longer take the precautions which have hitherto been 
customary to guard himself against the risk of being sued for 
damages. 

1 therefore desire to emphasize that, although in some cases 
there may well be a liability in the State, the doctor or dentist 
himself is also liable to be sued and probably will be sued 


concurrently, since the plaintiff gains certain technical advantage 
in having him as a defendant. 

Unhappily the matter does not stop there, because the 
Ministry of Health have declared it to be their policy that 
hospital boards should, if it is sought to make them .liable for 
negligent acts of a doctor, take such steps as are open to them 
under the Law Reform (Married Women and Tortfeasors) Act, 
1935, to obtain a contribution from the doctor in respect of 
damages that may be recovered. (Under the Act such contribu- 
tion may amount to a complete indemnity.) Whatever may be 
said for or against this policy, , it is evident that common 
prudence demands in even greater measure than heretofore that 
medical and other practitioners, whether belonging to the whole- 
time staff of a hospital or otherwise engaged in the National 
Health Service, should' guard themselves against the risks, both 
in respect of damages and costs, of actions for negligence. The' 
professional man, whose reputation may be at stake, cannot 
safely rely for his defence upon a hospital board, whose 
interests will conflict with his own. Not only does the State 
not relieve him of the burden of liability in such cases, but it 
now seems likely to assume the role of an assailant. 

This is not the. place to' discuss whether Lord Justice 
Denning’s extra-judicial observations as reported were intended 
to refer to all doctors and dentists engaged in the National 
Health Service, including general practitioners, or whether they 
are directed only to such doctors and dentists as are employed 
under a contract of service. It may well be that the narrower 
interpretation is the correct one, but that is a matter which may 
hereafter fall to be determined by the courts. — I am, etc., 
London, W.C.2. ALISTAIR FRENCH, 

Secretary. Medical Protection Society, 

Sir, — W e have frequently been told that practitioners in the 
N.H.S. are not Civil Servants. Yet in discussing the Crown 
Proceedings Act, 1947, in his recent book Freedom under the 
Law (at p. 74) Lord Justice Denning states: “It certainly 
means that if doctors and dentists under the National Health 
Service do their work negligently so that their patients are 
injured, the State is liable to pay damages.” 

This presumably means that the fund out of which N.H.S. 
practitioners are paid is one coming within the scope of 
Section 2 (6) of the Crown Proceedings Act, and that hence 
such a practitioner is “ an officer of the Crown.” 

Unless the learned Lord Justice has nodded,, any further 
arguments as to whether doctors should become Civil Servants 
would appear to be within the class of the proverbial behaviour 
with respect to the stable door. — I am, etc., 

Chesier. E. M. BiSKE. 

Cost of Sutures 

Sir, — In view of the decision that the packing of multiple 
sterile sutures be prohibited, individual ampoules only of suture 
material are obtainable. The cost of these is at least 2s. These 
are not obtainable on prescription form E.C.IO. 

One has, therefore, the doubtful privilege of paying 2s. or 
more for each wound sutured. Until such supplies are avail- 
able under the N.H.S. we are compelled financially to refer alL 
such cases to hospital. — ^We are, etc., 

D. St. J. Bowie. D. M. Dean. 

A. B. Dummere. E. Fogarty. 

C. R. F. Hewlett. J. V. Horgan. 

T. O. Hutton. J. H. Eumphris. 

Kine’s Lynn. Norfolk. A. G. LeaKEY. P. Q. M. SpAIGHT. 

Representation of Hospital Medical Staffs 

Sir, — The chairman of the Central Consultants and Specialists- 
Committee in his letter (Supplement, November 5, p. 206)- 
and in his remarks as reported (Supplement, November 12, 
p. 212) missed, in his anxiety to defend the Joint Committee, 
the chief point of our letter in the Supplement of October 22 
(p. 185), which was published as the only means available in 
the time allowed of informing other regional committees and 
individual specialists of the position. 

Our letter made the point that the staff side of the Specialist 
Whitley Council, which will be the permanent body for settle- . 
ment of disputes or alterations of terms of service, to be effective-- 
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and acceptable and to accord with the meaning of a Whitley 
Council should be democratically elected from the hospital 
medical staffs of the country. This assertion of an obvious and 
practical point of democratic principle, which would be realized 
if the Central Committee, a properly representative body, were 
to act in appointing and instructing the staff members of the 
Whitley Council, has not been refuted. The Central Com- 
mittee, however, has now by implication confirmed its agree- 
ment with the expeslient of the ad hoc Joint Committee acting 
in this way. The Western Area Regional Committee remains 
dissatisfied with this position, but in view of the decision of the 
Central Committee will determine its attitude after reference 
to its constituents. — We are. etc.. 

C. B. S. Fuller. 

' Quirnuo. 

N. Ross Smith. 

xainz Hon. Secretory 

S W . .Mciropoliion (Western .vrcoi Rcsranol 
Consuttancs anJ Sneciajisla Committee 

Whole-time Posts 

SiK. — I should like to draw attention to the fact that almost 
a!} advertisements of vacancies for palbologists specify the posts 
as whole-time. This may be a precedent which svill later apply 
to other specialties. In any case it seems not unreasonable to 
suggest that pathologists should have the same treatment as 
other specialists in the National Health Service. — I am, etc., 

W’plvcrbampion. MsRSHSLL. 


Mileage Rate and Basic Salary 

Sir. — Various committees are in a very difficult position in 
determining who shall and shall not receive the basic salary. 
It would appear probable that all rural practitioners have a 
valid claim to this salary, while urban practitioners have not. 
It is the borderline cases which must cause most difficulty and 
most criticism. It seems to me that in the case of all practi- 
tioners in established practices the basic salary could be, and 
should be, dispensed with, and the difference in earnings be 
adjusted by the mileage rate alone. 

This would automatically adjust the salaries of those whose 
practices are partly rural and partly urban or wholly the one 
or the other. This would necessitate an adjustment of the 
mileage rate to make the payment under this head sufficient 
to balance the possible earnings of rural and urban practitioners. 

1 can see no possible objection to such a scheme, but the 
question of how much work is involved in attending a given 
number of patients in either type of practice would have to be 
determined. In this connexion I may mention that in my 
practice (a purely rural one) 1 have almost exactly twice as 
many mileage units as I have patients, and, as the unit is worth 
approximately Is. 5id., I receive 2s. lid. per patient in addi- 
tion to the capitation fee. Thus if the capitation rate is 17s. 
I should be capable of attending approximately 85% of the 
number of patients which could be attended by an urban doctor 
doing the same amount of work ; so that if the urban doctor 
can attend 4,000 patients I should be able to attend 3,400 
patients, which would manifestly be an impassible task.’ 

It may be contended that the urban doctor can attend effici- 
ently and with reasonable leisure for himself only 3.000 patients, 
in which case I should have to attend 2,550 to make the same 
income. But even this is far too many, and I would contend 
that a doctor in a rural practice such as mine could not possibly 
attend more than 2,000 patients and would then be working as 
hard as or harder than an urban doctor attending 3,000. If this 
proportion 2,000:3,000 be accepted, it will be seen that 1 
ought to receive in mileage payments 8s. 6d. per patient (4s. 3d. 
per unit) in order to be on a par with the urban doctor ([2 OOOx 
I7s.]+[2,000 x 2 x 4s. 3d.]=£2,550) and (3,000x17s. =£2,550). 

If on the other hand it is considered better to continue with 
the allocation of basic salaries as at present, then on a ^ OOO- 
3,000 basis a doctor in a rural district like this would receive 
for attending 2,000 patients £1,757 3s. (£300-}- [2 000 -^s x 
I7s.]) while the urban doctor with 3,000 patients would receive 
£2,550 (3.000X17S.). The mileage unit in such a case (S two 
units per patient) would have to be about 3s. Hid. to equalize 


- I submit there is a case for a considerable increase in the 
mileage rate whether or not it is coupled with the abolition of 
basic salaries to those established in practice, and that the fore- 
going gives a fair method of estimation of what this increase 
should he.— I am, etc.. 


O.Vhm/vn.l V/srtre 


F T riBn 


Superannuation and Partnership Shares 

Sir.— I feel there must be many general practitioners working 
in partnership who since the N.H.S. Act came into force have 
not instructed their executive councils to deduct superannuation 
contributions from the gross practice N.H.S. income in the 
same proportion as that in which the income from the practice 


is divided. 

Quite obviously two partners holding a half-share each in 
a practice should have the same amount deducted from them, 
accruing towards their eventual pension. At the moment the 
deductions are based on each individual cheque. Therefore a 
partner who by chance or design has signed the greater number 
of •• while cards " has the bigger pension asvaiting him, regard- 
iess of his practice share . — I am. etc.. 




V The N.H.S. remuneration of a general practitioner who 
is in partnership practice will be assessed for superannuation 
purposes on the basis of his share of the partnership, provided 
particulars of the partnership deed are disclosed to the executive 
council. — E d.. B.SfJ 


Eccentricities 

Sir, — N ot being a psychiatrist, 1 have been puzzled for some 
lime by the incomprehensible mental eccentricities of our 
administrators. 

The type who decided that a doctor’s fee for giving gas 
depends on the number of teeth the demist is dexterous enough 
to e.xtract I now place as an ordinary practical joker, though 
I have not yet laughed at his joke. But I cannot place the neo- 
statistician who decided that making a special intermediate 
certificate last three months instead of two would have any 
effect at all on the certification menace. Like Dr. Johnson. 
I can only attribute it to pure ignorance. 

Then again, there is the type who, while doubtless joining in 
the Ministerial consternation at the national drug bill, evidently 
cannot distinguish between dispensing and a sale over the 
counter, and so gives the chemist (who has my sympathy in 
other directions) 100% profit for selling an ounce of cotton- 
wool, and 1,000% profit when he sells 25 aspirins. Perhaps the 
fellow thinks the chemist makes the aspirins himself, singly? 

The type who decided that a doctor can pay for all the 
dressings and drugs used personally in a year for 2,000 patients 
out of £2 lOs. is pathetic ; but even he is not quite so divorced 
front reality as the one who wonders why children are not being 
vaccinated— when no one is being paid to do it. 

I regret I am not myself competent to treat these cases (much 
as I should like to try my hand at E.C.T.). but I do know a 
frightfully good mental hospital. — I am. etc., 

Ashcds). Surrey. W. EdwaRDS. 


ueocjuj rracnaoners' Kerauneradon 

public utterances by responsible’ men indicat 
that the gnm realities of our economic situation will becom 
parent to everyone during the course of the coming yeai 
Whatever the steps taken to avoid financial collap'se, a reduc 
‘“evitable. Bearing this in mind 
It seems tolly to allow the G.M.S. Committee to press forwari 

Report™ to implement the Spen 

w Ki^’ fc • ® 9f our money is to hi 

rifm! ' follows that a cut in our presen 

remunerauon becomes unavoidable. 

a- now allocated to the general practitioners hi 

divided ,n a more equitable manner. Hardship.'^due to aTmali 
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list and arising from factors outside the control and remedy of 
the affected doctor, should be relieved. 

To do this, I would suggest as a first measure that lists should 
be limited to 3,000, and payment withheld for any number in 
excess of this maximum. The balance thus accrued can be 
applied towards helping the less fortunate and also assisting 
newcomers to establish themselves in practice. 

This will go a long way towards securing a more even distri- 
bution of doctors, and by stimulating competition will ensure a 
reasonable standard of service to the general public. — I am, etc., 
Biakcney. Glos. , ASHTON. 


Sir, — I respectfully submit that there is no practical signifi- 
cance in the contention of your correspondent. Dr. W. A. H. 
Bell (Supplement, November 12, p. 213), that the demand for 
increase of salary of general practitioners is unjustified. 

In the first place, your correspondent appears completely to 
disregard the very great difference in the value of the pound 
sterlirg at the time -when (1922-37) he was a panel doctor 
and now when its value is in the region of 6s. Moreover, 
he argues from a false premise when, regarding private prac- 
tice, he asserts, “There is still quite a lot available.” This 
is simply not true, and his statement would certainly not bear 
unprejudiced investigation. 

I cannot, therefore,, see any point in this correspondent’s 
letter unless it be to please our present Minister of Health, 
pnd in that case why not write — not forgetting to send a copy 
to the Ministry — and suggest that doctors’ fees should be 
reduced ? There is nothing like being thorough. — I am, etc,, 

London. W.4. J- C- C. LaNGFORD. 


Sir, — ^This is undoubtedly not the most opportune time to 
ask for more money, but Dr. Bell (Supplement, November 12, 
p. 213) does not make it sufficiently clear in his letter that it is 
he, living in North London, who is satisfied. Obviously he is 
not sufficiently informed to speak for G.P.s as a whole. 

Many are more or less satisfied with their remuneration, but 
many others have had their incomes considerably reduced. In 
many areas private practice does not exist, and the posts of 
school medical officer, infant-welfare medical officer, etc., have 
been taken over by full-time men. 

Dr. Bell will not get much kudos by writing to the Minister, 
for I am sure Mr. Sevan thinks no better of the good boys 
than the bad ones. — I am, etc.. 


Kidderminster, Worcs, 


P. D. Griffiths. 


Sir,— I f it has taken Dr. W. A. H. Bell until September 4, 
1949, to learn from the Sunday Times that the B.M.A. is 
pressing for a higher remuneration for general practitioners, 
surely his membership of this Association, which he claims, 
cannot have been a very active one. If he had taken an occa- 
sional glance at the Journal over the past 18 months he would 
know that the adequate remuneration of general practitioners 
has been, and continues to be, one of the chief bones of conten- 
tion between the profession and the Minister. 

Some of Dr. Bell’s rural brethren would be very grateful 
to know of examples of the wide scope offered in part-time 
appointments (divisional police surgeons, industrial medical 
officers, etc.) which would apply in their districts. At the 
same time they would like to know how they could find time 
for such appointments at the. end of a long country round. 

No doubt there are some practitioners in industrial areas who 
are doing better under the new Act than previously. To suggest 
that for this reason we should all sit back and count our 
blessings is- to carry the philosophy of “ I’m all right — let the 
other man sink ” to an extreme. 

Unity in the profession is of paramount importance, and 
Dr. Bell’s letter will not help it. No doubt some sections of 
the popular press will exploit the letter as showing that general 
practitioners are being treated generously. The vast majority 
of us know otherwise, and will continue to press our case until 
all sections of the profession are able to feel as happy about 
the .-Vet as is Dr. Bell. — I am, etc., 
lew:,, suuci. J. P. Matthews. 


Association Notices ' 


PROP'OSED TEES-SIDE BRANCH 
Notice is hereby^ given by the Council to all concerned of a 
proposal that a new Tees-side Branch should be formed, con- 
sisting of the areas of the Cleveland, Darlington, Hartlepools, 
and Stockton Divisions of the present North of England 
Branch. 

Any member or body affected by this proposal and objecting 
thereto should write to the Secretary of the Association by 
December 24, 1949, stating the objection and the ground 
therefor. 


PROPOSED TRANSFER OF WESTMORLAND DIVISION 
FROM THE BORDER COUNTIES BRANCH TO 
THE NORTH LANCASHIRE BRANCH 


Notice is hereby given by the Council to all concerned of a 
proposal to transfer the area of the Westmorland Division from 
the Border Counties Branch to the North Lancashire Branch. 

Any member or body affected by this proposal and objecting 
thereto is requested to write to the Secretary of the Association 
by December 24, 1949, stating the objection and the ground 
therefor. 

Charles Hill, 

November 26, 1949. Secretary. 


25 Fri. 
29 Tues. 

29 Tues. 

30 Wed. 


1 Thurs. 
I Thurs. 
1 Thurs. 

1 Thurs. 

2 Fri. 

2 Fri. 

6 Tues. 

6 Tues. 

9 Fri. 

9 Fri. 

12 Mon. 
15 Thurs. 
19 Mon. 
22 Thurs. 


Diary of Central Meetings 

November 

Committee on Psychiatry and the Law, 2 p.m. 
Ethical Rules SubcommiUce, 2 p.m. 

Committee on Constitutional Position of Brandies 
Overseas, 2 p.m. 

Committee on the Postgraduate Education of Gene- 
ra! Practitioners (adjourned from November 9), 

10.30 a.m. 

December 

Planning Subcommittee of Occupational Health 
Committee, 11 a.m. 

Executive Subcommittee of the General Medical 
Services Committee, 11.15 a.m. _ 

Remuneration Subcommittee of Occupational Health 
Committee, 2 p.m. , 

Joint Committee of the BJV1.A. and the N.V.M.A.. 

2.30 p.m. 

Committee re Capital Punishment, 11.30 a.m. 
Colonies and Dependencies Committee, 2 pan. 
Proprietary Medicines Committee (Provisional). 
11 a.m. 

Orthopaedic Group Committee, 2 p.m. 

Medical War Relief Fund Committee, 2 p.m. 
Ophthalmic Group Commiuee, 2 p.m. '' 

Psychological Medicine Group Committee, 2 p.m. 
Journal Committee, 2 p.m. 

Armed Forces Committee, 2 p.m. 

Occupational Health Committee, 2 p.m. ■' 


Branch and Division Meetings to be Held 

Camberwell Division. — At 12, Asylum Road, London, S.E.. 
Tuesday, November 29. 8.30 p.m.. Dr. S. Oram: “The Management 
of Heart Cases during Pregnancy.” ’ 

Cleveland Division. — At Sparks Cafd Royal, Middlesbrough, 
Thursday, December 1, 7 for 7.15 p.m.. Supper followed by address 
by Dr. R. S. Bruce Pearson: “The Use of Antihistamine Drugs.” 

Isle of Wight Division, — At Royal National Hospital, Ventnor, 
Sunday, November 27, 3.30 p.m., lecture by Dr. A. K. Miller:^ 
“ Recent Advances in Treatment of Pulmonary Tuberculosis ” 
(illustrated by films). 

Lancaster Division. — At Lecture Theatre, the Storey Institute, 
Lancaster, Saturday, December 3, 8.15 p.m., general meeting: 

8.30 p.m., B.M.A. Lecture by Dr. Stanley Alstead: “Pharmacology 
as a Clinical Science.” 

Lewisham Division. — At Lewisham Hospital, High Street, 
London, S.E., Friday, December . 2, 8.30 p.m.. Dr. B. Cans : 
“ Children under School Age.” 

South-West Wales Division. — ^At St. David’s Hospital, 
Carmarthen, Sunday, November 27, 2.30 p.m., Annual B.M.A. 
Lecture by Mr. D. H. Patey : “ The Acute Abdomen.” 

Swansea Division. — At Brangwyn Hall, Swansea, Friday, Decem- 
ber 2, B.M.A. dinner-dance. 

West Down Division. — At Great Northern Hotel, Greenore, 
Thursday, December 1, 8.30 p.m., dinner. 
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CAN A SCIENTIFIC SOCIETY BE STABLE?* 
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BERTR.VND RUSSELL, O.M., F.R.S, 


I will begin with some explanation of the question with 
which I am concerned. I call a society “scientific” in 
the degree to which scientific knowledge, and technique 
based upon that knowledge, affects its daily life, its 
economics, and its political organization. This, of course, 
is a fnatter of degree. Science in its early stages had 
few social effects except upon the small number of learned 
men^who took an interest in it, but in recent times it has 
been transforming ordinary life with ever-increasing 
velocity. 

I am using the word “ stable ” as it is used in physics. 
A top is “ stable ” so long as it rotates with more than a 
certain speed ; then it becomes unstable and the top falls 
over. An atom which is not radioactive is “ stable ” until 
a nuclear physicist gets hold of it. A star is “ stable ” for 
millions of years, and then one day it explodes. It is 
in this sense that I wish to ask whether the kind of society 
that we are creating is “stable.” 

I want to emphasize that the question I am asking is 
purely factual, I am not considering whether it is better 
to be stab'e or to be unstable ; that is a question of values, 
and lies outside the scope of scientific discussion. I am 
asking whether, in fact, it is probable or improbable that 
society will persist in being scientific. If it does, it must 
almost inevitably grow progressively more and more 
scientific, since new knowledge will accumu.ate. If it does 
not, there may be either a gradual decay, like the cooling 
of the sun by radiation, or a violent transformation, like 
those that cause novae to appear in the heavens. The 
former wou'd show itself in e.xhaustion, the latter in 
revolution or unsuccessful war. 


The problem is extremely speculative, as appears when 
we consider the time scale. Astronomers tell us that in 
all likelihood the earth will remain habitable for very many 
millions of years Man has existed for about a million 
years. Therefore if all goes well his future should be 
immeasurably longer than his past. 

Science, as pure knosvledge, began about 2,500 years ago, 
but as a force affecting daily life it began much later— 
with gunpowder and the mariner’s compass. It did not 
begin to be a really powerful cause of social change until 
the industrial revolution, 150 years ago. To predict on 
the basis of such a very brief experience is evidently 
hazardous. All that can be done is to pick out certain 
aspects of the question with a view to causing awareness 
of dangers and possibilities. 

Broadly speaking, we are in the middle of a race between 
human skill as ' to means and human folly as to ends. 
Given sufficient folly as to ends, every increase in’ the skill 


•The Lloyd Roberts Lecture given at the Royal Society of 
Medicine, London, on November 29, 1949. ^ 


required to achieve them is to the bad. The human race 
has survived hitherto owing to ignorance and incom- 
petence ; but, given knowledge and competence combined 
with folly, there can be no certainty of survival. Know- 
ledge is power, but it is power for evil just as much as 
for good. It follows that, unless men increase in wisdom 
as much as in knowledge, increase of knowledge will be 
increase of sorrow. 


Causes of Instability 

Possible causes of instability may be grouped under three 
heads ; physical, biological, and psychological. I will 
begin with the physical causes. 

Physic.sl 

Both industry and agriculture, to a continually increasing 
degree, are carried on’ in ways that waste the world’s capital 
of natural resources. In agriculture this has always been 
the case since man first tilled the soil, except in places 
like the Nile 'Valley, where there were verv exceptional 
conditions. While population was sparse, people merely 
moved on when their former fields became unsatisfactory. 
Then it was found that corpses could be used as fertilizers, 
and human sacrifice became common. This had the double 
advantage of increasing the yield and diminishing the 
number of mouths to be fed ; nevertheless the method 
came to be frow.ned upon, and its place was taken by war. 
Wars, however, were not sufficiently destructive of human 
life to prevent the survivors from suffering, and the 
exhaustion of the soil has continued at a constantly 
increasing rate right down to our own day. At last the 
creation of the Dust Bowl in the United States compelled 
attention to the problem. It is now known what must be 
done if the world’s supply of food is not to diminish 
catastrophically. But whether what is necessary will be 
done is a very doubtful question. The demand for food 
is so insistent, and the immediate profit so great, that only 
a strong and intelligent government can enforce the 
required measures ; and in many parts of the world 
governments are not both strong and intePigent. 1 am for 
the present ignoring the population problem, which I shall 
consider presently. 

Raw materials, in the long run, present just as grave 
a problem as agriculture. Cornwall produced tin from 
Phoenician times until very lately ; now the tin of Cornwall 
is exhausted. Light-heartedly, the world contents' itself 
with observing that there is tin in Malaya, forgetting that 
that too will be used up presently. Sooner or later an 
easily accessible tin will have been used up. and the same 
is true of most raw materials. The most pressing, at the 
moment, is oil. Without oil a nation cannot, with otir 
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present techniques, prosper industrially or defend itself in 
war. The supply is being rapidly depleted, and will be 
used up even more swiftly in the wars that are to be 
expected for possession of such supplies as will remain. 
Of course I shall be told that atomic energy will replace 
oil as a source of power. But what will happen when all 
the available uranium and thorium have done their work 
of killing men and fishes ? 

The indisputable fact is that industry — and agriculture 
in so far as it uses artificial fertilizers — depends upon irre- 
placeable materials and sources of energy. No doubt 
science will discover new sources as the need arises, but 
this will involve a gradual decrease in the yield of a given 
amount of land and labour, and in any case is an essentially 
temporary expedient. The world has been living on capital, 
and so long as it remains industrial it must continue to 
do so. This is one inescapable though perhaps rather 
distant source of instability in a scientific society. 

Biological 

I come now to the biological aspects of our question. 
If we estimate the biological success of a species by its 
numbers it must be admitted that Man has been most 
remarkably successful. In his early days Man must have 
been a very rare species. His two great advantages — the 
capacity of using his hands to manipulate tools, and the 
power of transmitting experience and invention by means 
ofjanguage — are slowly cumulative: at first there were few 
tools and there was little knowledge to transmit ; moreover, 
no one knows at what stage language developed. How- 
ever that may be, there were three great advances by means 
of which the human population of the globe was increased. 
The first was the taming of the animals that became 
domestic ; the second was the adoption of agriculture ; and 
the third was the industrial revolution. By means of these 
three advances men have become enormously more numer- 
ous than any species of large wild mammal. Sheep and 
cattle owe their large numbers to human care ; as com- 
petitors with man large mammals have no chance, as 
appears from the virtual extinction of the buffalo. 

In addressing a medical audience, it is with trepidation 
that I advance my next thesis, which is this. Medicine 
cannot, except over a short period, increase the population 
of the world. No doubt if medicine in the fourteenth 
century had known how to combat the Black Death the 
population of Europe in the latter half of the fourteenth 
century would have been larger than it was. But the defi- 
ciency was soon made up to its Malthusian level by natural 
increase. In China, European and American medical 
missions do much to diminish the infant death rate ; the 
consequence is that more children die painfully of famine 
at the age of five or six. The benefit to mankind is very 
questionable. Except where the birth-rate is low the popu- 
lation in the long run depends upon the food supply and 
upon nothing else. In the Western world the fall in the 
birth rate has for the time being falsified Malthus’s doc- 
trine. But until lately this doctrine was true throughout 
the world, and it is still true in the densely populated 
countries of the East. 

What has science done to increase population ? In the 
first place, by machinery, fertilizers, and improved breeds 
it has increased the yield per acre and the yield per man- 
hour of labour. This is a direct effect. But there is another 
which is perhaps more important, at least for the moment. 
By improvement in means of transport it has become pos- 
sible for one region to produce an e.xcess of food while 
another produces an excess of industrial products or raw 
materials. This makes it possible — as for instance in our 


own country — for a region to contain a larger populatioa 
than its own food resources could support. Assuming fre« 
mobility of persons and goods, it is only necessary that 
the whole world should produce enough food for the popu- 
lation of the whole world, provided the regions of deficient 
food production have something to offer which the regions 
of surplus food production are willing to accept in exchange 
for food. But this condition is apt to fail in bad times 
In Russia, after the first world war, the peasants had just 
about the amount of food they wanted for themselves, and 
would not willingly part with any of it for the purchase of 
urban products. At that time, and again during the famine 
in the early ’30s, the urban population was kept alive only 
by the energetic use of armed force. In the famine, as 
a result of government action, millions of peasants died 
of starvation ; if the government had been neutral the 
(own-dwellers would have died. 

Such considerations point to a conclusion which, it seems 
to me, is too often ignored. Indhstry, except in so far as 
it ministers directly to the needs of agriculture, is a luxury: 
in bad times its products will be unsaleable, and only force 
directed against food-producers can keep industrial workers 
alive, and that only if very many food-producers are left 
to die. If bad times become common, it must be inferred 
that industry will dwindle and that the industrialization 
characteristic of the last 150 years will be rudely checked 

But bad times, you may say. are exceptional, and can 
be dealt with by exceptional methods. This has been more 
or less true during the honeymoon period of industrialism, 
but it will not remain true unless the increase of popula- 
tion can be enormously diminished. At present the popu- 
lation of the world is increasing at about 58,000 per diem, 
or about 20 millions per annum. War, so far, has had 
no very great efl'ect on this increase, which continued 
throughout each of the world wars. Until the last quarter 
of the nineteenth century this increase was more rapid in 
advanced countries than in backward ones, but now it is 
almost wholly confined to very poor countries. Of these, 
China and India are numerically the most important, while 
Russia is the most important in world politics. But I want, 
for the present, to confine myself, so far as I can, to 
biological considerations, leaving world politics on one side 

What is the inevitable result if the increase of popula- 
tion is not checked ? There must be a very general lower- 
ing of the standard of life in what are now prosperous 
countries. With that lowering there must go a great diminu- 
tion in the demand for industrial products. Detroit will 
have to give up making private cars, and confine itself to 
lorries. Such tilings as books, pianos, watches will become 
the rare luxuries of a few exceptionally powerful men— 
notably those who control the army and the police. In the 
end there will be a uniformity of misery, and the Malthusian 
law will reign unchecked. The world having been techni- 
cally unified, population will increase when world harvests 
are good, and diminish by starvation whenever they are 
bad. Most of the present urban and industrial centres will 
have become derelict, and their inhabitants, if still alive, 
will have reverted to the peasant hardships of their 
mediaeval ancestors. The world will have achieved a new 
stability, but at the cost of everything that gives value to 
human life. 

Are mere numbers so important that, for their sake, we 
should patiently permit such a state of affairs to come 
about ? Surely not. What, then, can we do ? Apart 
from certain deep-seated prejudices, the answer would be 
obvious. The nations which at present increase rapidly 
should be encouraged to adopt the methods by which, in 
the West, the increase of population has been checked 
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Educational propaganda, with government help, could 
achieve this result in a generation. There are, however, 
two powerful forces opposed to such a policy: one is 
religion, the other is nationalism. I think it is the duty 
af all who are capable of facing facts to realize, and to 
proclaim, that opposition to the spread of birth control, 
if successful, must inflict upon mankind the most appalling 
depth of misery and degradation, and that within another 
fifty years or so. 

I do not pretend that birth control is the only way in 
which population can be kept from increasing. There are 
others, which, one must suppose, opponents of birth con- 
trol would prefer. War, as I remarked a moment ago, 
nas hitherto been disappointing in this respect, but perhaps 
bacteriological war may prove more effective. If a Black 
Death could be spread throughout the world once in every 
generation survivors could procreate freely without making 
the world too full. There would be nothing in this to 
offend the consciences of the devout or to restrain the 
ambitions of nationalists. The state of affairs might be 
somewhat unpleasant, but what of that ? Really high- 
minded people are indifferent to happiness, especially other 
people's. However, I am wandering from the question of 
stability, to which I must return. 

There are three ways of securing a society that shall be 
stable as regards population. The first is that of birth 
control, the second that of infanticide or really destructive 
wars, and the third that of general misery except for a 
powerful minority. All these methods have been prac- 
tised : the first, for example, by the Australian aborigines ; 
the second by the Aztecs, the Spartans, and the rulers of 
Plato's Republic ; the third in the world as some Western 
internationalists hope to make it and in Soviet Russia. 
(It is not to be supposed that Indians and Chinese like 
starving, but they have to endure it because the armaments 
of the West are too strong for them.) Of these three, only 
birth control dvoids e,xtreme cruelty and unhappiness for 
the majority of human beings. Meanwhile, so long as there 
IS not a single world government there will be competi- 
tion for power among the different nations. And as 
increase of population brings the threat of famine national 
power will become more and more obviously the only way 
of avoiding starvation. There will therefore be blocs in 
which the hungry nations band together against those that 
are well fed. That is the explanation of the victory of 
communism in China. 

These considerations prove that a scientific world society 
cannot be stable unless there is a world government. 

It may be said, however, that this is a hasty conclusion. 
All that follows directly from what has been said is that, 
unless there is a world government which secures universal 
birth control, there must from time to time be great wars, 
m which the penalty of defeat is widespread death by 
starvation. That is exactly the present state of the world, 
and some may hold that there is no reason why it should 
not continue for centuries. I do not myself believe that 
this is possible. The two great wars that we have experi- 
enced have lowered the level of civilization in many parts 
of the world, and the next is pretty sure to achieve much 
more in this direction. Unless, at some stage, one power 
or group of powers emerges victorious and proceeds to 
establish a single government of the world with a monopoly 
of armed force, it is clear that the level of civilization must 
continually decline until scientific warfare becomes impos- 
sible — that is, until science is extinct. Reduced once 
more to bows and arrows. Homo sapiens might breathe 
again, and climb anew the dreary road to a similar futile 
culmination. ^ 


Bunsa 

MUJULll. Jouwuc 


The need for a world government, if the population prob- 
lem is to be solved in any humane manner, is completely 
evident on Darwinian principles. Given two groups, of 
which one has an increasing and the other a stationapt 
population, the one with the increasing population will 
foiher things being equal) in time become the stronger. 
After victory, it will cut down the food supply of the 
vanquished, of whom many svill die.* Therefore there will 
be a continually renewed victory of those nations that, 
from a world point of view, are unduly prolific. This is 
merely the modern form of the old struggle for existence 
And given scientific powers of destruction, a world which 
allows this struggle to continue cannot be stable. 


Psychological 

The psychological conditions of stability in a science 
society are to my mind quite as important as the physical 
and biological conditions, but they are much more difficult 
to discuss, because psychology is a less advanced science 
than either physics or biology. Nevertheless, let us make 
the attempt. 

The old rationalist psychology used to assume that if 
you showed a man quite clearly that a certain course of 
action would lead to disaster for himself he would probably 
avoid it. They also took for granted a will to live, except 
in a negligible minority. Chiefly as a result of psycho- 
analysis this Benthamite belief that most men pursue their 
own interest in a more or less reasonable way has not now 
the hold on informed opinion that it formerly had. But not 
very many people, among those concerned with politics, 
have applied modem psychology to the explanation of large- 
scale social phenomena. This is what I propose, with much 
diffidence, to attempt. 

Consider, as the most important illustration, the present 
drift towards a third world war. You are arguing, let us 
say, with an ordinary cheerful non-political and legally 
sane person. You point out to him what can be done b> 
atom bombs, what Russian occupation of Western Europe 
would mean in suffering and destruction of culture, what 
poverty and what regimentation would result even in the 
event of a fairly quick victory. All this he fully admits, 
but nevertheless you do not achieve the result for which 
you had hoped. You make his flesh creep, but he rather 
enjoys the sensation. You point out the disorganization to 
be expected, and he thinks : “ Well, anyhow, I shan't have 
to go to the office every morning.” You expatiate on the 
large number of civilian deaths that will take place, and 
while, in the top layer of his mind, he is duly horrified, 
there is a whisper in a deeper layer: “Perhaps I shall 
become a widower, and that might be not so bad.” And ' 
so, to your disgust, he takes refuge in archaic heroism, 
and exclaims; 


“ Blow wind ! come wrack ! 

At least we’ll die with harness on our back,” 


or whatever more prosaic equivalent he may prefer. 

Psychologically, there are two opposite maladies which 
have become so common as to be dominant factors in 
politics. One is rage, the other listlessness. The typical 
e.xample of the former was the mentality of the Nazis ; of 
the latter, the mentality in France which weakened r^is- 
tance to Germany before and during the war. In less acute 
forms these two maladies exist in other countries, and are. 


iome may thinic this statement unduly brutal. But if thev will 
newspapers of three or four years ago they will find 
letters saying that British labour Muld not 

m ^ ‘hat it wi preiMstero^s 

to suppose that a German needed more than 1,200 ealori^ ' 
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I think, intimately bound up with the regimentation- which 
is associated with industrialism. Rage causes nations to 
embark on enterprises that are practically certain to be 
injurious to themselves ; listlessness causes other nations to 
be careless in warding off' evils, and generally disinclined 
to undertake anything arduous. Both are the outcome of 
a deep malaise resulting from lack of harmony between 
disposition and mode of life. 

One cause of this malaise is the rapidity of change in 
material conditions. Savages suddenly subjected to Euro- 
pean restraints not infrequently die from inability to 
endure a life so different from what they have been accus- 
tomed to. When I was in Japan in 1921 I seemed to sense 
in the people with whom I talked, and in the faces of the 
people I met in the streets, a great nervous strain, of the sort 
likely to promote hysteria. I thought this came from the fact 
that deep-rooted unconscious expectations were adapted 
to old Japan, whereas the whole conscious life of town- 
dwellers was devoted to an effort to become as like 
Americans as possible. Such a maladjustment between the 
conscious and the unconscious was bound to produce dis- 
couragement or fury, according as the person concerned 
was less or more energetic. The same sort of thing happens 
wherever there is rapid industrialization ; it must have 
happened with considerable intensity in Russia. 

But even in a country like our own, where, industrialism 
is old, changes occur with a rapidity which is psycho- 
logically difficult. Consider what has happened during 
my lifetime. When I was a child telephones- were new 
and very rare. During my first visit to America I did not 
see a single motor-car. I was 39 when I first saw an aero- 
plane. Broadcasting and the cinema have made the life 
of the young profoundly different from what it was during 
my own youth. As for public life, when I first became 
politically conscious Gladstone and Disraeli still confronted 
each other amid Victorian solidities, the British Empire 
seemed eternal, a threat to British naval supremacy was 
unthinkable, the country was aristocratic and rich and 
growing richer, and Socialism v'-as regarded as the fad of 
a few disgruntled and disreputable foreigners. 

For an old man, with such a background, it is difficult to 
feel at home in a world of atomic" bombs, communism, and 
American supremacy. Experience, formerly a help in the 
acquisition of political sagacity, is now a positive hindrance, 
because it was acquired in such different conditions. It is 
now scarcely possible for a man to acquire slowly the sort 
of wisdom which in former times caused “ elders ” to be 
respected, because the lessons of experience become out of 
date as fast as they are learnt. Science, while it has 
enormously accelerated outward change, has not yet found 
any way of hastening psychological change, especially 
where the unconscious and subconscious are concerned. 
Few men’s unconscious feels at home except in conditions 
very similar to those which prevailed when they were 
children. 

Rapidity of change, however, is only one of the causes 
of psychological discontent. Another, perhaps more potent, 
is the increasing subordination of individuals to organi- 
zations, which, so far, has seemed to be an unavoidable 
feature of a scientific society. In a factory containing 
expensive plant, and depending upon the closely co- 
ordinated labour of many people, individual impulses 
must be completely controlled e.xcept by the men con- 
stituting the management. There is no possibility, in work- 
ing hours, of either adventure or idleness. And even out- 
side working hours the opportunities are few for most 
people. Getting from home to work and from work to 
home takes ume ; at the end of the day there is neither 


time nor money for anything very exciting. And what is 
true of workers in a factory is true,’ in a greater or less 
degree, of most people in a well-organized modern com- 
munity. Most people^ when they are no longer quite young, 
find themselves in a groove — ^like the man in the limerick, 

“ not a bus, not a bus, but a tram.” Energetic people 
become rebellious, quiet people become apathetic. War 
if it comes, offers an escape. I should like a Gallup poll 
on the question ; “ Are you more or less happy now thar 
during the war ? ” This question should be addressed tc 
both men and women. !• think it would be found that s 
very considerable percentage are less happy now than then 

This state of affairs presents a psychological problen 
which is too little considered by statesmen. It is hopeles: 
to construct schemes for preserving peace if most peopli 
would rather not preserve it. As they do not admit, am 
perhaps do not know, that they would prefer war, thei 
unconscious will lead them to prefer specious schemes tha 
are not likely to achieve their ostensible purpose. 

The difficulty of the problem arises from the high! 
organic character of modern communities, which make 
' each dependent upon all to a far greater degree than n 
pre-industrial times. This makes it necessary to restraii 
impulse more than was formerly necessary. But restrain 
of impulse, beyond a point, is very dangerous: it cause 
destructiveness, cruelty, and anarchic rebellion. There 
fore, if populations are not to rise up in a fury and destroy 
their own creations ways must be found of giving more 
scope for individuality than exists for most people in the 
modern world. A society is not stable unless it is on the 
whole satisfactory to the holders of power and the holder.'; 
of power are not exposed to the risk of successful revolu- 
tion. But it is also not stable if the holders of power 
embark upon rash adventures, such as those of the Kaiser 
and Hitler. These are the Scylla and Charybdis of the 
psychological problem, and to steer between them is not 
easy. Adventure, yes ; but not adventure inspired by 
destructive passions. 

Conclusions 

Let us now bring together the conclusions which resuli 
from our inquiry into the various kinds of conditions that 
a scientific society must fulfil if it is to be stable. 

First, as regards physical conditions. Soil and taw 
materials must not be used up so fast that scientific pro- 
gress cannot continually make good the loss 'by nieans of 
new inventions and discoveries. Scientific progress is there- 
fore a condition, not merely of social progress, but even 
of maintaining the degree of prosperity already achieved 
Given a stationary technique, the raw materials that it 
requires will be used up in no very long time. If raw 
materials are not to be used up too fast, there must not be 
free competition for their acquisition and use but an inter- 
national authority to ration them in such quantities as may 
from time to time seem compatible with continued industrial 
prosperity. And similar considerations apply to soil 
conservation. 

Second, as regards population. If there is not to be a 
permanent and increasing shortage of food, agriculture must 
be conducted by methods which are not wasteful of soil, 
and increase of population must not outrun the increase in 
food production rendered possible by technical improve- 
ments. At present neither condition is fulfilled. The popu- 
lation of the world is increasing, and its capacity for food 
production is diminishing. Such a state of affairs obviously 
cannot continue very long without producing a cataclysm. 

To deal with this problem it will be necessary to find 
ways of preventing an increase in world population. B 



Dec.„10, 1949 . VAGOTOMY FOR PEPTIC ULCER 


BiiruJi ■ 1317 

MtDlCU. laUKS*!. 


Absolute protection against the late development of jejunal 
ilcer has deterred us from using this very satisfactory 
■ombirfation more often. This fear is growing less, as we 
■ave continued to see completely successful results in fol- 
hving up the patients so treated. In cases where duodenal 
'rers have become large and callous or have penetrated 
'to adjacent organs, or where gross haemorrhage has 
;curred, we recommend vagotomy plus hemigastrectomy. 
This operation is very different from the high subtotal 
'■'rectomy now usually employed for duodenal ulcer, being 
Jier so mutilating nor so dangerous ; nor is it followed 
%e unpleasant small-stomach syndrome, the inability 
a proper meal, and the progressive weight loss now 
'immonly seen. 

'{^^is well known that, if only half the stomach is removed 
^*juodenal ulcer, stomal ulcer subsequently develops in 
“at one in ten patients (RienhofF, 1945). Such recur- 
M^es respond well to vagotomy, and its use for anasto- 
"tic ulcer has gained distinguished supporters in recent 
^Hrs (Allen, 1947 ; Maingot, 194S). In employing a com- 
iaation of vagotomy and hemigastrectomy in those 
^odenal ulcer cases unsuitable for vagotomy alone, it is 
f hope that the vagotomy will reduce the anastomotic 
Seer rate to a figure at least as low as that for subtotal 
gastrectomy, while avoiding the unsatisfactory sequelae and 
Teater mortality of the very high gastric resection. Vago- 
imy alone is a suitable operation for anastomotic ulcer 
,fter earlier gastro-enterostomy or gastrectomy in the 
lajority of cases, and has the advantage of being a much 
.ess serious or dangerous undertaking than any alternative 
-.rocedure available. 

‘■The vagi should not be divided in patients in whom at 
/^^larotomy no evidence of ulcer is found, unless this is 
'l.pberaiely undertaken for gross antral gastritis confirmed 
^oscopically and accompanied by bleeding, or for 
tio.rrence of severe symptoms after gastrojejunostomy or 
•'itrectomy when there is evidence of chronic jejunitis. 


several of these subjects were unsuitable. None the less, a 
number of those in whom we would now consider a com- 
bined operation to be indicated still show first-class results 
with vagotomy alone. 

Before we had become well practised at the operation 
we often failed to achieve complete denervation by the 
criteria of subsequent insulin tests. Dragsiedt, who with his 
associates has done over 500 vagus resections, still draws 
attention to the very great difficulty of recognizing and 
dividing every fibre of both vagi. However, though there 
were 22 incomplete divisions among our first 100 cases, we 
have seen only six positive insulin responses among the 
next 100, and none at all among the last 50. 

The results of these partial operations are altogether dif- 
ferent and essentially unpredictable, for, though the per- 
centage of failures is high, some of our most remarkable 
successes have been in this group, and the complications 
which sometimes follow vagotomy have been rare among 
them. 

Of the 131 cases submitted to vagotomy alone (Table II), 
nerve section is believed to have been complete in 105. 


Table It. — ReiuUs of Operations Performed Oier Six Months and 
Up to Fire Years Ago 
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Our series of vagal resections now numbers 215, 191 of 
them men and 24 women (Table I). Of these, 63 have 

Table 1.— Types of Operation 


I Operatioos 



oeen initially combined -with hemigastrectomy and 21 with 
gastro-enterostomy ; 20 have been undertaken for anasto- 
motic ulcer. The earliest was performed five years ago, 
and 65 of them, over two years ago. 

Vagotomy Alone 

Early in our series we used vagotomy alone for all 
duodenal ulcers and anastomotic ulcers except one or two 
with well-established pyloric stenosis. We now realize that 


Of these 105 probably complete vagotomies, 82 were for 
duodenal ulcer, 5 for combined duodenal and gastric ulcers, 
and 18 for anastomotic ulcers. Eleven cases of duodenal 
ulcer in which operation was performed less than six months 
ago, though satisfactory, have been excluded from analysis. 
In the remaining 71 duodenal ulcer cases in which vago- 
tomy is believed to have been complete and in which the 
operation was done over six months and up to five years 
ago, 54 operations (76%) have been entirely successful, 13 
have been only partially successful, and 4 have altogether 
failed to relieve symptoms. 

Of the four complete failures, one patient had pyloric 
stenosis and two others developed stenosis later. These 
three have been re-operated upon with success, two having 
bad hemigastrectomies and one a gastro-enterostomy. The 
fourth patient was relieved for only a few months by 
vagotomy and was then as bad as ever. At re-operation 
the large duodenal ulcer appeared to be soundly healed, 
and though a mass of scar tissue was present there was 
DO obvious .stenosis. Hemigastrectomy, was performed, but 
the patient is still only partially relieved of his symptoms. 

Of the 13 partial successes, one patient who had had a 
long history of severe pain and several haemorrhages was 
completely relieved' of symptoms. Nevertheless he had a 
further haematemesis twelve months later. On re-exploration 
be was found to have a healed duodenal ulcer and several 
superficial gastric erosions. There was also some stenosis 
of the pylorus with gastric retention. Five patients have 
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dyspepsia from time to time, though their symptoms are 
Qot so severe as those experienced before operation. ' There 
is no x-ray evidence of recurrence, and the symptoms are 
readily controlled by simple medical measures. Two 
patients have occasional vomiting but no other symptom. 
Three have attacks of colic relieved by passage of flatus 
or belching. Two have intermittent diarrhoea, and, though 
the earlier one has now been free from trouble for six 
months, it is too soon to say confidently that this symptom 
permanently settles sooner or later. 

The last of these 13 patients was operated upon two 
years ago for repeated haematemesis from a large but 
otherwise symptomless duodenal ulcer. Since operation 
he has not had another haemorrhage, but has not felt so 
well as before operation. We would not now submit such - 
a patient to vagotomy alone. 

Of the 26 patients in whom vagus resection was inadver- 
tently incomplete, eight have been altogether free from 
symptoms since operation, up to five years and an aver- 
age of three years ago. Five have been improved but are 
not symptomless and 12 have relapsed. Four of these have 
been submitted since to hemigastrectomy, one of them 
having a healed duodenal ulcer but a very large active 
gastric ulcer. Two others whose ulcers healed developed 
stenosis later and required gastro-enterostomy. Another 
has since had a massive haemorrhage from which he died. 

We do not recommend vagotomy for patients with gastric 
ulcer, as we hold that there is no sound rationale for 
vagotomy in this condition, nor have the results of others 
who use it been convincingly successful. 

Of the five cases of combined gastric and duodenal ulcer, 
three have been altogether cured for up to two years. In 
the other two cases the duodenal ulcers have healed, but 
the gastric ulcers continue to relapse. One of these has 
since been re-operated upon. However, it is possible to 
select certain patients with combined ulcers as suitable for 
vagotomy on the basis of the special investigations into 
secretion which we now make. By our present criteria 
neither of the two failures recorded in this group should 
have been vagotomized, for they both had long hypotonic 
stomachs showing no evidence of hyperacidity or excess of 
interdigestive secretion. '' 

Vagotomy plus Gastro-enterostomy 
Twenty-six patients with pyloric stenosis and active ulcers 
have had gastro-enterostomy with or after vagotomy, seven 
subsequently proving to have incomplete nerve section. A 
further 10 have had vagotomies for anastomotic ulcers 
after earlier gastro-enterostomy, so that there are 36 patients 
with this ultimate combination in the follow-up, which 
ranges, in their case, up to 4^ years. The only failure 
in this group has been due to the persistence of womiting 
in one patient in whom nerve section was incomplete. 
Three others, two of whom also had positive insulin 
responses after operation, have periods when they are not 
altogether symptom-free. We have not used vagotomy for 
patients with pyloric stenosis and healed ulcers. 

Vagotomy plus Hemigastrectomy 
Sixty-three patients with large callous or penetrating 
ulcers have had vagotomy plus hemigastrectomy, and 10 
have had vagotomies for recurrent ulcers after earlier gas- 
trectomy. A further 10 patients have had gastrectomies 
later for the failures after vagotomy described above — one 
for a gastric ulcer which did not heal, one for haemorrhage 
from gastric erosions, four for pyloric stenosis, and four 
who relapsed after incomplete vagotomy. In all, 83 have 


had gastric and vagal resection. The follow-up of this 
group is relatively short, only the earliest having been 
operated on more than two years ago. So far the results 
on the whole have been very satisfactory, though one 
patient who had had two partial gastrectomies and two 
other operations for ulcer before he came to us was not . 
much benefited by vagotomy. Six other patients continue 
to have intermittent symptoms less troublesome than their 
earlier ulcer distress. No case of anastomotic ulcer has 
yet been seen. 

Other Effects of Vagotomy 

Vagus section has had the unexpected effect of relieving 
constipation. Of the patients in the series 50% complained 
of chronic constipation, a.nd 90% of these have developed 
regular habits since operation. In two patients constipation 
has returned after a few months of initial relief. Diar- 
rhoea lasting one week or sometimes two weeks has 
occurred in several patients, but in only four (under 2%) 
has it persisted for longer or been really troublesome, and 
these patients consider themselves better off than before the 
operation. 

Gain in weight over the immediate pre-operative level 
has averaged 5 lb. (2.27 kg.) in the first six months after 
vagus resection alone. After vagotomy plus hemigastrec- 
tomy it has averaged 4^ lb. (2 kg.) in the same period 
This compares very favourably with the weight charts seen 
after subtotal gastrectomy (Johnson, 1948b). 

Two patients who had suffered for several years from 
pulmonary tuberculosis as well as duodenal ulcer were oper- 
ated upon at the request of their physicians because their 
nutrition could not be maintained at a satisfactory level 
for combating their infection. One has gained 14 lb 
(6.35 kg.) in three months and the other 16 lb. (7.25 kg.) 
in 12 months since operation. 

Complications . — The complications specific to vagotomy 
are nearly always mild and transitory, but are of special 
interest owing to the difficulty of explaining them on physio- 
logical grounds. Some patients notice that the stomach and 
bowel contain an excessive amount of wind, causing fre- 
quent eructation and passage of flatus, and occasionally 
giving rise to bowel colic. This condition, in our experi- 
ence, has nearly always settled in a few months. If patients 
are closely questioned many will admit having had several 
sudden attacks of weakness, sometimes accompanied by 
sweating and trembling, and lasting twenty minutes, during 
the first few weeks after operation. In three or four cases 
these attacks have persisted, occurring about once a week, 
usually about 3 or 4 p.m., and often after heavy exercise 
They were accompanied by low blood-sugar levels in two 
patients tested during attacks (Johnson, 1948b). Hypo- 
glycaemia is a condition to which duodenal ulcer patients 
have/a tendency without operation. 

Mortality 

There has been no death from vagotomy alone in this 
series (Table III). One elderly patient died from retention 


Table 111.— Mortality 



No. 

Deaths 

Mortality 

(%) 

Vagotomy alone 

131 

0 

0 

Combined operations: Vagotomy plus , 
gastrectomy or gastro-enterostomy . . , 

Re-operations.. .. .. .. •• 

(Gastrectomy, 10; gastro-enterostomy, 5 ; 
for duodenal fistula, 1) 

84 

16 

1 ' 
I 

1-2 

6-2 

\ 

All operations 

231 

2. 
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of urine and uraemia following a combined hemigastrec- 
tomy and vagotomy, and a second died from an operation 
tor closure of a duodenal fistula which developed after a 
difficult Billrpth 1 gastrectomy with which vagotomy had 
also been combined. The overall mortality during the 
surgical' treatment of these 215 patients has therefore been 
under 1%. 

Commentary 

The results of the investigations here recorded represent 
rtve years of study. During the first year little success 
was achieved beyond the development of a technique for 
complete vagus nerve section from below the diaphragm. 

The percentage of failures among the early cases was 
high, but as the technique improved the proportion of 
incomplete vagotomies decreased, as did the proportion of 
failures. .During the second and third years close follow- 
ups revealed the limitations of vagus resection as a thera- 
peutic procedure in the treatment of duodenal ulcer, and 
some of the complications of vagotomy were recognized. 
Drainage operations were avoided at first, except when 
gross organic stenosis made it obligatory, until the effects 
of vagotomy alone had been studied. The observations 
made in this second period showed beyond question that 
complete vagotomy resulted in a marked fall in free acid, 
and that the low acid level was maintained in patients 
submitted to repeated secretion tests over a period of two 
years ; but it also showed that in spite of a marked fall 
in free-acid level 25% of patients continued to complain 
of ulcer symptoms or suffered from recurrence after an 
initial period of well-being. Furthermore, it was noted that 
while 75% of vagotomized patients remained free from 
ulcer symptoms, certain side-effects of an unpleasant nature 
were apt to appear. 

During the third and tourth years of study an analysis 
of good and bad results suggested that some of those who 
had been subjected to vagotomy were unsuitable subjects 
and that others presented too complicated a picture to be 
dealt with adequately by vagotomy alone, and combined 
operations were undertaken, such as vagotomy plus gastric 
resection or gastro-enterostomy. 

The remaiiung period has confirmed that early uncom- 
plicated cases of duodenal ulcer associated with high inter- 
digestive secretion of free add may be expected to obtain 
lasting benefit from vagotomy alone. For patients with a 
history of haemorrhage, perforation, scarring or deep crater 
formation — in other words, those most often presented to 
the surgeon — ^more radical operations ate indicated. The 
■ results of these combined operations have been most grati- 
fying, and the substitution of partial for high subtotal 
gastrectomy has done much to lower the post-operative 
morbidity and mortality of ulcer surgery. 

Though resection plus vagotomy is the operation of 
choice at the moment, a prolonged follow-up of those 
patients who have had vagotomy plus gastro-enterostomy 
may prove that this is an adequate procedure with a mini- 
raal risk of stomal ulcer. Until this can be established 
beyond doubt, however, resection plus vagotomy must 
continue to be favoure^. The scope of the resection is 
limited to removal of the ulcerated portion of the 
duodenum and enough of the pyloric half of the stomach 
to eliminate the secretory hormone element. 

Summary 

series of 215 patients submitted to vagoiomy over the last 
live years is reported. The results are satisfactory provided 
that the cases are skilfully selected and section of the nerves 
is complete. For large penetrating ulcers hetnigastrectomy plus 


vagotomy has been tried, with, so far, promising results and 
avoidance of the " small-stomach syndrome ” now becoming so 
common. 

Despite our earlier feats, gastro-enterostomy plus vagotornj 
has continued to give e.xcellcnt results in the small group in 
which it has been used. 

The results of inadvertently incomplete vagotomy are vari- 
able and unsatisfactory, and only in the later part of our series 
did our technique become reliable in this respect 
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Of the many attempts which have been made to prolong 
the action of penicillin the most successful up to the 
present time have involved the use of the insoluble salt 
formed by combining penicillin G and procaine. By the 
use of this salt in fine suspension in arachis oil it has been 
claimed that bacteriostatic levels of penicillin in the blood 
can^be maintained for 24 hours. While there is no doubt 
that in many cases this claim is jusU'fied, we have found in 
common with other observers (Emery, Stewart, and Stone, 
1949) that the litre in the blood at 24 hours is very variable 
and often falls below the usually accepted minimum 
bacteriostatic level. 

The retarding effect of aluminium stearate on the 
absorption of procaine penicillin has been pointed out by 
Buckwalter and Dickison (1948). The aluminium ester, 
which is a water-repellent, seems to produce a unimoleculat 
envelope over the crystals and to delay their absorption 
Observations on this preparation have been reported by- 
Thomas, Lyons, Romaiisfcy, Rein, and Kitchen (1948), who 
found that a single injection of procaine penicillin in 
arachis oil with 2% (w/v) aluminium stearate maintained 
effective blood concentrations over a longer period than 
sitTiilar preparations without aluminium stearate. Robinson, 
Hirsh, Milloff, and Dowling (1948), using a similar prepara- 
tion, found that the majority of cases had assayable blood 
levels after 24 hours and that one-third had assayable levels 
after 48 hours. 

In this country Young, Andrews, and Montgomery 
(1949) have estimated the penicillin blood level after injec- 
tion of procaine penicillin in oil svith aluminium stearate. 
Estimations were made in dS cases at 24-hour intervals 
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after a single injection of 300,000 units and in four cases 
at four-hour intervals. The effect of aluminium stearate 
in delaying absorption was confirmed. Eight patients 
received a single injection of 2,000,000 units of this pre- 
paration of procaine penicillin. This large dosage was 
tolerated well, and the indication is that very high blood 
levels can be obtained without incurring toxic effects from 
the large amount of procaine which must necessarily . be 
administered at the same time. The prolongation of the 
effect of procaine penicillin by aluminium stearate has 
also been studied in children by Emery, Rose, Stewart, and 
Wayne (1949), who confirmed the advantage of the pre- 
paration over simple procaine penicillin suspensions in 
arachis oil. 

The importance of particle size in prolonging the effect 
of procaine penicillin has been emphasized by Welch, 
Hirsh, Taggart, and Smith (1947). Thomas et al. 0948) 
likewise found that with preparations containing aluminium 
stearate the greatest prolongation was obtained where 95% 
of the particles were under 5 p. in diarheter. On the' other 
hand. Young et al. (1949) used preparations with a particle 
size of 5-20 with satisfactory . results, and state that 
adequate blood levels were obtained with coarse particles 
of 60 p,, although such preparations tended to clog 
needles. 

We have studied the penicillin blood levels in adults after 
standard doses of 300,000 units and 600,000 units of pro- 
caine penicillin in arachis oil with 2% aluminium stearate. 
Our estimations were carried out at relatively "frequent 
intervals during the first 24 hours, and the blood levels 
were compared with those obtained after 600,000 units of 
penicillin in aqueous solution. We have also investigated 
the penicillin blood levels after daily injections of 600,000 
units of the oily preparations, and in these observations 
preparations containing three different sizes of particle have 
been used. 

Method and Results 

Serum penicillin levels were estimated by dilutions in 
phenol-red-glucose-serum medium (May, Voureka, and 
Fleming, 1947) which were inoculated with Streptococcus 
pyogenes and compared with similarly inoculated dilutions 
of standard penicillin in the same medium. Injections were 
given to ward patients and to volunteers. Except in Cases 
4, 9, 11, and 12 (see Tables I and 11), to which atteritioh 
will be drawn, we had no reason to think that the condition 
from which the patient was suffering would affect the blood 
levels reached. 

Ten patients were given 300,000 units of the preparation, 
and the serum penicillin levels were estimated at frequent 
intervals for the first 24 hours and then 12-hourly for the 
next two days. The results are given in Table I. Two 

Table T — Serum Penicillin Levels (it.hnl.) Following the Intection of 

300.000 Units of Procaine Penicillin with 2% Aluminium Stearate 


Hours After Injection 


No . 

I 

- 

3 

6 

12 

24 

36 

43 

60 

72 

1 

__ 


0-5 

0-25 

0-125 

0-125 

006 

<0-06 

<0-06 

<0-06 

T 

0125 

0-25 

0-25 

0-125 

0-125 

0-125 

<0-06 

<0-06 

— 

— 

3 

01 25 

0-25 

0-25 

0-25 

0-125 

0-125 

0-125 



— 

4 

006 

10 

4-0 

1-0 

0-5 

0-25 

006 

0-06 


— 

5 

0-25 

0-25 

0-125 

0-125 

0-125 

0-125 

006 

0-06 

0-06 

0-06 

6 

0-5 

o-s 

0-25 

0-25 

0-125 

0-125 

0-125 

0-06 

0-06 

0-06 

7 

0125 

0*06 

0-125 

006 

006 

0-06 

0-03 

<0-03 

<0-03 

<0-03 

s 

0-5 

0-25 

0-125 

006 

0-125 

0-06 

006 

0-03 

0-03 

<0-03 

9 

0*5 

10 

2-0 

l-O 

1-0 

0-5 

0-25 

0-06 

<0-03 

<0-03 

10 

0 03 

0-03 

0-03 

0-03 

0-03 

003 

0-03 

0-03 

<0-03 

<0-03 


cases (Nos. 4 and 9) showed very high levels, which we 
attribute to impaired renal excretion, since Case 4 had 
congestive heart failure and Case 9 suffered from type IT 


nephritis. These two cases have been excluded from the 
average figures, which are given in the composite graph, 
but they are of interest in showing the high levels reached 
when excretion is impaired. It will be noticed that we 
have taken as our minimum bacteriostatic level a con- 
centration of penicillin of 0.06 u./ml., whereas mam 
American observers accept a level of 0.03 u./ml. In making 
general statements about “ bacteriostatic levels ” the actual 
level accepted by a group of observers must clearly be 
taken into account. 

Apart from Case 10, adequate serum levels were main- 
tained for 24 hours, but it was realized that higher dosage 
might give consistently higher levels. A further 33 patienL 
received a single injection of 600,000 units,. The serum 
levels obtained are given in Table II. In Cases 11 and 12 

Table II . — Serum Penicillin Levels (u.lml.) Following the Injection 
of 600.000 Units of Procaine Penicillin with 2% Aluminium 
Stearate 


No . 

1 

2 

3 

6 

12 

24 

36 

48 

60 

72 

II 

3 

8 

16 

8 

2 

1 

0-25 

0-125 

0-125 

0-125 

12 

16 

1 

1 

0-25 

0-5 

0-25 

0-25 

0-125 

0-125 

0-125 

13 


— 

— 

_ 

— 


0*5 

0-125 

0-06 

0-03 

14 

0'25 

0-25 

0-5 

0-125 

0-25 

0*125 




0-06 

003 

15 

( l-S 

0-5 

0-25 

0-125 

0-25 

0-125 




0-06 

0-03 

16 

0-25 

0-5 

0*5 

0-5 

0-5 

0-125 

— 

■_ 




17 

0-25 

0-5 

0-25 

0-25 

0-25 

0-25 

0-25 

0-125 

0-125 

<0-03 

18 

0-125 

0*25 

0-125 

0-125 

0-125 

0-06 

0-03 

0-03 

0-125 

0-06 

19 

0-125 

0-5 

0-25 

0-06 • 

0-06 

0-06 

0-03 

0-03 

0-03 

0-03 

20 

0*5 

1 

2 

0-5 

0-5 

0-5 

0-25 

0-25 

<0-03 

<0-03 

21 

0-03 

0-03 

0-06 

0-03 

0-125 

0-06 

0-06 

0-03 

<0-03 

<0-03 

22 

I 

1 

I 

I 

0-5 

0-25 

0-125 

0-125 

<0-03 

<0-03 

23 

0-5 

0-5 

0-5 

I 

0-5 

0-125 

0-25 

0-125 

0-03 

<0-03 

24 

0-5 

0-25 

0-25 

0-25 

0-5- 

0-25 

0-125 

0-125 

0-03 

0-03 

25 

2 

2 

4 

0-25 

0-25 

1 

1 

0-5 

0-125 

0-06 

26 

0-25 

0-5 

1 

I 

I 

1 

1' 

1 

1 

1 

27 

0-5 

0-5 

0-5 

0-25 

0-5 

0-125 

0-5 


0-06 


28 

0-5 

0-5 

0-5 

0-5 

0-5 

0-25 

0-25 




29 

0-5 

1 

0-5 

0-25 

0-25 

0-25 

0-25 

0-125 

_ 

0-03 

30 

0-5 

I 

0-5 

0-5 

0-5 

0-125 

0-125 

0-06 


0-03 

31 

0-5 

0-5 

0-5 

0-5 

0-5 

1 

0-25 

0-25 

0-25 

0-25 

32 

0-5 

0-5 

0-5 

0-5 

0-5 

0-5 

0-5 

0-25 

0-25 

0-125 

33 

1 

1 

( 

0-5 

I 

0-5 

0-25 

0-25 

0-125 


.34 

I 

0-5 

0-5 

I 


0-25 

... 

0-03 

... 

0-03 

35 

1 

I 

! 

2 


0-25 


0-125 

— 

0-06 

.36 

0-5 

1 

0-5 

1 


0-06 

— 

0-03 


0-03 

37 

1 


0-5 

2 

— 

0-125 



0-03 



0-03 

38 

— 

I 

1 


0-5 

0-5 

0-25 

0-25 

0-125 

0-125 

39 


0-25 

0-25 

0-25 

0 25 

0-125 

0-125 

0-25 

0-125 

0-125 

40 


0-25 

0-25 

0-25 

0-25 

0-25 

0-25 

0-25 

0-125 

0-03 

41 

1 

0-5 

1 

2 

0 25 

0-25 

0-06 

0-06 

0-06 

0-06 

42 

I 

I 

I 

0-5 

0-5 

0-25 

0-06 

0-06 

0-06 

0-06 

43 

0-5 

0-5 

0*5 

0-5 

0-5 

0-25 

0-06 

0-06 

0-06 

0-06 


the levels were so much higher than in the rest that the> 
have been excluded from the composite curve. In Case 11 
renal deficiency was present, but we could find no reason 
for the very high serum level at one hour in Case 12. 
which was a case of gout. From Table II and the compo- > 
site curve it will be seen that serum levels at or above 
0.06 u./ml. are present in every case at 24 hours and at 
or above 0.03 u./ml. at 48 hours. At 72 hours, out of 
29 cases in which estimations were made, 24 had serum 
levels at or above 0.03 u./ml. The composite curve shows 
that the average level is above 0.06 u./ml. at 72 hours. For 
comparison, three patients were given 600,000 units of 
crystalline penicillin G in water ; the composite curve is 
shown in the Chart. 

We ne.xt investigated the serum levels attained with daily 
doses of 600,000 units of procaine'penicillin and aluminium 
stearate- for four days. For this purpose we used three 
preparations from different manufacturers. A, B, and C. 
Over 95% of the particles in preparation B were much 
below 5 p. in diameter and there were no large particles. 
This is the preparation which has been used in the investi- 
gations described above. Preparation A contained some 
rather large crystals, but the great majority were much 
below 5 ^ in size. In preparation C the crystals were also 
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large — approximately 5-20 ji. The results are set 
Fable 111. With preparations A and B remarkably 

Jl. — Sermn Penicillin Levels fii.fmh) AJicr Daily Injectiaits of 
.OtX) Viuls oi Procaine Penicillin with 2% Atuminium 
urate ior Four Days Vsins Preparations y^'ith Three Different 
ss of Particle 


-a* 

Case 1 
No. , 
1 

Hours After Injecuon 

24 

(Day l> 

24 

(Day 2) 

24 

(Day 3) 

24 1 

(Day 4)1 

48 

(Day 5) 

72 

; (Day 6) 


44 

0*5 

0-5 

0*5 

0*5 



i — 


i 45 

0*5 

0*5 

0*5 

; 0-5 




1 46 

0*125 

0*125 

0*125 

0*125 


; — 


47 

: 0*25 

' 0*5 

; 0*5 

0*5 


! 


4S 

1 0*125 

0*25 

0*25 

i 0*25 

— 

j 


49 

0*5 

0*5 

0*5 

os ! 

0-25 

1 0-5 ' 


50 

0*25 

0*25 

0-25 

0*25 ! 

0*125 

1 0-03 


SI 

0*25 

0*U6 

0*25 

015 , 

0*125 

1 0-06 


52 

0*25 1 

0*25 

0*25 

o-as ! 

0-25 

0-125 


53 

0*25 ‘ 

0*25 

0*5 

— ! 

0-125 

0-125 


54 

0*25 ' 

0-25 ’ 

0*125 

0-06 

0 06 

0-06 


55 

0*125 

0-5 

0*25 

0-125 

0-06 

0 06 


56 

0*25 

006 

0-06 

0-03 

003 



57 

0-25 

0*25 

0-25 

O-f.6 

00^ 

Ch03 


58 

0*25 

0*23 

0*125 

0-06 

003 

0-03 


nstant serum levels were achieved, so that the composite 
rve is practically level. With preparation C the levels 
ached were not so constant. Although the total number 


effective blood levels. The results are shown in Table IV. 
During caronamide administration significantly higher 
blood levels were achieved 36, 48, 72, and 96 hours after 
the penicillin had been given. 

Discussion 

When penicillin was first introduced it was assumed that 
the best clinical results would be obtained by maintaining 
a level of penicillin in the blood which was always above , 
the minimum bacteriostatic level for the organism causing 
the disease. Consequently, continuous intravenous and, 
later, intramuscular drips were used. It then became 
abundantly clear that equally good clinical results could 
be obtained by the intermittent intramuscular injection of 
penicillin every three hours during the day and night. 
With the necessity for conserving the limited supplies of 
penicillin then available, this method was undoubtedly 
justified, but later, when it was possible to use much higher 
doses, it became the custom in genera! practice to give no 
more than two injections in each 24 hours. Indeed, it 
wou’d rarely have been possible to treat patients in their 
own homes by any other system of dosage. 

By this method clinically satisfactory results can be 
obtained in many minor disorders, such as those ordinarily 
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that the maximum bactericidal effect of penicillin is 
achieved by comparatively low blood penicillin levels of 
the order of 0.1 u./ml., and that there is no advantage 
in attempting to reach higher concentrations except in the 
case of relatively insensitive organisms. Indeed, there 
may be an actual disadvantage, since with some bacteria 
high concentrations reduce the bactericidal effect. It can- 
not be said that it is yet known with certainty whether 
discontinuous or continuous methods of administration are 
preferable. Tompsett et al. (1949) compared the effect 
of 300,000 units of aqueous penicillin given twice daily 
with that of a single injection of 300,000 units of procaine 
penicillin. Both systems of treatment gave satisfactory 
results in pneumococcal pneumonia. 

It should be pointed out, however, that almost all the 
clinically satisfactory results reported have been achieved 
with methods which give a relatively stable blood concen- 
tration, and that, so far, there is no similar mass of clinical 
evidence in favour of discontinuous administration. Main- 
tenance of a steady blood penicillin level is easy to achieve 
by a single daily dose of the preparation we have been 
investigating, and if a single estimation of the blood 
penicillin level is made it may be assumed that this will 
be constant from day to day. It is possible to impose a 
daily peak on this steady level by adding soluble penicillin 
to the injection if the theoretical arguments in favour of 
this procedure are felt to be impressive enough. 

There is evidence that in the treatment of infections with 
sensitive organisms penicillin in oil with aluminium stearate 
is clinically effective (Boger and Flippin, 1949). Mahoney 
(1949) states that three injections of 600,000 units give as 
satisfactory results in the treatment of syphilis as the 
standard three- or four-hourly injections. There is no reason 
to doubt the efficacy of the preparation in any infection 
provided the sensitivity of the organism is estimated and 
the penicillin blood level is occasionally checked. The 
advantages of using this preparation of penicillin are the 
increased comfort of the patient, who need be subjected 
to but one pain'ess injection a day at the most. There is 
also a great saving of time of the medical and nursing staff. 
The aluminium stearate tends to prevent sedimentation and 
make the preparation more fluid. 

The advocates of discontinuous therapy with aqueous 
penicillin advise at least two injections in 24 hours, 
and oral administration of penicillin involves frequent 
dosage with not very palatable preparations. Our 
limited experience with procaine penicillin in oil in adults 
agrees with that of Emery, Stewart, and Stone (1949) in 
children. They found very variable blood levels. Emery, 
Rose, Stewart, and Wayne (1949), however, were able to 
maintain bacteriostatic levels in children when procaine 
penicillin in oil with aluminium stearate was used, and our 
results in adults are again in agreement. 

We have used procaine penicillin with aluminium 
stearate in the treatment of several cases of urinary-tract 
infections with good results, also in a few other infections. 
It would be necessary, however, to treat a large number of 
comparable cases by this method and by standard three- 
hourly injections in order to make a statistically acceptable 
comparison. 

We have seen no reactions in any patient, and the 
injections are almost painless. It seems probable that the 
preparation will become a standard form of penicillin 
administration e.xcept in cases in which resistant organisms 
arc concerned. 

Sumniary 

Procaine penicillin in arachis oil with 2% aluminium stearate 
has been given in single doses of 300,000 units to 10 individuals 


and in single doses of 600,000 units to 33 individuals. The 
blood-serum penicillin levels have been estimated at frequeni 
intervals. With the lower dose, bacteriostatic levels (above 
0.06 u./ml.) were maintained for 24 hours in all but one case 
With the higher dose, bacteriostatic levels were maintained for 
•24 hours in every case, and the average level remained above 
0.06 u./ml. for 72 hours. 

Daily doses of 600,000 units for four days were administered 
to 15 patients, using preparations with three different sizes of 
particle. Remarkably constant bacteriostatic levels were main- 
tained while the injections were being given, especially with 
preparations containing many particles of small size. Detect- 
able quantities of penicillin were present in the serum three 
days after administration had ceased. 

, One patient received caronamide before and after a single 
dose of 600,000 units of procaine penicillin with 2% aluminium 
stearate. Significantly higher levels were reached than when 
caronamide was not administered. 

The arguments in favour of discontinuous administration of 
large doses of penicillin are reviewed, and it is concluded that 
the balance of evidence is in favour of a maintained stead} 
blood penicillin level such as is attained by the daily admini- 
stration of 600,000 units of procaine penicillin with 2% 
aluminium stearate. 

We should like to thank Dr. H. Brody for permission to include 
in our series observations on some of his cases. The penicillin 
preparation used in most of the investigations was kin'dly supplied 
by Imperial Chemical (Pharmaceuticals), Ltd., Manchester. 
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The results of an investigation to establish norms for heights 
and weights of infants and pre-school children has recently been 
published by the Department of Health of the Melbourne City 
Council. It is the standard practice at the health centres in the 
city to record and chart the-weight of each child who attends, 
and the investigation was planned to provide information about 
average heights and weights in the years 1926, 1936, and 1946. 
The results are presented in a set of tables with accompanying 
graphs. The main features are; (1) The difference in the average 
height of males and females seems to be so great that separate 
norms are required. (2) There has been a considerable rise in 
the average height and weight of infants and pre-school children 
in the city of Melbourne between 1936 and 1946. Such evidence 
as was available suggested that there had been a smaller increase 
between 1926 and 1936. (3) The average weight of infants in 
the city of Nfelbourne is apparently about the same as that- 
shown by the most recently available data from New Zealand. 
(4) The average weight of infants is considerably higher than 
that which is shown as normal on the printed graphs used at 
the infant-welfare centres in the State of Victoria. 
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Since 1935 one of us (F. E.) has been of the opinion that 
clinically typical zoster occurring in patients vsho had 
received radiotherapy probably resulted front the treat- 
ment. The numerical incidence of zoster generally in the 
population is not known, so that statistically the point is 
difficult to prove ; we believe, however, that there is pre- 
sumptive evidence of such correlation. 

Although the virus nature of zoster is now accepted, 
there is still a considerable difference of opinion on the 
importance of various factors predisposing to attack by 
the virus. Apart from the idiopathic type of disease 
occurring especially in adults, the infection may also arise 
after contact with a case of varicella, during the course of 
acute or chronic infections — e.g., influenza, pneumonia, or 
tabes — as a result of trauma to the skin (Klauder, 1947) or 
injury to the spine, and following poisoning by certain 
drugs — e.g., arsenic, mercury, or benzol In addition, there 
is some association between zoster on the one hand and 
various forms of reticulosis and cancer, and possibly radio- 
therapy, on the other. The -discussion and analysis of 
cases which follow are an attempt to clarify this latter 
connexion. 

Pathology of Zoster 

In 1900 Head and Campbell carried out pathological 
examination of the nervous system at necropsy on 19 
patients with zoster who died in an institution within 7 to 
390 days of the appearance of the eruption. In all cases 
a lesion was found in the posterior spinal root ganglion 
corresponding to the skin area involved. In all cases 
of zoster of the face, either the Gasserian ganglion of the 
fifth nerve or the geniculate ganglion of the seventh nerve 
•vas involved. Wohlw'il! (1924), however, in a pathological 
examination of six cases of idiopathic zoster, and in four 
oases of secondary zoster, somewhat modified the classical 
conception. He demonstrated that, although involvement 
of the posterior root ganglion is the common lesion, in 
some cases the posterior root itself, the posterior horn, or 
the anterior branch of an intercostal nerve might alone be 
involved as a cause of the zoster. He thus suggested that 
the eruption might result from involvement of any part 
of the afferent portion of the reflex arc without specific 
involvement of the posterior root ganglion. 

With reference to the evidence that the virus of varicella 
and that of zoster are probably identical, and bearing on 
the ensuing discussion, Sequeira et al. (1947) quote an 
interesting suggestion. They postulate that during an 
attack of chicken-pox the virus spreads throughout the 
body and possibly settles in the central nervous system. 
It lies dormant there, but may be aroused to activity by 
various factors, including trauma, infection, and drugs. 
Such a hypothesis would link together all the following 
factors. 

Reticulosis and Zoster 

Many pathological observations have been made on the 
development of zoster during the course of Hodgkin’s 
disease, lymphosarcoma, and leukaemia (especially of the 
lymphatic type). 


With regard to clinical observations. Graver and 
Haagensen (1932) quote seven cases in which zoster 
developed out of 329 cases of reticulosis treated. In five 
of the seven cases the zoster was preceded by exacerbation 
of the glandular or splenic enlargement in the neighbour- 
hood of the ganglion involved. None of the cases showed 
clinica'i involvement of the spine by the reticulosis. These 
authors thus suggest the possibility that infiltration of the 
ganglia by the 'reticulosis leads to a sensitization of the 
nerve cells to the zoster virus. Irradiation is not suggested 
as a possible cause. 

Halle (1930) assessed 16 cases from the literature of 
zoster occurring during leukaemia, and Pancoast and 
Pendergrass (1924) describe four cases of zoster occurring 
during Hodgkin’s disease. The frequency of zoster in 
Hodgkin’s disease has been vanously described as 13.4% 
in a series of 46 cases (Baldridge and Awe, 1930) and as 
low as 0.64% in a series of 156 cases (Epstein and 
McEachern, 1937). By adding together ail reported series 
where zoster was noted, a total of 15 cases of zoster are 
reported in 576 cases of Hodgkin’s disease, a proportion of 
less than 3%. In lymphosarcoma and leukaemia the average 
incidence of zoster is less than I % in a large group of cases. 
The variation in these figures has no definite significance, 
since varying numbers of cases developing zoster would be 
missed in each series. 

Cancer and Zoster 

The literature has fewer references to the association 
between cancer and zoster. A classical instance was noted 
by Charcot and Cotard (1S65), who reported a case of 
cervical zoster associated with the presence of spinal 
metastases from a carcinoma of the breast. Pancoast and 
Pendergrass (1924) quote a case of carcinoma of the ovary 
with multiple metastases in which Dll-Ll roots were 
involved by zoster. Wohlwill (1924) mentions a case of 
carcinoma of the stomach with involvement by carcinoma 
of the intercostal nerve and herpetiform eruption in the 
skin area supplied by that nerve. Carriere (1895) mentions 
a case in which zoster developed in the skin of the thigh 
in a case of carcinoma of the cervix uteri. Neuritis of 
the femoro-cutaneous nerve without infiltration fay the 
neoplasm was shown at necropsy, and Carriere attributes 
the neuritis to the local action of cancer toxins. Head and 
Campbell (1900) and Hall (1923) mention the conne.xion 
between cancer and zoster. 

The development of zoster may be the preliminary sign 
of the development of a tumour. Kamman (1928) describes 
a case of zoster of the sixth intercostal nerve which was 
the first sign of the development of an intradural cyst at 
the level of the sixth dorsal segment, 

Pendergrass and Kirsh (1948), in an analysis of the 
results of irradiation in carcinoma of the breast, quote 
16 cases of zoster in 406 patients with carcinoma mammae 
—a proportion of 4?^. Of the 16 cases, 14 had received 
irradiation and 15 had zoster of the thoracic region (an 
interesting observation in view of the thoracic location 
of the primary growth). In 12 of the cases there was 
evidence of metastases before or after the appearance of 
the cutaneous disease (suggesting the possibility of involve- 
ment of the spinal ganglion by the disease), but, on the 
other hand, four of the patients survived for 4 to 12 years 
after the zoster with no signs of metastases. No hypothesis 
regarding the association of the zoster is hazarded. 

Paracchi and Pricolo (1943) quote four cases of zoster 
developing in the course of carcinoma and one in the 
course of Hodgkin’s disease. In three cases of uterine 
cancer the zoster involved the lumbar root area. The 
authors state that in all cases the herpetic eruption was on 
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the same side and in the same region as the spread of the 
tumour. All the cases had received irradiation. The 
follow-up in these cases is not reported, but the authors 
suggest that the development of zoster may be a preliminary 
to spread of the disease. Irradiation is not considered as 
a possible cause, 

X Rays and Zoster 

In most of the cases of zoster associated with reticulosis 
or with cancer previously referred to in this paper the 
patients had received irradiation treatment. Schreus (1926) 
reports a case of zoster arising within 40 days of irradiation 
of the neck for enlarged glands, and suggests that the 
effect of irradiation, resu'ting as it does in hyperaemia, may 
decrease the resistance of the root ganglia to infection with 
the virus or that a slumbering infection in the ganglia may 
be awakened. It is possible, however, that the effect ot 
.V rays on the skin may lead to zoster, as suggested by 
Klauder (1947) for mechariical injuries. 

The implication of irradiation as an aetiological factor 
in the development of zoster may be deduced from the 
facts previously mentioned from Graver and Haagensen, 
Pendergrass, and Paracchi and Pricolo, although the 
authors did not accept this possibility. 

With reference to the effect of irradiation upon the nerve 
tissue the observations of Mogilnitzky and Podljaschuk 
(1929, 1930) are important. They note that after irradiation 
of the brain of adult experimental animals by fractionated 
doses of jc rays, 'substances such as trypan blue and 
saccharated ferrous oxide are able to pass from the blood 
into the brain tissue. This does not occur without irradia- 
tion, and the authors conclude that there is a breakdown 


the region. The lesion is considered to .have developed 
as a result of irradiation damage to the anterior horn'cells, 
and the latent period of three to five, months between 
completing irradiation and the development, of the neuro- 
pathy suggests that the effect is not directly upon the nerve 
tissue but follows vascular deficiency and gliosis. The 
dose in the region was about 5,000 r. 

This latent period of three to five months is alniosi. 
exactly that which forms the peak incidence of the lateni 
period between irradiation and zoster noted in our series 
of cases, thus suggesting that gliosis or late fibrosis nias 
be associated with the development of zoster. It is of 
interest,, however, that, in spite of the serious damage to 
the motor system, zoster did not develop, suggesting that 
some additional factor — e.g., an immunological factor- 
may be necessary for zoster to follow irradiation. 

Analysis of Cases 

The number of cases considered is 45, all developing 
zoster after previous irradiation. (A further 20-25 cases 
have been noted, but their records have been lost.) Of 
the total, 39 cases are of malignant disease (including 24 
cases of carcinoma of the breast) and six of hon-malignant 
disease. 

Carcinoma of the Breast 

This group of 24 cases provides the main and piosi 
instructive part of the study because of its homogeneity 
It includes two subgroups : 

1. This consisted of 12 cases treated with radical mastectom) 
followed by post-operative deep x rays in all cases (Table I) 

In this group zoster developed some months after the propliy- 


Table I . — Carcinoma of Breast — Subgroup I. Twelve Cases of Carcinoma of Breast Treated by Radical Mastectomy and 

Prophylactic Irradiation 


No. 

Age 

Se.x 

Side of Neoplasm 

Site of Zoster 

Relationship 

Interval 

Follow-up after Zoster 

Diagnosis 

A 304 

50 

F 

Right 

Right C 

Ipsilatera) 

13/12 

NSR 25/12 

Histological 

A 1077 

61 

F 


Left D4 

Contralateral 

3/12 

NSR 30/12 

C linical 

C 75 

44 

F 

Left 

Left D6 

Ipsiluteral 

10/12 

No F.U. 

Histological 

C6!8 

49 

F 


? 


9fl2 

No F (J. 


C 630 

62 

F 

Right 

Right Dll, 12 

IpsUatcral 

8/12 

NSR 9/12 


C 690 

73 

F 

Left 

Loft C3. 4 


13/12 

NSR 7/12 


C781 

58 

F 


Right D2 

Contralateral 

6/12 

NSR 11/12 

Clinical 

C 1135 

51 

F 

Right 

Le'fl D4 

Ipsilateral 

3/12 

NSR 9/12 

A 20 

61 

F 

Left 

Left D (upper) 

3/12 

Died \\l\2 Met. liver 

Hisiologica 

R 378 

59 

F 

Right 

Right D (upper) 


4/12 

26/12 Met. femur 

>» 

B 624 

69 

F 


Right CI-3 


12/12 

NSR 16/12 


Qtl6’ 

47 

F 


Left DIO, tl 

Contralateral 

■ 

16/12 

NSR 10/12 



NSR = No signs of recurrence. No F.U. ■■ No foUow-up. 


of the haemato-encephalic barrier — the protective barrier 
of the brain against to.xins and other poisons circulating 
in the blood. This experimental 'work supports the 
hypothesis of Schreus (1926). 

Most reports on the effect of .v rays on nervous tissue 
are based on animal experiments, but the general results 
of observation suggest to Warren (1943) that the direct 
effect of irradiation on the brain and spinal cord is very 
slight (nerve tissue being resistant), but the secondary 
effects — namely, endarteritis and thrombosis — may lead to 
complications. In fact, Janzen and Warren (1942), 
deliscring up to 10,000 r of 200 kV x rays, showed as a 
result no pathological change in the peripheral nerves 
of rats. 

An interesting observation is made by Greenfield and 
Stark (194S), who describe three cases of post-irradiation 
neuropathy occurring among ISO cases of seminoma testis 
treated post-opcratively to the retroperitoneal region by 
I-ntillion-volt x rays. The patients deve'oped a' flaccid 
paralysis of the legs without associated sensory lesions, 
■ind there was no evidence of metastatic involvement of 


lactic course of irradiation, there being no signs of- recurrence 
of the disease. The group is thus a uniform series treated b> 
a uniform surgical technique follpwed at an interval of two to 
four months by a uniform course of irradiation. In the absence 
of clinical signs of malignancy at the time of zoster, and accept- 
ing the evidence of the case histories that zoster was not a 
premonitory sign of spread of malignancy, then the neoplastic 
process cannot be incriminated in the development of the zostei 
in this group of cases. The clinical evidence, however, tend.' 
to incriminate the course of irradiation, as is seen later. In 
this respect it must be noted that the area treated includes the 
skin of the chest wall affected (and also the medial part of the 
contralateral chest wall), together with the supraclavicular and 
axillary gland areas. It is of interest that, with the technique 
used, areas of the skin supplied by roots C3-D8 (approximately) 
are irradiated. The upper dorsal vertebrae at the level DI-3 
(approximately) are included at the edge of the field of irradia- 
tion and in some cases the spinal roots on both sides, in this 
region may be irradiated (see Fig. I). Of the 12 cases. 10 were 
histologically proved carcinoma, and in two the evidence was 
clinical only. 

2. This subgroup comprised 12 cases which were trea'ed by 
various methods primarily and in which different techniques of 
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irradiation were practised when metastases or recurrences were 
clinically evident or suspected (Table II). This is a much less 
uniform group than the previous one. but is analysed for its 
confirmatory relation to the other group. The presence of 
active neoplasm at the time of the irradiation {and possibly at 



the time of the zoster) is an additional factor that may be 
involved in the development of zoster. Of the 12 cases in this 
group 10 were proved either histologically or at the death of 
the patient, and two were established clinically. 

The analysis is carried out under four headings for the 
group as a whole. 


I. 5//e. — The foiiowins table shows the site involved. 
In each subgroup separately and for both together the 
upper dorsal region shosvs the peak incidence for zoster, 
and in fact represents the majority of all the cases. Jn 



l Fifth ] 
Ncfve ' 

1 

Cervical | 

Uppef 
Dorsal 1 

Lover j 
Dorsal ' 

Lumbar 1 

1 Not 
[Spcoficdl 

1 

[ Tout 

i 

Subgroup 1 1 

"“■"i 

3 

6 1 

} i 

— 1 

1 

12 

M 2 1 

1 ! 

1 

! 

i 1 

! 

2 

12 

Total . . 1 

I ' i 

4 ! 

1 

13 

3 

! 

1 

3 1 

1 

1 it 


idiopathic zoster the dorsal region generally shows a 
greater involvement than any other site. In our group of 
cases, however, the large preponderance of the upper 
dorsal site (and also the cervical site) suggests a relationship 
between the zoster and the site involved by the malignant 
disease and treated by surgery or irradiation. In Pender- 
grass’s series of zoster in carcinoma mammae, of the 
16 cases 14 had received irradiation, and in 15 cases the 
dorsal region was involved. In Paracchi and Pricolo’s 
series, of the three cases of carcinoma of the uterus, ail 
developed zoster in the lumbar area, and all had been 
treated by irradiation. 

U. Side. — There is some preponderance of involvement 
fay the zoster on the side of the malignant lesion. Even 


1 

1 

i IptiUtcral j 

1 Contralateral | 

[Site not Specitedl 

TouJ 

Subgroup 1 . . 

7 

4 

1 i i 

12 


5 

3 

t ^ 1 

IZ 

Total . . j 

!2 

1 ^ 

1 ! 

2i 


when the cases involving the upper dorsal region are con- 
sidered there is again a slight preponderance of ipsilateral 
involvement, as here shown. Thus if the possibility of 



j Iptilaleral 

j Contralateral | 

j Total 

Upper dorsid zotter, subzroup 1 ^ 

1 3 

i 3 ! 

6 

2] 

[ ^ 1 2 1 

7 

Total . . j 

! ® 

1 3 i 

i 1 

j IJ 


Table 11, — Carcinoma of Breast — Subgroup 2. Twelve Cases of Carcinoma of Breast with Various Treatments 


No. 

Age 
and Sex 

Treatment 

1 Site of Zoster 

1 

Relai/ccship j 

Interval - 

1 Notes 



A. 695 

52 F 

DXR L Chest 

DXR R brcajt 

Right V 

Contralateral i 
Ipvtlateral \ 

J6/J2 

n/12 1 

1 Varicella same time 

1 as zoster 

ISQ 24/12 

Histological 

251 

52 F 

DXR L chest 

Ri^lDI,2 

CooiraLuemJ { 

47/J2 

• Effusion after 10/12 

Died 14/12 meta- 

Clinical 

4 352 

72F 

DXR LSc" 



9/12 




15/12 

i 

Died 5; 12 1 cause 

Histological 

407 

53 F 

DXR R chest 

DXR RSC and axiUa 

Right D6 

IpsUatersd j 

8/12 

3^12 

UI2 

6/12 

1 

Died 7/12 meta- 
stases lungs 

CUtuca! 

c no 

43 F 

DXR L chest and spine 

7 

**? ' 

MetastasesD4 and 5. 

Died 8/12 tceta- 


CSO 

: 65 F 

DXR R chest ^ 

; Right D3, 

Ipsilateral ! 

9/(2 

6/12 before zoster 

Stases Iwcr 

ISO 10/12 


B 1097 

, 65 F 

DXR dorsal spine 

Right Dll 



2/12 

DXR for Paget's dis- 

NSR 21/12 

Clinical 







ea.'vc. VariceUa in 

35 

i 46 F 

DXR pelvis 

; LeftC2,3 

1 

20/12 ' 1 

Conutt 1)12 laicr 

ISO ■»/>2 


0 42 

J83 

46 F 

.1 

tap ' 

Exd«oa and radjuu) L- 
1 breast 

DXR L cftcsc 

DXR spine 

DXR ribs 

Eacision and radium L 
breast 

DXR L adUa ' 

1 LeftD2,3 

LeftD3-6 

Ipsilateral 

Ipsilateral 

144/12 

84112 

24/12 

12/12 

2S/12 

12/12 

44/12 i 

8/12 

3/12 * 

9fl2 J 

6/12 

Metastases spine 
24/ 1 2 before zoster 

ISQ 4)12 

ISQ 4S)12 

HIstologcal 

1 

O 192 

e4F 

DXR L breast 

DXR LSC* 

Wght D (uojwrt 

Contralateral 

i 

Died 1/12 meta- 
siases lungs 

, Clinical 

D795 

65 F 

DXR R breast . 

DXR R chest 

Right DJ. 2 

i 

IpsBatera} 


ISQ 1/12 

Histological 


DXR - 


Deep jc-ray thsrapy. ISQ =. m jtalu NSR No asas of ttcorren« rsoTtTrTI 7 . , „ ~~ 

. o asoA Of ttcofreoco. LSC - Left sopndav-.cular fos«. RSC =■ RisHt sopr«!o«ai!„ fowo. 
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metastatic involvement of the spinal roots is negatived by 
consideration of the follow-up notes and also by the 

absence of any other clinical symptoms, then the effect of 
X rays on the root ganglia or on the skin of the opposite 
side must be considered to account for contralateral 

involvement. It has already been pointed out that the 

spinal roots of both sides at the level of Dl-3 may be 
included in the field of irradiation in the post-operative 
breast-irradiation technique, and in addition the skin of 
the contralateral chest wall supplied by spinal roots D2-6 
(approximately). 

In this connexion Pendergrass observes that nine of 
the cases of zoster were on the same side as the 

neoplasm of the breast and three were on the opposite 
side. 

III. Interval Between Zoster and Previous Irradiation . — 
The time interval between the last irradiation and the onset 
of zoster was : — subgroup 1' : 3, 3, 3, 4, 6, 8, 

9, 10, 12, 13, 13, and 16 months ; subgroup 2 ; 

1, 2, 3, 6, 6, 9, 9, 11, 12, 12, 15, and 20 months. 

It will be seen that 19 of the 24 cases 
developed zoster within 12 months of irradia- 
tion, and that the peak incidence is from three 
to nine months. This observation is even more 
marked when the latent intervals in the cases 
of upper dorsal zoster only are examined. The 
figures for the 13 cases in this combined group 
are 1, 3, 3, 3, 3, 4, 6, 6, 9, 9, 10, 12, and 
12 months. It is noteworthy that all 13 cases 
occurred within 12 months of irradiation. 

Pendergrass notes that in his series of zoster 
cases the incidence was from 5 to 36 months 
after treatment for carcinoma of the breast 
(none before five months). Graver notes foi' 
seven cases of zoster after irradiation in reticu- 
losis latent intervals of 1, 3, 6, 7, 9, 18, and 
36 months after treatment. Paracchi and 
Pricolo note for five cases of zoster after 
irradiation in cancer and reticulosis latent 
intervals of 2, 3, 5, 21, and 48 months respectively. Green- 
field and Stark, in three cases of irradiation neuropathy 
following seminoma testis, note latent intervals of three to 
five months 


For the malignant (other than breast) cases described 
later the latent intervals were 1, 2, 3, 4, 5, 5, 5, 5, 6, 8. 
10, IS, 18, 43, and 60 months and for the non-malignam 
group described later 6, 6, 8, 11. 26, and 36 months aftei 
irradiation. 

When all groups are added together the distribution is 
follows : " 

Zoster Devc opment 


Mo^iths after treatment; 

1 ’ 


T 

4 




to; 

11 

12 

13-24 

25-36j36-r 

No. of cases 

a 

h 

7 

_| 

-n j 

J 

1 

7 

liTI 

2 

2 

3 

9 

3 

3 


Number 

of 

Cases 


The peak incidence in 57 cases of zoster after irradiation 
is seen to be at three to nine months (see Fig. 2). These 
figures apply to the time interval from the last treatment. In 
16 instances previous irradiation was given, and in the 

Cases from authors* senes dated 
from last irradiation 

Cases from'the literature 

Cases fNsm authors’ series dated 
from previous irradiation 

Pendergrass — 16 cases of zoster following 


carcinoma of the breast 




mm 


I 


I 2 3 4 I 6 ; S 9 to tl 12 13 It n IS t; ts 19 20 21 22 23 2t 20 20 22 20 29 39 31 32 33 It 30 30 32-41 <9-l<l 
Number of months between zoster .nnd previous irradiation 
Fig 2. — The time inierval between incidence of zoster and previous irradiadon 


graph the time interval from these treatments .is shown 
separately. 

IV. Follow-up History. — (1) Subgroup 1 :-rIn no case 
was there clinical evidence of spinal involvement eithei 


Table 111. — Fifteen Cases of Various Malisnant Diseases Treated by Irradiation 


No. 

Ago 

1 and ScK 

^ Disease 

Treatment i 

Zoster Site 

Relationship 
to Tumour 

Interval 

Follow-Up 
after Zoster 

Diagnosis 

A 114 

56 M 

Carcinoma bronchus 

(R) 

DXR chest 

DXR chest and 
lumbar spine 

Right D 
(upper! 

Ipsilateral 

14/12 
3/12 ■ 

Died 11/12 ? cause 

Histologic.ll 

C641 

56 M 

.. • .. a, 

Right 03, 4 

Contralateral 

I/I2 

Metastases L2 1/12 before 
- zoster. Died 1/12 meta- 
stases liver 

Clinical 

C 777 i 

63 M 


DXR chcsi 

Right 09, 10 


10/12 

ISO 2/12 


D 605 j 

55 M 

' 

.. 

? 


6/12 

Died metastases spine x^'ith 
zoster 

•• 

1 642 

62 M 

1 Carcinonm ovarv | 

DXR abdomen 

Left 06 

Ipsilateral 

18/12 

ISO 2/12 

Histological 

D 7S9 

69 F 

Left L3-5 


5/12 

ISO 3/12 

Clinical 

C 592 

I 50 F 

1 

i 


Left L2-3 

— 

18/12 

ISO 3/12 

*■ 

It 24 

1 52 M 

Teratoma L testis 


Right D8 « I 

Contralateral 

5/12 

Died S/12 bronchopneumonia 

Histological 

247 

SI F 

Carcinoma uterus i 

Radium and DXR 
abdomen 

Right D6, 7 

— 

60/12 

ISO 2/12 

•• 

I) 1252 

83 F 

Carcinoma bladder | 

Radium bladder 

Left C5, 6 

— 

4/12 

ISO 2/12 

Clinical 

IIS 

33 F 

Carcinoma naso^ 
phaf>'nx \ 

i >- 

DXR nasophao'ox 

DXR L neck 

DXR nasopharynx 

LeflV 

i 

18/12 

14/12 

5/12 

VI palsy 3/J2 later; ISQ 
4/12 later 

' Histological 

1350 

la M 

, Lymphosarcoma neck 

L^XR R and L neck 

Right D2 

— 

43/12 

ISQ 6/12 


C 1507 

74 M 

Carcinoma cervical 
glands 

lXR L neck 

Left 010-12 

Ipsilateral 

2/12 

NSR 9/12 


0 47 

^ 60 F 

PoIjcyihacxrJa 

DXR spleen and 
trunk 

Left 09 

— 

8/12 

ISQ 60/12 

— 

C 30a 

j 59 M 

Epithelioma L forehead 

Contact .r rays 

Left V 

Ipsilateral * 

s /12 

NSR 11/12 

Clinical 


DXR *»» Deep r-ray therapy. ISQ — In statu quo, NSR No signs of recurrence. 
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before or after the zoster. Eight cases showed no signs 
of recurrence of the disease at intervals of 7, 9, 9, 10, It, 
16, 25, and 30 months after zoster (equivalent to 12, 17, 17, 
20, 26, 2S, 33, and 3S months after irradiation). One 
case developed metastases in the femur 26 months after 
zoster. One patient died 11 months after zoster with liver 
metastases. Two cases have no current follow-up record. 
(2) Subgroup 2; — ^Two cases had radiological evidence of 
spinal metastases, one si.x months and the other two years 
before the development of zoster. In the first case the site 
of the zoster has not been established, and nor could it be 
correlated in the second case, in w hich bone metastases were 
multiple. In the remaining 10 cases there is no evidence of 
spinal metastases before or after the zoster, although four 
patients died of metastases 1, 5, 7. and 14 months after the 
zoster. The remaining six patients are still alive 1, 10, 21. 
24, 40, and 48 months after zoster (equivalent to 7, 19, 23. 
.tS, 60, and 60 months after irradiation). 

Malignant (Other than Breast) and Non-MaVignant 
Ca^es 

The IS cases of malignant disease (Table III) vary in 
character and include five cases of carcinoma of the 
bronchus, two of carcinoma of the ovary, and one case 
each of lymphosarcoma of the neck, lympho-epithelioma 
of the nasopharyn.x, teratoma testis, carcinoma of the 
cervix, carcinoma of the bladder, secondary malignant 
glands of the neck, epithelioma of the forehead, and 
polycythaemia. 

The six cases of the non-malignant group (Table IV) 
consist of two cases of spondylitis, two of osteoarthritis, 
one of syringomyelia, and one of tuberculous adenitis of 
the neck. Both groups are analysed together for simplicity. 


1 . Site 



■ Cervical ' ^ 

Nerve Dorval 


Total 

NfaJignsfiC 

Non'inailsoant 

•* 

' 

4 

5 j 

3 { 

1 ! 

1 1 

1 15 

1 « 

Total 

t ^ 

1 " 

4 ; 

1 ^ 

1 S 1 2 i 2. 


The lower dorsal region shows the maximum incidence, 
il. Side 



Ipsilateral 

Contralateral j 

1 

1 Unspedfled 

Total 

Malignant 

4 

3 

S 

IS 

Non-malignant . . i 


-s- 

6 

6 


III. The interval between zoster and previous irradiation 
has been discussed under “ carcinoma of the breast.” above. 

IV. Follow-up Hisioiy . — In the malignant (other than 
breast) group there is evidence of spinal involvement con- 
currendy with the zoster in one case and. spinal involve- 
ment one month before the zoster in a second case. In 
the latter case, metastases involved L2 and the zoster 
involved the upper dorsal region at the level of which the 
patient had received deep x ray therapy. In the residual 
.13 cases there is no evidence of spinal metastases before or 
after the zoster, although two of these patients died at 
intervals of S and It months after the zoster. The 11 
remaining cases were alive at intervals of 2, 2, 2. 2, 3, 3 
4, 6, 9, 11, and 60 months after the zoster (equivalent to 6 
8, 9, 11, 12, 16, 20, 21, 49, 62. and 68 months after the- 
last irradiation). The case of the nasopharvncea! tumour 
with fifth-nerve zoster developed sixth-nerve 'palsy three 
months after zoster, suggesting an infiltrative basis for the 
zoster. 


Taulb IV. — Six Cases of Non-molignani Disease Treated by 
Irradiation 
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No. j 
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1 spine 



ISO io;i 2 

B307 

62F 

O-A. knees 

DXR both 

Left L3, SI 

8/12 




' knees 


1 



Conclusions 

The analysis of our cases shows ; maximal incidence 
of zoster at the somatic level of the neoplasm, and thus 
of the site of irradiation ; involvement by the zoster of 
either the same or, to a lesser extent, the side of the body 
opposite to that irradiated ; a maximal incidence of zoster 
at between three and six months following the treatment, 
with a gradually diminishing incidence up to two years ; 
and no evidence of malignant involvement of the posterior- 
nerve root within the period of observation except possibly 
in four cases with vertebral involvement. 

The first question to be considered is whether the irradia- 
tion may be implicated as a factor in the aetiology of zoster 
in these cases. We consider that the time relationship 
between the development of the zoster and the previous 
irradiation, as shown in I;ig. 2, provides strong evidence 
that this is the case. There is some interest in the fact 
that late irradiation reactions in all parts of the body, 
associated with the relative ischaemia and fibrosis which 
follow endothelial proliferation, usually tend to develop 
at an interval of three to six months after treatment. A 
delayed vascular deficiency and gliosis in the spinal root 
ganglion or delayed fibrosis in the skin with involvement 
of the nerve endings might cause activation of a latent 
zoster virus. 

The second question to be considered is the way in which 
the irradiation may possibly be concerned in the aetiology 
of herpes. In this connexion we may note (especially by 
consideration of the breast cancer series, where the disease 
is primarily unilateral that: (1) The incidence of zoster in 
a minonly of cases is on the opposite side to that treated. 
(2) The level of zoster in a minority of cases does not 
correspond with the somatic level treated, (These tw'o 
findings correspond with tho.se of Pendergrass.) (3) One 
or two of the upper dorsal posterior root ganglia, on both 
sides, are sometimes directly irradiated in the routine 
technique for irradiation in carcinoma of the breast. Even 
when this is so. the zoster does not necessarily correspond 
in level with the posterior root ganglia irradiated. (4) The 
skin area (and thus the cutaneous nerves also) correspond- 
ing to the level involved by zoster later has in the majority 
of cases been irradiated. The technique of treatment often 
includes a portion of the skin on the opposite side of the 
midline anteriorly. 

In view of our first conclusion and these observed facts, 
if vr'ould seem that zoster may result either from a systemic 
mechanism follovving the release of substances set free by 
irradiation, or possibly from an effect at the level of the 
cord concerned, through the afferent nerves of the irradiated 
area. No further speculation is justified, unless in all cases 
a correlation were established between the site or nerve 
tissue irradiated, and the subsequent site of zoster. (The 
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Table H 


Volume in ml. 


ELonga 

.. ..I 

Under 1-5 t-5-3 3-5 

5-8 

Over 8 

No. of cases 

4(3-2%) 48(38-4%) 48(38-4%) 

22(17-6%) 

1 

3 (2-4%) 

Density in millions per ml. 

Range 
No. of 
coses 

Under 5 

3 (2-4%) 

5-20 20-50 50-100 

11(8-8%) 21 (16-8%) 46(36-8%) 

tOO-200 

33 (26-4%) 

Over 200 

II (8-8%) 

Total Ejaculate m mUUons of Spermatozoa 

Range 
No. of 
cases 

Under 15 

4(3-2%) 

■ 15-60 ' 60-150 150-300 

10(8%) 21(16-8%) 39(31-2%) 

300-600 

38 (30-4%) 

Over 600 

13 (iO-4%) 

Basic MotHity% 

Range 

.. ..1 

Under 20 20-40 40-60 

60-70 

Over 70 

No. of cases 

15(12%) 57(45-6%) 45(36%) 

7(5-6%) 

1 (0-8%) 


Morphology: Total Aboormaltties % 


Range 

Under 10 

10-20 

20-30 

30-40 

40-50 

Over 50 

No. of 
coses 

I (0-8%) 

6(-t-8%) 

36(28-8%) 

1 

39 (31-2%) 

1 

21 (I6-8%). 

22(17-6%) 


by the fact that the 125 pregnancies include a number which 
ended in early abortion. From evidence so far acquired I 
believe that pregnancy produced by morphologically unsatis- 
factory semen carries a distinctly increased risk of ending 
in early abortion. For the time being this can be put 
forward only as an opinion awaiting confirmation. A 
series of such cases is being collected and the findings will 
be published as soon as an adequate group of “ normals ” 
has been examined. 

Findings in Routine Semen Tests 

In 5,400 semen analyses of 3,182 men we found that 
791 (24.8%) were normally fertile; 423 (13.3%) border- 
line; 1,711 (53.8%) distinctly subfertile ; and 257 (8.1%) 
had total azoospermia. Although, as pointed out above, 
these figures do not represent an average sample of the 
population, they demonstrate the very substantial part 
played by male subfertility in the barren marriage. 

The wives of many men in the "distinctly subfertile” 
and even “ total azoospermia ” groups had previously been 
subjected to prolonged investigations, and frequently 
attempts had been made to help matters by dilatation and 
curettage, ventrosuspension of the uterus, and a variety of 
hormone administrations. One childless woman had had 
two “ D. and C." operations, a tubal insufflation, a salpingo- 
gram, an endometrial biopsy, and a host of injections, 
tablets, and douches, extending over a period of two years 
and costing a considerable sum, before someone thought 
of examining her husband. His semen contained no 
spermatozoa on repeated examination. 

Some Common Fallacies 

A considerable number of patients referred to this 
laboratory reported that previous attempts to investigate 
and treat their condition had been made and that often 
these had failed to clarify the situation or to improve 
matters. Certain types of mistakes were encountered 
so constantly that their discussion would seem desirable. 
.\s a rule the failure is accounted for by inadequate 
seminological technique. 


Condom Specimens 

For several years seminologists have been unanimous ii 
condemning' the examination' of condom specimens for routin 
fertility assays. The rubber of condoms is known to contaii 
substances injurious' to spermatozoa, which may immobiliz 
them quite rapidly. Nevertheless, even at the present tim 
several laboratories accept such specimens and give reports o 
them. In some cases condoms are sent by post overnight. 

It cannot be too emphatically stated _that a specimen collecte 
under such conditions cannot possibly show normal feature' 
and that any verdict on the quality of such a specimen— ^excep 
that of total azoospermia — is bound to be mere guessworl 
The motility of spermatozoa is one of the most importar 
indices of their quality, and distinctly poor motility on repeate 
examinations would brand a specimen as subfertile no matte 
how good the other features might be. 

Two patients whose semen showed normal volume, densitj 
and morphology but persistently low motility figures (1-4^ 
had previously been pronounced highly fertile on the etadenc 
of condom specimens. No impairment had been found ii 
their wives, and their marriages remained barren after four 
and seven years’ trial. ^ 

Direct Microscopical Examination of Semen 

Sometimes a patient will answer the request for a seminal 
specimen by saying that his doctor had looked at his semen 
under the microscope and found him “perfectly all right." 
Sometimes the semen was taken from a condom. This method 
is approximately as accurate as a blood picture obtained by 
direct microscopical examination of a more or less fresh drop 
of blood. In my opinion any atfempt to short cut a com- 
plete semen analysis is bound to delay the discovery of the ' 
cause of a couple’s failure. 

, Minimum Normal Findings 

Density. — It is often argued that, theoretically at least, the 
presence of only one spermatozoon in a man's ejaculate makes 
him a potential father. On the other hand, a patient recentl) 
brought a report from his local hospital stating that he was 
sterile, as his semen contained only 8 million spermatozoa— 
a quite unjustifiable prognosis. It is alarming to speculate on 
the possible consequences of such a statement. In my series 
of 125 pregnancies the minimum densities are: H millions 
before and after conception in one case, and three-quarters of 
a million before and Ii millions after conception in another. 

In 1 1 other men of this group the densities ranged from 5 to ' 
16 millions before conception, but subsequent specimens were 
not obtainable. H.arvey and Jackson (1948) report pregnancies 
with repeated counts as tow as I million. Whereas such semen 
findings obviously cannot be taken to indicate normal fertility 
— i.e., an average expectation of pregnancy — it would seem 
equally unwise to tell a man suffering from oligozoospermia 
either that he is sterile or that he needs no help. 

Motility . — It is not uncommon to find that a patient has been 
subjected to prolonged treatment because “ his spermatozoa are 
weak ” whilst in other respects the semen is said to be normal. 
Usually this verdict is based on findings in a condom specimen , 
or on one several hours old. In my experience true astheno- 
zoospermia — i.e., poor motility without gross impairment of 
other features, especially morphology — is uncommon. I have 
records of only four men whose semen showed normal volume, 
density, and morphology but whose sperm motility remained 
persistently between I and 8%. Between five and eight semen 
tests were done in each case over a period of one to three years, 
and most specimens were produced at the laboratory. Two of 
these cases were quoted above as having been classified “ highly 
fertile" on condom specimens. 

At the other extreme, I have .cecn many semen analyses 
reporting 90% or even 100% motility. Several laboratories 
dealing with routine semen examinations put 80% motility as 
the lowest figure compatible with normal fertility. So far as 
I am aware, the technique of the motility count in these 
instances consists in counting both motile and immotile 
spermatozoa in a number of restricted microscopical fields. 
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“ Pregnancy " groups A and B_ (see above) show a maximum 
inoUUty figure of 62% in ihe former, and only one of the 
125 cases in the latter exceeded the 70% limit. Among the 
remainder of the material 1 have occasionally found motility 
figures approaching the S0% mark, and in one case even exceed- 
ing it. However, these are exceptional cases, and 1 feel that 
'0% can be regarded as fully adequaie. 

It might be argued that the discrepancy between our findings 
and those of other workers is simply due to a difference in 
technique, and that, provided each keeps to his standards, results 
can still be reliable. However, I suggest that it is undesirable 
to rely upon a method which can produce variable results even 
with the same observer, and which in the past has produced 
most unlikely findings. 

The ultimate purpose of semen examinations is not' only to 
(fiagnose possible defects, but also to provide reliable indica- 
tions of the patient’s progress under treatment. This requites 
strictly comparable results from one test to the next. 

Morphology 

Comparable to the motility figures quoted above, the same 
reports are often found to record findings of 90 or 100% 
normal spermatozoa, and the minimum figure indicating normal 
fertility is staled to be 80% of normal forms. The 15 normally 
fertile men (group A) show a range of 16-35% of morpho- 
logical abnormalities, and 60% of group B have 20-40% of 
abnormal spermatozoa. 

Many excellent descriptions and illustrations of the various 
types of abnormal spermatozoa have been published. It is 
difficult to understand how different observers can disagree in 
deciding whether, say, a sperm head has a normal oval outline 
or is deformed; whether there is a well-marked division 
between the clear anterior and the darkly staining nuclear half 
of the head or whether it is just a pyknolic mass; whether a 
‘ collar " of cytoplasmic material sunounds the middle piece ; 
or whether this is straight or bent — to mention only a few 
common and obvious features. 

The following case will illustrate the practical importance of 
what might be regarded as an academic point. 

A patient presented himself with an unusual semen condition 
encountered by me in only two other cases. In a specimen of normal 
rolume and good density 98% ot the sperm heads were small, 
■ipherical, and pyknouc, and more than half of them were surrounded 
by cytoplasm — i.e., they presented the appearance of degenerate 
tpermatids — and the raoiiliiy was poor. Yet the same patient 
brought two previous semen reports from a hospital running a 
targe subfertiiity clinic pronouncing him normally fertile. A slide 
of one of his previous specimens generously loaned to us showed 
the same grossly abnormal features. 

Furthermore, I believe that pregnancy produced by a speci- 
men showing impaired morphology carries an increased risk 
of early abortion ; and, whether to prove or disprove this con- 
tention, it is obviously desirable to pay the utmost attention to 
accurate differential counts. 

The above descriptions refer only to the commonest 
sources of error encountered. But over and above these 
there are many more disagreements amongst laboratory 
workers and clinicians. They all tend to vitiate the attempts 
to provide an accurate diagnosis on which rational prognosis 
and treatment could be based. It is necessary to emphasize 
the fact that the examination of semen requires adequate 
time and a highly specialized technique, and that there is 
an urgent need for standardization of methods if our past 
neglect of the subfertile male is to be remedied. 

Treatment 

i shall discuss in some detail only two substances in com- 
mon use .on which the material examined has enabled me 
to form an opinion namely, vitamin E and testosterone. 
Research is still in progress upon other methods of- treat- 
ment, and it is intended to publish the results in a future 
report. 


■Vitamin E. — Forty-two unseiected subfertile men, ex- 
cluding only cases of azoospermia, were treated with 
“ ephynal,” a synthetic analogue of vitamin E. The doses 
given were from 10 to 40 mg. daily over a period of from 
6 to 24 weeks. Six cases showed some improvement, seven 
showed some deterioration, and 29 were unchanged. Five 
cases in this group received additional doses of 5 mg. of 
methyl testosterone on alternate days at, one time during 
the above treatment, and they were all in the " unchanged ” 
group at the end. Subsequently, 34 cases treated with 
corresponding doses of natural vitamin E (“ fertilol ”) for 
periods of six to ten weeks showed similar inconclusive 
results ; the series was abandoned at this stage. Although 
I am not in a position to deny that more prolonged treat- 
ment — one to two years has been suggested — might not 
prove of some value, I do not fee! justified in advocating 
vitamin-E therapy on the evidence available. The above 
figures, in my opinion, could be found in a similar untreated 
group Detailed figures of the “ ephynal " group are pub- 
lished in the Proceedings of the Family Planning Associa- 
tion Conference on Infertility held at Exeter in 1948. 

Testosterone. — Fifty-three unselected subfertile men, 
again excluding cases of total azoospermia, were given 
methyl testosterone in doses ranging from 5 mg. on alternate 
days (21 cases) to 10 mg. a day over periods of from four 
to eight weeks. Two cases improved, 18 (mostly reduced 
density) deteriorated, and 33 were unchanged. In addition 
to this group many cases sent to me for examination have 
been treated with testosterone elsewhere and sent back for 
re-examination. They received doses similar to the above, 
or injections of testosterone propionate in doses of 10- 
25 mg. once or twice a week, for periods up to 12 weeks, 
or testosterone implants. The only fairly constant effect of 
the larger doses, and occasionally of the lower ones, on the 
semen picture is a reduction of sperm density. As a rule 
this effect is only temporary, and, even if it is alarming to 
see a case of oligozoospermia reduced to azoospermia, the 
semen picture can usually be expected to resume its onginal 
level a few weeks after the cessation of treatment. 1 
consider that testosterone has no place in the treatment of 
semen deficiencies. However, provided the dose is not 
excessive, some cases might benefit from the temporary 
increase of libido it often produces. 

Treatment with the gonadotrophins would still seem 
to hold out some hope, but reliable figures are not yet 
available. 


seiecuoD ot cases tor Treatment 

If it is difficult to assure the -patient that any form of 
treatment will benefit him eventually, present-day methods, 
of investigation can produce at least two definite and useful^ 
results: first, from the beginning to exclude from treatment 
those men whose fertility is damaged beyond repair ; and, 
secondly, to eliminate those forms of treatment which are 
certain to prove useless in a given case. 

"Dje above refers mainly to cases of total azoospermia 
and oligozoospermia, and f consider it unwise to attempt 
treatment in such cases without first performing a testicular ■ 
biopsy A bmpsy is a minor operation which can be per- 
formed m a few minutes at the consulting-room, clinic or 
out-patient department, and leaves the patient fit to return 
to work next day. ft is an essential step in deciding whether 
a case of azoospermia is due to blockage of the epididy- 
mides or vasa, or to failure of spermatogenesis, fn the 
former case only surgical treatment is likely to help • in 
the latter, either absence of spermatogenic cells will prove 
*e patient hopeless or the finding of incomplete mafurat^n 
may hold out some hope of stimulating the process Again. 
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in a case of oligozoospermia the presence of a few fully 
active seminiferous tubules with complete inactivity in the 
remainder indicates little prospect of improvement, whereas 
if most tubules are found to be active, but at a reduced rate, 
treatment is well worth trying. 

Only 128 biopsies have been performed at this laboratory 
to date, and if nothing has been achieved beyond the, fact 
that 27 patients could confidently be advised to abandon 
treatment, I feci amply repaid by the considerable time and 
expense thus saved. 

The subject of testicular histology and its correlation 
with semen findings and with the effects of treatment is 
likely to prove of the greatest importance. It is mentioned 
here only briefly, as material is being collected for a more 
detailed report. 

Summary 

A survey is made of the semen findings in 3,182 male partners 
'of subfertile marriages, 125 of whom produced pregnancies 
subsequently. A separate group of 15 selected normally fertile 
men is de.scribed. Cases are quoted illustrating the need for 
adequate investigation of the male and for standardization of 
seminological technique. 

I am indebted to Roche Products Ltd., Vitamins Ltd., Ciba 
Laboratories Ltd., and Organon Laboratories' Ltd for the generous 
free supply of their products for our experimental scries. 
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THUftfB RECONSTRUCTION BY 
TRANSFER OF BIG TOE 
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This is an interim report on the treatment of a patient 
whose lost thumb we have restored by a method seldom 
used, and one not everywhere held in good repute. Never- 
theless we believe the method has advantages which should 
be seriously considered in cases in which restoration of a 
missing thumb or Anger is thought to be desirable. 

Nicoladoni (1900) introduced the method in 1898, and 
he reported an instance of successful tendon function when 
a toe had been used to replace an injured thumb. 
Gueullette (1930) reported from the literature 12 instances 
of the transfer of the big toe and five of the use of the 
second toe: there were only three good results. Five of 
the 'toes necrosed and the remainder were stiff and useless 
(quoted by Bunnell, 1949). We can find no record of the 
use of the method in this country until 1947, when J. B. 
Cuthbert demonstrated a successful result in a man at the 
plastic Centre at Rooksdown House, Basingstoke. Cuthbert 
stressed the fact that selection of this method depends on. 
the size of the big toe. A massive bulky toe is of little 
use because of its unpleasant appearance. Bunnell, in 
condemning the method, writes: “The second toe ^ is too 
narrow and weak and the great toe is too gross. He 


draws attention to the disappointing results up to 1930, but 
states that he has seen one case successfully operated on 
by H. Hoyle Campbell, in which suture of the digital nerves 
had been followed by some return of sensation but without 
stereognosis. 

The possibilities of a successful nerve suture, restoring 
cutaneous sensibility, and the maintenance of motion in 
the transferred interphalangeal joint make the method 
attractive. A point of great importance with many of the 
younger patients, particularly girls, is the appearance of 
the new thumb. To look well, a repaired digit must have 
a nail of appropriate length and skin of colour and texture 
approaching the normal. Other methods of reconstruction 
will cater for length and, to some extent, skin texture,- but 
only by digital transfer can a nail be restored. 

Unless the new thumb is elegant and functional the 
patient will develop “ cover-up ” mechanisms and will avoid 
use of the laboriously produced digit, which is often of 
more satisfaction to the surgeon than either function or 
appearance can justify. 


Case Report 


The patient was a girl aged 9. When 2 years old she fell on 
to an electric fire and burnt both her hands. The burning was 
so severe that all the digits of the left hand were destroyed. 
The burns of the right hand were less severe, but there was 
sufficient scarring and ankylosis to impair function. 

Fig. 1 shows the condition of her left hand at the age of 3, 


in 1942. The maximum loss is 
only the epiphyses of the proxi- 
mal phalanges remaining. The 
middle finger is represented by 
most of the shaft of the proxi- 
mal phalanx, and the fourth 
and fifth fingers have been 
similarly destroyed. 

When the child was 3 Sir 
Harold Gillies replaced the 
palmar scar by a dermatome 
graft. Later he deepened the 
first cleft by a large dorsal rota- 
tion flap with a free skin graft 
to the .secondary defect. These 
operations were completely 
successful. 

Six years later it was clear 
that the child could not develop 
a proper pick-up mechanism 
between the thumb stump and 
any digit, as the thumb stump 
was too short to be opposed 
even to the longest finger stump. 
Choice of this method of re- 


the index finger and thumb, 



Fig 1. — The hand at 3 years 
of age. Only the stump of the 
proximal plialanx of the thumb 
remains. The stumps of the 
medial four digits are bound 
to the palm. Ai this stage the 
complete palm was replaced by 
a dermatome graft and the 
digital stumps mobilized by 
Sir Harold Gillies. 


pair was suggested by Sir Harold Gillies. in the light of Cuth- 
bert’s case, because of the, age and sex of the patient, and was 
influenced by the fact that her big toes were neat and not bulky. 
The tactics of the surgical campaign were explained to the 
parents so far as was possible, also the discomfort to be borne 
and the fact that the method was one that had seldom been 
used. The foot on the same side was chosen, as the hand can 


comfortably lie on the foot on the proper axis with less strain. 
The digits of both hand and foot lie parallel, and zinc oxide 
strapping ensures adequate fixation. ‘ The technique of the 
operation is described below. 


Subsequently the transposed toe was shortened, with oblitera- 
tion of the volar groove. The cleft between the middle and 
index fingers was deepened to increase their, active length and 
aid the development of a pick-up mechanism. The extensor 
tendons of the thumb and transposed hallux were joinei 
Figs. 2, 3, 4, ,5, and 6 show the appearance and condition of 


the hand. 
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Suture of the disital 
nerves has yet to be 
done, but an appreci- 
ation of deep pressure 
returned to the pulp 
three months after 
operation. After 10 
months there was 
some appreciation of 
pin-prick all over the 
pulp. Appreciation of 
deep pressure, which 
is present everywhere 
in the pulp, may 
possibly be referred 
from the stump of 
the true thumb. 

The patient already 
has the ability to pick 
up and hold fairly 
bulky objects, such as 
a pencil or a fork (Fig. 
5), but is handicapped by the instability of the union between 
graft and fiost. Although stability is increasing it is almost 
certain that a bone graft will be necessary to produce union 
between the phalangeal fragments. At a very much later stage 
it may be practical to do a flexor tendon transplant or graft. 

The colour of the new thumb 



Fio. 2.— The attachment. The hand is 
shown insetted underneath the dorsal 
flap. This photograph was taken a 
month after the attachment. 


gs— • 











FiG. 3. — ^The big toe on the 
hand immediately after being 
detached from the foot. It is 
too long, too thick, and there 
is a deep volar groove. 


is more pink than a normal one, 
but there is a brisk capillary re- 
sponse to pressure. The pulp 
of the toe has shrunk since 
transfer, and this reduction in 
overall bulk has improved the 
cosmetic appearance and pro- 
duced a thumb nearer to nor- 
mal size. Further thinning by 
surgery may yet be desirable, 
and is certainly practicable. 

The stump of the toe on the 
foot is soundly healed and 
stable ; the patient runs, dances, 
and plays hockey without dis- 
ability. 

Technique of Toe-Thumb 
Transfer 

Method of Attachment . — In 
order to get a broad attach- 
ment of raw surfaces, such as may’ be expected to nourish 
the toe when its digital vessels are divided, a large dorsal 
Bap is necessary. This must be hinged distaliy, and for 
safety is therefore best delayed. A circular flap (Fig. 7), 
about 8 cm. in diameter and leaving the proximal and distal 
pedicles of 4 cm. intact, was elevated and then sutured back 

in position (a bigger 
and, broader flap 
would have per- 
mitted the transfer 
of two or more toes). 
For the next two 
weeks the patient 
practised maintain- 
ing for increasing 
periods the posture 
that was to be neces- 
sary during the 
period of attach- 
ment. At operation 
the proximal pedicle 
was divided and the 
flap elevated up to 
its distal pedicle at 



Fia. 4.— Phoiograph of the two hands 
eight months after the transfer, but 
before elongation of the third digit by 
deepening its webs. 


the base of the big toe. The 
proximal phalanx of the big 
toe was divided through the 
middle of its shaft. The e.x- 
tensor hallucis longus was 
divided abput 10 cm. from its 
distal attachment. The raw 
area on the dorsum of the 
foot was covered with a hand- 
cut split-skin graft. The scar 
on the thumb stump and an 
area of dorsal skin smaller 
than the foot flap were e.x- 
cised. This slump with its 
dorsal raw area was then in- 
serted under the foot flap. The extensor hallucis tendon 
was sutured proximally under the dorsal thumb-skin. The 
foot flap was sutured to the margins of the thumb defect by 
interrupted fine serum-proof silk sutures. 

Period of Attachment . — Zinc oxide strapping fixation 
between hand and foot was used. It was not completely 
effective, and some detachment on the lateral side of the 



Fm. 5.— The pick-up mech- 
anism present between the 
third digit and the recon- 
structed thumb ten months 
after operation. 



Fig. 6. — Radiograph eight months after Jhe transfer of hallux to 
base of thumb. The new digit is decalcified compared with the 
bones of the right hand, but not so much in comparison with the 
phalangeal stumps on the same side. There is a gap between toe 
and thumb phalangeal fragments which is to be filled with a bone 
graft. 


nap occurred. For this reason the period of attachment of 
the hand to the foot was increased from four to six weeks. 
The posture caused continuous discomfort and pain for the 
first three or four 
days, during which 
time morphine was 
often necessary. 

Subsequently mas- 
sage and changes 
in posture con- 
trolled most of the 
discomfort. 

Method of Divi- 
sion . — At two weeks 
the medial digital 
nerve and vessels of 
the hallux were 

divided, and at four p,,. , ri- ^ ' 

/weeks the lateral oMelaI^^"fiT(Mdth^o^ fl"aT^^^ 
vessels and nerve, wdesi poInO, In a subsequent case of 

It would have heen S’iUP present under treat- 

t X* .p , tnwi 3 dorsal flap comprising the skia 

oetter it the nerves and subcutaneous tissues of the dorsum 

had been divided Jhf proximal 

Uiiriucu to the bases of the toes has been used. 
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well proximally, as the extra length so obtained would- 
facilitate suture with the thumb digital nerves. • At six 
weeks the remaining volar attachment of the toe and the 
flexor tendon were divided. The toe stump was covered 
with a split-skin graft, and some split skin was also spread 
on the volar defect of the thumb at the level of the attach- 
ment. Healing of thumb and foot was complete two weeks 
later. 

Discussion 

There are good points and bad points about all current 
methods of thumb reconstruction or elongation — that is, 
about pollicization of index, abdominal tubed pedicle plus 
bone graft, phalangization, and the Gillies “ chapeau flap ” 
with bone graft. 

A successfully pollicized index, having full mobility and 
sensation, gives much the best functional result, but the 
appearance is that of a lobster claw and can be grotesque. 
Furthermore, in our experience a pol'icized index has 
tended with time to fall back into its original plane flush 
with the other three -digits. For these reasons the method 
may not appeal for certain cases, particularly young female 
patients. 

An opposition post made of a tube pedicle plus bone 
graft is rigid unless borne on a mobile metacarpal stump. 
Its sensation remains poor and is always lacking in stereo- 
gnosis. It is often of very poor appearance, and increasing 
mobility of the abdominal skin on the bone graft inter- 
feres with, its usefulness as a- gripping mechanism. It is, 
nevertheless, the alternative method of choice for adult 
males when, owing to loss of other digits, pollicization 
cannot be done. 

In partial losses the thumb may have its apparent length 
increased and its function improved by deepening the first 
web — that is, the operation called by Bunnell " phalangiza- 
tion.” The method is a useful one for cases with substantial 
remnants of the proximal phalanx. 

The Gillies “chapeau flap,” by 
which an additional 1 in. (2.5 cm.) 
may be added to a thumb stump, is an 
alternative method for- similar cases. 
The flap contains most of the skin of 
the thumb stump and is based distally 
on the lateral side of the first web — a 
precarious attachment and one best 
delayed. When the flap is elevated 
and displaced distally, a 1-in. bone 
graft is inserted under it into the 
phalangeal stump to elongate it. A - 
free skin graft covers the proximal 
secondary defect. A considerable 
return of sensation occurs in these 
stumps, as the repair is by hand skin 
which has touch corpuscles. This 
repair is most suitable for adult males, 
but it makes no attempt at restoration 
of normal appearance or of inter- 
phalangeal movement, in the thumb. 

It is reasonable to suggest, in view 
of the limitations of other methods of 
thumb repair in spite of their value, 
that the advantages of a hallu.x-thumb 
transfer should be given more con- 
sideration. This holds particularly 
for the young, who stand the posture 
best and who suffer most psycho- 
logically from the appearance of a 
missing digit or an ugly repair. The 
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three cases (of which one is reported here) done in this 
country are known to have been successful. In the third 
case (Fig, 8), where all five toes have been transferred to 
the hand, all the transferred digits are viable (case under 
treatment at the moment). Previous experience (Gueullette) 
has probably exaggerated the hazards of the method. 

Adaciyly . — ^The method would seem to be of special value 
for trial in congenital absence of* all digits. There are 
no greater surgical difficulties in transferring five toes 
than in transferring one — indeed, the dorsal flap for five 
toes is larger and therefore safer (Fig. 8). The toes with 
their nails provide the,^ only repair which can give a reason- 
able match to normal fingers for these difficult and 
distressing cases. 

It is a pleasure to acknowledge our thanks to Sir Harold Gillies, 
who referred this case to us both with the suggestion that we adopt 
this method and with much valuable advice on how it could. best 
be done. 
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Medical Memoranda 


Prolapsed Intervertebral Disk After 
Lumbar Puncture 

ft would seem from the increasing number of cases o( 
prolapse of the disk with a history of symptoms beginning 
after lumbar puncture that this hazard of the procedure 
is more common than is generally accepted. The case 
described below illustrates the normal sequence of events 
where damage has occurred to the disk. The condition 
was finally cured by operation, the laminectomy findings 
being in support of a possible rupture of the ffisk by a 
needle. 

Case Report 

The patient, a young man aged 22, stated that he had had 
trouble with his back since November, 1945. At this time 
he was given spinal analgesia in a military hospital in order 
to carry out a radical cure of an inguinal hernia. Unfortu- 
nately this analgesia was unsuccessful, and, furthermore, while 
the needle was being inserted he felt a sudden sharp pain down 
the sides of both legs and they shot out into the extended posi- 
tion quite involuntarily. It is interesting to note that this was 
followed by a spinal headache for as long as 14 days after the 
operation. From that time he developed, attacks of backache 
which could be brought on by such minor trauma as jumping 
down from a lorry. 

When seen in the orthopaedic department of the Coventr) 
and Warwickshire Hospital he was suffering from left-sided 
sciatic pain extending down the outer side of the thigh and into 
the ankle, which he had had for three months. This was the 
first attack of sciatica that he had experienced. 

On' examination he was found to have a slight degree of 
scoliosis convex to the left, which ' he stated had been 
much worse. Forward flexion of the spine was grossly dimi- 
nished. but lateral flexion was fairly free. There was no 
evidence of disturbance of sensation or reflexes of the limbs. 
A radiograph of the lumbar spine showed a narrowing of the 
disk space between 1.4 and 5. It was decided to explore the 
above disk space, and the patient was admitted to hospital. 



Fig. 8. — Diagram 
to show delayed 
dorsal flap used for 
transfer of five toes 
(in a case of con- 
genital adactyiv it 
present under treat- 
ment). The flap is 
elevated between 
two parallel inci- 
sions. After an 
interval of at least 
two weeks it is 
divided alone the 
dotted line and ele- 
vated again up to 
the base of the toes. 
This large flap gives 
additional securuy 
to the pedo-carpal 
transfer. 
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DOCTORS’ DRUGS 

fliarmaceiaicat Codex. 1949. fPp • i 5&> 

Prei “ Is-) London: The Pha^aceuficai 

century medical treatment consisted largely in 
elaborate prescription of medicines elegantly flavoured 
meticulously bottled, and exquisitely labelled., If 80?^’ 
of these bottles had ’ ■ ■ 




01 these bottles had been poured into the see ,£ e7il ™» >'™I"o1oct for 

fishes only would have suffered. In that age therefore and others introduced by Osgood 

a knowledge of the action and uses of drugs was of second- fine levr “ unfortunate that Israel's 

y importance. It is very different nowadays. Medical 
men, often of modest attainments, find themselves— Jovelike 


„ .t. ,„v. ij.c.dA., mat It IS unfortunate that Israel's 
plates are so inadequately supported by the 


-hurling terrifying therapeutic thunderbolts, and it now 
behpves them to know more about these alarming weapons 
of their trade than can' be gleaned from the pharmaceutical 
advertisements which litter their breakfast tables. 

In the British Pharmaceutical Codex of 1949 can be 
found all— and a good deal more— information than the 
doctor can ever expect to master about the preparations 
dosa, actions, and uses of drugs. There are in addition 
sections on serums and vaccines, preparations of human 
blood, and surgical sutures ; and a formulary of prescrip- 
tions— hardly a pocket prescriber, as it involves over 300 
pages— some of which have a faintly nostalgic nineteenth- 
century flavour about (hem but which must provide for 
every possible therapeutic contingency. 

If only for the descriptive paragraphs on the action and 
uses of drugs this work should appeal to medical men as 
well as to pharmacists. These descriptions are master- 
pieces of concise, accurate, and comprehensive informa- 
tion, and on occasion do not hesitate to point out the 
worthlessness of the drug under discussion. It is perhaps 
prophetic that the sections devoted to the preparation of 
, human blood and to surgical ligatures contain no Latin 
names: it would have been a nice exercise to translate 
"Concentrated Human Red Blood Corpuscles" into the 
more humane letters. 

Although over 300 drugs have been deleted from this 
edition of the Code.x, yet the pruning knife might with 
advantage have been used even more drastically. If the 
volume has a fault it lies in its perpetuating some drugs 
and prescriptions which have long since had their day and 
been found wanting. The work is otherwise an invaluable 
and handsome encyclopaedia of pharmaceutical, pharmaco- 
logical, and therapeutic knowledge which is a monurhent 
to the industry and erudition of the committee of the- 
Pharmaceutical Society which has been responsible f6r its 
publication. 

D. M. Duneop. 

ILLUSTRATIONS OF MARROW PATHOLOGY 

An Atlas of Bone-Marrow Pathology. By M. C. G. Israels. 

M.Sc„ M.R.C.P. Illustrations by D. Davison. (Pp. 79; 

12 coloured plates, £1 10s.) London: William Heinetnann 

Medical Books. 1948. 

This book contains about 50 large pages of text and 
12 plates, all printed on art paper and well bound. 
The text is excellent. It begins with a concise account 
of the nomenclature of the blood cells and their develop- 
ment. Brief details of technique are given, and the 
morphology of the marrow cells is described. There follow 
short descriptions of the blood and bone marrow in health 
and disease. 


L. J. Wmrs, 

the aetiology of mongousm 

and Sons. 1949 ‘ Bristol: John Wright 

" " tWs^ntarTcTme he’ 

produced by 

ToZlcot - - - This damage to 

mongolian idiocy.” 

more cJegenerative abnormality has received 

more attention than mongolism, and Dr. Engler has evi- 

number"^ subject and the 

lar^e number of explanations of causation which have 

in snitTof systematically, but, 

in spite of all the arguments which he adduces in support 

ahnvA °Mi”’ ** doubtful if his positive assertion quoted 

above will command general acceptance. There are many 
considerations which militate against this theory as a com- 
plete explanation, depending as it does on so many 
assumptions. Until it can be proved that a diseased uterine 
mucosa always precedes and predetermines the birth of a 
mongol but not that of other forms of congenital amentia 
the argument must be considered as belonging to that type 
of faulty reasoning known to logicians as Indiictio per 
sunphcem enumerationem. 

On the other hand, the extraordinary uniformity in 
physical and temperamental attributes shown by mongols 
whatever their nationality, places the type in a clearlv 
defined class distinct from all other forms of degenerative 
amentia. Another point which has some significance in 
this connexion is the well-attested class-selectivity, for 
mongolism occurs with far greater frequency amongst the 
professional classes and highly intelligent thoughtful crafts- 
men than in the unskilled labourer class. It cannot be 
argued that this disparity is due solely to a differential 
infant mortality rate which carries off all the mongolian 
infants at birth or before their condition can be recognized. 

So convinced is Dr. Engler of the validity of his patho- 
logical explanation that he proposes it should be implicitly 
enshrined in the term “Peristatic Amentia,” which he 
would substitute for that of “Mongolism.” But this 
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pasteurization is carried out on a large scale in the 
towns and' only to. a small extent in the country dis- 
tricts. The annual report for ' 1948 of the medical 
officer of health of Manchester, typical of reports from 
other large centres, contains some interesting figures. 
In the case of pasteurized and heat-treated milk 92% 
of samples passed bacteriological ahd chemical tests 
satisfactorily, and all samples were negative for tubercle 
bacilli. Of ungraded milks 66% of samples were un- 
satisfactory, and 15% were positive for tubercle bacilli. 
The bad effect of the bulking of milk is illustrated by 
the fact that samples taken from tanker lorries coming 
into the city were all unsatisfactory bacteriologically, 
and 86% were found to contain tubercle bacilli on 
biological examination. This shows yet once more that 
housewives who cannot obtain pasteurized milk would 
be well advised to boil the family milk. The problem 
of providing the population with safe, clean milk from 
disease-free herds is by no means solved, but the report 
of the Joint Committee points the way to some much- 
needed improvements. 


VISCERAL ACTINOMYCOSIS 

In the Bradshaw Lecture, which we publish else- 
where in this issue, Mr. V. Zachary Cope discusses the 
subject of visceral actinomycosis. Among advances in 
our knowledge of this disease not the least concerns the 
origin of the ihfection, and authors who have not divested 
their minds of some of the more fanciful ideas enter- , 
tained on this subject in the past may well take note of 
Mr. Cope’s categorical assertion that this infection is 
autogenous. That grass or straw could be the source 
of a micro-organism of fastidious growth requirements 
which include anaerobiosis has never been credible, and 
actinomycetes found in such material are now recognized 
as distinct species. There remains one other hypothesis 
— that the disease can be acquired from cattle. The 
actinomyces which produces jaw lesions in these animals 
closely resembles the human organism in most of its 
characters, but according to Erikson^ differs from it both 
in fermentation reactions and in antigenic constitution. 
Erikson’s observations suggest that bovine and human 
actinomycetes are distinct, and, though it seeins very 
unlikely that the human disease is commonly acquired 
from cattle, it cannot be taken as proved that this never 
occurs. 

Am 9 ng problems connected with this disease is one of 
nomenclature. The animal organism should clearly be 
called A. bovis, and there is a preference for calling the 
human A. Israeli, though A. hominis has been suggested 
and is probably justified in its implicati on that the speejes 

^ fii'p ff'ed Rrt Cowt.f Load., i^o.240t 19^0, Loadoa: H.M.S.O. 
tj infect Dh . 1^-14. 74. 131. I 

5 Btrr l‘)44. 8. 189. . | 

* British Jiiurnui. 1948. 2. 830. / 

* Aria path. nil> rnhUd. fcand * 1948, 25, 376. I 

4 Arch^ SurSn Chicaso, 1948, 57, 202. 


found in man is distinct and peculiar to him. The studj 
of the.se fungi would be simplified if they were patho- 
genic for laboratory animals, but attempts to reproduce 
the disease in this way, even when as persevering and 
varied as those of Rosebury and his colleagues,^ have 
had only minor and inconstant results. The evidence 
that the usual source of the infection is the patient’s own 
mouth, though in a sense circumstantial, is overwhelm- 
ing. The close association with trauma in this region 
embraces not only dental extraction but compound frac- 
ture of the mandible, of which actinomycotic infection 
may be a consequence. Several workers have overcome 
the technical difficulties of demonstrating that actino- 
myces may exist in the gums of persons not suffering 
from the disease. It is significant that Rosebury’ 
obtained the ^material on which his extensive studies of 
this organism are based mainly from a department of 
dental surgery. 

The second problem connected with this disease is 
diagnosis, more particularly in its visceral forms. There 
is no disease of which the nature can be so obvious at 
necropsy when its features during life have been so 
obscure, and the physician or surgeon of long experience 
who has never seen an unexpected honeycomb abscess 
of the liver in the post-mortem room is fortunate. 
Disease in the appendicular region has the most insidious 
onset and is most likely to be unsuspected, since its only 
sign for many weeks may be the failure of a sinus follow-, 
ing appendicectomy to heal. Responsibility iii this 
matter rests on both surgeon and bacteriologist. Of the 
former Mr. Cope writes: “I purposely repeat that a 
final and important cause of failure to diagnose actino- 
mycosis is that the disease may not be on the mental 
list of possible diagnoses which the observer goes through 
as a routine.” The duty of the bacteriologist is similar; 
he must have this infection constantly in mind when 
examining pus from the neck, thorpx, or right lower 
quadrant of the abdomen, particularly if it contains no 
other obvious pathogen. He must begin by using the 
naked eye in a search for granules, if he has been 
fortunate enough to be sent pus in a tube and not a mere 
swab. Finally, he must not be content with aerobic 
culture and what he may find in it. An actinomycotic 
lesion which has been draining is often secondarily 
infected ; sometimes it contains other bacteria even in 
its earliest stages. 

Mr. Cope’s remarks about treatment are more 
encouraging than anything which could have been 
written more than five years ago. As was observed in 
these columns last year,'* there has been a two-stage 
improvement in the treatment of this as of many bacterial 
infections. Sulphonamides, particularly sulphadiazine, 
have a marked suppressive effect : that of penicillin is 
clearly more potent and sometimes actually curative. 
The findings of Holm® on the eflects of pardcle size on 
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the results of penicillm sensitivity tests suggest that the 
intact colony or “granule” In the body may be more 
resistant than its constituent elements, merely because its 
size and compactness prevent full penetration. Hence 
it is probably advisable to use fairly large doses of 
penicillin from the outset, and it is certainly necessary 
to continue the treatment for a longer time than in most 
other conditions. All writers on this subject are agreed 
that the prognosis is now much improved. Campbell 
and Bradford' describe six cases exemplifying this, 
change. Three of appendicular origin, occurring in pre- 
penicillin days and treated respectively with “ promin.” 
sulphonamides, and x rays, were all fatal. One other 
fatal case was a man aged 84 in whom surgery was 
inadvisable; the remaining two — one thoracic, the other 
involving the liver — owed their recovery to penicillin 
combined with sulphonamides and surgery respectively. 
In the case in which surgery was successful a spherical 
liver abscess was wholly excised— an unusual surgical 
feat The sensitivity of different strains of actinomyces 
to penicillin has been shown to vary, and for those found 
more resistant streptomycin is now a possible alternative. 


NECESSARY ADJUSTMENT 
Deciding that the Ministry’s letter* on the remuneration 
of general practitioners should not be taken as closing 
the matter, the General Medical Services Committee 
resolved at its special meeting on December 1 to send 
a deputation to the Ministry in order to discuss certain 
figures and to seek an assurance that the Government 
mtends to fulfil the Spens Committee’s recommenda- 
tions — as it has promised to do. Throughout these 
negotiations the Ministry has carefully avoided stating 
its views in precise terms about what has come to be 
called the betterment factor — that is, the figure by which 
the total pre-war income of general practitioners must 
be multiplied to translate it into the present value of 
money. The remuneration that general practitioners 
receive at present has never been anything but provi- 
sional. What is agreed between the Ministry and the 
profession is the total amount that general practitioners 
ought to have earned in 1939— £31.24 million. This is an 
estimate based on the Spens Report. The Spens Commit- 
. tee also referred to the “ necessary adjustment ” that must 
' be made to translate its recommendations into present- 
day terms. Though the Government has accepted the 
Spens Report, it has never seriously discussed this 
important proviso in the Report While the B.M.A. 
has taken pains to find out by how much the cost of 
living has increased, and obtained an expert opinion on 
it the Ministry has not co mmitted itself on the issue. 

> Su;>pUmritl, 1949. S. 218. 


After admitting’ that the estimates of payments to 
general practitioners for the year 1949-50 fall short 
of the Ministry’s own calculations of the profession’s 
claim by. some £4.7 million, the Ministry argues that 
the claim “ compares . . . with the sum of nearly 
£ 49 ' million already being provided.” Apparently the 
comparison seems to the Ministry to be a close one ; 
to those who receive the money it seems more dis- 
tant The gap is wider still, in die view of the G.M.S. 
Committee. . when the B.M.A.’s figures are com- 
pared with the Ministry’s, and the accuracy of some 
of the Ministry’s figures will be challenged when the 
deputation goes to the Ministry. The Minister’s view 
is said to rest “ on the sheer merits of the case.” Merits 
are more difficult to compute than figures, and the pro- 
fession is unlikely to be satisfied with an attempt to 
refute its case by means of less rigorous arguments 
than its representatives used when preparing it 
■ All would agree with the Minister that the country’s 
economic state precludes “unjustified raising of remu- 
neration.” But in the first place the general practi- 
tioner’s claim has been justified by a careful analysis 
of the figures, and in particular of the betterment factor, 
whereas the Ministry’s attempted refutation has not 
And. secondly, it is misleading to speak of raising 
remuneration when what is now being paid was never 
agreed except provisionally. The profession will be 
gravely disturbed if the G.M.S. Committee has not 
received satisfactory assurances before its next meeting 
early in the New Year. 


YELLOW FEVER IN AFRICA 
Knowledge of the dixiribulion of yellow fever in Africa 
was not very different 20 years ago from what it had been 
200 years earlier. Yellow fever was, it was thought, con- 
fined to the countries bordering on the west coast of Africa 
from the Senegal to the Cameroons, with possibly an exten- 
sion to the mouth of the Congo. After the discovery that 
the infection could be transmitted to rhesus monkeys and 
then to mice it became possible to devise protection tests ; 
these indicated the presence of virucidal bodies in the sera 
of those who bad once had yellow fever, and, since the 
immunity to one attack of yellow fever is lifelong, it was 
not difficult to determine the extent of the immunity in 
different age groups. Even before , 1939 the mouse- 
proiecuon test had disclosed that there were children 
with immune bodies to yeUow fever in Uganda and in 
the Anglo-Egyptian Sudan as far east as the Blue Nile. In 
the absence of proved clinical cases, however, it is not sur- 
prising that colonial Governments were loath to conclude 
tot yellow fever was endemic in their particular areas. 

ut the targe outbreak of yellow fever m 1940 in the Nuba 
Mountains removed the last possible excuse for disregard- 
mg the significance of the mouse-protection test. Lee 
ton the area in Africa where yellow fever has been found 
to be present has slowly but surely extended. Positive 

^Am. trap. Med. Paratit.^ 1949, 43 , ia2. 
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mouse-protection tests in the south-easte.rn part of the 
Sudan were soon followed by recognition of a' clinical 
case. The infection was found in Eritrea, Somalia, and 
Kenya, and to the south the Balovale district of Northern 
Rhodesia also was shown to be an endemic area. 

Recent surveys by Smithburn and his colleagues,^ car- 
ried out between 1944 and 1948, indicate that the limits of 
the endemic yellow-fever area have not yet been reached, 
[n various parts of Kenya, especially in the Langata forest, 
tests on children's sera were positive. In Tanganyika 
immune children under 15 were discovered at Tanga, Lindi, 
and Moshi. At Lilongwe, among other infected areas in 
Nyasaland, 7 of 37 children under 15 were positive. In 
Northern Rhodesia positive results were obtained in all 
areas investigated, and there is little doubt that along the 
Zambesi infection is common, for of 789 children and 2,266 
adults examined no less than 229 were positive. This is a 
higher rate than for any other country in the eastern half 
of Africa. Although Swaziland, so far as it has been 
examined, has given negative results, Bechuanaland is 
infected : at Mohembo 3 of 24 tests on children were 
positive. At Massanga in Mozambique positive results were 
obtained in tests on adults and children. Since the endemic 
yellow-fever zone already extends at least as far south as 
Tsau, in Bechuanaland, just south of the twentieth parallel 
of latitude, the Government of the Union of South Africa 
now has certain important sanitary problems to face. Every 
year many thousands of African labourers migrate, mostly 
on foot, to the mines on the Rand from the Rhodesias, 
Nyasaland, Mozambique, and Bechuanaland. It is pos- 
sible that they may become the agents responsible for the 
.spread of yellow fever over South Africa. Two possible 
courses are open to the sanitary authorities in the Union — 
the immunization of all labourers before they reach the 
Union, and the eradication of all yellow-fever vectors, 
especially Aedes aegyp/i, within the borders of South 
Africa. Either course will be expensive and require care- 
ful organization. 

Results of recent surveys elsewhere are also of interest. 
For some time past the Egyptian authorities have been 
seriously exercised over the importation of yellow fever : 
positive results have been obtained in tests on adults and 
children in Nuba. Luxor, Safaga, and Kosseir. Plainly 
further tests are necessary, but meanwhile it is obvious that 
the yellow-fever zone in Africa must be adjusted in accor- 
dance with the information now available. 


PENICILLIN IN PURULENT PACHYMENINGITIS 

The use of penicillin as an ancillary to the surgical treat- 
ment of intracranial infection has improved the prognosis 
in many cases which would otherwise almost certainly 
have ended fatally. Sir Hugh Cairns, Professor Dorothy 
Russell, and Dr. F. Schiller' ‘have reviewed the results of 
the treatment of purulent pachymeningitis over a 20-year 
period, both before and after the advent of penicillin. Of 
23 patients who received no penicillin or who were treated 
in the early period after its discovery when adequate sup- 
plies were not available, all died ; while seven patients 
recovered out of 10 treated adequately with penicillin 
combined with surgery. 


Purulent pachymeningitis, a condition “ characterized by 
a film of pus of variable thickness in the subdura_l space 
spreading over part or whole of one or both cerebral hemi- 
spheres,” is usually secondary to spreading osteomyelitis of 
the skull or facial bones, which itself is one of the rarer but 
most serious complications of infection of the accessory 
nasal sinuses or middle ear. The condition is recognized 
clinically by the onset of widespread paralysis due to 
cortical damage, associated with a rise in intracranial 
pressure, and before the advent of penicilliii usually 
ended fatally within two weeks. Extradural abscess and 
thrombosis or thrombophlebitis of the venous sinuses and 
cerebral veins are frequent complications, and cerebral 
abscess may occur later. A remarkable finding in Cairns’s 
series was that in the 27 cases in which bacteriological 
reports were available the causal organisms in 25 were 
streptococci of anaerobic or non-haemolytic types. This 
is contrasted with the findings in 22 cases of osteomyelitis 
of the skull not complicated by purulent pachymeningitis ; 
in 14 of these the infection was due to staphylococci. 

The treatment adopted by the authors was to administei 
penicillin by the systemic, subdural, and subarachnoid 
routes and to remove large collections of pus as they arose 
by minor surgical operations. Intramuscular injections of 
penicillin in doses of 100,000 units three-hourly were begun 
immediately on diagnosis, and were continued for at least 
eight weeks in all cases complicated by osteomyelitis, 
thrombophlebitis, or loculation of pus in the subdural 
space. Although penicillin was shown to diffuse readily 
into the subdural space, experience with two cases suggested 
the advisability of raising the local concentration by means 
of rubber catheters inserted through burr-holes. As much 
of a solution containing 500 units per millilitre as the .space 
would hold was instilled at three-hourly intervals ; this also 
had a mechanical action in preventing formation of local 
subdural abscesses. Subarachnoid or intraventricular 
penicillin^ was given if leptomeningitis was present or, as 
a prophylactic measure, if exploratory operations through 
an infected field were necessary ; for the latter purpose 
injection of a single dose of 10,000-15,000 units into the 
ventricle was recommended. With this method of treat- 
ment the removal of large areas of infected bone was un- 
necessary, surgical treatment being confined to removal of 
sequestra or persistent foci of infection. Subdural abscess 
developed in seven of the 10 cases adequately treated with 
penicillin, and the authors stress the importance of early- 
recognition and treatment of this complication. The com- 
monest site was the posterior part of the falx cerebri and 
adjacent part of the tentorium, and on x-ray examination 
after the injection of “ thorotrast ” into the abscess cavity 
a characteristic shadow was seen, which facilitated the 
differential diagnosis from cerebral abscess. Daily instilla- 
tion of 200,000 units of penicillin in 2 ml. through an in-^ 
dwelling catheter for at least five days was found to be 
necessary to secure healing. 

The results of treatment in the six survivors who were 
followed for periods of from six months to five years were 
very satisfactory: functional recovery was complete' in five, 
including four with aphasia. The authors stress that good 


1 J. Sfurol. Nfuro^urg. ptvchltit., 1948, tl, 143. 

* Turner, A. and Reynolds, F. E., Intracranial Pyogenic Diseases, 1931, 
Edinburgl^ 
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results can be expected only if treatment is begun in the 
early stages, before subdural loculation has occurred ; but, 
since purulent pachymeningitis most commonly follows 
operations (even simple antrum puncture*) for chronic 
pansinusitis or mastoiditis, the authors suggest that in all 
such cases prophylactic penicillin should be given in order 
to prevent its development The routine use of prophy- 
lactic penicillin in otorhinologica! practice will undoubtedly 
reduce the incidence of serious intracranial complications, 
which may .-follow any operative procedure however 
skilfully performed. 


STRESS, FIBRINOLYSIS, AND ATHEROMA 
\therosclerosis is widely regarded as a stress disease which 
contributes to the premature ageing of arteries, randomly 
curtailing intellectual or physical capacity and commonly 
shortening the days of man. Converging lines of investiga- 
tion — Duguid’s on the fibrinous origin of atherosclerosis, 
Macfarlane’s on fibrinolysin activity of the blood during 
life,^-’ and Mole’s on fibrinolysin and the fluidity of the 
blood post mortem* — open up a new approach to this aetio- 
logical problem. There is the further promise of addi- 
donahvaluable information from the concept of “adapta- 
tion diseases" developed by Selye,’-’" from his analyses 
of the body’s defences against stress and strain. Com- 
ment on Selye’s work has already been made in leading 
articles in this /ournaf.” 

As a result of his histological study of coronary arteries 
and aortas Duguid concludes that mural thrombi on vascu- 
lar endothelium can be transformed, by the interplay of 
fibrous organization, fatty change, and acquisition of fresh 
endothelial lining, into typical atherosclerotic nodules, 
rhe frequency with which this transformation occurs is 
not yet known, but the opportunities are plentiful ; Duguid 
found that mural thrombi, either fibrinous or mixed, are 
common, and that at least some of them develop into 
itherosclerotic thickenings. He makes the deduction that 
.hese thickenings may depend not only on factors which 
act on the tissues of the vessel wail but also on those 
which govern fibrin formation in the circulating blood. In 
their investigation of the latter factors ■ Macfarlane and 
his as.sociates found that fibrinolysis activation in the blood 
during life may be the initial result of a variety of stimuli 
having in common the exposure of body or mind to 
unusual stress. This activation in normal blood may be 
a component of the inifial shock phase of Selye’s alarm 
reaction. Mole points out that during life there is a con- 
tinual production of fibrinogen by the liver, that thb must 
involve a continual removal from the blood stream, and 
that normally some deposition of fibrin would be expected. 
Having investigated the relation between fibrinolysin and 
the fluidity of the blood at necropsies, he considers that 
fibrinolysin is most probably produced by the vascular 
endothelium and that this may be the natural physiological 

1 J. Path. Bad.. 1946, 53. 207. ’ 

»lbid.. 1948. 60,57. 

»Lanat. 1949.1.925. 

‘Ibid,, 1957. 1. 10. 

‘ Ibid., 1946, 1, 562. 

‘ Ibid.. (946. t 862. 

’ Ibid.. 1947, I, 40Z 
4 J Palh. Beet., 1948. 60, 413. 

• / clln. Eneificruiol., 1946. 6, 117. 

1® Attet Intern. Med., 1948, 19, 

■' British Medical doimal, 1949. 1’siT, snd 1949. 2, 1 159. 


means of preventing undue mural deposition of fibrin in 
health. Failure of fibrinolysis will promole the deposition 
of mural thrombi, which may form the initial lesion in 
atherosclerosis. Such failure, for example, occurs in infec- 
tion and cachexia, conditions which favour thrombosis 
Mole concludes that there is an obvious connexion be- 
tween the presumptive failure of fibrinolysin to preveni 
mural thrombi and the view that atherosclerosis is a failure 
in the body’s defence against stress and strain. The tenta 
live concept which emerges from these investigations has 
wide implications — that failure of fibrinolysis is related to 
•iiherosclerosis and that both processes are threads in the 
v.ariegated pattern of the body’s responses to stress. 


RESPIRATORY DEPRESSION AxND ATELECTASIS 


One of the more important of the several factors concerned 
in the development of post-operative pulmonary atelectasis 
is the diminution of respiratory movements during the 
immediate post-operative period.* Some' interesting infor- 
mation about depressed respirations in the absence of com- 
plicating factors has been obtained by Swank and Sraedal,’ 
who studied the pulmonary changes during deep sleep in 
350 patients undergoing sodium amytal narcosis for the 
treatment of combat neurosis. It was found that respira- 
tions were shallow throughout the period of deep sleep, the 
tidal air being reduced from 550-750 c.cm. to 150-300 c.cm 
and the diaphragmatic excursion (observed by fluoroscopy) 
from 3 cm. to 1 cm. Periods of apnoea were noted during 
the induction phase, but the respiratory rate returned to 
normal as sleep deepened. Cyanosis was present almost 
invariably and responded to inhalation of pure oxygen 
The depth of respiration increased on breathing 100% 
oxygen, and no further increase was obtained by the intro- 
duction of 5% carbon dioxide. Twenty-eight patients were 
examined radiologically before, during, and after the three 
days of narcosis. Tea of these showed changes which were 
considered to be the usual concomitants of deep sleep — 
namely, symmetrical elevation of the diaphragm and 
narrowing of the thoracic interspaces. In addition, cloudy 
patches appeared in the lung fields of 18 patients, together 
with greater elevation of the diaphragm and narrowing of the 
interspaces on the same side. These changes were regarded 
as sufficient evidence of pulmonary atelectasis. In four 
patients the atelectasis persisted for two to six days after 
the end of the treatment, and all these patients had fever 
and taebypnoea. The authors considered that the focal 
changes in the lungs were due to lobular or segmental 
atelectasis, and that the fever was secondary to the lung 
changes. 

The occurrence of lobular atelectasis has often been dis- 
puted, since it is known that in normal conditions inter- 
alveolar gaseous interchange takes place via the pores of 
Kohn. It has been shown, however, that when respira- 
tions are sufficiently depressed this gaseous interchange is 
absent.* Thus shallow breathing can contribute to the 
development of atelectasis in several ways: the bronchi. 




s" 2ior"’ ‘"'‘■ 
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oarrowed in die position of expiration,.are easily obstructed 
by mucus ; the upward thrust from bronchial peristalsis is 
minimized ; and the occurrence of lobular collapse brings 
about a diminution of the effective tidal air and precipitates 
segmental collapse. An additional factor is that anoxia 
produces an increase in lymph flow and .excessive bronchial 
secretions.® The knowledge that patchy pulmonary atelec- 
tasis arises from depression of breathing is important, for 
a number of clinical states are characterized by shallow 
breathing. Lobular atelectasis may well be the precursor 
not only of post-operative chest complications but also of 
the bronchopneumonia which occurs in old and debilitated 
patients and in those in coma due to any cause. The value 
of active or passive breathing exercises in the treatment of 
such patients cannot be too strongly emphasized. 


LIVER PATHOLOGY AND, FUNCTION TESTS 
Although modern liver function tests have helped clinicians 
in both diagnosis and prognosis, their relation to hepatic 
histology has never been exactly determined. This is largely 
due to the difficulty of collecting a sufficient number of 
cases in which biochemical tests and histological exami- 
nations are performed at the same time. The possibi- 
lity of inquiring into the relationship has now existed for 
some years, since liver puncture has become a common 
diagnostic procedure, and a number of workers have 
reported the results of their investigations.^-^ These studies 
have disclosed a limited correlation in acute ’hepatitis 
between the extent of hepatic damage and the serum bili- 
rubin and albumin levels, and also a relationship between 
thymol turbidity and regeneration combined with periportal 
infiltration. However, no conclusion which applies to all 
types of liver disease was reached, and many of the tests, 
such as the hippuric-acid test, could not be correlated with 
any definite histological feature. 

More definite results have recently been reported by 
Franklin and Popper and their colleagues,® who carried 
out liver function tests and liver biopsy or puncture in 
135 cases. The histological results were expressed in a 
numerical form, and the correlation between a number of 
definite histological features and liver function tests was 
determined by appropriate statistical methods. The most 
important of the significant correlations was that of diffuse 
liver cell damage with the albumin/globulin ratio, the 
cephalin-cholesterol flocculation, the thymol turbidity, and 
bromsulphthalein retention (the last only in non-jaundiced 
patients). Other correlations to be established were liver- 
cell regeneration with increased thymol turbidity, distorted 
reconstruction of the lobular pattern with cephalin- 
cholesterol flocculation, thymol turbidity and erythro- 
cyte sedimentation rate, and Kupffer cell activity with 
serum bilirubin and the albumin/globulin ratio. No rela- 
tionship was found between parenchymal damage and 
total serum protein, total cholesterol, the cholesterol ester 
ratio, urinary urobilinogen, stool urobilinogen, alkaline 
phosphatase in general (and markedly elevated alkaline 
phosphatase specifically), non-protein nitrogen, and the 

iSherlock. S. P. V../. Ea/A. Sue/., 1946, 53,i:U. 

3 Hoffbauer. F. W., Evans. G. T., and Watson, C. J., AM. Clin. N. Amer., J945, 

franklin. M., Popper, H., Sieigmann, F.. and Kozoll, t>. D., J. Eai. din. 
AM., 1943, 33, 435. 
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erythrocyte sedimentation rate. The mainly negative 
results with the serum alkaline phosphatase test are sur- 
prising, since this test can undoubtedly be correlated with 
biliary obstruction. It would appear that some of the func- 
tional changes in the liver cell in biliary obstruction cannoi 
be shown histologically — a fact which demonstrates ar 
important distinction between biochemical and histological 
investigations. These results give theoretical backing tc 
a number of tests, such as the flocculation tests, which have 
usually been labelled “ empirical.” It has long been 
obvious from clinical studies that they were closely related 
to liver disease, but they can now be interpreted with mart 
confidence against a background of liver histology. It is 
to be hoped that further similar studies will be undertaken 
for the purpose of correlating biochemical with clinical and 
pathological findings. 


HOME FEEDING OF INVALIDS 

The Invalid Kitchens of London is one of the few organiza 
tions which work to keep people well so that they do noi 
need to be admitted to hospital. Started some years before 
the war, this service, which is still supported by voluntary 
contributions, prepares suitable diets for patients who 
would otherwise have difficulty in obtaining then: 
Kitchens (17 before the war) scattered over the Metro- 
politan area provide a six-day service of midday meals 
but only to patients whose doctor gives them a prescrip-, 
tion. Each kitchen is managed by an experienced cook 
and all are regularly supervised by an expert dietitian 
Meals are served at the kitchen to individuals ^vho are 
ambulant, but some can be sent out to patients who art 
confined to house or bed. Extension of the latter service 
is difficult, because all the meals have to be dispatched 
within a short period of time, roughly between 11.30 a.m 
and 2 p.m., and the number of vans or cars in use is limited 
Some of the premises were damaged during the war, and 
now only seven kitchens are in use, but the organization is 
active and anxious to expand. Invalid Kitchens of London 
differs from other organizations serving meals by van— 
for example, the Red Cross “ Meals on Wheels " or the 
W.V.S. meals service, which in the main benefit health) 
old people — in that no patient can be served without a 
medical prescription. The meals cost Is., and all the com- 
moner forms of medical diet can be supplied — meals foi 
patients suffering from gastric or duodenal ulcers, from 
diabetes, and for patients requiring a salt-free diet. The 
kitchens also undertake to prepare any special diet which 
may be ordered. This service helps patients — particular!) 
those suffering from duodenal ulcer — to return to their 
homes and work after a short stay in hospital, for the) 
can obtain an appropriate diet with little trouble to them- 
selves. In the past there has been much waste of time 
and money and much disruption of home life because after 
a prolonged and costly stay in hospital a patient has often 
gone home and been unable to continue with the special 
diet ordered ; consequently the illness has recurred and a 
further long stay in hospital has become necessary. The 
encouragement and expansion of activities similar to that 
of the Invalid Kitchens of London will certainly help 
towards freeing hospital beds ; better still, such services 
have a positive value in preventing illness. 
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REFRESHER COURSE FOR GENER/iL PRACTITIONERS 
THE MANAGEMENT OF DIABETES MELLITUS 

BY 

WLFRID OAKLEY, M.D., F.R.C.P. 

Physician, King’s College Hospital Diabetic Department 


Diagnosis 

The discovery of a reducing substance in the urine should 
always be regarded as abnormal no matter what may be 
the age of the patient. If the partial and atypical reductions 
produced by drugs such as aspirin, salicylates, and chloral 
are excluded — and this can easily be done by stopping all 
medicines for a few days — persistent glycosuria is almost 
always due to diabetes mellitus or to a lowered renal 
threshold for sugar (renal glycosuria). Symptoms such as 
thirst, polyuria, loss of weight, lassitude, or pruritus vulvae 
make the diagnosis of diabetes more than probable, but a 
definite diagnosis of this disease should not, if possible, 
be made without the confirmatory evidence of a raised 
olood sugar. 

It is bad practice to prescribe a restricted carbohydrate 
diet for patients with undiagnosed symptomless glycosuria, 
as this may result in quite needless treatment of nothing 
more than renal glycosuria. The diagnosis of renal 
glycosuria should be suspected when the glycosuria is 
symptomless, occurs only after meals, and is unassociated 
with ketosis ; a family history of this condition is not 
uncommon. 

A blood-sugar curve or glucose-tolerance test is the most 
certain method of diagnosis of the cause of glycosuria, 
but is only necessary in a very small proportion of cases. 
It should be carried out after the patienf has been on full 
diet for at least a week, as a low carbohydrate diet 
may produce misleading results. When glycosuria is asso- 
ciated with symptoms of diabetes a single blood-sugar 
estimation performed about two hours after a good carbo- 
hydrate meal will almost always confirm the diagnosis, 
figures of 180 or more indicating the presence of diabetes* 
In the absence of symptoms when the blood sugar lies 
between 130 and 180 it is more difficult to be certain, and 
a blood-sugar curve is advisable. The association of 
symptomless glycosuria with a blood sugar of 120 or less 
is strongly suggestive of renal glycosuria, especially if a 
normal figure is obtained on more than one occasion. It 
is important to remember that the single diagnostic bipod 
sugar should be taken about two hours after a meal, not 
m the fasting state. . A normal result may be obtained in 
fasting patients with mild diabetes. 

Clinical Types • 

Clinically, diabetics may be subdivided into two main 
iroups — moderately severe or severe, and mild obese. 

Moderately Severe or Severe . — This group consists of all 
children and adults up to the age of about 45, and a 
lumber of old patients of 70 and upwards. They present 
die textbook picture of diabetes, with loss of weight as 
1 marked feature of the disease. They are liable to develop 
ketosis and if untreated may die in diabetic coma. 

Mild Obese.— This group consists chiefly of middle-aged 
ind elderly women. Obesity is a striking feature, loss of 
weight being insignificant dr absent. Ketosis and diabetic 
coma do not occur. Patients of this type rarely complain 
of the typical symptoms of diabetes, -except pruritus vulvae. 


Medical advice is often sought on account of this or sonic 
complication such as retinitis or vascular disease affecting 
the tous or feet. 

The subdivision of diabetics into these two main types 
is not of course a hard-and-fast one. Typical severe 
diabetes is seen at all ages, and young cases may be nuld. 
but the clinical picture and treatment of each group differ 
sufficiently to make this classification one of considerable 
practical importance. 

Diabetes may be treated by diet or by diet- and insulin 
The use of insulin without diet is generally unsatisfactory 
and often dangerous. 

Diet 

It is customary to allow diabetics average amounts of 
protein and fat, to the extent of the Ministry of Food 
ration for diabetics, and to restrict only the intake of 
carbohydrate. Comparatively few diabetics are willing oi 
able to weigh their food, and visual methods of estimation, 
though less accurate, give reasonably good results. This 
does not mean that scales have no place in the treatment 
of diabetes, as they are of great value in teaching and 
checking visual measurements. 

A convenient form of diet card is that devised by 
Lawrence and used in the Diabetic Department at King's 
College Hospital. In this the protein foods such as meat, 
fish, bacon, eggs, and cheese are listed, and allowed in 
average helpings. The fats such as butter, margarine, 
cream, and olive oil are similarly treated. Green 
vegetables except peas, tomatoes, mushrooms, and 
onions are allowed without restriction ; so are sour 
fruits such as lemons, stewing gooseberries, red currants, 
and rhubarb. The foods rich in carbohydrate are listed in 
amounts containing 10 g. of carbohydrate, and each it 
called a “ portion ” or “ black line.” The number of 
portions allowed for each meal is prescribed, and the 
patient can vary his diet by selecting the portions from 
the list provided. Greater variety can be obtained by the 
use of 5-g. portions, but the 10-g. method is easier and 
more convenient. In my opinion the techm’que of dieting 
by calorie values is more complicated than the above, is 
rarely ■ understood by patients, and is open to serious 
theoretical objections. 

In mild diabetics who are not overweight it is wise to 
start treatment with a diet containing about 120 g. of carbo- 
hydrate (12 portions) evenly distributed over three or four 
meals. If the urine becomes sugar-free the carbohydrate 
can be gradually increased to 150 or even 180 g. Persistent 
glycosuria or progressive loss of weight means that diei 
alone is insufficient to control the diabetes, and that the 
diet should be raised and the patient given insulin (see 
’ below). - 

When diabetes is associated with obesity it is important 
to reduce the patient’s weight, as this is usually the best 
way of controlling the diabetes. In* such cases the diet 
should contain 80 to 100 g. of carbohydrate (8 to 10 por- 
tions), and- fany foods of all kinds should be reduced to 
a minimum. If this fails to reduce weight and control the 
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diabetes .the patient may with advantage eat nothing, but 
truit, or abstain from food altogether, for one day each 
week. This method of treatment should be used only in 
mild obese diabetics who show no tendency to develop 
ketosis. 

Diet and Insulin 

In the absence of significant ketosis it is usually wise 
to start treatment with a restricted carbohydrate! diet with- 
out insulin. This has the double advantage of giving the 
patient the benefit of any doubt that may exist about the 
nwessity for insulin injections, and of allowing time for 
him to become familiar with the principles of dieting before 
learning how to inject insulin. In a week or two it is clear 
in the majority of cases whether or not insulin is neces- 
sary. The persistence of heavy glycosuria, especially in the 
fasting morning specimen, indicates the need for insulin, 
and a decision must be made on the type of insulin most 
likely 'to be suitable for each case. Three insulin prepara- 
tions are in common use in this country : soluble insulin 


following is a suitable arrangement' of carbohydrate for 
use with a mixed injection of S.I. and P.Z.I. 

Breakfast 
Lunch 
Tea 

Evening meal 
Bedtime 


30 g 
30 to 40 g. 
15 to 20 g. 


Treatment may be started with a single dose of P.Z.1 
and S.I. added later, or a mixed injection may be given 
from the outset. It is well to remember that when these 
two insulins are mixed a certain amount of S.I. is converted 
into P.Z.I., and the dose of the former should therefore 
in most cases be equal to or larger than that of the latter 
A convenient way of starting treatment is to give equal 
amounts of S.I. and P.Z.I., 12 to 16 units being a suitable 
order of dosage in cases of moderate severity. The dose 
of S.I. is then adjusted until the urine test (or, better, the 
blood sugar) is satisfactory at the time of maximum SI 


SCHEME OF TREATMENT 


Diet Alone 


Diet and Insulin 



Trial 

Reducing 

Single 

Injection 

Mixed 
Injection of 

Morning 

and 

Morning S.I 
Evening 


Diet* 

Diet) 

ofP.Z.I. 

S.I. and P.Z.I. 

Evening S.I. 

S.I. and P.Z.1 

Breakfast 

40 

20-30 

”^40 

40-60 

40-60 

"^60 

1 1 a.m. 

— 

— 

— 

— 

20 

20 

Midday 

40 

30-40 

30 

40 

• 40 

40 

Ted-time 

— 

— 

30 

30 

0-20 

0-20 

Evening 

40 

30 

30 

30-40 

40-60 

40-60 

Bedtime 

— 


20 

10-20 

10 

20 


All figures in grammes of carbohydrate. 10 g. carbohydrate = 1 “ black line ” (Lawrence). 

•Increase to 180 g. daily if urine remains sugar-free, 
tif weight still not reduced, order one fasting day a week. 


= Time of insulin inject’g'' jj ^ 


\o art 'jerti 
jervicf . .'but i 


(S.I.), protamine-zinc insulin (P.Z.I.), and g'.obin insulin 
(G.I.). ' S.I. is prepared in strengths of 20, 40, and 80 units 
per ml., and P.Z.1. and G.I. in strengths of 40 and 80 units 
per ml. 

Single Injection of P.Z.1. 

For relatively mild cases whose diabetes cannot be satis- 
factorily controlled by diet alone a single morning dose of 
P.Z.I. often gives excellent results. The diet should be 
evenly distributed over four meals, and a bedtime feed of 
15 to 20 g. of carbohydrate given to prevent nocturnal 
hypoglycaemia, the danger of which makes it wise not to 
exceed a maximum dose of 40 units. If this method is 
adopted, the urine should be tested for sugar before break- 
fast, the bladder having been emptied on rising ; this speci- 
men, called the second morning specimen, should be 
sugar-free. If the blood sugar before lunch is less than 
200 mg. per 100 ml. the control may be regarded as satis- 
factory. There may be some glycosuria in the evening, 
but this is usually transitory and can be ignored. If, 
however, heavy glycosuria persists throughout the day, a 
single dose of P.Z.I. is bad treatment, and the insulin dosage 
should be changed to a mixed injection of S.I. and P.Z.I., 
or to morning and evening injections of S.I. 


Mixed Injection of S.I. and P.Z.I, 

The mixed-dose method of treatment is suitable for 
diabetics who lead reasonably regular lives with regular 
mealtimes. It is less suitable than two injections of S.I. 
for those whose occupation makes this type of life 
impossible. The diet should be so arranged that the 
.greater part of the carbohydrate contend is taken in the 
earlier part of the day, while the S.I. is active. The 


action — that is, before lunch for doses up to about 
and before tea for larger doses. P.Z.I. should be a' a.m 
from the second morning specimen in the manner dejiited 
above. The persistence of heavy glycosuria befc'and 
evening meal, especially if it is associated with ketosU jj 
recurrence of diabetic symptoms, such as thirst or poj^jQj 
may be treated by the addition of an injection of S.I 
tea or supper. In these circumstances, however, i( 
to consider whether it would not be better to give the -' 
morning and evening injections of S.I. or the modit'^*^^ 
of this form of treatment described below. a 

Jih- 

Morning and Evening Injections of S.I. .Jqj 

This is the oldest and one of the best methods of tre- ■ ' 

diabetes with' insulin. It has the advantage of simplfetT 
and elasticity, it allows a relatively large breakfast and 
evening meal, and the time of the latter can be varied within 
reasonable limits. The times at which hypoglycaemia 
reactions are apt to occur are easily predictable, and 
suitable precautions can therefore be taken to prevent this 
important and potentially- dangerous complication. The 
disadvantages are the necessity for a second injection and 
the tendency in severe diabetics for a relapse to occur 
before breakfast, owing to the relatively short duration of 
action of S.I. It is important to remember that the duration 
of action of S.I. or any other insulin is proportional to 
the size of the dose injected. A relatively large dose of 
S.I. can be given before breakfast, and any tendency to 
hypoglycaemia corrected .by means of a mid-morning feed 
of about 20 g.- of carbohydrate. In the evening it is u.sually 
not safe to give such a large dose, so there is a greater 
tendency for relapse to occur about 8 to 10 hours after 
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and putt therto barley water as shall suffise to tnake it a pulthes^\ 

(A pulthes to cease payne devised by Dr. Butts' 

Today the physician has, in ‘ Physeptone,’ a specific agent for the relief oi 
pain. ‘Physeptone’ is more powerful than morphine and does nor cause 
hypnosis or constipation. It may with advantage replace morphine as an 
analgesic for patients confined to bed. ‘Physeptone’ is available as 5 mgm 
compressed products for oral administration (bottles of 25, 100 and 500). 
and as injection, 10 mgm. per c.c. (ampoules of 1 c.c., in boxes of 12). 


‘Physeptone,-.’' 

d/-2-DIMETHYLA.MIK0-4 : 4-DIPHENYLHEPTANE-5-ONE HYDROCHLORIDE 

THE ESTABLISHED ANALGESIC 



BURROUGHS WELLCOME & CO'. (the Wellcome po'undatio.n ltd.) LONDON 



THE GENTLE GIANT 

‘ Albucid’ Soluble in Ocular Therapeutics 

FOR TISSUE of the highest sensitivity it is essential 
that local chemotherapy be effected by agents 
free from irritation. ‘ Albucid ’ Soluble ■ Eye 
Drops -are adjusted to pH 7.4 and are thus free 
from irritating alkalinity. High therapeutic 
efficiency, combined with ready solubility ' and 
very low toxicity, makes ‘ Albucid ’ Soluble the 
agent of choice in most eye infections. ‘ Albucid ’ 
Soluble Eye Ointments, containing ‘ Albucid ’ 
Soluble in a neutral cream base, are available for 
the treatment of infections of the eye and lids, 
where a slower and more prolonged absorption 
may be considered advantageous. 


^ t i'm i' T E D -- ^ 



^BRILISJH:;SCHERING 


20 


O' 

/O 


iVoii’ available 

eye DROPS 10% EYE OINTMENT 


229-231, 


KENSINGTON HIGH STREET 
LONDON, W.8 


■Ai/H - 


6 


Dec 10, 1949 


DIABETES MELLITUS 


Biuiuii 

.SUDICU. JOUKUl. 


1347 


ihe injection. The foUosving modification of this method 
of treatment is usually, successful in preventing this form 
of relapse, and is particularly suitable for the control of 
very severe diabetics, pregnant diabetics, and some children. 


Morning S.l. and Evening S.l. with P.Z.I, 

The addition of a small dose of P.Z.I. to the evening 
injection of S.l. tends to prevent early morning ketosis and 
controls the fasting blood sugar. The smallest dose of 
?.Z.I. which prevents morning ketosis should be given in 
ndst cases, and the best results are obtained when the 
nixed evening injection is given not later than 6 p.m. 
NVhen given early in this way the S.I. has passed its period 
of maximum action by the time the patient goes to bed, and 
a buffer feed on retiring reduces the risk of hypoglycaemia 
during the night. The P,Z.I. acts relatively weakly but 
continuously throughout the night, and in consequence 
morning ketosis is abolished and the fasting blood sugar 
prevented from rising to too high a level. If too much 
P.Z.I. is added to the evening dose of S.l. the fasting blood 
lugar may be made so low that it is impossible to give an 
'adequate dose of S.L before breakfast without producing 
severe hypoglycaemia during the late morning. For both 
of these arrangements of insulin the diet should be 
orescribed in some such manner as the following. 


Breakfast 

11 ajtt 

Lunch 

Tea 

(or 20 g, if the morning 
Evening meal 
Bedtime 


60 g. 

20 g. 

40 g. 

0 g. 

S.L exceeds 40 units) 

60 g. 

20 g. 


Urine tests should be made before lunch or tea, which- 
ever is the better. The time will depend largely on the size 
of the morning dose of S.L, more resistant patients often 
giving the better test in the afternoon, 

Globin insulin (GJ.) may be used alone instead of P.Z.I. 
as a single injection method of treaunent, or may be mixed 
with S.L and ^ven once or twice a day. Given alone 
before breakfast G.I. will often control relatively mild 
diabetes satisfactorily, but small doses tend not to maintain 
their action throughout the 24 hours, while large doses of 
40 units or more are liable to produce severe hypoglycaemia 
before lunch or tea. G.I. is useful in those cases in which 
P.Z.I. fails to control hyperglycaemia by day but causes 
hypoglycaemia during the early hours of the morning. It 
gives good results in some difficult very insulin-sensitive 
cases also, in which it may be given by morning and 
evening injections, either alone or with a small dose of 
S.L The diet for a single dose of G.I. is the same as that, 
tor a single dose of P.Z.I. with the omission of the 
bedtime feed. 


Urine Tests 

It is important to realize that urine tests should be made 
it the time of maximum insulin aeffon, not after meals. 
Most diabetics, however good their treatment, are likely to 
pass sugar after eating. Attempts to render the urine susar- 
free after meals may result in severe hypoglycaemia before 
the next meal. Always, therefore, test the urine before 
meals and at the time when the type of insulin used is 
'cnown to be exerting its majumum action. In the case 
of P.Z.I. this will be before breakfast, and with S.L about 
four to eight hours or more after injection, according to 
the size of dose. The bladder should be emptied half to 
one hour before the urine for testing is passed, so that 
the result is not confused by the presence of sugar' secreted 
after the previous meal 


Children , 

The treatment of children is similar in principle to that 
of adults, but insulin is required in almost every case 
Children arc usually very sensitive to insulin, with the resui' 
that there may be wide fluctuations in blood-sugar level, 
periods of heavy glycosuria giving place rapidly to hypo- 
glycaemia. The aim of treatment should be to provide at 
adequate and reasonably attractive diet, to avoid ketosis, 
and to render the blood-sugar level normal, or nearly so. 
for some period of the 24 hours. Any attempt to keep 
the urine perpetually sugar-free is bound to result in hypo- 
glycaemic reactions. If these aims can he achieved with a 
single injection daily, so much the better for the child and 
those caring for it. Very often, however, especially at O' 
about puberty, it is necessary to change over to two injec- 
tions. S.L before breakfast and S.L with P.Z.I. before tea 
is a particularly suitable method of treatment at this difficuli 
period in the life of the child diabetic. 

The diagnosis and treatment of ketosis, including diabetic 
coma, and hypoglycaemia will be considered in next week’s 
article.- 


SIR FELIX SeiON* 

HIS CONTRIBUTION TO LAR-yNGOLOGY 

BY 

R. SCOTT STEVENSON, M.D., F.R.C.S.Ed. 

FeRx Semen svas born in Danzig on December 8, 1849, the son 
of a substantial merchant He was educated at Heidelberg 
and at Berlin, and look the Berlin M.D. in the summer of 1874, 
His training had been interrupted by the Franco-Prussian War 
of 187(1-1, when Semon served as a “one-year volunteer” in 
the Prussian Uhlan Guards, seeing some active service. Aftei 
graduation he went on to spend a postgraduate year at Vienna 
and London, studying particularly the various specialties. In 
London he visited the chief teaching hospitals, finally attaching 
himself to the medical wards of St. Thomas’s, where an old 
friend of his mother's, 


Richard Liebreich, 
was in charge of the 
eye department. 

Semon also attended 
the Brompion Hospi- 
tal, Moorfields, and 
the Throat Hospital, 

Golden Square ; at the 
last he had a letter of 
introduction to its 
founder, Morell Mac- 
kenzie. from an old 
friend of Mackenzie’s, 

Furstenberg, of Berlin. 

Laryngology -was then 
a brand-new specialty, 
with exciting new 
methods of diagnosis 
and treatment present- 
ing tfieroseives almost 
every month, and 
Semon determined to embrace the opportunity presented in 
London, attending Golden Square Hospital with redoubled zeal 
In March, 1876, Semon approached Mackenzie to know what 
his views would be^ if he were to stay on in London, and 
Mackenzie kmdly promised him that as soon as possible he 
would get him appointed a physician to Golden Square Hospital 
this than a year after he had come to England He- 
tTftf ^f-R-C.P. examination in October. 1876, was elected 
the oM Royal Medical and Chirurgtcal Society and -beean 
private practice at 6, Chandos Stree t, ^ ^ 

Club - ^ ^ ® of 'he Oiie. 



dy pennission oX Journal c?/ Laryngology 
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In the peaceful and- spacious days of Queen Victoria it was 
no disadvantage in London to be German. Queen Victoria 
herself liked to converse in German, as she had done with her 
dear Prince Albert, and it may be remembered that King 
Edward VII spoke with a marked German accent and numbered 
some Germans among his intimate friends. Musical London — 
and those were the great days of Melba and Caruso, Joachim, 
Rubinstein, and Paderewski — was dominated by the German 
element. Semon was a good pianist and a composer of ability, 
and made many musical contacts among his fellow countrymen. 

Felix Semon undoubtedly made his mark as secretary of the 
Subsection of Laryrigology at the great International Congress 
of Medicine in 1881. He was the most active of the secretaries 
and managed the affairs of the Subsection in a masterly manner, 
and by the time the Congress was over everyone in Europe or 
America associated with laryngology was well acquainted with 
his name. In 1882, backed by his friends MacCormac, Bristowe, 
and Ord, though not without some opposition, Semon was made 
head of the throat department at St. Thomas’s Hospital, and 
was the first laryngologist to be appointed to any general or 
teaching hospital in this country. In 1884 he founded the 
Centralhlatt fiir Laryngologie, published in Berlin, for many 
years the leading laryngological journal. 

In any matter of laryngological interest he took a leading 
part. He was knighted in 1897, and when he retired from active 
practice in 1911 he was at the zenith of his career. The £1,200 
that had been subscribed by friends and colleagues as a testi- 
monial on his retirement he applied to endow the Semon 
Lectureship in Laryngology. 

Cancer of the Larynx 

Semon prided himself chiefly on his work on cancer of the 
larynx; in his' autobiography he claims “the world’s record for 
laryngeal cancer, 80% of lasting cures.’’ But his idea of a 
“ lasting cure ’’ was a patient who survived for one year after 
operation. He includes in his cases patients whom he diagnosed 
but did not operate upon, and the 80% refers to laryngo-fissure 
patients only.’ Semon insisted that a malignant growth was 
more common in the posterior part of the vocal cords — this is 
quite wrong, and helped to mislead a whole generation. He 
said that a malignant growth caused greater hoarseness than an 
innocent growth, and that impaired mobility was an early sign of 
cancer of a vocal cord. All of these points Semon used to try 
to discredit Morell Mackenzie in his management of the case 
of the Emperor Frederick III— -yet subsequent experience has 
shown that he was wrong in every one of them. It is true, 
however, that Semon’s advocacy of the operation of laryngo- 
fissure did much to advance the surgery of cancer of the laryn.x. 
But it was Sir Henry Butlin, not Semon, who revived the previ- 
ously discredited operation of laryngo-fissure, and Semon was 
wise enough never to attempt the operation without a skilled 
surgical assistant. Semon’s contribution to advances in the 
study and treatment of cancer of the larynx is mainly that of 
an ardent propagandist, undoubtedly useful in the times in 
which he flourished, but his work in this field has had little 
permanent value. 

Semon did good work in advocating complete vocal rest in 
the treatment of laryngeal tuberculosis. He read a paper, with 
' a long and detailed report of seven cases, at the Berlin Laryngo- 
logical Society in 1906, and subsequently published it in the 
British Medical Journal. But the idea dates back to Broussais 
in 1824. and Professor Moritz Schmidt, of Frankfort, advocated 
it in 1887, while -others claimed to have done so about the 
same time. 

Innervation of the Laryiuc 

Before Semon laryngologists had quite chaotic ideas about 
laryngeal paralysis, and whether the abductors or the adductors 
were affected seemed to depend entirely on chance. Semon 
published many papers on the innervation of the larynx and 
laryngeal paralysis, and there is no doubt that he did clear up 
many misconceptions on this subject. He was not a trained 
physiological worker, and his early experimental work was 
unsuccessful, as he himself says, owing to deficiencies in 
technique; but after he made ahe acquaintance of Victor 
Horsley in 1884 he found a helpful collaborator, experienced 


in physiological investigation, and Semon’s enthusiasm wiib 
Horsley's skill produced fruitful results. Semon’s observation 
that in progressive organic lesions the nerves supplying tht 
abductor muscles of the larynx are affected before those p: 
the adductors has been termed “Semon’s law.” The namt 
became attached mainly because Semon wrote so much and 
so vehemently on the subject when it, was first promulgated 
The idea had been in Semon’s mind, he had said somethin; 
about it at the Clinical Society of London in 1878, and in tht 
German edition of Mackenzie’s great textbook. Diseases of tiu 
Throat and Nose, translated and annotated, by Semon, ht 
elaborated this in a footnote, but Professor Otto Rosenbach 
actually published his own observation about the abductors 
and adductors in 1880 before Semon. The battle of priorit) 
was fought with considerable violence on both sides and a 
bitter controversy ensued. 

Semon’s main contribution to laryngology really lies in hh 
having enhanced the status of the specialty. His pubfished 
work, though much of it is naturally out-dated, was founded 
on personal observations and always carefully documented 
He was an assiduous attendant at meetings of societies and 
conferences, and. at home and abroad, was in his generatidr 
looked upon as the representative English laryngologist— though 
in the end he preferred to print his collected papers (in two 
handsome volumes) in German. His geniality and courtesy, hi- 
generous hospitality and vivacious conversation, made him a 
conspicuous figure and a general favourite in the society of 
late Victorian and Edwardian London. He was undoubtedl; 
vain and self-centred, but he was a hard worker and lived foi 
the advancement of laryngology. The centenary of his birth 
well desen'es to be remembered. 
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Speaking on “ The Need for Smoke Abatement ” at the Royal 
Institute of Public Health and Hygiene on November 30, Sit 
George Elliston said that a report recently issued by the Federal 
Health Authority in Washington on last winter’s fatal smokr 
fog in Donora — when over 20 people died and 40% of the 
population were made ill — showed that the chief culprit was 
sulphur dioxide, the corrosive constituent of our own fogs 
“ About the same time, here in London, a week of fog sent up 
deaths by 20 to 30% over the average for the previous foui 
weeks, while the number of deaths from bronchitis was more 
than doubled.” Those whose lungs were not as efficient as 
they might be should be warned to take special care of them- 
selves and to remain indoors as much as possible during heavy 
smoke fogs. Discussing the remedies for the problem, Sir 
George said there was no simple panacea. The remedies were 
identical with the needs and programme for using our fuel 
supplies more efficiently and wisely and with the improve- 
ments that were so badly needed for warming our homes. He 
referred to the need for new legislation based on the prior 
approval of new fuel-burning installations, which was nov 
standard practice in the U.S,.A. and elsewhere overseas. The 
domestic smoke problem for a long time seemed to be insoluble 
But in 50 years’ time or less the old-fashioned coal fire would 
be as obsolete as the open sewer to-day. The abolition of 
smoke by stages through the setting up of expanding smokeless 
zones was preferable to any of the more spectacular ways that 
might be envisaged. Smokeless zones were areas where all 
smoke was prohibited, and though the central and administra- 
tive areas were an ideal starting point it was hoped that new 
residential districts, rebuilt blitzed areas, new industrial estates, 
and above all new towns would become smokeless zones. In 
time the separate zones would coalesce and whole cities and 
industrial districts become smokeless. 
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SCIENTIHC TREATSIENT OF DELINQUENCY 

INSTITUTE’S ANNUAL MEETING 

The eleventh annual general meeting of the Institute Tor the 
Scientific Treatment of Delinquency «as held on Notcmber 18. 
with Dr. Edward Glover in the chair. Dr. Dennis Carroll, 
who presented the annual report, said that the year had prob- 
ably been the busiest and most successful in the In.stitute’s 
history. The clinic, on the council's recommendation, had 
become a part of the National Health Service, the Institute 
remaining a private society pursuing its other activities. This 
necessitated a division between the clinical and non-clinical 
work, and the placing of the clinic under the North-West 
Metropolitan Regional Hospital Board. 

.■ifter mentioning a number of developments Dr. Canoll 
described one which had attracted a good deal of attention 
—namely, play therapy as a method of dealing with highly 
aggressive children betwjen the ages of 8 and 11. Some of 
these children in ordinary life were dangerous, and all were 
aggressive enough to be regarded as uncontrollabie. They 
were set to play in a specially designed room with materials 
that could cause no injury, and were allowed to be as aggres- 
liye as they liked ; it took two adult play-therapists to control 
.’our aggressive children. The children also received individual 
treatment. After a few months they spontaneously became 
constructive instead of destructive, and were transferred to 
another room where they could be constructive to their hearts’ 
content. This technique was still in the experimental stage in 
the sense that its limits were not yet known, but it was estab- 
lished that it was worth doing. Dr. Carroll complained that 
children were often not referred until they had a history of some 
years of delinquency, which made it necessary not only to over- 
come the original cause but to exorcise an extremely bad habit. 

The Earl of Feversham said that the stage had been reached 
when the conscienuous citizen was aware of the work which 
nad grown up at the Institute. People were at last beginning 
qo ask why children were naughty, and once the beginning of 
an answer to that question was made the probiem of juvenile 
delinquency began to be salved. He thou^t it a great advan- 
tage that the work of the clinic had been taken over by the 
National Health Service and the Institute left free for research 
and education, even though its appeal to the public was- now 
less dramatic. 


ENCEPimmS AND ENCEPHALOMYELITIS 

TOGHLCSGS JACKSON LECTURE 

The Hughlings Jackson lecture was delivered before the Section 
of Neurology of the Royal Society of Medicine on November 
22 by Dr. J. G. Greenfield, whose subject was “Encephalitis 
and Encephalomyelitis in Man.” Mr. Julian Taylor presided. 

Dr. Greenfield, whose lecture was accompanied by many 
photomicrographs of brain sections, said that he could find 
no evidence that Jackson took a special interest in this sub- 
tecL Perhaps acute cases of this kind did not Jend themselves 
to the detached and protracted study which he gave to his 
cases, but if his working life had been twenty years later the 
sequelae of encephalitis would have fascinated him, and no 
doubt his keen analytical mind would have clarified the 
problems they presented. 

Encephalitis had now largely passed into the hands of virus 
experts, and in this field the laboratory worker had recently 
outstripped the clinician. But the reverse side of the picture, 
jhat of the histopathologist, showed five or six different types 
of encephalitis which had so far resisted attempts at transmission 
to animals, or at least had given uncertain results. In the 
diagnosis of these cases the histopathologist retained qn impor- 
tant place. The lecturer confined himself to the forms of 
encephalitis which were, or might be presumed to be, due to 
infection by a virus either directly or by reaction of virus and 
host in a manner not yet fully understood. He cave a short 
historical survey of encephalitis in man' from the sixteenth 
century onwards. Towards the end of the nineteenth century 
the chief interest in encephalitis was in relation to influenza 


Pfeiffer's bacillus was incriminated in many cases. Acute 
haemorrhagic encephalitis was almost synonymous with 
influenza! meningitis.. The slate of knowledge in England 
was well summed up by Frederick Batten early in this 
century. Batten recognized encephalitis following measles 
and other acute infectious diseases, and stated that influenzal 
meningitis might give rise to symptoms very similar to those of 
encephalitis. At that time there seemed to be little conceprion 
of encephalitis as an independent disease. 

In the epidemic of encephalitis lethargica in 1917 the most 
curious symptom noted was the lethargy or light coma, lu 
sequelae of oculogyric crises and parkinsonism were not known 
to follow any other form. On the whole, the course of this 
disease was less acute than that of other forms of encephalitis, 
though many acutely fatal cases did occur. It seemed that we 
were still ignorant of the virus causing encephalitis lethargica, 
possibly because no suitable animal host had as yet been 
found. In this disease the white matter of the hemispheres 
was little if at all infiltrated ; the basal ganglia often showed 
severe lesions. 

Cases of encephalitis following vaccination against smallpox 
began to be observed in 1922. These were at first interpreted 
as a direct attack on the brain by a vaccinal virus. It was 
not long, however, before cases of encephalitis with a simifat 
histological picture were observed following measles in, the 
larger centres of population, and other cases following influenza, 
rubella, chicken-pox. and mumps were recorded. The aetiology 
of this condition bad to be reconsidered. One possibility was 
activation of another virus that was capable of causing 
demyelinaiion or necrosis. Another was an aljergic response 
of the brain to the previous infection. By 1930 cases of post- 
vaccinal encephalitis had become rarer, but they became rather 
more numerous during the recent war. This post-infectious 
form of encephalitis, though rare, was still the most common 
type in the British Isles at the present time. 

Meanwhile various epidemics had been happening, or were 
about to happen, some of them in the Far East and the 
Antipodes, others in America. Dr. Greenfield gave some 
account of the Australian X and Japanese B forms. In the 
late summer of 1933 an epidemic occurred in St. Louis, with 
a low death rate and practically no sequelae. It appeared to 
be carried by mosquitoes, probably from an animal or avian 
reservoir, in which it was probable that the disease was carried 
through the winter by mites or ticks. In 1938 outbreaks at 
equine encephalomyelitis were reported from the eastern sea- 
board and the western States of the U.S.A. That in the east 
was small, but with a high death rate in children. In the 
western States the epidemic was widespread and the condition 
bad now become endemic. In all five of these forms the disease 
occurred only in the late summer, when mosquitoes were most 
numerous. 


An outoreag ot encephalitis m East Russia, occurring in 
spring and early summer and noticed about 1932. was found 
by a commission of investigation to have been carried by ticks 
from the wild animals in Siberia to the human populatiorr 
Not uncommon also in the western area of Russia were cases 
of a progressive or relapsing type in which the peripheral 
muKulature was more affected than the shoulder-jo'mls and 
neck, which were most often affected in the Siberian cases. 

pidemics of^the insect-bome forms of encephalitis were 
^temined as to their seasonal incidence by the life habits of 
the insect vectors. But there were.several other factors affect- 
% epidemiology, the first being the establlshmeni of 
immunity both m the human and animal hosts. Just as in 
epidemics of- poliomyelitis there were many cases without 
paralysis for every case of paralysis, so here There wexTmanl 

y ptoms. The phenomena of interference and exaltafion of 
^rutence. one or the other of which might occur wt„ two 
viruses were combined, had also to be considered. 


Dr. Greenfield then passed to a' specific consideration nf i 
encephalitis in the British Isles at the presr 
time. Some were quite rare, such as acute cases of 
encephalitic type, of which during ffie last eS^t y^ he'^h 



1350 Dec. 10, 1949 ENCEPHALITIS AND ENCEPHALOMYELITIS 


examined only ten from different parts of the country. In most 
of these cases attempts were- made to transfer the disease to 
animals, but without success. The cases were found generally 
in adolescents or young adults between file, ages of 15 and 35. 
The intensity of the inflammatory changes in the brain .varied 
remarkably. 

Cases of acute haemorrhagic leuco-encephalitis had recently 
been reported in Boston, Mass., and in Norway. Some of them 
were interesting in that the disease was almost entirely in the 
pons or brain stem. Most of these, cases came on after infec- 
tions of the respiratory tract, such as sore throat, influenza, 
coryza, or acute- bronchitis. In one patient he had personally 
examined the symptoms came on two days' after an attack of 
urticaria, the history suggesting an allergic reaction of the brain 
tissue. The onset of the condition after influenza or an acute 
respiratory infection, sometimes with an interval of a few days 
of relative health, suggested a possible relationship between this 
condition and the commoner form of post-infectious encephal- 
itis, and this was borne out by recent experimental work. 

Subacute forms of encephalitis presented a rather distinctive 
clinical course. He mentioned eight cases of subacute inclusion- 
body encephalitis in children. The disease came on gradually, 
sometimes over a period of weeks, and pursued a ruthlessly 
progressive course to a condition of complete loss of men- 
tality. At an earlier period of the disease, in all but one of 
the cases studied, myoclonic jerking movements or repeated 
spasms of the face or limbs or of the entire body had been 
observed. Death had occurred after an interval of from seven 
weeks to six months from the first symptom.. 

The subacute sclerosing form of encephalitis described by 
van Bogaert in 1945 was not easily distinguished from the 
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subacute inclusion-body type on clinical grounds. In it also 
there was progressive dementia with involuntary movements, 
which might resemble those just described or might be of a 
writhing character. In both subacute forms the cerebrospinal 
fluid, though otherwise normal, might give a Lange reactier 
of paretic type. Histologically the sclerosing form showed 
neuroglial proliferation and early gliosis in the corte.x and 
areas of partial demyelination' with gliosis in the white matter 
In both forms the usual evidences of inflammation were found 
in the cerebrum and brain stem. 

The lecturer closed by saying that the belief that encephalitis 
might occur in a subacute progressive form, although suggested 
by some of the earlier cases, had only recently been fulh 
documented. Few had worked in this field, but .it was one 
which was full of interest and offered a rich harvest. 

At the close of the lecture Professor Lndo van Bogaert, ol 
Antwerp, offered a few observations. He agreed with the 
lecturer that the two subacute forms he had described were 
clinically indistinguishable. He had recently found several 
such cases in colonies of mental defectives. A vote of thanks 
to Dr. Greenfield was proposed by Dr. F. M. R. Walshe, who 
said that the Hughlings lackson lectureship was the highesi 
honour which British neurology could offer to anyone workinj 
in this field. The lectureship had always been filled by a moss 
distinguished neurologist, but this was the first time that neuro- 
pathology had had the honour. Dr. Greenfield’s contributions 
to neurology over the last thirty years were weU known, and 
in moving the vote of thanks he had the double satisfaction ol 
paying a modest tribute to Dr. Greenfield’s distinction in his 
chosen field and of expressing his affection for a man whom 
he had known for so many years. 


WELLCOME fflSTORICAL MEDICAL LIBRARY 

The Wellcome Historical Medical Library was formally opened 
on December 2. Welcoming the guests to a luncheon given 
by the Directors of the Foundation, Mr. H. E. Sier (chairman) 
said it was a great privilege to see there so many librarians, 
representing most of the large libraries in England. He spoke 
of the late Sir Henry Wellcome’s great interest in medical 
history and archaeology, which had led him to build up the 
library. Dr. E. Ashworth Underwood (Director of the Library 
and Museum) recalled that Sir Henry had by 1900 acquired a 
considerable collection of museum pieces and books, and in 
1913 he was able to provide a medico-historical exhibition 
at the International Congress of Medicine in London. Con- 
siderable progress had been made in the preparation of the 
library catalogue, and he paid tribute to the Librarian, Mr. 
W. J. Bishop, and his staff for their achievement in bringing 


Among these are to be found Aristotle’s Problemata (1500). 
of which there is only one other copy in existence, and his 
De physico (1500). The copy of Quiricus de Augustis: Lumen 
apothecariornm (1497) is the only one in any British libraiy. 
Other titles include Avicenna’s Canon (1489-90), Ferrarius 
de Gradibus: Consilia (1482), Gilinus: De morbo gallico 
(1497), the only copy in Britain, and Hippocrates: De nature 
hominis (1480). 

The sixteenth century is represented by 4,000 volumes, includ- 
ing the Renaissance editions issued by Aldus, Froeben, the 
Estiennes, Junta, Oporinus, and other Scholar -printers. The 
library contains all the editions of Vesalius and his forerunners, 
the works of Jerome of Brunswick, Hans Gersdorff, Ambrose 
Pare, Paracelsus, Della Croce, Pierre Franco, Vidus Vidius, 
Marianus Sanctus, and other pioneers of surgery. There are 
to be found on the shelves rare early herbals by Dioscorides 
and the well-known Mainz Herbal of 1491. 


the library to its pre- 
sent state of efficiency. 
?ir Arthur MacNalty 
md Sir Henry Thomas 
also spoke. 

The Library 

The library has been 
built up in the last 50 
years on a scale com- 
parable, in its own sub- 
jects, to that of the 
great national collec- 
tions. It contains 
200,000 books, pamph- 
(ets, and journals, 5,000 
manuscripts, and 100,000 
autograph letters. It 
includes 612 complete 
works and 22 fragments 
of books published 
before 1500, which is 
one of the largest 
collections of incuna- 
bula in the eoiiniry. 



Among the 700 
English books printed 
before 1 640 are Gil- • 
bert’s De MagenU 
(1600), Roesslin’s Byrth 
of Mankinde (1540) 
and Vigo’s Surgica< 
Works (1586) auto 
graphed by WilHan' 
Clowes, the Elizabethar 
surgeon. The seven- 
teenth - century collec- 
tion contains 10,0(K* 
books, including not 
only such medical 
works as Harvey’s Dt 
Motii Cordis (1628) but 
first editions of Bacon 
Galileo, Kepler. 
Descartes, Newton, and 
Boyle. 

The library contain.* 
special collections on. 
for example, alchemy, 
occultism. veterinary 




the therapy 


tstcmdin^ tic 

^ (nctoxy -- .ty' 

r tefVcictoJ' ^ ■■: 


' -r? -V- 
■„■.; - -1^ 



. '•= !r\\'jt^ .00 

^«’'r':'•: 'i!vcr '" \ .■ 


> \ 


. M.W’.-r 


K«)\cfc'e ^in ^ 4 ^ 

t! v.r.a'.c 

'ro . »' \ 

tC'A UAH'- ..nieo' ^\l$ ' 

,ndu4'.nj P'^”^oof>c>e'' ^ •, 

\ .-at suppyj^ 





-VS®® 


tOT> '^J' ^ - 


Mtl»lC» 




it» 



-Advertisement 


BRITISH MEDICAL JOURNAL 


Dec. 10, 1949 



^ fSELIEF 


Clinical experience with ‘ Heptalgin ’ in the relief of all types of pain 
has not merely confirmed the remarkable analgesic properties of the 
compound. Equally remarkable has been its relative freedom from 
undesirable side effects. For instance, ‘ Heptalgin ’ is free from 
euphoriant effects. It causes little or no depression or drowsiness — 
indeed, if both sedation and pain-relief are called for, then a sedative 
must be administered in addition to ‘ Heptalgin ’. 

As with other analgesics, the dosage of ‘ Heptalgin ’ varies markedly 
from patient to patient. It is advisable to start with a dose of one 
tablet, increasing to a single dose of perhaps three or four tablets if 
response to the smaller amount is too slight. 




TABLETS CIO wgj bottles of 25 & 100 



M\POVL£S 00 mg) I cc. in-boxes cf 6 


Brand Phanadoxonc 


GLAXO LABORATORIES LTD., GREENFORD. MIDDLESEX. BYRon 3434 


WATER-SOLUBLE ANALOGUE OF VITAMIN K-BOOTS 




3 Natural Vitamin K in the gut h derived 
partly from the food and partly from the 
intestinal flora which synthesize it. Bile is 
necessary for Us absorption. 


Water-Soluble Analogue of Vitamin K - Boots has advantages over the 
natural vitamin and its oil-soluble analogues. It can be given by intra- 
muscular injection without local irritation, and intravenously when a rapid 
response is required. It is also effective orally, and is readily absorbed in 
the absence of bile. 


Injection of Water-Soluble Analogue of Vitamin K-Boo!s 
Boxes of 12 and 50 x I ml. ampoules, each containing the equivalent of 10 mg. 
Mcnaphihone, B.P. 

Tablets of Water-Soluble Analogue of Vitamin K-Boots 
Bottles of 25 and 100 tablets, each tablet containing the equivalent of 10 mg. 
Mcnaphibonc, B.P. 

Literature and further information on request to the Sfedical Dept. 

BOOTS PURE DRUG CO. LTD.. NOTTINGHAM, ENGLAND. 



S.39 



4 Deficiency of prothrombin leads to neo- 
natal hirmorrhage which can he preremed 
and treated by the administration of Water- 
Soluble Analogta^ of Vitamin K - Boots. 
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reported all occurred in September and October, 1927, when 
the apparatus available was primitive, and the dosimeter still 
more so. Since then I have treated 2,350 cases'at Goldie Leigh 
Hospital without a single mishap. 

3. Dr. Crow is wrong in stating that .v-ray epilation is unsuit- 
able for young children. We treat children from one year 
upwards. Those who are too young to remain still of their own 
volition can be simply and safely restrained on the couch I 
described in 1931. 

I agree that if the local applications advocated by Brain and 
his colleagues (April 17, 1948, p. 723, and September 17, 1949, 
p. 626) are successful they should be used in preference to 
epilation, but in assessing the alternatives the difficulties and 
dangers of the .r-ray methods should not be presented as serious 
when in fact they are now negligible. — I am, etc., 

London, W.t. S. CociplANE, SHANKS. 

Aureoniycin in Treatment of Syphilis 

Sir. — D r. R. R. Willcox has shown (November 12, p. 1076) 
that this drug has some action in early syphilis. TTiis was 
already known. I deprecate the unscientific trial of therapeutic 
agents in syphilis, and the premature publication of results. 

In syphilis, more than other diseases, therapeutic trials must 
be planned and controlled, and deductions must be based on 
scientific tests and prolonged observation. The prevalent abuse 
of antibiotics in syphilis is fostered by unscientific trials and 
premature reports. — I am, etc., 

Manchester. ROBERT LeES. 


Botulism or Polio-encephalomyelitis? 

Sir,— I have read with interest the comments of Drs. E. Vivian 
Lambert and A. H. Gale (November 26, p. 1235). Certain 
features of this patient’s illness made a diagnosis of polio- 
myelitis very unlikely ; two members of the" family had similar 
prodromal symptoms; the interval between onset of gastro- 
intestinal symptoms and paralysis was only a matter of hours ; 
signs of meningeal irritation were absent ; and an isolated 
internal ophthalmoplegia occurred. The course of the illness 
was therefore quite unlike poliomyelitis. 

Dr. Gale rightly draws attention to the care taken by 
manufacturers of canned food. The tongue which came under 
suspicion in this instance was canned in South America. — I am, 
etc., 

London, W.l. DaVID KENDALL. 


Inspection of Coarctation of Aorta with a Thoracoscope 

Sir, — U nder the heading of Medical Memoranda in the 
Journal of August 6 (p. 317) there was a report from Mr. J. R. 
Belcher and Dr. F. E. de W. Cayley of a case of direct inspec- 
tion of coarctation of the aorta with a thoracoscope, in which 
they stated that there had been no previous description of a 
coarctation of the aorta seen through a thoracoscope or the use 
of this instrument as a means of identifying abnormalities of 
the great vessels in the thorax. 

In August, 1947, a female patient aged 31 had been referred to me 
with a view to having Smithwick’s thoraco-lumbar sympathectomy 
performed for hypertension. She had been married for eight years 
and had three children. She had been told that her blood prestture 
was high during her second pregnancy four years previously. Her 
present symptoms were referable to her hypertension, the blood 
pressure being in the neighbourhood of 225/110 mm. Hg when taken 
in the left arm. These symptoms had been present for about three 
years, and consisted mainly of palpitations of the heart and breath- 
lessness on exertion, with throbbings in her throat. She had never 
had any headaches. Examination of her nervous sy.stero did not 
reveal any abnormality, but an early “ silver wire " appearance was 
noted in the arteries of the ocular fundi. The patient’s heart was 
somewhat enlarged, and there was a systolic murmur, best heard at 
the mitral and pulmonary areas. Marked pulsations were noted m 
■ the arteries of both posterior triangles of the neck, in the axillae, 
and at the back between the scapulae. The blood pre.ssure in the 
right thigh was only 140/110 mm. Hg. Skiagrams of her chest were 
taken by Dr. B. P. Anderson Stuart, who reported that the aomc 
knob was present but that he could not detect any shadow of the 
aortic arch ^hind it, nor of the descending aorta. There was definite 


notching of the under-margins of many of the ribs, and radiologicallj 
the appearance was pathognomonic of aortic coarctation. 

In order to be certain of the diagnosis and to determine whethei 
the patient should be submitted to operation for this condition oi 
not, in view of her age, it was decided to “ let down ” the lung on 
the left side by performing artificial pneumothorax on three 
occasions. Thoracoscopy was then carried out by inserting a 
Jacobeus thoracoscope through the fourth inteicostal space at the 
anterior axillary line. The lung was seen to be collapsed and a huge 
subclavian artery noted, into which the arch of the aorta seemed to 
terminate. The internal mammary artery and the upper three inter- 
costal arteries were seen to be about three times their ordinary size 
As the lung was not completely collapsed, the descending portion 
of the aorta could not be seen, but the stricture appeared to be just 
beyond the origin of the lefr subclavian artery. The patient did noi 
suffer any ili effects from this procedure and the lung expanded in s 
few days. 

As I had had no experience with this operation, and as no 
other surgeon in Sydney at the time had had any either, it was 
decided not to advise any surgical measures then. Her case was 
subsequently discussed with Dr. O. T. Claggett, of the Mayo 
Clinic, and in view of the appearances seen at thoracoscopy and 
the age of the patient he stated that he would not advise an> 
surgeon to operate on this patient as his first case. The position 
was fully explained to the patient and her relatives, and she 
is still leading a fairly normal existence and her symptoms have 
not progressed. 

This thoracoscopy was actually performed on September 3. 
1947, in the department of neurosurgery at the Royal Prince 
Alfred Hospital, Sydney, where the full records of the case are 
available. — 1 am. etc.. 

Sydney. R. A. MoNE^ 


The Acute Throat 

Sir, — I was very surprised at Dr. Thomas Anderson’s repl> 
(November 19, p. 1179) to the criticisms of his article on the 
acute throat. From the point of view of the clinician- surely 
his own clinical observations must count for something. I agree 
that the majority of sore throats are mild and tend to subside 
naturally, but 1 am sure that many practitioners have seen 
these mild throats, treated them with aspirin, etc., and then 
have seen them, say. two or three days later very much worse. 
In these cases we have lost valuable days. The incidence of 
peritonsillar abscess in my practice has fallen enormously ovet 
the last few years, and 1 can only account for this by sulphon 
amide therapy instituted early on. 

1 would like to know just what preparation of sulphonamidi 
was used by Dr. French in the investigation on scarlet fevei 
mentioned by Dr. Anderson. I know that some similai 
re-searches were done with sulphanilamide years ago but have 
not been repeated with the recent and better preparations. 

The majority of G.P.s do not make a positive diagnosis of 
streptococcal tonsillitis. There are other bacteria which are 
responsible for sore throats — e.g,, pneumococci and staphylo- 
cocci — and many strains of these organisms are amenable to 
the recent sulphonamides. 

So far as the necessity of treating mild tonsillitis at all arises, 
I fee! that the mild cases rarely come to the doctor at all 
Would Dr. Anderson still agree that milk-borne tuberculous 
infection should be permitted because of the immunity it 
may produce ? Surely if we have a potent weapon we should 
use it. 

As regards drug rashes, the.se also can be caused by aspirin as 
well as the sulphonamides. Of polyarteritis nodosa I can say 
nothing, never having seen a case, but 1 certainly have not heard 
of any great increased incidence from my colleagues, — I am. 
etc,, 

Dazeabam. Essm. J. FiNER. 

Sir, — Dr. T. Anderson, in his excellent article on “The Acute 
Throat ” (October 1 5, p. 8601 repeats the traditional advice 
for the treatment of throat infections — “ the administration of 
aspirin powder, which is allowed to melt slowly in the mouth 
before swallowing.” The implication is that aspirin taken in 
this manner exerts its analgesic effect both locally and centrally. 
Dr. Anderson mercifully omits any reference^ to the common 
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hut futile practice of gargling with a suspension of aspirin 
powder before swallowing it. The pain and irritation caused by 
she powder coming into contact with an already inflamed 
mucous membrane are the e.sact opposite of the effect intended 
—unless the intention be to bring about rupture of a peri- 
tonsillar abscess without surgical intervention by causing bouts 
of violent coughing. Is there in fact any evidence that aspirin 
exerts its analgesic effect by virtue of a local, as well as a 
central, action 7—1 am, etc.. 

Kuali temper. Meiers- SCLARt- 


Ftuled Forceps 

Sir, — May I support the view of Mr. W. P. Hirsch (November 
19, p. 1179) about the importance of transverse arrest of the 
bead in difficult forceps deliveries 7 The so-callcd “ persistent 
occipito-posterior position ” is in most cases a transverse arrest 
of the head. Some figures which I am at present preparing for 
publication show that in forceps deliveries the transversely 
arrested head is far more common than the persistent occipito- 
posterior position and carries a much higher foetal risk. In 
the real occipito-posterior position a deliberate face-to-pubes 
delivery can and should be carried out in most cases, and the 
foetal risk is low, as a relatively safe cephalic grip is obtained 
with the forceps. 

Mr. Hirsch rightly points out that there is quite inadequate 
mention of this position in the standard textbooks in this 
country. It is usually looked upon as an occipito-posterior 
position in which incomplete rotation has taken place. Mr. 
Hirsch mentions, however, that the head enters the brim in 
the transverse diameter in A0% of cases, and some American 
radiological studies indeed place the figure at 60% or more. 
U the transvers^ely arrested head is not an occipito-posterior 
position, and in the majority of cases never has been one at 
any stage of labour, surely these two complications should be 
separated, especially as their treatment is so different. 

The classical operation in these cases is that of manual rota- 
tion. I believe, however, that not only is this usually impossible 
but that attempts to carry it out are dangerous. The fault in 
these cases is not that the head has failed to rotate but that it 
has failed as a result of pelvic deformity to reach that level 
at which rotation normally occurs. The use of the Kielfand 
forceps in these .cases is highly satisfactory with practice, as 
Jeep general anaesthesia is unnecessary. A cephalic grip is 
obtained, and there is a minimum of manipulation. Spontaneous 
rotation usually occurs during descent, — 1 am, etc., 

SliddlBbrouei. 8RYA.N WlLLIA-MS. 

Sir, — Many years ago 1 ' attended a lecture - on forceps 
deliveries in persistent occipito-positions and was amazed at 
the number of different theories and treatments suggested in 
the discussion that followed. Not being convinced by any 
one of these, I looked up all the available literature and found 
that practically the only agreement in the various descriptions 
was that the cause of the persistent occipito-posterior position 
vas insufficient flexion of the head. 

As a student I was taught to treat the cause of any condi- 
tion, not the result I have, therefore, since that time treated 
ill my persistent occipito-posterior cases by flexion of the head. 
This is very easy to do with three fingers on the occiput, and 
as soon. as the head starts to flex rotation lakes place. This 
has been verified by the many house-surgeons and general 
oractilioners to whom I have explained it. — I am, etc., 

Rtiwoi. Mabei F. Potter, 

Sadden Obesity and Psychological Trattma 
Sir,— The interesting report on three cases of “sudden obesity 
and psychologica! trauma " by Drs. H. J. Shorvon and John S. 
Richardson (October 29, p. 951) prompts me to ask lor a very 
pertinent information which is lacking in the case histories Is 
there a familial (hereditary) tendency to obesity in these three ' 
patients 7 If so, the interpretation of the pathologic mechanism 
involved would require some modification.— I atn; etc., 

U» Anjelra lUXtUS BaCER. 


An Unusual Murmur 

Sir.— T he following case history may be of interest to your 
readers, as it presents unusual and remarkable features. 

A medical practitioner, aged 27, while sitting on a chair engaged 
in conversation, was suddenly seized with an attack of pain in the 
praccordiuen. The character of the pain was ibat of an ache, ii 
passed from the praccordlum to the Inferior angle of the left scapula 
U was not very severe, but some five minutes later it became worse 
and changed its character to that of an acute sharp pain, which at 
times seemed to involve the left shoulder-joint. So severe^ was the 
pain at this stage that the patient decided to rest for a while in his 
bedroom. On arriving at bis room he lay on the and, taking 
his stethoscope, listened to his heart. He heard a distinct clicking 
noise, and for a moment thought that the bell of the stethoscope was 
hitting against one of his shirt buttons. This was not the case. The 
noise was coming from his chest. He called for a servant, wlm 
fetched his assisiant, who arrived afier about 10 minutes. By this 
time ihe noise was so loud that it could easily be heard wiihoui a 
stethoscope ; now however it was not cb'cking in chaiaaer but harsb 
It was systolic in lime, and absolutely regular. It would fail with 
every extrasysiolic inicrnussion, and return with every norma! systole 
(the patient has had extrasystoles for years). At this point' the 
paueni noted that ihc pain was not continuous but throbbing. It too- 
came with every systole, and failed during the extrasysiolic inter- 
missions. Thus the pain, the noise, and ventricular systole occurred 
together. A lematkable feature was that suddenly, and for no 
apparent reason, the noise would stop, only to return after an interval 
of about ten lo twenty seconds. During these periods the hean 
sounds were normal. 

Examination at this stage revealed a normal blood pressure, a bean 
rate of EO, and an apex beat which was strong and in its norma! 
position. Apart from the peculiar noise, which by now could be 
heard some 12 ft. (3.5 m.) from the bed, and the pain there was 
nothing else abnormal discovered. Next day the pain had disappeared. 
The patient was examined by a surgeon, who excluded diaphragmatic 
hernia, and by a physician, who suggested as a diagnosis haemo- 
pericardium, pericarditis, or coronary thrombosis. On the next day 
various radiological examinations were performed, but no abnonnaC- 
ties. were discovered except for a slight increase in the size of the leli 
ventricle. An E.C.G., B.S.R., and blood count were performed: 
the E.C.G. showed cxtrasystoles, otherwise everything was normal 
Another physician was called to the case, and coronaiy thrombosis 
was diagnosed. Three days after the onset of the attack the noise 
disappeared. 

{3n returning home the patient spent one month in bed, during- 
which he felt well except for an occasional ache over the heart, and 
at limes a sharp pain in the left elbow where the ulnar nerve crosses 
the medial epicondyle. After his month in bed the patient arose and 
on his second day up he bad another attack, exaaly as the firs! 
but not so severe. It disappeared after three days. The patient then 
saw another physician, who said that while he could not make a 
diagnosis he could exclude coronary thrombosis; he added that the 
heart was in no way at fault. On his advice the patient returned 
to work. Since Ihen there have been two or three minor attacks, 
but so sh'ght were they that it was not necessary for' the patient ic 
discontinue his work, Mediasiimtis, with mediastinal emphysema, 
was the patient's ultimate diagnosis. 

— I am, etc.. 

Si. MatUiewv Hospllal. Soaih Aftici F, A. WaKD. 


tMiuignani lernan jyiasarta 

Sir,— With regard to Sir Philip Manson-Bahris letter on the 
subject of malignant tertian (subtertian) malaria (November 5. 
p. I(M4) I fail to see vhy criticism of textbook teaching on the 
subject should be regarded as “ betrayal of truth.” - It is no 
refleetjoa on early observers of malaria to suggest that they 
Old not reach finality in the matter of symptomatology and 
diagriosis any more than they did in the matter of treatment and 
other aspect of the disease. For instance, the textbook 1 
nrcntioned (October 22, p. 930), and roost others, twenty-fiive 
years ago was Inching that it was necessary to take large 
amounu of quinine over long periods to cure a ample attack 

afso^nf a belief which presumably was 

also not amved at “ m a day.” but which has been found to be 
fallanous since then. u lu pi 

'dis^rjir'' M;T. malaria as being an e.xtremely “protean ” 
disease— a great imitator of other diseases— which I believe 
been emphasized by Sir Jhilip more than any^e clsf Ys 
no more sacrosanct. My contemion-is that e.xperience in the 
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' Tropics in the past twenty to thirty years has proved it to be 
capable of modification, to say the least of it. The emphasis 
has shifted from credulity to scepticism about very unusual 
behaviour on the part of M.T, malaria. There has been a general 
increase of knowledge about malaria as well as other tropical 
fevers, knowledge of its epidemiology and immunology, particu- 
larly in relation to native races. Laboratory methods have 
improved. All this has had its effect on the clinical approach 
to M.T. malaria. Nowadays a native with M.T. parasites in 
' his blood and pneumonic symptoms is not likely to be labelled 
“ pneumonic malaria,” when it is appreciated that most 
members of his tribe and district carry M.T. rings in their blood 
as part of their normal equipment, so to speak. It is surely not 
unreasonable to suppose that early textbooks and descriptions of 
ihe disease might have been affected by lack of this kind of 
knowledge. 

Any views I have put forward would not be found at all 
remarkable or heretical by scores of practitioners in the Tropics 
to-day. They are, moreover, not based on “ flitting ” experi- 
ence, 'but on twenty years’ recent residence in malarious districts 
of Kenya, as good a “ pitch ” for observing the behaviour of the 
disease, I would think, as anywhere else. — T am. etc.. 

Craven Arms. Shropshire. ROSS. 


Angioneurotic Oedema Caused by a Wasp-sting 
Sm, — We feel that the following^account of angioneurotic 
oedema consequent on a wasp-sting may prove of interest, and 
we would welcome advice or comments with reference to the 
case. 

The patient, a man of 48, in good health, received a sting on the 
scalp from a wasp. He informed the medical officer, who was in 
the same room at the time, and as an erythema of the face and neck 
was already developing he was given 75 mg. of “ benadryl.’’ He 
returned to his work, und begsn to notice a marked irritation in nis 
legs, moderate dyspnoea, and huskiness of the voice. From then 
onwards the condition progressed rapidly, his dyspnoea became pro- 
nounced, and he could only speak in a whisper. 

When next seen by a medical officer (about 20 to 30 minutes after 
the original sting) he was markedly cyanosed and had urgent 
dyspnoea. His face, lips, fauces, tongue, and glottis were oedematous, 
his conjunctivae suffused, and his eyes watering 'copiously. He had 
clinical evidence of pulmonary oedema, and his respirations were 
bubbling” in type. There was a uniform erythema of ms body, 
and scattered urticarial weals were present in his skin. His pulse 
was 120 per minute and of a very poor volume. He could )ust speak 
in a husky whisper, and complained of a con.strictive pain across 
the lower part of his chest and gross skin irritation. 

The condition was treated by an immediate subcutaneous 
of 8 minims (0.5 ml.) of liq. adrenalin, followed by I minmi (0.06 
ml.) per minute thereafter. By the time 16 minims (I ml.) had been 
given his symptoms were improving sufficiently for him to be moved 
from a chair to a couch. A marked limb tremor of a coarse type 
had developed at this time, and continued at intervals for 11 hours. 
During the course of the next few hours he was given further sub- 
cutaneous injections of adrenaline (2 minims) at about 30-minutc 
intervals, and also a further 50 mg. of benadryl and, later, 

” antistin." - . • u 

He fell into a deep sleep, the respiratory obstruction having been 
UramaticalJy relieved by adrenaline, and by evening (approximately 
eight hours later) had little in the way of abnormal physical signs 
other than a persistent oedema of the uvula, which was causing some 
retching. A further 4 minims (0.24 ml.) of adrenaline helped to 
relieve this. By the following day'he was sufficiently well to return 
to light duty, his duties being of a sedentary nature,. 


The interest of this case lies in the fact that the patient had 
sustained a sting on the left ring finger three weeks previ- 
QU.sly This was apparently from a bee, as the sting had to be 
removed from the skin. The reaction that followed this was 
entirely local,, consisting of an oedema and urticaria of the 
dorsum of the band and of the lower third of the forearm. 
This settled in about three days with benadryl. rest, and local 
treatment. The patient gave a history of ahva vs reacting rather 
severely to insect bites. He has been stung only once before 
by a wasp (on his foot); this was some years Previously. 

It. would appear that in the present instance the initial bee 
Stine provided a sensitizing dose, and during the three weeks 
interval hypersensitivity developed the second sting 
apparently from a different type of msect) being the shock- 


ing ” dose. It is interesting in this connexion to note that there 
was no local reaction to the second sting, the manifestation 
being entirely of a general nature. 

An alternative explanation is offered by the work of Feldberg 
.and Keltaway,' ^ ’ who showed that certain bacterial to.xins and 
snake venoms which damage tissues may cause histamine to 
be liberated when they are perfused through the lungs. As in 
this case the two stings were almost certainly from two, different 
insects, the one a bee and the other a wasp, it is possible that 
some toxin in the sting of the latter caused a histamine reaction 
in the body. Otherwise one must postulate that there is ? 
specific protein common to wasp- and bee-stings, or that the 
original sensitizing dose was the sting sustained on his foot some 
years ago. 

The problem which clearly presents itself is that of possible 
prophylactic treatment, Wiitby' states with reference to 
anaphylaxis following serum therapy that “it is as well to 
assume that all individuals become hypersensitive ten day 
after the injection of any foreign serum and remain so for the 
rest of their lives." Presumably in our patient there is hyper- 
sensitivity to some protein associated with the insect’s sting, 
and in the event of it not being possible to desensitize him, at 
seems more than likely, the only alternative would appear to 
be for him to be constantly armed with a hypodermic syringe 
and some adrenaline if and when he is not near to medical aid 
and for him to be instructed how to inject himself should 
the need arise. — We are, etc., 

W. R. S. Panckridoe. 

Ontiniciuth, Devon C- Q- HeNRIQUES. 

Riferences 

1 Aust, J. exp. Btot. med. Sci.t 1937, 15, 441 and 16t. 

« J. Physiol; 1937 . 90, 2S7. 

» Ibid.. 1938, 94, 187. 

* Medical Bacteriology, 1944, London. 


The Natural History of Asthma 

Sir, — I feel that many of your readers must have shared 
my feeling of disappointment in the article entitled “The 
Natural History of Asthma” by Drs. Elsie O. Williams and 
G. E. 0. Williams (October 22, p. 897). From the title I liadr 
I think not unreasonably, expected to find therein the answer.' 
to at least some of the perplexing questions presented by this 
disorder. It was not clear to me whether their article was in 
fact based on a reviesv of medical records or whether they had 
taken histories from, examined, and treated these patients them- 
selves, If they have personal knowledge of these cases, ii 
seems to me inexplicable that they have not been struck more 
forcibly by: certain aspects of the natural history of asthma 
which have 'been widely described in the medical literature, and 
which have seemed to me inescapable. If, on the other hand, 
their paper was based solely on the examination of medical 
records, 1 submit that the natural history of any disease, and in 
particular any psychosomatic disease, cannot be adequate!) 
described by such a method. 

I am primarily interested in the psychosomatic aspects of asthma, 
and I do not feel that this has been adequately dealt with in this 
paper. Asthma is only one symptom which occurs in individuals 
who through heredity or constitution exhibit the aller^c diathesis. 
This diathesis manifests itself not only through the familiar somatic 
disorders, such as asthma, hay-fever, eczema, etc., but also through 
a particular personality pattern and the tendency to develop specific 
neurotic behaviour patterns. That such personality patterns and 
their a.ssoeiaied neuro.ses occur in allergic subjects has been shown 
in the writings of many authors, notably French and Alexander' 
on asthma, Wiilkower" on hay-fever, and Rogerson’ on the asthma 
of childhood. 

As long ago as 1913 Marcinow.ski* wrote the following, “ Onl) 
the method of psycho-analysis, however, has enabled us to come 
nearer to the essential nature of asthma and see the absurdity o( 
the' old |ric} clinical distinction between bronchial and nervous 
asthma. The various successes of somatic therapy do not in any waj 
argue against the psychogenic concept. The pedagogic value of 
other procedures, such as breaihing exercises, can be denied as little 
as the sedative value of drug therapy by narcotics, Bui in the future 
we shall consider as the true causal therapy only the treatment of 
'the basic anxiety hv.steria.” Foi my own part, 1 would not be 
prepared to go so far in dogmatism as Marcinowski. for 1 consider 
the allergic factor in the aetiology of asthma as beyond doubt. 1 
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ao believe, however, that the symptoms of the majority of cases, 
ihough commencing as allergic phenomena, arc gradually replaced in 
part or in whole by neuroses of the anxiety type. 

Rogerson* staled in his article on the asthmatic child that 
there was an unusual quality in the relationship between the 
child and one or both of the parents. 1 subscribe to this view, 
but 1 feel that the elTcclive parent in the relationship is usually 
the mother. Asthmatic children are abnormally dependent on 
their mothers, who in their turn arc abnormally over-anxious 
about the asthmatic child. That this is a special relationship 
between the mother and the asthmatic child is demonstrated by 
the fact that such mothers do not appear to be over-anxious 
about the siblings, and may indeed treat them with a scant regard 
which is beneficial to their mental health. A quite extraordinary 
relationship develops between the mother and the child, in 
which she suffers from anxiety and the child from asthma. So 
long as he remains the centre of the stage he appears to remain 
free from anxiety, but should the position of pre-eminence, 
largely achieved through his asthma, be threatened he will 
respond with either an.xiely or. what is now an established con- 
ditioned reflex, the asthmatic attack. Gradually a situation 
develops between the child and his mother in which the child 
••alue's his special relationship so much that he finds it impossible 
to surrender it in order to achieve his ultimate needs. 

I have found it valuable in these circumstances to approach 
the problem primarily through an attempt at resolving the 
maternal neurosis, for 1 have found that if the mothers can 
achieve insight into their psychological position vis-a-vis the 
child their 3n.xiety may be lessened and their treatment of the 
child modified with beneficial results. I feel that this simple 
therapy should preferably be carried out by the physician who 
has charge of the case, and that only more complex cases require 
expert psychiatric treatment, ft could be argued that the 
physician may find the time required a limiting factor. If this 
is so, recourse might be made to treatment on group lines. 
Sixteen or so mothers would form a convenient group which 
could be introduced to the simpler psychofogicai aspects of 
asthma and allowed latitude to discuss their problem in personal 
terms. 1 would further suggest that the first group meeting may 
be profitably devoted to the question of the physical over- 
protection to which asthmatic children are subjected. Any 
physician who is acquainted with an asthma clinic will recog- 
nize the unfortunate child in three woollen vests, pullover, over- 
'coat, and scarves, who looks out of place in midsummer amongst 
hS more suitably attired fellows. It should then be a simple 
matter to introduce the psychological over-protection. 

One further feature of asthma which. i( appears to me, was 
inadequately dealt with in the paper under discussion is its 
episodic nature. Many children appear to " grow out ” of 
asthma. I think it remains unknown why there should exist 
such wide variation in this respect, but it has been in my 
experience a striking feature of the disorder. It is because 
t feel that these important considerations should not be over- 
looked when we consider the natural history of asthma that I 
have presumed on your valuable space. — I am, etc., 

Inndon. E.U. D. H. IrWIN. 

RXF£31£NC£5 
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Gangrenous Intussusception in Childhood” 

Sts.— Dr. D. 3. Conway and Mr. R. T. G. Dawson fNovem' 
her 19, p. 11531 describe two cases of gangrenous intussuscep 
tion treated by the Mikulicz method. Although both cases wen 
brilliantly successful the authors mention certain di.sadvanlages: 
(1) wasting; (21“ excoriation of the abdominal wall; ant 
(31 further operative procedures for closure. In order tc 
obviate these I would most strongly advocate the manoeuvre 
fint suggested by Woodhatl.' This consists in making a side- 
to-side anastomosis between ileum and colon jiist above the 
exteriorized gut Ibis adds little to the time of the operation 
and leads to a much smoother recovery. 

I, I '’not successful ca.ses and found 

lhat 90% of the intestinal contents was passed per rectum. 


This meant that there was very little dehydration with ell its 
attendant difliculiics in the infant and only slight e-xcoriation 
around the wound. In addition, subsequent closure was easier 
than after the simple Mikulicz procedure. — I am, etc., 

SoulhsmelM, L. A. RICHABOSON 

, Rntut-sce 

I Afcli. Surg.t ChlctJSo, 1938, 36, 989. 


Chemistry of Trace Elements 
Sir. — I t has long seemed to me surprising that so little work 
has been done on the micro-chemistry of the rheumatic 
disorders. Yet we have much evidence to show that, the trace 
elements, in excess or in deficiency, are important in many 
human and animal diseases in this group. 

1 have just read a note on cobalt poisoning, from which 1 
learn that the toxic effects are attributed to interference with 
tissue metabolism due to fixation of sulphhydryl groups. It 
has been noted lhat the administration of cysteine lessens this 
toxic effect. A similar beneficial effect from the use of cysteine 
or of sulphur has been noted in rheumatoid arthritis. Clinical 
improvement occurs, coinciding with an increase in the cysteine 
content of hair and nails. 

I have tried to find out whether the distribution of cobalt in 
the soils of this country coincides with lhat of rheumatoid 
arthritis. Hitherto 1 have been unable to get the necessary 
information. 1 do nevertheless suggest that investigations on 
these lines might prove fruitful, not only in reference to cobalt 
but also to many other trace elements. — I am, etc., 

Hjdics Wood. Htn. G. C. PETHEB. 


Splenic Puncture 

Sir, — I was interested to read of Dr. E. Tuckman’s method 
of splenic puncture (November 12, p. -1112), as it is almost 
exactly like the one 1 used in India for the diagnosis of kala- 
azar, except that i kept the plunger of the syringe withdrawn 
while removing the needle. This caused the splenic pulp to 
spatter into the barrel, which was then washed down with a 
millilitre or so of isotonic saline into- a small tube and spun 
at a haw speed. Thick smears were made of the deposit and 
stained by Simeon’s method. 

It was my experience that when parasites were scanty the 
spleen was more likely to reveal them than the sternal ntarrow. 
It was very important, though, to make a prolonged search for 
Lcishman-Donovan bodies if other findings are suggestive, 1 
remember particularly the case of an Anglo-Indian in whom 
marrow examination revealed no parasites, but a sincle 
Leishman-Donovan body was found in two of three thfek 
smears of his splenic pulp. — 1 am, etc., 

Ashford. Midffltscx. C. »F. ROSS 


« ucuiiiUJiJU 


Sir, I am prompted by Dr. M. Gelfand’s article on paraffin 
pneumonia (November 19. p. 11511 to recall a case of an East 
African soldier who was under my care in a military hospital in 
Egypt m 19'f6. 

A man of 24 was brought in as an emergency. He was in a deep 
wma. There was a loial flaccid paralysis. No physical signs couid 
be found in the respiraiory system. Urine NA.D. I noticed a 
strong srnell of paraffin in the breath of the patient, and on inquiry 
among his leni mates it became clear that he had been'drinking a 

hurricane lamp and mixed 
with lemonade. A gastnc lavage was carried out, and he was placed 

^ours he was conscious and his 
neurological signs had suhsided. He then developed a high tempera- 

Ml- .1 SS ™ 

correspond to group 3 in Steiner’s 
cIass.ficat.on (Aajer. 1 . Dis. Child., ml 74, 32).-I am etc! 


tendon. S.E.13. 
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Painful Experiments 

Sir, — M ost of us in the profession, myself included, have 
probably at some time or other derided the charges of cruelty 
made by antivivisectidnists against the experimenters in our 
ranks. It has been the custom to ease our -consciences, prob- 
ably in genuine belief, by dismissing the charges as the out- 
pourings of cranks who in any case were not aware that painful 
experiments were conducted only on the anaesthetized animal. 

Within recent years, however, there has been genuine cause 
for disquiet, and the experiments on conscious rats described 
under the section headed “ Effect of the Alarm Reaction ” in 
the paper appearing in the opening pages of the Journal of 
Movember 19 (p. 1129) must surely arouse misgivings in the 
minds of some of us who were given to scoff. — I am, etc.,' 

Leighton Buzzard, Beds. ROTHCOPE. 


Infestation with Trichostrongylus 


Sir, — I have just read Dr. Ian S. Stewart’s article (October 1, 
p. 737) on trichostrongylus infestation. I now believe this 
infestation to be a common disease among the Mauritians 
recruited into the British Army. I have kept no records, but 
treat about one case of “hookworm” a week. Personal 
experience in the examination of stools has convinced me that 
many more cases pass unrecognized through my hands. One 
may examine a stool carefully for over half an hour and find 
one ovum just as the search is being given up after numerous 
slides have been examined. And several stools may be negative 
before an ovum is found. 

With one exception none of these, men has been anaemic. 
Their symptoms have been abdominal; had they been other- 
wise stools would probably not , have been examined. They 
were all treated with tetrachlorethylene and oil of chenopodium. 
No adult worms were recovered after treatment, though ova 
seemed to disappear, at least for a while. They were then 
discharged from hospital. 

In one case adult worms were recovered after treatment. 
This man had a haemoglobin of less than 3 g., and subse- 
quently recovered completely. In this case numerous ova had 
been found in the stools and their development into larvae had 
been typical. In the other cases ova were scanty and fully 
segmented. Their development neither resembled that of 
Strongyloides ova nor of -4?ifcy/ostonia— certainly not the 
former. — I am, etc.. 




■D. Hamilton. 


Death by Hanging 

Sir,— When a malefactor was hauled up to the bough of a 
tree the presumption is death was by strangulation, although 
pressure on the jugular veins causing cerebral congestion may 
have induced unconsciousness before death supervened. A 
similar anaesthesia was induced before disembowelling in the 
sentence of hanging, drawing, and quartering. 

But about a century ago the questions Dr. F. A. Richards 
iNovember 26, p. 1235) asks and the misgivings he feels— 
whether or not any of the rest of us share his ideas arose for 
the very practical reason that too many criminals were being 
revived after execution, even though they had been left hanging 
the prescribed period. It svas becoming common for the friends 
or relatives, or even an inquisitive surgeon, to have a hackney 
coach ready and whisk off the body immediately it was cut 
down, usually to a tavern, where a vein was opened and, if 
any blood flowed, restorative measures were applied. From 
these occurrences it was concluded that - the drop used, in 
contradistinction to the more primitive method, was too short, 
"and the present long-drop method was substituted with the 
direct object of breaking the neck. The ideal; I was informed 
as part of my medical education many years ago, is for the 
odontoid peg to break the odontoid ligament and drive into 
the medulla, destroying the vital centres. 

Reports of post-mortem findings published m account of 
inquest proceedings frequently leave m doubt whether this is 
Sved ; but fracture of two or three of the upper cervical 


vertebrae is invariably mentioned. Dr. , Richards’s crushed 
cervical cord appears in actual fact to be a much more complete 
destruction than anything which can be quoted as an e.xamplt 
of compression of the cord ; and if an actual pulping of the 
medulla is not achieved it is difficult to see how the vital centre' 
can retain any activity when there is such widespread destruc- 
tion and consequent direct violent alteration of pressure just 
below. 

One would agree that the present method, ot any conceivable 
method, of hanging does not cause instantaneous death, because 
the adjective is inapplicable to any mode of death known, to 
man ; but it approaches instantaneousness much more closeh 
than any other method, even shooting, unless in that method a 
bullet actually traverses the medulla. And even in such a casf 
the wound of entry presumably causes some momentary know- 
ledge of injury before the vital centres are destroyed. Electro- 
cution is sometimes considered to be as quick'as lightning, but 
■ it is understood that early mishaps with this method, includinj 
some arising from using too high a voltage, have led to the ust 
of three successive shocks, and, therefore, which causes death 
cannot with certainty be determined. — I am, etc., 

London. S.W.6. C. T. NORRLS 


The G.P. and E.CT. 

Sir, — I believe that our hospital is the only place in Cornwall 
where E.C.T. is applied, thus I think it almost my duty to join 
in the controversy started by Dr. Donald M. O’Connor, of 
Launceston (October 29, p. 984). The percentage of relapses 
among my patients during the last five years is very small, 1 
could say negligible, though I do not deny that some needed 
a second course of E.C.T., and still less few a third course 
With this confession 1 should like to combine a citation from 
Dr. Robert Thompson’s letter (November 19, p. 1178), ivill 
whose statement I am in complete agreement. He asks, “ What 
is wrong with a second course of E.C.T., or even a third?'' 
Here it is worth while to state that in the U.S.A. an average 
course of E.C.T. has 20 shocks (not 6-10), not to mention 
weekly maintenance doses lasting one year and longer. 

The letter of Dr. J. Ernest Nicole (November 12, p., 1116' 
stresses an important point. It is true that E.C.T. alone is no' 
always a cure in itself, and after-treatment is necessary it 
many cases. This brings me to a fact not fully appreciated 
yet. It is an established fact that patients — say, with an injur) 
of a leg and some resulting disablement — are not only giver 
time of convalescence but also, and what is more important 
rehabilitation facilities, by means of which they are taught to 
rely again on their injured limb. Are patients who sustained ar 
injury to the most sensitive organ in the body — the cerebrum— 
not in need of and entitled to rehabilitation ? 

I too believe that the impact of everyday life, without 
gradual preparation for it, is at least one of the main causes of 
many relapses. Much has been done and much is done in out 
hospitals ; nevertheless under present conditions convalescent 
wards in many hospitals cannot replace convalescent homes and 
still less rehabilitation centres. There, apart from necessar) 
maintenance doses of E.C.T., I visualize patients being taught 
to rely on themselves again. The return to everyday life and 
to the original conditions and circumstances — often a big part 
in the causal mosaic — will, properly guided, be done gradually 
and, I think, with lasting effect even in cases which at present 
tend to relapse. — I am, etc., 

BoUmin. Cornwall. ErNEST E. FeLDMESSEB 

Poisoning by Ferrous Sulphate- 

SiR, — May I offer a footnote to the article by Dr, J. H. Prain 
(November 5, p. 1019) and to your annotation (p. 1034) od 
poisoning by iron pills 7 It is desirable that not only the patient 
who possesses tablets of the “fersolate” type but the docto' 
also who prescribes them should be aware of the danger. 

In a recent case, when a child of 14 months swallowed 44 
tablets, the practitioner was consulted within five minutes and 
again after an hour and a half: he said that there was no dangei 
and that the baby would be perfectly all right. At the inquest 
he regretted his error, with the explanation that the tablets were 
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Dr. James Dewar, who died on September 1, was born at 
Mullingar, in Southern Ireland, on November 22, 1883. His 
father was the late Elliot Paxton Dewar, Head Inspector of 
Schools in Ireland. James Dewar was educated at Lurgan 
College and at Queen’s College, Belfast, where he graduated 
in 1907. In 1911 he came to Bury as assistant to the late 
Dr. France. \^In the first world war he served as medical officer 
to the 5th Battalion Durham Light Infantry, returning to Bury 
in 1919. He then took over the practice of Dr. France, one 
of the biggest in Bury, and carried it on until his death. He 
was police-surgeon to the county borough from 1919 to 1948. 
The cares of a large industrial practice allowed him little 
leisure, and latterly his only hobby was the collection of 
antiques. In his younger days he was interested in rugby, 
cricket, and rowing. James Dewar’s charm of manner endeared 
him to all his many patients. His industry enabled him to 
carry on the large practice to which he had succeeded. His 
loyalty to his medical colleagues, his unassuming modesty, and 
his native Irish wit were notable. He died, as he would have 
wished to die, in harness, but he will long be remembered. 


The Rev. Dr. George Brocklesby Davis died in Cambridge 
on November 5 at the age of 76. Dr. Davis was the son of 
the Rev. Brocklesby Davis, and was born in Allahabad in 1873. 
He was educated at Corpus Christ! College, Cambridge, and 
later at Ridley Hall, where he read for Holy Orders. As a 
student of the London Hospital he qualified in 1904. After 
taking a curacy at Forest Gate he joined the Church Missionary 
Society in 1905, and from then until 1919 he served as a medical 
missionary at Amritsar, in India, He was in charge of the 
C.M.S. Hospital at Amritsar for many years, and he- served 
many of the outlying village hospitals and dispensaries also. 
At the same time he coniinued his ministry as a priest of the 
Church of England in the little mud churches scattered over 
a wide district. Early in his career in India he learnt from the 
famous Colonel Smith the intra-capsular technique of cataract 
extraction, and he performed hundreds of operations on Sikh 
and other patients. He was also responsible for an extensive 
programme of inoculation against plague, and he taught scores 
of Indian dressers and dispensers minor medical an'd surgical 
procedures. Dr. Davis, perhaps on account of his equable 
temperament, was always known to his Indian patients as 
"Firishta Doctor Sahib," which means roughly ‘‘Angel 
Doctor.” In 1911 he married the daughter of the Rev. 
Charles Howard. When he returned to England in 1919 
Dr. Davis brought his wife with him and the first five of 
his subsequent family of eight children. JJe was in practice 
in Ely for 25 years, for most of them Tn partnership with 
Dr. K. S. Maurice-Smith. In 1931-3 he was chairman of 
the Isle of Ely Division of the B.M.A. He was medical olficer 
and public vaccinator for Ely, Trinity, and Little Downham, 
and medical officer to the Ely Dispensary and Poor Law Insti- 
tute. His health broke down in 1945, and thereafter he was 
partially paralysed and lived in retirement in Cambridge. He 
was much loved by the people of Ely and was never known to 
refuse to answer a call from the Fens, even in the worst weather. 
He was an able general practitioner and a skilled obstetrician, 
and he rvill be remembered as a man who gave invaluable 
service to the community in which he worked, both in India 
and in Ely. 


Dr. William Brander, who died on November 21 in London 
at the age of 73, ^graduated M.B., Ch.B. at Aberdeen in 1901, 
He proceeded M.D. with the highest, honours in 1910 and Ch.M. 
with distinction in 1922. He took the M.R.C.P. in 1937. He 
served in Firvale Hospital, Sheffield, then a Poor Law hospital, 
for some years before becoming medical superintendent of 
Hackney Hospital in 1911. This post he held until October, 
19'>9 when he was appointed principal medical officer in charge 
of the general hospitals division of the London Countv Council. 
He retired from office on account of ill-health in 1936. Soon 
after his retirement he went to Egypt. He was still there at 
the outbreak of war and was unable to return. Throughout the 
war years and for the early post-war period he wandered over 
eastern Africa, from .Egypt to the Cape and back again, m an 


unavailing search for a climate that would suit him and relieve 
his bronchitis and emphysema. In due course, after the war. 
when transport became available and when he was well enough 
to travel, he returned to this country, but from the lime of his 
return his health was such as to enforce on him a quiet and 
retired life. His absence in Africa for so many years and his 
seclusion after his return took him out of public life and awav 
from professional contacts. Every period is in' a sense a transi- 
tional period, but it fell to Brander in exceptional measure to 
deal with rapid changes and developments. He was at Hackne; 
during the years after the first world war when many of thv 
Poor Law hospitals made rapid advances in response to the 
increasing demands which were being made on their services 
Hackney Hospital under Brander was in the forefront of these 
changes. Then with the Local Government Act of 1929 the 
London County Council assumed control of the Metropolitan 
Asylums Board hospitals and also of all the hospitals in London 
formerly controlled by the twenty-five Boards of Guardians, h 
was quite a big job to take over the M.A.B., -but the M.A.B 
after all was already an organized hospital service. It was 
Brander’s task to deal with hospitals, mostly general, which 
had been under twenty-five different managements, hospitah 
varying in size, in function, and in development. He was 
also concerned with epileptic colonies and nureeries and his 
duties included the administration of the district medical work, 
which until 1948 played such an important part in the medical 
care of the poorest people of London. He was responsible, too 
for the supervision of the medical services in the Public Assis- 
tance Institutions. Brander bore the brunt of this stupendous 
task. He worked very hard and there is little doubt that this 
contributed to his ultimate breakdown in health. Withoui 
Brander’s help Sir Frederick Menzies would have found very 
much more difficult the task, which he carried out ,so well, 
of moulding and developing the municipal hospital service of 
London. Dr. Brander’s academic distinctions indicate his intel- 
lectual quality, and his clinical experience was exceptionally 
wide. He was a very good all-rqiind doctor. It is true that much 
of his professional time was devoted to administrative problems, 
but he was a better and a wiser medical administrator because 
he had been first of all a good doctor. The interests of the patieni 
were always his first interest, and it is noteworthy that he was 
especially concerned that the chronic sick should receive propet 
care and consideration. Brander was indeed a canny Scot— 
his opinions were formed slowly and hesitantly but once formed 
were always sound, and his advice was highly valued. As a man 
he was friendly, sympathetic, and generous, a charming com- 
panion and a loyal and helpful colleague. His loss will be 
mourned by all who worked with or for him. He leaves a 
widow who has devoted herself to his care, especially since hii- 
breakdown in health, and a son who is a banker in North 
Africa. — A. D. 

Dr, William Murray Cairns died on November 28 at hi> 
home in Wallasey at the age of 83 years. The son of a Liver- 
pool cotton broker, he was born in that city in 1866 and educated 
at the Liverpool Institute and Edinburgh University. He quali- 
fied in 1891 and graduated M.D. in 1915. Shortly after quali- 
fying he was for a time surgeon in charge of the English 
Presbyterian Mission Hospital in Formosa. He returned to 
Liverpool in 1896, where he established himself in practice_^and 
also took a great interest in local medical affairs. Dr. Cairns 
was a life member of the Liverpool Medical Institution, which 
he joined in 1897. During his membership he held the offices 
of secretary in 1919-21, vice-president in 1922-3, and he was 
made a trustee in 1932. He took a great and active interest in 
the work of the St. John Ambulance As.sociation. being county 
surgeon to the Brigade and also chairman of the Liverpool 
Centre. During the 1914-18 war he was medical officer in 
charge of the St. John auxiliary military ho.spital in Liverpool. 
His services were recognized by the conferment of the C.B.E. 
in 1920. and ten years later he was made a Commander of the 
Order of St. John of Jerusalem. Among his other appoint- 
ments was that of specialist medical officer to the local educa- 
tion committee in regard to the examination of physically defec- 
tive children, and he was also an examiner in medicine to the 
General Nursing Council. He had been a member of the 
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‘ SULPH AMEZATHINE’ 

rSL\DZ SlAStX 

ORAL SUSPENSION FOR CHILDREN 

For many bacterial infections in children, ‘Sulpha- 
mezathine ’ brand Sulphadimidine is the safest and most 
effective of all the sulpha drugs. It rarely gives rise 
to unpleasant symptoms, and renal complications are 
almost unknown. 

‘Sulphamezathine’ Oral Suspension is a palatable 
orange-flavoured preparation containing i gramme of 
‘Sulphamezathine’ per 2 fluid drachms. Children take 
it readily, and it provides an attractive alternative to 
‘Sulphamezathine’ tablets. 

‘ Sulphamezathine ' Oral Suspension is issued 
in bottles oj too c.c., £00 c.c, and 2 litres. 

Literature and further information avaibble, on request, from your nearest 
l.C.L Sales Office — London, Bristol, Birmingham, Manchester, Glasgow, 
Edinburgh, Belfast and Dublin. 


IlFilms 

^Mediwf 


Write for full particulars and synopses of films on free 
loan from the' I.C.I. Film Library, Bolton House. 
6i, Curzon Street, London, W.i. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 

A mbsidiarj corapanjr of /mpcrio/ Chemical Industries Ljmiud 
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Concessionary Offer 

TO MEMBERS OF THE 


MEDICAL 

PROFESSION 



( ELECTRIC WARMING PADS 
AND BLANKETS 

THERMOSTATICALLY CONTROLLED 
FULLY GUARANTEED FOR ONE YEAR 

DENHAMS (NCH) LTD., makers of Norvic 
Electric Warming Pads and Blankets, take 
pleasure in announcing" that they are able to 
repeat their last season's Concessionary Offer to 
Members of the Medical Profession at even more 
idvantageous prices : 


NORVIC 

Single-Heat Pads . . 32/6 

Multi-Heat Pads . . 44/6 

Single-Heat Blankets . . 87/6 

Multi-Heat Blankets . . 105/- 


All pricds include P. Tax and free delivery hy 
Registered Parcel Post. 

To assist in prompt execution of j^our order please 
write name and address clearly in block letters. 

Please note that the above 
Mfer only applies if order is 
passed directly to the makers 

DENHAMS (NCH) LTD. 

TODMORDEN, LANCS.' 

Illustrated leaflet on application 


THE I N T H A A G I N A L TAMPON 
IN MENSTRUAL HYGIENE 


An important 
clinical study 

Original Gynaecological and 
Obstetrical Research. Annual 
Report. 

Tampax were given to 36 normal menstrua- 
ting women, and they were instructed to insert one 
Tampax night and morning during and between their 
menstruation; that is, twice every day for one year. 
Vaginal mucosal biopsies, pH, bacterial flora, and 
glycogen contents of the vaginal mucosa were taken 
before, during, and after Tampax were used. To our 
surprise, the vaginal mucosa became much hyper- 
trophied; the pH became more acid, which is helpful; 
the glycogen was increased and the bacterial flora was 
also improved. Tampax are made of cotton, and that 
is the reason they cause no harm, but produce a more 
healthy vagina. 

Ten cases of senile vaginitis were instructed to insert 
one Tampax night and morning, and the vaginal 
mucosa in these cases became markedly hypertrophied. 
The alkaline vagina became acid and the reaction in 
the vagina became like that where estrogenic 
hormones had been used. 

The normal non-pregnant vaginal mucosa also 
became so hypertrophied in some cases that it appeared 
like that of a pregnant woman. The vagina also 
became dried and appeared healthier than it was 
normally. 

COTTON P/ICKS ^IND NORMAL .UENSTR O/iTION 

Tampax were used as successfullv as perineal pads 
in 95 per cent of our 45 research cases. Tliey were 
changed about as often as the pads. The psychological 
aspect of menstruation is in many cases relieved when 
the belt is no longer used. There was no blocking of 
the menstrual flow in the cervix in any of these cases. 

LEUCORRUORA VAGINAL 

Keeps the vagina dry. A dry 
method. In long standing cases 
of leucorrhoea where the patients 
have to w'ear a perineal pad 
almost all the time to keep tlie 
underclothes from becoming 
soiled, a Tampax will absorb the 
secretion and keep the vagina 
very dry. You will have won her 
confidence and then proper treat- 
ment can be instituted. 

TAMPAX 

SAmTAJiY PROTECTION WORN INTERNALLY 

LiUralure and sample* of both absorbency sizes tciU ytadly be sent on request. 
MEDICAL INQUIRIES : TAMPAX LTD.. 110 JERMYN ST.. S.W.l 


m3 


Reprinted 
from the 
Medical Record 
and Annals, 
Houston, 
Texas, U.S.A., 
May, 1941 
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Btiliih Medical /Association for the past 46 years, and up till 
recently he took an active part in its work. 

Dr. E. S. A. Ashe writes: 1 was surprised to see that among 
all the appreciations of the late Professor T. P. McMurray 
(November 26, p. 1236) no mention was made of the fact that he 
'sas not only a brilliant orthopaedic surgeon but a brilliant 
general surgeon as well. I had the honour to be his house- 
surgeon, and my wife also, and we have vivid recollections of 
boss’ on more than one occasion he would turn round at the 
end of a long operation list , of orthopaedic cases and operate 
on. a case of acute intussusception which had been brought in 
as an “ emergency.” It was fascinating to watch those surp'c- 
ally beautiful hands one moment wielding an osteotome to shiver 
a bone and the ne.\t, by the most gentle pressure, reducing the 
seemingly irreducible intussusception. Of Mc.Murray it might 
be truly said: " He was a man 'vho went about doing good and 
healing all manner of sickness,” 


Medico- Legal 


LIBEL ACTION BY MR. MATTHIAS ALEXANDER 
In March, 1948, an action for libel was brought by Mr. 
Frederick Matthias Alexander, of London, against three 
medical men: Dr. Ernst Jokl, Physical Education Research 
OfBcer to the Union Education Department. Dr. E. H. Cluver, 
Director of the South African Institute for Medical Research 
at Johannesburg, and Dr. B. Maule Clark, of Houghton, 
Johannesburg, editors of .\{anpower, a biannual scientific 
journal pubUshed in Pretoria by the Government Printer and 
circulating throughout the Union. The evidence in this case 
*■35 reported at length in the Journal of March 20, 1948 (p. 575), 
and the written judgment of Mr. Justice Clayden was sum- 
marized in the issue of May 8, 1948 (p. 909). Mr. Alexander 
was awarded £1,000 damages and costs because of an allegedly 
defamatory article which appeared in the March, 1944, issue 
of Afanpower. The defendants entered an appeal. 

Judgment on Appeal 

Dismissing the appeal with costs,' the Chief Justice said that 
because the trial court had found that it had not been proved 
that Mr. Alexander's system was entirely worthless, counsel for 
the appellant doctors had sought to use the evidence of the 
trial for the purpose of showing dishonesty on the part of 
.Mr. Alexander. The sting of the defamatory matter which 
had to be justified was that Mr. Alexander knew that his tech- 
nique was of no value to improve health or cure ilL-health, and 
that he practised it dishonestly to e.xploit the rich. But, in view 
of the considerable body of evidence from medical practitioners 
and others who deposed to benefits derived by patients from 
his treatment, it was not possible to find that he knew that his 
technique was worthless and that he only used it to impose 
apon and exploit the rich. 

Passing to the plea of fair comment, the Chief Justice said 
- that there could be no fair comment upon facts which were 
not true. Counsel for the appellants relied upon the plea of 
fair comment only in respect of the passage in the offending 
article dealing with appendicitis. In that passage it' was 
megested that Mr. Alexander claimed to be able to cure acute 
appendicitis by means of his system, and the comment was that 
to give this type of advice was criminal. But the fact was that 
Mr. Ale.xander did not, in his books, claim that he could cure 
acute appendicitis. 

As to the contention that in any event the damages awarded 
to Mr. Alexander by the Transvaal Provincial Division of the 
Supreme Court were excessive, the Chief Justice said that 
Mr. Alexander was entitled to compensation for his injured 
feelings and the hurt to his dignity and reputation. His 
reputation, in this case, included not only his good name from 
a moral and social point of view, but also his reputation as a 
teacher of his system of psycho-physical education He was 
therefore unable to come to the conclusion that the damages 
awarded to hfr. Alexander fo r that injury were excessive. 

* Cape Mrsus~ Jane 3, 1949. 


Medical Notes in Parliament 


National Health Service (Amendment) Bill 
The National Health Service (/Amendment) Bill was read a third 
lime in the House of Lords without debate on December 2 
Consideration of the amendments made by the House of Lords 
in this Bill was set down for December 8 iri the House of 
Commons. 

The Nurses (Scotland) Bill 


The Nurses (Scotland) Biil was considered on report in th/ 
House of Commons on November 30. On the first schedule 
(the General Nursing Council for Scotland) Mr. Woodburn 
moved amendments to meet the wishes expressed during the 
committee stage that the Council should include a person with 
financial experience. Commander G.vt.BR.vrrH thanked Mr. 
Woodburn for bringing forward the amendment, and it was 
accepted. The House then passed to the-third reading of the 
Bill. In moving this Mr. Woodbuiw said that on the com- 
mittee stage he had been asked to give special consideration 
to the question of " fever nurse," including a nurse with tuber- 
culosis experience. He had been unable to alter the Bill in 
any way, but he would take care to ensure that the members o( - 
the Nursing Council included a person with recent tubercuIosB 
experience. 

Sir Thomas Moore said the Bill would depend largely on its 
administration for its success. One of the ways by which 
nurses could be made happy and contented, and therefore 
efficient, was by the food they received. According to informa- 
tion from nurses who had received their training in hospitals 
which he would mention the food was disgraceful. That applied 
to Glasgow Royal Infirmary. Mr. Woodburn submitted that 
the question of food in hospitals was not a question regarding 
training of nurses. Only training was dealt with in the Bill. 
If Sir Thomas had complaints of the kind which he had 
indicated he had better submit them to Mr. Woodburn for 
verification and not make a personal statement in the absence 
of verification. 

The Speaker said the matter had nothing to do with the Bill. 

Sir Thomas Moore said he did not withdraw his allegation, 
which had been made to him by a nurse. He accepted the 
Speaker’s ruling and would not pursue the matter further. He 
believed the Bill was a good one and would have all the success 
which the House desired it to have. ' ' 

The Bill was then read a third time. If had already passed 
the House of Lords. 

Leprosy 


Mr. Sorensen on November 15 asked what further steps 
were being taken to deal with leprosy in Nigeria and othti 
West /African Colonies. 

Mr. Creech Io.ses replied that it was not possible to estimate 
how much of the total expenditure on medical services was 
devoted to the treatment of any particular disease. No statistics 
existed which would show reliably whether the incidence o! 
leprosy was increasing or decreasing in West Africa. In Nigeris 
- there was a fully organized Leprosy Service. Arrangemenb 
were bemg made for this Service to e.xtend its activities from 
the areas in the south, where previously its intensive operations 
had been carried out, to the whole territory. Missionary bodies 
alrrady extensively engaged in leprosy work, were being brought 
t^ly into the programme. An experienced leprosy research 
otficer had recently been appointed. A comprehensive scheme 
Imr the future had been drafted and was under, consideration 
^is scherne involved heav^ expenditure. The extent to which 
It would be possible to implement it would depend oh the 
relation this e.xpenditure bore to the needs of other so<^ 
semce^nd the finances of the territory as a whole 

*= Gold Coast'lhere were 

aLis^^fhJ°h ^ '=Pf°sy officer and ten lay 

assistants bad been appointed and had taken up their duties Ii 

was intended that three leprosaria should be established to cover 

patients. Native authorities would be helped to establish 
leprosy viliages where the inhabitants would lead a normal life 



1360 Dec. JO, 1949 


p-Sj-fS-Siri 

whom must be trained locallv in i sraoes, many of 

a^nrlfi JnH " ^ ^ ! Leprosy Relief Association had been 

ment al^d Colonial Develop- 

ment and Welfare funds. In the Gambia plans for the reoru-iL 

ization of Leprosy Services were well advanced. These included 
ihe construction of a new Government leprosarium which 
would function as a training centre for local staff and also 
serve as a valuable instrument in propaganda. In both Sierra 

'brt^e was at the moment hampered 

by the difficulty of obtaining suitably qualified staff. 
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Calories 

Mr. Strachey stated on November 21 that for the year ended 
. last June the calorie figure for the United Kingdom was 2.980 
per head per day, which, he said, was not significantly different 

pre-war figure of 3,000 calories per head per day. 
He added that the figures for the present rate of consumption 
might prove to be above the pre-war figure by a significant 
number of calories. He agreed that once up to the pre-war 
ngure the calories had a limited significance and that variety and 
quality of food came in as important factors. Distribution was 
rnore equitable than it had been before the war. Consumption 
of fats was 98% of pre-war, of eggs 91%, of cheese 110% of 
bacon 49%, and of liquid milk 157%. These figures did not 
include the recent increase in the bacon ration. 

Pneumoconiosis in South Wales 

In the House of Commons on November 24, opening a debate 
on Welsh affairs, Mr. James Griffiths said that the Silicosis 
Board no longer suspended a man with pneumoconiosis unless 
that disease was accompanied by tuberculosis. Diagnosis of 
ihe disability could now be made at a much earlier stage. The 
Board could, and did, recommend that men could continue in 
underground employment . in approved conditions, subject to 
re-examination at intervals of not more than 12 months. This 
vvas an improvement on the old system by which men were 
'given a certificate once, after which nobody bothered. It was 
too early to say the new scheme was successful, but it was 
encouraging. Steady progress was also being made in the 
application of methods of dust suppression. Dr, Fletcher and 
his team, in consultation with the Silicosis Board and Ihe 
Pnepmoconiosis Research Unit at Llandough Hospital, Cardiff, 
were conducting research into the diagnosis and treatment of 
the disease and into rehabilitation. The future of the South 
Wales coalfield depended on pneumoconiosis being overcome. 
Experiments in certain qf the North Wales slate quarries in' 
laying dust, particularly in the slate-splitting sheds, showed 
encouraging results. 

Restricted Use of Operating Theatres 

Colonel Lipton and Mr. Swingler asked questions on 
November 24 about the reported restriction of the use of the 
operating theatre in a hospital or hospitals to the hours 9 a.m. 
to 5.30 p.m. 

Mr. Bevan said he was making inquiries. ^ 

Colonel Lipton asked whetjjer Lord Horder had not yet had 
the courtesy or the courage to^bstantiate the allegation which, 
in the absence of supporting ^evidonce^.- would be regarded as 
irresponsible and possibly malN 
Mr. Bevan said he had macftt inquiries, and so far as he 
could find out the Ministry of Hewh had received no informa- 
tion whatever from Lord Horder yefore or since he made his 
statement. \ 

The Speaker said that Colonel Liptbn’s supplementary ques- 
tion was an attack on a member of th^ House of Lords and 
should not have been made. There was riy need in the question 
to mention any name. \ 

Mr. Bevan pointed out that the statemenc'had been made by 
a member of the House of Lords but not .n\his capacity as a 
member. ' 


^ ^ ‘ ^ offensive supplementary ques 

non had imputed malice and that it was not in order 
questions to be offensive. 

Mr. Bevan asked leave to point out that the original stale 
ment complained of was exceedingly offensive. 

Mr. Swingler asked Mr. Bevan to consult with the Law 
Officers of the Crown to find out whether hospital admini- 
strators as a group could be protected in any way from 
unsubstantiated charges against unspecified hospitals ^ 

Mr. Bevan replied that the only defence and protection which 
administrators had. or, indeed, which the country had lav in 

‘he House of Commons and- ffitli: 
publicity which was given to them, 

Mr. Wilson Harris asked whether it was unreasonable thai 
what might be termed routine operations should be confined to 
a! an^bLn”'' emergency operations could lake place 

Mr. Bevan said there were many inquiries to be made and 
nfol'T thousands of hospitals. In the absence o7dlS 
mformation he now had to circularize all the hospital manage- 
ment comrnittees. Certainly it was perfectly reasonable for 
perating theatres to be closed during certain hours if they 
were always available for emergency operations but Ihe 

NatnaTHe'aJf Se'rvL'''" 

asked whether it was not premature, 
him in hk i*’^^ completed the inquiries promised by 

^ ^'■'Sinal answer, to say whether the charge under 
discussion was substantiated or not. 

tha^* wha7h^ ^ responsible person, if he had thought 

that what he alleged was being done and was wrong would 

in oM7r“tha/''th'’\r’"‘'‘^’' of the hospital 

1 Minister might make inquiries. Instead of 
hat much anxiety, pain, and alarm had been unnecessarily ' 
given o many hundreds of thousands of people. ^ 

Replying to another question by Mr. Swingler Mr Bevan 
said no instruction had been issued either by hfr^t or by 

SSin^on'’'!hi ‘0 reduce the use of 

enS at th. H The matter was one 

U ^ ‘ discretion of the doctor. 

Mr. Swingler suggested. that Mr. Bevan should courteously 

Mr decency to withdraw his allegation. 

Mr. Bevan said he did not propose to enter into any com- 

lord"Suld Tend I ® « the noble 

had based^hk f '"formation upon which he 

inouiJfes nial 'r Mr. Bevan would have 

BevJn ZlH hi m information Mr. 

Bevan said be cou d only ask the country to take no notice 
of such irresponsible statements 

pefficillil^’annat to 

He asked wheih ^ administration of it did them harm, 

^d w ^ Jhether any steps were being taken to see that doctors 

alIergic^o1^'”'*^'^ 

whkh h^e^did^nn!'* ‘'’’f ^ ‘‘•'"'oal matter with, 

wiiicn ne did not propose to interfere. 

State Grants for Medical Students— On November 17 Mr 
Hastinos asked how many medical students werHn receffit of ' 
scholarships and maintenance grants provided by the S L fnd loca 
authon.ies respectively, in England and Wales now and 93^ 

Mr Tomlinson replied that 3,07! awards by his department to 
medical students were current, of which 2.634 were under the 

fo^w/ was ‘'"ran "of ^vh^h ® The comparable figure 

lor ivjs was -y, all of which were State schofarshins He was 

unable to state how many of the awards by loca ’ eduLlTon 
authorities were for medical students. ^ ‘ eaucaiion 

Chloromycetin.-On Oecemhes 1 Mr. Roland Robinson asked why 
chloromycetm was no longer availab'e to patients under the Nmional 
Healffi Service in cases Where it was prescribed by iheir doctors 
Mr. Blenkinsop explained that, to ensure that this scarce and expen- 
sive drug was used to the best advantage. Mr. Bevan had arranged 
to purchase all available supplies and to distribute them through 
regional hospita board centres. The boards had discretion to fnaL 
ppphes available through the distribution centres to practitioners 
m domiciliary practice m exceptional cases. 
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Leprosy.— -TsU. Touchb on December 1 asked how long the St. 
Giles Home near Chelmsford had been used for the treatment of 
lepers, and whether during that period any cases had arisen of this 
disease being contracted by people in the neighbourhood. Mr, 
Slenki.ssop replied that the home had been used for 35 years and 
that no cases of local infection with leprosy were known, 

Heariits-aids. — Dr. Broughton asked on December 1 how many 
Medresco aids had been issued. Mr. Blenki.ssop replied that, to 
Sosember 5, 39,159 patients in England and Wales had been sup- 
plied with hJedrcsco aids. The current average rale of issue was 
1,015 a week. Waiting-lists totalled about 86.000. He added that 
Mr. Sevan was arranging for the stalls of the distribution cctitres 
to be increased and new centres to be opened as soon as possible. 

Morphine jor Mounlaineers.—Mr. Ede told Mr, hlsitPLES on 
December 1 that representatives of mountaineering interests were 
invited some time ago to discuss with ofTiccrs of the Horae OfUcc 
and of the Health Departments how suitable arrangements might be 
made for the administration of morphine to injured climbers. 
' Mr. Ede hoped that a meeting would he arranged in the following 
week. He promised to announce bis dedsion as soon as possible 
after this meermg. 

School Dentists. — Mr. Tomeinson stated on December I that 
(or a complete service of dental inspection and treatment it is 
estimated that a ratio of about one demist to 3.000 children would 
probably be required. In January. 1949, the number of school 
dentists employed by local authorities was equivalent to 863 whole- 
.ime officers. To give a ratio of one dentist to 3,000 children, an 
additional 975 would then have been required. Since then, there 
were indications that the number had seriously decreased. 

Tuberculosis . — ^Sir Ernest GRAH.\.vi-LirrEE asked Mr. Bevan 
whether he was aware that, out of ah the stadents diagnosed during 
any one year as suffering from pulmonary tuberculosis, approximately 
70% received institutional ueaimem in public sanatoria, and some 
60% would have died from tuberculosis during the following five 
. years. On December 1 Mr. Bevxn replied that he was not sure that 
an up-to-date long-term follow-up of patients would bear out Sir 
Ernest's figures. In any case the best hope of making curative treat- 
ment more effective lay in detecting the disease in its earliest stages. 
This was being increasingly achieved through mass radiography and 
supervision of contacts. 

Tuberculosis Beds . — Answering Sir Ernest Graham-Litii.e on 
December 1, Mr. Bevan reported that about 4,400 beds in sanatoria 
and tuberculosis hospitals were unoccupied on December 1 for lack 
of staff. Nursing staff in these institutions increased in the year 
ended June 30 by 774 fuU-time and 319 part-time, and in the same 
period 652 beds were reopened. 

Hearing and Speech Dejects . — The numbers of children suffering 
from hearing defects and speech defects noted at school medical 
inspections during 1948 were approximately 19,000 and 20,000 
respectively. AndUary part-time instruction in speech and lipr-read- 
ing is desirable for some of these children and is provided by some 
local education authorities. 


r. T. E. Michael. B. 3. O’RciUy. E. V. Page. Sbeilagh M. McHugh. 
.Margaret B. E. Ellis. W. A. McGaw, R. N. Siberry. W. D. McNaul 
'With second-class honours. 

UNIVERSITY OF LONDON 

The University Court has te-elccted Sir Henry Dale, O.M., f .R.S., a- 
Deputy Chairman lor 1949-50. 

The following have been appointed or nominated (or appoiatmeni 
or reappointed as rcprcseniaiives of the University on the governing 
bodies indicated in parentheses: Professor W. C. W. Nixon (Cound’ 
of the Training College for Midwife Teachers): Dr. G. H. Newtu 
(Hospital for Sick Children): 0r. A. Hope Gosse (Hospitals fo: 
Diseases of the Chest): Dr. J. C. Hawksley (University College 
Hospital). 

Joseph Roiblat. D.Ph., has been appointed to the Chair of Physio 
lenable at St. Bartholomew's Hospital Medical College, from 
January I, 1950. 

The following have been recognized as teachers of the Universiiv 
in the subjects indicated in parentheses: Gu/s Hospital Medico- 
School: Dr. T. A. B. Harris. Dr. W. S. McConnell, and Dr. E. H 
Rink (Anaesthetics); Dr. .T. H. Hills (Radiology); Dr. P.. KaunUe 
(Medicine): Mr. R. S. Lawrie (Surgery); Mr, T. L. T. Lewis 
lOb-stetncs and Gynaecology); Dr. R. C. MacKeith (Children's 
Oisea.ves); Mr. J. W. hfansje, \t.R.CS., L.R-CJ*., F.D.S. (Denla: 
Surgery): Dr. T. A. Munro (Mental Diseases). King’s College 
Hospital Medical School: Dr. F. S. Cooksey (Physical Medians) 
St. Bariholomev/'s Hospital Medical College: Dr. G. J. Cunningham 
(Pathology (Morbid Anatomy and Histology) ). St. George’s Hoipiia. 
.Medical School: Mr. H, F. Anderson (Surgery); Dr. D. C. Shield.- 
(Physical Medicine), St. Thomas’s Hospital Medical School: Dr 
H. J. Wallace (Dermatology); Dr. \V. D. Wylie (Anaesthetics) 
London School o/ Hygiene and Tropical Medicine: Dr. J. A. Fraser 
Roberts (Hygiene and Public Health (Medical Generics)); Dr. R. F 
Tredre (Hygiene and Public Health (Tropical Hygiene)). Unhersity 
College: Dr. J. Joseph (probationary racognirion lor two years from 
July, 1949) (Analoiqy)- 

The Sanderson-Wells (Senior) Prize, of the value of £20, has been 
awarded to Dr. S. S. B. Gilder for his essay on “ The Symptoms and 
Signs of Experimemally Induced Vitamin Defia'endes in Man," and 
the Sanderson-Wells (Junior) Prize, of the value of £10. has been 
awarded to D. F. Hawkins (University College) for his essay on 
"The Relation of Dietary ' Factors to Man’s Perfonaance o! 
Muscular Work.” 

University Studentships in Physiology and in Anatomy have been 
awarded to R. J. Shephard (Guy’s Hospital htedical School) ana 
/. L S. Robertson (St. Mary's Hospital hfedical School) respectively 

Applications are invited from members of the University for grants 
from the Centra! Research Fund to asasi specific projects of research 
and for me provision of special materials and apparatus. Applica- 
tions, which will be considered three rimes a year, roust be submitted 
by March 31, July 31, and November 30 Forms of npph'cation and 
further parriculars may be obtained from the Academic Reaisitat 
Senate House, London, W.C.l. 


Epileptics. — -Th^ number of persons in epileptic colonies in Eng- 
land and Wales at the end of October, 1949, was 2,604. 


Universities and Colleges 


UNivERsrrv of oxford 

In a Congregation held on November 19 the degree of D M was 
conferred on W. B. Matthews (in absence). 

UNIVERSITY OF CAMBRIDGE 

la a Congregation held on November 26 the degree of M D wa- 
conferred on P. Hugh-Iones. 

UNTVERSrrY OF DUBLIN 
School of Physic, Trinity College 
The following candidates have been approved at the examinarions 
indicated ; 

M.D.— P. B. B. Gatenby, W. Houston. . 

M.B.— *B. A. McC. Thompson, •£. G. England. •Gwendoline 
G. L. Foots, W. ij. H. Powell, Mldred Vfiensfcy E V Pace n 

F^ n'^’Moore^ ^hmore, Mar^ret B, E. ElUs] 

o ^ Krilen, Evelyn Browne, J. H Ashmore 

Ruth M. Perrott, Joan 1. Buchanan, F. A Walkev E fi Fnoi,r,n' 
R. C. Gray, Vyvyan I. K. Johnston; E.’ B.' McHul;, R.^l. US’ 


UNlVEBbllT OF MANCHESTER 
The Queen has gradously consented to visit fJie University on i.be 
occasion of the centenary celebration of the foundation of Owen- 
College in May, 1951. Her Majesty will on that occasion be 
presented for an honorary degree. The date of the ceremony has not 
yet been agreed. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 
A series of lectures on otolaryngology, arranged jointly fay tie Roya: 
College of Surgeons of England and the Institute of Laryngology and 
Otology, began at the College (Lincoln’s Inn Fields, London, W.C.i 
on December 1, when Professor Geoffrey Jefferson discussed intra- 
^nial abscess. The remaining lectures will be delivered on the first 
Thursday in January, February, March, May, and July 1950 at 
5 pan., and arc open, without fee. to Fellows and Members and 
Fellow'S and Licentiates in Dental Surgery of the College. Detail- 
wtU be printed in the '‘Societies and Lectures” column' of the 
Journal for the appropriate weeks. 

■ ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW 

■‘“''•5' I!' ,An*ewes, F.R.S., will deliver the Dr. John Bums Lecture 

Sc. Vincent Street, GlasgowL on 

ColdJ^^hL^fm^r ^ Common 

L-old. Medical pracunoners are invited to attend. 

royal college of SURGEONS IN IRELAND 
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INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital Statistics 
m the Bnttsh Isles dunng the week ended November 19. [No. 46 

Figmes of Principal Notifiable Diseases for the week and those for the corrc- 
-tpoQdmg week last year, for: (a) England and Wales (London included), (b) 
London (ac^isirative county), fc) Scotland, (d) Eire, (e) Northern Ireland. 
Figures ofBlrms and Deaths, and of Deaths recorded under each infectious disease^ 
yor; (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county), (c) The 16 principal towns in Scotland, 
d) The 13 pnncipal towns m Eire, (e) The 1 0 principal towns in Northern Ireland. 

A dash denotes no cases; a blank space denotes disease not notifiable or no 
fetum available. 


Disease 

1949 

1948 (Corresponding Week) 


(a) 

(b) 

(c) 

(d) 

(e) 

(a) 

(b) 

(0 

(fl) 

(e) 

Cerebrospinal fever 

, 22 

4 

13 

2 

- 1 

32 

2 

14 



Deaths 


1 

— 








Diphtheria 

96 

12 

32 

3 

6 

154 

14 

58 

11 

3 

Deaths 

— 

— 


— 

— 




Dysentery 

•116 

10 

79 

2 


49 

10 

49 

1 


Deaths 





— 





— 

Encephalitis lethargica, 

acute 

Deaths 












— 









Erysipelas 



34 

6 

6 



42 

5 

4 

Deaths 







— 




Infective enteritis or 











diarrhoea under 2 
years 




47 

1 




37 


Deaths 

21 

1 

4 

6 

22 

2 

9 

■; 4 

— 

Vleasles* 

1,301 

23 

33 

51 

76 

6,923 

135 

153 

69 

54 

Deaths! 



2 

— 



1 



Ophtbalnua neonatorum 
Deaths 

37 

2 

6 


2 

36 

3 

7 

— 

1 

Paratyphoid fever 

6 


1(A) 

2(B) 

2 

4 

— 

8(B) 



, Deaths 



— 






— 

— 

Pneumonia, influenzal . « 

667 

52 

13 

2 

3 

732 

52 

1 

3 

5 

Deaths (from influ- 











enza)t 

19 

2 

3 

— 

— 

15 

3 

2 

1 

— 

Pneumonia, primary . . 



216 

32 

11 

249 

46 

225 

23 


Deaths 

268 

59 


19 


7 

7 

Polio-encephalitis, acute 

7 





6 

— 




Deaths 











Pollomyelitu, acute 

219 

29 

5 

4 

— 

46 

4 

5 

3 

1 

DeatbsS 

13 

1 




3 

1 




Puerperal fever , « • . 



12 


— 



2 


— 

Deaths 











' Puerperal pyrexiaK . 

112 

12 

6 


1 

100 

9 

8 

1 

1 

Deaths . . » . . 


— 









Relapsing fever 



— 



— 


— 




Deaths 











Scarlet fever 

2,563 

186 

269 

161 

276 

1,835 

117 

325 

174 

41 

Deathst 

■ 

— 

— 

— 



— r 

— 

— 

Smallpox 

— 

— 

— 


— 

— 

— 

— 

— 

— 

Deaths 











Typhoid fever . ^ 

21 


— 

I 

— 

9 

2 

1 

4 

1 

, Deaths 

1 


— 

— 

— 


— 




Typhus fever 

— 

— 

— 



— 


_ 


— 

— 

Deaths 




— 

— 





— 

Whoopins-cough* 

991 

35 

43 

29 

61 

2,680 

168 

no 

68 

6 

Deaths 


— 

— 

— 

— 

3 

— 

— 

— 

— 

Deaths (0-1 year) 

239 

33 

44 

24 

7 

323 

47 

43 

18 

7 

Deaths (e-tcluding still- 






5,063 

846 

647 



births) * , . 

Annual death rate (per 

5,399 

937 

621 

211 

113 

168 

10-5 

117 



13-1 

1,000 persons living) 



12-5 

13-1 





Live births 

6,804 

1050 

831 

305 

220 

7,148 

1107 

880 

346 

237 

Annual rate per l,wu 




18-9 




17-8 

22-8 


persons Uving 



16-7 





Stillbirths 

158 

25 

18 



222 

27 

29 



Rato per 1,000 total 











births (including 

stillborn) . . 



21 





32 




• Measles and whooping-cough arc not notifiable in Scotland, and the returns 
ire therefore an approximation only. ^ r- . j t ..j - 

t Deaths from measles and scarlet fever for England and Wales, London 
[administrative county). otH no longer be published. , . . ■ 

} Includes primary form for England and Wales, London Cadmmistrauve 
:ounty), and Northern Ireland. .... i-.- e -a \ a 

I The number of deaths from poliomyelitis and poIiMnMphaliUs for England 
ind Wales. London (administrative county), arc combim^. 

! Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 

Poliomyelitis 

Notifications in the week ended November 26 were: polio- 
myelitis 176 (219), polio-encephalitis 17 (7). Figures for tht 
previous week are shown in parentheses. The number o( 
notifications of poliomyelitis and polio-encephalitis together u 
now a little higher than it was in the corresponding week of 
1947 — 193 against 145. An extension of relatively high preva 
lence into the winter months has been reported from other 
countries of recent years, and when the next review of thr 
world situation is published by WHO it will be interesting 
to see how far this trend is a general one. 

Multiple cases were reported in the following counties 
London 24 (29), Berks 3 (5), Buckingham 5 (3), Chester 6 (0). 
Derby 2 (1), Devon 2 (1), Dorset 3 (1), Durham 2 (2), Essex 
16 (14), Gloucester 8 (8), Hereford 2 (1), Hertford 6 (4X Ken: 
14 (20X Lancaster 10 (10), Leicester 7 (3), Middlesex 11 (13). 
Norfolk 12 (3), Nottingham 5 (4), Southampton 4 (3), Stafford 
3 (2), East Suffolk .3 (2), Surrey 6 (6), East Sussex 3 (4), Warwicl 
7 (13), West Yorks 17 (32), Glamorgan 5 (10). 

Contacts Travelling to and from Eire 

When a person who is under surveillance because he u 
suspected of having been in contact, either abroad or in this 
country, with a case of smallpox, cholera, typhus fever, plague, 
or yellow fever intends to travel to the Irish Republic, thf 
medical officer of health who is responsible for the surveillance 
should send a notification direct to the Department of Health, 
Custom House, Dublin. If it is necessary to send a notification 
by telegram it should be addressed to “Health Dublin." 

When a person' who is under similar surveillance in the Irish 
Republic intends to travel to this country, the city or count) 
medical officer of health who is responsible for the surveillancf 
there will send, or if necessary telegraph, such a notification to 
the Ministry of Health (Division 5C), Whitehall, London, S.W.l 
The Ministry will notify the medical officer of health for thf 
district to which the person is travelling. For the time being, 
these arrangements are restricted to the five diseases named— 
those to which the International Sanitary Conventions apply' 
but the possibility of extending them later to other infectioU' 
diseases is not excluded. 

Discussion of Table 

In England and Wales infectious diseases were more prevaleo' 
than during the previous week. Increases in the number ot 
notifications included: scarlet fever 400, measles 246, acute 
pneumonia 133, dysentery 24, whooping-cough 14, and diph- 
theria 11. The only exceptions to the general rise were acutf 
poliomyelitis and acute polio-encephalitis with decreases of 7^ 
and 16 respectively. 

The incidence of scarlet fever is now at its highest level foi 
sik years. During the week additional cases were reported 
from every region except Yorkshire ; the largest local rises were 
Lancashire 100, Derbyshire 40, Warwickshire 35, and Middlesex 
34. The incidence of measles declined slightly in the southerr 
section of the country and rose in the northern, though it wai 
only in a few counties that a large rise occurred. In the coro- 
bine'd areas of London, south-east, south-west, and south- 
midland counties the notifications of measles were 76 fewer than 
in the preceding week, while the largest increases were Durham 
147, Norfolk 127, and Staffordshire 45. The chief feature 
of the returns of diphtheria was a rise of 6 in the notifications- 
in Lancashire. The local fluctuations in _the trends of whoop- 
ing-cough were small ; the largest was a decline in notifications 
of 3 1 in Lancashire. A small rise in the notifications of acute 
pneumonia was fairly general throughout the country ; the 
largest increases were London 34 and Yorkshire West Riding 27 

Of the 27 cases of typhoid, 10 were notified in Lancashire 
'The largest centres of dy.sentery were Lancashire with 29 
notifications (Liverpool C.B. 12), Glamorganshire (Cardiff C.B 
17), and London 10. The largest reported outbreaks of food- 
poisoning were Dorset, Sherborne U.D., with 39 cases and 
Yorkshire West Riding. Batley M.B., with 29. 
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THE “Viaous CIRCLE” OF PRURITUS 

In the past in tlic treatment of pruritic 
conditions counter-irritants were employed, 
ivliich merely superimposed pain on itoliing. 
To-day it is realized that antipruritic therapy 
can only be effective if it is not only curative 
but also breaks the ' vicious circle ’ of itching 
— scratching — infection — more itching — and 
so on. 

A C.4US.AL -ANT) SY.MPTOi’iLATIC THERAPY 

This modem approach to the problem is 
embodied in Polycrest Antipruritic Cream, 
which combines the high bactericidal and 
fungicidal properties of Phenylmercuric 
Nitrate with the prompt and prolonged surface 
anaesthetic action of Amcthocaine and 
Benzocaine, thereby' affording simultaneous 
causal and symptomatic therapy. 

LNDICATIOXS 

Pruritus Ani. Haemorrhoids, Anal Eczema, 
Diahetic Pruritus and other pruritic conditions 
of dicerse origins, including Tinea Infections. 

FORMULA; 

Phenylmercuric P^itrate .. 0.25% 

Ameihocaine . . . . 0.50% 

Benzocaine . . . . 5.00% 

Cream Base .. . . 

Professional soisples and Ulcralure are gladly seal oa retpest 



CLINICAl PRODUCTS LTD 

MCHMOSD, SURREY. EN'DIAKD 



Results are similar to those above In 
all studies — tliis distinctly different Abbott 
compound, DI-PARALENE, is outstanding 
in its long duration of action, T^Tiile mos> 
antihistaminics must be administered 5 
to 6 times daily, DI-P-ARALEA'E need be 
ad m inistered only once or twice daily in 
most cases. The degree of relief with DJ- 
PAJLALENE is equal or better, and in many 
cases there are fewer side-effects. When 
DI-PARALENE is given at bedtime, relief 
may be obtained throughout the night. In 
most cases no additional dosage is required 
until the next bedtime. The average adult 
dose is 50 to 100 mg. once daily, or 50 mg 
twice daily. Since ' the onset of effect may 
be from about one to two hours, it may be 
desirable in some cases to administer one 
dose of a quicker-acting antihistaminic with 
the initial dose of DI-PARALEXE. Dl- 
PARALENE is available in 50-mg. tablets in 
bottles of 100. Try it in your next case ol 
- allergy. Write for literature to ABBOTT 
LABORATORIES, LTD., WADSWORTH 
ROAD, PERIVALE, MIDDLESEX. 
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V rheumatic 

ASPRIODINE 


BRAND 


Acetyliodosalicylic Acid 

Embodies the Anti-Arthritic and Anti- 
Rheumatic properties of Aspirin in com- 
bination with the stimulating and cor- 
rective effects of Iodine. 


(MARTINDALE) 


e Administered orally in cablet form. 
O Rapidly assimilated and well tolerated. 
® A month’s treatment frequently pro- 
duces remarkable improvement. 

Literature and Samples on request 


Telephone : WELbeck 5555 
(iO lines) 


WEtBEm 


,'.«S 



SAVORY 

MobR£ 


Telegrams i Instruments Wesdo, 
London 


S'k-vi.;., 


t o N P ON, W.l 



I-SO-GEL, a granular preparation of certain dried 
mucilaginous seeds, has the property of reproducing 
the normal stimulus to intestinal peristalsis by 
increasing the intestinal bulk, through absorption of 
water in the alimentary canal. 

I-SO-GEL contains no purgatives and is a purely 
natural laxative with a smooth mecha'nical action, 
specially suitable for the constipation of diabetes. 

It is valuable also in mucous colitis, dysentery, 
hemorrhoids, and intestinal flatulence. After the 
performance of colostomy, I-so-gel -gives e.xcellent 
results by solidifying the feces. 

\, 

I - S^O -GEL 

GRANULES 


tn 


laio’i 


'i%cuiaio’i^ 

^^SiAndioti 


P ADUTIN,’^ an extract from the pancreas, has a selective action 
on peripheral circulation. Administration of this hormone 
produces dilatation of the peripheral blood vessels, with increased 
blood flow, limb volume and surface temperature. There is no 
appreciable effect on the blood pressure. 

“ Padutin ’ is of benefit in intermittent claudication, Raynaud’s and 
Buerger’s disease, and in faulty circulation giving rise to acro- 
cyanosis and chilblains. Among the packings listed below the 
10 ml. bottle, will be found particularly 
convenient. 

‘PADUTIN’ 

r TKide Mark 

AMPOULES (10 biological units per ml.) 

Box of 5 X I ml. 

,, ,, 50 X 1 ml. 

SOLUTION — O'-al (10 biological imils per ml.) 
Bottle o/ 10 nil. 

,, ,, 50 ml. 

BA'i'EK PGSOfilUCTl'S 

AFRICA HOUSE, KINGSWAY, W.C.2 HO'- 

i— —BMHM BCSaargAsfl 
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In Scotland increases were rcconlcU in the notifications of 
■icule primary pneumonia 43, scarlet fever 16, and diphtheria 9. 
while a decrease of 12 was reported for whooping-cough. The 
rise in diphtheria was contributed by Glasgow, where the cases 
rose from 12 to 26. Of the 79 cases of dysentery 54 were 
notified in Glasgow. 

In Eire falls occurred in the number of notifications of 
measles 29 and dianhoea and enteritis S. and a rise of 13 was 
recorded for scarlet fever. 

In Sorthern Ireland rises occurred in the number of notifica- 
itoDS of scarlet fever 83, whooping-cough 22. and measles 18. 
fhe rise in these three diseases was due to an increased 
prevalence in Belfast C.B. 

Week Ending Novcnibei- 26 

fhe notifications of infectious diseases in England and Wales 
during the week included; scarlet fever 2.827, whooping-cough 
1,035, diphtheria 121, measles 1.469, acute pneumonia 710, 
cerebrospinal fever 32, acute poliomyelitis 176. acute polio- 
encephalitis 17, dysentery 144, paratyphoid fever 11, typhoid 
fever 11, food-poisoning 128. 


Medical News 


N'uffield Grants for Cortisone Research 
The Nuffield Foundation has made a grant to O.tford Uni- 
versity of £10.000 payable over three years for research on the 
■•ynthesis of cortisone, and the following grants, also payable 
over three years, to Cambridge University; (1) £5,000 for re- 
'carch in the Chemical Laboratory under Professor A. R. Todd, 
F,R.S., on the convenient synthesis of peptides and their appli- 
.cation in particular to problems of the adrenocorticotropic 
hormone, and for work on the synthesis of compounds with 
cortisone activity but simplified structure; (2) up to £11,000 
for research in the School of Biochemistry under Professor 
F. G. Young, F.R.S., on pituitary adtenocorucotropic hormones. 


' Royal Society Electioas 

At the 287th anniversary meeting of the Royal Society, held 
on November 30. the following were elected as officers and 
council for the ensuing year. President : Sir Robert Robinson, 
O.M. Treasurer : Sir Thomas Merton. Secre;or/ej .• Sir Edward 
Salisbury and Sir David Brunt. Foreign Secretary : Professor 
E. D. Adrian, O.M. Sixteen members of council were elected, 
including the following medical men ; Professor G. L. Brown. 

'■ Dr. F. M. R. Walshe, Dr. V. B. Wigglesworth, and Professor 
S. Zuckerman. 


World Health Organizatfon Fellowships 

The World Health Organization, in order to strengthen health 
^ervices throughout the world, provides fellowships to medical 
practitioners who are engaged, or will be engaged, in public 
health services, medical education, or medical research. The 
amount of the fellowships varies from 200 to 300 dollars a 
month, plus cost of travel, tuition fees, books, and literature. 
The fellowships are open to members of the medical profession 
who have gained at least two years’ experience in the field in 
which they will study under the fellowships scheme. In special 
circumstances consideration will be given to undergraduates 
and to non-national graduates employed by the governments 
of counties not possessing their own graduates suitable for 
fellowships, provided that such fellows agree to return at the 
end of their period of study in order to serve the country whose 
government sponsored their fellowship. Full details of the 
fellowships can be obtained from the General Secretary United 
Nations Organization. Palais des Nations, Geneva. 


Sheriff 

Mr. E. Davte-Tffiomas, of Edgbaston. Birmingham, has beei 
nominated a sheriff for Cardiganshire for 1949. 


Ur. Morris FUlibcia 

According to Time of December 5, Dr. Morris Fishbein ha* 
now resigned from the cd.torship of the Journal of tin 
American Medical Association. He has been editor since 1924 

No llcnltb Centre for Festival 

Early in the year the London County Council decided to 
erect a comprehensive health centre on a site in East India 
Dock Road. Poplar, in an area to be used for the purposes of 
the Festival of Britain. 1951. It was intended to give visitors 
to the Festival some idea of the architecture and facilities of 
such a unit, ' But the Minister of Health has been unable in 
present circumstances to approve of such a centre, though he 
has intimated that he would be prepared to approve a new 
building of relatively small extent to accommodate a group 
practice. The Health Committee of the County Council con- 
siders that a group-practice building could only be in the nature 
of an improvised transitional type of health centre, and as such 
would be hardly worthy of inclusion in the exhibition. More- 
over. the erection of a group-practice building might prejudice 
the use of the site for a comprehensive health centre later on. 
and the purpose of closely associating the private practitioner 
with the other personal health services in the area would not 
be achieved. The Minister’s suggestion will not therefore be 
adopted. The site is to be reserved until the economic situation 
has improved and further experience has been gained in the 
operation of health centres and group practice on a saull scale 

Changes in Nurses’ Examinations 

The General Nursing Council for Eirgland and Wales has 
decided to make certain changes in its Preliminary and Final 
examinations held in June, 1950, and subsequently. The time 
allotted to the practical and oral examinations in nursing will 
be increased, and the oral examinations in anatomy and physio- 
logy, hygiene, medicine, and surgery will be discontinued. 
A section on “ Introduction to Psychology,” will be included 
in Part 2 of the Preliminary examination syllabus, and there 
will be optional questions on psychology in the papers for 
Part 2 of the Preliminary examination, in June, 1950. and there- 
after. Candidates for Part 2 of the Preliminary e.xamination 
in October, 1951, and subsequently must have been instructed 
in the section on ” Introduction to Psychology." The intro- 
ductory instruction on psychology should teach the student to 
understand behaviour as it is affected and modified by'changes 
in the environment and the body, by family and community 
influences, education, and so on. The council does not con- 
sider it desirable that instruction should be given on the investi- 
gation and diagnosis of abnormal conditions or on psychological 
methods of treatment. 

JViUs 

Professor Stevenson Lyle Cummins, formerly of the Welsh 
National School of Medicine, left £8.804. Dr, Arthur Carveih 
Johnson, of Newport, left £13.697; Surgeon Rear-Admiral 
William Wallace Keir, of Bishop’s Waltham, Hants, £3.676- 
Dr. Brian Rait-Smith, of St. Albans, Hens, £3.526; and Dr. 
Richard Aloysius Quinn, of Wigton. Cumberland, £2,820. 


COinNG EVENTS 

Ueherden Society 

The annual general meeting of the Heberden Society wil 
held at ffie Royal College of Surgeons of England, Linct 
urn Fields, London, W.C.. to-day and to-morrow (Friday 
Saturday. December 9 and 10). On December 9 at 5 r 
ffie annual general meeting will be followed by the Hebei 
Oration on “Classical Gout” by Professor F. Wood Jo 
F.K.S., and at 8 p.m. the annual dinner will be held 
December 10. at 10.30 a.m.. at St. Thomas’s Hospital (Anatc 
Lecture Theatre). London. S.E, Professor D. V. Davies 
open a discussion on "Anatomical Aspects of the Rheum 

by*Dr% A^Fel will be contin 
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National Society for the Prevention of Blindness 
The next annual conference of the National Society for the 
Prevention of Blindness will be a combined meeting with the 
Pan-American Association of Ophthalmology, to be held on 
March 26 to 30, 19S0, at the Hotel Floridian, Miami Beach, 
Florida. Among the topics to be discussed at the conference 
are current blindness prevention programmes in the countries 
of the Western Hemisphere ; trachoma ; industrial ophthalmo- 
logy ; eye problems of school-children and medical and social 
management of the glaucomas. 


American Tuberculosis Meeting 
The 46th annual meeting of the American National Tuber- 
culosis Association will be held on April 24-28, 1950, at the 
Hotel Statler, Washington, D.C. The medical section of the 
.association — the American Trudeau Society — and the National 
Conference of Tuberculosis Secretaries, an organization of 
, public health workers, will meet at the same time. The medical 
sessions will be on the following subjects: the chemotherapy 
of tuberculosis, surgical aspects of tuberculosis, laboratory 
investigations, and non-tuberculous diseases of the chest. 
Further information may be obtained from the National 
Tuberculosis Association, 1790, Broadway, New York. 19. 
N.y.. U.S.A. 


SOCIETIES AND LECTURES 


Monday 

Institute ot Laryngology and Otology, 330-332, Gray's Inn Road. 
London, W.C. — December 12, 5.30 p.m,, “ T/ie Mechanism o) 
Vestibular Reactions" by Professor Gosta Dohiman (University 
. of Lund, Sweden). 

Medical Society of London, II, Chandos Street, Cavendish Square, 
Lxindon, W. — December 12, 8.30 p.m., discussion: "Bone 
Tumours,” to be introduced by Drs. J. F. Brailsford and H. A. 
Sisson. 

Tuesday 

Chelsea CXinical Society. — At Sotuh Kensington Hotel, 47, Queens 
Gate Terrace, London, S.W., December 13, 7 for 7.30 p.m.. 
discussion: "Fashions and the Freudians," to be opened by Mr 
James Laver. 

Institute of Dermatology, S, Lisle Street, Leicester Square, 
London, W.C. — December 13, 5 p.m., " Scleroderma," by Dr. 
G. B. Dowling. 

(nstitutib of Physics: Electronics Group.— At 47, Belgrave 
Square, London, S.W., December 13, 5.30 p.m., " The Nervous 
System as an Electrical Machine," by Dr. W, Grey Walter, 


Wednesday 

CAAtBRiDGE UNIVERSITY. — At Addcnbrooke's Hospital, Cambridge, 
December 14, 2.30 p.m., " The Ethics of Medical Practice," by 
Dr. B. Branford Morgan, 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London. W.C. — December 14, 5 p.m., “ X-ray Technique.'’ by 
Dr. C, W. McKenny. 

London Association of the Medical Women’s Federation. — At 
B.M.A. House, Tavistock Square, London, W.C., December 14, 
8.30 p.m., " Diseases of the Newborn, Recent Advances in Treat- 
ment," by Dr. Victoria Smallpeice. 

vIiDDLESE.x County Medical Society. — At Ashford Hospital, 
London Road, Ashford, December 14, 3 p.m., general meeting. 
" Some Endemic Diseases of Egypt.” by Dr. E. N. Callum. 

Royal Faculty of Physicians a.\d Surceo.ns of Glasgow, 242, 
St. Vincent Street, Glasgow. — December 14, 5 p.m., " The Common 
Cold," by Dr. C. H. Andrewes. 

Rov.il Sanitary Institute, 90. Buckingham Palace Road, London, 
S.W. — December 14, 2.30 p.m., Tuberculosis Infection and the 
Use of B.C.G.." discussion to be opened by Dr. Frederick Heaf. 

Social PsvcHOTHER.tPY Centre, 7, Fellows Road, London, N.W. — 
December 14, 5 p.m., " Social Psychiatry.” general discussion by 
Dr. Joshua Bierer and other members of the staff of the centre. 

Society of Che.mic.al Industry: Food Group. — At Burlinston 
House, Piccadilly, London, W., December 14, 6.15 pan., meeting 
of Nutrition Panel. " Soups as Food." papers by Messrs. H. S. 
&rson and J. G. Huntley, and Miss B. R. Stanton. Visitors are 
invited. 


Thursday 

British rNSTiruTE of R,rDiOLOCY. — At 32, Welbeek Str«t, London, 
W , December 15, 8.15 p.m.. Joint meeting with Radiological 
Section, Royal Society of Medicine, " The Physical Properties and 
Performance of Fluorescent Materials and Amplification of the 
Intensity of the Fluorescent Image." papers by Messrs. J. W. 
Mitchell. Nf.Sc., and G. N. Hardmg. B.Sc. 

Edi.nburgh Cli.vical Club. — At B.jNf^V. Rooms, 7, Drumsheugh 
Gardens. Edinburgh. December IL 8 P 
Thrombophlebitis of the by Mr. T. Nlc\V. Millar. 

St. George’s Hospital Medical School, Hyde Park Comer, 
' London S.W.— December 15. f30 pan., lecture-demonstration: 
" Neurology." by Dr. D. J. Williams, 


Friday 

Biochemical Society. — ^At Guy’s Hospital Medical School (Depan- 
ment of Biochemistry and Chemisliy), London Bridge, S.E. 
December 16, 2 p.m., communications and demonstrations. 
British Institute of Radiology. — At 32,' Welbeck Street, London 
W., December 16, 5 p.m., meeting of Medical Members. 
British Institute of Radiology. — At Royal Society of Medicins 
1, Wimpole Street, London, W., December 16, 8.15 pan.. Join’ 

. meeting with Radiological Section, Royal Society of Mediant 
" The Physical Properties and Performance of Fliiorescen. 
Materials and Amplification of the Intensity of the Fluoresctni 
Image," paper by Mr. F. I. G. Rawlins, M Sc. 

Faculty of Radiologists.— At Royal College of Surgeons ol 
England, Lincoln’s Inn Fields, London, \V.C., December 16 
2.15 p.m., “ The Chest After Thoracic Operation," speakers Mt 
P. R. Allison and Professor A. S. Jolmsione. 

Maida Vale Hospital for Nervous Diseases Medical Schooi 
Maida Vale, London, W. — December 16, 5 p.ro., clinical demon 
stration by Dr. J. W. D. Bull. 

Saturday 

York Medical Society. — At 17, Stonegate, York, December i: 
8.30 p.m., " Disorders of Micturition," by Mr. J. K. Willson 
Pepper. 

APPOINTMENTS 

HocKEN, M. E., M.B., Ch.B., D.P.H., Comity Medical Officer and School 
Medical Officer, Isle of Ely County Council. 

Jackson. Maldwyn Isaac, M.R.C.S., L.R.C.P.. Consultant Chest Phjsidan 
Newport and East Monmouthshire Group. Welsh Regional Hospital Board. 

Johnston, William, M.B.. Ch.B., Medical Officer. Royal Western Countiu 
Institution. Starcross, Devon, South-Western Regional Hospital Board. - 
Maxwell, J. A., C.V.O.. C.B.E., M.B.. B.Ch.. F.R.C.S.Ed., Surgeon Real 
Admiral, R.N.(ret.), Medical Superintendent, St. Mary’s Hospital, Portsmouth 
Perry. William Rodham, M.B., B.S., D.P.H., Medical Officer of Ht^lh It 
Basford Rural District Council and Eastwood Urban District Council, anc 
Assistant County Medical Officer, Nottinghamshire. 

Scott, Gordon Islay, M.B., Ch.B., F.R.C.S.Ed., Consultant Surgeon 
Moray Hospitals. 

Walker, Joseph, M.B., Ch.B., L.D.S., D.P.H., D.P.D., Divisional Medicii 
Officer, Health Division 4, Lancashire County Council. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Cadcr* — On November 30, 1949, lo Joan (n^c Tlioraborrow). B.0.S., wife C! 
Marzook A. Cader. M.R.C.S., L.R.C.P.p M.B., B.S.. D.L.O.. a-soo- 

Lucas. — On November 30. 1949, at SuaiWtan Nursing Home, MusweU Hul, U 
Kathleen, wife of David R. Lucas? M.B., B.S., a daughter — Jacqueline Fraoc« 

Scudumure. — On November 24, 1949, at Siapleford, Notts, lo Mary* Ruth ioif 
Jones), wife of Dr. T. O. Scudamore, M.B.. D.R.C.O.O., a daughter. 

deaths 

Anderson. — On November 29, 1949. William Anderson, O.B.E., M.B,, F.R.Ci 
of 2S, Carnegie Crescent, Aberdeen. 

Cairns. — On November 28, 1949, at 60, Seabank Road, Wallasey, Wnlist) 
Murray Cairns. C.B.E.. M.D.. previously of 67, Catharine Street, 
ParkSeld Road. Liverpool, aged 83. 

Cameron. — On November 25, 1949. at Midhursl Sanatorium. Robert Cameror 
M,D.. of 19. Fulbrooke Road, Cambridge. 

Gordon-Muno. — On November 29, 1949, at Croys, Castle Douglas, Scotlaor 
John Gordon Gordon-Munn, M.D., F.R.S.Ed., J.P., aged 86. 

Grlns^haw. — On October II, 1949, at 2, Holly Bank Road, Clifton Part 
Birkenhead, John Grimshaw, M.D., aged 82. 

Ilumphrej. — On December 1, 1949, Leslie Alfred Humphrey, M.R.C.P 
M.R C.S., aged 32 

Hutebinson. — On November 24, 1949, at 20. RamshiU Road, Scarborouat 
Robert Hutchinson, M.B.. Ch.B. Ed. 

Hujitable. — On November 23. 1949. Arthur Edwin Huatable, M.R.C.S., 

The Vicarage. Houghton Regis, Beds, aged 94. 

Kinc. — On Novemoer 21. 1949, at Souibamptoo, Arthur King, M.D., aged 87 

McKJeman. — On .Vovember 21, 1949, ai Falmouth, Thomas Hugh Robinsoo 
McKicroai). M B.. B.Cb., B^.O. 

Mahuod. — On November 23, 1949, Allan Edward Mahood, M.B., F.R.C.S., of 
Haynford, Norwich, aged 86. • 

NuttalL — On November 30. 1949, at Southern Hay. Llanerch Road Wed 
Colwya Bay, Dcobigb, Harold Nutiall, M.D., aged 78. 

Orr, — On November 28, 1949. at Edinburgh, John Orr, M.D., F.R.C.P.Ed., cl 
6. Straibearn Road. Edinburgh. 

Parry. — On November 19, 1949, at Caernarvon, William HUton Parry, hf C 
M.B.. Ch B„ J.P. 

Rceve-FLuman. — On November 20, 1949, at Middlesex Hospital. London. 
Samuel Christopher Rccvc-Flaxmaa, M.R.C.S.. L.R.C.P., aged 69. 

Sanderv — On November 20. 1949, at GlcnifTer, Four Oaks, Warwicksblri 
Arthur Addison Sanders. O.B E.. M.B.. Ch.B., Surgeon Captain R.N., retired 

Smith. — On November 30, 1949. at Springfield, Hawkburst. Kent, Hcrbcr 
Ausico Smiib. M.B., B.Cb., M.R.C.S., L.R.C.P., Colonel 1 .M.S 

Ret., aged 83. 

Smith. — On November 29, 1949, at Pembury Hospital, John Smith, M.B., Ch.B 
of Sutton Valence. Maidstone, Kent, aged 48. 

Storcy.—On November 24 1949, on way home from Singapore, Bryan Hamiltf'^ 
Storey. M.R.C S., L.R C.P., Colonial Afcdical Service, aged 27*. 

Stork. — On Noiembcr 27, 1949, after a short illness, Ernest Stork, D.S.O 
M.B,. J.P , of Bury St. Edmunds, aged 79. 

Sullhao.— On November 23, 1949, at The £1^, South Kirkby, near Ponteffi^i 
Edward James Holmes Sullivan. M.D., aged 90. 

Trethuwan.—On December I, 1949. at Stoke-on-Trent, Joan Durham Trcibowan,- 
.M.R.C.S.. L.R.C.P. 

Wftioa.— On November 28, 1949, at The Lindo Wing, St. Mary’s HospluJ 
London. W.. Anna JuHina Augusta Wilson, F.R.C.P.^., laic of 11, WimpoH 
Succi. London. W. 

Wjaru— On November 24, 1949. at Guy’s Hospital, Harold Douglas Wy»H 
•M.R.C.S., L.R.C.P., of the .Ministry of Pensions. 
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they are misplaced, they are absorbed within a year. Fortu- 
nately there is no need to resort, to grafting now that the male 
hormone has been discovered and synthesized. A patient can 
be prevented from becoming a eunuch by giving him injections 
of testosterone or by implanting pellets of this hormone. Under 
such treatment the signs of eunuchoidism disappear and sexual 
desire returns. Treated thus, a patient of the writer’s has passed 
through the Divorce Courts as the guilty party and remarried. 
Sexual capacity has been maintained with weekly doses of 25 
to 50 mg. of testosterone. 

Oedema of Upper Eyelids 

Q . — Is there any treatment for persistent oedema of the upper 
eyelids ? A boy aged 18 has suffered from this for more than 
four years — to such a degree that the pouches so formed hang 
over the ciliary margins. Renal function is normal, but skin 
tests show definite reaction to cow and dog hair. He had a 
severe tonsillitis when a*chUd, but recent removal of the tonsils 
has not improved the condition. Salt-free diet, antihistamines, 
and specific and non-specific desensitization have had no effect. 

A. — Oedema of the upper eyelids may be secondary to 
inflammation, injury, systemic disturbance, or allergy. Some- 
times blockage of the upper canaliculus causes oedema of the 
upper eyelids, but one would not expect it to persist for four 
years. It is unusual for allergic oedema to be confined to the 
upper eyelids. Since it is so persistent and constant in this 
case, one would tend to rule out inhalants and foods as causa- 
tive factors and would search again for a focus of infection, 
such as teeth, sinuses, etc. Trichiniasis might be considered. 
The history would suggest that there is now a chronic lymphatic 
obstruction, and if a cause cannot be found the patient might 
be seen by a plastic surgeon. 

Salmonella Typhi O Agglutinin Reaction 

Q . — Is it possible for a subject who had T.A.B. injections 
seven years ago, and none since, to give a serum agglutination 
of Salmonella typhi in high litre for “ 0 " and less high for 
‘H,’’ unless he is actually infected now with Salm. typhi? 
When the test svas repeated recently the reaction was found to 
be less strongly positive, but still above 1 in 100. I understand 
that an anamnestic Widal reaction shows an increase in H 
antigen but not in O where some other infection is concerned. 

— A positive reaction with Salmonella typhi O to a litre 
of more than 1 in 100 is strongly suggestive of an active 
enteric infection unless the patient has been inoculated with 
f.A.B. vaccine within the previous six months. The fact that 
in this case the O litre was higher than the H would not 
invalidate this general statement, although the inverse find- 
ings are more usual. It is true that the O agglutinins are not 
usually affected, as H agglutinins are, by non-specific stimuli 
(anamnestic reaction, such as a non-enteric infection), but if 
in this case there is no more definite laboratory evidence of 
infection, such as the isolation of Salm. typhi from blood or 
stools, a positive O agglutinin reaction cannot in itself be taken 
as proof of infection. 

Post-encepfaalitic Farkinsoni^ 

Q .— a child a man aged 40 had sleeping sickness, from 
>Jdch he recovered. He now complains of (a) upward rolling 
of the eyeballs with loss of vision, which returns after sleep : 
lb) a condition similar to paralysis agitans; and (c) a general 
slowing-up effect. What is the likely diagnosis, and what should 
be the treatment ? 

^^_7his patient is clearly suffering from post-encephalitic 
Parkinsonism and the attacks are oculogyral spasms, the latter 
being -a manifestation of encephalitis lethargica, which was 
much commoner 20 years ago than it is now. The treatment 
is the usual treatment of Parkinsonism. In the past this has 
consisted in the administration of drugs of the belladonna 
group: of the.se, tincture of stramonium is the most effective. 
A suitable initial do.se would be 10 minims (0.6 ml.) in water 
three times a day, and this could be gradually increased up to 
(0 minims (1.8 mi.) three times a day if the patient tolerates Jt 
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well. Recently new substances have become available. The 
most effective of these seems to be “ artane ” (l-ll-piperidyij 
1-phenyl-l-cydohexyl-l-propanol hydrochloride), which is noi 
yet procurable in this country but is being used in the United 
States. Next in value is “ parpanit ” (the diethylaminoethyl ester 
of phenylcydopentane-carboxylic acid), the initial dose of which 
is 0.00625 g. If the patient tolerates it well, this can soon* he 
doubled and then the dose more gradually increased up to the 
limit of tolerance; '* Benadryl ” is also worth a trial. Mental 
retardation and loss of energy often respond to amphetamine 
in 5-mg. doses. » 

Pruritus of Scrotum 

Q . — How should one treat pruritus of the scrotum, occarrm^ 
mainly at night, in a man of 77 who has suffered from coroiwr) 
disease for 12 years and still has occasional anginal attacks? 
There is no rash or sign of irritation. The itching is relieved 
by cocaine ointment, but each application has brought on an 
attack of dyspnoea and violent palpitation. 

A. — In pruritus of the scrotum in a man pf this age it i> 
important first to be certain that there is no irritation from a 
dribble of urine or from something in the urine, perhaps sugar 
occasionally or some other irritant. If any such factor is present 
and cannot be corrected, then some help may be obtained from 
the use of a waterproof barrier cream on the scrotum. The 
question of proslatic irritation may occasionally have some 
bearing in these cases, but in the absence of an organic or local 
cause the affection is not uncommonly neurogenic. Cocaine 
and similar analgesic ointments are not usually desirable and 
often give rise to trouble by causing irritation or sensitization 
Crude tar in a pa.ste or superficial x-ray therapy in fractional 
dosage, combined with phenobarbitone or “ sodium, amyial" 
at night, should be helpful. 

NOTES AND COMl^lENTS 

Carbacbol for Migraine.— Mr. S. G. Stevenson O'oint assistam 
managing direcior of Messrs. Savory and Moore Ltd.) writes: In 
his letter concerning carbachol for'migraine (November 19, p. 1177). 
Dr. J. H. Mellotte states that the German preparation “doryl" and 
the English one “ moryl ” are inferior to carbachol. I must poini 
out that both “ doryl ” and " moryi ” are proprietary names for 
carbachol B.P., and that there is no difference, chemically or pharma- 
cologtcaily, between them and the official preparation. Further, a> 
is freijuently the case, carbamylchoiine chloride was available to the 
medical profe-ssion under these proprietary names before it was 
included in the B.P, as carbachol. Although “ doryl ” is no lougei 
available, “ moryl ” is still the Savory and Moore branded name foi 
carbachol B.P. 

Correction. — Dr. Edgar Rentoul writes from the Forensic Medi- 
cine Department of Glasgow University: I re^et that in the lattei 
part of my article, " Rh Genotype Tests in a Trial under the Crimipal 
Law Amendment Act, 1885,” publi.shed in the medico-legal section 
of the Journal of December 3 (p. 1300), I was in error, when dis- 
cussing the theoretical possibility of finding the true father, in stating 
that the true father must belong either to genotypes Cde/cde oi 
Cde/Cde. While the true father may belong to one of these geno- 
types, this is not necessarily so. The real position is that the fathei 
must carry on one of his chromosomes Cde. There are several 
genotypes which satisfy this proviso in addidon to those which 1 
mentioned. The commonest of these is CDe/Cde ; this occurs in 
0.8016% of the population. The others are much less common 
While, therefore, it might be more difficult to find the true fath- 
than I originally suggested, we^stiii have in this case the theorcf 
possibility of being able to demonstrate pateimty by blood 
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MEDICAL SUPERINTENDENTS 

(n this column on November 12 atlenlion was drawn (o (he 
regrettable state of affairs which has arisen from the terms 
and conditions of service of future medical superintendents. 
The first anomaly is that it is possible under the Ministry's 
proposals for a specialist medical superintendent to receive 
less remuneration than a specialist deputy medical superin- 
tendent or a specialist medical officer who is neithei a super- 
intendent nor a deputy on the staff of the same hospital. The 
second grievance arises where the amount of a-l-ninistrative 
time absorbed by the duties is more than trivial as compared 
with the time devoted by the medical superintendent to clinical 
work. In my previous note a comment was made that at the 
worst a whole-time medical superintendent of a large hospital 
would be regarded for purposes of pay. and so of status, as 
e.xactly the same as the lay secretary of a hospital management 
committee. It was stated that this would mean remuneration 
somewhere between £640 and £1.700 a year inclusive, the actual 
remuneration being determined on a points system. But this 
rate of remuneration applies where the hospital is the only one 
administered by the hospital management committee. The posi- 
tion is even worse in cases where the hospital is one of a 
group under the same management committee. 

The terms of service presertbe that medical superintendents 
and deputies will be paid, for that fraction of their time devoted 
to administrative work, the same fraction of " the appropriate 
rate for hospital administrative staff." The appropriate rale for 
hospital administrative staff (to quote the Ministry's own words 
from the explanatory memorandum which accompanied the 
terms of service) will be. “ where the hospital is one of a group 
of two or more administered by the hospital management com- 
mittee. the rate appropriate to an assistant secretary in charge 
of the hospital.” The scale of salaries for assistant secretaries 
is set out in the Ministry’s circular H.M.C (48) 2 as follows; 


Beds 

Salary 

Up to 399 

£450 X £l5-£495 

400-499 

£4S0x £l5-£525 

500-599 

£520 X £l5-£570 

600-699 / 

£595 V £:O-£660 

700-799 

£635x£35-£7IO 

iOO and over 

£710x £25-£9l0 


There is a weighting factor varying from £20 to £50 a year for 
officers employed in the London postal area. These salaries 
are inclusive of board, lodging, and accommodation, the value 
of these emoluments being deducted from the salary shown 
above. A future medical superintendent devoting half his time 
to administrative work of a hospital of. say. 450 beds in the 
circumstances described will receive for that work a starting 
salary of £240 a year, rising by three annual increments of 
E7 10s. to £262 10s. a year, and for his clinical work remunera- 
tion at the appropriate clinical rate. This is an intolerable state 
of affairs. 

Public Health Medical Officers Employed by Regional Boards 
From correspondence received, here recently it is apparent 
that there is at the^ moment no uniformity in the arrangements 
for the remuneration of medical officers employed by local 
authorities who also undertake duties for regional hospital 
boards on a part-time basis. 


This problem concerns medical officers of health and some 
members of their staffs who before the N.H.S. appointed day 
were whole-time officers of local authorities and whose duties 
included comniiments as medical superintendents or medical 
officers of infectious-disease hospitals or similar institutions. 
Now that these institutions have been transferred to regional 
hospital boards, it appears that .some medical officers who 
previously held whole-time local authority appointments are 
having those appointments converted into part-time appoint- 
ments and arc being asked to sign a separate contract in respect 
of a part-time appointment with a regional hospital board. 
In some cases a reduction in total remuneration may result, 
and. in general, repercussions may arise on such matters as 
security of tenure and superannuation. These problems are 
engaging the close attention of the Public Health Committee 
of the Association and are under discussion with representatives 
of the Ministry of Health. 

For the time being local authority medical officers who arc 
asked to accept such a contract in substitution for what was 
previously a whole-time contract are advised to defer action 
until the Associatton has completed its di.cussions with the 
Ministry. 

AdsertisemenU for Senior Hospital Officers 


It will be recalled that the Joint Committee has been dis- 
cussing with the Ministry the definition of the limited field in 
which senior hospital officers will be appointed in the future. 
Some progress has been made in devising a form of words, 
and the Ministry’s final agreement is awaited. In the mean- 
time. we have been endeavouring, whenever an advertisement 
for a senior hospital officer is submitted, to decide whether 
or not the successful candidate will be expected to undertake 
duties which should be undertaken by practitioners of con- 
sultant status. We do this because we cannot accept advertise- 
ments which invite practitioners to undertake full consultant 
work but which offer only a grading of senior hospital officer. 

As a rule, we find that senior ad.ministrative medical officers 
are helpful in their replies, but some of them are not. The 
latot to be received is a model of brevity. In reply to the 
written inquiry, the senior administrative medical officer replies 
m the follosving terms: 


1 titJiiK yuu 




jruur Idler or fNOvcmtjer lo lei^roing me 
advertisements we asked you to insert. I regret to say that it 
IS not possible to differentiate between the duties of a senior 
hospital medical officer and a consultant, and hence to give the 
guarantee for which you ask.” 

Incidentally, the guarantee, or assurance, for which we asked 
was that " these posts do not involve duties which should be 
unaertaken by a practitioner of consultant status 
If the senior administrative medical officer is right in stating 
that tt IS impossible to differentiate between the duties of a 
senior hospital medical officer and a consultant, the sooner 
° ” for it means thal 

at onerTr'^ engaged on certain duties some arc paid 

die " maizes one wonder whether 

the only course which can reasonably be adopted is to reject 

an aereM'^f'"^'’'^! hospital medical officers pending 

an agreed formula. If. on the other hand, it is possible to 

S'4' 

hospital service and those who provide it. ® ® 
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TRANSFERRED OFFICERS 

Section 68 (1) (a) of the N.H.S. Act authorized the making 
of regulations for the transfer to regional boards or boards 
of governors of officers employed immediately before the 
appointed day solely or mainly at or for the purposes of any 
hospital transferred to the Minister, subject to such exceptions 
and conditions as might be prescribed in the case of honorary 
officers. The regulations which were subsequently made under 
this Section did not contain any qualification as to honorary 
officers, and it therefore follows that any practitioner who at 
July 5, 1948, was occupied in his hospital work for the whole 
or most of his time might claim to be a transferred officer, 
irrespective of whether or not he was previously on a salaried 
basis. 

So far as the terms of service for hospital medical staff are 
concerned, the safeguards provided in them for transferred 
officers are chiefly of interest to those holding appointments 
which carried a remuneration before the appointed day, as they 
are designed to secure that the conditions of these officers are 
not worsened by the new terms. 

Thus, transferred officers may retain their previous salary 
scale and conditions of service, including emoluments, on a 
personal basis for so long as they remain in the same 
appointment, but must accept the new travelling and subsis- 
tence arrangements. Where a transferred officer exercises this 
option he will be required to conform to the terms of service 
on taking up a new appointment or on promotion, except in 
the case of a new appointment of equal or greater responsi- 
bility (measured by remuneration) than the post held at the 
appointed day, when he may again choose to continue on his 
old conditions. 

In this connexion it is important to note that the conferment 
of a special distinction award'will be regarded as a new appoint- 
ment, for otherwise a transferred officer who had elected to 
retain his old terras would not have been able to receive a 
distinction award. 

If a transferred officer decides to accept the new terms of 
service, his salary, including emoluments, before the appointed 
day being higher than that which he would receive on the new 
scale, he will enter the appropriate salary scale at his existing 
salary (including the monetary value of his old emoluments) 
and remain at that point until the new scale overtakes it. 
Charges for residence or other services provided will be 
deducted. 

Superannuation 

In the matter of superannuation, the question whether a 
practitioner is a transferred officer is of significance not only 
to officers in salaried posts on July 5, 1948, but to those trans- 
ferred officers previously holding honorary appointments, and 
particularly to those over the age of 55 on July 5, 1948. The 
minimum qualifying period for a pension in the N.H.S. scheme 
is 10 years, but the Superannuation Regulations provide that 
transferred officers may reckon their previous service (after the 
age of 18), under any authority whose functions have been 
transferred, as qualifying service for the purpose of determining 
svhether any benefit is due under the superannuation scheme. 
This might enable a practitioner who was over the age of 55 
on entering the N.H.S. scheme, and who had no previous 
superannuable service, to qualify for a pension at 65 by count- 
ing — as a transferred officer — his previous hospital service, 
although the amount of the pension will be based upon his 
contributory service. 


HEALTH CENTRES 

WEST BROMWICH MEMORANDUM 

The West Bromwich Local Medical Committee has recently 
prepared a memorandum on health centres and submitted it to 
the local health authority and the executive council. ^ In this 
industrial town with a population of 86.000 about 99% of the 


population are on the lists of the National Health Service 
doctors. Of paramount importance, the committee considers, is 
the need for the average housewife and the mother of young 
children to have ready accessibility to her family doctor. The 
committee emphasizes the necessity for general-practitioner beds 
in hospitals to reduce the professional isolation of many 
general practitioners. 

A disadvantage of health centres is that they may be detri- 
mental to the patients' free choice of doctor. The memoran- 
dum points out that a patient’s likes or dislikes are related to 
groups rather than to individuals — to the hospital rather than 
the individual specialist, and to the firm of general practitioners 
as a unit rather than to one member of it. “Grouping the 
doctors of a town who now practise as a dozen and a half 
firms from an even greater number of surgeries into four. or five 
groups would seriously restrict the choice the patients would 
feel to be available, and would probably lead individual patients 
to -feel that they had no choice.” 


RESEARCH IN HOSPITALS 

PRIOR APPROVAL OF MINISTER 

The Minister of Health has asked hospital boards and com- 
mittees not to promote new research work needing additional 
expenditure from their original budget without his prior 
approval, so that he may consult the Medical Research 
Council and ensure co-ordination. 

As to research financed from “free moneys,” the Minister 
will not interfere with the discretion of boards and committees, 
but he asks them to indicate broadly the research projects on 
which this money is being spent and the amount of the expense. 


WINCHESTER MEMORANDUM 

The Winchester Division of the B.M.A. is seeking support, by 
means of a circular, for the requisitioning of a Special Repre- 
sentative Meeting to discuss the reorganization of the Associa- 
tion. The Division’s two main contentions are: (1) That 
approximately 70% of members of Council should be directly 
elected, and (2) that the relationship of autonomous com- 
mittees to Council must be clearly defined and their activities 
co-ordinated. 

The requisition is asked for in, accordance with By-law 46 (1) 
of the Memorandum and Articles of the Association, which 
states that a special representative meeting "shall be convened 
at any time by the chairman of the Representative Body on the 
requisition of the Council or on the requisition of not less than 
20 constituencies.” 

A report of the Organization Committee on the constitution 
of the Council was discussed at the meeting of the Council held 
on November 16 (Supplement, November 26, p. 228). 


DENTISTS UNITE 

The three dental organizations have decided to amalgamate. 
They are the British Dental Association, the Incorporated 
Dental Society, and the Public Dental Service Association. 


MINISTRY OF PENSIONS 

MILEAGE ALLOWANCE FOR PART-TIME M.O.S 
As a result of representations made by the Association the 
Ministry of Pensions has agreed that mileage allowances at 
the rate of Is. a mile (or part of a mile) each way outside the 
radius of two miles, subject to a maximum allowance of 20s. 
for each return journey, will be paid to part-time medical 
officers employed on nd.-ninistrative duties. This is in addition 
to payments made for treatment and those already payable for 
attendance at medical boards. These allowances -are payable 
with effect from October 1. 1949. 
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N.H.S. SUPERANNULiTION SCHEME 

OPTIONS FOR LIFE ASSUReV.NCE POLICIES 
When the National Health Service first came into operation, 
general practitioners vvho held life assurance policies and were 
on the lists of executive councils on the appointed day were, 
subject to certain conditions, given the choice of coming into 
the superannuation scheme or of “ contracting out " and receiv- 
ing the Government’s S% contribution towards the maintenance 
of their policies. The option had to be exercised on or before 
October 4, 194S. 

This option was recently e.xtcnded with effect from August 1, 
1949, to practitioners who joined the Service on the appointed 
day for the performance of part-time specialist services and 
who at that time were also committed to paying substantial 
premiums on life assurance policies. The option was available 
until November I. 1949, and any contributions paid into the 
superannuation scheme in respect of the period July S, 1948. to 
August 1. 1949. by a part-time specialist contracting out of the 
scheme will now be refunded. 

In making this new option available the Ministry laid it down 
that a part-time specialist who was also a general practitioner 
and had exercised the original option would now be automatic- 
ally e-xcluded from the superannuation scheme in his employ- 
ment as a part-time specialist. 

Following discussions with the Ministry it has now been 
agreed that a practitioner who has exercised either option will 
normally be regarded as outside the superannuation scheme for 
all future N.H.S. work. If, hovvever, the practitioner so informs 
the appropriate employing authority by March 31, 1950, or 
within three months of taking up another appointment, he will 
not be excluded from the superannuation scheme for the work 
in respect of which he wishes to be in the scheme. 

Any practitioner engaged in hospital work who is eligible for 
inclusion in the superannuation scheme, and who has not 
exercised either option, will automatically be subject to the 
ordinary provisions of the scheme. 


Questions Answered 


Fees for X-ray Examinations 

Q , — (]) Is a Khole-lime consullani radiologist entitled to 
charge and retain two-thirds of the fee paid by a private 
patient examined in a hospital x-ray department ? (2) Is a 

whole-lime consultant radiologist entitled to charge and retain 
tyvo-ihirds of the fee of persons examined under Category fl 
In a hospital x-ray department ? 

A. — (I) No. A whole-time officer is not entitled to undertake 
private practice. (2) Yes. The items in Category II are services 
which the Minister is not committed to provide under the Act, 
and it is laid down that full- and part-time officers are per- 
mitted to retain fees in this category, subject to the proviso 
that, where hospital, laboratory, and radiological facilities are 
used, one-third of the fee is retained by or remitted to the 
hospital. 


Elderly Practitioner and Snperannaalioa 
Q.—An elderly practitioner nearing the retiring age of 6 
wants to employ an assistant (a) simply as an assistant, lb) wit, 
a view to partnership and idliniale succession, or (c) with . 
view to succession. In each case how will such employmen 
of an assistant aSect the practitioners pension under the super 
annualion scheme, if the .gross income of the practice is £2.00i 
T/oOoT'" ‘ttcome of the assistant or partne 

A.— -A practitioner who enters the National Health Servici 
near the retiring age of 65, and who intends to retire at Ifca 
age. will not be entitled to a pension under the scheme Hi 
will be required to contribute 6 % of his net re-nuneration ant 
8.0 U.e.. the employers contribution) of the assistant’s salary 


He will, on retirement, receive a return of any contributions be 
has himself paid together with compound interest thereon, li 
the assistant becomes a partner, he will be responsible for bis 
own superannuation contributions. 


Doctor’s Wife and Superannuation 
Q , — My wife is qualified and yqunger than / am. At present 
domestic duties claim most of her time, but she assists me in 
emergencies and during rush periods. In the event of my death 
she would be forced to return to active practice and would 
presumably take over part of my present practice. Is there 
any means by which she can start canlribuling towards super- 
annuation now 7 Apart from the question of death she will 
probably take part in clinical work when the children are alder. 

A. — A doctor’s wife cannot contribute towards the super- 
annuation scheme in the circumstances stated unless she is 
officially recogniied as an assistant or partner. 


Choice of Optician 

Q , — Is a medical practitioner in the National Health Service 
permitted to recommend a particular optician in the Service ? 

A. — Under the regulations a patient is entitled, on the recom- 
mendation of his general practitioner, to have his eyes tested by 
an approved ophlhalm.c medical practitioner or by an approved 
ophthalmic optician. Whatever advice the doctor may give, the 
choice lies with the patient 


Heard at Headquarters 


Swollen Agenda 

Business at Headquarters has accumolated vastly during the 
last year or two. The other day the General Medical Services 
Committee’s agenda covered 90 items, and one item alone 
spawned 20 sub-items, almost every one of which culled for 
a discussion. In addition there were reports from five sub- 
committees. The agenda of the Council the following week 
covered 94 closely printed or typed foolscap pages, embody- 
ing about 40 commillec reports. Both chairmen of the two 
big “autonomous” committees— the Central Consultants and 
Specialists and the General Medical Services — on their re- 
election said that they had hoped this second year of their 
committees’ existence would be easier than the first ; actually 
it looks like being more difficult, both in the number and in 
the complexity of the subjects presented. The remedy is not 
easy to see. Meticulous care is given to every item, even to 
such items as have only a local importance or relate to one 
individual case, ^ At all costs — ^and the costs are heavy — the 
democratic principle has to be preserved in reaching any deci- 
sion. One of the reasons why dictatotship may have com- 
mended Itself to some communities is that it is, by comoarison. 
so cheap. 


ivEuuuoi m rarro 


^ The new Annual Handbook of the Association for 1949—50 
IS out mlher bulkier than before, but not increased in length 
or width, so that it sits easily in the secretarial or other pocket 
as usual. Few handbooks impart so much information in so 
small a space. In addition to the usual information about the 

tlclTmT addresses of secretaries of 

local medical committees, of clerks of executive councils and of 

airto^ hospitals boards are 

all to be found within these orange covers, and a creai many 

other names and addresses as well. The Medical Practice 
Adviso^ Bureau and the British Medical Guild are new aelivi- 
TZ Another new section gives the particufa^ 

of the regional offices which the 8 .M.A. Council has .^ 10 o 
in various parts of ihe country — eicht of them in ^ 

« Ot a., S ,h.;“ i 
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THE REMUNERATION ISSUE 

G.M.S. COMMITTEE’S DECISIONS 

A special meeling of the General Medical Services Committee 
was held, under the chairmanship of Dr. S. Wand, on 
December I to consider the letter from the Ministry of 
Health, .dated November 14, intimating that any claim for 
larger total remuneration for practitioners in the National 
Health Service could not be entertained. 

Before proceeding to consider the next step to be taken, 
the committee devoted some time to an examination of the 
computations set out in the Ministry's letter. The chairman 
estimated that on the basis of the figures given by the Ministry 
practitioners were receiving at least £7 million less than the sum 
to which they claimed to be entitled according to the proper 
constitution of the Central Pool, 

Dr, Frank Gray said that, taking as a basis the Spens Report, 
the matter could be stated quite simply. The agreed figure 
of what the total income of general practitiorers ought to 
have been before the war was £31.2 million. The claim for 
70% betterment would give another £21.8 million, bringing 
the total to £53 million. This figure, however, was based on 
17,900 principals. Taking the Ministry’s figure of 18,936 as 
the present number of principals in the Service, an increase 
of 5.8% on 17.900, the amount would be brought up to 
£56 million. The Ministry calculated the money available for 
1949-50 at £48.8 million. 

Dr. Goodman pointed out that certain items which the 
Ministry had included in its estimate of the total available 
for the financial year were for matters which practitioners in 
1939 would never have thought of financing out of them own 
incomes, as. for example, the Inducement Fund (some £400,000). 
The exchequer superannuation contribution (£2.4 million) should 
not be considered as implementing Spens. There were a number 
of items of extra money in this estimate which should not be 
used to boost up the Central Pool. 

Dr. Rose said that the Ministry spoke constantly of 
’’increase” in rerruneration, whereas what the profession was 
asking for was a first settlement. 

After further discussion the chairman mentioned possible 
ways of dealing with the situation: (I) withdrawal from 
the Service ; (2) resort to arbitration ; (3) further conversa- 
tions with the Ministry and challenging of figures ; (4) stand- 
ing by claim but suspending further action until the economic 
position of the country had improved; (5) no action. He 
suggested that the line 'which the committee might desire to 
take in the first instance might be to approach the Ministry 
again with a critical examination of its figures, endeavouring to 
get agreement on the amount of the pool and at the same 
time seeking an assurance on the implementation of Spens. 
It followed implicitly from the Spens Report that the Central 
Pool should, be continuously adjusted in relation to the number 
of doctors and the maximum on the list. 

Dr. Dain said that it was essential to keep to the criterion 
of the number of doctors employed and not the population. 
They must insist on including in the estimates alt doctors in 
practice, not only those in the Service, for the original calcula- 
tion included alt doctors. The proper assessment of the number 
of doctors at the present time was imponant. though when 
once Spens had been implemented they would be fini bed with 
Spens — that is to say, remuneration would not indefinitely be 
attached to the number of doctors but to the work done. 

The following resolutions were adopted unanimously for 
transmission to the Ministry; 

(1) That, in the view of the General Medical Services Committee, 
the reply of the Ministry (dated November 14) to the request of the 
Conference of Local Medical Committees for a rccalcuiation of the 
Central Pool in the light of the facts now available is entirely 
unsatisfactory and that an interview be sought to demonstrate its 
inaccuracies, to calculate the sum by which the Central Pool is 
short, and to reiterate the demand for an adjusimetu of the Central 
Poo! to meet this deficiency. 

(2) That before the January meeting of the General Medical Ser- 
vices Commiuce an assurance be sought of the Ministry of Health 


that the Tentfal Pool will be continuously adjusted so as to main 
tain in the future — whatever the changes necessitated by the heavi 
burden of work falling on general practitioners and whatever the 
increase in the number of doctors — the levels of remuneration recont' 
mended in the Spens Report and which were accepted by tht 
Government. 

In making public these resolutions the committee desired w 
emphasize that this was not a claim for more money over and 
above a sum previously agreed, but a demand for a first settle 
ment, and a guarantee that the principles of the Spens Report 
would be applied to the remuneration of doctors in the Service 

The following were appointed to go to the Ministry with the 
resolutions; The Chairman (Dr. Wand), the Chairman of Coun- 
cil (Dr. Gregg), the Chairman of the Conference (Dr. Jopel, 
Dr. H, G. Dain, Dr. Frank Gray, and Dr. W. M. Knox, 

Medical Certification 

In view of the forthcoming publication of the report of the 
Interdepartmental Committee on Certification under the chair- 
manship of Mr. Archibald SafTord, K.C., the committee con- 
sidered a letter from the Ministry enclosing a list of some fiftv 
kinds of certificate required fay the patient under or for the 
purposes of various enactments. The Ministry had indicated 
which certificates should and which should not, in its opinion ' 
be included in the prescribed list of certificates which a doctor 
is required to issue free of charge to- his patients or their per- 
sonal representatives. The view of the Ministry was generall) 
that certificates relating in any way to the social services, certi- 
ficates necessitated by rationing and similar controls, and certi- 
ficates which enabled a person to get other statutory benefits ot 
exemptions fell into the category of certificates which the , 
doctor should be expected to issue without charge, and that 
certificates which did not fail into these categories, such as 
those which apparently related solely to fitness for a particular 
type of employment, and certificates which are as a genera) 
rule given by doctors other than the patient's own- general 
practitioner, came into the other category. 

The General Medical Services Committee made a painstaking 
revision of the list, and its observations are to, be sent to the 
Ministry. 

Fees for Vaccination and Immunizatioa 

A communication from the Ministry was received stating 
that the Minister had been informed by the County Councils 
Association, the Association of Municipal Corporations, and 
the London County Council that they were prepared to agree 
that a fee of 5s. should be paid to a practitioner taking pan 
in arrangements under Sect. 26 of the Act on receipt of a record 
in the standard form of the vaccination or immunization of a 
person on the practitioner’s list. It was added that with regard 
to vaccination the fee would apply cither where the first injec- ' 
tion resulted in successful vaccination or where the record card 
showed particulars of a second attempt; and that a third 
attempt would carry with it an additional fee of 5s. With regard 
to immunization the fee would apply in respect of the com- 
plete process, normally involving two injections. Adroinistra 
lion of a boosting dose of prophylactic at a later age would 
count as a fresh immunization. 

The committee accepted the arrangement without prejudice 
to the question of simplification of the standard form. 


TRADE UNION MEMBERSHIP 

The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization ; 

Metropolitan Borough Councils. — Fulham, Hackney, Popiat 
Non-County Borough Councils. — Dartford, Wallsend. 

Urban District Counrih. — Denton. Droyl.sden. Houghton-lc-. 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley, 
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Correspondence 


Unreasonable Demands by Regional Boards 
Sir,— Referees nominated by applicants for hospital appoint- 
ments are being called upon at so late a date that it is ahvays 
a matter of chance «hethcr their replies will be received in 
time. Regional hospital boards til! in typescript fotms v.vlh a 
date at the bottom that never allows a greater margin of time 
than seven days before the reply must he received back, which, 
allowing for postal delays, gives the referee not more than four 
days and sometimes less. 

Many of us have commitments that may keep us away from 
our desks for (oncer than that. And, even when we get back, 
do the regional boards think that we have nothing else to do, 
and that everything can be dropped in order to cope with their 
precipitancy ? 

Perhaps the whole thing is such a formality that they do not 
aspect a reply. Even that would give some satisfaction, because 
then we would know that if it had been quite impossible for us 
to write in time our silence had not been used as evidence 
against the candidate. Cut 1 know of al least one election 
where my failure to reply was given a most serious interpreta- 
don — and yet it was due solely to the thoughtlessness and 
discourtesy of the board itself, — 1 am. etc.. 

Loadea. W.l. REGESALO WaTSON-JOSES 

Remuneration of General Practitioners 

Snt. — We are all being told to work harder and not to ask 
for more money for so doing. The advice is unpalatable, 
'especially to those who think they were ill-paid last year. Per- 
haps we are inclined to think the exhortation does not apply 
Vo ns. Most men will, however, agree that in the interest of 
the country the advice is sound. The T.U.C. have accepted this 
Ytew and acted upon it so far as is within their power. 

In discussions vvith the Minister on questions of remunera- 
don would it not be possible to register a protest, stake a claim, 
but agree not to press it until such time as the financial stale 
of the country is more satisfactory ? 

1 make the suggestion with some diffidence, as I am not in 
general practice, but with the conviction that the medical pro- 
fession should not be the last to accept the realities of our 
present state, — 1 am, etc., 

SsUias. Kcat. C- ^f'^ PaCE. 

Ta-T on Prescriptions 

Sir, — In the Journal of October 29 (p. 9711 an annotation 
enthusiasdcally welcomes the proposed charge for prescriptions, 
though in the SuppUmenl "The Secretary Reports " (p. 189) 
comments in a more non-committal way. This schism even in 
one issue of the B.MJ. probably reflects the divided feelings 
on this matter among doctors. 

Mr. Attlee slated that the purpose of this charge was "to 
reduce excessive . . , resort to doctors.” Clearly those who 
will be thus deterred are those who have to count every shilling 
—an increasing number of our population as the effects of 
devaluadon and other aspects of the economic crisis develop. 

Time was when we criticized patients for not coming to the 
doctor in the early stages of disease. Surely one of our 
functions is to see apparent trivialities where anxiety can be 
allayed and/or prompt measures taken to minimize damage. 
There cannot be large numbers of those who would be deterred 
by the Is. payment who would have spare time to hang about 
a waiting-room for a matter which they themselves consider 
trivial. 

One can fully understand the worry of a doctor with a busy 
surgery and much domiciliary and other work to he done, and 
it is not surprising such an overworked doctor should demur at 
consultadon for apparent trivialities. But can we welcome 
relief from overwork at the expense of the poorest section of 
the community— those most likely to need our advice on 
account of their unhealthy environment ? li has even been 
suggested that the doctor should collect and keep the fee in 
heu of mcreased capiladon. I would beg of anyone harbouring 


such an Idea that he refer to the Supplement of June 4 and 
read a letter (p. 310) from Dr. Ian B.-K. MacGregor, who with 
suitable sarcasm has depicted the probable result. 

There are other ways of relieving the burden of overwork on 
certain doctors. 1 would recommend the following: 

(11 Reduce the ma.ximum number of patients allowed on a 
doctor's list. 1 would suggest a reduction to 3.000 as an 
immediate target, to be followed by a further gradual reduction 
to 2.000 as more G.P.s are trained, 

12) Increase the efficiency of our work by the provision ol 
health centres on a large scale. In these, with adequate ancil- 
lao’ stall, our treatment of patients, including all trivialities, 
could undoubtedly be greatly speeded up and made more 
efficient. Moreover, the whole scope of general practice could 
be so extended as to take quite a burden off hospital out- 
patients. Is this too expensive for a country which spends 
enough on a grossly swollen military machine to build S.OOO 
first-class health centres a year ? If so, let us halve the 
expenditure on destruction and devote the money saved to 
construction. — 1 am, etc., 

Bmititoa. R* 9, SaXTON- 


Sir. — T he profession seems to have forgotten two very 
important and elementary factors in giving official (albeit luke- 
warm) approval to the Government's proposed shilling-per- 
prcscription tax. First, this will mean that payment is 
demanded before treatment is given, and if payment is not 
made treatment will not be given ; and, secondly, it is inhuman 
to lax illness. — 1 am, etc., 

Sixpenny HanUtcy, WUu. pAUL H.ARRiS- 


Two Allcmatives 

Sir, — W ith regard to the letter (Supplement, November 19. 
p. 218) received from the Ministry of Health, delivered with 
the obvious intention that the last word has been said on this 
vexed question of remuneration, 1 fee) that now we know 
exactly where we stand in the matter we can do something. 
We can do one of two things. 

(1) We can refuse to continue to operate the Service under the 
terms imposed on us. We can do so provided we have the 
solid backing of the majority of the profession, provided that 
now in this engagement we close our ranks and take the 
iniliaiiyc. This solidity of opinion and of action is something 
which is necessary, but can we count on it ? I think our weak- 
ness will rest in the ranks of those who have maximum lists 
or who have large lists with few if any family commitments — 
in short, people who are sufficiently well off under the scheme 
to be indifferent to the fate of their less fortunate colleagues, 
who arc not prepared to jeopardize their relatively targe incomes 
by supporting any resistance movement as a vvhole. This is 
our weak point and we must recognize it. Unless a majority 
of doctors are prepared to withdraw from the Service, nothing 
can be done to obtain belter terms. This brings us to the 
second thing which we can do: 

(2) Accepting defeat by the Minister, we can lick our wounds 
and make the best of a bad job. To make the best of this bad 
job we must have a redistribution of the funds provided. If 
we are to have no more, let us make the best use of what we 
have. Wc pnnot with justice to all continue to provide a 
uniform capitation fee of approximately 18s. We shall have to 
do what we planned to do with the larger sum which we had 
hoped for and lessen the disparity of incomes between those 
with maximum lists and those who have small lists. We shall 
have to take the fund and arrange it so that we get. say. 2Ss for 
the first 1,000 and I2s. for all the rest. This will result in a 
reduction of income in the case of those with the Urge lists 
bur It will very matenally assist those who are deprived of the 
opportunity to earn a dreent living, generally throuch no fault 

flnm'n,. M- -T ®«'P' >''>■" rebuff 

m our Minister. To avoid unnecessary arGurrem rcGardinsi 

the amounts to be paid, I must mention that the figures given 
are merely serving to illustrate the method of payrrenr 
in short, the position is clear. We fight for our rights as a 
solid body of medical men at last asserting themselves or wc 
accept defeat and put our financial house in order.— I am etc- 
-WUier.Fite. M.' S. AttMOUR'^ 
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SUPPLEMENT TO inE 
Bsitish Medical Jouhhu. 


. Private Practice for M.Os.H. 

Sir, — It is impossible to read without dismay the reply given 
by Dr. Kershaw [Supplement, Noverrber 19, p. 221) to myletter 
regarding the stagnation of negotiations on salaries for M.Os.H. 
It was surely obvious from the outset of my letter that the 
salary of £750 per annum was in no way related to the M.O.H. 
but to the overwhelming proportion of medical officers who 
form the public health service and having, of course, a status 
other than that of M.O.H. This terminological inexactitude, to 
use a Churchillian expression, can be assumed to be patently 
obvious to those well-informed persons who form the bulk 
of the readers of the B.MJ., and 1 very much doubt, therefore, 
if it engendered any irrepressible desire on their part to ridicule 
this lapsus linguae. 

Dr. Kershaw contends that I did not even trouble to get my 
facts right, and to support his contention he differentiates 
regarding £40 per annum. It is mathematically perplexing, how- 
ever, to find that he finally agrees that even £850 per annum 
is deplorably low. However, 1 submit that my letter could 
not have been so “ wide of the mark ” as Dr. Kershaw tries to 
make out. as seven authorities — to wit, Rochdale. East Ham, 
Derby, Caernarvonshire, Southampton, Leeds, and Middlesex — 
advertise vacancies in the Journal of November 19 (in common 
with many previous advertisements of other authorities) with 
salaries of £735. Whether on the evidence Dr. Kershaw is 
any more within the mark with his value of £710 per annum 
against my £750 can be left to the discretion of the reader. 

The incongruity of the conclusion drawn by Dr. Kershaw 
to the effect that, if I were right, the majority of assistant medi- 
cal officers of health, etc., must needs have resigned in disgust 
within a year or so stands therefore on its merits. 

Dr. Kershaw’s attempt at mind-reading through the medium 
of my letter is indeed a “ rendering.” for his idea that I 
‘•admirably calculated to produce precisely the wrong impres- 
sion” and advised an austerity-minded Government ’‘to keep 
their salaries low, but make the lazy fellows stir themselves” 
is as ridiculous as the imputation that private practice in this 
case should be regarded as " earning money ' on the side.’ ” 

I should like to make it quite clear that, as a member of that 
service, nothing svas further from my mind than an attempt to 
belittle' its great achievements. 1 am at a loss, however, to 
offer any lucid explanation of the motives of persons who, 
recarding themselves as authorities in public health and preven- 
tive medicine, find it necessary to indulge in superlatives about 
our own apparent achievements to the derogation of institutions 
of other nations. 

It is remarkable how acidly and with what convenient facility 
Dr. Kershaw extracts a phrase from the context of my letter 
and brings about a transmutation of words to prove that I 
would have in my letter intentionally graded public health as a 
“ second class ” science to other branches of medicine, conse- 
quently concluding in questioning my suitability to remain 
within the scope of public health. 

My contention that our salaries are frozen for good has in 
no way been affected by the patronizing and crusading reply 
given to you by Dr. Kershaw.— I am, etc., 

Accrinsion. Lana. KaTZ. 


Prescribing of Appliances 

StR. I enclose some brief notes which I recently submitted 

to my medical staff committee drawing attention to the unsatis- 
factory state of affairs in regard to the supplying of surgical 
appliances under the N.H.S. I feel that they may be of interest 
to gcneml practitioners and also to those who have to conduct 

such a clinic. . . . • . . , 

It is a soul-destroying occupation requiring considerable 
diplomacy. A larcc proportion of patients, in my opinion, do 
not require surcical appliances, and quite a number have no 
sign of the complaint for which an appliance has been ordered 
by their doctor. This involves the ri'k of antagonizing large 
numbers of local G-P.s by refusing to endorse their prescrip- 
tions. or alternatively a policy of irresponsible acquiescence 
which is highly uneconomical. 


I have had no guidance on the criteria by which these cases ’ 
are to be judged. The vast majority of patients are fat old 
bodies, sent up with the quite incorrect diagnosis of “severe 
visceroptosis.” These could quite well buy utility corsets such 
as they have worn for years, and I see no reason why the State 
should provide them with surgical corsets at considerable expense. 
There are quite a number of cases of ventral hernia, some of 
which can indeed be controlled • by a belt or corsets specially 
designed. ’ On the other hand many of them require operative 
cure, as they are of such a nature that an appliance would not 
control them. 

There are usually two or three patients sent up for wigs. 
Some of them are young women with alopecia — fair enough. 
But I have seen middle-aged men, and in one case a woman 
with a full head of grey hair. These were refused. Senile 
patients have been sent up with a request for a mechanically 
propelled chair. They will presumably ask for a new Morris 8 
next. People with oddly shaped feet of many years’ duration 
are provided with free shoes made to mea.sure. There must be 
countless thousands of these waiting to cash in and never buy 
a pair of shoes' again. 

It will thus be seen that this “appliances racket” is one 
which will grow like a snowball to dimensions quite beyond 
economical fulfilment. 1 coitsider that rules and regulations 
from the Ministry of Health are a necessary protection for those 
in the unenviable position of having to judge these cases. 

The Ministry of Health has, indeed, issued an enormous 
schedule of appliances, many of which I am sure have never 
been heard of in a normal course of surgical training, but no 
advice is given about the indications for prescribing them at 
the taxpayer’s expense. — 1 am, etc,, 

Portsmouth. A. N. H. PEACH. 

Domiciliary Midwifery 

Sir, — It would appear that the Royal College of Gynaecolo- 
gists and Obstetricians think so little of the general practitioner 
that they are making great efforts to preclude him from 
practising midwifery. To anyone really tin fait with the 
problems of domiciliary midwifery it is obvious that, despite a 
few examples of incompetent G.P. obstetricians, by and large 
the G.P. who is frequently caring for midwifery cases, both 
normal and abnormal, is performing a great service to the 
mothers of this country. It would take up too much valuable 
space to enlarge on this point. 

But, as the midwife still undertakes the care of the bulk of 
normal cases in this country, does the noble College condemn 
all mothers who are fortuna'e enough to be normal eases to 
be denied all sedatives other than pot. brom. c. chloral, and alf 
other analgesics other than gas with a varying amount of air? 

In my opinion the College would do better if it left the G.P. 
alone and saw fit to press for legislation allowing the midwife 
to prescribe — with suitable regulations — pethidine, and allow 
her, too, to use tvilene analgesia. There are at least two 
machines on the market that are toolproof. 1 have no doubt 
that norma! cases which are in hospital nominally under the 
care of a specialist in obstetrics have the benefit of these aids 
when delivered by the hospital midwife. — I am, etc, 

London, S.W.II. IaN SaMUEL. 

Buy and Sell Practices 

Sir, — Undoubtedly the time has now come when all doctors- 
should stand firm together and should say to Mr. Aneuriit 
Bevan: Dear Mr. Oevan. we have no further use for you, we 
will no longer work for or vvith you ; we will revert to our 
ancient, time-honoured, and, for most of us. verminous prac- 
tices. We will charge our patients for our services as of old, 
and we will buy and sell our practices as and when we like. — 

I am, etc,, 

BracKneU. Berks. R- H. P. HlCtC. 

“Need” and “Must” 

Sir, — I understand that the terms of reference for the Sir 
Henry Cohen Committee are. briefly, to define those drugs and 
appliances for use by general practitioners beyond which they 
need not go. 1 hope that this committee will remember medical. 
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SUPPLEMENT TO THJ 
British MtPigi. Jouwai 


I have gone to some trouble to analyse the last statement not seem such as make the teaching registrars feel that their 
sent by the Executive Council for Cornwall, and so far as i can interests will be adequately served. 

make out there is a sum of £25.000 in a full year which is not The registrars from leaching hospitals must choose from two 
accounted for even if one deducts all the prior charges and courses. Either they can follow their fears that their quiei 
compares with what the position should be to give us the highest voice will be drowned in the present conclave, and completelj 
existing capitation fee. 17s. lOd. per annum, even on the unlikely boycott the organization; or else they enter it with ail the 

supposition that there are no prior charges on the local pool power they possess to re-form it. The first is a counsel ot 

of the Shangri-La where that amount is paid. — I am, etc., cowardice, the second a tiring tedious task. 

Launceston, Cornwall. ' Donald M. O'Connor. The registrars from the non-teaching hospitals have an 

organization in which they can make ' their voice heard. 
Sir, — ^There seems to have been surprisingly little reaction to Majorities can overthrow minorities, but in so doing sow the 

your recent publication (Supplement, October 15, p. 169) of seeds of their own inevitable destruction. The caution of the 

fipres which show that there is as much as 3s. per annum teaching-hospital registrars to this group has been founded 

difference in the capitation fee paid to doctors in various parts mainly on doubt and suspicion. Nothing happened at the 

of the country. inaugural meeting to disperse these feelings, whereas much 

Here in Cornwall we are receiving quarterly emoluments happened to aggravate them, 

equivalent to an annual payment of 15s. 6d. We are thus The group must make determined efforts to gain the confi- 

2s. 3d. per head less well paid for our patients than doctors in dence of the teaching-hospital registrars. Only then can ii 

relatively more fortunate areas — a gross sum of £36.514. We claim to speak with one voice for the whole registrar class.— 1 

are told that the difference is to be explained by emergencies, am, etc., 

anaesthetics, basic salaries, and so on, but according to the stanmore. Middlesex. Harold E. Thomas. 

most recent statement these account for a net rec'uction for the 


quarter of £2.812 or £11.248 for a full year. This seems to 
leave £25.266 entirely unaccounted for even if one accepts in 
full the explanation put forth by both the B.M.A. Secretariat 
and officials of the Ministry. 

If £25,266 can disappear into thin air in one area, there is 
little reason to suppose that the figures in others where the 
doctors are paid so much less than the 18s. which was originally 
mooted could stand up to vecy close scrutiny. 

One seems not to need to look as far afield as the groundnuts 
scheme to find an odd financial muddle,— 1 am, etc., 

Polypbaat, Cotawall. GeORGE McC. ROBSON. 

Fl.xcd Capitation Fee 

Sir, — I trust my ignorance of national economics may be 
e.xcused. My simple mind fails to understand why general 
practitioners cannot be paid a fixed annual sum. say 18s.. for 
each, patient on their lists, instead of an indeterminate amount 
arrived at by dividing a computed figure representing a .hypo- 
thetical percentage of the estimated population of the U.K. into 
an astronomical number of £m.. which " global " sum is 
determined by a devious mathematical process involving so 
many unknown or conjectural factors that the answer can only 
be correct to within plus or minus .t. — 1 am, etc., 
stitiioB. I. E. Morrison. 

More Patients Now 


Supplementary Ophthalmic Service 

Sir, — D r. Charles Cockburn’s letter (Supplement, November 
19. p. 222) draws attention to the scope of the Supplemental^ 
Ophthalmic scheme, but, whilst agreeing with his main conten- 
tion — namely, that the scheme provides for a “sight-testing" 
examination only — I feel that there is another side to Ibe 
problem. ' 

The cases of ocular pathology enumerated by your correspon- 
dent form only a small proportion of the total using the scheme, 
and even these are not always easy of diagnosis. It is difficult 
for the general practitioner to divide all ophthalmic cases into 
those which are “ I'aihological " and those which are not. Most 
patients complain of symptomsr- e.g., headaches, defective 
vision, etc. These may or may not be due to “ pathological ” 
causes. The great majority are not, but in many cases only 
expert examination can tell. The Supplementary Ophthalmic 
Service provides this. 

Dr. Cockburn ignores the fact that the Supplementary 
Ophthalmic scheme is not mediated solely by “sight-testing 
opticians." The maiority of ophthalmologists in this country 
participate in the scheme, either at medical eye centres or at 
their own rooms. Also, there must be many areas where hospital 
facilities are not so readily available as in large cent're.s like 
Aberdeen, in which case the pre.sence of a medical eye specialist 
operating the scheme is an immense boon. 

It is rather hard on patients that they should be sent, perhaps 


Sir. — I t seems to me fallacious to base the remuneration for 
general medical practitioners on total pre-war earnings. 

The Minister of Health has stated in support of the health 
scheme that a large number of people previously unable to 
afford to get medical attention now get it and many more now 
get attention earlier. If these people had got medical attention 
before the war and got it earlier the total genera! practitioner 
remuneration would have been much more, in fact probably 
doubled or nearly so. 

Therefore it is clear by the Minister's own statement that the 
present general practitioner remuneration is loo law. for surely 
1 as a general practitioner am to be paid according to the 
amount of work I am expected to do. If there were a panacea 
to prevent all forms of ilDeSs and given to ail. 1 would have 
no work to do and would be paid nothing. — I am. etc., 

Lei4h.<m-Sca, Essex. EevERS. 

Registrar Group 

Sir V-1 for one was full of hope at the formation, within the 
B.M..'/.. of a Registrar Group. Having attended the inaugural 
meeting I am full of foreboding at the prospect and would be 
dishonest to myself not to express these misgivings. 

Most will agree that the problems of the two types of registrar 
—teaching and non-teaching— are different. The new organira- 
tion seems to contain very many members from non-teaching 
and very few from teaching hospitals, while the organizers do 


quite unnecessarily to ho.spital to wai possibly for hours, 
possibly in discomfort, when they can be seen through the 
Supplementary Ophthalmic scheme in comfort and at a time 
convenient to them. It is also rather hard on the unfortunate 
hospital officer, who has usually quite enough to do coping with 
the work he has. 1 feel that the Supplementary Ophthalmic 
scheme performs a very useful function in saving the hospitals 
much unnece.ssary work with which 'they were formerly 
burdened. Also, it must be instrumental in sending to hospital 
many cases requiring hospital treatment which might not other- 
wise have been sent, and at an earlier stage than was formerl) 
the case. 

That the scheme has cost as much as it has is simply the 
expression of an unsai sfied need which far exceeded all expecta- 
tions, It should not be con^'emned on the evidence of one 
example of what would appear to be excessive zeal. There 
should be machinery for dealing with that sort of problem. 
To my mind, it is one part of the Health Scheme which ha.' 
justified its existence, and must have increased enormously the 
ocular efficiency of large numbers of individuals. And what 
greater contribution to national efficiency could a national 
health scheme be expected to devise ? 

It may be done more cheaply, po.ssibly at the expense of the 
ophthalmic practitioner, and at great public inconvenience, but 
I doubt whether it' would be done as well. It would probabb 
not result in fewer glasses being prescn'hed. It is my belief 
that very few pairs of glasses are prescribed unnecessarily, and ■ 
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separation of much less active fractions, there was a 
tendency to discredit the Norwegian workers. Thus they 
have never received proper recognition for genuine achieve- 
ments that were not bettered during the next ten years. 
Moreover, their description of their most active fraction as 
a bright reddish-yellow substance acquires new significance 
in the light of present knowledge. 

We were accorded the privilege of examining their case 
reports at the time ; although in several instances the 
responses were inadequate with the very small doses given, 
there seemed no doubt that the fractions tested were very 
much more active than anything previously obtained. In 
addition, we were able to secure independent clinical tests 
on some of their less highly purified fractions, which proved 
fully active in single doses of less than 10 mg. It should 
be added that their methods of fractionation have pro- 
vided an invaluable foundation for our own work. Karrer 
and his colleagues (1938) also reported the preparation of 
fractions fully active in doses of 10 mg., or rather less, 
by methods that were not described in detail. 

It is dilRcutt to assess the work of Jacobson, SubbaRow, 
and others published between 1935 and 1938 (see SubbaRow 
et al., 1945). These workers claimed that successful treat- 
ment of pernicious anaemia called for the simultaneous 
administration of several factors. One of these was identi- 
fied as 1-tyrosine, but the others were not fully purified. 
Their theory was supported by a reasonable weight of 
clinical evidence, but it has not been widely accepted. 
Ungley has now presented ample evidence showing that 
the pure crystalline anti-pernicious-anaemia factor alone, 
in adequate doses, gives a classical response in cases of 
pernicious anaemia. One is inclined to suggest, therefore, 
that the supplementing action of Jacobson and SubbaRow’s 
accessory factors may have been due to contamination 
with smalt proportions of their primary factor (presumably 
the anti-pernicious-anaemia factor in crude form) ; satisfac- 
tory responses might well have been obtained with larger 
doses of the primary factor alone. 

No further significant advance was reported until 1945, 
when Emery and Hurran reported a concentrate fully 
active in a dose of 5.5 ,mg. In the following year 
Emery and Parker (1946) reported further concentration 
to a preparation active in a single dose of only 1 mg. 
These fractions were made by application of known tech- 
niques — in particular, repeated adsorption on charcoal, 
elution with phenol or with hot 65% alcohol, and salting-out 
with ammonium sulphate. 

It is something of a tragedy to recall the considerable 
amount of analytical work that has been performed by 
some groups of investigators on material now known to 
have contained as little as 0.01 % to 1 % of the pure factor. 
It must be confessed that we fell into the same error our- 
selves in making preliminary chemical investigations on 
material containing only about 3% of the factor, under 
the impression that it must be approaching purity. It 
seemed appropriate at the time to carry out the various 
analyses, for there was no reason at all to anticipate the 
phenomenal potency of the crystalline factor. VVe now 
know that the human requirement is only about 0.001 mg. 
a day. The only substances known to be physiologically 
active in smaller amounts are such poisons as plutonium 
and botulinus to.xin. 

Partition Chromatography 

Reviewing the situation in 1946 it seemed to us unlikely 
that any further advance would be made without the intro- 
duction of new techniques. There was also little doubt 
that the new approach required was some form of chromato- 


graphy, preferably perhaps the recently introduced parti- 
tion chromatography. This method employs a tube packed 
with ah inert porous powder capable of soaking up a con- 
siderable proportion of water- without appearing damp ; the 
material to be separated is applied to this column dissolved 
in an organic solvent not completely miscible with water, 
and development is continued with the same solvent. These 
columns do not differ in appearance from the familiar 
adsorption chromatograms using alumina, for example, but 
the mechanism of separation is different: it depends on 
differences in the partition of .the various substances present 
between water (held in the pores of the solid) and the 
solvent, instead of upon differences in adsorbability. Such 
partition chromatograms, using damp .silica and butanol, 
fulfilled our e.xpectations. Liver extracts, sufficiently puri- 
fied by the methods already outlined, separated readily into 
three coloured zones. Yellow material travelled quickly 
down the column ; a pink zone travelled very much more 
slowly ; a brown zone remained near the top of the column, 
with a tendency to overlap somewhat into the pink zone 
Nearly colourless material was also present between the 
pink and yellow zones. 

It was an obvious step to use these colours as a guide in 
cutting up the chromatogram, but we were surprised to 
find it so effective, for nearly all the clinical activity was 
concentrated in the pink fraction. The same thing happened 
in other experiments. Nevertheless we expected that this 
would turn out to be merely an adventitious association ot 
a red pigment with the active principle, and a faulty inter- 
pretation of some later experiments seemed to confirm this 
view. Already we had reached the stage of purification 
where a ton or so of liver was needed to provide a work- 
able amount of material, and the lengthy procedures foi 
preliminary concentration as well as inevitable delays in 
clinical testing made progress very slow. 

About this time we received temporary discouragemeni ■ 
from the announcements that folic acid was effective in 
pernicious anaemia, and that it could be made synthetically , 
It was soon clear, however, that our liver concentrates, 
though still impure, were weight for weight much more 
effective than folic acid. We were therefore dealing wi^ 
a different substance, and its isolation was still of academic 
interest at least. Then, as the clinical shortcomings of 
folic acid gradually came to light, interest in the liver 
factor revived and indeed intensified. 

The Active Red Factor 

By now we were satisfied that colour and clinical activity 
were inseparable, but our pink material obstinately refused 
either to crystallize or to respond further to attempted puri- 
fication by repeated partition or adsorption chromato- 
graphy, fractional salting-out, or fractional precipitation by 
solvent mixtures. After a long period of frustration, 
further progress came suddenly from the observation that 
treatment with proteolytic enzymes like trypsin would break 
down persistent peptide impurities. On repurification by 
partition chromatography the product from the red band 
was eight times as intensely coloured as any previous frac- 
tion ; it was later shown to be correspondingly more active 
clinically. 

After a few more weeks spent in further purifying the 
minute amounts of red fractions remaining, we had Ae 
final satisfaction of watching the pure substance crystallize 
from aqueous acetone. But during those last weeks we 
were forestalled by the announcement that the Merck team 
under Karl Folkers had added one more vitamin to their 
conquests by isolating the same substance in crystalline 
form. Following proof of identity by ' exchange of 
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distributed equally in the groups receiving low, medium, and 
high doses. 

Results 

There were no unpleasant side effects, and sensitization 
to vitamin was not encountered. The magnitude of 
the haematopoietic response was gauged partly from the 

Table I . — List of All Responses 


With Statistics by H. CAMPBELL, B.A., F.S.S., Nuffield 

Department of Industrial Health, University of Durham, 
King’s College, Newcastle-upon-Tyne 

The isolation of a red crystalline anti-pernicious-anaemia 
factor from liver was achieved almost simultaneously by 
Rickes, Brink, Koniuszy, Wood, and Folkers (1948) in 
America, and by Lester Smith and Parker (1948) in Great 
Britain. American workers were aided greatly by micro- 
biological assays (Shorb, 1948), whereas in Britain attention 
was concentrated on testing each fraction in patients with 
pernicious anaemia in relapse. The 84 clinical tests begun in 
1946* which guided Lester Smith’s purification to the final 
stage, of crystallization are of little medical interest and will 
- not be described. 

This report concerns only the pure crystalline material 
isolated by Lester Smith in Glaxo Laboratories, Greenford, 
which has proved to be identical with vitamin Bj„. Chemical 
and physical properties are reported elsewhere by Lester 
Smith (1948), and by Fantes, Page, Parker, and Lester 
Smith (in the press). 

Material and Methods 

The 53 cases selected had the usual diagnostic features of 
pernicious anaemia. Including megaloblastic marrow and 
histamine-fast achlorhydria. A few patients had relapsed 
after stopping treatment, but most had never been treated. 

To limit the intake of extraneous haematopoietic factors 
during the initial test periods, meat, poultry, offal, meat pro- 
ducts, yeast products such as “ marmlte,” eggs, fresh fruit, and 
vitamin preparations were e.xcluded from the diet, which con- 
tained white or National flour, processed cereals, sugar, jam or 
syrup, dried fruit, vegetables, butter and other fats, white fish, 
cheese, and 1 pint (570 ml.) of milk daily. 

Reticulocytes were counted daily by a wet method using 
brilliant cresyl blue. Haemoglobin was determined by the 
cyan-haematin method of King and Gilchrist (1947). Red blood 
cells were counted every five days with N.P.L.-tested pipettes 
on a Burker haemocytometer. Blood was diluted 1 in 200 with 
Hayem’s fluid and at least six areas 1 by 0.05 mm. were 
counted. A test designed to measure the accuracy of counts 
by taking morning and afternoon specimens in 10 patients with 
anaemia showed that the standard error was ±6%. 

For a control period of 7 to 10 days treatment was withheld 
so that patients showing signs of spontaneous remission could 
be excluded. A shorter control period was permitted if anaemia 
increased rapidly. A few cases were rejected because of inter- 
current illness and one because of hypoplasia of the marrow. 
Also excluded were results rendered invalid by deterioration of 
vitamin B,. in very dilute solution (1 ps- pcf ml.) — a difficulty 
which has since been overcome. 

Vitamin B.^ was given intramuscularly as a single dose. 
Doses were graded logarithmically from 1.25 to 160 P5- An 
e.xtra group was given 6.5 or 7.5 pg. (mean 7.2) because a level 
of dosage between 5 and 10 pg. was then believed to be critical 
(see later). ' 

Patients with red blood cell counts above and below the 
mean level of 2,000,000 per c.mm. were, so far as possible, 

•In the early stages of this investiga'ion some additional tests were 
carried out in StobhiU Hospital, Glasgow, by Dr. J. R. Lauckner, 
whose co-operation is gratefully acknowledged. 



Dosage 

in 

/ig. 

Reticulo- 

cyte 

Response 

(%) 

Red Blood Cell Counts (Millions per c.mm.) 
at Days Indicated 

0 

5 

10 

15 

20 

25 

30 

1 

1-25 

5-2 

1-33- 

1-46 

1-60 

1-26 




•> 


Nil 

2-23 

2-12 

2-27 

2-36 

2-58 

2-62 

2-54 

3 


Nil 

2-61 

2-56 

2-49 

2-45 




4 

2-5 

II-O 

1-17 

1-24 

1-48 

T-32 




5 


9-2 

1-2^ 

1-31 

1-59 

1-49 

1-31 



6 


12-2 

1-68 

1-68 

2-20 

2-25 

2-21 



7 


130 

1-74 

1-98 

2-40 

2-39 

2-43 

2-06 


8 


7-6 

1-74 

1-69 

1-95 

1-73 

1-68 



9 


12-6 

2-65 

2-77 

307 

3-05 

3-35 

3-62 


10 

5’b 

P.T. 

1-23 

1-02 

1-85 

2-18 

1-86 



11 


12-2 

1-49 

1-69 

2-56 

2-62 

2-54 



12 


12-6 

1-56 

1-58 

2'S8 

1-89 




13 


P.T. 

1-57 

1-93 

2-30 

2-80 

3-12 

3-36 

' 

14 


10-2 

1-88 

1-84 

2-93 

402* 

3-87 



IS 


7-6 

-300 

3-17 

3-76 

3-75 

3-70. 



16 

6*5 or 7*5 

17-8 

1-21 

1-52 

1-93 

2-28 

2-28 



17 


29-2 

I-3I 

1-37 

2*77 

2-71 




IS 


P.T. 

1-33 

l-.'S 

2-58 

2-52 




!9 


250 

1-77 

1-66 

2-98 

:3-40 

3-41 



20 


19-6 

1-77 

1-99 

2-31 

2-59 

2-99 



21 


P.I. (12) 

1'89 

2-04 

2*46 

2-26 




22 


25-8 

1-96 

1-77 

2-79 

2-44 




23 


10-6 

2-02 

2-26 

2-68 

3*84 

3-42 



24 


9-2 

2-07 

2-15 

2-63 

301 

2-82 



25 


P.I. (34) 

2-24 

2-58 

3-47 

3-82 

4-17 



26 


6-8 

2-24 

2-35 

3-35 

3-04 


-- 


27 


3-8 

2-33 

2*44 

2-71 

3-22 

3-00 



28 


P.I. (17) 

2-71 

2-93 

3-69 

3-92 

3-51 



29 


P.I. (27) 

300 

3-19 

3-60 

3-32 

— 



30 

too 

P.T. 

MO 

1-57 

2-60 

2-86 

2-80 



31 


P.T. 

1-34 

1-46 

2-03 

2-06 




32 


30'6 

1-40 

1-62 

2-68 

3-16 

3-00 



33 


38-6 

1-43 

1-80 

2-78 

2-98 

3-05 



34 


P.I. 

1-45 

1-83 

2-59 

2-24 




35 


P.I. (31) 

2-10 

2-26 

2-76 

2-82 




36 


P.I. (21) 

2-26 

2-31 

2-96 

3-08 

3-63 

3-26 


37 


P.I. (22) 

2-44 

2-62 

3-60 

3-89 

3-63 



38 


P.I. 

2-54 

2-32 

3-80 

3-75 




39 


P.I. (II) 

2-54 

2-73 

3’09 

3-12 

3-01 



40 


P.I. (32) 

300 

3-18 

3-75 

4-12 

4-01 



41 


P.I. (26) 

304 

3-23 

4-16 

4-13 

3-96 



42 


P.I. (44) 

3-05 

3-24 

4-10 

4-37 




43 


P.I. 

3-05 

3-23 

401 

4-22 

4-56 

4-04 


44 

20-0 

41-8 

0-97 

1-26 

2-26 

2-66 

2-96 

3-17 

3-13 

45 


27-6 

1-26 

1-50 

2-28 

2-39 

2-Bl 



46 


>15 

1-46 

1-55 

2-49 

3-26 

3-50 

3-61 

3*45 

47 


340 

1-62 

1-64 

2-55 

2-65 

2-59 



48 


280 

1*76 

1-91 

2-86 

3-27 

3-53 

3-39 


49 


18-4 

2-28 

2-45 

3-49 

3-55 

3-87 

4-19 

409 

50 


P.I. (47) 

2-59 

2-73 

3-19 

3>S9 

3-51 



51 


P.I. (39) 

301 

3-38 

3-71 

3-76 

3-81 



52 

400 

P.T. 

0-98 

1-45 

2-44 

2-78 


3-53 

3*45 

53 


22-8 

1-35 

1-44 

2-83 

2-96 

2-66 



54 


P.T. 

1-45 

1-40 

2-53 

3-17 

3-21 

3-33 

3*72 









(4-54 

at -49 









days) 

55 


38-0 

1-77 

2-14 

3-09 

3-28 

3-83 

3-64 


56 


P.T. 

2-02 

2-31 

3-18 

3-57 

3-73 

3-90 

3*74 

57 


7-2 

206 

2-45 

3-09 

3-46 

_ 

— 

4’11 

58 


5-2 

2-19 

2-38 

2-90 

3-44 

2-86 



59 


P.I. 

2-28 

2-53 

308 

3-67 

4-32 



60 


P.I. (53) 

2-66 

2-90 

4-41 

4-30 




61 


3'4 

303 

3-IS 

4-51 

4*45 




62 

800 

P.I. (1) 

1-22 

1-90 

303 

3-46 

3-51 

3-57 


63 

.. 

P.I. (5) 

1-31 

1-99 

2-76 

300 

3-17 

3-53 

3-23 

64 


P.T. 

1-32 

1-79 

3-23 

3-66 

4-22 

4'30 

4-22 

65 


26-2 

1-59 

1-93 

2-79 

3-66 

3-98 

406 


• 66 


P.I. (8) 

1-68 

2-11 

304 

3-19 

4-25 

4-10 


67 


26-4 

1-70 

1-81 

2-82 

3-27 

3*41 

4-27 

4*16 

68 


P.I. (71 

2-06 

3-41 

3-52 

3-87 

3-33 



69 


P.I. (6) 

213 

2-31 

3-12 

4-14 

4-11 

4-20 

4-52 

70 


P.I. (3) 

2-45 

2-61 

3-76 

4-16 

3-91 

406 

4-22 

71 

.. 

16-2 

2*66 

303 

3-34 

4-17 





72 

I60 0i 

19-4 

1-27 

1-50 

2-32 

3-42 

3-45 

3-29 


73 


21-0 

1-71 

2*02 

3-17 

3-72 

3-79 

3-70 



fbe highest count is in black figures. In a few instances counts recorded at 
to 30 days v-ere made a day or so before or after the time indicated. P.T. “ 
vious transfusion. P.I. previous injection; a number in brackets indicates 


VIOUS iransiusioQ. r.i. previous injecuon; a numocr in Drau»ei» 
previous response; where no number appears ibe previous inieclion ® , 
icrial not referred to in this paper (see under ** Increase of Red Blood Cells 
»w. 

This freak response is excluded from calculations for Figs. 4 and 5 ana 

t... TT IV/ 


reticulocyte crisis, but mainly from the rate of increase of 
red blood cells. A summary of 73 responses in 53 patients 
is given in Table I. An example is shown in Fig. 1. 
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Fig. 1. — Response to 
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pernicious anaemia. 


Reticulocytes 

Reticulocytes usually began to rise on the second or third 
day. reaching a peak on the fifth or sixth day (counting 
the day of treatment as 0). There was a definite associa- 
tion between high dosage and early reticulocyte peak. 
With large doses— 20 to 160 /xg.— the peak usuaUy occurred 
on the fifth day ; with doses below 10 ^xg. the peak was 
usually on the sixth or occasionally the seventh day. 

Reticulocyte responses of 39 patients, none of whom 
had had previous transfusion or injection, were compared 
with an “expected” response based on results to liver 
e.x.tract given intramuscularly Usaacs and Friedrhan 1938) 
Fig. 2 shows the actual responses at each, initial red blood 
cell count. In Fig. 3 results are expressed as percentages 
of the expected'response. Individuals varied tvidely in their 
rMponse to a given dose. In more than 50% (10 out of 
17) of the ^hents who received doses of 10 i^g. ancLupwards 

^osefn " s y'Tfa® *"iaUer 

r-lf! ■ rKponse was seldom attained (four 

^es m __ patients). A high reticulocytosis was not always 
&e precursor of a satisfactory rise of red blood cells, com 
firmmg previous -cnticisms of the reticulocyte response as 


a measure of potency (Murphy, 1933 ; 
Ungley, 1936 ; Delia Vida and Dyke, 1942 ; 
Fullerton, 1945). 

Increase of Red Blood Cells 
A better yardstick was the rate of increase 
of red Blood cells. This depended not only 
on the dose of vitamin but also on the 
initial count, and these factors varied inde- 
pendently of one another. Thus a formula 
became necessary to judge whether ' rates of 
increase were satisfactory or not. 

For its construction we needed more data than 
were provided by the first responses in the 40 
patients who had had no previous treatment. We 
had to decide whether to include certain addi- 
tional data — namely, nine responses in patients 
who had been transfused with a small number of 
red blood cells, the survival of which could be 
followed by differential agglutination (Dr. Walker), 
and 24 responses in patients who had previously 
received small amounts of vitamin B,, (20 of them 
in the course of this trial). Such responses were 
not included unless there had been a satisfactory 
control period of seven to ten days of stationary 
or falling counts, as described under “ Material 
and Methods ” above. Where doubt existed a 
marrow puncture was performed and a further 
injection was given only if the marrow was 
megaloblastic. 

In the nine transfused cases the average increase 
in the patient’s own red blood cells in 15 days was 
1,470,000, compared with an “e.xpected” average 
increase of 1,400,000 calculated by the formula 
given below. 

In the 24 patients who had relapsed after small 
amounts of vitamin B,, the average increase of 
red blood cells in 15 days was 1,220,000, whereas, 
the expected average was 1,250,000. 

In the 33 cases in these two groups the actual 
average increase was 1,290,000 compared with an 
“expected” increase of 1,290,000. Although, as 
described below, the “ expected ” increase has 
been calculated from a group of 63 patients 
which includes these 33, it is apparent from the 
above averages that the 30 patients who did not 
receive any previous treatment could not have 
differed significantly from the 33 patients who 
had had previous treatment. It was therefore considered justifi- 
able to include the latter in the trial and to deal with them as 
normal cases. They are identified in Table I by P.L (Previ- 
ous Injection) and P.T. (Previous Transfusion). This neither 
assumes nor proves that such past treatment never has a serious 
effect on the rate of increase of red blood cells, but implies that 
such effects, if present, could be ignored in this series. 

In all there were 73 satisfactory tests in 53 patients available 
for analysis. 

Increase of Red Blood Cells in 15 Days 

Increase of red blood cells in 15 days was the inost useful 
criterion of response. Della Vida and Dyke (1942) have 
shown that the average weekly increase over the first two 
weeks of treatment depends on the initial level and varies 
inversely with it. Thus patients with fewer red blood cells 
at the beghuiing of treatment respond more rapidly than 
those who have higher counts, and conversely. 

For each group of patients receiving similar doses.a line 
vw “ methods comparable to those of DeUa 

Vida and Dyke, and m every case, except for those receiv- 

nfh Hav ^ relationship between the 

l3th-day increase.and the initial count. But individually 
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II m a patient with 
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Fio. 2. — Reticulocyte responses (peak) in 39 patients to their first injection of vitamin B„ compared 
with expected response to liver extract calculated from formula of Isaacs and Friedman. (1938). 
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none of these relationships 
could be considered statisti- 
cally significant, because of 
the few cases involved, the 
largest group being 14. It 
was therefore necessary to 
calculate a formula making 
allowances for the ditlerence.s 
in dosage and differences in 
initial blood counts at the 
same time. 

The problem was simplified 
when it became apparent that 
over a certain range of dosage 
(5-160 ;ig.) the response varied 
according to the logarithm 
of the dose. (In practice thi.s 
means that doubling the dose 
produces a constant increase 
in response.) 

Out of 64 cases* receiving 
5-160 /ig. 63 were therefore 
used to calculate the formula 
by methods of multiple cor- 
relation, giving the following 
results: 

I,. = 1.008 - 0.153 E -h 

0.245 D - 0.017 E X D. 
Where I„ = Increase in red blood 
cells (millions per c.mm.) on 
the ISth day. 

£ = Initial red blood cell count 
(millions per c.nun.) on the 
day of injection. 

D = Dose on a logarithmic scale 
— c.g. (5 ;ig. = 1 ; 10 fig- = 

2 : 20 /Ig. = 3 : 40 /Ig. = 41 

The increases that may be 
expected according to this 
formula are given in Table II. 
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and the lines have been superimposed upon Fig. 4, 

This formula is applicable only for doses between 5 and 
80 jug. — or possibly 160 ;xg. — and for patients whose initial 


Table II . — Expected Increase in IS Days 
i,. = 1.008 - 0.153 E + 0.245 D - 0.017 E X 
Standard Deviation of I„ = 0.33 


D 


Initial Red 
Blood Cell 
Count 
(Millions) 

S PS- 

10 /4g, 

20 PS- 

40 /ig. 

SO rig. 

1-00 

1-08 

1-31 

I-S4 

1-77 

2-00 

l-IO 

107 

1-29 

1-52 

1-75 

. 1-97 

1*20 

1-OS 

1-27 

1-50- 

t-73 

1-93 

1-30 

1-03 

1-25 

t-48 

t-70 

1-92 

1-40 

I-OI 

1-23 

1-46 

1-68 

1-90 

!-50 

I-OO 

1-21 

1-44 

t-66 

1-87 

t-60 

0-98 

1-19 - 

1-42 

t-64 

1-85 

1-70 

0-96 

1-18 

1-40 

1-61 

1-83 

1-80 

0-94 

t-16 

1-38 

1-59 

I-SO 

1-90 

0-93 

M4 

1-36 

t-57 

1-78 

200 

0-91 

I-J2 

t-34 

1-55 

1-76 

2-tO 

0-89 

MO 

1-32 

1-53 

1-73 

2-20 

0-88 

I-OS 

1-30 

1-51 

1-71 

2-30 

0-86 

1-06 

1-28 

1-48 

1-68 

2-40 

0-84 

1-04 

1-26 

1-46 

1-66 '• 

2-50 

0-82 

1-02 

1-24 

t-44 

1-64 

'2-fiO 

0-81 

1-01 

1-22 

t-42 

1-61 

2-70 

0-79 

0-99 

1-19 ■ 

t-39 

1-59 

2-80 

0-77 

0-97 

M7 

1-37 

1-57 

2-90 

0-75 

0-95 

MS 

1-35 

1-54 

3-00 

0-74 

0-94 

1-13 

1-32 

1-52 

3-10 

0-72 

0-92 

MI 

1-31 

1-50 


06 


l•2S 


2-50 5 7 lO 


20 


40 


80 


160 


DOSE IN MICROGRAMS 

Fig. 3. — Reticulocyte response expressed, as. percentage of expected, 
response. Crosses indicate the mean response at each level of dosage. 
Doses are spaced logarithmically. 


E Initial red blood cell count in millions. I,* . 

0.0 the’.isth day. D = Dose on a logarithmic scale (5 = 1; .10 = 2; 20 = 

40 = 4; 80 = 5). - ' . 

The error made in using these tables wilt be less than the Standard Deviation m 
about.6S%.of al l individual cases. 

(•Case 14 was excluded, as the response was most exceptional. 
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15 days will be about 1,120,000, 
making his actual count on the 
ISth day 3,120,000. For every 
doubling of the dose in the 
range 5 to 80 /‘g. there will be 
an additional increase of about 

220.000, so that the increase 
in 15 days if the patient had 
received 20 PS- would be 

1.340.000, and if 40 PS-, 

1.560.000, Similarly, for every 
million cells above 2,000,000 at 
the initial count the IS-day in- 
crease will be reduced by about 

200.000, so that the increase for 
a patient with an initial count 
of 3,000,000 receiving 10 pg. is 
about 920,000. Similarly, for 
every million cells below 

2.000. 000 , there will be an 
additional increase of about 

200.000, so for a patient with 
an initial count of 1,000,000 
the increase would be about 
1,320,000 per c.mm. 

The expected response 
found by Della Vida and 
Dyke for their “ average ’’ 
group was attained in our 
scries by doses in the region 
of 10 pg., and only in this 
limited sense can amounts of 
this order be regarded as the 
“ minimal effective dose ” 
(Ungley, 1948b). 

To check the validity of the 
formula the e.xpected . in- 
creases in 15 days were calcu- 
lated for all 63 patients and 
compared with the actual ■ 
increases obtained. The 
differences between these 
figures are given in Table III, 
where it will be noted that in 
over three-quarters of all the 
cases the error was less than 

400.000, (The standard 
deviation of this table is 
±320,000, which corresponds 
with that quoted in Table II.) 


•oao 


— I — 
0-5 
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ES 


20 

INITIAL RED CELL COUNT 

MILLIONS PER’ C.MM. 


2-5 


— I — 
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HO 4.— Actual incr^ of red blood cells in 15 days in 73 instances after vitamin B The Im, 
are cal^ated from a formula whreh. takes account of dosage and initial red bloSuellroimt ^ 
dotted Ime corresponds to the formula of Della Vida and Dyke (1942) for “avoaze ” rKMrlses i 
liver extract. ' icspuiiscs i 


red blood cell count lies between one and three millions 
per c.mm. Patients vary considerably in their response to 
treatment, but only 32% of responses will differ from the 
figures given in Table 11 by more than ±330,000. For 
groups of patients, however, the average increase of a group 
will be more accurate (e.g., for a group of 10 cases the 
average increase will usually be forecast by Table n with 
-an accuracy of -±100,000). 

The following is a brief explanation of the meaning of the 
formula, simplified by omitting the slight correction for the 
factor ExD. If a patient has an inWal red blood cell count 
of 2,000,000 and is given an injection of 10 pg., the increase in 


Dosage Response Curve Based 
on Increase of Red Blood Cells 
in 15 Days 

The basic assumption made 
in calculating the formula was 
that the mean response to a 
given dose was proportional 


Table III. — Differences Between Estimated and Observed Increase 
of Red Blood Ceils in IS Days 


Estimate 

Difference in 

MDIioa ILB.C- 

Ca^ 


r 

0-60-0*79 

2 

Too small . . J 

1 

0*40-0*59 j 

0-20-0*39 

4 

12 

1 

L 

04)1-0*19 

13 

Accurate 


0 

2 


r 

04)1-0'I9 

12 

Too large . . J 

1 

0-20-0*39 

O-iO-0-59 

11 

5 

- - 1 


0-60-0*79 

2 


' 

s 
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to the logarithm of the dose. While this is a justifiable 
assumption over a given range, it is unlikely to be true over 
the total range of possible doses. 

It was therefore necessary to examine the assumption 
more closely to see if it was justifiable and at what stage 
it broke down. Accordingly, the difference between actual 
and expected increases was calculated for each case ; for 
doses outside the range of Table II the formula was extra- 
polated. The mean difference for each dose group is given 
in Table IV and Fig. 5. 


Table IV. — The Mean Di§crcitcc Between Observed and Expected 
Increase in 15 Days 


Doso in /ig. 

No. of 
Coses 

Mean Initial R.B.C. 
(Millions pqrc.mm.) 

Mean DifTcrence 
(Millions per c.mm.) 

1-25 

3 

2-06 

-0-52 

2-5 

6 

1-70 

-0-40 

5-0 

5. 

1-77 

-0-07 

7-0 

14 

1-99 

-^0-02 

10-0 

14 

2‘20 

+0-05 

20-0 

8 

1-87 

~0I0 

40-0 

10 

1-98 

-002 

80-0 

10 

1-81 

+0-05 

160-0 

2 

1-49 

-0-02 


•i.e., excluding Case Id. 



Fig. 5. — Dose response curve to graded doses of vitamin' B„ 
(spaced logarithmically). Continuous lines = expected response 
according to formula in text. Difference between observed means 
and expected increase is shown by vertical lines. Dot = 
initial count; length of line = deviation from expected response; 
arrow shows whether deviation was above or below expectation. The 
relationship between response and log. dose did not hold for doses 
below 5 PS. 

From Table IV it is apparent that doses below 5 /ig. 
failed to produce a response proportional to the logarithm 
of the amount used. But for doses from 5 p.g. to 
160 fig. there is no significant departure from the log- 
arithmic curve. Consequently, with the data available it 
may be concluded that between the stated limits the 
logarithmic is the most satisfactory approximation to the 
true dose response curve. 

Below the stated limits a dose of 2.5 pg. produced fair 
- reticulocytosis but a slow increase of red blood cells which 
was poorly sustained. The smallest amount given so far 


Brituu 

Mbdicai. Jo uilsal 

has been 1.25 pg., which produced slight reticulocytosis b 
one out of three cases with little or no increase in red 
blood cells in 15 days. Further tests are necessary to 
complete the curve and examine its behaviour for dosage 
levels at and above 160 pg. 

An incidental finding is the considerable variation of the 
response, which is greater with small than with large doses 
(sec Table VII). Variation in response might be due to 
a number of causes. Errors due to deterioration of 
vitamin B^ in solution and . inaccuracy in measurement 
of dosage arc believed to be small. Variation in the rate 
of absorption from the site of injection is probably signifi- 
cant only in so far as it affects the rate of e.xcretion of 
vitamin B,, in the urine, itself probably an important 
factor. Individual requirements probably -vary with such, 
factors as age, sex, body weight, pyrexia,- and metabolic 
rate. Another possible source of error is variable ingestion, 
utilization, and reserves of accessory haematopoietic 
factors, such as folic acid, which arc present even in the 
restricted diet. The smaller variation in response after 
large doses suggests that they neutralize some of the 
sources of variability. 

Increase at 5, 10, and ZO Days 

Although the increase in 15 days was the most useful 
criterion for judging the potency of vitamin B,,, counts 
were also available for the 5th, 10th, and 20th days. 

The increase in 5 days was slight — usually about 15% 
of the increase at 15 days (Tables V and VI). But precisely 


Table V. — Mean Red Blood Cell Counts During First 20 Days oi 
Treatment 


Dose in 

No. 

Mean Red niood Cell Count at 

Cases Foltovsed 20 Days 

of 

Cases 

0 Day 

5 Days 

10 Days 

15 Days 

No. 

RM 

ODay 

.C. 

20 Days 

1-25 

3 

2-06 

2-05 

2-12 

202 

1 

2-23 

2-53 

2-5 

6 

1-70 

1-78 

2-11 

2-04 

5 

1-80 


5-0 

6 

1-79 

1-37 

2-66 

2-SS 

5 

1-83 

3-02 

7-0 

14 

1-99 

2-13 

2-85 

3-03 

8 

2-02 

3-02 

10-0 

14 

2'20 

2-39 

3-21 

3-33 

9 

2-25 

3*52 

200 

8 

1-87 

2-05 

2-85 

3-14 

8 

1-87 

3-23 

40-0 

10 

1-98 


3-21 

3-51 

6 

1-84 

3*44 

80-0 

10 

1-81 


3-14 

3-66 

9 

1-72 

3-73 

160-0 

2 

1-49 

T-76 

2-75 

3-57 

'J 

1-49 

3-62 


Table VI . — Increases as a Percentage of that Reached in 15 Days 


Dose in /ig. 

5 Days 

10 Days 

15 Days 

20 Days 

5 

7 

80 1 

100 

109 

7 

13 

83 

100 

114 

10 

17 

90 

100 

113 

20 

14 

77 

100 

112 

40 

16 

SO 

100 

• 105 

80 

25 

72 

100 

in 

160 

13 

60 

100 

103 

All 

17 

81 

100 1 

110 


the same characteristic variations were discernible, the' 
increase varying with the logarithm of the dose and 
inversely wi^ the initial count. The greatest rise was 
between the 5th and 10th days, by which time about 80% 
of the increase obtained in 15 days had occurred.' Again, 
the same variables operated and had to be sorted out by a 
formula similar to that given above for the 15th-day 
counts. As a measure of response the lOth-day counts would 
have been nearly- as useful as the 15th-day counts, but 
the chance of error was less with the. greater increase in 
15 days. 

The 20th-day counts unfortunately were not complete in 
all cases, as some 21 patients who had not responded 
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well to treatment needed further injection before reaching 
the 20th day and had to be withdrawn from the trial. The 
remainder are therefore not a representative group, but 
are .biased by the survival of the fittest. In this group 
the average increase by the^20th day was about 110% of 
the increase in 15 days. 
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Fig. 6 shows the relationship between erythrocyte 
increase and dosage at various fixed intervals of time. _ In 
Fig. 7 the same data are arranged to show the behaviour 
of the erythrocyte counts over a period of 15 days for 
various fixed levels of dose. These figures show fairly 
clearly the relationship between time and dose and empha- 
size that higher doses produce responses which are not 
only greater but last longer. Fig- 8 shows the usual form 
of curve of increase of erythrocytes in the first three weeks 
after doses of 5-160 /ig. (see Table VI). 
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Fig 6.— Mean red blood ceU counta at fixed, times after graded 
doses of vitamin B,. (spaced loganthmicaUY). 



Fio. 8. — Proportion of increase of red blood cells which occurred 
in 5, 10. 15, and 20 days after a single dose of vitamin B,,. This 
form of curve holds true for most cases receiving" doses of 5 to 
160 fis- (see Table VI). 


Total Dosage to Complete Remission 
The amount of vitamin B,, required to raise the red 
blood cell count above 4,500, ()00 in 32 cases varied from 
15 to 140 fig. and the time from 15 to 118 days. Individual 
findings are not recorded, since variations depended partly 
on the size and spacing of the doses. If red blood cell 
counts were allowed to fall before subsequent doses were 
given, then more time and material were required for com- 
plete remission. Moreover, remission was attained less 
economically with a single large dose than with the same 
amount of material given in divided doses at fortnightly 
intervals. Daily requirements for vitamin B,, could not 
be determined accurately from such data. 


Other Findings 

Changes in the bone-marrow from megaloblastic to 
normoblastic erythropoiesis after liver extract are described 
by Davidson, Davis, and Innes (1942) and after Lester 
Smith’s non-crystalline red-pigmented material by Lorri- 
rnan (1948). Similar changes following crystalline 
vitamin B,, were observed in the present series by 
Drs. G. Lorriman and R. B. Thompson (personal 
communication). 

Initial white blood cell counts before treatment in 3’’- 
patients ranged from 1,500 to 8,300 (mean 4,300 ± S.E.260 
per c.mm.). When remission was attained (red blood cells 
4,500,000 per c.mm. or over) white blood cell counts in 
these patients ranged from' 4,000 to 8,800 (mean 6,200 ± 
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170 per c.mm.). Platelet counts, ^oo, usually rose to 
normal levels ; Fig. 1 shows a typical response. Counts 
before treatment in 42 patients ranged from 20,000 to 

283.000 (mean 105,500 ± 7,000). Counts 1 to 12 weeks 
later (mean 3.5 weeks) ranged from 120,000 to 560,000 
(mean 305,500 ± 16,000). The difference between means 
both for white blood cells and for platelets is highly 
significant. 

Within the first few days there was a dramatic increase 
in appetite and well-being, followed later by a gain in 
weight. Disturbances such as nausea, vomiting, and 
diarrhoea were relieved. 

Soreness of the tongue usually disappeared within a few 
days, recurring only if the effects of an injection were 
allowed to wear off. Three ekeeptions are mentioned 
under “ Maintenance.” Clean smooth tongues became 
partially or completely repapillated and sometimes furred. 

Neurological and certain other findings are discussed 
below. 

Maintenance 

Excluding cases with subacute combined degeneration, 
21 patients were treated long enough (6 to 15 months) to 
give some indication of requirements for maintenance. The 
standard dose was 10 /zg. every two weeks, although in 
two instances the interval was lengthened to three and four 
weeks, and in one the dose was increased because of sore 
tongue. To simplify further discussion the exceptions will 
be considered first. 

Six women showed evidence of iron deficiency after 
8 to 15 weeks, with low mean corpuscular haemoglobin 
concentration (M.C.H.C.) ; normality was restored by a 
course of ferrous sulphate. 

•Three of these women and one man mentioned below 
had isolated red blood cell counts of just below 4,000,000 
per c.mm. in the maintenance period. In one of the women 
the low count followed an attack of influenza ; the man 
had intermittently a sore tongue and some macrocytosis 
(mean M.C.V. 96.5 c.fi ;“range 90.4 to 101.6 c./x), indicating 
that his requirements were not completely met by 10 jxg. 
a fortnight. 

Another patient complaiiied of very slight soreness of 
the tongue at each attendance. A third had intermittently 
a red sore tongue, which was not relieved even when doses 
were stepped up to 80 fig. Neither of these two patients 
had abnormal blood findings during the maintenance 
period. 

■ The mean values mentioned below were derived from the 
sum of all findings for each patient (including the excep- 
tional cases) after red blood cells first reached 4,500,000 
per c.mm. 

Mean red blood cell counts ranged from 4,480,000 to 

5.120.000 (mean 4,950,000). Mean haemoglobin values 
ranged from 11.1 to 14.7 g. (mean 13.8 g.) per 100 ml. 

Except in the six-women who developed iron deficiency, 
haemoglobin increased at a rate adequate to maintain a 
normal M.C.H.C. Mean values for M.C.H.C. for all cases 
ranged from 28.1 to 34.8% (mean 30.9%). 

By the time the red blood cell counts had reached 

4.500.000 the M.C.V. had usually fallen to normal (76 to 
94 c.fi). Mean values during maintenance ranged from 
81.1 to 96.5 c.fi (mean 89.6 c.p.). A few patients_had isolated 
values of 96 to 99 c.fi, but only the one man already 
mentioned had any suggestion of persistent macrocytosis. 

Findings in eight ' patients with subacute combined 
degeneration who received much larger doses of vitamin 
. Bjj (see below) are of interest. Mean red blood cell counts 


ranged from 4,850,000 to 5,550,000 per c.mm.; mean haemo- 
globin levels ranged from 13.8 to 15.4 g. per 100 ml j 
M.C.H.C. was always within the normal ■ limits ; so was 
M.C.V., apart from one isolated reading of 96.7 c.fi. 

Ncuruloaic.'il Mmiifcstations 

Twenty-one patients in this scries have been followed 
for six to 15 months and others for shorter periods ; neuro. 
logical manifestations improved or remained unchanged 
and fresh symptoms have not developed. 

More direct evidence of the efficacy of vitamin Bjj againsi 
the neurological manifestations of pernicious anaemia was 
obtained by treating established cases of subacute com- , 
bined degeneration (Ungley, 1948a, 1949). The first patient 
began treatment with Lester Smith’s red but not yet 
crystalline material in December, 1947, changing to crystal- 
line vitamin B,, six months later. Now eight patients have 
received pure vitamin B,, — usually 40 fig. a week — for a 
minimum of 10 months. Using a quantitative method, of ' 
assessing neurological status, significant improvement was 
demonstrated in each case. Comparison with 44 patients 
treated before the war showed that vitamin B,, was as 
effective as liver extract — crude or refined — in the treatment 
of subacute combined degeneration (Ungley, 1949). 

Routine dosage of vitamin B,^ must cover wide indivi- 
dual variations in requirement and maintain reserves. Un- 
complicated cases without neurological involvement may 
be given 40 to 80 fig. initially, followed by 20 fig. weekly 
for three months and 30 fig. every three weeks thereafter . 
Patients with subacute combined degeneration should 
receive weekly at least 40 fig. for six months and 20 mB 
thereafter. Some will need more: at the least sign of ■ 
relapse — lingual, haematological, or neurological — or if 
infection develops, dosage should be temporarily doubled 
or trebled. 

Our findings amplify earlier reports on the effect ol 
vitamin B,, given parenterally in pernicious anaemia (^Vest. 
1948; Ungley, 1948a, 1948b, 1949; Hall and Campbell, 
1948 ; Spies, Stone, Kartus, and Aramburu, 1948 ; Berk. 
Denny-Brown, Finland, and Castle, 1948 ; Bethell, Meyers, 
and Neligh, 1948 ; Spies, Suarez, Garcia Lopez, Milanes, 
Stone, Lopez Toca, Aramburu, and Kartus, 1949 ; West 
and Reisner, 1949). 

Subsequent papers will describe the effects of vitamin 
Bj„ administered via the alimentary tract ; its effect m 
non-Addisonian megaloblastic anaemias ; its effect in 
certain cases of megaloblastic anaemia showing rapid elimi- 
nation of transfused red blood cells; and the effect. in 
pernicious anaemia of factors related to vitamin Bjj, 
including thymidine and Lester Smith’s slow-moving red 
component. 

Summai7 

Seventy-three responses to single doses of vitamin B„ injected 
intramuscularly were observed in 53 patients with pernicious 
anaemia in relapse. 

Doses were graded logarithmically from 1.25 to 160 rs 
Conclusions are based on the means of a number of responses- 
at each dose level. Reticulocyte responses were compared .with 
the “ expected " response to liver extract according to Isaac,*- 
and Friedman (1938), but a better yardstick was the increase- 
of red blood cells in 15 days. 

While doses of 1.25 fig. had little or no effect, 2.5 fig. pro- 
duced a definite but small response. Responses to 5 and 7 /^g- 
were on, average somewhat below, and to 10 fig. just up to 
expectation, both in respect to reticulocytes (Isaacs and Fried- 
man, 1938) and to increase of red blood cells in 15 days (Della 
Vida and Dyke, 1942, formula for “average” group). 
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Qnlv in this limited sense can 10 f-g. be regarded as a minimal 

than 330,000 per c.mm. 

suprama.\imal doses are reached. ,.„-i.. 

Maintenance doses of 10 ag. of vitamin 
were satisfacton’ in IS out of 21 patients followed for six to 
• 15 months The exceptions were three patients whose sore- 
toncu* was not completely relieved, one having macrocytosis 
m addition. Six women developed iron deficiency at eight to 
15 weeks, relieved by ferrous sulphate. 

Fresh neurological symptoms did not develop. Direct cvi- 
denc^ of r ele“t in subacute combined degeneration is 
published elsewhere (Ungley, 19491. 

of\h?sSa fmth°eirM“l!4rS?iln'd^^^ 

Glixo Laboratories Ltd.. Greenford who 

the crystalline vitamin B„ used in these investigations. 


APPE.NDIX 

It was necessary to calculate from the data in Table I 
fo mulae which would give the number of red Wood cells 
^be expected in a given patient after a given dose. 

Regression lines were calculated between increase in red 
blood celU at 15 days a.s) and the initial count (El for each 
dose. These were as 'follows (Table VII). 


included in the calculation of formula 3, wmen was 

= 1.008 - 0.153 E + 0.245 D - 0.017 D X E 

Number of cases = 63 

Standard deviation of I.. = 0.33 millions. 

This is the formula used in the icxl. 
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Dose 

OiS-) 


No- of 
Cases 


Regression Line 

1,1 to milUons 


Correlation 


2-5 

5-0 

7-2 

100 

20-0 

40-0 

SOO 


6 

5 

14 

14 

8 

10 

10 


« 0162 -r O-lOl E 
=» 1 039 — 0 09! E 
» 1-4S7 - 0-226 E 
« »-432 -* 0 130 E 
« 1-935 - 0-339 E 
=» 1-824 - 0-149 E 
= 2-362 — 0-285-E 


-rO-23 

-0-18 

-0-25 

-0-26 

-0-57 

-0-55 

-0-47 


’Sid. Dev. 

ofV 
in millioas 


\ 


0.45 

0.50 

0.45 

0J4 

0J5 

0.!4 

0.27 


These lines indicate a consistent relationship between low 
initial red blood cells and Wgh response at I 3 days for all 
doses between 5 and 80 t^S- There is, moreover, a suggestion 
that the dosage effect is on a logarithmic scale. 

.\ fresh regression Une” was calculated for doses between 5 
and 80 .ug. for three variables 1,;, E, and D, where D wus 
the dose on a logarithmic scale — i.e., 5 /‘g.= 1 ; 10 ys---'. 
20 Ke. = 3; -10 Mg.=4; 80 ;‘g.=5. (On this scale the inter- 
mediate dosage of 7.2 .eg. corresponded to 1.5.) This gave 
formula ,2 ; 


I,. = 1.158 - 0.199 E + 0.193 D 
Number of cases = 61 
Corrected correlation between I,, and 
„ I,, and 

Standard deviation of I,, = 0.33 millions 


D = 

E = 


-f-0.60 

-0.31 


This formula, used for preparatory work on dosage response, 
compels the dosage lines to run parallel, whereas perhaps they 
should converge. To test this hypothesis another formula was 
calculated in which a fourth factor was introduced. C = DxE. 
If there was a tendency for the lines to converge this would be 
apparent in the value of C. At this stage further data' were 
available for two cases receiving 160 ."g.. and as these appeared 


The drawing up of a series of measures designed to strengthen 
health administrations in underdeveloped countries in the fight 
against tuberculosis is one of the main results achieved by the 
Expert Committee on Tuberculosis of the World Health 
Organization, which recently concluded a five-day session in 
Copenhagen. The importance of training health personnel in 
underdeveloped areas was stressed repeatedly by the experts. 
They pointed out that the World Health Organization could be 
of great assistance in setting up centres to train local personnel 
in all phases of tuberculosis control work and to serve as 
demonstration centres for niedical and au.xiliary personnel of 
the area. The committee further suggested that 5VHO might 
give useful information on certain types of hospitals which 
could be set up in a relatively rapid and economical way. 
Health education was recognized by the committee as an 
essential tool in tuberculosis control. It was urged that WHO 
should encourage national and international voluntary organiza- 
tions to inform the public on all aspects of the tuberculosis 
programme carried out in a particular country with the purpose 
of securing active support for it. The value of tuberculin- 
testing and of B.C.G. vaccination as the only practical way 
known so far of producing specific resistance against tubercu- 
losis was reaffirmed by the committee. Further, it was empha- 
sized that B.C.G. immunization could be fully effective only 
if used as a part of a general programme in addition to the 
application of other available preventive measures. Mass 
vaccination with B.C.G. was specially recommended for 
countries with high tuberculosis infection and mortality rates. 
In connexion with the B.C.G. programme the committee heard 
a report on the work and plans of the research office which hast 
been set up by WHO in (Copenhagen to evaluate the results o£ 
tuberculin-testing and B.C.G. vaccination. The results to be; 
expected from this WHO research group will be of great value 
to future planning of anti-tuberculosis camp.vigns on a world- 
wide b.nsis. 


1378 Dec. 17, 1949 


VITAMIN E IN THE MENOPAUSE 


Biutuu 

hlZDICAL JOUKSAL 


VITAMIN E IN THE MENOPAUSE* 

BY 

HUGH C. McLaren, M.D., F.R.F.P.S., F.R.C.S.Ed. 
M.R.C.O.G. 

First Assistant, Chair of Obstetrics and Gynaecology, 
University of Birmingham 

Menopausal flushing and sweating can usually be 
controlled by oestrogens, but the stimulating effect of these 
hormones on the genital tract and breasts sometimes 
contraindicates their use — for instance, after radium treat- 
ment of cancer or before cessation of menstruation. 
Although oestrogens promote cancer development in 
animals there is so far no proof that they do so in man 
(Gemmell and Jeffcoate, 1939 ; Gardner, 1947). Neverthe- 
less, “ cancer-like ” areas are quite often a troublesome 
finding in curettings from patients whose oestrogen- 
withdrawal bleeding has necessitated curettage (Gusberg, 
1947). 

Vitamin E was first used by Evan Shute (1937) to control 
flushings, and several confirmatory reports have followed 


The Investigation 

Clinical Material . — In view of the cost (£7 per case), 
treatment was given only to patients seriously disabled b\ 
drenching sweats, flushings, loss of sleep, and so on. The 
incidence of severe flushing after cessation of menstruation 
is about 17%, while after radium or surgical castration the 
figure is 50% (McLaren, 1941). Vitamin E in the form 
of alpha-tocopherol (“ ephynal ”) was given to 47 patients 
with severe flushings ; these included four regarded as new 
cases, although in fact they had relapsed after successful 
treatment with vitamin E. Forty cases had not been pre- 
viously treated, while three had resisted stilboestrol. The 
47 cases fall into the following categories ; 


Cases 

Radium menopaase (two years approximately) 25 

Deep x-ray (one year approx/maicly) 9 

Hysterectomy and double oophorectomy . . 10 

Hysterectomy and one ovary . . 2 

Spontaneous menopause . . . . 1 


As a control before vitamin E, 18 cases were treated as 
follows. After completion of her case history and pelvic 
c.xamination the patient was given blank tablets and. a card 
to record the number of flushes at each period of the day 


Table I. — Effect of Vitamin E on Flushing 


No. and Class 

Vitamin E 
(mg.) 

Days 

Result 

Blanks bcforcTrcaimcnt 

1 Blanks after Treatment 


Days 

Result 

1 Days 

1 Result 


778 

Spont. M. 




35 

Fail 


1 

) 


732 

X-ray 




35 

Part cure 

12 

Fail 

28 

1 Cure 

Unknown 

720 

II 

. . 



35 

Fail 

14 




701 

Castrate . . 




35 


14 



1 


722 

x-ray 




28 


12 



1 


725 




54,600 

21 

Cure 

10 




Unknown (Case 3) 

73S 





14 

Fail 

14 


21 


Cure (Case 4) 

743 




25,200 

35 

12 




730 





35 

Cure 

14 

.. 49 

Relapse 


745 





21 


19 


28 

Cure 

Relapse 4/52 

734 

Castrate . . 




35 


14 


35 

Relapse 


739 

X-ray 




28 

Part cure 

24 


35 

Cure 

Relapse 3/52 

754 

Castrate . . 




21 


19 

.. 21 

Relapse 


578 





14 

Cure 

21 

.. 28 

Cure 

Relapse 4/52 

466 

Rad. M. 



17,500 

49 

,, 





After oophorectomy relapse 

573 

1 ovary 



30,700 

65 

F;U’l 



14 


Relapse 3/52 

562 

Rad. M. 




26 






. 464 




8,300 

35 

Cure 



106 


Unkno^vn 

r450 

• » »• 



13,500 

56 

Fii 



28 

Relapse 


\.585 

M II 



4,200 

14 






452 

II II 



32,200 

43 

,, 






-615 

Castrate . . 




42 

,, 






668 

Rad. M. 



4,200 

14 

Cure 

14 


28 

Cure 

Cure 14/52 

/561 




15,400 

42 

Part cure 





Relapse 4/52 

\561B 

II II 




14 

Fail 






293 

Citrate . . 



28.750 

98 

Cure 



21 

Relapse 


46 

Rad. M. 



5,110 

42 




63 

Cure 

Cur<^ 10/12 

112 




3,360 

28 






Unknown 

f355 

Castrate . . 



5,600 

14 




21 


Relapse 3/52 

\3S5B 





21 


42 




Part relapse 4/52 

263 

Rad. M. 



3,360 

14 

Fa'i’l 



14 


Relapse 74/52 

307 

Castrate . . 



18,060 







269 

1 ovary . . 



6,860 


Part cure 



21 

Relapse 


106 

Rad. M. 



4,200 


Fail 






108 




60,600 


Cure 

40 


21 

Cure 

Relapse at once 

176 




1,400 

14 

Fa'ii 





Unknown 

324 




17,300 

42 






451 




■ 9,450 

56 

Part cure 



14 


Unknown 

45 




8,400 

63 

Fail 






583 




12,600 

21 

Cure 

21 

Cure (40%) 

28 

Relapse 


172 




5,880 

63 

,, 



21 

Cure 

Cure 12/12 

227 




1,680 

14 

Part cure 





Relapse at once 

514 




21,000 

41 

Fail 






47 




4,116 

38 


\ 





149 




5,600 

56 

,, 






21S 

II 1 



10,640 

47 

Cure 





Relapse at once 




15,750 

80 

„ 



84 

,, 

Cure 5/12 

647 

II • • 



— 

“■ 


32 

Cure 



• 


Soont M = Spontaneous menopause. X-ray = AT-ray menopause. Castrate = Hysterectomy and bilateral salpingo-oophorectomy. 1 ovary = Hysterec- 
tomy and unilateri salpingo-oophorectomy. Rad. M. = Radium menopause. Part cure = Patient not completely relieved. Bracketed cases = Relapsed 
■' and retreated cases. 


(Shute et al, 1938 ; Hain and Sym, 1943 ; Christy, 1945 ; 
Ferguson, 1948; Finkler, 1949). In this study special 
attention has been paid to the genital tract to ascertain 
if vitamin E is inert and therefore a substitute for 
oestrogens or stilboestrol in cases in which stimulation of 
the genital tract is undesirable. 

•Read before the Birmingham and Midland Obstetrical and 
Gynaecological Society on March 31. 


After intervals up to 42 days (average 19 days) only one 
case was cured (No. 6,47), while another was somewhat 
improved but was still in need of treatment. 

The results of treatment of flushing by vitamin E are 
shown in Table I : 23 were completely cured, -7 were 
markedly improved, and 17 were failures. The dosage 
given was as follows lowest, 1 ,400 mg. ; highest, 
60,000 mg. ; averageTS,500 mg. 
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EQcct of Placebos . — Of 23 cured or improved cases, 22 
were given placebos for periods varying from 14 to 106 days 
(average 35 days). Fifteen cases (68%) maintained their 
improvement, while seven relapsed. Flushing reappeared in 
four and partially reappeared in two cases, while 16 (73%) 
maintained the cure. Of 17 cases questioned up to a year 
after completion of treatment 12 had relapsed partially 
or completely, but five were completely free from 
symptoms. No information was available from the 
remaining sL\ cases. 

Analysis of Failures . — ^There was apparently no special 
type ” of menopause resistant to treatment — viz., radium 
menopause, 10 cases ; hysterectomy and double oophorec- 
tomy, three cases ; deep .r-ray, three cases ; spontaneous 
menopause, 1 case. In an attempt to overcome the resist- 
ance to treatment doses up to 60 g. (average 20.745 g.) were 
given over an average period of 36 days, but without 
success. The 17 “ failures,” however, were quickly cured 
of their flushings by small doses of stilboestrol. 

Vitamin E and Se.v Function 
A recent survey of the effect of the radium menopause 
on se.x function led to tite- belief that it speedily causes 
many patients to lose tfieir normal libido and the ability 
to achieve the orgasm. Ten out of 100 cases, moreover, 
suffered from dyspareunia after radium (McLaren, 
1949). 

It was impossible to interview every patient, and often 
the information was quite obviously inaccurate — e.g., when 
the patient alleged satisfactory coitus yet on e.xamination 
proved to have a painful lesion of the vulva or vagina. 
Accordingly only 22 out of 43 patients were considered 
to be giving reliable evidence, but from this number we 
concluded that vitamin E had little effect in restoring libido 
or on the achievement of orgasm. As will be described 
later, vitamin E has a slow effect in curing painful senile 
lesions in the genital tract, and to this extent it must 
contribute to improved sexual relations, although in this 
it does not compare with stilboestrol. 

Effect of Vitamin E on the Genital Tract 

The clinical material was drawn from patients who some 
two years previously had had the menopause induced by 
radium. Senile lesions in the genital tract are then quite 
common — e.g., bleeding spots were observed in the vagina 
on speculum examination in 11 out of 68 patients whose 
ages averaged 45, an incidence which would not be unusual 
in normal women 15 or 20 years later (McLaren, 1941, 
1949). We therefore had the opportunity of testing the 
curative effect of massive doses of alpha-tocopherol on 
these and other senile genital lesions. Cell-smears were 
also studied to ascertain if the drug was in fact inert or 
caused any cell division or differentiation. 

Shute et al. (1938) and Shute (1942) have reported healing 
in a proportion of cases of senile vulvo-vaginitis after 
vitamin E, while Rubenstein (1948) and Finkler (1949) both 
comment on the inert or poorly developed type of vaginal 
smear which follows vitamin E as compared with the high 
degree of maturation of cells which follows stilboestrol. 

In 28 to 112 days slow but definite healing was observed 
in four senile vulvar lesions, while two cases were 
unchanged (Table II). Case 134 will be reported under 
“ toxic reactions,” for dermatitis compelled us to stop treat- 
menL In this case we first noted a remarkable softening 
of the indurated vulva, then a diminution in pruritus, and, 
finally, almost complete healing, which was still maintained' 
a year later. 


Table II . — Effect of Vitamin E on the Vulva and Introitus 


N<3. and Class 

Disease 

1 Dose 
(ros-) 

Days 

Result 

45 Radium menopause 

Red introitus bted 
easily 

S.400 

82 

Very much Un- 
proved 

134 Car:monu of body 

Vulvitis, pruritus, 
cscoriaiion 

33,6SO 

112 

Almost cured, but 
sidn reaction. 
(See below) 

269 Hysterectomy and 1 
ovary removed 

Red tender in» 
troicus 

6,860 

23 

No improvement 

293 Hysterectomy and 
bilateral solptngo- 
oopborectomy I 

Patches of red 
(raw) areas at 
vulvo*vasinal 
junaion 

25,750 

110 

Cured 

355 Radium menopause 

Red introitus. ten- 
der caruncle 

5,600 

35 

No improvement 

263 

Introitus red. ten- 
der periurethral 
oedema 

3,360 

35 

Healed 


Effect of Vitamin E on the Vagina 
In all, 30 cases were examined by a Cusco speculum 
before and after treatment. Twenty-two normal cases were 
unchanged, showing no undue vascularity or “ blueing ” 
such as one normally sees after stilboestrol. The remain- 
ing eight cases (Table III) had senile vaginitis ; of these. 


Table III . — Effect of Vitamin E on Senile Vaginitis 


No. and Class • 

Disease | 

Dose 

1 (as.) 

Days 1 

1 Result 

269 Hysterectomy and 

1 ovary removed 

1 Senile vaginitis j 
j Senile vaginitis i 

1 6,S61 

49 

No effect; bleed- 
ing spots per- 
sisted 

*45 Radium menopause 

(acutely) inilamed > 

3.400 

S2 

Heated; no red or 
bleeding spots 

615 Subtotal hysterec- 
tomy and two , 
ovaries removed i 

I Senile vagimtis | 

1 1 

i 1 

42,000 

42 

1 

Cervix healed; 
little 00*001 in 
vagina 

*46 Radium menopause 

j Mild vaginitis 

5.110 

102 

Improved,batstill 
several bleeding 

•106 


4.200 ; 

56 

No effect 

•112 

*♦ ♦> ' 

3J60 

23 1 

Healed 

263 

293 Hysterectomy and 
two ovaries re- 
moved 

Red vagi^ (split 
and bled w-ith 
small speculum) 

3,360 

35 

»» 

23,750 

t 

112 

** 


• ” Spots alio pmcBi on the ponio cervicu. 


two were apparently the result of a simple speculum 
exanunation using 30% “dettol ” cream. After prolonged 
treatment with alpha-tocopherol four were cured and four 
were only slightly affected. It is possible, however, that 
simple hygienic measures with se.xual abstinence would also 
have affected a cure. 

As in the case of the vulva, therefore, vit amin E has 
a slow healing effect, but in no way compares with 
stilboestrol as a healing agent in senile vaginitis. 

Effect of Vitamin E on Vaginal Smears 

Certain types of vaginal smears are capable of giving 
a fairly accurate forecast of the state of development of 
the underlying mucosa — for instance, after stilboestrol 
therapy in a 70-year-old woman adult flat squamae replace 
small immature cells and leucocytes. It is necessary, how- 
ever, to set a limit on what can be “ read ” from vaginal 
smears. For instance, in a previous report 138 biopsies 
and smears were correlated, but only adult smears and 
senile (small-cell) smears gave an accurate forecast of the 
epithelial maturity or senility. The remaining and most 
numerous smears with large squamae, spinosum cells, and 
small (immature) cells could not be ** read ** with accuracy 
(McLaren, 1941). With these limitations in mind, and 
aware that only gross changes such as " stilboestrol effects " 
(or perhaps ovulation) (Papanicolaou and Traut, 1943) 
could be “ read,” 36 smears were taken. The classification 
m down to I represents grades of increasing senility. 


1380 Dec. 17, 1949 


VITAMIN E IN THE MENOPAUSE 


British 

MtDICAI /OUR.NAI 


Total number o( vaginal smears .... 36 

Grade HI. mainly squamae 11. i i 

SAuUll 


Grade HIM, menopausal clumping . . , . I 

II .. mixed, spinosum, squamae, and deep cells 
„ 11 (spinosum cells) (40 ii diam.) . . 

„ 1 (small basal cells) 


n 


Increasing 

senility 


Table IV . — Changes in Vaginal Smears after Vitamin E 


No. and Class 

Grade 

Dose 

(mg.) 

Edect 

47 Radium menopause 

HIM (aduU) 

4.116 

I — i.e., depressed 

176 ,t „ 

111 (full adult) 

1,400 

II?I — i.e., depressed 

466 „ „ 

(.figs. 1, 2, 3) 

Mixed 

17,500 

IlliM, *• luteal clumps 
i.e., hislicr diflcrcntiaiion 

736 aV-ray menopause 

11 

14,000 

HIM — i.e., a higher diiTcren- 
Uation 

743 ., 

Mixed 

25,200 

HIM — i.e, (very full); almost 
stilboestrol ciTcct; dif- 
ferentiated 

615 Hysterectomy and 
both ovaries re- 
moved 

11 (vaginitis) 

42,000 

HIM — i.e., a higher diJTcrcn- 
liation 



r. 






^ ykl- 



Only six out of 36 smears therefore showed definite 
alteration in maturity, and this parallels the lack of clinical 
change after alpha-tocopherol. Case 47 (Table IV) had 
had dienoestrol up to the beginning of treatment with 
alpha-tocopherol, and the smears simply depict a sudden 
loss of ovarian hormone or its equivalent, dienoestrol. 
Case 466 is mentioned later, since here the development 
of an intensely clumped smear not only resembled a 
pregnancy smear but on laparotomy a luteal cyst was dis- 
covered (Fig. 4). The changes in Case 736 were quite 
sharp, so that a guess was hazarded that this patient might 
menstruate, and, as described below, this actually happened. 


Effect of Vitamin E on the Cervix 


Thirty-four speculum (Cusco) e.\aminations following 
doses up to 60 g. of alpha-tocopherol failed to show any 
increase in bulk, softening of the portio, or increased mucus 



Fig. 1. — Case 466. Radium menopause 
one year. Small “ castration ” cells 
mixed with more mature squamae. 
Stain: Papanicolaou and Traut. 



Fig. 2.— Case 466. After 4.5 g. 
vitamin E.- Heaped up smaller cells with 
larger squamae emerging from deei^r 
layers. This smear resembles mid- 
pregnancy or tlie “ luteal " phase. 


secretion. Four out 
of five cases with 
bleeding punctate 
spots on the portio, 
however, were 
cured by vitamin 
E ; in three this 
was part of the 
general healing of 
the vaginal mucosa. 

Twenty-six cell- 
smears were taken 
before and after 
treatment, but there 
was no sharp 
alteration with use 
of vitamin E. The 
motley collection 
of cells typical of 
a menopausal cer- 
vix persisted — 

namely, leucocytes, 
endocervical cells, 
long (120 /j.) fibre 
cells, and so on. 
There was no sud- 
den diminution in 
the number of cells 
and their replace- 
ment by clear 
mucus such as fol- 
1 o w s stilboestrol 
therapy. 


Fig. 3. — Case 466. After 17.5 g. vitamin E. Haemor- 
rhagic luteal cyst coc.xistcd. Intermediate cells apparently 
being desquamated in sheets. 



Fig, 4 —Case 466. After 17.5 g. vitamin E. Corpus luteum 
distended with blood. 


It is clear, therefore, that neither the cervix nor its 
secretion or cytology is altered by massive doses ol 
vitamin E. It may be, however, that just because it does, 
not stimulate cell division and mucus secretion vitamin E 
may prove to be safer than stilboestrol in the control- of 
flushings which follow irradiation of the pelvis. 

Uretiirai Smears after Vitamin E 

Although no patient had urinary symptoms, Hanleys 
(i94‘h3) Work in menopausal urethritis and trigonitis, arid 
Zuckermlh's (1940) observations on the male macaque 
urethra, suggested that it might be worth while to observe 
tlie cytological changes in the urethra. 

A dry swab often fails to pick up urethral cells, and 
only 21 specimens wei;^e obtained. A typical well- 
differentiated smear contains ovoid epithelial cells about 
40 fi in diameter ; free nuclei, leucocytes, and small clumps 
of flattened squamae complete the picture. Fourteen 
typical (differentiated) smears were not altered by vitamin E 
— i.e., there was no further building up or desquamation 
of the epithelium. The changes observed in seven smears 
are shown in Table V. 

As in the vagina, therefore, there is no sharp reaction 
in all urethral smears, and it is possible that the changes 
observed were the result of faulty technique — e.g., in failing 
to pick up cells. Only in Cases 736 and 47 was a 
corresponding change observed in the vagina — namely* 
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T.«bib V. — Change} in Urethral Smeart 


No. and Class 

Dose 1 

E- 

(ms-) 1 

Urethral Smear 

Before j 

After 

' Radium menopause 

5.360 

Small unditlercn* 
i Uaied cells 

Larger, diiTcrenliated 

15 .. .. ! 

3,400 

i Degenerate epilhe- 
1 lial cells (? poor 

1 BxatioiO 

Loss of- leucocytes 
(tnnamed introtcus 
also healed at this 

1 lime) 

■*7 

4,116 

j Normal smear 

1 

i Degenerate epithelial 
' cells. (EtTeCt of loss 

I of dienoestrol?) 

AT'ray menopause 

14,000 

j Scanty cells 

Abundant large dif- 
ferentiated cells 


25,200 

1 

1 Granular debns 

j 

Many adult transi- 
tional cells 

75 -; 

zs.ooo 

Scanty debris 

WeU'differentiated 
cells; free nuclei 

-;^6) Radium menopause 

42.000 

1 Debris 

Adult cell smear 


maturation. Case 736 ; senility. Case 47. From this small 
number of specimens, therefore, it seems possible that 
vitamin E may cause development and desquamation of 
the urethral epithelium, although in most cases no cellular 
alteration is detectable. 

Cose Reports 

Dermatitis and Uterine Bleeding After Vitamin E 
Case 1. — Mrs. A, aged 66, developed a generalized itching 
dermatitis which spared only her face. In the neck the skin 
became raised in silvery folds, but in the abdomen the rash was 
rather blotchy and red. Twelve years previously the patient had 
panhysterectomy with supporting vaginal radium for carcinoma 
of the corpus, and for a year previously she had suffered from 
intense pruritus. The vulva was excoriated and had many small 
areas of lichen simplex. Under vitamin E the vulvar condi- 
tion almost completely healed. The labia majora and iotroilus 
became soft and elastic, but after 16 weeks (36,640 mg. alpha- 
tocopherol) the rash stopped treatment. The generalized skin 
condition took eight weeks to settle, but the vulvar pruritus and 
vulvitis did not relapse, and a year later the patient was practic- 
ally symptom-free although on examination four very small 
areas of vulvar excoriation were present. 

Post-menopausal Luteal Ost 

Case 2 . — A widow aged 42 {No. 466) had radium menopause 
10 months ago. Three months ago a lO-weeks course of stilb- 
■ oestrol (1 mg. b.d.) was completed .with temporary control of 
flushing and noTvithdrawal bleeding. After 5.4 g. of alpha- 
tocopherol she had 12 days’ uterine bleeding preceded by 
breast-tingling and dysraenorrhoea. Flushings, however, 
persisted almost unabated, and treatment was continued for 
43 days, with control of her flushmgs. After 17 g. of vita- 
min E (49th day) she developed sudden right ih'ac pain with 
nausea and vomiting. Laparotomy revealed a normal appendix 
but a left luteal cyst distended with blood. The uterus on its 
peritoneal aspect resembled a coarse type of liver cirrhosis, 
being irregular and nobbly to the touch. 

Histologically, the luteal cyst from the left ovary was of 
simple haemorrhagic type, measuring 2 in. by i in. (5x1.8 cm.) 
(Fig. 4). The right ovary (10 months after radium) contained 
no recent follicles or corpora lutea but numerous corpora 
albicans. Vaginal smears: Figs. 1 to 3 show the movement 
in the cell pictures under vitamin E. No further uterine bleed- 
ing followed removal of the right- and most of the left ovary, 
although flushings recurred and were once again controlled by 
vitamin E (31 g. in 35 days). 

“ Collapse ” of the Breasts 

Case J.— (No. 725.) Aged 46. After 54 g. of alpha-tocopherol 
the paflent complained that her breasts felt slack. Unfortu- 
nately we were unable to compare the size of thi breasts before 
and after treatment, but it seems likely that little change in 
size had occurred. (They were small and pendulous.) No 
corresponding alteration in cell smear was observed. 


Resumption of .Meastrualion 

Case 4. — (No. 736.) Aged 44, X-ray castration one year 
ago. This patient began to menstruate five weeks after 14 g. 
of vitamin E. Unfortunately she also had completed a couneof 
20 mg. of amphetamine sulphate, so that it is doubtful which 
drug (if any) caused resumption of bleeding. Premenstrual 
curellings showed intense stromal vascularity and simple gland 
formation. 

Comnient 

Vitamin E can apparently control severe menopausal 
flushing in more than 50% of cases, and, although not 
quite inert, its activity on the genital tract in no way 
compares with that of stilboestrol. 

How vitamin E brings about its therapeutic effect on 
menopausal flushings is quite obscure, and will probably 
remain so until the mechanism which causes flushing is 
understood. This lack of knowledge of the therapeutic 
action of vitamin E applies to other fields of medicine 
{.Symposium on Vitamin E. 1939 ; Lancet, 1949) where 
alpha-tocopherol has been on trial — e.g., in the treatment 
of primary amenorrhoea (Massenbach and Heinsen, 1948. 
1949; Massenbach, 1949), cardiovascular disease (Shute 
el at.. 1948a, I94Sb), abortion (Vogt-MoUer, 1933), and 
so on. 

When it is available in a cheaper form alpha-tocopherol 
may replace natural oestrogens and stilboestrol in the 
control of menopausal symptoms, for, even if only 60%' 
of cases respond, the worry of oestrogen-withdrawal 
bleeding and the (theoretical) risks of genital cell- 
stimulation are avoided. 


Summaty 

Vitamin E in the form of alpha-tocopherol temporarily 
relieved severe menopausal flushing in 30 patients (64%) and 
failed in 17. The dose required is variable, but averaged 18.5 g. 
over 37 days (£7 per cure). 

Failures did not respond to prolonged and heavy doses, but 
were quickly relieved by stilboestrol. 

Of 17 cases followed up after successful treatment 5 remained 
cured, 12 had further flushings. 

Vitamin E is not an aphrodisiac, but dyspareunia may be 
relieved in time by the healing of senile lesions in the lower 
genital tract. 

Vitamin E produces no sudden change in the clinical appear- 
ance of the lower genital tract, although prolonged and heav> 
dosage seemed to cause healing in 50% of senile vulvar and 
vaginal lesions. 

Vaginal smears seldom alter, and no parallel exists between 
cell maturation and the cure of symptoms. 

The cervix is not stimulated to mucus secretion. 

Cell changes were observed in 7 out of 21 urethral smears. 

Side-effects were few ; one case developed dermatitis ; two 
cases menstruated, one developing a haemorrhagic luteal cyst. 

I am grateful to Professor H. N. Lloyd, Professor Dugald Baird, 
Dr, James Hewitt, and Dr. Carl Crooke for advice in preparing 
this report. My thanks are also due to Sister M. Scottwell and to 
Miss M. E. Attwood, who is responsible for the histology and 
photomicrographs. Messrs. Roche Products, Ltd., Welwyn Garden 
City, kindly helped us with gifts of ephynal (alpha-tocopherol). 
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TREATMENT OF DUPUYTREN’S 
CONTRACTURE WITH VITAMIN E 

BY 

G. RUSSELL THOMSON, M.B„ F.R.C.S., F.R.F.P.S. 

{From the Royal Infirmary, Greenock) 

Since the preliminary report (Thomson, 1949) on the effect 
of vitamin E in a case of Dupuytren’s contracture further 
cases have come under review and have yielded promising 
results. In fact, the general response has been so good 
that to assert that vitamin E has a specific effect on 
Dupuytren’s contracture does not appear to be unduly 
reckless. The mode of action is unknown, but the work 
of Steinberg (1946) on the action of the tocopherols 
on fibrous tissue renders a relationship a little less 
mystical. 

Reports on the success of this treatment have not been 
unanimous but are inclined to be in its favour. Steinberg 
(1946) produced the first paper on this subject and des- 
cribed the effects of massive doses of vitamin E on seven 
cases of Dupuytren’s contracture. In six of these cases 
the contracture disappeared and the sclerodermatous con- 
^dition of the skin changed to a normal state. One case 
failed to respond, and this was attributed to the fact that 
,the patient suffered from early portal cirrhosis. In such 
cases the blood vitamin E level has been shown to be low 
and large doses of vitamin E are not absorbed. All these 
cases were treated with a daily dose of 300 mg. of vitamin 
E orally over a period of 7 to 53 days. Scott and Scardino 
(1948) discussed six cases treated with 300 mg. of mixed 
tocopherols or 200 mg. of “ephynal” daily. One case 
showed marked improvement, three moderate improvement, 
and two no change. Wrigley (personal communication, 
1949) treated three cases with 400 mg. of “ ephynal ” a day ; 
there was a definite response in two cases and none in 
the third. 

On the other hand, Langston and Badre (1948) treated 
five cases with the large doses of vitamin E recommended 
by Steinberg without any demonstrable result. Parsons 
(1948) treated one case with 300 mg. a day for over 100 
days and reported no objective change, although the 
patient thought' he could open one of his fingers a little 
more freely. Recently, King (1949) described 13 cases 
treated with 300 mg. of ephynal a day without result. 
Four of the cases developed hitherto unreported toxic 


manifestations, which made further treatment impossible. 
Four other patients were sure they had gained improve- 
ment, but none was seen. The longest period of treatment 
lasted eight weeks. 


Present Series 

In this series of 13 cases of Dupuytren's contracture 
involving 22 hands all cases e.xcept one were treated with 
ephynal, four 50-mg. tablets being the daily dose. The 
minimum length of time that any case has been under 
treatment is 12 weeks ; the majority have been under 
treatment for 20 weeks. It was notable that the excepted 
case above and the one previously reported (Thomson, 
1949) were treated with wheat germ oil in a weekly dose 
of 30 mg. and responded dramatically in two weeks, 
whereas in the cases treated with ephynal a response was 
unusual within six weeks and common at about eight 
weeks. 

The initial response was usually subjective in character 
and the patients variably stated that “ the bands feel 
softer,” that “ there seems to be a little more movement 
in the fingers,” or that “ the pain in the palm has gone.” 
Thereafter improvement clinically started to take place, 
and progress was steady, with end-results as described 
below. 

\ 

The hands were divided into three groups, according 
to the type and severity of the contracture. 

Group A : Early Cases . — In these the disease was of 
short'duration, the palmar bands and nodules were present 
to a moderate degree, and the fingers were not contracted 
closer than 90 degrees towards the palm. Ten such hands 



Fio. 1. — Case 1 («) before vitamin E; (6) -after vitamin E. 



Fio. 2. — Case 3 (a) before vitamin E ; {b) after vitamin E. 



Fig. 3. — Case 6 (a) before vitamin E; (b) after vitamin E. 
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were involved. Five responded very well, and full exten- 
sion of the fingers was restored after the hypertrophied 
palmar fascia had softened and almost disappeared. Three 
are still under treatment, and there is every indication 
that full extension will eventually be obtained in these 
as well. The remaining two hands had no loss of extension 
when first seen, and the administration of ephynal has 
caused some absorption of the palmar masses. The con- 
tractures in this group of cases have been so alleviated that 
additional or alternative surgery has not been considered. 

Group B : Late or Chronic Cases . — Here the disease was 
of long duration, the thickening of the palmar fascia was 
gross, and the affected fingers were fixed in the palm. 
.All eight cases in this group derived benefit from the 
administration of ephynal. The palmar masses softened 
and formed palmar bands running to the appropriate 
fingers. In addition there was increased movement of the 
fingers themselves which permitted closer inspection of 
the palms. The progress was slow, however, and it 
appeared thac a considerable time would have elapsed 
before an acceptable result could be obtained by the use 
of ephynal alone. As the palmar bands now invited 
division, this was carried out in four hands with excellent 
results. The first hand was treated by simple division of 
the bands at the bases of the fingers, the medial three 
being involved. The final result (Fig. 4, c) was only fair 
so far as full exten- 
sion was concerned. 

Nevertheless, the 
patient was pleased, 
as he had not used his 
hand for over Two 
years and has now 
returned to his former 
occupation of shifting 

heavy packing-cases ■ c /I.^ 

in a store. He has distal 

been kept on ephynal 

until the time of writing, and the sectioned bands have 
continued to absorb slowly. The other three hands were 
treated by sectioning the bands in two places — in the palm 
and at the base of the finger — with better results. Full 
extension was obtained with all fingers except where joint 
changes precluded this. The skin deficiency in the palm 
was made good by skin-grafting, and that at the base of the 
fingers by Z-plasty or skin-grafting. 

Group C : Old Operated Cases with Recurrence . — Four 
of these cases were treated with the routine dosage of 
ephynal. In all, the process of recurrence was halted: 
in two cases some extension was regained, but in the 
other two degenerative joint changes and scarred skin 
have prevented much improvement. 

Comment 

The results obtained in this series correspond with those 
reported" by Steinberg (1946), with the exception that the 
rate of response has not been so rapid. This is some- 
what offset by the lower dosage of ephynal employed. 

It is noteworthy that the observers who obtained negative 
results on the dosage recommended by Steinberg (1946) 
did not get any objective response after nvo- months’ 
treatment in most cases. However, at -the time the treat- 
ment was abandoned a number of cases reported symptoms 
of improvement identical with those recorded in this 
present series, and it is a matter for speculation that 
continued treatment might have produced more favourable 
results. 



There was no doubt that the four cases in group B 
eventually operated on were of a gross type, and surgery 
alone presented a difficult problem ; indeed, two of them 
had been offered amputation as the only practical method. 
Steinberg (1947) suggested that in the more chronic cases 
aurgery might be required, with the oral administration 
of vitamin E in addition. This forecast has been well 
substantiated with these four cases so treated and already 
described. This method of treatment has much to com- 
mend it when compared with treatment by surgery alone, 
involving prolonged anaesthesia and wide skin under- 
mining in order to remove adherent masses of palmar fascia. 

None of the to.xic effects noted by King (1949) were 
in evidence in this series. Most of the cases have had a 
routine daily dose of 200 mg. of ephynal for five months 
or more, and many of these patients- have stated in 
opposition to the above that the drug has had a tom'c 
effect upon them. 

The relative merits of the natural wheat-germ oil and 
the synthetic ephynal have not been investigated, but the 
lone case treated with the former certainly reacted more 
quickly. 

Although the mode of action of vitamin E in Dupuytren’s 
contracture is not recognized, a specific action is at least 
suggested by two factors. First, in several cases treated 
acute pain was experienced in the palmar fascia, and in 

one case marked 
swelling and tender- 
ness developed before 
the contracture began 
to respond. Secondly, 
Vogelsang et al. 
(1947), in discussing 
the effect of vita- 
min E in heart dis- 

, .... , ease, came to the 

after vilanun E; (c) after division of 

bands. conclusion that, 

. among other vascular 

effects, scar tissue was invaded by fresh blood vessels, 
whereby it became softened and relaxed. That a similar 
phenomenon may occur in Dupuyiren's contracture does 
not seem outside the bounds of possibility. 

I wish to thank Dr. Fred Wrigley for his interest and help with 
this invesugation. and to Roche Products Ltd. for their kindness 
and generous supply of ephynal. 
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The National Council of Social Service provides a useful 
guide to the Welfare State in the new edition of its book. 
Public Social Services. Information is summarized on the' 
National Health Service, National Insurance, employment of 
disabled persons, education, and many other topics. The 
handbook includes an interesting chapter on the administia- 
J“5tice and how free legal aid and advice are obtained. 
Addresses of the Afim'slries and organizations concerned with 
the yanous services are given throughout. The book may be 

at 26, Bedford Square. London. 
W.C.J. for 5s. (paper covers) or 7s. 6d. (cloth). 
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Few cases of leucoerythroblastic anaemia following on 
polycythaemia have been described in this country (Stone 
and Woodman, 1938 ; Vaughan and Harrison, 1939). The 
term “ leucoerythroblastic anaemia,” or, better, leuco- 
erythroblastosis (as there may be no anaemia), is used to 
describe a condition characterized by the presence of 
immature red and white cells in the peripheral blood, and 
is due to or associated with replacement of the bone 
marrow by some other tissue. It is usually classified as 
follows. 

Primary. — (a) Infantile: osteosclerosis fragilis generalisata 
(marble bones). This is congenital and may be familial. 
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as well as decreased density of the corte,x of long bones 
(Vaughan and Harrison, 1939). The interpretation of these 
radiographs requires some experience, and must be com- 
pared with controls of the same age and sex. The trephine 
biopsy will in many cases confirm the diagnosis. 

The object of this paper is to record two further cases 
of Icucoerythroblastosis, both of which presented with 
polycythaemia. The two patients are alive at the time of 
writing. 

Case 1 

A married svonian with two children first attended hospital 
in May, 1936, at the age of 32, with a history of having noticed 
a lump in the left subcostal region one year previously. It had 
gradually increased in size and had been accompanied by pain 
on exertion during the previous five months. The only other 
illness was migraine for 20 years. Examination showed her 
to be of slim build, cyano’sed, with the spleen enlarged to the 
umbilicus, and the liver enlarged two fingerbreadths below the 
costal margin. Blood pressure 120/90; van den Bergh' indirect 
reaction faintly positive. A blood count confirmed poly- 
cythaemia (sec Table I). 

July, 1936 . — Admitted to hospital ; polycythaemia persisted : 
fractional test meal showed low-acid curve ; red-cell fragility 
test revealed a commencing haemolysis in 0.55% saline, com- 
plete in 0.3%, ; occasional nucleated red cells seen. Course of 
deep .t-ray therapy to spleen and litmbar spine. 


Table 1. — Case 1. Blood Counts 



R.B.C. 

(Thou- 

sands 

per 

c.mm.) 


W.B.C. 

(per 

c.mm.) 




Variclics of Leucocytes % 




Plate- 


Dale 

Hb 

y. 

Myelo- 

blasts 

Pre- 

myelo- 

cytes 

Myclo- 

cyics 

Mcla- 

myelo* 

cytes 

Uaseg- 

mented 

polys. 

Poly- 

morphs 

Eosino- 

phils 

Oaso 
phi Is 

Lympho- 

cytes 

Mono- 

cytes 

lets 

(per 

c.mm.) 

Remarlck 

4/S/36 

7,620 

82 

7,000 

— 

_ 

— 

— 



850 


0-5 

t40 

0*5 



18/7/36 

5/8/36 

11/8/36 

6/4/37 

25/10/37 

9/5/38 

17/5/39 

7,405 

8,000 

7,565 

5,560 

5,345 

4,965 

3,795 

116 

136 

124 

116 

108 

98 

84 

30,000 

3,700 

12,600 

9,400 





1-5 

810 

1-5 

0-5 

130 

2*5 


50 norrasblasts per 
c.mm. 

Deep .V rays 

Deep X rays 

31/7/40 

3,845 

92 

14,600 

— 

— 

4~5 

— 

10 

700 

2-0 

0-5 ] 

20-5 

60 


Few normoblasts 

16/10/42 

3,775 

78 

12,000 

8-5 



40 

6S-5 



13*0 



Punctate basophilia 
240 normoblasts per 

U/7/45 

4,400 

86 

12,400 

— 

20 

6-5 

— 

8-0 

61-5 

_ 

1-0 j 

170 I 

4-0 


Some normoblasts 

25/4/46 

4,040 

80 

9,100 



20 


120 

670 



150 1 

4-0 


270 normobbsu per 
c.mm. 

16/6/48 

4,140 

78 

11,100 

0-5 

10 

30 

30 


78-5 

1-5 

i 

10-5 

2*0 

237,800 

Occasional normo- 
blasts. Rciiculo- 

29/6/48 

3,860 

74 

12,100 

1-5 

20 

3-5 

9-5 

21-5 

50-0 

- 

0-5 1 

9-5 j 

20 


c>tcs2*4% 

4 normoblasts per lOO 
w.b.c. 

11/8/48 

4,220 

71 



19,500 

1-0 

I-O 

6-0 



4-0 

13-0 

610 


1-5 i 

8-0 i 

2-5 

256,000 

2 normoblasts per 100 
w.b.c. 


(b) Adult : osteosclerosis ; myelofibrosis ; agnogenic myeloid 
metaplasia ; and aleukaemic megakaryocytic myelosis. In all 
probability these last are different names for or different aspects 
of the same condition. If it were possible to examine a large 
enough sample of bone marrow during life it might be found 
that fibrosis and osteosclerosis, pronounced myeloid and 
erythroid activity, and megakaryocytic excess were all occur- 
ring coincidently at different sites. Splenomegaly and. less 
often, lymphadenopathy may be present. 

■ Secondary or Symptomatic. — Carcinomatosis of bone ; 
multiple myelomatosis ; Hodgkin’s disease ; and lipoidoses. 
The anaemia may be normocytic or macrocytic. The white 
cell count may be high or low. The immature cells, the 
presence of which is an essential part of the disease, are said 
to be derived from the heterotopic foci in the spleen, liver, 
kidney, etc. These tissues, (t is stated, are incapable of retain- 
ing the cells until complete maturation results. Thrombo- 
cytopenia may be present. The splenomegaly is due to myeloid 
metaplasia, although infarcts may add to the enlargement. 

Radiographic changes characteristic of the disease have 
been described— i.e., irregular increased density of the 
spongiosa of long bones and throughout the flat bones. 


April, 1937. — No serious symptoms; spleen smaller; haemo- 
globin 116%,. 

October. 1937. — Better; haemoglobin 108%. 

May, 193S. — No symptoms; haemoglobin 98%. 

May, 1939. — Following deep .v-ray therapy, had amenorrhoea 
for two years, since when menstruation' has been heavy and 
irregular. Pale ; haemoglobin 84%. Seen by Sir Beckwith 
Whitchouse, who thought .x-ray therapy may have produced 
defective lutelnization, and recommended progesterone therapy. 

July, 1940. — Slight continual uterine haemorrhage for three 
months ; haemoglobin 92%, with a few nucleated red cells 
present ; referred to gynaecology department, where no pelvic 
- cause of bleeding was found. ' 

October, 1942. — Recent pain over splenic area, worse on 
exertion. On examination : spare, healthy-looking ; spleen 
enlarged to left iliac fossa- ; liver and glands not enlarged ; 
blood pressure 130/70 ; leucoerythroblastic anaemia present. 

July, 1945. — Health fairly good since October, 1942, but has 
noticed progressive enlargement of the spleen. 

April, 1946. — Admitted to hospital with further aching pain 
in left flank ; amenorrhoea for three years. Spleen enlarged to 
left iliac fossa and tender on bimanual examination ; blood 
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pressure 160/90. Radiographs of bones of forearms show 
osteoporosis ; serum calcium 8.6 mg. per 100 ml. ; scrum 
phosphorus 3.6 mg. per 100 ml. Leucocrylhroblastic anaemia 
present. Surgical belt supplied to support huge spleen. 

"June, 7948.— Admitted to hospital. Exacerbation of severe 
continual pain over spleen for one month, made worse by 
movement or deep breathing. Pale ; spleen enlarged to both 
iliac fossae and very lender on palpation ; leucoerylhroblastic 
anaemia present. Platelets 238.000 1 reticulocytes 2.4% ; radio- 
graph of long bones showed osteoporotic appearance of upper 
half left humerus ; sternal-marrow puncture gave a picture not 
unlike that present in the peripheral blood. A diagnosis of 
myelofibrosis was made clinically, and sternal biopsy was per- 
formed with a view to confirming this, since radiographs of 
long bones were indefinite. The biopsy was reported on as 
follows: '•These small fragments of sternal tissue show diffuse 
fibrotic changes with occasional isolated megakaryocytes — very 
suggestive, if this is representative, of myelofibrosis.” 

Case 2 

A married woman aged 64 first attended hospjtal in 1924, 
complaining of pain in the splenic region ', a diagnosis of poly- 
cythaemia vera was made and j-ray therapy given. Attended 
regularly for eight years and was free from symptoms until 
1942. No records available up to this dale. 

AOgust, 1942 . — Pain in splenic region for two months; spleen 
enlarged to umbilicus and tender; blood pressure 155/90. Red 
blood cells 4.700.000; normoblasts present (see Table 11). 


Jt was considered that this indicated the development of 
either myelosclerosis or aleukaemic leukaemia. Sternal punc- 
ture was twice performed and the picture was essentially that 
of the peripheral blood ; the bone seemed soft and gritty on 
puncture. These findings are typical of myelofibrosis. Bleed- 
ing lime 5i minutes; clotting time 4i minutes; prothrombin 
55% of normal. Serum proteins 6.52 g.% ; serum uric acid 
5.6 g.% ; serum alkaline phosphatase 7 units ; blood urea 
27 mg. per lOO ml. A barium swallow radiograph showed 
some irregularity of oesophageal wall consistent with varices ; 
radiographs of sternum and femora were normal. 

On June 17, 1948, the patient left hospital against advice. 
The diagnosis was considered to be myelofibrosis following 
polycylhaemia vera, with cirrhosis of liver. 

Conimcnl on the Cases 

Case 1 presented as a case of polycylhaemia rubra vera 
and was treated with deep x rays. The blood count gradu- 
ally fell, and once below normal never rose again. This 
suggests that the case was one of primary myelofibrosis 
presenting as polycylhaemia (see Vaughan and Harrison. 
1939). Jt is of course possible that the patient had pre- 
viously had polycylhaemia rubra vera and had already 
developed myelofibrosis when first seen. Certainly, in 
June, 1948, the sternal biopsy demonstrated myelofibrosis 
The corpuscular fragility was increased (admittedly slight), 
which coincides with the findings of Vaughan and Harrison 


Table 11 . — Case 2. Blood Counts 


Date 

R.B.C. 

{Thou- 

sands 

per 

Hb 

% 

W.B.C 

({xr 

c>zzim.) 




Vaneites of I.<ucoc>'tcs % 




IT 

dZ.) 

Remarks 

Mjelo- 

biasu 

Pfe- 

m>clo- 

cytes 

Myelo 

cytes 

Meta- 

myelo- 

cytes 

Urueg- 

ment^ 

polys. 

Poly- 

morphs 

Eosino- 

phils 

Baso- 

phils 

Lympho- 

cytes 

Siono 

cyies 

I7/S/42 

4.700 

92 

7,100 


— 

— 


100 

56-5 

1-0 

2-0 

:i-5 

9-0 


1,000 Dormoblosu p« 
















c.nim. 

1 4/4/44 

4,465 

tl8 

6.600 













15/9/44 

7.970 

ito 

10,900 





IQ-O 

6&0 

1 0 

10 

150 

60 


Few Dormoblaau 

uio;44 

8,500 

99 

11.100 

— ■ 

— 

— 


7‘5 

74-0 



14-0 

4-5 


Deep X rays. Pbeoyt 

















5/3/45 

6,120 

lU 

9J00 





... 

61-0 

20 

50 

27-0 

5-0 



2/6/46 

4.340 

M 

3.(00 













6/J2/46 

7,100 

128 

8,200 













2/1/47 

8.030 

118 

4.6(X) 













S/I/47 

6.2(0 

no 

6,200 













27/1/47 

6,?30 

9S 

70,000 













21/4,47 

S.VX) 

92 

60.000 













31/10/47 

5.610 

106 

5.600 




— 

16-5 

30-0 

2-5 

3-5 

30-0 

17-5 

270,000 


29/11/47 

6.470 

116 

A.OOO 

— 

— 




58 0 

10 


36-0 

5-0 



5/3/4S 

7/3/48 

5.400 

5,370 

100 

90 

5.600 

60.000 


— 

— 


— 

63-0 

— 

5-0 

26-0 

« 

165.000 

I Donnoblost 

20/5/48 

4.370 

76 

4.(00 

2-5 

2-0 

50 

J2-0 

16-0 

34-5 

1-5 

5-0 

J7-0 

4-5 

54.000 

2 oormoblasis per (00 

SI6‘4S 

4.220 

74 

4,000 

2-5 

6-5 

5-0 

13-5 

.30 

20-5 

1-0 

1-5 

36-5 


32,000 

w.b.c. 


April, 1944 . — Slight ache over spleen for three weeks. Red 
blood cells 4,465,000. 

September, 1944 . — Patient noticed increasing size of left side 
of abdomen, but otherwise felt fairly fit ; spleen enlarged as 
far as left iliac fossa; liver enlarged below umbilicus; red 
blood cells 7,970.000. Admitted to hospital and further course 
of deep x-ray therapy given to spleen, followed by phenyl- 
hydrazine therapy. Further x-ray therapy given in May, 1945. 

June. 1946 . — Blood count sausfactory, but in December, 1946, 
again markedly polycythaeraic. Further deep x-ray and phenyl- 
hydrazine therapy given. 

October. J947.— Purpura o'h legs and arms; platelet count 
270,000 per c.mm. ; blood count satisfactory except for 
aumerous unsegmented polymorphs. 

May. 1948 . — Admitted to hospital with eight weeks' history 
of lassitude, swelling of ankles, and noticeable enlarnement of 
abdomen; rubicund facies; few petechiae of limbs ■.“abdomen 
distended, with everted umbilicus and shifting dullness; spleen 
enlarged to right iliac fossa; blood pressure 145/95. Blood - 
count showed mild hypochromic anaemia with numerous 
umnature leucocytes, a few normoblasts, and 54,000 platelets 
per c.mm. ’ 


Case 2 was diagnosed as a case of polycylhaemia rubra 
vera. From 1924 until 1947 this patient had a typical poly- 
cythaemic count. In May, 1948, she showed many of the 
features of leucoerythroblasfosis associated with myelo- 
fibrosis— i.e., leucopenia, presence of immature red and 
white cells in the peripheral blood, gross splenomegaly, 
and a presumably non-functioning bone marrow. • Myelo- 
fibrosis was suspected on the grounds that sternal punc- 
ture revealed a soft gritty bone, and the material, when . 
examined, showed a picture not unlike that found in the 
peripheral blood. Such a terminal event in polycylhaemia 
rubra vera has been recorded. 


The pathopnesis of the primary variety is obscure 
Vaughan (1934) suggested that the undifferentiated mesea 
chyme develops predominantly along one line to produc, 
fibroblasts or osteoblasts. There is no attempt to explaii 
should happen. Myelofibrosis and osteosclerosr 
have followed benzol and phosphorus poisoning. Thf 
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picture of osteosclerosis with leucoerythroblastosis can 
occur in fluorosis. X rays have been known to produce 
fibrosis of the marrow ; and Joan Ross (1932) 
describes the effects of gamma radiation over a period of 
three years. The marrow showed hyperactivity of the 
myeloid and erythroid cells with a marked increase in 
megakaryocytes. The nutrient vessels showed endothelial 
thickening and intravascular thrombi. It is not beyond 
possibility that repeated doses of deep .v rays over 
many years may produce the picture of myelofibrosis in 
polycythaemia rubra vera. 

. Thanks are due to Professor A. P. Thomson and Dr. O. Brenner 
for permission to publish these cases; and to Dr. J. L. Stafford for 
his report on the sternal biopsy. 


Refeuences 

Ross, J. M. (1932). J. Path. Bad.. 35. 899. 

Stone, D. M., and Woodman, D. (1938). Ibid.. 47, 327. 
Vaughan, J. M. (1934). The Anaemias, 1st ed., p. 8. London 
and Harrison, C. V. (1939). J. Path. Bad.. 48. 339. 


A CASE OF WEIL’S DISEASE, WITH 
TESTS FOR LIVER FUNCTION 

BY 

F. E. de "W. CAYLEY, M.D., M.R.C.P. 

Senior Registrar, St. Stephen's Hospital, Chelsea 

Fan^iliarity with Weil’s disease during the war has resulted 
in several publications in the English and American litera- 
ture. Although jaundice is usually a marked feature of 
this disease, there is no record of liver-function tests. The 
following case is therefore described, together with the 
result of tests for liver dysfunction and for other bio- 
chemical disturbances. These were of great help in 
excluding the diagnosis of acute hepatic necrosis, which 
was made on admission. It is hoped that this will stimulate 
physicians who have greater opportunities for studying this 
disease to investigate its chemical pathology, and to deduce 
from their findings evidence concerning the site of tissue 
damage. 

Case Report 

The patient, a plumber aged 58, was admitted on April 13, 
1949. Up to a week previously he had been working on a 
boiler in a meat-pie factory in which fat was rendered down. 
Seven days before admission he had a rigor ; this was followed 
by another two hours afterwards. Four days later he noticed 
he was yellow, and he began to vomit incessantly. There was 
, no abdominal pain. 

On examination he was a very ill man, dehydrated, with 
subsultus tendinum, deep jaundice, and a generalized purpuric 
eruption, the mucosae were pale. He was afebrile ; the pulse 
rate was 90, the blood pressure was 130/80, the heart sounds 
were faint, and there were basal crepitations. The liver was 
not palpable. There was some free fluid in his abdomen,' and 
his stools were pale. Three days later he developed a swinging 
temperature up to 102° F. (38.9° C.), which was maintained 
for five weeks and subsided by lysis, and which did not respond 
to penicillin, 250,000 units six-hourly intramuscularly for 10 
• days. 

He was given 5 pints (2.34 litres) of fluid by mouth, 3 pints 
(1.7 litres) of “casydrol ” by intravenous drip transfusion, 6 ml. 
of “ campolon ” intramuscularly, 500 mg. of ascorbic acid, and 
15 mg. of vitamin K daily. Later he developed a urinary infec- 
tion with Pseudomonas pyocyanea. for which he was given 4 g. 
of streptomycin daily by injection for five days. 

. Subsequent Co(/r 5 e.— His rash cleared up in three days ; the 
jaundice had faded by the first week in July, but he was pyrexial 


for a month. However, he remained mentally in a slate of 
stupor, with considerable clouding of consciousness, marked 
loss of memory for recent events, and disorientation in time and 
place. Some measure of recovery occurred, but when his wife 
took him on May 31 he was able to' sit out in a chair, though 
he showed a good deal of mental deterioration, with lack of all 
initiative and poor memory. A letter from his wife on July 27 
stated that his general condition had improved, but his legs 
were weak and useless and his mental' state poor. 


Investigations 

Agglutinations. — L. icterohaemorrhagiae ; April 20, 1 : 1,000 ; 
April 29, 1:1,000; May 5, 1:3,000.. L. canicola, nil. Salm. 
typhi. Saint, paratyphi A, Saint, paratyphi B, and Dr. abortus, 
nil. 

Blood Counts. — Haemoglobin : April 14, 59% ; May 9, 59% : 
May 23. 72%. Red cells; April 14. 3,750,000; May 9. 
3,020.000; May 23, 3,500,000. White cells: April 14, 25,000 
(P. 77%, L. 21%, M. 1%); May 9, 25,000 (P. 89%, L. 10%. 
M. 1%); May 23, 18,000 (P. 75%, L. 25%, M. 4%). 

Serum Proteins. — April 24: total, 5.75 g.% (albumin 4.2, 
globulin 1.5; A/G ratio 2.7:1). May 5: total, 5.5 g.% (albu- 
min 3.7, globulin 1.8; A/G ratio 2.05:1). 

Liver-function Tests. — Alkaline phosphatase:' April 24, 10.7 
units; May 5, 16.3 units; May 23, 12.8 units. Thymol 
turbidity: April 24, 1.5 units; May 5 and 23, 1 unit. The 
Takata-Ara and colloidal gold tests were negative. 

Urine. — April 19 and 25: specific gravity, 1010; albumin, 
sugar, and bile salts, nil ; bilirubin was in excess on April 19 
and urobilin was present on April 25. On April 25 there were 
10 cells per field and Ps. pyocyanea was found. On May 30 
there were many pus cells and Ps. pyocyanea was still present. 
There %verc no spirochactes. 

Haeniolysins. — On May 30 no cold agglutinins were present, 
and Coombs’s direct and indirect tests were negative. 

On April 14 the serum diastase amounted to 320 mg. per 
100 ml. (normal, 70-150 mg.). On April 22 the blood urea 
was 27 mg. per 100 ml., the alkali reserve 49 volumes, and the 
serum calcium 8.6 mg. per 100 ml. On May 10 the blood urea 
was 35 mg. per 100 ml. and the alkali reserve 43.9 volumes. 
On April 22 the blood sugar totalled 148 mg. per 100 ml., and 
the serum cholesterol 177 mg. per 100 ml. (free, 80 mg.; esters 
97 mg.). 

The diagnosis was based on the presence of jaundice, fl. 
rash, the patient’s occupation, and the rising litre of agglulinii,'- 


Comment 

The morbid pathology of the liver in Weil’s disease isl 
described by Hutchinson ct al. (1946). They say that the! 
liver in their cases was usually of normal size, with masses] 
of bile pigment in the biliary canaliculi of the centrilobar 
part of the liver lobules, and emphasize the absence of 
necrosis. On the other hand, Heringman and Phillips^ 
(1947) mention considerable disorganization of the liver 
pattern with moderate vacuolization and swelling of cells ' 
and the formation of continuous cords of liver cells instead 
of normal groups of two or three cells. 

In the case described by Jackson and Oleesky (1946) 
there was no macroscopic hepatic necrosis ; there were 
scattered areas of fatty degeneration and areas of regenera- 
tion, with enlarged binucleated 'liver cells. They mention 
that Walch-Sorgdrager (1939) refers to the frequent mis- 
diagnosis of acute yellow atrophy, as happened in our case. 

Our case on admission, being afebrile at the time and 
e.xtremely ill and toxic, closely resembled the picture of 
acute hepatic necrosis. The finding of normal plasma 
proteins and Takata-Ara, thymol turbidity, and colloidal 
gold tests was therefore of distinct value in excluding tins 
diagnosis, and would seem to rule out any overwhelming 
degree of parenchymal damage. 
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The absence of urobilin in the urine in the early stages 
would seem to point to an obstructive element in the 
jaundice such as might be caused by the bile pigment 
masses in the small canaliculi' that Hutchinson et at. 
described ; hosvever, the alkaline phosphatase was ttever 
above 16.3 units. Unfortunately the Coombs tests were 
done too late to e.xciude a haemolytic factor. Apart from 
the complicating Ps. pyocyanca infection there was no 
evidence of renal damage. The blood urea remained 
normal, and there were no casts or red cells in the urine. 
The serum diastase value of 320 mg. per 100 mb would 
appear to suggest disturbance of pancreatic function. 

The mental state of the patient is worthy of passing 
comment. There was never any sign of meningitis lepto- 
spirosa. Three possible theories about causation are; first, 
that the condition was due to cerebral damage by the 
organism or its toxins ; secondly, that it was due to the 
severe jaundice ; and, thirdly, that the haemorrhagic slate 
present at the onset in the skin was also present in the 
brain ; this is, 1 think, the most likely. 

Summary 

A case of Weil’s disease, with liver-function tests, is described. 

An attempt is made to correlate these with previously 
described accounts of the pathology of this condition. 

Other interesting features of the case are briefly dwelt on. 

My thanks ate due to Dr. A. G. Signy and the staff of the 
laboratories of St. Mary Abbots Hospital and the Archway Hospital 
for the patboloffcal reports. 
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PRDL4RY LY3IPHOSARCOMA OF 
I VPPENDIX OCCURRING IN CHILDHOOD 

I' 

11^. H. GAIiOWAY, M.B., Ch.B., M.R.C.P,Ed., D.CH. 

iOMle Medical Registrar and Tutor, Department of Child Health. 
J, University of Liverpool 

AND 

E. J. OWENS, MB., ChJB., L.^L, D.CH. 

Late Senior Resident Medical Officer. Alder Hey 
Children’s Hospital 

' Lymphosarcoma arising in the appendix is rare ; only seven 
'cases occurring in childhood have been published. In a 
majority of such cases the children have had symptoms 
suggestive of appendicular disease. In the fallowing case 
the patient had no such symptoms, and the clinical picture 
which presented was therefore of special interest. 

■- Case Report 

A boy aged 6 years 9 months was admitted to hospital on 
October 1, I94S. The child had been well until four weeks 
before admission, when he was immunized against diphtheria 
Since then be had been “off colour” but had” attended school 
Three days before admission he complained of pain in his chest 
Md right thigh, and vomited once. His mother noticed a swell- 
ing on his left temple on the following day ; but there had not 
b^n any loss of weight or other symptoms. There was noibine 
relevant m the family history or in the child’s previous personal 


On examination his temperature was 100' F, (37.8' C). 
pulse 80, and respirations 20. The child’s general condition 
was poor; he svas very irritable and complained of pains in 
all his joinu. A swelling on the left temple was noted and 
there were palpable glands in the left axillary and cervical 
regions. Abdominal examination revealed tenderness in both 
iliac fossae, but there were no palpable masses. Routine clinical 
c.xaminau'on did not show any further abnormal features. 

For the first three days the temperature varied between 98.4 
and 102' F. (36.9 and 38.9* C.). On the fourth day his 
temperature fell and remained normal until the eighth day, 
when it rose to 103* F. (39.4* C). At this time the left knee- 
joint was slightly swollen. There was no cardiac enlargement, 
but a soft apical systolic murmur could be heard. The abdomen 
was rather large and doughy, with dullness in both flanks. The 
liver was enlarged one fingerbreadth below the costal margin 
and the tip of the spleen was felt. The kidneys were not 
palpable and no other abdominal masses were found. There 
were no abnormal signs in the central nervous system. 

Radiographs of the chest, abdomen, and skull, a Mantoux 
lest (Itlo.OOO dilution), blood culture, and Widal reactions 



A = Gal) Bladder; B =r Liver; C= Kidney; D = Pancreas; 
E = Stomach; F = Ileal Mass; G = Appendix. 


were all negative. The erythrocyte sedimentation rate was 
50 mm. in one hour. The blood picture was; haemoglobin, 
68% ; red cells, 3,920.000 : white cells 5.000 (polymorphs 54%. 
myelocytes 7%, metamyelocytes 14%, lymphocyte 20%, mono- 
cytes 3%, eosinophils 2%). An intravenous pyelogram, the 
Wood Wassermann reaction, and a blood-urea estimation were 
all negative. No Bence-Jones proteose was present in the urine, 
and the stools did not contain either visible or occult blood. 


me pyrexta was maintained despite penicillin and salicylate 
therapy. The liver increased in size to two fingerbreadths below 
the costal margin. The swelling over the left temple had in- 
creased in size and was now 1 in. (2.5 cm.) in diameter ; it was 
tender and gave the impression of deep fluctuation. No further 
lymphatic gland enlargement developed. The child's appetite 
remained good, but despite this he was obviously becominc 
more svasled. His bowels were normal and he had no vomit- 
rag. An irregular soft mass, thought to be faeces, was felt in 
I ? 'hirteentb day. The rectum was 

found to be loaded with soft brown faeces, but there was no 

noihde u '“"“I “rtilage a small 

nodule was felt on the enlarged liver. There were no signs 
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of free fluid in the peritoneal cavity. The abdominal girth was 
Hi in. (54 cm,). The blood pressure was 130/70 mm. Hg. 

The abdominal mass became progressively larger and firmer, 
but signs of obstruction were not observed. His pallor in- 
creased, and despite a blood transfusion he died 32 days after 
admission. Before he died the child developed propcosis of 
the left eye and a left-sided facial weakness. 

Post-mortem Fiodings 

The appendix measured 12 cm. in length and 4 cm. in 
diameter. It was horn-shaped, with a smooth white serosal 
surface (see Fig.). On section it consisted throughout of a 
uniform white homogeneous tissue in which the lumen could 
not be distinguished. This condition ceased abruptly at the 
root of the appendix. There were widespread deposits of a 
similar- tissue throughout the body, affecting practically every 
organ. 

Histology . — ^The greatly enlarged appendix consisted of sheets 
of cells resembling small lymphocytes which obliterated the 
lumen and destroyed muscle, leaving only traces of widely 


tis$ue, suggests that the disease arose there, and is in 
contrast with another large mass in the ileum, which seems 
to have been formed by the fusion of several submucous 
lesions similar to those seen elsewhere in the intestinal 
wall. 

Lymphosarcoma occurs more commonly in males, and 
in the reported cases the ratio of males to females was 
3 to 1. Munson and Mann (Guthrie, 1948) believe that 
the outlook is good after surgical removal of a solitary 
tumour. Knox (1945) suggests that radiotherapy may be 
expected to be helpful in prolonging life and may even 
cure if the disease is localized. Sugarbaker and Craven 
(1940) state: “The occasion of a primary site in the 
gastro-intestinal tract regardless of sporadic reports of 
cures seems to carry an unfortunate outlook. None of the 
patients whose stomach or small intestines were involved 
lived for five years, the average survival period being 
6.6 months.” 


Tabic Showing Details of Reported Cases 


Reported 

By 

1 Age in 
Years 

Sex 

Presenting Symptoms 

1 

\ Duration 

1 

Operation 

Follow-up j 

Operation Findings 

Xpitz (1933) 

■ 8 

Male 

Died from uraemia 

1 Approx. 6 weeks 

None 

None 

Appendix 5 cm. in circumfcT 
enco and 17 cm. in length 

Capecchi . . 
(1927) 

S 

" 

Mild abdominal pain in right 
quadrant 

1 I month 

Appcndicectomy 

None 

Distal third of appendix 
tumour size of hen's egg 

Carnelli . . 
(1931) 

10 

\ 


Pain in right lower quadrant 

i 

' 2 months 

Appendicectomy, 
excision of left 
part of caeca! 
wall 

Asymptomatic 14 
months later 

Appendix svith tumour at proxi- 
mal end 2*5 cm. long by O i 
cm. broad: the cae^ wall 
was inhlirated 

Friend (1926) 

i 9 

Female 

Recurrent cramp-Uke abdominal 
pain In right io^^er quadrant 

i 3-4 \vcek.v 

Appcndicectomy 
(high unrelated 
caecum) 

Appcndicectomy 

Death J month 
later 

Hard, firm, thick appendu 
15 cm. long 

Knox (1945) 

4 

Male 

Intermittent pain right lower quad- 
rant with nausea, vomiting, and 
moderate diarrhoea 

2 months 

i 

Asymptomatic 15 
months later 

Apgc^ix 9-5 cm. long, 18 mm 

Rohdenburg 
(1919, 1921) 


Not given 

History suggestive of acute a-mendi- 
ciiis with pre-operative diagnosis 
of idiussuscepiion 

1 No time statcd» 
but apparent- 
ly acute 

Appcndicectomy 
with partial 
removal of 
caecum 

No recurrence 
after 10 months 

New growth involving proxi- 
mal third of appendix and 
extending into caecal wall 

Warren 

(189S) 

6 

Male 

Intermittent pyrexia and pain in 
right lower quadrant 

1 month 

Resection of 
part of ilcum» 
caecum, and 
appendix 

None 

Appendix size of thumb 

Present case 

6J 

.. 

Pyrexia and vague ill-health. No 
symptoms referable to abdomen 

1 month 

None 

None 

Appendix 12 cm. long b> 
4 cm. broad 


separated muscle fibres in the external layer. Occasional 
mitoses were to be seen. Silver staining showed very scanty 
reticulin fibres traversing the tissue, particularly in relation to 
sinall vessels: large tracts of cells were devoid of reticulin. 
The other structures containing obvious tumour showed similar 
histological changes. The spleen, pancreas, and thyroid, 
although normal to naked-eye examination, showed a slighter 
degree of infiltration. 

Discussion 

Knox (1945) gave details of a boy aged 4 years with 
lymphosarcoma arising in the appendix, and he reviewed 
16 cases of undisputed primary lymphosarcoma of the 
appendix, of wf\ich five had occurred in childhood (Warren, 
1898 ; Rohdenburg, 1919 ; Friend, 1926 ; Capecchi, 1927 ; 
Apitz, 1933). A further search of the literature revealed 
one other case in childhood (Carnelli, 1931). So far as can 
be ascertained no such case occurring in childhood has 
been reported in British literature. 

In all reported cases, except that of Apitz, the presenting - 
symptoms were suggestive of acute or subacute appendi- 
citis. Laparotomy was performed and a tumour involving 
the appendix found and removed. The age, se.x, presenting 
symptoms, duration, nature of operation and findings, 
and period of follow-up are shown in the accompanying 
Table. 

In our case the uniform homogeneous appearance of the 
appendicular lesion, with complete replacement of the inner 
layers of the wall of the appendix by lymphosarcomatous 


Wc should like to thank Professor N. B. Capon for his help 
and advice ; Dr. W. E. Crosbie, medical superintendent, Alder He> 
Children’s Hospital, Liverpool, for permission to publish this case; 
and Dr. E. G. Hall for the pathological reports. 
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The National Insurance Advisory Committee has been asj i;ed 
to consider and report on preliminary draft regulations cP'on- 
cerning students from outside the United Kingdom who durfCjnc 
a vacation become temporarily employed in Great BritaLin 
The effect of the regulations is that, in cases approved b. 
the Minister of National Insurance, contributions under thj 
(National Insurance scheme will not be required unless dv 
students are continuously resident in Great Britain for 26 weekj 
Industrial injuries contributions remain payable. Copies o. 
the preliminary draft of these regulations (the National Insui^ 
ance (Residence and Persons Abroad) Amendment Regulations, 
1950) can be bought for Id. from H.M. Stationery Office or an\' 
bookseller. The committee will consider written objections U; 
them if sent before January 3, 1950, to the Secretary, National 
Insurance Advisory Committee, 6. Ciurzon Street, London, W.1. 
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early rising after operation. Therefore, when a patient had 
been confined to bed for a period, operation was delayed 
while he was made ambulant so that he could be sat out 
of bed immediately after recovery from the anaesthetic. 
If possible, general nutrition was improved. In some cases 
it was necessary, as in a case of achalasia of the cardia, to 
give a high-calorie diet through an oesophageal tube. 
Vitamin intake was maintained when necessary by intra- 
muscular injection of vitamin C and “ heparglandol B,” and 
“ synkavite ” was given as a routine in all cases undergoing 
surgery of the biliary system. Dehydration was corrected 
by intravenous saline or glucose-saline ; blood transfusion 
was given pre-operatively in all cases which showed a low 
haemoglobin percentage. Distension increases the risk of 
operation and also the difficulty. Where the operation was 
not in itself likely to be a decompressing procedure, opera- 
tion was delayed if distension was present while a Miller- 
Abbott tube was passed. A Ryle’s tube was passed on all 
patients who were vomiting pre-operatively. All cases 
with respiratory disease and all cases about to undergo 
intra-abdominal operations were given pre-operative breath- 
ing exercises unless the case was an emergency. Coughing 
and postural drainage were encouraged in those who had 
productive coughs ; penicillin inhalations were given and 
systemic penicillin and sulphonamides started. In some 
cases this treatment was carried out for one week before 
operation. Digitalis therapy was given to those with 
auricular fibrillation. 

Premedication . — All cases received a hypodermic injec- 
tion of 1/100 gr. (0.65 mg.) of atropine half an hour before 
operation. In addition, those with, marked pain received 
1/6 gr. (11 mg.) of morphine. Hyoscine (scopolamine) 
was purposely avoided because of its tendency to produce 
disorientation and restlessness in the aged, and morphine 
was avoided or kept to a minimum in order not to depress 
the vital capacity. 

Anaesthesia 

The choice of anaesthetic was determined to a large extent 
by the type of operation to be performed and the general 
condition of the patient. Of the 134 anaesthesias, 81 were 
for intra-abdominal and 53 for extra-abdominal procedures. 
The agents used for the various types of operation are 
shown in Table II. 


Table II . — Anaesthetic Used 



Intra-abdominal 

(Including 

Intrathoracic) 

Extra^abdominol 

(Including 

Intracranial) 

Total 

Curare and light anaesthesia 

52 

3 

55 

Spinal and local 

10 (7 spin^, 3 local) 

1 (spinal) 

11 

■ gas, oxygen, '\ 

ether, V 

16 

16 

32 

oxygen, ether . . J 

• and cyclopro- 
pane 

3 

7 1 

10 

Thiopentone, gas, oxygen, 
and trilene 


20 

20 

Bromethol, gas, oxygen, and 
trilene 


2 

2 

Thiopentone 

— 

4 

4 

Total 

^v- 

31 

S3 

134 


Thiopentone . — ^Wheh thiopentone was used for induction 
it was injected very slowly, because the circulat'on time in 
the aged is prolonged. Also, owing to the low basal meta- 
bolic rate in the elderly, the elimination of thiopentone 
in the body is slower, and liver and kidney damage may 
be present. \Hence only very small doses were used — rarely 
more than 0.5 g. 

Curare . — Curare in the form of d-tubocurarine chloride 
was mostly used when relaxation vv^s required. The initial 
dose was usually 10 mg., and the final total dosage depended 


on the agent used to maintain light anaesthesia ; with ether, 
approximately half the usual dosage of curare is required. 
The closed-circuit carbon-dioxide-absorption technique was 
used as a routine for cases receiving curare ; the basal 
oxygen requirement in the aged is low, but at the same time 
suboxygenation must be avoided. This often entailed 
assisted respiration for the whole of the operation, as some 
degree of stagnant hypoxia was already present owing to 
a poor myocardium and a sluggish peripheral circulation 

Spinal Analgesia . — ^This method was used only if the 
site of operation was subumbilical, if the patient’s blood 
pressure was within normal limits, and if the condition of 
the chest did not warrant an inhalational method. 

Local Analgesia . — This method was used in three cases : 
in an emergency laparotomy with faecal vomiting, in an 
emergency caecostomy in a patient who was in cardiac 
failure, and in a patient with incarcerated incisional hernia 
who was in early cardiac failure. 

Intubation . — Intubation of the trachea was carried out 
in all abdominal cases. If vomiting was a pronounced 
symptom, as in cases with bowel obstruction, intubation 
was performed with a cuffed intratracheal tube, and a 
sucker was at hand to keep vomitus clear of the larynx 
The Ryle’s tube was kept in place throughout the operation 
and aspirated from time to time. 

Position on the Operating Table . — Old people are prone 
to osteoarthritis, and their skins withstand pressure badly 
For these reasons their position on the operating table must 
be carefully supervised, a support provided for the back, 
shoulder-pieces well padded, and hands not placed under 
the buttocks. 

Resuscitative Measures . — Patients suffering from pre- 
operative shock or dehydration continued with blood oi 
saline throughout the operation. If a long operation was 
anticipated a slow blood drip was started at the beginning 
of the procedure. If signs of shock developed during an 
operation blood or plasma was administered. All such 
cases returned from the theatre to the ward with theii 
intravenous drips still running. 

Post-operative Measures 

As soon as the patient was sufficiently recovered from 
the anaesthetic, he or she was sat up and encouraged to 
cough, to take deep breaths, and to mo”e the legs. The 
services of a trained physiotherapist wei'e found to be 
invaluable in this respect. Five-minute inhalations of 
carbogen every hour were a useful adjunct to physio- 
therapy, The patient was sat up in a chair within 12 hours 
of operation in all cases in which it was practicable. Where 
the likelihood of respiratory complication was great, even 
patients undergoing gastric suction and intravenous drip 
therapy were so treated. They sat in a chair for increasing 
periods each day from then on. Continuous gastric suc- 
tion and intravenous therapy were practised for 48 hours 
after operation in all cases undergoing an intra-abdominal 
operation which might result in paralytic ileus. Intra- 
venous therapy and suction were stopped only when intes- 
tinal movements were well established. Watch was kept 
over the bladder to ensure that retention with o.verflow did 
not occur. The usual measures to combat retention were 
practised up to 24 hours, after which catheterization was 
performed if necessary. Where- retention was persistent and 
due to prostatic hypertrophy, an indwelling catheter was' 
used until the patient was considered fit for a transurethral 
resection, and penicillin or a sulphonamide was adminis- 
tered. Routine testing of urineifor chlorides was practised 
from the first post-operative day. 
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Post-operative Therapy . — ^AU drugs administered pre- 
operatively were continued in the post-operative period 
— i.e., penicillin, sulphonamides, or digitalis. In all 
major abdominal procedures, and where sepsis was a 
danger, prophylactic penicillin and sulphonamides were 
administered. Where cardiovascular complications occurred 
digitalization was instituted. In all cases of respiratory 
complications and in those cases in which coughing was 


(e) Retention of Urine . — Four cases of retention of urine 
required transurethral resection of the prostate. 

(/) Pressure Sores . — These occurred in three cases. 

Cs) Cardiovascular System . — Auricular fibrillation (electro- 
cardiogram showed poor myocardium in one case), 3 ; auricular 
flutter, 1 ; incipient cardiac failure necessitating di^talis 
therapy, I. 

The 17 fatal cases are analysed in Table III. 


Table III . — The Patients Who Died 


Cose 

No. 


Ase 


Sex 


Operaiioni Performed 


Aoaeathetic 


Previous Condiiioa 


Cause of Oeoih 


liC 


zz 

70 


Remos-al of carcinoma of ovary 

Strangulafed in^tnai hercua 
Mith resection of gu( (E.) 


Thiopentone, 0-2 N»0, oxy- 

^a. ethef 

Thiopcnfonc, 0-3 ®., N,0, oxy- 
gen, ether 


History of previoas pneumonia 
and chronic cough 
B.P. ZOQJlZDi severe artcrio- 
sderosis 


Bronchopoeumooia 
latcrcurreat lobar pneumonia 


P 


0 ! 7 

3 

9 

10 


73 

70 
35 
72 

71 
70 


M 


(1) Laparotomy and colostomy 

(2) Perineo-abdomiaal resection 
of rectum 

(1) Laparotomy and colostomy 

(2) Perineo-abdominal resection 
of rectum 

Repair of right inguinal hernia 
and orchidectomy 

IpOtheissen's operation for Rich- 
ter's hernia (E.) 

Prostatectomy 

Caecostomy (E) 

Above-knee amputation (E) 

Gastrostomy 


(1) Thiopcaionc, 0*5 g., curare, 

StO, OKysca 

(2) NiO, otygeo. ether 

(1) Thiopentone, 0-25 g., curare. 

N|0. oxygen, ether 

(2) Thiopentone, 0-2 g., curare, 

cydopropane 

Thjopcnione, 0-7 g., NjO, oxy- 
gen, ether 

Thjopcnione, 0-4 g., c>xlopri>- 
pane, curare 

Cyclopropane 

Local 

Thiopentoac, 0*15 g., cyclopro- 
pane t 

Thiopentone, 0*25 g., curare, 
cyclopropane 


B.P. 230/120; 
sclerosis 


Cardiac fsilurc. Post moruta: 
brown atrophy of heart muscle 


severe atieno- | Hypertensive heart faflurc 


B.P. 180/ ICO; some cough; 

senile Parkinsonism 
B.P. 210/UO; asthmatic heart 
enlarged 

Fibrillaung under digitalis: 

moist sounds both bases 
Pulsus altemans: moist sounds 
both bases 

B.P 190/1 IS; mild diabetic 


Hypertensive heart failutc 

Cardiac failure 


FibriUated : congestive heart 
failure 

Cardiac failure; toxaemia from 
subohrentc abscess; catemoma 
of oesophagus 




11 

*20 


12 


71 

70 


SO 


<l) Gastro'cnterostomy 

(2) Laparotomy (E) 

(1) Peiforaied peptic ulcer (E) 

(2) Subtotal gastrectomy (E) 

(3) Resuture abdominal wound 

<£.) 

(1) Subtotal gastrectomy 

(2) lleotrans\*ersecolos(omy(E) 


(1) Thiopentone, 0-65 g., curare, 

cyclopropane 

(2) Local 

<i) N|0, oxygen, ether 

(2) Thiopentone, curare, N*0, 
oxygen, tnlene 

(3) Curare, thiopentone, qxIo- 

propane 

(1) Curare, tbiopeotone, 0*7 g., 

^clopropane 

(2) Thiopcatooc, 0-5 g., cyclo- 
propane 


Previous history of pneumonia; 
scattered rbonchi 

B.P. 130/70; severe blood loss 
before second operation 


B.P, 190/95. fl.P. 60/7 before 
second operation 


No cause for death; tenniaal 
btonebopneumonia / 

General peritonitu from leaking 
duodenal sttunp and textmtul 
bronchopneumonia ' - 

General pcntoniilx from leaking 
duodenal stump 


70 

70 

72 


Cbolecystostomy (E) 
Laparotomy only 


N|0, oxygen, ether 

Thiopentoac,0-5 g., curare, N»0, 
oxygen, ether 

Curare, N|0, oxygen, ether 

Thiopentoac, 0-4 g., NgO, oxy- 
gen, ether 


Obsmictive iaundlce, diabetic 


B.P. I40;94 

BvP. 160/115; severe arterio- 
sclerosis 

B.P. 260/100 


Carcinomatosis secondary to car- 
cinoma of pancreas. Died day 
after operauon 

Died SIX weeks after operation; 
carcinomatosis 

Died 7 days after operation; 
carcinomatosis vvith paralytic 
ileus 

Died 3 months after operation; 
asthenia due to cardnonutosis 


(E) =» Emergency operation. 


difficult owing to tenacious sputum, mistura sodii chloridi 
composita (jV.lF.F.) was found to be invaluable. 

Post-operative Complications 

(a) Wounds . — Mild sepsis, 10; severe sepsis, 2; haematoma, 
9 ; disruption, 1. 

(b) Thrombophlebitis . — Due to intravenous drip therapy, 4 ; 
not due to intravenous drip therapy, requiring anticoagulant 
therapy, 3. 

(c) Chest . — Major respiratory complications: severe bron- 
chitis, 5 : atelectasis (one case of bilateral basal collapse follow- 
ing a spinal analgesic), 5 ; bronchopneumonia. 3 ; pulmonary 
embolism, 1. It is to be noted that all these patients underwent 
an abdominal operation, and 12 of the 14 had pre-existing 
respiratory disease. 

Minor Respiratory Complications 

Under this heading are included all patients who had a-raised 
respiratory rate for not more than three days after operation 
and cases of mild bronchitis. There was no relation to the type 
of operation, and of the 17 who suffered this complication 15 
had pre-existing respiratory disease. 

(d) Intra-abdominal Complications . — General peritonitis due 
to leaking duodenal stump, 2 ; persistent vomiting producing a 
salt-lack syndrome. I. 


Disposal of the Aged Patient 
With the present shortage of hospital and convalescent 
beds, disposal of the aged patient requires some considera- 
tion. Such patients are not so fit as younger ones to return 
rapidly to normal domestic routine. Often they live alone 
and have no relatives to go to. Discharge from hospital 
therefore has frequently to be delayed. The ahnoner’s 
department can often help with such cases by providing 
home helps or making suitable alternative arrangements. 
However, this problem is a very real one, and will require 
serious consideration in the future. Convalescent homes 
already have waiting-lists. At the present time the patient 
with an inoperable carcinoma who has been in hospital 
for a laparotomy .often occupies a hospital bed until he 
dies. This is an undesirable situation in view of the great 
demand on hospital beds. 

Concinsions 

More patients over the age of 70 are submitted to major 
surgery than was the case I.O years ago. 

Age alone is not a contraindication to surgery of anv 
magnitude. 
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Care must be directed especially to the cardiovascular 
and respiratory systems. 

^Sepsis is a greater risk,, and for this reason penicillin 
and sulphonamide therapy should often be used as a 
prophylactic measure 

The aged should never be allowed to lie in bed. 

Disturbance of the electrolyte balance is not well 
tolerated. This is well illustrated in three patients who 
required second operations as emergencies: in all of them 
vomiting or blood loss had grossly disturbed the fluid 
balance. All three patients died. 

The commonest cause of a major chest complication is 
pre-existing respiratory disease in association with an 
abdominal operation. These complications are rarely fatal. 

The commonest cause of death is cardiac failure 
arising in a hypertensive patient irrespective of the type 
of operation. 

Some steps must be taken in the future to facilitate the 
care of the aged post-operative patient who does not require 
further active surgical treatment in a hospital bed. A com- 
prehensive medical service must make better provision 
for this. 

Summary 

The results of major surgery in 99 patients over the .lue of 
70 are surveyed. 

The types of operation performed are enumerated. 

The pre-operative management is considered. 

The choice and administration of anaesthetic are di.scussed. 

The post-operative management is outlined. 

The 17 fatal cases are considered in detail. 

Conclusions are drawn concerning the practice of surgery in 
the aged. 

A plea is made for more adequate provision for the care of 
the convalescing aged patient. s 

All these cases were admitted under Sir Cecil Wakeley and Mr. 
E. G. Muir, to whom we wish to express our thanks for permission 
to siuwey these cases and for their guidance at all times. We are 
grateful to Dr. Vernon Hall and other members of the anaesthetic 
staff who administered some of these anaesthetics. We also thank 
Miss Fern and her .staS for the kind co-operation of the Record 
Office. 


Of nearly 7 million dollars spent on tuberculosis research in 
the United States in a 12-months period during 1947-8, 
about two-thirds were expended for the study of drugs in 
tuberculosis treatment. A survey undertaken by the National 
Tuberculosis Association showed that the greatest expenditure 
on tuberculosis research was by official agencies, with a total 
of nearly 4 million dollars, of which 3 million were allocated 
to chemotherapy investigations. Following closely behind the 
official agencies were manufacturing firms, with appropriations 
f over 2 million dollars. Research by firms manufacturing x~ 
y equipment was also carried out. Universities expended nearly 
,000 dollars on tuberculosis research, with only 4,500 dollars 
allocated to chemotherapy. It is pointed out, however, that a 
large part of the studies financed by other agencies are actually 
carried out in institutions with university affiliation. Dr. E. R. 
Long, director of the medical research and therapy department 
of the National Tuberculosis Association, has stated^ that if 
streptomycin had not appeared so promising a drug “ it is safe 
to say that much less money would have been expended for 
chemotherapeutic research, and much less, accordingly, for all 
research,” but he emphasizes that streptomycin research has 
disclosed the need for more fundamental research in tubercu- 
losis. “Had streptomycin proved as successful as the most 
optimistic enthusiasts anticipated,” he stated, “ had it proved, 
for example, as effective as penicillin in certain types of pneu- 
monia, it is probable that interest in basic investigation on 
tuberculosis would have declined. Actually, however, strepto- 
mycin research has raised more problems than it has answered, 
and the new problems, such as the nature of the antibiotic 
mechanism and the reason for bacillary resistance to the^drug. 
can be solved only by fundamental laboratory research.” 


Medical Memoranda 


Chronic Progressive External 
Ophthalmoplegia 

The idiopathic form of chronic progressive external 
ophthalmoplegia is rare enough to warrant a brief 
description of the following case. 

Case Report 

The patient was a man aged 39 who was born in Rumania 
and had wandered about Eastern Europe and the Middle East. 
The family history revealed nothing significant. He had 
been in England since 1947. In 1933 he developed suppur- 
ating cervical glands ; in 1935 he had pneumonia, and 
in 1942 typhoid fever. While he was in Egypt, at the age of 
36, he noticed drooping of his left eyelid. In April, 1949, he 
came to hospital complaining of dizziness, double vision, and 
cough. There was marked ptosis of the left eye. Asymmetrical 
e.xternal ocular palsies were present, and the movements of the 
eyes were as follows; 



Right Eye 

Left Eye 

Outwards 

Inwards 

8° ) 20* 

, 12” ( 

»:},.■ 

Upwards 

Downwards 

. 30*155- 

.. 25* j 

j:)”- 


The pupils were equal and circular, anu reacted normally U' 
light. On ophthalmoscopic examination the fundi were 
normal; an error of refraction (vision: R. 6/12, L. 6/36) vvas 
easily correctable, and perimetry showed very slight symmetrical 
diminution of the peripheral parts of the visual fields in each 
eye. No abnormality of other cranial nerves was observed, 
and all reflexes and sensations were unimpaired. E.xamination 
revealed no other physical signs. 

The cerebrospinal fluid was normal, and the blood pressure 
was 130/80. Radiographs of chest and skull were normal, and 
the blood Wassermann reaction and Kahn test were negative. 
To exclude myasthenia gravis a therapeutic test was done 
(2.5 mg. neostigmine -t- J/100 gr. (0.65 mg.) atropine), but, as 
expected, no improvement in the eye movements was observed. 

Comment 

i In 1900 Wilbrand and Saenger studied 32 cases ol 
chronic progressive external ophthalmoplegia and con- 
sidered the condition to be a distinct clinical entity. The 
characteristic features, as they described them, are as 
follows : The onset is gradual, usually beginning in child- 
hood, but may be delayed. Ptosis may be the first sign 
of the disease for a considerable time ; years may elapse 
before there are signs of paralysis of the external oculai 
muscles, and diplopia may or may not occur. The internal 
ocular muscles remain normal and the health of the patient 
is not affected. According to these authors, “ It is a ; 
striking feature of the affection that no other signs oi 
symptoms develop indicating implication of other organs 
or other structures of the nervous system.” Since the 
beginning of this century very few cases have been reported 
which belong to this group. 

Altland (1909) described a case in which ptosis of thr 
right eye occurred at the age of 22, and which developed 
bilateral ptosis (left incomplete) and immobility of both 
globes at 51. McMullen and Hine (1921) reported three 
cases, but one was excluded from this group because a 
subsequent examination revealed disease of other parts 
of the central nervous system. There are also reports 
by Langdon and Cadwalader (1928) and Farias (1941). , 
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Fuchs (1S90) thought that isolated' forms of bilateral 
ptosis might be cases of primary myopathy. Ayres (1896) 
reported the disease in a boy whose maternal grandfather 
also suffered from it. Beaumont (1900) had 12 cases, and 
not only was there a familial incidence but in some there 
was an associated weakness in the distribution of the 
seventh nerve. This involvement of the central nervous 
system beyond the confines of the oculomotor nuclei is 
not in conformity with the description given by Wilbrand 
and Saenger. 

The case described by Sandifer (1946), a man of 29, had 
bilateral ptosis for fourteen years, a complete external 
ophthalmoplegia, weakness of the orbicularis oculi, and 
certain cardiovascular changes. Although there was no 
family history, the resemblance of this case to some of 
those described by Beaumont cannot be overlooked. 
8andifer found that, histologically, biopsy of the external 
rectus revealed myopathic degeneration, and he suggested 
that the lesion in chronic progressive ophthalmoplegia 
separated by Wilbrand and Saenger may sometimes 
be in the muscle and not in the oculomotor nuclei. 
Langdon and Cadwalader (1928), in their case of a woman 
of 81 with bilateral ptosis and almost immobile globes, 
found that the oculomotor nerves were comparatively 
small, the cells of the Edinger-Westphal nuclei were normal 
(this accounting for the internal ocular muscles being 
spared), but the cells of the remaining portions of the 
oculomotor nuclei showed some chromatolysis, pigmenta- 
tion, and shrinkage. It is of interest to note that similar 
left-sided degeneration in the more pro.ximal levels of the 
third nucleus was reported by Siemerling (1891) in a case 
of left-sided congenital ptosis with normal internal and 
external ocular muscles. This may indicate that the same 
aetiological factors are operative, whatever these may be, 
yet the two conditions are clinically distinct. Gowers (1893) 
speaks of “ deficient vital endurance of the structures con- 
cerned,” and his theory of abiotrophy is generally offered 
m explanation. 

At present there seems to be a tendency to group together 
ill cases of chronic progressive external ophthalmoplegia. 
Some of these cases may be familial, or they may be of 
myopathic origin (Nikitin, 1929 ; Elliott, 1939 ; Martin, 
1939), while others may show evidence of involvernent of 
different parts of the central nervous system in addition 
to the oculomotor nuclei. But since the prognosis <s 
favourable in the condition separated by Wilbrand and 
Saenger (so far as the disease remains confined to the 
oculomotor nuclei), I believe it deserves to remain a distinct 
clinical syndrome, at least until the pathogenesis is 
elucidated. 

K. K. Hussain, M.D 

My thanks are due to Mr. \V. H. McMullen for his encouragement, 
and to Dr. W. H. Kelleher, physidan-superiDiendent. Western 
Hospital, S.W.6, for permission to publish this case. 
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An Unusual Case of Rickets 
(Fanconi’s Syndrome) 

There arc several atypical forms of rickets, but perhaps that 
associated with glycosuria, hypophosphataemia, and mild 
acidosis is the rarest ; hence the interest of this case. 

Case Report 

The patient, a female child aged 1 1 months, was sent from 
a maternity and child-welfare clinic to the paediatric out-patient 
department of the City General Hospital, Stoke-on-Trent, on 
November 19, 1948, for investigation of glycosuria. The mother 
reported that the child had been normal and healthy until a 
few weeks earlier, when increasing thirst had been noted and 
she had ceased to gain weight. She had become constipated also 
and was inclined to vomit. The mother was especially con- 
cerned because a son had died in 1941, at the age of 6 years, 
from what was stated to have been "nephritis and uraemia.” 
The mother volunteered the information that he had had "sugar 
in his water" from the age of 12 months, and that the onset of 
hit illness had been associated with thirst and retardation of 
growth. Further questioning elicited that the father had died 
from a renal calculus, ibe mother herself being apparently 
normal, as is h‘er only olher child, a girl aged 7. 

On clinical examination the patient was a pale fragile child, 
with two teeth, and was able to stand and to say a few words. 
Her weight was 16 lb. (7.26 kg.). There was evidence of recent 
loss of weight, and she appeared dehydrated. She bad well- 
marked rickets, with bossing of the skull, rachitic rosary, and 
thickening of the lower ends of the radii. Her abdomen was 
distended, and faecal masses could be felt in the left iliac fossa. 
No abnormal findings were noted in her throat, ears, chest, or 
in the cardiovascular and central nervous systems. 

Special Investisalions. — Urine : This showed an acid reaction, 
a trace of albumin with 1% of sugar (proved to be glucose), 
an excess of amino-acids, and no ketone bodies ; microscopy 
revealed a few red blood cells, scanty pus cells, and numerous 
granular casts. Blood : Urea varied between 34 and 42.6 mg 
per 100 ml.; sugar, 83 mg. per 100 ml.; serum phosphorus, 
2 mg. per 100 ml. (normal 4-5 mg.) ; serum calcium, 9 J mg. 
per 100 ml. (normal 9-1 1 mg.) ; serum alkaline phosphatase. 
10.1 units (normal 3-13); scrum acid phosphatase, 3.2 units 
(normal 0.5-5); plasma proteins, 4.75 g.%; alkali reserve. 
50 vols. CO,% ; Wassermann reaction negative. Radiology 
A straight radiograph of the abdomen and radiograph of the 
skull and pituitary fossa showed no abnormality, and LVJP, 
was deemed inadvisable owing to the child’s general condition 
A radiograph of the wrists showed decalcification of the bone- 
with rickets, A glucose-tolerance test confirmed the glycosuria 
to be renal in origin. 

CO.SLMEN I 

The association of rickets, glycosuria, bypophosphai- 
aemia, and mild acidosis is extremely rare. The first cases 
were reported in 1926 by Schier and Stem, others being 
later reported by Fanconi (1931), by whose name the 
syndrome is sometimes known, and De Toni (1933). 

The aetiology of the condition is uncertain, but it is 
known to have a familial incidence. It is said to be due 
to a defect of the renal tubules which renders incompetent 
to reabso^tion of glucose, amino-acids, and phosphates 
This explains the increased amino-acids in the urine, the 
often decreased blood proteins, the glycosuria of renal type, 
and the hypophosphataemia (the last-mentioned being 
sometimes the cause of renal calculus). The defect is said 
to he in the proximal renal tubules, where glucose and 
phosphates are normally reabsorbed in the form of phos- 
phate esters. Stowers and Dent (1947) have demonstrated 
on post-mortem material that phosphatase, which is essen 
tial for the formation of these esters, is absent from the 
proxunal renal tubules, where it is normally abundant, and 
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they believe this to be the major defect in Fanconi’s 
syndrome. ' 

The above case seems to be a classical example of the 
condition, and has several features of note. First, the family 
incidence ; there seems to be no reason to doubt that the 
child who died in 1941 showed the main features of the 
syndrome, and it is probable that the father’s renal calculus 
was related to the condition of his children. Unfortunately 
no notes of either of these cases are available. Secondly, in 
spite of the fact that the child had received, adequate anti- 
rachitic treatment (fortified cod-liver oil) since birth, she 
had developed gross rickets by the age of 11 months. 
Finally, the early age at which diagnosis was possible is 
of interest. 

The condition being a congenital and often hereditary 
defect of the renal tubules, treatment is unfortunately of 
little avail. 

James Kingston, M.D., M.R.C.P.I.,D.C.H., 
Paediatrician, City General Hospital, Stoke-on-Trent. 
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Acute Psychosis Caused by 
Dextro-amphetamine 

The following case is of interest because of the small amount 
of the drug taken. 

Case Report 

A petty officer stoker mechanic aged 29 reported sick with 
a live-years history of headaches and depression. His M.O. 
found no organic cause for the headaches and, in view of 
the depressive element, prescribed dextro-amphetamine. The 
patient was given 14 5-mg. tablets and instructed to take two 
daily. At 6 a.m. on the following morning he was found 
stuporous on the bedroom floor. He had been incontinent of 
urine. He was able to state that before retiring he had taken 
11 tablets (55 mg.) of dextro-amphetamine. When he regained 
consciousness in hospital he thought he saw a piece of paper 
going up the side of the door. He then complained that some- 
body was putting his finger on the top of the door and taking it 
away quickly. He also imagined he saw smoke coming through 
a partly open door, and later in the forenoon he stated that there 
were flashes of light going across the bed. He had auditory hal- 
lucinations at the same time, and he felt annoyed because no- 
body shared these experiences. Similar hallucinations continued 
i : g the remainder of the day. The next morning he was 
''ful, co-operative, and relaxed. Consciousness was clear, 
T thought and conversation were coherent and relevant, and, 
he was not at all depressed or irritable. He was still hallucinated 
and had come to the conclusion that someone had been 
arranging these phenomena in order to test his reactions^ to 
them. He lacked insight and could not accept any suggestion 
that he had been hallucinated. He had no further hallucina- 
tions after his first morning in hospital, and he developed good 
insight. His thought and behaviour rapidly became normal and 
he had no further symptoms except occasional headaches. 

Comment 

The dose taken by this patient appears to be the smallest 
on record to have precipitated a psychotic state. Probably 
a larger dose would have been required if he had taken the 
drug previously and had thereby gained some tolerance. 
Idiosyncrasy to small doses, resulting in circulatory collapse, 
is reported by Davies (1937), Norman and. Shea (1945), 


Shorvon (1945), Mutch (1948), Sargant and Slater (1948). 
and others. Idiosyncrasy was evidently responsible for 
one of the two recorded fatalities — that of a student aged 
25 who collapsed and died after taking 30 mg. of 
amphetamine sulphate daily for a few days (Smith, 1939). 
The other death occurred after the accidental ingestion of 
40 mg. of amphetamine by a 1-year-old child (Hertzog 
et al.. 1943). 

Eight cases are recorded of acute psychosis caused 
by amphetamine and its dextrorotatory isomer. Young 
and Scoville (1938) administered amphetamine to, two 
narcoleptics, who both developed a paranoid psychosis 
after a few weeks. The amount of^ the drug taken 
was uncertain, but was of the order of 30 to 40 mg 
a day. Norman and Shea (1945) report the develop- 
ment of somatic, visual, and auditory hallucinosis in an 
alcoholic aged 49 who had been taking a daily dose of 
250 mg. of amphetamine for five years, Monroe and DreU 
(1947) describe a further four cases of hallucinations and 
ideas of reference amongst prison inmates who had been 
ingesting strips of amphetamine from inhalers. One had 
taken 93 mg. and another 250 mg. The amount consumed b) 
the other two is not specifically stated, but was probably of 
the same order, since each inhaler contained 250 mg. of 
amphetamine base. Schneck (1948) reported visual hallu- 
cinations and delusions in a man who had consumed one 
and a half amphetamine inhalers within 36 hours.. 

We are indebted to Surgeon Rear-Admiral J, A. Maxwell, C.V.O,, 
C.B.E., F.R.C.S., K.H.S., medical oflicer-in-charge, R.N. Hospital. 
Haslar, for permission to publish this case. 

G. G. Wallis, M.B., B.S. 

J. F. McHarg, M.B., Ch.B., D.P.M 

O. C. A. Scott, M.B., B.Chir. 
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The important effect on stressed “ perspe.x ” windows of 
solutions used for the disinsectization of aircraft is described 
by Whittingham and Galley in the Monthly Bulletin of the 
Ministry of Health and the Public Laboratory Service (1949. 
8, 186). Some insecticide solutions facilitate the crazing of 
these windows, a process which manifests itself in the forma- 
tion., of cracks varying from a surface frosting to deep, highly 
reflecting fissures. This causes a weakness which in pressurized 
aircraft may lead to the window blowing out in flight — a serious 
matter for the aircraft and its occupants at high altitudes. Four 
common insecticides were tested in the laboratory for their 
effect, on stressed “perspex,” and a wide variation was demon- 
strated in the intensity of their action. One solution containing 
methylene chloride, for example, caused instantaneous crazing 
when sprayed on to the window material. Whittingham and 
Galley’s findings indicate the importance of consulting aircraft 
constructors and experts on materials used in aircraft in the 
development of new insecticides for this use. 
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THE CARE OF THE OLD 

Geriatric Medicine. By E, J. Slieglitz, M.D., F.A.C.P. 

Second edition. (Pp. 773 ; illustrated. £3.) Philadelphia 

and London; W. B. Saunders Company. 1949. 

Age is Opportunity. (Pp. 118; illustrated. 2s. 6d.) 

London: The National Council of Social Service, 26, 

Bedford Square. London, W.C.I. 

The two books are symptomatic of the increasing interest 
in the care and welfare of the aged. In a sense they are 
complementary, for the first sets out to discuss the diseases 
from which the aged suffer, wiffi their prevention and 
their treatment, while the second gives much useful advice 
and information to those who wish to see elderly persons 
given the greatest opportunity possible for their own 
happiness. 

Unfortunately, StiegUtz and his 46 co-authors have not 
made up their minds on what they are attempting to do. 
.As a result, their book does not completely satisfy any 
one criterion. It is not a textbook of medicine, because 
it presupposes much fundamental knowledge of medicine ; 
yet it is not a handbook for the doctor who wishes to do 
something for his elderly patients, because it treats in too 
much detail of all diseases affecting all patients. It does 
not limit its lesson to modifications or improvements in the 
diagnosis and treatment of old people suffering from 
general disease. 

One can e.xcept from this generalization the articles 
written by Stieglitz himself, both on the general approach 
to and on the philosophy of the medical care of the elderly, 
and on hypertensive arterial disease From these sections 
there is much that can be learned and much for the 
intelligent reader to ponder over. The author comments 
with a refreshing sanity on the interpretation of a raised 
blood pressure, pointing out the irrelevance of a single 
reading and emphasizing the importance of the time factor 
in prognosis. The instructions for treatment are clear and 
detailed, and show how the patienb with early hypertension 
can enjoy a reasonable life without being a burden to him- 
self or his relations by reason of a host of dietetic fads 
and restrictions. Similarly, Monroe’s article on diseases 
of the joints comes near to being a model of clear think- 
ing and wise treatment. His advice on the management 
of a patient suffering from early rheumatoid arthritis is 
excellent. He realizes that the hopeless deformities so 
frequently seen are not inevitable, and gives in some detail 
his own method of preventing their occurrence. 

Few of the other authors go into sufficient detail to 
make this expensive book of much practical value to the 
doctor who wishes to do his best for ,his elderly patients. 
Old people certainly have their own problems : it is true 
that there are no major changes in the concept of treatment 
between the middle-aged and the aged, but the difference 
between success and failure in this specialty lies in the 
ability to devise means of overcoming the effects of lengthy 
illness and^even longer deformity. Little attention is given 
in this book to considering how best to prevent the onset 
of illne-ss among the elderly, and sufficient emphasis is not 
laid upon the remarkable capacity for rehabilitation 
possessed by these people, provided it is realized that the 
respon.se to treatment wall be slow and that much patience 
will be needed to obtain success. This does not need to be 
the patience of inertia ; the treatment is of interest because 


of the infinite variety of detail needed to achieve a 
successful result 

Reference to the occurrence of pulmonary tuberculosis 
among the elderly is interesting and important, and one 
wonders how many children have been infected by a loving 
grandparent suffering from a " touch of bronchitis.” But 
it is surprising to read suggestions for the treatment of 
Eustachian deafness with radium : experience gained in 
this country during the war has shown the dangers of this 
practice. 

The handbook issued by the National Old People's Wel- 
fare Committee gives good advice to any body, voluntary 
or municipal, that wishes to take an intelligen*. interest in 
the welfare of the elderly. It deals systematically with their 
wants, and shows how these can best be satisfied. It gives, 
therefore, indications of how the elderly can be kept in 
good health, and how they can be prevented from becoming 
a burden to the community by sinking into a state in 
which they need to be admitted to hospital for long periods. 
Regular visiting and the establishment of clubs will not 
only combat the loneliness which is one of the great dreads 
of old age, but wll enable disease to be recognized while 
it is remediable. Provision of meals will help to prevent 
the varied types of malnutrition which are found among 
the elderly. A useful occupation will keep the mind alert 
and active, and its provision should help finally to dispel 
the idea that the aped are incapable of learning new trades. 
.Advice on the setting up of homes and other forms of 
housing will go far to ensure that the older members of 
the population shall be housed in as suitable sur.oundings 
as their younger countrymen, and will do much to keep 
them well. This is a useful book that should be widely read. 

A.\£ULREE. 


ELANDBOOK OF FRACTURES 

Fractures and Dishcniions in Genera! Practice. By John 
Hosford, M.S.. F.R CS. Second edition revised by W. D. 
CoUarl, F.R.C.S. General Praclice Series. IPp. 288 : 87 
illustrations, ills.) London; H. K. Levris and Co. 1949. 

Modem methods in the treatment of fractures, with the 
necessity for repeated radiographic examination, plaster 
work, physiotherapy, and other ancillary services, have 
made it inevitable that most fractures should be treated 
primarily in the fracture services of the hospitals. More 
often than not the general practitioner has neither the 
facilities nor the apparatus for the efficient handling of 
fractures, other than those of a minor nature. Neverthe- 
less, it would be unfortunate if the family doctor were to 
lose touch with modern developments in treatment. He 
may no longer be responsible for the details of the local 
treatment of the fracture, but very often the general super- 
vision of patients under treatment at the fracture clinic will 
fall to bis care. His advice and opinion will often be 
sought; and he will be called in if unexpected symptoms 
should develop in the intervals between the patient’s visits 
to the clinic. 

The second edition of- this book has been' revised con- 
siderably to suit the changed conditions that now prevail. 
It does not set out to teach the practitioner how to treat 
a fracture : it is designed to give him an up-to-date account 
of the broad lines on which fractures and dislocations are 
treated in hospital. The book can be commended for its 
clear descriptions, accuracy, and conciseness. It should 
foifi! well the purpose for which it has been designed, and 
it may prove even more successful as a short handbook 
for students. 


J. C. Adaxjs. 



^96 Dec. 17, 19^9 


REVIEWS 


Durnsa 

Mibical Jouxka 


NEONATAL MORTALITY 

Fetal and Neonatal Death. By Edith L. Potter, M.D. 
Ph.D., and F. L. Adair, M.D. Revised edition. (Pp. 173 ; 
illustrated. ' £1 10s.) Illinois, Chicago: University of 
Chicago Press. Great Britain and Ireland : Cambridge 
University Press. 1949. v 

All those concerned with the care of the newborn baby 
have used “ Potter and Adair ” since it first appeared in 
1940. A new and revised edition, which incorporates new 
work on the Rhesus factor and the effect of rubella upon 
the foetus, is therefore most welcorhe. It is of great 
importance to consider stillbirths as well as neonatal deaths 
to gain a complete picture of loss of life at this period, 
and the study of the problem in the necropsy-room or 
as an exercise in statistics is well described. It is inevitable 
that the references should be almost entirely to American 
literature, and it seems strange to find respiratory diffi- 
culties at birth discussed without any reference to Barcroft’s 
work. It would be a fascinating task to relate the United 
States statistics to those of other countries, as Professor C 
McNeil did with his Scottish figures in 1942. 

The authors’ approach to a subject which still requires 
much exploration is essentially that of pathologists. As 
will be gathered, the effect of this monograph upon the 
reviewer is to make him eager to see it much enlarged : it 
is excellent as far as it goes. Alan Moncrieff. 

PATHOGENESIS OF INFECTION 

Klinische Infektionslehre. By Professor Felix O. Horing. 
Second edition. (Pp. 245. M. 18.) Berlin: Springer. 
1948. 

Professor Horing’s Clinical Study of Infection is an unusual 
book. It is an attempt to bridge the gap between bacterio- 
lo^ and immunity on the one hand and clinical medicine 
on the other. It is not a textbook or a monograph, but 
rather an essay with pathological physiology as its central 
theme. Health and illness are taken as abstractions ; the 
host and the parasite are the only concrete realities. The 
author revolts from the concept of disease resulting from 
the blind operation of chance, something imposed on 
the host from outside. The individual cannot be thought 
-of apart from his environment. The relation of the host 
to the parasite is not one of enmity but essentially an 
attempt at mutual adaptation with symbiosis as its goal. 
Medical bacteriology is therefore merely a branch of 
oecology. 

Starting from this thesis, the author examines the differ- 
ent reactions of tissues to the parasite, classifying them into 
normal, anergic, and hyperergic. He then divides all infec- 
tious diseases into three categories : (a) the cyclical diseases 
characterized by a predictable course — incubation period, 
riod of generalization, period of localization in the 
gans ; (b) the local diseases, characterized by a focus of 
inflammation that spreads only by direct continuity and 
pursues an irregular course ; and (c) the septic diseases, 
characterized by an inflammatory focus that is in direct 
communication with the blood stream, thus enabling the 
particular types of parasite associated with these diseases 
to give rise, to generalized manifestations. Further sub- 
division follows, and ten possible courses are described 
''for the infectious process. Each of the infectious diseases 
is then briefly examined, and classified according to its 
pathogenesis into one or other of the numerous theoretical 
categories laid down. 

This form of abstractive treatment is perhaps more con- 
genial to the Teutonic than the English mentality, but both 
clinicians and bacteriologists may find something stimu- 
lating in the author’s method of approach to a well-worn 
subject. G- S. Wilson. 
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Vrr.iMIN B,. AND PERNICIOUS ANAEMIA 


ViDmin B,,, a crystalline anti-pernicious-anaemia factor 
of great potency, was isolated almost simultaneously in 
1948 in this country and in the U.S.A. We have already 
commented' on some of the reports describing its pro- 
perties and uses. Intramuscular injections of a few 
microgrammes of this compound, which appears to pos- 
sess all the activity usually associated with liver e.xtracts, 
causes remissions in pernicious anaemia, sprue, steator- 
rhoea, and nutritional macrocytic anaemia. The only 
other substances which have such a powerful action in 
minute quantities, though in their case a harmful one, 
are the radioactive element plutonium and botulinus 
toxin. Calculation shows that not more than a few 
hundred molecules of vitamin B,- are necessary for the 
maturation of one red cell. Reports on the use of vitamin 
B,j have so far been confined to small series of patients 
treated with varied amounts of the vitamin and followed 
up for very short periods. In this issue of the Journal 
we publish two articles by workers who have played 
leading parts in the isolation and testing of this com- 
pound. That by Dr, E. Lester Smith gives the story 
of the work which resulted in its discovery. In the 
22 years since Minot and Murphy first discovered the 
effectiveness of liver therapy in pernicious anaemia 
there has been a gradual advance in methods of purify- 
ing liver extracts, though it is now known that these 
purified extracts contained less than 1% of the active 
constituents. This was due to lack of a suitable method 
of separation from inert material (eventually overcome 
by partition chromatography), the extremely small quan- 
tity of vitamin B,j present Oess than 1 g. in 4 tons of 
iiver^), and the absence of convenient methods of assay. 
Thp success of Lester Smith’s fractional crystallization 
depended upon the results of clinical trials of more than 
80 samples carried out by Dr. C. C. Ungiey, the author 
of the Second paper in this issue. In this type of work 
the greatest care and patience are needed to avoid false 
results, and it is to the credit of the clinical workers 
that they were able to lead the laboratory workers 
along the correct path. 


J B'ltish ^fedilU3I Journal^ {949, 2. 69-f. 
i SmUh. E. L., Soture, Lond , t«1. 638. 

% BfUiih liftdiail Journal, 1949, 2, 1072. 

i Spies. T. D., Stone. R. E. Lopez, G, G., Milancs, F.. Toca IL I. anH 
Aramboru, T., Lancet 1948, 2. 519. . » r., i oca. k. i... aa0 


Dr. Ungley’s carefully planned investigation of the 
treatment of pernicious anaemia by injections of vita- 
min B ,5 was carried out on 53 cases, the largest series 
yet published. He took great care to ensure that 
responses were not due to spontaneous remission or 
to factors in the diet, and he was able to offset the 
effect of variation in the initial red-cell count by the 
use of statistical methods. Having worked out a logical 
scheme of dosage Ungiey is now able to say with greater 
certainty than any previous worker how much vita- 
min B,j is required to treat patients with pernicious 
anaemia. It seems that a single dose of 10 gg. produces 
as good a response, judged by reticulocyte increase or. 
better, by the rise in the total red-cell count over a 
period of 15 days, as is usually obtained with ordinary 
liver extracts. Larger doses give even better results, 
and the amount required to restore the red cells to 
4,5 million or more in 32 cases ranged from 15 to 
140 nS- These amounts led also to an increase in white 
cells and platelets and to clinical recovery. Twenty-one 
patients have been followed up for six to fifteen months 
while receiving 10 mS- every two weeks, and only three 
have not been maintained in an entirely satisfactory 
state. No fresh neurological symptoms appeared, and 
those already present improved or at least did not 
progress. Ungiey considers the results of treatment 
of eight cases of subacute combined degeneration 
of the cord to be as good as those obtained with 
liver extract, either crude or refined. This contrasts 
strongly with the results of folic acid therapy re- 
ported recently in this Journal by Israels and Wil- 
kinson,^ who concluded that folic acid should never 
be given to patients with subacute combined degener- 
ation of the cord. Ungiey suggests a dosage schedule 
consisting of 40-80 fig. initially. 20 ixg. weekly for three 
months, and 30 fig. every three weeks thereafter for 
the uncomplicated case of pernicious anaemia, with 
double these amounts and more frequent administra- 
tion when neurological symptoms are present. 

The use of microbiological methods of assaying vita- 
min B,- activity, developed in the U.S.A. during the 
work which led to its isolation there, enables the 
strength of fiver extracts to be measured in terms of a 
pure substance. Dosage will thus cease to be empirical. 
The isolation of vitamin B,, from the metabolism fluid 
of cultures of Streptomyces griseus (used in the manu- 
facture of streptomycin) is referred to by Lester Smith, 
and commercial production from fermentation liquors 
is now practicable. The use of the pure vitamin may 
obviate the reactions which occasionally occur with 
fiver extract and will certainly enable larger amounts of 
the anli-pemicious-anaemia factor to be administered. 
Thus the outlook for patients with cord changes may 
be improved. No doubt, however, further discoveries 
will soon be made. Already there are known to be 
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two. probably three, active substances in the crystalline 
fraction, and thein relationships and -chemical structure 
are being studied. The part played by folic acid and 
thymine'* still remains a mystery. On the clinical side! 
too, there are many unanswered questions. The nature 
of the “ intrinsic factor ” is still unknown. The source 
of vitamin Bu, whether dietary or the result of bacterial 
synthesis in the gut, is uncertain. There is no satisfac- 
tory explanation why some patients develop subacute 
combined degeneration of the cord when anaemia is 
only moderate or even absent and other patients with 
severe anaemia do not develop it, why spontaneous 
remissions occurred before liver was used in treatment, 
or why some patients are, or become, refractory to 
treatment with liver extract. The discovery of vita- 
min Bi 3 has already helped the search for the answer to 
these and other questions. 


THE EYES IN MALNUTRITION 


It is not surprising, since the normal eye is a most 
sensitive and delicately poised optical instrument, that 
optical abnormalities should frequently occur as an effect 
of disease or that they should be given prominence when 
they are a characteristic feature of any particular illness. 
Besides being a secondary effect of disease, however, eye 
lesions may sometimes be the first signs of dietary 
deficiency. In recent years much new knowledge has 
been gained about nutritional requirements, and many 
books and papers have been written around clinical and 
experimental observations on the state of the eyes in 
various forms of malnutrition. Dr. Hugh Stannus’s 
scholarly and critical essay on “ Nutritional Eye 
Disease,”* for which he was recently awarded the 
Treacher Collins Prize, is therefore to be welcomed as 
a valuable review of this important subject. In his 
earlier chapters Stannus assumes that disorders of nutri- 
tion may result from senescence, inborn errors of meta- 
bolism, endocrine derangements, metabolic diseases,' and 
various congenital deformities, dystrophies, and abio- 
trophies, and he discusses many pathological conditions, 
both common and rare, in which the eyes are affected, 
though it may be questioned whether nutritional factors 
are concerned in all of them. In his description of the 
biochemistry and metabolism of the various parts of the 
eye he points out that the lens is completely isolated 
from any blood supply and is believed to have its own 
internal auto-oxidation system, in which ascorbic acid 


1 Stannus, H. S.. “ Nutritional Eye Disease." Manuscript copy presented 
by the author to the library of the British Medical Association. 

“Warkany. J., and Schraflen-Berger, E-, Proc. Soc. exp. Biol., N.Y., 1944, 
57. 49. 

3 Melianby. E.. /. PhysM., 1940-41. 99, 467, 

4 Wernicke, C., Lehrbuch der Gchirnkrunkhciten. 1881, 2. 229, Berlin. 
i Uincet.mi.i. H. 

« PuhL HUh Rep., lYasli., 1940. 55, 157. 

7 Burgess. R. C., Proc. Ntttr Soc., 1945, 5, 116. 

® Raadt, O. L. E. de, Thesis, 1947, Leiden. 


and glutathione, both present in relatively large quan- 
tities, may be vitally concerned. , 

Stannus devotes most space to a discussion of the 
effect of either primary or secondary deficiencies of 
individual nutrients on the structure and function of the 
eyes, with particular emphasis on the effects of depriva- 
tion of vitamins. According to present evidence, vita- 
mins A. B„ C, and riboflavin seem to be more impor- 
tant than others for maintaining the health of the eyes, 
though Stannus briefly reviews the whole range of vita- 
mins and the general effects of their deficiencies. As 
examples of the various ways in which nutritional 
deficiency may affect the eyes the four main lesions 
which can result from deficiency of vitamin A have 
special interest. In human beings and in rats avita- 
minosis A frequently gives rise to xerophthalmia 
and keratomalacia. These abnormalities are generally 
regarded as the classical signs of deficiency of the 
vitamin and frequently cause permanent blindness in 
Eastern peoples. In rats deficiency of vitamin A during 
pregnancy often causes ocular defects in the offspring.’ 
In dogs deficiency of the vitamin may disorganize bone 
growth, and stricture of the optic nerve may result from 
occlusion of its foramen.’ Deficiency of vitamin A also 
causes defective dark adaptation: the abnormality in 
this instance may be traced to a defective formation of 
visual purple, a photosensitive pigment present in the , 
retinal rods. At least one form of this pigment, if 
Stannus’s view is accepted that a group of pigments is 
involved, consists of vitamin A in combination with 
protein. Deficiency of a single vitamin, therefore, may 
lead to permanent blindness by three distinctly different 
anatomical routes. A serious functional disturbance 
also results if the same vitamin is not available to take 
part in the complicated mechanism of the retina ; for this 
it takes on a form in which it is unknown in any other 
tissue. 

Deficiency of vitamin B, causes similar optical lesions 
in diseases arising in widely different circumstances. 
Thus Wernicke’s encephalopathy,'* a disease in which 
sight is affected by lesions in the periventricular grey 
matter of the brain, with varicose deformities of the 
blood vessels and petechial haemorrhages, svas described 
long ago in alcoholic patients, and was later considered 
to be associated with a secondary deficiency of vitamin 
Bi. Subsequently a very similar picture was observed 
in the “ Chastek paralysis ” which afflicted artificially 
reared 'silver foxes when they were fed upon raw fish. 
Research soon indicated that the fish contained a toxk 
substance capable of inactivating vitamin Bi. which was 
effective in the treatment of the disease. Finally. 
Wardener and Lennox’ noticed a similar syndrome, 
often fatal, in a large number of prisoners of war at 
Singapore whom they considered to be suffering from 
’“cerebral beriberi.” Thus, secondary deficiencies of 
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.vitamin B, caused by two different toxic agents, or by 
prolonged and severe dietary deficiency, all eventually 
lead to the development of similar syndromes. In ribo- 
flavin deficiency there is a heaping up of sodden epithe- 
lium on the palpebral commissures, in common with all 
orifices of the body, the typical signs having been 
observed by Stannus in malnourished individuals nearly 
forty years ago. The patients complain that their eyes 
Itch and bum. and visual acuity is sometimes poor. 
Stannus, however, disputes the claims originally made 
by Kruse and Sydenstricker* that a deficiency of ribo- 
flavin may be diagnosed by slit-lamp examination of the 
vessels in the limbus, since other factors have to be taken 
into account Dr. Stannus concludes his monograph 
with a comprehensive account of the optical abnormali- 
ries which were frequently observed in prisoners of war 
in the Far East subsisting on diets deficient in both 
quantity and quality. In these circumstances retrobulbar 
neuritis was often a prominent symptom, probably 
associated with riboflavin deficiency.’ Nystagmus 
with oto-neurolo^cal symptoms was also common 
and believed to be an early manifestation of pellagra.* 
Pick’s visions, or the so-called partial visual vertigo, 
were another disturbing feature ; the patients saw 
jumbled print when they attempted to read, and some- 
times had the impression that their companions left the 
room by walking through the wall. 


VITAMIN E THERAPY 


The difficulty of deciding whether vitamin E has any 
real value in the treatment of human diseases was 
emphasized by the contradictory opinions expressed 
at the International Conference on Vitamin E which 
was held in New York earlier this year and on which 
we commented at the time.’ Massive doses of a- 
tocopherol were claimed by Dr. Evan Shute and others 
who belong to his school of thought to be effective in 
the treatment of cardiovascular diseases, chorea, ulcer- 
ations, bums, multiple sclerosis, urethral strictures, 
Dupuytren’s contracture, Peyronie’s disease of the 
penis, and even diabetes. Most of these claims, 
however, were contested by other investigators, who 
described carefully controlled trials in which they had 
failed completely to observe any benefit from vitamin-E 
therapy. In spite of these severe criticisms vitamin E 
has continued to be widely prescribed in Canada and 
the U.S.A. 


Recent reports have increased doubts about the value 
of vitamin-E therapy. In the treatment of a small, care- 
fully selected series of cases of angina pectoris Ravin 
and Katz" found that tocopherol was valueless. Bensley 


1 British Medical Journal^ 1949, 1, 949 and Qsi i 
» J. .A/«££., 1949, 240, 3?1. 
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and his colleagues’ were equally unsuccessful in a care- 
ful trial of its alleged beneficial effects in diabetes. To 
offset these disappointments, however, the use of toco- 
pherol in two recent investigations, reported elsewhere 
in this issue, appears to have achieved a fair measure of 
success. Dr. G. Russell Thomson (p. 1382) has tested 
Steinberg’s claim that Dupuytren’s contracture is influ- 
enced favourably by massive doses of vitamin E. Most 
of his early cases responded well, and complete exten- 
sion of the fingers was often restored. The vitamin was 
also beneficial in the later stages of the disease, but to 
expedite cures the palmar bands were divided by oper- 
ation. These observations, however, are open to the 
criticism that no control cases were given placebos, 
though confirmatory evidence that the vitamin has a 
plainly recognizable effect on the diseased tissues might 
perhaps be inferred from the pain which was often 
experienced in the palmar bands before the contracture 
began to respond. Dr. H. C. McLaren (p. 1378) has 
studied the value of tocopherol in preventing flushing, 
sweating, and insomnia after artificial induction of the 
menopause by treatment with radium or deep x rays 
or by hysterectomy and oophorectomy. Temporary 
relief was obtained in about 60% of his cases. Since 
the remaining 40% were relieved by stilboestrol, it is 
clear that tocopherol is less efficient than are oestrogens 
in preventing flushings, but it has the advantage of 
seldom causing the resumption of menstruation. Some 
of the patients were given placebos for a few weeks 
before their treatment with tocopherol was begun ; only 
one out of eighteen was cured. 

The results of these two investigations raise hopes 
that vitamin E may have real value in the treatment 
of certain diseases, even if the more extravagant accla- 
mations of its virtues have to be discounted. Animal 
experiments have left no doubt that the vitamin is 
essential for most species, and that the lesions which 
result from its absence are remarkably diverse. Thus 
its role in maintaining gestation, which led to its dis- 
covery some 25 years ago, is only one of the many 
manifestations of its activity. Other lesions caused fay 
deprivation of this vitamin are muscular dystrophy, 
brown coloration of the uterus and skeletal muscles! 
encephalomalacia. exudative diathesis, and dental abnor- 
malities. Animals whose diets are deficient in vita- 
min E use and store vitamin A inefficiently, and their 
fat deposits are turned brown, when large amounts of 
cod-Uver oU are given. When the diet is deficient also 
in protein the animals are particularly vulnerabJe to 
liver injuries, whether occurring spontaneously or after 
the administration of chloroform or other toxic sub- 
stances. The erythrocytes of deficient animals are un- 
duly liable to haemolysis. From the results of anim.i 
expenments, therefore, it would not be surprising if 
deficiency of vitamin E were found to be associated 
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with several widely different human diseases. But there 
is still no evidence that concentration of vitamin E in 
the blood plasma is particularly low in any of the 
diseases which it is reported to benefit, or that the food 
eaten by the patients suffering from these diseases has 
been deficient in the vitamin. The doses claimed to be 
effective, moreover, are usually greatly in excess of what 
is thought to be the normal daily requirement. Shute 
has concluded that tocopherol in large doses has thera- 
peutic effects which are distinct from its physiological 
effects at normal intakes. Another possibility is that 
defects in the tissues may increase requirements for 
tocopherol, so that the amounts' normally supplied by 
the blood may become inadequate^ 

Perhaps the most regrettable feature of tocopherol 
therapy, at its present state of development, is its great 
expense. Thus in McLaren’s investigation an average 
course of treatment consisted of 18.5 g. of tocopherol 
given over 37 days, and the cost was £7. For other 
diseases Shute recommends permanent dosing, which 
means a constant expenditure of over £I per week. 
This heavy cost would obviously be justified for a drug 
clearly proved to prolong life or prevent disablement, 
but for a remedy whose efficacy is still in doubt the 
price seems far too high. For the present tocopherol 
might justifiably be prescribed in Dupuytren’s contrac- 
ture and in cases of menopausal flushings in which the 
administration of oestrogens is contraindicated. It may 
perhaps be worth a trial in Buerger’s and Peyronie’s 
diseases. Its value in the treatment of more common 
diseases is in most instances very questionable, and its 
prescription should await the verdict of carefully organ- 
ized research 


SPENS AWARDS TO BE CONFIDENTIAL? 

The Council of the B.M.A. and the Central Consultants and 
Specialists Committee have formulated their views on the 
“ Special Distinction Awards ” in a statement published in 
this week’s Supplement. They have decided that neither 
body, nor the Regional Consultants Committees, should 
have a hand in putting forward the names of suitable 
recipients of the awards. They recommend the Advisory 
Committee on Merit Awards to form, after consultation 
with hospital boards, selection committees in each region 
comprised of “distinguished practitioners of consultant 
status who are not themselves interested in merit awards 
(i.e., being already in receipt of the highest award or retired 
from practice).’’ The Council and the Consultants Com- 
mittee have also suggested criteria for ^assessing merit. 

One recommendation calls for comment ; “ It would be 
undesirable that any publicity should be given in the lay 
press to the practitioners who receive awards, but at the 
same time information regarding the awards should be 
available to the profession. If this principle is accepted 
it follows that there should be no publication of, lists of 
recipients even in the medical press.’’ If there is no publica- 
tion the information cannot be available to the profession. 


It is recommended that this information shall be available 
to part of the profession — namely, the Joint Committee and 
its constituent bodies ; boards of governors, regional boards, 
medical committees, and medical advisory committees 
“ Apart from this the boards^hould be instructed to regard 
information relating to awards as confidential.” It is not 
for the Journal to criticize this recommendation of the 
Council of the B.M.A. to the Advisory Committee on Merit 
Awards. The fact that it has seen fit to make such a 
recommendation 'is in itself a comment on the peculiai 
innovation in our professional life that has been introduced 
by this method of augmenting consultants’ incomes. 

These awards have often been described as prizes — even 
compared to Nobel prizes. Men like to honour those who 
win prizes and gain professional distinction for merit in 
their work. If the recommendation of partial secrecy is 
acted on, then something quite exceptional will have hap- 
pened in the profession of medicine — and in the history ol 
prizes and awards. The reasons for asking for partial 
secrecy are no doubt compelling ; the fact that the Con 
sultants and Specialists Committee demanded it is proof 
enough of this. Secrecy is a form of censorship, and if 
we countenance it ourselves it may be less easy to fight 
against it if others should attempt to impose it on us. 


TRAUMATIC DIABETES INSIPIDUS 
Diabetes insipidus has long been recognized as a rare 
sequel of head injuries.’’^ Porter and Miller* have 
recently reviewed the subject, basing their observations on 
18 cases. The condition was noted in 13 out of 5,000 
cases of non-penetrating head injury at the Military Hos- 
pital for Head Injuries at Oxford. In all cases the injurj 
was severe as judged by the length of the post-traumatic 
amnesia, which was less than two days in only one case 
The diabetes insipidus was well controlled by posterior- 
pituitary extract in the 14 cases in which it was used : no 
case resistant to this treatment was encountered. Eleven 
patients recovered spontaneously within nine months ; one 
was improving satisfactorily after 15 months ; and in the 
other six there was no evidence of recovery at interval.', 
of from 13 months to eight years after the head injury. 

A point of special interest in this study is that the appea'i- 
ance of diabetes insipidus may be delayed. It is obviousl\ 
difficult in patients whom the injury has made stuporose 
and incontinent to be quite sure when polyuria and poly- 
dipsia start, but the authors are confident that in the 
majority of their patients these symptoms developed from 
nine to 30 days after injury. This finding is in keeping 
with experimental diabetes insipidus in dogs,“ in which 
there may be a considerable interval after traumatic hypo 
thalamic lesions before diabetes insipidus occurs. If ai 
the time of operation the pitressin-secreting tissue of the 
pituitary is also removed diabetes insipidus develops imme- 
diately, and it is thought that the delay is due to pitressin 

1 Fb.stcin» W,, DlM'h. Arch klin, Med,^ 1873, 11, 344. 

2 Kahler. O , Z. Hcllk,, 1886. 7, 105. 

2 Lhermivte, J., and Albessar, Rev. neurol.^ 1935, 63, 716. 

^Warkan^. J., and Miichell. A. G., Amer. J. Dis.^Child., 1939, 57, 603 
Seurol tJeurosurj;. PsvrhUit.^ 1948, 11,258. 

® Heinbccker, P., and White H. L., Amer. J. Physiol. ^ 1941, 133 582 

7 Gre<fae J. L., Atm. de m^d les., 1938, 18, 226. 

8 HaJl, G. W., and Leroy, G. B., J. Amer. mcd. Ass.^ 1936, 106, 431 

& Hendry. J., GUtssow med J.^ 1921, 96, 147. 

Bull. Mim. Soc. Chirurgiens, Paris, 1921. 47, 685. 

II Nouv. fetvsograph de la Salp^triire, 1916-18, 23, 185. 

*3 Trans, ^mer. neurol. Ass.. 1939, 65, 63. 
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being secreted for a time by the denervatcd neurohypo- 
physis. A record was kept of the concomitant intracranial 
damage in these • patients ; injuries of the optic chiasm, 
optic nerves, and olfactory nerves were frequent, but in 
one case only was llrere undoubted clinical evidence, apart 
from the onset of diabetes insipidus, of hypothalamic 
damage. This was a man who developed an adiposo- 
genital syndrome during the 15 months following his head 
injury. The adiposo-genital syndrome has been reported 
by other workers’ • as a symptom of hypotlialamic damage 
following head injury, and also narcojepsy.’* 

No post-mortem studies could be made in Porter and 
Miller’s series of cases, and, as is so often true in non- 
penetrating head injuries, the exact location and mechanism 
of the neurological damage is to some extent speculative. 
Ihe authors think that the damage was probably in the 
pituitary stalk, due to stretching when the brain was dis- 
placed at the time of injury, and that some patients 
recover completely because not all the fibres in the stalk 
are completely severed. They suggest that the relative 
rarity of other hypothalamic symptoms is due to the early 
death of most patients who have severe hypothalamic 
injuries. 

Two earlier case reports provide useful information 
about the site of the injury in traumatic diabetes insipidus. 
Reverchon and Worms*” described the post-mortem appear- 
ances in a case in which the hypophysis was completely 
unrecognizable and was reduced to a nodular mass sur- 
rounded by a fibrous capsule. Unfortunately no special 
mention was made of the hypothalamus, presumably 
because the case was reported at a time when attention 
was directed to the pituitary rather than the hypothalamus 
in the pathogenesis of the condition. The case of Maranon 
and Pintos** is more instructive. A boy was accidentally 
shot by a pistol through the middle of his forehead from 
a distance of three metres ; he did not lose consciousness, 
felt no pain, and actually went on playing. One month 
afterwards he developed excessive thirst and polyuria, and 
16 months later an adiposo-genital syndrome. He died 
following an exploratory craniotomy, and at necropsy the 
bullet was found lying in the floor of the third ventricle 
with its point in the direction of the pituitary stalk. There 
was a fibrous capsule around the bullet involving the tissue 
of the stalk, but there was no evidence of damage to the 
pituitary. These findings are of particular interest, since 
they also were described before attention had been directed 
to the hypothalamus and pituiury stalk ; they agree closely 
with the results of Magoun and Ranson's’” experimental 
work on the cause of diabetes insipidus and the importance 
of the anterior part of the hypothalamus and the fibres run- 
ning through the pituitary stalk from the supra-optic nuclei 
to the posterior pituitary. 


ER'VTHROCYTES IN LIVER DISEASE 
The important role of the liver in haemopoiesis has been 
recognized since the classical work of Minot and -Murphy,* 
and much information has since been obtained about dis- 
turbances of red-cell formation in patients with hepatic 
disease. The most frequently recorded deviation from the 
normal blood picture is an increase in the size of the red 


cells, the reported incidence -of this abnormality varying 
from 25 to 100%. Much of this variation is probably 
attributable to differences in methods of observation used 
by different observers. Quite logically, therefore, Larsen’ 
in Oslo, before re-examining the effect of hepatic disease 
on red-cell size, examined the whole question of the 
technique of cell measurement and the possible errors 
therein. The thoroughness with which he has tracked 
down and exposed sources of error is reminiscent of the 
meticulous work of the German pathologists in their hey- 
day. The work is in fact but one more example of the 
leading part Scandinavian svorkers are playing in medical 
research. The author has not hesitated to apply every 
technique at his disposal, and his use of the statistical 
method is a model of its kind for the exposition of error 
and the elucidation of svgnificance. 

Among the errors which Larsen discusses, and then 
avoids in his own work, are those due to persona) 
qualities in individual assistants. These are of great 
psychological interest. For example, some are apt to 
“ draw towards the centre,” which makes the frequency 
distribution curve too high and too narrow, thus greatly 
reducing the standard deviation. Others show a tendency 
to “ measuring towards whole numbers ” ; this results in 
dentate instead of smooth distribution curves. Errors due 
to optical equipment, photographic recording, colour of 
the stain,. and nature of the light source have ail been 
assessed and so far as possible eliminated. Failure to 
c.xclude these sources of error may lead to variation in 
the mean cell diameter, determined on the same cells, by 
as much as 1.0 micron. One consolation to the investiga- 
tor undertaking further work in this field is the conclusion 
that results of statistical significance are obtainable by 
measuring only 200 cells in any given case instead of the 
500 stipulated by Price Jones. 

Using this new and careful techm'que, Larsen has 
confirmed the high incidence of macrocytosis in paren- 
chymatous hepatitis. In forty-two of fifty-eight cases a 
significant increase was observed in the mean cell diameter 
(M.C.D.) above the normal of 7.79 microns. No increase, 
however, was found in the mean cell volume, from which 
it is obvious that the cells are’ unusually thin. This 
interesting finding accounts for the difference in incidence 
of macrocytosis in hepatic disease recorded by different 
observers, for the results depend upon whether the size of 
the cell is estimated by the haematocrit or by actual 
measurement of ceil diameters. Of greater interest, how- 
ever, than the confirmation of increased M.C.D. in hepatitis 
is the further information obtained about how this occurs. 
Increase in size could result from peripheral causes in the 
circulation or central causes in the marrow. Larsen’s 
results prove conclusively that it is the central- causes 
which are of greatest importance. By a modification of a 
method of statistical analysis introduced by Mogensen* he 
demonstrates that the* abnormal frequency-distribution 
curve of the red cells observed m hepatitis can be 
resolved into two normal curves — one with a normal 
M.C.D. of 7.81 microns, the other of 8.56 microns. This 


- tU,-' V* . WZO. ST. 470. 
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implies that during an attack of hepatitis an abnormal 
generation of red cells is produced possessing a larger 
M.C.D. and a smaller mean corpuscular thickness but 
with a normal standard deviation. 

These characteristics of the red cells in hepatitis are in 
marked contrast to .those found in untreated pernicious 
anaemia. Analysis of the red-cell distribution curves 
shows that the blood cell population in the latter con- 
dition consists of at least three abnormal components — 
namely, a left-hand curve of microcytes, a middle curve 
corresponding to the large cells found in hepatitis, and 
a right-hand curve consisting of very large cells — as 
well as one component with normal blood cells. Most 
unexpected, however, is the finding that in treated cases 
of pernicious anaemia the distribution curves are still 
abnormal. The right-hand curve disappears and the left 
changes gradually to normal ; but the middle curve corre- 
sponding to the large” cells found in hepatitis apparently 
persists indefinitely. The cell population in pernicious 
anaemia is therefore quite different from that in liver 
disease, but becomes remarkably similar to it after treat- 
ment with the anti-pernicious anaemia factor in liver. 
The question why a generation of unusually large thin 
cells is produced in cases of hepatitis is not answered by 
Larsen’s work. The most obvious explanation is a defi- 
ciency of a factor required for the maturation of macro- 
normoblasts to normocytes. Trial o? several nutritional 
factors suggests that nicotinamide is such a factor. 

A further and unexpected result of this work is yet 
another liver-function test. Measurements of M.C.D. 
and M.C.V. would appear to be of diagnostic value, 
since an increase of the former without increase of the 
latter strongly suggests liver-cell damage, and the further 
changes in these indices are of prognostic significance. 


HOW DOES E.C.T. WORK ? 

The value of electrically induced convulsions in the treat- 
ment of depressive psychoses is generally agreed, but how 
they benefit the patient is uncertain. Explanations and 
theories are confusingly numerous. For instance, it has 
been suggested that there may be an incompatibility 
between convulsions and schizophrenia. Convulsion treat- 
ment was originally based on the alleged absence of schizo- 
phrenic psychoses among epileptics. Again, E.C.T. may 
free the patient of unpleasant memories by causing tempor- 
ary amnesia, or a depressed patient may subconsciously 
feel he deserves some punishment for his inadequacy and 
unworthiness, and so by interpreting the E.C.T. as a kind 
of penance he achieves a morbid satisfaction. Another 
suggestfon is that the brain subjected to an electric shock 
may produce a substance beneficial to the psychosis. 
Cerletti^ named this hypothetical substance' “ acroagonin ” 
and claimed that extracts of brains of pigs killed by repeated 
electrically induced convulsions have a therapeutic effect 
on depressive psychoses which is much greater than the 
effect of brain extracts from pigs dying under happier cir- 
cumstances. Attempts to explain the benefits of E.C.T. as 

}^Lavori l^'enropsic/iiatrict, 1947, Rome. 

» J. ment. Sci., 1949, 95. 275. 


the result of an “ indirect ” action on the autonomic 
nervous system are not convincing, for the autonomic 
system is concerned in most physical happenings and its 
exact part in them is by no means clear. 

Whatever the explanation may be, there is general agree- 
ment that it may not be the convulsion but some product 
thereof which • benefits the psychotic patient. Obviously ii 
would be a great advantage to secure the improvement 
without the convulsion, and for this reason Ashby’s’ 
attempt to demonstrate a hormonal mechanism behind the 
benefit derived froqi E.C.T. deserves serious consideration 
It is now believed that as a result of “ stress ” the pituitarj 
is stimulated (via the hypothalamus) to produce cortico- 
tropic hormones. It would therefore -be reasonable to 
expect a change in adrenocortical activity after the stress 
of E.C.T. Ashby investigated the excretion of cortical 
steroids in fourteen psychotic patients submitted to E.C.T. 
and found that in most cases there was a brisk outpouring 
of both “ sugar-active ” cortins and “ reducing ” cortins 
during the first few days of treatment, but he could demon- 
strate no change in the rate of excretion of 17-ketosteroids 
Great care was taken to avoid errors in this investigation : 
the collection of urine was checked by creatinine measure- 
ments, and the biological assays were first carefully tested 
for their reliability. Ashby is rightly cautious about the 
significance of his findings. Granted that E.C.T. alters 
the excretion of cortical hormones, and also that it. 
improves psychoses, the question remains whether it is the 
cortical hormones which are the cause of that improve- 
ment. Ashby found that the degree of clinical recovery 
was greatest in the patients whose excretion of adrenal 
cortical steroids was increased the most, but he admits that 
the evidence for this was suggestive rather than conclusive. 
Nevertheless his results are sufficiently convincing to justify 
further research on similar lines. If E.C.T. works by 
stimulating the secretion of cortical hormones then it would 
be reasonable to expect that the direct administration of 
the necessary hormones would eventually replace the 
present relatively unpleasant and dangerous method of 
producing them indirectly. 


PRESIDENT-ELECT 

Sir Henry Cohen has been appointed President-Elect of the 
British Medical Association in place of Professor T. P. 
McMurray, who died on November 16. Professor of Medi- 
cine in the University of Liverpool — an office to which he 
was appointed in 1934 at the early age of 34 — Sir Heiuy 
Cohen has an international reputation in medicine and 
bears an authority no less distinguished in the fields of 
medical education and ethics. He has rendered outstand- 
ing service to the Association and the profession as chaii- . 
man of the Medical Curriculum Committee, which issued 
its report on “ The Training of a Doctor ” in 1948, and he 
is now chairman of the Committee on the Postgraduate ' 
Education of General Practitioners, whose report will be 
published early next year. Since 1946 he has been a Crown 
representative on the General Medical Council, and he was 
elected vice-chairman of the Central Health Services 
Council when it was set up last year. Sir Henry’ was 
knighted in the New Tear’s Honours this year. 
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amount of sugar present in the lirine. Thus, for a red or 
'yellow test the dose may be between 20 and 40 units, for a 
green test with a yellow deposit 12 to 20 units, and for a 
.blue test 0 to 8 units. Dosage will depend, o^n the height 

INSULIN DOSAGE IN PRE-COMA 
Test urine four-hourly for sugar and ketones. 

Inject S.l. after each test. 

Colour after Benedict’s test Order of dosage of S.l. 

Red or yellow 20-40 units 

'■ Green, yellow deposit . . . . . . 12-20 ,, 

Blue ^ 0-8 ,1 

Give Quid feeds containing 20 g. of carbohydrate after and 
midway between injections. 


of the blood sugar, if this is known, the severity of the 
diabetes, and the intensity of the ketosis, and the figures 
given must therefore be regarded as very approximate. 
Fluid feeds containing 20 g. of carbohydrate should be 
given after and midway between the insulin injections, and, 
if dehydration is at all severe and the patient is not vomit- 
ing, additional drinks of water or one-fifth normal saline 
may be taken with advantage. When there is any tendency 
for feeds to be vomited the stomach should be washed out 
with a solution of sodium bicarbonate. If this fails to 
relieve vomiting, fluids must be given intravenously in the 
manner described below. Although blood-sugar estimations 
are not essential in this form of treatment, they add greatly 
to the ease and speed with which ketosis can be corrected. 
An initial blood sugar is of particular value in helping to 
assess insulin dosage. The following chart was devised by 
R. D. Laurence and' is convenient for the treatment of 
diabetics with severe ketosis or in pre-coma ; 


Diabetic Coma : Diagnosis 

As already stated, this condition represents the end stage 
of a process of progressive ketosis and is therefore never 
sudden in onset. The history, if available,_will always be 
that of increasing malaise with symptoms of uncontrolled 
diabetes and ketosis extending over a period of days or, al 
least, many hours. In addition, there is often a history of 
intercurrent illness such as gastro-enteritis or some other 
infective process. On examination, the signs are a com- 
bination of those of ketosis and dehydration. The former 
produces acetopnoea, a heavily fhrred tongue, and the deep 
abdominal breathing — so-called air hunger — characteristic 
of diabetic coma. The latter is responsible for the lowered 
ocular tension, dry tongue and skin, low or falling blood 
pressure, rapid pulse, and cold extremities which together 
constitute the clinical picture of peripheral circulator)' 
failure or shock. The urine- is loaded with sugar and 
acetone bodies, and chlorides are absent or reduced. The 
blood sugar almost always exceeds 300 mg. per 100 ml. and 
may be over 1 g. per 100 ml. In making a diagnosis oi 
diabetic coma it should always be remembered that this 
condition very rarely occurs in elderly obese diabetics, and 
that cerebrovascular accidents are not uncommon in such 
patients. In the absence of diagnostic signs in the nervous 
system diabetic coma can be excluded by finding ketonr 
bodies absent from the urine, or present in traces only. 

Treatment of Diabetic Coma 

Patients in diabetic coma should be admitted to hospital 
as quickly as possible, as the longer the treatment is delayed 
the worse the prognosis. The patient should be put into r. 
warm bed and kept warm with an electric blanket. A 


EMERGENCY DIABETIC TREATMENT 

Diet and Insulin Control by Urine Tests 


Diet. Carbohydrate grammes. 


to g. C. 
in 


Glucose : 

Sugar : 

Orange juice : 

■ Milk : 

Benger’s : 
Horlick’s : 

, Ovaltine ; 
Bread measure 


k oz. 

2 large lumps 
4 oz. 

7 oz. 

2 level teaspoons. 
2 heaped ,, 

2 very' full ,, 
ro g. C. (§ oz.) 


Insulin. Test urine for sugar before each dose, passing catheter if necessary. 

Give insulin hourly at 

If Benedict's test is: ^ ’ Units Marks on Syringe 

Red or yellow = -f- -f sugar 

Green with copper deposit = Trace 

Blue = 0 
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general examination should be made, without undue 
exposure, to exclude any general or local infection, and 
suitable treatment started without delay. 

An injection of SO to 100 units of S.l. should be given 
subcutaneously and an intravenous drip set up, if possible 
into a forearm vein and without cutting down. A catheter 
specimen of urine should be tested for sugar, ketone bodies, 
and chlorides, and blood taken for sugar estimation. The 
stomach should then be washed out with sodium bicar- 
bonate solution. It is convenient to use normal saline for 
the early treatment of dehydration as it also corrects 
chloride loss and does not obscure the effect of the initial 
dose of insulin. The first two litres should be allowed to 
run in as fast as possible, and if the blood pressure remains 
very low a third litre may be given in the same way, pro- 
vided that a careful watch is kept on the bases of the lungs 
for the onset of pulmonary oedema. Inability to overcome 
peripheral circulatory failure is the commonest cause of 
death in diabetic coma, and it is worth while giving 2 pints 
(l.I litres) of plasma if saline fails to maintain the blood 
pressure. 

By the lime all these things have been done the result of 
the initial blood-sugar estimation should be known and a 
decision can he made whether to give more insulin at once 
or to wait three to four hours for the result of the second 
blood-sugar test. If the level is very high — over SCO mg. 
per 100 ml. — a further 80 units or more should be given 
at once, according to the degree of glycaemia, hut for lower 
'evels it is safer to wait and see the effect ^pf the initial dose 
of insulin. Desperate late cases with a very high blood 
^^gar and an extreme degree of ketosis and dehydration 
may require many hundreds or even thousands of units of 
insulin, but they are comparatively rare. The early cases 
of average severity seldom need more than a few hundred 
units to remove the ketosis and reduce the blood sugar to 
3 normal level. 

There is a tendency at present to give needlessly large 
and potentially dangerous doses of insulin at very frequent 
intervals to cases of diabetic coma which could be equally 
effectively and more safely treated with smaller doses given 
at intervals of three to four hours. After the second blood- 
sugar reading has been taken, 4% glucose in 1/5 normal 
saline should replace normal saline and be given by drip 
until the patient is conscious and able to take fluids by 
mouth without vomiting. From this stage onwards the 
treatment should be the same as that described under 

Pre-coma.” 

Marked tachycardia often persists for several days after 
the patient has come out of coma, and during this period 
every care should be taken to throw no unnecessary strain 
upon the heart. Vitamiij B by intramuscular injection in 
doses of 50 or 100 mg. daily has been advocated, on the 
assumption that deficiency of this vitamin may be one of 
the factors responsible for the myocardial weakness. 

HTiTOGLYCAEMIA 

This condition is typically sudden in occurrence, and the 
patient is well up to the time of onset. The symptoms fall 
into two main groups. The early symptoms are similar to 
those produced by an injection of adrenaline, and include 
pallor, sweating, palpitations, and tremor. The later group 
are due to faUure of oxidation of carbohydrate in nervous 
tissue, and include higher-centre manifestations such as 
depression, euphoria, inability to concentrate, deterioration 
in judgment, and amnesia. There may in addition be 
central nervous system signs, of which hemiplegia, mono- 
plegia, ataxia, diplopia, and paraesthesiae are the most 


common. Hunger is a common symptom, and headache, 
nausea, and, even vomiting are sometimes produced by 
hypoglycacmia, especially when it is due to P.Z.I. A 
recurrent morning headache relieved by breakfast is 
always suggestive of P.2.1, overdosage. Loss of conscious- 
ness may be preceded or accompanied by epileptiform fils, 
and is a late manifestation of hypoglycaemia in all but 
those rare cases in which the earlier warning symptoms are 
entirely absent. 

Hypoglycaemic coma should always be suspected when 
a diabetic taking insulin is known to have been in 
reasonably good health within a few hours of loss of 
consciousness. A good history will almost always serve 
to exclude diabetic coma, but a cerebrovascular lesion 
such as a haemorrhage, embolus, or thrombosis may 
present more difficulty, especially if the patient is elderly 
and has arteriosclerosis. 

Patients in hypoglycaemic coma are pale, and the skin is 
moist : ocular tension and blood pressure are unaffected, 
respiration resembles that of normal sleep, and there is no 
acetopnoea. Signs in the central nervous system should 
not be relied upon in diagnosis, for reasons already given, 
but are more likely to be present in hypoglycaemic than in 
diabetic coma. The urine may contain sugar if the bladder 
has not recently been emptied, but if a catheter is passed 
the next specimen will be found to be sugar-free. Ketone 
bodies are absent ; if they are present as the result of 
starvation they are insignificant in amount. The diagnosis 
may be confirmed by estimation of the blood sugar, which 
is ahvays low and usually less than 60 mg. per 100 mi 
Treatment should never be postponed to obtain the 
result of the blood-sugar estimation. The differentia! 
diagnosis of hypoglycaemia and cerebrovascular accident 
is rendered simple in most cases by the rapid response 
of the former to correct and adequate treatment, after 
which any signs in the central nervous system rapidly 
disappear. 

There is a definite relationship between the time of onset 
of hypoglycaemia and the t>’pe and dose of insulin injected. 
Thus, small or moderate doses of S.l. tend to produce their 
maximum effect three to five hours after injection, and 
larger doses (of 40 units or more) six to ten hours after 
injection or later. In patients receiving morning and 
evening S.L, hypoglycaemia is therefore most likely to 
occur before lunch or tea, and again at bedtime or during 
the early part of the night, according to the^size of dose 
injected. As P.Z.I. acts most strongly when the patient 
is fasting, it is most like'y to produce hypoglycaemia during 
the late night or early hours of the morning. Mixed injec- 
tions of S.L and P.Z.I. may cause hypoglycaemia before 
the midday meal, in the late afternoon, and during the 
night. Globin insulin in some patients resembles S.L and 
produces hypoglycaemia before the midday meal, while in 
others reactions are more common in the late afternoon. 
If globin insulin is given before breakfast it rarely causes 
hypoglycaemia during the night. 

Prevention of Hypoglycaemia 

The time relation between insulin and hypoglycaemia 
already described makes it possible to anticipate its onset 
and prevent it by the use of so-called buffer carbohydrate 
feeds. These should consist of 10 to 20 g. of carbohydrate. ■ 
For a patient receiving S.L they should be given at about 
1 1 a.m. and 1 1 p.m. If a single morning injection of 
P.Z.I. is being used the feeds are taken at bedtime, and 
with a mixed injection of S.L and P.Z.I. at 11 a.m. and 
on retiring. 
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Treatment of Hypoglycaemia 

First give sugar, glucose, biscuits, bread, jam, chocolate, 
or some other food with a high carbohydrate value. All 
diabetics- treated with insulin should carry sugar or glucose, 
and a card stating the nature of their complaint, their 
dosage of insulin, and the name of the hospital, clinic, or 
doctor they attend. Such a card can be obtained from 
the Diabetic Association. Treated early, while the patient _ 
can swallow, hypoglycaemia responds very quickly, but 
care should be taken to give enough carbohydrate to 
prevent relapse^ Three or four lumps of sugar is usually 
a suitable amount to start with, but more should be given 
if there is not obvious improvement in 10 to 15 minutes. 
When consciousness has been lost and food can therefore 
no longer be given safely by mouth, one of the following 
methods should be used. 

1. Intravenous Glucose . — This is the ideal method. If a 
60% solution is available a sufficient amount of glucose can 
'be given with a 20-ml syringe to bring all but the most 
-advanced cases out of coma. 

2. Subcutaneous Adrenaline . — The injection of 15 minims 
' (0.9 ml.) of 1 in 1,000 solution of adrenaline will raise the 

blood sugar, produce a return to consciousness, and permit 
a solution of sugar to be given by mouth. 

3. Stomach Tube . — ;This is a safe and good method, and 
allows a wide choice of carbohydrate food to be made. 

The majority of cases of hypoglycaemia recover spon- 
. taneously, but some pass into an irreversible state in which 
■ they die, and others recover with permanent damage to the 
brain. It should always be remembered that frequent 
attacks of hypoglycaemia resemble persistent or recurrent 
ketosis in so far as they indicate a state of poor stabiliza- 
tion, but, of the two, they are probably the more 
dangerous. For this reason, whenever there is any doubt 
about the cause of unconsciousness in a diabetic taking 
insulin, always give sugar alone first ; if the condition is due 
to' hypoglycaemia recovery will result, and if it is due to 
any other cause, including diabetic coma, no harm will 
be done. 


INTERNATIONAL CONGRESS OF SURGERY 

MEETING AT NEW ORLEANS 

rhe 13th Congress of the International Society of Surgery, held 
in New Orleans from October 10-15, was attended by about 
500 participants from some 45 countries. All Europe, save 
Germany and Russia, sent delegates. As usual, France, 
Belgium, Spain, and Italy were well represented. 

Throughout the week the weather wgg trying, for it was both 
>hot and humid, with some heavy showers. The main activities 
were centred about the Roosevelt Hotel, which was the head- 
quarters and is not far away from what might be called the 
medical centre. The huge Charity Hospital with its 3,000 beds 
is situated there, with the medical departments of the Tulane 
and Louisiana Universities adjoining. 

Each delegate was presented with a useful handbook carrying 
portraits of the president and the venerable Professor Rudolph 
Matas, who is still hale and hearty at 89. - Professor Matas, 
honorary chairman of the local committee, is beloved as the 
doyen of the profession in the South and the lodestar of all 
medical and cultural activities in New Orleans. The list of 
sponsors of the Congress was interesting and informative, for 
if included the State of Louisiana, the City of New Orleans, 
the Harbour Commissioners, International House, the Associa- 
- tion of Commerce, the Public Services Incorporation, and the 
Universities of Tulane and the Louisiana State. Our own 
public bodies might take notice of the interest in the Congress 
shown outside the surgical world. 


The people were well aware of our presence and took a 
lively interest in us, while newspaper publicity was keen and 
profuse, not only in New Orleans but in the United States 
generally. Everyone was kind„and helpful, and imbued with 
a refreshing degree of civic pride. The city is spread over a 
large area, the wide boulevard Canal Street leading to an exten- 
sive residential district. The open canals, such a sUriking feature 
of the original city, are now covered and bordered with trees 
Drainage- and water supply are good, and tropical fevers have 
been banished since 1905, which year marked the conquest of 
the “ yellow jack ” scourge and was a landmark of which the 
medical faculty has much reason to be proud. 

The inaugural function took place on the evening of the first 
day at 8.30 p.m. This was a formal occasion, graced b> 
the presence of the Hon. Walton Butterworth, an Assistant 
Secretary of State of the U.S.A. ; the Hon. Earl L. Long. 
Governor of the State of Louisiana ; the mayor of the city , 
the officers of the society ; Dr. Sandblom, from Stockholm 
(representing the delegates) ; and Lord Webb-Johnson, repre- 
senting the Royal College of Surgeons. 

Dr. Arthur Allen, of Boston, vice-president of the society, 
presided over the meeting. As there were ten addresses to be 
made, mainly of a general and semi-political character, it was 
ten o’clock before Professor Grey Turner, the president of the 
Congress, was called upon to give his inaugural address. The 
evening was hot and stuffy, and many in the audience musj. 
have already reached the point of weariness, if not exhaustion 
During the address the president showed by projection pictures 
of the presidents since the first congress, which was held in 
Brussels in 1905. His main theme was the training of the 
surgeon, but in view of the late hour his address had to be 
considerably curtailed. 

Scientific Work 

The scientific work began next day. An operating sessior 
at Charity Hospital was held from 7.30 a.m. to noon, and the 
operations were televised to the ballroom of the. Roosevelt 
Hotel. As the galleries for visitors at the hospital provided 
small accommodation and the floors of the theatres were occu- 
pied by many assistants, most delegates had perforce to be 
content with the television, which was generally agreed to be 
satisfactory. The screen was 8 fu by 5 ft. (2.4 by 1.5 m.) ; the 
pictures were not in colour, but came out fairly well. Onl\ 
the immediate operative field could be seen, so that a grasp 
of the general topography was difficult. There was a running 
commentary by the operator relayed from the theatres, with 
some interpolated remarks which were probably not intended 
to reach the air. The television of other operating sessions wat 
conducted later, when Professors Alton Ochsner, Rives, ano 
others were the operators. 

The scientific discussions began on Tuesday afternoon, whet- 
Professor Paolucci, of Rome, gave the opening paper on the 
surgery of the parathyroid. In the discussion Leriche (Paris). 
Bastos-Ansart (Barcelona), Parsons (New York), Jung and 
Fontaine (Strasbourg), Mallet-Guy (Lyons), Manzanilla 
(Mexico), and others took part. Each opener was- allowed 
30 to 40 minutes and subsequent speakers only five, minutes, and 
it was remarkable how the exertions of the president in the 
chair managed to keep the speakers pretty well to this schedule 
Another feature of the Congress was the installation of thi 
headphone transmission, which worked well enough- to givt 
great hopes for its complete success in the future. By adjust- 
ing the apparatus each member of the audience could elect to 
listen to the speaker in the language employed or to hear a 
translation into French or Spanish. If interpreters familiar with 
technical terms are available the rendering is naturally better. 

The next session, on the surgery of the pancreas, was opened 
auspiciously by Professor Ian Aird. He was assisted by an 
excellent series of lantern slides with captions in French. He 
dealt mainly with operative procedure and gave a detailed 
account of the exposure of the organ. In the discussion mosi 
aspects of the subject were dealt with by speakers from Mexico. 
Sweden, Bulgaria, North Africa, France, and the United States 

The meeting on post-operative thrombosis and its sequelae 
was opened by Alton Ochsner and De Bakey, of New Orleans) 
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in the next 50 years the Faculty would do all in its power to 
adhere to the principles and spirit of the -charter. 

Professor Geoffrey B. Fleming proposed the health of the 
guests, and there were replies from the Lord Provost and Lord 
Moran. The former hoped that the Faculty would flourish and 
expand and that ail the younger members of the profession 
would join it. Lord Moran referred to the position of the 
Royal Corporations as a bulwark against bureaucracy. 


Preparations and Appliances 


A SIMPLE VACUUM TUBE FOR COLLECTING BLOOD 
SAMPLES BY VENEPUNCTURE 

Dr. R. H. Malone, of the Regional Blood Transfusion Ser- 
vice in Sheffield, writes : The vacuum tube described here will 
be found of great value. It consists of a rubber tube 
' (tV in- — 0.48 cm. — bore), _and a hollow rubber bung (I in. — 
1.25 cm. — diameter) combined in one piece, a chromium-plated 
steel ball-bearing (i in. — 0.6 cm. — diameter), a male adaptor 
(i in., diameter) slotted at the proximal end, and a glass phial 
of convenient size (approximately 5, 10, or 20 ml.) with i-in. 
neck and screw cap. 

For sterilization and to produce a vacuum, assemble the unit, 
tighten the screw cap, and place in the autoclave for half an hour 
at 120' C. A test-tube 3^ by ■} in. (8.75 by 1.25 cm.) is inverted 
on the unit to guard the needle, and on removal of the unit 



from the autoclave it is pushed down over the bulge in the 
rubber tube to form a sterile airtight fitting. Before use inspect 
the unit to see that the portion of the tube below the ball- 
bearing is collapsed, indicating a vacuum. 

The needle guard is then removed, the needle inserted into 
the vein, and the rubber tube squeezed at the level of the ball- 
bearing so that the tubing is pushed slightly on one side. This 
produce? a canal between the inner surface of the tube and the 
bail-bearing through which the blood is sucked into the vacuum. 
The needle guard is then replaced; 

' This unit has the following advantages: (1) A vacuum is auto- 
matically produced by sterilizing in the autoclave. (2) Simple 
inspection shows whether there is a vacuum or not ; if the 
vacuum has been destroyed it can be restored by immersing 
the unit for 10 minutes in boiling water and then cooling. (3) It 
can be fitted to any phial with a i-in. neck and screw cap. 
(4) It is easily cleaned and reassembled, and can be used many 
times before the rubber tubing loses it^ elasticity. (5) Blood 
samp’les are taken aseptically. (6) Multiple samples of blood 
'can be taken from the same patient, without removing the 
needle from the vein, by disconnecting the unit at the adaptor 
and connecting a new unit. (7) The cost per sample of blood 
as compared with syringes or “ venules ” is low. 

Any laboratory can assemble its own units once the rubber 
-components have been obtained. The ball-bearings should be 
chromium-plated or made of stainless steel, since deposits, of 
iron rust cause leakage of air and loss of the vacuum. The 
adaptor is slotted, because without a slot the ball-bearing, which 
is forced up by the pressure during autoclaving, seats itself 
firmly on the end of the adaptor and prevents the escape of air. 

The complete unit or the combined rubber tube and bung can 
be obtained from Messrs. Wm. Freeman and Co., Ltd., Peel 
Street, Barnsley. 


Reports of Societies 


MANAGEMENT OF THE GLIOMATA 

In the Section of Neurology of the Royal Society of Medicine 
on December 1, with Mr. Julian Taylor in the chair, a discus- 
sion took place on "Current Trends in the Management of the 
Gliomata.” 

Mr. Joe Pennvdacker discu.sscd in turn the various form' 
of intracranial gliomata that had come within his e.rpcrience. 
Speaking in particular of ependymomata, he said that there 
was good evidence that these tumours were radio-sensitive, 
and if surgical measures did not remove them completely it 
should be possible to deal with any remnants by radiation 
therapy. He mentioned a case in which an ependymoma had 
been removed in 1941. the removal being followed by irradia- 
tion, and there had been no evidence of return up to the 
present. The outlook with a medulloblastoma was not favour- 
able. though the literature seemed to show that when such a 
tumour occurred in adult life the prognosis might be lei' ' 
gloomy. In his series there was only one such case in the 
favourable group among adults. This patient had remained 
well for seven sears after operation. It seemed possible, how 
ever, to appro.ich these tumours with more optimism in the 
case of adults than in children. Surgery must be accompanied 
by radiotherapy, and the techniques held out some promise. 

Turning to cases of spongioblastoma multiforme, he gave s . 
summary of 89 cases in which a major intervention had been 
carried out. The operative deaths numbered 14 (16%). Of thi 
survivors, 28 deteriorated within six months, and it was unlikel) 
that any of these were useful survivals ; 38 died within R 
months ; six within 18-33 months ; one at 48 months: and two 
at 51 months. The procedures undertaken ranged from decom- 
pression to complete removal. A rough standard of useful 
survival was capability for return to work or. in the ease of a 
woman, to household duties. He stressed the unpredictability 
attending surgery of the gliomas. Surgery alone was powerles.' 
in the management of these types of tumours, and the combined 
efforts of the . surgeon and the radiotherapist were essential. 

Professor Dorothy Russell said that her part was to discuss 
where the pathologist canv’ in in the que.stion of treatment:- 
this, of course, must be in the biopsy diagnosis. The surgeon 
naturally relied to a great extent upon the accuracy of the 
pathologist’s report : therefore it was useful to discuss the diffi- 
culties that arose in the interpretation of the biopsy and the 
limitations that had to be acknowledged. The main difficult) 
in a biopsy arose, from the admixture of different cytological 
types and the difference of architecture. On examining certain, 
tumours a curious mingling of highly differentiated types might 
be found. The pathologist was often forced to use a port- 
manteau description. The speaker proceeded to review the 
biopsy material available at her' laboratory over a 10-year 
period; astrocytoma. 119; spongioblastoma -multiforme. 129: 
ependymoma, 30 ; medulloblastoma, 28 ; oligodendroglioma, 24. 
The two first were by far the most numerous types of tumour 
with which they had to deal. The spongioblastoma multiforme 
w:{s for the most part derived from the astrocytoma by a pro- 
cess of dedifferentiation or anaplasia. Alt these cerebral astro- 
cytomas should be viewed with a good deal of suspicion, and 
it must be insisted that astrocytomas in any part of the brain 
minht behave in the same fashion. Those that occurred a? 
diffuse tumours of the pons and .those that occurred in the 
cerebellum behaved exactly the same. The p’ontine tumoiii 
by reason of its situation, could not he attacked surgically, but 
in the cerebellum the surgeon^ could get at the tunnour. One 
met occasionally with cerebellar astrocytomas in which the same 
changes could be demonstrated. Tliese and many other matters 
had to be taken into consideration in assessing a biopsy. . 

Analysis of Results of Treatment 

Mr. D. W. C. Northfield mentioned 58 cases of spongio- 
blastoma multiforme in which a full follow-up had been avail- 
able. The results were very much as Mr. Pennybacker had 
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described. Occasionally patients survived for over a year ; four 
had survived for over two years. One patient who was oper- 
ated on in 1943 was still alive. The tumour in this case was a 
small one, and the operation was followed by jr-ray treatment. 
The patient recovered and returned to work. Four years later 
there were signs suggestive of recurrence, but these disappeared 
and no further evidence of deterioration was seen. 

The next group consisted of 39 cases of astrocytoma, several 
of them having long pre-operative histories. In seven of the 
patients death occurred without any operation or biopsy, and 
in another seven death followed major craniotomy. The late 
results appeared unaffected by the operative procedure. There 
had been a few cases of long survival, up to a maximum of 
seven useful years. Three patients had lived for over five 
years ; six for over four years. Two patients were still alive. 
He emphasized the long natural history of some of these 
mmours. 

Of oligodendroglioma there were 15 examples, all subjected 
to craniotomy. Three died, and the surviving 12 received x-ray 
treatment. One of these was still alive after an apparent total 
removal eight years ago, but he was handicapped by epilepsy. 
Another patient had lived seven years after an incomplete 
removal of the growth. 

Only five cases of ependymoma were seen during the period 
under review, and here the results had been bad. Altogether 
ihe treatment of gliomata was a gloomy business. The surgeon 
was apt to believe, when he removed a compact mass of tumour, 
that he had taken away a benign growth ; but nothing was 
further from the truth. Astrocytoma was a diffuse infiltrating 
tumour e.xlending microscopically far beyond the confines of 
the macroscopically visible growth. The surgeon needed ancil- 
lary aid which would inform him at operation whether he had 
got well beyond the tumour. Any method of showing up 
tumour tissue would be very helpful. In the surgery of the 
gliomata, when a tumour happened to be localized the surgeon 
should endeavour to extirpate it. 

An increasing number of gliomata were being treated by 
radiotherapy. It was difficult to obtain a parallel series of 
cases with and without irradiation, for no two cases were alike ; 
but they had all seen individual patients in whom, judging by 
clinical methods, there was no shadow of doubt that irradiation 
had caused regression. But radiotherapy had its disadvantages 
and left much to be desired: radio-necrosis was a positive 
danger. 

Sir Hugh Cauuss said that the genera! impression to be 
gathered from the discussion was gloomy, but it seemed impor- 
tant to him to emphasize that the " good ” cases came from a 
group consisting of perhaps twice as many as they had heard 
about, including cases which had been thought to be gliomata 
before histological verification was made, and some of these 
would be benign lesions. With radiographic methods available 
the needle ought to be able to get right into the region of the 
tumour almost every time. 

No speaker had said very much about the particular situa- 
tions in the brain in which the tumour was found, but this, of 
course, very much conditioned the surgery. Mr. Northfield had 
suggested that they ought to be more radical in the frontal lobe 
and perhaps in the right occipital lobe. He (Sir Hugh Cairns) 
did not think there was a case, for being more radical, and on 
the whole he felt that for the more malignant types of glioma 
the immediate future must be with the radiotherapist. One 
would like to see some radiotherapist in this country really 
devote himself to this work. At present the cases were so 
distributed that no radiotherapist had a really comprehensive 
experience. 

Dr. W. Rvssell Brain said that no doubt modern investiga- 
tory methods might miss some, tumours of the brain when they 
were present, but some of these patients who might not have a 
glioma now were possible candidates for a glioma in the future 
and should be followed up, not just written off as cases of 
cryptogenic epilepsy. 

Dr. Denis Wiluams, was inclined to think that the electro- 
encephalogram had no value at all in helpine towards the exact 
diagnosis of tumour type. It was only of value in studyins 
what had happened to the brain around the tumour and the 


dilficully was that at the time there might be a meningioma, for 
example, affecting the surrounding brain. 

Mr. Julian Taylor, in winding up the discussion, mentioned 
the consistency with which the cases seemed to correspond to 
the clinical picture. When they were looking at cerebral 
tumours they were not looking at a disease at all, but prob- 
ably at the results of a disease or of more ihan one disease ; 
and if that was so, in some of these tumours, as in malignant 
tumours in other parts of the body, periods of advance, 
stationary periods, and periods of regression were to be 
expected. « 


MEDIC.VL TREATMENT OF AURAL VERTIGO 

A discussion on the medical treatment of aura! venigo took 
place at a meeting of the Section of Otology of the Royal 
Society of Medicine on December 2, Mr. Gavin Young 
presiding. 

Mr. G. H. Bateman restricted his paper to the triad of 
symptoms known as Mtiniire’s disease, which he held to be 
the vestibular manifestation of a constitutional disorder. He 
gave the results of a form of treatment used in the ear, nose, 
and throat department of St. Thomas's Hospital. In this work 
he had been in collaboration with Dr. J. Kodicek and Mr. 
L. R. S. Taylor. The treatment which was expounded by- 
Miles Atkinson at the summer meeting of the Section in 1946 
was not a perfect one. The patient could not be said to be 
cured any more than a patient with heart disease could be 
spoken of as cured vvhen he was controlled by digitalis. Vertigo 
was caused by a vascular disorder of the small vessels of the 
labyrinth, resulting in excessive formation of endolyniph. The 
disease might be primary vasodilatation with excessive transuda- 
tion,^ or primary vasoconstriction of the arterioles, causing 
anoxia of the capillaries, which in turn led to e.xcessive transuda- 
tion through the capillaries when the vasoconstriction passed 
off. The two groups might be distinguished by a histamine 
skin test. Cases which gave a negative reaction were treated 
with nicotinic acid (as a vasodilator). Doses up to 250 mg. 
t.i.d. had been necessary to relieve the symptoms in some 
rases. Positive cases were treated by histamine desensitiza- 
tion ; 0.05 ml. of a 1 : 10.000 solution of histamine was injected- 
subcutaneously, and the treatment was continued by doubling 
the injections on alternate days, increasing the dose by one- 
naif on each occasion. The dose might be increased to about 
0.4 ml. of a 1:1,000 solution, but it was rarely possible to 
mainmm the dosage at tWs rate throughout the course which 
lasted about four weeks. By the use of this treatment’ it had 
been possible to maintain in active work nine out of ten of 
ine patients who presented themselves. 

details of the cases treated 
at SL Thomas s. Patients who gave a negative reaction to 
mtradermal histamine were given 100 mg. of nicotinic acid 
three times a day before meals. The patient was told to expect 
a warm flush 10 minutes later, which svould last for 10 minutes 
Liu ‘he tablets before ■ 


swallowing. After a week he was 


... J I » - - — seen again, and if noihinc 

occurred 100 mg. t.d.s.. a.c.. was given for f 
^mh In severe .rases intramuscular infections^ of 50 or 
100 mg., once or twice weekly, or even daily at first might 
be given. A small maintenance dose must be continued when 

and^arihTfi^r*'® controlled. Attacks must still be expected 
and at the first warning sign— for example, an incrise in 

‘‘osc of 50-100 me. and an extra 

histamme-positive subjects, after completion of hiskmine 
desensinzation. had remained well for varying periods 


up to 

a second course, and ii ' 


18 months, but all had required 

tSSTJS&ir L ’ ^ “ 

38 a negative, one. Vertko was relieved in 

~.ed in ,0 eases, £ .pSUge^Ifab™; 
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10 decibels. Headaches, which had been a marked feature in 
25 cases, were relieved in 17 and improved in respect of dura- 
tion and severity in a further six. The cases had been followed 
up for a period of 18-30 months, and the number of favour- 
able results had far exceeded those following any other 
non-operative treatment which had been tried. 

Mr. I. A. M. Macleod gave an account of treatment along 
similar lines carried out in a series of 50 consecutive cases 
at Nottingham General Hospital. All the cases were unilateral 
in type and exhibited the triad of acute vertigo, tinnitus, and 
deafness in Varying severity. Treatment was carried out accord- 
ing to the results obtained from the histamine skin lest. The 
salt used for skin testing and for therapy was histamine acid 
phosphate. v 

An initial sensitive . reaction was given in 32 cases ; 
14 were insensitive and the remainder intermediate. The sensi- 
tive patients' were treated by weekly subcutaneous injections of 
histamine. The initial dose was 0.1 ml. of 1 : 10,000 solution 
of histamine base. This was increased by 0.1 ml. weekly, 
working up to a concentration of 1:1,000 solution until a 
reaction was shown by the patient in the form of flushing 
and headache following injection. This dose was repeated or 
increased thereafter on three occasions so that four consecutive 
reactions were produced, and treatment was then stopped. Most 
patients felt better by the time they bad received 0.3 ml. of 
1 : 10,000 solution, as their attacks of vertigo decreased or ceased 
altogether. 

Of the 32 histamine-sensitive cases, 23 had remained free 
from vertigo since the end of their course (minimum, six months, 
and maximum, two years eleven months) ; six cases had re- 
lapsed and had further attacks of vertigo, and three cases 
showed no improvement. The histamine-insensitive group had 
been treated by nicotinic acid. Initial intramuscular injections 
of 25-30 mg. were given daily, combined with oral administra- 
tion of 50-200 mg. Most patients were stabilized on an oral 
dose only of 50 to 400 mg. daily. Of the 14 cases treated 
9 remained free from vertigo ; 4 had relapsed, and 1 had not 
improved. Freedom from vertigo and its accompanying nausea 
and vomiting had been taken as the criterion of improvement 
in this series. Improvement in tinnitus and deafness did not 
take place so frequently. 

' Mr. C. S. Hallpike said that Meniere’s disease was in some 
respects a very satisfactory condition to treat, because the 
majority of cases did well with little more than a moderate 
degree of sedation with phenobarbitone, and patients who did 
not do well on this easy treatment might be referred for the 
more specialized chemical methods, and again a proportion of 
-them did well. What was unsatisfactory was the rationale of 
the special treatment, such as histamine therapy. It was some- 
times stated that Mdni&re’s disease was an allergic condition, 
but the manifestations of allergy were multiple, and that did 
not apply in Meniere’s disease. Again, these manifestations 
of allergy appeared early in life, whereas Meniere’s disease 
appeared later. Finally, there was. family history in allergy, 
which was not seen in Menibre’s disease. 

■ With regard to skin tests, they had been told that the cases 
sensitive to histamine on skin test were the cases in which 
histamine should be given, and that nicotinic acid should be 
administered in the insensitive cases. But in his experience, if 
patients were negative to histamine there was not the slightest 
reason why histamine should not be given, and vice versa. 
Histamine and nicotinic acid were chemically quite different, 
but they had this in common, that they produced an increased 
vascularity, possibly in the labyrinth, and it did not seem to 
matter very much which was.given. He hoped that more work 
would be done in investigating the circulation of the fluids in 
the internal ear. 

Mr. I. SiMSON Hale said that each of the various systems of 
treatment claimed a considerable proportion of successes. The 
difficulty was to assess the value of each treatment as it was 
introduced. In an attempt to assess the progress in medical 
treatment he had studied the medical failures— in other words, 
the cases referred for operative treatment. In a series of 150 
to 200 cases a few years ago he discovered that 20% had been 
so referred, and in a later series 15%, so that it seemed some 
advance could be claimed for the new methods. 


Mr. Gilroy Glass said that in watching the results, especi- 
ally those of Mr. Macleod, he had been impressed by the sense 
of well-being and confidence of the patients. He referred to 
two cases, alarming at the time but interesting in retrospect. 
By an error in dispensing a batch of histamine was made up 
to 1:10 instead of 1 : 10,000, and two patients received the 
injection. Both became unconscious, with severe shock, but 
both recovered. The point of interest was that neither ol 
them had had any vertigo since. Both the patients had been 
extremely deaf, but on regaining consciousness both had norma) 
hearing, which was maintained in one case for six months and 
in the other for one month. It was not an experiment to be 
repeated, but the fact remained that something happened which 
restored their hearing, at least temporarily. 

Mr. Terence CAWTHORNE'^said he had found that, whateve/ 
medical treatment was advised, about 50% of patients seemed 
to be benefited, and if one carried on from one medical treat- 
ment to another medical treatment a further 25% might be put 
in the satisfactory group, leaving about 25% in which more 
drastic surgical treatment might be required. He had beep 
impressed by the fluctuation of the hearing in hydrops of the 
labyrinth. One day the hearing would be down, particular!) 
in the dense tones, and another day it would be up.- 

Mr. H. V. Forster mentioned certain compounds which 
were being tried out in treatment in the United States, and 
Dr. M. G. Good described certain cases of vertigo not depen 
dent on the ear but related to a condition of idiopathic myalgia. 
Mr. Bateman, in reply, said that he did not altogether agree 
with Mr. Hallpike that most of these patients could be relieved 
by sedation. He also disagreed with him when he suggested 
that it did not matter whether theLtwo groups were differentiated 
by skin-testing or not. If one started therapy without doing 
a histamine skin ' test one would be able to predict with greai 
accuracy from the results what the skin test would have shown 
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OSLER REDmVUS 

A Year with Osier : 1896-1897. Notes taken at bis Clinics in 

The Johns Hopkins Hospital. By Joseph H. Pratt. (Pp. xxi -f 

209. $4.) Baltimore ; The Johns Hopkins Press. 1949. 

This book is an interesting and valuable addition to Osleriana, 
appropriately published in the centenary year of Osier’s birth. It 
opens with an attractive introduction and preface, but the bulk 
of the text is a reproduction of notes made over fifty years ago. 
when the author was a pupil of Osier at the Johns. Hopkins 
Medical School. Osier spoke slowly enough for his statements 
to be taken down verbatim — “ his students cherished his words ’’ - 
— and one of his pupils has now reproduced them for transmis 
sion to others. 

Such pietas is as praiseworthy as the accurate taking-dorvn 
of some sixty thousand words or more during a single year is 
remarkable. The would-be reader will ask. Is there value 
to-day in this detailed, half-century-old record of a clinical 
teaching session ? Will he find it more than an interesting 
historical document illustrating an era that is now long past, 
never to return ? The answer is, without any doubt, that these 
notes have been justifiably preserved and published for the 
benefit of present-day practitioners and teachers of medicine, 
and that it is impossible to read any page without being stimu- 
lated. In particular, the teacher will benefit by the detailed 
demonstration of a master’s way of instructing the young 
student. But all will learn from the book, and the amount 
learned will be far from small. 

As Dr. Pratt himself writes, “ Although these clinical lectures 
and demonstrations were given .fifty years ago, they possess 
their original freshness in large measure ” ; and “ they show 
how much can be learned at the bedade by the inquiring mind 
the seeing eye, and the trained hand; even without the aid of 
modem laboratory methods.” 

K. I. Franklin. 
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tvith chewing gum 

to treat oral infections due to penicillin- 
sensitive organisms. 

When chewed slowly Penicillin ' Chewing Gum 
A&H provides an effective concentration of 
penicillin in the mouth for three to four hours. 

It is the preparation of choice in the treatment of 
Vincent’s infection, tonsillitis, and other infections 
within the buccal cavity due to organisms 
susceptible to penicillin. 

PENICILLIN CHEWING GUM A&H 

rn packets of six pieces, each piece containing 5,000 i.u. penicillin (calcium salt) 
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For initial digitalisation or for maintenance, Digoxin 
produces the desired result quickly, safely and with 
certainty. Being a single crystalline glycoside of definite 
composition and potency, it ensures a degree of 
accuracy unattainable with digitalis leaf products. 
Orally, Digoxin is effective in a few hours ; intraven- 
ously, in a matter of minutes. It is particularly suitable 
for maintenance in the ambulant patient because the 
dose may be adjusted precisely, and risk of toxic 
effects is reduced, ‘Tabloid' brand Digoxin, 0-25 mgm., 
for oral use; ‘Wellcome’ brand Sterile Alcoholic 
Solution of Digoxin (for the preparation of Injection 
of Digoxin). 
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GO. (THE WELLCOME FOUNDATIOM (TO ^ LOMHON 


The established treatment for 
pernicious and 
other macrocytic antemias 

EVIDENCE is accumulating tliat the therapeutic 
action of liver extract in pernicious anxmia 
depends upon the presence not only of a prirrary 
factor, vitamin B 12 , but upon the presence also of 
accessory factors ( j. Clin. Invest., i949j 28, 791 ). 

For most cases of pernicious antemia, 
therefore, whether complicated witli subacute 
combined degeneration of the cord or not, 
AnahEemin is recognised as the preparation for 
effective treatment; this is acluiowledged by the 
pre-eminent position held by Anahiemin for 
more than a decade. 


Solution of PURE crystalline vitamin B12 

Occasionally, cases of pernicious anamia arise 
which cannot be treated satisfactorily, even with 
Anahxmin, because of hypersensitivity. For such 
cases Anacobin is available. 

Further information available on request 

MEDICAL DEPAPTMEVT 

THE BRITISH DRUG HOUSES LTD. LONDON N.l 

TELEPHONE : CLERKENWELL 3OOO 
TELEGRA.MS : TETKADO.ME TELEX LO.NDON 
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NlfAVNT WIEILIfA^KIE 

A considerable amount of work has been 
carried out recently with a view to lovvering 
the neo-natal and infant mortality rates. As 
a result, attention has been drawn to the 
importance of good feeding for the expectant 
and nursing mother. 

The particular efficacy of Marmite as a natural 
source of Bj vitamins for inclusion in the 
ante-natal diet is well proved. Moreover, 
Marmite is often found to be of special value 
for infants who are not thriving, and it is - 
particularly indicated for premature and for 
bottle-fed babies. 

MARMITE 

yeast extract 

contains 

Riboflavin (vitamin Bj) 1.5 mg. per oz. 

Niacin {nicotinic acid) 16.5 mg. per oz. 

Jars : l-oz. 8 d., 2-oz, 1/1 , 4-oz. 2/-, 8 - 02 . 3/3, I 6 - 02 . 5/9 

Obcainabie from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools 
. Literature on application 

Tha Marmite Pood Extract Co., Ltd. ,35, Seething Lane, London, E.C.3 
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.Correspondence 


Erysipeloid 

Sir, — I was interested in the medical memorandum by Dr. 
K. A. Bush (October 29, p. 964) and 1 agree that most cases 
of erysipeloid are penicillin-seosilive, though during the past 
few months I have seen two cases which have dragged on for 
a month or so in spite of adequate doses. I do not agree with 
the statement that the disease is by no means common. I 
believe it is more correct to say that it is by no means commonly 
recognized. At a recent examination for a higher surgical 
diploma I found that only about one candidate in ten was 
familiar with the condition. 

Erysipeloid is more conrmon in certain localities, and is 
seasonal — June to October being the optimum months. The 
reddish-purple area on the’ hand, which follows a prick by a 
fish-scale or poultry bone, is very typical. Untreated, this intra- 
dermal, not subcutaneous, inflammation slowly extends over 
the adjacent palm or fingers and subsides in from four to six 
weeks, during which period disability results from itching and 
stiffness. Regiqnal lymph nodes are occasionally enlarged, 
probably as a result of the initial skin puncture. I have never 
seen lymphangitis as described by Dr. Bush. 

It is important that this disease should be recognized, both 
from the point of treatment and maltreatment. The majority 
of cases respond to penicillin but are resistant to sulphonamides. 
and surgery is contraindicated — in spite of which 1 have seen 
two cases which were incised as indolent whitlows. It is interest- 
ing to recall that erysipeloid was described as long ago as 1873 
by Morrant Baker, who termed it erythema serpens, and it is 
now commonly referred to as “fish-handler’s disease.” — I am. 
etc., 

Loneoa, w.i. R. J. McNeill Love. 


Sir, — M r. Thomas G. Lowden has made several observations 
on erysipeloid (November 26, p. 1231) and I am prompted to 
add my comments on this interesting and often undiagnosed 
condition, since 1 treated a fairly large number of cases during 
a period of 18 months at the Royal Northern Hospital. 1 
would agree that the incidence is in the region of 1 % of septic 
hands seen, that the cases vary in severity, and that the diagnosis 
is of necessity made clinically, as incision is not required and 
thus no material is available for pathological study. 

“ Untreated ” cases — i.e., those patients who have only 
attended for treatment after self-medication with poultices, etc., 
for several weeks — do not resolve readily in spite of penicillin, 
taking 2-3 weeks further to clear (i.e., as long as 5-6 weeks from 
the original date of onset). The condition sometimes spreads 
slowly on to the hand but is often surprisingly stationary. 
Although the majority of cases respond to penicillin (250,000 
units b.d. for seven days), the response is often slow, and there 
are a number of cases that do not respond at all but tend to 
linger on for weeks like the “untreated” cases. These may 
have not come for treatment until the second week, but early 
cases too may react in this way. Sulphonamides appear to be 
entirely ineffective, as shown by cases referred by general 
practitioners who have tried sulphonamides without success, 
and by personal clinical trial. 

The commonest cause appears to be a minor prick with a 
fish, meat, or rabbit bone, but pricks with a variety of sharp 
objects have been seen to cause this condition. I have also seen 
one case which followed a small burn of the finger, there being 
no history of any obvious source of contaminaffon. The burn 
had healed before the patient attended hospital, so there was 
no opportunity of isolating the organism, but clinically the 
appearance was quite typical. For some reason the disease 
appears to have a seasonal incidence, and I have noticed a, very 
definite increase in spring and autumn. I have been told that 
the disease has a definite topographical distribution and 1 
would be very interested to hear of its incidence in other parts 
of the country, in order that this contention may be proved 
or disproved, — I am, etc., 

London. N.I2. CVRIL BORODA. 


Lymphoid Hyperplasia and Rheumatoid Arthritis 

Sir. — P rofessor Hans Selyc (November 19, p. 1129) discusses 
possible reasons for the favourable modification of “formalin 
arthritis” by ACTH,. “ cortisone.” the “alarm reaction,” and 
the worsening effect of LAP and DCA. He suggests that the 
inhibitory action of ACTH and cortisone may be due to their 
antihistaminic or anti-hyaluronidase properties. 

For some time past I have felt that the lymph-gland enlarge- 
ment found in rheumatoid arthritis (and some cases of 
“fibrositis”) might be an important factor in the production 
of the disease, rather- than secondary to chronic inflammation 
in the joints as was formerly believed. Selye’s paper on the 
general-adaptation syndrome* encouraged me to pursue this 
hypothesis, particularly as it lent some support for a basic 
psychogenic aetiology which i believe to be present in many 
cases. It is known that the synovial cavities of joints are at 
least in part drained by lymphatics,* and Indian ink injected 
into these spaces may be found very soon in the appropriate 
lymph nodes. Professor E. W. Walls and I' have recently- 
worked on lymphograms obtained by putting “ thorotrast ” into 
the synovial cavities of cadavers and moving the joint concerned. 
This fills the lymph channels and outlines the nodes in a few 
minutes. My object has been to gain some idea of the normal, 
to compare with cases which have previously suffered from 
rheumatoid arthritis. The snags will be obvious, and the scope 
of the work has been limited to the cadaver owing to our 
unwillingness to put thorotrast into the joints of living subjects, 
though this has been done abroad. 

Now the photographs (Fig. 7, p. 1133) and description of 
what happened to the lymph nodes in Professor Selye's 
experiments have prompted me to put forward tentatively an 
alternative mechanical theory— that the changes in the joints are 
duo to lymphatic oedema cau-sed by a partial obstruction by- 
lymphoid hyperplasia. In the experiment referred to the rat's 
glands are small under the influence of ACTH, and the deep 
staining shows that absorption of ink w-as rapid. When the 
glands were hyperplastic from LAP little ink had reached them. 
Applying the hypothesis to the aetiology of “ formalin arthritis.” 
formalin solution is irritant and is probably dealt with sub- 
cutaneously by the lymphatic system. It may well be that, the ' 
system becomes overloaded or damaged, thereby rendering the 
mild and uncertain “ arthritis-producing ” property of DCA 
and LAP more clear-cut. The intensity of local skin reaction 
could also depend on the speed of removal of formalin. 

Finally, Selye’s unexpected finding in his rat experiments of 
main involvement of the ankle-joint, though it was some way- 
from the site of injection, is also capable of explanation by- 
mechanical block of lymphatics. Clinical observation, too. 
shows that it is the peripheral joints that are mainly affected in 
rheumatoid arthritis, and perhaps those in which the periarticu- 
lar tissue is lax are affected most — e.g., proximal interpbalan- 
geal points, as opposed to distal interphalangeal. It should not 
be dilficull, given facilities for animal work, to show whether 
lymphoid hyperplasia can in itself impede lymph drainace — _ 
I am, etc., 

Ipswich. Suffolk J. W. PaULLEV. 

Retbiences 

I /. c/in. Endocrinol,^ 194S, Q, 117, 

? o. V,, y. Aral., Lord., 1946, 80, 21 . 

* Ibid., ta the press. 


AuioiraiispiaBitaboa of Joint Capsule 

reference to your annotation (November 26 
may be of interest to note that in 
1938 we trephined a small controlled sen'es of cases of 
raeurnatoid disease and osteoarthritis at the Royal National 
Hospital for Rheumatic Diseases, Bath.* In the rheumatoid 
«s« no significant improvement was noted, but in those suffer- 
ing from osteoarthritis there was some relief from the bone nain 
certain patients experience at night. We fell that some reduc- 

sympramT-Ta^ftc.'' improvement in 

G. D. Kerslev. 

RmnESCB 

i Reports on Rheumatic Diseases, I93S, 4, 68. 
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Dermatitis and Stomatitis due to Streptomycin 

Sir, — I read with interest the article by Dr. R. A. Pallister 
on dermatitis and stomatitis during streptomycin treatment 
(December 3, p.- 1271) and wish to state that I have seen a 
similar syndrome in an imbecile child aged 12 years, who also 
exhibits tuberose sclerosis and whom I had treated for chronic 
pyelitis with streptomycin. 

I started treatment on October 27, 1949, with one gramme 
of ■ streptomycin daily in divided doses. On October 28 the 
temperature dropped to normal and on the 30th the urine was much 
clearer and temperature was normal. On October 31 the temperature 
rose to 100° F. (37.8° C.). On November 1 the temperature was 
100.4° F. (38° C.). The patient was extremely restless and appeared 
to be complaining of his throat. On November 2 the temperature 
was 100.2° F. (37.9° C.).- -The patient was very restless, scratching 
his abdomen and trunk. His lips were red, and sore and the 
mbcous membrane of the mouth was inflamed and sore. Strepto- 
mycin was continued. On November 3 the patient, when examined, 
was found to have a mild stomatitis and later in the day developed 
a well-marked generalized erythematous rash which was marked on 
face, trunk, and limbs. The palms and soles were clean. On 
November 4 the rash and stomatitis were more marked, and I 
diagnosed the condition as due to sensitivity of the patient to 
streptomycin, a total of 9.25 g. having been given. I stopped the 
streptomycin treatment on November 4 and ordered calamine lotion 
to be applied to the rash, which appeared to be extremely itchy, and 
“ benadryl ” tablets (50 mg.) to be taken three times a day. The 
mouth was treated- by mouth washes and gentian violet. On 
November 5 the patient appeared to be slightly better (temperature 
normal). On November 6 the rash appeared to be fading and the 
stomatitis was clearing up (temperature still normal). On November 
7, the rash was gone and the stomatitis was much better. A vitamin 
preparation was prescribed. On November 9 the rash and stomatitis 
had cleared up. Examination of the urine showed the chronic pyelitis 
to have cleared up also. 

The symptoms of this patient were similar to those described 
by Dr. Pallister as the' symptoms of sensitivity to streptomycin 
— i.e., fever, stomatitis, and rash. In this case the patient 
reacted to benadryl. I do not think that tfiere is any doubt that 
.the symptoms were due to streptomycin. 

I wish to thank Dr. D. J. Rose for his advice and permission to 
write up this case. 

—I am, etc., 

Brockbal), Blackburn, Lancs P- D- O REtLLY. 

The G.P. and E.C.T. 

Sir, — ^T he correspondence on E.C.T. emphasizes the great 
difficulty in selecting the right cases for it if one wishes also to 
reject unsuitable ones. It appears that the criteria to some 
extent cut across the ordinary diagnostic categories, and it is, 
of- course, inherently likely that they should, since the classifi- 
cation was not designed with E.C.T. in mind. While we may 
agree in principle that the G.P. can often provide valuable 
information on the subsequent career of the patient, it will be 
quite useless if the psychiatrist does not happen to have noted 
those features of the patient and his environment which are 
eally critical. They may Indeed be so subtle as inevitably to 
scape notice unless specially looked for. 

. In a case like this, where only a small part of the theoretically 
available information can, in practice, be extracted, it is 
necessary to make an intelligent guess. I suggest that a con- 
sideration of the nature of a treatment such as E.C.T. vis-a-vis 
the nature of the disease might aid in this direction. How, in 
short, might such a treatment be expected to benefit such 'a 
disorder ? In the first place neurosis has, as the statisticians 
say, many degrees of freedom, while the treatment has very 
few. We may speak of neurosis as a failure of integration, a 
maladaptation, a confusion, or many other things. The point 
here is that every respectable neurosis is a case of not one or 
two, but a large number of things being wrong more or less 
independently. To say that they are jvrong independently does 
not' conflict with the fact that we can often see how one thing 
. has led to another tg.make the patient what he is to-day ; the 
environmental story is an integral part of the causai chain, and 
it might have unfolded far otherwise than it did. 


Now E.C.T. in common with suggestion, drugs, psycho- 
surgery, and environmental adjustment cannot of itself pui- 
right more than a few things that are independently wrong. 
The reason is simply that it is not variable in more than a 
few independent ways. (Of course it might be in theory ; there . 
is an enormous number of distinguishable combinations of 
current, duration, etc., but it will be agreed that in practice 
the choice is made from quite a small number.) In other words 
the treatment cannot be e.xactly matched to the structure of 
the neurotic personality. Indeed, no known treatment can. 
although deep analysis may be said to be an attempt, as far as 
is practicable. 

Nevertheless these relatively non-variable procedures do from 
lime to time result in what seems to be permanent cures ; and 
occasionally so-called spontaneous cures occur. The only way 
we can account for these happy events is on the supposition 
that the treatment or, in the latter case, a fortunate concatena- 
tion of circumstances has, so to say, “ started something.” The 
actual cure must be attributed to the psychological environ- 
ment continuing to “ play up ” in such a way and for such a 
time as to allow the psyche to settle down after the disturbance 
in a new, and better, stable equilibrium.- Clearly in some cases 
it will have to play up in such a manner so specific an'd unlikeh 
as to be beyond hoping for. Then, or whenever it fails to play 
up, we must expect the “ brittle mask of cheerfulness,” as Dr, 
D. M. O’Connor (October 29, p. 984) aptly calls it, to' crack. 

The general criterion of selection, therefore, is whether the 
temporary disturbance will enable the patient to learn what he 
has to learn from the best obtainable subsequent environment 
(which. may include a psychotherapist). It is a strategical 
problem in which diagnostic categories can play only a limited, 
though not unimportant, part and in which no amount of care 
will ensure success every time. — 1 am, etc., 

Cambridge. W. E. HlCK 

Sir, — I feel that Dr. Donald M. O’Connor (October 29,'p. 984i 
has raised an important issue by his letter on E.C.T. and one 
which should not be dismissed casually. Innumerable papers 
are published giving statistics of cure by various physical treat- 
ments — E.C.T., insulin (modified or deep), prefrontal Icucotomy. 
narco-analysis, and so on — but the degree of cure is assessed 
by the physician who has given the treatment and not by the 
G.P. who sees the patient every day. It is obvious that anyone 
using a therapy for which he has a strong enthusiasm will 
consciously or unconsciously be prejudiced in its favour. The 
only person who can give one valuable information is the 
G.P.. and he is never quoted in statistics. 

In my opinion physical treatments are useful, but only in 
a very limited way. For example, E.C.T. will produce excellent 
results in certain cases, as in menopausal depressions, but this 
does not mean that all depressions should be piit through a 
*' sausage-machine ” routine as is so often the case. 1 know, 
for instance, of a young man who was homosexual and 
depressed as a result. He was given E.C.T. without even an 
inquiry regarding any sort of cause for his condition. In the 
same way 1 feel that insulin therapy produces occasional cures, 
but thpse are not nearly so frequent as its exponents would 
have us believe. At almost every one of my out-patient 
sessions I encounter cases of schizophrenia which have had 
insulin therapy without any beneficial effect and have even 
been given E.C.T. (which the statistics of the New York State 
Hospital show is harmful for such cases). I need not describe 
the failures from prefrontal leucotomy — they are all too 
evident. The enthusiasts give us a high rate of cure for such 
treatments, but what does the G.P. think of them ? 

There is a strong urge from official bodies that patients 
should be treated rapidly and inexpensively, so that statistics" 
of cures may be produced and good results may be quoted. 

I have even heard of one medical superintendent in a mental 
hospital who discharged all of his doubtful cases just before 
the time to assess statistics of cure; He could thus show a high 
recovery rate — although most of those discharged returned the 
week after. Careful studies in America show th'at the best 
results come from clinics where patients are treated as people 
-with anxieties and troubles and -not as machines which need a 
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good jolt to get them going again. I would therefore plead 
most strongly that wc need the observation of the G.P., who 
does regard his patients as human beings, to correct the 
mechanistic vision of the enthusiasts for physical regimes. — 
I am, etc., 

LonJon, W.l. CLIFFORD ALLEN. 


By all means have medical superintendents, but let them also 
practise as consultants in their own institutions and do a full 
day’s clinical work. Many do, and sometimes dislike the 
administrative duties that have been thrust upon them. — 1 am. 


etc., 

LonUon, w.l. G. H. COLT. 


StR, — Dr. Donald M. O'Connor (October 29, p. 984, and 
December 3, p. 1297) is very right to stress the intense fear and 
dread e.spressed by a considerable number of patients. I have 
frequently discussed this with them when back in their own 
homes and secure. Most say they cannot say what it is they 
fear — there is no pain, no unpleasantness, and yet they cannot 
face it again. Many say they have heard the previous patient 
cry out and the sound has frozen them with fear — 1 even had 
one patient who saw her predecessor being wheeled out un- 
conscious. I have, like Dr, O'Connor, found a curious tack 
of appreciation of this phenomenon among institutional 
psychiatrists. 

As to sequelae, the patients, the relatives, and many doctors 
are veri' distressed at the amnesia and confusion so many show 
on returning home. In verj- few cases does it last for more 
than a few weeks. One of my cases developed a full-blown 
hemiplegia which cleared up in a week or two. Sometimes there 
IS complaint of backache or soreness of joints (hip. knee, ankle), 
f think this is why the hysterical type does so badly — they get 
a displacement of their symptoms, they do not lose them. 

In reply to Dr. D. N. Hardcastle (December 3, p, 1297) I 
think a very great deal of information would be gained by the 
psychiatrist if the mental hospitals had a really good follow-up 
team. Here in Bristol, for instance, if a patient has had any 
form of radium or contact i-ray treatment, one receives a 
tegular and standard form of inquiry year after year. I do 
not think I have ever received a similar query about a psychia- 
tric case, and only an occasional one on a surgical or medical 
case. — I am, etc.. 


Medical Administralors 

Sir,— D r. John Sleigh (November 19, p, 1180) has properly 
understood my meaning, which, briefly, is that medical men 
and women should primarily be engaged in the practice of their 
profession so as to avoid svaste of medical man-power at this 
critical time. Training for administrative work is far less 
arduous and time-consuming than it is for medicine, calls for 
relatively few technical qualifications, and is largely intuitive. 
.4 layman can do the work if he has common sense, tact, some 
knowledge of bouse planning, essential services, housekeeping, 
and the ability to get along with other people. By attending the 
meetings of the medical and lay committees he and they are in 
touch with all requirements and have technical advice available. 

Any well-designed administration with a minimum of staff 
runs by itself. One such that I took over at short notice and 
ran for seven weeks was, I believe, improved by the change. 
The so-called work took me from 9 aaii. to 9.15 a.m., and I 
attended from 6 p.m. to 6.30 p.m. to receive complaints, look 
over and sign letters, etc. My round was made between these 
limes. Motto — keep the staff small and have an occasional 
meeting. 

The contrast between the health of the community when I 
was a student and now, especially among the young, is astonish- 
ing. In those days rickets, anaemia, and skin diseases were 
rife, rheumatic fever and venereal disease common, and under- 
nutrition the rule. The children were pale and wan. To-day, 
with sun-balconied flats, scientifically adjusted food, cleanliness, 
better school premises, and better feeding, the children are fine 
and healthy. All this is primarily due to lay planning with 
medical and scientific advice and to the prevention of infection. 

In former times a doctor with the D.P.H. was regarded as a 
sort of cross between one who wished to avoid practice and a 
plumber. Being of a mechanical turn and interested in science, 
building lay-outs, sewage farms, and the like. I nearly went in 
for it. To-day the bacteriology alone would be far beyond 
me. 


Use and Abuse of Vitamins 

Sir, — Professor L. S. P. Davidson (November 3, p. 1036) 
points out that frank deficiency diseases are rarely encountered 
in Great Britain to-day. In this connexion I should like to 
mention a case of mine, a girl of 18 years, whose skin would 
not stand sunlight. She was seen by an experienced consultant 
physician and by a leading dermatologist, neither of whom 
accepted my diagnosis of pellagra. The only suggestion made 
as to treatment was to carry a sunshade. In the end she was 
persuaded to eat 4 oz. (14 g.) of raw yeast daily, and when 
last seen was quite well. 

It may be argued that this is a very unusual case, but most 
doctors must have come across cases of herpes labialis. This 
condition arises from nicotinamide deficiency and can be quicki) 
relieved by giving nicotinic acid in suitable doses. Herpes 
simplex can also be produced at will, for instance, by giving 
a course of sulphapyridine followed by an artificial pyrexia 
from T.A.B. vaccine.' 1 will not say anything about surgical 
incisions failing to heal from lack of vitamin C, as tbif 
particular difiiculiy seems to be getting less troublesome. 

The answer seems to be that a frank deficiency to one doctor 
may be a scaled mystery to another. I well remember being 
told as a student in the pharmacology class that " cod-liver oil 
w-as only useful as a source of calories,” and must confess to a 
certain distrust of academic medicine ever since. — I am. etc.. 

Shipley. Yorkj. HenrY S. RuSSELL. • 

RmHENCB 

' Van Rooyen. C. E.. Rhodei, A. J., aod Ewing, A. C., BriiM Mtdlcal Jomat. 
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Menstrual Histories 

Sir. — T he importance of accurate information concerning the 
menstrual functions of women has long been recognized by 
physicians, surgeons, obstetricians, and gynaecologists alike. 
The uncertainty and indifference to accuracy exhibited fay the 
average woman feven among the better-educated classes) ip 
describing these functions are proverbial. The time wasted bj" 
the medical profession throughout the world in arrivmg at- 
accutate data when trying to get a menstrual history must be 
phenomenal. 

After 22 years’ experience in hospital and private practice of 
this unsatisfactory state of affairs, I should like to put forward 
a solution to this problem. For the past six years I have con- 
sistently handed to nearly every woman between IS and 50 years 
old^ under my care a card which I devised for the purpose and 
which I have found invaluable in my work. The headings on 
the card, which is printed on both sides, are reproduced below. 


ACS 


OATS 

NAME 



para: 

SMWSDR IX 

TEU: 

ADDRESS 



miscarriages: 

OCCUPAT70M 

Date of 
ONSET , 
<ajn. or p.m. 
and Day 
of Week) 

Duration ! 
Profuse, 
Norma), 
or Sc^ty 

Pain: 
f (Present 
‘ or Absent 
aad When) 

Number of 
Da>’» Since 
Previous 
ONSET 

Changes in 
Health or 
Routine of 
Life 

Remartj (e.g_ 
Emodonai 
Vjpscu) and 
Treatment ' 
(if any) 



1 

i 


1 



a monm on ine caro, wnicn is designed to last in most 
for one year, men complete it can be returned Co the in 
adviser to be filed with his records of the case The 
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and willing co-operation of the average patient in this simple 
method 1 have found most gratifying, and the importance of 
the information thus obtained (with the minimum of effort on 
the part of the doctor) is great. 

The objection might be raised (as it has been in some quarters) 
that it is undesirable to let women, particularly certain intro- 
spective types, pay so much attention to what should be con- 
sidered a normal physiological function. But my experience 
over many years is that it does not encourage preoccupation 
with the “ periods ” and has no undesirable psychological effect. 
Details have to be recorded only about once a month, and the 
card merely takes the place of the private jottings in the 
patient’s diary or calendar. 

SMW.SDR 12 at the top of the card stands for single, married, 
widow, separated, divorced, remarried, once, twice, etc. 

— 1 am, etc., 

London. W.5. L. CARLYLE LYON 


ACTH and Colchiciun in Gout 


Sir, — I t would seem that the only hope of making wide 
clinical use of the anti-arthritic effects of “ cortisone ” and 
ACTH lies in the development of analogues which would be 
reasonably easy to manufacture. To this end research to ascer- 
tain the chemical mechanism whereby the drugs work is under 


way. 

Unfortunately the rate at which this work can progrws is 
.also greatly restricted by shortage of the drugs, especially in 
Britain. A possible line of approach to the problem utilizing 
freely available material has occurred to me. According to 
Selye* gout is as much a “ disease of adaptation ” to stress as 
arthritis. Might it not be worth while then to investigate the 
mechanism of the specificity of colchicum against gout ? It 
seems that nothing is known about how this agent produces its 
effect. In fact, only recently has the chemical structure of 
its main ingredient, colchicine, been investigated." 

When injected into patients with gouty arthritis, ACTH 
increases uric acid excretion with a concomitant fall in serum 
uric acid level." Presumably colchicum acts by producing the 
same effect. Exact knowledge of how colchicum works 
might therefore provide useful clues to the development of 
the required analogues. — I am, etc., 

London, E.C.4. ' CHAPMAN PiNCHER 
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Pruritus Vulvae 

Sir, — Professor T. N. A. Jeffcoate in his comprehensive paper 
on pruritus vulvae (November 26, p. 1196) rightly stresses that 
the general practitioner, the gynaecologist, and the dermato- 
logist tend to see different aspects of the problem. The 
dermatologist is mainly concerned with those persistent cases 
that remain after the elimination of those that are more amen- 
able or due to internal gynaecological conditions. He finds 
that one simple cause is rarely responsible but that more often 
these cases result from blends and combinations of the “big 
seven ’’ of contact irritants, emotional, endocrine, infective, 
metabolic, and nutritional disorders and skin diseases. 

A good history is the sine qua non for accurate diagnosis, 
and an illuminated text, Qiti bene interrogat, bene diagnoscii. 
would make a good reminder if suspended over the examina- 
tion couch. A full p.sycho-physical assessment is necessary, and 
the unmasking of one cause must not lead to relaxation of the 
search for others. 

The physical signs may indicate the cause or onjy reveal the 
' added effects of physical, chemical, or microbic damage, which 
vary both according to the patient’s type of skin reaction and 
the nature of the irritant. These secondary physical signs 
include lichenification, excoriation, furunculosis, impetigo, 
infective dermatitis, and eczematous dermatitis. Infection 
suggests a greater probability that diabetes may be present, 
hut it' also arises from nutritional deficiency or from scratch- 
ing. ^Even if psoriasis is the local manifestation it mu.st be 


borne in rm'nd that this disorder does' not usually itch and, 
further, that its presence in' the flexures may show the psoriatic’s 
skin reaction to scratching rather than the cause of the pruritus. 
For this reason the investigation of psoriasis of the vulva must 
be on similar lines to other obscure cases of pruritus vulvae. 

Physical signs due to nutritional deficiency include seborrhoeic 
eruptions, dermatitis confined to the labia majora, leucoplakia, 
and intertriginous (monilial) dermatitis. The latter most com- 
monly occurs with diabetes or pregnancy, and in other cases 
avitaminosis (usually conditioned) must be considered, because 
monilia may be found on the skin of many women without 
pruritus as a harmless skin contaminant. Avitaminosis may 
arise from achlorhydria, gastro-intestinal disorders, fads in diet- 
ing. or from insufficient food in elderly women, possibly edentu- 
lous. living alone. Drug intoxications, as from gold and arsenic, 
can also cause a nutritionally based seborrhoeic type of pruritus 
vulvae, but the condition is usually more generalized in these 
circumstances. 

The diagnosis of a psychogenic cause must only be made, as with 
any other diagnosis, on positive evidence and not from the negative 
basis of absence of obvious material -cause. Any of the skin 
reactions mentioned above due to physical, chemical, and microbic 
trauma may be present, or there may be no physical signs. These 
cases are related to disgust for coitus or dread of its consequences, 
including unwanted pregnancy and venereal disease or, extra- 
maritally, the fear of possible family, financial, social, and moral 
harm that may result. In any case where a psychogenic basis is 
suspected it Is wise to obtain the help of a psychiatrist both for 
confirmation of the diagnosis and for treatment. 

When Professor Jeffcoate states that psychogenic causes are often 
merely contributory factors he raises the “ egg and chicken ” contro- 
versy again, because it also happens that the “ egg ” of psychogenic 
pruritus only too often hatches out the “ chick’s ’’ chemical and 
infective dermatitis and lichenification, which cause aggravation ol 
the pruritus and make it seem to be on superficial inspection- related 
only to a local material cause. 

A primarily psychogenic or nutritional pruritus ■vulvae often come.s 
before the dermatologist in an aggravated and eczematized condi- 
tion from the use of local analgesic agents (particularly benzo- 
caine derivatives), fungicides, and germicides. These complications 
may be relieved by bland local treatment, but the underlying cause, 
if it remains, will still have to be relieved. The use of antiseptic and 
fungicidal applications is rarely necessary, as the infection is usually 
secondary. A breakdown of the skin’s power of self-disinfection 
may result, so that in fact by their use the very condition is produced 
that it was hoped to prevent. 

A’-ray treatment has a very small part to play. It should 
never be used on moist, infected lesions but should be reserved 
for a few cases where chronic eczematization or lichenification 
creates a vicious circle of friction and aggravation of itching 
Vulvectomy is only indicated in some cases of leucoplakia and 
in Bowen’s disease, both of which may cause severe pruritus.' 
In “ idiopathic ’’ cases it is as illogical as would be the excision 
of the tongue for tongue-biting in epilepsy. Nerve-undercutting 
operations and anaesthetic-injection procedures are equally 
irrational and are likely to lead to increasing despair when 
the symptom recurs. — I am, etc., 

Brun F. Russell. 


Parturition after Pneumonectomy 

Sir, — S timulated by the letter of Mr. F. Kellerman and DJ 
R. Sauvan 'Smith (October 1, p. 758) on this subject, I hasten to 
add another case to the one they have recorded. 

A woman aged 29 had been an epileptic since 1942. Early in 1948 
she developed a lung abscess on the left side for which pneumon- 
ectomy was performed on April 30, 1948. In December, 1948, she' 
was referred to our antenatal clinic and was found to be about two 
months pregnant. Termination of pregnancy was advised by the 
chest physician, but was refused by her husband (not on religious 
grounds). She had previously had two normal confinements in 1946 
and 1947, with male infants each weighing 7-1 lb. (3.4 kg.). The 
antenatal period was completely normal, apart from external version 
being required. Labour began spontaneously on June 20, 1949, and 
delivery was accomplished easily after three hours in the first stage 
and twenty minutes in the second stage of labour. The puerperium 
was uneventful. On August 29, 1949, she was sterilized by vaginal 
hysterectomy, which is the method of choice in a multipara with a 
cervical or corporeal lesion sufh as cervicitis or subinvolution. 
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.\s pneumonccioniy is a rebtively new operation it is likely 
that there are few women who have undergone a pregnancy 
subsequently. However, it seems probable that their numbers 
will increase. While therapeutic abortion can easily be justified 
in these cases, yet there will be many patients who wish to 
proceed to term. 

The antenatal period appears to be unaffected by pneumon- 
ectomy. The course of labour must be watched carefully, any 
delay in the second stage being terminated by forceps extraction. 
In multigravida with a history of previous easy labours the out- 
come is likely to be favourable. In a primigravida, however, 
with the uncctlainlies of the length of labour and the patient's 
reaction, the prognosis must he more guarded. Should there 
be any complicating obstetrical factor caesarean section would 
be almost obligatory. 

My thanks arc due to Mr. A. H. Siddons, who performed the 
pneumonectomy, and to Mr. C. M. Gwillim, who performed the 
'•aginal hysicrccioiny. for their advice and assistance in this case. 

—I am, etc.,’ 

Lor.aon.S.W.l, J. L. Wrigkt. 

Trcatmeni of Ringsvonn of the Scalp 
SiH, — Dr. K. D. Crow {November 19, p. 11751 indicates that 
he has completely missed the point of our criticism (October 8, 
p. S15) of the report on the treatment of scalp ringworm with 
local applications, by Drs. H. Haber. R. T. Brain, and Mr. 1. W. 
Hadgrafi iSeplember 17, p, 626). We endeavoured to draw the 
attention of practitioners to the fact that x-ray epilation is still 
by far the best treatment for Microsporon oudouini scalp 
"uifections, and that the results of the treatment regime used by 
Dr. Brain and his colleagues were assessed on an uncontrolled 
series of six cases. We believed that the superiority of x-ray 
epilalipo was not sufficiently stressed in their recent article, 
though reference was made to a previous article' on a related 
experiment, and here the value of x-ray therapy was freely 
admitted. In a subsequent letter (October 29, p. 980) Drs. Brain 
and Haber kindly acknowledged our criticisms and endorsed the 
emphasis which we place on the value of x-ray epilation. 

We do not suggest that the literature confirms our contention 
that 25“!, of cases of Af. audouini infection of the scalp undergo 
spontaneous cure in less than six months. These were our own 
figures based on several hundred cases, but it is becoming 
increasingly apparent that future literature on this important 
point may well substantiate our claim. For example. Shaffer* 
recently stated that tO% of a random sample of 129 cases from 
an epidemic in Detroit which involved about 7,000 children 
were found to be free of infection when subsequently examined 
three years after the original diagnosis had been made. 

We laid stress on the fact that Dr. Brain and his colleagues 
had only six cases of M. audouini scalp infection, yet they 
mcluded in their trial twenty of M. ielineum infection. We con- 
sidered this to be misleading, since spontaneous cure within 
months is well known to occur in the great majority of cases 
of the latter infection. 

Four cases of contact dermatitis from the total of fourteen 
cases assessed at the time of writing our last letter is admittedly 
A very high percentage. We agree that we must have been 
very unfortunate, but, on the other hand, we feit in duty bound 
:o draw attention to- the possibility. We can assure Dr. Crow 
ihat they were e.xamples of sensitization dermatitis. We used 
4.5% salicyianilide in a carbowax preparation kindly supplied 
,^by Imperial Chemical (Pharmaceuticals). Ltd., and essentiafly 
the same as that used by Kinnear and Rogers.* Dr. Brain and 
his colleagues mentioned local reactions presumably due to 
mechanical friction, but they did not mention the possibility of 
eczematized dermatitis. 

With regard to x-ray epilation. Dr. Crow states that at many 
specialized centres there is a wait of someiimes 3-4 months before 
treatment can be commenced. If this is indeed the case then there 
oasts a most unhappy situation, and it is not surprising that tinea 
capitis is now epidemic in many areas. On discovering our own 
epidemic we were quile unable to deal with all the cases which 
were found, but by borrowing a second x-ray therapy unit, and with 
the whole-hearted co-operaiion of the county medical officers con- 
cerned, we were able eventually to carry out epilations at the rate 


of ten cases per day. \Vc would like here to acknowledge the http, 
direct and indirect, which we received from Drs. 1. Kinnear and John 
Rogers when planning our programme. 

Dr. Crow admits that the method of ircaimenl advocated by Brain 
and his colleagues is suitable only when facilities exist for examina- 
tion under Wood's light and, preferably, for cultures of the 
organism. But there must be very few such centres nowadays which 
do not also possess or could not borrow a superficial x-ray apparatus. 
He suggests that local treatment should be employed: (1) in all 
cases of pre-school age (»c prefer x-ray epilalion for all children 
of 3 years and over, if necessary under general anaesthesia, and 
tve believe tliat cases of tinea in children under 2 years of age under- 
go cure vvilb suitable local trcatmeni in ihe majority of cases, and 
lliat in any event al this panicui.ir age they are seldom as likely 
to be a source of infection as older children); (2) when facilities 
for x-ray epilation arc not available within a very short time 
(we agree here), and especially during epidemics (it is just in these 
circumstances that x-ray epilation is of the greatest possible value); 
and (5) in all cases of infection with the animal microsporon (we 
believe that, taking ihc average total duration of untreated infections 
as at Ihc most about six months, all cases have to be treated on their 
merits: usually a quick cure in four weeks with x-ray treatment is 
preferable to a wail of some months involving laborious local therapy, 
as advocated by Dr. Brain and his colleagues, for in the latter even! 
tlic children have to have their hair cut very short and kept short 
throughout treatment). 

We repeat our reminder to practitioners that x-ray treatment 
is still the only reasonably certain method of cure, and we 
believe that great harm can be done by attempting local treat- 
ment for M. oudouini scalp infections in any place other than 
an investigative centre. — We are, etc., 

J. Martin Be.vm, 

iktfiii. IVA-V H. McCxtv. 
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Jntportance ot rrevenuve Medicine 

Sir, — I t is now many weeks since a leading article in your 
educational number (September 3. p. 524) proclaimed that “the 
prospects of a career in public health have never been better." 
And then a few lines later you wrote, “ Financially the rewards 
. . . vvill always be less than clinical medicine can offer." In 
the interim only one or two voices have been raised to query 
this pronouncement, and 1 think that the time has therefore 
come to try to make the profession face the jpnplicalions which 
it has so far accepted by remaining silent. 

First t ask. Is it the considered opinion of the Association 
that preventive medicine is of so little importance that its 
remuneration shall compare unfavourably with that of thera- 
peutic medicine ? The triumphs of preventive medicine in 
Britain in the last century have been in their way at least equal 
to those of the therapeutic branch. Smallpox, typhus, cholera, 
enteric, and lastly diphtheria have gone or are' going. The 
wastage of infant life has been reduced by about two-thirds. 
These achievements are not dramatic in the way that successful 
therapy may be, but they are no less real on that account, 
Is preventive medicine therefore of so little importance ? 

If the answer to my first query is in the affitmative, the 
second must be squarely faced. Does the medical profession 
claim a vested interest in sickness ? The only justifiable ground 
for tasting aside preventive medicine is that it is ineffective. 
If it is conceded to be effective then it must be given adequate 
encouragement of ali kinds. If they consider it to be effective 
but not worth equal financial encouragement it. is then a 
legitimate criticism of the therapeutic branch that they want 
the public to be ill in order that the doctor's livelihood shall not 
sul^r. If, on the other hand, the profession as a whole agrees 
with preventive medicine in theory and practice, what are they 
doing to see that the necessary encouragement is given ’ 

It took a year to wring agreement to negotiate from the local 
authority associations, and after four further months the 
machinery for negotiation is not ready. Our colleatmes in the 
Slnm w the -necessary machinery, but apparently it 
cannot be made to work, and they are as badly off. This is not 
good enough, and calls for an awakening of the mfdic^l 
conscience of every Division and Branch of the Association as 
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well as in B.M.A. House. R prompt and effective action is not 
forthcoming the medical services of the central and local 
authorities will go where the school dental service has already 
gone — down the drain. The economic pressure is just as great 
on the doctor as on the dentist, but the opportunity to transfer 
from prevention to cure less easy to find. 

If the local-authority medical services go the way of their 
dental counterparts there will be the immediate risk of the 
return of diphtheria on a substantial scale and also of the 
reappearance of the other epidemic diseases. As a parting shot 
I want to ask if any of my general-practitioner friends want to 
have to cope with an outbreak of smallpox without the help 
of their local health department. — I am, etc., 

Elgin, Moray. I- C. MONRO. 

Sir, — ^How very refreshing to read of Professor R. H. Parry’s 
frankness -on proposing the toast of the guests at the Society 
of Medical Officers of Health Annual Dinner (Journal, 
December 3, p. 1289). Most of us in the public health service 
are getting just a little tired of the soft soap and treacle regularly 
handed out to us by every non-medical functionary in the land 
from the Minister dovvnwards. Everyone loves us, everyone 
says we are doing a grand job, everyone is awfully sorry for us 
— and no one does a thing about our status except, of course, 
talk about it endlessly. 

Week after week we read of practitioners struggling for 
increased remuneration. Good luck to them. But is it really 
realized that any practitioner the day after he qualifies is a 
better financial prospect than the medical officer of health who 
has a specialist diploma and years of experience behind him 
before he gets his post as M.O.H. with its attendant pittance ? 

Why have not the associations of local authorities the bold- 
ness to come out into the open and say what is pretty obvious 
anyway — that they don’t want a public health service ? Then 
we could all clear out and let it collapse as ignominiously as the 
school dental service has done, and the rest of the profession 
could busy itself in trying to patch up ills which would never 
occur if preventive medicine offered even reasonable induce- 
ments and a living wage for anyone but visionaries and lunatics. 

Is it not a little ironical that the very body of medical men 
who started a public health service in this country should be 
the only ones to be disregarded when the National Health Service 
Act came into being ? Let us have the answer one way or the 
other, and soon. We don’t ask very much — only to be equated 
.financially with other medical men of comparable experience. — 
f am, etc., 

Wallingford, Berkshire. HECTOR MACKENZIE-Win ILE. 

Dangers of Dicoumarol 

Sir, — T he new coumarin substance, B.O.E.A., described by 
Drs. Catherine C. Burl, Helen Payling Wright, and Mirko 
Kubik (December 3, p. 1250), is clearly a more quickly acting 
and in some ways a safer anticoagulant than dicoumarol. In 
view of this article and of the leading article entitled “ Dangers 
of Dicoumarol” (p. 1279), I think three important questions 
need answer. What is the most effective and safest prothrombin 
level to aim at ? How often is it necessary to estimate the 
prothrombin level ? How dangerous are these anticoagulants ? 

In the article by Dr. Burt and her colleagues a prothrombin 
level between 20 and 30% was aimed at because it was thought 
■‘generally desirable,” but in some cases a level of 40 to 50% 
of normal, “proved satisfactory for clinical improvement.” 
A number' of workers'"* have all aimed at a prothrombin 
level of 10 to 20% of normal in the treatment of thromboses. 
Peters and his colleagues^ produced a level of 35 to_ 50% in 
their cases and recorded good results. Scott and Lissimore 
described a case of lymphatic leukaemia with multiple mesen- 
teric thromboses which ceased when the prothrombin level 
was kept between 60 and 70% of normal by dicoumarol. Treat- 
ment was maintained for over three years, prothrombin estima- 
tions being made at monthly intervals. 

During the last four years 1 have treated 81 cases of throm- 
bosis by maintaining a prothrombin level of 65 to 75% of 
normal, and the results have been as good as any of those 
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recorded by the authors quoted above for similar cases. Niv 
haemorrhage has been observed. These authors have all recom- 
mended daily estimations of prothrombin level, and as their 
patients were constantly in close proximity to haemorrhage thb 
was certainly essential. On the other hand, when one aims ai 
a level of 65 to 75% of normal, dosage can be adjusted to 
produce this level and- maintain it,, using the prothrombin esti- 
mation to confirm one’s aim rather than • as an essential in 
treatment. Estimations in these cases were never done more 
often than every five days ; in prolonged treatment cslimatiom 
were done once a month. The prothrombin level never fell 
below 50% and never rose above 80%. In 24 cases treatment 
has been continued for at least six months of the year for onr 
to four years. 

These cases have all been treated at home, but no case io 
which liver or renal damage has been found or suspected wa.'- 
given dicoumarol without more frequent prothrombin estima- 
tions. Shapiro and his colleagues' showed how liver damage 
increased the response to dicoumarol. Richards and Steggerda’ 
demonstrated the continued effect of dicoumarol in rats from 
which the kidneys had been removed ; normally the prothrombin 
level soon falls. 

Dr. Catherine Burt and her co-workers also report that 
no gross cumulative effect of B.O.E.A. has b'een observed 
Bingham and his colleagues' found the same with regard tc 
dicoumarol. After taking 10 g. of dicoumarol in 92 days, a 
man with thromboangiitis obliterans had normal liver and renal 
function. My patients who took dicoumarol for sbt monthi 
during each of four successive years similarly showed no ill 
effect, their while and red cells remaining normal. 

It is suggested, therefore, that a prothrombin level of 60 to 
75% of normal is adequate for the treatment of most cases ol 
thrombosis ; that prothrombin estimations in these circum 
stances are unnecessary more often than every five days in 
most cases; that dicoumarol and also B.O.E.A. given* for a 
prolonged time are not harmful in correct dosage. — I am, etc., 

Leeds. R. A. MURR.AY SCOTT. 
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Enteritis Due to Duck Eggs 

Sir, — The article by Professor L. P. Garrod and Dr. M. B 
Mcllroy on enteritis due to duck eggs (December 3, p. 1259) 
raises certain problems of prevention. Is there any conclusive 
evidence that a duck infected with Sahn. typlii-niiirium evei 
transmits infection to the inside of a freshly laid and undamaged 
egg ? 

In the article in question the words, “ In hens’ eggs contam- 
ination is confined to the outer surface of the shell,” suggest 
that this may also be the path of infection in duck eggs, facili- 
tated in the case of duck eggs by the greater, porosity of the 
shell and by the conditions under which a duck may lay its 
egg. Unlike a hen, a duck as often as not does not lay its egg 
in a nest but anywhere about the farm. In addition, a duck’s 
droppings are almost invariably liquid, arid this liquid faecal 
matter gets trampled over the egg. 

Even under these conditions it is highly improbable that the, 
egg will become infected unless it is left lying out for a matter 
of days, and it is on dirty farms that this is likely to occur 
It is these “ found ” eggs which may have been lying out for 
an indefinite period which are probably the cause of human 
infection. 

An egg, be it duck or hen, which has been lying in one 
position for some days tends to become sided-yolked, and 
when, as happens to all eggs at packing stations, these eggs are 
lamped and found to be sided-yolked they should be discarded, 
although this would entail discarding some fresh eggs. 

It should also be borne in mind that most cracked, broken, 
and stained eggs are, at packing stations, turned into what are 
known as “ liquid eggs ” and sent to bakeries and caterers. 
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bence the greater liability to infection even from a queen of 
puddings." Lastly, distribution being as it is, it is unlikely 
that the two hundred eggs delivered to St. Bartholomew's were 
less than a month old.— 1 am. etc., 

HiltiUcish, Dcv'On P* E* GnAlI.\M"BoNNAI.lE. 


Chilblains 

Sir. — 1 read Dr. J. T. Ingram's contribution, concerning 
chilblains, to the '' Refresher Course '' {December 3. p. 1284) 
with increasing interest, for it occurred to me while reading 
this article that chilblains may eventually be classified as one 
of the minor and localized diseases of adaptation.* 

As Dr. Ingram slates, " Exposure to cold and damp followed 
oy warmth ” is the common precipilaiing factor for chilblains. 
Exposure to cold is one of the “alarming stimuli" described 
by Selye; The psychological and nervous influences mentioned 
by Dr. Ingram could act via the pituitary and the " endocr.no- 
iropic" hormones in the same manner that Selye postulates 
nervous fatigue acts in the alarm reaction. 

Finally, the susceptibility for the development of chilblains 
it puberty, the menopause, and old age and their virtual non- 
appearance during pregnancy are very suggestive of an endo- 
crine mechanism. It was indeed the remissions of rheumatoid 
arthritis during pregnancy and jaundice that led Hcnch to his 
brilUanl observations concerning cortisone. 

It would be interesting to know the incidence of chilblains 
m rheumatoid subjects as compared with that in normal people, 
and also whether anyone has yet observed a dramatic resolu- 
tion of a chilblain in a patient treated with cortisone. — I 
am. etc., 

LoKioo.\v,j M. D. Warren 

RmJtINCG 
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Resettlement of the Tuberculous 

Sir,— T he views of Professor Frederick Heaf on rehabilita- 
tion of the tuberculous need no bolstering from me against the 
oblique attack of Dr. Alice Stewart (December 3. p, 1294). It 
is, however, disheartening to leant that, emanating from “the 
city of lost causes." philosophic doubt is being cast on the 
worth of all our policies and schemes in regard to rehabilitation. 
\fisguided these may be, but their fulfilment is at least practic- 
ible and realistic. If, as an alternative to the wise and timely 
reinstatement of tuberculous persons in industry or office. Dr. 
Stewart can only offer the suggestion of keeping them perman- 
ently “in affluence,” then she should withdraw from the 
industrial Midlands and North along with her impedimenta of 
mass radiography and morbidity tables. 

Will she deffne “ affluence ” not in the 0-EX), sense but in 
terms of the needs of a tuberculous wage-earner and his wife and 
family ? The standard rates of pensions, sick-pay, and national 
assistance provide little more than subsistence. Increases have 
been granted by (or wrung out of) successive Governments 
sporadically and lagging in time behind the rise in the cost- 
of-living index. Does Dr. Stewart really think that in future 
tuberculous persons will be assisted by the State with more 
than the wherewithal of bare existence ? Pensioning-off, how- 
ever generously, our tuberculous population will not abate by 
one jot their infectivity in society and in their homes, clubs, 
churches, and cinemas. Man works for 44 hours, sleeps 
through 60 hours, and is at home or mixing gregariously with 
his fellows for 64 hours each week. There is no evidence that 
e,xcIusion of the tuberculous (even if it were possible) from 
all work activity would diminish the total infectivity existing in 
the community. On the contrary, granted eight hours more 
leisure daily they might well have more opportunities of sowing 
- infection outside workshop or factory. 

Half of the tuberculous population becomes capable and does 
resume work eventually ; the work may require to be modified 
or altered. One-sLxth are dying cases, are aged, or are depen- 
dent married women. Only the remainder, consistine of 
20.000 to 30,000 chronic active cases of pulmonary tuberculosis 
need consideration in our rehabilitation plans. Many of them* 


have good 'york capacity and tolerance. Most are entering or 
are already at the stage of full productive life. It would be 
inhumane to deprive these people of opportunity to work and 
to treat them as " superannuated ” men and women at or before 
the prime of life. 

No one, least of all Professor Heaf, advocates the indiscrim- 
inate replacement of the tuberculous in industry. Our young 
people going straight from school to work-bench, shop, or office, 
there to work alongside older persons, must be protected at all 
costs. Dr. Stewart's finding of 7 “ open ” cases in a boot and 
shoe factory is not germane to the issue unless she also indicates 
the size of the population that was surveyed or at risk. She 
decries our'prcscnt “industrial schemes." To which does she 
refer ? 1 would draw her attention to the plans of the Disabled 
Persons Corporation, which has already set up special 
" Remploy ’’ factories for the tuberculous and aims at establish- 
ing one or more in each region. Hull’s factory was the first 
to be opened in the country. It has operated for nine months, 
has places for 250 men and women, and 60 men are now work- 
ing there. 1 can testify to the increased well-being and morale 
of men who are now being afforded for the first time the chance 
to work within their reduced physical capacity. As a reward 
they take home a wage packet on Fridays, earned by their work 
and skill, instead of being the passive receptors of their “ allow- 
ances" at the Post Office on Mondays. 

Some of the desiderata enumerated by Dr, Stewart in the 
earlier part of her letter are surely not i.Tipossible to attain. 1 
refer to more adequate housing and improved standard of life 
for tuberculous and healthy alike. These and other social 
betterments are the prerogative of none, but are within the 
rights of all to obtain or possess. I assume that Dr. Stewart’s 
letter was intended to be provocative. If her suggestion that 
it might be better to superannuate tuberculous men and women 
as a means of reducing the reservoir of tuberculous infection 
in this country is seriously advanced, then I trust that this 
latest “ Oxford movement " will die a premature and 
unhallowed death.— I am, etc., 

Hull Robert Hardv 


Rh Genotype Tests 


Sir, — Dr. Edgar Rentoul {December 3, p. 1300) refers to the 
production of evidence with regard to the Rh sub-groups as 
being used in a British court for the first time in a medico- 
legal case recently heard in a Scottish Sheriff Court, Although 
Dr. Rentoul does not state the dale of the hearing, which has 
otherwise escaped my attention, i gather it was more recently 
than June 8. 1949, when 1 gave such evidence at a magistrate’s 
court. The facts of the case were as follows. 

A woman who had previously borne an illegitimate child 
alleged that as a result of a single act of intercourse following 
a casual meeting she had become pregnant The defendant, 
who admitted the act. alleged that a contraceptive sheath had 
been used. The probable time of conception corresponded with 
the admitted intercourse. 

It has been my practice to lest for all the antigens for which 
I have been able to obtain antisera in disputed paternity cases 
which 1 have investigated, but this was the first occasion on 
which an Rh sub-group had produced evidence of value. The 
results of testing in this instance were as follows: 
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a very active anti-c serum was not available at the time 
Beause of the uncertainty of this result an attempt was not 
made to genotype the individuals, and the evidence was 
considered to be unsuitable for medico-legal work The 
evidence was accepted by the magistrates and the" claim 

dismissed as not proven.— 1 am, etc., 


Kewca5iIc-iipon-T>Tie. 


T. H. Boon. 
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POINTS JFHOM LETTERS 

Spoons as a Measure 

Dr. E. H. Jeanes (Rotherham) writes: I was pleased to see the 
letter of Dr. J. M. Hamill (November 19, p. 1180) regarding the 
very important matter of spoon measurements. The misconception 
about the size of the tablespoon is a very common one and can in 
certain circumstances lead to most unsatisfactory treatment. The 
position is confused because textbopks often reiterate the myth that 
one tablespoon contains half an ounce of fluid, whereas in fact it 
contains one ounce. Contusion is doubly confounded because the 
majority of medicine bottles are now not marked in tablespoon doses, 
and the patient has to measure his own dose. . . , Where bottles 
have been graduated in tablespoons the proper dose is taken, because 
the patient relies on these bottle markings, yet let it be noted that 
these measurements are in fact dessertspoon doses, as can be verified 
by anyone with the interest to do so. It would not be difficult to 
find prescriptions in the National Formulary which would cause 
definite harm if twice the prescribed dose were taken regularly. The 
instructions on tins containing dried milk may be misleading. For 
instance, an infant weighing 8 lb. is started on artificial feeding and 
the mother is instructed by a nurse to feed by the directions given 
on the tin. Since some of the leading dried-milk manufacturers give 
directions in tablespoons of water to be added, the mother proceeds 
to make the feed by adding four measures of dried milk to eight 
tablespoons of water. This is poured from a jug into a feeding 
bottle and given to the baby. The baby, naturally, can only take 
half the amount, and the result is underfeeding, since only two 
measures of dried milk are taken. Of course feeding bottles are 
marked nowadays, but there still exist certain mothers who rely 
solely upon their own tablespoons and not on the markings on the 
feeding bottles. It is unfortunate that the Ministry of Food in its 
instructions issued with National dried milk has repeated the common 
fallacy that “ two tablespoonfuls of water equal about one ounce.” 
if is, of course, two dessertspoonfuls which equal one ounce. 

Death by Hanging 

Dr. R. Pakenham-Walsh (Lancaster) writes: I was interested to 
read Dr. F. A. Richards’s letter (November 26, p. 1235) suggesting that 
death by hanging was not as instantaneous as is generally supposed. 
The same thought occurs to me every time I have the unpleasant 
duty of executing one of my hens by the process of breaking the 
neck as near to the occiput as possible. Even when everything goes 
according to plan the hen gives every appearance of being conscious 
for a few seconds after the neck has been broken. Its eyes remain 
open and then gradually close, as though the creature was dying 
slowly. The subsequent “ P.M.” always shows a considerable 
haemorrhage in the region of the break, and it is probably this which 
causes the head and its owner to become finally dead. On one 
occasion I was anxious that a special pet hen should not suffer, 
and I was horrified to find that I had pulled the head right off. 
Death, however, had been instantaneous, as the head was certainly 
dead by all appearances, while its owner still remained very much 
alive. 


Fracture of the Olecranon 

Dr. L. S. Woolf (London, N.W.ll) writes: Thirty yeais ago the 
patient of whom I write, then a man of about 30, fell off a bicycle 
on to his left elbow. An .v-ray e.xamination showed that the fractured 
olecranon was drawn up about 2i in. (6.25 cm.) from the body of 
the ulna — i.c., there was a separation of 2^ in, between the olecranon 
and the body of the ulna. It was decided that mechanical means of 
bringing the fragment of the olecranon down to join the shaft of the 
ulna would suffice, and an open operation would thereby be avoided. 
Straps were applied to the upper arm exerting tension on the triceps, 
and after a short time it was constdered that the olecranon was 
near enough to the shaft of the ulna to form a fibrous union. This 
in fact is what took place, and the patient had no functional disturb- 
ance in the use of the limb. From time to time there was “ rheuma- 
tism,” but it was only recently that there was much pain in or around 
the elbow. Because of this an .x-ray photograph was taken, and this 
revealed that there is, after thirty years, still no bony union, although 
function is practically perfect. 


Pruritus Vulvae 

Dr H ThistlethWaite (Sedbergh, Yoikshire) writes: In Pro- 
fessor T N a; Jeffcoate’s learned article on pruritus vulvae (Novem- 
ber 26, p. 1196) I find no reference to the application of testosterone 
ointment. A number of my women patients, whose ages range from 
30 to 90 years, have cause to bless this ointment, which was 
recommended to me in the first case by a gynaecologist and has 
fully justified itself after other measures have faded lamentably. A 
sin-le treatment which has given relief to some victims of pruritus 
vulvae deserves to be more widely known and used. 


Obituary 


WILLIAM ANDERSON, O.B.E., F.R.C.S. 

Mr. William Anderson, senior surgeon to Aberdeen Royal 
Infirmary, died suddenly on November 29. He was born in 
Aberdeenshire 63 years ago, of a farming family. . In ' 
1904 he entered Aberdeen University, and graduated in 
1909 with distinction in his final examinations ; he was 
awarded the gold medals in both medicine and surgery 
After graduation he held hospital appointments in the 
Royal Infirmary and the Sick Children’s Hospital. He 
became house-surgeon to the late Sir Henry M. W. Gray, 
to whose infiuence and inspiration, like so many of his 
generation, he owed so much — a debt which he always 
gladly and thankfully acknowledged. Then followed a 
period of postgraduate study in Germany in the surgical 
clinics at Tubingen and Berlin. 

In 1913 Anderson was appointed to the honorary stall 
of the Royal Infirmary as anaesthetist — in those days h 
recognized stepping-stone. In the first world war he served ^ 
for some four years in France, at first as a regimental 
medical officer and later as surgical specialist in charge of 
the surgical division of No. 12 Stationary Hospital. During 
the war he acquired a comprehensive experience as ' a 
general surgeon, though even at that time his main interests 
were tending to focus themselves on abdominal and 
thoracic surgery, and by the end of the war he had estab- 
lished his reputation as one of the most promising younger 
surgeons of the day. For his services he was mentioned 
in dispatches and awarded the Order of the British 
Empire. In 1919 he returned to Aberdeen and was 
appointed assistant surgeon to the Infirmary, again in the 
service of Sir Henry Gray, and he also joined the surgical 
staff of the municipal hospitals. In 1912 he became a 
Fellosv of the Royal College of Surgeons of Edinburgh, 
and in 1923 of the Royal College of Surgeons of England 
In 1928 he was appointed examiner in surgical patholog) 
and operative surgery for the diploma of F..R.C.S.Ed 
He rapidly acquired an extensive surgical practice and a 
steadily increasing reputation as a clinical teacher. 

At the outbreak of the second world war he became 
surgical director to the Northern and North-Eastern 
Areas, but it was obvious to his friends that he would no: 
be' content for long with a purely civil appointment, foi 
his heart was set on service in the field once again. Early 
in the war he was appointed consulting surgeon to Scot- 
tish and Northern Ireland Commands with the rank of 
brigadier, an appointment for which he was peculiarly well 
fitted by his experience in the first world war, his shrewd 
common sense, and his ability to sum up- men and affairs 
Even on a physique as robust as his the heavy responsi- 
bilities and the constant journeying to Ireland and all parts 
of Scotland must have taken a heavier toll than at first 
appeared. 

At different times Anderson held many other important 
appointments — he was president of the Association of # 
Surgeons of Great Britain and Ireland from 1941-4 ; an 
orieinal member and ' later president of the Society ol 
Thoracic Surgeons of Great Britain; and inspector of 
examinations for the General Medical Council. He is sur- 
vived by his widow, two daughters, and one son, to whom 
all will extend their sympathy. 

A.G.A. writes : By the sudden death of William Anderson 
Aberdeen medical school has been deprived of the services of. 




DEXTRAN — Blood Plasma Substitute — is now 
available as a Crookes Transfusion Solution 
under the trade name 


INTRADEX 

This new blood plasma substitute has the follow- 
ing properties and characteristics : — 

1 Sterile, non-pyrogenic, non-toxic and non- 
diuretic. 

2 Possesses colloidal osmotic pressure equiva- 
lent to blood plasma. 

3 Rapidly metabolised and non-cumulative. 

4 Universal compatibility provides an advan- 
tage over whole blood. 

5 Superior to plasma because it is vims free. 

Issued in single 20 oz. Transfusion bottles 
Literature on request. 

Manufactured by: DEXTRAN LTD - AYCLIFFE • DARLINGTON 
Sole Distributors : 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON - N.W.IO 
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Brand 


(MARTINDALE) 

ETHER SOLUBLE TAR PASTE 

The original colourless Coal Tar Cream with all 
the therapeutic advantages of crude Coal Tar. 


FORMULA- 
Ether Soluble Tar Distillate 1 .5% 
Zinc Oxide . . . . 14.0% 


Starch .. 12.0% 
Base q.s. to 100% 


Literature and Samples on request 

SAVORY & MOORE LTD. 

Welbeck Street, London, W.l 

Telephone : 

WELbeck 5555 <20 
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two important aids 
in infant care 



BA.B Y LOTION — for nappie changing and skin irritation 
BA.BY POWDER — for use after every bath 

Johnson’s Baby Lotion for the routine care of infants’ skin 
has already received wide medical support. A smooih, white, 
antiseptic oil-in-tvater emulsion, it reduces effectively surface 
bacteria, urine irritation, and other types of rash; Together 
tvith Johnson’s Baby Powder,, these are two important 
products every mother needs in the care of her baby. 

^oU\\r)s{ 3 M cJ-^ofllLyCH 

XJHNSON h lOHNSON (GT. BRITAIN) LIMITED SLOUGH AND GARCRAVIs 


000 SAUNDERS BOOKS o o i) 


Berens : THE EYE AND ITS DISEASES 

By 92 International Authorities^ edited by CONRAD BERENS, fi.O.. 
F.A.C.S., 1,092 pp. ^36illustrations. 

Arranged in 17 sections— coch a monograph in itself, including: Embryology, 
Anatomy, and Development ; Physiology and Physiologic Optics ; kcfraction 
and Accommodation ; Trcoiment ; PrevcntiYc Ophthdlmoio^; Lobo/oloiy 
Oiofnosis. 

New (2nd) edition, lust published. ' 80/* 

Levine and Harvey: CLINICAL AUSCULTATION 
OF THE HEART 

By SAMUEL A. LEVINE, M.D.. and W. PROCTOR HARVEY, M.D., 
327 pp. 286 illustrations. 

. those who find auscultation difficult will Cmd it helps them to recognize 
and interpret the various sounds produced in or ncor the heort."— The Loncet. 
A new book. Just published. 32/6 

Friedberg: DISEASES OF THE HEART 

By CHARLES K. FRIEDBERG, M.D., of Columbia University, 1.081 pp. 
Illustrated. 

A comprehensive detailed presentation of all the diseases and conditions affecting 
the heart. Destined to become one of the most referred to books on the subject. 
A new book, {use published. 57/6 

Christopher: GENERAL SURGERY 

By 193 eminent contributors, edited by FREDERICK CHRISTOPHER. 
B.S., M.D., FJk.C.S., I.SSD pp. 1,-465 Illustrations. 

A new (Sth) edition of this world-famous textbook on Surgery, thoroughly 
revised and brought completely up to date. 65/* 

Orr: OPERATIONS OF GENERAL SURGERY 

By THOMAS G. ORR. M.D„ University of Kansas, 890 pp. 1,700 illustra- 
tions. 

New (2nd) edition, just published. 67/6 

W. B. SAinVDERS COMPASr LTD. 

7 Grape Street, London* \V.C.2 


P.P.T -J- 

FyRST«R 8 M 5 = 
T«g 4M5W6IL* 

Recent tests carried out in co-operation with the 
clinic doctor of an important Metropolitan borough 
revealed that the improved formula SULEO rendered 
head lice moribund within 5 minutes and killed all lice 
present within 15 minutes. 

SULEO HAfR EMULSrON is now formulated with 
D.D.T. and Pyrethrins, giving the preparation greatly 
increased speed of action yet maintaining its origin^ 
high residual effect which exceeds the incubation 
period of the nits by some days. A fortni^tly appli- 
cation makes infestation virtually Impossible. 

NON-IRRITANT — NON-TOXIC — EASILY 
APPLIED — PLEASANTLY PERFUMED — 
UNDETECTABLE AFTER USE. 

SULEO HAIR EMULSION is the best answer yet 
to the problem of Pediculosis Capitis among adults 
and juveniles. 

*^See Medical Annual for 1948 — Page 88. 
Sample and Literature upon request from 

JEYES LABORATORIES LTD. 

MILLBROOK, CHIGWELU, ESSEX 
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NATIONAL HEALTH SERVICE (AMENDMENT) BILL 
The House of Commons considered, on December 9, amend- 
ments to the National Health Service (Amendment) Bill 
accepted by the House of Lords on November 17 {Journal. 
November 26, p. 1239). The Bill was read a thirdjime in the 
House of Lords on December 2 (December 10, p. 1359). 

Mr. Blenkinsop said the new Clause “A” was inserted to 
enable the Minister to make regulations adding to the functions 
of the Medical Practices Conimittee. Its functions in relation 
-to the distribution of doctors were limited by statute to granting 
applications by doctors not already on the medical list for 
inclusion in that list. Where several doctors applied to fill a 
vacancy it might be held that the Medical Practices Committee 
was only concerned strictly with applications from outside the 
area, whereas it had been usual for the Medical Practices Com- 
mittee to consider applications from, wherever they might come 
and to make its decision on the qualities of the applicants. 
Experience had shown that an extension of functions might be 
desirable in one or two other cases. In England and Wales the 
view was taken that a doctor whose application to employ an 
assistant was refused by the executive council should have the 
right of appeal. It seemed to the Ministry that the Medical 
Practices Committee should have power to determine such 
appeals. TTiese matters had received the full consideration of 
the medical profession. Any other similar evidence of the 
powers and functions of the Medical Practices Committee would 
also receive the consideration of the medical profession before 
any changes in regulations were proposed. 

'Sir Hugh Lucas-Tooth said that there should be some state- 
ment from the Government that it was not intended to use the 
wide wording of the amendment to take additional powers for 
the Medical Practices Comrhittee without giving Parliament an 
opportunity of considering what those powers should be. 

Mr. Sevan intervened to say there would be regulations 
which would be laid before Parliament, and the House then 
agreed to the new Clause. ' 


Charges for Prescriptions 

' A second new Clause “ B ” was then debated. It dealt with 
the recovery of charges in respect of pharmaceutical services: 

“ Regulations may provide for the making and recovery, in such 
manner as may be prescribed, of such charges, in respect of such 
pharmaceutical services, as may be prescribed, and may provide for 
the remission or repayment of the charges in the case of such persons 
as may be prescribed.” 

Mr. Blenkinsop said the amendment was designed to give 
statutory authority for the Prime Minister’s proposal to make 
a charge for prescriptions under the National Health Service. 
The Clause was drafted widely because the exact nature of the 
arrangements had not been decided. Discussions were pro- 
ceeding. It had been announced that the charge would not 
exceed one shilling, and that old-age pensioners would be re- 
lieved of the charge, as would ex-Service men who were war 
pensioners. They would continue to receive free treatment for 
their war disabilities. The Government had under considera- 
tion many representations made by members of the House and 
others on the detailed working of the scheme. 

In the House of Lords it had been suggested that there had 
been overprescribing by doctors. On that point he could say 
that there was already a joint committee of the Central and 
Scottish Health Services Committee to advise Mr. Bevan 
whether it was desirable and practicable to restrict in any way 
the prescribing by doctors of medicines of doubtful value and 
of unnecessarily expensive brands of standard drugs. The 
.Vlinistry could not make any statement on this till recom- 
* mendations had been made. . . 

Mr. Walter Elliot said the Opposition did not oppose the 
amendment, but it should not pass without comment. It would 
place 19,000.000 people in a worse position than they had been 
in since July. 1948, and a considerable number of people m a 
worse position than since 1912, when insured persons were 


allowed to obtain their prescriptions without this charge. He 
understood that £10.000.000 would be obtained by this charge. 
Was that figure still intended ? When might the House expeci 
the regulations to be laid ? Would they be laid during the 
prorogation of Parliament ? 

These regulations would have the fprce of law as soon as 
they were laid, and Parliament would require the etnrliest oppor-' 
tunity to debate them thereafter. He asked whether the sums 
to be raised by this procedure would obviate the need for a 
supplementary estimate for the Ministry of Health. Was there 
any intention to extend the category of hard cases beyond old- 
age pensioners and ex-Service men who were war pensioners ? 

Mr. Bevan must, he thought, have determined whether, the 
charge was to be based on each prescription or on each pre- 
scription form. The average number of prescriptions was three 
on two forms. It was desirable to know whether the prescrip- 
tion form or the prescription was to be charged. Was the 
shilling to be charged on a fiat rate or a graded rate? A great 
number of prescriptions were inexpensive, and on those inex- 
pensive prescriptions the pricing machinery was now in difficul- 
ties. He was delighted to think that Mr. Bevan did not accepi 
an increase in prescriptions as an improvement in the health of 
.the country. If small prescriptions were to be priced on a 
graded figure the difficulty with the chemists would be increased. 
The Minister should be able by this time to give a lead on 
these matters. 

Mr. Frank Byers said he had come to the conclusion thai 
the Lords amendment should be rejected. The House should 
beware of giving to any Minister powers which could not be 
examined in detail. What about the difficulties when rural, 
practitioners dispensed their own medicines ? What about 
diabetics who required continuous treatment ? He wanted pro- 
posals to be laid before the House in a form in which they 
could be amended in detail. He did not think the scheme would 
work. If the charge was too high it would cause injustice, 
and if it was too low it would not remove the abuses. 

A Retrograde Step 

Dr. Santo Jeger said he was one of the few medical men 
in the House who still followed his profession regularly. He 
regarded the charging for prescriptions as a completely retro- 
grade step. They had encouraged everyone to become health 
conscious and had said that if people had small ailments they 
should seek consultation early, but the charge on prescriptions 
was introduced as a deterrent. 

He feared that Parliament would deter the wrong persons 
from going to the doctor for treatment. A doctor might have 
to prescribe five or six items for one ailment at one time — for 
example, for boils. Was a man with a boil to be asked to pay 
five or six shillings for treatment ? Mr. Bevan had. talked of 
cascades of medicines being poured down people’s throats. They 
all knew that a med'eine was often given purely as “ a mental 
poultice.” It was not always possible for a doctor to eliminate 
a patient’s fears by words. Part of what the doctor had to do • 
yvas to supply a prescription, a placebo. 

Were old-age pensioners who continued in work to be 
exempted dr were they to pay for their prescriptions ? Who 
was to ascertain whether patients were to be exempted ? He 
did not think the doctor would agree to do it, and the chemist 
should not be required to ask people to produce their birth 
certificates or to show whether they were drawing the old-age 
pension. The Minister had received representations from both 
the British Medical Association and the Socialist Medical Asso- 
ciation. He did not think that these two bodies had ever been 
in agreement before, but they were definitely in agreement 
on this. 

He' could show the Minister many ways in which both doctors 
and patients could avoid this charge. Another, more serious 
aspect was that any attempt to limit general practitioners to 
drugs on a standardized list and to prevent them from trying 
out unestablished drugs would suppress original work. 

Mr. Bevan asked whether Dr. Jeger asserted that, if a com- 
mittee of responsible members of the medical profession said 
an ingredient sold under an expensive title was exactly the same 
as an ingredient sold under a less expensive title, the Ministry 
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^hould adopt the idiosyncrasy of a genera! practitioner and 
pay the inflated price. 

Dr. Jeger agreed that when there were two preparations one 
^hould, other things being equal, use the cheaper one. 

Mr. Bevan hoped Dr. Jeger would not pursue the matter 
further or be might prejudice discussions which were going on. 
IE Dr. Jeger said that in no circumstances could there be an 
official list of drugs provided by a responsible, authoritative 
order, he stem further than his friends would wish him to go. 
The amendment under discussion had nothing to do with such 
a list. It referred to the power to enforce a charge. 

.Dr. Jeger said that he was prepared to accept what Mr. 
Bevan had said and not pursue the matter. He declared that 
in his experience there had been little abuse of the Service. 
When all possiblb exceptions had been considered little of the 
expected £10,000.000 would await collection. If the proposal 
went through, patcnt-nicdicine vendors would find their sales 
going up by leaps and bounds. 

Mr. i-iNsmsD, as secretary of the Pharmaceutical Society, 
thought that the Minister should explore the possibility of 
■* pay as you use " rather than make cuts in the hospital service 
or hold up the rebuilding of hospitals. But the House should 
not be asked to go loo far in approval of the scheme without 
knowing in more detail hisw Mr. Bevan proposed to carry it 
-out. He hoped that the Minister proposed at an early date to 
bring chemists into the discussions. At present they did not 
fcnosv where they stood. Estimates for the pharmaceutical ser- 
vices were originally £6.000.000 but were now £;0,000.000. 
On those figures the .Minister was entitled to see whether some- 
thing could be saved to the Exchequer. He asked whether a 
prescription made out for a mother and two children ranked 
as one or as three. Hundreds of thousands of such prescrip- 
tions were written in cases of family sickness. Group prescrip- 
tions could be written if there was an epidemic in a school. 
.A doctor might write one for 60 patients. Did that rank for 
a charge of Is. or 60s. ? His view was that there must be a 
flat-rale charge, not one graduated according to the value of 
the medicine. It would be impossible for pricing officers to 
attempt to make an 3,sses.sment according to the value of the 
medicine. The most they could do was to count the forms. 

If patients who went to a general practitioner were to be 
charged, what of the out-patients at hospitals ? The last thing 
they wanted to do was to divert patients from the general 
practitioner to the out-patient dcparimenis of hospitals. There 
was the problem of the rural doctor. Diabetics had been men- 
tioned, but what about epileptics, people with chronic bronchitis, 
and the chronic sick generally ? 

If there was to be a straightforward payment of is. when 
the medicine was handed over the counter the system might 
possibly work. But if the " pay as you use ” pnneipie was 
iustified for the pharmaceutical services it was justified for the 
dental and ophthalmic and other benefits. 

Each According to his Shilling 

.Mr. SoMERVaxE Hv.stings asked whether the House was 
going to replace the Socialist principle of " Each according tor 
his need ” by “ Each according to his shilling.” He had found 
that a little more than half the doctors with whom he had 
discussed the question had agreed that there had been some 
abuse. But doctors who said there had been considerable 
abuse were those who had opposed the scheme from the start. 
He asked Mr. Bevan whether neurotic people would be de- 
terred by a shilling and robbed of the enjoyment of bad 
health. One of the people who vrould be deterred was the 
poor mother with young children. Doctors were very concerned 
about the interests of their patients, and in order to save the 
shilling poor patients might be given enough medicine for a 
month rather than for a fortnight. More medicine would be 
ordered rather than less. 

The great advantage of a free and universal service was 
that doctors got hold of illness earlier, and in medicine that a 
stitch in lime saved nine was a truth more important than ever 
now that so many bactericidal drugs had been introduced. He 
agreed with Mr. Bevan that some doctors were inclined to 
order proprietary medicines when an identical cheaper medicine 
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would do as well. The public did not understand how busy 
the drug houses were in sending their travellers round to 
doctors. If the Minister gave the doctors lists of equivalent 
drugs and asked them to supply these to their patients he would 
save the necessary money and the good name of the scheme. 

Mr. SoLLEY contended that the e.xcuse for the order from 
the Treasury to Mr, Bevan to save £10,000,000 — unnecessary 
resort to doctors and chemists — could not stand investigation. 
The Minister of Health should have asked himself before 
putting this burden on the working class whether he could not 
save the money by taking away some of the profits of the 
chemical and pharmaceutical manufacturers. The charge must 
cause great hardship to chronic patients. He would vole against 
the proposal and would fight on that issue at the General 
Election. 

AdminUtmtite Difficulties 

Mr. Bevan sympathised with those Members who had said 
they did not know how the power which was requested would 
be used. He himself did not yet know all the answers. The 
proposal to make a charge up to Is. created no administrative 
difliculties. These arose out of the exemptions. It was no 
economy to transfer a charge from the State to the individual. 
The proper economy was to introduce a more efficient way of 
giving the service. 

The Government wished to take power to make a charge for 
the pharmaceutical service alone because this was the part of 
the scheme where the greatest load had fallen and in which 
the scheme was inclined not to give the standard of service 
which the Government required from it. The amendment did 
not give power to impose a charge. It was to restrict the free 
service on the pharmaceutical side up to Is. The National 
Health Service would pay the cost of a prescription above a 
shilling. Even with this charge the National Health contributor 
would have a far wider range of service than was ever available 
before. 

The Government bad come to the conclusion that it would 
be glad to reduce the queues at surgeries and the unnecessarj 
expenditure at chemists’ shops. Some of the abuse arose on 
aspirins, bandages and so forth, costing less than Is. The pro- 
posal had not been received with much indignation because 
there was awareness of the abuse which had been taking place. 
The Government must presume that it was not in the interests 
of the patient to have too many prescriptions. He was not 
suggesting that the new clause ought to be a pennanent feature 
of the National Health Service. It was put forward as a 
temporary easement with a residual financial advantage. The 
figure of £10.000,000 assumed no exemptions, and any exemp- 
tions would reduce that amount. The House would have an 
opportunity of discussing the regulations before they were pul 
into effect. There was evidence already of a reduction in 
some eases of the burden on the general practitioners. 

Mr. Hastings asked whether, in view of that reduction in the 
abuse that he had mentioned, Mr, Sevan would consider that 
it might be unnecessary for him to introduce these regulations 

Mr. Bevan replied that he was giving consideration to ihis. 
He was not anxious to burden himself with a complicated 
administrative machine if he could achieve the same results b> 
other means. 

Dr. Segal contended that, if the suggested charge steadily 
reduced the number .of prescriptions, in a few months it miaht 
save more than £10,000.000. If the present total of IgT.OOO.TOO 
prescriptions a year could, at the end of twelve months, be. 
reduced by 30%, the need for the imposition of a charge would 
have vanished, 

Mr. PtEtATiN contended that no one could give evidence that 
abuse existed in prescribing. 

Mr. Sparkes referred Mr. Piratin to the report of the Esti- 
mates Comraiuee on the administration of the National Health 
Service. 

Mr. Piratin said he was not surprised to see a united front 
between the B.M.A. and the Socialist Medical Association. He 
drew attention to the profits made on medicaments. He said that 
Glaxo Laboratories, which produced penicillin, made, in 194S.- 
of '£1.64 1.000 and a net profit of £680.000. In 
1949 the gross profit was £2.605,000 and the net profit £930,000. 
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There was the case of “ dexedrine.” It was first introduced 
by Menley and James at 126s. per 1,000. The tablets were 
shortly afterwards -marketed by Ward Blenkinsop at 3is, per 
1,000. In the last few weeks Boots 'marketed the same pre- 
paration at 8s. 6d. per 1,000. Procaine-penicillin was first sold 
in this country by I.C.I. (Pharmaceuticals) at 44s. a phial. A 
few weeks later it was sold by Glaxo Laboratories at 32s. As 
a result of negotiations between' the interested firms and Allen 
and Hanburys the price was ultimately fixed at 36s., which 
was 4s. above the price of the most efficient manufacturer. 
There was plenty of scope for cutting down expenditure, apart 
from this amendment. 

On a division the new Clause “ B ’’ was accepted by 138 to 5. 

Foreign 'Visitors 

On a fmther new clause added by the Lords Mr. Blenkinsop 
laid it carried out a pledge given to the House of Commons 
during the Report Stage of the Bill. It empowered Mr. Bevan 
to make and recover charges for use made of the National 
Health Service by persons not ordinarily resident in Great 
.Britain, but Mr. Bevan did not intend a general and wholesale 
exclusion of foreign visitors from the benefits of the scheme. 

Mr. Walter Elliot was glad to see an admission that there 
had been substance in the case previously put forward by the 
Opposition, 

Dr. Broughton pointed out that the Clause would allow a 
•Minister of Health to make charges on all foreigners using the 
National Health Service. He said Mr. Bevan was unlikely to 
make such a regulation. Care must be exercised not to dis- 
courage people from other countries coming for medical and 
surgical treatment if they were prepared to pay for it. 

The House then agreed to the new Clause, and consideration 
of the National Health Service (Amendment) Bill concluded. 

Questions about Prescribing 

•Vlr. Bevan gave an assurance on December 8 that he did 
not intend to levy charges for prescriptions supplied in hospitals, 
including those supplied in casualty wards. 

Also on December 8 Mr. Kenneth Robinson ^sked the 
Minister of Health if he knew that many doctors in the National 
Health Service were prescribing patent medicines under their 
trade names in cases where similar ingredients, if specified in 
the prescription, could be dispensed at less cost. 

Mr. Blenkinsop, for Mr. Bevan, answered that a committee 
appointed by the Central and Scottish Health Services Councils 
was considering this problem. 

Epileptics . — On October 17, 1949, there were 14,370 epileptics in 
England and Wales registered as disabled persons. 


Universities and Colleges 


UNIVERSITY OF BRISTOL 

The Carey Coombs Memorial Prize for 1949 has been awarded to 
Or. I. McD. Stewart for an essay on " The Aetiology of Coronary 
riirombosis." 

ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 
At the annual meeting of the College held on December 1 Sir David 
IC. Henderson was elected President for the ensuing year and Drs. 
W. A. Alexander, J. D. S. Cameron, T. Douglas Inch, Ian G. W. 
Hill, James G. M. Hamilton, and A. Colin P. Campbell were elected 
members of Council. Dr. Alexander was nominated Vice-President. 

CONJOINT BOARD OF IRELAND 
The following candidates were duly admitted licentiates in medicine 
and midwifery on December 2, having passed the final examination 
in medicine, surgery, and midwifery of the Conjoint Board of 
Ireland: E. Bradley, P. G. Brady, H. D. Coglilan, Jane J. Connolly, 
L. A. Cullen, J. C. Dillon, J." A. Dohefty, Rita D. Dooley, 
Elizabeth M. Farrell, J. A. Fitzpatrick, J. B.(GalIagher, Rhoda P. 
Kennedy, M. J. Moran, J. E. Murphy, J.\R. Murphy, J. A. 
MacCarthy, Eva T. MacDonald, J. F. McGuire, O. A. McKee, 
•Mary T-; McQuaid, J. F. Napier, D. O. Ndukwe, Maeve S. O’Kelly, 
C. M. Ongley, W. Quirk, B, FitzG. Regan, I. Rosenthal, Catherine T. 
T>Tian, Mary T. Vass, A. M. Wells. 


INFECTIOUS DISEASES AND VITAL STATISTICS 

We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended November 26. (No. 47 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included), (b) 
London (administrative county), (c) Scotland, (d) Eire, (c) Northern Ireland 
Figures of Births and Deaths^ and of Deaths recorded under each infectious disease, 
are for : (a) The 326 great towns in England and Wales (including London) 
(b) London (administrative county), (c) The 16 principal towns in Scotland 
(d) The 1 3 principal towns in Eire, (c) The 10 principal towns in Northern Ireland 
A dash — > denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


Disease 

1949 

1948 (Corresponding Week t 

(a) 

(b) 

(c) 

W) 

(C) 

(a) 

(b) 

(0 

(d) 

(e) 

Cerebrospinal fever 

32 

4 

11 

2 

2 

36 

5 

16 

I 

_ 

Deaths 



— 




— 

— 


- 

Diphtheria 

121 

18 

28 

3 

9 

141 

8 

-37 

4 

6 

Deaths ... 

1 

— 

— 

— 

— 

2 


2 

— 

— 

Dysentery 

144 

25 

88 




72 

9 

46 

2 


Deaths 

. 



— 

— 

- 



— 

— 

Encephalitis lethargica. 

1 





1 





acute 








— 

Deaths 


— 





1 




Erysipelas 



27 

5 

3 



40 

12 

4 

Deaths 


— 





— 




Infective enteritis or 











diarrhoea under 2 
years 




33 





37 


Deaths 

21 

1 

8 

2 

4 

21 

2 

5 

3 

2 

Measles* 

1,469 

23 

39 

200 

87 

8,547 

127 

197 

53 

66 

Deaths! 



— 

1 

— 


— 

— 


Ophthalmia neonatorum 

31 

3 

9 

1 


43 

5 

10 

— 

— 

Deaths 











Paratyphoid fever 

11 

1 

1(B) 


_ 

1 

— 

4(B) 

— 

— 

Deaths 

— 

— 

— 


— 

— 

— 

. 

— 


Pneumonia, influenzal . . 

710 

51 

2 

2 

7 

716 

63 

5 

1 

3 

Death.s (from influ- 









1 


enza)4 

35 

9 

3 

— 

— 

22 

2, 

2, 


Pneumonia, primary . . 



266 

27 



29 

243 

32 

15 

Deaths 

303 

67 


11 

5 

234 


8 

Polio-encephalitis, acute 

17 

1 




5 

... 




Deaths . . 











Poliomyelitis, acute 

176 

23 

6 

8 

1 

42 

' 2 

2 

3 

— 

Deaths§ . . ' . . 

21 

8 




3 





Puerperal fever . . 


— 

9 




— 

9 


— 

Deaths 











Puerperal pyrexiall 

87 

7 

6 



82 

10 

7 

— 

1 

Deaths 


— - 









Relapsing fever 







— 






— 

Deaths 











Scarlet fever 

2,827 

224 

365 

154 

341 

1,544 

91 

281 

165 

55 

Deathst 


— 

— 

— 



— 

— 


Smallpox 





— 



— 



— 


— 

Deaths 




— 

— 





'T 

Typhoid fever , . 

11 

— 

1 

14 



3 

— 

1 

- 4 

1 

Deaths 

— 

— 

— 


— 

1 



— 


Typhus fever 

__ 







— 

— 

— 

— 

— 

Deaths 





— 






Whooping-cough* 

1,035 

43 

63 

66 

67 

2,747 

162 

120 

52 


Deaths 

1 









5 

. 1 




. 

Deaths (O-l year) 

288 

32 

45 

23 

11 

273 

29 

50 

14 

13 

Deaths (excluding still- 







779 

631 

180 

120 

births) 

5,73C 

995 

683 

193 

148 

4,847 

Annual death rate (per 








12-7 

11-3 


1.000 persons living) 



13-7 

12-0 





Live births 

6,938 

1109 

867 

333 

233 

7,018 

1139 

861 

327 

231 

Annual rate per 1,000 







17-4 

20-5 


persons living 



17-4 

20-6 





Stillbirths 

142 

16 

31 



172 

12 

23 

- 


Rate per 1,000 total 











binhs (including 

stillborn) , . 



35 




- 

26 




• Measles and whooping-cough are not notifiable in Scotland* and the ^etum^ 
arc therefore an approximation only. - . 

t Deaths from measles and scarlet fever for England and Wales. London 
(administrative county), will no longer be published. , . . . . 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

I The number of deaths from poliomyelitis and polio-encephahus for togiana 
and Wales. London (administrative county), are combined.^ 

' 11 Includes puerperal fever for England and Wales and Eire, 
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EPIDEAUOLOGICAL NOTES 

Foliotnj'clitis 

Nolificalions in the week ended December 3 were; polio- 
myelitis 141 (176), polio-encephalitis 15 (17). Figures for the 
presious week are shown in parentheses. 

Multiple eases (poliomyelitis and poiio-cncephalitis) were 
reported from the following counties: London 16 (24), Berks 
3 (3), Buckingham 2 (5), Chester 2 (6). Essex 7 (16), Gloucester 
7 (8), Hertford 2 (6), Kent 10 (14). Lancaster 14 (10), Leicester 
3 (7), Middlesex 15 (11), Norfolk 4 (12), Nottingham 6 (5), 
O.xford 2 (1), Southampton 5 (4). Stafford 5 (3), Surrey 6 (6), 
East Sussex 4 (3), Warwick 6 (7), West Yorks 19 (17). Glamorgan 
6 (5). 

National Insurance Figures 

The Registrar-General has included in his return for the week 
ended November 26 a new table which will show, each week, 
the numbers of claims to sickness benefit made under the 
National Insurance Act during the last (our weeks, with weekly 
averages for each completed month of the year, in each of the 
to standard regions of England and Wales. The weekly aver- 
ages so far this year have been highest in the month of March 
in all regions except the London and South-eastern Region, 
where the highest month was February, and the Eastern Region, 
where the figures for those two months were the same. The 
fuly averages were the lowest in every region. Figures foi 
England and Wales as a whole Were as follows: 


WeeUy Averages Each Month 

Week Ended 

Joa. 

.. 157.S00 

June 

83,700 

Nov. 22 . 

. 136,800 

Feb. 

ISO.JOO 

July 

78,500 

Nov. 15 . 

. 14X300 

Mar. 

. . 185,400 

Aug. 

S3.900 

Nov. 8 

. 135.000 

■\pf. 

.. 114.400 

SepL 

100.900 

Nov. \ 

. 121,900 

May 

.. 97,900 

Oct. .. 

1192:00 




Discussion of Table 

In England and Wales infectious diseases were more prev;i 
lent during the week and there were increases in the notificatiou- 
of scarlet fever 264, measles 168, whooping-cough 44, acute 
pneumonia 43, dysentery 28, diphtheria 25, cerebrospinal fever 
10, and polio-encephalitis 10. There were falls in the incidence 
of poliomyeiitis 43 and typhoid fever 10. 

A small rise in the incidence of scarlet fever occurred in 
most areas ; the largest increases were Yorkshire West Riding 
33, London 38, and Derbyshire 36. Increases in the notifica- 
tions of measles were reported in Durham 63 and Surrey 40, 
with decreases in Staffordshire 39 and Norfolk 34. 

The only change of any size in the notifications of whooping- 
cough was an increase of 33 in Lancashire. Notifications of 
diphtheria were the largest for 10 months, with increases in 
Yorkshire West Riding 7, London 6, and Durham 6. 

The largest returns for dysentery were: London 25 (Wands- 
woith 131; Lancashire 19 (Liverpool C.B. 6, Hindley O.D. 6); 
Yorkshire West Riding 15 (Leeds C.B. 8, Huddersfield C.B. 6); 
Durham 15; Gloucestershire 10 (Bristol C.B. 10); Glaraorgan- 
ihire 10 (Cardiff C.B. 6). 

In Scotland there were increases in the notifications of scarlet 
fever 96, acute primary pneumonia SO, and whooping-cough 20. 
.\n increased incidence of scarlet fever was reported from every 
area. In Glasgow there was an increase of 52 in the notifica- 
tions of scarlet fever. The rise in the incidence of pneumonia 
was contributed mainly by the western area. The chief centres 
of dysentery were Glasgow 47, Edinburgh 10, and Stirling 
county 10. 

In Eire increases were reported in the notifications of measles 
149 and whooping-cough 37, while a decrease of 14 was 
recorded for cases of diarrhoea and enteritis. The rise in the 
incidence of measles was mainly due to an outbreak of 108 
cases in Waterford, Dungarvan R.D, No. 1. The increase in 
the notifications of whooping-cough was mainly due to 29 cases 
in Waterford, Mullingar R.D. Of the 14 cases of typhoid 11 
were notified in Co. Mayo (Castlebar -R.D. 6 and Claremorris 
R.D. 5). 


In Northern Ireland the chief feature of the returns was a 
rise of 65 in the notifications of scarlet fever ; an increase of 
37 cases was reported in Belfast C.B. 

Quarterly Returns for Scotland 

During the September quarter the birth rate was equivalent 
to 17.9 per 1,000, and was 1.0 below the average of the third, 
quarters of the five preceding years. The infant mortality tale 
was 35 per 1.000 registered live births, which was 5 below the 
rate for the third quarter of 1948 and 14 below the five years' 
average. The general death rate at lO.l per 1,000 was 0.4 below 
the five years’ average. 

Deaths attributed to the principal epidemic diseases numbered - 
34 and included 12 from infiuenza and 15 from whooping- 
cough. The death rate from respiratory tuberculosis was 51 
per 100.000 and from other forms of tuberculosis 8 per 100,000 ; 
these figures were 4 and 5, respectively, below the five-year 
average. 

Week Ending December 3 

Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,755, whooping-cougfa 
931. diphtheria 90. measles 1,654, acute pneumonia 715, cerebro- 
spinal fever 26. acute poliomyelitis 141, acute polio-encephalitis 
15. dysentery 159. paratyphoid fever 7, typhoid fever 9. and 
food-poisoning 121. 


Medical News 


Nuffield Grunt fur Cortisone Research 

The Nuffield Foundation has made a grant of £5,000 foi 
research on the effects of cortisone in the treatment of rheuma- 
toid arthritis. The research will be carried out under Professor 
W. T. Astbury, Professor R. E. Tunbridge, and Dr. R. N 
Tattersall. As reported last week, the Nuffield Foundation ha.v 
also made grants to the Universities of Oxford and Cambridge 
for work on cortisone and allied substances. 

Heberdca Society Dinner 

The annual dinner of Ihe Heberden Society was held at inc - 
Royal College of Surgeons on December 9, Dr. W. S. C. Cope 
man being in the chair. After the loyal toasts had beer, 
honoured. Dr. R. .M. Mason, in proposing the health of the 
guests, welcomed Lord Webb-Johnson on his return from the 
U.S.A. and Canada, and the Heberden orator. Professor F 
Wood Jones, F.R.S., who was later presented with the Hebetder 
Medal. Lord Lucas, in replying for the guests, told a cautionary 
tale about medicine and politics. In proposing the health of 
the society Lord Webb-Johnson praised Heberden as one of the 
great clinicians in medical history. Referring to developments 
of the past decades Lord Webb-Johnson remarked that he had 
lived long enough to see James Mackenzie lay the foundation- 
of cardiology. In response Dr. Copeman said the medicat 
profession was much indebted to Lord Webfa-Johnson for his ' 
interest in, and support of those working on, the rheumatic 
infections. He was glad to be able to say that Lord Webb- 
Johnson had accepted honorary membership of the society 

Bulgaria Leaves WHO 

Bulgaria has decided to leave the World Health Organization. 

It has stated in a letter to WHO that the practical results - 
obtained by WHO “ appear completely insufficient, particularly 
in the field of international health aid.” Soviet Russia, the 
Ukraine, and Byelorussia withdrew from WHO last Febniarf 
{Journal, February 26, p. 375). 

Visits to North America 

It is hoped that any medical men and women who intend to " 
visit North America wiU -inform the Secretary of the B.M.A 
^'that information of such yisiu may be forwarded to the 
Canadian Medical Association, which is, anxious to be of heh> 
to doctors from the United' Kingdom visiting North Attierica. - 
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Fulbriglit Travel Grants 

^ The United States Educational Commission in the United 
Kingdom announces that, under the provisions of the Fulbright 
Programme, travel grants are available to citizens of the United 
Kingdom and Colonies to go to America for an academic or 
educational purpose, such as study, research, lecturing, or for 
other educational activities. Applicants must possess a 
guarantee of financial support in dollars in America for the 
proposed period of their stay. Undergraduate and postgraduate 
students must show proof of admission to an American institu- 
tion of higher learning. Ail applicants must be affiliated with 
such an institution. Applications may be made by candidates 
who have not yet concluded these financial and institutional 
arrangements, and in certain rare cases of exceptional merit 
[he commission will try to help obtain dollar support or institu- 
tional connexion for those candidates who have not been able 
themselves to complete these arrangements. Preference will be 
given to candidates who intend to stay nine months or more, 
but applications for shorter periods from well-qualified persons 
who cannot be spared from their present activities for so long 
will be accepted. Grants cannot be given for attendance at 
conferences alone. The travel grants are available for travel 
to America between June 1, 1950. and May 31, 1951. Those 
wishing to apply should write immediately to the United States 
Educational Commission in the United Kingdom, 55, Upper 
Brook Street, London, W.l, requesting a preliminary application 
card. After return of this completed card the appropriate 
further forms will be sent to applicants at a later date. 

VVest of England and Wales Society of Dermatology 

The inaugural meeting of the West of England and Wales 
Society of Dermatology was held at Bristol on Friday, 
October 28. Dr. Clifford D. (Evans took the chair. It was 
decided to hoW three clinical meetings each year. One will 
be held at Bristol in the fourth week of October, one in Wales 
in the fourth week of January, and one in Gloucester, Plymouth, 
or Exeter in the fourth week of April. The meeting will be 
on a Saturday morning and will take the form of a clinical 
demonstration and discussion followed by lunch. Dr. Robert P. 
Warin was elected secretary. 

Ur. J. McK. A. Lowson 

The Sultan of Johore has conferred the decoration of Insignia 
of the Order of the Crown of Johore upon Dr. J. McK. A. 
Lowson, Principal' Medical Officer, Johore, in recognition of 
valuable services rendered by him. 

A Sixtieth Birthday 

The Scandinavian journal, Ada Tiiberciilosea Scandinavica. 
has recently published a Supplement (1949, No. 21) in celebra- 
tion of Professor Arvid Wallgren’s sixtieth birthday. Pro- 
fessor Wallgren, who was for 20 years senior physician at 
the Children's Hospital, Gdteborg, is now professor of child 
health at the Caroline Institute in Stockholm. The list of his 
publications contains the titles of 229 papers and books, many 
on the subject of tuberculosis. The special supplement of 
Ada Tuberddosea Scandinavica contains a number of interest- 
ing papers, mostly on the subject of tuberculosis, by Professor 
Wallgren’s Scandinavian colleagues. 

Visitors from the U.S.A. 

Dr. Harold S. Diehl, dean of the Minnesota School of 
Medicine, and Dr. L. W. Chandler, dean of the Faculty of 
Medicine, Stanford University, San Francisco, were guests 
at a reception held at the Royal Society of Medicine on 
December 6. They are visiting this country in order to study 
medical education and its relation to the National Health Ser- 
vice, and they will report their findings to the Council on 
Medical Education and Hospitals of the American Medical 
Association. Dr. Diehl and Dr. Chandler hope to return to 
this country in three or four years’ time in order to find out 
what effect the National Health Service has had on medical 
education in the intervening period. 


COMING EVENTS 


Conference on Cardiovascular Diseases 
A national conference on cardiovascular diseases will be held 
in Washington from January 18 to 20", 1950, under the joint 
sponsorship of the American Heart Association and the 
National Heart Institute of the U.S. Public Health Service. 
•Dr. H. M. Marvin and Dr. C. J. Van Slyke, co-chairmcn of 
the conference, have said in a published statement : “ This 
conference we hope will provide the guide-posts for a com- 
prehensive and concrete programme of action to correlate an 
all-out national attack on the heart disease problem.” 

Oxford Graduates’ Medical Club 
The 100th dinner of the Oxford Graduates’ Medical Club 
will be held at the Royal College of Surgeons of England 
(Lincoln's Inn Fields, London, W.C.) on Friday, January 27, 
1950, at 7 p.m. for 7.30 p.m., when the chair will be taken by 
Dr. C. M. Hinds Howell. Dinner jackets will be worn. Tickets 
may be obtained from Mr. E. G. Tuckwell, F.R.C.S., 73, Harley 
Street, London, W.l. price 26s. each. Cheques should be made 
payable to the Oxford Graduates’ Medical Club and should 
reach Mr. Tuckwell before January 13, 1950. 

SOCIETIES AND LECTURES 

Tuesday 

Edinburgh Postgraduate Board for Medicine. — At University Nev 
Buildings (Anatomy Lecture Theatre), Edinburgh, December 20. 
5 p.m., " Coininon Diaanostic Problems in Renal Disease," by 
Professor Clifford Wilson. 

Institute of Dermatology, 5, Lisle Street, Leicester Square, 
London, W.C. — December 20, 5 p.m., " The Trealmenl of Varicose 
Conditions of the Lower Limb," by Mr. A. K. Monro. 

Royal College of Surgeons of England, Lincoln’s Inn Fields, 
London, W.C. — December 20, 3.45 p.m., “ The Larynx," Arnoti 
Demonstration by Mr. R. J. Last. 


APPOINTMENTS 

T. P. Mann, M.D., M.R.C.P., D.C.H., has been appointed 
Assistant to the Professor of Child Health at the Institute of Child 
Health, University of London, from November 1, 1949. 

Dr. Mann will work in the Newborn Baby Department at the Postgraduate 
Medical School of London. Ducane Road. Hammersmith. He qualified at St. 
Mary’s Hospital in 1941. and after serving as surgeon lieutenant in the R.N.V.B 
during the war was medical registrar at the Postgraduate Medical School. 


East Anolian Rfcional Hospital Board. — ConmUant Ear, Nose, and Throat 
Surgeon in Peterborough Area, A. A. Finlayson, F.R.C.S. Consultant Radiologist 
in King's Lynn Area, Group Captain O. E. Church, M3,, Ch.B., D.M.R.. ■ 
D.M.R.E., R.A.F. 

Hinde, R. T., F.R.C.S., Assistant Ear, Nose, and Throat Surgeon, Exeter 
Clinical Area, South-Western Regional Hospital Board. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTHS 

Burstem. — On November 30, 1949, ai ihe City Hospital, Chester, to Kathleen 
(n^c Grjffl‘b«). wife of R. W Burslem, M.D.. M.R.C.O.G.. a son. 

Harris. — On November U, 1949, at Nairobi. Kenya. East Africa, to Dr. L. B 
Mary Harris (ncc Waich). wife of Norman Francis Harris, a son. 

Heanley. — On November 26. 1949, to Molly, wife of Charles Laurence Heanlcy. 
FR.C.S., a third son. 

Huebes. — On December 3. 1949. at Klinik Hir.slanden, Zurich. Switzerland, U' 
- Joy (niie Laxion;. wife of Dr D. R. Huiihes, a son — Chri.stopher Dennis. 
Tamesby (formerly Tamowskl).— On November 28. 1949, at 6. Downsidi 
Crescent. Hampstead. London. N.W., to Eleanor (nde Eitlinger), L.M.S.S.A. 
and Herman P. Tarncsby, M.B., B.S., D.R.C.O.G., a daughter — Ruth Marie 
Bcitina Tamara. 

DEATHS 

Braferman. — On December 3. 1949. at 267. Ealing Road. Wembley. Middlesex 
. Harry Lewis Braterman, M.R.C.S., L.R.C.P., aged 43. 

Gavin. — On December 4, 1949, at his home, William Christopher Gavin 

M. B.. B.Ch. 

Jones,— On December 3, 1949, at Northgate, Russell Road, Rhyl. Flintshire. 

Edward Hughes Jones. M.D., J P.. aged 84. 

Jones. — On December 3. 1949. at I. Grasmere Avenue, Whitcfield, Manchester 
John Grant Jones. M D., late of Birntc, Elgin, Moray, aged 77. 

McDonaM. — On December 6. 1949, at Belford Villa, Bclford, Northumberland 
James McDonald. M.D., J.P., aged 82. 

MacFaul. — On December 7. 1949, at his residence, Claremont, St. Helens Road 
Leigh, Lancs. Alexander MacFaul, M.B.. B.Ch. 
hlcKinstry. — On December 7, 1949, William Kilboum McKinsiry, hf.R.C.5.. 
L.R'.C.P., aged 50 

Munro. — On December 8, 1949. in London. Hector Munro, M.B.. C.M., ot 
9. Queen Anne Street. London. W.l. 

Ogc.— On December 5, 1949. at 1. Briardalc Gardens, Hampstead, London. 

N. W., Theodore Alexander William Ogg, M.D. 
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Any Questions ? 


Correspondents should give their names and addresses inot {or 
anblication) and inelude all relevant details in their questions, 
^’hich should be typed. We publish here a selection of those 
questions and ansivers which seem to he of general interest. 

Puimoimy Tuberculosis 

Q. — (I) I should be grateful for information about pneumo- 
peritoneum and its advantages over other methods of collapse 
therapy, with special reference to phrenic nerve operations. 
How soon can a pneumoperitoneum be started, and what are 
■he risks and contraindications ? Id) What improvement may 
• iccur in tuberculous women as a result of pregnancy ? 

A. — (1) The fullest information available about pneumo- 
peritoneum is contained in A. L. Banyai’s Pneumoperitoneum 
rreatment, published in 1946. Many physicians would con- 
4der that this presents a rather too enthusiastic view of the 
part played by this form of treatment in pulmonary tubercu- 
losis. A very adequate, though less full, general account of 
irtificial pneumoperitoneum in pulmonary tuberculosis will be 
found in the second edition of Kayne. Pagel. and O'Shaugh- 
tessy’s Pulmonary Tuberculosis, edited by Pagel, Simmonds, 
MacDonald, and Fatti (1943). Only a few genera! observa- 
ions can be made here. Pneumoperitoneum is best regarded 
IS an adjunct to phrenic paralysis; unless the diaphragm. is 
made rigid by old inflammatory changes, especially pleural, 
pneumoperitoneum allows the paralysed diaphragm to rise very 
lich in the chest and thus effect selective rela.xaiion of one 
'ung. This relaxation is less complete than that obtained by 
i good artificial paeumothora.x, but the possible pleural compli- 
cations of pneumothorax are of course avoided. The treatment 
of recent acute tuberculous lesions by artificial pneumothora,x 
^eads to a high incidence of serous pleural effusions and 
empyemata ; even if these are eventually absorbed they lead 
to gross pleura! thickening and consequent serious diminution 
,if pulmonary function. Hence in the treatment of such acute 
cases artificial pneumothorax is now generally avoided. Phrenic 
paralysis and pneumoperitoneum, however, can be instituted 
immediately without giving rise to the risks associated with 
pleural reactions. Hence these acute cases with predominantly 
unilateral disease form an important indication for pneumo- 
peritoneum and phrenic paralysis. In such cases pneumo- 
peritoneum should be regarded as probably only a preliminary 
to some further form of treatment. Phrenic paralysis and 
pneumoperitoneum may also be used as an adjunct to rest in 
bed in the treatment of le.ss acute and less extensive lesions. 

The only positive contraindications to pneumoperitoneum 
likely to be encountered ate active tuberculous peritonitis 
and the presence of old peritoneal adhesions from any cause. 
Complications include air embolism, which seems to be nearly 
as frequent as in artificial pneumothorax ; peritoneal effusion, 
which is very much rarer than pleural effusion in artificial 
pneumothorax and probably occurs in no more ' than I or 
2% of cases ; the accidental induction of pneumothorax if the 
pneumoperitoneum refills are given through the lowest inier- 
eostal space ; pneumomediastinum ; and the production of 
nerniae in the usual hernial orifices, probably because of the 
increase in intra-abdominal pressure, 

(2) This question also is difficult to answer briefly. It was 
the opinion of French physicians m the latter half of the 
nineteenth century that pregnancy actually benefited tubercu- 
lous women, and many physicians would agree that during 
pregnancy the general condition of tuberculous women often 
improves considerably. On the other hand, obstetricians take 
a gloomy view of the fate of the tuberculous woman after 
delivery ; and physicians in general would agree that it is' in 
ihe months after delivery that relapses of tuberculous disease 
tend to occur. Such statistical evidence as is available indicates 
that no ultimate difference in result will be found in compar- 
able groups of mberculous women who have borne children 
and of those who have not. This suggests that the slight 


improvement which occurs during pregnancy is offset by the 
, greater tendency to relapse in the months after delivery. 
Certainly there is no statistical evidence to justify routine 
termination of pregnancy in tuberculous women. Recent 
papers worth consulting on this point include those fay 
Stewart and Simmonds {British Medical Journal, 1947, 2, 726). 
Cohen {Brit. J. Tuberc., 1946, 40, 10). and Friedman and 
Garber {Anter. Rev. Tuberc., 1946, 54, 275). 

Lymphocytosis in Whooping-cough 

Q . — A relative and pronounced lymphocytosis is an out- 
standing feature of an attack of whooping-cough. Is there 
any relationship between the severity of the attack and the 
degree of lymphocytosis ? Is an injection of whooping-cough 
vaccine followed by lymphocytosis? 

A. — A leucocytosis with lymphocytosis (over 60%) is a 
characteristic response in whooping-cough, but no satisfactory 
explanation for its occurrence has yet been given. The lympho- 
cytosis is most marked in the paroxysmal and whooping stages 
of the infection. It may be absent in infants under 6 months 
of age and, as infection is often very- severe in infancy, the 
lymphocytic response cannot be regarded as a prognostic sign 
Very high leucocyte counts, up to 100.000 or more per c.rara.. 
are often found in cases with complications, such as broncho- 
pneumonia, in which the total lymphocyte count may reach 
60.000 per c.mm., but here the secondary bacterial infection 
may be an added stimulus. A lymphocytic response of varying 
degree to pertussis vaccine has been reported by Sauer (/. Amer. 
med. Ass., 1933, 100. 239) to occur in some 60% of young 
children after two or three injections of vaccine. 

Causes of Death ' 

Q. — (a) What arc the commonest killing diseases in adults in 
order of frequency ? lb) What groups of diseases — for example, 
cardiovascular, respiratory, alimentary, etc. — are responsible 
for most deaths, and has there been any change in the last 
50 years? 

A. — (a) .The numerical importance of a cause of death 
depends on the sex and the period of life considered. The 
most important causes of death for three broad age groups 
for the most recent triennium available are: 


Actual Number of Deaths, 1945-7 


Cause 

1 MaUS 

1 a)-39 Yean j 

40-59 

Years I 

[ 60 Years and Over 

No. 

;%ofAU 

1 Cau.<es 

No. 

XofAUl 
Causes ' 

No. 

% of Ail 
Causes 

Tuber^ulosia 

I2,I&9 

i 31-93 

16.115 

11-13 

7429 

1-43 

Cancer 

3,OS3 

8-09 

23.653 

20-53 

78.666 

15-83 

Intracraiila] tesoos of 







vascular orinn .. 1 

461 

1-21 

8.715 

6-05 

60,645 

12-24 

Heart diseases 

3,625 

9-51 

30.151 

20-92 

166.629 

33-63 

Bronchitis . . 

914 

2-40 

10.820 

7-51 

39.S08 

8-04 

Poeumooia . . 

I.P5 

3-08 

5,662 

3-93 

15431 

3-22 

Ncphriiis 

1.496 

3-92' 

4JQO 

2-93 

12,909 

2*61 

Violence 

6,624 

17-33 

9406 ! 

6-60 

12.149 : 

2-45 


Fdules 

Tobcrculosis. , 

14,585 ! 

35-31 : 

5,735 

5-35 ! 

2487 

0-46 

Cancer 

4429 

10-24 : 

33,791 

31-49 

76.114 

14*81 

incracraniat tesrons of 







vascular on'rnn 

611 

1-48 

n.U7 

10-36 

82,509 

I6-n 

Heart diseases 

4.369 

10-53 

18,915 

17-63 

180.779 

35-18 

Bronchitis . , 

627 

1-52 

3,459 

3-22 

29453 

5-83 

Pneumonia . . 

1.187 

2-87 

3.072 

2-86 

15.149 

2-95 

Nephritis 

1.441 

3-49 

3,909 

3-64 

12,753 


Violence 

2457 

6-19 

4,330 

4-04 

U,S39 

2-30 


(b) The second pan of this question presents some difScul- 
lies. The fall in the death rates in each age group during the 
p^t 50 years has considerably modified the age structure of 
the population and the risk of dying from specific causes. 
Owing to the changes in cla-ssificaiion and tabulation that have 
been made during this period because of the increase in medical 
icnowledp a comparison of deaths over a series of years up 
to 1940 is open to objections. The introduclion in 1940 of the 
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physician’s preference when two causes are associated makes it 
impossible to compare the present classification with that of 
^rlier years. A comparison of the deaths in 1931 with those 
in 1947, the longest series that can safely be used, is as follows: 


Disease 

1947 

1931 

No. of 
Deaths 

% of All 
Causes 

No. of 
Deaths 

% of All 
Causes 

Tuberculosis 

23,075 

4-5 

34.959 

7*1 

Cancer . . 

79.706 

15-5 

60,162 

12*2 

Diseases of the nervous system 

65.458 

12-7 

50,781 

10-3 

Diseases of circulatory system . . 

164.015 

31-8 

103,268 

210 

Diseases of respiratory system . , 

60,740 

11-8 

80,279 

16-3 

Diseases of digestive system . . 

21, 044 

4-t 

25.785 

5-2 

Diseases of urinary system 

20,41 1 

4-0 

25,354 

5*2 

Violence . . 

19,826 

3-8 

21,395 

4-4 

other causes 

61,316 

11-9 

89,647 

18-2 

All causes 

515,591 

100 

491,630 

100 


The crude death rate in both years waa 12.3 per 1,000. The 
changes in the relative importance of the various groups of 
diseases, especially those which are the most frequent cause 
of death in old age, have been largely due to the decrease in 
the death rates throughout life, which has resulted in more 
people living to older ages than formerly. 

Vitamin for Chilblains 

Q . — For the past four or five years I have been using 
whpoules of calciferol containing 600.000 i.u. of vitamin D, 
with great success in the treatment of chilblains, so far with- 
out any ill effects. I gave si.x ampoules — one each week. 
Recently I have been told that there is danger of calcification 
of the renal tubules with this treatment. Is this correct, and is 
the danger great enough to warrant stopping the treatment ? 
Calciferol dragees, each containing 50,000 i.u. of vitamin Dj. 
are also obtainable. Would treatment by these be free from 
risk, and what dosage should be used? 

k . — A dose of 600,000 i.u. of vitamin Dj per week is 
approaching an amount which can produce toxic symptoms. 
These may appear with a dose of 100,000 units daily. The 
use of large doses of vitamin Dj is not free from risk, the 
chief results of overdosage being hypercalcaemia with calcifica- 
tion of the kidneys and blood vessels, anorexia, lassitude, head- 
ache, and albuminuria. No controlled observations have been 
made to show that vitamin D is effective in the treatment of 
chilblains, and to use a drug in to.xic doses for this purpose is 
hardly justified. The rationale for the use of vitamin D in the 
treatment of chilblains rests on the false assumption that a 
raised blood calcium level will decrease capillary permeability, 
which may be increased in patients with chilblains. The pro- 
longed use of doses of 50,000 units or more of vitamin D a 
day is justified only in the treatment of lupus vulgaris, and then 
it should be controlled by blood calcium estimations. 

Boils in Ear 

Q . — How should a case of recurrent boils in the ear be 
treated ? 

A. — Recurrence of boils in the ear may be due to general 
or local causes. Such diseases as diabetes and nephritis must 
therefore be excluded. Carbohydrate intake should be reduced, 
and a varied and well-balanced diet is important. Locally, care 
must be taken that cross-infection of the meatal wall is avoided, 
and that a chronic dermatitis does not result from the acute 
stage. A wick soaked in magnesium sulphate paste, which is 
generally preferable to aluminium acetate, will help. For some 
weeks after the acute stage is over the meatus should be mopped 
out with spirit 75%, or 2% gentian violet in spirit. If a chronic 
dermatitis is present it should be treated on the usual lines — 
as, for example, with linimentum calaminae. Various measures 
may be tried to raise the bodily resistance to staphylococcal 
infection, but the results are often poor. Ultraviolet-light baths 
to the whole body two or three times a week for four weeks 
have been advised by some authorities. The questioner might 
also refer to the article by W. M. Mollison which appeared in 
the Journal of October 22 (p. 923). 


NOTES AND COMMENTS 

Estimation of Erythrocyte Sedimentation Rate. — Dr. Jambs 
Kelman (Perth) writes : In •* Any Questions 7 ” (November • 12. 
p. 1 127), in answer to the query whether flocculation should occui 
in the 3.8% citrate solution (taking this to refer to the blood-citrate 
mixture), it is stated that “ if gross agglutination or flocculation 
occurs then either the blood has started to clot or the patient is 
sutfering from gross hyperglobulinaemia, the most common 'cause 
of which in this country is myelomatosis.” Granularity of the sedi- 
menttng cells is not infrequently to be found in any very rapidh 
sedimenting blood, but it has to be looked for. Using a micro- 
method which involves mixing citrate and blood on a cell slide, 1 
have seen flocculation occurring on the slide on a number ol 
occasions in blood from persons in the acute stage of severe 
scarlet fever and also in cases of active pulmonary tuberculosis 
Balachowsky, S. (Rev. ined. Suisse rant., 1923 , 43, 714), drew atten- 
tion to this phenomenon, and declared it to be of bad prognosis 
This was certainly not so in my scarlet fever cases, all of whom made 
a good recovery, but in the tuberculosis cases the longest period ol 
survival was six months. The effect of tilting the tube, also men 
tioned in your reply under this heading, can be very marked 
Winirobe, M. M., and Landsberg, J. \V. (Ainer. J. med. Sci., 1935 
189, 102), state that even a difference of two or three degrees maj 
accelerate sedimentation up to 30%. It is interesting however to 
note that Balachowsky in an earlier article (Bull. Mini. Hup. Paris 
1925, 49, 1141) showed that quick results could be obtained bj 
using a stand which fixed the tubes at an angle, but this method does 
not appear to have found favour. 

High-pitched Voice in Adult Male. — Dr. Vernon O'Hea- 
CussEN (Cork, Ireland) writes; The reply given to the question on 
high-pitched voice in adult male (“ Any Questions? ” Novcmbei 
26, p. 1246) is incomplete. It is doubtful if in ordinary practice 
hormone deficiency is ever more than an accessory-factor in pro- 
ducing the falsetto voice. In normal voice production the larynx 
is pulled downwards by the sterno-ihyroid and sterno-hyoid muscles 
for low-pitched sounds. For high-pitched sounds the use of the 
supra-hyoid muscles is necessary. Men with falsetto and " pressor " 
voices use the latter set of muscles almost entirely for all sounds 
By training such individuals to use the infra-hyoid muscles to drav 
down the larynx the required change of lone in the voice car 
usually be readily and permanently attained. 

Intranasal Oil. — Dr. George W. C. Johnson (Harrogate) writes 
The intranasal use of oily preparations was mentioned in “ An) 
Questions 7 ” (November 26, p. 1245). It is pertinent to add to the 
answer printed a reference to the possible danger of " lipoid-cell 
pneumonia ” following the use of these substances. When a student 
in Amenca a few years ago I was taught that oily preparations can 
be hazardous, especially for small children, if given intranasally. 1 
have not myself seen any patients adversely affected, but perhaps 1 
may mention the section on lipoid-cell pneumonia in Cecil’s Text 
book of Medicine (1947, p. 142, Philadelphia) and also the abstract 
(No. 1846 in Abstracts of World Medicine for October, 1949) of s 
paper by Schneider (New Engl. J. Med., 1949, 240, 284) concerninf 
mineral oil in the lungs. 

Copra Bug. — Mr. John A. Freeman, Ph.D. (Chief Entomologist. 
Ministry of Agriculture and Fisheries), writes: May I refer to the 
reply to the first item of “ Any Questions 7 ” for October 22 (p. 939) 7 
I think it is incorrect to state that the “ copra bug ” is to be identi- 
fied with the mite Tyropliagus caslellani. The insect commonly known 
as the “ copra bug ” is the Clerid beetle, Necrobia rufipes DeGeer 
which is often very common on cargoes of copra and other “ oil 
seeds.” Although it is frequently accused by dockers of biting, there 
does not appear to be any evidence that it can do so. The irritation 
resulting from the handling of copra and other infested conditions is 
as your reply states, properly attributed to the presence, at some time 
of the particular mite. 
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RETROSPECTIVE APPLICATION 

Ihc tenns and conditions of service now being implemented for 
tiospital medical stall apply with retrospective clTect to the 
appointed day. Boards have discretion to make adjustments 
of salary, items-of-ser\’ice payments, expenses, etc., relating to 
the interim period, on the understanding that the effect to 
be achieved, so far as practicable, is that which would have 
obtained had the terms and conditions as a whole been in 
operation since July 5, 194S. Guidance on this subject is 
given in the e.xplanatory memorandum issued by the Ministry 
with the terms and conditions of service. 

General Application 

In general, the salary will be adjusted in accordance with 
the practitioner’s recent grading, except where different posts 
have been held since July 3, 1948. The retrospecuve adjust- 
ment will he made in relation to the amount of services rendered 
during the period for which an interim remuneration has been 
paid, and not — where there is an alteration — on the basis of 
the permanent contract. 

Thus, a consultant who has been doing four sessions and 
IS now offered a contract for six sessions will have his salary 
adjusted in respect of the interim period on the basis of four 
sessions. If the salary already paid in the interim period 
exceeds that to which the practitioner is now entitled retro- 
spectively, the excess will not be recovered. But where under 
their old conditions whole-time officers have been permitted 
private fees the whole amount earned may be expected to be 
offset against any upward adjustment of remuneration. Simi- 
larly, where the interim rates of payment for domiciliary con- 
sultations were more favourable than the new rates (e.g., the 
10 guineas payment for major operations) the overpayment, 
both in the case of whole-time and part-time practitioners, 
will be offset against any upward adjustment either of other 
domiciliary service payments or of salary. 

On the other hand, fees for domiciliary consultations in excess 
of the maximum for which payment was made under the 
interim arrangements may be claimed at the new rates and 
subject to the new maximum where records of these cases have 
been kept. 

Whole-time ofBcers will not be required to pay back 
any' fees paid for domiciliary consultations during the interim 
period. Where records have been kept pending settlement in the 
light of the new terms, the provisions of paragraph 14 (regard- 
ing the retention of fees for services outside the scope of the 
Service) may be implemented retrospectively. 

Some adjustment may be necessary in respect of exceptional 
consultations carried out in the interim period. It was not the 
intention of ^e Ministry that this work within the area of the 
employing authority . should attract additional remuneration 
where the consultant was already earning the interim maxi- 
mum salary of £1,600. Therefore, if special payment has been 
made for these visits in cases where the consultant was employed 
for nine or more half-days per week, the payment will be offset 
against the adjustment now due to bring the interim salary 
up to the permanent terms. Where the consultant’s 'interim 
remuneration was less than £1,600, or he was doing fewer than 
nine half-days a week, then if the application of the terras 
would bring the work within,, the assessment of part-time 


services, and an adjustment of the number of half-days is 
possible, such adjustment will be made and the items-of-service 
payments already made for exceptional consultations will be 
offset against the upward adjustment of remuneration. 

The new salary scales are gross, and therefore any reduction 
for emoluments will be retrospective to July 5, 1948. 

If sick leave has been taken during the interim period the' 
balance of pay will be paid in cases where the new conditions 
arc more favourable than the old. If less favourable, the 
overpayments will not be recovered or offset against other 
adjustments. 

The new rates of travelling aIIow~ances and expenses, where 
higher than those previously operative, may be applied retro-- 
spectively so far as possible. Where a detailed adjustment h- 
impracticable, settlement may be made by agreement with the 
practitioner. 

The initial special distinction awards will be applied retro- 
spectively, but application of the terms vs’ill not be withheld in 
expectation of a distinction award except at the consultant's 
request. 

Retrospective adjustment of salaries will be made to practi- 
tioners who have resigned or retired, and to the estate of those- 
praclitioners who have died since July 5, 1948. 

The provision in the terms for the medical e.xamination of 
officers on appointment does not apply retrospectively. 

Medical Superintendents 

The arrangement under the terms for the apportionment 
of the salary of medical superintendents according to the pro- 
portion of time devoted to clinical and administrative work is 
retrospective, except for those transferred officers who elect 
to retain their old salary and conditions of service. 

Registrars and House Officers 

In the case of these officers the post or posts held by a 
practitioner from time to time since July 5, 1948, will be 
classified and the new rates of remuneration then adjusted 
retrospectively to the post or posts. Overpayments of salary 
need not be recovered. This applies also to the holders of super- 
numerary posts under the scheme., for postgraduate education 
of ex-Service practitioners ; where the post held by a Class III 
officer is now graded as a house-officer post, the remuneratioE- 
at the rate appropriate to a Class III officer should be allowed 
to stand. 

House officers will have the period since the date of registra- 
U'on during which pop in this grade have been held divided 
into sLx-raonthly periods,, their interim remuneration beinc 
adjusted at the rate of £350. £400. and £450 in respect of the 
first, second, and third or subsequent six-month periods. 

Boards of governors, regional hoards, and hospital manage- 
ment committees are proceeding with the necessary adjustments, 
and where payment has not already been made members of 
hospital medical pffs may expect to receive any sums to which 
they are entitled in due course. In the absence of an automatic 
settlement application should be made in th^cace of consul- 
tants and senior hospital medical officers ta^e regional board 
and in the case of other staff to thehosm#^ management com-'- 
mittee, except in the teachin^r-^f^' where the claims should 
be to the board, of ^ ed 
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SPECUL DISTINCTION AWARDS 

The Council of the Association and the Central Consultants 
and Specialists Committee have given careful consideration to 
the question of special distinction awards. They feel that 
neither body, nor the Regional Consultants and Specialists 
Committees, should take any active part in the procedure for 
selecting consultants for these awards — as. for example, by 
recommending the names of individual practitioners. The 
following comments and suggestions have, however, been 
forwarded to the Advisory Committee on Merit Awards. 

Assessment of Merit 

Merit should be defined as the total professional value of 
the consultant to the comrnunity, and the following factors 
should be taken into consideration in assessing merit: 

(fl) The nature and responsibility of the post (or posts) held, and 
the standard of efficiency attained in the performance of the duties 
of the post (or posts). 

(6) Professional qualifications and academic or other professional 
.Tltainments. 

(c) The value of the consultant’s researches and of his published 
works. 

Procedure tor Obtaining Evidence 
~ One of the major difficulties of the National Committee will 
be the obtaining of reliable evidence on the relative merits of 
consultants throughout the country. All consultants have been 
asked to give details of their professional careers, and this 
information will prove of value to the National Committee. 
The committee will nevertheless need to be guided to a very 
large extent by a balanced local opinion on the respective 
merits of individual practitioners. 

' For this reason it is recommended that the National Com- 
mittee, in consultation with boards of 'governors and regional 
hospital boards, should establish in each region a committee 
composed of distinguished practitioners of consultant status who 
are not themselves interested in merit awards (i.e., being already 
in receipt of the highest award or retired from practice), and 
that these committees should be asked to select consultants in 
the region for recommendation to the National Committee. 

Publicity 

it would be undesirable that any publicity should be given in 
the lay press to the practitioners who receive awards, but at 
the same time information regarding the awards should be 
available to the profession. If this principle is accepted, it 
follows that there should be no publication of lists of recipients 
even in the medical press. 

Accordingly it is urged (a) that a list of recipients should be 
made available to the Joint Committee and to its constituent 
bodies ; (b) that boards of governors and regional boards 
should inform medical committees and medical advisory com- 
mittees of the names of the recipients in their areas (apart from' 
this the boards should be instructed to regard information 
relating to awards as confidential) ; and (c) the Joint Com- 
' mitiee and its constituent bodies should also be informed of 
the distribution of awards in the various regions and among 
the various specialties. 


INVALIDED FROM H.M. FORCES , 

MEDICAL 'REPORTS AVAILABLE 
The Ministry o^rfealtb reports that Service Records Offices 
are receivin^jj^ny requests from medical practitioners for 
informatioi||j^‘ lained in the medical reports of personnel 
invalid^^dviseu^g Forces. These applications should be 
an.w -.--"utive council. 

October 22 (p. Ministry of Health, and 

' executive council for the 


area, where the person concerned has his permanent address. 
Where the invalided person has given consent on the; relevant 
form to the disclosure of the medical history, the medical 
report should be sent to the doctor who has accepted that 
person on his list for medical treatment. 


ABUSE OF HEALTH SERVICE 

CHANGES OF DOCTOR 

The opinion that the National Health Service is being abused 
was expressed at a recent meeting of the executive council for 
the county of Ayr. During the first year of the Service 4,016 
people have changed to another doctor in the same district 
of Ayrshire. The executive council passed the following resolu- 
tion, sending copies of it to the Secretary of State for Scotland 
and the Scottish Association of Executive Councils: 

That the Executive Council for, the County of Ayr are of opinion 
that the administration of the National Health Service Act has dis- 
closed abuses in the use of the services provided by it ; that the righi 
of persons on a doctor's list to change their doctor at any time, 
without notice, facilitates abuse of the general medical service: 
that the procedure for change of doctor which was required undci 
the National Health Insurance Acts would tend to prevent such 
abuse, and the Council advise that that procedure be instituted 


CIVIL SERVICE APPOINTMENTS 

EXA.MINATION OF CANDIDATES 

The Air Ministry ha.s informed the Association that, when a 
candidate for an established Civil Service post in that Depart- 
ment is medically examined, the practitioner will be paid a fee 
of 25s. for the form of report required. This change 'brings the 
Air Ministry into line with other Government Departments. 


GENERAL PRACTITIONERS AND HOSPITALS 

SCOTTISH INQUIRY 

The Secretary of State for Scotland has asked the Scottish 
Health Services Council to advise him on how a closer working 
relationship can be achieved between the general practitioner 
and the hospital and specialist services. This may be an 
important step towards making a.vailable to general practi- 
tioners facilities to look after their .own patients in certain 
types of hospital. 

The council has been asked to consider: 

The availability of the hospital laboratory services and the con 
sultants in laboratory medicine to the general practitioner. 

The duties which general practitioners could discharge as members 
of hospitals staffs. 

The extent to which accommodation in general and cottage 
hospitals should be available to general practitioners for treatment 
of their own patients. 

The means whereby the general practitioner in an area can best 
be kept in touch with the consultants on the staff of the hospitals 
serving that area. 


GENERAL PRACTITIONERS’ REMUNERATION 

DEPUTATION TO MINISTRY 

The following deputation appointed by the General Medical 
Services Committee will go to the Ministry of Health on 
December 22 to discuss the re.solutions passed by the G.M.S. 
Committee at its meeting on December 1 (Supplement, Decem- 
ber 10, -p. 252): Dr. S. Wand, Dr. E. A. Gregg, Dr. W. Jppe. 
Dr. H. G. Dain, Dr. F. Gray, and Dr. W. M. Knox. 


Dec. 17, 1949 


QUESTIONS ANSWERED 


Questions Answered 


Certificate for Midwife 

Q, — rcgord lo the certificate required by a midtcife foi 
ias-and-air anaigesia. I should be grateful for guidance on the 
fottowing points: (a) Apart from examining heart, lungs, and 
urine, is any antenatal examination required ? (fc) If no ante- 
natal examination is required, from whom is the certificate fee 
eirdnted ? 

A. — The Central Midwives Board requires a midwife at sonic 
time during the pregnancy to obtain a certificate from a medical 
practitioner to the effect that the patient has been examined to 
determine whether or not there is “ any abnormality to contra- 
indicate the administration of gas-and-air analgesia " by the 
midwife. The wording quoted above is that suggested by the 
Central Midwives Board, and no exact details of the examina- 
tion are specified. The examination does not include an ante- 
natal examination. The medical certificate is not included 
among those which the Ministry has decided must be given 
'Cl a patient without charge 

Spedmens in the Post 

Q. — In view of the stringent regulations of the Post Office 
■egarding the posting of specimens, published in the Supple- 
ment of October IS fp. 169), what provision is made to provide 
eeneral practitioners with the requisite containers ? 

4. — In some instances laboratories and institutes supply the 
receptacles, but where that is not the case the practitioner 
dispatching the specimen is responsible for providing the 
receptacle and for ensuring that the package complies with 
the Post Office regulations. 
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partner to purchase the share of another partner being a listed 
partner in the goodwill of the partnership practice, and, in the case 
of an option, the option has been cxerdsed, that share shall be trans- 
ferred at the time and on the lernis (except as lo the payment of the 
purchase price) provided in the agreement, and there shall be paid to 
the p.artncr from whom the share is transferred, on or as soon at 
possible after the completion of the transfer, in complete sausfactior 
of the purchase price, the compensation determined as aforesaid in 
respect of that share. 


Heard at Headquarters 


Unfathomable 

Much has been heard about the millions and prospective 
millions in the medical pool for genera! practitioners in the 
N.H5., or. as it is sometimes called, the " kitty,” but the doctors 
on the General Medical Services Committee the other day were 
rather abashed to hear their dental colleague — an observer who 
sits on the committee as representing the parallel dental bod) 
— describe it as only a “ puddle." He compared it, to its dis- 
advantage. with the dental pool, which, he said, was "un- 
fathomable-” The dentists are not remunerated from a pool 
at all. 

A New “ High " 

A new high record has been reached in the Association 
membership. In the middle of September it stood at 62,334. 
being over 2.000 more than the figure in April. The percentage 
of membership to the total profession in the United Kingdom 
is 77, and the percentage to the working profession (that is. 
excluding retired practitioners) is just on 79, Saturation must 
one day be reached, but an average accession of 100 new 
members a week during the last five months gives no sign of it 


.Assistant’s SuperannuatioD 

Q . — J am employing an assistant with view to partnership in 
.Sue course. He has worked hitherto in a hospital and has been 
paying superannuation contributions. Am I liable to pay super- 
annuation contributions on his behalf, and. if so, to whom, and 
in what proportion ? 

A. — The principal as the employing authority is required to 
oay 8% of the assistant’s salary. The assistant himself pays 
4%. The assistant’s salary should be notified to the executive 
council (excluding car allowance), which will then deduct I4°k. 
of this amounj from the principal's remuneration. SLx per cent. 
IS recoverable by the principal from the sums paid to the 
issislant. 

Effect of Act on Partnerships 

Q. — By partnership agreement mode before July 5, 1948, I 
have a quarter-share. The senior partner and myself joined 
the National Health Service. After a period of five years, that 
IS to say in 1953, I have the option of making my share ane- 
ihird by payment to the senior man of a stated sum of money. 
Does this entail my paying the money, or does the State take 
over this responsibility and allow me to become owner of 
■me-third ? 

A. — The Amending Bill, now before Parliament, deals with 
this point explicitly, and the following are the relevant clauses. 
Any ambiguity which at present exists will remain only until' 
the Bill becomes an Amending Act in the near future. 

Section 1 (3). — Section thirty-five of the National Health Service 
.nict, 1946 (hereafter in this Act refened to as " the Act of 1946 "), 
which prohibits the sale of medical practices, shall not affect, and 
shall be deemed never lo have affected, the exercise or performance 
under any partnership agreement to which this section applies (i.e.. 

any partnership agreement in force on and immediately before the 
Appointed Day ”) of any right or obligauon of a partner to sell to, 
or purchase from, another partner any share in the goodwill of the" 
partnership practice, but any such agreement shall have effect subject 
■o the following provisions of this section. 

Section I (5).— Where any agreement to which this section applies 
imposes an obligation or confers an option on a listed or new listed 


Canadian Tour 

Sir Lionel Whitby. Past President of the Association, carried 
out a strenuous tour of Canada when he went there as the 
Association’s delegate at the end of August. He attended and 
addressed rneelings in six of the Provinces, travelling out as 
far as Manitoba, and being prevented from going further west 
only by his commitments in the United Stales. ImmediatelT 
on his arrival he spoke on “ Nationalized Medicine " at a dinner 
given in his honour at Quebec, and he found this subject in 
demand wherever he went. He addressed a special meeting in 
Montreal of the Quebec Province Division of the Canadian 
Medical Association, and attended divisional meetings in New 
Brunswick, Prince Edward fsland, and Nova Scotia. In Torontt> 
he spoke at a large meeting of the medical faculty. 

Booklet on Medical Ethics 

The inexperienced doctor— and we have all been that at some 
time — often finds that medical ethics is a subject full of pitfalls 
and governs conduct in situations that sometimes catch him 
by surprise. The Association has therefore prepared a booklet 
selling out the main points of medical ethics that the practising 
doctor should know about. Council has agreed that'it should 
be circulated to all members of the profession in the United 
Kingdom on qualification, to all those living in the United 
Kingdom, and to any others who Uke to apply for it SulBcienl 
copies have not yet been printed, but they should be available 
soon. 


Ihe Secremiy of Stale for Scotland has appointed Miss E W 
Himpiorth, R.G.N., S.C.M.. to be a member of the Scottish Hklth 
Servt^ Counal m place of Miss C. M. Keachie, R.G.N .SCSI 
Since 1946 Miss Himsworth has tesJ 
nursing officer, responsible for healtlr visiting and 
midwifery services, of Aberdeen Town Council She has been 
appointed by the coondl of the standing advSory comrm“ee^ 
nureing and midwifery, local authority services, and health centres 
and to the child health committee of the counai 



INTERNATIONAL MEDICAL VISITORS BUREAU 


SUPPLEMENT TO Tilt 
British Medical Journal 


262 Dec. .17, 1949 


INTERNATIONAL MEDICAL VISITORS 
BUREAU 

The British Medical Association has established an International 
Medical Visitors Bureau in order to provide a personal 
advisory service to medical practitioners visiting the United 
ICingdom from countries outside the British Commonwealth. 
(For medical practitioners visiting the United Kingdom from 
countries within the British Commonwealth a similar service 
has been provided for some time by the B.M.A. in its Empire 
Medical Advisory Bureau.) 

The International Medical Visitors Bureau is at British 
Medical Association House, Tavistock Square, London, W.C.l. 
Buses numbered 68 and 77 pass the door, and the nearest 
underground railway stations are Russell Square (Piccadilly 
Line) and Euston Square (Inner Circle and Metropolitan Lines). 
The Medical Director of the Bureau is Dr. H. A. Sandlford, to 
whom all communications should be addressed. 

Information is available at the Bureau on postgraduate educa- 
tion facilities, and visits to hospitals and clinics can be arranged. 
Assistance in finding accommodation will be given. General 
information on food rationing, petrol allowances, cars, facilities 
for, sports, travelling exhibitions, theatres, etc., is available. 

It will enable the Bureau to be of most service if a visitor 
gives as long notice as possible of his intended visit to Great 
Britain, and information on the following lines would also be 
useful — projected date of arrival, mode of travelling, period 
of stay, main objects of visit, and requirements from the Bureau. 


CERTIFICATE WITHOUT SEEING PATIENT 

The London Executive Council on October 27 adopted the 
report of its medical services committee on a case which was 
raised by Mrs. A against Dr. B', her late husband’s medical 
attendant. 

According to the report, Mrs. A told the committee that her 
husband saw Dr. B on Monday, May 9, when he complained 
of pain in the back and ribs. The doctor thought that the pains 
might have been caused by rheumatism, and he issued a National 
Insurance certificate. On the following day Mr. A was feverish 
and complained of headache. Mrs. A saw the practitioner at 
his evening surgery and said that her husband looked yellow 
and appeared ill. According to her account the practitioner 
said that it was “ a bore ” to go out in the evening but that he 
would call the following morning. He did call on Wednesday, 
May 11, and found that the patient was jaundiced. He gave a 
prescription and some advice on the patient’s diet. On Sunday, 
May 15, Mr. A was very feverish' again, and his wife called on 
the doctor on the Monday to obtain a certificate. The doctor, 
prompted by Mrs. A, certified that the patient was suffering 
from “ jaundice.” He also gave her a prescription for tablets. 
On Tuesday, May 17, the patient was decidedly worse, and 
Mrs. A went to the doctor’s surgery and asked him to call. 
The doctor immediately wrote out a certificate for the removal 
of the patient to hospital. Because of some misunderstanding 
it was about three hours before the ambulance arrived. The, 
patient died on the way to hospital. The cause of death was 
obstructive jaundice due to a stone in the common bile duct. 

Dr. B denied that he had said it was “ a bore ” to go out at 
night. He told Mrs. A that the diagnosis of jaundice was diffi- 
cult in artificial light and that it would be better to see the 
patient in the morning. The following day he thought the 
patient was suffering from catarrhal jaundice, since there^^was 
nothing to' indicate obstructive jaundice, and he prescribed “ the 
usual alkalines and salines.” He heard no more till he saw 
Mrs. A on Monday, May 16, when he gave Her a certificate. 
Early the following day he could tell from her demeanour that 
events had taken a serious turn. He therefore telephoned for 
an ambulance and arranged for the admission of the patient to 
hospital. At the same time he wrote a certificate for admission, 
giving “ laundice — ? liver necrosis ” as the diagnosis. He had 
not gone to see the patient on this occasion because he con- 
sidered that the time would be better spent in arranging for 
prompt admission to hospital. 


Findings 

\ 

The committee found as facts that the practitioner was re- 
quested to visit the patient on May 10 and visited him on 
May 11 ; that on May 16 the doctor was informed by. Mrs. A 
of the seriousness of her husband’s illness ; that a certificate 
of incapacity was issued, although the patient had not been 
examined since May 11 ; and that a request for a visit on 
May 17 resulted in the issue of a certificate for admission to 
hospital. 

While the committee took the view that nothing the practi- 
tioner could have done would have prevented the patient’s 
death, they held that the standard of care provided fell short 
of that required under the terms of service. The practitioner 
should not have issued a certificate to a patient whom he knew 
to be ill and who had not been examined for five days pre- 
viously, and he should not have arranged for admission to 
hospital without first satisfying himself that the patient was in 
a fit condition for removal. The committee therefore con- 
cluded that the practitioner concerned failed to comply with 
the terms of service in that a certificate of incapacity was issued 
on May 17, 1949, without his seeing the patient ; and that the 
standard of care fell short of that required of a practitioner 
participating in the National Health Service. 

The committee recommended “ that the practitioner be cen- 
• sured ; that representations be made to the Minister of Health 
that, owing to the failure of the practitioner to comply with 
his terms of service, the sum of £25 be withheld from his remu- 
neration ; and that the complainant, the practitioner, and the 
Minister of Health be informed accordingly.” 


Correspondence 


Domiciliary Visits 

Sir, — The introduction of the domiciliary consultation 
scheme was received by most of us with enthusiasm, because 
it seemed to promise, among other advantages, the prospect 
of a closer relationship between hospital consultants and family 
doctors. The gap between consultant and general practitioner 
has unfortunately been growing in the past, and Dr. I. M. 
Lipscomb* has recently well described its unfortunate effect on 
the patient who attends a hospital out-patient department. 
Now, it is clearly unreasonable to expect a family doctor to 
accompany every case he sends to out-patients, but one had 
hoped that the domiciliary consultation would enable him more 
often to meet consultants and to discuss personally with them, 
in the patient’s home, at least some of his problems. Such 
personal contacts had, before the introduction of the scheme, 
been limited to occasions when private patients could afford 
a consultant’s visit, and had in some practices been rare. 
Equally one hoped that the consultant would likewise benefit 
by closer personal contact with his general practitionei 
colleagues. 

These advantages of the scheme are so obvious that one 
would think they hardly needed emphasis. Yet it would seem 
that there is a widespread and growing custom whereby a 
family doctor rings up a consultant (or his secretary, or the 
hospital bureau) and notifies him that he wquld like a patient 
visited some time. The consultant visits the patient when he 
chooses, and later writes to or rings up the doctor to give him 
his opinion. This practice, which one might term a “ domi- 
ciliary visitation,” seems to have only about half the value of 
domiciliary consultation. Its apologists say (a) that the family 
doctor often is too busy to be able to fit such a consultation, 
which may take half an hour or more, into his day’s work, or 
ib) that the consultant has so many requests 'for domiciliary 
visits that he cannot fix definite times for them, but must do 
them whenever he has a spare moment. 

To (a) one might reply that if a doctor cannot make time to 
meet a consultant over an occasional difficult case he must be 
singularly uninterested in his work ; alternatively, if he requires 
the services of consultants so frequently that the consultations 
seriously encroach on his time, that he must be somewhat lacking 



Dec. 17. 1949 


CORRESPONDENCE 


SUrFLEMEST TO THE 263 
fiUTUH MeOICaE JOUINAE 


in diagnostic ability or, if he himself requires no guidance, 
remarkably unresistant lo the demands of importunate relatives. 
To (i>) one might reply that the consultant has the remedy in 
his own hands. He can refuse to do any domiciliary visit unless 
the family doctor also attends ; he would then no doubt find 
that’ the number of visits he was asked to do would 
diminish. Unfortunately, so too would his remuneration at the 
end of the quarter, and to some this is a potent deterrent to 
action. 

There are other objections to the domiciliary visitation, as 
contrasted with the domiciliary consultation. The disadvantage 
to the consultant of the absence of the family doctor’s assis- 
■ tance in the matter of history and background is obvious. 
Often the consultant must hedge in his answers lo the patient 
for fear of unwittingly “Icuing the family doctor down." 
Moreover, if he thinks that immediate action, such as removal 
to hospital, is required, he is often put in an awkward dilemma 
unless he can (as is seldom possible) get into immediate contact 
with his colleague. The family doctor loses because the con- 
sultant may. in all innocence, make a remark to the patient 
which the latter interprets as indicating a blunder on the part 
of the family doctor; or some point of advice to the patient 
which he wished the consultant to make or to reinforce may 
be missed. In practically every case the patient does not 
receive from the scheme the fullest advantage that be might. 

One further point: there is little enough dignity left to our 
teamed profession these days. Domiciliary visitations seem 
to savour uncommonly of “ mechaniaaiion " and of all the 
worst implications in the term of “Slate medicine.’’ Not so 
long ago, and perhaps even now. the advent of a consultant, 
and the ordered ritual dignity of the consultation, were some- 
thing of an event to a patient. Is it merely pompous to regret 
that such a thing should cease to be ? Alas, one can foresee 
a day not so far distant when the question, “ Mary, is that the 
gas-man come to look at the meter ? " receives the reply, “No. 
■Mother, it’s the hospital man come to look at Dad." 

Nevertheless. Sir. it is chiefly because f feel so strongly that 
what should be one of the best links between a consultant and 
his general practitioner colleagues is in danger of becoming 
rusty through disuse that I would like to urge a future universal 
strict adherence to the unwritten rule (for Heaven forbid that 
it should ever be the subject of yet another regulation!) that a 
domiciliary consultation is always in reality a personal meeting 
between colleagues — what, in fact, everyone has hitherto 
understood by the term “ consultation." — 1 am, etc., 

Adwy. DcnbitMhirc. JOHN TORBES. 

RffEKE-VCI 

1 Lancer, 1949 , 2 . 495 . 


Obstetrics in General Practice 

Sir. — Much has been .said recently on this subject, but as it 
is a matter of considerable importance, alike to patient and to 
doctor, it is surely worth while to consider what principle should 
guide us in our attitude to the new maternity medical service. 

It can hardly be denied that the really important thing is 
what the e.xpectant mother herself wishes. Clearly she should 
be free to decide whether the required obstetric services — ante- 
natal, during labour, and post-natal — should be rendered to her 
by the doctor of her choice plus a nurse, or by a midwife plus 
an antenatal clinic. 

After thirty years of the practice of obstetrics in general 
practice I know that when a patient conies and asks me to 

attend her she means me to look after her all the way throueh 

to exercise real and continuous antenatal care, to “stand by” 
at the labour, and to watch over her afterwards. The introduc- 
tion of the new scheme has not altered this in the least, and I 
am glad to find that it is so. 

In respect to antenatal care, it is doubtful whether it is 
possible to ensure the safely of the patient without at least 
seven examinations. Supervision of the labour by the doctor 
can mean and should mean increased confidence of and added 
safety to. the patient. It can mean and should mean greater 
relief at the end of the second stage. The puerperiiim surelv 
demands at least sj.\ visits, apart from a late post-natal 
examination. 


Continuity in responsibility should be one of the guiding 
principles in obstetrics, and I would venture to add that 
acceptance of such responsibilities, though it often Involves 
hard work, late hours, and sometimes considerable anxiety, can 
add most notably to the interest of general practice, can give a 
most abiding sense of satisfaction (though never of com- 
placency). and brings in full measure from patients and their 
husbands gratitude, often expressed and often equally obvious 
though unspoken. 

The nominal role of medical inspector envisaged by the 
scheme, if accepted by the doctor, may well result in the com- 
plications of pregnancy, which generally arise insidiously, being 
missed, and unless the doctor is informed of the onset of labour 
and keeps in touch with its progress it is only too likely that he 
will not be readily available or in a position to render prompt 
and efficient treatment in some of those serious complications 
of labour which, as we all know, can arrive swiftly and 
menacingly. 

It is not clear in whose sterile imagination this so-called 
maternity service was fortuitously conceived, but it is pretty 
clear that if the intention of the. scheme is carried out it is of 
precious tittle use to the patient, somewhat humiliating to the 
doctor, and in effect places a premium on inadequate and 
incomplete service. It seems at least doubtful whether the two 
paltry minimum antenatal attendances are of very much more 
u.se lo the patient than the Heeling and infrequent visits of the 
gentleman who calls lo inspect the gas meter, 

• It might reasonably be inferred that I am not greatly 
enamoured of the new maternity service. It is true, however, 
that the new .seiwice is restrictive only by implication and by 
the insidious enticement of pecuniary considerations, bu) there 
is nothing beyond this to prevent a full and complete service 
being given. Quite seriously, and with all respect, I would urge 
the younger men starting in practice not to let the temptation 
of easy money lead them lo acquiesce in. and practise, a scheme 
which is really a travesty of obstetrics, which is little short of an 
insult to an intelligent patient, and which is calculated to faring, 
at no distant date, discredit to the profession.— 1 am, etc., 
Loneon. N.\V. 7 . A. H. MoRLEY. ' 


Income Ta.t and Whole-time AppointmeDfs 

Sir.— T he recent decision of the council of the Royal Society 

of Medicine to raise the annual subscription to this society 

a decision which we regard as a regrettable necessity— prompts 
us to draw attention lo a position which we consider increasinclv 
anomalous. ® 


ine income-tax authonlies have for long allowed claims by 
generaJ and specialists, who are assessed under 

Schedule D, for relief in respect of annual subscriptions to 
professional journals and learned societies and the replacement 
of equipment, books, etc, ; but those of us who hold full-time 
tiospital appointments and are assessed under Schedule E 
receive no such dispensation. 

There are many doctors in our position who may be follow- 
ing for a decade or more after qualification the long, stony 

^ increasingly' 

problematical consultant status to whom the need to keep in 

abreast with day-to-day developments in the various 
f medicme is at least as important as to the more 
established members of the profession. We do therefore most 
strongly urge the B.M.A. to press fora revisior/of this invidious 
and inequitable state of affairs.— We are, etc., 

„ . . Michael Bosiock. 

° , John Simpson. 


Aue Ejrrowing 1.151 

the increase, if ploued on a mnh ^nd since 
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as my panel by December 31 will be a little over 2.000. I shall 
not receive remuneration corresponding even approximately to 
the number of units to which 1 am at risk. 

When in addition it is considered that as a squatter one is 
largely depending upon ill people for an income, in contrast to 
the established practitioners, il is not only a question of “at 
risk remuneration.” One's work is often out of all proportion 
to one’s panel. 

Our leaders, however, both locally and centrally, do not suffer 
squatters gladly, so perhaps 1 should just be thankful for small 
mercies. — 1 am etc., 

Carlisle. M. LuDLAM. 


Public Health Salaries 

Sir, — Negotiations on the salaries to be paid td medical 
officers engaged in the public health service have been going 
on for some considerable lime, but so far no decision has yet 
been reached. In fact, detailed discussion with the responsible 
organizations has not yet commenced. That being so, 1 feel that 
it is not yet too late to put on paper my own observations on 
the proposed salaries, which were published in the Supplement 
of January 29 Ip. 45). 

The salaries are based on population, seniority, and responsi- 
bility. A brief glance, however, at the scales and at the 
populations of the towns and cities of the country will reveal 
that very few medical officers gf health, deputies, or senior 
medical officers will ever receive a salary comparable to that 
of a consultant, and yet many of these officers are in possession 
of equivalent qualifications and hold positions of great respon- 
sibility. It is not difficult to visualize the picture of a senior 
officer in one department spending the rest of his or her life as 
the senior officer of that depanment, yet because of a system of 
salaries based on population and not on responsibility or 
capability that officer will never get the salary of a consultant. 

It may be argued that after many years there may be special 
payments on merit to these officers, but there are obvious draw- 
backs to such a system. 1 feel that officers in the public health 
service should be treated as their colleagues in the hospital 
service — i.e., that there can be more than one officer within a 
department who could be paid on a “ consultant-in-public-health 
rate ” and not reserve this salary to the few medical officers 
of health who will qualify for it because they happen to be in 
charge of an area with the requisite population. 1 would, 
however, suggest that the chief of the department should be 
given a merit award for his responsibilities, just as it is suggested 
that there should be merit awards in the ho.spital service. 

The effect, I am sure, of this procedure would be to ensure a 
constant supply of medical officers for the service. In addition, 
it would stop the flow of medical officers from places with a 
small population to larger counties and cities, and so maintain 
the efficiency of the service. — 1 am, etc., 

Leicester. ALEXANDER HuTCHISON. 


Catching the Chemist 

Sir, — The letter under this heading from Dr. W. Edwards 
(Supplement, December 3, p. 247), and your annotation on the 
subject (Journal. December 3, p. 1283) are of importance to all 
N.H.S. practitioners. 

Unfortunately Dr. Edwards has more or less contracted to do 
this catching. In para. 1 1 of his terms of service it says, A 
practitioner shall comply with any reasonable request from his 
executive council to furni.sh orders on a form provided by the 
council for drugs and appliances for the purpose of testing,” 
etc. Also, the testing scheme has been devised in agreement 
with representatives of the medical profession and the 
Pharmaceutical Society, I am informed. 

What were our representatives doing to agree to such an 
ungentlemanly scheme ? 

The method you suggest. Sir, in your annotation of taking the 
chemist by surprise and asking him to hand over a few made-up 
prescriptions for testing is preferable and above-board. Is it 
too late now for our representatives to endeavour to annul this 
grossly unpopular scheme ? — I am, etc.. 


London. N.9. 


M. P. K. Menon. 


Representative Meetings 

Sir, — E ven in these days when the Association’s expenses are 
increasing at an alarming rate, surely there is one matter on 
which no economy should be attempted. No money should 
ever be spared which helps contact between the periphery and 
the centre. As reported by you. Sir, the vote went against 
my proposal in Council for an S.R.M. to consicler the Council’s 
constitution, but I think Dr. J. A. Pridham is wrong in his 
statement (Supplement, December 10, p. 255) that the cost was 
the chief reason why the Council voted in this way. The 
Treasurer made a statement of the cost of an S.R.M.', but I am 
glad to say that 1 cannot recall any other mention of the 
matter. 

Naturally I realize that attending an S.R.M. is a compara- 
tively simple matter for a Londoner, and I am told that in 
some parts of the country Representative Meetings are viewed 
with apathy. But there is possibly a more cogent reason than 
distance for this apathy. Some representatives may feel that 
the R.B. is no longer the policy-forming body of the Associa- 
tion. In the crisis of 1948 il was not even consulted, and now. 
with many of the important issues in the hands of autonomous 
bodies, it has little say in anything but domestic issues. Repre- 
sentatives may also feel that, as the Council’s activities are 
restricted in the same way, its constitution is not a matter of 
great importance. 

That there is ground for such beliefs is a disaster. But the 
Representative Body must fight back. If it wants an S.R.M. to 
consider the Council’s constitution, it must have one, but there 
are wider and more important issues for which it can fight if it 
wishes. What about all the brave talk of two years ago— 
grants-in-aid, curtailing the powers of the Minister, and so on. 
The R.B. is the only part of the Association that can foster 
such issues. Surely it is not going to lie down like a good dog 
just because it is told that things can’t be changed. — I am, etc., 

London. N.W.l. R. HaLE-WHITE. 


Constitution of Council 

Sir, — I, like Dr. Ronald Gibson (Supplement, December 3. 
p. 247), was amazed to read of the Organization Committee’s 
proposals for altering the constitution of the Council and of 
the Council’s virtual endorsement of them. It is evident that 
both have failed completely to implement the wishes of the 
Representative Body. 

It is to be hoped that all members will give this matter their 
careful consideration. Council has been much criticized during 
the past few difficult years and has been accused (sometimes 
rightly, in my view) of being out of touch with the views of the 
majority of the profession. In rejecting Council’s proposals for 
reforming its constitution at the A.R.M. at Harrogate the Repre- 
sentative Body was supporting the view that a far larger propor- 
tion of the members of Council should be directly elected b> 
more numerous and smaller constituencies. The latest proposals 
make practically no improvement in this direction and, as 
Dr. Gibson points out, still give less than 50% of seats to 
directly elected members. 

An attempt is being made to improve and strengthen the 
Association at this difficult period of its history, and it is 
desirable that every member should express his views by 
instructing his representative when the matter is again put 
before the Representative Body for its judgment. — I am, etc., 

Churchdown, Gloucester. H. G. DOWLER. 


Sir, — I would ask members and Divisions of the B.M.A. to 
reject the Winchester proposals (Supplement, December 3, 
p. 247). Implied in these proposals is a grave censure on the 
Representative Body. The members who sacrifice lime, con- 
venience, and money to carry out their duties are to be asked 
to declare themselves unfitted to choose members of the Council 
from their body. 1 trust the majority hold a better opinion of 
their own capabilities. Carried out to its logical conclusion, 
the proposed exclusion of the Representative Body would result 
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Hassin, G. B. ; Histopathology of the Peripheral and Central Nervous 
Systems. Third edition. 1948. 

Hellpach, W. : Klinische Psychologie. Zweite Auflage. 1949. 

Hill, H., and Dodsvvorth, E. : Sanitary Science Notes. Second 
edition. 1949. 

Holl, A.: Die Naturgemasse Heilweise. 1949. 

Hoff, F. : Medizinische Klinik: ein Fortbildungskurs fur Ajzte. 

1948, 

Hunter, G. W., HI, and Hunter, F. R. : College Zoology. 1949. 
Illingworth, C. F. W., and Dick, B. M. : Textbook of Surgical 
Pathology. Sixth edition. 1949. 

Irvine, K. N. : B.C.G. Vaccination in Theory and Practice. 1949. 
Jents, E. J.: Oto-rhino-laryngologie im ICindesalter : Einschliesslich 
der Endoskopie. 1949. 

Judet, H., Judet, J., and Judet, R.: Traitd des Fractures des 
Membres. 3e Edition. 1948. 

King, F., and Feldman, L. L. : OfBce Management for Health 
Workers. 1949. 

Klemme, R. M. : Nursing Care of the Neurosurgical Patient. 1949. 
Kraniz, J. C. (Jun.), and Carr, C. J. : Pharmacologic Principles of 
Medical Practice. 1949. 

Kretschmer, E. : Psychotherapcuiische Studien. 1949. 

Kiihn, A.: Grundriss der allgemeinen Zoologie. Zehnte Auflage. 

1949. 

Kurth, W. : Leitfaden der Neurologie und Psychiatrie. 1949. 
Levine, S. A,, and Harvey, W. P. : Clinical Auscultation of the Heart. 
1949, 

Lichtenstein, B. W. : Textbook of Neuropathology. 1949. 

Ludovici, A. M. : The Child : an Adult’s Problem. 1948. 

McLesier, J. A.: Nutrition and Diet in Health and Disease. Fifth 
edition. 1949. 

March of Medicine, 1948; Perspectives in Medicine, 1949. 

Meakins. J. C. : Symptoms in Diagnosis. Second -edition. 1948. 
Menninger. W. C. : Psychiatry in a Troubled World. 1948. 

Modern Practice in Ophthalmology, 1949; edited by H. B. Stallard. 
1949. 

Ockerse, T. : Dental Caries : clinical and experimental investigations. 
1949. 

Pearce, E. : Communicable Diseases and their Nursing Care. 1949. 
Practitioner, The : The National Heal h Service Act in Great Britain : 

' a review of the first year’s working. 1949. 

Progress in Allergy. Vol. 2. 1949. 

Roiith, J. I. ; Fundamentals of Inorganic, Organic, and Biological 
Chemistry. Second edition, 1949. 

Sanchis-Olmos, V.: Skeletal Tuberculosis. 1948. 

Soden, W. H. (Editor): Rehabilitation of the Handicapped: a survey 
of means and methods. 1949. 

Stamp, W. ; “ Doctor Himself”: an unorthodox biography of Harry 
Roberts, 1871-1946. 1949. 

Taylor, E. W. ; The Examination of Waters and Water Supplies 
(Thresh, Beale, and Suckling). Sixth edition. 1949. 

Van Ingen, P. : The New York Academy of 'Medicine : its first 
hundred years. 1949. 

Vignes. H. : Eclamp.sie et Eclampsisme. 1948. 

Weiss, E.. and English, O. S. : Medicina Psicosomatica, traduccidn 
par el Dr. B. Serebrinsky. 1949. 

Wlddcss. J. D. H. : An Account of the Schools of Surgery, Roy.al 
College of Surgeons, Dub'in. 1789-1948. 1949. 

Williams, H.: The Healing Touch. 1949. 

Work, T. S., and Work, E.: The Basis of Chemotherapy. 1948. 


Association Notices 


V 

Diary of Central Meetings 

DECEtltBER 


19 

Mon. 

Armed Forces Committee, 2 p.m. 

20 

Tues. 

Organization Committee, 11.30 a.ra. 

21 

Wed. 

Protection of Practices Subcommittee, 11,15 a.m. 

21 

Wed. 

Film Committee, 2 p.m. 

22 

Thurs. 

Assistants Subcommittee, 11 a.m. 

22 

Thurs. 

Occupational- Health Committee, 2 p.m. 

29 

Thurs. 

Committee re Prescription of Tuberculosis, 2 p.m 

January 

5 

Thurs. 

Anaesthetists Group Committee, 2 p.m. 

6 

Fri. 

Library Subcommittee, 11 aan. 

6 

Fri. 

Science Committee, 2 p.m. 

13 

Fri. 

Tuberculosis Group Committee, 2 p.m. 

19 

Thurs. 

Planning Subcommittee, 10.30 a.m. 

19 

Thurs. 

Joint Committee of the B.MA. and the N.V.MA. 
2 p.m. 

26 

Thurs. 

Committee on Psychiatry and the Law, 2 p.m. 


Branch and Division Meetings to be Held 

Burton-on-Trbnt Division. — At Little Theatre, Guild Street, 
Burton-on-Treni, Tuesday, December 20, 8 p.m., tl) Sound FUm; 
“ Angina Pectoris ” ; (2) Colour Film : “ Intraocular Foreign Bodies.” 

Isle of Wight Division. — At Si. Mary’s Hospital, Newport, Sun- 
day, December 18, 4 p.m., lecture by Dr. H. L. Marriott: “Recent 
Medical Advances of Practical Importance.” 

Winchester Division. — At Royal Hotel, Winchester, Saturday, 
December 17, 7.J0 for 8 p.m., dinner. Mr. N. Leigh Taylor: .“Some 
Legal Aspects of the National Health Service Act.” 


Meetings of Branches and Divisions 
Dumfries and Galloway Division 

A meeting of the Division was held at Dumfries and Galloway 
Royal Infirmary on October 30, when Mr. G. M. Sleggs gave an 
interesting address on " Old and New Orthopaedics.” 

There was also considerable discussion during the business pan 
of the meeting about the recent circular issued by the Western 
Regional Hospital Board debarring general practitioners from an> 
pan in the examination or treatment of a patient booked for con- 
finement at Cresswell Counties Maternity Ho.spiial as a Group 1 
Maternity Hospital. The following motion was passed; 

“That this Division desires to protest against the excluding of 
antenatal and post-natal care of a patient by a general practitioner 
where the confinement is booked at Cresswell Counties Matenuty 
Hospital as a Group 1 Maternity Hospital, especially in a rural area 
such a.s this hospital serves.” 

Discussion also took place on the allocation of the Mileage Grant 
for the area. 


SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 


The Council of the British Medical Association is prepared to 
receive applications for Research Scholarships as follows; An 
Ernest Hart Memorial Scholarship of the value of £200 per annum, 
a Walter Dixon Scholarship of the value of £200 per annum, and 
four Research Scholarships each of the value of £150 per annum. 
These scholarships are given to candidates whom the Science 
Committee of the Assodation recommends as qualified to under- 
take research in any subject (including State medicine) relating 
to the causation, prevention, or treatment of disease. Preference 
will be given, other things being equal, to members of the medical 
profession. 

Each scholarship is tenable for one year starting on October 1, 

1950. The scholar may be reappointed for not more than two 
additional terms. A scholar is not necessarily required to devote the 
whole of his or 'her time to, the work of research but may hold an 
appointment at a university, medical school, or hospital, provided the 
duties of such an appointment do not interfere with his or her 
work as a scholar. “J 


Condition of, Award: /f, notation of tak ... 
Applications for scholarships mii'to hand over a few madtPrid^yi 
\pril 28, 1950, on the prescribdj,(g above-board. i'’® 

5ecreta,ry of the Association. endeavour to annul 


London, W.C.l. Applicants wil, 
of three referees who are comp'^* 
the research contemplated 


M. P. K. Menon. 


■y for 


Coventry Division 

An ordinary general meeting of the Division was held on 
November 8 at the Coventry and Warwickshire Hospital. Dr. R. S. 
Rudland took the chair, and the B.M.A. Lecture, 1949, was delivered 
by Dr. J. St. Clair Elkington, his subject being “ Diagnosis and 
Management of Epilepsy of Late Onset.” The lecture was well 
illustrated by lantern slides and was greatly appreciaied by the 
Division. An enthusiastic vote of thanks was accorded to Dr. 
Elkington at the. close of the lecture on the proposition of Dr. W. D 
Coghill, seconded by Dr. J. Ballantyne. 

1 

Darlington Division 

The annual general meeting of the Darlington Division was held 
on November I, .with Dr. B. B. Freshwater in the chair. Eighteen 
members auendea. The following office bearers were also elected: 
deputy chairman, Dr. A. Morrison; treasurer. Dr. A. Woodman: 
secretary. Dr. W. F. A. Heron, 15, North Road, Darlington 
(Telephone: 2155). 

The formaiion of a new Branch to be called Allside was discussed. 
A meeting of Branch representatives was held on November 6 to vote 
on the formaiion of this Branch. Clinical meetings are being 
arranged by the medical and surgical staff of the Darlington 
Memorial Hospital : the first meeting was held on November 10. 
The possibility of establishing a Sunday rota of duties was discussed, 
but at the moment the response was said to be poor. The annual 
dinner will be held on December 15, when Dr. Grey Turner will be 
guest of honour. 
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Of what interest, you may be wondering, is the psycho- 
pathology of auiiors except perhaps to the psychiatrist ? 
I hope to show that it raises questions of considerable 
importance, primarily to doctors, but indirectly to every- 
one else. The relationship of mental instability to genius 
in general may seem to be of merely theoretical interest, 
but, since authors directly influence the minds of their 
fellow men more deeply than any other kind of genius, 
their mental peculiarities possess great social implications. 
Moreover, if we conclude that there is some positive rela- 
tionship between their abnormalities and their achieve- 
ments, we may find in this creative tension a contribution 
to the solution of the problems that confront many of our 
ordinary patients. Finally, our appreciation of an author’s 
writing is greatly enriched by an understanding of his 
psychology. 

At this point two possible objections need to be con- 
sidered. Is it not enough, you may think, for us to enjoy 
the works of genius without bothering to analyse how they 
came to be prodpced, if, indeed, it is possible to do so ? 
Wordsworth thought that nobody ought to pry into the lives 
of authors. “ Our business," he said, " is with their books 
—to understand and to enjoy them. And, of a poet's more 
especially, it is true — that if their works be good, they 
contain within themselves all that is necessary for their 
being comprehended and relished.” Wordsworth had his 
own secret — ^an illegitimate child in France — but it is true 
that we need know nothing about an author in order to 
enjoy his works. Surely, however, we shall enjoy them 
more if we know a little about his personality, if we under- 
stand not only the internal difficulties over which he had 
to triumph in order to produce them but how these very 
elements of his nature find expression in his writings. 
Biography adds a fourth dimension to the understanding 
and enjoyment of the works of genius ; for, though we can 
enjoy a poem, a picture, or a symphony without even 
knowing who created it, we then enjoy it in isolation from 
the whole of the author’s personality except its expression 
m that particular work of art But when we understand 
nis biography— and by biography 1 mean not merely a 
historical account of the facts of his life but also all that 
we can learn about his heredity, the workings of his ner- 
vous system, and the conflicts of his mind— we find his 
works enriched by being seen in perspective, in the dimen- 
sion of time in which all' his past has made him what he 
IS and his creations what they ate. 

There is another objection also which is sometimes 
expressed. “ What interests us about a genius,” some 
people say, is what is unique in him — not his neurosis or 
his psychosis, which is something he possesses in common 
with thousands of others.” But it is a fallacy to suppose 

•An address given to the London Hospital Medical Society. 
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that the unique mental features of a genius exist in isolation 
from any abnormalities he may exhibit, for what is interest- 
ing in the neurosis or psychosis of a genius is not the 
features it shares with similar disorders in ordinary people 
but the part that it plays in his individual and Aerefore 
unique mental life. Indeed, the most important feature of 
any neurosis or psychosis is not what it shares with other 
disorders of its class but its uniqueness as an integral part 
-of a particular personality. But I must add a word of 
caution. It is easy to let speculation run riot on the subject 
of the psychology of genius and justify oneself by the 
generalizations of some particular psychological theory. 
We shall be on firmer ground and still find plenty to 
interest us if we stick to descriptive psychiatry and concern 
ourselves only with those grosser traits of conduct, thought, 
and feeling which are obvious in the writings of our subjects 
or in the observations of their contemporaries. 

Instead of generalizing about the psychopathology of 
authors I propose to describe in some detail a few case 
histories ; but before I do so, and lest you should think I 
exaggerate the relationship between mental instability and 
great literature, here is a list, which is certainly not com- 
prehensive, of some great writers who were either insane 
in the sense that they would to-day have been regarded 
as certifiable, or, though perhaps never certifiable, were 
cyclothymes, schizophrenics, obsessionals, psychopaths, 
alcoholics, or drug addicts : Beddoes, Blake, Boswell, 
Bunyan, Burns, Byron, Chatterton, Clare, Coleridge, 
Collins, Cowper, Crabbe, De Quincey, Dickens, Donne, 
Gray, Johnson, Lamb, Rossetti, Ruskin, Shelley, Smart, 
Swift, Swinburne, Tennyson, and Francis Thompson. And 
to show that English literature is not exceptional in this 
respect let me add a few from other nations: Baudelaire, 
Dostoievsky, Flaubert, Goethe, Gogol, Holderlin, Nietzsche, 
Poe, Rimbaud, Rousseau, Strindberg, Swedenborg, and 
Verlaine. 

Death’s Duellist 

John Donne (1572-1631) is one of the strangest figures 
in English literature — the Catholic who died Dean of 
St. Paul’s, the poetical amorist who became the author 
of the Holy Sonnets. His influence upon English poetry — 
which, according to hiS biographer, Edmund Gosse, was 
almost entirely malign — can still be traced without difficulty 
to-day. Dr, Johnson thought his metaphors far-fetched 
and at times indelicate. His eloquence as a preacher and 
his preoccupation with the fate of the body after death 
drew large crowds of fascinated hearers, and this perennial 
theme came so to possess him that the last events of his 
life seemed a drama in which he was ready at length to act 
the part he had so often rehearsed. For, he wrote. 

Since that I 

Must dye at last, ’tis best 

To use my selfe in jest, 

Thus by fain’d deaths to dye. 

His Devotions upon Emergent Occasions, written during 
a serious illness in 1623, not only consist of characteristic 
reflections upon mortality but include in the headings of 
the chapters a summary of the stages of his disease and 
the conduct of the doctors. “ The first alteration, the first 
grudging of the sickness. . . . The patient takes to his bed. 
The Phisician is sent for. The Phisician comes. The 
Phisician is afraid. The Phisician desires to have others 
joyned with , him. The King sends his own Phisician. 
Upon their consultation they prescribe.” Then follows 
the treatment — cordials and pigeons — but “the Sickness 
declares the infection and malignity thereof with spots. . . . 
I sleep not day nor night. . . . From the Bells of the 


Church adjoyning I am daily remembered of my burial) 
in the funeralls of others.’ Now this Bell tolling softly for 
another, sales to me. Thou must die.” (In that chapter 
occurs the famous sentence, “ Any man’s death diminishes 
me, because I am involved in mankinde. And therefore 
never seek to know for whom the bell tolls ; It tolls for 
thee.”) But “ at last, the Phisicians after a long and stormie 
voyage, see land.” They proceed to purge, the patient 
recovers, but he is warned of “ the fearful danger of 
relapsing.” 

Donne could never long avert his mind from the thought 
of the body’s dissolution. It appears in his sermons on all 
sorts of occasions, one of the grimmest meditations on this 
theme being in a sermon preached at the marriage of the 
Earl of Bridgewater’s daughter. Here is one such passage 
in his magnificent prose from his last sermon, preached 
before King Charles I. “That that Monarch, who spred 
over many nations alive, must in his dust lie in a corner of 
that sheete of lead, and there, but so long as that leade will 
laste, and that privat and retir’d man, that thought himselfe 
his owne for ever, and never came forth, must in his dust 
of the grave bee published, and (such are the revolutions 
of the graves) bee mingled with the dust of every highway 
and every dunghill, and swallowed in every puddle and 
pond : This is the most inglorious and contemptible vilifi- 
cation, the most deadly and peremptory nullification of 
man, that wee can consider.” 

Donne was dying when he preached this sermon, which 
came to be known as “ Death’s Duell.” “ Many that saw 
his tears and heard his faint and hollow voice,” says Izaak 
Walton, “ thought that Dr. Donne had preached his own 
funeral sermon.” 

But there was a stranger episode to come. Dr. Simeon 
Foxe, his physician, urged him to arrange for a monument 
to be erected to him in his cathedral. Donne agreed on 
condition that Dr. Foxe should not interfere in any way 
with the character or form of the memorial. Here is 
Walton’s account of what followed : 

“A monument being lesolved upon, Dr. Dqnne sent for a 
carver to make for him in wood the figure of an um, giving 
him directions for the compass and height of it ; and to bring 
with it a board of the just height of his body. These being 
got, then without delay a choice painter was got to be in readi- 
ness to draw his picture, which was taken as followeth: — 
Several charcoal fires being first made in his large study, he 
brought with him into the place his winding-sheet in, his hand, 
and having put off all his clothes, had this sheet put on him, 
and so tied with knots at his head and feet, and his hands so 
placed as dead bodies are usually fitted, to be shrouded and 
put into their coffin or grave. Upon this urn he thus stood, 
with his eyes shut, and with so much of the sheet turned aside 
as might show his lean, pale, and death-like face. , . .'In this 
posture he was drawn at his just height, and when the picture 
was finished he caused it to be set by his bedside, where it 
continued and became his hourly object till his death, and 
was then given to his dearest friend and executor. Dr. Henry 
King, then chief Residentiary of St. Paul’s, who caused him to 
be thus carved in one entire piece of white marble, as it now 
stands in that Church.” 

No doubt Donne’s attitude to death was in part Eliza- 
bethan, and it can to some extent be paralleled in contem- 
porary writers, such as Webster and Sir Thomas Browne, 
but it was also an obsession, springing from what Gosse 
rightly calls “ the morbid and fantastic character of his 
genius." 

L’Enfant Terrible 

Jonathan Swift (1667-1745) could claim distinction as 
politician. Dean of St. Patrick’s, and satirist, but his satires 
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are remembered by many who know little about his politics 
and less about his theology. His satires spring from his 
feelings, and his emotional life was very odd, so odd indeed 
that it considerably puzzled his contemporaries and is still 
the subject of speculation to-day. In 1701 Swift, then 
34, invited to live near him in Ireland two ladies, 
Esther Johnson, aged 20, whom he immortalized as 
Stella, and her older companion Rebecca Dingley. Till 
the death of Stella in 172S Swift remained on terms of affec- 
tionate friendship with both of them, writing to them when 
he was absent letters which included messages couched in 
the language of the nursery. This strange relationship was 
complicated by the intrusion of another woman, &ther 
Vanhorarigh, whom Swift called Vanessa, and who fell in 
love with him. 

The question which has been discussed ever since is. 
What were the relations of Swift and Stella ? Swft was 
a single man of irreproachable morals; why did he never 
marry her ? There seemed to his contemporaries, to 
Dr. Johnson, and to most people since, to be only two 
possible explanations: either he did marry her, but for 
some reason concealed the fact, or there was an external 
barrier to their marriage. They were, it has been suggested, 
uncle and niece or half-brother and half-sister. The barrier 
was real, but it existed in Swift’s emotional life. The clue 
is to be found in Gulliver's Travels. “The greatest diffi- 
culty that occurs in analysing his character," wrote Johnson, 
“ is to discover by what depravity of intellect he took 
delight in revolving ideas, from which almost every other 
mind shrinks with disgust The ideas of pleasure, even 
when criminal, may solicit the imagination, but what has 
disease, deformity, and filth, upon which the thoughts can 
be allosved to dwell ? ” Swift's preoccupation with excre- 
tion is a constantly recurring theme upon which he plays 
some fantastic variations. His attitude to the body, and 
especially the female body, is equally pathological, and is 
magnified when the body is enlarged to the Brobdingnagian 
scale. Freud has a word for all this, but one does not need 
to be a Freudian to see that Swift was emotionally arrested 
at an infantile stage of development 
Perhaps the most illuminating piece of evidence for his 
abnormality is the speech which he puts into the mouth 
of Gulliver when meeting his wife and children on his 
return from his last voyage; “As soon as I entered the 
House,” wrote Gulliver, “my Wife took me in her arms 
and kissed me ; at which not having been used to the 
Touch of that odious Animal for so many years, I fell in 
a Swoon for almost an Hour. . . . During the first year 
I could not endure my Wife or Children in my Presence, 
the very smell of them was intolerable, much less could 
f suffer them to eat in the same Room. To this day they 
dare not presume to touch my Bread or drink out of the 
same Cup ; neither was I ever able to let one of them take 
me by the Hand.” This, it may be said, is Gulliver, not 
Swift, talking, but it is the imagination of Swift speaking 
through Gulliver, and no man who could feel so perversely 
about normal human relationships would be likely to marry. 
Swift may not have known why he felt as he did, but he 
had too much insight to be self-deceived. In a poem called 
Cadenus and Vanessa, in which he is Cadenus {an anagram 
of Decanus the Dean) and Esther Vanhomrigh is Vanessa, 
he writes; 

He now cou’d praise, esteem, approve, 

But understood not svhat was Love. . . , 

Love, hilherlo a transient guest. 

Ne'er held Possession of his Breast ; - 
So long attending at the Gate, 

Disdain’d to enter in so late. 


We do not know whether Stella ever challenged him in 
this way, but she seems to have come to accept the Platonic 
role he assigned to her. Swift was broken-hearted when 
she died. He lived on to die demented, after a period of 
melancholia, nearly twenty years later. There is a legend 
that this perversely fastidious man, who bad been so 
revolted by the flesh, was buried in the same coffin with 
her. This invention was the last unconscious irony of the 
Yahoos. 

The Great Convulsionary 

I suppose that most people who possess an average man’s 
knowledge of Samuel Johnson (1709-S4) regard him as 
a monument of British common sense — a kind of intellec- 
tual John Bull, dogmatic, tough, and rather insensitive. 
This is only half the truth, .the superficial half, for beneath 
his assured demeanour lay a torment of apprehensiveness, 
doubt, and misgiving which found expression in great 
eccentricity of behaviour. 

Thomas Tycrs said of Johnson, “He was to the last a 
convulstonary. . . . His gestures, which were a degree of 
St. Vitus’s dance, in the street attracted the notice of the 
many, the stare of the vulgar, but the compassion of the 
better sort.” Johnson’s gesticulations, which gave Hogarth 
the first impression that he was mad, have often been 
described, but nowhere better than by Miss Reynolds, 
who speaks of “ his extraordinary gestures or anticks with 
his hands and feet, particularly when passing over the 
threshold of a door. On entering Sir Joshua’s house with 
poor Mrs. Williams, a blind lady who lived with him, he 
would quit her hand, or else whirl her about on the steps 
as he whirled and twisted about to perform his gesticula- 
tions: and as soon as he bad finished, he would, give a 
sudden spring, and make such an extensive stride over the 
threshold, as if he was trying for a wager how far he could 
stride, Mrs. Williams standing groping about outside the 
door,, unless the servant or the mistress of the house more 
commonly took hold of her hand to conduct her in, leaving 
Dr. Johnson to perform at the Parlour Door much the 
same exercises over again. . . . But the manesuvre that 
used the most particularly to engage the attention of the 
company was his stretching out his arm with a full cup 
of tea in his hand, in every direction often to the great 
annoyance of the person who sat next to him, indeed to 
the imminent danger of their cloaths, perhaps of a Lady's 
Court dress ; sometimes he would twist himself round with 
his face close to the back of his chair and finish his cup of 
tea, breathing very hard, as if making a laborious effort to 
accomplish it.” 

According to Miss Reynolds he carried out similar 
manceuvres in the street while his companions went ahead 
to wait for him, and caused a crowd to collect in Twicken- 
ham Meadows by his violent see-sawing over Grotius’s 
De Veriiafe Religionis. Boswell has described his rolling gait 
and his habits of whistling and blowing and counting his 
steps in order to reach a certain point with bis right or his 
left foot ; and from Whyte we learn of his practice of 
touching posts in the street and going back when he had 
missed one to repair the omission. 

Johnson’s contemporaries were divided into two schools 
of thought on the question of the nature of his maladv. 
Boswell, like TTomas Tyers, thought it was a physical dis- 
ease, St, Vitus s dance, and believed he was confirmed in 
his opinion by Sydenham’s own description, which he 
quotes. Sir Joshua Reynolds, however, with the acute 
observation of an artist, noted that Dr. Johnson’s “ strange 
antic gestures ” accompanied his reveries and that he never 
exhibited them when engaged in conversation. He thought. 
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therefore, that the gesticulations were “ improperly called 
convulsions which implied involuntary cortortions.” Sir 
Joshua also made an observation of profound psychologi- 
cal insight when he said that- Johnson’s actions always 
appeared to him as if they meant to reprobate some part of 
his past conduct. It is quite clear to-day that Reynolds was 
right and that Johnson’s movements, although involuntary 
in the sense that they were not under his control, were not, 
like St. Vitus’s dance, due to organic disease of the brain 
but were of psychological origin. He knew this himself, 
for when a young girl, a Miss Hunter, asked him, with 
some temerity, “ Pray, Dr. Johnson, why do you make 
such strange gestures ? ” he replied, “ From bad habit.” 

Fears and Apprehensions 

This view of the nature of his gesticulations is confirmed 
by the fact that symptoms of a similar kind occurred in the 
realm of thought and feeling. Here involuntary fears and 
apprehensions took the place of involuntary movements. It 
is impossible to agree with Raleigh that Johnson’s fear of 
death was only a fear of Boswell on death. It was clearly 
an obsession which could be evoked not only by Boswell’s 
inquiries but by the sight of bones or of a memorial urn, 
and this is the probable explanation of the outburst of 
almost hysterical laughter which was excited by Langton’s 
making his will and which so puzzled Boswell. Another 
obsession was ' his fear of insanity, which remained with 
him from his youth, when he consulted Dr. Swinfen and 
received an answer “ importing that the symptoms indi- 
cated a future privation of reason,” to his old age, when 
at the time of his stroke he prayed God that however he 
might afflict his body he would spare his understanding 
— a prayer which, that he might try the, integrity of his 
faculties, he made in Latin verse. 

, He was also obsessed with a sense of guilt. As 
Mrs. Thrale put it, his “ daily terror lest he had not done 
enough originated in piety, but ended in little less than 
disease. . . . He . . . filled his imagination with fears that 
he should never obtain forgiveness for omission of duty 
and criminal waste of time.” 

Doubtless it was these fears of insanity, death, ■ and 
damnation that racked his mind when he was alone and 
rendered solitude so distasteful and indeed distressing to 
him. “ I lie down,” he said, “ that my .acquaintance may 
sleep ; but I lie down to endure oppressive misery ; and 
soon rise again to pass the night in anxiety and pain.” 
Nothing conveys so moving a picture of his lonely and 
distracted spirit as Murphy’s account of how “ for many 
years, when he was not disposed to enter into the con- 
versation going forward, who ever sat near his chair might 
hear him repeating, from Shakespeare, 

“ Ay, but to die, and go we know not where ; 

To lie in cold obstruction, and to rot ; 

This 'sensible warm motion to become 

A kneaded clod ; and the delighted spirit 

To bathe in fiery floods.” 

This “ morbid melancholy,” which Johnson himself 
believed to be inherent in his constitution, pervaded his 
thought and made him, in his own words, “mad alt his 
life, at least not sober.” I can find no better or nobler 
expression of it than the last words of the last Idler which 
he called the “ Horrour of the Last.” In the course of this 
essay he says : “ This secret horror of the last is inseparable 
from a thinking being, whose life is limited, and to whom 
. death is dreadful.” And he concludes : “ I hope that my 
readers are already disposed to view every incident with 
seriousness, and improve it by meditation ; and that, when 


they see this series of trifles brought to a conclusion, they 
will consider that, by outliving the Idler they have passed 
weeks, months, and years, which are now no longer in their 
power ; and that an end must in time be put to everything 
great as to everything little ; that to life must come its last 
hour, and to this system of being its last day, the hour at 
which probation ceases, and repentance will be vain, the 
day in which every work of the hand and imagination of 
the heart shall be brought to judgement, and an everlasting 
futurity shall be determined by the past.” 

Thus we can trace Johnson’s morbidity at three levels— 
his compulsive gestures, his obsessive fears and sense of 
guilt, and his insistence on the evils of life, its transitoriness, 
and the ultimate and inescapable judgment, which sounds 
a note of doom in so many of his writings. Like many 
obsessionals he was subject to periods of severe depression, 
the worst of which occurred when he was between 50 and 
60. His prayers and meditations in the first half of his 
sixth decade reveal his struggles with a deepening gloom 
Dr. Adams told Boswell that he “found him in a deplor- 
able' state, sighing, groaning, talking to himself and rest- 
lessly walking from room to room.” Mrs. Thrale says 
that he did not stir out of his room for weeks or even 
months, till she and her husband carried him off to. 
Streatham. 

Johnson’s mental disorder was clearly compatible with ■ 
the greatest intellectual powers and with considerable, if 
sporadic, energy. He found that he lost his symptoms par- 
tially or completely when his attention was fully occupied 
with something else ; hence his eagerness for company and 
reluctance to go to bed. His discovery of the value of 
distraction is illustrated by one of Mrs. Thrale’s anecdotes 
“When Mr. Johnson felt his fancy, or fancied he felt it, 
disordered, his constant recurrence was to the study of 
arithmetic ; and one day that he was totally confined to his 
chamber and I enquired what he had been doing to divert 
himself ; he showed me a calculation which I could scarce 
be made to understand, so vast was the plan of it and .'.6 
very intricate were the figures ; no other indeed than,, that 
the national debt, computing it at one hundred and./ eighty 
millions sterling, would, if converted into silver, sCuye to 
make a meridian of that metal, I forget how broad, ffor the 
globe of the whole earth, the real globe.” Dr. Jclohnson 
would have had no difficulty in making our present nalational 
debt reach to the moon. \ 

He prescribed the. study of algebra for a fellow Tobses- 
sional who consulted him about his scruples, though lyie did 
not show him much sympathy. This was a man whcU) was 
obsessed with guilt at having taken his employer’s ]|»aper 
and pack-thread even with his permission. “ I would ah dvise 
you. Sir, to study algebra, if you are not an- adept al'/l<feady 
in it: your head would get less muddy, and you will F leave 
off tormenting your neighbours about paper and ;lpack- 
thread, while we all live together in a world that is buil-sting 
with sin and sorrow.” 1 

To trace the effects of the obsessional state upoifc the 
temperament is beyond my present gcope, but I would cKraw 
attention to one characteristic trait, the sufferer’s attitlude 
to the past. More than most men, the obsessional isl in 
bondage to the past ; for what is an obsession but a ,plasl 
idea of which he cannot rid himself ? In Johnso.n’s 
own words, “ an everlasting futurity ” is “ determined Iby 
the past.” The past is both inescapable and unchangeable: 
for Johnson, therefore, guilt endured, and salvation must 
ever be in doubt. This perverse vitality of his past is well 
illustrated by the remarkable episode at Uttoxeter market 
when in old age he stood bare-headed in the rain for a 
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months later he told Georgina Hogarth, “My wretchedness 
just now is inconceivable.” While' staying at Bonchurch in 
1849, writing of himself as “ the. Patient,” he said : “ If he 
have any thing to do requiring thought and attention this 
overpowers him to such a degree he can only do it in 
snatches.” He speaks of “ extreme depression of mind and 
a disposition to shed tears from morning to night ... a 
dull .stupid languor. He has no purpose, power or object 
in exi.stence whatever.” The obverse of these phases of 
depression was his prevailing mood of elation, which gave 
him his enormous gusto and from which he derived his 
energy, which at first was canalized into his prolific inven- 
tiveness, in later life feverishly squandered in his readings, 
and always overflowing into long walks, parties, and 
amateur theatricals. It was his cyclothymic temperament, 
too, that enhanced his great sensibility, which made him 
respond with far more feeling than the average man both 
to his own experiences and to the sufferings of others. This 
sensibility was in turn heightened by the vividness of his 
memory. 


Blent with Dickens’s cyclothymia was his sado-masochism, 
which has been analysed especially by Mr. Edmund Wilson. 
Perhaps having been brought up to regard Dickens as a 
monument of Victorian respectability and normality, most 
of us have never achieved sufficient detachment to appre- 
ciate this element in him. Though more obvious in some 
than in others, it runs like a scarlet thread through all his 
writings. Here, for example, are the instances of violence 
that occur in one novel, A Tale of Two Cities. Dr. Manette 
spends years in the Bastille ‘ Charles Darnay is on trial 
for his life ; Jerry Cruncher pursues the grim trade of a 
resurrectionist ; the MTaVquis de St. Evremonde. carelessly 
runs over and kills a child, and is himself murdered in 
revenge. His brother has raped the sister of Mme. Defarge 
and killed her brother, as a result of which their father 
died of a broken heart. Scenes of revolutionary violence 
dominate the story ; the Bastille is stormed and the 
guillotine falls incessantly. Finally, Mme. Defarge is 
shot and killed by Miss Pross, and Sydney Carton and 
the little sempstress, both innocent, are executed together. 
There is almost as much violence in Barnaby Rudge, in 
which( the Gordon Riots take the place of the French 
Revolution and the sacking of Newgate corresponds to 
the storming of the Bastille. In this tale execution is per- 
sonified in Dennis the hangman. Mr. Harold Nicolson has 
pointed out how often beheading figures in Sam Weller’s 
jokes, and Mr. Edmund Wilson has stressed the large part 
played by prisons in Dickens’s stories. A more personal 
and refined kind of cruelty is exemplified by the behaviour 
of the Murdstones to David Copperfield, Squeers to the 
• boys at Dofheboys Hall, and Quilp to his wife. 


This emphasis upon violence and cruelty in the novels 
■-.-s only the reflection of a similar preoccupation in 


Dickens’s own life. One of his favourite recreations in 
Paris was to visit the Mory^^ He went to public execu- 
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characteristic energy. Back in this country in the follow- 
ing year, he decided to add to his repertoire the episode 
in Oliver Twist in which Bill Sikes murders Nancy. Prob- 
ably his cerebral arteriosclerosis was already weakening his 
control over his feelings and allowing his sado-masochism 
more overt expression. It was still projected into the world 
of his imagination, but he was identifying himself with his 
impulses more closely than in his books, for now he was 
acting the scene and himself impersonating both the mur- 
derer and his victim. Many of his friends who saw him 
do it privately were horrified, and Forster tried to dissuade 
him from it ; but he toured the country imparting, says '' 
Mr. Pearson, “ to the murder scene such a sense of horror 
that the audience were semi-paralysed, and sat with 
blanched faces in frozen silence,” It was noted that these 
readings put his pulse up to 120. Before long he developed 
a sense of deadness in the left side of the body, and the 
readings were abandoned. The next year he, died of a 
stroke at the age of 58. 

Conflict and Creativeness 

How far do the characters of the strange beings whose 
lives are here briefly considered help us to disentangle “ that 
subtile knot which makes us man ? ” What part did their 
mental abnormalities play in their creative genius ? What 
sort of poet and preacher would Donne have been with- 
out his death-wish ? Would an emotionally mature Swift 
have written Gulliver or any of his satires ? Is there any 
relation between Johnson’s contortions and his common 
sense, his obsessions and his verbal precision ; and would 
a stable Boswell ever have immortalized him ? How much 
of Dickens would have been left without bis hypomanic., 
energy and his preoccupation with suffering ? Clearly, no 
man is a great creative artist because he is a psychopath, 
but our subjects surely show that, given the necessary, 
qualities of mind, hiore than one process which the psy- 
chiatrist calls pathological may be an essential element in 
the virtues of genius — and perhaps of the rest of us. Bui 
what in the mental sphere is the meaning of normal and 
pathological ? Is normality more than a statistical myth 7 
The vast appeal of many creative artists, even the abnormal 
like Donne, Swift, and Dickens, is to readers whose feel- 
ings have something in common with their own. The great 
artist is a medium through , whom our own emotions are 
expressed, intensified, and illuminated, with results that 
depend upon their nature and upon our reaction to this 
heightened experience. 

There is a quantitative factor in this which is worth 
considering. The genius of literature has higher intelligence, 
more intense and more highly differentiated feelings, a 
better memory, and a greater capacity for words than the 
rest of us, and these presumably depend upon a quantita- 
tively richer organization of his nervous system. He also 
has a dynamic quality which often seems to raise even his 
madness to a higher power. His creativeness is the resultani 
of his inner tensions, in which, if he is to create at all, his 
integrative forces must at least from time to time balance 
his conflicts and disruptive impulses. -Thus for many a 
genius life is an agonizing struggle from which he may 
emerge victorious, but which often ends in his destruction 
by his daimon, the inner fate of the Greeks. Where is 
man’s daimon to-day ? Is it the diencephalon, the site of 
the emotions, or the integrating power of the frontal lobe 
which, as Dr. Freeman recently said, “is necessary for 
creativeness as well as for neurosis ” ? Art and character 
spring from the relations between these two. Are they 
not perhaps the two winged horses of the soul, pictured 
by Plato in his parable being driven by’ the charioteer he 
rashly named Reason ? , 
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A STUDY OF CIRCUMCISION 

BY 

. DOUGLAS GAIRDNER, D.M., MJt.C.P. 

ConsuUam Paediatrician, United Coinbridse Hospitals 

It is a curious fact that one of the operations most com- 
monly performed in this country is also accorded the least 
critical consideration. In order to decide whether a child’s 
foreskin should be ablated the normal anatomy and func- 
tion of the structure at different ages should be understood : 
the danger of conserving the foreskin must then be weighed 
against the hazards of the operation, the mortality and 
after-effects of which must be known. Though tens of 
thousands of infants are circumcised each year in this 
country, nowhere are these essential data assembled. 
The intention of this paper is to marshal the facts required 
by those concerned with deciding the fate of the child’s 
foreskin. 

Origins of Circumcision 

Male circumcision, often associated with analogous 
sexual mutilations of the female such as clitoric circum- 
cision and infibulation, is practised over a wide area of 
the world by some one-sixth of its population. Over the 
Near East, patchily throughout tribal Africa, amongst the 
Moslem peoples of India and of South-East Asia, and 
imongst the Australasian aborigines circumcision has been 
regularly practised for as long as we can tell. Many of 
the natives that Columbus found inhabiting the American 
continent were circumcised. The earliest Egyptian mum- 
mies (2300 B.c.) were circumcised, and wall paintings to 
be seen in Egypt show that it was customary several 
thousand years earlier still. 

According to Elliot Smith circumcision is one of the 
characteristic features of a “ heliolithic " culture which, 
some 15,000 years ago, spread out over much of the world ; 
others believe that the practice must have arisen inde- 
pendently among different peoples. In spite of the 
enormous literature on the subject (well summarized in 
Hastings's Encyclopaedia of Relis‘on and Ethics), we 
remain profoundly ignorant of the origins and significance 
of this presumably sacrificial rite. The age at which boys 
are circumcised varies widely in different races, from the 
Mosaic practice of circumcising at about the eighth day, 
to the custom in many African tribes of making circum- 
cision part of an initiation- ceremony near the age of 
puberty. Circumcision was Introduced into Roman Europe 
with Christianity; little is known about its status in 
mediaeval Europe, but it was probably customary only 
amongst adherents of the Jewish faith until, with the rise 
of modem surgery in the nineteenth century, its status 
changed from a religious rite to that of a common surgical 
procedure. 

Development of the Prepuce 

The prepuce appears in the foetus at eight weeks as a 
ring of thickened epidermis (Fig. I, a) which grows for- 
wards over the base of the glans penis (Fig. 1, b): It 
grows more rapidly on the upper surface than the lower, 
and so leaves the inferior aspect of the preputial ring 
deficient (Hunter, 1935). At 12 weeks the urethra still 
opens on the inferior aspect of the shaft of the penis and 
the terminal part of the urethra has yet to be constructed. 
Arrest at this stage produces the glandular type of 
hypospadias, with the “ hooded " prepuce only partiaUv 
covering the glans. 


From the inferior aspect of the glans a pair of out- 
growths are pushed out and meet (the sulcus on the under 
aspect of the glans marks their fusion), so enclosing a tube 
which, becoming continuous with the existing urethra, 
advances the meatus to its final site. These outgrowths 
from the glans carry with them the prepuce on each side 
(Fig. 1, c), thus com- 
pleting the prepuce 
inferiorly and form- 
ing the frenulum. 

■ By 16 weeks the 
prepuce has grown 
forwards to the tip 
of the glans. At this 
stage (Fig. 1, d) the 
epidermis of the 
deep surface of the 
prepuce is c o n - 
tinuous with the epi- 
dermis covering the 
glans, both consist- 
ing of squamous 
epithelium. By a 
process of desquam- 
ation the preputial 
space is now formed 
in the following 
manner (Deibert, 1933). In places the squamous cells 
arrange themselves in whorls, forming epithelial cell nests. 
The centres of these degenerate, so forming a series of 
spaces (Fig. 1, e); these, as they increase in size, link up 
until finally a continuous preputial space is formed. 

The stage of development which has been reached by 
the time the child is born varies greatly. Figs. 2, 3, and 4 
show sections of the penis in three full-term newborn 
infants ; in Fig. 2 separation of the prepuce has not yet 
begun : in Fig. 3 separation is partial ; in Fig. 4 separation 
is complete, though this, as will be shown, is uncommon 
at birth. 

Anatomy of the Prepuce 

The Younger C/j/W.— The prepuce is still in the course 
of developing at the time of birth, and the fact that its 
separation is usually still incomplete renders the normal 
prepuce of the newborn non-retractable. (It will be seen 
that preputial “ adhesions ” is an inapposite term to apply 
to the incompletely separated prepuce, suggesting as it 
does that the prepuce and glans were formerly separate 
structures.) The age at which complete separation of the 
prepuce with full retractability spontaneously occurs is 
shown in Fig. 5, which has been constructed from observa- 
tions of the prepuce in a series of 100 newborns and about 
200 boys of varying ages up to 5 years. Of the newborns, 
4% had a fully retractable prepuce, in 54% the glans could 
be uncovered enough to reveal the external meatus, and 
in the remaining 42% even the tip of the glans could not 
be uncovered. Of the older group 10% had been circum- 
cised and a few had at some time had their prepuce 
“ stretched ” ; the figures from which the diagram is con- 
structed are therefore not precise, but they indicate with 
sufficient accuracy that the prepuce is non-retractable in 
four out of five norma! males of-6 months and in half of 
normal males of 1 year. By 2 years about 20% and by 
3 years about 10% of boys still have a non-retractable 
prepuce. 

The fact that at these ages non-retractability depends 
upon incomplete separation of the prepuce can be easily 
demonstrated by running a probe round the preputial space, 
gently completing its continuity. It will then be found 



Fig. 1. — Development of prepuce, 
(a) Eight weeks; (fi) sagiltal section and 
(c) coronal section, 12 weeks; (d) 16 
weeks; (el at about terra, compare Fig. 3. 
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that, although the' prepuce is often somewhat tighter than 
in the adult, it is not tight enough to prevent retraction. 
This test was applied to a series of 54 boys aged from 
2 months to 3 years who had been referred to hospital for 
circumcision, generally with a diagnosis of phimosis. In 




Fio. 3. — Foci of desquamation leading to partial separation of 
prepuce. 



53 of the 54 ‘the prepuce became easily retractable by 
this simple manipulation ; in one 5-months-old infant this 
manoeuvre failed because preputial separation had not 
advanced far enough to enable manipulation to complete 


the' process. Although in this way the prepuce of pearly 
every infant can be rendered retractable, the procedure., 
necessarily involving the tearing apart of two as yet incom- 
pletely separated surfaces, causes some bleeding and opens 
the way to possible infection. For these reasons it is 
inadvisable as a routine procedure. 

Prepuce of the 
Older Child. — Oi 
200 uncircumcised 
boys aged 5-13 years 
from three different 
schools, 6% had a 
non-retractable pre- 
puce; in a further 
14% the prepuce 
could be only par- 
tially retracted. In 
the majority of boys 
in this age group 
non- retractability 
depends upon the 
persistence of a 
few strands of 
tissue between pre- 
puce and glans, so 
that minimal force 
i s required t o 
achieve retracta- 
bility. In this age group, however, retraction of a 
hitherto unretracted prepuce discovers inspissated smegma, 
which, in contrast to that found in the younger child, is 
in some cases malodorous. This, together with the facts 
discussed under penile cancer, indicates that a different 
view ought to be taken of the non-retractable prepuce in 
the child over about 5 years, and that, whereas a non- 
retractable prepuce in the young child should be accepted 
with equanimity as normal, after about 3 years of age 
steps should be taken to render the prepuce of all boys 
retractable and capable of being kept clean. 

Function of the Prepuce 

It is often stated that the prepuce is a vestigial structure 
devoid of function. However, it seems to be no accident 
that during the years when the child is incontinent the glans 
is completely clothed by the prepuce, for, deprived of this 
protection, . the glans becomes susceptible to injury from 
contact with sodden clothes or napkin. Meatal ulcer 
is almost confined to circumcised male infants, and is onl> 
occasionally seen in the uncircumcised child when the 
prepuce happens to be unusually lax and the glan^ 
consequently exposed (Freud, 1947). 

Incidence of Circumcision 

Amongst the Western nations the circumcision of infants 
is a common practice only with the English-speaking 
peoples. It is, for the most part, not the custom in con- 
tinental Europe’ or Scandinavia, or in South America. In 
England the collected data of various colleagues* who have 
kindly made observations on infants, school-children, and 
university students reveal wide variations as between 
different districts and between different social classes. Foi 


*Dr. H. P. Broda, assistant school M.O., Cambridge; Dr. Eileen 
Brereton, assistant school M.O., Cambridgeshire; Drs. F. J. W. 
Miller and S. D. Court, Child Health Department, King’s College, 
Newcastle-upon-Tyne; Dr. Margaret Patterson, assistant M.O.H.. 
Cambridge; Sir Alan Rook, senior health officer, Cambridge Univer- 
sity; Dr. R. E. Smith, medical officer to Rugby School. It is a 
pleasure to record my tha.aks to all these colleagues for their ready 
co-operation and many painstaking observations, and for generously 
allowing me to quote their findings. 



Fia. 5. — Proportion of boys of varying 
ages from birth to 5 years, in whom the 
prepuce has -spontaneously become 
retractable. Note that it is uncommon 
for this to occur in tlie first six months 
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instance, in Newcastle-upon-Tyne 12% of 500 male infants 
aged 12 months were circumcised ; in Cambridge the com- 
parable figure w'as 31% of 89 male infants aged 6 to 
'12 months. Boys coming from the upper classes are 
more often circumcised, 67% of 81 13-year-old boys 
entering a public school had been circumcised, whereas 
only 50% of 154 boys aged 5 to 14, in primary and 
secondary schools in the rural districts of Cambridgeshire, 
and 30% of 141 boys aged 5 to II in primary schools in 
the town of Cambridge, had been circumcised. The 
.nfluence of social class is shown also fay some figures 
analysed by Sir Alan Rook from a group of university 
students. Whereas 84% of 73 students coming from the 
best-known public schools had been circumcised, this was 
so of only 50% of 174 coming from grammar or secondary 
schools. Either the boys of well-to-do parents are suffering 
circumcision much too often, or those of poorer parents 
not often enough. 

In view of the wide difference in the incidence’ of 
circumcised males in different parts of the country, it is 
difficult to give an average figure for the whole country. 
A conservative estimate of 20%, which is above the rate 
cor Newcastle-upon-Tyne but well below that for all the 
other groups quoted, would mean that the number of 
circumcisions performed on children in England and Wales 
is of the order of 90,000 annually. 

Mortality and Sequelae of Circumcision 
Circumcision, like any other operation, is subject to the 
risks of haemorrhage and sepsis, and, where a general 
inaesthetic is employed, to the risk of anaesthetic death. 
The number of deaths presumed to be due to these causes 
IS shown in the accompanying Table. The Registrar- 
General groups circumcision and phimosis together, but 
in view of the fact that “ phimosis,” as the term is com- 
monly applied to infants, is physiological (see below) it 
IS probable that the great majority of these deaths were 
attributable to operation rather than to any pathological 
condition necessitating operation. 


rable Showing Deaths in Children Attributed to- Circumcision or 
Phimosis in England and Wales 



Under 1 Year 

1-4 Years 

Total, Under 5 Yean 

1942 , . 

12 

4 

16 

1943 

10 

7 

17 

J9+4 

10 

6 

16 

1945 

15 

2 

17 

1946 .. 

16 

3 

19 

i947 .. 

9 

> 

10 


About 16 deaths in children under 5 years occur each 
year from circumcision. In most of the fatalities which 
have come to my notice death has occurred for no apparent 
reason under anaesthesia, but haemorrhage and infection 
have sometimes proved fatal. 

Haemorrhage is not uncommon after circumcision. 
F. I. W. Miller and S. D. Court (1949, personal com- 
munication), who, followed 1,000 infants in ' Newcastle- 
upon-Tyne for their first year, found that 58 were circum- 
cised, and two of these bled sufficiently to require blood 
transfusion. In my own experience about two out of every 
100 children circumcised as hospital out-patients will be 
idmitted on account of haemorrhage or other untoward 
event. Blood losses in the first year are particularly apt 
to lead to anaemia, and several infants have been seen 
with severe iron-deficiency anaemia following haemor- 
rhages after circumcision. 

Reference has already been made to meatal ulcer, which, 
m so far as it is so much more frequent in circumcised’ 
male infants, should be counted a sequel of the operation 


Pathological Conditions of Prepuce for which Circumcision 
is Performed, 

The surprising variety of reasons why different doctors 
advise circumcision and other operations and manipula- 
tions on the prepuce can be- found described in the long 
correspondence on the subject which ran in the British 
Medical Journal from August to November, 1935. Circum- 
cision is sometimes undertaken in order to cure e.xisting 
pathological conditions, sometimes in order to prevent 
various diseases from occurring at a much later date. 

Pblmosis 

Since in the newborn infant the prepuce is nearly always 
non-retractable, remaining so generally for much of the first 
year at least, and since this normal non-retraciafaih'ty is not 
due to tightness of the prepuce relative to the glans but to 
incomplete separation of these two structures, it follows that 
phimosis (which implies a pathological constriction of the pre- 
puce) cannot properly be applied to the infant. Further, the 
commonly performed manipulation known as “ stretching 
the foreskin” by forcibly opening sinus forceps inserted in 
the preputial orifice cannot be justified on anatomical grounds, 
besides being painful and traumatizing. In spite of the fact 
that the preputial orifice often appears minute — the so-called 
pin-hole meatus— its effective lumen, when tested by noting 
whether or not a good stream of urine is passed, is almost 
invariably found to be adequate. 

Infants with umbilical or inguinal hernia are particularly 
liable to suffer circumcision on account of “ phimosis," but if 
this simple test is applied, rarely will any obstruction to the 
urinary flow be found present. Occasionally the preputial 
orifice is imperfectly related to the external meatus, so that the 
urinary stream balloons out the subpreputial space ; this can be 
easily remedied by gently separating the prepuce from the glans 
in the region of the meatus by means of a probe. True phimosis 
causing urinary obstruction has been described (Campbell, 1948). 
but must be exceedingly tare : in the cases I have seen in which 
thisrdiagnosis has been made, simple separation of the prepuce 
has shown that there was no constriction of the preputial 
orifice. 

Through ignorance of the anatomy of the prepuce in'infancy. 
mothers and nurses are often instructed to draw the child's 
foreskin back regularly, on the supposition that stretching of 
the foreskin is what is requited. 1 have on three occasions 
seen young boys with a paraphimosis caused by mothers or 
nurses who have obediently carried out such instructions ; for, 
although the size of the prepuce does allow the glans to be 
delivered, the fit is often a close one and slight swelling of the 
glans, such as may result from forceful efforts at retraction, 
may make its reduction difficult. 

Balanitis and Posthitis 

Inflammation of the glans is uncommon in childhood when 
the prepuce is performing its protective function. Posthitis- 
inflammation of the prepuce — is commoner, and it occurs in 
two forms. One form is a cellulitis of the prepuce ; this 
responds well to chemotherapy and does not seem to have any 
tendency to recur ; hence it is questionable whether circumci- 
sion is indicated. Mote often inflammation of the prepuce is 
part of an ammonia dermatitis affecting the napkin area. The 
nature of ffiis condition svas firmly established by Cooke in 
1921, but is still not universally known. The urea-splitting' 
Bact. ammoniagenes (derived from faecal flora) acts upon the 
urea in the urine and liberates ammonia. This irritates the 
skin, which becomes peculiarly thickened, while superficial 
desquamation produces a silvery sheen on the skin as if it 
were covered with a film of tissue paper. Such appearances 
diagnostic of ammonia dermatitis, and inquiry con- 
^ that the napkins, particularly those left on through the 
longer night interval, smeU powerfully of ammonia. Treatment 
consists m impregnating the napkins with a mild antiseptic 
inhibiting the growth of the urea-splitting organisms. For this 
purpose bone acid powder sprinkled over the napkins, or 
a nnse of I in 4.000 mercuric chloride or of the recently 
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introduced non-toxic substance “diaparene" (Benson et al. 
1949), are gratifyingly effective. 

When involved in an ammonia dermatitis the prepuce shows 
thc^ characteristic thickening of the skin, and this is often labelled 
a “ redundant prepuce ” — another misnomer which may serve 
as a reason for circumcision. The importance of recognizing 
ammonia dermatitis lies in the danger that if circumcision is 
performed the delicate glans, deprived of its proper protection, 
is particularly apt to share in the inflammation and to develop 
a meatal ulcer. Once formed, a meatal ulcer is often most 
difficult to cure. 

Enuresb 

A number of symptoms of obscure cause, such as enuresis, 
masturbation, habit spasm, night terrors, or even convulsions, 
have from time to time been attributed to phimosis, and circum- 
cision has been advised. No evidence exists that a prepuce 
whose only fault is that it has not yet developed retractability 
can cause such symptoms. 

It may be apposite at this stage to quote the reasons given , 
by the mother for desiring her child’s circumcision in a series 
of 54 infants referred to hospital by a doctor. In 39 infants 
the reason was a symptomless “phimosis," found on routine 
inspection by doctor, nurse, mother, or neighbour. In nine 
cases it was said that “ he cries when he wets ” : five of these 
proved to be due to ammonia dermatitis ; closer questioning of 
the others revealed either no connexion between when the baby 
cried and when he urinated, or merely that crying often started 
micturition. In three cases the foreskin was judged to be too 
long or redundant, and in a further three the reason was even 
more frankly cosmetic (“it looks funny”) or was intangible 
(“ we believe in it "). As has been stated earlier, in all except 
one of this group of 54 infants, phimosis was disproved, in so 
far as gentle manipulation enabled the prepuce to be retracted. 

Conditions Prevented by Circumcision 

Universal circumcision of male infants has been urged 
as a means of preventing the later development of a variety 
of conditions— -paraphimosis, venereal diseases, penile 
cancer, and cervical cancer of women 
Paraphimosis 

Some idea of the importance of paraphimosis can be gained 
from figures from the Royal Victoria Infirmary, Newcastle- 
upon-Tyne, a hospital serving a large population in which, as 
has been mentioned, infants are circumcised less often than in 
the country generally. In the children’s wards paraphimosis 
accounts for about seven out of a total of 800 male child admis- 
sions each year (0.9%) : an appreciable number of these are 
found to be the result of the mother’s obeying misguided 
insu-uctions to retract her infant’s prepuce forcibly. In the 
adult wards it accounts for about 10 out of a total of 5,000 
male surgical admissions (0.1%), so that paraphimosis scarcely 
constitutes an important hazard to the uncircumcised male. 

Venereal Disease 

Although there is a common belief that the circumcised man 
runs a lessened risk of venereal infection, particularly syphilitic, 
there are few figures to support this. Lloyd and Lloyd (1934), 

! who reviewed the published evidence and analysed their own 
figures, concluded that circumcision did not diminish the chance 
of a syphilitic chancre. Schrek and Lenowitz (1947) found that 
hospital patients gave a history of venereal disease equally often 
whether circumcised or not. Wilson (1947) has published figures 
showing that, of the men attending a Canadian Army venereal 
disease centre, the proportion of uncircumcised soldiers (77%) 
was higher than in the Canadian Army generally (52%), and 
concluded that the uncircumcised soldier is more prone to 
venereal infection. It may be, however, that since circumci- 
sion of infants is de rigueur in Canada, the uncircumcised man 
will tend to come from a lower social grade and thus to be 
more likely to expose himself to infection. The evidence seems 
scarcely to warrant universal circumcision as a prophylactic 
against venereal infection. 

Penile Cancer 

This subject merits careful appraisal, 'for it alone of the 
medical reasons commonly advanced for the universal circum- 


cision of infants is capable of withstanding critical scrutiny. 
In England and Wales deaths from penile cancer number 
about 150 a year. The relation between this disease and 
antecedent circumcision has recently been reviewed by' 
Kennaway (1947). All observers agree that circumcision in ' 
the first five years of life protects absolutely from penile 
cancer, and this applies not only to one group such as the 
Jewish but equally to the mixed races of the U.S.A. The 
reason for this preventive effect of early circumcision is noi 
known: it is not due to removal of the cancer-bearing area 
since the usual site of penile cancer, the pulcus behind the glans. 
is retained. If it is due to retained smegma or its decomposi- 
tion products being carcinogenic, this effect must be of startling 
potency, since circumcision after the fifth year fails to prevent 
cancer occurring several decades later. 

A clue to the problem may lie in the exceptionally low . 
hygienic standards of patients with penile cancer, which has 
struck several observers. Dean (1935), reviewing 120 cases, 
writes : “ Men with penis cancers gave the impression of being 
less intelligent, as a class, than other cancer patients. Not 
only had the majority ignored for long periods the precancerou> 
state of physical annoyance, hlth, and odoriferous discharges 
but also it was not unusual for many to delay seeking advice 
until a large part of the penis had become affected with an 
ulcerating growth.” The unusual frequency, with which patienU 
with penile cancer have had venerea! disease has been demon- 
strated by Dean (1935) and by Schrek and Lenowitz (1947). 
these authors having come to the conclusion that this fact indi- 
cates again the significantly low standard of social hygiene of 
these patients. A further factor frequently present in patients 
with penile cancer is phimosis ; although this is often the resuli . 
of the growth, in many patients the prepuce has never been 
retractable (Lewis, 1931). 

With these facts it may reasonably be contended that, if the 
uncircumcised male has a prepuce which he can retract and 
which he keeps clean, he is likely to enjoy the same-immunits 
from penile cancer as his circumcised brother. 

Cervical Cancer in Women 

The low incidence of cervical cancer among Jewesses has led 
Handley (1947) to the conclusion that this disease is mainlj 
caused by the introduction of irritant material by the uncircura- 
cised husband during coitus. It should be a simple matter tc 
put this theory to the test by noting whether the husbands ol 
women with cervical cancer are more frequently uncircum- 
cised than others. Meanwhile the evidence seems insufficieni 
to warrant universal circumcision or preputiotomy, such as. 
Handley advocates. » 

f 

Minor Advantages of Circmndslon 

There remain a number of more or less trivial factors which* 
are sometimes mentioned as reasons why infant circumcision 
is desirable: difficulties in keeping the uncircumcised parts 
clean, or the supposed aesthetic or erotic superiority of the 
shorn member. In order to fulfil the intention of this paper 
an inquiry on these points should have been made amongst a 
group of uncircumcised men. This was not attempted, although / 
with regard to the last two of the factors mentioned it should 
be stated that whenever the subject has been broached in male 
company those still in possession ‘ of their foreskin have been 
forward in their insistence that any differences which may exisi 
in such matters operate emphatically to their own advantage. 

Moreover, if there were sensible disadvantages in being un- 
circumcised, one would expect that the fathers of candidates for 
circumcision would sometimes register their feelings in the 
matter. Yet in interviewing the parents of several hundred 
infants referred for circumcision I have met but one father 
who wished his son circumcised because of his own disagree- 
able experience of the uncircumcised state. The rest of the 
fathers were equally indifferent about the matter whether the\ 
themselves had been circumcised or not. Indeed,' so little did 
the father’s personal experience seem important that one- 
quarter of the mothers did not even know whether .their 
husbands were or were not circumcised. These facts provide 
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some evidence that few uncircumcised men have cause to regret 
their slate. 

Conclusions 


THE USE OF RADIOGKAPHS IN 
ASSESSING DISPROPORTION* 


U has been shown that, since during the first few years 
■of life the prepuce is stiil in process of developing, it is 
impossible at this period to determine in which infants the 
prepuce' will attain normal retractability. ■ In fact, only 
about 10% will fail to attain this by the age of 3 years. 
Of this 10% of 3-year-o!d boys, in most it will be found 
a simple matter to render the prepuce retractable by com- 
pleting its separation from the glans by gentle manipula- 
tion. In a very few this may prove impossible and circum- 
cision might then be considered a justifiable precaution. 
Higgins (1949), with long experience of paediatric urology, 
also concludes that circumcision should not be considered 
until “ after the age of, say, 2 to 3 years." 

The prepuce of the young infant should therefore be left 
tn its natural state. As soon as it becomes retractable, 
which will generally occur some time between 9 months 
and 3 years, its 'toilet should be included in the routine of* 
bath time, and soap and water applied to it in the same 
fashion as to other structures, such as the ears, which are 
customarily treated with special assiduousness on account 
of their propensity to retain dirt. As the boy grows up 
he should be taught to keep his prepuce clean himself, just 
as he is taught to wash his ears. If such a procedure 
became customary die circumcision of children would 
become an uncommon operation. This would result in the 
saving of about 16 children’s lives lost from circumcision 
each year in this country, besides saving much parental 
anxiety and an appreciable amount of the time of doctors 
and nurses. 

Snmmary 

The development of the prepuce is incomplete in the newborn 
male child, and separation from the glans, rendering it retract- 
able, does not usually occur until some time between 9 months 
and 3 years. True phimosis is extremely rare in infancy. 

During the first year or two of life, when the infant is 
incontinent, the prepuce fulfils an essential function in protect- 
ing the glans. Its removal predisposes to mealal ulceration. 

The many and varied reasons commonly advanced for 
circumcising infants are critically examined. None are 
convincing. 

Though early circumcision will prevent penile cancer, there 
IS reason to suppose that keeping the prepuce clean would have 
a like effect in preventing this disease. 

In the light of these facts a conservative attitude towards the 
prepuce is proposed, and a routine for its hygiene is suggested. 
If adopted this would eliminate the vast majority of the tens 
of thousands of circumcision operations performed annually in 
this country, along with their yearly toll of some 16 child 
deaths. 

My thanks are due to Dr. A. M. Barrett for pathological 
fadlities. 
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F.R.C.O.G. 

Nuffield Professor of Obstetrics and Gynaecology, 
University of Oxford 

What has radiology done to help the obstetrician with his 
problem-cases of disproportion ? 1 do not doubt that some 
at this moment are muttering, “ Nothing ” ; and perhaps ‘a 
cynic is adding in ruder tones, “ Less than nothing — it is a 
menace 1 ” But I am equally sure that there are many 
others of a more sanguine disposition who take an opposite 
view ; and one and all of us are. 1 hope, ready and willing 
to enter into a fair discussion concerning the merits of this 
new tool that has been put into our hands. 

Why should there be any sharp difference of opinion ; 
and why should there be, in some quarters, a distrust of 
radiography ? Chiefly, 1 believe, it is because radiologists 
as a class have little first-hand knowledge of obstetrics 
and often fail to appreciate the intricacies of childbirth. 
Similarly, the obstetrician seldom has an understanding of 
the technical difficulties encountered in the x-ray room and 
often demands the impossible from the radiologist. Too 
often, therefore, an early enthusiasm gives place to a distrust 
or even frank disbelief regarding the value of radiology in 
assessing obstetrical disproportion. 1 must therefore first 
plead for the most intimate and genuine co-operation 
between obstetrician and radiologist if progress in this field 
is to be made. 

No discussion on the topic of disproportion can escape 
the criticism that it deals vviih one aspect only of dystocia 
and ignores other factors of capital importance. No notice 
is taken, for example, of the force and frequency of the 
uterine contractions, of the adaptation and realignment of 
the soft tissues — particularly those of the lower uteri'ne 
segment — of the mouldability of the baby's head, or of the 
“give” of the pelvic joints. Least of all does radiology 
measure the patient's psychology or fortitude, nor, as I 
jocularly add to my students, does it judge the character, 
size, and proximity of the mother-in-law ! Yet of all the 
causes of dystocia, disproportion is the most important ; 
and it is therefore right that it should be singled out for 
special consideration. 


Development of Radiographic Pelvimetry and Cephalometry 


Looking back over the development of obstetric science, 
we see an early recognition of the importance of pelvic 
measurement. William Smellie knew full well the meaning 
of the flattened pelvic brim and the ominous sigriificanceof a 
projecting sacral promontory. Baudelocque, Michaelis, and 
others developed this science ; and by the end of the nine- 
teenth century pelvimetry was recognized as an essential 
part of every obstetrical examination. 

Now comes the paradox. In modem times a new method 
of obtaining this supposedly -vital information — and of 
obtaining it with undreamed-of accuracy — has been placed 
in our hands. Yet contemporaneously with this wonderful 
development there has arisen a generation of obstetriwans 
who maintain that exact pelvic measurement is. generally 
speaking, unnecessary and even misleading and declare 
that the many components collectively making for eutocia 


i-aper read at the combined meeting of the Sections of Obsletiics 
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on the one hand or dystocia on the other are so complex 
and varied as to render useless any system of prognosis that 
is based on one factor or even one set of factors. While I 
acknowledge the complexity of the subject I do not share 
these extreme opinions, which seem a counsel of despair, 
and which, I suspect, are sometimes voiced with insufficient 
tcnowledge of the position now reached in obstetric science. 
And among the iconoclasts one can sometimes perceive an 
inconsistency, for in those very centres where radiology is 
viewed with distrust or even antagonism there are in use 
antenatal charts in which space is provided for pelvic 
measurements obtained by clinical means. To quote my 
dwn words used on a previous occasion, “Disproportion 
in its widest sense is chief among the causes of difficult 
childbirth, and here it is that radiology gives most help. 
If we trouble to take pelvic measurements at all we show 
our belief in their value, and, if we so believe, then surely 
it is right to strive for fuller knowledge and greater 
accuracy.” 

Possibly some of the opposition to radiography has come 
from the fact that methods of pelvimetry have been, in 
some cases, only doubtfully accurate. Here it may be use- 
ful to point out that an error in positioning the patient 
during radiological examination inevitably results in the 
pelvic size appearing smaller than it really is, while in like 
circumstances the foetal head appears larger than it really 
is. In consequence an entirely erroneous appearance of 
disproportion may easily be presented, and a forecast made 
that is belied by subsequent events. But still more import- 
ant in this connexion is the surprisingly tardy appreciation 
of the fact that adequate pelvic measurement requires far 
more than a mere recording of the conjugata vera — 
important as that time-honoured measurement is. A small 
brim conjugate may mean little if the pelvis is generous in 
other dimensions ; and, conversely, a generous brim conju- 
gate is no talisman against dystocia if serious diminution 
of capacity is present in other respects. It follows that, 
to be efficient, radiological examination must include 
examination of the pelvis in more than one projection. 

Pelvic Shape 

And now a word about pelvic shape as distinct from 
details of pelvic size. There is nothing new in saying that the 
“mechanics" of labour are largely governed by pelvic 
shape. But this truism took on a new me'aning when 
Caldwell and Moloy by their admirable work with the 
radiographic stereoscope distinguished in more precise 
fashion certain trends that occur in pelvic architecture, and 
linked those trends with peculiarities in the manner of 
descent of the head. For example, they (and Herbert 
Thoms before them) associated the occipito-posterior 
descent of the head and face to pubes delivery with a 
pelvis in which the antero-posterior diameter was equal to, 
or exceeded, the transverse. But space does not allow me 
to elaborate this topic. This only 1 would say in passing; 
any system of pelvimetry must make allowance for. the 
influence of pelvic shape as well as pelvic size if. it is to 
form a basis for obstetrical prognosis. 

Radiographic Technique 

I shall not here discuss radiological technique. A 
bewildering variety of methods of pelvimetry and cephalo- 
metry have been devised ; and, so long as the method is 
reliable, its choice must be left to the discretion of the 
radiologist. In passing I may remark that there seems to 
be an irresistible fascination for the mechanically minded 
enthusiast to introduce new methods, or new modifications 
of standard methods. And here I accuse myself, for if this 


is a sin I have a burden to bear. 'But' such modifications 
as I have favoured have been directed to simplifying 
matters at the time of the examination, and I therefore deem 
my burden light. 

Assessing Disproportion 

I now come to the main topic — the methods of assessing 
disproportion. Let us start with the simplest of all; the 
radiologist views the radiograph and allows the general 
impression thus received to prompt him to an opinion 
regarding prognosis. This method — for lack of a better title- 
let it be called the impressionistic method — has been 
developed to its fullest extent by Caldwell and Moloy and 
their followers (Caldwell, Moloy, and Swenson, 1939): and 
here I include Miss Meave Kenny, who has done excellenr 
work on this line at the British Postgraduate Medical 
School (Kenny, 1944). By use of the Moloy stereoscope 
the relation of the foetal head to the maternal pelvis car 
be surveyed in three dimensions. Now, there is ofaviouslv 
, much to be said in favour of this method, which, inciden 
tally, enabled Caldwell and Moloy to break new ground and 
to study the influence of pelvic shape on the course of 
labour, to which reference has been made. I myself gladly 
acknowledge personal help from these workers and have 
made considerable use of their method. Nevertheless, i> 
has disadvantages. It is exacting and time-consuming . 
moreover, not every observer has adequate stereoscopic 
vision. At the best the method is essentially impressionistic 
Judgment is given on features rather than accurately 
measured or recordable findings ; and obviously there is no 
certainty that different observers will agree on individual 
cases. 

In 1935 Ball and Marchbanks, of New York, reported a 
method of estimating head volume and comparing it with 
pelvic capacity. Theoretically, it is probably the best of aU 
methods, but the technical difficulties are formidable and 
few workers appear to have followed this line. 

In this country, Nicholson, of Moreton-in-Marsb 
(Nicholson, 1938, 1943), developed a method of pelvi- 
metry based on an original and ingenious method of 
utilizing parallax-shift measurements. He then evolved a 
method of measuring the available area at different pelvic 
levels, and from observations compiled in his own practice 
was able to assess the significance of various types and 
degrees of pelvic contraction. For example, a brim reduced 
to 90 sq. cm. was an indication, he believed, that a “ level of 
uncertainty ” had been reached. I much admire Nicholson’s 
work, which, I would remind my listeners, was done as a 
side interest in a busy general practice. It has done good 
by focusing attention on the need for accurate measure- 
ment and providing, for the benefit of other workers, 
possible formulae by which the obstetrical value of the 
pelvis may be judged. Curiously, however, Nicholson has 
paid little heed to the size of ffie foetal head — a matter 
which, in my opinion, is almost as important as the com- 
puting of pelvic measurements ; nor is it clear that he has 
sufficiently considered the variation of prognosis that 
derives from variation in pelvic shape. 

In 1933 Thoms, of New Haven, described the construc- 
tion of pelvic or, as I shall call them to avoid confusion, 
anatomical charts in which the outline of the pelvis was 
reduced to its true size and shape. This he did for both 
the brim outline (supero-inferior projection) and for th? 
pelvic canal outline as seen in lateral profile. Some 12 years 
ago I was fortunate in being able to sec Thoms’s work ai 
first hand, and was much impressed by its value. Soon 
afterwards I tried -to add to the usefulness ■ of Thoms’s 
charts by superimposing on them an ellipse which 
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represented, as nearly as possible, the area that would be 
occupied by the particular foetal head that was to descend 
through that pelvis (Moir, 1941). This was done with regard 
to the pelvic brim and also the pelvis at the level of the 
ischial spines. A visual impression was thus conveyed of 
the difficulties (if any) that would be encountered during the 
descent of the head. This, I felt, was a welcome improve- 
ment on purely impressionistic methods of assessing 
disproportion. 

Rohan Williams (1943 ; Williams and Phillips, 1946) has 
contributed notably in this field by developing the anatomi- 
cal chart method in new ways, particularly with regard to 
the lateral profile charts. In place of a static ellipse drawn 
on the charts he employs a circular disk (or set of 
variously sized disks) which he passes back and forwards 
over the chart to help him to form an opinion regarding 
the space available for the head at the various levels. This 
method has given excellent results in his hands, and in a 
series of cases of clinically suspect abnormality he has been 
able to show a correct forecast of labour in 83%, and a 
“substantially correct ” forecast in '90%, of assessable cases. 
(The second group includes those in which the forceps 
operation was used, but without signs of cephalo-pelvic 
disproportion during labour.) 

I caimot here do more than mention the names of Peter 
Allen, of New Zealand, and Morris, of Edinburgh, both of 
whom have made valuable contributions to this subject 
and clarified certain obscure features regarding pelvic 
measurement. 

To return now to my own work, this branched off on 
lines somewhat different from those just described. I early 
realized that the construction of the anatomical charts was 
a time-consuming occupation and that, when all was said 
and done, they resulted only in providing a visual impres- 
sion of certain features which could also be expressed in 
simple figures. I therefore evolved a method which, it 
seemed, would still give a desirable visual impression 
but which would be quicker and easier to operate. 
Details have been published elsewhere (Moir, 1946, 1947, 
1949). Briefly, three standard charts on graph paper were 
constructed — one for the pelvic brim, one for the pelvis 
at the level of the ischial spines, and one for the outlet 
Each chart had the antero-posterior measurements indicated 
along its vertical edge and the transverse measurements 
along its horizontal edge. It was thus an easy matter to 
pin-point at -will the main size and shape characteristics of 
any pelvis. Now, by reviewing and correlating a large 
number of previously observed obstetrical cases in which 
full radiological examination had been made, it was possible 
to indicate on each chart the level at which difficulty was 
encountered" with reference to the degree of head size. The 
end result was the incorporation in the charts of a series of 
lines or graphs by which one could tell in any particular 
case whether head size would encroach to a significant 
degree on pelvic size, or, to use more famfliar words, 
whether dystocia from cephalo-pelvic disproportion was 
likely (Fig. 1 ). 

These charts have now been in use for nearly five years 
and I have found them of very real help in summing up 
the mechanical features of an obstetrical case. They can 
be prepared without any great expenditure of time or effort, 
and can be included in antenatal records and accompany the 
patient .to the labour room. 

Critics sometimes ask whether this use of radiography 
has increased the incidence of caesarean section. To this I 
can reply that radiographic study of ihe pelvis has oftener 
influenced me against that operation. For .example, on 


many occasions when pelvic contraction — even contraction 
of considerable degree — has been diagnosed by clinical 
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means, the radiographic examination has shown that the 
foetal head was also small, and that while there was 
undoubted pelvic contraction there vyas no true dispropor- 
tion. Indeed, it is quite surprising how often this is so; 
the small woman very often has the small baby. Occasion- 
ally, however, the charts reveal grave difficulty of which no 
adequate warning is given by clinical examination. In these 
cases I have hitherto usually adopted the policy of allowing 
a “ trial of labour,” for I have realized that the radiographic 
method has still to prove its worth. But this I can say with 
full assurance : the charts quickly “ separate the sheep from 
the goats ” (I trust this expression will not cause offence 1), 
and show at once which patients are suitable for domiciliary 
delivery and which should be referred to hospital for careful 
supervision. 

It is difficult to give statistics regarding the accuracy of 
the obstetric forecast, for there is, in practice, no uniformly 
applicable yardstick by which this can be judged. How is 
one to define, for example, what is meant by a difficult 
labour and what is meant by an easy labour ? How is 
one to class the case in which there has been a long and 
obviously difficult labour but no evidence of cephalo-pelvic 
disproportion — for example, the primigravida with primary 
inertia followed, maybe, by a contraction ring ? Again, 
what is one to say about the case in which an over- 
enthusiastic house-surgeon has applied forceps for indica- 
tions that would generally be deemed inadequate ? These 
and other .difficulties in assessing results become obvious 
when statistics are being compiled ; and no system of 
prognosis, however good in itself, can therefore give a fore- 
cast that approaches 100% accuracy. Nevertheless, having 
regard to these limitations, a strict analysis of 193 assess- 
able cases of clinically suspect pelvic abnormality was 
attempted and gave the following results. 

When easy delivery was indicated by the graphs the 
labour in 72% of cases was found to be short, spontaneous, 
and uneventful. This figure would be higher if borderline 
cases were included or allowance made for the “substan- 
tially correct” diagnosis, as defined by Rohan Williams. 

When difficult delivery was indicated by the graphs the 
labour in 86 %■ of cases was found to be prolonged or to 
require operative assistance. When dystocia was indicated 
by contraction in the brim graph, • as distinct from the 
cavity and outlet graphs, the accuracy was even higher. 

These results were on an early series ; with further 
experience a higher rate of correct forecast seems possible, 
and this, I hope, will be the subject of a future report. 

Intra-partura Radiography 

And now a brief note on intra-partum radiography. It is 
quite remarkable how little attention has hitherto been paid 
to this obvious use of the radiograph. By it the progress of 
labour can be observed, and much help given, for example, 
in the conduct of the “ trial-labour ” case. It will show 
whether the greatest diameter of the head has passed or has 
nearly passed through the narrowest part of the pelvis, and 
hence whether or not it is reasonable to subject the mother 
and the baby to further hours of “ trial labour.” One can 
only suppose that lack of radiographic facilities has been 
the reason for this failure to utilize a modern diagnostic 
method, and it seems to me that an obstetric hospital with-, 
out radiographic facilities for the parturient woman is_ as 
much an anachronism as, say, a cardiological hospital 
without an electrocardiograph. 

Conclusion , 

Finally, a word of warning. Let no one suppose that 
radiography provides a short cut to good obstetrics. The 


clinical problems involved are sufficiently numerous and 
varied to make any such supposition quite untenable. But, 
on the other hand, he is a bold man who would brush aside 
the help that radiography can give. To ignore its aid and- 
to trust e,xclusively to clinical judgment in sizing up the 
problems presented in a border-line case of disproportion 
is, to my mind, a policy reminiscent of the alleged behaviour 
of the ostrich on the approach of danger. 
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GROWTH OF THE FOETAL BFPARIETAL 
DIAMETER DURING THE LAST 
FOUR WEEKS OF 
PREGNANCY* 

BY 

SYDNEY JOSEPHS, M.D., D.M.R. 

Assistant Radiologist, Newca<itle General Hospital. 

Newcastle-upon-Tyne 

With Statistics by H, Campbell, B.A., Fil.S. 

Nuffield Department of Industrial Health, University of Durham 
King’s College, Newcastle-upoa-Tync 

It has long been accepted that the foetal skull grows at 
a uniform rate during the last weeks of pregnancy, and 
this _ view is supported by the work of Scammon and 
Calkins (1929). They state that the foetal biparietal dia- 
meter increases by approximately 0.1 in. (2.5 mm.) a week 
during the last four weeks of pregnancy, and Reece (1935) 
based his method of estimating the age of the foetus on 
their growth curve of the biparietal diameter. 

Three years ago the departments of radiology and 
obstetrics at the Newcastle General Hospital decided to 
try out a new method of cephalometry. In an attempt 
to check its accuracy by direct measurement of the foetal 
head after delivery the following course tvas adopted. 

After each cephalo-pelvic estimate a copy of the radio- 
logist’s report, with the date of examination, was filed in 
a card index. A list of all patients examined, containing 
no other information than the expected dates of delivery, 
was kept by Dr. Ruth Fawcett, paediatric registrar to the 
maternity department, who then measured the biparietal 
diameter of each baby’s head on the third day after 
delivery. This day was chosen because by that time it 
was considered that the effects of moulding would have 
disappeared (Chassar Moir, 1946). The measuring was 
done with a pair of engineer’s callipers, and it was 
Dr. Fawcett’s practice to measure each biparietal diameter 
three times, the mean of these three measurements being 

•Read at a combined meeting of the Sections of Obstetrics and 
Gynaecology and Radiology at the Annual Meeting of the British 
Medical As.sociation, Harrogate, 1949. The paper was based on a 
thesis presented for a degree of M.D. at the University of Durham, 
June, 1949, with the addition of fresh cases and material. 
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FiQ. 1.— Radiograph taken on February II. 












■Vrrj 


-The foetal sVaiU shadows in Figs. I and 2 arc shown 
superimposed. 






Fig. 2 . — ^Radiograph taken on March 4. 

taken as the observed biparietal diameter of the baby’s head. 
These were true independent observations, unbiased by 
any knowledge of the radiological estimations. 


Fig. 4.— The maternal pelves are shown superimposed. The descent 
made by foetal head in 21 days is seen. 

The biparietal diameter was chosen for the following 
reasons: (1) It, or its equivalent diameter of the greatest 
circular section of the foetal head, is recognizable in any 
projection of the foetal skull (Reece, 1935). (2) It is the 
most certainly defined diameter when measuring the 
baby’s head after birth. (3) In the majority of cephalic 




1442 Dec. 24, 1949 


BIPARIETAL DIAMETER DURING PREGNANCY 


BRirisa 

Medical Journal 


presentations the biparietal diameter of the foetal head 
engages with the antero-posterior diameter of the pelvic 
brim, which is usuaUy the shortest diameter of the inlet. 

Results 

In 189 cases the biparietal diameters were estimated 
radiologically in utero and subsequently measured with cal- 
lipers after birth ; of these, 34 were examined twice, giving 
223 .radiological examinations. 

Eighty-four cases were examined radiologically seven 
days or less before delivery, 13 of them actually on the 
day of delivery, so that the growth that could have 
■occurred between the radiological and calliper measure- 
ments was negligible. These 84 cases were used, there- 
fore, to check the accuracy of the method. The two sets 
of measurements are shown in Table I. 


Table I. — Biparietal Diameter of Foetal Skulls 

Radiological Calliper 

Measurement Measurement 

Vo. of cases .... 84 . , 84 

Mean biparietal diameter 3*700 in. (9*4 cm,) . . 3*680 in. (9*35 cm.) 

Standard deviation .. 0*138 in. (3*505 mm.) .. 0*124 in. (315 mm.) 

Standard error of mean . . 0-015 in. (0*38 mm.) . . 0-014 in. (0*355 mm.) 

It is therefore ■ apparent that the radiological method 
gives an accurate estimate of the post-natal measurement, 
with a slight tendency to exaggerate it by 0.02 in. (0.5 mm.). 
In individual cases, however, there are certain discrepancies 
which require further consideration. The difference between 
the intrauterine measurement and the post-natal measure- 
ment for these 84 cases is shown in Table 11. A negative 
discrepancy indicates that the intrauterine measurement 
was larger than the post-natal one. 


Table II. — Discrepancies in the Radiological Estimation of the 
Biparietal Diameter of the Foetal Skull ' 


Discrepancy No. of 

in Inches Cases 

-0-20 (-5 08 mm.) .. .. 1 

-0-15 (-3-81 mm.) .. .. 7 

-0-10 (-2-54 mm.) .. ..20 

-0 05 (-1-27 mm.) .. ..13 

000 . . . . 17 


Discrepancy No. of 

in Inches Coses 

+0 05 (+1-27 mm.) ..12 

+0-I0(+2-54mm.) .. ..10 

+0-15 ( + 3-81 mm.) .. .. 3 

+0-20 (+5 08 mm.) . .1 


Mean discrepancy => —0 020 in. (— 0-508 ram.) 
Standard deviation = 0 087 in. (2-210 mm.) 
Standard error = 0-010 in. (0-254 mm.) 


(7.6 mm.) was added for growth (Scammon and Calkins.. 
1929) and the calliper measurement should have ' been 
3.9 in. (9.9 cm.). In fact, however, the calliper measure- 
ment was found to be 3.6 in., and this disparity was true 
of every case examined during the 36th to 39th weeks ol 
pregnancy. 

There were therefore two possibilities to be considered 
either (a) our method of cephalometry was accurate during 
the last week of pregnancy, -but inaccurate if performed 
earlier than two weeks before delivery, or (Jb) the foetal 
biparietal diameter did not grow during the last four weeks' 
of intrauterine life. The latter concept was supported by 
the fact that the biparietal diameters estimated during the 
last four weeks were the same as the observed measure- 
ments carried out after delivery. We tried, therefore, to 
obtain further evidence to support this premise. 

A group of cases were sent for cephalometry at the clini- 
cally estimated 36th week of pregnancy, and cephalometry 
was repeated four weeks later. The case sheets of this 
group were marked so that if the patient came into labour 
before the expected date emergency cephalometry could 
be performed. 

The following is an e,xample of one of these cases. ^ 

A primigravida aged 27 was sent for pelvi-cephalometry on 
February 11, 1949, and the foetal biparietal diameter was calcu- 
lated to be 3.55 in. (9.02 cm.) on that date (Fig. 1). Twenty- 
one days later, on March 4, cephalometry was repeated, and the 
foetal biparietal diameter was calculated to be 3.6 in. (Fig. 2) 
— an increase of 0.05 in. (1.27 mm.), which is within the limits' 
of experimental error. Eight days after this, on March 12, a 
female infant weighing 7 lb. 9 oz. (3.43 kg.) was delivered 
normally, and its biparietal diameter measured 3.55 in. There , 
was thus no increase in the foetal biparietal diameter during 
the last 29 days of this pregnancy. 

Fig. 3 shows the two previous films arranged so that the 
foetal skull shadows are superimposed, and it can be seen that 
they do accurately coincide. Fig. 4 shows the two maternal 
pelves superimposed, showing that the foetal head has made 
some descent during the 21 days between exposures. . 

In each of the 223 radiological estimations the amount 
of growth from the date of the examination until the date 


From this table it is apparent that 
no error occurred greater than 0.2 in., 
and on the basis of these figures the 
following limits of accuracy for indi- 
vidual cases may be claimed: (1) 75% 
of all cases will be predicted within 
0.1 in. ; and (2) 95% of all cases will 
be predicted within 0.15 in. (3.8 mm.) 
of the calliper measurements. For 
groups of over 16 cases, however, 
accuracy to within 0.02 in. may be 
claimed for the mean reading. 

It was observed during this investi- 
gation that, although the majority of 
biparietal estimations carried out dur- 
ing the last seven days of pregnancy 
were accurate to within 0.1 in., the 
calculated biparietals were always too 
large when cephalometry was per- 
formed earlier than two weeks before 
delivery. They were too large in every 
case, provided an allowance was made 
for growth of the biparietal diameter 
at a rate of 0.1 in. a week. 

For example, if a biparietal diameter 
was estimated at 3.6 in. (9.14 cm.) 
at the 37th week of pregnancy, 0.3 in. 
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Fia. 5. — ^The total growth of the biparietal diameter of the foetal skull from the date ol 
estimation until birth. The growth of the skull is estimated from the intrauterine radio- 
logical measurement and the actual calliper measurement three days after birth ; the difference 
betsyeen these readings gives the growth in the intervening period. 
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of delivery was calculated from the two readings available. 
The cases were then grouped according to the number of 
weeks that elapsed between examination and delivery, and 
an average of each group was calculated. These growth 
figures are given in Table III. The standard error of the 
means of these groups is ±0.02 in. 


TtBLE lit. — Average Growth of Biparietal Diameter from Dale of 
Examination to Date of Delivery 


Week of 

Da>*s Before 

No, of 

Pregnancy 

Delivery 

Cases 

40 

Same day . 

13 

39 

1-7 

71 

3S 

8-14 

45 

37 

15-21 

25 

36 

22-23 

36 

35 

29-35 

20 

34 

36-42 

9 

33 

43-49 

I 

32 

50-56 

1 

31 





30 

64-70 

1 

29 

71-77 

I 


Avenge 

Growth 

-O OOS m. (-0-203 mm.) 
-0 022 in. (-0 559 mm.) 
-0 024 in. (-0 609 mm.) 
-0 024 in- (-0609 mm ) 
-0 005 in. (-0*127 mm.) 
+0 042 vq .<+0 067 mm.) 
+0 078 in, (+1*981 mm.) 
+0-150 in. (+3 810 mm.) 
+0-250 in. (+6-350 mm.) 

+0-300 in. (+7-620 mm.) 
+0*400 in. (+ (0*(60 mm.) 


The notable features of this table are; (1) The radiologi- 
cal method overestimates the size of the head by approxi- 
mately 0.02 in. Consequently there is an apparent slight 
negative growth in the later stages .(see Fig. 5). (2) There 
is no sign of a growth curve between the 36th and 40th 
weeks of pregnancy. (3) The growth curve between the 
30ifa and 36th w'eeks cannot yet be accurately assessed, 
owing to scanty data, but even at this stage the biparietal 
diameter appears to grow at a rate of less than 0.1 in. a 
week. 

We have now collected 34 cases in which radiological 
cephalometry was performed twice, with an interval of 21 
days or more between the examinations. In 13 cases both 
radiological e.xaminations were performed during the last 
28 days of pregnancy, and the apparent growth between 
the two radiological examinations was 0.02 in. This figure 
is within the limits of our e.xperimentai error and could 
not therefore be definitely attributed to growth. Further 
details of these 34 cases are given in Table IV. 


Table TV. — Results of Two Radiological Examinations in Some 
Patient 


Hme from First 
Radiological 
Examination to 
Date of Delivery 

No, of 
Ceases 

Average Tunc ! 
berweenTwo i 
Radiological 1 
Examinations j 

Average Growth 
between Two 
Radiological 
Exanunau'oos 

28 days or less 

13 

24 days 

0*02 in (0-508 mm.) 

29-35 days .. 

13 

26 „ 

0*04 la. (1*016 mm.) 

36 days or more .. 

8 

30 .. 

0'12 la. (3-043 mm.) 


For reasons stated above we have estimated radiologi- 
cally only the biparietal diameters, and have no observa- 
tions to offer on the growth, or lack of growth, of the 
other diameters of the foetal skull during this period. In 
the absence of craniostenosis, however, it seems illogical 
to suppose that one diameter of the foetal skull should 
remain stationary while the others increase. 

The investigation continues, and we are trying to esti- 
mate the foetal biparietal diameters at 32 weeks, again 
at 36 weeks, and then at term. Thereby we hope to observe 
the rate of growih between the 32nd and 36th weeks of 
pregnancy and to obtain further confirmation of the 
absence of growth between the 36th and 40th weeks. 


Summary 

Two hundred and twenty-three estimations of intrauterine 
foetal biparietal diameters, performed on 189 patients, are com- 
pared with calliper measurements obtained on the third day 
after birth. 

Eighty-four cases were estimated radioiogically within seven 
days of delivery. 


In 34 cases radiological cephalometry was performed twice, 
with a minimum of 21 days between the examinations. 

For individual cases the predicted measurement will be 
within 0.1 in. of the calliper measurement in 75% of cases, and 
within 0.15 in. in 95% of cases. 

For groups of over 16 cases, accuracy of 0.02 in. may be 
claimed for the mean reading. 

Radiological cephalometry overestimates the biparietal 
diameters by approximately 0.02 in. 

There is no sign of a growth curve between the 36lh and 
40th weeks of pregnancy. 

Grateful thanks arc due to the staffs of the obstetrical and radio- 
logical depanmems of the Newcastle General Hospital; to Mr. F. 
Pcarse, senior radiographer, who produced many of the radiographs 
of these cases; to Dr. Mary Buchanan and Dr. W. Ingham, who 
assisted Dr. Fawcett in her measurements; to Dr. Whately Davidson, 
radiologist in charge, Newcastle General Hospital, Mr. Linton Snaith, 
obstetrician in charge, Newcastle Genera! Hospital, and Dr. Blair 
Hartley, honorary radiologist, to the Christie Hospital and Holt 
Radium Institute, Manchester, for their criticism and encouragement 
in this work. 
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THE SHORT OESOPHAGUS 

A REVIEW OF 31 CASES 
By 
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Although the association of gastric hernia with shortening 
of the oesophagus is no new cortception,' it is far from 
widely appreciated that it can produce a variety of symp- 
toms simulating carcinoma of the oesophagus, peptic ulcera- 
tion of stomach or duodenum, cholelithiasis, and even 
disease of the coronary arteries. In this commum'cation, 
therefbre, we propose to review the literature briefly, to 
discuss the ipcidence of the condition relative to other 
lesions of the lower third of the oesophagus, and to point 
out associations with pregnancy and post-operative oeso- 
phageal stricture which we believe have not been previously 
recognized. 

Isolated references to patients described as having a short 
oesophagus were recorded years ago by physicians from 
findings at necropsy 
(Bright, 1836; Bund. 

19)8; Bailey, 1919). 

The radiologist Aker- 
lund (1926) seems to 
have been the first to 
differentiate hernia 
of the stomach 
through the oeso- 
phageal hiatus into 
three tj'pes according to the x-ray appearances (Fig, 1). 
In the oesophago-gastric variety (a) the oesophagus is 
redundant and tortuous, in the para-oesophageal (h) the 
oesophagus enters the stomach below the diaphragm and 
the gastric hernia passes up beside it, while in hiatal hernia 
with short OKophagus (c) the gastro-oesophageal junction 
is above the diaphragm but the oesophagus is not redundant. 



Fig. I, — Variec/es of gastric herma 
through the oesophageal biams. a, 
Oeosopbago-gastric ; b, para-oesopha- 
geal; c, with short oesophagus. 
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The first clinical records of a series of cases were pub- 
lished by Findlay and Brown Kelly (1931). Their nine 
patients- were young children in whom regurgitation 
developed shortly after birth or when solid food was 
first taken. With barium swallowed in the horizontal 
position, oesophageal stenosis was found well above the 
diaphragm, and below it a pouch in which rugae were seen 
passing through the oesophageal hiatus and continuous 
with those of the stomach. Confirmation that this pouch 
was in fact part of the stomach was obtained from oeso- 
phagoscopy and biopsy. In the opinion of Findlay and 
Brown Kelly, this shortening of the oesophagus was con- 
genital, although later Brown Kelly (1936) appears to have 
thought that in some instances the shortening was cicatricial 
and secondary to oesophagitis. ‘ 

Shortly after the paper by Findlay and Brown Kelly, 
Monkhouse and Montgomery (1933) reported seven 
instances in adults., In the same year peptic ulceration 
in the lower end of the short oesophagus was conclusively 
demonstrated by Clerf and Manges (1934). They described 
14 patients, children as well as adults, who had a short oeso- 
phagus and thoracic stomach, an ulcer being found in four. 
Biopsy in eight cases showed gastric mucosa above the 
level of the diaphragm. The presenting symptom in those 
with ulcer was burning pain at the lower end of the sternum, 
coming on immediately after taking solid food, and tend- 
ing to radiate through to the back between the shoulder- 
blades or up to the root of the neck and sometimes down 
the left arm. It was relieved by alkalis, by regurgitation, 
or by drinking bland fluids, and was made worse by lying 
down. Dysphagia often did not appear until pain had been 
present for months or years. In those in whom no ulcer 
was demonstrated dysphagia was the presenting symptom, 
and in one patient in whom complete oesophageal obstruc- 
tion was precipitated by impaction of a piece of apple it 
had been present from birth. * 

Clerf and Manges emphasized the importance of the 
observation made originally by Soresi (1919) in regard to 
diaphragmatic hernia in general, that to demonstrate part 
of the stomach above the diaphragm it was essential to 
lower the head of the table to allow the barium to flow 
back through the cardia. They found that the best view 
was obtained with the patient semi-supine in the right 
oblique position. Failure to use this technique meant failure 
to reach a correct diagnosis, as only the oesophageal stenosis 
was revealed by barium swallowed in the, upright position, 
while the thoracic stomach, essential for the diagnosis, was 
missed. . They also held that the lesion was a congenital 
shortness of the oesophagus accompanied by thoracic 
stomach — i.e., the cardiac part of the stomach had never 
descended below the diaphragm in course of development. 
A predisposition to peptic ulceration of the oesophagus 
existed because of reflux of gastric juice through the cardia, 
which was incompetent in its thoracic position. Increase 
or onset of pain on lying down was held to support this 
hypothesis. 

The occurrence of short oesophagus with thoracic 
stomach and its association with oesophageal ulcer has 
been noted by many other observers (Dunhill, 1935, 1937 ; 
Chamberlin, 1938 ; Feldman, 1939 ; Cleaver, 1943). Among 
the later workers, Johnstone (1941) recorded seven examples 
in all of which a chronic peptic ulcer of the oesophagus 
was present. He held that shortening of the oesophagus 
occurred as a sequel to the ulceration and that the cardia 
was as a result drawn above the diaphragm. In support 
of this view he pointed out that all his cases were at or 
above middle age. On the other hand Dick and Hurst 
(1942) believed that a chronic ulcer of the oesophagus 


seldom occurred save as a sequel to congenital shortening 
o.f the oesophagus and thoracic stomach. In the .few cases 
in which this abnormality was not demonstrated the ulcer 
was ascribed to the secretion of gastric juice by heterotopie 
gastric mucosa in the oesophageal wall. They considered 
that the symptoms of which a patient with a short oeso- 
phagus complained were as a rule those due to the ulcer, 
and if there were no ulcer the condition was latent and 
was found fortuitously on barium examination. It was 
also noted that pain was made worse not only on lying 
down but on bending, whereby intra-abdominal pressure 
was increased and gastric juice regurgitated into the 
oesophagus. 

Policy (1941) had noted that in some cases pain had 
radiated into the neck and down the left arm. As a rule 
dysphagia occurred only after days or even weeks' of pain. 
Intermission of symptoms was often observed, suggesting 
that spasm from the ulcer was the initial cause of dysphagia, 
while organic stricture gave rise to permanent dysphagia 
and required dilatation for its relief. In a recent 
review of the subject Allison (1948) discussed 78 
examples of oesophageal ulcer or stricture all but two 
of which were associated with hiatal hernia and short 
oesophagus. 

From the point of view of the radiologist the literature 
has been well reviewed by Smithers (1945). 

In the present paper are described the clinical features 
of 31 patients with hiatal hernia and short oesophagus who 
were admitted to the Western Infirmary, Glasgow, over a 
period of 10 years. 

Incidence 

The frequency of short oesophagus relative to other 
common lesions in the lower third of the oesophagus is 
shown in Table I. Thus of 139 patients seen during a 

Table I . — Frequency of Lesions of the Lower Third of the 
Oesophagus with Dysphagia (1937-46) 

Carcinoma 80 (all sites 203) 

Achalasia .. 31 

Hiatal hernia with short oesophagus .. 26 (+5 without dyspba^a) 

Fibrous stricture (caustics) .... 2 

period of 10 years complaining of dysphagia due to obstruc- 
tion in that site, 80 had carcinoma ; achalasia was the cause 
in 31, and short oesophagus with benign stricture or active 
oesophageal ulcer in 26. Excluding the two cases due to 
swallowing of caustic, benign stricture was not seen in the 
lower third except in association with short oesophagus. 

Short oesophagus was discovered during the barium 
examination of five patients whose symptoms of haemat- 
emesis or severe flatulence were unrelated to the oeso- 
phagus. Since this survey was made largely in retrospect, 
it is probable that some cases were missed; An attempt Was 
made to re-examine all those in whom there was doubt 
about the cause of dysphagia in the lower third of the 
oesophagus, but three patients could not be traced. 

It is certain that small sliding gastric hernia with shorten- 
ing of the oesophagus occurs without symptoms, as ■ it 
can be demonstrated when the appropriate radiological 
technique is employed. Kemp Harper (1946) put the inci- 
dence at 2% of .all patients undergoing routine barium-' 
meal examination. One of us (S. D. S. P.) confirmed this 
observation in 100 consecutive barium investigations. 

Symptomatology 

The age-and-sex incidence is shown in Table II, and is 
contrasted with that of achalasia and carcinoma of the 
lower third of the oesophagus. The age is that at the 
onset of symptoms in each group. , ' 
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T*DtE II . — Age and Sex of Palienis with a Lesion in the Lower 
Third of the Oesophagus 


i 

Age at Oci&et | 

Short Oesophagus | 

j Achalasia ! 

1 Carcinoma 

M i 

F 

i M 1 

p i 

M 

i F 

0-l9jeals .. ! 

2 ^ 


1 

1 

0 

0 

10-39 .. ! 

T 

6 

•> 

U 

1 

0 

40-59 „ i 

5 

8 

9 

5 

23 

tl 

6O-S0 .. i 

i 

5 

1 


33 

7 

1 

10 

1 

21 j 

13 

IS 

62 

1 

IS 


Earlier workers found that symptoms associated with 
short oesophagus might appear at any age. In our series 
three patients had dysphagia from childhood, but in the 
majority no complaint was made before middle or late 
adult life, the oldest being 74. Only one case of cancer of 
the lower third of the oesophagus was observed in a person 
under 40 years of age, in a man of 26, 

The sex incidence of short oesophagus (Table II), found 
to be about equal by Dick and Hurst (1942) and by Allison 
(194S), showed a preponderance of females in the ratio 
of 2 to 1 in our series. In achalasia this difference was 
less marked, while in carcinoma the ratio of males to 
females was 3.4 to 1. 

The presenting symptom was pain in three cases, dys- 
phagia in eight, and pain and dysphagia together in 13. 
This does not accord with the observations of Dick and 
Hurst (1942), who found that often pain alone was present, 
sometimes for years, before the onset of dysphagia. Two 
patients, without previous 'complaint related to the alimen- 
tary system, were admitted to hospital because of massive 
haematemesis. Analysis of the symptoms in our cases 
agrees for the most part with the clear descriptions by 
Clerf and Manges (1934) and later by Dick and Hurst 
(1942). Pain was complained of by 18 patients. In 13 
instances it was felt at the lower end of the sternum, three 
times high in the epigastrium, and once each in right and 
left hypochondriac regions. It tended to radiate upwards 
behind the sternum and through to the back. Two patients 
complained of radiation to the neck and down the outer 
aspect of the arm — the left in one, the right in the other. 
In character it was burning, often coming on immediately 
after swallowing solid food, particularly meat or fibrous 
vegetables. It lasted for several minutes and was relieved 
either when the food was felt “ to pass on into the stomach ” 
or was regurgitated. In others the onset of pain was 
delayed for about 30 minutes and was relieved by regurgita- 
tion or by taking bland fluid. Alkali was often helpful. 
In addition to pain associated with food eight patients 
experienced pain on lying down or on bending forward. 
Five said that posture had no influence. 

Dysphagia and ilegurgi/aiion.— Difficulty in swallowing 
solid food was felt by 26 patients, and 21 regurgitated food 
m varying degree. Complete obstruction to the passage of 
food was precipitated in two patients with partial stricture 

in one by impaction of a piece of wood in a sausage, 
in the other by a piece of orange and again, two years 
later, by a raisin. 

Haematemesis.— Tids, occurred in nine cases. In five 
instances it was slight and recurrent, and in some consisted 
of altered blood. The other four patients were admitted 
to hospital as cases of emergency because of gross vomiting 
of blood ; in two of them bleeding occurred without 
warmng or any symptom of alimentary disorder. 

There was one example of chronic haemorrhage with 
anaemia in the series. 


Case I.— A woman aged 36 had for 
in the epigastrium relieved by food. 


over a year felt dull pain 
No regurgitation. Stools- 


were occasionally dark. Breathlessness, fatigue, and pallor had 
been present for some months, due to anaemia. Hb, 47% ; 
R.B.C., 3.7 millions; occult blood was present in the faeces. 
A radiograph showed a short oesophagus and thoracic stomach 
but no stricture. No ulcer was seen in the oesophagus, stomach, 
or duodenum. 

In this group a definite ulcer was located twice — once in the 
thoracic pouch of stomach, and once in the lower oeso- 
phagus. In the others an associated acute peptic ulcer of 
stomach or duodenum may have been responsible, as these 
lesions may be undetectable by radiology within a few 
weeks of the bleedingt Tlie other possibility is haemorrhage 
from erosions in the thoracic pouch which are prone to 
occur because of congestion of the mucosa in that site. 
In two of this group dysphagia did occur later. 

Flatulence . — This was a prominent complaint in four 
patients. Dysphagia was absent in two and minimal 
in two. 

Case 2 . — A woman of 56 had for at least 15 years com- 
plained of pain under the left costal margin and very severe 
flatulence after meals. In 1934 cholecystectomy had been per- 
formed without relief, no stones having been found. Peptic 
ulcer and spastic colon were diagnosed on subsequent occa- 
sions, but no proof of cither of these lesions was found. In 
1942 the pain was gnawing in character and was relieved by 
vomiting and by alkaline powder. No complaint of dysphagia 
was made. On her last admission in 1942 a radiograph showed 
a short oesophagus and a thoracic stomach. No oesophageal 
stricture or ulcer was seen. This was an x-ray diagnosis and 
was reached quite by chance so far as the clinician was 
concerned. 

Intermission of the Symptoms . — ^This was characteristic, 
21 patients agreeing that the severity of pain and difficulty 
in swallowing varied. Some lost their pain after months 
or years but were left with dysphagia, because of which 
they had to eat only food which could he very thoroughly 
masticated. 


X-ray and Oesophagoscopic Appearances 

In the earlier part of the period covered by this survey 
the actual barium swallow was as a rule given to patients 
in the standing position only. A typical picture of the result 
thus obtained is given in Fig, 2, which shows a partial 
stricture with irregular wall some distance above the dia- 
phragm, the appearance resembling that of carcinoma. If, 
however, the patient is tilted in order to allow the barium 
to flow back into the oesophagus the existence of a portion 
of the stomach above the diaphragm becomes apparent 
pFig. 3). It is also sometimes necessary to increase the 
intra-abdominal pressure by compressing the abdomen or 
by instructing the patient to strain. It is interesting to note, 
however, that in two cases in our series it was found 
impossible to reproduce these appearances on every occa-, 
sion a barium examination was made, no evidence of hiataf 
hernia or short oesophagus being obtained. 

In this series of 31 cases of short oesophagus and thoracic 
stomach a partial stricture of the oesophagus was present 
^ ^-5 patients showed aiso an oesophageal ulcer. 

Thus five patients had a short oesophagus and a thoracic 
stomach, without stricture, though subsequently a stricture 
did develop in two. Carcinoma was found in the thoracic 
part of the stomach once, and simple ulcer once. 

Oesophagitis was found in varying degree over a distance 
of about an inch (2.5 cm.) proximal to the constriction in 
the lower oesophagus. The mucosa was generally engorged 
With superficial erosions, and radiating streaks of greyish 
exudate were conspicuow. In some cases there were granu- 
lations simulating malignant fungations. Active peptic 
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ulcers had a flat yellowish-white base with a narrow bright- 
red margin, and greyish-white scars marked the sites of 
• healed ulcers. Where pronounced spasm or secondary 



Fig. 2. — Radiograph taken in standing position showing 
partial stricture with irregular wall some distance above 
diaphragm, resembling carcmoma. 



Fio. 3.— Radiograph taken while patient was tilted in order 
to allow the bariurn to flow .into ^ihc oesophagus. A portion 
of stomach above the diaphragm is apparent. 


fibrosis was absent the constriction was readily distended, 
revealing the typical rugose mucosa in the supradiaphrag- 
matic gastric pouch ; in others spasm or fibrosis produced 
varying degrees of resistance to dilatation. 

The Short Oesophagus in Association with Other Conditiom 

Carcinoma in Thoracic Part of Stomach— According to 
Dick and Hurst (1942) there is no unequivocal evidence 
that oesophageal ulcer undergoes malignant change. In 
1934 Clerf and Manges reported an instance of cancer 
occurring not in the short oesophagus but in the thoracic 
stomach. Smithers (1945), reviewing the literature, quoted 
such a case recorded by Christiansen (1941) and another by 
Raven (1941), and added two of his own. 

Case S . — For three months before admission a woman aged 67 
had progressive dysphagia until only fluids could be swallowed 
Food was felt to stick at the lower end of the sternum and 
was accompanied by a burning sensation. Regurgitation was 
frequent, with blood present on several occasions. Appetite 
was very poor from early in the illness. A radiograph showed 
a short oesophagus and a stricture. A thoracic stomach was 
present in which there was a persistent ragged outline at one 
point. Oesophagoscopy revealed a stricture 27 cm. from the 
teeth, and a specimen taken for biopsy showed gastric mucosa 
infiltrated with adenocarcinoma. This patient died in anothei 
hospital, and no necropsy was made. 

Peptic Ulcer in Stomach or Duodenum. — Seven out of 31 
patients had a history of peptic ulceration of the stomach 
or duodenum. . • 

Case 4 . — A man aged 54 was admitted in February, 1941. 
because of haemalemesis from a duodenal ulcer which had 
given rise to symptoms for three years. Between February. 
1941, and July, 1943, he was readmitted on three occasions 
because of haematemesis. At the time of admission in 194? 
there was much vomiting due to pylorospasm. Within a few 
days he began to complain of burning pain behind the sternum 
and to regurgitate solid food. A radiograph showed a thoracic 
stomach and a short oesophagus to be present along Mth an 
oesophageal ulcer and a tight stricture. For about four weeks 
all solids and much fluid were regurgitated. ' Thereafter he 
improved rapidly, and. while occasional dysphagia occurred, he 
remained well without dilatation until readmitted in December 
1945, with a haematemesis which proved fatal. Post-mortem 
examination showed that the fatal bleeding had taken place 
from a duodenal ulcer, while the scar of a healed ulcer wa.s 
observed in the oesophagus 5 cm. above the cardia. There was 
no stricture, and shortening of the oesophagus was not noted 
As the pathologist had unfortunately not been informed of the 
radiological findings the oesophageal hiatus was not measured. 

This case is of interest in that it demonstrated that extreme 
dysphagia lasting for several weeks was- caused by spasm 
without organic stricture. 

Dysphagia after Abdominal Operation. — In three of the 
cases in this series persistent dysphagia which had lasted 
for years developed within a few days of an abdominal 
operation. 

Case 5.— A man aged 51 was operated on in July, 1943, for 
perforation of a duodenal ulcer. After operation continuou.' 
vomiting took place, for which gastro-enterostomy was per- 
formed six days later. Within a few days he felt food stick- 
ing at the lower end of the sternum. Pain was slight, of a 
burning character, and always at the same spot. These symp- 
toms were at first intermittent, but dysphagia became very 
marked in October, 1943, and a barium swallow showed a 
short oesophagus, a thoracic stomach, an oesophageal ulcer, 
and stricture. Oesophagoscopy revealed a partial stricture 
28 cm. from the teeth. No break of mucosa was seen and no 
biopsy was made. Apparently because it was felt that carcinoma 
could not be excluded, it was decided to give a course of deep 
■therapy, which was soon discontinued at the radiologist’s request 
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When seen in J946 he had no pain, but still had to chew solid 
food very carefully. A radiograph again showed a short 
oesophagus, a thoracic stomach, an oesophageal ulcer, and 
stricture. 

Case 6 . — A woman aged 58 developed dysphagia three days 
after an operation for gall-stones in 1936. Food stuck at 
the lower end of the sternum, associated with ’pain in the 
epigastrium and left hypochondrium. It was worst about half 
an hour after food and svas relieved by regurgitation, which 
occurred frequently. These symptoms were notably inter- 
mittent, even from meal to meal. X-ray examination in the 
upright position only revealed a stricture in the lower third 
of the oesophagus, while oesophagoscopy showed a “fungating 
growth " starting 30 cm. frqpr the teeth and becoming obstruc- 
tive near the cardia. No biopsy was made, and jc-ray treat- 
ment for carcinoma was given. She was seen by us in 1946, 
when she was fairly well but required the passage of bougies at 
frequent intervals. Her pain, which was still present, was 
relieved by sodium bicarbonate. She had had slight haemat- 
emesis in 1943. A radiograph in 1946 disclosed a short 
oesophagus with ulcer, stricture, and thoracic stomach. 
Oesophagoscopy showed an ulcer pro.rimal to the stricture 
15 cm. from the teeth, and gastric mucosa was obtained on 
biopsy from the supradiaphragmatic pouch. 

Case 7 . — A man aged 37 was operated on for a perforated 
duodenal ulcer in 1940. Within a week of this he felt dis- 
comfort at the lower end of the sternum on swallowing solid 
food, which stuck momentarily at that site, but there was no 
regurgitation. A barium swallow in the upright position was 
slated to indicate nervous spasm. The symptoms continued 
intermittently till September, 1945, when he bad a bout of 
severe substemal pain and marked dysphagia with regurgita- 
tion of solid food. A radiograph at this time showed a short 
oesophagus, a thoracic stomach, an oesophageal ulcer, and 
stricture. Oesophagoscopy revealed a stricture 32 cm. from 
the teeth and a short oesophagus. Biopsy was not made. 
Bougies were passed with good effect, and in April, 1946, be 
stated that he was able to swallow most things if well masticated. 

Only three instances of persistent dysphagia appearing first 
after operation were found in the hospital records over 
10 years. Oesophageal ulcer and benign stricture were 
present, associated in every case with a short oesophagus 
and a thoracic stomach. 

Pregnancy 

The occurrence of dysphagia in the last three months of 
pregnancy has been described by Vinson (1923, 1924). The 
initial symptoms were “ vomiting ” and pain behind the 
lower end of the sternum, followed within a day or two 
by dysphagia, for which the passage of bougies was required. 
Haematemesis was common and even proved fatal in some 
cases. Vinson believed that these patients developed an 
oesophageal stricture because of frequent vomiting. From 
his records dysphagia was still present months after the 
onset. 

In five of the present series the onset of oesophageal 
symptoms occurred in the later months of pregnancy. 

Case 8 . — ^A woman of 36 developed dysphagia in the sixth 
month of pregnancy. It was accompanied by a burning pain 
at the lower end of the sternum which passed through to the 
back. Symptoms intermitted with almost complete relief for 
several weeks at a time. In 1933 radium treatment was given 
■ for carcinoma of the oesophagus, the diagnosis being based on 
an oesophagoscopic examination which showed an “ulcerated 
growth” 30 cm. from the teeth and an obstruction to barium 
at that level. No biopsy was made. After treatment symp- 
toms continued as before, but the patient's general condition 
remained quite good. In 1946 x-ray examination revealed a 
short oesophagus with ulcer, and oesophagoscopy showed the 
oesophagus to be dilated, with a conical approach to a fibrous 
stricture 26 cm. froiq the teeth. A whitish scar was visible on 
the posterior wall at the entrance to the stricture. 


Case P.~Just before the birth of her baby in 1940 a woman 
aged 36 felt that food stuck at the lower end of the, sternum ; 
there was no pain. Regurgitation was frequent at first. In 
1940 x-ray examination in the upright position revealed stric- 
ture of the lower third of the oesophagus, and oesophagoscopy 
showed an annular obstruction 31 cm. from the teeth without 
breach of mucosa. No biopsy was made. Cancer was diag- 
nosed and x-ray therapy was given. Some months later the 
stricture was dilated by bougies with complete relief. When 
seen in 1946 she was very well and could eat anything without 
dysphagia provided she chewed it thoroughly and had no 
emotional disturbance. A radiograph revealed a short oeso- 
phagus, a thoracic stomach, an oesophageal stricture, and an 
ulcer. 

Case 70.— A woman aged 38, in the seventh month of preg- 
nancy in 1942, quite suddenly felt solid food stick at the lower 
end of the sternum. At the same time she was conscious of 
a burning pain at this site immediately after taking food. Symp- 
toms were rather worse after delivery and she lost weight. 
Regurgitation was frequent and gave relief. X-ray examination 
showed that barium was held up 7 cm. above the diaphragm, 
where there was a smooth stricture. Below this there was a 
globular enlargement in which mucosal markings were present, 
continuous with those of the main body of the stomach below 
the diaphragm, but no ulcer was seen. Oesophagoscopy was 
not done. In 1946 she was fairly well, but had to be careful 
what she ate. X-ray findings were similar to those in 1942. 

Case 77.— This patient, aged 39. developed difficulty in 
swallowing solid food during the last weeks of pregnancy in 
1944. Regurgitation was frequent but there was no pain. 
X-ray examination revealed a short oesophagus, a thoracic 
stomach, a small ulcer of the oesophagus, and a stricture. In 
April, 1946, she still had difficulty in swallowing. 

Case 12 . — ^This woman, at the age of 41 and during the last 
two months of pregnancy, felt a burning pain in the mid-stemal 
region which radiated to the back. It started 10 minutes after 
taking solid food, but was also present at night, when it was 
so severe that she could not lie flat. There was no regurgitation, 
but food tended to stick at the site of the pain. Nineteen years 
after the onset of symptoms, which were intermittent, she 
suddenly began to regurgitate all food and drink. A barium 
swallow showed complete obstruction in the tower third of 
the oesophagus. The diagnosis of foreign body vras made 
and a piece of orange was removed from the lower end of the 
gullet with immediate relief. When seen in April, 1946, she said 
that some pain and dysphagia were still present. X-ray exami- 
nation revealed a short oesophagus and a thoracic stomach, 
with partial sUicture of the oesophagus, but no ulcer could be 
demonstrated. 

The findings in these five patients are summarized in 
Table III. All the patients were over 35 and symptoms 
started between the fifth and last months of pregnancy. 


Table III. — Dysphagia in Pregnancy 


^ Dysphagia; 

Fain . 

Month 

of 

Pregnancy 

Age 

at 

Onset 

Duratbn of 
Symptoms 
(Years) 

X’vay Findings in 
1946 

8 


-r 

6 

36 

13 

S.O., T.S., Str.g U, 


-r 

0 

9 

36 

6 

S O., T.S., Sir., U. 


•i- 

-r 

7 

33 

4 

S-O., T.S.. Str. 


+• 

0 

9 

39 

i 2 

s o.. T.S,, Sir.. U. 


■h 

-f 

7 

i 

19 

S.O., T.S., Su. 


^^esophagus, T5. = Thoracic stomach. Sir. = Strif^re. 


The duration of symptoms ranged from 2 to 19 years. 
Dysphagia was present in all, and pain behind the lower 
end of sternum in three. X-ray examination revealed short 
oesophagus, thoracic stomach, and oesophageal stricture 
m ail, with ulcer also present in three. 

_ Vinson attributed the stricture to the presence'of gastric 
juice m &e oesophagus resulting from excessive vomiting, 
but the development of dysphagia and regurgitation in our 
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series was in no insfence preceded by vomiting. On the 
• facts it seems reasonable to argue that the development of 
the stricture during pregnancy is due to increased intra- 
abdominal pressure at that time causing reflux of gastric 
juice into toe oesophagus through a cardia incompetent 
because of its position in the thorax. The age of the 
patients in relation to pregnancy, toe youngest being 36, is 
possibly another factor predisposing to laxity of the oeso- 
phageal hiatus, _ Allison, Johnstone, and Royce (1943) 
describe a similar case in which dysphagia began during 
pregnancy and a short oesophagus was found to be present, 
but they make no comment on toe association. 

Pathology 

, Since the earlier reports, summarized by Findlay and 
Brown Kelly (1931), there has been singularly little 
addition to the pathological knowledge. Morison (1930) 
described a further clear-cut case. 

In this series, two patients died (one of haemorrhage 
from a duodenal ulcer and the other of cancer of the 
colon) and post-mortem examinations were made. The 
description of the findings in Case 4 has already been given. 

Case 13. — h woman aged 62 was admitted to hospital because 
of bleeding from the rectum due to carcinoma of the pelvic 
colon. She gave a 40-year history of regurgitation of solid food 
which stuck at the lower end of the sternum. “No other informa- 
tion was available from records. X-ray examination showed a 
short oesophagus, a large thoracic stomach, and a partial oeso- 
phageal stricture, but no ulcer was seen. This patient subse- 
quently died, and at necropsy the oesophagus was not short, 
since toe measurement from the top of the thyroid cartilage to 
toe cardia was 30 cm. The hiatus, however, measured 2 in. 
(5 cm.) in diameter, the oesophagus being placed centrally and 
attached loosely to it by a fibrous diaphragm. 

Unfortunately in Case 4 no special search was made and 
toe oesophageal hiatus was not measured, but there was at 
least no pronounced shortening of the oesophagus and no 
part of the stomach was found in the thorax. The find- 
ings in Case 13 were also unexpected in that here again 
none of toe stomach was in toe thorax and there was no 
shortening of toe oesophagus — this in spite of the unequi- 
vocal radiological evidence to the contrary (Harrington, 
1940). One is therefore forced to the conclusion that even 
after years of dysphagia and regurgitation toe hiatal hernia 
may remain unfixed or sliding, while the shortening of the 
oesophagus must be attributed to spasm. It should be 
noted, however, that in neither of these cases was there a 
fibrous stricture. 

In an exhaustive discussion Smithers (1945) reached the 
conclusion that the initial lesion is a congenital or acquired 
weakness of the oesophageal hiatal ring with herniation 
of toe cardiac end of the stomach followed by passage of 
gastric juice into toe oesophagus. Contraction of the longi- 
tudinal muscle fibres is thereby provoked with production 
of “ shortening ” of the oesophagus. Support for this view 
is drawn from the work of Gilbert, Dey, and Rail (1946), 
who stimulated the vagi of cats electrically and observed 
contraction of the oesophagus, with drawing upwards of toe 
cardia through the oesophageal orifice. We have ourselves 
noted in two very recent patients (not included in this 
series) at one time radiological appearances typical of large 
para-oesophageal hernia and a few weeks later those of 
hiatal hernia with short oesophagus. This would make 
it very difficult to accept the hypothesis of congenital 
shortening of the oesophagus. 

On toe'other hand the post-mortem observations of the 
earlier workers and recent work of Allison (1948), who 
excised toe fibrous oesophageal strictures, show that in 


some patients, presumably after ulceration, the oesophagus 
becomes permanently shortened by cicatricial contraction. 

Prognosis and Treatment 

The majority of patients in this series were able to lead 
a reasonably comfortable and normal life in spite of per- 
sistence of oesophageal symptoms, provided they exercised 
care in toe choice of diet and masticated their food 
thoroughly. From time to time a number required the 
passage of bougies. The upright position in bed to mini- 
mize the reflux of acid, and the use of alkaline powders, 
were often helpful. One patient seemed to have made a 
complete recovery, but refused to have a re-examination 
with barium. One patient was found to have adeno- 
carcinoma of the thoracic stomach and died in another 
hospital. The other two deaths in this series were due to a 
coexistent duodenal ulcer (haemorrhage) and to carcinoma 
of the colon respectively. 

It is of interest that we were able, after an interval of 
17 years, to re-examine two of the patients originally 
reported on by Findlay and Brown Kelly in the Royal 
Hospital for Sick Children, Glasgow, when one of us was 
house-physician to Professor Findlay. One was a woman 
now aged 25, small and slightly built, who was in good 
health and had served in the A.T.S. She confessed that at 
times she had dysphagia and regurgitation, but apparently 
had had no difficulty in concealing this from the Army 
authorities. Barium examination revealed a short oeso- 
phagus, a thoracic stomach, and a partial stricture. The 
other patient was a sturdy youth of 18 who occasionally 
felt food stick at the lower end of the sternum. Z-ray 
examination gave a similar picture. 

Summary 

Over a period of 10 years dysphagia in 26 patients was found 
to be due to simple ulcer or stricture of the lower end of toe 
gullet, accompanied by x-ray appearances of gastric hiatal 
hernia and shortening of the oesophagus. Over the same period 
cancer in the lower third and achalasia caused dysphagia in 
80 and 31 instances respectively. 

The diagnosis was not often considered, and proof was 
obtained only by radiology, using a special technique with, 
on occasion, oesophagoscopy and biopsy. 

Dysphagia and ulcer pain developed during the later months 
of pregnancy in five patients and immediately following 
abdominal operation in three. 

In five patients there were no oesophageal symptoms — three 
were admitted because of massive haematemesis, one because 
of anaemia, and the fifth gave a long history of pain and flatu- 
lence for which her gall-bladder had been removed without 
relief. 

Congenital or “ acquired ” weakness of the. oesophageal ring 
is common, allowing of a small sliding hiatal hernia without 
symptoms. It is considered that only in a minority of people 
does oesophageal ulcer develop. A rise of intra-abdominal 
pressure in pregnancy would seem to be one factor concerned. 
Oesophageal ulcer was not encountered in the absence of hiatal 
hernia and short oesophagus. 

We would like to thank many colleagues in the Western Infirmary 
who have allowed us access to their patients and to their case 
records. 
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a simple screw setting. On occasions when induction was 
slow it was necessary to incr_ease, the concentration to 
“anaesthesia.” The only modification required in the 
standard equipment was the provision of a small face-mask. 
We used the smallest obtainable (B.O.C. type, small sue). 
At times an even smaller size would have been an 
advantage. 

huliciuions.--\Ve. define analgesia as the loss of sensation 
of pain without loss of consciousness. The apparatus 
was used when a diagnostic or therapeutic measure 
was likely to cause pain, discomfort, 'or undue appre- 
hension, and where formerly we would have employed 
sedatives or local or general anaesthesia. When anal- 
gesia is desirable, trilene would seem to have no special 
contraindication. 

Our series of 60 cases represents a cross-section of 
patients admitted to a children's medical ward for investiga- 
tion and treatment. Analgesia was given for lumbar 
puncture (34 cases), cisternal puncture (3 cases), venepunc- 
ture (7 cases), chest aspiration (8 cases), marrow puncture 
(3 cases), burn and wound dressings (3 cases) ; and in 
one case each for abdominal palpation and electrical 
reactions. 

Age . — ^The ages ranged from 8 months to 11 years. In infants 
under 9 months old inhaiational analgesia has little to recom- 
mend it. We found its greatest use in children over 1 year old. 
In those in the group aged 1 to 5 years it prevents resistance ; 
and in those over 5 years it will also often secure aaual 
co-operation. 

Stale of Health. — ^The state of health varied from the acutely 
ill newly admitted child to the chronically ill case from the 
waiting-list for investigation or the comparatively healthy 
convalescent. 


House-physician, Royal Infirmary, Dundee 

Various minor diagnostic procedures in paediatrics, such as 
venepuncture, lumbar puncture, marrow puncture, testing 
electrical reactions of muscles, abdominal palpation, and 
chest exploration, cause apprehension and discomfort, 
often sufficient to render a child uncooperative or even 
actively resistant. Many other painful and uncomfortable 
undertakings occur in the course of treatment, such as 
intravenous injections and bum and wound dressings. 

It is possible to diminish apprehension with such seda- 
tives as chloral hydrate or “ seconal ” and still leave the 
patient co-operative ; but often at the first appreciation of 
pain the child becomes resistant. The use of anaesthesia 
or local analgesia would seem to be justified where 
there is likely to be more than trivial discomfort or where 
it is essential that the patient should remain still and not 
resist. General anaesthesia eventually eliminates the 
patient’s resistance but deprives us of his co-operation, and 
is not without a certain minimal risk. Local analgesia, 
with its attendant first stab of pain, often renders the 
child apprehensive, so that he becomes restless and 
uncooperative. 

It occurred to one of us (J. T.) that analgesia produced 
by a simple inhaler might overcome the disadvantages of 
sedatives and of anaesthesia. In this communication the 
apparatus, indications for its use, the technique of 
administration, and the results obtained in a series of 60 
consecutive adnainistrations are described. 

Apparatus 

The apparatus used was the Blease inhaler. This is a 
simple draw-over type of inhaler, which can give three 
concentrations of “ trilene ” (trichlorethylene) suitable for 
analgesia and an additional one for anaesthesia by adjusting 


Procedure to be Undertaken.— The predominant symptom, 
or the suspected lesion, along with the diagnostic procedure 
undertaken in the various cases, is shown in the Table. In 
the course of treatment, intravenous injections, toilet of bums, 
suture of lacerations, and bum and wound re-dressings were 
all carried out under analgesia. 

Administratioa 

No premedication was given, and analgesia was induced 
without special regard to the interval since the last meal. 
One patient received trilene as early as five minutes after 
a meal without untoward effect. Several have been given 
trilene soon after meals, because of urgency in getting 
samples for laboratory e.xaminalion. It is hot suggested 
that a recent meal should be ignored, but when circum- 
stances warrant haste trilene analgesia can justifiably be 
employed soon after a meal. TTie child, if old enou^ to 
understand, is told the purpose of the inhaler and asked 
to take extra deep breaths if he should feel anything hurt. 
The mask is applied and a conversation is kept up with the 
child to allay fear and encourage regular breathing. The 
older children, aged 5 to 1 1 , were more or less co-operative 
during the administration and responded to the instruction 
to take regular deep breaths, usually becoming analgesic 
in two or three minutes. The younger children struggled 
and cried in some instances, but after a few deep breaths, 
associated with the effort of crying, they quieted down, 
became analgesic, and were usually drowsy. Coughing and 
spluttering were unusual. When we had become more 
conversant with the signs of analgesia (see below), if 
induction seemed , a little slow the control screw was 
turned to “ anaesthesia ” and returned to “ maximum 
analgesia” when analgesia was obtained. No increase in' 
concentration of trilene was required for older children. 
Indeed, the younger ones were usually more resistant ; but 
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this may have been due to, the difficulty in getting a snugly 
fitting mask which would allow an effective concentration 
of trilene to be inhaled. 

^ Once satisfactory analgesia was obtained, the finger was 
removed from the air port over the facepiece, thus 
permitting the patient to breathe air. The port was again 
occluded if analgesia diminished. 

The signs indicating effective analgesia were not defined 
clearly enough to allow any hard-and-fast rules to be laid 
down, but the following observations were made when 
analgesia was effective ; the breathing was regular, the 
eyelids were closed, and there was diminishing response to 


> > 

that the onset of tachypnoea corresponded with a 
satisfactory degree- of analgesia. 

Observations 

We all gained the impression that trilene facilitated the 
performance of these minor procedures for both patient 
and operator. This conclusion, so far as it concerns the 
patient, was based upon objective findings in the younger 
children, and in the older children upon both objective and 
subjective findings. 

Before questioning the older children a day was usually 
allowed to elapse, because when still analgesic the child 


, Table Showing Prominent Symptoms, Suspected Lesions, and Diagnostic Procedures Undertaken 


Provtsfona] Diagnosis or 
Predominant Symptom 

No. of Cases 

Age 

1 

Procedure Required 

CoK5pcniiton 
in Induction 
of Analgesia 

Degree of 
Analgesia 
Obtained 

Effect 

After- 

effects 

Relation 
to Meals 
(Hrs. after) 

Q 

a 

>• 

ja 

h 

Under 5 Years 

1 

o 

> 

2 

u 

g o 
ZU 

Passive 

Active 

Co-operation 

No 

Analgesia 

Pure 

Analgesia 

Analgesia and 
Drowsiness 

Second Stage 
Anaesthesia 

No Effect; 
Resistant 

Not Resisting; 
Passive or Drowsy 

Actually 

Co-operative 

2 

Drowsy 

Vomiting 

Less Than i 

1 

More Than 2 

Meningitis, meningismus 

14 

12 

2 

Lumbar puncture . . . . i 

3 

9 

2 

1 

— 1 

11 

2 

1 

2 

1 

n 


fl 

H 

D 

D 

2 

tntracranial space-occupying le- 




Lumbar puncture with 













B 

B 

B 

B 


sion, severe persisting headaches 

8 

_ 

8 

Spinal manometry 

■— 

i 

7 

— - 

1 

6 

1 

1 — 

i 3 

5 

5 



B 

B 

B 



Epileptiform convulsions 

8 

5 

3 

Lumbar puncture . . 

1 

1 2 

5 

— 


6 

2 


6 

2 

3 


B 

B 

B 

B 






Lumbar puncture (2) X 














B 

B 

B 


Paralysis of limbs, facial palsy . . 

4 

3 

1 

Cisternal puncture (1) f 















B 

H 

~ 





Cisternal punctme (2) \ 















B 



Hydrocephalus, spina bihda 

3 

2 

1 

Lumbar puncture (I) 







U 








B' 







Venepuncture, blood sail- 



1 















Rheumatic fever 

2 

— 

2 

cylate levels 

B 

1 

1 

— 

I 

1 

^^9 

... 

1 

1 

1 

1 



B! 







Venepuncture, blood pic- 

■ 

















Primary Wood disorder, leukae- 




ture. and biochemical 




1 


1 












mia, purpura ' 

2 

1 

1 

estimations . . 


1 

1 


1 — 

1 

1 ^ 

— 

I 

1 


2 



2 



Congenital syphilis . . . , ' 

2 


2 

Venepuncture, W.R. 

B 

1 

1 

— 


■a 

— • 


1 

1 


2 


' _ 

2 







Venepuncture, therapeutic 



1 


■ 

■1 












Coeliac disease 

1 

.i— 

I 

♦‘ftrrivenin” 

1 

— 

' — • 

— 

B 

D 

1 ^ 

— 

1 


— 

1 

— 



1 


Pleural etfusion, serous and puru- 









■i' 

B' 












lent types 

8 

1 

7 

Diagnostic chest aspiration 

1 

3 

4 

— 

1 1 

B 

3 


5 

b3 

4 

4 



kI 

El 


Aplastic anaemia, leukaemia . . 

3 

3 


Marrow puncture . , 

•— 

•3 


— 

1 

2 

— 


3 

B9 

2 

1 




El 

2 

Intussusception . . . . . . 

1 

1 


Abdominal palpation 

— 

■— 

1 

— 

— 

1 

— 


1 


■_* 

1 




1 






Electrical reactions of 







1 











Polyneuritis 

1 

1 



muscles 

— 

1 

— 

— 

1 


. — 

— 

1 


1 


— . 



1 

— 

Bums and wounds 

3 

3 


Toilet and dressings 

1 

1 

2 

— 

— 


! I 

B 

m 


— 

3 

— 

m 

^9 

2 

I 

Total 

60 

32 

28 


9 1 

25 

26 

1 

6 

B 

10 

1 

43 

16 

17 

43 

1 

4 

27 

29 

5 

% 


53 

47 



42 

43 

2 

10 

72 

16 

2 

72 

26 

28 

72 

2 

7 

45 

48 

8 


Satisfactory Inhaler 

analgesia of value 

98% in 98% 


the eyelid reflexes. The patient was drowsy, but, if old 
enough, readily, almost automatically, responded to requests 
such as, “ Turn on your side ” or “ Put your arm out.” 

When ether was used in skin preparation the absence of 
resentment to its coldness was a good indication that 
analgesia was satisfactory. 

If the administration was continued with the control 
screw at “ maximum analgesia ” some cases showed a little 
increased motor activity, suggesting that the second stage 
of anaesthesia had been reached. Administration was 
stopped at this point and the stage of analgesia and 
drowsiness returned. Where the operation was to be of 
short duration, administration was continued until the 
painful stimulus — for example, the prick of the needle — 
svas effected ; then the facepiece was removed and the 
residual analgesia usually afforded enough time for the 
completion of the procedure. In one case not in this age 
group an intelligent 12-year-old boy successfully adminis- 
tered trilene ‘to himself to the stage of analgesia, during 
which lumbar puncture and cerebrospinal fluid manometry 
were carried out. 

In five cases tachypnoea developed, and the administra- 
tion was stopped. However, subsequent events showed 


was obviously very amenable to suggestion. Although no 
set series of questions was asked, it was clear that memory 
for the procedure was hazy and the child would state that 
no pain was felt. 

Lack of Pain . — No attempt was made to estimate the 
degree of analgesia quantitatively. However, the following 
observations led us to conclude that in every case pain 
was either abolished or greatly diminished. (1) There was 
never any cry caused by pain or any noticeable vocal or 
motor response due to the painful stimulus. (2) When 
subsequent similar procedures were indicated the children 
showed less apprehension. (3) The painful stimulus evoked 
little or no resistance — e.g., there was much less extending 
of the spine when the needle entered the skin for lumbar 
puncture, and the child was much more easily held in 
position. 

Co-operation or Lack of Resistance . — Active co- 
operation or at least lack of resistance was apparent when 
some unusual position had to be maintained. At lumbar 
puncture the patient lay still and relaxed, allowing full 
flexion of the spine. In one girl, aged 8, we twice easily 
performed lumbar puncture under trilene analgesia and 
later transferred her to another hospital, where a lumbar 
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puncture, attempted without analgesia, had to be aban* 
doned because of resistance. In another case, a child svho' 
had shown violent opposition submitted readily to a diffi- 
cult intravenous injection after a few breaths into the 
trilene inhaler. In a case in which electrical reactions were 
investigated in a child of 3, we first attempted it without 
analgesia, but at the first stimulus she became restless. 
Satisfactory assessment of her reactions could be made only 
.if ter analgesia had been induced. 

Relation to State of Health. — The acutely ill children 
were more easily made analgesic, but otherwise showed no 
different response and suffered no more after-effects from 
the trilene than the chronically ill or convalescent. Where 
development of empyema was suspected, chest aspiration 
was effected easily and comfortably under trilene, and the 
patient suffered no ill effects from it. Trilene in low 
concentration is practically non-irritant to the respiratory 
passages. This suggests that the presence of acute or 
subacute inflammatory lesions of the chest may be no 
contraindication to trilene analgesia. No cases of primary 
liver disease occurred in our series, but as trilene has only 
a transient slight hepatotoxic effect (Armstrong, 1947) it 
would seem quite justifiable to use it for the short period 
required unless very extensive liver damage was suspected. 

After-egecis. — ^In this series no untoward effects resulted 
from the administration of trilene analgesia, apart from 
vomiting. This occurred in only one patient, who had 
had a large meal half an hour before trilene was adminis- 
tered. The child was not seriously ill or to.xic, and no 
explanation was forthcoming why she had vomited. Vomit- 
mg did not occur in any other case in the series. All the 
children were able to take their next meal at the usual 
time and did not require additional nursing. Post- 
analgesic drowsiness was not infrequent (72% of total 
cases). It lasted from a quarter of an hour to two hours. 
The child awoke as from natural sleep. It was regarded as 
one of the advantages that a child should have this short 
sleep after an unusual experience, as he awoke with 
apparent amnesia for it. 

Failure of Analgesia. — ^This was observed in one case, 
that of an infant aged 14 months. The child cried and 
struggled throughout. This was thought to be due to a 
poorly fitting face-mask. 

Advantages and Disadvantages 

Advantages. — (1) The apparatus is simple, safe to 
use, and inexpensive to maintain. (2) Administration 
-of the analgesia presents no difficulty and takes no 
longer than local analgesia. (3) Trilene analgesia 
causes the patient no discomfort. Apprehension is greatly 
diminished and pain is abolished or greatly reduced, 

(4) Trilene analgesia affords enough scope for the perform- 
ance of most of the painful diagnostic and therapeutic pro- 
cedures in paediatrics. It avoids having to make the choice 
between full anaesthesia with its risk and possible upset, and 
no anaesthesia with its safety but greater discomfort. 

(5) Trauma, physical and psychological, is minimized. (6) The 
diagnostic and therapeutic procedure can be carried out 
more quickly, adequately, and deftly, and asepsis is more 
readily maintained. (7) Satisfactory analgesia allows more 
comprehensive investigation to be undertaken. (8) The 
post-analgesic effects include a beneficial period of drowsi- 
ness associated with apparent amnesia for the procedure. 
Nausea is infrequent and meals can be resumed in nearly 
every case when the patient awakes. 

Disadvantages. — (1) The point at which analgesia 
becomes effective is not easy to appreciate. (2) There is 
no uniformity in the response to a given concentration of 


trilene, and the same vigilance must be observed as when 
administering any anaesthetic. (3) Tachypnoea may occur. 

Conclusions 

Analgesia which is safe, easily induced and controlled, 
and devoid of untoward after-effects would appear to be 
desirable in many of the painful or frightening diagnostic 
and minor therapeutic procedures in medical paediatric 
practice. 

Local analgesia produced by procaine or similar sub- 
stances is safe, but causes initial pain and thereafter 
apprehension and resistance. 

Drugs such as chloral hydrate and the barbiturates have 
not sufficient analgesic effects. Trilene is one of the safest 
analgesic agents (Osilere, 1948). It is well taken and well 
tolerated by children. When administered from an inhaler 
of the Blease type it produces satisfactory analgesia (98% 
in this series). It allowed a variety of procedures to be 
carried out without pain or resistance, or the inconvenience 
and risk of general anaesthesia. 

Psychological upsets are greatly diminished, thus allow- 
ing frequent investigations of a disturbing nature to be 
carried out. 

Apart from occasional post-analgesic vomiting (2%) 
trilene produced no undesirable after-effects. Trilene given 
with an inhaler of the Blease type secures analgesia more 
effectively and with a greater margin of safety than any 
other method with which we are familiar. 

Summary 

The need for analgesia of short duration in medical paediatrics 
is discussed. 

Trilene analgesia in 60 consecutive cases is analysed. Satis- 
factory analgesia was obtained in 98*0. Beneficial drowsiness 
occurred in 72%. Tachypnoea occurred in 8%, but analgesia 
ivas already present. Psychological benefits are noted. 

It is claimed that trilene from a Blease-type inhaler produces 
satisfactory analgesia for use in medical paediatric practice. 
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The report of the River Pollution Prevention Subcommittee 
of the Central Advisory Wafer Committee was publishedrecently 
by the Ministry of Health. The subcommittee was asked to - 
investigate measures for strengthening the law regarding the 
prevention of pollution of rivers and streams. Its recommen- 
dations mark a further stage in the steps proposed for safe- 
guarding and improving the conditions of rivers in England 
and Wales. The new River Boards, which are now being set 
up under the River Boards Act, 1948, will provide a new 
administrative organization based on natural catchment areas 
instead of local government areas. The next stage is to equip 
these boards with up-to-date and effective legal "powers. The 
subcommittee considers that the Rivers Pollution Prevention 
Act, 1876, which is the principal Act now in force, needs con- 
siderable revision and strengthening. One of its main recom- ' 
mendations is that effluents discharging into a river or stream 
should be required to comply with standards prescribed fay the 
River Boards. The standards would be prescribed by by-laws, 
subject to confirmation by the Minister of Health under a 
procedure which would give those affected an opportunity to 
raise objections and to be heard in support of them. Under the 
Act of 1876 legal proceedings in respect of pollution by trade 
and mining wastes may be, taken only with the consent of the 
Minister of Health. The subcommittee recommends that once 
standards have been prescribed consent should not be necessary 
m the case of failure to comply with a standard, since the effect 
of the standard on industrial interesU will have been considered ' - 
when the standard was applied. 
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LEUCOTOMY AND HYPERTENSION 

A CASE REPORT 

' BY 

R. W. TIBBETTS, M.A., B.M., D.P.M. 

{From the Psychiatric Department, St. George's Hospital, 
S.iV.I) 

The following case raises points of theoretical and prac- 
tical interest, with special reference to the psychosomatic 
relationships of hypertension. 

Case Report 

A housewife, then aged 54, was first seen in the psychiatric 
out-patient department of St. George’s Hospital by Dr. Desmond 
Curran in September, 1947. The presenting symptoms were 
suicidal depression, intense headaches, and deterioration of 
vision of three years’ duration. A few weeks later she was 
admitted under Dr. Curran’s care into the St. George’s 
Psychiatric Unit at the Atkinson Morley Hospital, Wimbledon. 

She is said to have been a woman of active but even 
temperament. Her personal history, free as it was from 
abnormal stress, instability, or disharmony, contributes little 
to an understanding of the case. Marital relations have been 
good and her three children enjoy good health. Pregnancies 
and puerperia were uncomplicated. The family history is 
significant only in so far as the father was asthmatic and 
one of eleven siblings committed suicide at the age of 21, in 
the face of considerable stress. 


Onset 


Her physical and mental health was good until 1944, when 
her spontaneity and outside interests began to decrease. Intense 
stabbing supraorbital headachbs were increasingly frequent and 
her menses became irregular. Her visual acuity was decreasing 
and there were multiple inconsistent symptoms of a hysteriral 
kind. Depression, accompanied by headache and worse in the 
morning, became so severe that suicidal preoccupation was 
almost constant. Her threats completely disorganized home 
life and on four occasions she made material suicidal prepara- 
tions or attempts. Even making allowance for histrionic 
features, the underlying risk was considerable. 

In 1946 she was admitted to Dorking Cottage Hospital under 
Dr Brice-Smith," who, with the aid of intravenous and retro- 
grade pyelograms and blood-ureq^ estimations, was able to 
exclude a renal basis for the hypertension. At this stage she 
was referred to Dr. Strauss at the department of psychological 
medicine, St. Bartholomew’s Hospital. On the organic side 
arteriosclerosis, hypertension, and a small retinal haemorrhage 
were noted, while phobias and other neurotic symptoms were 
prominent. Some of these were alleviated by a narcoanalysis 
■performed by Dr. Jonathan Gould, but the depression persisted. 
The intractability and severity of the depression were such that 
certain risks were justified, and it was agreed that electric 
convulsion therapy should be given a trial. Seventeen 
ments were given in two courses over a long period, but the 
slight improvements were never sustained. Due consideration 
, being given to the operative risk with an arteriosclerotic subject. 
Dr. Strauss and Dr. Gould concurred that the indications were 


in favour of prefrontal leucotomy. 

At the Atkinson Morley Hospital her blood pressure was 
observed closely for three weeks. At its most favoirrable it 
was of the order 170/100. It was usually considerably higher 
and there were frequent hypertensive ^tiacks associated with 
intense headache, with the blood pressure as high as 260/160. 
Dr. Gerald Parsons-Smith reported ; “ This patient has severe 
arteriosclerosis with hypertensive heart disease 
tension is at present in a labile stage and has not become fixed 
at the high figures of 260/160, which will eventually become 
*e position Examination of the fundi confirms the severe 
changes . Clinically there was slight c^iac 
enlargement and an accentuated aortic second sound. There 


was no papilloedema, but the retinal haemorrhage was still 
visible. The blood urea was 28 mg. per 100 ml. All other 
relevant special investigations yielded insignificant results. 

From the mental standpoint she was profoundly tense and 
depressed and moderately retarded. She made one suicidal 
gesture in the ward and was constantly on full precautions. 
Sleep and appetite were poor. There was little self-reproach, 
and she was not deluded. Her recent memory, as might have 
been expected, was patchy, but on the whole there was nothing 
to indicate organic cerebral deterioration. 

Treatments which had proved unavailing at various hospitals 
included pethidine, nicotinic acid, oestrin preparations, vene- 
section, strong sedation, psychotherapy, and E.C.T. Sympath- 
ectomy had been considered to be contraindicated. Dr. Curran 
agreed that leucotomy should be recommended, and the risks 
were explained to her husband. Mr. Wylie McKissock gener- 
ously undertook to perform the operation, and bilateral pre- 
frontal leucotomy was performed on October 29, 1947, the 
approach being that described elsewhere (McKissock, 1943). 
Very severe arterial haemorrhage occurred on the left side, 
but eventually the flow was controlled with a tantalum clip.' 

Post-operative History 

The patient’s general condition in the immediate post- 
operative phase, while never critical, gave rise to concern 
for about two days. Her pulse remained regular and the 
blood pressure, after the initial shock, fluctuated slightly 
around 140/80. She was incontinent for about a week, and 
from the mental standpoint she was free from tension and 
depression, but was confused and disorientated. After three 
weeks she was out of bed, but still apt to be confused and to 
confabulate. She was cheerful, greedy, fatuous, and anergic, 
and was inclined, even more than most post-leucotomy patients, 
to huddle round the fire and radiators. On one occasion a 
syncopal (not epileptiform) attack occurred, and in this her 
blood pressure fell to 80/40. A haemoglobin level' of 70%, 
which responded to iron treatment, may have, been contribu- 
tory. Two months after the operation her behaviour was 
greatly improved and she was noted as being cheerful, sociable, 
and helpful in the ward. Her witticisms were not always fully 
apt and, with a set occupational task, she proved incapable of 
long-sustained attention. She was eating and sleeping well and 
gaining weight. 

The next six weeks were spent at Roffey Park Rehabilitation 
Centre, where, in such a favourable environment, she con- 
tinued to improve, especially from the occupational stand- 
point. Frequently recorded blood-pressure readings were 
always between 160/90 and 140/80. On one occasion an 
epileptiform attack occurred and subsequently she received a 
1-gr. (65-mg.) tablet of phenobarbitone twice a day. 

Since that time the patient and her husband have been seen 
about every two months, the last attendance being 16 months 
after the operation. Tlie following are summaries of the 
findings. 

1. There, have been no headaches worthy of note. 

2. The prevailing mood is cheerful and she has been virtu- 
ally free from tension or depression. The personality changes, 
as betrayed by occasional outspoken remarks or carefree 
domestic attitudes and slight limitation of foresight, are scarcely 
evident as such to the family. She works harder than many 
and the home is well run. This contrasts with her almost total 
social and domestic incapacity during her illness. 

3. She has had three attacks of (almost certainly) minor 
epilepsy related to inconsistent taking of phenobarbitone. The 
last attack -was in April, 1948. 

4. Precipitancy and occasional enuresis have occurred, but 
there has been no enuresis in the last two months. 

5. She has continued to gain weight — from about 8 st. to 
12 St. (50.8 to 76.2 kg.) — since the operation. Her friends and 
family claim to like her “comfortable figure,’’ but she is 
definitely obese. 

. 6. The menstrual periods have ceased entirely ■ since the 
operation. 
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7. The mosV striking change is that the blood pressure has 
alivays been within the range 160/ iOO to 140/95. There has 
been no tendency for it to rise month by month. 

8. She svas re-e.xamined by Dr. Parsons-Smith IS months 
after the operation. He states: “There has been quite a 
remarkable change in this patient’s general medical condition 
since I saw her in 1947. Recently she has had no symptoms 
referable to her cardiovascular state, which is all the more 
striking since she has gained 4 st. (25.4 kg.) in weight. She 
still has well-marked arteriosclerotic changes, but the fundus 
is free from e.sudaies and haemonhage and there is no papill- 
oedema. . . .” The apex beat was in the fifth space in the 
same position as before, 41 in. (11.4 cm.) from the mid-sternal 
tine, but there were no other abnormal physical signs. 

9. Special Inveuigalions (January, I949. 15 months after 
operation). — Electrocardiography : — Unfortunately no pre- 
operative record was available for comparison. Taking this 
into account, the record at this time was not significantly 
abnormal. Electroencephalography : — “The E.E.G. recorded 
on this date was very abnormal. The tips of both frontal 
lobes showed fiat records, but elsewhere irregular slow waves 
were seen in all leads. These were occasionally organized into 
short rhythms characteristic of epileptic discharges." The 
blood urea was 25 mg. per 100 ml. A radiograph of the chest 
confirmed slight cardiac enlargement, hut there was no change 
from the pre-operative picture. 


a raised blood pressure, existed before the operation, and 
where this tension is relaxed afterwards, there is.a general 
tendency for the post-operative readings to remain at sig- 
nificantly lower levels. The tendency for the blood pres- 
sure to fail to reach the previous high peaks after leucotomy 
is best seen in frankly hypertensive patients ; Freeman and 
Waits U942) have described two such cases. Both of these 
women were suffering • from agitated depression, and the 
relevant facts were: 



B.P. Before Leucotomy 

B.P. After Leucotomy 

Case A (aged 59> 
Case B (aged 66) 

Aroimd 2IU)/il0 

l90a05-t95/U0 foUow-up)'' 

130/70-155/80 m hospital, and round 
195/75 with full activity 


The findings in both these cases are comparable with but 
less pronounced than those in the case reported above. 

Three theoretical possibilities suggest themselves as ex- 
planations for the sustained reduction and the increased 
stability of blood pressure : 

(a) Decreased physical activity after operation. This is not 
borne out by our patient, whose pre-operative readings were 
taken in bed. 


10. Mrs. Petrie, reassessing the patient eight months after 
the operation, reported the l.Q. as 109 (Wechsler-Bellevue scale). 
The gain of 10 points over the pre-operative level was largely 
a measure of increased co-operation. 

11. Die tendency to improve since the, leucotomy still seems 
to be operative. 

Disenssian 

There can be little doubt that without the operation the 
patient was faced with a future of almost constant suffer- 
ing until death occurred from suicide or cardiovascular 
complications. The price which has been paid in personality 
change is familiar in quality but small in degree ; progres- 
sive hypertensive changes would probably have affected the 
personality more adversely. 

The final cessation of the menstrual periods and the 
obesity (greater than one might have a right to expect in 
terms of energy output and food intake) point to endocrine ' 
or metabolic changes, about the exact- nature of which we 
can only speculate. The craving for heat, which we have 
observed more than once after leucotomy, is interesting. It 
has seemed to us to have a more fundamental basis than 
mere anergia or hedonism, and, clinically, hypothyroidism 
has not been indicated. The fact that in monkeys increased 
beat loss has been shown to follow experimental ablation 
of area 13 is worth noting (Livingston, Fulton, e/ ai, 
1948), It is thought that this may possibly be due to 
reduction in the amount of peripheral sympathetic acti- 
vity : in this context it is interesting to note that, in spite 
of fuU precautions, our patient developed a bedsore on one 
buttock after the operation. This has occurred in no other 
leucotomy patient in our experience. 

The main interest in this case, however, attaches to the 
fall and the greatly increased stability of the blood pressure. 
Abrupt changes in blood pressure are commonly observed 
during the operation, and Freeman and Watts (1942) write: 

On a number of occasions we have observed a precipitate 
drop in the blood pressure following incision of the sub- 
cortical white matter on one side and then an almost equally 
abrupt eievarion, sometimes amounting to as much as 60 or 
SO points, as the other side was operated upon.” 

In the majority of patients there is little permaaeot dif- 
ference between the blood-pressure readings after opera- 
tion and those recorded during the illness. Where how- 
ever, a high degree of nervous tension, in associaffon with 


(b) That the changes are-due to interference with localized 
anatomical areas particularly concerned with automatic func- 
tion. Evidence, largely inspired by the work of Fulton in 
America, points particularly to area 13, and to a less extent' 
to area 14 (Stanley and Jaynes, 1949) on the orbital surface of 
the frontal lobe ; the rostral part of the cingulate gyms (area 24) 
is also suspect. While these areas are usually avoided in the 
performance of prefrontal leucotomy they have at times been 
involved. 

Smith (1945), in stimulating the rostral part of the cingulate 
gyrus in monkeys, produced, among other changes, a significant 
rise in blood pressure without alteration in the cardiac rate. 

■ Ward (1948) described personality changes in the monkey after 
ablation of this area, and these changes are in some ways 
comparable to those which may be seen in man after leuco- 
tomy. Attention, however, has centred mainly on the orbital 
surface of the frontal lobe. 

Changes in blood pressure (usually a rise), together with 
inhibition of respiration and decrease in gastric tonus, have 
been- produced in animals by stimulating an area near the 
olfactory tract (Bailey and Sweet, 1940; Delgado and Living- 
ston, 1948). In the monkey the blood-pressure responses ate 

■ still operative if the vagi are cut and adrenals removed (Living- 
ston, Fulton, et ai., 1948), More recently experiments have 
been «rried out (Livingston, Chapman, and Livingston, 1948) 
in which, under moderate thiopentone anaesthesia, the orbital 
surfaces of leucotomy patients were stimulated before the opera- 
tion. A gradual but consistent and significant rise in blood 
pressure followed stimulation, and it was shown that this was 
not causally related to the inhibition of respiration, which also 
occurred. 

It is worth noting that in our patient none of the hyperactivity 
described in monkeys in relation to lesions of area 13 was seen 
(Uvingston, Fulton, et ah, )94S: Ruch and Shenkin, 1943); 
hypeiphagia, however, was certainly evident at first. The whole 
issue is of course obscured by our inexact knowledge of the 
extent of the lesion ; in view of the haemorrhage this may have 
been considerable. 

(c) The third approach assumes a close relationship between 
the mental tension and the raised blood pressure, so that a 
decreas^n the one is accompanied pari passu by a fall in the 
other. T^is seems probable on general grounds and in view of 
me fail in blood pressure sometimes seen after patients who 
are both hypertensive and depressed have received electric 
convulsion treatment In our present state of knowledge we ' 

!u whether to think in terms of pressor 

the wo'^^ thalamo-fromal radiations, or a combination of 
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In the selection of the small group of similar cases 
which might be helped by leucotomy the following criteria 
are suggested tentatively: (1) The mental state should be 
such as to call for leucotomy irrespective of the hyper- 
tension, and the mental tension should be pathologically 
high. (2) Every reasonable form of alternative treatment 
should have been tried without sustained response. (3) The 
outlook without leucotomy should be bad enough to make 
all concerned prepared to face a considerable operative 
risk, (4) Intellectual deterioration should be negligible. 
(5) The hypertension should be labile, as determined, if 
necessary, by the intravenous injection of sodium amytal. 
■The arteries should preferably be in a healthier state than 
in the above case and there should never have been any 
indication of heart failure. (6) The renal function should be 
completely satisfactory. 


Summary 

A case is reported of prefrontal leucotomy performed on 
a hypertensive patient suffering from severe and intractable 
depression, the onset of which was associated with the 
climacteric. 

Blood-pressure readings previously ranging between 170/100 
and 260/160 have over the 16 months since the operation 
remained stabilized between 140/95 and 160/100, A retinal 
haemorrhage seen before the operation is no longer evident. 

Possible explanations for these findings and for others which 
may be related to autonomic functions are discussed. 

The disappearance of symptoms and the very great improve- 
ment in the domestic situation are considered to outweigh the 
personality changes and other complications. 

Suggestions are made concerning the indications for perform- 
ing prefrontal leucotomy where hypertension is one of the 
factors. 

I am indebted to all those mentioned in the text for their help, 
and more particularly to Dr. Desmond Curran for criticism and 
encouragement and to Dr. Hazel Liddell for the use of her original 
notes on the case. 
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Speaking at a conference on home helps recently. Dr. Peters, 
Deputy Chief Medical Officer, Department of Health for Scot- 
land, said that though the hospital and specialist services inight 
be the most costly and the most spectacular part of the National 
Health Service a great deal of its work would be stultified if it 
could not be followed by continued care in the home. Socio- 
medical services were of the utmost value in helping to keep 
the family together and preventing it from being broken up, as 
it so often could be, by the sickness or disability of one of the 
parents or bread-winners. The home help should be looked 
on as a member of a team, along with the family doctor, the 
health visitor and the district nurse, which could do a great deal 
towards alleviating suffering and anxiety. She was not a nurse, 
although occasionally her duties might have to extend to some 
personal attention, but she was a trained member of a team of 
social workers whose job it was to help and strengthen the 
home. Sonae authorities were already reporting remarkable 
success in their efforts, to supply home helps. The home-help 
arrangements could be one of the most important and most 
rewarding parts of the whole National Health Service. 


Medical Memorandum 


A Shot -filled Appendix 

Many cases of appendicitis have been found to contain 
lead shot inside the lumen of the appendix ; usually two. 
three, or four pieces are discovered. The following case 
is unusual because of the large number of shot found. 

» 

Case Report 

The patient, an unmarried woman aged 52, had a three- 
months history of vague abdominal symptoms which were 
becoming progressively worse. These symptoms consisted of 
pain in the epigastrium and in the right lower quadrant of 
the abdomen, flatulence, attacks of nausea, and, very occasion- 
ally, vomiting. The pain was in no way related to meals. 
There was no loss of weight and there had been no previous 
similar history. Associated with the abdominal symptoms was 




Appendix after removal 


a history of occipital headaches and pains in the neck and 
shoulders for about the same length of time. 

Clinical examination revealed a well-built patient with a 
marked absence of signs except for tenderness in the epigastrium 
and right iliac fossa, in neither of which was it very severe. In 
view of her age and the vagueness of the symptoms and signs 
a cholecystographic and barium meal examination was made. 

The radiological report (Dr. S. Cochrane Shanks) stated: 
“ The cholecystograra was normal, the stomach and duodenum 
showed a coarse mucosal pattern consistent with a gastro- 
duodenitis, but, there was no sign of actual ulceration. The 
appendix was very long, and was filled in its distal half with 
what appeared to be lead shot. There was tenderness over the 
appendicular shadow. Doubtless the length of the appendix 
had something to do with the stasis in the distal half." 

The case was referred to a consulting surgeon, Mr. Michael 3. 
Smyth, F.R.C.S., who performed a laparotomy, with a para- 
median incision extending from the umbilicus downwards. No 
abnormality was found except that the appendix was distended 
and bulbous, and was removed. The patient made a rapid and 
uneventful recovery, all her symptoms, including the head and 
neck pains, having disappeared. 

A pathological examination of the appendix was made by 
Dr. E. Cuthbert Dukes, who , reported as follows : “ The 
appendix was enlarged and its wall was thickened. Its 
interior was packed with more than 60 small lead shots. No 
other abnormality was seen. Microscopical examination showed 
only a slight increase in fibrous tissue in the submucosa. In 
all other respects the histology was normal.” (See photograph.) 

It was later discovered that the patient often ate game, her 
brother being a first-class shot. q M.B., B.Ch. 
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SIGHT iVND SN.VKES 

l^isuaJ Development. By I. H. Prince, F.R.M.S., F.B.O.A. 

Volume I. Foreword by Professor H. Hariridge, F.R.S. 

iPp. 418; 182 illustrations. £2 10s.) Edinburgh: E. and 

S. Livingstone. 1949. 

Sisht, Light and Efficiency. By H- C. Weston, F.LE.S. 

(Pp. 318; 132 illustrations. £2 2s.) London: H. K. Lewis 

and Co. 1949. 

■Mr. J. H, Prince has travelled fifty thousand miles around 
and about the Antipodes collecting and examining animals 
of all types and descriptions, observing them in their 
natural habitats, watching what they do and do not do, 
looking into their eyes during life and sectioning them 
after death, seeking out naturalists, scientists, and just 
ordinary plain folk — anyone, in fact, who had information 
to impart. He has examined, watched, and listened to 
some purpose, and, what is still more important, his 
observations and deductions make fascinating reading. 

With a verve which I hope will take him another fifty 
thousand mites he tells us in a few pages ail there is to 
know about the development of vision and colour vision, 
visual imagery, and visual perceptions — the whole story 
of the evolution of the visual sense from its inception in 
light-sensitive cells to its fullest development in birds and 
the higher mammals. He tells how 3,000,000.000 years ago 
organic solutions reacted to light, 1,000,000,000 years ago 
unicellular organisms did likewise, 1,200,000,000 years 
ago amoebae developed primitive eye-spots, 550,000,000 
years ago light recognition appeared, and 150,000,000 years 
ago cephalopods ultimately developed useful eyes ; bow 
dark-adaptation followed a flight for safety from predatory 
enemies to the abyss of the ocean, how the perception of 
the third dimension arose from the need to pierce the 
camouflage adopted by animals of shading into their 
environment, and the colour sense from the development 
of camouflage by colour. All kinds of knowledge is gained 
by the way, from how best to use a microscope and take 
photographs, through a mine of information (most of which 
1 did not know before) on the shape of the pupil in 
hundreds of species and the appearance of the fundus — 
illustrated by beautiful paintings — of almost as many, to 
a discussion of the best way to restrain a snake or a lion 
when you examine its eyes. 

There is plenty of excitement, too — for instance, an 
diustration of the danger of getting anaesthetized first if 
you give an anaesthetic to a buffalo to examine its fundus. 
The greatest thrill is the tiger-snake. Prince guillotined it 
so that he could look at its fundus without anxiety, but 
when he approached the severed head the jaws opened — 
apparently it still could see. The headless body dis- 
appeared out of the room, moving along with its severed 
neck raised until it was swallowed by another snake, and 
even then the headless snake struggled until the .last inch 
of its tail had disappeared into the other’s mouth. 

Some of the theories advanced with such care-free 
assurance are to be viewed with caution (as that rods are 
developed from cones or that red and blue-green were the 
first colours to be appreciated), but Mr. Prince is a born 
observer, and observations— -many of them original— are 
here in plenty. It is to be hoped he will soon set out 
on his travels again and let us have the pleasure of reading 
the second volume which he promises. 

Sight, Light and Efficiency reminds us that the manv 
problems of lighting, visual efficiency, and the care of the 


eyes at work arc of interest to a wide circle. They concern 
not only the oculist, the industrial medical officer, the 
illuminating engineer, and the personnel representatives 
on industrial staffs, but also the industrialist or works 
manager, the foreman, and the worker, whose interests lie 
in the efficiency, safety, and comfort of industrial plants 
or offices. These problems have been somewhat neglected 
by British industry as a whole, and there is no doubt that 
if there were a wider realization of the benefits which almost 
invariably accrue from scientific illumination and adequate 
visual hygiene the dividends paid in increased production 
and improved morale at work-places would surprise most 
people who have not made a special study of these matters 
It is no easy task to present the results of the great 
amount of technical research which has been directed to 
these problems, largely in this country and America, so 
that they are comprehensible to a varied and wide audience, 
the most important part of which is non-technical. In 
this Mr. Weston, whose original contributions to the subject 
are w-ell known, has succeeded to a surprising degree. No- 
where else in this country will the case for visual efficiency 
and safety be found so well and authoritatively advanced 
The sense is admirably conveyed throughout by profuse 
illustrations and diagrams, many of which reveal more than 
usual originality. It is to be hoped that the book will 
enjoy a wide distribution, for it cannot fail to exercise 
an influence for good in a field which is too frequently 
neglected, and at a time when industrial efficiency and the 
maintenance of a high morale is of paramount importance 
in the national interest 

Stewart Duke-Elder 


A REVIEW OF H.SJEMOLYSIS 

Hemolysis and Delated Phenomena. By Eric Ponder. 

(Pp. 398 ; 69 illustrations. S6.00 or £2 10s.) New York: 

Grune and Stratton. London : J. and A. Churchill. 1948. 

Here is a monograph of outstanding interest, particularly 
to the haematologist and the bio-physicist. No one is 
more competent than its author to present a critical review 
of the subject. He has made an authoritative and thought- 
provoking contribution to the complex and baffling series 
of problems of haemolytic phenomena in relation to the 
mammalian red cell. Dr. Ponder says that he has not 
set out to provide a compendium or source-book on the 
subject, but rather to act as a guide to those interested 
in the fundamentals of haemolytic phenomena. 

In the first two chapters he considers shape changes in 
the red ceU, with or without alterations in its volume. There 
is a full discussion of mammalian red cells, the disk-sphere 
transformation, various obscure phenomena, and atypical 
forms of mammalian red cells. Then follows a discussion 
on the measurement of red-cell volume, the principles and 
practical details of the different methods used, the effects 
of hypotonic media with their osmotic discrepancies, meta- 
stable states of the mammalian red cell, fragility measure- 
ments, and the factors influencing the rate of volume 
change. 

Chapter four describes the cytochemistry and archi- 
tecture of the red cell, including a consideration of (he 
reversible sickling phenomenon and its bearing on the 
problem of red-cell structure, changes in the physical and 
chemical properties in disease, and cell inclusions. 

In connexion with the kinetics of haemolysis, the author 
discusses the formal kinetics, with percentage haemolysis' 
curves, and the technical procedure and analyses of these 
cuiwes. This is followed by a consideration of the events 
leading up to, accompanying, and following haemolysis. 

o 
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prolytic ion exchanges, prolytic volume changes, and the 
spot-wise action of lysins. An interpretation is given of 
evidence derived from various measurements — for example, 
fading time, impedance of 'haemolysed cells, and electro- 
phoresis. The measurement of inhibition and acceleration 
of haemolysis (chapter six) under different influences and 
conditions indicates some of the properties of complex 
haemolytic systems. The final chapter is concerned with 
haemolysis in vivo, in which many problems "are posed 
fpr elucidation. 

This monograph will not appeal to many readers, but it 
is an essential addition to the library of the serious worker 
in this subject. The book is full of information and most 
valuable critical discussions of techniques, old and new 
theories, and mathematical, biochemical, and biophysical 
considerations of the haemolytic phenomenon. 

John F. Wilkinson. 

VARICOSE VEINS 

Varicose Veins. By R. Rowden Foote. (Pp. 226 ; 205 

illustrations and 3 coloured plates. £1 i2s. 6d.) London: 

Butlerworth and Co. 1949. 

The author has discussed adequately a very difficult subject, 
and a study of this book will well repay the time spent. 
The advice given on this ever-controversial topic is sound 
and orthodox, and the steps of treatment are lucidly 
described. The author, in my own opinion, belongs to 
the correct school, in that he endeavours to achieve a 
good thrombosis of the entire system of varicosities by a 
combination of ligation and thorough injection. 

It is hard to confine the discussion to varicose veins 
alone, and the author has dealt with deep thrombosis of 
the leg veins in addition. In this section enough weight 
has possibly not been given to the value of femoral vein 
ligation, both during the active phase and later when 
complications are appearing in the lower leg. Certainly 
the dismissal of Leriche’s method of lumbar ganglionic 
injection would not be shared by those who have witnessed 
the dramatic response to this simple measure. 

The book is adequately illustrated, but some of the 
photographs are poor and could be improved and wrongly 
placed incisions marked plainly on the legs. Mistakes are 
few— equinfcius (p. 186); and Leahy’s swabs (p. 94), 
though small things, are Lahey’s own. In the excellent 
photograph of an arterio-venous aneurysm (p. 49) the 
increased length of the leg is not commented upon. The 
historical chapter is excellent, but one looks in vain for the 
eccentric Baynton who did so much for varicose ulceration. 

A. Dickson Wright. 


British doctors have a characteristic fondness for old hospitals, 
old prescriptions, old sighs, and old jokes, and the fifth edition of 
Round the Fountain (pp. 243; 4s.; London: St. Bartholomew’s 
Hospital Journal, 1949) should satisfy all four weaknepes. It is 
a collection of excerpts from the St. Barthotumew’s Hospital Journal 
from 1893 to this year. Some of the material has been published in 
previous ediuons, and the best of the last 22 years has been added. 
Ban’s seems to produce poets rather than prose’writers, vvhich is un- 
fortunate, as the general standard of the articles is superior to that of 
the verse. A few passages have the laboured construction of old pieces 
from Punch, but most of the book reads freshly and entertainingly. 
It is also something of a social-history book, occasionally throwing 
light on the spacious and more leisured days earlier in the century — 
for instance, in a serious discussion by a houseman on dressers there 
is reference to those who “ could not ... be deterred from taking 
off their hats to me in the Square . . . and who would invite me to 
dine at their clubs.” All students should read " The Keen Man,” 
and every newly qualified resident would profit from the jiaper on 
' •' Housemaniasis.” The book is not sufficiently parochial to exclude 
"raduates of other hospitals from its enjoyment; Bart's men, of 
course, will skip through all the pages with delight. 

O 


Brntsu 

MEOlCAt Joumcal 


BOOKS RECEIVED 

Revietv is not precluded by notice here of books recently received 


T/ie Proceedings of the Ninth International Congress on Industrial 
Medicine. (Pp. 1,090. 60s.) Bristol: John Wright. 1949. 

Soviet Genetics and World Science. By J. Huxley, D.Sc,, F.R.S. 
(Pp. 245. 8s. fid.) London: Chatto and Windus. 1949. 

The Diagnosis and Treatment of Adrenal Insufficiency. By 
G. W. Thorn, M.D., and others. (Pp. 171. 40s.) Oxford: Black- 
well Scientific Publications. 1949. 

Urological Aspects of Spinal Cord Injuries. By G. C. Prather, 
M.D. (Pp. 146. 27s.) Oxford : Blackwell Scientific Publications. 
1949. 

Diagnosis and Therapy of Gynecological Endocrine Disorders. 
By C. L. Buxton, M.D., and E. T. Engle, Ph.D. (Pp. 62. I4s. 6d.) 
Oxford : Blackwell Scientific Publications. 1949. 

The Neuroanatoniic Basis of Surgery of the. Autonomic Nervous 
System. By A, Kuntz, Ph.D., M.D. (Pp. 83. 16s. fid.) Oxford: 
Blackwell Scientific Publications. 1949. 

The Rationalist Annual, tc/jo. Edited by F. Watts (Pp. 100. 
Cloth cover, 4s. 6d.; paper cover, 2s. fid.) London; Watts. 1950. 

Clinical Radiation Therapy. By 1. 1. Kaplan, M.D., F.A.C.R. 
2nd ed. (Pp. 844. 110s.) London: Cassell. 1949. 

Chemical Constitution and Biological Activity. By W. A. Sexton, 
B.Sc., F.R.I.C. Foreword by A. R. Todd, D.Sc., F.R.S. (Pp. 412. 
55s.) London: Spon. 1949. 

Selective Toxicity and Antibiotics, No. j. (Pp. 372. 35s.) 

Cambric'"'’: The University Press. 1949. 

Tuberculosis. By 3. B. McDougall, C.B.E., F.R.C.P.Ed. (Pp. 447. 
32s. fid.) Edinburgh: Livingstone. 1949. 

The Pocket Prescribes and Guide to Prescription Writing 
By D. M. Macdonald, M.D., F.R.C.P.Ed. Revised by A. G. Cruick- 
shank, F.R.C.P.Ed. 14ih ed. (Pp. 275. 4s. fid.) Edinburgh: 

Livingstone. 1949. 

Hoiv Your Body Works. By G. H. Bourne, D.Sc., D.Phil. 
(Pp. 228. 12s. fid.) London : Sigma Books. 1949. 

Lord Lister. His Life and Doctrine. By D. Guthrie. (Pp. 128. 
I5s.) Edinburgh: Livingstone. 1949. 

The Radcliffe Infirmary Handbook. (Pp 150. No price.) 
Oxford: University Press. 1949. 

Home-made Sweets. By N. Heaton. (Pp, 123. 6s.) London: 
Faber. 1949. 

Colours and How We See Them, By H. Hartridge, M.R.C.P., 
F.R.S. (Pp. 158. 15s.) London: Bell, 1949. 

Law Relating to Hospitals and Kindred Institutions. By S. R. 
Speller, LL.B. 2nd ed. (Pp. 587. 42s.) London: Lewis. 1949. 

Isotopic Tracers and Nuclear Radiations with Applications to 
Biology and Medicine. By W. E. Siri, (Pp. 653. 106s. fid.) 

New York, Toronto, London: McGraw-Hill Book Company. 1949.' 

A Short History of Physiology. By K. J, Franklin, DiM., F.R.C.P. 
2nd ed. (Pp. 147. 10s. fid.) London and New York: Staples. 1949. 

The Development of Gynaecological Surgery and Instruments. 
By J. 'V. Ricci, M.D. (Pp. 594. S12.) Philadelphia and Toronto: 
The Blakiston Company. 1949. 

Physio-Pathologie de I’Acide Oxalique chez I’Homme. By J. 
Khouri. (Pp. 120. No price.) Paris: Masson. 1948. 

Pockeu and Pockenschutzimpfung. By M. Kaiser. (Pp. 207. 
S3.80.) Vienna: Springer. 1949. 

Bronguitis Cronicas. By D. A. M. Barfaero. (Pp. 89. No price.) 
Barcelona : Ediciones Byp. 1949. 


Dec. 24, 1949 ' SENSE AND INSTABILITY 


Bjurnsa 

MEDICM. JoUHNAi. 


1457 


BRITISH MEDICAL JOURNAL 

LONDON 

SATURDAY DECEMBER 24 1949 


SENSE AND INSTABILITY 
In the opening pages of this week’s ]ourna\, published 
the day before Christmas, Dr. Russell Brain takes us 
away from the chief preoccupation of the medical man. 
and a medical journal. No mean poet himself, be fol- 
lows in the line of many learned physicians of the past 
in his interest in literature. In the brief “ case histories ” 
he records so well he illustrates his chosen theme of 
mental instability and literary genius. The world would 
seem to be reasonably well supplied with neurotics and 
psychopaths. Some of them have a brief burst of pub- 
licity in the columns of the sensational press ; most of 
them suffer in obscurity and perpie.x only their relations 
and their doctors. But when a genius such as William 
Blake says he has spoken with Elijah in the field, the 
question is quickly asked whether this unusual mani- 
festation is causally linked to his creative ability. The 
question has been asked about Danvin, and about 
Newton, whose eccentricities lapsed into near-madness 
when he accused John Locke of seeking to embroil him 
with women. Whether in science, in painting, in music, 
or in literature, one has not to look far for examples of 
what we commonly call abnormal behaviour. 

Dr. Brain’s list of psychopathic authors is at first 
sight formidable, and all the more so because it sup- 
ports the popular impression that genius in writers is 
a near neighbour to madness, or even an inseparable 
companion. We are wary of having our preconceptions 
confirmed only by a list of cases that support them, but 
Dr. Brain cautiously concludes that “more than one 
process which the psychiatrist caUs pathological may 
be an essential element in the virtues of genius — and 
perhaps of the rest of us.” On the other hand, many 
great writers could be cited who never seem to have 
crossed the forbidden frontier. Yet we are left uneasily 
asking. How many ? Since the limits of both genius and ■ 
mental instability can be defined only arbitrarily, the 
question is likely to be left unanswered, and Dr. Brain 
poses it in another form; “Is normality more than a 
statistical myth ? ” 

The common man, whose century this is supposed 
to be, would probably answer yes, for the idea of nor- 
mality is certainly a popular myth and one of fairly 
recent evolution. It has been, nurtured by the work of 
administrators and scientists, men who must abstract 


from a mass of data some general principle that can 
guide their actions when they set to work on the people 
or materials concerned. Since science and administra- 
tion have come to penetrate every craimy of the citizen’s 
life, their abstractions have crept into his mind and 
reappeared as beliefs. The arithmetical mean shines 
forth as normality. Common sense allows the normal 
to vary withim limits on either side of the average, but 
for human conducts sets limits that alter in accordance 
with social circumstances. The limits of normality. like 
the average, are a myth founded on an arithmetical 
abstraction — the standard deviation. 

Yet it must be admitted that, even if mental normality 
is a “ statistical myth,” writers themselves, in the words 
of Harold Nicolson,' “are largely to blame if the 
general public regard them as unbalanced.” Citing 
Plato, Burton, Shakespeare, Dryden, Macaulay, and 
Lamartine as authorities for this “distressing theory,” 
he pleaded that it is more a legend than a true account 
of the facts. Burton put his own opinion beyond doubt 
in the words, “ All poets are mad ” ; and Baudelaire 
confirmed it when he recorded in his notebook, “ J’ai 
culiive mon hysteric avec jouissance et terreur,” Since 
both these writers were at limes mentally deranged, it 
is doubtful how general among men of genius their 
experiences were. We might cite ini defence the work 
of Terman and his colleagues" in California. Since 1922 
they have followed the development of a group of people 
with great intellectual gifts, and found that the mortality 
and insanity rates of the group are lower than those for 
the corresponding age groups in the general population. 
The divorce rate is also lower, and the delinquency rate 
is very low. But though men of genius are usually 
highly intelligent the converse is obviously not true, and 
the Californian group do not display genius as the word 
is used here. We .cannot infer that, because the men dis- 
cussed by Russell Brain reveal some gifts greater in 
degree than the selected Californians, they are a com- 
parable group and should therefore have lower rates of 
insanity and so on. For their work enshrines an extra- 
ordinary creativeness that must be accompanied by gifts 
not found in men who are merely highly intelligent 

Dr. Brain concludes that there is a quantitative 
factor worth considering, and we may admit that, with- 
out designating them insane, most writers of genius have 
a greater range of variation in their personality than 
the common reader. More daring than most in their 
exploration of the richness of humanity, they have felt 
more keenly its glory and its guilt The anxieties that 
affiict us all rock tempestuously these most sensitive, 
perceptive, and intelligent of men. Wilfred Trotter’s 
observation that there can be no approach to truth with-- 
out a threat to on e’s personality goes far to e.xplain why 

1 BriJis/i Jourw/, 1947, 2 , 782. 

Approaches to of Eugenics Society. 1947. 
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many writers have found a close alliance between genius 
and madness. Threat to personality was felt acutely 
by that abnormal man and many-sided genius Leonardo 
da Vinci, who wrote that to create he must be solitary: 
“ While you are alone you are entirely your own, and if 
you have one companion you are half ■ your own.” 
It is hard, even for the man of genius, to remain out of 
the herd and at the same time show signs and symptoms 
of behaviour that the herd dubs normal. This anarchic 
tendency of his mind may progress so far that, like 
van Gogh, he may eventually find himself in an asylum 
in the company of other solitaries who. apart from their 
similarity to him in madness, differ completely in the 
commonplace nature of their achievements. It would 
seem that literary and artistic genius flourish in a 
society that is stable and prosperous, and wilt in a 
society that is unstable — another theme, perhaps, for 
Dr. Russell Brain to explore for our entertainment and 
delight. 


A RITUAL OPERATION 

Little is known of the origin of circumcision, despite the 
very considerable literature on the subject.^ At its 
inception the practice seems to have had an essentially 
religious connotation and to have arisen independently 
in the continents of Africa, America', and Australia. 

■ Among the Semitic races it is probable that circum- 
cision started as an act of consecration to the goddess of 
fertility with the object of wirming her favour and thus 
ensuring the birth of children. Circumcision in ancient 
Egypt was certainly not undertaken for hygienic 
reasons, and probably it served as a sanctification of 
. the reproductive faculties and a ceremonial initiation. 
It is likely that the ancient Pharaohs were circumcised, 
tlie circumcised state being a necessary qualification for 
the priesthood. It is reported that Pythagoras had him- 
self circumcised while in Egypt so that he might.be 
fully initiated into the esoteric religious rites of the Egyp- 
tians. Among others, notably the American Indians, 
circumcision was mainly adopted as an alternative to 
human sacrifice. Although circumcision is widespread 
’ in Moslem communities the Koran contains no specific 
ordinance on this subject. Mohammed is said to have 
been bom without a prepuce, and the possession of a 
foreskin was regarded as a disgrace amongst the Arabs. 
It is reported that after one of the Prophet’s battles a 
slain Thaqafite tribesman was found uncircumcised, and 
great pains were taken to prove that he was a Christian 
and not truly a member of the tribe. In- Arab com- 
munities the operation is performed with scissors, a 
razor, or a split reed, and there is a tradition that 
Abraham used an axe and was rebuked for his haste. 

1 Hastings, J., Encvclop^cdla of Religion and Ethics, 1910, vol. 3, Edinburgh, 
a K -nnaway, E. L.. Brit. J. Cancer, 1947, 1, 335. ' 

a Ibid., 19-lS, 2, 177. 


Some of the methods of disposal of the foreskin are 
more a matter for interest than emulation. The Levites 
during the Exodus piled their foreskins in the wilderness 
and covered them with earth ; in parts of West Africa, 
where the operation is performed at about 8 years 
of age, the prepuce is dipped in brandy and eaten by the 
patient ;'in other districts the operator is enjoined to 
consume the fruits of his handiwork, and yet a further 
practice, in Madagascar, is to wrap the operation speci- 
men in a banana leaf and feed it to a calf. In happy 
contrast to some of these macabre practices is the habit 
of the Bani Chams in Australia, who merely perform a 
mock ceremony with a wooden knife and leave their 
victims unscathed. 

In Britain, while the practice of circumcision is wide- 
spread, there are rather different reasons for its perform- 
ance, and. though exact figures are difficult to obtain, 
it would seem that more than half the male members of 
the population are circumcised. Many doctors have for 
long rebelled against the wholesale and somewhat primi- 
tive lopping of the infant foreskin which goes on in some 
out-patient departments and surgeries. On these occa- 
sions the technique of the operation is frequently deplor- 
able ; sacrifice of skin is often too generous, and atten- 
dant damage to the glans penis or fraenum is not un- 
known. If these criticisms are valid then it may well 
be asked why large numbers of doctors permit and 
encourage a practice which so savours of the barbaric. 
Religious considerations apart, it is not easy to fimd a 
rational argument for circumcision in most cases, aijd 
the operation is more often performed because it is 
de rigueiir in certain districts or a habit in some 
families. 

Dr. Douglas Gairdner’s valuable study, “ The Fate of 
the Foreskin,” which appears at page 1433 in this issue, 
will, we believe, make many readers pause for reflection. 
Though medical opinion about circumcision may be 
more conservative than it used to be, yet even to-day 
the attitude of the profession in general to the subject 
is too often based upon false ideas of the anatomy and 
physiology of what is a useful cutaneous appendage. Of 
the value of the prepuce in the first two or three years 
of life there is no doubt, for it has an important function 
in covering and protecting the glans penis. Contrary to 
widespread belief, non-retractability, a frequent finding, 
is not synonymous with phimosis. There can be little 
medical justification for routine circumcision of the 
infant, and the operation is only occasionally necessary- 
under the age of 3. After this age operation is indicated 
for cases of non-retractability with true phimosis and 
for those with recurrent preputial inflammation or para- 
phimosis. Circumcision should be limited in extent : the 
fraenal region must not be damaged, and sufficient skin 
must be left to cover the very sensitive corona glaridis. 
Although the operation of dorsal slit is unpopular with 
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some, it is both satisfactory and simple to perform, and 
the ultimate cosmetic result is good. 

Apart from the local reasons for circumcision it is 
argued fay some tliat it will reduce the incidence of 
venereal disease, cancer of the penis, and cancer of the 
cervi.x uteri. The evidence supporting the first of these 
contentions is inconclusive ; the second is established 
beyond doubt ; while the available data on cancer of the 
cervk do not wanant the conclusions which have been 
drawn by some authorities. As Dr. Gairdner points 
out, it is likely that lack of cleanliness is more impor- 
tant than lack of circumcision in the case of venereal 
diseases and cancer of the penis. If the latter was not 
a very uncommon disease in this country it alone might 
provide justification for widespread emulation of the 
Jewish custom. The Mosaic law enjoins the practice 
of circumcision on the eighth day, and it appears certain 
that this ritual circumcision affords complete protection 
against carcinoma of the penis. Furthermore it has been 
shown that circumcision between the third and four- 
teenth years of life does not give complete protection 
against penile carcinoma.^ In the absence of more con- 
vincing evidence about carcinoma of the cervix it is 
JMcult to ascribe its low incidence in Jewesses to the 
circumcision of their spouses. As Kennaway’ has 
pointed out, the data are inadequate, and the low inci- 
dence in certain other races cannot be explained by the 
practice of circumcision. It seems safe to say that if 
Dir. Gairdner’s recommendations are accepted much 
drcumcisional morbidity and mortality, will be avoided 
and, further, that there is no good reason to fear 
increased incidence of venereal disease or genital cancer 
as a result of this policy. 


RADIOLOGY IN OBSTETRICS 
The technical difficulties of obstetric radiography have 
prevented it from being so generally accepted as radio- 
graphy in such other fields as the diagnosis of fractures 
or of diseases of the chest At this year's Annual Meet- 
ing of the British Medical Association in Harrogate there 
was an interesting discussion in the Section of Obstetrics 
and Gynaecology on radiology in obstetrics, and two 
of the papers contributed to that discussion appear in 
the present issue of the Journal. 

Professor J. Chassar Moir. describing the use of radio- 
graphs for assessing disproportion, begins with a plea 
for closer co-operation between the radiologist and the 
obstetrician. He himself has set the excellent example 
of being his own radiologist, but this happy combina- 
tion is a rare one. since few obstetricians have the apti- 
tude, training, or indeed the time to master the difficult 
and exacting technique of pelvic radiography. Pro- 
fessor Moir is the first to recognize the limitations of 


the method. It can give no more than a mechanistic 
picture of cephaio-pelvic disproportion, and it cannot 
measure such other factors.as the efficiency of the uterine 
muscle or the mouIdabiUty of the foetal head. Never- 
theless, mechanical difficulty remains the commonest 
cause of dystocia, and in skilled hands the radiographic 
method of measuring both the maternal pelvis and the 
foetal skull can achieve an accuracy far superior to any- 
thing that can be achieved by clinical means. There 
are probably two reasons why this method has not 
received universal acceptance as an essential part ol 
obstetrical diagnosis — first because inaccurate measure- 
ment is all too easy in the absence of adequate skill and 
experience, and secondly because equipment for this 
type of radiography has not yet been used sufficiently 
widely for the method to have became a routine diag- 
nostic procedure. Professor Moir makes the point that 
pelvic shape is at least as important as pelvic size, and 
the traditional measurement of the true conjugate may 
be of little value unless the other diameters of the pelvis 
arc taken into account Here radiography is of the 
greatest value, since it is the only means by which an 
accurate measurement can be obtained of the transverse 
diameter of the pelvic brim on by which a true picture 
of the shape of the pelvis can be obtained in the living 
subject Pelvic size and shape, however, must be con- 
sidered in relation to the measurement of the foetal skull 
in assessing disproportion. Most of the recent work on 
pelvic radiography has been concerned with these two 
factors, and many ingenious methods of relating them 
have been described. Professor Moir has devised three 
charts — for the brim, cavity, and outlet — from which an 
impression can be gained about the level at which diffi- 
culty may be expected with different sizes of foetal head. 
By this means he has succeeded not only in predicting 
difficulty in labour but also in indicating the cases in 
which an easy and rapid labour can be confidently 
expected. Ofasteuic radiography has tended to diminish 
rather than to increase the use of caesarean section, since 
in many cases where clinical examination appeared to 
reveal disproportion radiography has shown that, even 
when the pelvis was contracted, va^nal delivery was 
possible because the baby was small. 

Measurement of the maternal pelvis can, on the whole, 
be made with more accuracy than measurement of the 
foetal skull. Dr. S. Josephs, in the second paper on this 
subject, discusses the intrauterine measurement of the 
foetal biparietal diameter. The accuracy of these measure- 
ments was checked after delivery of the child by inde- 
pendent observers who had no knowledge of the previous 
readings. Dr. Josephs does not give details of the actual 
method employed, but the results are impressive. The 
radiological method tended to overestimate the size of 
ffie head by 0.02 in. (0.5 mm.), but in the whole series 
It was found possible to predict the size of the biparietal 
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diameter to within 0.1 in. (2.5 mm.) in 75% of cases and 
to within 0.15 in. (3.75 mm.) in 95% of cases. One 
remarkable result of this investigation was that no growth 
of the biparietal diameter of the foetal skull could be 
detected between 36 weeks and 40 weeks. If this is con- 
firmed it overthrows an opinion which has been generally 
accepted siqce the work of Scammonand Calkins^ in 1929 
indicated that the biparietal diameter of the foetal skull 
mcreases in size at the rate of 0.1 in. per week during 
the last four weeks of pregnancy. If it is true that the 
diameter of the foetal skull does not increase during the 
last four weeks of pregnancy — and confirmation of this 
observation is a matter of great importance — then it 
should be possible by radiological- examination to pre- 
dict the probable course of labour at any time from the 
thirty-sixth week to term. Study of the growth curve 
between 30 and 36 weeks also becomes of greater impor- 
tance ; simple clinical observation shows that the child’s 
head must grow at some time between the thirtieth and 
fortieth weeks. 

Though pelvic radiography ,must be regarded as 
still in an early stage of development, equipment for 
radiographic cephalo-pelvimetry should be provided in 
every maternity unit. The closest possible co-operation 
between the radiologist and the obstetrician is essential 
—ideally each case should be discussed as a diagnostic 
problem, and the results should be available to both. 
Great accuracy in measurement is also necessary, 
and it should be possible for radiographs to be taken 
during the course of labour. Radiographic pelvi- 
metry is chiefly of value in doubtful cases of 
cephalo-pelvic disproportion, but the clinical features of 
the case require careful consideration, since radiology 
can do no more than exclude one important cause of 
dystocia. It would be wise, however, to carry out pelvi- 
metry in every case where caesarean section is contem- 
plated for disproportion, except perhaps in the case of 
obvious gross pelvic contraction, now rarely seen in this 
country. By this means some patients may be selected 
for trial labour and accomplish vaginal delivery who 
would otherwise have been subjected to elective 
caesarean section. One of the results of radiographic 
measurement of the pelvis has been the overthrow of 
many of the traditional ideas of the normal measure- 
ments of the pelvis. Since the time of William Smellie 
it has been assumed that the true conjugate should nor- 
mally measure 4^ in. (10.6 cm.), but recent radiographic 
studies have shown that the normal measurement is 4^ 
to.4J in. (11.3 to 12 cm.). Further, it is now doubtful 
whether the conventional external measurements of the 
pelvis,, the interspinous, intercristal, and external conju- 
gate diameters, have any practical clinical value. In fact 
they may often provb misleading, since a normal pelvis 
often exists with small external measure ments, while the 

1 Growth in llie Period, 1929, MinneapoUs. 


pelvis may be contracted though the external measure- 
ments are normal. Another important fact disclosed by 
radiographic pelvimetry is that dystocia may arise from 
contraction in any plane of the pelvis and not only, as 
was formerly assumed, at the brim or the outlet. Ii 
has also greatly increased understanding of the problems 
raised by outlet contraction. It appears certain thai 
further technical advances will be made and that 
radiography for the detection of cephalo-pelvic dispro- 
portion will become as commonplace to the obstetrician 
as, for example, radiography of the lungs is to the chest 
physician. 


INHIBITION OF AN ENZYME 

Man’s internal environment, his essential saline heritage, 
is preserved mainly by his kidneys. It is a strange evolu- 
tionary paradox that this internal environment, to be pre- 
served within its needful narrow limits, must be constantly 
externalized as a copious protein-free glomerular filtrate, 
most of which is reabsorbed as it flows over the great and 
discriminating surface of the renal tubular epithelium. The 
excretion and selective reabsorption of this internal environ- 
ment is one of the major circulations of the body. Homei 
Smith,' illustrating its magnitude, states that each day the 
energy of the heart and blood pressure pumps out as 
glomerular filtrate 170 litres of fluid, containing nearly 
half a pound (227 g.) of glucose and over three pounds 
(1.36 kg.) of sodium chloride, on to the surface of the 
renal tubular epithelium. As Smith writes, “ Thus heart 
and kidney are literally pitched in constant battle against 
each other — our lives depend on neither one of them ever 
winning out.” The wards of a general hospital are a 
reminder that the battle is ceaseless and that man is indeed 
delicately poised between dropsy and desiccation. 

Among the achievements of the renal tubular epithelium 
in this circulation is its ability to excrete the excess acid 
of man’s usual diet without a corresponding depletion o( 
his stores of body base. R. F. Pitts,'’ reviewing concepts 
of this mechanism, strongly supports Homer Smith’s view' 
that this is accomplished by an exchange between dikal 
tubular cells and distal filtrate of positive hydrogen ions 
for positive sodium ions. The tubular cells, rich in the 
enzyme carbonic anhydrase, excrete the positive hydrogen 
ions from carbonic acid, which is obtained from the dis- 
solved carbon dioxide of the capillary blood and as a pro- 
duct of renal cellular metabolism. The positive hydrogen 
ions are exchanged for the positive sodium ions from the 
fixed base of the distal filtrate, the sodium ions being 
returned to the blood stream as sodium bicarbonate. The 
carbonic anhydrase in the distal tubular cells is an essential 
part of this mechanism, which serves the dual purpose of 
excreting acid and conserving sodium bicarbonate. Inhibi- 
tion of carbonic anhydrase in this cycle might therefore be 
expected to diminish the reabsorption of sodium, forcing 
it out of the body, to promote acidosis by 'diminishing the 

I Lectures on the Kidney, 1943, Kansas. 

s Fed. Proc., (948, 7. 4(8. 

3 The Physiology of the Kidney, 1937, New York. 

Pitts, R. F., and Lotspeich, W. D., Amer. J. Physiol., 194^» 147, 138. 

5 Mona, T., and Keilin, D., l^afure, Lond.% 1940, 146, 164. 

« New Engl. J. Med., 1949, 240, 173. 

^ Lancet, l9A9,\,m. 
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excretion of bydrosen ions, and thus to lessen the acidity 
of the urine. 

This enzyme inhibition has been produced experi- 
mentally by giving sulphanilamide,'* which by virtue of 
Its free sutphonamide group is a specific inhibitor of 
carbonic anhydrase.^ Schwartz* attempted to force a 
therapeutic loss of sodium from the body in congestive 
heart failure by the administration of sulphanilamide and 
obtained a limited success in three patients. His results 
supported the ionic exchange concept and were in accord 
with the predicted biochemical changes. He emphasizes, 
however, that the drug is too toxic for further trials and 
he hopes to find a less toxic compound containing a simi- 
larly effective free sulphonamide group. It is possible 
that a similar enzyme inhibition may be the fundamental 
biochemical lesion in some clinical cases of acidosis. 
Stapleton' recently reported a case of idiopathic renal 
acidosis in a child with severe dehydration, chronic malaise, 
and vomiting. The urine, however, remained alkaline and 
contained sodium bicarbonate despite an abnormally low 
plasma bicarbonate. The biochemical pattern and the 
child’s health were restored when she was sustained by 
protracted administration of alkali. Stapleton suggests that 
in this form of acidosis the biochemical lesion may be 
an inhibition of carbonic anhydrase. These experimental, 
therapeutic, and morbid variations all illustrate a vital part 
of the external circuit of man's internal environment, a 
circuit in which 400 g. of sodium bicarbonate are tenta- 
tively excreted each day, roughly five times the total body 
store of available base.* 


MEDICAL DICnONARIES 
So detailed has the study of medicine become that the 
student taking his final examinations must already have 
mastered the equivalent of a foreign language if he is to 
make his terminology understandable to the examiners. 
Though most medical terms are of Latin or Greek origin, 
many students now have little Latin and less Greek. When 
he goes on to do some research or extend his interests the 
student finds that a knowledge of French and German is 
desirable, and many of the examinations for higher qualifi- 
cations require him to translate a piece from one of those 
languages. Though there are a number of helpful dic- 
tionaries for the more commonly used languages it is 
questionable whether they are adequate for the research 
student’s requirements, and, now that more countries where 
Slavonic languages are spoken are producing books and 
journals that should be read, the need is increasing for 
dictionaries giving an up-to-date translation into English 
of medical terms from the Russian, Bulgarian, Serbo-Croat, 
and the others. Discussing the journals in foreign languages 
read in libraries. Dr. Raymond Whitehead' said recently : 
■ The insignificant representation of ofiier foreign languages 
[than French and German] probably means that few if any 
users of the library read them ; it does not mean that the 
medical literature in these languages is unimportant — 
evidence to the contrary is provided by a steady demand 
for translations from them by those using the library.” 

V JJftish ^fedIcaJ Journal^ 1949, 1, 147. 

• Tnterllr^ Scientific and Technical DicUanarla, Vaaxa, Puis, 1949. 


A report on technical dictionaries prepared for Unesco 
by J. E. Holmstrom' shows that, though there are three 
medical dictionaries into Russian, there are apparently none 
from that language into English, nor are there any from 
Portuguese into English or from English into Portuguese 
Two good modern medical dictionaries connecting English 
with French both ways are said to be in the press. As 
Mr. Holmsifom points out : “ Adequate provision of medi- 
cal dictionaries is to be regarded as a matter of indirect 
but urgent humanitarian importance, equally for languages 
in which original research is published and for those of 
medically backward countries such as China,” The need 
of these medically backward countries is now great, for 
many are developing the technical resources that will enable 
them to make use of research carried out in countries at 
present more advanced technically. In a rather different 
category are India and Pakistan. As their link with Britain 
becomes less intimate than formerly, presumably fewer of 
their medical men will be able to read and write English 
with facility, and adequate medical dictionaries will be 
needed for them if they are to keep in touch with the 
scientific advances of the English-speaking world. There 
is no necessity yet for a British-English-American-Engiisb 
medical dictionary, but Mr. Holmstrom shows that in some 
branches of technical terminology, notably in engineering, 
we and the Americans often give quite different names to 
the same thing. We can only hope that such divergence 
does not become common in medicine. 

Mr. Holmstrom suggests that Unesco should gather fur- 
ther information and criticisms of the report, and then con- 
sider establishing an international terminological bureau 
under the joint auspices of Unesco and the International 
Organization for Standardization. The bureau might be 
located at Geneva, so that it could be in dose touch with 
the latter organization, or it might be attached to the 
Science Museum Library in London, or to some other 
established bibliographical centre. The bureau would con- 
duct research into technical terminology and dictionaries 
compile and publish standard terminological definitions 
and equivalents, and, when any definitions, equivalents, or 
sketches had been approved by the appropriate bodies, 
authorize them to be printed by commercial publishers 
accompanied by a suitable symbol indicating that they were 
approved by the bureau. He wisely considers that pub- 
lishers should be at liberty to mix approved terms with 
any others, which would be unaccompanied by the symbol, 
for language depends on usage, which varies among writers. 

The report includes an interesting speculation on whether 
an electronic machine might be - constructed to produce 
translations. The possibilities are fascinating, though per- 
haps their realization is still rather remotk The machine 
translation might be full of “howlers,” but an editor 
acquainted with the subject matter would be able to make 
it readable and accurate even though he did not know the 
lanpage from which the work had been translated. Mean- 
while the work of translating and abstracting from the 
worlds medical literature is being carried out by more 
old-fashioned methods by Jhsii-sc/s of World Medicine and 
Abstracts of World Surgery, which draw the. attention of 
medical practitioners and students to the wore important 
medical papers published all over the world and summarize 
the contents for them. 
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FIBROCYSTIC DISEASE OF THE PANCREAS 

Ihe publication in 1938 of Dorothy Anderson’s^ series 
of 49 cases of fibrocystic disease of the pancreas led to 
recognition of the disease as a clinical entity. She divided 
the cases into three groups : neonatal, infantile, and child- 
hood. Fourteen cases recently reported by Pitt“ in Aus- 
tralia all belonged to the third group. In a paper which 
appeared in this Journal some weeks ago Mktheson* 
described seven cases seen in one hospital between June, 
1947, and September, 1948— this amounted to 2% of the 
medical admissions to the children’s ward during that 
period. The evidence suggests that the disease is 
inherited,'* and Matheson considers that the inheritance 
may be explained by incomplete dominance. 

The signs of the disease are malnutrition, the frequent 
passage of large, offensive, pale stools, and cough, which 
may resemble whooping-cough. Clubbing of the fingers 
.is usual. The appetite is good — a feature which distin- 
guishes this condition from coeliac disease. Inadequate 
pancreatic secretion appears to cause a fatty liver and 
eventually cirrhosis, a process analogous to that which 
occurs in dogs after removal of the pancreas. The diag- 
nosis is not always easy, but the presence of fatty stools 
with a high nitrogen content and signs of vitamin-A defi- 
ciency in a child without evidence of a tuberculous infec- 
tion in the chest or abdomen are indicative. The fat con- 
tent of the stools ' may be misleading, for although the 
amount is very high a large proportion may be found as 
split fat, owing to the effect of intestinal lipase and bacterial 
action. The older the stool when it is examined tlie higher 
the percentage of split fat will be. 

Fibrocystic disease of the pancreas can be distinguished 
from coeliac disease by examination of duodenal contents, 
but the collection of duodenal juice from a child may not 
be a harmless procedure. The vitamin-A absorption curve 
Is always subnormal, but this does not help to distinguish 
the condition from coeliac disease and other intestinal dis- 
orders. Recently attempts have been made to investigate 
protein metabolism by amino-acid curves ; whereas there 
is a definite rise and fall over three hours in normal children 
and those with coeliac di.sease, the curve hardly departs 
from the fasting level in cases of fibrocystic disease of the 
pancreas. Radiographs of the lungs are ^ said to show 
a stage of collapse associated with obstruction of the 
bronchi, and, later, great accentuation of the hilar shadows. 
Shadows in the lung fields characteristic of peribronchial 
infiltration have also been described.* It must be remem- 
bered, however, that respiratory infection often occurs in 
coeliac disease, 'and it would be hard to support a claim 
that the x-ray appearances of the lungs in fibrocystic 
disease are pathognomonic. Indeed, there is no single 
feature, wth the exception of the alteration in the protein 
metabolism, which can be taken as a definite distinguishing 
sign between cystic disease of the pancreas and coeliac 
disease, though the respiratory disturbances are more severe 
in the former than in the latter. Therefore, when a case 


I Jmer. J. Dis. CMU.. 19J8. 56. 344. 

SiUfd. J. /JuJ/. 1948. 1,91. 

^British Medical Journal, 1949, 2, 206. 

4 Andcrton. D. H.. P'oe, H. Soc, Med., 1949. 42, 25, 

^ Attwood, C. J., and Sargent, W. H., Radiolosy* 1942, 39, 417. 


of steatorrhoea occurs in a child, tlie possibility of cystic 
disease of the pancreas should always be considered. The 
usual treatment is to give a high-calorie protein diet, with 
added vitamin A, and pancrcatin by mouth. Fats should 
be restricted. For respiratory infections penicillin will be 
required. Matheson suggests that the -results of treatment 
might be more successful tlran those generally obtained at 
present if the mucus which collects in the bronchial tree 
could be liquefied. 


HUMAN PLASMA PHOSPHOLIPID FORMATION 

A phospholipaemia is a common finding in association 
with liver disease and many other conditions. In any, of 
these the raised plasma phospholipid may result eithei 
from over-production or from diminished utilization ir 
the tissues. Radioactive tracers can be used to determine 
which of these two mechanisms is responsible. Radio- 
active phosphorus is incorporated within a few hours into 
the plasma phospholipids.* Accumulation of the lattei 
in the plasma due to inadequate utilization would be 
indicated by a relatively low level of radioactive phos- 
phorus, since the newly formed phospholipids would be 
diluted by those already accumulated. On the other hand 
a lipaemia due to increased synthesis would be reflected 
in a higher level of the radioactive element. Balfour’ 
applied these principles to the study of lipaemia in twenty 
patients with various types of disease, including obstructive 
jaundice, nephrotic nephritis, and portal cirrhosis. Nine 
normal subjects were used as controls. In all cases 
whatever the cause of the blood lipid change, a direct 
correlation was found between the level of phospholipid 
in the plasma and the quantity of newly formed phos- 
pholipid as judged by its specific radioactivity. Since the 
liver is the main and probably the only source of plasma 
phospholipids,* it may be concluded that in all Balfour’^ 
cases the hyperlipaemia resulted from over-production in 
the liver. Since, however, the same results were obtained in 
cases of advanced liver disease, the liver appears to possess 
great powers of synthesis. Experiments by Chaikoff and 
his colleagues,* however, indicate that there may be an 
alternative explanation of Balfour’s results. • Using radio 
active phosphorus as a tracer they found in dogs that 
choline increased the turnover of the phospholipid in the 
liver, but not in the plasma. They therefore suggest that 
the reduction in liver fat which is a consequence of 
the administration of choline is not due to increased 
transport but to increased utilization within the liver itself 
A rise in plasma phospholipids in hepatic disease might 
therefore be expected if their intrahepatic consumption 
was more impaired than their production. Since hepatic 
injury, particularly if severe, is more likely to be associ- 
ated with depression than stimulation of liver function, 
it is more than probable that the apparent over-production 
of phospholipid results from impaired intrahepatic 
utilization. 


4 Artom, C., Sarzana, G., Perrier, C., Santangclo, M., and Segr^, E., Nalure, 
Land., 1947. 139. R36 and 1105. 

* Gaxtroenteroioav, 1947, 9, 686. 

4 Fishier, M. C., Entenmao, C., Montgomery, M. L., and Choikoir. I. L.. J 
bloLChem,, 1943, 150,47. 

1948. 170. 193. 



Dec. 24, 1949 


ACUTE DYSPEPSIA 


Brntsa 

MX33{CAt jQlftJiJd. 


W63 


REFRESHER COURSE FOR GENERAL PRACTITIONERS 
THE MANAGEMENT OF ACUTE DYSPEPSIA 

niTH SPECIAL REFERENCE TO GASTRIC AND DUODENAL ULCER 

BY 

F. AVERY JONES, M.D., F.R.C.P. 

Physician-in-charge, Gostro-enterological Unit, Central Middlesex Hospital; 

Consultant in Gastroenterology, Postgraduate Medical School of London 


Dyspepsia is a consmon symptom for which there are many 
causes. Discomfort related to meals, epigastric fullness, 
flatulence, soreness, and heartburn may merely signify a 
disturbance of function of the stomach, often the result 
of some form of stress. This stress may be nervous or 
.emotional, as from acute anxiety or sustained annoyance : 
or it may be physical, the result of over-fatigue, late nights, 
or insomnia.; or it may be acting directly on the stomach 
from hurried meals, badly cooked food, or excessive drink- 
ing. Hea %7 smoking, habitual purgation, o'r continued use 
of aspirin may be having an irritant effect on gastro- 
intestinal function. A psychoneurosis is another possible 
reason for a functional dyspepsia. 

.These causes account for a high proportion of the 
dyspepsias. The next common cause is peptic ulcer, and 
again many of the above stress factors may have been 
present. Whether or not a given set of stimuli cause 
functional dyspepsia or produce an actual ulcer possibly 


or duodenal ulcers in patients whose symptoms have been 
slight and . atypical. However, it is not uncommon to 
receive a negative .r-ray report on the patient with a con-, 
vincing ulcer history. Examination of stools for occult 
blood is a valuable inve.stigation, but a fractional test meal 
is of little diagnostic assistance. Gastroscopy is u.seful 
when there is a discrepancy between the clinical and radio- 
logical findings, and may clinch the diagnosis between a 
simple and a malignant gastric ulcer. In some difficult 
cases laparotomy is still the final arbiter. 

Simple Stress Dyspepsia 

This is mainly associated with anxiety states, and the 
symptoms lack the e’ear-cut periodicity of ulcer dyspepsia 
Discomfort is common immediately after meals, and 
aerophagy is often present. The internal emotional tension 
may be well concealed at first, even though the individual 
may fee! at the “end of his tether. ’’ A sympathetic 


luucuuuai oyspepsia or proauce an actual ulcer possibly may teei at we end ol his tether. A sympathenc 
depends on the time the adverse factors have been operating hearing of the patient and a confident explanation of the 
and on their intensity, both of which may also depend on mechanism of the symptoms, combined with adequate 
the personality of the individual. The carefree fellow will sedation and hypnotics, a holiday, and a review in four to 
meet his disappointments and frustrations with equanimity six weeks, are the essentials of treatment, la particularly 
and quickly forget about them ; the sensitive, worrying sensitive individuals initial rest in bed aw’ay from home 
individual will magnify difficulties and bottle up his resent- may be desirab'e, and in other cases there may be some 
ments, stimulating nervous impulses which pass down to obvious physical stress which can be diminished. 

Ulcer-like Dyspepsia with a Negative Bariatn Meal 
There are patients who present with typical ulcer 
symptoms, yet the radiograph is reported as normal. These 
patients may have a history of recurring bouts of dyspepsia 
with gnawing epigastric pain related to meals, eased by 
food or alkaline powder, and possibly waking the patient 
at night. They should be regarded as having a peptic 
ulcer and treated just as energetically by rest in bed, 
antacids, sedatives, and a careful investigation of the 
personal aspects of their case. It is probable that many 
of these patients have subacute ulcers, as they tend to ' 
return later with undoubted evidence of peptic ulcer^ or 
gastroscopy may reveal subacute (and occasionally 
chronic) lesions which have escaped radiological detection 
At least three weeks’ rest in bed should be advocated and 
the same treatment prescribed as for duodenal ulcer. In 
the past these cases have often received inadequate treat- 
ment, but if neglected at this stage irreversible changes 
may develop and a chronic ulcer supervene. 


his stomach and intestine. If he is also over-conscientious 
ne will not stop working and rest like many of his fellow 
men. Sudden calamity in the life of a normal stable 
individual may be enough to fire the mechanism which 
produces the peptic ulcer, and acute symptoms may begin 
without any preceding indigestion. 

Although this relation between stress and ulceration may 
often be found, there are many patients m whom the most 
careful inquiry wih fail to reveal any untoward event 
preceding the onset of symptoms. Physical and mental 
stress are two aetiological factors, but there are probably 
-rthers which are subtly associated with modem life and 
which have so far escaped recognition. 

Differential Diagnosis 

Other diagnoses have to be kept in mind, particularly for 
the milder degrees of indigestion. Carcinoma of the 
stomach is, numerically, an infrequent cause of indigestion, 
but must nevertheless be carefully excluded. Gall-bladder 
disease may produce a flatulent dyspepsia. Oesophageal 
hiatus hernia, or oesophageal ulcer may lead to acute 
discomfort, particularly when the paffent lies down 
Helminthic infestation is an occasional cause, and there 


Duodenal Ulcer 
The treatment of choice, especially for patients with a 


- “ cause, ana mere iicaimcnr or cnoice, especially lor patients with a 

Me ffiso diseases affecting other organs—e.g., cirrhosis ' recent history, is initial rest in bed. preferably away from 
neoatis. nulmonarv tiiherculncic r-.-t _ , 1,^ u.., ,1 • . . r 2 xiulu 


hepatis, pulmonary tuberculosis, early heart failure and 
■ncipient uraemia— which may produce dyspepsia. ’ 


home; but that is often difficult to manage. Hospital 
accommodation in the country is totally inadequate to 
allow in-patient treatment of all but a minority of 
duodenal ulcer subjects. > 

weeks rest in bed is desirable. Many patients will 

greatly prefer to continue at work, but this is to be resisted 

meal should be arranged, to increi"e*the''acwrLv°of 'th^ in bed is clearly going to add to their 

diagnosis. One is constantly being surprised to find nLw certainly favours the healing 

prised to find gastric process, and it impresses the need for care much more ' 


Investigation 

A careful ffistory and examination are the first essentials 
and may bring to light significant factors ,of' probable’ 
aeuologica importance. In the majority of cases a barium 
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than if ambulatory treatment were undertaken. It provides 
opportunity for reflection and perhaps the adoption of a 
better perspective. The' complete break will allow excessive 
commitments to be shed without loss of prestige. With rest 
in bed there must be adequate sedation during the day 
and adequate sleep at night, otherwise much of the benefit 
' of the rest will be lost. 

The radiological control of healing of duodenal ulcer 
is difficult and, indeed, impossible unless the ulcer crater 
is well seen initially. 

Gastric Ulcer 

The presence of a definite lesser-curve ulcer should 
always be regarded seriously.. The characteristic niche, 
projecting cleanly from the middle of the lesser curve, is 
practically never a malignant ulcer ; but an ulcer in the 
antrum, at the cardia, or well away from the lesser curve 
must be regarded with suspicion and investigated further. 

Large gastric ulcers can heal even if the individual barely 
diets and stays at work, but it is extremely likely that 
without treatment the chance of the ulcer becoming 
chronic is greatly increased. Loss of pain is an entirely 
•unreliable guide, for ulcers may remain present and 
symptomless for many months. The treatment of choice 
is rest in bed, preferably away from home, until healing 
takes place. This may be within three weeks, but it may 
need several months. Good convalescence should follow 
radiological healing of the ulcer, as gastroscopic studies 
have shown that the crater may still be present for several 
weeks after it has disappeared radiologically. Gastric 
ulcers are associated with a higher mortality than duodenal 
ulcers when they bleed or perforate, and there is the slight 
risk of malignancy. No compromise is possible, and if 
healing will not take place a partial gastrectomy must be 
advocated.\ ^ 

Dietetic Treatment 

Treatment is based on the principle of giving two-hourly 
milk feeds and as pain subsides adding bland foods to 
maintain adequate protein, calorie, and vitamin require- 
ments. The rate of increase must be decided in each case 
by the relief of pain. The diet should be attractive and 
colourful, as the irritation of a dull diet more than offsets 
the .benefit from the loss of psychic stimulation of gastric 
secretion. The diets below are practical but not perfect, 
and more protein and fat in the form of eggs and cream 
would be of value. 

The following dietary was given by Fletcher in 1948 : 

• reprints of his valuable pamphlet for patients can be 
. obtained from The Practitioner. The patient should be 
- told that the diet sheets should be regarded as a general 
guide, and that he must not get fussed or worried if 
/occasionally he has difficulty in following them. 

First Stage; Strict 

Two-hourly milk feeds may be given, alternating with 
5-oz. (I40-ml.)- feeds of egg and milk, or Benger’s food, 
- ovaltine,” “ horlicks,” malted milk, or junket. An example 
of stage 1 diet is given below. 

8 a.m.— 5 oz. of custard mixture 
10 a.m. — 5 oz. of milk 
(2 noon-5 oz. of custard mixture 
2 p.m. — 5 oz. of milk 

4 p.m. — 5 oz. of custard mixture , 

6 p.m. — 5 oz. of milk 
8 p.m. — 5 oz. of custard mixture 
IQp.m.— Soz.ofmilk 

(5 oz. = 140 ml.) 


At night (if awake) 5 oz. of milk may be given. 

All feeds should be taken warm (not hot), and plain waier 
in small quantities may be allowed in addition. Between 
each feed (that is, at 9 and II a.m., and at I, 3, 5, 7, 
and 9 p.m.) and at night, if awake, alkaline powder or 
medicine should be taken. 

If there is vomiting the milk should be diluted' half- 
and-half with water and only 3 oz. (85 ml.) taken ai 
each feed. 

If there is no vomiting and pain rapidly subsides the 
patient may be allowed two plain biscuits,, or two small 
pieces of crisp toast buttered when cold. These are taken 
at 10 a.m., 2 p.m., and 10 p.m. with the 5 oz. of milk 
If improvement continues the patient may be given a little 
strained porridge or patent cereal baby food at 8 a.m 
and a small helping of pudding at 12 noon and 8 p.m. for 
two or three days before starting the stage 2 diet. 

Extra nourishment can be obtained by adding a tea 
spoonful of sugar to each feed, and this should be dont 
if the diet is taken for more than two days. 

The milk feeds may be flavoured with a little cocoa oi 
with “ ovaltine,” “ bourn-vita,” or “ horlicks,” or the milk 
may be taken in the form of junket. 

Custard Mixture. — ^This should be prepared for the day 
by stirring two eggs (fresh or reconstituted dried) into 
16. oz. (450 ml.) of milk. Before the mixture is served it 
should be thickened by warming and, if desired, flavoured 
with vanilla or chocolate. If one cannot get enough eggs 
to make the custard mixture, a proprietary brand of 
“ strained custard pudding ” may be used or better still a 
“ fortified milk mixture ” made by adding 2 oz. (55 g.) 
of dried milk powder or 1-^ oz. (40 g.) of dried protein milk 
— i.e., “prosol ” (“trufood”) — to 1 pint (570 ml.) of milk 

Second Stage ; Moderate 

An example of a stage 2 diet, which is considerably 
fuller, is given here. 

6 a.m. — 5 oz. of warm milk. 

8 a.m. — ^Small helping of patent groats, patent barley, 
or strained porridge made with milk to which “ bemax 
may be added ; two slices of crisp toast, buttered when 
cold ; one lightly boiled or poached egg, or scrambled 
dried egg ; 5 oz. of milk flavoured with weak tea : jelly, 
honey, or syrup. 

10 a.m. — 5 oz. of warm milk. 

12 noon. — Small helping of steamed fish or egg, as ai 
8 a.m. ; two slices of crisp toast or plain biscuits with 
butter ; small helping of pudding ■; 5 oz. of milk (including 
that used in pudding) ; add small helping of creamed 
potato after one week on stage 2 diet. 

2 p.m. — 5 oz, of warm milk or milk pudding (for 
example, junket, egg custard, or corn-flour). 

4 p.m. — 5 oz. of milk with weak tea ; two slices of crisp 
toast or biscuits with butter ; small slice of plain cake 
jelly, syrup, or honey. 

6 p.m. — 5 oz. of warm milk or cream of vegetable soup 
8 p.m. — Same as at 12 noon. 

10 p.m. — 5 oz. of warm milk. 

The times may be varied so long as the intervals between 
feeds are not longer than two and a half hours. Sugar or 
glucose may be taken as desired. If the patient is thirsty, 
water or fruit juice may be taken, but not more than 
5 oz. at a time. The milk feeds may be flavoured with a 
little cocoa, “ ovaltine,” “ bourn-vita,” “ horlicks,” or very 
weak tea, or they may be taken in the form of junket. 
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The patient should avoid undue fatigue, chilling, and 
work which involves constant bending ; but it is seldom 
advisable to change the patient’s occupation, for this often 
causes more problems than are solved. Regular hours 
are highly desirable, and. limitation of overtime duties is 
necessary. 

Dietary restriction is probably of value indefinitely, but 
■ the most important aspect of feeding is maintaining regular 
meals without long intervals between them. The patient 
is well, advised to avoid fried foods of all kinds, pastries 
and suet, pickles and spices, curry, pepper, onions, reheated 
dishes, coffee, strong tea, and anything which he finds 
indigestible. Priority milk should be continued, and has 
proved to be of great value for many patients with a ready 
tendency to relapse. Alcohol is best omitted for six months 
and then allowed in strict moderation. Smoking should 
be restricted, or preferably stopped, but it is legitimate 
to allow a few cigarettes after meals, unless the patient 
relapses. 

Continued medication with antacids or atropine is not 
desirable, but the patient should have a supply of pheno- 
barbitone. He should be strongly advised to rest completely 
at the onset of a relapse and return to the strict ulcer 
regime, for early treatment may abort an otherwise long 
and tiresome recurrence. 


priate remedy.. This picture, 1 will concede, is caricature, 
but it is not aii unrecognizable distortion of some thing."" 
that may be read or heard. The other theory rests on the 
contention that medicine is an art and &at there is no 
difference in principle between the doctor making up hh 
mind and the judge framing his judgment, the painter build- 
ing up his picture, or the cook producing a good meal; In 
each case the practitioner of the art requires to take a total 
view of the situation, balancing the different elements with 
a delicate sense of relevancy. It is this intuitive sense ol 
relevancy and balance that makes a judgment — legal, medi- 
cal, aesthetic, or culinary — and in each case the art is learnt 
by doing the job and by following the practice of thf. 
acknowledged masters. It cannot be- disputed that con- 
temporary medicine owes much to the quantitative approach 
of exact science, but on the other hand it must not be for- 
gotten that many of the great discoveries have come by 
chance to men who, like Saul, were looking for their 
father’s asses and found a kingdom. Others again, as 
Sir James Mackenzie was never tired of saying, were due 
to general practitioners who were capable of using their 
own observation and clinical nous to some purpose. 

Pastoral .Medicine 

If the practice of medicine is an art rather than a science 
it is equally true that the patient himself is not a mere 
natural object to which the techniques of physical science 
can be universally applied. I think it will be increasingly 
recognized that man has a spiritual structure which must 


MEN AND MEDICINE* 

BY 

t. M. TAYLOR, C.B.E., K.C., M.A., LL.B. 

Principal of Aberdeen University 

' You are entering on your profession at a time when great 
changes have taken place not only in the practice of medi- 
cine but also in the organizational forms under which it is 
conducted. It is far too soon to pass any verdict on the 
National Health Service, whether of praise or of blame, 
but one danger is already apparent — that its financial 
arrangements may easily tend to draw men away from 
general practice into so-called specialisms, with results that 
on the long view may be detrimental to the weal of the 
patient and the general progress of medicine. 

. It will be an ill day for the community when the general 
practitioner degenerates into a filler of forms or an auto- 
matic machine dispensing chemical panaceas. In earlier 
times the specialist usually graduated from the field of 
general medicine or surgery in which he was accustomed 
to deal with his patient as a human being set in a particular 
environment. Now the specialist at the very beginning of 
' his career will be tempted to immure himself in his specialty, 
and the- danger may be not only that the range of his own 
medical knowledge will be restricted but that he may come 
to lack understanding of the patient’s environment and of 
the problems that face the general practitioner. 

I am aware of the theoretical arguments in support of 
this trend. They start from the proposition that medicine 
is a science — i.e., an attempt to make knowledge quantita- 
(ive — and in their extreme forms they suggest that the best 
results may be attained by subjecting the patient to the 
attentions of a series of specialists, each producing his 
quantitative report with a Grand Co-ordinator at the top 
who collates their reports and t hen prescribes the app ro- 
■ ‘Part of a graduation address given at Aberdeen University, 
September, 1949. 


be respected no less than the physical structure with which 
it has some kind of relation. It may be that the conditions , 
of modern industrial society are themselves a violation ol 
this essential structure, and that the increase of nervous 
tension and mental instability and the growing resentment 
of the industrial proletariat are symptoms of a violation 
too gross to be palliated by mere adjustments of social 
mechanism. However that may be, toere now devolve'^, 
upon the doctor in general practice a quasipastoral func i 
tion which derives from the pathetic and indeed terrifyin.l 
trust which simple folk repose in him. It is to be fear'i 
that the medical course, grossly overloaded as it is admit 
to be, is a most inadequate propaedeutic for the dischs# . 
of a ministerial function of this kind. It becomes a qj 
tion whether there should not be a course in pastoral mj 
cine as well as in pastoral theology. Such a course wj 
take the student into deeper waters than can be plun 
by operational techniques and the measuring instrum 
of the laboratory. 

For the great scientific advances of our time have sin 
larly little bearing on the decisions which have to be taj 
in men’s daily lives and which, over a period of time, all 
them- profoundly for weal or woe. Scientific discovery < | 
much to change the environmental framework within wl' 
decisions have to be taken, but the decisions themseli 
depend on factors that derive from custom and traditi; 
from poetry and literature, from philosophy and religic , 
belief. 'This fact, once you -perceive and realize it, m\ 
well serve to keep you humble. But those are question 
that you will have to face in the years that are to come. \ 


The American Trudeau Society, medical section of thr 
National Tuberculosis Association, has adopted a report of it."- 
Subcommittee on Immunology -which recommends that “efforti- 
be continued to perfect and to meet in practice suitable stan- 
dards for the production of B.C.G. vaccine, and that, when 
practicable, commercial firms be licensed under the National 
Institute of Health to produce the vaccine.” 
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WITH WHALES AND SEALS 

BV 

H. R. LILLIE, B.Se., M.B., Ch.B. 

Surgery and medicine on Arctic or Antarctic expeditions 
are \ery different from the routine of practices and hos- 
pitals in cities. In lands where icebergs drift quietly by 
in the summer twilight and the world next day may be one 
howling gale, you are your own radiologist, pathologist, 
and theatre sister, and for a second opinion you have the 
nearest penguin or polar bear. When an operation has to 
be done, the ship's fifth engineer will probably be first 
assistant and one of the wireless operators anaesthetist. 
Then the patient so often gets back to duty in much less 
time than he would at home, for the air is pure and be 
knows his mates are waiting for him. 

Surgeons and biologists on whaling operations, and those 
who come in contact with the lesser-known sealing expedi- 
tions, soon realize that behind the popular sagas of hard- 
ships and bravery in these industries lie killing methods 
which over the past hundred years have, for excesses of 
cruelty, been surpassed only by the horrors of fur trapping. 

Whaling in the Antarctic 

,\ly mtroducrion to the real state of affairs in whaling 
was in the Antarctic in the 1946-7 season as surgeon with 
a Scottish whaling fleet of 14 ships, comprising the parent 
factory ship the size of the Empress of Australia, 10 foraging 
harpoon vessels like squat trawlers, two oil tankers, and a 
supply ship plying between the mother ship and the United 
Khtgdom during the season. Six hundred men had to be 
catered for medically. It was a year when the accident toll 
was heavier than usual, one catching-vessel being lost with 
only one survivor, and the fleet hospital on board the mother 
ship was kept in acuon with such as broken limbs and ribs, 
eye damage from a tank explosion, and, by the way of varia- 
tion, injuries to a fienser who fell inside a blue whale’s 
mouth as the carcass was being turned over on deck. 
Trapped with only his boots sticking out as the jaws came 
» ogecher, be got off with a moderately crushed chest and 
mphysema from the neck to the waist, but was back on 
ffjS job in six wcelts. In a factory ship crammed from stem 
stem with machinery for processing the whales, with 
,^^^tle room for men to move around, accidents were to be 
(eifpected, but mangled feet and hands were very few. In 
IjjjCW of the antiquated explosive harpoon still used in the 
.-Qj-Uing, which bursts the whale intestines, a large supply 
gg.. anti-gas-gangrene serum was taken, but little was 
,jj;quired in spite of whales having to be handled at times 
a very putrid condition. 

A whale-factory cutting-deck, which for space resembles 
e flight deck of a small aircraft carrier, when in full 
;tion is a blood-soaked welter of entrails, massive 
ptertebrae, ribs, jaw bones, and five-ton lumps of red 
hfneat ' being dragged in all directions. TTie whale being 
rviismembered may have been well over 100 tons in weight, 
f'the equivalent of 150 o.xen. The surgeon acting as bio- 
• logjst in the pursuit of whale pituitaries, ovaries, pancreas, 
, or thyroids has to find his specimens with the minimum of 
delay in this battlefield if he is to secure them before they 
disappear throu^ the deck manholes into the factory 
cookers below. And if his feet go out from under him 
on a piece of slippery whale tongue, then the mirth of 
those seeing him sitting in six inches of blood and entrails 
is anything but half-hearted, • 

The ship’s hospital equipment was good. There were 
eight normal beds, two extra isolation cabins for emergency. 


and an operating theatre equipped for every possibility ; 
a portable ,r-ray plant was a great asset, and, in addition 
to its use for humans, was used to diagnose damage done 
to the foot of one of the many king penguins we brought 
back from South Georgia for the zoos in Britain. 

The whaling surgeon is likely to be busy at any time in 
the day or night throughout the three to four months’ active 
whaling season. During daylight most of his work will be 
with the factory hands, but at night catching-vessels will 
come alongside to take on bunkers and stores and get any 
sick men attended to, for only with very serious cases will 
they interrupt whaling operations. In addition to accidents 
there are always the few dental cases requiring fillings or 
extractions. The fevers also crop up. A week out from 
home we had a case of scarlet fever on board, and towards 
the end of the season one of the worst cases of chicken-pox 
I have seen. During the season the doctor may transfer to 
the catching-vessels for a few days at a time, keeping in 
touch with the mother ship and the other catchers b) 
radio-telephone. 

The method still used in killing the whales to-day is anti- 
quated and horrible. Since the last war radar, a^dic, and 
even aircraft have been added to the whalers’ equipment, in 
addition to faster catching-vessels, but the sad fact remains 
that with all these inventions the actual killing with the 
explosive harpoon is more cruel and economically unsound 
than was the original iron harpoon at the dawn of the 
industry hundreds of years ago — more cruel than it would 
be to a man, for, in a whale, wound shock gives no relief ; 
and economically bad, for the explosive harpoon is the most 
wasteful weapon possible. The delayed-action explosive 
head usually bursts the intestines and spreads putrefactive , 
organisms throughout the circulation during the long time 
taken for the creature to die. Only in the comparatively 
few cases when the whale is speedily and humanely killed 
fay a harpoon striking a vital spot altogether away from the 
intestines can satisfactory meat be produced. Only when 
this primitive explosive harpoon is given up altogether — 
superseded by a modem humane method such as electrocu- 
tion — will whale meat ever really come into its own as a 
valuable food for man. 

A whale swimming is a wonderful sight, just the poetry 
of majestic motion, and to see one of these beautiful 
creatures pouring blood and gasping along on the surface 
towing a three-hundred-ton catching-vessel on the end of a 
harpoon rope is pitiful. Anything up to an hour is the 
usual time taken for them to die, but time and again it 
takes two or three hours and three, four, or more harpoons 
to tear and blast the life out of one of them. In one extreme 
case 1 witnessed five hours and nine harpoons were required 
to kill a female blue whale in advanced pregnancy. These 
mother whales fight desperately for their lives and those of . 
their babies. 1 am glad to say research to correct this is at 
long last going ahead to make the industry one of which 
we need no longer be ashamed. 


Last Christmas brought me to Newfoundland and a base 
Hospital in Notre Dame Bay, an institution 
of 130 beds serving an area of 3,000 square miles and pre- 
yed over by Dr. John Olds, a graduate of Johns Hopkins 
There we discussed the plight of the harp seals and what 
could- be done. Like the whales they are helpless against 
uncontrolled commercial exploitation. The sealin" fleet 
this past spring included 25 ships from Newfoundland Nor- 
way, Canada, and the United States, and one was fitted as 
an emepency medical ship. Two spring months were spent 
. m the drifting pack with the seals, our little wooden v«sei 
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Codroy with her crew of 43 men at times lying immovably 
jammed and helpless in a silent world of drifting snow, or 
on other days with the pack grinding and battering at her 
sides ID a heaving ocean swell Three ships were lost — 
one wooden Newfoundlander, from which the crew escaped, 
was crushed by heavy inshore rafting pack, and two steel 
Norwegian ships were lost by fire and heavy seas, the crews 
of both missing. 

The conditions of medical work differed from those on 
the whaling expedition. Other ships of the fleet could not 
come for medical help, being, often frozen fast in the pack 
and possibly 50 miles away from us. So we treated over our 
radio transmitter their cases of pneumonia, damaged ribs, 
and exposure. A mild form of snow blindness was common 
in men who neglected to wear dark glasses while working in 
bright weather out on the ice pans. Seal finger, sometimes 
known as fat finger, is found occasionally in men working 
with adult seal pelte. Dr. Olds has probably studied this 
more than anyone. In appearance the lesion is not unlike a 
tuberculous finger ; it is confined to the joint and does not 
spread, and there is no accompanying lymphangitis. But 
there is ultimate necrosis and atrophy of the bone, when 
amputation is the only effective treatment. Investigation 
by- Dr. Olds has shown that in cultures from such fingers, 
as well as from the seal parts involved, the dominant organ- 
ism is frequently a staphylococcus, but the bacteriology 
so far is not conclusive, 1 found a break in the skin was^ 
not a necessary preliminary. Very often the fingers involved 
are those hooked into the eye-holes in dragging the adult 
pelts over the ice, and possibly mechanical pressure forces 
the organisms of the skin through to the deeper layers. 
I have never seen a similar condition during any whaling 
' operations. In the three typical cases of seal finger brought 
to me penicillin was injected into the joint area and strepto- 
mycin systemically. ^ he two with which I was able to keep 
in touch cleared up well, but the third patient lost his life 
by drowning. 

Unnecessary Cruelty 

As in whaling, unnecessary cruelty is inflicted on the 
seals. The baby haip seals (whitecoats) born out on the 
pack ice are helpless, and are taken mainly for their fat , 
often, instead of killing them properly by a blow on the 
skull, sealers just daze them with a kick before cutting the 
little’ bodies out of the pelts. The mothers climb back on 
to the ice and wonder why the bleeding carcasses cannot 
suck from them. 

Days I spent with cin6 and other cameras strapped around 
me jumping ice pans ; with the ocean swell, footing was not 
always safe. Many times I subsided into the icy water, 
when first thought had always to be for saving the cameras, 
and fortunately only one of three came to grief. On one 
occasion a harp seal being chased close by was caught 
between two closing pans and burst like a ripe tomato. I 
was more careful than ever after that. In this work, often 
miles away from the ship, I found drinking raw seals’ bloo.d 
and eating the hearts raw to be the most sustaining food of 
all. It is the Eskimo way. 

The shooting of the adult seals later in the season is the 
worst of all, when any man who thinks he can shoot is 
allowed to mutilate these creatures.' Some seals may die 
at once, but others shot through the neck or lungs writhe 
about until they may flop over the edge of the ice to die 
out of sight. I have seen as many as five seals from one 
pan disappear leaving bloody trails, while others crippled 
lie in" pools of blood. Three hundred thousand seals 
are involved annually off Newfoundland alone, and 
international control is urgent. 


Why has nothing been done in the past towards humane 
whaling and sealing ? I find so many of the whalers, sealers, 
and trappers in their hearts are sick of the practices of these 
industries, so often glamorized in print. As medical science 
seems 'to strive towards the survival of. the unfittest, and 
wider famine areas result from the excessive increase in 
human numbers, consideration for the other animals thai 
are helping us out now is more than overdue. 

Everywhere 1 have been apart from Arctic and Antarctic 
expeditions the great cry both in the cities and the remote 
backwoods is for aJl-round doctors, with a grip of medi- 
cine and surgery as a whole — men to whom the pbople car 
come knowing they will be taken care of mentally and 
physically and not just pushed on to someone else. There 
are so many vast areas where a Highlands and Islands 
Medical Service as we knew it in Scodand is an urgent 
need. But the people living bravely in the outposts of this 
world will for ever resent any so-called free service. ■ There 
they rarely complain of their lot. They may be lonely, 
but the general doctor can do much where the citj 
specialists’ idea's cannot meet the requirements. These 
people have faith in what they are doing, and courage 
Working with them you will get back again your faith 
in the human race. 


AURE01\IYCIN AND CHLOROMYCETIN 

IVe published {November 19, p. 1171) a memorandum from 
the Ministry of Health on the subject of “ aureomydn " and 
“ Chloromycetin." The Department of Health for Scotland, 
has now made the following announcement ; 

Supplies of aureomycin and Chloromycetin are now available 
for use in Scotland. Owing to the fact that they are sca_,rce 
and costly their use can be justified only for conditions^ in 
which they are likely to be beneficial. Until supplies become 
more plentiful the Medical Research Council has advised that 
the use of the drugs should be confined to the followinsi 
conditions : 

t 

Aureomycin . — Suspected cases of ornithosis; proved cases of 
undulant fever (brucellosis) and lymphogranuloma inguinale : 
severe cases of atypical pneumonia in which there is good 
reason to believe that the cause is a virus. 

Chloromycetin .- — Suspected cases of ornithosis ; proved cases 
of undulant fever (brucellosis), lymphogranuloma inguinale, 
typhoid fever, paratyphoid fever (severe), salmonella septi- 
caemia. 

These categories are under constant review and may be 
added to from time to time in the light of current expert 
advice. ' i 

All available supplies are being purcliased centrally amd will 
be disuibuted through the following centres; 1 


Region Distribution Centre Telephone Wo 


Northern . . 

. , The Medical Superin- 
tendent, Raigmore Hos- 
pital, Inverness 

Inverness 681 1 

North-Eastern 

. . Dr J. Smith, City Hos- 
pital, Aberdeen 

Aberdeen 2242| 

Eastern 

. . Dr. Wm. Jamieson, 

Dundee 85241 1 

' 

King’s Cross Hospital, 
Dundee 

1 

South-Eastern 

, . The Chief Pharmacist, 
■Western General Hos- 

Edinburgh 3027IJ 


pi'al, Crewe Road, 
Edinburgh, 4 . . 

J 

Western 

. . The' Chief Pharmacist, 

Glasgow Central 


Central Pharmaceuiical 
Store, 112, Ingram 
Street, Glasgow 

) ' 9600 

J 
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TETRAETHYLTHIURAM MONOSULPHIDE 

‘TETMOSOL' is a powerful sarcopticide, and in the forms of 
‘TetmosoT Soap and ‘Tetmosol' Solution has proved highly effective in 
both the prophylaxis and treatment of scabies. 

The Solution (2J%), diluted with ^vater before use, prowdes a most 
satisfactory and certain method of treatment. It produces a rapid cure 
of scabies and has the advantage that its application is painless and 
rarely gives rise to dermatitis. 

‘Tetmosol’ Soap — a pleasantly perfumed soap tablet containing 
tetraethylthiuram monosulphide — is primarily intended for prophylactic 
use against scabies. It has proved especially valuable for controlling 
outbreaks of the disease in families and in communities such as asylums, 
hospitals, schools, etc. The method of use is simple and convenient so 
that the co-operation of the scabies patient is readily secured. 

‘TamozaV Soluzloa Bottles ^ too c.c., jjo c.c. and 2 litres. 

•Tetmosol' Soap (t%). Single j oz, tablets and boxes oj 36. 


Uwnturc and further information available, on rer^uest, from jour nearest l.C.i. Sales 
Office — London, Bristol, Birmingham, Manchester, Glasgow, Edinburgh, Belfast and 
Dublin. 

P Write for lull particulars and synopses of films on free loan from 
the I.C.I. Film Ubraiy, Bolton House, 61 Curzon Street, 

IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 

a sobujiaor eoapanf of Imperial Chemial Induaries Limited 

WILMSLOW, MANCHESTER 
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THE ‘METHEDRINE’=u«= INHALER 
O Promptly relieves nasal congestion 
Q Does not sting or irritate nasal mucosa 
Is of improved design 
® Is easily taken apart for cleaning 

The ' Methedrinel Inhaler 



BURROUGHS WELLCOME & CO. 

(The Weitcome Feundathn Ltd.) 

LONDON 
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VSsco|»siste and Iclitliopaste Bandages 

Viscopaste and Ichthopaste bandages are gelatin paste of the Unna type. Ichthopaste 
recommended as an alternative to elastic contains, in addition, 2 % Ichthammol. 

a^esive b^daging in the Deatment of Available in 6 yd. lengths by 3^' wide, 
chrome varicose and eczematous conditions ^ ^- 

and where the patient’s skin is hyper-sensitive. Descriptive literature may be obtained on 
Both bandages have non-fray edges and are request to the Medical Department of the 
thoroughly impregnated with zinc oxide Manufacturers. 

VtSGOPASTE & ICHTHOPASTE Bandages are made in England by T. J. Smith & Nepheza Ltd., Hull 
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MUSIC IN PSYCHOLOGIC.VL MEDIQNE 

rhe use of music in psychological medicine was discussed at a 
meeting of the Section of Psychiatry of the Royal Society of 
Medicine on December 13, with Dr. W. I. T. Kjmber presiding. 

Dr, S. D. MncHEU. said that at his mental hospital, with a 
coiieague, he had been studying the use of music .n group 
therapy in a variety of syndromes. The groups averaged 10 
persons, all in-patients, members of both sexes, mainly young 
and middle-aged adults, generally selected because they liked 
music and were well enough to carry on a conversation. They 
met weekly, listened to selections of music, and discussed their 
reactions. He wanted to see whether the more inhibited were 
enabled to e.xpress themselves better, and whether the less 
inhibited would have better emotional control. The music 
was chosen to cater for every taste. Elizabethan music — 
■aadrigals and so forth — appeared to be too remote to evoke 
iny emotional reaction. Reactions to the music of the great 
composers varied; 

Mozart. — Mild serenity throughout the group. 

Bach. — Some patients were indifferent Several schizo- 
phrenics e.xpressed “cool admiration." One declared that 
the composer was “ balanced." An anxiety neurotic and 
morphine addict found this music boring ; Bach gave her, 
ihe said, a feeling of frustration and inferiority. 

Beethoven. — Produced outstanchngly stimulating effects com- 
pared with other classical masters. On listening to the Fifth 
Symphony a manic-depressive said it was clear that Beethoven 
had had a conflict and bad won through. It made her feel 
much better to listen to him. 

. Chopin. — An obsessional neurotic said that the Fourth Pre- 
lude affected him personally ; a manic-depressive woman had 
a feeling of personal loss. A young schizophrenic said that 
Chopin’s music burdened her with other people’s troubles, and 
ihe did not see why tins should be. 

Wagner . — ^The Flying Dutchman overture evoked very strong 
aersonal reactions and led to quarrelling about personal atti- 
>udes to the love relationship. 

Nineteenth-century realistic music, said Dr. Mitchell, had 
certain advantages in therapy. It stirred up penonal emotional 
reactions, but it did make for contact with reality. Negative 
transference was frequently aroused in the personal relation- 
ship of group members. A selection from Cavaiierta RusUcana 
led to animated discussions on the faithlessness of men and of 
women. 

Schizophrenics showed kinship with Eastern music. The 
reactions to comic and light music were stereotyped and much 
like those of normal people. Of Stravinsky’s ballet music a 
morphine addict said that if she had been present at the ballet 
rhe would not have been responsible for her behaviour ; a 
paranoiac said that the composer should be shoL The music 
of Delius affected patients favourably, but some felt it was 
“ like a cold wind,” Traditional and folk songs drew the group 
closely together. 

On the whole Dr. Mitchell thought that these preliminary 
investigations were sufficiently encouraging to justify the fur- 
ther use of music as an accessory in psychological medicine. 
Even deteriorated patients responded well to music and 
afterwards talked more freely and sociably. 

Reactions of Mental Patients 

Dr. E. CtJNimtGHAM DaX exhibited a number of paintings 
made by patients immediately after hearing certain musical 
compositions. He considered that the therapeutic uses of music 
were spoken about too loosely. No one had proved 'sialistic- 
aliy that music or any other an had a curative effect on the 
mentally ill, yet people tended to speak of stimulating or seda- 
tive music as one might speak of drugs. He went on to piay 
a gramophone record of a composition by a patient ; this con- 


sisted of 16 variations on " God test you merry, gentlemen." 
He also showed the original notation, which svas in part illegible- 
When these variations were played back to the patient two 
years later she disowned some of them. He also showed a 
musical score by a young and distinguished composer who was 
a schizophrenic. He had decorated it with various emblems, 
and the notation itself appeared to be schizopbremc in charac- 
ter. Scores by other patients showed decided overactivity. 

As to the reactions e.xpressed pictorially after listening to 
well-known music, Vaughan Williams’s “ Lark Ascending " 
appeared notably to increase the colour reactions of the 
patients, and Schumann's “ Pianoforte Quintette ’’ increased 
the sense of movement. After hearing one piece of music. 
13 out of 17 patients immediately depicted scenes of murder, 
suicide, robbery, train disasters, storms, or dragonflies burning 
their wings in the fire. Dr. Dax added that at concerts patienu 
seemed to enjoy the voice, especially the soprano, more than 
instruments. A more disturbed group was greatly upset by the 
piccolo, but as yet no patient had had a fit during a concert. 

In the ensuing discussion some interesling experiences were 
e.xchanged. One psychiatrist who had trained an orchestra of 
mental patients said that it had opened to them a new dimen- 
sion, Some of the patients even simulated the mannerisms of 
professional musicians. 

Dr. William Sargavt spoke of experiences in the Southeni 
States of America where among the negro populations music 
w’as essential to church worship, and church worship was inti- 
mately bound up with psychiatric healing. He had seen what 
amounted to shock therapy produced by musical noise and 
excitement. He referred also to the history of St Vitus’s dance, 
which, like the tarantella in Italy, was a dance used in the’ 
Middle Ages for working a hysterical malady out of the system 

Dr. HgNRV Yellowtxes put in “a bumble plea for clear 
thinking.” The only point the openers had made was that 
music provided a means of emotional expression for the patient 
Various diagnostic labels had been placed on patients, but 
surety inhibited schizophrenics and the like would all react in 
some way or other to any stimulus, and there was no evidence 
that there was any validity whatever to be attached to the 
reactions which occurred after the playing of certain pieces of 
music. 


Jung would have given these patients a string of simple 
words, and surely they would have shown just as varied and 
sometitnes startling reactions as they had done to musical 
compositions. Moreover, all the three schools of psychological 
medicine bad laid stress on the point that what mattered was 
the individual psychology of the patient his individual com- 
plexes and outlook, yet now for various reasons patients were 
treated in groups, and we had “ social psychiatry, social psycho- 
losy. and social everything else.” Here inferences were beinc 
drawn from the reactions of a group of psychotic or neurotic 
or psychopathic patients, all mixed up together, who, after a 
wtam piece of music had been played to them, were said to 
be more group conscious. 

Dr. Mitchell, in reply, said that he thought those who had 
e.xpenencc of what had been done would agree that there were 
advantages both for observation and treatment, in the musical 
group methods 


------- 

At a meeting of the Liverpool Medical Institution o 
SeXairOr f‘j 7 ^ Pr“f«sor Charles Weils, i 

menfoTth/’A^'aimhsT"'"" 

cxu?l'h the general practitioner had to soi 

out those cases he could treat himself and those that reouire 

forTbr^" Domiciliary management was adeqwt 

or “anl ^ Symptoms did not suggest seriou 

organic disease, and also those in which the bisio^vTnd 
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The speaker suggested that in many hospitals far too little 
was done in the out-patient clinic. It was his practice to have 
a full blood count and a histamine test-meal undertaken, and 
to perform a sternal puncture on out-patients in a single 
morning, as a routine In aU cases of anaemia requiring these 
investigations. 

The problems of investigation in the less straightforward 
cases were discussed with particular reference to pernicious 
anaemia. It was relatively common to mistake macrocytic 
anaemias that did not respond to liver therapy for cases of 
pernicious anaemia. He recalled a series of such cases seen in 
the last three years, including cases of haemolytic anaemia, 
■ refractory normoblastic anaemia, aleukaemic leukaemia, and 
certain cases of chronic hypoplastic anaemia. 

The less common error of mistaking pernicious anaemia for 
other conditions was then discussed, and tliree cases were 
described presenting in young people with organic heart 
disease ; in each case bacterial endocarditis had been diag- 
nosed. In one of these cases the peripheral blood was at 
first not significantly macrocytic, and only a full investigation 
revealed the true nature of the anaemia. 

Dr. Zacharias stressed repeatedly the importance of the axiom 
“ Investigate before you treat,” and showed that failure to 
adhere to this principle was responsible for much confusion 
and delay in diagnosis and for many errors in treatnient. While 
. the great majority of cases o^ pernicious anaemia could be 
diagnosed by -an intelligent assessment of the clinical findings 
together with examination of tfife peripheral blood, mistakes 


I'^these cases were not further 
histamine test-meal, marrow 
reticulocyte response to treat-- 


would be made occasionally if 
investigated by means of the 
puncture, and assessment of the 
ment. Since the outlook was visually very grave in the cases 
misdiagnosed as pernicious anaetnia, this error was inexcusable, 
for with proper investigation, before and not after treatment, it 
could be avoided. 


Blood Tnmsfusion 

Dr. D. Lehane read a short paper on blood transfusion in 
the treatment of anaemia. He said that blood transfusion, 
properly administered with due regard to the indications, gave 
excellent results in the treatment of anaemia. The main pur- 
pose of transfusion was to increase the number of circulating 
red blood cells. This was necessary when there was complete 
failure of red blood cell production, when the anaemia was so 
severe that the patient’s life was in danger, or as a pre-operative 
measure. 

The indications for transfusion in the various types of 
anaemia were briefly discussed. Cases of chronic hypo- 
chromic anaemia usually responded satisfactorily to iron 
therapy, and transfusion was not necessary except in the 
most severe cases. 

Liver therapy was usually adequate for cases of pernicious 
anaemia, but blood transfusion was of considerable value when 
anoxia appeared. 

Patients suffering from the macrocytic anaemia of pregnancy 
could be maintained in good health throughout pregnancy by 
transfusion. 

In cases of aplastic and hypoplastic anaemia blood trans- 
fusion was the only measure by means of which a satisfactory 
haemoglobin level could be maintained ; it was possible to pro- 
long life for considerable periods by repeated transfusions. 
Two patients who had had long remissions had been given 108 
and 58 transfusions respectively, and were"ln good health after 
three and a half and two years\ ' 

> Transfusion was of little value irt ^the anaemia of leukaemia 
except in the preparation of the patjent for other therapy.- In 
his experience treatment by massive replacement transfusion 
had not been very helpful in cases of acute leukaemia. 

Generally speaking, single transfusions of not more than 
500 ml. should be given on alternate days by the slow drip 
method. Where there was any possibility of myocardial 
insufficiency great caution was required, and the rate of , trans- 
fusion' should be 10-15 drops per minute, otherwise there might 
be grave danger of overloading the circulation. Deaths from 
pulmonary oedema and cardiac failure were by far the com- 
monest fatal transfusion reactions in cases of chronic anaemia. 


Preparations and Appliances 


WARD WEIGHING-MACHINE FOR RECUMBENT 
PATIENTS 

Dr. F. Harwood Ste-venson, Consulting Physician to the 
Royal National Orthopaedic Hospital, writes: The weighing- 
machine illustrated here has been made for the Royal National 
Orthopaedic Hospital, Country Branch, Stanmore, and is 
proving most efficient and valuable in use. 

There are in the hospital about a hundred cases of ortho 
paedic tuberculosis. It has long been felt that these and certain 
other long-term cases should be weighed regularly, and this 
machine has been constructed so that the patient can be laid 
recumbent and, if necessary, weighed in a plaster bed or on a 
frame. All frames and plaster beds are now weighed before 
the patient goes on to them. The machine weighs up to a 
maximum of 24 st. (107 kg.) by 2-oz. (57-mg.) divisions, and the 
total capacity is shown on graduated indexes over which pass 
sliding poises, there being no loose weights whatever. The 
indexes are placed so that they can be read by a nurse of 
average heiglit while sta'nding, and are at the centre of the 
machine. The weighing mechanism is mounted on a trollej 
which is fitted with four sorbo-rubber-tyred wheels, two of 
which swivel to enable the machine to be manoeuvred in' a 



very small space. The stretcher, or platform, is so designed that 
it cannot tip, and when not in use the ends fold over the centre 
of the machine, thus reducing the size and making it more 
convenient to move about. At one end of the trolley is a 
folding push-bar which acts as a convenient means of pushing 
or pulling. 

When the machine is manoeuvred into position ‘ beside the 
patient’s bed the handle-bar is pulled down, thereby raising 
the two back swivel wheels off the ground and lowering two 
feet, or supports. The front wheels can be secured by a hand- 
brake, and the machine is then completely stable. ' All knife- 
edges and bearings in the weighing mechanism are of hardened 
steel, thus ensuring the continued sensitivity and accuracy of 
the machine. ^ 

It will be noted from the above description that the whole 
outfit is fully mobile, and as it is constructed largely of wood 
the weight is kept to a minimum. It can be handled quite 
easily by one nurse. 

The machine is made by H. Fereday and Sons, Ltd., 39 - 54 . 
Shaftesbury Street, London, N.l, and the price is £50. 


A pamphlet entitled “ Cerebral Palsy ” has been prepared tiy 
Queen Mary’s Hospital for Children, Carshalton, Surrey, giving 
notes for physiotherapists on infantile cerebral palsy. It may 
be obtained for Is. from the hospital. 
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■ ' - • ■ MeOICaI. JOUKNAl. 


Experimental Ascorbic Acid Deficiency 

Sir, — I am most interested in the medical memorandum by 
Dr. J. D. Andrew on experimental ascorbic acid deficiency 
(December 3, p. 1273), especially in the observation that he had 
oedema of the ankles apparently due to ascorbic acid deficiency. 
Out of the mass of literature on the subject I quote Duran- 
Reynals,' who states that “ the studies of Chambers^ and 
Zweifach’ have defined the cement present between the endo- 
thelial cells of blood capillaries as a sticky, argyrophilic matter, 
continuously secreted by the cells themselves, and conditioned 
by calcium salts and the pH level. The cement behaves as if 
it were a salt of calcium, is digested by trypsin, and is not laid 
down in the absence of vitamin C.” — I am, etc., 

Liverpool, 3, 1. G. Alexander. 

R£FERENCES 

iflae/. Rev., 1942, 6, 197. 

• /. cell. comp. Physiol., 1940, 15, 255. 

• Cold Spring Harbor Symposia on QuantUathe Biology, 1948, 8, 216. 


Treatment of Cutaneous Anthrax - 

Sir, — W ith reference to recent correspondence on anthrax 
(October 15, p. 875, and December 3„ p. 1296) the following 
fatal case of anthrax might be of interest. 

A' Slovak peasant of 50 cut a finger of his left hand while handling 
some raw meat. Soon his hand became swollen, and his genera, 
condition deteriorated so rapidly that on about the third day of hh 
illness he had to be transferred to a hospital. On admission he wa» 
a very ill man, semi-comatose and running a temperature of 104° T 
(40° C.). He died about 24 hours after' admission, receiving sympto 
malic treatment only. 

The most important necropsy findings were: (1) Left arm oede 
matous. (2) Lymph glands of left arm, left axillary, and cervica 
glands enlarged and haemorrhagic. (3) Spleen enlarged, soft, septic 
(4) Haemorrhagic exudate in pleural cavities and toemorrhagjt 
bronchopneumonia of both lungs., (5) Haemorrhagic leptomenin 
gitis; the thickened meninges were covered with a thick layer oj- 
brown-red haemorrhagic exudate Direct smears from the meninget 
showed numerous anthrax bacilli, which were grown from cultures 
from the organs also. 


Visceral Actinomycosis 


Sir, — Mr. V. Zachary Cope, in his Bradshaw Lecture on 
“Visceral Actinomycosis” (December 10, p. 1311), brings to 
our notice the Cinderella of infections. He is to be congratu- 
lated on his clear exposition of the disease, its symptoms, 
diagnosis, and treatment, and in stressing the need to bear this 
disease in mind at all times. It is only by being alive to the 
fact that this disease is not a rarity that it will be diagnosed 
and the necessary treatment carried out. Both surgeon and 
bacteriologist have a responsibility in the diagnosis of this 
condition — the surgeon to include it in his differential diag- 
nosis and to provide a suitable specimen for bacteriological 
examination, the bacteriologist to search for and isolate the 
causative organism. 

To isolate A. Israeli and grow it in pure culture is often a 
difficult task for the bacteriologist. If a small quantity of pus 
arrives on a swab then the job of the bacteriologist becomes 
much more difficult, if not wellnigh impossible, unless the 
“sulphur granules” are abundant. Pus obtained from any 
lesion which is suspected of being actinomycotic in origin 
should be sent to the laboratory in a sterile tube and not on 
a swab. The more material that is sent to the bacteriologist 
the better chance he has of finding the organism. 

Although much has been learned about this disease since the 
first case was described 70 years ago, there are still many gaps 
in our knowledge. The fact that A. Israeli could be isolated 
from the teeth and tonsillar crypts of people who showed no 
signs of actinomycosis was an important contribution to our 
knowledge of the disease, as was the fact that the disease was 
often associated with dental caries. It has long been recog- 
nized that trauma frequently precipitates the onset of the condi- 
tion. These three factors — actinomycetes in the mouth, dental 
caries, and trauma — must often be present in the mouth. It 
may be that other factors are required before A. Israeli can 
establish itself in the tissues. It is probable that actinomycosis 
is a commoner disease than we realize, only a small proportion 
of the actual cases being diagnosed. 

The figures of the incidence of actinomycosis in this country 
‘ were given in a discussion at the Royal Society of Medicine in 
1930 by Cope.* In 1 1 hospitals in England the average number 
of cases per year varied from 1 to 2.5. In two of the largest 
Scottish hospitals there had occurred only five cases in ten years 
and eight cases in nine years res^iectively. Recently a survey 
has been carried out of the cases of actinomycosis which have 
occurred in the North-east of Scotland (the results of which it 
is hoped to publish shortly), and it would appear from this that 
the incidence of actinomycosis, at least in this area, is much 
greater than the figures quoted above. This survey is part of 
an Investigation the results of which it is hoped will provide 
figures of the incidence of actinomycosis in Scotland. — I am. 


■ Vbv'rdccn. 


I. A. Porter. 


This case, an example of the fulminating type of anthraj 
giving rise to septicaemia and haemorrhagic leptomeningitis 
did. not receive penicillin. However, several cases of malignant 
pustule of the arms and face responded well to treatment with 
penicillin. — I am, etc., 

London. W.C.l. I. FRIEDMANN- 

Antihistamine Drugs and Sea-sickness i 

Sir, — It is a matter of some difficulty for the ship’s surgeon 
to assess the many and varied remedies for this distressing com- 
plaint, and the reasons are not far to seek. The passengei 
usually consults one after vomiting for 24-36 hours, and thii 
often coincides with the end of the bad weather. So whethei 
it be the passenger finding his sia-legs, the weather subsiding, or 
the efficacy of the remedy prescribed which causes his vomiting 
to cease is hard to determine. One must remember, too, that 
one only sees the failures and not the successes of the self-' 
medicated travelling public. 

During the war a considerable amount of research work wa^ 
undertaken to find a remedy for sea-sickness, but in the end 
hyoscine by itself or combined with some other drug was found 
to be the best antidote. In fact one might say that until a 
year ago hyoscine was the sheet-anchor in the treatment of. 
sea-sickness. 

The first report on “ dramamine ” (see leading article in thr 
British Medical Journal. May 14, p. 855) seemed almost too 
good to be true, though it should be noted that quite a consider 
able proportion of the controls fared quite well on the placebo 
given, stressing the psychological factor, which is very consider- 
able in this complaint. I have treated a considei^ble numbei 
of cases with dramamine and its Canadian equivalent “ gravol ’ 
during the summer months when the weather was not too bad 
and have been very favourably impressed, though my result' 
were not as good as those published by the Americans.* How- 
ever, any antidote for sea-sickness given by the mouth pre- 
supposes that the patient will retain it, and in their inability to 
do so probably lies most of my failures. 

The first aim of the surgeon in treating sea-sickness is to stop 
the vomiting, the second to alleviate the accompanying dehydra- 
tion. In order to accomplish this I consider it is of cardinal 
importance to commence medication per rectum. The weather 
this autumn on the North Atlantic has been very favourable 
'to an extensive trial of initial rectal therapy. The last two 
voyages westbound found us in a whole gale for three days, 
which means considerable pitching. In most cases medication 
had commenced 24-48 hours before the storm subsided, an 
important point in assessing the results. One hundred caset 
of severe sea-sickness were treated, and below is given the 
routine and the results. 

Patients were kept in bed for two days. Initially one “ neoanter- 
gan” suppository (150 mg.) was given per rectum, and a half-houi 
later the patient was encouraged to commence slowly drinking eithei 
water, ginger ale, or soda water, aiming at an intake of four to five 
pints (2.25 to 2.8' litres) during the following 24 hours. On the 
second day light solid diet was allowed, and the fluid intake was 
maintained as during the previous 24 hours. On the third day the 


Reference 

I Proc. R. Soc. Med., 1930, 23, 866. 


Dec. 24, 1949 


BRITISH MEDICAL JOURNAL 


ADVERTISEiSENt 



^ANAHiEMUN ’The established treatment 
for pernicious and other macrocytic anaemias 

EVIDENCE is accumulatin'; that the thcra- complicated with subacute combined 

\ . 
peutic action of liver e-Ntract in pernicious degeneration of the cord or not, Anahxmm 

ansmia depends upon the presence, not is rccogmscd as the preparation for 

only of a primary factor, vitamin but effecdve treatment; this is acknowledged 

upon the presence also of accessory factors by the pre-eminent position it has held 

Formostcascs for more than a decade. Every batch of 

of pernicious anxmia, therefore, whether Anahaemin is clim'cally tested before issue. 


‘ANACOBIN’ 


/a.i ^ JLJ JLI ^ Solution of PURE ciystalline vitamin Bj, 

Occasionally, cases of pernicious anaemia arise which cannot be treated satisfaaorily, 
even with Anahaunin, because of hypersensitivity. For such cases Anacobin is available. 

furih/r information it cvailahU on ro^utst, 

THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.i 
TELEPHONE : CLERS:EX^\'EIX 3000 TELEGRAMS t TETR.\DOME TELEX LOSTJON 

■'nab ascz'B/^ 




■ ■ V . 








irs so easy — 

with chetving gum 


to treat oral infections due to 
penicillin-sensitive organisms. 



'VJien chewed slowly Penicillin Chewing Gum A & H 
provides an effective concentration of penicillin in 
die mouth for three to four hours. 

It. is the preparation of choice in the treatment of 
Vincent’s infection, tonsillitis, and other infections 
within the buccal cavity due to organisms susceptible 
to penicillin. 

PENICILLIN CHEWING GUM A&H 

la jackets of six pieces, each piece conuining 5,C(» iu. penicaim (caldmn sail). 


V V u. 


MgTMt tOMOOff*. : 


Advertisement BRITISH MEDICAL JOURNAL 


Dec 24, 1949 







A sterile techniaue allows POSITIVELY NO ADMITTANCE 
to the bacterial invader. In the operating theatre, surgeon 
and sister preserve meticulous asepsis of materials. Yet 
in this vital issue they are reliant upon the indispensable 
contribution of their invisible ally — the suture manufacturer. 
Modern production methods, with scientific sterility control 
of every phase of manufacture, merit their complete 
confidence in sterility of the suture. The sealed tube is the 
final guarantee. Once broken, the aseptic suture is brought 
safely into the theatre sterile technique. These things assured, 
the patient is secure with surgical skill 
in confident hands. 


STERILITY— VITAL AID TO SURGICAL SKILL 



MERSONS (SUTURES) LIMITED 


BANKHEAD AVENUE 


EDINBURGH 


worSd ey@~va@w &in i^r^gress 

MEDICI^S£ & SURGERY 


Important opinions of medical men of all nations . . . 
reports on notable e.xperiments and developments in 
medical science as they arise in every corner of the globe. 
All this you have at hand . . . month by month ... in the 
pages of ABSTRACTS OF WORLD MEDICINE and 
ABSTRACTS OF WORLD SURGERY. These journals 
present an authoritative account of world medicine and 
surgery. They are essential to the doctor or the surgeon 
who would keVp himself informed of each new trend of 

^.1 1.*, I i_:_ 



thought and p 
matter how neij 

ABSTI 


ABSTRACTS 


actice in his own particular field ... no 
Ir or how distant its source. 

[acts of world medicitte 

Subscription £3-3-0 per annum 
Single copy 6/- post free 

OF WORLD SURGERY OBSTETRICS 
AND GYNAECOLOGY 

Subscription £2-2-0 per annum 
Single copy 41- post free 


Please send your subscriptions now to tile Publishing Manager 

BRITISH MEDICAL ASSOCIATION 

B.M.A. HOUSE • TAVISTOCK SQUARE • LONDON • W.C.1 


10 



co^!: 






Art 


to' 


•- v't'' tot 






,i6''.^°t\o vtoc 

“'>»f > ”S»»'»‘ 




»'lfn\SVC«=*-r'0l 




\V 




.tfO- 


Vto»'® 




»•< 


S- 


^.VJS' 




QS.C 




^9^9 


.a' 






lO 




vtot 




Vva-it 


MCC^ 


coco'*^o\ t'"' 
ftato't' o' 
,uort “ 


...... 

sttoO^^s.o'S^; lot 




avco 


W 


sva^ 


ut'’ 




\t\ *1 

- to „atv 




tvC' 


toV ^ 


pet^°''Y 
oet 

a\NMiV%q34. d 
atoott' g^c.. 

Dtct«'r;ae0^o ^ t- ?• At. d'" ^ to^^^. to. 




ot ■'‘To'-O ”i'«‘i 

Otot 




\ori 


ottd'":,- 


sattf ‘ilWtt^U , 
o#ort utotts. 




»' ”' ?*■'. s- L oi »js 

yotttd'f 5,U _ll ,lte ^Atatt'oO"t^ivto>'^- „ oOO ^ „cttp\o'0 "" 
it^^t lo\\o*?%ttdo coO"'^ ^„, N.^toto o . ,oto? 




UtooS' 


■ lid „t tO” ’ vOt- .,e 

'■^oot iviO afeOO'f t 

tott'^jd 


■’-°“5 fotoo'»‘.' ot * AN “t'^iattt ^attto' ^ Mcatos d tot® 

■ij '*1 AtO'^^ q( '2^ - . rtO ■'‘' Av ttta':®„iteO to't ,oa®®^J;ttott. "'If aOV 






»”»<;»* 'ts <.5» t:>. 


la'to 
ness. 

U 


, a\«'' 


ost 


COO 


int. ‘-t; cato® 




etc.. ^t.KO> 


\\\0 


1^' 


o'"’ 


to.^- 

flosp. 


t9j9. 


a* 


A10 






\f^'®’ 'dtO'°!;,‘o{ '\''!"ner-0''" 




tto\t 


ttot 


■';':s»»'^srv«*' 


,cto.' 




M ^'Tta!?®®'''" 




it. 


lOiV- 


3. 


tt.. 




;\»e‘. 


Ctot’ 

o’s 




^■O^- 


lOtct'to'fltcad 

att'o'® v-at ttot ? \ 

vcetot®' d\o4 * pat'to': loti, 

ttvtv®'" \n' ttto«''rd to 


toOSSt’ 

to ‘\?atto®'':ticut®' 

ato'Vs 

ttvS 


tel 


ctoo' 


dcio® 


to 


C- 


\ato.®^'; 






0^ 




.. ."■$“ 


avt^o'® !n tttotd 
\eodt®^ svas 


ttot 

Vd^t 

iSO® 


tJ-o'' V 


Sto- 


tost^<flc>t®''^t;'ttot 


-Vo®tJ„tOlO^'l,a«''o^' ^t ttoat^^lttS ^V' 


dfOS 


ttot 




Ot 


‘"";S>''Ss.'r' .. 


,.a=’:;,.s*''?-j*' 


et'o . V sN ttto 


*«?.foI 




co' 


^tot ® 


.««'S»d“*'‘’””',.»'. 


tot 




<i°;; ottott^ ’ 




\. 


to^ re 
t°'*- ed 

itttstd 

n. 


ItOfO 


latto 


sotod'^ 


tiettt^ 

ttot a' , 09S to 

,vitst 0 ^.^,iotts 


ttot 


toS 

s^io 


{ate 


ptot®* ^YaO. 




ia\ 

f. 

o\oO* 

nJCOl- 


CO^ 


ra*^";;’ectatoV^,e \o 






.ttetot 


■d'S®to'’'UNeS®'' 


„r attat-' ai 

sto°';li0tootto„,. 


afttt 


CO' 




deto' 
z\ ■ 


tOttt'-'.'r ttot 

*-ds 

to®®*,, 
esto®^ 






vst "roatt®^- 

stta'Stot- ,a' 

.Nt ' 


.do® 


NJaS 

. ,t -sotto 

toSttto^ildoO 

0° 'ntiOO 




dto\®}® ^o'd 


e^^st?S«ss5s» 


'NCS' 


,ct^'- 


t®'q^ Vasto'^gf ttot^j^^deao tt'"' _^aft - ,t. 

-.^Ssslsiria^S- 


Ld^‘'^:.tttotd;.,^ol'^\“iott'''^' 


ctot®^ 


VO'S 

jtito 




tott® 


dt^*lv^'°-^- 


ttot® “rtttt"' , 

iteot.’ j ot. 


ladO 


antodt^’ a' '® 1° tt^'^SoV Ao ®'Y°A“aoa®t'*>t 

>* »d.-ft'.»-='.Sse#.2|| 




1 ? 


lacr»* 


aeatt"®'^^ 

dd tot® He veto' 


ifitttf^ 


tot^-la. 


.-.dW' 
ttotta®^ 


.iT-es \>^ ' .’^a. !\ie\V -\n\re .^A s^?^_^ned* 


d... - . . „ 


cot®* ?Lfs'®S5,ved '® 


dt®S^sWsref a®* S"f~t 

d'j . .pe^^' 


atott „;7ectoS,^7 anc---ol teo 


tat^«°^^tddo®.tt®®®'- 


rt\C' 

O^ tt ,„ ttots ^Vi _ 


.jjitno't'r.’jot'' 


'”'‘'"ro'^d“'£*>'* 

oI.»' 


.atoto" 
ttoa\%e,otoa 


toV 


dctoto. 


idd. — ' . Hlneatt ^ 

ctototoW''!:.iA'r- 


dtet®^^®^^- 
ttotf 




to®'!.. 


dtat t®®^ V"' 

aodot ® 


®®f Je^Cdtd oo- *t 

*''^;ttt 



Biurau 

Medical Journal 


1474 Dec. 24, 1949 CORRESPONDENCE 


A psychological background was added by the birth, ten 
months after this attack, of' a mentally defective (mongol) 
child, a factor which profoundly affected the patient’s outlook 
since. 

These points are interesting in view of the diverse views 
of the aetiology of ulcerative colitis. Perhaps there is a little 
of truth in both the psychosomatic and infective schools of 
thought, and more often than we have realized the colon may 
have been the recipient of both types of trauma. Intestinal infec- 
tion and psychosomatic stress are both common, and thus the 
comparative rarity of ulcerative colitis may be explained by 
the necessity for coincidence. ' 

In conclusion, may I suggest that cases such as the above 
and Dr. Frankel’s indicate that absolute and dogmatic state- 
ments regarding the use of streptomycin in ulcerative colitis may 
yet prove premature. The danger of such an attitude towards 
comparatively new forms of therapy has recently been rather 
forcibly demonstrated in Ireland, where streptomycin has been 
controlled on the advice of the Medical Research Council, and 
gastro-intestinal infections are not even mentioned in the 
schedule of diseases in which permission to use the drug will be 
granted. — I am, etc.. 

Dublin William F. O’Dwyer 

Aa Unusual Murmur 

Sir, — T he unusual murmur described by Dr. F. A. Ward 
^December 10, p. 1353) with the accompanying case history 
suggests the diagnosis of a small spontaneous pneumothorax. 
[ myself suffered from recurrent spontaneous pneumothoraces 
a few years ago, and during an attack I often heard and felt the 
clicks described by Dr. Ward (known in the textbooks as aortic 
or systolic clicks). 

My own personal experience indicates that the systolic clicks 
are influenced by posture and to a lesser extent by respiration. 
With alteration of posture, often very slight, they could be 
made to appear or disappear at will. This probably accounts 
for the sudden disappearance and reappearance of the clicks in 
Dr. Ward’s case. It was also my experience that the clicks are 
more pronounced the smaller the pneumothorax. 

It seems probable, therefore, that in Dr. Ward’s case there 
was present a small pneumothorax, possibly localized by 
adhesions, which did not show up on the radiographs. — I am. 
etc., 

Ryton-on-Tync, Co. Duiham P* DlCKINSON 

Splenic Puncture 

Sir, — 1 was particularly interested in Dr. Emanuel Turkman’s 
reference (November 12, p. 1 1 12) to the increasing employment 
of splenic puncture as a diagnostic measure in blood diseases. 
Thirteen years ago, in describing the technique of this puncture. 
I wrote' : 

“ In the investigation of the pathological processes in blood and 
other diseases in which splenic enlargement is a prominent symptom, 
the possibilities of spleen puncture have not been fully explored . . . 
and it seems certain that useful information regarding the processes 
of blood-cell destruction might be obtained from the blood taken 
directly from the sinusoidal spaces in the spleen.” 

I am in entire agreement with Dr. Tuckman’s statements on 
both the relative safety of splenic puncture and on its greater 
value in the diagnosis of kala-azar. I also agree that the safety 
of the operation depends to a great extent on the speed with 
which it is done. However, 1 was not impressed with his tech- 
nique for spleen puncture. 1 have no doubt that it is much 
simpler than it sounds. I wonder whether Dr. Tuckman has 
tried the method de.scribed in the paper referred to above. This 
certainly needs a special syringe attachment, but it is one that 
can be made very easily by any local tinker. This attachment 
gives the operator complete control of the syringe with one 
hand and leaves the other hand free to grasp the spleen. 

1 could not quite see why Dr. Tuckman claimed that his 
method made one independent of the patient’s co-operation. 


With my attachment, however, it is possible to do a spleen 
puncture on a screaming struggling child: all the help that is 
needed is for someone to keep the child’s hands off the syringe 
With a firm grasp of his spleen one is quite indifferent to the 
child’s gyrations around this central point. The needle is in 
the spleen for only a fraction of a second, so that danger of 
damage to the capsule is reduced to a minimum. 

I have used this syringe attachment for twenty-odd years in 
over 6,000 splenic punctures in kala-azar and in a variety of 
blood diseases, without fatalities or any serious ill effects 
and I now do not care to do the operation without ir. ' If ii 
is true that splenic puncture is becorning more popular among 
haematologists, I would draw their attention to this simple 
attachment. — I am. etc.. 

London. W.l L. EVERARD NaPIER 

Referencb 

> Lancet, 1936, 2, 126. 

Hyaluronidase and Bee-sting Sensitivity 

Sir, — I n reply to the letter by Drs. W. R. S. Panckridge and 
C. Q. Henriques on the subject of angioneurotic oedema caused 
by a wasp-sting (December 10, p. 1354), I wish to make the 
following comment arising out of observations on two cases ol 
bee-sting sensitivity. 

The exquisite degree of sensitivity seen in cases of bee-sting 
is‘ evident from the severe and on occasion fatal reactions 
recorded in the literature and in the press. There is evidencf 
that this sensitivity is of an allergic character and is based on ' 
sensitization following previous bee-stings. The rapidity ■ ol 
development and widespread severity of the reaction are of the 
highest order. Among the ordinarily encountered parallels is 
that seen in cases receiving pollen-hyposensitization therapy, 
and even here the reaction is rarely as acute or as severe. 

The likeliest mechanism for these severe reactions may hr 

(1) a very high degree of sensitivity, as seen by the vigorous 
skin reactions obtained with testing, or (2) the possibility of 
accidental intravenous administration of the allergen. The 
latter is unlikely, though possible even in the case of bee-stings 
The fact that bee venom contains hyaluronidase suggests an 
alternative mechanism. The hyaluronidase could facilitate the 
rapid and massive absorption of the antigen and could therefore 
account for the acute and severe generalized reaction. ' 

The two cases of bee-sting sensitivity which were investigated and 
treated were two members of the South African police force. Theii 
histories varied only in degree. In the one case there were two 
incidents of almost immediaie unconsciousness lasting up to 11 hours, 
followed by severe generalized oedema and respiratory distress. The 
second case, while not so severe, was prostrated with extensive 
angioneurotic oedema and severe abdominal pains. 

Scratch tests were carried out with (1) a bee-venom extract pre- 
pared commercially for the treatment of rheumatoid arthritis; 

(2) bee body protein extracted with carbo! saline after the sting 
and venom had been carefully removed ; (3) a drop of honey placed 
on the skin. The more severe case gave strong positive reactions 
with all three test materials, while the other did not react tO' being 
scratched through the honey. The antigen, therefore, is contained in 
the bee protein, not solely in the venom. This observation has been 
confirmed previously by other workers. Both patients responded well 
clinically to hyposensitization with a bee protein extract prepared 
by the South African Institute for Medical Research. The response 
was assessed by the increasing tolerance of the skin to larger doses 
of the injection material. As emergency measures, the patients 
were instructed to carry with them a syringe, adrenaline for injection, 
tablets of ephedrine and of “ benadryl ” (oral adrenaline, such as 
•• neo-epinine," would appear to hold out the advantages of easier 
application and portability). When last seen neither had been 
expo.sed to the crucial test of being stung again, though it is 
reasonable to expect that benefit may have accrued from the 
treatment. 

It is suggested, therefore, that the anaphylactic-like response 
to hee-sting is due to (Da high degree of sensitivity to bee 
protein following on previous sensitization, and (2) the adiuvant 
effect of hyaluronidase in the bee venom ; this could facilitate' 
and make more complete the rapid absorption of the antigen.— 

I am, etc., 

London. W.C.t. ' I. PBPYS. 
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talks. It gave him pleasure recently when he was elected 
an examiner for the final Fellowship, and he was eagerly 
looking forward to his duties in this connexion. For years 
Hindmarsh had conducted a very large and widespread 
consulting practice, and in addition to his main work in 
Newcastle he operated regularly in outlying hospitals 
twenty to forty miles distant. In these areas his name was 
well known to doctors and patients alike. 

“ T. A.” was a most loyable man, and he will be sadly 
missed in Newcastle. He had a warm, genial, kindly dis- 
position and radiated good cheer. He loved to hear or to 
tell a good story. Although he worked so hard he found 
time to pursue his hobbies. He was a good golfer, a keen 
fisherman, and interested in music. He was happily 
married, and he leaves a widow and two daughters, to 
whom the sincere sympathy of all his colleagues and friends 
will be extended. — J. H. B. 

A. J. HIRD, M.B., M.R.C.P. 

Dr. Alan J. Hird, a junior lecturer in medicine at the 
University of Glasgow, was killed early on December II 
when he fell several hundred feet while undertaking 
an overnight climb of Am Bodach, a mountain near 
fCinlochleven. Dr. Hird Was a member of the Scottish 
Mountaineering Club and a keen and experienced climber. 
His career, cut short at the age of 32 by this tragic accident, 
was one of great promise. 

Alan James Hird was the son of the late Mr. James 
Hird, principal teacher of chemistry at Allan Glen's School, 
Glasgow. Educated at Glasgow Academy, of which he 
was dux at the age of 16, he entered Glasgow University 
and took a B.Sc. in 1937. He went on to graduate M.B., 
Ch.B. with honours in 1940. He then held resident posts 
as house-physician at the Western Infirmary, Glasgow, and 
house-surgeon at the Royal Hospital for Sick Children, 
before joining the Navy as a surgeon lieutenant. After 
completing his service Hird took the M.R.C.P. in 1947. He 
was then appointed medical registrar at the Southern 
General Hospital, Glasgow, and shortly afterwards was 
made a junior lecturer in medicine at the University, in the 
department of the Regius Professor of Medicine at the 
Gardiner Institute and Western Infirmary. Alan Hird was 
particularly interested in research on diseases of the blood, 
and he had already published a number of useful contri- 
butions. In the past year he had often been of much 
assistance to the Journal in writing annotations and 
occasional leading articles. 

Hird was greatly liked by all his colleagues for his 
charming manner and for the firmness and resolution 
which he showed in his approach to any problem, whether 
in the clinical or research field. He was the only child of 
his widowed mother, and to her the sympathy of all his 
friends and colleagues will be extended. 

Professor J. W. IVlcNee writes : The tragic death of Dr. 
Alan Hird at the age of 32 in a mountaineering accident is 
a severe blow, both to Glasgow University and to the 
Western Infirmary. Hird was universally recognized among 
bis colleagues, old and young, to be on the way towards a 
brilliant career in medicine, and his aptitude for^ inde-. 
pendent research work was apparent to all. He was just in 
course of applying for one of the coveted Commonwedth 
' Fund Fellowships, and if successful would have spent the 
next year or two at either Harvard or Rbchester University 
in the United States on exciting research Ayork, which he 
had already tentatively planned. Hird was a fine lad and 
oreatly liked by all his colleagues. There is no doubt that 
a fine young physician, steadfastly moving towards the 
light, has been lost by the Glasgow School of Medicine. 


Dr. Edward Edelsten Brierley died suddenly 'in Ramsey. 
Isle of Man, on December 8 at the age of 78, His family came 
from the Rochdale area. He was proud of being a Haileybury 
man, and he graduated M.B., C.M. at Edinburgh in 1895. Five 
years later he took the F.R.C.S.Ed., and this was to affect some 
of the later phases of his career. He held some resident 
appointments and undertook a trip to the Fair East before 
settling in practice in Cardiff in 1901. His practice developed 
rapidly and included some surgery, though he was narrow!; 
unsuccessful in his application for a surgical post on the stall 
of the Cardiff Royal Infirmary. He found partnership helpful, 
notably that with Dr. Telford Morgan, who now carries on the 
practice. Brierley was a keen B.M.A. man, and filled many of 
the important Association offices locally as well as represent- 
ing the Cardiff Division at the Representative ^{eet^ng almost 
without a break from 1915 to 1933. He was president of the 
South Wales and Monmouthshire Branch in 1931-2 and chair- 
man of the Cardiff Division. He also served for ten years on 
the Charities Committee of the Association. His contributions 
to professional and medico-political discussions in Divisional 
and Branch meetings were able and interesting. Many will 
recall that when the Association was aroused by the advent 
of the Insurance Act his observations, while intensely critical, 
nevertheless conveyed a sense of the inevitability of some such 
development. Brierley was an ardent churchman, and for man; 
years he was vicar’s warden at the Church of St, John the 
Baptist. Cardiff. After 33 years in Cardiff it became necessary 
for family reasons that he should move to the Isle of Man. 
At Ramsey, from 1934 onwards, Brierley developed a moderate' 
practice and at the same time, as was his custom, took up 
his interests in the Church and in medical politics. He became 
vicar’s warden at the Church of St. Olave’s, Ramsey. He was 
president of the Isle of Man Division of the B.M.A, from 1939 
to 1943, and president also of the Isle of Man Medical Society. 
He worked, too, for the Red Cross Society, and with that bod) 
rendered sterling service during the war. He was an expert 
pigeon fancier, and it was just two days before his death that 
the award of a first prize to one of his exhibits was announced 
Brierley was a man and a colleague whom it was a privilege to 
know. He was as upright in conduct as in figure, A very wide 
circle of friends will feel the utmost sympathy with those whom 
he leaves — his widow, whose devotion and expert knowledge 
of medical matters must have been of the greatest service, one 
daughter, and three sons, one of whom is in practice. — E. J. M 

Dr. Fr.\nk XHORhfTON BiRKiNSHAW died suddenly at his home 
in Auckland, New Zealand, on October 2, 1949, at the age 
of 50 years. Born at Ovingham-on-Tyne in 1899, Dr. Birkin- 
shaw was educated at the King Edward School, Birmingham, 
and at Birmingham and London Universities. He joined the 
Royal Warwickshire Regiment during the first world war and 
was later attached to the Royal Air Force, in which ha saw 
service svith a special duty flight attached to the Hedjaz army. 
He was for a time the personal pilot of T, E. Lawrence, and 
was decorated by the French and British Governments. After 
the armistice he returned to his regiment and later joined the 
Royal Army Medical Corps. He went to New Zealand in 
1930, and practised in Amberley and Christchurch, where he 
was a vice-president of the Returned Services Association. 
Dr, Birkinshaw came to London in 1937 for postgraduate study. 
After 18 months he returned to Christchurch and in 1940 was 
appointed medical superintendent of the Coromandel Hospital, 
He relinquished this appointment in 1943 to commence prac- 
tice in Auckland as a consultant physician. Dr. Birkinshaw is 
survived by his wife. Dr. Edna Birkinshaw. and by one son and 
one daughter. 

Dr. William Scott Hall, who died on November 14 at the 
age of 74, 'was for many years one of the best-known medical 
practitioners in Scunthorpe. Dr. Hal! was a student at Marechal 
College, Aberdeen, and at the Middlesex Hospital, graduating 
M.8., Ch.B. in 1897. He came to North Lincolnshire ^ an 
assistant in practice at Althorpe before settling in Scunthorpe. 
Then in 1902 Dr. Hall went into partnership in Bradford, 
returning to Scunthorpe again after four years as a captain in 
the R.A.M.C. during the 1914-18 war. He retired from practice 
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only three years ago, and lived in the Isle of Axholme and 
subsequently at Epworth. Dr. Hall was a man of few words, 
sometimes difficult to approach, sometimes brusque and gruff 
in manner. These outward garments served only to hide a man 
of deep feeling and compa.ssion, a doctor to whom the ills and 
distress of his patients were of real moment, distressing to him- 
self. He had an independent outlook on medical problems, but 
he kept pace with the rapid advances in medicine, and bis 
younger colleagues could always rely on a sound, modem, 
balanced, pithy comment on any subject under discussion. His 
practice extended far and wide in North Lindsey, his many 
patients relying on him to continue to serve them even at 
rreat distances. As a magistrate his deep insight into human 
behaviour was always of value to colleagues on the bench, 
‘Vhere he joined his own sense of personal integrity with a 
sympathetic understanding of human failings. His interest in 
things other than medicine was wide. He had pronounced 
views on the failings of our social order, and could speak 
vehemently at times of need for change. His great hobby 
was the collection of old prints and etchings, about which he 
had something of a connoisseur's knowledge. His widow and 
two sons and two daughters survive him. — J. R. B. and W. H. B: 

Dr. Alfred Ernest Remmett Weaver, who died on 
November 15, was formerly medical officer of health for 
Weston-super-Mare. A student at Birmingham University, 
he graduated M.B., Ch.B. in 1904, proceeding M.O. two 
years later and taking the D.P.H. in 1908. He entered the 
public health service in 1906, and was for more than 20 years 
deputy to Sir William Savage, who was then county medical 
officer of health for Somerset. Then in 1929 Dr. Remmett 
Weaver succeeded the late Dr. John Wallace as medical officer 
of health for Weston-super-Mare. He continued in this appoint- 
ment until his retirement in August, 1941. He acted also as 
superintendent of the isolation hospital, and he was responsible 
for creating an up-to-date maternity and child-welfare service 
for Weston. In his retirement Dr. Remmett Weaver continued 
to play an active part in local affairs. He did a great deal of 
work for SL Paul’s Church, where he was churchwarden, and 
recently represented the church at the Locking Ruri-decanal 
Conference. He was a past president of the local Rotary Club, 
and took a keen interest in the Somerset Association for Mental 
Welfare and in the local Tuberculosis Care Committee. 

Dr. William Hilton P.arry died suddenly at his home in 
Caernarvon on November 19. A son of the late Dr. Robert 
fairy, he was bom in Caernarvon and educated at. Llandovery 
College, the University College of Wales, Aberystwyth, and 
Liverpool University. He graduated M.B., Ch.B. in 191 1, and 
■ was house-surgeon and subsequently house-physician at the 
Royal Southern Hospital, Liverpool. In September, 1914, he 
was posted to the 14th General Hospital at Wimereux, and a 
year later he transferred to the No. 3 Field Ambulance of the 
1st Division. He then served as medical officer of the 4th 
Battalion, Grenadier Guards, and later was with the 3rd Guards 
Brigade in the Battle of the Somme and was twice mentioned 
in dispatches. For his work during the Passchendaele attack 
he was granted an immediate award of the M.C. At the end 
of 1917 he was graded unfit for further service abroad and 
appointed surgeon specialist at the Alder Hey hfilitary Hospital. 

few months later, however, he managed to get back to France, 
where he served with distinction while attached to the Australian 
Division. On demobilization Dr. Hilton Parry joined his father 
in general practice in Caernarvon. Shortly afterwards, he -was 
appointed medical superintendent to the Gallt-y-sil Isolation 
• ■ Hospital, and he later became superintendent of the Eryri 
Hospital and Bodfan Mental Home, medical officer of the port 
sanitory authority, and police surgeon. . He had been a borough 
magistrate since 1930. and for many years was a member of 
the local panel committee, serving as its chairman for a time. 
He was made chairman of the North Caernarvon and Anelesey 
Division in 1928-9, and was president of the North Wales 
Branch in 1945-7. During the recent war Dr. Hilton Parry 
served as chairman of the local medical board. He also acted 
as medical officer of a Caernarvonshire Home Guard battalion. 


Bmuii 1477 

Medical Journal 


and'was later promoted to zone medical officer for Caernarvon- 
shire with the rank of lieutenant-colonel. In 1945 he was 
accorded the honour of nomination as high sheriff of 
Caernarvonshire. In recent years Dr. Hilton Parry had been 
a member of the local executive council and of the local 
medical committee for the area. In his youth Dr. Hilton 
Parry was an enthusiastic athlete, and at the age of 17 he 
swam the Mcnai Straits at their widest point. He was a keen 
footballer and cricketer and also a useful boxer. He leaves 
a widow, one son, and one daughter. His elder daughter wav 
killed in a London hospital, where she was nursing, during a 
flying-bomb attack in July, 1945. 

A colleague writes : As a surgeon Dr. Hilton Parry was cool, 
resourceful, and undaunted by unexpected difficulties. He was 
at his best in operating on the many and varied acute abdominal 
conditions that he was called on to treat. A pupil of the Liver- 
pool School, he was adroit in handling fractures, and he also 
had a long run of successful caesarean sections in the days 
before the modem mate'mity centres were available in the 
district. On a holiday outing his greatest pleasure was to bring 
along one or more of his friends to accompany him. Many of 
us have happy memories of summer afternoons in his boat in 
Caernarvon Bay, or trawling in the Menai Straits in the winter 
On such occasions he was a genial and generous hosL 

LieuL-Colonel Sir Goronwy Owen, D.S.O.. writes; By the 
death of Dr. W. Hilton Parry the tov/n and county of 
Caernarvon have lost a much loved and highly respected 
figure. He had had a distinguished career, not only as a 
medical practitioner in civilian life for a period of 30 years, 
but also as a medical officer on active service in the first 
world war. His unfailing cheerfulness and his optimism 
endeared him to his patients in all ranks of life, and his 
indomitable courage in the face of his own agonizing illness 
placed him in a category of his own. His interests were not 
confined to his profession, but embraced many other activities 
and bobbies. He discharged his duties as a magistrate and as 
chairman of the advisory committee with the same punctilious- 
ness and conscientiousness that he devoted to his profession, and 
not the least of his activities was his devotion to the Sea Cadets. 
He was also a keen photographer and yachtsman. In truth, he 
was a man of sterling character and of many parts. 

Dr. Frank Husb.and-Cluiton died on November, 19 at hi' 
home in Crowland, Peterborough, at the age of 78. Dr. 
Husband-Clutton, who had been in failing health for two 
years, was well known in Crowland, where he had lived for 
53 years. A student of Bristol University and Guy’s HospitaL 
he qualified in 1894, and went on a voyage to India as a ship 
surgeon before settling at Crowland in 1896.‘ Over the next 
34 years, until his retirement in 1930, he was medical officer 
and public vaccinator for the Crowland district of the Peter- 
borough Union. He was also medical officer for the Crowland 
rural coimcil. While in practice and afterwards Dr. Husband- 
Clutton took a great interest in the work of the British Medical 
Association, and he was chairman of the Holland Division of 
the B.M.A. in 1924-5. It was after he retired that he became 
most active in local affairs. He served on the Spalding Counefl' 
for many years, on the Holland County Council, and had been 
a magistrate since 1933. He is survived by his widow and a 
son and a daughter, to whom the sympathy of all his many 
friends will be extended. 

Dr. Robert Francis Gerilard died at his home in Great 
Sutton, Cheshire, on November 19 at the age of 74. A Lanca- 
shire man, he was educated at the Collegiate School, Chester, 
and at Liverpool University. He qualified in 1906, and after 
holding several assistantships in Lancashire settled down in 
Ellesmere Port, where he practised until a little over a year 
before his death. He was one of the early pioneers in the 
establishment of the district hospital, and was for many yean 
chairman of the medical board. He was chairman of the 
bUesmere Port Nursing Association for a long period, and he 
was pohee surgeon and a factory surgeon for many years. He 
WK also a lecturer to the SL John Ambulance Association and 
Old much to establish the association on a firm basis in 
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Ellesmere Port. Before the outbreak of the 1914-18 war 
Dr. Gcrrard was prominently associated with the Cheshire 
Yeomanry, of which he was at one time medical officer. While 
serving in the Near East in 1916, attached to the Welsh Border 
Mounted Brigade Field Ambulance (74th Division), he was 
mentioned in dispatches. Dr. Gerrard always had the interests 
of Ellesmere Port at heart and was elected to the council in 
1930, becoming chairman in 1933^. He will be best rememL 
bered, however, by his colleagues in Birkenhead and Wirral as 
an active member of the B.M.A. He represented his constitu- 
ency at the Annual Representative Meeting in 1946, and he was 
chairman of the Birkenhead and Wirral Division during the 
difficult period 1946-7. He was a fine family doctor, and his 
widow and two daughters, both of whom are members of the 
profession, will have the sympathy of his many friends, patients, 
and colleagues.— R. W. L. P. 

Dr. Thomas Hugh Robinson McRiernan died at his home 
in Falmouth on November 21 at the age of 56. He was the 
•fourth son of T. C. McKieman, of Dublin, and was educated 
there at Mountjoy School and later Trinity College. On the 
outbreak of war in 1914 he interrupted his studies and at once 
volunteered as a surgeon-probationer R.N. After a period of 
service he was sent back to complete his medical studies in 
1918, and immediately afterwards he rejoined as a surgeon 
lieutenant. Following his demobilization he was resident 
surgeon at Df. Steevens’s Hospital, Dublin, and later went to 
New Zealand, where he was medical superintendent of the N. 
Wairoa Hospital. Returning to this country, he settled in 
Falmouth, and soon built up a large practice, mainly surgical, in 
Falmouth and the surrounding country. He was one of the last 
of the dwindling body of general-practitioner surgeons. Dr. 
McKiernan was a quiet and retiring man, in whom his patients 
had profound confidence. He lived for his work, and paid 
frequent visits to the surgical clinics of America and the 
Continent. The death in action of his only son in 1940 was 
a great blow, a tragedy from which he never fully recovered. 
He had been ill for some years, and, in spite of advice to the 
contrary, continued to work at high pressure. As he would 
have wished, his end came when he was still in harness. To his 
widow the deepest sympathy of his friends will be extended. — 
J. A. S. 

Dr. John Gordon Gordon-Munn died on November 29 at his 
home in 'his native Scotland. He was aged 86 and was the 
son of a distinguished Edinburgh mathematician. He graduated 
•M.B., C.M. at Edinburgh University in 1889, proceeded M.D. 
with first-class honours in 1896, arid was later elected^ F.R.S.Ed. 
Dr. Gordon-Munn served as medical officer to the 1st Battalion 
of the Grenadier Guards in South Africa and gained the South 
African Medal with six clasps. Returning to this country, 
he started in psychiatric work at Cane Hill Mental Hospital 
in association with Rotherham, Pope, and Armstrong Jones. 
After his training there in this distinguished company he took 
over the Heigham Hall private mental hospital in Norwich, and 
soon built up a large consulting practice. He retired in 1920. 
His professional duties permitted him little leisure to participate 
in outside activities, but in 1914 he, was appointed lord mayor 
of Noiwich, and worked hard and enthusiastically at his new 
duties. When war was declared he did a great deal for the 
public safety and was especially proud of his achievement in 
raising at the request of the Army Council a new unit for' the 
Regular Army — the Norfolk Divisional Engineers, 1,230 strong. 
Dr. Gordon-Munn was a sound psychiatrist, and he will be 
missed by many friends. A bachelor, he was a wonderful host 
in his own house. — J. A. S. 

Dr. Leslie Alfred Humphrey died on December 1 at the 
age of 32. During his early years in Tunbridge Wells he grew 
up a kind, charming, and seemingly idle lad, and it was only 
towards the end of his time at Winchester that he began to 
show the breadth of interests and the intellectual qualities which 
endeared him to such a wide circle of friends. At Trinity 
College. Cambridge, he learned much about life and rather less 
than his tutor thought proper ahout natural science. On going 
down from Cambridge, he joined l.C.l.. Ltd., as a trainee, but 
when his father offered to make it possible for him to take up 


medicine he grasped the opportunity. He went to University 
College Medical School at the beginning of the war, when it 
was evacuated to Leatherhead and subsequently .Cardiff. After 
a hesitant start Humphrey adapted himself to student life, and 
in the combination of scientific discipline with personal contact 
and interest provided by a medical training he' found the outlet 
for his energies which he had been seeking. None of his con- 
temporaries are likely to forget his enthusiasm, enterprise, and 
personality. After qualifying in 1944 he went to the West. 
Middlesex County Hospital, first as house-suVgeon and then as 
house-physician. Although this was his first medical post, he 
started a diabetic clinic and trained himself to make the electro- 
cardiographic reports for the whole hospital. Some of his 
colleagues will remember his plan to commission artists to paint 
friezes in the children’s wards — a plan which might have been 
accepted in other circumstances than those of the war. It soon 
became clear to him that he would not obtain a' fundamental 
understanding of disease solely by clinical work, and he deter- 
mined to become .a pathologist. This was not undertaken at 
an aim in itself, but with the idea that he should equip himself 
sufficiently to form part of a team which could study particu- 
larly psychosomatic disorders. In this he was influenced by the , 
work of Sheldon. He was accepted as a trainee in the Emer- 
gency Pathological Service, and spent two" years in the sectoi 
laboratory at Ashford County Hospital, where, as always, he 
made many friends. At the end of his training he was placed 
in charge of the laboratory at the Queen Alexandra Military 
Hospital, Millbank. He was due for demobilization at the end 
of this year, and had been offered a research post which would 
have given him his first real opportunity to test some of hib 
ideas. In February, however, he developed an obscure illness 
which was later proved to be periarteritis nodosa. Although 
aware of his condition, and although blind for the last three 
months of his life, he never lost any of his charm or dignity. 
Rather did he grow in intellectual stature, so that persons who 
went to visit a very sick man found themselves talking with one 
who was at least an equal, and who had turned his illness into 
an opportunity for reflection. In 1946 he married Lorna Inee. 
who survives him with two children. 


Medico- Legal 


IDIOSYNCRASY TO WHOOPING-COUGH VACCINE 
On November 30 an inquest was held in Hanley on the death 
from encephalopathy of an eight-months-old infant. Accord- 
ing to a recent press report* death was apparently due to an 
idiosyncrasy to pertussis vaccine. ’ 

The father gave evidence that his son, one of twins, had , 
been in good health up to Saturday, November 26, when he 
was taken to the Hanley Clinic to receive inoculations' against 
diphtheria and whooping-cough. Both children were immu- 
nized in the morning and were taken home by their mother. 
At about 6 p.m. one child began to cry and make strange move- 
ments with his arm. A doctor was called and the baby was 
admitted to hospital at 1.30 a.m. on the Sunday morning. The 
infant died less than an hour after admission. 

Dr. C. Giles .said he had never seen such an unfortunate 
consequence of whooping-cough inoculation. He had little 
doubt that it was the whooping-cough vaccine and not the 
diphtheria vaccine that was responsible. So far as he knew 
this was the first case of its kind to be reported in this country, 
although several had been reported in the United States. There 
was nothing to show that the inoculation was not properly 
carried out, and a number of children had been inoculated with 
material from the same bottle of vaccine without ill effect. 
The vaccine was now being examined at the (jentral Public 
Health Laboratory in London. 

The coroner, who returned a verdict in accordance with the 
medical evidence, told the father that he had been right in 
consenting to the immunization being performed. .This case 
was " perhaps one in hundreds of thousands.” 


I Hanley Evening Sentinel , November 30. 1949. 
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Medical Notes in Parliament Universities and Colleges 


On December 16. before Parliamenr was prorosued, the Royal 
.Assent was signified to the National Health Service fAmend- 
ment) Act, the Criminal Justice (Scotland) Act. the Nurses 
iScritland) Act, the Adoption of Children Act, and other Acts. 

Medical Services in Malaya 

Colonel STODD.tRT'ScoTT on December 3 invited Mr. Shinwcll 
:o make a statement with regard to the medical services pro- 
vided for British troops in the Malayan campaign, and to state 
■vhat iniprovements could be e.rpected in the immediate future. 

hfr. SmNtVEU. in reply said the medical services in Malaya 
included an adequate number of Service hospitals and medical 
officers to maintain the normal health of the troops and to 
‘care for the sick and wounded. DifficuKies, however, arose in 
securing the immediate surgical treatment of battle casualties, 
since fighting was carried on by numerous small columns of 
troops which operated in difficult country and svere frequently 
on the move, it was impracticable to provide surgical facilities 
for carrying out operations in the immediate vicinity of the 
fighting. Consequently it was necessary for casualties to be 
evacuated to the hospitals where surgical attention could be 
iiven. 

There were three Service hospitals in Malaya District, which 
covered the mainland of Malaya, but there svas only one Army 
-urgeon. It had accordingly been necessary to utilize the 
-ervices of civil surgeons. In Singapore island there were three 
Service hospitals and three Army surgeons. To meet the 
deficiencies of surgeons in the Army as a whole, arrangements 
had been made to engage immediately a number of civil surgeons 
for short-term contracts. Three had already accepted the terms 
and conditions of service. Subject to tbeir being physically fit 
they would be sent to the Far East as soon as possible to 
complete the establishment in that theatre. Tbe evacuation 
of casualties presented great difficulties in view of the nature 
of the country. Efforu had been made for a considerable time 
to devise a suitable means of air transport from the jungle to 
the nearest hospital. Various tests had been undertaken, and 
work was proceeding on the modification of three helicopters 
10 make them suitable for this task. They should arrive in 
Malaya in April, 1950. In the meantime, the effects of delay 
before surgical treatment were being minimized ’ so far as 
possible by the use of penicillin and other drugs. 


AutUustamlnes and the Common Cold 

On December 13 Mr. John Lewis drew attention to the 
claims recently made in the United Stales of America about 
:he efficacy of antihistamine preparations for the treatment of 
;he common cold. 

Mr. Herbert Morrison said in reply that the claims to which 
Mr. Lewis referred were of great interest to the Medical Re- 
-earch Council workers studying the problem of the common 
cold at the Harvard Hospital, Salisbury. Unfortunately, a care- 
fully controlled attempt, made last spring, to confirm the value 
of one of the drugs most commonly recommended in America 
failed to show that it had any dramatic effect The experiment 
emphasized the need for great care in assessing the claims made 
for cold cures, in view of the extremely variable natural 
duration of colds without special treatment. 


Principals and Assistants in Scotland . — ^Mr. Ra.\ki.v on December 
13 invited the Secretary of State for Scotland to indicate the number 
•>f general pracutioners acting as assistants under the National Health 
Service scheme, and the number who were principals Mr Wood- 
suRN said that on October 1, 1949. the number of assistants in 
^PP™™tateIy 250, and the number of principals 

Sfass Radiosraphy in Scotland.-Oser 300.000 examinations have 
t^n «med out by mass radiography in Scotland since 1944 In 
which figures are available, up to June 30 1949 over 
97,000 exaranauons were made, as a result of which mboS 
were found to have active tuberculosis Persons 


UNIVERSITY OF CAMBRIDGE 
fhe' following candidates have been approved at the examination 
indicated : 

Fln.vl M.B.— Puri I (Surgery. .Sfidwifery, and Gynaecology): M. S 
Aldridge, 1. 1. Bornslcin, A. S. F. Butcher, D. Butcher, E. P. 
Cadbury, N. 1. Cardno, J. S. W. Chambers. A. C. Chovil, E. H. 
Coals, I. E. Dalby, J. W. B. Dalgleislt, T. D. W. Davies, H. dc Gian- 
ville, B. O. L. Duke, D. S. Eastwood, J, G. Elliott, J. Fairgrieve, P. R 
Cittins, B. M. Gray, K. W. Gray, K.. E. Hainan, J. M. Hodson, O- 
Holdcn, T. M. Howell. P. G. A. Irvine, J. D. Jackson, F. E. Kirk. 
T. P. Kissack, J. F. Lees, C. R. Leeson. T. S. Leeson, D. W. Lemmon . 
J. P. Lester, R. J. Lunniss. J. P Lyihgoc, K. M. McFadycan, K. G. P 
Mackenzie, E, Marlcy, K. R. Mason-Walshaw, B, J. Muir, A. D 
Muirhead, M. J. D. Newman, R. H. Oram, E. M. Orton, G. B. R 
Oswald, M. J. Peel, G. N. St. J. Penney, J. C. E. Peshall, S. I 
pickles, R. B. Prowse, D. R. Pugh. J. C. A. Raison, P. 1. Randle. 
M. Rayne, J. N. Redfem, J. R. Rees, A. M. Richardson, C. R 
Robinson, J. H. Ross, J. J. H. Rymcr, G. E. Sayce, J. O. Seville- 
I. M. Simmonds, V. H. Smith, J. B. Spargo. D. R. Sweemam, Mrs 
E. R. Taylor, J. C. Turner, A. G. Wallace, W. I. Wigfield, P, L 
WiUiams. 

UNIVERSITY OF DUBLIN 


School op Physic, Tri.vitv College 
The following medical degrees and licences Were conferred on 
December 8: 

M.D.— W. E. R. Hackett, F. J. C. Loughran, J, D. McKeever. 
Irene S. Orgcl. 

M.B.. B.Ch., BA..O. — J. H. Ashmore, Evelyn Browme, Joan 1 
Buchanan, L. J. Oein, Margaret B. E Ellis, E. G. England, R. C. 
Gray, R, ff. Jackson, Vyvyan I. K. Johnston, O. H. KUIen, W. A 
McGaw, E. B. McHugh, Sheilagh M, McHugh, W. D. McNaul. 
T. T, E. Michael, E. V. Page, Ruth M. Perrolt, Gwendoline G. L 
Pools, W. D. H. Powell, R. N. Sibeny, B. A. AfeC. Thompson. 
F. A. Walkey. 

Licence in Medicine, Surgery, ant) Obstetric Science. — B. > 
O’ReUly. 

UNIVERSITY OF LONDON 


Antony Clifford Domhorsl, M.D., M.R.C.P., has been appointed 
to the University Readership in Medicine tenable at SL Thomas's 
Hospital Medical School from October 1, 1949. 

William Howard Hughes, M.D., has been appointed to the Univer- 
sity Readership in Bacteriology tenable at St. Mary’s Hospital 
Medical School from October I, 1949, 

Jack Joseph, M.B.. Ch.B., M.R.C.O.G., has been appointed to the 
Um'versity Readership in Anatomy tenable at Guy’s Hospital MedicaJ 
School from April 1, 1950. 

Raleigh Barclay Lucas, M.D., M.R.C.P., has been appointed to 
the University Readership in Pathology tenable at the Royal Dental 
Hospital of London, School of Dental Surgery, from January 1, 1950 
The title of Reader in Pharmacology and Therapeutics in the 
University has been conferred on Cyril Arthur Kcele, M.D., F.R.C.P.. 
in respect of tbe post held by bim at the Middlesex Hospital Medical 
School. 


.....kwii utivA A.u, t. iviiicwucr ijavc Dceii 

appointed representatives of the University on the governing bodies 
of the Tnstimte of Psychiatry and Reigate Grammar School, 
respectively. 

The followng have been recognized as teachers of the Universitv 
fr Y® i^icated in parentheses; King's College Hospital 

Medtca/ School; Dr. R. S Lewis (Oto-rhino-latyngology) ; Dr. Man 
C r. (Cht'yren’s Disea.ses). Sfiddlesex Hospital Medical 

*Aoo/.- Dr. J. A. Hohson fMental Diseases); Mr. 1. MacG. Jackson 
(Obstetrics and Gynaecology). Royal Free Hospital School of 
tnwf"'-' Gardner (Afedicine); Dr. Gladys TJiU 

‘'ft- G Ovist (Surgery). St. Mary's 
Hospital Medical School: Mr. A. G. Cross fOphthalmology); Dr. 

School 

lir 'y- Schofield. M.R.C.S., L.R.C.P., RD.S. (Dental 

EH^Ss) nTfoZ" "i Germany (Alental 

F fo’lowi.ng teachers have been granted probationary 

^^nl°roir ‘Tf October, 1949: London Hospitli 

GoUege; Mr. A. M. Horsnell. M.R,C.S.. L.R CP LDS 
Cental Surgery) Royal Free Hotpital School of MeJeine- Dr 
G’aihology (Morbid Anatomy) ). - 

of^7'yt”v4r "fm of the value 
UttiVersitv instance and tenable at 
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The following candidates have been approved at the examinations 
indicated : 

Postgraduate Diploma in, Psychological Medicine. — ^'E. 
Brennian, Caldef, ‘D. H. Clark, 'J. A. Ewing, ‘Joan I. HalUnan. 
D. Honig, 'S. Jacobson, "J.,M. Macdonald, *J. H. McDoagall, 
‘D. F. Macgregor, 'S. Mansvelt, ‘J. D. Morrissey, 'C. Rose, 'Lotte 
Rosenberg, 'I. M. Shepherd, ’M. Shuaib, ‘R. L. Sikes, >R. J. 
Stanley. The following have passed in Pan A only : A. S, Clenaghan, 
K.-C. Dubd, O. Elgarem, L. H. ' Field, Mercy I. Heatley, J. C. S. 
Houston, B. J. Phillips, A. A. Robin, D. B. Stone, A. A. Valentine, 

H. de B. Warren, R. H. Wheeler. 

'With Mental Diseases (Psychiatry) in ' Part B. 'With Mental 
Deficiency in Part B. 


UINlVERSrrY OF WALES 

The following candidates for the degrees of M.B., B.Ch. at the 
Welsh National School of Medicine have satisfied the examiners at 
the examination indicated: 

P.ATHOLOGY AND BACTERIOLOGY .~A. G. Alexander, S. I. Davies, 

A. R. Harris, S. E. LI. Morris, G. J. Moses, S. J. S. Polwin, 
Elizabeth M. M. Price, Margaret Pugh, T. A. I. Rees, Esther H. 
rhotnas. 

Medicine. — Marjorie J, Adams, C. H. Burman, R. B. Davies, 

B. M. Frost Smith, J. I. Hopkins, H. B. Jenkins, Beryl H. Jones, 
Mair G. Lloyd, D. Phillips-Miles, H. M. N. Rees, R. M. Richards, 

C. P. Seager, D. G. H. Thomas, J. D. Thomas. 

Pharmacology. — Vyvian J. Bennett, B. N. Davies, W. E. J. 

Horton, J. H. Naysmith, C, J. Revington, Joyce M. Smith, Glenna 
Thomas, M. S. I. Wilkinson, Isobel M. Young. 

K. S. Ray has satisfied the examiners at the examination for the 
Tuberculous Diseases Diploma. 

QUEEN’S UNIVERSITY, BELFAST 
The following candidates have been approved at the examinations 
indicated ; 

M.D.— 'T. J. Harrison. W. I. Forsythe, Maude Stevenson, F. R. 
Johnson. 

M.B., B.Ch. — “M ary F. Brown, “E. N. F. Browne, “H. M*W. 
Lyle, B. J. Beatty, Hester C. Blagden, J. Blundell, R. H. Bolton, 
Barbara J. Bunting, Ruth M, Burns, M. M‘C. Burrows, L. J. Byrne, 

R. L. Carson, J, C. Clarke, J. M. Clarke, W. H. Cochrane, Joan 

S, Dales, A. D. Dickson, Abigail F, R. Dodd, D. M. Downing, 
S. D. Emerson, J. T. Fisher, Margaret L. Fisher, Agnes A. Flewett, 

V. R. Gardiner, J. D. Glover, J. G. Gray, I. H. Greer, Denise M. 
Hall, J. H. Harland, Louise M. E. Hogg, J. G. Hudson, L. J. 
Hurwitz, R. B. Irwin, H. F. Jackson, S. M. Johnston, Margery C. 
Jones, T, W. Leitch, J. M. B. Lenfesty, Elizabeth S. Lindsay-Rea, 

I. B. Lowry, Jean E. M’Gowan, H. D. M’Kee, J: C. M'Nulty, 
H. H. M'Cartney, S. A. Millen, Elizabeth M, J. Milligan, O. H. A. 
Mitchell, W. R. Moffatt, E. J. Mulholland, D. Murphy, J. R. 
Nelson, K. A. Nelson, K. G. Orr, R. A. Robinson, Olive M. Russell, 

W. E. B. Scott, R. W. Simpson, H. J. Sloan, J. H. Smith, Dorothy 
Stewart, R. C. Stewart, F. R. Stinson, H. P. Swan, Charlotte M'E. 
Taggart, Patricia A. Thomas, T. N. F. Todd, H. A. Wagner, M. J. 
Wauchob, N. W. F. Weir, Edith S. Wells, R. W. Whiteley. L. M 
Wolf. G. I. Young. 

‘With commendation. “With second-class honours. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
At a meeting of the Council of the College held on December 8 with 
Sir Cecil Wakeley, President, in the Chair, Sir Harry Platt was 
appointed Bradshaw Lecturer for 1950. 

The following examiners were appointed for the Primary Fellow- 
ship examination to be held in Ceylon, India, and Pakistan: Sir 
Gordon Gordon-Taylor (Anatomy), Professor G. Hadfield (Patho- 
logy), and Professor A. St. G. Huggett (Physiology). 

Sir James Paterson Ross was reappointed as the Representative 
of the College on the Council of the National Association for Mental 
Health, 

Hunterian Professorships were awarded to Professor Milroy Paul 
(Ceylon) and Mr. R. T. Johnson (Manchester). 

The following hospitals were recognized under the F.R.C.S. 
regulations : — General Surgery; Auckland, New Zealand Cornwall 
Hospital, Green Lane Hospital, and Middlemore Hospital (while 
controllrf by the Auckland Hospital Board); Sydney, N.S.W. — Royal 
North Shore Hospital (being a teaching hospital); Brisbane — Mater 
Miserieordiae Hospital (for si.v months only) : Hoban — Royal Hobart 
Hospital; Launceston — Launceston General Hospital. Oplttkal- 
motogy and Otolaryngology: Derby — Derbyshire Royal Infirma^; 
Brisbane — Mater Nlisericordiae Hospital; Victoria — ^Victorian Eye 
and Ear Hospital. 


Diplomas 

Diplomas of Fellowship were granted as follows: J. L. Reid 
G. D. Channell, J. C. Watts, 1. A. Donaldson, . R. Ramsay, E 
Fairbum, N. C. Rogers, F. S. Gorrill, F. A. Henley, S. Filial, L.'A 
Atkinson, R. C. Jack, D. O. Williams, J. S. Tomkinson, A. E 
Howarth, H. A. Ripman, D. A. Langley, M. G. Wilson, J. P 
Mitchell, D. L. Evans, M, P. Durham, J. W. Betts, F. T. Graves 
G. S. Ramsay, F. R. Sutton, D. A. T. Farrar, B. H. Hand, D. W 
Thomas, M. O. Carruthers, K.. Chitty, B. V. Jones, R. W, Tudor. 
V. S. Brookes, D. A. C. Reid, A. Brown, A. W. Nurick, I. P 
Todd, 1. B. Smith, J, S. R. Golding, A. M. H. Bennett, N. J 
Blockey, A. G Dingley, P. N. Robson, J. F. Bolton Carter, M. C. T 
Reilly, C. Taylor, R. Iskander, M. A. Radwan, A. J. Clyne, W. W 
Davey, M. M. Nath, Marjorie A. Powys, S. A. Bond, J. K 
Appleton, W. M. Manchester, B. M. Omar, T. G. Barlow, R. D 
Condon, H. H. Gilbert, H. El S. Higazi, G. P. Ramayya, T.' G 
Cameron, W. W. Hallwright, L. Bonnin, R. R. Dickson, P. H 
Greenwell, J. S. Guest, L. Jayasuriya, R. C. R. Loane, A. F. Murphy 
E. R. W. Thomson, A. J. Alldred, J. Block, P. W. Cotter, C 
Dundon, R. C. Evans, B, P. Flannery, F. E J. Gabel, A. J. Gunning. 

G. F. T. W. Henson, T. P. Morley, R, Patuck, A. Roper, M.T 
Symonds, D. Ainslie, A. Chin, P. R. R. Clarke, C. P. de Fonseka 

J. Hewet, D. A. Macfarlane, A. B. Mackenzie, W. J. McLaren, I. W 
MacPhee, T. H. L. Rosser, C. L. Tucker, L. S. Walsh, J. A. Baird 

H. D. W. Black, A. F, Bromwich, M. F. BuUer, J. F. Dark, N. C 
Davis. J. D. K. Dawes. W. R. Lang, W. A. Liddell, N. J. Shah 

D. B. Caro, D. H. Keller, D. N. Ross, A. G. Parks. 

The following lectures will be delivered at the College (Lincoln’s 
Inn Fields, London, W.C.) at 5 p.in. each day. January 3, Erasmus 
Wilson Demonstration by Mr. C. E. Shattock, “Tumours of the 
Kidney " ; January S, Otolaryngology lecture by Mr. Rainsford 
Mowlem, “ Injuries of the Nose and Sinuses ” ; January 6, Erasmus 
Wilson Demonstration by Mr. C. E. Shattock, "Tumours of thr 
Testicle”; January 11, Erasmus Wilson Demonstration by Mr 
L. W. Proger, " Recent Additions to the Museum ’’ ; January 12. 
Ophthalmology Lecture by Professor Arnold Sorsby, “ Prospect*- 
in the Control of Genetic Disease ’’ ; January 17, Arris and Gale 
Lecture by Mr. F. Douglas Stephens, “ The Diagnosis and Manage 
ment of Hirschsprung’s Disease”; January 18, Arris and (Sale 
Lecture by Mr. D. F. ElUson Nash, “ The Surgical Aspects of Rena' 
Damage in Childhood: Assessment, Salvage, and Aftermath”. 
January 19, Erasmus Wilson Demonstration by Dr. Magnus Haines 
“ Tumours of the Ovary ” ; January 24, Erasmus Wilson Demonstra- 
tion by Mr. L. W. Proger, “ Recent Additions to the Museum.’' 
The lectures are open to those attending courses in the College and 
to all other medical practitioners, dental surgeons, and advanced 
students. 

ROYAL FACULTY OF PHYSICIANS AND SURGEONS 01 
GLASGOW 

Mr. Terence Millin will deliver the Miss Weitd Lecture in the Hall 
of the Faculty, 242, St. Vincent Street, Glasgow, on Wednesday 
January 11, 1950, at 5 p.m. His subject is; “Retropubic Surgery-’’ 
Medical practitioners are invited to attend. 


The Services 


Surgeon Lieutenant-Commander E. J. S. Woolley, O.B.E 
R.N.V.R., has been awarded the R.N.V.R. Decoration. , 
Brigadier J. M. Macfie, C.B.E., M.C., has been appointed Com 
mandant and Director of Studies, Royal Army Medical College 
and has been granted the temporary rank of major-general. 

The Efficiency Decoration of the Territorial Army has been con 
ferred upon Major F. H. Blackburn, R.A.M.C., T.A. 

The Efficiency Decoration and 1st Clasp of the Territorial Arm.* 
has been conferred upon Lieutenant-Colonel A. G. Henderson and 
Major W. B. Evans, R.A.M.C., T.A. 

The following have been mentioned in recognition of gallant ano 
distinguished services in Malaya during the period January 1, 1949, to 
June 30. 1949: Colonel A. E. Campbell, late R.A.M.C.; Colone’ 
(temporary) R. S. Dickie, Lieutenant-Colonel W. A. Y. Knight, and 
Captains G. B. Brown, A. C, Milne, and J. C. Walker, RA.M.C. 


In the Northern Ireland Parliament recently the Parliamen 
tary Secretary to the Ministry of Health and Local Governmem 
said that special geriatric units had been established in Bally 
mena and at the Belfast City Hospital. There was accommoda- 
tion at-Ballymena for 130 and at Belfast (2ity Hospital for about 
300 cases. 


^ Dec. 24, 1949 


EPIDEMIOLOGY SECTION 


Oiuiuii 

.\tolCAL lOUtNAl. 


1481 


INFECTIOUS DISEASES AND VITAL STATISTICS 

\Yc a summary of InfccUou'; D>«cn';c<4 and Vital Statistics 

ia the British Isles during the week ended Z>eccnibcr 3. fNo. 4S 

5igurfcS of Pfiocipal Noti/iablc Diseases for 
tpoadins v>c«k last ^car, for* (a) England a ' 

kondon (adrairiisiraUve county), (c) Scodant ■ 

FiMiir^s of Births and DenfhStand of Df\iths rt ■■ ' 

ire for: (a) The 126 great tou-us in Eogiana auu 

'\b) London (admiaisiraUsc couni>). (c) The 16 principal to^^ns m Scotland, 
id) The 13 principal tO'#.Tis in Eire. (e)The 10 principal tov«ns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
<ctum available. 
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EPIDE^UOLOGICA.L NOTES 

Poliomyelitis 

The number of notifications in the week ended December iO 
were; poliomyelitis 124 (141), polio-encephalitis 10(15), Figures 
for the previous week are shown in parentheses. The total of 
134 notifications of poliomyelitis and polio-encephalitis together 
may be compared with 76 in the corresponding week of 1947 
and 36 in 1948. In 1926 the corresponding figure was 43 and 
in 1938 it was 30. 

Multiple cases were reported from the Mlowiog counties 
London 15 (16), Bedford 2 (0), Buckingham 3 (2). Cambridge 
(1). Chester 4 (2). Cumberland 3 (0). Devon 2 (0). Dorset 4 (1). 
Essex 10 (7), Gloucester 2 (7), Hertford 3 (2), Kent 8 (10). 
Lancaster 9 (14). Middlese.x 6 (15), Norfolk 4 (4), Northampton 
2 (1), Nottingham 3 (6), Southampton 2 (5), Stafford 3 (5). 
Surrey 6 (6), East Sussex 5 (4), Warwick 5 (^, East Yorks 2 
(0), West Yorks 13 (19), Glamorgan 4 (6). 

Discussion of Tahie > 

In England and Wales there were decreases in the notifica- 
tions of scarlet fever 72, whooping-cough 54, diphtheria 31. 
and poliomyelitis 35 ; the only appreciable increase was in the 
incidence of measles 185. 

The only changes of note in the notifications of measles 
were increases in Norfolk 144 and Durham 125. The total 
notifications in these two counties formed 56% of the total 
for the country as a whole. 

The largest decreases in the incidence of scarlet fever 
were London 41 and Derbyshire 38 ; the largest increase 
was Middlesex 34. Notifications of diphtheria decreased in 
Lancashire 1 1 and London 7 and increased in Cheshire 5 : 
the main centres of infection during the week were Birmingbam 
C.B, 12, London 11, Birkenhead C.B. 8, and Liverpool C.B. 8. 

The largest fluctuations in the local returns of whooping- 
cough were a rise of 34 in Yorkshire West Riding and a 
fall of 34 in Lancashire. 

Notifications of dysentery during the week included 
Gloucestershire 30 (Bristol C.B. 9, Cheltenham R.D. 21) ; 
Lancashire 21 (Wigan C.B. 9); Cheshire 16 (Ellesmere Port 
U.D. 14) ; Yorkshire West Riding 16 (Leeds C.B. 5) ; 
Glamorganshire 16 (Cardiff C.B. 6, Cardiff R.D. 6) ; Durhain 
12 (Sunderland C.B. 5) ; London 10. The only large outbreak 
of food-poisoning notified was in Somerset, Wincanton R.D.. 
where there were 60 cases. 

In Scotland decreases were recorded in the notifications of 
acute primary pneumonia 84, scarlet fever 81, and measles 16. 
while the only increase of any size was whooping-cough 19. 
A decrease in the incidence of scarlet fever and pneumonia 
was noted in most areas of the country. Another 28 case' 
of dysentery were notified from the outbreak in Stirling county, 
where there were 10 cases in the preceding week ; Glasgow had 
49 notifications during the week. 

In Eire the notifications of measles fell by 108 and of 
whooping-cough by 22. The fall in the incidence of measles 
was mainly due to the experience of Waterford, Waterford R.D. 
No. 1, where the notifications decreased from 108 to 16. An 
outbreak of 29 cases of measles was reported from Kilkenny. 
Callan R.D. A further 8 cases of typhoid were notified in 
Mayo, Claremorris R.D. 

In Northern Ireland there were decreases in the notifications 
of scarlet fever 67 and whooping-cough 22. There was a rise 
of 29 in the incidence of measles. 


Week Ending December 10 

The notificafions of infectious diseases in England and Wales 
dnmg the week included; scarlet fever 2,855, whooping-cough 
893. diphihena 87, measles 1,596. acute pneumonia 734, cerebro- 
spmal fever 37 acute poliomyelitis 124, acute polio-encephahm 

poisoninc'95' 5. typhoid fever 4, food- 
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Medical News 


Physician to the King’s Household 

Dr. R. Bodley Scott has been appointed Physician to the 
King’s Household in succession to Dr. D. T. Davies, who has 
been appointed Physician to the King., 

Nuffield Foundation Medical Fellowships ' 

The Nuffield Foundation is offe,ring a number of fellowships 
to^ enable selected persons to receive such higher training as 
will qualify them for senior appointments in medical teaching 
and research. All medically qualified persons are eligible to 
apply for them, but preference will be given to those who wish 
to specialize in the following: child health, psychiatry, social 
medicine, industrial health, and chronic rheumatism. The 
fellowships will be open to persons of either sex — usually 
between the ages of 25 and 35 years — who hold a university 
degree in medicine registrable in the United Kingdom, who are 
normally resident there, who are of high merit, and whose 
ability and inclinations fit them for an academic career in 
medicine. Candidates on application should already hold the 
M.R.C.P. or F.R.C.S. Candidates must -be recommended by. 
the executive authority of a university medical school in the 
United Kingdom. They will be expected to have had at least 
one year’s general clinical experience since registration and as 
I a rule to have held residential hospital appointments in general 
medicine and surgery. A fellowship will be awarded for one 
year and is extendable, but, save in exceptional cases, wiU not 
be tenable for longer than three years. Normally the annual 
value of a fellowship will be between' £900 and £1,300, subject 
to income tax. A Fellow may not hold any other award con- 
currently with his fellowship without the permission of the 
trustees of the Nuffield Foundation. He will be required to 
carry out, at institutions approved by’ the trustees of the 
Foundation, a programme of worR and training -similarly 
approved. Other work, paid or unpaid, may not be under- 
taken without the permission of the trustees. Applications 
must be received by May 1, 1950. Forms of application are 
obtainable from the secretary of the Nuffield Foundation, 12 
and 13, Mecklenburgh Square, London, W.C.l. 

Bulletin on Narcotics 

The United Nations has started publishing a new periodical 
entitled the Bulletin on Narcotics. It is prepared by the Divi- 
sion of Narcotic Drugs. The first number includes articles 
on the international control of narcotic drugs and opium pro- 
ducts throughout the world. The Bulletin will publish articles 
on the scientific and legislative aspects of narcotic drugs and 
give up-to-date news on their control. The annual subscrip- 
tion for four copies a year is S2, which may be paid in other 
currencies to the authorized sales agents of U.N. (H.M. 
Stationery Office in Britain). 

Prospective Parliamentary Candidate 

Dr. A. D. Robertson has been adopted as prospective 
Parliamentary candidate by the Motherwell and Wishaw 
Unionist and Liberal Nationalist Associations. 

Film on Food-poisoning 

The Ministry of Health has sponsored a new film called 
“ Another Case of Poisoning,” which has been produced by 
the Central Office of Information in collaboration with the 
Central Council for Health Education. The film takes about 
20 minutes to run and shows the many ways in which a patient 
with food-poisoning may have become infected. Further 
information about the film can be obtained from the Press 
Officer at the Ministry of Health. 

Sickness Insurance for Women 

The directors 'of the Medical Siqkness Annuity and Life 
.\ssurance Society, Ltd., state that the present age limit of 35 
imposed in connexion with sickness insurance on female lives 
has now been removed. 


Kempncr Rice Diet 

The Food Rationing (Special Diets) Advisory Committee o' 
the Medical Research- Council has recommended to the Ministe: 
of Food that supplies of rice and one extra ration of sugar 
should be made available for the treatment of patients with ' 
severe hypertension by means of the Kempner rice diet. The 
Minister of Food has therefore arranged that patients who on 
medical advice adopt the Kempner rice diet shall be allowed 
4 lb. of rice and one extra ration of sugar a week in place ol 
their allowance of milk and rations of meat, bacon, cheese, and 
fats. The Advisory Committee considers that there is con- 
siderable evidence that a diet consisting entirely of rice, sugar, 
fruit, and fruit juice as recommended by Kempner (Ainer. } 
Med., 1948, 4, 545) will lower the blood pressure in certain 
cases of hypertension, but that the diet must be rigidly observed 
if it is to be effective. It points out that the treatment ma\ 
be not without danger, since progressive renal failure has been 
observed to occur in patients taking the diet, and the treatmeni 
should not be used unless facilities for biochemical control' arc 
readily available. Doctors who have not received a copy ol 
Med. 2 (Revised 1948) may obtain one on application to theii 
local food office. 

COMING EVENTS 

British Association of Physical Medicine ^ 

A short course of lectures on the various aspects of physical 
medicine will be delivered on Tuesdays and Thursdays, from ' 
January 3 to February 9, 1950, inclusive, at 5 p.m., and will be 
suitable for candidates preparing for Part U of the Diploma in 
Physical Medicine. Further details can be obtained from the 
honorary secretary, British Association of Physical Medicine 
45, Lincoln’s Inn Fields, London, W.C.2. 

Neurological Teaching 

A limited number of clinical clerkships for students who arc 
preparing for the membership or other special diplomas art 
available at the school for postgraduate teaching in neurolog\ c 
now in existence at the Maida Vale Hospital for Nervom 
Diseases, London, W. A course of twelve weekly clinical 
demonstrations open to all members of the medical profession 
at a fee of £I Is. will begin on January 6 at 5 p.m. Full, 
particulars can be obtained from Dr. Redvers Ironside, F.R.C.P.. 
dean of the medical school of the hospital. 

N.O.T.B. Association 

The annual general meeting of the N.O.T.B. Association will 
be held at 5 p.m. on February 10, 1950, at B.M.A. House. 
Tavistock Square, London, W.C.l. 


BIRTHS, MARRIAGES, AND DEATHS 

BIRTH 

— On December 8, 1949, at the Simpson Memorial Pavilion, lo Mabci 
Gertrude (nec hall), M.B., B.Ch.. B.A.O., wife of Dr. A. J. Bain, Cralsbin 
niog House, Deebmoot, Broxburn, West Lotbian. a ,soq. 

/ 

DEATHS 

Brlerley. — On December 8, 1949, at St. Olave's, Ramsey. Isle of Man, Edward 
E<3e!'‘tcri Bricrlcy^ M.B., C.M., F.R.C.S Ed., aged 77. 

Dni«vD> — November 21, 1949. at Adelaide, Au<iralia, Marie Brown. M.B 
BS. D^H.. w.ftf of Gilbert Brown, M.B., Ch.B., D.A., aged 66. 

Caine. On December 12. 1949. at 1. New Chester Road. New Ferry, near 
B«rkenhcad. Nathaniel Caine. M.D., J.P. 

-On Devemher 13. 1949. at “ Bcckeis,** Framficld, Uckflcid, Sussex 
Sciwyn Gurney Champion. M;D. 

Dodw-Brtiwn. — On December 1 1. 1949, John Lawson Dods-Brown, M.B,, Cb.B 
ol .Newbridge House, Upwell, Wisbech, Cambridgeshire, aged 32. 

Eillott. — On November 28, 1949, at Sea Point, CapeiowQ, South Afric* 
Charieo Caldwell Ellioit. M.D.. aged 83. 

Hanniinto. -On December 12. 19«i9, at Gardcnficld House, Drumcolloghct, Co 
Lim»*r«wlc Manner Hermann Hannigao, M.D., D.P.H., late of Botesdalc 
Norfolk aged 91 

On December 8, 1949. suddenly, Alfred Emc.st Underwood Hawkes 
.M R CS.. L R C P of 41. Pcnkcti Road. Liscard. Cheshire, aged 75. 

Uver\tdce.-^n December 15, 1949, at a Harrogate nursing-home, William 
I ivcr^Jdac. M D. 

Mavfartane. — On Dec'-mber 14, 1949, Ian William Macfarlanc, M.B., Ch.B., oi 
4 Ilnmr Flrce. Mor'^’otc. 

MacKe*«urk. — On December 9. 1949, at 83. East Avenue. Bournemouth, Peter 
Max Kcwck, M B Ch B.. D.P.H., Colonel R.A.M.C., Ret. 

Ra/ocr. — On December 6. 19-t9. Percy Chambers Ravner. M B., Ch.B., ot 
BarwcU. Lcics. late of Brook House, Earl Shilton. Lcics. aged 78. 

Ru^xmII. — O n December 6. 1*^9, at St. Anthony’s, Crowborougb, Sussex. 
Sir Micnael WiUiara Han«by Russell, K.C.M.G., C.B., M.R.C.S.. Maior- 
General A.M.S., Ret., aged 89. 
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Any Questions ? 


Correspondents should give their names and addresses (no/ jor 
publication) and include alt relevant details in their questions, 
which should be typed. Il'e publish here a selection of those 
questions and answers which seem to be of general interest. 


. VaceUiation Against Smallpox 

Q . — lyiiat is considered the best method of vaccination? 
Is there any truth in the statement that the degree of immunity 
is directly proportional to the area of foveation ? In any case, 
how can such an immunity be measured ? Finally, can you 
define the term " reaction of immunity " ? 

A. — The method of vaccination now officially recommended 
by the Minislry of Health is the multiple-pressure technique. 
A dlrop of vaccine lymph covering an area of about one-eighth 
of an inch (30 mm.) in diameter is placed on the skin at the 
prepared site, usually in the region of the deltoid insertion on 
the left arm. A straight needle, which should be fiat-sided or 
triangular in section (for example, a Hagedorn) and of rela- 
tively large size, in good condition, sharp, and sterile, is held 
parallel or tangential to the arm with the forefinger and middle 
finger above and the thumb below. One side of the needle 
point is then pressed firmly and rapidly into the drop about 
30 times within 10 seconds, the needle being lifted clear of the 
skin each lime. This rapid up-and-down motion of the needle 
is in a plane perpendicular to the skin. .The needle point is 
not driven into the skin, but at each pressure the elasticity of 
the skin pulls a little of the epidermis over the point of the 
needle so that the virus-bearing lymph is carried into the deeper 
epidermal layers. If the skin has not been unduly irritated by 
i preliminary cleansing procedure and the needle has been 
'properly aligned, no pain or bleeding should occur and within 
a few hours there svilJ be no visible signs of trauma. 

There is some evidence that the case mortality in smallpo.x 
is related to the degree of foveation. Thus, in the Vaccination 
Report of 1928, case mortality among patients with four scars 
was 5.4% and increased progressively to 17.9% among those 
with only one scar. Therefore susceptible persons who arc 
intimate contacts of a case of smallpox should preferably have 
three or four quarter-inch (60-mm.) insertions rather than the 
multiple-pressure type of vaccination. There is no infallible 
test of immunity to smallpox, but failure to vaccinate success- 
fully on two or three successive occasions or the demonstra- 
tion of complement-fixing antibody is fairly reliable evidence 
of a high degree of resistance. The so-called "reaction of 
immunity” is the early local lesion reaching maximum size on 
the second or third day and characterized by elevation and 
irritation of the skin but no vesiculation. Such a reaction may 
be due to sensitivity of the individual to protein or other sub- 
stances in the lymph and may not be a response to the virus 
of vaccinia. It should preferably be recorded as " maximum 
local reaction (non-vesicular) on the second to third day,” and 
if there is any doubt about the potency of the lymph a funber 
attempt at vaccination should be made. 


Indications for Digitalis > 

Q.—lVhat are the indications for digitalis therapy in patients 
with normal cardiac rhythm? What is the best method of 
administration ? ' 


A— As a broad generalization it may be stated that digiiali 
is indicated m any case of congestive heart failure Thi 
improvement is not due only to the slowing of the heart a 
It often occurs before this is effected. With digitalis ihei^pi 
m congeshve failure the heart volume is diminished and out 
pUt mereased, ;„e rate is slowed, and the force of beat is sak 
10 improve. « has also been shown that the right auricula] 
pressure is diminished. In failure secondary To anS 
emphjsema, and thyrotoxicosis, digitalis has hardly any eS 
and the pnmary cause must be treated. The raised ri4i 
•mncular pressure m these cases tends to maintain the rardk 


output. Digitalis is also given in cases of rheumatic carditis 
when it is necessary to control the tachycardia. On recovery 
from heart failure, digitalis may be continued in those patients 
whose effort tolerance is so impaired as to interfere with their 
livelihood ; it should not be given in any case of peripheral 
circulatory failure. 

The best method of administration will depend on how 
urgently the drug is needed and on whether the patient has 
already been taking it Rapid digitalization may be obtained 
by intravenous administration of 1 mg. of “digoxin," given 
slowly and diluted in 10 ml, of saline. At the same time 
2 gr. (0.13 g.) of the powdered leaf may be given every six 
hours for two to three days, depending on the rapidity of 
control. The maintenance dose varies considerably, and can 
be determined only by experience with a particular patient 
If the patient has already been taking digitalis, much more 
cauuous dosage is necessary. 


^ Thiopentone in Eye Surgery 

Q . — Is thiopentone soluble or any similar anaesthetic being 
used effectively and safely in eye surgery, especially for 
extraction of the tens in cataract operations ? if so, are 
there any contraindications to its use in patients over 70 
years of age ? 

A. — ^Thiopentone soluble is being used widely as a safe and 
effective anaesthetic for cataract operations in cases svhere a 
general anaesthetic is desired. Inlermitient injections of a 
21% solution or a continuous drip oro.5% solution are equally 
satisfactory. Attention to the following points makes for safety. 
A pharyngeal airway liberally greased with a local analgesic 
lubricant should be used in every case, and a stream of oxygen 
allowed to (low into the pharynx throughout the operation. 
A drop or two of cocaine placed in the eye obviates many 
reflexes due to operative stimuli, and may avoid the need for 
large doses of thiopentone. Great care must be taken to keep 
the airway perfectly clear throughout the operation, and, if the 
anaesthetist is in doubt about his ability to do this with only 
a pharyngeal airway in place, he should not hesitate to use an 
endotracheal tube. In such a ease the larynx should be well 
cocainized to avoid coughing during the operation should the 
anaesthesia become too light. 

”^ere are no contraindications to the use of thiopentone in 
patients over 70 years of age, so long as it is remembered that 
the elderiy require but small doses of the drug to produce the 
desired effect. In such patients in particular, heavy premedica- 
tion should be avoided before using thiopentone as the sale 
anaesthetic. 


uuuiuujic luerjpy lor urticaria 

Q.— Could the method of histamine desensitization referred 
to in ‘-Any Questions? ” of May 10, 1947 Ip. 666), be used 
for a boy of 16 who suffers from recurrent attacks of urticaria 
which respond to treatment with antihistamines, but who is not 
totally free from urticarial rash? In a bad attack, a saline 
purgative, together with antihistamines, seems to help in clear- 
ing up the rash for a few days. If the method can be used is 
It necessaiy to test for histamine-sensitivity before starting treat- 
meni. Urticarial weals of alt sizes have been observed but 
no ' pseudopodia.” 

therapy for urticaria is usually disappoirtting 
and has been given up by many workers in this field. A few 
cases of chrome urticaria appear, however, to do well on this 
ffierapy Preliminary skm-testing with histamine is unnecessary 
following dosage for chronic urticaria is advised by H L 

London! 

r Lin the first day two injections of 0 05 ml 

Sl“"Vo05 «T'’!,rS50"‘mVof 

and tr“- ^ 1.000 histamine"" ffi™ed' 

and the next two doses are 0.05 ml and 0 in ml 
strength Five injections are then given every^’^o davs ^stirt* 
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once. Five injections of 0.30 ml. are then given every three 
days. According to Alexander (loc. cit.), “ One course of treat- 
ment may suffice, or further ones may be necessary. If no 
results occur after 15 or 20 injections, they are not likely to 
appear.” The possibility of food allergy in this case should be 
considered — and symptoms may occur only when excessive 
amounts of the offending food are taken. Keeping a food diary 
and trial dieting might help. 

Peptic Ulcer due to Trauma 

Q . — Is there any substantial evidence that a severe blow on 
the epigastrium might cause a duodenal ulcer? 1 would be 
grateful for references and any information. 

A. — A number of cases of probable traumatic gastric or 
duodenal ulcer have been reported, and the subject has recently 
been reviewed by Crohn (Gastroenterology, 1947, 8, 735). 
There seems to be good evidence that local trauma to 
the upper abdomen can result in a peptic ulcer which mani- 
fests itself within a few days. Although the psychosot^atic 
aspect is difficult to exclude, it is probable that submucosal 
and intramucosal haemorrhages may be followed by ulceration, 
and this has been observed gastroscopically. 


Acquired Allergy 

Q . — A married woman of 35, with no personal or family 
history of allergy, had a liaison with a man who had such 
a history, and as a result she became pregnant. Her child 
developed infantile eczema during his first year. Twelve months 
later the liaison was resumed for one week, when a contra- 
ceptive paste ivflj used. The following week she had severe 
generalized urticaria with slight asthma. Adrenaline gave 
prompt but transient relief, and the condition cleared slowly 
with antihistamines. Is it a tenable theory that she was sensi- 
tized by her child during pregnancy to a factor provided during 
intercourse by the child's father ? 

A. — ^No, she could not be sensitized by her child or by the 
father. In children with very early allergic manifestations it is 
usual to obtain a history of allergy in both parents ; it is there- 
fore suggested that if the patient made a more careful inquiry 
she would find that she had a family history of allergy. ' In 
all probability her present symptoms are due to psychological 
disturbances. It may be, also, that they had nothing to do with 
her liaison and that the association was accidental. Possible 
allergens which might be suspected are quinine or some other 
drug used in the contraceptive paste, or foods such as' chocolate 
or fruit which she may have eaten in excess at that time. 


Unsuccessful Injection of Varicose Veins 
Q. — For the first time in 13 years’ experience of injecting 
varicose veins I have met a patient who resists every attempt 
at inducing thrombosis. There is no fault in technique, and she 
tells me that doctors in the Services had the same experience. 
Why is this ? What happens to the sclerosing solution ? Can 
you suggest a remedy ? . 

^There are now and again cases of this type. The twin 

injection of quinine and salicylate sometimes succeeds and so 
does 30% saline. Ligation of the veins with simultaneous injec- 
tion in the orthodox way, however, always achieves thorough 
thrombosis. 


Survival of the Flea 

Q known how long the common flea (Pulex irritansl 

can survive. in an empty house?- What is the best means of 
cleansing an infested house? 

A —Manv varieties of flea hre adapted to survive for long 
neriods in , the absence of their host, -^e larval flea develops 
m the adult stage and then waits, resting m its cocoon, until 
he disturbance caused by a returning host indjcates the presence 

Ts- 

period ho ohsomd was 239 days. To osadtet. a 


heavy infestation it may be desirable to employ fumigation 
experts to disinfest with hydrogen cyanide.. It should, however, 
be possible to destroy the fleas by scattering flake, naphthalene 
over the floors (about 4 lb. (1.8 kg.) per room) and leaving the 
rooms sealed up for a day or so. For fuller details see the 
Monthly Bulletin of the Ministry of Health and Public Health 
Laboratory Service, October, 1944. 


NOTES AND COMMENTS 

Acute Nephritis and Sweating. — Miss H. Cooper (sister tutor in the 
preliminary training school. General Hospital, Birmingham) writes: 
In Dr. Charles Romcr’s letter (November 12, p. 1128) he questions 
whether patients suffering from acute nephritis “ tend to sweat 
excessively.” As sister tutors we teach that a blanket bed is used 
for nursing these patients, not because they do sweat but in order 
to induce sweating and increase the amount of fluid loss. This 
seems reasonable, since the important balance between the activity 
of the skin and the kidneys is upset in acute nephritis. Patients 
suffering from acute rheumatism, on the other hand, do in fact tend 
to sweat, and the use of blankets in these cases is to provide a 
material next to the skin which will readily absorb perspiration. We 
have always tried to teach the physiological reasons underlying the 
use of these beds and have emphasized our different aim in each 
case. Nevertheless we feel that the value of the amount of 
diaphoresis induced by the use of blankets next to a patient suffer- 
ing from acute nephritis is outweighed by the discomfort which this 
causes to some patients. We would suggest that in future it would 
be better to teach the use of one soft blanket next to the patient 
wherever it adds to the comfort of that patient — e.g., aged or very, 
thin people — rather than to emphasize the questionable diaphoretic 
value of blankets nex^ to the skJn in the case of acute nephritis. 

Proguanil as a Malaria Suppressant. — Dr. Ch. W. F. Winckel 
(Amsterdam) writes: Under the heading “Any Questions?”' 
(November 26, p. 1245) your expert on malaria ended his answer 
to a question on proguanil as a malaria suppressant as follows; 
“The frequency of relapses of vivax malaria may be reduced by 
taking one of the 8-aminoquinoline drugs — for example, pamaquin, 
0.01 g. thrice daily for 10 to 14 days; with each dose of the drug 
it may be more effective to combine quinine 0.6 g. or mepacrine 
0.1 g.” This alternative might lead to confusion,' and therefore I 
should like to make the following remarks: (1) It is very unusual to 
treat attacks of vivax malaria (a fortiori df falciparum malaria) with 
pamaquin only, as this drug is rather poor as a schizonticide, whatever 
its merits as a gametocide, and especially as an anti-relapse drug. 

(2) For this reason the combined use of pamaquin and a schizonti- 
cidal drug is recommended in every textbook on tropical diseases. 

(3) Usually only quinine is recommended for this purpose, mepacrine 
being seldom recommended, for the simple reason that the combina- ■ 
tion of pamaquin and mepacrine is too toxic. It would not be difficult 
to quote many authors who express this opinion. It may suffice to 
mention Manson’s Tropical Diseases, 1946, London, p. 103, which 
states : “ The simultaneous exhibition of ‘ atebrin ’ and ‘ plasmo- 
quine ’ is not to be recommended, as it may cause alarming 
symptoms.” 


Breathing Through a Closed-circuit Apparatus. — ^Dr. W. N. 
Rollason (Scunthorpe, Lines) writes: Your answer in “Any 
Questions ? ” (October 29, p. 1000) on breathing through a closed- 
circuit apparatus reminds me of a leisure hour I spent nearly four 
years ago breathing through a Coxeter-Mushin closed-circuit machine 
with a basal oxygen flow of 500 ml. As reported in the Journal of 
January 19, 1946 (p. 106), my pulse varied between 72 and 68 and 
my, respirations between 16 and 14. I experienced slight discomfort 
towards the end, due to the pressure of the face-mask, but otherwise 
no untoward effects during or after the inhalation. 
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PUBLIC HEALTH lAIEDICAL OITICERS 

In this column a fortnight ago attention was drawn to the 
problems arising for those members of the public health service 
who before the N.H.S. appointed day were whole-time officers 
of local authorities and whose duties included commitments 
as medical superintendents or medical officers of infectious- 
diseases hospitals and similar institutions. The Public Health 
Committee intends to pursue this matter through the appro- 
priate committee of the Whitley Functional Council early in 
the new year. After all, this is just the sort of problem for 
which the Whitley machinery was devised, and it is a matter 
for some surprise that this point should not have occurred 
to the Ministry. Meanwhile the committee desires to repeat 
the advice already given to local authority medical officers svho 
are asked by regional hospital boards to accept contracts for 
part-time services. That advice is to defer action until- the 
present discussions are completed. 

The committee’s view is that under no circumstances should 
a public health medical officer accept a contract for hospital 
work in the grade of junior hospital medical officer. In cases 
where pressure is brought on an officer to undertake hospital 
work in. this grade it should be undertaken only on the under- 
standing that the arrangement will be regarded as temporary 
in character and subject to revision in the light of the Public 
Health Committee's discussions. Incidentally, there seems to 
have been a lack of uniformity between the various regions 
in the classification of their public health medical officers in 
relation to their infectious-diseases work. In one large region 
it appears that the public health officers engaged in this work, 
some of them of high standing and long experience, have been 
classified, willy-nilly, as senior hospital medical officers. Inquiry 
is being made into the position. 


taken by general practitioners in the light of the committees 
view that in devising its recommendations the Spens Committee 
based them on the assumption that the doctor would do a 
reasonable day’s work and be left with sufficient leisure. 

The Ministry has agreed that all sulphonamides should be 
included in the list of specially expensive drugs for which addi- 
tional payment is made in the case of those practitioners who 
arc dispensing practitioners. The Ministry has also agreed that, 
where drugs and dressings are supplied by a dispensing prac- 
titioner who is providing maternity medical services fdr a 
patient on another practitioner’s dispensing list, the cost can 
be covered by prescribing the drugs and dressings on the 
ordinary prescription form (E.C.IO), which should be passed- 
to the executive council. 

Owing to a legal difficulty the Ministry has not yet been 
able to promulgate the arrangements agreed svith the General 
Medical Services Committee under which doctors associated 
with residential schools will be able to prescribe in bulk on a 
single prescription form drugs for the use of the school as a 
whole. It is understood that the necessary regulation will be 
issued now that the Royal Assent has been given to the National 
Health Service (Amendment) Act. 

The committee is still awaiting an invitation from the Ministry 
to discuss proposals for giving effect to the Government’s deci- 
sion to make a charge of not more than one shilling (subject to 
certain exceptions) for prescriptions under the National Health 
Service. All will agree that the doctor should not be required 
to play any part in the collection of this charge. 

A special committee of the General Medical Services Com- 
mittee has been set up to consider any modification or amend- 
ment which may be desirable in the Medical Services Com- 
mittee procedure as laid down in the Service Committees and 
Tribunal Regulations, 1948. 


Vaccinatioa and Immunization 
Negotiations on the fee's for vaccination and immunization 
have at last reached conclusion. The local authorities’ associa- 
tions have agreed to recommend their constituent bodies to 
pay a fee of 5s. for each record received from a general prac- 
titioner. This fee will be paid for evidence of a successful 
vaccination on the first attempt, or where a second attempt 
has been made after an unsuccessful first attempt. A third 
attempt will be regarded as a fresh vaccination and an addi- 
tional fee of 5s. will be paid for iL In the case of immuniza- 
tion, the fee will be paid in respect of the complete process, 
normally involving two injections. 

The General Medical Services Committee has accepted these 
terms on the understanding that they will apply retrospectively 
to all cases for which a record has been returned since July 5, 
1948, and without prejudice to the reopening of the question 
of the fee in the light of changed circumstances. The com- 
mittee has also asked that every effort be made to simplify 
and standardize the form of report required by local authorities. 

Other General Practice Matters 
By the end of December we shall have completed the first 
three months of the statistical inquiiy which has been under- 
taken, under the guidance of an eminent statistician to deter- 
mine the number of items of service rendered by eeneral prac- 
titioners under the National Health Service. In'” addition to 
the usual items such as visits and consultations at the surcerv 
the inquiry will reveal a number of special items of servi^e-l 
e.g., reports, certificates, night visits, etc. The object of the 
survey is to assess the amount of work which is being under- 


Residentia] Appointments 


X suppose no one can complain at being called upon to pay 
his legitimate income tax — by that 1 mean to complain more 
than usual — but the fact remains that a number of practi- 
tioners, notably resident hospital officers, including medical 
superintendents, will pay more tax under the new arrangements 
than they did under the old. This happens not because of new 
legislation biit because of a change in the way of expressing 
an officer’s position in relation to emoluments. 

Under their former conditions of service many hospital medi- 
cal officers received a net salary, plus residential emoluments 
in kind which were not taxable. The Board of Inland Revenue 
has intimated that a.s from July 5, 1949, these officers will be 
taxed on the basis of their gross salary, but for the period 
July 5, 1948, to July 4, 1949, only the actual cash arrears will 
be taxable. In other words the intention is to tax net salary 
up to July 4, 1949, and gross pay thereafter. 

The alapr scales laid down in the terms and conditions of 
service for hospital medical staff are for non-residential officers 
and, where board and lodging or other services ate provided’ 
are subject to deduction. 


ut 
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rate P-a-. but for all other officers the charge is deter- 

mined by the hospital management committee (or board of 

^ services pro- 

a ^ 'f therefore for a house officer and 

Uere similar quarters at very different charges. 

foerbfffie^''^''-f ^ ^ regional board, the charge 

Spraral^the conimitte?is subject to the 
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The following memorandum has been issued by the Department 
of Health for Scotland : 

The tables which follow this memorandum have been con- 
structed on returns which were obtained from the five Scottish 
regional hospital boards' in September, 1949. These returns 
covered the specialists, including both consultants and 
S.H.M,0.s, who were at that time in contract with the 
regional boards. For each individual was recorded his year 
of birth, his grading, the specialty in which he was engaged, 
the hospital group (or the principal one) to 'Which attached, 
whether whole-time, part-time (including the number of notional 
half-days employed per week), or under a main contract with 
the university and a parallel contract with the regional board. 

These returns were transferred to punched cards and have 
been analysed as set out below. The process is still incomplete, 
but the preliminary results have appeared so deserving of urgent 
consideration that the tables and certain deductions from them 
are now set out for the information of the regional hospital 
boards, the universities, and the profession. 

Certain reservations must be made. In the interval between 
receipt of returns and their analysis some deaths, retirements, 
promotions, and new appointments have occurred. Some 60 
appeals against grading are pending and have still to be decided. 
In the tabular grouping it has from time to time been neces- 
sary to associate certain groups — for e.xample, pathologists 
include biochemists, as well as certain other laboratory 
specialists whose field may include bacteriology. Some 
specialists are included in the general surgical or general 
medical groups although they may also have an interest in 
special fields. 

It is believed, however, that these and other sources of 
possible error do not seriously invalidate the general tables 
and the conclusions to which they seem to point. The total 
number of individuals included in these tables is 920. Of 
these, 646 hold consultant grade and 274 are graded as 
S.H.M.O.S. 

Further studies are in progress, including an estimate of the 
distribution by age groups and locality of the general practi- 
tioners in contract with executive councils, and further tables 
will show the number of new medical practitioners and medical 
students who register for the first time in each year in Scotland 
and England and Wales. At a later stage it is intended to make 
a similar analysis of all registrar appointments. And, finally, 
the tables will be kept up to date by quarterly returns from 
the boards showing deaths, retirements, transfers, and new 
appointments. 

Young Specialists 

The first impression from a study of the specialist age groups 
is that the specialists are, in the mass, a comparatively young 
community. The year-of-birth period covers almost exactly 
40 years. Only two consultants in the Service were born before 
1880; only three S.H.M.O.s subsequent to 1919. The age 
distribution between the four 10-year periods is: 




Date of Birth 



Before 18S9 

1890-9 

1 

J900-9 

1910 

and After 

All specialists, consul- 

(60 and over) 

! (59-50) 

(49-40) 

(Under 40) 

tantSr and S.H.M.O.s 
Percentage of total 
{920){to nearest whole 

85 

210 

305 

320 

number) 

9 

23 


35 


It will be seen from the tables showing the age groups by 
five years (and still more clearly from the original extended 
tables) that there are “ peaks " at the age groups surrounding 
1901 and 1911 (year of birth). Individuals born in these years 
would graduate, say, between 1922 and 1926, and 1932 and 1936, 
respectively. The comparatively heavy “crop" of specialists 
in these age groups may be referable, in the first group, to the 
great accession to the Medical Register in the years following 
the first world war (over 2,500 in the peak year 1925). 


It is significant that this last figure was equalled in 1938 and 
has been exceeded in almost- each subsequent year. It still 
remains to be estimated what proportion of new graduates in 
the yehrs since 1938 may have turned to specialist work, but, 
given the same preferences as held , for the 1922-6 and the 
1932-6 graduates, it will be high. It seems clear, too, that the 
numbers added to the Medical Register in each of the next 
few years will exceed any previous “ normal ” additions. The 
graduates of 1950 and onwards will include numbers of demobi- 
lized ex-Service men and women who returned to civil life and 
took up studies in 1945 and subsequent years and to;accommo- 
date whom the medical schools increased the number of avail- 
able places. The tables are, therefore, of special interest foi 
the indications they afford, however limited, of the prospective 
vacancies in specialist appointments. , 

Vacancies 

Vacancies in the specialist service may occur through death, 
through retirements, or through an actual increase in the estab- 
lishment of specialist posts. It is not, of course, practicable to 
assess precisely the opportunities which specialists trained in 
Scotland may find elsewhere in the United Kingdom, in the 
Services, or abroad. With this reservation, the numbers of 
specialists in training at any one time — that is, the numbers in 
registrar appointments — should be related to the prospective 
vacancies. 

There cannot at present be any certainty as to the number, ol 
new specialist posts that may be created in the next few years. 
The more obvious gaps — in the landward areas and in certain 
specialties — are being filled now, and further expansion of the 
specialist services cannot proceed far in advance of expansion, 
of the hospital and out-patient facilities and in the numbers of 
nursing and other ancillary staff. These may prove limiting 
factors. It is safer, therefore, to confine examination for the 
present to the numbers required to maintain the existing 
specialist establishment. 

Retirements can be calculated from the numbers in the 
various age groups. The normal retirement age in ' the 
Service is 65, though boards may agree with individual 
specialists to extend their contracts, perhaps with modifica- 
tions, to the age of 70. That is, specialists born in 1885 or 
earlier should normally retire before the end of 1950. The 
numbers concerned are: 


Consultants 2S 

S.H.M.O.S 6 

Total 34 


In subsequent years the number of estimated " normal " 
retirements are : 



1951 

1952 

1953 i 

1954 

1955 

1956 

Consultants . . 

6 


•7 1 

10 

12 

13 

S.H.M.O.S . . 

1 ! 

13 j 

3 j 

! 

4 

3 

Total 

7 

13 

20 

n j 

16 

1 

16 


distributed over the whole specialist field. Whether all these 
retirements would mean individual replacements would have to 
be decided at the time. Some certainly would ; others repre- 
senting posts on part-time contracts, with a limited number of 
sessions, might not. Some S.H.M.O.s will no doubt be replaced 
by consultants. 

As well as losses from “ normal ” retirements there is a 
calculable loss from mortality over specialists in all age groups. 
Calculation shows that this number would be around 10 per 
annum and may be less in the next few years because of the 
age distribution. 

Registrars 

These calculations suggest that an output of trained registrars 
of not more than 30 per annum would adequately fill the 
prospective vacancies for some years to come over the whole 
specialist field. 

The number of registrars in each grade — ^junior registrar, 
registrar, and senior registrar — will no doubt be progressively 
reduced so as to select from the initial entrants tq the 
registrar grade only those capable of filling specialist posts. 
This qualitative selection should presumably, be accompanied 
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by a quantitative reduction so that the numbers emerging. as 
trained specialists roughly approximate to the prospective 
vacancies — in Scotland and elsewhere. The groper rate of 
reduction at each of the several years of the registrar’s train- 
ing is a matter for consideration. The number of senior regis- 
trars in each year of training should presumably be related 
closely to the annual e.\pectation of specialist vacancies. The 
number of registrars in each year has to be greater than the 
number of seniors and the number of junior registrars greater 
than the number of registrars. For example, one estimate is 
that for every 30 specialist posts that fall vacant each year 
the appropriate numbers of registrars in training, might be: 


Senior Rcsbirars 

(? Fourth >caf . . 

30) 

Third year 

30 

Second > ear 

30 

First year 

30 

Resutrjrs 

Second >ear. 

40 

First year 

60 

/wiior Kryistrars . . 

90 

Total No. of Registrars . . 

. . 2S0 ( 


If the process of selection is more severe the numbers in the 
earlier years might be greater, and conversely. 

As 30 has been taken above as the number of vacancies in 
existing posts that will occur annually in Scotland in the next 
few years, the total number of registrars in training necessary 
to fill these posts would be about 300. 

Allowance has to be made, of course, for new posts and 
other needs outside- Scotland, but even so it seems necessary 
to consider whether the numbers of registrars and others at 
present in training to be specialists are justified by their 
prospects of obtaining specialist posts. 

It is also necessary to consider the, needs of the hospitals for 
medical staff below the specialist level in order to carry on the 
essential work. There may prove to be a substantial difference 
between the number of registrars which the prospect of 
specialist posts would warrant and the number of doctors of 
this level of experience who are actually needed in posts the 
bulk of which have in the past been filled by specialists in 
training. A situation of this kind might well require some 
reconsideration of the basis of hospital staffing, the relative 
responsibilities of specialists and registrars, and the scope for 
hospital posts outside these two categories. 


Table I. — Alt Specialists — Age Groups by S-Year Periods 



1 

1 Before 18S0 

ISSO-t I 

1835-9 

! 1390-4 

j 1895-9 1 

1 1900-t 

1905-9 

1 1910-14 

1915-19 

j 1920- 

Total 

Consultants 1 

1 2* 1 

20 I 


64 1 

i w i 

1 127 

108 1 

t 13S 

36 

1 


S,H.Xt.O.S . . 1 

[ 1 

5 

6 ’ 

20 

1 27 

1 44 

26 

1 73 ! 

! 70 

3 

274 

Total 

1 ^ ! 

25 

58 

34 1 

126 1 

1 171 

134 1 

1 211 

' 106 

' ^ i 

920 

Table II. — General Medicine 

Consultants 

, 1 

1 3 

3 1 


' 13 

20 

19 

! 28 

1 8 

1 


S.H.M.O.S . ; 






3 

1 

3 

I 1 

i 


Total 

1 

1 ^ 

8 

t 16 

j 13 

23 

20 

31 

! 9 

t 

124 


Table HI . — General Surgery 


Coosuitanis 

1 1 

5 

10 

15 1 

17 

25 


35 1 

4 


iH.M,0.s . . 




1 

4 

4 

1 

4 1 

1 1 


Total .. 

1 1 

S 

11 

16 

21 

1 

29 1 

1 

18 

39 

i 

5 1 



Table IV . — Gynaecology and Obstetrics 


Consultants 
SJI.M.O.S . . 
Total 


2 

2 

1 

1 

1 

7 

7 

6 ! 
2 1 
3 

10 

1 

11 

13 

1 

14 

12 

8 

20 

3 

6 

9 j 

1 

1 

1 

54 

19 

73 

. Ta 

BLE V. — Anaesthetists 

Consultants 

S-H.M.Oj 

Total 


1 

1 


6 

5 

n 

5 

4 

9 

8 

n 

19 

9 

■7 

iT 

6 

10 

16 

2 

10 

12 

! 

i 2 

2 

37 

1 44 

81 


Table VI . — Infectious Diseases 


Consultants 



1 

1 








SMM.O.3 . . 





8 7 

t 

2 


7 1 



4 

Total 



1 

1 

2 

1 

1 ^ 1 


' ! 

5 

9 


Table* VII . — Venereal Diseases 









HOSPITAL AND SPECIALIST SERVICES IN SCOTLAND 


SUPPLEMENT to the 
British Medical Journal 


270 Dec. 24, 1949 


Table X. — Neurology 



Before 1880 

1880-4 

1885-9 

1890-4 

1895-9 j 

1900-4 

J905-9 

1910-14 

1915-19 ' 

1920- 

Total 

Consultants 


1 

1 . 


1 

1 

1 i 

1 




S.H.M.O.s . . 












Total 


1 

I 



1 1 

1 




B 


■ Table XI. — Orthopaedic Surgery 


Consultants 


1 

i 1 i j 

3 

8 

4 

7 


25 

S.H.M.O.s . . 



1 1 




2 

1 

2 

Total 


1 

1 ' 1 ‘ 

3 1 

8 

4 

9 

1 

27 


Table XII. — Neurosurgery 


Consultants 




1 ' 

I 


I 3 

1 



6 

S.H.M.O.s . . 






1 





, 1 

Total , . 

! 



1 

1 

1 

- 3 

1 



7 


Table XIII. — Denial and Oral Surgery 


Consultants 
S.H.M.O.S . . 
Total 

1 

1 

1 

2 

2 

2 

2 

2 

3 

5 

8 

3 

2 

5 


1 

1 

2 

2 

2 


11 

16 1 
27 

1 

Table XIV. — Ear, Nose, and Throat Surgery 

Consultants 
S.H..M.O.S . . 
Total 

1 

1 

1 

i 

1 ^ 

' ^ I 


10 

10 

11 

11 

1 

1 

4 

i 

4 

2 

6 

1 

2 

2 

1 4 

1 

\ 

36 

5 

41 

1 

Table XV. — Plastic Surgery 

Consultants 
SJI.M.O.s .. 
Total 



i ! 

; 1 

1 1 



2 

2 


I 

' 

1 

1 

3 

T 


Table XVI. — Urology 


Consultants 

1 - 


i 

2 

3 1 

1 1 



• 6 

S.H.M.O.S . . 






t 1 I 



1 

Total .. 

1 



2 

3 j 

I t 1 



7 


Table XVII. — Ophthalmology 



B| 

3 

3 

5 

5 

2 

2 

■ i 

10 

1 2 

1 >2 


4 

1 

5 

8 

4 

12 

B 


36 

19 

55 





Table XVIII.— 

Paediatrics 






j^BB 




3 

2 

4 

4 

.2 


16 












■— 




1 

i 

3 

2 

4 

1 

2 

' ! 

16 


Table XIX. — Pathology 


Consultants 
S.H.M.O.s .. 
Total 


2 ' 

2 


3 1 

^ i 

5 

1 ' 2 

1 ’ 

3 

3 

6 

3 

5 

. 8 

3 

11 

i 

1 

4 

5 

i 

i 

28 

15 

43 , 

Table XX. — Bacteriology 

Consultants. 
S.H.M.O.s . . 
Total 


2 

2 

2 

2 

1 ! 
1 

2 

I 

1 

[ 2 

2 

2 

2 

4 

I 

5 

2 

2 

1 

13 

5 

18 

Table XXI. — Radiodiagnosis 

j 

Consultants 
S.H.M.O.s .. ; 
Total 


' 

2 

4 

4 

1 1 

5 

7 

7 

10 

3 

13 

2 1 6 

1 1 5 

3 1 11 

1 

I 

4 

5 

B 

B 


Table XXII. — Radiotherapy 
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Tabi^ XKUl.--Psycfiiatry 


' 

i Before IS&O | 

i ISSCM ! 



IS95-9 

1900-4 j 

1905-9 1 

' 1910-14 1 

1915-19 1 19a>- 

Total 

Cons,ultanls 


1 t 



7 1 

7 1 

« j 

s j 

3 j 

44 

sai.M.04 A, 


1 

1 1 


3 


3 1 




Total 


2 j 

7 ; 

1 I : 

10 1 

12 i 

9 1 

20 

1 

U 



Tabbe XXIV . — Thoracic Surgery 


Consulunis 


i 

i 

1 

2 

- j 


1 5 



1 i 






i ■“ 

Total 

i 

: 1 


! 

2 
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Age Distribution of General Practitioners in Scotland 
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2,633 


The 270 assistants include 25 (tart'Ume ossistanu who in addition are employed as medical practiuonen on tbeir ovra account and ore alio indaded in (he IS 

prindpals. 


Age Distribution as at December, 1949: lO-Year Periods 
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S13RVEY OF CONVALESCEOT HOMES 

The Ministry of Health has asked regional boards to undertake 
in association with local health authorities a fact-finding survey 
of the.untransferred convalescent homes in their regions. This 
survey is to be carried out instead of a review, formerly asked 
for, of the untransferred convalescent homes with a view to 
their allocation for use either by boards or by local health 
authorities. In the survey the homes will be put into one of 
the following categories: 

(а) Those which provide convalescent treatment mthin the scope 
of the hospital service, and may therefore be appropriately used by 
regional hospital boards. 

(б) Those which provide recuperative facilities of the “hoh'day 
home” type, and may therefore be appropriately used by local 
health authorities. 

(c) Those which are a combination of (al and (6). 

When this information is available consideration will be 
given on a national basis to the question whether there should 
be any, and if so what, allocation of convalescent homes 
or beds between regional hospital boards and local health 
authorities. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 


Metropolitan Borough CowtcHs.—FoWinm, Hackney, Poplar. 
Non'County Borough Counci/r.— Dartford, Wallsend. 


Urban District Councils.-Deatoa, Droylsden, Hougbton-Ie- 
Spnng, Huyton-vnih-Roby. 


DOCTOR TO PAY EXPENSES 

In a case, that came before a medical service committee recently 
a man complained that bis daughter was not visited by a doctor 
when the doctor was called by telephone. 

Mr. A wrote to the clerk of the executive council of his area 
saying that at about 6 pm. his daughter complained of slight 
earache, which his wife treated. After 8 p.m, the pain became 
worse; by 10,15 pm. the child was in agony, which showed no 
rign of abating by 11 p.m. Mr. A then telephoned Dr. X. 
pr. X came from his bath to answer the telephone, and, accord- 
mg to Mr. A, on being told about the child’s pain said, “ Well, 
what an I do about it ? ” Mr. A protested at this remark, and 
said that the doctor told him not to be silly, that he had nothing 
for the chUd at home, and that he could only give a prescrip- 
tion which could not have been made up until the morning 

• » , ■ At 4 a.m. the same niaht 

Mr. A telephoned a Dr. Y, who visited the patient within a few 
minutes, and treated her. The next morning a surgeon per- 
formed a minor operation on the child, and she made an 
uneventful recovery. 

A copy of Mr. A’s letter of complaint was sent by the clerk 
of the executive council to Dr. X, who agreed that the facts 

n annoyed about the telephone cal! at 

U p.m. Twice on that evening be had been near ^fr A’s 
house between 6 p.m. and 9.30 p.m.^and wouW Lve bein 

telephoned ^soone^'^’ considerate and 

whh ? 1 u ^l°f=°ver, he had intended to comply 
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Dr. X contended in his verbal evidence that a large propor- 
tion of “ urgent ” calls had proved to be unnecessary, and that 
he was therefore entitled to discuss the case on the telephone. 
He insisted that he had not refused to attend, and if Mr. A 
had not rung off so suddenly he would have undoubtedly made 
the visit. 

Inferences by Committee 

The committee considered that the doctor’s failure to visit 
the patient was due to the nature of the telephonic e.xchanges 
between him and Mr. A. The committee thought it reasonable 
for Mr. A and his wife to try to alleviate the child’s immediate 
distress and to avoid, if possible, the need for calling in the 
doctor, and it was satisfied that Mr. A had not sought Dr. X’s 
services until he had formed the opinion that such services 
were absolutely necessary. 

Deduction from Pay 

The executive council adopted the committee’s recommenda- 
tion that an amount be recovered from Dr. X’s remuneration 
equal to any medical expenses incurred by Mr. A as a result 
of his requisitioning the services of another general practi- 
tioner in a private capacity, and that such amount be paid 
to Mr. A. 


Correspondence 


Unreasonable Demands by Regional Boards 

Sir, — Sir Reginald Watson- Jones’s timely letter {Supplement, 
December 10, p. 253) prompts me to record a recent but by no 
means unique experience, which is best described by giving the 
substance of a letter of protest that I sent to the chairman of 
the regional board concerned. 

" Yesterday morning (November 30) I received a cyclostyled letter, 
even the signature being duplicated, asking me for a private and 
confidential opinion about a candidate for the post of orthopaedic 

surgeon to the Hospital Management Committee. I 

was asked to send my reply before Saturday, December 3. 

“ The format of the letter is, perhaps, excusable, though no such 
labour-saving devices are permitted to those who reply to these 
inquiries — and one may have many to answer. 

“ What is serious and. I think, unpardonable is the short interval 
between the posting of the request and the date for sending in the 

reply. . . . Tomorrow I am going to to give a lecture, and I 

shall be away from the hospital for two days. It is pure chance that 
this absence did not coincide with the arrival of the letter about the 

candidate, and then I should have been unable to send an 

answer in time for the meeting of the advisory committee. 
In that case my silence might have been open to very serious 
misrepresentation. . . . ■ 

" I am not unaware of the heavy responsibilities of regional boards, 
but surely it must be acknowledged that the selection of the best 
men for senior vacancies in the Health Service is by far the most 
important of the manifold duties of regional boards and boards of 
governors. The man you appoint will make or mar the Health 
Service. If referees are to do their job conscientiously they must 
be given time in which to write considered opinions about candidates, 
and allowance must be made for possible short absences from their 
normal places of work.” 

No reply has yet been received. — I am, etc., 

London. W.l. H. J. SeDDON. 

Protection from Patients 

Sir, — We youngsters serving in the Forces read with dismay 
the alarming accounts of N.H.S. patients who send lists by post 
of all the articles which they require their doctor to prescribe. It 
seems that, unless we are to lose patients from a very meagre 
panel at a time when we need them most, when we return to 
general practice, we shall be forced to give- in to this blackmail. 

Is this outlook widespread among our future patients ? Can 
our senior colleagues advise us on how to protect ourselves 
against these and similar “ things that go bump in the night ” ? 
It will be many years before we have acquired their degree of 
tact and independence to protect ourselves. — I am. etc., 

M.O. Overseas. 


As Others See Us 

Sir, — ^The following extract from a friend’s letter requires no 
comment of mine. I should introduce the extract by saying 
that my friend’s daughter, aged 7, had run in frpnt of a bus, 
which in avoiding her had skidded and pinned her foot against 
the kerb. The child has been warned repeatedly to take care 
in crossing the road, but is rather an obstinate mite. 

“ I sent for doctor, who came fairly quickly. Ankle swollen, bui 
he said it wasn’t much ; <est for two days and then come to surgery. 
The child was very shaken up, so I put her to bed for a day althou^ 
the doctor said I needn’t. I couldn’t walk her down to the surgery, as 
it was still swollen, so I asked him to call, wishing that we were private 
patients. He called, and I said we wanted an x-ray as it was still 
swollen. Then for three days we spent several hours waiting at the 
hospital. It took four hours at first, then the next day about an 
hour and a half. The third day there was the clinic at the ortho- 
paedic department. There was such a crush you couldn’t get in at 
the door. Once inside the holy of holies I got ticked off by a nurse 
for saying goodbye to someone I’d met. ‘ You mustn’t talk in 
here,’ she said. The doctor wouldn’t let me see the x ray. ‘Only 
a slight break,’ he said, ‘only slight,’ Why must one be treated 
as an imbecile ? 

“ We go again on Monday to have the plaster removed. I hope I 
don’t get ticked off again — I may answer back next time.” 

I would only add that my friend lives in a large town. How 
good it is to see ourselves as others see us. — I am, etc., 

Isleworib, Middlesex. E , PygOTT. 

Ham and Offal 

■ Sir, — May I cap your very interesting anecdote (Supplement, 
December 3, p. 239) ? I happened to be in the office of the 
Lady Margaret Fruitarian Hospital and so answered an urgent 
and imperious 'phone call; ‘‘Please send round at once to 
Lady X two kidneys or a liver.” 

I had to decide promptly whether to reply, “This is a • 
fruitarian hospital and not the butcher’s shop,” or, “We are 
not operating to-day.” — I am etc.. I 

Londoa, W.t. JOSLtH OlDFIELO. 

Country Doctors Near Towns 

Sir, — I believe mileage payments for rural areas were intended 
to encourage doctors to settle in <hese areas. I live in a village 
of about 1,300 people, surrounded mainly by urban areas. 
When a patient of a doctor from one of these areas moves into 
this village, the doctor is encouraged to continue to attend him 
by the payment of a mileage fee. Yet, when one of my patients 
moves out into one of these urban areas, I do not receive 
mileage payment. 

The argument is advanced that rural practitioners would be 
able to build up substantial lists in urban areas, with the con- 
sequent diminution of the mileage rate. This argument is 
specious, since in any urban area a patient has choice of, several 
locally resident doctors and is most unlikely to call in a doctor 
from several miles away, and I find that my list in these urban 
areas does not grow appreciably, although I believe I give 
reasonable service, since I practically never lose a patient except 
by death or removal. 

I should like to hear the views of other rural doctors living 
near urban areas. My contention is that either a doctor living 
in a rural area should be eligible for mileage payments for urban' 
patients living over two miles away, or doctors living in urban 
areas should not be eligible to receive mileage payments. — I am. 
etc., 

Stockport, Cheshire. JOHN HeGINBOTHAM. 

Patients in Scottish Camps 

Sir, — As a rural practitioner in a sparsely populated area 
who cannot normally expect to increase my small list of patients 
to any extent, it is somewhat disconcerting to find that when by 
chance a few hundred workmen are added to the population 
for a year or two I am remunerated at the 'cut-price rates of 
12s. 6d. per annum for medical attention to these men and 4s. 
for drugs. 
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Majors (War Substantive Lieutenant-Colonels) A, M. Pugh and 
S. D. Cruickshanfc to be Lieutenant-Colonels. 

Majors D. Wright, D.S.O., and G. C. Dansey-Browning to be 
Lieutenant-Colonels. 

Major J. G. Peacock has retired, receiving a gratuity. 

Captains A. J. Moss-Blundell, E. M. Ensor, H. M. Macfie, and 
R. G. McFarlane to be Majors. 

Short Service Commission , — The notification regarding Major J. C. 
Scott in a Supplement to the London Gazette dated July 22 has been 
cancelled. Captain R. M. B.' Talbot has retired, and has been 
granted the honorary rank of Major. 

REGULAR ARMY RESERVE OF OFFICERS 
Royal Army Medical Corps 

Lieutenant-Colonel K. S. Fitch, O.B.E., I.M.S. Ret., to be 
Lieutenant-Colonel . 

TERRITORIAL ARMY 
Royal Army Medical Corps 

Colonel W. McK. H. McCullagh, D.S.O., M.C., T.D., has been 
appointed Honorary Colonel, a new appointment. 

Colonel R, Ward, M.C., T.D., having exceeded the age limit, has 
retired. 

Major (Honorary Lieutenant-Colonel) R. Passmore, I.M.S., retired, 
to be Major, and has been granted the acting rank of Lieutenant- 
Colonel. 

Captains (acting Majors) R. H. Moore and E. N. Owen to be 
Majors. 

Captains D. S. Dick, A. C. Houghton, C. J. Mackinlay, and 
J. R. D. Williams to be Majors. 

Lieutenant F. C. Rodger to be Captain, and has been granted the 
actmg rank of Major. 


ROYAL AIR FORCE 

Group Captain J. B. Gregor has retired. 

Flight Lieutenant C. R. Griffin to be Squadron Leader. 

To be Squadron Leaders (temporary): W. Laurence and Mary 
G, Murphy. 

Flight Lieutenant M. Mattinson has relinquished bis commission, 
retaining the rank of Squadron Leader. 

Flying Officer J. N. Agate no be Squadron Leader. 

Royal Air Force Volunteer Reserve 

Squadron Leader W. Laurence has relinquished his commission on 
appointment to a temporary commission in the R.A.F. 

WOMEN’S FORCES 

Employed with the Medical Branch of the R.A.F. 

Squadron Leader M. G. Murphy has relinquished her commission 
on appointment to a temporary commission in the R.A.F. 

Flight Lieutenant M. E, G. Sherwell to be Squadron Leader, 

INDIAN MEDICAL SERVICE 

Lieutenant-Colonels W. Lawie, E. T. N. Taylor, C.I.E., M. P. 
Atkinson, J. P. J. Littie, G. J, Joyce, and W. Fleming have retired. 

Major T. C. McG. McD. Morrison has retired and has been 
granted the honorary rank of Lieutenant-Colonel. 


COLONIAL MEDICAL SERVICE 

The following . ‘ • . i announced: W. Richmond. 

M.B,, Medical C . , ' . ■ . Northern Rhodesia; V. F 

Wilkins, M.B., I ■ Nigeria: N. T. Pease, M.B.. 

D.C.O.G., Medic. . ■ J, K. Hunter, M.B., D.P.H.. 
I. W. Mackeilan, M.B., D.T.M.&H., and W. A. Wilson, M.B.. 
D.T.M.&H., Senior Medical Officers, Uganda; W, A. Glynn, 
M.R.C.S., Senior Medical Officer, NyasaJand; M. L. McCauley, 
M.B., Senior Medical Officer, Fiji; D. R, McPherson, M.B.. 
D.M.R.E., D.T.M.&H., Specialist Radiologist, S 
Federation of Malaya; J. R, P. Murley, M.R.t < 

Nigeria; R. H. Purnell. F.R.C.S., Surgeon ' . / 

G. A. Ransome, M.R.C.S., M.R.C.P.. Chair "I 

Edward VH College, Singapore ; H. G. H. Waters, B.M., D.T.NL&H.. 
Senior Medical Officer, Kenya; H, M. Johnson, M.B.. M.P.H.. 
Medical Officer (Health), Jamaica; E. S. Monteiro, M.R.C.P., Chair 
of Clinical Medicine, King Edward VH College of Medicine, Singa- 
pore; Constance E. Field, M.D., Child Health Specialist, Federation 
of Malaya. 


The Ministry of Health has notified executive councils that a 
revised Form E.C.l will come into use from January 1. The form 
can be used either for a first application to be placed on a doctor’s 
list or for transfer to another doctor when the medical card is 
missing. It will be available only at doctors' surgeries, executive 
council offices, and. on the registration of a birth, from the Registrar 
of Births. Form E.C.l itself has already been withdrawn from 
post offices and public libraries to help reduce the risk of inflation 
of doctors’ lists. 


Association Notices 


REGISTRARS’ GROUP 

Following the approval of the Council to the formattoti 
of a Special Group of Registrars within the framework of 
the Association, members who are engaged in one or other 
of the registrar grades are invited to apply for membership of 
the Group on the form set out below. Further supplies of the 
application form may be obtained on request. 

Applications should be sent to the Secretary. 

BRITISH MEDICAL ASSOCIATION 
REGISTRARS’ GROUP 
Form of Application for Membership 
To the Secretary, 

British Medical Association, B.M.A. House, Tavistock Square, 
London W.C.l. 

I wish to apply for membership of the Registrars’ Group of the 
Association, and understand that the inclusion of any individual 
member within the Group is at the discretion of the Group Coundl 
subject to appeal to the Council of the Association, 

I am a member of the Association, and am engaged as a hospital 
registrar. 

Name (in block capitals) 

Qualifications 

Date of Qualification 

Present Appointment (Hospital) 

(Grade, i.e., whether Junior Registrar, 

Re^strar, or Senior Registrar) 

Region 


Signed , 
Address 


Date 


29 Thurs. 


3 Tues. 

5 Thurs. 

5 Thurs. 

6 Fri. 

6 Fri. 

11 Wed. 
IJ Wed. 
13 Fri. 

19 Thurs. 
19 Thurs. 

26 Thurs. 


Diary of Central Meetings 

December 

Committee re Prescription of Tuberculosis, 2 p.ni. 
January 

Central Ethical Committee, 2 p.m. 

Genera! Medical Services Committee, il a.m. 
Anaesthetists Group Committee, 2 p.m. 

Library Subcommittee, 11 a.m. 

Science Committee, 2 p.m. 

Spa Practitioners Group Committee. 2 p.m. 
Committee on Patenting in the Medical Field, 2 p.m. 
Tuberculosis Groun'r > Timittee, 2 p.m. 

Planning Subcomt/^^^'y ‘ 10,30 a.m. 

Joint Committee / . ihe B.M.A. and the N.V.M.A.. 
2 p.m. 

Committee on Psychiatry and the Law, 2 p.m ' , 


Meetings of Branches and Divisions 
Bournemouth Division 

At a meeting of the Division held at Boscombe, Bournemouth, 
on November 25. Dr. G. D. Kersley, Director of the Rheumatism 
Research Unit, Royal National Hospital for Rheumatic Diseases, 
Bath, gave an address on “ Recent Advances in Connexion with 
Rheumatism and the Endocrine Glands." In addition to an up-to- 
date r6sumd on endocrinology in relation to the rheumatic diseases, 
including gout. Dr. Kersley referred to the interrelationship of the 
pituitary adrenal cortex and the collagen diseases. He also dis- 
cussed ihe possible control of hereditary hyperuricaemia in gout 
and recent work on the endocrine glands and the ageing process of 
bone in osteoarthritis. The address was much appreciated by the 
Division, and after questions and discussion a vote of thanks was 
accorded to the lecturer on the proposition of the chairman. 
Dr. O. C. Carter. 
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A QUANTITATIVE APPROACH TO THE STUDY OF 
TRANSPLANTABLE TUMOURS* 

BY 

JAMES CRtUGIE, O.B.E., F.R.S. 


A period of intense experimental activity was ushered in 
when it was discovered, at the end of the last century, that 
some rat and mouse tumours could be transplanted. The 
discovery was made by Hanau, in Germany, and Moreau,, 
in France, and was confirmed by Loeb and by Jensen. The 
significance of the introduction of the simple technique of 
tumour transplantation is that it removed a limitation that 
had greatly impeded progress, the limitation of the study 
of a tumour to the animal in which it had arisen. With the 
means, of indefinitely prolonging the life of a tumour avail- 
able, experimental oncology developed rapidly. Much 
substantial progress was made, but many hopes remained 
unfulfilled or were proved to be built on imperfect know- 
ledge and misunderstanding of the available facts. I make 
reference to these disappointments because I feel that the 
title of this lecture may perhaps suggest an undue and 
unwarranted degree of optimism about the amount of useful 
information that remains to be gathered by transplanting 
tumours from one animal to another. There are many 
lessons in the mistakes and disappointments of the early 
period of study of transplantable tumours which should 
not be forgotten in the conduct of any branch of cancer 
research. 


A number of important facts emerged from the work of 
Loeb, Jensen, Borrel, Ehrlich, Apolant, Bashford, Murray, 
Haaland, Woglom, and others on transplantable tumours, 
rhose which are relevant to my subject may be summarized 
very briefly. 

Serial passage of a tumour Is possible only in the species 
in which it arises, and within the species is usually restricted 
to animals of the same genetic constitution. The impor- 
tance of genetic background is due to the fact that trans- 
plantation is dependent on the inoculation of living tumour 
cells which, since they retain genetic characteristics of the’ 
original host, are rejected by a genetically alien one. A 
pedigree of tumour cells remains unbroken throughout the 
history of transplantation of the tumour. Each successive 
host provides anew at each transplantation the vascular 
supply and stroma necessary for continued grorvth of the 
tumour. There are of course exceptions to this continuity of 
cell pedigree. The carcinogenic viruses — namely, the Rous 
and other avian viruses, the Shope papilloma virus, and 
others — tvill produce tumours de novo by infection of cells ' 
of the host" Again, a transplantable carcinoma may some- 
times be replaced by a sarcoma, or a tumour specific for 
one inbred strain of mice may acquire the ability to grow 


•taperml Cancer Research Fund Lecture given at the Roval 
College of Swgeons of England on November 22. ^ 


in other strains. Nevertheless, the essential facts I have 
mentioned apply to the vast majority of transplantable 
tumours. 

Transplantation Technique 

When tumour transplantation is practised merely as an 
adjunct to other studies which require that the life of a 
tumour be extended artificially over a series of generations 
of the host animal, a comparatively simple yet necessarily 
aseptic technique suffices. Small fragments may be cut 
from the parent tumour and introduced singly to the desired 
sites in new hosts by a wide-bore needle or trocar and 
cannula. Alternatively the tumour may be reduced to an 
emulsion by mincing with scissors or a special instrument, 
or-pounding it with a pestle in a mortar. Saline or Ringer’s 
solutions are used only when it is necessary to thin the 
emulsion so that it can be injected to special sites by means 
of a fine needle. The graft or emulsion is usually placed 
subcutaneously, but other sites are employed for special 
purposes. 

For the purposes for which they were designed and con- 
tinue to be used, these simple transplantation techniques 
have the merit of combining simplicity with adequacy. The 
tumour cells are transplanted to their new hosts with a 
minimum of delay, and by using finely divided emulsions 
similar amounts of tumour cells can be inoculated into 
each animal of a group. 

Various arguments might be advanced to justify an 
attempt to develop more quantitative methods for special 
purposes. On the other hand, consideration of the nature 
of the phenomena involved when a portion of living tumour 
tissue is transplanted to a new host and the extent to which 
the rate of growth may vary might lead to the conclusion 
that transplantable tumours are unlikely to be amenable to 
quantitative investigation. In view of the many obvious 
practical difificulues that have to be faced I do not feel 
justified in speculating on the possible practical applications 
of non-e.xistent methods. However, it would seem desir- 
able to indicate my main purpose in attempting to approach 
the study of transplantable tumours -from a quantitative 
viewpoint. 

The Quantitative Point of View 

Numerous authors, arguing from the e.xistence of a . 
number of carcinogenic viruses, have suggested that many 
mammalian tumours, if not all, may be of virus aetiology. 
Failure to demonstrate viruses in tumours which cannot be 
propagated e.xcept by transplantation has been attributed to 
technical limitations and low transmissibility of the virus 
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from tumour to normal cells. Many excuses for failure to 
transmit transplantable tumours with cell-free filtrates, or 
with preparations from which living cells cannot be 
excluded with certainty, could be advanced in the light of 
our present-day .knowledge of viruses. All the carcino- 
genic viruses amenable to conventional techniques have, so 
to speak, been dragged out into daylight. Yet hypotheses 
invoking the existence of more elusive ones can be advanced 
and cannot be disproved experimentally. Thus even the 
most sceptical must admit that there is a virus problem in 
relation to cancer, if only- in this form. 

So far as transplantable tumours are concerned I do not 
think that any real progress can be made with this problem 
until an adequate foundation of quantitative data has been 
laid down. It is necessary to determine, for example, using 
a representative series of selected tumours, the relationship 
between the dose of living tumour cells inoculated and the 
rate at which a tumour is produced at the site of inocula- 
tion. It is also urgently necessary to discover to what 
extent tumour cells can survive under various environ- 
mental conditions in vitro. I believe that it is only against 
an adequate background of such knowledge that we can 
obtain evidence for or against the existence of carcinogenic 
viruses of low transmissibility to normal ce'.ls. The evidence 
for or against will inevitably emerge without being directly 
sought for if a sufficiently complete quantitative charac- 
terization of tumour transplantation phenomena becomes 
possible. 

However, for the moment it does not seem to be neces- 
sary to aim directly along such lines at such a distant objec- 
tive as complete resolution of the virus problem. Indeed, 
it would be foolish to do so, for there are many important 
things that we do not know about the nature of viruses, 
as current speculations indicate clearly enough (vide Bauer, 
1949). There seem to be ways in which quantitative refine- 
ments might be usefully introduced into investigations in 
which transplantable tumours are employed. If quantita- 
tive methods can be developed to the point of practical 
usefulness we may be confident that some information will 
accumulate which will be relevant to the virus problem in 
cancer. 

Essential Specifications 

Let us consider the three essential specifications that must 
be complied with if adequate quantitative methods are to 
be realized. 

1. The preparations of tumour cells used for inoculation must 
be sufficiently homogeneous to obviate significant variations in 
the number of viable cells in different samples of a given 
volume of any given dilution. 

2. The viability of the cells must be maintained unaltered 
during the period elapsing between the preparation of the 
inoculum and the completion of inoculation. This is a mini- 
mum requirement. It is obvious that opportunities for the 
development of quantitative techniques will depend on the 
period of time over which the activity of a suspension remains 
constant within the limits of error of determination of its 
activity. Should it be possible to reduce these limits of error 
to a level at which comparative titrations would be worth 
while, preliminary titrations would be necessary in order to 
narrow the range of 'cell concentrations and limit the number 
of animals used in the test proper. However, such two-stage 
tests will remain impracticable until methods of long-term 
stabilization of cell viability become available. 

3. The third essential requirement is a quantitative method 
of comparing the activities of different tumour preparations. 

The first specification presents a relatively simple prob- 
lem which has been satisfactorily solved for present needs. 
Some progress has been made in regard to the second, and 
it has become clear that the viability of tumour cells may 


be extended for longer periods than might be expected 
from a priori considerations. The third requirement, a 
method of quantitative estimation, presents extremely diffi- 
cult problems, which must await the accumulation of 
enough experimental data, and I would like this opinion 
to be borne in mind when,' a little later on, I indicate one 
possible approach to the problem. 

So far as is possible, I am going to present the progress 
of attempts to meet these specifications in a chronological 
manner. As will be appreciated, technical limitations and 
the experimental findings resulted, several times, in marked 
deviations from the more logical course that is obvious in 
retrospect. For example, if equipment for phase micro- 
scopy had been available when the work started just two 
years ago, or when dextrose was adopted as an aid to low- 
temperature preservation, the course pursued might have, 
been very different. 

Tumour Survival in Frozen State 

The greater part of the work has been carried out with 
a mouse sarcoma (C3H, R.T., Ludford) which arose b\ 
stromal transformation of a sporadic mammary carcinoma. 
However, the initial attempts to preserve tumouf-cell sus- 
pensions in the frozen state were made with a similar 
sarcoma of the R III strain (Ludford and Barlow, 1945) 
This tumour grows luxuriantly when inoculated intra- 
peritoneally in R III mice. If transplanted to subcutaneous 
sites in the heterozygous MRC/H strain, the sarcoma often 
undergoes regression after considerable development. With 
a view to genetfc selection and purification of the MRC/H, 
strain and study of the regression phenomenon it seemed 
desirable to establish frozen stocks of the R III sarcoma. 

It has of course long been known that tumours will 
survive in the frozen state. Ehrlich discovered this, but no 
serious attempt at practical application was made until 
Breedis and Furth (1938) investigated the matter. These 
authors demonstrated that various tumours could be pre- 
served in the frozen state on CO^ ice (-79° C.), for periods 
up to 400 days. There is an extensive but scattered litera- 
ture relating to the survival of unicellular and other primi- 
tive organisms and also of some mammalian cells on 
freezing and thawing. The subject, up to 1938, has been 
reviewed by Luyet and Gehenio (1938). Of more recent 
work, I would select for special mention the convincing 
work of Briggs and Jund (1944), who showed by trans- 
posed transplanting of dorsal and ventral autoplastic grafts 
that normal mouse skin will survive sufficiently for grafting- 
purposes when frozen for 1 hour to 24 hours at -78° 'C. 
Webster (1944), reporting results with refrigerated human 
skin grafts, describes takes with grafts refrigerated to 
— 72° C. and with a lyophilized graft — ^i.e., one dried from 
the frozen state in vacuo. 

Nearly all the reported observations on tumour survival 
in the frozen state relate to portions of tumour preserved 
eii masse. One might expect that separated tumour cells 
exposed to an artificial fluid environment are more likely 
to be killed by freezing than cells situated in the interim 
of an intact portion of tumour. This, in fact, was the 
finding of Mider and Morton (1939). It will be remem- 
bered that the first specification I have outlined was as 
follows : “ The preparations of tumour cells used for inocu- 
lation must be sufficiently homogeneous to obviate signifi- 
cant variations in the number of viable cells in different 
samples of a given volume of any given dilution.” 
Obviously, homogenization of tumour preparations must 
be carried out before distribution to ampoules and 
preservation by freezing 
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From the theoretical point of view the possibilities are 
not encouraging if we consider the probable fate of cells 
suspended in any of the physiological salt solutions. When 
a salt solution freezes, ice crystals separate and the concen- 
tration of salt in solution increases until the eutectic con- 
centration is reached. This eutectic concentration does not 
freeze unless the temperature is reduced to a critical level. 
Consider the figures for the salts present in Ringer's solu- 
tion ; the eutectic mixture of KCl with water is 25% and its 
freezing-point is —10.7'’ C. ; of NaCl, 30.4%, with a 
freezing-point of -21.2° C. ; of CaCL, 48%, with a 
freezing point of -52° C. This means, for example, 
that if a eel! suspension is frozen at a temperature above 
-20° C. in 34 volumes of 0.85% NaCl, the volume of 
concentrated salt solution formed will be approximately 
equal to that of the cells, and its concentration svill be 30%. 
Freezing under such conditions is therefore equivalent to 
soaking the cells in strong brine. 

Preparafion of Tumour Suspensions 

Preliminary tests carried out with the R III and C3H 
sarcomas showed that when the tumour mince was diluted 
with more than a few parts of saline or Ringer’s solution 
marked inactivation occurred on freezing and thawing. 
Other tests in which C3H sarcoma cells were held at 0° C. 
in various concentrations of NaCl or held in isotonic con- 
centration for several hours at temperatures above and 
below —21° C. (the eutectic temperature of NaCl) showed 
that the rate and degree of inactivation were undesirably 
high. It seemed reasonable, therefore, to investigate the 
effect of substituting a non-electrolyte. Comparative tests 
with dextrose and saline solutions showed that sarcoma 
suspensions frozen in the former were much more active 
on thawing than suspensions prepared in the latter from 
the same lots of tumour mince. The optimum concentra- 
tion of dextrose appeared to lie between 5 and 10%, but 
its protective effect was evident at from 3 to 40% if the 
suspensions were frozen without delay. 

At this stage it became apparent that a better method of 
preparing tumour suspensions was required. A satisfactory 
solution, in the form of a pressure mincer, has been 
described (Craigie, 1949a). The later models of this instru- 
ment have been made entirely of stainless steel. Each 
mincer is provided with a set of four sliding-fit plungers 
provided with uniform longitudinal grooves. The groove 
sizes are 0.5, 0.25, 0.125, and 0.0625 mm. According to 
the consistency of the tumour and degree of mincing 
required, one or two plungers are selected and loaded in 
the barrel after the tumour tissue has been inserted. A 
portion of the suspending fluid is placed above the plunger. 
The plunger is then forced down by means of the screw, 
and the tissue passes through the plunger grooves into the 
suspending fluid. 

To return to the problems of preserving tumour suspen- 
sions in the frozen state, I might mention that Breedis (1942) 
found that mouse leukaemic cells are inactivated if frozen 
too quickly in the temperature range of 0 to -15“ d A 
similar effect could not be demonstrated with the C3H 
sarcoma. This failure led to attempts to depress the 
freezing-point of suspensions in dextrose, • one of which 
resulted in a striking demonstration of the survival of the 
C3H sarcoma under unexpected conditions. This has been 
reported (Craigie, 1949b), but the essentials are worth 
quoting. 

C3H sarcoma mince was diluted to 1 in 12.5 (a) in 10% 
dextrose and (6) in 10% dextrose and 40% glycerol in 
water. Each suspension was distributed to several ampoules 
sealed, frozen, and placed on CO, ice. The first test was 


carried out after the suspensions had been frozen for four 
days. Immediately after thawing, a portion of each was 
diluted with nine volumes of Ringer’s solution. These 
dilutions, as well as the l-in-12.5 concentrations, were 
injected subcutaneously in 0.1-mi. volumes, with the results 
shown in Table J. > 


Tadle 1.—C3H Sarcoma Suspension Frozen in Viiution of 1 in 12 J. 
0.1 ml. iniecled Subcuianeousty afier Thawing and Further Diiulion 


Diluent t 

Time j 

Frozen 1 
(Objts) 

I Dilution j 
j Tested 1 

1 Ko. of 
j Tuxnoun 

Mean 
PMO 
(Dajj) - 


4 ‘ 

4 1 

253 

253 ) 

1 1:11-5 

( 1:125 1 

' 1:17*5 

1 It 70 , 

1 616 1 

5/6 

1 12/12 

12/12 

ao 

9-8 

417 

8'73 


•t 

l;12-5 

6/6 

i 110 


4 

1: 125 

5/6 

! 13-6 


253 ! 

1 : 17'5 

12/12 

i 4-08 


253 

1:70 

12/12 

i 7-oa 

1 


PMG =* Period of microscopic growth, i.c., between inoculation and first 
appearance of tumour. 


The preparation containing glycerol and dextrose 
appeared to be less active than the control. However, 
this may have been due to imperfectly developed techmque 
and the use of Ringer’s solution as a diluting fluid. A 
further test was undertaken after the preparations had been 
kept frozen for 253 days (Table 1). In this lest the dilu- 
tions were prepared in a saline-phosphate-cysteine mix- 
ture. As pointed out in the previous commentary on this 
e.xperiment (Craigie, 1949b) the results, interpreted as being 
due entirely to the survival of tumour cells, indicate that 
at least 25% of the cells viable in the tumour mince before 
treatment survived dilution with 10% dextrose and '40% 
glycerol, freezing, preservation in the frozen state for 253 
days, and subsequent thawing. In the light of more adequate 
data on the activity of freshly prepared C3H sarcoma-cell 
suspensions, this estimate seems to be confirmed. It is 
interesting to note that Polge, Smith, and Parkes (1949) 
have recently reported that glycerol protects spermatozoa 
against low temperatures. Fowl semen diluted with Ringer’s 
solution showed no significant survival of spermatozoa after 
vitrification at —79° C. for 20 minutes and rapid thawing. 
On the other band, the addition of 40% glycerol before 
freezing resulted in the resumption of full motility after 
thawing. 

' Effect of Dehydration 

The preliminary results of the experiment with C3H 
sarcoma in dextrose and glycerol that I have quoted led to 
the adoption of drying techniques as a possible aid to the 
study of tumour survival on freezing, for the question of 
the role of dehydration by the suspending fluid inevitably 
arose. If dehydration were a factor, progressive loss of 
intracellular water at the low temperature of storage might 
be important. A few tests were carried out in which sus- 
pensions frozen in saline and in 5% dextrose were exposed 
to dehydrating agents in vacuo at -79° C. As expected, 
dehydration was extremely slow and further investigations 
were transferred from the CO, ice-box to the laboratory 
bench. It was planned to compare the effect of dehydration 
of tumour suspensions held in the frozen state at tempera- 
tures chosen in relation to the eutectic temperatures of 
Ringer’s salts. 

It might be noted that among the side-issues encountered 
during the development of equipment was the appearance 
of crystalline water-soluble and other organic substances 
in the water condensate.. Back diffusion of pump oil was 
excluded, and the explanation seems to be that significant 
amounts of dried material from necrotic portions of tumour 
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were carried across in a microscopic state of division on 
the rapid current of water vapour. Tests of dried material 
obtained at various times during the development of the 
drying equipment-fCraigie, 1949c) were negative, although 
one positive result was obtained later with C3H sarcoma 
and others were obtained by Gye, Begg, Mann, and Craigie 
(1949). On mature consideration of the problems involved 
it was decided to return to a study of the conditions of 
survival of activity of tumour suspensions on freezing, 
because freezing is the first step in freeze-drying. The 
need for quantitative methods also appeared to be urgent. 

Degree of Survival 

It had been found that a number of transplantable 
sarcomas and carcinomas could be preserved as suspen- 
sions in dextrose in the frozen state (Craigie, 1949b). In 
order to find out if primary chemically induced tumours 
would survive this treatment, groups of C3H mice of 
different ages were injected subcutaneously with 0.1% 
benzpyrene in arachis oil. A series of 19 tumours were 
removed at intervals ranging between 90 and 163 days from 
the injection and frozen in 5% dextrose in dilutions of 
1 in 5 to 1 in 10. These were tested after being kept 
frozen for periods ranging from 36 to 96 days, and tumours 
were obtained in 17 of the preserved tots. (One other lot, 
diluted to 1 in 50 before freezing, failed to survive.) 

It is evident from the results of this experiment that the 
degree of survival of the different tumours varied consider- 
ably. Some lots produced tumours at all sites injected, 
others at only some. The intervals elapsing between injec- 
tion and appearance of the tumours ranged from 10 to 58 
days. This variability in ability to survive freezing was 
also apparent in records of observations of other tumours. 
Although sporadic mammary carcinomas survive reason- 
ably well, the best and most consistent survival has been 
obtained with tumours with a long history of transplanta- 
tion. Sarcomas seem to be more resistant than carcinomas. 
Complete failure to survive freezing has been observed 
so far only with the two benzpyrene tumours mentioned 
and an undifferentiated tumour derived by Dr. Foulds 
from a squamous mammary tumour arising near the 
point of needle entry of intraperitoneal injection of 
methylcholanthrene. 

From data which I shall present later it will be apparent 
that comparisons of activities of treated tumour prepara- 
tions on the basis of percentages of tumours induced are 
of very doubtful validity. It cannot be too strongly 
emphasized that when suspensions of the C3H sarcoma are 
reduced by dilution or other means to a level of activity 
at which tumours fail to develop in 25% or more of the 
sites inoculated with a 0.1-ml. dose, the estimated order 
of survival is not more than one cell out of 100,000 or more 
cells viable in 0.1 ml. of the source tumour. The fallacy of 
comparing results on the basis of percentage of tumours 
obtained was not appreciated at first. In fact, until a year 
ago, attempts to obtain quantitative data on the survival 
of C3H sarcoma cells in various environments were based 
on the injection of a series of secondary dilutions with the 
object of identifying that giving 50% tumours. By way of 
excuse I might mention that titrations permitting observa- 
tion or estimation of the 50% end-point are an integral 
part of modern and statistically acceptable methods used 
in exact work with pathogenic bacteria, viruses, and 
substances having an immunological or pharmacological 
action. 

■ Fortunately, instead of recording the presence and size 
of tumours at weekly intervals, as is often practised with 


transplantable tumours, all mice were inspected daily and 
adequate records were available for analysis from experi- 
ments in which two to four dilutions or preparations were 
compared, not in different animals but at different sites in 
each member of a group. This is what emerged from an 
earlier experiment carried out with C3H sarcoma frozen in 
a dilution of 1 in 2.5 in (a) 5% dextrose and (b) 5% dextrose 
with M/150 phosphate buffer for four days. On thawing, 
dilutions were made in Ringer’s solution to which 0.1% 
cysteine hydrochloride neutralized with phosphate had been 
added. Starting with the highest dilutions, two dilutions of- 
each preparation were injected subcutaneously in 0.1-ml . 
volumes in four groups of 
mice. The injections were 
deposited in the centres of 
the four abdominal quad- 
rants ; thus four comparisons 
were made in each mouse. 

When on later analysis the 
log of the dilution injected 
was plotted against the mean 
interval in days which elapsed 
before the tumour first be- 
came visible the picture 
shown in Fig. 1 was obtained. 

This semi-logarithmic rela- 
tionship suggests that any 
mean lag period* which 
may have intervened between 
inoculation and resumption 
of cell growth and mitosis 
was constant for all dilutions in this experiment and that 
the interval elapsing before the tumours became visible 
was primarily dependent on the volume of viable cells 
inoculated and the constancy of the average period between 
successive mitoses. There is reasonable agreement with the 
formulae ; 



Fig. 1. — C3H sarcoma 
frozen with 1.5 parts, of 5“r 
dextrose (circles) and 5% de.x- 
trose and M/150 phosphate 
buffer (triangles). 
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where T is the observed PMG value* ; L, the lag period . 
m, the mean interval between successive mitoses ; and C the 
concentration of viable tumour cells inoculated. . 

Of course, these formulae must not be taken too seriously 
at present. Things are not as simple as they might suggest, 
but it is of interest that sometimes they fit experimental 
results with astonishing accuracy for dilutions ranging from 
1 in 50 to 1 in 1,000, and, further, that the value of “m,” 
the mean interval between successive mitoses estimated 
from pairs of dilutions, has shown a remarkable constancj 
with unfrozen preparations. The formulae have proved 
useful in the analysis of experimental data because any 
statistically significant departures indicate that the simple, 
almost naive, assumptions involved are invalid on these 
occasions or that other factors, neglected in the formulae, 
have operated to a significant extent. 

For example, tests checked with these formulae con- 
firmed earlier suspicions about the inadequacy of Ringer’s 
solution as a suspending fluid for tumour cells.- However, 
before proceeding to discuss this, let me mention two rathei 
striking and puzzling features about the development of 
tumours obtained with tumour-cell suspensions. 


‘The tenii “ lag period ” has been used in a different sense (Craigie. 
1949b). Since lag period must be redefined as above, the abbrevia- 
.tion PMG (period of microscopic growth) is suggested to denote the 
time interval between the end of the lag period and the appearance 
of visible growth. 
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Rate of Growth 

•In the mouse a subcutaneous injection of 0.1 ml. spreads 
to occupy a visible area more than 1 cm. in diameter. It 
might therefore be expected that several discrete tumours 
would appear when multiples of the minimal tumour- 
inducing dose are given. This is rarely so. In fact, the 
only striking development of multiple tumours that has 
been encountered occurred with suspensions frozen with 
glycerol and dextrose. • The second point is this : after a 
tumour has made its first appearance its growth rate is far 
from constant. The daily increments in diameter are quite 
erratic ; after remaining practically stationary for several 
days a definite increase may occur within 24 hours. Fol- 
lowing subcutaneous injection of a suspension of a rapidly 
growing sarcoma, tumours make their first appearance (a) as 
a somewhat irregular subcutaneous mass, or (6) as a nodule 
in the deeper layers of the dermis, or (c) as a muscle-plaque. 
When first recognized the tumours are nearly always 
I to 2 mm. in diameter, or larger. They may appear 
within six hours. Thus there is at first sight a somewhat 
puzzling inconsistency between the sudden appearance of 
tumours and their frequent apparent quiescence for several 
days after they appear. Further, any attempt to base 
quantitative estimates on recorded dates of first appearance 
might seem to be a very questionable proceeding. 

However, it must be borne in mind that if these tumours 
grew at a uniform rate around the time of the first appear- 
ance it would be very difficult to be certain on which day 
they first appeared. Actually there is no difficulty in ascer- 
taining the date of first appearance. (I should add that a 
very small percentage disappear in 24 or 48 hours, in which 
event the record is cancelled.) It is evident that a detailed 


The apparent discrepancy between these curves may be 
entirely referable to a less adequate dispersion of viable 
cells from the firmer healthy tissue, since the titration was 
carried out 10 months ago, using an earlier and less efficient 
model of pressure mincer. Another point to be noted is 
that the slope of the lines may be interpreted as a funcfion 
of the mean interval between successive mitoses. If this is 
correct it may be calculated that 0.1 ml. of a l-in-1,000,000 
dilution of C3H sarcoma would produce tumours around 



13579 liQlS 135790 I3S79 

PMG 

Fio. 2. — C3H sarcoma-cell suspension titrated in Ringer's solution. 


21 days after inoculation, provided that the cells remain 
viable in such high dilutions and the majority of single 
cells are capable of initiating tumours. However, this 
e.xpectation cannot be realized. 


histological investigation of inoculated sites will have to be 
undertaken. However, adequate trial has shown empirically 
that data based on the times of first appearance of tumours 
induced by the inoculation of cell suspensions into 16 sites 
or more are much more likely to serve as a useful basis for 
quantitative comparisons than observations which record 
only the percentages of tumours obtained. 

When it was found that dextrose was of value for pre- 
serving tumours in the frozen state, tests were undertaken 
to determine whether it was a desirable fluid for preparing 
dilutions of fresh or frozen and thawed suspensions for 
inoculation. It appeared to be somewhat inferior to salt 
solutions. Further observ'ations were made from time to 
time, and the results can be summarized briefly. If dilu- 
uons are injected immediately they are prepared, physio- 
logical saline, saline with phosphate buffer, with or without 
cysteine, and Ringer’s solution are definitely better than 
5% dextrose. If there is a delay before injection of frozen 
and thawed preparations activity is reduced in all these 
solutions and the higher the dilution the greater the rate 
of inactivation. The need for a more satisfactory diluting 
fluid was emphasized by the tantalizing glimpses of tumour 
cells conforming to the simple and rational quantitative 
law suggested in Fig. 1. A further retreat was indicated 
and, in conformity with the principle that first things should 
come first, attention was concentrated on the survival of 
fresh unfrozen sarcoma cells. 


When a _C3H sarcoma is minced and series of dilutions 
from 1 in 50 to 1 in 1.000 are prepared in Ringer’s solution 
and moculated immediately, results illustrated by those' 
shown in Fig. 2 are obtained. As in Fig. 1, a semi- 
loganthmic relationship beUveen dose and mean time of 
^pearance (PMG) of the tumours is strongly suggested 
The curves on the left and right of Fig. 2 were obtained 
with healthy and necrotic tissue from the same tumour. 


Beyond a dilution of 1 in 1,000 there is a marked depar- 
ture hom the reasonably consistent relationship of log dose 
and mean PMG value observed with stronger concentra- 
tions. As the dilution is increased the percentage of tumours 
obtained falls off rapidly and their appearance is delayed. 
There are two possible interpretations. The minimal 
number of local concentrations of viable cells required to 
initiate a tumour in 75% of instances may be very large. 
Alternatively, Ringer’s solution may exert a toxic effect 
when some unknown protective substance derived from the 
tumour tissue is diluted beyond an effective concentration. 


A umerent Approach 

Attempts to increase the activity and stability of dilutions 
beyond 1 in 1,000 by the addition of tumour or muscle 
e.xtracts or homologous blood and serum were unsuccessful. 
After reviewing the composition and history of the physio- 
logical salt solutions and fluids used to promote the survival 
of specialized cells it was decided to try a different 
approach. The differential balance of cations and anions 
across the limiting membrane of the living cell is such a 
fundamental fact that it is generally assumed that it must 
be maintained within reasonable limits if the cell is to 
survive. However, we must not confuse “ survival ” with 
maintenance of metabolic and functional activity. Suppose 
we could match the inorganic substances present inside the ' 
ceU, ion for ton, across the cell membrane, would the effects 
be worth obse^ing ? Unfortunately, no complete figures 
for the compo^tion of the intraceTular fluid of tumour cells 
B available. The average figures for muscle u'ssue given bv 
Munhvyler and Mautz (1947) have' had to be used as a 

A preliminary inv^tigation has been made of the survival' 
C3H sarcoma m fluids containing Na, K, Mg, and P in 
the same amounts.as given in Fig. 3 for the intracellular 
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phase of muscle. These fluids are isotonic and adjusted 
to pH 7.3. It is hardly necessary to point out that precipi- 
tation of magnesium phosphate must be avoided in pre- 
paring them. There are obviously many organic substances 
which might be used to adjust the base balance, but trial 
has been limited to fluids containing lactate or suqcinate 
ions. In some tests the amount of organic anion has been 
reduced by the inclusion of carbonate, but this creates 




38 
3 ? 

I 3 

iiE3 

33 


No 

jvig 

Cl 

P 




ist t ■iigMseif 


•20 

EEZSOBSSBB 

33 
3B 5 
NONE 

Bt L c IM WW 1 




mEq per Kg 

EXTRACELLULAR WATER 


mEq per Kg 

INTRACELLULAR WATER 


Fig. 3. — Ion distribution in skeletal muscle (dog). 


difficulties in maintaining a constant pH. The succinate 
system has yielded more striking results than the lactate 
system. 

Before quoting some experimental results I would like 
to mention two .interesting points about the stability of 
these fluids. If the succinate system is heated to 48° C. it 
becomes turbid, and at higher temperatures a precipitate 
forms. If it is frozen and then thawed quickly it remains 
clear, but if it is thawed slowly a precipitate is obtained. 
However, precipitation on slow thawing is prevented if 
2.5% or more of dextrose is added before freezing. The 
limited range of stability of this fluid is referable to the low 
solubility of magnesium phosphate and the solubility pro- 
ducts of the various possible combinations of cations and 
anions in the mixture. The properties of this fluid, which 
is intended to resemble intracellular fluid in respect of 
balance of inorganic ions, invite speculation on the primary 
mechanisms of cell death on freezing and thawing and on 
exposure to the minimal lethal temperature. 


Artificial Intracellular Fluid 

Fig. 4 shows the results of a comparison of the survivals 
of C3H sarcoma cells in Ringer’s solution and artificial 
intracellular fluid (A.l.C.F.) with succinate, A l-in-5 sus- 
pension of sarcoma cells was prepared in 5% dextrose. 
This was diluted 1 in 10 and 1 in 50 (i.e., to 1 in 50 and I in 
250) in (a) Ringer’s solution and (b) A.l.C.F. The diluted 
suspensions were distributed to ampoules, which were 
sealed and kept in ice-water. Tests were carried out at 
two hours and after three, six, and eight days at 0° C. On 
each occasion each of the suspensions, in 0.1 -ml. volumes, 
was injected subcutaneously in 16 mice. Four ventral sites 
were used in each mouse, one for each preparation, and 
the positions of the preparations were rotated to cancel 
out site variations. The date of first appearance of each 
tumour obtained is shown in Fig. 4. 

The greater, degree of survival in the succinate A.l.C.F. 
is obvious. It is also evident that the survival in the I-in-250 
dilutions is much shorter than that obtained with the 1 -in-50 
dilutions. It should be noted that both the- Ringer and 
A.l.C F suspensions contained 0.5% dextrose carried over 
from the primary suspension. 
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The superiority of succinate A.l.C.F. as a preserving fluid 
for sarcoma cells at 0° C. over Ringer’s and Tyrode’s solu- 
tions has been confirmed in a number of experiments. 
Significant survival up to 15 days has been observed. 


Table II. — C3H Sarcoma Cell Suspension Held in Succinate A.l.C.F. 
at 0° C. in a Dilution of 1 in 63 


Time Held 
at 0° C. 
Before 
Inoculatioa 

1 

No. of i 
Sites 
lojecied 

Total No. 
of Tumours ! 

Date of First Appearance of 

1 Tumours f Days After inoculation) 

1 2 j 

3 

4 

5 

6 

7 

8 

9 

10 

ii 

3 days 

12 

12 i 

1 0 1 

0 

9 

1 

I 

0 

0 

0 

0 

1 

9 .. i 

16 

16 


0 i 

4 

8 

3 

1 

0 

0 

0 

0 

15 j 

16 

16 

0 ! 

1 

0 1 

i 

0 

i 

3 

9 

3 

t 

0 

0 

0 


The results shown in Table II are taken from an experi- 
ment carried out to obtain data on the influence of Na and 
Mg ions. Only the results obtained with Na, K, and Mg 
in the proportions shown in Fig. 3 are shown. A consider- 
able degree of survival (20 to 25%) occurred up to 15 days 
at 0° C. In this experiment no evidence that Na is essen- 
tial to survival was obtained, but in the absence of Mg 
deterioration was rapid. 

As a working hypothesis it might be assumed for the 
present that survival in A.l.C.F. is referable to abolition of 
the normal ion differential across the cell membrane and 
consequent depression of certain phases of cell metabolism. 
It might therefore be suggested that comparative studies 
of the survival of tumour cells in fluids of this type, in 
which the concentration of the inorganic ions and the 
nature of the supplementary organic base, are varied, 
might provide an indirect approach to some cytochemical 
problems. Before leaving the subject of A.l.C.F. I might 
remark that if one wished to transmit an extremely labile 
virus from one ceU to another it would be reasonable to 
guard it from the shocks of change in ionic environment. 
Some difficult mammalian viruses might be easier to handle 
in fluid which approximates in inorganic ion balance to the 
fluid in which they multiply within the cell. 

Nuclear and Cytoplasmic Changes 

There is one further topic to which reference must be 
made — namely, the nuclear and cytoplasmic changes 


Dec 31. 1949 


TRANSPLANTABLE TUMOURS 


Burmi 

Mfi>}CAL Journal 


1491 



induced ia tumour cells by the treatments I have men- 
tioned. It has become essential to have an adequate record 
of the appearance of the cells in all suspensions tested by 
mouse inoculation. 

The routine %\hich has 
been recently adopted 
is as follows. A por- 
tion of the suspension 
remaining in the 
syringe after injections 
are given is trans- 
ferred to a cjtometer 
slide. A number of 
gelds are systemati- 
cally recorded at a low 
magnification on fine- 
grain 35-ram. film of 
fi.\ed contrast (Micro- 
Neg, Ilford) using 
phase contrast illumi- 
nation. The phase- 
contrast photomicro- 
graphs of C3H sar- 
coma cells here shown 
will, I hope, make it 
-obvious that detailed 
cylological studies are 
required in order to 
establis.h criteria of 
cell death under vari- 
ous conditions. As 
will be seen, nuclear 
and cytoplasmic detail 
is profoundly influ- 
enced by the fluid in 
which the cells are 
suspended. The photo- 
micrographs were 
obtained from freshly 
prepared suspensions 
made from the same 
lot of C3H sarcoma 
mince. The photo- 
graphic processing 
was strictly standard- 
ized, so that differ- 
ences in contrast are 
comparable. 

Zollinger (1948> 
stales that the brilliant 
type of nucleus, with 
bright nucleoli and 
double - contoured 
nuclear membrane, is 
a reliable sign of cell 
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death, but there are grounds for doubt. When C3H sarcoma 
cells are suspended in AJ.C.F.aweil-advancedintermediate 
stage is immediately evident {Figs. 5 and 6). Potocytosis 
(blistering proceeding to liberation of spherules of cyto- 
plasmic fluid) seems to be a normal reaction of these cells to 
saline. Ringer’s and Tyrode’s solutions (Figs. 7 and 8, cells 
in Tyrode’s solution), but it is very rarely seen in isotom'c 
A-l.C.F. The effect of dextrose — a rapid disappearance of 
nucleoli and associated chromatin— has been described 
briefly (Craigie, 1949b). The nuclei, within a few seconds 
of contact of the cell with isotonic dextrok, become 
swollen and are hyaline and vitreous in 
(Figs. 9 and 10). 


Conclusion 

In concluding this lecture 1 would like to emphasize that no 
certain evidence of the existence of a virus or transmissible 

agent, other than the 
Bittner agent, associ- 
ated with transplant- 
able mouse tumours is 
likely (o emerge in the 
absence of adequate 
quantitativeknowledge 
concerning the bio- 
mechanics of tumour- 
cel 1 transplantation 
and the ability of the 
cells to survive under 
various conditions. 
The initial rather 
vague belief with 
which this work started 
has crystallized into 
the conviction I have 
expressed. There is a 
great deal that we do 
not know about the 
response of tumour 
ceils to various arti- 
ficial environments and 
the conditions neces- 
sary for their survival. 
There are some odd 
things about the way 
in which tumours ap- 
pear after inoculation 
of tumour-celi suspen- 
sions that suggest the 
desirability of detailed 
histological examina- 
tion of the inoculated 
sites. I, for one, when 
examining unfixed and 
unstained tumour cells 
under the phase micro- 
scope am often uncer- 
tain whether they are 
alive or dead. These 
problems may be 
approached in various 
ways, but they should, 
I think, be studied to- 
gether and every en- 
deavour made to place 
the observations on a 
quantitative basis so 
far as the materials 
permit. 
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Figs. 9 and 10.— Showing cells in isotonic dextrose. The nuclei have become 
swollen and are hyaline and vitreous in appearance. 
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There is little disagreement about the value of heparin in 
the prophylaxis and treatment of thrombosis, and consider- 
able quantities of this expensive drug are now used. The 
control of the dosage, however, often seems to be unsatis- 
factory, and We feel that more would be gained by giving 
larger and fully effective doses to a smaller number of 
carefully selected cases. The aim should be to maintain 
the clotting time at about 30 minutes instead of the normal 
6-10 minutes, and this seems seldom to be achieved by the 
usual practice of intravenous injections of 50-75 mg. four- 
hourly. It is probably more efficacious to give a continu- 
ous intravenous drip of heparin in saline (say 100 mg. per 
pint, or 175 mg. per litre) at a rate of 15 to 25 drops a 
minute, the rate being adjusted at intervals so as to main- 
tain the desired prolongation of coagulation. But until we 
have available effective preparations of heparin with, an 
action lasting many hours when given intramuscularly it 
is unlikely that this drug will be employed for more than 
a few days at a time, and in tffe'great majority of cases 
of thrombosis effective treatmenf for much longer than 
this is desired. 

Dicouinarol 

This brings us to consider dicoumarol, which is given 
orally and is thought to prevent the development or 
extension of thrombosis by lowering the prothrombin and 
thereby the coagulability of blood and we propose to 
confine the rest of the paper to a consideration of this 
drug, which is now widely used in the treatment of many 
forms of venous and arterial thrombosis. 

Dicoumarol has not proved to be one of those drugs 
which fade into disuse after a short period of popularity. 
Rather the reverse is true, and as time has passed and more 
and more reports have appeared its place in the treatment 
of thrombosis has become more firmly established. It is 
true, of course, that many of these reports have dealt with 
such small numbers of cases that their value has been 
■ negligible, but several large and well-controlled series have 
been published, and these are impressive enough to justify 
its use. A committee of the American Heart Association 
has recently reported the results in 800 cases of coronary 
thrombosis (Wright et ai, 1948). Of these, 368 patients 
admitted on even days received conventional treatment 
without anticoagulants ; and 432 admitted on odd days 
were given the same conventional treatment with the 
addition of anticoagulants, mainly dicoumarol. While the 
mortality rate in the control group was 24%, in the treated 
group it was 14.9%, and this reduction was accounted for 
mainly fay the much smaller number of deaths after one 
or more thrombo-embolic complications in the treated 
- group. 

More than 25% of the control group developed one or 
more thrombo-embolic complications, as compared with 
about 12% in the treated group. Moreover, in only about 
6% did these complications occur at a time when the 
anticoagulant therapy could reasonably be e.xpected to be 
effective. 

'Read in the Section of Medicine at the Annual Meeting of the 
British NJedical Association, Harrogate, 1949. 
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The incidence of the various thrombo-embolic complica- 
tions was noted, and it was found that for extensions of 
the original infarct, for new infarctions, for -pulmonary, 
cerebral, and peripheral emboli, and for venous thromboses 
the incidence was notably less, in the treated group. ’ 

These results provide striking confirmation of the. effec- 
tiveness of dicoumarol as an anticoagulant and are likely 
to increase its use in coronary thrombosis considerably 
The results of its use in venous thrombosis are also striking, 
although frequently the findings have not been so well 
controlled , - 

Unfortunately two considerations have to be borne in 
mind before a decision to use it as a routine can be adopted 
First, no uniform scheme of dosage can be prescribed, 
because of the marked individual variation in response 
Secondly, dosage must be carefully controlled, because noi 
infrequently a haemorrhagic tendency, which may be 
severe, complicates treatment. This is often due to too 
great lowering of the prothrombin level of the blood 
Accordingly, dosage in each case must be controlled by 
regular estimations of plasma prothrombin— ideally ever.\ 
day, certainly not less often than every second day. In 
our opinion this consideration should limit the use of 
dicoumarol to patients in hospitals with adequate facilities 
for these tests. Even in these circumstances haemorrhage 
— e.g., severe baematuria — will occasionally occur. With- 
out such careful control one of two things is likely to 
happen: either small ineffective doses will be used oi 
effective doses will lead to some disastrous haemorrhages 

On the question of what test should be used to control, 
the dosage there has been much difference of opinion and 
confusion of thought. It is now possible to clear away 
some of the misconceptions which have arisen in the past 
few years and therefore to understand better the signifi- 
cance of the different techniques of so-called “ prothrombin 
estimation." Certainly the lack of knowledge concern- 
ing these techniques and the resulting confusion have' 
prevented dicoumarol being used on a much wider 
scale. 

The simplest theory of blood coagulation is that, of 
Morawitz, who describes the process as occurring in two 
steps ; (1 ) thrombokinase -f prothrombin + calcium-^throm- - 
bin ; (2) thrombin -f fibrinogen -> fibrin. It used to be 
thought that thrombokinase was derived mainly from dis- 
integrating platelets in shed blood and from tissue cells 
damaged in- a wound ; now its main source is believed b> 
some to be a precursor in the plasma (Lozner et al., 1942) 
According to this theory it converts prothrombin to throm- 
bin in the presence of free calcium ions. When enough 
thrombin has accumulated the soluble protein fibrinogen is 
converted to strands of fibrin which contain the red cells , 
and serum in their meshes. 

Prothrombin Estimation 

{a) Quicks Method. — This is based on the above theory, 
and is widely used in America and this country in the 
control of treatment with dicoumarol. In this method the 
source of thrombokinase is a suspension of acetone-dried 
rabbit brain. A similar substance can be obtained from 
most tissues~e.g., several workers have used an extract 
of lung, and now human brain is widely employed. 

The essential steps in the test are: (1) 4.5 ml. of blood is 
mixed with 0.5 ml. of oxalate solution. The calcium is 
thereby removed and development of Stage I is prevented. 
(2) To O.J rnl. of plasma the same volume of brain-powder 
suspension is added the tube being held in a water bath 
at 37 C. (3) Then 0.1 ml. of calcium solution is added 
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quickly and the time between this addition and the forma- 
tion of fibrin is noted, a stopwatch being used. 

This is the so-called “ prothrombin time.” The theoreti- 
cal justification for regarding this time as an indication of 
the prothrombin content of the plasma is that when optimal 
amounts of thrombokinase and calcium are added the only 
variable in Stage 1 is the amount of prothrombin. There- 
fore the smaller the amount of prothrombin the longer the 
time before enough thrombin is formed to bring about 
Stage 2. 

Various workers have found different times svilh Quick's 
method in normal plasmas, usually ranging between 15 and 
30 seconds. This is because different batches of brain 
extract vary in potency, and the normal time for each batch 
must be carefully determined before the test is used in 
patients. Moreover, the preparation of the powder is 
tedious. 

(i) Russell Viper Venom.— The foregoing considera- 
tions led one of us (H.W.F.) to suggest the use of Russel! 
viper venom as the source of thrombokinase in this" 
test (Fullerton, 1940). SL\ years earlier Nfacfarlane and 
Barnett (1934) had investigated the possibilities of this 
substance in their search for a local haemostatic effective 
in haemophilia. They found that the venom was capable 
of accelerating the clotting of haemophilic blood in dilu- 
tions of 1 in or more. It did not clot oxalated or 
citrated blood unless calcium was added, and it did not 
clot solutions of fibrinogen. Accordingly, its action was 
that of a powerful thrombokinase. 

As a result of this work Russell viper venom was pro- 
duced commercially. The best-known preparation is 
■‘stypven” (B.W. and Co.); O.l mg. of dried venom and 
I ml. of distilled water are supplied in separate ampoules 
and the solution is made shortly before use. Different 
batches differ little in potency, and with normal plasmas 
■‘prothrombin times” of 18-25 seconds are usually 
obtained ; consequently the careful standardization of each 
batch is unnecessary. Apart from this difference in the 
source of thrombokinase the technique is the same as 
Quick’s. 

(c) Venom plus Lecithin . — The venom method was 
quickly followed by a third. Wilts and Hobson (1940) 
described a series of observations in which they used a 
mixture of venom solution and ovo-lecithin as the throrabo- 
kinase. Normal plasmas gave very short “prothrombin 
times ” of 6-10 seconds, so it is evident that some sub- 
' stance in the ovo-lecithin potentiates the action of the 
venom. Witts and Hobson, and recently Biggs and 
Macfarlane (1949), added an alcoholic solution of lecithin 
to the venom. With this method we have had variable 
results. We believe that it is much more satisfactory to 
use water instead of alcohol as the solvent. When ovo- 
lecithin is dissolved in water containing 0.5% phenol the 
solution retains its full activity for several months. This 
solution is added to a freshly opened ampoule of venom in 
the usual proportion (1 ml. to 0.1 mg. venom). With this 
modification the method is therefore a very simple one 
to use. With it we have not observed the marked day-to- 
day variations recorded by Biggs and Macfarlane during 
treatment with dicoumarol, nor have we found it insensi- 
tive as an indication of the effects of this drug ; in fact, 
definite prolongation of the time has usually been observed 
on the second or third day of treatment—i.e., at the same 
time as changes occur when brain powder is used. 

The questions then arise; How do these three methods 
compare ? Do they measure the same factor when thev 
are used to control the dosage of dicoumarin, or is one 


to be preferred to the others when it is used in this way ? 
These questions can be answered satisfactorily if we base 
our deductions on a theory of coagulation slightly different 
from that of Morawitz. 


Role of the Lipoid Factor 

There seems no doubt that a lipoid substance is essential 
for the coagulation of blood. For e.xample, Macfarlane 
ct al. (1941) have shown that oxalated plasma from which 
the fat has been removed by high-speed centrifuging or by 
extraction with carbon tetrachloride will not clot after the 
addition of a fat-free thrombokinase such as viper venom 
and calcium- unless some lipoid material like ovo-lecithin 
or cream is added as well. We believe that it is not only 
essential in the first stage of coagulation but that it is a 
separate and distinct substance — in a way similar to calcium 
but with the difference that while it is simple to free a 
plasma of the calcium ions without disturbing the other 
factors concerned in coagulation it is very difficult to free 
it entirely of the lipoid substance. Moreover, alterations 
probably occur in the concentration of this lipoid factor in 
the plasma of a degree sufficient to alter the coagulability 
of blood. 

If we accept this theory then the following is clear; 

(1) That with the venom-f lecithin method optimal amounts 
of thrombokinase and the lipoid activator are added in the 
test. Therefore this mclhod measures the pnt’x'ombin level 
but wll not reveal alterations in coagulability due to variations 
in the plasma level of the lipoid factor. 

(2) Brain extract contains optimal amounts of lipoid factoi 
and variable and suboptimal amounts of thrombokinase. The 
results of a representative experiment illustrate this point 
(Table 1). All the estimations were made in one sample of 


Table 1. — Prothrombin Time with the Various Methods 


Tb;oi33boklim« 

Veaom 

Brain powder 

Venom t Lcciibin 

Brain powder -V Ledihia 

Brain powder t Venom 

Brain powder + Venom + Ledihin 


’* Proihrombia Time “ 
22*5 4CCJ. 

„ 

9*3 „ 

254 „ 

10*8 „ 

10-2 ^ 


plasma. With venom alone an average time of 22.5 seconds 
was obtained. With the particular batch of brain we were 
ihen using the time was 24.1 seconds; with venom-r lecithin 
it was 9.3; seconds. Adding ovo-Iecilbin to the suspension of 
the brain powder produced no shortening of the rime: thi> 
indicates that the brain extract already contained an optimal 
amount of the lipoid factor. But the addition of venom (0.1 me. 
per ml.) to the brain suspension reduced the time to 10.8 seconds, 
which is not significantly longer than the result with venom-h 
lecithin (9.3 seconds). This indicates that the concentration of 
thrombokinase in the brain suspension is suboptimal. 

We believe, therefore, that Quick’s test, tike the venom + 
lecithm method, measures prothrombin but not changes 
in coagulability due to variations in the lipoid factor 
bince optimal concentrations of thrombokinase and the 
hpoid lactor can be assured with the venom a- lecithin 
method it would seem preferable to the brain extract 


To Sfd "nroth by this method I 

is rleuer “me -the “ accelerated clotting tim 

IS a better term— is an accurate measure of prothrombin oi 

P'asma is within t 

ffiirtl wfit' ^ prothrombin is coTst^ 

to iti i 


The justification for these 
importance is based on the 


statements and their practical 
following experimental work. 
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Effect ol Alimentary Lipaemia 
The effect of lipaemia on the coagulability of blood fol- 
lowing a high-fat meal was determined by the “ accelerated 
clotting time,” venom being used as the thrombokinase. 

When the ordinary ward meals are taken there is 
no significant variation in the accelerated clotting time 
throughout the day ; this conclusion is based on a study 
of eight patients. But in a group of six patients given a 
breakfast containing 85 g. fat (bacon and eggs and bread- 
and-butter) the results were striking (Table II). 

Tadie II 


Fat Intake 85 g. 


Case 

Fasting 

During 

Lipaetr.ia 

DiHerence 

Time of Shortest 
Reading After Meats 

1 

24’S sec. 

10-9 sec. 

13-6 sec. 

5 hours 

2 

22-3 ., 

13-4 

8-6 

43 „ 

3 

23 0 „ 

12-8 ,. 

10-2 „ 

3 .. 

4 

24-3 .. 

J7-3 

6’8 ,. 

2i 

3 

22-3 „ 

14-8 „ 

8 0 T. 

33 .. 

6 

24-7 ,. 

I3-I „ 

It'S .. 

33 

Average 

23-3 .. 

13-7 „ 

9-8 .. 



In the second column is shown the accelerated clotting 
time in seconds with the patients fasting (average 23.5) ; in 
the third the shortest accelerated clotting time during the 
lipaemia (average 13.7 seconds) ; next the difference between 
the fasting and the shortest times (average 9.8 seconds) ; 
and lastly the time of the shortest reading in hours after 
the meal. In each patient a much shorter time was found 
at the height of the lipaemia. 

Chart I shows the details in one case. The curve marked 
V represents the accelerated clotting times with venom as 



CiuRT I- — Accelerated clotting times in a patient after a meal 
containing 83 g. of fat. 


the thrombokinase falling from about 25 seconds fasting 
to 10.9 seconds at the height of the lipaemia. The line 
V + L was obtained by using venom and lecithin as the 
thrombokinase ; it runs in a more or less horizontal line. 
The line R.B.- was obtained by using rabbit brain extract ; 
it too runs horizontally. 

Therefore we can conclude that accelerated clotting times 
determined by the use of venom show marked shortening 
during lipaemia, a result which is obscured by the use of 
venom + lecithin and of brain extract, because both these 
reagents contain an optimal amount of the lipoid factor 
essential for clotting. 
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Chart II. — Acceleraied clotting times, 
in a patient undergoing dicoumarol treat- 
ment and after a meal containing 85 g. of 
fat. 


Effect of Alimentary Lipaemia during Treatment with 
Dicoumarol 

The next step was to investigate the effect of alimentary 
lipaemia in patients in whom dicoumarol treatnient had 
produced a low prothrombin level. This was done in eight 
patients. The results varied according to the time after the 
start of dicoumarol treatment when the test was done and 
also according to the degree to which the prothrombin 
level had been depressed by the treatment. But it was very 
clear that the shortening of the accelerated clotting time 
produced by alimentary lipaemia was much less marked 
during dicoumarol treatment, and in some cases it was 
absent altogether. 

One example will suffice (Chart II). The patient had 
received dicoumarol treatment for coronary thrombosis. 
The accelerated 
clotting time with 
venom with the 
patient fasting was 
33.7 seconds. He 
then took the meal 
containing 85 g. fat, 
and at intervals of 
one hour, two hours, 
two and a half 
hours, three hours, 
and three and three- 
quarter hours there- 
after the times were 
32.9, 33.6, 32.6, 31.1, 
and 33.2 seconds : 
that is, there was no 
significant shortening after the meal. The venom -flecitliin 
curve runs horizontally and the rabbit brain extract curve 
horizontally with some irregularity. 

We believe that the explanation for this striking dif- 
ference is that when one component in the first stage of 
coagulation — viz., prothrombin — is depressed by dicou- 
marol a compensatory increase in another component — the 
lipoid factor — occurs and so lessens the reduction in 
coagulability produced by the drug. Alimentary lipaemia 
■produces little or no shortening of the accelerated clotting 
time when the effects of dicoumarol are marked, because 
even in the fasting state the plasma level of the lipoid 
factor may be nearly optimal. 

Further evidence in support of this-theory is provided 
by comparing the results obtained by the use of the venom 
and the venom -t- lecithin tests throughout the period of 
dicoumarol treat- 
ment. Chart III 
illustrates the typical 
findings Before 
treatment the ac- 
celerated clotting 
time with venom 
22 seconds ; 

venom -t- leci- 
10.5 seconds. 

1,700 mg. 
dicoumarol was 
given over a period 
of seven days. In- 
creases in the clot- 
ting times occurred 


was 

"with 

thin 

Then 





Chart III.— ^Typical findings when 
1,700 mg. of dicoumarol was given for 
seven' days. 


with both methods, but the difference between the two 
became less, and it increased again as the effect of the 
dicoumarol passed off. We believe that this result is due 
to an increase in the lipoid activator in the plasma, which 






Dec 31, 1949 


anticoagulant therapy 


QlLITUIt 

MtDtCAL JOUllNAl. 


1495 


after some time reaches nearly an optimal concentration. 
The effect of this is that the addition of lipoid factor to 
the venom— as in the venom -r lecithin test — produces little 
or no potentiating action. 

On the basis of these results it may be concluded that 
when dicoumarol is controlled by tests using venom t- 
iecithin or brain extract a reasonably accurate assessment 
is obtained of the reduction in prothrombin produced by 
the treatment. But this reduction in prothrombin does not 
accurately represent the effect of dicoumarol on the 
coagulability of the blood, since an increase in lipoid factor 
follows the reduction in prothrombin. The lest using 
venom alone reflects this alteration in coagulability, hut 
does not accurately determine the reduction in prothrombin. 

Effect of Haemolysis 

One additional point of considerable practical importance 
is that slight haemolysis produces considerable shortening 
of the accelerated clotting time when the venom test is used, 
but not with the venom - lecithin and brain extract tests. 


Chart IV illustrates this point. Haemolysed solutions 
were prepared by adding one volume of packed red cells 



CruRi IV. — the effect of haemolysis in shortening the acceiciaicd 
clotting lime with the venom test. 


to different volumes of distilled water — one volume of cells 
in 400 of water, one in 320 of water, one in 240, and so on 
up to one in 40. One volume of the resuUing'soIutions was 
then added to nine volumes of plasma, and as a control 
one volume of water was added to nine volumes of plasma. 
The accelerated clotting times using venom were then esti- 
mated in each, four determinations being made and the 
average taken. It is clearly seen that as the strength of the 
haemolysed solution increases the clotting time falls from 
the control level of 22.6 seconds to 16.1 seconds. We par- 
ticularly wish to stress that in the range of haemolysed 
solutions used in this experiment the presence of haemolysis 
could be recognized macroscopicaily only at the right-hand 
end of the scale; in the last plasma slight but definite 
haemolysis was discernible ; in the next a mere trace ; in 
the next it was doubtful ; and in the others haemolysis 
could not be detected. 

It is clear, therefore, that when the venom test is used 
the greatest possible precautions must be taken to avoid 
haemolysis ; the syringe must be dry and must be manipu- 
lated gently, and inversion of the tube to ensure mixing of 
blood and oxalate solution must be done v'ery carefully 

Failure to appreciate the effect of haemolysis has been 
responsible for some of the confusing results- reported. For 
example, recently there appeared an article by James (1949) 
who set out to compare the venom and the brain test iii 


patients treated with dicoumarol. He used oxalate crystals 
instead of solution, and to ensure that they dissolved rapidly 
in the blood he shook each sample well. Obviously he was 
producing variable degrees of haemolysis, and accordingly 
his results with the venom test must be discounted. 

The active agent in the red ceils which produces this 
effect is probably the lipoid factor in the cell envelope ; 
hence the effect is not seen with the venom-}- lecithin and 
brain extract tests. 

Conclusion 

Lastly the question arises, Which is the best test to use 
tn the control of dicoumarol treatment ? The answer is, 
1 think, that it does not matter greatly svhich is used ; the 
important points are to understand clearly the significance 
of the findings and to carry out the test with scrupulous 
attention to detail. 

We use both the venom and the venom lecithin method 
tn each case. This entails very little extra work and the 
findings give important information. We aim to main- 
tain the accelerated clotting times at about 25 seconds with 
the venom -}- lecithin test and at 35-40 seconds with the 
venom test — i.e., less prolongation proportionally with the 
latter. Prolongations of the time with the venom test 
require a larger dosage of dicoumarol and indicate a lower 
concentration of prothrombin than comparable prolonga- 
tions with the venom -f lecithin and brain tests. A failure 
to appreciate this point has caused much confusion and has 
been responsible for the view that the venom test is not 
suitable for the control of dicoumarol treatment. We do 
not e.xpress the results as a percentage of normal: this 
involves making unwarranted assumptions and confuses the 
picture. Until standard preparations of brain powder are 
obtainable we can see no theoretical advantage in using 
them. It would seem that their use is unlikely to give any 
more valuable information, but a careful comparison of 
the three tests has not yet been reported. 

We give 300 mg of dicoumarol on the first day and 
200 mg. on each of the two succeeding days. Further treat- 
ment is not given until the effect of these initial doses is 
seen, and then the dosage depends not only on the degree 
of prolongation of the accelerated clotting time but also 
on the speed with which this develops. No definite rules 
can be given ; each case must be considered individually, 
and some experience is necessary before the desired pro- 
longation can be attained and maintained. On several 
occasions haematuria has developed: we have used no 
special treatment for it apart from stopping dicoumarol, 
and no harm has resulted. 


Summary 

The value of heparin and dicoumarol is briefly appraised, 
and the difficulties of calculating accurate dosace are mentioned! 
Three methods of determining blood coagulabifity are described 
The role of the lipoid factor in blood clotting is discussed from 
this standpoint. An account is given of experimental work 
showing the effect on the coagulability of the blood of Upaeraia 
and haemolysis, and important points of technique in tests of 
blood coagulability are emphasized. 
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THE EXCRETION . OF CHORIONIC 
GONADOTROPHIN BY PREGNANT 
DIABETICS 


BY 

J. A. LORAINE, M.B., Ph.D., M.R.C.P.Ed. 

From the Medical Research Council's Clinical Endocrinology 
Research Unit, Edinburgh University 


The quantitative estimation of chorionic gonadotrophin 
IC.G.) in the blood and urine of pregnant women has 
assumed new importance from the diagnostic point of view 
since the work of White (1937, 1943, 1946, 1947), White 
et ai, (1939), and White and Hunt (1943) on pregnancy 
complicated by diabetes and of Smith and Smith (1935, 
1936, 1941, 1948), Watts and Adair (1943), and Smith, 
Smith, and Hurwitz (1944) on the toxaemias of pregnancy. 

Although the introduction of insulin greatly reduced the 
maternal mortality rate in pregnant diabetics (Kramer, 
1935 : Lawrence and Oakley, 1942), the foetal mortality in 
such cases has not shown a corresponding decline (Herrick 
and Tillman, 1938 ; Gilbert and Dunlop, 1949 ; Barns 
and Morgans, 1949). It is evident that foetal wastage 
remains the great obstetrical problem in diabetes, and in 
some series of cases the foetal loss rate has been over 50%. 

Set in this background, therefore, the great reduction in 
foetal mortality rate obtained by White (1946, 1947), using 
hormonal therapy in the form of oestrogens and 
progesterone in a proportion of these cases, is very striking 
indeed. Estimations were made by White of the serum 
chorionic gonadotrophin, using corpora lutea in immature 
female rats as the end-point of the biological assay : 
urinary pregnanediol was estimated by the Venning (1937) 
method and subsequently by that of Astwood and Jones 
(1941). A few assays of oestrogens in the serum were 
performed by biological methods. 

From a study of 300 consecutive cases of pregnancy 
complicated by diabetes White (1947) found that such 
patients could be divided into two groups, each carrying 
an entirely different prognosis. 

The first group consisted of 66 patients in whom the 
C.G. readings throughout pregnancy were classified as 
normal. In this group the foetal survival rate was 97%, 
the incidence of premature deliveries was 0, and that of 
pre-eclampsia 2%. The second group (over 75% of the 
300 consecutive cases) was said to suffer from “ hormonal 
imbalance" during pregnancy. The C.G. levels were 
abnortnally high, and this finding was often associated with 
a low urinary pregnanediol and a low serum oestrogen. 
Of the patients in this group, 58 received no hormonal 
therapy and the foetal survival rate was only 47% ; pre- 
mature delivery occurred in 40% and pre-eclampsia in 
50?4. In addition many of these patients delivered babies 
which were grossly over weight. 

Since tliis change in C.G. level preceded, often by some 
weeks anv obstetrical accident it was concluded that a rise 
in the serum C.G. could be regarded as the harbinger 
of an impending disaster. A group of 174 cases showing 
“hormonal imbalance” were treated with oestrogen and 
in most cases with progesterone as well. In these patients 
the foetal survival rate rose to 90% ; premature deliver 
occurred in only 5%, pre-eclampsia m 5%. and the 
lajority of patients receiving this treatment delivered 
lies of normal size. 

I method of assay of C.G. depending on the increase 
Ustatic weight in immature rats and based on the use 
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of the International Standard preparation of C.G. is 
described elsewhere (Loraine, 1949). This method was 
applied to the estimation of C.G. in the urine of normally 
pregnant women. In these normal cases very high readings, 
such as 25,000-30,000 i.u, of C.G. per 24 hours, were 
obtained from the 40th to the 80th day of pregnancy as 
calculated from the date of the last menstrual period. This 
was followed by a gradual decline, and from the 100th 
day until the end of pregnancy the excretion of C.G, was 
between 4,000 and 10,000 i.u. per 24 hours. 

In Fig. 1 is shown the complete range of all the estima- 
tions made on the urines of normal pregnant women. The 
figures are quantitatively similar to those of Jones, Delfs. 
and Stran 
(1944), who 
also used 
the Interna- 
tional Stan- 
dard but esti- 
mated C.G. 
in the serum. 

Curves of the 
same general 
shape have 
been ob- 
tained by 
other wor- 
kers, who ex- 
pressed their 
results in 

arbitrary “ rat units ” (Cole and Saunders, 1935 ; Browne 
and Venning, 1936 ; Smith and Smith, 1936 ; Boycott, and 
Rowlands, 1938 ; Browne, Henry, and Venning, 1939 ; 
Siegler, 1939 ; RakofI, 1939 ; Taylor and Scadron, 1939 ; 
Venning, 1948). Although the series of cases was a rela- 
tively small one, the variations in the amount of C.G 
excreted per 24 hours during the second and third trimester.s 
of pregnancy were smaller than has been generally sup- 
posed, and much of the apparent variation shown by pre- 
vious workers has probably been due to the use of relatively 
inaccurate assay methods. 
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TIMC m DAYS FROM FIRST DAY OF LAST PERIOD 

Fig. 1.— -Total range of 136 estimates of the 
e.xcretion of chorionic gonadotrophin in 
pregnancy. 


normal 


The number of pregnant diabetics studied is as yet too 
small to assess adequately the effect of stilboestrol in 
reducing the foetal mortality rate. The present communi- 
cation is concerned with the excretion of C.G. by diabetic 
women and the effect of oestrogens on this excretion jn 
normal women and in diabetic women. 

Methods . — The method used depends upon the increase 
in the prostatic weight in immature rats after subcutaneous 
administration of the urine to the animals. The results 
of the assay are always expressed in i.u. of C.G. per 24-hour 
specimen of urine. The technique is described in detail 
in the previous paper. 


Results 

The effect of orally administered stilboestrol on the C.G 
e.xcretion in two normally pregnant women was investi- 
gated. Fourteen pregnant diabetics were considered in all. 
and 11 of these had C.G. estimations made at approxi- 
mately weekly intervals after diagnosis. Only a few read- 
ings were made on the other three patients. Stilboestrol 
was administered to these diabetics, who after 100 days of 
gestation consistently showed an excretion of C.G. above 
the normal level of 10,000 i.u. per 24 hours. Six of the 
14 cases were shown to have abnormally high C.G. readings 
at some stage of their pregnancy, and the findings in these 
cases are discussed below. In the other eight patients the 
excretion of C.G. appeared to be normal. 
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VIT/i:MIN A AND TOTAL CAROTENOIDS IN PLASMA 


a meal, but no attempt was made to obtain fasting speci- 
mens, since Kimble (1939) found that ordinary meals do 
not cause a measurable increase in either vitamin A or 
carotene within two to six hours. 

The figures in our 133 subjects were: 

Total caroienoids O'S nOO ml.) 20-199 .. Mean 80 

Vitamin A (i.u./lOO ml.) .. 69-158 .. .. ., lOS 

These figures are strikingly different from those of Haig 
and Patek (1942) in America, based on 74 measurements 
on 44 normal people between the ages of 20 and 45 : 

ToJal carotenoids (^/g./lOO ml.) 69-240 .. Mean 144 

Viiaroin A {i.u./IOO ml.) .. 109-309 .. .. „ 198 

It is to be noted that all these subjects were on highly 
nutritious diets which were estimated to provide at least 
13,000 i.u. of vitamin A daily. 

Yudkin (1941) in England, in a series of 23 normal adults 
varying from 18 to 30 years of age, found; 

Total carotenoids (#<g./I00 ml.) .. 50-240 .. .. Mean 120 

Vitamin A (i.u, /lOO raO .. .. 72-157 .. „ 113 

while Moore and Leitner, during the course of an investi- 
gation of the vitamin A requirement of human adults, pub- 
lished in the Medical Research Council Special Report 
No. 264 (1949), collected a series of 195 cases, comprising 
112 subjects with illnesses not expected to affect the 
vitamin A value, and 83 normal subjects. They give the 
following figures as their mean values: 

All Cases Normals 

Total carotenoids (/i/g./IOO ml.) 92 .. 100 

Vhamm A (i.u.)lOO ml.) •• ..121 .. .. 128 

Their series was collected from residents in the London 
area in 1946, while ours, collected during 1947 in the 
Midlands, are lower than these, both in carotenoids and 
in vitamin A levels. 

The long-continued low intake of fat due to rationing 
restrictions accounts for the fact that our standards for 
the average blood level of carotenoids and vitamin A in 
this country are lower than those considered normal by 
American standards. This must be borne in mind when 
assessing the nutritional state of persons suffering from 
disease. 

Variation with Age.— Taking our cases in approximately 
10-year age groups, the total carotenoids and vitamin A 
figures show a slight variation with age (Table 1). 
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Influence of Season . — ^There was a slight fluctuation in . 
the vitamin A values when grouped in two-monthly periods 
throughout the year, while the carotenoids shovyed a steady 
rise from March/April to November/December (Table III) 


Table III. — Seasonal Variation in Total Carotenoid and Vitamin A 
Content of Blood Plasma 



Jan. 

Mar. 

May 

July 

Sept. 

Nov, ' 


Feb. 

Apr. 

June 

Aug. 

Oct. 

Dec. 

Tola! carotenoids (/ig./IOO ml.)'* • • 

82 

65 

69 

75 

82 

97 

Vitamin A (i.u./ 100 ml.) .. 

no 

94 

108 

113 

1 

108 

112 

i 


Influence of Occupation . — ^The cases investigated have 
been grouped into four categories to see if any difference 
in carotenoid and vitamin A blood levels resulted from 
hard physical exercyse and consequent increased metabolism 
(Table IV). The “ heavy ” category of occupation in-this 


Table IV. — Influence of Occupation on Total Carotenoid and 
Vitamin A Content of Blood Plasma 



Occupation 


Heavy 

Medium 

Light 

Sedentary 

Tolal carotenoids (/tg./100 ml.) 

Vitamin A (i.u./IOO ml.) 

76 

(37 cases) 
102 

79 

(34 cases) 
109 

88 

(32 cases) 
m 

81 

(30 cases) 
113 


series included all those people who do hard manual labour, 
with the exception of coal-miners. An additional group 
of 133 miners (divided into “ surface ” and “ underground '' 
workers) shows figures comparable with those for other 
heavy industries, the levels being particularly low in miners 
working underground (Table V). 


Table V. — Variation of Total Carotenoid and Vitamin A Content of 
Blood Plasma in Coal-miners 



Miners, Surface 

Miners, Underground 

Total carolenoids(/ig./l00 ml.) . . 

72 (53 cases) 

67 (80 cases) 

Viiaraiu A (i.u./IOO mi.) . . j 

102 

97 


Thymol Turbidity Tests 

Thymol turbidity tests were performed on 110 normal 
adults, giving values varying from 0.2 to 1.85 ml. of barium 


Table I.— Age Variation in Total Carotenoid and Vitamin A Content of Blood Plasma 



18-29 Years 

30-39 Years 

40-49 Years 

50-59 Years 

60-73 Years 





Range 

Mean 



Range 

Mean 

Toial carotenoids f^ig./IOO tnl,) .. 
Vitainia A (i.u./IOO ml.) .. ; 

2i>-n8 

69-143 

70 (26) 
106 (26) 

42-199 

84-141 

80(32) 1 
112(32) 1 

26-137 

82-158 

80 (26) 
110(26) 

40-192 

75-145 

90(24) 
109(24) 1 

23-190 

80-138 

83 (25) 
105 (25) 


Figures in parentheses indicate the number of cases. 


Influence of Sex . — Our series is predominantly male, but 
the results show the same trend as that found by Kimble 
(1939) and by Moore and Leitner, in that the carotenoids 
re higher in females than in males, while the vitamin A 
IS slightly lower in females than in males (Table II): 

Table II. — Total Carotenoid and Vitamin A Content of Blood 
Plasma in Males and Females 



Total Carotenoids 
OS./lOO ml.) 

Vitamin A 
(i.u./IOO ml.) 

Range 

i 

Mean 

No. of 
Cas^^s 

} Range' 

Mean 

No. of 
Cases 

Our series 

Kimble. 1939 \ 
M.R.C, 1949 A 

fMaics 
Females 
' Males 

1 Females 
nMaks 
Females 

20-199 

52-155 

50-300 

90-340 

79 

90 

166 1 
187 

96 

105 

116 

17 

30 

34 

46 

37 

69-153 

75-155 

87-193 

65-165 

109 
105 
127 

91 

146 

110 

116 

17 

30 

34 

46 

37 


sulphate suspension with a mean value of 0.59. Ley, Lewis, 
and Davidson (1946), in a series of 105 healthy young men, 
found a range of Q.16 to 2.19 ml. with a mean value of 
0.63. In our series 84% of the cases had a value of, less 
than 0.9 ml. and 93% a value of less than 1.06 ml. of 
barium sulphate suspension, while less than 3% had values 
exceeding 1.5 ml. 

It is suggested that the introduction of the blank reaction 
into this estimation has the effect of reducing the upper 
limit of the normal range, and that the true range should 
be 0 to 1.5 ml. of barium sulphate suspension. 

Conclusions 

Our cases were collected from patients attending eye 
clinics for minor accidents, for refraction, or for correction 
of squint. They may be regarded as a cross-section of the 
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population of the Midlands, having no obvious disease or 
chance infection. This being so, ouf results show that the 
average blood levels of the total carotenoids and vitamin A 
are lower in this part of England than those found in other 
countries. 

In the Medical Research Council’s Special Report on 
Vitamin A Requirements of Human Adults are assembled 
all the available data on the normal value for the carotenoid 
and vitamin A content of human blood plasma in 195 
subjects, and Moore and Leitner, who carried out the 
investigation, point out that some American authors, in 
calculating the values for vitamin A, do not appear to have 
made any correction for the blue colour contributed by 
carotenoids to the antimony trichloride reaction. They 
also state that some of the earlier workers in America 
used the U.S.P. unit, which is now held by Hume (1943) 
to have only S7% of the value of the international unit, 
and that it is not always possible in retrospect to be certain 
which unit was really meant. 

These facts may account for the apparent discrepancies 
between American and English results, as well as the fact 
that the people of Britain do not have access to unlimited 
fat, and ha\e not acquired the taste for large quantities 
of green vegetables and salads. In our series 85% of cases 
' have total carotenoid plasma levels lying between 40 and 
120 /<g./100 ml., and vitamin A plasma levels between 80 
and 130 i.u./IOO ml., and these are suggested as being 
reasonable limits for normality under conditions prevailing 
in the Midland area of England during 1947. 

The results of our investigation indicate slightly lower 
levds for vitamin A. and considerably lower levels in total 
carotenoids, compared with those found by other English 
workers (Yudkin, 1941 ; M.R.C., 1949). 


Summary 

The levels of total carotenoids and vitamin A in the plasma 
of 133 normal adults were estimated. The investigation took 
place throughout the year 1947. The normal range was found 
to be: 


Total carotenoids (pg./IOO mL) 20-199 .. Mean SO 

Vitamin A (i-u./100 ml.) .. .. 69-158 .. 108 

but since 85% of our cases gave values of 

Total carotenoids (pgVlOO ml-O 40-120 

Vitamin A (i-U./ 100 ml.) .. .. .. SO-130 


these are suggested as limits of normality under conditions 
prevailing in the Midland area of England in the year 1947. 

Vitamin A levels showed a slight fluctuation during the year, 
while the level of the total carotenoids rose steadily from March 
to December. 

Those subjects performing hard manual labour showed lower 
levels of total carotenoids and vitamin A than subjects engaged 
in light or sedentary occupations. 

Thymol turbidity tests were performed on a series of 110 
normal adults, and it was found that when allowance is made 
for a “blank" test the normal range is 0 to 1.5 ml. of barium 
sulphate suspension, with a mean value of 0.59 ml. 
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CHLORAiVIPHENICOL IN TREATMENT OF 
INFANTILE GASTRO-ENTERITIS 
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Lecturer in Paediatrics at the University oj Birmingham 

(From the Children's Hospital, Birmingham) 

Bray (1945), Giles and Sangster (1948), and Taylor et al. 
(1949) independently noted a close correlation between the 
same serologically specific type of Bact. coli and epidemic 
infantile gastro-enteritis. This Bact. coli is referrrf to in 
this communication as Bact. coli B.G.T. (Bray-Giles- 
Taylor). 

During the last ten months one of us (K. B. R.) has 
studied the appearance of this organism in 86 infants under 
the age of 1 year admitted to the Birmingham Children’s 
Hospital. Routine rectal swabs were taken on admission 
and in many cases five days later, and again if a case of 
gastro-enteritis appeared in the ward. The first isolation 
of the Bact. coli B.G.T. from the stool was noted and 
the subsequent progress of the infant observed. 

Epidemiology 

In 17 cases it was possible to calculate the interval 
between the time of the first isolation of this organism 
from the faeces and the development of a gastro-intestihal 
disturbance. In all cases except one this period was less 
than 22 days ; the exception was a case which developed 
diarrhoea at home 24 days after the first positive rectal 
swab. The shortest interval was four days, in 'two cases ; 
the average interval was 1 1 days. It must be emphasized 
that in 25 of the 86 cases observed the appearance of the 
Bact. coli B.G.T. in the faeces was followed by no 
untoward symptoms ; these cases were followed for -a 
period of at least one month. 

This organism was isolated from the stools of 86 babies 
under the age of 1 year, 82 of whom acquired the organism 
after admission to hospital ; 25 patients, 10 of whom were 
less than 4 months old, had no intestinal symptoms, while 
the remaining 61 developed gastro-intestinal disturbances 
which varied from a severe gastro-enteritis to a mild diar- 
rhoea with or without vomiting ; of these 61 patients 
13 died. All of the deaths occurred in infants under the 
age of 4 months, e.xcept in two who were aged 10 months. 
One of the two, a mongoloid idiot, collapsed and died 
directly after discharge from hospital, but to what extent 
the Bact. coli was responsible is not known. The other, 
a case of pink disease, died primarily of respiratory failure 
associated with an extensive polyneuritis and 'diaphragmatic 
palsy, but she also had a severe terminal enteritis. The 
finding that Bact. coli B.G.T. is more commonly associated 
with severe gastro-enteritis in the younger babies is in 
agreement with the observations of Taylor et al. (1949). 
That the appearance of Bact. coli B.G.T. in the stools is 
sometimes associated with a fulminating gastro-enteritis is 
suggested by such typical case histories as the following. 

Case I. — A girl aged 3 months was admitted with pseudo- 
paralysis due to congenital syphilis, for which she received 
penicillin. A month after admission Bact. coli B.G.T. was iso- 
lated from the faeces ; 15 days later, after her transfer to another 
hospital for further antisyphilitic treatment, she developed 
diarrhoea. Four days after the onset she collapsed and died. 
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Case 2. — A girl aged 2 months was admitted with cystic 
fibrosis of the pancreas. Her progress was satisfactory at first, 
but five days after Boct. coU B.G.T. was isolated from the stools 
she developed a watery diarrhoea and 10 days later she died. 
Necropsy revealed fibrocystic dystrophy of the pancreas compli- 
cated by enterocolitis, bronchopneumonia, adhesive pleurisy, 
and right otitis media ; clinically the severe gastro-enteritis was 
the cause of her sudden death. 

Case 3. — A girl aged 1 month was admitted because she had 
vomited with increasing severity since birth and had become 
jaundiced. Diarrhoea was present on admission and the stools 
contained Bact. coli B.G.T. In spite of intravenous 
alimentation the gastro-enteritis persisted and she died 13 days 
later. 

Case 4. — A girl aged 1 month was admitted with generalized 
convulsions precipitated by an otitis media. From this she 
made an uneventful recovery. Four days after admission 
Bact. coli B.G.T. was isolated from the stools.; 10 days later 
gastro-enteritis developed and after nine days she died. 
Necropsy revealed a haemorrhagic enterocolitis with intestinal 
pneumatosis and an early peritonitis. 

Treatment with Penicillin and Sulplionamides 

All cases of severe gastro-enteritis were treated as a 
, routine with intravenous alimentation until the diarrhoea 
and dehydration were controlled, followed by graded oral 
feeding. Initially, penicillin and sulphonamides were also 
administered. These agents helped to control parenteral 
infections, such as otitis media, but they seemed to have 
little or no direct effect on the gastro-enteritis. In fact, 
Bact. coli B.G.T. appeared in the stools and gastro-enteritis 
developed in some cases while the infant was actually 
receiving both penicillin and sulphonamides. Case 5 is 
an e.\ample. 

Case 5. — A girl aged 6 months was admitted with scalded 
buttocks, and developed gastro-enteritis associated with the 
isolation of Bact. coli B.G.T. while on penicillin, sulphon- 
araides, and streptomycin. 


In no case did either penicillin or sulphonamides remove 
Bact. coli B.G.T. from the stools once this organism had 
made its appearance. 

Treatment with Streptomycin 

Streptomycin proved to be equally disappointing-in its 
failure to cure gastro-enteritis. Although only 12 cases 
were treated with this drug, four orally and the- remainder 
by intramuscular injection, the results did not appear to 
justify further investigation. Our small experience supports 
that of Holzel et ai (1949) and not that of James et al. 
(1948). In Holzel’s series 50 of the 79 cases were associated 
with Bact. coli B.G.T., but this organism was not men- 
tioned by James et ai, whose cases might therefore have 
had a different aetiological agent. 

In three of our cases which received streptomycin Bact. 
coli B.G.T. was actually isolated from the faeces for the 
first time while streptomycin was being given for other 
conditions (miliary tuberculosis, a large infected naevus. 
and infected scalds of buttocks). Tw'o of these cases 
developed a severe gastro-enteritis necessitating intravenous 
alimentation ; the third had no more than a mild diarrhoea 
preceded by a loss of weight. Of the remaining nine 
patients one died, a second deteriorated whilst on strepto- 
mycin, and seven recovered, but only one made a quick 
recovery. Bact. coli B.G.T. disappeared from the stools 
of only one child while it was receiving streptomycin. 

Chloramphenicol 

When it was decided to investigate the efficacy of one 
of the newer antibiotics, chloramphenicol (“ Chloro- 
mycetin”) was chosen because all strains tested were ' 
sensitive to this drug ; they were also sensitive to 
“ aureomycin,” but chloramphenicol was used because of 
its relative stability. Chloramphenicol was first described 
by Ehrlich et al. (1947), who mentioned that Bact. coli 
was sensitive to it. It is felt that the results with this 


Table Showing Cases Treated with Chloramphenicol 


Case 

Sex 

Age 

in 

Months 

Reason for 
Admission ! 

1 

Days After 
Admission 
Before Onset 
of G.E. 

Severity 

Duration of 
Treatment 
with Chlor- 
amohenicol 
in Days 

Complications 

l.v.. 

Alimen- 

tation 

Days Taken 
to Clear 
Bact. coli 
B.G.T. 

Result 

S.B. 

F 

6 

Scalds of but- 

13 

Severe 

13 

Infected scalds 

Yes 

5 

Died 



locks 




and G.E. 




M.C. 

M 


Otitis media 

18 

Severe 

15 

None 

Yes 

3 

Survived 

O.H. 

M 

S 

Pink disease 

On readmis- 

Moderate 

10 

Sore buttocks 

No 

3 

.. 





sioa 







NvH. 

M 

3 

Otitis media 

U 

Severe 

10 

Mastoiditis 

No 

2 


J.M. 

F 

1 

Marasmus 

12 

Severe 

11 

Sore buttocks 

Yes 

3 


R.M. 

M 

1 

Pyloric stenosis 

17 

Moderate 

9 

None 

No 

7 


L.P. 

F 

5 

G.E. 

On admis- 

Severe 

7 

Staphylococcal 

Yes 

3 





sion 



sepricacmia 
and osteo- 












myelitis 

Yes 



W.R. 

F 

•15 

Thrush and 

It 

Severe 

13 

Sore buttocks 

5 


D.S. 

M 

5 

parotitis 

G.E. 

On readmis- 

Severe 

14 

None 

Yes 

7 

,, 





sion 







R.S. 

M 

8 

pink disease 

15 

Moderate 

12 


No 

8 


S,S. 

F 

5 

G.E. 

On admis- 

Moderate 

13 

tt 

No 

3 

»» 





sion 







D.T. 

J.C. 

M 

F 


Meningitis 

Prematurity 

40 

On readmis- 

Severe 

Severe 

14 

13 

Sore buttocks 
Otitis media 

Yes 

Yes 

4 

5 






sion 







J.N. 

M 

21 

G.E. 

On admis- 

Mild 

6 

None 

No 

3 


J.P. 

F 

2 

.Marasmus 

sion 

27 

Mild 

9 


No 

Never 



J.C., J.N., and J.P. wett carriers who had recovered froaj iheir initial G.E., but who still excreted Bact. coll B.G.T. 


Commeats 


Died 9 days after disappear- 
ance of Buct, coli D.G.T. 
from stools but after 
diarrhoea had ceased 

Readmitted with G E. 10 days 
aflcrdischarpe from original 
admission for nutritional 
disorder and pink disease 

Bacteriological relapse 7 days 
after ce.ssation of chloram- 
phenicol. Had been clear 
15 days 

Bacteriological relapse 1 day 
after ce.sxaiion of chlor- 
amphenicol; had been 
clear for 5 days 


Readmitted with G E. 4 days 
after discharge from original 
admission for otitis media 
and asthma 

Discharged from another 
hospital 8 days before 
admission 

(Twin died of G E. associated 
with Bdct. toU RGT. and 

I received no chlorampheni- 
col ) RcadmitU'd with G.E. 
1 3 days after discharge from 
original admission for otitis 
media 

Attending a day nursery 


«>• Gastro-enteritis. 
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antibiotic are hopeful enough to warrant a preliminary 
communication, although It is realized that the number 
treated is small. The age groups in the different series 
are not strictly comparable ; moreover, individual cases 
vary so much in severity that, with small numbers, com- 
parisons are invidious. These results can best be illus- 
trated by the following case histories. (For further details 
of cases see table.) 

Case 5 (already referred to). — In spite of treatment with 
sulphonamides, penicillin, and streptomycin her gastro-enlerilis 
continued, but within five days of starting chloramphenicol 
Bact. coli B.G.T. disappeared from the stools and the diarrhoea 
ceased. Unfortunately she died from complications due to 
burns nine days after the disappearance of Bact. coli B.G.T. 
from the faeces. A post-mortem e.xamination ivas not made. 

Case 6. — A boy aged 5 weeks was admitted with meningo- 
coccal meningitis. Nineteen days after the first appearance of 
Bact. coli B.G.T. in the stools, and while receiving both 
sulphonamides and penicillin, he developed a severe gastro- 
enteritis. No improvement followed the administration of 
streptomycin, but within three days of starting chloramphenicol 
therapy the diarrhoea ceased ; a day later Bad. coli B.G.T. dis- 
appeared from the stools. Further recovery was uneventful. 

Case 7. — A boy aged 8 months was admitted with pink 
disease. Fifteen days after admission he developed gastro- 
enteritis associated with the isolation of Bad. coli B.G.T. from 
the faeces. With penicillin and sulphonamide therapy there 
was little improvement, but on chloramphenicol the organism 
disappeared within eight days, the diarrhoea ceased, and he 
started to gain weight satisfactorily. 

Case 8 . — A girl aged 4i months was admitted with thrush 
and a left paroUtis. The infection subsided with the applica- 
tion of gentian violet locally and penicillin systemically, but 
10 days after the isolation of Bact. coli B.G.T. from the stools 
she developed diarrhoea and lost 12 oz. (340 g.) in weight in 
three days. The enteritis did not respond to symptomatic treat- 
ment, but when chloramphenicol was given the diarrhoea ceased; 
Bad. coli B.G.T. disappeared from the stools in five days. 

Irt eight additional cases the administration of chlor- 
amphenicol, in conjunction with intravenous alimentation 
where necessary, and graded feedings, was followed by 
rapid amelioration of the diarrhoea, and Bact. coli B.G.T. 
could no longer be recovered from the faeces. In three 
cases there was a bacteriological relapse, although no case 
had a recurrence of the diarrhoea. 

Carriers. — ^Three children who had had diarrhoea asso- 
ciated with the presence of Bact. coli B.G.T. but had 
recovered from their diarrhoea still excreted this organism 
in the faeces. They were given chloramphenicol. In one 
case Bad. coli B.G.T. was not recovered' from the faeces 
after the third day of treatment. In a second the organism 
was not recovered from the fifth day of treatment until 
four. days after the cessation of treatment, when a bacterio- 
logical relapse occurred. In the third case this organism 
was still present in the faeces after nine days’ treatment. 

Clearance of the Organism.— The average time for 
chloramphenicol to effect a clearance of Bact. coli B.G.T., 
e.xcept in the carriers already mentioned, was four days, 
within the limits of two and eight days. In two cases 
the organism reappeared in the faeces one and seven 
days after cessation of treatment which had lasted seven 
to eleven days respectively, but the organisms were still 
sensitive to chloramphenicol. These cases may have been 
either true relapses or reinfections, as neither had been 
discharged from the infected ward. 

Parenteral Infection.— Six. cases were admitted with an 
otitis media. No Bact. coli B.G.T. were isolated from their 
faeces, but before these infants w'ere fit for discharge they 
had not only acquired the organism but had also developed 
gastro-enteritis. It is understandable that, in the absence 
of recognition of any organism as a potential pathogen 


in the stools, the diarrhoea might be ascribed to the 
inflammation in the ears. In point of fact, the sequence 
of events would seem to have been an initial infection 
necessitating admission to hospital, followed by a subse- 
quently acquired intestinal infection. An otitis media was 
present at the onset of the gastro-enteritis in two cases ; in 
three additional cases an otitis media developed from five 
to ten days after the onset of the gastro-intestinal infection. 
In no case was Bact. coli B.G.T. isolated from the 
middle ear. 

Other Cases 

Case 9 is worthy of special mention as it was the only 
one in which a primary urinary infection with Bact. coli 
B.G.T. was encountered. 

Case 9. — A boy aged 7 weeks vvas admitted with anaemia, 
mild jaundice which developed during the week before admis- 
sion, severe urinary-tract infection, and bilateral otitis media. 
The urine contained many pus cells, casts, and a few red cells, 
and gave a heavy pure growth of Bad. coli B.G.T. There was 
no evidence of any abnormality in the blood apart from 
anaemia. Gastro-enteritis developed three days after admis- 
sion, but Bad. coli B.G.T, were not isolated from the faeces. 
The urinary infection was not influenced by penicillin, given 
on account of the otitis media, or by sulphonamides, but 
responded dramatically, as did the enteritis, to chloramphenicol. 

Bact. coli B.G.T. may be associated with diarrhoea in 
older children ; the oldest child known to be affected in 
this hospital was a girl 4 years old. and although, because 
of her age, she is not included in this series, her case 
history is of considerable interest. Soon after she had 
successfully negotiated a Blalock-Taussig operation she 
developed severe enteritis in which the only potential 
pathogenic organism that could be isolated was Bact. coli 
B.G.T. After three days’ treatment with chloramphenicol, 
given for seven days, the diarrhoea ceased and Bact. coli 
B.G.T. was no longer isolated from the stools. Before 
this case occurred no gastro-intestinal disturbance asso- 
ciated with the presence of Bact. coli B.G.T. had been 
discovered in the general wards of this hospital. The 
enteritis in this 4-year-old girl began 15 days after a baby 
who was e.xcreting the organism had been transferred to 
her ward. 

Aitmlnlslnalloo of Chloramphenicol 

Chloramphenicol is marketed in 250-mg. enteric-coated 
capsules, but as infants cannot swallow these the drug has 
been given as a suspension with tragacanth flavoured with, 
syrup of raspberry and chloroform water. The babies have 
needed little encouragement to take it in spite of its bitter 
taste. The dosage given has been 75 mg. per lb. (1(15 mg. 
per kg.) body weight per day in si.x or eight divided doses ; 
the initial dose was twice the maintenance dose. 

Complications of Chloramphenicol Therapy 

The administration of chloramphenicol has occasionally 
coloured the stools bright green. Four of the 'cases 
developed sore buttocks followed by a spreading general- 
ized dermatitis which cleared only after two weeks, but 
it is not established that chloramphenicol was responsible. 
Apart from this possible lo.xic reaction, no untoward effects 
have been noted ; routine blood counts and urine examina- 
tions on ail cases have shown no abnormalities. 

Further Investigation 

A trial with chloramphenicol is now being undertaken 
on all severe cases of infantile gastro-enteritis, irrespective 
of the presence of the known specific .strains of Bact. coli. 
Although Bact. coli B.G.T. is often associated with gastro- 
enteritis there is no proof of its actual pathogenicity, and, 
moreover, a- number of babies who excrete this specific 
strain of Bact. coli never develop symptoms : there may 
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have been a previous undetected infection with Bdct. coti 
B.G.T. in these cases. On the other hand, an appreciable 
number of children are admitted with primary gastro- 
enteritis without any identifiable specific strain of Bact. colt 
in their faeces. 

Bacteriology 

Routine Examination. — Faeces from cases of gastro- 
enteritis were examined to exclude the presence of protozoa 
and cultured on Leifson’s desoxychoiate citrate medium 
as well as in selenite enrichment medium to exclude the 
presence of salmonellae and shigellae. A MacConkey plate 
was also inoculated and at least four representative colonies 
were tested by slide agglutination, using Bray and Beavan’s 
(1948) technique, which gave very clear-cut and reliable 
results. All positive colonies were inoculated into sugars, 
and a culture was sent to Dr, Joan Taylor, who very kindly 
confirmed their identity. 

Sensitivity of the Organism to Chloramphenicol. — Bact. 
call B.G.T. was infilhited va CQticealraUQn& q€ chlor- 
amphenicol varying between 2 to 4 jug./ ml. Tests were 
made using representative colonies from each specimen 
from which Bact. coli B.G.T. was isolated whilst the child 
was on chloramphenicol treatment or if the organism 
reappeared after treatment had been stopped. No change 
in sensitivity of the organism was shown in these experi- 
ments. This is in agreement with the work of Smadel 
et al. (1949) and Alexander et al. (1949). This result is 
very different from those obtained with streptomycin, when 
insensitive variants began to appear in nearly all cases 
within 24 hours of the initiation of treatment. In most 
of the antibiotic-treated cases specimens of faeces were 
obtained once or twice daily during treatment and daily for 
two weeks after its cessation or until the patient was 
discharged. 

Blood Levels. — Estimations of chloramphenicol blood 
levels were made ; the technical difficulties were not fully 
overcome, but by the use of a modification of the technique 
described by Fleming and Smith (1947) levels up to 
120 jug./ml. were obtained. The test organism used was 
a strain of Bact. coli B.G.T, from Case 5. There seemed 
to be definite individual variations in the absorption of 
the drug by the patient, so a relatively high dose of 
chloramphenicol was employed. 


Summary 

In Birmingham, as in many other parts of Great Britain 
where it is sought, Bact. coli B.G.T. has been found to be 
intimately associated with epidemic infantile gaslro-enteritis. 
The enteritis did not respond to the administration of sulphon- 
amides, penicillin, or streptomycin, but the response, both 
clinically and bacteriologically, to chloramphenicol has been 
most encouraging. 


We would like to e.xpress our thanks to the staff of the Children’s 
Hospital, Birmingham, especially to Professor J. M. Smelhe for 
his encouragement and most valuable criticism, to Sister M- Coker 
for her co-operation, and to Dr. Joan Taylor for much advice and 
help: also to Dr. C. Giles, who supplied the first 'antisera used in 
this investigation. 
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PARATYPHOID B FEVER TREATED 
WITH CHLORAMPHENICOL 

BY 

MICHAEL CURTIN, M.D., M.R.C.P.I., D.P.H. 

Registrar, Sheriff Hill Infectious Diseases Hospital. 

G ateshead-on-Tyne 

t 

The clinical course of paratyphoid fever is subject to much 
variation. Compared with typhoid fever it is in general a 
milder disease, although attacks of paratyphoid fever occur 
which both in severity and in duration rank with typhoid 
even of the most severe form. Owing to this variation in 
degree of clinical illness it is difficult to assess the response 
to any particular form of treatment. Reports on para- 
typhoid B fever treated with chloramphenicol (chloro- 
mycetin) have been few. Christie (1949) has reported 
briefly on seven cases, and Kiledjian (1949) and Montuschi 
(1949) have each reported on a single case. As much' 
investigation remains to be done before the full effect of 
the drug on paratyphoid fever can be finally assessed, and 
as it will be some time before an optimum scheme of 
dosage can be arrived at, the following report may be of 
interest. 

Betweeen June and October, 1949, six clinical cases of 
moderately severe paratyphoid B fever were admitted to 
Sheriff Hill Infectious Diseases Hospital. The diagnosi."; 
was confirmed in al! cases by culture of Salmonella para- 
typhi B. All patients had been ill for some days before 
admission ; treatment with chloramphenicol was started ifi 
three cases at the end of the first week, in two cases during 
the second week, and in the sixth case early in the 
third week of disease. The dosage and the period of 
administration of the drug varied, patients who were 
admitted later in the series receiving larger dpses over a 
longer period. The frequency of administration remained 
constant, the drug being given at four-hourly intervals. 

In addition to the above cases, three apparently healthy 
faecal carriers of Salm. paratyphi B were admitted and 
treated with chloramphenicol. 


Case 1 


A girl aged 11 was admitted on June 21, 1949, complaining 
of malaise, headache, anorexia, diarrhoea, and abdominal pain 
of five days’, duration. 

On examination she was obviously toxic, cerebration was 
dull, her mouth was dry, and her tongue was heavily furred. 
The abdomen was tumid and slightly lender. The spleen was 
just palpable. Her temperature was 99.4° F. (37.4* C.) and 
pulse 120. 


, chlorahphehicol 


Progress and Treatment. — On admission penicillin (200,000 
units four-hourly) and sulphasuxidine (8 g. daily) -were given 
and continued for five days. There was no improvement ; 
diarrhoea, ab- 
dominal pain j 
and tender- ^ 
ness, pyrexia, 
and drowsi- u; 
ness persisted. 102 
Salm. para- S loj 
typhi B phage « 
type 3A was ^ 
cultured from 5 ' 

faeces. O n ►- 
the tenth day 
of disease a 

course of 5 7 i 11 • 13 is 17 1? 21 

■ chlorampheni- da' of oiscasc 

'col was Chart 1. — Case 1. 
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Started (1 g. in first hour, 0.5 g. four-hourly for 24 hours, 
and then 0.25 g. four-hourly for six days). On the 
following day the patient's general condition was improved 
and she was much brighter mentally. Within 48 hours 
diarrhoea and abdominal tenderness disappeared. Her 
temperature was normal in four days (Chart I). There was 
no clinical relapse, but Saint, paratyphi B was excreted in faeces 
for six'weeks after clinical recovery, in vitro tests showed that 
the infecting organisms were sensit'tve to chloramphenicol even 
when the temporary carrier state had developed. 


Progress and Treatment. — On admission on the seventh day 
of illness he was put on a course of chloramphenicol (0.5 g. 
four-hourly for 24 hours and 0.25 g. four-hourly for four days). 
On the morning following admission several fresh rose-coloured 
spots were noted. However, his general condition, was much 
improved. The temperature settled to normal in 24 hours. 
Saint, paratyphi phage type 3A was isolated from specimens 
of blood and faeces taken on the day of admission. The patient 
continued to excrete the infecting organisms in faeces for seven 
weeks after termination of treatment. 


Case 2 

A woman aged 29 was admitted on July 1, 1949, with a 
history of the onset of headache, pyrexia, abdominal discomfort, 
and constipation 14 days previously. At the time of admission 
her only complaint was that of general weakness and fatigue. 
On examination her temperature was 100° F. (37.8° C.) and 
pulse 102. The tongue was furred, and there was evidence of 
recent wasting. A mitral systolic murmur was heard, but 
nothing else abnormal was found. 

Progress and Treatment. — After admission the patient pro- 
gressed favourably for three days. Salm. paratyphi phage 
type 3A was isolated from faeces. On the fourth day there 
was a sudden rise in temperature accompanied by headache, 
abdominal discomfort, and mild abdominal tenderness. As it 
was felt that a relapse had taken place, next day she was given 
chloramphenicol (1 g. in first hour, 0.5 g. four-hourly for 24 
hours, and then 0.25 g. four-hourly for five days). Treatment 
coincided with general improvement. Her temperature did not 
show a dramatic response, returning to normal on the fourth 
day of treatment. A convalescent carrier state developed, and 
this persisted for eight weeks. 


Case 3 

A boy aged 5 was admitted on July 6, 1949, with a history 
of lassitude, anorexia, cough, abdominal pain, and diarrhoea. 

On e,xamination he was obviously toxic, drowsy, and irra- 
tional, and had bouts of noisy delirium. His tongue was 
heavily furred. The abdomen was distended, and palpation 
was resented. The spleen was moderately enlarged. A few 
rose-coloured spots were present on the abdomen. His tempera- 
ture was 101.8° F. (38.8° C.) and pulse 98. 

Progress and Treatment. — On admission on the seventh day 
of illness a course of chloramphenicol was started (0,25 g. 
four-hourly for six days). Next day there was a remarkable 
change in the patient’s condition. He was alert and com- 
I fmsed, and the 

QtaoRAnfHMtei. abdornen was 

j" j.pu-iv fSO' 

Within 

rhoea had 
ceased. His 
t e m perature 
returned t o 
normal on the 
third day of 
treat ment 
(Chart 2), co- 
incident with 
clinical re- 
, . , covery. Salm. 

paratyphi phage type 3A was cultured from specimens of blood 
and faeces taken on the day of admission. A convalescent 
faecal carrier state developed and lasted for nine weeks. 
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Case 4 

A boy aged 6 was admitted on July 18, 1949, with a histoi 
of headache, vomiting, drowsiness alternating with lestlessnes 
and constipation. 

On examination his general condition was fair, his tongi 
was furred, the abdomen was tumid, and a few rose-coloure 
spots were seen on his abdomen and leas. His temneratm 
was 100.6° F. (38.1° C.) and pulse 112.“ ^^'"P^Tatui 


Case 5 

A woman aged 40 was admitted on August 27, 1949, with 
a history of headache, generalized abdominal pain, constipation, 
and malaise for six days. 

On examination cerebration was dull and speech was sluggish. 
There was well-marked abdominal tenderness. The tongue was 
furred. The temperature was 101' F. (38.3° C.) and pulse 92. 
There were no other abnormal findings. 

Progress and Treatment. — On admission the patient was put 
on a course of penicillin (200,000 units four-hourly) and sulpha- 
dimidine (sulphamczathine) (six tablets in the first hour, three 
four-hourly for 24 hours, and then two four-hourly to a total 
of 40 g.). Abdominal pain and tenderness, drowsiness, and 
pyrexia persisted. Faeces were reported as positive for Salm. 
paratyphi B phage type Taunton. Serum gave a positive 
agglutination with this organism to a titre of 1 in 250 (H). 
On the Nth day of disease a course of chloramphenicol was 
begun (2 g. in first hour, 0.5 g. four-hourly for five days, and 
then 0.25 g. four-hourly for four days — a total of 23 g. in nine 
days). Within 24 hours there was a change in the patient’s, 
condition. She was brighter and said she felt much better. 
This was in 
marked con- 
trast to her 
previous out- 
look. The^ 
a b d o m inal ^ 
t e n d e mess = 
improved, dis- | 
appearingafter 5 
three days, c 
Her tempera-. “ 
ture was nor- 
mal on th e 
fourth day 
(Chart 3). 

Faeces were 

still positive for Salm. paratyphi B on the fifth day of treat- 
ment, but negative thereafter. In vitro tests showed that the 
infecting organism (Salm. paratyphi B phage type Taunton) was 
sensitive to chloramphenicol. 


o.'.ciu'rivi.u. 

r **7 
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Case 6 

A boy aged 12 was admitted on September 19, 1949, with 
a history of headache, abdominal pain, pyrexia, and constipation 
for four days. 

On examination the abdomen was moderately distended. The 
tip of the spleen was palpable. Rose-coloured spots were 
present on the abdomen and legs ; there was slight generalized 
adenitis ; and the tongue was furred. His temperature was 
99.8° F. (37.1° C.) and pulse 94. 

Progress and Treatment . — Cultures of blood and faeces were 
positive for Salm. paratyphi phage type 3A. Serum gave a 
positive agglutination with this organism to a titre of 1 in 
250 (H). Chloramphenicol was beeun on the seventh day of 
illness (2 g. in first hour, 0.5 g. four-hourly for five days, and 
then 0.25 g. four-hourly for four days — a total of 23 g in 
nine days). There was a dramatic change in the patient’s condi- 
tion. Within 24 hours he no longer complained of headache 
or abdominal pain. His temperature became normal in 18 
hours and. apart from a slight rise (99° F„ or 37.2* C.) on 
me fifth day. remained normal.. Faeces were neeative for 
ialm. paratyphi on the fifth day. Four subsequent specimens 
were also negative. 
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Carriers 

During July three apparently healthy faecal carriers 
of Salm. paratyphi B phage type 3A were admitted and 
treated with chloramphenicol. The dosage given was 16.5 g. 
in seven days (0.5 g. four-hourly for four days, and then 
0.25 g. four-hourly for three days). This dosage had no 
effect on the carrier state. 


Comment 


- The satisfactory evaluation of the effect of chloram- 
phenicol is not possible in so small a series of cases, 
especially in the absence of a control group. The rapid 
improvement and clinical recovery which coincided with 
treatment, however, were most impressive. This was 
particularly so in those treated early in the disease. 

The dosage of chloramphenicol adequate to produce a 
well-marked clinical response did not in all cases render 
the faeces free from the infecting organisms. A similar 
observation v/as made in the case of typhoid fever by 
Woodward et at. (1949) and by Rumball and Moore (1949). 

7;i vitro tests showed that both Salm. paratyphi B phage 
type 3A, and Salm. paratyphi B phage type Taunton were 
sensitive to chloramphenicol. It was encouraging to note 
that in a case in which sensitivity tests were carried out 
after treatment the organism had not become resistant to 
chloramphenicol. 

It remains to be seen whether larger doses over longer 
periods will prevent the development of the convalescent 
carrier state, and whether the drug is effective in treatment 
of the chronic carrier condition. 


I am indebted to Dr. J. Grant, medical superintendent, for his 
invaluable advice in the preparation of this paper, and to Dr. R. 
Norton, Director of the M.R.C. Public Health Laboratory, 
Blakelaw, Newcastle-upon-Tyne, who carried out all bacteriological 
investigations, including the chloramphenicol sensitivity tests. 
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DIFFRACTION METHODS OF MEASURING 
RED CELL DIAMETERS 

THEIR USE IN CLINICAL HAEMATOLOGY* 

BY 

ALAN J. HIRD, M.B., Ch.B., B.Sc., M.R.C.P. 

(From the Gardiner Institute of Medicine, University of 
Glasgow) 

An important feature of many anaemias is the alteration 
which occurs in the size of the average red cell. This 
alteration is important in diagnosis and in treatment, since, 
for e.xample, many anaemias associated with increased red 
cell size have a common aetiological basis and respond to 
liver therapy. 

The recognition of changes in red cell size can be made 
in various ways. Probably the oldest is direct inspection 
of blood films, stained or unstained, under the microscope 
—a method fraught with difficulty even for those accus- 
tomed to making blood examinations and with positive 
danger for those not so accustomed. Actual measurement 
of the diameters of a large number of cells (Price-Jones, 
1929) converts the method into o ne of considerable accuracy 

•The proofs of this article were passed by Dr. Hird shortly before 
his tragic death on December 11. 1949. 


but of such tedio'usness that it is ruled out except for special 
research. An entirely different method, depending upon 
measurements of the packed cell volume and of the red 
cell count, gives a value for the mean corpuscular volume 
(Wintrobe, 1946). While the packed red cell volume can 
be determined with an accuracy of ±1%, the red cell count 
(and consequently the mean corpuscular volume) is subject 
to errors of at least ±5%. 

An ingenious alternative method for measuring the mean 
diameter of red cells depends upon the diffraction of light 
around the edges of the cells in an unstained film in a 
manner similar to that which occurs in a diffraction grating 
By suitable optical methods the diffracted light can be pro- 
jected upon a ground-glass screen as a series of coloured 
haloes (when ordinary white light is used). The diameter 
of the haloes varies inversely with the average diameter 
of the red cells. This method was originally described by 
Pijper (1919), and a later article (Pijper, 1947) gives a full 
historical review, including references to modifications by 
other workers, together with a detailed account of the 
technique and its application. It is claimed not only that 
the mean cell diameter can be determined but also that 
the degree of anisocytosis can be estimated by the degree 
of spread between the inner violet and outer red rings 
Brief descriptions of the method will also be found in the 
standard textbooks on haematology (Whitby and Britton. 
1939 ; Todd and Sanford, 1943 ; Wintrobe, 1946). Some 
workers have cast doubt upon the accuracy of claims made 
for diffraction methods (e.g., Fullerton et al., 1933), and 
the general impression derived from a study of the litera- 
ture is that the method is a useful confirmatory one bui 
not reliable enough to be of use as a single critical method 
of diagnosis. A modification of .the method, using two 
lamps (Pryce, 1929), has simplicity to commend it, but has 
been criticized by Pijper on the ground that it does not 
measure the diameter of the average cell but that of the 
smallest cell present in any considerable number. 


Objects and Methods of Present Investigation 

The object of this investigation was to determine whether 
the simple diffraction method of measuring the mean red 
cell diameter was of value in addition to or in place of more 
elaborate studies. Several uses were considered: (1) as a 
" screening ” device in the diagnosis of untreated cases of 
anaemia ; (2) as a control in the treatment of cases of 
pernicious anaemia ; and (3) in the investigation of certain 
other conditions, particularly liver disease. 

The study covers a period of almost two years, during 
which time all new cases showing features of haemato- 
logical interest in one medical unit were personally investi- 
gated, and many followed up at intervals. In addition to 
conditions usually grouped under the heading of primary 
blood diseases a considerable number of disorders primarily 
involving other systems were also dealt with. Excluding 
a large number of investigations in which the diffraction 
method was used but for various reasons a complete blood 
examination was not made, there remain 353 blood exami- 
nations on 205 individuals in which haemoglobin, red and 
white cell counts, haematocrit, absolute values, sedimenta- 
tion rate, and icterus index were determined in addition 
to the measurement of the mean cell diameter by the dif- 
fraction method and examination of stained films. Table I 
shows the numbers of each type of disease investigated. 

Blood in all cases was withdrawn from a vein into a small 
bottle containing the appropriate amount of oxalate mix- 
ture (Wintrobe. 1946). Haemoglobin was determined by 
the oxyhaemoglobin method (Bell et al , 1945), using a 
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Table I . — Diagnosis of 205 Cases Sliidied (In Order of Frequency! 


Dugnosis 

No. j 

Diagnosis 

No- 

Pcm'lcious anaemia . . 

34 i 

Uronchicctasis 1 I 


H>^)Ochroinic ai^acmia 

-7 

Sicatorrhoca ( 




16 

Inicctious mononucleosis 



Chronic b-mphatic leukaemia 

s 1 

Chronic m>cIoid leukaemia 

I 



9 i 

Cardiac failure ‘ 



Bronchial carcinoma 

7 

L>mnhadenoma 



Lcad-poisoaing 

6 

M)cinmatosis 



Purpura j 


Haemaicmcsis and melaena 


3 

Chronic renal failure > 

5 

Gasinc carcinoma 



Cirrhosis of li'cr J 


Danti's syndrome 




1 

Myxoedenu 




|l 

(i 

j MikCcUoncoui . . . . | 

46 


Spekker " photo-electric absorptiomcter ; red and white 
cell counts were made with the same pipettes, counting- 
chamber, and cover-glass throughout the entire period, and 
packed cell volumes were measured by Wintrobe’s method. 
Mean red cell diameters were measured on a “ blood cell 
tester” of Pijper’s (1935) design manufactured by Zeiss, 
the diameter of the yellow ring being used and the con- 
version table constructed by Pijper (1947) employed to 
■express the value in p. 

In addition, 100 films were also measured by the two- 
lamp method, which was chosen on account of the extreme 
simplicity of the apparatus required. Little difficulty was 
experienced in obtaining consistent readings in films with 
pronounced macrocytosis, since in them the haloes were 
small and correspondingly bright: in some films with micro- 
cytosis, on the other hand, the colours, being spread out 
over a wider area, were lessened in intensity, and it was much 
more difficult to make measurements that could be dupli- 
cated. The Pijper apparatus can be read in an ordinarily 
illuminated room provided that the ground-glass screen is 
shielded from direct light, but the two-lamp method requires 
a practically darkened room and a considerable space in 
which to carry it out The use of oxalated blood, the delay 
(never more than one hour) between the withdrawal of 
blood and the making of films, and the thickness of the 
film (provided that haloes could be elicited at all) appeared 

10 have little effect on the reading by either method. 

Results 

Comparison of Pijper' s Instrument with the Two-lamp 
Method of Merlin Pryce. — One hundred consecutive films 
were read by the two methods, both yellow and red rings 
being measured in Pijper's instrument, since the two-lamp 
method depends upon the position of the latter ring. The 
average mean cell diameter by the two-lamp, method was 
almost exactly 1 ^ less than by Pijper's method using the 
yellow ring (6.91 compared with 7.89) and 0.5 less when 
the red ring was used. There was moderately good 
correlation between individual readings. 

Relation of Mean Cell Diameter to Mean Corpuscular 
Volume. — The mean cell diameters for the 353 observations 
were plotted against the mean corpuscular volumes obtained 
from the red cell count and the haematocrit (Fig. 1), As 
will be seen, there is a general correlation between the 
two values, but the degree of scatter is disappointingly 
wide e.g., a mean cell diameter of 7.5 p. by the diffrac- 
tion method was obtained with bloods in which the mean 
(Corpuscular volume varied between 58 and 98 c.p (with 
3n isolated figure of 116). Part of this error is likely to 
c due to the error in determining the red count, but the 
l’?'''i^P^ncics are greater than can be explained solely on 
■s basis. As a method of estimating macrocytosis (in the 
increased corpuscular volume), therefore, the mean 

0011 diameter as determined by diffraction methods must 
,.f gPii^iiiored unreliable except in the extreme upper range 
t>8.5 ^), being subject to errors of both commission 
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Fio. I. — Mean cell diameters as determined by Pijper’s insirument 
plotted against mean corpuscular volumes (3S3 observations). 


and omission, while in assessing microcytosis it seems to 
be valueless, although, unfortunately, no cases showing 
microspherocytes were encountered in this series. 

Use as a Screening Examination in the Investigation of 
Untreated Cases of Anaemia. — Here the principal, if not 
the sole, interest centres upon cases showing a high mean 
cell diameter. Taking the figure of 8 /t as a dividing-line, 
there were 108 examinations in which a higher value was 
obtained. Fifty-five occurred in patients with pernicious 
anaemia or steatorrhoea (including some under treatment), 
23 in liver disease, and 30 in miscellaneous conditions. No 
normal subject was found to have a mean cell diameter 
greater than 8 p . , There were 11 individuals in whom the 
value was higher than 8.5 p, and 9 of these were 
patients with pernicious anaemia or steatorrhoea, untreated 
or in relapse. It is of interest that 18 cases of pernicious 
anaemia or steatorrhoea seen before treatment or in a 
state of relapse all showed a mean cell diameter of more 
than 8 p. In some of these the anaemia was not severe 
(in one case which presented with subacute combined 
degeneration of the cord the haemoglobin was 13.9 g. %). 
It seems improbable, therefore, that an untreated case 
of pernicious anaemia will be missed by diffraction 
methods of estimating the mean cell diameter, but the e.xact 
diagnosis and the distinction from other causes of a high 
cell diameter depend of course upon fuller blood exami- 
nation. Fig. 2 shows the distribution of conditions show- 
ing a mean cell dia- 
meter greater than 
8 at the initial 
e,xamination (exclu- 
ding patients with 
pernicious anaemia 
first seen while under 
treatment). 

Use in Control of 
Treatment in Per- 
nicious Anaemia . — 

Fig. 3 (average of 8 
cases) shows the re- 
turn to normal of 
mean corpuscular 
volume and mean 
cell diameter under 
specific therapy. The 
fall in mean cell 
diameter roughly 
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Fio. 2.-^DislribuU’on of cases (oth< 
loan pernicious anaemia under treaiment 
showing a mean cell diameier greaie 
ihan S II. The variations in ihe scale fo 
mean cell diameter are due lo th 
etfeci of ihe conversion labfe. which doe 
not include certain intermediate values. 
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Fig. 3. — Return of mean corpuscular 
volume and mean cell diameter to normal 
in pernicious anaemia under specific 
therapy (average for eight cases). 


parallels the de- 
crease in macro- 
cytosis but takes 
somewhat longer to 
return to normal 
levels. Of 25 cases 
of pernicious 
anaemia or steator- 
rhoea followed up as 
out-patients and 
about which suffi- 
cient data have accu- 
mulated, 17 have 
consistently dis- 
played a mean cell 
diameter of less than 
8 ju, and of these 
’ only one has been 
regarded as not being 
satisfactorily con- 
trolled by treatment. 
This patient, suffer- 
ing from steator- 
rhoea, has shown a haemoglobin of around 10-12 g. % 
over long periods with, usually, a hypochromic pic- 
ture, which has responded poorly to oral iron and not 
at all to increased dosage of liver or to administration of 
folic acid. Five patients have shown a mean cell diameter 
of more than 8 /x on one or two occasions, while symptom- 
less and with otherwise normal blood findings. Three have 
shown a mean cell diameter fairly consistently above 8 jx- 
One was a woman of 68 years with a severe uterine prolapse 
for which no radical treatment was possible and which was 
associated with recurrent cystitis. Despite heavy dosage of 
liver preparations, haemoglobin averaged 10-11 g. % and 
macrocytosis persisted. Two other patients, both male, have 
enjoyed excellent health, with no neurological complica- 
tions, and shown normal haemoglobin values, but have had 
persistent macrocytosis (confirmed by mean corpuscular 
volume determination) despite increases in dosage of liver. 
It can probably be said that most properly treated patients 
with pernicious anaemia will show a mean cell diameter 
of less than 8 m ; while a value higher than this should 
suggest the need for further investigation but is not by itself 
necessarily an indication of inadequate treatment. 

Use in Ollier Conditions Showing a High Mean Cell 
Diameter . — These included a wide variety of diseases 
(Table II), but the most notable group was that of diseases 
involving the liver as shown in Table UI. It is of interest 
that in only two of these 18 cases was the mean corpuscular 
volume greater than 100 c.^. One case with cirrhosis- 
and one with Banti’s syndrome showed a persistently 
high cell diameter despite the presence of a severe hypo- 
chromic microcytic anaemia resulting from oesophageal 
bleeding. 

The degree of spreading of the haloes was determined by 
measuring the diameters of the red and violet rings in 14 
films from patients with liver disease and 12 from patients 


Table III. — Mean Cell Diameters in Cases of Liver Disease (Initial 
Findings in Each) 


Condition 

1 No. of 

with A 

>8 ft 

Cases, 

l.C.D. 

<8/1 

Total 

Acute hepatitis 

7 

o 

9 

Cirrhosis . . ' . . 

4 

T 

5 

Banti*s syndrome 

1 

2 

3 

Obstructive jaundice . . 



1 

‘ Total . . . . 1 

13 

5 

18 ' 


Table IV. — Mean Cell Diameter and Degree of Variation in Liver 
Disease and Pernicious Anaemia 


Condition 

M.C.D. (ft) 

Range C/j) 

Liver disease . . 

8-38 

7-80-9-09 (-0-58 to •fO-71) 

Pernicious anaemia . . 

8-56 

8 00-9-33 (-0-56 to -t-0-77) 


with pernicious anaemia in relapse, in all of which the 
mean diameter Was greater than 8 /x. The results shown in 
Table IV, demonstrate no appreciable difference in the 
degree of anisocytosis in the two conditions. This finding is 
not in accord with the results of inspection of the films. The 
red cells in liver disease showed anisocytosis little greater 
than normal, certainly nothing like that seen in pernicious 
anaemia, nor was there greater rouleaux formation than 
normal in the thin parts of the film' which were used in the 
diffraction method. It seems that diffraction methods by 
themselves are unable to differentiate between the macro- 
cytosis of pernicious anaemia and that of liver disease, and 
the claim that separation of the rings in the halo represents 
anisocytosis seems debatable. It is hoped to make this 
macrocytosis of liver disease the subject of a further study 

Conclusions 

The measurement of the mean red cell diameter by dif- 
fraction methods, as an alternative to the determination of 
the mean corpuscular volume, cannot be recommended, 
since the relationship between the two is not close 
enough. 

The finding of a mean cell diameter greater than 8 ju. b) 
Pijper’s instrument (using the yellow ring) will lead to 
detection of the great majority of cases of pernicious 
anaemia, either untreated or in relapse, but a number of 
other haematological conditions will also be included, of 
which the most strikingly consistent group is that associated 
with liver disease. 

In the control of treatment of pernicious anaemia the 
presence of a normal mean cell diameter (<8 (x) suggests 
that treatment is reasonably adequate, but the satisfactory 
response to treatment of the majority of patients in this 
small series makes this difficult to assess. On the other 
hand, the finding of a mean cell diameter greater than 8 ix, 
even repeatedly, does not necessarily imply inadequate 
therapy. 

Some doubt is cast upon the ability of the method to 
estimate the degree of anisocytosis. 


Table II — Diagnosis in All Cases Showing a Mean Cell Diameter 
Greater than S u on One or More Occasions 


Condition 

No. 

1 

Condition 

No. 

Liver disease 
Carcinoma of colon "I 
Chronic renal faiJurc j 
L>mphadcnoma | 

Myeloma J 

Ap'^vt'C anaemia 1 
Brouchial carcinoma J 

1 

1 

y . . 

1 

13 

•y 

I 

Cardiac failure 

Chronic lymphatic leukaemia 
Dermaiomyo^itis 

Hypochromic microcytic anaemia 

Lcad'Pi^isoninc 

Lymrho-epiihclioma 

Refractory anaemia 


t 


Summary 

The use of diffraction methods of measuring mean red cell 
diameters is described and their value in routine blood examina- 
tion discussed. They are of value as a " screening " examination, 
particularly in detecting untreated cases of pernicious anaemia, 
but fuller blood examination is required for an exact diagnosis. 
In following up cases of pernicious anaemia under treatment 
these methods are of value, in conjunction with other blood, 
findings, but moderately abnormal findings do not always imply 
an unsatisfactory clinical or haematological state. Liver disease 



Dec. 31, 1949 


METHODS OF MEASURING RED CELL DIAMETERS 


BUTUIl 

Midical Jouiuul 


1509 


u often associated \\ilh a high mean cell diameter as shown by 
these methods, a result which may not be arrived at by other 
means. , 

.\Iy thanks are due to Professor J. W. McNee for advice and 
criticism in the preparation of this paper. 
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TWO SUCCESSFUL RESECTIONS FOR 
CARCINOMA OF PANCREAS 

BY 


HAROLD DODD, Ch.M., F.R.C.S. 

burgeon to King George Hospital. Ilford: the Royal Hospital, 
Richmond; the Royal London Homoeopathic Hospital; and 
the Princess Louise Hospital for Children, Kensington 
> 

I wo cases of carcinoma of the pancreas in which a resec- 
tion operation was carried out successfully are described 
below. The first patient recovered from the operation, 
gaining 5 lb. (2.27 kg.) in weight, but died five months later 
from recurrences in the abdomen. The second patient was 
alive and well when seen 12 months after her operation ; 
she had put on weight, and was able to do her work as a 
housewife. Up to that date there was no sign of recur- 
rence. The procedure included e.xcisioa of the caecum, 
ascending colon, and right transverse colon. 

So far no record of a colon excision with the pancreas 
has been traced in the literature. Hunt (1941) e.xhaustively 
reviews all cases of carcinoma of the ampulla of Vater up 
to that date, and includes synoptic tables showing the type 
of operation and the results achieved. Cattell (1948) goes 
more fully into technique, and Brunschwig (1942) reviews 
the different operative treatments but makes no mention of 
the colon. 

Case 1 


A man aged 55 was first seen in October, 1947, when he 
complained of jaundice of four months’ duration. He gave 
a history of general lassimde, breathlessness, dizziness on exer- 
tion, and loss of weight for two years ; he said that in the last 
five months he had lost 19 lb. (8.62 kg.). For 30 years he 
had had intermittent epigastric pain two hours after a meal 
and this was relieved by taking' more ' food and by alcohol. 
He had had the usual infectious diseases of childhood and also 
occasional attacks of influenza. In 1917, in Italy, he had had 
an attack of dysentery, and in 1922 appendicitis, which was 
treated medically. His mother had died of pulmonary tubercu- 
losis, and his father, at 76 years of age, of heart disease. 

On examination he was seen to be a thin spare man deeply 
jaundiced. The liver was palpable i in. (1.25 cm.) below the 
costal margin, and the gall-bladder was felt to extend from 
the ninth costal cartilage to the right iliac fossa. On October 30 
he was admitted to a medical ward with a tentauve diagnosis 
of carcinoma of the head of the pancreas. 


Operation. November 4.— On opening the abdomen undei 
local analgesia supplemented \vith open ether (Dr. Goldman’ 


the gall-bladder was seen to be distended to the caecum and 
there was' the scar of a healed duodenal ulcer. The liver was 
normal in size and consistency, as were also the abdominal 
viscera. The pancreas was of hard consistency throughout; 
around the entrance of the common bile duct there was a 
stony-hard portion which, by inserting the blunt end of a 
straight needle, was proved to be composed of tissue and not 
a Slone in the common bile duel. A diagnosis was made of 
carcinoma of the head of the pancreas around the entrance of 
the ducts into the duodenum. It was considered that a resection 
of it was possible. 

Prdceditre . — ^The duodenum was mobilized from the posterior 
abdominal wall and the head of the pancreas exposed from 
behind, where a firm irregular mass the size of an almond was 
present around the opening of the ducts. The stomach was 
divided above the pyloric antrum. The common bile duct 
was ligated with stout thread and sewn over, and the duodenum 
was mobilized to 1 in. (2.5 cm.) beyond the duodeno-jejunal 
flexure. The pancreas Was divided at the junction of its distal 
and middle thirds ; its duct was found to be distended to a size 
rather larger than that of the ureter. The first 6 in. (15 cm;) 
of the jejunum was easily drawn up through the mesocolon, 
which was closed snugly round it. The neck of the gall-bladder 
was anastomosed to the distal end of the jejunum. The end 
of the pancreatic duct was anastomosed to the side of the 
jejunum about 2 in. (5 cm.) distal to the first anastomosis, where 
the two were easily approximated. The end of the stomach 
was anastomosed to the side of the jejunum, immediately below 
the pancreas. A soft rubber drain was passed to .these 
anastomoses and the wound was closed. 

E.xamioation of sections of the hard mass around the com- 
mon bile duct confirmed the clinical diagnosis of carcinoma of 
the head of the pancreas. The tumour was infiltrated by large 
anaplastic epithelial cells with pronounced hyperchromatosis 
and mitosis. Differentiation to glandular structure was seen in 
parts of the growth. Extensive lymphoid-cell infiltration was 
also present 

On January 16, 1948, the patient weighed 9 st 3 lb. (58.'5I kg.) 
— an increase of 5 lb. (2.27 kg.). By February 13 he was again 
jaundiced, and a recurrence was palpable in the scar of the 
abdominal incision. He died in April of asthenia. 

Comment . — In this case the common bile duct was so 
large that its anastomosis to the jejunum would have been 
practicable, and I think this would have been a sounder 
operation. The patient had been jaundiced for four months 
when he was first seen, and I make a plea that in cases in 
which painless jaundice has been present for a month the 
possibility of carcinoma of the pancreas should be con- 
sidered and a surgical opinion sought. The mortality of 
laparotomy is probably 1 to2% ; that following observation 
of carcinoma of the bile ducts or pancreas is 100%. Some 
80% of the patients will recover after resection of the 
pancreas. 


, Case 2 


A married woman aged 43 was first seen in September, 1948. 
when she complained of a symptomless lump in the right side 
of the abdomen, which she had first noted two and a half years 
before but which had enlarged in the last seven weeks. She 
had some flatulence and nausea, but no pain or vomiting. 
Recently her appetite had been poor. She weighed 7 st: 6 lb! 
(47.17 kg.), but her weight had never been more than 8 st. 
(50.8 kg.). 


Q itiisc cysiic, sinooin gioouiar swelling t 
size of a child s head was found on the right side of the abd 
men (Fig. la). The tumour was movable from left to rig 
but not up and down ; on pressure it flattened into the loin b 
reappeared on coughing ; it did not move on respiration. T 
hver, gall-bladder, kidneys, and spleen could not be felt. ( 
rectal examination the pelvis was found to be clear. Provisio 
ally the diaposis rested between (1) mobile retroperilone 
sarcoma in the area of the pancreas, duodenum, and transver 
mesocolon; (2) an' atypical carcinoma of the pancreas; at 
(3) an atypical pelvic tumour rising into the abdomen. 
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Pio. 1. — Case 2 (a) The site of the tumour. (6) The tumour as 
presenting at operation. 


Examination of the blood showed; haemoglobin, 42%; red 
blood cells, 2,600.000 per c.mm. ; leucocytes, 10,300 per c.mm. 
(polymorphonuclears 84%, lymphocytes 16%); blood urea 
concentration, 34%, A catheter specimen of urine yielded a 
negative quantitative result, both regarding the deposit and on 
culture. 

Operation.— p'n October 12 an extended right paramedian 
incision was made under thiopentone and open ether a'naes- 
thesi’a (Dr. Badock), supplemented by local infiltration of the 
abdominal wall and splanchnic ganglia with 1 in 1,000 ametho- 
caine hydrochloride. A large vascular, apparently cystic tumour 
somewhat smaller than an adult head was found lying within 
the curvature of the duodenum, which was stretched like a strap 
over it superiorly and laterally. It was adherent to the stomach, 
duodenum, pancreas, ascending colon, and transverse colon, and 
bulged through the stretched right mesocolon. The gall-bladder 
and liver were normal. The swelling was aspirated, but nothing 
svas withdrawn (Fig. 16). 

Procedure . — An attempt to shell out the swelling through the 
mesocolon was abandoned because of copious bleeding and 
because no plane of cleavage was found. At this stage it was 
decided that the tumour arose from the pancreas and that its 
excision was possible and necessary. The colon and duodenum 
were mobilized from the flank into the wound and the tumour 
was brought forward with the duodenum stretched tightly over 
it. The common bile duct and the gastro-duodenal artery were 
divided between ligatures. The stomach was sectioned above 
the pyloric antrum. The duodenum was mobilized to the first 
inch of the jejunum, where it was incised. The 'mass was 
brought out of the abdomen attached to the descending and 
transverse colon and the pancreas ; the latter was cut at the 
junction of the left and middle thirds, well removed frona the 
swelling (Fig. 2). The tumour was so intimately associated 
with the right colic artery and mesocolon that there was danger, 
if they were separated, of disseminating the growth and of 
imperilling the blood supply of the colon ; therefore the ileum 
was sectioned and the transverse colon was transected at its 

middle. The 
EXCISION tumour, with 

IZ-IO-48 the pyloric an- 

trum, the duo- 
denum and first 
inch of the jeju- 
num, the last 6 
in. (15 cm.) of 
the ileum, the 
caecum, ascend- 
ing colon, hepa- 
tic flexure, and 
right half of 
t h e transverse 
colon, was re- 
moved. 

The Recon- 

FlG. 2.— Case 2. Showing the parts after e.xcision. strttction. The 



■first 6 in. of the 
jejunum was 
drawn through 
the transverse 
mesocolon, and 
the opening in 
the latter was 
closed and 
sutured to it 
(Fig. 3). The 
common b il e 
duct was anasto- 
mosed to the 
centre of the 
end of the 
jejunum ; as it 
was not dilated, 
this was diffi- Fig. 3. — Case 2. Showing the reconstruction, 
cult. (In dealing 

with a similar case in future I intend to use the gall-bladder 
instead.) The pancreatic duct was not dilated, and was con- 
sidered too small to connect to the jejunal mucous membrane. 
The end of the pancreas was oversewn and the stump was 
implanted into the side of the jejunum, the sero-muscular wall 
being incised to receive it. The stomach was anastomosed end 
to side to the jejunum. The ileum was united end to' end to 
the transverse colon. This last step constituted a weak link in 
the chain, but, thanks to the use of penicillin and “sulpha- 
triad ” (sulphathiazole, sulphadiazine, and sulphamerazine). 
combined with plasma and blood transfusion, all was well. 
The abdomen was closed with nylon sutures, and drainage- 
tubes were inserted to the anastomoses. 

Pathological Report (Dr. Ciitlibert Dukes\. — The specimen 
consisted of a large oval tumour measuring 5 by 4 in. (12.5 
by 10 cm.) and occupying the region of the pancreas. The 
growth was surrounded by the duodenum, ail of which was . 
removed with the operation specimen. The caecum' and a 
portion of the transverse colon were also removed. Micro- 
scopical examination showed the tumour to be composed of 
fusiform epithelial cells arranged in small clumps and distri- 
buted irregularly. The histological appearances were those of. 
an anaplastic carcinoma of the body or the tail end of the 
pancreas. Judged from its histology the growth was probably 
of a high grade of malignancy. 

The patient was given infusions of salt, sugar, and water, 
and transfusions of plasma and blood, under the direction of 
Dr. Sterndale Bennett. The post-operative course was unevent- 
ful, except for a small discharge of bile for six days, beginning 
on the fifth day. 

The following post-operative results of tests of blood, urine, 
and faeces were obtained by Dr. John Spencer. 

October 18. — Catheter specimen of urine: occasional red 
blood cells in deposit; culture demonstrated presence of. 
coiiform organisms ; total chlorides, 6 g. per litre. Blood; 
hae.Tioglobin, 85% ; red cells, 4,350,000 per c.mm. ; blood urea, 
35 mg. per 100 ml, ; plasma proteins, 7.5 g. per 100 ml, 

October 19. — Blood: haemoglobin, 90% ; red cells, 4.820,000 
per c.mm., blood urea, 24 mg. per 100 ipl. ; resting blood sugar, 
160 mg. per 100 ml. 

November 5. — Fasting blood sugar, 120 mg. per 100 ml. 
Thirty minutes after the administration of 50 g. of glucose the 
blood sugar was 120 mg. per 100 ml., one hour after the 
glucose was given the reading was 121 mg., and within' another 
30 minutes the level had fallen to 100 mg. per 100 ml. No 
sugar was found in the urine. Examination of the faeces gave 
the following percentage figures; total fat, 7.32; unsplit neutral 
fat 1.52; split fat 5.8. It was concluded that the fat-splitting 
mechanism was functioning adequately. 

May 30. 1949. — Blood, normal ; blood sugar, normal ; faeces, 
fat-splitting mechanism normal ; urine, normal. The patient 
was well in all respects 'and maintaining her weight and 
strength. 

In December, 1949, thejiatient was well and was doing her 
work, as a housewife without sign of recurrence. 



Dec. 31, 1949 

Com/«e/if.— The magnitude of this operation was 
increased by the resection of the ascending and the 
transverse colon— a procedure which seems not to have 
been called for hitherto, as no record of such a step has 
been found in the literature. 

I gladly acknowledge my indebtedness to Drs. 

Bentley, and John Spencer (of the king George Hospital, Ilford) 
for their help with this patient. 
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significant finding was the absence of free fluid ; next, the 
caecum presented in the upper part of t^he wound grossly 
dilated and overlying the liver. This must have been the cause 
of the loss of liver dullness noted clinically. The findings at 
laparotomy arc shown in Fig. 1. At first this was thought to be 
a case of volvulus of an abnormally mobile right colon, but on 
tracing the loop to its base under cover of the liver a fold of 
peritoneum was found under which the loop had passed. It 
then seemed that we were dealing with an obstruetton by a 
peritoneal band, and the obvious treatment would be to divide 
it and thus free the imprisoned gut (Fig. 2). 


Hernia through Foramen of Winslow 

The following case was complicated by the fact that the 
herniated loop had re-entered the general peritoneal cavity 
through the lesser omentum. 

Case Report 

A woman aged 41 was admitted to hospital complaining of 
severe abdominal pain which had come on some 20 hours 
previously. The onset had been sudden, and the pain had in- 
creased in severity, especially in the upper abdomen Some 
seven hours after the onset she had vomited, and this had 
recurred about six times since. The bowels had not tnoved, nor 
had she passed flatus since the pain started. She had no other 
symptoms and the last menstrual period had been two weeks 
before. On specific interrogation she admitted to a vague type 
of indigestion which “came on before supper if I had a fatty 
dinner.” The previous history was otherwise entirely negative. 

Examination showed her to be a well-nourished vvoman, and 
in obvious pain. Her temperature was normal. There was a 
fine whitish fur on the tongue, and the breath was slightly 
fetid. The abdomen did not move on respiration, and tender- 
ness and guarding were present all over, but more pronounced 
in the epigastrium. There was loss of liver dullness in front but 
■ not in the axillary line. Rectal examination revealed a rather 
bulky uterus but no other abnormality. No abnormal signs 
were found in the other systems except rather frequent extra- 
systoles; The pulse rate was 92 and the blood pressure 135/85. 
As she did not vomit after admission the character of the 
-vomitus was not ascertained. 

A tentative diagnosis of perforated peptic ulcer was made 
and a laparotomy performed. In all fairness to those who saw 
the patient I must record that this diagnosis was made with 
some trepidation. There were many features which did not 
gt in — e_g__ the ingravescent nature of the pain and the absence 
of frank rigidity. It was also difficult to reconcile a perforation 
. of 20 hours’ duration with her extremely good general 
condition. 

Operation . — ^Under general anaesthesia a high right para- 
median incision was made. On opening the peritoneum the first 
AKOiSM CCLC.'I 

I 
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Fig. 1. — Diagram of findings at laparotomy. Terminal ileum 
caecum, ascending colon, and part of transverse colon were lying 
superficially, forming a loop the base of which disappeared under 
the liver margin. 


Fig. 2.— Diagram of findings after the liver had been turned up 
The band of peritoneum shown crossing ihe base of the loop was the 
ri^t “ free edge " of the lesser omentum. 

The true diagnosis was not evident until palpation of the fold 
revealed forcible pulsation and investigation proved that it 
contained the hepatic artery, common bile duct, and portal vein, 
and that it was in fact the right “ free edge ” of the lesser 
omentum. The loop of gut had entered the lesser sac through 
the foramen of Winslow and traversed the gastro-hepatic omen- 
tum to reappear in the general peritoneal cavity between the 
liver and the lesser curve of the stomach. 

It was impossible to reduce the hernia by traction, as the 
loop was so distended and the hiatus so small. Enterotomy 
was also in vain, and it was decided to resect the offending loop. 
This was considered feasible in view of the e.xcellent condition 
of the patient under the anaesthetic ; also, the length of 
mesentery was such as to render the procedure relatively simple. 
Resection of the loop was accordingly effected and an ileo-' 
transverse colostomy performed. It was then considered that 
the patient had had as much manipulation as was desirable and 
no attempt was made to define the precise peritoneal anomalies 
or to close the gap between the liver and the stomach. 

Apart from some infection of the base of the right lung 
convalescence was uninterrupted and the patient was dikharged 
well three weeks later. 

I am grateful to Mr. J. F. Heslop for permission to publish details 
of the case. Thanks are also due to Dr. S. Kay for the drawings, 
and to -Mr, C. I. Raeburn for his invaluable assistance in the 
preparafion of the report. 

Joseph N. Lewis, M.B., B.Ch., 
Late House-surgeon, Park Hospital, Davyhulme. 

Treatment of Megaloblastic Anaemia 
with Vitamin B12 

In view of the interest aroused by the recent isolation of 
yitamin B,, simultaneously by Lester Smith (1948, 1949) m 
Britain and Rickes et ah (1948) in the U.S.A., and its acu’on 
in megaloblasu'c anaemias (Ungley, 1949), we feel that it 
would be of interest to record our experience of this sub- 
stance in the treatment of two cases of pernicious anaemia 
which were recently under our observation. The amount 
of substance available to us did not permit treatment to be 
completed and continued, but a satisfactory and unequi- 
vocal initial response was obtamed in both cases. 
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The preparation employed was made by, Gla.xo Labora- 
tories from the mould Streptoniyces and was a clear 
brown liquid, each 1 ml. containing 10 ^g. of vitamin Bjj. 

Case 1 

A housewife aged 65 was admitted on September 2, 1949, 
complaining of increasing lassitude, pallor, and dyspnoea on 
exertion. Sternal pain radiating down both arms brought on 
by exercise had also been experienced during the preceding 
few months. On examination she was found to be rather obese 
•and very pale. There were no detectable abnormalities in the 
chest, abdomen, or heart, the blood pressure was 150/80, the 
tongue normal, and oedema was absent ; apart from bilateral 
absence of vibration sense in both legs the central nervous 
system was normal. An electrocardiogram soon after admis- 
sion revealed negative T waves in Leads I and II which were 
ascribed to coronary artery disease. The faecal occult blood 
was negative. 

A blood count the day before admission showed: haemo- 
globin, 40% ; red cells, 1,490,000 per c.mm. ; colour index, 1.3 ; 
white cells, 5,700 per c.mm. Anisocytosis and poikilocytosis 
were prominent on examination of the film, and macrocytes 
were in evidence. The mean corpuscular volume was 143 c./i, 
and the concentration method suggested recently by K. S. 
Rodan showed a few' megaloblasts in the peripheral blood. 

On September 4, 20 /^g. of vitamin B ,2 was injected intra- 
muscularly and- no other therapy was permitted. The next 
day examination of the peripheral blood revealed 2% reticulo- 
cytes, and these continued to rise rapidly, reaching a peak of 
17% on September 8 (Fig. 1). 

On September 9 
t h e haemoglobin 
had reached 50%, 
and by September 
14, 60%. Vitamin 
B, 2 , 20 /rg., was 
administered on 
September 14, 21, 
25, and 29, and on 
September 21 and 
30 the haemoglobin 
was found to be 
75%. 

We were im- 
pressed by the 
patient’s 'sense of 
well-being soon 
after the first dose, 
and no ill effects 
were observed after 
each injection except 
that the patient complained of being " drowsy and tired ’ for 
a few hours ; this effect was thought to be psychogenic. Owing 
to exhaustion of the supply of vitamin B,. an orthodox liver 
preparation was started on October 8. The total amount of 
vitamin B,, administered was 100 ^ig- 



examination on August 12 showed no stomach-filling defeci, 
although a hiatus hernia was revealed. 

A histamine 
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Fig. 2. — Chart of Case 2. 


test meal re- 
vealed no free 
acid, and a 
blood count 
on August 9 
s h o w e -.d : 
haemoglobin, 

40 % : red 
cells, 1,400,000 
per c.mm. ; 
white cells, 

2,000 per 
c.mm., colour 
index 1.4. 

Marked aniso- 
cytosis and 
p oikilocytosis 
were present 
in the blood 
film and 
macrocytes 

predominated. On August 22 a sternal puncture revealed a 
megaloblastic marrow, thus clinching the diagnosis of Addi- 
sonian anaemia. The faeces were negative for occult blood. 

Vitamin B,„ 20 /<g., was admini.siered intramuscularly on 
August 23 (no other therapy being permitted) and daily reticulo- 
cyte counts were made. "These were 1% until August 26, when 
2% were detected in the peripheral blood. On the 27th the 
figure had risen to 5% and a peak of 19% was reached on 
the 30th (Fig. 2). 

The haemoglobin was still 40% on August 31, but this 
now started to rise, although slower than we expected ; on 
September 12 it was found to be only 45%, and in view of 
what was considered to be an unsatisfactory haemoglobin 
response a further injection of 20 Ag. of vitamin B,j was given 
that day and a similar amount on September 15, 20, 23, 27. 
and 30— i.e., 20 ng. twice weekly. The total amount of vita- 
min B ,2 administered in this case was 140 PQ . . 

By September 30 the haemoglobin had risen to 64%, and 
was 70% on October 11, but in view of the lack of a fur- 
ther supply of vitamin B,, an orthodox liver preparation was 
substituted, the first dose being given on October 11. 

In this case, although the rise in haemoglobin was slow, the 
rapid general improvement was striking. Within two days of 
the first injection of 20 AS- of vitamin B,, vomiting, which had 
been troublesome, completely ceased, appetite returned, apd the 
patient showed an active interest in her surroundings ; this had 
previously been lacking. 

Conclusion . — It seems that vitamin Bj, prepared from 
Streptoniyces is a potent therapeutic agent in' megaloblastic ^ 
anaemia. 

We svish to thank Dr. E. Noble Chamberlain for his encourage- 
ment and advice, and Messrs. Glaxo Laboratories Ltd. for the 
supply of vitamin B,,. 


Case 2 

A woman aged 77 was admitted on August 5, 1949, com- 
plaining of increasing weakness, pallor, dyspnoea on e.xertion, 
and persistent anorexia. These symptoms had gradually 
developed over a period of two years, but had become very 
much worse lately. For a few weeks before admission she 
had been much troubled by vomiting, and loss of weight had 
been severe. 

On examination the patient was found to be very pale and 
looked ill. The toneue was smooth and .she appeared to have 
lost a considerable amount of weight. There were no detect- 
able abnormalities in the heart or abdomen, but rales were 
heard at both lung bases. The blood pressure was 130/90, 
and the central nervous system showed no evidence of sub- 
acute combined degeneration. At that time she was thought 
to have a carcinoma of the stomach, but a- barium meal x-ray 


C. M. Miller. M.D., M.R.C.P., 

Visiting Physician. 

E. H. Moorhouse, M.R.C.S., L.R.C.P . 

Assistant Pathologist, Smithdown Road 
Hospital, Liverpool. 
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THE PROBLEM OF LABOR.VTORY ANIMALS 

Manual for Laboratory Work in Mammalian Physiology. 

By Fred E. d’Amour and Frank R. Blood. (Pp. 50 ; illus- 
trated. 15s.) Chicago: Universily of Chicago Press. 

London: Cambridge Univensity Press. 1949. 

This laboratory manual describes 50 experiments that may 
be carried out by students on the rat. The authors, who 
are attached to the University of Denver, have e.xperienced 
difficulty in providing larger mammals for class work and 
have therefore devised a course in which the rat is 
exclusively employed. The experiments are well distributed 
oyer the various systems, and if carried out conscientiously 
will provide the student with an admirable training. Some 
of the experiments, such as those involving cannulating the 
carotid artery or jugular vein, require a considerable degree 
of manual dexterity. 

The shortage of cats, rabbits, or dogs is not peculiar 
to the United States ; in this country research in mam- 
malian physiology is grievously handicapped because of the 
inadequate supplies of suitable animals. Although tens 
of thousands of cats and dogs are destroyed annually the 
present slate of the law apparently prevents any of these 
animals being made available even for acute experiments 
conducted throughout under full anaesthesia, at the end 
of which time the animal is destroyed. It has been 
suggested that breeding stations should be established to 
provide experimental animals. It has been reliably esti- 
mated that, apart from the capital costs for land and 
. buildings, the cost of producing a one-year-old cat would 
be of the order of £10 or £15. It is believed that some 
of those in authority would rather have this jndefensible 
extravagance allow^ than antagonize the antivivisec- 
tionists by amending the law to permit the use of stray 
mimals. 

Work on the mammal is now everywhere reduced to a 
few demonstrations for medical students and an inadequate 
course even for students doing honours degrees in physio- 
logy. The shortage of experimental animals is bound 
to have a crippling effect on the progress of experimental 
physiology in this country. The use of the anaesthetized 
rat for class work would involve either re-interpretation 
or amendment of the Vivisection Act. It might be worth 
while for the Physiological Society to take up the matter 
officially with the Home Office. Should the rat ever 
become available for student work in this country, then 
d’Amour and Blood’s Manual will provide an invaluable 
guide. 

Samson Wright. 


GRADING MUSCULAR FUNCTION 

■Muscles: Testing and F.unctinn. By Henry O. Kendall 
and Florence P. Kendall. IPp. 278 ; illustrated. £2 Is) 
London : BailliJre, Tindall and Cox. 1949. 

There is nothing novel in the detailed testing of muscle 
function. What is new is the wholesome revival of interesl 
in the subject, which has recently found expression in the 
^pearance of several useful manuals and monographs 
This book, the latest and most elaborate of them, is written 
by two physiotherapists who have given manv years to the 
care of children suffering from poliomyelitis. ' No one who 
has visited the Chjldren’s Hospital at Baltimore can fail 
to have been impressed by the superb work being done 
there by Mr. and Mrs. KendaU, and this book lives a 
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complete picture of the painstaking methods of examine- 
tion on which this work is based. The action of every 
important muscle that can be demonstrated by clinical 
e.xamination is shown in a series of remarkable photo- 
graphs, and there are pictures of a number of important 
paralyses, contractures, and errors of posture. The text 
itself is equally informative. 

The practical implications of their teaching must be 
considered, however. The disturbing feature, and it is an 
important one, of the Kendalls’ work is the complexity of 
their system of grading muscle power. There can be no 
question that some method of recording the action of 
individual muscles (or where necessary muscle groups) is 
essential in the management of lower motor neurone dis- 
orders, of which poliomyelitis and nerve injuries are by 
far the most important. Even under epidemic conditions 
clinicians must be prepared to work out muscle charts in 
every case of poliomyelitis, and a chart is equally necessary 
for the squirming infant as for the co-operative adolescent. 
But one must choose a system of examination and assess- 
ment that does not make impossible demands on the 
examiner’s lime, and in which the differences between the 
various grades of muscle power are not less than the 
unavoidable errors of examination. These variations may 
be due to temporary fluctuation in the patient's condition 
and to slight differences in technique between one trained 
observer and another. 

In Great Britain the 0 to 5 system of recording is becom- 
ing generally accepted, and, having had e.xperience of it in 
some thousands of cases of nerve injury and poliomyelitis. - 
1 would not like to assist at the introduction of anything 
more elaborate. It is true that one often makes use of 
pluses, minuses, and half values — e.g., 2-I-, 3 — , or 44. Yet 
these “ accidentals ” must never be taken seriously ; they 
are helpful to the individual observer but are not an argu- 
ment in favour of a more elaborate system of notation. 
The^Kcndalis are no doubt well able to use all twelve of 
their grades of muscle power, but it would hardly be 
impertinent to ask what proportion of the residents leaving 
the Children’s Hospital at Baltimore subsequently employ 
their elaborate system, and, if they do use it, with what 
degree of accuracy. 

Another objection to the Kendalls’ system is their 
employment of percentages to express the various grades. 

It is reasonable to suppose that a muscle graded as 80% 
is twice as strong as one graded 40%. Yet this is not so 
Grading of such accuracy could be done only with 
elaborate machinery wholly unsuited to the needs of 
■clinical practice. ' 

Provided he is not repelled or led astray by this system of 
charting, the anatomist, the physiotherapist, and the 
clinician will find here a book that should be a constant 
source of profit. It cost 41s. before devaluation ; it will 
cost more now, but it is still worth it 


H. J. Seddo.v. 


FREUD: A FRESH TRANSLATION 


Three Essim on the Theory of Sexuality. By Siemund 
translation by James Straches'. (Pp [33 i 
10s. 6d.) London: Imago Publishing Co. 1949'. 


When Three Essays made its first appearance forty years 
ago it may be said to have rivalled the work of Galileo 
*"t.- L indignation, hostility, and recrimination 

which It evoked. It is remarkable that in spite of this it 
has been translated into most languages, and reached a 
fourth German edition by 1920. The book was the basis 
of a large part of Freudian teaching, and from its 
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conclusions, with the doctrines set out in The Interpretation 
of Dreams, there developed the theory and practice of 
psycho-analysis. .Not only this, but the startling conclu- 
sions on the theory of se.xuality have now become fairly 
generally accepted. This excellent new English translation 
is most welcome, for if the Freudian doctrine is to be learnt 
by the neophyte or appraised by the experienced psycho- 
therapist (of whatever school) it is essential for him to 
refer to originals without the labour of pursuing the 
German text. 

The first essay gives us a general conspectus of the 
sexual perversions. The second shows how psycho-analysis 
led to the discovery that sexuality did not start at puberty, 
and that any previous manifestations were not necessarily 
pathological. On the contrary, it revealed a real infantile 
sexual life in every child,, which was repressed and 
forgotten about the age of 5 and remained latent, except 
for occasional outbursts, till the onset of puberty. This 
infantile sexuality is poiymorpho-perverse, and its mani- 
festations correspond to the temporary dominance of the 
various erotogenous zones — oral, anal, urethral, and phallic. 
The third essay shows how adult perversions and many 
neuroses, especially hysteria, could be explained by repres- 
sions, deviations, and irregular development of these 
various phases. A useful summary by 'the author recapi- 
tulates his discoveries and the conclusions which he draws 
from them. 

R. G. Gordon. 


The fourth edition of Manual of Clinical Laboratory Methods, by 
Opal E. Hepler tpp. 387 ; illustrated ; £2 Ss. ; Oxford : Blackwell 
Scientilio Publications, 1*549), intended primarily for laboratory 
technicians and medical students, is much larger than its forerunners. 
About half the book is allotted to investigations in chemical 
pathology, and the techniques used in haematology, bacteriology, 
and serology are described in fairly extensive detail. There are also 
short articles on pregnancy tests, tissue sectioning, allergy extracts, 
basal metabolism, and even electrocardiography. For most investiga- 
tions one method only is described, though two or more are given 
for important determinations. The methods chosen are usually those 
popular in Britain, but a notable omission is an account of the use 
of the spectroscope for the detection of porphyrin, urobilin, etc. 
Neither is the useful property of fluorescence in ultra-violet light 
described. The unusual features of the book are its format and 
arrangement. The large size of its pages has allowed the diagrams 
and nomograms to be drawn on a large scale and comprehensive 
tables to be made. Many of the tests are arranged under a scries of 
headings; though the use of a uniform order of description is good, 
one cannot avoid feeling that the author has got into difficulties in 
allotting numbers and letters to the various sections and headings. 

' Nor has sufficient attention been given to the spacing between differ- 
’ cot sections, and it is not easy to find where one subject ends and 
another begins. There are some useful nomograms for determining 
the red cell indices, and there are eight good colour plates showing 
the maturation of blood cells and development of malaria parasites, 
though these were prep.ared too early to allriw the inclusion of the 
tissue forms of the latter. British readers may find a few of the 
words and phrases used in the text unfamiliar, and they may be 
a little surpnsed by such words as " urinalysis ” and “ dark-field 
e.vamination,” and by the instruciion to fill a 500-ml. “ graduate " 
with, say. alcohol. The di.simgujshing ch.iracterislics of the book 
are its explicit technical instructions and the attention it draws to 
sources of error. Its introduction into laboratories may welt 
improve the standard of work carried out in them : if references were 
given it would have even wider appeal. 

^chafer’s Essentials of Histology (15th ed.; edited by H. M. 
Carletott. R Sc„ and E. H. Leach, B.Sc. ; pp. 655 ; 25s. : London ; 
Longmans. Green) Ls .so well known by students of medicine and 
bioloey that Imle need be said about it. The general arrangement 
and character of the work show little alteration, but there are many 
minor chances throuchout. It is unfortuna e that the account of the 
circulation in the kidney does not include a more direct reference 
to the supply of blood to the medulla, which may be physiologically 
important as a shunt mechanism. As a foundation for the study of 
physiology and of pathology the book is probably unsurpassed, and 
its reasonable price is a further attraction. 


BOOKS RECEIVED ' 

Review is not precluded by notice here of books recently received 

A Report ou the Results of Treatment of Malignant Disease 
in Aberdeen Royal Injirntary During the Decade igjo-iqtn. 
By J. F. Philip, MI.B., Ch.M.Aberd., F.R.C.S.Ed. (Pp. 238. ' I5s.) 
Aberdeen: University Press. 1949. 

The Tuberculous Process ; A Conception and a Therapy. By A 
Leitch, M.B., Ch.B.Ed. (Pp. 175. 12s. 6d.) Bristol; John Wright. 
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Divine Physiciais. By F. L. Wyman. (Pp, 90. 3s. 6d.) London : 
The Bannisdale Press. 1949. 

A Handbook for Industrial Nurses. By M. M. West, S.R.N., 
S.C.M. 2nd ed. (Pp. 264. 9s.) London: Edward Arnold. 1949., 

The Africa of Albert Schiveitttyr. By C. R Joy and Meivin 
Arnold. Concluding essay by A. Schweitzer. (Pp. 159. 15s.) 

London; Adam and Charles Black. 

St. Thomas's Reports. Second Series. Edited by H. K. Goadby, 
J. S. Richardson, and others. Vol. 5. (Pp. 136. No price.) 
London: St. Thomas’s HospiraJ. 1949. r 

Science Netvs. 14. Edited by J. L. Crammer. (Pp. 158. Is. 6d.) 
Harmondsworth, Middlesex: Penguin Books. 1949, 

Handbook of Bacteriology. By J. W. Bigger, M.D., F.R.C.P., 
6th ed. (Pp. 547. 20s.) London: Baillibre. Tindall and Cox. 1949. 

In My Mind's Eye, By F. Marion. Foreword by R. H. Thouless, 
M.A., Ph.D., and B. P. Wiesner, D.Sc.. Ph.D. (Pp.-272. ISs.) 
London : Rider. 1949. 

Treatment in Proctology. By R. Turell, B.S., M.D. Chapter on 
Psychosomatic Problems by L, Linn, M.D. (Pp. 248. ' 54s.) 
London; Bailli&re, Tindall and Cox. 1949. 

Purther Rare Diseases and Debatable Subjects. Edited by F. 
Parkes Weber, F.R.C.P. (Pp. 236. 25s.) London and New York; 
Staples Press, 1949, 

Nutritional Data. Compiled by H. A. Wooster, Jun,., and F. C. 
Blanck. (Pp. 114. No price.) Pittsburg, Pa.; Heinz, 1949. 

Statistical Investigations of the Relationship of Tluberculosis 
Morbidity and ^dortality to lufectinn. By S. N. Meyer. \ (Pp. 222. 
No price.) Copenhagen: Einar Munksgaard. 1949. \ 

On Treatment of T uberculous Cavities by Extrapleural l\nen»io- 
thorax and Thoracoplasty. By M. Seip. (Pp. 131. No; price.) 
Copenhagen : Einar Munksgaard. 1949. \ 

! 

Pyramideneiterungen dereu Verhiitutig and Behandlung. i3y 0- 
Voss. (Pp. 256. M. 36.) Stuttgart; Georg Thieme. 1949. \ , 

Lehrbnch der Verdauungskraukheiteu. By N. Henning and' \V. 
Baumann. (Pp. 799. M. 68.) Stuttgart: Georg Thieme. 1949. 

Akute Infektionskrankheiten iind Hoclidruck. By O. H. Arnold. 
(Pp. 130. M. 9.60.) Stuttgart: Georg Thieme. 1949. 

Prinzipien des Lebendigen. By O. Eichler. (Pp. 99. M. 8.40.) 
Stuttgart.; Georg Thieme. 1949. 

Einfiihrung in die Iniiere Aledizin. By H J Wolf. 4th ed. 
(Pp. 653. M. 27). Stuttgart : Georg Thieme. 1949. 

Therapcntische Technik. Edited by K. Hansen. 2nd ed. 
(Pp. 1,080. M. 79.50.) Stuttgart: Georg Thieme. 1949. 

Endo-caviiary Aspiration. By Abdel-Raouf Hassan. (Pp. 43. 
No price.) Cairo: Association of Authorship, Translation and 
Publication Press. 1949. 

La OMS y la Soberania Sanitaria de las Americas. By C- E- 
Paz Soldan, (Pp. 262. No price.) Lima: Instiluto de Medicina 
Social de la Universidad de San Marcos de Lima. 1949. 
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We publish on page 1521 an important statement from 
the Tuberculosis Research Unit of the Medical Research 
Council. It is to the effect that in the treatment of pul- 
monarj’ tuberculosis of a certain type the administration 
of para-aminosalicylic acid (PAS) in addition to strepto- 
■ mycin has unmistakably reduced the frequency with 
which the patient’s tubercle bacillus acquires resistance 
to streptomycin. Acquired resistance is the bugbear of 
all streptomycin treatment, and, as was pointed out 
recently in these columns (November 12, p. 1098), it 
may have peculiarly disastrous results in this disease. 
Recent reports^ from the U.S.A. provide interesting 
information about factors affecting the development of 
drug resistance. There is a clear relationship with the 
type of lesion, frank caseation or cavity formation 
favouring the emergence of resistant organisms. The 
system of dosage also affects it, the main point being 
that intermittent treatment, such as the administration 
. of a single 1-g. dose at intervals of three days or more, 
tends to prevent or at least delay the development of 
resistance. The effect of the size and number of doses 
during continuous treatment is more complex, but it 
seems that large doses, such as 3 g. daily, tend to produce 
highly resistant bacilli and smaller doses bacilli of inter- 
mediate degrees of resistance, most of which never- 
theless are probably unaffected by further treatment 
Shortening the course from 120 to 42 days had been 
expected to obviate drug resistance but has apparently 
not done so. 

The advent of PAS has greatly altered the whole 
aspect of this problem. This substance was first shown 
by Lehmann’ ’ to have a pronounced action on tubercle 
bacilli in vitro, and both animal experiments and later 
clinical trial confirmed that this action is also exerted in 
the body. Feldman, Karlson, and Hinshaw* reported 
over two years ago that the drug is well tolerated by 
guinea-pigs and has a pronounced suppressive effect on 
experimental tuberculosis in these animals.' ’ Youmans 
and his colleagues’ confimied this finding in mice. 


^ MinutM of jbe StyeBth Sireptoatj'cm Coofereacc, Denver Ann'i 
^^e^rans Adnniustrauon. Wasbinston ajea\cr, Apnl, 

• AorJ. .\ted., 1947. M. 140. 

• froc. Afaya Clin., 1947. 22, 473 
‘ J. Bjd.. 1947. S4, 409. 

; froc. Mayo Clin., 1949, 24. 510. 

VeteraM’ Ailrain*Ualic,ib wSbSsS Conference, Atlanla, November. 
IbiO., 1949, 24. 544! 


though they note that PAS is inferior to streptomycin. 
There have been several accounts of preliminary clinical 
trials in human tuberculosis by Lehmann himself and 
others, and various forms of the disease have been 
treated with, on the whole, encouraging results. 

There seems to be little doubt that the most valuable 
use for PAS will be to reinforce the therapeutic action 
of streptomycin. That the two drugs together exert a 
greater effect than either alone, apart from the advantage 
that the sensitivity of the bacillus to streptomycin tends 
to be preserved, seems evident from the recent experi- 
ments of Karlson and Feldman.' In guinea-pigs treated 
in four different ways the smallest traces of disease — 
represented by an infection index of 2-.8 — were found in 
animals given 4% of PAS in tlic diet and 2 mg. of 
streptomycin daily. A dose of 2 mg. of streptomycin 
alone gave an index of 18.2, and 6 mg. one of 3.6; thus 
a larger dose of streptomycin was slightly inferior in 
effect to the combined treatment. The index in the case 
of the animals given PAS alone_was 27.0 and in that of 
the untreated controls 85.5. Clinical trial of the two 
drugs given together has not proceeded far enough for 
it to be asserted that its direct therapeutic effect is 
superior to. that of streptomycin alone, but American 
workers are convinced of its-value in preventing the 
emergence of drug resistance. Combined therapy of 
several kinds has been under trial in the nation-wide 
studies controlled by the 'Veterans’ Administration in 
the U.S.A., and the conclusion reached is as definite as 
that in the Medical Research Council statement pub- 
lished to-day. Among other combined treatments, 
streptomycin with “ proraizole ” did not reduce , the 
incidence of drug resistance. Stteptomycin and PAS. 
on the other band, gave rise in one series of treated 
cases to only three resistant cultures from 26 patients 
(12%), whereas in patients given only streptomycin the 
proportion of resistant organisms isolated at the same 
stage of treatment was about 50%.’ 

These and similar observations have led the author- 
ities controlling the American Veterans’ Administration 
research programme to take an important decision: of 
the various methods of treatment tested in cases selected 
at random from patients considered suitable for treat- 
ment, all those employing streptomycin alone in 
whatever doses or for whatever period have been aban- 
doned.’ The three regimens henceforth to be tested are 
all 120-day courses, in each of which 12 s. of PAS is 
Jven daily together, with either 1 g. of streptomycin 
daily. 1 g. of dihydrostreptomycin daily, or 1 o of 
streptomycin twice weekly. It is clear from "this 
decision, more than from any published data on the 
effect of such treatment, that American opinion is 
convmced of the value and necessity of usinn PAS 
m conjunction with streptomycin. 
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PAS is given by the mouth with or after meals, the 
dosage adopted in the U.S.A. being four daily doses 
of 3 g. each. It is believed to be free from any 
dangerous toxic effects — unless the leucopenia some- 
times observed proves other than' temporary — but in 
a large proportion of patients it causes nausea, vomiting, 
and diarrhoea. This has been the main difficulty in 
its administration; Pfuetze and Pyle® found that only 
half their patients could tolerate a daily dose of 10 g. 
Enteric-coated capsules do not obviate this difficulty, 
but the addition of sodium bicarbonate and a flavouring 
agent has been found helpful. The difficulty may eventu- 
ally be overcome by devising a method of parenteral 
administration. PAS given subcutaneously in the form 
of its sodium salt, according to Feldman and Karlson,® 
exerts full therapeutic effect on tuberculosis in guinea- 
pigs. but the injections cause very severe local reactions. 
Possibly the final solution may prove to be the use of 
the chemical compound of PAS and streptomycin 
described by Hobby.^ This is a freely soluble substance 
to which tubercle bacilli are in general more sensitive 
in vitro than to. a corresponding amount of streptomycin 
itself. Strains resistant to it could not be produced in 
vitro. It is more effective than streptomycin in the 
treatment of tuberculosis in mice, and repeated injec- 
tions at the same site are said to be non-irritating. More 
information about this substance will be awaited with 
much interest. A further fact to be borne in mind is 
that tubercle bacilli can acquire resistance to PAS itself, 
at least if this is given alone. Karlson and his col- 
leagues^® tested cultures isolated from the same patient 
before and after treatment ; the sensitivity of the bacilli 
to PAS rose from 0.024 to 3.2 mg. per 100 ml. As 
would be expected, the resistant variant produced disease 
in guinea-pigs which did not respond to treatment. 


THE VIRUS THEORY OF CANCER 

There is general agreement that the inciting cause of 
cancer may be any of a number of agents, such as x rays 
or chemical carcinogens. But having started the cancer 
off they cease to operate, and it is then necessary to find 
the continuing cause. About the nature of this con- 
tinuing cause there is much disagreement. Two main 
theories have been put forward to account for the un- 
restrained growth of the cells forming a neoplasm. 
According to the virus theory there was in the cell long 
before any neoplastic change occurred a virus which was 
living quietly in symbiosis with its host until the balance 
was disturbed by the inciting cause. According to the 
other theory the inciting cause provokes a somatic cell 
mutation ; this is pure speculation, but appeals in- 
tuitively to some. The virus hypothesis can be experi- 
mentally proved in a small number of instances, notably 


in the case of, the. Rous fowl sarcoma, but from the great 
majority of tuihours no virus can be separated by filtra- 
tion. Those who support the theory maintain that this 
failure to isolate a virus from most tumours is due to 
technical difficulties, for if can be shown with- other virus 
suspensions that if only a few virus particles are present 
they are adsorbed in the pores of the filter and do not 
appear in the filtrate. Professor W. E. Gye, who was 
director of the Imperial Cancer Research Fund labora- 
tories at Mill Hill from 1936 until his retirement earlier 
this year, is a firm believer in the virus theory, and he 
has been active for most of his professional life in col- 
lecting evidence to support this belief. About two yeais 
ago Dr. James Craigie, well known for' his studies on 
bacteria and viruses, joined him at the Fund laboratories, 
and together they initiated a new series of experiments. 
Some account of this work, in which their colleagues 
Miss Ida Mann and Dr. A. M. Begg collaborated, ha.'^ 
already been published,^ “ and comment on it has 
appeared in this Journal.^ In Gye’s opinion 'these new 
experiments offer definite proof of the virus theory. 
However, this opinion has been challenged by Dr. C. H. 
Andrewes in his Imperial Cancer Research Fund lectufe 
delivered at the Royal College of Surgeons on Novem- 
ber 29 and shortly to be published in this Journal. 
Andrewes spoke as a believer in the virus theory of 
cancer and desc^ribed in some detail the grounds for his 
belief, at the same time stating why, despite the new 
evidence which Gye and bis colleagues have brought for- 
ward, he still cannot exchange the arduous exercise of 
faith for the serenity of complete certainty. . 

The experiments described by Gye seem to show that 
typical non-filterable mouse tumours can in fact be trans- 
mitted by agents other than intact cells. Since it has 
many times been demonstrated that the presence of a 
virus in these tumours cannot be revealed by filtration 
other methods of virus detection were tried. It was 
found that the tumours could be minced and frozen at 
-79°C. for long periods and yet, after thawing and 
injection into suitable animals, they provoked new 
tumours. It is argued that no living cell could have 
survived this treatment ; moreover, mouse-embryo tissue 
which will provoke embryomas on -injection was ren- 
dered quite inert by such freezing. Unfortunately there 
is no information about the relative potency of the two 
preparations in causing new growths before freezing, and 
without this it is possible to argue that a few cells sur- 
vived in both instances, but that for the production of 
embryomas more cells were needed than for the initia- 
tion of a new tumour : freezing had reduced' the number 
of viable cells below the minimum necessary for the one 
but not below the minimum for the other. Another 
series of experiments has shown that tumom: tissue may 

1 Bril } Cancer, 1949, 3,259. 

* B'UL\h Medical Journal, 1949, 1, 511. 

1949. 1. 531. 
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be dried from the frozen state and yet initiate tumours 
on re-hydration and injection into suitable animals. It 
is very unlikely that living cells can survive such treat- 
ment, but it is not absolutely certain that every single 
living cell was destroyed. In both instances it is lack of 
quantitative information that hinders assessment'of the 
significance of the results. 

Dr. James Craigie, who has succeeded Professor Gye 
as director of the Imperial Cancer ' Research Fund 
laboratories, is cautious in his remarks about the new 
evidence which he and his colleagues have brought for- 
ward. In the Imperial Cancer Research Fund Lecture 
given at the Royal College of Surgeons on November 22, 
and published in the opening, pages of this issue, he 
asserts that no real progress can be made in solving the 
problem of whether the continuous cause of transplant- 
able tumours is a coe.xistent virus until “an adequate 
foundation of quantitative data has been laid down.” 
The evidence for or against will, he thinks, inevitably 
emerge if work is conducted towards this end. Craigie 
has therefore begun a series of studies which may well 
revolutionize cancer research. To the casual reader the 
preliminary work may seem mundane, for it is concerned 
with designs for tissue mincers, the fluids which are best 
for suspending the minced tissue, the way in which 
minced tissue may be stored and dried, and the methods 
of comparing the activity of different tumour prepara- 
dons. But all these are points of fundamental impor- 
tance if cancer research is to be put on a quandtative 
basis. What Craigie is now doing is to bring the more 
refined methods of studying viruses into the field of 
cancer research. Immediately ahead there lies enough 
work for a generation. 


THE SHORT OESOPHAGUS AND HIATUS 
HERNIA 

The condition often described as the short oesophagus 
IS a form of hernia which may simulate a variety of 
clinical syndromes. The essential lesion is incompe- 
lence of the diaphragmatic oesophageal hiatus with 
herniation of the cardiac portion of the stomach above 
the diaphragm. This may sometimes pass upwards as 
a pouch of stomach alongside the oesophagus ; in other 
cases the upper part of the stomach forms the hernia, 
leaving the thoracic oesophagus either with a normal 
length and tortuous appearance or apparently shortened. 
It is doubtful if it is correct to consider the three sub- 
divisions as separate entities; the para-oesophageal 
hernia may become the oesophago-gastric, and this in 
turn may develop a shortened oesophagus. All three 
varieties are best considered under the general term of 
diaphragmatic oesoph ageal hiatus hernia. The final two 

Amer. mej. 1946, 132, (J-* ^ 

* Castro€nlerolozy\ 1947 . 9 , 249 . 

* Proc. R. See. Med., 1949, 42, 67** 

* BrUhh Su^icjl Pracicf. 1949. 6, 334. Cb., London. 


words are short and alliterative, and by common usage 
connote- the site of the herniation. The objection to 
describing one variety as the short oesophagus is that 
it implies an aetiological significance which is probably 
not justified. Congenital shortening of the oesophagus 
undoubtedly can occur, and probably accounts for the 
rare cases of oesophageal ulceration and stricture in 
children. 

The majority of cases of hiatus hernia, with or without 
apparent shortening of the oesophagus, occur in middle- 
aged and elderly patients, in whom the primary defect is 
a weakness of an abdominal orifice. Such a weakness, 
develops more commonly in the sthenic individual and 
is aggravated by the same factors which may lead to 
herniation elsewhere from the abdomen. It is likely that 
secondary shortening of the oesophagus may result from 
spasm of the longitudinal coat of the oesophagus ; this 
might occur from direct irritation of the oesophagus 
by regurgitation of acid. gastric contents causing peptic 
oesophagitis. If this should lead to peptic ulcer of the 
oesophagus shortening may then develop from cicatricial 
contracture, as is seen with “ purse-stringing ” of the 
lesser curve from gastric ulceration. It must, however, 
be mentioned that Gilbert, Dey, and Rail' have thought 
that shortening of the oesophagus could be due to a 
vago-vagal reflex from an intra-abdominal lesion such 
as cholelithiasis or duodenal ulcer, either of which are 
not uncommonly found with a hiatus hernia. Experi- 
ments on dogs have shown that vagal stimulation 
may cause oesophageal shortening, and the same result 
could be obtained by stimulation of the peritoneum or 
distension of the gall-bladder. 

Dysphagia with hiatus hernia signifies severe oeso- 
phagitis or peptic ulceration. Only five patients were 
without this symptom in the series of 31 cases admitted 
to the Western Infirmary, Glasgow, during the past ten 
years and reported in last week’s Journal (p. 1443) by 
Drs. J. B. Rennie, F. T. Land, and S. D. S. Park. Dys- 
phagia is a relatively uncommon symptom with hiatus 
hernia, many of which may cause few or even no symp- 
toms. Radloff and King’ found dysphagia in 22% of 
their cases of hiatus hernia. The Glasgow series prob- 
ably does not represent the total number of patients with 
this condition seen at the Western Infirmary, but essen- 
tially those with dysphagia as a presenting symptom. 
The diagnosis of hiatus hernia requires special radio- 
logical techmque. and it is the responsibility of the 
clinician to remind the radiologist of its likelihood, for 
routine barium meals in a busy department may fail to 
demonstrate the herniation. The symptoms are protean 
and include unexplained haematemesis, obscure ca.ses of 
anaemia, dyspepsia of all degrees — from heartburn to 
intense boring retrosternal pain after meals— pain simu- . 
latmg angina but occurring at rest or after meals, breath- 
lessness. and cough. These symptoms may result from 



i518 Dec. 31, 1949 


SHORT OESOPHAGUS AND HIATUS HERNIA 


Bumsu 

MmiCAt JOUR.SAL 


associated peptic oesophagitis or from the mechanical 
effects of the hernia. The finding of a hiatus hernia in 
an elderly patient may occasionally be misleading and 
direct attention away from a more important intra- 
abdominal condition. Factors causing a rise in intra- 
abdominal pressure may lead to incompetence at the 
cardia. Rennie and his colleagues draw attention to 
pregnancy as a possible precipitating cause of peptic 
oesophagitis or stricture. Lewis’s^ case of oesophagitis 
caused by an indwelling gastric tube suggests that 
another mechanism might account for the three post- 
operative cases included in the Glasgow series. Post- 
operative regurgitation of gastric contents, possibly 
seeping round a gastric tube in a supine, comatose 
patient, might cause an acute peptic oesophagitis. 

Although patients with hiatus hernia and shortened 
oesophagus may be able to lead reasonably comfortable 
lives if they select their food with care and chew it well, 
nevertheless surgery can offer relief in many cases. The 
experience of Allison'* with transthoracic i;epair of the 
hiatus hernia is particularly encouraging ; in cases with 
much shortening and stenosis of the lower oesophagus 
local resection and anastomosis to the jejunum has been 
successfully performed. 


PREGNANCY IN DIABETICS 
Many workers have shown that the pattern of production 
of chorionic gonadotrophin (C.G.) in normal pregnancies, 
as reflected by its level in the blood or its excretion in the 
urine, is remarkably uniform. After conception the hor- 
mone rapidly increases in amount, so that between the 
fortieth and eightieth days of pregnancy a peak excretion 
occurs of 25,000-30,000 i.u. in 24 hours. There follows 
a rapid fall, and from the hundredth day of gestation 
until parturition about 4,000-10,000 i.u. are, excreted each 
24 hours. Departures from the norm have been claimed 
to occur with statistically significant frequency in preg- 
nancies complicated by diabetes and by late to.xaeniia. 
For these observations credit is principally due to Priscilla 
White and to O.W. and G. van S. Smith, who have elabo- 
rated a complex theory of hormonal imbalance in a long 
series of papers. The characteristics of this imbalance are 
said to be deficiencies in production of oestrogen and pro- 
gesterone by the placenta, with a reciprocal rise in C.G. 
levels, the latter being explained as a failure of “ utiliza- 
tion ” of this hormone by the placenta. White* found such 
an imbalance in more than 75 % of patients in a consecutive 
series of 300 pregnant diabetics. By treatment with oestro- 
gen and progesterone she obtained a foetal survival rate 
of 90%, compared with only 47% for an untreated control 
group (which, it should be noted, was one-third less in 
size), and the incidence of pre-eclampsia was reduced from 
50% to 5%. The effectiveness of the treatment was ascribed 
to its having restored the hormone balance to normal. 

^ Petin^ mt'a.^y.. _l947, 50. 705.^ 

jR/^n^mrsuthAMual Conference on Infenilily in ifae Btisiik Medical 
jMrnal. 1«9, 2, 609. 


The Smiths** have maintained that late pregnancy toxaemia, 
which occurs frequently in diabetics, is always preceded by 
the hormonal imbalance mentioned above, and they have 
obtained encouraging results by the prophylactic adminis 
tration of stilboestrol to patients whose previous preg- 
nancies had been complicated by toxaemias. On the other 
hand, by no means all workers have been able to confirm 
these findings, either in so far as they relate to the hormone 
levels in blood and urine or to the effects of treatment with 
oestrogens. Indeed, Snaith^ has recently reported an un- 
expectedly high incidence of toxaemia in a group of patients 
with habitual abortion treated with oestrogens, even though 
the proportion of live births in the treated patients war- 
higher than would have been expected on a chance basis 
Elsewhere in this issue Dr. J. A., Loraine reports tbr 
results of his studies on the e.xcretion of chorionic gonado- 
trophin by pregnant diabetic women. This careful work 
clears up at least some of the obscurities in the endocrine 
logy of obstetrics, for it leaves no doubt of the existence ol 
increased C.G. excretion in some cases of diabetic preg- 
nancy, though the absence of a departure from normal in 
no less than eight out of fourteen cases is noteworthy. That 
the administration of stilboestrol depresses the level of C.G 
excretion in both normal and diabetic pregnancies also 
appears to have been established beyond doubt. However, 
the important additional information provided by these 
studies is that in spite of continued administration of stilb- 
oestrol, even in increasing dosage, the ' C.G. excretion 
soon rises to. and may indeed surpass, its previous levels 
Temporary interruption of stilboestrol treatment seems to, 
restore the sensitivity of tlie response, at least for a time 
It might, therefore, be a wise plan to administer stilboestro' 
in interrupted courses to these patients, if it can be accepted 
that depression of the elevated C.G. excretion is an object 
to be desired. Dr. Loraine's paper provides no evidence 
on this last point, since most of his patients were delivered 
before term by caesarean section. In no case was the 
baby characteristically oversize, and in one case at least 
mild pre-eclampsia developed while the patient was actu- 
ally receiving stilboestrol. Clearer understanding of the 
underlying causes of these abnormalities will eventually 
lead to improved methods for reducing the foetal mortality 
and preventing the onset of late toxaemia in diabetic 
pregnancies. 


ANIMAL EXPERIMENTS 

It is constantly being asserted by anti-vivisectionist societies 
that animal experiments have not made any contribution to 
medical progress. Little attempt is made to counter this 
distortion of fact, for the publications and lectures of the 
Research Defence Society, excellent though they arc, do 
not reach the general public. Another organization doing 
useful work is the Universities Federation for Animal Wel- 
fare : its handbook. The Care and Management of Labora- 
tory Animals, was reviewed in the Journal some months 
ago (July 20, p. 20), and an annotation on laboratory 
animals appeared in the same issue (p. 26). The Federa- 
tion’s latest publication* is entitled How to Befriend Labo- 
ratory Animals. The sincerity of the author is obvious, 
and the problem is looked at from many sides by one 

i Hume, C. W., Ifow to Befriend Laboratory AnlmaUt 1949. Price 3d. 
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deeply sensitive to the infliction o£ unnecessary pain on 
either man or beast. Not everyone will agree that “ there 
is no reason except prejudice for preferring that an animal 
rather than a random human being should suffer pain," 
but nevertheless the general conclusions about the value , 
of animal experiments are stated in unequivocal language. 

‘‘ Anyone who says that medicine, in as far as it has become 
scientific, does not depend on physiology, pathology, or 
pharmacology, or that these sciences could have progressed 
so far as they have without experimenu on animals, is so 
obviously talking through his hat that he puts himself out 
of court and wrecks his chance of being taken seriously." 

While justifying the need for animal experiments, the 
author of this pamphlet makes valuable criticisms. The 
improvement of the status of the animal attendant is impor- 
lant. Too often the position of “ animal boy " is a despised 
one, anff yet the care of animals requires very special 
abilities, and the success of experimental work largely 
depends on the handling of the animals before and after 
their time in the laboratory. Need for increased expendi- 
ture on animal accommodation is also stressed and should 
be considered in future schemes of development. This is 
particularly important in view of the need for developing 
techniques for the study of function by long-term experi- 
ments uncomplicated by anaesthesia. Inclusion of a veteri- 
nary surgeon among the Home Office inspectors is also an 
excellent suggestion. The author also does good service 
in pointing out the irrational attitude towards certain 
favoured species, notably dogs. It would seem that if the 
dog were exempt from experiment the causation of pain to 
less popular animals, such as rats, would be a matter of 
much less concern. No good reason exists for making such 
a distinction The scientist, who does not wish to cause 
unnecessary pain to either dog or rat, prefers to choose his 
species for its suitability to his problem and not on 
emotional grounds. Choice of experimental animal is 
referred to elsewhere in this issue by Professor Samson 
Wright, who draws attention in a book review to the great 
difficulty of obtaining dogs and cats in sufficient numbers. 
Ihis is undoubtedly having a deleterious effect on both 
teaching and research in physiology and, ultimately, on 
medical progress. 

r The present position is ridiculous. Parliament has recog- 
nized the value of animal experiments in medical research, 
and through licences issued by the Home Office givps pro- 
tection to those doing the work. The University Grants 
Committee and the Medical Research Council, financed by 
the taxpayer and responsible to the Government, make 
money available for the purchase of animals which are both 
very scarce and very expensive. At the same time the 
police, under Home Office guidance and also financed by 
the taxpayer, assist in the collection and destruction of 
tens of thousands of stray animals every year, with the 
express aim that these shall not become available for 
medical research. .This is both hypocritical and wasteful. 
Professor Samson Wright suggests an official approach by 
the Physiological Society to the Home Office, but it would 
seem that the approach might have more chance of success 
if supported by other bodies with wider interests. Any 
Government must hesitate about introducing legislation 
which might lose votes. But it is possible that the risk is 
exaggerated. A few years ago diphtheria immunization 


was a similar controversial subject, and novy, thanks to 
courageous action and a well-conducted campaign of public 
enlightenment, it has proved to be a great boon to the 
health of the public. 


MEDICAL PRACTICES ADVISORY BUREAU 

A year ago the B.M.A. set up the Medical Practices Advi- 
sory Bureau to help doctors enter medical practice. Most 
of its work has been done in the field of general practice, 
since hospital appointments are advertised in the Press and 
a'pplicanU compete for them as before. But it has never- 
theless been able to advise many doctors in finding suit- 
able posts outside general practice. The most popular way 
of entering general practice is still by means of assistant- 
ship, and the Bureau has performed a valuable service in 
bringing together principals and assistants. 

An unexpected finding of the Bureau's first year of work 
is that entry into general practice is easier than many 
believe, though lack of suitable housing is an obstacle in 
some places where an assistant or partner is sought. In 
general there is no difficulty in entering practice for a young 
man with ordinary qualifications who does not mind where 
he practises and is willing to accept the remuneration 
attached to the bottom rung of the ladder. Increasing age 
is a hindrance as in other walks of life, and doctors over 
40 are certainly handicapped by their years. It is also regret- 
tably true that refugees from foreign countries, arnong 
whom there are many doctors, have greater difficulty in 
finding openings than their British colleagues — a situa- 
tion confined neither to the medical profession nor to 
Britain. But perhaps the greatest problem that the Bureau 
has had to contend with arises from the " territorial 
demands ” of the applicants, who naturally enough often 
specify certain areas of the country where they wish to 
practise. In most cases these areas already have sufficient 
doctors. Even so, the Bureau has had some disappointing 
experiences. On several occasions it has informed over 100 
doctors of a vacancy that seemed to conform with their 
desires, yet only a dozen or so have applied. Recently, for 
instance, a principal in the Home Counties earning over 
£5,000 a year offered a one-third share of the practice after 
a preliminary assistantship of twelve months, &e share 
rising to two-fifths in five years, and to 48% in ten years. 
.V small modern house was available to rent at 30s. a week. 
The Bureau sent the details to more than 130 doctors : 
fewer than 20 responded. 

Now that general practitioners are gaining experience of 
the Health Service many of them who a year ago were 
doubtful about taking assistants or partners are deciding 
to do so. At present the Bureau is filling about 50 % 
of the vacancies referred to it, whereas nine months 
ago the figure was about 30%. Certainly the Bureau has 
found no evidence to-support allegations that principals 
- tend no longer to seek partners but prefer a succession of 
assistants. As the director said in his report' : “ Contrary 
to expectation, there seems to be an increasing tendency 
for the retiring doctor to wish to preserve the practice 
as an entity by securing the in troduction of a 'logical 
^ British Medical Jour/uJ SuppU/Tjfnf, 1949 , 2 , 226 .' 
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successor ’ or by taking in a partner for a longer or shorter 
period.” 

The services of the Bureau are free4o members of the 
B.M.A., and that doctors are finding it useful is clear from 
the steady increase in the numbers who seek its help. Its 
offices are at B.M.A. House in London, at 7, Drumsheugh 
Gardens, Edinburgh, and at 33, Cross Street, Manchester. 


VTTAIVHN C AND BENZENE POISONING 
Having observed that the symptoms of scurvy resembled 
those of benzene poisoning, Meyer^ carried out the experi- 
ment of giving large amounts of ascorbic acid to guinea- 
pigs in order to find out if they became more resistant to 
benzene : he found that they did. Friemann- measured the 
output of ascorbic acid in the urine of men exposed to 
benzene fumes and found it reduced, and Forssman and 
Frykholm^ observed signs of vitamin-C deficiency in the 
majority of 26 men exposed to benzene fumes, as compared 
with 23 men in the same industry who were not exposed 
to the fumes. The relation between vitamin-C deficiency 
and exposure to benzene fumes has now been more fully 
studied by Ekman,'* who used large numbers of guinea- 
pigs and came to the following conclusions. Guinea-pigs 
exposed to benzene vapour daily lose weight and die. The 
administration of large amounts of ascorbic acid gives 
some protection, since they gain weight and not all of 
them die; to obtain complete protection the guinea-pigs 
must be given not only ascorbic acid but also cucumber 
or citrin. Cucumber contains large amounts of ascorbic 
acid oxidase, an enzyme which increases the breakdown of 
ascorbic acid in the body. Ekman considers that this 
oxidase accelerates the rate at which ascorbic acid breaks 
down the benzene molecule. Thus the protection given 
against benzene by ascorbic acid and cucumber depends on 
the fact that these agents furnish a means of destroying 
cyclic compounds like benzene. 


PAIN OF VISCERAL ORIGIN 


The mechanism of visceral pain is still a matter for specu- 
lation, mainly because it is difficult to obtain rdiable 
factual information. The investigator is dependent on 
the- patient’s interpretation of the sensations which various 
mancEuvres may provoke. Furthermore, the patient may 
be under the influence of drugs at the time or affected 
by a very natural anxiety. Nevertheless, certain constant 
responses have been noted, and recent investigations have 
added fresh information about visceral sensitivity. The 
earlier teaching that the viscera are at ail times insensitive 
to ordinary stimuli must be modified in the light of the 
findings of Kinsella,^ Brown, and Bentley.^ There can 
be no doubt that an inflamed or diseased area -in a viscus 
can be tender to direct pressure, and even normal organs 
— for instance, the testes — may be sensitive. The pain is 
not well localized, due partly to the relatively small num- 
bers of afferent nerves from the viscera and partly to 
the sensorium being uneducated to interpret these rare 
sensations. As a result, the tendency is to relate the pain 


1 2 VitiWiinfo'Sch.. Wl. 6. S3. 
i ,4rchs i9Jd, 7, -.78. 

3 Al ta tn<rd sfunJ, t942, 123, 256. 

4 Acta Pharmacol. Toxicol.^ 1947, 3, 261. 


to the embryonic position of the viscus. Bentley* has 
demonstrated that the afferent fibres travel via the 
splanchnic nerves, since he found that splanchnic block 
abolishes the tenderness of a peptic ulcer. Stretching or 
spasm of the muscle of the hollow organs of the abdomen 
causes pain which is mediated by the same nerves. Such 
pains may be associated with voluntary guarding, but not 
as a rule with true involuntary rigidity. This latter is 
largely dependent, as Morley showed, on irritation of the 
parietal peritoneum and, with acute local tenderness, is the 
most reliable sign of inflammation in the abdomen. 

Though it seems clear that visceral and parietal irrita- 
tion causes distinct sensations of pain carried by different 
nerves, the question remains whetlier there is a place for 
Mackenzie’s old theories of the viscero-cutaneous refer- 
ence of pain and of viscero-motor reflexes. So far as the 
abdomen is concerned there is little need to invoke these 
hypotheses, except perhaps for the unilateral rigidity of 
renal colic. But the radiation of pain in angina pectoris is 
difficult to explain otherwise, and the concept of an irritable 
focus in the spinal cord has recently been reintroduced 
to account for certain ill-understood painful states in the 
upper limbs.® Though much remains to be learned, it 
is now possible to interpret with fair accuracy pain and 
tenderness due to visceral disease. 


MEDICINE, 1900-50 

Anyone born in the year 1900 probably likes to think of 
himself as a child of the twentieth century. But according 
to the Astronomer Royal he is not ; he belongs appar- 
ently to file nineteenth century. The cause of tlie dis- 
appointment is that there was no a.d, 0, or at least no a.d. 0 
has been admitted by the chronologists. The error having 
started so far back, no one has yet had the common sense 
to say outright that the first century by some mishap con- 
tained only 99 years. If this convenient and charming 
fiction had been adopted there would not have occurred 
at intervals of 50 years since pedantic discussions about the 
beginning and end of centuries. According to The Titnes^" 
Kaiser Wilhelm II declared firmly tliat 1S99 was tlie last 
year of the nineteenth century. To-day we find ourselves 
in the much better company of France, whose Ministry o} 
Justice has decreed that on Sunday, January 1, 1950, France 
will enter the second half of the twentieth century.” On 
the reasonable assumption that 50,000,000 logical French- 
men cannot be wrong, this Journal in its issue of January 7 
will celebrate the first half of the twentieth century by pub- 
lishing a special symposium on the theme “ Fifty Years of 
Medicine.” It will do that firm in tiie conviction that at 
least no one will hesitate to celebrate January 1, a.d. 2000. 
as a remarkable date in the history of the human race. 


Dr. Hotvard Nicholson will deliver the Gouistonian Lec- 
tures before the Royal College of Physicians of London 
(Pall Mai! East, S.W.) on Tuesday and Thursday, Janu- 
ary 10 and 12, at 5 p.m. His subject is “Suppurative 
Pneumonia." 


s It'll. J. Surj.. 1940, 27. 449. s tor.-/. 1949, 1, 994. 
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TREATMENT OF PULMONARY TUBERCULOSIS WITH PARA-AMINOSALICYLIC 

ACID AND STREPTOMYCIN 

PRELI^^NARY REPORT , 


clinical trial of p-aminosalicylic acid (PAS) and strepto- 
mycin in pulmonary tuberculosis was undertaken in 1948 
by the Medical Research Council, with the co-operation of 
the British Tuberculosis Association. The trial is not yet 
completed, but certain results already obtained are of such 
importance that the joint committee responsible for guid-- 
ing the trial has decided to issue the following preliminary 
statement. 

A major disadvantage in the use of streptomycin is that 
the period of effective therapy is limited in many patients 
by the emergence of streptomycin-resistant strains of 
tubercle bacilli after five or more weeks of treatment. It 
has been thought by many workers that the addition of 
another tuberculostatic agent might be sufficient to suppress 
the resistant-strains, which in the initial phases are present 
in very small numbers ; published reports on a few cases 
treated with PAS and streptomycin have been encouraging. 
The present investigation was planned to examine, by the 
method of controlled trial, the possibility that PAS has 
this property, and at the same time to assess the clinical 
effect of this drug atone and in combination with strepto- 
mycin, Accordingly, three treatment groups of over 50 
cases each were observed: (a) PAS alone (20 g. of the 
sodium salt daily) ; (b) streptomycin alone ( 1 g. daily) ; and 
(c) both drugs together (20 g. of the sodium salt of PAS 
and 1 g. of streptomycin daily). The methods were similar 
to those employed in the first M.R.C. clinical trial of 
streptomycin in pulmonary tuberculosis (British Medical 
Journal, 1948, 2, 769), and the type of case was again 
defined as follows: acute rapidly progressive bilateral 


pulmonary tuberculosis, of recent development, unsuitable 
for collapse therapy, in young adults aged 15 to 30. After 
acceptance for the trial by a panel, patients were allocated 
to one of the three treatment groups by a method 
of random selection. The prescribed treatment was given 
for three months in each case. Clinicians and pathologists 
at eleven hospital centres have co-operated in this investi- 
gation, keeping uniform records, employing standard 
clinical and bacteriological procedures, and reporting 
results at regular intervals to the Council’s Tubercu- 
losis Research Unit, where the grouped results have 
been analysed. 

For this well-defined type of case of pulmonary tuber- 
culosis the trial has demonstrated unequivocally that the 
combination of PAS with streptomycin reduces consider- 
ably the risk of development of streptomycin-resistantstrains 
of tubercle bacilli during the six months following the start 
of treatment. This conclusion is applicable so far only to 
the acute form of disease treated, and it remains to be 
seen whether the same results are obtainable in other forms 
of tuberculosis amenable to streptomycin therapy. Further- 
more, the conclusion is applicable only to the large dose of 
PAS used ; this dosage causes discomfort in some patients, 
and it has been agreed to find out, by further trials, whether 
smaller doses would achieve the same result. It must be 
stressed also that streptomycin is effective only in certain 
forms of tuberculosis, and the finding reported here must 
not be interpreted as indicating that a combination with 
another drug will be effective in those forms in which 
little result would be expected from streptomycin alone. 


REFRESHER COURSE FOR GENERAL PRACTITIONERS 
ANALGESIA IN CHILDBIRTH 

BY 

,C. LANGTON HEWER, M.B., ^LR.C.P., F.F.A.R.C.S. 

Senior Anaesthetist, St. Bartholomew’s Hospital 


One of the first facts the medical student is taught when 
starting'his course in obstetrics is that labour is a physio- 
logical function. It does not take him long to find out that 
however physiological the process may be it is usually 
accompanied by pain, which may be severe. To alleviate 
this pain without danger to mother or child has been a 
problern facing obstetricians and anaesthetists for over a 
century' ; now it is known that not only the mother but the 
baby benefits from painless childbirth. 


Suggestion 

It can safely be said that there is no knorvn metho< 
of achieving general or local analgesia with drugs whici 
may not either affect the course of labour or have som( 
deleterious action on the mother or foetus. The onlj 
absolutely safe method of analgesia is that obtained bt 
suggestion, one form of which i? associated in this cquntn 
with the name of Dr. Grantly Dick Read. The theoretica 
basis of this technique depends upon the assumption thai 
fear cai^es a sympatheticotonia which makes the circulai 
fibres of the cervical sphincter contract. In turn the longi- 


tudinal fibres of the upper uterine segment increase their 
tension to overcome the obstacle, and eventually the 
threshold of pain is crossed — “ A tense woman means a tense 
cervix and a long and painful labour.” This is probably 
an over-simplification of a complicated process, but there 
is no doubt that antenatal suggestion combined with relaxa- 
tion at crucial times of the labour can wo.rk wonders with 
a co-operative patient. Unfortunately, this technique makes 
heavy demands on the doctor’s time and patience, and in 
these days it is frequently impracticable. 

General Analgesia by Volatile Drugs : Chloroform 
All volatile anaesthetics are to some extent analgesic 
when given imsubnarcotic concentration, and most of them 
have been employed in this way in obstetrics. Chloroform 
analgesia has been in use for over a century, and the method 
K knqwn as h la reine,” since John Snow practised it on 
Queen Victoria in 1853 during the birth of Prince Leopold 
Lhloroform analgesia is still widely used in rural areas of 
Great Britain, and general practitioners often fit up some 
type of Junker’s apparatus and mask so that the patient 
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can obtain relief by hand-pumping. If chloroform must be 
used, Mennell’s bottle is probably the safest auto-inhaler as 
it cannot be upset and is difficult to overfill. The tubes can- 
not be connected up wrongly, and the vapour concentration 
is normally insufficient to produce loss of consciousness. 
Capsules containing 20 min. (1.2 ml.) of chloroform have 
also been used : they could be crushed and placed under a 
mask to produce analgesia. Although it is probable that 
primary cardiac failure is less likely to occur during labour 
than at other times, chloroform is a to.xic drug to both 
mother and child and its use is not to be encouraged. 

Trichlorethylene 

■■ Trilene ” (purified trichlorethylene) has largely replaced 
chloroform as an analgesic in labour, since there is no 
doubt that it is less toxic to the liver and much less likely 
to cause primary cardiac failure. The most popular 
auto-inhaler in this country is Freedman’s, a “ draw-over ” 
apparatus which delivers a vapour concentration of about 
0.65% trilene in air. A hole near the facepiece must be 
covered by the patient’s finger before trilene vapour can be 
inhaled, and thus acts as a safety device. This method is so 
convenient and reliable that an investigation was instituted 
by a committee of the Royal College of Obstetricians and 
Gynaecologists to see whether it could be used by unsuper- 
vised midwives. A study of 2,354 cases showed that the 
technique was most efficient, only 7 % of the mothers being 



The Freedman iphaler. (By permission of A. Charles King, Ltd.) 


dissatisfied with the relief obtained. There was no evidence 
of increased risk to mother and child, but the committee did 
not recommend that legislation be passed for the method 
to be used without medical supervision. Other “draw- 
over” inhalers have been devised with which the vapour 
concentration can be varied to suit the individual patient, 
one of the simplest and most efficient being the “ cyprane.” 
The O.xford ether vaporizer can also be used for the same 
purpose; 7.5% on the ether calibration is equivalent to 
approximately 1.5% trilene. 

Nitrous Oxide and Air 

( Nitrous oxide and air analgesia was popularized in 1933 
by Minnitt, who adapted a McKesson oxygen-therapy 
apparatus for the purpose. .Modern machines deliver about 
45% nitrous oxide in air and work on the intermittent-flow 
principle, so that no gas escapes when the patient raises the 
facepiece. The air-hole normally covered by the patient’s 
finger acts as a safely device. Gas and air should not be 
started too early in labour, and certainly not before 
the uterine contractions are causing discomfort. This 


will probably be at about five-shillings dilatation of the 
cervix. It is essential that inhalation be started at the very 
first warning of a pain. Between the pains, restful sleep is 
usually obtainable. ' 

During the second stage of labour, inhalation of gas and 
air is stopped at the height of a pain and the patient asked 
to bear down while holding her breath. Further inhalations 
of the mixture can be taken after each effort. As the head 



The Minniu gas-air apparatus (portable model). The Chassat 
Moir attachment has been added to the delivery tube where it leaves 
the machine. With the cylinder valve open the 2.5-Utre bag will 
fill with pure nitrous oxide— the first three or four breaths will be of 
nitrous oxide alone, after which the patient inhales the standard 
nitrous-oxide-air mixture. (By permission of A. Charles King, Ltd.) 

is crowned, continuous inhalation should be given until the 
birth of the child, the patient being instructed not to bear 
down. 

Pure nitrous-oxide-air analgesia administered from an 
approved apparatus is the only form of inhalation which 
may be given without medical supervision by midwives 
trained in its use. Since July, 1946, all pupil-midwives must 
take a course of instruction and be found proficient before 
enrolment as midwives. Nitrous-oxide— air analgesia is 
extremely safe and non-toxic apart from the slight risk of 
anoxia. The analgesia is, however, not always so complete 
as is desirable and the onset is rather slow. The former 
disadvantage can be overcome fay adding a trace of trilene 
vapour to the mixture by some device such as a Row- 
botham’s bottle plugged into the circuit. A more rapio 
onset of analgesia can be obtained by starting each inhala- 
tion with two to three breaths of pure nitrous o.xide fol- 
lowed by the gas-air mixture. A Chassar Moir attachment 
enables this to be done. It must, however, be clearly under- 
stood that any modifications to standard machines disqualify 
midwives from using them without supervision. The weigh! 
and bulk of the necessary apparatus constitute a definite 
disadvantage when gas-and-air analgesia is used in domi- 
ciliary practice. In addition to Minnitt’s apparatus certain 
other types of intermittent-flow machines, such as the 
“Am well ” and the “ Jecta,” are recognized as safe for use 
by midwives. 

Nitrous Oxide and O.xygen 

The substitution of oxygen for air diminishes the risk of 
anoxia but renders the method impracticable for midwives 
and increases the bulk and weight of the apparatus. It is, 
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however, probably J°en the cmifs'e of' labour by 
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perineal sutures have to be inserted. 

Analgesia by Non-volatile Drugs 
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bromethoU recently pethidine and 

barbital Employed but unfortunately all these 

physeptone have been empj^_J^^ contractions and to depress 
drugs-tend to , ■ jn^possible in this article to 



Intravenous procaine has also been used, and is said to 
be satisfactory. It is injected as a slow intravenous drip in 
a dilution of 1% in 5% aqueous glucose solution. It should 
be noted that it is unwise to exceed the rate of injection of 
20 mg. of procaine per minute, or tachycardia, muscular 
twitching, and finally convulsions may ensue. 

Local Analgesia 

In order to be successful local analgesia for childbirth 
must obviate the pain both of the uterine contractions and 


fractional caudal claimed for it. Very briefly, the 

extremely good “ insertTon of a malleable needle or 

technique consists ‘ ^ j,j^tus into the caudal 

a ureteric catheter th ^ ^ analgesic- solution such 

canal and injecting clearly realized that this 

' I nnwn S s^U therefore be seen that the method 
dtrd'a skflled team -rhing in hospital and it . outs.de 

tissues by infiltration on each side of the midline half-wa> 
baween the anus and the edge of the perineum. 

Spinal analge,sia has been given a good trial, and, thou 
it still has some advocates, the general feeling t^at it . 
uUa sLtory for labour. There would seem to be an 
Setion of the circular fibres of the uterus combined 
with underaction of the longitudinal muscle, so that the 
organ contracts violently with dinumshed expulsive power 
This would appear to be borne out by the fact that 
spinal block is frequently successful in the treatment of 
post-partum haemorrhage due to uterine atony. 

, Conclusions 

From the foregoing remarks it will be obvious that there 
is an almost infinite choice in the possible techniques of 
analgesia for childbirth. There are bound to be consider- 
able differences of opinion about their relative merits, but 
my own views are as follows: 

(1) If an experienced anaesthetist is available, the safest 
and best method is nitrous-oxide-oxygen inhalation, inter- 
mittent during the pains of the late first and second stages 
and continuous during the birth of the child. 

(2) If a general practitioner is present, the midwife can 
give trilene and air under his supervision with some type of 
auto-inhaler such as Freedman’s. Alternatively, the gas. 
gas-air sequence can be used with the Chassar Moir attach- 
ment to a Minnitt’s apparatus. 

(3) If only the midwife is present, inhalation of a gas-air 
.mixture from an approved machine is the only permissible 
method. 

(4) If the delivery is taking place in the service of an 
obstetrical unit at a large hospital some local technique such 
as fractional caudal block may prove e.xcellent. 

It should be mentioned that only normal labours in 
healthy mothers have been considered in this article. 
Pathological conditions may necessitate some modifications 
of the analgesic technique. 


The Scientific Film Association is conducting for its informa- 
tion service a. national survey of makers, owners, and . users 
of scientific films. It would be glad to be informed of the name 
and address of the makers of such films, the gauge and running 
time, and a brief synopsis of contents. Particulars of the 
association’s work, may be obtained from the secretary at 4. 
Great Russell Street, London, W.C.I (Telephone: MUSeum 
2403). 
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BRITISH ORTHOPAEDIC ASSOCIATION 

ANNUAL MEETING 

The annual meeting of the British Orthopaedic Association was 
held at Bristol from October 13 to 15 under the presidency of' 
Mr. S. A. S. Malkin (Nottingham). 

Orthopaedic Surgery and Traumatic Surgery 

A discussion on the relationship of orthopaedic surgery to 
traumatic surgery was opened by Mr. William Gissane 
(Birmingham). He said that 80% of patients were admitted 
to casualty departments because of accidents, and only 10% 
required reference to the medical or general surgical depart- 
ments. The casually department had often proved a barrier 
to prompt and effective treatment, and control of these depart- 
ments might justly be claimed an orthopaedic commitment. 
Fractures provided but a small part of the work of accident 
services. Accident hospitals like that at Birmingham could 
be developed for a population of about two million people, 
and should receive at once, both on economic and on clinical 
t.‘jund.s, injuries of a specialized nature. An accident unit 
should retain and develop its relationship with surgery as a 
whole, and' every accident ' hospital should be attached to a 
teaching hospital. After preliminary experience in general 
surgery and full training in orthopaedic surgery, intending 
traumatic specialists should acquire at least the first pnnciples 
of plastic surgery and thereafter gain practical knowledge of 
the. work of a special accident unit. 

Mr. E. A. Nicoll (Mansfield) said that traumatology was now 
practised in thrfie ways; in conjunction with orthopaedics; as 
part of general surgery ; and as a specialty in its own right, a 
status which was hardly yet justified, and which in any event 
was inseparable from an orthopaedic training. Better distribu- 
tion of orthopaedic surgeons was required. • 

Mr. H. Osmond-Clarke (London) considered that accident 
units should usually be situated in general hospitals, maintain- 
ing close contact with teaching hospitals. Whether the surgeon 
confined himself to traumatic work or not, training in general 
and orthopaedic surgery was essential. Mr. Rainsford Mowlem 
(London) emphasized the importance of full co-operation in 
any traumatic unit between plastic and orthopaedic surgeons. 
Mr. R. H. Metcalfe (London) referred to one Metropolitan 
region in which registrars had been enabled to gam a varied 
experience by working in rotation through appointments in 
casualty departments, wards, consultative out-patient depart- 
ments. and long-stay orthopaedic hospitals. 

Mr. Bryan McFarland (Liverpool) considered that an acci- 
dent unit should be within a general hospital, with an ortho- 
paedic surgeon in charge. The co-operation of a plastic 
surgeon in the treatment of injuries and in the training of 
orthopaedic specialists was desirable. Miss M. Forrester- 
Brown (Bath) referred to the Ontario scheme of postal advice 
upon radiographs. The president hoped that this expedient 
would not be followed. Mr. H. Langston (Southampton! con- 
sidered that Mr. Metcalfe's scheme for registrars was excellent, 
pending the formaiion of large accident units. 

Mr. Norman Roberts (Liverpool) said that the accident unit 
should be situated in a general hospital. The casualty dcp.irt- 
ment should be controlled by the accident service and directed 
by the orthopaedic surgerin. Mr. J. C. Scott (Oxford) deplored 
the inadequate orthopaedic training of many traumatic suraeons. 
Mr. E. N. Wardle (Liverpool) regretted the frequent appoint- 
ment of the most junior member of a general hospital staff 
to the casualty or accident department. Mr. Roland Barnes 
(Glasgowt advocated an accident unit under the control of the 
orthopaedic department in every teaching hospital. 

Professor George Perkins (London) thought it was generally 
agreed that everyone practising orthopaedic or traumatic 
surgery must be properly trained, and also that traumatology 
was not to be encouraged as a specialty. The president took 
the same view and said that practical experience was more 
important than a special degree. The eniph.isis should be on 
training in general orihopaed'c surgerv. and there.afier on special 
training in the principles of plastic surgery and traumatology. 


Lesions of the Lumbar Intervertebral Disk 

Mr. J. Pennybacker (Oxford), on the basis of 800 cases, 
mentioned first the importance of differentiation from cases 
of neoplasm, which were often misleading in their symptoms, 
but in which the neurological signs were usually progressive. 
Occasionally radiographs would show scalloping of the vertebral 
bodies or increased width between the pedicles ; lumbar punc- 
ture usually revealed an increased protein content of the cerebro- 
spinal fluid, and as a rule myelography established the diagnosis. 
Other conditions which might cause d.fficulty in diagnosis 
were tuberculous arthritis, metastatic carcinoma, and spondylo- 
listhesis. 

No lesion was found at operation in 3% of cases. Naffziger’s 
sign and pain on lumbar pressure with the patient prone were 
imporlani diagnostic aids. Treatment should follow the lines 
of rest in bed, a plaster jacket for six weeks, and thereafter a 
corset, operation being reserved for cases which were resistant 
or in which there were frequent recurrences. Manipulation 
was dangerous. Exploration must be .extensive, including the 
fourth and fifth lumbar and the first sacral roots without lamin- 
ectomy ; both sides should be explored and the theca opened. 
Arthrodesis was usually performed only if relief was incomplete. 

Mr. E. N. Wardle (Liverpool) regarded retropulsiod of' a 
disk as secondary to loss of equilibrium of the whole spine 
and loss of elastic reaction in many disks. A plaster jacket, 
applied in head suspension, had given complete relief in 60% 
of cases. Mr. J. R. Armstrong (London) detailed the causes of 
operative failure. Sometimes there was no lesion, or, more 
ohen. exposure was at the wrong level or a midline disk lesion 
made disclosure difficult. A double lesion was found in about 
20% of cases ; a bilateral lesion might need exposure on both 
sides. In some cases insufficient removal might allow further 
protrusion ; or a previously healthy disk might prolapse. In 
other cases a nerve root might be damaged or might become 
adherent ; there might be arthritis of intervertebral joints. 
Arthrodesis at the time of the first operation he condemned as 
unnecessary. It increased the complications and danger, and 
demanded a more prolonged post-operative immobilization. 
Where it was necessary, arthrodesis could more conveniently 
be undertaken later ; it was difficult to repeat an operation on 
a nerve root after an unsuccessful arthrodesis. 

Other Subjects 

A number of short papers were presented on a variety of 
subjects. 

Protrusions of Cervical Disks. — Nfr, G. L. Alexander (Bristol) 
referred first to nerve root compression. He ascribed the fre- 
quent involvement of the sixth and seventh cervical roots to 
their thickness ; the eighth cervical root, also thick, escaped 
because its course was less oblique and it was less prone to 
stretching by cervical and shoulder movements. In cord com- 
pres.sion the symptoms and signs were often confused ; lumbar 
puncture seldom helped, but myelography might. Cord com- 
pression called for laminectomy and removal of the displaced 
maieriul. Operative results were imperfect, 

La’nhoite . — Professor J. Verbrugge (Antwerp) painted a vivid 
picture of Monsieur Lambotte, an early 'pioneer of bone suture. 
At 85 this versatile and ingenious surgeon still operated 
occasionally. * 

Fractures of the Upper End of the Radius in Children . — 
Mr. C. C. Jeffrey (Birmingham) confined his remarks to frac- 
tuies through the neck of the radius and separation of the 
upper epiphysis. .Most were abduction injuries, the position 
of the forearm determining the direction of the tilt, which 
could be estimated before reduction by radiography in various 
posiiions of rotation. Closed reduction was performed by 
digital pre.ssure on the radial head in an appropriate degree 
of rotation with adduction of the elbow. The late results were 
goo'd provided the radial head had not been completely dis- 
placed. Occasional premature fusion was much more likely 
if there had been complete separation, and would lead to 
deformity of the head of the radius and limitation of movement. 

Experimental Rupture of the Medial Ligament of the Knee . — 
Mr. E. A. Jack (Edinburgh) had studied the results of 
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Breast milk is the natural food for the human infant. 
Surely then, the indicated substitute is one which approxi- 
mates most closely to breast milk ? 

In Humanised Trufood this close approximation to 
hiunan milk is achieved by breaking down cow’s milk into its 
constituents, and then re-assembling them in proportions 
similar to those of breast milk. Spray-drying at a low tem- 
perature then ensures that the fat is in a finely emulsified 
state. Naturally all this entails the use of costly technical 
processes. 

The result is not a cheap product, but a reasonably priced 
one which has a balance of nutrients similar to that of 
breast milk : the protein, for instance, is similar not only in 
quantity but also in ratio of casein to soluble protein. For 
this reason Humanised Trufood is the indicated substitute 
in all cases where breast-feeding is not possible. 

.Vote the similarity bettueen Humanised Trufood and breast 
milk and the contrast of both zuith cozo's milk. 


Hu*ruxn*^*<i 

TRUFOOD 


BREASTMILK 


COWS MILK 



THERE ARE PLENTIFUL SUPPLIES 

OF TRUFOOD AVAILABLE 


Enquiries about Trufood products or matters in which the experi- 
ence of Trufood experts may be of value should be addressed to 
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THE INT.RAVAGINAL ^TAMPON 

IN MENSTRUAL HVGIEN,E 
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All important 


clinical 

Significant facts 
obtained by the close 
observation of 25 parous 
and nonparous ivomen 


In view of the inereasing use of the intravdginal 
tampon for the absorption of the menstrual flow, the 
following important study was undertaken to deter- 
mine whether or not this method of sanitary control 
is safe and not prejudicial to health. 

Twenty -five women — parous and nonparous — 
were selected and were under daily institutional 
observation during two successive catamenial periods. 
Ranging in age from twenty-one to forty-five, some 
had previously used tampons, others had not. 

The following summary indicates clearly the 
findings of the study, 

1. In not a singio instuuco was thero* any oviclonca of local 
irritation brought about by tho uso of the tampons. ‘ ' 

*2. No uteriiio cramps, auggestivo of 
block of tho uterino.llow or damming 
back into tho tubes wero reported in 
any case of this series. 

3. No bladder irritation was reported. 

4. The average number of tampons 
used in a period was ton. ^ 

5. In cases in whicli a cervical erosion 
was present, neither tho amount of 
bleeding nor tho character of the 
erosion was altered by tho uso of tho 
tampons. 

6. Thoro was no approciablo diiTcronce 
in tho bacterial flora of tho vagina and 

cervix, as determined' by smear and culture, before menstru- 
ation and after tho uso of tho tampons during tho menstrual 
period. 

7. Thero was no appreciable diflqronco in tho pH of tho vaginal 
or cervical secretions before menstruation and after tho uso uf 
the tampons during tho period. 

8. Absolute comfort and complete absorption of tlio flow was 
obtained by tho proper correlation of tho sizo of tho tampon 
with tho length and calibre of tho vagina. 

9. Tho euidence 13 conclusive that the tampon method of mcnalrual 
hygiene is su/c, comfortable and not prejudicial to health. 


TAMPAX 

IJ you are not acquainted with Tampax, descriptive literature and 
samples of both absorbency sizes will gladly be sent on request. 

MEDICAL INQUIRIES : TAJU'AX LTD., 110 JEKMYN ST., S.W.l 


Reprinted 
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U.S.A, 
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ejperinienlal rupture of the medial ligament of the knee in the 
cat. Ligamentous recoil always left a gap which could no longer 
be closed after seven to ten days. Healing occurred except 
when the rupture was at the upper end of the ligament. These 
experiments suggested that the ligament should be sutured 
during the first week, with the least possible damage to its blood 
mpply. 

Experiences in Mauritius. — Mr. J. M. Fitton (Mauritius) 
described the island’s peculiarities and the orthopaedic service 
■vhich had been developed since 1945, when an epidemic of 
poliomyelitis occurred. Mr. H. J. Seddon (London) referred 
to the magnitude of Mr. Fitton’s task and his modesty. Other 
Colonial orthopaedic centres had now been established in 
Malta, Nairobi, and Lagos. It was imperative that the men 
who built up these centres should find places on their return 
home. 


STAFF COLLEGE FOR HOSPITAL 
ADMIMSTRATORS 

KING EDWARD’S HOSPITAL FUND FOR LONDON 
Vt a meeting of King Edward’s Hospital Fund for London held 
on December 14 at St, James’s Palace. H.R.H. the Duke of 
Gloucester said that the management committee had been giving 
careful consideration to the ways in which the Fund’s resources 
could best' be used. They now sought approval for three main 
proposals. 

It was proposed that a sum of £100.000 should be placed 
again at the disposal of the Distribution Committee for grants 
to hospitals. The second proposal involved the allocation of 
tSO.OOO to the Convalescent Homes Committee. Thirdly, there 
were grouped together a number of activities and projects. 

Some of these are already well known, for example, the 
Emergency Bed Service. Others, such as the division of hospital 
facilities, the staff college for ward sisters, the training school 
for medical records officers at the Middlesex Hospital, and the 
projected training centre for hospital caterers at St. Pancras 
Hospital, were discussed at previous meetings, and have been 
described in the Journal. 

The most important new proposal is the establishment of a 
residential staff college for hospital administrators. On this sub- 
iect there have been consultations with the Institute of Hospital 
Administrators, and the Fund has already acquired suitable 
premises. Mr. Constable, the present house governor of 
SL George’s Hospital, has agreed to resign his hospital appoint- 
ment and he will become the first head of the new college. 
Some months must elapse before the college can be opened, 
but it is already assured of the support of the Ministry of 
Health. 

At the same meeting Sir Wilson Jameson pointed out that in 
the metropolitan regions there were more than 120 hospital 
management committees each with a chief administrative officer, 
and there were, in addition, several hundred senior officers in 
charge of unit hospitals. Though hospital management called 
for special inborn qualities of mind and spirit, he thought that 
•much could be done to develop and strengthen these qualities 
’py an enlightened system of training. In some countries train- 
ing in hospital administration was provided by universities, but 
in England such provision on any scale was most unlikely, 
though in the teaching of the subject some of (he methods of 
university instruction might well be used. A college of the 
kind now proposed — in part residential for students, in part a 
centre for the exchange of ideas between existing administrators, 
members of boards and management committees, doctors 
nurses, and others connected with hospital work— would do 
much to raise the standard of hospital administration in this 
country. 


has, made a voluntary contribution of SIOOOO 
to the Supplementary Budget of the World Health Oraan,^ 
tton for 1950. WHO’s regular budget is S7 500 000 hut 
ffi'^voT^'f has-been reque'sted from member Stales 


Preparations and Appliances 


A NEW TYPE OF VAGLN’AL SUPPORT 
Dr. D.vvid L. Ar-sold, D.R.C.O.G., writes; In the hope 
that some measure of relief may be afforded to those who 
are condemned to a life of semi-invalidism on account of a 
uterine prolapse for which surgical relief cannot be given, 1 
bring the following appliance to the notice of practitioners. 
The first case in which the support was used was one of a 
thricc-recurrent vaginal vault prolapse. The patient was a 
married woman aged 62, and was unable to move about with- 
out extreme discomfort and pain. She refused to undergo a 
Le Fort operation, but wished to have some sort of relief 
from her symptoms. A Napier cup-and-stem pessary was tried, 
hut one week later she still complained of discomfort, and h 
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WAIST LEHCTH STRAP 

was found that the rim of the pessary had ulcerated the vagina 
over a large area ; it was therefore decided to try to design a 
more comfortable support. 

The pessary here illustrated was made and fitted to the patient 
It was arranged that its diameter should comfortably fill the 
vagina, leaving the urinary meatus free of the body of the 
support, and 1 iri. (1.25 cm.) below its base. It is made of 
rubber sponge with a sheet-rubber covering and a vulcanite 
stem, and is supported by a waistband and four straps as used 
in the cup-and-stem pessary. The patient wears the pessary 
dunng the day, inserting it with a little “dettoi” cream each 
morning, and removing it after retiring at nighL It is washed 
and placed m a weak solution of dettol during the night and 
IS ready for use next morning. She has been using the Support 
lor two years and continues to be entirely satisfied with it. 

Five other cases of procidentia unfit for operaU'on state that 
me appliance is a success. 

It is not suggested that the support should be used in an 
operable cue of prolapse, but it may be of value in any post- 
inenopausal case in which operation is contraindicated. Its 
adv-aniage over the cup-and-stem pessary is that the pressure 
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SOME ASPECTS OF UNDERNUTRITION 

A meeting of the Section of Experimental Medicine of the 
Royal Society of Medicine was held on December 13, under 
the presidency of Professor G. W. Pickering, when the subject 
of undernutrition was discussed. 

Miss E. M. WiDDOwsoN described an experience in 1946 in 
the British Zone, in the industrial town of Wuppertal, West- 
phalia. At that time the official German rations provided 
1,050 calories a day for the normal consumer. Very few of 
the population, however, lived as normal consumers. There 
were many supplementary rations, for one or other of which 
almost everybody was qualified. The most extraordinary 
supplement was 30 eggs for the donation of half a litre of 
blood. Anyone certified as suffering .from hunger oedema or 
as more than 20% underweight also qualified for extra rations 
in addition to any other extra allowance they might have. 
Moreover, these supplementary allowances were not the only 
means of getting extra food ; everyone who had a garden 
cultivated it most diligently. 

All the patients certified by their doctors as cases of hunger 
oedema had to go to a clinic before obtaining their extra 
rations ; it was from these clinics that a group was drawn 
for more detailed investigation. These people were suffering 
from calorie deficiency, but not of the most severe type. They 
looked pale, and it was obvious from their clothes that they had 
lost a good deal of weight. Oedema was more common in 
men than in women, particularly in men over 40 ', it was con- 
fined to the legs and generally disappeared after a few days’ 
rest in bed. No signs of vitamin deficiency were seen and 
there were no complaints of diarrhoea. So far as could be 
ascertained, there were no deaths in the British Zone which 
could be attributed solely to undernutrition. 

Nineteen men were selected for an unlimited feeding experi- 
ment, their ages ranging from 26 to 80 years, and they were given 
unlimited food for eight weeks. All of them at the beginning 
showed signs and symptoms of undernutrition ; all but two had 
oedema, and all but one were underweight. They had all been 
short of food for the previous 18 months. Their first “un- 
limited ’* meal was breakfast, at which one of them, aged 80, 
consumed in margarine, cheese, sugar, and bread the equivalent 
of 3,170 calories. The men had an unlimited supply of potatoes 
and other vegetables, tinned meats, dried milk, and cocoa. 
After a few weeks some were eating less than at first, but others 
were eating increasing amounts. The average calorie intake 
during the period was about 6,000 a day, compared with a 
previous 1,800 or 1,900. These 6,000 calories were obtained 
from 200 g. of fat, 200 g. of protein, and rather more than 
800 g. of carbohydrate. The increase in the amount of food 
caused no digestive disturbance. The average gain in weight 
was just over 10 kg. The two octogenarians gained 10.3 and 
9.5 kg., respectively. There was no significant change in blood 
pressure as a result of the feeding. The serum protein rose 
from 6.4 to 7.1 g. per 100 ml., entirely due to the rise in'the 
globulin fraction. 

At the end of the eight weeks, although a few of the men 
had lost some of their oedema, in others it was worse, and the 
frequency of the distribution of the various grades of oedema 
was the same as at the beginning of the experiment. A marked 
feature was the polyuria, especially at night. The men finally 
returned to their former rations, which, even when supple- 
mented. amounted to only about one-third of the calories they 
had been receiving. It was possible to follow the progress of 
these men during the next two years. At first their weight fell 
sharply, but with better feeding for the community generally 
their condition improved considerably. 

Professor R. A. McC.vnce spoke briefly on serum cholin- 
esterase.' The level of serum cholinesterase, he thought, was 
a measure of the general metabolic condition or plane of 
nutrition. For assessing the general nutritional level of a 


group of 50 or 60 people estimation of the serum cholinesteras 
level was about as good as any other single test, perhaps better 
than most. It agreed closely with estimates of the nutritional 
state from clinical and other tests. But it was good only for 
group testing. There was considerable variation individually 
even among normal people, so that it was not much use esti- 
mating the serum cholinesterase level of a single person and 
relating it to the normal average. The other interesting thing 
about serum cholinesterase was that everything known about 
it suggested that it had species specificity. Variations with the 
plane of nutrition, so far as could be discoYered, applied only 
to man. 

Birth-weight and Lactation 

Dr. R. F. A. Dean discussed the effect of undernutrition on 
the size of the baby at birth and on lactation. At Wuppertal 
the British investigators were fortunate in finding a maternity 
hospital which had escaped damage during the war, and at 
which the most meticulous records had been kept for 15 
years. 

In 1946 a pregnant woman in the British Zone was "entitled 
to food providing about 2,400 calories a day. When she was 
feeding her baby later she was entitled to 3,500 calories. About 
1,200 women in the clinic were interviewed ; about half of 
them said that they got less than 2,400 calories, and 20% said 
that they got a little over the ration. Nearly all the women 
wanted more fat. One ’pint of milk a day was allowed during 
pregnancy and three pints during lactation. The women were 
not obviously undernourished and none of them had oedema. 
They might have been, on a rough estimate, 8% underweight' 
at the beginning of pregnancy. Abnormalities of pregnancy 
during 1946-7 were not greatly different from those of 1937-8. 
The average birth-weight in 1937-9 had been about 3,340 g. : 
in 1945 the average was 3,155. There was a big drop in this 
respect in the first quarter of 1945, and a further drop in the 
second quarter, but towards the end of that year there was 
some recovery. The average daily milk yield of ’the mother 
at about the fifth to the ninth day in 1937 was about 320 g. '. 
in 1945 it was 240 g. 

It seemed, then, that during the time of the acute foqd 
shortage in Germany the children were smaller at birth, and 
that the mothers had more difficulty in establishing lactation; 
It was difficult to account adequately for these findings. Some 
diets which were analysed provided 2,500 calories and con- 
tained about 25 g. of animal protein in 75 g. of total protein. 
It might be that the diet of the women did not contain enough 
animal protein or that in one way or another ft did not provide 
a good mixture of amino-acids. The psychological upset to 
which these women had been subjected had, of course, to be 
considered. 

It was possible to follow the growth of 300 children born 
in 1946 during about six months in 1947-8. The children who 
were small at birth were nearly always brought up to the aver- 
age, sometimes quite rapidly, as a result of good feeding. It 
seemed unlikely that the German children, who now had what 
food they needed, would show any sign's of the, hard times 
during which they were bom. 


EPIDEMIOLOGICAL RESEARCH ON VIRUS 
DISEASES 

At a meeting of the Devon and Exeter Medico-Chirurgical 
Society on December 1 Dr. F. O. MacCallom spoke on the 
part played by the general practitioner in epidemiological 
research on virus diseases. 

Virus diseases. Dr. MacCallum said, were coming out of 
the laboratory and into the field. By taking accurate notes of 
even a few cases the general practitioner could add to the sum 
of knowledge in this direction, as had already been done by 
Dr. Pickles, of Wensleydale. Incubation periods could be 
verified by noting single and only possible contacts. Material 
for the diagnosis of virus diseases was readily obtainable by 
the general practitioner. Material was wanted for labn - 
investigation in cases of suspected influent-’ 
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quisiioas to be answered. Where did influen 2 a go in the 
summer ? Where did an influenza epidemic start ? Vaccines 
prepared and given in advance might confer immunity to 
influenza, but it must be confessed that they were often 
ineffective owing to a change, of strain in the virus. 

Cases of atypical pneumonia, characterized by acute onset, 
intense headache, malaise, depression, hacking cough, and 
absence of fever or other physical signs were probably due 
to virus infections. One of these infections — so-called Q fever, 
due to Rickettsia burneti — appeared, at any rate in a propor- 
uon of cases, to be milk-borne. The incubation period wa.s 
14-25 days, and rashes were rare. The rickettsia coutd be 
excreted symptomlessly by cows, sheep, and goats for as long 
as three months, and had been found, though rarely, in cattle 
ticks and dog ticks. 

N'o serological tests were yet available in this country for 
differentiating strains of the virus of poliomyelius. The viruses 
responsible for a large group of cases labelled “ encephalitis ” 
bad still to be worked out. The syndrome of lymphocytic 
■meningitis was probably caused by many different viruses. In 
SO of 100 cases investigated the virus had not been identified. 

Finally Dr. MacCallum pointed out that the distribution of 
con pox in this country had not yet been fully mapped, and he 
asked for scrapings from suspected cowpox lesions. ' 


from which to work. Professor Witts prefers the former ; > 
think the latter of more practical value. Presumably, if colour 
photomicrography can be sufficiently improved, photographic 
reproduction will solve the question for us ; but that time is 
not yet. — I am, etc., 

Manchester. r NI. C. G. ISRAELS. 

Hormones and Rheumatism 

Sir. — Dr. Hans Selye's account (November 19, p. I129J of 
his most recent work on the adrenal cortical hormones and 
their inhibiting effect on the development of arthrius makes 
fascinating reading. I am particularly interested in his 
interpretation of the results of one e.xperiment. 

Fifty tats were divided into five groups, one of which served as 
controls. The remainder were deprived of food for 24 hours and- 
subiccicd to various forms of trauma or “ stress ” — exposure to 
cold, forced exercise, spinal transection, and injections of formalin — 
and as a result of these procedures some of the animals were 
obviously debilitated but others appeared to be in good condition. 
After subsequent injections of formalin into the paw the controls 
ail developed " forro.ilin arthritis,” while the " treated ” groups did 
not. In his interpretation of these results Selye rejects the possibility 
that the development of lesions was repressed by debility, since some 
of the animals «crc obviously in good condition. Instead he 


Correspondence 


Colour Plates 

Sir, — I am grateful to Professor L. J. Witts for his kind 
remarks (December 10, p. 1336) about ray Atlas of Bone- 
marrow Pathology, but I am disappointed to find that he does 
not like the colour plates. This is, I am well aware, very much 
a matter of individual preference, and Professor Witts prefers 
the lithographic lype of reproduction of which Blackfan, 
Diamond, and Leister's Atlas of the Blood in Children is a 
first-class representative. 

There are, however, other views. The Journal of Pathology 
and Bacteriology's (1948, 60, 648) review of my book said: 
■V In tone, colour, and perfect register these plates do real justice 
to the skill of the artist. Miss Davison, and are among the 
very best available in haematological literature, ,Some of the 
cells appear small, but they are all drawn to the same scale 
and their size is actually that which one is accustomed to see 
with the magnificaffons usually employed.” This last phrase 
gives the key ; the reviewer understands that what 1 was trying 
to do was to reproduce the appearances seen down the micro- 
scope by those whose job it is to examine bone marrows for 
diagnostic purposes. 

The lithographic illustrations of the Atlas of the Blood in 
Children are beautifully done, but many of the pictures, 
especially of the more primitive types, show types of cells' 
that are only occasionally seen through the microscope in a 
blood or marrow film ; the plates could not be used for day- 
. lo-day. help in the laboratory — and were probably not designed 
for this purpose. Many of the cells in my plates appear not 
ss holly distinct, because that is how they looked. I insisted on 
.1 hjgfv fidelity of reproduction from the original paintmes, and 
■Messrs. Heinemann deliberately rejected the lithographfc 'pro- 
cess because they considered it not good enough to give the 
results desired. They went to immense trouble' to ensure the 
nght “tone, colour, and perfect register.” I and Messrs 
Heinemann embarked bn this production because the many 
atlases in existence did not,. in fact, .show actual appearances- 
most of them showed fine, often very fine, reproductions of 
paintings of idealized ^pe cells, and the best of the pre-war 
avaUMjir^* published by Schulten in Germany, was no longer 

whether to prepare fine reproductions of 
I eahzed type cells or whether to endeavour to reproduce actual 
sacrifice of an artificial clarity, has to be 
faced whenever a colour atlas is contemplated us^'g painfinj 


-“©O— ••• jwv. VH' JUU ajjicc WIUI ilini 

— that the stress ” provoked secretion of ACTH, which in turn 
stimulated gluco-corticoid production, the last being responsible for 
the inhibition of arthritis. 

For some years I have been intrigued by the effect of debility 
on the development of lesions in disease. In the case of leprosy ' 
and chronic rheumatism’ 1 have pointed out that all the agents 
known to be effective in the suppression of lesions shared a 
common factor which I referred to as debility but which Selye. 
perhaps more accurately, describes as stress. I had put down ' 
the' recession of lesions to the depressing effect of the debility 
on the reaction of the tissues. While I feel I have no right to 
dispute Selye's interpretation of this particular experiment, the 
e.\tensions of this interpretation are sufficiently important to- 
merit discussion. 

“Cortisone” release through stress will explain the good 
results in rheumatism which follow parathyroidectomy and 
mock parathyroidectomy, fracture of a long bone, hysterectomy, 
or any major surgical operation. It will explain the effecU of' 
gold and atophan poisoning. But what of the success of local 
measures ? Selye s rats injected with formalin between the 
shoulder blades failed to develop arthritis in the paws. I had 
/believed that such measures as acupuncture, application of 
Corrigan s button, osteotomy, surgical manipulation, and local- 
injections of distilled water, lactic acid, bee venom, and so on 
acted locally and produced local effects. While they were 
generally believed to raise the resistance. I choose to believe 
ttat they lowered it by depressing tissue reaction. If these 
effects are indeed achieved through release of cortisone gener- 
ally, why should not an injection of lactic acid, say. into the hip. 
cure arthntis m the knee, and why should not manipulation of 
the elbow improve movements in the ankle ? I have discussed 
this question of local debility following trauma in the paper 
on rheumatism referred to above. I am convinced tLl 
- h? A T"" can operate locally to suppress 

cortisonr*”'’'"^"'^ without the intervention of 

I debilitating agents in rheumatism 

Here- one would now say was a “stress " reaction with cure 
y cortisone effect. Will cortisone cure lupus which yields 
even more spectacularly to vitamin D in toxic doses 2 Ani 
m Finsen-lamp treatment due 

corfisL??"' release of 
cortisone ? Dermatologists, so far as I know treated all the 

lesions Again. I had believed that the cure of general paralvsis 
by malana could be attributed to the effect ” ^ ^ 

I Mso'^th"" 'h'' of anatomical lesions in^ he brata 

I also thought that the local trauma occasioned bv th- os^nf 

erge'ral'ed -- ‘J’c agent ^hTch rep 

exaggerated behavionral reaction of schizophrenia Now h 
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appears that the alarm reaction of malaria or convulsant therapy 
could release cortisone, which is the final curative agent. But 
why then are not malaria and leucotomy interchangeable as 
therapeutic agents ? 

One more consideration. The effect of stress 'factors in 
preventing the development of lesions is beautifully illustrated 
in the epidemiology of poliomyelitis and in experimental studies 
of the infection in monkeys. There is the time-honoured 
observation that the disease attacks only the healthiest children 
in the community ; the incidence is heavy in country districts 
and light in the towns ; heavy in the suburbs and light in the 
slums ; heavy in the well-cared-for children of countries with 
low infantile mortality and negligible in undernourished 
tropical children ; higher in American whites than negroes ; 
higher in officers than in men ; higher in the autumn, when 
food and vitamins are more plentiful, than in the spring, the 
season of scarcity, of pellagra and rickets. Experimentally 
various forms of trauma and malnutrition lower the incidence 
of disease or give complete protection. Local trauma to the 
nose and throat region by application of caustics — including, 
incidentally, formalin — will lower the incidence of the disease. 
So will deprivation of thiamine or riboflavin. The agents 
which Seiye used to provoke an alarm reaction in rats are all 
obviously potent in the prevention of poliomyelitis. Seiye 
believes, and you concur in his belief, that these agents finally 
release cortisone, which prevented or cured formalin arthritis. 
Do you. Sir, accept the obvious extension of this interpreta- 
tion of Selye’s results ? We must wait patiently, I suppose, 
for increased supplies of cortisone, when practical trial may 
provide the answers to our questions. — I am, etc., 

BrhW WiLLMM HUGHES. 

References 

1 Trans. R. Soc. Irop. Med. Hyg., 1938, 31, 383. 

• Ann. rheum. Dis., 1942, 3, 89. 

Failed Forceps 

Sir, — I n discussing the management of occipito-posterior 
positions of the foetal head and deep transverse arrest your 
correspondent, Mr. Derek Freeth (December 3, p. 1298), states. 
“The correct procedure is, of course, the application of 
Kielland’s forceps and not the displacement of the head above 
the pelvic brim during further attempts at rotation.” 

I am fearful that this will make many practitioners who have 
had to seek further assistance in a case of “ failed forceps ” 
feel that if only they possesed a pair of forceps with straight 
blades all would have been well. While not denying that the 
use of such an instrument may be attended with excellent results, 
in expert hands, I would draw attention (1) to the words of 
Alan Brews,’ “ It is not easy to use except for an expert who 
has made himself well acquainted with it ” ; (2) to one of the 
few statistical reports on the use of this instrument and to the 
fact that it shows a higher foetal mortality than with traditional 
methods,' and (3) Monro Kerr’s beautiful description of the 
technique of manual rotation, where stress is laid on the 
importance of rotation of the shoulders as well as the head.* 
The successful management of such cases is dependent on an 
accurate assessment of the position of the foetal head and the 
skilled use of the hands and not upon whether one buys a new 
pair of forceps or not. — 1 am, etc., 

Noraiefa. A. P. BeNTAI.!.. 

References 

Eden, T. W,, and Holland. E., Afanual of Obstetrics^ 1948, London, p. 727. 
Clinical Report of Queen Charlotte's Maternity Hospital, 1932-3. 
s OpetatUe Obstetrics, 1937, London, p. 90, 

Sir, — W ith reference to the letter by Dr. Mabel F. Potter 
(December 10. p. 1353) I should like to have further particulars. 
At what stage of labour does she proceed to “spin the 
occiput ’’ ? Is it after full dilatation of the os, before or after 
rupture of the membranes, and is anaesthesia required ? It 
puzzles me also how pressure with “ three fingers on the 
occiput” could produce flexion of the head. I should have 
thought it would have extended it further. Further elucidation 
of these points would be gratefully received. — I am, etc., 

Rhvi. Fiin». Austen H. Holmes. . 


Sm, — Since two correspondents, Mr. W. P. Hirsch (November 
19, p. 1179) and Mr. Bryan Williams (December 10, p. 1353), 
have stated that there is inadequate consideration of trans- 
verse arrest of the head in the standard textbooks in this 
country, I would respectfully .point out that they will find 
three pages devoted to this particular subject, as well as 
numerous references in different, sections, in Operative Obstet- 
rics (Munro Kerr and Chassar Moir, 1949, London). 

I would implement the information contained therein b> 
saying that there is no necessity to apply Kielland's forceps 
in the original manner, bufthat the “ wandering, method” with 
the anterior blade is excellent. This manceuvre' removes the 
danger which has' for long been held against the instrument— 
namely, rupture of the lower uteriiie segment. There is still 
another method of putting on the anterior blade when the head 
is low enough, and that is by direct application. One can easilv 
feel the anterior ear just behind the symphysis pubis in these 
circumstances, making diagnosis of position .easy, and the 
anterior blade can be directed between the baby’s head and 
the symphysis pubis without disimpaction. 

A combination of losv spinal analgesia and Kielland’s forceps. 
I believe, is the best method for dealing with transverse arrest 
of the head, whether deep or otherwise, and for occipito- 
posterior positions. The operator supplies the extra force 
required to effect delivery and imitates Nature’s mechanism 
at the same time. 1 can state, and support with statistics, that 
foetal mortality is thereby reduced. — I am, etc., 

Oxford. G. Gordon Lennon. 

Sir, — 1 consider that Dr. Mabel F. Potter’s letter (December 
10, p. 1353) is most misleading. It would appear that confu- 
sion exists regarding the definition of persistent occipito- 
posteriors. 1 have always understood this to mean direct 
occipito-posterior (i.e., occipito-sacral). It is established, and 
I have myself observed, that in many of these cases the head , 
is already well flexed.* Hence, if Dr. Potter’s interpretation oi 
persistent occipito-posterior is the same as my own, it is diffi- 
cult to appreciate why flexion — using H. L. Hodge’s manoeuvre 
(Principles and Practice of Obstetrics, Philadelphia, 1864)— 
results in anterior rotation. 

1 can only assume that she refers to occipito-posteriors lying 
in the oblique position ; which leads one to wonder what term 
she applies to occipito-sacral positions. Furthermore, wc know 
that some 70% of oblique occipito-posteriors rotate spontan- 
eously, so any manoeuvre would seem meddlesome unless- 
adequate time has been allowed for this to occur. — I am, etc. 

London, N.W.S. R- E. FFRENCH DeVITT. 

Reference 

r De Lee, I. B., and Greenhill, 3. P., Principles and Practice of Obstetrics, 194“ 
Philadelphia, p. 539. 

Operative Treatment of Varicose Veins 

Sir, — M r. R. R. Foote (December 3, p. 1295) quotes me m 
stating “that elastic-adhesive bandage should not be used in 
the treatment of varicose ulcer." 1 advise against the use of ac 
“ elastopiast ” type of bandage — i.e., one which owes its sticki- 
ness to a rubber-zinc spread, because many patients are sensi- 
tive to it. This rubber-zinc type of bandage is more adhereni 
and elastic than that spread with the lead paste, and it suits a 
large number of patients when it is properly put on, but in mj 
hospital clinics Us ill-effects are well known and patients fear 
its application. For this reason I have given up its use. 
A test for ailergy to this elastopiast type of bandage is by the 
application of a piece of it, the size of a shilling, to the leg; 
if there is no redness the -next day then it can be safely used 
on that person. I have found that the old-fashioned emplastrum 
saponis type (diachylon or “ lestrefiex ”), which is also reason- 
ably elastic and adhesive, is almost universally acceptable and 
equally effective. 

As regards Dr. H. hi. Hanschell’s remarks (p. 1296) on my 
results, 1 would say that one pulmonary embolism in a thousand 
is rather less than the incidence after any dean operation 
below the diaphragm. With regard to my two cases of deep 
thrombophlebitis, they affected the leg only and not the thigh. 
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Both «ere slight, so that neither heparin nor dicoumarol was 
used: they responded progrcssiscly to compression bandaging. 
I think that the danger with the method used carries no greater 
risk from embolism or deep thrombosis than any other clean 
surgical procedure of similar magnitude. For instance, I 
recently followed up 300 routine hemiae in patients over 
;0 >ears old ; there were two deaths from pulmonary embolism 
and one temporarily swollen leg and thigh. Further, these 
taricose vein results are those of my assistants and myself, the 
fomier performing rather more than half. 

Dr. Hanschel! says, “ lev an unselecied run of over 1,000 
patients whose varicose veins are left unabraded and uninjected 
neither deep thrombophlebitis nor pulmonary embolism is to be 
e.\pecied.” I wonder if instead of "is to be expected" he 
meant " occurred " ? None of us expect complications after 
our clean operations, but . . . — 1 am, etc., 

loseon.\v.i. H. Dodd. 

V This correspondence is now closed. — E d., BJ/J. 


New Mechanism of Vitamin Deprivation 

StR, — In his reply to my letter (November 19, p. 1177) 
Professor A. C. Fraier (December 3. p. 1294) states that his 
original paper (October 1, p. 731) deals with vitamin deficiency 
in the sprue syndrome. When this statement, as it seems to 
do. means " in the sprue syndrome only.” it is incorrect, since 
the paper is concerned with the general aspect of vitamin 
deficiencies. This is obvious from the following items. 

(1) The tide. " A New Mechanism of Vitamin Deprivadon, with 
Special Reference to the Sprue S>ndrome." 

(2) From many pans of ihe text, particularly the introduedon, 
which deals with deficiencies not only of B vitamins but also of 
vitamins A and D, which ate enurely unconnected with the sprue 
syndrome. 

(3) The following passages of Ihe last paragraph of the paper: 
"Ttds paper is especially concerned with vitamin deficiencies in the 
sprue syndrome. Special consideration must be given, however, to 
the poisible importance of intestinal bacterial competition in other 
conditions. A similar competition situation must arise in pernicious 
anaemia, in which vi:amin-B deficiencies are well recognized. . . . 
The pos-sibility of intestinal bacterial competition along the lines 
indicated in this paper should be investigated not only in the sprue 
syndrome but in various other condidons which are thought to be 
closely associated, such as pernicious anaemia, pellagra, and nutri- 
tional megalocytic anaemia (Manson-Bahr, 1940, 1941), The 
metabolic demands of a varying but essentially non-paihogenic Dora 
may be the key to the problem of the multiple but selective vitamin 
defidendes so commonly observed in these conditions.” . 


If Professor Frazer had restricted his discourse to the sprue 
syndrome alone, as he does in his letter, I would not have 
commented on it, as 1 did not do on his former paper* on a 
similar subject but concerned with the sprue syrdroTie only. 
I have no personal experience with the sprue problem and I 
never pretended to deal with it. My comments were based on 
e.xperience of nicotinamide deficiency as influenced by intestinal 
bacteria. AH of Professor Frazer’s lenlics which rejected my 
comments as invalid for the sprue syndrome can therefore 
be dismissed. They have been directed against the claim of 
having discovered a new mechanism of general vitamin depriva- 
tion. which he now withdraws or denies to have had in 
mind. There are many points in Professor Frazer’s letter 
that would need reply. I limit myself, however, to a few of 
them. 


Professor Frazer is perfectly correct in saying that I do no 
differentiate between the effects of the administration of natura 
and of svnthetic vitairins. 1 had always accented the funda 
mental pharmacological rule that the action of a chemical com 
pound does not depend on the mode of its oridn. Profess* 
Frazer is, however, wrong in saying that I do not differential 
between the effects of different routes of administering th 
vitamins. A whole pared* has been devoted to this prohleir 
t wonder on which experimental evidence Professor Frazer’ 
statement on release or consumption of B vitamins by intestina 
Bap. colt IS ba.^ed» 

I have to apologize for “ misquoting " a sentence of Profes.so 
Frazers article bv omitting tbe word “normal " b-frre “humai 
subjects, but this is materially irrelevant, because the invest! 


gallons quoted were carried out on physically fit persons as well 
as on pellagrins, and not, as Professor Frazer wrongly states, 
on deprived subjects or those treated with sulphonamides. 
From the differences in nicotinamide mclhochtoridc elimination 
before, during, and after administration of succinylsulpha- 
thiazole, which changed the composition of the intestinal flora, 
conclusions were drawn on the importance of these bacteria tor 
the vitamin requirements of the human body. 

I fully agree with the sUlcment of the reviewer* quoted lay 
Professor Frazer that the full significance of the bacterial 
synthesis of vitamins by human intestinal bacteria for the 
vitamin requirements is not yet fully known, but this know- 
ledge can be attained step by step by careful experimental 
examination only. — 1 am, etc., 

UjoUon. s.w.t, R Ellinger. 

RcrtRCNca 

* Bnthh Sffdlcat Jo'irnnif 1947, 2. tAi. 

* Ellinger. P.. and Hardv»ick, S. W., ibid., 1947, 1, 672. 

* Najjar, V. A., and Barratl, R., in Vitamins and Ilormon/Sp 1943, 3, 23. 


Vagotomy for Peptic Ulcer 


Sir, — I n the article by Messrs. 1. M. Orr and H. Daintree 
Johnson on the above subject (December 10. p. 1316) we get the 
surgeons’ point of view. We are now anxious to hear what Ihe 
physician has to .say about it. Meanwhile it would not be 
amiss to have the opinions of general practitioners, for after all 
it is they who have to guide the, patient in arriving at a decision. 
The doctor thus asks himself. " If I have a peptic ulcer, would 
I submit myself to vagotomy ? " 1 should say. “ Definitely 

not.” Why undergo the trouble and risk when one can quite 
well control the secretory activities of the vagus with atropine 
sulphate in gradually increasing doses ? Some disagreeable 
symptoms are apt to follow vagotomy avd it is rather a let-down 
when, after stopping the secretion of acid, the surgeon has to 
administer hydrochloric acid to slop the diarrhoea which ensues. 
He has also found that the best results follow vagotomy plus 
resection of the ulcer or a gastro-enlerostomy. 

But 1 have patients working regularly and apparently cured 
— some after gaslro-cnlcrostorpy without vagotomy and others 
treated solely by medical means— and I maintain that uncom- 
plicated' peptic ulcer can be cured by this latter treatment if, 
and it is a big " if.” the pat’eni carries out his instructions 
faithfully not only for three months or so but for the remainder 
of his life. For I consider that such ulcers come under the 
heading of "deficiency diseases,” like pernicious anaemia and 
diabetes. The normal, healthy stomach must form a secretion 
to protect the mucosa from the digestive action of its own juices. 
When this is deficient or absent ulceration is prone to develop. 
It is a permanent co-’dition and therefore ulcers are apt to 
recur and may be multiple, ft is significant that ulcers induced 
by traumatism in the stomachs of healthy animals heal 
rapidly. 


une can quite understand why uncompl'caled ulcers heal 
after vagotomy, which renders the stomach inert and changes it 
from an organ of digesfnn into a mere receptacle, and an 
uncomfortable one at that, since once the food gets in it is 
dilhcult for tt to get out again owing to impaired motility. In 
the medical treatment of peptic ulcer I have learnt that it is 
imperative to give oils and cream before meals in the endeavour 
to supply a substitute for the natural protective secretion of the 
niucQsa . — 1 am, etc.. 


UpboUaod. Lancs. 


J. Thomson Shirlaw. 


/weomjcin in the Treatment of Pneumonia 

article on "The .Slanagement 
Acute Pneumonias in Adults" (November 26. p. 12^1 prom, 
me to wnte of a case I have attended recently ‘ 

A male atied 46, weichina \74 sion* flin ifa'i wl • ^ i 
siderahlv in alcoholic ^ k*..). who indulges cc 

01 seiere pam m his left epigastrium, radiating 
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t'.is left shoulder-blade and increasing with the slightest movement. 
He was obviously very ill. His temperature was 103° F. (39.5° C.). 
His abdomen was very distended. On percussion of the left hemi- 
ihorax there was dullness of the lower two-thirds, with absence of 
vibration, the cough revealing crepitations in the upper limit of the 
dullness. Diagnosis of lobar pneumonia was made. He received 
500,000 units of penicillin and 2 g. of sulphadiazine. He had the 
lame amount of penicillin twelve-hourly and I g. of sulphadiazine 
tour-hourly until November 22. During these ten days no great 
change was noticed in his genera! condition except a slight decrease 
of the fever. A radiograph taken on November 18, although unsatis- 
factory because of great technical difficulties in handling a very ill 
and obese patient, showed a large patch of hepatization of the lower 
left lung and a small amount of fluid in the costal diaphragmatic 
margin on the same side. 

Penicillin and sulphadiazine were stopped on November 22, and 
he received 500 mg, of “ aureomycin " at 6 p.m. on November 23 
orally. This was repeated six-hourly until the total dose was 4 g. 
The response was dramatic: at 9 pm. his temperature was 98.4° F. 
(36.8° C.) and the next day his condition was indeed changed — pain 
had disappeared, the cough became productive, there was no 
dyspnoea, and the dullness was less pronounced. His condition 
continued to improve, and on November 28 his lungs were clinically 
clear. 

Unfortunately the unproductive cough made it impossible to 
e.xaminc the sputum at the beginning, but there was no doubt 
I was dealing with a case of a penicillin-and-sulphonamide- 
resistant pneumonia. The immediate response to aureomycin, 
so easy to administer and without any side-effects, will have 
to be considered in future in such pneumonias. — I am, etc., 

LunUon. W.l M. KenIG. 


Fathologicul Fracture Treated by Methyl Testosterone 

Sir. — T he following case history shows how an ununited 
pathological fracture of the femur due to metastases from 
carcinoma of the breast united under the influence of methyl 
testosterone. 

A woman aged 50 was admitted to hospital on March 12, 1948, 
having sustained a fracture of the middle of the shaft of the left 
femur after a fall in her home. Five years previously she had had 
a right radical mastectomy performed for carcinoma of the breast, 
and this was followed by a course of deep x-ray therapy. X-ray 
e.xamination showed a complete transverse fracture of the middle of 
the shaft of the left femur with areas of rarefaction in the adjacent 
bone. The pelvis showed multiple areas of increased density due 
to metastases. .Y-ray examination of the chest showed the lung 
fields clear. 

The fracture remained in perfect position on light traction and 
subsequently a plaster spica was applied. On September 30, 1948, 
the fracture was quite ununited clinically and the radiograph showed 
no callus at all. It was kept in position by strapping extension and 
a Thomas splint, but by this time the patient’s general condition 
had greatly deteriorated. She was very feeble, was vomiting 
repeatedly, and required large doses of sedatives daily. On October 
25 — i.e., after the fracture had been ununited for seven and a half 
months, the patient being by this time in a sta'e of advanced cachexia 
—methyl testosterone, 20 mg. three times daily, by mouth was com- 
menced. This was increased to 30 mg. t.d.s. on November 4. She 
began to improve rapidly, vomiting ceased, and in a few weeks she 
was able to take full diet. No further sedatives were required and 
she put on weight. On December 10 her general condition had 
improved remarkably and she was mentally bright, but large masses 
were palpable in the abdomen rising from the pelvis. A hard fixed 
mass could be felt in the pouch of Douglas, and there was a pleural 
effusion on the right side. The fracture by this time felt firm 
clinically, and x-ray e.xaminaiion showed good callus formation — 
I.C., after seven weeks on methyl testosterone. 

Subsequently she developed gross ascites, bilateral pleural effusions. 
And oedem.i of the legs, and she died on January 12, 1949. Necropsy 
oy Dr. Keith Simpson showed advanced carcinomatosis in the chest 
.'.nd abdomen, with ra.issive deposits in both ovaries. There were 
also deposits in the skull, spine, and pelvis. The left femur was 
dissected out and found to be soundly united by bone. There 
was apparently no growth in the shaft of the femur. 

P.ithological fractures due to metastases’ from carcinoma of 
the breast do. of course, frequently unite if properly 
immobilized. The recalcification of bony metastases from 
carcinoma of the breast under the influence of methyl testo- 
sterone is now well known. The intere.st of this case lies in the 


striking (though temporary) improvement in the clinical condi- 
tion, and the rapid union following methyl testosterone adminis- 
tration of the pathological fracture after non-union for seven 
and a half months. The temporary effects of methyl testo- 
sterone and its lack of influence on the soft tissue growth are 
noteworthy. Adair’s* findings are thus confirmed in this case. 
His observations lead him to recommend intermittent treatment 
with methyl testosterone, a second course being- followed by 
further improvement. — I am, etc., 

Whipps Cross Hospilal, S. G. NaRDELI.. 

London, E. 11. 

Reference 

1 Pw. R. See. Med., 1949, 42, 468. 

The Sfabilify of Society 

Sir, — As a mere medical student it is with extreme trepidation 
that I engage in a joust' with, Lord Russell. There were, how- 
ever, one or two points in his erudite, if rather ethereal, Lloyd 
Roberts Lecture (December 10, p. 1307) to which I wouidjike 
to draw your attention. 

We are told that medical missions in China “do much to 
diminish the infant death rate ; the consequence is that more 
children die painfully of famine at the age of 5 or 6. The 
benefit to mankind is very questionable.’’ Medical missions 
would indeed be gratified if they had reduced the infant death 
rate by even a fraction of the “ much ’’ quoted, and the subse- 
quent aside is hardly relevant to the argument. Is there one 
law for the Chinese and another for the European ? Do we nol 
pride ourselves on the improving record of antenatal and post- 
natal care ? Is such care to be applauded in England, and to 
be condemned in China ? 

World-wide advocacy of birth control or suitably controlled 
outbreaks of plague are suggested as means to keep down the 
world population. Surely a cheaper and more practical method 
would be for doctors to liquidate their patients instead of to 
heal them. The chronically sick and infirm, the aged, and the 
mentally subnormal could be dispatched and thus reduce the 
number of hungry mouths to be fed. This idea is not so fanciful 
as it might appear, as we all remember such experiments being 
carried out in Germany in recent years. 

Surely the fundamental error in Lord Russell’s thesis is that 
he tends to regard men en masse and not as individuals. He is 
asking people with hopes and fears and aspirations to subnierge 
their identity in a homogeneous mass. They must forgo 
the joys and privileges of parenthood because perhaps in fifty 
years trouble may befall their descendants. I say. God bless 
those who work among the sick and suffering in China vpr 
India or any other country. Let us do all we can to help our 
fellow men wherever they are in need. — I am, etc., 

Londoo, E.I. JOHN TESTER, 

A Sign of Ruptured Ectopic Gestation 

Sir, — -There are few constant clinical signs in medicine, but 
I would like to draw attention to one which is, I think, insuffici- 
ently recognized. I refer to the loss of consciousness which 
invariably accompanies the rupture of a Fallopian tube due to 
an ectopic pregnancy. This is by no means meant as an 
original observation, for it is mentioned in many places, but it 
does de.serve more prominence, as it may easily be the deciding 
sign in what may be a difficult diagnosis. I would go further. 
When one is faced with the usual picture of some six weeks’ 
amenorrhoea, bleeding, and abdominal pain, and if careful 
questioning elicits'a loss of consciousness, however momentary, 
at the onset of the pain, the diagnosis, in 100% of cases, is a 
ruptured tube. 

This sign does not refer to a tubal abortion, which is different 
in pathology, symptoms, and prognosis, but I hope I am not 
labouring the point too much if I again use the word invariable, 
for 1 believe this sign to be constant. As such, therefore, it is 
of the very greatest diagnostic value, and deserves greater 
prominence than it has hitherto been given. — I am, etc., 

London. W.l. .\fORTIMER ReDDINGTON. 
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POINTS FROiM LETTERS 

rb« Acufc Throat 

Dr. H. Tudor Edmunds (Slough, Bucks) ssrites; I am sure many 
pracftlioners will (cel indebicd to Dr. T. Anderson (October 15, 
p. S60) for his clear exposition on the “ Acute Throat " in general 
practice, hut it is surprising he docs not mention under the heading 
af treatment the importance of elimination therapy in throat in/ec- 
aons. . . . There is a tendency to-day to oscr-emphasize the 
importance of the individual germ and forget the patient. . . . 
ihcre is an old-fashioned remedy for throat infections which is so 
itniplc it is likely to be scorned in these days of complex treatments, 
aut which, if tried, will surprise many practitioners of the younger 
ichoot. At the onset a bnsk purge is gnen, then calomel, J gr. 
fI6 mg.) i.i.d., for three to five days. This dose can be the same for 
child or adult. The patient is encouraged to take large quantities of 
fruit juice and water as well as fruit pulp, and a blanket bath is 
given daily. 

Weight Redaction 

Df. P. L. DESHStUKH (Poona) writes: I have been greatly interested 
in the correspondence on weight-reducing diet for personal reasons as 
veil as in the interest of my patients. The letter of " Apollonian " 
ijuly 23, 1945, p. 136) and the subsequent correspondence was a 
great incentive to me to reduce my own weight. J found his plan 
very austere, I could maintain myself on it for barely a week doing 
full work and sport. But then I had to give it up, for the pangs of 
the plan were enormous for me. There wns significant loss of weight 
for the period, but it soon relaps^ to Us oripnal level very 
rapidly. ... An essential prinriple in weight reduction, which is 
often lost sight of, is ihe slabilimtion, periodically, of the lower 
ievels of weight reached. It is no use simply going on redudng, for 
when the restrictions slacken, as they are bound to slacken some 
time, the weight wil) start increasing with a tengeanec. To prevent 
this a weight-reducing plan must include a “ weight-stabilization ” 
programme. This can be achieved by “ re-educating ” or " rebabiii- 
tating ” the metabolism to a lower level or “ tune,” . . . 

Chilblains 

Dr. Goroo.v AsttROSE (Carshaleon Beeches. Surrey) writes : Now 
ihat we are well into the chilblain season, I think it might be interest- 
ing to your readers that I have seen cases of painless swetling of the 
angers, and in one case of the toes, following the use of calciferol, 

I hasten to add that these cases were young women: two. were taking 
halibut-jiver-oil capsules, and one was having a course of ultra- 
violei light at the local hospital for " rheumausm " before and 
during her course of calciferol. Metabolic disturbances with hi^ 
doses of siiamin D are well recognized. The elfect of painless sweU- 
tng of the fingers in young women appears out of all proportion to iu 
medical seriousness, and it appears worth while to stop all other 
sources of vitamin D during a course of calciferol 

Angioneurotic Oedema Caused by a Bee-sting 

Dr. C. W. A. Searle aondon, S.Wd) writes: Having read the 
.etter by Surgeon Commander W. R. S, Panckridge and Surceon 
•Ucutenant C. Q. Hetinques (December 10, p. 1354) I am inclined to 

in Ahmednagar, India in 
Nfarch 1941 I was called to see the wife of the brigade nlajor who 
was pid to be m great distress, having just been siung by a bee 1 
saw her -mthin half an hour of having been stung and her condition 
was exactly, stmilar to that described by the two authors referred to 
f dso gave a subcutaneous injertion of 0.5 ml. of liquor adrenalin’ 
with dramatic effect. Withm a few minutes oedema of the clotlis had 

'w-w*!- ^hich very® marked 

Within half an hour a chmea! cure was effected. She thra gave roe 

daJ;"prro'u^r" ® ^ 

Vspiriti as a Local Analgesic 

c (Glasgow) writes; 1 should like to remind Dr n 

aspinn as a local analgesic. ^ ^ uustrates the action of 


Obituary 


“ Ps)cho5iirgery ” 

Dr. H. Thisteethwaiie (Sedbergh) wrii«- r 
aga.nst the use of the word “ psychosurS^ ” 
pared to equate “^mind ” (psvSie'i with®‘>T ■ Pf®' 

word can have no meaning It Ls 'L (™«Pha>on) the 

Why couM you not u“ThTshoVdearSsfe^“l'>^‘''*’.“'‘’°"- 
surgery ” ? tnshsh expression “ brain 





SIR CHARLES GORDON-WATSON, K.B.E., C.M.G 
F.R.C.S. 

Sir Charles Gordon-Watson, whose career v,as one of 
distinction in military and civil surgery, died at York ot. 
December 19 at Ihe age of 75. Before qualifying in 189S 
he had enlisted at the age of 20 in the old Volunteers, and 
afterwards served in the Territorials. In 1S99 he went ou! 
to the South African war, where he served until 190! as 
a civil surgeon in the field force, gaining the medal and 
-three clasps. At No. 1 Field Hospital he was associated 
with Sir Anthony Bowlby and Dr. Howard Tooth, two 
seniors from his own school, St. Bartholomew’s. In the war 
of I91-t-lS he began his ser- 
vice at the First London 
General Hospital, and then 
went to France. There he 
was in command of the 
Duchess of Westminster’s 
hospital at Le Touquet. 

Later, wiith the rank of 
colonel, be was consulting 
surgeon to the Second Army, 
and afterwards to the British 
Army in Italy. In the war 
which began in 1939 he was 
made consulting surgeon to 
the British Army at home, 
and in 1943 he was promoted 
major-general. 

Charles Gordon-Watson 
was bom in April, 1874, the son of the Rev, Henrv Georae 
Watson sometime vicar of St. Leonard’s, Buckinghamshir'e 
He took the prefix “ Gordon ” by deed poll in 1920 He 
was educated at St. Mark’s, Windsor, and at St. Bart'holo- 
mew s Hospital. His service in South Africa followed a 
his teaching hospital and at the 
he Seho he returned 

cT'in Ton? °htained 

St. assistant surgeon to 

St. Bartholomews in February, 1910. and later faecam- 
joint lecturer in surgery to the medical school Otfe- 

St. Marks Hospital, City Road, to the Metronolitan 
Hospital and to St. Andrew’s Hospital, Dollis HilL He 
Bartholomew’s until his retire- 

Howard March in \ ^ collaborated with 

Royal College of Surgeons from 1933 

be was Bradshaw lecturer He also r ‘o 1937 

ott the scientific advfeo J potnttee m 

tote and Mount Verno7 HospS oft hth 'P 

was Vice-president. In 1931 ^hewS TSa^ , 
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Fellow of the American College of Surgeons. He was a 
president of the Aesculapian Society and a member of the 
British Medical Association, to which he gave some useful 
assistance at the time — about 1931 — when the Association 
was considering the question of patenting in the medical 
field. A body with which he was prominently identified for 
many years was the British Empire Cancer Campaign. He 
was a member of its e.xecutive and chairman of its investiga- 
tion committee. 

Gordon-Watson had an acute and inquiring mind, and 
never allowed the military cadre within which he worked 
for so many years to depress his initiative. In 1914 he 
made what was probably tf\e first observation on trench 
frost-bite, on the basis of a number of cases admitted tq_ 
the hospital in France of which he had charge. His mili- 
tary c.xperience made him a strong advocate of the use of 
" bipp ” (a dressing composed of bismuth, iodoform, and 
petrolatum), which he employed from an early stage of the 
last war. 

To his many fine qualities of head and hand which made 
him an outstanding surgeon he added a rhanner of great 
charm and friendliness which must have been in many 
trying times a source of encouragement to his colleagues 
and of reassurance to his patients. At the Bath and Garrick 
and other London clubs, or on the golf links at Sandwich, 
he was an admirable companion. During the South African 
war he formed, with the late Sir Francis Fremantle, the 
South African civil surgeons dinner, which was held 
annually for many years. He was made a C.M.G. in 1916, 
and was knighted in 1919. 

We are indebted to Mr. Reginald M. Vick for the follow- 
ing appreciation : 

It must sometimes happen that the ordered details of a 
man's life fail to give an adequate picture of the man him- 
self. and most certainly this is true of someone of the 
calibre of Gordon-Watson. His vivid personality, his 
untiring er^ergy, his capacity for friendship, and his earnest 
desire to help others made him stand out among his fellows. 
Whatever he undertook he did with abounding enthusiasm. 
He was very keen on nearly all forms of recreation. As 
a young man he was a pioneer among motor-cyclists, and 
<rn more than one occasion he took part in the annual 
motor-cycle race from London to Edinburgh and back at 
a time when these machines were both novel and unreliable. 
Often I have ridden in the Row with him in the early 
hours of a summer's day, and 1 recollect one occasion when 
he was warned for e.xceeding the speed limit on his spirited 
mount He was a most strenuous golfer and an incredibly 
energetic tennis player. At Bart’s, as a student, he played 
>occer In later years his interest lay in watching rugger, 
and 1 know that he always rather regretted that he had 
never taken part in the titanic struggles for the Inter- 
hosp;!,i! Rugger Cup. He was one of the first members 
of the Bart’s stall to drive a motor-car, and to ride with 
rum in those early days of motoring was not without its 
ihrills. in later life he took up horse racing and became 
a i.imiliar figure on many a race-course. 

When wars came, Gordon-Watson was always to the 
fore He went as a very young man to the South African 
War In the 1914-lS war he commanded the Duchess of 
Westminster’s Hospital for OtTicers at Le Touquet, where 
his surgical skill and powers of organization had full play. 
He later became consulting surgeon to the Forces in Italy. 
In the recent war he once more became consulting surgeon 
to the Forces, which post he held until 1942. 

.Vs a teacher he shunned routine methods and taught 
with originality. As he grew older he spoke with the sure 
voice of a great e.xperience. In surgery, his outstanding 
cn :racteri,tic was courage. There was no operation too 


e.xtensive for him to refuse to undertake, and he had some 
wonderful results. In dealing with carcinoma of the colon' 
and rectum, which might be described as his' specialty— 
although he remained a general surgeon to the end of, his 
time — he always believed that it was right to tackle all 
cases where surgery offered any chance of cure. Needless 
to say, he had many disappointments, and I have known 
him to lose heart, but he always recovered rapidly and 
fought on. He was one of the first surgeons in this country 
to treat carcinoma of the rectum with radium. As is well 
known,' this method proved a failure in many instances, 
but he saw to it that it had a full and fair trial. For a long 
period he treated suitable cases of this disease by the more 
conservative method of perineal resection, arguing, as was 
true in those days, that this operation was justifiable because 
of its lower mortality. Later he used to carry out the 
abdomino-perineal operation with considerable success. He 
was always a front-rank fighter in the battle against cancer, 
and took an active part in organizing research in that field. 

One of Gordon-Watson’s other lines was traumatic sur- 
gery in the days before all fractures automatically passed 
into the hands of the orthopaedic surgeons. He achieved 
excellent results with them, largely because of his mechani- 
cal turn of mind, which was well known to all who 
worked with him. He was an advocate of the Balkan beam, 
and was, I believe, the first surgeon (at Bart’s) to affix the 
beam to a bed. His arrangement was somewhat primitive, 
but it was the precursor of the complicated fracture beds 
that we know now. 

In his heyday Gordon-Watson had a very large private 
practice. To assist him at the hospital taught one a great 
deal, but to work with him in the more difficult surround- 
ings of private practice was a liberal education indeed. He 
was always keenly interested in students’ affairs, and was 
at one time or another either president or vice-president 
of, many students’ clubs. He took his duties seriously and 
regularly turned up at matches. . . 

I had the privilege of living with him for many years in 
his house in Harley Street. The household consisted of 
four bachelors ; in those spacious days entertaining on a 
large scale was the fashion, and it was indeed a gay bachelor 
establishment. Gordon married late in life, and he and 
Lady Gordon-Watson were absolutely devoted to one 
another. It might be said with truth that he never really 
recovered from the strain of her long and distressing illness, 
which ended with her death after they had been together 
for eighteen years. His son Michael now commands the 
1st Battalion of the Scots Guards. Gordon-Watson had 
to undergo a major operation himself towards the end of 
his life, from which he made a wonderful recovery and 
came up smiling. 

Gordon-Watson made many friends and held them, and 
there will be many to mourn him. He was always ready 
with a helping hand towards all those^ who worked with 
him. Generation after generation of chief assistants— 
many of whom are well-known surgeons to-day — house- 
surgeons, and dressers will bear witness to this splendid 
spirit in him. One of the most striking things about him 
was his delightful smile, which truly lit up his face. By his 
death another famous Bart’s man — a great pioneer surgeon 
and a loyal friend-r-has passed on his way. 

LANCELOT BROMLEY, M.Ch., F.R.C.S. 

The sudden and unexpected death of Lancelot Bromley 
on December 17 at Seaford, Sussex, came as a great shock 
to his friends, fay whom he had always been regarded as 
the personification of perfect health and physical fitness. 
The son of Sir John Bromley, he was born in London in 
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February, 1S85. He received his early education at 
SL Paul's School, where he was captain of the cricket 
eleven and showed great proficiency as a gymnast. From 
school he went to Caius College, Cambridge. He played 
golf for the university and cricket and hockey for his 
college. He took his B.A. with honours in 1906, and began 
then his thirty-si.x years’ association with Guy’s Hospital. 
He qualified in 1909, took his F.R.C.S. in 1912, and the 
.\I.Ch., Cambridge in 1913. 

Bromley made his mark as house-surgeon to Sir Alfred 
Fripp, and in 1911 he was appointed surgical registrar. 
He was an excellent teacher, who taught on the patients 
and not on the textbook description of their diseases. He 
was warden of the college from 1912 to 1919. In 1914 
he married Dora Ridgway Lee, sister of the late Harry 
Lee, the ophthalmic surgeon of Leeds, who was his con- 
temporary at Guy’s Hospital. He was successively demon- 
strator of anatomy, deputy resident surgical officer, and 
dean of the medical school. Then in July, 1916, he was 
appointed assistant surgeon to Guy’s. Bromley served in 
the R.A.M.C. from 1916 to 1918 in Salonika and Italy. On 
his return he was also appointed surgeon to the Surbiton 
and Putney Hospitals. It was at these latter hospitals that 
his ungrudging attendance at all times did so much to 
develop the scope and usefulness of the surgical service 
to the patients and their general practitioners. As a result 
he built up a large practice which continued until his 
retirement in 1946. In' 1942 he resigned from the staff of 
Guy’s in order to continue his work at the Ministry of 
Pensions Hospital at Stoke Mandeville, where he enjoyed 
working for ex-Service men — mostly naval ratings. For 
twenty years he was e.xaminer in surgery at Cambridge, 
and found much pleasure in these visits to his old 
university. 

His shy, modest, unassuming but helpful character 
gained for Lancelot Bromley the name of “ Daddy,” by 
which he was known to his intimates for over forty years. 
He had the happy knack of managing his life so well that 
he was able to combine a busy and successful surgical 
career with time somehow to satisfy his love of sport, 
especially golf, racing, yachting, and ski-ing. All these 
activities were carried out -with his family, with whom he 
spent all his leisure. He was essentially a clinician with 
a sound knowledge of living pathology and a careful and 
tender craftsman. He wrote but little, because such time 
as he may have had for writing was devoted to his wife, 
children, and three grandsons. His elder son, John, a 
glider pilot, was killed on D Day near Caen. His daughter 
is the wife of Dr. R. A. P. Hogbin, a former Guy’s rugby 
captain. His younger son is also a surgeon. As “ Daddy ’ 
would readily have agreed, he owed his happiness and 
much of his success in life to the loving and tender 
care of his wife Dora, to whom all his colleagues 
and friends will extend sincere sympathy in her great 
loss.— W. E. T. 


W. K. McKINSTRY, M.R.C.S. 

Dr. William -Kilbourn McKinstry died on December 7 
the early age of 50, after a short illness. The only s( 
of Dr. W. H. McKinstry, now of Brighton and at one tin 
pathologist to the Royal Northern Hospital he w 
educated at St. Paul’s School and Emmanuel Coller 
Cambridge McKinstry received his medical education' 
SL Bartholomews Hospital and qualified in 1925 Afi 
■ was R.M.O. at the Westminster Hospit: 

where he had also been house-surgeon to the ear nos 
and throat and eye departments. He was later a hous 
physician at the Brompton Hospital 


While at the Westminster Hospital McKinstry had 
started to lake an interest in anaesthetics, and he succeeded, 
while carrying on a busy general practice in West 
Kensington, in establishing himself in this specialty. In 
1929 he was appointed honorary anaesthetist at the West 
London Hospital, a post he held until his death. He was 
also anaesthetist to the National Dental Hospital, and he 
had served, too, the Victoria Hospital for Children and the 
Royal Dental Hospital. During the recent war he was 
anaesthetist to the Royal National Orthopaedic Hospital, 
ft is probable, however, that .McKinstry’s name will be 
best remembered in the realm of general practice, for he 
was in the best sense of the word a “ family doctor 
Good-looking and with delightful manners, he was soon on 
friendly terms with new patients, while by his old ones 
he was considered a family friend, counsellor, and, if neces- 
sary, arbitrator. At his memorial service at St. Paul’s, 
Knighubridge. the writer overheard an elderly man say, " 1 
feel like a ship without an anchor.” His friends and 
colleagues will mourn the untimely death of an always 
genial and helpful companion. 

He leaves a widow, herself a doctor’s daughter, and two 
young daughters. The e.xprcssions of sorrow and loss from 
all his colleagues, patients, and , friends may help a little 
to mitigate for them the tragedy which has overcome a 
particularly united and happy family. — O. L. C. S. 

Mr. Alex. E. Roche, writes: W. K. McKinstry was a 
friend of very long standing. We went to the same pre- 
paratory and public schools, the same university, and the 
same hospital, and were subsequently close colleagues at 
another hospital, he being my anaesthetist, and an excel- 
lent one at that, and always calm and unruffled. One 
was completely confident if ” Mac ” was at the head end. 
Another, and an astonishing, coincidence is that we married 
on the same day of the same month of the same year. He 
was most sane and level headed, and an excellent man 
from whom to seek advice. He radiated vitality, cheerful- 
ness, and kindliness, and one feels permanently enriched 
by his friendship. The rapidity and tragedy of his sudden 
illness leave one stunned, but he was so full of life that 
he is, and will always remain, vividly present to the memory 
of those who knew him. 

Dr. Redvers Ironside writes : Others may testify to the 
professional abilities of William Kilbourn McKinstry and 
his skill as an anaesthetist. May a word or two be added 
about the loss his friends and colleagues have sustained 
by his premature death in the fullness of a happy and busy 
life. He was incapable of an uncharitable thought or deed, 
utterly unselfish in his work, and with a wonderful quality 
of imparting cheerfulness and joy to others. His courage 
and cheerful fortitude in his last illness were an example to 
those few who were privileged to be with him towards the 
end. “To live in the hearts of those we leave behind is 
riot to die,” and we who mourn his passing will always 
feel the cheerful, kindly warmth of his personality in 
remembering him. 

J. C. writes : If the men who were boys when 1 was 
a boy could ’sit and drink with me, W. K. McKinstry 
would be my choice as chairman of that bright band. 
Years ago we used to meet on Saturday nights at the 
University of London Union in Malet Street. He was 
all that a Cambridge man should be : kind, urbane, grave 
or gay as the occasion demanded. Even then he had 
acquired that deep wisdom which bids man to be an artist 
of life: to appreciate folly in season. His death as it 
were, snaps the last link in my chain of living rem’inders 
of the long days of youth. 
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Dr. Mina Louisa Dobbie died in a nursing-home in Bourne- 
mouth on November 23. She was the third daughter of 
Dr. Robert Dobbie, medical officer of health and general practi- 
tioner of Ayr, who died of typhus when she was a girl. She 
decided to take up medicine early in life, and studied at the 
London School of Medicine, the Royal Free Hospital, and later 
in Ireland. After qualifying she was a medical officer at the 
Crichton Royal Hospital, She became interested in remedial 
gymnastics and gymnastics for women, and was a pioneer in this 
field, going to Sweden to study their methods and translating 
the current Swedish textbook on the subject. She was a close 
friend and collaborator of the founder of the Chelsea Physical 
Training School, and was their medical officer for many years. 
She was also medical officer of the Aske’s Haberdashers Girls’ 
School at Acton and New Cross ; also of the Maria Grey Train- 
ing College at Brondesbury. She started general practice in 
Haverstock Hill, Hampstead, in 1899. She was an active 
member of the Hampstead Division of the B.M.A. for many 
years. 


Dr. James Kirkwood Dunlop died at Sanquhar on 
November 24 at the age of 65 He was educated at 
Kilmarnock Academy, and graduated M.A. in 1905 and 
M.B., Ch.B. in 1908 at Glasgow University, After a year’s 
assistantship with Dr. Roger in Sanquhar he spent a year as 
a house-surgeon in the Western Infirmary, Glasgow. He then 
returned to Sanquhar and continued to practise there until his 
retirement in June of this year. He was known to everyone in 
Upper Nithsdale, and when he retired he was presented with 
an illuminated address as a token of appreciation and respect. 
He was in every sense the family doctor, and theje are few 
homes in the district where his passing has not meant the loss 
of a friend. Interested in the community as well as the indi- 
vidual, he served for ten years on the local town council. He 
was a keen supporter of the British Medical Association, and 
was chairman of the Dumfries and Galloway Division in 
1945-6. While a student he was a keen golfer, and he main- 
tained his interest in the game until ill-health compelled him 
to stop. For the last few years of his life he suffered from 
angina, but carried on his practice as he had always done, 
unselfishly and without counting the cost. Unfortunately, he 
was able to enjoy only six months’ retirement. He is survived 
by his widow and two sons, to whom his colleagues and friends 
will extend their sympathy. — J. W. 


Dr. Theodore Ogg died at his home in Hampstead, London, 
on December 5 after a short illness. Born at Fyvie, Aberdeen- 
shire, in 1873, he was educated at Robert Gordon’s College, 
Aberdeen, and at Aberdeen and Edinburgh Universities. As a 
student he won first prize in obstetrics and gynaecology at the 
Royal College of Surgeons, Edinburgh, where he later became 
demonstrator in midwifery. He took the Scottish triple 
qualification in 1897. and. after practising at Jarrow-on-Tyne 
and at Rothes, in Morayshire, for a time, he acquired an exten- 
sive practice at Huntly, Aberdeenshire. There he was honorary 
medical officer to the memorial hospital, where he undertook a 
fair amount of major surgery. He was asked by the Ministry 
of Pensions after the first world war to form a hospital for the 
treatment of disabled men from five northern counties. Later, 
following two years of special postgraduate study at Edinburgh 
and at Lausanne, where he took an M.D. in 1930, Dr. Ogg 
came to London. He was clinical assistant to the Soho Hospital 
■ for Women, and later physician to the Charterhouse Rheuma- 
tism Clinic. He was also medical officer to the Royal Sailors 
Daughters’ School and Home at Hampstead. Dr. Ogg wrote 
a number of papers on rheumatism and on gynaecological and 
other subjects. An able diagnostician, he was very conscientious 
in his work, and endeared himself to his patients by bis sym- 
pathy and kindness. He is survived by one daughter. 


Dr L Carlyle Lyon writes ; It is svith a sense of more thaii 
usual re'eret that 1. one of his grateful Aberdeen 
the years 1922-7. read (December 17. p. 1418) of the ^dden 
death on November 29 of Mr. William Anderson, or NYillic 
as he was invariably affectionately referred to by us all. As 


he hurried away after our 1927 Class Reunion Dinner, held in 
London on March 26 of this year, none of us present could, 
have imagined from his vigorous, though tired, appearance that 
he would not live to see the New Year. His clinics in the old 
Aberdeen Royal Infirmary at Woolmanhill, and in the surgical 
out-patient department across the road, were an example of 
how medical students should be taught. His kindly handling 
of patients, putting them at their ease by his spontaneous and 
friendly use of the native dialect, as well as his consideration 
for the naivete of the surgical beginner and his courtesy to 
the nursing staff, endeared him to all around him. His clinics 
were therefore always overcrowded, and there was invariably 
a rush by the more enthusiastic students to be amongst the 
early arrivals. His lectures on systematic surgery at Marischal 
College were a model of clarity and lucidity, and a pleasure to 
attend ; while his surgical technique when he was operating 
was masterly. His place cannot readily be filled, and those of 
us who worked under him will always be indebted to him. One 
hopes there will be some fitting memorial erected to William 
Anderson in his old teaching school. 

Dr. C. F. Ross writes: It does not seem long ago since wc 
were giving a tea-party in the lab. for Leslie Humphre\ 
(December 24. p. 1478) on his leaving us to join the R.A.M.C 
Our chief had concluded a short speech with the words: “1 am 
certain that Dr. Humphrey will make his mark in medicine.’’ 
How sad it is to think that he was not to be spared 
to that end — to be cut off so near the beginning. Yet he 
seemed to have crowded into his short lifetime an amount of 
experience which some of us may never achieve. Knowing 
full well the eventual outcome of his illness, his constant 
solicitude for others shone to the end through the pain and 
blindness which he bore with such steadfast courage for so 
many months. Self-pity was entirely alien to his nature. Visits 
to him in hospital were not so much a consolation to the patient 
as a privilege to oneself, in making the most of all too fleeting 
a contact with his mind, too rare to be missed. The, triumph 
of this mind over his body was exemplified in his behaviour, 
and will be an everlasting inspiration to those who had the 
honour to witness it. To his wife, whose perfect love and 
understanding must have given him infinite help in those last 
dark months, and to his two children, heartfelt sympathy'goes 
out in abundance. 


Medico- Legal 


ADDICTION TO TRICHLORETHYLENE 

At the Birmingham Assizes, on December 12, Mr. Justice 
Lynskey passed sentence on a man who was said to have killed 
his mother while under the influence of trichlorethylene, a drug 
to which he had become addicted.’ Accepting a plea of not 
guilty of murder, but guilty of manslaughter, Mr. Justice 
Lynskey sentenced Peter Edwin Whillier, aged 26, of King’s 
Heath, Birmingham, to five years' imprisonment. 

For the prosecution Mr. Arthur Wardj K.C., said it would 
be difficult to prove intent at the time of the attack and there- 
fore the prosecution was willing to accept this plea. Whillier 
had been employed at a power station near Birmingham where 
trichlorethylene was in use. He had got into the habit of soak- 
ing his handkerchief in trichlorethylene and inhaling the fumes. 
He was normally devoted to his mother, but on returning home 
after working a night shift he attacked her, and she died in 
hospital from a fractured skull. 

Mr. Feamley Whittingstall, K.C., who defended Whillier. 
said that he would have been able to call tv;o doctors who 
would have given evidence that at the time of attack Whilliei 
was in a state of delirium corresponding to that seen occasion- 
ally in people coming out of an anaesthetic. He was lashing out 
wildly without any control whatever. 


i Manchester Guardian , December 13 ,1949. 
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Medical Notes' in Parliament 


fhe King’s Speech proroguing Parliament on December 16 
made no reference to public health or to the passage of the 
National Health Service (Amendment) Act. 


DEBATE ON NUTRITION 

On December 15 Mrs. Ganley opened a debate on nutrition. 
She commended the Government for continuing rationing, thus 
vecuring fair shares for all. She recalled that a leading French 
specialist had said in 1948 that in ten years England would 
have a generation of young men and women superior physically 
and mentally to that of any other European country. He was 
convinced that the excellent condition of these children was 
due to their feeding ; their diet was perfectly balanced. 

Viscountess Davidson said that she had talked recently with 
two Australian doctors who had come back to this country 
for the first time since the war. They were deeply distressed 
at what they saw, particularly the appearance of the ordinary 
housewife. To produce more in the factories on a diet which 
only just reached the level of pre-war in quantity, but certainly 
not in quality, was impossible. 

Nfr. Somerville Hastings said there was a world shortage 
of food. Britain must take account of the needs of other 
countries and not demand more than a fair share of world 
supplies. In Britain about one-fifth of the people now received 
less food than before the war, about two-fifths received about 
the same, but the remaining two-fifths received much more 
food. He did not forget (hat there was a high incidence of 
tuberculosis, but this was probably due to the fact that the 
disease was more frequently recognized than before the war. 
There was no clear evidence that the death rate from tubercu- 
losis was increasing. This death rate was the important guide 
to the nutrition of the people. He was a little unhappy, how- 
ever, about the consumption of vitamins and fats. The fats the 
public now obtained were some some 16% below pre-war. 

Colonel Stoddart-Scott remarked that one could not get 
nourishment out of calories any more than out of a tape 
machine. What was nourishing was a balanced diet. Over 
many yean this country had developed a diet suitable to its 
climatic conditions and industrialization. If the country was 
to get a more nourishing and attractive diet it must get more 
meat, more animal fats, and more animal proteins. He hoped 
consideration would be given to the question of food- 
poisoning. The handling of food was belter than in the p,ast 
and there were more refrigerators, yet the country never had 
so much food-poisoning as at present. He was sure that if 
Parliament got rid of rationing, nutrition and the health of 
the people would improve. 

Dr. Haden Gl>est said that within a few years young people 
would look back on the medical reports of school doctors 
before the war and on Mr. Seebohm Rownuee's book. Poverty 
and Progress, alrnost as fairy tales. These conditions might 
return if food rationing was abolished. The nation was living 
at a very high standard of nutrition ; rationing, price control, 
and subsidies were necessary to maintain that "standard. 


Tuberculosis and Nutrition 

Mr. W.sLTER Elliot said that in Western Europe in the post- 
war years there had been a striking recovery in respect of many 
foms of illness, particularly tuberculosis. The Milrov Lectures 
published recently in the Briiisb Medical Journal (November V 
p. 1065, and November 19. p. 1135), showed a remarkabk 
clearing up of tuberculosis in Europe since 1921. In the vears 

Sin^loaf ? ‘a '"‘’M sP=«aeul3r. 

dSlLd'hut f England and Wales had 
declined but did not reach the level which had been expected 

if pre-war trends had been continued. Scotland was Ih^ one 

since the end of the 
trend there actually brought the tuberculosis rale 
ffl recent years above the worst period of 1930-1. The death 
ra e from tuberculosis in 1946 in Scotland was 27. in Amsterdam 
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51 in Copenhagen 44, and in Stockholm 56. In Dundee it 
had gone up from 82 to 87, If progress was to continue 
Parliament must sec tliat a mote varied diet was available, 
moving towards the traditional high protein, big meat ration 
and not depending so much on the large starch ration. 

Dr.'EDmi SuMMERstciLL said that Mr, Elliot had failed to be 
objective, ^hc contrasted his speech with his prcsideniia! 
address to the Royal Institute of Public Health and Hygiene 
published in the British .Medical Journal (August 6, p. 297i 
The British Medical Journal had hc.adcd that address "Tubercu- 
losis: Certain Unexplained Mortality Figures,” whereas Mr 
Elliot had advanced in the present debate an argument Iryinc 
to prove that the high lubcrculosKs rales in Scotland could be 
attributed to the nutritional policy of the Labour Government 

She said that some newspapers had confuted averages with 
specific allocations in discussing rations. If the caloric con- 
sumption averaged 3,000 a day and a small child only required 
a few hundred calorics, the heavy workers were consuming 
something like 4,500 calorics. On sugar Dr. Summcrskill said 
there had been a slight increase in consumption but the Govern- 
ment had not the dollars with which to pay for more sugai 
from Cuba. As for meat, the Ministry of Food had a tepre 
sentalive in every meat-producing country who was trying to 
find available meal supplies. The consumption of milk was 
55% greater than before the ssar and had steadily increased 
since 1940. A further improvement was expected in 1950. In 
the present year the Minister of Food had decided to carry out 
a survey of approximately 2.400 households representative of 
all economic classes. In this study, m-idc in May, 1949, when 
milk was unrestricted, the .Ministry discovered that the con- 
sumption of milk was between 6 pints and 4J pints per head 
per week, against 5.4 pints in the highest income groups in the 
1930’s and 1.1 pints in the lowest income group. 

She would like to see more fats available, but a clinica! 
survey had shown no sign of there being a fat deficiency in 
this'eountry. In 1947 the supply of fats was something like 
75% of pre-war. but for the whole of 1949 it was 93% of 
pre-war. It was good to have margarine fortified with vita- 
mins A and D. and the margarine of to-day was infinitelv 
superior to the yellow grease used years ago. Of flour con 
sumption 19% had been replaced since July, 1949, by the 
extra fats now available. This was a transfer of 60 calorie'- 
a day. 

The most spectacular change in the public health of the 
country was the almost complete elimination of rickets, .-\t the 
beginning of the century one-third of the London children had 
rickets. Now it was possible to walk down a London street 
and not see one pair of bandy legs or fcnock-knccs. Cure and 
prevention of rickets was by means of cod-livee oil, which was 
now distributed free. The Government was not withholding 
any of these important nutrients from the poorest income 
groups. Wise feeding was one of the greatest weapons that 
preventive medicine could wield, and she looked forward to 
the day when the Ministry of Food could allocate a balanced 
diet with a full complement of every nutrient without having 
to consider the supply question. 


the report of the Chief Inspector of Mines for the year 194‘ 
has recently been issued (H.M.S.O.. price Is. 3d.). It describe«. 
how ••beat" diseases account for the tarcesl number of cast- 
of indo-strial disease in miners at the present time. The inci- 
dence of “beat knee" has risen gradually over the past 10 
years and this increase is believed to be due to the growing 
the thinner scams. The ideal knee-pad, 
which will e.xclude the accumulation.of small particles between 
the pad and the knee, has yet to be designed. Pneumoconiosis 
continues to be the most important cause of w-astage of man- 
power. The highest incidence is in the South Wales coalfield. 

certified cases there has fallen from a peak 

pteat Britain there has been an increase 
cases m 1945 to some 950 cases in 1947. The report 
also points out that the number of recorded cases of miners’ 
nystagmus rs almost the same to-day as it was le" yea“ago 
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UNIVERSITY OF EDINBURGH 
The following medical degrees and diplomas were conferred at a 
Graduation Ceremonial held on December 16; 

M-D.—’A. K. Bannister,_ J. B. Borthwick, D. P. Degenhardt, 

■ ^G. W. A. Dick, ‘Rose I. L. Donaldron, =J. P. Duguid, ‘D. E. P. 
Forbes, ‘ ‘Constance C. Forsyth. ‘I. C. Gilliland, S. H. Graham, 
■A. F. Maccabe, *1. A. G. MacQueen, ‘I. C, Monro, M. B. O’Neill, 
•J. B, Wilson. 

Ph.D.— I n the Faculty of Medicine; ‘R, A. Miller, M.D., 
F.R.C.P.Ed. 

M.B., Ch.B.— N ancy M. Adams, D. J. M. Allan, T. D. Bleakley, 
N. T. D. Brewis, J. D. Campbell, I. P. Dunnett, Mary B. Edwards, 
r. .W. G. Fraser, J. H. Greig, C. J. Hardie, D. C. Hudson, Mary 
E. R. Hughes (n^e Latimer), Anne E. Jameson, J. D. Litt, Mary 
8, B. McGregor, A. J. H. MacLennan, J. H. McMillan, D. M. 
McNab, Margery Maiheson (niSe Dunn), R. D. Merson, P. A. 
Metcalfe, J. G. Mitchell, R. S. H. Pasqual, D. E. Ryder, I. M. 
Simpson, Pansy E. Smith, Joyce Stirling, Margaret A. Tait, A. 
Taylor, Jessie J. F. Tennent, Janet I. Thompson, P. G. W. Weston, 
T. A. White, Marjorie N. P. Whyte, J. R. Wilson, Sybil M. D. Wood. 
D.P.H. — Ewe Hin Ong, 

Diploma in Medical Radiodiagnosis. — E. A. Keith, W. Macleod. 
Diploma in Medical Radiotherapy. — A. Henderson, K. S 
Mowatt, J. D. Sammon, V, K. Sundaram. 

‘In absentia. ^Awarded medal for thesis. ‘Highly commended for 
thesis. ‘Commended for thesis. 

UNIVERSITY OF DURHAM 

The following medical degrees were conferred in Congregation on 
December 16: 

M.B., B.S.— J. T. CIosv, Evelyn C. Cummings, J. M. Finnerty, 
J. Hayes, Sheila Hedley, A. B. C. Hotobah-During, J. Kirkup, 

J. McHugh, T. A. O’Sullivan, N. G. Pearson, J. W. Salkeld, W. 
Shaw, T. Silver, L. B. Strang, E. J. Thomas, D. Veiteh, Margaret 
C. Watkinson, B. H. Webb, D. Webster, R. Williams, »W. D. Baston. 
*In absentia. 

UNIVERSITY OF BIRMINGHAM 

The following appointments have been made: Dr. J. C. Bowie, 
representative of the University at the Health Congress of the Royal 
Sanitary Institute, Eastbourne, April, 1950; Mr. S. D. Lo.xton, 
Lecturer in Obstetrics and Gynaecology, from December 1, 1949; 
Or. E. C. Fox, Lecturer in Operative Dental Surgery, from 
January 1, 1950. 

The title of Honorary Research Fellow in the Department of 
Physiology has been conferred on Mrs. M. Beznak, M.D. 

UNIVERSITY OF LEEDS 

At a meeting of the University Court held on Decernber 21 it was 
decided to confer the honorary degree of D.Sc. on William Norman 
Pickles, M.D., M.R.C.P., medical officer of health for the Aysgarth 
Rural District Council, at a Congregation to be held on May 19, 
1950. 

ROYAL COLLEGE OF SURGEONS OF EDINBURGH 
At a meeting of the Royal College of Surgeons of Edinburgh held 
on December 14, 1949, with Mr. W. Quarry Wood, President, m 
the chair, the following candidates, having pa.ssed the requisite 
examinations, w'ere admitted Fellows : N. R. Butcher; J. C, Campbell, 
B. S. Dhillon, K. MacD. Douglas, R B. Duncan, R. Fahmy, J. R. 
Hutchinson, W. S. Johnston, 1. Lindsay, R. C. R. Loane, W. C. 
Lloyd-Smith, W. C. Menzies. J. A. Milchell, A. L. Morton, K. 
Prasad, P. L. Rishi, D. E. Robertson, Dorothy E. Rowling, P. N. 
Simons, L S. R. Sinclair, B. P. Singh, Z. H. Y. Sobani, A. G. M. 
Watt. 

ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 

Dr. William J. Dieckmann. Director of the Department of Obsietrics 
and Gynaecology, Chicago Lying-in Hospital, will deliver a lecture 
on “ The Aetiology of Pre-eclampsia— Eclampsia " at the College 
House (5S, Queen Anne Street, London, W.) on Wednesday, January 
H. at 5 p.m. Fellows and Members of ihe College and other medical 
praclilioners interested in the subject are invited to attend the lecture,, 
admission to which is by ticket only, obtainable from the secretary of 
Ihe College. 


Crown Representative on G.M.C. 

Sir Henry Cohen has been reappointed Crown Representa- 
tive on the G.M.C. for the term of five years from January 24, 
1950. He was first appointed Crown Representative five 
years ago. 

Elastic Adhesive Bandages B.P.C. 

The Ministry of Health states that production of one of the 
two packs of these bandages hitherto in use will be discon- 
tinued from January 1, 1950. After that date stocks of the 
carton “N.H.S.” pack may be dispensed where elastic adhesive 
bandage is ordered on Form E.C.IO while supplies of this 
pack are being exhausted. The carton pack is being replaced 
by a pack in tin containers labelled “ Elastic Adhe.sive Bandage 
B.P.C.” Since this pack may be the pack adopted by manu- 
facturers for their branded product, the respective brand name 
or trade mark of the manufacturer may also appear on the tin. 
The prices included in the January Drug Tariff for the two 
widths of this bandage will be the prices for the new tin pack. 
Whether the carton or the tin pack has been dispensed, these 
prices will be paid until April 1, after which date the bandage 
in the tin container only may be dispensed against orders on 
Form E.C.IO. For diachylon base bandages the tin container 
will be of distinctive colour. 

Enjoying Health 

How to achieve health and enjoy it is the theme of a 
pamphlet by Dr. Charles Hill entitled “ Health and the 
Family ” (Conservative Political Centre, Is.). Writing for the 
lay reader, he discusses the importance to health of a happy 
home and good conditions of work, and makes some sugges- 
tions on such topics as the care of old people and the design 
of houses. “ Men are not changed by legislation," he says, 
and he gives them plenty of homely advice that will doubtless 
be more helpful. 

Guild of St. Luke 

The annual meeting of Catholic doctors of the Guild of 
St. Luke, SS. Cosmas and Damian was held on December 18 
at the Hospital of St. John and St. Elizabeth, London. Dr. 
W. B. J. Pemberton was re-elected Master of the Guild, Dr. P. 
Corridan honorary treasurer, and Dr. W. J. O’Donovan 
honorary secretary. A memorandum setting out the considered 
opinion of the Guild on some matters raised in the Royal 
Commission’s Report on Population was the chief business 
discussed at the meeting. 

Whooping-cough Research 

Dr. Pearl Kendrick, of the Michigan Department of Health, 
is in London discussing whooping-cough vaccines, with British 
research workers. According to a statement issued by the 
Medical Research Council, Dr. Kendrick has given valuable 
help with the investigations into whooping-cough vaccine being 
carried out in this country. She is discussing on the basis of 
her wide experience in the U.S.A. present and future trials of 
whooping-cough vaccine in Britain. Dr. Kendrick is a corre- 
sponding member of the Medical Research Council whooping- 
cough immunization committee, and is here under the auspices 
of the World Health Organization. 

Consultant Psychiatrist to WHO ' 

Dr. Lucien Bovet, chief of the Office Medico-Pddagogique 
of the Canton de Vaud at Lausanne, has been appointed con- 
sultant on juvenile delinquency to the World Health Organiza- 
tion. He will shortly tour Holland, Sweden, Finland, France. 
England, and the U.S.A. 
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TrcataicBt o^AnUinix, Botulism, and Snake-bite 
Anungements which arc to operate from January 1, 1950, 
are being made for emergency supplies of sera for the treat- 
ment of anthrax, botulism, and snake-bite to be kept at the 
following centres. In each case the centre will maintain a 
twenty-four-hour service. 

. Telephone 

Centre Number 


Ihe Dispensary, Newcastle General Hospital . . 
lie Dispensary, Cumberland Infirmary, Carlisle 
Seacrofl Hospital York Road, Leeds .. 

Castle HiU Hospital, Cottmgham, York 
Moitingham City Hospital, Hucknall Road, 

Nottingham , . ^ 

Regional Blood Supply Depot, Brookland 
Asenue, Cambridge 

blonday to Friday, S a.m.-lO p.ra, 1 
Saturday 8 ajar.- 6 p.m. / 

All other limes 

North Middlesex Hospital 

South London Blood Supply Depot, Bcnhtll 

Avenue, Sutton 

Northampton General Hospital 

Royal Berkshire Hospital, Reading 

Ham Green Hospital, Bristol 

Swilly Isolation Hospiial, Plymouth 

Canton Infectious Diseases Hospital, Cardiff . . 

Dudley Road Hospital, Btfmingham 

The Dispensary, hlanchester Royal Infirmary . . 

Hie Faiikerliy Isolation Hospital, Liverpool . . 


Newcastle 3321 1 
Carlisle 590 
Leeds 45194 
Cdttingham 47372 

Nottingham 42554 


Cambridge 2536 

Cambridge 87988 
Tottenham 3071 

Vip'lanl 0068 - 
Northampton 46Sil 
Reading 2231 
Till 31165 
Plvrnouth 4311 
Cardiff 160 
Northern 3801 
Ardwick 3300 
Ajatree Z124 


In addition, 10-mI. containers of anthrax antiserum for use 
prophylactkally in persons exposed to infection may be 
obtained during the daytime from the following centres; 
Public Health Laboratory, 16-18, Edmund 

Street, Bradford Bradford 24314 

Public Health Laboratory, 184, High Street, 

Kingston-upon-HuU ., Hull 35371 

Bacteriolopcal Deparrmeni, City Laboratories, 

126. Mount Pleasant, Liverpool . . . . Royal 3636 

Central Public Health Laboratory, Colindale Cblindale 6041 

Avenue, London, N.5V.9 and 4081 

Public Health Laboratory, General Hospital, 

Westgats Road, Newcastle, 4 . . . . Newcastle 34920 

Public Health Laboratory, General Hospital, 

Northampton Northampton 347 

Pufah'c Health Laboratoiy, County Hall, 

Taunton Taunton 3451 

Public Health Laboratory, Institute of Preven- 
tive Medicine, The Parade, Cardiff . . Cardiff 8288 


COMING EVENTS 

Vleeting of Registrars 

All registrars in the North-west Metropolitan Region arc 
invited to attend a General Meeting at B.M.A. House on 
Wednesday, January 4, at 4.30 p.m. The objects of the meet- 
ing are to elect a permanent committee and also three repre- 
sentatives to the Central Council of the Registrars Group of 
the B.M.A. 


Alcoholism 

A joint meeting of the Society for the Study of Addiction 
and the Section of Psychiatry of the Royal Society of Medicine 
will be held at 1, Wimpole Street, London, W., on Tiie.sday 
January 10, at 8 p.m., when Dr. Erik Jacobsen, of Copenhagen,’ 
will read a paper on “ Biochemical Methods in the Treatment 
of Alcoholism, with Special Reference to Antabuse ” A 
discussfon will follow. 


Diet in Infancy and Childhood 

of lectures for postgraduates on “Diet in Infa 
and Childhood wiU be delivered by members of the staff 
Institute of Child Health and visiting lecturers at 
Wc'mT'^ ChUdren. Great Ormond Street, Land 
5 p.m., from January 17 to March 

a* Innr ta. 

accomna^i^d'lf f^^rickets of admission flimtted in numb 
accompanied by a remittance, should be sent to the secret 
of the Institute of Child Health at the hospital 


Society for Endocrinology 

The Society for Endocrinology has arranged a lecture^ on 
“The Nalurc of Adrenocorticotropic Hormone (ACTH)” to 
be given by Dr. C. H. Li (Institute of Expcfimcnlal Biology, 
University of California, Berkeley, California) at the Royal 
Society of Medicine, f, Wimpole Street, London, \V., on 
Thursday, January 26, at 5 p.m. Admission is free, without 
ticket. 

SOCIETIES AND LECTURES 

Tuesday 

iNsrnOTB OF Dermatologv, 5, Lisle Street, Leicester Square. 
London, W.C.— January 3, 5 p.m.. " Animal Diseases Communi- 
cable to Man.” by Dr. M, S. Thomson. 

Royal CottLce of Sorcfo.ss of L.sclamo. Lrncoln s Inn Fields. 
London, W.C.— January 3, 5 p.m., ” Tumours o/ the Kidney. 
Erasmus Wilson Demonslraiion by .Mr, C, E. Shaltock. 

Wcrlncsday 

London Couniy Mfoicwl SocierY.— At Si, Giles’s Hospital. Camber- 
well, S.E.. January 4. 3.15 p.m.. annual general meeting, followed 
by on adiifcss by Dr. C. D. S. Agassiz. 

Thursday 

Faculty of Hovioeopatkv. — A t Royal London Homoeopathic 
Hospital. Great Ormond Street, London. W.C., January 5, 5 p.m.. 
"The llomoeopaihie Treatment o/ Common Liier and Gall- 
bladder Disorders." by Dr. E. K.. Lcdcrmann. 
fNSTitun: OF DtiiviAtotooY. 3, LMc Street, Leicester Squate. 
London, W.C. — January 5, 5 p.m.. " Eczema and/or Dermatitis'' 
by Dr. Brian Russell. w 

Royal CoLtroE op Suactoss of E.sch.nd. Lincoln's fntt Fields. 
London. \V C. — January 5. 5 p.m,, " Iniurics oj the Nose and 
Sinuses.” Otolaryngology Lecture by Mr. Rainsford Mowlem. 
Royal Puotoorsfuic Society; Mloical Group.— -A t 16, Princes 
Gate, London, S.W., January 5. 7 p m., " Display Methods in 
Medical Illustration — Graphic and Photographic,” by Miss Sylvia 
Trcadgold (Dcparimcm of .Nlcdical Illustration, Guy’s Hospital). 

Friday 

Royal College of Suroeoss of E.nolaso. Lincoln's Inn Fields. 
London, W.C— January 6, 5 p.m,. " Tumours oj the Testicle,'' 
Erasmus Wilson Demonslraiion by Mr. C. E. Shaiiock. 

Maida Vale llospirAL Medical School, Maida Vale, London. 
W.— January 6. 5 p.m,. Neurological Demonstration by Dr 
Redvets Ironside. 

, Saturday 

PHYStoioGiCAL SociPTY.— -At Cuy’s Hospital (Physiological Labora- 
tory), London, S.E,, January 7, II a.m., demonstrations and 
communications. 


BIRTHS, MARRLVGES, AND DILVTHS 

aiRTHS 

Ucn)am(as>-^n December IS. IW9, at the LonJon Hcnpiut. E.. *o A«fiJi tQ4c 
Pcfwm) anj Hush Bcmamm. M.D.. f R,C-S.E£l., F.R.F.P,S.. of Jobascev 
a dauzbicr 

Itsmuis — On Dcccmhcr M. 1949. jt |o. Millm<lon RojJ. Caetriaic, Ur 
' .Mary tnt-. .Marrssl). wife of G Kent IIirri>on. F R C.S.. a liauiJilcx 
.M.B'ir.— On OccvmbCT 17 I9t». at the Bucklmhsnt .Vurwn* llncte. Lcc4< 
to Jtaa .Mine icie Wallicr VVooU), v.itc ol Noroaa McUor. M.O.. Ch B ’ 
a wa. ^ 


Bold.— On December 17. 10 : 9 , at Blube BoJic. Siokearo-Ticar, StaU. 
Edmund Roben Boyd. M B.. Ch.B 

^Djeemter 17. 1919. at Seatord, Suiici. Uocdoi Broialej. 

%^nu'n;-?°d’e,?R"gS[miJe,.'^’h C.s'.!‘\a’‘e"d“J, "•ob«bamatan. 

p MiOlamSv Hilllop CreseenL CoUuo 

CoP'- O B E.. LS.A.. Surjeon CaruhTR^; 

'^"r^S “l'r'cp '«ed’1?2 '-VMiaa Eaa. 

^dkliSin h““ M R ci I R 1'°®'’'“" "“'WRI- (0=9400. S.W.. Hear, 
su™;. a«d <o" Crance. Sl Helen’, Road. 

M B.. Cb.B.. a«cd I 9 *’ '=“’(’'“1. Aden. Donald McGrcaor. 

ter, '^s Tr-yi" 

sVreeL UndoS' w" a-ed 71 ’ 

Fur'.hrwSliSS'rer’ ^*0- 

RnhenioP^M.lLC^Trn c’p'^’pfj HaniKh Gordon Gran; 

Roric. M.B.. Or B., need M.’‘ ' ^ Aberdeen. FtanX Mil' r 
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INFECnOUS DISEASES AND VITAL STATISTICS 

Wo print IkIow a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended December 10, 49 

Figures of Principal Notifiable Diseases for ihe v^eek and those for the corre* 
spotuliag week last year, for: <aj England and Wales {London included) lb) 
Londoa (administrative county), (c) Scotland, (d) Eire, (c) Northern Ireland. 

tizurcs of iiirths and Deaths^ and of Deaths recorded under each infet lions disease, 
JC\ T ^ srcai tON^ns in England and Wales (including London) 
(administrative county), (c) The 16 principal lo\*ns in Scotland, 
t? towns in Eire. (e)The 10 principal towns in Northern Ireland. 

A dash --- denotes no cases; a blank space denotes disease not noiihabJc or no 
return available. 


Disease 

1949 

94S (Corresponding Week ) 

(a) 1 

(b) 

(c) 

(d) 

(c) 

(a) 

(b) i (c) 

(d) 

(e) 

Cerebrospinal fever 

37! 

4 

26l 

— 

. 

39i 

1 

4| 

19 

— 


Deaths 

- 1 

2 

— 



2! 



Diohihcria 

37| 

7 

37 

3 

1 

144; 

12' 

45' 

7, 

9 

Deaths 

'^1 

— 

— 


— 

2i 

1 




Dysentery ■ . . 

133 

14 

73 

, , 

3 

69j 

13 ; 

44 

— 1 


Deaths 



1 

— 1 


— ' 

— 

Encephalitis letbargica, 
acute 

Deaths 












— 





' 

f 




Erysipelas 



31 

10 

3 



30 

1 

21 : 

-> 

Deaths . , 


— 





— 

1 


(nfectivo enteritis or 











diarrhoea under 2 
years 




33 




1 

36 


Deaths 

13 


4 

1 

1 

29 

— 


1 

2 

vfcasics* 

t,596 

26 

22 

89 

II9 

10,094 

176 

1471 

51 

63 

Dcathst 



— 

— 

— 


— . 1 



Ophthalmia neonatorum 

38 

3 

5 


1 

36 

5 

20, 

, . 

.. 

Deaths 








i 



Paratyphoid fever 

5 

1 

1(B) 

— 

2(B) 

3 

1 

1(B)| 




Deaths 


— 


— 


— 

— 

_ 1 

— 

— 

Pneumonia, ioduenzal . . 

734 

26 

'12 

1 

U 

t,027 

81 

9l 

1 

6 

Deaths (from influ- 










enza)t 

23 

6 

3 

“ 

— 

24 

4 



— 

Pneumonia, primary . . 



287 

35 




397i 

28 


Deaths 

236 

48 


12 

7 

321 

71 


3 

1$ 

Polio-cncephalitU, acute 

10 





1 





Deat^ 











Poliomyelitis, acute 

124 

IS 

! 

2 


35 

4 


2 


Deaths? 

11 





1 

— 




Puerperal fever . . 


— 

5 





8 



Deaths 











Puerperal pyrexiail 

57 

7 

7 

— 

1 

98 

8 


— 

— 

Deaths 




• 







Relapsing fever 






— 




— 

Deaths 











Scarlet fever 

2,S55 

214 

249 

123 

269 

1,410 

85 

287 

170 

45 

Dcathst 



— 

— 

— 








Smallpox 

- 

— 

— 

— 

— 


— 

— 

— 

- 

Deaths 




— 

— 






Typhoid fever . . 

1 f 

— 

— 

3 


4 

1 

2 

— 

— 

Deaths 


— 









Typhus fever . . 

! ■“ 


— 

— 


— 

— 



— 

Deaths 

i 




" 






Whooping-cough* \ . - 

Deaths 

; S93 

33 

59 

16 

52 

*> 5'>‘’ 
13 

187 

1 

! 159 
3 


9 

Deaths (0-1 year) 

263 

3- 

42 

i 16 

, 11 

360 

54 

60 

13 

7 

Deaths (excluding still- 
births) 

5 22- 

87. 

702 

m 

136 

5,497 

944 

659 

154 

107 

Annual death rate (per 



I4-I 

I 




13-3 

9-6 


1,000 persons living) 







Live births 

6,59. 

104 

S4S 

30J 

224 

7,213 

122 c 

867 

303 

227 

Annual rate per 2,000 
persons living 



17C 

19- 




17-5 

190 

1 

Stillbirths 

19 

2 

It 



215 

2J 

21 


j 

Rate per 1,000 total 










1 

births (including 

stillborn) . . 


1 

r 





24 


! 

} 


• Measles ana wnoopiog-cougu arc not uuuuawiw 

fever for Ensiand and Wales. London 
London (administrative 

'° 5 ^e num^f of d?at£*'froni poliomycliiE and poLVe-ittphalitis for England 
and Wales, London (administrative county).^ eombmed. 

1 Includes puerperal lever for Engiand and Wxes and hire. 


EPIDEiVUOLOGICAL NOTES 

Typhoid ia a Liaer 

When the liner s.s. Mooltan arrived in the Port of' London od 
D ecember 16 three sick, members of the crew were removed 
to hospital for observation. On subsequent days further mem- 
bers of the crew were admitted to hospital, and a diagnosis of 
typhoid fever has now been confirmed in some of them. On 
December 22 a total of 1 1 confirmed cases were under treat- 
ment, and 5 further members of the crew were under 
observation in hospital. The organism is Vi-phage . type A 
Retrospective inquiries suggest that the dates of onset of illnesv 
were during the last ten days of the voyage. 

One passenger has been admitted to hospital as a suspected 
case of enteric fever. The names and addresses of passengers 
and members of the crew who left the vessel have been notified 
to medical officers of health of the destination to which thev 
were proceeding. 

Discussion of Table 

In England and li'ales there were falls in the notification,- 
of whooping-cough 88, measles 58, dysentery 26, and acute 
poliomyelitis 17. while the only large rise was in the incidence 
of scarlet fever 100. 

A small rise in the incidence of scarlet fever was reported 
from most areas ; the largest increasS* was London 31. The 
notifications of measles remained almost constant in most 
counties ; the e.xceptions were decreases in Durham 212 and 
Norfolk 83 and an increase in Lancashire of 110, mainly contri- 
buted by Liverpool C.B. with a rise from 77 to 145. 

A small decrease in the incidence of whooping-cough was 
recorded in most areas ; the only large fall was 47 in Yorkshire 
West Riding. The only marked change in the notifications of 
diphtheria was an increase of 8 in Staffordshire. 

Two fresh outbreaks of dysentery were reported during the 
week, one affecting 24 persons in Berkshire, Wokingham R.D., 
and the other with 18 notifications in Staffordshire, Wolver- 
hampton C.B. Only 2 cases were notified in Gloucestershire 
and in Cheshire ; in the preceding week the notifications were 
30 and 16, respectively. The other large returns for dysentery 
were Lancashiie 21 (Preston C.B. 7. Liverpool C.B. 6); London 
14 (Poplar 71; Northumberland 11 (Newcastle-upon-Tyne C.B 
9). The largest outbreak of food-poisoning was that in which 
43 cases were notified in Wiltshire, Salisbury M.B. 

In Scotland there were decreases in the notifications of acute 
primary pneumonia 63, scarlet fever 35, whooping-cough 23. 
and dysentery 21. with increases in the incidence of cerebro- 
spinal fever 12 and diphtheria 8. The rise in the notifications, 
of cerebrospinal fever and diphtheria was contributed b) 
Glasgow. Notifications of dysentery came mainly from 
Glasgow 23 and Stirling county 15, 

In Eire there were decreases in the notifications of scarlet 
fever 34 and whooping-cough 28. Notifications of diarrhoea 
and enteritis fell by 9 in Dublin C.B., but there was a rise of 
14 in the rest of the country. 

In Northern Ireland there were only small changes in the 
notifications of infectious diseases. In Belfast C.B. a decline 
of 31 was reported in the notifications of measles, but there 
was a rise of 34 in the remainder of the country. 


Initial plans for the control of venerea! disease in the South- 
east Asia Regional Organization of WHO are being drafted on 
the basis of reports furnished by Dr. George M. Leiby, WHO 
consultant working with the WHO regional office in New Delhi 
The plan includes a project for the eradication of yaws in 
Indonesia. Unicef has allocated $700,000 to it. A scheme 
for controlling syphilis will be combined with it. Dr, Leiby, 
who is professor of internal medicine and syphilology at the 
University of California, will also visit Bangkok to discuss 
plans for V.D. control in Siam. It is believed that adequate 
V.D. services can be introduced in Ceylon in conjunction with 
the Mother and Child Welfare Organization there. After com- 
pleting his tour of Burma and Indonesia, Dr. Leiby will b' 
replaced by Dr. N. Jungahvalla, who will be the permanent 
consultant in venereal diseases to WHO in South-east Asia. 
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Any Questions ? 


Corrcspondems should sh e their up/ues and addresses {not jor 
publication) and include all relevant details in their questions, 
vhkh should be typed. U'c publish here a selection of those 
questions and answers which seem to be of seneral interest. 

Coatrol of Dust-borne Infection 

Q. — (a) Row useful is the oiling of floors and blankets in 
preventing cross-infection ? What oils should be applied, in 
xhat quantities, and how often ? Can you mention any hospi- 
tals using the method now? (i) What is the best method of 
aerial disinfection ? I take it that the only effective chemical 
available commercially is sodium hypochlorite ? 

A. — (a) Dust in a hospital ward consists largely of particles 
of fabrics from the pauents’ beds : when these fabrics arc 
contaminated by secretions or discharges the dust arising from 
them, and the air when dust is formed or disturbed as by 
bed-making or floor-sweeping, can be shown to contain sur- 
prisingly large numbers of pathogenic bacteria. That oiling, 
by causing such particles to stick together in indispctsiblc 
masses, much reduces aerial contamination and actually reduces 
the amount of cross-infection has been fully proved. Papers 
which should be consulted are those of Thomas and Van 
den Ende (Jouriml, 1941, 1, 953). Van den Endc and Thomas 
ILancet, 1941, 2. 155). Thomas (ibid., 1941, 2. 123). Van 
den Ende, Edward, and Lush (ibid., 1941, I, 716), and Wright. 
Cruickshank, and Gunn (Journal, 1944. I, 61 1). These contain 
mform'ation about methods, which cannot be detailed here, as 
well as results. The oiling of floors is simple and inexpensive, 
and requires repetition only at intervals of three or four weeks : 
the treatment of blankets and garments is much more difficult 
and expensive and requires skilled laundry co-operation. The 
only present-day. use of both processes of which we have know- 
ledge is in the Bums Unit of the Birmingham Accident Hospital, 
although it may well be that other hospitals use them. The 
oiling of floors only has been continued at the L.C.C. North- 
Western Hospital (where the observations of Wright et al. 
quoted above were made), in the wards of the Facio-Maxillary 
Unit, Hill End Hospital, St Albans, and doubtless elsewhere. 
It should perhaps be pointed out that this method of dealing 
with infected dust is only one of many precautions, some 
alternative to it, whereby the risks of cross-infection may be 
diminished. 

(b) Most of the information asked for in this question can 
he found in the memorandum " Studies in Air Hygiene ” (Spec. 
Rep. Ser. med. Res. Conn., Lond., No. 262, 1948), which was 
die subject of a leading article in the Journal for September 17, 
1949 (p. 640). The best method of aerial disinfection depends 
on many circumstances not specified in the question. For 
temporary use in an emergency such as an air-borne epidemic, 
and in premises where elaborate installations employing ultra- 
violet light or glycol vapours are out of the question, it is true 
that sodium hypochlorite is the best agent available. 


Sympathectomy for Intermittent Claudication 

Q- — What are the indications for sympathectomy in inter 
mittem claudication ? Is there any mean's of telling what i 
the state of the arteries at any time and at any level? 

A,— Recent investigations have shown that sympathectom' 
;s of benefit in the milder degrees of intermittent claudication 
Where the pain either wears off or remains consunt even wifi 
continued walking. In such cases a high proportion of patient 
ran be greatly relieved by the operation, or by chemical destruc 
tion of the lumbar sympathetic chain by phenol injection whei 
open operaUon is contraindicated by the patient’s age or eenera 
condmon, In the more pronounced d^rees, whe^lmfe 
walkmg IS prevented by the development of severe pain onh 


tenotomy of the affected muscles should be considered, as this 
operation can greatly increase the walking distance. 

Sonic indication of the degree of gcncraliicd arteriosclerosis 
can be obtained from estimation of the blood pressure and 
from palpation of the course and consistency of the brachial 
and radial arteries, while radlograph.s of the limbs shosv the 
degree of calciHcation in ihc arteries, fhc patency of the 
arteries at any level can be estimated by palpation of the pulses 
or by oscillometry, and the presence of other evidence of 
ischqeniia, such as muscle-wasting and p-allor of the foot on 
elevation or c.xcrcisc. The exact state of the limb attcrics can 
be demonstrated by arteriography, but clinical examination is 
usually sufficient to a-ssess the c.xlent of the ischaemia. 


Subacute Combined Degeneration 


Q.—How shoidd a case of subacute combined degencruiiou 
of the cord where the neurological symptoms arc prcdoiniuant 
be treated? One proprietary liver extract has been used, and 
discarded because it produced a dark-brown discoloration of 
the urine ivitJi a high specific gravity. Is there any explanation 
Jor this, as the urine is otherwise normal ? flow soon may 
improvement in the neurological signs and symptoms be 
expected with adequate dosage ? 

A. — Subacute combined degeneration of the cord requites 
full and intensive treatment, and the doses of the anli-anacmic 
preparations used should not be reduced even when the blood 
count has returned to norniaj. If liver c.xlracls are employed, 
then doses of 2-4 ml. intramuscularly daily for a fortnight or 
longer should be followed by similar doses on alternate days, 
and then two or three limes weekly until the condition is much 
improved. With more concentrated or purified liver extracts. 
1-2 ml. should be given at similar intervals. Good responses 
arc obtained to the continued administration of 10 g. of desic- 
cated pig’s stomach thrice daily ; this should be given in cold 
water or cold milk after meals and should not be heated. Some- 
times in the early stages it is of advantage to combine parenteral 
liver and oral stomach therapy. Liquid liver extract or proteo- 
lysed liver in a dose of I oz, (23 ml.) twice daily may also 
be tried. 

Recent investigations have suggested that vitamin B,, may be 
of value in the treatment of this condition, but as yet dosage 
and long-term effects have not been fully reported. Doses of 
40-60 MS- intramuscularly once or twice weekly might be tried 
Under no circumstances should folic acid be used, cither alone 
or in combination with any other preparation. Ancillary treat- 
ments will include: (a) acid, hydrochlor. dil. 30 minims (1.8 ml.) 
and glycerin, pepsin. 1.5 dr. (5.25 ml.) in a tumblerful of water 
after each meal if there arc any gastrointestinal symptoms ; 
(6) supplementary vitamins, especially B complex, and also 
ascorbic acid (50 mg. three times a day) ; (c) a full normal 
diet ; and (d) massage and exercises for the limbs. The response 
will vary according to the severity of the initial condition, the 
ioicnsiiy and persistence of the treatment, and the individual 
sensitivity of the patient. Improvement should be noticeable 
in the first few weeks, particularly as the blood count returns 
to normal, after which it should be progressive although prob- 
ably slow, Paracsthesiae and some spasticity may persist for 
a very long time. 

A dark-brown urine is noted occasionally after the use of 
certain very crude preparations of liver, and is probably due 
to pigmentary matter extracted from the original liver tissue. 


Treatment of Coronary Tlirombosis 
Q.—What is the most satisfactory modern treatment of 
Z'luT?^ ‘^Icoumarol of proved 


i,„X . : ot all cases of acute coronary throw 

'■'^Sion of 20%. If 31 
S^calone diet is mamtatned for the first week and a li-ht die 
hereafter the mortality rate drops to around 15%. The addi 
tion of anticoagulant therapy lowers it another '’ 4 “' 

Si?ebS"thromb''’’“ complications {7ch a- 

cerebral thrombosis, phicbothrombosis. pulmonary infarction 
and masstve pulmonary embolism. Th; sh-g^LwerLTof X 
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mortality rate may be fairly attributed to the absence of deaths 
from massive pulmonary embolism. It is likely, though not vet 
proved, that the administration of quinidine 3-5 gr. (0.2-0.32 g.) 
thrice daily for the first month may diminish the number of 
deaths from ventricular fibrillation. In other words, the 
combination of a low-calorie diet, anticoagulants, and quini- 
dme may be expected to halve the mortality rate of acute 
coronary thrombosis. In practice it is usual to limit anti- 
coagulants to those cases in which thrombo-embolic complica- 
tions are likely. The criteria for employing such therapy 
include: (a) marked fall in blood pressure; (6) any evidence 
of left ventricular failure or congestive heart failure ; 
(c) paroxystnal tachycardia or auricular fibrillation ; (if) electro- 
cardiographic signs indicating gross infarction — for e.\ample, 
monophasic Q waves and persistent elevation of the ST segment 
in left ventricular surface leads and their equivalents; and 
(e) any direct signs of thrombosis elsewhere. If heparin were 
easier to give and less expensive, or dicoumarol were less 
dangerous and required less laborious control, the anticoagu- 
lants would probably be given as a routine to all patients ; but. 
as they are not, some selection is usual. 

, Pruritus During Pregnancy 

ii—iVliat is the best treatment for pruritus of pregnancy '! 
.-1 patient suffered considerably in her first two pregnancies; 
she is now two months pregnant and already the irritation has 
started in the vulva. There are no abnormal physical signs and 
the urine is free from sugar. 

A. — If the pruritus is limited to the vulva there is nearly 
always a local cause for it, and, even if there is no glycosuria 
and no obvious vaginal discharge, vaginal swabs should be 
repeatedly examined to exclude trichomonas and monilia infec- 
tion. If all such local causes are e.xcluded, treatment with acid, 
hydrochlor. dil. 30 minims (1.8 ml.) in a tumbler of water three 
or four times daily with meals may be tried tentatively. The 
cause of generalized pruritus associated with pregnancy is un- 
known, but the nature of the skin lesion rather suggests an 
allergic basis. Treatment is empirical, and. if antihistamine 
drugs ar.e ineffectual, stilboestrol, 5 mg. thrice daily by mouth, 
sometimes seems to help. Calcium gluconate in large doses is 
also used. Frequent bathing with 1% sodium bicarbonate solu- 
tion may give temporary relief. When the pruritus is restricted 
mainly to the abdomen — and it often is — an emollient such as 
lanoline cream gently rubbed into the skin each day is well 
worthy of trial. 

Hirsutism 

Q. — What investigations are called for in a case of hirsutism 
.4 woman of 2S has a growth of hair on her legs, slight growth 
on her chin, a tendency to masculine-type pubic hair, and hair 
round the nipples. Her menstrual history is normal, apart from 
slight irregularity and amenorrhoea for six months on starting 
nursing: there is no other evidence of endocrine imbalance^ Is 
it possible to prescribe a depilatory cream which would relieve 
the hirsutism and, if so, could its use be continued indefinitely 
without danger? 

A. — ^The adrenogenital syndrome is usually said to consist of 
three features — hirsutism, adiposity, and amenorrhoea. Some- 
times. instead of adiposity, one gets increased muscular develop- 
ment and strength, and even loss of adipose tissue. In this 
case the amenorrhoea 'would appear to be psychological, and 
should this be so we are probably dealing with a genetically 
determined hirsutism for which there is no medical or surgical 
endocrine treatment. In the case of adrenogenital syndrome 
the usual cause is bilateral hyperplasia of the adrenal cortex, 
and unilateral adrenalectomy may offer a modicum of relief. 
.■\n adrenal or ovarian neoplasm is revealed by excessive secre- 
tion of 17-ketosteroids in the urine, and by intravenous pyelo- 
graphy or possibly pelvic examination, respectively. Depila- 
tory creams are, in the writer’s experience, fundamentally 
.ineffective, and not without danger or severe discomfort. 
Other physical measures, such as shaving or electrolysis, are 
on the whole preferable. 


NOTES AND COMMENTS 

Salicyl-sulphonic Acid Test.— Dr. A. Michael Davies (London, 

N. W.) writes : Under “ Any Questions ? ” (December 3, p. 1306) the 
use of the salicyl-sulphonic acid test for the detection of “albu- 
min ’’ in urine is discussed and the statement made “ that the test is 
not so delicate as the boiling test. . . .” Some months ago I had 
occasion to investigate this point and found the converse to be true— 
i.e., that the sulphosalicylic acid test is twice as sensitive as the 
boiling test in the detection of protein {not “ albumin ’’) in urine 
A series of dilutions of plasma in urine were made, commencing ai 

O. 5% and running down to 0.005%. The urine was fresh, pooled, 
and found to be free from protein and other abnormalities. The 
plasma was human, citraied and pooled, and was found to contain 
7.0 g. of total proteins per 100 ml. (biuret method). Each test was 
performed in triplicate by each of three experienced laboratorj 
teclinicians and myself, the operator having no prior knowledge ol 
the protein content of the specimen, and the end-point taken to be 
the faintest detectable (naked eye) opalescence. The results showed 
close agreement. With 25% sulphosalicylic acid the end-point was 
reached at 0 04% plasma (a protein content of 2.8 mg. per 100 ml.) 
and with the boiling test and addition of 2% or 4% acetic acid the 
end-point was 0.08% plasma, a protein content of 5.6 mg. per 100 ml 
The ease and sensitivity of the salicyl-sulphonic acid test make ii 
eminently suitable for surgery or bedside use, and it deserves to be 
more widely employed. The possibility of false reactions with uric 
acid and “ urosclectan *’ in no way detracts from its value, and a 
further point in its favour is the fact that it can be made into a 
quantitative lest by using constant volumes and comparing with a 
set of standards I have used it as the routine test for proteinuria in 
several clinical laboratories with complete success. 

The Symptoms' of Botulism. — Dr. Gerald Leighton (Ramsey, Isle 
of Man) writes : In a typical outbreak usually several people aic 
affected. All present the same symptoms within a few hours of each 
other, varymr in seventy ; all remain for a time unaware of having 
taken the toxin, and go about as usual. There are no symptoms ai 
all until the pitient suddenly complains of dizziness and double 
vision, when paralysis of the ocular muscles is commencing. This 
may appear .it any time from six hours to about thirty hoursj 
having appeared, the outlook is serious. In a typical case there i> 
no incubation stage with preliminary feverishness; the temperature is 
slightly subnormal. There is no pain, or only slight pains, no 
headache, slight vomiting in some cases, none in about half. Then 
appears the striking sign of more or less complete ptosis. Vision 
is not impaired. The speech becomes blurred and indistinct: 
attempts to walk are marked by staggering. There is no pain at this 
or at any other stage in a typical case. Consciousness remains to 
the end. As a rule there is obstinate constipation all the time, bui 
no headache nor any rise of temperaturfi. The later symptoms then 
develop: difficulty in swallowing; the larynx becomes paralysed: 
power of speech is often completely lost. The mental faculties are 
fully active and communication is achieved by writing. There is 
dyspnoea from accumulation of mucus. Lastly the intercostal 
muscles and diaphragm become paralysed and the circulation fails 
Up to this point there is no marked deviation of the pulse from 
normal. 

High-pitched Voice In Adult Male. — Mr. M. Vlasto (Wesler- 
ham, Kent) writes ; I was surprised to read the reply {“ Any 
Questions ? " November 26, p. 1246) to the question about high- 
pitched voice m adult male. The eunuchoid type of voice is heard 
now and again by laryngologists and speech therapists, who know 
little or nothing about the “ secretions of androgens.” In m) 
experience the great majority of such cases have a psychological 
background and are amenable to therapy along ■well-established 
lines. . . . 

Correction.— Dr. Terence East’s Failure of the Heart and Circula 
lion is priced 8s. 6d., not 6s. as stated in our recent review. 
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REPORT ON 5IED1CAL CERTIFICATES 

The Inler-Departmental Committee on Medical Certificates has 
now issued its report (H.M.S.O., 2s.). The committee was 
appointed to consider the medical certificates required under 
present enactments or regulations or for other administrative 
purposes and to advise, without excluding the possibility of 
amending legislation, how far it would be practicable to reduce 
the number of certificates to be signed by medical practitioners 
and to improve and simplify the forms of certificates and the 
rules governing their issue.’* Its members were Mr. Archibald 
^fford (chairman), Dr. J. C. Arthur, Miss Florence Hancock, 
Dr. W. Jope, Mr. E. D. Maegregor, and Mr. R. L. Briggs 
(secretary). 

The committee considers — as medical practitioners will agree 

that the primary function of a doctor is therapeutic, and that 
the time spent in examining patients for the purpose of signing 
or refusing to sign certificates has undesirable effects on medical 
practice, to the detriment both of the profession and of the 
community. “ Surgery hours become unduly protracted." The 
doctor ‘ may well find himself compelled to eliminate visits 
which he would normally desire to make,” or he may have to 
visit a patient " not in need of medical treatment solely for the 
purpose of signing a document." "This bears especially hardly 
on practitioners in rural areas.” The report adds that “ in the 
long run the prospect of a harassed life may deter young men 
from entering the profession.” 

The committee had some difficulty in defining what is a 
medical certificate and what is not, for some of the documents 
before them were medical reporls, notifications, attestations, or 
statements. It points out that a document which a doctor is 
authori 2 ed to sign as an attesting witness is not a certificate ; 
he signs it as a responsible member of the public, not as a 
doctor. It suggests that Government servants at local offices 
should be among those authorized to attest such forms. 

Form of Certificates 

Since an^ particular control is a question of Government 
policy, the committee has in most cases confined its suggestions 
to limiting the occasions when a certificate is asked for rather 
than advocating its abolition, but has sugge.sted that a number 
of them be simplified. When new certificates are prepared, 
advice should be obtained on their form from the medical 
profession and legal guidance obtained. In particular, the lay- 
out of similar certificates should be the same, since the same 
questions asked in different order confuse the doctor who has 
to answer them. 

Discussing the detailed form of the certificates, (he coni- 
mittee emphasizes that the doctor's function is to provide evi- 
dence of medical facts or inferences, and that it does not 
extend to a general assurance that the application for which 
the certificate is used is founded on a true presentation of the 
other facts of the case. Breaches of this principle are at present 
common in medical certificates. Again, some questions in 
certificates require answers on medical facts which the doctor 
cannot give from his own knowledge, since he has to rely on 
what the patient says. A typical example given comes from 
a form used by the Home Office: " Are the periods regular 
and normal in all respects ? ” Questions such as this are better 
framed with the -words; " Does the patient (or candidate) slate 
that 

One of the most efficacious ways, the committee considem, 
to reduce the number of medical certificates would be for the 
Ministry of National Insurance to provide, at the request of 
insured persons, extracts from certificates of incapacity sub- 
mitted to that Ministry’s local offices in connexion with claims 
for insurance benefit. These could be used for more general 
purposes than at present — for e.xample, for presentation to 

employers. _ j- i » 

Some medical certificates play no part in the medical treat- 
ment of the patient. The committee recommends a change in 
the wording of the National Health Service Acts of 1946 and 
1947 to provide for the free issue only of "such certificates as 
may be prescribed, being certificates reasonably required under 


or for the purposes of any enactment.” And whether or not a 
certificate should be included could be discussed ' between the 
medical profession and the Ministry of Health and the Depart- 
ment of Health for Scotland. 

BALA. Evidence 

The committee heard evidence from many Ministries and 
organizations, including the B.M.A., which submitted evidence 
m nritmg and also orally through its representatives, who were 
Dr. S. "Wand, Dr. F. Gray, and Dr. D, P. Stevenson (Deputy 
Secretary). The Association e.xpressed its strong concern at the 
incrc.Tsing divulgence of diagnosis as the result of ' universal 
certification for many purposes. While the committee appreci- 
ated the B M.A.’s concern, it pointed out that the National 
Insurance (Medical Certification) Regulations, 1948, provide 
that, if disclosing the precise cause of incapacity to the claimant 
would be prejudicial to his well-being, the certificate may con- 
tain a less precise statement. "Further, the general incorp'ora-' 
lion of a diagnosis enables those administering the payment of 
benefit to keep a check on the cases for which benefit con- 
tinues to be claimed without unduly troubling the doctor with 
inquiries as to the detailed circumstances in which the patient's 
incapacity has not come to an end.” 

The Association drew attention to a resolution passed at the 
A.R.M. {Supplement, July 3, 1948, p. 1) that the obligation on 
a doctor under the N.H.S. Act and its regulations should be 
limited to sucii certificates as are necessary to make a claim 
(a) for Sickness and disablement benefit as provided by the 
National Insurance and National Insurance (Industrial Injuries) 
Acts, (/>) for essential surgical appliances, and (c) for special 
tieatment under the National Health Service. But the com- 
mittee thought that such limitation would bear too hardly on 
the public. 

Some Recommendations 

The report concludes with recommendations on how various 
certificates should be altered. These include the following: 

lUinisiry nj I nod — We recommend that the length of validity of a 
certificate of the need for special rations for active workers should 
be at the doctor's discretion, and not restricted to one week. We 
consider that the fairly recent introduction of Form R.G.SOa puts 
an tinwarraniab/c burden on doctors. 

Minnlry of Health — We consider the demand for a certificate tor 
an ambulance is unjus'ificd except in special circumstances. We do 
not consider the provision of a certificate to obtain a district nurse 
or home help is convenient or necessary. We consider that at the 
most one ceriificnic should be necessary for all purposes to obtain 
a specially made surgical corset. 

Ministry of Nouonal Insurance. — We recommend longer intervals 
between certificates m the case of long-term and permanent 
incapacity. We recommend that existing arrangements should be 
extended for the provision of extracts of certificates, for use for more 
genera) purposes than at present, and that the assistance of the 
Organization and Methods Department of the Treasury should be 
sought. 


REMUNERATION OF MEDICAL OFHCERS IN 
THE ARMED FORCES 

After an interval of nine months the Ministry of Defence has 
agreed to a further meeting on the subject of the Association’s 
proposals for improvements in the pay of medical officers in 
the armed Forces. The meeting will take place at the beginning 
of January. It is understood that the Association’s proposals 
have been exhaustively considered by the Ministry and by the 
Service departments in the intervening period. 


CHANGES OF DOCTOR 

The Northamptonshire Executive Council has made representa- 
tions to the Ministry of Health that National Health Service 
patients should not, unless by mutual agreement, be allowed 
to change doctors except at quarterly intervals and by giving 
notice to the council. 

Similar representations were recently made by the Ayrshire 
Executive Council (Supplement, December 17, p. 260). 
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HOSPITAL M/iNAGEMENT COMMITTEES 

An Association of Hospital Management Committees has been 
formed with the following objects: 

(а) To pros-ide for the c.scliange of views and information and 

the discussion of matters of common interest among hospital 
management committees. , . . , 

(б) To provide machinery whereby the collective views and sugges- 
tions of hospital management committees can be made avatlaWe to 
ihe Ministry of Health or regional hospital boards or, in appropriate 
cases, to outside bodies (if so agreed at a properly convened mcciing 
of the council of the Association). 

Each hospital management committee retains the right to 
approach or be approached directly by the Minister of Health. 

A council has been appointed consisting of two represenU- 
tives from each region in England and Wales, with the exception 
of 0.xford and East Anglia, where the representatives have 
not yet been appointed. Special provision has been made to 
cover questions relating to mental hospitals or mental health. 
Regional branches will probably be set up. 

The following officers have been appointed ; Chairman of the 
council: Mr. F. S. Slanclifle (Salford H.M.C.). yica-chairman : 
Councillor T. McDonald ((iaemarvon and Anglesey). Hon. 
Treasurer: Alderman W. J. Garnett (Lancaster Moor). Hon. 
Secretary; Mr. H. B. Shelswell (Secretary. Salford). 


GESERra PRACTITIONERS’ REMUNERATION 

DEPUTATION TO MINISTRY 
A deputation appointed by Ihe General Medical Services 
Committee met officials of the Ministry of Health on 
December 22 to discuss the resolutions passed by the 
committee on December 1 (Supplement. December 10. p. 252). 

In the terms of the second resolution, an assurance was to 
be sought from the Ministry of Health "that the central pool 
will be continuously adjusted so as to maintain in the future 
—whatever the changes necessitated by the heavy burden of 
work falling on general practitioners and whatever the increase 
in the number of doctors — the levels of remuneration recom- 
mended in the Spens Report and which were accepted by Ihe 
Government.” 

The deputation was headed by Dr. S. Wand, chairman of 
the G.M.S. Committee, and included Dr. E. A. Gregg, Dr. W, 
Jope, Dr. H. G. Dain. Dr. F. Gray, and Dr. W. M. Kno,x. 


Heard at Headquarters 


Education Grants 

.Many doctors send their children to independent schools 
schools not run by the Stale— for example, public school; 
— and may not know that in some circumstances they car 
obtain financial assistance under the Education Act of 1944 
VVheiher a grant is given is in the discretion of Ihe local educa- 
tion authority. Some education authorities hold scholarshif 
examinations for pupils going on to secondary education 
Children who pass these examinations and who then go tc 
independent schools for their secondary education arc eligible 
(or grants towards the cost of their education at the indepen- 
dent schools. Grants are usually for tuition only. If need 
ran be proved, an additional grant for board may be made 
Doctors who intend to send their children to independent oi 
pub he schools would be well advised to find out from the 

scholarship examinations 
succes.sful pupils help 
ubstanlially towards paying the fees at independent schools 
earns an open scholarship to a -public school the 
amhorily may pve the grant without the formality of an 
examination. The Act provides that pupils are to he educated 

=„h.»,y ss; 


sent to an independent school if there arc no vacancira m the 
State schools in that area. In other cases there mtghi not be 
a suitable school within reach of Ihe child s home. Again, a 
the child had to go to a boarding school because the parenu 
nhroail. the authority might make a grant. 


Tyranny of tlic Headline 

Not all the ammuntlion of public relations, we suppose, will 
ever blow to pieces the legend that doctors arc asking for more 
money. "Doctors Want More Pay" was the headline in a 
newspaper the other day. A deputation, wc were told, was 
going to the Ministry " on the claim fur an increase of doctors 
pay." Actually, as the profession knows, it is not a question 
of an increase of payment above a Icvct originally agreed, but 
of arriving at an agreement about the original level, which has 
been delayed these many months through no fault of the 
doctors. That, however, cannot conveniently be expressed in 
a headline, and in these days wc are at the mercy of head- 
lines. Headlines often give a wrong impression because they 
leave out refinements and qualifications which make all the 
dilTcrencc. One rather sighs for those earlier days of journalism 
when there were no snappy hcadlinra an inch deep, and even 
leading articles appeared without a top dressing. 


.Many .Masters 

The discussion in the Public Health Committee the other day 
on the question of combined appointments— that is to say. the 
position of public hcalih medical officers who perhaps for 
nine-elevenths of their time arc in the service of the local 
authority and for the remaining two-clcvcnths in the service 
of the regional hospital board— raised the question how far 
the independence of the medical officer was aliccled by such 
an arrangc.Tient. That is a moot point, for, as someone sagefy 
remarked, there is something to be said for the view that the 
more masters a man has the more independence he enjoys. 


Questions Answered 


Visitors from Abroad 


Q.— IP/iot is the procedure (or persons requiring free medical 
- attention during restricted visits to England (a) as an urgent 
matter, (M for indisposition, or Ic) for the provision of 
aids to vision, etc., alt such persons having passports hut no 
National Registration cards? Is it the same lor (/) British 
subfects resident abroad and intending to return thither, and 
(2) foreign subiecis resident abroad and intending to return 
thither ? 


A.— Both British subjects resident abroad and intendin-' to 
return and foreign subjects resident abroad arc entitled to^ the 
M National Health Service during their stay in the 

United Kingdom. A practitioner giving medical -advice and/or 
treatment to persons in these categories is entitled to claim a 
temporary-resident fee from his local executive council what- 
ever the nature or urgency of the illness. Such a 'patient 

O.S C.I and referred for examination under the Supplcmenlarv 
Ophthalmic Service The N.H.S. (Amcnd.Tcnl) Act empowers 
the Minister to make regulations on this subject. 


for study leave? ‘ ^ P'o rata ? Is there any provision 

.he 

cmplovcd. These rr.aliers -,r. arc 

between the prineip.al and his aasUtanlTnf 
down in a formal assisianiship agreemenh^ 
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REMUNERATION OF OEHCERS OF THE 
COLONIAL MEDICAL SERVICE 

The time has come to give an account of the negotiations which • 
have taken place between the Association and the Colonial 
Office on the subject of remuneration in the Colonial Medical 
Service. In drawing up the proposals w_hich were presented to 
the Colonial Office last February the Colonies and Dependencies 
Committee attempted to do two things: 

(a) to arrive at a fair Colonial equivalent of the Spens Recommen- 

dations for the remuneration of doctors in the United Kingdom, as 
implemented in the terms of service for the National Health Service ; 
and , ' 

(b) to draw up a single uniform scale applicable to all Colonial 

territories. , 

The subsequent negotiations have demonstrated that these 
two objects are to some extent contradiclory. The present 
trend of political development in the Commonwealth is towards 
self-determination and away from uniformity. One of the chief 
difficulties which have faced the? Association’s negotiators has 
been the wide range of variation throughout the Colonial 
Empire in such matters as taxation, cost of living, and condi- 
tions of life and work. ' The variation from territory to terri- 
tory is so marked that a scale of salaries which might be a fair 
equivalent of Spens in one Colony would be very far from 
equivalent in another. Consequently the attempt to produce a 
single uniform scale of figures has been abandoned. Instead, 
the aim has been to achieve a broad equality of reward. The 
principle has been to achieve, not the same figures in pounds, 
shillings, and pence, but the same real return for services 
.rendered in each territory, a return which is comparable with 
the remuneration of doctors in the National Health Service in 
the United Kingdom. The adoption of this new and wiser 
principle has involved modification of the Association’s original 
proposals. - ; 

Scope of Negotiations - 

The discussions which have so far been completed have 
related only to those areas of the Colonial Empire which 
recruit a substantial number of doctors from the United 
Kingdom— namely, Hong Kong, Malaya, Singapore, East 
Africa, Central Africa, and West Africa. Now that the 
investigation of this large problem is completed, discussions 
are about to be' undertaken on remuneration in the remaining 
smaller territories, notably those in the Caribbean area. 

It must also be stated that the negotiations up to date have 
been concerned exclusively with the remuneration of medical 
officers recruited from the United Kingdom, as their remunera- 
tion must necessarily be broadly equivalent to the prospects for 
doctors in the National Health Service if the Colonial Medical 
Service is to succeed in securing recruits. 

The Association has not overlooked the question of the 
remuneration of locally recruited officers of the Colonial 
Medical Service. It is fully appreciated that in some cases 
their remuneration is the same as that of the officers recruited 
from the United Kingdom and in some cases is related to it. 
The Association relies upon its overseas Branches to initiate the 
negotiation of any modifications which may be considered 
necessary in the salaries of locally recruited officers, and the 
overseas Branches can count upon the advice and support of 
the Association in this task. 

Medical Officers and Senior Medical Officers 

When it embarked .upon its original review of remuneration 
m the Colonial Medical Service, the Colonies and Dependencies 
Committee was fully aware that there were advantages and dis- 
advantages of the Colonial medical olTicers career for which 
due allowances must be made in calculating scale.s of salaries. 
The principal advantages are; low taxation, generous retirement 
benefits, cheap housing accommodation, long leave, and study 
leave. The principal disadvantages are: the difficulty of 
educating children, separation from home surroundings, high 
cost of living, arduous climate, relative professional isolation, 
and the abnormally heavy load of professional responsibility. 
The committee considered these various opposing factors at 
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great length and came to the conclusion that it was impractic- 
able to attempt to assess their value in terms of money and that 
the only feasible course was to regard the advantages and 
disadvantages as cancelling each other out. 

The Colonial Office held that this was altogether too sweep- 
ing a solution and thought that an attempt ought to be*made 
to evaluate the individual factors financially. One of the cllief 
difficulties in this laborious task has again been the fact that 
conditions vary so much from territory to territory. Quite 
apart from the absolute difficulty of estimating the financial 
value of the advantages and disadvantages of-a Colonial career, 
there is the relative difficulty that the various factors differ in 
value according to the area concerned. 

The Association and the Colonial- Office have attempted to 
arrive as nearly as possible at mean values for the Colonial 
Empire as a whole. The result of this evaluation, which is 
described in detail below, shows that the money value of the 
advantages of a Colonial career substantially outweighs the 
money value of the disadvantages---a result which of course 
necessitates revision of the Association’s original proposals. 

Advantages of Colonial Career 
^ Low Taxation * 

In all Colonial territories the level of income tax is veiy' 
much lower than in the United Kingdom. A comparative 
analysis of the rates prevailing in the United Kingdom with 
those prevailing in all the territories under discussion was pre- 
pared by a firm of accountants. For each territory the 
accountants were asked to calculate a single difference factor 
to represent the mean of the difference between United Kingdom 
taxation and taxation in the territory concerned for salaries of 
£800, £1,200, £T,600, and £2,000, and for categories of single 
man, married man, married man with one child, and married 
man with two children. (The accountants made due allowance 
for the fact that many more officers are on salaries of £800 or 
£1,200 a year than on salaries of £1,600 or £2,000.) This 
complicated task yielded the following principaT results : 

Overall 


1 Area 

Hong Kong 

DiSerence Facw 

.. 21 . 6 % 

Malaya and Singapore . . ... 

.. 20 . 1 % 

East and Central Africa 

.. 14 . 5 % 

Nigeria 

. . 17 . 4 % 

Gold Coast 

. . 20 . 4 % 

is important that the significance of this 

should be full) 


understood. In East Africa, for example, (he overall differ- 
ence factor is roughly 14%. This means that a gross income 
in the United Kingdom must be reduced by 14% to yield the 
same net income after East African taxation as would be left 
after taxation in the United Kingdom. 

There are other forms of taxation besides income tax, and 
indirect taxation is in some respects higher in the Colonies than 
in the U.K. It was found impossible to obtain any complete 
comparative analysis of all forms of taxation, direct and 
indirect, central and local, throughout the Empire, but' it was 
considered that the levels of income tax would be a fair index 
of taxation as a whole. 

It was argued by the Association that the great difference 
in the levels of taxation in Great Britain and the Colonies 
merely reflected the difference in the benefits received: in othei 
words, the doctors in the Colonies enjoy few of the amenities 
which are provided by the State in Great Britain. The 
Colonial Office replied to this argument by pointing out 
that the two biggest items in the British budget are the cosU 
of defence and the social services, and that defence covers the 
U.K. and the Colonies equally, while doctors as a class derive 
relatively little benefit from the social services. 

y Retirement Benefits 

An eminent actuary was asked to analyse the various pension 
schemes in force in the Colonial Empire, including the widows’ 
and orphans’ pension schemes, in comparison with the National 
Health Service superannuation scheme, which is considered to 
be fair and reasonable. The actuary presented a detailed report 
in which he concluded that the Colonial pension schemes were 
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woith. in genera). 141% of salary more tiian Ihc National 
Healtli Service superannuation scliciuc. For leclinical actuarial 
reasons the actuary advised that in any comparison of salaries 
the full difference of 141% should not be allowed, and 
eventually it was agreed to allow a dilTerencc of 12]‘,o- 
This means that £100 of salary received by a Colonial 
medical officer is broadly equivalent, by reason of the rettre- 
niiait benefits to which it leads, to £112 10s. received by a 
doctor in the National Health Service. 

Housing Acconiniodalion 

A comparison was made of the e.xpenditure in Britain 
incurred by doctors upon rent, rates, water, and telephone 
»iih the e.xpenditure on these items normally incurred 
in the' Colonics. That portion of these c.xpenditurcs in 
Britain which is attributable to the doctor's practice as 
opposed to his residence was naturally c.xcluded. This is one 
of the fields where there is great variation between ditfcrcnl 
overseas territories. The comparison showed, however, that 
in general the expenditure which must be incurred in the 
Colonies is roughly £60 a year less than that which must be 
incurred on corresponding items in Great Britain. 

It was appreciated that Colonial medical officers are some- 
times provided with accommodation which is not of the same 
standard as housing accommodation in Britain, but against this 
it was pointed out that their accommodation is usually partially 
furnished. 

Leave 

In general Colonial medical officers receive on the average 
four weeks' more paid leave a year than they would receive 
if they were working in the National Health Service. This 
leave is mostly received in the form of long home leave between 
tours of duty, and it is recuperative — i.e., it is a necessity for a 
European working in the climatic and other conditions of the 
Colonies. For this reason no attempt was made to asses'S this 
factor in financial terms, but it was set off against the dis- 
advantage of climate (see below). 

Study Leave 

Colonial medical officers may from time to time receive paid 
study leave, and their fees for attending courses of instruction 
and for taking higher e.xaminations may be, and generally are, 
paid by their employers. This advantage was set off against 
the disadvantage of relative professional isolation (see below). 

I 

Oisadvantages of Caloaial Career 
V Education of Cbildren 


cost of educating two children works out on this basis at £40 
a year, when averaged over a 2S->ear career, whicli was con- 
sidered to be appro.ximalciy the norma! length of career in 
the- Colonial Medical Service. 

Scpaniliiin from Hoiiir 

This is undoubtedly a disadvantage of Colonial life, but it is 
extremely difficult to estimate it in terms of money. The 
Colonial Office argued that separation from relatives and from 
home surroundings was considerably mitigated by the long 
periods of home leave enjoyed by Colonial medical officers. 
These do not, however, mitigate the separation of the Colonial 
medical officer and his wife from their children while they are 
being educated in the United Kingdom. The problem is how 
to compute a financial equivalent for this hardship. 

It was agreed that this hardship would be largely overcome 
if each child were able to l)y out to its parents each year in 
the -summer holidays, and it was therefore decided that the cost 
of a student's return air passage might be regarded as the 
financial equivalent of this hardship. The next difficulty was 
that the cost of air passages varies considerably for different 
parts of the world. It was decided to take East Africa as the 
standard, lying as it docs at a middle distance from the United 
Kingdom. The cost of a student's return air passage to East 
Africa is approximately £140. This sum for two children 
during eight years of higher education adds up to a total which 
when averaged over a career of 28 years, works out at £80 a 
year. 

Cost of Living 

This is the most difficult of all the many factors to assess 
In general, the cost of living in the Colonics is high, but it must 
be admitted that in some respects the standard of life is cortc 
spondingly high. One example will suffice to illmslrale this 
A Colonial medical officer is obliged to employ a staff of ser- 
vants. These may cost him a considerabte sum of money each 
year, but in return his wife is relieved of most of the domestic 
duties which arc such a burden to the doctor’s wife in the 
United Kingdom. The latter might be delighted to spend £200 
a year on servants if she would thereby be relies'cd- of all 
housework. Who. therefore, is belter off— the Colonial medical 
officer's wife who has to spend much money on servants but 
is not burdened with housework, or the dDCtor’.s wife in the 
United Kingdom who spends little money on servants but has 
to do most of her housework herself ? This is oniy one aspect 
of this complicated subject, but after careful consideration it 
was decided that the cost-of-living factor is as broad as it is 
long and might be disregarded. 


There is no doubt that the difficulty and expense of educating 
children is one of the principal obstacles with which the 
Colonial medical officer has to contend. Once again, condi- 
tions vary considerably from territory to territory, but in prac- 
tically all the education of children presents a problem. A 
well-known firm of educational agents supplied extensive 
details of the cost of educating and maintaining boys and girls 
in middle-class boarding schools in the United Kingdom, and 
of maintaining them during the holidays. Broadly speaking, 
the additional cost which fails upon the Colonial medical officer 
is the cost of maintaining his children in the United Kingdom 
during the holidays. This was estimated to be £70 a child a 
year. Tffie fact that a doctor in the United Kingdom does not 
necessarily have to send his children to a boarding school 
(although in practice the majority of doctors do) was aerced 
to be offset by the fact that the children of Colonial medical 
officers are frequently accommodated with relatives in the 
holidays, and in any case would involve their parents in some 
holiday expenditure even if they were not at boarding school in 
the United Kingdom. 

It was agreed to regard the average Colonial medical officer’s 
family as consisting of two children (a-number which was sub- 
sequently confirmed by the Report of the Royal Commission 
on Population), and it was agreed to take into account only' 
the eight years of secondary and university education.' because 
primary education is available in a number of territories over- 
seas and not all chUdren proceed to a university. The additional 


This factor is not as important as it once was. It appears 
that insurance companies nowadays load their premiums only 
within comparatively restricted latitudes. As already stated 
above, it was decided to balance this disadvantage against 
generous (cave. . 

Relative Professional Isolation 

By this is meant the fact that Colonial medical officers while 
serving abroad, are cut off from scientific and clinical contacts 
with the remamder of ihe-medical profession in bodies such as 
the Royal Colleges and the Royal Society of Medicine, and at 
^thcrings such as the Annual Meeting of the British Medical 
Association. This is a very real loss, but the Colonial Office 
argued that it was mitigated to some extent by the occasional 
study leave granted to Colonial medical officers (see above) and 
fur bermore the Colonial Office pointed out that relatively few 
doctors working m the United Kingdom are able to find time 
Mew^of scientific meetings. In 

above, to set 

this factor off against the advantage of paid sludy leave. 

Extra Professional Rcspoiuibtltty 
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ambulance as e.xist in ihc United Kingdom. In many cases 
he is the only 'practitioner within call, and he himself has to 
do whatever is necessary for his patient. There is no doubt 
that he carries a greater load of responsibility than his counter- 
party in the United Kingdom, "rhe Colonial Office freely 
admitted this, but pointed out that this did not apply to medical 
officers working in the larger centres in the Colonies, and 
further that the isolation of the medical officer up-country 
was nowadays diminishing owing to development of roads and 
air transport. 

The 'Colonial Office also contended that it is the sense of 
added responsibility and the variation in professional duties 
which make the Colonial Medical Service attractive to the right 
type of man. This subject was e.xhaustively discussed. 'The 
Association proposed a figure of £100 a year as compensation 
for this disadvantage. The Colonial Office was strongly of 
opinion that this was too high ; but eventually, in return for 
a concession made by the Association in respect of ta.xation 
(see below), the Colonial Office was prepared to agree to the 
general assessment. 

A Balance Sheet 


Having completed the assessment of the chief advantages 
and disadvantages, a balance sheet was drawn up as follows: 


Advantages 

Annual 

Value 

1 Disadvantages 

Annual 

Value 


£ 


£ 

Pension 

162 

Education 

40 

(Tliis is 121 % of £1,300, 


Separation 

SO 

which was estimated to be 


Extra professional responsi- 


roufihly the arithmetic 


bility . . . , . , 1 

100 

mean salary of all Colonial 


1 


medical officers) 




Housing accommodation . . 

60 




£222 ' 


£220 


It will be seen from this balance sheet that the various factors 
roughly cancel out, with the exception of the advantage derived 
from low taxation. No suggestion is made that this analysis 
of the value of the factors and this balance sheet are anything 
more than an approximate assessment. Clearly there will be 
many points , in the analysis which are not applicable to a 
particular territory or to a particular Colonial medical officer ; 
but it represents a square attempt to arrive at a single assess- 
ment which can be regarded as fairly and reasonably applicable 
to the whole Colonial Medical Service, and it yields a conclu- 
sion which is probably sound. It indicates that' the Association's 
original proposals, which were based on the assumption that 
all the advantages were counterbalanced by the disadvantages, 
were too high by the amount of the income-tax factor. This is 
dealt with below. 


The Remaining Factor — Taxation 
The only advantage not cancelled out is low taxation. The 
actuary advised that the Association should not concede the 
full percentage of the difference factor worked out for each 
territory by the accountants, because taxation in the United 
Kingdom is unlikely, for obvious reasons, to rise further, while 
there is room for taxation in the Colonies to do so. In other 
words, the difference factor may diminish in the course of the 
next 25 years or so, and as the Association’s intention is to 
negotiate salary scales which may last a considerable period 
this possibility must be taken into account. 

- Against this the Colonial Office argued that m the present 
uncertain state of human affairs it was impossible to legislate 
for the future, and the only practicable course was to work on 
the taxation levels in force at the present day. Eventually, 
prolonged negotiation, the Association agreed to concede the 
whole of the difference factor in respect of taxation m return 
for acreement by the Colonial Office to the general asse^ment 
of the disadvantages, including the figure suggested by the 
Association in respect of extra professional responsibility (see 

above). . . , 

Application of the Formula 

In the case of each territory or group of 
discussion the total earned by a hypothetical average Colon al 


medical officer between the ages of 27 and 54 inclusive was 
compared with the estimated total which will be earned by the 
hypothetical average general practitioner in the corresponding 
years in the National Health Service (£47.000) less the appro- 
priate income tax difference factor. For the purpose of this 
comparison the average Colonial medical officer’s career in 
Africa was assumed to be 13 years as a medical officer and 
15 years as a senior medical officer. The average career in 
Malaya was assumed to be 20 years as medical officer, five 
years as medical officer Grade B, and three years as medical 
officer Grade A : and in Hong Kong was as.umed to be 28 
years as medical officer. These, according to the Colonial Office, 
were the best estimates that could be made of average careers 
in the Colonial Medical Service. It must be noted that a medical 
officer entering the Colonial Medical Service at age 27 would 
enter the existing salary scale two increments above the 
minimum in all the territories under discussion e.xcept Hong 
Kong. 

These comparisons showed that the existing salary scales , 
(incorporating the latest improvements and e.xcluding cost-of- 
living allowances) in Hong Kong, Malaya, and Singapore com- 
pared favourably with the Spens standards ; that the existing 
salary scales (incorporating the latest improvements and again 
excluding cost-of-living allowances) in West Africa were broadly 
equivalent to the Spens standards ; but that in East and Central 
Africa the existing salary scales lagged considerably behind the 
Spens standards. 

This conclusion may come as a surprise to some medicil 
officers in Malaya or in West Africa. An illustration may help 
to make it cle.ir. It is estimated that the Colonial medical officer 
in Nigeria can with reasonable efficiency attain a salary of 
£1.700 a year in the early forties. £1.700 in Nigeria is 
equivalent to more than £2,000 in the United Kingdom when 
allowance is made for the difference in taxation. - The latter 
figure comp.ires favourably with the net income (i.e.. gross 
income less practice expenses) of the average general practi- 
tioner in the National Health Service at the same age ; and 
£2,000 net corresponds broadly to a gross income of £3,000. 

East and Central Africa 

As stated above, the existing salary scales in East and Central 
Africa do not conform to the Spens standards. The Associa- 
tion put forward suggestions to correct this deficiency, and 
after negotiation the Colonial Office agreed to put certain pro- 
posals to the Colonial Governments concerned. These propo- 
sals involve lengthening the existing medical officer scale and 
raising the salaries of .senior medical officers. It is regretted 
that the proposals cannot be published here, because they are 
under confidential cons'deration by the East and Central African 
Governments. It c.an. however, be stated that they represent a 
broad equivalence with remuneration in the United Kingdom. 


Supcrscale Posts 

The negotiations described above relate only to medical 
officers and senior medical officers and corresponding officers 
of the health and laboratory branches. Negotiations with the 
Colonial Office arc also well advanced in respect of clinical 
specialists and senior medical administrative officers. It is not 
yet possible to give a full account of these negotiations, but 
such an account will be published in due course. 


Other Matters under Negotiation 

number of other matters have been discussed with the 
Colonial Office, notably private practice, the burden of non- 
medical work in the Colonial Medical Service, delay in 
promotions, recruitment procedure, and remuneration of 
locally recruited members of the Colonial Medical Service. 
It is agreeable to report that on all these matters the Colonial 
Office has shown a realistic and co-operative spirit. Whatever 
political development may lie ahead for the Colonial Empire, 
there is no doubt that for many years to come the Colonies 
will require the advice and assistance of British medicine. 'The 
Association is fully alive to the need for a first-class medical 
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semes in the Colonics and is ready to assist in the provision of 
such a service. _ 

This first report shows that the material terms of service for 
the average man in the Far East and in West Africa arc satis- 
factory, and that the Colonial Medical Service in those areas 
oScis a favourable career. It is hoped that in due course the 
same can be said of East and Central Africa. 


machinery. It was also decided to advise members not to sign 
separate contracts unless they were forced to do so by their 
local authority, in which case they should add a proviso that 
this was subject to further discussion and agreement on terms 
and conditions of service under the Whitley machinery. 


Safe Milk 


WHITLEY JLLCfflNERY LN PUBLIC HEALTH 

A meeting of the Public Health Committee of the Association 
was held at B.M.A. House on December 16, Dr. C. Metcalfe 
Brown presiding. 

Nominations for the Whitley Council 

it was stated that the nominations for the Medical Func- 
tional Council and for its three committees representing con- 
sultants and specialists, general practitioners, and public health 
medical officers, had been formally submitted to the Ministry, 
and the Ministry had forwarded a draft constitution of the 
council and its committees which was now being studied. The 
dale for an early meeting of the full Functional Council was 
under discussion. The medical side of the council would meet 
on January 3, 1950. 

Agreement had been reached that the three branches of the 
profession should receive equal representation on the counciL 
The consultants and specialists wished to appoint seven mem- 
bers, and accordingly seven had been decided for each of the 
other two branches. The following had been nominated to 
represent medical officers' in the Public Health Service on the 
staff side of the council; 

Dr. C. Metcalfe Browm, Dr. F, Hall, Dr. R. H. H, Jolly, 
Df. Jean M. Mackintosh, Dr. J. A. Stirling, Dr. J. Riddell, and 
Dr. W. G. Clark. 

The Association's representatives on the Public Health Sub- 
committee were the above together with Dr. Frank Cray 
(nominated by the Chairman of Council), Dr. Charles Hill, 
Dr. J. A. Ireland, Dr. G, V. T. McMichael. Dr. Wyndham 
Parker, and Dr. J. A. Strothers. The committee then proceeded 
to appoint deputies for each of these, both on the council and 
on the subcommittee. The hope was expressed that, as a result 
of the deputation which had been received, discussions under 
tVhitley machinery would begin without further delay. 


Combined Appointments 

The committee discussed at length the question of whole- 
time public health medical officers whose duties are partly the 
responsibility of the local authority and partly that of a regional 
board. The principles underlying such arrangements had beer 
decided by the committee at its previous meeting. They are 
that such officers should be in contract with one employins 
authority only — namely, the one in whose duties they were 
predominantly engaged — and that their remuneration shoulc 
be in accordance with the appropriate fujl-lime scale, and will 
the terms of service for hospital medical staff in the case ol 
an officer in contract with a regional board, with the proviso 
that there should be no diminution in the officer's present 
salary. These principles bad been placed before the Ministry, 
which, however, had rajsed the general question of policy con- 
cerning separate contracts with each employing authority. It 
appeared that the policy of the Association and the policy oi 
the Ministry were at complete variance on this point. 

The Secretary (Dr. Charles Hill) outlined to the committee 
certain potnU, apart from the immediate issue of remunera- 
Uon. in respect of which medical officers might be disadvantaged 
by separate contracts. The most obvious was superannuation • 
wthout special provision there might be superannuation loss! 
there were also the issues of security of tenure and of compen- 
' S the ^rJicf emoluments held previously to the advent 

■^e committee resolved unanimously that it should be repre- 
sented to the Ministry that the question of these comS 
appointments was a matter for dkeussion within the Whitley 


The report of the Joint Committee of the British ,\fcdical 
Association and the National Veterinary Medical Association 
on the provision of safe milk of high quality was received. 
The chairman said that this was a fust-class report, on which 
both associations were to be congratulated.^ It was stated that 
the report had had c.\ltemcly good publicity. U was agreed 
that copies should be sent to all B.M.A. Brunches and Divisions, 
and that a request be made to them to ensure as far as possible 
that medical representation and advice were available on the 
county milk and dairies advisory committees. Copies of the 
report will also be sent, to all medical officers of health. 

Other nusiacs.s 

Other matters of report to the committee included a state- 
ment by Dr. J. M. Gibson concerning the grading in the Leeds 
and Ncwc.asllc areas of medical officers of health who were 
acting as medical superintendents of isolation hospitals. 

It was stated that at a recent meeting with representatives of 
local authorities final agreement had been reached on the 
fees payable in respect of certain part-time work undertaken 
by practitioners for local authorities and had been approved 
by the Council. It had not yet been possible to settle the date 
on vvhich the agreement should come into force, but it wav 
likely that joint teptescniations would be made to the 
Government to have it made effective forthwith. 

A meeting had taken place with representatives of Glasgow 
Corporation on the question of the earlier ma.ximum retiring 
age which the corporation had fi.xed for women medical oflicers. 
It was now stated that the corporation was in .sympathy with 
the proposal to increase the age from 60 to 65. but was obliged 
to review the position as affecting all its female employees, 
vvhich review was now taking place. ' 

The committee considered a proposal to resume the Sir 
Charles Hastings Lectures in 1950. Eleven such lectures had 
been given, beginning in 1927 and terminating in 1939. It 
was the general feeling that the lectures should be resumed. 
The name of a distinguished medical man as lecturer was 
suggested, and also the theme, and it was left to the chairman 
of the committee with the Chairman of Council to further the 
arrangements. 


LONDON ASSOCIATION FOR HOSPITAL 
SERVICES 

THE HOSPITAL SERVICE PL^VN 


An extraordinary general meeting of the London Association 
for Hospital Services was held under the chairmanship of 
Dr. W. Russell Brain at B..\I.A. House on December 15, when 
the Memorandum and Articles of Association were amended 
to empower the Royal Colleges' of Physicians, Surgeons, and 
Obstetricians and Gynaecologists and the British Medical 
^sociation to nominate the medical members of the a,ssocia- 
tion, and to make other arnendments necessary in the Memo- 
randum and Articles to bring them into conformity with the 
Companies Act, i9-4S, 


Ihis provident scheme was originally set up by King Edward’s 
Hospital Fund for the London area. Such was the demand 
for the cover it provides for hospital private-ward and nursing- 
home treatment that it has been opened to anyone residing 
wthm Great Bmain and Northern Ireland. Apart from the 
"’*’0 ‘he Hospital Service 

have foffied thr<^°-*i Praethioners 

have joined the special scheme for doctors ; and another special 

DOD^nr boarding schools, has atso^cen 

E as-sociation began to function in 1943 .and its 

funds now amount to just under £50,000. 
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Correspondence 


Advertisemcals for S.H.M.O.S 
Sir, — Not a few of us in the registrar pool must have been 
cheered by your returning afresh to the onslaught on this 
fortress of bureaucracy in the columns of the Supplemeni of 
December 10 (p. 249). A cold blast of disappointment chilled 
our aspirations when, months ago, you first began to publish 
advertisements for this unwanted anomaly among specialist 
posts. We began to wonder if we were abandoned to a fate 
in which we must play a game like musical chairs, wherein there 
are always too few places and in which each must scramble 
for himself — a state in which rivalry ousts co-operation. 

I believe the senior hospital officer grade is, as at present 
constituted, a menace whereby a hard-pressed Ministry could 
by a stroke of the pen reduce to a mere fraction of the normal 
total the number of places in the specialist group. Discontent 
would thus breed rivalry, and rivalry recrimination — greatly to 
the detriment of clinical effort. For such is human nature, and 
it is by no means alone a matter of salary, because to say in 
effect to a man, “ We do not want from you clinical output 
that is at specialist level, but only what is at hospital officer 
level,” is to injure the self-respect of the physician so appointed, 
to reduce his reputation to that of a sub-standard clinician, to 
curtail his opportunities of contributing the best that is in him, 
and almost certainly to debase his standards of actual 
achievement. 

If the need for national economy be the reason for limiting 
the number of posts carrying specialist rank, surely if is a 
principle of democracy that the load should be shared by those 
who are financially the strongest (i.e., all specialists) rather than 
be laid exclusively upon the shoulders of those who are weaker. 
For the rest of it, let the principle be upheld that, if a doctor 
can satisfy the criteria necessary for specialization, then the 
specialist position offered him should be a real one. He should 
not be told that he is a holder of a mere third-class ticket and 
that there is standing room only, while his betters have seats 
inside the bus. If, on the other hand, he is insufficiently compe- 
tent or inadequately qualified, surely he is better to hold a post 
that is really subordinate until he has overcome these 
limitations. 

From whatever standpoint the matter is viewed it becomes 
apparent that it is in the interests of medical men and of the 
Health Service alike that the status of senior hospital officer 
should be reserved for those who for any reason are either 
unable or unwilling to qualify for consultant rank.— 1 am. etc.. 
Lcicctcr. D. T. MaCLAY. 

- Voting for Merit Awards 
Sir.— It has been brought to my notice that the Daily 
Telegraph (December 17) has published a statement from which 
some consultants have inferred that the Central Consultants 
and Specialists Committee of the B.M.A. has advised against 
co-operation in the distribution of merit awards. May 1 point 

out the position ? , , 

The Central Committee felt that no body of medical men 
elected for medico-political purposes should, in .their political 
capacity, pass judgment on their fellows in their professional 
capacity. The committee, however, saw no objection lo the 
encouracement of hospital staffs, singly or in groups, voting on 
the names of their members whom they regard'as being worthy 
of special recognition. — I am, etc.. 


V^ovc. Suisex. 


W. A. Bourne. 


Unreasonable Demands by Regional Boards 

I should like to dissociate the Sheffield Recional 

Hospital Board from the objects of Sir Reginald Watson-Joness 
omnibus condemnation in the Supplement of December lO 
(p " 53) It is the practice in this repon to givj re erecs iw^ 
Lks’ notice, which. I think, even Sir Reginald will agree is 

'I'wS’aiso to assure him that letters received from referees 
are aily brought before the Appointment Committee and 


given serious consideration. So far as Sheffield is concerned. 
Sir Reginald need therefore have no fear that he will be rushed 
into precipitate action by scant notice. 

It IS difficult to understand how a committee composed ol 
reasonable people could draw any special conclusion from the 
silence of a referee. In one instance we found he was dead.— 
I am, etc., W. A. Ramsay, 

Senior Adminisirati\e McclicaJ Offlea. 

Sheffield Regional Hospital Board. 


Association Notices 


Diary of Central Meetings 
January 


3 

Tues, 

Central Ethical Committee, 2 pan. 

5 

Thurs. 

General Medical Services Committee, 11 ajn 

5 

Thurs. 

Anaesthetists Group Committee, 2 p.m. 

6 

Fn. 

Library Subcommittee, 11 a.m. 

6 

Fri. 

Science Committee, 2 p.m. ' 

n 

Wed. 

Spa Pracmioners Group Committee, 2 p.m. 

ll 

Wed. 

Committee on Patenting in the Medical Field, 2 p.m 

12 

Thurs. 

Soheommiitee re Medical Services Committee Pro- 
cedure, 10.30 a.m. 

13 

Fri. 

Tuberculosis Group Committee, 2 p.in. 

16 

Mon. 

Armed Forces Cortuniuee, 2 p.m. 

IS 

Wed. 

Council, 10 a.m. 

19 

Thurs 

Planning Subcommittee, 10.30 a.m. 

19 

Thurs 

Joint Committee of the B.M.A. and the N.V.M.A . 

26 

Thurs. 

p.m. 

Committee on Psychiatry and the Law, 2' p.m. 


Branch and Division Meetings to be Held 

Hyde Dimmon.— A t Jubilee Hall, Dukinfield, Friday, January C 
iJ p.m. to 1 a m„ dance. 

Lewisham Division —At Lewisham Hospital, High Street. 
London. S E., Friday, January 6, 8,30 p.m., B.M.A. Lecture by Dr 
Keith Simpson : “ Science and Crime Detection.” 

Richmond Division. — At Royal Hospital, Richmond, Friday. 
January 6, 9 pm., teciuie by Dr. Clare Warren: “On Common Skin 
Diseases ” Illustrated by laniern slides. 

Meetings of Branches and Divisions 
SwvNSEA DivrsioN and South Wales and Monmouthshire Branch 

Ai a joint clinical meeting held at Swansea on December 8 the 
following cases were shown; — Mr. C. J. Cellan-Jones : A case fqi 
diagnosis — a lump behind the laryn-X Dr. D. Rhys Lewis: Mycosis 
fungoidcs, keraiosis (olUculans (Darier’s disease). Mr. Dillwyn 
Thomas: Three cases of pulmonary resection for bronchiectasis. 
Mr J. Crowther: A case of double abductor palsy treated by 
operation, Mr. Gordon Rowley; Three cases of fracture resulting 
from osteomyelitis treated by penicillin. Dr, T. M. Williams: The 
use of paravertebral sympathetic block in peripheral vascular disease 
Mr. R. Derek Richards: Thrombosis of the popliteal artery. 

Before the meeting Mr. J. W Tudor Thomas, immediate past 
president of the Branch, presented the insignia of office to the 
president and secretary These consisted of a president’s jewel with 
a rieckband on which were bars engraved with the names of the 
eleven past presidents now living, a badge for the secretary, and an 
ivory gavel for the use of the president. 

Belfast Division 

The opening meeting of the session was held in the Whitla Medical 
Institute, Belfast, on December 15. The chair was taken by the out- 
going chairman, Mr. Tan Fraser. He presented to Dr. Douglas Boyd, 
the retiring honorary secretary, a canteen of cutlery, a gift from the 
members of ihe Division He said they all felt that Dr. Bovd had 
worked tirelessly and fearlessly during many years of difficulty and 
stress. Dr, Bo\d expressed his deep gratitude to the members fot 
their confidence and help during his time in office. Mr. Fraser then 
insiallcd the new chairman. Dr. J. S. M’Kelvey, and called on 
him for his in.augural address. 

Dr M’Ke'vey spoke of “ Country Genera! Practice.” He pointed 
out some of the advantages of nearness to sporting facilities and 
also to the fact that the country practitioner was more on his own 
than the townsman. Referring to the importance of a clean milk 
sunniy. he stressed the opportunity for co-operation tielween the 
puhtic health authorities and ibe farmers in the development of 
tuberculosis-free herds. Discussing hospitals, he emphasized the 
importance of specialists and general practitioners having the oppor- 
tunity to meet and discuss medical problems. He felt that the 
appoin'ment of genera! praciilioncrs to clinical po.sts in the country 
hospitals wou'd do much more to raise the standard of medicine 
than anv number of refresher courses of two weeks’ duration. The 
interests of hoih general practitioners and consultants were the same, 
and it was oniv hv consiani reroenition of that fact that the Service 
could hecome what all would like it to he. 

.At the conclusion of the meeting all present were entertained to 
light refreshments by the retiring chairman. 
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Cancer (continued) : 

. " Cancer of lunj, intranosol oil as cause of P45 
1426 

— of oesophagus in anorexia ncp,’osa (Iain Mac- 

Dougall). 686 

“ of pancreas ; iwo successful rcsccilons (Harold 
Dodd). 1509 (O) 

* — of prostate, stilbocstrol in, 1194 

^ treatment of. 1015 

of rectum, value of sphincter-preserving opera- 
• lions in (Stanley O. Aylcti), 728 (O) 

— of stomach, resectable. 31 

— of uterus, 149 

— pelvic, cxcnicrailoQ for, 149 

— radiotherapy of, as factor ‘in aetiology of 

herpes zoster, 1323 

Chemotherapy (Sir Stanford Cade), 1193 (O) 

— in malignant disease (E. C. Dodds), 1191 (O) 
Early diagnosis, 1034 (A) 

Effect of androgens, 1195 

Imperial Cancer Research Fund Lecture. 14S7 

Lymphosarcoma of appendix in childhood «(W. H. 

Galloway and E. J. Owens), 1387 (O) 

Mouse carcinoma, propagation by dried tumour 
tissue (Ida Mann and William J. Dunn). 255 
(O) ; leading articlcp 270 ; correspondence. 
488 

— ■ — tissue, effect of low temperatures on, 251. 
488 


— effect of repeated freezing on (Ida 

Mann), 253 (O) ; leading article, 270 ; corre- 
spondence, 488 

— — treated by mycetin, 696 (A) 

Radiotherapy ; Memorandum of Minis ry of 

Health Standing Committee, 250 
Research (parliamentary note), 393 

— progress report on, 445 

Spontaneous disappearance of apparently second- 
ary growths in liver (H. N. Fletcher), 794 
Statistics (parliamentary note), 291 

— in Britain, 1947-8. 380 / 

Transplantable tumours, quantitative study of 
■ (James Craigie), 1487 (Oj; leading article. 

1516 

Treatment ; report on alleged cure, 190 

— with H,ll. 100, 439 

Virus in mouse cancers ? 270 (L) 

— theory. 1491, 1516 a) • • 


Canterbury (Cathedral, Friends of, annual festival; 

37 ; correspondence. 284 
Cantharidcs, effects on fowls. 1064 
Cantor Lectures. Royal Society of Arcs. 1188 
Capper, L.. sec Baird, I. McLean, and Capper. L.. 
316 ^ 

Cappon, D.: Surfeit of diplomas. 705 
** Carbachol,** see Carbarainoylcboline 
Carbaminoylcholine In migraine, 1177, U66 
in peripheral vascular disease. 633 
Carbon dioxide, value In resuscitation. 345 
Carbonic anhydrase, inhibition of, 1460 (A) 
Carcinoma, see Cancer 

Cardiac Catheterization in Consenital Heart Disease 
(A. Cournand. Janet S. Baldwin, and A. Him- 
melstein), 1028 

Cardiac infarction, simulation by acute pericarditis 
(\V.-A. Bourne), 579 (O) 

Cardiology (William Evans), 371 
Cardiology, Elementary Atlas of (H, Wallacc-Joncs, 
E. Noble Chamberlain, and E. L. Rubin), 518 
Cardiology, Institute of, 530 
Cardiology, Introduction to (Geoffrey Bourne), 517 
Cardiology, progress in, 1 
Cardiospasm, treatment of, 100 
Cardiovascular system: Failure of the Heart and 
Circulation, 2nd ed. (Terence East), 1338 : cor- 
rection, 1540 

Carey Coombs Memorial Prize, 1422 
Caries, dental, bacteriology of, 361 

— production of ; new hypothesis (P. Pincus). 
358 (O) : annotation. 377 ; correspondence, 600 
Carleton, Alice: Vcsico-buUous diseases affecting 
_ the eye. 835 (O) 

Carling, Sir Ernest Rock, elected honorary Fellow 
of Royal Society of ^Icdicine, 67 
Carlson, Earl: Treaunent of cerebral palsy, 753 
Carnegie United Kingdom Trust, 937 
Carotenoid levels in plasma (D. A. Campbell and 
Eva L. Tonks). 1499 (O) 

Carotid artery, internal, thrombosis of CT. G. Illtyd 
James), 1264 (O) 

Carrie. A. F. Dunn: Zoster and varicella. 101 
CazTuthers. D. G. : Diseases of the Ear, Hose, and 
Throat, 2nd ed., 60 

Carter, O. C., elected to General Medical Council, 


1124 

Carver, A. E. : Tctracthylthiuramdisu'phidc in 
treatment of alcoholics, 466 (O) ; conespon- 
dcncc. 932. U13 

— Delirium tremens, 496 

— Pavlov and conditioned reflexes, 707 

Cassar. Paul: Insanity in the criminal law of Malta 
(mcdico«Icgal note). 1182 

Cassidy, Sir Maurice, elected honorary fellow of _ 
(Tlarc College. Cambridge, 37 

— obituary of, 9S5 

Castration, female, development of carcinoma of 


breast after (M. Dargenl). 54 (O) 

— Sclf-castraiion (R. D. N. Bi^scti), 59 
Cataract, thiopentone anaesthesia in operauve treat- 
ment of. 14S3 
Catarrh, aetiology of. 278 


Claihcan, E, P.. elected honorary fellow of Royal 
Faculty of Physicians and Surgeons of Glasgow, 
1407 

Catholic psychology: The Driving Forces of Human 
Nature and Their Adjustment (Thomas Verncr 
Afoorc) 140 

(2audal analgesia, continuous.'- in obstetrics, surgery, 
and therapeutics (Robert A. Hingson), 777 (O) ; 
leading article. SOI 

Cauchey, J. E. : Some aspects of poliomyeli is in 
New Zealand, 406 (0> 

Cave, Paul: Growth of foetal head, 600 
Cayley. F. E. dc W.: <2ase of WeiPs disease, 
with tests for liver function. 1386 (O) 

— see Belcher, J. R., and Cayley. F. E. dc W., 
318 

Cazal, P. ; La Riticulose Histlomonocytaire, 743 
Cell, physiology and biochemistry of. ^6 
Cells, carcinogenic (?>. associated with endometrial 
cancer (\Vilfrcd Shaw and Burior Dastur). 113 
( 0 > , * 

Central Council for Healih Education: 
Appointments, 885 
Summer school, Eastbourne, 527 
National conference in London.' 1169 
22od annual general meeting. 445 


Central OfDcc of Information, see Ministry of 
Health and Central Office of Information, 294 
Cerebral palsy, incidence of, 1290 
treatment of. 753 

— — Unit, Queen Mary’s Hospital for Children, 

Carshalton. 909 

Cerebrospinal fluid : Lumbar puncture, prolapsed 
intervertebral disk after (J. .N. Wilson). 1334 

replacement with pcmcillln in treatment of 

pneumococcal meningitis (Alastair Amaud Reid). 
910 (O) 

Cerumen, removal of, 767, 886 
Cervical rib, 956 
(2cr\ix meri. see Uterus, cervix 
Ceylon. potiomyeliUs in. 757, 930 
Chamberlain, Digby: Pain in right iliac fossa, 
171 

Chamberlain, E. Noble, see Wallacc-Joncs. H.. 

Chamberlain, E. N.. and Rubin. £. L.. 518 
Chandler, L. W., visit to Great Britain, 1424 
(Charles. J. A., appointed Chief Medical Officer, 
" Ministry of Health. 1222 (A) 

Charles West Lecture. 1103 

OfARNWooD. Lord: Visual defects in young chil- 
dren. 1296 . 

Chartered Society of Physiotherapy: Appreciation 
of hospitality at Harrogate meeting, 3S9 ; 
annual congress. 446, 69$ 

Ciuttaway, F. W.. see Barlow, A. J. E.. Cjutta- 
way, F. W,. and Whewell, C. S., 875 
Cheese, processed. Food Standards Committee’s 
recommendations for, 591 
CThelsca Oinical Society, 937 
Chemical terms, pronunciation of, 1236 
Chemistry, teaching of (E: C, Dcklds), 505 (O) 
Chemotherapy in roalignani disease (Sir Stanford 
C:adc). 1193 <0) 

~ in malignant disease (E. C. Dodds). 1191 (O) 

— use and abuse of (F. F. Hcllicr and others). 174 
Cbenopodium, oil . of, in treatment of creeping 

eruption, 234 

/Chesser, Eustace: Marriage guidance by doctors, 
101 

Chest Diseases. Institute of. 530 : description of, 
977 : official opening." 1039 
Chest Diseases. Practical Manual of (Maurice 
Davison), 3rd ed., 218 

Chest, surgery: Modified Waters apparatus for 
(W. B. Bacon), S6S 

physiotherapy in (T. Holmes Sellers), 698 

CiuiUTTANi, P. N., see Taylor, Geoffrey F., and 
CmiUTTANl, P. N., 784 

Chicken-pox. co-cxistcncc with herpes zoster, 100, 
lOI, 386, 718 

Chilblains; aetiology, differential diagnosis, compli- 
cations. and ircaimcnl (John T. Ingram), 1284 ; 
correspondence, 1417, 1473 

— endocrine mechanism in, 1417 

— treatment with vitamin D2, dangers of, 1426 
Childbirth, see Labour ; Obstetrics 


OlILDREN : 

Adoption Bill (1949), 101 

Behaviour difficulties (Mildred Creak and others^, 
90 ; correspondence. 389 

Care in Britain, study by foreign observers, 552 
Child-guidance climes. 3S9 
Child Health, diploma in. 542 

Institute of. 530 

planning. 691 (L) 

Children Act (1943), 2S4, 3S9 
Contributions to Psycho-Analysis (Melanie Klein) 
6S9 

Delinquents: Children in Need (Mcliita Schmicle- 
berg), 533 

Diagnostic Tests lor Infants and Chddren (H. 
Behrcndi). 637 

Electrocuted children, siatisiics for 1943 (parlia- 
mentary note), 339 J 

Everyday Problems of the School Child (Agatha 
H. Bo-^lcy), 321 
Examination of feet. 37 

Handbook of Child Guidance (Edited by Ernest 
Harms), 321 


CHtLDRE.\ (continued): 

Health of the School Child. Report of the Chid 
Medicid Officer of the Ministry of Education 
for the Years 1946 and 1947, 1299 
Health service for, 691 (L) 

Height and weight norms of pre-school children 
1322 

Hospitals (parliamentary note), 995 
Jealousy in a child, 495, 10^ 

Juvenile Rheumatism (G. E. M. Scott), 218 
Librarians not allow'ed in children’s wards, 1475 
Respiratory tract obstruction (G, E. Archer and 
others), 175 

Special Breathing Exercises for Children^ 1216 
The Child: An AdulPs Problem (Anthony M. 
Ludovici), 426 

Tuberculosis and ' other conditions in (Vincent 
Ryan and others), 91 

Visual defects in young children (P. A. Tyscr 
and T. W. Letchworih), 1022 (O) ; corre- 
spondence, 1296 .. 

Ward^ incidence • of * cross-infection in (A. G. 
Watkins and E. Lewis-Faning), 616 (O) : 
correction, 718 

Chivds, Peter, and Mason,' Stanley A.: Surgical 
management of the aged ; survey of results of 
major surgery in 99 patients over 70. 1389 (O) 
(Thina: Doctors East, Doctors iVest (Edward H. 
Hume), 1276 

Chlray. De M., Gutmann, R. A., and Sdnbquc, J. ; 

Confrontations : Radio-Anatomo-CUniQues 914 
Chisholm, Brock, elected honorary Fellow of koyal 
Society of Medicine, 67 
Chloral hydrate, dose for a baby, 661 
CTblorampbenicol, distribution of (parliamentary 
note), 1360 , 

— in infantile gastro-enicritis ; preliminary report 

(K. B. Rogers, S. J. Koegler. and John Gcr- 
rard), 1501 (O) 

— In paratyphoid B fever (Michael Curtin), 1504 

(O) 

— iQ scrub typhus, 331 

— in typhoid fever (J. C. Patel, D, D. Banker, 

and C. J. Modi). 908 (O) ; leading article, 918 ; 
correspondence, 1047 

— in typhoid fever (W. Lomax), 911 ; leading 

article, 918 

— in undulani fever, 265 ; annotation, 431 

— Ministry of Healih circular on supply, distri- 

butioD, and use of, 1171, 1468 

— mode of administration to infants. 1503 

— toxic effects, 1503 
Chloromycetin, sec Chloramphenicol 
ChloroQuinc, dosage in malignant tertian malaria, 

776 

— in malaria, 893, 895 

prophyIa.xis, 775 

Chlorosis, case of, 178 

Cholera centenary (Major Greenwood). 797 (O) 

— vaccine, youngest age for effective administra- 

tion of. 768 

Choline, role in prevention of hepatic cirrhosis. 
1001 

Cholinesterase level as index of nutritional state, 
1526 

Chorea, management of, 40 
Chorionic gonadotrophin, 'excretion by pregnant 
diabetics (J. A. Loraine), 1496 (O) ; annota- 
tion. 1518 

Christianity and medicine, 873 
Christie, Ronald V.: PenicUlin in subacute bac- 
terial endocarditis, 950 (O) ; annotation, 971 
Ciba Foundation, centre for international co- 
operation. 27 

Circulation — Journal of the American Heart 

Association, 883 

Circumcision, fate of foreskin in (Douglas Gaird- 
ncr), 1433 (O) ; leading article, 1458 
Cirrhosis, hepatic, see Liver, cirrhosis 
Clark, Dora J. Adams: Length of gestation 
period, 336 

Clark, O. P.; Family planning, 656 
Clark, W. E. Lc Gros : Structure and function 
of muscle, 160 

Clark-Kcnncdy. A. E. : Medicine, Vol. 2, 516 
Clarke, G. H. V.: (2ase of racpacrine dermatitis. 
53 

Clarke. Hans T.. Johnson, John R.. and Robin- 
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— in Laryngology and Otology, information on, 

542 

— in Ophthalmic Medicine aad Surgery, informa- 

tion on. 542 

— in Phys.cal .Medicine, 1304 

— in Ps>chiatry, information oa. 542 

— in Psychological Medieme, information on. 542 

— in Puttie Health, mformauon on, 541 

— in Radiodagnosis,' information on, 542 

— in Radiotherapy, information on. 542 

— in Ttop.cal Medio-ne and Hygiene, irfformaton 

on. 541 

Diplomas in medicine, cclcntoJ, 537 
of. 537 

— surfeit of. S20 (L) ; corrcspoadcnce, 705 
Directory of Coliectlans of Mtcro-organlsms, 343 


Britisii 

Medica l Journal 

Discombe, George; Myxoedematous madness, UH 

— Congo-ced solutions for intravenous inj^oa. 
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— — remuneration. 147, 159 
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onsultants and Specialists: 

Advised not to sign, 44, 48 
Appointment of. 119, 139 

Central Consultants and Specialists Committee, 
15. 48. 65. 212 
Functions, 147 

List of members, 87 . 

Report to Annual Representative Meeting, 

21, 23 

Report to Council, 230 . 

Representation of non-teaching hospitals on, 
Representation of registrars on, 65 
Reprcscniatioa of Royal Colleges on, lo 
Central Consultants and Specialists Committee 
(Scotland), 19S 

Consultants and Specialists Committees 
composition of, 151 
Contracts*. 53. 65. US 
Distinction awards. 198, 212 
Domiciliary consultation. 107, 170 
Fees in general practice. 105 
Fight tu fund. 65. 151 ^ 

Gcnerai-pracuu'oncr. 51, 67, 1C6. 

Grading. 29. 123. 138. 155, 192. 223 
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Joint Committee, 44. 47, 53, 151 
Leave. 237 

Liaison with general practitioners. 106 
Mileage allowances, 125 
Minister’s intention, 25 

— reply to Joint Commiticc, 47 
Part-time, payment of. 74 

— recognition as, 137 

— superannuation; opting out, 93. 189 

— teacher-consultants, 118. 142 
Qualifications. 96. 138 
Regional, 86' 

Remuneration ; main scale, 142 
Representation. 185. 206, 212 * 

in Scotland, statistics of, 268 
Scottish Joint Committee for, 55 
Specialist practice, entry into. 170 
Work outside full-time contract. 191 

Consultations, domiciliary. 107, 170 

— private, remuneration for, 227 
Consulting Pathologists Group. 90, 187 
Contraceptive appliances, 44. 104 
Convalescent homes, part-time medical officers of. 

106 

survey of. 271 • 

Cornwall, V. Cotton: Grading'of hospital staff, 59 

Tuberculosis Group. 67 

Cornwall Division, adjustment of areas. 68, 126 
Corsets, surgical, certificates for. 103, 115, 160 
Cottage hospitals, treatmenc in, 106 
Council, B.M.A.,. composition and mode of election 
27. 63 

— Constitution. 18. 229. 247. 255, 264 

— Members. 87 

— Proceedings. 36, 228 
Coventry Division, 224, 266 

“ Covering ** unqualified practitioner. 150 
Cridland. Nigel: Grading of specialists, 29 

— Regional consultants and specialists. 86 
Cummins. C. F. A.: Lack of information on G M.C. 

ballot paper, 223 
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Daiu. IL Guy. reitrcmcni from ehairmanship of 
. Council,. 36 

— statement at Annual Representative Meeting, 2 
Dain Fund. 205 

Dangerous drugs in cars. 246 

Dangerous Drugs Act: Withdrawal of authority, 161 

Darlington Division. 266 

Deamn, K. V.: Doctors and dentists, 117, 156 
Denny, Reuben, disciplinary case of, 242 
Dental anaesthetics, fees for administration, 57, 67. 
108. 161 

— operations, emergency treatment after, 11, 108 

— organizaiions, amalgamation of. 250 

— services: anaesthetics and .v-ray examinations. 

IQS 

— treatment by general practitioners, payment for, 

191 

in Scotland. Ill 

Dentists, and doctorv. remuneration and conditions 
compared, 117, 132, 156. 163. 172 (correction). 

194. 195. 207 

— 'Contracts; refusal to sign, 56 

— Earnings. 145 

— Hours of work. 141 ; report of Working Party. 

145 

Dentures, provision cf, 131 
Dermatologists Group CommUtec. 89. 187 
De SoLDENilorF, Richard: General-practitioner con- 
sultants. 51, cortcspoadcncc. 67 
Diploma in Public Health, alteration of regulations. 
243 

Disabled persons: Registration and inspection of 
homes. 148 

Disciplinary enquiries and publicity. 181 
Dispensing capnaiion fee. 104 
in Scotland. Ill 

— errors in National Health Service. 113 

— for private patients. 3, 59, 103, 139 

— payment for, 172 
Distinction awards. 139. 151, 282 
and grading. 96 

special. 260 

Division in the profession, 192. 223 
Divisional medical officers, terms of service. 192 
Dixon scholarship. 216 
DoBBiE, J. L. : Four uials. 5! 

•• Doctor ” sign on cars. 32 
Doctor’s bill in 1809. 56 

— hou'C, disposal of. 219 

Doctors, accommodation for, 103 • 

and dentists: rcniuncration and conditions com- 
pared. 117. 132. 156. 163. 172 feorrection). 104, 

195. 207 

— comparative incomes, 45 

— dispensing, pricing of prescriptions, 64 

cx-Service. assc^^mcnt of compensation for, 24 

in the Territorial Army. 135 

£cif-prcscriptioa a.nd self-treatment prohibited. 43, 

68, 124. 156, 191. 222^ 

•see also Consultants anj Specul.sts : General 
praetiticners ; Hospital medical staff 
Ucmicihary ccn.->ultauoa. 170, 262 
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Domiciliary Midwifery Service, 74, 98, 120, 124. 
146. 154 

and the R.C.O.G.. 254 • 

mileage, 30. 105 

notification to midwife, 136 

sterile drums for, 105 

Dornan, W. E.. Sheffield Division’s complimentary 
dinner to, 56 

Dovvler. H. G. : Constitution of Council, 264 
Drinkwater, S. W. : Hospital staff terms, 29 
Drugs: Advertisement and sale of proprietary medi- 
cines, 229 

— and appliances, expensive, 104 
for doctors’ 'surgeries, 104 

discount on, 124 

— for private patients, 3. 59, 139 

— permitted under National Health Service, 254 

— m cars, 246 

— repayment for, and superannuation reduction, 

170 , 

— special, additional payments for, 114 

Durr, E. H.: Status of general practice, 184 '• 

Dumfries and Galloway Division. 266 
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Eason. Sir Herbert Lightfoot, General' Medical 
Council resolution on death of, 240 
Education grants. 277 
Edwards. W. : Eccentricities, 235 

— Catching the chemist, 247 
Eight-hour day, 247 

Eire Medical Association: Proposed changes in 
by-laws, 173 

— medicine in. 48 

Elderly and Infirm, CommMicc on Care and Treat- 
ment of.- 90 

Electronic medicine. 60 ' 

Emergency bed service, 109. 160, 211 

— calls, frivolous or unjustified. 109 

— treatment, 108, 132, 151 

— ^ Road accidents. 136 
Limgranis, fees for examination of, ‘191 
r ntry into practice, 169, 239 
I'qu.pmcnt. 104 

• provision of expensive types. 131 
I rncst Hart Memorial Scholarship, 216 
F.skeli, John: Transport to hospital, 46 
Ethics, sec Medical ethics 

Examination, medical, for Ministry of Supply, in- 
creased fee for, 190 

— of emigrants, fees for, 191 

— of persons of unsound mind, fees for, 190 
E.\hibuion at Harrogate Meeting, 41 
Extraordinary General Meeting, 27 

Eye Service, Hospital. 48 
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Factory duclor. duties of, 81 

Faculty of Uphthalmologists, 221 ; correction, 248 

Fees, \<*c Remuneration 

I-cllowship for Freedom in Medicine: Proposals to 
amend National Health Service Act. 232 
Fever hospitals, medical superintendents of, 147 ■ 
Film Committee, 56, 91 
Finance Committee. 34 88 
Financial bond. 98. 123 
Fordes. John: Domiciliary* visits, 262 
Forde.s, Robert : Fees for professional witnesses, 162 
Forces, see Armed Forces 
Form EC.l. missing information, 103 

revision of. 102, 274 

* Venereology as a specialty, 

FKr.sTM. Alisialp Liability in Jaw, 234 
Frew. John* Freedom preferred, 186 
Friendly Sowieiy certificates, 198 
Friskney, C. E.: N.H.S. pros and cons. 157 
— General practitioners’ remuneration. 246 
Fuller, C. B. S.. and others: Representation of 
hospital medical staffs, 185. 234 
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GASkLLt, II S : Ilifocal glasses, 1S4 

Gi.srRAL NtLDU sL Council: 

Education and Examination Committees. 243 
Llcction of direct representative. 183 
Lack of information on ballot paper, 223 
New President elected. 240 

General .Medical Services, 24. 63 

GtNtRAL .Medical Sravicns Committee; 6. 63. 74, 
.■*2. 141, 146. 150. 220 
Arbitration. 74 

Autonomy of, 204 " 

ConiUtutjon of, 6, 99 
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gitis in infants, effect of streptomycin on 
(Robert Debrd and Pierre Mozziconacci), 451 
(O) ; annotation, 479 
Intestines, distension of, 1246 

— haemorrhage, aetiology. 241 

— iniussusccpiion, in childhood ; successful treat- 

ment of two eases (D. J. Conway and R. L. G. 
Dawson). 1153 (O) ; correspondence, 1355 
— ? small, volvulus of (W. Weaihcrston Wilson). 
636 

— strangulation, internal ; two rare eases (F. D. 

Hindmarsb), 1274 * 

Intracranicd Tumors CPercival Bailey), 2nd cd., 
475 

Intracranial suppuration. 979 
Intussusception, gangrenous, successful treatment of 
two cases in childhood (D. J. Conway and 
R. L. -G. Dawson), 1153 (O); correspondence. 


— i!co-ilcal, gangrenous (J. A, Kerr), 580 ; corre- 

spondence, 983 

Invalid Kitchens of London, 1344 
Invalids, home feeding of, 1344 (A) 

— milk allowance for, 997 

— special diets for. Ministry of Food arrangements 

37 „ ^ 

Iontophoresis in peripheral vascular disease (H, S. 

Pemberton and D, C, Watson), 633 (O) 
Ireland, Northern: Rcgisuar-GcneraVs Quarterly 
returns (epidemiological noie>> 394 
Iron therapy: Fatal poisoning of infant by anti- 
anaemia pills (I, H, Prain), 1019 (O) : anno- 
tation, 1034 ; correspondence, 1298, 1356 


intravenous. 189 

Irvine, E. D. : A year of N.H.S.. 928 
— The. relation to general pracmioncrs. 


1042 


Irvine, K. Neville: B.C.G. vaccination, 808 

— *• Manioux-convcrsion," 1173 

— B.C.G. Vaccination in Theory and Practice. 742 
Irwin, D. H.: Natural history of asthma, 1354 
Iso-immunizaiion by blood-^oup factors A and B 

in man (Pierre O. Hubinont), 574 (O) 
Iso-peniaquinc in malaria, 896 
Isoprcnalinc, buccal ulcers due to, 1176, 1297 
Isopropylnoradrenalinc in bronchial asthma, 903 

— in dyspnoea of coal-miners (C, Keiman Robert- 


son). 961 (O) 

Israel: Vital statistics, 492 

Israels, M. C. G.: Alias of Bone-Marroyv Patho- 
logy. 1336 ; correspondence. 1527 

— and Wilkinson. John F.: Risk of neurological 

complications in pernicious anaemia treated 
with folic acid, 1072 (O) : leading article, 1397 
Italy, travel precautions in, 112 

— tuberculosis services in, 1136 


Jackson. Chevalier, elected bon. F.R.C.S.Ed., 341 
Jackson. F.: Angiocardiography. 89 
Jackson, J. H.: Myoidema, 1232 
JvcKsos. W. P. U.; Incidence of signs usuaUy 
connected with thyrotoxicosis, S47 (O) 
Jackson-Taylor; Basil John Francis, obituary of. 
763 

James, Gwilym, obituary of. 604 

James. T. G. Illiyd: Thrombosis of Internal carotid 


James. Theodore: Unilateral Hush after food. 296 
James, Ursula, anil Kra-mek. Ivor R. H.: Sttcpto- 
mscin in infantile Easiro-rntctiiis. 6a2 
Jamusos. Sir Wilson: Phisioihaapy under inc 
N.II.S. Act. 699 ' ,,, 

— Rcsional and local tuberculosis schemes. 152 
’ — rctjrcment from Ministry of Health. 1222 (A) 
JtuDiM:. Frank E.. see ,\ppileio.s. Edward V.. cr t‘t.. 


12J5 

Jaundice, horoolosous scrum. 
Lchanc. it a/.), 572 (O) 


incidence of (Dermot 


Jealousy in a ch3d. 49S, 1064 
Jeanes. E. H.: Spoons as a measure. J4J8 
Jeffcoate, T. N. a.: Caesarean section in hyper- 
tension, 148 

Pruritus vulvac. 1196 (O) : correspondence 1414. 
1418 

Jelly-fish stins. localiicd fat atrophy after (M. A. 
Rugs Gunn). 687 

treatment of. 767. 1064, 1190 

Jenkins. Charles Evans, obituary of, 987 
Jenkins, T. H.. awarded Gold Medal of South 
Wales Institute of Engineers. 883 
Jennings, Denys A.; Peptic ulcer and smoking 282 
— Carcinoma of the gall-bladder, 596 
Je-nnings. G. H., Hamilton-Pateeson. I. L., and 
MacCALtUM. F. O.: Fatal case of polio- 
encephalitis due to poliomyelitis virus. 210 (O) • 
annotation, 224 

JENNINGS. George: Distinction awards, 703 
JENSE.N. K. A.: B.C.G. administrauon, effects of, 
154 

John Marshall Fellowship in Surgical Pathology, 
1479 

Johnson. Anhur Carveih. obituary of. 604 
Johnson. Donald Mel.: A Doctor Regrets. 1276 
Johnson. George W. C.: Intranasa! oil. 1426 
Johnson. Hr Daintrec. see Omt. I. M., and JoiInson. 
H. Daintrec. 1316 

Johnson. John R., see Clarke. Hans T., Johnson, 
John R.. and Robinson. Sir Robert. 968 
JoiLNSON. M. H. F. : Poliomyelitis vaccination. 757 
Johnson. Samuel, psychological study of. 1429 
Joint capsule, autotransplantadon ot, 1221 (A) ; 
correspondence. 1411 

Joint Committee for Consultants and Specialists 
224 (L) 

Joints, radiology of (E. Dull Gtay and others). 170 
JOLLEs. B. : Diagnostic tests for phacochromocyioma 
178 

Jones. B, S, : Some observations on pulmonary 
tuberculosis in the Nigerian African, 781 10) 
Jones. B. Victor: Acute adrenal insufficiency after 
adrenalectomy for pre-pubertal virilism. 1023 
(O) correspondence. 1232 
Jones. Edwatd D.: Old age. 817 
Jones. Emyr. see Jones. G. Penthyn. and Jones. 
Emyr, 1213 

Jo.vEs. F. Avery: Management of acute dyspepsia. 
1463 


Jones, F. Wood, awarded Heberden Medal. 1423 
JON-Es, G. Penrhyn. and Jones. Emyr: Anginosc 
type of glandular fever requiring tracheotomy. 
1212 - 


Jones, Lawrence, obituary of, 336 
Jones, P. F.. see GRiFFmis, E.. et ol.. 958 
Jordan, A. R. : Mind, machine, and man, 389 
Joseph. Jack, appointed Reader in Anatomy, Guy’s 
Hospital Medical School, 1479 
JOSEPHS, Sydney: Growth of the foetal biparictal 
diameter during the last four weeks ot preg- 
nancy. with statistics by H. Campbell. 1440 (O) ; 
leading article, 1459 

Journal of the American Medical Association ; 

resignation of editor. 1363 
Journal of the Faculty of Radiologists, 492 
Juvenile delinquency, conference on scicniific study 
ol. S66 

Juvenile Rheumatism (G. E, M. Scott), 218 


K 


Kahlcr, H. : Diagnostik durch Sehen und Tasten 
581 

Kablmcicr, G. : Afanuel Pratique de Rhuniatologie. 

796 ; correspondence, 1232 
Kaldecg, Anna, see Tegner. William, O'Neill. 

Desmond, and Kaldegg. Anna. 210 
Kalinowskv. Lotbar B.: Lcucotomy and shock 
therapy, 701 

Kallos. Paul (Editor): Progress in Allergy, Vol. 2. 
966 

Kane. Iris, see Sorsby, Arnold, and Kane, Iris, 562 
Kaohn, value in treatment of gastric and intestinal 
conditions. 662 

Kariagcnct's syndrome (C. T. Andrews). 1269 (O) 
Kay. S. K., see Macfarla.ve, J. A., and Kay, S. K.. 
1267 

Kearney, James, obituary of, 763 
Keele, C. A.: (Tonirol of sweating. 83 

— appointed Reader in Pharmacology and Thera- 

peutics. Middlesex Hospital Medical School. 
1479 

Keele. K. D.: Angiocardiography. 89 
Keir, Wflliara Wallace, obituary of, 109 
Kele.mes, E. : Treatment of xbcuraaiism with corii- 
. sonc. 336 

Kelleher. W. Howlctt: The acute throat. 1233 

— Bratto.n. /Vilen B., and MacCALLtr.N(. F. O. : 

Fatal case of acute caccphalomiditis due to 
poUora>dius virus, 213 (O) ; annotation, 224 
Kellekma-N, F.: Modem trends in radiology, 870 

— and S-vemr, R. Sauvan: Pariuritioa after pneu- 

monectomy, 75S 

Kelman. James: Estimation of ciyihrootc sedi- 
mentation rate. 1426 

Kdynac'K Memorial Lecture: Alcoholism In 
Switzerland QIcnri Rcvilliod). 331 
Kemp, W. N.: The Value of Hormones in Cencrul 
Practice, 1096 


Kempner rice diet : Ministrj' of Food arrangement 
1482 ’ 

Kendall, David: Recovery from botulism 1094* 
correspondence, 1235, 1352 
KendaU F. P Jfe KendaU, H. O.. and Kendall 
f*. 1513 ' 

Kendall. H. O.. and Kendall. F. P. : Musdes ■ 
Testing and Function, 1513 
Kendrick. Pearl, discussions on whooping-couch 
vaccines. 1536 

Kenio. M.: Aureomycin in the treatment of pneu- 
monia, 1529 

Kennedy, A. F. : Psychogenic j-heumaiism 3S4 
Kennedy, Alexander. lecture tour in Ausualia fsi 
Kennedy. J. C.. work on Malta feycr. 1113' 

^'°?osis’ n’u*"' >” bniccl- 

Kcaya. typhoid in (parliamentary note). 338 
Kerley, Peter: Itfodem trends in radiology. 870 
Kerosene poisoning and pneumonia (Michael 
Gelfand). 1151 (O) ; correspondence. 1355 
Kekr, j. a.: Gangrenous intussusception. 5S0‘ 
correspondence, 983 

Kerseey. G. D.: Impressions of the 7ih Inter- 
national Congress on Rheumatic Diseases 166 

— Autotransplantation of joint capsule. 1411 ' 

— elected honorary member of American Rheu- 

matism Association. 110 

. ‘J'^Enosis and treatment of (Wilfrid 
Oakley), 1403 

17-Ketosteroids, determination of. 355 
Kettle Memorial Trust Lecture, 925 
Key. James A.: Gastro-colic fistula after vagotomy 
for stomal ulcer. 138 

Keynes. Geoffrey: Resulis of thymectomy in 
myasthema gravis, 611 (O) : leading article. 639, 

“ (Editor): Blood Transfusion, 795 
Kidney. artificial (Gordon Murray, Edmund 
Delorme, and Newell Thomas). 887 (O)- 
annotation. 920 

Clearance Tests In Renal Disorders and Hyper- 
tension (Olle Hogeman), 967 

— disease, research in, 178, 703 

— ptrarenal hypernephroma (Frank Forty). 850 

— tunctmn : inhibition of carbonic anhydrasc, 1460 
Kilner. T. Pomfret. lecture tour in Turkey. 1187 
KtutOE^ L. : HcriTO, varicella, and liver extract. 234 
King Edward’s Hospital Fund for London, 54'’ 

Annual meeting. 28 

Staff college for hospital adroinlsirators, 1525 
, — for ward sisters, 30 

Kings College. Newcastle-upon-’IVnc: A. A. 
,,, appointed to Chair of Physiology, 340 

Kings College Hospital: Inaugural add.-ess, 1949. 
by Sir Hugh Cairns, 805 

Kings College Hospital Medical School: Scholar- 
ships awarded, 443 ; appointments, 605 : annuel 
dinner. 811 

vi™!!?,’ - ^l‘dtttntsm of Abdominal Pain. IC95 

KiTCHiNo, E. Howard : Abortions and psycho- 
neurosis. 179 

KLEIN’ Fr. : Hacmatemesis due to aneurysm. 601 
• Contributions to Psycho-Analysis, 
689 


Klcmmc. Roland M. : Nursing Care of Neuro- 
^ surgical Patients, 637 

Knaus. H.. see MiiHLBOCK, O.. Knaus. H., and 
Tscherne, E., 61 
Knee-joint, far deposition at. 195 
Knowles. Edward; Tuberculous mcnlngitii with 
paraplegia as dominant feature, 686 
Knox. R., appointed to Chair of Bacteriology, Guy's 
Hospital Medical School. 393 
Koegler. S. j. see Rogers, K. B., Koecler. S. J.. 

and Gerrard, John. 1501 
Ko.n. S. K, : Pause for refection, 1295 
kONORsKf, J. : I. p. Pavlov. 944 (O) 

KONgrr^^H., see Barcroft. Henry, and Konzett. 

Kxaaier. Ivor R. H.. see James, Ursula, and 
Kramer. Ivor R. H., 652. 
lOiASNER, George: Natural history of asthma, 1111 
Kraurosis vulvac. 1193 
Kraut, P.: Production of artificial fats, 978 
Kroah. August, obituary of. 879 

Burt. Catherine C.. Wright. 
Helen Payling. and Kubik, Mirko. 1250 
KucHARig, J. : Nuclcoproicin, virus and mouse 
cancers. 488 

Kwantes, (2aihcrinc M. S., see Lehane, Dcrmoi, 
et al., 572 

Kyle, James, obituary of. 933. 988 


Laboratory animals, care and ucaimcni of (JcJ 
Vinter and others), 73 

“ Sfanagement of Laboratory Anima 

(Alastair N. Worden), 20: annotation, 26 
cxanunations ; Ministry of Health statement. 2- 
Manual of CUnlcal Laboratory Meihoi 
(Opal E. Hcpici). 1514 
— report, inicrprciaiion of. 1063 

t«hnic:ans, evening courses for, at Mancbcsli 
Mumcjpal College of Technology, 4S4 
Laboratory Work in Mammalian Physiology, Manu< 
for (F. E. d'Amour and F. R. Blood). 1513 
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INDEX 


UMnsu 

Medicai Journal 


Loaiasls (G. J. Sicfanopoulo and oibers) 78 
Local auihoriUcs. end of dhputc wiih British Medi- 
cal Assodauon, 326 (A) 

— government, film on origin and cicvciopmciit 

of, 1154 

Hospital, see London Lock Hospital 
^QAN, H. A.: Trcaimeni of retained placenta, 232 
Loohem, J. J. van. Boutuis. J. H. van. Soeters. 
j, M.. Veeseklaas, G. Nf. H. ; Ttcatmcni of 
160 cases of erythroblastosis foctaJis with re- 
placcmcni transfusion, 49 (O) ; leading ariiclc, 
142 

Lomax, W.: Chloramphenicol in typhoid (ever. 
911 ; leading article. 918 

London County Council ; B.C.G. vaccl-ation 1243 
Health centres, 294 
Medical Service, 544 

London Homoeopathic Hospital, centenary, 1125 
London Hospital Medical College: 

C. F. Barwcll appointed University Reader in 
Bactcrioloey. 340 

London Lock Hospital, 97. 185 (parliamentary 
note) ; correspondence, 283 ; 858 (A) 

London School of Hygiene and Tropical Medicine, 
resignation of dean. 343 : appointments, 1059, 
1243 

London University, see Universities. London 
Long, John D., obituary of. 987 
Longbotiiam. Basil: Weight-reducing diet, 233 
Loraine, j. A,: The excretion of chorionic gonado- 
trophin by pregnant diabetics, 1496 (O) ; anno- 
tation. 1518 

Lord Webb-Johnson Lecture instituted by Royal 
College of Surgeons. 393 

Lorlng. J. N.. appointed Apothecary to His 
Majesty’s Medical Household. 883 
Love, R. .J. McNeill: Erysipeloid, 1411 
Lovrec, Rudolf: Shunts in essential hypcrtcitsion. 
54$ 

Lowden, Thomas G.: Erysipeloid treated with 
penicillin, 1231 

Lowe, Peter, and the Royal Faculty of Physicians 
and Surgeons of Glasgow. 1223 
Lowson. J. McK. A., Order of the Crown of Johorc 
conferred on, 1424 

Lucas, C, C.. see Best, C. H., et at., 1001 
Ludovicl. Anthony M. : The Child: An Adult’s 
Problem, 426 
Lumbago. 1235 

Lumbar puncture, prolapsed Intencrtcbral disk after 
• (J. N. Wilson). 1334 

Lumlcian Lectures; Problems of ageing and chrome 
sickness (A. P. Thoriison), 243 (O), 300 <Oj ; 
leading article, 324 

Lund, J, Rushwocth: Old age, 758, 872 
Lundquist, John; Tuberculosis, incidence in nurses 
and students, 153 

Lung, abscess, dn SaUu. enierltUlU septicaemia. 316 

— broncho-pulmonary segments and their termino- 

logy (J. Hardic-Ncil and W. Gilmour), 309 
(O) ; annotation, 326; correspondence, 437 

— cancer of. role of intraoasal oil in aetiology of. 

1245. 1426 

— collapse therapy; results at Qarc Hall Sana- 

torium. 589 (A) ^ 

— post-operative complications involving (E. M. 

Buzzard and others). 82 
pulmonary infections, 1200, 1231 

— pulmonary tuberculosis in the Nigerian African 

(B. S. Jones), 781 (O) 

— resection, in ucaiment of tuberculosis, 432 (A) 
Stroniiyloldes stercoralis infcsialion of (Fintan 

L. Corrigan), 73S (O) 

’Lupus crylbcmaiosus, 431 (A) 

Lyle, D. W. R.; Treatment of angina with 
ihiouracil, 333 . 

Lymphadenoma. see Hodgkin's disease 
Lymphadenopatby in brucellosis (Hugh Conway). 

787 (O) : correspondence, 1113 
Lymphocytosis in whooping-cough. 1425 
Lymphoid hyperplasia and rheumatoid arthritis, 1411 
Lymphoma, malignant, nitrogen mustard m. 622 
Lymphosarcoma, primary, of appendix, in child- 
hood (W, H. Galloway and E. J. Owens), 

Lyon.^ U Oidylc : Sir William Osier centenary. 335 

— Mcnsiruak histories. 1413 , „ . 

Lyons. W. R.. and Woodhall. B.: Atlas of peri- 
pheral iVerve Injuries, 851 


M 


Maberly, Alan, and Bloom, C. V.; Euphoria due 
to amphetamine, 1471 

Macalpine. Jas. B.: Cystoscopy and Urasrapfty, 
3rd cd-. 795 . j 

McBain. Douglas; Concepuons of ngnt and wrong. 


vlcCULU A. J.. see Godwin, B., and McCall. A. J.. 

dacC^LLUM. F. O.: Epidemiological research cn 
virus diseases. 1526 

— iee Jennings, G. H.. et a!., 213 . 

dcCANCE. R. A.; Scrum cholinesterase level m 
asscsiment of nutritional state, 1526 
deCAW, l%aa H.. see BcaRE, J» M., and ^IcCaw. 

I. H.. S16. 1415 . 

dcCLLRf. Wallace B,: InfaniHe cnimis. IL6 
dcCiUsKiE. John A.; Fopulaiioa policy. 601 


McCon’NELL, W. S. : Dental anaesthesia. 164 
McCracken, Derniot: Unusual case of Simmonds’s 
disease. 1207 (O) 

^^cCREA, LowrMn E. : Oinical Urology, 2nd ed., 
796 

McCullach, McKira; Uterine antevertor, 483 
Macdonald. A.: Toxoplasmosis. 1171 
Macdonald, G.; Anopheles eradication in Cyprus, 
176 

hfACDoNALD, I, K., and S.mith, A. N. ; Effect of 
tctraethylammonium bromide on gastric secre- 
tion and motility, 620 (O) 

MacDouqall. Iain; Case of oesophageal carci- 
noma. 686 

McDowall. ^ B. ; Psychogenic rheumatism, 384 
McDwyer, A. D-: Salicylates in rheumatic fever, 
33 

Mace, David R.: Marriase CaunsclUns, 474 
McEvedy. M. M-: Vomiting of pregnancy. 1298 
McFadden, G. D, F. : Operation for femoral 
hernia, 1025 

MacFadyen, W. a. L. : Heparm administration by 
polythene tubing. 925: correspondence. 1177 
McFarlan. Allan M.. Crone. P. B.. and Tee, 

G. H. ; Variations in bacteriology of throat 
and rectum of infants in two maternity units. 
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Sghcuf»h P for Szottoh nurse. 395 

Sch-alarshjps. 44?. -*9- 


National Blood Transfusion Service: Donors in 
1949. 185 

Nauonal Council of Social Service, annual report. 
1947-8. 257 

Public Social Services. 1383 

National Federation of Hospital Ofilccrs (parlia- 
mentary note), 1184 

National Health Service: 

Absenteeism in Ordnance factories (parliamentary 
note), 1058 

Amending Bill (parliamentary notes), 102 1S3 
989. U19. 1239. 1301, 1420 
Medical Practices Committee (parliamentary 
note), 1239 

Prescriptions charge (parliamentary note), 1239 
Use by foreign visitors (parliamentary note), 
1240 

Arbitration, 63 (L). 145 (L) ' / 

Assessment Committees, 220 
Basingstoke, hospital administration at (parlia- 
mentary note), 338 

Breach of terms of service ; Doctor censured 
(medico-legal note), 881 
Patient charged a fee (medico-legal note), 
657 

Bristol : Number of National Health Service 
patients (parliamentary note), 393 
Changes in use of hospitals, 857 -.(Ac- 
claims during first year of operation. 356 
Closed areas (parliamentary note), 339 
Clothes, free, for hospital patients (parliamentary 
note), 291 

Consultants advised to accept permanent contracts, 
224 (L) 

Consultants and Specialists negotiating machinery, 
145 a) 

Death grants, 138, 492 
Dental emergencies (parliamentary note). 393 
Dentistry under the N.H.S.. 1075 
Distinction awards. 383, 484. 544, 545, 594. 601. 
649. 703 (correction 768), 745 (L), 756, S12. 
SIS. S73. 1050 

special, to be confidential ? 1400 (A) 

Domiciliary midwifery. 328.^799. 927. 1110 
Effect on medical schools, 533 
Entrance of general practitioner into, 543 
Excessive demands on, 1016 
Exchange Control Medical Advisory Committee 
(parliamentary note). U85 
Explanatory pamphlet on. 294 ' 

Finsbury, distribution of doctors Ja (parliamentary 
note), 338 

General practitioners, use of hospitals by, 592. 
1031 (L) 

Hospital medical staff, grading of (parliamentary 
note). 291 , 

Industrial Health Services, inquiry into, 294 
Infectious-disease certificates (parliamentary note), 
339 

Leeds, expenditure in, 59 
Lists, size of (parliamentary notes), 995. 1185 
Lists (Scotland) (parliamentary note), 1301 
Maternity clinics, attendance at (parliamentary 
note), 338 

^fert Yourseif at the Doctors, 1228 
Minister's review of first year. 855 (L) 

Nafonal Federation of Hospital Olficcrs (parlia- 
mentary ‘note). 1184 

National Health Service (Ministry of Health and 
Central Office of Information), 294 
Northern Ireland. 1041 
Nurse tutors. 1292 

Obstetrics; Confinement In hospital (parliamen- 
tary note), 359 

Ophthalmic opticians (parliamentary note). 393 
Overseas visitors (parliamentary notes), 992, 1240, 
1422 

Physiotherapy under the Act (Sir Wilson 
Jameson),, 699 

Prescribing by Services medical officers. 339 (par- 
liamentary note) 

— Catching the chemist, 1283 (A) 

Prescriptions, cost of, in N.H.S. (parliamcniary 

note), 1241 

— dispensed in 1948-9, 1058 

— proposed charge for, 971 (A); 989, U20, 1239, 

1420 (parliamentary notes) 

Prospects for student and newly qualified doctor, 
521 (L) 

Remuneration of general practitioner. 543, 750 (L), 
1217 (L). 1341 

Review of first year (Practitioner). 676 leading 
article, 746 ; correspondence, 928 
Scotland: (Superannuation) (Amendment) Regula- 
tions (1949) (parliamcmary note), 392 
Scr\'iccs medical officers, prescribing by (parlia- 
mentary note), 339 
Specialists, grading of, 220 CL) 

Spectacles and wigs (parliamentary note), 393 

— supplied in 1948-9, 1058 

or ordered, Jan— June, 1949 (parliamcniary 

note), 339 

Superannuation (Amendment) Regulations (1949) 
(pdriiamentary note), 392 
Tuberculosis, 153 
V’cncrcologiiis, grading of. 338 

National Institute for the Deaf, annual general 
meeting, 445 

National Insurance: Qaims to sickness benefit 
(epidemiological note). 1423 
Sickness benefit regulations; 1243 
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National Old People’s WcUaic Commiucc. fourth 
annual conference, 973 
Age is Opportunity, U95 
NauonaJ Research Development Corporation. 410 
National* Society for the Prevention of Blindness, 
annual conference. 1364 

National Tuberculosis Association ; Research crams. 

156; annual incciinc, 1364 
Secrobio rufipes DcGccr, 1416 
Necropsies and tuberculous infection, 231 
Needhara. Sir Richard v\rihur. obituary of. 1052 
Negus. V. E.. elected hoa. F.R.C.S.Ed.. 341 

— see Thomson, Sir SiClair. and Necus, V. E., 10 
•* Neoantergan.** see “ .^nihUan ” 

NeoanpbenaaaJnc, toxic ellects, 67S 

— with penicillin and bismuth in early sjphJis 

(J. \V. Eames and D. H. Millet). 672 (O); 
'annotation, 694; correspondence. S7l. 9S2, 1231 
•• Nco-cpinine,** see Isopropjlnoradrcnalinc 
Neonatal mortality: Feud and Seonatai Death, 
Revised cd. (^th L, Poita and F* L, Adait), 
1396 

— syndrome (W, G. MilU). 464 (O) ; cortespoa- 

dencc. 756, S7l 

NeosiiEmicc, death follovvins injection of. 601 

— in mrasihcn'a gravrs. 1063 

Nephritis: Nursing bctwiccn blankets, 767, JllS, 
1146. 14S4 * . 

Nerve, spinal accessory, unilateral paralysis of (John 
D. Spillane), .365 (O) , 

Nerves, pcrjphCT^: Atlas of Peripheral Serve 
Injuries, 851 

Nervous system: Diseases of Nenom Syjtem 
(F. M. R- Walshc). 6th cd.. 51S 

physiolosie du Syst^me Nmmr Central (G. 

Mnnn>. 1019 

Ness. R, Barclay, elected honorary Fcllov. of Royal 
Faculty of Phys.cians and Surgeorvs of Glasgovv. 

' 

Netherlands, tuberculosis services in. 1136 

— ophthalmology la (lohn Foster and o hers). 174 
Nctheme Psychiatr.c Hospital: An exhibition. 218 
Nn:MA.KN. C, Zahn: Obscrvaiicns on the ucat- 

mcni of infantile castr{>eDtcritis, 132 (OJ : corre- 
spondence. 4S6 

Ncuralffa. post*be:pctic, prevcniioa and treatment 
of. 1128 

** Neuralgia, ibcumatoid tccial.'* 1190 
Nesritis. peripheral, and myoidcma. 7S5. S03 

— retrobulbar, transitory, aetiology of. 397. 661. 

933 

Neuro-Anaiortty, Funaionai CA. R. Buchananl, 1337 
Heurolosical Anatomy in Relation to Clinical 
Medles/te (A. Brodol), 1337 
Neurologteal compUcauons m pernicious anaemia 
treated with folic add (M. C. G. UraCls and 
John F. Wilkinson). 1072 <0); leading article. 
1397 

Neurologj', Congress of. 4th mcetiog. Paris, 446 

— Institute of. 531 

— Imcmatioaal Ncurolog.cal Congress. 4ib meet- 

ing. Paris, 697 

*— Neurology. 4ih ed. CR. R. Grinker and P. C. 
Bucy), 1277 

— Paiholosy a! the Servaus System. 2r.d cd. (J 

Henry Biggart). 1158 

— postgraduate lectures m. 1482 

— Textbook of Clirdcai Seurology (Israel Weets’e;), 

6m ed.. 140 

— Textbook of Oiricol Neurology O. >L Nielsen). 

2nd ed.. 474 

•Vearou's of Man (Trigant BurremO, 1215 
Neurosurgery: Hurs.ng Care of Seurosurgical 
Patients (Roland M. Kletnmg}. 637 

— Society of Briu&h Neurological Surgeons, 40ih 

mectiag, London, 436 

Nevillc-RoUc. Sibil (Editor): Sex in Sodaf Life, 
1019 

New Cross General Hospital. 821 
New Tlealaod, poliomyelitis in (J. E. Caugbey). 
406 (O) 

•Vew Zealand, Uospltal Reform in (Selwyn Morris 
and Douglas Robb), 502 

.Vewborn, haemoliiic disease of, rdarioa of aati-M 
agsluiinin to. 6Sl 

— New neonatal sindrome (W. G. Mills), 464 (O) ; 

conespondcncc, 756, 871 

— oedema of. 344 

Newficid, Maurice, obituary of. 5S0 
New-mas. Charles: ** Mantoux-coavetaon," 1111 
Newspaper reports on technical subjects (penicil- 
linase-producing stapbylococcil, 548 
Newton. Sir Hibbm Alan Stephen, obituary- of, 
440. 4S9 

Newtos, r.: Breech prescruaiion and its manage- 
ment. 71 

Nexmand. P. H.: Clinical Studies of Besnicr’s 
prurigo. 322 

NiaiXTT, W. R. : Training of the teacher, 516 ; 

correspondence, 594. 649 
Nicholson. N, G. : Polomycliiis in Ccilon, 757 
Nicole. J. Ernest: The G.P. and E-C.T., 1116 
NiELSESt, A. Levin, see Banc, H. O., BtatcAAio 
P., and Nielsen, A, Levin. 1203 
Nielsen, J. M.t A Textbook, of Cliniod Neuro/ory 
Ind cd.. 474 

Nikethamide, toxic effects in newbera. 464. 756 
NUodlo. jee Miraril D „ 

Nipple shields, lead, as cause of lead encephalo- 
pathy. 765 

Nipplcs. bleeding from. 447 
Nitrogen mustard in Hodgkin’s disease (J. D. N 
Nabarro). .622 JOJ ; annotation, 641 
u> mahgnani disease, J193 


Nitrogen mustard thaapy. side-effects 
Nitrous oxide anaesthesia, pcthidjnc 

(William W. Mushin and L. RenJen-Baker), 47- 

and air analgesia la labour, l^*^ 

and oxysen aaaJgisJa in labour, 15.^^ 

overdose of, death due to (mcdico-lcgal 

notes), 490. 034. 1056 . w . . i- rM 

Nixon. W. C. W.: Physiotherapy in obsicUlcs. OW 

— Discussion on antenatal core. 1109 

Nobel lYircx, 922 (A). 1035 . 

Nomenclature: Pronunciation of chemical terms, 
1236 

— •• Psyebosurgery,** 1331 

— Use of the verb “refect. 11/9. 1-53 
.*{omenc{ature of Disease (Royal CoVege of 

Pbi'sidans). 7ih ed.. 321 
Nohma-M. H. BathursC DUtinctlon awards, >04 
Norman. L. G.. elected Prtaidcni of Association 
of Induvuial Medical Officers, 11S7 
Nohris, C. T.; Death by hangiitg. 13/6 
Noanr. E. A.: B.CG. vacelnaioo. 439 . 

North of England ObvtctneaJ and Onaccological 
Society. 96. 1172 

Northern Ireland: , ^ 

Dame Dchra Paikcr appointed Min.stcr of Health 
and Local Government. 552 
Geriatric units. 14S0 
National Health Service In. 1041 
Nursing cxhibtuoo, 436 

'Rcgisuar-Ccncrari Quartctly lexurns (epidemio- 
logical note). 394. 1060 

Noithfield, D. W. C.: Management of the 
gliomata. 1403 

Nose, allergic conditions atlving in (R. R. Sitrpion 
and others). 91 

— cutaneous horn of. 9S4 

.Vote and Throat. Diseates of (Sir StOair Tbormo.'i 
and V. E, Negus). 20 

.Vote, Plastic Surgery of (Albert P. Sclt/ct). i»3S 
Notes and Comments: 40. 1)2. 190. 242. 346, 35 a, 
448 496. 610. 662. 718. 76S. 824. &.K6. 940. 
1000. 1064. 1128. 1190. 1246. 1306. 1366. 1426. 
1464, 1540 

Nova et Vcteila: 

U'ii;ia/n Clowrr. Selected IFritingt of, edited by 
F, N. L. Poyntcf (E. Ashworth Undctucod), 
382 

Dlscorerers for Medleine, by W'dliam H. WpgJom 
(.Mired Cox), mo 

Sir IPiiiiont Cowers, by Macdonald Criicbhy 
(Russell Brain). S15 

History of OtoAaryntcIogy, by R. Scou Sttvenvon 
acd DoucUs Guthne <VV. Si. Afoibsoo). 1/7 
Miracles of George Fox (D. V. HuttlcL 281 
The M.R.C.P. (Major Greenwood), 700 
Ofthopaedte surgery : Cenxrffiu.font of Hugh Owm 
Tfiomat. Sir Robert Jones, and John RiMon, 
by H. Winnett Orr <T. P. .^^^Mc^Ta)), 515 
The Piteaitns (Major Greenwood). 643 
Roval College of Surgeons in Ireland: An 
Account of the Schools of Surgery, by 
J. D. H. WidJevs (Hcncagc Ogilv.c). 592 
St. Thomas's Parivb Vesuy records and a body- 
snatching incident (Laurence Dopvcn). 69 
Walwyn. WdUam. ** Health’s student,” <F, N. 1- 
Pojcict). 4S2 

A Year kUH Oder: J596-/S97. Holes taken at 
his Clinics In the Johns Hopkins Hotpiial. 
By Joseph H. Pratt (K. 3. FtanUm), 1410 

NuvJecproicio, 'virus, and mouse cacccn. 4S8 
Nuffield. Viscount, elected honorary F.R.C.S., 27 
unvciUng of statue of at Guy’s Ho>piia). 109 
Nuffield Foundation: Grants for cortisone research. 
1363. 1423 

Medical Fellowships, 1482 

Report of Trustees, year ending ^brch 31. 

1949. 377 (A) 

Nuffield Orthopaedic Centre, gift from Lord 
Nuffield. 343. 493 

Nuffield Prolcsjor of Orthopaedic Surgery ; appo.nt- 
ment of, 109 

NutsES : 

' Examination ebaoges. 1363 

Government scholarships for iraiaing as n-rsc 
tutors. 466 

Ineidcncc of tuberculosis among, 153 
Numbers in England and Wales, 134 
Nurse tutors in the National Health Service, 1292 
Nurses Aa (1949) (parliamentary note), 1301 
Nurses and midwivc^ conference, 822 
Nurses B31 (parliamcaiary note), 35, 529. 1056. 
1120, 1183 

— see also Nurses Act (1949) 
Nur^^^Scoiland) BiU (parliamentary note), 337, 

Salaries, 763 

Scholarships, 1187 

Suff college for ward sisters, 30 

Tramin^^ and emptoymeot (parUacentary note). 

— and leeislaDon. 527 

.hospitals (parliamcnury note), 

Nurs:iii: Comoiumiy are of old people. 3J0 , 
for hospital macrons and nur ses ”’14 
whibiuon. Nonbein Ireland. 436 ’ 

■ CRobnJ 


Nututtos: see also .Malriuuhlon 

Ekbaic (parliamentary note), 1535 _ 

Lientents of . Food Biochemistry (WiUunt II- 
Peitrson, et ul.). 1216 

International Union of Nutritional Sciences, :^f0 
Joint FAO and WHO Expert Ccmmhicc on 
Nuuuion. 1171 . 

Nuuulon In hvcsidck: discuvvion at r.tr.ivh 
Association meeting. 647 

Nutrition Society conference on trlgJycenJc fail 
in human nutrition. 978 
Some a'pccii of undcrnutiitlon. 1526 
Undcfuuuiiion in llufopc, 1218 (Ll 

Nurr. A. II.: Totoplavmovis, t'cular effects of. 1*4 
— WEXcirr, Tievor, Dowic, J. H.. and BcArnE. 
C. P.: <2av5 of toxoplaimosiv, 905 <0); corre- 
spondence. 1045 


o 


Oaxley, C. L.: .\nufcody production. 1293 
Oakley, WMfrld: Pregnancy in diabetics, 150 
— * D.agnosis and treatment of ketoCs. 1403 

— Management of d-abetes rr.clhtuv. 134$ 

Obcs.iy, sirriplc diet fcr,(H.* L. Marnoti). 18 (O) : 

corrcsp^jndcnce, 233. 709. 954 
■— vuddcA. after pvxholorieal trauma (H. J. 
Shorvon and John S. Ricbardson). 951 (O) ; 
annoution. 972 ; correipooJcncc, 1|78. 12;0, 
U5J, 1471 

OasTCTgics: see aha Labour 
.\nalgcsia In. 1521 
A-nU the general practitioner, 150 
Attendance at cuicrmty cl.-'ilci (pariomeniary 
norc). 338 

Dimmiham and Midland Obstetrical and Gynae- 
cclogical Sor.cty. inaugural meeting. 96 
Blood tran^luv^on m dccn.c;latT tn.da.fery 32. 
232. 7/6 

British Conncis of Obvicuicx and Cinaecolcn* 
147. IS7 

Confinement h hcnpiul (pailumetuary note). 339 
Cortunuous caudal ana!ges.a in obstettHS. surgery, 
and thcrapcuucs (Kot-ert .h. Ilingson), 777 
(O) ; leading article. 801 
Oc.-niciljary, 150 'S f/\> 

— • anaevthetici J2, 34<j 

— analgesia adiw aiion by lUidwivts. 1243 

— and the Nai.onJ Health Sctv.ee. 790. 927. 

1110 

*— bleed uansfuv-on. 232, 756 

— uve cf Oi’.cJ plavnu i.n. 32 

■’railed” loiecps. eauws of (F. J. Jlrownc), 
975; crrTevpcndcftc:. 1179. 1298. 1353. 1528 
Uf6.4/^ri)iJ;lie/ie Operaf/onen, Olh cd. (U. ^UrtlUv). 

Handbook of MUwi/ery (.SJargarci Puxo.n). 517 
Institute cf Otstciiics and G>r.sccolc'4>‘, 531 
Lehtbuch der CeburlshCfe (Hcinttch MwCtiuv) 
5S2 

Afanuaf of OhUetttes (CJrn and HoUanJi (Alan 
mews), 9ih cd.. 517 

Midwifery services m toilanJ and Wales, lcv;2 
.S'ofih of tngJa.nJ ObstctticaJ a.-.d Cynjccglcgtcal 
6oc;cty. 96. 1172 

Obstetric Arudgeua and Ar.es:heslj (Franklin F 
Sn)Jer>. 140 

ObUf tries tinj Ginascoiogy (Beatrice Si W 
Dobbic). 268 

Ph>sioihcrapy in (W. C. W. Nixon). 699 
Practical Obstetrics (Bruce T. .Mayes), 637 
iTogress la, 799 (L) ; cortcvpoadc.'vce. 927. luo 
Lve of radiographs in awcis.'ncni cf dispicpor* 
lion (J. Chamr Mou), 1437 (O); leading 
article, 1459 

Occupau'onal health, future of (Donald Stewarr and 
ethers), 84 

Occu^onal .MurLi and Other Physical S,ini 
(Frauecsco Ronchsc). 139 
O^paiional therapy, new school at Derby. kY»l 
^^^97*’ O'P* 4nd E.C.T., 9,^, 

— Vitamin Bi and the heart. 129S 

^ r^ur^s ''l"9^ p'jcho- 

— Psychogenic rhcumaibra, 601 

— Simulated amnesia, 874 

— Definition of scniliiv. 1:97 

ODw’yex, \\iifiarn F.: Uses of iireptoroycin 1473 
3cdcma, angioncuratic, caused by bee-sung 1531 
caused by wasp-sting. 1354 

— 7t 

vhott. and hiatus bemia. J517 (L) 

-■-revvew of 31 (j. lusu Rennie. Frank 

, S. D. Scott Park) J443 /o> • 

lading atiulc, 1517 ^ • 

~ slricrurcs of, non-maligruni, 277 
C^mnuauon in Africans. 677 
Oesuogens. dcicrmlnauon of. 354 
trirrTUE, a. G.: Sperm quaJiiy S07 
OOPW^ Alan S.; P.roua craph)«:n-.» durm. Ul-cur, 
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Alexander WUliam, obituary ol 

Sir Hcncace: An Account of the Schaah 
Ireland], by J. D. H. Widdess 
. CNova ct Vctcra>, <92 
- ^rsery. Orthodox and Heterodox, 320 
Tn^usc of experience, 663 (O) ; correspondence, 

— and Thomson. William A. R. (Editors): Early 

Recognition of Disease. 581 
Offilvic s syndrome of false colonic obstruction 2 is 
c climcM entity T a. A. MactarUnc and 

Kay); 1267 (O); annotation. 1281 
O Hea-Cussen. Vernon: High-pitched voice In adult 
male. 1426 

Old age, 753. 817. 872 

Community care of old people, 330 

Return to -work of elderly male hospital In- 

(lohn Pcmbciioa and Joan C. Smith), 

306 (O) 

Oldfield, Michael C. : Tilting trolley, 281 
Oldham. J. B, : Gravitational ulcers of the leg. 597 
Olecranon, fracture of, non-uoion after, 1418 
Oligodendroglioma. 1409 
Oliver Memorial Fund aw'ard, 659 
Ollerenshaw. Robert G. W.: Medical services in 
the armed Forces, 1230 
O’Malley, John Francis, obituary of. 34 
On becoming a good doctor (Sir Hugh Cairns). 805 
O’Neill. Desmond, see Teoner. William, O’NEttt. 

Desmond, and Kaldeco, Anna. 210 
Operatinff theatres, resuicicd use of (parliamentary 
note). 1360 

Ophthalmia neonatorum, treatment of. optimal 
methods (Arnold Sorsby and Iris Kane), 562 
(O) : annotation, 587 ' 

Ophthalmic Medicine and Surgery, diploma in, 542 

— opticians (parliamentary note), 393 
Ophthalmologists, Faculty of. visits abroad, 493 


Ophthalmology: 

Allas der /lugenA:rnnA.7fci/cn, Sih cd. (Rudolf 
Tliicn. 968 

Diploma in Ophthalmic Medicine and Surgery, 
information on. 542 

Docufnenta OfththaUnologica, Vol. 2 (Editor: 
F. P. Fischer). 371 

In Spain and Holland (John Foster and others). 
174 

Institute of Ophthalmology. 531* 

Modern Practice In OpUthaUnology (Editor: H, B. 
Stallard), 913; correspondence, 1050 

Review of progress (Montague HInc). 926 

Ophthalmoplegia, chronic progressive external (K, K. 
Hussain), 1392 

Oplu/n and Other Dangerous Drugs, Traffic in: 
Report to United Nations, 648 

Order of St. .John of Jerusalem: Promotions and 
appointments, 281 

Ordnance fac’orics, abscntcchtn m (parhameniacy 
note), 1058 

.O’Reiliy. P. O.: Dcrniatiiis and siomamis due to 
streptomycin. 1412 

Orme, W. Q.t Bacteriology of the throat. 346 

— Pronunciation of chemical terms, 1236 

Ormerod. Frank Cunliffe, appointed professor of 
Laryngology and Otology, University of London, 
182 

Ore. HI Winncit: On the Contributions of Hugh 
Owen Thomas. Sir Robert Jones, and John 
Rldlon to Modern Orthopaedic Surgery (Nova 
et Vetera), 515 , * 

Orr, T. M.. and Johnson. H. Dainiree: Vagotomy 
for peptic ulcer ; indications and results, 1316 
(O) ; cor'cspondcncc, 1529 

Orr, John, obituary of, 1357 


Orthopaedics: . , $ 

British Orthopaedic Associauon: Election ol 
members. 37 ; spring meeting, 94 ; annual 


E^seniiah 0 } Orthopaedics (Philip Wiles), 10^® 
Handbook of Orthopaedic Surgery (A. R- Snands 


and R. B. Raney). 61 

Institute of Orthopaedics, 531 , 

Orthopaedic Surgery: Contributions of Hugh 
OWrn Thomas, Sir Robert Jones, and John 
Ridlon. by H. Winncit Orr (Nova et Vetera). 


Practice of Orthopaedic Surgery, 3rd cd. CT. P. 


McMurray). 1276 
PobtRtaduaic training, 532 
Re/ahonsfiip to traumatic surgery. 1524 
Weight-bearing device (W. S. Tegner), 1170 


Osu'iRN, D. A.: Case of anamnestic reaction with 
Rh agglutinins. 53 (O) 

Osgood-^chlattcr disease, treatment of. 1245 
0^1cr. Lady Grace Revere (K. J. Franklin). 47 (0) 


Om.ir. Sir Wmiam (1849-1949): CENTENARY OF 
Birth of: ^ 

MacNaliy. Sir Arthur: Sir WdUam Osier. 41 
Sherrington. Sir Charles: Osier at Oxford, 43 
Francis, W. W.: The Osier Family. 45; corre- 
spondence. 656. 932 

Stngcr, Charles : Osier : Some personal icccBcc- 
tiom,. 46 ^ 

Horder. Lord: My associauon with Osier. 47 
Franklin. K. J.: Grace Revere. Lady Osier. 4- 
Willutu Osier. 64 <L) ^ 

Osier Centenary celebrations at Oxford. -93 
Ccrrc^pondcnce, 335 


Osier; Year with Osier: JS96—tS97. Notes taken 
at his Clinics In the Johns Hopkins Hospital. 
By Joseph H. Ptau fK. J. Fra^in) (Nova ct 
Vetera). 1410 

Osier Club. 997. 1244. 1347 ; annual dinner, 229 ; 
visit to Oxford. 2^ 

Osman, a. A.: Research in renal disease. 703 
Osteoarthritis, radiotherapy in OL L. Gwendolen 
Hilton and others). 81 

ObieochonJritis dissecans, aetiology, prognosis, and 
treatment of. 60S 

Osteochondromatosis, synovial 0. V. Curr), 1020 
(O) ; correspondence. 1234 
Osteomalacia and senile osteoporosis. 190 
Osteoporosis, senile, and osteomalacia, 190 
OstJcrc, Gordon: i4/ia«f/ie//ej for Medical Students, 
516 

Otitis, acute, in infants, 924 

— media, acute, symptoms and signs of, 924 

Otoriusolaryngolooy : 

Diploma in Otology and Laryngology. 543 
Diseases of Ear, ' Nose, and Throat (D. G. Car- 
ruthers), 60 

Exploration Clinique en Oto-Rhino~Lary ngologie 
(Georges portraann), 60 
Headlamp (G. W. hforcy), 383 
History of Oto-laryngology. by R. Scott Steven- 
son and Douglas Guthrie, 159 
fnfcrnationaf Congress of Otolaryngology, 240. 
276 : Edinburgh visit. 329 

Otosclerosis, fcncsiraiion operation for, 2"6 
Ovary: Association of certain ovaran cells with 
endometrial cancer (Wilfred Shaw and Bur or 
Dastur). 113 (O) ; correspondence. 230, 2S3 

— Ovulation time, temperature at. 40 

Overseas visitors, treatment under N.H.S.. 992, l!40. 

1422 (parliamentary notes) 

Owens, E. J,. see Galloway, W. H., and Owins. 
E. J.. 1387 

Oxford Graduates* Medical Club. lOOih dinner 1424 

— see also Universities. Oxford 
Oxford Stedicat School Gazette, 37 
bis-3.3'-(4-Oxycoumarmyl) ethyl acetate. 1250 
Oronc as aerial disinfectant, disadvantages of. 661 


Pachymccitngiiis, purulent, ucaimcni with penicillin, 
1342 (A) 

Paddington Green Children’s Hospital, closure of. 

711. 817. 858 (A). 1116: to remain, 12^3 (A) 
Paediatrics: CoitlJrences CUniques de M^dccine 
Infantile (H. Crenct). 583 
Manchester Paediatric Oub, 445 
Use of ** ifilcne ** (J. Thomson. D. A. I. Grewar, 
and J. G, Grounds), 1449 (O) 

Pace. A. P, M.. see Bates, Crystal, and Pace. 
A. P, M., 756 

Pace. James, D. : Abnormal Psychology, 219 
Paget Memorial Lecture: Physiological research and 
vivisection. 28 

Pai. M. N, ; Interesting ease of epilepsy, 369 
Pain in right iliac fossa (A. Fullerton and others), 
171 ; gynaecological aspects (Kenneth Bowes 
and others). 171 

— in upper Umb due to lesions of thoracic outlet 

(Lambert Rogers). 956 (O) ; annoiaiion. 972 

— intractable (J, Purdon Martin and others), 83 

(E. B. Strauss). 411 (O) ; annotation, 430 ; 

correspondence, 709. 876 

— of visceral origin, 1520 (A) 

— post-operative, relief of. and lis influence on vita! 

capacity (H. E. Pooler), 1200 (O) 

— psychogenic, 411. 430 (A) 

— resistance to, 876 

Pai.ve. T. H.. and Duff, D. R.: Salt and water 
depletion in surgical practice. 137 
Paintings by paiicnis at the Mcnul Treatment 
Centre, flill End Hospital, 645 
' PakeshamAValsii. R.: Death by hanging, 1418 
Pallister. R. a.: Death from dermauus and 
stomaiiiis during streptomycin therapy, 1271 
(O) ; correspondence. 1412 
Palmer. Harold: Simulated amnesia, 437 
Paludrinc.” see Proguao-I, 774 
Paraaquin io malaria, 896 « 

Panckridge. W. R. S.. and Henriques. C. O.: 
Angioneurotic oedema caused by a v,asi>.sUDg, 

PancrcS carcinoma ; two successful resections 
(Harold Dodd). 1509 (O) 

— fibrocystic disease of (W. /. *\fathcson). 206 (O) ; 

correspondence, 334 ; annotation, 1462 

— palpation of, 234 
Panniculitis. 194, 195 

— relationship whh fibro^itis. 194 

Papaverine m migraine. 1116 ^ 

Para-aminosahoU acid, see p-AmmoxihOhc and 
Paraffin pcisoniag and pneumonia (.Mi^lucl uci- 

fard) 1151 (U) ; concspondencc. 1355 

in ibc male tUdJer CT. J. D. Lane). 

216; coficspordence. 4aa 

ParaljsU «iur.>. Patkin.on s U.scisc 

— (aniil il piiiod-c (Eir.oi icyu). 4,0 (O) , 

spoj:;-; Ctrui-:t d- Ui pjfuimj tipdsncas (F. 

lUstM Moia). 1157 

— Trcatmcci of crtcfcral pilsy. ,SJ 


Pxramore. R. H.: Pylorospasm and uraemia. 231 

— Essential hypertension in pregnancy, 486, 75S 
Paraplegia as dominant feature in tuberculous 

meningitis (Edward Knowles), 686 
Paratyphoid B fever treated with cWoramphcnicol 
(Michael CurUn). 1504 (O) ' 

Parenteral feeding. 858 (A) 

Park. S. D. Scott, see Resnie, I. BasU, Land. 

Frank T., and Park. S. D. Scou, 1443 
Parker. Dame Dchra, appointed Minister of Health 
and Local CSovernraent in Northern Ireland. 552 
Parkinson's disease, toxic cffecis of "diparcol” in, 
398, 824 

Parkinsonism, post-encephalitic, treatment of, 1366 

— value of anuhUtaminc drugs in, 1206 

of barley sugar in, 662 

Parle. F. S. : Rcvaccinaiion of a case of post- 
vaccinal myelitis, 1296 

Parliamentary Notes: 

Analgesia in Childbirth Bill. 185 
AniihLsiamincs and the common cold, 1479 
Books, import restrictions on., 819 
Bristol : Number of National Health Service 
patients. 393 . 

Calories, 1360 
Cancer research, 393 

— statistics, 291 
Children’s hospitals. 995 
Chloramphenicol, distr.buiion of, 1360 
Closed areas, 339 

Contraceptives in slot machines, 339, 995 
Cortisone. 291 

Dental emergencies in National Health Service. 
393 

— ethics, 991 

Diphtheria immunization, 291 
Dispensing doctors, 1241 
Doctors, distribution in Finsbury, 338 
D'-ugs. free, for private patients, 393 
Electrocuted children, statistics in 1948, 339 
Epileptics, statistics for, 1361 
Exchanse Control Medical Advisory Comraiucc. 
1185 

Films, medical. 339 

Food-pojsoning and food hygiene, 1121 

— Duck-egg poisoning, 339 

— outbreaks. 995 
Foot-and-mouth disease, 339 
General Medical Council, 236 

General practitioners’ access to hospitals, 992 
Health centres, private patients at, 990 
Hearing-aids. 1361 

— defects, statistics. 1361 

Hovpiial administration at Basingstoke, 338 
- medical Liaff. grading of. 291 

— Olficcr.s, National Federation of, 1184 

— p.itienis. free clothes for, 291 

— WaiunB-lisis in London, 107 
Infeciious-discasc certificates, 339 
Leprosy m West Africa, 1359 

— St Giles Home, Chelmsford, 1361 
Lock Hospital. 185 

Malaya, medical services in, 1479 
Mastitis, claim to cure for, 291 
Maternity clinics, attendance at, 338 
Medical certificates, 991 

— Practices Committee, 1239 
students. State grams for, 1360 

Milk, priority, 995 

Morphine for mountaineers. 1185 . 

National Elcalih Service (Amendment) Bill, 102, 
183. 9*S9. 1119. 1239. 1301, 1420 
National Health Service (Scotland) (Superannua- 
tion) (Amendment) Regulations (1949). 392 
National H-.alih Service (Superannuation) (Amend- 
meni) Regulations (1949), 392 
National Health Service lists, 995, 1185, 1301 
Nurses Act (1949). 1301 
Nurses Bill. 35. 1056. 1120, 1183 
Nurses (Scotland) Bill, 337. 1058 
Nurses: Training at voluntary hospitals. 1057 
NdlritJOn. debate on. 1535 
Obstetrics: Confinement in hospital. 339 
Operating theatres, restricted use of, 1360 
Ophthalmic opticians, 393 
Ordnance factories, absenteeism in, 1058 
Overseas visitors, medical treatment for, 992, 1240, 
1422 

Pneumoconiosis, 393 

— in South Wales. 1360 
Poliomyclil:s: Kenny treatment, 339 
iTescripiions charge, 989. 1120. 1239, 1420 

— cost of. in National Health Service, 1241 
Private patient, hospital accommodation for, 989 
Pulhcems, 201 

Regional Medical Ofiiccrs, cases submitted to, for 
second opinion. 1184 
Rheumathm clinics. 339 
School dental service. 1361 
Scotland: General praciiiioncrs acting as assis- 
tants. 1479 

— mass radiography in. 1479 

ScTviccn medical officers, picsenbing by, 339 
Sickness benefit claims. 995 
Sout.h-Wcsiern Hospital, proposed transfer, 339 
SpccialivL. at Glasgaw infirmaries, 1301 

— grading of. 993 

— salaries. U22 
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utton. and F. O. MacCallum). 2U (0) : 
-nnoiauon, 224 , 

Neurolospcal Congress, 

rat\S, 643 (A) 
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Knninss, J. L. Hamilion-Patcrson. F. O. Mac- 
Callum). 210 (O) ; annotation, 224 
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pRAtN. J. H. : Fatal poisoning of infant by ann- 
anaemic pills containing iron, mang.incsc, and 
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^ pregnanediol assay. 831 , , , 
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Cgfoailon (J. Vors), 1214 
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— c^scnual hypertension in, 148 ; correspondence, 

45n6. 650. 753. 816. S71 
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— gfov,ih of foetal biparicial diameter duimg last 

four v.ccki of (Sydney Josephs and H. Camp- 
bell). 1440 (O) ; leading article. 1459 
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— in dubctlcj. 150, 1496, 1518 
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of CT. Dougray), lOSl (O) ; correspondence. 1293 
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-- Quinine in. Uj)9 
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Swycr), 830 (O) ; leading article, S56 
— determination of, 355 
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Preparations and Appuasces: 

Anaesthesia: method of giving V.A.M.” (C. G. 
Blakeley). 436 

Boylc-Davis gag. simple jack for (Morton Marks). 
702 
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manipulaUons (J. A. Moysc), 230; corre- 
spondence. 388 

Gordh needle, improved type (F. L. Robertshaw). 
96 

Jfcadlamp for E,N.T. surgery (G. W. Morey). 
383 

Heparin administration by polythene tubing 
(W. A. L. NfacFadycn), 925 ; correspon- 
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Ruben). 593 

Splint: anii-extcmal rotation abduction splint 
and bed cradle (E. K. McLean). 754 
Syringe, hypodermic; hospital syzingc scnicc 
(P. G, MerretO. 976 

test-tube sterilizer for. 812 

Trolley, tilting (Michael C. Oldfield), 281 
Uterus, retroversion ; uterine antcvcrior (McKim 
McCullagh). 4S3 

Vacuum tube for collecting blood samples by 
venepuncture (R. H. Malone), 1408 
Vaginal support, new type (David L. Arnold). 
1525 
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(\y. B. Bacon). 868 
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Harwood), 1470 

Weight-bearing device (W. S. Tegner). 1170 


Prepuce, anatomy and development of, 1433 
-7- fate of. in circumcision (Doug/as Gairdner), 1433 
(O) ; leading article. 1458 
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menrary note). 339 

— Hints on Prescribing under the Nailonal HeaUh 

Service Act (J. B. Primmer), 967 

— Ineampattbility in Prescriptions and How to 

Avoid it, 5ih cd. (Thomas Stephenson). 967 
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(pailiamcntary note). 1241 

— charge for, 971 (A) ; 989 (parliamentary note), 

1120 (parliamentary note), 1239 (parliamentary 
note), I41u (parliamentary note) 

-• testing of. 1233 (A) 

Preventive medicine, importance of. 1415 
Priapism, chronic imermiuent. 496 
Price. Alison Hone, see Rcbfuss. M. E,. Albrecht, 
Kenneth, and Price Alison Howe, 320 
Price. David Cromwell, obituary of. 1300 
Price's precipitation reacUon for syphilis, 609 
Priestley. /. G.. see Douglas C. O.. and Priestley. 
I. G.. 1028 

Primmer. J. B.: Hints on Prescribing under the 
National Health Service Act, 967 
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Prison medical officers. 865 
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and Directors of Conv7c/ Prisons for the Year 
1948, S64 

Pritchard, J. J.. appointed University Reader In 
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340 
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mentary note), 9S9 
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— pcnicillio with aluminium raonostcarate, use in 

adults (E. J. Wayne. J. ColQuhoun, and Joyce 
Burke), 1319 (O) 

Progesterone, determination of. 355 

— in rheumatoid arthritis. lOOQ 

ProguaniJ. dosage in malignant tertian raalarfa, 776 

— in malaria, 774, 894, 895 

— prophylactic value of, 330 

— value as malaria suppressant, 1245, 1484 
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— tfcatmcnr, 1()I5 

— examination of, 1013 
Prostatectomy, cflcei on sexual potency, SS5 

— indications for. 1013 
— ' technique of, 1015 
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(H. HamUtoa Sicwafi). lOM (O) ; correspon- 
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detection in urine. 1540 
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— of scrotum, treaimeni of, T366 

— vulvae (T. N. A. Jc/Tcoatc), 1 196 (O) ; corre- 

spondence, 1414, 1418 • 

psychogenic causes of. 1414 , 

treatment with testosterone, 1418 

Psittacosis treated with penicillin (J. R. Tasker), 
362 (O) ; annotation, 378 

— virus, cleciron-niicroscopic appearance of, 1249 
Psoriasis (H. W. Barber and others), 173 

Psvciiiatry: 
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(Editor: A, LicD, 852 
Diploma in. 542 

Human Personality and its Minor Disorders 
(William Harrowes), 1337 
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in-paiicnts (H. E. S. Marshall), 468 (O) 
Institute of. 531, 542 : appointments, 935 
Methods of prevention in, 1351 
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228 

Psychiatry. Its Evolution and Present Status 
(William C. Menningcr), 1096 
Psychobiology and (Wendell Muncie), 60 
Psykopailbegreppets bankrutt (Bo Gerlc), 267 
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Psycho-Analysis. Institute of, 542 

Psychobiology and Psychiatry (Wendell Muncic), 60 

PSYCilOLOGICAL MEDICINE I 
Diploma in, 542 

New diploma instituted by Royal Medico-Psycho- 
logical Association. 395 

Modern Practice in Psychological ^fedlcitlc 
(Editor; J. R. Rees). 744 
Modern Trends in Psychological Afedicine (Editor: 
Noel G. Harris). 425 

Psychological trauma, sudden obesity after (H. J. 
Shorvon and John S. Richardson), 951 (O) ; 
•annoiaLon. 972 ; correspondence 1178. '1230. 
1353, 1471 
PSYCHOLOOV: 

Abnormal Psychology (James D. Page), 219 
and industry ; discussion at British Association 
meeting, 647 

Clinicd Psychology (C. Berg). 1216 
Driving Forces of Human Nature and Their 
Adjustment (Thomas Verner Moore), 140 
Jntroduclion to Medical Psychology (Erwin Wex- 
berg). 372 

Modern Discoveries in Medical Psychology, 
(CUfTord AUen), 1097 

Psychoncurosis and rheumatism (WtlKam Tegner, 
Desmond O’Neill, Anna Kaldcgg), 201 (O) : 
leading article, 221 ; correspondence, 284, 384. 
440, 601. 710 

— symptoms of, 931 

— therapeutic aboruon in, 31, 179 
Psychopathology of authors (W. Russell Brain), 

1427 (O) ; leading article, 1457 
Psychosis, acute, caused by dextro-amphciaminc 
(G. G. WalUs, 1. F. McHarg, and O. C. A 
ScoiO. 1394 

— due to myxoedema (R. Asher). 555 (O) : annota- 

lion, 587 ; correspondence, 706, 707, 759, 818. 
871. 982. UU 

• — How docs clcctro-convulsion therapy work 7 
1402 (A) 

Psychosocial Medicine (James L. Halliday), 742 ; 

correspondence, 1298 
psychosomatic medicine, 1298 
Psychosurgery,” 1531 
Picroyl-v-glutamic acid, see Folic acid 
Pubes, pediculosis of, 40 
PUBLIC Health: 

Diploma m, 541 

Essentials of Public Health (William P. Shepard), 
424 

Introduction to Public HeaUh (E. W. Caryl 
Thomas), 1338 

Modern Trends in Public Health (Editor: Arthur 
Massey), 582 

Public He^t/t in the World To-day (Editor: James 
S. Simmons) 

training in. 523 (L) : correspondence, 651 (cortcc- 
Uon. 768), 1415 
Public Health Service, 544 

— . — . — remuneration of medical officers, 326 C/M 
Public Health (Smoke Abatement) Act (1926). 765 
P-bhc house hygiene. 760 

Publications, international exchange arrangements, 
413 

Pugh. L. G. C. : Temperature gradients and blood 
flow in the limbs, and the effect of the local 
application of cold. 1293 
Putex irritans, survival of. without host, 1484 
Pulheems (parliamentary note). 291 
PuLLiscca, Beatrice: Funcuonal dilTcrentiailon m 
mammary tumours, 925 

Pulmonary emboUsm, treatment in general practice. 
1234 

— stenosis, congenital, surgical treatment of (R. C. 

Brock), 399 (0> ; leading article, 428 
pLavi>. Raymond: Torsion of normal Fallopian 
lube, 6C0 

Pus cells m semen. 393, 713 

Puxon, Margaret: Handbook of Midwifery, 517 
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pjacmia. portal, stapbylococcal (Chril'^rv miilftifcry. 
912 

Pylorospasm ia adult, complicated ' . 

(E. N. Ru^clO. IS; corrcspondcncc.wuon, ni-* 

Pylorus: ConscoiiaJ pyloric stenosis, in 

twins (E. S. R. Hughes. H. A. D. Snil" 

J. W. F. Macky). 741 ; corrcspoRdcnce, 11;/ 

— — in three succcssux siblings (J. L. 

Adliogton). 740: correspondence. 931, 1049 
Pyogenic iufcaion, simulation by rheumatoid 
anhiiris (D. S. Short), 204 (0) , _ 

PyTan'.samtae roalcaic, use in general practice. 760 ; 
correcUott, SS6 

PyTibcnzamine in bronchial asthma, 902 


Q 

Q foer in London (epidemiological note), 606 
Queen Mary’s Hospital foe Childrco, Carshaltoa. 

C^cbml Palsy Uoir. 909 
Queen's UaiNcrslty Belfast, see Uoitcrsidcs 
^cstions and Comments, see Any Questions 7 
Quick's method of prothrorobm estimation, 1492 
Quinine, dosage in malignant tertian malana, 775 

— in malaria, S92, S9S 

— test of li>CT function. SS6 

— salue of. in late pregnancy, 11S9 

Quisi:. L. A-; Treatment of rheumatic feter trtth 
antihistamine drugs, 1357 


R 

Raban, John Pridmore, obituary of. 934 
RjlDCUFte, Walter: Progress in obstetrics. 927 
Radiation iniuiy. $02 (A) 

Radioactive Uoto^ CRusseU Fraser). 162 

Radiodiagnosis, diploma in. 542 

Radiographs, use of. in a s sessi n g cLsproportion (I. 

Cbassar Moir), 1437 (O) ; leading article. 1459 
Radiography, mass, in Scotland (parlumcntary 
note). U79 

value of. 725. 923. 1173 

— value in dinical medicine, 726. 92S. 1046. 1173 
Radiology: ConfroMarient Radi^Ansicmo-Cltnl^ues 
(Chiray. De M.* Cutmann. R. A., and Sds^uc. 
J.). 914 

Digestive Trait in Roentgenology (Jacob Buck- 
stein). 473 
Fellowship in, 542 
in obstetrics. 1459 (L) 
in the curriculum. 726 

modem trends in (James F BraiUford). 724 (0) : 
y correspondence. 871. 923. 9S0. 1046. 1173 
Modern Trends in Diagriosilo Radiology (Edited 
by J. W. 5{cLaren), 6S8 : co.'reciioa. 76S 
of joints. (£. Dull Cray and others). 170 
Radiotherapy: Diploma in. 542 
Herpes zoster after inac^ation (Frank Ellis and 
Basd A. Stoll). 1323 (O) 
in basal-cdl carcinoma. 1233 
in cancer of cervix. 939 
in gyaiaecology, 149 
Radiooeciosis of brain. 1282 (A) 

Scope and Umitations (J. S. Fulton and others). 73 
Radium, precautions in handling of, 767 
Radius, fractures of (E. Mervyn Evans and others). 

Radley, Sidney B., and CoLosstriir, H. P.: Case 
of diaphragmatic hernia of congenital origin 
with perforation of stomach. 366 (O) 

Rait-Smiih. Brian, obituary of, 234 
Ramsay, James McAUsicr, obituary of, 933 
RA.SEY. a. B.. see Sha-Sds. A. R., and RAJiEY, 
R- B.. 61 

RANKtSE, G,: Co-ordination of tuberculosis schemes, 
1051 

Ransford, P. M., see NATiLOi. P. \V., and Rans* 
FORD. P. M.. 421 

Ranson, F. T.: Case of polyorchidism. 137 
Rafacki. B. B. : ParafBn-wax in the male bladder. 
488 

Raper, H. S.: Fat absorption and some of its 
problems. 719 (O) ; correspondence. 1051 
Rationalist Press Associatjon, Fourth Annual CJoa- 
fcrcncc, 395 

Bav^^ Ronald W. ; Tuberculosis of the breast, 734 

— Surgical travels in Colomb.a, 1167 
Raymond Horion-Smiih Prize. 1122 

Rectal haemorrhage associated with infectious mono- 
nucleosis (P. Eckstein and A. L. P. Pesney) 
962 (O) 

Rectof Surgery. Principles and Practice of (Wilham 
B, GabrieD, 4ih cd., 320 

Rectum, bacteriology of. variations in infants in 
two maternity wards (Allan .M. McFarlan. p B 
^ne, a^nd G. H. Tee), 1140 (0>; Icaing 

— cancer of, Ismphatic spread in. 729 

sphlncter-ptcscrving operations in 

(Stanly O. Ailen). 728 (O) 
congenita] fistula of, with imperforate anus 
(A. M. Robertson), 965 


Simioal vesidci. Inf^Icasutcmoic of. by tJjtoction 
Semon, Sir : gf iiira). 1506 <0) 

(R, Scott Stcvjjj„. Treaimcoi of sticM incon- 
Sdoiauc. Jm 

and Sdnidijyyjj ectopic gestation, I5J0 
Scnilny. defm* . Xf^juKcnt of bbmuth stomaiius 
^'■'^itff'VAL (Bnii^ Anti-lewisitc). 1213 
pyre, D. F,: Porf-opciaU\c pulmonary infcchoos. 
1231 

Rees, J, R. (Editor): Modern Practice In Psycho* 
Joglrol Medfrfne. 744 

Rccs. Thomas: Pcniolltn In emergency, 759 
Refrcsiiu Cot'RSE FOR Ocnual Piucrmobxxs. S59 

Analgesia in childhiiih (C. Langton Hewtt). 1521 
Chilblains (John T. Ingram). 1284 
Oasicle, fracture of (T. P. Mc.Munray), 1165 , 
Diabetes mcJhiU5, matugcmeni of (Wilfxtd 
Oakley). 1345 

D>spcoua. acute, xranagcntcnc of (F. Ascry 
Jones). 1463 ... ^ 

Ear, acute Infections of (W. M- Mollison), 923 
Forceps, ** faded.'* causes of (F. J. Btownc), 975 
Ketosis and bypoclycacm-a. diagnosis and treat- 
ment of (Wilfrid Oakley), 1403 
Pneumonias, acute, in adults, marugcmcni of 
(J. G. Scadding). 1225 

Premature baby, maiugemcot o( (Alan Mor.crtclT), 
IKM 

Throat, acute infections of (T. Anderson). £60 
Vitamins, tuc and abuse of (L. S. P. Davidson). 


Rcftonal medical officers, cases submitted to. for 
second cpiniort (pailamcntary note). 1IS4 
Registrar-General; Retims lot duaf:rr ended March 
3t, 1949, 394 ; June. lOGO : see also Supplement. 
p. 79 

— Sutiitical Review of England and Welts Sot the 

Six rears 1940-^$. 434 

— Suusikal Review for 1947. U24 


Rehabilitation; British methods In Ctcece, 1125 
Demonstrations at Royal Free Hespita). Sll 
Fncui on the DisabUd (.M. E. A: Wiilams). 
1335 

ia tuberculosis. 113S. 1294. 1417 
— ■ — (Ftedeiitk HcaO. 1003 <Oj; leading article. 

1032 ; ccrrcsDondcacc. 1294, 1417 
of the disabled, ail. 1009. 1033 


Rshfuss. S{. £.. .-klbrccht. Kcaceth. and Price. 
Ailsotx Hottc: A Course in Practice* T/i:rj- 
peiiilet, 320 

RttctiENFELO. I. Ernst: Pswhogenlc thtuoutltm. 440 
Reto. Alasuir Amaud: Pneumococcal mecinzius 
of refractory type treated by rcpbcemeni o! 
C.5.F. vvtth pcnicillio. 910 (O) 

Reiss, Max: Cottisooe in thctmiatcid atihri'ds, 
1040; correction. 1190 

Rctnploy. Ltd. (Ouahlcd Persons E>rplo>mect 
Corporauon). 8U. IC09. 1033. 1161 
Remuneration of general practiUoners in National 
Health Service. 543. 750 (L). 1217 (L) 

— Necessary adiusirocnt. 1341 <L) 

Re-ndell-DaUk. L.. see Mcsiils,* WiUum W.. and 

Re>pcu.-Bakc*. L., 472 

REWtE. J. Basil, La.sd. Frank T., and Paxjc. S. D. 
Scott: The shoti oesophagus : a review of 31 
cases. 1443 (O) ; leading article, 1517 
Rfjaos. P. H., see Stxattov, F.. and Ro<to.v, 
P, K.. 632 

Rentoul, Edgar: Rb genotype icms in a trial under 
the (Triminal Law /Vmendmeat Act, 1335 
(medico-legal note). 1300 ; conecuoo, 1366 ; 
correspondence, 1417 

Research; National Research Dcvclcpment Corpora- 
tion, 420 

Research Defence Society. Stephen Paget 3femorial 
Leaure. 23 

’* Rcsochia/* see Chlorogainc 
Rcspirau'on. artUkiaf. tidal-air whistle for training 
in (F. C. Eve). 739 (O) 

— dep.'csscd. relauoa to post-eperauve pulmonary 

atelectasis. 1343 <A) 

Respiratory dis e a se . iransmLsioa ia swimming-pools, 
274 (A) 

— • ira«. obstruction in children (G, E. Archa and 
others), 175 

Rcsuscuation. apparatus for. 345 

— adal-air whistle foe training in (F. C. Eve). 

739 (O) 

Retioilose HistSomonocytaire (P, Cazal). 743 
Reticulosis and herpes zcsicr. 1323 
Reticulosis and Retieulosarcomatoils (P. van der 
Mc«r and J. Zcldenrust). 743 
Retina, angiomatosis of (A. G. Cross arU others) 92 
Retinal artery, occlusion of. In migraine (G.* S. 

Graveson). 833 (0>; concspondcncc. 9S0, 1116 
Retimus pigmentosa, treatment of. 1127 
Retrobulbar neuritis, transitory, acuology of, 397 


^ >.*i**-*ir uuiic nospiiai iQ-pauet 

(JoBn Perabenon and Joan C. Smith). 306 ( 
Alcoholism ia Switzaland. 3 
R- E-; Ockham's razor.” 601 
and Bridges, R. F.: Dssentcry fa monkeys. £ 
Rh ag^uamos. anamnestic reaction with (D. , 
Osborn), 53 (O) 

f3^r ; p^ible rdatlonship to Banti’s di s^^a 
414 (O); annotation, 431 
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~ j/gjje JudiCieire, 2nd cd-. 

Rh genotype tests In a trU i ,i,e<urz 

/Vmeodment Act. 1SS5 f4cum kU/ as a wesur.. 
legal note). I3C0 ; conec. 
dcncc. 1417 91 , 

Rheumatic diseases, course on. -»c In tii, on-tco 

— fever, conisonc In. 652 

— — due to infected nnlk. lOl 
nursing between tUnkets. 767,. 

— — sahcyUies Irt, 33 'ai fc*.o.Ic- 

treatment wuh afJtihtsiammc drugs. 

vruh saliolaics (G. Watkinsca rr ition fof 

— — — with succinates and bcoario (A, j. 

brook and Fred Wrlglcy). 789 ^ 

— paiienu. cxhlbiuoa for, 446 

— pericarditis, witit b>rcrpytcxia (Douilass vv 

Tavlor). 59 , , , 

— syndromes, relation of fitrofacty tissue to 

fW, S. C. Copcmzn), 191 (O) ; leading article. 


RHECstvrtsw: see cl*o Rheumatic fever 
American Committee for Study of Rheu.'sativm. 
492 

and humidity, 1365 

BiiUsh Rheumatic Asvocution cxhib.t/^n and con- 
ference. 660. SIO 
Oleic* (parliamentary nom). 339 
International Concrevs co Rheumatic Discavci. 

Tih meeting. New Yoik. 154, 1(36 
Lfguc Eufcp^ennc cocuc Ic Rhamausme, 343 
Llguc IntrTUational centre Ic Rhumatisme, Bfju»h 

Branch. 1110 

Manuel PratMue de Rhumatologle (O, Kah-mctet). 

796; cocrtspOMdescc. 1232 
Maciptdative ueaimcnt, 710, S74 
New problems. 221 (L); coaopondcncc, 234. c-W 
noo-anicular, 157 

psyritogcnic (William Tcgr-et, Desmond O'.Nctil. 
Anna Kaidegg). 201 (O); jeadmg anxlr, 221 
cCfTcapoadcncc. 284. 3S4. -WO, COl, 71') 
Rchabd.uuoa of the diablcd. Sll 
Patienu In rural areas. 810 
Treatment by adrenaline sauage, 816. 57a 
— with ectusorjr, 336 


Rhcumaicid arxhfitis (W. S. Tcgner), 69J 

— — aeticlcgy of, 156 

— — • and herpe* tetter. 934 

— — coi.ncidcni with eptirpsY, 324 

— — i.-j the yoo.ng (Bernard Schlesi.".gen. *6 : 137 

(O) ; leading article. 221 
pathogeneus of, tele of adrcrul ccrtci tn 
ma.ts Sel>e>, 1)29 (0); leading ankle, 1159; 
corroponJcnce. l»5. 1411. 152 J 

— — rdatioo to p.iuitary-adrcnal function. 155 
—• simulating pyegeme infection (D. S. Sheto. 

:w (0) 

— — ucaimcot wuh cortisone. 24 (L) . 154. 291, 

336. 10tO (cocrecticn. U90) 

— — — w^lh geld and copper, 157 

— . >;th p'acentiil imptant*. 1150 

— — — with pfogcsicior.e, lOCO 

” RbetmiatclJ recml ncunlgta,** 1150 

Rhimus. vasomotor, act.ology and treatmen: of. 1365 

Khtr.orrhoca. vasomotor. 1064 

Rjoi. W. Cofdo.t; Ankylosing spondyLus. 333 

— Dermosjacha, 660 

RiaiAXDX. A. M.: The acute throat, 933 
Riouaps. F. A.: Symptoms of psycbcr.cu:rs;>. 931 

— Death by hang.r.g. 1233 

RiaiaxDViS. J. E.: C.rrhcviS of ihn Uvcf. 107 

— Ponal hypertension. 433 

RtQ/AXPsav. John S., see Sttoavot, Jf J., and 
RiauiDsoN. John S.. 951 

RtCiiAiDsoN. L. A.: GaagrenowS iniussusccptira in 
childhood. 1355 

RkXvxds. Anthony G.; Experience widi a syr.nge 
umt, 135 (O) ; corrcspcodeacc, 2S2, 3S7 
Rickets: Fancor.i’a 8yr.drcire tJames Hwgston). 1393 
Rickettsial and Vtral Diseases of .Man (£d.tcf: 
T. M. Rivers), 370 

Ripley, Frederick: Distinction awards. 545 S12 
RlDOtiT. Jessie IL, see BevT. C. H.. e: o/.,’lC0I 
Ringworm of fett, prcphylasis, 241 

— — — ircatfficci of. 1246 

— of scalp, treatment of (H. Hater. R. T. Brain, 

and J. W. Hadgrafi). 626 (O) ; ccTrcspor.dctsce, 
815. 875. 950. 1175, 1331. 1413 
Ki'cr^^Potiution Prevention Sutcomr.i.itcc. icpcrt. 

Riven. Thomas M. (Editor): VUJ and Rlckcttdal 
Infections of Man, 3T0 

Rivibre, M„ ice Dubrcuil. G.. and Riviere, M.. 1214 
Rivun. S. M.: Reactions i£> intravenous sclcrctios. 


Road acadenu, 937 

Robb. Douglas, see Morris. Sclwyn. and Robb. 
Douglas. 502 

Robfxts. Ff.: Modern trends in radiology, 1173 
Roberts. Harry; D.>ctor Ihmxelt. An Vnorthodax 
Biography of jferry Roberts. .M.D. (Wtmfrcd 
Stamp). 1156 

Robe.ts. j M.: -FjlUanJ DcpcnJca.-:<3 

Survey. S63 

Robexts. John: Antiseptics for minor dresti-gs 940 
Robutshaw, F. L,; Improved Cordh needle. 96 
KObcrtshaw’-Gofdh needle adapter. JJ77 
Robextsom. a. M.: Itnpcrfotaic a.nui and cc.n- 
sxniiaj rectal fistula r. 965 
KOSExTsos, A. Niven; Percussion finger, 440 
Roeextson. C. Kclman: ” Nco-cpminc *' ia 
dyspnoea of coal-mj.ier*. 961 (O) 

RoBursov, DoujJaj: Wcithi-rcd^cinz diet UJ 
Myxotdema and basal meubolism. 707 
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PsyihU.ry'; n“r"'’ PtevenUon in 

Rodw<^, Helen E. : Weight changes in pregnancy. 

RootRs, K B., Koegler. S. I., anti Gerr^ird, 
John: Cbloraraphcnlcol m ucaimcnt of infantile 
gastro-entcrius ; preJjxninafy report. 1501 (O) 
Rogers, Lambert: Lesions of thoracic inlet, 76 

— Torsion of normal Fallopian tube. 3S4 

— Upper-limb pain due to lesions of the thoracic 

outlet, 956 (O) 

Rollason, W, N.: Breathing through a closed- 
circuit apparatus. 1484 

Romcr. Charles; Sweating in actiic nephritis, 1123 
Ronchese, Francesco: OccMPfl/ional Marks and 
Other Physical 139 

Rooth, James: Herpes . zoster treated with liver 
CAUact, 99 ; correspondence. 234 
Roper, Charles, obituary of. 1118 
Roscoe, Janet D.: Incidence of infections in infants 
in two materniiy units, 1144 (O) ; leading 
article, 1219 

Roscnbloom, Alfred, obituary of. 109 
Ross, C. F.: Splenic puncture. 1355 
Ross. Donald, obituary of. 762 
Ross.'E. B.. commended for bravery. 446 
Ross. M, S. : Transfusion compatibility tests. 33 
Ross, O. A. F.: Penicillin in early syphiUs, 871 
Ross, P. ; Malignant tertian malaria. 930. 1353 
Ross. W. Fraser: Traumatic perforation of the 
bladder. 36$ 

' Roth. Martin: Myxocdcmaious madness. 872 
Rothcopc, M. C. : Painful cxpcrimcnis. 1356 
Rothwele. William: Branchial fisiulae. 1025 
Round the Fountain, 5ih cd, (St, Bartholomew’s 
Hospital), 1456 

Rous, Francis Peyton, conferment of bon. D.Sc, 
iBirmlnghara on, -340 ' 

Rowootham. G. F.: Head Iniury, 163 
Royal Air Force, see Armed Forces 
Royal Army Medical Corps Book of Remembrance. 
109 

Royal College of Nursing: Conference on com- 
munity care of old people, 330 


ROYAE CoLLEOC of OoSTETRiaANS AND 
- Gynaecologists r 
Announcements. 658 

Appointment of Fellows and Members, 23S 
Dinner. 937 

Diplomas awarded. 1301 
Donation by H.M. the Queen, 1243 
Election of oBlcers, 341 

H.M. the Queen admitted Honorary Fellow, 1106 
Honorary Fellowships, 1S7 
Lectures, 997. 1536 

Hilda Lloyd elected President, 272 (A) ; 341 ; 
Installed, 1106 

Members admitted, 341, 1059. 1185 
Membership c.xaminaiion regulations, 338 

Ro^^l College op Physicians of Edinburgh: 
Conioint examination rcgulaiion5,'537 
Elecuon of officers. 1422 
Felloiv^hip awarded. U23 ' 

I icenccs granted. 393, 1302 
Members ctccicd. 341, 1123 
Membership exarninaiion regulations, 538 
Ro^AL CoLiEGc OP Physicians of Ireuvno: 
AppojnuTicnw. 1S2 
Conjoint examination rcgulatiota, 537 
Election of oHlccrs. 1059 
lucnces granted. 182. 1422 
Membership examination rcgulat-ons. 538 

Royal CnitrcE of Physicians of Lo.ndo.s: 
Appoinimcms. 340 
Brad'-bn-.. Lecture. 1035 
Charles West Lecture, U03 
Conioini examination regulations, 537 
Croonian Lectures, S25, S9l 
Diplomas granted. 292, 341, 393, 935 
Erncinne Henry Lecture, 1103 
rcno.»s elected, 340 
Fitzpatrick Lectures, I2S3 
tloulsionian Lectures. 1520 
Harxcian Otaiion, S04. 941 
Lecturers appo.ntcd. 340 
Licences, granted. 341. 393. 1123 
Lumlc-.an Lecture*. 243 : 3C0 : leading article. 324 
Members elected. 340, 393. U22 
Mcmbcrslup examinauon regulation*. 537 
M.R.C.P., the (.Major Gteeasvood). 7Cd 


INI' EX 


Royal College op PU'.Sjiiuc of (G. .1. M. 
(continued): 'liclc, 856 

M.R.C.P. examination, eh \ * 
correspondence. 544. 596. 148 

Milroy Lectures, 1065, 1135, '■ 

note) ' 

iVomenefarurtf 0 / Disease, 7th CQ. *21 
Officers elected, 1122 
' Postgraduate facilities, 532 
Unfortunate precedent, an, 33 

Royal College op Surgeons of Edinburgh: 
Conjoint examination regulations, 537 
Elfcction of officers. 1059 
Fellows elected, 341, 1059, 1536 
Fellowship examination regulations. 533 
Licences granted, 393, 1302 

Royal College of Surgeons of England • 
Appointments. 292, 1185. 1480 
Arnon Democtsitaiots^ 292 
Arris and Gale Lecturers. 292 
Bradshaw Lecture. 974. 1311. 14S0 
Conjoint examination regulations. 537 
Diplomas granted. 292. 393. 935, 1123. 1185 
Election of Council, 1S2. 292 
Erasmus WtUon Demonstrators. 292 
Examiners, 1480 

'’Fellowship diplomas awarded, 292, 935 14S0 
— examination regulations, 538 
Hallctt Prize for 1949 awarded 10 G. R 
Anderson. 393 

Hospiials recognized, 292. 935, 1185, 1450 
Hunterian Lecture, 191 : corrccUoD, 346 
— Professors, 292 

Lectures. 935. 1185. 1187. 1361. 1480 
Lord Webb-Johnson Lecture. 343, 393 
Membership diplomas awarded, 393. 935 1123 

1185 

Postgraduate facilities. 532 
Residential college. 27 
Vicary Lecture. 1187 

Sir Cecil Wakcley elected President, 225 ; 2*^2 (A) 

Royal College of Surgeons in Ireland: 

An Account of the Schoo’s of Surgery, by 1. D H. 

Wlddcss (Nova ct Vetera), 592 
Appointments, 182 

Conjoint examination regulations, 537 
Examination results. 1^2, 1422 
Feiiows admitted. 1361 
Fellowship examinauon regulations. 533 

Royal Commission on Population, 29 
Royal Dental Hospital: Appointments, 1479 

Royal Faculty op Physicians and Surgeons of 
Glasgow: 

Conioint cxaminau'on regulations, 537 
• Diplomas granted, 393, 1302 
Fellows admitted, 713 
Fellowship examination regulations, 538 
Honorary fellowships. 1407 
Lectures, 988. 1361, 1480 

Origins of (Stanley Alstcad), 1223 : anniversary 
ecJebraijons. 1407 


Royal Free Hospital School of Medicine: Appoint- 
ments. 1301 ; Scholarships, 182 
Royal Hospital. Chebea: Lipscomb, F. M., 
appoinicd Physician and Surgeon, 1062 
Royal Household; Medical appoinuncnis, 883. 1124. 
1482 

Royal Institute of Philosophy. s>rosr;\mme for 
1949-50. 822 

Royal Institute of Public Health and Hygiene ; 
Bengud hfemorial Lecture. 396 
Harben Medal presented to Lord Boyd Orr, 294 
Need for smoke abaicrocni; address by Sit George 
Elliston, 1548 * 

Presidential Address (Walter Elliot), 297 (O) . 
annoiaiion. 327 ; concspondcncc. 4S9. 706, 
S69 1047: parliamentary note. 1535 
Smith award to M. T. Morgan. 294 
Royal London Horaocopaibic Hospital, centenary 

Roya/'Mcdical Benevolent Fund. 384, 1044, 1294 ; 

annual report. 591 , ^ . , , 

Royal Medical Society of Edinburgh: Lecture pro- 
gramme, 1949—50, 834. 

Royal Mcdict>-P5>cbDJogical Associauon : 

Diploma in psychological median,., J>5 
Prtoidcntial address on mental hospital organiza- 
tion (J. Iviion Rusicll). 435 
Royal Microscopiral Society : Cinc-miaogfaphic 
film library. 754 

Rnval Navy see .-Vimcd Foccls ... _ 

Royal Pboioifopsii Soc:c:y: EAbibiiiorj. ■.■.6. SS3 
Royal Sociciy: Anatils, 1164 (A); dciuoos. 1363 

Royal Society op Midici>e: 

Hanoxaiy Fellows, new, 6/ t 

Sl ni Jicksoa Lecture: Eoccphaliui ^ 

cKcpbalotnyci.tis ia naan (3. O. Cr^ciw-.J). 

1* P’o/'V/jOwOffP OJlJ 'icdlcitis'. 

510- 

ductioo. 1293 
Vrr\cnti\c health serviZCi. 

A/^ =>o=a aiprca 

of uadcmutritiaa, l*»h , 

Sf.-r/on o) Rbaoroob- 1='— 

cer .1 of, 1<>»- 


Bmtish 

Medical Journu. 


Pruritus of sc: of Mediclve (continued): 

of scroiur Neurology: Presidential address oo ’ 

\-ulvae (Tanial suppuration (Julian Taylor), 979 

spondconent of the gliomata. 1408 
o/ Obstetrics and Gynaecology: Whither 

— ..A .f.'Htenatal care? 11 OS 

'■ ' - Jon of Ophthalmology: Progress in ophihal- 
mologi’, 926 

Section of Otology: Medical trcatmenl of aural 
vertigo, 1409 

Section of Physical Medicine: Cortisone in iheu- 
maioid atihriiis, 1040; correction, 1190 
Section of Psychiatry: Aspects of Icucoiomy, 700, 
1303 

Music in psychological medicine, 1469 
United Services Section: Discussion on future of 
medical officers in the Forces, 94 
Rotoe. C. a. : Treauncni of infantile gastro- 
enteritis, 4S6 

Rubella in pregnancy. ciTect on foetus. 1164 (A) 
Rubes. Cecil • M, : Transparent ** perspex ’* peri- 
meter, 593 

Rubin. E. L.. see Wallace-Ion'es. H., Chamber- 
LAIN E. Noble, and Rubin. E. L., 518 
Rusk. Howard: Rehabilitation.' Sll 
Russell, A. V.: The acute throat. 1048 
Russell. Bertrand : (2aa a scientiBc sociciy be 
stable ? 1307 (O) 

Russell, Brian F.: Pruritus xailvae. 1414 - 

Russell. Dorothy: Management of the gliomata, 
1408 

Russell. E. N.; Pylorospasm in adult, complicated 
by uraemia. 18 

Russell. H. S. : Gravitational ulcers of the leg. 598 

— Jelly-fish and weever-fish. 1190 

— Use and abuse of vitamins, 1413 

— Chilblains, 1473 

Russell J Ivjson: Menial hospital organization; 
presidential address to Royal Medico-Psycho- 
logical Association. 435 

Russell, Sir John: Presidential address to British 
Association, 585 (L> 

Russell Mpzr venom method for prothrombin esti- 
mation. 1493 
Russia, see U.S.S.R. 

Rust. S. M.. and Foshery, F. W. A.: Prcveniion 
of sea-sickness, 9S 

Ruthertord, N. j. C.: Jealousy in a child, 1064 
Ryan. Vincent: Tuberculosis and other conditions 
in childhood, 91 

Rye four for allergic patients, 187 

R\le. John A.: Man and (he machine, J75 


s 

Saaler. B C . Tuberculosis in Scotland, 489 
St. Andrews, ree Universities, St. Andrews 
St. Bartholomew’s Hospital: Round the Fountain. 
1456 

Wessex Raherc Qub, 1061 
St. Giles Home for lepers. Chelmsford (parliament- 
ary note). 1361 

St. John of Jerusalem, Order of: Promotions and 
appoinimenis. 281 
St. Luke’s Day. 873 

St. Mary’s Hospital Medical School: Appointments, 
340. 605. 1479 

St. Thomas's Hospital: St. Thomas’s Parish Vestry 
records and a body-snatching incident (Laurence 
Dopson), 69 

St. Thomas’s Hospital Medical School: Appoini- 
mcniv 1479 

Sakoshiassky. E : Rheumatoid arthritis and herpes 
zoster. 984 

Salford, typhoid fescr in (epidemiological note). 

im 

Salicylanilidc in ringworm of scalp, 626. 875 
Sahcyiaies in rheumatic fever, 33 ; (G, Waikinson 
and others). 167 

Sahcjl-suiphoDjc acid test for albumin in urine, 
1306. 1540 

Salivary gland enlargement (Mikulicz’s syndrome) 
(Alan J. Hird), 416 (O) ; correction. 610 
Salivation, excessive, treatment of. 495 
Salkcld, Charles, obituary of, 234 
Salmonella bovis morbificans, food-poisoning due 
to. 264 

— enteritidis septicaemia with fung abscess (f. 

McLean Baird and L. Capper), 316 (O) 

— infections in infants causing septicaemia, and 

racningjiis. streptomycin in. 451 

— paratyphi 0. effect of chloramphenicol on, 1504 
bolaiion from cat faeces, 1256 

— typhl O azcluiinin reaction. 1366 

— typiii-munum infection, hospital outbreak due to 

duck eggs (Lawrence P. Garrod and M. B. 
McIIroy). 1259 (A) ; annoiaiion, 1281 : corre- 
spondence, 1416 

subacuic bacttiial endocarditis due to (J. de 

SAict). 1155 

Salmo.nrJbc, ammal sources of, 1254, 1259. 1231 
(A), 1416 

— delation from dogs, cats, and pigeons (J. C. 

Cruickshank and H. WUharcs Smith), 1254 (O) ; 
annmat.on. 12S1 

Salt: Low--aIi diet in treatment of hypertension and 
hj pmcmivc heart disease (H. O. Bang. P 
Bechgaard. and A. Levin Nielsen). 1203 (O) 
SALZsiAriS. K. D. : Etgctaminc and pregnancy. 346 
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INDEX 


Society op Medical Officers of Health: 

Annual dinner, 1289, 1416 
Election of president. 239 

Joint meeting with National Association for the 
Prevention of Tuberculosis, SOS 
Symposium on ** Immunity in early life,** 332 

See also Adlerian Society 
Barrow-in-Furness Clinical Society 
Birmingham and Midland Obstetrical and 
Gynaecological Society 
British Red Cross Society 
British Society of Pcriodontology 
Edinburgh Obstetrical Society. 

International Society of Surgery 
Medical Golfing Society 
Medical Protection Society , 

Medical Sickness Society 

Midland Obstetrical and Gynaecological Society 
National Society for the Prevention of Blindness 
North of England Obstetrical and Gynaecological 
Society 

Nutrition Society 

Pharmaceutical Society 

Royal Medical Society of Edinburgh 

Royal Microscopical Society 

Royal Society of Medicine 

Scottish Society of the History of Medicine 

Sherrington Society 

Torquay Medical Society 


Sociology: Can a scientific society be stable? 

(Bertrand Russell), 1307 (O) 

Sodium cliloride: Low-salt diet in treatment of 
hypertension and hypertensive heart disease 
(H. O. Bang. P. Bcchgaard, and A. Levin Niel- 
sen). 1203 (O) / . 

— replacement in surgical practice (D. T. H. Paine 

and D. R. DufD, 137 

— tartrate in torLsillitis, 1233 

SOETF-RS. J. M., see Loghem. J. J. van. Bolhuis, 

J H van, SoETERS, J. M,, and Veeneklaas. 

<3. M. H., 49 

Soil, relation to health, 1178, 1357, 1475 .»• 

Solomons, Bethel: Caesarean secUon, ^82 
Somervell. T. H.: The Surgery of the Stomach and 
Duodenum, 473 
Sontochin in malaria, 893, 895 
SoPHiAN, John: Essential hypertension in pregnancy. 

335, 816 , , ^ . u ^ 

SoKSDY, Arnold, and Kane, Ins: Optimal mcih^s 
In ucaimcnt of ophthalmia neonatorum. 502 
(O) ; annotation, 587 
South Africa. Medical Association of. 240 
South African Medical and Dental Counc.l. 187 
South Wales Institute of Engineers, Gold Medal 
awarded to T, H. Jenkins. 883 ‘ 

South-Eastern Hospital, reopened as New Cross 
General Hospital, 321 

South-Western Hospital, proposed transfer (parlia- 
mentary note). 339 . , - 

Souitar. Sir Henry: Physics and the Surgeon. 581 
Soys/. E-ncst: Treatment of asthma. 112 

— Famihul periodic paralysis, 470 (O) ^ . 

Spain ophthalmology in (John Foster and others), 

174 

Spastic paralysis, see Cerebral palsy 
Specialists, see Consulums and Spcciahsis 
Spectacles and wigs issued under National Health 
Service (parliamentary note), 393 

— (parliamentary note), 995 

— supplied or . ordered. Jan.-Junc, 1949 (parlia- 

mentary note). 339 

— — through N.H.S.. 194S-9, 1053 

Spectator, special subscripuon rate for medical 
students. 883 

Speech, delayed, aetiology of. 610 
Speech Therapists Register for 1949, 55- 
'' Spence. J. C., lecture tour m (2zcch05lovak:a, 883 
’ Spens Committee, 745, 1050 

— Recruitment of medical officers. 1099 
— Spens awards to be confidential ? 1400 (A) 

- .pcrmatic cord, haemorrhage into, 600 

Spcrmaiolysis. 438 . , , 

Sphincter-preserving operauons in cancer ot rectum 
(Stanley O. /\jlctt). 728 (O) , . . 

SiMLLANE John D. : Isolated unilateral spinal acces- 
sory nerve palsy of obscure origin; report oi 

three cases. 365 (O) . . 

Spinal accessory nerve palsy of obscure ongm 
(John D. Spillanc), 365 (O) 

— cord, subacute combined degeneration, follovving 

folic acid ircaimcnt of pernicious anaemia, 107- 

treatment of, 1539 

Spine, ankylosing spondylitis, 333 
Spleen, calcified cyst of (K. E. 

— diagnostic puncture of, 1112, 1355, 1474 
Splenomegaly, possible relationship lo^ Rh 

(A. M. Nusscy). 414 (O) ; annotation. 431 
Splint* Anti-external rotation abduction splint and 
bed cradle (E. K. McLean). 754 
Snonavfiih, ankylosing. 157. 333 
radiotherapy in (E. L. Gwendolen Hilton and 

_ -%cnjflL. Ankilo-Ms (F. Htreanun-Iohnson 
anj NV. Alcxan^Jer Lav.). 1337 

• Sponsiobla^toma mulliforae. NOS 

' B.. sad Sp«.co,. 

N. L. 655 


Sprue syndrome, mechanism of vitamin deprivation 

Vclation to fat metabolism (A. C. Frazer). 

769 (O) ; leading article. 798 
— tropical, relation to fat absorpuon, 769 
Squint in young children, 1022 . 

Squire. J. R.. awarded Raymond Hotion-Smitn 
prize, 1122 

StabUarsan in cutaneous anthrax, 87a 
Stabler, Frank; Caesarean section, morbidity ana 
mortality rates, 147 , 

Stack, P.: Small mothers and large babies. 1475 
Stafford-Clark. David: The M.R.C.P., 596 
Siallard. H. B. (Editor): Modern Practice i/i 
Ophthalmology. 913 ; correspondence. 1050 
Stallybrass, C. O. : Mechanism of antibody pro- 
duction. 1293 ... , J . 

Stamp, Winifred: Doctor lUinsetf. An Unorthodox 
Biography of Harry Roberts, M.D., 1156 
Staphylococcal toxaemia. 750 (A> 

. Staphylococci, peniciU-n-rcsistant. bactcncphagc types 
in (Mary Barber and J. E. M. Whitehead), 

565 (O) ; leading article. 586 

— — infection with, in hospital and general practice 

(G. B. Forbes). 569 (O) ; leading article. 586 
Staphylococcus aureus, clcciron-mlcroscopic appear- 
ance of, 1249 . ‘ . r .• 

— pyogenes, penicillin-resistant strains, infection 

with. 566. 569 - j • • 

‘relation to infantile diarrhoea and vomiting 

(G. Mariyn), 1146 (O) ; leading article, 1219 
Statistics, see Vital statistics 

Stcaiorrhoca. aetiology of, 724 . , . nm 

— idiopathic, relation to fai-absorpuon defects, 769 
Stefanopoulo. G. J. rT-oaiasls, 78 

— obituary of. 762 . . 

Stengel E.: Psychiatric aspects of head injury. 164 

— appointed Reader in Psychiatry at Institute of ^ 

Psychiatry. 935 , , . . _ . . 

Stephen. N. M.: Mlgrajne and calcium deficiency. 

Stephen Paget Memorial Lecture: Physiological 
research and vivisection. 28 / ^ a 

Stephenson. Marjory: Bacterial AfeiaboUsm, 3rd cd.. 

SicDhenson, Thomas: IncomraMility tn Pracrivilons 
and How to Avoid it, 5Ui ed.. 967 
SlcxUity: Family Planning Association conference. 

— Ma{(:"'suMe’rtility : report ot 3.182 eases (H. A. . 
Davidson), 1328 (O) 

Sterilization, medico-legal aspects. 75. , 

Sternum, swelling of. as presenting sign ot Hodgkin s 
disease ft. S. Gemmill), 19 
Stevenson, R. Scott: Sir Felix Semon ; his con- 
tribution to laryngology, 1347 
— and Guthrie, Douglas: History of Oto-laryngo- 

Stev^on!^S. G.: Carbachol for migraine, 1366 
Steward. A. B.: Distincuon avvards, 818 
Stewart A, M.: What is social medicine ? 547 
Stewart. Alice: Tuberculosis and occupauon. 165 

Resettlement of the tuberculous, 1294 

Stewart. Donald: Future of occupauonal bcallb. 

Sfwart H C.. appointed University deader in 
Tharntaeofew, St. Mary's Hospital Medtcal 

Stewa^?,°H.^ H amilton; Ptpsmtic obsirucUon, 1011 

strongylus in South Persia. 737 (O) , cotrespon 
dence. 983. 1356 

Stewart. William, obituary of, 763 
SiieRlitz E J.: Geriatric Medicine 2nd cd., 1395 
Stilboestrol’. effect on excretion ot chor.omc gonado- 
liophin. 1496 

on hair, 610 - 

on mcnsiniation. 

— in anovular menstruaUon 809 

STOiif Basil A., see Elus. Frank, and Stoll. Basil 

Sioml'.’tieer of. gasuo-eolie Cstnm following vago- 
corny for (James A. Key), 138 
Stomach, cancer, resectable. 31 
Cardiospasm, treatment of. lOU 

= “ Lfoeimed^with short oesophagus, 1443, 
1517 

II Ici'omyosmtJma of (Elizabeth Greathead). 422 

- -r ‘j'l!- R'"'l^^e°l5oS r ?f.‘“smifhT.”6^^ 


Bar* 1 

Medical * jrnai 

Strand. Christopher: Staphylococcal porte pyaefm: 

Strain, F.. and Renton., P. H.: Tie Rhesi 
factor D^. 682 (O) _ 

Strauss. E. B.i Intractable pain. 411 (O) , . m 
lation. 430 : correspondence. 709, 8/6 , 

Streptococci, vitidans type, from subacu'e 
endocarditis, teeth, and throats, scroll 
fleation of (F. R- Selbic. Rosemary D. Strno 
and R. H. M. Robinson). 667 (O) , Icadi 
article 692: 717 (“ zVny Questions 7 ). 
Streptococcus saltvarius, serological classification . 

in mouth and throat, relation to bacter 

^•wSycfi?‘(GeJfirey Marshall and omers). 

^ during pregnancy. 


— sumach and Duodenum. Surgery of (T. H. 
S:om^3dS“'anguiS! due lo 

— due lo bismuth, ucalcd with BAL (A. A. 

_ ta'Jaf.’^d'^-rinS'LcP.omyein therapy. 1271. 1412 


^ ■— — efficacy^ 

1303"'" " ' . . ■ 

— available on prtscnpuon. 75_ . 

Tstreptorfiycin therapy (R. A. Pallistcr), 1-71^* 
correspondence. 1412 

‘clTcct on B. anthracis. 577 . 

'Eighth Sirsplomycin Conference, Atlanta, 1 1 

1*303 I 

— Hydrocephalus following use in tube | 

meningitis (S. N. De), 214 CO) 

— in actinomycosis, 1315 . „ „ 

— in infantile diarrhoea and von’d'"® > H, 

G. Martyn. and L. Apier), 454 (O) f. am 
tion. 478 : cottespondcnce, 652 i 

— in septicaemia and meningitis due tel imc: 

organisms in infants (Robert Debtd r 

Mozziconacci), 451 annotation f47f^ 

in tuberculosis, 150 /^V •• 

— — — indications fo:, 1098','‘\X“ ‘ 

— in ulcerative colit\^ 1098, 1229, 1473 

— manufacture controlled, 821 ; 

— sensitivity to, 707, 873 ‘ 

— uses of. 1098 (L) ; correspondence, 1172, 

1473 s ’ 

Sireptoihrix culture, effect on mouse cancer, 69( 
Stress factors in prevention of rheumatism, 15 

— fibrinolysis, ‘and atheroma, 1343 (A) 

Strong, Gordon: Vaccination during measles, 
Strongyloidiasis and creeping eruption, irc?it 

^ with oil of chenopodium. 234 v 

— puimonAiry (Finian L. Corrigan),^ 738 
Strophanthus sarmentosus, production ot • , ' 

sone” from. 481 

Students, medical, conference, Glasgow, 660 

grants for. . 522, 1360 (parliamentary r 

Incidence ot tuberculosis in. 153 

— selection of. 500 - ,,oo 

— temporarily resident, insurance of, l3oo 
Sturgis, Cyrus C.: Heina/ology. 913 
SubfettUity in the male ; report ot 3,18. 

(H. A. Davidson), 1328 (O) 
Succinaic-salicylaic In arthritis. 717 
Succinates in rheumatic fc«r (A. J. Glazcbrool 
• Fred Wrigley). 789 (O) 

«;iicar effect on liver cells, lOOi 

excessive intake of. as cause of diabetes 

' cirrhosis, 1228 . . 

Suicide, ailcinpicd, with aspinn. 

Sulphadiazinc and penicillin m influenzal n 
gills, 13 . 

in acute mastoldius, 1087 

Sulphamcrazinc in ophthalmia 
Sulphamczathinc in infantile gastro-cnicritis. 
486 

— in ophthalmia neonatorum. 562 
Sulphonamidcs in actinomycosis, 1314 

in infantile gasiro-cnteritis, limitations of, 

in nasal sinusitis, 277 

— in ophthalmia neonatorum, 562 ; annotauoi 
in staphylococcal portal pyaemia, 91- 

— in throat infections, 860, 1298 

— in tonsillitis, 1179 

— Su/pfiotMm/de/^n General Practice (Edwa 

summers, V. K.: Hypopituitarism. 1109 
Sunburn ucated by aniisiine, 336. 4S9 
Superannuation: National Heal^ 

annuation) (Amendment) Regulations 
(parliamentary note). 392 
Suprarenal, see Adrenal 

^'^A^fa^ol Traumatic Surgery (J Trueia) 689 
Care of the Surgical Patient (Jacob Fine), 
Clinical Aspects and Treatment of Surgical 
tlons (F. Lamont Melcney). 581 
Companion In Surgical Studies (Inn Aird). 
Continuous caudal analgesia in surgery ( 
A. Hingson). 777 (O) ; leading aruc 
Handbook of Surgery. 7nd cd. . (Enc C. 

and Ian MacKcnzle). 268 ... 

Illustrations of Surgical Treatment. Intti 
and Appliances (Eric L. Farnuharso.i). 

516 

In cerebral palsy. 753 vt. , < 

Inlcrnaiional Congress o( Surgery, New 

imcrcmfonal Society of Surgery, 13ih c 
240 
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INDEX 


, ' juntlnucd): 

/* Technic in General Surgery (Ea‘lor : 

; H. Cole). S5l , 

jand the Surgeon (Sir Henry Soulier), 5S\ 
Ifftf PUstic sun;tr>- • 

'^U\c, pulmonary coraplicaiions in (t. M. 
.ird and oihcri). S2 

Surgery. Ro'al College of SuflT^ons m 
• i (J. D. H, Widdcjs). 592 
^4 ^ the Hand (Sicrlinj Bunnell). 2nd cd.. 

O^todox and Heterodox (Sir William 
encage C'j!il%ie), 320 ' 

nl managdTjicni of the aged; surtcy ol 
esvklvs of TOa,‘<ar succccv In, 99 patients o\cr 
■0 (Peter Chilt and Stanley A. Mason). 13S9 
O) 

ins of. 501 

nuc. relationihi to onhopacdic surgery, ia-4 

•. SD. Ian: Tub^ .-ulo^s ..certain unexplained 
Uliiy figures. S69 

aLSON. Dagroar C.. and SuniERiAMJ. Ian. 

' 3 phur •containing. 1S9. 496 
I control of. S3 

‘ ttc ncphniis. 112S. 1246. 14S4 
'tuberculosis services in. 1138 

, W. P.; Poliom>clitis vaccination, 930 
’ .cc'sivc intaitc cf. as cause of diabetes find 
' sis. 122S 

■f, M. ; Large dose of curare. 232 
aiban. psichological study of, 1423 
J-baih wpier, testing of, 609 

and respiratory disease. 274 (A) 
^rlsnd?“alcoholism In. 381 

G. IAM.: Prc;tnaned!ol in unne, assay and 
i fcg'.ificancd., 14S 

(reatment ol.anov»i‘atory failure, S09 
jlinieal value of rregnanediol assays; 830 (O) : 
Tleading article. S56 ^ 

Ls. C. E.: Methil n-propyl ether. 420 (O) 

■ons. Annie Dorothea, obituary of. 713 
ipathecimiy. chemical. 999 
'or inteiTnittcnt claudication. 1539 
ptron at Royal Cancer Hospital. 143 
'.‘al membrane (D. V. Davies and oihcn), 85 
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